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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.

PADRP 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).

PADRP is a Delphi application, which supports RNs in documenting patient care during an inpatient stay.

It includes the following templates:

o 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.

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

¢ Interdisciplinary Plan of Care interfaces with admission and reassessment data, and allows additional
information to be entered by the RN and other health care personnel (physicians, social workers,
chaplain, etc.). All clinical staff can enter information into the Plan of Care. The Plan of Care can be
printed and given to the patient when appropriate.

PADP consists of a KIDS build, NUPA 1.0, and four (4) Delphi GUI templates in three executables.

1. The executable, Admassess.exe, contains the Admission - RN Assessment template and the
Admission - Nursing Data Collection template.

2. The executable, Admassess_Shift.exe, contains the RN Reassessment template.

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

Each template is associated with a note.

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

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

o 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 Admission — RN Assessment

Registered Nurses (RNs) or ancillary nursing personnel use the Admission - RN Assessment template to
document inpatient care in a standardized format. With the assessment template, you collect basic
information associated with the patient at the time of admission, such as vitals, level of pain, skin

condition, and status of respiration.

Opening Admission — RN Assessment

You access the Admission — RN Assessment through CPRS from the Tools menu.

1. Open CPRS.
2. Select a patient.
3. Click Tools.
4. Select Admission Assessment.
Enter a patient window automatically opens to the CPRS patient.
Note: You may have to re-enter your CPRS access and verify codes, depending on local
site setup.
= VistA CPRS in use by: G il G (TEST-¥ISTA. MMEDYAGDV)
Flle Ecdt WYew Action Options | Tools Help
i DULYHN TSHWEHY Y  Admisskn Assessment 7D
g 14,155 Inbardesciplnary Flan of Core ireg
RH R T —
Data Collection oo
FE: e Drug Info L
# B Aresthesiology Mote Micromedes TEF
© Bl Cormpuber Doviine Does L To Biate [t
Ml EkgProcedus Mot -
PG o e ok -
* Hospialist Mote : L 1
2§ bo T o !
+ Bl Irtiavenous Therspy Mot DR PR .l
4 B MedicalHislory & Prysica PR HEl oIt
5 H Medcallniem Mot Vitals AT
+ M Medcal Rendent Hole Everit Caplure ATl
+ B Medical Shudent Mobe FIM s |
+ Hl Ments Healh Conmul Audolosy AT
+-H Mentsl Haakh Hote VIC Lssuer r |
+ Hl Mursng Pencp Astescme  iMadConsent 'TE
+ Bl Mursng Feassessment M Mavat L =
m B Murseg Transder Mote Chrical Case Registries A
+ Mt Hote BbohOTES
+- Ml Mutibon Sciesn O User
+ : Dperstres Hote [bref] CaRT L
+ [ Pain Assessmant Gerald Schenitz Award Nomination i
+ Pastoral Care Hote 181 Second Lavel Ev: dat
+- Ml Prhsmscy - Phamacist N o
w mmyumumm Mental Heakh Assictank =
Bl Physical Therapy Consull Shift Handoff Tool
£ B Prysical Therspy Mote  YIC Essuer b =
+ Ml Pre dneithens Frimary Care Almanac 1 i
+ : Fre Dpeaative o » ;‘
W Prerventive Healih Manag
+ Ml Pulmonaty Corul ""b: s ]m:
+ B F'Linmay Feliow-Up Mot e
5 B8 By b Paneack was Zl|zsgmed: o8s17/2000 15:1
Access through CPRS
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No Previously Saved Information
The Enter a patient window displays.

(% Admission Assessment _ ol x|
File Tabs Help

iz 2 e stz sl iz dresin 2 Eniziidzt

Asssssment Typs Risstore data?
€ Medical/Suicsl s
€ Crical Care Stat Mets
(" Mentsl Heath Lhile

[Starting assessment A

Admission — RN Assessment, Enter a patient window with no previously saved information

1. Select an Assessment Type.
2. Click Start Note.

The assessment template opens to the General Information tab for the CPRS patient.

Previously Entered Information Available for One Patient

You have previously saved data on a note for patient
BO D EHYLIN WEDAADW.
Restore data?

" Yes

Start Mate

" Ma

Patient selection window with previously entered information available for one patient
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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 >.

1. Select an Assessment Type.

2. Select Yes.

3. Click Start Note.
The template opens to the General Information tab for the CPRS patient with the data restored.

Previously Entered Information Available for Two or More Patients

If you have previously stored data from more than one patient, you are asked if you want to view a list of
those patients.

“rou have previously saved data on more than one patient.

fiew the patients?

{1 Yes

Sitart Hate

Mo

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

“ou have previously saved data on mare than one patient.

Yiew the patients?
% ‘Yes
Start Mote I

(i Patient Selection _ Ol x|
“r'ou hawe sawved data on the following patients:

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

BLYDEY  EHYIN WEDAADT
BDYDEY . ILODI A

| oK 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
Admission — RN Assessment User Manual



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.

(@ Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-Z
File Tabs Help

GENERAL INFORMATION

= Patient/familp/suppart person “Ufhy could o orie respend * Witier ieasen e one could iespard
able to respand ta question:

¥R e

= Mode of anival———
Demographics—————————————————————————— £ Ambulatory

= Dale/Time Patjent Aived on Urit
Mame: BDYDXY.ULN L =
ame- 12131 =] [1E46 = £ Stretcher/Gumey
Age 63 SewMALE  Race: WHITE. NOT OF HISP

* Information obtained from * Dther source of infarmation

] Authorized sunogate
] Fami/Support Persan
] Medical Record

1 Qther

* Other adriting place:
=admittedflom |
" Clinic
€ Community Residential Care

" Emergency Department

© Wheslohair
' Home
P  Nosma H
Er i e AT ALY “ refened Healihcare Langusge) = PatirtIdenifcation band———————— || _ HEnareme
What does palient want to & Engsh & Patisnt snived with idsntfication (0] band o | O"eter
sccamplish by this hospitalization - ’
vy " Spanish 1D Band applied on unit or clinic location 23 Hour Observation
 Other " Patient arived with Patiert |dentfication Card| |  Other
= Giher Languzge
[¥ *ID Band or Patient ID Card verfied a5 =Special alert am band -~ ifier Specisl alert e band
canect [fight patient, SSN, DO, unit] o
(] dlergy
[l DHR/DNI
[ Fall Risk
L] Isolation
L] Other

Gen | Pags 1| GenlPage2| GenlPags 3| GenlPaged

=10l

Geninf | Belong [ Orient [ w5 JEdue [Fan [ [FResp [ov [ Mewo[ G [GU [ M5 [skin JPis [Rest [MH [Func [DF [ PCE | View Test
* Designal d fild
Feineles 2 eEae Go ta radiogroup: | Mode of arival -

|Looking up patient

VA

Admission — RN Assessment, General Information (Gen Inf) tab window, Gen | 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 pop-up automatically displays over the General
Information window.

_|of x|

Selectvisit location:

FILEROOM-x -
LAE OPERATING ROOM-#

LAB SAME D&Y

PERMANA-00B-LAB-X

Location pop-up: 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.

Gen|Pags 1] GenlPage2| GenlPage3| GenlPaged|
Gen Inf | Belona | Mrient [ ¥/5 [ Educ [Pan | W [Resp [ JMewo |Gl [0 M [skin [P [FRest [MH | Fune JOF  JPCE | ViewTeu|

= Dasignates a requied feld
Gio to radingroup: [Mode of arival -

|saving data 4

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

April 2012 Patient Assessment (NUPA) V.1 7
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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+S
Save Now Ctrl+W
Exit Ctrl+7

Admission — RN Assessment 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 are uploaded.

& Upload results — o]

Figsults fram your note upload:

Unsigned RN ADMISSION ASSESSMENT Added! (#21728324)
You can now go into CPRS and reviewsign it,
or sign itfrom the View Text tab

IDFC note created also (#21728925)
NUTRITIOM INFATIENT consult uploaded, order #35272838
Ee sure to sign itin CPRS,
orsign itfrom the View Text tab
SOCIAL WORK CONSULT INPATIENT consult uploaded, order #45272834
Ee sure to sign itin CPRS,
orsign itfrom the View Text tab

Health factors added!

Care plan uploaded!

Admission — RN Assessment, 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.

e The tabs with pages that require attention are blue.

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

Eile Tabs Help
GEMNERAL INFORMATION

= Patient/family/suppott person =\/hy could o ore respond * ther r2=s0n o jone could respend = Information obtained from * Other source of information

able ta respond to question:
] Authorized sunogats
. ] Famiy/Support Persan
e @ ] Medical Record
1 Other
(i Error Listing

Cannot Upload Note. The fallowing errors were found.
“ou can double-click on an item below to be taken to that tab

Demographics———
Marme: ZMSHTSWLSDH
Gen Info page 1 - Mode of arrival not gpecified,

o aditting place

Age. 57 Sex FEMALE |[Gey Info page 1-Admitted from not specified
Gen Info page 1-accomplish by this hospitalizetion not specified
Admitting diagnasis: NONE Gen Info page 1 - Preferred Healthcare Language not specified.
. Gen Info page 1 - Patient Identification band not specified.
‘what dogs patient want b - .
sccomplsh by this hospitali || 52N Info page 1 - 1D band verified as corect nat specified
Gen Info page 1 - Special alert arm band not specified
Gen Info page 2 - Meds braught in by patient not specified
Gen Info page 2 - pumps or devices not specified
Gen Info page 2 - of medicinal patch not specified.
Gen Info page 2 - members to immediately know about not specified
Gen Info page 2 - that need to be part of care not specified
Gen Info page 2 - Blood fransfusion concerns not specified,
Gen Info page 2 - Pastor to be notified not specified
Gen Info page 3 - Advance Directive not specified.
Gen Info page 3 -to an Advance Directive not specified.

ecial alert am band

Gen Inf | Belong | Orient [/

= Designates & requied field

|Checking note for errors 4

Admission — RN Assessment, 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! X

3(3 Do you really wish to exit?

Warning pop-up: 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.

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 Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX: _ ol x|
File Tabs Help
-
GENERAL INFORMATIOH
Patient-familv-support person able to respond to guestions: Ves

Information obtained from: Fatient

Demcgraphics
Wame: BDYDEY,ULW L
Age: 63
Sex: MALE
Face: WHITE, NOT OF HISF
Admitting disgnosis: ACROMIOPLASTY

DatesTime Patient Arrived on Unit: 12-13/2011 @ 4:46:16 FPX

Mode of arrival . Ambulatory

Admitted from: Home

Uhat doss patient want to accomplish by this hospitalization: pain free

Ereferred Healthoare Language. English

Potient Identification bond. Patient arrived with identification (ID) band on

ID Band or Patient ID Card verified as correct (right patient, SSH, DOB. unit): Tes
Special alert arm band: Home

Hedications

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

SpiritualsCultural Assessment - Fatient's Religion: FENTECOSTAL

ire thers religious practices or spiritual

concerns the patient wants the chaplain

physician, and other health care tcam members to immediately know about: Ho

Patient requests an immediste visit from the Chaplain: Ho

Does patient have any traditiomal, sthnic, or cultural practicss that need to bs part of care: Ho

Does patient have any concexns or special considerations if @ blood trensiusion is needed: Ho -
»

<

Sign Note/Consults

Gen Inf | Belong | Orisnt [ /5 Educ [ Pain | v [Resp [ ov [ Mews |G JGu |wss [skin [Ps [Rest [MH [ Func [OP JPCE  viewTemt

* Designates a required field

Admission — RN Assessment, View Text tab after upload
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2. Click Sign Note/Consults.

Enter your electronic signature code

Sign Mate/Consults Accept esig Cancel e-sig

Gennf| Belong | Orient [ w5 | Educ [Pain | v JResp [ov | Mewo & JGU [ M5 [skin [Prs [ Rest [MH [ Fune [DP [ PCE  wiewTest

= Digsignates a required fisld

[Note uploaded 4

Admission — RN Assessment with Sign Note/Consults 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 to sign, the button is Sign Note/Consults.

Working in a Care Plan

The Care Plan page for each section of the Admission — RN Assessment works the same way. The steps
apply to each of the care plan (CP) pages. Creating a Rest CP is an example of how to work in any of the
care plans.

Example — Creating a Rest CP

On Rest Page 1, select the Restraints Initiated/maintained check box. Click Rest CP to open the
restraints care plan.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: P! _ ol x|
File Tabs Help

RESTRAINTS - PROBLEMSANTERVEMTIONS/DESIRED OUTCOMES

Desired Outcome

f [Fatient will stay restraint fiee.

i -]
Selectnterventions:
Problems/Interventions and Desired Outcomes will be
cartied forward to the Patient Interdisciplinary Care Plan
Wiew all interventions
Don't forget to complete the General Information tab. Flestr Page 1 | [ RestCP

Genlnt | Belong| Orient | ¥/ [ Edue [Pain | W [Resp [ o JMewo |Gl JGU [ [Skin [P Rest [MH [ Func [DP | PCE | View Tent

* Designates a required field

[Note uploaded 4

Admission — RN Assessment, <Restraints> - Problems/Interventions/Desired Outcomes, <Rest> CP window

April 2012 Patient Assessment (NUPA) V.1 11
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Viewing Interventions Entered Previously during an Assessment

1. Click <Rest> CP.

Rest CP - the <Restraints> - Problems/Interventions/Desired Outcomes window displays.
2. Click View all interventions to view a list of interventions.

The Intervention List displays.

=P

Al interventions an file

Type: PAIN Problem: Acute Pain (Actual) Intervention: Treatments/procedures - Attemptto keep pain lewvel no highert
Type: PAIN Problerm: Chronic pain (Actual) Intervention: Treatments/procedures - Utilize non pharmacologic approac
Type: PAIN Problem: Monitoring and maintenance of patient controlled analgesia Intervention: Treatments/procedurg
Type: RES Problem: Unable to follow instructions  Intervention: Treatments/procedures - Assess patient comfort every

Rest CP window, Intervention List window

3. Click Close.

12 Patient Assessment (NUPA) V.1 April 2012
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Entering Problems and Interventions

1. Select a problem in the Select Problem(s) list box.
The desired outcome and interventions for the selected problem display.

i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX: _ ol x|
File Tabs Help

RESTRAINTS - PROELEMSANTERVENTIONS/DESIRED QUTCOMES

Select Prablemls] Desired Dutcome

Patient wil stay restraint free.

Other 2

Select Interventions

Education - Explain behavior nieeded for remaval of restants

Treatments/Proceduuies - Put patient in 3 time-out. Unlocked room for 30 minutes of less.
Treatments/Procerures - The carediver who ardered the reshiaints vl exanine the patient e e D B sl
Survelance - Patient ale and oriented to person, place, and time -

Surveillance - Patient 1o longer combative carried farward to the Patient Interdisciplinaiy Care Plan
Surveilance - Patient able to cansistently comply with medical treament

Surveilance - Patient no longer puling at tubes/diessings/medical devices

Surveilance - Patient no longer sedated

Education Other 1 Add/Change Cancel

Educalion Other 2 g

Treatments/Procedures Other 1

Trestments/Procedures Other 2 View allinterventions

Surveilance Other 1

Surveilance Other 2

Case Management Oiher 1

Case Management Other 2

Dther

Don't forget to complete the General Information tab. Riestr Page 1 Fest CF

Genlrf | Belong | Orient [v/5 | Edus [ Pain | W [Resp [ov [ Mewo| Gl JGu [Mss [skin [ Ps Rest [MH [ Fune JOP [ PCE | wiswText|

= Designates & required field

[Note uploaded 4

Admission — RN Assessment, <Restraints> - Problems/Interventions/Desired Outcomes <Rest> CP window

2. Select one or more interventions in the Select Interventions list box.
3. Click Add/Change to transfer the intervention to the care plan.
Information pop-up displays.

Information x|

\E) 1 intervention added!

Information pop-up: 1 intervention added!

4. Click OK.
5. To add interventions for additional problems, repeat steps 1 through 4, as necessary.

April 2012 Patient Assessment (NUPA) V.1 13
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Other Interventions

Some interventions generate a pop-up to enter interventions that are not on the predefined list.
1. Select an Other intervention in the Select Interventions list box.
The Other interventions pop-up displays.

Admission — RN Assessment, <Restraint> — Problems/Interventions/Desired Outcomes, <Rest> CP window,

Interventions: Other Treatments pop-up

2. Type the other intervention into the text box.
Click OK.

4. Click Add/Change to transfer the intervention to the care plan.
Information pop-up displays.

w

Information ]

\i’) 1 intervention added!

Information pop-up: 1 intervention added!

5. Click OK.
6. To add additional other interventions, repeat steps 1 through 5, as necessary.

14 Patient Assessment (NUPA) V.1
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Working in the Consults

All the consults in Admission — RN Assessment work the same way. The following steps apply to each of
the consults. When a consult is required, a mandatory consult message is highlighted in red. Ordering a
Chaplain Consult is an example of how to work in any of the consults.

Example — Ordering a Chaplain Consult

Order a Chaplain Consult from Gen Inf tab, Gen | 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.
o 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 A3sessment - Patient's Refigion: PEMTECOSTAL

* e there religious practices or spiritual
concerns the patient wants the chaplain,
physician, and other health cars team

merbers ta immediatsly know abou
" Yes “ No
* Desilbe conoers

#Dioes patient have any concens
o special considerations if a

“ Desciibe practices/concems = Patient requests an immediate

#Dioes patient have a pastor of

clergy who should be notified
blood transfusion is nesde
" Yes ' No

wigit from the Chaplai Chaplain Consult
£ Yes & Mo

**= Chaplain consult andatary ==

* Does patient have any traditional, D escibe prectices
ethnic, or cultural practices

that need to be part of car
 Yes & No

* Specify pastor or clergy

of this hospitalizatior
@ Yes Mo

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 2 window
Spiritual/Cultural Assessment

2. Click <Chaplain Consult>.

The <INPATIENT CHAPLAIN> Consult window displays.

(i INPATIENT CHAPLAIN Consult
*Urganoy | -
*Flace of cansult IBEdSide -

Prowvisional diagnosis |

*Reason for request

Upload Consult |

- 0| x|
Fatient will be seen as an
@ Inpatient Outpatieﬂ
* Prowvider

Person to natify

x Cancel |

INPATIENT CHAPLAIN Consult window

April 2012
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Complete all fields with asterisks; they are required fields.

Click Upload Consult.
Information pop-up displays indicating the consult is uploaded with the RN Admission

Assessment note.

Information x|

\ij) Consult will be uploaded with the note.

Information pop-up: Consult will be uploaded with the note.

3. Click OK.
On the Gen Inf tab, Gen | Page 2, under Chaplain Consult, Will Send displays.

— Spiritual/Cultural Assessment - Patisnt's Religion: PEMTECOSTAL

* hre there religious practices or spiritual .
EEE T B Describe practices/concems  + Patient requests an immediate * Dioes patient have any traditional, * D=scribe practices

conzems the patient wants the chaplain, : "

physician, and ather health care team visit from the Chaplai Chaplain Consul | ethric, or cultural practices
members to immediately know about " Yes " No o that need to be part of can
 Yes # No  Yes & No

* Spacify pastor of clergy

. * Desoribe conoems .
Dues patient have any conceins Does patient have @ pastar or

or special considerations it a clergy who should be notified

blood transfusion is neede of this haspitalizatio
£ Yes & No & Yes o

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 2 window

Spiritual/Cultural Assessment

Note: Manage consults according to medical center policy. If nurses at your site do not

order consults, upload a mandatory consult, but do not sign it.
The identified provider will be notified that there is a consult to sign.
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Working in the Template

oakrwdE

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 using the Mouse

1. Click a tab at the bottom of any of the Admission — RN Assessment windows.

The selected tab opens.

Gen | Page 1 Gen|Page 3| GenlPage 4

Genlnf [Belong | Orient [ /8 [ Edue [Pan [ W JResp [ O [Newo[G  [GU [ M/ [Skn [R5 [Rest [MH

* Designates arequired field

Go to radiogioup: [that need to be part of care -

|Locking up patient

Admission — RN Assessment tabs

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

The selected tab opens.

ii Admission - RN Assessment - Bl

Eile | Tabs Help

General Information Ctrl+Alt+G

GEI

—
Curr

£
Ik

*E

4

]
0 =

Admission — RN Assessment, Tabs menu

Belongings
Orientation
Vital Signs
Education

Pain

v

Respiratory
Cardiovascular
Neurological
Gastrointestinal
Genitourinary
Musculoskeletal
Skin
Psychosacial
Restraints
Mental Health
Functional

Discharge Planning

PCE
View Text

Ctrl+Alt+B
Ctrl+Alt+0
Ctrl+Alt+U
Ctrl+Alt+E
Ctrl+Alt+P
Ctrl+Alt+1

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

April 2012
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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
Belongings Ctrl +Alt+B
Orientation Ctrl +Alt+O
Vital Signs Ctrl +Alt+U
Education Ctrl +Alt+E
Pain Ctrl +Alt+P
v Ctrl +Alt+l
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
18 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.

Gotoradiogroup:  |[EisERe EEE

bade af arnval

Admitted from
Frirmary 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.
April 2012 Patient Assessment (NUPA) V.1 19
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Navigating the Admission — RN Assessment Tabs

The Admission — RN Assessment template has 21 tabs.

Note: For information on the Belongings and Orientation to Unit tabs, refer to the
Admission — Nursing Data Collection User Manual.

General Information (Gen Inf)

The Admission — RN Assessment template opens to the General Information (Gen Inf) tab, the first tab at
the bottom on the left.

1. Populate Gen | Page 1.
2. In the Patient/family/support person able to respond to questions box, select Yes or No.

o If you select Yes, the application automatically enters Yes in each tab. You must also enter from
whom the information is obtained.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: P _ ol x|

File Tabs Help

GENERAL INFORMATION

= Patient/family/suppott person =\/hy could o ore respond * ther r2=s0n o jone could respend = Information obtained from * Other source of information

able ta respond to question:

] Authorized sunogate
o ] Family/Support Persan
ol @i [ Medical Record

1 Other

* Admitted from—————————

*Mads of anival———
. -
e — * Date/Time Patient Arived on Unit | © Ambulatory - B -
. 12713411 | [16:46 = £ Stretcher/Gumey Community Fiesidential Care
hge B2 SexMALE  Race: WHITE. NDT OF HISP © Emergency Depatment
€ Wheslchai P
2 ome

] * Nursing Home
Al A RARSIY * Prefred Healticare Language =" Paliert Iderificalion band———————— || _ 4
phatidocepatioplipenlo ’70‘ English " ’70‘ Patiznt arived with identication (1D band on | | ¢ Sheter

* tter admiting place

accompish by this hospitalization ’
= 2 " Spanish £ 1D Band applied on unit or clinic location 23 Hour Observation
© Diker  Patient arived with Patiert |dentfication Card| | © Other

pai free

= Gitier Languzge
[¥ *ID Band or Patient ID Card verfied a5 =Special alert am band -~ ifier Specisl alert e band

canect [fight patient, SSN, DO, unit] & e

I DNR/DNI
[ Fall Risk
[ Isolation
[ Other

Gien| Page 1| Genl|Page 2| (GenlPage 3| GenlPaged
Genlnf |Beiona | Orient [ /s JEduc [Pain [v [ Resp [ov | Wewa| G  [GU [ M Jskin [Pr5 [ Rest [MH [ Func [ DP | PCE | viewTest
* Diesignates & required fisld
(Gio to radiogroup:  |Mode of arrival = -m

|Laoking up patient 4

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 1 window
Patient/family/support person able to respond to questions/Yes

o If you select No, when a patient is unable to answer questions and there are no family members or
others to contribute to the assessment, some of the fields will be unavailable.
The unavailable questions are passed forward into the RN Reassessment to answer later, if
possible.

e When you select No, you must manually select patient status on each tab.

3. Make appropriate selections on Gen | Page 1.
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@2 Admission - RN Assessment - BDYDXY,U =1ol x|
File Tabs Help

GENERAL INFORMATION

* Patient/family/support person * Bther reason o one could respond *Infomaticn cbtained fiom * ther source of information

able to respand to question:

(] Mo familw/support person present
(] Other

" Ves % No

= Other admiting place

= Mode of arival——— > Admitted from———————
i) v S & Ambulston © Ciric
= Date/Time Patient Arrived on Unit Y
Name: BDYDXY.ULN L 12131 v |16 = & Stetcher/Gumsy " Community Residential Care
Age: B3 Sew MALE  Race: WHITE, NOT OF HISP © Erergsncy Depsrent
© wihselchai B
. ome
© Hursing Homs
Adniting ignois ACROMIOPLASTY P ‘ 5
ihiat doss patisot want to @ Patient arived with identification (ID] band an Shelter

aceomglish by this hospitalization
1D Band applied on unit ar clinic location ' 23 How Observation

 Patient arived with Patient Identfication Card| |  Other

* Oifrer Language

[V *ID Band or Patient ID Card verfied as * Special det amband * Other Special aler aim band
conect [right patiert, SSN. DOB, unit] ¥ Hoe

[ &llergy

[J DNR/DNI

[ Fall Risk

[ Isolation

[ Other

Gen| Page 1 | _Gen| Page 2| Genl Page 3| Genl Page 4
GenInf [ Belong | Orient | w45~ | Educ | Pain | 1v Resp | C¥ | Mewo| Gl | GU | M/S | Skin | P/S | Rest | MH | Func | DP | PCE | iew Text

= Designates a required field

|Performing assessment v

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 1,
Patient/family/support person able to respond to questions/No

4. Click Gen | Page 2.
Gen | Page 2 displays.
Allergies are added in the Allergies text box.

Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: P _ ol x|
File Tabs Help

GEMERAL INFORMATION 2

— Medicaior
Curent Mads Allergies Yesterday's and Today's Diders
%% Outpaticnt  #%% - ORDERS YESTERDAY & TODAY — HONE FOUND
wxx  NONE FOUND %%
xxx TV

xxx
*x%  NONE FOUND %

#%x Init Dose w**=
*x%  NOHNE FOUND sxw hd
< ;
Add New Allergy

“ Disposition of meds = Otfer Disposition *Implanted medication * Type of device/pump/medication * |s patient wearing any kind * Type of paich
Pumps of device: of medicinal patcl
" Ves " Yes

" Meds brought in by patien
" Yes

& Mo

& No

& Mo

—Spiritual/Cultural Assessment - Patient's Religion: PENTECDSTAL

* Are there religious practices or spiitual
concerns the patient wants the chaplain,
physician, and other health care team

members to immediately know about
" ‘es & Mo
“ Desoribe concerrs * Specify pastar or clergy

= Does patient have any concerns = Does patient have a pastor or
o spevial considerations if a clergy who should be natiied

blood transfusion is neede of this hospitalizatia
C Yes & No & Yes £ o
Gen | Pags1 | [Gen| Page 2| | Genl Pags3| GenlPage 4

Gennf | Belong| Orient | vé5 [ Educ [ Pain | W [Resp | o | Newo | GI GU | M/ [skin | P/s JRest [MH [ Func JDP [ PCE | Wiew Tent

= Dasignates a required field
Gt radiogroup: [that need to be part of care -

|Performing assessment 4

“ Deseibe practices/coneers  * Pafint requests an immediate *Does patient have any tradiional, ~ Descibe practices

wigit from the Chaplai Chaplain Consult ethnic, or cultural practices

© Yes & i that need to be part of car
£ Yes & Ho

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 2 window

5. Populate Gen | Page 2.
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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.

(i Add New Allergies —olx]

Enter causative agent for Allergy or Adverse Drug Reaction:
Enter 3 or more letters of the causative agent and then press the Search Buttan to allow for

& canprehensive search, Onlp one reactart may be entered at 2 ime.
* Observed/Historical = Hatire of reaction

Searchfor: [PEN | Seach | € Dbseved € Historioal [lleroy -

Double-Click one of the follawing items: Sign/Symptams Commerits

From V& Allergies File
PENICILLIN

Fron National Drug File - Gemeric Drug
PENICILLIN
PENICILLAMINE
PENTOBARBITAL
PENICILLIN-FPROBENECID
PENTAZOCINE
PENTOLIFYLLINE
PENTAGASTRIN
PENTAERYTHRITOL TETRANITRATE
PENTAMIDINE ISETHIONATE
PENTAERYTHRITOL TETRANITRATE FHENOEAF
PENTETATE INDIUM DISODIUM.IN-111
PENTETATE CALCIUM TRISODIUN-STANNOUS
PENTETATE PENTASCDIUM-STANNOUS CHLORI
PENICILLIOM
PENBUTOLOL
PENTOSTATIN
PENCICLOVIR
PENTOSAN POLYSULFATE SODIUM
PENTAFLUOROFROPANE~ TETRAFLUOROETHANE
PENTETATE

PENTETATE
PENNYROYAL =

Ok Close ‘

Add New Allergies window

2. Type 3-5 letters of the reported allergy into the Search for text box.
3. Click Search.

4. Double-click an allergy in the Allergy list.
The Sign/Symptoms list box displays.

(i Add New Allergies =gl x|

Enter causative agent for Allergy or Adverse Drug Reaction:

Enier 3 or mare letters of the causative agent and then press the Search Butian to alla for
= comprshersive ssarch. Only ane reactant may be entered at a time
* Observed/Historical = Mature of reaction

Search for: [FEN Search " Observed " Historical Allergy -

Double-Click ene of the followingtems: Sign/Symptoms Comments
PENTOBARDLTAL <] [Zrasn =
FPENICILLIN-FROBEWECID [ DIZZIMESS
PENTAZOCIHE ] URTICARIA
BENTORIFYLLINE DROWSY
FPENTAGASTRIN ] CR&MP
PENTAERYTHRITOL TETRANITRATE [ DISRRHEA
BENTAKIDINE ISETHIONATE ] ANKETY
EENTAERYTHRITOL TETRANITRATE/PHENOEAF @i
PENTETATE INDIUM DISODIUM, TH-111 [ NAISEA AND VOMITING
PENTETATE CALCIUM TRISODIUM STANNOUS [ CouGH

PENTETATE PENTASODIUM-STANNOUS CHLORI [] ABDOMINAL BLOATING

PENICILLIUM [] ABDOMINAL CRAMPS

PENBUTOLOL L[] ABDOMINAL DISCOMFORT

PENTOSTATIN [ ABDOMINAL PAIN

PENCICLOVIR [] ABNORMAL SEXUAL FUNCTION

PENTOSAN POLYSULFATE SODIUM [] ABMORMAL VISION

PENTAFLUOROPROPANE-TETRAFLUCROETHANE [ ABSCESS

PENTETATE [ aCIDOsIS

FPENTETATE [ ACNE

PENNYROYAL L] ACUTE INTERSTITIAL NEPHRITIS

[ ACUTE REMAL FAILURE SYNDROME

From National Drug file - Trade Hame [ ACUTE RENAL IMPAIRMENT

FEN. LLIN M L] ACUTE RESPIRATORY DISTRESS

ICI
PENICILLIN M IH. [l ACUTE TUBULAR NECROSIS
PENICILLIN G SODIUM INJ ] ADREMAL INSUFFICIENCY
FPENICILLLIN G POTASSIUM INJECTION [] AGGRESSIVE BEHAVIOR
PENICILLIN G PROCAINE ﬂ L] AGRANULOCYTOSIS LI

oK Close

Add New Allergies window with Sign/Symptoms available
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O No O

9.

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

In the Nature of reaction drop-down text box, select Allergy, Pharmacological, or Unknown.
In the Signs/Symptoms list, select the identified signs/symptoms.

Click OK and the allergy is saved in the Adverse Drug Reaction (ADR) file.

Information pop-up displays to confirm the allergy is saved.

Information 3

\i,) Allergy save done!

Information pop-up: Allergy save done!

Click OK.

10. Click Close to return to Gen | Page 2.

Initiating a Social Work Consult for Advance Directives

All of the consults in Admission — RN Assessment work the same way; refer to the instructions in
Working in the Consults on page 15.

1.

Click Gen | Page 3.
Gen | Page 3 displays with the Advance Direction section available.

(i Admission - RN Assessment - ZMSHTSWLSDHYS,JLUXA (3122) _ o] x|
File Tabs Help

GEMERAL INFORMATION
——Advance Directi

* Does patienthave an =L ocation of Advance Directive  * Patient recefvedinfoon* Explain why patient did nat

Ao Biess receive info * Dioes patient wish ta intiate or make changss
o to an Advance Directive
& s Social Work Cansult
C N - i

* Testing for MRSA brochure/equivalent information

given to the patient /authorized surmogats %l ag the below [nfection Contral Education
(ol N provided ta the patient
’7 = § " Yes " No

. Hand hygiens pactices

Didthe patierd/autherized ez aorzs b Definition of MRS, VRE, T8, and al rssistant oganisms
Spread of resistant organisms/prevention
Contact Precautions (s related ta patient condiion]
Riespitatory Frecations [as related to patisnt coniion)
Surgical site (as elated to pent condition]

=Sy wasnit MRSE Nares Swab Performed Precautions in place
] Aitbome

[ Contact

[ Droplet

] Neutropenic

GenlPags1| GenlPage2|[GenlPage3| GenlPage
Genlnf [ Belong[ Orient | vé5 [ Educ [Pain | W [Resp o [ Mewo |Gl JGU [ M5 [skin [PiS [Rest [MH [ Func [DP | PCE [ iew Tent

= Dasignates a required field
Go to radiogroup: [t &n Advance Directive -

|Performing assessment 4

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 3 window
Advance Directive/Yes

2. Populate Gen | Page 3.
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o Make appropriate selections in the Advance Directive section.

o If the patient wants to initiate or make changes to an Advance Directive, a Social Work Consult is
required.

GEMNERAL INFORMATION

dwance Direct

Doss patistt have an [ ocafion of Advance Diective  * Patient received info on* Explain why patiznt did rot - consult mand
regeive info * Diaes patient wish 1o inilite or make changes

Advance Directiv Advance Directiv

to an Advance Directive———
 Yes  ‘Yes & el Social Work Consult
& No " No

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 3 window
Advance Directive/No

Documenting Infection Control Information

* Testing for MASA brochure/equivalent information

rgiven to the patient/autharized surogate *was the below Infection Contral Education
& Yes Mo provided ta the patien
& Yes " No
* Did the patient/autharized surogate agree ta Hand hygiene practices

Diefinition of MRSA, WRE, TB, and all resistant organisms
Spread of resigtant organisms/prevention

& Yes  No Contact Precautions [as related to patient condition)
Respiratary Precautions [az related ta patient condition]
Surgical site [az related to patient condition]

—MRASA Mares swab on admission/transferddischarge——

—* MRSA Mares swab performed

—* Lewvel of understanding

(& Yes " Nao  Poar € Fair & Good " Refused
=ibwasnt MESEA Mares Swab Performed Precautions in place
] Airborne
[] Cantact
] Droplet

[ Neutrapenic

Infection Control Information/MRSA

1. Make appropriate selections in the Infection Control section.

2. Enter infection control and Methicillin-Resistant Staphylococcus Aureus (MRSA) collection
information.
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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 Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD - ol x|
File Tabs Help
GEMERAL INFORMATION General observations/comments

Emergency contact infarmation

Contact: BDYDKY,ULN L Change Contact

Relsticnship: WIFE
Address: 1083 BLACK CAYON STACE 1
CLOVER, WD 15467
Fhone: 510 3110
Work Phone:

[~ Support Person same as emergency contact

* Document ths name and contact information of the patisnt's suppart person

Gen|Page1| GenlPage2| GenlPage3

Gen It | Belong| Orient [ vés [ Educ [ Pain | [Resp [ ov | Newo | GI GU | M [skin [Ps JRest [MH [ Func JOP [ PCE | wiew Tent
= Dasignates & requied field

|Performing assessment A

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 4 window
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GENERAL INFORMATION

Emergency contact information

Contact: BDYDXY,ULN L Change Contact |
Relationship: WIFE

Address: 1083 BLACK CR¥ON STRGE 1
GLOVER, ND 15467
Phone: 510 3110
Work Phone:

< >
* Mame [LN.FN]: || | Save Contact I
* Relationzhip: I

* Shreet Address 1: I Cancel Contact |

Street Address 2: I
Street Address 3: I

* Zip Code: I
Phorne: I Wwork Phone:l

[~ Support Person same as emergency contact

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

Emergency Contact Information for patient and support person

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

Complete all the fields with asterisks; they are required fields.
Click Save Contact.
To cancel the update, click Cancel Contact before you click Save Contact.

Document the name and contact information of the patient’s support person.
It is required information.
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Vital Signs (V/S)

The Vitals tab contains information about the patient’s vital signs at admission. The vital signs include

temperature, pulse, respiration, blood pressure, height, weight, pain, pulse oximetry, and circumference
[girth.

Note: When you click Upload Vitals, vital signs are immediately uploaded into the

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: P _ ol x|
File Tabs Help
WVITALS
— Last Vitals Vitals Date Time:
* Tnit
Temp = * Temp: CCCF
Temp ™ Click 10 enter qualfiers
Pulse *
Pulse * * Pulse: Click to enter qualifers
Fiesp =
Resp = * Resp: Click 10 enter qualfiers
B/P=
BP = * B/P: Click to enter qualfiers
Height = = Tnit
H:ghn * Height CCHC IN
I Could not obtain height —Cickto ertet ausliers
eight = . % Unit
wieight = * Welght: CKGr IB
[~ Could not obtain weight _Click to enter qualfiers
Pain =
e * Pain: [0~
Pulse Ox
Puise 0% Pulss Oz: Click to enter qualfiers
Cirgumf . . Uit
Circumf T’ s C CHC IN
Click 0 enter qualfiers
/b ere witals rot bken ™ Witals cannot be taken at this time or patient refused
= Diate/Time Vials taken -
Upload Vitals Clear
121411 || 837 = £
* Designates a required fiekd Vitals Mot Uploaded
Genlnf | Belong | Orient 5 [Educ [ Pain [ 1v Fesp | C¥ | Meun | GI GU | M/S | Skin | PS5 | Rest |MH [ Func | DP [ PCE | Wiew Test
* Designates arequired fisld
? i Gowdegous [onts =]
\Perfurmmg assessment i

Admission — RN Assessment, Vitals (V/S) tab window

1. Click VI/S.
Vitals (V/S) displays.
a. Complete all the fields with asterisks; they are required fields.
b. Click each Click to enter qualifiers, to select qualifiers for each of the vitals.

Note: Remember to enter units where appropriate.
Example

e Entering the temperature, depending on the type of thermometer used, select C for
Centigrade or F for Fahrenheit.

¢ Entering the height and weight, depending on the instruments used, select CM or IN
and KG or LB.
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Cualifiers - Temp

LCuffiSize Laocation

TEMPORAL
TrMPANIC
Iethod REEITE]

uslty Site

Save Qualifiers | Cancel

Admission — RN Assessment, Vitals (V/S) tab window, Qualifiers - Temp

Qualifiers - Pulse

Cuff Size Location

BILATERAL PERIPHERAL I

Method Fosition
[AFTER EXERCISE =1

STANDING] B3
L7ING

SEMIFOWLERS

SITTING

STANDING
TRENDELENBURG

Huality Site:
LEFT - I

Save Qualiiers Cancal

Admission — RN Assessment, Vitals (V/S) tab window, Qualifiers - Pulse
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——— Qualifiers-Resp —————

[CuffiSize Lozation

Method Position

CONTROLLED WEMTILATOR
MOMITOR
SPOMTAMEOUS

WENTILATOR
WATH ACTIVITY
F]

Site

Save Qualifiers | Cancel

Admission — RN Assessment, Vitals (V/S) tab window, Qualifiers - Resp

——— Qualifiers-BFP. ————

Cuff Size Location

I =F =l
ADULT CUFF

LG ADULT CUFF
PEDIATRIC CUFF
54 ADLLT CUFF

THIGH CUFF
Method Positian
Furality Site

Save Qualifiers Cancel

Admission — RN Assessment, Vitals (V/S) tab window, Qualifiers - BP
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Site:
[ 00 [
ACTUAL
ESTIMATED
ESTIMATED BY ARM SPaN
STATED

Admission — RN Assessment, Vitals (V/S) tab window, Qualifiers — Height

BED

CHAIR

LIFT SCALE
STANDING WEIGHT
WHEELCHAIR SCALE

WITH CAST OR BRACE
WITH FROSTHESIS
WITHOUT FROSTHESIS

Admission — RN Assessment, Vitals (V/S) tab window, Qualifiers - Weight
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— Qualifiers-Pulse Ox ——————

LCuft Size. LLoeation

tethod Fosition

Site:

Save Qualifiers Cancel

Admission — RN Assessment, Vitals (V/S) tab window, Qualifiers — Pulse Ox

Qualifiers - Circumferance

Cuff Size Laocation

[ -
ABDOMIMAL -
ANKLE

CALF

HE&AD
HIF

ENEE
LOWER &Rt
fethod MELCK.

({ ity Site

Save Qualifisrs | Cancel

Admission — RN Assessment, Vitals (V/S) tab window, Qualifiers - Circumference

2. Click Save Qualifiers, after selecting qualifiers for the individual vitals.
To remove incorrect qualifiers entered in error, click Cancel before saving.
4. Click Upload Vitals.

Information pop-up displays.

w

Information x|

\i,) Vitals will now be uploaded.

Information pop-up: Vitals will now be uploaded.
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a. Click OK.
Information pop-up displays.

Information

\i,) Vitals uploaded!

Information pop-up: Vitals uploaded!

b. Click OK.
=k

WITALS

— Last Witals —— ——————— WVitals Date-Time:

* Unit
56 F (36,7 C) TEMPORAL * Temp: |38 CCG&F
12/14/11 0837 Click to enter qualfiers
£5 BILATERAL FERIPHERALS STAND
12/14/11 0837 * Pulse: [B5 _Click ta enter qualfiers
20 CONTROLLED VENTILATOR. TREND
12414411 0837 * Hesp: [20 Click 10 enter qualfiers
130/74 L LEG ADULT CUFFAFTER
1241 0837 * BAP: [130/74 Click 10 enter qualfiers

i * nit:
E8in (1727 cm] ESTIMATED BY * Height: IEE— - i (__f v

1201401 1837
I Coule not abtein height —CiEk10 erter s

150 b (68,0 kg) WITHOUT PROST . ® Unit

12/14/11 0837 * Weight: |150 " KG & 1B

™ Could not obtain weight _Click to enter qualfiers

6
12/14/11 0837 * Pain: |6 -

25 TRACHENSTOMY COLLAR
12014011 0837 Fulse Oz: |25 Click to enter qualfiers

16 in (406 om) RIGHT ABDOMINA . Unit
12/14/11 0837 Circumt: [16 C CH@E IN

Click 1o enter qualfiers
b were vitals not taken ™ Vitals cannot be taken at this time or patient refused

= Date/Time Yitals tzken T —
1271511 = || 844 =

* Designates a required fiekd

Genlnt | Belong [ Orient w5 [Educ [Pain [ [ Resp [ ov [ Mewo| Gl JGU M5 Jskin [P/sS [Rest [MH [ Func [DP [ PCE | view Tent
* Designat d field
esignates a required fiel S — lﬁ“ -

|Performmg assessment 4

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

@Admission - RN Assessment - ZMSHTSWLSDHYS,JEXIXALSH GRIF
Eile Tabs Help

YITALS
— Last Vitals

98F [36.7C)
02/02/12 1401

B7
02/02£12 1401

02/02/12 14m

120483
02/02/12 14

64 in (1626 cm) ESTIMATED BY
12416411 1455

184 b (B35 ko) WITHOUT PROST
1241611 1455

i}
02/02£12 1401

95 TRACHEOSTOMY COLLAR
1241611 1455

7in [17.8 cm] RIGHT LOWER AR
12/16/11 1455

=lo/x|

Vitals Date Time:

* Temp:
LClik to enter qualifiers:
= Pulgu: Lok o enter qualifiers
* Hesp: [lick b enter quafifiers.
* BABI: Llick to enter quafifiers.

* Height :
Llick to enter quafifiers.

* Weight
LClick to enter qualifiers

& Pedn g
Eulce) Ox: Llick to enter qualifiers

Cireumt

Llick to enter quafifiers:

“ufhy were wials not taken

[V #/itals cannot be taken atthis fime or patient refused

* Diate /Time Vitals teken
02/0312 = | e47 =

* Designates a required field

Uploaditals e

Gennf] Belong | Orient /5 [Edue | Pain | V| Fiesp | OV | Newo] Gl

JGu M Jokin [P/s JRest [MH JFune JOP [ PCE | View Tent

* Designates a reired field

Go to radiogroup: |Units =

[Looking up patient

Admission — Nursing Data Collection, Vitals (V/S) tab window
Vitals cannot be taken at this time or patient refused

6. If you select the Could not obtain height and/or the Could not obtain weight check boxes at time of
assessment, enter a reason in the *Why were vitals not taken text box in the lower left corner of the

page.

@ Admission - RN Assessment - ZMSHTSWLSDHYS,JEXJXALSH GRIF
File Tabs Help

WITALS
— Last Witals

98F (367 C)
02/02£12 1401

02/02/12 140

02/02£12 1401

120489
02/02/12 14mM

B4 in (1626 cm] ESTIMATED BY
12416411 1455

184 b (B35 kg) WITHOUT PROST
1241611 1455

i}
02/02£12 1401

86 TRACHEOSTOMY COLLAR
1241611 1455

7in (17.8 em) RIGHT LOWER 4RM
12416411 1455

iy were vitals not taken

=10l

Vitals DatesTime:
* Tnit:

* Temp: [cccr |

Click to enter qualifiers

* Pulse: Click to enter qualifiers
* Resp: Click to enter qualifiers

* B/P: Click to enter qualifiers
* Tnit:
* Height: O CH e I
¥ Could not abtain height Click to enter gualifiers
o * Unit.
> Weight: C.EGE IE
¥ Could notabtain weight _Click to enter qualifiers

* Pain: |0 -

Pulse Ox: Click to enter qualifiers

. Unit:
Circumf : c CMff‘ IH

Llick to enter qualifiers

[™ Witals cannot be taken at this ime or patient refused

Upload Vitals Clear

* Date/Time Vitals taken
02/0312 v || 847 =

*Designates a required field

Gennf| Belong | Orient 5 [Educ [Pan [ W [Resp o [Mewo |Gl [GU | M/S [Skin [P JRest [MH [ Func JOP [ PCE | view Test|

* Designates a requited field

Ga to radiogroup: | Units -

[Loaking up patient

Admission — Nursing Data Collection, Vitals (V/S) tab window
Could not obtain height/Could not obtain weight
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Education (Educ)

The Education Assessment tab contains an educational and a readiness to learn assessment. The
Educational Assessment is unavailable when the patient cannot respond.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-Z
File Tabs Help

EDUCATIONAL ASSESSMENT

g [= [

= Patient family/support person =4/hy could na ane respend * e r22san e ane could respand

able to respond ta question
& Hey  No

* Desoiibe why unable to read

* Infoimation obtained fom  * ifier source of infarmation
[ Patient

] Authorized sunogate

1 Family/Support Person

1 Medical Record

] Other

= Dessitie why Lnablz to wite

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

" Has abity to rea = Has abillty to wite—
) * Otter eduicatin level O Yes C Yes
* Educational Level - -
' Grade school - °
" Junior high schoel
® mgwl Leams best by Prefers « Readiness to leam——————
1 Doing Group Classes o
" College [ Hearing/Listening | Indivicual Apprasch [1:1] R lET
" Graduate school [ | Reading [ Prefers support person to be included " States not interssted in lsaming
" Other [ Seeing [ Computer based training .
~ Unabls to answer " States teaching not needed
" Refuses to answer € Impeded by current condition
* Information provided ta patient/support person
* Bariers to learhing * Deseribe identiied bariers* Dter barisrs *Knowledge of current ilness, suigsty,  on the fallowing topics * Hthertopis provided
1 None Identified teason for hospitalization etc as TTBCHA
] Hesring [identified by patient [ Managing Your Pain
] Language ~ ] Notification of the Joint Commission
] Limited attention span None ] Patient Rights & Fiesponsibilities
1 Memory (o L] ] Patient Safety Concems
1 Pain it ] Prevention of Falls
1 Sedation/Lethargy € Exensi T Promation of & Restraint Fres Enviranme
[ Wisual Inpaitent stensive: ] Other
] Other

Educ Page 1 Educ CP

Genlnf | Belong [ Oiient [ /5 Educ [Fain | [ Resp | ov | Meuwo [ Gl GU_ | ms [ skin [Ps [ Rest [MH

| Func [ OP [ PCE | View Text|

* Designates a required fisld

Go to radiogioup: |Educational Level -

|Performing assessment

4

Admission — RN Assessment, Educational Assessment (Educ) tab, Educ Page 1 window
Patient/family/support person able to respond to questions/Yes

1. Click Educ.
Educ Page 1 displays.
2. Populate Educ Page 1.
Complete all the fields with asterisks; they are required fields.
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(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-Z
File Tabs Help

i [=( 5]

EDUCATIONAL ASSESSMENT

* Patient/family/support person =Wwhy could na one respond

* ther r=as0r o one could respord *[tamation obtainediom —* Otier source of information
‘able to respond to question: Patiert unable to communicate
1 No family/support person present
Cves G fiE ] Otter

* Desoilbe why unable o read

= Dssoibe why Unablz o e
* Other education lvel

Leams best by Prefers

* farmation provided ko patisnt/support persan
= ariers ba earring *Desorbe identified barfers* tter bariers = Knowledae of current flhess, suaeq,

o the follawing topics = [Ither topic provided
easor for hespitalestion e as

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

Educ Page 1 Educ CP
Genlnf | Belong | Orient | ¥/5  Educ [Fain | ¥ [ Resp | OV | Meuwo] Gl GU | M5 [Skin [P [Rest [MH [ Func JDF [FCE | WiewTent
* Designates arequired field

Go to radiogroup: |Educational Level -
\Performmg assessment

Admission — RN Assessment, Educational Assessment (Educ) tab, Educ Page 1 window
Patient/family/support person able to respond to questions/No

3. Click Educ CP.
Educ CP displays.

Gen Int | Belong | Orient | /5

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-A
File Tabs Help

EDUCATION - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES
Select Problems)

Desired Outzame:
Conritive impaiment [Actual] i

Hearing deficit (Actual]

Speech deficit (Actual]

isual deficit [Actual)

Other 1

Other 2

Selest Interventions

Prablems/lnterventions and Desied Dutcomes will be
canied farward (o the Patient Interdisiplinary Care Flan

View all interventions

Educ [Pain | IV

Educ Page 1 | [ EdusCF
[Resp [ov [ Mewo |Gl U s Jskin [P/s [Rest [MH [ Func [OP [ PCE | wiew Temt
= Dasignates a required field

|Performmg assessment

2

Admission — RN Assessment, Education — Problems/Interventions/Desired Outcomes, Educ CP window
4. Populate Educ CP.

Refer to the instructions in Working in a Care Plan on page 11.
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Pain (Pain)

The Pain tab contains questions related to pain, pain location, and type of pain.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: P! (=]
File Tabs Help

PAIN ASSESSMENT —Pain Location #1

rls ff‘”  problsm o the patisni Complete Pain Location questions if pain * Pain Region * Quality of pain ;IVDE of pai e i

= is a prablem for the patient bdomen - Figh = | =] | © Acutsisugical ¢ Chionic

LA * Otfier pain region * Other quality of pain Onset of original pain [years, months)

 Unable to respond to questions l—

* Explain why patiert unable to respond b questions *ls patisrt on Palistive/ * Describe other tming of pain

Corfort Car * Sewerty of Pain * Tiring of pair—————
™ Comfort Care [D=none - 10=worst] " Comstant

" Palliative Care - F IErl’\lt:rar'mltent

" Na

€ Unkriown “What makes pain worse * Other provoking factars) " Doss pain radiat
CYes Mo
[J Noiderfified tiggers |

Bending * Desciite Parn Badistion

Changss in temperature
Changing position

Coughing
* Does patient exhibit befayior! Deep breathing Ll
indicators related ko pain *Other behavialindicatar [ DT Eumminn
*What makes pain befter = Ditrer palliative factors) * R/ Dt beds helping pain
Mo identiied relief factors -
Acupressure

Acupunciure
Assistive devices [cane, wheslcha
Brace/Support
Chiropractic intervention

i

<

ieas of life affected by pain * Comments for patient's life aspests,

No effect
Arwiety
Appetite
Concentration
Deprsssion
Energy level

Pain Goal
=\fhat pain level is accaptable
ta the patient (0-10)7

LLv]

o 30 o T

KN

™ Other pain location

FainPage 1| _Obei P | _Oibe Pain2 | _PainComm | Pain CP
Genini ]| Belona] Orient | /5] Edus | psin |V | Resp | O | Newo] Gl | GU_J M/ ] Skin | P/ | Rest | MH | Func | DP_ | PCE ] ViewText
Genni| Belona [ Drient [ v75 | [ JResn Jov [Hewo[GI ] J skin [ Prs JAest JmH_JFunc |

* Designates a required fisld
Go to radingroup: [|5 pain a problem for the patient

|Performing assessment 4

Admission — RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window
Is pain a problem for the patient/Yes

1. Click Pain.
Pain Page 1 displays.
2. Populate Pain Page 1.
a. Select aradio 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.
c. Complete all fields with asterisks; they are required fields.
2. Pain Comm and Pain CP are always available, so you can enter comments or interventions, when
appropriate.
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[¥ Other pain location

Pain Page 1 Other Pain | [Jther Pair 2. Pain Comm Pain CP
Gen It | Belong | Orient | /5 | Edue  pain [V Resp | OV | Mewo | GI GU | M/ |Skin | P/S [Rest |[MH [ Func [DP [ PCE | wiew Text

* Designates & required field
? q oo radiagicups [Is pan a poblem forthe patert | =]

|Perf0rmmg assessment A

Admission — RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window
Other pain location selected

3. When Pain Location #1 is complete and you have more pain locations to document, select the Other
pain location check box.
The Other Pain page displays.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-A _ (ol x|
File Tabs Help
[ Pain Location [ Pain Location H

* Pain Region * Quality of pain * Type of pai * Pain Redion * Quality of pain " Type of pai

[Abdemen - Aight = | " Acute/suigical ' Chionic inkle - Figh = =  Acutessurgical ¢ Chionic

*[ther pain region * ther quality of pain Onsst of original pain [years, months] | Dther pain reaion * [ther quality of pain Oniset of original pain [years, months]

* Deseribe other iming of pain * Deseribe other timing of pain

* Severity of Pain * Tirning of pain————— * Severity of Pain * Tirning of pain—————
[O=none - 10=worst] € Constant [O=none - 10=worst] " Constant
- " Intermittant - " Intermittent
€ Other " Other

= Does pain radiat - :
“Wihat makes pain wrse * Witier preyohing fasters) v P N *What makes pain worse * Oiher provohing factes] [ Does painradiat
& e o — C ¥es (Mo

Mo identified iggers [] Mo identified tiggers -
Eending * Descibe: Pain Fadiation [ Bending
Changes in temperature [ Changss in temperature
Changing pesition [| Changing psition
Coughing [ Coughing

Dezp brealhing _| L Deep breathing Ll

* Describe Pai Hadistion

é

hat makes pain better * Diher, pallative factor(s) “ R/ 0tc Meds helping pain *Wwhat makes pain better * ther paliative facterls]  *H#/Dte Meds helping pain

Mo identified refief factors [ Mo identified refief factars

[ Acupressurs [ Acupressure

[ Acupunciure [ Acupunciure

[ Assistive devices [cane, whe % Assistive devices (cane, whe

[ Brace/Support Brace/Support

[] Chirapractic intervention LI [] Chiropractic intervention LI

* Areas of lfe alfected by pain Carments for paterts e sspects oo * Arss of ife sffected by pain *Commests o7 paliente e sspects oo

] o eftect - “whal painlevel s scceptable | [ fie et - “What paln level is acceplable
L A:;‘:“!:E to the patient (0-10? 5 A:;‘:t{e to the patient (0-10)7

[ Concentration > [ Concentration =
[] Depression [] Depression

[ Energy level | [ Eneray level ~|

™ Mare pain location
Pain Page 1 |[ Other Pain (therPain 2 || PainComm | PainCP

Genlnt | Belong [ Orient | w5 [ Educ pain [I¥ Resp | CY | Mewa | GI GU | M/S [Skin [ PS5 JRest [MH [ Func [DP [ PCE [ view Test

= Dasignates a required field

|Performing assessment 4

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

4. 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.
5. When Pain Locations #2 and #3 are complete and you have more pain locations to document, select
the More pain location check box.
The Other Pain 2 displays.
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(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD
File Tabs Help

[ Pain Location #4

= Pain Region

[Brke - Left

= (iher pain region

= Seveily of Pain
[D=niene - 10=warst]

=\u/hat makes pain worse

[ Changing postion
[ Coughing

[ Deep breathing
I Crian

“'what makes pain better

[ Noidentified relief factor
[ Acupressure

[ Acupuncture

[ Assistive devices [cane
[ Brace/Support

[ No effect

[ Ansiety

[ Appetite

[ Cancentration
[ Depression
[ Energy level

[] No dentfied tiggers =~
[ Berding
[ Changes in temperature

[ Chirapractic intervention

= freas of lfe alfected by pain

= Quality of pain Type of pai
4 =] | © Acute/sugical © Chionic

= (ther quality of pa Drset of original pain [years, months)

= Desoibe other tring of pain

Timing of pain———
" Constant

£ Intermittent

" Other

* Other prevoking factars) " Do pain radist
CYes Mo

* Desciitie Pain B adiation

=l

5 A

*Wther paliative factorls]  *Fx/Ote beds helping pain

. whe
-
Cammerits for areas of e Pain Goal

“Wihat pain level is agceptable
to the patient (0-10]7

:'v

[ Pain Location #5

* Pain Region * Quality of pain * Type of pai
[&m - Riah - + | | Acutessurgical € Chianic:

* Othe pai region * Other qulity of pain

= Severity of Pain = Timing of pain—————|
[D=none - 10=warst) © Constant
[ = © Intemittent

© Other

* Otier provoking Facton(s) * Does pain radial
CYes C No

= Desoribe Pain Radiation

Onset of ariginal pain (years, manths]

* Diesoibe ofher tining of pain

“\uhat makes pain worss

[ No identified tiggers

[ Bending

[ Changes in temperaturs
] Changing pastion

[] Coughing

(] Deep breathing
G

*\/hat makes pain befler
Mo identified relief factors
[ Acupressure

[ Acupuncture

[ &ssistive devices [cane, whe
[ Brace/Suppart

[] Chiropractic intervention

*Oifier palliative factorls]  *Fx/lte Meds helping pain

3
=
2

-

* reas of lite affected by pain *Eomments for aress of lite

=

g e Pain Goal
o effect - -
\what pain level s aceeplable
D et 1o the patient (0-10]
% Concentration -
Diepression
[ Energy level =l

Pain Pags 1 |

Other Pain_|[ Other Pain 2 | Pain Comm |

Pain CP

Gennf | Belong | Orient | /8

Educ

Pain | IV Resp | CV Meuro | GI GU

[ M5 [ skin JPs | Rest

MH | Func [DF [ PCE [ Wiew Test

* Designates a required field

\Performmg assessment

Admission — RN Assessment, Pain Assessment (Pain) tab, Other Pain 2 window
Pain Location #4 and Pain Location #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.

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

i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-ADM —[ofx]
File Tabs Help
FAIN ASSESSMENT

r—Fain Location H#
* Is pain a problem for the patient

G Complets Pain Location questions if pain * Pain Region “ sty of pain
= s & problem for the patisnt Hone = | -
-------- * Oiher pai region = Oitrer qualty of pain Oriset of ariginalpain (vezrs, morths)
£ Unable to respond to questions
* Enplain why patient unable to respond to questions * s patient on Palliative/

’ * Desoibe other timing of pain
it B = Seveityof Fain

 Comion Cate {J=rene - 10=worst)

 Paliative Care -

" No

© Unknown “yhat makes pain worse * Othe provaiing factarls)

*Desoribe Pain Hadistion

= Diges patient eshibi behavioral

indicators ielated to pain * Dihier befavioral indizaton

“yfhat makes pain Better * Other paliative factorls) * B/t Weds helping pain

* eas of [fe alfested by pai * Eomments for palents [fe aspeets

Pain Goal
“yfhiat pain level is scoeptabls
{0 it1e patient (040]7

= Other pain location

PainPage 1 | _ (the Pain | Other =2 | PainComm | PainCP
Genlrf | Belong | Orient | /5 | Edue  pain [V Resp | OV | Neuno | GI GU | ms skin [P/5 JRest [MH [ Func JOP [ FCE | ViewTent

* Designates arequired fizld
Go to radiogroup: |15 pain & problem for the patisnt =

|Performing assessment

Admission — RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window,
Is pain a problem for the patient/No

1. If the patient does not complain of pain, select No.

a. The Other Pain and Other Pain 2 pages are unavailable.
b. Many fields are unavailable.

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

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD
File Tabs Help

=1olx]

PAIN ASSESSMENT
—Pain Lacation #1
B rls ff'" aprablem for the patient o b Loation qusstions fpsin | Fan Fedion = Qusltyof pain
&3 is & problem for the patisnt Hane =1 =1
" No

* Unable to respond to questions

* Explain why patient unable to respond ta questions

* Iz patient on Palliative/

Cornfiart Can

" Camfort Care
" Paliative Care
" No

" Unknown

* Dther pair region

*Seyery of Pain
(O=rone - 10=erst]

“\y/hat makes pain worse

* Dther qualty of pain st of origing pain (vears, moriths]

* Desoribe other tining of pain

* Witier proyohing facterls)

* Desoribe Fait Radistion

* Dags patient eshibit behavioral

indicators related to pain * Diher behavioral indizaton

[T Hon Observed *hat makes pai betten * (ther paliative factor(s) * R/t Meds helping pai
[ Bady Rigidty
Crying
[ Facial Grimacing
[] Fidgeting
[ Frightened Facial Expression
[ Frawning
[ Moaning
[[] Negative Yocalization
[] Maisy Breathing
(] Sad Facial Expression
[ Unable to console, distract. or reassure
[ Other

= feas of [fe alfested by pain = Commerts for petient’ lie aspests

Pain Goal
“\i/hat pain levl is acoeptabls
i the patient (0:10]7

= Other pain ocation

Pain Page 1 | _Other Pain | _OibeiPain2 | PainComm | PainCP
| Resp | ov [ Mewn |Gl JGU JMsS [skin [Pis [Rest [MH [ Func [P | PCE | view Tet|

* Designates a required fizld
(o to radiogroup; |15 pain a problem for the patient =

Gen Int | Belong [ Orient [ /5 | Educ pain [V

|Performing assessment A

Admission — RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window
Is pain a problem for the patient/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

guestions text box.

b. Select behavioral indications in the Does patient exhibit behavioral indicators related to pain

list box.
c. Select aradio button in the Is patient on Palliative/Comfort Care group.

40 Patient Assessment (NUPA) V.1

Admission — RN Assessment User Manual

April 2012



2. Click Pain Comm.
Pain Comm displays.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-ADMISSION SCHEDULED S =] }F3]

PAIN ASSESSMENT

Admission — RN Assessment, Pain Assessment (Pain) tab, Pain Comm window

3. Populate Pain Comm, if necessary.
Use the General observations/comments text box for additional information.

April 2012 Patient Assessment (NUPA) V.1
Admission — RN Assessment User Manual

41



4. Click Pain CP.
Pain CP displays.

(2 Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD! 1ol
File Tabs Help

PAIN - PROBLEMS/INTERYENTIONS/DESIRED OUTCOMES

Select Prablem(s)

Lute Pan [Bcial

Chronic pain (Actual]
Manitoring and mainterance of epiduralfintraspinal infusion
Monitoring and maintenance of patient cortralled anaigesia

Monitoring and maintenance of subcutaneaus infusions
Other 1

Other 2

Desited utcome:

Select Interventions.

Froblems/Interventions and Desired Outcomes will be
carried forward to the Patient Interdisciplinary Care Plan

Wiew all interventions

Genlnf | Belorg | Orient [ w5 [Educ pain [ [ Resp [ ov [ Mewo[ &l JGu [mss [skn [Pis

* Designates a required fisld

Rest | MH Func | DP PCE | View Text

|Performing assessment

PanPagel | _OtherPan | | OtherPan2 || Pain Comm

4

Admission — RN Assessment, Pain — Problems/Interventions/Desired Outcomes, Pain CP window

Populate Pain CP.
Refer to the instructions in Working in a Care Plans on page 11.
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IV (1V)
The 1V tab contains information about 1V devices, IV locations, and dialysis ports.

No IV/Vascular Access Devices

1. Click IV.
IV Periph displays.

2. If a patient has no Vs or dialysis access in place, select the No I'V/vascular access devices check box

and none of the 1V pages or Add New IV Location are available.
3. Move to the next tab.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD
Eile Tabs Help

I ¥ Halivasoular access devies]

Select a peripheral line

DATE INSERTED SIZE

NUMBER |LOCATION

DISCONTINUED UPDATED |

Aidd Mew 4 Lozatiorn

~Edit Peripheral Line Site

L

* Ditier focation *Hitier siee
I~ 1 Biscentined

I/ discontinue date/time
“ Date/fime mserted

I= | Tubing change
Last changed
Tubing date/fime changs

I Dressing chana=
[Last changed
Diessing date/fime change

* Desoibe patency

S —
Cance] edit

*Site characterst D
*Other diessing condion *Dressinglype  *Other dressinglype. oo oo I

I Periph ¥ Centrall | [ WDkhss | W FPaned | [YCP

Genlnt | Belong | Orient | /5 [ Educ | Pain 1w Resp | ¥ | Mewo| Gl | GU | M/S | Skin | P/S | Rest | MH | Func | DP | PCE | View Test

= Designates a requied field

|Performmg assessment

Admission — RN Assessment, IV (1V) tab, 1V Periph window
No 1V vascular access devices selected
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Peripheral Lines - IV Periph

1.

S

Click IV.

IV Periph displays.

Populate IV Periph.

Click Add New IV Location.

The Location drop-down list box displays in the Edit Peripheral Line site #1 section.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD

File Tabs

I [~ Mo lV/vascular access devicss

Help

Sekect a peripheral line

MUMBER |LOCATION

DATE INSERTED

SIZE DISCOMTINUED

UPDATED

MO

NO

=1ofx]

Add Hew [V Location

rEdit Peripheral Line site #1
* ther [oation

*Location |FFERRE A

[~ Present an admission

* Dressing——————
€ Clean, dy, intact
" Diainage

" Other

* Otfrer dressing condition * Dressinglyps  *Dtfher diessing type
] Bandaid
[ Gauze
[ Transparent
(] Dther
[ None

I~ Dressing change
Last changed:
Dressing date/fime changs

* Date inserted know * Difier size
© ves Sz
 No 166G
€186
* Diate/fime ins=rted falkil
C 26
. " Dther
I~ Tubing change  Uneoun
Last changed
Tubing date/fime change
= Site characteristics ~ Drainage = Other site sppearance

[T No evidence of complications
[ Drainage

[ Pain

[ Redness

] Sweling

] Other

[~ I¥ Discontinued

¥ discontinue date/fime

* IV patent
© ¥es " No

*Deseribe patency

Cancel edit

I Periph I Central I Dialysis I Page 4 I/ CP

GenInt | Belong [ Orient | ¥/5 | Educ [ Pain v

[Resp [ v | Newa ] Gl

* Designates a required field

JGu [ Ms [skin [P5 [ Rest [MH [Func [DP JPCE | View Test

|Perf0rmmg assessment

Admission — RN Assessment, IV (1V) tab, 1V Periph window

Select a location.
Additional fields become available.

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

To upload the data, click OK.
Information pop-up displays.

)

OK

IV edits will be uploaded with the note.

x|

Information pop-up: IV edits will be uploaded with the note.

Note: The IV information is not uploaded until the RN Admission Assessment note is

uploaded.
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8. Click OK.
IV Periph tab redisplays with a location added.

I I~ NolV/vascular acoess devices

Select a peripheral line

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-ADMIS
File Tabs Help

NUMBER [LOCATION DATE INSERTED SIZE

DISCONTINUED UFDATED |

Hand Right Unknown 166G

NO YES

Add New [V Location

~Edit Peripheral Line Site
*Other location

lossion [ 5

“ Date/time inserted

I™ Tiubing change
Last changed

I~ | Diessing change
[ —

Diessing date/fine chang= Tubing date/tine chand=

*Site characterstics

* Other diessing condiion = Dressingfype “Wthen dressing bpe:

* Oither size:
I~ | ¥ Discartinued

I3/ discontinue date/time

* Desciibe patency

“Dratiags * ther sit= appearance

Cancel edit

1V Periph IV Central | 1V Dialsis | IV Paged |

I/ CP

Gen Inf | Belong | Orient | v/5 | Edus | Pain v Resp | OV | Mewo | GI | GU

[ mss Jskin | Prs [ Rest |MH [ Func JDP [ PCE | view Tent

= Designates a requied fiskd

|Performing assessment

Admission — RN Assessment, IV (1V) tab, 1V Periph window
with a peripheral line location

9. To add another 1V location, repeat steps 1 through 8.
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46

4 I~ Mo Wvascular aceess devices

Select a peripheral ine

Note: There is no limit to the number of IV locations you can enter.

@ Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-ADMISS
File Tabs Help

=1olx|

* ther sit= appearance

NUMEER: |LUEATIUN DATE INSERTED SIZE DISCONTINUED UPDATED |
1 Hand Right Unknown 166G ND NO Add New [V Lacation
-Wnst Right Urknown 166G [l YES
~Edit Peripheral L -
AP IAEEDEL = Hiher location * Uther sizz
loeten [ 5 I I¥ Discontiued
Iy ciscontiue date/tine
* Deteffimne inseried
I | Dressing chang= I= | Tubing chenae
Last changed: st changed
Dressing date/fine chenge Tubing datefime change
= Describe patency
=5ite characteristics *Drainags
~ Wit diessing eandition * Diessing fype.*Diter diessing ivpe

Caneledi

Gen nf | Belong | Orient [ W5 | Educ [ Pan v [Resp | OV

[ Neuwa | Gl

I Periph

[Performing assessment

I Central | ¥ Dilysis | _ I¥Page 4 v CP
JGu Jmss Jskin [P/s JRest [MH [ Fune [DF [ FCE | view Text
* Designates araquired field

Admission — RN Assessment, 1V (1V) tab, 1V Periph window
with two peripheral lines added
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Central IV Lines — IV Central

1. Click IV Central.

IV Central displays.

2. Populate IV Central.

N o ok

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD —[ofx]
File Tabs Help

I

Select @ central ine
NUMBER [TYPE |LEIEAT\UN |DATEIN5EHTED |DI5EUNTINUED |UPDATED |

NO NO
Add New ElL Losation

~Edit Central Line site: #1

) * Date inserted know * Catheter impreanated
*Type | Tunneled catheter - Single Lumen = | " Localion [Radial Right =1 ves with antiseptic and/or antibioi
= Oitrer location Coves O No & [nknowr
I~ Present on admission & He [ Central line di d =

* Dressing————— = .
) - Catheter power injecta
(% Clean, dy. intact | [~ Dregsing change ™| Tubing change " Dateftime nserted Certialline dseortinue date/line ([ ~"els™ " A~ g & Unknown
@ O Last changed Last changed
Dressing date/fime change Tubing date/time changs * IV patent
" Other 9 . a . & es [

*Drainage * Wther site appearance * Deseribe patency

*(Dther diessing condiion = Dressing ype * Dther dressing fupe:
(] Bandaid
[ Gauze
[ Transparert

[ Nane

1 Other

oK I Canes| edit |

¥ Perigh IV Cerial | IV Diabsis | IV Page 4 IV CP
Genlrf | Belong | Orient | w/5 | Educ | Pain _ py  [Resp | 0¥ | Meuo |Gl |GU | M/5 | Skin | P/S | FRest | MH | Func | DP | PCE | View Tert

* Designates a required fisld

|Performing assessment 4

Admission — RN Assessment, IV (1V) tab, 1V Central window

Click Add New CL Location.
The Type and Location drop-down list boxes display in the Edit Central Line site #1 section.

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 the data, click OK.
Information pop-up displays.

Information . x|

\i,) Central line edits will be uploaded with the note.

Information pop-up: Central line edits will be uploaded with the note.

8. Click OK.
9. To add another central line, repeat steps 1 through 8.
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Dialysis Ports - IV Dialysis

1. Click IV Dialysis.
IV Dialysis displays.
2. Populate IV Dialysis.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-ADM
File Tabs Help

I

Select a dialysis access lacation

NUMBER | TYPE LOCATION DATE INSERTED |S\ZE |DI5EDNTINLIED

|UPDATED |

Add Mew Dialysis Location

~Edit Disbsis access location #
“Type = Seleot didlysis lozation

one =] [None =1

™| Diessing change

* Difies location

= Date/time ifsered

Lest chianged:
Dressing date/tims change: [l e0g cierme Tubing dete/tme change
Last changed:

* ther diessing condion = Dressigtype ther diessing type.* Site characteristics * Dirainage

* ther site appearance

* Witer size:

I | Dialysis catheter dissontinued

Discontinue date/fime

[k | Eaticel edit |

TP ] Y Cental IV Page 4 v CP

Genlrf | Belorg | Orient | ¥/5 | Educ | Pain 1y Fesp | ¥ | Mewo | GI GU | M/ [skin [ Pss

Rest | MH

Func_| DP

Wiews Text

* Designates a required fisld

|Performing assessment

Admission — RN Assessment, IV (1V) tab, IV Dialysis window

with no Dialysis location

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.
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(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD _ ol x|
File Tabs Help

I
Select a dialysis sccass lacation
NUMEER [ TvPE

LOCATION DATE INSERTED |SIZE |D\SEDNT\NUED |LIPDATED |

NO NO AddNew Dislys's Lucation

[ Edit Dialysis access location #1

*Tope * Select dislpsis location  * Other locahion

= Dale inserted know = Sizg———
ICer\tla\Venous Catheter [Dislysis catheter - Double Lumen, Tun_~ | IEloln-nghl =  Yes 0 No S (5

— G
“Dressing | | Dressing change * Dale/time inseed
£ Clean, diy. intact
- Last changed [ Tubing change b et e
" Drainage Dressing date/time change A ubing date/ime change
" Other

206 [~ Dislysis catheter discontinued
# Other dressinn corndition * Dressing ype

* [ther size

26
© Dther
© Unknown

Dissontinue date/fime:

“Uher dressing yoe * Sits characteristios = Drainzge = iher site appearance:

Ho oms of complid
1 Bruitthiil present
1 Bruitthill nat present

] Sweling = oK | Ccancledt |

IV Peiph | W Central | [ W Dialysis WPaged | e |
Genlnt | Belong | Orient | /5 [ Educ | Pain 1w Resp | ¥ | Mewo| Gl | GU | M/S | Skin | P/S | Rest | MH | Func | DP | PCE | View Test

* Designales a requied field

|Performmg assessment

Admission — RN Assessment, IV (1V) tab, 1V Dialysis window
with Edit Dialysis access location #1

4. Select a type and a location.

Note: When you select AV Fistula or AV Graft for Type, a warning message displays
to advise against using the patient’s affected arm for BP or needle sticks.
You must place an arm band on the affected limb to prevent any mishaps.

Warning x|

3 Place arm band. Mo blood pressure or needle sticks
. in the arm that the AV Fistula is in!

Warning pop-up:
Place arm band. No blood pressure or needle sticks in the arm that the AV Fistula is in!

5. Complete all the fields with asterisks; they are required fields.
6. To cancel entered data before upload, click Cancel edit.
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7. To upload the data, click OK.
Information pop-up displays.

Information x|

\i,) Dialysis edits will be uploaded with the note.

Information pop-up: Dialysis edits will be uploaded with the note.

8. Click OK.
9. To add another dialysis access location, repeat steps 1 through 8.

General Observations/Comments — IV Page 4

1. Click IV Page 4.
IV Page 4 displays.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD| _ ol x|
File Tabs Help

I

General observations/comments

IV Cential | IV Dialysis IV Page 4 wee |
Genlnf | Belong | Orient [ V45 | Edue [ Pain Resp | Cv | Neuo | Gl GU_ | M/S | Skin | P/S | Rest |MH | Func | DP | PCE | View Ten]

* Designates a required field

|Performing assessment 4

Admission — RN Assessment, 1V (1V) tab, 1V Page 4 window

2. Populate IV Page 4.
Use the General observations/comments text box for additional information.
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Care Plan - IV CP

1. Click IV CP.
IV CP displays.

Admission - RN Assessment - BDYDXY, L (5786) Ward: P _ ol x|

File Tabs Help
I - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

Select Problemls) Desited outcare

Blood/blood products administration (Bctual) Frevention of potential complications rekated to a WAD
Dialysis Catheters [Aetual]
Peripherally inserted central catheter (FICC]Actual)

K] [bctual

Other 1
Other 2

Select Interventions

[ Education - Educate the patient and family regarding purpose and care of 3 VAD =
[ Treatmerts/pracedures - b aintain universsl precautions

y ) 1o
should be perform

P W 8 ¢
Treatments/procedures - Verify infusate orders as applicable Frablems/Interventions and Desired Outeomes will be
Treatments/procedures - Appropriately identify the pafient before therapy catied forward to the Patient Interdisciplinary Cars Plan
Treatments/procedures - Maintain asephic lechnique whenever the YAD is manipulsted

Treatments/procedurss - Mirimize intetmuptions of the intravsnous system b reduce the risk of infection

Treatments/procedures - Dressing change: Uss chiothexiding for the skin cleansing of venous access devices for anti-sepsis whils psiormi

Treatments/procedures - Dressing change: Changs dhessing using aseptic technique and universal precautions Add/Change Cancel

Treatments/proced.res - Dessing change: Use siher gauze squares of 3 iansparent dressing n accardange with patisnt prference for th
Treatments/praced.res - Dessing change: Change the venous azcess device dressings ever 7 days i Using a hiansparert diessing or wh o ———
Treatments/pracedres - Dressing change: Ensure tha the catheter s secured and stabiized o prevent aceidental dilodgement when chz
Trestmants/procedures - Changs ubing. drsssings. snd caps sccordng to agency policy

Trestments/procedurss - Flushing catheter Establish s mechariam to flush the VA [, by using a posiive diplacement techniqus or tsc
Treatmans/procedurss - Flushing catheter: Uss stetls techriqus akong with specisly designsd norecoring nesdes when accessing an npl
Treatments/procedres - Flushing catheter: Use fbincltic agents to restore patency to an occluced VAD per provider order when thiombol
Treatments/procedres - Flushing catheter. Disifect injection caps with  chilathesidine/alcohol sabton ot providone-odine both befare ar
Surveilance - Manior for signs and symplams associaled with local and systemiz nfealion (2.0, tedness, sweling, lendemess. fever, makass
Survellance - Maritor for signs of calhter occhusion

[ Education Dther 1 =

Treatments/procedures - Confiim the placement of a cential VAD with an s1ay report after the inital insstion and before beginning therapy

¥ Perigh 1Y Central | IV Disysis | _ ¥ Page 4 IV CF
GenInf [ Belong | Orient | w5 | Educ | Pain v Resp | C¥ | Mewo |Gl | GU | M/ | Skin | PS5 | Rest |MH [ Func JDP [ PCE | iew Text
= Designates a required field

\Per‘formmg assessment

VA

Admission — RN Assessment, IV — Problems/Interventions/Desired Outcomes, IV CP window

2. Populate IV CP.
3. Add/Change problems/interventions, if necessary.
4. Refer to the instructions in Working in a Care Plan on page 11.
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Respiratory (Resp)

The Respiratory Assessment tab contains an assessment of the patient’s breathing at admission.

i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-A =lolx|
File Tabs Help

RESPIRATORY ASSESSMENT
* Patient/family/support person *WWhy could o one respand *Tilher reason 1o one could respord = Informatian obtained from " Other source of iformation
[—able to respond to guestion: [ Patient
[ Authorized surogate
£ Family/Support Peison
£ Mecical Record
[ Other
= :F"a:enl has a ‘hlsdlury of * fther history » DHE;pllallury pattem e espiaton Paltem — w po oo don
one reparte caular :
[ &sthma ] Irregular - Agonal ' e Abnoimal Chest blpvement
[ COPD [ Iireqular - Cheyne-Stokes (" Deep
0 Pulmonary Emboli [ Inegular - Kussmal € Shallow
[ Fulmanary Fibiosis [ Irvegular - Other
% Upper st nfcions R
5 Dther “Respistoprats [0 2] (" Equal, bilateral, sprometrical
0 Abnomal
“Wiork of breathing “Other work of bresthing
T No dificulty observed Cyanosi
] Dyspriea [shoitriess of braath)  MNone
L] Nasal flaring € Central - tongue and lips
% Eﬁg‘;ﬂ"jgs € Peripheral - earlobes, fingertips, around lips
O] Use of accessory muscles
[ Other
I Abssen Crachles/Fiales Difnfrished/decreased  Rhanchi Wiheseing erpictey  WHESHNG NSHEO | g
€ Clear I Fleural fiction b
 Abnomal

Flesp Fage 1] _FespPage 2| FespPage 3| | RespCP
Gen Irf | Belong | Drient [ /5 | Educ [ Pain [ 1v Fesp |O¥ | Mewo |Gl [GU | M/S [skin [P/ JRest [WMH [Func [DP | PCE [ viewTeut

* Diesignates & required field
(o to radiogroup: | Respiratary depth =

Performing assessment A

Admission — RN Assessment, 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 text box to enter the patient’s current respiratory rate.
b. Complete all the fields with asterisks; they are required fields.
3. Click Resp Page 2.
Resp Page 2 displays.
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(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD!
File Tabs Help

RESFIRATORY ASSESSMENT
) : ) = & putum color * iher sputum cofon * Sputum cansistency ~ Other spuiwm consistency
Froductive cougl Sputum amount—  [=goq = D Frofhy
£ Yes C Large ] Brown 1 Mucous Plugs
C Moderate E E\Eal E mck
Mo feen in
£ Smal 7 Pink = ] Other
o Chest tubs
Psspiratory devicess *Location 1 * Suction * Other suction “ A Leak * Chest tubs drainage * Dressing * Other dressing
E.i’"e.. b Hone - | | Waterseal [ Hane = | [CHane o | [T Clean, diy. intact
7 Efl u! ; " [ 20cm ] Slight bubbling on expiration 1 Small [ Drainage
Hac'”' OraSed oxyOsn C10em [ Large air leak on expiration ] Moderats 1 Other
Tfﬁ’gﬁ;ﬂ";‘.ﬂ? ] Other ] it leak on inspiration/expiratic ¥ | | Large hd
[ Locafion 2
Home oryg Facilty ordered o
= Liter flow———— == fiter o i Other delivern method * Ui flow—— * Dtherfter o oy Other delive method
1 Lin " Bipap 1 LMin " Bipap
 2LMin ; EPaD ‘ © 2LMin ; EDBP |
£ 3LMin e  3LMin i
£ Catheter ! C Catheter
4 LMin £ Mask 4 LMin  Mask
 Other  Other  Other " Other

“eriiator dependent - chraric commerts
Flespiratory Cansult

Resp Page 1 | [Fesp Page 2 | RespPage3|  RespCP
Genlnt | Belong | Orient | %45 | Educ | Pain | 1 Resp |V | Mewo ] Gl GU [ M/S [skin [P/ [Rest [MH [ Func [DP [ PCE | wiew Test
* Designat d fiekd
coaneies areqiiesie Go to radiogroup: [Froductive caugh -

|Perfurmmg assessment

Admission — RN Assessment, Respiratory Assessment (Resp) tab, Resp Page 2 window

4. Populate Resp Page 2.
a. Complete all the fields with asterisks; they are required fields.
b. When Home oxygen is selected under Respiratory device, the Respiratory Consult is available.
Order a consult according to your medical center policy.
c. Refer to the instructions in Working in the Consults on page 15.
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5. Click Resp Page 3.
Resp Page 3 displays.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-A _ ol x|

File Tabs Help

RESPIRATORY ASSESSMENT

Trachenstor, -

Ty * Other trach bpe < Size know * Stoma appearance * Other stoma appeararice. Dressin = Other diessing
e a

((: Fenestiaed " Yes & No & Clean, diy, intact

" Monfenestrated * Tracheostomy size € Mo dressing/open lo air

£ 0ld stoma#no applisnce, es

£ Other ] Tissue breakdown prasent £ Other

* Typs of tobacsa used

*Tobaccoscreen——————————— |
" Litetime non-tobacco ussr

" Formes tobacea ussr, but now quit

& Curent tobaceo user

] Cigars/Pipe
71 Smokeless tobacca (snuff/cheving)

" Patient declines to answer

* pproyimate quit date

* Tobacco education

Istuietions for farmer Usage

General Observations/Comments

[ Patient states fe/she not interested in leaming about smoking cessation

[] Education not appropriate due to patient condition

[] Education re dangers linking oxygen and smoking ta fire potential

[ Discussion with patient/support person re importance of stopping smoking (stop using tobacea)
[ Discussion with patient/support person re importance of not resuming smoking o tobacca use
[ Brochure/handouts provided on tobacca use cessation

] Refenal to a smoking cessation class of clinic

] Suppart of ricatine replacement therapy if prescribed during hospital stay or at discharge

RespPage1 | RespPage2 Resp CF

Gen Int | Belona [ Orient [ /5 | Educ [ Pain [ v Resp |V | Meuo | Gl GU M5 [skin [P [ Rest [MH [ Furc JOP [ PCE | wisw Tent

* Designates a required fisld

Go to radiogroup: | Tobaceo sciesn -

|Performing assessment

4

Admission — RN Assessment, Respiratory - Problems/Interventions/Desired Outcomes, Resp Page 3 window
contains the Tobacco screen

6. Populate Resp Page 3.

a. If the patient has a tracheostomy, complete fields with asterisks; they are required fields.

b. Complete the Tobacco fields with asterisks; they are required fields.
Note: Health Factors are deposited into PCE for Clinical Reminder resolution and/or

cohort identification.
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7. Click Resp CP.
Resp CP displays.

Admission - RN Assessment - BDYI

File Tabs Help

RESPIRATORY - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

Select Problem(s)

Desired Outcome:

Asthma (Betual

Dysprea in the patient with chianic abstructive pulm dis
Moritoring and maintenance of chist tube [hctual)
Dupgen depiivation (Actual/ootential

Select Interventions

Cessation of tobacco use of rscognition by patient that thers is a nes
to stop smoking

[ | >

[] Education - Determine rzadiness to learn about smoking cessation
[] Education - Provide clear consistent advice to quit smoking

[ Education - Support nicotine replacement therapy if ordered
[ Education Other 1

[ Education Other 2

L] Treatments/Pracedures Other 1

[ Treatments/Procedures Other 2

[ Surveillance Other 1

[ Surveillance Other 2

[ Case Management Other 1

[ Case Management Other 2

[ Other

Other

[ Education - Educate regarding dangers linking oxygen and smoking to fire potential

Gen Int | Belong [ Orient [ /5 | Educ [ Pain [ v Resp | CV

| News [ Gl GO [ M5 skin [P [ Rest | MH

Froblems/Interventions and Desired Qutcomes wil be
carried forward to the Patisnt Interdisciplinary Care Plan

Add/TChange Cancel

Wiews all interventions

Func

RespPage 1 | RespPage2 | RespPage3

PCE

Wiew Text

* Designates a required fisld

|Performing assessment

Admission — RN Assessment, Respiratory - Problems/Interventions/Desired Outcomes, Resp CP window

8. Populate Resp CP.
Refer to the instructions in Working in a Care Plan on page 11.
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Cardiovascular (CV)

The Cardiovascular Assessment tab contains a history of the patient’s cardiovascular health.

=1olx]

(@ Admission - RN Assessment - BDYDXY,U
File Tabs Help

L (5786) Ward: PH

CARDIOVASCULAR ASSESSMENT

7 Mther source. afinformation

* Information obtained from

= Patient/family/support person~ /hy could o ore espond = [iher reason nojone could respond

rable to respond to question:
E Authorized surrogate
- Familp/Suppart Persan
PV B ] Medical Record
] Other
* Patient has a history of * Other Fistory __Edsma and Locations - Mark only the locations where edema s found
Facis——— [Periobitst—— [Rightam—— Leftam—— [Righthand— [Lefthand——
 Trace " Trace  Trace  Trace " Trace € Trace
[l Angina 1+ Pitting 1+ Piting 1+ Pitting 1+ Pitting 1+ Pitting 1+ Pitting
] Anticoagulant Therapy 2+ Plitting 2+ Piting 2+ Pitting 2+ Pitting 2+ Pitting € 2+ Pitting
L Arthythmizs " 3+ Pitting 3+ Piting " 3+ Pitting " 3+ Pitting 3+ Pitting 3+ Pitting
LICAD £ 4+ Pitting 4+ Pitting 4+ Pitting 4+ Pitting 4+ Pitting " 4+ Piting
%Eﬂgﬁ N N N (a7 N N
S Sawa— [Fighthie—— [Lelthp—— [Fighllg— ~Leftleg— Pedalright— Pedalleft—
i C Tracs C Trace C Tracs C Trace € Tracs € Tracs € Trace
[ Peripheral Vascular Disease £ 1+Piting | | 1+ Pitting £ 1+Fittng 1+ Piting 1+ Pitling £ 1+ Piting € 1+Fiting
P " 2+Pitting | | ¢ 2+ Pitting " 2+ Piting " 2+ Pitting " 2+ Pitting " 2+ Pitting 2+ Pitting
" 3+Pitting | | 3+ Pitting " 3+ Piting " 3+ Pitting " 3+ Pitting 3+ Pitting 3+ Pitting
" 4+ Fitting | | ¢ 4+ Pitting " 4+ Pitting " 4+ Pitting " 4+ Pitting " 4+ Pitting € 4+Pitting
N Lol 77 N/ A (ol 77 Lol T S
* Extremities Extremities comments Auseul
Z - Heart hyth O Deseribe sbriommal sound
[ Capillary Fiefill Less than 3 Seconds *Heart Rate |65 & Regul & Nomal
[ Capillry Fiefil Greater than 3 Seconds EpIET i
€ Inegular € Abnomal

CvFagel | [V Page2 ovir |
Genlrf | Belong | Orient [ W5 | Edus [ Pain | W [Resp v [Mewo |Gl JGU M5 [skin [ Pes [Rest [WMH [ Fune JOP [ PCE | wisw Text|
* Designates a required field Goto radogoup: lh' -
\Perfurmmg assessment 4

Admission — RN Assessment, 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.
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3. Click CV Page 2.
CV Page 2 displays.

(@ Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-A _ ol x|

File Tabs Help

CARDIOVASCULAR ASSESSMENT

P
Badial Pulse Doisalis Pedis Pulse Posterior Tibial Pulse
= Left * Rlight Left Right Left Riight
. *Deseribe venous distension * Cardiac devices *Other cardiac device:
Jugular Venous Distensior ;
I Right Caif More
€ es 5] Eiemal pacemaker
I Left e % Permanent pacemaker
Implantabl dioverter defibrilator (ICD]
. £ Posiive L Iplatable cardoeterdeo tor ICD)
Postive is call pain reported on flexion of foot
* Ottier cardiae marter rhythm General abservations/camments

- Cardiac moritor thythm——————
" Atial Fibiilation

Al Flutter

€ Junctional Ahythm

£ Sinus Arthpthmia

" Sinus Bradycardia Heart rate: 5
© Sinus Rhythm
£ Sinus Rthm with PACs P 'Wave prasen
€ Sinus Rkythm with PICs " Yes © No
£ Sinus Riwthm with PYCs
£ Sinus Tachycardia

© Supraventricular Tachycardia PR Interval

SR with 15t degree Heart Block.

" 2nd degres Heart Block - Type | | ORS Duration:

" 2nd degres Heart Block - Type 1|
£ 3rd dedree Heart Block li
€ Torsades de Faintes Twave

" Ventricular Tachycardia

€ “entricular Fibrillation QT Interval

" wids Complex Tachycardia

» O ST Segrent
E CvPage1 |[ CvPage2 CvCP

Genlrf | Belong | Orient | /5 [ Edus [Pain |V [Resp oy [Mewo]al GU_ | M/S | Skin | P/5 | Rest | MH | Func | DP | PCE | View Temt]
R Go to radiogroup: [Jugular Venous Distension -

[ Cardiac monitor

& VYes

£ Mo

|Performing assessment

Admission — RN Assessment, Cardiovascular Assessment (CV) tab, CV Page 2 window

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.
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5. Click CV CP.
CV CP displays.

Admission - RN Assessment - BDYDXY,U
File Tabs Help

L (5786) Ward: PH

CARDIOVASCULAR - PROBLEMSANTERYENTIONS/DESIRED QUTCOMES

Select Froblem(s) Desired Duteome

=S

‘Acute Coranary Syndiome [ete M1) [Bctual)
Chranic Yenous Insufficiency [C1)
Congsstive Heart Failue (4ctusl)

Dieep Vein Thiombesis [DVT) [Actual)

Dieep Yein Thiambesis [DVT) [Potential)
Peripheral Vascular Disease [PYD] [dctual]
Other 1

Other 2

K

Select Interventions o uncheck to delete

Prevention, recogrition and ieatment of abriomal cardiac thythms

|

[] Education - Educate on treaiment options, medications, and measues (o decrease fisk of reoccurence of the abnamal cardac iihms
[ Treatments/procedures - Aniange for 12 lead EKG if abnomeal thythm develops s ordered by pravider
[ Surveiliance - Monitor labs and crygenation status which might precipitate sbnarmal tythm

[ Education Other 1

[ Education Dther 2

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

[ Surveillance Other 2

[] Case Management Other 1

[ Case Management Other 2

[ Other

[ Surveillance - Monitor EKG changss that increass the risk of dysthythmis development [prolongsd AT interval, frequent PCs, and ectopy clase
[ Surveillance - If abnomal cardiac thythms occur, evaluate patient for other signs/symptoms associated with the thythm (2.9, chest pain, dificulty

Prablems/lnterventions and Desiied Dutcomes wil be
carried forward to the Patient Interdisciplinaty Care Plan

Add/Change Cancel
Wiew all interventions

CVPagel | _C¥Page2

Gen Int | Belong| Orient | /5 | Educ [Pain [V [Resp oy [Mewo |Gl [GU M [skin [Prs | Rest [MH

| Func

DP PCE | View Text

* Designates a required field

|Performing assessment

A

Admission — RN Assessment, Cardiovascular — Problems/Interventions/Desired Outcomes, CV CP window

6. Populate CV CP.
Refer to the instructions in Working in a Care Plan on page 11.
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Neurology (Neuro)

The Neurological Assessment tab contains an assessment of brain related issues and includes instructions
for assessing the patient’s level of consciousness.

The directions for the Glasgow Coma Scale are on Neuro Page 1. The score is automatically calculated

and transferred to the finished RN Admission Assessment note.

File Tabs Help

sion - RN Assessme

NEUROLOGICAL ASSESSMENT

- BDYDXY,ULN L (5786) Ward: PHX

=1olx]

* Patient Afamily/support person
[ able to respond to question:

& Hed  No

* Patient has a history of
None reported
A

[ Multiple: Sclerosis

[ Seizures

[ Spinal cord injuy

[ Traumatic Brain Injury [TE)
[ Other

* Other neurological problem

=4/hy could o ore respond

“ Spinal Cord Injury Level

“ Desoribe Spimal Cord [ njury Level

* Other reason o ene could iespond

* Infarmation obtained from *Mther source of information

L] Patient

[ Authorized sunogate
[ Family/Support Person
[ Medical Record

[ Dther

Instructions for completing Glasgaw Coma Scale

* Oiientation

' Persan, place, time, and situation
' Persan, place, and time

(" Person and place:

" Person only
 Nat criented at all

* Lewel of Consciousness [Glasqovw Coma Seals]

Everesponsescare [T+
Verbal espanse score [ =
Motor response scare [3 =

Total score: 7

Score is expressed as Epe (C} + Verbal (4) + Mator (3)

Glasgow score catsgaliss

13-15 [nomal result)
312 [conelates with moderate brain injury)

5 or less [correlates with savere brain injury)

Information: The Glasgow Coma Scale is used to quantity the
level of consciousness and is scored between 3 and 15,
3 being the worst, and 15 the best, It is composed of thiss
paramelers: Best Eye Response, Best Verbal Response,
Best Molor Response. The definition of these parameters
is given below

Best Eys Response. 4]
Eyes open spontaneously

Epe opening to verbal command

Eye opening to pain

No epe opening,

Denotes closed eye or if patient is unable to apen an eye
due to swelling, nerve palsy or eye dressing

Indicates presence of phamacological paralysis

RS

Biest Verbal Fiespanse. (5)

5. Oriented

4. Confused

3. Inappropriate words

2. Incomprehensible sounds

1. Mo veibal iespanse

T Indicates presence of an ET or Trach ube

D Indicates patient aphasia

P Indicates presence of phaimacological paralysis

Biest Motor Response. (6] [Best am response)
6. Obeys Commands

5. Localzing pain

Newo Page 1| MewoPage2| MeunCP

Gen Int | Belona | Orient [ /5 | Educ | Pain_ [ 1v

JReep [0V ewa [G1

* Designates a required field

-

=l

JGu M Jskin [Prs [ Rest [MH [Func [DP [ PCE | viewTest
Go ta radingroup: | able ta respond to questions -

|Performing assessment

Admission — RN Assessment, 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.
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3. Click Neuro Page 2.
Neuro Page 2 displays.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PH
File Tabs Help

MNEUROLOGICAL ASSESSMENT

= |=lx]

Deseiibe lens implant/prosthiesis® |~ L N, € Some reaction to light (sluggish)

 Other " Naoreaction to light

—Mola *Speech/anguage |
Instuctions for perfarming motor assessment * Right an *Leftan *Right I = Left s = Clear
(435255 motor strength bilalerally. Have the patient flex and extend am against & By @ 5. & By & By 1 Abnarmal - Slured
vour hand, squeeze your fingers: litleg whie you press dewn on the thigh; - - . " € Abnomal - Aphasic
hold leg straight and Ift it against araviy: and flex and extend foat against your ¢ Abnormal - Dysathric
hand. Grade sach extremity using the scale below: 3 3 3 3 £~ Other
o2 2 o2 o2
5 +- ctive movement of extremily against graviy and maximal resistance fal o1+ fal o1 « Oiher speechylanguage
4+ - Active movement of extremity against gravity and moderate resistance ol ol el ol
3+ - Active movement of extremity agairst aravity but NOT against resistance
24 - Active movement of extiemity but NOT against gravity N O N N N
1.+ - Slight moverent (ficker of contraction)
0- Nomovement
Pl
= Lens implant/prosthesi Reactivity
o e g Ok *Fight eye *Left epe
& Unknown * Equal & Brisk reactionto light  Brisk reaction to ight
" Right greater than |eft

" Some reaction to light (shuggish]

* Sensations - Paresthesias o Serisation: presert * Renuires assistive commurication * Commurication device needed— Geheral bservations/comments

newcpathies present——— device ta meet basic need

£ Yes £ Ves

@& No @& Mo

Newro Page 1| [Newo Fage 2] NeunCP

Gen Inf| Belong | Orient [ w5 [ Educ [ Psin | ¥ JResp | OV Mewo [GI [ GU [ MsS [ Skin [P/S | Rest | MH

[Funs [ OP [ PCE | view Text

* Designates a required fisld
Go to radingroup: | Right aim - -

|Performmg assessment

¥

Admission — RN Assessment, Neurological Assessment (Neuro) tab, Neuro Page 2 window

4. 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.

5. Click Neuro CP.
Neuro CP displays.
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(i Admission - RN Assessment - BDY| L (5786) Ward: P _ ol x|
File Tabs Help

MEUROLOGICAL - PROBLEMSANTERVENTIONS/ DESIRED QUTCOMES

Select Problemls] Diesired Dutcome
Autonomic Dysieflssia (40 [Patential Fraleclion of patient in the event of @ seizure.
Dieliium {Actual)

Mana

it of Acute Stoke [Actual)
| instability [Increased Intracranial Pressure]

Other 1
Other 2

Select Interventions

T Trestments/pracedies - Assure that cal bal i Shiays wihn patients reach =
[] Education - Instruct patient not to get out of bed without assistance
Education - Make sure that the famil knows where: cal bell s and how 1o use it
Treatments/procedures - Have following equipment asserbled at bedside: Nasal cannula/tubing, oxpgen flow meter, suction gauge, tubing | | (ooleme/Intetventions and Desired Butcomes il be
Trestments/procedures - Pad side raik of bed

Trestments/procedres - Keep bed n low positon witk 2l sids rails up at ol imes

Treatments/procedures - Keep Unnecessary equipment oLt of patisnts room

Treatments/procedures - Aseure that cal bellis always wihin patient’ reach

Treatments/procedures - Avoid use of restaints i/ Chne —
Treatments/procedures - Obtain one-to-one sitter if patient is unable to follow instiuctions to maintain safety

Surveilance -In the event of seizure, remove hazatds, protect patient fiom faling, posiion patiant on side, with head supparted in & neviral
Surveilance -In the event of seizure, observe & record patten of the: seizure(z). note & record the duration of seizurefs], o ot force angth PO
Surveilance - Maintain aimay patency duing the post ichtal phase (period of lime mmediateh follwing the seieure, during which the pafien __ Viewalmevenion:_|
Surveilance - Mairtain cortinuous cbservation

Surveilance - Assign patiert o roam in close prosimity to the nurses station
Education Other 1

Education Dther 2

Treatments/Frocedures Dther 1

Treatments/Frocedurcs Dther 2

Surveilance Dther 1

[ Surveilance Dther 2 =

carried forward to the Patient Interdisciplinary Care Plan

Surveilance Other 2

Meuro Page 1| Neura Pags 2| [ Heuo CF
Genlnf | Belong | Orient | ¥/5 [ Educ [Pain | v [ Resp | OV Mewo [GI GU | M/S [Skin | PS5 [ Rest [MH [ Func JDP [ PCE | Wiew Tent

* Designates arequired field

\Performmg assessment A

Admission — RN Assessment, Neurological Assessment (Neuro) tab, Neuro CP window

6. Populate Neuro CP.
Refer to the instructions in Working in a Care Plan on page 11.
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Gastrointestinal (Gl)

The Gastrointestinal Assessment tab contains abdominal and bowel assessments, a nutrition screening,

and a dietary history.
[ )
Consult is required.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-A

File Tabs Help

GASTROINTESTINALASSESSMENT

* Patient/famip/support parson 4/ could ro one £pond

[~ able ta respond to question
E Authorized sunogate
« (ol Family/Support Person
e to 1 Medical Record
] Other

* Patient has a history of

mesis
[J Bleeding - Stool

[ Canstipation

[ Diarhea

[ Incantinence of staol
[ Mausea

[] Yomiting

[ Qther

= Oiter ressnn no one could respond. # Information obtained from *Wther sowce of itfarmation

bdaminal

* ther histor * &bdomen * Other abdominal Bowel sounds comments

* Bowel sound;
’75' Present " Absent |

= Present bowel sound:
{(-‘ Nomal ¢ Hypoactive £ Hyperactive

Last Bawel Moyement Dal “Dite of Last Bowel Mavement
 Krown & dirkrowr

—Bowel
[ “Bowelpattern—————
* Daily

" Several times a week
T Weekly

= (ther bowel pattem *Lizsative rame and frequency of uss = Enema type and fregquency of us=

[T Lasative use ™ Enema use

" Dther

™ Bowel progiam

*Bowe| program schedule

* Bther bowel program schedule Hedication /irestment

* Bowel care - start tine = Bowel care - completion e

Bl cate position Hiurs:

Gl Page 1 GlPage? | GIPsgs3 | GICP
Gen|nf | Belong | Orient | %/5 | Educ | Pain | 1 Fesp | OV | Mewo G GU [ M5 [Skin [P/ [FRest [MH [ Func [DF [ PCE | wiew Test
* Designat d figld
Snetes 2 EquEEe Goto radiogroup: [Bowel sounds -
|Perf0rmmg assessment i

Admission — RN Assessment, Gastrointestinal Assessment (G1) tab, GI Page 1 window

Click GI.
Gl Page 1 displays.
Populate GI Page 1.

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

On GI Page 3, when any items listed under the Nutrition consult guidelines are selected, a Nutrition

On GI Page 3, when any Dysphagia question is answered with Yes, a Speech Consult is required.

62

Patient Assessment (NUPA) V.1
Admission — RN Assessment User Manual

April 2012



3. Click Gl Page 2.
Gl Page 2 displays.

(i Admission - RN Assessment - Bl _ ol x|

File Tabs Help

GASTROINTESTINAL ASSESSMENT
" Devics bype * Olther device bype:
] Colostomy bag
[ Gastostamy tube
] GAJ tube
[ lleostomy bag
[ Jeiunostomy ube
(] Masogastric ube
PEG

[ Rectal tube T e
1 Salem sump )
[] Small bore feeding tube * fippetite * Other appetite
[l Other * Description of patient |
— ol L] Fair

- Oral Screen “Well nourished 1 Poor

Asssssment . General Assassment - Mucous Membrane  Obese T Incressed

g 0 fimpairments E Be:{je‘asedd .

Assistance needed with oral hygiens  Emaciated nable to determine

[ Difficulty chewing aciats [ Other

] Difficulty swallowing ] Lesions prssent

[ &0l teeth present [ Pale Height: 68 in

] Foor deniion [ Pink )

] Mo deniition e T

] Could not assess BMI: 22 (DEC 14, 20116@08:37:26)
—Dietary Hista

*Doss patient have any sthric/cultural! * Food preferences/Epecal dist resds

eligious foud preference:
© Yes & o

= Does patient have any

special diet need
© Yes = Ng
Gl Page 1 |[ GIPage2 GlPsge3 | GICP

Genlnf | Belong | Orient [ /5 [ Educ [Fain [ [FResp [ ¥ [ Mewo g [GU M/ Jskin [P/S [Rest [MH [Func [DP [ FCE | viewTen

* Designates a required field
? ” Goto radogioup: [ fod mefeernces <] [_ga_|

|Performing assessment 4

Admission — RN Assessment, Gastrointestinal Assessment (G1) tab, GI Page 2 window

4. Populate Gl Page 2.
Complete all the fields with asterisks; they are required fields.
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5. Click Gl Page 3.
Gl Page 3 displays.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD
File Tabs Help

GASTROINTESTINAL ASSESSMENT

Dysphagia
* Other resson unableto soreen Dysphagia sk factors

* Dysphagia sorsen—————

& Ableto scresn = Disanosis of new stioke.  * Modified teture dist/

 Uniable - Patient on Vertiatar head and neck cancer, o esting maneuvers (6.0 = Unable to

£ Drble - Potiont vnoomssims rqumalic brain inju chin tuck; head tum follow eommand

€ Unable - Other (r‘ Yes @ No v—‘ ((: Yes (Mo (r‘ Yes & Mo

N

* Tongue deviation

* Wiet gurgly voics * Drogling while awaks from midir Speech Consult
(r‘ Yes (v NDT ’7(‘ Yes & Mo T (r‘ Ves & Hlg

* Unintentional weight loss of Pt reports unintentional gain/’

[-gain in the past ot [s¢ of weight if the past morth
" Yes Gensral Observations/Commsnts
* No
" Urknown

Nutrition consult guidelines

Patiert on tube feeding or total parenteral nutrion
[] 5% unintentional weight gain o loss in past 30 days
[ Mausearvomiting/diarthes for greater than 3 days
[ Less than 50% usual intake for greater than 5 daps
v SN n

Mutrition Consult

GlPagel | GlPage2 [ GiPage3

GICP |

Genlnf | Belong | Orient [ %75 [ Educ [ Pain [ v JResp [ov [ Mewo g [GU M [skin [ Pis [Rest [MH [ Func JOP [ PCE | viewTent
FCEEES I Goto radiogroup: | Dysphagia screen -

\Ferformlng assessment

Admission — RN Assessment, Gastrointestinal Assessment (G1) tab, GI Page 3 window

6. Populate Gl Page 3.
a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments text box for additional information
c. Gl Page 3 contains Speech Consult and Nutrition Consult.
Refer to the instructions in Working in the Consults on page 15.
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7. Click GI CP.
GI CP displays.

File Tabs Help

L (5786) Ward: PH

GAZTROINTESTINAL - PROBLEMS/NTERVENTIONS/ DESIRED OUTCOMES

Select Fioblemis)

Desired Qutcome:

Aapration risk [Patential

Bowel incontinence [Actualépotential]

Bowel training (etual]

Consipation (Actual/patential)

Dianthea [Actual/patential)

Fluid management [Actual/potentisl)
deguate nulition [4ctusl/Potential

Select Interventions

a | [Alleviation and/or prevention of nausea

\/potential) LI LI _;I

[ Education Other 1

[ Education Other 2

[ Treatments/Procedures Other 1
[ Treatments/Procedures Other 2
[ Surveilance Other 1

[ Surveilance Other 2

Case Management Other 1

[ Case Management Other 2

L Dther

Treatments/procedures - Use guided imagety and progressive muscle relaation
(] Treatments/procedures - Provide support and information

[] Treatments/procedures - Provide support and information

[ Treatments/procedures - Administer effective anti-emetic diugs as ordered

Problems/Interventions and Desied Outcomes wil be
carried forward to the Patient Interdisciplinary Care Plan

Add/Change Cancel
Wiew all interventions

Treatments/procedures - Uss quided imagery and progressive muscle relaxation

GlPage1 | GIPags2 |

GlPage3 |[ GICP

Genlnf | Belong | Orient | Y/5 | Educ

[Fan [ [FResp | [ Hewo g GU [ M5 [skin [P [FRest [MH | Func | OF

[ FCE | view Text

|Performing assessment

* Designates a required field

VA

Admission — RN Assessment, Gastrointestinal — Problems/Interventions/Desired Outcomes, GI CP window

8. Populate GI CP.

Refer to the instructions in Working in a Care Plan on page 11.

April 2012

Patient Assessment (NUPA) V.1
Admission — RN Assessment User Manual

65



Genitourinary (GU)

The Genitourinary Assessment tab contains information about the quality and quantity of urine.

Questions about urine are optional because patients may not be able to void at time of the assessment.

i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-A
File Tabs Help

GEMITOURINARY ASSESSMENT

=1olx]

= Fatient/familp/support person

able o respand o questions—|
& Yes Mo

= Pati

has  history of
epoited

Ll

[ Diibbling
[] Dysuria
[ Frequency

[ Incantinence

[ Intermittent catheterization
[ Mocturia

[] Oliguria

[ Polyuria

] Retention

[ Urgency

[ Other

“ Otfrer bistory,

“ /by could no orre (espand

= ther reason no ane:

* Information obtained from
] Authorized surmogate
[ Family/Support Person
] Medical Record

could respond

* Wiher souce obinfarmation

# Last voide
’7(' Known & Unknown [~ Absarbency devices used

= Abnoimal discharg

" Gerital

" Unable to evaluste

* Descibe abromal dischargs

] Other
~ vioid
Vaiding Intermittent catheterization frequency = Other voiding o « Qther colar
P
 Amber
1 Diibbling  Velow
[ Dysuria " Bloody
[ Frequency © Unable to evalusts
| Incontinence © Diher
[ Intermitient catheterization
[ Nocturia ~Consistency——————
) Dliguria
€ Nomal
[ Polyuria
= Retention " Concentrated
) Urgeney © Diute
L] Qther © Unable to evalusts

Odor
(r‘ Foulsmeling € Mane

" Unable to evaluate

g Descrbe sedient

" Yes
Mo

" Unable to evaluate

GU Page1 || GUPags2 |

GU CP

Genlnf | Belong | Orient | ¥/5 | Educ | Fain | Iv Fesp | OV | Meuo | GI G [MsS [Skin [P [Rest [MH JFunc JOF [PCE | ViewTen

* Designates a required field

T N |

|Performing assessment

Admission — RN Assessment, 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 Page 2.
GU Page 2 displays.
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L (5786) Ward: PH

Admission - RN Assessment - BDYDXY,
File Tabs Help
CEMITOURINARY ASSESSMENT

— i Devios
* Devices # Other device * Indwelling urinary catheter size
[~ Concems voiced regarding
sesual functioning

e .
[ Cartinuous Ambulatory Peritoneal Dialysis :
Irchweling uinary athter * Semual Funcianing wancerms valeed

[ Continuaus Bladder Iigation )
] Cortinert Urinary Diversion [=.g.leo-conduit) * Indwelling urinary catheter type date inserted know
1 Estemnal catheter [candor] fore =] S ves 0 Mo

Indwelling urinary cathster
| Nephrosiomy bag « Tiherineling unery eetheterype. = Fiesentonjadmission
E Fuprapbic ;1‘:;@ Indweling e cathster dats insered

] Dther
—Female patiert:
* Pregnancy
Approsimate dafe Approdimate date Approsimate dafe
—— Male patient
Gieneral observations/comments

Approrimate date

Last prostate sxam date————
Known

& Unknown

£ Mo previous exam reported

Last PS4 - NONE FOUND

5U Page 1 GU CP
Genlnt | Belong | Orient | %45 | Edus | Pain | 1 Fesp | Cv | Mewo | GI G M5 Jskin [P/ [Rest [MH [ Furc JOP [ PCE | wisw Tent
Go to radiogroup: |Last prostate exam date -~

* Designates a required fisld

|Parfurmmg assessment

Admission — RN Assessment, Genitourinary Assessment (GU) tab, GU Page 2 window
Male patient information available

I [=( 3]

(@ Admission - RN Assessment - ZMSHTSWLSDHYS,JLUXA (3122) Wa

File Tabs Help
GENITOURINARY ASSESSMENT

Genitourinary Devicy
* Devioss * Dther device * Indwieling urinary cathster size I Concems vaiced regarding
sexual functioning

[T Nane
antinuaus Ambulstory Peritoneal Dialysi -
Indweling rinary catheter *Seyusl Functioning conserns voiced

antinuous Bladder Inigation
antinent Urinary Diversion (e. lso-conduit] | * Indweling urinary catheter type date inserted kow
stemal catheter [condom) lm”& = © Yes  No

il
] Nephiostomy bag : ) I~ Fresent on admission
* Other indweling winary catheter pe
E Suprapubic calheter A P Indwelling urinary catheler dals inserted
L] Other
. Female patient

- Preanons Last Last mer: Last PAP Smear————————
anansy K © Known K

] Pregnant

] Possibly pregnant  Unknown  Unknown  Unknawn
o possibiiy of pregnancy 1 Wo previous exam reported " Post menopausal Mo previous exam epaited

actati

Approvimate date

Lpproyimate date Epprovimate date

i
Appimrimate date General observations/comments

Last P52 Hesults:

Gl Page 1 GUCP
Genlnf| Belong] Orert | /5| Educ | Pan | v | Fesp | OV | Newo| 6l Gu  [M/S | Skin | P/S | Rest |MH ] Func | DP ] PCE | ViewTew|
o to radiomraup: |Last mammogram =

* Designates & requied fisld

A

|Performing assessment

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

Note: The sex-specific questions (male/female) are optional. The exception is for female
patients; the pregnancy responses are required.
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Populate GU Page 2.

a.
b.
C.

When a patient has genitourinary devices, additional fields are made available.
Complete all the fields with asterisks; they are required fields.
Use the General observations/comments text box for additional information.

Optional: If the Women’s Health Consult is set up at your site, the button displays on GU Page 2;
refer to the instructions in Working in the Consults on page 15.
Click GU CP.

GU CP displays.

(% Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PH!
File Tabs Help

GENITOURINARY - PROBLEMS/NTERVENTIONS/DESIRED OUTCOMES

Select Problsmis] Desired Dutcoms

Chionic ambulato pertaneal dalysis (CAPD) [Actusl) Frevention of complications related ta an indweling Lrinary catheter
Disbetes - chronic [Actual)
Disbetes - newly diagnased [ctual)
Hemadialysis [Actual

Ler c. A

Other 2

L] [

Select Interventions

[ Treatments/procedures - Maintain a closed winary drainage spstem
ot cedures -wash hands before and after any manipulation of the catheter site or of the bag, such a empty

[ Treatments/pracedures - Apply clean dloves before emptying 5 catheter bag, and remave them afterward
[ Treatments/pracedures - Securs the catheter ta the patient's thigh or lower sbdomen

[ Treatments/pracedures - Schedule the remaval of the catheter from a swigical patient between 10,00 pm and 12 midnight rather than in the morr
[ Survaillance - Observe for any sediment, blaod clots in Urine

[ Survaillance - Observe for any signs of inflammationéinfection at catheter insertion ste

[ Education Other 1

[] Education Other 2 Add/Change Cancel

[ Treatments/Procedures Other 1

% gﬁ:?uz:fé%?ﬁz;HWHres Other 2 Wiew allinterventions

[ Surveilance Other 2

Case Management Other 1
[ Case Management Other 2
[ Other

Diabetes Murse Consult

Surveillance Other 2

=

Problems/Interventions and Desired Outcomes will be
[ Treatments/pracedures -If a diagnostic uine specimen is needed, insert new catheter & then obiain a uine specimen, 1f ot possible, use stei Saified forward ta the Patient Interdizcipiinary Care Flan

GUPags1 | GUPsgs2 |[ GUCP

Gen Inf [ Belong [ Orient [ ¥/5 [ Educ | Fain | W [ Resp | v [ Weuo | GI Gu [MsS Tskin [P5 JRest [MH [Func JOP [PCE | Wiew Text

* Designales a required field

\Perfurmmg assessment

4

Admission — RN Assessment, Genitourinary — Problems/Interventions/Desired Outcomes, GU CP window

7. Populate GU CP.
Refer to the instructions in Working in a Care Plan on page 11.
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Musculoskeletal (M/S)

The Musculoskeletal Assessment tab contains information about the patient’s muscular and skeletal
history.

Directions for the Morse Fall Scale are on M/S Page 2. The directions are only on the template and are

not transferred into the completed Progress Note.

e 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.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: P _ o] x|

File Tabs Help

MUSCULOSKELETAL ASSESSMENT

= Patient/familp/support person—* Why could no one respond “Difier reason no one could iespond = Information obtained from * Diher source of information

able to respond to question
[ Authorized sunogate
& ves ~ No ] Family/Support Ferson
[ Medical Recard
1 Qther

*Describe otheristory. * Bodp partls] amputated

histary of Stated patient complaints

[T Mone reparted 1] o ent proble
L] Amputation(s) [ Limited ROM - Right Upper Extremity
[ Ahitis (] Limited ROM - Left Upper Extremity
[ Back pain ] Limited ROM - Right Lower Extremity
[ Cancer ] Limited ROM - Left Lowsr Extremity
[ Cerebral Palsy

[ Dieformityfes)

[ Fibromyalgia

[ Fractures

[ Hip pain

[ Muscle Atrophy

[ Muscular Dystrophy

[ Meck pain

[] Qther

General observations/comments

M/ Fage 1 | M/SFPage2 | M/SCP |
Gen Int | Belona | Orient [ /5 | Educ [Pain [ v [ Resp [ v [ Hewo] Gl GU M5 [Skin [P/ [ Rest [MH [ Func [DP [ PCE | viewTen|

* Designates a required fisld
o to radiogroup: | able ta respond to questions =

|Performing assessment 4

Admission — RN Assessment, 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.

4.

M/S Page 2 displays.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX _ ol x|
File Tabs Help

MUSCULOSKELETAL ASSESSMENT - MORSE FALL SCALE
Instrustions for completing Morss Fall Scale

Describe previous falls and history

History of faling: -
= Histary of faling = History of injury with prior fal Seare a3 O the patient has net fallen
& es Score as 25 if the patient has fallen during the past thiee months
o (0] o before admission or i there was an immediate history of
& Ves (25 . physiological falls, such s from seizures or an impaied gait prior
e 29) @ Unknown 10 admission. Hote: If a patient fals for the firt time, then his
* Fracture Location * Other fracture location * |3 patient on any meds that increase ouhsecorelinedizteb lincisasecby2s

risk for Faling or risk for injury with falls Bt et

] [ther medication (st nereases fsk | Score as 0 f only one medical diagnosis s listed on the patient's
[ Analgssics charl
[ Anticoagulants Score as 15 if more than one medical diagnosis is sted o the
[ Antidepressants patient's chart;
) [ Antidisbetic: Use of multipls medications is implied in the scale as indicated by
. s patient an multiple meds to ] Antihypettensives the secondary diagnosis (co-morbidity scare).
Secondary Diagnosi manage multiple comorbidities [ Diuretics
 No(O] ™ Yes [] Hypnatics |Ambulatony aids:
[ Opioids Score as 1 he patient walks without 3 walking aid [sven if
s [15) & No [ Psychotropics assisted by & nurse), uses a wheelchair, or is on a bed rest and
[ Sedatives does nat get out of bed at all
[ Other Scare as 151 the patient uses crutches. a cane. or a walker.
bty aid — Inravenous Therapy?Heparin Lock L ;:nre 38 30 the patient ambulates clutching onto the fumiture
& None, bedrest, wheelchair, other person (0] & No (D) oy
€ Cutches. cane, walker (15
£ Furriture [30)  Yes(20)

Intrawenaus therapy:
Scote as s patient doss nat have an IV or Heparin/Saline Lack
Score s 20 if the patient has an intravenaus apparatus or &

" Gait/Transtamin

*Mental Status——————————————— heparin lock inserted,
& Momal, bedrest, immobile (0] & Oriented to own ability (0]
 weak (10] 5 Gait
© Impaited (20] £ Overestimates/Forgets Limitations (15) Score a3 0 a nomal gait which is characterized by the patient d
Total Morse score for Fall Risk: 40 - 24 - Patient i at low risk. for faling. Implement Universal Fall Precautions

25 - 44 - Patient is at moderate risk forfaling. Implement Universal Fal Precautions and precautions based on identified area of risk
45 and higher - Patient is at high risk for faling. Implement Universal Fall Precautions and presautions based on idenified arsa of isk

/5 Pags 1 | [ M5 Page 2 M/S CP
Genlnt | Belong | Orient [ ¥/5 [ Educ [ Pain [ v [Resp [V [ Mewo| G  [GU  mss [Skin [P/ [ Rest [MH [ Func [ OP JFCE | ViewTest

* Designates a required field
Gio ta radiogroup:  [History of falling - -

|Performing assessment

VA

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

Populate M/S Page 2.
Complete all the fields with asterisks; they are required fields.
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5. Click M/S CP.
M/S CP displays.

=1ofx]

File Tabs Help
MUSCULOSKELETAL - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

PROBLEM - POTENTIAL FOR FALLING. DESIRED OUTCOME - PREVENTION OF FALLS/INJURY ASSOCIATED WiITH FALLS
Universal Fall Precautions. Institute on all patist; Dther fall prevention interventions
based upon clinical judgement
Environment of Care Precautions

Patient Education Precautions

Flace palient arficles within easy reach

Callight [ applicable) in =asp r2ach and ansvered promptly
Clean up spills immediately

Keep floor free of clutter

Lack bed wheeks

Lack wheelchai wheels if applicable

Modfy environment for safe tanster

Place bed in low position when in bed

Provide proper lighting [night lights)

Diient to suroundings

Fuipese and use of call light

Use of nonvskid sippers or gripper sacks

Flequest assistance for daily activities (such as getiing out of bed,
toileting, transfers)

Fupese and use of assistive devies and mobilty aides if needed

I~ = Universal Fal Presautions implementsd

Moise scores

Select Problem(s) Desired Outeome History of falling. 25
me (< Freeou Make Environment of Care safe: Sccondary diagnosis: 15
Potential for taling - Ambulatory ids Anbulatory aid: 0
Potential for aling - Gait and/or Trarsferring problems IV Therapy: 0
Potential for faling - History of fallng Gait/Transferring: 0

Fatential for falling - Intravenous Therapy/Heparin Lock
Potential for falling - Mental Status Assessment

Potential for aling - Secondary Disanosis Total score: 40
Universal Fal Precsutions Implsmentad LI l _’l

Selact Interventions o uncheck to delete

Hental status: 0

[] Treatments/Procedures - Flace patient articles within easy reach
] Treatments/Procedures - Call ight f appicable) in easy reach and answered pramply Frablems/Interventons and Desied Outeomes vl be
Lol s o A carted farward 1o the Palent Interdsciplina Care Flan
[ Treatments Prncedues - Eeep fioor res of cluter

[ Treatments Procedures - Lock bed wheels

O Trealmenis¢Procedures - Lack wheelchai wheels f applicable

] Trealments/Procedues - Modily enviorment fon sale liansler

] Treatments/Procedures - Flacs bed i lov posiion when in bed

[ Treatments/Procedues - Pravid proper ighting [ight ihts) £dd/Change Caneel

L Treatments/Procedures Other 1

O Trealments/Procedures Other 2

" Edueation Other 1 =l Wiew al interventians
Tieatments/Procedures Other 2
M/5 Page 1 | _M/S Page2 | [ M/ CF

Gen Int | Belona | Orient | /5 | Educ [Pain | Iv [ Resp [ov [ Mewo |Gl [GU  mss [Skin [Prs JRest [MH [ Func JOP [ PCE | view Tert
* Designates a required fisld

|Performing assessment A

Admission — RN Assessment, Musculoskeletal — Problems/Interventions/Desired Outcomes M/S tab,
M/S CP window

6. Populate M/S CP.
Refer to the instructions in Working in a Care Plan on page 11.

Note: Universal Fall Precautions must be completed for all patients.
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Skin (Skin)

The Skin Assessment tab contains information about the condition of the patient’s skin — pressure ulcers
and skin alterations.

Directions for the Braden Scale for Predicting Pressure Sore Risk are on Skin Page 3.
The Total Score for the patient is calculated automatically as you select scores (1-4) for sensory

perception, moisture, activity, mobility, nutrition, and friction and shear.

The Braden Score is pulled forward to the Skin CP page to guide the entry of interventions.

Skin CP contains patient/caregiver skin care education, including risk for skin breakdown and
prevention/treatment of problems related to skin integrity.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: P
File Tabs Help

SKIN ASSESSMEMNT

=10l

able to respond to question: ] Patient

% Authorized surogate
- Tl Famiy/Support Person
el @b [ Medical Record

L Other

* Patient/faily/support parson* /hy could 7o o respond * [ither 12ason o one could iespond * Information obtained fiom *ther source of information

* Paient has a history of * Desoibe ather histon Fradispositon for skin breckdo
[ None reported -
[ Acne Does patient have * Risk Factors * Wther risk Factars
[ Athlete's foat [ Amputes L] Nane

Bums ] Diabetes [] Bariatric patient
[ Cancer 1 Multiple Sclerosis [ Device-elated pressure
C Eczema ] Neurslogical dissase [ Diabetic
[ Herpes Simplex ] Paraplegia [ End of fe care
[ Herpes Zoster [Shingles) [ Paralysis ] Hppoalbuminemia
O Injuryfiauma | Quadraplegia [ Medication - Vasopressars
[ Pressure Lllcer [ Spinal cord injury [ Riefusing 1o tum/move secondary to pain
[ Peoriasis [ Too unstable for tuins
[ Rosacea [ Wery low BMI [Body Mass Index)
[[] Sebacenus cysts [] Other
(] o new problems =l
[ Skin Inspection

kT * Skin Color = itrey skir oolan = Skin Tungar General observations/comments
* Skin Temperat. | Mormal for ethric group ’7(- ~
[(.. o R e e | b Within Nermal Limits € Abnormal
Dusky *Skin Palch Descri
iption
“SkinMoistwe | Flushed = Skin Patche:
[ Jaundiced

© Estiemely dp  Moist 1 Mottled Cies Mo

[alliT " Diaphoretic E E‘?,';,
I~ Pressure ulcers I~ Other skin aherations

Skin Page 1 | | Skin Pr0 | [ SkinPruiz | | Skinakl | | SkinstZ || SkinPaged |

Skin CP

Genlnt | Belong | Oriert [ /5 JEduc [ Pain [ [Resp [ [Mewo |Gl [ GU M/ sin [Pr5 [ Rest [MH [Func [DP [ PCE | viewTest
* Designal d fild
Feineles 2 eEae Gotaradiogroup: [3kin Patches -

|Performmg assessment

Admission — RN Assessment, Skin Assessment (Skin) tab, Skin Page 1 window

Click Skin.

Skin Page 1 displays.

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.

I~ Fressue ulcers I~ Other skin alterations

Skin Page 1 Skin Pr LI Skin Bril2 SkinAlt] Skin Al 2 Skin Page 3 Skin CP
[Resp [ v [ Wewn |Gl JGU W5 opin [F5 JRest [WMH [ Func JOP [ PCE | View Teu

* Designates a required field -
Go to radiogioup: | Skin Patches -

|Performmg assessment VA

Gien Inf [ Belona [ Diient | /5 | Edus [ Pain [ v

Admission — RN Assessment, 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 and Stage for up to six pressure ulcer locations.
The fields with asterisks are required fields.
b. Enter a Description of ulcer/dressing, if appropriate.

=1ofx]

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD
File Tabs Help
SKIN ASSESSMENT

—Pressure Ulcer #1 —Fressure Wleer 3

—Fressure leer 3

—Fressure Ulcer #5-

* Location Description of ulcer/diessing “ Logation Description of ulcer/diessing
Mone - Mone -

*Slage “ Glage

None - Mone -

—Fressure Ulzer #4

“Logation Deseription of user/dressing * Lasation Description of uler/dressing
More > Mone v

*Siage *Glage

Mone > Mone v

—Fressure Wlcer #E-

* Lacation Deseription of vicer/diessig *Location Deseription of icer/diessing
Mane = e =

“Stage *Stage

Nane = Nane =

I~ Wore pressure ulcer loeations ek here for pressure ulcer staging information

Skin Page 1 SkinPrl2 | _ kin AR Skinfli 2 || SkinPage 3

Gen Int | Balong | Orient | /5 | Educ [Pain |1V [Resp [ v | Newa] Gl GU | M5 skin [P/S [ Rest [MH [ Func [OP JPCE | View Teut
* Designates a required fisld
|Performing assessment A

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

—Pressune Ulcer #1
* Lacatioh Dezcrption of ulzer/dressing

Haone

lzchial Tuberosity Left
Skin Assessment - Pressure Ulcer #1/Location

* Location Description of ulcer/dressing

IEar - Left ;l

MHone
Suzpected Deep Tizsue Injur

Stage I

Stage [l
Stage IV - i
|Unztageable [ezcription of uleer/diessing

Skin Assessment - Pressure Ulcer #1/Stage

3. To enter more than six pressure ulcer locations, select the More pressure ulcer locations check box.
Skin Pr Ul 2 becomes available.

IV More pressure ulcer locations el here for pressure ulcer staging information

SkinPage 1 | SkinPrU2 | SkinAll | Skinsl | SkinPage 3 | [EISHREEL]
Genlrf | Belong| Orient [ /5 [ Educ [ Pain [ JResp | o [mewo| Gt JGU M5 sin [Pis JRest [WH [ Func JOP [ PCE | iew Text|

* Designates a required field

|Performmg assessment 4

Admission — RN Assessment, Skin Assessment (Skin) tab, Skin Pr Ul 1 window
More pressure ulcer locations selected
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(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD
File Tabs Help

OTHER PRESSURE ULCERE

—Pressure Ulcer #7.

=Y

—Pressure Ulcer

r—Fressure Uleer #17

* Logation Deserplion of uleer/diessing
Mane =

*Stage

Nane E

* Location Description of ulcet/ dressing *Location Description of ulser/driessing
[Mone = [one =
* Stage *Stage
More - More: -
—Fressure Ulcer #3 —Fressure Ulcer £10
*Logation Description of uleer/dressing = Loeation Deseription of uleer/diessing
More > Mone -
“Slage * Slage
Mone ~ More: -

—Fressure Wlser #1

= Lgcation Deserption of uleer/dressing
None =

*Stage

Nore =

Skin Page 1 | SkinPruUl1 | [SkinPrui2 Skinalt1 | Skinalk2 || SkinPage3 | (ISR

Genlnt | Belong [ Orient [ %5 [ Educ [Pain [ v [ Resp | v

[Mewo |Gl JGU [M/S  skn [P/S [ Rest [MH [ Func [DP | PCE | viewTent

* Designates a required fisld

|Performing assessment

Admission — RN Assessment, Other Pressure Ulcers, Skin Pr Ul 2 window

4. Click Skin Pr Ul 2.
Skin Pr Ul 2 displays.
5. Populate Skin Pr Ul 2.

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

Documenting Skin Alterations

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

I~ Pressure ulcers % i skin dlerations

Skin Page 1 Skin Frl] Skin Fr 2 Skin At 1 Skin &b Skin Page 3 Skin CP

Gen|Inf | Belong [ Orient [ /5 [ Educ [Pan [ JResp [ v [Mewo |G JGU [Wi5  skin [Prs [ Rest [MH

Func | DP FLE | Wiew Text

* Degsignates a required field

Go to radiogroup: | Skin Patches -

|Perfarming assessment

Admission — RN Assessment, Skin Assessment (Skin) tab, Skin Page 1 window
Other skin alterations selected

1. Click Skin Alt 1.
Skin Alt 1 displays.
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(@ Admission - RN Assessment - ZMSHTSWLSDHYS,JEXJXALSH GRIFH (=]

File Tabs Help

SKIN ASSESSMENT
—Skin Aleration #1 —5kin Alterafion #
*Type D eseriptior of skin alteration *Type Description of skin slteration
Mane Hone -
= Location * Logation
Norne - Wone ~
* iz “5iee
—Shin Altertion # —Gkin Alterafion £4
*Time Descifption of skin alteration “Tiupe Desoriptionof skin alteration
More: - |
*Lozation * Location
Mone - Hone =
* Gize: “5iee
—=kin Alteration #5 —Gikin Alteration HE
*Tiype: D eseriptio of skin alterafion *Type Description of skin alteration
Mone - Mone -
*Lozation * Logation
Mone - Hone -
* Sie * Size

I More skin alerations
SkinPage | SkinFi U1 | _SkinFiuiz [ SkinakT SkrAl2 | SkinPage3 | SkinCF
Gen Int | Belona | Oriert [ /5 | Educ | Pain_ | v Resp Jov [ Wewo |G | GU [M/S  skin [Prs [ Rest [MH [ Furc [DP | PCE | wiew Test

* Designates & requied fisld

|Performing assessment A
Admission — RN Assessment, Skin Assessment (Skin) tab, Skin Alt 1 window
Skin Alterations #1-#6
2. Populate Skin Alt 1.
a. Enter Type, Location, and Size for up to six (#1-#6) other skin alterations.
The fields with asterisks are required fields.
b. Enter a Description of skin alteration, if appropriate.
Skin Alteration Drop-downs

* Type . [escription of skin alteration

Mone
Cruzh Injurp
Hematoma
Laceration r

Skin Assessment — Skin Alteration #1/Type

* Type Description of =kin alkeration

If-‘«blasion LI

* Location
nkle - Righ
Ankle - Right e
Ankle - Left
A?m E:Fh.|'3'lt upper —
A - Right, lowe:

| - Left, upper
A - Left, lower o i i
Back - Lawer Descrption of skin alteration
Back - Mid L.
Skin Assessment — Skin Alteration #1/Location
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*Type

Description of skin alteration
IAbrasion

=l
* Location

IArm - Right, lowwer

=l
*Size
|2u:rn

Skin Assessment — Skin Alteration #1/Size

[~ More skin alterations

Skin Page 1
Gien Ini | Belong [ Oiient [ ¥/5 [ Educ [ Fain [ v [ FResp [ o [ Heuno[ Gl

\Performmg assessment

Skifi Pl ] | SkalUIZl Skin &Alt1 Skin Al 2 Skin Page 3 Skin CP
JGU M5 skin [F5 JFRest [MH [ Func JOP [ PCE | view Text
* Designates a required field

Admission — RN Assessment, Skin Assessment (Skin) tab, Skin Alt 1 window
More skin alterations selected

4. Click Skin Alt 2.
Skin Alt 2 displays.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-AD
File Tabs Help

=[olx]
SKIN ASSESSMENT
— Skin Alieration # —Skin Alteration
=Type Description of sk alteration “Tupe Deseription of skiralteration
None] None =
= LLacation *llocation
Mone - Nane -
=5ize *Siee
—Skin Alteration #3 —Skin Alteration F10
=Tiype Descrintion of sk alteration “Tupe Dieseription of skiralteration
None - Nane -
=[Lacation *llocation
Nore: - Hone -
=Size *Siee
—Shin Alteration #111 —Skin Alteration #1
=Tipe Dieseription of skiralteration “Tupe Description of sk alteration
None - None =
= [Lacation = liocation
None - Mane -
~Sige *Sige
SkinPage1 | SkinPrUl1 | SkinPil/2 | skinat1 | [ SkinAt2 | SkinPage3 |  SkinCP
Genlnf | Eelong | Orient [ v/ [ Educ [Pain [ [Resp Jov [ Wewo| Gl JGU [MiS  skn [F5 [Rest [MH JFunc JOP JFCE | ViewTest
* Designales a required field
\Perfurmmg assessment A

Admission — RN Assessment, Skin Assessment (Skin) tab, Skin Alt 2 window
Skin Alterations #7-#12

5. Populate Skin Alt 2.
a.

Enter Type, Location, and Size for up to six (#7-#12) additional skin alterations.
The fields with asterisks are required fields.

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

April 2012
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6.

7.

Click Skin Page 3.
Skin Page 3 displays.

Admission - RN Assessmen L (5786) Ward: _ ol x|

File Tabs Help
SKIN ASSESSMENT
BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

SENSORY PERCEPTION: Ability to respond meaningfully a FSEanry Score) NUTRITION: Usual food irkake pattem a | [ Nutrition Scorey
to pressure-ielated discomfort ~ 1
2 1. VERY POOR: Never eats a complete meal 2
1, COMPLETELY LIMITED: Unrespansive (does not c3 Flarely eats more than 1/3 of anp food effered 3
maan, flinch, or araspl to painful stimul;; due to dminished 4 Eats 2 servings o less of protein [meat or daiy 4
level of consciousress or sedation, OF limited abiity ta j product] per day. Takes fuids poorly. Does not LI
MOISTURE: Degree to which skin s exposed to mmstulfﬂ -“r['imstu'eﬂcma FRICTION AND SHEAR: il -;fﬂclmnﬁwe'
1. CONSTANTLY MOIST: Skinis kept maist shnost cons 2 1. PROBLEM: Requiies moderate to masimum @2
by perspiration, uring, sto. Dampress is detected every tr 3 assistance in moving. Camplate [fting without
patient is moved o tmed. & 4 sliding against sheets is impossible. Frequently C3
| slides down in bed or chair, requiring frequent ~|
e Consul guide
ACTVITY: Degres of physical activity ﬂ iy B T e D §pten o e core 2t b 3
T ge Il or greater pressure ulsr is present;
1. BEDFAST: Palient is confined to bed r‘: g T 2 history of pressure ulcers; sersan or
tor deficis; I I cord
2 CHAIRFAST: Patisnts shillty to walk is seversly liitsd o Mot ot ik [15-23) ieis ot g B G~ Y
Palient cant bear his own weigh, of must bs assisted nto | At sk (15-16) .
u_waevalt&;%l%g]34 4] If patient has a Braden score of 16 or below,
I igh sk [10- d/or a Stage Il or ab I
WMDBILITY: Abilty to changs and contol biody posiion i’ f(yjmhw Score | [Sewere rick I3 o bslow) iche, arnd/ o o Bradom Nntion seore o 1
2. consider a Nutttion alert
1. COMPLETELY IMMOBILE: Does not make even &2 - DonsIger & Fuiion s
slight changes in body or extremity position without 3 If patient's scores in the mobility, activity or
assistance. &) sensary scales and/or patient has a motor
= deficit [e.5. amputee or spinal cord injury), a
refenal to physical therapy should be
discussed with the interdisciplinary team.

Copyight Barbara Braden and Nancy Bergstiom, 1368
Fieprinted with permission Nutrition Consult wiound Care Cansult

Skin Page 1 | | SkinFi U1 | [ SkinFrUl2 | | Skindk1 Skinali2 |[SkinFage3 | SkinCP_ |
Gen Int | Belona | Orient | ¥/5 | Educ [Pain |1V [ Resp [ v | Newa] Gl G0 J M/ skin |[P/5_J Rest | MH ] Func | DP | POE ] view Test]

* Designates a required fisld

|Performing assessment A

Admission — RN Assessment, Skin Assessment (Skin) tab, Skin Page 3 window
Braden Scale for Predicting Pressure Sore Risk

Populate Skin Page 3.

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

b. Order a Nutrition Consult and/or Wound Care Consult, if necessary.
Refer to the instructions in Working in the Consults on page 15.

78

Patient Assessment (NUPA) V.1
Admission — RN Assessment User Manual

April 2012



8. Click Skin CP.
Skin CP displays.

Admission - RN Assessmen L (5786) Ward: PHX _ ol x|
File Tabs Help

SKIM - PROBLEMSANTERYENTIONS/DESIRED OUTCOMES * Patient/caregiver

. ducal ded—|
FROBLEMS - RISK FIR SKIN BREAKDOMWN Stueation pravice = Ediication providedits.* Dther education providedta
DESIRED OUTCOME - PREVENTION/TREATMENT OF PROBLEMS RELATED TO SKIM INTEGRITY 0 es
" Na
Select s) Desired Dutcoms

': SRR Frevention of problems related to the foot Eraden scoies

isk for skin breakdown/Activiy ;
Risk. for skin breakdown/Fiiction and Shear Mﬁfifﬁii e :
Risk for skin breakdown/Knowledge deficit Activity score. 4
Risk for skin brsakdown/Mobilty Mobility score: 2
Riisk for skin breakdovn/Maisture Hutrition score. 4
Risk. for skin breakdown/Nutition :
Risk for skin breskdown/Sensor Perception e @ oo e=eoe 8
gt::z:; _| _| Tatal Score: 20

4 ¥
Select Interventions
Education - Importancs of good foot care and elsments of good foot care Problems/Interventions and Desired Dutcomes wil be

L] Education - Dhsarvations that should be reported to provider carried fonward to the Patient Interdisciplinary Care Plan

[] Treatments/procedures - Cleanse feet in warm, soapp water and diy carefully, especially between the toes. After diving apply lation as nes
[ Surveillance - Inspect the skin for initation, cracking, lesion, coms, calluses. deformities o edema and for proper footwear
[ Education Other 1

[ Education Other 2
[ Treatments/Frocedures Other 1 Add/Change Cancel

[ Treatments/Frocedures Other 2

[ Surveiliance Other 1

(] Surveillance Other 2 View gl interventions
Case Management Diher 1

[ Case Management Other 2
[ Qther

SkinPage 1 | | Skin iUl | SkinPrilz | Skinak1 | SkinAt2 | SkinPags3 |[ SkincP
Genlnt | Belong [ Orient [ %5 [ Educ [ Pain [ [Resp [ ov [ Mewo| Gl JGU M5 cpin [P/S [ Rest [MH [ Func [DP [ PCE | view Tent

* Designates a required fisld
Go ta radingroup: - | education provided -

|Performing assessment 4

Admission — RN Assessment, Skin — Problems/Interventions/Desired Outcomes, Skin CP window

9. Populate Skin CP.
a. If you gave skin education information to the patient or caregiver, you must select Yes for
Patient/caregiver education provided.
b. Refer to the instructions in Working in a Care Plan on page 11.
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Psychosocial (P/S)

The Psychosocial Assessment contains information about abuse-verbal, physical, financial, sexual, and
neglect. During admission, each patient receives a comprehensive psychosocial assessment.

e Suicide Risk is on P/S Page 2.

e Questions concerning elopement, contraband, and chemical dependencies are on P/S Page 3.

e Directions for the Clinical Institute Withdrawal Assessment (CIWA) are on the CIWA page.

a. The CIWA Score for the patient is calculated automatically as you select a response level for
nausea/vomiting, tremor, paroxysmal sweats, anxiety, agitation, tactile disturbances, auditory
disturbances, visual disturbances, headache, and orientation/clouding of sensorium.

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

(2 Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: P _ o] x|

File Tabs Help

PSYCHOSOCIAL ASSESSMENT

T e wp—— =44/ cold o one respond “[ier 12350 0 one could respond.* Information ebtained from *Bther source of information
rable to respond to questions—
[ Autharzed surragate

] Family/Support Person

Ehe & ] Medical Record
[ Other
* Patient has 2 histary of = Difres histay * Other aifude * Oifrer behaian
] Hone tepoited * Attude————— *Bhaior———
L] Aleoholism & Cogperative @ Cantrolled
£ Dapression
L] Phobias £ Uncooperative " Uncantralled

[ Treatment for MH problems
g © Dther € Dther

[ Suspected Abusa/Neglect Scresr
Does patient report any of the following?

Based upon nuising is any of the following suspected?

" Werbal abuse—— " Physical abuse——— * Financial abuse——
es C Yes es *Werbal abuss * Physical abuse * Meglect
= No = No = No " Yes " No "r‘ Yes N:—I  Yes " No
" Declines to answer " Declines to answer " Declines to answer .
Evplain suspicions.

* Fiape or sskual abuse [ Maglest—————

 Yes ' Yes
@ No " No
" Declines to answer " Declines to answer *Based on nursing assessment, are others

inthe housshold possible victims of * Erplai about others i hausehold

sbuse of neglect by the patient

" Yes
& Hg
Sacial Werk Consult ¢ Tnknown

P/SPagel | P/SPage2 | P/SPaged Clas P/SPage4 | P/SCP
Gen Irf | Belong | Orient [ /5 [ Educ [Pain [ v [ Resp [ o [ Mews| Gl JGU [ M5 [skin  prg [Rest [MH [ Func JOP [ PCE | wiewTent

* Designates a required field
Go to radiogroup: - [4ttitude: =

4

\Performmg assessment

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

1. Click P/S.
P/S Page 1 displays.
2. Populate P/S Page 1.
a. Complete all the fields with asterisks; they are required fields.
b. If the patient answers Yes to any of the abuse questions, a Social Work Consult is required.
o Refer to the instructions in Working in the Consults on page 15.
o For emphasis, the notify provider, send consult, and follow your state’s reporting regulations
will be highlighted in red.
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3. Click P/S Page 2.
P/S Page 2 (Suicide Risk Screen - Ask Patient) displays.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-2
File Tabs Help

PSYCHOSOCIAL ASSESSMENT

——Suicide Risk Screen.

= |=lx]

Ask Patient

[~ harming yoursel
@ e

" Mo

" Declines to answer

= Have you rscantly had thoughts about

=D you have a plan for
rhowtodothis

" Yes
" HNo

" Declines to answer

= Have you rshearsed or practiced
~haw o kill yaursel
ez

© No

" Declines to answer

=Have you heard vaices teling you
-t hut or kill porselt————
" ‘es

© No

" Declines to answer

= Have you tiied to hut or kil

© Yes
© No

" Declines to answer

ryousellinthepast

= Hows have you tied o hurt
or killyourself i the past

= Dessiibe plan

= Ate you fesling hopeless about the pressnt

o futire &, fesling that there
Brnowapout— |

' No

" Declines to answer

*Describe mears

P/SPagel |[P/SPage? | P/SPaged | Clws | P/SPagsd | P/SCP
Genlnt | Belong | Orient [ /5 JEduc [ Pain [ v [Resp [ v [ Mewo| G  [GU [ Ms Jskin pss [Rest [MH [ Func [ OP JFCE | ViewTest
"R e Go to radiogroup: [harming yorsell -
|Performing assessment 4

Have you secretly had thoughts about hurting yourself/Yes

4. Populate P/S Page 2.

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

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

b. If the patient answers Yes to Have you secretly had thoughts about hurting yourself, you must

Notify provider and Keep patient under close observation.
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5. Click P/S Page 3.
P/S Page 3 displays.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX: (=] 4|
File Tabs Help

PEYCHOSOCIAL ASSESEMENT

- Elopement Screen - If any YES answer, then patient is a potential wandering/elopement risk

= Paljent has a cout:- * Falient has been * Falient is considered a danger = Patientis onlegdl observation  * Patient lacks the cognitive ability to
appoirited legal guardia legally committe to himéherself o other status for Gravely Disable :ake flE'Ef‘ﬂl‘quC‘%'m; (e.g. history of
....... . e Urkrown ernentia, Alzhsimer's dissase or
o= el ’7‘” Yes @ fig L-‘ Mo Gyes O MNo twaumatic brain iy
i 0 Ves Mo consult needed
Specty quardien *Patent s istory of Date/frorm where it known ( Sl

Social Work Consult | [

—Contraband
* Contraband brought * Descrive contraband *Lacation of unremoved cortraband

[in toby] the patient——— Follows fasility policy for contraband removal
 Ves
& Mo

—LChemical Dependzncy |

*Does patient use recreational duas

* iate of [ast slooholluse * Diate of last dg use

* Amount of last aleafiol use * fmourt of last diug us=

*Type of ecreational d )
LR BB (3 IF Yes ko use of recreational dugs, nolify provider
* Doss patient have
& medical mariuana ca
! I~ Posshilty of alcohol withcawal
© Yes & No

Make Alzohol Traatment refierral if patient is interested

P/3Pagel | P/SPage2 A P/SPaged | PASCP
Gen Int | Belona [ Orient [ v/5 | Educ [Pain [ v [ Resp [ v [ Hewo] Gl GU [ M | skin  prs [Rest [MH [Fure [DP [ PCE | Wiew Ten

* Desianates a requied fisld
Go lo radiogroup; | appointed legal guardian -

|Perfarming assessment A

Admission — RN Assessment, Psychosocial Assessment (P/S) tab, P/S Page 3 window

6. Populate P/S Page 3.

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

e The patient is a potential wandering/elopement risk.
o Refer to the instructions in Working in the Consults on page 15.
c. P/S Page 3 contains the Alcohol use section.

—Chemical Dependency |

* Dios patient uss recreational drugs
marijuana, cocaing, heroin st
© Yes
& Mo

€ Patient declines to ansver

+ Aleohol use * Date of last alcohol use
 Lifetime non-alcohol user I

€ Patient declines to answer any questions about deohol use
" Patient has niot used alcahol in the past 12 months * Amount of last alschol use
& Patient is cumently using alcohal or has within the past 12 months

*Dat of [ast dhug use

*dmount of last diug use:

* Type of eereationd d .
SIS e e 1§*Yes to use of recroational diugs, notfy provider

* Does patient have
amedical marijuana car

I~ Possibilty of alchol withdrawal
£ Yes & No

Make Alcohol Treatment referral if patient is interested

F/5Pagel | Pl Page? |[F/5 Fages flwt | P8 Paged | PACR

Gen It | Belong| Orient [ W45 [ Edus [Pain [ [Resp [ov [ news| Gl [GU [wss Jskin  prs [Rest [MH [ Func [ OP [ PCE | view Text|

* Designates a required fisld
Go to radiogroup: |appainted legal quardian -

Performing assessment 4

Alcohol use section

7. 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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Admission - RN Assessment - BDYDXY,
File Tabs Help

L (5786) Ward: PHX _ ol x|

CIviA, Ask patient or observe
* NAUSEAMDMITING: . ) o
I~ "Feelsick to pou stomach? Heve you vomted? (IFEUEN'I\]DF: s estended and fingers spread apat—— :ADHU'TYSMM; Eiwk;l‘EATS
. : - Na tremars -No sweat visible
- oatopetzeaociononitnal 1 Nok visible, but can be feltfingettip to fingettip (1 - Barely visble sweating, palms moist
c2 £ 4 i
4 -Intermittent naussa with diy heaves 4 - Moderate, with patient's aims extended " 4 -Beads of sweat obvious on forehead
5 1 Fe
20 75 th t estended € 7 -Dienching sweals
7 -Constart nausea, frequent diy heaves and vomiting (SHETE, G 110 SIS ] e =
— ANIETY: "D you feel nervous™ e AGITATION * TALTILE DISTURBANCES: "Have you any iching, pins/nesdes.
burring, numbress or feel bugs crawling oh or under skin?——
 01-No anvisty, at ease € 0-Momal activity  0-Mone
F 1 - Mildly anxious ((: 1 - Somewhat more than nomal activity {1 -Sfeny mild ching, pins resdlss, burming, rurbress
i 4 € 2-Mild itching. pins_needles. burhing. numbness
- r 3 -Moderate itching, pins_needles, buming, numbness
4 - Moderately ansious o guarded so aiety is infeired 4 - Moderatl fidgety and restiess € 4 -Moderately severe haliuchations
€5 15  5-Severs halucinations
B B " B-Extremely severe hallucinations
" 7 -Equivalent to acute panic states as in severe defiium/acute schizophi{ | £ 7 - Paces back and forth or constantly thiashes about | | 7 - Continuous hallucinations
* AUDITORY DISTURBANCES: "rs you awars of sounds around you? Are they harsh or do they fightsn " VISUAL DISTURBANCES: "Doss the light appear too bright? I3 its' color different? Doss it
[wou? Do pou hear things that are disturbing to you ar that you know are not there?* i~ hurt your epes? Do pou see things that are disturbing to you or that you know are nat there?
. 0-Not present £ 0-Not present
1 -%em mid harshness or ability to frighten £ 1-Very mild sensitivity
€ 2-Mild harshness or ability ta frighten € 2- Mild sensitivity
3 -Moderate harshness or ability to fighten € 3- Moderate sensitivity
4 -Moderately sevare hallucinations " 4- Moderately severe hallucinations
€ 5-Severe hallicinations € 5-Severe halucinations
" E-Extremely severe hallucinations " &-Extiemely severe hallucinations
7 - Continuous hallucinations € 7- Confinuous hallusinations
* HEADACHE: "Does your head feel diferent? Does it feel ke there's @ band aund your head ™+ DRIENTATION AND CLOUDING OF SENSORILIM: “what day
Do notrate for dizziness of lightheadiness. Otherwise, rate severity—————————————— ris this, where are vou, and who am [7*—————————————— CIWA Score: 0
" 0-Not present " 0-Oriented and can do seral additions
© 1-venmid 1~ Cannot do serial addiions and is uncertain cbout the date | |13 01L&ss= Minimal to mid withdlswal
& 2  2-Disoriented by date by na more than 2 calendar days Sosodaanilcans]
3 -Moderate ? P B 16 or grealer= Severe withiawal
€ 4 -Moderately severe  3-Disoriented by date by more than 2 calendar days
 5-Severs " 4- Disoriented for place and/or person
F 175 -Very severe

- Extremely severe P45 Page 1 P/S Page 2 P45 Page 3 Clwid P/S Page 4 P/5 CP

Gen Inf | Belong | Orient | /5 | Educ | Pain | Iv Fesp | ©¥ | Mewo |Gl [GU | Ms [skin  prs [Rest [MH [ Func JOP | PCE | View Test

= Designates a required fisld
Go to radiogroup: | Feel sick to your stomach? Hav w

|Performing assessment 4

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

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

(2 Admission - RN Assessment - BDYDXY,
File Tabs Help

L (5786) Ward: PHX _[olx|

PSYCHOSOCIAL ASSESSMENT

General observations/comments

P/SPagel | P/SPage2 | P/SPaged Ciwe | [F/SPaged pisce |
Gen Int | Belona | Orient | /5 | Educ [Pain |1V [Resp [ov Mewo |Gl [GU M [skin prs [Rest [MH [ Func JOP [ PCE | View Text|
* Designates a required fisld

|Performing assessment A

Admission — RN Assessment, Psychosocial Assessment (P/S) tab, P/S Page 4 window

9. Populate P/S Page 4.
Use the General observations/comments text box for additional information.
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10. Click P/S CP.
P/S CP displays.

ssion - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-/ i [
File Tabs Help

PEYCHOSO0CIAL ASSESEMENT - PROBLEMS/ANTERVENTIONS/DESIRED OUTCOMES

Select Problem(s) Desiied autcome

Promation of and support for patient self-sstesm
Substance abuse wihdrawal - alcohol [Actual)

Substance abuse withdrawal - dugs [Actual)

Suicide Risk [Potential)

Other 1

Other 2

Select Interventions

[ Education - Encourage the identification of thoughts and feslings via talking, joumaling, or other modes of expression

[] Education - Identify and encourage the use of social supports

[] Education - Encourage physical activity and wellbeing

[ Education - &ctively isten to the patient and provide walidation Probleres/Intervertions and Desired Outcomes will ke
[ Education - Tsach mindfulness techriques caried forward ta the Patient Interdisciplinary Care Plan
[ Education Other 1

(] Education Other 2

[ Treatments/Frocedures Other 1

O Treatments/Procedues Other 2 Cancel

[ Surveilance Dther 1

[ Surveilance Other 2 - m :
[] Case Management Dther 1 iew all interventions

(] Case Managsment Other 2
[ Other

P/SPagel | P/SPage2 | P/5Page3 Clwih, P/5 Page 4
Gien It | Beong | Orient [ 5 | Educ [ Pain | v | Resp [ | Mewn |Gl JGU | M/ [Skin P [Rest | MH | Func [DP | PCE | ViewTest

= Designates & required fisld

|Performing assessment 4
Admission — RN Assessment, Psychosocial Assessment (P/S) tab, P/S PC window

11. Populate P/S CP.
Refer to the instructions in Working in a Care Plan on page 11.
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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

that of others

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX: _ =%
Fle Tabs Help

RESTRAINTS

Initiated date/time

* Behavioral expectations for
= Jusiffcation for estraints *Oither justioation * Jusfication for restiaints * Othe justication termination of tesiraints  Other hehaviorsl expestations

* Hestraint Type *Other Hestratt *Interventions tried to avoid restraint use * Uther inervention

Diseontinued date/tme:

RestPage 1 | Restt O |
Gen Inf | Belong [ Orient [ /5 [ Educ [Pain [ W JResp [ v [Mewo| & [GU [ M/ JSkin JF/S  Rest [MH [ Func [DF [ PCE [ ViewTeu|
PR O TREEE Gotoradogoug: [Resson forrestamt. v |

|Ferformmg assessment

Admission — RN Assessment, 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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it Admission - RN Assessment - BDYD L (5786) Ward: PHX- _|=] x|
File Tabs Help

RESTRAINTS

= Date/time initiates
€ Known
€ Unknawn

Iritiated date/time:

= Rieason for restraint
P‘ Patient is puling at lines/tubss used in their treatment or s unable to follaw instiuctions endangering their medical /surgical iesovery. Patient is not violent or sel-destrustive

£ Patient's behavior is agaressive of vidlent presenting an mmediate serious danger ta histher safety o that of athers

* Behavioral expectaions for
* Jusficalion for estiaints * Oither justication = Jusiffcation for resiraints * Other justfication termination of esiraints R e

L Follows simple directions
[] Daes not pull at lines/tubes

[ Contracts for safsty

[ Denies homicidal ideation

] Denies self harm

] Denies suicidal ideation

] Displays no aggression ta seltfoth

] Other
sraint Type * ther Restraint * Interventiores trisd to avoid restraint use (e intervertion
nkle, Right, Locked L Bed alarm
nkle. Right. Urlocked [ Camoufiage ines/tubes
nkle, Left, Locked [ Diversional activities
nkle, Left, Unlocked [ Family at bedside
lanket/Net ] Houry rounding
Hand Mitt, Right [ Laptop tray
Hand Mitt. Left L] Low bed with mats
‘est, Locked [ Mave closer ta nurse's station
‘est, Unlocked [ Pain relief medicine
“Wwiaist, Locked [ Patientfamily education
iwaist, Unlacked LI Reality arientation [~ Discontinued - desired outcome achisved
‘wiist, Rlight, Locked [ Repasitianing of Ines/tubes
“wirist, Right, Unlocked [ Side rails, 3 or less Discontinued date/time:
“Wirist, Ledt, Locked L] Sitters
wirist, Left, Unlocked [] Wedge cushion
oft [ Other
[ Leather/plastic/ubber
[ Other

Fest Page 1 RestrCP_|
Genlnf | Eelong | Orient [ v/5 [ Educ [ Pain |1 [Resp [V [Newo |G [GU M [skin [P/S  Rest [MH_ | Func [OP JPCE | viewTent

* Designates a required field

Go to radiogroup: |Reason for estraint -

|Performmg assessment

Admission — RN Assessment, Restraints (Rest) tab, Restr Page 1 window
with restraints initiated/maintained

a. When you select, Patient is pulling at lines/tubes used in their treatment or is unable to
follow instructions endangering their medical/surgical recovery. Patient is not violent or
self-destructive, the following window displays.

(i Admission - RN Assessment - BDYD; L (5786) Ward: P _ = x|
File Tabs Help

FRESTRAINTS

* Date/time initiate:
" Knawn
" Unknown

Iitiated date e

[¥ Restrairts Initisted/maintained

’—f Fieason for restraint
* Behavioral expeciations for

* Justification for restraints *[Ither justification *Justification for restraints * [Ither justification termination of restraints
] Puling at tubes

[ Pramote medical hesling

[ Unable to follow commands:

= itier behaioral expectations

[ Folows smple diecions
] Daes not pul at nes/tubes
] Cantracts for safely

[ Other ] Denies hamicidal ideatian
| Deries sef ham
[ Denies suicidal ideation
] Displays no aggression to selfzotk
] Other
* Figstraint Type ~ ther Festraint * Interventions tried o avoid restraint use * Cifer intervertion

ed alam

Camouflage finss/tubss
Diversional activiies
amily at bedside
Hourly raunding

nile, Left, Linlocked
lanket Met

and Mitt, Right

and Mit, Left

Maove closer bo nurse's station
Pain relicf medicine
Patient/family education
Fieality orientation
Fiepositioning of nes/tubes

aist, LI I~ Discantinued - desited autcome achieved
wist, Fight, Locked

witist, Fiight, Linlocked

ide rails, 3 or less Discontinued date/time.
“wirist, Left, Locked itters
“wiiist, Left, Unlocked “wiedge cushion

[ Other

aft
cather/plastic/rubber
L] Oither

Fiestr Page 1| Resti CP

Gen Inf| Belong | Orient [ /5 [ Edus [Pain [ [Resp [ v [Mewa| Gl JGU M5 [skin [P/ Rest [MH [ Func [OP [ PCE | view Teut|

* Designates a required field .
Go to radiogroup: |Feason for reshaint =

|Performing assessment

Admission — RN Assessment, Restraints (Rest) tab, Restr Page 1 window
Patient is pulling at lines/tubes used in their treatment or is unable to follow instructions endangering their
medical/surgical recovery. Patient is not violent or self-destructive selected
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b. When you select, Patient’s behavior is aggressive or violent presenting an immediate serious

danger to his/her safety or that of others, the following window displays.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-/
File Tabs Help

RESTRAINTS
* Date/time initiatex .
o Irtiated datestine
¥ Restianis Initatedimaintained |~

* Reasen for restraint
P“ Patient is puling at Ines/tubes used in their lreatment or is unable ta fallo instructions endangering theil medical /surgical iecavery. Palient is nat violent or sel-destructive

& Patient's behavior s agaressive or vidlent presening an immediate serious danger to hisfher safely or that of others;

* Behavioral evpectations for

*Justification for restraints # Other ustification *Justification for restraints # Mther ustification termination of restraints

- Other behayioral erpectations

[ Agitated ] Follows simple directions
[] Banging head/hands [ Does not pull at Inesftubes
[ Combative ] Contracts for safety
[ Destructive: ] Denies homicidal ideation
[ Ham ta athers ] Denies self harm
[ Kicking/hitiing ] Denies suicidal ideation
[ Self ham [ Displays no agaression to self/ott
[ Other ] Other

* Restraint Type * Other Aestraint * Interventions tied bo avoid restiaint use * Dther infervention

Ankle. Right. Locked L] Bed alarm

Ankle, Left, Lacked
Ankle, Left Unlocked
Blanket/Met

Hand Mit, Fiight
Hand Mitt Left

Vest, Locked

West, Unlocked
Waist, Locked

waist, Unlocked
whist, Fight. Locked
wiist, Right, Unlacked
iist, Left, Locked
wist, Left, Unlocked

1000000000 00000Oad)=:

Soft
Leather/plastic/mbber
Other

Ankle, Right, Unlocked

[ Camouflage lines/tubes

[ Diversional activiies

] Family at bedside

] Hourly rounding

[ Laptop tiay

[ Low bed with mats

[ Move closer to nurse’s station
[ Pain relief medicine

[ PatientAamily education

[] Reality crientation

[ Repasitioning of lines/tubes
[ Side rails, 3 or less

[ Sitters

] Wedge cushion

L] Other

™ Discontinued - desired outcome achieved

Diseontinued date/time:

Fiestt Page 1 | _Resh CP

Genlnf| Belong | Orient | w5 | Educ [ Pain [ 1w

| Fese Jov [ Mewo Gl [GU [Mes Jskin [P/s Rest [MH [ Func JOP [ PCE [ wiewTent
=Desi d fekd
Seeles s e e fio ta radiogroup: | Reason for restiaint -

[Performing assessment

Admission — RN Assessment, Restraints (Rest) tab, Restr Page 1 window
Patient’s behavior is aggressive or violent presenting an immediate serious danger to his/her safety

or that of others selected

3. Populate Restr Page 1.
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,

5.

Click Restr CP.
Restr CP displays.

Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PH
File Tabs Help

RESTRAINTS - PROELEMS/NTERVENTIONS/DESIRED OUTCOMES

Select Problem(s] Desiied Outcome

Fatient will stay restraint free.
Palient placed in restraints
Other 1

Other 2

Select Intervantions

Education - Explain behavior needed for remaval of restraints

Treatments/Procedurss - Put patient in a time-out. Unlocked room for 30 minutes or less
Treatments/Procedures - The caregiver who oidered the restiaints wil examine the patient
Surveillance - Patient alert and oriented to person. place, and time:

Surveillance - Patient able to consistently comply with medical treatment
Surveilance - Patient no longer puling ot tubes/dressings/medical deviees
Surveilance - Patient no longer sedated

Treatments/Procedures Other 1

Surveilance Other 2
Case Management Other 1
Case Management Other 2
Other

Don’t forget to complete the General Information tab.

=1ofx]

Problems/Interventions and Desired Outcomes will be
Survsillance - Patient no longer combative caried fonaard to the Patient Interdisciplinary Care Plan

Education Other 1

Educalion Other | Add/Changs Cancel
Treatments/Procedures Other 2 View al interventions
Surveilance Other 1

Resti Page 1 |[ RestCF

Genlnf | Belong | Orient [ /5 [ Educ | Fan | ¥ [ Resp | o [Wewo |Gl [GU [ M [Skin [F/S Rest [MH [ Func [OP [ PCE [ wiewText

* Designates a requied field

|Performmg assessment

A

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

Populate Restr CP.
Refer to the instructions in Working in a Care Plan on page 11.
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Mental Health (MH)

The Mental Health Assessment tab contains the patient’s mental health history.

1. Click MH.
MH Page 1 displays.
a. For patients not admitted to acute psychiatry and do not have a history of specific major mental

illnesses, MH Page 2 is unavailable.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX: _ o] x|

File Tabs Help

MENTAL HEALTH ASSESSMENT
Tah to be completed far patients admitted to acute psychiatry, or with a histary of mental health problems

= Patient/familp/support persan = W/ could o ore respend *[ther 12=50n o one could rEsperd * Information obtained fiom = [ther source of information

able to respond to question:
i+ Yes " Mo

[ Authorized sunogate
] Family/Support Persan
] Medical Record

] Qther

# fisk patient: "t Hiings on stustions make pou upset?® OHequpsstting item

* Patient has a histary of * Other histany
[] None reported

[] Delusions

[ Hallucinations
1 Homicidsl intention

7 Increased levelof vidlercs to cthers

] Increased level of vidence to sell =

* sk patiert “Have you ever been so ana

* How coes patient act when . , = o
e e el . Sk ptient oo o cebupset, et does patient do to calm him/erselt iter ealming things

WH Page 1 WHPage? | MHCP
Genlnf | Belong | Orient [ ¥/5 [ Ecuc | Fan | [FResp [0 [ Mewo| Gl [GU M/ [skin [P [Rest MH [Func [OP JFCE | Wiew Ten
= Designal ired fekd
SN | e Bo to radingroup: [able o respond 1o questions = |

\Performmg assessment A

Admission — RN Assessment, Mental Health Assessment (MH) tab, MH Page 1 window
when patient is not admitted to acute psychiatry

b. For patients admitted to acute psychiatry or have a history of a major mental illness, MH Page 2
is available and must be completed.

April 2012 Patient Assessment (NUPA) V.1
Admission — RN Assessment User Manual

89



File Tabs Help

MEMTAL HEALTH ASSESEMENT

L (5786) W o] x|

Tah o be completed for patients admitted to acute psychiatry. or with a history of mental health problems

= Fatient/family/support persan
—able to respand to question

“iphy could no one iespond

&+ ‘es

Mo

= Patient has a histary of

* Other istory

Hone reported

|

CIECT

[ Hallucinations

[ Homicidal intentian

[ Increased level of viclence to others

[ Increased level of violence to self _|

= sk patient "Have you ever been so angry
that you felt rsady to erplade or loss cantrol*
* ‘ez

£ Mo

" Palient declines to answer

* Other reason no one could iespond * Information obtained fiom # Othier source of information

| Authorized sunogats
] Family/Support Person
] Medical Recard

[ Other

=Ask patient: "What things or situations make you upset?'  ~ Difer upseting ftem

] &n argument or altercation with family, partner, o frie
(] Significant losses (death or breakup)

[ Becoming homeless

(] Mot being listered to

] Lass of cantrol due to slcohal ar drugs

1 wihen | don't get what | want

[ 'when | feel | have no power

[ when my attempts at problem solving don't work

]

*How does patient act when
he/she loses contral = (ther actions
[ Threatening others

(] Hurting athers

[ Threatening to ham myself

] Harming myself

[ Hitting or kicking abjects

[ Screaming or cursing

[ Running away (elaping)

[] Drink or take diugs

v

[ Taking with athers
[ Dtk

ther

* Ask palient "when vou net upset, ~ What dos patfent da ko calm him/hersel

[~are you able to calm poursel 7"
€ Yes

= Oifier calming things

Mo

= Patient declines to answer

MH Page 2 MH CP

Gen Irf | Belong | Orient [ /5 [ Edus [ Pain [ W [ Resp | ov

[Hewo| Gl JGU [ M5 [skin JPis [Rest wn  [Func [DP Visw Text

* Designates a required fisld

Goto radiogroupr [able to respand to questions

|Performing assessment

4

Admission — RN Assessment, Mental Health Assessment (MH) tab, MH Page 1 window
when patient is admitted to acute psychiatry

Populate MH Page 1.

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

MH Page 2 displays.

2 Admission - RN Assessment - BDYDXY,

=lolx]

File Tabs Help

MEMTAL HEALTH ASSESEMENT

*Mood * Other mood * Affect * Other ffest Ee:av'” Qe oheio
o p— o e
Ansious [ Blunted [ Angry outbursts
Depressed L] Bright . [] Attention seeking/center of attertion
Dysthymic ] Congruent with moad [ Calm
Euthyniic: [normal) [ Elsted [ Combative
Eupharic ] Flat [ Cooperative
Irritable ] Incongruent with mood [ Cries easiy
Indifference Sad [ Decreased mativation/energy/initiative
Labile [ Other [ Docle
] Eahpld maad swings [] Exaggerates minor symptoms into major problems
[ Other [ Hastle
[ Intirvidates others
L Restless

[ Slamming daors
[ Staff spitting
[ Suspicious

[ Use of profanity
[ Yeling/shouting
[ Other

—Restraints/Behavioral Health Advance Direch

* sk patient: "If pou are placed in restraints, */ho should be ol fied
(~do you want us ta netity someane?
" Yes

Mo

" Patient declines to answer

Gieneral observations/comments

" Patient unable to answer

* Behavioral Health Advance Directives
Behavioral Health Advance Directive copy on chart
[| Behavioral Health Advance Directive copy not availsble
[| Deelined Behavioral Health dvance Directives
[] Requested & iven information on Behaviaral Health Advancs Diective
[ Not Applicable

MH Page 1 [ MH Pags 2
MH [Func | DF | PCE | Wiew Text

Go ta radingroup: | do you want us to notify someone -

MH CP

Gen Inf | Belong | Orient | ¥/ | Educ |Pain | ¥ [Resp [ [ Mewo |G [GU [ M/ Jskin [ Pis | Rest

= Dasignates a requied feld

|Performing assessment

4

Admission — RN Assessment, Mental Health Assessment (MH) tab, MH Page 2 window
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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.

2 Admission - RN Assessment - BDYD; _ ol x|

File Tabs Help

MEMTAL HEALTH - PROBLEMS/NTERYEMTIONS/DESIRED OUTCOMES

Select Problsrils) Desiied outcome

nger Cantrol [Polential] Promotion of patient's recogrition of need o take respansibilty for
et persanal healthcare

Other 1
Other 2
Other 3
Other 4

Select Interventions

[ Education - Discuss with patient difering perceptions regarding health issuss between health cars workers and patients =
[ Educalion - Discuss personal and sacial health responsibiliies with the patient —
% Egig::g: i E:"fn:::;:gzl’,“xjggﬁf the benefits of assuning more responsibity Prablems/Interventions and Desiied Oulcomes wil be
[ Education - Encourage exercise to stinulats the releass of sndorphins carried forward 1o the Patient Interdiscipinay Care Plan
[ Education - Encourage family support

[ Educalion - Encourage invalvement in a support group such such s Narcatics Anonpmaus
[ Eduication - Encourage us= of 2 suppart system o of visits of phane contact with a sponsar
[ Education - Assist patient wilh identifying healthier coping responses

[] Education - Assist patient with idenlifying negative consequences to health and other life areas Add/Changs Caricel
[ Education

- Assist patient with idenlifying triggers that cause him or her lo use and to develop stiategies to avoid these situations by develop
[ Educaion - Assist patient with idenfifying other means of relieving frustiations and increasing self-esteem View all interventions

[ Education - Assist patiert with ths use of support systems

[ Education - Assist patient with recognizing that diugs provide a sense of assertiveness, heightened seli-esteem, and fiustration tolerance

[ Education - Assist patient with identifying the level of motivation needed ta make a change

[ Education Dther 1

[ Education Other 2

[ Treatments/Procedures Other 1 e
[ Treatments/Procedures Dther 2

[ Surveilance Other 1

C Surveilance Dther 2 LI

Treatments/Procedures Other 2

MH Page1 | _MHPage2
Gen|nf | Eelong | Orient [ W5 [ Educ [Pain [ JResp [ [ hMewo| &l [6U [ Ms [skin [ PS5 [Rest  py [Func JOP [ PCE | ViewTent
* Diesignates a required field

|Performing assessment A
Admission — RN Assessment, Mental Health Assessment (MH) tab, MH CP window

6. Populate MH CP.
Refer to the instructions in Working in a Care Plan on page 11.
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Functional (Func)

The Functional Assessment tab contains information about the patient’s independence/dependence in
activities of daily living.

Directions for the Katz Index of Independence in Activities of Daily Living are on Func Page 1. The Total
Score for the patient is calculated automatically as you select Independence/Dependence for six activities.

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX:
File Tabs Help
FUNCTIONAL ASSESSMENT

=1ofx]

= Patient/family/support persan /by could o one respond “[ither 12250 1o one could r=spond.* Information oblained from

[~ able 10 respond ta question: CJPatent
%Aulhunzed sunagate
- Famiy/Support Person
@it ol [ Medical Record
[ Other

Instructions for completing Katz Index of Indspendance in Activitiss of Daily Living
Bathing: [ Bathing [ Dressing

* [ther source of iformation

Assist patient with

1 - Bathes self completely of needs help in bathing only a sirgle part of the body
such as the back, genital area, or disabled extremity

0-Meeds help with bathing more than one part of the body, getting in or out of
the tub or shower, Requires total bathing

Dressing
1- Gets clathes from closets and drawers and puls on clothes and outer gaments
complete with fasteners. Map have help typing shoes.
0~ Meeds help with dressing sl ar needs to be completely dressed

Toleting:
1~ Gioes to tallet, gets on and off, ananges clothes, cleans genital area without
help
0 - Needs help transfering to the taiet, cleaning self or uses bedpan o commade

Transferting
1 - Moves in and out of bed or chair unassisted, Mechanical tanstering aides

£ Independence - 1 paint

£ Dependence - 0 points

" Independence - 1 point

" Dependence - 0 paints

Tl
£ Independence - 1 paint

£ Dependence - 0 points

Tiansfering |

" Independence - 1 paint

" Dependence - 0 paints

[ Continence

£ Independence - 1 paint

£ Dependence - 0 points

[ Feeding

" Independence - 1 paint

" Dependence - 0 paints

(] Transferiing

are aceeplable
0 - Needs help in moving from bed ta chair of requies a complets transter

) Total Score: 0
Continence:

1 - Exercises complete self control over wination and defecation
0I5 partiall or tatally incontinent of bowel or bladder

Did patient have & decraass in
the level of independence

within the past 30 daps |
C Yes
C No
" Unable to determine:
e FEge 2] FuncPaged |  FuncCP

Gen Irf | Belong | Orient [ %/ [ Edus [Pain [ [Resp o [ewn| Gl JGU [M/5 [skin JPis [Rest [MH  Fune - PCE | View Text
¥ Designates a required fisld o 1o radogrou lh =

|Performing assessment A

6 = High [Patient independent]; 0 = L ow (Patient wery dependent]

Feeding
1 - Giets food from plate into mouth without help. Freparation of food may be
dane by ancther person.
0~ Needs partial or total help with feeding or requires parenteral feeding

Admission — RN Assessment, Functional Assessment (Func) tab, Func Page 1 window

1. Click Func.
Func Page 1 displays.
2. Populate Func Page 1.
Complete all the fields with asterisks; they are required fields.

Note: Refer to provider for evaluation, if patient has a Katz score of 4 or less, or a
decrease in the level of independence and changes have occurred within the past
month.
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3. Click Func Page 2.
Func Page 2 displays.
o If the patient is independent and cooperative, no additional entries are necessary on Func Page 2.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: _ ol x|
File Tabs Help

FUNCTIONAL ASSESSMENT
Instructions for assessing the patient's lsvel of ssistance ) Assessment crlteria and care plan for safe patient handling and mavement
= = = Pafient’s level of assistance : =

Independent [Fatient performs task safely, with or without stalf & assessment should be made prior to each task if the patient has varying

assistance, with of without assistive devices) 4 Independert levels of abiity to assist due to medical reasons., fatigue. medications. etc.
/hen in doubt. assume the palient cannot assist with the transfer/

Partisl Assist [Patient requires no mote help than stand-by, cuging, or . tepositioning.

cosving, o caregive is requited ta lift no more than 35 bs. of & patient's € Partial Assist

weight]
Height: 681in

Dependent - Falient requires nurse to litt more than 35 Ibs. of the £ Dependent X
weight: 1501

patient's weight, or is unpredictable in the amount of assistance offered),
) BMI: 22,9 [DEC 14, 2011@08.37.26)
Instructions for assessing patient's level of cagperation and comprehensian

* Level of cooperation and comprehension |

Cooperative (may nesd prampting: able to follow simpls
commands]

Unpredictable or varies [patient whose behavior changes
fiequently should be considered as "unpredictable”): ot ® U vais
cooperative; or unable 1o follow simple commands

Applicable sonditios likely to affect tanster/ieposiioning techninues
Gieneral observations/comments

Transterieposiionig tectniques comments:

Func Page 1 | [ Func Page 2| FuncPags3|  FuncCP
Gen Inf [ Belong [ Orient [ ¥/5 [ Educ | Fain | ¥ [ Resp | v [ Wewo |Gl JGU [MsS [skin [FP5 JRest [MH  Fune [DF [ PCE | View Text

* Designates a required fizld -
Go to radingroup: |Patient's level of assistance -

\Performmg assessment v

Admission — RN Assessment, Functional Assessment (Func) tab, Func Page 2 window
when the patient is independent
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o If the patient is dependent and completely uncooperative, additional entries are necessary on Func
Page 2.

Admission - RN Assessmen L (5786) Ward: PHX: — ol x|

File Tabs Help
FUMCTIONAL ASSESSMENT

Instructions for assessing the patient's level of assistance Assessment criteria and care plan for safe patient handling and movement

= Patiert's lewel of assistance———

Independent [Patient performs task safely, with or without staff A assessment should be made prior to each task if the patient has varying

assistarice, with of without assistive devices) £ Independent levels of ability to assist due to medical reasons, batigus, medications, ete.
[When in doubt, assume the patient cannot assist with the tuarster/

Partial fissist [Patient requires no more help than stand by, cueing, or iepositioning.

coaxing, of caregiver is required to lift no more than 35 Ibs. of a patient's " Partial Assist

wisight]
Height: £2in

Dependent - Patient iequites nurse to lift mare than 25 lbs. of the &' Dependent

patient's weight. or is unpredictable in the amount of assistance offered). ‘weight: 150 1

- 2 BMI: 22.9 [DEC 14, 2011E08:37:26]
Instiuctions for assessing patient's level of cooperation and comprehension

Cooperative [may need prompting: able o allaw sinple  Level of cooperation and comprehension—| " Weight bearing capabilty—— = Bi-Lateral upper extremity strengt
d

ETREL] " Cooperative O Fl  Yes

Unpredictable o varies (patient whese behavior changes ' Patial

hequently should be considersd as “unpredictable”]: not
cooperative; or unable to fallow simple commands

 Mare e

=

pplicable conditions likely to affect transfer/repositioning techniques

s General abssrvations/comments
Ll 4| Transferieposiioning techniquss comments

ip/knee/shaulder replacements
istory of falls

Marbid ohesity

Paralysis/Paresis

Postural hypatension
Respiratory/cardiac compromise
Severe edema

Severs osteoporosis

Severe pain/discomfort

] s 4 et et =
Func Page 1 | [ Func Fage 2] FuncPage3|  FuncCF
Gen Irf | Belong| Orient [ /5 [ Educ [Pain [ 1 [ Resp [ o [ Wewo| G [Gu M [skin [ Ps [Rest [MH  Fune [DP [ PCE | View Teut
* Designates & required fisld N vy e |
|Performing assessment 4

Admission — RN Assessment, Functional Assessment (Func) tab, Func Page 2 window
when the patient is dependent

4. Populate Func Page 2.
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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5. Click Func Page 3.
Func Page 3 displays.

jon - RN Assessment - BDYDXY,U
File Tabs Help

FUNCTIONAL ASSESSMENT

L (5786) Ward: PHX-

Usge of mechanical liting devices and approved aids for lifting, transferring, repositioning. and moving patients.

Transter to and from Bed to Chair, Chair to

Tailet, Chair

quipmentAssistive Device
CliCeing it

Lateral ranster to and from Bed to Stretcher, Troley

[ Friction reduicing device
[ Full bady sing

[ Gait belt

[ Lateral iansfer device
[ Power stand assist

[ Sliding board

Mumber of staff |0 Hv

Reposition in Bed, Side to Side, Up in Bed

 quipment/Assistive Device

Transfer to and from Chair to Stretcher or

Chair tor Exam T able

Equipment/Assistive Device

[ Ceding it

[ Friction reducing device
[ Fullbody sling

[ Gait belt

[ Lateral transfer device
[ Power stand assist

[J Sliding board

Mumber of staff [0 Hv

Repasition in Chair

Equipment/Assistive Device

Equipment/fissistive Device

ft

Lateral transfer device
Power stand assist
Siding board

umber of staff |0 3-

=

Equipment/ssistive Device

Transfer a patient up fiom the: foor

[ Cailing it

[ Friction reducing device
O Full body siing

[ Gait belt

[ Lateral transfer device
[ Power stand assist

[ Ceiling fitt

[ Friction reducing device
[ Full body sing

[ Gait belt

[ Lateral transfer device
[ Power stand assist

" Head support

[ Sliding board [ Sliding board

Mumber of staff [0 2] Number of staff [0 2]

$ling type Sling size

" Standard £ Medium (100 to 210 |bs, height 5 ft- 5 it 11 in]
€ Amputation

£ Large (210 ta 550 Ibs, height & ft and over]

Height: B8in
wieight: 160 1b

Lateral transfer device
Power stand assist
Siding board

Mumber of staff |0 -

Educats Patient, Family. and Support Person on

Print

FuncPage 1 | _Func Page 2 Func CP

Gennf | Belong | Drient [ /5 | Educ [Pain [ [Resp [ | Hewo| Gl

= Designates a required field

JGu | M skin [Prs JRest [MH  Funs [DP [ PCE | View Tent
Gio to radiogroup: [Siing type -

|Performing assessment

6. Populate Func Page 3.

a. Complete the fields as necessary.
b. Click Print.
c. Print Func Page 3 and give it to the staff handling the move of the patient.

A

Admission — RN Assessment, Functional Assessment (Func) tab, Func Page 3 window
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7. Click Func CP.
Func CP page displays.

on - RN Assessment - BDYDXY,U
Help

L (5786) Ward: PHX-

File Tabs
FIUNCTIONAL - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

Select Prablem(s) Definition

smbulation Facilitation of activities of daily living related to bathing and hygiene
{hing an:

Assistance with dressing

Assistance with sating

Other 1

Other 2

< i

Select Interventions

Other Education 1
[ ther Education 2
[ Treatments/piocedures -
[ Treatments/procedures -
[ Treatments/procedurss -
[] Treatments/procedures -
[ Treatments/procedures -

Use a towel bath to bathe the patient if appropriate

Use comforting words to describe the bathing experience such as "warm', "relaxing,”" or "massage'* Approach patient it
Ensuire thiat hathing assistance preserves patisnt dignity

Use non-detergent, no-rinse prepackaged bathing products

Support bathing practices that may have culturally specific significance for social well-being
[ Treatments/procedures - Use warm (40 degree C) bath water for tub bath for elderly person

[ Treatments/procedures - Have shower cleaned immediately befare use by immuno-compromised patients

[ Other Treatments/procedures 1

] Other Treatments/procedures 2

L] Other Surveilance 1

[ Other Survellance 2

[ Other Case Management 1

[] Other Case Management 2

[ Qther

Prablems/interventions and Desied Dutcomes wil be
carried forward to the Patisnt Interdisciplinary Care Plan

Add/Change Canicel
iew all interventions

Func Page 1 | FuncPage2 | FuncPage 3

Gen Inf | Belong | Orient | %/5 Educ | Pain IIV

* Designates a required field

[ Resp [ ov [ Newso |Gl GU M5 Jskin [PS JMH  Fune - PCE | View Teut

|Perfurmmg assessment

Admission — RN Assessment, Functional Assessment (Func) tab, Func CP window

8. Populate Func CP.
Refer to the instructions in Working in a Care Plan on page 11.
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Discharge Planning (DP)

The Discharge Planning tab contains information about home environment, living arrangements, and

special equipment, if required for discharge.

Information about the legal/medical guardian is pulled from the question asked in P/S Page 3. You cannot
edit it from the DP tab. If the information is not correct, return to P/S Page 3 to correct.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: Pi
File Tabs Help

DISCHARGE PLANMING

=|olx]

* Patient/family/suppot person
~able ta respand to questions—|

* Yes " Mo

* Doss patient have & lagalt
~nedical guardian [censervatar]
© Yes

& No
Fulled from P/5 Fage 3

" with whom does patient live—
# Alone
" Family
© Sigrificant Other
" Fiiend
" Nursing Home
© Agsisted Living
Homeless
" Patient declines to answer

i Transpertation for Discharge |
Dn car

 Fiiends/anily
Bus

& Y& Shuitle

C YA Travel

€ Other

" Patient declines to answer

*44/hy could no ore respond

*Bpesity quardian [conservater]

* Home enwironment

] Stairs to enter home
] Stairs within home

Bed on main level
] Full bathroom on main level
] Bed & full bathroom on same floor (ot main level)
] Other architectural batriers [e.0. naow doorways)
1 Patient declines t answer

* Other tramsportation for discharge:

* Other reasor no one could respond * Infarmation obtained from * Other souree of information
[ Autharized surrogats

] Family/Support Person

] Medical Recard

[ Other

* Relationship status
" Cohabitating

= Emplapment Status———  Diverced
£ Presantly employed © Maried
£ Unemplayed € Separated
& Refired  [EhaR
" Disabled ~ Sidomed
7 Palisrt dsclinss to arwswst " Patient declines to answer

“ Other architectural barers * Special Equipment Meeded at Home
No equipment nesded

[ Specialy bed

[ Specialy matiress

* Dieseiue emplopment status

* Wther equigment needed

Ramp

[ Raised toilst seat
[ Safety bars

[ Qther

General observations/comments

DP Page 1

PP |

GenInt | Belong | Orient | ¥/5 | Edue [ Pain |

| Fesp [ov [ Mewo |G [GU M [Skin [F/5 JRest [MH [Func pp  [PCE | ViewTent

* Designates a required field

Go to radiogroup: |Employment Status -

|Perf0rmmg assessment

Admission — RN Assessment, Discharge Planning (DP) tab, DP Page 1 window

1. Click DP.
DP Page 1 displays.
2. Populate DP Page 1.
a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments for additional information.
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3.

Click DP CP.
DP CP displays.

(i Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PH
File Tabs Help

DISCHARGE PLANNING - PROBLEMS/ANTERVENTIONS/DESIRED OUTCOMES

= Problems, interventions, and desited outcomes indentified in previous tabs have besn dissussed
with the: patient and/or farily/support persan and concurrence obtained

Anticipated Dischaige Flan Gioals

[_] Discharge to home without additional services

[ Invalve family/support persan in discharge planning

[ Patient is hameless ™

] Patient requires ransportation assistance =

(] Dischargs to home with support services [physiological needs e.0. 02, 1Y therapy, pain therapy and waund care) *
(] Discharge to home with support services [functional needs e.g. assistance with home ADLs) =

[] Discharge to home with support services [social needs e.g. financial assistance, transpartation, follow-up appointments, suppart groups] =
(] Discharge to home with support services [educational needs &0, classes, materials)

(] Dischargs to home with support services [spiritual nesds e.0. clergy contact]

[[] Discharge to home with support services [special equipment nesds) ™

[] Discharge to home with Multidiug Resistant Drgarism [MDRO)/Infectious Disease information *

[] Discharge to extended care faciity

[ Patient idertified 25 & warder=r/elopement risk **

[ Patient identified as a fie fisk **

[] Patient on izolation precautions

[] Plan for suppart for patient's care giver/s =

[ Other 1

] Other 2

] Other 3

If an item contains **, then a Social Work Consult or Discharge Planning Consult is requiied

=yfhy hasn't plan of care been dissussed

i=(E

* Farily/suppart persar in dischiarge planming

Social Work Consult

DP Page 1 DPCP

Gennt | Belong | Orient | ¥/5 | Educ [Pain |V JResp [ o [ Mewo |Gl JGU M [skin [P/5 [ Rest [MH [ Func pp - View Text

* Designates a required field

G0 to radiogroup; [with the patisnt and/or amily/sup -

|Performing assessment

4

Admission — RN Assessment, Discharge Planning — Problems/Interventions/Desired Outcomes,

DP CP window

4. Populate DP CP.

a.

b.

Complete the fields as necessary.

Refer to the instructions in Working in a Care Plan on page 11.

Complete a Social Work Consult or Discharge Planning Consult, if required.
Refer to the instructions in Working in the Consults on page 15.

Optional: Complete a Telehealth Consult or a Home Care Consult, if set up by your medical

center.

Note: If an item in the Anticipated Discharge Plan Goals list box contains **, a Social

Work Consult or Discharge Planning Consult is required.
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PCE Data (PCE)

The PCE (Patient Care Encounter) Data tab is optional and may not be set up at your medical center. The
PCE tab includes a list of all clinical reminders due for the patient.

Note: The clinical reminders must be set up by your facility.

1. Click PCE.

Use the PCE tab to document specific clinical reminders completed by the inpatient nurse at admission.
PCE tab displays.

(% Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-
File Tabs Help

PCE DATA,

-]
Inpatient Mursing PCE Information
Advanced Directives Education
Bazic Health Practices ind Safety
Inpt Plan of Care Tz & Services
Hutr Interwention, Diet, and Oral Health
Pain Education

Text [will be added to note]

Resalve

Reminders Due (Dlse\ay Qnly) Due Date
Hot loaded wet — come back to this tab later

Topic def. None found

Clinical Maintenance
Flemindet Inquiy
Resulis

Genlnf | Belong | Orient | ¥/ [ Educ | Fan | ¥ | Resp | o | Newo] GI

JGu [ [skin [P [Rest [MH ] Fune | OF
* Diesigriates a required fisld
\Perfurmmg assessment

PLCE Wiew Text

Admission — RN Assessment, PCE Data (PCE) tab window with reminders loading
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(@ Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) _ ol x|
File Tabs Help

PCE DATA Text [will be added to nate]

Inpatient Mursing PCE Infarmation

Advanced Directives Education
Bazic Health Practices And Safesty
Inpt Plan of Care Tz & Services

Hutr Intervention. Diet. and Oral Health Resolve
Pain Education

Reminders Due (Display Onl Due Date Topie def: None found
Abuse Screen DUE_NOW  ta

ADVANCED DIRECTIVE EDUCATION DUE HOW

Alcohol Use Screen (AUDIT-C) DUE HOW

ASSESS dus to BP»139-89 DUE HOW

Barriers to Learning DIUE HOW Clinical Maintenance
Cholesterol Screen (Hale) DUE HOW

Colorectal Cancer Screen DUE HOW

Depression Screen DUE HOW j Reminder Inquiry
Fesults

GenInt | Belong [ Orient [ /5 [ Educ [ Pasin [ v [Resp [ v | Wewa| G  [GU [ Mo Jskin [P [ FRest [MH [Func [OP  prp [ViewTest
= Designates & required field

|Performing assessment A

Admission — RN Assessment, PCE Data (PCE) tab window after reminders are loaded

Reminders Due (Display Only)

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

clinical reminders from within the assessment template.
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Clinical Maintenance

1. Select a clinical reminder in the Reminders Due list box.
2. Click Clinical Maintenance.

Information about when the reminder is due or was last done, displays in the Maintenance Results

list box.

(i Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105)
File Tabs Help

PCE DATA Text [wil be added to note]

=1o]x]

npatient Mursing PCE Infarmatian

Advanced Directives Education
Basic Health Practices And Safety
Inpt Flan of Care Tx & Services

Nutr Intervention. Diet, and Oral Health Resolve
Pain Education

Reminders Due (Display Only) Due Date Topic def: Mone Found

Abuse Screen DUE HOW
ADVANCED DIRECTIVE EDUCATION DUE HOW
Alocchol Use Screen (AUDIT-C) DUE HOW
ASSESS due to BF»139-89 DUE HOW
Barriers to Learning DUE HOW

Cholesterol Screen (Hale) DUE HOW
Colorectal Cancer Screen

Maintenance Results

~STATUS- -DUE DATE- -LAST DONE- =]
DUENDW DUENOW  unknown
Frequency: Due even 1 year for all ages.

o o

Gen Int | Belona | Orient | ¥/5 | Educ [Pain | Iv [ Resp [ov [ Mewa |Gl JGU M [skin [Prs | Rest [MH | Func

* Designates a required fisld

DP PCE | Wiew Text

|Performing assessment

Clinical Maintenance
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Reminder Inquiry

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

(i Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) _ ol x|
File Tabs Help

FPCE DATA Text [will be added to note]

Inpatient Mursing PCE Information

Advanced Directives Education
Ba=zic Health Practices and Safety
Inpt Flan of Care Tz & Services

Hutr Intervention, Diet. and Oral Health FResolve
Pain Education

Reminders Due (Display Only) Due Date Topic def; None Found
Abuse Screen DUE NOU .
ADVANCED DIRECTIVE EDUCATION DUE_HOU
1 T AUDIT-C) DUE HOW
ASSESS due to BP»139-89 DUE HOW

Barriers to Learning DUE HOW Clinical Maintenance
DUE HOW

Cholesterol Screen (Male)
Colorsctal Cancer Screen DUE OV

Depression Screen DUE NOW = " Reminder inquiny 1
Inquiry Results
-4LCOHOL USE SCREEN (AUDIT-C) No. 326 il

Prit Mame: Aleahal Use Sereen [SUDIT-C) =
L | >

GenInf | Belong | Orient | ¥/5 | Educ | Fain | Iv Fesp | OV | Meuo | GI GU | M/S [Skin | F/S | Rest |MH [ Func JDF  pre [ViewTest

* Designates a required field

\Performmg assessment 4

Reminder Inquiry
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Resolve Inpatient Nursing Clinical Reminders

1. Select an item in the Inpatient Nursing PCE Information list box.

|Inpt Flan of Tx & Sarvices
Mutr Entervention, [net. and Oral Health
(Fain Eduzatien

PCE Data, 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 a radio button from Received?
4. Select an item from Level of Understanding.
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5. Click Resolve.

Information pop-up displays indicating the reminder is resolved.
Information Y

\ij) Reminder resolved!

OK

Information pop-up: Reminder resolved!
6. Click OK.

The text that is added to the Progress Note displays in the Text (will be added to note) text box

PCE DATA Test (will be: add=d to note)
Pain Education ;l
Fatient had Pain Risk, Mamt, and Assessment at this ence
Inpatient Mursing PCE Infarmation Level of Understanding: Poot
Advanced Directives Education
Basic Health Practices And Safety
Inpt Plan of Care Tx & Services

Hutr Intervention, Diet. and Oral Health

-
[ | B

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 entered for a patient during the admission
assessment.

(2 Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX o [ 9
File Tabs Help

-
GENERAL INFORMATION j
Patient family/support psrson abls to respond to gqusstions: Yes

Information obtained from: Patient

Denographics
Wams: BDYDEY,ULW L
Age
Sex: MALE

Race: WHITE, NOT OF HISP
Admitting diagnosis: ACROMIOPLASTY

Date Time Patient Arrived on Unit: 12-13-2011 @ 4:46:16 PX
Mode of arrival . Ambulatory

idmitted from, Home

That does patiemt went to accomplish by this hospitalization: pain free

Preferred Healthcars Language. English

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

ID Band or Patient ID Card werified as correct (right patiemt, SSH, DOE. wnit): Yes
Special alert arm band: Home

Hedications

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

Spiritual-Cultursl Assessment — Patient's Religion: PENTECOSTAL

ire there religious practices or spiritual

concerns the patient wants the chaplain,

physician, and other health care tsam membsrs to immsdiately know about: o

Patient reguests an immediate wisit from the Chaplain: Fo

Does patient have any traditional, ethnic, or cultural practices that need to be part of care: No

Does patisnt have any concerns or special considerations if a blood transfusion is needed: No -
_>|_I

<

Sign Note/Consults

GenInf | Belong [ Orient | %5 | Educ [Pan | I¥ [ Resp | oV | Mewo |Gl [ GU [ M5 Jskin [P/S [Rest [MH | Func [DP [ PCE  wiewTem

* Designates a required feld

Admission — RN Assessment View Text tab window

1. Click View Text.
The View Text window scrolls through the admission assessment for review.
2. Review the patient admission assessment.
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Signing Note and Consults from within the Template
During the assessment, you may be prompted to enter a mandatory consult, which will be uploaded with
the assessment note.

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

Go to CPRS to sign your uploaded, unsigned notes and consults.

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

1. Click View Text.

Sign Note/Cansults
GenInf | Belong [ rient [ /5 [ Educ [Pain [ [Resp [0 JMewa |Gl [GU [M/S [skin JP/5 [Rest [MH JFunc [DP [PCE  viewTew

# Designates a required field

[Note uploaded 4

Admission — RN Assessment with Sign Note/Consults button

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

Enter your slectronio signature cods

Sign Note/Consults Accept esig Cancel e-sig

Gien Inf | Belong [ Orient [ ¥/s [ Educ [Fain | JFResp [0 JMewo |Gl [GU [Ms Jskin JF/5 [Rest [MH JFunc [OF JFCE  view Tent

* Diesignates arequired field

[Note uploaded 4

Admission — RN Assessment with Sign Note/Consults button

Note: If there is only a note to sign, the button is Note.
If there is a consult to sign, the button is Sign Note/Consults.

3. Enter your electronic signature and click Accept e-sig.
Information pop-up 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 Anunsigned note can be edited.
e Assigned note cannot be edited.
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Patient Unable to Respond

An incomplete admission assessment is filed when the patient cannot respond to admission assessment

guestions and there is no caregiver available to provide the necessary data.

The following screen captures are examples of the tabs when No is selected for Patient/family/support

person able to respond to questions.

(3 Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105
File Tabs Help

GEMERAL INFORMATION

=olx]

= Patient/family/support persan = ther reason nojone could respond = nformation

able to respond to question
T Yes & No

”ND *Dale/Time Patient Aurived on Uit

*Mode of aivat———
& Ambulatory

ame: BDYDXY EHYUN WEDAADW NI - 13_433,
Age: BB Sex MALE  Race: BLACK OR AFRICAN A

" Stistcher/Gumey
" \wheslohair

Admitting diagnosis: NONE FOUND

*fhat does patient wart to
accomplish by this Hospitalization

* Patient |dentification band——————————
" Patient arived with identification (ID] band on
D Band applied an unit or clinic location

(% Patient arived with Patient |dentification Card

obtzined o, *Wther source ofinfarmstion

= (iher adniting place
= Admitted fiom————————
" Clinic:
£ Commurity Residential Care
" Emergency Department
& Home
" Nursing Home
€ Shelter
£ 23 Hour Observation
€ Other

*ther Languzge
¥ *ID Band or Patient ID Card verfied as

*Special alert am band

* Diher S pecial alert am band

corest [fight patient, 55N, DOE, urit) o

C Alleigy

[ DNR/DNI
[ Fall Risk
[ lsolation
[ Other

Gen| Page1| Gen|Pags2| GenlPage3| GenlPage#

GenInt | Belong | Orient [ W75 [ Edue [Fain | v [FResp [ov [ Mewo |Gl [6U | Mss [Skin [P | Rest

| MH_ JFunc JDP [ PCE | view Tet]

* Designates a required field

|Performing assessment

A

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 1 window
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(i Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX-ADMISSION S: [=] F33

GEMNERAL INFORMATION 2

#xx Outpatient ===
®xx  NONE FOUHD #xx
xxx [T xxx

*x%x  NONE FOUND »%x

Admission — RN Assessment, General Information (Gen Inf) tab, Gen | Page 3 window

ORDERS YESTERDAY & TODAY - NOWE FOUND

B Page | [ o P 2] i P3| e Paged
[Fow J 0] Func J DR 7E |

of medicinal paich [ e |

Hand hygiene practices

Definition of MRSA, VRE, TE, and all resistant aiganisms
Spiead of resistant organisms/prevention

Contact Precautions (s related to patient condition)
Respiratory Precautions (a5 related to patient condition)
Surgical site [a2 related to patient candiion]

[ Airborre:

[ Contact

] Droplet

] Neutopenic

_Gien | Page 1 | Gen Page 2| [Gen [ Page 3] Gien | Page 4|
K JFune JoP JPce |
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(i Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX-ADMISSION'SSNM w4

EDUCATIONAL ASSESSEMENT

PAIN ASSESEMENT

Hone Dbserved

[ Body Rigidty

] Crying

| Facial Grimacing

L] Fidgeting

] Frightened Facial Expression
] Frowning

[ Moaning

| Negative Vocalization

[ Noisy Bresthing

1 Sad Facial Expression

] Unable to consale, distract, or reassure
[ Other

[EaucPaze1] _edcre |
oo [ Fane J 0P JcE ]

able to respond to questions -]

Other Fain_| [0
[Fs5 JRest MH |

s pain a problem for the patient |

Admission — RN Assessment, Pain Assessment (Pain) tab, Pain Page 1 window
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(. Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX-ADMISSION S [=] 5

RESPIRATORY ASSESSMENT

Patient unable to communicats
| Mo family/support person present

[ Other

Fegular

[ liegular - Agonal

] liregular - Chepne-Stokes
] liegulr - Kussmal

] liregular - Other

No difficulty observed
Dysprsa [shortness of bieath]

1 Nasal flaring

] Orthoprea

[ Pursed Lips

[ Use of accessory muscles

] Dther

[Fp P 1] ResoPage2 | FespPage3| _resore |
O e |

Foesramy st ] 5o ]

PespPage 1| esoPage? | [Femp P 3] |_Resn P |
o] e JoP_JPcE ]

Admission — RN Assessment, Respiratory Assessment tab, Resp Page 3 window
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=1olx]

File Tabs Help
NEUROLOGICAL ASSESSMENT

* Patient/family/support person = Why could no one respond * Diher r=asor no one could respord *[nformation ebtained from * Other source of information
abls ta respand ta question: atient unable to communicats
1 No family/support person pressnt

Other

O Yes @& Mo

Instiuctions for completing Glasgow Coma Scale

Pailssit s 2 fiztony of Spinal Core lnjury Lsws| Infommation. The Glasgow Coma Gosle is used to quantip the |
Jevel of consciousness and s scored between 3and 15, —)
3 being the worst, and 15 the best. It is composed of thiee
parameters: Best Eye Response, Best Verbal Response,
Best hiotor Response. The defintion of these paremeters
is given below
Best Eye Respomse. (4)
) Eyes apen sportaneausly
* Oirer rsunniogical poblem *Describs Spinal Cord Iy Level *Level of Cor ([l B Gesk B e mand

Eve opening to pain

No eye opening

Denates closed eye or if patient is unable to open an epe
duc o sweling, nerve palsy of epe dressing

Indicates presence of phamacalogical paralysis

Evemsporse score [~
Verbal espanse seare 5 =
Motarresponse score [§ <] Best Verbal Response. (5]
5. Oriented

Confused

Inappropriate words

Incomprehensible sounds

N verbal responrse

T Indicates presence of anET or Trach tube —

EREEE

Total score: 15

Ny

Score is expressed as Epe (4} + Verbal (5) + Mator (€]

Glasgow scors categories D Indicates patient aphasia
1315 [nomal result) P Indicates presence of pharmacological paralysis
312 (conelates with moderate brain injury) Best Motor Fiesponse. (€] (Best am response]
€. Obeys Commands
8 of less [comelates with severs brain injury] 5. Localizing pain ﬂ

NeuaFage 1| Newo Page 2| | Neuo CF
Genlrf | Belong | Orient [ w5 | Edus | Pain | W [ Resp Neuro |G GU M [skin [ P/s [ Rest [MH [ Func JOP [ PCE | view Tent

= Dasignales & required field
Goto radiogroup: | able to respond to questions -

|Perfarming assessment ¥

Admission — RN Assessment, Neurological Assessment (Neuro) tab, Neuro Page 1 window

Admission - RN Assessment - BDYDXY, _ ol x|

File Tabs Help

MNEUROLOGICAL ASSESSMENT
—Mator

Inshiuictions for performing motor assessment

[Assess motor stength bilaterally. Have the patisnt flex and extend arm against
[your hand; squesze you fingers: lft Isq while you press down on the thigh:
hald leg straight and lft it against gravity; and flex and extend fant against your
hand. Girade each extremity using the seale below:

5 +- Active movement of extremity sgainst gravity and maximal resistance

4+ - Active movement of extiemity against grawity and moderate resistance
3+ - Aetive movement of extremity against grawiy but NOT against resistance
2+ - Active movement of extremity but NOT against gravity

1+ - Slight movement fiicker of contraction)

0- Nomovement

= (ther speechlsnuage

— Pupik
== Lens implant/prosthest Beactivity
. :is igpe—— " Otieipunilises * Right eve * | st sye
£ Unknown * Equal % Brisk reaction to light % Brisk reaction to ight
" Right greater than left
Describe lens implant/prosthesis * Lt graater then right " Some reaction to light (sluggish) € Same reaction ta light [sluggish]
© Other ™ Noreaction ta light 1 No reaction to light
= Sensations - Paresthesiasor ~ Sersations presert * Requites assistive communication ~ Coppunicalion device need=d  General observations/comments
heuropathies pressnt——— devics to meet basic nesd:
" ‘es " ‘es
Mo Mo
Newro Page 1| [Newo Page 2| MewoCP
Gien Inf | Belong | Orient [ w25 [Educ | Psin [ W JFResp | 0V Newo [G1 [ GU [MS [skin [P/ [ FRest [MH [ Func [P [ PCE | view Text
* Designates a required field
Go ta radiogroup: |Lens mplant/prosthesis -
|Performing assessment 4

Admission — RN Assessment, Neurological Assessment (Neuro) tab, Neuro Page 2 window
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(i Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX-ADMISSION S (=

GAZTROINTESTINAL ASSESEMENT

[ Distended
Firm

] Flat

] Guarding

1141442001 |

[ GPagei | GiPage? | GiPaged | GICP |
[ Rest T Fue [P JPCE |

et =] G ]

] Gastrostamy tube
] G tube:

1 llenstemy bag

] Jejunostomy tube

[ Nasogastiic: tube
PEG

] Small bore feeding tube
1 Other

Mo problems impaiments

] Assistance needed with oral hygiene
[ Difficulty chewing

[ Difficuity swallowing

] Al testh present

| Paor dentition

[ Mo dentition

[ Could nat assess

_CiPae1 |[ GiFeez ] GiPa3 | mie |
[Rea A Fane JoP_Jce |

Diesciiption of patient |

Admission — RN Assessment, Gastrointestinal Assessment (GI) tab, Gl Page 2 window
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BDYDXY,EHYUN WED. —|ol x|

File Tabs Help
GASTROINTESTINAL ASSESSMENT

Dysphagia

. ~ Bitenieasen unabiz ko sereen Dusphagis sk fsclors

Dysphagiascreen |

& Ableto scresn * Diagnosis of new shoke,  * Modified texture diet/

£ Unable - Patient on Ventlator head and neck cancer, of  eating mansuvers e * Unable to

£ Unablo - Pationt uncorcious traumatic brain injur chin tuek; head tumj follows command
€ Unable - Other ’7(‘ Yes & No V_‘ ’7(‘ Yes & Mo ’75‘ Yes Mo
N

* Tongue deviation

et gurgly voic *Doning while swisk from il Speach Consuit
’7(' ‘es (-'N:—‘ ’V(' Yes r Mo ?‘ ’7(' ‘Yes + Ho

* Urinterfional WDt oSS o1 patient reports unintentionsl gain!
Jass of weight i the past month

General Observations/Comments

HNutrition consult guidelines

| Patient on tube feeding or total parenteral nutrition
(] 5% unintentional weight gain o loss in past 30 days
(] Mausea/vomiting/dianthea for greater than 3 days
Less than 503 ususl intake for greater than 5 daps
(] Dysphagia of dysphagia ssrmptom

Nutition Consult

GlPagel | GlPage2 GICP

Ger ot ] Belona [ Drisnt /5| Educ [ Pain [ JResp [ ov [ Mewn m [GU [ s [Skin [P JRest [ e [ Func [DP ] PCE ] view Tent
* Designates a required fisld
Gioto radiogroup: | Dysphagia sereen =

|Performing assessment A

Admission — RN Assessment, Gastrointestinal Assessment (G1) tab, GI Page 3 window

Admission - RN Assessment - BDYDXY,EHYUN WED. : _ ol x|

File Tabs Help
GEMITOURINARY ASSESSMENT

= Patient/family/suppot persan =W/hy could no one respond = [ther reason o one couldiespord. * Infarmtion obtained from * Other source of information
able to respond to question: atient unable to communicate
] No family/support person present

 Yes I ] Other

= Paient has & history ot _rr

*aiding *Itemittert catheterization frequency  * Other voidig Uririe:

@ Diher color

% Amber
 ellow
 Bloody
" Unable to evaluate
" Other

Conshtency—————
* Momal

(" Concentrated
 Dits

* Other Histo 1 Unable to evaluste

* Last voide 0
d dor
g Absorbency d d
’7(‘ ot @ Uit B e e "r Foul smelling & None  Unable to evaluate

*Descrite sediment

~Sediment————————
= Abnormal discharg Deseibe abroma dischage  Yes
& None C Mo

" Genital " Unable to evaluate

" Unahle to evaluats

Gl Page1 | GU Page 2 GUCP |
Gen|nf | Eelong | Orient [ W5 [ Educ [Pain [ v [ Resp [ | Hewo | &I G (M [skin [P/s [Rest [MH [ Fune [P [ PCE | ViewTet]

= Disignates a required field
Go to radiogroup: |Color |

|Performing assessment A

Admission — RN Assessment, Genitourinary Assessment (GU) tab, GU Page 1 window
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(i Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX-ADMISSION'S=M (=]

MUSCULOSKELETAL ASSESSMENT

FOM - No apparent problem

[ Limited ROM - Right Llpper Extremity
] Limited ROM - Left Upper Extremity
] Limited ROM - Right Lower Extremity
] Limited ROM - Lelt Lower Extrerity

[FPaset ] wspege2 || wisce |
R e e

able: to respond to questions =]

Admission — RN Assessment, Musculoskeletal Assessment (M/S) tab, M/S Page 2 window
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{7 Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) Wa
File Tabs Help

SKIN ASSESSMENT

=S

= Fatient/family/support persan
able to respond ta question:

= Pafient has = historyof

[ Other

= Desoibe other history

*Why could no one respond
Patient unable ta communicate
] No familp/suppart person present

* Other reason no one could iespond

“Infarmation obtained from * Diher sovice of information

Predisposition for skin braakdo

Dioes patient have * Risk Factors * Wther rish factars
[ Amputee Mone

[] Diabetes [ ] Bariatric patient

] Multiple Selerosis ] Deviceaslated pressure

] Neurological disease ] Diabtic

[ Paraplsgia ] End of life care

[] Paralysis ] Hypoalbuminemia

] Quadraplegia
1 Spinal cord injury

] Medication - Vasopressors
] Riefusing to tum/mave secondary o pain

] Ton unstable for tums
] Very low BMI [Body Mass Index]

] Other
Skin Inspection
= Skin Color * Gther skin colen « Skin Turgor Gieneral obsstvations/cormments
" Skin Temperal. W1 Normal for ethnic group ( - -
i« “
’7(—‘ Wam Mot ¢ Cool Cold || Cpanotic il Ui 8 A
Dusky
* Skin Ptch Descristion
*Skin Moisturs————————— | | Flushed = Skin Patche:
[ Jaundiced
¥ Extremely dry  Moist (] Mottled © Yes ¥ No
Dy  Diaphoretic EETAZ,
|V Pressuie ulcars [V Other skin alterations
SkinPage1 | SkinPrUi1 | SkinPrUi2 |  Skinat1 | SkinAk2 | SkinPags3 | SkinCP

JGU M5 sin [P5 JRest [MH [ Func JOP [ PCE | Miew Test
Goto radiogroup: [Skin Patches 1[G |

| Resp | ov | Newo | GI

* Designates a required field

Gennf | Belong | Orient | %¥/5 | Educ | Pain_| IV

|Performing assessment

Admission — RN Assessment, Skin Assessment (Skin) tab, Skin Page 1 window

Admission - RN Assessment - BDYDXY,
File Tabs Help

PEYCHOZOCIAL ASSESSMENT

=/hy could no one respond * Wither reason no one could respord. = [nformation obtained from = ifier source of information

] Patient unable to communicate
] No family/support person present
Dther

* Patient/family/support person
able: to respond to question:

C Yes = Ho

* Batient has a fistory of # [ther Histons * [Hen athtude * [ther behayion

[ Suspected Abuse/Meglect Scieen

Does patient report ahy of the following?
Based upon nursing assessment, is any of the following suspected?

*Werbal abuss * Physical abuss *Meglec
Yes = No I'(_ Yes * N:—‘  Yes (% No

“ Explain suspicions

* Based on nursing assessment, ars athers
in the hausshald possible victms of
abuse or neglet by the patient
 Yes

& Nao

€ Unknown

P/SPags1 | P/SPage? | P/SPags3 | Ol | PéSPags4 |

JGu [wms Jskin prs [Rest [MH [ Func [OP [ FCE | view Test
Goto radiogroup: [Verbal abuse =

* Evplai about othiers in househnld

Social Work Consult

P/5CP

v | Newo| G

* Designates a required field

| Fesp

Genlnf | Belong | Orient [ V45 | Edue | Pain |

\Performmg assessment

Admission — RN Assessment, Psychosocial Assessment (P/S) tab, P/S Page 1 window
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(i Admission - RN Assessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX-ADMISSION S [w] 1

PEYCHOSOCIAL ASSESSMEMNT

[EeEaaa P75 P2 | _PrsPaned |

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

(& Admission - RN Assessment - BDYDXY,ULN L (5786) Ward: PHX-ADMISSION SCHEDULED S =] 73|

PSYCHOSOCIAL ASSESSMENT

_Pi5Page | Piopage |[ 775 Pace |
(s Tsin_ prs (Ao A Jrunc |

sppointed legal quardian =1 [ e |

Admission — RN Assessment, Psychosocial Assessment (P/S) tab, P/S Page 3 window
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BDYDXY,EHYUN WED. —|ol x|

File Tabs Help

MEMNTAL HEALTH ASSESSMENT

Tab to be completed for patients admitted to acute psychiatry, orwith a history of mental health problems

* Patient/family/support person* Why could no one respond

= Difier (eavon o Grie Gould espond
able to rsspond to question:

“Infarmation abtained from

*Wther souice of nformation

Patient unable to commuricate
] Mo family/support person present
CYes 6o L] Other

* Patiert has & history of

*fither histom * sk patient: "what things or situations makeyouupset?! = Other upsetting item
sk patient "Have you ever been so angr
* Hawy does pallent act when . o . q
angicesndlEy e sk et Mher po et upset, Whet daes patient da o el Fimhersel

* Wther calming things:

MHPage2 | [ MHCP

[Mewo |Gl JGU [ M5 [skin [Ps [Rest mH  [Func [ DP

* Designates a required fisld
Goto radiogroupr |able to respand to questions =

Gen Int | Belona | Orient | ¥/5 | Educ [Pain |1V [ Resp [ Cv View Text

|Performing assessment

A

Admission — RN Assessment, Mental Health Assessment (MH) tab, MH Page 1 window

biH Page 2 MH CP
MH - DF | FCE | View Test

G ta radiogroup: |able to respond to questions -

Gen|nf | Eelong | Orient | W/5 | Educ | Pain | IV Resp | C¥ Neuro | Gl GU M5 | Skin | P/S | Rest

* Designates a required field

\Ferfurmmg assessment

4

Admission — RN Assessment, Mental Health Assessment (MH) tab, MH Page 2 is unavailable

Admission - RN Assessment - BDYDXY,EHYUN WED.

_ ol x|
File Tabs Help

FUNCTIONAL ASSESSMENT

* Patient/family/support person

“Wihy could no one respend
[~able to respond to question

*Wther reason o one couldrespond —* nformation ebtained from

* Diher souice of nfomation

et unable 1o communicals
o Famip/support person present
1 Dther

" Yes & Mo

Instructions for completing K atz Index of Independence in Activiies of Daily Living Assist patient with
Bathing [ Ambulating
1 Bathing
[ Dressing
| Feeding
L] Toiketing
] Transtering

1 - Bathes self completely or needs help in bathing only 3 single part of the bady
such as the back, genital area, o disabled exremity

0~ Needs help with bathing mare fhan ane par of the body, gelting in ar out of
the tub or shower. equires total bathing

Dressing:

1- Giets clothes from closets and drawers and puts on clothes and outer gaments
complete with fasteners. May have help typing shoes.

0- Needs hielp with dressing sef ar needs to be completely dressed

Toleting
1 - Gioes to tollet, gets on and off, aranges clothes, cleans genital area without

elp
0~ Newds help transfering ta the toilet, cleaning self or uses bedpan or commerde

Transtering

1-Moves in and out of bed or chair unassisted. Mechanical ianstering aides
are acceptable

0- Needs help in moving from bed ta chair of requites a complete fransfer

Total score: 0

Conlinence:
1 - Exercises complete sff control over urination and defecation & = High (Patient independent]: 0 = Low [Patient very dependent] Didpatientieve adesE s
00- Is partially or totally incontinent of bowel or bladdsr the level ot independence
Feeding,
1- Gets food fram plate inta mouth without help. Preparstion of food may be

done by another person
01- Needs pattial or total help with feeding of requites parenteral feeding

FuncPage2 | FuncPage3|  FuncCP

| M5 Jskin [P [ Rest [MH  Func [DP JPCE | ViewTent

Goto radiogroup;  |Bathing - -

Gen Int | Belong | Orient | 4/5 [ Edue [Pain [V [Resp [ v [ Newn| &l | &U

* Designates a required field

|Performing assessment

4

Admission — RN Assessment, Functional Assessment (Func) tab, Func Page 1 window
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@ Admission - RN Assessment - BDYDXY,EHYUN WED _ ol x|
File Tabs Help

FUNCTIONAL ASSESSMENT

Instiuctions for assessing the patient's level of assistance Assessment criteria and care plan for safe patient handling and movement

* Patient's level of assistance

Independent (Patient performs task. safely, with of without staff [0 assessment should be made prior to each task i the patient has varping

assistance, with o without assistive devices) " Independent Ievels of ability 1o assist due to medical reasons, fatigue, medications. etc.
[when in doubt. assume the patient cannot assist with the transfer/

Partial Assist [Patient requires no more help than stand-by, cusing, or repasitioning.

coaving, of caregiver is required to lit no more than 35 Ibs. of 3 patient's " Partial Assist

weight]
Height: 68 in

Dependent - Patient requires nurse to lift more than 35 Ibs. of the * Dependent

Weight: 150 Ib
Bl 22.3 [NOV 10, 2011@10:41:31]

patient's weight, o is unpredictable in the amount of assistance offered]

Instiuctians far assessing patient's level of cocperation and comprehension

Cacperative [map need prampting; able t follow simple [ Level of cooperation and comprehension— [ Wieight bearing capability—— *BiLateral upper extremity strengt
commands) . i Full -~ ves

Unpredictable or varies [patient whose behavior changes £ Partial

frequently should be considered as "unpredictable”); not P e — . o  He

cooperative; or unable to fallow simple commands ons

Applicable sonditions likely to affect bansfer/reposiioning techniques

Hone " General observations/comments

Transfer/repositioning technigues comments

[ Amputation

[ Contractures/spasms

L] Fractuiss

[ Hip/knee/shoulder replacements
[ Histary of falls

[ Morbid abesity

[ Paralysis/Paresis

[ Postural hypotension

[ Respiatory/cardiac compromise
[ Severe edema

[] Severe asteaporasis

[ Severe pain/discomfort

[ Splints/traction

[ Tubes IV, Chest etc)

Func Page 1 FuncPage 3| _ FuncCP

Genlnt | Belong | Orient | /5 | Educ | Pain | v | Resp | o [ Mewo |Gl [GU [ /s [Skin [P/S [Rest [MH  pure [DP | PCE [ View Test

= Dasignates a required field . ;
Gt radiogroup: |Patiert’s level of assistance -

|Performmg assessment 4

Admission — RN Assessment, Functional Assessment (Func) tab, Func Page 2 window
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Glossary

Term Definition

ADPAC Automated Data Processing Application Coordinator

ART Adverse Reactions Tracking

BCE Bar Code Expansion

BCE-PPI Bar Code Expansion-Positive Patient Identification

BCMA Bar Code Medication Administration

Belong Belongings

CAC Clinical Application Coordinator

CIWA Clinical Institute Withdrawal Assessment.--CIWA

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

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

CMS Centers for Medicaid and Medicare Services

COTS Commercial Off the Shelf

CP Care Plan

CPRS Computerized Patient Record System

Cv Cardiovascular Assessment

Delphi Programming language used to develop the CPRS chart

DFN Data File Number

DP Discharge Planning

Educ Educational Assessment

Func Functional Assessment

Gen Inf General Information tab

Gl 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 1V lines

IV Dialysis IV Dialysis ports
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Term Definition

IV Periph IV Peripheral lines

JCAHO Joint Commission on Accreditation of Healthcare Organizations

LPN Licensed Practical Nurse

M/S Musculoskeletal Assessment

MAS Medical Administration Service

MH Mental Health Assessment

MRSA Methicillin-Resistant Staphylococcus Aureus

NAA Nursing Admission Assessment

Neuro Neurological Assessment

NHIA Nursing Healthcare Informatics Alliance

NPAT National Patient Assessment Templates

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

OED Office of Enterprise Development

OERR Order Entry Results Reporting

oIT Office of Information and Technology

ONS Office of Nursing Services

Orient Orientation to Unit

P/S Psychosocial Assessment

PADP Patient Assessment Documentation Package

Pain Pain Assessment

PC Plan of Care

PCE Patient Care Encounter

PD Product Development

PHR Patient Health Record

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

Resp Respiratory Assessment

Rest (or Restr)

Restraints

RN

Registered Nurse

RPC Remote Procedure Call

RSD Requirements Specification Document

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

Skin Skin Assessment

SNOMED - CT Systemized Nomenclature of Medicine Clinical Terms

120 Patient Assessment (NUPA) V.1 April 2012

Admission — RN Assessment User Manual



Term Definition

TIU Text Integration Utilities Program
All text in CPRS is stored in TIU
TJC The Joint Commission
VIS Vital Signs
VA Department of Veterans Affairs
VAMC Department of Veterans Affairs Medical Center
VANOD VA Nursing Outcomes Database
VHA Veterans Health Administration
VistA Veterans Health Information Systems and Technology Architecture

An enterprise-wide information system built around an electronic health record
used throughout the Department of Veterans Affairs medical system.

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

Height in inches or centimeters?

Weight in pounds or kilograms?

For additional PADP information, refer to the user manuals for RN Reassessment, Admission — Nursing
Data Collection, and Interdisciplinary Plan of Care.

Documentation for NUPA Version 1.0 is also available on

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
Assessment Contingency Note

A
= Mokt
Assessment
Contingency Note.pd

During system downtimes, print a copy of the attached Assessment Contingency Note and use it to
perform an Admission RN Assessment.
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