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 TITLE: TEAM NURSING                                                

    LOCATION: M/S                ADMISSION DATE: OCT 4,2009@16:35     

DATE OF NOTE: OCT 14, 2009@00:19     ENTRY DATE: OCT 14, 2009@00:19:40      

      AUTHOR: Nurse Jane       EXP COSIGNER:                           

     URGENCY:                            STATUS: COMPLETED                     

WINNEBAGO HOSPITAL NURSING ASSESSMENT

___________________________________________

          VITALS

___________________________________________

Last Temperature:98.9 F [37.2 C]  (OCT 13, 2009@22:01)

Last Pulse:78  (OCT 13, 2009@22:01)

Last Respirations:18  (OCT 13, 2009@22:01) 

Last Blood Pressure:100/58  (OCT 13, 2009@22:01)

Last O2:98  (OCT 13, 2009@22:01)

Last Pain: 8  (OCT 14, 2009@23:30)

PAIN ASSESSMENT :

PAIN REASSESSMENT~

  Patient reports pain/discomfort.

    Pain level Per Patient: 8

    Per Patient Comfort/pain relief goal? 2

Comprehensive Pain Reassessment:

  Severity: Moderate

  Location: left shin 

  Type: Burning, Dull 

  Duration: Constant

Sleep problems related to pain? Yes

Activities of Daily Living- problems related to pain? Yes

What relieves the pain? medication

What worsens the pain? movement

Comfort/pain relief goal? 2

Medication Pain Management: toradol 50 mg po per prn order 

Level of Pain at intervention: 8, per 

patient.

Outcome of Intervention for Oral Medications 45 Minutes post intervention

Action: medication given at 2332

Response: will reassess in 45 minutes and monitor 

PHYSICAL ASSESSMENT 

  NEUROLOGICAL 

    Alert, orientated x 3, co-operative.

    Pupils equal, round, reacting to light.

  RESPIRATORY

    Clear to auscultation bilaterally. Normal respiratory effort. 

  CARDIOVASCULAR

    Regular rate and rhythm. Normal S1 and S2. No murmurs or rubs.

    slight edema in feet and ankles. Not tight or pitting.

  GASTROINTESTINAL

    Last BM: 

    Abdomen soft, bowel sounds present.

    No nausea or vomiting, diarrhea or constipation.

    colostomy intact and soft brown stool in colostomy bag.1/4 full.

      Pt does own colostomy care. No c/o with colostomy supplies.

  GENITOURINARY 

    Voiding without difficulty, clear urine.

    No bladder distension.

      Patient has indwelling Foley catheter drains by gravity. good 

output in 

  foley bag. No c/o pain or blood in tubing.

  MUSCULOSKELETAL

    Weakness: Yes

    Range of Movement: limited 

    Moves extremities X 2

    Gait:

    Muscle Tone: flaccid 

    Amputee: none 

    Paralysis: LLL , RLL

    Fall Risk: Yes 

       paraplegic has full movement with upper extremities. Pt very 

  independent with care and ambulates per w/c. 

  SKIN

    Warm, dry,several scars and s/p surgeries. Patient c/o alot of itching 

    and dryness of skin, several scratches on abd and upper back.

    Dressing on decubitis ulcer on buttocks and peri panty on.

Pt requests wound care to buttock (L). Wound measures XXX. Depth 

epidermis involved. Cleansed with Hydrogen Periode mix and Rinsed with 

Saline.  XXXX applied and wet to dry dressing.  XXXX on to 

hold dressing in place. Pt tolerated procedure well.

/es/  Nurse Jane                                                       

RN                                                                        

Signed: 10/14/2009 01:14                                                  

==============================================================================

 --- Interdisciplinary Note ---

                         << Interdisciplinary Note >>

TITLE: TEAM INITIAL NOTE                                           

    LOCATION: M/S                ADMISSION DATE: OCT 4,2009@16:35     

DATE OF NOTE: OCT 14, 2009@00:09     ENTRY DATE: OCT 14, 2009@00:09:13      

      AUTHOR: Nurse Jane           EXP COSIGNER:                           

     URGENCY:                            STATUS: COMPLETED                     

___________________________________________

          VITALS

___________________________________________

Last Temperature:98.9 F [37.2 C]  (OCT 13, 2009@22:01)

Last Pulse:78  (OCT 13, 2009@22:01)

Last Respirations:18  (OCT 13, 2009@22:01) 

Last Blood Pressure:100/58  (OCT 13, 2009@22:01)

Last O2:98  (OCT 13, 2009@22:01) 

last Pain: 6  (OCT 13, 2009@22:01) 

D: Pt awake and alert watching t.v. complains of itching after assessment. 

Itching on abd. and back. Pt also c/o pain in left shin. Pt stated she 

bumped it today and has a skin tear. Bandaid on left shin.

A: Pain medication given for pain in left shin and Pt rates the pain 8/10.

 xxxxxx given 25 mg po for itching.  XXXX 50 mg po given per prn order.

 xxxxxx at 0002 and xxxxx at 2332.

R:  Will reassess patient for relief in approx. 45 minutes. Monitor 

patient's comfort level.

Nurse Jane

                      << Interdisciplinary Note - Cont. >>

TITLE: TEAM NURSING                                                

DATE OF NOTE: OCT 14, 2009@00:19         STATUS: COMPLETED                     

WINNEBAGO HOSPITAL NURSING  ASSESSMENT

___________________________________________

          VITALS

___________________________________________

Last Temperature:98.9 F [37.2 C]  (OCT 13, 2009@22:01)

Last Pulse:78  (OCT 13, 2009@22:01)

Last Respirations:18  (OCT 13, 2009@22:01) 

Last Blood Pressure:100/58  (OCT 13, 2009@22:01)

Last O2:98  (OCT 13, 2009@22:01)

Last Pain: 8  (OCT 14, 2009@23:30)

PAIN ASSESSMENT :

PAIN REASSESSMENT~

  Patient reports pain/discomfort.

    Pain level Per Patient: 8

    Per Patient Comfort/pain relief goal? 2

Comprehensive Pain Reassessment:

  Severity: Moderate

  Location: left shin 

  Type: Burning, Dull 

  Duration: Constant

Sleep problems related to pain? Yes

Activities of Daily Living- problems related to pain? Yes

What relieves the pain? medication

What worsens the pain? movement

Comfort/pain relief goal? 2

Medication Pain Management: tramadol 50 mg po per prn order 

Level of Pain at intervention: 8, per 

patient.

Outcome of Intervention for Oral Medications 45 Minutes post intervention

Action: medication given at 2332

Response: will reassess in 45 minutes and monitor 

PHYSICAL ASSESSMENT 

  NEUROLOGICAL 

    Alert, orientated x 3, co-operative.

    Pupils equal, round, reacting to light.

  RESPIRATORY

    Clear to auscultation bilaterally. Normal respiratory effort. 

  CARDIOVASCULAR

    Regular rate and rhythm. Normal S1 and S2. No murmurs or rubs.

    slight edema in feet and ankles. Not tight or pitting.

  GASTROINTESTINAL

    Last BM: 

    Abdomen soft, bowel sounds present.

    No nausea or vomiting, diarrhea or constipation.

    colostomy intact and soft brown stool in colostomy bag.1/4 full.

      Pt does own colostomy care. No c/o with colostomy supplies.

  GENITOURINARY 

    Voiding without difficulty, clear urine.

    No bladder distension.

      Patient has indwelling foley catheter drains by gravity. good 

output in 

  foley bag. No c/o pain or blood in tubing.

  MUSCULOSKELETAL

    Weakness: Yes

    Range of Movement: limited 

    Moves extremities X 2

    Gait:

    Muscle Tone: flaccid 

    Amputee: none 

    Paralysis: LLL , RLL

    Fall Risk: Yes 

       paraplegic has full movement with upper extremities. Pt very 

  independent with care and ambulates per w/c. 

  SKIN

    Warm, dry,several scars and s/p surgeries.Patient c/o alot of itching 

    and dryness of skin, several scratches on abd and upper back.

    Dressing on decubitis ulcer on buttocks and peri panty on.

Pt requests wound care to buttock (L). Wound measures  XXXXX. Depth 

epidermis involved. Cleansed with XXXXX mix and Rinsed with 

Saline.  XXXX ointment applied and wet to dry dressing.  XXXXXX on to 

hold dressing in place. Pt tolerated procedure well.

 Nurse Jane                                                       

RN                                                                        

Signed: 09/14/2009 01:14                                                  

