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in the postoperative period, mainly because of the lack of safety criteria to

support indication for thirst management strategies. A Safety Protocol for

Thirst Managementwas developed and validated, and the objective of this

article was to evaluate the inter-rater reliability of the protocol.
Design: This is a methodological and applied study carried out in a teach-

ing hospital in Brazil.
Methods: Safety criteria selected were the assessment of level of conscious-

ness, presence of coughing and swallowing, and absence of nausea and

vomiting.
Findings:Agreement between evaluators was almost perfect (Bachelors of

Science in Nursing—Kappa of 0.968; nursing technicians—Kappa of

0.867).
Conclusions: The protocol is presented as a viable and useful tool to eval-

uate safety criteria that allow administration of strategies to mitigate

thirst of patients in the postoperative period.
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PATIENTS POSTOPERATIVE SIGNS and symp-

toms have been widely researched, including hy-

pothermia, pain, nausea, vomiting, hypoxia,

hypotension, tachycardia, tremors, hypertension,

respiratory depression, and delusions.1-3

Paradoxically, thirst despite being one of the

most pressing and intense sensations in the

perioperative period is insufficiently valued,
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assessed, and treated by staff directly caring for

patients in the immediate postoperative period.4-6

Despite the magnitude of this symptom and its

consequences to patients, professional associa-

tions specializing in perioperative nursing and

anesthesia do not have protocols or guidelines

regarding thirst management. Likewise, nursing
diagnosis classifications only mention thirst as a

defining characteristic for deficient fluid volume.

Thirst is a complex symptom and cannot be

defined solely by fluid imbalance.7

Thirst poses a challenge for perioperative care.

There is a confluence of factors that lead to an in-

crease in the thirst incidence and patient distress:
extended fasting times both preoperatively and

postoperatively, intubation, blood loss, electrolyte

imbalance, and effect of anesthetic drugs.8-10

Although commonly occurring strategies to

address thirst are not part of protocols in clinical

practice. Thirst management—identification,
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2 DO NASCIMENTO, FONSECA, AND DOS SANTOS
assessment, safety evaluation, and treatment—is

not usually a priority of the perioperative team.

The high incidence may be because of an

extremely generalized and conservative approach

of prolonged fasting dictated by a fear of bron-
choaspiration when the patient is recovering

from anesthesia, without performing a proper

assessment of the actual risk involved for that

particular patient. Although bronchoaspiration oc-

curs in approximately 3 to 10 per 10,000 opera-

tions with an increased incidence in obstetric

and pediatric anesthesia, it can lead to a series of

diseases such as infectious pneumonia, chemical
pneumonitis, or respiratory distress syndrome

with increased morbidity. Patients are most at risk

during induction of anesthesia and extubation.11

Lack of studies exploring perioperative thirst and

protocols to guide clinical conducts in this sce-

nario hinder care for this symptom even further.5,12

Up to now a standardized protocol to assess the
safety of administering a thirst relief method in

the postanesthesia care unit (PACU) had not

been developed. This led to unnecessary and pro-

longed distress of patients because of fear of poten-

tial bronchoaspiration. Aiming to fill this gap, the

authors developed and validated a Safety Protocol

for Thirst Management (SPTM; Figure 1) to estab-

lish criteria to assess whether it is safe to admin-
ister methods of thirst relief.13 Validation and

reproducibility are required for a tool to be rele-

vant and used in clinical practice. This article pre-

sents the reliability results of the SPTM when

applied by Bachelor of Science in Nursing (BSN)

nurses and nursing technicians in a PACU in a large

hospital in Brazil.14 Nurse technicians are Regis-

tered Nurses who have completed a 2 years of
nursing program after high school and share

responsibility for primary care.

Background

Thirst affects a large proportion of surgical pa-

tients and is associated with extreme discomfort

and distress both in preoperative and
postoperative periods. Thirst incidence ranges

from 48.6% (n 5 53)15 to 75% (n 5 128).5 A study

with patients in the PACU after a laparoscopic cho-

lecystectomy, for example, demonstrated a mean

intensity of discomfort of 6.1 (standard deviation

[SD] 5 2.18)5 and 8.17 (SD 5 1.467) when evalu-

ated with a numeric analog scale of 0 to 10.16
Studies carried out with postoperative patients in

intensive care units (ICUs) indicate that the feel-

ings of thirst cause suffering for patients. The

following statement reinforces this perception:

‘‘it was very hard [.] we nearly died of thirst
[.], you see the person washing the floor, you

hear the splashing of water, it makes you want to

jump in there [.].’’17

The incidence and magnitude of thirst in the ICU

was demonstrated in another study with 171 pa-

tients. Patients were interviewed every other day

for up to 14 days. In a list of 10 symptoms of
discomfort, including shortness of breath, being

scared, confusion, thirst, and pain, thirst being

the second most frequently cited by 70.8% of pa-

tients. Thirst ranked first when intensity of discom-

fort was assessed, with a mean intensity rating of

2.16 (where mild 5 1, moderate 5 2, and

severe 5 3), for patients who reported symptom

to be present. Hunger and breathlessness had an
intensity of 1.89 reported for each.18

When surgical patients arrive at the PACU and start

recovering fromanesthesia, they are already thirsty.

A challenge in the postoperative period, therefore,

is to find safe ways to relieve the already present

thirst sensation using strategies that can reduce

or mitigate it, without jeopardizing patient safety.

Satiation of thirst occurs by twomechanisms: post-

absorption satiation with fluid intake that de-

creases blood osmolarity and preabsorption

satiation that occurs with the activation of oropha-

ryngeal receptors called transient receptor poten-

tial melastatin 8. These receptors are sensitive to

low temperatures (cold water and ice lollipops)
and to mentholated substances. Menthol is an iso-

mer extracted from mint plants. They are present

in a wide range of products such as candy, ciga-

rettes, and toothpastes among others.6,19,20 The

activation of these receptors triggers a sensation

of freshness and satiation, relieving the

discomfort without the need of ingesting large

volumes of fluid. Preliminary evidence exists
that oral receptor stimulation interventions

may provide a viable alternative for thirst

management in the postoperative period.5,12,20-23

The risk of bronchoaspiration is reduced with a

fluid volume of less than 50 mL. Small volumes

of liquid, therefore, are desirable when

considering strategies to manage thirst.24



Figure 1. Safety protocol for thirst management in immediate postoperative period. This figure is available in color

online at www.jopan.org.
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In clinical practice, surgical staff members do not

intentionally assess thirst and are not aware of its
management strategies. Particularly during the

postoperative period, a conservative approach is

adopted where fasting is strictly enforced. When

interventions are occasionally made, such as

applying wet cotton to the mouth, they are non-

standardized and do not follow any protocols.

The SPTM was elaborated and validated to provide
a tool for the intentional assessment of safety

criteria for thirst and its abatement. After an exten-

sive literature review and input from a panel of ex-

perts, the following safety criteria for the protocol

were chosen: patients’ level of consciousness,

protection of airway (coughing and swallowing),

and absence of nausea and vomiting. Topics are

presented in this protocol in a manner to allow
for a sequential evaluation. During the assessment,

noncompliancewith any of the standardswill auto-

matically indicate the interruptionof the process.13

The first criterion, level of consciousness is

defined by the individual’s ability to recognize
him or herself and correctly respond to pain,

voice, and other environmental stimuli.25 In the
SPTM, the patient is assessed for orientation to per-

son, place, and time. The decrease in a person’s

level of consciousness may be predictive for risk

of bronchoaspiration.26 During recovery from

anesthesia a patient’s level of consciousness is

significantly affected by anesthetic agents and bar-

biturates. The American Society of Anesthesiolo-

gists (ASA) recommends a periodic assessment of
a patient’s mental status for identification and res-

olution of possible complications.27

Airway protection comprises a set of physiological

mechanisms that work concurrently to avoid bron-

choaspiration, including the ability to cough and

swallow. Coughing is related to the elimination

of secretions by increasing positive pleural pres-
sure, producing a high-speed outward airflow

from within the airway.28,29 In the PACU, the

combination of the relatively supine position

with the residual action of anesthetic agents and

muscle relaxants negatively affects muscle

contraction, which interferes with airway

http://www.jopan.org
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protection. Swallowing is themovement of a bolus

or fluid from the mouth to the stomach. Different

stimuli initiate the process of swallowing, and the

reflex is more responsive to cold stimuli than

those closer to body temperature.27,30 The return
of the swallowing reflex is an indicator of

emergence from anesthesia.

Postoperative nausea and vomiting are complica-

tions in the postoperative period with an inci-

dence between 20% and 30%. The risk for

postoperative nausea and vomiting may be related

to three factors: patient, anesthetic techniques,
and surgical procedure.31 Nausea, a subjective

feeling of the need to vomit, is characterized by

muscle contractions of vomiting without expul-

sion of gastric contents.28 Vomiting or emesis is

the contraction of the diaphragm and abdominal

muscles along with the relaxation of the esopha-

geal sphincter, resulting in the expelling the

gastric contents.28,31 The risk of aspiration
pneumonia is higher when patients have not

recovered their airway protection reflexes.

Preoperative fasting is advocated to prevent this

complication, although it is unnecessarily

prolonged in practice.32,33

Theoretical Framework

The theory of symptom management was the con-

ceptual framework chosen to understand thirst as

a symptom. It is a deductive theory focused on

three dimensions—symptom experience, symp-

tom management strategies, and results—and

three domains—person, environment, and

health/disease. The choice of this theory for the

analysis of postoperative thirst is justified by its
six basic assumptions: symptom experiences,

symptom management strategies, and symptom

outcomes (dimensions) and person, environment,

and state of health/illness (domains). The main

assumption is based on the perception of the

individual experiencing the symptom and his or

her self-report.12,34,35

The first dimension of the symptom experience is

subdivided into three categories: symptom aware-

ness, assessment of symptoms, and the response

to symptoms. It refers to the way an individual

experiences thirst, his/her individual perspective,

and assessment of the significance of this

symptom, and how he/she responds to it. The
second dimension of the theory, symptom man-

agement strategies, advocates for the prevention

or delay of the onset of the symptom and its conse-

quent negative impact, which is the focus of this

article.12,34,35 The third dimension, outcomes,
consists of eight factors including functional

status, emotional status, mortality, morbidity and

comorbidity, quality of life, symptom status, cost,

and self-care related to thirst.

Concerning the domains, person describes the in-

dividual factors that affect the onset, perception,

and response to thirst and include personal,
demographic, psychological, sociologic, and phys-

iological variables.12,34,35 The second domain,

environment, refers to the combination of

conditions or the context in which thirst occurs,

including physical, social, and cultural

variables.12,34,35 The third domain, health/illness

elucidates the patient’s health status variables

that affect postoperative thirst.12,34,35

Significance for Postoperative Care

Surgical patients seek a favorable outcome of their

surgery and expect safety in all processes related

to their health. It is vital to establish safety policies

for thirst relief and protocols based on clinical ev-

idence for the patient in the postoperative period.

The SPTM is a tool that fills an important gap in the

study of postoperative thirst. It allows for an inten-

tional, systematic, and thorough evaluation of a pa-

tient’s condition. This tool has the potential to

indicate safe administration thirst relief methods

during anesthesia recovery, which will decrease

suffering for surgical patients.

In an earlier phase of this research, procedures for

semantic and content validity of the protocol were

carried out, both with high levels of agreement

among judges. Content validity was obtained using

the Delphi technique with 18 experts. Judgment

by judges required expertise in anesthetic recov-

ery and experience with caring for thirsty postop-
erative patients. In two validation rounds, all safety

criteria listed in the protocol and its operational

manual achieved high levels of agreement among

experts. Safety criteria involving the level of con-

sciousness and the absence of nausea and vomiting

presented complete agreement among experts.

Items related to protective airway reflexes
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(coughing and swallowing) received 93% to 97%

levels of agreement (content validity index 5 1).

Operational procedures presented an agreement

of 96% to 100%. The high level of agreement

among judges indicated that the protocol was satis-
factorily validated, thereby standardizing nursing

actions in the management of thirst.

This article presents the inter-rater reliability anal-

ysis for the SPTM with the objective of measuring
whether the protocol can be generalized and

replicated in other settings.
Objective

This study aims to test the inter-rater reliability of

the SPTM in clinical use with patients who suffer

from thirst in the postoperative period.
Methods

Design

This is a quantitative, observational, methodolog-

ical, and applied study, carried out at the PACU

of a tertiary public teaching hospital located in

the south of Brazil. The institution has 313 beds,

a surgical center with seven operating rooms and

a PACU with seven beds. Data collection was
from December 2012 to June 2013.

Reliability and agreement are important aspects in

the process of developing measurement instru-

ments. They relate to the quality of the instrument

and the ability to achieve the same result with suc-

cessive evaluations. Reliability and agreement also

can be obtained among evaluators, providing infor-
mation on the amount of error inherent in themea-

surement.14,36

The inter-rater equivalence is a method to estimate

the reliability by applying the same instrument to

measure the same phenomena by different

observers with equal training in an independent

and simultaneous way. This type of reliability mea-
surement is recommended mainly for clinical in-

struments in which there is considerable

evidence of variance among examiners. When

two or more observers rate the phenomenon in a

congruent way, scores are likely to be accurate

and reliable.14,37-39
Sample/Setting

Inclusion criteria for the selection of patients

included recovering from anesthesia, reporting
thirst, aged more than 12 years, and acceptance

to participate in the study preoperatively.
Instruments

SPTM: The SPTM was the result of an extensive

literature review and devised with the expertise

of many health care professionals (nurses, anesthe-

siologists, and physiotherapists) with ample PACU

experience. Safety criteria listed in the SPTM

include the assessment of level of consciousness,

return of protective airway reflexes (coughing

and swallowing), and absence of nausea and vom-
iting13 (Figure 1).

Using the format of a flowchart, safety criteria

were sequentially assessed using detailed instruc-

tions found in the Operating Manual where each

step of the protocol was presented in operational-

ized statements, such as, ‘‘Place one hand on the

abdomen and another on the chest.’’ If the patient
did not present the established safety criterion, the

assessment was interrupted and restarted if the pa-

tient’s clinical status changed.

The Operating Manual provided theoretical frame-

work that substantiated its concepts and estab-

lished procedures to be carried out when

collecting the required information. For each
safety criterion, the descriptor, scientific rationale,

operational procedures, criteria for qualification,

and periodicity of evaluation were indicated.13

The SPTM satisfied the standards of face and con-

tent validity. Using Delphi technique in two

rounds, content validity index was 1, with high

levels of agreement (93% to 100%) among nine ex-
perts (five experienced BSN nurses and four anes-

thesiologists) who evaluated the instrument.
Procedures

To assess the degree of agreement among raters,

two pairs of nursing staff (BSN nurses and nursing

technicians) with experience in patient care dur-

ing the postanesthesia recovery were selected. In

Brazil, nursing technicians with proper training

provide care for patients in the PACU under the
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direct supervision of a BSN. One pair of nursing

technicians and one pair of BSN nurses were cho-

sen by convenience, according to their work

schedule and willingness to participate in the

research. All participants were trained and evalu-
ated on the use of the SPTM. Data collection

occurred during a selected period of time.

Procedures for Protection of the Rights of
Participants

The study met Brazilian standards for ethics in

research with human subjects and was approved

by the Research Ethics Committee of the institu-
tion (CAAE: 02299412.6.0000.5231). Participants

were informed about the study’s objectives and

procedures for participation, and after accep-

tance, signed the consent form to participate. Par-

ents were present in the PACU and signed the

consent for minors to participate in the study.

Collection Procedures

The pair of BSN nurses independently and simulta-

neously applied the SPTM to 78 patients during re-

covery from anesthesia without communication

among evaluators. In cases where patients did

not meet safety criteria proposed by the SPTM,

assessmentwas resumed in 15-minute intervals un-

til all safety criteria were met or they were dis-
charged from the PACU. Similarly, the duo of

nursing technicians applied the protocol to 40 pa-

tients. In caseswhere patientsmet all safety criteria

established in the SPTM, patients received a small

dose (3 mL) of water in the form of ice chips.

Data Analysis

Kappa statistics was used to calculate the differ-

ence between how much agreement is actually

present (observed agreement) compared with

how much agreement would be expected to be

present by chance alone.36 Kappa values range

from 21 to 11. The closer to 11, the greater the

agreement among evaluators and the smaller the

variation in the instrument. Interpretation of the
strength of Kappa values agreement is as follows:

0 to 0.2 (poor agreement); 0.21 to 0.4 (slight);

0.41 to 0.6 (fair); 0.61 to 0.8 (moderate); and

0.81 to 1 (almost perfect).14 For data analysis

SPSS (Statistical Package for Social Sciences)

version 20.0 was used.
Results

One hundred eighteen patients who were thirsty

during postanesthesia recovery participated

in the study. Female gender was predominant

(58.5%, n 5 69), ranging between 12 and

83 years with a mean of 36.4 years of age

(SD 5 17.34), ASA classification 1 was the most

common (51.7%, n 5 61), followed by ASA 2

(40.7%, n 5 48).

Surgical specialty gynecology and obstetrics were

predominant (36.4%, n 5 43), followed by ortho-

paedics (15.3%, n 5 18). Intraoperative bleeding

was classified as light (79.7%, n 5 94), moderate

(17.8%, n 5 21), and intense (2.5%, n 5 3). The

level of discomfort was measured with a numeric

analogical scale ranging from 0 to 10 and the
average level of thirst was 6.16 (SD5 2.48). Spinal

anesthesia with sedation was the most frequent

type of anesthesia provided, in 47.5% (n 5 56) of

cases, followed by balanced general anesthesia

with 28% (n 5 33).

The SPTM was applied by BSNs, 118 times for 78

patients. When the safety criteria were not met, a
new assessment was conducted with the same pa-

tient 15 minutes later. For patients who reached

the safety criteria, a single application was pre-

dominant (76.9%, n5 60), followed by three times

(10.3%, n 5 8), four times (7.7%, n 5 6), and two

times (5.1%, n 5 4).

Table 1 shows the agreement for safety criteria, as
well as its percentages and Kappa coefficient.

Table 2 shows the percentage of agreement be-

tween the BSN nurse evaluators and nursing tech-

nicians related to safety criteria of the SPTM. The

overall Kappa in the reliability evaluation with

BSN nurses was 0.968.

Nursing technicians assessed 40 patients using 48
applications of SPTM. When assessments were

conducted and safety criteria were met, a single

application was predominant (87.5%, n5 35), fol-

lowed by two times (5%, n 5 2) and three times

(7.5%, n 5 3). The percentage of agreement and

Kappa coefficient as well as the agreement in

approval and disapproval on safety criteria are pre-

sented in Tables 1 and 2, respectively. The overall
Kappa coefficient on the reliability phase with

nursing technicians was 0.867.



Table 1. Agreement Among Nurse Evaluators and Nursing Technician Evaluators in the
Application of SPTM in a Postanesthesia Care Unit at a Teaching Hospital in Brazil

Dimensions of SPTM Agreement (%) Kappa 95% CI

Nurses (n 5 118)

Level of consciousness 99.2 0.98 0.79-1

Airway protection (coughing) 99.2 0.85 0.67-1

Airway protection (swallowing) 100 * *

Nausea 100 1.00 0.82-1

Vomiting 100 1.00 0.82-1

Nursing technicians (n 5 48)

Level of consciousness 95 0.791 0.51-1

Airway protection (coughing) 100 1 0.72-1

Airway protection (swallowing) 100 1 0.72-1

Nausea 97.5 0.878 0.60-1

Vomiting 100 1 0.72-1

CI, confidence interval; SPTM, Safety Protocol for Thirst Management.

*Total agreement on the presence of spontaneous swallowing. P value .001.
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Discussion

The SPTM was designed to be used both by BSN
nurses and nursing technicians in the PACU. The

analysis of inter-rater reliability of the SPTM for

BSN nurses and nursing technicians was achieved

in this study.40 The average intensity of thirst

discomfort was found to be 6.16 (SD 5 2.48),

which is very similar to other studies: 6.1

(SD 5 2.18)5 and 8.17 (SD 5 1.47).16 Results of

clinical trials on thirst support the close correla-
tion between serum osmolarity values and pa-

tients’ thirst ratings, therefore self-reported

analogical scales can be used to evaluate thirst.41

These findings reinforce the magnitude of the
Table 2. Agreement and Disagreement Among
Evaluators Regarding the Dimensions of S

Dimensions of
SPTM

Level of
Consciousness

Airway Protectio
(Coughing)

Nurses

Approval 83 114

Disapproval 34 3

Disagreement 1 1

Total 118 118

Nursing technicians

Approval 33 47

Disapproval 11 1

Disagreement 4 0

Total 48 48

SPTM, Safety Protocol for Thirst Management.
symptom of thirst in the postoperative period

and the relevance of its investigation.

In spite of the robustness of thirst incidence and in-

tensity in clinical practice, health care professionals

tend to minimize the importance of this symptom.

First, health care providers believe that the infusion
of intravascular volume alone plays a role in

reducing or preventing thirst. It also is a common

thought that patients undergoing sedation do not

suffer from thirst. Although it is certainly true that

hypovolemic and osmotic thirst are basically trig-

gered by fluid imbalances, there is much more to

thirst as a multidimensional symptom. Dehydration

of the oral mucosa, caused by anxiety, medication,
Nurse Evaluators and Nursing Technician
PTM, in Absolute Numbers, in Brazil

n Airway Protection
(Swallowing) Nausea Vomiting

118 109 117

0 9 1

0 0 0

118 118 118

47 43 47

1 4 1

0 1 0

48 48 48
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and intubation, also are responsible for triggering

thirst and vasopressin release.42 Xerostomia

signs—cracked lips, dry mouth, bitter taste, thick

tongue—are usually present in the very thirsty pa-

tient causing great distress and may not be relieved
solely by intravenous infusions.7

The undervaluation of thirst as a discomfort nega-

tively impacts care for patients.43 In a study conduct-

ed with 58 nursing staff in the ICU, nursing staff

partially noted the discomfort caused by thirst from

a list of 42 discomforts, BSN nurses indicated thirst

was the fifth most stressful discomfort in the ICU,
and nursing technicians rated it in the ninth place.4

Patients, however, rated thirst as the second most

remembered and the firstmost intense discomfort.18

Results of this study evaluating the reliability of the

SPTM, presented an almost perfect Kappa coeffi-

cient for BSN nurses within all safety criteria. As

for the nursing technicians, the safety criterion of
level of consciousness reached a moderate agree-

ment, whereas the other two were in almost per-

fect agreement.14 During anesthetic recovery, the

level of consciousness improves with anesthetic

emergence and the elimination of medications.

The patient can be responsive and interact with

the staff but then go back to sleep when no longer

stimulated. The SPTM protocol clearly distin-
guishes between awake and drowsy, requiring

the evaluator to wait for 15 seconds to determine

whether the patient goes back to sleep when not

stimulated by verbal command. Rigor was pur-

posely designed in the SPTM when assessing the

level of consciousness as there is a correlation be-

tween the level of consciousness and aspiration

status.26 The criterion, therefore, was the most
important one in terms of safety when adminis-

tering methods of thirst relief.

Data in Table 2 show a high frequency of patients

who met safe criteria established by the SPTM. In

clinical practice, many patients do not receive

thirst relief methods even when the conditions

are safe. The sequential application of SPTM allows
for the assessment and identification of such pa-

tients, therefore decreasing their suffering because

of thirst. A study evaluating the use of SPTM on 50

patients found that after an average of 30 minutes,

67.9% of thirsty patients recovering from general

anesthesia were already eligible to have their thirst

mitigated.15
A high percentage of agreement was also observed

among evaluators, both in approval as in disap-

proval of safety criteria. The pair reported that

the application of SPTM was easy and fast—each

assessment taking approximately 2 minutes on
average.

Limitations of the Study

Fulltime participation of nursing technicians dur-

ing data collection was difficult, which prolonged

the time allocated for this phase of research. This

was because nursing technicians were divided be-
tween work activities and the application of the

SPTM, which did not occur with the pair of

BSNs. Measurement errors can be observed in

quantitative, methodological research. In this

study, it is noted that some transient personal fac-

tors (eg, having to abandon a task to carry out

the assessment) may have influenced the assess-

ment at this stage.34 Such difficulty resulted in a
smaller sample of assessments with the pair of

nursing technicians.

Another limitation is that these results cannot be

generalized to patients with special needs, such

as hearing impairment, and with children aged

less than 12 years. It is imperative that patients

are able to communicate and understand instruc-
tions clearly. Further investigation is also necessary

to validate the SPTM with children with various

ages.

Recommendations for Clinical Practice

Surgical patients could benefit from the adminis-

tration of thirst relief methods in the immediate
postoperative period. Nursing staff, however, hes-

itate to use strategies to mitigate thirst during this

period for fear of complications. The existence of a

tool that effectively assesses safety conditions fills

this gap and can act as a bridge between effective

strategies and the thirsty patient, positively im-

pacting the patient’s overall sense of well-being.

The SPTM represents a breakthrough for nursing
practice, and it generates support for the health

care team for proper clinical assessment while

providing safe care.

The assessment of intensity and distress of thirst

management is important. A postoperative thirst

distress scale is being further elaborated in our
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Research and StudyGroup on Thirst from Londrina

State University in Brazil. Strategies for thirst relief

in the PACU are also being investigated, such as the

use of ice lollipops and mentholated lollipops and

lip balms.
Recommendations for Future Research

Further studies should be conducted with a larger

number of patients from various facilities and real-

ities, to strengthen the results of psychometric

measures of the protocol. Studies assessing the

use of SPTM with different groups of patients,

such as children, elderly, obese, and others should

also be carried out. Furthermore, it is important to

investigate the adequacy of assessment moments,
allowing for its integration in nursing care during

postanesthesia recovery.

Conclusions

On the basis of the results obtained, it was

concluded that the SPTM showed high levels of
agreement with almost perfect Kappa values.

The SPTM allows systematic evaluation of safety

criteria in the administration of thirst relief

methods in the postoperative period. The high

levels of agreement indicate that the instrument
has inter-rater equivalence and may be used in

clinical practice.

Thirst management should be a concern for

nurses who work in the PACU, because it is an

intense discomfort of high incidence during the

postoperative period. The SPTM is intended to

standardize and systematize nursing actions in
the control and relief of thirst, minimize fears of

complications such as nausea, vomiting, and

consequent aspiration pneumonia, which, until

now, were thought of as impediments in the man-

agement of thirst.
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