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   AFTER REVIEWING THE CONTENT IN THIS SECTION, YOU SHOULD: 

• Identify the purpose and process of accurate documentation 
• Understand the methods for ensuring accurate and timely documentation on Nursing 

Documentation forms for nursing processes to include admission assessment, daily assessment, and 
the discharge process 

 

NURSING DOCUMENTATION & FORMS    
Introduction 
Documentation is the process of preparing a complete record of a patient's care and is a vital tool for 
communication among health care team members. Accurate, detailed documentation shows the extent and 
quality of the care that nurses provide, the outcomes of that care, and treatment and education that the 
patient still needs. Thorough, accurate documentation decreases the potential for miscommunication and 
errors. 
 
Documentation is a valuable method for demonstrating that the nurse has applied nursing knowledge, skills, 
and judgment according to professional nursing standards. In a court of law, the client's health record serves 
as the legal record of the care provided to that patient. Accrediting agencies and risk managers use the 
medical record to evaluate the quality of care a patient receives. Insurance companies use documentation 
systems to verify the care received. Nursing documentation in the medical record may also be used for 
research and education as well as for quality improvement programs. 
 
Admissions and Initial Documentation 
Patient may be referred to the Hospital by a physician, discharge planner/ case manager, or by the patient/
family (Must be substantiated by a physician).  After receiving approval to assess the patient, the clinical 
liaison completes an assessment using the pre-admission assessment form.  Medical necessity (UM) criteria 
are used to determine if the planned services require a medically complex acute care setting. A 
determination that the hospital is able to meet the individual patient’s needs is made using the criteria as a 
guideline.  If there is a question as to appropriate placement, the clinical liaison confers with the referral 
source, attending physician, case management, and other appropriate members of the hospital team.  Pre-
admission assessments are reviewed 
with the hospital team prior to 
admission to ensure adequate 
preparation to meet special needs 
(i.e. equipment, medications) and 
promote continuity of care.  Should 
the admission be determined not 
appropriate the case manager may 
assist the referral source to find an 
appropriate placement.  Case 
Management will review the case for 
medical necessity purposes 
throughout the inpatient stay.  For 
more information on the “Criteria” 
please refer to Policy #: 001-41-001.5. 
 



 

 

5 

Goals of an Admission 
Admission to the nursing unit should prepare the patient for his/her stay at our hospital. An effective 
admission procedures should accomplish these goals:  

 Determine the care, treatment, and services that will meet the patient's initial and continuing needs 
 Verify the patient's identity using at least two patient identifiers 
 Assess his clinical status 
 Make him as comfortable as possible 
 Introduce him to roommates and staff 
 Orient him to the environment and routine 
 Provide supplies and special equipment needed for daily care 
 

Prior to Patient’s Arrival - Hand-off Communication is Required 
The Joint Commission and our policies require that the nurse completes hand-off 
communication to ensure continuity of the nursing process.  This begins with receiving 
communication from the facility that is transferring the patient to us. Ensure this 
communication is documented in the medical record.  
 Contact the facility from which the patient is coming from and obtain a Nurse-to-

nurse report. 
 

Admission Assessment 
The Registered Nurse is responsible for assessing the patients’ need for nursing care, and the RN plans, 
implements and evaluates that care. Both the Joint Commission and LifeCare policy requires that each 
patient undergo an admission assessment by a registered nurse within 24 hours after inpatient admission.  
The patient’s assessment (and re-assessment) will be reflected in the Plan of Care.  
 
Admission Routines and Expectations 

Admission routines that are efficient and show appropriate concern for the patient can ease his anxiety 
and promote cooperation and receptivity to treatment.  
 Review admission orders and transfer notes to appropriately prepare and assess the patient 
 Maintain privacy at all times.  According to the Patient Care Partnership, the patient has the right to 

expect that his examinations, consultations, and treatment will be conducted in a manner that 
protects his privacy. Help the patient change into a hospital gown or appropriate hospital attire 

 Gather and prepare the appropriate equipment* 
 Itemize valuables* 
 Greet the patient by his/her proper name and introduce yourself and other staff present to promote 

respect 
 Orient patient to the room and surroundings 
 Explain the routine for your unit 
 Obtain and record the patient's vital signs* 
 Measure the patient's height and weight* 
 Obtain a complete patient history* 
 Determine whether the patient has an advance directive  
 Assess chief complaint 
 Complete physical assessment  
* Some tasks may be delegated to qualified and competent personal, such as a Nurse Assistant or LPN/

Nursing Documentation 
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Admission Routines and Expectations 
 Perform a comprehensive pain assessment  
 Attach an identification bracelet to the patient's arm, and an allergy bracelet when applicable 
 Assess and address the patient's safety needs 
 Make sure that a complete list of the medications the patient was taking at home and at previous 

facility  (including doses, routes, and frequency) are in the patient's medical record 
 Compare this list with the patient's current medications and reconcile and document any dis-

crepancies  
 Discrepancies: omissions, duplications, adjustments, deletions, or additions 
 Medication Reconciliation helps to reduce the risk of transition-related adverse drug 

events 
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Admission Routines and Expectations 
 Institute isolation precautions if necessary 
 Patient Education 

 Patient Rights 
 Hand Hygiene/Spread of Infection 

 Encourage to “Speak Up” when healthcare workers fail to perform hand hygiene 
 

Consent for Treatment 
It is the policy of this hospital that consent for treatment be signed prior to treatment at the earliest 

possible time. The assigned personnel will present, explain, and obtain the signature of the patient 
or responsible party on all required Admission Forms. 

 
Consent for Treatment Form - this form gives the consent to treat and provide general care, assign-

ment of benefits, notice of condition of hospital care, services and/or surgical or procedure con-
sent, release of information, personal valuables , instructions, financial agreement, assignment of 
benefits for services performed by anesthesiologist, pathologist, radiologist, and other treating 
physicians rendering professional services to the patient and notification of absence and transpor-
tation policy. This form also requires an answer to the question of Advance Directives as well as 
verifying that the patient has been 
informed of his rights to refuse care. 

 
Verbal Consent 
 A verbal consent to treat a patient may 

be obtained. The verbal consent to 
treat must be obtained by two (2) 
witnesses; their names and 
titles must be recorded on 
the Consent to Treat form. 
The name of the individual 
giving consent to treat, their 
relationship to the patient, 
the date and time must be 
recorded on the Consent to 
Treat form.  

 
The verbal consent to treat 

should be followed by an ac-
tual signature of the person 
giving consent when possible  
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It is important to ensure accuracy when completing the Consent Form.  Here are some reminders 
about signatures on the Consent Form 
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Initial Nursing Assessment Documentation Form 
Page 1: General Information and Medical / Surgical History, completed by RN or LPN/LVN 

 An area is provided for documentation of mode of admission, admittance from, accompanied by, who to notify 
in case of an emergency, general instructions, checklist, disposition of valuables, and pertinent social history 

 In this section, each item is documented by checking the appropriate box and/or writing in appropriate data. 
 List all invasive /operative procedures in the past 5 years, by procedure and year. 
 Screen for current infection or past history of TB, psychiatric illness and presence of drug resistant infection(s). 

 Check any adaptive devices the patient uses.  
 Obtain and document vital signs. 

INITIAL Nursing Documentation & Forms 
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Initial Nursing Assessment Documentation Form 
 

Page 2: Pain History, Abuse Screening, and Admission Notifications 
The admission screenings are based upon the admitting RN’s physical assessment. The initial physical assessment will 
be completed by the admitting RN and documented on the Nursing Daily Care form 300. 
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Daily Nurse Assessment and Documentation Form 300 
- The Daily Nursing Care Note is for the documentation of the patient’s condition and care activities over a 24-hour pe-
riod.  
- It utilizes pre-printed information and check boxes in an effort to decrease the amount of time spent documenting.  
- A RN must perform at least one of the assessments in a 24 hour period including the initial physical assessment  
 
Page 1 & 2: Physical Head-to-Toe Assessment 
Here you are seeing pages 1 & 2 of the form.  These 2 pages are identical except page is for the “AM Assessment” and 
page 2 is the “PM Assessment.”  The page is broken down by body systems. 
 

DAILY Nursing Documentation & Forms 
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Daily Nurse Assessment and Documentation Form 300 pages 1 & 2 
Page 1 & 2: Physical Head-to-Toe Assessment 
 

Neurological Assessment 

 After filling in the date and time of your assessment, we will begin the documentation of the neurological assess-
ment.  Keep in mind when you are assessing an older adult that they may be a bit slower in responding to your re-
quests, especially for coordinating movements. 

 
 We start with assessing mental status and you have to check if 

they are alert and oriented times 1, 2, or 3.  By checking that the 
patient is A&O x3 I am indicating that the patient is awake and 
readily aroused and appropriately oriented to their self, place, 
and time.  If they were A&O x 1 or 2, I would expect the nurse to 
write a additional detail in his/her narrative note related to the 
patient’s orientation. 

 
 Next we assess their affect and behavior.  The assessment revealed that although she is cooperative the patient is 

anxious. 
 
 The next section is the Glasgow Coma Scale.  The Glasgow coma scale is an objective assessment that defines the 

level of consciousness by giving it a numeric value.  The scale is divided into three areas: eye opening, verbal re-
sponse, and motor response.  Each area is rated separately, and a number is given for the person’s best response.  
The three numbers are added and the total reflects the brains functional level. A fully alert, normal person has a 
score of 15, and score of 7 or less reflects coma. 

 
 Assess the patient’s strength by asking the patient to make voluntary movements with their extremities.  For exam-

ple: hand grasps, arm raises, leg raises, foot pushes.  You may also consider eyebrow raises, frowning, and smiling 
to assess facial symmetry.  If the patient has decreased level of consciousness, note if movement occurs spontane-
ously and as a result of noxious stimuli, such as pain or suctioning. 

 
 Note the size, shape, and symmetry of both pupils.  Shine a light into each pupil and note the direct and consensual 

light reflex.  Both pupils should constrict briskly .  When recording pupil size, record it in millimeters.  In adults, a 
resting size is from 3 to 5mm.  Fixed pupil size may be the result of glaucoma, however unequal sized pupils could 
indicate central nervous system injury, unequal or no response to light could also indicate brain injury therefore it 
is important to know your patient’s PMH and report abnormal findings to the physician immediately. 

 
 Should you have any additional assessment items to document that do not fit into the check boxes located in this 

space, please use the narrative section for additional assessment findings.  These items may include: orientation, 
facial drooping, etc.  
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Daily Nursing Assessment Documentation Form 300 pages 1 & 2 
 
Respiratory Assessment 

 Document the patient’s breathing pattern by checking the box 
that fits your assessment. Observe the patient for use of acces-
sory muscles during breathing.  Confirm symmetric chest expan-
sion by placing your hands on the patient’s postero-lateral chest 
wall ask the patient to take a deep breath and see if your hands 
move symmetrically.  Next auscultate the patient’s lungs and 
use the key codes for the breath sounds that matches your as-
sessment finding for left and right upper and lower lung sounds. 

 

 The middle section allows for additional assessed items to include cough, secretions, and oxygen delivery 
devices.  Check the boxes that fit your assessment findings. 

 

 The third box, furthest to the right, is completed only when applicable.  For example if the patient has a 
trach, on a ventilator, or has a chest tube. 
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Daily Nursing Assessment Documentation Form 300 pages 1 & 2 
 

Cardiovascular Assessment 

 The first item is heart sounds, listen to the heart for normal S1 
and S2 (lub-dub) sounds and note any extra sounds.  

 

 Assess for jugular vein distention by positioning the patient su-
pine, remove the pillow and elevate the head of the bed to 45 
degrees.  Turn the head slightly away from the side you are as-
sessing, usually the jugular vein flattens and disappears at 45 
degrees.  Fully distended external jugular veins above 45 de-
grees signifies increased central venous pressure.   

 

 If the patient is on a cardiac monitor indicate so by checking “yes,” the cardiac rhythm, and that you veri-
fied that the cardiac alarms are on and audible. 

 

 Document any edema assessed on the patient.  Edema is graded on a four point scale from +1 for mild 
edema to +4 for deep pitting edema.  This scale is somewhat subjective. Document the capillary refill as 
rapid, sluggish or absent. 

 

 Assess each of the major pulses and indicate if the pulses are bounding, normal, weak, or absent using 
the key codes provided.  In some cases you may need to use a Doppler to assess. 

 

 If a vascular access device is in place, assess the site for signs of infection and document the type, site, 
date of insertion, and appearance. 

 

 Assess for the homans sign in each leg, a positive sign is present when there is pain in the calf on dorsi-
flexion of the patient's foot at the ankle while the knee is fully extended. 
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Daily Nursing Assessment Documentation Form 300 pages 1 & 2 
 
 

Skin Assessment 

 Use the back of your hands and palpate bilaterally the pa-
tient’s skin.  It should be warm with equal temperature. 

 

 Check the skin color to see if it is normal skin tone for the 
patient’s genetic background. 

 

 Look for sign of dehydration in the oral mucous mem-
branes.  If you assess the mucous membranes are dry you 
may consider also assessing for skin turgor and adding ad-
ditional noted in the narrative notes. 

 

 Wounds are documented in the wound care section. 
 
 

 
Gastrointestinal Assessment 
 Gently palpate the patient’s abdomen and assess of it is soft, firm, or hard.  Also note if it is distended, 

flat, obese, tender. Guarded, or if the patient is having nausea or 
vomiting. Auscultate for bowel sounds, note the character and 
frequency, normally high-pitched, gurgling, cascading sounds, 
occurring irregularly from 5 to 30 times per minute.  Determine 
if they are normal, hypoactive, hyperactive, or absent. 

 

 In the middle section, if a gastric tube is in use, indicate the type 
and, purpose of the tube’s use, and placement.  If the tube is 
being used for enteral feedings, document the formula and that residual was assessed. 

 
 Document the color of and character of the patient’s stool and last bowel movement.  If a fecal device is 

in use, indicate the balloon volume, which should be no more than 45mL. If the patient has an gastric 
tube (naso or parental) indicate the purpose of the device (i.e. suction, feeding) and that you confirmed 
placement in cm at the nares. 

DAILY Nursing Documentation & Forms 
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Daily Nursing Assessment Documentation Form 300 pages 1 & 2 
 
Genitourinary Assessment 

 
 Check whether the patient is continent, incontinent, or 

voiding via catheter and the color of the urine.   
 

 Locate and document the date of insertion and size of the 
catheter if applicable and whether the foley remains nec-
essary.  If the foley remains necessary, indicate “why” in 
your narrative note for example: to relieve urinary tract 
obstruction, to permit urinary drainage in patients with 
neurogenic bladder dysfunction and urinary retention,  to aid in urologic surgery or other surgery on con-
tiguous structures, to obtain accurate measurements of urinary output in critically ill patients, to prevent 
contamination of large decubitus on perineum or excoriated perineum (high risk of incontinent associated 
dermatitis or IAD).   

 Upon admission, when a patient has a urinary catheter it becomes a part of their plan of care to assess 
daily whether the catheter remains necessary and to remove the catheter as soon as medically neces-
sary.  Upon admission, it is an appropriate time to obtain an order for the Nurse Removal of a Urinary 
Catheter Protocol. 
 

 

 If the patient has a dialysis catheter note what type of access device it is and if a bruit and thrill is present. 
 

 

Re-Assessment 

 
If this is a critical care patient, you will see reassessment boxes at the bottom of each page where you can in-
dicate “assessment unchanged” or “See Nurses Notes.”  Critical Care patients typically have changes in their 
assessment throughout 24 hours, however, not every item in the head to toe assessment may change.  There-
fore if you reassess your patient in 4 hours and the only thing different is that they are different ventilator 
settings, indicate this in the narrative notes. 
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Daily Nursing Assessment Documentation Form 300 page 3 
 
Pain Assessment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Joint Commission recommends that a patient's pain level be assessed and reassessed at regular intervals.  Upon 
admission, we are assessing both the current pain status and the patient’s history of pain management.  In the bottom 
row of the form, you will see a reference to the approved pain reference scales.  Select the pain reference scale that is 
appropriate for your patient. The scales can be located on page 6 of the initial assessment form. 
 

A comprehensive pain assessment includes the location, type, description, precipitators, and relieving measures of the 
pain.  The key code boxes can be used for quick documentation.  More than one key code may be used. 

 
1. Note the time of your assessment 
2. Note the subjective pain score on a 0-10 scale  
3. Indicate the pain scale used for assessment (refer to page 6) 
4. Write the location of the pain 
5. Followed by the patient’s description of the pain 
6. Ask the patient what brought on the pain  
7. Ask the patient what pain relief measures that may result in a tolerable pain level 
to enable him to participate in his care. Try to maintain his pain at that level or lower 
because, depending on the patient's condition or the procedure being performed, a 
"0" pain level may not be realistic. 
8. Reassess the patient’s pain within 1 hour of providing the pain relieving measure 
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Daily Nursing Assessment Documentation Form 300 page 3 
 
Wound Assessment 
Here you will see an exam-
ple of the appropriate way 
to document the wound as-
sessment.  If the patient has 
no wounds, you may check 
the box “no wounds ob-
served” also, if the patient 
has wounds and/or a wound 
VAC, check those appropri-
ate boxes.   
 
If the patient does have 
wounds, as the nurse as-
signed to the patient, you 
are responsible for as-
sessing and documenting 
the status of the wound in 
this section of the form. 
Please be aware that this is 
applicable even when the 
patient will be seen by the 
wound nurse, has a dressing on the wound, does not have orders for a dressing change on the particular shift 
you are working on, or on a wound vac. 
 

1. First, indicate the time of the wound assessment 
2. In the column to the right of the time describe the specific location of the wound.  On the first ex-

ample line here, the assessment was completed at 1200pm, location was right heel 
3. Next, indicate if you changed the dressing.  
4. Next select the color or colors that was seen in the wound.  There may be more than one color for 

the wound.  Refer to the key codes provided: red, pink, black, yellow, green, and brown.  Continu-
ing with our first example, the colors are red and yellow. 

5. Next we  need to identify if there was an odor present.  The options are none or foul.  In our ex-
ample 1, the odor was foul. 

6. Then we will move to the drainage, use the key code drainage descriptions, they will be none, 
clear, serosanguineous, bloody, and purulent.  For our example, the wound had serosanguineous 
drainage 

7. Lastly, we will document the dressing applied according the physicians orders. 
8. When using foam dressings, i.e. VAC foam you should note the color of the foam 
9. If a dressing is dry and intact you must indicate so in the treatment section.   

 
In the second example listed, at 8pm, the right heel dressing and sacrum VAC were not changed.  Just be-
cause the dressing/VAC was not changed does NOT mean we do not document that the patient has a dress-
ing/VAC. 
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Daily Nursing Assessment Documentation Form 300 pages 4 &5 
 
Fall Risk Assessment 
The top portion of this page is the fall 
risk assessment and fall prevention 
interventions. On the left your will 
complete the assessment and in the 
right column choose the interven-
tions to prevent falls. 
 

Preventing falls begins with identify-
ing the patients at greatest risk.  The 
fall risk assessment is a standardized 
that is completed each shift, after a 
change in the patient's condition, 
transfer from another unit/hospital, 
and after a fall.   
 
The nurse assesses each parameter 
of the assessment (letters A-I).  For 
each parameter, they choose the de-
scription that best fits their assess-
ment, each parameter and associat-
ed description is assigned a numeric 
score.  The total score provided an 
overall fall risk. 
 Greater than a score of 8 is mod-

erate/high risk, a score equal or 
greater than 15 is a high fall risk 
Based on the fall risk, the inter-
ventions are initiated. 

 Minimal fall precautions are ap-
plicable for all patients to make 
sure the environment is safe and 
the patient is comfortable. Inter-
ventions would include orienting the patient to the room and instructing him/her to use the call light to 
call for help, etc. 

 If the patient is a moderate/high fall risk, in addition to the minimal interventions, select interventions 
from the moderate/high risk section. 

 If the patient is a high fall risk, then the nurse will select interventions from the minimal, moderate/high, 
and high risk sections to make the plan comprehensive. 

 

In the boxes, please ensure to document with your initials only – please do not use check marks in this sec-
tion. 
 

The bottom half of the form is for narrative notes  

DAILY Nursing Documentation & Forms 
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Daily Nursing Assessment Documentation Form 300 page 6 
 
Reference Tools 

On the last page of the form you will find a reference page that has Pain Assessment tools, Sedations scales, 
and drug reference tools. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The pain scales we use at LifeCare are the 0-10 Numerical Rating Scale, the Wong Baker Faces Pain Rating 
scale, and the FLACC scale. The 0-10 Numerical Pain Rating Scale is a scale that is used with patients who are 
verbal and cognitively able to respond. The Wong-Baker Faces Pain Rating Scale is used with non-verbal pa-
tients that are able to respond to questions related to their pain level. Finally the FLACC Scale is one that was 
originally developed for use in pediatrics but works well in the ventilated/unable to respond population. It is 
based on 5 categories that are observed by the nurse and scored. It also results in a 0-10 result. 
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Braden Assessment Form 
 
The braden score is assessed upon admission by the admitting RN and then weekly by the wound care nurse. 
 

There are 6 sections to the Braden scale: Sensory Perception, Moisture, Activity, Mobility, Nutrition, and Fric-
tion and Shear.  Each one of these sections has multiple descriptions that are associated with a number score.  
Select the description and corresponding number that best fits your assessment for each section.  Total all of 
the description numbers to achieve the total Braden score. A Braden score less than 16 should trigger a notifi-
cation to the wound care team.  The Braden score will also trigger the skin care decision tree and plan of care. 
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Therapeutic Surface Decision Tree  
is part of LifeCare’s comprehensive wound care 
program which assures effective and efficient use 
of specialty bed/surface resources.  
 Each decision tree outlines nursing care and 

documentation for levels of risk and types of 
skin breakdown.  

 Patient reassessment and continued specialty 
bed/surface usage should be reviewed at a 
minimum of weekly. 

 Changes in Braden scoring necessitate 
reviewing the Therapeutic Surface Decision 
Tree for changes in treatment surface or bed, 
nursing care and documentation.  
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Bedside Clinical Care Record 
 
Page 1: Intake/Output 
The Bedside Clinical Record is a form that is placed in the patient’s room, covered with a HIPAA protection 
sheet, and documented on by ALL clinicians. 
 

You are seeing page 1 on this slide.  The top section of the form is to document nutrition information.  This 
includes the percentage of food consumed and residual checks for enteral feedings. 
 

Below the nutrition section you will find the intake section in the left column and the output section in the 
right column.  The top half of the form is for the 7a – 7p shift and the bottom half is for the 7p – 7a shift.  No-
tice the horizontal gray bar that separates these sections and allows for your documentation of the 12 hour 
shift totals.  The form is further divided by multiple intake and output descriptors (i.e. IV, PO, BM, Ostomy, 
etc.). All intake and output is recorded in mL. Output that is in a solid form, such as stool, should be measured 
in terms of number, for example “x1.” 

 

The last row of the form in dark-
er gray is designated for the 24 
hour total.  The Nurse assigned 
to the patient is responsible for 
totaling the 24 hour intake/
output totals. With this meas-
urement, the nurse should also 
be assessing and comparing the 
fluid totals with the patient’s 
condition. 
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Bedside Clinical Care Record 
 
Page 2: Nursing Interventions/Routine Patient Care 
These interventions are in essence the documentation of personal care provided (hygiene, linen changes, 
etc.) and of patient activity (turning, ambulating, etc). It is a best practice to turn and reposition patients who 
cannot do so themselves at least every 2 hours when in bed and every 1 hour when in a chair.  While this 
care may be provided, if it is not clearly evident in the medical record, it is considered “not done” legally.  
Please ensure this is documented here. 
 

Frequent rounding is required to prevent falls and ensure patient safety.  Frequent monitoring should be doc-
umented here. 
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Vital Signs Record form 319 
 

Vital signs will be documented on their own designated form (either 319 or 248 on next page) and kept in the patient’s 
chart. 

 

The frequency of obtaining vital signs is based on the whether the patient is Med-Surg or Critical Care, physician order, 
and/or patient condition/treatment.  This form allows for a frequency of every 4 hour vital sign or less.  If more fre-
quent intervals of vital signs assessment are required please switch to the Critical Care Flowsheet. Vital sign assessment 
and documentation may be completed by C.N.A. however the Nurse assigned to this patient is ultimately responsible 
for ensuring the documentation on the medical record is complete. 
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Vital Signs Record form 248 
 

We realize that some facilities have different procedures for recording the blood glucose, therefore the 248 
form is also available.  It is the same as the 319 form except it excludes blood glucose documentation.  

Nursing Documentation & Forms 
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Critical Care Flowsheet form 325 page 1 
 
The critical care flowsheet is implemented when the patient requires more frequent monitoring than q4 hour 
assessments. It is used in addition to the Daily Nurse Assessment form 300. 
 

Page 1: Hemodynamic Monitoring, Neurological Assessment, and Circulation Assessment.  For a non-critical care pa-
tient, this form is not used in place of the Neuro Checks form (for post fall monitoring). 
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Critical Care Flowsheet form 325 pages 2 - 4 
 

Pages 2 -3 are for documenting frequent vital signs and vasoactive medications.  You can document vital 
signs as frequently as every 15 minutes with this form.  The regular vital sign form 319/248 only has space for 
every 4 hour assessments and does not allow you to document vital signs next to drug titrations. 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
Page 4 of the form will be for any additional narrative nursing notes. 
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Restraint Documentation Form 
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Discharge Process and Forms 
 
Although discharge from a health care facility is usually considered routine, effective discharge requires careful 
planning and continuing assessment of the patient's needs during his hospitalization. Ideally, discharge planning 
begins shortly after admission. Discharge planning aims to teach the patient and his family about his illness and 
its effect on his lifestyle, to provide instructions for home care, to communicate dietary or activity instructions, 
and to explain the purpose, adverse effects, and scheduling of drug treatment. It can also include arranging for 
transportation, follow-up care if necessary, and coordination of outpatient or home health care services 
 
Review the patient's discharge care plan, initiated on admission and modified during his hospitalization, with the 
patient and his family. List prescribed drugs on the patient instruction sheet along with the dosage, prescribed 
time schedule, and adverse reactions that he should report to the doctor. Ensure that the drug schedule is 
consistent with the patient's lifestyle to prevent improper administration and to promote patient compliance. 
Remind the patient to discard old medication lists when he returns home.  Some facilities have a pharmacy 
provided printed list of medications that may be given to the patient.    
 
 Review procedures that the patient or his 

family will perform at home. If necessary, 
demonstrate these procedures, provide 
written instructions, and check 
performance with a return 
demonstration. 

 List dietary and activity instructions, if 
applicable, on the patient instruction 
sheet, and review the reasons for them. If 
the doctor orders bed rest, make sure the 
patient's family can provide daily care and 
will obtain necessary equipment. 

 Check with the doctor about the patient's 
next office appointment; if the doctor 
hasn't yet done so, inform the patient of 
the date, time, and location.  

 Retrieve the patient's valuables from the 
facility's safe and review each item with him. Then obtain the patient's signature to verify receipt of his 
valuables. 

 Instruct the patient to give a list of medications to his primary care doctor; to update the information when 
medications are discontinued, doses are changed, or new medications (including over-the-counter products) 
are added; and to carry a medication list that contains all of this information at all times in the event of 
emergency situations. 

 Provide the patient (and family as needed) with written information regarding medications the patient 
should be taking upon discharge. 

 If the patient is being discharged to another facility, such as an assisted-living or long-term care facility, or if 
the patient will be followed up at home by a home care agency, make sure that a complete list of his 
medications is communicated to the next provider. 

Discharge Teaching 
Your discharge teaching should aim to ensure that the patient: 
 Understands his illness 
 Understands and can manage medication modifications, 

schedules, and information 
 Carefully follows his diet 
 Manages his activity level 
 Understands his treatments 
 Recognizes his need for rest 
 Knows about possible complications 
 Knows when and where to seek follow-up care 
 Is aware of available community resources as needed. 
 
Remember that your discharge teaching must include the pa-
tient's family or other caregivers to ensure that the patient re-
ceives proper home care 
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 Ask the patient and family member or caregiver to verbalize his understanding of the discharge 
instructions. 

Discharge Process and Forms (Cont.) 
 
 Have the patient or responsible family member or caregiver sign the discharge instruction sheet attesting 

to the receipt of the information. 
 Sign and date the form and give the original to the patient or responsible family member or caregiver. 
 If appropriate, perform hand hygiene and take and record the patient's vital signs on the discharge 

summary form. Notify the doctor if any signs are abnormal, such as an elevated temperature. If 
necessary, the doctor may alter the patient's discharge plan. 

 Help the patient get dressed if necessary. 
 Collect the patient's personal belongings from his room, compare them with the admission inventory of 

belongings, and help place them in his suitcase or a plastic bag. 
 After checking the room for misplaced belongings, help the patient into the wheelchair and escort him to 

the exit; if the patient is leaving by ambulance, help him onto the stretcher. 
 After the patient has left the area, remove the bed linens and notify the housekeeping staff that the room 

is ready for cleaning. 
 Clean and disinfect any reusable 
equipment using a hospital-grade 
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Post Fall Assessment Form 
The Post Fall Assessment Form is completed for ALL patients who experience a fall event. 
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Neuro Assessment Sheet 
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Informed Consent 
 
 Informed Consent: a written consent, containing the explanation provided below, and giving 

permission to undergo a specific type of medical treatment, surgical and anesthesia proce-
dure, chemotherapy or radiation administration, experimental procedure, or blood product 
administration 

 Except for emergencies, the patient must sign the necessary informed consent prior to the 
start of any invasive procedure or treatment 

 Only a physician may enter into this type of consent with a patient, and has the sole responsi-
bility to explain the significance and requirements of consent (informing the patient) 

 The Informed Consent Forms are specific for each procedure 
 Please refer to the Informed Consent Policy 
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Invasive Procedures Forms 
When an Invasive Procedure is performed, there are 3 
forms the Registered Nurse must ensure are completed: 
1. Informed Consent 
2. Pre-Procedure Checklist 
3. Invasive Procedure Form 

Assisting in an invasive procedure 
requires additional training.   

Contracted staff and students are not 
expected to assist with an invasive procedure.   

 

New Nurses require return demonstration by 
a trained Preceptor prior to completing 

independently.  
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Document all 
medications 
administered 

and forward to 
Pharmacy. 
Ensure the 
PHYSICIAN 
SIGNs the 

medications as 
this serves as 
your order. 
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Resuscitation order form 
 
 A “Code Blue” will be initiated on any patient needing emergency resuscitation due to a cardi-

ac, pulmonary, or cardiopulmonary arrest, unless 
 There is a written “No Code” or  “Limited Code” order in the patient’s current medical  

record. 
 If a code status is not identified on the medical record, the patient will be treated as a FULL 

Code” 
 It is the physician responsibility to ensure that any patient directives are considered prior to an 

order being written regarding the patient’s Code Status  
 The Physician will indicate the Code Status on the “Physician Order Form - Resuscitation/Do 

Not Resuscitate” as soon after admission as possible or when changes to the resuscitation sta-
tus have been determined. 

 Consulting physicians may write Code Status orders in emergent situations, but should consult 
with the attending physician. 

 A verbal order is acceptable in emergent situations. 
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Code Blue Record 
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Code Blue Evaluation Form 

After each Code Blue, the Nursing Supervisor should complete the evaluation should be completed and 
submitted to Quality Management 
 
Answer each question.  
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Rapid Response Team Form 

When it has been established by staff or patient/family for a rapid assessment or intervention for a patient 
with acute status changes, the Rapid Response Team should be called to assess the patient. 
 
This form should be used to document the details of  the event using the SBAR method. 
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SBAR Communication Form 
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Urinary Catheter Removal Nurse Protocol 
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Team conference Form 

Transdisciplinary team conferences and rounds provide: 
 A mechanism for communication and coordination between the team members  
 Thorough and meaningful review of each patient’s status, goals, progress and treatments 
 Addresses the integrity of the clinical decision making process. 

 The Case Manager or Social Worker will schedule the Team Conference within 72 hours of Admission 
 The  Transdisciplinary  Team will meet at least every 2 weeks  to evaluate the patient status, progress 

towards goals, and discharge plans 
 

Goals will be maintained and ongoing unless one of the following occurs:  
 Goal is met  
 It has become apparent the goal is no longer realistic and cannot be met, at which time the goal is 

revised 
 A change in the patient’s condition requires a change in the goal 
 The appropriate discipline reviews barriers to discharge and goals as appropriate 
 Goals are signed-off when they have been achieved  

 
Each discipline provides individual reports 
of the patient’s progress toward overcom-
ing barriers to discharge, new issues or 
challenges, and the planned treatments/
interventions.  During the team confer-
ence the following patient-related issues 
will also be discussed to include the pa-
tient’s: 

 Current medical status  
 Functional and rehabilitation 

status  
 Plan of care and goals  
 Psychosocial needs, concerns or 

issues  
 Discharge plan including dispo-

sition  
 Estimated discharge date  
 DME needs (current and antici-

pated for discharge)  
 Education and training needs  
 Safety and/or family concerns  

The team should update the Transdiscipli-
nary Plan of Care based upon patient’s 
goals and assessment of progress.  
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AFTER REVIEWING THE CONTENT IN THIS SECTION, YOU SHOULD: 

• Identify potential personal areas for improvement in the Nurse’s current medication management 
practices 

• Identify six potential areas in the medication process where a medication error may occur 
• State the “7 Rights” of medication administration  
• Identify specific practices that are recommended when administering and monitoring the different 

high-alert medications  
• Explain the importance of understanding the “right reason” before dispensing a medication  
 

MEDICATION SAFETY 
 
What is a Medication Error? 
Any preventable event that may cause or lead to 
inappropriate medication use or patient harm while the 
medication is in the control of the health care professional, 
patient, or consumer. 
- The National Coordinating Council for Medication Error Reporting and 
Prevention (2005) 

 
Medication Order Verification  
When an order is written by a physician, the nurse has 
an obligation to complete this task as soon as possible.   
Nurses CANNOT provide a treatment of any kind 

without a physician’s order. 
 When you sign your signature to an order (“sign off” an order) you are responsible to ensure that the 

order is 100% complete, transcribed completely and accurately.   
 There are “checks and balances” in place to assist in ensuring this is completed: 

- Person transcribes the order (US or Nurse), a different nurse “signs-off” the order, and a different   
   nurse completes a 24 hour chart check.  

 If you make a mistake when you transcribe an order, and then you sign off your own order AND do the 24 
hour chart check – who catches the error?  Sometimes a second and third set of eyes makes the 
difference. 

 
The Medication Order 
Drugs can only be administered to patients upon receipt of an order from an authorized prescriber and after 
review by the Pharmacist.  A medication order shall consist of the following: 
 Name of the patient 
 Age and weight of the patient or other calculation requirements, (when applicable)  
 Name of medication (brand or generic) 
 Dose, frequency and route  
 Exact strength or concentration (when applicable) 
 Quantity and/or duration (when applicable) 
 Specific instructions for use (when applicable) 
 Prescriber’s signature or that of his or her authorized agent 
 Time and date of order  
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Do Not Use Abbreviations 
There are some specific 
abbreviations that have been 
frequently mistaken and caused 
medical errors.  According The Joint 
Commission, these symbols or 
abbreviations should never be used 
in any form of communication, 
including writing prescriptive orders. 
 
 

The Nurse’s Role in Prescribing 
If you receive an order with incomplete information or dangerous abbreviations, you MUST clarify the 
order with the prescriber and write the correct order.  

 
A Few Additional Policy Reminders: 
 Hold Orders 

 If the physician orders a medication to be held for a specific period of time, the pharmacist  will 
discontinue the current order and initiate a new order to begin after the specific period of time 
expires.   

 If the physician does not specify a period of time, the medication will be discontinued and not 
restarted until a new order is given.   

 Blanket orders are not accepted.  Example: “Resume all meds.”  
  
 Range Orders 

 Double range orders are prohibited.   
 An acceptable range order is expressed (for example) as: “Tylenol 325mg tablets, one to two every 

four hours, PRN pain”, or “Tylenol 325mg tablets, one tablet every four to six hours, PRN pain.”   
 Medication ordered range dosed (example – one or two tablets) shall be given upon initial dose as 

the lowest number of dosage units.  
 
Tips for Safe Medication Order Transcription 

 When you receive an order first take an overall look at it to ensure it is complete.  If items are 
missing, you may need to go back to the physician.   

 All orders must be written on the approved physicians' order form. 
 Identification – ensure that the order is in the correct chart. 
 Orders with dangerous abbreviations are not accepted - you must obtain a clarification order. 
 Orders that are illegible, incomplete or questionable MUST be clarified. 
 Ensure all orders are sent to Pharmacy (24 hours/day – regardless of Pharmacy hours or frequency 

of dose) (Ensure the identification label & order is legible). 
 Always ensure that you have the RIGHT patient’s MAR – verify that the patient’s full name and 

medical record on the order match the MAR. 
 Orders for PRN or “as needed” medications must have an “Indication” for administration written. 
 Discontinuing a medication order/changing any part of the medication order, yellow highlight out 

the entire medication row on the MAR and write “Discontinue, date, your initials.” 

Abbreviation not to be used Potential Problem Preferred Term

U (for unit) Mistaken as zero, four or cc. Write "unit"

IU (for international unit) Mistaken as IV (intravenous) or 10 

(ten).

Write "international unit"

Q.D., 

Q.O.D.

(Latin abbreviation for once daily and 

every other day)

Mistaken for each other. The period 

after the Q can be mistaken for an "I" 

and the "O" can be mistaken for "I". 

Write "daily" and "every other day"

Trailing zero (X.0 mg), 

Lack of leading zero (.X mg)

Decimal point is missed. Never write a zero by itself after a 

decimal point (X mg), and always use 

a zero before a decimal point (0.X mg)

MS

MSO4

MgSO4

Confused for one another. 

Can mean morphine sulfate or 

magnesium sulfate.

Write "morphine sulfate" or 

"magnesium sulfate"
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Tips for Safe Medication Order Transcription (Cont.) 
 Transcribe one order at a time in chronological order.   

– Often times there are multiple orders written on one physician’s order sheet.  Completing one 
order at a time will prevent missing or skipping an important piece of information.   

 Mark each order/line after you have completely transcribed it.  This will help you track what orders 
you have completed.  Marking the order after you have transcribed it will prevent you from skipping 
the order in the event you get disrupted.  

 
 
 
 
 
 
 

 
 
The Nurse’s Role with Dispensing Medications  
Nurses primarily dispense from the Automatic Dispensing Unit (ADU).  A few reminders: 

 You may only administer an ordered controlled substance when it is necessary for the patient’s 
treatment.   

- Example: Patient is having pain – you administer a PRN controlled substance to treat the pain.    
- Not permitted: - Patient “A” is having pain but does not have an order for a pain medication so you 
give Patient “A” a controlled substance ordered for Patient “B.”   

 When you administer a controlled substance, you must document the time it was given on the MAR, and 
this documentation must be completed in “real-time” to match the time that you dispensed it from the 
ADU. 

-  When documenting your medications, never round the time to the next hour.  Medications 
dispensed should be documented no later than 15 minutes after you dispensed it.   

-  If it is determined that patient needs the medication at a later time, you must return/waste and re-
dispense the medication at the time that you give it. 

 
After Pharmacy Hour Procedures Are Followed: 
 In an emergency 
 When the clinical status of a patient could be significantly compromised without 

the medication 
 For a missing medication that has previously been reviewed by a pharmacist: 

-  First attempt: Automated Dispensing Units 
-  If you cannot locate/obtain your needed medication, notify the pharmacist 

on-call 
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Beware… Look Alike and Sound Alike Products   
(Please note: these are true events referenced from Baxter & McKesson “Nurse Advise-ERR” August 2009, Vol.7,Is.8, and 
did not occur at LifeCare Hospitals)  

 

 A nurse picks out a prefilled syringe of pain medication for her patient.  She reads the label, believing it to 
be morphine, and administers it intravenously.  The patient receives HYDROmorphone instead of 
morphine and experiences respiratory arrest. 

 A nurse pulls a vial of heparin from an automated dispensing cabinet.  She reads the label, prepares the 
medication, and administers it intravenously to an infant.  The infant receives heparin in a concentration 
of 10,000 units/mL instead of 10 units/mL and dies.  

 A nurses reaches in the refrigerator for a piggyback antibiotic for her patient.  She reads the label, spikes 
the bad with IV tubing, administers the medication to her patient.  The patient receives a neuromuscular 
blocking agent instead of the intended antibiotic and dies.    

 A pharmacy technician labels and delivers an IV infusion to the dialysis unit.  The nurse reads the 
pharmacy label and hangs the bag while preparing her patient for dialysis.  The patient receives sterile 
water for injection intravenously instead of 0.9% sodium chloride and dies. 

 
 
High Alert Medication (Please refer to Policy:130-40-002.5) 
 High Risk/High Alert medications are error-prone or pose a significant hazard to the patient if not 
handled right.  

 All high alert medications are identified as such on the MAR.   
 If you are administering a high alert medication, another nurse must verify that you have the RIGHT 

patient, medication, dose, time, and frequency and have them initial and sign the MAR.   
 
Some examples of high alert medications include but are not limited to: 

–  Insulin (all types & doses) 
–  Anticoagulants  
–  Narcotic Infusions 
–  Concentrated electrolytes (example: Potassium, Magnesium, Calcium Cl) 
–  Parenteral Nutrition Solutions (i.e. TPN) 
–  Antineoplastic medications 
– Neuromuscular blocking agents 
– Medication with look-alike/sound alike names      
 

Discrepancies with Dispensing 
 When the entered count of a medication at the ADU unit differs from the 

displayed system count for that medication, a discrepancy exists.  
 Operators are responsible for resolving any discrepancies generated or found by 

them as they occur or by the end of shift. 
 Any controlled substance discrepancy discovered should be corrected 

immediately. 
 The following individuals may assist in resolving the discrepancy:  Charge Nurse, Nursing supervisor, Unit 

Manager, Pharmacist- when available. 
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Returning and Wasting 
 Return Unused Controlled Substances 

 A medication removed from the ADU system that is in the original package and not administered 
to the patient can be returned to the system/return bin . 

  If the medication is a controlled substance, two nurses are needed to return the medication. 
 

 Wasting Controlled Substances 
 If all or part of a medication originally dispensed from the ADU system has been wasted, it will be 

documented at the machine by using the Waste function. 
 Two nurses will be required to waste a controlled substance to document a witness.  
 The wasted medication is to be documented at the time the medication is wasted. 
 
 
The Nurse’s Role with Administering Medications  
 

The “Seven Rights” of Medication Administration 
 Most nurses learned about the "5 rights" early in their careers. The 

5 rights (right drug, right client, right dose, right time and right 
route) have been incorporated in their nursing practice.  

 Nurses also recognize they need to know the reason the drug is 
given — the right reason.  

 The administration of medication is not complete until 
documentation has occurred — the right documentation. 

 
 
 
 
 

For Patient Identification, LifeCare Hospital’s requires the use of 2 patient specific identifiers for medication 
administration, it is preferred that you use the patient’s: 

 FULL NAME 
 MEDICAL RECORD NUMBER 
 DATE OF BIRTH 

 
 

 
The staff actively involves the patient, in the identification and matching process  
 You compare the MAR with the patient’s ID band to ensure they are the same.   
 MARs may not go into an isolation room. You may use a patient label to compare with 

the patient’s ID band. 
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To verify that you are preparing and administering the right dose of the right medication via the right route 
you check your medication 3 times… 

CHECK 1: When you take the medication out of the patient’s drawer, LOOK at the medication package 
and verify the right medication and right dosage.  

 CHECK 2: Compare the medication to the MAR. Are they the same? 
 CHECK 3: Conduct a final check just prior to administering to the medication to the patient.  
 

 Ensure that drug is not contradicted by: allergy, sensitivity, or diagnosis. 
 Visibly check the medication for: Expiration date, Any loose particles, Discoloration. 

 
Miscalculation Error: A miscalculation error can occur for any number of reasons, including: 

•  The use of inaccurate parameters such as dose, weight, height, drug units, or solution volume.  
• A misplaced decimal or missing number in a calculation can result in a calculation error that may 

not be immediately apparent to the clinician.  
• The wrong concentration data in a calculation may go unnoticed and may result with a medication 

error that is clinically significant, and life threatening. 
 

Route Reminders and Tips 
IV Bolus: 

•  Drug tolerance declines in patients with decreased cardiac output, diminished urine output, 
pulmonary congestion, or systemic edema. To compensate, dilute the prescribed drug more than 
usual and administer it at a slower rate.  

•  Don't give a drug by I.V. bolus injection if you need to dilute it in a large-volume parenteral solution 
before it enters the bloodstream.  

•  Avoid using an I.V. bolus injection whenever the rapid administration of a drug, could cause life-
threatening complications . 

IVP: Injected into the vein - Provides a rapid, predictable absorption with minimal complications.  
Subcutaneous: Inject directly into the fatty, subcutaneous tissue under the skin that overlies the muscle. 
Absorption from this route is slow, resulting in a delayed onset of action and prolonged effect.  
Inhalation: Must be delivered through the respiratory tract.  Inhaled medication may be administered via 
aerosolized treatments and inhalers.  
Enteral: Digestive tract, Oral, Sublingual, Rectal.  
Trans-dermal: Placed on the skin, Absorbed into the circulatory system through the skin.  
Intramuscular (IM): Injected into the muscle tissue. It is absorbed into the bloodstream. Administration 
has a predictable rate of absorption, Onset of action is considerably slower than intravenous 
administration.  

Medication Safety 



Nursing Orientation Program 

 

52 

 
 
 

The MAR will tell you what time the medication is due to be given, you have from one hour before and one 
hour after that time to give that medication.  

•  “Stat” medication orders will be limited to emergency situations and be administered within 15 
minutes of the time of order. 

•  “Now” medication orders will be administered within 1 hour of the time of order. 
 Routine medication orders will be administered within 2 hours of the time of order or at the next 

appropriate administration time. 
 

 
 
 

The addition of “Right Reason” to the original “5 Rights” of medication administration will not only assure that 
the right medication was ordered, but will also assist in assuring that it is for the right person. The following 
examples are some Red Flags to consider when receiving or preparing to administer a medication order: 

 Your patient’s diagnosis is Sub-Dural Hemorrhage. You receive an order for Digoxin 0.125mg Q Day. In 
questioning why this patient would need Digoxin, you go back to the original diagnosis and history and 
find that the patient has no cardiac history .  You NEED to question this order.  

 Your patient is admitted status post Carotid Endarderectomy. You see an order for an Insulin Sliding 
Scale to be done Q 6 hours.  In questioning why this patient would need Insulin, you go back to the 
original diagnosis and history and find that the patient has no history of Diabetes.  You NEED to question 
this order. 

 
 
 
 

You must witness your patient taking their medications. 
 Do NOT leave medications unattended at the bedside! 
 The medication’s affect on the patient should be recorded in the patient’s record to include:     

Tolerance, Adverse effects, Patient Education, Plan of Care. 
 
First Dose Drugs 

 Every medication prescribed to the patient not identified on the Medication Administration Record 
(MAR) and/or the Medication Reconciliation Form will be considered a first dose. 

 Prior to administration of the new medication, the nurse should educate the patient 
with information about the drug. Document patient/family education in the 
Transdisciplinary Patient/Family Education Record. 

 The nurse will monitor the patient for any adverse drug events/reactions and 
appropriate action will be taken to support the patient.   
–  The physician and pharmacist will be notified of patient reaction according to the policy, adverse drug 

reaction reporting and monitoring. 
–  The nurse/RT will document any ADR and any actions taken in the medical record. 
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A Few Additional LifeCare Policies to Review:  

 
End of Shift Inventory 

 All controlled drugs that have been dispensed MUST be counted by 2 nurses OR 1 nurse and 1 
pharmacist. 

 The end-of-shift count will help resolve discrepancies faster, safer, and more accurately.  
 The end-of-shift count should be completed at the end of each shift and prior to any licensed 

personnel who is authorized to dispense from the ADU machine leaving/ending their shift.   
– For example: If there are 5 nurses working on your unit and one suddenly has to go home early at 

2pm, a count must be completed at 2pm prior to that nurse leaving, and then again at 3pm when 
the next shift arrives.  

 
 
Drug Security 
Drugs may only be stored in these designated secure areas: 

 Pharmacy 
 Medication/IV Rooms /Carts 
 Automated Medication Dispensing Unit 

 
Drugs may not be stored: 

 On top of a med cart 
 In a patient’s room (unless locked/ordered) 
 In a nurse’s pocket 

 
 
Medication Errors/Events & Adverse Drug Reactions (ADRs) 
Drug administration errors, and adverse or untoward drug reactions should be 
immediately reported to the: 

 Nurse in charge 
 Patient’s physician 
 Patient/family 

 Document event in Medical Record 
An Incident Report & ADR (for reactions only) form should be completed and 
submitted to the supervisor or nurse in charge. 

 
A majority of the information you just read is not new to the nursing profession, 
however medication errors are still occurring… WHY?? 
 Medication errors are never the result of a single, isolated human error but 

comprise a chain of events leading to an error. 
 Even the most educated and careful individuals will learn to master dangerous 

shortcuts and engage in at-risk behaviors because the rewards for risk taken are 
often more immediate and positive than the potential for patient harm, which is 
remote and very unlikely. 
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Anticoagulation Therapy 
 
Anticoagulants play an important role in the man-
agement of patients diagnosed with cardiac, pulmo-
nary and vascular diseases. These patients require 
frequent monitoring and adjustments to anticoagu-
lation therapy.   
 
Antithrombotic agents - including antiplatelet drugs, 
anticoagulants, and Fibrinolytics agents - are used 
to prevent thrombotic events, prevent or minimize 
complications of thrombotic events, and restore 
vascular patency.  The agent interferes, suppresses 
and/or prevents blood from clotting. 
 
Clotting Cascade 
The blood clotting cascade involves an intricate se-
ries of reactions that occur during hemostasis. He-
mostasis is the delicate balance that occurs be-
tween blood coagulation and bleeding. It includes 
platelets, the injured vasculature and clotting fac-
tors, also known as blood proteins.  Blood proteins 
and platelets move freely throughout the circulato-
ry system in the inactivated form. Platelets are suspended in plasma. When blood clotting is necessary, as in a 
compromised blood vessel, platelets and the clotting factors are activated and set in motion the "cascade" of 
blood coagulation. The end result is a fibrin clot, which eventually will be digested by fibrinolytic enzymes 
after the blood vessel has healed. 
 
A blood clot, or thrombus, is a "solid mass formed by blood components." The development of a thrombus 
can occur anywhere in the vasculature; however, the nature of the clot differs if it is located within an artery 
rather than a vein.  An arterial thrombus is different from a venous blood clot in that this type of clot predom-
inantly originates in the heart.  If an arterial thrombus is located in the coronary arteries, it can obstruct the 
flow of blood, thereby leading to an MI. And, if located in the carotid, vertebral or intracerebral arteries, an 
embolic stroke can occur. 

 
A venous blood clot can result from stasis, with slower movement of blood in 
the venous circulation, such as immobility.  he danger in venous thrombi is 
they most often occur in the lower limbs, as in the superficial veins and/or in 
the deep veins, thereby generating a thrombophlebitis or deep vein throm-
bosis (DVT).  However, DVT can occur in the upper extremities, too. A major 
risk associated with a venous blood clot is the development of an embolus to 
the lung, otherwise known as a pulmonary embolism (PE). 
 
 

 

Common Anticoagulant agents used in acute care 

Antiplatelet agents Aspirin 
Clopidogrel 
Dipyridamole 
Ticlopidine 
Prasugrel 

Glycoprotein IIb/IIA inhibi-
tors 

Abcixmab 
Eptifibatide 
Tirofiban 

Unfractionated heparin Heparin 

Low molecular weight hep-
arins 

Enoxaparin 
Dalteparin sodium 

Synthetic anti-X agent Fondaparinux 

Direct thrombin inhibitors Bivalirubin 
Desirudin 
Argatroban 
Lepirudin 

Fibrinolytic agents Streptokinase  
Recombinant plasinogen activator 
Alteplase 
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Heparin 
Heparin is used to prevent thromboembolic complications. It's administered by IV infusion or 
subcutaneous injection. IV infusion of unfractionated heparin is used for certain patients, such 
as those with atrial fibrillation or deep vein thrombosis, until effective anticoagulation can be 
achieved with oral anticoagulants such as warfarin. 
 
While administering IV heparin, you should be prepared to perform frequent venipunctures to 
draw blood to monitor the patient's partial thromboplastin time (PTT). Your hospital has a hepa-
rin protocol that provides direction for maintaining the patient's PTT within the therapeutic 
range. 

 
Heparin is considered a high-alert medication because it can cause significant patient harm when used in 
error.  Before beginning a heparin infusion, have another nurse perform an independent double-check to 
verify the patient's identity and to make sure that the correct medication is hanging in the prescribed con-
centration, the medication's indication corresponds with the patient's diagnosis, the dosage calculations are 
correct and the dosing formula used to derive the final dose is correct, the route of administration is safe and 
proper for the patient, the pump settings are correct, and the infusion line is attached to the correct port 
 
Complications. A patient receiving heparin is at risk for excessive bleeding and bruising. Other adverse effects 
of heparin include heparin-induced thrombocytopenia, elevated temperature, urticaria, and chills. Monitor 
laboratory results carefully to ensure that they remain within acceptable parameters. 
 
In patients currently receiving heparin therapy or having had a previous exposure to heparin (within a 100-
day time frame), the nurse should watch for the possible onset of heparin-induced thrombocytopenia (HIT). 
Identification of HIT is based on a strong index of clinical suspicion, a platelet count decrease greater than 50 
percent during current heparin therapy and serological testing.  HIT is a serious condition due to an antibody-
mediated reaction resulting in irreversible platelet clumping. This syndrome may progress to HIT and throm-
bosis, a prothrombotic state in which considerable thrombi can occur.  After consultation with the physician, 
if HIT is suspected, the nurse should immediately halt all heparin therapy, including flushing vascular access 
devices, as well as any other heparin-coated catheters. 
 
Contraindications to heparin therapy include bleeding/hemorrhage, heparin allergy, 
thrombocytopenia, allergy to beef or pork, blood dyscrasias, purpura, intracranial hemor-
rhage, gastrointestinal bleeding and shock. Assessment for adverse reactions should in-
clude bleeding, thrombocytopenia, chills, fever and hives that could be due to a hypersen-
sitivity reaction. In addition, shock and hyperkalemia may occur. 
 
Patient teaching.  Provide instruction about medication administration after discharge, 
including the frequency, route, dietary implications, precautions, and importance of la-
boratory monitoring. Provide the patient with educational materials, such as educational 
booklets, handouts, and videos, and verify that the patient has a follow-up appointment 
for monitoring anticoagulant treatment, if indicated. 
 
Reference: “Anticoagulation therapy,” by T.Ahrens et.al. AACN Progressive Care Nurse Certification Prepara-
tion. New York, NY 2011. 
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AFTER REVIEWING THE CONTENT IN THIS SECTION, YOU SHOULD: 

• Identify the indication for blood product administrations 
 
• Demonstrate the steps for safely administering blood products 
 
• Recognize potential symptoms of a transfusion reaction 
 
 
 

BLOOD PRODUCT ADMINISTRATION 
 
Introduction 
The transfusion of blood and blood products can be a life-saving procedure, but there are risks involved. 
Errors made in the administration of the wrong blood to the wrong patient can lead to long-term health 
problems and even death. Use extreme caution when preparing a patient to receive a blood transfusion. You 
can avoid potentially fatal errors by using procedures that ensure accurate identification and verification of 
the patient. This may be the most important step to ensuring the safety of a patient who needs a blood 
transfusion. 
 
When implementing the identification and verification process, don't transfuse any blood product that 
doesn't match the patient's assigned identification number. Keep in mind that plasma, platelets, and blood 
derivatives can also cause serious transfusion reactions, so administer with care. 
 
Purpose of a Blood Transfusion 

 Increase the oxygen being delivered to the tissues and organs 
 Expand intravascular volume 
 Prevent or stop bleeding because of platelet defects or because of deficiencies or coagulation 

abnormalities 
 Combat infection caused by decreased or defective WBCs or antibodies 

 
Blood Compatibility  
At least 30 commonly occurring antigens and hundreds of other rare antigens, each of which can at times 
cause antigen-antibody reactions, have been found in human blood cells, especially on the surfaces of the 
cell membranes. Most of the antigens are weak and therefore are of importance principally for studying the 
inheritance of genes to establish parentage. 
 

Blood classified on the presence of these proteins: 
 A, B, AB - has one or both proteins 
 O - contains neither protein 

 
Two particular types of antigens are much more likely than the others to cause 
blood transfusion reactions. They are the O-A-B system of antigens and the Rh 
system. 
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Blood Compatibility (Cont.) 
 RH Factor -  Each of the four blood types is additionally classified according to the presence of another 

protein on the surface of the red blood cells that indicates the Rh factor.  
– If you carry this protein, you are Rh positive.  
– If you don’t carry the protein, you are Rh negative. 

 

 A, B, AB, O, Rh+ and Rh- proteins must match the recipient 
 If blood protein incompatibility exists, the recipient's im-

 mune system attacks the donated blood cells. 
  – Universal donor: O Rh- 
  – Universal recipient: AB Rh + 
 

Transfusion Process 
Verify physician order and informed consent 
 Ensure that the indication for the transfusion is 

documented in the patient's medical record. 
 Unless the transfusion is an emergency, verify that the patient or his legally authorized 

representative, has signed an informed consent form before initiating transfusion therapy and that 
the form is in the patient's medical record.  The ordering physician is responsible for obtaining the 
Informed Consent.  A separate consent does not have to be signed for the each type of Packed 
RBCs, or platelets, or plasma. If multiple transfusions of any blood product are possible throughout 
the patient admission, a separate consent form for additional units will not be required UNLESS 
there are significant changes in the risk or indication of the transfusion, if the patient or their legal 
surrogate withdraws previously documented consent, or if there has been a suspected or confirmed 
blood transfusion reaction. 

 

Avoid obtaining the blood or blood product until you're ready to begin the transfusion. The 
transfusion should begin within 30 minutes of obtaining the blood or blood product to decrease the 
risk of bacterial growth.  Prepare the equipment when you're ready to start the infusion. If the patient 
has a history of adverse reactions, administer premedication, as prescribed. To ensure effectiveness, 
administer oral medication 30 minutes before starting the transfusion. If IV medication is prescribed, 
administer it immediately before starting the transfusion. 
 

Nursing Alert: Never store blood in a non-blood bank refrigerator.  
 If blood is obtained from an on-site laboratory or blood bank: Obtain one unit at a time from the 

lab, take the blood directly to the patient’s bedside and administer. 
 If blood is delivered directly to the unit packed in ice: when the blood arrives, leave the blood in 

the box in which it came until you  are ready to administer.  If  there is more than one unit in a box 
only remove one unit at a time. 

 

Gather your equipment and supplies.  Blood or blood component administration set as appropriate, 
IV pole, Gloves, Blood or blood product, Preservative-free saline solution, 10-mL syringe, Disinfectant 
pad, Stethoscope, Thermometer, Blood Pressure Cuff, 250 mL of normal saline solution, and if 
necessary, IV catheter equipment (14G to 24G catheter.) 
 

Perform Hand Hygiene. 

1

2

3 

4 

Administering a Blood Product  
requires additional training.   

Contracted staff and students are not ex-
pected to administer blood products.   

 

New Nurses require return demonstra-
tion by a trained Preceptor prior to com-

pleting independently.  
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Referenced from Lippincott online Nursing Procedures: Blood Product Transfusion at: http://procedures.lww.com/lnp/view.do?pId=1160805&s=p  
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Confirm the patient's identity using at least two patient specific identifiers.  Explain the proce-
dure to the patient. 
 
IV Access. Put on gloves.  Ensure that the patient has adequate venous access with an appropriate 
sized catheter (14G to 24G). Verify patency by aspirating for blood return. Insert an IV catheter if nec-
essary. (A central venous catheter is also an acceptable option for blood transfusion.  Remove and dis-
card your gloves.  Perform hand hygiene. 
 
Obtain and record the patient's baseline vital signs. You should obtain vital signs within 30 minutes 
before initiating the transfusion. 
 
Obtain Blood Product. Perform hand hygiene.  Obtain the blood or blood product from the blood bank 
and match the blood product to the doctor's order.  Check the expiration date on the blood bag, and 
observe for abnormal color, red blood cell (RBC) clumping, gas bubbles, and extraneous material.  Re-
turn outdated or abnormal blood to the blood bank. 
 
Verification. Perform hand hygiene and put on gloves.  Use a two-person verification process to match 
the blood or blood component to the doctor's order and the patient to the blood component.  One of 
the individuals conducting the verification must be the registered nurse who will administer the blood 
or blood component to the patient. The second individual may another RN or LPN/LVN who is compe-
tent to perform the procedure.  Each employee should independently compare the information. 

 
1. Compare the patient’s name, medical record number, or date or birth on the patient's wristband 

with those on the blood bag label.  
2. Check the blood bag identification number, ABO blood group, and Rh compatibility. Also, com-

pare the patient's blood bank identification number with the number on the blood bag.  
 
Prime the blood administration set. When using a Y-type set, use normal saline solution to prime the 
tubing; when using a straight set, use the blood product.   
 
Connect to Patient.  Insert the tubing into the electronic infusion device following the manufacturer's 
instructions for use.  Thoroughly disinfect the port of the vascular access device with a disinfectant pad 
using friction, and allow it to dry.  Trace the blood administration set tubing from the patient to its 
point of origin before beginning the transfusion to make sure that you're connecting the tubing to the 
correct port, and then attach it to the venous access device. 
 
Start the blood transfusion at a slow rate.  Stay with the patient and monitor 
him continuously during the first 15 minutes for signs of transfusion reaction 
because transfusion reactions commonly occur within the first 10 to 15 minutes 
of transfusion.  Obtain vital signs 15 minutes after the start of the transfusion 
and any time that the patient's condition warrants during the transfusion.  If no 
signs of a transfusion reaction occur within the first 15 minutes of the transfusion, increase the rate, as 
prescribed.  Before leaving the patient's room, instruct him to report anything unusual immediately. 

5 

6 

7 

8 

9 

10 

11 

12 Wear gloves when 
handling blood 

component unit bags 
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Observe the patient periodically (at least every 30 minutes) during the transfusion to identify early 
signs and symptoms of a possible transfusion reaction.  Remove and discard your gloves, and perform 
hand hygiene. 
 Whole blood or packed red blood cells should infuse between 2-4 hours.  If the unit is not infused 

within four hours, it should be taken down and an incident report completed. 
 

At the completion of blood product administration, obtain the patient's vital signs.  Perform hand 
hygiene and put on gloves. Remove and discard the used infusion equipment.  If you must administer 
additional units, repeat the procedure. Otherwise, as indicated, reconnect the original IV fluid, saline 
lock the catheter, or discontinue the IV infusion.  Discard the blood bag, tubing, and filter in the 
appropriate hazardous waste container.  Remove and discard your gloves, and perform hand hygiene. 
 If necessary, using sterile technique, change the blood or blood component administration set 

after each unit is infused or after 4 hours. Change it immediately if contamination is suspected or 
the integrity of the product or system has been compromised. 

 Change the filter whenever you change the tubing unless otherwise indicated by a manufacturer's 
labeled use and directions. 

 

Continue to assess and monitor the patient for signs and symptoms of delayed transfusion reaction 
for 1 hour after the transfusion. Teach the patient and his family about signs and symptoms of delayed 
reaction.  
 

Document the procedure. 
 Date and time the transfusion was started and completed. 
 Type and gauge of catheter. 
 Patient’s tolerance and presence of signs/symptoms of a transfusion reaction. 
 Record the total amount of blood product received and the amount of normal saline infused on the 

Intake/Output Record. 
 Send copy of documentation to the blood bank/lab. 
 
 
 
 
 
 
 

If the Transfusion is Stopped:  
 Check that the IV container is at least 3' (1 m) above the level of the IV site. 
 Make sure that the flow clamp is open and that the blood completely covers the filter. If it doesn't, 

squeeze the drip chamber until it does. 
 Gently rock the bag back and forth, agitating any blood cells that may have settled. 
 Remove the tape from the dressing over the IV site to check catheter placement. Reposition the 

catheter if necessary. 
 Flush the line with preservative-free normal saline solution, aspirate for blood return, and restart 

the transfusion. When using a Y-type set, close the flow clamp to the patient and lower the blood 
bag. Next, open the saline clamp and allow some saline solution to flow into the blood bag. Rehang 
the blood bag, open the flow clamp to the patient, and reset the flow rate. 

13 

14 

15 

16 

Obtain, Assess and Document Vital Signs: 
1. Prior to beginning transfusion 
2. 15 minutes after start of infusion 
3. One hour after transfusion started 
4. At the completion of the transfusion 
5. One hour post transfusion  
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Special Considerations 
 If a hematoma develops at the IV site, stop the infusion immediately. Remove the IV cannula. Notify 

the doctor. 
 If the blood bag empties before the next one arrives, administer normal saline solution slowly. If 

you're using a Y-type set, close the blood-line clamp, open the saline clamp, and let the saline run 
slowly until the new blood arrives. Decrease the flow rate or clamp the line before attaching the new 
unit of blood. 

 Keep in mind that blood products must be infused within 4 hours of removal from the blood bank re-
frigerator. If any blood product remains after 4 hours, discontinue the infusion and discard the re-
maining product in the hazardous waste container in the patient's room to prevent exposure. 

 Monitor the patient's intake and output and lung status and watch for edema to prevent fluid over-
load. 

 Be aware that whole blood is rarely used. It may be used on rare occasions to restore blood volume 
from hemorrhage or in an exchange transfusion. 

 If the patient is a Jehovah's Witness, special written permission from him is required for a transfusion. 
 

Complications 
 Despite improvements in crossmatching precautions, transfusion reactions can still occur during a 

transfusion or within 96 hours after a transfusion. Transfusion reactions typically stem from a major 
antigen-antibody reaction. Monitor the patient closely for signs and symptoms, especially if he can't 
report the symptoms. A transfusion reaction requires prompt nursing action to prevent further com-
plications and, possibly, death. Unlike a transfusion reaction, an infectious disease transmitted during 
a transfusion may go undetected until days, weeks, or even months later, when it produces signs and 
symptoms. Measures to prevent disease transmission include laboratory testing of blood products 
and careful screening of potential donors, neither of which is guaranteed. 

 Circulatory overload and hemolytic, allergic, febrile, and pyogenic reactions can result from any trans-
fusion. Coagulation disturbances, citrate intoxication, hyperkalemia, acid-base imbalance, loss of 2,3-
diphosphoglycerate, ammonia intoxication, and hypothermia can result from massive transfusion. 

 
 

 
 
 
 
 
 
 
 
What to do if there is a Reaction: 

 Discontinue blood product—DO NOT DISCARD UNIT OF BLOOD or TUBING- this should be returned to 
the blood bank. 

 Change tubing and saline bag and begin KVO infusion with normal saline. 
 Notify Physician, Supervisor and blood bank. 
 Continue to monitor the patient - Every 15min x2 hours, hourly I&Os. 
 Complete an Incident Report and Transfusion Reaction Form. 

• Sudden chills 
• Fever 1° above baseline 
• Itching, Rash 
• Laryngeal edema 
• Uticaria (hives) 
• Chest Pain 

• Headache 
• Dyspnea 
• Crackles 
• Hypoxia 
• Hypotension 
• Tachycardia 

• Wheezing 
• Flank Pain 
• Nausea 
• Vomiting 
• Diarrhea 
• Flushing 

• Tachypnea 
• Hematuria 
• Low back pain 
• Anxiety 
• Death 
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AFTER REVIEWING THE CONTENT IN THIS SECTION, YOU SHOULD: 
• Understand the Best Practices Recommendations for preventing HAIs 
• Demonstrate the steps for collecting a blood Specimen from a central line 
 Apply Best Practice Recommendations when caring for, accessing, and completing a dressing change on 

central line/PICC 
 

CENTRAL LINE CATHETERS 
 
What is a Central Line? An infusion tube located in 
or near the heart, which is at the center of the circu-
latory system. 

 
What is a Bundle? 

 A grouping of best practices that individually 
improve care, but when applied together re-
sult in substantially greater improvement. 

 Science behind the bundle elements is well 
established – the standard of care. 

 Bundle element compliance can be measured as “yes/no.” 
 “All or none” approach. 

 
The Central Line Bundle is used: 

 Insertion 
 Accessing 
 Dressing Change  

 
Hand Hygiene - Constant and meticulous hand washing practices.  Wash hands before: 

 Insertion 
 Touching the central line for:  
      - Flushes 
      - Dressing changes 
 Administering medications via the line 

 
 
 

Maximum Barrier Precautions  

The Central Line Bundle  
•  Hand hygiene 
•  Maximum barrier precautions 
•  Chlorhexidine skin antisepsis 
•  Optimal site selection 
•  Daily review of line necessity 

The Central Line Bundle  
•  Hand hygiene 
•  Maximum barrier precautions 
•  Chlorhexidine skin antisepsis 
•  Optimal site selection 
•  Daily review of line necessity 

The Central Line Bundle  
•  Hand hygiene 

•  Maximum barrier pre-
cautions 
•  Chlorhexidine skin antisepsis 
•  Optimal site selection 
•  Daily review of line necessity 

For Provider & Assistants: 
 Clean gloves must be worn any time staff are 

working with the central line. 
 Wear a mask when inserting a CL/PICC, when 

changing dressings, or with any significant 
manipulation of the CL/PICC . 

 Non-sterile cap - All hair should be under cap. 
 Sterile gown and gloves are required for insertion. 

For the Patient: 
 Use of a large drape of 

sufficient size to provide 
adequate coverage of the 
field and protection from 
possible breaks in technique 
at time of insertion. 
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Chlorhexidine Skin Antisepsis 
 
Chlorhexidine skin cleaning and skin preparation  
 Prior to insertion (with skin thoroughly dry at first puncture) 
 With each dressing change 
 

 Apply chlorhexidine solution using a back and forth friction scrub for at least 30 
seconds.  Do not wipe or blot.  

 Allow antiseptic solution time to air dry completely before puncturing the site (~2 
minutes). 

 
Apply GuardIVa at insertion site:  
 Upon insertion and with each dressing change. 

 – Apply povidone iodine to the CL catheter insertion site for patients with a history of recurrent staph  
                 aureus CLBSI per direction from IC or physician.  

 Apply sterile transparent semipermeable dressing.  
 Use a sutureless securement device.  

 
Optimal Site Selection 
Femoral Site 
 Greatest risk of infection 
 Limited use of femoral lines (emergencies only) with removal of femoral line within  
   24 hours of insertion  

 

Subclavian Site 
 Lower risk of CLBSI than the internal jugular vein 
 Preferred when infection is only consideration 

 
Physicians must weigh risk-benefit of site selection for individual patient –Bundle compliance met if 
documented 
 

Daily Assessment  
 Clinical reason for CL/PICC with documentation 
 – Removal of CL/PICC when no longer needed or prior to discharge as ordered  
 Signs & symptoms of infection 
 Adequacy of central line dressing 
 Assess central line insertion site with every dressing change  
 If patient is admitted with existing central line, the site must be assessed upon 

admission 
 – If there is no date on the dressing or no GuardIVa remove the dressing and replace 

it with a sterile dated dressing/GuardIVa.  

The Central Line Bundle  
• Hand hygiene 
•  Maximum barrier precautions 

•  Chlorhexidine skin anti-
sepsis 
•  Optimal site selection 
•  Daily review of line necessity 

The Central Line Bundle  
• Hand hygiene 
•  Maximum barrier precautions 
•  Chlorhexidine skin antisepsis 

•  Optimal site selection 
•  Daily review of line necessity 

The Central Line Bundle  
• Hand hygiene 
•  Maximum barrier precautions 
•  Chlorhexidine skin antisepsis 
•  Optimal site selection 

•  Daily review of line ne-
cessity 
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BEST PRACTICE RECOMMENDATIONS 
Central/PICC Insertion  
Use of a CL insertion guideline/checklist with the insertion of every CL/PICC line 

 Before the procedure, did they…Wash hands?  Sterilize procedure site?  Drape en-
tire patient in a sterile fashion? 

 During the procedure, did they…Use sterile gloves, mask and sterile gown?  Maintain a sterile field? 
 Verify… Did all personnel assisting with procedure follow the above precautions 
 CL/PICC insertion technique to be observed by nursing staff. Procedure must be stopped if sterile 

practices are breached. 
 

Central/PICC Dressing Change/Care  
 Use an all inclusive standardized central line dressing care kit for every CL dressing change 
 Central Line dressing changes scheduled for a prescribed day(s) throughout the hospital.  
 

CL Dressings should be changed:  
 At least every seven days 
 If the dressing becomes soiled, loose, or damp.  
 Date and initial the dressing change and document the dressing change.  

 

Central/PICC Access  
 Meticulous disinfection of the hub/port prior to ANY access of the line with chlorhexidine  
 Access to and manipulation of the line must be performed only when necessary.  
 Use of manufacturer 10mL pre-filled saline syringes 
 Place a luer access valve disinfection cap impregnated with 70% isopropyl alcohol on any 

injection port that is not connected to a continuous drip or is not in use. 
 – Once the syringe or line has been removed from the port, place a NEW disinfection cap 

on each port used. 
 

Changing Caps 
 Neutral valve cap changed every 3 days 
 Positive pressure cap changed at least weekly  
 Change daily  
 – If receiving TPN/Lipids 
 After blood draws 
 After a blood transfusion 
 Before and after drawing blood cultures 
 

Tubing 
 Maintain a closed IV tubing system 
 Use of inline filters should be considered for patients receiving TPN 
 

Replace Tubing used for: 
 Administration sets that are continuously used no more frequently than 96 hours 
 Blood/blood products at least every 4 hours 
 Fat emulsions within 24 hours of initiating the infusion 
 Propofol infusions every 6-12 hours when the vial is changed 

Central Line Care 
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Best Practice Recommendations - Central/PICC Access (Cont.) 
Culturing the line 

 If physician orders a culture of the CL/PICC tip, also get an order to culture the blood. 
 – Draw the blood culture through a peripheral vein.  
 – Label the blood culture and the tip with patient ID.  
 

Best Practice Recommendations - Additional Infection Prevention  
Staff Competency 

 Utilization of contract staff or internal staff who are competent and proficient in the placement of CL/
PICC and have been reviewed through a credentialing process. 

 Central line dressing changes are to be performed by competent nursing staff. Annual competency 
review of central line dressing change must be documented.  

 All aspects of CL/PICC care should be audited routinely by IC or designee.  
 
Additional Suggestions 

 Security devices such as “Stat locks” used in place of suturing the line (stat lock changed weekly with 
dressing). 

 Use of inline filters with PICCs. 
 Minimal access for blood draws through CL/PICC; optimally access once per day. 
 Use of a universal tool for CL tracking.  
 Use a 2% chlorhexidine wash for daily skin cleansing, especially in ICU setting with high rate of BSI  
 Use antibiotic/antiseptic impregnated catheters if a high rate of BSI continues after implementation of 

a successful program to reduce BSI. 
 
Blood Samples from a Central Line  
A tunneled catheter provides easy access for obtaining blood samples. However, venipuncture should be used 
whenever possible because frequent manipulation of the catheter hub increases the risk for central line-
associated bloodstream infection.  

 Before collecting a blood sample from a central venous tunneled catheter, consider the benefits ver-
sus the risks.  

 Use strict sterile technique when collecting blood from a tunneled catheter.  
 
Gather Your Supplies 

 Obtain blood tubes, transfer devices, biohazard bag, gloves, lab requisition, lab labels, and take to 
bedside.   

 If you are drawing blood in a Contact Isolation room, prepare the biohazard bag while your gloves are 
clean.   

 
Prior to Drawing the Sample 

 Perform hand hygiene. 
 Confirm the patient's identity using at least two patient specific identifiers. 
 Explain the procedure to the patient to allay anxiety and promote cooperation.  
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Blood Samples from a Central Line (Cont.) 
 

Prepare the Catheter for Collection 
 Stop any running infusions into ANY lumen of the catheter. 
 Clamp all the catheter lumens if the catheter has multiple lumens. 
 Select the largest lumen for blood sampling if you're using a multiple lumen tunneled catheter. 
 Thoroughly disinfect the needleless connector or injection cap with a disinfectant pad using friction. Allow 

the connector to dry. 
 

Sample Collection 
 Connect the syringe containing the preservative-free normal saline flush solution to the catheter and un-

clamp the catheter. 
 Aspirate for a blood return to confirm the patency of the catheter. If no blood return is obtained, don't 

proceed with fluid administration.  
 – Flush the catheter, gently aspirate 2-3mL and discard in biohazard container. 
 Thoroughly disinfect the needleless connector with a disinfectant pad using friction and allow it to dry. 
 Use a sterile 10cc syringe to withdraw blood from catheter HUB, never use a vaccutainer. 

 
Order of Drawing Specimens: 

 
Label the Specimen 
 Label all specimens in front of patient.  
 Place in biohazard/specimen bag be-

fore leaving the room. 
 

Blood Culture Requirements 
 Always collect blood cultures first in 

your order of draw. 
 Wipe top of each vial with a separate 

70% isopropyl alcohol pad and allow to 
air dry. 

 – Do not use iodine to disinfect tops 
of vials. 

 – Do not speed alcohol drying by fanning, waving or blowing on bottles, etc. as this re-contaminates the 
bottle tops. 

 Transfer the blood into the culture bottles using a separate vaccutainer transfer device for each syringe.   
 – Fill each Blood culture bottle with 8 - 10mL of blood. 
 Flush each central line with TWO (2) 10mL prefilled NSS syringes. 
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CENTRAL LINE DRESSING CHANGE PROCEDURE 
 

Apply GuardIVa to exit site 

Put on Clean gloves 

Put on Clean gloves 
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Nurse Orientation Competency Exam 
 

1. Which of the following statements is not true regarding a blood transfusion informed consent?  
a. A separate consent does not have to be signed for the each type of Packed RBCs, or platelets, 

or plasma       
b. Verbal consent may be obtained from the primary decision maker for the patient in the event 

the patient is unable to give informed consent and must have two witness signatures on the 
Consent Form       

c. If multiple transfusions of any blood product are possible throughout the patient admission, a 
separate consent form for additional units will not be required UNLESS there are significant 
changes in the risk or indication of the transfusion       

d. The registered nurse is responsible for obtaining informed consent for blood transfusions     
  

2. Prior to connecting the blood to the patient two nurses are required to check the Blood Product tag 
against the Patient’s armband verifying:  

a. Patient's full name and date of birth       
b. Compare the ABO and Rh of the patient and blood unit       
c. Blood unit number       
d. Expiration date of the blood       
e. All of the above       

  

3. After starting the blood transfusion, you should remain with the patient for what period of time to 
monitor for a blood transfusion reaction?  

a. 15 minutes     
b. 10 minutes       
c. 3 minutes       
d. 5 minutes       

  

4. When administering a blood product, according to LifeCare policy, vital signs are assessed:  
a. Prior to the start of the transfusion, 15 minutes after the transfusion is started, one hour after 

the transfusion is started, at the completion of the transfusion and one hour post transfusion     
b. Prior to the start of the transfusion, 15 minutes after the transfusion is started and every 15 

minutes for one hour then every 30 minutes for one hour then every hour until the comple-
tion of the transfusion       

c. Prior to the start of the transfusion, 15 minutes after the transfusion is started and then every 
hour until the transfusion is completed.       

  

5. After completion of a blood product transfusion, the nurse must document:  
a. Time of completion       
b. Tolerance of transfusion       
c. Amount of blood product and saline received       
d. Any transfusion reaction       
e. All of the above       
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6.  What should you immediately do if the patient exhibits signs of a blood transfusion 
reaction?  

a. Slow the transfusion and notify the doctor       
b. Administer diphenhydramine and continue the transfusion       
c. Immediately stop the transfusion and notify the doctor.      
d. Close the clamp to the blood, open the clamp to the normal saline solution, ad-

minister the 30 to 50 mL of blood remaining in the tubing, and then infuse the 
normal saline solution.       

  

7. In the event of a blood transfusion reaction, completing an incident report is not nec-
essary if you completed a blood transfusion reaction report for the laboratory.  

a. True       
b. False    

   

8. Who must be one of the individuals involved in the pre-blood-transfusion verification 
process?  

a. The doctor who ordered the transfusion       
b. The qualified nurse who will administer the transfusion     
c. The blood bank technician who prepared the blood or blood product.       
d. The nursing assistant who will obtain the patient’s vital signs during the transfu-

sion       
  

9. For what duration of time can a unit of blood remain out of the blood bank refrigerator 
or packed icebox before being transfused?  

a. 1 hour       
b. 2 hours       
c. 30 minutes     
d. 4 hours       

 
 10. You are the Nurse Mentor for a Student Nurse. You are teaching the student about 
 the importance of hand hygiene related to central lines. Which of the following is the 
 best way to describe hand hygiene and central lines?  

a. “Constant and meticulous hand hygiene should be followed 
b. “It is essential to wash your hands prior to touching the central line unless you 

are wearing clean gloves.”     
c. “You must perform hand hygiene before inserting a line, flushing, changing the 

dressing, administering medications, or anytime you are accessing the device. 
Wash your hands prior to putting on your gloves and after removing the 
gloves.”    

d. All of the above are appropriate explanations       
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11. If a patient is admitted with an existing central line:  
a. The site must be assessed upon admission and the dressing changed according 

to our hospital policy to include adhering the Guard IVa.       
b. Leave the dressing intact until the IV nurse rounds, even if you are uncertain 

when that will be.       
c. Central lines are not invasive and we don’t need to worry about infections     
d. All of the above       

  

12.  Which of the following is not true regarding when you should replace IV tubing:  
a. When the administration set is used continuously no more frequently than 96 

hours.       
b. Blood/blood products are administered at least every 4 hours       
c. Within 24 hours of initiating a fat emulsions infusion.       
d. Every 6-12 hours and when the vial is changed during a Propofol infusion       
e. All of the Above are true       

  

13.  The Guard IVa is applied:  
a. Printed side down       
b. Printed side up       
c. Both are acceptable       

  

14. When your patient has a central line, daily you are required to assess:  
a. The clinical reason for the central line remaining in the patient       
b. Any signs and symptoms of infection       
c. Adequacy of the central line dressing       
d. All of the above       

  

15. You are working the 7p-7a shift, and at 9pm during your rounds you notice that the 
central line dressing has begun to peel away from the patient’s chest. The IV Nurse will 
be in the following morning at 7am. What should you do next?  

a. Reinforce the dressing with paper tape     
b. Leave the dressing as it is and leave a message for the IV Nurse to change in the 

morning     
c. Obtain a CL dressing change kit and change the dressing using sterile technique 

immediately       
d. Finish your rounds and plan to change the dressing within the next few hours     

   

16.  You are orienting a nurse new to your facility and prior to collecting a blood specimen 
you ask your orientee to explain the procedure to you. The orientee makes the follow-
ing statements below, which of statement is incorrect?  

a. IV fluids must be stopped prior to collecting a blood specimen. Not stopping the 
fluids may falsify your results.       

b. It is important to use the largest lumen for blood draws (or blood Infusion)       
c. Waste the first 2-3mL’s of blood when drawing a blood specimen       
d. It is not important to remove central line caps and claves prior to blood collec-

tion for 
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17. You are preparing to hang an IV antibiotic that will infuse over the next 30 minutes. 

Prior to the procedure you remove the swab cap from the catheter, scrub the hub with 
an alcohol pad and flush the line. Prior to connection the IV tubing, will you need to re-
scrub the hub?  

a. Yes       
b. No, the swab cap and first scrub ensures disinfection       

  

18. The Consent to Treatment on Admission form is required to be obtained upon admis-
sion. If the patient is non-responsive and family is not present, it is appropriate to ob-
tain phone consent from the patient's Power of Attorney as long as there are two wit-
nesses for the consent.  

a. True       
b. False       

 

19. During an initial assessment, if the patient is non-verbal, the abuse section may be left 
blank.  

a. True       
b. False       
 

20.  Which of the following statements is NOT true regarding wound care documentation?  
a. The wound section in the Daily Nurses Note is completed each shift by nurse 

assigned to the patient.       
b. If the wound dressing is changed daily on the daylight shift, during the night 

shift it is appropriate to document "wound dressing dry and intact, surrounding 
tissue pink."       

c. When a dressing is ordered and wound care nurse is planning to complete the 
order, the assigned nurse does not have to assess or document about the 
wound in the Daily Nurses' Note.       

d. When a negative pressure vacuum is ordered, the suction pressure, drainage 
color and amount, surrounding tissue, and vacuum settings should be docu-
mented each shift.       

    

21.  The patient’s physician will be notified of a fall event regardless of an injury that re-
sulted from the fall.  

a. True       
b. False       

 

22.  All patients who fall will have increased nursing assessments with documentation of 
the patient status, these rounds will be completed:  

a. Hourly rounds for the next 12 hours       
b. Every 2 hour rounds for the next 12 hours        
c. Hourly rounds for the next 24 hours       
d. None of these answers are correct       
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23. How often is a neurological assessment completed on a patient with a known or sus-
pected head trauma after a fall?  

a. Hourly x 12 hours       
b. Hourly x 4 hours, then every 2 hours x 12 hours       
c. Hourly x 4 hours, then every 2 hours x 12 hours, then every 4 hours x 24 hours       
d. Neuro checks are not completed unless there was a witnessed head trauma       

  

24. Your patient has a past medical history of dementia and was confused prior to a fall 
incident and continues to be confused post fall.  The patient is unable to communicate 
the events leading up to the fall (for example, whether she hit her head during the fall.) 
Your assessment reveals that the patient denies pain and does not have any bumps or 
bruises on her head. Based on your assessment and the patient’s PMH you do not need 
to complete the increased neurological assessments it is assumed the patient did not 
hit her head.  

a. True       
b. False       

  

25. Your patient experiences a fall. Your assessment reveals a 0.5 cm laceration on their 
lip, and the laceration was a result from the fall (they did not have the cut prior to the 
fall).  Will you need to complete increased neurological assessments?  

a. Yes       
b. No       

  

26. What information should NOT be documented in the patient’s Nurse’s Note/medical 
record?  

a. Date, time, location of fall       
b. Treatment or first aid provided       
c. Notification of the physician and family       
d. Safety precautions and interventions implemented to prevent another fall       
e. That an "incident report was completed"       

    

27. Which of the following should be evaluated after a patient fall?  
a. The patient’s recollection of the fall       
b. Any medications that may have contributed to a fall or may pose a risk after the 

fall       
c. Whether the patient called for help, and if so, how promptly the request was 

answered       
d. All of these answers are correct       

 

28. Which type of medication can increase the risk of falls?  
a. Diuretics       
b. Hypertensives       
c. Anti-inflammatory drugs       
d. Antibiotics       
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29. A patient falls on the way to the bathroom and strikes his head. You note that he takes 
warfarin (Coumadin). What should be your main concern for this patient?  

a. Increased risk of subdural hematoma       
b. Mental status       
c. Pain       
d. Fear of falling       

  

30. Recommendations for safe and accurate order transcription include each of the follow-
ing except:  

a. Ensuring the order sheet is authenticated with the correct patient identification 
label, and that labels correlates with whatever you are transcribing the order to 
(i.e. MAR, Kardex, requisition form, etc.)       

b. Transcribe orders one at a time in chronological order       
c. Minimizing disruptions       
d. Multi-tasking while transcribing orders, for example: talking on the phone while 

transcribing orders       
31. Medications may only be stored in designated secure areas. Which of the following is a 

secure area where medications are permitted to be stored?  
a. On top of the Med Cart       
b. Automated medication dispensing unit (i.e. PYXIS)       
c. In a patient’s room       
d. In a nurse’s pocket       

 

32. All of the following are high-alert medication which requires 2 nurse signatures on the 
MAR except:  

a. 2 unit of Regular Insulin       
b. IV Heparin       
c. IV Magnesium, Potassium, or Calcium       
d. IV Vancomycin       
e. A PCA pump infusion of Morphine       
f. TPN       

  

33. You dispensed a controlled narcotic from the Automated Medication Dispensing Unit. 
Upon administration of the narcotic to your patient, the patient states that they would 
like to wait another hour before taking the drug. What will you do with the drug?  

a. Leave it at the patient’s bedside       
b. Place it in the locked mobile drug cart       
c. Return and/or waste it in the Automated Dispensing Unit       
d. Put it in your pocket until you are ready to use it       

  

34. You plan on administering a PRN controlled narcotic to your patient at 8pm. What is 
the earliest time that you can actually dispense the narcotic from the Automated Medi-
cation Dispensing Unit?  

a. 7:45pm       
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b. 8pm       
c. 7:30pm       
d. 7pm       

  

35.  Select the "Seven Rights" of medication administration from the following list. (select 
all that apply) 

a. The right medication       
b. The right patient       
c. The right physician       
d. The right dose       
e. The right route       
f. The right time       
g. The right reason for the drug       
h. The right hospital       
i. The right Documentation       

  

36.  When administering a medication for the first time, which action has the highest prior-
ity?  

a. Verify that the medication is appropriate for the patient's condition.       
b. Ensure the timely administration of the medication.       
c. Calculate the correct dosage based on the patient's weight.       
d. Create a current listing of all the patient's medications.       

    

37. According to LifeCare's policy, which of the following are included in the process for 
disposing of a narcotic medication patch?  

a. Do NOT discard in regular trash bin       
b. Cut with scissors       
c. Place in a designated patch narcotic disposal container (if not specifically desig-

nated use Sharps container)       
d. All of these are correct       

    

38. Sterile multi-dose vials must be labeled upon initial entry with an expiration/beyond 
use date of ___ days expressed as month/day/year  

a. 30 days       
b. 28 days       
c. 25 days       
d. 90 days       

  

39. When a patient is in restraints, how often are you required to provide and document 
education for the need of the restraint to the patient and/or the family?  

a. Only once upon the  initial application of the restraint       
b. Education is not required if there is a physician order for the restraint       
c. Every day that the patient is in the restraint.  For example, if a patient is in a 

restraint for 5 consecutive days, each day there should be evidence of educa-
tion provided.       
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40. What is the maximum time limit for a medical physical restraint order?  
a. 4 hours       
b. 8 hours       
c. 12 hours       
d. 24 hours       

  

41. Your patient suddenly becomes verbally aggressive and is threatening to punch you 
and anyone else he sees. You call for your emergency response team and a medication 
is given to calm the patient down. This medication is not a part of the patient’s medi-
cal/psychiatric treatment plan. Is this a chemical restraint? If so, is it an appropriate use 
of a chemical restraint?  

a. No, this not a form of a chemical restraint       
b. Yes, this a chemical restraint, and it is an appropriate use of a chemical restraint       
c. Yes, this a chemical restraint, but it is not an appropriate use of a chemical re-

straint       
  

42. How often is the Restraint Plan of Care reviewed/revised?   
a. Only upon the initial application of the restraint.       
b. The plan of care is not necessary when there is a physician order for the re-

straint.       
c. Every day the patient is in the restraint.  For example, if the patient is in a re-

straint for 7 consecutive days, the plan of care should be reviewed/revised each 
day.       

  

43. You release a patient’s restraints upon the family’s request. The restraints remain off 
for approximately 1 ½ hours. When the family leaves, you assess the need to continue 
the application of the restraint. According to LifeCare's policy, you are required to ob-
tain a new physician’s order to reapply the restraint.  

a. True       
b. False       

  

44.  Your patient has a medical diagnosis of Anxiety Disorder and Panic Disorder. The pa-
tient requests his PRN dose of “Ativan” for symptoms of anxiety. Is this a chemical re-
straint? If so, is it an appropriate use of a chemical restraint?  

a. No, this not a form of a chemical restraint       
b. Yes, this a chemical restraint, and it is an appropriate use of a chemical restraint       
c. Yes, this a chemical restraint, but it is not an appropriate use of a chemical re-

straint       
  

45. Your patient continuously yells out inappropriately and you have been unsuccessful in 
reorienting her. You obtain an order for a medication that will sedate her and there-
fore keep her quiet. Is this a chemical restraint? If so, is it an appropriate use of a 
chemical restraint?  

a. No, this not a form of a chemical restraint       
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b. Yes, this a chemical restraint, and it is an appropriate use of a chemical restraint       
c. Yes, this a chemical restraint, but it is not an appropriate use of a chemical re-

straint       
  

46. When a patient is in a Medical Physical restraint you are required to monitor the pa-
tient for continued use and need for the restraint, complete a safety assessment (i.e 
circulation/skin checks, etc.), and provide comfort measures (i.e. ROM, fluids, etc.) at a 
minimum of every:  

a. ½ hour       
b. 1 hour       
c. 2 hours       
d. Shift       

  

47. When a patient is in a Chemical restraint you are required to monitor the patient for 
continued use and need for the restraint, complete a safety assessment (i.e. circula-
tion/skin checks, etc.), and provide comfort measures (i.e. ROM, fluids, etc.) at a mini-
mum:  

a. Continuously 1:1 for the first 30 minutes, then every 15 minutes       
b. ½ hour       
c. 1 hour       
d. Continuously 1:1 for the first 15 minutes, then every 30 minutes       

    

48. Trying alternatives to restraints ______________________________.  
a. helps avoid the unnecessary use of restraints.       
b. should never be used in the healthcare setting.       
c. is a waste of time.       
d. involves the same alternatives for every patient.       

  

49. During handoff shift report the previous nurse informs you that the patient is a bilat-
eral wrist restraints because he has repeatedly attempted to dislodge his tracheostomy 
and urinary catheter.  Which of the following is the best action you should take?  

a. Prior to charting on the patient, ensure there is a complete physician order for 
the restraint on the medical record, note the expiration time of the order.       

b. First assess the restrained patient for continued need for the restraint, if you 
feel it is necessary, verify the complete physician order on the medical record 
noting the expiration time, and continue to monitor the patient as frequently as 
possible but at least every 2 hours throughout your shift.       

c. Chart every 2 hours that you offered fluids and repositioned the patient.  Feel 
confident that the nurse in charge will make sure you have the appropriate phy-
sician order for the restraint.       

d. Fill in some of the restraint flowsheet, depending on what you have time for.       
 

50. While verifying the restraint physician order you notice the physician signed the re-
straint order sheet but the "Indication for Restraint" and "Type of Restraint" was not 
completed on the form.  What should you do next?  
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a. Immediately call the physician and obtain a clarification telephone/verbal or-
der.       

b. Look at the previous restraint order sheet and fill in the incomplete infor-
mation.       

c. Leave it blank.   
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1. A. B. C. D. E. F. G. H. I. 

2. A. B. C. D. E. F. G. H. I. 

3. A. B. C. D. E. F. G. H. I. 

4. A. B. C. D. E. F. G. H. I. 

5. A. B. C. D. E. F. G. H. I. 

6. A. B. C. D. E. F. G. H. I. 

7. A. B. C. D. E. F. G. H. I. 

8. A. B. C. D. E. F. G. H. I. 

9. A. B. C. D. E. F. G. H. I. 

10. A. B. C. D. E. F. G. H. I. 

11. A. B. C. D. E. F. G. H. I. 

12. A. B. C. D. E. F. G. H. I. 

13. A. B. C. D. E. F. G. H. I. 

14. A. B. C. D. E. F. G. H. I. 

15. A. B. C. D. E. F. G. H. I. 

16. A. B. C. D. E. F. G. H. I. 

17. A. B. C. D. E. F. G. H. I. 

18. A. B. C. D. E. F. G. H. I. 

19. A. B. C. D. E. F. G. H. I. 

20. A. B. C. D. E. F. G. H. I. 

21. A. B. C. D. E. F. G. H. I. 

22. A. B. C. D. E. F. G. H. I. 

23. A. B. C. D. E. F. G. H. I. 

24. A. B. C. D. E. F. G. H. I. 

25. A. B. C. D. E. F. G. H. I. 

26. A. B. C. D. E. F. G. H. I. 

27. A. B. C. D. E. F. G. H. I. 

28. A. B. C. D. E. F. G. H. I. 

29. A. B. C. D. E. F. G. H. I. 

30. A. B. C. D. E. F. G. H. I. 

31. A. B. C. D. E. F. G. H. I. 

32. A. B. C. D. E. F. G. H. I. 

33. A. B. C. D. E. F. G. H. I. 

34. A. B. C. D. E. F. G. H. I. 

35. A. B. C. D. E. F. G. H. I. 

36. A. B. C. D. E. F. G. H. I. 

37. A. B. C. D. E. F. G. H. I. 

38. A. B. C. D. E. F. G. H. I. 

39. A. B. C. D. E. F. G. H. I. 

40. A. B. C. D. E. F. G. H. I. 

41. A. B. C. D. E. F. G. H. I. 

42. A. B. C. D. E. F. G. H. I. 

43. A. B. C. D. E. F. G. H. I. 

44. A. B. C. D. E. F. G. H. I. 

45. A. B. C. D. E. F. G. H. I. 

46. A. B. C. D. E. F. G. H. I. 

47. A. B. C. D. E. F. G. H. I. 

48. A. B. C. D. E. F. G. H. I. 

49. A. B. C. D. E. F. G. H. I. 

50. A. B. C. D. E. F. G. H. I. 
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