THE SPECIAL CARE UNIT

Its Place in Postoperative Care
MevER Saxkeap, M.D.

Cuaxcixc practices in surgery and ancsthesia,
coupled with an improved understanding of
disturbed bodily processes, have resulted in a
need for a type of medical care which strains
every facility in a hospital. At no time in the
patient’s hospital stay is this more apparent
than in the early postoperative period of the
serjously ill patient. ’

Surgery has been extended into all cavities
and organs of the body. It is possible to re-
move tumors from deep in the brain, to ma-
nipulate within the chambers of the heart and
to remove lungs with safety. Deliberate hypo-
tension, hypothermia, extracorporeal circula-
tion and oxygenation are now employed. The
effects these techniques have upon homeostatic
mechanisms and the hazards thereto are gen-
erally recognized. Though by no means are
results always good, morbidity and mortality
have not been overwhelming. This must be
attributed to the fact that associated with tech-
nical advances in surgery there has come a
knowledge of supportive therapy to be applied
during periods of stress. Until relatively re-
cently patient support has been on a more or
less empiric basis. It still is in many regards,
but support is becoming more specific because
of better understanding and by use of monitors
which enable the surgeon and anesthesiologist
to detect early deviations from normal. The
electroencephalogram, electrocardiogram, car-
bon dioxide and oxygen analyzer and others al-
low for early detection and correction of altered
function.

This type of improved support has been ex-
tended from the operating room into the im-
mediate postoperative phase by the develop-
ment and-use of recovery rooms. However, in
a certain percentage of the patients attentive
postoperative surgical care must be continued.
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Blood volume deficit, metabolic and electrolyt
imbalance, hypoxia and carbon dioxide retens:
tion require early recognition and treatmentg
The seriously ill patient seldom presents a simg,
ple problem and the skills required for his cares
are many. He demands the attention of exg
perienced nurses and physicians familiar wiuér_
the surgical procedure and the possible comg
plications thereto. It is important that his at3
tendants have the ability to perform tracheoS
bronchial aspiration and tracheostomy, the cars
of surgical pneumothorax, and to handle thé-
various types of drainage and respiratoryo
equipment, pressure transfusion apparatus, an
the like.

Heretofore in our institution patients leaving
the recovery room were distributed to the
many units of the hospital where, unfortu
nately, it was impossible to maintain the higlo
degree of skilled nursing and medical attentio;
the patient reccived in the operating or reyy
covery rooms. The right kind and number o
people needed to care for the extremely ill pag
tient can never be available on all units simul@
tancously. It is nlzimpossible to have disS
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tributed throughout /the hospital enough of
the proper equipment with trained people 18
operate it. To continue the careful nursing
and observation the patient received in the op%
erating and recovery rooms, patients requiring
such care should be concentrated in an nrﬁ'B
where suitable equipment and personnel arf
always available. =

Such areas are termed “special care” or “igy
tensive care” units. We believe that this un%
should be close to the operating room {8
minimize travel time and secondly, to be clos§
to members of the anesthesia department, sincé
many of the emergencies are respiratory ip
character. >

The unit contains 168 beds and is dividef
into two 4-bed, one 3-bed, one 2-bed and
three single-bed rooms. The area is come
structed to allow maximum visibility from thg
central nursing control desk, through use of
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TABLE 1

NURSING AND ANCILLARY PERsoNNEL Requinep
T0 StAFF THE SPEciat Care Unit
Day P.M. Night

Supervisor
Head Nurse
General Duty R.N,
Practical Nurse
Orderly
Dressing Room Aide
Receptionist
Hospital Aide
Administrative Secretary
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glass partitions. Closely adjacent are a small
laboratory, a resident’s bedroom and confer-
ence and waiting rooms.

The most important factor in the success of
this unit is proper medical and nursing staffing.
This unit, like the operating room, needs a
high degree of cooperation between medical
and nursing personnel to function well—in this
instance between the surgical resident and the
head nurse. Insofar as possible a senior sur-
gical resident spends his full time on this unit.
His duties are both medical and administrative,
for not only is he responsible for the care of
the patients but he also makes the decision as
to which patients to accept or reject when there
are insufficient beds. < Inasmuch as he works
closely with the nurses his ability, enthusiasm
and interest are immediately reflected in the
quality of medical and nursing care.

To care for many seriously ill patients in a
single unit requires a greater complement of
nurses of higher ability than in other areas.
The head nurse should be a woman of great
ability, proper personality and mature judg-
ment to supervise highly qualified nurses and
to maintain discipline and morale. Table 1
lists the nursing and ancillary personnel we en-
deavor to maintain on the various shifts.

The proximity of the seriously ill and medi-
cal and nursing skills engenders a psychologic
approach to the patient-which calls for atten-
tion with a sense of immediacy. Although the
atmosphere foay on occasion be tense, there
is a business-like and serious-minded approach
to the patients” needs. There is minimum de-
lay in the institution of treatment, for all nec-
essary equipment is kept close at hand.

In our first three-year experietice approxi-
mately 3,000 patients_were admitted to this
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unit. During this interval, 33,224 patient§
were operated upon. Of these, 19,250, or 57.%5
per cent, went to the recovery room, from
where 2,700, or 9.0 per cent of the patients
operated upon, went to the special care unite,
Three hundred patients were admitted directlyS
from areas other than the operating room. Thisz
latter group were admitted for a variety ol
reasons, such as serious gastrointestinal bleed-f-“
ing, multiple chest injuries, etc.

Table 2 lists the percentages of patients ndc
mitted to the unit by service. The general
surgical service was responsible for the greatest
number of patients on this unit, for 17 pez
cent of all the patients operated upen by tha§
service were admitted. The service which de
pended most upon the special care unit, how
ever, was the neurosurgical service. Althoughi
total utilization by this service was small, 30
per cent of the neurosurgical patients were ad,
mitted to this unit.

An endeavor is made to maintain a hight
census to fully utilize the advantages of lhlSD
unit. Patients are admitted from any unit 11:8_
the hospital and the Accident Room, upon recN
ommendation of the one responsible for hx@
care. The decision to send the patient to thifd
unit is not always easy, for in a dcpnrtmenlnl!,:
ized hospital such as ours, where patients :mN
segregated as to medical specialty, there :mg
advantages to going to a specialized nursingg
unit, as pediatric, orthopedic or urologic. ReS
gardless of his anatomical diagnosis, howeverZ
acute circulatory, respiratory or metabolic dls-
turbances may often be better and more efﬁm
ciently treated in a unit where such therapy w
a continuing function—the special care unit. 8

A variety of medical problems has made this
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TABLE 2

PERCENTAGE DISTRIBUTION OF PATIENTS A
T0 THE SeeciaL Care UNiT BY Service
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Per Cent
Surgery 80.9
Neurosurgery LXH

Fracture & Orthopedics 1.6
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Far, Nase and Throat 20
CGynecology 104
G.U. 1.8
Eye 16
Medicine 464
Neurologieal 25
Pedintric 17
Dental 06
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unit of great value as a-learning and teaching
experience. The surgical resident accumulates
a tremendous experience of surgical complica-
tions in a very short interval. The. endeavor
to maintain a full census results occasionally in
discharging patients before it may be ordinar-
ily advisable. Thus, it is impossible for us to
state categorically what would be an ideal
number of beds. Had we more beds avail-
able it would have been possible to accommo-
*date more than the 3,000 patients during this
three-year period. Many times patients were
either denied admission or were not booked to
come to the special care unit because of lim-
ited space.

Patients are denied special duty nurses on
this unit, for we believe that the nursing care
the patient will receive by part-time attention
of the regularly available nurses is likely to be
better than the hit-or-miss quality from many
of the special duty nurses. Changing surgical
and nursing practice demands that these pa-
tients receive nursing at the hands of those
with continuing nursing experience on seri-
ously ill patients.

The segregation of patients in the unit. is
based upon individual need and sex. No con-
sideration is given as to whether the patient
is “servicc” or “private.” Single-bed units are
used for terminal care, for patients in respira-
tors, seriously bumned individuals and persons
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requiring isolation. The two beds behind theS
nursing station are reserved for the very young.§
There has been little unfavorable reaction tog
grouping the patients in this fashion. The pa=
tients and their families have accepted the factS
that the patient is receiving the very best inZ
nursing and medical care. For this they haveZ
been prepared by the attending staff.
No additional charge is made for the used

of these accommodations. The patient paysZ
the same charge for the use of the bed in the
special care unit as he paid for his originaly
accommeodations. h
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In a three-year experience at the Rhodq?
Island Hospital, 3,000 patients were admitted
to the special care unit, 2,700 of whom were2-
immediately postoperative. The remainingg
300 were nonoperative. This unit was devels:
oped to meet the need which an improvedd
appreciation of the increasing burdens of disg
case, surgery and anesthesia have placed upog,
physiologic processes. The patient’s requiresy
ments can be better met by concentrating the
seriously ill and those ftted to care for thenfd
in a given arca. The combined presence ofs
those capable of rendering and those in n
of the utmost in nursing and medical care im8
proves the patient’s chances of return to healtlg
and family.
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