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Beyond the Operating Room
A National Framework for Post-Operative Cosmetic Surgery Recovery

A practical clinical and operating perspective on continuity after cosmetic 
surgery - with emphasis on surgeon handoff, licensed skilled nursing, 24-hour 

home health aide support when arranged, medication safety, incision and drain 
support within scope, destination-patient planning, escalation, and the recovery 

environment.

CLINICAL
Surgeon-directed care

STRUCTURED
Defined roles, documentation & escalation

DISCREET
Private-pay recovery support
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EXECUTIVE BRIEF

Recovery is a clinical transition - not an 
afterthought.
Cosmetic surgery increasingly takes place in outpatient and ambulatory settings. A patient can move from a tightly 
controlled perioperative environment to a home, hotel or private residence within hours. The operation may be 
complete, but the care plan is still active: medications, positioning, mobility assistance, compression, drains or 
dressings, hydration, nausea, pain, sleep, transportation and follow-up all require coordination.

Clinical Recovery Partners (CRP), a Boost Home Healthcare company, is designed to extend the surgeon-directed 
postoperative plan into the patient's selected recovery setting. The model combines licensed skilled nursing when 
ordered and clinically indicated, 24-hour home health aide support when continuous non-skilled assistance is 
appropriate, caregiver education, documented communication and concierge coordination around the care plan. 
CRP does not replace the operating surgeon, emergency services or inpatient care.

Operating principle
Luxury can describe the experience. Clinical governance must describe the service.

Why this matters now
The American Society of Plastic Surgeons reported that cosmetic surgical procedure volume increased 7% in 2025. 
Liposuction remained the most frequently performed cosmetic operation at 317,196 procedures; breast 
augmentation and implant revision reached 304,234; and abdominoplasty reached 173,251. ASPS also reported that 
82% of member surgeons received consultation requests related to GLP-1 use, reflecting continued demand for 
body-contouring and lift procedures after significant weight loss.[1]

Travel adds another layer. Patients may cross state lines or fly to a destination surgeon and recover away from 
their usual support systems. ASPS guidance for patients traveling for surgery emphasizes advance planning for 
routine follow-up, unexpected postoperative needs, transportation and the practical ability to remain near or 
return to the operating practice.[2]

The CRP model in one view
Principle What it means

Surgeon-directed The operating surgeon's orders remain the clinical anchor.

Role clarity Nursing, home health aide, caregiver and concierge responsibilities are defined before care begins.

Matched support Caregiver-supported skilled visits and 24-hour aide coverage are selected according to assessed need, 
orders and the recovery setting.

Structured communication Important changes are documented and communicated through a known surgeon/on-call pathway.

Prepared setting Home, hotel or other private recovery environments are assessed for practical readiness.
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INDUSTRY CONTEXT

A growing aesthetic market meets a less 
standardized recovery environment.
The cosmetic-surgery field has invested heavily in surgical technique, anesthesia, facility standards, patient 
selection and the operating-room experience. Recovery after discharge is more variable. Patients may rely on a 
spouse, friend, hotel companion, paid caregiver, home health aide, private-duty clinician or some combination. The 
central question is not whether support is available, but whether each person understands the plan, stays within 
role, and knows how to escalate concerns.

Six pressure points shaping post-op recovery
Industry pressure point Operational implication

1. Fragmented handoff Orders, medication lists, restrictions, drain instructions and follow-up contacts may arrive 
through multiple channels rather than one usable handoff.

2. Variable caregiver capability A willing family member may not be physically or practically prepared for toileting, mobility 
assistance, medication organization, drain observation or warning signs.

3. Role confusion Terms such as “24-hour care,” “private nurse,” “aide,” “recovery house” and “concierge” can 
suggest very different staffing models and scopes of practice.

4. Medication complexity Post-op regimens may combine analgesics, antiemetics, antibiotics and chronic medications, 
making reconciliation and clear instructions important at transition.

5. Destination recovery Patients recovering away from home can be separated from their surgeon, pharmacy, usual 
clinician and support network while also managing transportation and lodging.

6. State-by-state regulation Licensure, aide definitions, delegation, documentation and facility terminology differ across 
jurisdictions. A national philosophy still requires local compliance.

When continuity breaks down
Published literature on aesthetic surgery tourism offers a useful view of failure points. A systematic review of 214 
U.S.-treated patients who presented with complications after aesthetic surgery abroad found infection to be the 
most frequently reported complication, with many patients requiring prolonged treatment, hospitalization or 
additional procedures. These data describe a selected population already experiencing complications and should 
not be treated as an overall complication rate. Their value is different: they show how difficult aftercare can 
become when continuity is limited.[3]

The broader lesson applies to domestic cosmetic surgery as well: the recovery phase works best when it is designed 
before discharge rather than improvised after the patient leaves the facility.
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TRANSITION OF CARE

The handoff should be a clinical process, not a text-
message chain.
A reliable recovery model begins before the patient leaves the surgical facility. The recovery team needs enough 
information to understand what was done, what the surgeon expects, what is normal for this patient and 
procedure, and how to reach the practice when something changes. CRP's referral flow - Refer, Assess, Coordinate, 
Recover - is most effective when the clinical handoff is complete before the first recovery visit.

Minimum recovery handoff
Information to receive Why it matters

Procedure(s), operative date/time and discharge status Establishes context for the early recovery period and the expected level of 
support.

Postoperative orders and activity/positioning 
restrictions

Keeps the recovery plan aligned with the operating surgeon.

Medication list, allergies and new prescriptions Supports medication reconciliation and reduces ambiguity at transition.

Incision, dressing, drain and garment instructions Clarifies what may be observed or assisted with, by whom, and when the 
surgeon wants to be contacted.

Follow-up appointment and surgeon/on-call pathway Creates a defined route for routine questions, urgent concerns and 
escalation.

Procedure-specific warning signs or escalation 
instructions

Prevents the recovery team from relying on one generic threshold for 
every patient or procedure.

Operating boundary
CRP extends the postoperative plan. It does not replace the operating surgeon, emergency medical services, an 
emergency department or inpatient hospital care.

Medication reconciliation belongs in the transition
Medication support is more than reminders. A current medication list should be compared with the postoperative 
regimen so discrepancies can be identified, clarified and documented. Joint Commission home-care guidance 
emphasizes medication reconciliation and review of the patient's medication list, particularly during transitions of 
care.[4]

Document what changed
Documentation should be proportionate to the episode, but clinically relevant changes need a record: new or 
worsening symptoms, escalating pain or nausea, medication concerns, incision or drain changes, difficulty with 
oral intake, mobility problems, falls, caregiver limitations, or any event that triggers contact with the surgical team. 
The objective is a usable clinical record and a reliable handoff - not paperwork for its own sake.
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EARLY POST-OPERATIVE PRIORITIES

A credible recovery standard separates clinical 
judgment from supportive presence.
A facelift patient, a multi-procedure body-contouring patient and a patient recovering after breast surgery do not 
share identical restrictions or risk profiles. Public-facing language is strongest when it describes the domains CRP 
monitors and supports, while leaving procedure-specific thresholds to surgeon orders and individualized clinical 
judgment.

Clinical domains and role boundaries
Domain Skilled clinical function Home health aide / support function

Respiratory / circulation Licensed nursing: assessment, clinically appropriate vital signs 
and symptom evaluation.

HHA/support: observation, positioning help and prompt 
reporting of concerning changes.

Pain, nausea, hydration Licensed nursing: assess response to the ordered regimen and 
escalate unresolved concerns.

HHA/support: comfort measures, hydration/meal 
support and observation within the plan.

Medication safety Licensed nursing: reconciliation, education and medication-
related assessment within scope and orders.

HHA/support: reminders or assistance only as permitted 
by the care plan, policy and applicable scope.

Incisions / dressings / 
drains

Licensed nursing: observation and ordered skilled care within 
scope; documentation of changes.

HHA/support: protect the site, support positioning and 
promptly report changes; no independent wound or 
drain treatment.

Mobility / fall risk Licensed nursing: assess functional status and reinforce 
ordered restrictions.

HHA/support: non-therapeutic assistance with transfers, 
ambulation, toileting and fall precautions.

Positioning / garments Licensed nursing: reinforce surgeon-specific instructions and 
address concerns within scope.

HHA/support: practical assistance with positioning and 
garments according to the plan.

Communication / 
escalation

Licensed nursing: clinical communication, documentation and 
escalation.

HHA/support: notify the supervising clinician of 
changes; activate emergency services when directed or 
clearly necessary.

Infection prevention is part of the clinical product
CDC core infection-prevention practices apply across healthcare settings, including care delivered in homes and 
other nontraditional locations. Core practices include hand hygiene, appropriate personal protective equipment, 
environmental cleaning and disinfection, medication safety and correct handling of reusable equipment. For CRP, 
those fundamentals belong in staff orientation, supplies, policies and quality review - not behind hospitality 
language.[5]

Describe the system, not a guarantee
A premium recovery service can be specific without promising outcomes. The most defensible language explains 
the system: surgeon-directed orders, matched staffing, structured observation, medication reconciliation, infection-
prevention practices, documentation and defined escalation. Claims such as “prevents complications” or 
“guarantees a safer recovery” overstate what any post-operative service can promise.
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DESTINATION & HIGHER-COMPLEXITY RECOVERY

Travel changes the recovery equation.
Travel for cosmetic surgery is not limited to international medical tourism. Patients may cross state lines to see a 
particular surgeon, obtain a specific procedure or recover privately away from home. Distance can make routine 
follow-up more complicated when the patient cannot easily return to the operating practice or does not have an 
experienced local caregiver.

ASPS guidance for patients traveling for surgery emphasizes planning for routine and unexpected postoperative 
care before the procedure. It also notes practical barriers - transportation, lodging, time off and family 
responsibilities - that can affect whether a patient can remain near the surgical practice or return for follow-up. [2]

A destination-recovery plan should answer five questions
Planning question

1 Where will the patient recover, and is the setting appropriate for the expected mobility, privacy and care needs?

2 Who is responsible for skilled clinical care, who provides home health aide support, and who handles hospitality or 
logistics?

3 How will the operating surgeon or on-call team be reached, including after hours?

4 When is the patient expected to return for follow-up, and what is the transportation plan?

5 What is the plan if symptoms require urgent assessment or emergency care before the patient returns home?

BBL / gluteal fat grafting
Gluteal fat grafting warrants separate, safety-focused education. A joint safety statement from ASPS, The Plastic 
Surgery Foundation, The Aesthetic Society and ASERF describes the procedure as carrying significant risk relative 
to other elective aesthetic procedures and emphasizes surgeon involvement in postoperative care and complication 
management.[6]

CRP approach for BBL recovery
Follow the surgeon-specific plan for positioning, mobility assistance, medications, hydration, garments, incision/drain 
support, follow-up and escalation. CRP does not publish one set of generic BBL thresholds that overrides the operating 
surgeon's instructions.

Multi-procedure and post-weight-loss recovery
Combined body-contouring procedures and the growth in lift procedures after significant weight loss can increase 
the practical demands of recovery: positioning, garment management, toileting, hydration, transportation and 
caregiver stamina. The service level should be based on the actual procedure mix, orders, functional status and 
available support - not on a package label.
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SERVICE DESIGN & ROLE CLARITY

Match the level of support to the patient - and 
name the role honestly.
CRP distinguishes caregiver-supported clinical visits from round-the-clock recovery support. In this framework, 24-
hour onsite support can be provided through home health aide coverage when appropriate, while skilled nursing is 
delivered according to practitioner orders, assessed need, scope of practice and agency policy. Twenty-four-hour 
aide coverage is not the same as 24-hour RN presence.

CRP service pathways
Service model Typical use Key boundary

Caregiver-supported skilled nursing 
visits

Periodic licensed assessment, treatment, education and 
follow-up when a capable adult remains with the 
patient between visits.

Requires a suitable recovery setting and a 
caregiver who can safely carry the 
nonclinical responsibilities assigned in 
the plan.

24-hour onsite home health aide 
support

Around-the-clock non-skilled presence for personal 
care, toileting, hydration, meals, positioning assistance, 
mobility support, observation and comfort needs.

Aides do not independently perform 
skilled nursing assessment or treatment. 
Skilled nursing is added according to 
orders and clinical need.

Extended / additional skilled nursing Longer or more frequent licensed nursing coverage 
when the patient's ordered care or condition requires 
more clinical attention.

Frequency and duration are driven by 
the plan of care, assessment, scope and 
applicable law - not by marketing 
terminology.

Concierge coordination Transportation, lodging coordination, recovery 
supplies, garments, meal/hydration logistics and 
practical errands.

Hospitality and logistics surround the 
clinical plan; they do not substitute for 
healthcare or emergency services.

Caregiver and recovery-setting readiness
A caregiver should be evaluated for capability, not simply availability. The plan should consider whether the 
person can remain present for the expected period, assist safely with basic mobility and toileting, follow 
instructions, support the medication routine within their role, recognize concerning changes and know whom to 
call. The recovery environment should be reviewed for sleeping/reclining arrangements, bathroom access, stairs 
and fall hazards, lighting, hygiene, supplies, food and hydration, transportation and proximity to follow-up care.

Nevada operating context
CRP operates through a Nevada home-health framework. Nevada defines a home health aide as a nursing assistant, 
requires home-health orders to be specific about the level of care and service provided, and identifies skilled 
nursing and home health aide care, nutritional needs, permitted activity and dressings among items that may be 
included in the treatment record and orders. That local structure reinforces the importance of clear role 
descriptions and documented orders. Expansion into other states requires the same discipline against each 
jurisdiction's rules.[8]
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QUALITY & INDUSTRY PRIORITIES

A credible recovery brand can show how quality is 
managed.
Clinical quality should be operational, measurable and reviewable. The purpose is not to collect data for its own 
sake. It is to know whether handoffs are complete, the correct role is assigned, important changes are 
communicated, documentation is usable, the recovery environment supports the plan, and patients and referral 
partners experience consistent service.

A practical CRP quality dashboard
Measure What it tells leadership

Handoff completeness Were procedure details, orders, medication information, restrictions, surgeon contacts and follow-
up plans received before care began?

Medication reconciliation Was the postoperative medication picture clarified and documented at transition?

Staffing match Did the episode begin with the appropriate mix of skilled nursing, aide coverage and caregiver 
support?

Documentation timeliness Were assessments, aide observations, communications and changes recorded promptly and in the 
appropriate record?

Escalation events What triggered surgeon contact or emergency activation, and did the escalation pathway function 
as intended?

Care-plan changes How often did the service level or staffing pattern require adjustment after care began, and why?

Patient / caregiver experience Were expectations, education, privacy, cultural preferences and support needs addressed clearly?

Referral-partner experience Do surgeons and surgical centers view CRP as responsive, clinically useful and easy to work with?

Nationwide focus areas for post-op cosmetic recovery
1. Use consistent terminology for skilled nursing, home health aide support, caregiver-supported recovery, continuous coverage 

and concierge services.

2. Make credentials, supervision and scope boundaries visible to patients and referral partners.

3. Adopt a minimum postoperative handoff dataset for patients transitioning into home, hotel or private-residence recovery.

4. Build destination-patient continuity into the plan before surgery, not after the patient has traveled.

5. Strengthen medication reconciliation and infection-prevention discipline wherever healthcare is delivered.

6. Measure quality with process, communication and experience data rather than testimonials alone.

7. Use state-by-state compliance architecture as the company expands, including licensure, aide definitions, delegation, 
documentation and facility terminology.

What top-tier should mean
Not more luxury language. More clarity: who is responsible, what is monitored, what is documented, how the surgeon 
stays connected, what the aide or caregiver is expected to do, and what happens when the patient needs a higher level 
of care.
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CONCLUSION

The surgery ends. The recovery standard should 
continue.
Cosmetic surgery recovery is an increasingly visible part of the patient journey. The industry does not need one 
universal protocol, and it should not blur the responsibilities of the surgeon, nurse, home health aide, family 
caregiver and concierge team. It needs a more reliable way to carry the surgeon-directed plan from discharge into 
the setting where the patient will actually recover.

Clinical Recovery Partners occupies that space by pairing appropriately licensed skilled nursing with 24-hour home 
health aide support when arranged, caregiver education, documented communication and escalation, and 
concierge coordination that makes the recovery environment more workable. The differentiator is not simply 
comfort. It is continuity - with the operating surgeon's plan remaining at the center.

Your plan. Our presence. Recovery, elevated.
Clinical Recovery Partners | A Boost Home Healthcare Company | clinicalrecoverypartners.com
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Advisory note
This whitepaper is an educational and operational framework. It does not establish a medical standard of care, replace individualized clinical 
judgment or surgeon orders, or provide legal advice. Clinical protocols, staffing, scope-of-practice language, home-health requirements, facility 
terminology, privacy practices and marketing claims should be validated against CRP's actual operations and the laws of each jurisdiction in 
which services are delivered.


