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Patient Name — . —— Medical Recoid ¥ Date .

PERIOPERATIVE INTERDISCIPLINARY (] See Clinical Pathway
PATIENT/FAMILY EDUCATION SUMMARY

pate [ ~ CONTENT METHOD" | LEARNER® | TEARNER " T CLiMICIAN TEACHING

. Medications - ONA |
Aoutine Medcalions (hotd of take) Par Mtﬁ;m

Fre-op Medicatons

Anesthesia Plan

Posi-ap Madications

¥* Meadicai EqQuipmentDevicas ] NA

Crutches/Skings Deme, Dsc

Bm Dise

Oring h Disc

* Dmwi & Hulﬂtl-un ) NA

* Food/Drug Intergciion [ NA

NPD Plan Ho, Disc
Pt Bilt af Rights Ho

Advance Directives (Bring)

k| Palp Management LI NA

-

| |
* Rehabikitation Techniques CNA |

Incantive Spiromerry (Bring Equip) ) Dermwr. Disc

Coughing and Deep Breathing Na, V, Dm*_

Early Ambylation Ho

- — Far Ty

* Availabla Community Resources [ NA

l{ome Care Eﬂ!.ﬂﬂ:ﬁﬂﬂ&iﬂiﬂl‘l Hetarrad Disc

Agrnay: Date

Spécial Nesds

Transport Home

— i,
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| & Personal Hygizne O NA [

. Praps Ho, Disc

Waound Care/Post-op Oressings Ho, Disc

— — - : -

* Healih Problems R/T Agmission [ NA Disg

Penop Routine {Home, ASCU, Malding, or Disc
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% Fmvenl_l_*.rc Care 3 NA

liness Immediately Pnor 1o Surgery Ma, Disc
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)

+ Cryx Indicators _ 1 NA&

0 Smakurg Cessation Counseling

7 Preumococcal Paeumonia Vaccine Inlormation
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Patient Name — - Madical Record ¢ ,

PATIENT/FAMILY EDUCATION SUMMARY KEY

Date __

Y

KEY: LEARNER:

[ METHOD: P = PATIERT
; HO = HANDOQUT F = FAMILY
DISC = DISCUSSION 5/0 = SIGNIFICANT CTHER
Vv = VIDED
DEMD = DEMONSTRATION
GRP = GRDUP
TV = PATIENT ED CHANNEL
(31, 42, 43)

KA - NOT APPLICABLF AT THIS TIME

¥+ STANDARD DRIVEN PROGRESS NOTE

{ = LEARNING GDALS MET [LEARNER EITHER: RESTATES
CONTENT CORREGTLY, GIVES AETURN DEMCNSTRATION,
OR ASKS APPROPRIATE QUESTIONS)

» - LEARNING GOALS NOT MET {LEARNER EITHER; GIVES
INCONSISTENT PERFORMANGE, NEEDS PRACTICE. HAS
QUESTIONABLE COMPRERENSION) REQUIRES

PERIOPERATIVE INTERDISCIPLINARY
PATIENT PLAN OF CARE

Date/ Prablem Descriplion Problsm Status Goals and Interventions Qutcome
initial / Slign ) _ _ — — : :
* 1. Actyal or Polenlial 1. Provide patiant andfor significant other with . Palient will undersiand purpose, lech-
i knowledge delicd relatad intarmation regarding pre, intra, and post- niquas. and tisks associaled with pro-
to procedure and recoy- procedure phasse. Explanation 1& include: cecug:
ery period .
a. Adull Accompaniment . Patient will bo compliant with adull
- NPO Stahus accompaniment, NPO ftatus, and
' . Required Prep: reQuwed prep.
b. Expactad lenithio! stay end/er possibilily of . Palient will havée increasad know-
admis S, ledge and decreased anxiety.
¢ Alok pdifent i varbatze knowiedge of pro- | S This will ideatily any mBcORCERLONS
cachie the patierd may have and should
increasa knowledge and decrease
¢ PrdWae explanalion ol equipment o be anxiary.
uxed on patienl arnd erwronmanl wherd pro- ) . .
g oechae w?l'lnhﬂ pertarmed i.e. OR, PACU, IV > Lien B GRS mm“d know-
oS, Monitors, Olood Pressure Luff 2lc. iadge arﬂ decreased ilrl!‘H:h' "_"’hlﬂd
1o envirormenial lactors inCluting
{ e. Discharge tezching relmed 1o procadure o equUPMEnt.
i ihcluda:! i ignt will und ngings and
| Physician’s discharge summary with emer- r;]::ﬂ'p " dir::Li:l,ﬂdPLTil:LTmﬂ oo
E gency cailback #, ;Tms:ﬂp-timins D|l|-. l:hzr'_tgls. have a dncumant of discharga
| ' “"F‘; a':f mansivisindadhaisin inslructions tor resptorcement and for
gnostic. taslz or precedures. their personal reconds.
1 2. AClual o Polential | 2. Pra-Procedure nursing assessment shoyic
| Adverse Reaclien or ; tnclude:
Complication Post- a. Basehna vital syns, level of consclousness, . Any adversa complications will be
i Procadure pain pssessment, medication Yist, aliergies, assessed and managed per es1ab-
| NPQ siatus, any changes in the padenr's lished critaria.
condition since they fasi saw their doclor . Any agverce complications wit! be
b. Monidwing of the patient during post- assggsed and managed par eclab-
proceturs phase | hshed critéria
¢ Appropriate emargancy equipmant including . Any adverse comphications will be
reversal aans wilil ba readity availabla at assessed and managed
20 limes, and usad a3 jequired.

Guidelines for Plan of Care

PURPOSE: The purpuse of the plun of care is (o establish measorable poaby nr culcemes based on the paticnt™s problem:. These proflems are wdenifics thiough the ssessimen und
Fe-akicsament processes. This is an interdisciplinery mrocess and plan AH licensed care providers wifl document the cvaloation of the effectivenew ol 1he plus thmwghisut hospitalizatioa.

The plon of rare will he initisted afier a ticemed cure grin et compleies the initial assersment.

Enrh care l'lﬂ'lln'iﬂff shruld discuss 2nd tevies the P];n wl care w'ﬂh pnlher dlh!tc ;Plihtﬁ p-rinr i documeniannn i svnid I'l.'l.'l.l.llllﬂ.ﬂl'.‘}' m Pl’l.'l-ll'll:l‘ll denbelwatinn,

Clmice] pathways may he milized au 2 plan of carr unkess there is 2 variance. Problems that sre nnt anted an a cliniczl pethway mast be dicumented +n the pran ol cure.
Any problem identificd as a risk w e Intake a0d Triage process must be addresced an the plan of care.

Each assigned care provider is accountable for aagoing evaluatien an the plan of cure.

Revisions tn the plan of care muss Pe nowed, and reasnns for changes must he addee<sed in dnly docomentanon

Cnmplele each area abeve xoording 10 the following:

Ry

Enler dule and mitial~.

Prishlgm Dese ipgion: Dicwscribg 1he actual podhlema.

Problest Stous: State whether problem v ewlved (outcome achieved] of astive jomtcome nut ahicyed)
Cataler 1dentity measurahle gouly with expecicd time 01 completion i applicuble.
Inlervensimns: Lixt mrasures thatl will be impleineneed (0 tncel OUTCHMCS.

Duice mes; Desczibe progress lowurd achicving goals

Rate/Sipnaiure:

Comments:

Signaturefinitials:
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