Study Guide # 2

DIRECTIONS:  Translate the abbreviations below







Riverview Hospital







Wisconsin Rapids, WI 







PHYSICIAN’S ORDERS

	Date
	Doctor, Please Start New Section with Each Set of New Orders

	
	1. Admit to surgical floor

	
	2.  Dx – removal of G.B. (Diagnosis – removal of gall bladder)

	
	3.  BRP (Bathroom privileges)

	
	4.  NPO (Nothing by mouth)

	
	5.  BP + TPR q 4h (Blood pressure and temperature, pulse &
                            respiration every 4 hours)

	
	6.  SSE (Soap suds enema)


	
	7.  ROM tid (Range of motion three times a  day)

	
	8.  Pilocarpine 1% 1gtt OD qid (Pilocarpine 1%, one drop right eye
                                                four times a day)

	
	9.  Δ RUQ drsg qhs (Change right upper quadrant dressing every
                                night at bedtime)

	
	10.  Demerol 7.5mg IM q3h prn (Demerol 7.5 milligrams
                                                   intramuscularly every three hours
                                                   as needed)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	








Riverview Hospital







Wisconsin Rapids, WI







PHYSICIAN’S ORDERS

	Date
	Doctor, Please Start New Section with Each Set of New Orders

	
	1.  Admit to ICU (Admit to intensive care unit)

	
	2.  Dx – ASCVD; R/O MI (Diagnosis – ateriolscerlotic cardiovascular
                                         disease; rule out myocardial infarction)

	
	3.  TPR qid (Temperature, pulse and respirations 4 times a day)

	
	4.  BP qh x 4, then q4h (Blood pressure every hour for 4 times and then
                                      every 4 hours)

	
	5.  Up ad lib in  WC (Up as tolerated in wheelchair)

	
	6.  UA (Urinalysis)

	
	7.  Maalox 30 mL po ½ h pc (Maalox 30 milliliters by mouth ½ hour after
                                              meals)

	
	8.  DAT (Diet as tolerated)

	
	9.  H/P dictated (History and physical dictated)

	
	10.  IV – Dextrose (Intravenous – Dextrose)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Study Guide # 3

DIRECTIONS:  Convert this FOCUS charting into SOAP Charting

	
	                         Nurses Notes

                                                   Page: ______

	DATE
	TIME
	TOPIC
	NARRATIVE NOTES

	
	
	Pain
	D-Pt states incision hurts when he gets out of bed.  

	
	
	
	Pt moves slowly and is unable to stand up straight.

	
	
	
	A-Demerol 50mg given IM  L  dorsal gluteal.

	
	
	
	R-Ambulates length of hall  s  c/o pain; VS stable  c  

	
	
	
	activity -------------------------------------------------------------- K. Lee, RN

	
	
	
	

	
	                         Nurses Notes

	
	S – subjective

O – objective

A – assessment

P – plan
	I – intervention

E – evaluation

R – revision

Page: _____

	DATE
	TIME
	PROB.

NO.
	
	NURSING ORDERS

	1/6/05
	1000
	1
	S – “My incision hurts when I get out of bed”.
	

	
	
	
	O - Moves slowly and unable to stand up straight.
	

	
	
	
	A - Incisional pain
	

	
	
	
	P – Administer analgesic.
	

	
	
	
	I - Demerol 50mg given IM  L  dorsal gluteal.
	

	
	
	
	E - Able to ambulate length of hall  s  c/o pain; VS stable  c activity.------------------- K. Lee, RN
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Directions:  Convert this SOAP note into a narrative note

	
	                         Nurses Notes

	
	S – subjective

O – objective

A – assessment

P – plan
	I – intervention

E – evaluation

R – revision

Page: _____

	DATE
	TIME
	PROB.

NO.
	
	NURSING ORDERS

	
	
	1
	S – I keep trying to urinate, but I just can’t.
	

	
	
	
	O – Last voiding 10 hours ago.  Drinks
	

	
	
	
	approx. 250mL/4 hours.  Bladder
	

	
	
	
	distention ------------------------------------------------
	

	
	
	
	A – Urinary retention ---------------------------------
	

	
	
	
	P – Contact MD regarding order for
	

	
	
	
	catheterization. -----------------------------------------
	

	
	
	
	I – Dr. Smith contacted; orders received for
	

	
	
	
	straight cath and U/A ---------------------------------
	

	
	
	
	E – Straight cath returned 950mL clear
	

	
	
	
	yellow urine. U/A collected and sent to lab. 
	

	
	
	
	----------------------------------------------- KLee RN
	


	Nurses Notes

                                                   Page: ______

	DATE
	TIME
	NARRATIVE NOTES

	1/10/05
	0930
	States “unable to urinate”. Last voided 50 mL 2330. Intake 250 mL/4 

	
	
	hours. Bladder distended on palpation. Bladder scan showed 900 mL. Dr. Smith

	
	
	contacted. Order for straight cath and U/A obtained. Straight cath returned

	
	
	950mL clear, yellow urine. U/A collected and sent to lab. --------------K. Lee, RN

	
	
	

	
	
	


Directions:  On next page, convert this wordy narrative note into a concise narrative note.

	
	                         Nurses Notes

	
	S – subjective

O – objective

A – assessment

P – plan
	I – intervention

E – evaluation

R – revision

Page: _____

	DATE
	TIME
	PROB.

NO.
	
	NURSING ORDERS

	
	
	
	The patient was sitting in the wheel chair when
	

	
	
	
	I entered the room.  The urinal was on the
	

	
	
	
	 table next to him and he had urinated
	

	
	
	
	250 millimeters into it.  I walked him back to
	

	
	
	
	bed, so I could change his bandage.  There
	

	
	
	
	was blood mixed with serum on the dressing.
	

	
	
	
	After the dressing change, he sat on a
	

	
	
	
	bedpan to have a bowel movement.  The
	

	
	
	
	stool was black and sticky.  His skin was
	

	
	
	
	colder than mine, also his skin was less pink
	

	
	
	
	than mine.  I gave him a bath from head to 
	

	
	
	
	toe at the bedside.  I used water that was
	

	
	
	
	110° and made the washcloth into a mitt.  I
	

	
	
	
	also brushed his teeth and rubbed his back.  I 
	

	
	
	
	let the patient wash his own private parts.  
	

	
	
	
	Before I left the room, I ensured the patient
	

	
	
	
	was safe by putting up his side rails and 
	

	
	
	
	attaching his call light to his pillow.
	

	
	
	
	-----------------------------------------------K. Lee, RN
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Nurses Notes

	DATE
	TIME
	

	2/25/05
	1300
	Up in WC. Ambulated from WC to bed with assist of one. 

	
	
	Output 250 mL clear, amber urine. One BM of moderate amount of black, 

	
	
	tarry stool. Skin pale and cool to touch. Drsg changed with 2 cm sero-sang 

	
	
	drainage. Oral care and personal care provided. Able to perform own 

	
	
	pericare. Instructed in use of call light. Side rails elevated. ----------K. Lee, RN

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


