ASSESSMENT: (Med/Surg Q Shift and PRN; Stepdown 0 4 hr and PRN): DATE ROOM #

Tha baseline admission physical is performed br RN and must be thorough. The Skin Risk Assessments is done on admission and dally on day shift. The Fall Risk Assessment Is done on admission
shift and on 7a/p and 7p/a shift. A check ( »= ) Indicates agreement with normal findings. An *** indicates an abnormal finding and a narrative is required. Use Number 1-8 to designate system.

1. NEUROLOGIC / MUSCULAR-SKELETAL:
Alert, Oriented to Person, Place, Time & Situation. R ds appropriately tn varbal stimulus: TIME SYSTEM #, NARRATIVE, INIT!ALS’ SIGNATURE
Follows commands, Speech Clear, Face Symmetrical, Eyes Clear, Pupils equal, reactive to light; 3
Hand grasps equal, Balance Good and Gait Steady; ROM intact and full (no defictts)
0800 1200 1600 2000 2400 0400
2. CARDIO & PERIPHERAL VASCULAR:
Skin warm and dry; No discoloration or palior; Pulsas palpable & within normal range;
BP within normal imits; Nail beds pink; llary refill Is brisk (< 3 sec.);
Absence of lacial, sacral and extremity edema or swelling; No calf pain, redness or
sweliing; Negative Homan's Sign
0800 1200 1600 2000 2400 0400
3. RESPIRATORY:
Respirations 12-20/min., regular depth, non-labored. Lungs clear upan ausclitation; S
No S0B or dyspnea upon exertion or rest. Denies cough.
0800 1200 1600 2000 2400 0400
4. GI/GU:
Abdomen is 50fL. not distended; non tender; Denies nausea, vomiting, diarrhea or constipation.
Bowel sounds present. Voiding urine without problems. No complaints of urinary urgency,
frequency. buming. If seen, unne amber/yeliow. No evidence of vaginal/penile discharge, odor or = —_—
e 0800 1200 1600 2000 2400 0400
5. SKIN: .
Mueaus mambranes pink and moist: Good tur?ur and elasticity.
Color WNL for person; Absence of rashes, bruises, skin tears, hlisters and
pressure ulcers, TJ See Altered Skin Integrity Form
0800 1200 1600 2000 2400 0400
,'%m all types af pain (chest, headache, [alnt). If patient ha
3 ac ; nt has pain,
record intensily tmfmum. uality, étc. (May refer to "Pain Flow-Sheet'
for intervention r&assessmallsl.;l
0800 1200 1600 2000 2400 0400
7. PSYCHOLOGICAL: -
Patient Is calm; affect appropriate to situation; No signs of depression;
appears o ba coping well with diagnosis/hospitalization.
0800 1200 1600 2000 2400 0400
B. IV ASSESSMENT. ] No IV Catheter Present DIVpurnp
Sites healthy - i.e. without redness, swelling, leaking, or pain,
Dressing intact and within current dale, per policy.
Insertion Catheter ; Dressing Insertion Catheter Dressing Insertion Catheter Dressin
Nits Type Ste Galge | Changed Dale Type Ste | Gaug | Ghanged ||  Date Type st | Gage | gEA |
Sita Chacks Dﬂ 12 16 20 24 04 Site Checks o8 12 16 20 4 | o Site Checks 08 12 16 20 24 04
v Il healthy v If healthy « If haalthy
Site: FA =Forearm J =Jugular R=Right Catheter Type TL =Triple Lumen D =Dialysis Catheter  E=Epidural
H=Hand AC=Antecubital S=Subclavian |L=Left SL =Saline Lock  PICC IP =Implanted Port HC=Hickman
W=Wrist UA=Upper Arm  F=Femoral PIV=Peripheral VG =Groshong SC=SLICC
Shift: PRINT name: Signature / Initials: RN JLPN JPCT
Shift: PRINT name: Signature / Initials: RN CJLPN JPCT
Shift; PRINT name: _ Signalure / Initials: FIBRN JLPN JPCT
Shift: PRINT name: Signature / Initials: RN JLPN [IPCT
Shift; PRINT name: Signature / Initials: CJRN [JLPN (JPCT
@ Holy Cross
Hospital
PATIENT LABEL
B s MED-SURG/STEP-DOWN
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LASGOW NEURO SCALE PUPILS KEY PERIPHERAL PULSES KEY |CMS KEY

RB = Reacts Briskly (For orthopedic or peripheral
EYES VERBAL MOTOR R = Reactive vascular conditions) v = color, movement and re-
|4 = Spontaneous 5 = Oriented 6 = Obeys commands RS = Reacts Sluggishly rted sensation to extremity
3 = Opens eyes lo speech 4 = Confused 5 = Localizes Pain F = Fixed/Non-Reactive |0 = Absent Psomtacl
2 = Opens eyes to pain 3 = Inappropriate 4 = Withdraws from Pain 1 = Weak
1 = Remains Closed 2 = Sounds Only 3 = Flexion 2 = Normal * =abnormal finding- docu-
1 = No verbal response 2 = Extension 3 = Bounding ment in Nursing Notes
1 = No motor response DP = Doppler Obtained
13 BLOOD HEART RATE T R GLASGOW | PUPILS | PERIPHERAL CM LABS
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Document Vital Signs (temp, blood pressure, heart rate, respirations) on Graphic Record

Pl.lpil Describe changes in neurological
mm status and action taken in Nursing
Gauge Progress Record.



IV AND FLUSH SOLUTIONS
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Date:

Time of Assessment:

Admission Braden Score:

Previous Day Braden Score:

(To be done on Admission & Daily on Day Shift)

BRADEN SKIN-RISK ASSESSMENT souRce: Barbara Braden and Nancy Bargstram. Copyright, 1988, Raprinted with permission

(Night shift to carry-over)

Sub-Score

body position

position without assistance.

position but unable to make
frequent or significant
changes independently.

position independently.

Senso 1. Completely limited: 2. Very limited: Responds | 3. Slightly limited: Responds|4. No impairment:
Perception Unresponsive (does not moan, | only to painful stimuli. to verbal commands but Responds to verbal
Ability to flinch, or grasp) to painful Cannot communicate cannot always communicate | commands. Has no
respond stimuli, due to diminished level | discomfort except by discomtort or need to be sensory deficit would
meaningfully to | f consciousness or sedation, | moaning or restlessness, turned. would limit ability to feel
pressure-related OR OR or voice pain or
discomfort Limited ability to feel pain over |Has a sensory impairment Has some sensory discomfort.
most of body surface. which limits the ability to feel | impairment which limits ability
pain or discomfort over ' of | to feel pain or discomfort in 1
body. or 2 extremities.
Moisture 1. Constantly moist: Skinis | 2. Very moist: Skin is often | 3. Occasionally moist: Skin | 4. Rarely moist: Skin
Degree to which | kept moist almost constantly bul not always moist. Linen | is occasionally moist, is usually dry; linen
skin is exposed | by perspiration, urine, etc. must be changed at least requiring an extra linen requires changing only
to moisture Dampness is detected every once a shift. change approximately once | at routine intervals.
time patient is moved or a day.
turned.
Acﬂvlty 1. Bedfast: Confined to bed. | 2. Chairfast: Ability to walk | 3. Walks occasionally: 4. Walks frequently:
Degree of severely limited or non- Walks occasionally during Walks oulside the room
physical activity existent. Cannot bear own | day but for very short at least twice a day and
weight and/or must be distances, with or without inside room at least
assisted into chair or assistance. Spends majority | once every 2 hours
wheelchalir. of each shift in bed or chair. | during waking hours.
Mob]llty 1. Completely Immabile: 2. Very limited: Makes 3. Slightly limited: Makes | 4. No limitations:
Ability to change | Does not make even slight occasional slight changes frequent though slight Makes major and
and control changes in body or extremity | in body and extremity changes in body extremity frequent changes in

position without
assistance.

Nutrition 1. Very poor: Never eats a 2. Probably Inadequate: 3. Adequate: Eats over half |4. Excellent: Eats
Usual food complete meal. Rarely eats Rarely eats a complete meal | of most meals. Eats a total of | most of every meal.
intake pattern more than 1/3 of any food and generally eats only 4 servings of protein (meat, | Never refuses a meal.
offered. Eats 2 servings or less | about % of any food offered. | dairy products) each day. Usually eats a fotal of 4
of protein (meat or dairy Protein intake includes only | Occasionally will refuse a or more servings of
products) per day. Takes fluids | 3 servings of meat or dairy | meal, but will usually take a | meat and dairy
poorly. Does not take a liquid | producls per day. supplement of offered, products. Occasionally
dietary supplement, Occasionally will take a OR eats between meals.
OR dietary supplement, Is on a tube feeding or TPN® | Does not require
Is NPO' and/or maintained on OR regimen, which probably supplementation.
clear liquids or IV? for more Receives less than optimum | meets most of nutritional
than 5 days. amount of liguid diet or needs.
tube feeding.
Friction 1. Problem: Requires 2. Potential problem: 3. No apparent problem:
and Shear moderate to maximum Moves feebly or requires Moves in bed and in chair
assistance in moving. minimum assistance. During | independently and has
Complete lifting without sliding | a move, skin probably slides | sufficient muscle strength to
against sheets is impossible. to some extent against lift up completely during
Frequent slides down in bed or | sheets, chair, restraints, or | move. Maintains good
chair, requiring frequent other devices. Maintains position in bed or chair at all
repositioning with maximum relatively good position in times.
assistance. Spasticity, chair or bed most of the
contractures, or agitation leads | time but occasionally slides
to almost constant friction. down.
of i TOTAL SCORE:

Dlabetes, PVD Flenal Dlsaase or Dlalys!s- Slgnlﬂcant Thinness or Obesﬂy, Edema

(J HIGH RISK (6-12) (J AT RISK (13-18) (] LOW RISK (19-23)

Patients with total score of 18 or less are considered to be at risk for developing pressure ulcers, Interventions are indicated.
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PRESSURE ULCER PREVENTION & INTERVENTIONS

Subscale scores of 1-2 in “Nutrition” and “Friction Shear” and subscale scores of 1-3 in any other
subscale (regardless of Total Score) requires implementation of interventions that address the
issue.

=4 3 / - INITIALS
Initial all interventions completed or implemented: 7A-P 7P-A
[ PRESSURE REDUCTION INTERVENTIONS
Encourage / Turn and reposition at least every 2 hours ..........cccccoveveeiiieviicciennenne.

Use 30-degree side-lying to avoid direct pressure on hip / sacrum ............ccueee.....
Use of Waffle Bed Mattress (Hand Check done q shift) ..........ccccceocviiiniiiiinesiiinnennn
Use of dynamic (powered) overlay / replacement or specialty bed:
Type of bed:
Use of Waffle Seat Cushion when in Chair ............cccveveviiecciiceicececee e
Encourage to weight shift and lift buttock periodically when in chair ......................
Use:of hool:elevatorProgduct . he s 2. Ao n L AR S M K srsssnvoibvitasssviss
Use pillows or rolled blanket/towel to elevate heels off surface .............ccccouueeenne..
Use pillows to separate bony prominences such as knees & ankles......................
Check to see pt not lying on tubes, drains, catheters causing pressure ................
ACE wraps, AE hose and SCDs removed q shift for skin inspection ......................
] FRICTION / SHEAR PREVENTION
HOB no more than 30 degrees or lowest angle based on pt condition...................
Use lift sheet to'move patient up in bed................. v einniecrrcnstineinnesnsisssnessons
Use trapeze if patient can assist to lift up body to prevent skin drag ...........c.........
Protect elbows & heels if exposed to friction (heel & elbow protectors) ................
Use thin hydrocolloid or transparent dressing to shear prone areas ......................
Apply skin protectant to serve as “second” skin to heels, coccyx ..........ccccvvvrnenenn.
Apply padding to casts, splints & braces as applicable ............ccccocvveveiineiiienernnnne.
(J MOISTURE PREVENTION
Offer Toileting (bedpan, urinal) freqUEeNtlY ...............covviurireiiieiise s see e s sseerreeseees
Frequent check of linen for soiling with prompt changing of linen ..............c....c......
Use spray iNCONTINENCE CIBANSET ........ccoureeieeeiiieeriiiiiiesessssseessssssssssasssssessssesseesssons
Use protective moisture barrier cream and ointment (thick layer) .............cccccc.......
Use fecal collector for frequent or continuous, liquid stooling .........cccceeeeveveeeneene
Avoid diapers (they entrap moisture). If used, change when soiled.........................
Insert urine catheter if okay with physiCian ...,
ADPPIY . CONAOMN LINNG CaNBIBY &: st fivisnerss s isassssiisistimitss st bl sbaeTomee
] NUTRITION-RELATED INTERVENTIONS
Encolirage pationt 1o eat anth K ...l buescsiss i simvassssgsisiosiessisss
MEOTMOr TOBSI ARG .0 s oot omeedhe et anth s ama et san s e e S s s e RO TR
Notify Dietician to evaluate protein, calorie intake .............ccccovieiiiiviieeiieenniccneennens
Notify MD of poor intake (may benefit from supplements, vitamin, TPN)................
(] GENERAL CARE ISSUES
Avoid massaging reddened bony prominences (causes tissue injury) ..................
Avoid doughnut type devices (impairs capillary perfusion around area) ................

1 SKIN BREAKDOWN IS PRESENT. Refer to the Altered Skin Integrity Form.




FALL RISK ASSESSMENT

Admission Fall Score: Previous Day - Highest Fall Score:
Circle appropriate risk factors and add for TOTAL SCORE

N I TAC) ©7P
GENDER ALTERATION IN ELIMINATION
Female 0 0 Urgency, Freguency, Incontinence of ) 1
Male 1 1 Bowel or Bladder
Foley Removed (Within Last 24-Hours) 1 1
AGE > 65 | $28) Ta GAIT / TRANSFERS
No Problems 0 0
Weakness / Contact Guard / Supervision 1 1
HISTORY OF FALLS (ll'l Past Yaar) I 3 | 3 | Impaired Mod - Max Assist 2 2
MENTAL STATUS MEDICATIONS (Within Last 24-Hours)
Not Impaired (Uses Phone, Call Light) 0 0 Antl-Al]xiety A_gents . 1 1
. Poor Insight into Self-Care Abilities 2 2 Narcotics / Pain Medication 1 1
Impaired/Confused 3 3 Sleepers / Sedatives 1 1
TOTAL
SCORE
() AT RISK (greater than 6) (J LOW RISK (6 or less)
For Score > 6, Implement Fall Risk Protocol and ALL Interventions Below. (¢ )
Fall Prevention Interventions 7A [ BA | 9A [10A|11A|12P| 1P (2P | 3P | 4P | 5P | 6P [ 7P | 8P | 9P [10P[11P|12A] 1A [2A | 3A | 4A | HA

Q1 Hour Patient Checks

Bed in Low Position

Phone, Urinal, Call/TV Control Handy

Evaluate/Monitor Medication Effect

Elimination Assist Offered

Hydration Needs Attended

Safety Alarm On (if applicable)

PATIENT SAFETY ALTERNATIVES - (Check all that apply):
Alternatives/measures in use to prevent falls and injury:

M) Reality Orientation (7] Bed Alarm (7] Side Rails 7] Skin Sleeve (7] Conceal Tubes/Drains with Kerlix (7] Peek-a-Boo Mittens
7] Use Diversional Activities - Music, Puzzles 7] Frequent Rounds  [[] Re-Assess/Treat Pain [T Move Closer to Nursing Station
[ Assess Medication/Drug Interactions ) Sitter [T Involve Family/Significant Others to Sit/Stay with Patient
() Non-Skid Slippers ] Other:

PATIENT RESTRAINT APPLIED AS ALTERNATIVES ALONE ARE UNSUCCESSFUL
7] See Patient Restraint Monitoring Flowsheet




] BREAK LUNCH DINNER ﬂﬁ?: 1[:[;:
FL 7Y o Diet (Specify): — K-Pad/Warm Compress (Circle) Location:
RLONSUmOE [BDB0IY) - oot i aissitmisn Hot Ice Machine/Cold Compress (Circle) .......
Refused Tray () | Hypo/Hyperthermia Machine (Circle)
ACE wraps/Antiembolitic Hose-Knee/Thigh (Circle) ...
NPO or HOLD (o | Removed 20 min.for skin care....
(TA-TP) (7P-TA) : | Pneumatic Compression Boots........ ; i
T L P e TR e W L TNV L Ot | OVErNEEd TTBPBZE.........vvserirrnsesrsssnssresmrsssarssrisssssssssnsnssssssssrassssssssssss et
Set Up or Assist () .| Traction Type:
Complete Feed () ... A0 e | I, 1 T | Brace Type (Specify)
Tube Feeding Formula {Speu{y} 4 CPM / Skateboard (CIrCle) .....cuwsviwmmmmismmmmmsinisismiassssmsssisssssinssssssmsisasssas
Route: Nasogastric/Gastrostomy (Circle & (5#) oo, S| Abduction Sphnt........
Freq: Intermittent Bolus/Continuous (Clrgla) (mi/hr) = | Other Equipment (Specify)
i oA S et N 08/10]12|14|16|18]20| 22| 24| 02|04 |06
Tube Placement Verified (s) ... :
Tube Flushed: Freq. (Specity) Amt (Spacity) ' e | |t |Seieure Precautions
TPN/PPN (1 1t APHCADIE)....vvcovsverensisscsssssisasensrsasssenses | | Pren. (specify)
Supplaments - Document % of supplements consumed on MAR ... ;
Fluids forced (i) |
Fluids Restricted (1) (S8€ 1 & 0101 VOL) .uvuvvevcrrsresmeesserseseresssssmssesensssssmrenss
Indwelling Urethral Catheter (s=) il Other (Specify)
Other Urinary Catheter (Specify)
Catheter Care PROVIBRL (1) ........oo.ooooooocoemeeoreeeoecosrecceossesresessssreeonsrene —
| Ostomy Type (Specity): |18 Patient Education (If teaching not done, **" and record reason in notes.) | [Initial
| Ostomy ::ara_vaiuad P e | Instructed/Reinforced instruction to perform IS Q 1 hr W/A
Enama (Specity) | Patient understands that IS to be done @ 1 hr W/A
Results of Enema:
z;g; Patient can correctly perform IS (Note: call respiratory if pt cannot do IS well)
Urine i
iy { 8| Arowmaime [08[10][12]14] 16] 18] 20] 22 24] 02| 04] 06
BRIRIMIY - i satisiansmnbsis bR B S T S RS = E : Inspiratory
Wound Site (Specify) 3 - & | Volume (cc's)
Other (Specify) i |8
£ | # of Attempts
Clr - Claar B - Bile Green Sc - Scant
§5 - Serosanguineous P - Purulent MOD - Moderate Patient Position
Cq - Coffes Ground Bid - Blood Lg - Large i
Drain/Tube #1: &2 | Productive
o = | Cough (Y/N)
Drain/Tube #2: | Spumm Colar/
Amount
Type v
7 en | Position Calor Amounl
CRp e 2 = | H= High Fowlers Cl = clear SC = Secant
] Twee S = Seml Fowlers Y = yellow M = Moderate
= "y (5 T=tan L = Large
F *Ii Sile #1 (specify): % G = green
g G
g | i) TA-TP TP-7A
g" e e e o Y ST INITIAL THOSE THAT APPLY. iniial Initial
QI DN . e R S
E Sie #2 {sper!m o 2 | shower or Bath with Asslstanca (7 D ————
a Complete Bath .......
""" LN T T R S T S A P Cpp e .
ORI (). s S s s SsS e e | I
g:::r?;‘r’v?l:::cﬂuj? ; | Shave/ShampOO/NGIICIE (CITTIE) ..u.mverssrossmnssrnsss
Site #3 (speciy): | Change EKG electrodes/Check skin integrity q 24 (Circle) .............
| Bed restBRP only (Gircie)
Open to Air () e | | Range of Motion Freq. (Specify): 0°
Dressing Done (Time) €= | Chair with/without Assistance (Circle)
o CleanvVDry/MIBCL (M) ....cvovvrinrrsrsssmsrsrssssssssissssssssissssassssisersssss smasssssssnss Independent Ambulation
(=) 0810112114 {1618 [20/22|24|02 |04 Standby Assist/Contact Guard (Circk)...
::"“""" o Moderate/Maximum ASSISt (GITCIE) wvo...uvverevreseeeesscessseseeseressis [~
. s]zﬂ: :c'"““”"' Ambulatory Device Used (Specify):
il ol e | Weight Bearing Status (Specify):




