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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:

e Admission — RN Assessment allows RNs to document the status of the patient at admission.

e 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.

e RN Reassessment allows RNs to document the condition of the patient on a regular basis and any
time during the inpatient stay.

e 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.
o The Admission - RN Assessment template is associated with the note: RN Admission Assessment

o The Admission - Nursing Data Collection template is associated with the note: Nursing Admission
Data Collection

e The RN Reassessment template is associated with the note: RN Reassessment

e 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:

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

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

3. Discharge Plan is for discharge planners

4. Belongings is a list of patient belongings

5. Safe Patient Handling is designed to guide the transfer of a patient

April 2012 Patient Assessment (NUPA) V.1 1
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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.

1. Open CPRS.
2. Select a patient.
3. Click Tools.
4. 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.
] VistA CPRS in use by: G O G (TEST-WISTA, MED.VAGOY)
Fie Edt ew Acton Options | Tooks Help
DULYHM,TSHWEHY Y Admission Assessment
214195 Interdieciplnary Flan of Care
N R it
Lawl 150 Sired Cata Colsction
= S Deug infio
W Armsthesiology Mobe Micromedes
#-Jl Computes Dowrdime Doct o 1 e
+-Hl EkgProcedue Mobs Ik
+ M Geresal Medcre Conl Ci'lk:ﬂ =
# Bl Houpkalist Mote :
B et - Interdacaplnasy Traa hmm
5 3 Irdored Consert Chrical Business Tooks
+ Bl Intiavenous Thersps Mot DR L
¥ B ModcalHiston & Frysica ‘PR3 Hel
# B Medcal lrten Nots Vitsks
+-H Medcsl Rendent Mote Everit Caplure
¥ B Medcal Studert Note FIM
¥ B Mental Heath Const Audbodogry
+ M Menisl Healh Hote VIC Issuer
+-Hl Mursng Penop Astessmer MedCorsent
+ Bl Mursng Feassessment M poyst
B 6 H MusrgTiaraferNote  Clracal Case Regetries
B Mudrition Hote PdaNOTES
+-Hll Munbion Seieen P Lser
+ Bl Operstive Hote [boef) CORT L
# Bl Pain Assessmant Garaid Schasltz Award Nominat
+ Bl Pastorsl Care Note
5 B Fhasmacy. Pramacit 81 Second Level Evabiatin
4 B Phamacy Medication B | ercal Fseakh Assistank
5 B Prusical Theraoy Congut St Handoff Tod
5 H Prysical Thersgy Note  YIC Essuer
+- M Fredneithens Primary Care Almanac
+ Bl Fre Dpesative o
+ B Preventive Health Mansg "
. s Lab Test Information. .,
+ B F’Limlnﬂy Foliowe-Uip Mok Opklons...
5 BBy b Pancackwas =l |zsmed: 0871772000 15:1
Access through CPRS
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No Previously Saved Information

The Enter a patient window displays.

-lolx|

File Tabs Help

Enter & patient and then press the Enter key:  [BOY

[Restuedata?
e
 No
T
" Medical/Surgical initial reassessment for shift
 Cilical Care il eassesement for shift Slariiate
" Mental Health initial reassessment for shift
Last reassessment note dane: NOT ADMITTED
|Looking up patient 7

RN Reassessment, Enter a patient window with no previously saved information

1. Select an Assessment Type.
2. Click Start Note.
The reassessment template opens to the General Information tab for the CPRS patient.

Previously Entered Information Available for One Patient

Yrou have previously saved data on a note for patient
BOYD=.ILADT A,

Restore data?™

" Yes

Mo

Patient selection window with previously entered information available for one patient

April 2012 Patient Assessment (NUPA) V.1
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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 >
1. Select an Assessment Type.
2. 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.
3. Click Start Note.
The template opens to the General Information tab and you can enter new data for that CPRS patient.
4. 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
1. Select an Assessment Type.
2. Select Yes.
3. 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.

“ou hawe previously sawved data on more than one patient.

View the patients?™———————

 Yes

Mo

Patient selection window with previously entered information available for more than one patient

4 Patient Assessment (NUPA) V.1 April 2012
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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.

1. Select Assessment Type.

2. Click Start Note.

3. The template opens to the General Information tab.

View the Patients?/Yes
1. Select Yes.
2. Select an Assessment Type.

Patient Selection window displays with a list of patients with saved data.

You hawve presdously saved data on more than one patient,

‘Wiew the patients?
’75' ez

=lolx|

You hawve saved data on the following patients:

Click one of the following patients, or just click either button without selecting a patient to do a new patient

BDYDEY ILODI A
BOYDEY  EHYUN WEDAADW

K I Cancel | ‘

Patient Selection List
Patient on the List

1. Select a name.
2. Click OK.
The template opens to the General Information tab.

April 2012 Patient Assessment (NUPA) V.1
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Patient not on the List

1. Click Cancel.
The number that represents your CPRS patient is in the Enter a patient text box.

2. Click the Start Note.
The template opens to the General Information tab.

(@ RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX =[Ol ]
File Tabs Help

GEMNERAL INFORMATION

“ Otfer ressnn no one could respond - # Information obtained from *Mther source of itfarmation

[ Patient
] Authorized surrogate
1 Family/Support Person
] Medical Recard

] Other

* Patisnt/family/support person * why could no one respond
able ta respond to question:
(o  No

Name: ZMSHTSW/LSDHYS CHUUN
#ge: 100 Sex: MALE  Race: BLACK OR AFRICAN &

Admitting diagnasis: NONE FOLIND * Preferred Healthcare Languag
Pricr patient response ba “what doss patient wart o " Engish
aconmpsh by s hospalization!”  Spanish

© Dther

*Dther Languiage:

=u/hat does patient want to Frioy patient response:
accomplish by this hospitalization”

Gen | Page 1| GenlPage2| GenlPags3| GenlPage4
Genlnf [Educ | Pain | ¥ [FResp | ©¥ | Mewo| Gl JGU M5 [Skin [PS [Rest [MH [ Furnc JDP JFCE | iew Tent

* Designates a requited field o to radiogroup: |able to respond to questions - Go I

\Perfurmmg assessment

RN Reassessment, General Information (Gen Inf) tab window, Gen I Page 1
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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.

_ |0 x|

Selectwisit location:

FILEROIOM-» -
LAR OPERATIMNG ROOM-=

LAR SAME Dav-

PERMAMNA-DOE-LAE-#

PHA-A0HC SOCIAL WORE [ECS ]

P SSIOM SCHEDLLED:

PH=-4LLERGY SKIM TEST [TURGQ)

Location : Select visit location

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

2. Click OK.
Saving and Uploading Data

Auto Save

Data are saved automatically. Frequency of auto-save is set locally.

fien | Fage 1 | Gen|Fags?| GenlFaged| GenlPage 4
Genlnf [Educ | Pain | W [Resp [ov [ Mews |Gl [GU M5 [skin [Prs JRest [MH [ Func JOP [ PCE [ View Text|

* Designales a required field Bato radiagiaup: [able o respord o questions || Go | mmmm————

|Saving data v

Saving data: percentage saved indicator
(bottom right corner of the window)
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RN Reassessment User Manual



Manual Save

You can save data by using the File menu on any tab.

| Eile Tabs Help
Upload Data Ctrl+U
Save and Exit Ctrl+5S
Save Now Ctrl+W
Exit Ctrl+Z

RN Reassessment window, File menu

Upload Data

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

(i Upload results

Fesults from your note uplosd

Unsigned RN REASSESSMENT Added!
“ou can now go into CPRS and reviewysign it

NUTRITION INPATIENT consultuploaded, order #92194122
B sureto sign itin CPRS!

SOCIALWORK CONSULT INPATIENT consult uploaded, order #32194123
B sureto sign itin CPRS!

Health factors added!

Care plan uploaded!

RN Reassessment, Upload results window

Note: The unsigned note, selected consults, and PCE data/Health Factors are uploaded
into CPRS and VistA.

2. If the information is incomplete, an Error Listing window displays indicating the pages within
specific tabs that require attention.

o The tabs with pages that require attention are blue.

8 Patient Assessment (NUPA) V.1 April 2012
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-lolx]

File Tabs Help

GEMNERAL INFORMATION

*Wther reasorn no one could respond.* Information ohtained from * [ther souree of information

= Patient/family/support person iy could no one respond

(@ Error Listing
e e S

s Bl TS LEIBI | Cannat Upload Note. The fallowing errars were found:

Age: 100 Sex: MALE R “rou can double-click on an item below to be taken to that takb
Cain page 1 - Severity of Pain not specified
Pain pa Timing of pain not specified
Pain page 1 - Does pain radiate not specified
Friar patient resporse (o "Wh | v Peripheral - Peripheral IV number 1 not updated.
aceoniplist by this hospitaizat | v peripheral - Peripheral Iv number 2 not updated.
pain fiee I% Central - Central ' number 1 not updated
I Central - Central IV number 2 not updated
I Dighysis - Dialysis number 1 not updated.

I Dialysis - Dialysis number 2 not updated,
Resp page 2 - Suction not specified.

Additional goals for hospitaliza | F2sP page 2 - Air Leak not specified

Fiesp page 2 - Chesttube drainage not specified

Admitting diagnosis: MONE F

pain ez Riesp page 2 - Dressing not specified.

WS page 2 -within 3 maonths not specified.

M3 page 2 - Secondary Diagnosis not specified.

M{S page 2 - Ambulatory aid not specified

Gen|Page2| GenlPage3| GenlPaged
Gen Inf Fan |V esp [ Newo | 51| GU_|ICZEHN Skin | Skin | P/ Func FCE | View Teut
* Designates a required field Go to radiogroup: |Preferred Healthcare Language | + Go I
[Checking note for errors 4

RN Reassessment, Error Listing window

e 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:

1. Open the File menu on any tab.

2. Select Save and Exit.

3. 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:
1. Open the File menu on any tab.

2. Select Save Now.

3. Continue to enter data for the current patient.

April 2012 Patient Assessment (NUPA) V.1
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Exit

1. From any tab, click X in the top right corner of the window.
Warning message displays.

Warning! ]

\?j Do you really wish to exit?

No |

Warning : Do you really wish to exit?

2. Click Yes.

or

1. From any tab, open the File menu and click Exit.
Warning message displays.

2. Click Yes.

10 Patient Assessment (NUPA) V.1
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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.

1. Click View Text.

i RN Reassessment - BDYDXY,ILQDI A (2902) Ward: PHX-ADM _ ol x|

File Tabs Help

GENERAL INFORMATION
Patient/fanily/support psrson able to respond to questions: Yes
Information obtained fzom: Patient -
Uhat doss patient want to accomplish by this hospitalization®: Improve lungs
Preferred Heslthcare Language: English

Hedications

Meds brought in by patient: Ho
Inplanted nedication pumps or devices: No
Is patient wearing any kind of medicinal patch: No

SpirituslsCultural Assessment — Patient's Religion: ROMAN CATHOLIC CHURCH

ire there religious practices or spiritual

comcerns the patient wants the chaplain,

physician, and other health care team membsrs to immediately know about: No

Eatient requests an immediate wisit from the Chaplain: Ho

Does patient have any traditional, sthnic, or cultural practicss that need to be part of care: Ho
Does patient have any concerns or special considerations if o blood transiusion is needed: Ho
Does patient have a pastor or clergy vho should be notified of this hospitalization: No

Does patient have an idvance Directive: No

Fatient received info on Advence Directive: Yes

Does patient wish to initiate or make changes to an Advance Directive: Ho

Testing for MRSA brochure<equiwalent information given to the paticnt/authorized surrogate: Tes
Did the patient/authorized surrogate agres to MRSA Nares swab on admission/transtersdischargs: Yes
MRSA Nares swab performed: Yes

Uss the below Infection Control Education provided to the patient: Tes

Infection Control Edusation: Hand hygiene practices

Level of understonding: Fair

Precautions: Contact

MESA Nores swab performed on transier with patient's agreement: Yes

MRSA Hares swab performed on discharge with patient's agreement: Ves

< »
Sign Note/Cansut

Genlnt| Edus | Pain | 1¥ | Resp [ [ Mewa| G [GU M/ Jskin [Prs JRest [MH JFune [DP T PCE  view Test

= Designates a required field [ . .
[uploading care plan. Cascade your windows if the program gets stuck A

RN Reassessments, View Text tab after upload

2. Click Sign Note/Consult.

Enter your electionic signature code

Sign Mote/Cansult | Accept essig Cancel e-sig

Genlnf| Edus | Pain | W [FResp [0V [ MNewo Gl | GU M/ [ Skin [P/ [ FRest [MH [ Func [ DP JPCE  wiew Test

* Designates a required field e
|Uploading care plan. Cascade your windows if the program gets stuck v

RN Reassessment, Sign Note/Consult Button
3. Enter your electronic signature and click Accept e-sig.
4. 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.

April 2012 Patient Assessment (NUPA) V.1
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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.

(Z RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PH)

File Tabs Help

Click & rovrto update its probl Justion and interventian stat
EDUCATION - PROBLEMS/NTERVENTIONS/DESIRED OUTCOMES TS T MRS (R G B Bl R B SE

TAB  [PROBLEM DATE IDENTIFIED| DESIRED EIUTEEIMEIF‘HEIE EVAL |PROE EVAL DATE |INTERVENTION INT STARTED |[INT £

[ | B
P ablemlntenvention detzil
I™ Do not display resolved problems Add Mew Problem “Viewy Fistary for i problem

Add M rtervention ta this problerm

ETEESEETY | Educ CP

=|olx]

Genlnf Educ |Pain | W [ Resp | O [ Mewo |Gl GU M skin [P/S JRest [MH [ Func [OP [ FCE | view Tent

= Designates & raquired field

|Performing assessment

RN Reassessment, <Education> - Problems/Interventions/Desired Outcomes,
<Educ> CP window

12
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Care Plan Table

TAB

|PHEIELEM

|DATE \DENTIFIE[}IDES\HED OUTCOME (PROB EvAL

cv

oy
EDUC
EouC
FUNC
Gl

Gl

GU
Gl

Congestive Heart Failure [Achu, 2/3/11@1156
Congestive Heart Failure [Actu 2/3/11@1156
2311@1156
2/3/M@1156
Assistance with bathing and by 2/3/11@1158

Speech deficit [Actual]

Speech deficit [Actual]

Inadequate nutrition [Actual/Pe 2/3/11@1156
Inadequate nutrition [Actual/Pr 2/3/11@1156
2/311@1156
2131121156

Diabetes - chronic [Actual)

Diabetes - chronic [Actual)

Prevention/minimizatial New problem Nat an file Education - Educat 2/3/11@1156  Notonfile Mot on file
Preventiondminimizatiol New problem Nat an file Other Treatments/p 2/3/11@1156  Notonfile Mot on fils
Improved communicati New problem ot an file Treatments/proced 2/3/11@1156  Notonfile Mot on file
Improved communicatil New problem Nat an file Tieatments/proced 2/3/11@1156  Motonfle Mot onfile
Facilitatian of activities New problem Nat an file Treatments/proced 2/3/11@1156  Notonfile Mot on file
Balanced dietary intake New problem Nat an file Treatments/proced 2/3/11@1156  Notonfile Mot on fils
Balanced dietary intak New problem ot an file Treatments/proced 2/3/11@1156  Notonfile Mot on file
Mot on file Mew problem Mot on file Education - Educat 27341161156 Notonfile Mot on file
Mot on file New problem Nat an file Treatments/proced 2/3/11@1156  Not on file

PROB EYAL DATE |INTERVENTION |INT STARTED |INT STATUS |INT STATUS Dﬁﬂﬂ

Nat on file il
4

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 In relation to the problem, how are things going?

(Problem Evaluation)

Prob Eval Date
(Problem Evaluation Date)

Intervention

a. No change/Stable

b. Deteriorating

c. Improving

d. Resolved

e. Unresolved at discharge

Date on which the problem was last evaluated

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?
a. Complete
b. Continue
c. Discontinue
d. Pending (intervention was ordered but not started, such as
a special bed or a lab test)
e. Not on file (status not evaluated)

Int Stat Date

Date on which the status of the intervention was evaluated

April 2012

Patient Assessment (NUPA) V.1
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‘ Column Description ‘
‘ (Intervention Status Date) ‘
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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.

FiespPage 1| AespPage2| OtherCTLoc| RespPage?| Fesp £F

Genlnt | Educ | Pain | Iv Resp | C¥ | Meun |G GU | M/S [ Skin | PS5 [ Rest [MH [ Func JDP [ PCE | view Test
= Designales a required field Go to radiogroup: |Frespiratory depth - 5o |

\Ferformmg assessment

4

RN Reassessment, <Resp> tab

1. Click <Resp> CP.
The <Respiratory> - Problems/Interventions/Desired Outcomes window displays.

(i RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: P| - ol x|

File Tabs Help

RESPIRATORY - PROBLEMS/NTERVENTIONS/DESIRED OUTCOMES |~ Click arow to update its problem evaluation and intervention status:
INT STARTED [INT 5T¢

TAE [FROELEM DATE IDENTIFIED[DESIRED DUTEUMEIF'HDE EVAL [FROE EVAL DATE[INTERVENTION
Asthma [Actual 12/6/11@0831 | Stabilzation and/or im New problem | Mot on fle Education - Instruct patient to immediately report any problems 12/6/11@0831 | Mot on f

EN
Frablem/Intervention detail

I™ Do not display resolved problems Add New Problem iz histary for this problem

Ad New Intenvention to s problem

Resp Page 1 Other CT Loc | Resp Page 3

JGu | Mis [skin [Ps JRest [MH [ Funs JDP [ PCE | View Tent

GenInt| Educ | Pain | v Resp |V | Neuo | GI

|Performing assessment

= Designates a required field
4

RN Reassessment, <Resp> CP window

2. Click a problem.
Problem evaluation, Intervention status, and Problem/intervention detail become available.

April 2012 Patient Assessment (NUPA) V.1
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RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: P - ol x|

File Tabs Help

RESPIRATORY - PROBLEMSANTERYEMNTIONS/DESIRED OUTCOMES — Click & row to update its problem evaluation and intervention status.

T4B |FRDELEM

DATE IDENTIFIED| DESIRED EIUTEEIME'F‘HEIE EVAL |PROB EVAL DATE |INTERVENTION

|INT STARTED |INT smTuS'\NT STATUS DAT

RESF ibsthma [Actual]

]

I~ Danot display resalved problems

12/6M @031

Add Mew Problam

Stabilization and/or im Mew problem | Mot on file

Wiew histary for this problem

Acd New Intervenlian to this problem |

Education - Instruct patient to immedi 12/6/11@0831 |Notonfile Mot on file

Problem/Intervention detail

Problem: Asthma [Actual) _|
Identiied: 12/5/11 @331
Desired autcome: Stabiization and/or improvement of respiratory status asi
Evaluation: New problem
Evaluation date: Not on file
Intervention: Education - Inshuct patisnt to immadiately report amp problems
Intervention started: 12/6/11@0E31
Intervertion status: Mot on file

Froblem evaluation Inter 1 stalu :
£ No chenge/Stable % B Intervention status date: Not on file
" Deteriarating £ Contiue
" Impraving )
 Unresolved at discharge  Pending
RespPage1 | RespPage2 | OtherCT Loc| RespPage3|[ RespCP |
Genlnf | Educ | Pain | IV Resp | C¥ | Newo | Gl [ M5 [ skin [P | Rest [ Func JOP [ PCE | Wiew Tent

* Designates a requited field

\Ferfurmmg assessment

RN Reassessment, <Resp> CP window
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3. Select a problem evaluation and an intervention status for the selected problem.
Evaluate both the problem and the specific interventions each time you document.

[~ Danot display resalved pralems

Problem evaluation——————

£ Mo change/Stable

& Deteriorating

" Improving

" Resolved

£ Unresolved at discharge

Problem/Intervention detail

Add New Probl Wiew histary fior this problam Prablem: Asthma [Actuall
e | £ £ | |dentified: 12/6/11@0831

Add New Intervention ta this pioblem |

" Completed
" Continue
" Discontinus

" Pending

Intervention status————

Cancel 4

El

Desired oulcome: Stabiization and/or improvement of respiratary status as i
Evaluation; New problem

Evaluation date: Not on file

Intervention: Education - Instruct patient to immediately report any problems
Intervention staed: 12/6/11@0831

Intervention status: Mot on file

Intervention status date: Mot on file

=il

Genlnt | Edu | Pain | I

Wiew Text

RespPagel| RespPage2 | OtherCT Loc| RespPage3

Fesp |Ov | Mewo |Gl | GU | M/S [skin | Pss [ Rest [MH | Func JOP | PCE

* Designates a required fisld

|Performing assessment

Problem evaluation, Intervention status, and Problem/Intervention detail

4. Click OK.
Information displays.

Information x|

\il) Plan/intervention updated!

Information : Plan/intervention updated!

5. Click OK to complete the problem/intervention.

April 2012
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6. Review the care plan table.
The Prob Eval/Int Status are updated and the Prob Eval Date/Int Status Date are added.

=1o]x]

(i RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX:
File Tabs Help

RESPIRATORY - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

INT STARTED |\NT STATU%INT STATUS DAT

TAE  |PROBLEM DATE IDENTIFIED (DESIRED EIUTEEIMEIFREIE EvAL |PROB EVAL DATE [INTERVENTION
RESP 12/6/11@0831 Stahilization and/or im Deteriorating  12/15/11@1521  Education - Instruct patisnt to immedi 12/6/11@0831  Contirue 1211511@1521

L |

I Da not display resolved problems Add New Problem Wiew history for this problem

Add New Intervention to this problem

Resp Page 1 Other CT Loc | _RespPage 3
Gen Inf | Educ | Pain | v Fiesp | [ Mewo |Gl [GU | MA [Skin JP/S [FRest |MH [ Func JOP JPCE | ViewTent

* Designates & required fisld

|Performing assessment

RN Reassessment, <Resp> CP window
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7. Click View history for this problem to view the history of the selected problem.
The Problem History displays.

i Sughr CONTINUE [DEC V5 0SS5 00 20 by FODF IUSER OMNE

Problem History window

8. Click Close.

April 2012 Patient Assessment (NUPA) V.1
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Adding a New Intervention for an Existing Problem

1. Click a problem.
2. Click Add New Intervention to this problem.

The Add New Problem/Intervention window displays with the area and problem selected.

(@ Add New Problem/Intervention _[Olx

Clict: o pratilen ares:

Cardiovascular a
Dietetics

Dischare Planning

Functional

Gastrointzstingl
Geritourinary
v

Mental Health -~

SelEctPrallenls; Desired Outcome

Cogritive mpaiment [Actual) Improved commurnication with palient with impaired speech
Hering defict [fictus]

Visual delici: [f.ciual)
Other 1
Other 2

elect Interventians

[ Other E dueation 1

[ Other Edueation 2

L] Treatments procedures - Face the patient and make epe contact

[ Treatments fprocedures - Lise simple words and shart sertences

[ Treatments /procedures - Lse an alphabet board dd
[ Treatments procedures - Lse a picture board

[ Treatments/procedures - Use hand gestures

L] Treatments/procedures - Provide wiing materials Cancel
om - Provide positive

and praise as appropriate

(] Dther Treatments/procedures 1
[] Other Treatments/piocedures 2
[] Other Surveillance 1

Dther Surveilance 2
[ Other Case Management 1
(] Dther Case Managemsnt 2
[ Other

Add New Problem/Intervention window

3. Select an intervention from the Select Interventions list box for the selected problem.
4. Click Add.
Information displays.

Information x|

j) New Intervention added!

Information : New Intervention added!

5. Click OK.
6. Click Exit.
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Adding a New Problem/Intervention

i RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: P! o [l

File Tabs Help

RESPIRATORY - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

TAE  |PROBLEM DATE IDENTIFIED (DESIRED EIUTEEIMEIFREIE EvAL |PROB EVAL DATE [INTERVENTION INT STARTED |\NT STATUqINT STATUS DAT
RESP 12/6/11@0831 Stahilization and/or im Deteriorating  12/15/11@1521  Education - Instruct patisnt to immedi 12/6/11@0831  Contirue 1211511@1521

Ll | 0]

I~ Do not display reschved problems [T o Brciom

iew history for this problem

Add New Intervention to this problem

RN Reassessment, <Resp> CP window

1. Click Add New Problem.
Add New Problem/Intervention window displays.

(@ Add New Problem/Intervention - lolx|

ok & problem ores

Cardiovascular -
Dietelics

Discharge Planrin

Functional

G sstioinlestinal
G enitourinary

I
Mental Health
=l

Selact Problem(s Desired|Outcare
Tnaniine mparment (Behia

Hearing defict [Actual)

Spesch defict [Aotual)

isual deficit [4ctual)

Other 2

e potiter/2ntiche:

X Esit

Add New Problem/Intervention window

Note: The Respiratory area is auto selected, because you are in the Resp CP.

2. 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.

April 2012 Patient Assessment (NUPA) V.1
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(@ Add New Problem/Interv n _ ol

Clicks problemares.

Cardiovascular -
Dietetics

Discharge Planning

Funclional
Gastiointestinal
Genitourinany
v

Mental Health -

Select Problem(s Desired Outcome
Cogniive mpaiment [Actual Facilitation of communication

Speech defict [Actua)
Visual defct: (Actual]

Other 2

elect Interventions
L] Other Education 1 -
L] Other Education 2
[ Treatments/procedures - Ask patient about preferred communication approach

[ Treatments/procedures - Demanstiale patience

] Treaiments/procedures - Face the cent dieclly, speak slowly, clearly and concisely Add

[ Treatments/procedures - Lse a sign language interpreter as appropriate

[ Treatments/procedures - Keep backaiound naise to @ minimum when communicating

[ Treaiments/procedures - Encourage verbalizalion of questions and concems Cancel
- Perindically assess of by asking patient to repeat what was said

[ Treatments/procedures - Use paper, pencil, or computer communication when necessary

[ Treaments/procedures - Implement the use of assistive lstening devices (ALDs) when appropiiste:

[ Treatments/procedures - Lise pictures or diagrams depicting tests/procedures

L] Other Trealments/procedures 1

[ Other Treatments/procedures 2

L] Surveillance: -watch for signs of depression and refer for fuither assessment and tieatment as nesded
L] Other Surveilance 1

[ Other Surveilance 2
[ Other Case Management 1 ~|

Exit

Add New Problem/Intervention window for problem/intervention options

3. Select an intervention from the Select Interventions list box.
4. Click Add.
Information displays.

New Problem/Intervention added!

Information : New Problem/Intervention added!

5. Click OK.
6. Click Exit.
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Other Problems

Some problems generate a to enter problems that are not on the predefined list.
1. Select an Other problem in the Select Problems list box.
The Other problems displays.

(5. Add New Problem/Interventi - o] x|

Clickaproblemares.

Cardiovasoular -
Dietefics

Discharge Planning

Functional

Gastraintestinal
Geritourinary

I
Mental Health
=l

Selact Problerm(s] *Desired Outcome

N Other problem:

Fiearing cefck {hctusl Other problem X
Speech deficit (Actu]

Visual deficit {Sctual Enter the other problem name:

Other 2 |

Conce

elect Interventions

[ Other Case Management 1

[ Other Education 1

L] Other Education 2

L] Other Treatments/Procedures 1

[ Other Treatments/Procedures 2 Add
L] Other Surveillance 1

[ Other Surveilance 2

[ Other Case Management 1 Cancel
[l Other Case Management 2

[ Other 1

[ Other 2

[ Other Outcame 1

[ Other Outeome 2

X Exit

Add New Problem/Intervention window with Other

Type the other problem into the text box.

Click OK.

Type a desired outcome into the Desired QOutcome text box.

Select one or more interventions from the Select Interventions list box.
Click Add.

Information displays.

AN e

Information x|

\ij) New Problem/Intervention added!

Information : New Problem/Intervention added!

7. Click OK.
8. Click Exit.
9. To add more other problems, repeat steps 1-8, as necessary.
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Other Interventions

Some interventions generate a to enter interventions that are not on the predefined list.

1. Select an Other intervention in the Select Interventions list box.
The Other intervention displays.
2. Type the other intervention into the text box.

3. Click OK.

ft: Add New Problem/Interve:

Cliskmproblemores

Cardiovascular -
Dieletics

Discharge Plannin

Furctional

Gastiointestina|

Genilourinary

Iv

Mental Healh -

SelectProblem(s; *Desired Outcome:
Cogritive impaiment (Actual) remove other prob

Hearing deficit (Actual]
Speech deficit [Actual]
isual deficil {hetual]

Other 2

elect Interventions

[ Other Case Management 1

[ Dther Education 1

(] Other Education 2
i

i

IN]

[ Other Surveilance 2 m

) Diher Case Management 1 Other Treatme! X Cancel
[ Diher Case Management 2

[ Other 1 Enter the Other Treatments Procedures

[ Other 2 Intervention:
[ Dther Qutcome 1
[ Dther Qutcome 2

X Esit

Add New Problem/Intervention window with Other

4. Click Add to transfer the intervention to the care plan.
Information displays.

5. Click OK.

6. Click Exit.

Information x|

\ij) New Problem/Intervention added!

Information : New Problem/Intervention added!
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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.

e Are there religious practices or spiritual concerns the patient wants the chaplain, physician, and other
health care team members to immediately know about?

e Patient requests an immediate visit from the Chaplain?
e Does patient have a pastor or clergy who should be notified of this hospitalization?

1. Select Yes and a message indicating the consult is mandatory displays:
Chaplain consult mandatory

—Spiritual/Cultural Assessment - Patient's Refigion: JEHOVAH'S WITMESSE

#us thers isligious practioss or spiitual —+ [escibe practices/concems — Patient requests an immediate *Describe practices

Prior patient response: NO

concems the patisnt wants the chaplsin, 2 Doss patient have any traditional,

physician, and other health care team VIS‘F_FOT i B Chaplain Consuit ethnic, or cultural practices
members to immediately know abou @ eg Mo that nesd to be part of car
s " No Frior patient responss; NO O Yes Mo

Piior patient response: NO

5 * Describe concems 5 :
Does patient have any concerns Does patient have a pastor or

o special considerations if @ clergy wha should be notified
blood transfusion is needes of this haspitalizatior

£ Yes Mo £ Yes  No

Pricr patient response: NO Pricr patient response: NOI

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 2 window
Spiritual/Cultural Assessment

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

{3 INPATIENT CHAPLAIN Consult _|ol x|
* Urgency I vl Patient will be seen as an
’—‘(‘ Inpatient Outpatieﬂ
*Place of consult |Eedslde ~|

* Provider
Prowisional disgnosis | I

*Reason for request

Ferson to notify

Upload Consult | X Cancel |

INPATIENT CHAPLAIN Consult window
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a. Complete all fields with asterisks; they are required fields.
b. Click Upload Consult.
Information displays indicating the consult is uploaded with the reassessment note.

Information x|

jj) Consult will be uploaded with the note.

Information : Consult will be uploaded with the note.

3. 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.
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Working in the Template

AN S e

To complete the template, move through the fields from left to right and then down.
The active page displays first and the page tab is white.
Each tab across the bottom is subdivided into pages, which display on the right above the bar of tabs.
Each field with an asterisk (*) must have an entry.
A field without an asterisk is optional.

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.
1. Click a tab at the bottom of any of the RN Reassessment windows.

The selected tab opens.

fien | Page 1 | [Gen|Fage 7| GenlFaged| GenlPagsd

Genlnf [Edve | Pain | W [Resp J©¥ [ Mewo |Gl [ GU M/ [skin [ F/5 JRest [MH [ Func JDP [ PCE | View Test

* Designates & required fisld G to radiogroup: [that need to be part of care - 6o |

\Performmg assessment

RN Reassessment tabs

2. Open the Tabs menu and select a tab from the list.

The selected tab opens.

i RN Reassessment - BDYDXY,

File | Tabs Help

General Information Ctrl+Al+G

RE

T2

RE!

Education

Bain

v

Respiratory
Cardiovascular
Neurological
Gastrointestinal
Genitourinary
Musculoskeletal
Skin
Psychosocial
Restraints
Mental Health
Eunctional
Discharge Planning
PCE

View Text

Ctrl+Alt+E
Ctri+Alt+P
Ctrl+Alt+1

Ctri+Alt+R
Ctrl+Alt+L
Ctrl+Alt+N
Ctri+Alt+A
Cirl+Al+T
Cirl+Alt+M
Cirl+Alt+5
Ctri+Alt+Y
Ctri+Alt+Z
Ctri+Alt+H
Ctrl+Alt+F
Ctrl+Alt+D
Ctri+Alt+X
Cirl+Alt+V

RN Reassessment window, Tabs menu
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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 +AlIt+E
Pain Ctrl +Alt+P
v Ctrl +Alt+]
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
28 Patient Assessment (NUPA) V.1 April 2012
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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.

Go to radiogroup:

Adritted fram
Primarny Language

Go button
1. Use the Tab key to move to the bottom of the page.
2. Use the arrow keys to move up/down in the Go to radiogroup: list.
3. Click Go.
or
1. Click the drop-down arrow in the Go to radiogroup: drop-down list.
2. Select a radiogroup.
3. 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.

e Prior responses to many questions are embedded as read-only in the template. The responses do not
show up in the new Progress Note.
e 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.

Admitting diagnosis: NONE FOUND [ Prefened Languag
Fifan atfont respanse ko 'y hat e atient wan © Englsh
accomplish by this hospitalization™ " Spanish
pain free € Other

* Other Language

Prior patient responss: English

Addlional goals for hosgitalization

Prior patient response: English
Primary language
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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.

GEMERAL INFORMATION

dwance Directi

Does patient have an
Advance Directiv
© Yes

Mo

Prior patient response: NO

shaded in yellow.

(X RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH]

File Tabs Help

DISCHARGE PLAMMING

* Location of Advarce Directive

" Yes
o

Prior patient respanse:

Patient received info an
Advance Directive—

= Explain why patient did rot
1zeeive o

ES

Prior response: No
Does patient wish to indicate or make changes to an Advance Directive

Does patient wish to inifiate or make changes

to an Advance Dirsctie———
 ves {8 ocial ok Consuil |
£ No

Prior patient res| NO

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

=1olx]

= Patient/famly/support persan

able t respond to questions—|
& Ves  No

= Does patient have a legal/
—medical quardian [consarvator]
i VYes

Mo

Pulled fiom /% Page 3

Wit whom daes patient ive—
€ Alone
< Family
© Significant Oither
Friend
€ Nursing Home
€ Assisted Living
£ Homeless
©* Palient declines to answer

—* Transpottation for Discharge—|
Own car

" Friends/family
Bus

£ \A Shuttls

WA Trawel

 Other

" Patient declines to answer

*Spectty

=\/hy could ro ore respond

quardian [oonservator)

*Home environment

[ No identified problems
[ Stairs to enter home
(] Stairs within home
Bed on main level
[ Full bathraom on main level
[ Bed % hull bathroom on same floor [not main level)
] Other aichitectural bartiers (2.0 narow doorivays]
[ Patient declines to answer

= (fher transportation for dischaas

* Other reasorn no ore could respond

= Employment Status————|
£ Presently emplayed

£ Unemployed

' Reired

© Disabled

©* Palient deciines to answer

# [tter architectural bariers

General ohaervations/commarts

* Informeation obtained from
Patient
] Authorized surrogate

1 Family/Support Person

“Other souree of information

| Medical Record
] Other

*Relationship status—————
" Co-habitating

" Divorced

" Martied

" Separated

 Single

 Widowed

" Patient declines to answer

*Describe employment status

SpecialEqupment Needed at Home | |\

1 No equipment needed

| Specialty bed

| Specialty matress
Ramp

| Raised toilet seat

] Safety bars

] Other

DP Page 1 DPLCP
Genlnf | Educ | Pain | IV Resp | C¥ | Mewo| GI | GU_ | M/S | Skin | P/S | Rest |MH [ Fune pp  [PCE [ viewTest
* Designates a required field Go toradiogroup: [Employment Status - Ga |

|Perforrmng assessment

RN Reassessment, Discharge Planning (DP) tab, DP Page 1 window
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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.
=lofx]

(@ RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward:
File Tabs Help

GEMERAL INFORMATION

* Oifier reason o one could respond > Information obtained flom  * Giher source of infarmation

* Fatient/familp/support person Why cold ro ore respond 1 Paient
] Authorized suragats

able ta respond ta question:
) ] Farmily/Support Person
(= irey  No ] Medical Record
1 Other

Name: ZMSHT SW/LSDHYS CHULN
Age: 100 Sex: MALE  Race: BLACK OR AFRICAN &

Admitting diagnosis: NONE FOUND * Preferred Healthcare Languan
Priot pstant response b "what doss patisnt vant o " Engish
aeeorplish by this hospitazation” " Sparish

" Other

*ther Languzge

*W/hat dos patient want to Pribnpatientresnonse:
accomplish by this hosptalization”

Gen|Page 1| GenlPage2| GenlPage3| GenlPaged

Genlri [Educ | Pain [ [ Resp [ ov | Mewo |Gl GU M [skin [P/S JRest [MH [ Func [OP [ FCE | view Tent
* Designates a required field o ta radiogioup: [sbls to respond o questons =] Ga |

\Ferfurmmg assessment

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 1 window

Gen | Page 1 contains information that is similar to its equivalent on the RN Assessment. It is previously
entered information and is read-only.

1. Click Gen I Page 2.
Gen I Page 2 displays.
2. Populate Gen I Page 2, if necessary.
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(& RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P - ol x|
File Tabs Help

GEMERAL INFORMATION

Current Meds [last day) Allergies ‘festerday's and Today's Orders
*%% Qutpatient —*xx ﬂ ORDERS YESTERDAY & TODAY - HONE FOUND d

#%x%  HONE FOUHD %=
=l =
4 »

wxx IV wwx
Add Nevs Allergy

*x%  HONE FOIHD %%
*Disposition of meds* Diher Disposition *Implanted medication * Tppe of device/pump/medication * Is patient wearing anp kind * Type of patch

#x%% Tnit Dose **x

[ Meds biought in by patient pumps or device: of medicinal patcl
" Yes " Yes " Yes

Mo Mo " No

*x%  HONE FOIHD = *%x
——Spiritual/Cultural Assessment - Patient's Religion: PROTESTANT, NO DENOMINATION.

K

* e there refigious practives or spiitual * Descrbe paclioes/concers - Paent i Dsssibs
quests & immediate . ; esciiie practices
concems the patient wants the chaolain, ——— Duoes patient have any traditional,
physician, and other health care team 4gldin Corial ethnic. or cultural practices
members ta immediately know abou that ned to be part of can
 es Mo Fiior patient respanse s Mo
Prior patient response: Prior patient response:
*Desait =5pesfy pastor o ol
*Doss patient have any concsms 00 * Doss patient have a pastoror 0 oo O HEE
o special considerations if @ clergy who should be natiied
blaod bransfusion is neede of this haspitalizatior
© Yes  No  Yes " No
Fiior patient response Fiior patient respanse,

Gen | Pags 1| [ GenlPage 2| GenlPags3| GenlPags 4
Genlnf [Edue | Fan [ [FResp [ 0¥ [ Mewo |Gl [GU [ Ms [skin [P/S [FRest [MH [ Fune JOF [ PCE [ wiewText
* Designates a required field Gia to radiogroup: [thal need to be part of care - Ga |

|Performing assessment 4

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 2 window

Gen | Page 2 contains information that can be updated, as well as information that is read-only.
e Allergies are added on Gen I Page 2, in the Allergies text box.

e 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.

1. Click Add New Allergy.
The Add New Allergies window displays.
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(@ Add New Allergies =lolx]

Enter causative agent for Allergy or Adverse Drug Reaction:

Enter 3 of more lelters of the causative agent and then press the Search Button to allovs for
a compishensive search. Only one reactant may be entered at a time
* Dbserved/Historical *atunre of reaction

Search for Search £ Observed ) Historical JAlleray A

Diouble Click ore of the fallawing fems Sign/Symptons Commerts

ok Close.

Add New Allergies window

2. Type 3-5 letters of the reported allergy, into the Search for text box.
Click Search.
4. Double-click an allergy in the Allergy list.

The Sign/Symptoms list box displays.

W

(& Add New Allergies =lofx]

Enter causative agent for Allergy or Adverse Drug Reaction:

Enter 3 or more letiers of the causalive agent and then press the Search Bution to allow for
a comprehersive search. Only one reactant may be entered at a time.

* Dbserved/Historiza *Natne of reaction
Search for: [CAN Search & Dbseved ¢ Historical [Lleray -

Double-Click one of the following items: Sign/Symploms Comments
CANTIL PLAIN :l ] THROAT CONGESTION |
CANTRT [ THROAT IRRITATION
CANTHARONE FLUS ] THROAT SPASM
CANNULA, NASAL, QNVGEN ] THROMBOCYTAPENIA
CANDIDA 1:100 SKIN TEST [ THROMBOCYTOPENI4 FROM HEPARIN
CANDIDA 1:500 SKIN TEST ] THROMBOCYTOSIS
CENDIN ] THROMBOSIS
CANNISTER SUCKTION ALLIED HEALT 20-05 | TINNITUS
CANCIDAS 5OMG INJ [ TRANSIENT ISCHEMIC ATTACK
CENCIDAS 7OMG INJ ] TREMOR
CANASA S00MG SUP [ ULCERATION OF SKIN
CANDIDA 1:1000 TEST ] UNSTEADY GAIT
CENASA 1000MG SUFP ] UPPER AlRw/AY OBSTRUCTION
CAENDIN SKIN TEST ] UREMIA

] URINARY INCONTINENCE
From Local Drug File CI URTICARIA
O UVEITIS
From Drug Ingredients File [ VASCULAR CONSTRICTION
CANTHARIDIN ] VERTIGD
CEHDELILLA AL [ VESICLES IN SKIN

CAHOLA OTT [ VISUAL DISTURBANCE
DA ALBICANS L] YOMITING
CANDESARTAN [ WATERING EVE
CANTHARTS [ WEAKMESS
CANAKINUMAB [ WEIGHT GAIN FINDING
[ WEIGHT LOSS
From Y& Drug Class File A G HEEZING

Ok Close

Add New Allergies window with Sign/Symptoms available

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

Select one or more reported signs/symptoms.
Click OK and the allergy is saved in the Adverse Drug Reaction (ADR) file.
Information displays to confirm the allergy is saved.

o NN
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Information Y

\i|) Allergy save done!

oK

Information : Allergy save done!

9. Click OK.
10. 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 25.

1. Click Gen I Page 3.
Gen I Page 3 displays.

(& RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX — ol x|

File Tabs Help

GEMNERAL INFORMATION

dvanee Direct
) ) - " Evplai iy patient ot . o i
B EEn i i T it Dioes patient wish to initiate or make changes
. to an Advance Directive
Advance Directiv fdvance Directive
O e
£ e
o &R
Priar patient resporee: Priar patient resporese: Priat patient respanss
= Testing for MRS4 brochure/esivalent information e e nicction Confol Education
given to the patient/authorized surrogat  Vex " No
(F Yes (" No __ Pior response
) Infection Cantrol Education
Friot response: ] Hand hygiene practices

| Definition of MRS4, VRE, TE, and all resistant arganisms
] Spread of resistant organisms/prevention
FAFIE# Wares swah on ad discharge | Contact Precautions (as related ta patient condition]

1 Respiratory Precautions (s related to patient condiion)
| Surgical site (as related to patient condition]
[ Other

Level of Lrderstanding Precadtions

= id the patient/auttorzed suoaste agresto

Prior patient response:

MRS Hares swab performed

[ Meutropenic

Swab peomed:

’ Prior rssponse: .
Sy wastE MABA Hares swab PEomed. o \aree swab perfamed on angier | /1 et pefomed

with patient's agresment
 Ves £ Refused
 No N

MRS Nares swab perfomed on discharge /1 wasrit L pefoimed

with patient's agieemen
" VYes " Refused
 No N

Gen | Page1| GenlPage2 Gen | Page 4
Genlni [Educ | Pain | W [Resp o [ Mewo |Gl [ GU M5 [skin [P/5 JRest [MH [ Func JOP | PCE | View Test

* Designates a requied field 5o to radiogioup: [t an Advancs Diectivs -1 G |

|Performmg assessment

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 3 window
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2. Populate Gen I Page 3.
3. 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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX- =]
File Tabs Help

GEMNERAL INFORMATION

dvance Direct,

* Explain why patient did not B Py
P lER e s s Disie Rl o Does patient wish to inifiate or make changes

Advance Directiv tidvance Directive— 10 an Advanca Dirsctve———
- Yes & Yes @ Yes Sacial Work Consult
& o £ Ho Mo

Prior patient response: Prior patient respanse: Prior patient resg

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.
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Changing Emergency Contact Information

1. Click Gen I Page 4.

Gen | Page 4 displays with the Emergency contact information, Support person contact

information, and General observations/comments text boxes available for additional information.

i RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: P!
File Tabs Help

GEMERAL INFORMATION

General observations/comments

Emergency contact information
Contaet:
Relationship:
Address:

Fhone:
Work Phone:

BDYDXY, EHYUN WEDAADW
WIFE

9908 ROBIN NE.

FARM HILL, ID
207-001-6182

QryQezs

I~ Support Person same as emergency contact

= Document the name and contact information of the patient's support persan

GenlPags1| GenlPage2| GenlPage3|[Gen|Paged

Genlnf |Edus | Pain | I¥ | Resp | ©¥ | Mewa | GI

JGU Jmis Jskin JPis JRest [MH [ Func [DP [ PCE | View Test

* Designates a required field

\Performmg assessment

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 4 window
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GEMERAL INFORMATION

Emergency contact information

Contact

<]

Xddress:

Phone:
Work Phone:

: BDYDXY,EHYUN WEDARRDW Change Contact |
WIFE

Relaticnship:

3308 ROBIN NE.
FARM HILL, ID
207-001-8182
QCYQFZS

[

* Name [LNFN): |

‘ Save Contact I

* Relationzhip: I

* Street Address 1: I

Cancel Contact |

Street Address 2: I

Street Address 3: I

*Zip Code: I
Phore: I ‘wiork Phone: I

[ Support Person same as emergency contact

* Document the name and contact information of the patient’s support person

Emergency Contact and Support Person Information

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

3. Complete all the fields with asterisks; they are required fields.
4. Click Save Contact.
5. To cancel the update, click Cancel Contact before you click Save Contact.
6. Document the name and contact information of the patient’s support person.
It is required information.
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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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P!

File Tabs Help

EDUCATIONAL ASSESSMENT

o]

= Patient/family/support persan

able to respond to question
= ffes Mo

el Ditrer ediication (=vel

© Grade school

€ Juniar high school
© High schoal

© College

© Graduate school

© Other

" Unable to answer
" Refuses to answer

Priot patisnit ispanse:

*Bariers to leaming

1 None Identified
] Hearing
] Language
] Limited attertion span
1 Memary

1 Pain

] Sedation/Letharay

1 Visual Impairment

] Other

* Desoribe identified bariers

=\/hy could o ene respond

* ther i2ason nojone could respand

“ Desoribe why Unableio read

[ Has ahiliy to rea
" Yes

" No

Prior patisnt iesponse:

* Information oftained from
] Patiert
] Authorized surogate
] Family/Support Persan
[ Medical Record

1 Qther

*Wther souce okinfarmation

*Diesifte whiy Uriehle a rte
*Has ahily to wite—|
© Ves
€ Ho

Priot patisnt iespanse:

Leams best by Prefers = Readiness tolear————————
[ Doing [ Giroup Classes  Peady tolsamn
] Hearing/Listening ] Individual Approach [1:1)
[] Reading [] Prefers support person to be included £ States not interested in leaming
] Sesing [ Computer based rairing

£ States beaching not nesded

£ Innpeded by curent condition

Prior patient resporse
* Information provided to patient/suppart person
*Other barrers. *Krowledge of cunent ilness, surgery,

reason for hospitalization efc as
[identified by patient——————————

" Mone
" Limited

" Etensive

Prior patisnt iesponse:

on the following topics

] BCMA

] Managing Your Pain

[ Motfication of the Joint Commission

] Patient Rights & Responsibities

] Patient Salsty Concerns

] Prevention of Fals

(] Promation of & Restraint Free Enviranment
[ Qther

* Difier topic provided

Joint Commission Phone Mumber: 1-800-334-6610

EducPage 1] Educ CP
Genlnf Educ [Pan | ¥ | Resp | ©¥ | Newo| Gl GU [ M5 [skin [P/S [Rest [MH [ Func [DP  JPCE [ viewText|
* Designates arequired fisld Gio to radiograup: [Educational Level - Go |
|Performing assessment A

RN Reassessment, Educational Assessment (Educ) tab, Edu Page 1 window

Click Educ.
Educ Page 1 displays.

Update Educ Page 1, if necessary.
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3. Click Educ CP.
Educ CP displays.

i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD

File Tabs Help

Click & row to update its problem evaluation and intervention status.

EDUCATION - PROBLEMEANTERVENTIONS/DESIRED OUTCOMES

=lolx|

T&E |PROBLEM

DATE IDENTIFIED|DESIRED DUTEDMEIPHDE EVAL |PROB EVAL DATE [INTERVENTION

INT STARTED |INT 5TATUS|\NT STATUE

MNOME

KN

I~ Do ot display rssolved problems

Add New Problem

Wiew histary for this problem

Add Wew Intervention o this problem |

Problem evabugtion—  [Inlerventionstabus——————|
£ Mo change/Stable " Completed
" Deterioraling ~ Continus

© Improving s

 Resolved Discontinue

£ Uriesolved at discharge " Pending Cancel |

Problen/Intenention detsi

EdusPagel [[ EducCP

[ M5 [ skin JPis JRest [MH [ Func JOP [ PCE | view Tent

Genlnf Educ |Pain | IV Resp | O | Mewa |Gl | GU

* Designates a required field

Gio to radiogroup: [Problem evaluation - Ga |

|Perﬂ)rmmg assessment

RN Reassessment, Educational Assessment (Educ) tab, Educ CP window

4. Update Educ CP.
Refer to the instructions in Working in a Care Plan on page 12.
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Pain (Pain)

The Pain tab in reassessment is similar to the tab in the Admission — RN Assessment.

e IfIs pain is a problem for patient was documented as Yes in the Admission - RN Assessment, it is
pulled into the RN Reassessment.

e IfIs 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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P _ ol x|
File Tabs Help
PAIN ASSESSMENT )
—PainlLazation &1
|5 patient having any pain nol Pt Flegion ity of pain
" Yes Noms ;I | ;I
LA * Other pain region * Other quality of pain Onset of original pain [yesrs, months)
" Unable to respond ta questions ,—
Explainif rew cocurense I shant o bosn laced * Desoie other timing of pain
! 3 * Severity of Pain
on Falialive/Comfort Care [Dontre. Thnrst]
since last patient assessment —
“i/hat makes pain worse: * Other provoking factor(s]
* Deseie Pain Fadistion
* Dogs petisnt exhibit behavioral
indizators related to pain *[Hther behaviors! indicatan
*/hat makes pain better * Other pallative faciorls) * B/ i Meds helping pain
* Behayioral ndicatos)lbserved * freas of (i affected by pai = Comments for patients feiaspests
Pain Goal
“iyfhat painlevel s accentable
to the patient [0-10)7

I= Other painlocation?

Pain Page 1 | [(thePsin | | OtherPain2 | PainComm | PainCP
Genlnt| Educ  pain [IY | Resp | C¥ | Mewn | GI GU | M/S [ Skin | PS | Rest |MH [ Func | DP [ PCE | view Test
= Designates a required field o lo radiogroup: s patient having any pain now  + G0 |

|Performing assessment A

RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window

1. Click Pain.
Pain Page 1 displays.
2. Populate Pain Page 1.
a. 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.
e Yes
e No
e Unable to respond to questions
b. Select a radio button in the Is patient on Palliative/Comfort Care group.

Is pain a problem for the patient/Yes

1. If a patient reports that pain is a problem (even if there is no pain currently), select Yes.
a. The Other Pain and Other Pain 2 pages are available when the patient identifies multiple pain
locations. There are five pain location sections.
b. Identify Pain Location #1 and document the behavioral indicators.
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c. Complete all fields with asterisks; they are required fields.

(. RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A _ ol x|

File Tabs Help

PAIN ASSESSMENT

*Is paient having any pain nol
& Yes

Mo

" Unable to respond to questions

Evplainif ew oscurence

[ Pain Location #1

* Pain Region * Quality of pain = Type of pai
=1 | =1 © Acutessuigical © Chioric

* Wther pain region

* Seveiity of Pain *Timing of pain——————
(0=none - 10=waorst) € Constant
l—_I, © Intermittent

£ Other

“Yihat makes pain worss

Noidentiied tiggets &
Bending
Changes in temperature

Changing position

* Other guality of pain Onset of ariginal pain [years, months)

[~ Patient has been placed
on Palliative/Comfort Care
since last patient assessment

*Dessiibe other timingof pai

= [ther proyeking factorls)

* Doss pain radiat
 Yes  No

* Describe Pai Hadistion

*Does patient exhibit behayioral
indicators elated to pain

* Diher behavioral indizaton

* Behavioral indisators) observed

Coughing

Deep breathing

Deeppreatia v
T

Mo identified relief factors
Acupressure

Acupuncture

Assistive devicss [sane, wheelchai
Brace/Support

Chirtopractic ntervertion

Feld

£

* ther palistive factorls) * By Ote Weds helping pain

L

L1

= JO0O0O0OL0

reas of lifs affected by pain
No effect

Arwiety

Appetite

Concentration
Depression

Eneigy level

= Gomments for patients [fe aspects

Pain Goal
=Y/hat pain level is accaptable
ta the patient (010)7

L

L1

[~ Other pain location?

Genlnf| Educ_ pain [I¥ | Resp | C¥

Fain Page 1 Ditier Pain_| [ Other Pain2 | | Fain Comm Fain CP
_l—

| Mews [ 6 GU M skin [P/5S JRest [MH [ Func [OP [ PCE | view Teut

Go to radiagroup: |Is patient having any pain now = Go I

= Designates & raquired field

|Performing assessment

RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window
Is Patient having any pain now with Yes selected

2. 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 - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDULED S w4

[ e e ] o
[or_Jre ]

RN Reassessment, Pain Assessment (Pain) tab, Other Pain window
Pain Location #2 and Pain Location #3

3. Optional: Populate the Other Pain page.
a. Identify Pain Location #2/Pain Location #3 and document the behavioral indicators.
b. Complete all fields with asterisks; they are required fields.
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4. 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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A _ ol x|

File Tabs Help

[ Pain Location #4 [ Pein Lozation #5

* Pain Region = Qualiy of pain * Pain Fedion * ualiy of pain

Mone =] | ] [fiere =] | =]

* itier pain region = itrer qualiy of pain Orset of crigingl pain (years, months] | Gther pai region * iher quality of pain Orset of arigin pin (veare, months)
a—————. = Desoribe ather fiming of pain T * Deserize ather fiming of pain
(f=none - 1 0=worst) (0=rone - Tli=worst)

Yhat makes pain worss # Otfher provoking Factar(s) ihat makes pain worss = Other, proyoking factor(s)

* Desciise Pain Hadistion * Deseribe Pain Hadition

What makes pain better * Other paliative factorls)  * Ri/Oic Meds helping pain \What makes pain better * Otfrer palistive factorls)  * Aw/Dtc Meds helping pain

fiess of life affected by pain = Commerts for areas of e - Areas of lfe affected by pain * Cormerts for areas of [fe R

*fhat pain level i acceptable */hat pain levelis acceptable
i2 thre patient (01017 i0 tre patient (0107

Pain Page 1 | [Ih&PaR ] [ Other Pain 2 | _Pain Comm FanCP_ |
Genlnf| Educ Pain [V | Resp [ov | Newo |G GU [ M5 | skin [P/s [Rest [WMH [ Func [OP [ PCE | view Teut]

* Diesigriates a required field
|Performing assessment 4

RN Reassessment, Pain Assessment (Pain) tab, Other Pain 2 window
Pain Location #4 and Pain Location #5

5. Optional: Populate the Other Pain 2 page.
a. Identify Pain Location #4/Pain Location #5 and document the behavioral indicators.
b. Complete all fields with asterisks; they are required fields.

6. If you require more than five pain locations, continue to document on the Pain Comm page in the
General observations/comments text box.
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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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDULED M [w] ]

PAIN ASSESEMENT

I~ | mther

Peity | (et Pein 2
jop_Jece |
s patisnt having ary pai row |

RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window
Is patient having any pain now/No
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Is pain a problem for the patient/Unable to respond to questions

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX

File Tabs Help

FPAIN AZSESSMENT

* |5 patient having any pain noj

Evplainif new occurence

[~ Patient has been placed

on Palliative/Comfort Care
sincs last patient assessment

* Does patient exhibit behavioral
indicators related to pain

] Wone Dbserved
[ Body Rigidty
Crying
(] Facial Giimacing
[ Fidgeting
] Frightened Facial Exprassion
] Frowning
] Moaning
] Negative Yocalzation
[ Noisy Breathing
] Sad Facial Expression

[ Other

] Unabls to consale, distract, or reassure

* Difier behavioral indizator

* Behayioral indicator(s] ehssrved

I ther painlocatior”.

[ Pain Location #1

(=Y

* Pain Begion

* Buality of pain

Hone =

= (ther pain region

= Seveityof Pain
[(U=ricne - 10=worst]

“y/hiat makes e worss

“fhat makes pain better

* frezs of Ife atfested by pain

I =l

* ther qultyjof pai

* ther provoking factorls)

* Other paliative factor(s]

(st of oiginel pain [years, months)

* Dessibe other timingof pain

* Deseribe FPain Radiation

* Gomments for patients [fe aspects

Genlnf| Educ  pain |V

| Resp | v

Pain Fage 1 Other Pain_| [ OtherPain2 | | Fain Comm Pain CP.

| Wewo |Gl JGU [ M5 Jskin JP/5 [Rest [MH JFunc [P | PCE

* Designates a requited field

Pan Goal

“yfht pain [evel s scoeptable

tathe patizt (0107

Wiew Text

Goto radiograup: |15 patient having any pain now |+ Go |

* B/ Ot Meds belping pain

|Perf0rmmg assessment

RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window
Is patient having any pain now/Unable to respond to questions

1. 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 indicators 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.
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2. Click Pain Comm.
Pain Comm displays.
(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDUEED S w1
Ut Pein 2 | [ Pain Corm | PainCP_|
RN Reassessment, Pain Assessment (Pain) tab, Pain Comm window
3. Populate Pain Comm, if necessary.
Use the General observations/comments text box for additional information.
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4. Click Pain CP.
Pain CP displays.

i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD! _ ol x|

File Tabs Help

PAIN - PROBLEMS/ANTERVENTIONS/DESIRED OUTCOMES Click & row to update its problem evaluation and intersention status
TAE |PROBLEM DATE IDENTIFIED|DESIRED UUTEDMEIPRDE EVAL [PROB EVAL DATE|INTERVENTION INT STARTED |\NT STATUS|INT STATUS
NOME

L U]

Problem/Irtenention detai

I~ Da not display resolved problems Add New Problem Yiew istory For this problem

Add Wew Intervention o this problem |

Problem evalustion—————  —Interention status——————
£ Ho chonge/Sietle ~ Canpleted

" Deteriorating ¢ Continue

" |mproving &0
 Resolved iscontinue Cansl

© Urissolved at discharge " Pending

PainPage1 | _OiherPein | | Other Pain 2 | _Pain Comm

Genlrf | Edus  pain [V Resp | ©¥ | MNewa |Gl JGU | ws Jskin [Pis [ Rest [MH [Fure [OP [ PCE | wiewTent
* Designates a required field Go taradiogroup: [Intervention status - Go |

|Performing assessment

RN Reassessment, Pain — Problems/Interventions/Desired Outcomes, Pain CP window

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

1. Click IV.
IV Periph displays.

2. Ifapatient has no I'Vs or dialysis access in place, select the No I'V/vascular access devices check box
and none of the IV pages or Add New IV Location are available.

3. Move to the next tab.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX= -0l x|

File Tabs Help

v IV o TVivastuiar access device

Select a peripheral line. Numbers may not be sequential if you aren't showing D/Ced IV,
MNUMBER [LOCATION DATE INSERTED SIZE DISCOMTINUED UPDATED |

Add Kew 4 Losation

[~ Show discantinued ¥s aksa

Edit Peiipheral Line Sits

* Wtten lncation Mt size.
o T | I= 1+ Diseortinued
* Date/fime nserted
11/ discontinue date/time:
I~ Dressing chargs I~ Tubing chergs
LLast changed: LLast changed
Dressing date/time change Tubing date/time change

* Site characteristics “Diainage “ifier site appearance. * Desorbe patency

*Difier diessing condiion *Dressing|iype *Other diessing tpe
Canceedit

1 Periph [ Cenral [ Dialsts | [V Comments IV.CE

Genlnf| Educ | Pain v [Fesp [ov [ Newa |G JGU [ M Jskin [Ps [Rest [MH [ Func [ DP | FCE | View Test

* Designates a required field
|Performmg assessment 4

RN Reassessment, IV (IV) tab, IV Periph window
No IV/vascular access device selected
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Peripheral Lines - IV Periph

Existing IV Lines

If IVs were present at time of the Admission — RN Assessment or in previous reassessments, those [Vs

display on the IV tab.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX- _ ol x|

File Tabs Help

I I~ Mo IV /vascular acoess devices

Select a peripheral ine. Numbers may not be sequential if pou aren't showing D/Ced Vs,
NUMBER |LOCATION DATE INSERTED SIZE DISCONTINUED UPDATED |

1 Antecubtal Right Unknown 166G NO VES Add New IV Loeation

I~ Show discontinued Vs alsa

—Edit Peripheral Line &
it Peripheral Line Site SrT— * Dther size

ledion [ 5] I~ 1Y Dissentinued

* Date/ime inserted
[§/ discontinue date/fime

I Diessing change I~ Tubing change
[Last changed [Last changed:
Dressing date/fime changs Tubing dete/line change

*Drainage *Dther site appearance *Dessiite patercy

Dl et “Desteipe  Dimdnsralms A s
Cancel edit

IV Periph IV Central | ¥ Dislysis | ¥ Comments IV CP
Gen It | Edus | Pain v Resp | C¥ | Mewo |Gl [ GU M/ [Skin | P/s [ Rest [MH [ Func JOP [ PCE | View Text|

* Designates & required fisld

|Performing assessment

RN Reassessment, IV (IV) tab, IV Periph window
with an existing IV line

1. Populate IV Periph.
2. 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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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward

HX-AD —|of x|
File Tabs Help

I ™ MolVivascular access devices

Select a peripheral fine. Numbers may nat be sequential if you aren't showing D/Ced I's,
NUMBER [LOCATION

DATE INSERTED SIZE DISCONTIMUED UPDATED

1 Antecubital Right

Unknown 168G NOD YVES

Add HMew ¥ Lacation

[~ Show discontinued s also
i Edit Peripheral Line site #1

*Logatien [ rtecubital Right M

“Diessing |
" Clean, d, intact

* Other [aeation “ Wther size

* Datedtime inserted knav
© Yes C No [~ I¥Discontinued
= Diateiie frseited
14/ discortinue dat=/ime
I~ Dressing change I~ Tubing change
Last changed: Clean, diy, irtact Last changed
Dressing date/time change

" Drainage
" Dther

Tubing date/time changs

= i patent
CYes (Mo

b i oo *Dressing e Dl i e SHEchaactascs Drainags Other ste appearance  *Deserbe patency
[T No evidence of compications
[ Drainage
Pain
] Redness

[ Sweling Cancel edit
1 Dther

¥ Ferigh ¥ Cential ¥ Diglysis | IV Comments IV CF
P/5 | Rest [MH [ Func JOP [ PCE | viewText

* Designates a required fisld

Gen Inf | Edus | Psin v [Resp [ O ] Mewn | 61 GU_ | M5 [ skin

|Performing assessment

VA

RN Reassessment, IV (IV) tab, IV Periph window with existing IV line

3. To cancel entered data before upload, click Cancel edit.
4. To upload updated information, click OK.
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New IV Lines

i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A
File Tabs Help

IV [~ Mo IVvascular access devices

Select a peripheral line. Humbers may not be sequential i you aren't showing D/Ced Vs

=Y

NUMEER [LOCATION DATE INSERTED |5IZE |DISCUNTINUED UFDATED |
1 Antecubtal Right Unknown 166G NO VES Aadd e i Losation
7 [
[~ Show discontinusd s slso
Edit Peripheral Line site # - - =
* Difrelosation = Datedtime insented know e s
* Location |—_[v  es Mo € EG [~ I¥ Discontinued
C 56
"Distedtine nssited
il
et W discontinus datsdtine
O ier
I Dressing change I | Tubing change © Orknown

LLast changed
Dressing date/time change:

* tter disssing condfion *Dressingtype *Other dressing fype

LLast changed;
Tubing date/ime change:
*Site characteristics

*Drainage * ther site appearance

*Desoibe patency

Cancel edit

TV Feriph 1t Central ¥ Diglysiz_| IV Comments IV CF
Gen Inf | Educ | Pain v Resp | v | Mewo |Gl [ GU M5 [skin [ Prs | Rest [MH [ Func JOP [ PCE | View Text

* Designates & required fisld

|Performing assessment
RN Reassessment, IV (IV) tab, IV Periph window

5. Click Add New IV Location.
The Location drop-down list box displays in the Edit Peripheral Line site #1 section.
6. Select a location and additional fields become available.
Complete all the fields with asterisks; they are required fields.
7. To cancel entered data before upload, click Cancel edit.
8. To upload updated information, click OK.
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File Tabs Help

RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A

Ad Wew IV Losation

v I~ No dvascular aceess deviees
Select 3 peiipheral ine. Nurnbers may not be sequential if you aren't showing D/Ced IVs.
NUMBER |LEII3L\T\EIN DATE INSERTED SIZE DISCONTINUED UPDATED
1 Antecubital Fight Urknown 166G NO YES
- C
I~ Show discontinued Vs ako
Edit Peripheral Line site # -
* [ther [osation * Datelime inserted know Size—— " Othersize
*Losaton [Fogam Fight _+| C Yes & No 166G
FDatefieimeied e
*Dressing T
& Clean, diy, intact Gither
8. QU NFC | = 1y essing change I~ Tubing change -
(" Diainage Last changed: Last changed
 Other Dressing datedtime change: Tubing date/time change
= Diainage = Oifrer site appearance

* Other dressing condiion * Diessing type
[ Bandaid

it diessing ppe i

* Site characteristics

1 Other

I~ ¥ Discontinued

I/ discontinue date/ime

"1V paten
el O No
* Diescribe patenicy

Cancel edit

I Central

1 Pariph

| I Dialysis | IV Comments v CP

[Resp | Cv

| Newa | &I G

[ M5 Jskin [Fs [ Rest [MH [ Fune | OF

Genlnf | Educ | Pain [y

* Designates a requited field

[ FCE | view Tent

\Ferfurmmg assessment

RN Reassessment, IV (IV) tab, IV Periph window with a peripheral line location

9. To add another IV location, repeat steps 6 through 8.
Note: There is no limit to the number of IV locations you can enter.
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Central IV Lines — IV Central

1. Click IV Central.
IV Central displays.

(% RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A —1of x|

File Tabs Help

Iy Selectacential ine. Mumbers map not be sequential if you aren't shawing D/Ced Central Lines,
NUMBER [TYPE |LEIEATIEIN |DATE INSERTED |D\SEDNTINUED |LIF‘DATED |
Tunneled catheter - Single Lumen Fladial Right Unknown MO VES

Add New CL Location

[~ Show discontinued Central Lines also

Edit Central Line Site : e
o e [
= (ither [ocation
I Gerral ine dissantinued
I | Diessing change: I Tubing chenge: =Dt/ inseried Certial e diseortiue datediine
Last changsd: Last changsd:
Dressing date/fime changs Tubing date/fime chang=
*Other diessing eandiion. *Dressinglype. = Other diessing pe *Site characterstics *Drainage = (ther site sppearance. *Descibe patency
0K Canel edt

A - T 1% Central 1% Dialysis | I Camments. IV CP
GenInf| Educ | Pain v Resp | ¥ | Mewo |Gl [ GU M/ |Skin |F/5 | Rest [MH [ Func JOP [ PCE [ “iew Test

* Designates a required figld
|Performmg assessment A

RN Reassessment, IV (IV) tab, IV Central window

2. Populate IV Central.
3. Click Add New CL Location.
The Type drop-down text box displays in the Edit Central Line site #1 section.
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o

¢ RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A
Eile Tabs Help

I Selectacentral ine. Numbers may not be sequential if you aren't showing D/Ced Certral Lines.
NUMEER |TYPE |LDEATIDN |DATEIN5EHTED |DI5EDNT\NUED |UPDATED |
1 Tunneled catheter - Single Lumen Radial Right Unknawn NO YES

] o

[~ Show discontinued Central Lines alsa

NO Add Mew CL Lasation

[ Edit Central Line site: #:
. ;I * Location I

*Mther Incation

*Type |[EEMY

* Dressing—————
€ Clean, diy, intact

T |- Datetime seted o
" Yes
£ No I~ Central lne discant

[~ Tubing changs Gentral ine dissortinue dat
Last changed

Tubing date/fime change

I~ Dressing changs
Last changed
Diessing date/fime change

*Date/fime inserted

" Drainage
€ Other

* Site characteristics * Drainage = Hitier site o

[ Mo evidence of complications

* Other diessing condifion  * Diessing ype* Dther diessing pe

[ Bandaid

* Cathster impreaqnated
* ith antiseptic andfor antibicti
" Yes Mo " Unknown

* Catheter power injectabl
ee E o Unkoown]
= Y patent
£ Ves " No

= Deseiibe patency

inued

7l

BREElEnCe:

[ Gauze ] Drainage
] Transparent ] Pain
[ Redness
[ Nane ] Sweling
1 Other
oK. I Cancel edit
IV Periph | [ 1 Central IV Dialysis | ¥ Comments Iv CP

Genlrf | Educ | Pain 1 Resp | OV | Mewo |Gl JGU [ M/5 [skin | P/s [Rest [MH | Func | DP

[ PeE | view Tont|

* Designates a required field

Performing assessment

RN Reassessment, IV (IV) tab, IV Central window

Select a type and a location.

Complete all the fields with asterisks; they are required fields.
To cancel entered data before upload, click Cancel edit.

To upload updated information, click OK.

To add another central line, repeat steps 3 through 6.
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Dialysis Ports - IV Dialysis

1. Click IV Dialysis.
IV Dialysis displays.

' RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX- - ol x|
File Tabs Help

I

Select a dialysis location. Mumbers may not be sequential if you aren't showing D/Ced locations.
MUMBER | T¥FE LOCATION DATE INSERTED |5\ZE |DI5EDNT\NUED |UF’DATED |

1 Ceritral Yenous Catheter [Dialysis cathete Am - Right, upper Unknown 16G NO YES Add Mew Dialpsis Location

I~ Show discontinued Dislysis sccess locations alsa

[ Edit Dialpsis access location #

“Type * Select Dislysislocalion* Dther lacation *Ditst s
[ [Eljcne Bl
I~ Dressing change * Diate/fime nserted ™ Dialysis catheter diszantinued
Discontinue daterime
Last phanged I Tubing change

} Tubing date/fime changs
Diessing date/time change Last changedt

= (ther dressing condition *Dressinglype “Oherdiessinglpe. *Gite characterstics = Drainzge = (ther site appearance

Eaticel pdit

I Peiph | I Csntral | [ v Dialysis ¥ Comments IV CP
Gen Irf | Educ | Pain 1 Resp | C¥ | Meun| Gl |GU | MsS [Skin [ P/S [ Rest [MH JFunc [P JPCE | viewTest]

* Designates a requited fisld
2erforming assessment A

RN Reassessment, IV (IV) tab, IV Dialysis window

2. Populate IV Dialysis.

3. Click Add New Dialysis Location.
The Type and Select Dialysis location drop-down list boxes display in the Edit Dialysis access
location #1 section.

4. Select type and location.
Complete all the fields with asterisks; they are required fields.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-/

File Tabs Help

I

Select a dialysis lacation. Numbers may not be sequential if you arertt showing D/Ced lacations.
NUMEEHlT‘r’F’E LOCATION DATE INSERTED |5IZE |D\SEDNT\NUED |UF'DATED |
1 Ceniral Venous Catheter (Dialsis cathete Am - Right, upper Unknawn 166 ND YES

N NO

I~ Show discontinued Dialysis accsss locations ko

“Type

“Dressing |
 Clean, dy, intact
" Drainage
 Other

*Dther dressing eandiion * Dressingtype “Wther driessing tyee

~Edit Dialysis access location B
* Select Dialysis location *Mther location * Datestime inzerted knowr =
enous Catheter [0 atheter - Triple Lumen, MNon-tunnelas Morne: - " Yes " Na

=1olx]

Add Wew Dislpsis Location

[~ Dressing changs = Datedline inseried

Lzst changed ;
LTt charoe Tubing dateline change

Dressing date/time chatae. LLast changed

* Site characteristics * Drainage * Oiftier site appearance

T No signs/spmptoms of complio:

(] Bandaid

[ Gauze ] Bruit/thiil present

] Transparent ] Bruit/thiil not present
[ Drainage

[ None: ] Pain

] Redness
7 Sweling

*Mther size

[~ Dialpsis catheter discontinued
Discontinue date/tme

Cancel edit

I Periph I Central IV Dialysis 1¥ Comments [

Gen Inf | Educ | Pain v Resp | ©¥ | Newa | GI

JGu [ ms Jskin [P JRest [MH [Func [OP [ PCE | wiew Tent

* Designates a required field

|Perﬂ)rmmg assessment

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.

No blood pressure or needle sticks in the arm that the AV Fistula or AV Graft is in!

Warning X
5 Place arm band. No blood pressure or needle sticks
: in the arm that the AV Fistula is in!

Warning: Place arm band.

5. To cancel entered data before upload, click Cancel edit.
6. To upload updated information, click OK.
7. To add another dialysis access location, repeat steps 2 through 6.
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General Observations/Comments — IV Comments

1. Click IV Comments.
IV Comments displays.

2. Populate IV Comments.
Use the General observations/comments text box for additional information.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P!

File Tabs Help
I

General chaervations/comments

IV Pariph | W Centtal | IV Dialysis_| [1 Comments

I CP

Genlnf| Educ | Pain [y [Resp | O | Mewao| Gl GU | M5 [Skin | PS5 [ Rest [MH [ Func JDF [PCE | viewTent

* Designates a requited field

\Ferfurmmg assessment

RN Reassessment, IV (IV) tab, IV Comments window
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Care Plan -1V CP

Click IV CP.

IV CP displays.

Update IV CP.

Add/update a problem evaluation and/or intervention status, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.

(@ RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-A 1ol x|
File Tabs Help

I - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES Click a row to update its problem evaluation and intervention status.

T4E  |PROBLEM DATE IDENTIFIED(DESIRED DUTEDMEIF’F\DB Eval |PROB EVAL DATE [INTERVENTION INT STARTED |\NT STATUSl\NT STATL

NONE

KN Il
Prcblem/Intervertion detai

I Do not display resalved pioblems Add New Problem Wiew bistory for this problem

Add Wew Intervention to this problem |

Problem evaluation | [ Intervention status |
 No change/Stable  Completed
 Dateriorating ~ Contiue

 Impraving )

 Fiesalved € Discontie _ Caeel |
© Untesolved at dischargs ¢ Pending

IV Peiph | N Central | M Disksis | IV Comments | [ M TP
Genlnf [ Educ | Pain 1y Resp | O | Newo| Gl | GU | M/S | Skin | P/S | Rest | MH | Func | DP_ | PCE | View Test
* Designales a required field Go to radiogroup: [Intervention status - Ga |

|Performing assessment 4

RN Reassessment, IV — Problems/Interventions/Desired Outcomes (IV) tab, IV CP window
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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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH) i ]
File Tabs Help
FESPIRATORY ASSESSMENT
* Patiert/familp/suppont person * w/hy could o e respond * Ot reason no ore could respond * Information obtained from * Other source of infarmnation
r~able 19 12spond to questions Fatient
[ Autherized surogste
o W T Family/Support Person
el LR ] Medical Record
] Other
* Patient has & history of * Olther Histary
% Esnt:;r:pmad * Respiratory patten * Other respiratory pattern = Respiratory depth————————|
L] COFD 1 Regular £ Namal
[ Pulnonary Emboli (] Inegular - Aganal " Desp
] Pulnonay Fibrasis ] Ineqular - Chepne-Stokes  Shalaw
] Upper 1espiratory infections ] Ineqular - Kusamal
B

O 1 Irreqular - Other .
[ Other Chest mavermer
" Enqual, biateral, syrometrical
* Respiratory rate |0 3. £ Abnomal

*Work of breathing * £bnomal Chest Movement

[ Mo dificulty ohserved “ Otfier work of breathing

[ Dypspriea (shortness of breath] .
[ Masal flaiing Cyanesi

[ Othopriea " None

[ Pursed Lips € Central - tongue and lips

[ Use of accessory muscles (.

] Other Periphersl - eariobes, fingertips, around lips

Ahsert Crackles/Hales Dimirished/decreas=d  Rponchi heszing - expitaton Wheezing - inspiatory

* Breath sounds—— I Stida
" Clear

I~ Plewral fiictior b
" Abnormal

FespPage1| RespPage2| DtherCT Loc| RespPage3 Resp CP
PE J VewTew|

Gen Int | Edus | Pain | Fesp |Ov | Mewo |Gl | GU [M/5 [skin |Prs [Rest [MH [ Func [DP T PCE | view Teut

* Designates & required fisld Go ta radiogroup: [Respiatory depth - 6o |

|Performing assessment

RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 1 window

1. Click Resp.
Resp Page 1 displays.

2. Populate Resp Page 1.
a. Use the Respiratory rate box to enter the patient’s current respiratory rate.
b. Complete all the fields with asterisks; they are required fields.
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3. Click Resp Page 2.
Resp Page 2 displays.

RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P!

File Tabs Help

RESPIRATORY ASSESSMENT

" Laige

[ Productive cough present |~ p oo

* Sputum amon!

* Sputum color

* ther sputum colar

Friot 1esponse: £ Smal
Prior response:
—Chest tubs
[ Chest tubes present_* Losation 1
Priot 1espanse: NO
Lopafion 2

I ther chest tube [ocations

—Facilty ordered oxyaen

= 5uehion * [ther sustion =i Leak

= 5uehion * [ther sustion =i Leak

*Ghest tube dishage. * Dressing * Gther dizssing

*Ghest tube dishage. *Dressing * Gther diessing

* Lites Howr————
1 LMin
© 2LMin
3 LMin
4 LeMin

[ Facilty ordered ozpgen

 Other

* [ther [ter flog *Wtter deliveny method

" Cannula
" Catheter
" Mask
" Dther

Respirator Consul

Resp Page 1 | [ Resp Page 2

DOygen saturation %

I~ Henilater dependent  chioni
“eritilater dependert - chiori comments

Uiber 7 Loc | RespPage3|  RespCP

Genlrt] Educ | Pain |V Resp | OV

| Newa | Gl

GU M [skin [P/s [ Rest [MH

| Func | DP

| PCE | Wiew Text

* Designates a requited field

\Ferfurmmg assessment

RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 2 window

(% RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P

File Tabs Help

RESPIRATORY ASSESSMENT

—10lx]

[~ Productive cough present

Prior responise:

* Sputum color = Othier sputunm colon

* Sputur corisistency = Dther sputum consistency

Priot rssponss
—Chest tubi
[¥ Chesttubes present " Location 1
Friot responise! NO [Riight Arterior -

Datetime inserted
12w |[1811 =

[~ Chest tubs remaved

Laocation 2

Fiight Posterior -

D ate.time inserted

12/08/11 _w |[ 1611 ==

[~ Chest tube remaved

[~ Other chest tubs lacations

—Facilty ordered o

*“ttier suction

1 Sliaht bubbling on skpiation

[]10cm [ Large ail leak on expiration

] Other ] Air leak on inspiration/expiration
] Intermittent air leak
] Crepitus prasent

* Suction * Hther sustion * At Leak

] Slight bubbling on expiration
] Large i leak on expiration
] it leak on inspiation/espiration
] Intermittent ait leak.

] Crepitus present

* Chest tube drainage  * Dressin * [Ither dressing
T

[ Srnall O Drzinage

[] Moderate ] Other

[ Large

[] Serous

[] Serasanguinous
[] Bloody

* Chest tube drainage
T
] Small

[ Moderate

[] Large

[] Serous

[] Serasanguinous
[] Bloody

* Dressin * Other dressing

[ Diainage
] Dther

#Liter flow————
1 Liin
2 LMin
3 LMin
4 LMin

¥ Facility ardered oxpgen

£ Other

Mt liter o # [ther defivery methiod

€ Cannula
" Catheter
 Mask
€ Other

Flespiratory Cansult

RespPage 1 | [ Rssp Pags 2 | Other T Loc | | Rissp Pags 3

Dwpgen saturation %

I~ Weniikatar dependent - chionic
=erfilator deperdent - chionic comments

Flesp CP

Gennf | Educ_| Pain | IV Fiesp

Neura | GI

| Gu

| M5 [skin [P JRest [MH ] Func

DF

| PCE [ Miew Test

* Designates a required field

|Perﬂ)rmmg assessment
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RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 2 window
Chest tube locations 1 and 2

Populate Resp Page 2.
Complete all the fields with asterisks; they are required fields.

a. 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.

b. Refer to the instructions in Working in the Consults on page 25.

c. Select the Other chest tube locations check box.
The Other CT Loc page is made available.

Click Other CT Loc.

Other CT Loc displays.

Populate Other CT Loc, CT locations 3 and 4, if necessary.
Complete all the fields with asterisks; they are required fields.

(& RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: F _|olx]

File Tabs Help

FESPIRATORY ASSESSMENT

—Chest tube

* Wit sustion = it Leak

] Mone

] Slight bubbling on skpiation

(] Large i leak on expiration

] A leak on inspiration/expiration
] Intermittent air leak

[ Crepitus present

“ Otfier diessing

I~ Chest tube remaved

* Looation 4 “Suction *Gther suction = i ll=ak *Ghest bube drainage. * Dressina = ther dressing

RespPage1 | RespPags 2 | [Other CT Loc| RespPaged|  RespCP

Genlnf| Educ [ Pan | [Resp Resp [C¥ [ MNewo |Gl JGU [M/5 Jskin JP/s [Rest [MH [ Func [P [PCE | view Tent]

* Designates a required fisld
Performing assessment A

RN Reassessment, Respiratory Assessment (Resp) tab, Other CT Loc window
Other CT locations, Location 3 and Location 4

7. Click Resp Page 3.

Resp Page 3 displays.
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RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH} _ ol x|

File Tabs Help

RESPIRATORY ASSESSMENT

— Tracheostom:

= Stoma appearance *ther stoma . = ther dressing
Dressing

¥ Tiacheostomy present x

. Size know
Ty Ditrer bach Bpe e Mo

= Fenestiated
€ Mon{enestiated

& Clean, diy, intact

* Tracheastomy size ' No diessing/apen to air

[ Tissue breakdown present
£ 0ld stoma/no appliance ® Wl
® e “Dressing type = Otrer dhessing pe
[~ Trach remaved [~ Dressing changs?
[~ Trach recently inssited ~Femaved date/iime *Diessing dete/time changs
= [sertion datefine
— Tobaccosceen———— *Tupe oftobaccoused
¢ Lifetime non-tobacea user
& Former tobaceo user, but now quit Instructions for farmer usage
{7 Cunent tobacco user [& patient MUST STATE that they quit within the last 12 months, and now
" Patient declines to answer coreider themselves a non-user. This cannot be the staff's conclusion
=) If the: patient has not used in X days/weeks/menths, but is not wiling

0 state that they have quit and considsr themselves ta b a non-ussr,
then classify patient as 3 curent tobacco user.

" Cluit tirme: frames
' Patient STATES that he/she has quit within the past 12 manths and now cansiders his/herself a non-smoker
" Patient quit tobacca mare than 12 menths ago but less than 7 vears ago

" Patient quit tobacca mare than 7 years agn

* &pproximate quit date:

* Tobacco education

General Observations/Camments

Palient stales he/she not interested in learning about smoking cessation
(] Education nat appropriate due to patient condition
[ Education re dangers inking oxygen and smoking to fie potential
[] Discussion with patient/support person re importance of stopping smoking (stop using tobacea)
[ Discussion with patient/support person re mportance of not resuming smeking of tobacea use
[] Brochure/handauts provided on tobacea use cessation
[ Referral to & smaking cessation class or clinic
(] Support of ricoline replacement theiapy if prescribed duing hospital stap or at discharge

RespPage 1| RespPags2| OtheiCT Loc|[RespPage3|  RespCP
Gen It | Edus | Pain | IV Resp | OV | Mewo| Gl [GU [MsS [skin [PsS [Rest [WMH [ Func [P [ PCE [ viewTeu]
* Designates a required fisld Gato radiogroup: |Tobaceo sereen - Go |

|Performing assessment 4

RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 3 window
contains the Tobacco screen

Populate Resp Page 3, if necessary.

Complete all the fields with asterisks; they are required fields.
Click Resp CP.

Resp CP displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD! _ ol x|

File Tabs Help

RESPIRATORY - PROBLEMS/ANTERVENTIONS/DESIRED OUTCOMES — Click a row to update its problem evaluation and intervention status

TAE |PROBLEM DATE IDENTIFIED| DESIRED UUTEUMEIPHUB EVAL |PROB EVAL DATE [INTERVENTION INT STARTED |\NT 5TATU5|\NT STATUS |

K

I™ Da not display resolved problems #Add New Problem e istory For this problem

Frablery/Intenvention detai

Ad Mev nterventio to this problen |

Problem evaluation Intervantion statu
" Mo change/Stable ¢ Completed
" Deteriorating ‘@ Barfioe

" Improving o
 Resolved isontinue Cael

© Uriesolved at discharge £ Pending

FiespPage 1 | RespPage2 | OiherCT Loc | RespPage®

Genlrf | Educ | Pain | 1v Resp |C¥ | Mewo |Gl [GU | M [skin [Ps [ Rest [MH [Func JOP [ PCE | wiewText

* Designates a required fisld G ta radiogroup: [Intervertion status - Go |

Performing assessment

RN Reassessment, Respiratory — Problems/Interventions/Desired Outcomes (Resp) tab,

Resp CP window

10. Update Resp CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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Cardiovascular (CV)

Document the cardiovascular reassessment of a patient in the Cardiovascular tab.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH

File Tabs Help

CARDIOVASCULAR ASSESSMENT

=[ofx]

= Patient/amily/suppott petsan
[~able to respond ta question:

= Yes  No

“y/hy could o one respond

[ Edema and Locations - Mark only the locations where edema is found

* ther 1eason o one could iespond

# Information obtained from

| Patient

[ Medical Record
[ Other

[ Authorized surogate
[ Family/Support Person

*Wther source of iffarmation

* Patient has a histary of * iher fistory * Edem: Facial Periarbital Rightam——| [ Leftam— | [Righthand—| [ Lefthand
T Hone reported  Trace Trace  Trace C Trace  Trace C Trace
[] Anemia " 1+ Pitting 1+ Pitting 1+ Pitting 1+ Pitting " 1+ Pitting " 1+ Pitting
[ Anagina " 2+ Pitting " 2+ Pitting " 2+ Pitting 2+ Pitting " 2+ Pitting " 2+ Pitting
[ Anticoagulant Therapy " 3+ Pitting € 3+ Pitting " 3+ Pitting 3+ Pitting 3+ Pitting 3+ Pitting
[ Arrhythmias 4+ Pitting € 4+ Pitting 4+ Pitting 4+ Pitting 4+ Pitting 4+ Pitting
CABG N Lal '’ Lol T N (ol 7 (ol 77
L] caD
O] CHE i resp Fior resp Fior fesp P 1230 Prir 1250 P resp
%a‘”ﬁnmm ~Sacrs——— ~Righthp—— Lethp—— (Rightle;—— [Leftleg—— ~Pedalight— Pedalleft—
i € Trace C Trace € Tiace € Tiace € Trace € Trace € Trace
[ Peripheral Vascular Dissase  1+Pitting | | 1+ Pitting 1+ Pitting 1+ Pitting 1+ Pitting 1+ Pitting 1+ Pitting
" 2+ Pitting 2+ Pitting 2+ Pitting 2+ Pitting 2+ Pitting 2+ Pitting 2+ Pitting
© 3+ Pitting | | ¢ 3+ Pitting " 3+ Pitting " 3+ Pitting 3+ Pitting 3+ Pitting 3+ Pitting
4+ Pitting " 4+ Pitting " 4+ Pitting " 4+ Pitting 4+ Pitting " 4+ Pitting " 4+ Pitting
N (el LalT7' el N N (a7
P 1e5p Ficr resp Ficr resp: Fior fesp P 150 TR P resp
" Extremities Extremities comments usculat
o = Heatt thythne | —* Hastt sounds * D=scibe abromal ssnd
[ Cool o —
I Capilly Fiefl Less than 3 Seconds izl ' Regula ' Homal
[ Capillary Refil Greater than 3 Seconds
Priot comments € Inegular " Abnormal
Priot response:
CVFagel | CVPage2 iR |
Genlni [ Edue [ Pain |1V JResp oy [Mewo Gl [ GU JMes [skin [P/S [ Rest [MH [ Func [DP JPCE | View Tewt|
* Designates a required fisld Go ta radiogroup: [Hear thythm - 6o |

|Performing assessment

RN Reassessment, Cardiovascular Assessment (CV) tab, CV Page 1 window

Click CV.

CV Page 1 displays.
Populate CV Page 1.
a.

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

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

Click CV Page 2.
CV Page 2 displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-
File Tabs Help

CARDIOVASCULAR ASSESSMENT

Pul

] | ] | ] | =] | ] |

Pladial Pukss Darsais Pedis Pulse Posteior Tibial Pulse
Left Plight Left Right Left Right

*Deseribe venous distension

4 istensic * Homar's sign———
(:Jugu\ar\fenu‘\f Distensicr e O e
= e © Positive = LeftCaff

Priot rssponse
Pior response: Negative
Positive is calf pain reported on flexion of foot
—Cardiac devi
[~ External pacemaker I~ Pemanent pacemaker
* Other cardiac device
I~ Implantable cardioverter defibrilatar (IC0) I~ Other deviee

General observations/comments

=]

= Cardiac monitor
& Wed

£ Mo

Fior cardiac monitor iesparse;

* Other cardias monter thythm

PR Irterval O [rterval
GRS Duration: ST Segment
_CVPogei |[CVPape2 | CVCE |

Genlrf| Edus | Pain [ W [Resn v [Mewo |Gl GU_ | M/ [skin [P/S JRest [MH [ Func JOP [ PCE | view Test]

* Desighates 5 required field Go to radiogroup: |ugular Venous Distensidn - Go I

|Performing assessment

RN Reassessment, Cardiovascular Assessment (CV) tab, CV Page 2 window

Cardiac monitor selected

4. Populate CV Page 2.
a. Complete all the fields with asterisks; they are required fields.

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

5. Click CV CP.
CV CP displays.
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(& RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-2
File Tabs Help

CARDIOVASCULAR - PROBLEMS/INTERYENTIONS/DESIRED OUTCOMES

Click a row to update its problem evaluation and intervention status.

=lolx|

T4B  |PROBLEM

DATE IDEMTIFIED (DESIRED EIUTEEIMEIPHEIE EvAL |PROB EVAL DATE|INTERYENTION

INT STARTED |INT STATLISl\NT STATUS DATE

K

[~ Do not display rssolved prablems

Problem evaluatior—————

" Nochange/Stable
" Deteriorating

" Improving

" Resolved

€ Uniesolved at discharge

Add Mew Problem

Fiablem/rtenvention detail

View histor for this problem

Add Hew [ntenvention to this prablen |

" Completed
" Continue
" Discontinue

 Pending

Intervention status _
oK

Cancel

CVPagel | C¥Page?

Genlnf | Educ | Pan | v

| Resp ov  [Mewo| Gl

| Gu

[ s [skin JP% JRest [MH [ Func [OF [ FCE | View Text

* Designates a required fiekd

Go to radiogroup: [Intervention status - Go |

Cv CP

|Performing assessment

6. Update the CV CP, if necessary.

CV CP window

Refer to the instructions in Working in a Care Plan on page 12.

RN Reassessment, Cardiovascular — Problems/Interventions/Desired Outcomes (CV) tab,
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Neurology (Neuro)

Document the neurology reassessment of a patient in the Neurology

RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PH

File Tabs Help

NEUROLOGICAL ASSESSMENT

tab.

=lolx]

= Patient/familp/support parson*/hy could ro o respond = [Ither 2=s0n nojone could iespond
—able to respond to question:

& Yes " Mo

* Patient has a history of *Spinal Cord I Level Oientation
[] None reported " Person, place. ime. and situation
gova (" Person, place, and time:
£ Multipls sclerosis
O Seizures " Person and placs
£ Spinal cord iniury
O Traumatic brain njuy (TE) (" Persononly
[ Other

Mot oriented at al

Piior 1espones
Level of Consciousness (Glasgow Coma Seale)

* Other revalogical problem * Desgribe Spinal Cord [nuy Level

Eve response soure [t sssssss = |
Verbal respanse seore [fict sssesse v |
Moo espanse scate [[1o: avsesse v

Total score: 0
Priar score:

Seore is expressed as Epe ) + Verbal [) + Matar (]

Glasgow score categories

1315 [nomal resul]

312 (conelates with moderate brain injury)

8 or less [comelates with severe brain injury)

* Information obtained fom  * [ther source of informtion
| Patient

[ Authorized sunogate

[ Family/Suppoart Persan

[ Medical Record

[ Other

Instructions for completing Glasgow Coma Scale

Information: The Glasgow Coma Soale is used to quantity
the —

level of consciousness and is scored betwesn 3 and 15,
3 being the warst, and 15 the best. It is composed of thies
parameters: Best Eye Response, Best Verbal Fesponse,
Best Motor Resporise. The definition of thess parameters
is given below,

Eicst Eye Fiespanse. 4]

Eyes open spontanzously

Eye opening to weibal command

Eye opening ta pain

Ko eys opening

Dienates closed eye or if patient is unable to apen an eye
dueto sweling, rerve palsy or sye dressing

Indicates presence of phamacological paralysis

T O re e

Best Verbal Respanse. (5]

5. iiented

4. Corfused

3 Inappropriate words

2. Incomprehensible sounds

1. N verbal respanse

T Indicates presence of an ET or Trach tube

D Indicates patient sphasia

P Indicates the presence of phamacological paralysis

E'est Motor Fiesponse. [B] [Best aim response)
E. Obeys Commands

Newo Page 1| MewoPage2| MewoCP

Gen Inf | Educ | Pain | Iv Fesp | ¥ Newo |G | GU [ M/ [skin [P [ FRest [MH [ Fune JOF [ FCE | viewTen
* Designales a requied field Bato radiagiaup: [2ble to respondfo questions = || Ga |

|Performmg assessment

RN Reassessment, Neurological Assessment (Neuro) tab, Neuro Page 1 window

1. Click Neuro.

Neuro Page 1 displays.
2. Populate Neuro Page 1.

Complete all the fields with asterisks; they are required fields.
3. Click Neuro Page 2.

Neuro Page 2 displays.
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RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: Pl

File Tabs Help

NEUROLOGICAL ASSESSMENT
Mo Speech/languags————
Instructians for perfoming mator assessment € Clear
: : Fiight ar Left an Fight le Leftle Py
525 motar siength bilaterally. Have the patient flex and extend am against [al- [al- (alh" B e vt -
wour hand; squesze your fingers; it leg whie you press down on the thigh: falr fall falr ! g noimal -Aphasic
hold leq straight and lift it against gravity: and flex and extend foot against your 3 o ol o " Abnormal - Dysarttiric
hand. Grade each extremily using the scale below: P e e e © Other
-+ -+ 4 -
5 + ficlive movement of extremity against giavity and maximal resistance e e [l e falb 1% f‘"”' RS
4+ - Active mavement of exiremily against aravity and moderate resistance (o] (o] (ol fall] Utherispeech/language
3 - Active movement of extiemily against aravity but NOT against iesistance  Hs s s TN
2+ - bctive movement of extremily but NOT against graviy
1+ - Slight movement [ficker of cantraction)
o R LrEIT Frior i2sp: Frior resp: Piior resp: Prior resp:
—_Pupil
Reactivity
* itier pup i
[¥ N lens implant/prosthesis e Fight eye Left epe

Frior response;

™ Sensations - New
paresthesias of neuropathiss pressrt

Frior respanse:

= Desoiibe new lens implant/prasthesis

£ Equal
€ Right areater than left
@ Left greater than right
 Other

Prict respanse;

*Ney sernsations present

I Fieguires axshfive new communicatort

Evice to meet basic needs

Piiar respanse:

" Biisk reaction to ight
& Some reaction to light (shuaaish]

" Noreaclion to light

€ Biisk reaction o ight
" Some reaction to light (shuggish]

' Noreaction to light

Prict respanse;

Priat respanse:

*New cormm deyice needed General ohaervations/commats

Mewro Page 1] [Neun Page 2 Meum CF

Gen ] Educ | Pain | V| Resp | OV Newo |61

JGu [ M Jskin [P [Rest [MH [Func [OF [ PCE | Wiew Tet

* Designates a required fisld

G to radiogroup: [Right am - Ge |

|Performing assessment

RN Reassessment, Neurological Assessment (Neuro) tab, Neuro Page 2 window

Populate Neuro Page 2.

a. Complete all the fields with asterisks; they are required fields
b. Use the General observations/comments text box for additional information.

Click Neuro CP.
Neuro CP displays.
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K2 RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-A - g%

File Tabs Help

NEUROLOGICAL - PROBLEMS/INTERVENTIONS/ DESIRED OUTCOMES Click & row to update its proklem evaluation and intervention status.

T4E  |PROBLEM DATE IDENTIFIED|DESIRED DUTCDME'PHUB EVAL [PROB EVAL DATE [INTERVENTION INT STARTED |\NT STATUSlINT STATUS DATE

MOME

KNI i
PratiemAntervention detail

I Do nat display resolved problems Add New Problem Hiew histon for this problem,

Asdd Wew ntervention to this pratlem |

Froblem evaluation | [Intervention status———————
 NoshaerSide © Compeed
 Deteiorating £ Continue

 Improving - Do
P iscontinue Cancel

© Urresolved at discharge  Pending

Neuro Pags 1| Neuro Pags 2| [ Neua CP

Genlrf| Edus | Pain | ¥ | Resp | O Neuwo [G1 | GU_ | M5 | Skin | P/S | Rest | MH | Func | DP | PCE | View Text
* Designates a required field Go to radiogroup: [Intervention status - Go |

Performing assessment “

RN Reassessment, Neurological — Problems/Interventions/Desired Outcomes (Neuro) tab,
Neuro CP window

6. Update Neuro CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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Gastrointestinal (Gl)

Document the gastrointestinal reassessment of a patient in the Gastrointestinal tab.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX- i (=[P
File Tabs Help

GASTROINTESTINAL ASSESSMENT
* Patisnt/famiy/support petson why could no one rspod *Other resson no ne could respond. *Information obtained fiom * [tfer, source of ifarmation
Patient

—able to respond to question
[ Autharized suragate
& ~ ] Family/Suppart Person
es te [ Medical Renord
] Qther
* Patient has a kistory of  * (ther biston bdominal Assessmeri

[T Mo reported * Abdomen ther stbminal sssessment o
[ Bleeding - Emesis
’7(5‘ Present (" Absert
] Fl
= Present bowel soundh
{(-‘ Nomal ' Hypoactive O Hyperactive

[ Bleeding - Stal
’—x Last Bowsl Movement D

Bowsel sounds comments

[ Dianhea
[ Incontinence of stool
[l Mauses

[] Yomiting

[ Other

* [Wate of Last Boveel Movement

[ Canstipation
" Known o

— Bowel regime.
* ther boviel patiem * Lzwative rame and fiequency of Ls= * Enema type and frequency of us=
Bowelpattem |
& Daily

 Severaltines aweek et
 Weekly

" Other

™ Enema use

Prior response:
*Bowsel care - completion ime Hedication/treatment

= (tther bowelprogram schedule = Bowsl care - start fine
I~ Bowsl proaram

= Bowel program scheduls

Gl Page 1 GlDev | Gl0ev2 | GlPage2 Gl Page 3 GICP |
Genlnf| Educ [Fain [V | Resp [0 [ Mews @ [6U W/ [skin [FsS [FRest [MH [ Func [DF [ FCE | view Ten]|

= Designates & raquired field Go to radiogroup: [Bowel saunds - G0 |

[Performing assessment

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Page 1 window

1. Click GL

GI Page 1 displays.
2. Populate GI Page 1.

Complete all the fields with asterisks; they are required fields.
3. Click GI Dev.

GI Page Dev displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A _ ol x|

File Tabs Help

GASTROINTESTINAL ASSESSMENT

— Gl Device #1 — Gl Device
“Type (6] device comments = Type G device comments
[ - Mone: -
I~ Hewisinee [ast assessment I W since last essessment
Dat/ire Date/fime
I~ Remoyed sinee st essessment I~ Remaved sinee st assessment
Dat/ire Date/fime
— Gl Devics # — Gl Device 14
“Tupe (6] device comments = Type G device comments
Nore = Mone -
I= | ewsince last assessment I™ | Hewsince last assessment
Dateime Date/lime
I= | Femoved since last sssessment I= Removed since st assessment
Dat/ie Date/fime

Gl Page 1 Gl0ev2 | _GlPage2 | _GlIPage3 GICP

Genlrf| Educ | Pain [ [Resp o JMewo g [G1 JGU [ M5 Jskin [P/5 [Rest [MH [ Func [OP JFCE | viewTest

* Designates a required field
\Ferfurmmg assessment 4

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Dev window
GI Devices #1-#4

e If there are no previous devices, the fields are void.
e If the patient has a device at the time of the previous assessment, it displays in GI Device #1.

GASTROIMTESTINAL ASSESSMEMNT

—GI Device #1
* Twpe Gl device comments

IEoIoslom_l,l bag ;I

™ Mew since last assessment

[ atetime

I~ Removed since last assessment
atestime

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Dev window,
GI Device #1

4. Populate GI Dev.

Complete all the fields with asterisks; they are required fields.
5. Click GI Dev 2.

GI Dev 2 displays.
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(% RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDUEED S w4

GASTROINTESTINAL ASSESSMENT

[EFEET] _ Giver |[ @052 ] _oiPaez | GiPses | cice |
[ Fure Jop_J e J

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Dev 2 window
GI Devices #5-#8

6. Populate GI Dev 2, if necessary.
Complete all the fields with asterisks; they are required fields.
7. Click GI Page 2.
GI Page 2 displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX

_ ol x|
File Tabs Help

GASTROINTESTINAL ASSESSMENT

—Dral Sereen

——Mutrition screen
Assessment - Genaral

Assessment - Mucous Membrane

* Appelite * Otfre; appetite
MG problem A mpeents i [ Bleeding * Desoription of patisnt

1 Assistarice needed with oral hygiens ] Cyanotic  well nourished

1 Difficulty chewing [ Intact

] Difficulty swallowing

[ Lesians present " Obese
[ &llteeth present Pale
[ Paor dentition [ Pirk  Emaciated ] Unabie to determine
[ Mo dentition

[ Other
Priot responise Prior 1esponse:

[ Could not assess

— Distary Hist

Height: 54 in [137.2 om] (05/23/200910:43)
= Does patiert have any ethnic/culturaly * Food prefernces/Sp=sial st nesds

wieight: 165.35 Ib[75.2 ka] [12/16/2009 14:30)
Teligious faod preference:
© Yes " Na BMI; DEC 16, 2009614 30:21

Priot respanse —
. Urintentional weight [0ss o £t oo uninientional asin
Does patient have any (= gain in the past mar [iss of weight in the past mont
special diet need e
C ves C o N
Priot response © Unkrown
Friot food prefersnces [e—
Mutrtion consul guidelines
[ Patient on tube feeding o tolal parenteral nulition
[ 5% unintentional weight gain or loss in past 30 days
[ Mausea/vamiing/dianthea for greater than 3 daps
[ Less than 50% usual intake for greater than 5 days
[ Dysphagia or dysphagia symptom
Gl Page 1 Gl Dev GlDev 2 Gl Page 2 Gl Page 3 GICP
Genlnt| Edus | Pain [ [ Resp [ ov [ Neuwa| GI Gl [GU_JMss [skin [P/s JRest [MH [ Func JOP [ PCE [ wiew Tent
* Designates & required fisld G to radioaroup: [religious food preferences - G0 |
[Performing assessment

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Page 2 window

8. Populate GI Page 2.
a. Complete all the fields with asterisks; they are required fields.
b. GI Page 2 contains the Nutrition Consult.

Refer to the instructions in Working in the Consults on page 25.
9. Click GI Page 3.

GI Page 3 displays.
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& RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX: =ol x|

File Tabs Help

GAZTROINTESTINAL ASSESEMENT

[~ Dysphagia screer

o 1 Dysphadia isk factors

i asg Dtenreasorn unabls to sereen Dysphacia risk factors
 Able to screen * Diaanosis of new stoke, * Modified besture dist

£ Unable - Patient on Yentilator head and neck cancer, er - eatinamaneuyers (=4, * Unable b

¢ Unable - Patient unconscious traumatic brain injury chir tuek; head tum) fallavieammands
£ Unable - Other

MM

Prior responiss Prior responiss: Priot rssponse:

Prior response:

*Tiongue deviation
‘wet qurdly woice Drooling while awake from midine

Prior responise Prior responise Priot 1esponse:
General Observations/Comments
GlPage1 | GlDev | GIDev2 | GIPage2 |[ GIPagez Gl CP
Genlnf | Educ | Fain | ¥ Fesp | CY | Mewo | GI Gl GU | M5 [skin [Fs5 [Rest [MH [ Func JDF [ PCE | ViewTex
*Designates arequired field 5o ta radiogroup: [Dysphagia screen -1 e |
|Performmg assessment A

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Page 3 window

10. Populate GI Page 3.

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

b. Use the General observations/comments text box for additional information.
GI Page 3 contains the Speech Consult.

Refer to the instructions in Working in the Consults on page 25.

11. Click GI CP.

GI CP displays.
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{2 RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AL

File Tabs Help

GASTROINTESTINAL - PROBLEMS/ANTERVENTIONS/ DESIRED OUTCOMES  Click a row to update its problem evaluation and intervention status.

=lolx|

TAB  [PROBLEM DATE IDENTIFIED|DESIRED EILITEEIMEIFHEIE EVAL |PROB EVAL DATE (INTERVENTION INT STARTED |INT STATLISl\NT STATUS DATE

41|

I~ Do ot display rssolved problems sl Mew Probler

Frablem/Intenvention detai

Wiew history for this problem

Al Megs I nteryention bo this problem |

Froblemevaliaion | [ Intewenfonstals |

 No changs/Stable £ Completed
" Deteriorating  Contis

" Improving

B Boatier € Discontinue E—

¢ Uniesolved at discharge € Pending

GlPage1 | GIDev | Gl0=v2 | GlPage2 | GIPage3 |[ GICP

Genlnf| Edus [Pain |V | Resp [V [News g [GU_ | W/s [Skin [PsS [Rest [MH [ Func [DP [ PCE | viewTen]

* Designates a required field

|Perfnrmmg assessment

RN Reassessment, Gastrointestinal — Problems/Interventions/Desired Outcomes (GI) tab,

GI CP window

12. Update the GI CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX:

File Tabs Help

GEMITOURINARY ASSESSMENT

=lolx]

* Faient/familp/support person /by could ro ore espend = Ditier reason no e could respond * Information obtained fiom = Difier swuree of infamation
able o respond to question: Fatient
E Autharized sunagate
8 Family/S uppart Person
Bty @k ] Medical Record
] Other
* Patient has a history of -
5 E:Ese'f"“"e” *Voiding * Intermittent catheterization fiequency  * Other woiding Uie
[ Disbetes [ No problems olor—————————
[] Dialysis - Perironeal [ Anuia  Amber
[ Dialysis - Hemadialysis [ Dribbling  elow
] Kidney disease [ Dysuria £ Blaody
[| Neurogenic bladder [ Frequency " Unable o evaluate
] Sexually transmitted diseass L Incontinsnce i £ Other
TURP [ 1 Intermittent catheterization
] Urinary tract infections [ Nocturia [ Corsistency |
[ Other [ Dliguia
£ Nomal
[ Poluria
[l Retention € Concentrated
[ Urgency " Dilute
Ll Other © Uriabls b evalists
* Last voide
lrr‘ Known £ Unknown I~ Absorbency devices usad O
© Foulsmeling " Hors " Unableto evaluste
Date/time a5t voided: i R
» S
= Abnormal discharge—— * D2scribe abriomal dicame
*tter history £ Nore C'res
 Gental ol
£ Urable to evaluats £ Unable to evalugte
Pior response:

GU Page 1 GU Dev GU Page 2 GU CP

Genlrf| Educ | Pain [ [ Resp | OV

| Mewa | Gl

Gl gy M5 [Skin [P5 [Rest [MH | Func [DP

PCE | View Test

* Designates a requited field

Go to radiogroup: |Color - Go I

\Ferfurmmg assessment

RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 1 window

1. Click GU.
GU Page 1 displays.
2. Populate GU Page 1.

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

3. Click GU Dev.
GU Dev displays.
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4. Populate GU Dev.
Complete all the fields with asterisks; they are required fields.

(i. RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDULED S [=[ =]

GENITOURINARY ASSESSMENT

_cusge | (00w |[ourEE] e |
[or_Jrce |

RN Reassessment, Genitourinary Assessment (GU) tab, GU Dev window

5. 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 - ZMSHTSWLSDHYS,JLUXA (3122) W _ ol x|
File Tabs Help

GENITOURINARY ASSESSMENT

—— Genitourinary D

* Cunent Devices * Other device:
Hore 1 Indweling catheter size . S
Coniinuaus Ambulatory Perioneal Didlsis I™ Concenns voiced regarding
Conlinuous Bladder liigation seual lunctining

Continent Urinary Diversion [e.g.lleo-condui)
Estemal catheter (condom)

Indweling urinary catheter

Mephrastomy bag I~ Indweling remaved
Supispubic catheter

Ureterostomy bag

Frior repsonse “ Seyual Funetioning consemns voiced

Dther
——Female patient;
Py Last ~Last mense Last PAP Smear |
T Fregrant £ Knawn © Enawn £ Knawn
[ Possibly pregnant £ Unknown € Unknown  Unknown
1 Wa possibilly of pregnancy "
[] Lactating Mo previous exam reported " Post menopausal Mo previous exam reported
] Fatient declines to answer
Apprasinate dete Appraxmete date Appraxmete date
el pafer
dEriTEdE Gisnetsl obserstiors/comments

LLast PS4 Results

GUPagel | GUDev |[ GUPags2 GU CP
Genlrf| Educ | Pain [ v [ Resp [ v | Newo] Gl GU (M5 [Skin [ PsS [ Rest [MH [ Func JDP  JPCE | Wiew Test|

* Designates & requied field Gato radiograup: [Last mammogram - 6o |

Performing assessment A

RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 2 window
Female patient information available

i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P :

File Tabs Help

=

GEMITOURINARY ASSESSMENT

——Genitourinary D

= Cunent Devicss izt e
Hons 1 #Indweling catheter size . e
Coniiniaus Amblatory Pertaneal ialsis I™ Concerns voiced regarding
Continuous Blsdder Irigation ssrual functioning

Continent Urinaiy Diversion [&.g.lec-conduit)
Estemal catheter (candom)

Indweling urinaty catheter

Mephrastomy bag [~ Indweling remaved
Suprapubic catheter

Ureterostomy bag

Other

Prior repsonse * Sequal Functioning concerns voiced

—Femele patient

* Pregnancy

Approrimate date Approrimete date Appicrimete date

—Male patient

DI TR General observations/comments

Known
£ Unknow
£ Mo previous exam reported

Last PS4: - NONE FOUND

GUPage1 | GUDev |[ GUPage2 GU CP
Genlnf| Educ | Pain | ¥ | Resp | C¥ | Mewo| Gl | GI U [Ms Tskin [Ps JRest [MH [ Func JOP T PCE | viewTent
* Designales a required field Gio to radiogroup: [Last prostate exam date - Ga |

\Performmg assessment 4

RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 2 window
Male patient information available
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Note: The sex-specific questions (male/female) are optional. The exception is for female

patients; the pregnancy responses are required.

6. Populate GU Page 2.
a. Complete all the fields with asterisks; they are required fields.

b. 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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P

File Tabs Help

GENITOURINARY ASSESSMENT

Genitourinary Devicy
* Current Devices * Other device
] Mone *Indwelling catheter size

] Coninunus Ambulatory Pertonesl Dislysis I oice
[ Continuous Bladder lirigation sexual functioning

E Eonlinant | ¥iaty Divercion (2 g fea-condhi] Friar repsonse * Sesis! Functioning eoncers vaised
Induwelling urinary catheter X

] Mephrostomy bag I~ Indweling recently inserted ™ Indwelling removed

| Suprapubic catheter
] Ureterostorny bag
] Qther

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.

[~ Concems voiced regarding
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7.

Click GU CP.
GU CP displays.

i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD!
File Tabs Help

GENITOURINARY - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES  Click & row to update its problem evaluation and intersention status

=

A

@

FROBLEM DATE IDENTIFIED| DESIRED DUTCDMEIF’HUB EVAL |PROB EWAL DATE|INTERVENTION INT STARTED |\NT 5TATU5|INT STATUS DATE

MONE

Ll |

[~ Do nat display resalved prablems Add New Problem Wigw history for this prablsm

Frablemy/nteryention detail

Asld Mg mtery entior bo this problen |

Problem evaluation——— Intervention status—————
Mo chargeSttle  Conplted
¢ Deteriorating

' Continue
£ Impraving o —
£ Resolved iscantinue
Disbetes Nurse Consult

£ Urresolved at dischargs  Pending

Genlnt | Edus | Pain | W [ Resp [ v | Mewo] Gl G [M5 [skin [Pi5 [ Rest [MH [ Func JOP [ PCE | View Text

=Designates a requied field

GU Page 1 GUDev | GUPage2
TvenTen] |

\Ferfurmmg assessment

4

RN Reassessment, Genitourinary — Problems/Interventions/Desired Outcomes (GU) tab,

GU CP window

Update GU CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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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.

o 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.

e The Morse Score is pulled forward to the M/S CP page to guide the entry of interventions.

1. Click M/S.
M/S Page 1 displays.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P i (=[P

File Tabs Help

MUSCULOSKELETAL ASSESSMENT

* Patient/famip/support parson*/hy could no o respond

# Oiterressnn no one could respond.—* Information obtained from *Mther source of itformation

Patient

ables b respiord o questinr:
E Autharized sunagate
GEE ~ Famip/Suppitt Person
= He ] Medial Record
] Qther

* Patient has a history of * Deseribe otfier istory *Body partfs] amputated * Range of Motion
] ROM - Mo apparent problem

Stated patient complaints

I Mone reported
[ &mputation(s)
[ Arthitis

[ Back pain

[ Canecer ] Limited ROM - Left Lower Extremity
[ Cerebral Palsy

[ Deformityliss)

[ Fibromyalgia

[ Fractuies

[ Hip pain

[ Muscle Atraphy

[ Muscular Dystrophy
[ Neck pain

[ Qther

General obsarvations/commerts

M/S Page1 | M/GPasas2 | | M/SCP

Genlrf| Edus | Pain | W [ Resp | o | Newo |Gl Gl |GU w5 [Skin | P/S [ Rest [MH [ Func JOP [ PCE | view Text|
* Diesignates & required fisld o to radiogroup: [able to respond o questions = G0 |

|Performing assessment 4
RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 1 window
2. Populate M/S Page 1.
a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments text box for additional information.
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3. Click M/S Page 2.
M/S Page 2 displays.

(i RN Reassessment ZMSHTSWLSDHYS,CHUUN (1110) Ward
File Tabs Help

o]
MUSCULOSKELETAL ASSESSMENT - MORSE FALL SCALE

* Fall risk assessment indicate

Instiuctions for completing Morss Fall Scale
History of faling. -
Score a3 Ui the patient has not fallen
Score as 25 if the patient has fallen duiing the past thiee manths
befare admission or f there was an immediate history of
physiological fals, sush as from seizurss or an impaited gait prior

to admission. Note: If a patient falk for the fist ime, then his
ot her score mmediataly incraases by 2

* [s patient o any meds et nerease

* Wit fractune location

rish for falling or sk fonimurwith falls

*History of fallng

Deseitie previous fals and Histom:

“ Fracture Lozation

Secondary diagnosis

Score as 01f only ane medical diagnesis is fsted on the patient's
Difier medivaion that ineeases sk | chan

Score as 15 it more than one medical diagnosis i listed on the
patient's chart;

Use of multipls medications is implied in the scale as indicated by

the secondary diagnosis [co-morbidity score)
* I patient on mulliple meds to

arnbulatory sids:
Score as Dif the patient walks without a walking aid (even if
assisted by 5 nurss), uses & wheslchair, or is on 5 bed rest and
does not get out of bed at all
Score a3 15 i the patient usss crutches, & cane, or a walker
Score as 301 the patient ambulates chutching onto the furiture
for

support
Intravenaus therapy:
Score as 01z patient doss nat have an 1V or Heparin/Saline Lock

Score 2 20 if the patient has an iniravenous apparatus or &
heparin lack insstted

Gait
Score as 0 anomal gait which is characterized by the patient
walking with head erect, ams swinging freely at the side, and ~ +
Total Morse score for Fall Risk: N/A 0- 24 - Patient is at low risk for faling. Implement Universal Fall Precautions
Prior stres Nt asssssed 25 - 44 - Patient is 2t moderate risk for faling. Implement Universal Fal Precautions and precautions based on identified area of risk.
Dot 45 and higher - Patient s at high risk for faling. Implement Universal Fall Precaulions and precautions based on identified area of risk.
ate:
/5 Page1 | [M/5 Page 2 Msce |
GenIrf | Educ | Pain [ 1¥ [ Rssp [ [ Hewo |Gl JGU M5 [skin [P/s JRest [WMH [ Func [DP [ PCE | iew Tent|
* Designates arequired fisld Gio to radiograup: [Fallisk assessment indicated | = Go |
|Performing assessment 4

RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 2 window

4. Populate M/S Page 2.

Complete all the fields with asterisks; they are required fields.
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5. 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.

RN Reassessmel ZMSHTSWLSDHYS,CHUUN (1110) Ward

File Tabs Help

(=Y

MUSCULOSKELETAL ASSESSMENT - MORSE FALL SCALE
* Fall risk assessment indicate

= Histary of faling Descitie previous falls and historp

€ ‘es[25]

* Fracture Location * ther fracture location

=[5 patient o muliple meds to
= Sevondary Diagnesi

€ Noid]

© Yes[15)

aid
£ Nane, bethest, whesichair, other person [0)
© Crutches, cane, waket (15]

£ Fumiture (30)

Instructions for complating Morse Fall Scale

History of faling -
Seore as 01f the patient has not fallen —
Score a3 25 if the patient has fallen during the past thise manths

before admission or if there was an mmediate history of
physiological fals. such as from seizures or an impaied gait prior
o admission.  Note: If a patient fals for the first e, then his
or her score immediately increases by 25
*|5 patient on any meds that increase
visk fer fallng o st o injuy it Falls
Dther medication that nereases fisk

5 econdary diagnosis:
Seare as 01 onlp one medical diagnasis is sted on the patient’s
chart
Seore as 15 f more than one medical diagusis is isted on the
patient's chart;
Use of muliple medications is implied in the scale as indicated by
the secondary diagnesis (comorbidiy score).

[ umbulatory aids:

Scare as 01 the patiert walks without @ walking aid [even i
sssisted by a nurse], uses 8 wheslchair, ofis on a bed rest and
does not get out of bed at al

Scare a5 15 f the patient uses crutches, a cane, or 3 walker.

Scare as 30 f the patient ambulates clutching onto the fumiture

for

* Intravenous Therapy/Heparin Lock——— support

Mo ()

Intrawenaus therapy:
 Yes [20)

Score a3 s patient doss not have an IV or Heparin/Saline Lack

= Giait/Transferring

" Nomal, becrest, immabile (0]
£ Weak (10)

£ Inpaied [20)

Seore as 20 f the patient has an iniravenous apparatus or a
heparin lock inserted
CMenalStates

 Driented to own abiity (0] Gt

Score a3 0 & nomal gait which is charactsized by the patient

" Overestimates/Forgets Limitations [15]

Total Morse score for Fall Risk: 0
Prior score: Mot assessed
Date:

walking with head erect, arms swinging freely at the side, and
0- 24 - Patient is at low risk for falling. Implement Universal Fall Frecautions

25 - 44 - Patient is at moderate risk for falling. Implement Universal Fall Precautions and precautions based on identified area of risk
45 and higher - Patientt is at high risk for falling. Implement Universal Fall Precautions and precautions based on identified area of risk

M/ Page 1 || M/5 Fage 2 WS P |

Genlnt| Edus | Pain [ [ Resp [ov | News| Gl

|G Jou  mss [Skin [Prs JRest [MH [ Func JOP [ PCE | Wiew Text|
Gos to radioaroup: [Fall risk. assessment indicated | = G0 |

= Designates a required field

|Performing assessment

RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 2 window

6. Click M/S CP.
M/S CP displays.

Morse Fall Scale
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7.

(i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: P|

File Tabs Help

MUSCULOSKELETAL - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES
PROBLEM - POTENTIAL FOR FALLING. DESIRED OUTCOME - PREVEMTION OF FALLSAMJURY ASSOCIATED WITH FALLS

Universal fall precautions. Institute on all patis

Patient Education Precautions

Enviranment of Care Precautions

Diient to surroundings

Purpose and uss of call ight

Uise of non-skid slippers of giipper sacks

Flequest assistance for daily activitiss [such as
toileting, rarsfers)

Purpose and uss of assistive devices and mobility aides it nesdsd

Place patient attcles wihin sacy teach

Callight i applicable) in easy tesch and answered prompty
Clean up splls mmediately

Keap floo free of cluter

geting ot of bed, Lock bod whaets

Lock wheslchair wheels i applcable

Moy environment for safe wansfer

Place bed in low position when in bed

Provide prape lighting (night ights]

Click & row to update its problem evaluation and intervention status.

Other fall prevention interventions
based upon clinical Judgement

Marse scores

[No Horse scores on file

TA

@

PROBLEM DATE IDENTIFIED|DESIRED EIUTEEIMEIFHEIE EVAL |PROB EVAL DATE [INTERVENTION

INT STARTED |\m STATusle STATUS DATE‘

MOME

I~ Dot display resolved problems

—Problem evalustion————— ~Irtervention stah
" Mo change/Stable " Completad
“ Deteriu.lating ‘@ Eiiie
" Improving .
 Resolved ¢ Discontinue
€ Urresolved at discharge | | ¢ Panding

Froblem/Intervention detail

Add News Problem | i Histary for tis problen

Add Wew Intervention ta this pioblem |

Cancel

M/5 Page 1 | _M/5 Page 2

Genlnt| Educ | Pain | v | FResp | Cv

[ Wewa |Gl JGU s [Skin JP/5 [ Rest [MH [ Func [ DP | FCE [ View Test

* Designates a required field o to radiogroup: |Problem svaluation - Go I

|Performing assessment

RN Reassessment, Musculoskeletal — Problems/Interventions/Desired Outcomes (M/S) tab,

Update M/S CP, if necessary.

M/S CP window

Refer to the instructions in Working in a Care Plan on page 12.

Note: Universal Fall Precautions must be completed for all patients.
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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.
o 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.

e 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.

(7 RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P!

File Tabs Help

=10l x]

SKIN ASSESSMENT

* Palient/familp/support persan
~able to respand to questions—|

@ ¥eg ' o

* Patient has a history of
[| Mone reported

cne
[ Athlste's foat

[ Bums

[ Cancer

[ Ecasma

[ Herpes Simplex

[ Herpes Zoster (Shingles]
[ Injurp/trauma

[J Pressure Uleer

[ Psoriasis

[ Rosacea

[ Sebaceaus cyste

[ Other

“fhy eould no one respond

* Diher reason o one could respond

* Information abtained from

* ther source of nformation

Patient

] Authorized surtogate
] Family/Suppoit Person
] Medical Record

1 Qther

*Deseribe other —Predisposition for skin breakdowr

Daes patient have

[ Spinal cord injury

* Risk Factars * Descrite other
] Mone

[ Bariatric patient

[ Devicerelated pressure

[ Disbetic

] End of life care

] Hypoalburminemia

] Medication - Wasopressors

] Refusing to tum/move secondary to pain
] Toa unstable for tums

] Very low BMI (Body Mass Index)

] Other

—Skin Inspection

™ Pressure ulcers

[~ Skin alterations

General obseryations/comments

el # Skin Color * [Describe other * Skin Turgor
* Skin Termpersture T Woamal for ethnic aroup ’Vr‘ -
[P Wam " Hol (" ool (" Cold | | Cyanctic Sl U (8 A
Busky .
Skin Patch Description
*SkinMaistae | Bg:‘j:;ge | * Skin Patche:
C Ewemeldy € Moit =1 Motled CYes Mo
© Diy £ Diaphoretic EE?AEE,

SkinPage 1 | SkinPrll1 | SkinPoiiz | Skinekd | Skiné2 | SkinPags3 | SkinCP

Genlnt| Educ | Pain | IV

[ Resp [ o | Mewo] Gl

* Designates a requited field

JGU M5 skn [Prs JRest JWMH JFunc [OP [ PCE | view Temt

Go to radiogroup: |Skin Patches - Go I

\Perfurmmg assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Page 1 window

1. Click SKkin.
Skin Page 1 displays.
2. Populate Skin Page 1

a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments text box for additional information.
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Documenting Pressure Ulcers
From the Skin Page 1 tab, select Pressure ulcers and the Skin Pr Ul 1 tab becomes available.

[V Pressure Ucers [~ 5kin alterations

Skin Page 1 Skin Pr Ul 1 Skin Pril2 Skin A1 Sk A1t 2 Skin Page 3 Shin P

Genlnf| Educ | Pain | ¥ [Resp | o | Newo| Gl JGU [ WS skin [PS [ Rest [MH [ Func JOF JPCE [ viewTest]

* Designales a required field Goto radiograup: [Skin Patches - 6o |

|Performing assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Page 1 window
Pressure ulcers selected

1. Click Skin Pr Ul 1.
Skin Pr Ul 1 displays.
2. Populate Skin Pr Ul 1.
a. Enter Location, Stage, and Status for up to six pressure ulcer locations.
The fields with asterisks are required fields.
b. Enter a Description of ulcer/dressing, if appropriate.

(@ RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX: 1ol x|

File Tabs Help

SKIMASEESSMENT

—Pressure Ulcer #:

—Pressure Ulcer #1

=L gcation Deseription of ulcer/dressig * Location Description of ulcer/dressing

Mond - Mone -
“ Slage “Siage
MNone - MNone -

Status Status
MNone - Mone: -

—Fressure Ulcer #4

—Fressure Ulcer #:

# [ peation Diescription of ulcer/dressing * Location Diescription of uleer/dressing
Mone: - MNone -

*Stage * Stage

Mone: - None -

Status Status

MNone - Mone: -

—Pressure []ser #5.

—Pressure Ulcer #5-

= ocation [escription of ulcer/dressing * Location Description of uizer/diessing
* Stage “Stage

Status Status

None > None >

I Other pressuie uleer [ooations?

Click here for pressure ulcer staging information

SkinPage1 | [SkinPruil | SkinPil2z | Skinakl | SkinAk2 | SkinPaged Skin CP
Genlnf| Educ | Pain | W | Resp | O | Mewo |Gl | GU | M/ siin [P/S | Rest |MH | Func [DP [ PCE | View Text

* Designates a required field

\Performmg assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Pr Ul 1 window
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Pressure Ulcer Drop-downs

Pressure Ulcer #1
* Location D escription of ulcerddieszing

Elbiows - Right
Heel - Left
Heel - Right
|zchial Tuberozity Left

Skin Assessment - Pressure Ulcer/Location

* Locatioh Description of ulcerddreszing

IKnee right ;I

Naone
Suspected Deep Tissue [njury

Unsztageabls Dezcription of ulzer/dressing

Skin Assessment - Pressure Ulcer/Stage

* Location Description of ulcer/drezsing
IKnee right LI

* Stage

IStage Inf ;I

[ escription of uleer/dressing

Skin Assessment - Pressure Ulcer/Status

3. To enter more than six pressure ulcer locations, select the Other pressure ulcer locations? check

box.
Skin Pr Ul 2 displays.

‘|7 Other pressure uleer locations?

Click here for pressure ulcer staging information
SkinPage 1 |[SkinFrUN | SkinPruiz | Skinslil | Skindlk2 | SkinPage3 | Sk eF |
Genlnt | Educ | Pain [ [Resp | ov [ Wewo| Gl JGU [ W5 skin [P/5 [ Rest [MH [ Func JDP JPCE | ViewTent
Performing asssssmert * Designates a required field p
RN Reassessment, Skin Assessment (Skin) tab, Skin Pr Ul 1 window
Other pressure ulcer locations? selected
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File Tabs Help

OTHER PRESSURE ULCERE

—Pressure Ulcer #,

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-AD!

— Pressure Ulcer 48

Mone -

—Fiessuie Uloer 45

= LLacation Dessiption of uls=r/dizssing
None =

“Siage

None =

Status

Mone -

r—Fressure UlzerH17

* Loaion Deesoilation of ulcer/diessing
None =

*Stage

None -

Status

Mone -

=Lacation Desciiption of ulcer/diessing = Lacation Description af ule=r/dizssing
Nond - [Mone 4

=Stags = Stage

None - Mone: -

Status Status

Mone -

—Fiessuie Uioer #10

= acation Dessription of uls=r/diessing
Nore =

* Sfage

Nore =

Status

Mone -

—Fressure Ujser#]

* Logaion Diescription of uloer/diessing
Mone =

*Stage

None -

Status

Wone =

SkinPage 1 | _SkinPrul1 |[skinPruiz

Skindlt1 |

Skindli2 | SkinPage 3

=lolx|

Skin CP

| Newo [ Gl

Gennf| Educ_| Fain_| IV Resp | CW

[ Gu

| M

Skin |P/5 Rest |MH [ Func JOP | PCE [ viewTes

* Designates a required fisld

|Performing assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Pr Ul 2 window

4. Populate Skin Pr Ul 2.

a.

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

From the Skin Page 1 tab, select Skin alterations and the Skin Alt 1 tab becomes available.

I~ Pressure ulcers ¥ Skin alterations

Skin Pl | [SkinFriz | | SkinARd Skinsl2 | | SkinPaged | Sz &7

Gennf| Edus | Pain | W [ FResp [ | Meura ]| Gl

JM/S_ Skin [P/S ] Rest | MH ] Furc | DP ] PCE | View Text

* Designates a required fisld Go to radiogroup: [Skin Paiches B Go |

|Performing assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Page 1 window

1. Click Skin Alt 1.
Skin Alt 1 displays.

File Tabs Help

SKIN ASSESSMENT

—Skin Alteration #1

" Type Deseription of skin alteration
Mone -

*liocation
[Hond =
“Sige
I~ Healed

—Skir Alteration #:

“Tvpe Dieseription of skin alteration
Mone -

* [losation
Mone -
“ Size

I~ Hesled

—5kir Alteration HE:

= Diescription of skin alteration
“Location
Mone -
“5iee:
I~ Healed

Skin alterations selected

(% RN Reassessment - BDYDXY,ILQDI A (2902) Ward: PHX-ADMISSIC =olx]

—Skir Alberation #;

*Tvpe Deseription of skin alteration
Hone -
* Looation
MNore -
“Ciee
™| Healed
— Skir Alteration 4
“Tvpe Description of skin alteration
Hone -
* Looation
Nore -

< Siee
I~ Healed

—Skif Alteration #E:

“Tese Deseifptian of skin alteration
MNore -
*Location
Hone -
“Giee
I~ Healed

SkinPage1 | _SkinPrui1 | SkinPrui2 SkinAle | [SkinPage3 | Sir £F

Genlnt| Educ | Pain | W [ Resp [ ©v | Newo ] Gl

M5 skin |F/S | Fest [MH [ Func JDP [ PCE | View Test

* Designates a required fisld

|Performing assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Alt 1 window

2. Populate Skin Alt 1.

Skin Alterations #1-#6

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

Diescription of skin alkeration

Hermnatama
Laceration
Penetrating Wound

[~ Healed

Skin Assessment — Skin Alteration/Type

*Type Description of skin alteration

|Abrasion ;I

* Location

Abdomen - Left
Ankle - Right ' Hesled
Ankle - Left

A - Right, upper
A - Right, lower o i .
2rmi - Left, upper Description of skin alkeration
[ - Leeft, lower htl B

Skin Assessment — Skin Alteration/Location

* Twpe Diescription of skin alteration
IAbrasion ;I

* Location
|bdomen - Right =]

*Size
I'I cm [~ Healed

Skin Assessment — SKin Alteration/Size
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3. Click SKin Alt 2.
Skin Alt 2 displays.

(& RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-AD!

File Tabs Help

SKIN ASSESSMENT
—Skin Aleration —Skin fieration #
*Typs Dessipfionof skin alteration = Tiype Descripfion ot skin slteration
[Hone] ~ None =
* Location = Locaion
Nane - None -
*5ize =5ize

= Hesled

—Skin Alteration #3

= Hesled

—Skin &lteration #1100

“Tiype Dessipfionof skin alteration
Hone =

* Location

Hone =

*5ize

= Hesled

—Skin &lteration #11

= Tiype Descripfion ot skin slteration
None =

= Locaion

None =

*Gize

= Hesled

—Skin Alteration #1

“Tiype Dieseription of skinslteration
Hone =

* Logation

Hone =

*Size

I~ Heelzd

= Tiype Deseription of skinateration
None =

= Locaion

None =

=5ize

I~ Healed

Skin1 | Sknplil | Sk Fiz | Skingki |[ SkindkZ | SkinPage 3

Skin CP

Genlnf| Educ | Pain | IV Resp | OV NeurnIEI

[GU_ w5 skin [P/s [ Rest [MH [ Func [DP [ PCE [ viewTeut

* Designates a required figld

|Perforrmng assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Alt 2 window

4. Populate Skin Alt 2.

Skin Alterations #7-#12

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

5. Click Skin Page 3.
Skin Page 3 displays.
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6.

RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P — ol x|

File Tabs Help
SKIN ASSESSMENT - BRADEMN SCALE FOR PREDICTING PRESSURE SORE RISK

* Skin assessment indicates

C Yes (ol
SENSORY PERCEPTION: Abilty to respond mearinafuly a 7;_531““ Score] MUTRITION: Usual food intake patterr a | [ Mutition Score)
o pressure-related discomfort - 1
2 1, VERY POOR: Mever cats @ complete meal, O
1. COMPLETELY LIMITED: Urresponsive [doss not £ Fiarely eats more than 13 of any foad offersd e
moan, finch, or grasp) te painful stimuli; due to diminished 4 Eats 2 servings or less of protein (meat or dairy T4
level of consciousness of sedation, OF limited abilty to LI product] per day. T akes fluids poorly. Does not j
MOISTURE: Degree to which skin is expased ta mnlslureil *;_Mmstu'e Score FRICTION AND SHEAR: ﬂ ’;fnclmn Score |
q 1
1. CONSTAMTLY MOIST: Skin is kept moist almast cons Oz 1. PROBLEM: Requires moderate to maximum o
by perspiration, urine, ete. Dampress is detected every tir &g assistance in maving.  Complete lifting withaut
patient is moved or tumed o sliding against sheets is mpossible. Frequently ra
LI slides down in bed or chair, requiring frequent j
s Consult guide
ACTIVITY: Degres of physical activity il D (_A:uwty Seore| Total SCOre: NIA (it utient has = Braden snors of 12 or below =
5 . : :
Fi Kot d  [Stagell ! I 8
1. BEDFAST: Patient is confined to bed Oz D:'E““"E e oy of prassure cloeas, semsory o1
12 mator deficits: or paralysis o spinal card injn
2. CHAIRFAST: Patients abiity to walk is severely linted ol _ s, cor s o e Eirasiom o
Patient can't biear bis owr weight, or must be assisted into LI Riisk Category -
If patient has a Braden score of 16 or belaw,
. d/or a Stage Il or ab I ts,
MOBILITY: Abilty ta change and conrel biody pasition il *(_Mwbwhly Score | [t e gt
5 L ) -
ider a Mutiition alert
1 COMPLETELY IMMIIBILE: Dioes rot msks sver 2 Severe sk Barbelon) || e 3
slight changes in body or extremity position without Lah If patient's scores in the mobility, activity or
assislance. 4 sensory seales and/or palient has @ motor
LI deficit [2.0. amputes or spinal cord injuny), 5

refenal to physical therapy shauld be discussed
with the interdizciplinary team

Copyright. Barbara Braden and Mancy Bergstiom, 1988,
Reprinted with permission. I tritir Eorsult /i [are Corsulb

B Page] | Sk Pl | SknFriz | | SkinAld Skindlt2 |[SkinPage3 | _ SkinCF
Genlnf | Educ | Fain | v Resp | ©¥ | MNewo |Gl [GU [ W% skin [P [Rest [MH [ Fure [OF [ PCE | ViewTet
* Disignates a required fild Bo to radioaroup: [Skin assessment indicated 1 e |

|Performing assessment A

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.

Populate Skin Page 3.

a. 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.

b. Select No to Skin assessment indicated, to bypass the Braden Scale for Predicting Pressure

Sore Risk.
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(7 RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) W P

File Tabs Help

SKINASSESSMENT - BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

#Skin assezsment indicate

e © No
SENSORY PERCEFTION, Abilty to respond meaningfully _:.?EW”
to pressure-related discomfort

1. COMPLETELY LIMITED: Unresponsive [does not
maan, finch, or grasp) te painful stimuli; du to diminished

o lia i’
PN

sory Soreq

evel of consciousness of sedation, OR limited abilty to LI

MUTRITION: Usual food intake pattem.

1. VERY POOR: Never sats s complets mesl.
Fiarely als more than 1/3 of any food offered

Eats 2 servings ar less of profein (meat or dairy

product] per day. Takes fluids poorly. Does not j

= |~ Nutiition Scare
(]

o lialie’
PN

1. COMPLETELY IMMOBILE: Does not make even
slight changes in body or extremity position without
assistance.

o lie i lie)
PN

ot atrisk [1323)
At risk [1518)
Moderats risk (13-14]
High risk [10-12]
Severe risk (9 of below)

Copyiight, Barbara Braden and Mancy Bergstiom, 1988,
Feprinted with permission

MOBILITY: Abilty to change and control body position, il = M?h\\ily Seore|
=l

MOISTURE: Degree to which skin is exposed ta mnlslureil *;_Mwluve Scorg FRICTION AMD SHEAR: ﬂ ’;fnclmn Score |
1
1. COMSTANTLY MOIST; Skin is kept moist almost cons 2 1. PROBLEM: Requires moderate to maximum o
by perspiration, urine, ste. Dampress is detected svery i 3 assistance in moving.  Complets fting without
patisnt is moved or tumed fal] sliding against shests is impossible. Frequently 3
=] slides dowin in bed or chair, requiing frequent 2
Consul quide
ACTITY: Degree of physical activity il -;f:nwty Score| Total Score: 0 I atient hes o Biradier smore of 12 o el o
1 ] : g
Fiior score: Mot assessed | Stage | or greater pressure wlceris present;
1. BEDFAST: Patient is confined to bed ((: g s e o S Te e
mator deficits: or paralysis o spinal cord injur
2. CHAIRFAST: Patients abilty to walk is severely linted ol e, cor s ot P Firem ot
Patient can't bear his own weight, or must be assisted into LI Risk Category g

IF patient has & Braden score of 16 or below,
and/or a Stage I or above pressure Ucer exists,
and/or a Braden Mutiion score of T ar 2,
consider 2 Nutition alert

If patient's scores in the mobility, activity or
senson scales and/or patient has & motar
deficit [£.0. amputes or spinal cord injury), &
refenal to physical therapy should be discussed
with the interdisciplinary team,

I utrition Cansult tfound Care Consult

=1olx]

Skin Page 1 | |_SkinPriii | _SkinPrui2 | | Skindk1 Skin & 2 Skin CP

| M5 skin [Prs | Rest

Gen Inf | Educ | Pain | v Resp | O [ Mewso |Gl | GU

* Designates a required field

Func | DP PCE | View Text

Go to radiogroup: [Skin ssssssment indicated - Go |

|Perﬂ)rmmg assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Page 3 window

Braden Score for Predicting Pressure Sore Risk
Skin assessment indicated selected

c. 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 25.

7. Click Skin CP.
Skin CP displays.
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RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) W

File Tabs Help
SKIN - PROBLEMS/ANTERVENTIONS/DESIRED OUTCOMES Click & row to update its problem evaluation and intervention status:
PROBLEMS - RISK FOR SKIN BREAKDOWN BIFER G ([ Seie |
No Braden scores done this shift
as=essment

DESIRED OUTCOME - PREVENTION/TREATMENT OF PROBLEMS RELATED TO SKIM INTEGRITY
= Patient/caregiver = Education providedto  *Dther education povided o

education provide:
£ Yes

" Mo

INT STARTED |INT STATUSl\NT STATUS

TA) FPROBLEM DATE IDENTIFIED|DESIRED DLITEEIMEIF‘HEIE EVAL |PROB EVAL DATE | INTERWENTION

MOME

@

KN
Pratlemy|ntervertion detail

I~ Da not display resolved problems Add News Problem Wisw histary for this pioblem

Add Wews Intervention to this protlen |

Problem evaluation | [ Intewentionstatus |
 No change/Stable  Copletsd
" Deteriorating ~ Continue

 Improving

PR  Discortinue ﬂl
 Unresolved at discharge " Fending

SkinaitT |

SkinPage1 | | SkinPrl1 | [ Skinpriiz | Skinalt? | SkinPaga3 |[ SkinCP

[Resp Jov [ nNews| Gl J6U [MS  skin [P/5S JRest [MH [ Func JoP [PCE T view Text]
G to radiograup: [education provided - 6o |
4

Genlnf | Educ | Pain [ 1v
* Designates & requied field

Performing assessment

RN Reassessment, Skin — Problems/Interventions/Desired Outcomes (Skin) tab,
Skin CP window

8. Update Skin CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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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.

o 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.

e The CIWA Score is pulled forward to the P/S CP page to guide the entry of interventions.

1. Click P/S.
P/S Page 1 displays.

(5 RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P - ol x|
File Tabs Help

PEYCHOSOCIAL ASSESSMENT

= Patient/familp/support person iy cauld no crie espond * Other reason o one could iespord. = Informalion ebtained from * Other sauice of information
able ta respond to question Patiort
[ utharized sunogate
& Wl  No ] Family/Support Person
: ] Medical Record
] Other
Bfefistar * Other attde *Othrer beheion
* Patient has a history of T — « Behavis—
LI None reported " Cooperative £ Controlled
[ Alechalism
] History f or treatment for mental heakh problsms  Unoooperative © Uncontralled
] History of depression
L1 Other € Dther O Other
Fiiar 1espanse, Fiior respanse,
[ Suspected Abuse/Neglect Sereen
Does palient ieport any of the following?
Based upon hursing is anw of the following suspected?
*Verbal sbuss——— * Physical abuss—— " Financial abuss——
~ Yos ~ Ve ~ Yes Verbal abus Physical abus Neglec
= = = C e O Mo e C Mo || O es © Ho
(" Declines lo answer| | (~ Declines (o answer| | (" Declines 1o answer Piiot tssponse Prior response: Piiot tssponse
Prior iesponse: Prior iesponse: Prior iesponse: * Explein susgicions
* Riape or sewual sbuss| [ Naglsct—————
" Yes " Yes
" No " No
(" Declines to answer| | (" Declines to answer
Based on nursing assessment, ars cthers

Prior response: Prior response: in the household possible victims of * Erplaity about others i ousshold
abuse or neglect by the patient?
Yes

. " No
Social Wark Cansult " Unknown

Priot 1esporse

P/S Page 2 | _P/5 Page3 Ciwé | _PKSPaged | PsCR |

Gen Inf | Educ | Pain | Iv Resp | ©¥ | Newa |Gl JGU | ws Jskin pis [Rest [MH [ Fure JOP [ PCE | viewTent
* Designates a required figld Go toradiogioup: [Afttude - Go |

|Performmg assessment

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 1 window

2. Populate P/S Page 1.
a. There are no required fields on P/S Page 1.
b. Ifthe 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 25.
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——Suspected Abuse/Neglect Screen

[ Werbal abuse
& Yes & Yes
Mo " No
" Declines to answer

" Declines to answer

Does patient repoit any of the following?
[ Physical abuse

= Financial ahus
© ves
@ fin
 Declines to answer

" Declines to answer

" Declines to answer

Prior response: Priot response Priot 1=sporise:
" Rape or sexual abuser ¥ Meglect——————

" Yes & Yes

& Mo £ No

Prior response: Priot response;

Social Work Consult

Eased upon nursing

iz anw of the following suspected?

“Werbal abuss
CYes  No |V

Physical abus Neaglact
PYESPNED—| IVFYESPND

Prior response;
* Explain suspicions

Prior rezponse:

Priot response;

Based on nursing assessment, are others

in the household possible victims of

abuse or neglect by the patient’
 Yes

 Ha

€ Unknown

Prior tesponse:

* Explain about oifiers in household

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.

3. Click P/S Page 2.

P/S Page 2 displays (Optional Suicide Risk - Ask Patient).

(7 RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P

File Tabs Help

PSYCHOSOCIAL ASSESSMENT

=lolx]

—Suicide Risk Screem
Ask Patient

= Have you recently had thoughts about
haming yoursel
ez

© No

" Declines to answer

Prior respanse

= Have you rehearsedlor practiced
haw o kill yourslf

Prior respanse;

*Have you tied to hurt or kill
youselfinthe past—————
© Yes

£ No

" Declines to answer

Frior response;

* Do you have = plar for
frow toda this

Prior responss;

*Haye you heard voices teling
tar huat ar kill ourself

Prior responss;

*How have you tied ta hurt
or kill pourself in the past

= Dessibe plan
i there mears avalzble

Priot plan
-

—

Pricr response:

Comments relative to suicide

* Desoribe meats

Prior means

* & pou feeling hopeless about the
present o future e.g. feeling that there
snowayout—— |

© Yes
£ No

£ Declines to answer

Frior iesponse:

P/S Page 1 P/5 Page 3

pisCP |

| P/SPaged

/5

GenInt | Edus | Pain | v

| Fesp | v

| Newo | Gl

* Designates a required fisld

|Gu [Mss [ skin pis [Fest [ WH

Func | DP

Visw Test |

Go to radiogroup: |harming yourself - Go I

[Performing assessment

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 2 window

4. Populate P/S Page 2.

a. The questions on P/S Page 2 are optional.
b. If apatient 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 Reassessmel ZMSHTSWLSDHYS,CHUUN (1110) Ward: Pi _ ol x|
File Tabs Help

PEYCHOSOCIAL ASSESSMENT

r—Suicide Risk Screen
Ask Patient
*Have you recently had thoughts about  * Do you have a plan for *Describe plan *Deseribe means
[~harming yourselt i s fre there mears availble
& Yes e
Mo * No
" Declines to answer " Declines to answer Priar plan Prior means
Priot response: Priot response: Fior resporise:
*Have you rehearsed or practiced * Have you heard voices teling
~how to kil yourssl——————————  ~youta hurt or killyourselF———
£ ves  yes
@ No * No
" Declines to answer " Declines to answer
Eere [ ere— Comments relative to suicide
* How have you tried to hurt * #re you fesling hopeless about the
* Have you tied to hurt or kil or kill yourself in the past present or future &.g. fesling that thers
rvouselinthepast [ [Enowapou
& Yes 5 Yes
 No C No
" Declines to answer " Declines to answer
Priot response: Piior response:

P/S Page 1 P/S Page 3 Ciwh | _P/SPaged | _ PisCR |

Genlnt| Edus | Pain | W [ Resp | Cv | Meuwo] Gl GU M5 Jskin  pis [Rest [MH JFunc JOP [ PCE | View Text]

* Designates a required field 5o to radiogroup: [hatming yourself - Go I

[Perfarming

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 2 window

5. Click P/S Page 3.

P/S Page 3 displays.

RN Reassessmel ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX: _ ol x|
File Tabs Help

PEYCHOSOCIAL ASSESSMENT

Elopement Screen - IF any YES answer, then patient is 8 potential il Ao k 3 e
§ i * Patient lacks the cognitive abiity to make relevant
* Patient has a coutt * Patient has been *Patient s considered a danger * Paientis on legal observalion 2 Ssions (2.0, histoy of dementia, Alsheimer's
appointed legal guardia legally committe to him/herself or olher stalus for Gravely Disable: o troumatic brain iy
Lo " Unks
' Yes Mo ’7(' Yes © No I'F s e [P es © No  Yes Mo =
Fiior 1esponse Pior response: Frior response Fior response Pior response:
* Specify guardian PFrior guardian response: * Patient has history of Diate Afrom where it known Piior escape/elopement response

escape o slopsment
O Yes Unknown
ol )

Prior 1esponse

_ Chenical Depandency lssuss

* mleohol use * Date of last aloohdl use: * Does patient use recreational dugs
" Lifetime non-alcohol ussr
€ Patigrt declings to answer any questions ahout alcohal use

* Dite of st diug ise

matiuiana, cocaine, heroin etc
€ ‘es

€ Palient has nat used alcchol in the past 12 months mevint o asteleoholuse N * fmourt of last diug use
" Fatient is currently using alcohol or has within the past 12 months ©
Prior 18sponse: € Patient declines to answer
* Type of recreafiond drugs used = Does patient have Piior response:
amedical marijuana can s to use of recreational diugs, notfy provider
 Yes “ No I~ Passibity of alcohol withdrawal
Prior response:

Make Alzohol Traatment refierral if patient is interestad

—Contraband
# Cortraband brought * Describe contraband # Lacation of unremeyed contraband
[in to/by] the patient——— Eollows facility policy for contiaband removal
" Yes
Mo

Prior response:

P/5Pags1 | | P/ Page2 | [F/5 Faged Clus | PiSPaged | RSP
Genlnt| Educ | Pain | ¥ | Resp | C¥ | Mewo| Gl | GU | M/S [ Skin  prg [Rest [MH [ Func [ OP [ PCE [ view Test
* Designates a required fiekd 0 1o radiogroup: [sppointed legal guardian 1 6o |

[Saving data

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 3 window
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6. Populate P/S Page 3.

a. The questions are all optional; update, if necessary.
b. Ifa patient answers Yes to any of the Elopement Screen questions, a Social Work Consult is

required.

7.

C.

Refer to the instructions in Working in the Consults on page 25.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P o [

File Tabs Help

PSYCHOSOCIAL ASSESSMENT

Elopement Screen - If any YES answer, then patient is a potentisl wandefing/elopement risk
: : ) " Palient lacks the cogritive abilty to make ielevant
=Patient has a court- * Patient has been *Patient is considered a danger = Fetient is on legal observalion  dagisons (s, history of dementia. lzheimers

appointed legal guardiar legally committe: ta himherself ar other: status for Gravely Disable T e
&+ Yes £ No © es & No ’,r Yes & Unknown  ves & Mo l'—7—‘
o R ICIND Social Work Consult
end

Pior resporise: Frior 8sponse: Prior responze: Piof responise: Priot response:
¥ Specify guardian * Patignt has history of iate/from where ifknown Prior escape/elopement 1esponse e

escape of elopament
e € Unknown
* Mo

Piior response:

Prior guardian rsspanse

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 3 window, Social work

consult mandatory

P/S Page 3 contains the Alcohol use section.

 Chemical Dependency Issues

# Date of last alcohol use Does patient use recreational dugs

Alcohol use
€ Lifetime non-aloohal user

" Patient declines to answer any questions about alcohol use

€ Patient has not used alcohol in the past 12 months

& Patint is cuntently using alcohol or has within the past 12 months

* Date of last diug use:

= Amount of last alcohol use Aot of last diug use

Friot response: Patient declines to answer any questions about alcohal use
Frior response: Mo
I *fes to use of recreational diugs, notify provider

Does patient have
a medical marijuana can

& ez C No

*Type of recreational diugs Lsed

[ Possibility of alcohol withdiaveal

Frior iesponse: Mo

Make dlcohal Treatment iefenal if patient is interested,

Alcohol use section

If there is the possibility of alcohol withdrawal, select the Possibility of alcohol withdrawal check
box to display the CIWA page.

a.

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

b. Alert the physician of the possibility of alcohol withdrawal.
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(G} RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward - ol x|

File Tabs Help

ChA Ask patient or observe
*NAUSEA AND VOMITING

~"Feel sick ta your stamach? Have you vomited?" ~* TREMOR: Arms sxtended and fingers spread apait—— —* PARORYSMAL SWEATS—————————
0~ No nausea and no vamiting € 0-No tremors € 0-No sweat visible
? 12 - Mild nausea with ro vomiting rr: 12 - Mot visible, but can be fel fingertip ta fingertip F 12 - Barely visibls sweating, palms moist
o] ) 3 3
? g""te'm"te"‘ nauses with diy heaves (r: 1 - Moderate, with patient's ams extendsd F é—EEads of sweat abvious on foiehead
5
B
, iy 6 [}
F v S e e dp e el 7 -Severe, sven wih aims not extended 7 - Drenching sweats
H AHKIETY: " yous el nstwous?  AGITATION * TACTILE DISTURBANCES: "Have you any itching, pins/needles,
B O - ~any burning, any numbress or feel bugs crawling on or under skin
A e COtomdesiy e
oo [ " Somewhat mare inien nomal actrviy 1 -Vem mid itching. pins_needles, buming, numbness
3 -3 F grmddd itching. A _needles. I;l‘.llnlr;:g, numbnessb
- Moderate fiching. pins _needles. buining. numbness
4 - Modeiately ansious o quarded 3o anxisty is inferad " 4 - Moderatly fidgety and restless 4 - Moderately sevgrephauacinatiuns .
? g rC 2 . &- Severe haluciaters
- Extriemely savere halucinations
" 7 - Equivalent to acute panic sates as in severe deliium/acute schizophry | 7 - Paces back and farth during most of the interview or | © 7 - Continuaus hallucinations

*AUDITORY DISTURBANCES: "Are you aware of sounds aiound you? Are they harsh or do they fighten  *wIS1JAL DISTURBANCES: "Does the light appear tao bright? s its' color different? Does it
[you? Do you hear things that are disturbing to you or that you know are not there?" [~hurt your epes? Do you see things that are distuibing to you or that pou know are not there?"

€ 0-Not present € 0-Not present

€ 1 -Wew mid harshness or abilty ta fiighten €1 -Vew mid sensitiviy

€ 2-Mid harshness o abilty ta frighten € 2-Mid sensiiviy

3 - Moderate harshsss or ability to fighten  3-Moderate sensitivity

- Moderately severe hallucinations - Moderately severe hallucinations
 5-Severs halucinations  5-Severs halucinations

B - Exremely severs hallcinations  B-Veny savere hallucinations

7 - Continuaus hallcinalians 7 -Estiemely severe hallcinatians

*HEADACHE. "Dacs you head feldiferent? Dot feel ke theres 2 band around you head?' — <[ipiENTATION AND CLOUDING DF SENSTIRILI “whl dav

Do not rate for dizziness or lightheadiness. Otherwise, rate severity. s this? Where are you? Whao am |7 CIWA Score: 0
£ 0-Notprsert 0~ Diiented and can do serial addtions
o € 1-Cannat do serial addtions and is uncertain about the date (O s (Al
£ 3 Modeate 2 - Disoriented by date by no more than 2 calendar days 8 of Less= Minimal ta mid withdrawa
Bl boee " 3-Disoriented by date by more than 2 calendar days % 15= Moderate withdianal
B e severe 4 Disorierted far place and/or person 15 01 geater= Severs withcrawal
7 - Extiemely severe

P/SPags1 | P/SPage2 | P/5Page3 |[ Ciwa P/SPagsd | PiSCP
Genlnf [ Educ | Pain | IV Fesp | C¥ | Newo| Gl | GU | M/ [Skin  ciwa [Rest [MH [ Fune [DF [ PCE | ViewTest
* Designates a required field G to radiogroup: | Feel sick ta your stomach? Hav = Ga |

|Perforrmng assessment A

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

8. Click P/S Page 4.
P/S Page 4 displays.

RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) W: — ol x|

File Tabs Help

PSYCHOSOCIAL ASSESSMENT

General observations/comments

P/SPagel | P/SPage2 | P/SPage3 Ciwd  |[P/sPage & pscP |
Genlnt| Educ | Pain | W [ Resp [ v [ Newo] Gl GU M5 [skin pis [Rest [MH [ Func JOP [ PCE | View Test

* Designates a required field
|Performing assessment v

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 4 window
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9. Populate P/S Page 4.

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

10. Click P/S CP.
P/S CP displays.

(X RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-A [

File Tabs Help

PEYCHOSO0CIAL ASSESSMENT - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES Click & row to update its problem evaluation and intervention status.

TAE |PROBLEM DATE IDENTIFIED| DESIRED DUTEDMEIPHUB EvAL |PROB EVaL DATE |INTERVENTION INT STARTED |\NT 5TATUS|INT STAT

NOME

]

[~ Do ot display resolved problers

Add New Problem

Prablen/Intenention detai

Wiew history for this problem

Ldd Wew Intervention ba this prablem |

Problem evaluation:

€ No change/Stable

" Deteriorating

" |mproving

" Resolved

" Unresolved at discharge

i statu
" Completed
" Continue
" Discontinus

" Pending

Cancel

P/SPagel | P/SPags2 | P/SPage3 |  Clws | PiSPaged |[ PiscP

Genlnf| Educ [Pain | IV | Resp

v | MNewo| Gl GU M5 [skin ps [Rest [MH [ Func JOP [ PCE | WiewTest

* Designates a required field Gio to radiogroup: |Intsrvention status - Go I

Performing assessment

RN Reassessment, Psychosocial Assessment —Problems, Interventions, Desired Outcomes

11. Update P/S CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.

(P/S) tab, P/S CP window
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Restraints (Rest/Restr)

There are two categories of restraints.

e 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

e Patient’s behavior is aggressive or violent presenting an immediate, serious danger to his/her safety or

(i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4 _|o] x|
File Tabs Help
RESTRAINTS
el Infiated datedine
I™ Restraints Iitited/maintained 3 K
| Unkriawn
*Heason for 1estraint
€ Patient is pulling at lines/tubes used in their treatment o is unable to fallav instuctions endangering their medical /surgical recovery. Patient is not violsrt or self-destructive
€ Patient's behavior is sggressive or vidlent presenting an immediate serious danger ta bis/her safety or that of others
Behavioral expectations for
* Justicallor for restialts * Other fustfication * Justiicalon for restiints * Dither ustfication {ermination of restiaints * Other behavioral expectation
* Hestraint Type # [ther Hestramt Interventions tried to avoid restraint use e mterention
Discontinued date/Hime.
Festr Page 1 Restr CP
Genlnt| Edus | Pain | W [ Resp | Cv | Meuwo] Gl GU_ | M/S [Skin [Skin |P/S  Res [MH [ Func JDP JPCE | view Text|
* Designales a required field
4

\Ferfurmmg assessment

RN Reassessment, Restraints (Rest) tab, Restr Page 1 window

1. Click Rest.
Restr Page 1 displays.

2. Select the Restraints Initiated/maintained check box.
The reasons for restraint become available.
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File Tabs Help

RESTRAINTS
[V Restraints Initiated/maintained

* Rieason for restraint

JH (5326) Ward: 4

* Datedtime initiated
 Known
 Unknown

Iitiated datetme:

=|olx]

" Patient is pulling at lines/tubes used in their reatment or is unable to follow instiuctions endangering their medical /suigical recowery. Patient is not viglent or self-destructive

" Palient's behavior is agaressive or violent presenting an immediate serious danger ta hisdher safely or that of athers

*Justification for restraits

* Restraint Type

Enkle, Right, Locked
Ankle, Right, nlocked
&nkle, Left, Lacked
Enkle, Left, Unlocked
Blanket/Net

Hand Mitt, Right

Hand Mitt, Left

Vest, Locked

Vest. Urlocked

Waist, Lacked

waist, Urlocked
whist, Right, Locksd
Wiist, Right, Unlocked
whist, Left, Lacked
wiist, Left, Urlocked
Soft
Leather/plastic/tubber
Other

= [ther justification *Justification for restraints

* Oifier Restraint

[ Bed alam
[ Camauflage lines/tubes
[ Diversional activities
[ Family at bedside
[ Hourly rounding
[ Laptap trap
[ Low bed with mats
[ Move closer to rurse’s station
[ Pain relief medicine
[ Patient/famiy education
[ Reality orieriation
[ Repostioning of ines/tubes
[ Side rals. 3 or less
[ Sitters
[ wedge cushion
Other

* ther [ustfcation

Interventions tied to avoid restiaint use * Other intervention

Behavioral expectations for

termination of restiaints

] Follows simple directions

] Does nat pull & lines/tubes

] Contracts for safety

] Denies homicidal ideation

] Denies sef ham

] Denies suicidal ideation

] Displays no agoression to seli/others
Dther

= it behavioral lexpectation

I~ Discontinued - desited outcome achisved

Discontinued date/time

Festr Page 1 RestCP_ |
Genlnt| Educ | Pain | W [ Resp [ v [ Newo] Gl GU M5 [skin [Skin [P5S  Rest [MH [ Func [P [ PCE | iewTest
= Designates a requied fisld
|Performing assessment A

RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
with restraints initiated/maintained selected
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a. When you select, Patient is pulling at lines/tubes ..., the following window displays.

(i RN Reassessment - VHLSJE,JE

File Tabs Help

FRESTRAINTS

0 ’
Date/time iniialc Iritiated deteime
€ Known
IV Restraints Initiated/maintained
£ Urknown

—* Reasan for restrai

= Justification for restraints

[ Puling 2t tubes

[ Promate medical healing
[ Unable ta follow commands
[ Other

* Restraint Type

[ Ankle, Right, Locked
[ Ankle; Right, Unlocked
[ Ankle, Left, Locked
] Arkle, Left, Unlocked
L] Blanket/Net

[ Hand Mitt, Right

] Hand Mitt, Leh

[ Vest, Lacked

[ Vest, Unlocked

[ Waist, Lacked

[ Waist, Unlocked

[ wiist, Right, Locked
[ Wiist, Right, Unlocked
O wiist, Left, Locked

] wrist, Left, Unlocked

Soft
[ Leather/plastic/nbber
[ Other

* Diher justification “Justification far iestraints:

* Wiher Festraint

Intesventions tied to awoid restraint use * Other interention

Bed alarm
Camouflage fines/tubes
Diversional activities
Farnily at bedside
Hourly rounding
Laptop tray
Low bed with mats
Move claser to nurse's station
Pain relief medicine
Patieniamiy education
Realty arientation
Riepostioning of lines/tubes
Side rals. Jor less
Sitters.
Wedas cushion

ther

Behavioral expectations far
termination of restraints

] Follows simple directions
] Does not pull 2t ines/tubes

[ Contracts for safety

] Denies hornicidal ideation

] Denies self ham

] Deries suicida ideation

] Displays no agaression to seli/others
1 Other

* ther behavioral expectation|

™ Discontinued - desiied outcome achieved

Discartinued date/fime

Fiesi Fage 1 | | Fiesti CF
Gen Inf [ Educ | Pain | Iv Resp | ©¥ | MNewa |Gl [ GU | M/ Jskin [Skin [P/S  Rest [MH [ Func | DP JPCE | view Test
* Designates a required field
|Saving data A

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
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3. Populate Restr Page 1.

b. When you select, Patient’s behavior is aggressive or violent ..., the following window displays.

(X RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward:

File Tabs Help

FRESTRAINTS

= Notify provider =

Date/time iniialc Iritiated deteime
€ Known
IV Restraints Initiated/maintained
£ Urknown

—* Reasan for restraint

£ Palient's behavioris aggressive or violent presanting an immediate serious dangar to his/her safety or that of others.

& Palient i puling = Ines/tubes used i thei treatment or 15 Unabls to follow nstmctions endangenng thel medical Jsurdical 1scover. Patant is not violsnt of ssif-destuctive

= Justification for restraints

[ Puling 2t tubes

[ Promate medical healing
[ Unable ta follow commands
[ Other

= Restraint Typs

[ Ankle; Right, Unlocked
[ Ankle, Left, Locked
] Arkle, Left, Unlocked
L] Blanket/Net

[ Hand Mitt, Right

] Hand Mitt, Leh

[ Vest, Lacked

[ Vest, Unlocked

[ Waist, Lacked

[ Waist, Unlocked

[ wiist, Right, Locked
[ Wiist, Right, Unlocked
O wiist, Left, Locked

] wrist, Left, Unlocked

Soft
[ Leather/plastic/nbber
[ Other

L] Arkle, Right, Locked

“Justification far iestraints: “ Oifier justification

Interventions tied to awoid restraint use (ke inferyerion
Bed alarm

Camouflage fines/tubes
Diversional activities

Farnily at bedside

Hourly rounding

Laptop tray

Low bed with mats

Move claser to nurse's station
Pain relief medicine
Patieniamiy education
Realty arientation
Riepostioning of lines/tubes
Side rals. Jor less

Sitters.

Wedas cushion

Other

Behavioral expectations far
termination of restraints

] Follows simple directions
] Does not pull 2t ines/tubes

[ Contracts for safety

] Denies hornicidal ideation

] Denies self ham

] Deries suicida ideation

] Displays no agaression to seli/others
1 ther

™ Discontinued - desiied outcome achieved

Discartinued date/fime

* ther behavioral expectation|

Fiesti Page 1 Fiest CF

Gen Inf | Educ | Pain | IV Resp | OV NeurnIEI

* Designates a required field

JGU | wss Jskin [Skin [P/S Rest [MH [ Func | DP [ PCE | view Test

|Saving data

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

a. Select a Reason for restraint.
b. Complete all the fields with asterisks; they are required fields.
Questions are based on standards for documenting seclusion or restraint.
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4. Click Restr CP.
Restr CP displays.

(= ES

¢ RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-A
File Tabs Help

Click 2 fowta update its prokl Justion and intervention stat
RESTRAINTS - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES SR UPEEE (S HERIEN G LR CE M ERE P S
DATE IDENTFED[DESIFED OUTCOMEIPROB EVAL [FROB EVAL DATE [INTERVENTIBN

T4E |PROBLEM INT STARTED |\NT STATUSlINT STATUS

KN

I~ Da not display resolved problems Add New Problerm Wisw histary for this problem

PrablemyIntenention detai

Ad W Intervention to this protlen |

Froblem evaluation Intervention status |

Mo change/Stable  Completed
" Deteriorating ‘@ e
" Improving

ot ¢ Discorlinue —

" Uniesolved at dischage " Pending

Resti Page 1 |[ RestCP

Genlrf | Educ | Pain [V JResp [ [ Mewo[Gl  [GuU M [skin [ PS5 pmest [MH JFuns JDP JPCE | viewTest
* Designates a required fisld Gato radiogroup: [Prablem evaluation - 6o |

Performing assessment

RN Reassessment, Restraints — Problems/Interventions/Desired Outcomes (Rest) tab,
Restr CP window

5. Update Restr CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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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.

(7 RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH}

File Tabs Help

MEMNTAL HEALTH ASSESSMENT

Tah to be completed for patients admitted to acute psychiatry, or with & history of mental health problems

(=[S

* Patient Afamily/support person
able to respond to question

& Yes © No

= Fatient has a history of
(] Hone reported
[ Bipolar

CJECT
L] Homicidal intention
M ajor depression

<[]

[ Restraink
[ Schizophrenia ;l
= sk patiert "Have yau ever been so angy

& Yes
£ No
" Patient declines to answer

*fhy cou(d no one respord

[~ that you felt ready to explode or lose contral?

*Difer ieason no one could respond * Information abtained from

Patiert
] Authoiized surrogats
(] Family/Support Person
] Medical Record

1 Dther

= it istory

Ask patient; "Wwhat things or situations make you upset?"

* Dither upsetting item

[ Excassive noise
] &n argument or altercation with family, partner, or fris
(] Significant losses [death or breakup]

(] Becoming homelsss

1 Mot being listened to

] Hurt feelings

] Physical Abuss

[ Sexual dbuse

[ Pain

] Loss of contiol due to aloohol or dugs

[ 'wihen | don't get what | want

Pior responise:

*How does patient act when
he/she loses control

[ Thieatering others

[ Hurting others

[ Thisatering to harm myself
[ Harming myself

[ Hitting or kicking obiscts
[ Sereaming of cursing

[ Running away [eloping]
[ Drirk or take drugs

|

*Wther actions

[ Talking it others
[ Dther

1 'when | fesl | have no power _I
[ hen my attempts at problem solving dort wark ¥

* sk patient "when you get upset, *What daes patient do to calm him/herself
are you able to caim yoursel?— [T Listen to music -
&y (] Talk with others

o 1 Exercise/walk
© No (] Pasitioning bady ta feel calmer ar more comfartab
] Go to a quiet piace:

" Patient declines to answer [ Distraction
] Use relaxation techniques
Prior response: ] Smoke:
E Pace
Pray
[ Meditate j

MH Page 1 MH Page 2

* Diher source of nfamation

* Difier calming things:

MHCP |

Genlnf| Educ | Pain | IV Resp | OV NeurnIEI

JGu | ws Jskin [ owa|Ps [Rest my [Func [DP [ PCE | view Tent
G to radiogroup: [atle 1o respond to questions = Go |

* Designates a required field

|Performing assessment

RN Reassessment, Mental Health Assessment (MH) tab, MH Page 1 window

1. Click MH.
MH Page 1 displays.
2. Populate MH Page 1.

Complete all the fields with asterisks; they are required fields.
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3. Click MH Page 2.
MH Page 2 displays.

MEMTAL HEALTH ASSESSMENT
“ Other mood * Bffect

thyra ] Congruent with maad
| Evthymic (naimal) ] Elated

1 Euphoric ] Flat

1 Intable ] Incongruent with mood
[ Indifference ] Sad

(] Labile 1 Other

1 Rapid mosd swings

] Other

—Rlestraints/Behavioral Health Advance Diectives———————
=4/ho should be roffied

= sk patient: "I you are placed in restraints.

do you want us to notfy someane?"

 Ves

Mo

& Patient declines to answer

£ Patient unable to answer

*Wther affect

- General ohsarvations/commerts

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX _ ol x|

File Tabs Help

* Behavior *Wther behavion

[ Agaressive
[ Agitated
] Angry outbursts

[ Attention seeking/center of attention

o
[ Cambative

[[] Cooperative

[ Cries easily

[ Decreased motivation/snery/iritistive

[] Docile

[] Exaggerates minor symptoms into major problems
[ Hastils

[ Intimidates athers

[ Restless

] Slamming doors

[ Staff splting

[ Suspicious

] Use of profanity

[ *reling/shauting

[ Other

-
Frior response;
Ll 1

" Behavioral Health Advance Directives

] Behavioral Health Advance Ditective copy on chart

] Behavioral Health Advance Directive copy not available

] Declined Echavioral Health Advance Directives

] Fiequested & given infomation on Behaviral Health Advance Directive

MH Page 1 | [ MH Page 2 WH CF

Genlnf| Educ | Pain | IV Resp | OV NeurnIEI

* Designates a required figld

JGu [ w5 Jskin [owa|Ps [Rest my [Func [DP JPCE | view Tert
Go toradiogroup: |0 you want us to notify someone v Go I

|Perforrmng assessment

RN Reassessment, Mental Health Assessment (MH) tab, MH Page 2 window

4. Populate MH Page 2.
a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments text box for additional information.
5. Click MH CP.
MH CP displays.

April 2012

Patient Assessment (NUPA) V.1
RN Reassessment User Manual

107



(i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD _ ol x|

File Tabs Help

Click e rawio update fts prafl fumtien and infervanfian siclie,
MENTAL HEALTH - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES | [ e PRSI S et ar s =i i

T&E |PROBLEM DATE IDENTIFIED|DESIRED DUTCDMEIF’HUB EVAL |PROB EVAL DATE |INTERVENTION INT STARTED |\NT 5TATUS|INT STATUS DATE

NOME

kI 2
Proklemtervetion detsl

I Do ot display resolved problzms Add New Problem Wiew history for this problem

Add Wew Intervention to this poblem |

Problem evaluation | [ Inlewentionstatus |
Mo change/Stable  Completed
€ Deteriorating  Continue
 Impreving -

B B iscontinus Bzl

£ Uniesolved at discharge € Pending

MHPage1 | MHPage2 |[[ MHCFP

Genlnt| Edus | Pain | W [Resp o JMewo |Gl [ GU M5 [skin [P/s JRest wn [Func JOP [ PCE [ View Text|
* Designales a required field Gio to radiogroup: [Intervention status - Go |

|saving data 7

RN Reassessment, Mental Health Assessment (MH) tab, MH CP window

6. Update MH CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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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.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P|

o]

File Tabs Help

FUNCTIONAL ASSESSMENT

= Patient/famip/support person

[able to respond to question:
& Yes Mo

Instiuctions for completing Katz Index of Independence in Activities of Daily Living

“wihy eould nojone respand

Bathing:
1 - Bathes self completely o needs help in bathing only a single part of the body
such as the back, genitsl area, or disabled sutremity
0 - Needs help with bathing mare than one part of the body, getting in or ot of
the tub or shower. Requires total bathing.

Dressing:
1-Gets clathes fiom closats and drawers and puts on clothes and outer garments
complete with fasteners. May have help typing shoss
0 - Needs help with dressing self or needs to be completely dressed

Toileting
1~ Gioes to toilet, gets on and off, ananges clothes, dleans genital area withaut
help
0~ Needs help transferring to the tailet, cleaning self or uses bedpan or commede

Transfering

1~ Moves in and out of bed or chair unassisted. Mechanical iransfening cides
are acceptabls

0~ Needs help in meving from bed to chai o requires a complete transfer

*ther reason o ore could respond

* Information obtained from
| Patient

[ Authorized surrogate
[ Family/Support Persan
[ Medical Record

[ Other

[~ Bathing

" Independence - 1 paint

" Dependence - 0 points

[ Diessing

" Independence - 1 point

£ Dependence - 0 paints

~* Toileting————————
" Independence -1 paint

" Dependence - 0 points

= Transfeting——————
£ Independence -1 pint

£ Dependence - 0 paints

[ Continence:

" Independsnca -1 paint

" Dependence - 0 points

—*Feading
* Independencs - 1 paint

£ Dependence - 0 paints

Total Score: 0

*[ither source of intormation

Assist patient with

] Transfering

Did patient have a deciease in
Eoencs e Tene] oo e Prior score the level of indspendence
- Exencises complete seff cortrol over wination and defecation )
015 il o kotslly incomtinert of bawsl o blsdder B = High [Patient independent]: 0 = Low [Patient very dependent] ﬁth\ll:e past 30 days———
Feeding O He
1 - Giets fond from plate into mouth without help. Praparation of food may be ™ Unable to datermine
done by another person.

0 - Needs parial or total help with feeding or requires parenteral feeding Prior response:

FiFEFaged] FuncPage3|  FuncCP
JGu [ wes Jskin [owa Ps [Rest [MH  Fuee - PCE | View Teut
Go to radicaroup: [Bathing 1 e |

Genlnf| Educ | Pain | IV Resp | OV NeurnIEI

|Performing assessment

* Designates a required field

4

RN Reassessment, Functional Assessment (Func) tab, Func Page 1 window

1. Click Func.
Func Page 1 displays.

2. 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.
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3.

Click Func Page 2.
Func Page 2 displays.

e If'the patient is independent and cooperative, no additional entries are necessary on Func Page 2.

RN Reassessmei ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH} — o] x|

File Tabs Help

FUNCTIONAL ASSESSMENT

Instructions for asssssin the patient's level of assistance Assassment ciiteria and cars plan for safs patient handing and movement

* Patient's level of assistance—

Independent [Patient performs task safely, with or without stall [ assessment should be made prior to cach task I the patient has vaying

sssistance. with or without assistive devices) & Independent evels of ability to assist due to medical reasans, fatigus, medications. etc
wihen in doubt, sssume the patient cannat assist with the tiansfer/

Fartial Assist (Patient requites no more help than stand-by, cusing, or repositioning

coaring. of caregiver is required to it na more than 35 Ibs. of a patient's £ Panlal Assist

weight]
Height: 54 in [137.2 em] (06/29/2009 10:43)
Dependent - Patient requires nurse to it mare than 35 |bs. of the " Dependent
patient's weight, or is unpredictable in the amourt of assistance offered) “Weight: 165.35 |b [75.2 kg] [12/16/2009 14:30)

EMI: DEC 16, 2009@14:30:21

Prior response:

Instructions for assessing patient's level of cooperation and comprehension

Cooperative (may need prompting; able ta follow simple * Level of cooperation and comprehension—|
commands] -

Unpredictable or vaies [patient whose behavier changes
equently should be corsidered as “unpredictable]: not

y £ Unpredictabls or varies
cooparative; or unable ta follow simple commands

P P ) A )
#pplicable conditions lkely to aftect ransfer/iepositioning techriquss | RS rior response: tior response:

General observations/comments

Transfer/iepostioning technigues comments

Func Page 1 | [ Func Page 2| FuncPage 3| Func P

Genlnt| Edus | Pain | W [ Resp | Cv | Meuwo] Gl GU M5 [skin [Cwa | Prs [Rest JMH  Fune [DP [ PCE | view Teut]
= Designales a required field Go to radiogroup: [Patient’s level of assistance - G |

|Performing assessment 4

RN Reassessment, Functional Assessment (Func) tab, Func Page 2 window
when the patient is independent
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o Ifthe patient is dependent and completely uncooperative, additional entries are necessary on Func
Page 2.

RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P - ol x|

le Tabs Help

FUNCTIONAL ASSESSMENT
Instructians for assessing the palient's level of assistance . ) Assessment ciiteria and care plan for safe patient handing and mavement
Patient's level of assistance |
Independent (Patient performs task safely, with or without stalf [ sssessment should be made prior t each task if the patient has vaming
assistance, with or without assistive devies)  Independent levels of ability to assist due to medical reasons, fatigus, medications, elc.
/hen in doubt, assume the patient cannot assist with the ansfer/
Pattial Assist [Patient requires no more help than stand-hy, cusing, or repasitioning.
(coaving, or caregiver is required to lit no more than 35 Ibs. of a patient's  Partial Assist
weigh]
&l Height: 54 in [137.2 om] (06/23/2009 10:43)
Dependent - Patient requires nurse to lift more than 35 Ibs. of the @ Dependent
[patient's weight, o is unpredictable in the amount of assistance offered). ‘wieight: 165.35 |b [75.2 ko] (12416/2009 14:30)

5
. R BMI: DEC 16, 2009@14:30:21
Istructions for assessing patient’s level of casperation and comprehension
Couperativs (may nesd prompting: abls to follow simpls * Level of conperation and camprehension | *\u/sight bearing capabilty = BirLateral upper extremily steng!
[PETEE]  Cooperalive Rl C Yes
Unpredictable: or varies [patient whose behavior changss £ Patial
requently should be considered as "unpredictable"); not & Wraditable o vaned Mo
cooperative; or unable to follow simple commands  Hone
) ; : Fi Fii Fii
Applicable condiions kel ta affect transfer/iepositioning technigues T LA LAEEET
Hone = General shservations/comments
L] Amputation Transfer/repositioning techriques comments
[] Contiactures/spasms
[ Fractures
[ Hip/knee/shauider replacements
] History of falls

[ Morbid abesity

[| Paralysis/Parcsis

[ Postural hypatersion

[ Respiratary/cardiac samprarmiss
[ Severe edema

[ Severe osteaparasis

[ Severe paindissamfort

[ Splints Araction

[ Tubes [V, Chest etc) =

Func Page 1 FuncPage3| _ FuncCP
Genlnf | Educ | Fain | v Resp | ©¥ | Mewo |Gl [GU [ Wi Jskin [Cwa|Ps JRest [MH  Fune [DP JPCE | View Tent

* Designates a required field G to radiogroup: [Patient's level of assistance - G |

|Performing assessment A

RN Reassessment, Functional Assessment (Func) tab, Func Page 2 window
when the patient is dependent

4. Update Func Page 2, if necessary.
a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments text box for additional information.
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S.

6.

Click Func Page 3.
Func Page 3 displays.

FUNCTIONAL ASSESSMENT
Use of mechanical lifing devices and approved aids for lifting, transferring, repositioning, and moving patients.

Transfer o and fiom Bed to Chair, Chair to Transfer bo and from Chair to Stistcher or
Teilet, Chai to Cha, Cat to Chai Lateral transfer to and trom Bed to Shetcher, TroleY  Crai to Exam Table

quipment Assistive Device Equipment/Assistive Device Equipment/Assistive Device

I Eefing it Ceilng it [ Cailing it

[ Friction reducing device [ Friction redusing dsvice [ Friction reducing device

[ Ful body sling [ Full body sling O Full body sing

[ Gait belt L] Gait belt [ Gait belt

[ Lateral transfer device O Lateral transter device [ Lateral transfer device

[ Power stand assist [ Power stand assist [ Power stand assist

[ Shiding board [ Sliding board [ Sliding board
Mumber of staft [ 2] Mumberof staft [ 3] Mumberof staff [ 3]
Reposition in Bed, Sids to Side, Up in Bed Reposition in Chair Tianster a patient up from the foor
Equipment/Assistive Device Equipment/Assistive Device Equipment/Assistive Device

[ Ceiling fift [ Ceiling it [ Ceiling it

[ Friction reducing device [ Fiiction reducing device [ Fiiction reducing device

1 Ful body sling ] Full body sling O Full body sing

[ Gat belt [ Gait belt [ Gait belt

[ Lateral transfer device [ Lateral tiansfer device [ Lateral transfer device

[ Power stand assist [ Powser stand assist [ Power stand assist =
[ Shiding board [ Sliding board [ Sliding board Print
Munber of staff [T 2] Wumberof stsft 1 2] Numbst of sttt [T 2]

Educate Patient, Family. and Support Person on

~Sling typs Sling size

" Standard € Medium (100 to 210 s, height 5 ft -5 it 11 in)

" Amputation

Y ——  Large (21010 550 |bs, height 6 It and over)

Prior rssponse: Priot rssponse

Height, 54 in [137.2 o] (06/29/2009 10:43)
\wieight: 165.35 Ib [75.2 kal [12/16/200914:30)

FuncPage 1 | FuncPage 2 Func CP
Genlnt | Edus | Pain | W [ Resp [ v | Mewo] Gl GU M5 [skin [cwia [Prs JRest [MH  Fune [DP | PCE | iew Test
=Designates a requied field Go to radiogroup: [Slng ype - 6o |

|Performing assessment 4

RN Reassessment, Functional Assessment (Func) tab, Func Page 3 window

Populate Func Page 3.

a. Complete the fields, if necessary.
b. Click Print.
c. Print Func Page 3 and give it to the staff handling the move of the patient.
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7. Click Func CP.

Func CP page displays.
=lofx|

(i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-Z
File Tabs Help

FUNCTIONAL - PROBLEMS/NTERVENTIONS/DESIRED OUTCOMES Click & row to update its problem evaluation and intervention status:

T&E |PROBLEM DATE IDENTIFIED|DESIRED DUTCDMEIF’HUB EVAL |PROB EVAL DATE |INTERVENTION INT STARTED |INT STATUSlINT STATUS D,

K 1]
Proklemtervention detsl

I~ Do not display resolved problems Add New Problem Wigw history for this problem

2 e terventon o s poslem. |

Problem evaluation—————  ~Intervention status——————
" Mo change/Stable " Completed
" Deteriorating ‘% Earifive

€ Improving &0
£ Resolved iscontinug Cxgl

£ Urresolved at discharge  Pending

FuncPage 1| FuncPage2 | FuncPaged
Genlnt| Edus | Pain | W [Resp o [ Mewo |Gl [ GU M5 [skin [Prs JRest [MH  Funs [DP | PCE | View Text

* Designates a required fisld
|Performing assessment &

RN Reassessment, Functional — Problems/Interventions/Desired Outcomes (Func) tab,
Func CP window

Update Func CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12 .
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Discharge Planning (DP)

Document the discharge reassessment for a patient in the Discharge Planning tab.

(X RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P

File Tabs Help

DISCHARGE PLAMNMING

* Patient/family/support person

able ta respond to questions—
 Yes Mo

* Does patient have a legal/
medical quardian [consarvator]

& VYes
© Mo

PFulled fiom P#5 Page 3

Wit whom does patient live—
 Alane

" Family

 Significant Cither
 Friend

€ Mursing Home

€ Assisted Living

€ Homeless

" Palient deelines to answer

—* Transpattation for Discharas—|
© Qwn car

“why eould nojone respand

* Specify guardian [conservatar]

* Home environment

*Wther ieason no one could iespond

[J Mo identified problems

[ Stairs ta enter home:

[ Stairs within home

[ Bed on main level

[ Full bathoam on main level

(] Bed & full bathroom on same floot (not main level]
] Other architectursl bariers [e.0. natrow doorways]

L Patient declines to answer

* ther transpertation for discharae

* Information obtained fiom
Patient

] Authorized surrogate
] Family/Support Person
[ Medical Record

[ Other

= Desoribe emplogment st=ts

= Emplopment Status————|
£ Presently employed

£ Unemployed

£ Refired

 Disabled

©* Palient devlines to answer

*[ther architestural barers

] No equipment nesded

[ Specialty bed

] Specially matiress
Ramp

[ Raised toilet seat

] Safely bars

] Other

General observations/comments

* Special Equipment Meaded =t Home

* Oifies souree o information

* Relationship status
" Covhahitating

" Divorced

" Married

£ Separated

 Single

" Widowed

" Patient declines to answer

= (fher equipment nesded

" Friends/family

 Bus

V4 Shuttle

WA Travel

 Other

€ Patient declines to answer

DP Page 1 FE A |

Genlrf| Educ | Pain [V [ Resp | o [ Neuwo |Gl GU [ M/ | Skin [ Cwa [Ps [Rest [MH | Fune pp  [PCE | viewText]
* Diesignates a required field 0 1o radiogroup: [Erplyment Status 1 6o |
|Perfnrmmg assessment 4

RN Reassessment, Discharge Planning (DP) tab, DP Page 1 window

1. Click DP.
DP Page 1 displays.

2. Populate PD Page 1, if available.
a. IfaDP Page 1 was completed during the admission assessment, none of the fields are active.
b. 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.
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3. Click DP CP.
DP CP displays.

RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Wa _|olx|

File Tabs Help

DISCHARGE PLAMNMIMNG - PROBLEMS/ANTERYENTIONS/DESIRED OUTCOMES

* Problems. interventions, and desired outcomes indentified in previous tabs have been discussed

with the patient and/or famly/support person and concuriance obtained
’Vf' Yes  No

by hasn't plan of care been discussed

Anticipated Discharas Plan Goals

Discharge to home without addiional services
Irwalve family/support persan in discharge planring
Patient is homeless ™

Palient requires iransportation assistance **
Discharge to home with suppott services (physiclogical needs &.g. 02, IV therapy, pain therapy and wound care)
Discharge to home with support services (functional needs e.g. assistance with home ADLs)

Discharge to home with suppat services [:

[
[

* Farily/support person indischarge planring

social needs .9, financial assistance, transpartation, follow-Lp appeiniments, support groups) >
Discharge to home with suppot services (sducational neads e.9. classes, materials) =

Discharge to home with support services (spirtual needs e.g. cleray contact] ™
ischarge to home with suppot services (special equipment needs] =
ischarge to home with Multidug Fesistant Organism (MDRO)nfectious Dissass information =
ischarge to extended care facilty =
atient identified as a wanderer elopement risk
atient identified as  firs fisk =
Patient on isalation precautions
Plan for support for patient's care giver/s ™

[ Other 3

If an item containg =, then a Social Work Consult or Discharge Planning Consult is required

Discharge Planning Cansult | Social Work Consut

Telchealth Consult | Home Care Corsul |

DPPags1 |[ DPCP
Gen Inf | Edus | Pain | Iv Resp | C¥ | MNewa |Gl | GU | M/ | skin | Cwa | P/S [ Rest | MH

Func | pp  |PCE | Wiew Tent
* Designates a required field Gio to radiogroup: [with the patient and/or famiy/sup = Ga |

|Pen’ormmg assessment

RN Reassessment, Discharge Planning — Problems/Interventions/Desired Outcomes (DP) tab,

DP CP window

4. Populate DP CP.
a. Complete the fields as necessary.
Refer to the instructions in Working in a Care Plan on page 12.
b. Complete a Social Work Consult or Discharge Planning Consult, if required.
Refer to the instructions in Working in the Consults on page 25.
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C.

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.

(X RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P|

File Tabs Help

DISCHARGE PLANMNING - PROBLEMS/NTERYENTIONS/DESIRED OUTCOMES

* Problems. interventions. and desired outcomes indentified in previous tabs have been discussed =ihy hasn't plan of care been discussed

with the patient and/or familp/suppoit person and concurrence obtained,
’7(‘ ‘Yes © No

Anticipated Discharge Flan Goals
] Discharge to home without additional services

] Irmvalve family/support person in discharge planning
iz hameles:

] Discharge to home with support services (physiological needs e.g. 02, IV therapy, pain therapy and wound care]
1 Discharge to home with suppart services (lunctional needs &.0. assistance with home ADL] **

[l Discharge to home with support services [social needs &.. financial assistance, ransportation, follow-up appeintments, support groups) **
(] Discharge to home with support services (educational needs e.q. classes, materials] =

1 Discharge to home with suppott setvices (spirtusl nesds =.0. clergy contact] ™

[l Discharge to home with support services [special equipment needs) ™

] Discharge to home with Multidiug Fresistant Drganism [MDROJ/Infectious Disease information =

1 Discharge to extended care facilty ™

1 Palient identified ¢ a wanderer/slopement risk. ™

1 Patient identified as a fire risk =

] Patisrit on isolation precautions

1 Plan for support for patient's care giver/s ™

1 Dther 1

(] Dther 2

] Other 3 Discharge Flanring Consult |

* Faniily/support persar indischarge planning

=1olx]

SocialWark Consut |

If an item contains = then a Social Work Consult or Discharge Planning Cansult i required

Telshealth Consult |

Home Care Consult |

DF Page 1 DFCP

Gen Inf | Educ | Pain | Iv Resp | ©¥ [ Mewo |Gl [GU [ Ms Jskin [Cwa|Ps [Rest [MH [Fune pp [FCE | View Test
* Designates a required fisld Gio to acliogroup: [with the patient and/or familp/sup = Go |

|Performing assessment

VA

RN Reassessment, Discharge Planning — Problems/Interventions/Desired Outcomes (DP) tab,

DP CP window, Consult Required
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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.

PLE DuaTé

igiahaa! Mot PCE lldematon
Mvanced irectives Eduecation
Basic Haalth Practices And Salsty
Inpt Plan of Core Tx & Services

Butr Intervention, Diet. and Oral Health Rastivd I
Fain Ediscation

Ruminders Due [Disphry Onky) Dt Dt Tiapic def. Mone bound
Abuse Screen [AOE HoN s

ADVAMCED DIRECTIVE EDUCATION 040114

Aloohol Use Screen (AUDIT-C) LUE HOW

Baryiers (o Learaifg 04-01-04

DL » 30 or » 14.9% in High Risk HE HOW af!-'-c-'-\l"‘N-ﬂﬂ'N'-\-'l'ﬁﬂ'I
Cholesterol Screen (Male)

Colerestal Cangar SSreen IE

Depression Scresn

Peminer fripary

Tl [sell b i b

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.
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Clinical Maintenance

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

2. Click Clinical Maintenance.

Information displays in the Maintenance Results list box indicating when the reminder is due or was

last done.

FCE DATA

Inpationt Nursing PLE Infoemation

T et [l by i b it

Advanced Directives Edecatiss

Basic Health Practices hed Safety

Inpt Flan of Care Te & Services

Hutr Intervention, Diet., and Oral Health

Pain Edwcation

[: might Edocation
isbstic Foot Exss Complsts
Hemoglobin A1C

Int luenza Vaccine
Hicroalbusinuria

PP

FED
Skin Integrity Screesn OFT

Hardenanoe flapats

Reohn

Tiopee: ded: CHF WEIGHT EDUCATION

100910
11-24-0%

~STATLIE- DAIE DATE- LAST DOME-
GUE MO 320010 /220
Fieguiry. Dis vy | poa 100 ol e
Cobot

L1

Clinical Maintenance
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Reminder Inquiry

Click Reminder Inquiry.

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

PLCE DATA Toeet ool by i i rocte]
Nesing PCE
Advanced Directinss Edissatiss
Basic Heelth Practices Amd Sofety
Inpt FPlan of Care Tx & Services
Huty Interventicn. Diet, asd Oral Haaltih Firtntan
Pain Edecation
Flamindaes Cus (Displey Onky) Clus Dt Tegee ded CHF WEIGHT EDUCATION
HF Usight Edusatien 7241
fhabetic Fooi Exam Complete 100910
Hemiglabia AL1C 112409
Int lusnss Vaccing 111805 : :
Hicroalbuminuria 022109 Chraal Martonarce.
FED DEA01-10

-Slc:r- Integrity Screes OFT

Inpary Fleaults

DUE HOW
Feemardes Iy

Drae Mame CHE wiegrt Education

[HF WEIGHT EDLICATION

M 55 H

Reminder Inquiry
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Resolve Inpatient Nursing Clinical Reminders

1. Select an item in the Inpatient Nursing PCE Information list box.

FCE DATA

Advanced Directives Education

Basic Health Practices And Safety

Inpt Plan of Care Tz & Services

Nutr Intervention, Dist, and Oral Health
Fain Education

Resolve Inpatient Nursing Clinical Reminders

2. Click Resolve.
The Resolve Reminder Pain Risk, Mgmt, and Assessment window displays with items appropriate for
the selected item.

Resolve Reminder Pain Risk, Mgmt, and Assessment window

3. Select an item from Received?
4. Select an item from Level of Understanding.
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Click Resolve.

Information displays indicating the reminder is resolved.

x|

\p Reminder resolved!

OK

Information : Reminder resolved!
6. Click OK.

PCE DATA

The text that is added to the Progress Note displays in the Text (will be added to note) text box

Inpatient Nursing PCE Information

Text [wil be added ta note]
Advanced Directives Education

Mt Intervention, Diet, and Dral Health
Basic Health Practices And Safety
Inpt Flan of Care Tx & Services
Hutr Intervention. Diet.
Fain Education

Bl
Mutrition/Oral Health Education not applicable

and Oral Health

-
{ 2

Text (will be added to note)
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View Text (View Text)

The View Text tab is a review of all the information added/updated for a patient during the reassessment.

(RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P _lol %]

File Tabs Help

GENERZL INFORMATION
Pstient/family/support person sble to respond to questions: Yes
Information obtained from: Patient b

Doss patient have an Advance Dirsctive: No

Patient received info on Advance Directive: Tes

Docs patient wish to initiate or meke changes to an Advance Directive: Ves
Infection Control Education: None

Precautions: Hone

Ensrgency contact information
Contact: ZMSHTSWLSDHYS, CHUUN
Relationship
address

Fhone
Work Phone

RESTRAINTS

Reason for restraint: Patient's behavior is aggressive or violent presenting an immediate sericus danger to hissher safety
Justification for restraints: Agitated

Behaviorsl expectations for terminstion of restraints: Follows simple directions

Restraint Type: Ankle, Right. Locked

Interventions tried to avoid restraint use: Bed alarn

EDUCATIONAL ASSESSMENT
Patient~family/support perscn able to respond to questions: Yes
Information obtained from: Patient

< On

Genlnt| Edus | Pain | W [ Resp | Cv | Meuwo] Gl GU M5 [skin [cwia [Prs JRest JMH JFune JOP T PCE  viewTest

* Designates a required field
\Ferfurmmg assessment A

RN Reassessment, View Text tab

1. Click View Text.
The View Text window scrolls through the admission reassessment for review.
2. Review the patient admission reassessment.
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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.
1. Click View Text.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P _|al x|

File Tabs Help

I

GENWERAL INFORMATION
Patient~family/support person able to respond to questions: Yes
Information obtained from: Patient
What does patient want to accomplish by this hospitalization®: pain free
Preferred Healthcare Language: English

Medications

Meds brought in by patient: No
Inplanted medication pumps or devices
Is patient vearing any kind of med1:1na1 patch: Ho

Spiritual/Cultural Assessment - Patient's Religion: PROTESTANT. NO DENOMINATION

Are there religious practices or spiritual

concerns the patient wants the chaplain,

physician. and other health care team nembers to immediately know about: No

Patient requests an imnmediate visit from the Chaplain: No

Doss patient have sny traditional, sthnic, or cultural practices that need to be part of cars: Ho
Doss patient have any concerns or special considerations if a blood transfusion is nesded: Ho
Doss patient have a pastor or clergy vho should be notified of this hospitalization: Ho

Does patient have an Advence Directive: Ho

Eatient reccived info on ddvance Directive: Yes

Doss patient wish to initiate or make changes to an Advance Dirsctive: Tes

Testing for MRSA brochurc/equivalent infornation given to the patient<authorized surrogate: Ho
Was the below Infection Control Education provided to the patient: Ho

Infection Control Education: Hone

Erccautions: Nons

MES& Nares swab perfornmed on transier with paticnt's agresment: H/d

MRS& Nares swab performed on discharge with patient's agreement: H-d

Emergency contact information:
Contact: ZMSHTSWLSDHYS, CHUUN

4| i
Sign Note/Cansu

Genlnf| Edue [ Pain |1 [ Resp [ 0¥ [Mewo |Gl [GU [Mss [skin [R5 JRest [MH JFune JOP [ FCE  viewTew

* Designates & required fisld [ . W
|Performing assessment 4

RN Reassessments, View Text Tab after Upload

2. Click Sign Note/Consult.
If the button does not display, upload again.
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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.

Enter your electionic signature code

Sign Mote/Cansult | Accept essig Cancel e-sig

Genlnf| Edus | Pain | W [FResp [0V [ MNewo Gl | GU M/ [ Skin [P/ [ FRest [MH [ Func [ DP JPCE  wiew Test

* Designates a required field e
|Uploading care plan. Cascade your windows if the program gets stuck v

RN Reassessment, Sign Note/Consult Button

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

5. 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.

e An unsigned note can be edited.
e A signed note cannot be edited.
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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.

1. Open RN Reassessment.
Gen Inf tab, Gen I Page 1 displays,
2. Select Yes or No for Patient/family/support person able to respond to questions.

(@ RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: _ o x]

File Tabs Help

GEMERAL INFORMATION

* [Her reasor o one could respond —* [ntarmation chtained o *Mther source of intommation

= Patient/farlp/suppatt persan  * /by could o ane espand

able to respond to question:
" VYes " Mo

~Deme

Name: YHLSJEJELUAHT ALRUHYJH
Age: B3 Sex: MALE  Race: DECLINED TO ANSWER

Admitting diagnosis; CHEST PAIN

Frior patient response to “WwWhat does patient want o,
accomplish by this hospitalization’”

*Dther Language

hat, does patientwart to Fris ptiert resnonse
accomplish by this Fosnitalization’”

[GenlPage1] GenlPage2| GenlPage3| GenlPags4
Genlnf |Educ | Fain | I¥ [ Resp | C¥ [ Mewo |Gl | GU M5 [Skin [P/ [Rest [MH [ Fune JOP JPCE [ iew Test

* Designates a required field Gioto radiogroup: [able o respond 1o questions _ ~ 6o |

[Performing 1t

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 1 window
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Patient still cannot respond

1. If the patient still cannot respond, select No and select a reason(s) *Why could no one respond.

(i RN Reassessment - VHLSIE,JELUAHT Al RUHYJH (5326) Ward: 4
File Tabs Help

GEMNERAL INFORMATION

* Otfier reason nojone could respond —*[rformation cbigned fom — *@ther source of information

= Patient/farly/suppott parson *Why could no one respand

able ta respand to question:
C Yes & o [k

~Demc

Name: ¥HLSJE JELUAHT ALRUHY.JH
Age:63 Sex MALE  Race: DECLINED TO ANSWER

Admitting diagnosis; CHEST PAIN

Frior patient response to “wWhat does patient want o,
awcomplsh by this hospiialieation”

* Other Langusge

“/hiat does patient wart o Prior patiert iesparse
ancomplsh by this hospitalization?

Gen | Page 1] Gen| Page 2| GenlPage3| Genl Pags 4
JGU M [skn JPs JRest [MH [ Fune JOP [ PCE | viewTent
* Designates a required field Gioto radiogroups [able o respond 1o questions = Go |

Genlnf [Educ | Fain | 1v [ Resp | Cv | Weuo | GI

[Saving data

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 1 window
with *Why could no one respond

2. Continue through the reassessment tabs and pages.
3. Complete all the fields with asterisks; they are required fields.

4. Upload the information.
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The following screen captures are examples of the tabs when N

person able to respond to questions.

BDYDXY,ILQDIA (2902) W:

File Tabs Help

GEMERAL INFORMATION

=1o]x]

Gen Inf [Educ | Pain | v

Are there religious practices or spiritual
concemns the patient wants the chaplain,
physician, and other health care team

members ta immediately know aboui
© Yes & Mo

Prior patient response: KD

Diges patient have any concems
o1 special considerations if &
blood transfusion s neede

 Yes “ No

Prior patient respanss: NO

* Deseibe practices/concerms

— Spiitual/Cultural Assessment - Patient's Religion: ROMAN CATHOLIC CHURCH.

Patient requests an immediate
wisit from the Chaplai

 Yes

Curtent Meds [Jast day) Allergies
®%x Qutpatient s j HETOPROLOL,

xxx  HONE FOUND xxx PEANUTS
xxx TV wx

##xx  HONE FOUND =xx
xxx Unit Doss xxx

##x  HONE FOUND =xx 57
4 »

Add New Allergy
* Disposition of meds  * Other Disposition *{mplanted medication

Yesterday's and Today's Orders

CORDERS VESTERDAY & TODAY — NONE FOUND
SOCIAL WORE CONSULT IN

*Tupe of device/pump/medication * 5 patient weaiing any kind

o

“Tupe of pateh

Mo

Prior patient resparniss: NO

* Deseibe concemns

Chaplain Gonsult

* Sperify paston o clergy

Does patient have a pastar or

clergy who should be natifisd
of this hospitalizatior

 Yes

& Mo

Prior patient respanss: NO

Dues patient have any traditional,
ethric, or cultural practices
that need to be part of car

£ Yes No

Prior patient response: KD

Genl Pags1 | [ Gen | Page 2

* Deseribe praciices

GenlPags3| GenlPaged

[Resp [ v [ Hewo [ Gl

| GU

|5 Jskin [ Prs | Rest | MH

| Func

DP

[ PCE | view Teat

* Designates a required field

Go to radiogroup: [that need to be part of cars - Ga |

|Perﬂ)rmmg assessment

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 2 window

File Tabs Help

GEMERAL INFORMATION

=1o]x]

dvance Direct
Does patiert have an
Advance Diractiv

Prior patient response: NO

Testing for MASA brachuiedequivalent i

giveh to the patient/athorizd surrogat
’7(-' ‘Yes " No

*Lonation of Advance Directye

Patignt recaived info on
Advance Directiv
o+ ‘Yes

" Mo

* Erplain why patient did rot

TEBEYE it

Prior patient response: YES

“was the below Infection Contral Education

infiormation

provided to the patient
& VYes " Na

Prior response: YES
Infection Control Education

Prior response: YES

Did the patient/authorized surrogate a

Hand hygiene practices

[ Definition of MRSA, WRE, TB. and all resistant arganisms

ree to

] Spread of 1esistant arganisms/prevention
autions (g relaled to patient condition]

MRSA MNares swab on admissiontransf

@ Yes Mo

[ Contact Pr

] Respirstory Precautions (3 related to patisnt condition]
] Surical sie (s related to patient condiion)

Prior patient response: YES
MRSA Mares swab performes
‘es Mo

Swah performed: YES

Level of understandin
" Poor

* Fait

" Good

" Refused

- y Prior response: Fair
‘o/hy st RS Heres swab performed - ypea Nares swab peformed on ransfer

with patient's agreemen
@ Yes © Refused
" No N

MRSA Nares swab performed on discharas

Frior precautions
Contact

Precautions
[ Aiboime
Contact
] Droplst
] Meutropenic

by wasnlt it performed

“4fhy wasnit t pefored

with patient's agrssment
& Yes " Refused
CNo O N

Dues patient wish ta initiate or make changes

to an Advance Directive |
£ Yes
& Mo

Frior patient response: NO

Social Work Consult

Genl Pags1| Genl|Page2|[GenlPage3] GenlPaged

is selected for Patient/family/support

[Fesp [ v [ Newo | Gl

| GU

|5 [ skin [ F/5 | Rest | MH

| Func

DF | FCE | View Text

Gen Inf [Educ | Pain | IV

* Designates a required field

Go to radiogroup: [to an Advance Directive - Ga |

|Perﬂ)rmmg assessment
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RN Reassessment, General Information (Gen Inf) tab, Gen I Page 3 window

VHLSJE,JELUAHT — ol x|

UHYIH (5326) Ward

File Tabs Help

EDUCATIONAL ASSESSMENT

= Patient/fariily/support parson *[nformation cbtained from = Other source of information

able to respond to question:

*wihy could ro one 1espond
Fatient unable to communicate

No family/support persan present
& i [ Other

= [tter reason o one could respond

" Yes

[ *Desoribe why unable o ead *Desorite why unable towite

* Hes abilty o read
= Has st o write

* Hter edusation [evel

= Edlicafional Level Piiar patient response, Piiar patient respanse,

Leams best by Prefers

*Readiness talezam

Prior patient response: Priot patient respornse

*Intermation provided to patient/support person

* Bariersto leaming * Describe identified bariers* Dtfier barriers * Krowledge of current flness, surgery,  onthe following topics * Otfrer topic provided
reasen for haspitalization efc as
Prior patient response
Jaint Commission Phone Number, 1-800-994-6610
EducPage 1|  EducCP
Genlnf Edus |Pain | IV [ FResp | ov [ Newo| G JeU [ w5 [skin [Prs JFRest [MH [ Fune JOP [ PCE | Wiew Tent]
* Designales a required field Gioto radiogioup: [ableto respond 1o questions | = Go |
|Performing assessment 4

RN Reassessment, Educational Assessment (Educ) tab, Educ Page 1 window

[ BDYDXY,ILQDI A (290 =10l ]

File Tabs Help

FAIN ASSESSMENT

|3 patient having any pain nol
@ ifed
£ Mo

£ Unable ta respond to questians

—Pain Location #1

Type of pail
T=]|| ® Aeie/sgical € Chroric

Onset of original pain (pears, months]

=Pain Region
Head =1

“Oifies painregion

* Quality of pain
|Ach|r\g

* Diher qualty of pain

* Deseribe oitier fining ot pain

Evplain if new oceurenice

I~ Patient has been placed
on Palliative/Comfart Care
since last patient assessment

* Saverity of Pain * Timing of pain—————
(O=none - 10=worst) " Constant
~ € Intermittent

= Does pain radiat
CoYes (Mo

“ Desoribe Fam Radition

=\u/hat makes pain worse

[ Noidentfied tiggers |
[ Bending
[] Changes in temperature
% Changing posiion

Coughing
[ Deep breathing Ll

* ther provoking factorls)

= e patient eshibit behaviors!

indizators ielated to pain

“ Otfier behavioralindizator (| AL Euoci:

“'what makes pain better

* Otfier palliative factor(s) “ R0t Meds belping pain

[ Mo identified relisf factors

-

[ Acupressure

[ Acupuncture

[ Assistive devices [cane, wheslchai
[] Brace/Support

[ Chiropracic intervention

LI

<]

= Behayioral indicatorls] ehserved = preas of Ife affected by pain * Gomments for patients e aspects

W No effect - Pain Goal

% ﬁmneﬁ “Wwhat pain level is acceptable
ppetie b=

O e aion to the patient (0-10]

[ Depression o ~

O Erergy level |

[~ Other pain lacation?

Pain Page 1 ther Pairi [Othen Pain 2 Pain Comm Pain CP

Genlnf| Educ Pain [V [Resp o [ Mewo |Gl [ GU M/ |skin JP/s JRest [MH [ Func JOP | PCE | View Test
* Designates & required fisld Go ta radiogroup: [Is patient having any painnow | = Go |
|Performing assessment v

RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window
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(i RN Reassessment - BDYDXY,ILQDI A (2902) Ward: PHX-ADMISSION SCHEDULED

Drainiage.

!ﬁl—l—l—

(] Mo difficuily observed

] Dysprea [shortness of breath)
] Nasal flating

[ Orthoprea

] Pursed Lips

] Use of accessory muscles

L] Other

[FesePeoe ] e Page2 | 007 Lo | RespPage| | respce |
e Jop_J et

Fesmiaioydeph =]

RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 1 window
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(X RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward:

RESPIRATORY ASSESSMENT

[ttrer spu

age *Dressing ther dressing

age *Dressing ther dressing

RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 3 window
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(& RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

CARDIOWAZCLILAR AZSESEMENT

] Warm

Conol
| Capilary Refill Less than 3 Seconds
] Capilary Refill Greater than 3 Seconds

[(E7Pmet ] L Cvram2 || ovoe |
[oF_Jee |
T |

RN Reassessment, Cardiovascular Assessment (CV) tab, CV Page 1 window
(i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

CARDIOWVASCULAR ASSESSMENT

[Juguiarvenous Distensbn ]
[performing assesswent

RN Reassessment, Cardiovascular Assessment (CV) tab, CV Page 2 window

April 2012 Patient Assessment (NUPA) V.1 131
RN Reassessment User Manual



RN Reassessment - VHLSIE,JELUAHT _ =] x|
Eile Tabs Help

MNEURDLOGICAL ASSESSMENT

* Patient/family/support person * why could no one rsspond * Othe; rason o one could respond = formation cbtaned from

* Other source of nformation
<ble to respond to question:

atient unable ta communicate
o family/support person present

] Other

 Yes & N

. P O mion Instiuctions for completing Glasgow Coma Seale

Information: The Glssgom Coma Scals s used (0 quantily | &

the —
level of cansciousniess and is scored betwesn 3 and 15,
3being the warst, and 15 the best, It is composed of thiee
parameters: Best Eye Responss, Best Verbal Fesparse,
Best Motor Fiesponse. The defiition of thess parameters
is given below

* Wther neurolbgical problem * Deseise Spinal Cord njum Level

TS

Fiior respanse: b Cocliosons=i 1
&5 Open spontansous]
Levsl of Consciousness (Glasgow Coma Seale] et v
Eye opening o pain
No eye opering
Verbal iesponse score [Not sssesse v due to sweling, nerve palsy or eye diessing
P Indicates pressnce of phamacological paralysis

Eye opening 1o verbal command
Eve tespons score [Not asseses = |
Denoles closed eye o i patient is unable to open an eye
Motar espense score [Nt sssssse v | Best Veibal Response. [5)

5. Oriented
Total score: 0 4. Confused
Pricr score: 3. Inappropriate words

2 Incomprehensible sounds
1. Mo verbal response
Blasgow score cateqaiss T Indicates presence of an T or Trach tube
D Incicates patient aphasia
P Indicates the presence of phaimacolagical paralysis

Score is expressed as Eye (] + VYerbal [] + Mator (]

1315 [nomal resul]

912 [canslates with moderate brain injury] Eest Motor Response. (8] (Best am response]

& Obeys Commands

5 or ess [carrlates with severe brain injury]

Neuio Page 1| Meuo Pags 2| | Neurs 0P

Genlnf | Educ [ Fain |1V [Resp | 0V Mewo [61 | GU M5 [skin [P [Rest [MH [ Func [DP JPCE | viewTeu|

* Designates a required fisld fio la radigroup: [able to respond to questions = G |

|Performing assessment

RN Reassessment, Neurological Assessment (Neuro) tab, Neuro Page 1 window

RN Reassessment - VHLSJE,JELUAHT UHYJH (5326) Ward _ =

File Tabs Help

MEUROLOGICAL ASSESSMENT

—Mats
Instruictions far perfarming motor assessment

[Bssess motor stiength bilaieraly. Have the patiert fles and estend aim against
your hand, squeeze your fingers; it leg while you press down on the thigh;
hald leg straight and it it against aravity: and flex and extend oot against your
hand. Grads each extremily using the scale below:

5 Prio response:

+ Active mavement of extreity against gravity and masimal resistance "

4+ - Active movennent of edtremity against gravity and moderate resistance Dther speeshlsngusas
3+ - Active mavement of edtremity against aravity but NOT against resistance
2+ - Active mavement of ertremity but NOT against aravity

1+ - Slight movement [ficker of contraction]

oo L NI Fiior resp: Fiior resp: Fiior resp: Fiior 1esp
—_Pupik
Fieactvity
* Other pupilsize
I~ Mew lens implant/prosthesis Siee (R Right eye Left eye
Prior response: g Equal € Brisk reaction 1o light  Brisk reaction to light
; ; Right greater than left
* Desciibe rew lens implant/prosthesis I ' (@ S i e © Some reaction to light [slugaish)
" Left gieater than right
£ Other " No reaction to light € No reaction to fight
Fiior tesponse Piior 1esponse: Fiior response:
* Hew sensations present “Hew comi device needed General observations/somments
I~ Sensations - New I~ FRiequires assistive new communication
paresthesias of neuropathies present device ta mest basic needs

Frior respanse: Frior response;

Neuro Page 1 Neuro CP

Genlri | Educ | Pain | v [FResp | OV Mewo |G |GU [ M2 [Skin [P5 [Rest [MH [Func [DP [ PCE [ ViewTem

=Designates a required field Gio to radiogioup: [Size - 6o |

Performing assessment

RN Reassessment, Neurological Assessment (Neuro) tab, Neuro Page 2 window
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i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

GASTROINTESTINAL ASSESSMENT

to communicats
fa
] Other

[GiPee1 | mioe | _GiPwe | _miPwes | mce |
T T [
Bowelsounds =]

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Dev window
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(E RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward

File Tabs Help
GASTROINTESTINAL ASSESSMENT

—Qral

- Wutrition screen

=]

Assessment - General

1715 FroBeme mpammants
[ Aissistance nesded with oral Fygiens
] Diffiouly chewing

] Difficully swallowing

] &l teeth present

] Foor deniiion

] Mo dentiion

] Could nct assess

Agsessment - Mucous Membrane

—Dietary Histar

* Aippelie
* Description of patien

el nourished
" Obese
" Emaciated

Priot respanss:

Prior respionse

* Dues patier have any ethnic/euliualf * Foud prefererees/Spevial dit nesds

Priot respanss:

= Does patient have sy

Fiior response:
Prior food preferences

Height: 66 25 in [168 3 om] (03/11/2011 09:14)
Weight, 229,94 Ib [104.5 ka] (06/22/2011 12:30)
BMI: 36.9 (JUN 22, 2011@12:30:48)

* ther, appetite:

*Unintentional weight loss or & et oo e urrientional aain/

foss o veight In e past merth

Priot respanss:

Nutition consul quidslines

] Patient on tube feeding or total parenteral nutition
] 5% unintentional weight gain or ass in past 30 daps
] Mausearvomiting/diarrhea far reater than 3 days
[ Less than 50% ususlintake for greater than 5 daps
] Dysphagia or dysphagia symptom

Gl Page 1 GlDev | GlDevz |[ GIFagez Gl Page 2

GICP |

Gennf| Edus | Pain | v

[Resp J v Mewa g GU_ | M5 [skin [ Prs

* Designates a requied field

Fest | MH | Func | DP | PCE ] View Tent
G to radiogroup: [Description of patient <1l 6 |

Performing assessment

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Page 2 window

(i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

File Tabs Help

GASTROINTESTINAL ASSESSMENT

==

[ Dysphagia screen
< : Dusphagia risk factors
Dysphagia sereer————— * Otherreason bnatiz b sereen Dusphania risk factors
(" Able to screen *Diaanosis of new stioke, *Modifizdkexture dist/
 Unable - Patient on Ventilator head and neck cancer, o eating maneuvers (e.g *Unable to
(g9 Wi -t i e irumatic brain chin tuck hezd turm) folow cammands
€ Unatle - Other
C Néd
Fr— Priat respanse: Priat respanse: Prior 1esponse:
. . ) # Tanaue deviation
et guraly vaioe: Dymofing wihile awake fra e R
Priot response: Priot response: Prior response:
General Observations/Comments
GlPagel | GIDev | Gi0ev2 | GlPage2 |[ GIFage3 Gl P
Gen Inf | Educ | Fain | W

[Resp [ [Meun G [BU_[Hs5 [Skin [P/ [Rest [MH [ Func JDF [ PCE | view Teut]

* Designates a required field

Gio to radiogroup: |Dysphagia screen -1 6o |

|Performing assessment

RN Reassessment, Gastrointestinal Assessment (GI) tab, GI Page 3 window
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i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

GEMITOURINARY ASSESSMENT

[(6Page 1] _Guper | Guragez | cuce |
=)

|
N |

RN Reassessment, Genitourinary Assessment (GU) tab, GU Dev window
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i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

GENITOURINARY ASSESSMENT

[ 1Fione

] Continuiois Ambuiatony Pertonzsl Dilss
] Continuous Bladder |migation

] Cantinent Urinary Diversion (e.q.leo-conduit)
] Extemal catheter [condom]

] Indwelling urinary catheter

] Nephrostomy bag

] Suprapubic cathetsr

] Ursterostomy bag

] Other

_cupse1 | Guoer |[ GUrawez] auce |

[t er reast Iifermat

] ROM - No apparent problem

] Limited ROM - Right Upper Extremity
] Limited ROM - Left Upper E stremity
] Limited ROM - Right Lower Extremity
] Limited ROM - Left Lower E stremity

JoF T I
[2ble o respand o questions |

RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 1 window
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@ RN Reassessment - VHLSIE, JELUAHT UHYJH (5326) Ward:

_ =] x|
Fle Tabs Help

MUSCULOSKELETAL ASSESSMENT - MORSE FALL SCALE

Instructions for completing Marse Fall Scale

History of faling
Score as 0 ff the patient has not fallen
Score as 25 i the patient has fallen during the past three months
before sdmission or f there was an immediate history of
physiclagical falls, such s hom seizures or an impaited gait prior
o admission.  Note: If a patient fals for the first time, then his
or her score immediately increases by 25.

-
* History of falig

Deserbe previous falls and bistary

*Is patient or sy meds that increase

“ Fracture Location sk fon Felling o sk for injury with Falls

Secondany diagnosis:
* Offer hacture location o

Score as 0 if only one medical diagnosis s isted on the patient's
chat,

Seore a5 15 if mare than one medical diagnasis is listed on the
patient's chart;

Use of multiple medications is implisd in the scale as indicated by
the vecondary diagnasis (co-merbidiy score.

Wther medizafion that ineieases risk

* (5 patient on multiple meds ta Ambulatany aids:

Score as 01 the patient walks without a walking aid (even if
assisted by @ nurse], uses a wheelchair, or is on a bed rest and
does not get out of bed at all

Score as 15 if the patient uses crutches, a cane, or a walker.

Score as 30 if the patient ambulates clutching onto the fumiture

0
support

Intravenous therapy:

Score as 0 is patient does not have an IV or Heparin/Saline Lock
Score as 20 if the patient has an infravenous apparatus of a
hepain lock inserted

Gait
Seore as 0 @ nomal gait which i characterized by the patient
walking with head erect, ams swinging freel ot the side, and

Total Morse score for Fall Risk: NfA
Prion score: Mot assessed
Date:

0-24 -Patient is at low risk for faling. Implement Universal Fall Precautions

25- 44 - Patient s at moderate risk for faling, Implement Universal Fall Precautions and precautions based onidentfied area of isk
45 and higher - Patient is at high risk for faling. Implement Universal Fall Precautions and precautions based on idenified area of isk

M/SPage? | M/SCP

Genlnf| Eduo | Pain | v | Fiesp | 0¥ | Mewo| Gl ] GU  pys [Skin | PS5 | Rest |MH | Func | DP | PCE | ViewTes]

= Designates a required field Gioto radiogioup: [Fal risk assessment indicated |~ 6o |

Performing assessment

RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 2 window

RN Reassessmen

UHYJH (5326) Ward: 4CT _l=|x%|
File Tabs Help

SKINASSESSMENT

* Patient/family/support peison

=\4/hy could no one respand
able ta respand to questian:

* Mitherrzason no one could respond, # Infarmation obtained fiom

= Wiher souice of infomation
Fatient unable to communicate

Ha family/suppart persan present
Coves & Other

* Patient Hias & histon of = Desorbe oifer Predi for skin breakdosn
Does patient have *Risk Factors *Descrie oifer
(] Mone
] Bariatric: patient
] Devicerelated pressure
[ Diabetic
[ End of ite care
1 Hypoalbuminemia
] Medication - Vasopressors
1 Spinal cod injury 1 Refusing to tum/mave secondary to pain

] Tao unstable for tumns:
1 Very low BMI [Body Mass Index]
1 Other

SkinInsp

T * Skin Color * Deseribe other * Skin Turgo Geneial abservalions/comments
* skin | Narmal for ethnic group [(- ~
IV(. =l — E Byaim Within Mormal Limits ~ Abnamal
sy * Skin Patch Description

* Skin Moisture E Fuched * Skin Patche:

© Exiemely dip © Maist = Motted Cives © No

& by s H e

[~ Pressure ulcers [~ Skin slterations

SkinPr UL || Shin Pl | | kin Al SkinAl2 | _SkinPage3 | SkinCP
Gen Inf | Edue | Pain | IV Fesp | C¥ | Mewo | GI GU | M5 ckin [P/S [Rest [MH [ Func [DP [ PCE | view Test

* Designates a required fikd
|Performmg assessment

Go to radiogroup: [Skin Paiches - Go |

RN Reassessment, Skin Assessment (Skin) tab, Skin Page 1 window
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(% RN Reassessment - VHLSIE,JELUAHT UHYJH (5326) Ward: 4 _l=] x|
Fle Tabs Help
SKIN ASSESSMENT  BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK
* Skin assessment indicate
© Yes £ Ho
SENSORY PERCEPTION: Ahility to respond meaningfully| a _:_SE“SW S MUTRITION: Usual food intake pattern. o | [ Murition Scare)
to pressure-relsted discomfort 2 1 £
2 1. VERY PODR: Mever sats 3 complete mesl, Oz
1. COMPLETELY LIMITED: Unresponsive [does not £a Frarely eats more than 173 of any food offered. =13
moan, finch, or rasp] to painful stimuli; due ta dinirished 4 Eats 2 servings of less of protein meat or dairy Ta
level of consciousness o sedation, OR limited ability to LI product] per day. Takes fluids poorly. Does not LI
MOISTURE: Degree ta which skin is exposed to mnisluréﬂ -:jviolslwe Seore| FRICTION AND SHEAR ﬂ -:fnclwnSco'r
1 1
1. CONSTANTLY MOIST: Skinis kept moist almost cons iy 1. PROBLEM: Requitss moderate to masimum I
by perspiration, urine, elo. Dampness is detected every ti 3 sssistance in moving. Complete lifing without
patient is moved or tume: & sliding against sheets is impossible. Frequently oDy
LI slides down in bed or chair, requiing frequent LI
Consul guide
ACTIVITY: Degies of physical activily ﬂ -:f\cnwtyscovr Total Score: NJA [ oot has & Brarden soore of 12 o7 below: 3
1 ; -
N Frior score: ot assessed  [Stage Il or areater pressure ulcer is present;
1. BEDFAST: Patient is confined to bed (‘: g Date: a history of pressure ulcers; sensory or
tor defici I I cord i
2 CHAIRFAST. Patient's abilty to walk is severely fimited i e ey o B Dy
Paliont can boar his cwn veight, of must bs sssited inlo | Risk Category :
Mot at risk [19-23) If patient has & Braden scare of 16 or below,
. it isk. 1518 déor 3 Stage I or ab I ts,
MOBILITY: Abiity to change and control body position. ﬂ I (_Mnhlhty Scare| Mo dele[ﬂe "Sk] 1314) :: v ,,E; : Er:g; rj&ﬁﬂg:ig:::‘"j :f;’ RHES
1 High isk [10-12 ider a Nutrition alert ’
1. COMPLETELY IMMOEILE: Does not make even Ty it ,,s[k ® OE ) ETURIEDE
slight changes in body or extremity position without 3 |f patient's scores in the mobilty, activity or
assistance. Lo sensory scales andfor patient has a motar
LI deficit (2.0 amputes or spinal cord injury), a
efenal to physical therapy should be discussed
with the interdisciplinary team
Copyright. Barbara Braden and Nancy Bergstiom, 1968,
e e Hufrition Consult “w/ound Care Consul
Skin Pr0 | [Skimprlfz | SkinAl1 || SkinAtz. | [ SkinPage 3 | [ SkinCP
Genlri | Educ | Poin | Iv [ FResp | 0¥ [ Mewo| &l [GU [ M%5  skin [F5 [ Rest [MH [Func [DP [ PCE [ ViewTen|
= Designates a required field Go toradiogioup: [Skin sssessment indicated - 6o |
|Performing assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Page 3 window

(% RN Reassessment - VHLSIE,JELUAHT HYJH (5326) Ward _ = x|

File Tabs Help

PSYCHOSOCIAL ASSESSMENT

= Patient/famiy/support persan “Y/hy could no ane respond = Otherreason o crecouldrespord  *Irformetion obtained from * Other source of nfarmation
able to respund to questions—|

Pafiert unable to commuricate
No family/support person present
Other

(m}
Qthehiston; e atfud * Other behavior
* Patiertt bas = bistor of
Prior resparise: Priot respanse:
[~ Suspected Abuse/Neglect Screen
Does patient report anw of the following? .
Based upon nursing assessment, is any of the following suspected?
Verbal abus Physical abus Neglec!
’—f" Yes  © No ’—f‘ Yes (" No |—(" Yes ( No
Priot respanse: Priot respanse: Prior respanse:
Prior response:; Prior responge: Prior response:; = Explain suspicions
Based on nursing assessmen, are others
Priat respanss Piior respanse: iin the househald possible victims of * Erplain sbaut athers in housshold
abuse or neglect by the patient?
‘es
 No
Social Work Consult £ Urknown
Prior resporse:

/S Page| | P/SPage? | P/SPage3 | Clws | P/SPaged | PSP
Gen Inf | Educ | Fan | IV Fiesp | OV | Mewo|Gl | GU | M/ [Skin  pss [Rest [MH [Func [DP [ PCE [ ViewTew
* Designates a required field Gio to radiogrioup: [Verbal shuse - 6o |

|Performing assessment

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 1 window
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i RN Reassessment - VHLSIE, JELUAHT ALRUHYJH (5326) Ward: 4CT

PEYCHOZSOCIAL ASSESSMENT

(BTt (Firee? ] PisPaes | P | _prce |
[ Fare J0F_JPeE J

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 2 window

i RN Reassessment - VHLSIE, JELUAHT ALRUHYJH (5326) Ward: 4CT

PEYCHOSOCIAL ASSESSMENT

P/ Pae | | PiS Page |[FTEPage | P | _psce |
[ Fure JoP_JPee J
[sporioz oz guodon =1

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 3 window
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RN Reassessment - BDYDXY,ILQDI A (290 =] 5
File Tabs Help

RESTRAINTS

*Dateftime infisted——————————
 Known Intiated date/ime

" Unknown

* Reason for restraint

" Patient is puling at [inss/tubes used in their trsatment o is Lnable to follow instiuctions endangering their medical /surgical recovery. Patient is not violert or sslf-destructive
(" Patient's behavior is aqarsssive of violent prasenting an immediate serious danger ta hisdher safety o1 that of athers

Behavioral expectations for
* Justfication for restiaints = (ther justification * Justfication for restiaints * Dther [ustfication termination of restraints * (ther behaviaral expestation
[ Follows simple directions
T Does nat pull t linesubes
] Contracts for safety
(] Denies homicidal ideation
1 Denies s=lf ham
[ Denies suicidal ideation
[ Displays no aggression to seli/others
[ Other
* Restraint Type * Other Restraint Interventions tried to avoid restrairt use * [iher interveriion
[T Ankle. Right. Locked [ Bed alarm
[ Ankle, Right. Unlocked [ Camoufiage lines/tubes
nkle, Left, Locked [ Diversional activities
nkle. Left. Unlacked [ Family at bedside
[ Blanket/Net [ Hourly rounding
[] Hand Mitt, Right [ Laptop tray
[ Hand Mitt Left [ Low bed with mats
‘est, Locked [ Mave closer ta nurse's station
‘est, Unlocked [ Pain relief medicine
sist. Locked [ Patient/family ducation
aist, Unlocked [ Reaity orientation [~ Discontinued - desied outcome achieved
rist, Right, Locked L] Repositioning of lines/ubes
tist, Right, Unlacked [ Sids raik, 3 or less Discontinued dats/fime
fist, Left, Locked L] Sitters
rist, Left, Unlocked [] Wedge cushion
[ Other

oft
eather/plastic/ubber
[ Other

Flestt Page 1 | | Resti CP

Genlnt| Edus | Pain | W [ Resp | Cv | Meuwo] Gl GU M5 [skin [P/S Rest [MH JFunc [DP [ PCE [ viewText

* Designates a required field

|Performing

RN Reassessment, Restraints (Rest) tab, Restr Page 1 window

RN Reassessment - VHLSIE,JELUAHT UHYJH (5326) Ward: 4CT _ = x|
File Tabs Help

MENTAL HEALTH ASSESSMENT

Tahb to be completed for patients admitted to acute psychiatry, or with & histary of mental health problems

* Patient/family/support person* why could no one respond = iher reasom o one could respond = Information abtain=d from *Dither souree of imormaton
able ta respand to question Fafient unable to communicale
No family/support person present
C Yes & o L Other
# Batien his & histors of .
= Dther histary Ak pafient: "w/hat things or situstions make youupset? [itherupsetting item
= sk patient "Have you ever been 56 and
Prior response:
ieydoes paentiaetishen Qe actiors el et R e, <o e et e il (i e

Prior responss

[MHPage1 | b Page2 | [CompEET]
Gen Int | Edus | Pain | v Resp | OV | Mewn |G GO [ MsS [ skin [Prs [Rest g [Fune [ DR JPCE | view Test

* Designates 2 required fisld Soto radiogioug: [ablz o respordto cvestions =] Ga |

|Performing 1t

RN Reassessment, Mental Health Assessment (MH) tab, MH Page 1 window
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RN Reassessment - VHLSIE,JELUAHT

Eile Tabs Help

FUNCTIOMNAL ASSESSMENT

=1=x]

* Patient/familp/suppart persan
~able to respond to question

“4u/hy could n one respond

Patient unable 1o commuricate
No family/support person present
1 Other

 Yes & No

Instructions for completing Katz Index of Independencs in Activities of Daily Living
Bathing
1 - Bathes self campletely or needs help in bathing arly a single part of the bady
such 2z the back, genital area, or disabled extiamiy
- Needs help with bathing mare than ane part of the bady, getting in or out of
the b or shawer, Requires total bathing.

Dressing
1- Gets clathes hom closets and drawers and puts on clothes and outer gaments
complats with fasteners. May have help typing shoes
- Needs help with dhessing ssf or needs ta bs completely diessed.

Toileting
1~ Gioes to toilet, gets on and off. arranges clathes. cleans genital arsa without
hel

P
0~ Needs help tiansfering to the tailet, cleaning self o uses bedpan or commade

Transfering:

1 - Mawes in and out of bed or chair unassisted. Mechanical tansferting sides
sre acceptable

- Needs help in moving from bed ta chat or requires 5 complete hiansfer

Continence:
1 - Ewercises complets self contial over urination and defecation
0-Is patiall or totally incontinent of bowel or bladder

Feeding

1 - Giets food from plate into mouth without help. Preparation of faod may be
dane by anather parson

- Needs partial or total help with feeding or requires parenteral fesding

*Wtherreason o onecould respond — *Infarmation cbtained from

*Dttien source of infamstion

Assist patient with

] Transferting

Total score: 0

Did patient haye = desrease fn
Priar scare: the [evel ot independence
& = High [Patient independent; 0 = Low [Patient very dependent]

Fiior respanse

Func Pags 1

FuncPags3|  FuncCP

Genlnf| Educ [Pain | [Resp [ov [ Newo| & JGU | Ms Jskin [P JRest [MH  Funs - PCE | View Test

* Designates a required fisld

o to radiogroup: [able to respond to quesions =] Ge |

|Performing assessment

RN Reassessment, Functional Assessment (Func) tab, Func Page 1 window

X RN Reassessmen
File Tabs Help

VHLSJE,JELUAHT

FUNCTIOMNAL ASSESSMENT

Instructions for assessing the patient's level of assistance

Independent (Patient performs task safely, with or without staff
assistance., with o vithaut assistive devices)

Partial Assist (Palient requires no mare help than stand by, cucing, or
coaring, o caregiver is required to it no more than 35 Ibs. of a patient's
weight

Diependent - Patient requires nurss to it mors than 35 Ibs. of the
patient's weight, ot is unpredictable in the amount of assistance offersd)

Instuctians for assessing patient’s level of cooperation and comprehension

Cooperative (may need prompling; able to fallow simple
(L) " Cooperative
Unpredictabls or varies [patient whoss behavior changes
hequently should be corsidered as “unpredictable": not
cocperative; or unable to follow simple commands

UHYIH (5326) Ward: 4

= Patient's level of assistance—

£ Irdependent
£ Paial &ssist

€ Dependent

Prior response

= Level of cogperation and comprshension-|

£ Unpredictable o1 varies

==l

Assessment criteria and care plan for safe patient handling and movement

[ assessment should be made prior to each ask i the patient has varing
Ieweks of abilty ta assist due to medical reasans, fatigue, medications, elc.
when in doub, assume the patient cannot assist with the transfer!
(epositioning.

Height: £6.25 in [156.3 cm) (03/11/2011 05:14]
\weight: 229,94 b [104.5 kg] [08/22/2011 12:30)
BML: 36.9 WUN 22, 2011@12:30:48)

) ) Fiior response
A pplicable conditions kel to alfest iznster/r=pasiioning teshriques 2

Tianster/iepositioning lechniques comments

Prior response: Fior response:

General observations/comments

FuncPage1 | [ FuncPags 2| FuncPage3|  FuncCP

Gen Inf | Educ | Pain | ¥ Resp | OV | Newo |Gl [ GU [ M [Skin [P/ [Rest [MH  Fune [DF [ PCE [ ViewTest

* Designates a required field

Go to radiogroup: |Patient's level of assistance - Ga |

Performing assessment

RN Reassessment, Functional Assessment (Func) tab, Func Page 2 window
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RN Reassessment - VHLSJE,JELUAHT ALRUHYJH (5326) Ward: 4

File Tabs Help

FUNCTIONAL ASSESSMENT

Use of mechanical liing devices and approved aids for lifting, transfering, repositioning, and moving patients.

Transfer to and from Bed to Chair, Chair to
Tailet. Chail to Chair. Car to Chait

Equipment/Assistive Device

=]

Tuansfer to and from Chair to Stretcher of
Chair to Exam Table

Edquipment/Assistive Device

Lateral ransfer to and fiom Bed to Stretcher, Trolley

Equipment/Assistive Devies

CJiCeling it

[ Fiiction reduucing device
[ Full body sling

L] Gait belt

[ Lateral tanster device
[ Powser stand assist

[ Sliding board

Mumber of staff |0 3

Reposition in Bed, Side to Side, Up in Bed

[ Cefing it

[ Fiiction reducing device
[ Full bady sling

[ Gait belt

[ Lateral transter device
] Powser stand assist

[ Sliding board

Number of staff |0 3

Transfer a patient up fiom the faor

Celing Ift

[ Friction reducing device
] Full body sling

[ Gait belt

L] Lateral transfer device
L] Power stand assist

(] Slicing board

Number of staff |0 3

Reposition in Chair

Equipment/Assistive Device

Equipment/Assistive Device Eguipment/&ssistive Device

Ceiling fit
[ Friction reducing device
] Full body sling

L] Gait belt

L] Lateral transter device
L] Power stand assist

Ceiling it
(] Friction reducing device
[ Full bady sling

L] Gait belt

L] Lateral transter device
L] Pawer stand assist

Ceiling it
(] Frictin reducing device
] Full body sirg

L] Gait belt

L] Lateral transfer device
L] Power stand assist

Print

 Amputation
 Head support

[ Sliing board [ Sliding board [ Siiding board
Number of taf [0 2] Number of staff [0 3] Number of staff [T 3]
Eduate Patient, Family, and Suppart Person on
~Sling type Sling size:
" Standard © Medium (100t 210 Ibs. height 5 ft - 5t 11 in)

" Large (210 to 550 lbs, height & ft and over]

Prior responss

Piior 1esponse:

Height: 66.25 in [168.3 cm] (03/11/2011 09:14)
wieight; 223,94 Ib [104.5 kg] (08/22/2011 12:30)

Furc CP

FuncPage 1| Func Page 2 | [ Func Pags 3
J6U JMs Jskin JPS JRest [MH  Fune [DF JPCE | iewText
Gia o radiogioup: [Sling type - o |

Genlnf| Edue [ Fain [ [Resp J OV [ Newo| Gl

* Designates a requied field

Performing assessment

RN Reassessment, Functional Assessment (Func) tab, Func Page 3 window

RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward

File Tabs Help

==l

DISCHARGE PLANNING

“\hy could o one respond * Other reason o one could respond = [nfermation cbtained fom * tter source of rformation
atient unable to communicate
o family/support person present
her

[ O

= Patient/family/support peison
able ta respand to questions—

@« No

 Yes

*Dogs palient have alegald Gpecily auscian [consernvaio] -+ Describe employmment stalus
medical guardian (conservator]

o Yes
£ No

Pulled from P/S Page 3

*Home enyitanment
Dl et bearsEpeoil e Neete o=

_ General observations/comments
* Otfer transportation o discherge: i

DF CP

DF Page 1
[Rest [MH [ Fune o [PCE | Wiew Tent
Go to radiogroup: |able ta respond to questions: - Go I

Genlnf| Educ | Fain | W [ Resp | C¥ | Meua ] G GU M5 [skin [P

* Designates a required field

|Performing assessment

RN Reassessment, Discharge Planning (DP) tab, DP Page 1 window
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& RN Reassessment - VHLSJE,JELUAHT UHYJH (5326) Ward _|=x|

Fle Tabs Help

DISCHARGE PLAMNING - PROBLEMS/NTERVENTIONS/DESIRED OUTCOMES

* Froblems, interventions, and desired outeomes indentified in previous tabs have been discussed “lifhy hiasnlt plan of care been discussed

Anticipated Dischargs Plan Goals * Eamily/suppott person i discharge plarring

[ Discharge to home without additional services

[ Invalve family/support person in discharge planning

[] Patient is homeless =

[] Patient requires transpartation assistance *

[] Discharge to home with suppoit services [physiological needs e.0. 02, ¥ therapy, pain therapy and wound care] =

[] Discharge to home with suppoit services (functional needs e.g. assistance with home ADLs]

[] Discharge to home with support services (social needs e.g. financial assistance, transportation, follow-up appointments. suppoit groups] =
[
[

] Discharge to home with support seivices (edueationsl needs e.g. classes, maleiials) =

[ Discharge to home with support services (spirtual needs .. clergy contact)

] Discharge to home with support seivices (special equipment needs) =

] Discharge to home with Mulidrug Resistant Diganism {MD ROV nfectious Disease infomation ™
] Discharge to extended care facily ™

] Patient idertiied as a wanderer/elopement sk *

] Patient identiied as a fire isk

[ Patiert on isolation precaulions

[ Plan for suppor for patient’s care giver/s ™

[ Other 1

[ ther 2

[ Other 3 e (R B | Social Work Consult |

IF an tem contains ™, then @ Secial Wark Cansult or Discharge Planning Cansult is required

Telehealth Consult | Home Care Consult |

[EupEsgET] [ oPCP

Genlrf | Educ [ Pain [ JResp | o JMewa| &l U [M# skin [P JRest [MH [Func pp  [PCE [ ViewTent

= Designates a required field

|Performing assessment

RN Reassessment, Discharge Planning (DP) tab, DP CP window
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Patient can respond

If the patient can respond, select Yes and select where the *Information obtained from.

{7 RN Reassessment - VHLSJE,JELUAHT ALRUHYJH (5326) Ward: 4 _ =]

Fle Tabs Help

1.

GENERAL INFORMATION
“Otherrzason o one could respond —* Information obtained from * Wther source ofiinfarmation
* Patient/family/support person = /by could o ons respond
] Authorized surragate
] Family/Support Petson

able to respond to question
* Vs " Ne ] Medical Recard
] Other

~Demagraph
Nae: YHLSJE JELUBHT ALRUHYIH

Race: DECLINED TO ANSWER

Age 63 Sex: MALE

Admitting diagnesis: CHEST PAIN * Preferred Healthcare Languagy
Prict pstiert tesnnss to “what doss pafisnt wart b (" Engieh
accomplsh by this hospltalzation” " Spanish

 Dther

= ther Langusae

Piorpatient r=sponse:

=What does patient want to
accomplish by this hospitalization”

Gen | Page 1] GenlPage2| GenlPags3| GenlPaged
JGu M Jskin [P JRest [MH [ Fune JOP JPCE | viewTest

Genlnf [Educ | Pain [ [Resa | €Y | Newa] Gl
= Designates a required field Gio to radiogrioup: [able to respond (o questions | = 6o |

Performing assessment

RN Reassessment, General Information (Gen Inf) tab, Gen I Page 1 window

2. Continue through the reassessment tabs and pages.
3. 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.

4. Upload the information.

April 2012
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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.

1. In CPRS, open the Tools menu and select RN Reassessment.
RN Reassessment opens to the CPRS patient.

2. [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).

fe Qi

Tt i o= ] By prwcs PR T

B e

--ll--ll-'\—-:q Ll r P——
| e v s et ey P
(S [ T _'ml
e ke S -
Spinra aske rr rd Gl e e sl =y

Lot mrmmery st rede e FIFTH TR IR D

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.

3. Move to the tab that requires updating.
For example, to document that an IV was discontinued:
a. Click IV.
b. Select an IV to discontinue.
c. Select the IV discontinued check box.
4. Open the File menu and select Upload Data.
Data is uploaded.
5. Sign note in CPRS or from the View Text tab.
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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

Ccv 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

v Intravenous

IV Central Central IV lines

146 Patient Assessment (NUPA) V.1
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Term Definition

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
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Term Definition

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

e VA Software Documentation Library in the Clinical Section
http://www4.va.gov/vdl/

e PADP SharePoint for NUPA Version 1.0
http://vaww.oed.portal.va.gov/programs/class3 to classl/padp/field development
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Appendix A
Reassessment Contingency Note

Reassessment
Contingency Note.pd

During system downtimes, print a copy of the attached Reassessment Contingency Note and use it to
perform an RN Reassessment.
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