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Alert 0 critical illness y
Level of Consciousness . . ] ] £
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NIGHT

Il NOTES I NOTES

| Nurse: | Signature: | Nurse: | Signature: | Nurse: | Signature:

Bl NOTES

N AlRwAy

0, delivery device:

] NP [] H™M

] NRB mask

] NIV

Auscultation zone: Left

INSPIRATORY / EXPIRATORY SOUNDS
Right

Apex:

Mid-zone:

Bases:

WORK OF BREATHING
[] Reduced breath sounds
[] Normal breath sounds
[] Moderate breath sounds

[] Severe breath sounds

CARDIOVASCULAR

Rhythm:
SCDs: []on [] off
Capillary refill time: seconds

I arRway

0O, delivery device:

] NP (] HM

] NRB mask

] NIV

Auscultation zone: Left

INSPIRATORY / EXPIRATORY SOUNDS
Right

Apex:

Mid-zone:

Bases:

WORK OF BREATHING
[] Reduced breath sounds
[ ] Normal breath sounds
[] Moderate breath sounds

[] Severe breath sounds

CARDIOVASCULAR

Rhythm:
SCDs: []on []off
Capillary refill time: seconds

I3 arRway

0, delivery device:

] NP [] H™M

] NRB mask

] NIV

Auscultation zone: Left

INSPIRATORY / EXPIRATORY SOUNDS
Right

Apex:

Mid-zone:

Bases:

WORK OF BREATHING
[] Reduced breath sounds
[] Normal breath sounds
[] Moderate breath sounds

[] severe breath sounds

CARDIOVASCULAR

Rhythm:
SCDs: []on []off
Capillary refill time: seconds

] bisasiLiTy

PCA prescription checked: [ ] vyes

] no

D] bisasiuTy

PCA prescription checked: [ ] yes

] no

] bisasiuTy

PCA prescription checked: [ ] yes

[] no

Confusion: [(Jyes []no

[Jvyes []no ‘Agitation:

Delirium score:

[ GASTROINTESTINAL

Abdomen: Bowel sounds:
[] soft [] active
[] firm [] hypoactive
[] distended [] absent
Enteric tube insitu []yes []no |Freedrainage [1vyes []no
Feeding protocol [Jyes []no | NBM [Jyes []no
Position confirmed on x-ray [Jyes []no
Last bowel movement Date: / / Type:
I INTEGUMENT
Skin temperature: Skin colour: Mouth:
[ ] warm [ ] normal [] dry
[] cool [] pale [] moist
[] dry [] flushed [] sores
[ ] clammy [ ] jaundiced [] thrush
[ ] mottled

Braden score:

Air mattress [Jyes []no ‘Wound careplanstarted [ ] yes [ ] no
IV ACCESS / URINARY CATHETER

Site:

Inspected / Phlebitis score:

PLAN

Confusion: [Jyes []no

[Jvyes [] no ‘Agitation:

Delirium score:

[d GASTROINTESTINAL

Abdomen: Bowel sounds:
[] soft [] active
[] firm [] hypoactive
[] distended [] absent
Enteric tube insitu []yes []no |Freedrainage [1yes []no
Feeding protocol [Jyes []no | NBM [Jyes []no
Position confirmed on x-ray [Jyes []no
Last bowel movement Date: / / Type:
Il INTEGUMENT
Skin temperature: Skin colour: Mouth:
[ ] warm [] normal ] dry
[] cool [] pale [] moist
[] dry [] flushed [] sores
[ ] clammy [] jaundiced [] thrush
[] mottled

Braden score:

Air mattress []yes []no ‘Wound careplanstarted [ | yes [ ] no
IV ACCESS / URINARY CATHETER

Site: Inspected / Phlebitis score:

PLAN

Confusion: [Jyes []no

[Jvyes [] no ‘Agitation:

Delirium score:

[d GASTROINTESTINAL

Abdomen: Bowel sounds:

[] soft [] active

[] firm [] hypoactive

[] distended [] absent

Enteric tube insitu []vyes []no | Freedrainage [(1yes []no
Feeding protocol [Jyes []no |NBM [Jyes []no
Position confirmed on x-ray [Jyes []no
Last bowel movement Date: / / Type:

Il INTEGUMENT

Skin temperature: Skin colour: Mouth:

[] warm [] normal ] dry

] cool [] pale [] moist

] dry [] flushed [] sores

] clammy [] jaundiced [] thrush
[] mottled

Braden score:

Air mattress []yes []no ‘Wound careplanstarted [ | yes [ ] no
IV ACCESS / URINARY CATHETER

Site: Inspected / Phlebitis score:

H sarety

[] 0, level correct & functioning

[] Falls risk

[] Drug infusions checked & lines labelled
[] Patient ID in place

[] Allergy status checked

[] Suction connected & functioning

[ ] Emergency equipment checked

[] Monitor alarms on & limits set

B sarety

[ ] 0, level correct & functioning [] Falls risk

[] Drug infusions checked & lines labelled
[] Patient ID in place

[] Allergy status checked

[] Suction connected & functioning

[ ] Emergency equipment checked

[] Monitor alarms on & limits set

B sarety

[] 0, level correct & functioning [] Falls risk

[] Drug infusions checked & lines labelled
[] Patient ID in place

[] Allergy status checked

[] Suction connected & functioning

[] Emergency equipment checked

[] Monitor alarms on & limits set




