UNIVERSITY MEDICAL CENTER
INTERDISCIPLINARY

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

e — ]

CABG Uncomplicated LIMA: OR Date:
ESTIMATED LOS: 5 Days Date placed on map:
EXCLUSIONARY CRITERIA:
1. EF = 20% 4. Renal Failure: Dialysis pre-op or CR>2.8
2. Second Reop (3rd Surgery) 5. Aneurysm
3. Valve surgery 6. Cardiogenic shock: Cl < 2.0 on inotropes

7. Severe COFD/Fre-op ABG reveals any of the following
- Pa02 < 60 or SAT < 92% on Room AirfPaCO2 > 50.

CRITERIA FOR REMOVING PATIENTS FROM CAREMAPE

(Switch to Genenic Cardiac Surgery Caremap)

1. = 2 sysfems failed (including cardiac) 3. Cl<2.0x 4 days

2. CVA (not wake up > 48 post-op) 4, Venf dependency x 5 days

Primary Diagnosis/Procedure:;

Pertinent Past Medical History:

Allergies:

Pre-op Medications:

Significant Pre-op Lab Work:

CONSULTS OR DISCIPLINES INVOLVED/NOTIFIED:

1. Initials/Dale/Time nofified:

2. Initials/Date/Time nofified:

3. inittals/Date/Time nofiffed:

4. Initials/Date/Time notified:

8. Initials/DateTime notified:

RN Signature: Date/Time:
RN Signature: Date/Time:
nstructi for D ation:

OUTCOMES/INTERVENTIONS: - Inifial when met or complated

- Use notation WA, If not applicable for the fimeframe
= Initial and circle, if not mef or completed

Supplemental Documentation is required on the Progress Record / Patient Focus Notes when an outcome or intervention is
initialed and circled, indicating it was not met or completed as stated.
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COURS EVENTS THI

Admission:

POD #1:

POD #2:

POD #3:

POD #4:

POD #5:

POD #6:

POD #7:

OTHER:

TRANSFER SUMMARY:

Invasive Lines

Site

Date In

Removed

Swan

DLC

Aline

PND (HL) Size:

Chest Tubes

New Site/Date .

Folay

Void:

Pacing Wires:

Pacer Used:

Other:

Last Medicated:

Other:

CULTURES

Most Recent Labs: K+
Total YO Balance (since surgery)

WwBC

Site

Results

RN Signature:

Univerity Medical Centar

Medical Record

Rew, 41580



CABG Uncomplicated
Signature Title initial

SIGNATURE REQUIRING CO-SIGNATURE

ﬂﬂﬂlﬁﬂ Requiring Co-Signature | Date/Shift InitialTitie
ADDRESSOGRAPH
DESIRED OUTCOMES D =DAYS E =EVENINGS N = NIGHTS
Problem/ |Day of Surgery D[E[N| Froblem/ "IDI|E|N
| Neads Date: Neads
Patient/family verbalizes understanding of Moves all extremities well upon command.
Knowledge |anticipated plan of care and participates Mobility
Deficit related |in decision making.
to plan of care |Patientfamily verbalizes decreased
anxiety with ICU environment.
ain or ve relief after
Pain intervention,
Management Electrolytes |Labs within therapeutic range.
Diet
|
dfiac ax == B
Decreasad I
Tissue Stable HR:
Perfusion
l g5ing dry & infact.
Potential For | emains injury free in a
Infection Glucose ==200 Patient Safety |environment.
u <=3 hrs.
Impaired Gas

Exchange [Denies shoriness of breath,

Patient/Family |hospital stay/care.
Satisfaction

B INTERVENTIONS (continued on back)

Patient Care D [ E [ N [ Patient Care D[E|N
Categories | Categories
Cardiac Surgery nurse contacts * NPO while intubated.
Discharge |Discharge Planning / Social Services (if Nutriion  [NGT/OGT as per unit standard.

Plan problems anticipated), * DIC NGT/OGT after extubation. Ice

I chips, progress clear liquid as tolerated.
High risk nutritional assessment
completed.

— N
CABG Uncomplicated - Day of Sungery - front dica Record Rev. 41901



INTERVENTIONS (continued)

Patient Care |Day of Surgery D | E | N | Patient Care DIE| ?I
Categories |Date: Categories
*V&, Hamodynamic monitoring, Encourage verbalization of fears /
Assessment |assessments, /0, chest tube Teaching |concems.
& management, invasive line care and & Assess patient / family satisfaction.
Treatments |wound care as per unil standard. Psychosocilal
* - Autotransfusion {Learning needs / teaching plan:
- Cardiac infusions - titrated according = ICU routine and enviornment.
to parameters (see flow sheet). - Expected post-op course.
* Pacing set for: - Current status.
acing at MA rate. - Cough & deep breathing.
* Re-warm patient as per unit standard. - Incentive spirometry use.
- Splinting.
Assess need for Demerol IVSS for - Pain management.
shivering. - Other:
1Evaluata need for pre-op meds. |
Given family information book.
|Assess comfort as per unit standards.
Orrient patient when appropriate.
* Administer blood and fluid products as
per unit standard.
* Monitor respiratory status as per unit
|_and respiratory depariment standards.
* Pulmonary toilet as per unit standard.
Respiratory support (see flow sheet),
Assess need for additional respiratory
care.
= Pre-Extubation: Lab 7 diagnostics results reviewed, MD
Draw initial ABG (RT/RN). Monitor Specimens |nolified if indicated.
patient vent system as per unit standard & *CBC, SMA7Y, PT, PTT, ABG, MVBG,
of care for C3 patient. Diagnostics | Mg on adm.
* Begin weaning when indicated as per * BS monitoring as ordered:
unit standard,
* Extubate as per unit standard.
* K+, CBC, ABG, PRN.
* CPK-MB 15 hrs. post-op:
Time:
*12 lead ECG on admission & in a.m.f
only if patient not AV paced.
* CXR on admission (If not done in OR).
* Tests | Procedures
V
Safety
& * Complete bed bath after 6 hr. if stable.
Activity
*00B to dangle and to chair, if
hemodynamically stable.
All alarms and parameters set.
Hygiene & Comfort Protocol Call bell within reach.
Peripheral IV Therapy Protocol
Pressure Ulcer Prevention Protocol
* Respiratory Care provided.
{See Respiratory Care Record)
University Medical Center *Indicates medical orders needed
CABRG Urcomplizated - Dy of Sungary - beck Medical Record Rew. 4119401



CABG Uncomplicated

Signature Title Initial
SIGNATURE REQUIRING CO-SIGNATURE
| Signature Requiring Co-Signature |Date/Shift InitlaliTitle
ADDRESSOGRAPH
DESIRED GUTﬂ?MES D =DAYS E=EVENINGS N=NIGH TS_
Problem/ |POD #1 o D|E|N| Problem/ IR DIE[N]
Need's Date: Needs
Patient/family verbalizes understanding of Transfer to 4 West (SDU)
Knowledge |anticipated plan of care and participates Mobility
Deficit related |in decision making. QOB to chair.
to plan of care |Patientfamily verbalizes decreased
anxiety with ICU environment & transfer
to 4 West Stepdown Unit.
ain free or verbalizes relef after Urinary output = 30 co/hr.
Pain intervention, Fluld and
Management Electrolytes |Labs within therapeutic range. 1
Diet
Tolerating clear liquids.
| Stabie CI ﬁﬁ_h———l—l—“m USIONS,
Decreased S — %%
Tissue
Perfusion
T [Centraland artenial ines removed.
Potential For [ [Rememsmuyfeenasae ]
Infection Glucose <=200 Patient Safety |environment.
|| [T Moeviencs ofskin breadomn ]
— |[Denies shorness of breath. [ | Skin Integrity
Impaired Gas
Exchange [No wheezing / stidor,
Patientfamily verbalzes satistaction
Incentive spirometry > 500 or; Patient/Family |hospital stay/care.
Satisfaction
B INTERVENTIONS (continued on back)
Patient Care D | E | N| Patient Care
Categories Categories
Evaluate need for special Discharge * Clear liquids and advance diet to 2 gm
Discharge |Planning. Referral to Discharge Planning/ Nutrition MNa low chol diet, or:
Plan Social Services If appropriate.
% of diet consumed:
Breakfast %
Lunch e
1 Dinner Yo

CABG Uncompiicated - FOD 1 - frant

* indicates medical orders heeded
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INTERVENTIONS (continued)

POD #1 D| E| N | Patient Care D|E| Tl
Date: Categories
* V3, Hemodynamic monitoring, Encourage verbalization of fears /
assessments, /O, chest tube Teaching |concems.
management, invasive line care and & Assess patient / family satisfaction.
wound care as per unit standard. Psychosocial
* Wean cardiac infusions (see flow Leaming neeads / teaching plan:
sheet), - ICU enviornmeant and equipmeant.
* DIC central access and KVO infusion - Expected post-op course.
and insert peripheral line. = Current status.
" DIC swan - Cough & deep breathing.
- Incentive spirometry use.
* DIC Aline, consider radial Aline if - Splinting.
arterial monitoring continues. =~ Pain management.
* Cap pacing wiras if rhythm stable - Activity progression .
> 24 hrs. = Cither;
* DJC chest tubes. Time:
Occlusive dressing x 24 hrs.
Obtain CXR aftar removal of pleural
chest tubes.
*DJC Foley, call MD i no void in 8 hrs.
Removal time:
* Remove initial sternal / leg dsg.
Time:
Assess comfort as per unit standard &
evaluate nead for pain med,
* Transfer to 4 VWest.
* Pulmonary tollet as per unit standard. Specimens |nolified if indicated.
Respiratory support (see flow & * EKG, SMA-T, CBC, PLTs, CPK-MB,
sheet). Diagnostics |Triponin, Stat. '
Assess need for additional respiratory * BS monitoring as ordered: I
care.
Incentive Spirometry q 1 hr. while awake. _
*K+and CBC12p & 8p.
* Tests / Procedures
Falls protocol maintain
Safetly
& Notify PMR for PT evaluation to be
Activity completed on Day 2.
* Assist with turning and bathing as
needed.
* After dangling, OOB to chair x 2 (keep
feet elevated as much as possible).
All alarms and parameters set.
Call ball within reach.
Hygiene & Comfort Protocol |
Peripheral IV Therapy Protocol
Pressure Ulcer Prevention Protocol
* Respiratory Care provided.
(See Respiratory Care Record) [
University Medical Center = indicates orders needed
CABG Uncompiicated - POD 1 - back Medical Record Rev. 419001



CABG Uncomplicated
Signature Title Initial

SIGNATURE REQUIRING CO-SIGNATURE

Signature Requiring Co-Sigrature Date/Shift Initfah Tithe
ADDRESS0OGRAPH
DESIRED OUTCOMES D =DAYS E=EVENINGS N =NIGHTS
Problem/ |POD #2 DIE|N Problem/ DIE|N
Needs Date: Needs i
Patient/family verbalizes understanding of Patient ambulating 40 ft. with or without
Knowledge |anticipated plan of care and participates Mobility assistive devica, Requires no more
Deficit related |in decision making. Aware of pending than assist of 1 to transfer QOB.
to plan of care |discharge.
ﬁﬁll‘l ?FE-E or EEEFEEQ- rEIIE? ﬁl‘ ﬁnnary output > ?iﬁ CCin ilﬂ- hrs.
Pain intarvention. Fluld and
Management |Comfortable on PO pain medication. Electrolytes |Labs within therapeutic range.
Diet
Advance to solid diet.
| ——————rrcamwaa=
able r m [asympitomatic
Decreased
Tissue
Perfusion

Potential For . amains injury free in a
Infection Patient Safety |environment.

o eviganca of SKIN Draakddwn.
» Needed for activity on Skin Integrity

Impaired Gas -
Exchange  |Incentive spirametry > 750-1000 or:

Patient/family verbalizes satisfaction with 1
FatientFamily |hospital stay/care.
Satisfaction

INTERVENTIONS (continued on back)

Fatient Care D|E | N | Patient Care D|E|N|
Categories | Categories
Evaluate need for special Discharga * Advance diet to 2 gm Ma low chol diet,
Discharge |Planning. Referral to Discharge Planning/ Nutrition or:
Flan Social Services if appropriate.
% of diet consumed:
Breakfast Yo
Lunch %%
Dinner b

*indicates medical orders neaded
CABS Uncomplicated - POD 2 - frand Medical Record Foew. 41901



INTERVENTIONS [cnnﬁﬂuiﬂg

Patient Care |POD #2 D | E | N | Patient Care | E|N
Categories |Date: _ Categories |
* VS, Hemodynamic monitoring, Encourage verbalization of fears /
Assessment |assessments, O, chest tube Teaching |concems.
& management, invasive line care and & Assess patient / family satisfaction.
Treatments |wound care as per unit standard. Psychosocial
* Assess comfort as per unit standard. Learning needs / teaching plan:
Evaluate need for laxatives and pain - Cough & deep breathing.
meds. - Insentive Spiromatry,
* D/C chest tubes. Tima: - Activity progression.
Occlusive dressing x 24 hrs. - Incislon care.
Obtain CXR after removal of pleural - Signs [ symptoms of infection.
chest tubas. - Medications: action, purpose, side
* D/C Foley, call MD is no void in 8 hrs, effects, dose, frequency.
Tirna; - Pain management.
* Cap pacing wires if rhythm stable - Other:
E.. 24 hrs. _
* Removal of initial sternalfleg dsg. (P/S).
Tirne;
* Pulmonary toilet as per unit standard.
Respiratory support (see flow i
sheet).
Assass need for additional respiratory
Carg.
Incentive Spirometry q 1 hr. while awake.
B [ab ] diagnostics results reviewed: MD | | |
Specimens |notified if indicated.
& * CBC, SMAT in am.
Diagnostics
* BS monitoring as ordered:
[* Follow-up on post-op CPK-MB results.
* Tests / Procedures
T [Fals protocol mantaned.
Safety
& PMR to complete PT evaluation.
Activity
* DOB TID (feal alevated, when possible)
|and ambulate width of room BID. BRP
and bathe with assist.
All alarms and parameters setl.
Call bell within reach.
Hygiene & Gomfort Protocol
Feripheral IV Therapy Protocal [
[Pressure Ulcer Prevention Protocol
* Respiratory Care provided.
(Seea Respiratory Care Record)
University Medical Center *indicates medical orders needed
CABG Uncomplicated - POD 2 - back Medical Record Rew. 41501



CABG Uncomplicated

Decreased
Tissue
Perfusion

Potential For
Infection

Impaired Gas
Exchange

EiEEE ifiﬁfiim iasymEEumaﬁci

ﬁﬁﬁﬁ ral_ﬁrnaﬁ %ﬂ I'II'.]IH'IEli range.

Wounds without drainage.

Afebrnile,

i uiamt&s activity progression without

nead for O..

Skin Integrity

Incentive spirometry = or > 1000 or:

_Signature Title Initial
SIGNATURE REQUIRING CO-SIGNATURE
| Signature Requiring Co-Signature | Date/Shift Initiali Tithe
ADDRESSOGRAFPH
DESIRED OUTCOMES D =DAYS E=EVENINGS N=NIGHTS
Problem/ |POD #3 D|E|N Problem/ D
Needs Date: Needs
Patient'family verballzes understanding of Patient ambulating 40 fi. with or without
Knowledge |anticipated plan of care and participates Mobility assistive device, Requires no more
Deficit related |in decision making. than assist of 1 to transfer OOB.
to plan of care Walks 3-4 min. with assistance TID.
ain free or verbalizes relief after dlance achieved.
Pain intervention, Fluid and
Management |[Comfortable on PO pain medication. Electrolytes |Tolerates > 50% of diet.
Diet
=3

]

Remains injury free in a safe
Patient Safety |environment. ‘

Eailmﬁlgmlly Uﬁ:ﬁﬂil!ﬁs Sﬂﬁﬁi&lﬂ]ﬂﬂ ﬁﬁi

Patient/Family |hospital stay/care.
Satisfaction
INTERVENTIONS (continued on back)
Patient Care D|E|N .E‘atia-nt Care
Eatngnﬂas Catagnﬂns
2 gm Ma low chol diet, or:
Discharge Nutrition
Plan

% of diet consumed:

Breakfast %
Lunch %
Dinner %

If consuming < 50% or specialty diet
needed, notify dietitian.

CABG Uncomplicated - FOD 3 - front

* indicates medical orders neaded
Medcal Racond

Ferw, A1 BT




CABG Uncomplicated

Decreased
Tissue
Perfusion

Potential For
Infection

Impaired Gas
Exchange

EiEEE ifiﬁfiim iasymEEumaﬁci

ﬁﬁﬁﬁ ral_ﬁrnaﬁ %ﬂ I'II'.]IH'IEli range.

Wounds without drainage.

Afebrnile,

i uiamt&s activity progression without

nead for O..

Skin Integrity

Incentive spirometry = or > 1000 or:

_Signature Title Initial
SIGNATURE REQUIRING CO-SIGNATURE
| Signature Requiring Co-Signature | Date/Shift Initiali Tithe
ADDRESSOGRAFPH
DESIRED OUTCOMES D =DAYS E=EVENINGS N=NIGHTS
Problem/ |POD #3 D|E|N Problem/ D
Needs Date: Needs
Patient'family verballzes understanding of Patient ambulating 40 fi. with or without
Knowledge |anticipated plan of care and participates Mobility assistive device, Requires no more
Deficit related |in decision making. than assist of 1 to transfer OOB.
to plan of care Walks 3-4 min. with assistance TID.
ain free or verbalizes relief after dlance achieved.
Pain intervention, Fluid and
Management |[Comfortable on PO pain medication. Electrolytes |Tolerates > 50% of diet.
Diet
=3

]

Remains injury free in a safe
Patient Safety |environment. ‘

Eailmﬁlgmlly Uﬁ:ﬁﬂil!ﬁs Sﬂﬁﬁi&lﬂ]ﬂﬂ ﬁﬁi

Patient/Family |hospital stay/care.
Satisfaction
INTERVENTIONS (continued on back)
Patient Care D|E|N .E‘atia-nt Care
Eatngnﬂas Catagnﬂns
2 gm Ma low chol diet, or:
Discharge Nutrition
Plan

% of diet consumed:

Breakfast %
Lunch %
Dinner %

If consuming < 50% or specialty diet
needed, notify dietitian.

CABG Uncomplicated - FOD 3 - front

* indicates medical orders neaded
Medcal Racond

Ferw, A1 BT




CABG Uncomplicated

to plan of care

Pain
Management

Decreased
Tissue
Perfusicon

Fotentlal For
Infection

EEEL& rﬁ?ﬁm » E_I EI’E. E requiras no

Pain free or verba
intervention.

Fluid and

further cardiac munituring.

acing wires removed.
dralnaga or rednass,

TUMHES WILNOU

Afebrile.

Electrolytes
Diet

Patient Safety

up and down stairs. OOB independenthy.

Signature Title Initial
SIGNATURE REQUIRING CO-SIGNATURE
| Signature Requiring Co-Signature |Date/Shift InitialiTitla
ADDRESSOGRAPH
DESIRED OUTCOMES D =DAYS E =EVENINGS N = NIGHTS
— Problem/ |POD #4 D|E|N| Problem/ DIE]|N]
Needs Date: Needs
Patient / family verbalizes questions f Ambulates independently, performs
Knowledge |concems about discharge. Mobility ADL's, begins stairs,
Deficit related |Dietary instructions complete. Fatient ambulating 100 ft. Able to go

eight w

in

pre-op; no adema.

Toberates = 50% of diat,

1 _ | | | |

Femains injury free in a safe
anvironmeant. l

by Soclal Worker.

Skin Infegrity
Impaired Gas |and without Q..
Exchange |Incentive spirometry = or > 1000 or:
Patientfamily verbalizes satisfaction with
Patient/Family |hospital stay/care,
Satisfaction
|
| INTERVENTIONS [continued on back)
Patient Care D | E | N | Patient Care DIE|N
Categories Categories
Discharge assessmeant / plans complete 2 gm Na low chol diet, or:
Discharge |by Discharge Planner. Nutrition
Flan Referral to appropriate facility as needed

Braakfast
Lunch
Dinner

U of diet consumead:

# &

CABG Lincomplicated - POD 4 - front

* indicates medical orders needed
Medical Record

e, 4180



INTERVENTIONS (continued)

Patient Care |POD #4 D | E | N[ Patient Care DIE|N
Categories |Date: Categories
*V35, assessments, /10, invasive Encourage verbalization of fears /
Assessment | line care and wound care as per unit Teaching CONCerns.
l & standard. & Assess patient / family satisfaction.
Treatments |* Evaluate need for continued telematry Psychosocial
and discontinue if possible. Discharge instructions in progress.
Discontinue peripheral line if talemelry Reinforce all previous teachings.
discontinued. - When to call MD.
I * Assess comfort as per unit standard. - Review medications.
Evaluate need for laxatives and pain - Incision care, signs / symptoms of
meds. infaction.
* Pacing wires removed as per unit - Give discharge booklet.
standard. - Activity f exercise: lifting, driving,
* D/C O if not already done. socializing, ADL's, sexual activity &
I limitations.
* If still on nebulizer treatments, evaluate - Reinforce dietary teaching.
need to continue, - Risk factors, strass management.
* Pulmonary toilet as per unit standard.
Respiratory support (see flow
sheet),
I Aszszess need for additional respiratory
cang.
[DIC | & O 48 hrs. out of ICU (if not done).
Incentive Spirometry q 1 hr. while awake.
Specimens |notified if indicated.
& * BS monitoring as ordered:
Diagnostics
* Tests / Procadures
alls protocol mainta
Safety _
& Keep feel elevated when in chair. Walk
Activity 150 ft. in the hallway without assistance
TID.
Begin stairs.
Bathe independently.
All alarms and parameters sat,
{Call bell within reach,
Hygiene & Comfort Protocol
[Peripheral IV Therapy Protocol
Pressure Ulcer Prevention Protocol
* Respiratory Care provided.
{See Respiratory Care Record)
University Medical Center " indicales medical orders needed

CABG Uncomplicated - POD 4 - back

Medical Record
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CABG Uncomplicated

Signature Title Initial
SIGNATURE REQUIRING CO-SIGNATURE
| Signature Requiring Co-Signature |Date/Shift Innitial Title
ADDRESSOGRAPH
DESIRED QUTCOMES D =DAYS E =EVENINGS N=NIGHTS
Froblem/ |POD #5 - Discharge Day D|E|N| Problem/ DIE|N
Needs Date: Needs
Patientfamily verbalizes questions / Patient ambulating 100 ft. Able to go
Knowledge |concems of discharge, home care, Mobility up and down stairs., OB independently.
Deficit related |post-op follow-up care and dietary
to plan of care |instructions.
ain frae or verbalzes reled after B Wwithin 5. re-0p; no edema.
FPain intervention. Fluid and
Management Electrolytes |Labs within therapeutic range.
Diet
| Tolerates > 50% of diet. i
able hemodynamics . Thythm '
Decreased |stable, skin wamm and dry). scharge T 1
Tissue Discharge
Perfusion Plan
I [inceions imact without redness, [ |
Potential For Iiwelllng or drainage. 1 =EW=#—“
Infection  |Temperature <= 1007 F for > 24 hrs. Patlent Safety |environment.
W
fungs ﬁar. I Skin Integrity
Impaired Gas
Exchange |Denies SOB with activity progression !
and withnut%. atientfamily verbalizes satisfaction wit
Incantive spirometry = or > 1000 or: Patient/Family |hospital stay/care,
Satisfaction
_ INTERVENTIONS {continued on back)
Patlent Care D | E | N | Patient Care DIE|N
Categories Categories
Discharge orders, instructions and 2 gm Na low chol diet, or:
Discharge |prescriptions written. Nuirition
Plan Refarral to appropriate facility for home
care as needed by Discharge Planner. % of diet consumed: BBEE
* Discharge to home or transfer to Breakfast %
appropriate facility. Lunch %
Time: Dinner __ % 88

[Reinforce dietary instruction as needed,

CABG Uncomplicated - POD 5 - fronk Edm d Rlew. 4118401



IN TEH'_.-'EH_T;HJME continue

already done).

* Assess comfort as per unit standard.
Evaluate need for laxatives and pain
binuds.

* Pulmonary tollet as per unit standard.
Respiratory support (see flow

sheet).

|Assess nead for additional respiratory
cana.

OVC | & O 48 hrs. out of ICU (if not done).

Incentive Spirometry q 1 hr. while awake.

" Patient Care |POD #5 - Discharge Day N | Patient Care DIE[N
Categories |Date: Categories
*VS, assessments, 1O, invasive Encourage verbalization of fears /
Assessment | line care and wound care as per unit Teaching  |concerns.
& standard. & Assess patient f family satisfaction.
Treatments |DIC telemetry and peripheral line (if not Psychosocial

Discharge instructions in progress.
Reinforce all previous teachings.

Follow-up appointment & emergency
contact given by nursing:

= When to call MD.

- Ensure discharge booklet given.

- Activity / exercise: lifting, driving,
socializing, sexual activity & limitations.
- Risk factors, stress management.

- Pulse taking.

= Information about cardiac rehabilitation

|_program.

Provide reassurance to patient / family
regarding going home.

EHE F EEHES[IH I'ESUI[E I"E'ﬁl'iﬁ: ﬁ

CABG Uncomplicated - POD 5 - back

Specimens |notified If iIndicated.
& * Tests / Procedures
Diagnostics
[ Falls protocel ma
Safety
& Ambulate independently with stairs.
Activity  |Able to walk 200 ft.
Perform ADL's indepandently.
Bathe independently.
All alarms and parameters set.
Call bell within reach.
Hygiene & Comfort Protocol I
I Peripheral IV Therapy Protocol
Pressure Ulcer Prevention Protocol
* Respiratory Care provided.
{See Respiratory Care Record)
University Medical Center * Indicates medical orders needed -
Medical Record R, 411504



