
Scenario SPD-003.  Nurse on Medical/Surgical Ward with Perform Documentation Privileges

The Nurse working the Medical/Surgical Ward reports to her shift and sees her patient assignments.  The Nurse also receives report from the Nurse leaving the shift for each of her assigned patients.  The Nurse logs onto the facility’s Electronic Health Record (EHR) to review each patient’s medical record, to include the medical history, diagnosis, laboratory results, radiology reports, current medications and current treatments.  The Nurse prints the nursing tasks and medications to be administered for each assigned patient.  The Nurse accesses the Medication cart and obtains the medications necessary for Mrs. Patient at this time interval.

The Nurse begins his/her rounds for an initial assessment of the patients.  The Nurse enters the room of 88-year-old Mrs. Patient, who is two days post-op the removal of her right kidney and exchanges introductions.  Mrs. Patient is awake and lying supine in the hospital bed with bedrails in the raised and locked position.  The Nurse checks the patient ID band while asking how Mrs. Patient is feeling, asking if she is in any discomfort.
Mrs. Patient just received an injection for pain from the Nurse working the previous shift and has no complaints of pain at present.  The Nurse also assesses if Mrs. Patient is oriented to person, place, and time.  Mrs. Patient is alert and aware of the date, her name, and her surroundings.

Mrs. Patient is receiving oxygen via nasal cannula at 1 liter/hour and the Nurse has an order from the Physician to discontinue the oxygen.  The Nurse removes the nasal cannula and closes the oxygen valve.  The Nurse takes the patient’s vital signs and observes the patient’s lung sounds, bowel sounds, pedal pulses, and skin turgor.  The Nurse gently dorsiflexes each foot to assess for the presence of Homan’s Sign (which would indicate thrombophlebitis).  Mrs. Patient displays no calf pain, which indicates a negative Homan’s Sign.

The Nurse observes the bag of IV of Ringers Lactate that is still ¾ full and infusing at a rate of 60 ml/hour and assesses the site for signs of infection or infiltration.  The IV appears to be infusing without any complications so the Nurse hangs the IV piggy-back antibiotic that was ordered and observes Mrs. Patient for a negative reaction while giving Mrs. Patient the incentive spirometer, instructing her to inhale in order to make the ball reach and hover at its mark and allowing Mrs. Patient’s lungs to expand as a precautionary measure to prevent pneumonia from occurring.  The Nurse instructs Mrs. Patient to repeat this exercise ten times.

The Nurse removes the bandages that cover the surgical incision, assesses the surgical site for signs of redness and swelling, cleanses the wound, and redresses the wound with new 4x4 bandages.

Mrs. Patient also has an indwelling Foley catheter and is thus on Intake and Output.  The Nurse empties the drainage bag, observing its color and measuring the amount of urine.

Because the patient is also an Insulin-dependant diabetic, the Nurse wipes Mrs. Patient’s index finger with an alcohol swab, pricks the finger with a sterile lancet, places a drop of blood on a test strip, and inserts the strip in the glucose meter.  The blood sugar level is within normal levels, so insulin is not needed at this time.

The Nurse repositions the patient, reminds Mrs. Patient of her phone number and of the call button, says that her meal tray will be arriving shortly, and leaves the room.

The Nurse accesses the EHR for Mrs. Patient and records his/her nursing observations, vital signs, I&O, discontinuation of oxygen, and that patient education was provided regarding the use of the incentive spirometer and call light.  The Nurse records the Point of Care blood glucose value <<PPD-023 New Point of Care Testing Results >>, signs the test result <<PPD-024 Edit/Addend/Sign Point of Care Testing Results>>, and also updates the existing Nursing Care Plan for Mrs. Patient.  The Nurse accesses the M.A.R. and indicates the medication that was administered to Mrs. Patient <<PPD-046 Record Medication Administration Record (M.A.R.)>>.
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