CARDIAC Tetralogy of Fallot (TOF) Pathway

PATHWAY
[ Pathway purpose: To standardize the postoperative management of patients undergoing primary TOF repair ]
(Inclusion Criteria: Exclusion Criteria: (at least one of the following present) Devel
= Pulmonary atresia | -evelop
Patients with TOF with = < 35 weeks gestational age individualized
confluent pulmonary = < 3.5kilograms at time of surgery management
arteries undergoing = Preoperative critical iliness (receiving vasoactives, positive plan with CVICU
valve sparing or pressure ventilation, or mechanical support) and CV surgery
transannular patch TOF = Experienced complicated or atypical operative course inbut
\_ repair = Other significant comorbidities as determined by clinical team inpu
(U on CVICU Admission:
P C‘;Target Based Care
= Place TOF order set and Target Based Care (TBC) order
. S . . = Extubate on/before POD 1 (< 24 hours)
= Confirm that TBC sign is visibly posted outside patient room
Dailv: = Transfer to acute care on/before POD 3
aily: . . . = Discharge on/before POD 5
= Review daily care goals outlined below and completed as

\_ appropriate

Postoperative Goals

POD O Achieve/maintain hemodynamic and respiratory stability
Monitor and control bleeding
Control pain and agitation

Wean toward extubation

Extubate@

Wean/ discontinue vasoactive infusions

Discontinue Foley

Initiate diuresis

Control pain/agitation

Initiate clears/advance diet

Evaluate for chest tube removal readiness

Initiate transfer preparation and discharge education
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POD 2 Complete previous daily goals that are not complete
Wean noninvasive respiratory support

Discontinue central line and arterial line

Remove sternal surgical site dressing

Advance to regular diet Acute Care Transfer Criteria
Transition to PO pain medications Stable hemodynamics off vasoactive
Determine family barriers to care infusions

e e . Invasive monitoring lines removed
Transfer to acute care if eligible (See criteria) @ .

Appropriate respiratory status on nasal
cannula or

Tolerating enteral feeds

Comfort managed without continuous
IV medication

POD 3 Complete previous daily goals that are not complete
Complete postop echocardiogram (once chest tubes out)
Wean diuretics

Achieve regular diet

Discontinue oxygen if possible

Confirm education/discharge readiness plan

Transfer to acute care if eligible (See criteria) @
POD 4

Complete previous daily goals that are not complete
Confirm patient off telemetry

Confirm patient home-going regimen

Complete education/achieve discharge readiness
(caretaker doing full care)

Confirm discharge prescriptions picked up

Confirm discharge appointments scheduled

Acute Care Unit Phase

Discharge Criteria
= Stable hemodynamics and exam on home
regimen of medications x24 hours
Stable respiratory status on Room Air
Tolerating home Feeding regimen

POD 5 Review home regimen

Review follow up appointments
Update referring cardiologist
Discharge @
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All medications given enteral

Discharge education and planning complete
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Feedback?


https://stanfordchildrens.sharepoint.com/sites/ConnectAnywhere/PoliciesAndProcedures/ClinicalPathways/Clinical%20Pathways/Heart%20Center%20Post-operative%20Chest%20Tube%20Management.pdf
https://stanfordchildrens.sharepoint.com/sites/ConnectAnywhere/PoliciesAndProcedures/ClinicalPathways/Clinical%20Pathways/High%20Flow%20Nasal%20Cannula%20on%20Acute%20Care.pdf
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ﬂastoperative complications:\

Arrhythmias such as junctional

ectopic tachycardia

Post-operative bleeding

Cardiac tamponade

Low cardiac output syndrome,

primarily from restrictive right
ventricle (RV) physiology (See
Figure)

Residual lesions

O

Branch pulmonary artery
stenosis

Residual RV obstruction
(including from RV muscle
bundle)

Residual or new ventricular
septal defect

J

Tetralogy of Fallot (TOF) Pathway

RV outflow obstruction

RV hypertrophy

A

| RV diastolic dysfunction

L T,

| l Stroke volume |

| Septal bulge |

A

| Left ventricular failure

| Right ventricular failure

| | l Left ventricular filing |

A 4
| Tricuspid regurgitation |

A

| Low cardiac output

Restrictive physiology in postoperative tetralogy of

Fallot

Pathway Measure

Target

Time to extubation

On or before POD 1

Time to transfer out of intensive care unit

On or before POD 3

Time to discharge home

On or before POD 5
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Pathways never replace or supersede physician or advanced practice provider orders. Neither Stanford Children’s
Health, the pathway authors, nor any other involved parties, can guarantee pathway content is entirely accurate and
complete. They are not responsible for any errors or undesirable outcomes which may occur from the use of a pathway.
Click here for_our full medicolegal statement.
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https://stanfordchildrens.sharepoint.com/sites/ConnectAnywhere/PoliciesAndProcedures/ClinicalPathways/Shared%20Documents/PCPC%20Medicolegal%20Statement.pdf
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