UNIVERSITY MEDICAL CENTER
INTERDISCIPLINARY

Disclaimer: The 'is a suggested inferdisciplinary plan of
care. This is only a guideline. The pafient problem, outcomes and
interventions may be changed fo meet the individual needs of the
patient. Physiclan/Medical orders supersede all pre-printed

interventions identified on the ADDRESSOGRAPH
CVA: R/O CVA: TIA: Cerebral Hemorrhage:
ESTIMATED LOS: & days (with dysphaqi Date placed on map:

4 days (without dysphaaia)

INCLUSIONARY CRITERIA:
All patients diagnosed with a CVA, RO CVA, TIA or Cerebral Hemomrhage will be placed on the CVA

CRITERIA FOR REMOVING PATIENTS FROM
FPatients will be removed from the CVA

= Who have a terminal prognosis related to the CVA.
» Who prove nct to have had a CVA.

Primary Diagnosis/Procedure:

Pertinent Past Medical History:

Allergies:

Code Status:

CONSULTS OR DISCIPLINES INVOLVED/NOTIFIED:

1. Physical Medicine & Rehabilitafion - entered into 10X Initials/Dafe/Time notified:
2. Social Services - ext. 2110 Initials/Dafe/Time nofified:
3. Discharge Flanning - ext. 2299 Initiais/Date/Time notified:
4. Initials/Date/Time nofified:
5. Initials/Date/Time notified:

SIGNIFICANT EVENTS THIS ADMISSION:

Date/Event:

Date/Event:

Date/Bvent:

Date/Event:

RN Signature: Date/Time:

RN Signature: Date/Time:

instructions for Documentation:
OUTCOMES/ANTERVENTIONS: - Initial when met or completed

- Use notation WA, if not applicable for the timeframe
- Initial and circle, if nof met or completed

Supplemental Documentation is required on the Interdisciplinary Progress Record when an outcome or intervention is
initialed and circled, indicating it was not met or completed as stated.

Cva - Gover Madical Resord Ry, 2202



CVA

Signature Title initial
Signature Requiring Co-Signature |Date/Shift InitialTitle
ADDRESE0GRAPH
DESIRED CUTCOMES D =DAYS E=EVENINGS N = NIGHTS
Problem/ |ETD TD|E|N]| Froblem/ DIE|N
Needs Date: Needs
Fatient / family verbalizes initial Mo signs / symptoms:
Knowledge |understanding of Dx, procedures, Potential - Infection
Deficit related |treatments. potential outcome of stroke Complications | - Deep Vein Thrombosis
to plan of care |and plan of care,
owe adader funchon nomnal for
Fain free or verbalizes ralief after Alteration in |patient
Pain intervention. Bowel/Bladder
Management Function
| Maum:lngu:ai defict uncﬁngﬁ or Discharge
Neuro Deficit! |resolving. Filan
Altered LOC
Nutritiona! needs met. |
Alteration in | - Able to swallow
Nutrition/ | - Tolerates 50% diet. amains injury ina
Dysphagia Patient Safety |environment.

Alterations in [No evidence of skin breakdown.
ADLs/ Skin Integrity
Decreased
Moability
Fatient [ family verbalizes satisfaction =TT
PatientFamily (with hospital stay/care.
Satfisfaction
INTERVENTIONS [continued on back] -
Patient Care D | E | N | Patient Care — . |D|E|N
Categories E.‘ategurfes
* Diat ordered, if not dysphagic:
Discharge Nutrition
Flan % of diet consumed:
Breakfast %
Lunch B4
Dinner %
Cva - ETD = Bram. Mesdical Rscsed

Ry, TIZAT2




Patient Care |ETD D | E | N |Patient Care E|N|
Categories |Date: Categories |
\ital signs q 2 hrs. until stable, then Encourage verbalization of fears /
Assessment |g4 hrs. X 4 Teaching |concemns,
& Meuro assessment q 2 hrs. until stable, & Assess patient / family satisfaction.
Treatments |then q 4 hrs. x 4 (see Flowsheet) Psychosocial

INTERVENTIONS {continued)

- LOC
- Strangth / mobility - all axtremities
= Assess tongue to be midling
- Assess smile symmetry
- Assess speech and cough quality
- Assess swallowing
- spontaneously swallows saliva.
- swallows saliva on command.

"I&0 q8 hrs.

*Monitor cardiac rhythm.

"Ou/Pulse Oximetry

Assess for signs of aspiration.

Review medications used at home
with MD, patient/family.

* Initiate thrombolysis protocol i

thrombolysis candidate
* Administer Antithrombotic Medication:
= Aspirin
- Anti-platelet agent
or
- Anticoagulant if indicated
Specimens
&
Safety
&
Activity
Hygiene and Comiort Protocal
[Peripheral IV Therapy Protocol

[Pressure Ulcer Preventions Protoco]

* Respiratory Care provided.
{See Respiratory Care Record)

- ETIL = Bk

* incdicates medical orders needed

Madicai Record

Leaming needs / teaching plan:
= Qrient to environment 7 unit
= Diagnostic tests / procedures

Medications:

Aclivity:

Diiet:

Cther:

"CT scan of head without contrast.

Lab / diagnostics results reviewed; MD
notified if indicated.

Diagnostics |Motify M.D. HCT> 45, blood sugar

> 200mufdL.

*CBC, Chemscreen with SMA 7 STAT.
PT. PTT.

*Uring analysis.

*Urina C/5 if patiant is transfermed from
angther facility with catheter,

*Schadule Echo for a.m.

*Schedule Earuti_d Ultra-sound if indicated.

"CXR PA & LAT

alls protocol initia

Bedrest X 12 hrs. HOB 30 degrees,

Rehab Therapy Consult;
Enter Physical Tharapy screenfevaluate
into 10X within 2 hrs. of admission.

P.T. screen compieted by therapist
within 24 hrs.

Rehab orders obtained, as indicated.

R, TRECE



CVA

Signature Title Initial
Signature Requiring Co-Signature |Date/Shift Initial/Title
ADDRESSOGRARPH
~ DESIRED OUTCOMES D =DAYS E = EVENINGS N = NIGHTS
Problem/ |Day 1 DIE|N| Problem/ D
Needs Date: ﬂ Needs
Patient / family verbalizes initial Mo signs / symptoms:
Knowledge |understanding of Dx, procadures, Potential - Infection
Deficit refated |treatments, potential outcome of stroke Compilications | - Deep Vein Thrombosis
to pifan of care |and plan of care.
adder funchion normma
ain free or veroalizes relief after Alteration in |pabenL
Pain intervention. Bowel/Bladder
Management Function
M
Neuro Deficit! |resolving. Pian
Altered LOC
Mutritional needs me! {choose one):
Alteration in Able 1o swallow, tolerales
Dysphagia Tolerates Tube Feeding Fatient Safefy |environment.
Bedrest
Alterations in No evidence of skin breakdown.
ADL's S Skin Integrity
Decreased
Mability
[T [Patent/family verbaizes satisiacion | | | |
Patient/Family |with hospital stay/care.
Satisfaction
INTERVENTIONS (continued on back)
Patient Care D) E | N | Patient Care DIE|N
Eategﬂriﬂs E‘itﬂgnrfes
* Diet ordered, if not dysphagic:
Discharge Nutrition
Plan % of diet consumed:
Breakfast S
Lunch %%
Dinmer S
Assess ability to self feed & follow
dysphagic guidelines, if indicated.
High nisk nutritionzl assessment
completed.
* indicates medical orders neegded
Cwva - Day 1 - fromk Medizal Recorg

Ry TR2T2



Cva - Day 1 - bask

Medical Record # INTERVENTIONS (continued)
Patient Care |Day 1 D | E | N| Patient Care D[E[N]
Categories |Date: = Categories
Vital signs g 2 hrs. until stable, then ) |Encourage verbalization of fears /
Assessment |q4hrs. X 4 Teaching |concems.
& Neuro assessment g 2 hrs. until stable, & | Assess patent/family satisfaction,
Treatments |then q4 hrs. x 4 (see Flowsheet) Psychosocial
-LoC Assess patientfamily level of
- Strength / mobility - all extremities understanding related to condition &
- Assess tongue to be midiine potential lifestyle changes.
- Assess smile symmetry Leaming needs / teaching pian.
- Assess speech and cough guality = Drient 1o environment / unit
- Assess swallowing - Diagnostic tests / procedures
- spontanecusty swalows saliva. Stroke Education information given
- swallows saliva on command. to patientfamily.
*I&0 g8 hrs. Medications
*Monior cardiac rhythm. = Other;
*02/Pulse Oximetry.
“Thigh high TEDS/Venous compressicn Activity:
device.
Continue thrombolysis protocol i Diet:
indicated.
Consult Advanced Practice Nurse if Other.
patient has:
- Dysphagia
- Complex needs / diagnosis
* Administer Antithrombotic Medication:
- Anti-platelet agent
ar
- Anticoagulant ¥ indicated I Tab / diagnostcs results reviewed, MD | ] | |
Assess for signs/symptoms of bleeding Specimens |notified if indicated.
if on antithrombotic. & |Notify M.D. HCT> 45, blood sugar
* DVC Foley Catheter Diagnostics |> 200ml/dl.
*Schedule Echo if indicated.
*Schedule Carotid Ultrasound if indicated.
Falis protocol maintained. _ér
Safety
& *00B with assist. HOB 30 degrees
Activity while in bed. ROM g4 hrs. while awake.
Assist to reposition q 2 hrs. & PRN
Physical Therapy screenievaluate
|entered into 1DX
|P.T. screen completed by therapist J
:ui‘lhh 24 hrs.
Rehab orders obtained as indicated
Hygiene and Comfort Protocol
*Swallow evaluation completed by
Peripheral IV Therapy Protocal therapist if indicated.
Pressure Ulcer Preventions Protocol
* Respiratory Care provided.
(See Respiratory Care Record)
L" * mdicates medical orders needed
Medical Recors R, 72202



CVA

Signature Title rvitial
ADDRESSOGRAPH
§ DESIRED OUTCOMES D =DAYS E =EVENINGS N =NIGHTS
Problem/ |Day 2 B D|E|N| Problem/ 5TETR
Needs Date: Needs
Patient / family verbaiizes knowledge Mo signs [ symptoms:
Knowiedge |of plan of care. Potential - Infection
Deficit related |Patien! / family demonstrates: Compilications | - Deep Vein Thrombosis
to plan of care | - Caregiving skills
- ROM exercses
- ADL's
2N or vartalizes re Bf Alteration in |patient.
Pain intervention Bowel/Bladder
Managemernt Function
I |Patent/iamiy verbaizes knowiedge | | | |
Imml Genct unchanged or Discharge |of discharge planning process.
Neuro Deficit! |resolving Plan
Altered LOC

needs met (choosa one):
Alteration in Able to swallow, tolarates

MNutrition / 75% or > of diet.
Tolerates Tube Fudfnp

Abie 1o perform ADL's with minimal assms: eviOence Of Skin breakdown.
ADL's / Skin Integrity
Decreased
Mability
T [Patent/famiy verbalzes satstacoon. | || |
Patient/Family |with hospital stay/care
Satisfaction
“Patient Care D N | Patient Care — ~ 1DIEIN]
Catagoﬁes Cntngudﬁ
Assess home environment’support system * Diet ordered, if not dysphagic:
Discharge |Evaluate for: __ VNS referral Nutrition
Plan — Qutpatient rehab. % of diet consumed:

— Oither Breakfast %

Investigate insurance beneﬁm'mvlrlil Lunch %

Assess insurance ebgibility for diagnoss Dinner %

Social Service - referral toc ability to seif feed & follow
Subacute care dysphagic guidelines, f indicated.
Rehab facility * KeoFeed inserted f dysphagic
Long term care
Other

Medicaid application conversion inltiated.

See Focus Noles

R T Inoicates meaical Orgers needed - e

Cwva - Dy 2 - Sroet L= Ry TIEIED



Medical Record # INTER_\!'EHTIDHS {continued)
Patient Care |Day 2 D | E | N | Patient Care E|NJ
Catngnn‘us Date: Categories
Vital signs q & hrs. and PRN Encourage verbalzation of fears |
Assessment Teaching |concams.
& Meuro assessment g 8 hrs. and PRN .4 Assess patient / family satisfaction.
Treatments |({see Flowsheat) Psychosocial
- LOC Learning needs / teaching plan;
- Strength / mobility - all extremities - Aszess family's ability 1o leamn
= Azssess tongue 1o be midiine c.aragiving skilis _
- Assess smile symmetry - Invalve family in ROM and ADL's
- Assess speech and cough quality
- Assess swallowing Review Stroke Education information
= spontanecusly swallows saliva. with patient / family.
- swallows saliva on command.
*I&0 g8 hrs. Medications:
- Antithrombotic:
*Monitor cardiac rhythm, = Other:
“DiC cxxygen.
Assess skin integrity. Activity- |
“Thigh high TEDS/Venous compression [Dret.
devica.
Assess & document BM; Other:

intervene if no BM in 24 hrs.

Continue thrombolysis protocol if
indicated.

* Administer Antithrombotic Medication:
- Aspirin
- Anti-platelet agent

ar

- Anticoagulant if indicated

Lab / diagnoshics results reviewed; )

Cva - Day 2 - back

Assess for signs/symptoms of bleeding Specimens |nofified if indicated.
if on antithrombotic. & *PTT, if on heparin: SEC.
* DIC Foley Cathetar Diagnostics |*Pro Time if on coumadin: sac,
INR
Carotid Ultrasound completed.
Echo completed.
~alls protocol maintained
Safety *00B with assist. HOB 30 degrees
& while in bed, BEOM g4 hrs. while awake.
Activity Assist to reposition g 2 hrs. & PRN
Rehab orders obtained as indicated é%
"P.T. Bedside: ___ Dept: i
ROM / Therapeutic Procedures: :
Dangling / Therapeutic Activities: _;Ew
Gait Training: i
_ 3 *0.T. Bedside: ___ Dept. ___ i
Hygiene and Comfort Protocol :
i
Perpheral [V Therapy Protocol *5.LP. Speech: ___ Swallowing: ____
Z SEE FOCUS NOTES.
Pressure Ulcer Preventions Protocol _%_%l’
* Respiratory Care provided. He
(See Respiratory Care Record) gg’?%
~ ingicates medical orders needed
Medical Ressrd R, 722z



CVA

Signature Title inftial
| Signature Requiring Co-Signature | Date/Shift InftialTitle
ADDRESSOGRAPH
DESIRED OUTCOMES D =DAYS E =EVENINGS N = NIGHTS
Problem/ |Day 3 DIE|N| Problem/ DIE|N
Needs Date: Needs
Patient / family verbalizes knowledge Mg signs / symploms:
Kriowfedge |of plan of care. Potential - Infection
Deficit related [Patent / family demonstrates: Complications | - Deep Vein Thrembosis
to plan of care | - Caregiving skills
- ROM exercises
- ADL's
oWe rTun nonma
Fain or verbalzes relief after Alteration in  |patient,
Pain intervention. Bowel'Bladder
Management Function
———————————— —  ———————— e —————— |
Heuruhm inpr_E:Ed. Discharge
Neuro Deficit! Plan
Altered LOC
Mutritional needs met (choose one):
Alteration in Able to swallow, tolerates
Nutrition / T ﬂf ﬁ.lﬂ'l. W
Dysphagia Tolerates Tube Feeding FPatient Safety |environment.
W
Alterations in |Able to perform ADL's with minimal assisl. Mo evidence of skin breakdown.
ADL's / Skin Integrity
Decreased
Mobility
— TPatient/ family verbalizes satisfachon
Patient/Family |with hospital stay/care,
“Patient Care DIE|N
Categories
*Dimt:
Discharge Mutrition
Pilan % of diet consumed:
| Breakfast %
Lunch %
Dinner Yo
Assess ability to self feed & follow
dysphagic guidelines, if indicated.
Intake <50%, notify RD.
Feeding Tube:
Assess Residual if = 100% of rate,
stop feeding for 2 hrs. and reassess.
g ~indicates medical oroers needed
Cwa - Day 3 « frong Mechcal Record Rew, TIZ2032



Medical Record # as _IHTERPEHHME {continued)
[Patient Care |Day 3 D|E|N| PatientCare | |DIEIN]
ﬂlr_olﬂu Date: Categories
Vital signs q 8 hrs. and PRN |Enmumgn verbalzation of 1ears /
Assessment Teaching  |concemns.
& Neuro assessment g 8 hrs, and PRN &
Treatments |(see Flowsheet) Psychosocial (Assess patient/family satisfaction.
- LOC
I - Strength / mobility - all extremnities Learning needs / teaching plan:
- Assess tmgw to be midline - Rehab program
- Assess smile symmetry - Dysphagia Gusdeimes
- Assess speech and cough quality - Modifiable risk factors
- Assess swallowing |Review Stroke Education information
- sportansously swallows saliva, with patient / family.
- swallows saliva on command.
*DJ/C I1&0 if appropriate Medications:
= Antithrombotic:
“D/C telemetry i rhythm stable - Other
Assess skan integrity.
“O/C TEDS / venous compression Actvity
device if ambulatory. |
Assess & document BM; [Crat:
intervene if no BM in 24 hrs,
* Administer Antithrombatic Medication: Other:
= ASpirin
- Anti-plateiet agent i
or
- Anticoagutant if indicated
Aszsess for signs/symptoms of bleeding
if on antithrombotic.
EE, allgﬂﬂﬂ}ﬂ resuits mm: HE |
Specimens |notified if indicated.
& | Assess for signs/symptoms of bleeding
Diagnostics  |if anticoagulated.
*PTT #f on heparin: S8c.
*Pro Time if on Coumadin: sac. I
INR
protocol .
Safety *00B ambulating with or without assist
4 TID. HOB 30 while in bed
Activity [*P.T. Bedside: ___ Dept. ___
ROM / Therapeulic Procedures: ___ =
Dangling Therapeutic Activities: ___ g
Galt Training: it
*0.T. Bedside: ___ Dept.. ___
"SLP. Speech ___ Swabowing ___ 55
|Hygene and Comfort Protocol SEE FOCUS NOTES. i
3 =
|Perpheral IV Therapy Protocol g;
Pressure Ulcer Preventions Frotocol i
* Respiratory Gare provided. E?:;*
(See Respiratory Care Record) 2 b
- T InOicale s mecheal Droers needed -
iCvm - Dy 3 - onecic il Fidword Reww, TEEDD



CVA

Signature Tige Indtial
Signature Requiring Co-Signature | Date/Shitr Invtal Trie
ADDRESSOGRAPH
L DESIRED OUTCOME D=DAYS E = EVENINGS N =NIGHTS
Problem/ |Day 4 DIE|N| Problem/ S e DIE|N
Needs Date: Needs
Patent | family verbalzes knowiledge of No signs / symptoms:
Knowledge | - Plan of Care Potential | - Infection
Deficit related | - Medications Complications | - Desp Vein Thrombosis
to plan of care | - Diet / Hydration needs
- Rehab Program
- Risk factors contributing 1o stroke
i [ sym T funchion norma
ain or veroahzes re Alteration in |oatent.
Pain intérvention. Bowel'Bladder
Management Function
I [Neurological defcit mproved. Discharge |communicated to patentfamily B
Neuro Deficit/ Plan {non-dysphagic)
Altered LOC
Nutrbonal needs met (choose one):
Alteration in Able to swallow, tolerates
Nutrition / T5% or > of diat mains injury na
Dysphagia Tolerates Tubs Fﬁeini Patient Safety |environment
ulabing
Alterations in |Able o parform ADL's with minimal assist. Mo evigence of skin breakdown.
ADL's /
Decreased
Mobility
Fatient'Family |with hospital stay/care.
Satisfaction
- - WVEN'HWW:- . -
“Patient Care | D Patient - o DIE|N
Categories Categories
Evaluation compieted for placement, if not "Dist:
Discharge |dysphagic: Nutrition
Plan — Rehab. % of det consumed:
Subacute care Breakfast %
Long term care Lunch )
— Other Dinner %o
Assess ability to self feed & foliow
idyschagee guideimes. if indicated.
intake <50%, notify RD.
"peg insened f still Dysphagic
[Feeding Tube:
| Astess Residual if > 100% of rate,
stop feeding for 2 hrs. and reassess.
s *indicates medical orders needed ] -

Cva - Day 4 - front Medical Record Rev. 72202



MedicalRecord# ___________ INTERVENTIONS (continued)
Patient Care |Day 4 D | E| N | Patient Care E|N
Categories |Date: Categories
) Vital signs q & hrs. and PRN Encourage verbalization of fears |
Assessment Teaching CONCEMS.
& Neuro assessment g B hrs. and PRN & Assess patientfamily satisfaction, |
Treatments |{see Flowsheet) Psychosocial |Review Stroke Education information
-LOC with patient / family.
= Strength / mobility - all extremities Learning needs / teaching plan:
- Assess tongue to be midline - Dysphagia Guidelines
- Assess smile symmetry - peg care, tube feeding
- Assess speech and cough quality - Rehab program
- Assess swallowing - Assistive Devices
= spontanecusly swallows saliva. Discharge instructions:
- swallows saliva on command. - Signs / symptoms of stroke
Assess skin integrity, - Food & drug interactions
- MD follow-up
Assess & document BM,; - Modifiable risk factors
intervena if no BM in 24 hrs. Medications: I
Consider consult with Advanced Practice - Antithrombotic:
Murse if not progressing with Plan of Care| - Other
(i.e., dysphagic without peg, complex
needs, or discharge barriers).
* Administer Antithrombotic Medication:
- Aspirin Activity:
= Anti-platelet agent
or Diet:
= Anticoagulant if indicated
Assess for signs/symptoms of bleeding Other:
if on antithrombotic.
Lab / diagnostics results reviewsd, M
Specimens |notified if indicated.
& *FTT if on haparin: Sec.
Diagnostics
"Pro Time if on coumadin sec.
INR
allz protocol maintained.
Safety *00B ambuiating with or without
& assist TID.
Activity "P.T. Bedside: ___ Depl: ___
ROM / Therapautic Procedures: ___
Dangling / Therapeutic Activities:
Gait Training:
|"ODT. Bedside: __ Dept.. ___
*5.LP. Speech: __ Swallowing: ____
Hygiena and Comfort Protocol SEE FOCUS NOTES. L
Penpheral IV Therapy Protocol ?ﬁ;fg
Pressure Ulcer Preventions Protocol I i
i
" Respiratory Care provided. %ﬁwﬁ
(See Respiratory Care Record) -
S ~indicales medical oroers needed
Modizal Fecord Faw, TIZ202

Cva - Day 4 - back



CVA

Signature Tithe Initial
Signature Requiring Co-Signature | Date/Shift Instial Trtle
ADDRESSOGRAPH
__ . ._L'IESIRED QUTCGMES D =DAYS E = EVENINGS N = NIGHTS
Problem/ |Day 5 DIE|N| Problemy e DIE|N|
Needs Date: Needs
Patent / family verbalizes knowiedge of: No signs / symptomns:
Knowledge |- Plan of Care Potential - Infection
Deficit related | - Medications Complications | - Deep Vein Thrombosis
fo plan of care | - Diet / Hydration needs
- Rehab Program

BT i AFTalEs 148 T
Discharge |communicated to patient / family.
Plan Ischemic Stroke/TIA Fatient discharged
on antithrombotic medication,
Discharged (non-dysphagic).

Altered LOC

ienal neads meat (choose one):

Alteration in Able to swallow, tolerates
Nutrition / T5% or > of diet. maing injury
Dysphagia Tolerates Tube Fud'ni Fatient Safety |environment.
i
mbutating w out assist.
Alterations in |Able to perform ADL's with minimal assiet.
ADL's / Skin Integrity
Decreased
Maobility
—_W
Patfent/Family |with hospital stay/care,
Satisfaction
1
————INTERVENTIONS [eortnoed sn Bk ——
[Fatent Care o — | D | E| N[ Fatient Care - ~ JD|E|N|
Eltegories Categories
Evaluation completed for placement: “Diat;
Discharge Rehab. Nutrifion |
l Plan care % of diet consumed.
Long term care Braakfast % i 1""'
Other Lunch %
Dinner %o
Discharge to: Assess ability to self feed & follow
|[dysohagic guidelines. i indicated.
Intake <50%. notify RD.
[Feeding Tube.
Assess Resikdual: if > 100% of rate,
stop feeding for 2 hrs. and reassess.
T P — * indicales medical orders nesded . P _-_I
Cva « Dy & - front

hiedical Record R, TIZ2C0



Medical Record # INTERVENTIONS (continued)
Patient Care |Day 5 [D[E | N | Patient Care — |D|E|N
Categories |Date: Categories
Vital signs q B hrs, and PRN T 1 Encourage verbalization of fears / -1
Assessment Teaching  |concems.
& Meuro assessment q 8 hrs. and PRN & Assess patient/family satisfaction,
Treatments |(see Flowsheet) Psychosocial |Review Stroke Education information
-LOC with patient / family,
- Strength f mobility - all extremities Leaming needs / teaching plan:
- Assess tongue to be midline - Dysphagia Guidelines
- Agsess smile symmetry - peg care, tube feeding
- Assess speech and cough quality - Rehab program
- Assess swallowing - Assisthve Devices
- spontaneously swallows saliva. Dischame instructions:
- swallows saliva on command. - Signs / symptoms of stroke
Assess skin integrity. - Food & drug interactions
- MD follow-up
Assess & document BM: - Modifiable risk factors
intervene if no BM in 24 hrs. Medications:
* Administer Antithrombotic Medication: - Antithrombotic:
- Aspirin - Other:
- Anti-platelet agent
ar
- Anticoagulant if indicated
Assess for signs/symptoms of bleeding Activity:
if on antithrombotic.
[Review hydration needs if indicated. Diet:
Cther;
[ab / diagnostics resuits reviewed, MO | 1 1
Specimens |notified if indicated.
& "PTT if on heparin: SEC.
Diagnostics
*Pro Time if on coumadin s8C.
INR
Falls protocol maintained. T 1
Safety *00B ambulating with or without
& assist TID.
Activity "P.T. Bedside: _ Dept:
ROM / Therapeutic Procadures:
Dangling / Therapeutic Activities: ___
[Gait Training:
*0.T. Bedside: ___ Dept.:

Hygiene and Comfort Protocol

Peripheral 'V Therapy Protocol

Pressure Ulcer Preventions Protoool

* Respiratory Care provided.
(Ses Respiratory Care Record)

*3.L.P. Speech: ___ Swallowing: ____
SEE FOCUS NOTES.

Cva - Day 5 = back

" indicates medical orders needed

Miedical Rgoced




CVA

Alteration in

okerates tube feeding

Signature Title initial
Sigrature Regquiring Co-Signature | DateShift InitialTitle
ADDRESSOGRAFPH
DESIRED OU T‘:DEE D=DAYS E=EVENINGS N= NIGJ;!E
Problem/ |Day 6 D|E|N| Problem/ DIE|N]
Needs Date: Needs
Patient / family verbalizes knowledge of; No signs / symptoms:
Knowledge |- Plan of Care Potential - Infection
Deficit refated | - Madications Complications | - Deep Vein Thrombosis
to plan of care | - Diet / Hydration needs
- Rehab Program
- Risk facters contributing to stroke
- 2igns J & torms B Cwe er wnction normalk Tor
n free or verbalizes relet after Alteration in |patient.
Pain intervention. Bowel/Bladder
Management Function
Neurologic stable. Discharge |day 7).
Neuro Deffeitf Ptan Discharge plan completed and
Altered LOC eommunicated to patient / family.
Ischemic Stroke/T1A Patient discharged
on antithrombotic madication.

Nutrition /  |Nutritional needs met emains injury free ina s
Dysphagia Patient Safaty |environment.
mbulaling with / without assist.
Alterations in [Able to perform ADL's with minimal assist, Mo evidence of skin breakdown.
ADL's / Skin Integrity
Decreased
Mohility
ﬂt‘W
Patient'Family |with hospital stay/care,
Satisfaction
INTERVENTIONS (continued on Back)
[ Patient Care - D | E | N | Patient Care . DIE|N|
Categories Categories
Evaluation compieted for placement: Diet:
Discharge Rehab. Nutrition
Plan Subacute care % of dist consumed:
Long term care Breakfast I
______ Other Lunch %
5 Dinnar %
Discharge to: Assess ability to self feed & follow

|dysphagic guidelines, if indicated.

Intake <50%, notify RD.

Feeding Tube:

Assess Residual if > 100% of rate,
stop feeding for 2 hrs. and reassess.

Cva - Day 6 - frent

~ndicates medical orders needed
Mbechog] Ressrd

Rev, Trzag



G = Dary & = Bt

= = e
" mdicales medicel orers needed

bledicn Recond

Medical Record # INTERVENTIONS (continued)
Patient Care |Day 6 D| E| N | Patient Care - E|N]
Eamguﬂes Date: Categories
Vital 5igns q B hrs. and PRN ~ |Encourage verbalzabon of fears | N
Assessment Teaching CONCAIMS.
& MNeuro assessment g 8 hrs. and PRN & Assess patentfamily satisfaction,
Treatments |(sea Flowsheet) Psychosocial |Review Stroke Education miormation
-LoC with patient / family.
= Strength / mobility - all extremities Learning neads [ teaching plan:
- Assess tongue to be midline - Dysphagia Guidelines
- Assess smile symmetry - peg care, tube feeding
- Assess spaech and cough quality - Rehab program
- Assess swallowing - Assistrve Devices
- spontaneously swallows saliva. [Discharge instructions:
- swallows saliva on command. - Signs | symptoms of stroke
Assess skin integrity. - Food & drug interactions |
- MD follow-up
Assess & document BM; - Modifiable risk factors
intervene if no BM in 24 hrs. Medications:
* Administer Antithrombaotic Medication: - Antithrombotic:
= Aspirin - Other:
- Anti-platelat agent
or
- Anticoagulant if indicated
Assess for signs/symptoms of bleeding Activity
i on antithrombotic.
Diet:
Other:
|
Lan amgnnmcs results reviewsd; MD
Specimens |notified if indicated.
& *PTT if on heparin: sec,
Diagrostics
*Pro Tirne if on coumadin EaC.
INR
Falls prntnv;ni maﬁialnﬁ. I
Safety *00B ambulating with or without
& assist TID.
Activity *P.T. Bedside: ___ Dept: ___
ROM / Therapeutic Procedures: ___ 3
Dangling / Therapeutic Activities: __ i
Gait Training:
"O.T. Bedside: ___ Dept: _ b
*SLP. Speech. ___ Swallowing: ____ g
Hygiene and Comfort Protocol SEE FOCUS NOTES.
s fipheral IV Therapy Protocol ﬁ%
Pressure Ulcer Preventions Protocol See
Respiratory Care provioed e
(See Respiratory Care Record) A



CVA

Pain
Management

BE OF verbalzes rale
intervention.

- Risk factors contributing to stroke
- Sions ! syrptoms of stroke

Signature Title Initial
Signature Reguiring Co-Signature |Date/Shift InitialTitle
ADDRESSEQOGRAPH
- _EEEIR‘ED OUTCOMES D=DAYS E =EVENINGS N = NIGHTS
Problem/ |Day 7 DIE|NI Problem/ DIE|N
Needs Date: Needs
Patient / family verbalizes knowledge of: Mo signs / symptoms;
Knowledge |-Plan of Care Potential - Infection
Deficit refated | - Medications Complications | - Deep Vein Thrombosis
fo plan of care | - Diet / Hydration needs
- Rehab Program

Neurologic siatus stable.

Neuro Deficit! Discharge |Discharge plan completed and
Altered LOC ~ Plan communicated to patient / family.
Ischemic Stroke/TIA Patient discharged
on antithrombotic medication.
- Tolerates tube feeding =T 1 1
Alteration in
Nutrition /  |Nutriional needs met. Remains injury free in a safe
Dysphagia Patient Safety |environment.

ﬁuiﬁmg WIth [ without AESIEL, ' i
Alterations in Mo evidance of skin breakdown.

Able to perform ADL's with minimal assist.

Cva - Day 7 - frent

ADL's f Skin Integrity
Decreased
Mobility '
W
FPatient/Family |with hospital stayicare,
Satisfaction
TNTERVE, continued on Back) ~
" Patient Care D | E | N| Patient Care DIE|N
Categories Categories
Discharge to: “Diet:
Discharge Nutrition
Flan % of diet consumed:
Breakfast %
Lungh %%
Dinner %
Assess ability to self feed & follow
dysphagic guidelines, if indicated.
Intake <50%, notify RD.
Feading Tubs:
Assess Residual: f > 100% of rate,
stop fee-ﬁing for 2 hrs. and reassess,
" indicates medical orders needec

Medical Resan

Rew, Tr22ma



Medical Record # INTERVENTIONS (continued)
Patient Care |Day 7 D | E | N | Patient Care E|N
Categories |Date: Categories
Vital signs q 8 hrs. and PRN Encourage verbalization of fears (
Assessment Teaching  |concams.
& MNeuro assessment g & hrs. and PRN & Assess pati&nt.f-f;mlw satrsfaction,
Treatments |(see Flowshesat) Psychosocial |Review Stroke Education information
- LOC with patient / family.
- Strength / mobility - all extremities [ Leaming needs / teaching plan: 1
- Azzese tongue to be midline - Dysphagia Guidelines
- Assess smile symmetry - peg care, tube feading
- Assass speech and cough guality - Rehab program
= Assess swallowing = Assietive Davipes
- spontaneously swallows saliva. Discharge instructions:
- swallows saliva on command. - 3igns / symptoms of stroke
Assess skin integrity. - Food & drug interactions
- MD follow-up
Assess & document BM; - Modifiable risk factors
intervene i no BM in 24 hrs. Medications:
¥ Administer Antithrernbotic Medication: - Antithrombotic:
= ASpirin - Other:
- Anti-plateiet agent
or
- Anticoagulant if indicated
Assess for signs/symptoms of blseding Activity,
if on antithrombotic.
Diet:
Other;
Lab / diagnostics results reviewed; MD
Specimens |notified If indicated.
& *PTT if on haparin: Sl
Diagnostics
*Pro Time if on cournadin SBC.
INR
W
Safety *O0B ambulating with or without
& assist TID.
Activity "P.T. Bedside: ___ Dept: ___ e
FEOM / Therapeutic Procedures: ___ =
1 Dangling Therapeutic Activities: ___ i
Gait Training: ___ :
*OT. Bedside: ___ Dept: ___
*S.LP. Speech: ____ Swalowing: ____
Hygiane and Comfort Protocol SEE FOCUS NOTES.
Peripheral IV Therapy Protocol
Pressure Ulcer Preventions Protocol
* Respiratory Care provided.
(Sea Respiratory Care Record)
- " Indicates medical orders needed .
Cva - Day 7 - back Mo Reserd Rev. 772202



