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What is a QR code? 
QR stands for quick response code. 

 You will see these bar codes in your educational 
material, it is used to provide easy access to 
online information through a digital camera on a 
smartphone or tablet. 

 Open the built-in camera app. Point the 
camera at the QR code. Tap the banner that 
appears on your smartphone or tablet.

 Use this to connect to GBMC web pages: 
Videos, Class Presentation pdf, Pre-op CHG 
Wash, Anesthesia Home Medication Guide, and 
other important information.



The Spine Anatomy

Divided into 3 sections

Cervical spine-7 vertebrae

Thoracic spine-12 vertebrae

Lumbar spine-5 vertebrae

Anatomy of the Spine Video
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Your spine is made up of three segments. When viewed from the side, these segments form three natural curves. The "c-shaped" curves of the neck (cervical spine) and lower back (lumbar spine) are called lordosis. The "reverse c-shaped" curve of the chest (thoracic spine) is called kyphosis.

Your spine is made up of three segments. When viewed from the side, these segments form three natural curves. The "c-shaped" curves of the neck (cervical spine) and lower back (lumbar spine) are called lordosis. The "reverse c-shaped" curve of the chest (thoracic spine) is called kyphosis.

Vertebrae
Your spine is made up of small bones, called vertebrae, which are stacked on top of one another and create the natural curves of your back.
These bones connect to create a canal that protects the spinal cord and nerve roots.

The cervical spine is made up of seven small vertebrae that begin at the base of the skull and end at the upper chest. The thoracic spine is made up of 12 vertebrae that start from the upper chest to the middle back and connect to the rib cage. The lumbar vertebra consists of five larger vertebrae. These vertebrae are larger because they carry more of your body's weight.

Spinal Cord and Nerves
The spinal cord extends from the skull to your lower back and travels through the middle part of each stacked vertebra, called the central canal. Nerves branch out from the spinal cord through openings in the vertebrae and carry messages between the brain and muscles.
The spinal cord ends around the first and second lumbar vertebrae in the lower back and continues as nerve roots. This bundle of nerve roots is called the cauda equina. They exit the spinal canal through openings in the vertebrae (foramen), just like other nerve roots. In the pelvis, some of the nerves group into the sciatic nerve, which extends down the leg.

Muscles and Ligaments
These provide support and stability for your spine and upper body. Strong ligaments connect your vertebrae and help keep the spinal column in position.

Intervertebral Disks
Intervertebral disks sit in between the vertebrae. They are flat and round, and about a half inch thick.
Intervertebral disks are made up of two components:
Nucleus pulposus. The nucleus pulposus is jelly-like and makes up the center of the disk. The jelly is partly made of water and gives the disk flexibility and strength.
Annulus fibrosus. This is the flexible outer ring of the disk. It is made up of several layers, similar to elastic bands.

When you are standing or moving, weight is put onto the nucleus. In response, the nucleus expands. The annulus holds the nucleus in place. This allows movement to take place, yet maintains the strength of the spine. In effect, disks act as shock absorbers for the spine.
The intervertebral disk is a very important structure. Many nerve endings supply the annulus and, as a result, an injured annulus can cause pain.
https://orthoinfo.aaos.org/en/diseases--conditions/spine-basics

Surgical Treatments
Surgery for lumbar spinal stenosis is generally reserved for people who have poor quality of life due to pain and weakness, including difficulty walking for extended periods of time. This is often the reason that people consider surgery.
There are two main surgical options to treat lumbar spinal stenosis: laminectomy and spinal fusion. Both options can result in excellent pain relief. Be sure to discuss the advantages and disadvantages of both with your doctor.
Laminectomy. This procedure involves removing the bone, bone spurs, and ligaments that are compressing the nerves. This procedure may also be called a decompression. Laminectomy can be performed as open surgery, in which your doctor uses a single, larger incision to access your spine. The procedure can also be done using a minimally invasive method, where several smaller incisions are made. Your doctor will discuss the right option for you.
(Left) In traditional open surgery, to access the spine, the surgeon pulls back muscles to expose the bone.  (Right) After the laminectomy, the surgeon places bone graft material and screws along the sides of the vertebrae to help with healing. 
Spinal fusion. If arthritis has progressed to spinal instability, your surgeon may recommend a combination of decompression and stabilization or spinal fusion.
Rehabilitation. After surgery, you may stay in the hospital for a short time, depending on your health and the procedure performed. Healthy people who undergo decompression alone may go home the same or next day and may return to normal activities after only a few weeks. Fusion generally adds 2 to 3 days to the hospital stay.
Your surgeon may give you a brace or corset to wear for comfort. They will likely encourage you to begin walking as soon as possible. Most people only need physical therapy to strengthen their backs.
Your physical therapist may show you exercises to help you build and maintain strength, endurance, and flexibility for spinal stability. Some of these exercises will help strengthen your abdominal muscles, which help support your back. Your physical therapist will create an individualized program, taking into consideration your health and history.
Most people can go back to a desk job within a few days to a few weeks after surgery. They may return to normal activities after 2 to 3 months. Older patients who need more care and assistance may be transferred from the hospital to a rehabilitation facility prior to going home.
Surgical risks. There are minor risks associated with every surgical procedure. These include bleeding, infection, blood clots, and reaction to anesthesia. These risks are usually very low.
Elderly people, overweight people, diabetics, smokers, and those with multiple medical problems have higher rates of complications from surgery. 
Specific complications from surgery for spinal stenosis include:
Tear of the sac covering the nerves (dural tear)
Failure of the bone fusion to heal if a fusion is performed
Failure of screws or rods if a fusion is performed
Nerve injury
Need for further surgery
Failure to relieve symptoms
Return of symptoms
Surgical outcomes. Overall, the results of laminectomy with or without spinal fusion for lumbar stenosis are good to excellent in the majority of patients. Patients tend to see more improvement of leg pain than back pain, and most people can resume a normal lifestyle after a period of recovery from surgery. 

https://orthoinfo.aaos.org/en/diseases--conditions/lumbar-spinal-stenosis/


Spinal fusion is a surgical procedure used to correct problems with the small bones in the spine (vertebrae). It is essentially a welding process. The basic idea is to fuse together two or more vertebrae so that they heal into a single, solid bone. This is done to eliminate painful motion or to restore stability to the spine.
Spine surgery is usually recommended only when your doctor can pinpoint the source of your pain. To do this, your doctor may use imaging tests, such as X-rays, computed tomography (CT) scans, and magnetic resonance imaging (MRI) scans.
Spinal fusion may help relieve symptoms of many back problems, including:
Degenerative disk disease
Spondylolisthesis
Spinal stenosis
Scoliosis
Fractured vertebra
Infection
Herniated disk
Tumor

https://orthoinfo.aaos.org/en/treatment/spinal-fusion/





Spine Anatomy
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Testing of dermatomes is part of the neurological examination; helping to assess and diagnose a variety of conditions and determining the segment of the spine where your surgical intervention will take place. 
(They are primarily used to determine whether the sensory loss on a limb corresponds to a single spinal segment, implying the lesion is of that nerve root (i.e., radiculopathy), and to assign the neurologic “level” to a spinal cord lesion.)
Your spinal nerves
Spinal nerves are part of your peripheral nervous system (PNS). Your PNS works to connect the rest of your body with your CNS, which is made up of your brain and spinal cord.
You have 31 pairs of spinal nerves. They form nerve roots that branch from your spinal cord. Spinal nerves are named and grouped by the region of the spine that they’re associated with.
The five groups of spinal nerves are:
Cervical nerves. There are eight pairs of these cervical nerves, numbered C1 through C8. They originate from your neck.
Thoracic nerves. You have 12 pairs of thoracic nerves that are numbered T1 through T12. They originate in the part of your spine that makes up your torso.
Lumbar nerves. There are five pairs of lumbar spinal nerves, designated L1 through L5. They come from the part of your spine that makes up your lower back.
Sacral nerves. Like the lumbar spinal nerves, you also have five pairs of sacral spinal nerves. They’re associated with your sacrum, which is one of the bones found in your pelvis.
Coccygeal nerves. You only have a single pair of coccygeal spinal nerves. This pair of nerves originates from the area of your coccyx, or tailbone.
Your dermatomes
Each of your dermatomes is associated with a single spinal nerve. These nerves transmit sensations, such as pain, from a specific area of your skin to your CNS.
Your body has 30 dermatomes. You may have noticed that this is one less than the number of spinal nerves. This is because the C1 spinal nerve typically doesn’t have a sensory root. As a result, dermatomes begin with spinal nerve C2.





Causes of Spinal Pain:
Disc Problems, Bone Spurs, Vertebral Slipping

Herniated Disk Video Spinal Stenosis Video
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A herniated disk is a condition that can occur anywhere along the spine, but most often occurs in the lower back. It is sometimes called a bulging, protruding, or ruptured disk. It is one of the most common causes of lower back pain, as well as leg pain, or sciatica.
Between 60 and 80% of people will experience low back pain at some point their lives. Some of these people will have low back pain and leg pain caused by a herniated disk.
Although a herniated disk can be very painful, the majority of people feel much better with just a few weeks or months of nonsurgical treatment. 

A disk begins to herniate when its jelly-like nucleus pushes against its outer ring due to wear and tear or a sudden injury. This pressure against the outer ring may cause lower back pain. 

If the pressure continues, the jelly-like nucleus may push all the way through disk’s outer ring or cause the ring to bulge. This puts pressure on the spinal cord and nearby nerve roots. Not only is this a mechanical compression of the nerves, but the disk material also releases chemical irritants that contribute to nerve inflammation. When a nerve root is irritated, there may be pain, numbness, and weakness in one or both of your legs, a condition called sciatica.

Cause
A herniated disk is most often the result of natural, age-related wear and tear on the spine. This process is called disk degeneration. In children and young adults, disks have high water content. As people age, the water content in the disks decreases and the disks become less flexible. The disks begin to shrink and the spaces between the vertebrae get narrower. This normal aging process makes the disks more prone to herniation.
A traumatic event, such as a fall, can also cause a herniated disk.
Risk Factors
Certain factors may increase your risk of a herniated disk. These include:
Gender. Men between the ages of 20 and 50 are most likely to have a herniated disk.
Improper lifting. Using your back muscles instead of your legs to lift heavy objects can cause a herniated disk. Twisting while you lift can also make your back vulnerable. Lifting with your legs, not your back, may protect your spine.
Weight. Being overweight puts added stress on the disks in your lower back.
Repetitive activities that strain your spine. Many jobs are physically demanding. Some require constant lifting, pulling, bending, or twisting. Using safe lifting and movement techniques can help protect your back.
Frequent driving. Staying seated for long periods, plus the vibration from the car engine, can put pressure on your spine and disks.
Sedentary lifestyle. Regular exercise is important in preventing many medical conditions, including a herniated disk.
Smoking. It is believed that smoking lessens the oxygen supply to the disk and causes more rapid degeneration. Learn more: Smoking and Musculoskeletal Health
Symptoms
In most cases, low back pain is the first symptom of a herniated disk. This pain may last for a few days, then improve. Other symptoms may include:
Sciatica. This is a sharp, often shooting pain that extends from the buttock down the back of one leg. It is caused by pressure on the spinal nerve.
Numbness or a tingling sensation in the leg and/or foot
Weakness in the leg and/or foot
Loss of bladder or bowel control. This is extremely rare and may indicate a more serious problem called cauda equina syndrome. This condition is caused by the spinal nerve roots being compressed. It  requires immediate medical attention. 
https://orthoinfo.aaos.org/en/diseases--conditions/herniated-disk-in-the-lower-back/
-----------------------------------
Adult Spondylolisthesis in the Low Back
In spondylolisthesis, one of the bones in your spine — called a vertebra — slips forward and out of place. This may occur anywhere along the spine but is most common in the lower back (lumbar spine). In some people, this causes no symptoms at all. Others may have back and leg pain that ranges from mild to severe.
Understanding how your spine works can help you better understand spondylolisthesis. Learn more about spine anatomy at Spine Basics.
Anatomy
The spine is made up of small bones, called vertebrae, which are stacked on top of one another and create the natural curves of the back. These bones connect to create a canal that protects the spinal cord.
Between your vertebrae are flexible intervertebral disks. They act as shock absorbers when you walk or run.
Description
Spondlylolisthesis occurs when one of the vertebrae in the spine slips forward and out of place. This creates instability in the spine, can cause pain, and can also accelerate the formation of bone spurs (outrowths)/arthritis.
Cause
There are several causes/types of spondylolisthesis. The two most common types in adults are degenerative and spondylotic/congenital.
Degenerative Spondylolisthesis
As we age, general wear and tear causes changes in the spine. As we age, the intervertebral disks in the spine lose height, become stiff, and begin to dry out, weaken, and bulge. As these disks lose height, the ligaments and joints that hold our vertebrae in proper position begin to weaken. In some people, this can create instability and ultimately result in degenerative spondylolisthesis. 
As the spine continues to degenerate, the ligaments along the back of the spine may begin to buckle, resulting in nerve compression.
As the slippage in the spine worsens, the spinal canal can also become narrowed. Ultimately, this narrowing and buckling lead to compression of the spinal cord (spinal stenosis). Spinal stenosis is a common problem in patients with degenerative spondylolisthesis.
Women are more likely than men to have degenerative spondylolisthesis, and it is more common in patients over the age of 50. A higher incidence has been noted in the African American population.
pondylolytic Spondylolisthesis (Isthmic Spondylolisthesis)
Another common cause of spondylolisthesis is a crack (stress fracture) in the vertebra. The fracture typically occurs in an area of the lower (lumbar) spine called the pars interarticularis. This type of spondylolisthesis is called isthmic spondylolisthesis.
In most cases of spondylolytic spondylolisthesis, the pars fracture (also called spondylolysis) occurs during adolescence and goes unnoticed until adulthood. The normal disk degeneration that occurs in adulthood can then stress the pars fracture and cause the vertebra to slip forward. The stress fracture does not always cause the slip to occur, and very rarely does the slip progress significantly ad get worse over time. Symptoms of isthmic spondylolisthesis often arise in middle age.
Because a pars fracture causes the front (vertebra) and back (lamina) parts of the spinal bone to disconnect, only the front part slips forward. This means that narrowing of the spinal canal is less likely than in other kinds of spondylolisthesis, such as DS in which the entire spinal bone slips forward. However, as patients with isthmic spondylolisthesis age, spinal stenosis can occur just as in degenerative spondlylolisthesis, causing bone spurs to narrow the spinal canal and result in nerve compression.
About 4% to 6% of the U.S. population has spondylolysis and spondylolisthesis.
Symptoms
Degenerative Spondylolisthesis
	Patients with degenerative spondylolisthesis will often develop leg and/or lower back pain when slippage of the vertebrae begins to put pressure on the spinal nerves. The most common symptoms in the legs include a 	feeling of diffuse weakness associated with prolonged standing or walking.
	Leg symptoms may be accompanied by numbness, tingling, and/or pain that is often affected by posture. Forward bending or sitting often relieves the symptoms because it opens up space in the spinal canal. Standing or 	walking often increases symptoms.
Isthmic Spondylolisthesis
	Most patients with isthmic spondylolisthesis have low back pain, which they believe is activity-related. The back pain is sometimes accompanied by leg pain. In elderly patients, isthmic spondylolisthesis can also be 	accompanied by symptoms of spinal stenosis.
https://orthoinfo.aaos.org/en/diseases--conditions/adult-spondylolisthesis-in-the-low-back/
--------------------------------------------------------------------------
Lumbar Spinal Stenosis
Anatomy
Your spine is made up of small bones, called vertebrae, which are stacked on top of one another. Muscles, ligaments, nerves, and intervertebral disks are additional parts of your spine.
Understanding your spine and how it works can help you better understand spinal stenosis. Learn more about spine anatomy: Spine Basics
Description
Spinal stenosis occurs when the space around the spinal cord and spinal nerves narrows. This puts pressure on the spinal cord and the spinal nerve roots, and may cause pain, numbness, or weakness in the legs.
Cause
Arthritis is the most common cause of spinal stenosis. Arthritis refers to degeneration of any joint in the body.
In the spine, arthritis can result as the disk degenerates and loses water content. In children and young adults, disks have high water content. As we get older, our disks begin to dry out and weaken. This problem causes settling, or collapse, of the disk spaces and loss of disk space height.
As the spine settles, two things occur. First, stress is transferred to the facet joints. Second, the tunnels through which the nerves exit (the foramen) become smaller.
As the facet joints experience increased pressure, they also begin to degenerate and develop arthritis, similar to that occurring in the hip or knee joint. As the facet joint wears down, the body responds by forming bone spurs to stabilize the joint. In addition, the ligaments around the joints that typically connect the bones together, called the ligamenta flava, increase in size. The combination of bone spurs and thickened ligaments crowds the space for the nerves, resulting in stenosis.
Symptoms
Back pain. People with spinal stenosis may or may not have back pain, depending on the degree of arthritis that has developed.
	Spinal nerves relay sensation in specific parts of your body. Pressure on the nerves can cause pain in the areas that the nerves supply, including pain in the buttocks that radiates down the leg — called sciatica.
Burning pain in buttocks or legs (sciatica). Pressure on spinal nerves can result in pain in the areas that the nerves supply. The pain may be described as an ache or a burning feeling. It typically starts in the area of the buttocks and radiates down the leg. As it progresses, it can result in pain in the foot.
Numbness or tingling in buttocks or legs. As pressure on the nerve increases, numbness and tingling often accompany the burning pain, although not all patients will have both burning pain, and numbness and tingling.
Weakness in the legs or foot drop (difficulty lifting the front part of the foot).  Once the pressure reaches a critical level, weakness can occur in one or both legs. Some patients will have a foot drop, or the feeling that their foot slaps on the ground while walking.
Acute cauda equina syndrome. This rare condition is considered a medical emergency that requires prompt treatment. If the compression of the nerves is severe, you can experience numbness in you private area and lose control of your bowel and/or bladder. You may also lose strength in your legs and not be able to walk. If these symptoms occur, you may need emergency surgery.
In spinal stenosis, people typically experience less pain with leaning forward, and especially with sitting. Studies of the lumbar spine show that leaning forward can increase the space available for the nerves. Pain is usually made worse by standing up straight and walking. Some people note that they can ride a stationary bike or walk leaning on a shopping cart. Walking more than 1 or 2 blocks, however, may bring on severe sciatica or weakness.
https://orthoinfo.aaos.org/en/diseases--conditions/lumbar-spinal-stenosis/

-------------------------------------------------------------------------
Surgical Treatments
Surgery for lumbar spinal stenosis is generally reserved for people who have poor quality of life due to pain and weakness, including difficulty walking for extended periods of time. This is often the reason that people consider surgery.
There are two main surgical options to treat lumbar spinal stenosis: laminectomy and spinal fusion. Both options can result in excellent pain relief. Be sure to discuss the advantages and disadvantages of both with your doctor.
Laminectomy. This procedure involves removing the bone, bone spurs, and ligaments that are compressing the nerves. This procedure may also be called a decompression. Laminectomy can be performed as open surgery, in which your doctor uses a single, larger incision to access your spine. The procedure can also be done using a minimally invasive method, where several smaller incisions are made. Your doctor will discuss the right option for you.
(Left) In traditional open surgery, to access the spine, the surgeon pulls back muscles to expose the bone.  (Right) After the laminectomy, the surgeon places bone graft material and screws along the sides of the vertebrae to help with healing. 
Spinal fusion. It is essentially a welding process. The basic idea is to fuse together two or more vertebrae so that they heal into a single, solid bone. This is done to eliminate painful motion or to restore stability to the spineIf arthritis has progressed to spinal instability, your surgeon may recommend a combination of decompression and stabilization or spinal fusion.
Rehabilitation. After surgery, you may stay in the hospital for a short time, depending on your health and the procedure performed. Healthy people who undergo decompression alone may go home the same or next day and may return to normal activities after only a few weeks. Fusion generally adds 2 to 3 days to the hospital stay.
Your surgeon may give you a brace or corset to wear for comfort. They will likely encourage you to begin walking as soon as possible. Most people only need physical therapy to strengthen their backs.
Your physical therapist may show you exercises to help you build and maintain strength, endurance, and flexibility for spinal stability. Some of these exercises will help strengthen your abdominal muscles, which help support your back. Your physical therapist will create an individualized program, taking into consideration your health and history.
Most people can go back to a desk job within a few days to a few weeks after surgery. They may return to normal activities after 2 to 3 months. Older patients who need more care and assistance may be transferred from the hospital to a rehabilitation facility prior to going home.
Surgical risks. There are minor risks associated with every surgical procedure. These include bleeding, infection, blood clots, and reaction to anesthesia. These risks are usually very low.
Elderly people, overweight people, diabetics, smokers, and those with multiple medical problems have higher rates of complications from surgery. 
Specific complications from surgery for spinal stenosis include:
Tear of the sac covering the nerves (dural tear)
Failure of the bone fusion to heal if a fusion is performed
Failure of screws or rods if a fusion is performed
Nerve injury
Need for further surgery
Failure to relieve symptoms
Return of symptoms
Surgical outcomes. Overall, the results of laminectomy with or without spinal fusion for lumbar stenosis are good to excellent in the majority of patients. Patients tend to see more improvement of leg pain than back pain, and most people can resume a normal lifestyle after a period of recovery from surgery. 

https://orthoinfo.aaos.org/en/diseases--conditions/lumbar-spinal-stenosis/


Spinal fusion is a surgical procedure used to correct problems with the small bones in the spine (vertebrae). It is essentially a welding process. The basic idea is to fuse together two or more vertebrae so that they heal into a single, solid bone. This is done to eliminate painful motion or to restore stability to the spine.
Spine surgery is usually recommended only when your doctor can pinpoint the source of your pain. To do this, your doctor may use imaging tests, such as X-rays, computed tomography (CT) scans, and magnetic resonance imaging (MRI) scans.
Spinal fusion may help relieve symptoms of many back problems, including:
Degenerative disk disease
Spondylolisthesis
Spinal stenosis
Scoliosis
Fractured vertebra
Infection
Herniated disk
Tumor

https://orthoinfo.aaos.org/en/treatment/spinal-fusion/






Video Resources from 
AAOS: OrthoInfo

Spinal Instrumentation Video:

Spinal Fusion Video:

Herniated Disk Video

Spinal Stenosis Video
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Testing of dermatomes is part of the neurological examination; helping to assess and diagnose a variety of conditions and determining the segment of the spine where your surgical intervention will take place. 
(They are primarily used to determine whether the sensory loss on a limb corresponds to a single spinal segment, implying the lesion is of that nerve root (i.e., radiculopathy), and to assign the neurologic “level” to a spinal cord lesion.)
Your spinal nerves
Spinal nerves are part of your peripheral nervous system (PNS). Your PNS works to connect the rest of your body with your CNS, which is made up of your brain and spinal cord.
You have 31 pairs of spinal nerves. They form nerve roots that branch from your spinal cord. Spinal nerves are named and grouped by the region of the spine that they’re associated with.
The five groups of spinal nerves are:
Cervical nerves. There are eight pairs of these cervical nerves, numbered C1 through C8. They originate from your neck.
Thoracic nerves. You have 12 pairs of thoracic nerves that are numbered T1 through T12. They originate in the part of your spine that makes up your torso.
Lumbar nerves. There are five pairs of lumbar spinal nerves, designated L1 through L5. They come from the part of your spine that makes up your lower back.
Sacral nerves. Like the lumbar spinal nerves, you also have five pairs of sacral spinal nerves. They’re associated with your sacrum, which is one of the bones found in your pelvis.
Coccygeal nerves. You only have a single pair of coccygeal spinal nerves. This pair of nerves originates from the area of your coccyx, or tailbone.
Your dermatomes
Each of your dermatomes is associated with a single spinal nerve. These nerves transmit sensations, such as pain, from a specific area of your skin to your CNS.
Your body has 30 dermatomes. You may have noticed that this is one less than the number of spinal nerves. This is because the C1 spinal nerve typically doesn’t have a sensory root. As a result, dermatomes begin with spinal nerve C2.





Sign-up for GBMC MyChart
 MyChart will send reminders for your pre-op 

appointments and appointments while you 
are in the hospital.

 MyChart gives you access to your test 
results, allows you to communicate with your 
providers, pay your bill, and helps you to 
coordinate your healthcare needs.

 On the day of admission: MyChart will 
convert to MyChart Bedside, it is your portal 
for engaging with your care while admitted to 
the hospital. Empower yourself and your 
family with access to your care team, clinical 
data, and health education.

Presenter
Presentation Notes
Updated 2-28-2024.
Patient MUST register/sign-up for MyChart



Time Sensitive Tasks to Complete Before Your Surgery
Nasal swab for MRSA/MSSA
Golden window for completion is within10-30 days prior to surgery. 

Kaiser Permanente patients are to have their pre-op MRSA collected at the 
Kaiser PEEC Center.

Non-Kaiser Permanente patients (GBMC Ortho, GBMC Neurosurgery, Ortho 
Maryland)
Testing at GBMC Diagnostic Testing Center
Monday-Friday 8am-4pm, no holidays
Result valid for 60-days

Preop CHG Wash Kit with directions 
Begin 3 nights before surgery 

Pre-op Questionnaires 
Pre-op Physical (with bloodwork)

Presenter
Presentation Notes
UPDATED DTC times 8/16/2023 Nasal swab for MRSA/MSSA
Must be completed 10 days prior to your surgery date. Golden window for completion is within the 30-days prior to surgery. 
Kaiser Permanente patients are to have their pre-op MRSA collected at the Kaiser PEEC Center.

Non-Kaiser Permanente patients (GBMC Ortho, GBMC Neurosurgery, Ortho Maryland)
Testing at GBMC Diagnostic Testing Center
Monday-Friday 8am-4pm only, no holidays, no exception
Results valid for 60-days
If the patient is allergic to Orange Fruit Oil and has a positive/abnormal result, a Mupirocin 2% ointment must begin 5 days before surgery date.





GBMC Diagnostic Center 
Suite #3100 (across from Einstein Bakery)

 Parking at Iris Parking (closest)
• For those entering from Iris Park at Pavilion East 

entrance, proceed down the hallway and turn right once 
you reach Einstein Bagels. The center will be the next 
office on your left.

 Parking at Lily Park (near ER/ED)
• Upon entering GBMC Lobby E walk straight down the 

hall until you reach the main concierge desk, turn left 
down the first hallway. The center is located before 
Einstein Bagels.

Presenter
Presentation Notes
For NON-Kaiser Permanente patients ONLY



Presenter
Presentation Notes
Updated 6-21-2024
Beginning November 9, GBMC will offer a patient and visitor shuttle as well as additional valet services to assist in campus transportation and wayfinding until the Sandra R. Berman Pavilion opens in early 2025. Please familiarize yourself with the valet and shuttle locations and schedule below so you can educate patients and visitors as needed.
 
VALET SERVICES
 
Valet services 
Will be available Monday through Friday at the following times/locations:

7 a.m. - 6:30 p.m.
Louis and Phyllis Friedman Building entrance
Labor & Delivery (OB entrance, Lobby D) at the Yaggy Atrium
8:30 a.m. - 5 p.m.
Physicians Pavilion West (PPW)

SHUTTLE SERVICES
 
GBMC will provide shuttle services on a continuous loop Monday through Friday from 7 a.m. – 5 p.m. beginning 11/9. The shuttle can accommodate 4 passengers at a time and will pick up from the Friedman Building entrance, PPW, and the bus loop.




Getting Fitted For A  Back Brace
Patient of Dr. Rami or Dr. Dolitsky
 If you received a prescription for a lumbar back brace or 

a posterior cervical collar for a multi-level fusion surgery
Must get fitted for your brace prior to surgery
The medical supply company will reach out to you to 

arrange a fitting date and time (Bring brace with you 
when you come in for surgery)

 If you are an OrthoMD patient, Dr. Dolitsky, you will be 
fitted by your surgeon’s office. (Bring brace with you 
when you come in for surgery)
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Back Brace Fitting for Lumbar Fusion or Thoracic Fusion Surgery: 
GBMC Neurosurgical Associates:
Surgeons: Dr. Rami and Dr. Iguchi 
Non-Kaiser Permanente insurance holders:
Call Synergy Orthopedic: 443-681-8971 
Lumbar Fusion or Thoracic Fusion surgery patients ONLY
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years 
Kaiser Permanent insurance holders:�
Call D&J Medical/Maryland Orthotics : 410-893-1116
Lumbar Fusion or Thoracic Fusion surgery patients ONLY
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years 
OrthoMaryland patients: 
Surgeon: Dr. Dolitsky
Call OrthoMaryland: 443-377-8900 
Lumbar Fusion or Thoracic Fusion surgery patients ONLY
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years�
�



Preoperative Testing & Plan of Care for Discharge

 All pre-op testing and diagnostic 
tests MUST be completed 10-30 
days from surgery date:
 MSSA/MRSA nasal swab at the 

Diagnostic Testing center
 Blood work, urinalysis, x-rays, 

etc
 Kaiser Permanente patients are 

to have their pre-op MRSA 
collected at the Kaiser PEEC 
Center

Results and Surgical Clearance statements 
from your doctors will need to be available to 
GBMC no later than 3-days before surgery.

Need Surgical Clearance 
from:
Primary Care Physician
Specialist, only if applicable

 Designating your 
family/friends support 
person(s). Prepare your 
home environment. 

Presenter
Presentation Notes
Updated 1/24/2024
MRSA/MSSA testing must be within 60 days of surgery date; results valid for 60-days.
MRSA/MSSA testing must be within 60 days of surgery date; results valid for 60-days.
GBMC Diagnostic Testing Center for non-GBMC patients: Monday-Friday 8am-11am ONLY
Kaiser Permanente patients are to have their pre-op MRSA collected at the Kaiser PEEC Center
Physician clearance must be within 10–30-day window of surgery date, no later than 3-days before surgery.
Failure to have these results and clearance statements from you doctors may delay, postpone, or cancel your surgery.
Your surgeon’s office will send the pre-op packet of what’s needed to your primary care (via fax or EPIC) and to you (via EPIC or mailed or you can pick it up).

No dental clearance needed. 
No dental work within the 2-weeks prior to surgery (placement or removal of a crown is ok, per George S). We advise against any dental work within 3 months of surgery postop.







Home Set-up
Before coming to the hospital
 Prepare meals ahead of time or arrange 

to have family/friends there to help

 Make frequently used items in the 
kitchen accessible for use

 Clean and clear home of clutter 
 Remove rugs out of bathroom and kitchen

 Make sure all equipment that you may 
already have is easily accessible, clean 
and in safe working order
 Borrow from friends or family or 

community loan closets



Preparing for Surgery: Health Condition Checklist 
How to Prevent Infection and Complications

Control your blood sugar before, during and after your surgery.

Exercising and healthy weight loss.

You must STOP smoking (including cigars, e-cigarettes and vaping) 2 

weeks before surgery and at least 2 weeks after surgery

Keep pets and animals away from the incision site after surgery. 

Applying fresh linens to bed before surgery. No pets are to sleep in bed 

or on the sofa with you until cleared by your surgeon.

Presenter
Presentation Notes
Updated 5/28/2024

We advise no dental work within the 2-weeks before surgery.  We advise against any dental work within 3 months of surgery postop. A dental clearance is not needed. 

Patients at highest risk for complications and infections have one or all:
Preventing Infection After Joint Replacement Surgery 
	(https://orthoinfo.aaos.org/en/treatment/preventing-infection-after-joint-replacement-surgery-video/)
Diabetes: Uncontrolled diabetes can slow the healing of your surgical wound, and put you at an increased risk for infections, and kidney and heart problems.
https://orthoinfo.aaos.org/en/treatment/preparing-for-surgery-health-condition-checklist/
Smokers: Smoking affects blood circulation, delays healing, slows recovery, increasing post-op blood clots, and may increase the risk of infection.
https://orthoinfo.aaos.org/en/treatment/preparing-for-joint-replacement-surgery/ 
https://orthoinfo.aaos.org/en/treatment/surgery-and-smoking/
BMI >39: Morbid Obesity: Obesity has been shown to increase a person’s risk of having a medical or surgical complication both during and after surgery, such as wound healing problems and infection.
https://orthoinfo.aaos.org/en/treatment/weight-loss-and-joint-replacement-surgery/

GBMC J&S Center Web page offers resources in the COMMUNITY OUTREACH INFORMATION section: https://www.gbmc.org/jointandspine



Resources:
• https://orthoinfo.aaos.org/en/treatment/surgery-and-smoking/
• Preparing for Surgery: Health Condition Checklist - OrthoInfo – AAOS
• https://orthoinfo.aaos.org/en/treatment/preventing-infection-after-joint-replacement-surgery-video/

Preparing for Surgery: Health Condition Checklist 
How to Prevent Infection and Complications

Advised no dental work within the 2-weeks prior to 
surgery and/or the first 3-months after surgery.

Frequent UTI’s, notify your primary team & surgeon. 

Making sure skin is healthy and clean.

Recommend no gel/dip/shellac polish on 
fingernails. 

Artificial nails such as acrylics: must be unpolished, a 
light natural/nude polish is acceptable (can be removed 
with acetone). 

Best to have only clear, clean nails.

Good nutrition with adequate calories and protein.

Stay hydrated

Sleep Hygiene 

Presenter
Presentation Notes
Updated 9/25/2024
No gel/dip/shellac polish on fingernails. 
Artificial nails such as acrylics: must be unpolished, a light natural/nude polish is acceptable (can be removed with acetone). 
Best to have only clear, clean nails.


Updated 5/28/2024:
We advise no dental work within the 2-weeks before surgery.  We advise against any dental work within 3 months of surgery postop. A dental clearance is not needed. 

Patients at highest risk for complications and infections have one or all:
Preventing Infection After Joint Replacement Surgery 
	(https://orthoinfo.aaos.org/en/treatment/preventing-infection-after-joint-replacement-surgery-video/)
Diabetes: Uncontrolled diabetes can slow the healing of your surgical wound, and put you at an increased risk for infections, and kidney and heart problems.
https://orthoinfo.aaos.org/en/treatment/preparing-for-surgery-health-condition-checklist/
Smokers: Smoking affects blood circulation, delays healing, slows recovery, increasing post-op blood clots, and may increase the risk of infection.
https://orthoinfo.aaos.org/en/treatment/preparing-for-joint-replacement-surgery/ 
https://orthoinfo.aaos.org/en/treatment/surgery-and-smoking/
BMI >39: Morbid Obesity: Obesity has been shown to increase a person’s risk of having a medical or surgical complication both during and after surgery, such as wound healing problems and infection.
https://orthoinfo.aaos.org/en/treatment/weight-loss-and-joint-replacement-surgery/

GBMC J&S Center Web page offers resources in the COMMUNITY OUTREACH INFORMATION section: https://www.gbmc.org/jointandspine

https://orthoinfo.aaos.org/en/treatment/preventing-infection-after-joint-replacement-surgery-video/
https://orthoinfo.aaos.org/en/treatment/preventing-infection-after-joint-replacement-surgery-video/
https://orthoinfo.aaos.org/en/treatment/preparing-for-surgery-health-condition-checklist/
https://orthoinfo.aaos.org/en/treatment/preventing-infection-after-joint-replacement-surgery-video/
https://orthoinfo.aaos.org/en/treatment/preparing-for-surgery-health-condition-checklist/
https://orthoinfo.aaos.org/en/treatment/preventing-infection-after-joint-replacement-surgery-video/


Preventing Surgical Site Infection: Pre-Op Skin Preparation
 Hibiclens Shower #1 begin three (3) nights 

before your surgery

 Hibiclens Shower #2 is two (2) nights 
before surgery. 

 Hibiclens Shower #3 is the night before 
surgery. 

 Hibiclens Shower #4 is the morning of 
surgery before coming to the hospital.

Hibiclens CHG Shower Video
Please note GBMC J&S Center  
requires patients to complete 4 
showers at home before surgery

Check off each yellow 
circle after your 
Hibiclens CHG shower 

Pre-surgery Hibiclens CHG Showers

Presenter
Presentation Notes
You should have received your pre-op Hibiclens chlorhexidine gluconate (CHG) Foam skin prep. The instructions for use is in your Guidebook and on the Joint & Spine Center Webpage. 




4 Days of Pre-surgery CHG Showers
 Pre-Surgical Scrub: 4% Chlorhexidine gluconate 

(CHG).

 Four (4) Total CHG Showers at home.

 Begin three (3) nights before surgery, the 4th

shower is the last application on the morning of 
surgery before coming to the hospital.

 Apply the CHG foam (two pumps) onto your 6 or 7 
disposable cloths, lather the solution onto skin. 
Leave on skin for 2-5 minutes. 

 Then rinse with shower water. Pat dry with a fresh 
clean towel.

 Avoid contact with your eyes, ears, mouth, and 
genitals.

 Do NOT shave or use hair removal lotions, 
deodorant, perfume, lotion, creams, or oils on your 
body.

Hibiclens Shower Video
Please note GBMC J&S Center  
requires patients to complete    

 4-showers at home before surgery

https://youtu.be/eF3tae-c6d8

Presenter
Presentation Notes
You will begin this skin prep 3 days before surgery with the last shower on the morning of surgery. You will complete 4-CHG showers before you come to the hospital.

Do not use the CHG on your head, face, or genitals.

Once you begin the CHG showers DO NOT shave, or use hair removal lotions, deodorant, perfume or cologne, lotion, creams, Vaseline, or oils on your body. 


https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fprotect-us.mimecast.com%2Fs%2FGcRmCkR03VfYw7jWs2N_JW%3Fdomain%3Dyoutu.be&data=05%7C01%7Caasuncionhiggins%40gbmc.org%7Cf9cc05400937470c773908dbce688bbb%7C934a58f5571b436799538a7b9739b1d8%7C0%7C0%7C638330720654859525%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=h%2FWDYJ1K4ud8qzOOdXUgNRPua%2FSS1UZ5rSGVqj1VGHk%3D&reserved=0


 What if I do not have anyone to 
help wash my back? 



Review Your Home Medications Before Surgery
DO NOT STOP ALL MEDICATIONS. 

Medications that need to be held before surgery will be reinstated after surgery.

  Joint Center Patient Guidebook: 

  Current Medication List at the beginning of the book.

  Write the name of the Medication/Supplement/Vitamin.

  The dosage, frequency (how many time you take it in a 24-hour day), and why you take the 

medication.

  Read the Anesthesia Guidelines for Home Medications** section.

  Bring your Guidebook to ALL your Preop Appointments

  With your Provider you MUST review and discuss current medications, supplements, or vitamins you 

are taking. 

  Show them the Anesthesia Guidelines for Home Medications section. 

  Write down which medications to stop and when to stop.

  Use the Medication Chart at the beginning of the book.

  This chart will help you keep track of when to stop your daily or weekly medication(s), vitamin-E,  

supplements.

Presenter
Presentation Notes
6-4-2024



Located in Your J&S Center 
Neurosurgical Packet

Presenter
Presentation Notes
6-4-2024



Current Home Medications
Can continue until day of surgery
It is OK to take the morning of surgery with a sip of water at home:

 BETA BLOCKER and/or CALCIUM CHANEL BLOCKER (DO NOT STOP TAKING)

 Tylenol (acetaminophen)

 Oxycodone, Tramadol, Dilaudid, Neurontin, Robaxin, Flexeril and Skelaxin

 Non-MAIO Anti-depressants, Anti-anxiety medications, Psychiatric medications

 Anti-Seizure medications

 Parkinson's medications

 Asthma Inhalers/medications

 Thyroid medications

 Steroids: oral or inhaled

 Cholesterol Medication-Statins: Zocor, Lipitor, Pravastatin 

 Birth Control Pills

 Eye Drops

Presenter
Presentation Notes
Updated 1-24-2025, 6-5-2025 AAHS REMOVED: CELEBREX (NSAID). ADDED: Robaxin (methocarbamol) a muscled relaxant.
From Now to the Day of Surgery
 
TAKE your Tylenol (acetaminophen), Oxycodone (Roxicodone), Hydrocodone, Percocet, Diluadid (hydromorphone), Neurontin (gabapentin), Robaxon, Flexeril, Skelaxin
TAKE your Beta blocker and/or Calcium Chanel blocker:

	Beta Blockers: Acebutolol (Sectral),Atenolol (Tenormin), Betaxolol (Kerlone), Bisoprolol (Zebeta), Carvedilol (Coreg), 	Metoprolol (Lopressor, Toprol XL), Nadolol (Corgard), Nebivolol (Bystolic), Penbutolol (Levatol), Pindolol (Visken), 	Propranolol (Inderal), Sotalol (Betapace) 

	Calcium Channel Blockers: Amlodipine (Norvasc®), Clevipidine (Cleviprex®), Diltiazem (Cardizem®), Felodipine 	(Plendil®), Isradipine (Dynacirc®), Nicardipine (Cardene®), Nifedipine (Procardia®, Adalat®),Nimodipine (Nimotop®), 	Verapamil (Calan®, Covera-HS®, Verelan®) 

TAKE your Heartburn/Ulcer medications/acid blockers (Axid, Pepcid, Prilosec, Reglan and Zantac) 
TAKE your Anti-depressants (except MAIO’s: STOP 48 hrs before surgery)
TAKE your Anti-anxiety medications
TAKE your Psychiatric medications (except MAIO’s: STOP 48 hrs before surgery)
TAKE your Anti-Seizure medications
TAKE your Parkinson’s medications
TAKE your Asthma Inhalers/medications
TAKE your Birth Control Pills
TAKE your Eye Drops
TAKE your Thyroid medications
TAKE your Cholesterol medications: Atorvastatin (Lipitor), Fluvastatin (Lescol), Lovastatin (Mevacor), Pitavastatin (Livalo), Pravastatin (Pravachol), Rosuvastatin (Crestor), Simvastatin (Zocor) 	

TAKE your Blood Pressure medications……..except for Angiotensin Converting Enzyme (ACE) inhibitors and Angiotensin Receptor Blockers (ARB)s (See Pgs. 8 & 9 included in this packet)

Consult your Primary Care Physician or Cardiologist if you are currently taking:
 
Blood thinners (Coumadin, Lovenox, Xarelto, Plavix, Warfarin, Pradaxa, or Eliquis)
Erectile Dysfunction Drugs (Viagra, Cialis, or Levitra).
Hormone Replacement Therapy




Current Medications
10 Days before surgery
Stop anti-inflammatory drugs such as: Celebrex,  

Nabumetone, Ketolorac, Mobic (Meloxicam), Excedrin, 
Ibuprofen (Advil, Motrin), and Naproxen (Aleve)

 It is important to stop as they cause excessive bleeding during 
your surgery and recovery period.

 Patients taking any prescribed blood thinners such as ASPIRIN 
or ASPIRIN products like; PLAVIX, TICLID, PRADAXA, ELIQUIS 
COUMADIN or WARFARIN should consult their prescribing 
physician or cardiologist in regard to stopping medication 
prior to surgery. 

Presenter
Presentation Notes
6-5-2025 AAHS Neurosx patients CAN HAVE (it’s ok to take) Robaxin (methocarbamol) a muscle relaxant per Neurosx PA. 



Current Medications
7 Days before surgery:

Stop Certain vitamins such as Vitamin E and Glucosamine

Stop All herbal products: fish oil, ginko biloba, ginseng, 
kava, dong quai, garlic, ma huang, St. john’s wart and non-
vitamin supplements. (These medications may cause 
excessive bleeding!)

Stop Diet medications



3 days before surgery

Stop topical medications
Stop Viagra, Levitra & Cialis

 

Current Medications

Presenter
Presentation Notes
Updated 1-24-2025
DO Not stop narcotic pain patches (10/26/2023 approved by Dr. Stein and Dr. Zeichner)

3 Days Before Surgery
STOP Erectile Dysfunction Drugs
Viagra, Cialis, or Levitra Viagra, Levitra & Cialis
STOP topical medications (creams and ointments)
START your Pre-op Showers with the CHG solution/ Hibiclens. (Theraworx if CHG allergic). Continue every night and the morning of surgery. A total of 4 CHG Showers to be completed before surgery.
STOP using lotions, oils, creams, hair removing lotions, etc 
Do NOT Shave





Current Diabetic Medications
4 days before surgery
Stop SGLT-2 Inhibitor medications: Steglatro 

3 days before surgery
Stop SGLT-2 Inhibitor medications: Jardiance, Invokana, 
Farxiga, and

Wearable continuous blood glucose monitoring systems: 
please notify your surgeon and/ or anesthesiologist as soon 
as possible. GBMC nursing staff will monitor your blood 
glucose per hospital policy.

If you have a wearable insulin pump system, please notify 
your surgeon and/or anesthesiologist as soon as possible.

Presenter
Presentation Notes
Updated 12-27-2023, 1-24-2025

STOP Metformin 24 hours prior to surgery:

ActoPlus Met
Avandament
Fortamet
Glucophage
Glucovance
Glumetza
Glyburide
Glipizide
Invokamet
Jentadueto
Janumet
Kombiglyze XR
Metaglip
Metformin
Prandimet
Riomet
Xigduo
Kazano
Synjardy
Segluomet

Consult your Primary Care Physician and/or Endocrinologist if taking insulin or using an insulin pump





Patient’s taking a GLP-1 Agonist medication** 

24 hours before surgery 
Semaglutide (Ozempic, Rybelsus), dulaglutide (Trulicity), exenatide (Bydureon 

BCise, Byetta), liraglutide (Victoza, Saxenda), lixisenatide (Adlyxin), etc. 

  Diabetic medication, or
**off label use for weight loss

 STRICT PRE-op Diet Restrictions to be followed, failure to do so may cancel 
your surgery.
 CLEAR LIQUID DIET** starting 24 hours before your surgery time

         Clear Liquids for 24h before surgery**
 Coffee and tea without milk or non-dairy creamer (sweetener is ok)
 Clear, nonfat broths
 Fruit & vegetable juices that are strained & pulp free
 Sodas & Sports drinks
 Pulp-free popsicles
 Jell-O

12 Midnight before surgery: Nothing by mouth

Presenter
Presentation Notes
Updated 12-27-2023, 1-24-2025
GLP-1 Agonist:
Withholding this medication is not a requirement. Verbiage has been removed from the Anesthesia Medication Guide for Joint Replacement and Neurosurgical patients.
Pre-op diet strict restrictions are to be followed:
Patient is to begin a Clear Liquid Diet 23-hrs of the case start time.
Patient is NPO at midnight the night before surgery.


“Most Patients Can Continue Diabetes, Weight Loss GLP-1 Drugs Before Surgery, Those at Highest Risk for GI Problems Should Follow Liquid Diet Before ProcedureNew Multi-society Clinical Practice Guidance Released
CHICAGO – Most patients should continue taking their glucagon-like peptide-1 (GLP-1) receptor agonists before elective surgery, suggests new clinical guidance released by the American Society of Anesthesiologists (ASA), American Gastroenterological Association, American Society for Metabolic and Bariatric Surgery, International Society of Perioperative Care of Patients with Obesity, and the Society of American Gastrointestinal and Endoscopic Surgeons. Patients at the highest risk for significant gastrointestinal (GI) side effects should follow a liquid diet for 24 hours before the procedure or other measures, depending on the specific circumstances.
About one in eight U.S. adults use GLP-1 drugs such as Ozempic® (semaglutide), Wegovy® (semaglutide), Saxenda® (liraglutide) and Trulicity® (dulaglutide) for diabetes, weight loss or heart problems. Because GLP-1 drugs delay stomach emptying (which can cause significant adverse GI symptoms such as nausea, vomiting, constipation and bloating) there may be residual food in the stomach that increases the risk for regurgitation and aspiration into the airways and lungs during general anesthesia and deep sedation, which can cause potentially fatal aspiration pneumonia. However, the guidance notes the potential benefit of withholding the medication so patients can have surgery needs to be balanced with the potential risks, such as increasing blood sugar levels in those with diabetes. The goal is to ensure patients can have surgery safely without removing the benefit of their GLP-1 drugs any longer than necessary.
Patients should work with their health care team, i.e., their anesthesiologist, surgeon and prescribing care team, to determine if adjustments can be made so surgery can proceed or if the procedure needs to be delayed until the risk decreases, recommends the guidance and a corresponding letter to the editor in Anesthesiology by Girish P. Joshi, M.D., FASA, a coauthor of the guidance and vice chair of ASA’s Committee on Practice Parameters.
The guidance notes the team can minimize the risk of delayed stomach emptying by having the patient follow a liquid-only diet for 24 hours before surgery, adjusting the anesthesia plan to minimize aspiration risk and using point-of-care ultrasound right before the procedure to assess stomach contents in patients at highest risk. In rare cases, surgery should be delayed in patients whose risk is expected to decrease. Patients at low risk for delayed stomach emptying who are having elective surgery can continue to take their GLP-1 drugs, the guidance says.
“As anesthesiologists, we are committed to considering all factors to ensure patients get the best and safest care whenever anesthesia care is required,” said ASA President Donald E. Arnold, M.D., FACHE, FASA. “In many cases, patients with scheduled procedures should continue taking the drug. Scheduling of elective procedures should integrate awareness of circumstances when the risk of delayed stomach emptying is highest, such as when the patient is just beginning the drug and the dose is being increased, as well as for patients with significant GI symptoms. Ideally, these risk factors should be assessed and minimized in advance, so the surgery or procedure can safely proceed.”
The team should take into account patient-specific risk factors for delayed stomach emptying and consider the following guidance for patients at highest risk:
Patients in the escalation phase of GLP-1 drugs (early in treatment) are more likely to have delayed stomach emptying. The escalation phase (when the patient is given increasing doses of the GLP-1 drug) typically lasts four to eight weeks, depending on the drug and the reason it has been prescribed. Elective surgery should be deferred and only proceed once the escalation phase has passed and GI side effects have dissipated.Patients who have GI symptoms, including nausea, vomiting, abdominal pain, shortness of breath or constipation should wait until their symptoms have dissipated before proceeding with elective surgery.Patients on a higher dose of the GLP-1 drug typically have more GI side effects and should follow a liquid diet for 24 hours before the procedure.Patients with other medical conditions that slow stomach emptying, such as Parkinson’s disease may further modify the perioperative management plan.While some providers may believe it’s safest to pause the GLP-1 drug for surgery, they should consider whether the risk of delayed stomach emptying outweighs any risk that stopping the GLP-1 drug may have on the condition being addressed by the GLP-1 drug, the guidance says. The team should also consider other factors, including that withholding the GLP-1 drug may be resource intensive, cost or insurance-prohibitive, and risk other negative side effects such as impacting blood sugar levels. Further, the guidance notes withholding GLP-1 drugs only for obese and overweight patients could constitute bias or discrimination and should be avoided.
THE AMERICAN SOCIETY OF ANESTHESIOLOGISTSFounded in 1905, the American Society of Anesthesiologists (ASA) is an educational, research and scientific society with more than 58,000 members organized to advance the medical practice of anesthesiology and secure its future. ASA is committed to ensuring anesthesiologists evaluate and supervise the medical care of all patients before, during, and after surgery. ASA members also lead the care of critically ill patients in intensive care units, as well as treat pain in both acute and chronic settings.“

https://www.asahq.org/about-asa/newsroom/news-releases/2024/10/new-multi-society-glp-1-guidance





The Night Before Surgery
NO heavy meals past 8 pm
 You can snack up until midnight  

NO eating past midnight, only a small sip of water is 
permitted to take medications. When brushing teeth 
expel water with rinsing on the morning of surgery. 

 

 If you keep a drink on your bedside table, remove it before 
you go to sleep. Old habits are hard to break!

NO chewing gum or mints after midnight. 

Presenter
Presentation Notes
2-17-2025



Morning of Surgery

Blood Pressure Medication
Stop ACE Inhibitors:
Examples: Lisinopril, Vasotec

Stop Angiotensin Receptor Blockers:
Examples: Cozaar, losartan, Benicar, Candesartan, 

Atacand, Valsartan

You must review your medications with your cardiologist or primary care provider.
Use your guidebook to discuss which medications you should STOP or which medications you are 

allowed to take the with a sip of water the morning of your surgery. 

Presenter
Presentation Notes
Udpated 1-24-2025 Blood Pressure Medications:

Ace Inhibitors
�Aceon (perindopril)
Accupril (quinapril)
Accuretic (quinapril/HCTZ)
Altace (Ramipril)
Benazepril
Capoten (captopril/HCTZ)
Captozide (captopril/HCTZ)
Captopril
Enalapril
Fosinopril
Lexxel (enelipril/felodipine)
Lisinopril
Lotensin (benazepril)
Lotrel (amlodipine/benazepril)
Mavik (trandolapril)
Moexipril
Monopril (fosinopril)
Monopril HCT (fosinopril/HCTZ)
Perindopril
Prinivil (lisinopril)
Quinapril
Ramipril
Tarka (trandolapril/HCTZ)
Trandolipril
Uniretic (moexipril/HCTZ)
Univasc (moexipril)
Vaseretic (enalapril/HCTZ)
Vasotec (enalapril)
Zestoretic
   (lisinopril/HCTZ)
Zestril
(lisinopril  

Angiotensin Receptor Blockers
�Atacand (candesartan)
Atacand HCT (candesartan/HCTZ)
Avalide (Irbesartan/HCTZ)
Avapro (Irbesartan)
Azor (olmesartan/amlodipine)
Benicar (olmesartan)
Candesartan
Cozaar (Losartan)
Diovan (valsartan/HCTZ)
Doivan HCT (valsartan/amlodipine)
Eprosartan
Exforge (valsartan/amlodipine)
Exforge HCT (valsartan/HCTZ/amlodipine)
Hyzaar (losartan/HCTZ)
Ibesartan
Losartan
Micardis (telmisartan)
Micardis HCT (telmisartan/HCTZ)
Olmesartan
Telmisartan
Teveten (eprosartan)
Teveten HCT (esprosartan/HCTZ)
Valsart


DO NOT STOP taking your Beta blocker and/or Calcium Chanel blocker heart medication and talk to your primary care or cardiologist to discuss which medications you should take the with a sip of water the morning of your surgery.
Take your Beta Blockers: Acebutolol (Sectral),Atenolol (Tenormin), Betaxolol (Kerlone), Bisoprolol (Zebeta), Carvedilol (Coreg), Metoprolol (Lopressor, Toprol XL), Nadolol (Corgard), Nebivolol (Bystolic), Penbutolol (Levatol), Pindolol (Visken), Propranolol (Inderal), Sotalol (Betapace) 	
Take your Calcium Channel Blockers: Amlodipine (Norvasc®), Clevipidine (Cleviprex®), Diltiazem (Cardizem®), Felodipine (Plendil®), Isradipine (Dynacirc®), Nicardipine (Cardene®), Nifedipine (Procardia®, Adalat®),Nimodipine (Nimotop®), Verapamil (Calan®, Covera-HS®, Verelan®) 	
Diuretic medication: Consult with your cardiologist or primary care team about your diuretic medication





Morning of Surgery…Continued…

Take your Beta blocker and/or Calcium Chanel blocker 
These two medications helps to treat abnormally rapid 
heart rhythms and other cardiac conditions.

 Take the with a sip of water at home before leaving the 
house the morning of your surgery. 

Discuss with your primary care or cardiologist if they want 
you to take your diuretics the morning of your surgery

Examples: HCTZ, Lasix

Presenter
Presentation Notes
Updated 1-24-2025 Day of Surgery
Take your Beta Blockers: Acebutolol (Sectral),Atenolol (Tenormin), Betaxolol (Kerlone), Bisoprolol (Zebeta), Carvedilol (Coreg), Metoprolol (Lopressor, Toprol XL), Nadolol (Corgard), Nebivolol (Bystolic), Penbutolol (Levatol), Pindolol (Visken), Propranolol (Inderal), Sotalol (Betapace) 	
Take your Calcium Channel Blockers: Amlodipine (Norvasc®), Clevipidine (Cleviprex®), Diltiazem (Cardizem®), Felodipine (Plendil®), Isradipine (Dynacirc®), Nicardipine (Cardene®), Nifedipine (Procardia®, Adalat®),Nimodipine (Nimotop®), Verapamil (Calan®, Covera-HS®, Verelan®) 	
Diuretic medication: Consult with your cardiologist or primary care team about your diuretic medication
STOP Theophylline
STOP Antacids (Carafate, Maalox, or Tums)
STOP Stop CBD Oil (cannabidiol)/THC products (7/25/2022-Dr. Trivedi)
�Take Medications, if any, as prescribed or recommended by the surgeon or healthcare provider
NO SOLID food, NO MILK products, NO Gum or Mints…..EXCEPT your Pre-op Carb Drink (follow instructions on when and how much to drink)
 
Complete your 4th CHG/Hibiclens shower, place clean sheets on the bed




Morning of Surgery…continued.

Heartburn vs. ulcer medicine
Acid blockers should be taken with a sip of water at home 

before leaving for the hospital; helps to reduce the risk of 
aspiration pneumonia. 
Examples: Zantac, Pepcid, Axid, Prilosec, Pantoprazole, 

Reglan
Antacids should NOT be taken they contain particulate 

material that may damage the lungs if aspirated 
Examples: Maalox, Tums, Carafate 

No CBD/THC products on the day of your surgery.

Presenter
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Day of Surgery
Take your Beta Blockers: Acebutolol (Sectral),Atenolol (Tenormin), Betaxolol (Kerlone), Bisoprolol (Zebeta), Carvedilol (Coreg), Metoprolol (Lopressor, Toprol XL), Nadolol (Corgard), Nebivolol (Bystolic), Penbutolol (Levatol), Pindolol (Visken), Propranolol (Inderal), Sotalol (Betapace) 	
Take your Calcium Channel Blockers: Amlodipine (Norvasc®), Clevipidine (Cleviprex®), Diltiazem (Cardizem®), Felodipine (Plendil®), Isradipine (Dynacirc®), Nicardipine (Cardene®), Nifedipine (Procardia®, Adalat®),Nimodipine (Nimotop®), Verapamil (Calan®, Covera-HS®, Verelan®) 	
Diuretic medication: Consult with your cardiologist or primary care team about your diuretic medication
STOP Theophylline
STOP Antacids (Carafate, Maalox, or Tums)
STOP Stop CBD Oil (cannabidiol)/THC products (7/25/2022-Dr. Trivedi)
�Take Medications, if any, as prescribed or recommended by the surgeon or healthcare provider
NO SOLID food, NO MILK products, NO Gum or Mints…..EXCEPT your Pre-op Carb Drink (follow instructions on when and how much to drink)
 
Complete your 4th CHG/Hibiclens shower, place clean sheets on the bed




What to Bring to the Hospital
 Your ID card and Insurance card/Medicare card
 Advance directive 
 List of home medications (leave actual medications at home)
 Preop CHG wash form
 Bring in glasses, contact lenses, hearing aids, and dentures
 Regular clothing
 Loose fitting shorts or pants; elastic waist is easiest, under garments
 Walking shoes with good ankle support (no open heel shoes). Do 

not buy new shoes - bring something comfortable
 Back brace (For multi-level spinal fusions, your surgeon will 

order and have you fitted for one before your surgery date)
 Shoe inserts or splints that you normally use 
 CPAP machine** (if you have sleep apnea)

Presenter
Presentation Notes
CPAP RECALL June 2020: FYI, the correct website address for recall: https://www.usa.philips.com/healthcare/e/sleep/communications/src-update


Bring rolling walker from home if you have one - to ensure proper fit and condition. You do not have to purchase your own before surgery. 




Presenter
Presentation Notes
Updated 6-21-2024



Arriving to the Hospital on the Day of 
Surgery

 Arrive at the hospital at least 
2 hours before your surgery 
time.

 Park in Lily Garage.

 Take elevator to the main 
floor to enter Lobby E.

 Lobby E is on the 3rd floor of 
main hospital.

Presenter
Presentation Notes
GBMC’s Main Hospital Entrance will NOT be accessible due to renovation for the Promise Project.

All other COVID-19 visitation guidelines remain the same. The most up-to-date policies can be found at https://www.gbmc.org/policy or in PolicyStat.  




Directions to the General Operating Room 
(GOR)

Once inside, Lobby E, walk 
down the corridor, you will 
pass a sitting area on the 
LEFT.

Continue until you reach 
elevator E.
Take Elevator E on the left 
to the 4th floor

 When you exit the elevator 
walk straight forward to 
the GOR registration desk.

Presenter
Presentation Notes
GOR: General Operating Room at GBMC - GBMC HealthCare in Baltimore, MD

Visiting hours update  
All other COVID-19 visitation guidelines remain the same. They can be found at https://www.gbmc.org/policy or in PolicyStat.  




The Pre-operative/Intra-op Areas 
In Pre-Op

 You will be given a hospital gown to change into

 You will be given in this pre-op area:

 CHG wipes to clean your skin a 5th time

 Nozin Nasal Sanitizer to begin your antimicrobial intranasal 

coverage  

 Meet your surgical team: surgeon, nurse, anesthesiologist, tech

 Admission database will be completed

 Vital signs, IV will be started; IV fluids and antibiotic(s)

 1 visitor is allowed in the pre-op area

Presenter
Presentation Notes
Admission database:  Many questions will be asked – “Do you know why you are here?”  Don’t panic, they do know.  They want to make sure you know and understand what procedure is being done




Pre-op Infection Prevention

Do you have an orange fruit oil allergy?

***You will receive the Nozin at GBMC



After Surgery
PACU I (postanesthesia care unit)
 You will wake up and probably feel sleepy
 Your vital signs will be assessed every 15 minutes
 Cardiac and oxygen monitors will be in place
 Pain medications are available as needed
 Your anesthetist will evaluate your progress, once you have met the criteria for the next phase: vital signs 

are stable, pain is managed, and the room you will be transferred to is clean:
 GBMC’s pre-approved Same-Day Discharge patients will be begin the PACU II phase
 GBMC’s hospital admit patient will be transferred to Unit 58

Same-Day Discharge patients 
PACU II phase for discharge home:
 Meet your Registered Nurse (RN) 
 You will be given your Nozin 12 mL bottle kit; your nurse will teach you how to apply and when to apply 

the Nozin. Your first dose will be given at this time. 
 Goals for Discharge: You will need to urinate, be medically stable (vital signs within normal limits, pain 

managed), and be given the final clearance for home by your surgeon/provider.
 Your Home Discharge Instructions (AVS) and post-op supplies will be provided to you and support 

person by your discharge nurse. 



Hospital Admission:
in-patient admit

 Once your vital signs are stable and 
pain is managed. Your anesthetist 
will clear you for transfer from the 
PACU to Unit 58.

 Unit 58 is located on the 5th floor of 
Zone D (Labor & Delivery entrance)



"To every patient, every time, we will provide the care 
  that we would want for our own loved ones.”

• Private room 
• Meet your RN (Registered Nurse) 

and NST (Nurse Support Tech) 
• Communication Board updated
• Welcome Folder and your Nozin 

12 mL bottle kit will be given to 
you when you arrive to U58.

• Upon arrival, the nurse will be 
teaching you how to give 
yourself a dose of Nozin from 
your home kit. 

Admission to Unit 58



Post-op Infection Prevention
 First dose: after surgery upon 

arrival to U58 
 Same-day discharge given in 

PACU
 Next dose: at 9 pm, then every 12 

hours 
 Continue every 12 hours until your 

1st post-op visit or until the bottle is 
empty (30 days)

Do you have an orange fruit oil allergy?



Visitor Policy: Inpatient Adult Units
Visiting hours are from 8am-9pm

4 visitors are allowed at a time, 1-visitor can stay overnight (9p-8a). 
No children under 18 may stay overnight.

Visitors under the age of 10 years are now permitted to visit inpatient areas. 
They must remain under the supervision of a responsible adult who is not a patient.

Visitors under the age of 14 must remain under the supervision of a responsible visiting adult. 
A patient may not be the designated adult.

Visitation guidelines will reflect our Zero Tolerance policy as it relates to disruptive behavior.

Visitors with any respiratory symptoms must wear a mask covering the nose and mouth at all 
times

Presenter
Presentation Notes
8/14/2024 Update per GBMC Broadcast News E-mail, 
Policy: https://gbmc.policystat.com/?next=%2Fpolicy%2F16405810%2Flatest%2F
GBMC Website: https://www.gbmc.org/visitor-policy
Please note: Visitor guidelines on individual units may differ from the below hospital guidelines. Visitation guidelines may be adjusted at the discretion of unit-level leaders as they consider the needs of all our patients and/or to ensure a safe, healing environment. We strive to explain the reason(s) if restrictions to the guidelines are needed.

The following changes are effective immediately:
Visiting hours are now from 8am — 9pm, unless otherwise specified.
One visitor may stay with the patient overnight (9pm — 8am), unless otherwise specified.
No more than four visitors may enter the patient room at one time, unless otherwise specified.
Visitors under the age of 10 years are now permitted to visit inpatient areas. They must remain under the supervision of a responsible adult who is not a patient.
Visitors under the age of 14 must remain under the supervision of a responsible visiting adult. A patient may not be the designated adult.
No children under 18 may stay overnight.
Visitation guidelines will reflect our Zero Tolerance policy as it relates to disruptive behavior.
There will be no limitations on visiting COVID-19 patients, but visitors will be required to comply with all infection control guidelines including wearing personal protective equipment.
As a reminder, GBMC HealthCare discontinued universal masking in its facilities due to the availability of vaccines, effective treatments, and decline in community transmission rates. Staff members, patients, and visitors are no longer required to wear masks under most circumstances when inside GBMC HealthCare facilities, including GBMC hospital, outpatient areas, and GBMC Health Partners practices.

Thank you for being a valued GBMC HealthCare patient — we look forward to caring for you and your family for many years to come.
------------------------------------------------------------------------------------

5/15/23; https://gbmc.policystat.com/policy/13655025/latest/

3/23/2023 update on visitor policy; via NPAC Meeting Minutes.
Item #1 Security/Workplace Violence section, “……Covid is no longer a reason to stay restricted. In the State of Maryland, you have the right to have 1 person stay with you as a support person as long as they are not a disruption to the unit.”

Effective: 11/10/2022, updated 5/11/2023
https://www.gbmc.org/visitor-policy
�Inpatient Adults
Visiting hours are now from 8am — 9pm, unless otherwise specified
One visitor may stay with the patient overnight (9pm — 8am), unless otherwise specified
No more than four visitors may enter the patient room at one time, unless otherwise specified
Visitors aged 10 to 18 years old will be allowed to visit with a responsible adult, unless otherwise specified
Visitation guidelines will reflect our Zero Tolerance policy as it relates to disruptive behavior
There will be no limitations on visiting COVID-19 patients, but visitors will be required to comply with all infection control guidelines including wearing personal protective equipment
Visitors with a previous positive COVID-19 test may visit once they have been cleared per CDC guidelines for healthcare settings (these guidelines are different than community guidelines)
 




Pain Management
 Pain scale 0-10
 “0” means no pain
 “10” means the worst pain that 

you have ever had
 Remember: You should not 

expect your pain level to be “0” 
after surgery

 Pain medications are available 
as needed (prn), you must ask 
for your pain medications. 

 Call your nurse when you are 
experiencing pain above your 
goal 



Sequential Compression Device

 Used on your lower extremities to help circulation
 Help prevent blood clots



 Incentive Spirometer

 Deep Breathing & Coughing

Lung Exercises: Before Surgery & After 
Surgery

1. Exhale.
2. Place mouth on mouthpiece.
3. Take a slow, deep breath in and 

hold for 5-10  seconds.
4. Exhale.

1. Sit upright.

2. Take a few slow breaths, then take a slow, deep 

breath in through your nose.

3. Hold your breath for 2-5 seconds.

4. Gently and Slowly breathe out through your                   

mouth making an “O” shape.

5. Repeat 10-15 times.

Purpose: 

These exercises will help to optimize the functions of your lungs when 
breathing in and out, increasing oxygen and carbon dioxide exchange 
before, during, and after surgery. 
Will help prevent complications such as pneumonia infection and/or 
collapse of lungs. Improves wound healing. 

 Before surgery: At least 30 times throughout the day, starting in the 
morning.

 After surgery: 10 times an hour when awake.

Presenter
Presentation Notes
Video (same technique for pre-op and post-op): https://www.youtube.com/watch?v=6G-HftPLvio




Surgical Drains
 A surgical drain is a tube used to collect blood or other fluids 

from a wound 

 If you need a drain, it will be placed by your surgeon during 
your surgery 

Jackson Pratt (JP Drain) Hemovac



Cervical Collar
 For patients having cervical surgery:
 Your surgeon may order a soft collar or a hard collar depending 

on the type of surgery
 Patients are usually ordered a soft collar for comfort and 

maintaining spine precaution

Soft Collar Philadelphia Aspen

Presenter
Presentation Notes
A hard cervical collar maybe ordered by your surgeon if your cervical fusion is more than 2-levels: 
GBMC Neurosurgical Associates:
Surgeons: Dr. Rami and Dr. Iguchi 
Non-Kaiser Permanente insurance holders:
Call Synergy Orthopedic: 443-681-8971 
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years 
Kaiser Permanent insurance holders:
Call D&J Medical/Maryland Orthotics : 410-893-1116
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years 
OrthoMaryland patients: 
Surgeon: Dr. Dolitsky
Call OrthoMaryland: 443-377-8900 
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years




Lumbar Brace
 For patients having a lumbar fusion
 Your surgeon may order a brace to wear when you are out of bed
 You need to be fitted for your brace prior to surgery
 Call Synergy Orthopedics: 443-681-8971
 Bring your brace to the hospital

Insurance only covers for one back brace -  
Do not give or throw away your brace!

LSO TLSO

Presenter
Presentation Notes
Back Brace Fitting for Lumbar Fusion or Thoracic Fusion Surgery: 
GBMC Neurosurgical Associates:
Surgeons: Dr. Rami and Dr. Iguchi 
Non-Kaiser Permanente insurance holders:
Call Synergy Orthopedic: 443-681-8971 
Lumbar Fusion or Thoracic Fusion surgery patients ONLY
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years 
Kaiser Permanent insurance holders:�
Call D&J Medical/Maryland Orthotics : 410-893-1116
Lumbar Fusion or Thoracic Fusion surgery patients ONLY
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years 
OrthoMaryland patients: 
Surgeon: Dr. Dolitsky
Call OrthoMaryland: 443-377-8900 
Lumbar Fusion or Thoracic Fusion surgery patients ONLY
Bring this brace with you the day of surgery 
Do not give away, your insurance only covers a brace every 5-years




Abdominal Binders

 These are supplied by 
GBMC on your day of 
surgery

 Lumbar fusions: worn while 
in bed for comfort

 Lumbar Laminectomy and 
Microdiscectomy: worn for 
comfort

Presenter
Presentation Notes
This will be placed on you in the PACU or when you arrive to Unit 58



Fall Prevention Risk 

Red non-skid socks will be placed 
on you, signaling that you are at a 
high risk for experiencing a fall

Do NOT get up without the help of 
staff assisting you. 

Use walker

Use your call bell 



Presenter
Presentation Notes
Updated 12/26/2023



Spinal Precautions Video: 
https://vimeo.com/85639951
1/d507073358?share=copy

Presenter
Presentation Notes
Updated 12/26/2023

https://vimeo.com/856399511/d507073358?share=copy
https://vimeo.com/856399511/d507073358?share=copy


What to Expect in the Hospital
Post-op day 1
 If you have a urinary catheter, it will be discontinued

 You will be evaluated by physical therapy (PT) and occupational therapy (OT)

 You will have one individual therapy session every day starting the morning 
after your surgery

Post-op days 2 & 3
 More therapy - walking in halls and going to the gym to practice getting in and 

out of the tub/shower, in and out of the car, and going up and down stairs 

 The drain may be removed before you are discharged.



Rehabilitation: PT versus OT
Physical Therapy – 
helps you with functional 
mobility
 Walking
 Getting in/out of bed
 Transfers into/out of a chair
 Going up/down steps
 Doing your exercise program

Occupational Therapy – 
helps you with functional 
activities of daily living (ADL)
 Getting dressed and bathed
 Getting in/out of tub/shower
 Using the toilet
 Car transfers
 Getting items out of 

refrigerator/cabinets
 How to use adaptive 

equipment if needed



Possible Medical Equipment 
Needs

Raised Toilet Seat Bedside Commode

Tub/Shower ChairToilet Safety Frame

Raised toilet seats, bedside commodes, and toilet seat frames

Bedside commode
 Can be used next to your bed 
 Can be used as a shower chair 
for your walk-in shower
 Can raise the height of your toilet

Tub Seat/Shower Chair
 Decreases the risk of falls in the shower 
or tub 
 Allows you to safely sit while showering 
if you have pain, dizziness, or get tired 
easily
 Shower doors on bathtubs may need to 
be removed

Presenter
Presentation Notes
Shower chair
To decrease risk of falls in the shower or tub 
If you get tired easily 
If you have pain while standing

Toilet Safety Frame
To make it easier to stand or sit from the toilet using your arms 

Bedside Commode
To elevate height of your toilet or to keep next to your bed if needed. 
Can be used as a shower chair if you have a walk in shower.  
Important for those who have had a posterior approach total hip replacement. 

Walker Bag - To carry items needed for dressing or to transport items such as food/drinks 
Made from a reusable grocery bag
Cut each handle 
      1x then tie around 
      the front of your walker







Possible Medical Equipment 
Needs

Long Handled Sponge Reacher

Presenter
Presentation Notes
Walker Folding with Front 5" Wheels and ski/round rear glide caps




Case Management 
The Case Manager on Unit 58 will visit you the day after your 
surgery to continue working on your discharge planning needs

 Home with Out-Patient Therapy
 Home with Home Physical Therapy
 Skilled Nursing Facility (SNF)
 Equipment for home
 Offering resources 



Medical Orders for Life-Sustaining 
Treatment (MOLST)

MOLST
 Portable medical order form covering options for cardiopulmonary 

resuscitation and other life-sustaining treatments
 Does not expire
 Medical orders are based on a patient’s wishes about medical 

treatments
 The advance practitioner or surgeon will have the paperwork.
 Are not Advance Directives 
 All patients that are transferred to another facility will require a 

MOLST form prior to EMS transport



Discharge Day (from Unit 58)

 Neurosurgical team and physical therapist will need to clear 
you for discharge or transfer.

 Occupation Therapy will teach you how to get in and out of 
the car maintaining your spinal precautions.

 You will need to know your spinal precautions.



Average Length of Hospital Stay

 Microdiscectomy, laminectomy, etc: Same-day discharge home from 
the PACU

 Cervical Fusion: Anterior approach (from the front), 23 hour stay on U58

 Cervical Fusion: Posterior approach (from the back), 2 days on U58

 Lumbar Fusion: 2-3 nights stay on U58

YOU WILL NEED SOMEONE TO DRIVE YOU HOME 
WHEN YOU ARE RELEASED FOLLOWING SURGERY!



General Post-Op Care

 Allow approximately 6 weeks for lumbar surgery and 4 weeks for 
cervical surgery for healing. 

 Surgical dressing and incision care follow instructions in your AVS.
 Walking is the only exercise encouraged.
 No lifting anything over 8-10 lbs.
 Minimize the use of stair and cars. 
 No driving until you are seen for your 6-week post-op visit, unless 

otherwise instructed. 
 Use your Nozin nasal sanitizer twice a day, every 12 hours.
 Daily CHG showers (no soaking in the bath)
 You will be sent home with prescriptions for pain medication. If you 

need a refill, call the office 3 days in advance. Prescriptions will not be 
addressed on weekends or after hours.

 The Maryland Department of Health & Mental Hygiene, you will be 
prescribed an opioid antidote called Naloxone (Narcan) in the event of 
an overdose.



Notify Your Nurse/Surgeon
 If weakness, numbness, or pain worsens 

 If you have trouble swallowing, swelling/mass, increase 
hoarseness to your voice 

 A temperature above 100.5

 Notify the office immediately for any drainage, redness, 
tenderness, swelling. 

Presenter
Presentation Notes
General Neurosurgery Post Operative Instructions:
Rest to allow healing for 6 weeks.  Walking is the only exercise encouraged during your initial post operative period.
Avoid the use of Aspirin, Advil, Motrin, Ibuprofen, Aleve, Naprosyn or any other NSAID (non-steroidal) medication for 7 days after surgery unless otherwise instructed by your physician.  Discuss anticoagulation medications with your surgeon.
Some discomfort is normal.  Take your pain medication(s) as directed.
Reduce your activities.  Do not lift anything over 8-10 lbs.
Minimize the use of stairs and cars.  Use common sense! If it hurts, don't do it!!
DO NOT DRIVE until you are seen for your six week post operative office visit or unless otherwise instructed. Lumbar Microdiscectomy surgery patients may drive four weeks after surgery.
Call the office 3 days in advance if you need to have any medications renewed.
Notify the office for worsening weakness, numbness, or pain.
Notify the office for temperatures above 100.5.
If you do not have post operative appointments already scheduled, phone the office immediately upon your return home from surgery. Your wound check with a Registered Nurse for suture/staple removal should occur in the office 7-14 days after surgery.



Wound Care
 Keep wound clean and dry.

 Your surgical dressing should be removed before discharge and redressed with 
gauze and tape by the surgical PA/NP. Follow your AVS (discharge instructions)

 If you have steri-strips, they will fall off on their own. 

 You may take a shower, if your incision is not draining. 
 Do not scrub the incision.
 Dry area completely after showering. NO tub bathing for at least 4 weeks after surgery. 

 Do not use lotions or moisturizes on your incision. 

 Do not manipulate (pick or probe) your incision in any way.

 Schedule your post-op visit 7-14 days after surgery for a wound check for 
suture/staple removal

Presenter
Presentation Notes
General Incisional Wound Care:
Lumbar wound (lower back): You will have a dressing on your incision when you go home. After drain removal, the new dressing placed will stay on for 48 hours. It should be waterproof if edges stay in place and remain intact. IF dressing intact, you are able to shower with the dressing on. Pat dry afterwards. IF dressing not intact and edges compromised, do not shower for the 48 hours. Only change if saturated with blood or fluid. Minor drainage is ok. After 48 hours, that dressing should be removed, and you can get the incision wet in the shower. Pat dry and place new dressing (gauze and tape is fine) over the incision every day until wound check. This daily dressing does not need to be sealed or waterproof. Gauze should cover incision site and tape just to keep gauze in place.
Lumbar wound (lower stomach): You will have dressing in place. It can be changed after the initial 48 hours following surgery. After that, the incision can get wet with soapy water. Pat dry. New clean, dry dressing (gauze and tape is fine) every day until the wound check.
Cervical wound (front neck): Remove clear plastic dressing (Tegaderm) and gauze after 48 hours. Steri-strips stay in place and can get wet in the shower. Pat dry. Leave open to air. If they fall off prior to the wound check, that is ok. We will remove remaining steri-strips at wound check.
Cervical wound (back neck): You will have a dressing on your incision when you go home. After drain removal, that dressing will stay in place for 48 hours. Do not shower until that dressing comes off, 48 hours after drain removal. At that time, the incision can get wet with soapy water. Pat dry. New clean, dry dressing (gauze and tape is fine) every day after that until your wound check.




Wound Care
 A simple visual check for infection should be all that is 
needed each day

 Change dressing per your surgeon's instructions.

 Keep incision out of direct sunlight.

 Do not actively clean your incision unless you are specifically 
instructed to do so. 

Presenter
Presentation Notes
General Incisional Wound Care:
Lumbar wound (lower back): You will have a dressing on your incision when you go home. After drain removal, the new dressing placed will stay on for 48 hours. It should be waterproof if edges stay in place and remain intact. IF dressing intact, you are able to shower with the dressing on. Pat dry afterwards. IF dressing not intact and edges compromised, do not shower for the 48 hours. Only change if saturated with blood or fluid. Minor drainage is ok. After 48 hours, that dressing should be removed, and you can get the incision wet in the shower. Pat dry and place new dressing (gauze and tape is fine) over the incision every day until wound check. This daily dressing does not need to be sealed or waterproof. Gauze should cover incision site and tape just to keep gauze in place.
Lumbar wound (lower stomach): You will have dressing in place. It can be changed after the initial 48 hours following surgery. After that, the incision can get wet with soapy water. Pat dry. New clean, dry dressing (gauze and tape is fine) every day until the wound check.
Cervical wound (front neck): Remove clear plastic dressing (Tegaderm) and gauze after 48 hours. Steri-strips stay in place and can get wet in the shower. Pat dry. Leave open to air. If they fall off prior to the wound check, that is ok. We will remove remaining steri-strips at wound check.
Cervical wound (back neck): You will have a dressing on your incision when you go home. After drain removal, that dressing will stay in place for 48 hours. Do not shower until that dressing comes off, 48 hours after drain removal. At that time, the incision can get wet with soapy water. Pat dry. New clean, dry dressing (gauze and tape is fine) every day after that until your wound check.




Wound Care

• Lumbar Incision (lower back) & Abdomen Incision: Clear dressing will stay 
in place for 48h. During this 48h, you may only shower if dressing is intact. 
After 48h, you can get your incision wet, but pat dry and place a new, clean, 
dry dressing of gauze & tape. Change daily until wound check; you may 
require another person’s help.

• Cervical Incision (back of neck): Clear dressing will stay in place for 48h. 
After 48h, you can shower and get your incision wet, but pat dry and place a 
new, clean, dry dressing of gauze & tape. Change daily until wound check ; 
you may require another person’s help. 

• Cervical Incision (front of neck): Clear dressing will stay in place for 48h, 
then can be removed and incision open to air. Steri-strips will be under 
dressing and can get wet, but pat dry.

Presenter
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Lumbar incision (lower back) & Abdomen incision: You will have a dressing on your incision when you go home. After drain removal, the new dressing placed will stay on for 48 hours. It should be waterproof if edges stay in place and remain intact. IF dressing intact, you are able to shower with the dressing on. Pat dry afterwards. IF dressing not intact and edges compromised, do not shower for the 48 hours. Only change if saturated with blood or fluid. Minor drainage is ok. After 48 hours, that dressing should be removed, and you can get the incision wet in the shower. Pat dry and place new dressing (gauze and tape is fine) over the incision every day until wound check. This daily dressing does not need to be sealed or waterproof. Gauze should cover incision site and tape just to keep gauze in place.
Cervical wound (front neck): Remove clear plastic dressing (Tegaderm) and gauze after 48 hours. Steri-strips stay in place and can get wet in the shower. Pat dry. Leave open to air. If they fall off prior to the wound check, that is ok. We will remove remaining steri-strips at wound check.
Cervical wound (back neck): You will have a dressing on your incision when you go home. After drain removal, that dressing will stay in place for 48 hours. Do not shower until that dressing comes off, 48 hours after drain removal. At that time, the incision can get wet with soapy water. Pat dry. New clean, dry dressing (gauze and tape is fine) every day after that until your wound check.




 Use Hibiclens Foam CHG with daily showers. 

 Use each day for 5 days, for any concerns 

check with your surgeon if you need to use this 

past this point

 Nozin: Continue every 12 hours until 
your 1st post-op visit or until the bottle is 
empty (30 days, twice a day)

Preventing Surgical Site Infection

Presenter
Presentation Notes
Hibiclens 4% CHG Foam (Daily Skin Care After Surgery): 
Chlorohexidine Gluconate (CHG) is a germicidal antiseptic for your skin.
Do not use CHG if you are allergic to CHG. If you are allergic to CHG, use Theraworx.
You must wash daily with the CHG or Theraworx
GBMC is sending you home with a sufficient supply for your post-op needs. Instruction for use is in the CHG discharge kit.
When cleaning with CHG, avoid contact with your eyes, ears, mouth and genitals. If CHG solution should contact these areas, rinse out promptly and thoroughly with water.
Use soap and water to clean these sensitive areas.
Apply a generous amount of product to cover the skin area to destroy bacteria that can potentially lead to a surgical site infection. Use an entire bottle per shower. 
If the gauze dressing covering your incision gets wet, remove wet gauze and pat dry the skin, replace with a clean dry gauze and a Tegaderm clear dressing; Tagaderm is water resistant.
The gauze dressing and incision should be dry, without signs of an infection.
 
Nozin® Nasal Sanitizer® antiseptic:
You must apply the Nozin® Nasal Sanitizer® antiseptic every 12 hours inside both nostrils
GBMC is sending you home with a 12-mL bottle of Nozin® and cotton swab applicators.
Apply inside both nostrils, every 12 hours (morning and night), for 15 days or until your wound check with the surgeon or until the bottle is empty.
If you need more cottons swab applicators, you can use any over the counter cotton swab brand
 
Please refer to the “What to Expect” patient education packet for more detailed pre and post operative instructions.
Greater Baltimore Neuroscience 24 hour per day phone number: 443-849-4270




What Should My Incision Look Like?
Minimal redness, no drainage and no 

swelling.

Anterior Cervical 
Fusion

Lumbar SurgeryPosterior Cervical 
Fusion



What Should My Incision NOT Look 
Like?

Swelling, spreading redness, warm, and 
tender. 



What Should My Incision 
Not Look Like?

Do not let your waist band rub across your incision!



Call Your Surgeon If You Have 
Drainage





Thank you for 
choosing GBMC 

for your 
Spine Surgery!

Joint and Spine Center
6701 N Charles St
Towson, MD 21204

Phone: 443-849-6261
Email: jointspinecenter@gbmc.org 

Website: www.gbmc.org/JointandSpine

ACTIVATE your MyChart today

Presenter
Presentation Notes
MyChart: MyChart at GBMC - Patient Portal - GBMC HealthCare - Towson/Baltimore, MD

mailto:jointspinecenter@gbmc.org
http://www.gbmc.org/JointandSpine


Presenter
Presentation Notes
Updated 2-23-2024, 6-21-2024
GBMC will offer a patient and visitor shuttle as well as additional valet services to assist in campus transportation and wayfinding until the Sandra R. Berman Pavilion opens in early 2025. Please familiarize yourself with the valet and shuttle locations and schedule below so you can educate patients and visitors as needed.
 
VALET SERVICES
 
Valet services will be available Monday through Friday at the following times/locations:
 
7 a.m. - 6:30 p.m.
Louis and Phyllis Friedman Building entrance
Labor & Delivery (OB entrance, Lobby D) at the Yaggy Atrium

8:30 a.m. - 5 p.m.
Physicians Pavilion West (PPW
 
SHUTTLE SERVICES
 
GBMC will provide shuttle services on a continuous loop Monday through Friday from 7 a.m. – 5 p.m. beginning 11/9. The shuttle can accommodate 4 passengers at a time and will pick up from the Friedman Building entrance, PPW, and the bus loop.
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