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T he following recommended practices were 
developed by the AORN Recommended Prac-
tices Committee and have been approved by 

the AORN Board of Directors. They were presented 
as proposed recommended practices for comments by 
members and others. They are effective January 1, 
2007. These recommended practices are intended as 
achievable recommendations representing what is 
believed to be an optimal level of practice. Policies 
and procedures will reflect variations in practice set-
tings and/or clinical situations that determine the 
degree to which the recommended practices can be 
implemented. AORN recognizes the numerous types 
of settings in which perioperative registered nurses 
practice. These recommended practices are intended 
as guidelines adaptable to various practice settings. 
These practice settings include traditional operating 
rooms, ambulatory surgery centers, physicians’ 
offices, cardiac catheterization suites, endoscopy 
suites, radiology and interventional radiology depart-
ments, and all other areas where operative and other 
invasive procedures may be performed.

Purpose
These recommended practices provide guidelines for 
perioperative registered nurses managing patients 
receiving local infiltration or topical anesthesia, with-
out the use of sedation or regional anesthesia. If any 
sedation is used, AORN’s “Recommended practices 
for managing the patient receiving moderate seda-
tion/analgesia” should be followed.1 It is not the 
intent of these recommended practices to address sit-
uations that require the services of anesthesia care 
providers or to substitute the services of periopera-
tive registered nurses in those situations that require 
the services of anesthesia care providers, regardless 
of the complexity of the surgical procedure.

Recommendation I

Patients should be assessed preoperatively by a perioperative 
registered nurse and an individualized plan of care 
developed.2

1. The criteria for the selection of patients to 
receive local anesthesia should be established 
through consensus and collaboration of the peri-
operative registered nurse, physicians, and 
other health care professionals within the orga-
nization where care is provided.2-4 Although it 
has been shown that a variety of patients can be 
successfully managed with a local anesthetic, 
local anesthesia is not appropriate for every 
patient or all types of surgical procedures.4,5 
Highly nervous, apprehensive, or excitable 
patients, or those who are unable to cooperate 

because of their mental state or age may not be 
appropriate candidates for local anesthesia.6 

2. A perioperative registered nurse should perform 
a preoperative nursing assessment for all 
patients undergoing local anesthesia.3 The peri-
operative registered nurse should review the 
patient’s history, physical examination findings, 
laboratory results, and other diagnostic test 
results as indicated. At a minimum, the periop-
erative registered nurse should assess the 
patient for
• pulse, blood pressure, arterial oxygen percent 

saturation, skin integrity, level of conscious-
ness, temperature, and respiration2;  

• allergies and sensitivities (eg, food, medica-
tions, tape, latex, prep solutions)2;

• age; 
• current medications and use of alternative/ 

complementary therapies; 
• NPO status (ie, when the patient last con-

sumed solids and/or liquids by mouth);
• any chronic conditions such as coughs or 

tremors that may impede the ability of the 
surgeon to perform the procedure5;

• ability to tolerate the required operative posi-
tion for the duration of the procedure, as well 
as draping that may cover the face5,6;

• past or present substance abuse (these condi-
tions may require dosage adjustments for the 
anesthetics used)2,7;

• weight, particularly in children8; 
• the need for IV access and/or fluids based 

upon patient assessment data and plan of 
care9;

• understanding of the plan of care;
• ability to understand expectations for partici-

pation and ability to cooperate6;
• preoperative pain level and expectation of 

intra operative and postoperative pain control; 
and

• signs and symptoms of anxiety and fear.2 
Significant assessment findings allow the sur-

gical team to make adjustments in patient care 
to provide the safest approach to the procedure 
and anesthesia.3

Each patient has a variety of unique physical 
characteristics that can influence his or her 
response to medications. Considerations 
include, but are not limited to, the patient’s 
weight, age, presence of co-morbidities, medica-
tion tolerance.3,4 

3. The appropriate staffing for the care of the 
patient should be based on the competency of 
the staff member and individualized patient 
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assessment. The patient’s clinical assessment or 
behavior may require the presence of a periopera-
tive registered nurse whose sole responsibility is 
to monitor the patient.

Recommendation II

The perioperative registered nurse should provide information 
to the patient regarding expected outcomes, benefits, risks, 
surgical experience, and recovery process related to the opera-
tive or invasive procedure.

1. Information should include
• the expected sequence of events before, during, 

and immediately after the procedure;
• performance of pain assessment and adminis-

tration of pain relief measures during and after 
the procedure; and

• postoperative signs and symptoms that should 
be reported to a designated health care 
provider.2

Recommendation III

The perioperative registered nurse should be knowledgeable 
about medication administration and be able to recognize both 
desired responses and adverse reactions to anesthetic 
medications.

1. Perioperative registered nurses should be familiar 
with potential adverse medication reactions, espe-
cially those associated with local anesthetics. 
Although rare, local anesthetic agents may cause 
cardiovascular, respiratory, or central nervous sys-
tem depression. Adverse reactions stemming from 
hypersensitivity to the amide group of local anes-
thetics, the most common local agents (eg, lido-
caine, bupivicaine, mepivicaine), are extremely 
rare and are usually reactions to the preservatives 
used. Toxicity may occur if large amounts of local 
anesthetics are absorbed rapidly.8-10

Symptoms of toxicity include, but are not lim-
ited to,
• metallic taste,
• tinnitus,
• light-headedness, 
• syncope,
• visual disturbances,
• numbness of tongue and lips,
• confusion,
• tremors,
• shivering,
• generalized seizures, 
• tachycardia/hypertension (initially),
• bradycardia/hypotension (with increased 

toxicity),
• ventricular arrhythmias or cardiac arrest, and
• respiratory arrest.8-11

2. Emergency medications, a source of supplemental 
oxygen, suction apparatus, resuscitative equip-
ment, and qualified personnel should be readily 
available.9-11 At a minimum, personnel should be 

competent in basic life support. Serious cardiac or 
respiratory complications can occur abruptly after 
the administration of local anesthetic medications. 
If the medication enters the bloodstream directly, 
seizures, circulatory and respiratory distress, car-
diovascular collapse, or even death can result.9-11

3. Techniques should be considered to aid in mini-
mizing the amount of discomfort associated with 
administration of local anesthetic. These include, 
but are not limited to:
• reassurance and distraction (eg, deep breath-

ing, music, conversing with patient),
• prior application of a topical anesthetic (eg, a 

cream mixture of lidocaine 2.5% and prilo-
caine 2.5% in an emulsion base);

• warming the anesthetic to 37°–42° C; 
• buffering of the local anesthetic agent; 
• use of fine gauge needles (ie, 27–29 gauge); 
• slow, incremental injections; and
• using smallest volume of solution necessary.10-13

Recommendation IV

The perioperative registered nurse managing the nursing care 
of the patient receiving local anesthesia should monitor and 
interpret the patient’s physiological and psychological 
responses throughout the procedure.

1. The parameters monitored and the frequency of 
observation should be individualized to the 
patient and the surgical procedure. 

2. Minimum patient monitoring throughout the pro-
cedure should include the patient’s
• heart rate and regularity,
• respiratory rate, 
• level of consciousness,9

• amount of local anesthetic administered,13

• pain level,2 and
• response to medications.2

Additional monitoring parameters may include, 
but are not limited to,
• blood pressure,14

• oxygen saturation by pulse oximetry,14 and
• skin temperature and color9,14 

3. The perioperative registered nurse should moni-
tor the amount of local anesthetic given. Toxic 
effects are dose-related, especially in children, 
because the dose-to-weight ratio can easily be 
overestimated.8,10 The patient should be moni-
tored not only for physiological changes but for 
any behavioral changes that may occur due to 
medications and/or other factors related to the 
surgical encounter. Monitoring the patient’s 
physiological and psychological status facilitates 
early detection of potential complications.10,11,13,14

4. The perioperative registered nurse should recog-
nize and report to the physician significant 
changes in the patient’s status and should be pre-
pared to initiate appropriate interventions. Imme-
diate intervention at the earliest signs of toxicity 
can prevent serious complications.11
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5. The perioperative registered nurse should re-
assess the patient postprocedure and before dis-
charge to identify any potential latent reactions 
that may put the patient at risk.15 If indicated by 
the postoperative assessment, the patient should 
be discharged in the company of a responsible 
adult who is given the appropriate postoperative 
care instructions.

Recommendation V

Holistic care interventions should be considered and offered to 
the local anesthetic patient to promote an atmosphere of com-
fort throughout the procedural experience.

1. Holistic comfort interventions should be consid-
ered as they have been shown to positively affect 
physical and psychological patient outcomes. The 
use of holistic interventions should be coordi-
nated between the patient and procedural team 
members. While giving the patient a sense of con-
trol, the use of one or more interventions may 
reduce patient stress and anxiety, decrease pain 
and narcotic use, decrease side effects, and length 
of stay.16-19

2. Interventions may include, but are not limited to,
• therapeutic communication,
• guided imagery, 
• music, and
• touch.17-19

3. Therapeutic communication should begin with 
the preoperative encounter. The perioperative 
registered nurse should ask the patient about con-
cerns he or she may have. It is important for the 
perioperative registered nurse to listen actively to 
the patient’s responses and react with kindness 
and caring concern for the patient’s well-being. 

Additional forms of therapeutic communica-
tion, such as guided imagery, may be considered 
for enhancing patient comfort. Guided imagery is 
a technique used to divert and focus the patient’s 
thoughts into a state in which the mind is calm, 
thus leading to relaxation.16 Patients experience 
less preoperative and postoperative anxiety, 
report less pain, and require nearly 50% less nar-
cotic medication when guided imagery is used.19 
Although the actual guided imagery techniques 
may vary, many organizations supply patients 
with scripted tapes or CDs to listen to up to sev-
eral weeks before and, in many cases, during and 
after their surgery.16,18,20,21 

4. Music may be used either with guided imagery or 
alone to enhance relaxation and divert the 
patient’s attention away from frightening or unfa-
miliar noises. Music can aid in decreasing pain by 
stimulating the release of endorphins.16 Patients 
also experience a decrease in epinephrine levels 
resulting in lower respiratory rate, heart rate, 
blood pressure, and anxiety scores when listening 
to music.22

Research has shown that offering a choice of 
music to patients or allowing them to bring their 
own (ie, giving them a sense of situational con-
trol) has a particularly beneficial effect.23-25 
Patients wearing headphones report positive 
experiences because surrounding noises and con-
versations within the perioperative care areas 
were filtered out.17,24,26-29 

5. Touch may be used to convey a sense of reassur-
ance, comfort, and caring. Whether it is simply 
holding an anxious patient’s hand or performing 
therapeutic touch or massage, the effect conveys 
compassion and caring on the nurse’s part. This 
promotes a more positive nurse-patient 
relationship.17,29 

Recommendation VI

The perioperative nurse should document information to facili-
tate continuity of care and provide retrievable information for 
evaluating the care given.

1. Documentation of patient care should reflect the 
perioperative plan of care which includes assess-
ment, diagnosis, outcome identification, plan-
ning, implementation, and evaluation.30 Documen-
tation of all nursing care is legally and 
professionally important for clear communica-
tion, collaboration among health care providers, 
and continuity of patient care. 

2. Documentation should include, but not be lim-
ited to,
• preoperative assessment;
• vital signs;
• level of consciousness;
• dosage, route, time, and effect of local 

anesthetics;
• significant untoward patient reactions and 

their resolutions; and
• postoperative evaluation based on preoperative 

assessment data.

3. The Perioperative Nursing Data Set, the uniform 
perioperative nursing vocabulary, should be used 
to document patient care and to develop policies 
and procedures related to managing the patient 
receiving local anesthesia. The outcomes of pri-
mary importance to this recommended practice 
include the following.
• The patient demonstrates and/or reports ade-

quate pain control throughout the periopera-
tive period. 

• The patient receives appropriate medica tion(s) 
safely administered during the perioperative 
period.

• The patient demonstrates knowledge of the 
expected responses to the operative or invasive 
procedure.

These outcomes fall within the domains of 
Safety, Physiologic Responses, and Behavioral 
Responses. The associated interventions that may 
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lead to the desired outcomes include, but are not 
limited to, the following:
• Administers prescribed medications.
• Assesses pain control.
• Develops individualized plan of care.
• Elicits perceptions of surgery.
• Evaluates response to medications.
• Evaluates response to pain management 

interventions.2

Recommendation VII

The health care facility’s quality management program should 
include investigation of adverse events and near misses associ-
ated with administration of local anesthesia. 

1. Adverse patient outcomes and near misses associ-
ated with administration of local anesthesia 
should be collected, analyzed, and used for per-
formance improvement as part of the institution-
wide performance improvement program. To 
evaluate the quality of patient care and formulate 
plans for corrective action, it is necessary to 
maintain a system of evaluation. When an 
adverse event occurs, the surgical team is respon-
sible for reporting the event as soon as possible 
following the discovery.31 

2. Following organizational policy, documentation 
of an event should include what happened, the 
date and time of incident, its location, and wit-
nesses. Measures taken to reverse the situation 
and communications made regarding the outcome 
should also be included. This is considered a 
sound professional practice and demonstrates 
that all reasonable efforts were made to protect 
the patient’s safety.31

3. A critical investigation should be conducted of 
any adverse patient safety process or outcome. 
Error and near miss reporting are the first steps to 
addressing error reduction.32

4. Elements of the root cause analysis tool should be 
considered in addressing the contributing causes 
of an incident or adverse event (eg, human, pro-
cess, system), identification of risks, and preven-
tive measures.33,34 Multidisciplinary teams should 
be involved in the process of review and address 
any changes in practice that can improve patient 
safety.

5. Action plans should be developed, approved, and 
implemented to provide solutions and improve 
care. Action plans should be based on the under-
standing of the processes in question, supporting 
policies/procedures, and relevant knowledge-
based information.35

6. Action plans should be nonpunitive. Attention 
should be given to correct knowledge deficits, 
defects in the system, and deficient behavioral 
performances.35

Recommendation VIII

Education, competency assessment, and validation should be 
conducted prior to the perioperative registered nurse managing 
the care of a patient undergoing a procedure with local 
anesthesia.  

1. Perioperative registered nurses should complete 
initial education and competency validation, to 
include
• roles and responsibilities of personnel involved 

in a procedure with local anesthesia,
• local anesthetics and safe medication 

administration,
• care of the patient receiving local anesthesia,
• patient safety,
• guidelines and techniques for holistic comfort 

interventions,
• processes for reporting adverse events, and
• documentation.

2. Continuing education and competency assess-
ment should occur at regular intervals, as desig-
nated by the organization’s policy and the identi-
fied learning needs of the individual.

Recommendation IX

Policies and procedures for managing the patient receiving 
local anesthesia should be developed, reviewed, and revised at 
regularly scheduled intervals by a multidisciplinary team and 
be readily available in the practice setting.

1. These recommended practices should be used as 
guidelines for developing policies and procedures 
in the practice setting. Policies and procedures 
establish authority, responsibility, and account-
ability. They also serve as operational guidelines 
and assist in the development of patient safety, 
quality assessment, and quality improvement 
activities.35 

2. Policies and procedures for managing patients 
receiving local anesthesia should include, but are 
not limited to,
• patient selection criteria,
• type and frequency of monitoring, 
• method and frequency of documentation,
• medications that may be administered by the 

perioperative registered nurse and the level of 
monitoring skills required,

• interventions that may be implemented based 
on preapproved protocol and that are within 
the scope of nursing practice, 

• discharge criteria,15

• staffing requirements based upon the individu-
alized needs of the patient, and

• management of medical emergencies.

3. Ambulatory surgery facilities should develop pol-
icies and procedures for immediately transferring 
patients that require emergency care beyond the 
ambulatory surgical center’s capability to an acute 
care facility.36,37 
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4. A review of policies and procedures should be 
included in orientation and ongoing staff member 
education. 
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