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“If you did not record it,
you did not do it. ”’




d' 3.’1 T A W v =K A
‘ﬂﬁg‘l’iTﬂW‘Uﬂ&!!ﬂﬂﬂﬂ- ﬂi]i;‘ljuﬁll’é)ﬂm‘i‘uu‘ﬂﬂﬂ’é)

1."[u'jnnsnuamalﬁlﬁumwﬁﬁmmuuaa dmo=ilogNSeNUABIMS

(RNIN(L L]

2. hiannsadeans tiananugntalan wernarme:Istinuiitoy

3. hiannsavenionomis 1wna@N5uaiduinngIUa
4 yuninuaviigo RiuN L ivuiinuad
5. hituanudnguaomsvuiin

6.agiionougnuin




ANNAAYVINITUNNUYNNBIVDINUNN

A Y,
desannsodeds la

9) (Y

9 < Y1 Y o Y v Aa 1
@@QN@QLWH%@’JTW811J1a11ﬂ1/]1@$l15114ﬂﬂWﬁJTﬁUUﬁﬂ1§1ullﬁa$

U

ﬁ{DQL’JQW !;Lﬁ%ﬁﬂ??ll@iﬂlﬁ@ﬁ

Y
Y < a o Y
apuriumsdsziiugi(Reassessment)luilaviigunin
YOIATULTMINIUAINS I MsQuasnILa?

dosaunsnlsziiunaguammsguas AN UUIMT A

Y o Yy Aa Y
Tandundangiuososnengming la




ANHAIAVDINITVUNNMIM TN

+

S d' =~ Ad' Y Y s K Y Ad'
] gﬂmmmma‘nazmﬁlﬁmummmmﬁmmmx

a WA

ANVIVAATOUVDINEN VAT TN Tums iia

nanssuMINeNanali e nazaan Mg

wenandihelasy

Potter & Perry,2005




U

(4 v
ﬂﬁ!ﬂﬁa‘iﬁ\‘lﬂm’t’)\‘]ﬂ1§°]J14‘ﬁﬂ1’lNﬂ1§Wﬂ1‘U"lﬁ

Y
T A

YV d'i | a\ . . |

1. lmilwnsesnslumsianeaaals (Communication) 5319

= d'cu a\ 7 I w
UAANI I UNNGIMNNFURABo UMK 285 IUN U

a oV Aa A [

2. mnsadszdivdanaMnueIneNUIa 1UNSANIINSIZ oL
< [V a v d . Y
Wuszuvuunang1muselszant (Evidence base) lagnis

MINMIIFNIZVIUNITNENLIA

3. iflwasesielumsisznuaamnlumslAusms(Quality

assurance)’iﬁimmgﬂﬁ’m FMANIZANOTHN I THD I NG 1UA




W

¢ v
m;ﬂﬁzmﬂeummsuuﬁﬂmamﬁwmma (A10)

< d'i = a\ d'i
4, !ﬂu!ﬂii’)\‘miﬂuﬂﬁ‘]ﬁﬁﬁ !Wi’)ﬂTﬁ’JNl!N‘lﬂuﬂﬁﬂ’JﬂQﬂJ

aamumswenuia lnalydoyanlaainnisAudit chart

< ¢ o Y = Aa v A Y
S. sﬂuﬂsﬂwummumsﬂﬂmuam%mwawmmﬂmmwm
AL RNIRLGS
Vs oV = T | T
6. °l°mJu°naﬂ§miJ‘szﬂa‘umﬁmnmﬂﬂum‘sﬂmwmma

(Reimbursement) 910HUIBINUNINIAIFUAZIDNT M

7. !ﬂﬂﬁﬁﬂg]ﬂﬂﬁﬂgﬁum (Legal documentation)




W@ AV IMITUNANMININEILIA

ﬁil Wasnt documented

jtwasitdone




NFTUIUNSALANUIY  Access

v
Entry

|
v v
Assessment Investigation

Usnsiasane | ¢ |

Diagnosis

|
v v

> Plan of Care Discharge Plan

! '

Reassess «— Care of Patient «—— Communication

!

Information &

Empowerment

Discharge <

l

Continuity of Care




A =
NITUADNH

+

gelneany 69 Un1sw.AretFasiauLiuniian~ 6 hr. PTA.
Pain score 4/10

Known case SVD S/P PCI at LAD Lﬁﬂ N.A.53,A.A.53,Paroxysmol

AF Ischemic stroke (Lacunar infarction)

WsNSUSANAIR BP 130/74 mmHg,PR=56,RR=20,T=36.5,02sAT
100%

Provisional Dx. : @UA. R/IO STENT STENOSIS
(2] Paroxysmal AF

9 Ischemic stroke
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ASA gr.V 1x1 pc.

Plavix1x1 pc.

Clexene 0.4 ml sc. g 24 hr.
Captropril (25 mg)1 xq8 hr
Zimmex(40) 1x1 hs

Isordril(5)1 tab sc.prn for chest pain
Senokot 2x1hs.
Ranidine(150)1x2pc

Admit ICCW ON TELEMETRY




Lab investigation

m Trop T. <0.03 ng/ml

m Glucose 110 mg/dl

m BUN=13,Cr=1.4,GFR=50.25

m Na=139,K=4.0,Cl.108,CO02=23

s CBC: WBC=7.30,Hct=32.2,Rbc3.59,
platelet 154x10

0 PT=13.5,INR=1.20,PTT=25.4,APTT RATIO =0.96
EKG NSR ,i Q V1-V5,ST V1-V¥4, Invert V1-V6




N155NEIAANWard

+

m Zoloft 1x1
m Ativan (0.5 mg)1x1 hs
m LOS 3 day
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+ UDLINUN 1. PINTIN / MSWNHOH ( Activity / Rest )

4 uuuuEun 2. M3 lxadeulania ( Circulation )

. ¢ A (4
* tuunNui 3 ANNENYIIVEIINlY 815381 (Ego integrety )

4 LuBUEUN 4. MSVVEE ( Elimination )

4 uuUIEUR 5. 91¥151a23 ( Food & fluid )




NANDA NURSING DIAGNOSIS
13 PATTERN

4 HUBBHUN 6. gUBMINBAIUYANA ( Hygiene )

4 LuuuHuN 7. M3su3tazilszamauda ( Neurosensory )

* vpusnuii 8 anuduiha / liguauie ( Pain/Discomfort )

4 suunkuin 9. M51ela ( Respiration )

4 wuueui 10. anndaenny (Safety)
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4+ uuuneui 11 svsfemanauazmssasivg (Sexuality)

4+ vuuneui 12 djsduiusmadenn( Social interaction )

4 wwuwuit 13 msidend ( Teaching / Learning)




Nursing Diagnosis
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AIE

A= Assessment (SD+0OD)

I = Implementation
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Nursing intervention (A | E)

1.Direct nursing care UfiIBANNWNUNITWEILNATIANGLY

2. Standard nursing
3. Real time
4 .Reassessment

5. Evaluation
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SBAR Report to a Physician

Before calling the Physician

Assess the patient

Review the chart for the appropriate physician to call
Know the admitting diagnosis

Read the most recent physician and nursing notes

Have the chart in hand and be ready to report

allergics,medications,IV fluids, lab and test results

Every SBAR report is different. Focus on the problem.Beconcise.




SBAR

. Situation
State you name and unit

I am calling about : Patient name &
Room number

The problem I am calling about is

If this a serious problem say what
the code status is




SBAR

B 1+Biackground

1. ' Brief state why the patient is the hospital give a
synopsis of the treatment to date

Give the V/S ,Oximetry,and how much oxygen is
peing given

Relate thw complaint give by the patient and the
pain level

Relate the physical assessment pertinent to the
problem especially any change

Pay special attention to mental status ,skin
temperature and emotional state of the patient
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SBAR

A : Assessment

1l

Give your conclusion about the present
situation. Words like “"might be” or “Could be

n

If the situation is unclear at least try to
indicate what body system mtght be involved

State how severe the problem seems to be

If appropriate,state the problem could be life
threatening
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SBAR

R : Recommendation

1.

Say what you think would be hgelpful
or need to done,which might include

Medicine O Tests O X-Ray,CT O EKG

[ransfer to critical care [0 Consult
evaluation
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U N WATAEIIBY TUTN. dremsinelevieumiles DX
CHF with COPD enf1283@nda2@ w1gla On ET tube with
resplrator Bennett 7200 settlng full support Wuna 2 31 uay
’J‘Lm 3 LﬁﬂJ weaning respirator GNL!,G]LGIH 523 6.00 U
sevdanguasesranaiudiheneled lifieimsven
wites aszanar 18.00 1 newaduTasreidendile
nu flefio1nsmielanuy Abdominal paradox 13ouan
A




d
HHINIMINSNHUNNSDY SBAR

+

. . v P=| d' 1 Y1 = =
Situation: §IAANY ﬂﬂ!ﬁ%@(ﬂiﬂ!l&@ﬂlﬁ]ﬁTiﬂ)’ﬂ?i) NYNAS EJ‘]J’JEJLG]EJ\‘B AUYIYLND P
18191111 Abdominal paradox ) AN

Background: N‘]J’JEJL‘]JH case CHF with COPD NWQ’JEJL'J"EN‘I’HEJ%]W’E]‘]JLﬁH’O‘EJ On ET

tube with Respirator setting full support ’mu L’i 1 weaning respirator 1uSuusn

1 Y ' v
Assessment: é}ﬂ’wﬁWﬂ%LmU Abdominal paradox ﬁﬂﬁ%ﬁﬁ"Uﬁ”ﬁSﬁﬁ’WEJm?@LWIﬂWJLEJu
Y

RR 30 A5990U% PR 110 AS990UIN BP120/80 mmHg O2 sat 96%

Recommend: 1N59710U 199210AN122 Hypoxemia AM¥uouanu liaiouzag
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fihevdgalne o1 78 71 DX @ ESRD ndauises Lt
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Background : IZJ‘IJQSJ!‘IJ‘L! case ESRD 31081394 Lt big toe gangrene NAUNIAN

Wonlaiuiluhelue underlying DM,HT
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Assessment : I%;!‘lJ’JEJ“ﬁ1El‘13J6’t’)ﬂ AN T‘ﬂﬂclilﬂ‘iﬂﬂ‘ﬂﬂcluﬂ@ KU UVYI O2 sat 60 %
BP 160/80 mmHg PR 90/mins l& mouth gag suction clear airway 1a
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Recommend : %94 suction On Mask ¢ bag 10 LPM §a%18/]a1vidieesnnauas 103
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