
STANDARD PRECAUTIONS ARE PRACTICED ON AtL PATIENTS

lCal l  
l ieht within reach

- | Aea lorv position
) l  -

Up ad l ib /  Up with assistance

Chair with assistance

Bedres t ( tu rnq2hours)

R /Aase i l

Tray s€t up / Feed / Assisi (T/F/A|

Mouth Care q shifl + PRN (q 4 hrs on vent)

Bath: Sell / Assist / Complete (S/A/CI

Pericare (q shift & PRN)

Anti+mbolic hose ofl tQ I hrs X 20 minutes)

ETT positlon chg /Trach care

Cough / Deep Breathe

Foley care (a shift)

lV Site Appearsnce (O 2 hours) + PRN

lnvasive Line Insertions

Flush bag changed X

1 8 21

IV SITE
APPEARANCE
0 - No pain, no redness, no swell ing, no drainage
1 = Pain
2 = Redness
t = Swell ing
4 = Drainage
g = Pain, redness, swelling, drainage

22

A lqleels locked Side railry x -

F I Special Precautions:

E iAspirat ion: H.O.8.

DRESSING
Dl - Dressing Intact
l  - Changed

IV SITES:

LOCATIOT.I/TYPE DATE INSERTED APPEARANCE
write applicable nos. DRSG A /DI INIT

DR.VISITS -TIME & PHYSICIAN SIGNATURE &TITLE / PRINT NAME

o$,\t'r in tto,;pilul
o i  I  I o r r r l o r r



STANDARO PRECAUTIONS ABE PRACTICED ON ALL
F = FLACC SCOHING

PATIENTS
V . VERBAL PAIN SCALE W =WONG BAKER tr  REFEBTO PLAN OF CARE

DATE:

F = FLACC SCORING
CATEGORIES 0 1 2

Faco No particular expression or smile Occasional qrimace or frown, wilhdrawn, disinterested Frequenl to constant quivering chin, clenched jaw

Lego Normal position or relaxed . restless. tense Kickinq or leqs drawn uD
Activhy Lying quietly, normal position, moves easily Squ shifting back and forth, tense 1 Arched, rigid or
cry No cry (awake or asleep) Moans or whimpers, occasional complaint ] Crying steadily, screams or sobs, lrequent complaints
Coneolablllty Content. relaxed Reassured by occasional touching, hugging or

being talked lo, distraclible I 

Difficutt lo console or comfort

V = VERBAL PAIN SCALE W = WONG BAKER PAIN SCALE

0 12 3
-/-

4  5  6  7  8 I
-/-l

10 6lv
(t)
-/

t f

PAIN FREE MODERATE

PA|N ASSESSMENT Q 2 HRS & PRN (rCU)

DURAT]ON CHARACTER/OUALITY DESCRIPTORS:
C-Cont inuous A =Aching S1 -Stabbing T=Throbbing
| = Inlermittenl B = Burning S2 = Spasmodic 53 = Sharp

PAIN DOCUMENTATION

SEVERE WORST

P = P r e s s u r e  O = O t h e r
54 = Superl icial
D2 = Deep

Pain free Mild pain
(A) (B)

Moderate Severe
(c) (D)

rn\o/
Worst

(E)

COMFORT GOAL

AGGRAVATED BY OESCRIPTORS:
M=Movement C =Coughing E -Environmental CC = Cannot Communicate
DB - Deep Breathing P = Palpation O = Other

D = Dul l S = S w a l l o w i n g  F = F '= See Notes l,l/A = Not

n I-ir

RESTRAINT FLOW SHEET
Non-Behavioral

tr  REFERTO PLAN OF CARE

A. Alternalives atlempted and deemed ineffective
I Provide diversional activities
I Moved closer to the nursing station
l-l Increased observation
D Secure lines and tubes
D Other:

D Educate/explain Plan of Care, treatments and procedures

B. Reason lor restraint use
f l  Poor judgment I Poor safety awareness
tr Unable to understand the need for treatment fl Prevent removal of lines/tubes
! Inability to follow direclions

C.Types ot restraini
tr Soft limb restraint
D Mitten (Tied/Untied)
E Enclosure Bed
I Side Rails
I Lap Belt
I ChemicaUMedication

Observed Behavior Key:
CA = Calm CP = Qespsr3llrt 1i1Q = No Change [Q = Agitated
S = Sleeping Dl = Disoriented OR = Oriented AV = Agglgsslt.
UC = Unable to cooperate with instruction

09 ii-T iz-T-ii

SAFETY/FALL PREVENTION
N FALL RISK BAND

FALL RISK ASSESSMENT
I_] REFER TO PLAN OF CARE

D Reorientation
I Decreased environmental stimulus
I Family or S.O. involvement
[] Bed alarm
I Repositioning

D RUE !  LUE C RLE !  LLE
D Right tr Lefi tr Both

tr X4 n 2 full rails up

OUALITY/CHABACTER

R A O I A T E S  Y = Y E S  N = N O

PER]OOIC REASSESSMENT 7 A-7P7P.74 REASSESS POST
F A I  I / N R  O T I I F F I

It yes to any below, enter polnls

Age 65 or olclor (3 pts)

Gonfueed/disoriented (5)

Hi8lory ot falls (10)

Frequenty/urgency/incontenent (5)

Elimination with assistsnce (5)

Vlsual lmpairment (4)

Conlined to chair or bed (3)

Hearing impaired (2)

Bowel prep (4)

Mobility/gaiUbalancey'decreased peripheral sensation/
neuropathy (5)

Assistive device lor amutransfer attached to EKG leads.
lV pole, orygen, chest tube, SCD (3)

Fall Rlsk Medicationg - Lisl is below (2)

Lsnguager'communicstion def icit (1 )

Syncope/dizzylpostural hypotension (4)

Orug/alcohol problem/depression (2)

Total points for each asaessment

Protocol initiated based on score

lnit ials

Protocol A PointTotal 0 - 9 Low to moderale risk
O Conelder ihef apy conault
D Educate pUlamily regarding risk snd prevenlion ot talls
tr Bed in low position, wheels locked,2-3 siderails up
D Ensure adequate llghting and remove clutter
tr Provide non slip lootwear
! Obs€rve slcep and elimination patterns, offer assislance every 2 hours PRN
D Place csll light, phone, and personal items within reach
D Consider pharmacy consult
D Coneider timing of diuretlc, bowel prep, laxalive adminisiration

Protocol B PointTotal > 10 High r isk
tr Place "STAR" oulside ol door/place tall risk band
U Initiate all Interventions for Protocol A
tr Anticipate toileting neods, take to BR q2 or q4 at nighr
0 Conslder bed alarm or landing strip
D Move pt near nurse's slatlon
D Involve the lamlly tor assislance during high risk times
D Consider sitler, low bed or enclosure bed (MD order needed)
tr BR light on (evenings and nights)
D Place lV, foley, landing strip on side of bed that patient exits

Fal l  Risk Medications
Antihistamines
Cathartics Laxative
Diuretics
Narcolics
Psychotropic Drugs
Benzodiazepines
Hypnotics
Antidepressants
Hypolensives
Muscle Relaxant

OBSERVEO BEHAVIOR
(See above key list)

RESTRAINT RELEASED AT LEAST
EVERY 2 HOURS FOR 1O MINUTES/
PROPERLY APPLIEO

SKII-UCIRCULATION CHECKED AT
LEAST EVERY 2 HOURS

ROiTVREPOSITION ED AT LEAST
EVERY 2 HOURS

HYDRATIOI\UNOU RISHM ENT NE EDS
MAINTAINED AT LEAST EVERY 2 HOURS

SA FETY/PRI VAC Y/MODESTY MAINTAI N ED

CONTINUET' NEED FOR RESTRAINT
ASSESSED AT LEAST EVERY 2 HOURS

ELIMINATION NEEDS ADORESSED
AT LEAST EVERY 2 HOURS IF NEEOED



tr REPORT RECEIVED FROM PREVIOUS SHIFT
tsoLATtoN (TYPE) SOURCE/LOCATTON

DATE: TIME: (7P-74\

SKIN TE$P: WARM D DRY n COOL D DIAPHORETIC D

COLOR:  MEMBRANESPINKD PALED OUSKY0 CYANOTICO JAUNDICEOO

EDEMA: tl/A I TYPE AMT. LOCATION _,,_

TYPE:  P= PITTING D= OEPENDENT
AMOUNT: 1+ = SLIGHT 2+ = MINIMAL 3+ = MODERATE 4+ = SEVERE

HEMATOMAS: N/A O LOCATION ECCHYMOSIS D LOCATION

MOTTLING f}

#ili::':'*.- sluc F,*ED ooOOOOOO
R D t r D

L  t r  !  D  
2 3  4  s  6  : l  8  9 m m

LOC:ALERTO LETHARGICt r  OBTUNDEDtr  STUPORoUStr  COMATOSED

BEHAVIOR: APPROP. D INAPPROP. D CONFUSEO n AGITATED C COMBATIVE D

ORIENTATION: PERSON D PLACE O TIME f]

SPEECH:  CLEARO SLURREOD INCOMPRE.D

MOVEMENT:

VOLUNTARY

COMMAND

STRENGTH (o-4)

OTHER:

RA LA RL LL

n t r t r !
D N N D

APHASIC tr lF APHASIC: EXPRESSIVE D

ETT/TRACH D

RECEPTIVE D

MOVEMENT CODES:
4+ = NORMAL
3+ = OVERCOME RESISTANCE
2+ = CAN'T OVERCOME RESISTANCE
l+ = OVERCOME GBAVIW
O = NONE

CARDIOVASCULAR:  ECGALARMS LOW __ H l  ONt r  MAXt r

RHYTHM: ECTOPY- LEAD

PM: l{/A D INT D EXT tr SETTINGS

BOX # TELEMETRY BOX #

HEARTSOUNOS:  t r51  t r52  C53 E54 nOTHER

NAILBEDS: PINK D PALE ! oUSKY D CYANOTIC U

CAP REFILL:  pRISK n  SLUGGISH D

PULSES: BRAC RAD FEM

GRADE R

{s.D.P) L

CHESTTUBES:  N/AD PLEURAL:  RD LD MEDIASTINALX

SXN cm DRAfNAGE:  SANGD SEROSANGD SEROUSD

OTHER:

PULMONARY: ROOM AIR ! ASSISTED D DOI - oATE OF INSERTION

RATE: EVEN D UNEVEN D SLOW n RAPID n UNLABOREo O LABORED D

DEPTH:  SHALLOWtI  MODD DEEPD

COUGH U PROOUCTIVE N NON PROOUCTIVE SECR€TIONS:

O =  ABSENT

D = OOPPLER

P = PALPABLE

B.S. :  CLEAR OIMINISHED

R U L N D

R L L ! D

L U L C t r

L L L D D

RHONCHI

D

n
o
tr

CRACKLES

tr
tr
C

C

WHEEZES

!

u
u
D

DRAINAGE
AMOUNT:
O =  NONE
S = SCANT
M = MODERATE
H = HEAVY
TYPE:
S = SEROUS
SS.  SEROSSANGUINEOUS
P = PURULENT

CHEST EXPANSION: EOUAL D OTHER:

ASSISTED: N/C n VM n -_"/" NRB n ETT O DOI: SIZE

TRACHD OOI SIZE./TYPE

BIPAP O E- I -_ RATE

VENT SETTINGS: VI RATE __ FiOe PS P E E P

ACD SIMVN T.TUBEt r  CPAPD OTHER ALARMS ON N

PULSE OX ON t r  ALARMS ON !POSITION: ETT/OTHER:

GASTROlNTESTINAL

ABD: SOFT D FIRM tr DISTD. I NON-TENO U TEND. D OUADS

BOWEL SOUNDS:  ABSENTf I  PRESENTt r  X  -  ,  QUADS

HYPOACTIVE C NORMOACTIVE N HYPEBACTIVE D

NGTUBE:  N/AD NABE Rn LO SXN cm PLACEMENTD

DRESSINGSflNCISIONS/DRAINS: t l /A D JP x HEMOVAC X

LOCATION OF TUBES:

DRESSINGS/LOCATION

IV MONITORING /  ASSIST DEVICES NiA N

I{/A ' SITE WAVE: GOOD D DAMP D g CALD ! DRSG D/l n

AUNIEP:  SBP LO l r1 ' l  DBP LO / H I  M A P  L O  / H I  O N

C V P : N / A D  S I T E  W A V E :  G O O D D  D A M P D  O C A U D D  D B S G D n D

SAFETY DEVICES/RESTRAINTS YES I

REFER TO PLAN OF CARE !

NO C WRITTEN ORDER (NO PHONEI/ERBAL) N

FEEOING TUBE: l , l /A D NARE R t l  L tr PLACEMENT ! TYPE

DIET: NPO tr PO D _ DIET ENTERAL FEEDING tr TPN D

FORMULA:  __ ,  OTHER:

RECTALTUBE D RECTAL BAGC COLOSTOMYD

PLAN OF CARE: REVTEWEO tl  UPDATEO n

EDUCATION: n PATIENT/FAMILY EDUCATED ABOUT PLAN OF CARE. MEDICATION,TREATMEN

AND PROCEDURES
RENAL:  CONTlNt i lTn  l i lCONTl t {E t lTO v0 l0 !  F0LEYD ANURICt r

COLOR;  COLORLESS!  YELLOWU STRAWn AMBERn

CLARITY:  CLEARE CLOUoYt r  SEDIMENTSD CLOTSD

OIALYSIS: t l /A O HEMO D Pff i lT. D

HD CATH fl TYPE/LOCATION

A V G R A F T O  R A D  L A O

FOLEY DOI :

OTHER:

DUE TO VOID D TI ' i IT

PINK O BLOODY !

NUMBER LACERATIONS/ERUISES/PRESSURE U LCERs/SKIN TEARS/EXCORIAT]ONS

fin(t

L&fi
C NO SKIN BREAKDOWN NOTED

pnessu nE wouNos,rorienlGinc e

WOUNO LEGEND:

STAGE: (APPLIES ONLY TO PRESSUFE WOUNOS)

I = REDNESS, SKIN INTACT

II = SHALLOW, OPEN ULCER

III = TISSUE LOSS DOWN TO SUBCUTANEOUS LEVEL

lV =TISSUE LOSS OOWNTO BONE/MUSCLE/TENOON

, US = UNSTAGEABLE. COVERED WITH SLOUGI"UESCAR

r OTI = DEEP TISSUE INJURY. PURPLE/MAROON AREA/SKIN INTACT

DRAINAGE

4nr{Yl1

ODOR
Y = Y E S
N = N O

I

THRILL !  BRUIT N

PATIENT LABFL



!  REPORT RECEIVED FROM PREVIOUS SHIFT

SKIN TEMP: WARM D DRY D COOL D DIAPHORETIC u

COLOR: MEMBRANES PINK D PALE D DUSKY 0 CYANOTIC 0 JAUNDICED I

EDEMA: IIYA n TYPE AMT. _- LOCATTON

T Y P E :  P =  P I T T I N G  D = D E P E N D E N T
AMOUNT: 1+ = SLIGHT 2+ = MINIMAL 3+ = MODERATE 4+ = SEVERE

|IEMATOMAS: N/A O LOCATION ECCHYMOSIS D LOCATTON

DRESSINGSANCISIONS/DRAINS: N/A tr JP X HEMOVAC X

LOCATION OFTUBES:

rsoLATroN (wPE)

D Contact

O Droplet

D Airborne

SOURCE/LOCATION

TIME:  (7P-7A\

NEUROLOGICAL

PUPILS: mrn BRISK SLUG

MOVEMENT; RA LA RL LL

V O L U N T A R Y O N ! t r

F''ED oooooooo
L  !  !  O  

2 3  4  s  6  . 7  8  9 m m

LOC: ALERT tr LETHARGIC a OBTUNDED fl  STUPORoUS tr COMATOSE !

EEHAVIOR: APPROP. D INAPPROP. n CONFUSED D AGITATED C COMBATIVE n

ORIENTATION: PERSON D PLACE 0 TIME D

SPEECH:  CLEARn SLURREDn INCOMPRE.D ETT/TRACHO

APHASIC ! lF APHASIC: EXPRESSIVE tr RECEPTIVE tr

^u*eEnLAUE.A'F 

ql 
"{-"^HrA'oNs

[1tl'mffi
OL$W |il

c No sKrN BREj\KOOWN NOrED

:  l l l  = TISSUE LOSS DOWN TO SUBCUTANEOUS LEVEL

IV = TISSUE LOSS OOWN TO BONE/MUSCLVTENOON

I US = UNSTAGEABLE. COVERED wlTH SLOUGWESCAR

DTI = DEEP TISSUE INJURY, PURPLE/MAROON AREA/SKIN INTACT

IV MONITORING /  ASSIST DEVICES N/A C

CVP: N/A n SITE WAVE: GOOD ! DAMP D O CAUD D DBSG Dn t]

SAFETY DEVICES/RESTRAINTS YES t] NO tr WRITTEN ORDER INO PHONE,^YERBAL) tr

REFER TO PLAN OF CARE D

PLAN OF CARE:  REVIEWEDtr  UPDATEON

EoUCATION: C PATIENT/FAMILY EDUCATED AEOUT PLAN OF CARE. MEDICATION,TREATMENT

AND PROCEDURES

COMMAND

STRENGTH (0.4)

OTHER:

o n n n

MOVEMENT COOES:
4+ = NORMAL
3+ = OVERCOME RESISTANCE
2+ = CAN'T OVERCOME RESISTANCE
1+ = OVERCOME GHAVITY
O = NONE

PRESSURE WOUNDS/OTHEB STAGE

WOUND LEGEND:

STAGE: (APPLIES ONLY TO PRESSURE WOUNOS)

I = REDNESS, SKIN INTACT

II = SHALLOW. OPEN ULCER

DRAINAGE
3MIrryE _

ODOB
Y = Y E S
N = N O

ON tr MAX t]

RHYTHM: __,ECTOPY LEAD

PM: |'l/A D INT D EXT ! SETTINGS

B O X # _  T E L E M E T H Y B O X # _ _ , ,  ,

H E A R T S O U N D S :  D 5 1  t r 5 2  C 5 3  n 5 4  D O T H E R

NAILBEDS: PINK C PALE n DUSKY ! CYANOTIC n

CAP REFILL: -BRISK U SLUGGISH D

PULSES: BRAC RAD FEM POP DP

GRADE R

(a.o.P) L _

CHESTTUBES:  N/AD PLEURAL:

SXN cm DRAINAGE:  SANGD

OTHER:

A =  ABSENT

D = DOPPLER

P = PALPABLE

R N  L N  M E D I A S T I N A L X

SEROSANGD SEROUSD

PULMONARY: ROOM AIR 0 ASSISTED n DOI - DATE OF INSERTION

RATE:  EVENO UNEVEN!  SLOWn RAPIDD UNLABOREOn LABOREDtr

DEPTH:  SHALLOWD MODtr  DEEPN

COUGH 0 PRODUCTIVE n NON PRODUCTIVE SECRETIONS: __

B.S.: CLEAR DIMINISHED RHONCHI

DRAINAGE
AMOUNT:
O =  NONE
S = SCANT
M = MODERATE
H = HEAVY
TYPE:
S =  SEROUS
SS.  SEROSSANGUINEOUS
P = PURULENT

R U L D D

R L L D D

L U L N D

L L L D D

CHEST EXPANSION: EOUAL D

ASSISTED: NiC D __ VM n

TRACH O DOI:

D
tr
I

n

CRACKLES

!

C

tr
tr

WHEEZES

u
D

n
!

OTHER:

-_,  o /o NRB D ETT D DOI:  SIZE:

slzvrYPE
B I P A P t r  E _ l _ R A T E _  F i O z

VENT SETTINGS: V1 RATE - FiOz PS PEEP

AC N SIMV O T.TUBE D CPAP N OTHER ALARMS ON N

POSITION: ETT/OTHER: PULSE OX ON tr ALARMS ON D

GASTROINTESTINAL

ABD: SOFT O FIRM ! DISTD. n NON-TENO n TEND. D

BOWEL SOUNDS: ABSENT D PRESENT C X

HYPOACTIVE O NORMOACTIVE tr HYPERACTIVE N

NGTUBE:  N/AO NARE Rn LO SXN cm PLACEMENTD

COLOR:

FEEDING TUBE: l,l/A D

DIET: NPO tr PO n

NARE RD L t r  PLACEMENTC TYPE:

DIET ENTERAL FEEDING ! TPN N

FORMULA:  OTHER:  __

RECTALTUBE N RECTAL BAG U COLOSTOMYD

OUADS ALINE:  WAD SITE WAVE:  GOODD

ouAos AUNTBP:  sBP to  r  H t  DBp Lo I  H l

DAMPN S CALDN DRSG D/ I t r

M A P  L O  /  H I  O N

RENAL: C0llTl l l t t lTa l t{COllTlNEXTtr v0l0O F0LEYtr Ai lURIC!

COLOR: COLORTESS n YELLOW U STRAW n AMBER n

CLARITY: CLEAB C CLOUDY tr SEDIMENTS D CLOTS I

DIALYSIS: l,l/A O HEMO D PffilT. D

HD CATH D TYPE/LOCATION

A V G R A F T t r  R A D  L A D

FOLEY DOI

OTHER:

DUE TO VOID !  T IMT

PINK I BLOODY N

I

THRILL U BRUIT D

PATIENT LABEL



STANDARD PRECAUTIONS ABE PRACTICED ON ALL PATIENTS

BRADEN SCALE

Sensory Perception 1: Completely limited, unresponsive

2: Very limited, responds lo pain only

3: Slightly limited, responds to voice

4: No impairment, no sensory deficlt

Moisture 1: Constantly moist, frequenl linen changes

2: Usually moist, +2 linen changes,/shift

3: Occasionally moist, +2 linen changes,/day

4: Rarely moist,  dai ly l inen changes

Activity 1: Bedrest or confined to bed

2: Chalr only, and need assiat to/from chair

3: Walks occasionally, in b€d/chair mostly

4: Walks frequently, at least 2X per shift

Mobility 'l: Complelely immobile, totally dependent

2: Very limited, mostly dependeni

3: Slightly limited, minimally dependent

4: No limitations, compl€tely independent

Nutrition 1: Very poor intake/NPO +5 days

2: Probably inadequate, eatg < 50o/o meals

3: Adequate, eats > 50o/o,TPN, tube leeding

4: Excellent, eals > 75"/o all meals, snacks

Friclion & Shear 1: Problem, mod/max assist in moving

2: Potential problem, min. assist in moving

3: No apparent problem, moves w/o assist

Completed

INTERVENTION

Prolect skin from molsture.

Use skin barrier cream to protecl skin exposed to urin€y'stool. Institute measures lo contain feces and/or urine il
incontlnent (i.e.; tecal bag, indwelling of external catheter.).

Oecrease friction and shear by
. Keep head of bed elevated at or lower than 30 degree angle. Elevate HOB only as noeded for meals, treaiments

and it medically necessary
. LIFT the patient. Do not slide the patient $/hen moving up in bed.
. Use assistive devices to reduce lriction and tacilitate patient movement (i.e., truning sheets, overbed trapeze).
Position patient wiih pillows and other suypport devices. DO NOT USE DONUTS.

Provlde padding for casts, braces and splints, elbows and heels, (i.e.: heel protectors, pillows, wedges).

Apply padding around the ears to protect against irritation lrom oxygen cannula use (i.e.; 02 tubing foam wraps).
Increase activity and mobllity in patients that are bed bound or chair bound (i.e.; ROM, LIFE program).

Monitor nutrition and hydration status. Notify dielitian for any changes - inadequate hydratiorVnutrition (i.e.; tuLre
leeding not lolerated, eats <5O"/o ot diet, poor appetite).

tl
D Monitor weight weekly, intake and output moagurement every shift. Feler to appropriate authorities signilicant tindings.

! Moniior laboratory data ( i .e.;  serum albumin, total protein, prealbumin) as ordercd.

C Assess skin every shift for signs and symptoms of skin breakdown and document changes. Consult wound care
nurse tor any changes in skin integrity (i.e.; redness, non-blanchable skin).

D TurrVreposition every 2 hours whlle in bed and while sitting in chair.

Braden Score: 1 2 - 1 6 MODERATE PRESSURE ULCER PREVENTION PROTOCOL

O Follorv the conservative prevention protocol,

D Pressure reduction device (i.e.; he€l protectors, pillows, mulliboots). Consult wound care nurse lor pressure
red uclion surf ace/specialty mattress.

Braden Score :0  -  11  STFICT PRESSURE ULCER PREVENTION PROTOCOL

D Follow moderate pressure ulcer protocol

tr Notify dietitiarvwound care nurse lor NEW BRADEN SCORE of 11 and below.

D Increase turning frequency as needed for any new skin breakdown noted (i.e.; non-blanchable area of redness).

NURSING NOTES (lnit ial  at end of each entry)

t_t

Tolal Score

DATE:

Braden Score:17 _23 CONSERVATIVE PRESSURE ULCER PREVENTION PROTOCOL

U Keep skln clean and dry.

tr Use moisturlzing lotion for dry skin.

f DO NOT MASSAGE bony prominences

o
U

tr
tr
n
tr
n



STANDARD PBECAUTIONS ARE PRAGTICED ON ALL PATIENTS DATE

1 1

ALLERGIES: NKA U ALLERGY BAND O

COOESTATUS-  ASOF

CODE BAND I

I 
ADM|SS|ON V|TAL SIGNS: TEMP: - HR: *, -- -  RESP: -,  -  BP: , ' -  |

MOOIFIED RAMSEY SEDATION SCALE

1. Anxious, Agitated, Restless

2. Awake, Cooperative, Oriented, Tranquil

3. Semi-Asleep, but responda to commands

4. Asl€ep, but responds bri$kly lo glabellar tap or loud auditory stimulus

5. Asl€€p nith sluggish or decreased response to glabellar tap or loud auditory stimulus

6. No response can be elicited

PRN MEDICATIONS REASSESSMENT
TEMP:
po = 0RAL
R = RECTAL
fu. AXII-LARY
T = TYMPAI{IC

8P:
v = sYsToLtc
A - DIAST0LIC

- = M A P
r = HEART RATE

PANENT LABEL

MEDICATION TITRATION

REASSESSMENT

lV:  WITHIN 15 MINUTES

IM/SC: WITHIN 30 MINUTES

PO/RECTAL: WITHIN 6G90 MINUTES

II\USO SITE CODES
1.  L  ARM
2. R ARM
3. L ABD
4, R ABD
5. L HIP
6. R HIP
7. LTHIGH
8.  RTHIGH

MEDICATION RESULTS
S = SUCCESSFUL
U = UNSUCCESSFUL
. .  SEE NURSING

PROGRESS
SECTION

COOES FOR EXTREMITIES:
4+ = NORMAL
3+ = OVERCOME RESISTANCE
2+ = CAN'T OVERCOME RESISTANCE
1+ = 9YEP66ME GRAVITY
g = NONE

40

30

RHYTHM

R . L .  S I Z E

R.A.  L .A .

4

R . L ,  L . L .

cCS - Score:- Time: 7A cCS - Scof€:-Tlme' 7P

Spontaneous 4 Oriented 5 Obeys Commands 6
To Voice 3 Confused 4 Localize Pain 5
To Pain 2 Inappropriate 3 Withdrawal 4
None 1 IncomprehenSible Abnormal Flexion 3

Sounds 2 Extensor Response 2
None 1 None 1

llcilscow \l ,
l N l  c o l t l A  E \ '

I  I  SCALE PUPTLS

lu -
i 
:lEXrREMrnEs



2'

21

2 l

1 t

1 (

1 t

1 i

BLO CULTURE !

L D H  I  l U / A t ]

SPUTUM CULTURE N

WOUND CULTURE tr



STAilDARD pRECAUTIO}|S ARE PRACTTCED Ol{ ALL PATIENTS pAnENr rD BAND:

7  A  I n i t i a l s

IV SOLUTIONS 7  P  l n i t i a l s

l
l

I  Diet
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