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Introduction

The Patient Assessment Documentation Package (PADP) Version 1.0 is a Veterans Health Information Systems and Technology Architecture (VistA) software application that enables Registered Nurses (RNs) to document, in a standardized format, patient care during an inpatient stay. Although the content is standardized for use across the VA system, some parameters can be set to support the unique processes at individual medical centers. 
PADP interfaces directly with several VistA applications, including Computerized Patient Record System (CPRS), Clinical Reminders, Consult Tracking, Allergy/Adverse Reaction Tracking, Mental Health Assistant, Vitals, and Patient Care Encounter (PCE). 

PADP is a Delphi application, which supports RNs in documenting patient care during an inpatient stay. It includes the following templates:  
· Admission – RN Assessment allows RNs to document the status of the patient at admission.

· Admission – Nursing Data Collection allows Licensed Practical Nurses (LPNs) and other nursing staff, including the RN, to enter basic patient data, such as vitals and belongings at the time of admission.

· RN Reassessment allows RNs to document the condition of the patient on a regular basis and any time during the inpatient stay. 
· Interdisciplinary Plan of Care interfaces with admission and reassessment data, and allows additional information to be entered by the RN and other health care personnel (physicians, social workers, chaplain, etc.). All clinical staff can enter information into the Plan of Care. The Plan of Care can be printed and given to the patient when appropriate.

PADP consists of a KIDS build, NUPA 1.0, and four (4) Delphi GUI templates in three executables. 
1. The executable, Admassess.exe, contains the Admission - RN Assessment template and the Admission - Nursing Data Collection template.
2. The executable, Admassess_Shift.exe, contains the RN Reassessment template.

3. The executable, Admassess_Careplan.exe, contains the Interdisciplinary Plan of Care template.

Each template is associated with a note. 
· The Admission - RN Assessment template is associated with the note: RN Admission Assessment 

· The Admission - Nursing Data Collection template is associated with the note: Nursing Admission Data Collection
· The RN Reassessment template  is associated with the note: RN Reassessment
· The Interdisciplinary Plan of Care template is associated with the note: Interdisciplinary Plan of Care
PADP adds to VistA, a new namespace (NUPA), four (4) Progress Notes, five (5) printouts, fourteen (14) files, thirty-six (36) parameters, and new health factors. The 5 printouts are:

4. The Daily Plan® is a health summary designed to be given to the patient and family

5. Plan of Care is a plan designed to guide the nursing staff

6. Discharge Plan is for discharge planners

7. Belongings is a list of patient belongings

8. Safe Patient Handling is designed to guide the transfer of a patient
Using the RN Reassessment
Registered Nurses (RNs) use the RN Reassessment template to document inpatient care in a standardized format at regular times and as needed. With the reassessment template, you collect information associated with new problems and with required physical assessment documentation, such as skin condition, respiratory, genitourinary, and gastrointestinal status. 
Opening RN Reassessment
You access the RN Reassessment through CPRS from the Tools menu.

9. Open CPRS.
10. Select a patient.
11. Click Tools.
12. Select RN Reassessment.
Enter a patient window automatically opens to the CPRS patient.
Note: You may have to re-enter your CPRS access and verify codes, depending on local site setup.
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Access through CPRS
No Previously Saved Information

The Enter a patient window displays.
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RN Reassessment, Enter a patient window with no previously saved information
13. Select an Assessment Type.
14. Click Start Note.
The reassessment template opens to the General Information tab for the CPRS patient.
Previously Entered Information Available for One Patient
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Patient selection window with previously entered information available for one patient

Restore Patient’s Data/No
If you previously entered data on one patient, you are prompted with: You have previously saved data on a note for patient <PADPPATIENT,ONE >
15. Select an Assessment Type.

16. Select No.
The patient’s information is deleted, but the Internal Entry Number (IEN) for the patient displays in the Enter a patient text box.

17. Click Start Note.
The template opens to the General Information tab and you can enter new data for that CPRS patient.

18. Optional: You can delete the IEN of that CPRS patient, enter the name of a different patient, and click Start Note.
Note: The Internal Entry Number (IEN) is a unique, computer-generated number that identifies a specific patient in your system. The IEN has no impact on the completed assessment, nor does it display again.
Restore Patient’s Data/Yes
If you previously entered data on one patient, you are prompted with: You have previously saved data on a note for patient <PADPPATIENT,ONE > m
19. Select an Assessment Type.

20. Select Yes.

21. Click Start Note.
The template opens General Information tab for the CPRS patient with the data restored.
Note: PADP does a search for previously entered assessments/reassessments within the last 12 hours.
Previously Entered Information Available for Two or More Patients

If you have previously stored data from more than one patient, you are asked if you want to view a list of those patients.
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Patient selection window with previously entered information available for more than one patient
View the Patients?/No

If you say No, the patient’s name displays in the Enter a patient text box as a number that identifies the CPRS patient.
22. Select Assessment Type.
23. Click Start Note. 

24. The template opens to the General Information tab.
View the Patients?/Yes

25. Select Yes.

26. Select an Assessment Type.
Patient Selection window displays with a list of patients with saved data.
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Patient SelectionList

Patient on the List

27. Select a name.

28. Click OK. 
The template opens to the General Information tab.

Patient not on the List
29. Click Cancel.
The number that represents your CPRS patient is in the Enter a patient text box. 

30. Click the Start Note. 
The template opens to the General Information tab.
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RN Reassessment, General Information (Gen Inf) tab window, Gen I Page 1
Patient not yet Assigned to an Inpatient Bed

When a patient is not assigned an inpatient bed, a location  automatically displays over the General Information window.
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Location : Select visit location 

31. Select a current patient location, i.e., outpatient clinic.
Navigate quickly to the current location by entering the first letter of the location.

32. Click OK.

Saving and Uploading Data

Auto Save

Data are saved automatically. Frequency of auto-save is set locally. 
[image: image9.png][GoriPage ] Gen! Page 2| Genl Page3| Genl Faget

et [Edue | Pan v Fesp Jv [ Newe| 60 J .60 J /5 J 5kin J 775 J s J A Fun J 0P J P ] iew Teu]

* Designates a requied field o to radiogroup: [able o respond o questions || 6o e —

Saving data





Saving data: percentage saved indicator
(bottom right corner of the window)
Manual Save

You can save data by using the File menu on any tab.
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RN Reassessment window, File menu

Upload Data
To create a note you must upload the data into VistA and CPRS: 
33. Open the File menu on any tab and select Upload Data.
Results from your upload display, verifying that the data is uploaded.
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RN Reassessment, Upload results window

Note: The unsigned note, selected consults, and PCE data/Health Factors are uploaded into CPRS and VistA.
34. If the information is incomplete, an Error Listing window displays indicating the pages within specific tabs that require attention. 

· The tabs with pages that require attention are blue.
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RN Reassessment, Error Listing window

· Once the pages are completed, the tab returns to gray.

i. Double-click an item to go to the page that requires attention.

ii. When all the errors are completed, select Upload Data again.
Save and Exit

To save data and temporarily leave the template:
35. Open the File menu on any tab.

36. Select Save and Exit.
37. When you reopen the template, your previously entered data is there.
Save Now

To save data, but not close the template and continue to enter data:

38. Open the File menu on any tab.
39. Select Save Now.
40. Continue to enter data for the current patient.
Exit 
41. From any tab, click X in the top right corner of the window.
Warning message displays.
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Warning : Do you really wish to exit?

42. Click Yes.
or
43. From any tab, open the File menu and click Exit.
Warning message displays.
44. Click Yes.
Signing Notes
Go to CPRS to sign your uploaded, unsigned notes and consults.

You can also sign unsigned notes after the upload from the View Text tab in the template.

45. Click View Text.
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RN Reassessments, View Text tab after upload

46. Click Sign Note/Consult.
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RN Reassessment, Sign Note/Consult Button

47. Enter your electronic signature and click Accept e-sig.

48. To prevent the signing of an uploaded note, click Cancel e-sig.
Note: If there is only a note to sign, the button is Note.
If there is a consult(s) to sign, the button is Sign Note/Consult.
Working in a Care Plan

The Care Plan page for each section of the RN Reassessment works the same way. The steps apply to each of the care plan (CP) pages.
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RN Reassessment, <Education> - Problems/Interventions/Desired Outcomes, 
<Educ> CP window

Care Plan Table
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RN Reassessment, Problems/Interventions/Desired Outcomes table

The width of each Care Plan column is adjustable. There are ten columns in the Care Plan (Problems/Interventions/Desired Outcomes) table.
	Column
	Description

	Tab
	Tab in which the problem was identified in a previous assessment
Example
The problems came from the Mental Health Assessment, MH tab

	Problem
	Problem of concern from a previous assessment

	Date Identified
	Date the problem was identified

	Desired Outcome
	Preferred resolution of the problem

	Prob Eval
(Problem Evaluation)
	In relation to the problem, how are things going?
a. No change/Stable 
b. Deteriorating 
c. Improving 
d. Resolved

e. Unresolved at discharge

	Prob Eval Date
(Problem Evaluation Date)
	Date on which the problem was last evaluated

	Intervention
	The what to do for the patient you identify, so that the problem will improve/get better/not get worse

	Int Started 
(Intervention Started)
	Date on which the intervention was initiated

	Int Status 
(Intervention Status)
	In relation to the intervention, how should the staff proceed?
f. Complete

g. Continue

h. Discontinue

i. Pending (intervention was ordered but not started, such as a special bed or a lab test)
j. Not on file (status not evaluated)

	Int Stat Date
(Intervention Status Date)
	Date on which the status of the intervention was evaluated


Updating an Existing Problem/Intervention

All care plans are updated the same way. If problems are entered during a previous assessment, the CP page from any tab is bold and italicized.
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RN Reassessment, <Resp> tab
49. Click <Resp> CP.
The <Respiratory> - Problems/Interventions/Desired Outcomes window displays.

[image: image19.png]RN Reassessment - BDYDXY,EHYUN WE _ ol x|
File Tabs Help

RESPIRATORY - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES | Click & row to update ts problem evalustion and intervention status.

B [PROBLEM DATE IDENTIFIED| DESIRED OUTCOME|PROB EVAL |PROB EVAL DATE | INTERVENTION INTSTARTED [INT 5T

Asthmna (hctual) 12/6/11@0B31  Stabiization and/or m New prablem Nt on fle Education - Instuctpatient to mmediately eport any problems 12/6/11@0831 Notonf

K|

™ Donot dipley tesolved probems e Protlem | Yiew sty or s problem

e Intervention a s problem

Pioblem/Intzrvertion detai

RospPage 1 | [FEEFEEZ] 0t C1 Loc | RespPage 3| [ FelP |
Gonint] £ ] Pan IV Resp [0V Nowo] 6] 60 J W5 ] 5k J P75 J st J A Furc J 0P PCE ] ViewTon]

* Designates a requied field

Performing assessment





RN Reassessment, <Resp> CP window
50. Click a problem. 
Problem evaluation, Intervention status, and Problem/intervention detail become available.
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RN Reassessment, <Resp> CP window

51. Select a problem evaluation and an intervention status for the selected problem.
Evaluate both the problem and the specific interventions each time you document.
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Problem evaluation, Intervention status, and Problem/Intervention detail
52. Click OK.
Information  displays.
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Information : Plan/intervention updated!
53. Click OK to complete the problem/intervention.

54. Review the care plan table.
The Prob Eval/Int Status are updated and the Prob Eval Date/Int Status Date are added.
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RN Reassessment, <Resp> CP window
55. Click View history for this problem to view the history of the selected problem.
The Problem History displays.
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Problem History window
56. Click Close.
Adding a New Intervention for an Existing Problem
57. Click a problem.

58. Click Add New Intervention to this problem.
The Add New Problem/Intervention window displays with the area and problem selected.
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Add New Problem/Intervention window

59. Select an intervention from the Select Interventions list box for the selected problem.

60. Click Add. 
Information  displays.
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Information : New Intervention added!

61. Click OK.
62. Click Exit.
Adding a New Problem/Intervention
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RN Reassessment, <Resp> CP window
63. Click Add New Problem.
Add New Problem/Intervention window displays.
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Add New Problem/Intervention window
Note: The Respiratory area is auto selected, because you are in the Resp CP.
64. Select a problem from the Select Problem(s) list box.
You can select only one problem at a time.
The Desired Outcome text box and the Select Interventions list box display.

[image: image29.png](@ Add New Problem/Intervention

Click aprablemares

Cardovascula =
Dietetics

e

Functional
Gastoitestinal
Gentourinary
v

ertalHealh |

Select Problem(s) Desired Outcorme

=lox]|

Cognie inpaiment (hetual Facitaton of commuricatian

Speech defct Actual)
Viualdefict (Actual)
Other 1

Other 2

Select Interventions

[ Oiher Ecucaton
[ Othr Edicaton 2

[ Treatmenis/pmoceduues - Ask patert about pefered commricaton approach

] Trestments/ptosecres - Demonsia patience

] Treaimenis/pmosedues - Face the lent drecty, spek slowh, ceary and concisely

0] Treatments/procedutes - Use 5 sign language tepreter 3s appropiiate

] Treatments/smocedures - Keep background noie t a mininum when commuricating

] Treatments/ptosechres - Encourage verbaizaion o questions and concemns

(] Treatmenls/pmocedues - Perodiall assess efectiveness of commrication by asking paient o repeat whal was said
] Treatments/ptoceches - Use paper, penci,or computer commuricalon when necessay

(] Treatments/pmocedues  Inplement the use of assisive itering devices (ALDS) when appropiite

] Treatments/pmosechtes - Use pitres or dagrams depiting tests/procedures

] Dther Trealments/procechues 1

] Dther Trealments/proceches 2

] Surveilance - Watch for signs o depresion and rfe o frther assssmert and reament s nesded

] Other Survelonce 1

0] Other Survtlance 2

] Dther Case Managemert 1

Add

Cancel





Add New Problem/Intervention window for problem/intervention options
65. Select an intervention from the Select Interventions list box.
66. Click Add.
Information  displays.
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Information : New Problem/Intervention added!
67. Click OK.

68. Click Exit.

Other Problems
Some problems generate a  to enter problems that are not on the predefined list.
69. Select an Other problem in the Select Problems list box.
The Other problems  displays.
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Add New Problem/Intervention window with Other 
70. Type the other problem into the text box.

71. Click OK.

72. Type a desired outcome into the Desired Outcome text box.
73. Select one or more interventions from the Select Interventions list box.
74. Click Add.
Information  displays.
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Information : New Problem/Intervention added!
75. Click OK.
76. Click Exit.

77. To add more other problems, repeat steps 1-8, as necessary.
Other Interventions
Some interventions generate a  to enter interventions that are not on the predefined list.
78. Select an Other intervention in the Select Interventions list box.
The Other intervention  displays.

79. Type the other intervention into the text box. 
80. Click OK.
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Add New Problem/Intervention window with Other 
81. Click Add to transfer the intervention to the care plan. 
Information  displays.
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Information : New Problem/Intervention added!
82. Click OK.

83. Click Exit.
Working in the Consults
All the consults in Reassessment work the same way. The following steps apply to each of the consults. When a consult is required, a mandatory consult message is highlighted in red. Ordering a Chaplain Consult is an example of how to work in any of the consults.
Example – Ordering a Chaplain Consult

Order a Chaplain Consult from Gen Inf tab, Gen I Page 2 in the Spiritual/Cultural Assessment section.
The Chaplain Consult is mandatory when the patient answers Yes to any one of the following questions.
· Are there religious practices or spiritual concerns the patient wants the chaplain, physician, and other health care team members to immediately know about?

· Patient requests an immediate visit from the Chaplain?
· Does patient have a pastor or clergy who should be notified of this hospitalization?
84. Select Yes and a message indicating the consult is mandatory displays:
Chaplain consult mandatory
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 2 window 
Spiritual/Cultural Assessment
85. Click <Chaplain Consult>.
The <INPATIENT CHAPLAIN> Consult window displays.
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INPATIENT CHAPLAIN Consult window

k. Complete all fields with asterisks; they are required fields.
l. Click Upload Consult.
Information  displays indicating the consult is uploaded with the reassessment note.
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Information : Consult will be uploaded with the note.
86. Click OK. 
On the Gen Inf tab, Gen I Page 2, under the Chaplain Consult button, Will Send displays.
Note: Manage consults according to medical center policy. If nurses at your site do not order consults, upload a mandatory consult, but do not sign it. 
The identified provider will be notified that there is a consult to sign.
Working in the Template

87. To complete the template, move through the fields from left to right and then down.
88. The active page displays first and the page tab is white.

89. Each tab across the bottom is subdivided into pages, which display on the right above the bar of tabs.

90. Each field with an asterisk (*) must have an entry. 
91. A field without an asterisk is optional. 
92. You must enter optional information where appropriate for the patient.
Moving through the Template with a Mouse

There are two ways to move from tab to tab within the template. 

93. Click a tab at the bottom of any of the RN Reassessment windows.
The selected tab opens.
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RN Reassessment tabs
94. Open the Tabs menu and select a tab from the list.
The selected tab opens.
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RN Reassessment window, Tabs menu
Moving through the Template without a Mouse

Ctrl-Alt Keys
You can move from tab to tab using Ctrl+Alt+<letter>. The list contains the keys to use for each of the tabs.
	Tab
	Keys

	General Information
	Ctrl +Alt+G

	Education
	Ctrl +Alt+E

	Pain
	Ctrl +Alt+P

	IV
	Ctrl +Alt+I

	Respiratory
	Ctrl +Alt+R

	Cardiovascular
	Ctrl +Alt+L

	Neurological
	Ctrl +Alt+N

	Gastrointestinal
	Ctrl +Alt+A

	Genitourinary
	Ctrl +Alt+T

	Musculoskeletal
	Ctrl +Alt+M

	Skin
	Ctrl +Alt+S

	Psychosocial
	Ctrl +Alt+Y

	Restraints
	Ctrl +Alt+Z

	Mental Health
	Ctrl +Alt+H

	Functional
	Ctrl +Alt+F

	Discharge Planning
	Ctrl +Alt+D

	PCE
	Ctrl +Alt+X

	View Text
	Ctrl +Alt+V


Go to Radiogroup

The Go to radiogroup is designed to navigate the templates with keyboard commands, when the mouse stops working during a patient assessment. It also satisfies the 508-compliant requirement, under Section 508 of the Rehabilitation Act, to be able to navigate the templates without using a mouse. 
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Go button

95. Use the Tab key to move to the bottom of the page.

96. Use the arrow keys to move up/down in the Go to radiogroup: list.

97. Click Go.

or

98. Click the drop-down arrow in the Go to radiogroup: drop-down list.

99. Select a radiogroup.

100. Click Go.
Viewing Previously Entered Data

Some of the information entered during the admission assessment or a reassessment is pulled forward to the current reassessment. 
· Prior responses to many questions are embedded as read-only in the template. The responses do not show up in the new Progress Note.

· Although the prior response cannot be edited, in many places the information can be updated.
For example, the Primary Language is identified as English and can be updated.
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Prior patient response: English 
Primary language
For example, Advance Directive information was not requested in the previous assessment. Now the patient requests information on Advance Directives and a consult can be sent.
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Prior response: No
Does patient wish to indicate or make changes to an Advance Directive

· Some data entered on one page in the template also displays on another page.
Information entered on the Psychosocial tab, P/S Page 3 displays on the Discharge Planning tab shaded in yellow.
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RN Reassessment, Discharge Planning (DP) tab, DP Page 1 window
Navigating the RN Reassessment Tabs

The RN Reassessment template has 18 tabs.

General Information (Gen Inf)
The RN Reassessment template opens to the General Information (Gen Inf) tab, the first tab at the bottom on the left. 
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 1 window
Gen I Page 1 contains information that is similar to its equivalent on the RN Assessment. It is previously entered information and is read-only.
101. Click Gen I Page 2.
Gen I Page 2 displays.
102. Populate Gen I Page 2, if necessary.

[image: image45.png]RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISS! — ol x|
le Tabs Help

GENERAL INFORMATION

Medications/Alergies

Curent Meds (ast day) Alergies

[exx Outpationt wex
xxx NONE FOUND xxx

e TV xex CODEINE
xxx NONE FOUND xxx LISINOPRIL

, ,

Yesterday's and Today's Orcers
BACTRIN Do i’ (ORDERS YESTERDAY & TODAY - NONE FOUND ;‘

BIROXICAN

Ll
AddNew Allrgy
*Disposiion of meds. = Other Disposion Implanted medication T ofc=vice/punp/n=dicaion *Is patient weaing anykind Ty of peich
[7* Meds brought in by patien of medicial patch |
C e C e
C Mo C Mo

Spiitual/Culural Assesstent - Patisnts Religon: PROTESTANT, NO DENOMINATION.

e there relgous practices orspitual [ =< preciices/corcers
conceins the patient warts the chaplain,
physiian, and othet health care team Chighin Cerialt

*Pient reauests an inmedete “Descibe preciives

* Does patient have any ladiiona,
ethric, or culturalpractices

membes 1o inmediatel kriow sbout| that eed to be partof care——|
© Yes £ No Prior patient response: © Yes £ No

Prir paient response:

Prir paient response:

*Does paent have any concemns =172 S *Does paent have apastoror 71 P27 €12
or special cansiderations f clergy who should be notfied
blood ansfusian s needed | o tis hospitalzation———|
Cves Ol Cves Ol
Prir paient response: Pt patient response:

G Page 1 | [GenT Foge?] _Gen! Page3] [Gen! Page
et [Edue | Pan v Fesp J.v [ Newe| 60 J .60 J 75 J 5k J 775 J s J A Fune J 0P J P ] iew Te]

* Designates a requied feld Gotoradogroug: [thatreedtobepattofcare ]| Go

[Performing assessment





RN Reassessment, General Information (Gen Inf) tab, Gen I Page 2 window
Gen I Page 2 contains information that can be updated, as well as information that is read-only. 
· Allergies are added on Gen I Page 2, in the Allergies text box.
· None of the fields on Gen I Page 2 is required during reassessment, provided a completed admission assessment is on file.
Adding an Allergy

Allergies/Adverse Reactions are uploaded immediately into the Allergy/Adverse Reaction Package when saved.
Note: Follow your local medical center policy with regard to adding allergies.

103. Click Add New Allergy. 
The Add New Allergies window displays.
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Add New Allergies window

104. Type 3-5 letters of the reported allergy, into the Search for text box.
105. Click Search.
106. Double-click an allergy in the Allergy list. 
The Sign/Symptoms list box displays.
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Add New Allergies window with Sign/Symptoms available

107. In the Observed/Historical box, select Observed or Historical.

108. In the Nature of reaction text box, select Allergy, Pharmacological, or Unknown.

109. Select one or more reported signs/symptoms.

110. Click OK and the allergy is saved in the Adverse Drug Reaction (ADR) file.
Information  displays to confirm the allergy is saved.
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Information : Allergy save done!

111. Click OK.
112. Click Close.

Initiating a Social Work Consult for Advance Directives
All of the consults in RN Reassessment work the same way; refer to the instructions in Working in the Consults on page 24.
113. Click Gen I Page 3. 
Gen I Page 3 displays.
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 3 window
114. Populate Gen I Page 3.
115. Make appropriate selections in the Advance Directive section.
If the patient wants to initiate or make changes to an Advance Directive, you are required to order a Social Work Consult.
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 3 window, Social Work Consult Mandatory
Note: You cannot upload a Progress Note, unless you order the Social Work consult.
Changing Emergency Contact Information
116. Click Gen I Page 4.
Gen I Page 4 displays with the Emergency contact information, Support person contact information, and General observations/comments text boxes available for additional information.
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 4 window
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Emergency Contact and Support Person Information

117. To update the emergency contact information, click Change Contact.
The Emergency contact information section expands.

118. Complete all the fields with asterisks; they are required fields.

119. Click Save Contact.
120. To cancel the update, click Cancel Contact before you click Save Contact.

121. Document the name and contact information of the patient’s support person.
It is required information.

Education (Educ)
The Education Tab contains the educational assessment and a readiness to learn. The Educational Assessment is unavailable when the patient cannot respond.
Educ Page 1 contains information that can be updated, but none of the fields on Educ Page 1 is required during reassessment. 
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RN Reassessment, Educational Assessment (Educ) tab, Edu Page 1 window
122. Click Educ.
Educ Page 1 displays.

123. Update Educ Page 1, if necessary.
124. Click Educ CP.
Educ CP displays.
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RN Reassessment, Educational Assessment (Educ) tab, Educ CP window
125. Update Educ CP.
Refer to the instructions in Working in a Care Plan on page 12.
Pain (Pain)
The Pain tab in reassessment is similar to the tab in the Admission – RN Assessment. 
· If Is pain is a problem for patient was documented as Yes in the Admission - RN Assessment, it is pulled into the RN Reassessment. 

· If Is pain is a problem for patient was documented as No in the Admission - RN Assessment, the reassessment pages work like those in Admission – RN Assessment. If there is no pain at the time of the reassessment, all pain locations are unavailable.
[image: image55.png]Fle Tabs Help

sty of pan

PAIN ASSESSMENT [ Fain Location #1
*Is patient having any pain now—| *Pain Region

€ Yes [Hone

wi * Diherpai region
£ Unableto respond to questons

Evplan i riew oosurerce.

I Pl s e paced :
on Palliative/Comfort Care: Zevertol
e st patnt ssessmert

*Dies patient extibit behavioral

indicatars el to pan Ot et orel ricator

*Behayioral rdicators] cserved * s o ffe afects

I Oitier pain ocation?

<yt mekes pain worse:

iyt rekes pai better

| |

Gt ety o pain

*Desoibe ofte firing of pan
Pein e

*Oither proyoking factar).

(Orsetof oriiel pain yeas o)

*Dsoibe Pain Fedialion

edl by pain * Corments for paterts lfe aspests

Pain Goal

Ot el factors) Ryt eds helping pain

4/t e [evel s scoeptble

to the patient (0017,

[FonPepet | [ -GFeiran | [oFeranz]

Pain CP

Goni] B pan [V J Ao v JNewe] & J 60 J s J s J o5 JRes

PainComn |

*Designates a equied field
Performing assessment

] Fure J.0F ] PeE ] view Ten]
Gotoradogoup: s paet ravng sy porron <160





RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window
126. Click Pain.
Pain Page 1 displays.

127. Populate Pain Page 1.

m. Select a radio button in the Is pain a problem for the patient group. The fields that display vary depending on the response for this query.

· Yes

· No

· Unable to respond to questions
n. Select a radio button in the Is patient on Palliative/Comfort Care group.
Is pain a problem for the patient/Yes

128. If a patient reports that pain is a problem (even if there is no pain currently), select Yes. 
o. The Other Pain and Other Pain 2 pages are available when the patient identifies multiple pain locations. There are five pain location sections. 

p. Identify Pain Location #1 and document the behavioral indicators.

q. Complete all fields with asterisks; they are required fields.
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RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window
Is Patient having any pain now with Yes selected
129. When Pain Location #1 is complete and you have more pain locations to document, select the Other pain location ? check box.
Other Pain page displays.
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RN Reassessment, Pain Assessment (Pain) tab, Other Pain window
Pain Location #2 and Pain Location #3
130. Optional: Populate the Other Pain page.
r. Identify Pain Location #2/Pain Location #3 and document the behavioral indicators.

s. Complete all fields with asterisks; they are required fields.

131. When Pain Locations #2 and #3 are complete and you have more pain locations to document, select the More pain locations? check box.
Other Pain 2 displays.
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RN Reassessment, Pain Assessment (Pain) tab, Other Pain 2 window
Pain Location #4 and Pain Location #5
132. Optional: Populate the Other Pain 2 page.

t. Identify Pain Location #4/Pain Location #5 and document the behavioral indicators.
u. Complete all fields with asterisks; they are required fields.
133. If you require more than five pain locations, continue to document on the Pain Comm page in the General observations/comments text box.
Is pain a problem for the patient/No

When No is selected on Pain Page 1, many fields are unavailable and no documentation is necessary.
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RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window 
Is patient having any pain now/No
Is pain a problem for the patient/Unable to respond to questions
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RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window 
Is patient having any pain now/Unable to respond to questions
134. When Unable to respond to questions is selected on Pain Page 1
v. Type an explanation for unable to respond in the Explain why patient unable to respond to questions text box.
w. Select behavioral indicators in the Does patient exhibit behavioral indicators related to pain list box.
x. Select a radio button in the Is patient on Palliative/Comfort Care group.
135. Click Pain Comm.
Pain Comm displays.
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RN Reassessment, Pain Assessment (Pain) tab, Pain Comm window
136. Populate Pain Comm, if necessary.
Use the General observations/comments text box for additional information.
137. Click Pain CP.
Pain CP displays.
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RN Reassessment, Pain – Problems/Interventions/Desired Outcomes, Pain CP window

138. Populate Pain CP.
Refer to the instructions in Working in a Care Plan on page 12.

IV (IV)
On the IV tab, document new IV locations and Dialysis access, as well as update existing IV locations and Dialysis access.
No IV/Vascular Access Devices
139. Click IV.
IV Periph displays.

140. If a patient has no IVs or dialysis access in place, select the No IV/vascular access devices check box and none of the IV pages or Add New IV Location are available.

141. Move to the next tab.
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RN Reassessment, IV (IV) tab, IV Periph window
No IV/vascular access device selected
Peripheral Lines - IV Periph
Existing IV Lines
If IVs were present at time of the Admission – RN Assessment or in previous reassessments, those IVs display on the IV tab.
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RN Reassessment, IV (IV) tab, IV Periph window
with an existing IV line
142. Populate IV Periph.
143. Select an existing IV and the edit fields for the selected IV are made available.
Complete all the fields with asterisks; they are required fields.
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RN Reassessment, IV (IV) tab, IV Periph window with existing IV line
144. To cancel entered data before upload, click Cancel edit.
145. To upload updated information, click OK.


New IV Lines
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RN Reassessment, IV (IV) tab, IV Periph window
146. Click Add New IV Location.
The Location drop-down list box displays in the Edit Peripheral Line site #1 section.
147. Select a location and additional fields become available.
Complete all the fields with asterisks; they are required fields.
148. To cancel entered data before upload, click Cancel edit.

149. To upload updated information, click OK.
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RN Reassessment, IV (IV) tab, IV Periph window with a peripheral line location
150. To add another IV location, repeat steps 6 through 8. 
Note: There is no limit to the number of IV locations you can enter. 

Central IV Lines – IV Central
151. Click IV Central.
IV Central displays.
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RN Reassessment, IV (IV) tab, IV Central window

152. Populate IV Central.

153. Click Add New CL Location.
The Type drop-down text box displays in the Edit Central Line site #1 section.
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RN Reassessment, IV (IV) tab, IV Central window
154. Select a type and a location.
Complete all the fields with asterisks; they are required fields.

155. To cancel entered data before upload, click Cancel edit.

156. To upload updated information, click OK.
157. To add another central line, repeat steps 3 through 6. 
Dialysis Ports - IV Dialysis
158. Click IV Dialysis.
IV Dialysis displays.
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RN Reassessment, IV (IV) tab, IV Dialysis window
159. Populate IV Dialysis.

160. Click Add New Dialysis Location.
The Type and Select Dialysis location drop-down list boxes display in the Edit Dialysis access location #1 section.
161. Select type and location.
Complete all the fields with asterisks; they are required fields.
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RN Reassessment, IV (IV) tab, IV Dialysis window
Note: When you select AV Fistula or AV Graft for Type, a warning message displays to advise against using the patient’s affected arm for BP or needle sticks. 
You must place an arm band on the affected limb to prevent any mishaps.
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Warning: Place arm band. 
No blood pressure or needle sticks in the arm that the AV Fistula or AV Graft is in!

162. To cancel entered data before upload, click Cancel edit.

163. To upload updated information, click OK.
164. To add another dialysis access location, repeat steps 2 through 6.
General Observations/Comments – IV Comments

165. Click IV Comments.
IV Comments displays.

166. Populate IV Comments.
Use the General observations/comments text box for additional information.
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RN Reassessment, IV (IV) tab, IV Comments window

Care Plan - IV CP
167. Click IV CP.
IV CP displays.

168. Update IV CP. 

169. Add/update a problem evaluation and/or intervention status, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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RN Reassessment, IV – Problems/Interventions/Desired Outcomes (IV) tab, IV CP window
Respiratory (Resp) 
In the Respiratory tab, update or add breathing information to reflect the condition of the patient during a current reassessment.
Responses from the previous assessment/reassessment are hard-coded into the reassessment, but the information is not transferred into the Progress Note of the current assessment. 
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RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 1 window
170. Click Resp. 
Resp Page 1 displays.

171. Populate Resp Page 1.
y. Use the Respiratory rate box to enter the patient’s current respiratory rate.

z. Complete all the fields with asterisks; they are required fields.

172. Click Resp Page 2.
Resp Page 2 displays.
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RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 2 window
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RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 2 window
Chest tube locations 1 and 2
173. Populate Resp Page 2.
Complete all the fields with asterisks; they are required fields.

aa. If the Respiratory Consult is set up at your site, use the Respiratory Consult button to order the consult, in accordance to the condition of the patient and the policy of your medical center.

ab. Refer to the instructions in Working in the Consults on page 24.
ac. Select the Other chest tube locations check box.
The Other CT Loc page is made available.

174. Click Other CT Loc.
Other CT Loc displays.
175. Populate Other CT Loc, CT locations 3 and 4, if necessary.
Complete all the fields with asterisks; they are required fields.
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RN Reassessment, Respiratory Assessment (Resp) tab, Other CT Loc window
Other CT locations, Location 3 and Location 4
176. Click Resp Page 3.
Resp Page 3 displays.
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RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 3 window
contains the Tobacco screen
177. Populate Resp Page 3, if necessary. 
Complete all the fields with asterisks; they are required fields.

178. Click Resp CP.
Resp CP displays.
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RN Reassessment, Respiratory – Problems/Interventions/Desired Outcomes (Resp) tab, 
Resp CP window
179. Update Resp CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
Cardiovascular (CV)
Document the cardiovascular reassessment of a patient in the Cardiovascular tab.
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RN Reassessment, Cardiovascular Assessment (CV) tab, CV Page 1 window
180. Click CV.
CV Page 1 displays.

181. Populate CV Page 1.

ad. Complete all the fields with asterisks; they are required fields.

ae. Use the Extremities comments text box for additional information, if necessary.

182. Click CV Page 2. 
CV Page 2 displays.
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RN Reassessment, Cardiovascular Assessment (CV) tab, CV Page 2 window
Cardiac monitor selected
183. Populate CV Page 2.
af. Complete all the fields with asterisks; they are required fields.
ag. Use the General observations/comments text box for additional information.

184. Click CV CP. 
CV CP displays.
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RN Reassessment, Cardiovascular – Problems/Interventions/Desired Outcomes (CV) tab, 
CV CP window
185. Update the CV CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
Neurology (Neuro)
Document the neurology reassessment of a patient in the Neurology tab.
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RN Reassessment, Neurological Assessment (Neuro) tab, Neuro Page 1 window
186. Click Neuro.
Neuro Page 1 displays.

187. Populate Neuro Page 1.
Complete all the fields with asterisks; they are required fields.

188. Click Neuro Page 2.
Neuro Page 2 displays. 
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RN Reassessment, Neurological Assessment (Neuro) tab, Neuro Page 2 window
189. Populate Neuro Page 2.

ah. Complete all the fields with asterisks; they are required fields

ai. Use the General observations/comments text box for additional information.

190. Click Neuro CP.
Neuro CP displays.
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RN Reassessment, Neurological – Problems/Interventions/Desired Outcomes (Neuro) tab,
Neuro CP window

191. Update Neuro CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
Gastrointestinal (GI)
Document the gastrointestinal reassessment of a patient in the Gastrointestinal tab.
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RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Page 1 window
192. Click GI.
GI Page 1 displays.
193. Populate GI Page 1.
Complete all the fields with asterisks; they are required fields.

194. Click GI Dev.
GI Page Dev displays.
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RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Dev window
GI Devices #1-#4
· If there are no previous devices, the fields are void. 
· If the patient has a device at the time of the previous assessment, it displays in GI Device #1.
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RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Dev window,
GI Device #1
195. Populate GI Dev. 
Complete all the fields with asterisks; they are required fields.

196. Click GI Dev 2. 
GI Dev 2 displays.
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RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Dev 2 window
GI Devices #5-#8
197. Populate GI Dev 2, if necessary.
Complete all the fields with asterisks; they are required fields.

198. Click GI Page 2. 
GI Page 2 displays.
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RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Page 2 window
199. Populate GI Page 2.
aj. Complete all the fields with asterisks; they are required fields.

ak. GI Page 2 contains the Nutrition Consult.
Refer to the instructions in Working in the Consults on page 24.
200. Click GI Page 3.
GI Page 3 displays.
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RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Page 3 window
201. Populate GI Page 3. 
al. Complete all the fields with asterisks; they are required fields.

am. Use the General observations/comments text box for additional information.

an. GI Page 3 contains the Speech Consult.
Refer to the instructions in Working in the Consults on page 24.

202. Click GI CP.
GI CP displays.
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RN Reassessment, Gastrointestinal – Problems/Interventions/Desired Outcomes (GI) tab, 
GI CP window
203. Update the GI CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.

Genitourinary (GU)
Document the genitourinary reassessment of a patient in the Genitourinary tab. If a patient has a GU device documented in a previous assessment, the device displays in the current reassessment. 
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RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 1 window
204. Click GU. 
GU Page 1 displays.

205. Populate GU Page 1. 
Complete all the fields with asterisks; they are required fields.

206. Click GU Dev.
GU Dev displays. 
207. Populate GU Dev.
Complete all the fields with asterisks; they are required fields.
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RN Reassessment, Genitourinary Assessment (GU) tab, GU Dev window
208. Click GU Page 2.
GU Page 2 displays with the Indwelling Catheter field unavailable because there is no history of an indwelling catheter.
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RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 2 window
Female patient information available
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RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 2 window
Male patient information available
Note: The sex-specific questions (male/female) are optional. The exception is for female patients; the pregnancy responses are required.
209. Populate GU Page 2. 
ao. Complete all the fields with asterisks; they are required fields.
ap. Use the General observations/comments text box for additional information.
Indwelling Catheter

If the presence of an indwelling catheter is documented, the size of the indwelling catheter is available when this data is not entered in a field that is pulled forward. 

The size of the catheter can be entered in a previous reassessment on the GU Dev page in the General observations/comments text box.
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RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 2 window
This data is pulled forward to the next reassessment template when entered in an admission assessment or a previous reassessment.
210. Click GU CP.
GU CP displays.
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RN Reassessment, Genitourinary – Problems/Interventions/Desired Outcomes (GU) tab, 
GU CP window
211. Update GU CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
Musculoskeletal (M/S)
Document the musculoskeletal reassessment of a patient in the Musculoskeletal tab.

Directions for the Morse Fall Scale are on M/S Page 2. The directions are only on the template and are not transferred into the completed Progress Note.
· The Total Morse score for fall risk for the patient is calculated automatically as you select responses for history of falling, secondary diagnosis, ambulatory aid, gait/transferring, and marital status.

· The Morse Score is pulled forward to the M/S CP page to guide the entry of interventions.
212. Click M/S.
M/S Page 1 displays. 
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RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 1 window
213. Populate M/S Page 1. 

aq. Complete all the fields with asterisks; they are required fields.

ar. Use the General observations/comments text box for additional information.

214. Click M/S Page 2. 
M/S Page 2 displays.
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RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 2 window
215. Populate M/S Page 2.
Complete all the fields with asterisks; they are required fields.

216. Optional: To complete a Morse Scale, select Yes for Fall risk assessment indicated.
If you select Yes, the fall risk assessment questions must be answered.
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RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 2 window
Morse Fall Scale

217. Click M/S CP. 
M/S CP displays.
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RN Reassessment, Musculoskeletal – Problems/Interventions/Desired Outcomes (M/S) tab, 
M/S CP window
218. Update M/S CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.

Note: Universal Fall Precautions must be completed for all patients.
Skin (Skin)
Document the skin reassessment of a patient in the Skin tab. If a patient has pressure ulcers and skin alterations documented in a previous assessment, the information displays in the current reassessment.
Directions for the Braden Scale for Predicting Pressure Sore Risk are on Skin Page 3.
· The Total Score for the patient is calculated automatically as you select scores (1-4) for sensory perception, moisture, activity, mobility, nutrition, and friction and shear. 

· The Braden Score is pulled forward to the Skin CP page to guide the entry of interventions.
Skin CP contains patient/caregiver skin care education, including risk for skin breakdown and prevention/treatment of problems related to skin integrity.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Page 1 window
219. Click Skin. 
Skin Page 1 displays.
220. Populate Skin Page 1

as. Complete all the fields with asterisks; they are required fields.

at. Use the General observations/comments text box for additional information.

Documenting Pressure Ulcers

From the Skin Page 1 tab, select Pressure ulcers and the Skin Pr Ul 1 tab becomes available.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Page 1 window
Pressure ulcers selected
221. Click Skin Pr Ul 1.
Skin Pr Ul 1 displays.
222. Populate Skin Pr Ul 1.

au. Enter Location, Stage, and Status for up to six pressure ulcer locations.
The fields with asterisks are required fields.
av. Enter a Description of ulcer/dressing, if appropriate.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Pr Ul 1 window
Pressure Ulcer Drop-downs
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Skin Assessment - Pressure Ulcer/Location
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Skin Assessment - Pressure Ulcer/Stage
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Skin Assessment - Pressure Ulcer/Status
223. To enter more than six pressure ulcer locations, select the Other pressure ulcer locations? check box.
Skin Pr Ul 2 displays.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Pr Ul 1 window
Other pressure ulcer locations? selected
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RN Reassessment, Skin Assessment (Skin) tab, Skin Pr Ul 2 window
224. Populate Skin Pr Ul 2.

aw. Enter Location, Stage, and Status for six additional pressure ulcer locations.
The fields with asterisks are required fields.
ax. Enter a Description of ulcer/dressing, if appropriate.

Documenting Skin Alterations

From the Skin Page 1 tab, select Skin alterations and the Skin Alt 1 tab becomes available.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Page 1 window
Skin alterations selected
225. Click Skin Alt 1.
Skin Alt 1 displays.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Alt 1 window
Skin Alterations #1-#6
226. Populate Skin Alt 1.

ay. Enter Type, Location, and Size for up to six (#1-#6) skin alterations.
The fields with asterisks are required fields.
az. Enter a Description for skin alteration, if appropriate.

Skin Alteration Drop-downs
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Skin Assessment – Skin Alteration/Type

[image: image115.png]*Type

Description of skin alteration

[Abrasion

* Location

[Abdomen - Left
[Arkle - Right

[arki - Left

|arm- i, upper
[Am - Righ.lower
|aim - Left, upper
| Am - Left. lower

1 Heaked

Desciption of skin ateration

peseiptonof sk olegtn




Skin Assessment – Skin Alteration/Location
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Skin Assessment – Skin Alteration/Size

227. Click Skin Alt 2.
Skin Alt 2 displays.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Alt 2 window
Skin Alterations #7-#12
228. Populate Skin Alt 2.

ba. Enter Type, Location, and Size for six (#7-#12) additional skin alterations.
The fields with asterisks are required fields.
bb. Enter a Description of skin alteration, if appropriate.

229. Click Skin Page 3.
Skin Page 3 displays.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Page 3 window
Braden Score for Predicting Pressure Sore Risk
Note: Braden Scale for Predicting Pressure Sore Risk is optional in the reassessment. 
230. Populate Skin Page 3.
bc. Select Yes to Skin assessment indicated, to complete the Braden Scale for Predicting Pressure Sore Risk.
Complete all the fields with asterisks; they are required fields.
bd. Select No to Skin assessment indicated, to bypass the Braden Scale for Predicting Pressure Sore Risk.
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RN Reassessment, Skin Assessment (Skin) tab, Skin Page 3 window
Braden Score for Predicting Pressure Sore Risk
Skin assessment indicated selected
be. Optional: Order a Nutrition Consult and/or Wound Care Consult from Skin Page 3, if necessary.
Refer to the instructions in Working in the Consults on page 24.
231. Click Skin CP. 
Skin CP displays.
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RN Reassessment, Skin – Problems/Interventions/Desired Outcomes (Skin) tab, 
Skin CP window
232. Update Skin CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
Psychosocial (P/S)
Document the psychosocial reassessment of a patient in the Psychosocial tab. This includes documentation for patients in restraints.
Directions for the Clinical Institute Withdrawal Assessment (CIWA) are on the CIWA page. 
· The CIWA Score for the patient is calculated automatically as you select a response level for nausea/vomiting, tremor, paroxysmal sweats, anxiety, agitation, tactile disturbances, auditory disturbances, visual disturbances, headache, and orientation/clouding of sensorium.

· The CIWA Score is pulled forward to the P/S CP page to guide the entry of interventions.
233. Click P/S. 
P/S Page 1 displays.
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 1 window
234. Populate P/S Page 1.
bf. There are no required fields on P/S Page 1.
bg. If the patient answers Yes to any of the abuse questions, a Social Work Consult is required. 
Refer to the instructions in Working in the Consults on page 24.
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 1 window, Required Social Work Consult

Note: For emphasis, the notify provider, send consult, and follow your state’s reporting regulations are highlighted in red.
235. Click P/S Page 2.
P/S Page 2 displays (Optional Suicide Risk - Ask Patient).
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 2 window
236. Populate P/S Page 2.
bh. The questions on P/S Page 2 are optional.

bi. If a patient answers Yes to Have you recently had thoughts about harming yourself, you must Notify provider and Keep patient under close observation, according to medical center policy.
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 2 window
237. Click P/S Page 3. 
P/S Page 3 displays.
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 3 window
238. Populate P/S Page 3. 
bj. The questions are all optional; update, if necessary.
bk. If a patient answers Yes to any of the Elopement Screen questions, a Social Work Consult is required.
Refer to the instructions in Working in the Consults on page 24.
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 3 window, Social work consult mandatory
bl. P/S Page 3 contains the Alcohol use section.
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Alcohol use section
239. If there is the possibility of alcohol withdrawal, select the Possibility of alcohol withdrawal check box to display the CIWA page.
bm. Complete all the CIWA fields with asterisks; they are required fields.

bn. Alert the physician of the possibility of alcohol withdrawal.

[image: image128.png](Z RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: Pl

Fle Tabs Help

Ciwa
* NALISEA AND VOMITING:

Ask patient or observe

e sick toyour stomach? Have you voited?" * TREMOR: Ams exterded and fnges spread apat * PAROXYSHAL SWEATS
€ 0-No nausea and no vomiting € 0-No iemors. € 0-No sweat visible
?12 Mild nausea with no vomiting ;12 Not visible, but can be felt fingertip to fingertip ;‘2 Barely visible sweating, palms moist
£3 c3 3
- it s ity asves [ R —— £ §-Beatectsvst v foead
s

c2
ol onstant nausea, frequent dry heaves and vomitinc e L
£ 7-Donstant  frecuent dy he Hemmtin € 7-Severe, even with ams not extended 7 -Drenching sweats
. AGITATION *TACTILE DISTURBANCES: "Have you any cting pins/neeces
e naen I any buring.any rumbress o e bugs craving o of under skt
C 1My s -HRCRTE R st
B IHTD . 1+ Somenhat mte than el civity 1 ety id ting, ins peedles, buring, rumbness
s e € 2" Vi tehing. i nesdles buring, numbness

5 Moderale fehing.pins necles, buming,numbness
4 Moderetely aiousor guerde 0 avily s fered € - Modsraly fdgely and resess O 8- Mool sovre blieiatons
s o 5 Severs haluchatons

3 B -Extiemely severe hallucinations

7 Equivalent o cute paric states as i severe delum/actie schizoph | (7 Paces back and forh cuing mos ofthe nevisw o | 7 Coninus haucnalons

Not presert
Very mid harshness o abity to fighten
Mid harshness or abilt o fichten
Moderate harshness of abill o fighten
Moderately severe hallcinstons.
Severe halucinations

Extemely severe hallcinstons
Continuous halucinations

elsleleleleinle}

*HEADACHE: "Does yau head feel diferent? Does i feel like there's a band around your head?”
Do ot ate for dizziness o ihtheadiness. Dthervise, rae severy

Not present
Verymid

i

Moderate
Moderateh severe
Severe

Very severe
Eremeh severe

jsieeleieieinlet

-AUDITORY DISTURBANCES: "Are you aware of saunds around you? Are they harsh or do the fighten
you? Do you hear tings that ae distrbing to you o that you know ae o there?"

0

elsleleleleinle}

1
2
3
i
5
6
7

co
ca
c2
c3
ca

* ORIENTATION AND CLOUDING OF SENSORIUM: “What dav
is tis? Where ate you? Who am 17"

*VISUAL DISTURBANCES: "Does the light appear too bight? Is s color difeent? Does i

hurt your eyes? Da you see things tha are cstuting o you ot that you know are nt there?"

Not present
Very mid sensiivi

Mid sensifviy

Moderate sensiiviy

Moderately severe hallcinstons
Severe haluginations

Very sevete hallcinatons
Extremely severe halucinstions

CIWA score ntepretatons

Oiented and can do seral addions
Cannot do seral addiions and s uncettan about the date-
Disorinted by date by o more than 2 calendar days

Disorinted by date by ore than 2 calendar days.

16 o grester= Severe withdrawal

Disorinted for place and/or person

Pi5Page | _PrsPage? | _PrsPage3 |[ T ] _Pisraged | _misce

Geonin] £ | o JvJ e v JNewe] &

e Jows TSk

o [Fes J o

] Faro J 0P ] FeE ] vewTen]

[Performing assessment

* Designates a requied field

o to radiograup: ["Fee!sick to your stomach? Hav || Go




RN Reassessment, Psychosocial Assessment (P/S) tab, CIWA window

240. Click P/S Page 4.
P/S Page 4 displays. 
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 4 window
241. Populate P/S Page 4.
Use the General observations/comments text box for additional information.
242. Click P/S CP.
P/S CP displays.
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RN Reassessment, Psychosocial Assessment –Problems, Interventions, Desired Outcomes
(P/S) tab, P/S CP window
243. Update P/S CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
Restraints (Rest/Restr)
There are two categories of restraints.
· Patient is pulling at lines/tubes used in their treatment or is unable to follow instructions, endangering their medical/surgical recovery. Patient is not violent or self-destructive

· Patient’s behavior is aggressive or violent presenting an immediate, serious danger to his/her safety or that of others
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RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
244. Click Rest. 
Restr Page 1 displays.

245. Select the Restraints Initiated/maintained check box.
The reasons for restraint become available.
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RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
with restraints initiated/maintained selected
bo. When you select, Patient is pulling at lines/tubes …, the following window displays.
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RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
Patient is pulling at lines/tubes used in their treatment or is unable to follow instructions 
endangering their medical/surgical recovery. Patient is not violent or self-destructive
bp. When you select, Patient’s behavior is aggressive or violent …, the following window displays.
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RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
Patient’s behavior is aggressive or violent 
presenting an immediate serious danger to his/her safety or that of others
246. Populate Restr Page 1. 
bq. Select a Reason for restraint.

br. Complete all the fields with asterisks; they are required fields.
Questions are based on standards for documenting seclusion or restraint. 

247. Click Restr CP.
Restr CP displays.
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RN Reassessment, Restraints – Problems/Interventions/Desired Outcomes (Rest) tab, 
Restr CP window
248. Update Restr CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
Mental Health (MH)
The Mental Health tab is completed for patients admitted to acute psychiatry, or when any patient reports a new mental health problem. 
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RN Reassessment, Mental Health Assessment (MH) tab, MH Page 1 window
249. Click MH.
MH Page 1 displays. 
250. Populate MH Page 1.
Complete all the fields with asterisks; they are required fields.

251. Click MH Page 2.
MH Page 2 displays.
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RN Reassessment, Mental Health Assessment (MH) tab, MH Page 2 window
252. Populate MH Page 2.
bs. Complete all the fields with asterisks; they are required fields.

bt. Use the General observations/comments text box for additional information.

253. Click MH CP.
MH CP displays.
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RN Reassessment, Mental Health Assessment (MH) tab, MH CP window

254. Update MH CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
Functional (Func)
Document the functional (bathing, dressing, toileting, transferring, continence, and feeding) reassessment of a patient in the Functional tab.
Directions for the Katz Index of Independence in Activities of Daily Living are on Func Page 1. The Total Score for the patient is calculated automatically as you select Independence/Dependence for six activities.
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RN Reassessment, Functional Assessment (Func) tab, Func Page 1 window
255. Click Func.
Func Page 1 displays. 
256. Update Func Page 1, if necessary. 
The fields are optional.
Note: Refer to provider for evaluation, if patient has a Katz score of 4 or less, or a decrease in the level of independence and changes have occurred within the past month.
257. Click Func Page 2. 
Func Page 2 displays.
· If the patient is independent and cooperative, no additional entries are necessary on Func Page 2.
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RN Reassessment, Functional Assessment (Func) tab, Func Page 2 window
when the patient is independent
· If the patient is dependent and completely uncooperative, additional entries are necessary on Func Page 2.
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 RN Reassessment, Functional Assessment (Func) tab, Func Page 2 window
when the patient is dependent
258. Update Func Page 2, if necessary.
bu. Complete all the fields with asterisks; they are required fields.

bv. Use the General observations/comments text box for additional information.

259. Click Func Page 3. 
Func Page 3 displays.
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RN Reassessment, Functional Assessment (Func) tab, Func Page 3 window
260. Populate Func Page 3. 
bw. Complete the fields, if necessary.

bx. Click Print.
by. Print Func Page 3 and give it to the staff handling the move of the patient.
261. Click Func CP. 
Func CP page displays.
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RN Reassessment, Functional – Problems/Interventions/Desired Outcomes (Func) tab, 
Func CP window
262. Update Func CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12 .
Discharge Planning (DP)

Document the discharge reassessment for a patient in the Discharge Planning tab.
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RN Reassessment, Discharge Planning (DP) tab, DP Page 1 window
263. Click DP.
DP Page 1 displays.

264. Populate PD Page 1, if available.

bz. If a DP Page 1 was completed during the admission assessment, none of the fields are active.
ca. Use the General observations/comments for additional information.

Note: The presence of the guardian and name of the legal guardian are pulled forward and can be edited on P/S Tab, Page 3.
265. Click DP CP.
DP CP displays.
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RN Reassessment, Discharge Planning – Problems/Interventions/Desired Outcomes (DP) tab, 
DP CP window
266. Populate DP CP. 
cb. Complete the fields as necessary.
Refer to the instructions in Working in a Care Plan on page 12.

cc. Complete a Social Work Consult or Discharge Planning Consult, if required.
Refer to the instructions in Working in the Consults on page 24.

cd. Optional: Complete a Telehealth Consult or a Home Care Consult, if set up by your medical center.
Note: If an item in the Anticipated Discharge Plan Goals list box contains **, a Social Work Consult or Discharge Planning Consult is required.
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RN Reassessment, Discharge Planning – Problems/Interventions/Desired Outcomes (DP) tab, 
DP CP window, Consult Required
PCE Data (PCE)
The PCE (Patient Care Encounter) Data tab is optional and may or may not be set up at your medical center. The PCE tab includes a list of all clinical reminders due for the patient, as well as specific nurse Clinical Reminders.
Use the PCE tab to document specific clinical reminders completed by the inpatient nurse.
Note: The clinical reminders must be set up by your facility.
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RN Reassessment, PCE Data (PCE) tab
Reminders Due (Display Only)

The list of all clinical reminders due for the patient is for display only. You cannot take action on the reminders from within the reassessment template.
Clinical Maintenance
267. Select a clinical reminder in the Reminders Due list box.
268. Click Clinical Maintenance.
Information displays in the Maintenance Results list box indicating when the reminder is due or was last done.
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Clinical Maintenance
Reminder Inquiry

Click Reminder Inquiry.
Information displays in the Inquiry Results list box about the logic of the selected reminder.
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Reminder Inquiry

Resolve Inpatient Nursing Clinical Reminders
269. Select an item in the Inpatient Nursing PCE Information list box.
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Resolve Inpatient Nursing Clinical Reminders
270. Click Resolve.
The Resolve Reminder Pain Risk, Mgmt, and Assessment window displays with items appropriate for the selected item.

[image: image151.png]Resolve Reminder Pai k, Mgmt, and Assessm

=lolx]|

-~ Reseived:

" Patient had Pain sk, Mg, and Assessment attis encourter
 Patient declined Pain Risk, Mg, and Assesstent a ths encounter

€ Pain Risk, Mo, and Assessment not applcable

- Levelof Understanding—|
© Poar

C Fair

 Good

© Group-NoAssessment | Comment

© Refused





Resolve Reminder Pain Risk, Mgmt, and Assessment window
271. Select an item from Received? 

272. Select an item from Level of Understanding.

273. Click Resolve.

Information  displays indicating the reminder is resolved.
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Information : Reminder resolved!
274. Click OK.
The text that is added to the Progress Note displays in the Text (will be added to note) text box.
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Text (will be added to note)
View Text (View Text)
The View Text tab is a review of all the information added/updated for a patient during the reassessment.
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RN Reassessment, View Text tab
275. Click View Text.
The View Text window scrolls through the admission reassessment for review.

276. Review the patient admission reassessment.
Signing Note and Consults from within the Template
During the assessment, you may be prompted to enter mandatory consults that will be uploaded with the reassessment note.

Note: Manage consults according to medical center policy. If nurses at your site do not order consults, upload a mandatory consult, but do not sign it. 
The identified provider will be notified that there is a consult to sign.
Go to CPRS to sign your uploaded, unsigned notes and consults.

You can also sign unsigned notes after the upload from the View Text tab in the template.
277. Click View Text.
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RN Reassessments, View Text Tab after Upload

278. Click Sign Note/Consult.
If the button does not display, upload again. 
Note: If there is only a note to sign, the button is Note.
If there is a consult to sign, the button is Sign Note/Consult.
[image: image156.png]Enter your electronic signature code

Sign Note/Consut I Accept e-sig Cancel e-sig

G Edue o v J e J.ovJ ewe | 61 J 60 J w5 Jskin J 76 J st J A Fur J 0P JPCE  viewTen

*Designales a eaited field
[Uploading care plan. Cascade your windows if the program gets stuck





RN Reassessment, Sign Note/Consult Button

279. Enter your electronic signature and click Accept e-sig.
Information  displays, Note signed!.
280. Click OK.

281. To prevent the signing of an uploaded note, click Cancel e-sig.
Note: It is safer to go to CPRS, read the note in CPRS, and sign the note in CPRS. 
· An unsigned note can be edited. 
· A signed note cannot be edited.
Unable to Complete the Assessment
An incomplete admission assessment is filed when the nurse is unable to complete an assessment because the patient cannot respond to admission assessment questions and there is no caregiver available to provide the necessary data. The reassessment that opens after the assessment is signed, allows you to enter the missing data.
282. Open RN Reassessment.
Gen Inf tab, Gen I Page 1 displays,

283. Select Yes or No for Patient/family/support person able to respond to questions.
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 1 window
Patient still cannot respond
284. If the patient still cannot respond, select No and select a reason(s) *Why could no one respond.
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 1 window
with *Why could no one respond
285. Continue through the reassessment tabs and pages. 

286. Complete all the fields with asterisks; they are required fields.

287. Upload the information.

The following screen captures are examples of the tabs when No is selected for Patient/family/support person able to respond to questions.
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 2 window
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 3 window
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RN Reassessment, Educational Assessment (Educ) tab, Educ Page 1 window
[image: image162.png]RN Reassessment - BDYDXY,II
File Tabs Help

PAIN ASSESSMENT oot
*1s palet hning a i o Painegon Qualy o i
e | = T
Ote Dt pin region e iy f Qnset o oigina pain ears, merihs)
€ Unae o respond o uesions
e | P BT
Sty of i Tinigof pair———
pl oo o F s
e st patnt ssessmert ! & ot
 Gier

“\What mekes pain worse * Dt provokin ftots) *Does panradete——
[T No dertied tiggers | & v e

(] Bending *Descibe Pan Fadalin
] Changes intemperatue
5 Changing poston
(] Coughing

*Dies patient extibit behavioral ] Deep breatting
indicatars el to pan *ther behayioralndicator e

*What makes pain better Ot el factors) Ryt eds helping pain

[ o identiied refef factors =
0] Acupressure

] Acupuncture

) assistive devices (cane, wheelchai
] Brace/Support

0] Chrcpractc nerventon

*Behayioral rdicators] cserved = reas o lfe affected by pain * Corments for paterts lfe aspests

< Pain Goal
“What painlevel s acceptable

o aion 1othe paert 0102

[ Depression
) Energy level

T~ Other pain location?

[FanPepet | | OFeiFar | [GFeiPanz] | PainConn | | Pance
Goni] £ pan [V Fewp J v JNewe] 6] .60 J /5 J 5k J 75 ] Res J A Fune J 0P J PLe ] iew Tea]

* Designates a requied feld o toradiogroug: [ patient having any painrow || Go.

Performing assessment





RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window
[image: image163.png]RN Reassessment - BDYDXY,I
File Tabs Help

[ I~ NolVAvasculsr acoess devices

Select a peripheralline. Numbers map not be sequeniia i you arerit showing D/Ced Vs.

NUMBER [LOCATION

DATE INSERTED e [pconTuED URDATED
o ddNow IV Losaiion
T~ Show discontinued IVs akso
i Perpherd Line S
P * Other location *Difiersize
o r— (B B
B
W s
I™ | Dressing change ™ Tubing change
[y Leschnged
B e [ r—
e “Disiage B —
o
[ Perp ] _Weril | _vDiabss | ¥ Comments | __wveP

Goni] Edue [ Pon_ 1y [Fesp ] &V Newe| &

60 Jows Jskin J P J e J ] Fure J 0P ] Pee ] vewTen]

* Designates a requied field

Performing assessment




 

RN Reassessment, IV (IV) tab, IV Periph window
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RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 1 window
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RN Reassessment, Skin Assessment (Skin) tab, Skin Page 3 window
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 1 window
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RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 2 window
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RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
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RN Reassessment, Functional Assessment (Func) tab, Func Page 1 window
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RN Reassessment, Functional Assessment (Func) tab, Func Page 3 window
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RN Reassessment, Discharge Planning (DP) tab, DP CP window
Patient can respond
288. If the patient can respond, select Yes and select where the *Information obtained from. 
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 1 window 
289. Continue through the reassessment tabs and pages. 
290. Complete all the fields with asterisks; they are required fields. 

Note: For the content of the template, refer to the User Manual for Admission – RN Assessment.

291. Upload the information.
Updating the Reassessment Note
PADP provides you with the ability to document simple updates during a tour of duty. You do not have to re-enter a completed reassessment every time you document. For another tour of duty, just return to the reassessment template and update information. 

292. In CPRS, open the Tools menu and select RN Reassessment.
RN Reassessment opens to the CPRS patient.
293. If the patient had a reassessment completed within the last 24 hours, the following screen displays providing several choices for initial reassessment for shift and update reassessment (full reassessment completed previously on current shift).
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RN Reassessment window
with Assessment Types
Note: The template that opens is identical to the initial RN Reassessment with one exception-there are no required fields.
294. Move to the tab that requires updating.
For example, to document that an IV was discontinued:
ce. Click IV.
cf. Select an IV to discontinue. 
cg. Select the IV discontinued check box.
295. Open the File menu and select Upload Data.
Data is uploaded.
296. Sign note in CPRS or from the View Text tab.

Glossary
	Term
	Definition

	ADPAC
	Automated Data Processing Application Coordinator

	ART
	Adverse Reactions Tracking

	BCE
	Bar Code Expansion

	BCE-PPI
	Bar Code Expansion-Positive Patient Identification

	BCMA
	Bar Code Medication Administration

	Belong
	Belongings

	CAC
	Clinical Application Coordinator

	CIWA
	Clinical Institute Withdrawal Assessment.--CIWA

	Class 1 (C1)
	Software produced inside of the Office of Enterprise Development (PD) organization

	Class 3 (C3)
	Also known as Field Developed Software 
Refers to all VHA software produced outside of the Office of Enterprise Development (PD) organization

	CMS
	Centers for Medicaid and Medicare Services

	COTS
	Commercial Off the Shelf

	CP
	Care Plan

	CPRS
	Computerized Patient Record System

	CV
	Cardiovascular Assessment

	Delphi
	Programming language used to develop the CPRS chart

	DFN
	Data File Number

	DP
	Discharge Planning

	Educ
	Educational Assessment 

	Func
	Functional Assessment

	Gen Inf
	General Information tab

	GI
	Gastrointestinal Assessment

	GU
	Genitourinary Assessment

	GUI
	Graphical User Interface

	ICD
	International Classification of Diseases

	ICN
	The patient’s national identifier, Integration Control Number 

	IDPA
	Interdisciplinary Patient Assessment - involves multiple disciplines responsible for assessing the patient from their perspective and expertise.

	IDPC
	Interdisciplinary Plan of Care -  The entry of treatment plans by multiple disciplines to meet JCAHO requirements

	IV
	Intravenous

	IV Central
	Central IV lines

	IV Dialysis
	IV Dialysis ports

	IV Periph
	IV Peripheral lines

	JCAHO
	Joint Commission on Accreditation of Healthcare Organizations 

	LPN
	Licensed Practical Nurse

	M/S
	Musculoskeletal Assessment

	MAS
	Medical Administration Service

	MH
	Mental Health Assessment

	MRSA
	Methicillin-Resistant Staphylococcus Aureus

	NAA
	Nursing Admission Assessment 

	Neuro
	Neurological Assessment

	NHIA
	Nursing Healthcare Informatics Alliance

	NPAT
	National Patient Assessment Templates

	NUPA
	Namespace assigned to  the Patient Assessment Documentation Package (PADP) by Database Administrator

	OED
	Office of Enterprise Development

	OERR
	Order Entry Results Reporting

	OIT
	Office of Information and Technology

	ONS
	Office of Nursing Services

	Orient
	Orientation to Unit

	P/S
	Psychosocial Assessment

	PADP
	Patient Assessment Documentation Package 

	Pain 
	Pain Assessment

	PC
	Plan of Care

	PCE
	Patient Care Encounter

	PD
	Product Development

	PHR
	Patient Health Record

	Prob
	Problems/Interventions/Desired Outcomes tab in the RN Reassessment

	Resp
	Respiratory Assessment

	Rest (or Restr)
	Restraints

	RN
	Registered Nurse

	RPC
	Remote Procedure Call

	RSD
	Requirements Specification Document

	Section 508
	Under Section 508 of the Rehabilitation Act, as amended (29 U.S.C. 794d) Public Law 106-246 (http://va.gov/accessible) agencies must provide employees and members of the public who have disabilities access to electronic and information technology that is comparable to the access available to employees and members of the public who are not individuals with disabilities

	Skin
	Skin Assessment

	SNOMED – CT
	Systemized Nomenclature of Medicine Clinical Terms

	TIU
	Text Integration Utilities Program
All text in CPRS is stored in TIU

	TJC
	The Joint Commission

	V/S
	Vital Signs

	VA
	Department of Veterans Affairs

	VAMC
	Department of Veterans Affairs Medical Center

	VANOD
	VA Nursing Outcomes Database

	VHA
	Veterans Health Administration

	VistA
	Veterans Health Information Systems and Technology Architecture
An enterprise-wide information system built around an electronic health record used throughout the Department of Veterans Affairs medical system.

	Vital Qualifiers
	Provide detail in to the unit of measurement used with the vital signs.  

Height in inches or centimeters?  

Weight in pounds or kilograms?


For additional PADP information, refer to the user manuals for Admission – RN Assessment, Admission – Nursing Data Collection, and Interdisciplinary Plan of Care.
Documentation for NUPA Version 1.0 is also available on

· VA Software Documentation Library in the Clinical Section 
http://www4.va.gov/vdl/
· PADP SharePoint for NUPA Version 1.0 http://vaww.oed.portal.va.gov/programs/class3_to_class1/padp/field_development
Appendix A
Reassessment Contingency Note

[image: image194.emf]Reassessment  Contingency Note.pdf


During system downtimes, print a copy of the attached Reassessment Contingency Note and use it to perform an RN Reassessment.
148
Patient Assessment (NUPA) V.1
April 2012

RN Reassessment User Manual

January 2012
PADP C3-C1 Conversion Project (NUPA*1*0)
iii

RN Reassessment User Manual

_1394263183.pdf
REASSESSMENT CONTINGENCY NOTE

DATE: [ PATIENT NAME: PT. MR/SSN:

PAIN ASSESSMENT
Is patient having any pain now: Yes / No
Patient has been placed on Palliative/Comfort Care since last patient assessment: Yes / No

Pain Location #1

Pain Region: Severity of Pain (O=none - 10=worst):
What makes pain worse: What makes pain better?

Areas of life affected by pain:

Pain Location #2

Pain Region: Other pain region:

Quality of pain: Type of pain:

Onset of original pain (years, months): Severity of Pain (O=none - 10=worst):

Timing of pain: Intermittent/Constant Does pain radiate: No / Yes

What makes pain worse: What makes pain better?

Rx/OTC’S Meds helping pain: Areas of life affected by pain:

Pain Goal--What pain level is acceptable to the patient (0-10)?

IV ASSESSMENT

Type: Location:

Date Inserted: Size:

Dressing: CDI / Drainage / Other

Dressing Type: Bandage / Gauze / Transparent IV Patent: Yes / No

RESPIRATORY ASSESSMENT

Patient reports new problems of: Respiratory pattern: Regular / Irregular
Respiratory rate: Respiratory depth: Normal / Shallow / Deep
Chest movement:; Equal, bilateral, symmetrical / abnormal

Work of breathing: Cyanosis: None / Central / Peripheral
Breath sounds: Normal / Abnormal Absent:

Crackles/Rales: Diminished/decreased:

Rhonchi: Wheezing - expiratory:
Wheezing-inspiratory: Stridor: Yes / No

Pleural friction rub: Yes / No

CARDIOVASCULAR ASSESSMENT
Patient reports new problems of: No new problems

Edema and Locations

Right leg: Left leg:
Pedal right: Pedal left:
Extremities: Warm, Capillary Refill Less than 3 Seconds

Auscultation
Heart Rate: Heart rhythm: Regular / Irregular
Heart sounds: Normal / Abnormal

NEUROLOGICAL ASSESSMENT
Patient reports new problems of: No new problems

GASTROINTESTINAL ASSESSMENT
Patient reports new problems of: No new problems

Abdominal Assessment

Abdomen: Distended / Flat / Soft / Round / Firm / Non-Tender / Tender / Obese
Bowel sounds: Present / Absent

Present bowel sounds: Normal / Hypoactive / Hyperactive

Last Bowel Movement Date: Known Date of Last Bowel Movement:
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GENITOURINARY ASSESSMENT

Patient reports new voiding problems of: No new problems Voiding:
Urine Color, Consistency, Sediment: Absorbency devices used: Yes / No
Date/time last voided: Genitourinary Devices

Current Devices:

MUSCULOSKELETAL ASSESSMENT
Range of Motion: ROM:

Morse Fall Scale

History of falling within 3 months: No (0) Yes (25)

Is patient on any meds that increase risk for falling or risk for injury with falls? Y/N

Secondary Diagnosis: No (0) Yes (15)

Is patient on multiple meds to manage multiple comorbidities: Y/N

Ambulatory aid: None, bed rest, wheelchair, other person (0) Crutches, Cane, FWW (15) Furniture (30)
Intravenous Therapy/Heparin Lock: No (0) Yes (20)

Gait/Transferring: Normal, bed rest, immobile (0)

Mental Status: Oriented to own ability (0) Weak (10) Impaired (20)

Total Morse score for Fall Risk:

SKIN ASSESSMENT
Predisposition for skin breakdown
Does patient have: None Risk Factors: None

Skin Inspection
Skin Temperature: Warm / Hot / Cool / Cold Skin Moisture: Extremely Dry / Dry / Moist / Diaphoretic
Skin Color: Skin Turgor: Within Normal Limits / Abnormal

BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK
SENSORY PERCEPTION: Ability to respond meaningfully to pressure-related discomfort
1. COMPLETELY LIMITED: Unresponsive (does not moan, flinch, or grasp) to painful stimuli; due to diminished level of
consciousness or sedation, OR limited ability to feel pain over most of body surface.
2. VERY LIMITED: Responds only to painful stimuli. Cannot communicate discomfort except by moaning or restlessness, OR has
a sensory impairment which limits the ability to feel pain or discomfort over 1/2 of body.
3. SLIGHTLY LIMITED: Responds to Verbal commands, but cannot always communicate discomfort or need to be turned; OR has
some sensory impairment which limits ability to feel pain or discomfort in 1 or 2 extremities.
4. NO IMPAIRMENT: Responds to verbal commands. Has no sensory deficits which would limit ability to feel or voice pain or
discomfort.

Sensory Score:

MOISTURE: Degree to which skin is exposed to moisture
1. CONSTANTLY MOIST: Skin is kept moist almost constantly by perspiration, urine, etc. Dampness is detected every time
patient is moved or turned.
2. VERY MOIST: Skin is often, but not always moist. Linen must be changed at least once a shift.
3. OCCASIONALLY MOIST: Skin is occasionally moist, requiring an extra linen change approximately once a day.
4. RARELY MOIST: Skin is usually dry; linen only requires changing at routine intervals.
Moisture Score:

ACTIVITY: Degree of physical activity
1. BEDFAST: Patient is confined to bed.
2. CHAIRFAST: Patient's ability to walk is severely limited. Patient can't bear his own weight, or must be assisted into a chair or
wheelchair.
3. WALKS OCCASIONALLY: Patient walks occasionally during the day, but only for very short distances, with or without
assistance. Patient spends most of each shift in a bed or a chair.
4. WALKS FREQUENTLY: Patient walks outside the room at least twice per day, and inside the room at least once every two
hours during waking hours.
Activity Score:
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MOBILITY: Ability to change and control body position.
1. COMPLETELY IMMOBILE: Does not make even slight changes in body or extremity position without assistance.
2. VERY LIMITED: Makes occasional slight changes in body or extremity position but unable to make frequent or significant
changes independently.
3. SLIGHTLY LIMITED: Makes frequent though slight changes in body or extremity position independently.
4. NO LIMITATIONS: Makes major and frequent changes in position without assistance
Mobility Score:

NUTRITION: Usual food intake pattern.

1. VERY POOR: Never eats a complete meal. Rarely eats more than 1/3 of any food offered. Eats 2 servings or less of protein
(meat or dairy product) per day. Takes fluids poorly. Does not take a liquid dietary supplement. OR is NPO and/or
maintained on clear liquids or Vs for more than 5 days.

2. PROBABLY INADEQUATE: Rarely eats a complete meal and generally eats only about half of any food offered. Protein intake

includes only 3 servings of meat or dairy products per day. Occasionally will take a dietary supplement.

5. ADEQUATE: Eats over half of most meals. Eats a total of 4 servings of protein (meat, dairy products) each day. Occasionally
will refuse a meal, but will usually take a supplement if offered OR is on a tube feeding or TPN regimen which
probably meets most of nutritional needs.

6. EXCELLENT: Eats most of every meal. Never refuses a meal. Usually eats a total of 4 or more servings of meat and dairy
products. Occasionally eats between meals. Does not require supplementation.

Nutrition Score:

FRICTION AND SHEAR:

1. PROBLEM: Requires moderate to maximum assistance in moving. Complete lifting without sliding against sheets is impossible.
Frequently slides down in bed or chair, requiring frequent repositioning with maximum assistance. Spasticity,
contractures, or agitation leads to constant friction.

2. POTENTIAL PROBLEM: Moves with weak effort or requires minimum assistance. During a move skin probably slides to some
extent against sheets, chair, restraints, or other devices. Maintains relatively good position in chair or bed most of
the time but occasionally slides down.

3. NO APPARENT PROBLEM: Moves in bed and in chair independently and has sufficient muscle strength to lift up completely
during move. Maintains good position in bed or chair at all times.

Friction Score: Total Score:

PSYCHOSOCIAL ASSESSMENT
Patient reports new problems of: No new problems
Attitude: Cooperative Behavior: Controlled

INTERVENTIONS:
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