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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 Admission – RN Assessment

Registered Nurses (RNs) or ancillary nursing personnel use the Admission - RN Assessment template to document inpatient care in a standardized format. With the assessment template, you collect basic information associated with the patient at the time of admission, such as vitals, level of pain, skin condition, and status of respiration.
Opening Admission – RN Assessment
You access the Admission – RN Assessment through CPRS from the Tools menu.

9. Open CPRS.
10. Select a patient.
11. Click Tools.
12. Select Admission Assessment.
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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Admission – RN Assessment, Enter a patient window with no previously saved information
13. Select an Assessment Type.

14. Click Start Note.
The assessment 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 >.
19. Select an Assessment Type.

20. Select Yes.

21. Click Start Note.
The template opens to the General Information tab for the CPRS patient with the data restored.
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. 
The template opens to the General Information tab.
View the Patients?/Yes
24. Select Yes.

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

Patient on the List
26. Select a name.

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

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

29. Click the Start Note. 
The template opens to the General Information tab.
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Admission – RN Assessment, 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 pop-up automatically displays over the General Information window.
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Location pop-up: Select visit location 

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

31. Click OK.
Saving and Uploading Data

Auto Save

Data are saved automatically. Frequency of auto-save is set locally. 
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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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Admission – RN Assessment window, File menu

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

Note: The unsigned note, selected consults, and PCE data/Health Factors are uploaded into CPRS and VistA.
33. 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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Admission – RN Assessment, 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:
34. Open the File menu on any tab.

35. Select Save and Exit.
36. 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:

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

41. Click Yes.

or
42. From any tab, open the File menu and click Exit.
Warning message displays.
43. 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.
44. Click View Text.

[image: image14.png]Admission - RN Assessment - BDYDXY,U! (5786) Ward: PHX-ADMISSI
File Tabs Help

=0/ x]

GENERAL INFORMATION
[Patient/fanily/support person sble to respond to questions: Yes
Infornation cbtained from: Patient

Denographics
Nane: BDYDXY,ULN 1
Age: 63
Sex: MALE

Race: WHITE, NOT OF HISP
Adnitting diagnosis: ACROMIOPLASTY

Date/Tine Patient Arrived on Unit: 12/13/2011 @ 4:46:16 PH
Mode of arrival: Anbulatory

Adnitted from: Home

Uhat does patient vant to accomplish by this hospitalization: pain free
Preferred Healthcare Language: English

Patient Identification band: Patient arrived vith identification (ID) band on
ID Band or Patient ID Card verified as correct (right patient, SSN. DOB. unit)
Special alert arm band: Hone

Medications

Meds brought in by patient: No
Inplanted nedication punps or devices: HNo
Ts patient vearing any kind of medicinal patch: Ho

Spiritual/Cultural Asssssnent - Patient's Religion: PENTECOSTAL
ire thers religious practices or spiritual

concerns the patient wants the chaplain

Physician. and other health care tean members to imnediately knov about: No
Patient requests an immediate visit from the Chaplain: No

Yes

Docs pationt have any taditionsl. cthpic. or caltural Practices that need to be part of care: Mo
Do Fatitht nave any comcerne or special considerationt if = blovd framofusion 1o meeded. No _,_I
<

SinNot/Corsuls
G ] Belorg] Gt ] 75 £ J P V] Fewp | . & J Newo] ] 50 s ] kin J 5 J Fest J e J.0F JPCE  viewTen

* Designates a eauied field




Admission – RN Assessment, View Text tab after upload
45. Click Sign Note/Consults.
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Admission – RN Assessment with Sign Note/Consults button
46. Enter your electronic signature and click Accept e-sig.

47. 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 to sign, the button is Sign Note/Consults.
Working in a Care Plan
The Care Plan page for each section of the Admission – RN Assessment works the same way. The steps apply to each of the care plan (CP) pages. Creating a Rest CP is an example of how to work in any of the care plans.
Example – Creating a Rest CP

On Rest Page 1, select the Restraints Initiated/maintained check box. Click Rest CP to open the restraints care plan.
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Admission – RN Assessment, <Restraints> - Problems/Interventions/Desired Outcomes, <Rest> CP window

Viewing Interventions Entered Previously during an Assessment
48. Click <Rest> CP.
Rest CP - the <Restraints> - Problems/Interventions/Desired Outcomes window displays.
49. Click View all interventions to view a list of interventions.
The Intervention List displays.
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Rest CP window, Intervention List window
50. Click Close.

Entering Problems and Interventions

51. Select a problem in the Select Problem(s) list box.
The desired outcome and interventions for the selected problem display. 
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Admission – RN Assessment, <Restraints> - Problems/Interventions/Desired Outcomes <Rest> CP window
52. Select one or more interventions in the Select Interventions list box.

53. Click Add/Change to transfer the intervention to the care plan. 
Information pop-up displays.
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Information pop-up: 1 intervention added!

54. Click OK.

55. To add interventions for additional problems, repeat steps 1 through 4, as necessary.
Other Interventions
Some interventions generate a pop-up to enter interventions that are not on the predefined list.
56. Select an Other intervention in the Select Interventions list box.
The Other interventions pop-up displays.
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Admission – RN Assessment, <Restraint> – Problems/Interventions/Desired Outcomes, <Rest> CP window, Interventions: Other Treatments pop-up
57. Type the other intervention into the text box. 
58. Click OK.

59. Click Add/Change to transfer the intervention to the care plan. 
Information pop-up displays.
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Information pop-up: 1 intervention added!
60. Click OK.

61. To add additional other interventions, repeat steps 1 through 5, as necessary.
Working in the Consults
All the consults in Admission – RN Assessment 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?
62. Select Yes and a message indicating the consult is mandatory displays:
Chaplain consult mandatory
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 2 window 
Spiritual/Cultural Assessment

63. Click <Chaplain Consult>.
The <INPATIENT CHAPLAIN> Consult window displays.
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INPATIENT CHAPLAIN Consult window

a. Complete all fields with asterisks; they are required fields.
b. Click Upload Consult.
Information pop-up displays indicating the consult is uploaded with the RN Admission Assessment note.
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Information pop-up: Consult will be uploaded with the note.
64. Click OK. 
On the Gen Inf tab, Gen I Page 2, under Chaplain Consult, Will Send displays.
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 2 window 
Spiritual/Cultural Assessment
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

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

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

68. Each field with an asterisk (*) must have an entry. 
69. A field without an asterisk is optional. 
70. You must enter optional information where appropriate for the patient.
Moving through the Template using the Mouse
71. Click a tab at the bottom of any of the Admission – RN Assessment windows.
The selected tab opens.
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Admission – RN Assessment tabs
72. Open the Tabs menu and select a tab from the list.
The selected tab opens.
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Admission – RN Assessment, 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

	Belongings
	Ctrl +Alt+B

	Orientation
	Ctrl +Alt+O

	Vital Signs
	Ctrl +Alt+U

	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

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

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

75. Click Go.

or

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

77. Select a radiogroup.

78. Click Go.
Navigating the Admission – RN Assessment Tabs
The Admission – RN Assessment template has 21 tabs.
Note: For information on the Belongings and Orientation to Unit tabs, refer to the Admission – Nursing Data Collection User Manual.

General Information (Gen Inf)
The Admission – RN Assessment template opens to the General Information (Gen Inf) tab, the first tab at the bottom on the left. 
79. Populate Gen I Page 1.

80. In the Patient/family/support person able to respond to questions box, select Yes or No.
· If you select Yes, the application automatically enters Yes in each tab. You must also enter from whom the information is obtained. 
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 1 window
Patient/family/support person able to respond to questions/Yes
· If you select No, when a patient is unable to answer questions and there are no family members or others to contribute to the assessment, some of the fields will be unavailable.
The unavailable questions are passed forward into the RN Reassessment to answer later, if possible.
· When you select No, you must manually select patient status on each tab.

81. Make appropriate selections on Gen I Page 1.
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 1, 
Patient/family/support person able to respond to questions/No
82. Click Gen I Page 2.
Gen I Page 2 displays.
Allergies are added in the Allergies text box.
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 2 window

83. Populate Gen I Page 2.
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.
84. Click Add New Allergy. 
The Add New Allergies window displays.
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Add New Allergies window

85. Type 3-5 letters of the reported allergy into the Search for text box.
86. Click Search.
87. 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
88. In the Observed/Historical text box, select Observed or Historical.

89. In the Nature of reaction drop-down text box, select Allergy, Pharmacological, or Unknown.
90. In the Signs/Symptoms list, select the identified signs/symptoms.
91. Click OK and the allergy is saved in the Adverse Drug Reaction (ADR) file.
Information pop-up displays to confirm the allergy is saved.
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Information pop-up: Allergy save done!

92. Click OK.
93. Click Close to return to Gen I Page 2.
Initiating a Social Work Consult for Advance Directives
All of the consults in Admission – RN Assessment work the same way; refer to the instructions in Working in the Consults on page 15.

94. Click Gen I Page 3.
Gen I Page 3 displays with the Advance Direction section available.
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 3 window
Advance Directive/Yes
95. Populate Gen I Page 3.
· Make appropriate selections in the Advance Directive section.
· If the patient wants to initiate or make changes to an Advance Directive, a Social Work Consult is required. 
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 3 window
Advance Directive/No
Documenting Infection Control Information
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Infection Control Information/MRSA
96. Make appropriate selections in the Infection Control section.

97. Enter infection control and Methicillin-Resistant Staphylococcus Aureus (MRSA) collection information.
Changing Emergency Contact Information
98. 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.
[image: image38.png]Admission - RN Assessment - BDYDXY, Ui (5786) Ward: PHX-AI _|gl x|
File Tabs Help

GENERAL INFORMATION

General abservalions/comments

Emergency contact information

Contace: BD¥DKY,ULN L Change Cartact
w1zz

Relacionship.
Addrass: 1053 SLACK CAYON STAGE 1
GCLOVER, ND 15467
Shone: S10 3110
Hoxk Bhone

T Support Person same as emergency contact

* Document the name and contac infomation of the patients suppart persan

Gl Page1 | Gen! Page2| Gen! Page3| [Gen Page 7]
i [Beorg] Gt ] 75 ] £ J P V] Fewp ] & J Newo] & J50 55 ] in J 5 J Fest J ] Fune J 0] e J viewTen]

* Designates a eauied field

Performing assessment





Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 4 window
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Emergency Contact Information for patient and support person
99. To update the emergency contact information, click Change Contact.
The Emergency contact information section expands.

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

101. Click Save Contact.
102. To cancel the update, click Cancel Contact before you click Save Contact.
103. Document the name and contact information of the patient’s support person.
It is required information. 
Vital Signs (V/S)
The Vitals tab contains information about the patient’s vital signs at admission. The vital signs include temperature, pulse, respiration, blood pressure, height, weight, pain, pulse oximetry, and circumference /girth. 
Note: When you click Upload Vitals, vital signs are immediately uploaded into the Vitals package.
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Admission – RN Assessment, Vitals (V/S) tab window
104. Click V/S. 
Vitals (V/S) displays.

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

d. Click each Click to enter qualifiers, to select qualifiers for each of the vitals.
Note: Remember to enter units where appropriate. 
Example
· Entering the temperature, depending on the type of thermometer used, select C for Centigrade or F for Fahrenheit. 
· Entering the height and weight, depending on the instruments used, select CM or IN and KG or LB.
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Admission – RN Assessment, Vitals (V/S) tab window, Qualifiers - Temp
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Admission – RN Assessment, Vitals (V/S) tab window, Qualifiers - Pulse
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Admission – RN Assessment, Vitals (V/S) tab window, Qualifiers - Resp
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Admission – RN Assessment, Vitals (V/S) tab window, Qualifiers - BP
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Admission – RN Assessment, Vitals (V/S) tab window, Qualifiers – Height
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Admission – RN Assessment, Vitals (V/S) tab window, Qualifiers - Weight
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Admission – RN Assessment, Vitals (V/S) tab window, Qualifiers – Pulse Ox
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Admission – RN Assessment, Vitals (V/S) tab window, Qualifiers - Circumference
105. Click Save Qualifiers, after selecting qualifiers for the individual vitals.
106. To remove incorrect qualifiers entered in error, click Cancel before saving.
107. Click Upload Vitals.
Information pop-up displays.
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Information pop-up: Vitals will now be uploaded.
e. Click OK.
Information pop-up displays.
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Information pop-up: Vitals uploaded!

f. Click OK.
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Admission – RN Assessment, Vitals (V/S) tab window
with Last Vitals
108. If you select the Vitals cannot be taken at this time or the patient refused check box, 
enter a reason in the *Why were vitals not taken text box in the lower left corner of the page.
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Admission – Nursing Data Collection, Vitals (V/S) tab window
Vitals cannot be taken at this time or patient refused

109. If you select the Could not obtain height and/or the Could not obtain weight check boxes at time of assessment, enter a reason in the *Why were vitals not taken text box in the lower left corner of the page.
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Admission – Nursing Data Collection, Vitals (V/S) tab window
Could not obtain height/Could not obtain weight
Education (Educ)
The Education Assessment tab contains an educational and a readiness to learn assessment. The Educational Assessment is unavailable when the patient cannot respond.
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Admission – RN Assessment, Educational Assessment (Educ) tab, Educ Page 1 window
Patient/family/support person able to respond to questions/Yes
110. Click Educ.
Educ Page 1 displays.

111. Populate Educ Page 1.
Complete all the fields with asterisks; they are required fields.
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Admission – RN Assessment, Educational Assessment (Educ) tab, Educ Page 1 window
Patient/family/support person able to respond to questions/No
112. Click Educ CP. 
Educ CP displays.
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Admission – RN Assessment, Education – Problems/Interventions/Desired Outcomes, Educ CP window

113. Populate Educ CP.
Refer to the instructions in Working in a Care Plan on page 11.
Pain (Pain)
The Pain tab contains questions related to pain, pain location, and type of pain.  
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Admission – RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window
Is pain a problem for the patient/Yes
114. Click Pain.
Pain Page 1 displays.
115. Populate Pain Page 1.

g. 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
h. Select a radio button in the Is patient on Palliative/Comfort Care group.
Is pain a problem for the patient/Yes
116. If a patient reports that pain is a problem (even if there is no pain currently), select Yes. 
i. The Other Pain and Other Pain 2 pages are available when the patient identifies multiple pain locations. There are five pain location sections. 

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

k. Complete all fields with asterisks; they are required fields.
117. Pain Comm and Pain CP are always available, so you can enter comments or interventions, when appropriate.
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Admission – RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window
Other pain location selected
118. When Pain Location #1 is complete and you have more pain locations to document, select the Other pain location check box.
The Other Pain page displays.
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Admission – RN Assessment, Pain Assessment (Pain) tab, Other Pain window
Pain Location #2 and Pain Location #3
119. Optional: Populate the Other Pain page.
l. Identify Pain Location #2/Pain Location #3 and document the behavioral indicators.
m. Complete all fields with asterisks; they are required fields.

120. When Pain Locations #2 and #3 are complete and you have more pain locations to document, select the More pain location check box.
The Other Pain 2 displays.
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Admission – RN Assessment, Pain Assessment (Pain) tab, Other Pain 2 window
Pain Location #4 and Pain Location #5
121. Optional: Populate the Other Pain 2 page.
n. Identify Pain Location #4/Pain Location #5 and document the behavioral indicators.

o. Complete all fields with asterisks; they are required fields.
122. 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
[image: image61.png]Admission - RN Assessment - BDYDXY, U!

Fle Tabs Help

PAIN ASSESSMENT

*Is pain a problem for the patient
C e

&g

 Unable o espond to questions

*Explain why ptient unabl ta respord o questions

Complte Pain Location questions f pain
is a problem fo the patient

*Is patient on Palitive/
Comfort Care——
C ConfortCare
 Paliative Care:
C Mo
€ Unknown

*Dies patfert extibitbelravioral
indicatars eladto pan

*ther behayioralndicator

I~ Otter i [acation

(5786) Ward: PHX:

—Pain Losation #

*Pain Flegon

sty of pan

=3

|

it pai egion

Seveiy of P
rone - 0=Worst)

I~ |

<yt mekes pain worse:

iyt rekes pai better

* s o Ife affectzd by pain

Gt ety o pain

(Orsetof oriiel pain yeas o)

*Descibe ot fiing of pain

*Oither proyoking factar).

*Dsoibe Pain Fedialion

Ot el factors) Ryt eds helping pain

* Corments for paterts lfe aspests
Pain Goal

4/t e [evel s scoeptble
to the patient (0017,

[FanPepet | | GFiPar | [oFeiranz]| | Panconn || Pance |
G ] Belorg] Gt ] 75 J Edoe pain [V J e ] .0 J Newo] 6 J 50 55 ] Skin J s Fewt J ] Fure J o J e J viewTen]

* Designates a eauied field

o to radiograup: [1s pain a problem for the patient

[Performing assessment





Admission – RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window, 
Is pain a problem for the patient/No
123. If the patient does not complain of pain, select No. 
a. The Other Pain and Other Pain 2 pages are unavailable.

b. Many fields are unavailable.

124. Select a radio button in the Is patient on Palliative/Comfort Care group.

Is pain a problem for the patient/Unable to respond to questions
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Admission – RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window
Is pain a problem for the patient/Unable to respond to questions
125. When Unable to respond to questions is selected on Pain Page 1
a. Type an explanation for unable to respond in the Explain why patient unable to respond to questions text box.

b. Select behavioral indications in the Does patient exhibit behavioral indicators related to pain list box.
c. Select a radio button in the Is patient on Palliative/Comfort Care group.

126. Click Pain Comm.
Pain Comm displays.
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Admission – RN Assessment, Pain Assessment (Pain) tab, Pain Comm window
127. Populate Pain Comm, if necessary.
Use the General observations/comments text box for additional information.
128. Click Pain CP. 
Pain CP displays.
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Admission – RN Assessment, Pain – Problems/Interventions/Desired Outcomes, Pain CP window
129. Populate Pain CP.
Refer to the instructions in Working in a Care Plans on page 11.

IV (IV)
The IV tab contains information about IV devices, IV locations, and dialysis ports. 
No IV/Vascular Access Devices
130. Click IV.
IV Periph displays.
131. 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.
132. Move to the next tab.
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Admission – RN Assessment, IV (IV) tab, IV Periph window
No IV vascular access devices selected

Peripheral Lines - IV Periph
133. Click IV.
IV Periph displays.

134. Populate IV Periph.

135. Click Add New IV Location.
The Location drop-down list box displays in the Edit Peripheral Line site #1 section.
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Admission – RN Assessment, IV (IV) tab, IV Periph window
136. Select a location.
Additional fields become available.

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

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

139. To upload the data, click OK.
Information pop-up displays.
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Information pop-up: IV edits will be uploaded with the note.
Note: The IV information is not uploaded until the RN Admission Assessment note is uploaded.
140. Click OK.
IV Periph tab redisplays with a location added.
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Admission – RN Assessment, IV (IV) tab, IV Periph window
with a peripheral line location
141. To add another IV location, repeat steps 1 through 8. 
Note: There is no limit to the number of IV locations you can enter. 
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Admission – RN Assessment, IV (IV) tab, IV Periph window
with two peripheral lines added
Central IV Lines – IV Central
142. Click IV Central.
IV Central displays.

143. Populate IV Central.
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Admission – RN Assessment, IV (IV) tab, IV Central window
144. Click Add New CL Location.
The Type and Location drop-down list boxes display in the Edit Central Line site #1 section.

145. Select a type and a location.
146. Complete all the fields with asterisks; they are required fields.

147. To cancel entered data before upload, click Cancel edit.
148. To upload the data, click OK.
Information pop-up displays.
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Information pop-up: Central line edits will be uploaded with the note.
149. Click OK.

150. To add another central line, repeat steps 1 through 8.
Dialysis Ports - IV Dialysis
151. Click IV Dialysis.
IV Dialysis displays.

152. Populate IV Dialysis.
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Admission – RN Assessment, IV (IV) tab, IV Dialysis window
with no Dialysis location
153. Click Add New Dialysis Location.
The Type and Select Dialysis location drop-down list boxes display in the Edit Dialysis access location #1 section.
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Admission – RN Assessment, IV (IV) tab, IV Dialysis window
with Edit Dialysis access location #1
154. Select a type and a location.
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 pop-up: 
Place arm band. No blood pressure or needle sticks in the arm that the AV Fistula is in!
155. Complete all the fields with asterisks; they are required fields.

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

157. To upload the data, click OK.
Information pop-up displays.
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Information pop-up: Dialysis edits will be uploaded with the note.
158. Click OK.

159. To add another dialysis access location, repeat steps 1 through 8.
General Observations/Comments – IV Page 4
160. Click IV Page 4.
IV Page 4 displays.
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Admission – RN Assessment, IV (IV) tab, IV Page 4 window
161. Populate IV Page 4.
Use the General observations/comments text box for additional information.
Care Plan - IV CP
162. Click IV CP.
IV CP displays.
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Admission – RN Assessment, IV – Problems/Interventions/Desired Outcomes, IV CP window
163. Populate IV CP.
164. Add/Change problems/interventions, if necessary.

165. Refer to the instructions in Working in a Care Plan on page 11.
Respiratory (Resp)
The Respiratory Assessment tab contains an assessment of the patient’s breathing at admission.
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Admission – RN Assessment, Respiratory Assessment (Resp) tab, Resp Page 1 window

166. Click Resp. 
Resp Page 1 displays. 
167. Populate Resp Page 1.
a. Use the Respiratory rate text box to enter the patient’s current respiratory rate.

b. Complete all the fields with asterisks; they are required fields.
168. Click Resp Page 2.
Resp Page 2 displays.
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Admission – RN Assessment, Respiratory Assessment (Resp) tab, Resp Page 2 window
169. Populate Resp Page 2.
p. Complete all the fields with asterisks; they are required fields.

q. When Home oxygen is selected under Respiratory device, the Respiratory Consult is available.
Order a consult according to your medical center policy.

r. Refer to the instructions in Working in the Consults on page 15.
170. Click Resp Page 3.
Resp Page 3 displays.
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Admission – RN Assessment, Respiratory - Problems/Interventions/Desired Outcomes, Resp Page 3 window
contains the Tobacco screen
171. Populate Resp Page 3.
s. If the patient has a tracheostomy, complete fields with asterisks; they are required fields.
t. Complete the Tobacco fields with asterisks; they are required fields.

Note: Health Factors are deposited into PCE for Clinical Reminder resolution and/or cohort identification.
172. Click Resp CP. 
Resp CP displays.
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Admission – RN Assessment, Respiratory - Problems/Interventions/Desired Outcomes, Resp CP window
173. Populate Resp CP.
Refer to the instructions in Working in a Care Plan on page 11.

Cardiovascular (CV)
The Cardiovascular Assessment tab contains a history of the patient’s cardiovascular health.
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Admission – RN Assessment, Cardiovascular Assessment (CV) tab, CV Page 1 window
174. Click CV. 
CV Page 1 displays.

175. Populate CV Page 1.

u. Complete all the fields with asterisks; they are required fields.
v. Use the Extremities comments text box for additional information, if necessary.
176. Click CV Page 2. 
CV Page 2 displays.
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Admission – RN Assessment, Cardiovascular Assessment (CV) tab, CV Page 2 window

177. Populate CV Page 2.
c. Complete all the fields with asterisks; they are required fields.
d. Use the General observations/comments text box for additional information.

178. Click CV CP. 
CV CP displays.
[image: image84.png]Admission - RN Assessment - BDYDXY, U!

Fle Tabs Help
CARDIOVASCULAR - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

Select Problems) Desied Outcome

(5786) Ward: PHX-ADMISSI

Ebromal Card

[Actte Coranay Syncrome (Acute M1 (octual)
Chvoric Venaus nsufficiency (CVI)
Congestive Hea Failre (Actual)

Deep Vein Thiombasis (DVT) Actual)
DeepVein Thiombasis (DVT) (Potential
PeipheralVascular Disease (VD) (Actual)
Other 1

Other 2

[Frevention, ecognion and satment of sbriomal cardiac thythms

SelectInerventions of uncheck to defte

[ Education - Educste on eatment optons, medcalions, and messures (0 deciease ik of occurence of the sbromal cardias ihs

] Treatments/procedures - Antange for 12 lead EKG if abromal thythm develops as rdered by provider

01 Surveilance - Monitorlabs and owpgention status which might preciate sbrom thythm

I Surveilance - Monitor EKG changes that increase the sk of cysthythia development (prolonged T interval, requent PV/Cs, and ectopy close.

|1 Surveilance - If abrarmal cardia hythms acewr, evaluate palient fo other signs/symptams assaciated with the thythm (e.g. chest pain, dificuly
) Education Other 1

0] Education Other 2

0] Treatments/Procedures Dther 1
0] Treatments/Procedures Other 2
0] Surveilance Other 1

00 Surveilance Other 2.

0] Case Management Dther 1

IC] Case Management Dther 2

0] Gither

Prablems/Intervertions and Desied Outcomes willbe.
caried forward tothe Palient Interdiscipinary Care Plan

Add/Change

==

View allintervertions

CVPsgel | _CVPage2

VP

Geni | Belons ] Ot ] /5] Edic | Pan |V e v [Newo] 6] 60| W55 ] Skin ] P Fest J it

e e e

*Designates a equied field

Performing assessment





Admission – RN Assessment, Cardiovascular – Problems/Interventions/Desired Outcomes, CV CP window
179. Populate CV CP.
Refer to the instructions in Working in a Care Plan on page 11.

Neurology (Neuro)
The Neurological Assessment tab contains an assessment of brain related issues and includes instructions for assessing the patient’s level of consciousness. 
The directions for the Glasgow Coma Scale are on Neuro Page 1. The score is automatically calculated and transferred to the finished RN Admission Assessment note.
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Admission – RN Assessment, Neurological Assessment (Neuro) tab, Neuro Page 1 window
180. Click Neuro.
Neuro Page 1 displays.

181. Populate Neuro Page 1.
Complete all the fields with asterisks; they are required fields.
182. Click Neuro Page 2.
Neuro Page 2 displays.
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Admission – RN Assessment, Neurological Assessment (Neuro) tab, Neuro Page 2 window
183. Populate Neuro Page 2.
w. Complete all the fields with asterisks; they are required fields.

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

184. Click Neuro CP. 
Neuro CP displays.
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Admission – RN Assessment, Neurological Assessment (Neuro) tab, Neuro CP window
185. Populate Neuro CP.
Refer to the instructions in Working in a Care Plan on page 11.

Gastrointestinal (GI)
The Gastrointestinal Assessment tab contains abdominal and bowel assessments, a nutrition screening, and a dietary history.
· On GI Page 3, when any items listed under the Nutrition consult guidelines are selected, a Nutrition Consult is required.
· On GI Page 3, when any Dysphagia question is answered with Yes, a Speech Consult is required.
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Admission – RN Assessment, Gastrointestinal Assessment (GI) tab, GI Page 1 window
186. Click GI. 
GI Page 1 displays.
187. Populate GI Page 1.
Complete all the fields with asterisks; they are required fields.

188. Click GI Page 2.
GI Page 2 displays.
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Admission – RN Assessment, Gastrointestinal Assessment (GI) tab, GI Page 2 window
189. Populate GI Page 2.
Complete all the fields with asterisks; they are required fields.

190. Click GI Page 3.
GI Page 3 displays.
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Admission – RN Assessment, Gastrointestinal Assessment (GI) tab, GI Page 3 window
191. Populate GI Page 3.

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

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

aa. GI Page 3 contains Speech Consult and Nutrition Consult.
Refer to the instructions in Working in the Consults on page 15.
192. Click GI CP.
GI CP displays.
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Admission – RN Assessment, Gastrointestinal – Problems/Interventions/Desired Outcomes, GI CP window
193. Populate GI CP.
Refer to the instructions in Working in a Care Plan on page 11.
Genitourinary (GU)
The Genitourinary Assessment tab contains information about the quality and quantity of urine.
Questions about urine are optional because patients may not be able to void at time of the assessment.  
[image: image92.png]Admission - RN Assessment - BDYDXY, Ui (5786) Ward: PHX-ADMISSION —[olx]
File Tabs Help

GENITOURINARY ASSESSMENT

*Patiert/fami/support person <y ool o ore respord e esor 0 0 could espord.*Information obtained from = Dither souioe of ifarmatin
able o respond o queston

] Autharized surogate

5 Fami/Support Person
Pis @b 0] MedicalFecard
0] Other
*Patient has a istory of i
“Voidng Intemiert catheterzaon feauensy. * Oihervoiding U
e
€ fnber
] Fiequency (] Dibing Yelow
(0] Incariience 0] Dysuaia © Bloody
] Inemittent catheterization 0 Feguercy © Unableto evaluate
] Noctuia (0] Incariience g
] Diuria ] Inemittent catheterization
] Pobuiia ] Nostura [~Consisency |
) feenion [ Qipna © Nomal
Uigene oinia
e ] Retention " Concentrated
0] Ungerey C Die
* Ot Fistoy 0] other  Unableto evaluate
Lastvoided
o  Uria I~ Absorbency d g [0
nen ©) Unkrown SOIBENCy SEVEES P |~ Foulsmeling € None  Unableto evaluate
i *Deserbe sedment
Al dacharge— DE5eEE kel scharge © Yes
& fong Cho
€ Genial © Unableto evaluste.
C Unableto evaluate

GUPwe2 | auce

G| o] et | 5 Edoe ] Pain |V | e | 07| Newo] 61 o [W55  Skin ] 5 J Fest J ] Func ] 0 ] PEE J viewTen]

* Desinates arequied feld
' i Gio to radiogroup: |Color ~

[Performing assessment





Admission – RN Assessment, Genitourinary Assessment (GU) tab, GU Page 1 window
194. Click GU.
GU Page 1 displays.

195. Populate GU Page 1.
Complete all the fields with asterisks; they are required fields.
196. Click GU Page 2.
GU Page 2 displays.
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Admission – RN Assessment, Genitourinary Assessment (GU) tab, GU Page 2 window
Male patient information available
[image: image94.png]Admission - RN Assessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-ADI —[olx]

Fle Tabs Help
GENITOURINARY ASSESSMENT

Genitouinay Devices
Devices s Incweling uinat cathetersize I ————
[Ttione seualfunclioning

0] Continuous Ambulstory Peiitonesl Dislysis

0] Continuous Bldde mgaton * Indweling iy catheter *Senl Furcliring concems veoed
| ] Continent Lrinary Diversion (e.g.ilea-conduit) * Indwelling urinary catheter type date inserted known
Extenal catheer fcordam | E—| CYes  Cho

] Nephrostomy bag I~ Present on admission
[ tophosmy bos il e e e
£ S cabe el iy it i

] Other
Femal paten
SEp— Lot monses Lot PP S

“Pregnarey
[T Fregnart © Known © Known © Known
| Passibly pregnant " Unknown " Unknown " Unknown
5 Nopossbiy o rnancy € No ievious san epoted € Postmencpaual € No ievious san epoted
[t

Approvimate date Approvimate date Approvimate date
Ml patn

Approsiete date General sbservations/comments

Last P Fizsis

G Faget suce

G| o] et | 5 Edoe ] Pain |V Fien | 07| Newo] 61 o [W55  Skin ] 5 J Fest J ] Func ] 0 ] PeE ] viewTen]

* Desinates arequied feld
' i Go to radiogroup: [Last mammogram -

[Performing assessment





Admission – RN Assessment, Genitourinary Assessment (GU) tab, GU Page 2 window
Female patient information available
Note: The sex-specific questions (male/female) are optional. The exception is for female patients; the pregnancy responses are required.
197. Populate GU Page 2.
ab. When a patient has genitourinary devices, additional fields are made available.

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

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

198. Optional: If the Women’s Health Consult is set up at your site, the button displays on GU Page 2; refer to the instructions in Working in the Consults on page 15.
199. Click GU CP.
GU CP displays.
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Admission – RN Assessment, Genitourinary – Problems/Interventions/Desired Outcomes, GU CP window
200. Populate GU CP.
Refer to the instructions in Working in a Care Plan on page 11.
Musculoskeletal (M/S)
The Musculoskeletal Assessment tab contains information about the patient’s muscular and skeletal history.
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.
201. Click M/S. 
M/S Page 1 displays.
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Admission – RN Assessment, Musculoskeletal Assessment (M/S) tab, M/S Page 1 window
202. Populate M/S Page 1. 
ae. Complete all the fields with asterisks; they are required fields.
af. Use the General observations/comments text box for additional information.

203. Click M/S Page 2.
M/S Page 2 displays.
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Admission – RN Assessment, Musculoskeletal Assessment (M/S) tab, M/S Page 2 window
204. Populate M/S Page 2.
Complete all the fields with asterisks; they are required fields.

205. Click M/S CP.
M/S CP displays.
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Admission – RN Assessment, Musculoskeletal – Problems/Interventions/Desired Outcomes M/S tab, 
M/S CP window
206. Populate M/S CP.
Refer to the instructions in Working in a Care Plan on page 11.
Note: Universal Fall Precautions must be completed for all patients.
Skin (Skin)
The Skin Assessment tab contains information about the condition of the patient’s skin – pressure ulcers and skin alterations.
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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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Page 1 window
207. Click Skin.
Skin Page 1 displays. 
208. Populate Skin Page 1.
ag. Complete all the fields with asterisks; they are required fields.
ah. 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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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Page 1 window
Pressure ulcers selected
209. Click Skin Pr Ul 1.
Skin Pr Ul 1 displays.
210. Populate Skin Pr Ul 1.

ai. Enter Location and Stage for up to six pressure ulcer locations.
The fields with asterisks are required fields.

aj. Enter a Description of ulcer/dressing, if appropriate.
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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Pr Ul 1 window
Pressure Ulcer Drop-downs
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Skin Assessment - Pressure Ulcer #1/Location
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Skin Assessment - Pressure Ulcer #1/Stage
211. To enter more than six pressure ulcer locations, select the More pressure ulcer locations check box.
Skin Pr Ul 2 becomes available.
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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Pr Ul 1 window
More pressure ulcer locations selected
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Admission – RN Assessment, Other Pressure Ulcers, Skin Pr Ul 2 window
212. Click Skin Pr Ul 2.
Skin Pr Ul 2 displays.

213. Populate Skin Pr Ul 2.

ak. Enter Location and Stage for six additional pressure ulcer locations.
The fields with asterisks are required fields.

al. Enter a Description of ulcer/dressing, if appropriate.

Documenting Skin Alterations
From the Skin Page 1 tab, select Other skin alterations and the Skin Alt 1 tab becomes available.
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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Page 1 window
Other skin alterations selected
214. Click Skin Alt 1. 
Skin Alt 1 displays.
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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Alt 1 window
Skin Alterations #1-#6
215. Populate Skin Alt 1.

am. Enter Type, Location, and Size for up to six (#1-#6) other skin alterations.
The fields with asterisks are required fields.

an. Enter a Description of skin alteration, if appropriate.

Skin Alteration Drop-downs
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Skin Assessment – Skin Alteration #1/Type
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Skin Assessment – Skin Alteration #1/Location
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Skin Assessment – Skin Alteration #1/Size
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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Alt 1 window
More skin alterations selected

216. To enter more than six skin alterations locations, select the More skin alterations check box.
Skin Alt 2 becomes available.
217. Click Skin Alt 2.
Skin Alt 2 displays.
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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Alt 2 window
Skin Alterations #7-#12
218. Populate Skin Alt 2.

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

219. Click Skin Page 3.
Skin Page 3 displays.
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Admission – RN Assessment, Skin Assessment (Skin) tab, Skin Page 3 window
Braden Scale for Predicting Pressure Sore Risk
220. Populate Skin Page 3.
ao. Complete all the fields with asterisks; they are required fields.

ap. Order a Nutrition Consult and/or Wound Care Consult, if necessary.
Refer to the instructions in Working in the Consults on page 15.
221. Click Skin CP.
Skin CP displays.
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Admission – RN Assessment, Skin – Problems/Interventions/Desired Outcomes, Skin CP window
222. Populate Skin CP.
g. If you gave skin education information to the patient or caregiver, you must select Yes for Patient/caregiver education provided.
h. Refer to the instructions in Working in a Care Plan on page 11.
Psychosocial (P/S)
The Psychosocial Assessment contains information about abuse-verbal, physical, financial, sexual, and neglect. During admission, each patient receives a comprehensive psychosocial assessment. 
· Suicide Risk is on P/S Page 2. 
· Questions concerning elopement, contraband, and chemical dependencies are on P/S Page 3. 
· Directions for the Clinical Institute Withdrawal Assessment (CIWA) are on the CIWA page.
a. 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.
b. The CIWA Score is pulled forward to the P/S CP page to guide the entry of interventions.
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Admission – RN Assessment, Psychosocial Assessment (P/S) tab, P/S Page 1 window
223. Click P/S.
P/S Page 1 displays.

224. Populate P/S Page 1.
aq. Complete all the fields with asterisks; they are required fields.
ar. 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 15.
· For emphasis, the notify provider, send consult, and follow your state’s reporting regulations will be highlighted in red.
225. Click P/S Page 2.
P/S Page 2 (Suicide Risk Screen - Ask Patient) displays.
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Admission – RN Assessment, Psychosocial Assessment (P/S) tab, P/S Page 2 window 
Have you secretly had thoughts about hurting yourself/Yes
226. Populate P/S Page 2.
as. Complete all the fields with asterisks; they are required fields.
at. If the patient answers Yes to Have you secretly had thoughts about hurting yourself, you must Notify provider and Keep patient under close observation.
227. Click P/S Page 3. 
P/S Page 3 displays.
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Admission – RN Assessment, Psychosocial Assessment (P/S) tab, P/S Page 3 window

228. Populate P/S Page 3.

au. Complete all the fields with asterisks; they are required fields.
av. Answer Yes to any of the Elopement Screen questions and a Social Work Consult is required.

· The patient is a potential wandering/elopement risk.
· Refer to the instructions in Working in the Consults on page 15.
aw. P/S Page 3 contains the Alcohol use section.
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Alcohol use section
229. If there is the possibility of alcohol withdrawal, select the Possibility of alcohol withdrawal check box to display the CIWA page.
ax. Complete all the CIWA fields with asterisks; they are required fields.
ay. Alert the physician of the possibility of alcohol withdrawal.
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Admission – RN Assessment, Psychosocial Assessment (P/S) tab, CIWA window
230. Click P/S Page 4.
P/S Page 4 displays.
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Admission – RN Assessment, Psychosocial Assessment (P/S) tab, P/S Page 4 window
231. Populate P/S Page 4.
Use the General observations/comments text box for additional information.
232. Click P/S CP. 
P/S CP displays.
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Admission – RN Assessment, Psychosocial Assessment (P/S) tab, P/S PC window

233. Populate P/S CP.
Refer to the instructions in Working in a Care Plan on page 11.
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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Admission – RN Assessment, Restraints (Rest) tab, Restr Page 1 window

234. Click Rest. 
Restr Page 1 displays.

235. Select the Restraints Initiated/maintained check box.
The reasons for restraint become available.
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Admission – RN Assessment, Restraints (Rest) tab, Restr Page 1 window
with restraints initiated/maintained
a. When you select, 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, the following window displays.
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Admission – RN Assessment, 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 selected

b. When you select, Patient’s behavior is aggressive or violent presenting an immediate serious danger to his/her safety or that of others, the following window displays.
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Admission – RN Assessment, 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 selected
236. Populate Restr Page 1.

az. Select a Reason for restraint.

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

237. Click Restr CP.
Restr CP displays.
[image: image126.png]sion - RN Assessment - BDYDXY, Ul (5786) Ward: PHX-ADMISSI _|gl x|
File Tabs Help

RESTRAINTS - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

Select Problems) Desied Outcome

Iniate emoval of estia [Fotent ill sty restaint fie.
Faient placed in restrais

Other 1

Other 2

SelectInerventions

[ Education - Explain behavior needed fof temoval of estaits
[ Tt Frscedes -t tent et ke e for 30 it or s
Treatments/Procedues - The caregiver who ordered the restaints wil sxaine the palient
] Surveilance - Patiet lrt and orented to persan, place, and fime Slobonslito nions &g Deeteo Dutecties il o)
51 Suvellance - Pationt no longer combetive caried forward tothe Palient Interdiscipinary Care Plan
) Surveilanc - Paliet able to consistently comply with medical eatment
|1 Surveilance - Patiert o langer puling at tubes/cressings/medical devices
5 Gvetarce- Plentnolonger eced
Educalion Other 1 —
0] Education Other 2 BB
0] Treatments/Procedures Dther 1

0] Treatments/Procedures Other 2 ol vt
0] Surveilance Other 1 View allintervent

00 Surveilance Other 2.
0] Case Management Dther 1
IC] Case Management Dther 2
0] Gither

==

Don'tforget to complete the General Information tab. Festi Page 1

G ] Belorg] et ] 75 £ J P V] Fewp ] & J Newo] 6 J 50 55 Skn J %5 mew [ ] Fune J .o J e J viewTen]

* Designates a eauied field

Performing assessment





Admission – RN Assessment, Restraints - Problems/Interventions/Desired Outcomes, Restr CP window

238. Populate Restr CP.
Refer to the instructions in Working in a Care Plan on page 11.

Mental Health (MH)
The Mental Health Assessment tab contains the patient’s mental health history.
239. Click MH.
MH Page 1 displays.
bb. For patients not admitted to acute psychiatry and do not have a history of specific major mental illnesses, MH Page 2 is unavailable.
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Admission – RN Assessment, Mental Health Assessment (MH) tab, MH Page 1 window
when patient is not admitted to acute psychiatry
bc. For patients admitted to acute psychiatry or have a history of a major mental illness, MH Page 2 is available and must be completed.
[image: image128.png]Admission - RN Assessment - BDYDXY, U!
le Tabs Help

MENTAL HEALTH ASSESSMENT

(5786) Ward: PHX-ADMISSI

Tabto be completed for patients admitted to acute psychiatry. orwith & history of mental health problems

*otiert/fami/support person
[-ableto respond to questias

F30/y Cou o ore espor

GYes Mo

= Patient has a history of

*Oither sty
Nore reporied

CecT
[ Halusinaons

] Homiida ntrton

[ Incressed levl of vdence tocthers
] Increased level of viokence tosel

sk palient"Have you ever been so angiy
[-that you el reacly o explode or loe canrol?
@ Yes

C Mo
 Patient declines to answer

= How does patient act when
he/she loses corirol

[T Thieatering others

] Hurting others

IC] Threstening to ham myself
| Hatming myself

] Hiting ot kicking obiects
|0 Screaming o cursing

] Ruring away (eloping)
0] Diink ortake drugs

e actons:

] Talking with others
0] Gther

e ea50r o e CoUl espord)

= sk patient“When you get ups

* Infamation obtained from

] Autharized surogate
] Fami/Suppot Person
] Medical Record

) Other

sk palient "Whal things ot situstions make you upset?”

) Excessive noise
1 n argument o akercation with ey, patner, o fie
) Signicart loses (death or reakup)

0] Becoring homelsss

] Not being lsered to

] Hur feslings

0] Physical dbuse

0] Sesual dbuse

0 Pain

0] Loss o contioldue to alcohol ordrugs

] when dort get wht | want

[ when | feel | have no paver

| when m attempls at problem solving dorit work

< Whet dos patert do o calm fim/ersel

[-are you able o calm yoursel?”

C e
C Mo

@ Patient dechines to answei

e sauioe of faimaten

it upseiinaen

*Oither cafing ings.

MHPage? | H P

G ] Belorg] et ] 75 e TP | J e J &0

T ewo] &0

T 7 e e e O e

Pt View Tex]

* Designates a eauied field

o to radiograup: [sble 1o respond o questions v

[Performing assessment





Admission – RN Assessment, Mental Health Assessment (MH) tab, MH Page 1 window
when patient is admitted to acute psychiatry
240. Populate MH Page 1.
Complete all the fields with asterisks; they are required fields.
241. Click MH Page 2.
MH Page 2 displays.
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Admission – RN Assessment, Mental Health Assessment (MH) tab, MH Page 2 window
242. Populate MH Page 2.

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

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

243. Click MH CP.
MH CP displays.
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Admission – RN Assessment, Mental Health Assessment (MH) tab, MH CP window
244. Populate MH CP.
Refer to the instructions in Working in a Care Plan on page 11.
Functional (Func)
The Functional Assessment tab contains information about the patient’s independence/dependence in activities of daily living.
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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Admission – RN Assessment, Functional Assessment (Func) tab, Func Page 1 window

245. Click Func.
Func Page 1 displays.

246. Populate Func Page 1.
Complete all the fields with asterisks; they are required fields.
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.
247. 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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Admission – RN Assessment, 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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Admission – RN Assessment, Functional Assessment (Func) tab, Func Page 2 window
when the patient is dependent
248. Populate Func Page 2.

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

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

249. Click Func Page 3.
Func Page 3 displays.
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Admission – RN Assessment, Functional Assessment (Func) tab, Func Page 3 window
250. Populate Func Page 3.

bf. Complete the fields as necessary.

bg. Click Print.
bh. Print Func Page 3 and give it to the staff handling the move of the patient.
251. Click Func CP.
Func CP page displays.
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Admission – RN Assessment, Functional Assessment (Func) tab, Func CP window
252. Populate Func CP.
Refer to the instructions in Working in a Care Plan on page 11.
Discharge Planning (DP)
The Discharge Planning tab contains information about home environment, living arrangements, and special equipment, if required for discharge.
Information about the legal/medical guardian is pulled from the question asked in P/S Page 3. You cannot edit it from the DP tab. If the information is not correct, return to P/S Page 3 to correct.
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Admission – RN Assessment, Discharge Planning (DP) tab, DP Page 1 window
253. Click DP. 
DP Page 1 displays.

254. Populate DP Page 1.
bi. Complete all the fields with asterisks; they are required fields.

bj. Use the General observations/comments for additional information.
255. Click DP CP. 
DP CP displays.
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Admission – RN Assessment, Discharge Planning – Problems/Interventions/Desired Outcomes, 
DP CP window
256. Populate DP CP.
bk. Complete the fields as necessary.
Refer to the instructions in Working in a Care Plan on page 11.
bl. Complete a Social Work Consult or Discharge Planning Consult, if required.
Refer to the instructions in Working in the Consults on page 15.

bm. 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.
PCE Data (PCE)
The PCE (Patient Care Encounter) Data tab is optional and may not be set up at your medical center. The PCE tab includes a list of all clinical reminders due for the patient.
Note: The clinical reminders must be set up by your facility.
Use the PCE tab to document specific clinical reminders completed by the inpatient nurse at admission.
257. Click PCE.
PCE tab displays.
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Admission – RN Assessment, PCE Data (PCE) tab window with reminders loading
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Admission – RN Assessment, PCE Data (PCE) tab window after reminders are loaded
Reminders Due (Display Only)

The list of all clinical reminders due for the patient is for display only. You cannot take action on the clinical reminders from within the assessment template.

Clinical Maintenance

258. Select a clinical reminder in the Reminders Due list box.

259. Click Clinical Maintenance.
Information about when the reminder is due or was last done, displays in the Maintenance Results list box.
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Clinical Maintenance
Reminder Inquiry

Click Reminder Inquiry.
Information about the logic of the selected reminder displays in the Inquiry Results list box.
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Reminder Inquiry
Resolve Inpatient Nursing Clinical Reminders
260. Select an item in the Inpatient Nursing PCE Information list box.
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PCE Data, Resolve Inpatient Nursing Clinical Reminders
261. Click Resolve.
The Resolve Reminder Pain Risk, Mgmt, and Assessment window displays with items appropriate for the selected item.
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Resolve Reminder Pain Risk, Mgmt, and Assessment window
262. Select a radio button from Received? 
263. Select an item from Level of Understanding.

264. Click Resolve.
Information pop-up displays indicating the reminder is resolved.
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Information pop-up: Reminder resolved!
265. 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 entered for a patient during the admission assessment.
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Admission – RN Assessment View Text tab window
266. Click View Text. 
The View Text window scrolls through the admission assessment for review.

267. Review the patient admission assessment.
Signing Note and Consults from within the Template

During the assessment, you may be prompted to enter a mandatory consult, which will be uploaded with the assessment 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 sign unsigned notes after the upload from the View Text tab in the template.
268. Click View Text.
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Admission – RN Assessment with Sign Note/Consults button

269. Click Sign Note/Consults.
If the button does not display, upload again.

[image: image148.png]Enter your slechoric signature code.

Sign Note/Consults Accept esig Cancelesig

G ] Belorg] Gt ] 75 £ J P V] Fewp | . & J Newo] ] 50 s ] kin J 5 J Fest J e J.0F JPCE  viewTen

* Designates a eauied field

Note uploaded





Admission – RN Assessment with Sign Note/Consults button
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/Consults.

270. Enter your electronic signature and click Accept e-sig.
Information pop-up displays, Note signed!.
271. Click OK.

272. 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.
Patient Unable to Respond

An incomplete admission assessment is filed when the patient cannot respond to admission assessment questions and there is no caregiver available to provide the necessary data.
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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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 1 window
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 2 window
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Admission – RN Assessment, General Information (Gen Inf) tab, Gen I Page 3 window
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Admission – RN Assessment, Educational Assessment (Educ) tab, Educ Page 1 window
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Admission – RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window
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Admission – RN Assessment, Respiratory Assessment (Resp) tab, Resp Page 1 window
[image: image155.png](@ Admission - RN Assessment - BDYDXY,EHYUN WED _[olx]
File Tabs Help

RESPIRATORY ASSESSMENT
Tracheastom
*Dther tiach e * Stoma appeaance Ot stora appearance. <Gt dressig
*Tiachesstomy size
“Type of tobacso us=d
Insctiorsfor forme; usage:

*pprorimate auit date General Dbservations/Comments
*Tiobacso educafion

Resp Page’ | Resp Page 2| [FepPoge3] _ Resp
Genint] Bsiong] Dient] V75 Eic J Pain ¥ Pesp [0V Nowo] G]G0 _J W5 ] 5kin J P75 J Aot JMA_J Furc 0P ] PCE ] ViewTen]

* Designates a equied field

[Performing assessment





Admission – RN Assessment, Respiratory Assessment tab, Resp Page 3 window
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Admission – RN Assessment, Neurological Assessment (Neuro) tab, Neuro Page 1 window
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Admission – RN Assessment, Neurological Assessment (Neuro) tab, Neuro Page 2 window
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Admission – RN Assessment, Gastrointestinal Assessment (GI) tab, GI Page 1 window
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Admission – RN Assessment, Gastrointestinal Assessment (GI) tab, GI Page 2 window
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Admission – RN Assessment, Gastrointestinal Assessment (GI) tab, GI Page 3 window
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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 RN Reassessment, 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
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During system downtimes, print a copy of the attached Assessment Contingency Note and use it to perform an Admission RN Assessment.
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Assessment Contingency Note

Patient Name: MR/SSN# - -
Weight: Temp: Pulse: Resp. Rate: Oxygen Sat.: % B/P.___ /|  Pain:
Date/Time Patient Arrived on Unit: _ /  / @ ___:  Mode of arrival: Stretcher/Wheelchair
Admitted from: Emergency Department/ CBOC/ Clinic/ Transfer from:

What does patient want to accomplish by this hospitalization: Return to baseline

Primary Language:

Patient Identification band: Patient arrived with identification (ID) band on

Meds brought in by patient:
Implanted medication pumps or devices:
Is patient wearing any kind of medicinal patch:

Spiritual/Cultural Assessment:

Are there religious practices or spiritual concerns:
Patient requests an immediate visit from the Chaplain:
Does patient have any traditional, ethnic, or cultural practices:
Does patient have any concerns or special considerations if a blood transfusion:
Does patient have a pastor or clergy who should be notified:

Advance Directive: Y/N does patient wish to initiate/make Advance Directive: Y/N

BELONGINGS
Does patient have items to inventory:

EDUCATIONAL ASSESSMENT
Has ability to read: Y/N, Has ability to write: Y/N Educational Level:
Learns best by: Prefers: Individual Approach (1:1), group

PAIN ASSESSMENT
Is pain a problem for the patient: Y/N  General observations/comments:

v

Peripheral Line Location TIME Gage

RESPIRATORY ASSESSMENT

Patient has a history of: TB, Asthma, COPD, PULM. Fibrosis/ PE/ URI

Respiratory pattern: Regular Respiratory rate: Respiratory depth: Normal

Chest movement: Equal, bilateral, symmetrical _ Cyanosis: None Breath sounds: Clear
Productive cough: Respiratory devices:

Tobacco screen:; Quit time frame:

CARDIOVASCULAR ASSESSMENT

Cardiac history: Arrhythmias, _ DVT, __ Hypertension, _ MI, _ CAD.
Edema and Locations

Extremities: Warm, Capillary Refill Less than 3 Seconds
Auscultation: Heart Rate: Heart rhythm: Heart sounds:
Pluses:

Radial Pulse Left: 2+=Normal Right: 2+=Normal

Dorsalis Pedis Pulse  Left; Right

Posterior Tibial Pulse  Left; Right

Jugular Venous Distension:
Homan's sign: Negative / Positive is calf pain reported on flexion of foot
Cardiac devices: Cardiac monitor: Cardiac monitor rhythm:
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NEUROLOGICAL ASSESSMENT Patient has a history of: CVA

Orientation: Person, place, time, and situation

LOC: (Glasgow Coma Scale) Eye response: 4 Verbal response: 5 Motor response: 6
Motor

Right arm: 5+ Left arm:

Right leg: 5+  Left leg:

Speech/language: Clear

Pupils: Lens implant/prosthesis: ____ Size: Equal

Right eye: Brisk reaction to light Left eye: Brisk reaction to light Sensations

GASTROINTESTINAL ASSESSMENT Patient has a history of:
Abdomen: Non-tender, Soft Bowel sounds: Present
Date of Last Bowel Movement:

Bowel regime Bowel pattern: Daily

Laxative use: Enema use: Bowel program: Device type: None
Nutrition Screen
Description of patient: Well nourished Appetite: Dysphagia screen:

Diagnosis of new stroke, head and neck cancer, or traumatic brain injury:
Unintentional weight loss or gain in the past month:

GENITOURINARY ASSESSMENT Patient has a history of

Voiding: No problems Urine Color: Odor: Sediment:
Absorbency/brief devices used: Date/time last voided
Abnormal discharge: None Genitourinary Devices

Concerns voiced regarding sexual functioning:
Male patients: Last prostate exam date:

MUSCULOSKELETAL ASSESSMENT Patient has a history of:
Range of Motion: ROM __ History of falling:

Is patient on meds that increase risk for falling: Y/N. Is patient on multiple meds to manage multiple comorbidities: Y/N
Ambulatory aid: Crutches, cane, walker

Intravenous Therapy/Heparin Lock: Y/N
Gait/Transferring: Normal, bed rest, immobile:
Mental Status: Oriented to own ability:

SKIN ASSESSMENT

Predisposition for skin breakdown:

Skin Temperature: Warm ___ Skin Moisture: Dry
Skin Color: Normal for ethnic group

PSYCHOSOCIAL ASSESSMENT

Patient has a history of: Alcoholism

Attitude: Cooperative: Y/N Behavior: Controlled: Y/N
Suspected Abuse/Neglect Screen;
Suicide Risk Screen

Patient thoughts about harming yourself, tried to hurt or kill yourself in the past: Y/N
Feeling hopeless about the present or future: Y/N

Elopement Screen

Patient has a court- appointed legal guardian: Y/N

Patient has been legally committed: Y/N

Patient is considered a danger to him/herself or others: Y/N

Patient is on legal observation status for Gravely Disabled: Y/N
Patient lacks the cognitive ability to make relevant decisions: Y/N
(History of dementia, Alzheimer's disease or traumatic brain injury):
Chemical Dependency Issues

Alcohol use:
Does patient use recreational drugs (marijuana, cocaine, heroin etc): Y/N
Does patient have a medical marijuana card: Y/N Contraband brought (in to/by) the patient: Y/N

MENTAL HEALTH ASSESSMENT Patient has a history of: angry, anxious, depressed
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FUNCTIONAL ASSESSMENT

Bathing: Independence - 1 point
Toileting: Independence - 1 point
Transferring: Independence- 1 point
Patient's level of assistance: Independent

DISCHARGE PLANNING
Employment Status:
With who does patient live:

Special Equipment Needed at Home:

Assessment Contingency Note

Dressing: Independence - 1 point

Feeding: Independence - 1 point

Continence: Independence - 1 point

Level of cooperation and comprehension: Cooperative

Relationship status:
Home environment:
Transportation for Discharge:
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