______________________________________________________________________

24 Hour Adult Medical-Surgical Nursing Assessment Record
______________________________________________________________________

The 24 Hour Adult Medical-Surgical Nursing Assessment Record is a permanent part of the inpatient record and serves as a record of ongoing nursing assessments, interventions, and response to patient care.

__________________

· EQUIPMENT

24 Hour Adult Medical-Surgical Nursing Assessment Record, NAVMEDCEN PTSVA 6550/1 (Rev. 11/03)

__________________________

· IMPLEMENTATION

1. Adult Inpatient Units, 4F, 4G, 4H

2. All sections are completed in black ink.

3. This form is initiated on medical-surgical inpatients admitted to Naval Medical Center Portsmouth.  A new form is stamped and placed on the chart by night shift personnel and is instituted at 0700.

4. The current and preceding day's 24 Hour Nursing Assessment Record are kept in a covered clipboard at the patient's bedside.  All other completed copies will be maintained in chronological order in the Inpatient Chart.

5. Completion of this form is as follows:
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DATE 

· Place the date of use in the upper right hand corner.

VITAL SIGNS AND PAIN ASSESSMENT

· This section is used to record temperature, pulse, respirations, blood pressure, oxygen saturation (pulse oximeter), oxygen requirements, and pain scale. 

· Use the Numeric Rating Scale with 0 = no pain, to 10 = worst pain, to document pain score.  

· All patients will have pain assessed when vital signs are assessed.

PAIN MONITORING AND INTERVENTION

· For scores greater than 4 or patient goal, an intervention and one-hour follow-up must be documented in this section.  

· Write the time, location of pain, score, intervention, and the assessor's initials in the top most available line in this section.  

· After one hour, the patient's pain level is to be reassessed and documented on the same line.  

· Additional pain interventions should be attempted and the physician notified, as appropriate, if the pain level remains the same or increases.

· Examples of pain interventions include: cold application, deep breathing, distraction, epidural, exercise, narcotic medications, PCA (Patient-Controlled Analgesia), physical therapy, relaxation therapy, repositioning, and therapeutic touch.

FREQUENCY CHART

· This section is used to document frequent vital signs, turn schedules, and any other activity that requires frequent monitoring and documentation.  

· In the left column, list the activity being monitored and in the top row list the times the activity is being performed.

IV SITE

· For each IV site, document the time the IV site is assessed, the type of IV (PICC, PIV, etc.), insertion site (L. arm, R. hand, etc.), angiocatheter gauge, date started, site appearance (redness, swelling, etc.), and assessor's initials. 

· Place a check mark in the appropriate box if the IV dressing is changed or if the IV site is discontinued.     

ADDRESSOGRAPH

· Place the addressograph stamp in the lower left corner of the page.
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ASSESSMENT CRITERIA

· Staff members who work 12-hour shifts will need to complete 2 assessments within a 24-hour period.  

· Staff members who work 8-hour shifts will need to complete 3 assessments within a 24-hour period.  

· Place initials in the appropriate box. 

· Place a check mark in the box under the appropriate shift if the assessment meets the criteria defined for that system.  

· If the assessment is abnormal, place an asterisk in the appropriate box and document the abnormal findings in the Nursing Notes section.  

· If abnormal findings are documented and do not change during subsequent shifts on that calendar day, it is appropriate to note in the Nursing Note section, “Assessment unchanged from previous shift”.  

· If findings differ from the previous shift’s documentation, those changes will be noted.  

· In the Gastrointestinal section, document the date of the patient's last bowel movement.

FALL RISK LEVEL

· Staff members who work 12-hour shifts will need to complete 2 assessments within a 24-hour period.  

· Staff members who work 8-hour shifts will also need to complete 2 assessments within a 24-hour period.  

· Assessments should be completed during non-sleeping hours.

· Place initials in the appropriate box.

· There are 15 fall risk criteria elements with designated values of 1 or 2 points.  

· If the patient meets the individual criteria element, circle the corresponding points.

· Formulate total points and document in the “Total” box under the appropriate shift.

· Document Fall Risk Level under the “Total” box.

· The Fall Risk Level Protocols are listed for Levels 1, 2, and 3.  

· Place a check mark in the box for each intervention that is performed.

BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

· The patient's Braden Scale Score is assessed daily.

· Place initials in the appropriate box.  

· There are 6 assessment elements: 

Sensory Perception 

Moisture 

Activity 



Mobility 

Nutrition 



Friction and Shear  

· Each assessment element may be assessed for 1, 2, 3, or 4 points.  

· The scores are totaled and documented in the “Total” box.

· Guidelines for initiating a Wound Care Consult and interventions to relieve pressure, regulate moisture and dryness, and to prevent friction and shear are listed and should be followed as appropriate.    

· If a Wound Care Consult is generated, place a check mark in the appropriate box.
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NURSING NOTES

· This section is used to document all appropriate nursing notes.  

· The time the entry is made is placed in the left column under “Time”.  

· Nursing notes are written in the narrative format and ended with the signature of the writer.  
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EQUIPMENT

· Place initials in the appropriate box for any equipment being used by the patient. 

· There are 4 blank lines to list equipment not already identified in this section.

HYGIENE

· Place initials in the appropriate box when the identified care item is performed.

DAILY WEIGHT

· Document weights on patients who have either a nursing or physician order to do so.

· Note “Today’s Weight” and “Yesterday’s Weight” and determine any loss or gain.  

· The previous night shift staff members are responsible for entering the value in “Yesterday’s Weight”.  

· Abdominal girths are documented if ordered.  

· Mark the abdomen so girths are measured at the same place every day.

DIET

· Document the percent of meal consumed by the patient in the appropriate box.

INTAKE & OUTPUT

· Under the “Intake” side, label each column with any IV fluids, piggyback fluids, or other intake.  

· Document the specific type of IV fluid, i.e., LR.  Do not write “IVF”.

· Under the "Output" side, label each column with any drains, urine, or other output.

· Intraoperative intake and output is to be documented in this section too.    

· If hourly I&O documentation is ordered, formulate the totals and document in the gray columns towards the right sides of each “Intake” and “Output” section.

· Every 8 hours the totals for all intake and output are documented in the gray boxes in the downward direction.

· If hourly I&O documentation is not ordered, totals are documented in the downward direction only.  

· The 24 hour totals for each item of intake and each item of output is documented in the last row of gray boxes at the bottom of the I&O section with the grand totals documented in the most lower right box in each “Intake” and “Output” sections

INITIALS/SIGNATURE/STAMP BOX

· Staff members who document anywhere on this 24 Hour Adult Med/Surg Nursing Assessment Record are required to also place their initials, signature, and stamp in this box.

___________________

· REFERENCES

· “24 Hour Nursing Assessment Record”, NAVMEDCEN PTSVA 6550/1 (REV 05/01)

· “Fall Risk Prevention”, SNE Nursing Procedure Manual Web Site, 

http://www-nmcp.med.navy.mil/nursing/procman/nptoc.asp#F
· “Pressure Ulcer Care”, Springhouse Procedures Version 2.1

________________

· SIGNATURES

Revised by:
____________________________


20OCT03


LCDR M.C. Mattonen, NC, USN



Date



CNS, Bone & Joint/Sports Medicine Institute


Reviewed by:__________________________



24OCT03
  

CDR D. M. Svobodny, NC, USN 



Date

Co-Chair, Practice Council






Approved by:
____________________________


_____


CAPT R. McKenzie, NC, USN



Date

Senior Nurse Executive
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