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Nursing Documentation contact check list:

This is check list in order to monitoring how nurse adherence to care pathway after PCI:

Day 1
= 1. The Vital Signs is written hourly: o YES o NO
=l
g: 2. The assessment of arrhythmia is written: o YES o NO
S
1 3. The Blood Glucose check-up is written o YES o NO
4. The fluid chart is written every 8 hours o YES o NO
a 1. The Monitor level of consciousness, vital signs, cardiac rate and | o YES o NO
g rhythm, and oxygen saturation every 5 minutes until stable condition,
- every 30 minutes past three hours are written
=
; 2. The assessment of chest pain is written hourly during episodic. o YES o NO
=
CE 3. The action taken by nurse when finding no change in ECG is
S recorded:
e o YES o NO
2 1. Administer O2 per nasal 2 to 4L/minutes if SPO2 <95
2. Give nitroglycerin IV (monitoring Blood pressure) o YES o NO
3. Morphine Sulfate 2-5 mg if pain not relieved by nitroglycerin (watch
hypotension and respiratory depression) o YESoNO
4. Ma.lma_m a quiet environment, Position patient in comfort level, Ensure 0 YES 0 NO
maintained bed rest
5. Instruct patient to report any further episodes of chest pain o YES o0 NO
6.  Clear liquids until pain free
o YES o NO
- 1. The assessment vital signs, every 15 mint first hour, every 30 o YES o NO
Q mint second hour, then hourly is recorded.
=
% 2. The assessment peripheral pulses and neurovascular every 15 o YES o NO
E mint first hour, 30 mint second hour then hourly.
g 3. Explain any observations or signs in puncture site. o YES o NO
4. The patient postie was recorded. o YES o NO
5. The produced removal radial sheath was recorded as protocol of o YES o NO
the radial sheath removal
Mobilization 1. The instructor of patient movement is recorded in the note: o YES o NO
Education 1. The education provided by nurses is recorded in the note o YES o NO
variance 1. The variance was recoded in every shift o YES o NO
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Day2 Day 3 Day4 Day5

z 1. The Vital Signs is written as protocol: oYESoNO [ oYESoNO | ocYESaoNO | o YESoNO
é.- 2 The assessment of arrhythmia is written: oYESoNO [ oYESoNO | oYESaoNO | o YESoNO
a%. 3. The Blood Glucose check-up is written oYESoNO |[oYESoNO | o YESoNO | o YESoNO
4. The fluid chart is written every 8 hours oYESoNO [ oYESoNO | oYESoNO | oYESoNO
1. The Monitor level of consciousness, vital oYESoNO [ oYESoNO | ocYESoNO | o YESoNO

signs, cardiac rate and rhythm, and oxygen
saturation every 5 minutes until stable condition,
every 30 minutes past three hours are written

2. The assessment of chest pain is written oYESoNO [oYESoNO | cYESoNO | o YESoNO
hourly during episodic.

3. The action taken by nurse when finding no
change in ECG is recorded:

+ Juourageuew ured 359y

oYESoNO | oYESoNO | o YESoNO | o YESoNO

7. Administer O2 per nasal 2 to 4L/minutes if SPO2
<95 oYESoNO (oYESoNO | oYESoNO | o YESoNO

8.  Give nitroglycerin IV (monitoring Blood pressure)

9. Morphine Sulfate 2-5 mg if pain not relieved by
nitroglycerin (watch hypotension and respiratory
depression)

10. Maintain a quiet environment, Position patient in SOYESoNO | o YESoNO | o YESoNO | o YES o NO
comfort level, Ensure maintained bed rest

11. Instruct patient to report any further episodes of o0YESoNO |[oYESoNO | o YESoNO | o YES o NO
chest pain

12. Clear liquids until pain free

oYESoNO |oYESoNO | oYESoNO | o YESoNO

oYESoNO | oYESoNO | o YESoNO | o YESoNO

S m Post radial PCI: o YES o NO
g e 1. Dressing removed after 24 hours was recorded
g 2. Documenting the condition of puncture site o YES o NO
E. 3. Recorded the instruction about caution behaviour o YESoNO
after PCI radial
Mobilization 1. The instructor of patient movement is oYESoNO |[oYESoNO | o YESoNO | o YESoNO
recorded in the note:
Education 1. The education provided by nurses is oYESoNO [ oYESoNO | ocYESoNO | o YESoNO
recorded in the note
variance 1. The variance was recoded in every shift oYESoNO [ oYESoNO | oYESaoNO | o YESoNO

*The chest pain management has to check up if the nurse wrote the patient has chest pain.
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Nursing Documentation contact check list:

This is check list in order to monitoring how nurse adherence to care pathway after Thrombolytic:

Day 1
z 1. The Vital Signs is written hourly: o YES o NO
=l
E.- 2. The assessment of arrhythmia is written: o YES o NO
]
] 3. The Blood Glucose check-up is written o YES o NO
4. The fluid chart is written every 8 hours o YES o NO
a 1. The Monitor level of consciousness, vital signs, cardiac rate and o YES o NO
g rhythm, and oxygen saturation every 5 minutes until stable condition,
oy every 30 minutes past three hours are written
=
; 2. The assessment of chest pain is written hourly during episodic. o YES o NO
®
(E 3. The action taken by nurse when finding no change in ECG is
g recorded:
g o YES o NO
4 13. Administer O2 per nasal 2 to 4L/minutes if SPO2 <95

14. Give nitroglycerin IV (monitoring Blood pressure) o YES o NO

15. Morphine Sulfate 2-5 mg if pain not relieved by nitroglycerin (watch
hypotension and respiratory depression)

16. Maintain a quiet environment, Position patient in comfort level, Ensure
maintained bed rest

17. Instruct patient to report any further episodes of chest pain 4 YES 0 NO

18. Clear liquids until pain free

o YES o NO

o YES o NO

o YES o NO
o = . 1. The assessment vital signs, distal pulses muscle weakness, o YES o NO
g E' headache and Vital Neurological Sign hourly is recorded.
5 El 2: The assessment body fluids, including urine and vomitus is o YES o NO
g g recorded .
52
d 3. Explain any observations or signs in puncture site. o YES o NO
Mobilization 1. The instructor of patient movement is recorded in the note: o YES o NO
Education 1. The education provided by nurses is recorded in the note o YES o NO

variance 1. The variance was recoded in every shift o YES o NO
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= 1. The Vital Signs is written as protocol: oYESoNO |oYESoNO | oYESoNO | o YESoNO
=]
E.- 2. The assessment of arrhythmia is written: oYESoNO |[oYESoNO | o YESoNO | o YESoNO
]
= 3. The Blood Glucose check-up is written oYESoNO |[oYESoNO | o YESoNO | o YESoNO

4. The fluid chart is written every 8 hours oYESoNO |oYESoNO | cYESoNO | o YESoNO

a 1. The Monitor level of consciousness, vital oYESoNO |oYESoNO | oYESoNO | o YESoNO
g signs, cardiac rate and rhythm, and oxygen
2
_; saturation every 5 minutes until stable condition,
s. every 30 minutes past three hours are written
=]
E 2. The assessment of chest pain is written oYESoNO |[oYESoNO | cYESoNO | o YESoNO
,E hourly during episodic.
2
4 3. The action taken by nurse when finding no
o change in ECG is recorded:

oYESoNO |[oYESoNO | o YESoNO | o YESoNO

19. Administer O2 per nasal 2 to 4L/minutes if SPO2
<95 oYESoNO (oYESoNO | oYESoNO | o YESoNO

20. Give nitroglycerin IV (monitoring Blood pressure)

21. Morphine Sulfate 2-5 mg if pain not relieved by 0YESoNO | oYESoNO | oYESoNO | o YESoNO
nitroglycerin (watch hypotension and respiratory OYESoNO | 0 YESuNO | o YESoNO | o YES o NO
depression)

22. Maintain a quiet environment, Position patient in SOYESoNO | o YESoNO | o YESoNO | o YES o NO
comfort level, Ensure maintained bed rest

23. Instruct patient to report any further episodes of 0YESoNO |[oYESoNO | o YESoNO | o YES o NO
chest pain

24. Clear liquids until pain free

Mobilization 1. The instructor of patient movement is oYESoNO |[oYESoNO | cYESoNO | o YESoNO
recorded in the note:

Education 1. The education provided by nurses is oYESoNO |oYESoNO | o YESoNO | o YESoNO
recorded in the note

variance 1. The variance was recoded in every shift oYESoNO [ ocYESoNO | oYESaoNO | o YESoNO

*The chest pain management has to check up if the nurse wrote the patient has chest pain.





