University Medical Center

Disclaimer: The is & suggested interdisciplinary
plan of care. This is only a guideline. The patient problem,
outcomes and interventions may be changed to meet the
individual needs of the patient. Physician / Medical orders
supersede all pre-printed interventions identified on the ADDRESSOGRAPH

m
Coronary Catheterization / Interventional

1 Coronary Cath Map [0 Coronary Interventional Map

Estimated LOS: 12 hrs /2 days Date placed on map:

Frimary Diagnosis / Procedure:

Secondary Diagnosis / Procedure:

Allergies:

Code Status:

SIGNIFICANT PAST MEDICAL HSTORY (If taking Glucopahage, must be off & hrs. pre and 48 hrs. post procedure.)
[(JCHF [OPVD [JRenalFailure []Ml Date: [ ] Hypercholesteriemia [] COPD
[ Hypertension [] Obesity [[] Family History [] Cerebrovascular Disease

[] Diabetes [JDiet [Jinsulin [ Oral

Smoker: [] Never [J Current (use of tobacco products within 1 month of this admission)
[] Former (use of tobacco products greater than 1 month prior to admission)

PREVI RDIAC SURGERIES / CA PROCEDURES

Date Lesion

Cardiac Catheterization

Coronary Interventional Procedure:

Coronary Artery Bypass

Valve Surgery

Other;

Instructions for Documentation:

QUTCOMES / INTERVENTIONS:
- Initial when met or completed
- Use notation N/A, if not applicable for the timeframe
- Initial and circle, if not met or completed

SLIF'F_' LEME_NTAL 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.

RN Signature: Date/Time:

RN Signature: Date/Time:

Gorsnaty Calh_lmersantion Cover Mediesl Record By, 2r2404
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Pain Scale

Pulsa

Site Dressing

Intravenous

Solution

‘Amount  Start

ACT Parameters:
Basaline 120 ~156 sec

Thwm.m sec

IABP

—_—

Size:

Insertion Site

Timing:

Time:

Systolic:

Diastolic:

Augmentation:

Diastolic Dip:

Distal Pulses:
Comments:

Stent Sticker

Transfer Summary
Vital Signs:

B HR:
Cardiac Rhythm:

Punctura Site:

Distal Pulses:
Transfer to: Time:;
Accompanied by

[ Angioseal baokle! [ Perclose booklet
Comments:

Coronary Cath_Intervention Cowver

Medical Record

Rav. 224044




Coronary Catheterization Interventional

Pain
Management

Alterations in

ADL's duea fo:

Chest Pain

intervention.

Present

assistance
____independently

Patient Safety

Skin Integrify

Efgml'urt Titla Initial
Signature Requiring Co-Signature | Date/Shift Initial/Title
ADDRESSOGRAPH
DESIRED QUTCOMES D =DAYS E =EVENINGS N =NIGHTS
Problem/ |Pre-Admission/2 hrs. Pre-Procedure | D |E |N | _Problem/ DI E|N
Needs Date: Needs
Verbalizes understanding of Vital signs stable for patient
Knowledge |pre-procedurs instructions Unstable
Deficit related Vital Patient awake,alert and eriented
to plan of care Signs

Lungs clear to auscultation

f Distal pulses palpable 7 audble ]
Pain free or verbalizes pain relief after Pulses

mMains injury fTee in a &
environmeant.

—w
Al:rie %n peﬁnrrn iﬁfis wni h (choose one): |

Cardiac rhythm stable for patient Eatienﬁmily verbalizes satistaction

| ——
Unstable Patient/Family |with hospital stay/care.
Cardiac Satisfaction
Rhythm
— INTERVENTIONS (continued on back) - = !
Patient Care | D N | Patient Care - [D[E[N|
Categories R g Categories
Assess need for Discharge Planning / * NPO B hrs. prior to procadure, except l
Discharge |Social Service based on nursing Nutrition for medications
Plan assessment of home environment /
patient condition.
Coronary Cath_inbervention - Pre-Admission - frond y mmmm nased Rev. 22404




MR# INTERVENTIONS (continued)
Patient Care |Pre-Admission/2 hrs. Pre-Procedure | D | E | N | Patient Care
Categories |Date: Categories s
* History / Physical completed Assess patientfamily satisfaction.
Assessment Teaching
& Initial assazsment completed I & Encourage verbalization of fears /
Treatments Psychosocial |concems.
* Consent # 1 cbtained Aszzesze knowledge level and readiness
to learn.
* Consent # 2 obtained Instruct patient to anticipate:
- EKG to monitor heart rate
* If allergic to iodine / shell fish / contrast - Sensation of heat as dye is injected
discuss need for Sclucortef. - Coughing and deep breathing during
MD notified at am/pm procedure
o - Inform MD if chest pain or difficulty
* Shave and prep @ am/pm in breathing occurs
Right Left Groin Review with patient "Take Care of the
Right Left Arm Heart You Have" booklet if indicated
Assess and document distal pulses: I
Dorsalis Pedis
Lt Rt
FPosterior Tibial
Lt: Rt
L Azzess ung sounds
zess LOC
I "Tests / ures
Encourage patient to void on call to Cath Speciimens
Lab &
Diagnostics
PIID lock site:
Insered by:
~Feparin Drip (25,0000 in 2508¢ DgW) |
OVC on call to Cath Lab Assess |lab results: CXR, CBC,
am/pm Platelets, SMA - 7, PTT, PT, INR, EKG
or (on chart to Cath Lab)
continue Heparin gtrhr {MD notified if indicated
* Administer pre-medication if ordered
* Transfer to Cath Lab:
am/pm
i
alis protocol in
Safety
& * Activity level:
Activity * Bedrest maintained after pre-
medications
[Fatient Identification bracelet confirmed
Hygiene & Comfort Protocol
Peripheral IV Therapy Protocol
i.lni-.rera':ty Medical Center * indicates medical orders needed
C:ll':!ni'!r m_ml"l‘ﬁ"iﬂn- Pre-Admission - hack Madical Fecord Ry, 22404




Cﬂ."‘ﬂﬂﬂf}l" cﬂﬂ?Efﬂﬁfﬂfﬂﬂ_ Interventional

Signature Title Initial
| Signature Requiring Co-Signature | Date/Shift Initlal/Title
ADDRESSOGRAPH
DEEJ'R._ED OUTCOMES D =DAYS E =EVENINGS N = NIGHTS
Problem/ |intra Procedure D|E|N| Problem/ DIE|N
Needs Date: Needs
Verbalizes understanding of Vital signs stable for patient

Knowledge |procadural events Unstable
Deficit related Vital [Patient awake,alert and oriented
to plan of care Signs

intervention.

Bieeding

Alterations in
I ADL’s dua to:

&5l pailn -]
Chest Pain

Pulses
Present

Patient Safety

Hemodynamic status stable for patient

from Cath Site [No hematoma noted® 2 inches

ﬁgtal puEa-.s paipaﬁ j au:lﬁe i

Emains Injury free In a sa
environment.

1

ﬂu wlﬁﬂnm n? Eln hrealcanwn-

Skin Integrity
I [Cardiac ihyihm stable for patient — |Patenttamily verbalizes satistaction
Unstable Patlent/Family |with hospital stay/cars.
Cardiac Satisfaction
Rhythm
= - INTERVENTIONS (continued on back) =1 |
Patient Care D | E| N| Patient Care DI]E
Categnrfes Eategaﬂes
| ‘ i *Diet: NPO
Discharge Nutrition
FPlan
Coronary Calh_intersantion - intra Procadure - front o ’Iiilﬂm;m-d Roay. 22404




MR#

Patient Care
Categories

Intra Procedure
Dater

D

E

N

INTERVENTIONS (continued) A

Patient Care
Categories

Treatments

Review completed assessment prior to
starting procedure

Teaching
&

* IV 0.9% normmal saline with 8,000u
Heparin for intra arterial flush

I Psychosocial

Assess and document distal pulses:
Dorsalis Pedis

Lt: Rt

Posterior Tibial

Lt: R

[* Patient prepped and sterile drape
applied

* Procedure start time:

‘_F'Lh:.falclan performing:

* Procedure performed:

* Continuous monitoring of arterial
pressure, heart rate, & cardiac rhythm:

Assess patient/family satisfaction.

Encourage verbalization of fears /
CONcems.

Assess knowledge level and readiness
to learn.

Reinforce pre-procedure teaching

| Specimens

* 2% Lidocaine: groinfarm

Injected by Dr.

Diagnosfics

FR
FR

Arterial sheath:
Venous sheath:
Inserted by Dr.

During conscious sedation, vital signs &
oxygen satdration monitored and

record&dﬁnin

* |\ - zee flowshest

* Administer 0.9% normal saline at;

ee'hr

Hygiene & Comfort Protocol

[Peripheral IV Therapy Protocol

"0 3L / min via nasal canula

Safety

For Cardiac Cath only:
Procedura complate am/pm

Patient transferred to recovery room:
amfpm

See Recovery Phase

Activity

University Medical Center

Coramary Cath_lnbsrsantion - Intra Procadure - back

medical

Medical Recard

Lab / diagnostics results reviewed; MD
notified if indicated.

* Tests / Procedures

alls protocol initiated.

* Activity level:

* Badrast:
Leqg:
immobolized

Patient Identification bracelet confirned

Rew. 224104



Coronary Catheterization_ Interventional

Diagnosis/Procedures

Signature Title Initial
Signature Requiring Co-Signature
Signature Date/Shift Initial /Title
Addressograph
|HTEH‘H’EHTIDE§
PTCAISTENT RN PTCAISTENT RN PTCAISTENT RN
| [] Post-Roto _[[] Post Angiojet | Init | [] Post-Roto [ Post Angiojet | Init [] Post-Roto [] Post Angiojet Init
Lesion # Lesion # Lesion #
Lesion visualized Lesion visualized Lesion visualized
Wire advanced to lesion Wire advanced to lesion Wire advanced to lesion
Type: Type: Type:
Balloon advanced over guide wire Balloon advanced over guide wire Balloon advanced over guide wire
Type: Type: Type:
Location: Location: Location:
Type: Type: Type:
Location: Location: Location:
Cutting balloon advanced: Cutting balloon advanced: Cutting balloon advanced:
Type: Type: Type:
Location: Location: Location:
Balloon inflation: Balloon inflation: Balloon inflation:
STs: [ Baseline STs: [ Baseline ST's: [ Baseline
O Increased 1 Increased ] Increased
[] Decreased [] Decreased [] Decreased
Chest pain [ Yes [] No Chestpain []Yes [] No Chest pain []Yes [ No
Balloon deflation: Balloon deflation: Balloon deflation:;
STs: Baseline ST's: Baseline ST's: Baseline
[ ves [J] No [1 Yes [ No [J Yes [J No
Chest pain relieved [] Yes [ No Chest pain relieved [ Yes [] No Chest pain relieved [ Yes [] No
ACT: ACT: ACT:
Time; ACT: Time: ACT: Time: ACT:
Time: ACT: Time: ACT: Time: ACT:
Stent deployed: Stent deployed: Stent deployed:
Type: Type: Type:
Location: Location; Location:
Type: Type: Type:
Location: Location: Location:
Inflation of Stent balloon: Inflation of Stent balloon: Inflation of Stent balloon:
STs: [ Baseline ST's: [ Baseline ST's: [ Baseline
' [1 Increased [ Increased [ ] Increased
[] Decreased [[] Decreased [ Decreased
Chest pain [] Yes [] No Chest pain [] Yes [[] Mo Chest pain []Yes [J No
Deflation of stent balloon Deflation of stent balloon Deflation of stent balioon
ST's: Baseline ST's: Baseline STs: Baseline
[1 Yes [J No ] Yes [ No [J Yes [J No
Chest pain relieved [] Yes [] No Chest pain relieved [ Yes [J No Chest pain relieved [ Yes [] No
MNB/IA IIB/IIIA IIB/IITA
Bolus given [ Bolus given [] Bolus given []
Infusion Started [ ] am / pm Infusion Started [] am / pm Infusion Started [] am / pm
Procedure Completed Frocedure Completed Procedure Completed
arm / pm am/pm am / pm
Arterial Sheath: Arterial Sheath: Arterial Sheath:
Sutured in place am/pm Sutured in place am/pm Sutured in place am/pm
Angioseal deployed arm/pm Angioseal deployed am/pm Angioseal deployed am/pm
Perclose deployed a Perclozse deployed am/pm Perclose deployed am/pm
Total Contrast J Total Contrast _ Total Contrast
| Transferred to Recovery @gn Transferred to Recovery lﬁ Transferred to Recovery Reom
am [/ pm am / pm am /pm
Hackenzack University Medical Center "Indicated medical orders nesded
Coronary Cathelerzation Flareeniional Procadirs revision 0712204 Medical Recond Rev, 224104



Coronary Interventional CareMap® Diagnosis/Procedures MR#

Procedure Procedure Procedure
ROTATIONAL ARTHRECTOMY | RN BRACHY THERAPY v ANGIOJET R
Arterial sheath upsize fr Angioplasty complete Lesion visualized:
am / pm
TVP inserted by: Anrterial sheath upsized fr. Angiojet system prepped & purged
TVP Settings: Radiation therapy catheter Angiojet cath advanced to lesion
Rate: advanced & delivered across
MA: lesion by cardiologist
Mode:
TVP removed at end of procedure Radiation oncologist delivered Angiojet in progress
by MD radioactive source ST's [ increased [] decreased
Lesion visualized Dwell in place for: Chest pain []Yes [1No
minutes Heart Rate:
seconds EideFIrLETrTH [J decreased
Roto wire advanced [1i :
Type: g‘rl':st p;?nm[:]asﬁgs D&T{:asm [ increased [] decreased
# passes _
Burr advanced to lesion Radiation source refurned into Angiojet complete
burr size lesion device by radiation oncologist ST's baseline (] Yes []MNo
burr size lesion Radiation delivery catheter Chest pain relieved [] Yes [] No
burr size lesion removed by cardiclogist HR / BP stable [] Yes [] No
burr size lesion Room & patient surveyed by ACT: S
physicist with negative results Time: ACT:
Roto in progress Procedure complete Time: ACT:
ST's increased [| decreased am / pm see immediate post - Time: ACT:
Chest pain [] Yes [ No procedure intervention 3
Heart Rate: Arterial sheath: Balloon advanced:
[] increased [[] decreased Sutured in place am/pm See PTCA / Stent interventions
Pacing [Yes [ONo Perclose deployed am/pm
Blood Pressure: Angioseal deployed am/pm
[] increased [ ] decreased Brachy therapy consent on chart
Roto completed
ST's baseline [] Yes [ No
HR/BP stable [ Yes [] No
Chest pain relieved [] Yes [] No
ACT: PROCEDURE PROCEDURE
Time: ACT: INTRAVASCULAR RN RN
Time: ACT: ULTRASOUND Init PRESSURE WAVE WIRE Init
Time: ACT: Vessel visualized: Vessel visualized:
Balloon advanced. See PTCA [ Wire advanced to vessel o Wave wire prepped, zeroed &
Stent interventions. normalized
Procedure complete am/pm intravascular Ultrasound cath Wave wire advanced to lesion
See immediate post-procedure _prepped & advanced to vessel proximal / distal
interventions Intravascular Ultrasound in Administer as per
progress protocol
Arterial sheath: ST's baseline [] Yes [] No Flow rates
Sutured in place am/pm Chest pain [ Yes [] No Flow rates
Perclose deployed am/pm
Angioseal deployed ___ am/pm Intravascular Ultrasound Vave wire removed
Complete: am/pm See PTCA / Stent or immediate
See PTCA / Stent or immediate post-procedure
post-procedure
University Medical Center *Indicated medical orders needed
Mbadical Record Ry, 224004

Corgnary Catheterization Imenneniional Procaduns



Coronary Catheterization_Interventional

Management

Chesl pain free or verbalized rehef

Chest Pain

gfter intervention

Vital signs & T patien

Signature Title Initial
iﬁﬂﬂuﬂ Requiring Co-Signature | Date/Shift Inigial Title
ADDRESSOGRAPH
_ _ DESJR-_ED QUTEG'HES D=DAYS E=EVENINGS N = NIGHTS
Problem/ |Recovery Phase D|E|N| Problenv | DIE|N
Needs Date: Needs j
Patient/family verbalizes understanding of Hemostasis obtained |
Knowledge |postinstructions, including rationale Bleeding
Deficit related from No hematoma nnref; inches
te plan of care Cath site

Unstable skin breakdown.
Vital Patient awake, alert and oriented
Signs
Hemodynamic status stable for patient
with hospital stay/care,
Satisfaction
— RTERVENTIONS (eontnsad w52 — ——l
Patient Care D | E | N| Patient Care D N
Categories Cafegories
| B * Encourage fluid intake
Discharge Nutrition
Pian % of diet consumed: B
Breakfast %
|Lunch %
| Dinner %
= e _‘_ - I — == - m e e TR T LG T
LS =5 L indicates medical orders needed 2




MR# INTERVENTIONS
Patient Care |Recovery Phase D | E | N | Patient Care
Categories |Date: Categories
* Monitor cardiac rhythm continuously P hin
Assessmaernt Teaching In (= 4
& * Monitor V'S continuously and record 2 + Rationale for bedrest/HOB 30 degraes;
Treatments |Smin until discharged from racovery Psychosocial | immaobilization of affected extremity.
* Inform nurse of numbness or tingling of
am/pm affected extremity, or bleeding from
Arterial/Venous sheaths removed cath site,
according to established guideline: « Apply pressure to area when coughing
am/pm by: or SnNeezing.
* Apply manual pressure to site until + Inform nurse of any chest pain or
hemostasis obtained: a difficulty breathing.
Tapical patch applied »_Increase fluid intake. -
am/pm If Vascular Hemstatis Device utilized,
Assess and document distal pulses: give patient "VHD Information” bocklet.
Dorsalis Pedis Stentcard reviewed with patient - placed
Ltk Rt on chart / given fo patiant
Posterior Tibial
Lt Ri:
DSD applied: groin
Report given to RN
Inftial voiding: ﬁ_ |
' comp
Specimens
&
* Transfer to: unit Diagnostics
am/pm. Instable condition
* IV - see flowsheet
Condition:
Site:
i
Hygiene and Comfort Protocol
implamented £
Peripheral IV Therapy Protocol
implementad
alls protocol inthated.
Safety -
& * Bedrast with immobilization of affected
Activity mity hrs.
* 5 Ib. Sandbag applied to grain
l for hrs. if ordered,
I - ———r g= = -
University Medical Center * indicates medical orders needed
Medical FRacard Rev, 2024004

Caronary Gath_intervention - Recovary Fhase - Dack



Coronary Catheterization_Interventional

Vital signs stable ?nr patient

Signature Title Initial Re
1::F\T:LTHﬁx“: i
o THE T LYy 35 A
e A E WA W ¥ -1
A T A -]
SN AT N
WA f g i Tha okt :";-\-ﬂ"'-l:_ LA
Signature Requiring Co-Signature |Date/Shift Inftial/ Title b x P
ADDRESS0OGRARPH
DESIRED OUTCOMES D =DAYS E=EVENINGS N =NIGHTS
e T ——T= )
Problem/ |Post Procedures 1 -4 hours N Problem/ DIE|N
Needs Date: __ Needs
Patient/family verbalizes understanding of
Knowledge |anticipated plan of care and participates
Deficit related |in decision making.
to plan of care
—
ain free or verbalizes reliel aftear
Fain intervantion,
Management |Chest pain free
Cardiac rhythm Stable for paﬁant
Unstable
Cardiac
Rhythm

Unstable  [Patient awake, alert and oriented
| Vital Lungs clear to ausculation
Signs

Patient Safety

Hemostasis mamﬁlnﬁ I
Bleeding No hematoma noted > 2 inches 0 evidence of skin breakdown,

Remains injury free in a safe
environment.

From Skin Integrity
Cath Sifte
WmﬁﬁmW
Diminshed Patient'Family |with hospital stay/care.
Pulses Satisfaction
INTERVENTIONS (continued on bac.ﬁ
Patient Care D] E | N| Patient Care D|E|N|
Categories Categories
* Diet:
Discharge Nutrition Resume diet:
Plan

% of diet consumed:
Breakfast
Lunch
Dinner
Encourage fluid intake

%
%
e

Comnany Cath_lrr=- *ront

* indicates cal orders needed
MMpdical

Foere, 2524004



Coronary Cath_imerwrnion - Post Procedune 1-4 hours-bick

MR & INTERVENTIONS
Patient Care |Post Procedure 1 - 4 Hours E | N | Patient
Categories |Date: Categories |
min X 2 and Encourage verbalization of fears /
Assessment Teaching CoNCerns. -
& onitor site for bieeding, tendemess, & Learning needs / teaching plan:
Treatments |and hematoma @15 min X 4, Psychosocial - Rationale for bedrast and
!!ﬂ min X 244 1hr X 4 and PRN immobilization of affected extremity
Assess lung sounds = Inform nurses of numbness or tingling
of affected extremity or bisading from
infal vording cc cath ste
[ - Apply pressure to araa when
Distal pulse assessment §.15 min X 4, coughing or sneezing
30 minX 2,871 hr X 4and PRN
Document distal pulses:
Dorsalis Pedis: Lt Ri:
Posterior Tibial: Lt Ri-
V. See Flowsheet
Site:
Condition:
Assess and document for bruit@ Thr X
hrs
Specimans
&
Diagnostics
Safety
& * Activity level:
Activity Keep leg immoblle, Complete bedrest
for hr
HOB elevated 30 deqgrees
I 5 Ib. Sandbag to groin
for hrs
Brachial Technique:
Bedrest for 2 hrs. Keep arm straight for
4 hrs.
OOB after 3 hrs if VHD
* Respiratory Care provided.
; - e
T University Medical Center " indicales medical oroers needed
Mgl Racord R, 22404



Coronary Catheterization_ Interventional

Signature Titla Initial Py
AT S
,.-.'_":‘: 1 ";_“'....1 ..-."\_\_.-'
-.:.:I'. = :’ I...I:' I.\th\\::":
Signature Requiring Co-Signature |Date/Shift Initial/Title B
ADDRESSOGRAPH
DESIRED OUTCOMES D =DAYS E=EVENINGS N = NIGHTS
Problem/ |Post Procedures 5- 12 hours DIE|N Problem/ D|E|N
Neeads Date: Needs
Patientfamily verbalizes understanding of
Knowledge |anticipated plan of care and participates
Deficit related |in decision rnal-:ing.
to plan of care
Fain free or verbalizes relief after
Pain intervention.
Management |Chest pain free
- -
ardhac rhythm stable for patient

Vital signs stable for patient
Unstable  |Patient awake, alert and oriented |
Vital Lungs clear to ausculation
Signs I=“ Femains injury free in a safe ’
FPatient Safely |environment.
Hemosialis mamtamned
Bleeding Mo hematoma nu-tﬂdﬁindms
From
Cath Site
Distal pulses palpable / audible Patientfam
Diminshed PatientFamily |with hospital stay/care.
Pulses Satisfaction
- e - — —
INTERVEN __s (continued on back)
Patient Care D | E | N | Patient Care DIE|N|]
Categories Categories
Discharge to: - * Diet;
Discharge |Home: Nutrition
Plan Admit;
% of diet consumed:
| Breakfast %
Lunch %
Dinner %o
Encourage fluid intake

Ceoronary Cath_|mersention - Past Procedure 5-12 hours-ront

MMadical

* indicates medical orders neadad
Recond

Roew. 2024004



MR # INTERVENTIONS

“Patient Care |Post Procedures 5 - 12 hours D | E | N | Patient Care DIE|N
Categories |Date: Categories
V3 g 4 hrs until discharge Encourage verbalization of fears /
Assessment Teaching |concems. |
& Assess site for bleeding, tenderness & Learning needs / teaching plan: I
Treatments |and hematoma Psychosocial - Instruct activity program
= Inform nurses of numbness or tingling
Pulse g1 hr until discharge of affectad extremity or bleeding from
cath site
Assess and document distal pulses on = Apply pressure to area when
Flowshest coughing or sneezing
Left Right
Instruct patient/family on care:
- Action to take if chest pain occurs
PID lock removed = Cath site care, including signs and
| sympioms of infection and action |
to take if bleeding
Voided cc - Follow-up appointment with MD
No bruit present - Fluids, diet, meds and new Rx if any

Specimens I

&
Diagnostics

Falls protocol Intiated.

Safety
& = Activity level
Activity  |Ambulating ad lib

* Respiratory Care provided,

University Medical Center * indicates medical orders needed
Coronary Cadh_Inbarvention - Post Procedure 58-12 hours-back Medical Recard Ry, 224104



Coronary Catheterization Interventional

Alterations in assistance
ADL's due fo: ____independently
Bedrest
Sheath
Placement

Bmains free of bleed, hematoma,
bruit, signs and symptoms of infection,

ﬁ b3 perfiorm ﬁEEiE v_-r_FI:ﬁ i:ﬁnnse ane):

Signature Title Initial o s
N b T o e
» _._.,.-:_I.l. -\.... I'-\;: :I.:'.:-}.Jl -
'd_i-\._'.r"x:_‘:i“- I,__ % ."'.:“'x._. -
. . ':dr:_.":-_ “ '|. 1; L
.-"‘--.P.:'\-\.\il.- L I..-::..- -l.".\‘".
L DI
T B
Fx....-._:,__,,_- (LT -I.'L-E et -._..:__ \'-\: i
LT S T T L
-Lt.-x._:f:.xh_}. 1 f’nx % #::_. i
Signature Requiring Co-Signature | Date/Shift Initial/Title - IS A
. ADDRESSOGRAPH
DESIRED OUTCOMES D =DAYS E=EVENINGS N = NIGH
e *— —= =
Problem/ |Post Procedure Day 1 DVE|(N|]| Problem/ DIE|N
Needs Date: Needs _
Patient/family verbalizes understanding of Remains WNL for patient
Knowledge |diagnosis and plan of care, participates in Telemetry

Deficit related |decision making,

to plan of care |Orient to telemetry unit, call bell system,
TV, & bed controls, post procedure care
[Patientfamily verbalizes understanding of
post-pracadure instructions. al Signs Siable for pabent,

=
Fain free or verballzes pain relief after Unstable
Pain intervention. Vital Signs  |Patient awake, alart and orientad.
Management |Remains fres of chast pain, SOB, groin

or back discomfort Hemodynamic status stable for patient.

Sheath
Access acchymosis
Site
W Batie Ty verbalizes Satiatacion
Tissue extremities warm bilateral: Patient/Family |with hospital stay/care.
Perfussion  |[{-) numbness [ tingling Safisfaction
- INTERVENTIONS fnnnﬂnunﬂ‘ on back) o
Patient Care | D | E | N | Patient Care DI|E|N
Categories _ Categonies
Assess need for Discharge Planning / % of diet consumed:
Discharge |Social Service based on nursing Nutrition Breakfast Yo
Plan assessment of home environment / Lunch Y
|patient condition. Dinner % i
Insurance: Encourage P.O. fluids
|
Coranary Cath_Imtervantion - Post Procad Day 1 - front “ﬁ“*ﬁﬂ?ﬂ“ﬂf‘ﬂm fenopd Ry, 2124104




MR# I'HTEEEED_IE {continued)
Patient Care |Post Procedure Day 1 D | E | N | Patient Care
Categories |Date: Categories
Monitor and record vital signs, distal Assess patientfamily satisfaction.
Assessment |pulses, sheath access site every Teaching
& 15 mins. X 1 hr., every 30 mins. X 2 hrs., i Encourage verbalization of fears /
Treatments |every 1 hr. x 4 hrs. post procedure and Psychosocial |concems.
post shaath removal, Assess knowledge level and readiness
T&0 _q,"’_ﬁ_hrs. to learn.
Inform patient of possible discharge in
* Telemetry # a.m.
Provide patient with procedural and
* Dy 3 iters nasal cannula pro educational materials.
chest pain Instruct patient to maintain bedrest with
Change sheath dressing PRN sterile alignment of limb.
technigue Instruct patient to inform the RN of
numbness, tingling of lag and bleading
MD notified of variances per protocol from groin. y
Yes Mo Instruct patient to notify RN if having
chest discomfort or SOB
Arterial / venous sheath removed and
documented in progress notas according
to protocol
Motify MD of significant changes in vital
signs, dimished distal pulses, persistant
bleeding or hematoma * 2 cms.
Notify MD if ckmb > 8.
Apply pressure dessing and additional agno results revi :
manual pressure if bleeding or oozing Specimens |notified if indicated.
persists. & * Tests / Procedures
V. Diagnostics |CBC 4 hours post
Ig cemhr. CKME 8 hours post
Discontinue @ EKG stat post
|"R
@ co'hr.
Discontinue i
| |
alls protocol inttiated.
Safety
& * Activity level:
Activity Bedrest x hrs. after sheath
removal
Agzess need for functional evaluation
by rehab.
Follow post interventional orders
regarding activity '
Hemostatis obtained E
Hygiene & Comfort Protocel
HOEB limited to £ 30 degress during bed
’ [Peripheral [V Therapy Protocol rest period.
Imrmobilize involved extremity for
Pressure Ulcer Prevention Protocol hrs.
Apply kg or arm immbilizer pm.
* Respiratory Care provided,
i (See Respiratory Care Record) May apply sandbag to access site.
“University Medical Center *indicates medical orders needed "
Medical Record Rev. 22404
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Coronary Catheterization_ Interventional

Signature Thie Initial - T
f?fﬁ:‘ -I.' .- & x'\ ——
_,..-r":__ "._ "-_ '..:'.
R |
-J""\.‘ -'l.- ..-t:::m“: ‘ % \:
R FIN
Signature Requiring Co-Signature | Date/Shift Initial/Title - W
ADDRESSOGRAPH
e l——— DESIRED OUTCOMES D=DAYS E =EVENINGS N = NIGHTS
i — e e SR
Problem/ |Day 2 DIE|N Problem/ D|E|N
Needs Date: Needs
Patient/family verbalizes understanding of Remains VWHNL for patient
Knowledge |diagnosis and plan of care, participates in Telemetry
Deficit related |decision making.
to plan of care
igns stable
ain free or verbalizes pain relief a
Pain intervention. Vital Signs  [Patient awake, alert and oriented.
Management |Remains free of chest pain, S0OB, groin
or back discomfort Hemodynamic status stable for patient.
e e |
Able ta paﬁnn'n iﬁﬁs ﬁﬁ {Ennse Dn&i: I
Alterations in assistance
ADL's due fo: indepandently
Patient ambulatory ad b without dificulty ﬁl‘%ﬁ_
%
1
Remains free of bleed, ﬁamatoma. brun, ains injury free in a safe
Sheath acchymaosis, signs and symptoms of Patient Safety |environment,
Access infection
Sife
NG evidence of skin breakdown,
Skin Integrity
Will have (+) peripheral pulses and Satientfamily verbalizes sabsfaction ]
Tissue affectad extremity warm bilateral Patient/Family |with hospital stay/care.
Perfussion |{-) numbness / tingling Satisfaction
INTERVENTIONS (continued on bac) T
= e e = e i Cp——
Patient Care D | E | N | Patient Care D|E|N
Categories Categories
Patient will be discharged In a.m. * Diet:
Discharge Nutrition
Plan % of diet consumed:
Breakfast %
| Lunch %
Dinnear %
Encourage P.O fluids
Yas No

e r—————— * == Lra=Ea T e |
Coromary Cath_Imtervantion - Day 2 - front mm ¥ R, 2404



MR#
Patient Care |Day 2

Categories |Date:
Vital signa hrs. as per post

Assessment intaruaﬂ'mnnl orders

|
|
=z

Assess patientfamily satisfaction.

& 1&0g hrs. Encourage verbalization of fears /
Treatments | CONCEns.
* Telemetry Discharge teaching completed, see
|discharge summary
X
Change sheath dressing pr sterile
{tech I
1 -

Final groin assessment and dressing
change done prior to discharge and
documented

Discontinue PIID with catheter intact

| Iwmw——‘—'
Specimens |notified if indicated.

& * Tests / Procedures 1 -
Diagnostics |CBC a.m. '
EKG a.m.

alls prot maintain

Safety
& * Activity level-

Activity Ambulatory ad lib

Hygiene & Comiort Protocol ‘I

Peripheral W Therapy Protocol

Pressure Ulcer Prevention Protocal

* Respiratory Care provided.

(See Respiratory Care Record) I

~University Medical Center : *indicatas medical oroers needed
Coronary Cath_Imervention - Day 2 - bk Medical Record Ren. 224/04




