











& Vanderbilt University Medical Center
TEACHING RECORD
Subject: Adult Admission

T PR
Challenges: P=Patient pply) E:EZ TV
S=Spouse D:D : rat
1=Fear 10=Withdrawn M=Mother V:Vsrntjglri‘zsat[i)lr?n
2=Pain 11=Chemical F=Father W_—Written Information
3=Stress Depend O=0ther: =
4=Anxiety  12=Refusalof | Initial Teaching Teaching Reinforcement
5=Medication Teaching [Level of ” > ” = = ” " = 5
6=Physical 13=NONE Participation: o c % _8 o 8 % % 8 GE’ <)) 8 _5 8 £ <
Limitation  14=Other: A=Active S |E | ¢ = |8 | & |2 2|5 |E 23|88 |= - =
7=Comatose PC=Poor o |la |2 S| = % SEla T |2 2|5 2=
— - . N IS © = | »n o I © S |lom |2
8=Confused Concentration & A l< £l &) als € |3
9=Cognitive (See Narrative o o c © g c
Impariment Note) S 2
U=Unavailable S S
_ _ 13 @
Teaching Content & Learning Goals £ k=
1. VUMC Orientation (visiting, parking, dining,
lodging, family waiting, support services
available)
2. Room Orientation: (room number, phone 1,2
number, nurse call system, bed controls, bed
controls, bathroom, TV, EZTV)
3. Safety Orientation (staff identification, patient 1
identification, no smoking policy, handwashing,
activity restrictions, bedrails, falls prevention,
clinical alarms)
4. Plan of care (care toutines, event timelines,
anticipated progress)
5. Symptom Relief (pain, nausea, constipation, etc)
6. Patient/Family received written discharge
instructions and indicate understanding.
Resources Resources Signature Init Signature Init
1 |Pt. info & admission pack 7
2 |EZTV guide 8
3 |Drug Sheets 9
4 10
5 11
6 12
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Date/Time
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DVanderbilt Ve eSi enter

DATE: Weight: kg /b
Pathway: 4th FI RW Med-Surg ICU Day:
Phase: Postop Day:
RN Pathway Review:

(time / initials) /

Charting Codes:
Initials / Checkmark = Expected results
* = See Note or Comment + = Present/On - = Absent/ Off

GOALS:

See pathway for diagnosis specific and individualized goals

Notes (initial each entry)

Full Signature / Title Init Procedures Alarm Limits Low / High Low / High

EKG

ArtLine

NBP

Sa02

~ |||~
~ |||~

ICP

Time / Initials

Revised 8/2005 Permanent Chart Document Page 1




DATE:

07

08

09

10 11 12

13

14

15

16 17

18

Temp (O-R-A-C)

HR

Rhythm

NBP: systolic

diastolic

ABP: systolic

diastolic

MAP

PAP sys/dias/mean

PaOP (balloon vol)

CVP /| REF

SVR(l) / PVR())

CO/CI

0O—-—=<>»r2zZ2<00=ZmMmI

ICP / CPP

Rad/DP/PT R

Rad/DP/PT L

Lung Sounds R

Lung Sounds L

Secretions

SA02 / Svo2

FiO2

Rate Mech / Spon

Mode

TV Mech / Spon

<2XWV>»Z0=LZrrCo

PIP

PS / PEEP / CPAP

RASS Score

Pupil size R/ L

Pupil Reaction R/ L

Eyes Opening

oxmcmz

Verbal / Motor Resp

Strength UE R/L

StrengthLE R/L

Hourly IV

mX>»-H2Z —

CUM IV

PO

TF

CUM Total Intake

IV site check

Urine hourly

Urine CUM

BM

—cCcUuv4H4coO

CUM Total Output

Residuals

INITIALS
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DATE:

19

20

21

22 23 24

01

02

03

04

05

06

Temp (O-R-A-C)

0O~-Z>»z2<00LmMmIT

HR

Rhythm

NBP: systolic

diastolic

ABP: systolic

diastolic

MAP

PAP sys/dias/mean

PaOP (balloon vol)

CVP /| REF

SVR(l) / PVR())

CO/CI

ICP / CPP

Rad/DP/PT R

Rad/DP/PT L

<XTVPZ0Zr-CD

Lung Sounds R

Lung Sounds L

Secretions

SA02 / Svo2

FiO2

Rate Mech / Spon

Mode

TV Mech / Spon

PIP

PS / PEEP / CPAP

oxmcmz

RASS Score

Pupil size R/ L

Pupil Reaction R/ L

Eyes Opening

Verbal / Motor Resp

Strength UE R/L

StrengthLE R/L

Hourly IV

CUM IV

PO

TF

CUM Total Intake

IV site check

H—cCcUv-H4CoO

Urine hourly

Urine CUM

BM

CUM Total Output

Residuals

INITIALS
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DVanderbilt

University
Medical Center

Date:

Full Signature / Title

Init

Full Signature / Title

Init

VASCULAR ACCESS:

FLUSH CODES: S = NS

H = Heparinized NS

Revised 8/2005

CATHETER INSERT | 2| FLUSH  (time/ 2| FLUSH  (time/ DSG CHG | TUBE CHG
TYPE LOCATION paTe | €| fush code siniy COMMENTS S| fiush code /init) COMMENTS time /init | time /it
Q. (o}
PATENCY CODES: 4 = Brisk blood return, no resistance to flush 3 = Sluggish blood return, no resistance to flush 2 = No blood return, no resistance to flush
1 = No blood return, resistance to flush (comment required) 0 = No blood return, unable to flush (comment required)
DRAINTTUBE) 5cation ACTION DRAINAGE SITE CONDITION COMMENTS fime / DRESSING CHANGE
TYPE Init time / init
Notify HO: See COS for parameters
Bath
Mouthcare
Peri / Catheter Care
ACTIVITY
Bedrest
OOB to
Ambulate
NUTRITION: (Amt / Time / Initials) Breakfast Snack Lunch Snack Dinner Snack
Permanent Chart Document Page 4




CRITICAL CARE ASSESSMENT

Date Full Signature / Title Time Init
CARDIOVASCULAR STANDARD MET , EXCEPT AS NOTED,

AFEBRILE abntemp HR 50-100 BPM abnrate APICAL = PERIPHERAL PULSE REGULAR NSR S1, S2 s3 s4 murmur  rub click abn rhythm
C|sBP90-140, DBP 60 - 90 bp abn PERIPHERAL PULSES EQUAL, NML INTENSITY BILAT (+3) pulses abnl CAPILLARY REFILL <3SEC sec
VINo JvD jvd @ elevation NO EDEMA  edema:(location/scale) NO CALF TENDERNESS calf tenderness R/L

Comments:

PULMONARY STANDARD MET , EXCEPT AS NOTED

RESPIRATIONS REGULAR, UNLABORED, 10-20/MIN AT REST irregular shallow apnea bradypnea tachypnea labored doe
P [CHEST EXPANSION EQUAL BILAT asymmetric TRACHEA MIDLINE deviated R/L NAILBEDS & MUCOUS MEMBRANES PINK  pale dusky blue
U [LUNG SOUNDS CLEAR BILAT absentR / L__ diminished R/L____ finecrackles R/L___ coarse cracklesR/L___ rhonchiR/L____ wheezesR/L____
L |SECRETIONS CLEAR-WHITE, THIN yellow tan brown blood-streaked bloody frothy thick scant moderate copious
M|IF: ARTIFICIAL AIRWAY: trach ETT Other Size Position

Comments:

N NEUROMUSCULAR STANDARD MET. , EXCEPT AS NOTED
E RASS: ALERT,CALM =0 combative = 4 very agitated = 3 agitated = 2 restless=1  drowsy =-1 light sedation = -2 mod sedation = -3
U deep sedation =-4  unarousable = -5 Glascow Coma Scale: OPENS EYES SPONTANEOUSLY =4 to speech =3 to pain = 2 no response = 1
R closed by swelling=c VERBAL RESPONSE: ORIENTED X3 WHEN AWAKE, CLEAR SPEECH =5 confused =4  inappropriate =3  incomprehensible = 2
o [none =1 MOTOR RESPONSE: FOLLOWS COMMANDS, MOVES ALL EXTREMITIES SPONTANEOUSLY =6 localized pain =5 withdraws from pain = 4
M flexor to pain = 3 extension to pain = 2 flaccid =1 NML EXTREMITY STRENGTH WITH VOLUNTARY MOVEMENT x4 =5
U min weakness=4 RU /LU/ RL/LL lifts against resistance=3 RU /LU/ RL/LL lifts against gravity =2 RU /LU/ RL/LL
s slight muscle contraction =1 RU /LU/ RL/LL none =0 RU /LU/ RL/LL nottested=NT RU /LU/ RL/LL generalized weakness = gen
c Comments:
GASTROINTESTINAL STANDARD MET. , EXCEPT AS NOTED

ABDOMEN SOFT, NON-TENDER  firm rounded distended tender BOWEL SOUNDS PRESENT IN ALL QUADRANTS
G |absent hypoactive hyperactive ELIMINATION CONTINENT incontintnt diarrhea constipation
| |TOL PRESCRIBED DIET nausea vomiting no enteral feeds IF CHEMO: MUCOSITIS SCALE SCORE =0. Score

Comments:

GENITOURINARY  STANDARD MET , EXCEPT AS NOTED

VOIDING W/O DIFFICULTY, CONTINENT OR INDWELLING URINARY DEVICE PATENT & DRAINING incontinent 1 & O cath diversion / ostomy
G IF: Urinary Drainage Device: type: size: UOP>0.5 ML/KG/HR anuric oliguric polyuric
U URINE CLEAR, COLOR STRAW - AMBER cloudy sediment  bloody dilute  concentrated unusual odor.

Comments:

INTEGUMENT STANDARD MET. , EXCEPT AS NOTED

BRADEN SKIN RISK SCORE GREATER THAN OR EQUAL TO 17. Score = SKIN WARM & DRY WITHOUT REDNESS, IRRITATION, OR

BREAKDOWN hot cool cold clammy diaphoretic  COLOR NORMAL FOR ETHNICITY pale flushed dusky  cyanotic
I' [jaundice petechiae rash TURGOR ELASTIC decreased elasticity ~ non-tenting tenting BED IN PREVENTION MODE specialty bed -
N |see treatments Comments:

E IF: (Circle one) Incision, Ostomy , Partial Thickness Abrasion / Burn. If more than 2 wounds, pressure ulcer or complex wound See Complex Wound Form
G Site (1): Dressing Closure, HEALING W/O INCIDENT

U SURROUNDING SKIN WNL: ecchymosis erythema excoriation maceration Other:

M IF DRAINAGE: Amount:  scant moderate copious  Color:  serous / sanguinous purulent Odor: Describe

E Comments:

N |IF: (Circle one) Incision, Ostomy , Partial Thickness Abrasion / Burn. If more than 2 wounds, pressure ulcer or complex wound See Complex Wound Form
T |Site (2): Dressing Closure, HEALING W/O INCIDENT

SURROUNDING SKIN WNL: ecchymosis erythema excoriation maceration Other:

IF DRAINAGE: Amount:  scant moderate copious  Color:  serous / sanguinous purulent Odor: Describe

Comments:

PSYCHOSOCIAL  STANDARD MET , EXCEPT AS NOTED
p |PATIENT / FAMILY AFFECT & EMOTIONAL STATUS CONSISTENT WITH SITUATION & STAGE OF DISEASE distracted / withdrawn Pt/fam disordered
g [thoughts Pt/fam  agitated Pt/fam threatening/violent Pt/fam  other (see Note) PATIENT/FAMILY IDENTIFY A SUPPORT SYSTEM  cannot identify
v [need assistance to identify  see notes/ consult IF INDICATED: FAMILY / SIGNIFICANT OTHER PRESENT & ATTENTIVE present, but inattentive  patient alone
Comments:
INTERVENTIONS FOR PAIN PROVIDE ADEQUATE RELIEF, NO NONVERBAL OR PHYSIOLOGIC INDICATIORS OF UNCONTROLLED PAIN.
PAIN / RELIEF SCALE: No Pain=0 Worst Pain =10 Resting, No nonverbal or physiologic signs of pain = R sleeping =S

NONVERBAL INDICATORS: moans=A groans=B grunts=C cries=D gasps=E sighs=F facial grimace=G winces=H teeth clenched =J
c braces =K guarding=L restless=M irritable=N anxious =P inattentive =Q withdrawn=T
o PHYSIOLOGIC INDICATORS: tachycardia=U increased bp =V tachypnea =W dilated pupils = X vasoconstriction =Y  diaphoresis = Z
M INTERVENTIONS: See MAR analgesia=1 repositioning = 2 relaxation =3 distraction =4  environment modified =5 other =6
F Time Site Score/Indicators Interventions, Post Time, Relief Init
CR) Time Site Score/Indicators Interventions, Post Time, Relief Init
T Time Site Score/Indicators Interventions, Post Time, Relief Init

Time Site Score/Indicators Interventions, Post Time, Relief Init

Time Site Score/Indicators Interventions, Post Time, Relief Init

Time Site Score/Indicators Interventions, Post Time, Relief Init
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CRITICAL CARE ASSESSMENT

Date Full Signature / Title Time Init
CARDIOVASCULAR STANDARD MET, , EXCEPT AS NOTED,

AFEBRILE abntemp HR 50-100 BPM abnrate APICAL = PERIPHERAL PULSE REGULAR NSR S1, S2 s3 s4 murmur  rub click abn rhythm
Clsep 90 - 140, DBP 60-90 bpabn PERIPHERAL PULSES EQUAL, NML INTENSITY BILAT (+3) pulses abnl CAPILLARY REFILL <3SEC sec
VINo JvD jvd @ elevation NO EDEMA  edema:(location/scale) NO CALF TENDERNESS calf tenderness R/L

Comments:

PULMONARY STANDARD MET. , EXCEPT AS NOTED

RESPIRATIONS REGULAR, UNLABORED, 10-20/MIN AT REST irregular shallow apnea bradypnea tachypnea labored doe
P |CHEST EXPANSION EQUAL BILAT asymmetric TRACHEA MIDLINE deviated R/L  NAILBEDS & MUCOUS MEMBRANES PINK  pale dusky blue
U [LUNG SOUNDS CLEAR BILAT absentR /L _ diminished R/L____ finecrackles R/L___ coarsecracklesR/L___ rhonchiR/L___ wheezesR/L____
L [SECRETIONS CLEAR-WHITE, THIN yellow tan brown blood-streaked bloody frothy thick scant moderate copious
M(iF: ARTIFICIAL AIRWAY: trach ETT Other Size Position

Comments:

N NEUROMUSCULAR STANDARD MET , EXCEPT AS NOTED,
E RASS: ALERT,CALM =0 combative = 4 very agitated = 3 agitated = 2 restless=1  drowsy =-1 light sedation = -2 mod sedation = -3
U deep sedation =-4  unarousable = -5 Glascow Coma Scale: OPENS EYES SPONTANEOUSLY =4 to speech =3 to pain =2 no response = 1
R closed by swelling=c  VERBAL RESPONSE: ORIENTED X3 WHEN AWAKE, CLEAR SPEECH =5 confused =4  inappropriate =3  incomprehensible = 2
o |none = 1 MOTOR RESPONSE: FOLLOWS COMMANDS, MOVES ALL EXTREMITIES SPONTANEOUSLY =6 localized pain =5 withdraws from pain = 4
M flexor to pain =3 extension to pain = 2 flaccid =1 NML EXTREMITY STRENGTH WITH VOLUNTARY MOVEMENT x 4 =5
U min weakness=4 RU /LU/ RL/LL lifts against resistance =3 RU /LU/ RL/LL lifts against gravity =2 RU /LU/ RL/LL
s slight muscle contraction =1 RU /LU/ RL/LL none =0 RU /LU/ RL/LL nottested =NT RU /LU/ RL/LL generalized weakness = gen
c Comments:
GASTROINTESTINAL STANDARD MET , EXCEPT AS NOTED,

ABDOMEN SOFT, NON-TENDER  firm rounded distended tender BOWEL SOUNDS PRESENT IN ALL QUADRANTS
G |absent hypoactive hyperactive ELIMINATION CONTINENT incontintnt diarrhea constipation
| |TOL PRESCRIBED DIET nausea vomiting no enteral feeds IF CHEMO: MUCOSITIS SCALE SCORE =0. Score

Comments:

GENITOURINARY STANDARD MET , EXCEPT AS NOTED

VOIDING W/O DIFFICULTY, CONTINENT OR INDWELLING URINARY DEVICE PATENT & DRAINING incontinent 1 & O cath diversion / ostomy
S IF: Urinary Drainage Device: type: size: UOP>0.5 ML/KG/HR anuric oliguric polyuric

URINE CLEAR, COLOR STRAW - AMBER cloudy sediment  bloody dilute  concentrated unusual odor

Comments:

INTEGUMENT STANDARD MET , EXCEPT AS NOTED

BRADEN SKIN RISK SCORE GREATER THAN OR EQUAL TO 17. Score = SKIN WARM & DRY WITHOUT REDNESS, IRRITATION, OR

BREAKDOWN hot cool cold clammy diaphoretic COLOR NORMAL FOR ETHNICITY pale flushed dusky  cyanotic
I ljaundice petechiae rash TURGOR ELASTIC decreased elasticity ~ non-tenting tenting BED IN PREVENTION MODE specialty bed -
N |see treatments Comments:

-Er IF: (Circle one) Incision, Ostomy , Partial Thickness Abrasion / Burn. If more than 2 wounds, pressure ulcer or complex wound See Complex Wound Form
G Site (1): Dressing Closure HEALING W/O INCIDENT

U SURROUNDING SKIN WNL: ecchymosis erythema excoriation maceration Other:

M IF DRAINAGE: Amount:  scant moderate copious Color:  serous / sanguinous purulent Odor: Describe

£ Comments:

N [IF: (Circle one) Incision, Ostomy , Partial Thickness Abrasion / Burn. If more than 2 wounds, pressure ulcer or complex wound See Complex Wound Form
T [Site (1): Dressing Closure HEALING W/O INCIDENT

SURROUNDING SKIN WNL: ecchymosis erythema excoriation maceration Other:

IF DRAINAGE: Amount:  scant moderate copious Color:  serous / sanguinous purulent Odor: Describe

Comments:

PSYCHOSOCIAL  STANDARD MET , EXCEPT AS NOTED
p |PATIENT / FAMILY AFFECT & EMOTIONAL STATUS CONSISTENT WITH SITUATION & STAGE OF DISEASE distracted / withdrawn Pt/fam disordered
s |thoughts Pt/fam  agitated Pt/fam  threatening/violent Pt/fam  other (see Note) PATIENT/FAMILY IDENTIFY A SUPPORT SYSTEM  cannot identify
v |need assistance to identify  see notes / consult IF INDICATED: FAMILY / SIGNIFICANT OTHER PRESENT & ATTENTIVE present, but inattentive  patient alone
Comments:
INTERVENTIONS FOR PAIN PROVIDE ADEQUATE RELIEF, NO NONVERBAL OR PHYSIOLOGIC INDICATIORS OF UNCONTROLLED PAIN.
PAIN / RELIEF SCALE: No Pain =0 Worst Pain =10 Resting, No nonverbal or physiologic signs of pain = R sleeping =S

NONVERBAL INDICATORS: moans=A groans=B grunts=C cries=D gasps=E sighs=F facial grimace=G winces=H teeth clenched =J
c braces =K guarding=L restless=M irritable =N anxious =P inattentive =Q withdrawn =T
O PHYSIOLOGIC INDICATORS: tachycardia=U increased bp =V tachypnea =W dilated pupils = X vasoconstriction =Y  diaphoresis = Z
M INTERVENTIONS: See MAR analgesia=1 repositioning = 2 relaxation = 3 distraction =4  environment modified =5 other =6
('; Time Site Score/Indicators Interventions Post Time Relief Init
R Time Site Score/Indicators Interventions Post Time Relief Init
T Time Site Score/Indicators Interventions Post Time Relief Init

Time Site Score/Indicators Interventions Post Time Relief Init

Time Site Score/Indicators Interventions Post Time Relief Init

Time Site Score/Indicators Interventions Post Time Relief Init
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