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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.

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

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

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

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

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

Each template is associated with a note.

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 the RN Reassessment

Registered Nurses (RNs) use the RN Reassessment template to document inpatient care in a standardized
format at regular times and as needed. With the reassessment template, you collect information associated
with new problems and with required physical assessment documentation, such as skin condition,

respiratory, genitourinary, and gastrointestinal status.

Opening RN Reassessment

You access the RN Reassessment through CPRS from the Tools menu.

1. Open CPRS.
2. Select a patient.
3. Click Tools.
4. Select RN Reassessment.
Enter a patient window automatically opens to the CPRS patient.
Note: You may have to re-enter your CPRS access and verify codes, depending on local
site setup.
o= Visti CPRS in use by: G b G (TEST-WISTA, ED.VAGIY)
File Ecdt Yww Action Oplhions | Tools Help
DULYHN TSHWEHY Y Admission Assessment Jeo
2us 14,155 Intendiscipinary Flan of Care o
ANR ok -
i Data Colsction DOy
e Drug infio L
# Hl Anesthesiokogy Mote Merromede s TEF
# H Ew&w:‘r: Dot g To Date bt
+ Bl Geresal Medcire Conmult E e Elr
+#Hl Hosphalst Hote ; : ;[. i Ly 1
+ leg - Interdacaplnany Trea .
o T Irfoimed Consert ricsl Businass Tools LAL
+ Bl Irtiavenous Therspy Mok CRM Pl AT
4 B MedicalHistory & Phynica ‘PR3 Hélp Lic
Bl Medicallniein Nobe Vitals AT
+- M Madcsl Randent Mols Everit Capbure A
+ H Medical Studert Noke FIM s b
+ Bl Ments Haalh Conault Aoy AT
© Bl Menid Haalh Hote VIC Lesusr m
- Hl Murang Petop Assestmer MedConsert 'TE
+ Bl Mursng Aeassessment M poysd L &
5 H Nuasng Teanader Note Chracal Case Registries b
+ Muinton Hote AudchOTES
w1l Mulntion Seieen P User
+ Hl Operatres Note [bref] CART L
i (e R
+ (-2l ] r ] L] @t
5 B Phaemacy - Phamacisty 121 5%cond Level Evaluation :1
4 B Phamacy Medication By eroa rseakth fssistank o
3 B Prysicsl Therapy Cong = Heandalf Ticl
£ B Prysical Therspy Mote VI Essuer b =
#-H Pre Anesthe:ns Primary Care Almanac k l;;
=) Pro Opesalive Graphing... GG e
[3 Presventive Heslth Manasg
+-Hl Pulmonary Conul LA i &mc
+ B F‘\.imlruy Followr-Uip Mok Options...
5 B B bt Bk e Zl|zamed: 08/17/2010 15:1
Access through CPRS
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No Previously Saved Information
The Enter a patient window displays.
=10l

File Tabs Help

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

rRestoredata?
) es
£ Ho

I Type
¢ Medical/Surgical initial reassessment for shift
P TR T——
€ Mental Health initial reassessment for shift

Last reassessment note done: NOT ADMITTED

[Looking up patient 4

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

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

Previously Entered Information Available for One Patient

“ou hawe previously saved data on a note for patient
BDY DY ILQD] A,

Restore data?™

i Yes

= Mo

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 > m
1. Select an Assessment Type.
2. Select Yes.
3. Click Start Note.
The template opens General Information tab for the CPRS patient with the data restored.

Note: PADP does a search for previously entered assessments/reassessments within the
last 12 hours.

Previously Entered Information Available for Two or More Patients

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

You hawve previously sawved data on more than one patient.

‘iew the patients™

" Yes

" Mo

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

4 Patient Assessment (NUPA) V.1 April 2012
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View the Patients?/No

If you say No, the patient’s name displays in the Enter a patient text box as a number that identifies the
CPRS patient.

1. Select Assessment Type.
2. Click Start Note.
3. The template opens to the General Information tab.

View the Patients?/Yes
1. Select Yes.

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

You hawve previously saved data on more than one patient

Yiew the patients?
’75' Yes

(i Patient Selec —|of x|

You hawve saved data on the following patients:

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

BDVDXEY, ILQODI A
BDYDXY EHYUN WEDAADW

[ I Cancel | ‘

Patient SelectionList
Patient on the List

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

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

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

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

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

File Tabs Help

GEMERAL INFORMATION

* Other reason no one could iespond = Information obtained from  * iter souice of information

* Patient/family/suppart persan /by could o ore 2spond ) Patient
able ta respond to question: [ Authorized surogate
........ [ Family/Support Person
ey Mo ] Medical Riecard
] Other

Demographic
Name: ZMSHTSWLSDHYS,CHUUN

Age: 100 Sex: MALE  Race: BLACK OR AFRICAN &

Admitting diagnosis: NONE FOUND * Prefered Healthcare Languags
Prio patisnt r=sponse to "what doss patient wank to " Engish
acomplish by this Fosptalization  Spanich

 Other

= (ther Language

*What does patient want to Prioypatiert resnonse
accompiish by this hospitalization”

Gen| Page 1 | _Gien| Page 2| |Gen| Page 3| Gen| Page 4
Genlrf [Educ | Pain [ 1v [ Rssp [ | Hews |Gl GU | M5 [skin [Ps JRest [MH [ Func JOP | PCE | Wiew Tent
Gt radiogroup: [able to iespond o questions = 6o |

= Dasignates a requied field

|Performing assessment

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

Patient Assessment (NUPA) V.1 April 2012
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Patient not yet Assigned to an Inpatient Bed

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

_|of x|

Selectvisit location:

FILEROOM-x -
LAE OPERATING ROOM-#

LAB SAME D&Y

PERMANA-00B-LAB-X

Location : Select visit location

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

Saving and Uploading Data

Auto Save

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

Gen | Page 1| GenlPage2| GenlPags3| GenlPage#
Genlrf [Educ | Pain [ [Resp [ov [ Wewo| Gl JGU [Mis [skin P& JRest [MH JFunc [OP [ PCE | View Test
* Designates a required fisld Go ta radiogroup: |able to espond to questions T r—

|saving data 4

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

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

lﬁ Tabs Help
Upload Data Ctrl+U
Save and Exit Ctrl+5S
Save Now Clrl+W
Exit Ctrl+Z

RN Reassessment window, File menu

Upload Data

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

Fesults from vour nate upload:

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

NUTRITION INFATIENT consult uploaded, order #32194122
Be sure to sign itin PRSI

SOCIAL WORK COMNSULT INPATIENT consult uploaded, order #32134123
Be sure to sign itin PRSI

Health factors added!

Care plan uploaded!

RN Reassessment, Upload results window

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

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

e The tabs with pages that require attention are blue.

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

File Tabs Help

GENERAL INFORMATION

* [tten reasan no one could respand.—* Infarmation sbtained fom *Wther source of itformation

* Retient/famiy/suppot person*ihy coulding onerespond

@ Error Listing

Demographics
Name: ZMSHTSWLSDHY: Cannot Upload Nate, The following errors were found.
Age: 100 Sex MALE R “ou can double-click on an item below to be taken to that tab

Pain page 1-Timing of pain not specified
Pain page 1-Does pain radiate not specified.
Frior patient resporse [ "W v Peripheral - Peripheral IV number 1 not updated
peconpleh Bl hospi 20l | vy peripheral - Peripheral Iv number 2 not updated
pan fiee I% Central - Central Iv number 1 not updated

% Central - Central IV number 2 not updated

I% Dialysis - Dialysis number 1 not updated,

I% Dialysis - Dialysis number 2 not updated,

Fesp page 2 - Suction nat specified

esp page 2 - Air Leak not specified

esp page 2 - Chesttube drainage not specified.
Resp page 2 - Dressing not specified,

W/S page 2 - within 3 months not specified

W/S page 2 - Secondary Diagnosis not specified
W73 page 2 - Ambulatory aid not specified

Admitiing diagnasis: NONE F

Additionsl goals for hospializa | 7
i e R

Gen|Page 2| GenlPage 3| GenlPage4

G Inf Pain | ¥ M O | Newo |Gl | 6U ||GIEHN Skin | Skn | P/S Fune: PLE | View Tent
* Dissigristes & reuived fiskd Goto radiogroup: [Frefencd Heathcare Language | = | Go |
|Checking note for errors 4

RN Reassessment, Error Listing window

e Once the pages are completed, the tab returns to gray.
i. Double-click an item to go to the page that requires attention.
ii. When all the errors are completed, select Upload Data again.

Save and Exit

To save data and temporarily leave the template:

1. Open the File menu on any tab.

2. Select Save and Exit.

3. When you reopen the template, your previously entered data is there.

Save Now

To save data, but not close the template and continue to enter data:
1. Open the File menu on any tab.

2. Select Save Now.

3. Continue to enter data for the current patient.

April 2012 Patient Assessment (NUPA) V.1
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Exit

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

Warning! X|

\_“:) Do you really wish to exit?

No |

Warning : Do you really wish to exit?

2. Click Yes.

or

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

2. Click Yes.

10 Patient Assessment (NUPA) V.1
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Signing Notes

Go to CPRS to sign your uploaded, unsigned notes and consults.

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

1. Click View Text.

{ii RN Reassessment
File Tabs Help

BDYDXY,ILQDI A (2902) Ward: PH

=10lx]

GENERAL INFORMATION
Patient family support person able to respond to questions: Yes
Information ocbtained from: Patient
What does patient want to accomplish by this hospitalization”: Improve lungs
Preferred Healthcare Language: English

Medications

Meds brought in by patient: Ho
Inplanted medication punps or devices: Ho
Is patient wearing any kind of medicinal patch: Ho

Spiritusl-Cultural Assessment - Patient's Religion: ROMAN CATHOLIC CHURCH
Are there religious practices or spiritual

concerns the patient wants the chaplain,

physician, and other health care team members to immediately know about: No
Patient requests an immediste visit from the Chaplain: No

Does patient have any concerns or special considsrations if a blood transfusion is nesded: Ho
Does patient have a pastor or clergy who should be notified of this hospitalization: Ho

Does patient have an Advance Directive: No

Patient received info on Advance Directive: Yes

Does patisnt wish to initiate or make changes to an Advancs Directive: No

Testing for MRSA brochure/equivalent information given to the patient/euthorized surrogate: Ves

MRSA Nares swab periormed: Ves

Was the bslow Infection Control Education provided to the patient: Ves
Infection Control Education: Hand hygicne practices

Ievel of understanding: Fair

Precautions: Contact

MRSA Nares swab periormed on transfer with patient's agreement: Yes
MRSA Nores swab periormed on discharge with patient's agreement: YTes

il

Sign Mote/Consult

Does patient hawe any traditional. ethnic. or cultural practices that need to be part of care: No

Did the patient-authorized surrogate agree to MRSA Nares swsb on adwission/transfer/dischargs: Yes

I

Genlnf| Educ | Pain [V [ Resp [ [ Mewo G  [Gu M [skin [P [Rest [MH JFunc [P [ FCE  viewTest

2. Click Sign Note/Consult.

* Designates a required field [ e

|Uploading care plan. Cascade your windows if the program gets stuck 4
RN Reassessments, View Text tab after upload

Enler your electronic signature cods -
Sign Mote/Consult | Accept essig Cancel e-sig

Genlnf| Educ | Pain | ¥ | Fesp | v Newo | Gl | GU_ [ M5 [ Skin [P [ Fest [MH [ Func [OP JPCE  view Tent

* Designates a required figld [ e

|Uploading care plan. Cascade your windows if the program gets stuck 4

RN Reassessment, Sign Note/Consult Button

3. Enter your electronic signature and click Accept e-sig.
4. To prevent the signing of an uploaded note, click Cancel e-sig.

Note: If there is only a note to sign, the button is Note.

If there is a consult(s) to sign, the button is Sign Note/Consult.

April 2012 Patient Assessment (NUPA) V.1
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Working in a Care Plan

The Care Plan page for each section of the RN Reassessment works the same way. The steps apply to
each of the care plan (CP) pages.

(2 RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX- N (=[S

File Tabs Help

Click & row o updata s prabl lustion and intervention stat
EDLICATION - PROBLEMS/NTERVENTIONS/DESIRED OLITCOMES 15 1AW IR UREIE 8 RIORIEM Svarlistion Bnd e emion siEus

T&E |PROBLEM DATE IDENTIFIED|DESIRED DUTCDMEIF’HUB EVAL |PROB EWAL DATE|INTERWENTION INT STARTED |INT £
K 1]

Froblem/Intervention detai
[ Do ot dizplay resolved problzns Add New Problem Wiew bistory for this prablem

Add Wew Intenvention to His problem

IEANEERGETH | Educ CP
Genlnf Edue | Pain | I¥ Fesp | O | Mewo| GI | GU | M/5 | Skin | P#S | Rest | MH | Func | DP [ PCE | Wiew Test
* Designates arequired fisld
\Performmg assessment ¥

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

12
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Care Plan Table

TaB |PHDBLEM |DATE IDENTIF\EEIDESIHED OUTCOME|PROB EVaL PROB EVAL DATE [INTERVENTION |INT STARTED |INT STATUS |INT STATUS Dﬁﬂ
[t Congestive Heart Failure [Actu, 2/3/11@1156 Prevention/minimizatior Mew problem Nat an file Education - Educat 2/3/11@1156  Motonfile  Motonfile

[ Congestive Heart Failure [Actu. 2/3/11E1156 Prevention/minimizatior New problem Nat an file Other Treatments/p 2/3/11@1156 Motonfile  Moton file

EDUC  Speech deficit [&ctual] 213 @156 Improwed comrmunicati Nev problem Mot an file Treatments/proced 2/3/11@11596 Motonfile  Moton file

EDUC  Speech deficit [Actual] 203M1@1156 Improwved communicatic New problem Nat an file Treatments/proced 2/3/11@1156  Motonfile  Moton file

FUNC  Assistance with bathing and hy 2/3/11@1156 Facilitation of activities New problem Nat an file Treatments/proced 2/3/11@1156  Motonfile  Moton file

Gl Inadequate nutition [Actual/Pe 2/3/17@1156 Balarced digtary intake New problem Mot an file Treatments/proced 2/3/11@11596 Motonfile  Motonfile

Gl Inadequate nutition [Actual/Pe 2/3/11@1156 Balanced dietary intake Mew problem Nat an file Treatments/proced 2/3/11@1156  Motonfile  Moton file

GU Diabetes - chronic [Actual]  2/3/11@1156 Hat on file New problem Nat an file Education - Educat 2/3/11@1156  Motonfile  Moton file

GU Diabetes - chronic [Actual) — 2/3/17@1156 Mot o file INew problem ot an file Treatments/proced 2/3/ 111156 | Mot on file

ot on file Al
»

RN Reassessment, Problems/Interventions/Desired Outcomes table

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

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

Date Identified
Desired Outcome

Date the problem was identified
Preferred resolution of the problem

Prob Eval
(Problem Evaluation)

Prob Eval Date
(Problem Evaluation Date)

Intervention

Int Started
(Intervention Started)

In relation to the problem, how are things going?
a. No change/Stable
b. Deteriorating
¢. Improving
d. Resolved
e. Unresolved at discharge

Date on which the problem was last evaluated

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

Date on which the intervention was initiated

Int Status
(Intervention Status)

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

Int Stat Date
(Intervention Status Date)

Date on which the status of the intervention was evaluated

April 2012
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Updating an Existing Problem/Intervention

All care plans are updated the same way. If problems are entered during a previous assessment, the CP
page from any tab is bold and italicized.

Fiesp Page 1] Fiesp Page 2 | Other CT Loo| FisspPags 3 | | Base &7

Resp | C¥ | Meun [ G GU | M5 [ Skin [ Ps [ Rest [MH [ Fune [OP [ PCE | wiew Test
= Designates a required field G o radigraup: [Frespiratony depth - Go |

Genlnt | Educ | Pain | Iv

|Performing assessment

RN Reassessment, <Resp> tab

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

(i RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: P o =

File Tabs Help
RESPIRATORY - PROBLEMS/ANTERVENTIONS/DESIRED OUTCOMES — Click arow to update its problem evaluation and intervention status:
T4B  |PROBLEM |DATE IDEMTIFIED|DESIRED EIUTEEIMEIF‘HEIE EvAL |PROB EVAL DATE [INTERVENTION INT STARTED [INT 5T¢
Asthrna [Actual] 12/6M1@083  Stabilization and/or im New problem Mot on fie Education - Instruct patient to immediately report ary problems| 12/6/11@0831 | Not on |

L |

I~ Do ot display resolved problems Add New Problem Vi history for this problem

Fiablem/lntervention detail

Ldd Wew ntervention to this problem

Resp Page 1 | [[E#SaEGGE2] Other CT Loc | Resp Page3 | [ Resp CF
Genlnf | Educ | Fain | Iv Fiesp | ¥ | Newo | Gi GU | M/ [Skin | P/ [ Rest |MH [ Func [DP [ PCE [ view Test

* Designates a required field

|Performmg assessment

RN Reassessment, <Resp> CP window

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

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

File Tabs Help

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

TR |PF\DELEM DATE IDENTIFIED| DESIRED DUTEDMEIPF\DE EVAL |PROE EVAL DATE |INTERVENTION INT STARTED |INT ETATLqINT STATUS DAT

RESP {Asthma [Actual) 12/6M11@0831  Stabilization and/or im News problem | Mot on file Education - Instruct patient to immedi 12/6/11@0831 Notonfile  Noton file

KN 0]

Problern/lntervention detail

Wiew histary for this problem Problem: Asthma [Actual) -
A New Problem LR Identfied: 12/6/11@0831 B
Desited ovtcome: Stabifzation and/or mprovament of respittory status as i
Evaluatior: New problem

Evaluation date: Hot on fle

Intervention: Education - Instruct patient to immediately 1port any problems
Intervertion startedt: 12/6/11 @831

Intervention status: Mot on file

I~ Da ot display resalved problems

Add MNews Intervention ta this problem |

Problem evaluation Intervention statu Intervention status date: Mot on file
Mo changerSiabe £ Conplted
"~ Deteriorating £ Cortine
£ Improving <
e £ Dissontinue el - "
£ Urresolved at discharge € Pending
FespPage1| RespPage2| OtherCTLoc| FespPaged
Gen It | Edus | Pain | v Resp |C¥ | Neun | Gi GU M/ skin [P/5S JRest [MH [ Func JOP [ PCE | view Text
* Diesignates & required fisld
|Performing assessment Z

RN Reassessment, <Resp> CP window
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3.

4,

5.

Select a problem evaluation and an intervention status for the selected problem.
Evaluate both the problem and the specific interventions each time you document.

Prablem/Intervention detail

[~ Do nat display rssolved prablems | \View history for this problem | Problem: Asthma [Actual] "
dd ew Froblem pE e Identiied: 12/5/11 0831 B

Dissived cutcome: Stabilzation and/or improvement of respiratory status 3¢

Evaluation; New problem

Evalnation date: Not on e

Itetwention: Education - Instruct patiznt to mmediatel repott ary problems

Itetvention started: 12/6/11@0831

Ikerwention status: Not on s

A New Interveniion o tis problem |

Fioblem evahuation stalu Intervention status date: Nat on file
 Ho change/Steble € Conpletsd
(r: :Jelenurallng ¢ Conlinue

mproving . >
 Resolved £ Discontinue Exraz] q _”—I
(" Uniesalved at discharge " Pending

RespPage 1 | FRespPage2 | OtherCT Loc| RespPage3 |[ RespCF

GenInf| Educ_| Pain_| IW Fesp |G Newro | GI GU M/S | Skin | P45 | Rest |MH | Func | DP PLE | Wiew Text

* Designates a required field
|Performing assessment &

Problem evaluation, Intervention status, and Problem/Intervention detail

Click OK.
Information displays.

Information x|

j) Plan/intervention updated!

Information : Plan/intervention updated!

Click OK to complete the problem/intervention.
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6. Review the care plan table.
The Prob Eval/Int Status are updated and the Prob Eval Date/Int Status Date are added.

(& RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: PHX~ -1Olx|

File Tabs Help

RESPIRATORY - PROBLEMS/INTERYENTIONS/DESIRED OUTCOMES

INT STARTED |\NT STATUq\NT STATUS DAT

TAB  |PROBLEM DATE IDENTIFIED|DESIRED UUTCUMEIFHUB EVAL |PROB EVAL DATE [INTERVENTION
RESP 12/6/11@0831 Stahilization and/or im Deteriorating  12/151@1521 | Education - Instruct patient to immedi 12/6/11@0831 | Continue 12A15/11@1521

Ll

I™ Da nat display resolved problems Add New Problem Wiew history for this problem

Add New Intervention to this problem

Resp Page 1 | [[EEi6EEGEA] Other CT Loc | RespPaged | [ Resp CP
GenInf | Educ | Pain [ 1 Fiesp [C¥ [ Mewo |Gl [GU | Ms [Skin [P/ JFRest [MH [ Func JDF JPCE | ViewTent

* Designates a required fisld

|Performing assessment

RN Reassessment, <Resp> CP window

April 2012 Patient Assessment (NUPA) V.1
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7. Click View history for this problem to view the history of the selected problem.
The Problem History displays.

e, Glam CONTRLE [TEC VR MBS e PADE UEEROME

Problem History window

8. Click Close.
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Adding a New Intervention for an Existing Problem

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

(@ Add New Problem/Intervention —|olx
=
|
ihe puatient and make aye contach
Pl ot k] aho ehavices
slphsbet board Aukd
prchae boad '—[
et
e vetng madresk Carenl
ard prae 80 appiEte '—[
Other Treatments/procedures 1
[thst Trmsbrrmed e pocmchams 7
Other Survellance |
Dthet Survellanee 2
Othet Cave Managemert 1
thet Cave Management 2
Ottt

Add New Problem/Intervention window

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

Information ]

j) New Intervention added!

Information : New Intervention added!

5. Click OK.
6. Click Exit.
April 2012 Patient Assessment (NUPA) V.1 19
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Adding a New Problem/Intervention

(X RN Reassessment - BDYDXY,EHYUN WEDAADW (5105) Ward: P - ol x|
File Tabs Help

RESPIRATORY - PROBLEMS/NTERVENTIONS/DESIRED OUTCOMES

TAB  |PROBLEM DATE IDENTIFIED|DESIRED EILITEEIMEIFHEIE EVAL |PROB EVAL DATE [INTERVENTION INT STARTED |\NT STATU%\NT STATUS DAT
RESP 12/6/11@0831 Stahilization and/or im Deteriorating  12/151@1521 | Education - Instruct patient to immedi 12/6/11@0831 | Continue 12A15/11@1521
K L]

I Do not display resolved pioblems {" AddNew Problsm & Wigw history for this problem

Add New Intervention to this problem

RN Reassessment, <Resp> CP window

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

(2 Add New Problem/Intervention

=

Selact Froblem(g)
Coantres mrgaement Actud]

Hranrg deficd |Achasl)

Spmech Ostid [Achasl]
Virual difich [Achusl]

it 1

Othee 2

X Eat

Add New Problem/Intervention window

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

2. Select a problem from the Select Problem(s) list box.
You can select only one problem at a time.

The Desired Outcome text box and the Select Interventions list box display.

20

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



Add New Problem/Intervention window for problem/intervention options

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

Information

5y

o

Information : New Problem/Intervention added!

5. Click OK.
6. Click Exit.
April 2012 Patient Assessment (NUPA) V.1 21
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Other Problems

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

=10lx]
|
. ;_(I—:Ihlindnmml
2]
[ aa |
| Cocn [
X
Add New Problem/Intervention window with Other
2. Type the other problem into the text box.
3. Click OK.
4. Type a desired outcome into the Desired Outcome text box.
5. Select one or more interventions from the Select Interventions list box.
6. Click Add.
Information displays.
Information x|
\id) New Problem/Intervention added!
Information : New Problem/Intervention added!
7. Click OK.
8. Click Exit.
9. To add more other problems, repeat steps 1-8, as necessary.
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Other Interventions

Some interventions generate a to enter interventions that are not on the predefined list.
1. Select an Other intervention in the Select Interventions list box.
The Other intervention displays.
2. Type the other intervention into the text box.
3. Click OK.

=lolx|

[Other Treatment

Othe 1 Enter the Other Treatments Procedures
Other 2 B renbon:

[Ty ——
Other Dutcome 2 i

Add New Problem/Intervention window with Other

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

Information x|

j‘) New Problem/Intervention added!

Information : New Problem/Intervention added!

5. Click OK.
6. Click Exit.
April 2012 Patient Assessment (NUPA) V.1 23
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Working in the Consults

All the consults in Reassessment work the same way. The following steps apply to each of the consults.
When a consult is required, a mandatory consult message is highlighted in red. Ordering a Chaplain

Consult is an example of how to work in any of the consults.

Example — Ordering a Chaplain Consult

Order a Chaplain Consult from Gen Inf tab, Gen | 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

—Spiitual/Cultural Assessment - Patient's Religion: JEHOWAH'S wWITMESSE

Are there religious pratices or spirtual = Deseibe practices/concems  Patiant raquests an immediats

* Descrbe practices

concerms the patisnt wants the chaplain, Does patient have any lradtional,
physician, and ather health care team e lro.r‘n Wi EE Chaplain Consult ethnic. or cultural practices
‘members to immediately know aboul  Yes " No that need to be part of car
© Yes  Ho Prior patient responss: NO C Yes (el
Priot patient response: NO *** Chaplain consult mandatany *** Pricr patient respanse: ND
* Describe *Speci 1 |
[iges patient have any concerms el e Daes patient have a pastor ar paeas sl
or special considerations if a clergy who should be notified
blood transtusion is neede of this hospitalizatior
CYes  No CYes  CHo
Fiior palient response: ND Prior patient resporise: NO

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

Spiritual/Cultural Assessment

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

{Zi INPATIENT CHAPLAIN Consult _ o] x|
*Urgency Patientwill be seen as an
- © Inpatient ¢ Outpatient
*Place of consult |Bedside -
* Provider
Provisional diagnosis | I
*Reason for request
Person to notify
Upload Coneult | X Cancel |

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

Information x|

\ij) Consult will be uploaded with the note.

Information : Consult will be uploaded with the note.

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

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

April 2012 Patient Assessment (NUPA) V.1
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Working in the Template

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.

ok~ wdE

Moving through the Template with a Mouse

There are two ways to move from tab to tab within the template.
1. Click atab at the bottom of any of the RN Reassessment windows.
The selected tab opens.

Gen | Page 1 Gen | Page 3| Gen| Page 4
Genlrf [Educ | Pain [ [ Resp | o | Newo [ GI GU | M/ [ skin | P/S | Rest [MH [ Func | OP | PCE [ View Teut
= Designales a required field Gio to radiogroup: [that need ta be pait of cars - Go |

|Performmg assessment A

RN Reassessment tabs

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

{i: RN Reassessment - BDYDXY,
File | Tabs Help

General Information Ctrl+Alt+G

FE Education Cri+Alt+E
[Tae Pain Ctrl+Alt+P
Ei Ctrl+Alt+I
Respiratory Cirl+Alt+R
Cardiovascular Ctrl+Alt+L
Neurological Ctrl+Alt+N
Gastrointestinal Ctrl+Alt+A
Genitourinary Ctrl+AI+T
Musculoskeletal Ctrl+Alt+M
Skin Ctrl+Alt+5
Psychosocial Ctrl+Alt+Y
Restraints Ctrl+Alt+Z
KN Mental Health Ctrl+Alt+H
=0 Functional Ctri+Alt+F
Discharge Planning Cirl+Alt+D
PCE Ctri+Alt+X
View Text Ctrl+Alt+V

RN Reassessment window, Tabs menu
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Moving through the Template without a Mouse

Ctrl-Alt Keys

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

Tab Keys
General Information Ctrl +Alt+G
Education Ctrl +Alt+E
Pain Ctrl +Alt+P
v Ctrl +Alt+]
Respiratory Ctrl +Alt+R
Cardiovascular Ctrl +Alt+L
Neurological Ctrl +Alt+N
Gastrointestinal Ctrl +Alt+A
Genitourinary Ctrl +Alt+T
Musculoskeletal Ctrl +Alt+M
Skin Ctrl +Alt+S
Psychosocial Ctrl +Alt+Y
Restraints Ctrl +Alt+Z
Mental Health Ctrl +Alt+H
Functional Ctrl +Alt+F
Discharge Planning Ctrl +Alt+D
PCE Ctrl +Alt+X
View Text Ctrl +Alt+V
April 2012 Patient Assessment (NUPA) V.1 27
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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.

(30 bo radiogroup:
b ade of

Adrmitted fram
Primary Language

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

Viewing Previously Entered Data

Some of the information entered during the admission assessment or a reassessment is pulled forward to
the current reassessment.

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

e Although the prior response cannot be edited, in many places the information can be updated.

For example, the Primary Language is identified as English and can be updated.

is: MOME FOUND

rise bo hat does patient wartto

* Diher Language

Prior patient response: English

Addiional goals for haspitalization

Prior patient response: English
Primary language
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For example, Advance Directive information was not requested in the previous assessment. Now the
patient requests information on Advance Directives and a consult can be sent.

GENERAL INFORMATION

dvance Direct
* Explaity why patient did not 4
Does patient have an  * Lacation of &dvance Diective Patient receivedinfo o e i Doss patient wish to iitiate or maks changes
to an Advance Directive————

#dvance Directiv Advance Directive— = -

e ~ ves Yes {Bacial ok o

Mo Mo ol

Frior patient response: YES Frior patient resp 0

Prior patient response: NO

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

e Some data entered on one page in the template also displays on another page.
Information entered on the Psychosocial tab, P/S Page 3 displays on the Discharge Planning tab

shaded in yellow.

(@ RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH] _ ol x|
File Tabs Help

DISCHARGE PLAMMNING

* Pafient/famip/support person /by could o oe respond * ther reason o one could respond * Information obtained from * Other source of infomation
] Patient

able o respond to questions—|
] Authorized sunogate
« ~ 1 Family/Support Person
ves te ] Medical Record
] Other

. . * Relationship status—————
Does patient have a legal Specify quardian [conservator) *Describs employmentstatis | () Cohabitating
medical guardian [conservator)? * Employment Status " Divorced
Ve (" Presently emploped  Maried
(8 Unemployed " Separated
o o  Refired © Single
€ Disabled  widowed
Pulled from P45 Page 3  Patient declines to answer " Patient declines to answer

[~ with whom dogs palient ve |+ Home erviranment

; Alone No dentfied problems Other architectural bariers Special Equu;fment Heeded atHome | cqupment needed
Family [ Stairs to enter home [ Mo equipment needed
(" Significant Other [ Stairs within home: [ Specially bed
Friend [ Bed on main level 1 Specialty mattress
" Nursing Home [ Full bathroom on main level 1 Ramp
" Assisted Living [ Bed & hull bathioom on same floot [not main level] 1 Raised toiet seat
Homeless (] Dther architectural barriers (&.9. nanow dacrways) 1 Safety bars
 Patient declines to answer ||| Patient decines to answer ] Dther

General observations/comments

 Transpiontation for Dischatge—  * (Hh=r anspoitation for discharae

" Own car
" Friends/family
us
VA Shuttle
VA Travel
" Dther
" Patient declines to answer

DP Page 1 DP CP
Genlnf| Educ | Pain | I¥ Fesp | C¥ | MNewo| Gl | GU | M4 [Skin JF/S [ Rest |[MH [Func pp  [FCE [ ViewText
* Designates a required field Goto radiogroup: [Emplogment Status - Go |

|Perf0rmmg assessment

RN Reassessment, Discharge Planning (DP) tab, DP Page 1 window
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Navigating the RN Reassessment Tabs

The RN Reassessment template has 18 tabs.

General Information (Gen Inf)

The RN Reassessment template opens to the General Information (Gen Inf) tab, the first tab at the bottom

on the left.

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

File Tabs Help

GEMERAL INFORMATION

* Oifier reason no one could respond. > Information obtained from = (ither souree of infamation

* Patient/familp/support personWwhy could ro ore respond ] Patient
] Autharized sunogate

able to respond to question:
J ] Family/Suppott Person
ey C No | Medical Record
] Other

)
Narme: ZMSHTSWLSDHYS.CHUUN

#ge: 100 Sex: MALE  Race: BLACK OR AFRICAN &

Adhiting diagnasis: NONE FOLND * Preferred Healthcars L sngusg
Pricr patient response to “what doss patisnt want ko " Englsh
acromplsh by this hrspitalzaton”  Spanish

 Other

*ifier Language:

=\what does patient want ta Fiar patient response:
accomplish by this hospitalization”

Gen|Page 1| GenlPage2| GenlPage3| GenlPaged

GenInf [Edus | Pain | Resp | 0¥ | Newo [ GI GU | M Jskin [P/s [ Rest [MH [ Func JOP [ PCE | view Text
* Diesignates & required fisld Goto radiogroup: [able 1o respond to questions | = 6o |

|Performing assessment

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

Gen | Page 1 contains information that is similar to its equivalent on the RN Assessment. It is previously

entered information and is read-only.

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

GEMNERAL INFORMATION

— Medicatior

Current Meds (last day) Allergies ‘festerday's and Today's Orders

*x% Outpatient e - BACTRIN TS - ORDERS YESTERDAY & TODAY - HONE FOUND :I
*x%  NONE FOUND  sexs

PIROXICAM
wxe IV xxx

CODEINE
xxx  NONE FOUND sx* LISINOFRIL
#x% [nit Dose #*=

HORFPHINE
xxx NONE FOUND sxx | |EGGS ﬂ e
BACTET TN
<] » 1 »
Add New Allergy

* Disposition of meds = Other Disposition * Implanted medication T ppe of device/pump/medication * |s patient wearing any kind -~ Type of patch

[ Meds brought in by patien pumps or device: of medicinal patcl
 Yes £ Yes " Yes
 No Mo Mo

——Spiritual/Cultural Assessment - Patisnt's Religion: PROTESTANT. NO DENOMINATION.

* e there religious practices of spiritual = D escribe practices/coneens D ta f R i

: ; quests animmediate: D : " escibe pratioes
conceins the patient wants the chaplain, oes patient have any traditional,
physician, and ather health care team Lhaplain Corslt | etic, or culural practices

members to immediately know about thal need ta be partof car
C Yes © ho Priot patisnt respanse: © es Mo

Priot patient 1esponss: Pior patient respanse:

* D zsoity * Bpecil pastor o ol
*Daows patient have any concetns oo *Doss palient have apastorar 1 oo 0O SEE
o special considerations i a cleray who should be notfisd
blood transfusion is needes of this hospitalizatio
 es £ No © Yes Mo
Prior patient response: Prior patient response:

Gien | Page 1 Gen | Page 3| GenlPaged

Genlnf [Educ | Pain [ [Resp Jov [ Wewo| Gl JGU [ M Jskin JP5 [Rest [MH JFunc [OP JFCE | ViewTest

* Designates a required field 5o to radiogroup: [that need to be pait of cars - Go I

|Performing assessment
RN Reassessment, General Information (Gen Inf) tab, Gen | Page 2 window

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

o None of the fields on Gen | Page 2 is required during reassessment, provided a completed admission
assessment is on file.

Adding an Allergy

Allergies/Adverse Reactions are uploaded immediately into the Allergy/Adverse Reaction Package when
saved.

Note: Follow your local medical center policy with regard to adding allergies.

1. Click Add New Allergy.
The Add New Allergies window displays.
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(i Add New Allergies =[P

Enter causative agent for Allergy or Adverse Drug Reaction:

Enter 3 or mare lefters of the causative agent and then press the Search Bution to allaw for
= canpishensive search. Only ane reactant may be entered at a tine,

* OservedHistorcel “Mature of rsstion
Search for Search @ Dbt O Hidsie [Mlercy =

Double-Llick e of the Fallowing items: Sian/Spmptams Cormments

oK Close:

Add New Allergies window

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

The Sign/Symptoms list box displays.

(& Add New Allergies =lalx]

Enter causative agent for Allergy or Adverse Drug Reaction:

w

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

* Dbserved/Historica *Nature of reaction
Searchfor [CAN Search & fibsarved € Historical gy =

Dauble-Click ane of the fallawing items: Sign/Symptomns Comments
CANTIL PLAIN ;I THROAT COMGESTION ﬂ
CANTRI L] THROAT IRRITATION
CANTHARCNE PLUS L] THROAT SPASM
CANNULA, HASAL, OXVGEN ] THROMBOCY TOPENIA
CANDIDA 1:100 SKIN TEST [ THROMBOLCYTOPENIA FROM HEPARIN
CANDIDA 1:500 SKIN TEST ] THROMBOCYTOSIS
CANDIN [] THROMBOSIS
CANNISTER SUCKTION ALLIED HEALT 20-0F [ TINNITUS
CANCIDAS SOMG INJ ] TRANSIENT ISCHEMIC ATTACK
CANCIDAS 70MG IHJ TREMOR
CANASA G00MG SUP [ ULCERATION OF SKIN
CANDIDA 1:1000 TEST L] UNSTEADY GAIT
CANASA 1000MG SUPP [ UFPER AIRWAY OBSTRUCTION
CANDIN SKIN TEST [ UREMIA

] URINARY INCOMTIMENCE

From Local Drug File [ URTICARLA

L] UWEITIS

From Drug Ingredients File L] WASCULAR CONSTRICTION
CANTHARIDIN ] WERTIGO
CANDELILLA WAk ] WESICLE 5

ICLES [N SKIN
L] WISUAL DISTURBANCE

CANOLA OIL

CANDIDA ALBICAHS L WOMITING
CANDESARTAN [ WATERING EYE
CANTHARIS [ WEAKNESS
CANAKTNUMAB [ WEIGHT GAIN FINDING
[] WEIGHT LOSS j
From VA Drug Class File b B(C2]\ HEEZING -

oK Close

Add New Allergies window with Sign/Symptoms available

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

In the Nature of reaction text box, select Allergy, Pharmacological, or Unknown.
Select one or more reported signs/symptoms.

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

N a
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Information Ed

\il) Allergy save donel

OK

Information : Allergy save done!

9. Click OK.
10. Click Close.

Initiating a Social Work Consult for Advance Directives

All of the consults in RN Reassessment work the same way; refer to the instructions in Working in the
Consults on page 24.

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

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX- _ o] x|
File Tabs Help

GEMNERAL INFORMATION

dvance Directi
) _ Explairwhy paiert did ot . ; ;
B R “lLasaien e dip el *Ptiert eceived o on - aenys Does patient wish ta initiate or make changes
. to an Adwance Directive——
Advance Direetiy Adivance Directive — =
 Yes O es [Social Work Cansult |
£ Mo Mo
Prior patient iesponse: Prior patient response; Prior patient respanse;

= Testing for MPSA broshure/equivalent information ‘\‘;’fgvﬁgzdbfn'“;‘;g”;:;g:" Conirol Edueation

given tothe patient/autharized surroga e o
’Vf' Yes " No Prior response:
Irfection Control Education

Fiior response: (] Hand hygiene practices

[ Definition of MRSA, WRE, T8, and all resistant arganisms
] Spread of resistant organisms/prevention

FAFGA Fares swab on admission transtr/discham | Contact Precautions (as related to patient candition]

(] Respiatony Precautions (a3 related to patisnt condition)
[ Surgical site [as related to pafient condition]

[ Other

*Did the patient/authorized suogate agres o

Prior patient response:

M54 Nares swab performed

Precautions
[ &irboine
[ Contact
] Droplst
] Meutropenic

LLevel of urderstanding

Sab performed:

; Fiior response: »
g st LR s swal e pycicp o suai pefamee on tansfer 18 el peored

with patient's agiesmen
£ Yes £ Refused
 Ho N

MRS Nares swab perfomed on discharge /1 wasri b peoimed

with patient's agreemen
 Yes " Refused
" No N

Gen | Page 1| Gien| Page 2| [Gen| Page 3] Genl Page 4
Genlrf [Educ [ Pain [ [ Resp [ov [ Newo| Gl JGU [Mss [skin [P/ [ FRest [MH [ Func [P | PCE | View Tent
* Designates a requied fisld Bio to radiogroup: |12 an fdvance Directive 1 Ge |

[Performing assessment 4

RN Reassessment, General Information (Gen Inf) tab, Gen | Page 3 window
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Populate Gen | Page 3.
Make appropriate selections in the Advance Directive section.

If the patient wants to initiate or make changes to an Advance Directive, you are required to order a
Social Work Consult.

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

; =lolx
File Tabs Help
GEMNERAL INFORMATION
dvanee Directi
’ ) ) * Explairy tshy patfent did rat o i o
* Dioms patient have an = [|ocafion of Advance Diestive *Patient eceived info on e Does patert wish o nifiate or make changes
to an Advance Diective |
Advance Directivi Advarce Directiv o
£ Yes & Yes SocialWork Cansul
& No

" No

Pior patient response: Prior patient response:

Priot patisnt iesponse:

vork consult mandatony =

RN Reassessment, General Information (Gen Inf) tab, Gen | Page 3 window, Social
Work Consult Mandatory

Note: You cannot upload a Progress Note, unless you order the Social Work consult.
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Changing Emergency Contact Information

1. Click Gen I Page 4.
Gen | Page 4 displays with the Emergency contact information, Support person contact

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

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

File Tabs Help

GEMERAL INFORMATION
General observations/comments

Emergency contact information

Contact: BDYDKY,EHYUN WEDARDW { Change Contact I

Relztionship: WIFE
Rddress: 9303 RGEIN NE.

ARM HILL, ID
Phone: 207-001-8182
Work Phone: QCYQFZS

I~ Support Person same as emergency contact

* Document the name and cantact information of the patient’s support persan

GenlPags 1| GenlPage2| GenlPags3|[GenlPage 4
Genlrf [Educ | Pain [ [ Resp | o | Newo |Gl GU M/ skin [ P/S JRest [MH [ Func JOP  JPCE | iewTent

= Designates a required field

|Performmg assessment

RN Reassessment, General Information (Gen Inf) tab, Gen | Page 4 window
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o gk~ w

GENERAL INFORMATION

Emergency contact information

Contact: BDYDXY,EHYUN WEDARDW Change Caontact |
Relationship: WIFE

Address: 3308 ROBIN NE.
FREM HILL, ID
Phone: Z07-001-8182
Work Phone: QCYQFZIS

< I
* e (LA} I | Save Contact I
* Relationship: I
* Shreet Address 1: I Cancel Contact

Street Address 2: I

Street Address 3: I
*Zip Code: I
Fhone: I Wwiork Phone: I

[~ Support Person same as emergency contact

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

Emergency Contact and Support Person Information

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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Education (Educ)

The Education Tab contains the educational assessment and a readiness to learn. The Educational

Assessment is unavailable when the patient cannot respond.

Educ Page 1 contains information that can be updated, but none of the fields on Educ Page 1 is required

during reassessment.

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

File Tabs Help

EDUCATIONAL ASSESSMENT

=|olx]

* Patient/family/support persan
able to rsspond to question:

= Mo

" Educational Level
 Giade school

 Jurior high school
 High school

© College

" Graduate school

© Other

 Unable to answer
" Refuses to answer

Pior patient response:

* Bariers o learning
[ Nane Identified
[ Hearing

[ Language

] Limited attention span

] Memory

[ Pain

] Sedstion/Lethangy
] Visual Impairment
] Other

“y/hy could o one respond

* [ther edusation level

= [iher reason najone could respond

* Information obtained from
1 Patient
] Authorized surrogate
] Fanily/Support Person
] Medical Record

] Other

“ Desoribe why unable o read

[ Has ability to rea
£ Yes

£ Mo

Prior patient response:

Learns best by Prefers

] Doing Gioup Classes

[ Hearing/Listening [ Individual Appraach [1:1)

] Reading [ Prefers support persan o be included
[ Sesing [ Computer based training

* Describe identified barers = Other barriers

= Knawledge of current lness, surgery,
reason for hespitalization etc as
Cidentfied by patient |
" Mone
€ Limited

" Extensive

Prior patient response:

*Has ability to wite—|
" Ves

Mo
Prior patisnt response:

*Readinesstoleam

" Ready to learn
" States not interested in leaming
(" States teaching not nesdsd

" Impeded by current condion

Prior patient response:

* Information provided to patient/support persan

an the following topics

[T BCMA

] Managing our Pain

] Notfication of the Joint Commission

] Patient Rights & Responsibilties

[] Patient S afety Concemns

] Prevertion of Falls

1 Promation of & Restraint Free Enviranment
[ Qther

Jaint Cormission Phone Mumber: 1-800-994-6610

* Wther source ofintarmation

* Desoribe why Unable towite

= theropic provided

Educ Fags 1] Educ P
Genlnf Edus |Pain | ¥ [ Resp J o [Wews| Gl JGU [ M5 Jskin [ P55 [Rest [MH [ Func [OP PCE | view Test|
* Designates a required fisld Go to radiogroup: [Educational Level - Go |

|Performing assessment

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

1. Click Educ.
Educ Page 1 displays.

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

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

File Tabs Help

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

EDUCATION - PROBLEMEANTERVENTIONS/DESIRED DUTCOMES

1ol

TAR DATE IDEMTIFIED (DESIRED DUTEDMEIPHDE EWAL |PROB EVAL DATE |INTERVENTION

INT STARTED |INT STAT\JSl\NT STATLE

PROBLEM

K

I~ Do ot display resolved problems

Prablem/Interention detsi

Add New Problem Yiew histary for this protlem

Audd Wy Intenvention to His problerm |

Problem evaluation————— Intervertion status

€ Mo change/Stable  Conpieed
 Deteriorating  Continue

€ Impraving i

r Rosioed " Discontinue

£ Urresolved at discharge ' Pending Cancel |

EduzPagel |[ EdusCP

Genlnf Educ |Fan | W [Resp | 0¥ [Wewo |Gl JGU [ M/S [Skin [P [Rest [MH [Func [DF [ FCE | Wiew Test

* Designates a required field

Gio to radiogroup: [Problem svaluation - Ga |

|Performing assessment

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

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

The Pain tab in reassessment is similar to the tab in the Admission — RN Assessment.
o If Is pain is a problem for patient was documented as Yes in the Admission - RN Assessment, it is
pulled into the RN Reassessment.

e If Is pain is a problem for patient was documented as No in the Admission - RN Assessment, the
reassessment pages work like those in Admission — RN Assessment. If there is no pain at the time of
the reassessment, all pain locations are unavailable.

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

File Tabs Help

PAIN ASSESEMENT .
[ Pain Loeation #1

15 patient having any pain no *Psin Begion * Qusfty of pain
" Yes Mone ;I I LI
oL * Other pair region * Other quality of pein Orset of riginal pain (pears, months)
1 Unable to respond to questions —

“ Desoribe other fming of pain

Explain f new ocourence

* Seyeity of Pain
(0=rone - 10=worst]

since last patisnt assessment —

“ihat makes pain worse * ther provoking factors)

“ Describe Fam Radition

*Does patient extibit behayioral
indicators relatedto pain * Other behavioralfindicaton

“/hat makes pain better * Oifiey palliative factor(s) “ At Meds belping pain

* Behavioral indicatofs) observed * fea of [fe alfested by pain = Commerts for petient’s iz aspests
Pain Goal

“\hat pin [evel s spoeptabi
i the patient (01017

I~ Other pain losation?

PainPags1 | (therPain | OtheiPain2 || PainComm | PainCP
Genlnt| Edus pain |V Resp | ©¥ | Mewo [ GI GU_ | M/ Jskin [P/5S JRest [MH [ Func JOP [ PCE | view Text|
= Designates a required field Golo radiogroup: [Is patient having any painnow | = Go |

|Performing assessment 4

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

1. Click Pain.
Pain Page 1 displays.
2. Populate Pain Page 1.
a. Select a radio button in the Is pain a problem for the patient group. The fields that display vary
depending on the response for this query.
e Yes
e No
e Unable to respond to questions
b. Select a radio button in the Is patient on Palliative/Comfort Care group.

Is pain a problem for the patient/Yes

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

April 2012 Patient Assessment (NUPA) V.1 39
RN Reassessment User Manual



2.

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

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-2

File Tabs Help

PAIN ASSESSMENT

* | patient having any pain nos
& Yes

 No

" Unable to respond to questions

Erplainif e oesuenee

(=

[ Pain Location #1

* Pain Region * Quality of pain

* tter pain region * Other qulty of pain

B Peiis e * Seveiity of Pain *Tining of pain————
(O=none - 10=worst)  Constant
=  Inemittent

C Other

on Pallative/Comfort Care
since last patient assessment

=\u/hat makes pain worse

[ No dentfied tiagers | a
[ Bending
[ Changes in temperature

[ Changing postion

* Other proveking factorls)

* Dos patient extibit beheviors]
indicators elated to pain

= Miker behavioral indicaton

= Behayiora indicatorls] ehserved

[] Coughing

Deep breathing
JDeepbreating ||
=\u/hat makes pain btter

o identified relef factars -
[ Acupressuie

[ Acupuncture

[ Assistive devices [cans, wheslchait
[ Brace/Support

[ Chiropractic intervention
= Feid

[+

[E

* Areas of lfe affected by pain
No effect

[ Ansiety

CJ &ppetite

[ Concentration

[ Depression

] Energy level

[+

[E

I~ Dther pain lacation?

Pain Fage 1

* ther palistive factorls)

*Type of pai
;l | ;l " Acutedsuigical ¢ Chioric

Dnset of original pain [years, manths)

= Deserive wther fimingof pain

* Doss pain radist
 Yes (" No

*Describe Pain Hadistion

* B te Meds helping pain

= Comments for patients lfe aspects

Pain Goal
=\fhat pain lsvel is accaptable
Yo the patizrt (0-10)7

Genlnt| Edie  pain |V Fesp | OV | Newo | Gl

JGU M | skin

* Designates a required fisld

Oitier Paln | | it Fain 2 | | Pain Comm Fain CP

P/5 | FRest [MH [ Func [OP [ PCE | view Test

Ga to radingroup: |1 patient having any pain now = Go I

|Performing assessment

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

When Pain Location #1 is complete and you have more pain locations to document, select the Other

pain location ? check box.
Other Pain page displays.
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i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDUEED S w4

[ eserite Fain fAdiation

P
[or_Jrce |

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

3. Optional: Populate the Other Pain page.
a. ldentify Pain Location #2/Pain Location #3 and document the behavioral indicators.
b. Complete all fields with asterisks; they are required fields.
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4. When Pain Locations #2 and #3 are complete and you have more pain locations to document, select
the More pain locations? check box.

Other Pain 2 displays.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-2

_ ol x|
File Tabs Help

[ Pain Location #4

—Pair Location

* Pain Fiegion * Qualiy of pain * Pain Fiegion * Qualiy of pain
Mane B3| - [ene = -
* Dther pain region * Dither quality of pain Drset of criginal pain (years, montre] | Bther pain region * itrer quality of pain Drset of criginal pain [years, montis)
* Describe other fiming of pain * Describe other fming of pain
* Severfy of Pain * Severiy of Pain
[D=rone - 10=worst) [D=rone - 10=orst]
“what makes pain worse = Wther provoking factor(s) what makes pain worse * [ther provoking Factor(s)
* Desciise Pain Aadistion * Desciibe Pain Aadiation
What makes pain better = Oitrer paliative factorls) * RedOie Weds helping pain What makes pain befter = Other pliative factorls) * Re/Oie Weds helping pain
i - * Comments for aress of lite
#eas of [fe affected by pain Commerts for areas of e BfinF] #eas of Ife affected by pain P
*fhiat pai level s acoeptable “hiatpain level is acceptable
i the patient (1-10]7 i the patient ([I10]7

Pain Page 1 | (e Par -] Pain Comm_| __Pain CP
Genlnt| Edus pain |V Resp | ©¥ | Mewo [ GI GU_ M/ [skin [P/S [ Rest [MH [ Func | DP Visw Test

= Dasignates a required field

|Performing assessment

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

Optional: Populate the Other Pain 2 page.

a. ldentify 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
When No is selected on Pain Page 1, many fields are unavailable and no documentation is necessary.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDULEED S [=] 5

PAIN ASSESSMENT

I | Gtier pe

[or_Jree ]
[l patient having any painnow | = |

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

PAIN AZSESSMENT

* I patient having any pain noj

[ Pain Location #1

“Fain Fegion * gty of gain
= Yes Mo =] I ;I
T No * Other pain region * Other quality of pain Onset of original pain (years, months)

Explain if new ocourence ™ Patient has been placed
on Palliative/Comfort Care
sincs last patient assessment

*[escrbe otiier fming of paf
*Seyeily of Pain oo

(0=rone - 10=worst]

“ihat makes pain worse * Difier proyoking factor(s]

“ Describe Fam Radiation

* Dioes patient eshibit behavioral
indicators related to pain * Otfiern behavioral indicaton

T Nono Obeeved “yfhat makes pain better * Other pallstive factors) = B/t Meds helping pai
[ Body Rigidty
Civing

] Facial Grimacing
[ Fidgeting
] Frightened Facial Expression
[ Frowning
[ Moaning
E uéﬂalge Vuﬂfahzatm * Behavioral indieatorls] observed * heas of [fe alfested by pain * Eomments for petlents li aspests

cisy Breathing i
] Sad Facial Expression Pain Goal
7] Unable to consale, distiact, or reassure “Ufhit, pain level s aoeeptable
] Other 10 the patient (0-10)7

™ | Other pain location?.

Pain Page 1 Dther Eain | Other Fain 2 Pain Comm Pain CP
Genlrf| Edue  pain IV Resp | O | Mewo| Gl JGU [ M/ Jskin [P/5 [Rest [MH [ Func JOP | PCE | view Test
* Designales a required field Go taradiograup: [1s patient having any painnow |~ || Ga |

|Performing assessment 4

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

1. When Unable to respond to questions is selected on Pain Page 1

a. Type an explanation for unable to respond in the Explain why patient unable to respond to

questions text box.

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

list box.
c. Select aradio button in the Is patient on Palliative/Comfort Care group.
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2. Click Pain Comm.
Pain Comm displays.

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

PAIN ASSESSMENT

ifienai2)

RN Reassessment, Pain Assessment (Pain) tab, Pain Comm window

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

Pain CP displays.
-lolx]

File Tabs Help

PAIN - PROBLEMS/ANTERVENTIONS/DESIRED OUTCOMES Click a row to update its problem evaluation and intervention status
TAB [PROBLEM DATE IDENTIFIED|DESIRED DUTCUMqPHUE EVAL |PROB EWAL DATE|INTERVENTION INT STARTED |\NT STATUS|\NT STATUE
NOME

KN 17
Fratiem/ntervention detail

I Donot display resalved problems Add New Problem Wiew history for (e prablem

Ldd Wew Intervention to this pratlem; |

Problem evaluation ion statu:
Mo change/Stable " Completed
 Deteriorating  Continue

" |mproving D
 Resolved iscontinug Ceril]

" Unresolved at discharge " Pending

PainPaged | Other Pain | OtherPain 2 | | Pain Comm
Genlrf| Edus  Pain |V Resp | C¥ | Mewo |Gl [ GU | M/ [Skin [P/S [Rest [MH [ Func JOP  JPCE | View Test
* Designates a required fisld G to radiogroup: [Intervention status - 6o |

|Performing assessment 4

RN Reassessment, Pain — Problems/Inter ventions/Desired Outcomes, Pain CP window

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

On the IV tab, document new IV locations and Dialysis access, as well as update existing 1V locations
and Dialysis access.

No IV/Vascular Access Devices

1. Click IV.
IV Periph displays.

2. If a patient has no 1Vs or dialysis access in place, select the No I'VV/vascular access devices check box
and none of the IV pages or Add New IV Location are available.

3. Move to the next tab.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A ] 3]

File Tabs Help

I W Ha Vivaseular anpess devices

Select a peripheral ine. Murbsrs may not be sequental i you aren't shawing D/Ced I¥s
NUMEER [LOCATION DATE INSERTED |S\ZE |D\SCUNTINUED UPDATED |

Add Wew [ Location

[~ Show discontinued Vs also

[ Edit Peripheral Ling 5
it Peripheral Line Site S ——— * Dither size

looolon fuone 5 I= 1/ Discentinued

* Datedtime inserted

1%/ diseonitinue datedtine:

I~ Diessing change I~ Tubing change
a5t changed a5t changed
Diessing datefime change Tubing date/fime changs
*ite characterstics = Diainzge = ther site appearance * Desciibe patency

= (ther dressing condiion *Dressihgtups  “ther diessing typ=
Cancel dit

¥ Periph W Centrall | |1V Dislsie ||V Eomments IV.CF
Gen Irf | Educ | Pain 1 Resp | C¥ | Meuo |Gl JGU [ /s Jskin [ P/S [ Rest [MH [ Func JOP [ PCE | view Test]

* Diesigriates a required fisld
|Parforming assessment 4

RN Reassessment, IV (1V) tab, IV Periph window
No 1V/vascular access device selected
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Peripheral Lines - IV Periph

Existing IV Lines

If 1Vs were present at time of the Admission — RN Assessment or in previous reassessments, those 1Vs

display on the IV tab.

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

File Tabs Help
I [~ Ma lv/vasular acess devices

Select a periheralline. Murbers may not be ssquential if you aren't shawing D/Ced I¥s:

NUMEEF: [LOCATION DATE INSERTED SIZE DISCONTINUED UFDATED! |
Unknown 166 [ YES Add New IV Location

1 Antecubital Right

[~ Show discontinued Vs also

Edit Peripheral Line
i = *Cther locaton * Oter sz

) I

I~ | IV Discontinued

= Date/ine serted ) )
[t/ diseontinue date/fine
I | Diessing change: I | Tubing chenge
Last changed: Last changed:
Diessing date/fime change Tubing date/fime change

* Site characteristics * Diainage *ifier site appearance. *Desoibe patency

*Wther dressing eandtion *Diessingtype “Dther digssing tpe:
Caneel edit

¥/ Ferigh IV Cential IV Diaysiz_| I Comments IV CF
Ger Inf] Edus | Pain_ 1y [Resp [ Oy Meus | G GU_ [ M/ | Skin [ P/5 [Rest [WMH [ Func JOP [ PCE [ viewTent

= Designates & required field

|Performmg assessment

RN Reassessment, IV (1V) tab, IV Periph window
with an existing 1V line

1. Populate IV Periph.
2. Select an existing IV and the edit fields for the selected IV are made available.

Complete all the fields with asterisks; they are required fields.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-AD
File Tabs Help

I I o l¥/vascular access devices

Select a peripheral line. Mumbers map not be sequential if pou aren't showing DéCed [¥s.

NUMBER |LOCATION DATE INSERTED SIZE DISCONTINUED UPDATED

1 S Antecubital Right Unknown 166G NO YES

™ Show discontinued Vs also
[ Edit Peripheral Line site #1

Add Wew 1Y Lacation

* Diher location

= Diate/time inserted know
= Loeation [&ntecubital Right - = Yes " Na

*Wate/fime inserted

“iher siee

“Dressing |
€ Clean, vy, intact

I~ Dressing change [~ Tubing change
Last changed: Clean, diy, intact Last changed:

" Diainage
" Other

= Dther diessing condiion =Diessing type  *Other diessing pe Ds‘t::':;::i:‘:,Smmmm“ms Dl B
[ Bandaid [ Drainage
[ Gauze [ Pain
[ Transparent ] Redness
[ Sweling
[ Mone ] Other

- * I\ paten
Diessing date/lime change: Tubing date/fime change:  Yes Mo

* Deseribe patency

[~ I¥ Discontinued

[i/ discantinue date/time

Cancel edit

IV Periph IV Contral | ¥ Dislysis | I Comments ¥ CP

Genlnf| Educ | Pain v [Resp [ Ov [ Newa|GI  [GU [MsS Jskin [P/5 [Rest [MH [ Func [DP [ PCE | view Teut|

* Designates a required field
|Performing assessment

RN Reassessment, 1V (1V) tab, IV Periph window with existing 1V line

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

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

I I~ Mo I¥/vascular access devices

Select a peripheralfine. Numbers may not be ssquential f you arent showing D/Ced 1¥s

NUMBER |LOCATION DATE INSERTED SIZE DISCONTINUED UPDATED |
1 Anlecubital Fight Unknawn 166 NO YES A il 1 Le caion
2 3 Na
[~ Show discontinued IVs also
[ Edt Periheral Line site # e o e

* Datedtime insarted know
£ Yes " No

*Wate/fime inserted

loeaton [ o]

[~ ¥ Discontinued

[i/ discantinue date/time

I= | Dressing change
Last changed
Dressing date/tine changs

I= Tubing change:
gt changed:

Tubing dete/fime chang=

*5ite characterstics

“{ther dressing bups Drainage:

*ther site appearance. *Describe patency

*Other diessing eondion * Dressing fvps

Cancel edit

1V Periph IV Cential | IV Diasic | 1M Comments I CP
Gen Irf | Educ | Pain  pr Resp | OV | Mewo |Gl [ GU M5 [skin | P/s JRest [MH [ Func JOP [ PCE | View Text]
* Designates a required fisld
|Performing assessment A

RN Reassessment, IV (1V) tab, IV Periph window

5. Click Add New IV Location.
The Location drop-down list box displays in the Edit Peripheral Line site #1 section.
6. Select a location and additional fields become available.
Complete all the fields with asterisks; they are required fields.
7. To cancel entered data before upload, click Cancel edit.
8. To upload updated information, click OK.
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i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-AD _ ol x|

File Tabs Help

I [~ MolV/vascular access devices

Select a pripheral line. Mumbers may not be saquential if you aren't shawing D/Ced Vs

MUMBER |LEIEAT\EIN DATE INSERTED SIZE DISCONTINUED UPDATED |

1 Antecubital Right Unknown 166G NO YES £odiew|viliecaton
i ] w

I~ Show discontinued Vs also
[ Edit Peripheral Line site §:

= [ther Iacation * Datetime inserted know: # Gigg——— ~ [iher siee
* Location W € Yes & No &1 [~ IV Discontinued

G
" Date e neer=d 40
D e I discontinus datstine
& Clean, dy. intact  Other
A SIS = bressing change I~ Tubing changs " Unknown
" Drainags Last changed: Last changed
£ Dther Dissing date e changs Tubing date e changs % b
* Drsirags * Other sts sppeaance  * Desciine pstericy

= Ither diessing condition * Disssinglyps  “Dther diessing type

Cancel edit

1V Feriph It Central v Dilpsis | IV Comments IV CF
Genlnt] Edus [ Pain v [Resp [Ty ] Moo | G GU_[M/5 | Skin [P/S [ Rest | MH [ Func [DP [ PCE | View Test

* Diesigriates a requited fisld
|Performing assessment A

RN Reassessment, IV (1V) tab, IV Periph window with a peripheral line location

9. To add another IV location, repeat steps 6 through 8.

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

1. Click IV Central.
IV Central displays.

(& RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-AD -1Olx|
File Tabs Help

I Select a central line. Mumbers may not be sequential if you aren't showing D/Ced Central Lines.
NUMBER |TYPE LOCATION |DATE INSERTED DISCONTIMUED |UPDATED |
Tunneled catheter - Single Lumen Radial Right Unknown NO YES

Add News CL Location

™ Show discontinued Central Lines also

~Edit Cental Line Site: - T
e[ 5] leesion
= (iher [ocation
I | Gentialline dissontinued
I | Diessing change: I~ Tubingehenge: = Date/ime insered Centialline diseariinue datedime
Last changad: Last changsd
Dressing date/fime change Tubing date/fime chana=
= (ther diessing condition *Diessinatype. = iher dressing type *Site characterstics *Drainage *Gther site appesrance. *Describe patency
Ok Canee] edit

Y PG m IV Dialysis_| IV Comments v CP
Genlnf | Educ | Pain Fesp | OV | Mewo |Gl [ GU M [skin [P/5 | Rest [MH | Func | DP View Text

* Designates a required field
|Performmg assessment ¥

RN Reassessment, IV (1V) tab, IV Central window

2. Populate IV Central.
3. Click Add New CL Location.
The Type drop-down text box displays in the Edit Central Line site #1 section.
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Y RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A
File Tabs Help

|v  Selectacertralline. Numbers may not be sequential if you aren't showing D/Ced Central Lines
NUMBER |T‘r’F’E LOCATION |DATE INSERTED  [DISCONTINUED: |UPDATED |

1 Tunneled catheter - Single Lumen Radial Fiight Unknawn ND VES

MO NO

[~ Show discontinued Central Lines also

AddNew EL Losation

~Edit Central Line site #:

= Type |[EFEEREH

“Diessing |
" Clean, dy, intact
Last changed

" Drainage
" Other

“[Ifher diessing condlfion  * Dressing lype

;I * Location I

™ Dressing change

Diessing date/tine change

o] [ Dateftme nsanted know
e  Yes
= itrer location
ol I Centalline diseantinued
I” Tubingchange = Diaie/line frserted
Last changed:
Tubing date/fime change

Central line discontinue date/ime:

= Site characteristios “Drainage
[ No evidence of complioations

= [ther diessing fype

*Catheter impreanaled

* with antiseptic and/or antibioti
" Yes " Mo " Unknawn

* Catheter power injectabl
" Yes " Mo " Unknawn

= (ther site appearance

[

= i patent
 Yes Mo

= Desciibe patency

Cancel edit

IV Periph | [ 1 Central IV Dialysis_| IV Commsnts Iv CP

Genlnf | Educ | Pain v

[Fesp [ ov JMewo |Gl JGU M5 [Skin [P/s [Rest [MH [ Func [DP [ PCE | ViewTest]

= Designates & requied field

Performing assessment

RN Reassessment, IV (1V) tab, IV Central window

4. Select a type and a location.

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

5. To cancel entered data before

S

upload, click Cancel edit.

To upload updated information, click OK.

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

1. Click IV Dialysis.
IV Dialysis displays.

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

File Tabs Help

I

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

1 Cantral Venous Catheter [Dialysis cathate Am - Right, upper Unkriowr 168G NO YES Add Mew Dilysis Location

I~ Show discontinued Dialysis access locations also

~Edit Dialysis access location #
“Type # Gelect Dislpsis location * Other lacation
| = [ =
I™| Dressing charge: * Diatediime serted I=| Dialysis catheter discortinued
Discontinue datestime

# [ther size.

Last chenged: I Tubing chang=

Dressing detedime change Tubing date/tme change

LLast changed

*ther diessing condiion *Dressingfype “Other diessina type = Gite cheracteristics = Diainzge = (iter site appearance

[Eatice] edit

IV Periph | M Cential | [ v Dislysis IV Comments Iy CP
Genlnf| Educ | Pan v [Resp | ov [ Wews| Gl [GU [MsS [skin [Prs [Rest [MH [ Func [DP [ PCE | view Teut]

* Designates a requited fisld
2erforming assessment v

RN Reassessment, IV (1V) tab, IV Dialysis window

2. Populate IV Dialysis.

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

4. Select type and location.
Complete all the fields with asterisks; they are required fields.
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(@ RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A -0l x|

File Tabs Help

I

Select a dialpsis location. Mumbers may not be sequentisl if you aren't showing D/Ced locations.

NUMEER |T‘r’F’E |LDEATIDN DATE INSERTED |SIZE |D\SCDNTINUED |UF’DATED |

1 Cential Venous Catheter [Diysis cathele Am - Fight, upper Unknawn [ NO YES e R
NO NO

™ Show discontinued Dialysis access locations also

Edit Dialysis access location .
“Type * Select Dialysis location *[ther location # D atestime inserted knows * Gizg———
-  Yes i No C1EG
G

[enous Catheter [Dialysis catheter Triple Lumen. Nor tunncled i RG] 1
= ) at=/ime inserted a6 I~ Dialysis catheter discontinued
2

*Dressing— | [ Diessing change ¢
" Clean, diy. intact Last changed I Tubing changs I ) B“Le' Discontinue date/time
" Drainage Dressing dete/time change ; uahgceleaieieisnas nenawn
Last charged:
" Other
* Drainage * Otfer site: appearance
] Mo signs/symptoms of complice a
] Gauze ] Bruit/thrill present
[ Transparesnt | Bruit/thrill not present
Cancel edit
O

*Mther size

* Site charactefistics

* tter diessing cordion *Drsssinglyps “ther diessing tups

] Qther
] Mone

M Peiph | I Certial | [V Dialysis I Comments IV CP
Genlnf| Educ [Pain v [Resp | O [Newo] Gl [GU |m/s [Skin [Ps JRest [MH [Func [DP [ PCE | viewTent
* Designates a required field
V2

\Performmg assessment

RN Reassessment, IV (1V) tab, IV Dialysis window

Note: When you select AV Fistula or AV Graft for Type, a warning message displays

to advise against using the patient’s affected arm for BP or needle sticks.
You must place an arm band on the affected limb to prevent any mishaps.

Warning x|
A Place arm band. No blood pressure or needle sticks
: in the arm that the AV Fistula is in!

Warning: Place arm band.
No blood pressure or needle sticks in the arm that the AV Fistula or AV Graft isin!

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

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

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

{7 RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDUEED S u '3

_Pen | ok | 1Dy | [WEswen] _vee_|
e Jor Jpee ]

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

1. Click IV CP.
IV CP displays.

2. Update IV CP.

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

(& RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD -1Olx|
File Tabs Help

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

TAB  |PROBLEM DATE IDENTIFIED|DESIRED EILITEEIMEIFHEIE EVAL |PROB EVAL DATE [INTERVENTION INT STARTED |INT STATUS'INT STATL
NOME

K L]

Prablemyrteryention detail

I Do not display resolved pioblems Add New Problem Wiew biston for this problem

Add Wew Intervention to s pratlem |

Problem svaluation————  Intervention status—————
Mo change/Stable  Completed
™ Deteriorating ‘@ Caffiaue

 Improving

 Resohved Q) Discontie _ Canel |
 Urnssolved ot discharas ¢ Pending

IV Pariph | MCemtal | W Dislysis | W Comments | [ VP
Gen Irf | Educ | Pain  pr Resp | OV | Mewo |Gl [ GU M5 [skin | P/s JRest [MH [ Func JOP [ PCE | View Text]
* Designates a required fisld Go ta radiogroup: [Intervention status - Go |

|Performing assessment 4

RN Reassessment, IV — Problems/Interventions/Desired Outcomes (1V) tab, 1V CP window
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Respiratory (Resp)

In the Respiratory tab, update or add breathing information to reflect the condition of the patient during a
current reassessment.

Responses from the previous assessment/reassessment are hard-coded into the reassessment, but the
information is not transferred into the Progress Note of the current assessment.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH) _ ol x|
File Tabs Help
RESPIRATORY ASSESSMENT
* Pafitbamily/suppott persan /by £l ro e spord * Oltfret reson s o ol respond Inkormatinr ohisined fiam * Other souiros of information
2ble to respond to questians— Falient
[ auithiized sunnats
G [ Family/Suppert Person
DR L [ Medical Record
] Other
* Pt s & history of * Dt history

None reported

Asthma * Respiratory patten = Wiher respiratony pattern * Respiratory depth————————
COFD ] Regular € Nomal

Pulmanary Emboii [ Iinegulr - Agonal  Desp

Pulmonar Fibrosis ] Ineqular - Cheyne-Stokes  Shallow

Upper respiratory infections ] liregular - Kussmal
B

e [ Inregular - Dther  Chest movemen
" Equal, bilateral, symmetrical
“Respratoryrate [1 3]  Abnormal
ork of breathing * Abrormal Chest baverert

Ho difecly cbeavad ther work of bresthing

Dyspnea [shortness of brsath]

]

[ Maval flaiing * Cyanosi

C] Orthoprea € None

L Pursed Lips (@ Eit] - b e R

[ Use of accessary muscles o )

[ Other Peripheral - ealabes, fingertips, around lips

Absent Crackles/Rales Dimnished/desieased  Rhonchi “Wheezing - expratoy Wheezing - insgiator

= Breath sound e
£ Clear
I Pleural fictiorn it
£ Abnomal

Fiesp Page 1| RespPage 2 | Oihei C7 Loc| RespPage 3| RespCP
Genlnf| Edue [ Pain |V Resp [C¥ | Mewo] Gl GU M [skin [ P/S JRest [MH [ Func JOP [ PCE | ViewTent
* Designates & required field Go to radiogroup: [Respiratory depth = Go |

|Performing assessment 4

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

1. Click Resp.
Resp Page 1 displays.

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

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

File Tabs Help

RESFIRATORY ASSESSMENT
* Sputur calar * ther sputum Golon = Sputum consistency * (Jfher sputm consistency
* Sputum amount
L
[ Productive cough present |~ poo
Frior respanse. " Small
Prior response:
—Chest tubs
¥ Chest tubes present " Localion 1 *5ucion = (theer suction = it ll=ak = Chest tube dizinage. *Diessing = ther dressing
Fiior respanse: NO =
Location 2 *Suctin = Ditier suetion = i Lol = Chest fube dizfrsge. Diessing = itier diessing
I ther chest tube lacations
—Facilty ordered oxygen
" Liter AW = (7 e flowy ;}"H—_ “Other delivery methord Diygen satuation % | [ Yerfialor dep
[ Faiity odersd omgen | © 1 L/Min e Bipap gt e e
 2LiMin - EFEP ‘
annula
® AL " Catheter
 4LMin  Mask
" Other € Other

Respiratory Consul

Riesp Page 1 Otter C7 Lo | _RespPage3| _ RespCP
Genlnt| Educ | Pan | Fesp | C¥_ | Newa | GI GU | Ms Jskin [P/5 JRest [MH [ Func JOP [ PCE | View Test

* Diesignates a required field
|Performing assessment v

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

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

File Tabs Help

FESPIRATORY ASSESSMENT
= Sputum color = [iher sputum colon * Sputur consistency * Dther sputum eamsistency
I~ Productive cough pressnt
Prior rssponse:
Prior resparss
—Chest
g Cates gt s * Suction * Witer suetan i Leak * Chest tube disinage * Dressin * Ditier diessing
i D | — [
i O2lcm [ Sliaht bubbiing on expiration
Date/time inseited D10em [ Large ait leak on expiation ] Moderats Other

[ Large
[ Serous
] Serosanguinous

[12m0mm1 = ]| 167 = | Other ] A leak on insiration/espiration
12/811 T8N — [ Intermittent air leak

[] Crepitus present

[~ Chest tubs remaved

Location 2 *Suction *Other suction *Air Leak *“Other diessing
Errr— Bl ]
S %w 1 Slight bubbiing on evpiation
Date/tims inserted B3 [ Large ait lsak on expration
T8 = |18 = |5 Ulhg'" L] it leak on inspiration/expiration
I Chest tube removed ] Intemittert airleak
[ Crepitus present

[~ Other chest tube locations

- Facilty ordered

*Liter flow 1~ (b fer flom ;_Yiai “Oiher defve method  Oupaen satwiation % | [ Wentiiator dependent - chioric
¥ Faciity odered caygen | (1 L7Min Bl *Ventiatar dependent - chiaric cammets
2L Min ((: EWD .
annula
© 3LMin  Cathster
" 4LMin £ Mask
 Other  Other

Flespiratory Cansult

Fiesp Page 1 Oite 7 Loc | RespPage3| _ RespCP
Gen Inf | Educ | Pain [ 1 Fiesp |V | Mewo |Gl | GU [M/5 [skin | Pss [Fest [MH [ Func [DP [ PCE | view Tou

* Designates a required fisld
|Performing assessment 4

RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 2 window
Chest tube locations 1 and 2
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Populate Resp Page 2.

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

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

b. Refer to the instructions in Working in the Consults on page 24.
c. Select the Other chest tube locations check box.

The Other CT Loc page is made available.

5. Click Other CT Loc.
Other CT Loc displays.
6. Populate Other CT Loc, CT locations 3 and 4, if necessary.
Complete all the fields with asterisks; they are required fields.
(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P _ ol x|
File Tabs Help
RESPIRATORY ASSESSMENT
—Chest tuby
* | ocation 3 * Suction * Ottier suction * i Leak. * Chest tube drainage *iter dressing
[ Mone | None
Hicht Posteria ] Slight buibbling on expiration [ Smal
Date/time inserted [ Large i leak on expiration [ Moderate
(EEZIE (CE==N el o o rrcnein (0 Lase
[ Ciepitus present [ Sermsanguinous
[~ Chest tube removed ] Bloody
# | ncation 4 * Guction # (ther suction it Leak # Chesttube drainage. * Dressing # (ther dressing

Fiesp Page 1| Resp Page 2 RespPage3| _ RespCP
JGu | Ms [skin [Prs JRest [MH JFunc [DP [ PCE | wiew Test

= Designates a requied feld

Genlnt] Educ | Pain | Iv Fesp  Resp |CV | Neun | G

Performing assessment A

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

7. Click Resp Page 3.
Resp Page 3 displays.
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RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH

File Tabs Help

FRESPIRATORY ASSESSMENT
— Trachi i

=|olx]

¥ Trachenstomy present
T * Witier frachippe

& Ferestiated

£ Nonfenestrated

* Oid stomadno appliance
 Other

[~ Trach recently insarted
*Isextion datestine

" Lifetime non-tobacca user

' Fomer tobaceo user, but now quit
" Cunent tobaceo user

" Patient declines to answer

= Stoma sppearance “[ther stoma

* Dressing
@ Clean, d, intact

* Size ko
 Yes {* Mo

“ Tracheostomy size

Mo dressing/open to air

[ Tissue breakdown present " Other

* Diessing iype
[~ Trach removed [~ Dressing changs?

*Femoved date/ime. “ Dressing date/time change

—Tobaccoscreen—————— |vpeof iobacco used

Instrustions for former usags

* Gther dizssing

*Dther diessing type:

Fiion 1esponse:

[ Quit time frame

" Patient quit tobacen more than 7 years ago

General Observations/Comments

A& patient MUST STATE that they quit within the last 12 morths, and now
consider themsslves & noruser. This cannot be the saff's conclusion

If the patient has not used in % days/weeks/months, but is not wiling

to state that they have quit and consider themselves to be a non-user,
then classify patient as & curent tobacco ussr.
(% Patient STATES that he/she has quit within the past 12 months and now considers his/hersslf a non-smoker

" Patient quit tobaccn more than 12 manths ago but less than 7 years ago

* Approximate quit date:

* Tobacco education

Patient states hes/she not interssted in learning

[] Referal to a smoking cessation class of clinic

[ Education not appicpriate due to patient condition
[ Education re dangers linking oxwgen and smoking to fire patential

[ Discussion with patient/support person re mportance of stopping smoking (stp using tobacco)
[ Discussian with patient/support person re importance of not resuming smoking or lobacca use
[ Brochure/handauts provided on tobacce use cessation

bout smoking cessation

[ Suppott of ricatine replacement therapy if prescribed duing hospital stay or at dischargs

Genlnf | Educ | Pain [ 1v Fesp | C¥ | Newa | GI

|Performmg assessment

FiespPage 1 | RespPage2| OtherCT Loc Fiesp CP
JGU M [skin [P JRest [MH [ Func [DP | PCE | iew Test

* Designates a required field o to radiogroup: |Tobacca scissn - Go I

2

RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 3 window

contains the Tobacco screen

8. Populate Resp Page 3, if necessary.

Complete all the fields with asterisks; they are required fields.
9. Click Resp CP.
Resp CP displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD! _ ol x|

File Tabs Help

RESPIRATORY - PROBLEMS/NTERYENTIONS/DESIRED OUTCOMES ~ Click arow to update its problem evaluation and intervention status:
INT STARTED |INT STATUS'\NT STATUS |

TAB  [PROBLEM DATE IDENTIFIED|DESIRED UUTCUMEIFHUB EWAL |PROB EVAL DATE | INTERYENTION

L

I™ Do not display resolved problems Add Mew Froblem Wiew histary for this proflzm

Froblem/Intenvention detai

Add Hew Intervention to this prablem |

Problem evaluation | [Intervention status | -
[ale

" No changs/Stable " Completed

 Deteriorating  Continue

 Impraving 5

P " Discontinue Cancel

£ Unresalved at dischaige " Pending

RespPage1| RespPags2| (iter(1 Loc| RespPage3

Genlnt| Educ | Pain | 1 Resp |0¥ | Mewo |Gl [GU [ M5 [Skin [P [FRest [MH [ Fune JOF [ FCE | ViewText
* Designales a required field 30 ta radiograup: [Intervention status = Go |

Performing assessment

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

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

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

(5i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX: — ol %]

File Tabs Help

CARDIOVASCULAR ASSESSMENT

* Patient/family/suppart person *iyyly could o orie respond “[ther izeson o one could espond " Information obtained from *[ther saurce of information
able to respond to questions— Patient
] Asuthorized surtogats
. ] Famiy/Support Person
9 e ¥ ] Medical Record
] Other
[ Edema and Locations - Mark orly the locations where edema is found
* Patient has a history of = Other history [ Facial Periorbitat Rightam—— Lleftam—— [Righthand— [Lefthand—
ClWore epoted | € Tiace  Tiace  Trace © Trace © Trace  Tiace
[ Anemia £ 1+ Pitting £ 1+ Piting 1+ Pitting 1+ Pitting 1+ Pitting £ 1+ Pitting
[ Angina 2+ Pitting 2+ Piting 2+ Pitting " 2+ Pitting 2+ Pitting £ 2+ Pitting
[] Anticoagulant Therapy " 3+ Pitting 3+ Pitting 3+ Pitting " 3+ Pitting " 3+ Pitting € 3+ Pitting
1 Anhythmias 4+ Pitting 4+ Pitting " 4+ Pitting 4+ Fitting 4+ Fitting 4+ Fitting
CABG Lol T Lol P N (ol 7 (ol 77 Lol 77
% Eﬂe Fior 50 P 50 Pl iesn Piftriesn Fifer resn Fiicr resn
%E;’Jmmiun —Sact——— Righthp—— [Lelthp—— [Rightles—— [Leftle;—— Pedaligh— Pedalleft—
o € Tiace € Tiace € Tiace € Trace " Trace € Trace € Tiace
[J Peripheral Vascular Disease " 1+Pitting | | 1+ Pitting 1+ Pitting 1+ Pitting 1+ Pitting 1+ Pitting 1+ Pitting
(1 Other 2+ Pitting 2+ Pitting 2+ Pitting 2+ Pitting 2+ Pitting 2+ Pitting 2+ Pitting
£ 3+Piting | | © 3+ Fittina £ 3+Fiting € 3+Piting 3+ Piting 3+ Pitting £ 3+ Pitting
" 4+ Pitting " 4+ Pitting " 4+ Pitting 4+ Pitting " 4+ Pitting " 4+ Pitting " 4+ Pitting
N N N7 N N N N
Fiaiesp: Fioniess Fiior 1255 Fifar resp Fiiiesp: Fifciiesp: Fiiariess:
= Extremitie:s Extremities comments uscultatior
Twvam * Heart thythw—| " Hear sounds " Deserbe abromal sound
] Cool =
] Capiliay Fiefl Less than 3 Secands feart Fale © Regiar || € Nomal
1 Capillary Refill Greater than 3 Seconds
Prior comments © Inegular " Abnomal

Pricr resparnse:

CvPagel | CWPage? oer |
Genlnf| Edue [Pain |1 [FResp oy [Mewo Gl JGU Wi [Skin [Ps5 JRest [WMH [ Func [OP [ FCE | ViewTew
* Diesignates & required fisld Go ta radiogroup: [Heart thythm - G |

|Performing assessment

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

1. Click CV.

CV Page 1 displays.
2. 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.
3. Click CV Page 2.

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

CARDIOVASCULAR ASSESSMENT

Pul

Radial Pulse Dorsalis Pedis Pulse Posterior Tibial Pulse
Left Right Left Fiight Left Fiight
| Eal| = Eay E2 | Eag|

*Desciibe yenous distension

; * Homan's sign———— )

# Jugular Vs Diste
(‘uiuar am:j N.s ensio B Mo I Right Cal
= °  Posilive = Left Calf

Prior response; N
Prior response: Negative
Positive is calf pain reported on flexion of foot
—Cardiac devics
[~ Estemal pacemaker [~ Permanent pacemaker
*Wther cardian device
™ Implantable cardiovester/defibrilatar (ICD) [ Other device:

General observations/comments

R Interval:

RS Duration:

=]

# Cardiac: monitr

&

Piior cardias moritor responss
= Ither cardiac moriter hythm

O Irtersal:

ST Segment:

C¥Pagel | [ v Page2

=1o]x]

Cv CP

PCE | View Test

Gennf| Educ | Pan | IV Resp v Mewro | G GU M5 [ Skin [P5 [FRest [MH [ Fune | DP

* Designates a required field G to radiogroup: | Jugular YVenous Distension - Go I

|Performing assessment

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

Cardiac monitor selected

Populate CV Page 2.

a.

Click CV CP.
CV CP displays.

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

File Tabs Help

CARDIOVASCULAR - PROBLEMS/INTERYENTIONS/DESIRED OUTCOMES Click & row to update its problem evaluation and intenvention status.

T4B |PHDELEM DATE IDENTIFIED | DESIRED EIUTEEIMEIF‘HEIE EWAL |PROB EVAL DATE |INTERVENTION INT STARTED |\NT STATUS'\NT STATUS DATE

NOME

KN E
Piblem/Intexveriion detal

I~ Da not display resalved problems Addd New Prabler View histary for this problsm

Al Meys [ ntervention to this problerm |

Problem valuation————— Inkervention status—————
Mo changs/Stable " Completed
" Deteriorating ~ Continue

 Improving P
& o iscontinue Cancel

" Uniesolved at dischage " Pending

C¥Pagel | CvPsge2 |[ cver
Genlnf[ Educ [Pain | [FResp oy [Mewo| G [ GU [ mis [skin JF/s [Rest [MH [ Func [OF [ FCE | viewTest
* Designates a required field Go to radiogroup: [Intervention status = Go |

[Performing assessment

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

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

Document the neurology reassessment of a patient in the Neurology tab.

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

File Tabs Help

MEUROLOGICAL ASSESSMENT

-lolx|

= Patient/family/support person

~able to respond to question:

& Yes " Mo

* Patient has a history of
[ None reported
O] oA

[ Multiple sclerasis
[ Seizures
[ Spinal cord injury

[ Other

* Other reurclogical problem

[ Traumatic brain injury (TEI)

=\/hy could o one respond * Othes reason no one could respond

= Sl Cord Iy Level Orientation
£ Persan, place, fime, and situation
£ Person, placs, and tims

£ Person and place

£ Person anlp

€ Mot oriented at all

Pricr response:
Level of Consciousness [Glasaow Coma Sealel

Eye tesponse 302 ot ssseese v |
Verbal espanse score [iot sssosse v |
Hotor respanse seare [Niot ssssses = |

= Dessiibe Spinal Gord njury Level

Total score: 0
Prior score:

Score is expressed as Eye (] + Verbal (] + Motor ()

Glssgow score categariss
1315 [nermal result)

3-12 (conelates with moderate brain injury]

* Infarmation obtained from

| Patient

[ Authorized surrogate
[ Family/Suppart Persan
[ Medical Record

[ Other

* [thier souree of infarmation

Instructions for completing Glasgow Coma Scale

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

level of conscinusness and is seored between 3 and 15,
3 being the worst, and 15 the best. Itis composed of three
parameters: Best Eye Response, Best Werbal Response,
Best Motor Response. The defirition of these parameters
is given below.

Eicst Eye Fiesponse. 4]

Eyes open spontaneously

E e operning to veibal command

Eye opering to pain

No eye apening.

Dienates closed eye or if patient is unable te open an eye
due to sweling, nerve palsy or eye diessing

Indicates presence of phamacological pardlysis

T Ol e

Biest Verbal Fresponse. (5]

5. Orierted

4. Confused

2. Inappropriate words

2. Incomprehensible sounds

1. Mo verbal response

T Indicates presence of an ET or Trach tubs

D Indicates patient aphasia

P Indicates the presencs of phaimacological paralysis

Best Motor Response. (6) (Best aim response]
6. Obeys Commands

8 or less [conelates with severs brain injuy) =
Meura Fage 1] Meuwo Page 2| Newa CP
Gennf | Educ | Pain | v Resp | OV Meuro |Gl GU | M/S | Skin | P/S | Rest | MH | Func | DP | PCE | View Test
* Designates a required field Go to radiograup: | able ta respond to questions - 6o |
|Performing assessment 4

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

1. Click Neuro.

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

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

3. Click Neuro Page 2.

Neuro Page 2 displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX- - ol x|

File Tabs Help
NEUROLOGICAL ASSESSMENT
—Mat Speech/language————
Instructians for performing motor assessment Rightar . Fightle el (r: g::;rmal-s\uned
[3525 motar swength bilaterally. Have the patient flex and exlend am against [al-1 fal-" Lal-1 fall-N e
vour hand: squeeze your fingers; [t leg whie you press down on the thigh: far I I I W |- Byl
hold leg straight and ift it against gravity: and flex and extend foot against your e 3 3 3 € Abnormal - Dysarthric
hand. Grade each extremity using the scale below: © Other
[l [l o o
5 +- Active movement of sxtremity against aravity and maximal resistance i i i i IR
4+ - Active movement of extremity against gravity and moderate resistance falli o o o Oiherspeech/languiage
3+ - Active mavement of extremity against gravity but WD T against iesistance - N - A A A
2+ - Active movement of edremity but NOT against gravity
1+ - Slight movement [ficker of cantiaction) . . . .
T e Prior resp: Prior resp: Frir resp: Prior resp:
P
Reactivity
* ity pug]
¥ Mew lens implant/prosthesis Size IR Right eye Left eye
Fiior iesponse: © Equal " Brisk reactian to light " Brisk reaction to light
© Right greater than left
*Desoiibe e lens mplanproshesis | Lfﬂ grge'::(ha:”ri;t & Some reaction ko light [sluggish] € Some reaction to light [suggish]
© Other Mo reaction to ight (" Na reaction to light
Prior response: Prior response: Prior response:
* Wew sensations present e conm device nesded  General observations/comments
I~ Sensations - New ™ Fequies assistive new communicationt
paresthesias of neuropathies present device to meel basic needs

Frior iesponse; Prior response:

Meuro Page 1| [Neura Pags 2| Meura CP

Genlnf | Educ [Pain |1V [Resp | ©V  Newo [GI | GU | M/S [Skin [Ps [Rest [MH [Func [DP [ PCE [ viewTeut
* Designates a required field Gio to radiogroup: |Right am - Ga |

|Performing assessment A

RN Reassessment, 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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6.

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

File Tabs Help

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

TAB  |PROBLEM DATE IDENTIFIED(DESIRED EILITEEIMEIF‘HEIE EVAL | PROB EVAL DATE [INTERVENTION INT STARTED |INT STATUS'\NT STATLS DATE

MNONE

KN Il
ProblemIrtervertion detail

I Bo ol displey resalved problems 43 oy Problem iew sty o this protiem

Add Wew [ntervention to this pratblem |

Problem evaluation————  Intervention status—————
 No change/Stable £ Completed
€ Deteriarating £ Continus

 Improving - Do
P iscontinue Cancel

" Unresalved at discharge © Pending

Mewro Page 1| Newn Page 2
Genlrf | Educ [ Pain | IV Fesp | OV News |G| GU | M/S [skin [ PS5 [Rest |MH ] Func JOP | PCE [ viewTent
= Designates a required field G to radiogroup: [Intervention status - 6o |

Performing assessment 4

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

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

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

File Tabs Help
GASTROINTESTINAL

ASSESSMENT

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

=Y

* Patient/farily/support person

[able to respond to question:
& Yes Mo

* Patient has a history of
[ Hone reported

[ Bleeding - Emesis

[ Bleeding - Stoal

[ Canstipation

[ Dianhea

[ Incontinence of stosl

[ Mauses

[] Yomiting

[ Other

“thes Fistory

“/hy £ould o one respond

= et reason nojone couldrespond

* Infarmation obtained from

Patient
] Asuthorized surtogats
] Familp/Support Persan
[ Medical Record

1 Other

* Wther source ofinfarmston

bdominal &ssessmen
* Abdomen

*[ther abdaminal assessment

* Present

"“ Bowsel sound:

" Absent

& Normal

* Present bowel sound:
’7 " Hypoactive {~ Hyperactive

Bowel sounds comments

Lot ol Moysment Dst * Date of Last Bawel Movement
& Tiriom

" Enown

—Bowel regime
[ Bowelpattem |
& Daily

£ Several ines a week
£ Weekly

© Other

* Bther bowel pattem

Frior response;

I~ Bowel progiam

* Bowe program schedule

= Other bowelprogram schedule

*LLawative name and fiequency of Lse

™ Laxative use

= Bowel care - start fime

* Bowel care - completion time

Gl Page 1

I

Gl Dev

= Enems type and frequensy of use

Enema use

| GioevZ | | GlPage2 Gl Page 3

Medication/freatment

Gl CP

Genlnt| Educ | Pan | Resp | CV

= Designates a required field

[Mewo g [GU [ M5 Jskin [P/5 [Rest [MH [ Func [OP | FCE | ViewTest

Goto radiogroup: [Bowel sounds = Go |

|Performing assessment

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

1. Click GI.
Gl Page 1 displays.
2. Populate Gl Page 1.
Complete all the fields with asterisks; they are required fields.
3. Click Gl Dev.
Gl Page Dev displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-A

File Tabs Help

GASTROINTESTINAL ASSESEMENT

[ ate/fime:

I Wewsinee [ast assessment

™| Remavedisince last assessment

[ atetime:

—GI Device H1 — Gl Device H.
 Type Gl deyice comments “ Tiype: Gl device comments
Mond Mane -

I Hevsinge [ast assessment

™| Remavedisince last assessment

Date/time:

[ ate/fime:

I= | Newisinee last assessment

™| Remavedisince last assessment

Date/time:

[ atetime:

[ ate/fime: [ atetime:
— Gl Device H: —Gl Device H4
“Tiype Gl deyice comments “ Tiype: Gl device comments
Mone - Mone: -

I Hewsinge last assessment

™| Remavedisince last assessment

=Y

Gl Page 1 GlOev2 | _GlPage2 | _GlPage3 Gl CP

Gen It | Edus | Pain | v Resp [Ov [ Mewo @ [B1 JB0 [wss [ skin

P/5 Rest | MH Func | DP

= Dasignates a required field

|Performing assessment

RN Reassessment, Gastrointestinal Assessment (G1) tab, GI Dev window
GI Devices #1-#4

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

GASTROINTESTINAL ASSESSMENT

—Gl Device #1

* Type
IEoIostom_l,l bag ;I

[T Mew since last assessment

D atedtime

™ Removed since last azsezsment
D atedtime

Gl device comments

RN Reassessment, Gastrointestinal Assessment (G1) tab, GI Dev window,
G| Device #1

Populate GI Dev.

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

Click GI Dev 2.
Gl Dev 2 displays.
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i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADMISSION SCHEDULED S w4

GASTROINTESTINAL ASSESSMENT

[EEPEET _ Gibev [[ GI0evZ | GlPage2 | GIPsged | Glce |
[ JFure [P JPce |

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

6. Populate Gl Dev 2, if necessary.

Complete all the fields with asterisks; they are required fields.
7. Click Gl Page 2.

Gl Page 2 displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: Pi _ ol x|

File Tabs Help

GASTROINTESTINAL ASSESSMENT

—Oral 5

Assessment - General Assessment - Mucous Membiane
Mo problems impaiments. ] [ Bleeding

] Assistance reedsd with oral hygisme [ Cyanotic

[ Difficulty chewing ] Intact

[ Dificulty swallowing ] Lesions present

[ &l teeth present Fale

[ Paor dentition ] Pink.

] No dentiton

Could not assess

- Ditary Histor

* Does patient have any ethnic/ulturald * Food preferences/Special dit needs
religious foud preference:
 Yes Mo

Filor responrse:

=Does patient have any

special diet ned
 Yes  No

Prior resporse:

Prior faod preferences

- Mutrition scresn

* Appatite * (ther appetite
* Daseription of patien

" well nourished
€ Obese

" Emaciated

(] Unable to determing
] Other

Priot rssponse: Prior rssponse:

Height: 54 in [137.2 om) (06/23/2009 10:43)
ieight: 165.35 Ib [75.2 kg] [12/16/2009 14:30)
EMI; DEC 16, 2009GH14:30:21

* Unintentional weight [0ss or £ (coote ugnteriional aain/
~* gsin in the past o lass of weight in the: past month

© Yes
 No
£ Urknown

Frior 1espanse:

Mutrition consult guidelines

[ Patient on Iube feeding or total parenieral nuiition
[ 5% urintentional weight gain o loss in past 30 days
[] Nauseavomiing/diarthea for greater than 3 days
[ Less than 603 usual intake for greater than 5 days
[ Dysphagia or dysphagia symptom

GlPsge1 | GIDew | GIDev2 |[ GIPags2 GlPage3 | GICP

|Performing assessment

Genlrf | Educ | Pain [ 1 [ Rssp [ [ Hewo |Gl Gl [GU_ M [skn [P/ [ Rest | WH

[ Func [ OP [ PCE | view Text|

* Designates & required fisld

Go ta radiogreup: |religious food preferences - Go I

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

Populate GI Page 2.

a. Complete all the fields with asterisks; they are required fields.
b. Gl Page 2 contains the Nutrition Consult.
Refer to the instructions in Working in the Consults on page 24.

Click GI Page 3.
Gl Page 3 displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX~
Eile Tabs Help

GASTROINTESTINAL ASSESSMENT

[ Duysphagia screen

* Dysphagia screen—————
 Ableta scrizen

€ Unable - Patient on Ventilator
€ Unable - Patient uncernscious
 Unabls - Dther

N

Prior respanss

General Observations/Comments

* [then reasan unable b soreen

Duysphaaia risk factors
# Diagnosis of new stioke, * Modffied testure dist/

head and neck cancer, or - eating maneuvers (e.0

irgumeti biain (U chir ek head fuin)

Prior response: Prior response:

ek quraly veice Dicoling while awake

Priot rssponse: Prior tesparss

“Wnable to
follovy commards.

Frior response:

*Tiongue deviation
fram midline:

Prior resporse:

{§peech Consuit

Gl Page 1 Gl Dev GlDev2 | _GIPage2 Gl CP

Genlnt| Edus | Pain | W [ Resp | ov | Neuwa | GI

[GU_ [ s Jskin [P | Rest

Func | DP

* Designates a required field

Go to radingroup: |Dysphagia screen -

Go |

|Performing assessment

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

10. 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 the Speech Consult.
Refer to the instructions in Working in the Consults on page 24.

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

File Tabs Help

GASTROINTESTINAL - PROBLEMSANTERYENTIONS! DESIRED OUTCOMES  Click & row to update its problem evaluation and intervention status.

T4B  |PROBLEM DATE IDENTIFIED| DESIRED EIUTEEIMEIF‘HEIE EVAL |PROB EVAL DATE [INTERVENTION INT STARTED |\NT STATUS'INT STATUS DATE

[ | ol
Problem/Intervertion detsi

[ Dot display resolved problems Add New Problem “Wiew histary for this problem

Add Wew Intervention to His problem |

Problem evaluation | Infeventionstatus |

" Mo changeStable " Completed
 Deleriorating  Continus

£ Impraving -

" Resolved oot ﬂl
 Unresolved at dischargs  Fending

GlPagel | GIDev | Gl0ev? | GlPage2 | GlPage3 |[ GICP

Genlnf | Educ | Pain | I¥ Resp | OV | Mewo g GU | M5 [skin [P [Rest [MH [ Furc JOP  JPCE | wiew Text

* Designates a required figld
\Performmg assessment v

GI CP window

12. Update the GI CP, if necessary.

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

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

Document the genitourinary reassessment of a patient in the Genitourinary tab. If a patient has a GU
device documented in a previous assessment, the device displays in the current reassessment.

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

File Tabs Help

GEMNITOURINARY ASSESEMENT

* Patient/fariily/support person = %/hy could o ore =spond = [iher reason nojone could respand *Information cbtained fiom * ther source of information
able to respond to question: Patient
] Authorized surogate
o 1 Famiy/uppart Persan
== [ Medical Record
1 Qther
* Falient has a history of L
H gg;j;"“"“ *Voiding * Intermittent catheterization fiequency  * Other voiding Uie
[] Disbetes ] No problems Llo————————
[ Dialysis - Peritoneal [ Aruria C Amber
[ Dialysis - Hemodialysis [ Dribbling  Yellow
[ Kidney disease L] Dysuria £ Bloody
[] Meurogenic bladder [ Frequency " Unatle to evaluate
[ Sesxually bansmitted dissass [ Incontinence: i £ Other
3 [ Intermittent catheterization
[ Urinary tract infections [1 Nocturia Consistency |
[ Qliguria £ Nomal
[ Palyuria
[ Retention " Concentrated
[ Urgency " Dilute
L Other £ Unable to evaluate
*Lagt vnldad—‘ =
dor
Absorbency devices used
’Vr e ® Uiawn u Y ’7(‘ Foulsmeling  ~ None £ Unable to evaluate
Datefime st woided: i S
. b
= Abnormal dischaige—— * Dseribe abnomal discherge
*Other history € Mone o
 Gental U
£ Uratle to evaluats £ Unable to evaluale
Priar respanse:

G Page 1 GUDev | GUPags2 | GUCP
Gen It | Edus | Pan | v Resp | ©¥ | Mewo [ GI Gl GU M5 |Skin | P/S [Rest [MH JFunc [DP [ PCE | view Text|
* Diesignates & required fisld Gato radioaroup: [Color - 6o |

|Perfarming assessment 4

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

1. Click GU.

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

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

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

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

GEMNITOURINARY ASSESEMENT

G | [EUDw | [Eger] _ ouce|
oF e

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

5. Click GU Page 2.
GU Page 2 displays with the Indwelling Catheter field unavailable because there is no history of an
indwelling catheter.
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RN Reassessment - ZMSHTSWLSDHY'!
File Tabs Help

LUXA (3122) Ward: FI

GENITOURINARY ASSESSMENT

Genitourinary Devic

* Current Devices = [Other device
CliHone. *Indweling catheter size

Cantinuaus Ambulatory Peritoneal Dialysis [ Concens V_mced regarding
[] Continuous Bladder lirigation sexual functioning

[J Confinent Urinay Diversion (&g lso-condut)
[ Estemal catheter |candom)

[ Indweling urinaty catheter

[ Mephrastomy bag I~ Indweling remaved
[ Suprapubic catheter

[ Ureterastomy bag

Frior repsonse *Seyual Functioning concems vaiced

[ Other
—— Female patient
* Pregnancy Last mammogram ] rlagtmenses Last PAP Smear————————
DRt C Known € Known £ Known
L Fassibly pregnant € Unknowin " Unknown £ Unknown
[ Mo passibilty of pregnancy
[ Lactating " No previous skam reported " Post menopausal £ Mo previous exam isported
[ Patient declines to answer

Apprcymate date Approrimate date Appicrimate date

M ale patient;

Appiorimate date General abssrvations/camments

Last P54 Results

GUPage1 | GUDev |[ GUPage2 GU CP

Genlrt| Educ | Pain |1 [Rssp [ [Hewa] Gl Gu M/ | Skin [P/S [Rest [MH [ Func [OP [ PCE [ viewTen|
* Designates & required fisld Gioto radiogroup: [Last mammagram - 6o |
Performing assessment A

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

RN Reassessment - ZMSHTSWLSDHY!
File Tabs Help

CHUUN (1110) Ward: PH.

GEMNITOURINARY ASSESSMENT

- Genitourinary Devic

* Curent Dvices * [ther device

[Cifane. *Indwelling catheter size

] Continunus Ambulatory Peritonesl Dialpsis [ Concems voiced regarding
[ Confinuous Bladder Inrigation sexual functioning

] Coninent Urinary Diversion (.. lsc-condut)
[ Extemal catheter (condom)

] Indweling urinary catheter

] Mephrostamy bag ™ Indwelling removed
] Suprapubic catheter

] Ureterostomy bag

L] Otther

Fiior repsonse * Senual Functioning cancerms voiced

——Female patient

*Pregnancy

Appioymate date Approymate date Approrimate date

Male patient;

P, TR General observations/comments

 Kriown
 Unknown
" No previous exam reported

Last PSA: - NONE FOUMD

GUPage1 | GUDev [ GUPsge2 GUCP

GenIrf [ Educ | Pain [ [ Resp | o [ Neuo |6l Gl U |MS Jskin [Ps [Rest [MH [ Func [DP  JPCE [ viewTeu]

* Designates a requited field (i to radiogroup; |Last prostate exam date - Go I

|Performing assessment 4

RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 2 window
Male patient information available
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6.

Note: The sex-specific questions (male/female) are optional. The exception is for female

patients; the pregnancy responses are required.

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

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

Indwelling Catheter

If the presence of an indwelling catheter is documented, the size of the indwelling catheter is

available when this data is not entered in a field that is pulled forward.

The size of the catheter can be entered in a previous reassessment on the GU Dev page in the General

observations/comments text box.

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

File Tabs Help

GEMITOURINARY ASSESEMENT

Genitourinary D
* Curent Devices * Oifrerdevice
[T Hore * Indweling catheter size

] Continuous Ambulatory Peritoneal Dilsis I

] Continuous Bladder Imigation sexual functioning
] Continet Urinary Diversion fe.g.leo-condut)
] Extemal catheter (condom)

Indweling urinam catheter )
] Nephrostomy bag I~ Indweling recenty inserted I~ Indweling removed
] Suprapubic catheter

] Ureterostomy bag

] Other

RN Reassessment, Genitourinary Assessment (GU) tab, GU Page 2 window

This data is pulled forward to the next reassessment template when entered in an admission

assessment or a previous reassessment.

I~ Concems voiced regarding

Priot rspsonse = Sesual Functioring cancems voiced
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7. Click GU CP.
GU CP displays.

2 RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD| [

File Tabs Help

GENITOURINARY - PROBLEMS/NTERVENTIONS/DESIRED OUTCOMES — Click & row to update its problem evaluation and intervention status

T4E  |PROBLEM DATE IDENTIFIED| DESIRED DUTEDME'F’HDB EVAL |PROB EWAL DATE|INTERVENTION INT STARTED |\NT 5TATUS|INT STATUS DATE

MOME

@

KN [
Fratiem/intervention detail

I~ Da ot display 1ssalved problems Add New Problem View history for this problam

Add Mew I ntervention to this problem |

Problem evaluation————— Intervention status————
" Ha change/Stabe  Complted

" Deteriorating I
 Inproving el el

€ Resolved " Discontinue

€ Pending

" Unresolved at discharge
Diabetes Nurse Consult

GUPags1 | GUDev | GUPage2 |[ GUCP
Genlnt | Educ | Pain | I Resp | Cv | Meuo | GI Gu [MS [skin [P/ [Rest [WMH [ Func [ DP | PCE | View Test

* Designates a required field

|Perf0rmmg assessment

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

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

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

79



Musculoskeletal (M/S)
Document the musculoskeletal reassessment of a patient in the Musculoskeletal tab.

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

not transferred into the completed Progress Note.

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.

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

File Tabs Help

MUSCULOSKELETAL ASSESSMENT

* Patient/family/support person —*w/hy could no one respond “ Other reason no one could respond * Information obtained from *[Other saurce of information
Patient

] Authorized sunogate

] Fanily/Suppoit Person

able to respond to question:

[] Medical Record
] Dther

*Patient has a history of * Deseribe other histor *Body part(s| amputated *Range of Motion Stated patient complaints
L] Mone reparted [] ROM - No apparent problem
[ Amputation(s] ] Limited ROM - Right Upper Extiemity
] Aathritis: ] Limited ROM - Left Upper E stremity
[ Back pain [ Limited ROM - Riight Lower Extremity
[ Cancer 1 Limited ROM - Left Lower Extienity
[ Cerebual Palsy
[ Deformityfies]
[ Fibromyaigia
L] Fractures
L] Hip pain

[ Muscle Atrophy

[] Muscular Dystrophy
[ Meck pain

[ Other

General ohsarvations/commerts

M/SFagel | M/SPage2 | M/SCE |
Gen It | Edus | Pan | v Resp | ©¥ | Mewo [ GI Gl |GU_ s [Skin | P/s [ Rest [MH JFunc [DP [ PCE | view Text|
* Diesigates & required fisld Goto radiogroup: [able 1o respond to questions | = 6o |

|Performing assessment ¥

RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 1 window

2. Populate M/S Page 1.
a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments text box for additional information.
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3. Click M/S Page 2.
M/S Page 2 displays.

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

MUSCULOSKELETAL ASSESSMENT - MORSE FALL SCALE
* Fall risk assessmant indicate
es

=lafx|
* Histary of Falling

Descie previous falls and history

Instiustions for completing Morse Fall Seale
Histay of faling.

* Fracture Location

-
Scare a3 D f the patient has nat fallen —
Scare as 25if the patient has fallen duing the past thiee manths
before admission or f there was an immediate history of
physiological falls, such as from ssizures o an impaired gait prior
to admission.  Mote: |f a patient falks for the first time, then his
o her score immediately increases by 25,
* |5 patient on any meds that increase Secomdary disgrsis
= iter fracture losation it e felling o st inju it Falls S core as 0 f ol ene medical disgnosis is isted on the patients
Other medication that insreases sk | chart
=[5 patient om multiple meds ta

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

Use of multiple medications is implied in the scale s indicated by
the sevondary diagnosis (comorbidity score)

ambulatory aids:

Seare a3 0 f the patient walks withaut a walking aid [even it
assisted by 5 nurss), uses & wheslchar, or is on & bed rest and
does not get out of bed at all
Scare as 151 the patient uses crutches, & cane, or a walker

Score as 301 the patient ambulates clutching onto the fumiture
for
suppoit

Intrawenaus therapy:

Score as D is patient does not have an IV or Heparin/Saline Lock

Score & 20 the patient has an intravenous apparatus of &
heparin lock inserted

Total Morse score for Fall Risk: NJA

Prior score: Mot assessed

Gait
Date:

Scare as 0 a nomal gait which is characterized by the patient
walking with head erect, ams swinging freely at the side, and
024 - Patient is at low risk for faling. Implement Universal Fal Precautions

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

Genlnt| Educ | Pain [ W [Resp [ ov [ Wewo| & J&  [Gu
\Perfurmmg assessment

M/5 Page 1 | [M/5 Page 2
M/s [ Skin Rest |MH [ Func | DP | FCE | ViewTent
* Designales a required field

MasCE |
Go o radiogroup: [Falltisk assessment indicated = Go |

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

Complete all the fields with asterisks; they are required fields.
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5. Optional: To complete a Morse Scale, select Yes for Fall risk assessment indicated.
If you select Yes, the fall risk assessment questions must be answered.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P! iy || ﬁl
File Tabs Help

MUSCULOSKELETAL ASSESSMENT - MORSE FALL SCALE

# Fall risk. assessment indicate Instructions for completing Morse Fall Scale
© Mo

History of faling -
Seore as D1 the patient has not fallen —
* History of falling Deseribe previous falls and histon Score a5 25 if the patient has fallen duing the past thres months
within 3 morths 1 before admission or if there was an immediate history of
physiological falls. such s from seizures or an impaied gait prior
" No(0] to admission. Mote: IF a patient Falls for the first tims, then his
- es (25) or her score immediately increases by 25
# [ patient on any meds thatinorease Secondan di 8
* Fracture Lacation * Dt trachure location tsk.ForKalling o isk far rjury it falls S oore a5 0 if ol one medical diagnosis is sted on the palient’s
Gther medication thet incresses sk | chan
Seore as 15if more than one medical diagnosis is listed on the
patient's chatt;
Use of multiple medications is implied in the scale as indicated by
the secondary disgnesis (comorbidity score],
I pstert e multipls meds to Ambulatory aids
—* Secondary Diagnasi o I Score as 0 if the patient walks without 2 walking aid [sven if
sssisted by a nurse), uses 5 wheslchair, of is on 5 bed rest and
 No() does not get out of bed at all
B Score a5 15 f the patient uses ciutches, & cane, of & walker
() Score as 30 f the patient ambulates chching onlo the furniture
for
—* Ambulatory aid * Intravenous Therapy/Heparin Lock—— support
? gnr‘.e’,qhemest, wheli\:h;ué]nlher persan () Nl [
HLEAER, BEINE, (2 27 Secore as [ is patient does not have an IV or Heparin/S aline Lock
£ Yes (20
C Furiture (30) EoE) Score a5 20 f the patient has an intravenous apparatus of a
hepaiin lack inssrted
GaTansfering—————— [“Men@lSts |
 Nomal, bedrest, immobile (0] £ Oiiented to own abilty (0) Gait
" Weak [10) i i Seore as 0 a normal gait which is characterized by the patisnt
 Impaired (20) € Overestimates/Forgets Limitatians (15) walking vith head erect, ams swinging freely at the side, and
Total Morse score for Fall Risk: 0 0- 24 - Patient is at lows risk for faling. Implement Universal Fall Precautions
Prior score: Not assessed 25 44 - Paient is at moderate iisk forfaling. Implement Universal Fall Precautions and precaulions based on identified area of risk
b 45 and higher - Patient is ot high risk for faling. Implement Universal Fall Precautions and precautions based on identiied area of risk.
ate:
M5 Page 1 | [M/5 Page 2 M CP |
Genlnf| Educ | Pain [ [ Resp [ | Mewa | Gl Gl [GU  me [skin [Fs JRest [MH [ Func [OF [ PCE | iew Text
* Designates a required field Gio to radiogroup: [Fall sk assessment indicated |+ G |
|Performing assessment v

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

6. Click M/S CP.
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(i RN Reassessme
File Tabs Help

ZMSHTSWLSDHYS,JLUXA (3122) Ward: P!

MUSCULOSKELETAL - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES

FROBLENM - FOTEMTIAL FOR FALLING. DESIRED OUTCOME - PREVENTION OF FALLS/INJURY ASSOCIATED WITH FALLS
Universal fall precautions. Institute on all patient:

' Environment of Care Precaul
Palient Educalion Frecauiions Y PIEEC N o A A

Place patiert atticles within sasy reach

Calllight (it aplicable) in asy reach and answered promptly
Clean up spills immediately

Keep flaor free of clutter

Lack bed wheels

Lack wheslchair wheels i applicable

Modify environment for safe transfer

Place bed in low position when in bed

Frovide proper lighting [night lighis]

Drient to sunoundings

Purpose and use of callight

Usc of nan-skid sippers or gripper socks

Flequest assistancs for daily activitiss (such as getting out of bed,
toileting, ansfers]

Pumpose and use of assistive devices and mobilty aides if nesdsd

Click a row to update its problem evaluation and intervention status

Other fall prevwention inferventions
based upon dlinical judgement

Morse scores

[Wo Horse scores on file

T&E  |PROBLEM DATE IDENTIFIED | DESIRED DUTCDMEIF’HDE EWAL |PROB EVAL DATE|INTERVENTION

INT STARTED |INT 5TATUS|\NT STATUS DATE'

NONE

™ Do not display resolved problems:

Froblern/lntersention detail

Add New Problem Wiew history for this problem
~Problem evaluation Intervention statu Ackdig s ssrdan t his siobloin |
" Wo change/Stable ™ Completed
" Deteriorating  Continue
 |mpraving
€ Foshved " Discontinue
©* Uniesalved at discharge | | Fending Cancel
M/S Page1 | MsSPage2 [[ M/ TP
Gennf| Edus | Pain [ JResp [Cv | Mewo |Gl [ GU w5 [Skin [ P/s [Rest JMH [Func JOP [PCE | iew Tent]

* Designates a required field

Go to radiogroup: [Problem evalustion - Go |

\Ferfurmmg assessment

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

M/S CP window

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

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

Document the skin reassessment of a patient in the Skin tab. If a patient has pressure ulcers and skin
alterations documented in a previous assessment, the information displays in the current reassessment.

Directions for the Braden Scale for Predicting Pressure Sore Risk are on Skin Page 3.

e The Total Score for the patient is calculated automatically as you select scores (1-4) for sensory
perception, moisture, activity, mobility, nutrition, and friction and shear.

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

Skin CP contains patient/caregiver skin care education, including risk for skin breakdown and

prevention/treatment of problems related to skin integrity.

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

File Tabs Help

SKIMASSESSMENT

=1olx]

* Patient/familp/support persan
[~able to respond to guestion:

= Patient has a histary of
[ Mone reparted

cre
[ Athlete's fact

[ Bums

[] Cancer

[ Eczema

[ Herpes Simplex

[ Herpes Zoster [Shingles)
O Injury/iaumna

[ Pressure Ullcer

[ Psoriasis

“fhy could o ane iespond

* Desoribe othen

— Predisposition for skin breakd

* Othier reason no one could respond

* Information obtained from * Diher souice of imformation

i Patient

[ Authorized surrogate
[ Family/Support Person
[ Medical Record

[ Other

Does patient have
] Amputes
[ Disbstes
] Mulliple Selerosis

] Neurological dissase

[ Spinal cord injury

* Risk Factors

L[] None

[ Bariatric patisnt

[ Device-elated pressure

[ Diabetic

] End of lfe care

[ Hypoalbuminemia

[ Medication - Vasoprsssors

[ Refusing to tuin/move secondary to pain
[ Tao unstable for tums

[ Very low BMI (Body Mass Index]
[ Other

“ Desoribe ather

 Estremely dy © Maist

Dy " Diaphoretic

"“ Skin Moisture———————————————————

I~ Pressue ulcrs [~ Skin alterations

[l Rosacea
[ Sebacenus cysts
[ Other
—Skin Inspection
¥ = Skin Color * Desoibe ofher
Skin Temperat. ] Normnal for ethnic group
O em (" Hot ¢ Cod ¢ Cod | |C] Cyanotic
[ Dusky
[ Flushed

[ Jaundiced
] Mottled
] Pale

] Other

General ohservations/comments

= Skin Turgor
((‘ within Mormal Limits " Abnomal

= 5Kin Pateh D esciption

* 5kin Patche:
Cies Mo

SR | [Skinpoie | skl Skingll 2 | _SkinPage3 | SkinCP_|
Genlnf| Educ | Pain [ [ Resp [ | Mewa | Gl GU M5 okin [P JRest [MH [ Func JOP [ PCE | view Tew
= Designates a required field Gio to radiogroup: [Skin Petches <1 6 |
|Perf0rmmg assessment A

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

1. Click Skin.
Skin Page 1 displays.
2. Populate Skin Page 1
a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments text box for additional information.
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Documenting Pressure Ulcers

I~ Skin alterations

SkinFage1 | SkinPrU | Sk Poliz | SkinAll

From the Skin Page 1 tab, select Pressure ulcers and the Skin Pr Ul 1 tab becomes available.

SkimAl2 I Skin Page 3 Sk £F

Gen Inf | Educ | Pain | Iv Fesp | C¥ | Mewo | GI

= Designates a required field

JGU M5 ckin [P/5 JRest [MH [ Func [OP [ PCE | wiew Text
Gotoradiogioup: [Skin Patches = Go |

|Performing assessment

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

Click Skin Pr Ul 1.
Skin Pr Ul 1 displays.
Populate Skin Pr Ul 1.

Pressu

re ulcers selected

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

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

File Tabs Help
SKIN ASSESSMENT

—Pressure Ulcer #1

* Logation
[Hond -
*Stage

None 5
Statugs

Mone -

—Pressure Ulcer #:

Description of ulcer/diessing

* Loation

Mone -
*5tage

Mone -
Status

Mone -

Description of ulcsr/disssing

—Pressure Ulcer 45

* Logation
None -
*Stage

Wene =
Status

Mone >

I ther pressre lcer locations?

Deseription of Ulcer/diessing

Cl

—Pressure Ulcer #;

=lolx]

= Logaion Deserplion of ulcer/dressing
None -

*Stage

None =

Siatus

Mone -

—Fressure Ulszr H

= [ acation Deseription of Ulcer/diessing
Mone =

= Stage

None =

Status

MNone -

—Fiessuie Uloer #6-

= Location Description of ulser/dressing
Mone =

*Stage

Nore =

Siatus

Mo -

lick here for pressure ulcer staging information

Skin Page 1 Sk Pz | [ SR AL Skindh2 | SkinPaged |  SkinCP

Genlnf| Educ | Pain | I

| Resp | v

| Mewa | Gl GU | M

Func | DF

Skin [P/ JRest | MH

= Designates & required field

Wiew Text

|Performing assessment

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

Pressure Ulcer #1
* Location Deseription of ulcer/dieszing

lzchial Tuberosity Left
Skin Assessment - Pressure Ulcer/Location

* Location Description of ulcer/dressing

IKnee right ;I

MHone
Suzpected Deep Tizzue [njum

Unstageable Descrption of uleer/dressing

Skin Assessment - Pressure Ulcer/Stage

* Location Degcniption of ulcer/dressing
IKnee right ;I

*Stage

IStage I LI

Statug

Description of ulzer/dreszing

Skin Assessment - Pressure Ulcer/Status

3. To enter more than six pressure ulcer locations, select the Other pressure ulcer locations? check
box.
Skin Pr Ul 2 displays.

[+ Other pressure ulcer locations?

LClick here for preseure ulcer staging information

Skin Page 1 |[SkinPruiT | SkinPruiz | Skinal i | Skinakz | SkinPage3 | Sk oF |
Gen Inf [ Educ | Fain | v Fesp | ©¥ | Mewo| Gl JGU [/ skin [PrS [ Rest | MH JFunc JOP [ PCE | view Text|
*Designates a required fisld
|Performing assessment ¥

RN Reassessment, Skin Assessment (Skin) tab, Skin Pr Ul 1 window
Other pressure ulcer locations? selected
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX-ADM - ol x|

File Tabs Help

OTHER PRESSURE ULCERS
— Pressure Ulcer 4 _ Pressure Ulcer #8

* Location Description of ulcer/diessing *Location Description of lcer/dressing
Hone 4 [one |

= Stage ~Stage

MNone - MNone =

Status Status

MNone -

—Fressure Ujcer #3

= Locafion Dieserption of ulber/diessing
Nane =

= Gtage

Mone =

Status

Hane =

Fiessure Uleer

= Lacation Descripfion of uls=r/dizssing
Hore: =

= Siage

Nore =

Status

Mone -

MNone -

—Fressure Uicer #10

* Loalon Diesciplion of ulcer/diessing
Mone =

*Slage

None -

Status

Mone v

r—Fiessure Ulzer #1

= Lacation Dessription of le=r/dressing
Hore =

* Stage

Nore =

Status

Hone =

SkinPagz1 | _SkinPrUl1 Skin Alt 1 SkinAllZ | SkinPaged | SkinCP

Genlnf| Educ | Fan | IV [Resp [0V | Newa] Gl

Skin [P/ JFRest [MH [ Func [P JPCE | view Tent

* Designates & required fisld

|Performing assessment

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

4. Populate Skin Pr Ul 2.
a. Enter Location, Stage, and Status for six additional pressure ulcer locations.
The fields with asterisks are required fields.
b. Enter a Description of ulcer/dressing, if appropriate.
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Documenting Skin Alterations

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

I~ Pressure ulcers

[¥ Skin alterations

Genlnf| Educ | Fain | IV | Resp | O | Mewo|GI | GU | M/S  Skin [P/S | Rest |MH | Func | DF View Test
* Designates a required fisld Gio to radiogroup: [Skin Patches - G |

Skin PAUT | [ Skin o2 | | Skin Al Skinsl 2| _SkinPaged | Skin £P

|Performing assessment

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

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

(i RN Reassessment - BDYDXY,ILQDI A (2902) Ward: PHX-ADMISSIO!
File Tabs Help

SKIN ASSESSMENT

—Skin Alteration #1

Skin alterations selected

— SkinAlteration

= Type
* [Lozation
Nond

5 Size

—Skin &lteration #

Desaription of skinaleration

MNone -~

[~ Healed

None -
*LLoeation
Mone -

* Size

™ Healed

“ Tiype
MNone

* [Lozation

= Size

—Skin &lteration #5

Dieseription of skinalteraton

Mane: -
[~ Healed

—Skin &lteration #4

“Type Description of skin alteration

None -

*LLosation
Mone -
* Size

™ Healed

—Skin Alteration HE-

“ Tiype

= [Losation

*Bize

Desaription of skinaleration

Mane: -

None =
I~ Healed

“Type Description of skin alteration

Mone -

* Losation
Mone -
*5ize

= Healed

Gen Int | Educ | Pain | IV

= Designates a required fisld

“Type Description of skin alteration

Wigw Test

Skin Page 1 | _SkinPrUit | _SkinPrul2 Skindli2 | SkinPage3 | _ Skdr £F

| Resp [ ov [ Neus |Gl GU | M/ Skin | P/S | Rest |MH | Fure | DP

\Performlng assessment

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

2. Populate Skin Alt 1.

a. Enter Type, Location, and Size for up to six (#1-#6) skin alterations.

Skin Alterations #1-#6

The fields with asterisks are required fields.
b. Enter a Description for skin alteration, if appropriate.
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Skin Alteration Drop-downs

Description of gkin alteration

[~ Healed

Penetrating 'Wound

Skin Assessment — Skin Alteration/Type

* Type Description of skin alteration

IAbrasion ;I

* Location

Abdomen - Righ

Abdomen - Left
Ankle - Right
Arkle - Left
Armn - Right, upper

I~ Healed

A - Right, lower o ) -
A - Left, upper Description of skin alteration

[ &am - Left, lower hal B

Skin Assessment — Skin Alteration/Location

* Type Description of skin alteration

IAbrasion ;I

* Location

[Abdomen - Right =~
*Size

|1 cm

[~ Healed

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

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

File Tabs Help

SKIN ASSESSMENT

[ Skin Alkeration #

“Typs Descripfion of skin slteration

[None] -

* Logation

MNone -
*5ize

I~ Healed

—Skir &lieration H3

“Tipe Descripfion of skin slteration
Hone =

* Logation

Hane =

*5ize

I~ Healed

—Skirnlteration H11

“Tipe Deseription of skinateration
Hane =

* Location

Hone =

“Siee

™| Healed

—Skin Alteration #

* Tups Deseription of skin alterstion
More -

“Location

MNone -

* Bizs

I= | Hesled

—Skin Alteration #10

* Tups Deseription of skin alterstion
MNone -

“Location

Mone -

* Bize

I= | Hesled

—5kiry Alteration #1

* Thps Desoription of skin alteration
MNone -

“Location

Mone -

*Siz

™ Healed

Skinl | SkinPrlii | SkinPiiz || skinak1 | [ SkinAt2 | SkinPags3 |  SkinCP
Genlnf| Educ | Pain | It Resp | C¥ | Mewo| Gl | GU | M/ skin [P/S | Rest |MH [ Func | DP [ PCE [ iew Text
* Designates a required field
|Performing assessment v

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

Skin Alterations #7-#12

4. Populate Skin Alt 2.

a. Enter Type, Location, and Size for six (#7-#12) additional skin alterations.

The fields with asterisks are required fields.
b. Enter a Description of skin alteration, if appropriate.

5. Click Skin Page 3.
Skin Page 3 displays.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P! _ ol x|
File Tabs Help
SKIN ASSESSMENT | BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK
* Skin assessment indicate:
 Yes ' Ho
SENSORY PERCEPTION: Ability to respond meaningfully a ’;_SE”SW Score) NUTRITION: Usual food intake pattern, a | [ Nutrition Scorey
ta pressure-related discomfort - C1
H 1. VERY POOR: Never eats a complete meal. GF
1. COMPLETELY LIMITED: Urresponsive [doss not oK Flarely eats more than 1/3 of any food offered GE
maan, finch, o graspl to painful stimul;; due ta diminished 4 Eats 2 servings o less of protein (meat or daiy D4
level of cansciousness or sedation, O limited ability ta LI praduct] per dap. Takes fluids poarly. Does nat j
MOISTURE: Degree to which skin is exposed ta mnlstureil ’;_Mwslwe Score FRICTION AND SHEAR: 3 ’;friclmn Seore |
i 1
1. CONSTANTLY MOIST. Skinis kept maist almost cor: Y 1. PROBLEM: Fieguires moderate to masimum o]
by perspiration, urine, ste. Dampress is detected everp tir oy assistance in moving. Complete liting without
patient is moved or tomed, s sliding against sheets is impossible, Frequently ra
LI slides down in bed of chair, requiing frequent j
e Consul guide
ACTIVITY: Degres of physical activity il B (f\cuwly Seore | Total SCore: NFA [\ ufient s  Bradsn scors of 12 o below;
i v
) Prior score: Mot assessed  |Stage |l o greater pressure ulcer is present;
1. BEDFAST: Patient is confined to bed. ((: g T N e e e
for deficits: ! I cord
2. CHAIRFAST: Patierts akilty to walk is severely fnted Il o sl W] Cae Firim o™
Patient can't bear his own weight, or must be assisted \nluLI Risk Category B
ot at risk [15-23] If patient has » Braden scare of 16 or below,
. ¢ risk (1518 d/or a Stage Il or ol lcer exists,
MOBILITY: Abilty to changs and contol body postion il [ty Sy A RPN Wl et e
Highisk, (1012 der a Mutition slert
1. COMPLETELY IMMOBILE: Dioes not make even D2 A 8 ) o) [ en e
slight changes in body or extremity position without 3 |f patient's scorss in the mobility, activity or
assislance. 4 sensony scales and/or patient has a motor
=] defii [e.0. amputee of spinal cord iyl &
efenal to physical therapy should be discussed
with the interdisciplinary team
Copyight. Barbara Braden and Nancy Bergstiom, 1958
Rlmles b emsEn Hiditin Corsult fourd Care Consul
SkinPrul1 | [ SkinPriz | skinak1 | Skinak2 [ SkinPage3 Skin CP
Gen Inf| Edus | Pain | v Resp | C¥ | Mewo |Gl | GU M/ skin [P/S JRest [MH [ Func JOP | PCE | Wiew Test|
* Designates a required field Goto radiogroup: [Skin assessment indicated - Go |
|Perfnrmmg assessment 4

RN Reassessment, Skin Assessment (Skin) tab, Skin Page 3 window
Braden Score for Predicting Pressure Sore Risk

Note: Braden Scale for Predicting Pressure Sore Risk is optional in the reassessment.

6. Populate Skin Page 3.
a. Select Yes to Skin assessment indicated, to complete the Braden Scale for Predicting Pressure
Sore Risk.
Complete all the fields with asterisks; they are required fields.
b. Select No to Skin assessment indicated, to bypass the Braden Scale for Predicting Pressure
Sore Risk.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) W P

File Tabs Help
SKIN ASSESSMENT

* Gkin assessment indicate:
" No

SENSORY PERCEPTION; Abilly 'o respond meaningfuly a
to pressurs-related discomfort

1, COMPLETELY LIMITED: Unresponsive [does not
moan, finch, or rasp) ta painful stimuli: dus ta diminished
lovel of cansciousness or sedation, (IR fimited abilty ta |

MOISTURE: Degres to which skin s sxposed ta moisture il

1. CONSTANTLY MOIST: Skin is kept moist slmost cons
by perspiration, urine, stc. Dampress is detectsd every tir
patient is moved or tumed,

=l
ACTIVITY: Degree of physical activiy ﬂ
1. BEDFAST: Patiert is confined ta bed.

2. CHAIRFAST: Patisnt's abilty to walk is seversly imited
Patient car't bear ks own weight, or must be assisted into LI

1, COMPLETELY IMMOBILE: Dogs nt make even
siight changes in body o extiemity position without
assistance.

MOBILITY: Abilty to change and conlral body position il
=l

Copyright. Batbara Braden and Nanoy Bergstiom, 13988
Feprinted with permission

[ Sensory Score|
(ol

o lale’
P

* Moisture Score

e lalsle]
PRRYY)

ctivity Score

-y
i
o
e
o

Py

= Mobility Seore |

e lalele]
o

BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK,

NUTRITION: Usual food intake pattem i‘ *;_[ﬂlﬂtiﬂn Score)

1. VERY POOR: Never eats a complele meal, 2

Rlarely eats more than 1/3 of anp food offered 3

Eals 2 servings o less of protein (meat of dairy ol

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

FRICTION AND SHEAR i’ -:fnctmﬂ Seore|
1

1. PROBLEM: Requires moderate o maximum o

assistance in moving. Camplete ifting without

sliding against sheets is impossible. Frequently C3

slides down in bed or chair, requiring frequent LI

Consul guide

Total Score: 0

Prior scors: Not asssssed  [Stage I of arsater pressurs ulcer is present;
Dale = history of pressure uloers; sensory or

motor deficits; e paralpsis or spinal cord injuiy
evists, consider ‘Wound Care Clinician alert
Risk Calegay

Wt at risk [1923]
At risk (1518)
Hodercte risk (1314]
High risk (10-12)
Severs risk (9 or below]

If patient has a Eraden score of 16 or below,
and/on a Stage || or abave pressure ulcer erists,
and/on & Braden Nutition score of 1 01 2,
consider 2 Mutition alert

IF patient's scores in the mabilty, activity or
sensom scales and/or patient has 3 mator
deficil [e.g. ampulee or spinal cord injuy),
referral to physical therapy should be discussed
with the irterdisciplinary team

Iufiition Carsult o Care Consult

If patient has a Braden score of 12 or below; &

SkinPaged | SkinF U1 | [ SkinFr iz | skinll |

Skin &t 2| [ Skin Page 3

= 1olx]

Skin CP

[ Resp | ov | Newa | Gl

GenInf | Educ | Pain | IV

JGu M5 sk [P/5 JRest [MH Funs [DP [ PCE | wiew Tent

* Designates a required field

Go to radiogroup: [Skin sssessment indicated - Ga |

\Performmg assessment

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

Braden Score for Predicting Pressure Sore Risk
Skin assessment indicated selected

Optional: Order a Nutrition Consult and/or Wound Care Consult from Skin Page 3, if necessary.
Refer to the instructions in Working in the Consults on page 24.
7. Click Skin CP.

Skin CP displays.
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(7 RN Reassessment - ZMSHTSWLSDHYS,JLUXA (3122) Ward: PHX-AD — ol x|

File Tabs Help

SKIN - PROBLEMS/ANTERYENTIONS/OESIRED OUTCOMES Click & row to update its problem evaluation and interention status.

FROBLEMS - RISK FOR SKIN BREAKDOWN Braden scores (Prior seore: )
DESIRED OUTCOME - FREVENTION/TREATMENT OF FROBLEMS RELATED TO SKIN INTEGRITY ggszgﬁzgtswre done this shift
* Pallent/caregiver *Educalion provided o * Ditier educallon provided ta

educalion provided |

" Ves

 No
TAB  |PROBLEM DATE IDEMTIFIED| DESIRED EIUTIZDMEIFHEIE EVAL |PROB EWAL DATE[INTERVENTION INT STARTED |\NT STATUSl\NT STATUS
HONE

L | 0]

Problem/ntervention dstsi
I™ Do nat display resolved problems Add New Problem VView history for this problem

Asdd Hew [ ntenvertion to s problem |

Problst evalistion—————  Intervantion sttus—————

" No change/Stable " Completed
' Deferiorating £ Continus

 Improving "

 Resved ©) Discanie _coea |
 Urnssolved st dischargs " Pending

Skin Paged | _Skin Pl | | SkinPriiz | | skinélid Skin#li2 | _SkinPage3

Genlrf| Educ | Pain |1V [ Resp [ [ hMewo &l JGU WM& cwin [F5 [ Rest [MH [ Func [DP [ PCE | viewTent

* Designates a required field (o to radiogroup: |education provided - Go I

Performing assessment 4

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

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

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



Psychosocial (P/S)

Document the psychosocial reassessment of a patient in the Psychosocial tab. This includes
documentation for patients in restraints.

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

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

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

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

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P _ o] x|
File Tabs Help

PEYCHOSOCIAL ASSESSMENT

= Fatient/familp/support person /by cauld ro ore respond it easen o ore could espond—* Infrmation btained from = Ditier souree of infemation
able to respand to question: Patort
] Authorized surogate
& e  Ho ] Familp/Support Person
- [ Medical Record
] Other
Bttt tery *Oiher itide * Other behesion
* Patient has a history of Sy Y p— Y S —
LI Hone reported £ Cooperative £ Controlled
[ Aleohalism
[ History of/ or treatment for mental health problems € Uncooperative £ Uncontrolled
[ Histor of depression
L1 Other O Other O Dther
Prior respane: Priot respanse.
[ Suspected Abuse/Neglect Sereen
Diges patient report any of the following?
Based upon hursing is anw of the following suspected?
—Vetbal sbuss—— [ Physical abuss—— [ Financial abus .
 Yes  Yeos  Yes Verbal bus Physical abus Negleo
= 5 b 0 Cves O Mo Cves C Mo | | C e O No
" Deslines to answer| | (" Declines to answer| |  Daclines ta answer T — T — T —
Prior responge: Prior response; Prior response; * Explain susgicions
— Rape or sewual abuse| [~ Neglest—————
" Ves " Yes
" Nao " Na
" Declines to answer| | " Declines to answer
Biased on nursing assessment, are others
Piior response: Prior response in the housshald possible victimsof = Eplainabeut ofters i heusshold
sbuss or neglect by the patient
((: ‘Yes
No
SocialWork Consul  Uknown
Piior response:
P/SPags1 | P/SPags2 | P/SPaged |  Ciws | PiSPags4 |  PiSCP
Genlnf| Edue [ Pain | JResp | % [ Mewo |Gl [GU M/ [skin  pis [Fest [ MH [ Func [DF [ FCE [ wiewTent
= Designates a required fisld Gio ta radiogroup: [Atttude - Go |

|Performing assessment

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

2. Populate P/S Page 1.
a. There are no required fields on P/S Page 1.
b. If the patient answers Yes to any of the abuse questions, a Social Work Consult is required.
Refer to the instructions in Working in the Consults on page 24.
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—Suspscted Abuse/Neglect Screen

Does patignt repoit any of the following?

oA e " Physical sbus e i Based upon nursing assessment, is any of the following suspected?
* Yes % Yes " Yes

Mo  Ho @ fig

€ Declinestoanswer| | ¢ Declinesto answer| | ¢ Declines to answer

Yerbial sbus Physical abus Neaglact
CYes  No |Vl"' YES(‘NED—| ’7(" Yes  No

Priot response; Priot response; Priot responss:

Pior response: Frio response: Pior response: * Explain suspicions
*Rape or sexual abuse; [ Meglect—————
e & Vs
* Mo  No
" Declines to answer " Declines to answer
Based on nursing assessment, are others
Ptior respanse: Pior respanse. in the household possible victims of * Explain about ottiers in household
abuse or neglect by the patient
€ Yes

Mo
Social Work Consult " Urknawn

Pricr responss:

RN Reassessment, Psychosocial Assessment (P/S) tab, P/S Page 1 window, Required
Social Work Consult

Note: For emphasis, the notify provider, send consult, and follow your state’s reporting
regulations are highlighted in red.

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

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

PEYCHOSOCIAL ASSESSMENT

——Suicide Risk Scresr
Ask Patient
=Have you recenty had thoughts about Do pou Feve = pler for * Descrlbe plan = Deseiibe mears
haming yowself———————— howto da this A1z there means avaable
£ ‘es
€ No
£ Declines to answer Prior plan Pior means
- -
Pior response: Piior response: Piior response:
-
* Have you rekearsed of practiced * Hawe you heard voices teling = 7 3
how ta kill pourself ta hurt or kil yourself 4 4
Pior responise: Priot response: Dmmerts telativs o suicids
. * Hov have you tiied b hurt * Are you feeling hopeless about the
*Have you tried to hurt or kill or kill pourself in the past present or future e.g. feeling that there:
yourssl in the past is ho way oul
£ Yes  Yes
 No " No
" Declines to answer " Declines o answer
Pior response: Piot response
P/5Pagel |[P/SPage2 | P/SPage3 | 0w | P/SPaged | P/SCP
Gen It | Educ | Pain_ | Iv Resp | Cv | Newo | GI GU_ [ M5 Jskin prs [Rest [MH [ Func JDP [ PCE | viewTen
= Designates a required field G to radiogioup: [haming yourselt - Go |
\Performlng assessment

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

4. Populate P/S Page 2.
a. The questions on P/S Page 2 are optional.

b. If a patient answers Yes to Have you recently had thoughts about harming yourself, you must
Notify provider and Keep patient under close observation, according to medical center policy.
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(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH

_ ol x|
File Tabs Help

PEYCHOSOCIAL ASSESSMENT
—Suicide Risk Screen

Ask Patient

* Hawe pou recently had thoughts about—* D you have a plan for

* Dieseibe plan * Deseibe means

[~harming poursek [ how to do thi Arethrere means availzble
& s O ves
Mo * No
" Declines to answer " Declines o answer Pior plan Prior means
Priot response: Prior response: Piot responise:
*Have you rehearsed or practiced *Have you heard voices telling
(how to killjourselt—————————— pouto hurt or kill yourselF———
C Yes  Yes
& No * Ha
" Declines to answer ' Declines to answer
Piot rssprnss [ET— Comments relative to suicide
. *How have pou tried to hurt * Are you feeling hopeless about the
" Have pou tried to hurt or kil or kil yourselt in the past present or futue e.g. feeling that there
ryowselinthepsst——— [0 is o way oLl
& Yes & Yes
Mo Mo
" Declines to answer € Declines to answer

Prior 1espance;

Pricr respare:

P/5Pags1 |[F/5Page? | PiSPaged | Ciw | P/SPaged |  P/SCP

Genlrf| Edus | Pain | W [Resp | Cv | Meun] Gl GU M5 [skin  pss [Rest [MH JFunc [OP [ PCE | viewText|
= Designales a required figkd Goto radiogroup: [haming yourssl - G0 |

|Perfurmmg assessment

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

5. Click P/S Page 3.

P/S Page 3 displays.

RN Reassessmel ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH B [=] 4|

File Tabs Help

PSYCHOSOCIAL ASSESSMENT

Elopement Sereen - If any YES answer, then patient is a potential wandering/elopement sk
)  *Patient lacks the cogritive abilty to maks relevant
= Fatient is on legal observation et

= Patient has a cout- * Falient has been * Palfent is considered a danger decisions (.0, histors of demenia, Alsheimer's

appointed legal quardiai legally committs to him/herself or ather status for Gravely Disable o traumatic brsin iy
Ci¥es O No (r‘ Yes O No |7F e ((‘ Ye: O No FYes ' No

Fiior response: Piior response: Fiior respanse, Fiior response: Eeee—

* Gpecify guardian Prior guardian response * Patignt has history of [ate/fram where it knawn Prior escape/elopement 1ssponse
escape or slopement
i Yes " Unknown
T o

Prior 1ssponse
__ Chemical Dependency Issues
= loohal uss = Dale of last alcahol use * Daes palient use recreational diugs

£ Lifetime ror-aleohol user

= et of [ast dhug us=
£ Palient declines ta answer any questions about slcchel use

{mariuana, cocaine, heroin etc]

£ Yes
" Palient has not used alcohol in the past 12 months =it o 2stAleohal s N = Amount of last divg Use
¢ Patient s cunently using aloahol or has within the past 12 manths o
Priot resporse " Patient declines to answer
* Type of recreations diugs used = Does patient have Prior response;
a medical mariuana car IF Yes to use of recreational dugs, noify provider
 Yes N I~ Possibity of aloohol withdrawal

Prior response:
Make Alcohol Treatment referral if patient is interested

—Contraband
* Cortraband brought * Desorite contraband *Laation of unremeyed contrabatd
[in to/by) the patient Follow facity policy for contiaband removal
" Yes
" Mo

Frior response;

P/5Pagel | P/SPage2 || P/5Page3 Ciwt | F/SFaged F/S CP

Genlnt| Educ | Pain |1V [ Resp [ ov | Mewo] Gl GU M5 [skin pis [Rest [MH [ Furc [DP [ PCE | wisw Tent
= Designates a required field Go to adiogioup: |appointed legal guardian - Go |

[Saving data

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

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

required.
Refer to the instructions in Working in the Consults on page 24.

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

File Tabs Help

PSYCHOSOCIAL ASSESSMENT

Elopement Screen - If any YES answer, then patient i a potential wandering/elopement risk:
* Patient lacks the cognitive ability to make relewant

* Patient has @ court- * Patient has been *Patert s congidered @ danger  * Patient is on legal observaion oo (.5 Histony of dementio, Sohimens
appointed legal guardia Tegally commite ta himehersel or cther status for Gravely Disable ot Gaumalic brain inuy
’76‘ Yes (Mo (r‘ Yes & Ho ’75 e o Ui |7(" Yes & Mo Cves & No
Sacisl Work Consul
Frior response: Fiict response Frior response: Fiiot tesponse e
= Specify quardian Fiicr guardian response = Patient has history of Dtefhiom where it ki Rl Coey T e oot

eseape of elopement
i Yes " Unknawn
& Mo

Prior response:

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

c. P/S Page 3 contains the Alcohol use section.

Chemical Dependency lssues

Aleohal use
" Lifetime non-alcohal user

' Patient declines to answer any questions about alcohol use:
€ Patient has not used alcahal in the past 12 months * Amount of last aleahal use * ot of last drug use
* Patient is curently using alcohol or has within the past 12 months

*Date of last alcohol use Does patient use recreational diugs

* [Date of 53t drug use

Prior response: Patient declines to answer any questions about alcohol use
“ Tiype of iecieational dugs used Does patient have Frior response: No
a medical marijuana can I *f'es to use of recreational diugs, notify provider

......... - Ho

[ Possibilty of alcohol withdiawal

Priot response: Na

Make Alcohal Treatment referral if patient is interested.
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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(: RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P! - |al x|

File Tabs Help

ChiéA Ask p nt or observe
*MALUSEA AND VOMITING

~"Feel sick to your stomach? Have you vomited? - TREMOR: Aums estended and fingers spread apart——| [~ PARDXYSMAL SWEATS
0~ No nausea and no vomiting £ 0~ No tiemars € 0-No sweat visible
rf: 12-Mﬂd hausea with no wamiting ; ;'Nut wisible, but can be felt fingertip to fingestip ; 12-Eare\y wisible sweating, palms moist
c 3 C3
4 Intemittent nausea wih diy heaves € 4-Moderate, with patient’s ams extsnded € 4-Beads of sweat obvious on forghead
£ 5 ol
= & Constont suces, rscusnt i hesves snd voriting CE o0
(o - £ 7 - Severe, even with ams not extended 7 - Dienching sweats
tBHAETY: "o o feel mstwous? = AGITATION * TALTILE DISTUREANCES: "Have you any itching, pinsineedes
Ryl grm— ® Dl any buming. any numbness or feel bugs crawling on or under skin
€1 Hidy s i S P C O Home !
o ~ Y 1 -Very mild itching, pins _needles, buining, numbness
3 - g rr: 2 - Mild itching, pire _needles, buming, numbriess
A 3- Moderate iiching, pins _needles, buning, numbness
€1 Moderately anviaus o guarded sa ansely i inferred 4 Moderatly idgely and restisss 0 G-
rf: g g 5 rr: 5. Severs halucinations
6 & - Extremely severe hallucinations
7 - Equivalent to acute panic states as in severe defiium/acute schizopht{ | 7 - Paces back and forth during most of the interview of | 7 - Cantinuous hallucinations
* AUDITORY DISTURBANCES: "Are you awars of sounds sround you? Are they harsh or da they frighten =415 LIAL DISTURBANCES: "Does the light appear too bright? | its' color different? Does it
ryou? Da you hear things that are disturbing to you or that you know are not there? ——— ~hutt your eyes? Do you see things that are disturbing to you or that you know are not there?”
D Not present £ D Not present
1 -Ven mild harshness or ability to frighten 1 - Very mid sensitivity
2 Mild harshness or abiliy to frighten 2 Mid sensitiviy
3 - Moderate harshness or ability o fighten £ 3- Moderale sensitivity
4 - Moderately severe hallucinations £ 4 - Moderalely severe hallucinations
€ 5 Severe hallucinatians £ 5 Severe hallucinations
- Extiemely severe halucinations £ B - Very severe hallucinations
7 - Continuous hallucinations 7 - Extiemely severs hallucinations

*HEADACHE: "Dios yout head feel diferent? Does i feel ke there's 2 hand around your head?” < §R1ETATION AND CLOUDING 0 SENSORIUM “Whlcos
2 o, SEWSORILM. "uhat daw

[ Do not rate for dizziness or ightheadiness. Otherwise, rate severity. (i this? ‘Where are pou? Who ar CIWA Score: 0
0 Not present € 0 Diiented and can do serial addiions
 1-Vewmid WA scarei
o 2 Mid £ 1 - Cannot do serial additions and is uncerain about the date scare interpretations
F g : mggg:‘v T ¢~ 2 - Disorientad by date by no mare than 2 calendar days 8 or Lesss= Mirimal to mild withirawa
5 Severe 3 Disoriented by date by more than 2 calendar days %15= Moderate withdranal
&V savers " 4- Disoriented for place and/or person 16 or gieater= Severe wihcranal
7 -Extiemely severe

P/SPagsl | P/SPage2 | P/SPaged |[ Ciwa P/SPagsd | P/SCP
Genlnf| Educ | Pain | IV Fesp | C¥ | Mewo| GI | GU | M/ | Skin  ciwis [Rest [MH [ Func JOF T PCE [ view Text
* Designates a required field o lo radiogroup: |'Feel sick to your stomach? Hav| = Go |

|Perfurmmg assessment A

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

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

RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) W: P _ o] x|
File Tabs Help

PSYCHOSO0CIAL ASSESSMENT

General observations/comments

P/5Pagel | P/SPoge? | P/SPage3 | chwis  |[F/SPaged /S CP

Gennt | Educ | Pain | ¥ [ Resp | Cv | Mewo] Gl GU_ [ M5 Jskin pss [Rest [MH [ Func [P [PCE | view Tent

* Designates a required field
\Performmg assessment A

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

Use the General observations/comments text box for additional information.
10. Click P/S CP.

P/S CP displays.

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

PEYCHOSO0CIAL ASSESSMENT - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES Click & row to update its problem evaluation and intersention status.
TAB [PROBLEM DATE IDENTIFIED | DESIRED DUTEDMEIPHDB EvAL |PROE EMAL DATE|INTERVENTION INT STARTED |INT STATUSl\NT STAT

MNOME

] 0]

Frablem/Intenvention detai
I Do not display resolved problems Add New Problem View history for this problem

Ldd Wew Intervention ba this problem |

Problem evaluation Intervention statu:

Ko change/statle y—
© Deteriorating ~ Continue

€ Imprawing 0

B bt iscontinus Cancel
 Unvresolved at discharge ¢ Pending

F/SPagel | P/5Page2 | P/ FPaged i | _PSPaged |[ F/SCF
Genlnf| Educ | Pain [ [ Resp [ | Newa| Gl GU M5 [skin ps [Rest [MH [ Func [DP [ PCE | iewTent
* Desianates a required field Gia ta radiogroup: [Intervention status A & |

Performing assessment 4

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

(P/S) tab, P/S CP window

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

{ RN Reassessment - VHLSJE,JELUAHT ALRUHYJH (5326) Ward: 4
Eile Tabs Help

RESTRAINTE

. P
BEYUL AL Iritiated datetinme:
I~ Restraints Initiated ‘maintained o Fain
estraints Inliated/maintaine
€ Unknown

"‘ Reason for restraint

¢ Fatient is pulling atlnes/fubes used|in thei tieatmernt on s unable to fallow nstiuctions endangerng thei medical /surgical recaveq. Fatient is nof viglent o self destuctive

0 Patierts behavionis saaiessive o vivlert presenting an immediate serious dangenta Hisfher safety o st of othiers.

Behavioral expectations for

= Justification for restiaits * Mther ustification * Justification for restiaints * Wit justification termination of restraints = Miftier behayioral erpestation

*Restraint Type * Other Restiamt Interventions tried to avoid restraint use * Oiher intervention

Discontinued date/fime

Fiestr Page 1 Rest CP_ |

Genlrf | Educ | Pain | Resp | C¥ | Newo | Gl GU M5 [Skin [Skin | P/ Rest [MH [ Func JDP JPCE | ViewTes

= Designates & required fisld

|Performing assessment v
RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
1. Click Rest.
Restr Page 1 displays.
2. Select the Restraints Initiated/maintained check box.
The reasons for restraint become available.
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i RN Reassessment - VHLSJE,JE

File Tabs Help

RESTRAINTS
m (P
Datetme iniiate Iritiated datefie
7 Known
[V {Restaints Initiated/maintained
- : € Unknown

* Rieason for restraint

" Patient is pulling at lines/tubes used in their reatment or is unable t follow instiuctions endangering their medical /surgical recovery, Patient is not violent or self-destiuctive

" Patient's behavior is aggressive or violent presenting an immediate serious danger to his/her safety or that of others.

*Justification for restraints = [then justification *Justification for restraiits = [ther justitication

* Restraint Type

L] &nkls, Right, Locked
[J &nkle. Right. Unlocked
[ Ankle, Left, Locked
[ Ankle; Left, Unlocked
[ Blanket/Net

[ Hand Mitt, Right

[ Hand hitt, Left

[ Vest, Locked

[ Vest, Unlocked

] Waist, Locked

[ Wwhaist, Unlocked

[ whist, Right, Locked
[ Whist. Right, Unlocked
[ Whist, Left, Locked

[ wiist, Left, Unlocked

* Oifier Restraint

nterventions tied to avoid restraint use ~ Oifier interention
[ Bed dlam

amauflage lines/ubes

iversional activities

Sl at bedside

ourly rounding

aptap trap

ow bed with mats

ove closer o nurse's station

sin elief medicine

atient family education

ealiy orientation

eposiioning of ines/tubes

ide: rails, 3 o less

itters

Wedge cushion

Other

Soit
[ Leather/plastic/ubber
[ Other

Behavioral expectations for

termination of restraints * [Ither behayioral expectation

1 Follows simple directions

] Does not pull at lines/tubes

] Contracts for safety

] Denies homicidal ideation

1 Denies seff ham

] Denies suicidal ideation

1 Displays no agaression to sell/fotiers
Other

I~ Discontinued - desiied outcome achisved

Disontinued date/fime:

FestiPage 1| FRestiCP |

Gen Inf | Educ_| Pain_| IV Fesp | CV Meuio | G GU M/S | Skin | Skin | P/S  Rest [MH | Func | DP PCE | Wiew Text

= Designates & required fisld

|Performing assessment

RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
with restraints initiated/maintained selected
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a.  When you select, Patient is pulling at lines/tubes ..., the following window displays.

& RN Reassessment - VHLSJE,JE

File Tabs Help

RESTRAINTS

* Datestime intiated
ki

7 Reshaints Iniisted/maintained newn
 Unkrown

Iitiated datetme:

* Reason for restraint

& Patient is puling at ines/tubes used in theit tisatment o i Lnable to follow Mstiuclions endangering their medical /sUrdical recovery. Patient i not vidlent of sel-destiuctiva

" Patient's behavior is aggressive or violent presenting an immediate serious danger to his/her safety of that of athers.

L Puling at tubes

Promete medical healing
[ Unable to fellow commands
[ Other

* Reshairt Type

[ Ankle, Right, Uniocked
[ Ankle; Left, Locked
[ Ankle. Left, Unlocked
[ Blanket/Net

[[] Hand Mitt, Right

[ Hand Mitt, Left

[ Vest, Lacked

[ Vest, Unlocked

[ Waist, Lacked

[ waist, Uniocked

[ wiist, Right, Locked
[ Wiist, Right, Unlocked
[ wiist, Left, Locked

] wrist, Left, Unlocked

Soft
[ Leather/plastic/nbber
[ Other

* Justification for restraints

L] &nkle, Right, Locked

* Other [ustifcation

*Mther Restraitit

Behavioral expectations for
termination of restraints

1 Fallows simple directions
1 Doss not pul at lines/tubes

] Contracts for safety

1 Deries homicidal ideation

1 Deries saff haim

(] Denies suicidal ideation

1 Displaps no aggression to sef/others

] Other

*Justifization for restraints *[ither justification

Interventions tried to avoid restraint use * (ther intervertion
[ Bed alam

[ Camoufiage lines/tubes

[ Diversional activities

[ Family at bedside

[ Hourly rounding

[ Laptop tray

[ Low bed with mats

[ Mowe closer to nurse's station
[ Pain relief medicine

[ Patient/famiy education

[ Reality oriertation

[ Repostioning of inss/tubes
[ Side rails. 3 or less

[ Sitters

[ whedge cushion

L Other

™ Discontinued - desired outcome achisved

Discartinued date/fime

Fiestr Page 1 Fiesti CP.

* Other behavicral expestation

Gen Inf | Educ | Pain | IV Resp | ¥ Neuro | GI GU M/S | Skin | Skin | P45 Rest | MH Func | DP PCE | Wiew Text

= Designates arequired fisld

|Saving data

RN Reassessment, Restraints (Rest) tab, Restr Page 1 window
Patient is pulling at lines/tubes used in their treatment or is unable to follow instructions
endangering their medical/surgical recovery. Patient is not violent or self-destructive
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b. When you select, Patient’s behavior is aggressive or violent ..., the following window displays.

i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4 _ ol x|
File Tabs Help

RESTRAINTS

2 —
Daletime iiale Irifiated date/time
" Known

¥ Restraints Initiated/maintained
 Unknown

= Fieason for restraint
& Patient is puling at ines/tubes used in theit tisatment o i Lnable to follow Mstiuclions endangering their medical /sUrdical recovery. Patient i not vidlent of sel-destiuctiva

" Patient's behavior is aggressive or violent presenting an immediate serious danger to his/her safety of that of athers.

Behavioral expactations for
* Justification for restraints *[ther justfication *Justifization for restraints *[ither justification termination of restraints *[ither behavioral expectation|

[ Puling at tubes

] Follows simple directions

Pramote medical healing ] Does ot pull at ines/tubes
[ Unable to follow eommarnds ] Contracts for satety
[ Other 1 Denies homicidal ideation

1 Deries saff haim
(] Denies suicidal ideation
1 Displaps no aggression to sef/others

] Other

* Restraint Type “lither Hestrait Interventions tried to avaid restiaint use * Oher mtervention
[ Ankle. Right. Locked [ Bed alam
[ Ankle, Right, Uniocked [ Camoufiage lines/tubes
[ Ankle; Left, Locked [ Diversional activities
[ Ankle. Left, Unlocked [ Family at bedside
[ Blarket/Net [ Hourly rounding
[[] Hand Mitt, Right [ Laptop tray
[ Hand Mitt, Left [ Low bed with mats
[ Vest, Lacked [ Mowe closer to nurse's station
[ Vest, Unlocked [ Pain relief medicine
[ Waist, Lacked [ Patient/famiy education
[ waist, Unlocked [ Reality oriertation [~ Discontinued - desited outcame achieved
[ wiist, Right, Locked [ Repostioning of inss/tubes
[ Wiist, Right, Unlocked [ Side rails. 3 or less Disoortinued date/time
[ wiist, Left, Locked [ Sitters
[ wiist, Left, Urlocked [ whedge cushion

L Other

Soft
[ Leather/plastic/nbber
[ Other

Festr Page 1 Resti CP
Gen Inf | Educ | Pain | IV Resp | CV MNeuro | GI G M5 Skin | Skin | P/S Rest | MH Func | DP PCE | View Text
{Bioere o SreE el ]
|saving data A

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

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. Click Restr CP.
Restr CP displays.

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

File Tabs Help
Click & roveto updlate its probl Justion and intervertian stats.

RESTRAINTS - PROBLEMS/INTERVENTIONS/DESIRED OUTCOMES SR UPELES S [elE 0 @R G SRS =S
DATE IDENTIFIED|DESIFED DUTCOME[FROE VAL [FROB EVAL DATE [INTERVENTION

T4E  |PROBLEM INT STARTED |INT 5TATUS|INT STATUS

MOME

@

L

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

Fiablem/Intenvention detail

Ald Wew Intervention to this protlen |

Froblem evaluation Intervention status—————|

" No change/Stable " Completed

" Deteriorating £ Continue

€ Improving  Di

—— iscontinue Cancal
" Pending

 Unresolved at disshargs

Restr Page1 | [ Rest CP

[Gu M [skin [PS Rest [MH JFunc [P [ PCE | View Teut
* Designates a required fisld Go ta radiogroup: [Protlem evaluation - Go |

Genlrf| Educ | Pain | ¥ | Resp [ v [ Wewo] Gl

4

Performing assessment

RN Reassessment, Restraints — Problems/Interventions/Desired Outcomes (Rest) tab,
Restr CP window

5. Update Restr CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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Mental Health (MH)

The Mental Health tab is completed for patients admitted to acute psychiatry, or when any patient reports

a new mental health problem.

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

File Tabs Help

MENTAL HEALTH ASSESSMEMNT

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

= 1olx]

able to respond to question:

@ Yeg © No

* Patient has a history of
[_] Nore reported
[ Bipolar
ECT
[] Homicidal intention
Major depression

(] Restraint

[ Schizophreria ﬂ

* sk patient "Have you sver been so angry
~that you felt ready to explods of loss control?———————
" ‘es

" No

© Patient declines to answer

* Patient family/support person — why could no one (espond

Piior response:

= How does patient act when
he/she loses control

[ Thieatering others

* [ther actions

* Oifierieason o one could iespond

Patient
[ Authorized suinogate

* Information obtained from

] Family/Support Peisan

| Medical Recard
1 Qther

= [t fistory

el d
[ Excessive noise

Ak patient: "What things or situations make you upset?"
5

(] &n argument or altercation wih family, partner, o fiis

] Significant losses [death or bieakup]
[ Becoming homeless

] Not being listered to

] Hurt feelings

] Physical Abuse

[ Sesual Abuse

[ Pain

] Loss of control dus to alcohol or diugs
[ when | don't aet what | want

] when | feel | have no power

] when my attempts at problem solving dont work

= sk patient “when you get upset, *'what doss patient do to calm him/herself

||

* Other source of nformation

* Dither upsetting ftem

* Gtter calming things:

a2 you ableto caln yoursel?*— [ Listen to music

-
L] Hurting cthers @ ‘es [ Talk with others
[ Thieatering to haim mpsef ] Exercise/wak.
[ Harming myselt £ No ] Pasitioning body to fesl calmer or mors comfortab
[ Hitting ar kicking obiects [ Gio to a quiet place
[ Sereaming or cursing ' Palient declines to answer | || Distraction
[ Aunning away [eloping] ] Use relaxation techniques
1 Diink or take diugs Frior tesponse: [ Smoke
E Pace
] T alking with others Pray
Other [ Meditate |

MH Fage 1 | MHPage2 MHCP |
Genlnf| Educ | Pain | Resp | ©¥ | Mewo |Gl [ GU | Ms [Skin [Crws [P/s JRest Wy [Func JOP [ PCE | ViewTent

Go to radingroup: |able to respond to questions - Go I

* Designates & required fisld

|Performing assessment

RN Reassessment, Mental Health Assessment (MH) tab, MH Page 1 window

1. Click MH.
MH Page 1 displays.
2. Populate MH Page 1.
Complete all the fields with asterisks; they are required fields.
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3. Click MH Page 2.
MH Page 2 displays.

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

4.

a.

5.

File Tabs Help

MENTAL HEALTH ASSESSMENT

o]

* Wther behavior

= iher mood * Affect * e affect Bt
E ysthymic E Congtuent with mood
Euthymic (noimal] Elated
[ Eupharic ] Flat e
] Iritable [ Incongruent with mood Crics easi
(] Indifference E y
] Labie ] Other o
] Rapid mood swings
] Qther ot
Intinidatss cthers
Riestless
Slamming doors
Staft spliting
Suspicious
se ol prtarity
[ Yeling/shouting
- Riestraints/Bishavioral Health Advance Directives [ Other

* Ak patient "If you are placed in restraints.
[~do you want us to notify someone 7
" Yes

" Mo
& Patient declines to answer
" Patient unable to answer

Prior response

* Behavioral Health Advance Directives

*tifho shiould be rotified

General observations/comments

trention sEEkmi/:anlEr of attention

Decreased motivation/ensray/initiative

aggerates minor symptoms into major prablems

o

Behavioral Health Advance Directive capy on chart
[ Behawioral Health Advance Dirsctive copy ot availsble
[ Dieclined Bchavioral Health Advance Directives
[ Fiequested & aiven infamation an Behaviaral Health Advance Diective

MH Pags 1 | [ MH Pags 2 WH CP
Genlnf| Educ | Pain | It Resp | C¥ | Mewo| GI | GU | M/S | Skin | Chwis [ PiS [ Rest  my  [Func | DP [ PCE [ ViewTent
* Designates a required field G0 lo radiogroup; [do you want us ta nolify someone + Go |
VA

|Performing assessment

RN Reassessment, Mental Health Assessment (MH) tab, MH Page 2 window

Populate MH Page 2.

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

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

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

File Tabs Help

Clich 2 row o update fts prfl lumtien and fnfervention stat
MENTAL HEALTH - PROBLEMSANTERYENTIONS/DESIRED OUTCOMES e I RS S a e are e sl =i

T4E |PROBLEM DATE IDENTIFIED| DESIRED DUTEDMEIPHDE EWAL |PROB EVAL DATE [INTERVENTION

INT STARTED |\NT 5TATUS|\NT STATUS DATE

NOME

K

I Donot display resolved piablems Add New Problem View histary for this problem

PrablemyIrnteryention detail

A ey nteryertion bo this problenm |

Fioblem evahuation | Intervention statu
" Mo change/Stabls " Completed
 Deferiorating  Continue

" |mproving o
 Resolved iszontinue Caiedl

€ Unresolved at dischargs  Pending

MHPage1 | MHPage2 |[ MHCP

Genlnf| Educ | Pain | I¥ | Resp | C¥ | Mewa | GI GU | M/S [Skin | PS [ Rest my [Func JOP JPCE | View Tent
= Designales a required field Gio to radiogroup: [Intervention status - Go |

|Saving data

RN Reassessment, Mental Health Assessment (MH) tab, MH CP window

6. Update MH CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12.
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Functional (Func)

Document the functional (bathing, dressing, toileting, transferring, continence, and feeding) reassessment
of a patient in the Functional tab.

Directions for the Katz Index of Independence in Activities of Daily Living are on Func Page 1. The Total
Score for the patient is calculated automatically as you select Independence/Dependence for six activities.

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

o]

File Tabs Help

FUNCTIONAL ASSESSMENT

* Fatient/familp/support person “4/hy could o one respond

[~able to respond to question:
1~ ‘es T No

Instiuctians far completing Katz Index of Independence in Activiies of Dialy Living

Bathing
1 - Bathes sell completely or needs help in bathing only a single part of the body
such as the back, genitsl area, or disabled eutremity
0 Meads help with bathing more than ane part of the body, getting in or aut of
the tub or shawer, Reuires total bathing.

Dressing:
1- Gets clothes from closets and drawers and puts on clothes and outer gamments
complete with fastnsrs. May have help typing shoss
0 - Needs help with dressing self or needs to be completely dressed

Toileting:
1 - Gioes ta toilet, gets on and off, ananges clothes, cleans genital area without
help
01 - Needs help transferring to the toiet, cleaning seff or uses bedpan or commode

Transtening:
1 -Mavesin and out of bed or chair unassisted. Mechanical transfering aides
a1 acceptable
0-Meads help in moving from bed ta chair of requites & complete tansfer

Cortinence:
1 - Exercises complete self control over urination and defecation
0- 15 partially or totally incontinent of bowel or bladder

Feeding
1 Giets food fram plete inta movth withaut help. Preparation of food may be
dane by another persan
01 - Newds partial or total help vith feeding or requires parenteral feeding.

= Gifier (easen o ane would iespard

* Information obtained fiom
i Patient

[ Authorized sunogate
[l Family/Support Persan
[ Medical Record

[ Other

[ Bathing

€ Independence - 1 point

¢ Dependence - 0 points

[ Dressing
" Independence - 1 paint

" Dependence - 0 points

Toletng |
€ Independence -1 pint

£ Dependence - 0 paints

 Tiansfering |
" Independence -1 paint

" Dependence - 0 paints

—* Continences

€ Independence - 1 point

£ Dependencs - 0 paints

* Fesding

" Independence - 1 paint

" Dependence - 0 paints

Total Score: 0
Priar score:
High [Patient independent);

v (Patient very dependent]

* Other souree of information

#ssist patient with

(] Transfering

Did patient have a decrsase in
the level of independance

wilhin the: past 30 daps———|
" Yes
" No
 Unable to determine

Priot response:

FncPee3| _funcce |

Gen Inf| Edus | Pain | v Resp | ©¥ | Mewa |Gl [ GU | M [skin [crws [P/sS JRest [MH  Fune [DP [ PCE [ ViewTest
* Designates a required figld Gio to radiogroup: [Bathing - Go |
|Perfnrmmg assessment 4

RN Reassessment, Functional Assessment (Func) tab, Func Page 1 window

1. Click Func.
Func Page 1 displays.

2. Update Func Page 1, if necessary.
The fields are optional.

Note: Refer to provider for evaluation, if patient has a Katz score of 4 or less, or a
decrease in the level of independence and changes have occurred within the past
month.
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3. Click Func Page 2.
Func Page 2 displays.

o If the patient is independent and cooperative, no additional entries are necessary on Func Page 2.

(RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX _lol %]

File Tabs Help

FUNCTIOMNAL ASSESEMENT

Instructions for asssssing the patient's level of assistance Assessment ciiteria and cars plan for safe patient handing and movement

* Patient's level of assistance—

Independent [Patient performs task safely, with or without staff l&n assessment should be made prior to each task if the patient has varying

sssistance, with or without assistive devices) & Independent evels of ability to assist due to medical reasons, fatigus, medications, etc
\when in daubt, assume the patient canriot ssist with the tansfer/
Partial Assist (Patient requites no more help than stand by, cusing, or repositioning

cosving, or caregiver is requied to It na more than 35 Ibs. of a patient's € Partial Assist
weight]
Height: 54 in[137.2 cm] (06/23/2009 10:43)
Dependent - Pafient requires rurss to Ift more than 35 Ibs. of the " Dependent
patient's weight, or is unpredictable in the amourt of assistance offered) “Weight: 165.35 |b [75.2 kg] [12/16/2003 14:30)

EMI: DEC 16, 2009@14:30:21

Prior response:

Instructions for assessing patient's level of cooperation and comprehension

Cooperative (may need prompting; able to follow simple * Lewel of cooperation and comprehension—|
commands)

Unpredictable o varies [patient whose behavior changes
equently should be considered as “unpradictable]: not

y £ Unpredictabls o vaies
coopeiative; of unable to follow simple commands

P P : P :
Applicable conditions likely to affect hansfer/repositioning techniques o oo IS IR

P . General observations/comments
Transfer/eposiioning technigues comments

Func Pags 1 | [ Func Pags 2| FuncPsge3|  FunsCP

Genlrt| Edus | Pain | W [Resp | v [ Meuo] Gl GU_ [ M5 [skin [ciwa | Prs [Rest [MH  Fune [DP [ PCE [ view Teut]
= Designales a required figkd Goto radiogroup: [Patient's level of assistance - G0 |

|Perfnrmmg assessment

RN Reassessment, 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.

RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward:

File Tabs Help

FUNCTIOMAL ASSESEMENT

Instructions for asssssing the patient's level of assistance

Independent [Patient performs task sately, with or without staff
assistance, with or without assistive devices) " Independent
Patial Assist (Patient requites no more help than standby. cusing, or
cuaring, or caregiver is required o it ne mare than 35 Ibs. of a patient's
vaeight]

" Partial Assist

Dependent - Patient requires nurse to it more than 35 Ibs. of the ' Dependent

patient's weight, o is npredictatle in the amaunt of assistarice offered).

Pricr iesponse:

Instructions for asssssing patient's lsvel of cooperation and comprehension

* Patienit's level of assistance—)

Assassment ciiteria and care plan for safe patient handing and movement

[ assessment should be made prior to sach task if the patisnt has vaning
Ieveks of abiity to assist due to medical reasns, fatigue, medications, efc
wihen in daub, assume the patient canriat assist with the tansfer/
repositioning

Height: 54 in [137.2 em)] (06/23/2009 10:43)

Wieight, 165,35 b [75.2 kal (12/15/2009 14:30)

BMI: DEC 16, 2009@14:30:21

=]

Cooperalive (may need prompling: able to folow smple * Level of cooperation and comprehension|  —* Weight bearing capabilty— = BiLateral upper extiemily strengl
cammands] ® Bt  Ful  Yes
Lnpredictable or varies [patient whaose behavior changes  Partial
ireauenily showld be considsrer a6 "Lmpreciclable"). not e .-
cooperative; or unable to follow simple commands - i~ Mone
T o=t T

Applicable conditions likely to affect transfer/epositioning techniques

LI Hone

[l Amputation

[ Contractures/spasms

L] Fractures

[ Hip/knee/shoulder replacements
[ History of falls

[l Morbid obesity

[ Paralysis/Paresis

[ Pastural hypotension

[ Respiratory/cardiac compromise
[ Severe edema

[ Severe osteaparasis

[l Severe pain/discomfort

[ Splintsraction

[ Tubes IV, Chest etc) j

General observations/comments
Transfer/iepasiioning techniques camments

Func Page 1 Func Page3 | _ Func CP

Genlnf| Educ | Pain | Resp | C¥ | Mewo |Gl [ GU [ M [Skin [cowia [P/ [Rest [MH  pune [DP View Text
* Designates & required fisld G o radiogroups |Patient's level of assistance - Go |
|Performing assessment 4

RN Reassessment, Functional Assessment (Func) tab, Func Page 2 window
when the patient is dependent

4. Update Func Page 2, if necessary.
a. Complete all the fields with asterisks; they are required fields.
b. Use the General observations/comments text box for additional information.
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5. Click Func Page 3.
Func Page 3 displays.

(i RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH] - ol x|

File Tabs Help

FUNCTIONAL ASSESSMENT
Use of mechanical liing devices and approved aids for lifting, transferring, repositioning. and maving patients.

Transfer ta and from Chair to Stretcher or

Liansferto and fiom Bedlo Chall Chairlo. | . gt o from Bect tn Strecher Troley Doy o £ Tabl

Toilet, Chair to Chair, Car to Chair

Equipment/Assistive Device Equipment/éssistive Device Equipment/Assistive Device
TGl it Ceiling lift [ Ceiling lft
[ Fiiction reducing device [ Friction reducing device [ Friction reducing device
I Full body sing [ Full body sling ] Full body sling
L Gait belt [ Gait belt [ Gait belt
[ Lateral transfer device [ Lateral transter device [ Lateral iansfer device
L] Powser stand assist [] Power stand assist [ Power stand assist
[ Sliding board [] Sliding board [ Slidina board
Wumbst of sttt [T 2] Number of staft [0 2] Wumbsrof staft [0 2]
Reposition in Bed, Side to Side. Up in Bed Bepasition in Chair Transter a patient up from the floor
Equipment/ssistive Device Equipment/#ssistive Device Equipment/Assistive Devics
[ Caling it Ceiling Ift Ceing it
[ Fiiction reducing device [ Friction reducing device [ Friction reducing device
[ Full body sfing [ Full body sling [ Full body sling
[ Gat belt [ Gait belt [ Gait belt
[ Lateral transfer device [ Lateral banster devics [ Lateral hansfer device
L] Pawer stand assist L] Power stand assist L] Power stand assist .
[ Sliding board [] §liding board [ Sliding board Frint
Mumbse ot staft [0 3] Mumber of staft [0 2] Mumber of staft [0 2]
Educate Patient, Family, ard Support Person on
[~ Sling type Sling size
 Standard " Medium (100 to 210 |bs, height 5 ft - 5 ft 11 in)
 Amputation
Y —  Large (21010 550 lbs, hieight & ft and ower]

Fiior response: Filar respanse,
Height: 54 in [137.2 cm] (06/28/2009 10:43)
\weight: 165.35 Ib [75.2 kg] (1241672009 14:30)

FuncPsgs 1| FuncPags2 | [ FuncPags3]|  FunsCP

Genlnt | Educ | Pain | I Resp | Cv | Meuo | GI GU M5 [skin [Ciwa [ PrS [ Rest [MH  Fune [DP [ PCE [ viewTest
= Designales a required figkd G to radiogroup: [Sling type - G0 |

|Perf0rmmg assessment

RN Reassessment, Functional Assessment (Func) tab, Func Page 3 window

6. Populate Func Page 3.
a. Complete the fields, if necessary.

b. Click Print.
c. Print Func Page 3 and give it to the staff handling the move of the patient.
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7. Click Func CP.
Func CP page displays.
=lolx]
File Tabs Help

FUMCTIONAL - PROBLEMSANTERVENTIONS/DESIRED OUTCOMES Click & row to update its problem evaluation and intervention status:

A
NOME

@

PROBLEM DATE IDENTIFIED| DESIRED DUTEDME'PHDE EWAL |PROB EVAL DATE [INTERVENTION INT STARTED |\NT 5TATU5|INT STATUS D,

K [v]

Fiablem/lntervention detail

I Donot display resolved piablems Add New Problem View histary for this problem

A ey nteryertion bo this problenm |

Froblem evahiation | stalu

(" No changs/Stable  Completed
 Deteriorating £ Continus
 Impraving

P  Discontinue Cancel

" Uniesolved at discharge " Pending

FuncPage 1| FuncPage2| FuncPage 3
Genlrf| Educ | Pain [V [ Resp | o | Newo |Gl GU M/ skin [P/S JRest [MH  Func [OP [ PCE [ ViewTent

= Designates & required field

A

|Performmg assessment

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

8. Update Func CP, if necessary.
Refer to the instructions in Working in a Care Plan on page 12 .
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Discharge Planning (DP)

Document the discharge reassessment for a patient in the Discharge Planning tab.

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

DISCHARGE PLANMING

* Patient Afamily/support person

able to respond to guestions |
@ Yes © No

* Does patient have a legal/
[~ medical guardian [conservator 7
& Yes

€ No

Pulled from P/S Page 3

“fhy could o ane respond

* Specify guardian [conservator)

“ Oifies ieason o one could iespond

* Employment Status——
" Presently employed

" Unemployed

" Retired

" Disabled

€ Patient declines to answer

* Information abtained from

Patient

] Authorized surogate
] Family/Support Person
[ Medical Record

] Other

*Dieseribe employment status

* Oifier souree o information

* Relationship status
" Co-habitating

" Divorced

 Married

" Separated

£ Single

£ widowed

" Patient declines to ansuwer

Wit whom does patient live |

€ Alone No identified problems
" Family [ Stairs to enter home
 Significant Other [ Stairs within home
 Fiiend [ Bed on main level

* Home environment

“Difier architzctural bariers— * $pecial Equipment Needed at Home:

[ No equipment needed
] Specially bed
] Specialty mattress

* Other equipment needed

' Nursing Home [ Full bathroom on main level Fiamp

€ Assisted Living (] Bed & full bathraom on same flaor [not main level) ] Raised toiet seat
(® (e [ Dther architectural bariiers (¢.g. nanow dooways) ] Safety bars

' Patisrt declines to answer ||| Patient declines to answer (] Other

General observations/comments

 Transportation for Discharge— ~ Der Ganspontation for dischenge
" Dwn car
 Fiiends/family
 Bus
YA Shuttle
YA Travel
 Other
" Palient deciines to answer

BFPage 1 | TR

Genlnf] Educ | Pan | V| Resp .0V | Mewo] 61 ] G M/5 | Skin | WA | P/5_| Rest | MH_ ] Func | pp  |FCE ] View Text
" Designates a required fiskd G o raclingroup: [Emplapment Status -1 6o |

|Performing assessment A

RN Reassessment, Discharge Planning (DP) tab, DP Page 1 window

1. Click DP.
DP Page 1 displays.
2. Populate PD Page 1, if available.

a. Ifa DP Page 1 was completed during the admission assessment, none of the fields are active.

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

Note: The presence of the guardian and name of the legal guardian are pulled forward
and can be edited on P/S Tab, Page 3.
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3. Click DP CP.
DP CP displays.

: RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: P oy | il
File Tabs Help

DISCHARGE PLANMING - PROBLEMS/ANTERVENTIONS/DESIRED QUTCOMES

* Problems. interventions, and desired outcomes indentified in previous tabs have been discussed “ifhy hasr't plan of care been discussed

with the patient and?ar family/support person and cancuniance obtained.
’7(' ‘es  No

Anticipated Discharae Plan Goals * Farily/support persen i discharge plarring

Discharge to home withoul addiional services

Irwolve family/support persan in discharge planring

Patient s homeless ™

Palient requires transportation assistance **

Discharge ta home with support services (physiclogical needs &.a 02, IV therapy. pain therapy and wound care)
Discharge te hame with support services (functional needs e.g. avsistance with hame ADLs) =

Discharge to hame with suppart services [social needs <.g. financial assistance, tanspartation, fallow-up appintments, suppart groups) =
Discharge ta home with suppott services (sducational neads &.9. classes, materials) =

Discharge te home with support services (spiitual needs e.g. clergy contact) ™

Discharge to hame with suppart services [special equipment needs) =

Discharge ta home with Multidrug Fresistant Drgarism (MDA )/Infectious Disease information ™=

Discharge to extended care faciity

Patient identiied a5 & wandersr/elapement risk =

Patient identied s a firs risk =

Patient on isalation precaulions

Plar for support for patient's care giver/s

Other 1

Other 2

Other 3 Discharge Planning Consult Social Work Consult

an item contains **, then a Social Work Consult or Discharge Planning Consult is required

Telehealth Consut | Home Care Comut |

DP Page 1 DF CF
Gennf| Educ [Pain |1V [Resp [ov [ Newa] &  JGU [ Mss [ skin [oma[Pss [Rest [MH [Funs pp [PCE | Wisw Tent
* Designates 3 required field Gio to radiogroup: [with the patient andor famip/sup| = G |

|Performing assessment

V)

RN Reassessment, Discharge Planning — Problems/Interventions/Desired Outcomes (DP) tab,
DP CP window

4. Populate DP CP.
a. Complete the fields as necessary.
Refer to the instructions in Working in a Care Plan on page 12.
b. Complete a Social Work Consult or Discharge Planning Consult, if required.
Refer to the instructions in Working in the Consults on page 24.
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c. Optional: Complete a Telehealth Consult or a Home Care Consult, if set up by your medical

center.

Note: If an item in the Anticipated Discharge Plan Goals list box contains **, a Social

Work Consult or Discharge Planning Consult is required.

i} RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PH)
File Tabs Help
DISCHARGE PLANNING - PROBLEMSANTERVENTIONS/DESIRED OUTCOMES

* Problems, interventions, and desired outcomes indentified in previous tabs have been discussed

with the patient and/or family/suppoit person and concuirence obtained;
’7(" ‘fes © No

=Uyfhy hasrit plan of care been discussed

Anticipated Discharge Flan Goals

Discharge to home without additional services
[ Inwolve familp/support person in discharge planning
[ Patient is homelsss ™

[ Discharge to home wih suppart services

[physialogical needs e.g. 02, 1Y therapy. pain therapy and wound care]
[ Dischargs to home with support services (functional nesds s.0. assistancs with home ADLs) =
[ Discharge to home with support services (social nesds e.q. financisl assistance, iansportation, follow-up sppointments, support groups] ™
[ Discharge to home with support services [educational needs e.g. classes. materials] =
[ Dischargs to home with support services [spintual needs &.0. cleray contact] ™
[ Discharge to home with support services (special equipment needs) ™
[ Discharge to home with Multidiug Resistant Drganism (MDRO)Infectious Disease information =
[ Dischargs to extended care tacility ™
[ Patient identiied a5 & wanderer/elopement isk ™
[ Patient identified as a fire risk =
[ Patient on isolation pracautions
(] Plan for support for patient's care aiver/s ™
[ Other 1
[ Other 2
[ Other 3

* Fanilp/support person in discharge planming

= 1olx]

If an item cantains = then a Social Work Consult or Discharge Planning Cansult is required

Telehealth Consult | Hame Care Consult |

Discharge Flarring Consult | Social Wk Consul

o

DF Page 1 DF CP

Genlnf| Educ [ Fan | IV JResp | v [ Mewo] & JGU [ Ms [skin [cwia|rss JRest [MH JFune pp [PCE ] WiewTemt
* Designates & required fisld G ta radfiogroup: [with the patient and/or familp/sup = G |

|Performing assessment

4

RN Reassessment, Discharge Planning — Problems/Interventions/Desired Outcomes (DP) tab,

DP CP window, Consult Required

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

115



PCE Data (PCE)

The PCE (Patient Care Encounter) Data tab is optional and may or may not be set up at your medical
center. The PCE tab includes a list of all clinical reminders due for the patient, as well as specific nurse
Clinical Reminders.

Use the PCE tab to document specific clinical reminders completed by the inpatient nurse.

Note: The clinical reminders must be set up by your facility.

PCE DATA Ve [l bt il 2 v
bipatina! Nuiied PCE Infsimatan

ddvanced [irectives Education

Basiec Health Practices ind Safety

Inpt Plan of Care Tx & Services

Mutr Intervention. Dist, and (ral Hsalth Passig I

Pain Edusatics

: 2

Reminders Dus (Displey Onby Choo Do Togac def: None dourd

hbuae Sorean INE WOV | a

ADVANCED DIRECTIVE EDUCATION 0401704

Aloohol Uss Scresn {ADIT-C) IGE 1o

Barriera to Learning 04-01-04

BHI * 30 ar 3 14.9% in High Fisk MIE HOU Mﬂﬂmti

Cholesterol Scresn (Eals) DOE NO§

Calerectal Cancar Strewn DOE HO§

:_-e;_n.'-.-ssacr._'}:reen- I._I'. IIU ﬂ Flemarcies Inipary I

RN Reassessment, PCE Data (PCE) tab

Reminders Due (Display Only)

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

1. Select a clinical reminder in the Reminders Due list box.
2. Click Clinical Maintenance.

Information displays in the Maintenance Results list box indicating when the reminder is due or was

last done.
FLE DATA Tl ool Lo ikl 1 ]
=

Inpationt Nursing PCE Informafion

Advanced Directives Edusatics

Basic Health Prectices dod Safety

Inpt Plan of Care Tx & Services

Hutr Intervention, Diet. asd Oral Health Fpwckm

Pain Edecaticn

Togwe dal. CHF WEIGHT EDUCATION

CHF Unizht Education

Dusbetic Foot Exam Complete L0110

Hemog lobin A1C 112409

Int lusnza Vaccine 11-18-05

Hicroslbumipuris 02-21-0%

PED 08-01-10

Skin Integrity Screes OFT OUE #ov

Hartenance Nlandts

SSTATLIE - ~DUE DATE~ ~LAST DIDME - -

OUEMNOW 7720200 TR0
FFiopuaritys D vy | o o ol it
Ciohot
o
Clinical Maintenance
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Reminder Inquiry

Click Reminder Inquiry.

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

Tt (ol b schdind 12 b

FLE DATA
Nursng PCE )
Advantsd Directives Edszatiss
Basic Health Proctices And Safety
Inpt Plan of re & TYLOeS
Muer Intervention, Diet, and Oral Health Rl
Pain Edecation
Fasmingioes Due ([Dispbey Onby) Diun Dty Topee del. CHF \WENGHT EDUCATION
CHF Wmight Educatien 41
lasbstic Foot Exam Complets 100910
Hemoglobia AL1C 11-/24-°0%
Int luenza Vaccine 11-18-05
Microslbumisuris 022109 Clrecal Martenarcs
FPD 08400,10
Skin Intesrity Screes OFT DUE OV

ingary Peauls

(CHF WEIGHT EDUCATRIN

it W ame: CHF 'wiemgrd E s stion:

4]

Reminder Inquiry
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Resolve Inpatient Nursing Clinical Reminders

1. Select an item in the Inpatient Nursing PCE Information list box.

advanced Directives Education
Ba=zic Health Practices And Safety
Inpt Plan of Care Tz & S5 i
ion, Diet, and Oral Health
FPain Education

Resolve Inpatient Nursing Clinical Reminders

2. Click Resolve.
The Resolve Reminder Pain Risk, Mgmt, and Assessment window displays with items appropriate for
the selected item.

Resolve Reminder Pain Risk, Mgmt, and Assessment window

3. Select an item from Received?
4. Select an item from Level of Understanding.
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5. Click Resolve.

Information displays indicating the reminder is resolved.

x|

\i,) Reminder resolved!

OK

Information : Reminder resolved!
6. Click OK.

PCE DATA

The text that is added to the Progress Note displays in the Text (will be added to note) text box

Text [wil be added to nate]
Inpatient Mursing PCE Information
Advanced Directives Education

Basic Health Practices And Safety

Inpt Plan of Care Tx & Services
Hutr Interventicn

Dict
Pain Education

Mutt Interwertion, Diet, and Oral Health d
Mutition/Oral Health E ducation not applicable

and Oral Health

-
q y

Text (will be added to note)
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View Text (View Text)

The View Text tab is a review of all the information added/updated for a patient during the reassessment.

{T:RN Reassessment - ZMSHTSWLSDHYS,CHUUN (1110) Ward: PHX _lol %]

File Tabs Help

GEHNERAL IHFORMATION
Pstisnt/family support person sble to respond to qusstions: Ves
Information obtained from: Patient -

Does patient have an Advance Directive: No

Patient received info on Advance Directive: Tes

Doss patient wish to initiate or make changes to an Advance Directive: Tes
Infection Control Education: Nome

Precautions: HNons

Energency contact information
Contact: ZMSHTSWLSDHEYS, CHUUN
Relationship
Address

FPhone
Vork Fhone

RESTRAINTS

Reason for restraint: Patient's behavior is aggressive or violent presenting an immediate sericus danger to hischer safets
Justification for restraints: Agitated

Behavicral szpectations for termination of restraints: Follows simple directions

Restraint Type: Ankle, Right, Locked

Interventions tried to avoid restraint use: Bed alarm

EDUCATIONAL ASSESSMENT
Patient~family~ support person able to respond to questions: Ves
Information obtained from: Patient

« of

Genlnf| Educ | Pain | IV Fesp | OV | Mewo | GI GU | M5 [sSkin | Ciwa [P/ [FRest |MH [ Func [DF [ PCE  Wiew Text

* Designates a required figld
|Performing assessment v

RN Reassessment, View Text tab

1. Click View Text.
The View Text window scrolls through the admission reassessment for review.
2. Review the patient admission reassessment.
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Signing Note and Consults from within the Template

During the assessment, you may be prompted to enter mandatory consults that will be uploaded with the

reassessment note.

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

order consults, upload a mandatory consult, but do not sign it.

The identified provider will be notified that there is a consult to sign.

Go to CPRS to sign your uploaded, unsigned notes and consults.

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

1. Click View Text.

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

File Tabs Help

—|olx]

GENERAL INFORMATION
Patient/fanily/support person able to respond to questions: Yes
Information obtained from: Patient
Vhat does patient want to accomplish by this hospitalization®: pain free
Preferred Healthcars Language: English

Hedications

Meds brought in by patient: Ho

Implanted medication punps or devices: N

IF patient wearing any kind of medicinal patch: No
Spiritual/Cultural Assessment - Fatient's Religion: FROTESTANT, HO DENOMINATION

irs thers religicus practices or spiritual

concerns the patient wants ths chaplain,

physicion, and other health care team members to immediately know sbout: No

Patient requests an immediste visit from the Chaplain: Ho

Doss patient have any traditionsl, sthnic, or cultural practices that nesd to be part of cars: Ho
Does patient have any concerns or specisl considerations if a blood tronsfusion is needed. Ho
Doss patient have a pastor or clergy who should be notified of this hospitalization: No

Does patient have an Advence Directive: Ho

Patient received info on Advance Directive: Yes

Doss patisnt wish to initiate or make changss to an Advancs Dirsctive: T

Testing for MRSh brochurc-equivalent information given to the patient<authorized surrogate: Ho
Uas the below Infection Control Education provided to the patient: Ho

Infection Control Education: Hone

Erecautions: Hone

MRSA Nares swab performed on trsnsfer with patient's agreement: H/&

MRSA Nares swab performed on discharge with patient's agreement: Hsd

Emsrgency contact information:
Contact: ZMSHTSWLSDHYS, CHUTN

il

Sign Mote/Consult

|»

Genlnf[ Educ [Pain [ [Resp [0 [ Wewo |Gl JGU [ M/S [Skin [P [Rest [MH [Func [DF [FCE  wiew Tent

* Designates a required field

|Performing assessment

RN Reassessments, View Text Tab after Upload

2. Click Sign Note/Consult.
If the button does not display, upload again.
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Note: If there is only a note to sign, the button is Note.
If there is a consult to sign, the button is Sign Note/Consult.

Enter you electianic signatuz code

Sign Note/Consuit [ Accept esig Cancel e-sig

Genlnf| Educ [ Fain [ [ Resp | ov [ Mewo| & JGU  [Mss [skin [P/s [ Rest [MH [ Func [ DP [ PCE  view Tem

* Designates a required fisld

|Uploading care plan. Cascade your windows if the program gets stuck

RN Reassessment, Sign Note/Consult Button

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

Click OK.

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.

April 2012 Patient Assessment (NUPA) V.1 123
RN Reassessment User Manual



Unable to Complete the Assessment

An incomplete admission assessment is filed when the nurse is unable to complete an assessment because
the patient cannot respond to admission assessment questions and there is no caregiver available to
provide the necessary data. The reassessment that opens after the assessment is signed, allows you to

enter the missing data.

1. Open RN Reassessment.
Gen Inf tab, Gen | Page 1 displays,
2. Select Yes or No for Patient/family/support person able to respond to questions.

(RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: _|ol %]

Fle Tabs Help

GENERAL INFORMATION

* Dtherreasan no one couldrespond * Information ebtaimed from * tter souree of information

* Patient/family/suppart person Wiy could o one respond

able ta respond to question:
" Yes © Mo

Name: ¥HLSJE JELUAHT ALRLHYIH
Age: B3 Sew MALE  Race: DECLINED TO ANSWER

Adritting diagnosis: CHEST PAIN

Frior patient response to "What does patient want to
ancomplish by this hospitalzation:

= tter Language

‘what doss patient want o Fiiar patient respornse;
accomplish by this hospitalization’”

Gen|Page 1| GenlPage2| GenlPage3| GenlPage4

Genlnf [Educ | Pain [ v [Resp | o JNewa G [GU [ s [skin [Ps JRest JMH JFunc [OP [ PCE | view Test

* Designates a required field Gota radiagiaup: [sble torespond to questions = | Ba |

[Performing 1t

RN Reassessment, General Information (Gen Inf) tab, Gen | Page 1 window
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Patient still cannot respond

1. If the patient still cannot respond, select No and select a reason(s) *Why could no one respond.
—lalx|

& RN Reassessment - VHLSJIE,JELUAHT ALRUHYJH (5326) Ward: 4
File Tabs Help

GEMNERAL INFORMATION

*[itherreasan o ore couldrespond = Infammation obtaimed from * WHter source of infarmation

* Patient/family/support person *Why could no one respond

able o respond to questior Y e ———.
CiYes G N ¢ Tl e

ypport person piesent

Demogray
Mame: VHLSJE JELUAHT ALRUHYJH

Ager B3 Sew MALE  Race: DECLINED TO ANSWER

Adritting diagnosis: CHEST PAIN
Frior patient response to "What does patient want to
accomplish by tis hospitalzationt:

“ Difier Language

What does patient want to Pl aterl izzninze:
accamplish by this hospitalzation’

Gen| Page 1] GenlPage 2| GenlPage3| GenlPaged

JGU [ M5 [ skin [Ps [ Rest [MH [ Func [DP [ PCE | view Text

* Designates a required field o to radiogioup: |able to 1sspond to questions - Go I

Genlnf [Educ | Pain [ v [ Resp | o | News ] al

|Saving data

RN Reassessment, General Information (Gen Inf) tab, Gen | Page 1 window
with *Why could no one respond

2. Continue through the reassessment tabs and pages.
3. Complete all the fields with asterisks; they are required fields.

4. Upload the information.
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The following screen captures are examples of the tabs when No is selected for Patient/family/support
person able to respond to questions.

(i RN Reassessment - BDYDXY,ILQDI A (2902) W:

File Tabs Help

GEMNERAL INFORMATION

Current Meds (last day)

‘esterday's and Today's Orders

Allergies

xxx Qutpatisnt xxx
#xx  NONE FOUND =xx
wxx IV wwx
*xx  HONE FOUND xxx
##% nit Dose #*x
*xx  HONE FOUND xxx
4
* Disposition,

- Spiritval/Cultural Assessment - Patient's Religion: ROMAN CATHOLIC CHURCH

A there religious practices or spiritul
concerns the patisnt warits the chaplain,
physician, and other health care team

merbers to immediately know aboul
 es * No

Fiiar patient respanse: N
’ <1
Does patient have any soncems
o special considerations if @
blood bransfusion is nesde

£ Yes @ No

Prior patient response: NO

* Describe practices/conceins

PEAHITS

j HETOPROLOT,
-
s

* Otfier Disposition

Add News Allergy

of meds

ORDERS VESTERDAY & TODAY — HONE FOUND
SOCIAL WORK CONSULT IH

“ |mplanted medication * Type of device/pump/medication *Is patient wearng any kind = Tppe of patch

Paient requests an immediats
visit from the Chaplai

 Yes " No

Does patient have any adtional,
ethnic, o culiural practices

that need to be part of car
" Yes * No

Frior patient response: MO

Chaplain Cansult

Frior patient response: MO

et e P S e,

clergy whe should be notfied
of this haspitalizatior

 Yes & Mo

esoiibe concerns.

Frior patient response: HO

= Desiibe practices

Gen| Page 1 Gen| Page 3| Gen|Page 4

| M5 [skin [P JRest [MH [ Func JOP [ PCE | View Text
Go to radiogroup: |that need ta be part of care - Go I

Genlrf [Educ [ Pan [ [ Resp [ov [ Wewo| G | GU

|Performing assessment

* Designates a required field

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

(i RN Reassessment - BDYDXY,ILQDI A (290
File Tabs Help

GENERAL INFORMATION

udvance Directi

* Erplainwhy patient did ot
recelve infa

Doss patient wish ta iritiate o make changes

to an Adwance Directive
Social Work Consult

" Yes

Patient recaived info on
Advance Directiv
+ ‘ez

" Mo

Pior patient response: YES

Does patisnt have an | ooation of Advarce Diective
Advance Directiv

£ Yes

* No

Prior patient issponse: NO Priot patient 1ssponse: NO

/s the below Infection Control Education
provided to the patien
‘ez Mo
Prior response: YES
Infection Control Education
Hand hygiene practices
| Definition of MRS4, VRE, TB, and all resistant arganisms
] Spread of resistant organisms/prevention
| Contact Precautions [as related to patient condition)
1 Respiratory Precautions (s related to patient condition)
] Surgical site (s related to patient condition)
[ Other
Level of understandin
" Poor
& Fait
 Good
© Refused

Testing for MRSA brachure/equivalent information

given to the patient/authorized surrogate
’7(-' Yes Mo

Piior response: YES

Did the patient/authorized surogate agies to

MRSA Nares swab on admission, ‘

* Yes (" Mo

Piior patient response: YES
Frior precautions

Contact

Precautions

MRASA Nares swab performes
& Yes " No

Swab petformed: YES ] Neutraperic

. ; Piat esponse: Fa
Wiy wasrit MRS Neres swab performed - ypea Nares swab peformed on transfer

with patient's agreemen
& Yes " Refused
© No N

by wasnlt it performed

MASA Nares swab performed on discharge 7 [ Wasnt i performed

with patient's agreement
@ Yes  ( Refused
CHo N
GenlPags 1| GenlPage2|[Gen|Pags 3| GenlPage 4

[ 5 Jskin [P [ Rest [MH [ Func JOP [ PCE | View Tent
Gioto radiograup: [to an Advance Directive - Go |

Genlnf [Educ [ Pain [ v JResp [ov [ Wewo|m  JGu

|Performmg assessment

* Designates a required field

RN Reassessment, General Information (Gen Inf) tab, Gen | Page 3 window
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EDUCATIONAL ASSESSMENT

[EaPaget] _Esece |

)
[2bk torespond ta questions = |

PAIN ASSESEMENT

] No identfied tiggers
] Bending

] Changss in temperaturs
(] Changing posion

] Coughing

] Desp breathing
oo

[ Assistives devices [cane. wheelc
] Brace/Suppott

] Chiropractic intervention

=

Mo effect

[ Aniety

] Appetite

| Concentratian
] Depression
1 Energy level

[ P Page 1 | | b Fain | | Oikiei P 2 | |_Pein Comm | Paince_|
| | [
[ patient having ary painnow 1=

RN Reassessment, Pain Assessment (Pain) tab, Pain Page 1 window
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[ Wrom ] _Woewd | Ok | vCommens | wee_|
[T JoF_J7ee ]

[T o difficulty observed
] Dysprea [shortness of breath]

] Use of accessary muscles

] Other

[P Poge 1] _PespPage?| e (1 e B
[or_Jree ]
ooy on — =1[

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

 Wiher st

RespPage 1 |[FespPage 2
[ TP [7ce ]

RN Reassessment, Respiratory Assessment (Resp) tab, Resp Page 3 window

April 2012 Patient Assessment (NUPA) V.1 129
RN Reassessment User Manual



(. RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

CARDIOWVASCLILAR ASSESSMENT

Leftam fght hand Left hand

L warm

[ Coal

] Capilary Refil Less than 3 Seconds
[ Capilary Refill Graater than 3 Seconds

[(Creage | _cvramz | ovce |
[or e ]

Featighm =]

RN Reassessment, Cardiovascular Assessment (CV) tab, CV Page 1 window
(. RN Reassessment - VHLSJE,JELUAHT ALRUHYJH (5326) Ward: 4CT

CARDIOWAZCULAR ASSESSMENT

=2 N I | I (N I | I

T nterval

ovPae |[TPmeZ ]| ovee |

Jop_JPce ]
[Jugular Venaus Distensien

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

MEUROLOGICAL AZSESSMENT

= Patient/family/support peisan * Why cauld no one respand * ther =50 o e could respond

*Infarmnation chtained fiom *[ttier source ofinfomation
able to respond to guestion:

Pafiert unable t commuricate
No family/support person present

] Other

© Yes & Nk

 Pationt has 2 st of Sl Card I Lovel rientation Istructions for campleting Glasgow Coma Seale

Information: Ths Glasgow Coma Scals s used (0 quantily | a
the —
level of consciousness and is soored betwesn 3 and 15,
3 being the warst, and 15 the best, It is composed of thiee
parameters: Best Eye Responss, Best Yerbal Responss,
Best Motor Fresponse. The defiition of these paramelers
is given below

T — Eest Eve Flesponse. [4)
Level of Conssiousness [Glssaow Cama Scalel 4. Eves open spontaneously
_Level of Consciousness [Glasqow Coma Scale] G
*Other meurelogical prablem * Describe Spinal Cord Injury Level g Eve opening :w werbal command
Y& opening to pain
Eye response score [Hot asmesse v | I
C Denotes closed eve orif patiert is unable to open an eye
Werbal responss score [Not assesse w due to swelling, nerve palsy or eye dressing
P Indicates presence of phamacological paralysis

Mtorresponse s0t® [Not assesoe v | Best Verbal Response. (5)

5. Orented
Total score: 0 4. Confused
Priot score: 3. Inappropiate words
Seoreis expressed 33 Epe (| «Varbal [ whlotor) |7 flooer et sourds =
Blasgow socre salegaries T Indicates presence of anE T or Trach ubs

D Indicates patient aphasia
P Indicales the presence of phamacclogical paralysis

1315 [nomal resull]

912 [correlates with moderate brain injury) Best Motor Response. (B] (Best am response]

5. Obeys Commands

5 or less [conelates with severe brain injury)

Hewo Page 1] Mewo Page 2| | Meun CF
Genlnf| Educ | Pain | IV Fesp | OV Wewo | Gl GU | M5 [Skin [Prs [ Rest [MH [ Func [OP [ FCE | WiewTest

* Designates a required field Go to radingioup: [able to respond to questions | = G |

|Performing assessment

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

(@ RN Reassessment - VHLSJE,JELUAHT _l=] x|
File Tabs Help

MNEUROLOGICAL ASSESSMENT
— Motor
Instructions for performing motor assessment

[As5235 matar strength bikaterally. Have the patient flex and extend am against
[vaur hand: squeszz you fingers: it leg while you press dawn on the thigh;
hold leg straight and It it against aravity: and flex and estend foot against your
hand. Grade sach extrenity using the scale belan:

. Fiior response

+ Active mavement of extrerity against ravity and masimal 1esistance

4+ - Active movement of extremity against gravity and moderate resistance * Otherspeecti/language
3+ - Active mavement of edtiemity against aravity but NDT against resistance

2+ - Active mavement of edtiemity but NDT against aravity

1+ - Slight mavemen (ficker of contraction]

0- Mo movement Prior resp: Prior resp: Prior resp: Prior resp:
~ Pupil
Beactivity
*[ither pupil size
I~ Mew lens implant/prosthesis e (P Right eye: Left eye
Prior 1esponise: (‘: Equal " Brisk reaction to light " Brisk reaction to light
) . Right reater than lsft
* Desoiite new lens implant/prosthesis ™ Same reaction to light (slugaish]
 Leftarealer than right € Some reaction to light [slugaish] ight [sluggish]
£ Other € Mo reaction to fight € Na reaction to fight
Prior response: Pior response: Prior response:
*New sensations present *New comm device needsd General observations/comments
[ Sensations - New I~ Fiequires assistive new communication
paresthasias of neuropathies present device to meet basic nesds
Prior response: Prior response:

News Page 1| [Newro Page 2] | Newa CP
Genlnf| Educ [ Pan | v [Resp | OV mewo [GI | GU [Mss [Skin [ PS5 JRest [MH [ Func JDP [ PCE | view Test

= Designates a rsquired feld Go ta radiogioup: [Size - G0 |

Performing assessment

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

= Enemause:

GASTROINTESTINAL ASSESSMENT

Gl et

RN Reassessment, Gastrointestinal Assessment (G1) tab, Gl Dev window
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GASTROINTESTINAL ASSESSMENT

1o problems mpaments

] Assistance nesded with ol hugiene

[ Dificulty chewing

[ Dificulty swallaving ] Lesians present
] All teeth present Fale

] Poor dentiion [ Pink

] Mo dentition

[ Could not sssess

| Patient on tube feeding or total parenteral nutrition
] 5 unintentional weight gain or loss in past 30 daps
(] Nausea/womiting/diarthea for greater than 3 days
[ Less than 50% usual intake for greater than 5 days
[ Dysphagia or dysphagia symptom

_GiPge1 | _Giver | _Gipsgez |[Grwes | oice |
T T

e |

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

it unable to communicate
nt

[rhies histor

(S0Pt ] oUDey | GUPsge2 || cuce |
[op_Jree |
|

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

[[iflong:

(] Continuous Ambulatory Peritoneal Dialysis
(] Continuous Eladder lnigation

(] Continent Urinary Diversion (e g.ileo-conduit)
[] External catheter (condom]

(] Indweling uiinary cathster

[ Mephrostomy bag

] Suprapubic catheter

] Ureterostormy bag

] Other

] ROM - No apparent problem

[ Limited ROM - Right Upper Estremity
[ Limited ROM - Left Upper Extremity
[ Limited ROM - Right Lower Extremity
[ Lirited ROM - Left Lower Extremity

[ \ \
[sbketo espond o queations = |

RN Reassessment, Musculoskeletal Assessment (M/S) tab, M/S Page 1 window
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_l=] x|
File Tabs Help

MUSCULOSKELETAL ASSESEMENT - MORSE FALL SCALE

* Fall risk azsessment indicates Instiuctions fior completing Marse Fall Scale

Ves * Mo History of faling: =

Score a5 1 i the patient has not fallsn =
iz i falle Dezsiemetio i and Hem Scote as 25t e patisnt has Fallen during the past thies months
hefore sdmision o  thers was an mmediate history of
physiclogical falls, such s from seizures o1 an mparesd gait priot
{o admission, Mote: I patient alls ot the frst tme, the Fis
or her scre mmediately nceses by 25
*15 patient an any meds that inciease .
(g meaian B S T e AT Secondanidiagnosis

Score a5 0 i only one medical diagnosis s isted on the patient's

Other medication thetineresses sk | chart

Score as 15 mare than ore medical diagnasis s listed on the
patient's chart;

Use of multiple medications is implisd in the scale as indicated by
the secondary disancss (co-merbidity scorel,

) ) bulatory sics:
[5patiert o muliple meds fa Score as 0 i the patient walks without a walking sid (sven if
assisted by a nuise), uses & wheelchait of is on  bad rest and
does not get out of bed at al

Scors as 15 il tha patient sss crutchss, a oane, or a walker

Scors a5 30 the patient ambulates cluiching orto the fumiture

or
support.

Intravenous therapy
Score as s patient does not have an IV or Heparin/Saine Lack
Score as 20 the patient has an infravenous apparalus or a
hieparin lock.inserted

Giait
Score a3 0 a noimal gait which is characterized by the patient
walking with head erect, ams swinging freely at the side, and

Total Morse score for Fall Risk: NfA
Prior seore: Mot assessed
Date:

0-24 - Patient is at low risk for falling. Implement Universal Fall Frecautions

25- 44 - Patient s at modeiate risk for faling, Implement Universal Fal Prasautions and precautions based on identified area of risk
45 and higher - Patient is at high risk for faling, Implement Universal Fal Precautions and precautions based on identiied area of risk

3| [ M45 Page 2 M/5 CP

Gennt| Eduo | Pain | ¥ | Resp | OV | Mewo] 61 | GU /5 [Skin | P/5 | Rest |MH | Func | DP | PCE | ViewTewt]

= Designates a required field Go to radiogroup: [Fallrisk assessmentindicated | v G0 |
Performing assessment

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

(i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT _ =] x|
File Tabs Help

SKIN ASSESSMENT
= Patiert/famiy/support persen  =Why could na one respond = Diter reason o one could respond * Informalion obtained fiom = Diher souce of information
able to 1espond to guestion alient unable to communicate
o famiy/support persan present
£ ves o [ Other
* Patiet hias & histor of = Descre otfier Fredispasiion for skin braskdo
Does palient have * Risk Factors * Deseribe otfer
[ Mone
] Baristic patient
] Device-related pressure
| Diabetic
[ End of lfe care
] Hyposlbuminernia
[ Quadiaplegis ] Medication - Vasopressors
1 Spinal cord injury ] Riefusing to tum/move secondary to pain
] Tao unstable for tumns
] Very low BMI (Body Mass Index)
L Other
Skin Inspection
ST # Skin Color * Diescribe other * Skin Tuiger General observations/comment
* Skin Temperature: | Nomal for ethric gioup (r- -
’7‘,.. R NN [| ) o WithinNomal Livits " Abromal
E Duskey i) e Useiiian
*SkinMoiste | lusher * Skin Patche
] Jaundiced
© Estremely dip © Moist 1 Mottled CYes © No
oy ~ Disphorelc H e
I~ Pressure ulcers I~ Skin slterations
Skin Page 1 | | SKin POV | | SkinPrz | | SkinAlEd Skin4t2 | _SkinPage3 | SkinCP
Genlnf| Educ | Pain | 1Iv [ Resp [ v JWewo |Gl [GU [ W5 sk [Pi5 JRest [MH [ Func [DP JPCE | viewTen
* Designates a required field Gia o radiogioup: [Skin Patches - Go |
|Performing assessment

RN Reassessment, Skin Assessment (Skin) tab, Skin Page 1 window
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File Tabs Help

SKIN ASSESSMENT - BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK
* Skin assessment indicates

Yes o
SEMSORY PERCEPTION: Abilty to respond meaningfuly | a _:_55“”'3’ Sl MUTRITION: Usual food intake pattern. o | [ MNurition Seare|
o pressure-related discomfort 2 1 o
2 1. VERY PODR: Never sats 3 complete mesl oy
1. COMPLETELY LIMITED: Unresponsive [doss nat £3 Flaely eats more than 1/3 of any food offered. 13
maan, flinch, or grasp) to painiul stimuli: due to diminished 4 Eats 2 servings of less of protein meat of dairy =)
level of consciousness or sedation, O limited ability to LI product] per day. Takes fluids poorly. Does not LI
MOISTURE: Degree to which skin iz exposed to muisturfﬂ -:_Mmstwe Score| FRICTION AND SHEAR ﬂ -:fnclmn Scorer
i
1. COMSTANTLY MOIST: Skinis kept moist almast cons oz 1. PROBLEM: Redquires moderate to maimum ol
by perspiration, uiine, ete. Dampness is detected every i 13 assistance in moving. Complete lfting without
palient is maved of tumed, 1) sliding against sheets is impossible. Frequently £3
= slides down n bed or chair, requiring frequent =
. Consul guide
ACTIMITY: Degres of physical activity i’ (fcw“““*' Bmrery Total Scora: NFAT (i patient has 2 Braden score of 12 or below: 2
Prior score: Mot assessed  [Stage Il or greater pressure ulcer is present;
1. BEDFAST: Patient is confined to bed ((: g e B hl‘swéy ‘Df pesse UI‘EE,& sersonor
. mator deficils; ar paralpsis or spinal cord injuy
2. CHAIRFAST: Patisnis abilly to walk is severely imited 1) ) it consider Waund Care Clincian alert,
Patient cant beat his own weight, or must be assisted into j Riisk Category
Eut 2 ﬁlg 1[159]'23] If patient has 3 Braden score of 16 or below,
. risk [15- and/or 2 Stage Il or above pressure uicer exists.
MOBILITY: Ability to change and sontrol body postion. ﬂ (.MD""'W Seare] Moderate risk [13-14] and/or 5 Braden Nulition score of 1 or 2.
High sk, [10-12 ider a Nulrtion alert
1. COMPLETELY IMMOBILE: Does not make even 2 o 2] ) pelony [ R &
slight changes in body or extremity position without =3 IF patient's scores in the mobility, activity or
assistance L] serisony scales and/or patisnt has a motar
LI deficit (2.0, amputes or spinal cord injury), &

referal to physical therapy should be discussed
with the interdisciplinary team

Copyight, B arbara Braden and Nancy Bergstrom, 1388,
Reprinted with peimission Hufticn Consult wfound Carz Cansult

Skin POUTH | Sk PaTz | [ akin Al Sl A2 Skin CP

Genlnf| Edue [ Fain | ¥ JResp | O [Mewo |Gl JGU [ M5 skn [F/S [ Rest [MH [ Fune JOP [ FCE | View Text

* Designates a required field Gio toradiograup: [Skin assessment indicated <1 & |

|Performing assessment

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

VHLSJIE,JELUAHT mEE

File Tabs Help

PEYCHOSOCIAL ASSESSMENT

= Patient/family/support person “Why could ne one respend * Otherieasonno one could iespond* Information obtaied from * Bthersource o namation
2ble {a respand to question

atient unable to communicate
o family/suppart person present
Other

 ves = e

Ot ity * Giher alfuds * Gither behayion
* Patient fas & histor of
Priot espnes: Pint respoios:
- Suspected Abuse/Neglect Sereen

Dioes patient report anw of the following? .

Lioes gaflent report any of the fallonin Based upon using is any of the folowing suspected?
Vethal sbuis Physicisl sbus Megles
Cves € Mo (r‘ Yes O No (r Yes € Na

Prict tesprss: Piot respoios: Prict tesprss:
Prior response; Frior respanse; Priar response: * Epplain suspicions

Based on nursing assessment, are athers
Prior response Frior response inthe household possible victims o~ E#plain sbeut aitiers i housshold
abuse or neglect by the patient?

Social Work Consult  Unknown

Frior response:

P/SPage? | P/SPaged Clafts | _PrsPaged | Psce |
Genlnt| Educ | Pain | W | Resp | v | Weuo| Gl | GU [ WS [Skin  prs [Rest [MH [ Fure JOP JPCE | iewTest

* Designates a required ficld Go to adiogroup: [Yerbal sbuse - Go |

|Performing 1t

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

Fiion plan o mears

[EEFEET]
[tH_J Func JoP_JPCE ]

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

(X RN Reassessment - VHLSJIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

PSYCHOSOCIAL ASSESSMENT

_PiSPage | P page | [FEFezed | P | _prce |
[ Fae JoP_JFeE ]
[eporioc oga guodon =1

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

T Ankle. Right, Locked
1 Ankle, Right, Urlocked
1 Ankle, Left, Locked

1 Ankle, Left, Unlocked
[ Blanket/Met

1 Hand Mitt, Riight

1 Hand Mitt, Left

[] Vest, Locked

1 West, Unlocked

1 waist, Locked

[ waist, Unlocked

1 wiist, Right, Locked
1 wiist, Right, Unlocked
] wihist, Left, Locked

1 wiist, Left, Unlocked
O
O
]

Soft
Leather/plastic/ubber
Other

[ Bed alam
[ Camouflage fines/tubes
] Diversional activities

] Family at bedside

] Hourly rounding

] Laptap trap

] Low bed with mats

1 Mave closer to nuise's station
[ Pain relief medicine

] Patient/family education

1 Reality oriertation

] Repositioning of lines/tubes
] Side ralls. 3 or less

[ Sitters

] Wedge cushion

1 Qther

DI A (2902) Ward: PHX-ADMISSION SCHEDULED

] Follows simple diections

[ Does nat pull at nes/tubes

] Contracts for safely

[ Denies homicidal ideation

[ Denies self ham

[ Denies suicidal ideation

[ Displays no aggression to self/others

1 Qther

[ Page ] _pesuce |

(i RN Reassessment - VHLSIE, JELUAHT ALRUHYJH (5326) Ward: 4CT

MEMNTAL HEALTH ASSESEMENT

Tab to be completed fol

ients admitted to acute psychiatry, orwith & history of mental health problems

] Patient unabls to communicats
N Family/ support persan present

(o7 Jree ]
ETETEr—|

RN Reassessment, Mental Health Assessment (MH) tab, MH Page 1 window
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File Tabs Help

FUNCTIONAL ASSESSMENT

HYJH (5326) Ward: 4

* Palient/family/suppart persan “\/hy could o one respond

~able: o respond to question:

Patient unable to communicate
Mo fariily/support person pressnt

] Other

 Yes & No

Instructions for campleting Katz Index of Independence in Activities of Dail Living

Eathing:
1 - Bathes self completely or needs help in bathing only a single part of the bady
such as the back, genital area, or disabled extiemity
0 - Needs help with bathing more than one part of the body, getting in or out of
the tub or shower. Fequires total bathing.

Dressing:
1- Gets clathes fiom closets and diawers and puts on clothes and outer gaments
complete with fasteners. May have help typing shoes.
0- Needs help with dressing self or needs to be completely dressed,

Toleting
1- Gioes to lailet, gets on and off, anranges clothes, cleans genital area without
elp
01- Needs help tiansfeniing to the tailet, cleaning self or ses bedpan or commode

Transfening:
- Moves in and out of bed or chair unassisted. Mechanical iansfening aides
are acceptable
01- Heeds help in moving from bed ta chair or requires a complete transfer
Total score: 0
Continence:
1 - Exeicises complete self contiol over wination and defecation
00- Is partially or totally incortinent of bowel or bladder

Prior score:

Feeding
1 - Giets faod from plate into mouth without help. Freparation of food may be
done by anather person
01- Needs partialor total help with feeding or requires parenteral feeding

* Oither reaser o Gne could (espand

E = High (Patient independent); 0 = Low [Patient very dependent]

* Information obtained from * Dther source of infarmation

Assist patient with
] Ambulating
[ Bathing

[ Dressing
| Feeding
| Tailsting
[ Transferting

Did patient have 2 desreasein
the [evel ot independerce

Prior respionss

Func Page 3| _ FuncCP

| Resp [ [ Mewo &l JGU M | skin

Gen Inf | Educ | Fain | W

P/5 | Rest | MH

Funo |DP | PCE | Wiew Test

= Designates a required field

Goto radiogroup: |sble tarespond to questions =] Ga |

|Performing assessment

RN Reassessment, Functional Assessment (Func) tab, Func Page 1 window

(i RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4CT

File Tabs Help
FUNCTIONAL ASSESSMENT

Instiuctions for assessing the patient's level of assistance . .
Patient's level of assistance |

Independent (Patient performs task salely, with o1 without staft
sssistance. with or withaut assistive devices]  Independent
Partial ssist [Patisnt 1equies no more help than stand-by, cueing, or
caaing, or caregiver is requied to lit o more than 35 Ibs. of & patient's
weight]

" Partial gsist

Dependent - Patient requires nurse to it more than 36 Ibs. of the (" Dependsnt

patient's weight, or is unpredictable in the amount of assistance offered)

Fior response:

Instiuctions for assessing patient's level of caoperation and comprehension
* Level of cooperation and comprehernsion |

Cocperative [may nieed prampting; able to fallaw simple
commands]

" Cooperative
Unpredictatle or varies [patient whase behavir changss
frequently should bs considered as “urpredictabl”: not

’ ' Unpredictable or vaiies
caoperative; or unable to follow simpls commands

) ) . A :
Applicable condtions ikely to affect transfer/iepositioning techniques ' o CoPo e

General observations/comments

Transfer/repositioning technigues comments

—l=lx|

Assessmert citsiia and care plan for safe patisnt handing and movement

& assessment shauld be made prict ta sach task I the patient has vaning
levels of ability ta assist dus to medical r=asons, fatigus, medications, efc:
wéhen in doubt, assume the patisnt cannot assist with the tansfer/
repositioning.

Height 66,25 in [168.3 em] (03/11/2011 09:14]
Weight: 229,94 Ib [104 5 ka (06/22/2011 12:30)
BMI: 369 (JUN 22, 2011 @12:30:48)

Frior response: Frior response;

Func Page 1 FuncPage3|  FuncCP

Genlnf| Educ | Pain [ v [ Resp Jov [ Mewo[ Gl | GU

[ s Jskin [P/s [ Rest | mH

Fune [DP ] PCE

Wiew Text

= Designates a requirsd fild

G to radingroup: [Patient's level of assistance - Go |

Performing assessment

RN Reassessment, Functional Assessment (Func) tab, Func Page 2 window

140

Patient Assessment (NUPA) V.1

RN Reassessment User Manual




i) RN Reassessment - VHLSJE,JEL
File Tabs Help

== x|

FUNCTIONAL ASSESSMENT

Use of mechanical lifing devices and approved aids for lifting, transferring, repositioning, and maving patients.

Transfer to and from Bed to Chair, Chair to JTransfer to and from Chair to Stietcher or
Tolet, Chalr to Char_ Car to Chair Lateral ranster to and from Bed to Stretcher, Tralley  Chai to F ram T able

quipment/Assistive Device E quipment /Assistive Device Equipment/Assistive Device:
CITeiing it L] Cefing lift Ceiing lit

Friction reducing device (] Friction reducing device CJ Friction reducing device

L] Full body sling [ Full body sling [ Full body sling

[] Gait belt [ Gait belt L] Gait belt

L] Lateral transfer device [ Lateral transfer device [ Lateral ransfer device:

[ Power stand assist [ Power stand assist L] Power stand assist

L] Sliding board [ Sliding board L] Sliding board
Wumber of staft [0 2] Number of stalf [T 2] Mumber of stalf [0 2|
Reposition in Bed. Side to Side. Upin Bed Reposition in Chair Transfer a patient up from the oot
Equipment/&ssistive Device Equipment/Assistive Device Equipment/assistive Device

[ Ceiling fift [ Ceiling lift [ Ceiling lit

[ Friction reducing device: [ Friction reducing device [ Friction reducing device

[ Full bady sling ] Full bady sling [ Full body sling

L] Gait belt L Gait belt L] Gait belt

[ Lateral transfer device [ Lateral transfer device [ Lateral transfer device

[] Power stand assist [] Power stand assist [] Power stand assist

[ Sliding board [ Sliding board [] Sliding board Print
Mumber of staff |0 > Nurnber of staff |0 > Mumber of staff |0 >

Eduoate Patisnt, Famiy, and Suppart Person on

~Sling type Sling size
" Standaid £ Medium (100 ta 210 Ibs, height 5 ft - 5 t 11 in)
' Amputation
g ——  Large (210t 550 bs, height & ft and overl
Prior 1esponse: Prior 1esponse:
Height: 66 25in [168.3 om] (03/11/2011 05:14)
Weight: 229 84 b [104.5 kg (06/22/2011 12:30)
Func Page 1| FuncPage 2| [ FuncPage 3] Func CP
Genlnf| Edus | Pain [Iv  JResp [0 [Newo| Gl [GU M5 [skin [P/5 [Rest [MH  Fue [DP [ PCE | Wiew Tex|

* Designates  required field o to adiogroup: [Sling type = Go |

Performing assessment

RN Reassessment, Functional Assessment (Func) tab, Func Page 3 window

RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward _ =[x
File Tabs Help

DISCHARGE PLANNING

= Patient/famiy/support person *Wwhy could no ons respond = thes reasor no one could iespornd

*Information obtamed fiom = Bther source of infarmation
able to respond to questions—|

Patient unable ta communicate
Na famiy/support persan present
Other

(]

 Yes & No

*Does patient have a legal! * Speciyauardian (conservator)
medical guardian [conservator)?

i Yes

= Desoiibe emplopment status

& No

Pulled from P45 Page 2

*Home enviranment

D et bt SpeclEipren esded el Hone

General ohservations/comments

* Wther bransportation far discharge

DF Page 1 DP CP

Genlnf| Educ [ Fan | W JResp [Cv [ Mewo| Gl JGU M5 Jskin [R5 JRest [MH [Func pp  [FCE [ View Tex|
* Designates a requied field Go ta radiogioup: [able to respond to questions | = B

|Performing assessment

RN Reassessment, Discharge Planning (DP) tab, DP Page 1 window
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(i RN Reassessment - VHLSJE,JELUAHT HYJH (5326) Ward: 4 _ =] x|

File Tabs Help

DISCHARGE PLANNING - PROBLEMS/INTERYENTIONS/DESIRED OUTCOMES

* Pioblerms, interventions, and desiied outcomes indentiied in previous tsbs haye been dissussed Sty hasnlt plan of care been discussed

Anficipated Discharge Plan Goaks * Familp/suppert persan i discharge plarring

[] Discharge to home without additional services
Iwolve farmiy/support person n discharge plarring
Patintis homeloc

[] Patient requires transpartation assistance
Discharge to home with support services (physiological needs e.g. 02, ¥ therapy, pain thecapy and wound care) ™
Discharge to home with support services (functional needs e.q. assistance with homa ADLs) =

Discharge to home with support services (social needs &g, financial assistance, transportation, fllow-up appointments, support gioups) ™

] Discharge to hom with support sarvioss (sducalionel needs 6.0, classss, materals) ™

Discharge to home with support services [spitual needs e, cleray contact)

Discharge to home with support services (special equipment nesds) ™

Discharge o hore with Mulidug Resistant Digarism [MD ROV nfectious Disease information

Discharge o estenderd care faciity ™

] Patient idertiied s a wandsrer/elopement sk **

Patient idzrnified as i risk

Patient on isolation precautions

Plan for support for patient's care giver/s ™

Oither 1

(] Other 2

[ Other 3 Dl (Pl B | Social Work Consult |

If an itemn containg =, then a Social Work Consult o Discharge: Planning Consult is reguired

Telehealth Consul | Home Care Consul |

e o]

Genlnf| Educ [ Pain [ W JResp [ o [ Mewo &l U [Ms [skin [P [Rest [MH JFuns pp  [PCE | ViewTest

= Designates a required field

|Performing assessment

RN Reassessment, Discharge Planning (DP) tab, DP CP window
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Patient can respond

1. If the patient can respond, select Yes and select where the *Information obtained from.

(& RN Reassessment - VHLSIE,JELUAHT ALRUHYJH (5326) Ward: 4
File Tabs Help

GEMERAL INFORMATION
et easar no Gne could (espond. * Informalion obtained fiam * ik source of nfarmmation
* Pationt/family/support petson */hy could no orie respond
able to respond to question: [ Authorized sumogate:
] Family/Support Person
(v es  Ne [ Medical Recard
L] Other

~Demographi
Name: YHLSJEJELUAHT ALRUHYIH

Age 63 Sex MALE  Race: DECLINED TO ANSWER

Admitting diagnesis: CHEST PAIN * Prefenred Healthcare Language
Piot pitisnt tsstnes bo “what doss pafisnt want (o  Ergish
aeonpish by this Hosplaleation” £ Spanish

£ Dther

* Other Langusge

Plicr patient resporse

*WWhat does patient want to
accomplish by this hospitalization

Gen|Page1| GenlPage2| GenlPage3| GenlPage4

Skin | P/S | Rest |MH | Func [OF | FCE | View Text

Go to radiogroup: [able to respond to questions - 6o |

Genlnf | Educ | Fain | v Fesp | OV | Mewo |Gl [ GU M/

= Designates a required field

Performing 1t

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

2. Continue through the reassessment tabs and pages.
3. Complete all the fields with asterisks; they are required fields.

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

4. Upload the information.
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Updating the Reassessment Note

PADP provides you with the ability to document simple updates during a tour of duty. You do not have to
re-enter a completed reassessment every time you document. For another tour of duty, just return to the

reassessment template and update information.

1. In CPRS, open the Tools menu and select RN Reassessment.
RN Reassessment opens to the CPRS patient.

2. If the patient had a reassessment completed within the last 24 hours, the following screen displays

providing several choices for initial reassessment for shift and update reassessment (full

reassessment completed previously on current shift).

e L e

a1 i o o d B rwes [RITLR E

sy | g

Sl i e e By
I 1} 8 . i Y [l e S § S i - o W
= e
- L gt g
e aE
B I b T R e

L eyt iy deem ST TR N

RN Reassessment window
with Assessment Types

Note: The template that opens is identical to the initial RN Reassessment with one
exception-there are no required fields.

3. Move to the tab that requires updating.
For example, to document that an 1V was discontinued:
a. Click IV.
b. Select an IV to discontinue.
c. Selectthe IV discontinued check box.
4. Open the File menu and select Upload Data.
Data is uploaded.
5. Sign note in CPRS or from the View Text tab.
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Glossary

Term Definition

ADPAC Automated Data Processing Application Coordinator

ART Adverse Reactions Tracking

BCE Bar Code Expansion

BCE-PPI Bar Code Expansion-Positive Patient Identification

BCMA Bar Code Medication Administration

Belong Belongings

CAC Clinical Application Coordinator

CIWA Clinical Institute Withdrawal Assessment.--CIWA

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

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

CMS Centers for Medicaid and Medicare Services

COTS Commercial Off the Shelf

CP Care Plan

CPRS Computerized Patient Record System

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
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Term Definition

IV Dialysis IV Dialysis ports

IV Periph IV Peripheral lines

JCAHO Joint Commission on Accreditation of Healthcare Organizations

LPN Licensed Practical Nurse

M/S Musculoskeletal Assessment

MAS Medical Administration Service

MH Mental Health Assessment

MRSA Methicillin-Resistant Staphylococcus Aureus

NAA Nursing Admission Assessment

Neuro Neurological Assessment

NHIA Nursing Healthcare Informatics Alliance

NPAT National Patient Assessment Templates

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

OED Office of Enterprise Development

OERR Order Entry Results Reporting

oIT Office of Information and Technology

ONS Office of Nursing Services

Orient Orientation to Unit

P/S Psychosocial Assessment

PADP Patient Assessment Documentation Package

Pain Pain Assessment

PC Plan of Care

PCE Patient Care Encounter

PD Product Development

PHR Patient Health Record

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

Resp Respiratory Assessment

Rest (or Restr)

Restraints

RN

Registered Nurse

RPC Remote Procedure Call

RSD Requirements Specification Document

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

Skin Skin Assessment
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Term Definition
SNOMED -CT Systemized Nomenclature of Medicine Clinical Terms
TIU Text Integration Utilities Program
All text in CPRS is stored in TIU
TJC The Joint Commission
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 Admission — RN Assessment, Admission —
Nursing Data Collection, and Interdisciplinary Plan of Care.

Documentation for NUPA Version 1.0 is also available on

e VA Software Documentation Library in the Clinical Section
http://www4.va.gov/vdl/

e PADP SharePoint for NUPA Version 1.0
http://vaww.oed.portal.va.gov/programs/class3 to classl/padp/field development
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Appendix A
Reassessment Contingency Note

A
= Mokt
Reassessment
Contingency Note.pd

During system downtimes, print a copy of the attached Reassessment Contingency Note and use it to
perform an RN Reassessment.
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