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	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org
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	Corinne Savignac, R.N., BScN, 
Nurse Clinician General Internal Medicine
705-523-7100
Extension 3315
Health Sciences North | Horizon Santé-Nord
41 Ramsey Lake Road 
Sudbury, Ontario P3E 5J1 
 E-mail: csavignac@hsnsudbury.ca
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	Here is the exert from our standards of care when it comes to ongoing assessments on our acute medical units. 
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	Tasha Wells 
Clinical Nurse Educator
Medicine and Rehabilitation Services
Liason Educator for Hemodialysis,  Women and Children’s Health and Inpatient Mental Health Unit
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	I’ve attached the vital signs policy at CCH.  The minimal requirements for inpatient medicine would be q12 hrs unless there has been a procedure, treatment or recent transfer from CCU etc.  that warrants more frequently.

	


	Selina Fleming MN, BScN, RN 
HPHA Educator
Huron Perth Healthcare Alliance
Phone: 519.272.8210 x2325
Clinton Public Hospital - St. Marys Memorial Hospital - Seaforth Community Hospital - Stratford General Hospital


	We have some admission order sets for patients being admitted to Medicine (i.e; COPD/CHF and Pneumonia). The vital sign frequency on each of those order sets are the same-I’ve included it below. If MDs are writing their own orders, it is a little more physician dependent as far as how frequently VS are ordered. 
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	Shona Kroeker RN, BScN, PME
Clinical Educator for -  Mental Health, Complex Care, Palliative, Rehabilitation, Stroke, & Willett Site
District Stroke Educator
Brant Community Healthcare System
200 Terrace Hill Street
Brantford On, N3R 1G9
(519) 751- 5544 ext 2702
shona.kroeker@bchsys.org 


	I have attached our standards of patient care which speaks to this for each of our departments
	


	Kelly Verhoeve RN BScN
Manager Professional Development
Professional Practice Facilitator & Accreditation Coordinator
Woodstock Hospital

	I have attached our assessment and documentation standards along with vital signs per protocol policy

	



	Sue Bow

Critical Care Educator
Pembroke Regional Hospital
613-732-2811 Ext 6644


	Currently it is q shift on our medical units unless physician orders other wise or a patients medications require further assessment ( ie BP meds, beta blockers, etc)
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Nursing Standards of Care, Acute Medicine


Disclaimer: the information contained in this document is for educational purposes only. Any 
PRINTED version of this document is only accurate up to the date of printing. Always refer to the 
Policies and Procedures Intranet site for the most current versions of documents in effect.


STANDARD OF 
CARE


Manual:
Department


Section: Medicine
Program


Code No.: ME
R001 Old Code No.: 


Title: Routine Nursing Standards of Care, Acute Medicine Original Effective Date: Mar
14, 2017


Review/Revised
Effective Date: 


Next Review Date: Apr 01, 
2020


Cross Index: Authoring Committee/Program/Dept:
Educator, Medicine Approved By: AMC


Expected Outcome(s):


Patients will be assessed and interventions implemented as outlined below or more 
frequently if needed based on nursing clinical judgment.


Responsibility:


Nurses


Action:


General Guidelines:


The assigned nurse will ensure that any significant changes in the patient's condition are 
reported to the Most Responsible Physician (MRP). 
Prior to change of shift, the nurse will ensure the Kardex is completed and accurate for 
each of their assigned patients. 
The documentation methodology used at Southlake Regional Health Centre is Charting by 
Exception (CBE). Please refer to Southlake Policy: Clinical Documentation. All
assessments and interventions will be documented, including when MRP is notified.
Q 24h quality control tests will be completed daily on glucose meters on night shifts. 
Please refer to the Southlake Procedure: Accu-Chek Inform II Glucose Quality Control 
Testing.
Chart checks are to be completed prior to the end of every shift (12 hr check) and on 
nights for the previous 24 hours (24 hr check). Please refer to the Southlake Policy: 
Orders for Patient Care - Verification of Orders and Southlake Procedure: Orders for 
Patient Care - Transcribing Orders.
Patients are rounded on hourly on all shifts - consider 4P - pain, potty, position,
possessions. 
Communicate with patients using AIDET principles. 
Patient whiteboard updated on each shift. 


Emergency Equipment


Code blue "crash" cart: Cart is checked daily on nights, according to the Unit, and includes the 
following:
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Ensure defibrillator is plugged in 
Conduct the defibrillator "test" 
Presence of pacing cable and ECG cable 
Defibrillator pads ("orange" pads)
Defibrillator electrodes ("pacer" pads)
Presence and functioning of portable suction
Oxygen tank (at least half full) and tubing
Cart is securely locked and lock number is recorded  


Once per week, according to the Unit, the cart will be opened, contents checked, relocked and 
the lock number recorded. Daily and weekly checks are to be recorded, according to the Unit. 
Please refer to Code Cart Checklists.


Patient Care Room: will be set-up with following emergency equipment:


Suction containers/tubing/regulator/yankauer
O2 regulator 
Patients with a tracheostomy: 


Same size and one size smaller trach 
Replacement inner cannulas, if applicable 
Suction set up with yankauer and suction catheter 
Normal saline bottle - dated and less than 24 hours old 
For a trach stoma that is less than 7 days old, trach spreaders must be 
immediately available


Acudose:  Narcotic discrepancies must be resolved at the end of each shift prior to staff leaving 
the Unit.  Narcotic Counts need to be completed once a week according to Unit. Please refer to
the Narcotic, Controlled Drug and Targeted Substance (NCT Drug) - Count
Discrepancies procedure.


Admission: The following items will be completed on all patients within 30 minutes of
admission:


Vital signs 
Assessment of main complaint 
Confirmation of Infection Control Precautions 
Infection control specimens obtained (i.e. MRSA/VRE/ESBL swabs)
Confirmation that Violence Aggression Assessment Checklist (VAAC) has been completed


The following items will be completed on all patients within two (2) hours of admission:


Head to toe assessment
Patient Voice 
Patient Safety Conversation 
Nursing history including allergies 
Braden Scale 
Falls Risk
CAM (for all patients over age 65 or at nurses discretion)  
Completion of Kardex 
Valuables sheet completed and signed by patient, if applicable


The following items will be completed on all patients within 24 hours of admission:


Completion of home medication list- Best Possible Medication History (BPMH) 
Height and weight – documented in the computer and on the Kardex
Smoking Cessation assessment, if applicable
Venous Thromboembolism (VTE) Assessment and Prophylaxis - assess patient's risk of 
VTE and need for prophylaxis (or no prophylaxis). Refer to the VTE standard of care  


Please refer to the Admission of the Patient standard of care for any additional requirements.


Physical Assessment: 
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Nurses will complete a head to toe assessment on each of their patients on admission, q 
shift and PRN or as ordered by MRP. 
A head to toe assessment includes assessment of pain, vital signs and the following 
systems: neurological, respiratory, cardiovascular, Head/EENT, gastrointestinal, 
genitourinary, musculoskeletal, integumentary, and psychosocial. 
Any significant findings will be reassessed at the nurses’ discretion, at least once per shift 
and more frequently as needed. 
The nurse will reassess the patient after any intervention is performed to determine the 
response to the intervention. Examples include reassessment after administering PRN
medications, inserting NG tubes etc.


Vital Signs:


Vital signs including HR, BP, RR, SpO2, temperature and pain are assessed on admission 
(note: pain must be charted in detail by CBE criteria). 
Following admission, vital signs will then be assessed q4h for 48 hours and then once per 
shift, PRN (i.e. following an intervention), as ordered by the physician, or as per relevant 
Standard of Care (SOC) (i.e. Blood Administration).
Frequency of obtaining vital signs will be increased with changes in clinical presentation
and/or signs of hemodynamic instability.


Intake & Output:


Assess urinary output q shift and PRN for patients voiding independently. 
Monitor intake and output q shift and PRN on indicated/appropriate patients. Examples 
include patients who are:


receiving IV therapy 
receiving parenteral nutrition 
vomiting, having diarrhea or having gastrointestinal drainage
receiving diuretic therapy or are on restricted fluids 


The MRP will be informed if urine output is less than 240 mL in eight (8) hours or less than 360 
mL in 12 hours.


Document all forms of intake (e.g. oral, parenteral, feeding tube) and output (e.g. urine, 
stool, emesis, gastric suction, surgical tube drainage, ostomy output).


Pain: Pain CBE criteria for Within Defined Parameter (WDP) includes: 


Patient indicates verbally and/or non-verbally that pain is absent.


Please refer to the Pain Management - Assessment standard of care.


Neurological: Neurological CBE criteria for WDP includes:


Alert and oriented X 3. Behaviour and verbalization appropriate to situation.


The Confusion Assessment Method (CAM) is completed on admission and PRN on 
patients 65 years of age and older. The CAM may be used on patients under the age of 65 
if delirium is suspected. 
Please refer to Southlake SOC: Delirium Prevention, Identification and Intervention.
Implement delirium prevention universal interventions, educate patient and family.
For patients who are CAM positive, initiate Delirium Management Individualized
Interventions.


Restraints:


A restraint order should be obtained in advance which will include reason restraint
required, type of restraint required and approximate time of restraint use.
Assessment and consideration of previous experience of restraint including abuse/trauma.
Ensuring adequate numbers of trained staff are available during the initiation of restraint.
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For patients admitted under the Mental Health Act (MHA): Consent for restraint is 
not required for patients admitted under forms 1,3, or 4 of the MHA. Refer to Southlake 
SOC: Restraint(s) - Use of for Patients Admitted Under the Mental Health Act (MHA).  
For patients NOT admitted under the Mental Health Act: Obtain consent from 
patient, substitute decision maker or independent assessor in non-emergency situation. 
Refer to Southlake SOC: Restraint(s) - Use of for Patients Not Admitted Under the Mental 
Health Act.


Mechanical Restraints (includes Pinel Restraint system and Gerichair):


1. Head of the bed must be elevated by 30 degrees if supine (patients must not be prone).
2. Patients in 4 and 5 point limb restraints require 1:1 nursing care. 
3. Assess for level of agitation, circulation and skin integrity q 15 mins x 1 hour, then hourly 


if patient remains settled. 
4. Re-positioning with the release of restraints, and range of motion and skin care of each 


limb, with only one limb unsecured at a time, will be performed every 1 hour while awake. 
5. Patient will be ambulated for at least 15 minutes every 8 hours, unless the 


interprofessional team believes and documents it cannot be safely accomplished or the 
patient is unable.  


6. Oral fluids will be offered on request and at least every 2 hours while awake, based on 
patient condition, mouth care prn. 


7. Documentation must include the assessment of the patient, interventions to eliminate the 
need for restraints, discussions with the patient or substitute decision maker and the 
results of ongoing evaluation and revisions to the care plan.


Chemical Restraints:


Patients receiving a chemical restraint will be observed for mental status, effect of 
medication and/or adverse effects of medication after each dose 
Obtain baseline vital signs if able then q15 minutes for the first hour following
administration, then q hourly x 2 hours and PRN, as deemed necessary 


Respiratory: Respiratory CBE criteria for WDP includes:


Respirations regular and unlaboured. Breath sounds clear and audible in all 
lobes. Chest movement symmetrical. Sputum absent or clear.


Respiratory/chest assessment on admission, q shift and PRN if any change in clinical 
presentation.


Assess need for oxygen application and titrate based on patient situation


COPD and other patients ordered "inhalers"


Patient's puffer technique will be observed once per shift during medication times, if 
applicable 
Patient teaching will focus on correct puffer technique and breathing techniques (i.e. 
pursed-lip breathing)  
Nicotine Replacement Therapy will be offered, if applicable 
Documentation will include puffer teaching and breathing techniques


Chest Tubes


Refer to the Southlake SOC: Chest Tubes - Care Of
Assessment of the patient’s respiratory status and functioning of the chest tube including 
the presence of air leaks, status of the dressing and the amount and character of drainage 
is assessed at least hourly for the first 12 hours post-insertion 
After the first 12 hours post-insertion, the above is assessed q1-4h while the chest tube is
in place or as ordered by the MRP
Documentation includes: respiratory status, presence of air leaks, amount and character 
of drainage, status of dressing, amount of suction, if applicable 
The MRP is informed immediately if a new air leak is present or if there is an increase or 
change in drainage 
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Tracheostomies


Refer to the Southlake SOC: Tracheostomy Care
Assessment of patient's tracheostomy site, respiratory status and need for suctioning
Routine trach care is performed q shift and PRN if any change in clinical presentation or as
ordered by MRP 
Normal Saline is discarded 24 hours after opening. Mark bottle with date and time opened 
Documentation includes appearance of site, trach size, type and cuff status, presence and
character of secretions, and suctioning, if applicable 


Required at bedside for patients with Trachs:


Same size and one size smaller trach 
Replacement inner cannulas, if applicable 
Suction set up with yankauer and suction catheter 
Normal saline bottle - dated and less than 24 hours old
For a trach stoma that is less than 7 days old, trach spreaders must be immediately
available


CPAP/BIPAP


Refer to the Southlake SOC: Non-invasive Positive Airway Pressure
All CPAP are High risk Respiratory procedures. Appropriate PPE must be used 
Inform RT of patients on home CPAP 
Inform Biomed of patients who are using their own equipment
Ensure plugged into a red emergency power outlet 


Cardiovascular: Cardiovascular CBE criteria for WDP includes: 


Skin warm, dry and pink. Pulse regular. No peripheral edema. No calf
tenderness.


Record blood pressure on each arm on admission, and PRN 
Document arm with higher pressure


Head/EENT: Head/EENT CBE criteria for WDP includes:


No obvious drainage, redness, swelling, edema or mechanical or sensory
deficits.


Gastrointestinal: Gastrointestinal CBE criteria for WDP includes: 


Tolerating prescribed diet. Nausea and vomiting absent. Abdomen soft and non-
distended. Bowel sounds present in all four quadrants. Bowel Movements 
(BMs) within patient’s normal pattern.


Assess last BM q shift and document in Electronic Medical Record (EMR) and on Kardex 
Assess need for Bowel Routine orders for patients who have not had a BM in 48 hours 
For patients with diarrhea, fecal containment products to be used with bedpans and 
commodes 


OG/NG/Kaofeed


Refer to the Southlake SOC: Feeding Tube - Care of Enteral
The HOB is kept at 30° to 40° during feeds and for one hour post feed. Feeds are placed 
on hold while HOB is less than 30°
Residuals are measured q6h. If greater than 200mL, hold feeds (give entire residual back 
to patient if less than 200mL.) Refer to Southlake Procedure: Feeding Tube - Aspirating 
Gastric Residuals


Genitourinary: Renal/Urinary CBE criteria for WDP includes:
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Urine clear, yellow or amber. No foul odour. Frequency within patient’s normal
pattern. No indicators of urinary output problems.


Assess urinary output q shift and PRN for patients voiding independently 
The MRP will be informed if urine output is less than 240 mL in eight (8) hours or less 
than 360 mL in 12 hours


Urinary Catheter


Refer to Southlake SOC: Catheter - Care of Urinary Catheter in Adults
Urine output assessed if indwelling catheter in situ q4hr and PRN, or as per MRP order 
Determine if urinary catheter was present on admission and assess suitability for 
discontinuing q shift
Catheter care q shift and PRN


Reproductive: Reproductive CBE criteria for WDP includes: 


 No evidence of edema, discharge, bleeding or discolouration.


Integumentary: CBE criteria for WDP includes:


Skin dry and intact. No evidence of redness, rash, bruising, pressure ulcers or 
other skin compromise. Mucous membranes moist. 


Refer to Southlake SOC:  Skin - Assessment and Prevention of Skin Breakdown
Braden scale is assessed within 2 hours of admission, daily and PRN. Appropriate 
interventions are initiated to prevent skin breakdown. 
Patients who are at risk for skin breakdown will be repositioned q2h and PRN, in addition 
to all other outlined interventions 


Wound Care:


Wound care orders and dressing change due dates to be recorded and updated on Kardex  
For patients requiring dressing changes, please refer to Southlake SOC: Skin -
Management of Skin Breakdown
For patients with skin breakdown, refer to Southlake SOC: Skin - Management of Skin
Breakdown
Documentation includes: classification/type of skin tear (Payne-Martin). For deep tissue 
injury and breakdown of skin integrity include: location, size (length, width, depth), 
wound bed appearance and condition, peri-wound skin colour and condition


Psychosocial: Psychosocial CBE criteria for WDP includes: 


No verbal and /or non-verbal emotional distress expressed by patient and/or 
others.


Intravenous:


Refer to Southlake SOC: Intravenous Therapy
IV solution bags are changed at least every 24 hours 
IV tubing is changed every 96 hours and when a new site is cannulated 
TPN tubing is changed every 24 hours 
Lipids tubing is changed every 24 hours 
IV site changes every 96 hours 
Blood tubing per:  Blood Transfusion and/or Blood Products - Intravenous - Care of the
Patient
Please see Medication Use Manual for  medication-specific tubing change instructions  
MRP will be informed of hematomas or abnormalities related to bleeding 
All IV lines and IV bags will be labeled with date and time hung 
IV site and tubing changes are documented in the EMR and on the Kardex 
Antecubital IV sites will be changed within 24 hours of insertion
TPN - refer to Southlake Policy and Procedure: Parenteral Nutrition for Adults
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For CVAD (including PICC), the following also applies:


Dressing and securement device (where applicable) are changed q6 days and more 
frequently if the dressing is not clean, dry and intact 
For dressing changes, refer to Southlake procedure: Dressings (Central Venous Access
Device) - Adult
Insertion date, type and length of catheter, location and dressing change due date will be 
documented in the EMR and on the kardex


Educational/Interprofessional Needs: 


The educational needs of patients are assessed on admission, q shift and PRN if any 
change in clinical presentation. Education is provided to patients and families as needed. 
Assessment of need for interprofessional services (e.g. RT, OT/PT, SW, SLP, Dietitian etc) 
will be done on admission, q shift and PRN if any change in clinical presentation. Use 
Medical Directives to consult to interprofessional service as applicable.


Activity/ADL’s, Falls and Safety


Patients are rounded hourly on all shifts - consider 4P - pain, potty, position, possessions. 
The nurse will assist with personal care daily and PRN as required including assistance 
with hygiene, oral care, and feeding. 
The nurse will encourage patients to sit in their chair for meals if applicable and assist 
with transfer to the chair until patients are transferring independently. 
The nurse will assist patient to ambulate a minimum of once per shift (if applicable) until 
patients are ambulating independently. Encourage patients who are ambulating 
independently to progress ambulation frequency as tolerated. 
Optimize the patient ability and self-care. Initiate interprofessional team assessment if 
necessary (PT, OT, PFN, SW, Neuro team, SLP). Please refer to Fall Risk Reduction 
strategy.
Following admission, fall assessment done, q shift and with changes in patient status.
Use fall risk identifiers for patients with history of fall, inadequate mobility or at the nurse 
discretion. Initiate individualized interventions. 
Implement universal interventions for all patients. 
Safety teaching information provided and explained to the patient on admission. 
Safety teaching done on admission, q shift and PRN with patient and family. 
Patient’s safety will be ensured in all aspects of patients care, during hourly rounds, on 
transfer and for discharge planning.


Discharge:


Prior to patient discharge, teaching is provided to the patient and/or family. Include 
patient specific discharge instructions; new and continuing medications; follow up 
appointment etc. 
Discharge form completed, reviewed and signed by patient. 
Review valuables sheet and have patient and/or family sign.


Special Considerations:


Acute deterioration in patient status:


Severe deterioration in the patient's condition requires rapid assessment
Critical Care Outreach Team can be accessed for support


References:


Perry, A. & Potter, P. (2014). Admitting, Transfer and Discharge. Clinical Nursing Skills &
techniques (15-16), 8th Edition. Missouri: Mosby Inc 
Perry, A. & Potter, P. (2010). Clinical Nursing Skills & Techniques, 7th Edition. Missouri:
Mosby Inc. 
Perry, A. & Potter, P. (2010). Vital Signs. Clinical Nursing Skills & techniques (65), 7th


Edition. Missouri: Mosby Inc.   
Routine Nursing Standards of Care - Cardiology
Routine Nursing Standards of Care - Cardiovascular Surgery (CVS)
Schulman, C. S. & Staul, L. (2010). Standards of Frequency for Management and 
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Documentation of Vital Signs and Physical Assessments. Critical Care Nurse, 30. Retrieved 
from http://ccn.aacnjournals.org/content/30/3/74.full


Copyright ©1997 - 2018 Southlake Regional Health Centre
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Vital Signs

Assessment includes measurement of temperature, pulse,
respiratory rate, blood pressure, pain assessment and oxygen
saturation BID as per unit routine (1000 and 2200).

If vital signs are ordered QID, they are to be done at 0600-1200-
1800-2200.

For patients with a PICC line or unilateral mastectomies, obtain
blood pressure on opposite arm.

For superior vena-cava syndrome or bilateral mastectomies, obtain
blood pressure via leg.

For nephrology patients, obtain blood pressures both lying and
standing on the non-accessed arm
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Last Reviewed Date: none
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A printed copy of this document may not reflect the current, electronic version on Cornwall 
Community Hospital’s Intranet.  Any copies of this document appearing in paper form 
should ALWAYS be checked against the electronic version prior to use.


CCH POLICY NUMBER:  PC 05-v-060 1 of 2


Policies and Procedures


SECTION: PATIENT CARE POLICY NUMBER: PC 5-v-060
SUB-
SECTION:


Practice EFFECTIVE DATE: 2016-09-06


SUBJECT: Vital Signs LAST REVISION 
DATE:


2018-10-16


PURPOSE  


This policy outlines the minimum frequency of vital signs assessment required for all admitted patients. 
The patient’s condition and the knowledge, skill and clinical judgement of the care provider determine the 
necessity and appropriateness of increasing the frequency of assessment needed to provide safe care.


DEFINITIONS


Adult admitted patient: A patient 18 years or older who is admitted to the hospital or a patient under 18 
years whose weight is greater than or equal to 50 kg.


Pediatric admitted patient: A patient under the age of 18 years who is admitted to the hospital


Neuro vitals: A neurological assessment that includes vital signs, Glasgow Coma Scale (GCS), pupils 
assessment, and neuromuscular/extremities assessment. 


POLICY


1. Vital sign monitoring for an adult admitted patient will include temperature, blood pressure, 
pulse, respirations and pulse oximetry. 


2. Vital sign monitoring for a pediatric admitted patient will include temperature, pulse, respirations 
and pulse oximetry. Blood pressure will be included if ordered or if indicated by the patient’s 
clinical condition or treatment.


3. Temperature will normally be measured by the temporal route for adults and the axillary or 
temporal route for pediatrics. 


4. Vital signs will be assessed and documented at a minimum:
 Upon arrival to the unit
 Every 12 hours unless otherwise specified
 Every 30 min x 2, then every 1 hour x 4, then every 4 hours for the first 24 hours 


following a surgical procedure
 Every 4 hours for the first 24 hours following the transfer order from CCU
 Every 1 hour in CCU for the critically ill (e.g. ventilated, post extubation x 24 hours, 


FiO2 > 50%, tracheostomy patients with trach hood, Bipap, high-flow oxygen therapy 
with nasal cannula, and/or receiving acute drug therapy).


 Otherwise, every 2 hours in CCU 
 Every 24 hours on Rehab and Psychiatry
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5. Vital sign monitoring will be done more frequently when the patient’s clinical condition or 
treatment (e.g. narcotic administration) warrant it or when ordered by physician.


6. Neuro vitals will be assessed when ordered, or as indicated by the patient’s condition and the 
clinical judgement of the care provider.


PROCEDURE


The Nurse Will:


1. Assess vital signs in accordance with this policy, including increasing the frequency of 
assessments when the patient’s condition or treatment warrants it.


2. Document vital signs at the time of assessment.
3. Notify the MRP when the patient’s vital signs fall outside what is considered normal for that 


patient.


APPENDICES:
REFERENCE 
DOCUMENTS:


Canadian Agency for Drugs and Technologies in Health. Monitoring of 
vital signs in adult patients: Clinical evidence and guidelines, Jan. 6, 
2011
D Leduc, S Woods. Position Statement: Temperature Measurement in 
Pediatrics, Canadian Pediatric Society, Oct. 15, 2015


REPEALED POLICIES:
APPROVAL PROCESS: Interprofessional Practice Council: 2018-10-16
APPROVAL 
SIGNATURE:


Heather Arthur
Vice President Patient Services 
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Title: Standards of Patient Care 


Document #: 5107 Issuing Authority:  


Date Issued: 5/12/2020 Revision Date: 2/21/2022 Version: 2.0 (Current) 


 
 


DISCLAIMER: This is a CONTROLLED document.  The most current version is in 


electronic format on the BCHS intranet site.   Any documents appearing in paper form 


are NOT controlled. 
 


PURPOSE:  
The purpose of the Standards of Patient Care is to incorporate evidence based practice 
and define excellence in nursing care at the Brant Community Healthcare System 
(BCHS). Each Nurse establishes and maintains respectful, collaborative, therapeutic and 
professional relationships. All Nurses must continue to use clinical judgment, knowledge 
and critical thinking to ensure patient needs are met and optimal care is provided (CNO, 
2014). 
 
These Standards of Patient Care are required of Personal Support Workers (PSW) 
according to the PSW scope of practice as defined by BCHS (see Appendix A: Personal 
Support Worker: Expectations and Limitations). 
 
This policy applies to all inpatients, surgical outpatients, emergency department, and 
urgent care patients within the BCHS. 
 
POLICY STATEMENT: 
The Standards of Patient Care define the minimum expectations that all patients at the 
BCHS can expect to receive from nursing staff. In addition to the corporate service 
standards outlined in this policy, each clinical area has additional Standards specific to 
the needs of the patients in these areas. Nurses will provide the Standard of Patient 
Care reflective of BCHS values to every patient, every shift. Documentation and 
communication is required if nursing staff are unable to meet any aspect of the 
standards of care. 
 
DEFINITION (S): 
 
Nurse – A Registered Nurse (RN) or Registered Practical Nurse (RPN) 
Shift – A health care professional’s scheduled hours of work on a unit 
 
PROCEDURE: 
1. Nurses practice in accordance with the College of Nurses of Ontario (CNO) 


Standards of Practice, and the policies and procedures of the BCHS. These include, 
but are not limited to scope of practice, medication, consent, confidentiality, 
documentation, ethics and professional standards. 


 Nurses must practice within one’s competencies related to knowledge, skill, 
and judgement to deliver care to assigned patients. 


 Nurses are accountable for their own actions. 


 Nurses will seek guidance where appropriate and will work in collaboration 
with other health care providers to deliver optimal care to patients 
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2. Patient and family involvement is supported and encouraged for the development of 
a comprehensive care plan and discharge arrangements throughout the hospital 
experience. The patient defines family and family includes any person identified by 
the patient (or substitute decision maker) as important in their life. Nurses optimize 
communication with the patient and family by providing on-going support as 
appropriate during the hospital stay. 
 


3. Every Nurse is responsible to ensure information is exchanged at every point of 
transfer of care. This includes patient transfers within BCHS, discharge to another 
facility or site, shift reports, and when care is being transferred to another provider. 
 


4. The Nurse shares accountability with pharmacy to ensure the best possible 
medication history (BPMH) is obtained from every patient (or substitute decision 
maker) as outlined in Policy – Medication Reconciliation Admission. 
 


5. The Nurse will identify the need for infection prevention and control precautions and 
will practice in accordance with BCHS Infection Control Manual to reduce potential 
exposure to bodily fluids and the spread of infection. 


 Personal Protective Equipment (PPE) will be worn in accordance with BCHS 
Policy – Donning and Doffing of PPE 


 
6. Rounding on patients occurs every hour or more frequently as the patient’s condition 


warrants. This includes a “critical look” of the patient (airway, breathing, and 
circulation) and responding to any emotional/physical needs. Hourly rounding is 
accomplished by observing and/or interacting with the patient while assessing safety 
needs and interventions that are in place. 
 


7. The Nurse will monitor the patient by completing assessments and appropriately 
responding to significant findings. The Nurse will document all significant findings in 
the health record and communicate these significant findings to the appropriate 
health care professional. 
 


8. Nursing staff will follow professional and BCHS documentation standards (Policy 
Documentation – Interdisciplinary Documentation Overview) when recording all 
assessments, treatments, medications and evaluations of outcomes including the 
patient/family response. 
 


9. The nurse will complete assessments of peripheral venous access device(s) (PVAD) 
and/or central venous access device(s) (CVAD) every hour for tenderness, 
discolouration, inflammation or infiltration. 
 







 


Page 2 of 24 


Title: Standards of Patient Care 


Document #: 5107 Issuing Authority:  


Date Issued: 5/12/2020 Revision Date: 2/21/2022 Version: 2.0 (Current) 


 


 


DISCLAIMER: This is a CONTROLLED document.  The most current version is in 


electronic format on the BCHS intranet site.   Any documents appearing in paper form 


are NOT controlled. 
 


10. The Nurse will monitor intake and output at a minimum of every shift and more 
frequently as required by patient’s condition. 


 
11. Patient (and family or substitute decision maker) education and discharge 


instructions are provided according to the patient and family needs, considering 
readiness and capacity. Nurses will evaluate and document the effectiveness of 
education provided, accommodating teaching methods and adjusting the learning 
plan as required. 
 


12. If patient is unable to perform activities of daily living independently, the patient will 
receive: 


 Assistance with oral hygiene at least every 8 hours; 


 Assistance with personal hygiene at least every 24 hours (Complex Care 
units will offer showers and/or bath at a minimum of once a week); 


 Assistance with meals, including but not limited to hand hygiene and set up; 


 Assistance with ambulation according to patient needs; 


 The opportunity for toileting every 2 hours; 


 Skin care and, if required, turning and repositioning, every 2 hours. 
 


13. All patients will have vital signs assessed on admission and then according to unit 
specific Standards and/or Physician/Nurse Practitioner orders. Vital signs include 
temperature (T), heart rate (HR), respiratory rate (RR), blood pressure (BP), and 
oxygen saturation (SpO2). 
 


14. All patients will be assessed for pain as part of Hourly Rounding and formally at a 
minimum of every shift, utilizing the appropriate pain scale. Documentation will 
include the assessment, intervention and outcome; refer to BCHS Policy 
Documentation – Interdisciplinary Documentation Overview. 
 


15. Actual measured height and weight will be obtained on admission. If unable to obtain 
an actual height and weight, documentation should reflect why these values were 
unable to be obtained. 
 


16. The Nurse will complete a bedside safety check (refer to BCHS Policy – Transfer of 
Accountability – SBAR). Bedside safety check must be in the presence of the 
registered staff assuming care and the registered staff transferring care and include 
the patient and or family members.  


 
17. Falls assessments and documentation will be completed according to BCHS Policy – 


Best Practice – Falls and Fall Injuries – Preventing. 
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18. Braden Scale will be completed according to BCHS Policy – Braden Scale, at time of 
admission for all patients with the exception of newborns and repeated as defined by 
the following risk score(s): 


 High Risk Score – every 24 hours; 


 Moderate Risk Score – every 72 hours; 


 At Risk – weekly. 
 


19. The Nurse will provide skin care and pressure ulcer prevention and management 
according to BCHS Policy – Skin and Wound Care Prevention and Management 
Program. This will include, at a minimum the assessment, planning, interventions, 
discharge, transfer of care, and documentation. 
 


20. The Nurse will initiate accurate and ongoing assessment of physical, psychosocial 
and spiritual needs of patients. 
 


21. In addition to the preceding Standards, the BCHS recognizes the unique needs and 
criteria for different clinical settings. The following minimum Standards of Patient 
Care will be provided to all patients in the specified practice settings. 


 
Unit Specific Standards of Care: 
 
Emergency Department (ED) and Willett Urgent Care (UC): 
The Standards for Emergency Nursing should be based on National Emergency Nurses 
Association’s (NENA) Core Competencies as well as standardized education programs 
such as; Basic Cardiac Life Support (BCLS), Advanced Cardiac Life Support (ACLS), 
Pediatric Advanced Life Support (PALS), Trauma Nursing Core Course (TNCC), 
Emergency Nursing Pediatric Course (ENPC), Canadian Triage and Acuity Scale 
(CTAS), and Geriatric Emergency Nursing Education (GENE). Emergency Department 
(ED) and Willett Urgent Care (UC) nurses are expected to adhere to the core 
competencies set out by NENA (2016). 
 
The triage nurse will reassess patients waiting in the main waiting room based on the 
following 5 point Canadian Triage and Acuity Scale (CTAS) guidelines for adult and 
pediatric patients: 


 CTAS Level 1 – Continuous Nursing Care. 


 CTAS Level 2 – Every 15 minutes. 


 CTAS Level 3 – Every 30 minutes 


 CTAS Level 4 – Every 60 minutes 


 CTAS Level 5 – Every 120 minutes 
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Assessment/Procedure  Directions  


Physical Assessment All patients will have a focused nursing 
assessment completed based on their 
presenting complaint. 
Once assessed by the Emergency 
Physician, the Nurse will perform ongoing 
patient assessments at a minimum of 
every 4 hours and more frequently as 
patient condition requires 


Vital Signs The triage Nurse will complete a full set of 
vital signs including a pain scale on every 
patient at triage. 
The Nurse will reassess patients based on 
the CTAS guidelines. 
Once assessed by the Emergency 
Physician, the Nurse will complete vital 
signs at a minimum of every 4 hours and 
more frequently as patient condition 
requires. 
Ongoing reassessment will be done 
regardless of location. 


Medical Directives All patients will be assessed to determine if 
they meet criteria for ED/UC medical 
directives. 


Electrocardiograms (ECG) A 12 and/or 15 lead ECG will be completed 
on all patients with suspected cardiac 
events and shown to an Emergency 
Physician immediately for further analysis. 


Transfers When an admitted patient is awaiting 
transfer from the Emergency Department 
to the inpatient unit, the Standards of Care 
specific to the receiving unit will be 
implemented by the Nurse. 


 
Critical Care Unit (CCU): 
The Standards for Critical Care Nursing in Ontario were developed to identify desirable 
and achievable critical care nursing competencies with the intent to standardize critical 
care nursing practice within the province of Ontario. The Standards for Critical Care 
Nursing in Ontario are based on the Standards of Nursing Practice of the College of 
Nurses of Ontario (CNO) and the Canadian Association of Critical Care Nurses 
(CACCN).  Critical care nurses are expected to adhere to the current 7 standards, 
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including criteria set out by CACCN. Canadian Association of Critical Care Nurses 
(2017) Standards for Critical Care Nursing Practice 5th Edition.  
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every 4 
hours and more frequently as patient 
condition requires. 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs at a 
minimum of every 4 hours and more 
frequently as patient condition requires 


Transfers When a patient is awaiting transfer from 
the CCU to another inpatient unit, the 
Standards of Care specific to the receiving 
unit will be implemented by the Nurse. 


 
Medicine/Telemetry: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every 12 
hours and more frequently as patient 
condition requires. 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs at a 
minimum: 


 Every 4 hours for the first 24 hours 


 Every 6 hours for the next 24 hours 


 Every 12 hours when stable 
Nurse will complete vital signs more 
frequently as patient condition requires. 
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Assessment/Procedure  Directions  


Alternate Level of Care (ALC) When an ALC has been designated for a 
patient, the Nurse will follow the 
Standards of Care for Alternate Level of 
Care (ALC), described in this policy. 


Transfers When a patient is awaiting transfer to 
another inpatient unit, the Standards of 
Care specific to the receiving unit will be 
implemented by the Nurse. 


 
Surgical Inpatient: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every 12 
hours and more frequently as patient 
condition requires 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs at a 
minimum: 


 Every 4 hours for the first 24 hours 


 Every 6 hours for the next 24 hours 


 Every 12 hours when stable 
Nurse will complete vital signs more 
frequently as patient condition requires. 


Epidural Nurse will monitor and provide care to 
patient according to BCHS Policy – 
Epidural & Spinal (Neuraxial) Analgesia 
And Anaesthesia – Top Up And/Or 
Continuous Infusion and Epidural 
Catheter Removal. 


Alternate Level of Care (ALC) When an ALC has been designated for a 
patient, the Nurse will follow the 
Standards of Care for Alternate Level of 
Care (ALC), described in this policy. 


Transfers When a patient is awaiting transfer to 
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Assessment/Procedure  Directions  


another inpatient unit, the Standards of 
Care specific to the receiving unit will be 
implemented by the Nurse. 


 
Family Birthing Centre (FBC): 
Antepartum: 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every shift 
and more frequently as patient condition 
requires. 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs at a 
minimum of every shift and more 
frequently as patient condition requires. 


Fetal Health Surveillance/Assessment Fetal health will be assessed every 12 
hours at a minimum and as required. 
Fetal health surveillance will be 
completed according to BCHS Policy  - 
Fetal Health Surveillance – Family 
Birthing Centre. 


 
Intrapartum: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will perform ongoing patient 
assessments at a minimum of every shift 
and more frequently as patient condition 
requires. 


Vital Signs Nurse will complete a full set of vital signs 
including a pain scale on every patient at 
time of admission to the unit. 
Nurse will complete vital signs (HR, RR, 
BP) at a minimum: 


 Every 4 hours in the latent phase; 
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Assessment/Procedure  Directions  


 Every 1 hour in the active phase; 


 Every 15 minutes x 4 during recovery 
phase, then every 30 minutes 


Nurse will obtain temperature at a 
minimum (or more frequently as patient 
condition requires): 


 Every 3-4 hours if membranes intact; 


 Every 2 hours if membranes rupture; 


 Every 1 hour if T greater than 37.5C 


Fetal Health Surveillance/Assessment Fetal health will be assessed every 12 
hours at a minimum and as required. 
Fetal health surveillance will be 
completed according to BCHS Policy – 
Fetal Health Surveillance – Family 
Birthing Centre. 


Epidural/Spinal Nurse will monitor and provide care to 
patient according to BCHS Policy– 
Epidural & Spinal (Neuraxial) Analgesia 
and Anaesthesia – Top Up and/or 
Continuous Infusion and Epidural 
Catheter Removal. 


 
Postpartum: 
 


Assessment/Procedure  Directions  


Vaginal Delivery 


 Vital Signs 


 Post-Partum Assessment 


Nurse will complete a full set of vital signs 
and post-partum assessment in 
accordance with BCHS Policy Post-
Partum Assessment and Routine Care: 


 At time of admission to the unit 


 At 4 hours post-partum 


 At 12 hours post-partum 


 Every 12 hours until discharge 


  


Caesarean Section Delivery 


 Vital Signs 


 Post-Partum Assessment 


Nurse will complete a full set of vital signs 
and post-partum assessment in 
accordance with BCHS Policy Post-
Partum Assessment and Routine Care: 


 At time of admission to the unit 
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Assessment/Procedure  Directions  


 At 4 hours post-partum 


 Every 4 hours for 24 hours 


 Every 12 hours until discharge 


  


Epidural/Spinal Nurse will monitor and provide care to 
patient according to BCHS Policy – 
Epidural & Spinal (Neuraxial) Analgesia 
and Anaesthesia – Top Up and/or 
Continuous Infusion and Epidural 
Catheter Removal. 


 
Newborn/Combined Care 
 


Assessment/Procedure  Directions  


Physical Assessment Apgar Scores will be completed at a 
minimum of one and five minutes of age. 
Nurse will complete a head to toe 
assessment within one hour of birth. 
Nurse will complete a head to toe 
assessment at time of admission to the 
unit. 
Nurse will perform ongoing assessments 
at a minimum of every 4 hours and more 
frequently as patient condition requires. 


Vital Signs Nurse will complete a full set of vital signs 
(T, HR, RR): 


 Within 30 minutes of birth 


 Every hour for first 4 hours of life 


 Every 12 hours and as required until 
time of discharge 


Measured Actual Weights & 
Measurements 


Birth weight, head circumference, chest 
circumference and length will be 
completed within first hour of life. 
Measured actual weights will be 
completed daily. 


Security All newborns will have an active security 
band placed on either ankle. 
All newborns will have two armbands (1 
on wrist and 1 on ankle) that matches 
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Assessment/Procedure  Directions  


maternal armband. 


Skin to Skin Opportunity for skin to skin will be sought 
for all newborns immediately at birth for 
up to one hour (or longer at request of 
mother) uninterrupted. 


 
Special Care Nursery (SCN): 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete newborn 
assessment: 


 Every 30-60 minutes until stable; 


 Every 3 hours when stable and more 
frequently as condition requires 


Vital Signs Nurse will complete a full set of vital signs 
(T, HR, RR, BP): 


 Every 30-60 minutes until stable; 


 Every 3 hours when stable (BP as 
ordered) and more frequently as 
condition requires 


Measured Actual Weights & 
Measurements 


Measured actual weights will be 
completed daily. 


Intravenous 
(Neonate with IV infusing) 


Nurse will complete assessment at a 
minimum of every hour. 
A Buretrol will be used for all patients up 
to the age of 12 years of age as per 
BCHS Policy - Intravenous Therapy – 
Neonatal Paediatric Nursing. 


Security All newborns will have two armbands (1 
on wrist and 1 on ankle) that matches 
maternal armband. 


 
 
Paediatrics: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
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Assessment/Procedure  Directions  


assessments at a minimum of every 4 
hours or more frequently as patient 
condition requires. 


Vital Signs Nurse will complete vital signs (T, HR, 
RR, BP) at time of admission to unit. 


 T, HR, RR will be completed at a 
minimum of every 4 hours. 


 BP will be completed at a minimum of 
every 12 hours.  


Measured Actual Weights Measured actual weights will be 
completed daily for patients less than 1 
year of age. 


Intravenous Nurse will complete assessment at a 
minimum of every hour. 
All infusions will be run on pumps. 
A Buretrol will be used for all patients up 
to the age of 12 years of age as per 
BCHS Policy - Intravenous Therapy – 
Neonatal Paediatric Nursing. 


 
Mental Health: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments as patient condition requires. 


Vital Signs Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments as patient condition requires. 


Mental Health Act – Form 1 Nurse will complete assessment/rounding 
every 30 minutes or more frequently as 
patient condition requires. 


Mental Health Act – Rights All patients will be informed of their rights 
under the Mental Health Act. 


Restraint Use Restraints will be used in accordance with 
the BCHS Policy for Least Restraint. 


Seclusion Patients will be monitored by Closed Circuit 
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Assessment/Procedure  Directions  


Television (CCTV) with face to face 
assessment. 


High Risk Patients High Risk patients will be assessed and 
closely monitored (at minimum every 15 
minutes) up to and including Constant 
Observation as patient condition requires. 


Mental Status Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessment every shift and more frequently 
as patient condition requires. 


 
In-Patient Rehabilitation: 
 


Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of once weekly 
and more frequently as patient condition 
requires. 


Vital Signs Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of once weekly 
and more frequently as patient condition 
requires. 


Functional Independence Measure (FIM) Nursing will complete selected portions of 
the FIM within 1 week of admission to 
rehab and prior to discharge. 


National Rehabilitation Reporting System 
(NRS) Assessment 


Nurse will complete on admission and at 
time of discharge. 


Alternate Level of Care (ALC) When an ALC has been designated for a 
patient, the Nurse will follow the Standards 
of Care for Alternate Level of Care (ALC), 
described in this policy. 


 
Complex Continuing Care, Palliative Care, Willett Transitional, and Alternate Level 
of Care (ALC): 
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Assessment/Procedure  Directions  


Physical Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every shift 
and more or less frequently as patient 
condition requires. 
Physical assessment may differ in palliative 
care, dependent on patient’s condition and 
Palliative Performance Scale score. 


Vital Signs Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every shift 
and more or less frequently as patient 
condition requires. 
Vital sign assessment may differ in palliative 
care, dependent on patient’s condition and 
Palliative Performance Scale score. 


RAI-MDS Nurse will complete on every patient at time 
of admission, after 14 days of admission 
and every 3 months. 


Transfers When a patient is awaiting transfer to 
another inpatient unit, the Standards of Care 
specific to the receiving unit will be 
implemented by the Nurse. 


Palliative Performance Scale (PPS) – 
Palliative Care 


Nurse will complete the PPS assessment on 
every patient at time of admission to the 
palliative care unit. 
Nurse will complete the PSS assessment at 
a minimum of every shift. 


 
Integrated Stroke Unit (ISU)  
(Ischemic and Hemorrhagic Stroke unless otherwise indicated) 
 


Assessment/Procedure Directions  


Assessment Nurse will complete assessment on every 
patient at time of admission to the unit. 
Nurse will perform ongoing patient 
assessments at a minimum of every 12 







 


Page 14 of 24 


Title: Standards of Patient Care 


Document #: 5107 Issuing Authority:  


Date Issued: 5/12/2020 Revision Date: 2/21/2022 Version: 2.0 (Current) 


 


 


DISCLAIMER: This is a CONTROLLED document.  The most current version is in 


electronic format on the BCHS intranet site.   Any documents appearing in paper form 


are NOT controlled. 
 


hours and/or every shift as well as more 
frequently as patient condition requires. 


Vital Signs Ischemic Stroke 
Nurse will complete a full set of vital signs: 


 Every 4 hours for 48 hours then, 


 Every shift and prn 
 
Hemorrhagic Stroke 
Nurse will complete a full set of vital signs: 


 Every 2 hours for 24 hours then, 


 Every 4 hours for 24 hours then, 


 Every shift and prn 


Canadian Neurological Scale (CNS) Ischemic Stroke 
Nurse will complete a full assessment: 


 Every 4 hours for 48 hours then, 


 Every shift and prn 
 
Hemorrhagic Stroke 
Nurse will complete a full assessment: 


 Every 2 hours for 24 hours then, 


 Every 4 hours for 24 hours then, 


 Every shift and prn 


AlphaFIM® Completed on day 3 of acute stroke 
admission. 


Functional Independence Measure (FIM) Nursing will complete selected portions of 
the FIM within 1 week of admission to 
rehab and prior to discharge. 


Screening Tool for Acute Neurologic 
Dysphagia (STAND) 


Nurse will complete on hospital admission 
or when a patient requires food, PO fluids 
or PO medications as well as prn based on 
patient condition.  


 
Preoperative Clinic: 
 


Assessment/Procedure Directions 


Assessment Nurse will complete assessment on every 
patient at time of admission 
The Nurse’s focus is on validation of 
information and compliance to pre-
procedural instructions. 
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Assessment/Procedure Directions 


The Nurse will implement pre-procedural 
orders. 


Anaesthetic Questionnaire Review Nurse will review questionnaire. 
Nurse will review patient medications. 


 
Day Surgery: 
Nursing care is appropriate to meet the patient’s needs in the pre-anaesthesia phases 
as per the most recent edition of the Ontario Perianesthesia Nurses Association 
(OPANA). 
 


Assessment/Procedure Directions  


Assessment Nurse will complete assessment on every 
patient at time of admission. 
The Nurse’s focus is on validation of 
information and compliance to pre-
procedural instructions. 


Vital Signs  Nurse will complete baseline vital signs 
including T, HR, BP, SpO2 


Pre-Op Assessment Nurse will complete pre-op assessment at 
time of admission. 


Pre-Procedure Checklist Nurse will complete pre-procedure checklist 
at time of admission. 


 
 
Operating Room (O.R.): 
Nursing care is appropriate to meet the patient’s needs in the perioperative phases as 
per the most recent edition of the Ontario Perianesthesia Nurses Association (OPANA). 
 
The perioperative nursing role includes those of scrub and circulating nurse. With 
additional education and training the perioperative RN is skilled to perform the role of 
Registered Nurse First Assistant (RNFA). 
 
The scope of practice of the perioperative nurse encompasses the immediate 
preoperative, intraoperative, and immediate post-operative phases of the surgical 
experience. 
 
Perioperative: 


Assessment/Procedure  Direction 


Preoperative Checklist Nurse will complete at time of admission. 
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Assessment/Procedure  Direction 


Preoperative 
Equipment/Supplies/Instruments 


Nurse will ensure availability of surgical 
equipment, supplies, and instruments prior 
to patient’s admission to the O.R. 
Nurse will collaborate with the anaesthetic 
care provider to ensure all supplies and 
equipment is in the O.R. and functioning. 


Integumentary Assessment Nurse will complete assessment at time of 
admission and as required by patient’s 
condition until discharge from O.R. 


Surgical Safety Checklist  Physician will complete and document: 


 Prior to induction 


 Prior to incision 


 Prior to leaving the operating room 


Surgical Count  Refer to BCHS Policy - Surgical Safety 
Checklist for roles and responsibilities. 


 
Post Anaesthetic Care Unit (PACU): 
Nursing care is appropriate to meet the patient’s needs in the perianaesthesia phases as 
per the most recent edition of the Ontario Perianesthesia Nurses Association (OPANA). 
 
Phase 1: Recovery 


Assessment/Procedure Directions 


Airway Assessment  Nurse will complete assessment: 


 On admission to PACU 


 Continuously when unconscious (until 
patient can manage own airway) 


 Every 15 minutes when patient is fully 
conscious 


Respiratory Assessment  Nurse will complete assessment: 


 On admission to PACU 


 Continuously when unconscious (until  
patient can support their own airway) 


 Every 5 minutes when patient is fully 
conscious 


Cardiac Assessment – Cardiac rhythm 
interpretation and recognition  


Nurse will complete cardiac assessment: 


 On admission 


 Every 5 minutes until conscious 


 Every 15 minutes when conscious 


Vital Signs: Nurse will complete assessment: 
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Assessment/Procedure Directions 


 T, HR, BP, SpO2 


 Level of Consciousness 


 Level of Sedation 


 Pain Score 


 On admission 


 Every 5 minutes until conscious 


 Every 15 minutes when conscious 


 Until patient meets discharge criteria 
Current vital signs are assessed against 
the patient’s pre-operative baseline 


Input and Output  Nurse will complete assessment: 


 On admission 


 Every 15 minutes until discharge 


Dressings and Drains Nurse will complete assessment: 


 On admission 


 Every 15 minutes until discharge 


Limb Assessment (for limb surgery): 


 CSM, Temperature, Pulse of operative 
and non-operative limb 


Nurse will complete assessment: 


 On admission 


 Every 15 minutes until discharge 


Modified Aldrete score  Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 15 minutes until discharge 


Bromage Scale/Motor Scale (for 
Neuraxial and Regional Anaesthesia) 


Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 15 minutes until discharge 


Sensory Level Landmarks  
(for Neuraxial and Regional Anaesthesia) 


Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 15 minutes until discharge 


 
Phase 2: Recovery 


Assessment/Procedure  Directions  


Respiratory Assessment  Nurse will complete assessment: 


 On admission 
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Assessment/Procedure  Directions  


 Every 30 minutes until discharge 


Vital Signs: 


 T, HR, BP, SpO2 


 Level of Consciousness 


 Level of Sedation 


 Pain Score 


Nurse will complete assessment: 


 On admission 


 Every 30 minutes until discharge 
Current vital signs are assessed against the 
patient’s pre-operative baseline 


Dressing and Drains Nurse will complete assessment: 


 On admission 


 Every 30 minutes until discharge 


Limb Assessment (for limb surgery): 


 CSM, Temperature, Pulse of operative 
and non-operative limb 


Nurse will complete assessment: 


 On admission 


 Every 30 minutes until discharge  


Bromage Scale/Motor Scale (for 
Neuraxial and Regional Anaesthesia) 


Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 30 minutes until discharge 


Sensory Level Landmarks 
(for Neuraxial and Regional Anaesthesia) 


Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
Phases of Post Anaesthesia Recovery. 


 On admission 


 Every 30 minutes until discharge 


 
Ambulatory Care/Endoscopy 
 
Pre Procedure:  
Nursing care is appropriate to meet the patient’s needs in the pre anaesthesia phase as 
per the most recently published edition of Ontario Standards of Perianesthesia Nursing 
Association (OPANA) 


Assessment/Procedure Directions  


Assessment Nurse will complete assessment on every 
patient at time of admission. 
The Nurse’s focus is on validation of 
information and compliance to pre 
procedural instructions. 
The Nurse will implement pre-procedural 
orders. 
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Vital Signs: 


 T, HR, BP, SpO2 


The Nurse will complete a baseline 
assessment on every patient at time of 
admission. 


Pre Procedure Checklist 
 


Nurse will complete the pre procedure 
checklist at time of admission. 


 
Intra Procedure: 


Assessment/Procedure  Directions  


Airway Assessment  Nurse will monitor continuously. 


Level of Pain  Nurse will complete assessment: 


 Every 5 minutes 


Level of Consciousness Nurse will complete assessment: 


 Every 5 minutes. 


Vital Signs: 


 T, HR, BP, SpO2 


Nurse will complete assessment: 


 Every 5 minutes 


 
Post Procedure: 
Nursing care is appropriate to meet the patient’s needs in the post anaesthesia phase as 
per the most recently published edition of the Ontario Perianesthesia Nurses Association 
(OPANA) Standards. 
 


Assessment/Procedure Directions  


Physical Assessment Nurse performs ongoing assessment of 
patient’s return to pre-anaesthesia status 
without regression to their status in previous 
phases. 


Airway Assessment  Nurse will complete assessment: 


 On admission to the Recovery area 


 Continuously when the patient is 
unconscious (until patient can manage 
own airway) 


 Every 15 minutes. When patient is fully 
conscious 


Vital Signs  
 


Nurse will complete assessment: 


 On admission 


 Every 15 minutes 


 Every 30 minutes until discharge 


Transfer/Discharge Nurse will complete assessment and 
documentation of a scoring system as per 
BCHS Policy – Discharge Criteria From All 
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Phases of Post Anaesthesia Recovery. 


Discharge Instructions  Nurse will provide instructions and health 
teaching at time of discharge 


 
Oncology/Infusion Services 
 


Assessment/Procedure Directions  


Assessment Nurse will complete assessment on every 
patient at time of admission. 
The Nurse’s focus is on validation and 
clarification of information: 


 Edmonton Symptom Assessment 
System (ESAS) 


 Toxicity Scale 


Vital Signs 


 T, P, BP, RR, SpO2 


The Nurse will complete a baseline 
assessment on every patient at time of 
admission. 


Chemotherapy Administration Record Nurse will complete the chemotherapy 
Administration Record at time of admission 
and as required. 


 
RELATED PRACTICES AND / OR LEGISLATIONS:  
BCHS Policy - Documentation 
BCHS Policy - Medication Reconciliation 
BCHS Policy – Documentation Interdisciplinary Documentation Overview 
BCHS Policy – Transfer of Accountability – SBAR 
BCHS Policy – Best Practice – Falls and Fall Injuries Preventing 
BCHS Policy – Braden Scale 
BCHS Policy – Skin and Wound Care Prevention and Management Program 
BCHS Policy – Epidural & Spinal (Neuraxial) Analgesia and Anaesthesia – Top Up 
and/or Continuous Infusion and Epidural Catheter Removal 
BCHS Policy – Fetal Health Surveillance 
BCHS Policy – Post-Partum Assessment and Routine Care 
BCHS Policy – Intravenous Therapy – Neonatal Paediatric Nursing 
BCHS Policy – Least Restraint 
BCHS Policy – Discharge Criteria from All Phases of Post Anaesthesia Recovery 
BCHS Policy – Donning and Doffing of PPE 
BCHS Policy – Surgical Safety Checklist 
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Appendix A: Personal Support Worker: Expectations and Limitations 
 


Expectations of the PSW at BCHS Limitations for the PSW at BCHS 


Responsible and accountable for the provision of patient care 
to a specific group of patients under the direction from the 
interdisciplinary team and in accordance with the policies and 
procedures of BCHS. 
Such duties include: 


 Assist with tray set-up and feeding of patients as directed 
by the nurses; opening packages, making patient 
comfortable, feeding when necessary and documenting 
food consumption. 


 Assist with ambulation toileting, and bathing, obtaining 
weights, bowel monitoring and personal hygiene functions 
(e.g. oral care under the direction of the team). 


 Provide physical assistance to patients as required by 
assisting with lifts and transfers, as directed by an 
interdisciplinary team. 


 Monitor and document patient intake and output. 


 Performs various patient care duties and related non-
professional activities necessary in meeting patient’s 
personal needs and comfort, and documenting as required. 


 Perform urine and stool specimen collection and labeling of 
these specimens (from clean catch specimens only). 


 Empty, measure, report and document ostomy and Foley 
catheter drainage bags and dispose of contents when 
directed by the nurse. 


 Apply non-prescription topical creams or ointments for 
chronic skin conditions as appropriate and in collaboration 
with the nurse. 


 Report skin assessment findings to the nurse. 


 Assist in the provision of a safe and comfortable 
environment, which may involve recreational interventions 
while adhering to infection control practices as required. 


 Must report all concerns voiced by patients and/or family to 
appropriate members of the interdisciplinary team and 
clinical manager as appropriate. 


 Must alert team members immediately when any change or 
concern about the patient’s condition occurs. 


 Cannot connect or disconnect 
intravenous lines or infusion lines. 


 Cannot initiate or make adjustments to 
patient specific equipment, such as 
infusion pumps, oxygen administration 
or related equipment, chest tubes and 
feeding pumps. NOTE: the PSW may 
reapply the patient’s oxygen mask or 
nasal cannula where the settings have 
been pre-set by a regulated health 
care professional. 


 Cannot apply, remove or adjust suction 
apparatus. 


 Cannot perform dressing changes. 


 Cannot assist in the administration of 
medications, even if crushed in food. 


 Cannot perform or document vital 
signs. 


 Cannot perform any controlled acts 
authorized to the regulated healthcare 
professional (e.g. tracheal suctioning, 
catheterization, bladder scanner, 
nasal/rectal swabs) 


 Cannot perform restraint interventions. 
The PSW can provide assistance to 
the regulated healthcare professional 
in the application of the restraint only 
(as per BCHS policy: Least Restraint). 


 Cannot empty patient drains (e.g. JP 
drains, chest tubes, hemovacs). 
 


** Foley catheter drainage bags may be 
measure, documented, and reported, then 
the contents disposed of when directed or 
requested by the nurse. 
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Background  
 


Documentation is an integral part of safe and effective nursing practice. Nursing 
documentation holds valid and reliable information that needs to be communicated to 
other members of the health care team. The following document outlines the standards 
of nursing care for all nurses practicing within Woodstock Hospital. This document 
adheres to both legislative requirements and regulatory requirements as outlined by the 
College of Nurses (CNO).  
 
All documentation used at Woodstock Hospital - paper or computer, narrative nurses’ 
notes or multidisciplinary notes, the following purposes and expectations apply. 
 


Purpose: 


 
To inform nurses of their accountabilities when providing care to patients, regardless of 
their role, job description or area of practice. This standard will ensure patients receive 
consistent, high quality and evidence-informed care from nursing staff during their 
hospital stay. 
 
Charting by assessment allows for integration of all body systems to assist in identifying 
the patients’ needs and assists in the creation of their plan of care. Charting by 
assessment allows the nurse to anticipate, prevent, prepare for, and intervenes if a life-
threatening situation occurs. Accurate patient assessment and observation supports the 
rationale for interventions or treatment provided. 
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It is recognized that additional documentation standards may be required to meet the 
needs of individual programs, services or patient care areas. The development of this 
policy will be guided by program specific best-practice guidelines and research, and will 
follow legislative, professional and other corporate policies at Woodstock Hospital. 
Each health care provider will be given a unique electronic signature to ensure all 
documentation is safe and accurate. 


 


Documentation Practice Guidelines 


 
1. Content of Documentation 


Records must be a legible, accurate, true, and honest account of what occurred. 
Correct errors openly and honestly following these guidelines: 
a)  Cross out the entry to be deleted so that it is clearly deleted but can be 


read if necessary 
b)  Write new entry 
c)  Sign the date and time at which the correction was made 
d) Do not cover the incorrect entry with tape or white out 
 


2. A client may request that a change be made to their health record that is 
incorrect, incomplete or inappropriate.  If the nurse agrees, then the health 
record can be corrected in the usual manner.  If the nurse disagrees with the 
client’s perception, then the client should be given the opportunity to add his or 
her own version of events to the record 


 
3. A health care provider may disagree with what is documented.  The information 


is added using the standards as outlined in the section “Forgotten or Late entries 
Errors and Omissions” 


 
It is not acceptable to make value judgments such as “client depressed” or “client 
uncooperative” or subjective statements.  Document the patient’s behaviours, spoken 
statements or observed activities.  Avoid meaningless phrases such as “A good night”, 
“up and about” or “usual day”.  All permanent records are written with ink, preferably 
black. 
 
Flow Sheets 


Flow sheets are used to accurately and concisely document routine and 
frequently needed information.  Flow sheets are part of the permanent record 
and are legally recognized.  Avoid duplicating the information elsewhere in the 
health record.  Ensure each entry identifies a specific caregiver 


 
Monitoring Strips 


All assessment data needs to be retained in the permanent record and labeled 
appropriately 


 
Documenting For Others 


The nurse performing the care or observing the behaviour is responsible for all 
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documentation.  If necessary to document or reflect an event or action performed 
by another individual (eg, family, code blue, etc) you must indicate the name and 
designation of who saw or performed the action 


 
Incident reports 


Incidents are any situations that deviate from what is considered the norm of 
client care, such as falls, harm to staff or visitors, or medication incidents.  When 
the situation directly involves a client, documentation of the incident occurs in the 
patient’s Progress Note (Nursing) and complete a SERS submission. Complete 
an employee incident report if injured during the incident 


 
Time frame for Documenting and Order of Entries  


The closer to the event the record is made, the greater the credibility.  Entries 
documented chronologically present a clearer picture of events 


 
Forgotten or Late Entries 


The time that the care was given and the time that the care was documented 
need to be clearly identified.  Document forgotten or late entries in the next 
available entry space. Document both the date and time of the entry and the 
date and time that the care was given.  Avoid leaving empty lines for someone 
else to document 


 
Date, Time, Signature, and Designation 


Include the date and time that care was given.  Signature and designation can be 
documented on the Master Signature Sheet Form 17-60 (E).  Initials can then 
follow all further documentation 


 
Omissions, Errors, Lost Entries 


The health record needs to reflect the care given and caregiver.  Only document 
care that can be accurately recalled. If the event or care cannot be recalled, the new 
entry should state that the information has been lost for the specific time frame. 
When making a correction, the original information must remain visible and 
retrievable 


 
Abbreviations 


All staff at WH must use the Abbreviations and Symbols – Use of, located in the 
Clinical Practice Manual Unit 1.  The health record needs to be understandable 
to all readers 


 
Confidentiality of Health Records 


Confidentiality of client information must be maintained.  Ensure that clients 
know what information is being shared with and with whom.  Consent must be 
obtained before sharing information with others outside the health care team. 
Refer to: Management Methods Manual – Privacy Policy 
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Access to Health Records 
Clients have the right to access their health records. 
Refer to: Management Methods Manual – Privacy Policy 


Retaining and Retrieving Health Records 


Health records need to be retained and retrievable. 
Refer to: Management Methods Manual – Privacy Policy 


 
Facsimile (FAX) Transmissions 


Fax information needs to be complete, retained and kept confidential 
 
Computers, Electronic Health Records 


Confidentiality of the computer records needs to be maintained. The standards 
for documentation remain the same whether the staff uses manual or electronic 
documentation 


 


Protocol:  
Screening tools: 
Nurses will complete a risk assessment on every patient, on every admission or transfer 
in service. The required risk assessments include: 


1. Falls 
a. Nurses will electronically document the falls risk screening to determine 


whether the patient is at risk for falling using the validated MORSE 
screening tool 


b. Nurses will electronically document the falls risk screening for any patient 
under the age of 18 (excluding newborns) using the validated Humpty 
Dumpty screening tool 


c. Nurses will reassess any patient who has a change in their condition or 
experiences a fall as per guidelines set out in the Clinical Practice Manual, 
Unit 5: Fall Risk Prevention, Assessment and Care – Inpatients 


d. Nurses will implement appropriate safety precautions to mitigate falls risk 
using input from the patient, the patient’s family, and members of the 
health care team. These interventions will be documented and 
communicated to all involved in the patients’ care 


e. Nurses will document any education provided as it relates to falls risk and 
safety measures 


2. Behaviour Safety 
a. Nurses will follow the guidelines set out in the Clinical Practice Manual: 


Unit 5: Behaviour Safety Alert: Application and Use of for screening 
patients and or acquaintances who pose a behaviour safety risk 


b. Use of the electronic Powerform will automatically apply the Behaviour 
Risk Alert to the patient’s EHR. No order is required to apply the alert  


c. Nurses will document education provided as it relates to behaviour safety 
3. Pressure Injury 


a. Nurses will electronically document the patients pressure injury score 
using the Braden Pressure Injury Scale 
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b. Nurses will follow the guidelines set out in the Clinical Practice Manual 
Unit 5: Pressure Injury Risk Assessment and Prevention for unit specific 
screening criteria 


c. Nurses will perform, recommend or refer to other health care disciplines 
for a more in-depth assessment of patients identified at risk for pressure 
injury or skin breakdown 


d. Nurses will implement appropriate safety precautions to prevent pressure 
injury and skin breakdown using input from the patient, the patient’s 
family, and members of the health care team. These interventions will be 
documented and communicated to all involved in the patients’ care 


4. Malnutrition Risk 
a. When completing the admission history, all nurses will electronically 


complete the two malnutrition screening questions 
b. A referral with be automatically sent to the Dietitian when the patient 


malnutrition screening generates a positive response 
5. Confusion Assessment Method (CAM) 


a. Nurses will electronically document the patients’ delirium score using the 
CAM tool on patients who are greater than 65 years of age or at nurses’ 
discretion 


b. Acute care: the task is to be completed on admission and daily 
c. Complex Care and Inpatient Rehabilitation: the task is to be completed on 


admission and weekly 
 


Assessments  
Nurses will monitor each patient by completing and documenting the following 
assessments 
Health History 


1. Nurses will ensure the following elements of a Health History are completed for 
every patient encounter upon admission or transfer to another care area 


a. Allergy History 
i. Medication 
ii. Environmental 
iii. Food 


b. Height and weight 
c. Best possible medication history 
d. All other components of the admission history 


Pain Assessments 
2. Nurses will complete a comprehensive pain assessment at least once a shift. 


Reassessment of pain will occur within 1 hour of analgesic administration. It is 
recommended this documentation occurs as close to the beginning of the shift 
as possible 


a. The frequency of pain assessments will occur:  
i. to reflect pain intensity  
ii. stability of the patient’s medical condition 
iii. any change in the patient’s condition 
iv. reported pain 
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v. post pain management intervention 
b. An assessment will be completed on each major pain site the patient 


reports 
c. Nurses will document the patients pain using one of the following tools: 


i. Numeric Pain Scale 
ii. Faces Pain Scale 


d. When assessing and documenting pain the following elements should be 
identified and documented 


i. Onset 
ii. Provokes 
iii. Quality 
iv. Radiating 
v. Severity 
vi. Treatment 


e. Nurses will engage the patient and family, where possible, to effectively 
manage pain 


f. Nurses will communicate their pain assessment findings to the health care 
team and implement and facilitate appropriate interventions 


g. Nurses will assess for and document outcomes of interventions and re-
evaluate the plan of care as needed 


Vital Signs 
3. Nurses will electronically document in iView/I&O a patients’ vital sign assessment 


on every admission and any transfer to another care area or service.  
a. At a minimum, a vital sign assessment will include: 


i. A blood pressure 
ii. A heart rate (beats per minute) 


Note that the defaulted documentation is measured by pulse oximeter. If 
another method is used, please note it 


iii. A respiratory rate (measured in respirations per minute) 
iv. An oxygen saturation/pulse oximetry reading (measured by 


percentage) 
Note: Nurses will specify in the electronic chart if the patient’s oxygen 
saturation is based on room air. If the patient is receiving oxygen 
therapy, nurses will document the oxygen therapy device as well as the 
flow rate 
v. A temperature (in degrees Celsius) measurement will be obtained 


in a consistent manner using the same route if possible, otherwise 
indicate the different route 


b. The frequency of vital signs monitoring will increase if the patient’s vital 
signs fall outside the normal range for that patient or has a change in 
condition or health status. Refer to Clinical Practice Manual, Unit 2: Vital 
Signs “per protocol” Policy, for further unit specific guidelines 


 
Physical Assessments 


4. Nurses will complete a comprehensive physical assessment on the unit specific 
documentation form on their patients at a minimum of once per shift 
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a. A full physical assessment and documentation will occur within 4 hours of 
the patient’s admission in order to obtain a baseline status  


i. Complete and document on the unit specific Nursing History 
Database   


ii. Complete and document as much of a head to toe as possible if 
nearing the end of your shift (e.g. assessing systems related to 
presenting complaint or admission diagnosis)  


b. Physical reassessment and documentation frequency will require use of 
clinical judgement and should occur at a minimum of every 6 hours for all 
shifts based on findings from initial assessment, change in condition, 


diagnosis or chief complaint from the patient. A minimum of 3 systems, 
but not limited to, should be reassessed (continuation of expected 
findings, abnormal findings, new findings or acute changes)  


i. Clinical Judgement is required when needing to assess, auscultate 
and palpate any health related system 


c. Physical assessment frequency will increase if the patient has a change in 
health status or condition, based on the provider’s orders or clinical 
judgement 


d. Physical assessment and documentation is required prior to the patient 
leaving for a Leave of Absence and again upon return 


e. At minimum, a comprehensive physical assessment will include an 
assessment, but is not limited to the following elements within each of the 
following systems: 


i. Neurological System 
i. Level of alertness and consciousness 
ii. Level of orientation 


ii. Cardiovascular System 
i. Assessment of skin (eg colour, warmth and moisture) 
ii. Assess for cardiac related pain and associated symptoms 


iii. Respiratory System 
i. Assessment of airway patency, pattern and rate of breathing 
ii. Auscultation of lung fields posteriorly as applicable 


iv. Gastrointestinal System 
i. Abdominal inspection, palpation and auscultation for bowel 


sounds as applicable 
ii. Assessment of bowel patterns  
iii. Presence of any nausea, vomiting  


v. Genitourinary System 
i. Difficulties or abnormal signs and symptoms associated with 


voiding 
ii. Last void 


vi. Integumentary System 
i. Head-to-toe scan of patients’ skin for: 


a. Integrity 
b. Colour 
c. Wounds, skin breakdown, ulcers, mucous 
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membranes etc. 
vii. Neurovascular System  


i. Assessment of extremities for colour, sensation, movement 
ii. Assessment of peripheral pulses 


viii. Musculoskeletal System 
i. Assessment of patients, range of motion, mobility and gait 


aid 
ix. Reproductive System 


i. Assessment of pain, swelling or discharge 
x. Ears, Eyes, Nose, Throat 


i. Assessment of pain, swelling or discharge 
xi. Psychosocial Assessment 


i. Alertness and affect 
ii. Characteristics of appearance, behaviour appropriate to 


situation 
Note: See Appendix A for more in-depth physical assessment parameters 
 
Procedure for completing a Physical Assessment 


a) Perform two client identifiers 
b) Perform hand hygiene 
c) Explain the purpose of the assessment to the patient and the frequency of 


assessments 
d) Complete a physical assessment and document accordingly on the area specific 


documentation form  
 
Intake and Output 


5. Nurses will complete accurate intake and output documentation on patients 
when: 


a. A provider has placed orders for intake and output 
b. If presence of tubes, lines or drains 
c. When there is any of the following: 


i. Patients with increased loss of fluid 
ii. Patients have a device that records fluid loss 
iii. Patients with decreased intake where applicable 
iv. Patients with decreased intravascular volume, for example: 


i. Sepsis 
ii. Bowel Obstruction 


v. Patients on nephrotoxic medications or with renal compromise and 
or failure 


vi. Patients in acute heart failure 
d. When indicated, intake and output documentation will occur at a minimum 


of once every 4 hours unless otherwise stated by provider order 
e. Documentation will occur on the Daily Fluid Balance Record Form 17-21 


Plan of care 
6. Nurses will ensure that patient and family involvement in care planning is 


supported and encouraged. The patient defines the family and may include 
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anyone important in the patient’s life 
7. Nurses will foster the development of a comprehensive care plan that 


incorporates input from the patient, the family and all relevant members of the 
care team 


8. Care planning will begin as soon as possible in the patient’s journey and will 
extend to support discharge arrangements and follow-up 


9. On a shift to shift basis, the plan of care will be updated to reflect changes and 
the patient’s progress towards their goals 


Interventions 
10. If any abnormal findings are identified in the assessment, the nurse will ensure 


that the appropriate action is taken, communicated to the most responsible 
physician (MRP) and documented. The intervention will be based upon patient’s 
orders, best practice guidelines, clinical judgement and other clinical practice 
policies, procedures and practice guidelines 


11. It is expected that the nurse will assess and document outcomes following 
interventions and adjust the plan of care as needed 


12. Interventions will be based on the principles of patient and family centered care 
Education and Discharge Information 


13. Patient and family education will be provided throughout the hospital journey. 
Discharge instructions are provided at every discharge 


14. Nurses will document what education was provided, as well as the patient 
understanding (ie: return demo, handouts, teaching package) 


15. Nurses will assess and consider patient and family needs, readiness, and 
capacity 


16. Medication education and discharge instruction: 
a. Nurses, pharmacists and or pharmacy technicians will provide medication 


specific education to both the patient and relevant family members 
including dosing, frequency, and reason for the medication as well as 
potential side effects 


b. Safe medication administration instructions will also be provided 
c. Patients will have a complete medication reconciliation before discharge 


17. Nurses will provide the patient and family with printed discharge instructions and 
any follow up appointments 


Transfer of Accountability (TOA) 
18. Every nurse will ensure that all pertinent information related to the patient’s care 


is communicated at every transfer of care. These transfer points include: 
a. Shift to shift hand off 
b. Transfer to another unit or area 
c. Transfer to another facility 
d. Any other time that care is being transferred to another nurse or member 


of the health care team 
19. The hand-off report is a verbal conversation either in person or on the phone 
20. Nurses giving and receiving report will electronically sign report has been 


provided. Refer to Clinical Practice Manual, Unit 1: Transfer of Accountability – 
All Transition Points  


21. Transfer of care at shift change occurs at the patient’s bedside, unless the 
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patient requests otherwise 
22. Safety checks must be completed during all moments where transfer of care 


occurs 
 
Tasking 


23. Physician orders will be viewable on the Patient Access List (PAL) 
24. Tasking will be completed through the PAL 
25. Nurses are to ensure all orders have been reviewed prior to implementation 


 
Applying Documentation Standards to Your Practice 


i. Familiarize yourself with the documentation standard as outlined above and any 
other relevant policies or procedures  


ii. Understand that accurate, complete, timely and objective documentation may 
lead to the conclusion that accurate, complete and timely care was given to the 
patient. The opposite is also true. Only care that is documented is assumed to 
have been completed 


iii. Document any relevant information related to the patients you care for, including: 
a. Assessment findings 
b. Actions or interventions in response to findings or change in patient status 
c. Outcomes of interventions 
d. Relevant communication with the patient, family, team members and 


anyone else within the health care team 
e. Changes or additions in the plan of care 


iv. Limit the use of abbreviations, and only use those abbreviations as noted in the 
Clinical Practice Manual, Unit 1: Abbreviations and Symbols – Use of 


v. Use objective information, observations and direct client quotes to support your 
documentation 


vi. Refrain from using personal judgement, drawing subjective conclusions or 
ambiguous documentation 


vii. Do not let others document for you and do not document for others, except in 
rare approved circumstances (eg EHR downtime) 


viii. Never document in advance of your care 
ix. Request to have your documentation audited by your Director or educator. They 


can provide feedback and recommendations for improvement using an objective 
auditing tool 


x. Seek educational support and resources (Directors, Educators, College of 
Nurses) to help answer questions related to documentation 


Critical Care Unit: 
1. Document on the Critical Care Flow Sheet Form 13-12 (E) for a 24-hour period 
2. Head to toe assessment will be completed at the beginning of every shift 
3. Physical reassessment will occur at a minimum every 4 hours 
4. Follow the screening tool standards and assessment standards 1-3 noted above 
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Appendix A: 


Neurological Assessment Alert and oriented to person, place and time. 
Behaviour appropriate to situation. Obeys simple 
commands. Verbalizations clear and 
understandable. Pupils are equal and reactive to 
light. Purposeful movement to all extremities with 
symmetry and strength. Sensation intact. Gag and 
cough reflexes present 


Cardiovascular Assessment Regular radial pulse, Apical S1 & S2 regular at 60-
100 beats per minute and audible. Neck veins flat at 
450. Pedal pulses palpable. No edema, no calf 
tenderness, no chest pain, no diaphoresis 


Respiratory Assessment Respirations 10-20 per minute at rest. Respirations 
quiet and regular. Breath sounds vesicular through 
both lung fields, bronchial over major airways, with 
no crackles or wheezes. Sputum absent/clear. No 
pallor or cyanosis of nailbeds or mucous 
membranes 


Gastrointestinal Assessment Abdomen soft. Bowel sounds active in all 4 
quadrants. No pain on palpation. No nausea or 
vomiting. Bowel elimination with patient’s normal 
pattern and consistency 


Genitourinary Assessment Able to empty bladder. No dysuria, dribbling, 
nocturia or hesitancy. Urine clear and yellow to 
amber in colour (note: if an indwelling catheter is in 
situ and remainder of the assessment data is 
normal, monitor urine output and record).  


Integumentary Assessment Skin colour within patients’ norm. Skin warm, dry 
and intact. Mucous membranes moist. Eyeball(s) 
are moist and glossy. Conjunctiva are clear and 
show the normal colour of the structure below-pink 
over the lower lids and white over the sclera 


Neurovascular Assessment  Extremities pink, warm and movable within normal 
range of motion. Sensation intact. Peripheral pulses 
palpable. No limb edema  


Musculoskeletal Assessment Absence of joint edema and tenderness. Normal 
range of motion of all joints. No muscle weakness. 
Able to ambulate. Steady balance, purposeful gait, 
initiates independent movement. If ambulation aids 
are necessary,  specify type of aid 


Reproductive Assessment  Assess for genital edema, bruising, lesion, abnormal 
discharge or bleeding 


Ears, Eyes, Nose, Throat  Assess for swelling, abnormal discharge or bleeding 
and pain 
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Psychosocial Assessment Characteristics of appearance, behaviour and 
verbalizations appropriate to situation. Alert and 
orientated to person, place and time. Memory intact. 
Affect appropriate. No mood swings or aggression  
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WOODSTOCK HOSPITAL 


  


CLINICAL PRACTICE PROTOCOL 


  


Page 1 of 2 


UNIT 2:  VITAL SIGNS AND PHYSICAL ASSESSMENTS 


 


Subject: Vital Signs “Per- Protocol”  


Approval: NAC –  January 30, 2020   Date: November 2014    


  Review, Revision Date:    


        November 2019     


Level:  Independent   


Specific to: RN, RPN  


  


Background:  
 
Computerized Provider Order Entry (CPOE) has improved the efficiency and safety of 
patient care orders.  Providers have a variety of options when entering vital sign 
measurement.  Frequently, the option: Vital Signs per protocol is selected. 
 
Protocol: 
 
The following table indicates Woodstock Hospital protocol for vital signs when the 
provider chooses “per protocol”.  These standards should be followed according to the 
type of care required. Nurses should continue to use their clinical skill and judgement to 
determine if a patient’s condition has changed, the vitals are becoming unstable or 
outside of the patient’s normal limits. The nurse will repeat the vital signs measurement 
as needed, document and contact the provider. For protocol specific to Perioperative 
Services see Documentation and Practice Standards-Perioperative Services 
 


 Care Level Vitals Protocol 


Alternate Level of Care 
(ALC) Patients 


 On admission, then monthly and PRN 


Complex Care Patients  Daily X3 days, then weekly and PRN 


Inpatient Rehabilitation 
Patients 


 Daily X3 days, then weekly and PRN 


Inpatient Mental Health 
Patients 


 Once daily and PRN 


Critical Care Patients  Every 4 hours and PRN 


Maternal Child Women’ s  Latent stage of labour, every 4 hours (if medically 
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Health- Labour and Delivery 
Patients 


stable) 


 If membranes are ruptured, temperature every 2 
hours 


 Active stage of labour and or if on oxytocin 
infusion, every 1 hour 


 Epidural every 5 minutes x 3, every 15 minutes x 
3, every 30 minutes for the remainder of the 
epidural infusion 


Maternal Child Women’s 
Health -  Post-Partum 
Patients 


 Every 15 minutes x 1 hour, every 1 hour x 3 
hours, every 12 hours x 24 hours then once daily 


Maternal Child Women’s 
Health- Newborn Patients 


 Initially after birth, every 1 hour x 3 or until stable, 
every shift and PRN until discharge 


Maternal Child Women’s 
Health- Newborn Vacuum 
Assisted Delivery Patients 


Measure and documentation of head circumference of 
the newborn  


 At birth 


 Every 2 hours times  


 Every  6 hours times  


 Every shift and PRN 


Medical Patients  Once per shift and PRN 


Palliative Care Patients  PRN 


Surgical Patients  Upon arrival to unit, then every 1 hour x 2 hours, 
every 6 hours x 24 hours then once a shift  


Neurovascular, 
Compartment Syndrome 
Surgical Patients (ie. Ortho) 


 Upon arrival to unit, then every 1 hour x 6 hours, 
every 6 hours x 48 hours, then once per shift.  
Use Neurovascular Assessment Form 17-187(E) 


 
 
 
 
 
 
 
 
  
 
Originator:   T. Blancher, Professional Practice Facilitator   


Current review, Revision    K. Verhoeve RN, Manager Professional Practice  
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Reference: Perry and Potter, Unit Two, Vital Signs Assessment   
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