documentation by the perioperative nurse
Date with year and time for each entry 

· Complete date should be included on check-off sheets, especially multi page forms

· Computerized nurse’s notes and operating room records are generated to include the date and time of arrival to the department.
Each set of nurse’s notes and operating room record should have patient’s full legal name and age or date of birth
· Ask the patient to verify his or her identity. Family or guardian may need to verify identification.
· Validate the correct surgical site according to facility policy. Ask the patient to describe the planned procedure and document in quotes the patient’s words.

· Include medical record number and surgeon’s name for clarity.
Patient assessment
· Review of systems or head to toe assessment: List pertinent normal and abnormal findings. 
· Describe in detail any abnormal data and follow up interventions and communications.
· Patient problems, needs, or health considerations outlined in nursing diagnosis.
· Pathologic processes outlined in medical diagnosis.
· Use subjective quotes from patient; accuracy of patient as historian
· Previous surgical procedures.
· Medications or herbal preparations taken on a routine basis. Last medication administration.
· Allergies or sensitivities.

· Known medical condition(s).
· Baseline vital signs should be noted T, P, R, BP, HT, WT (in kg); Diagnostic test results should be reviewed and results on the chart.
· Stat phone report sheets from lab or other departments should also be clearly labeled with the patient’s name, date, and time.
· Patient attitude during nursing assessment; talkative, laughing, shouting...etc.

· Presence of surgeon, family, or significant others.

· Patient behavior after visitor(s) leave; crying, depressed, periods of silence...etc.
· Contact phone number of family or significant other.

· Complaints of pain. Include behaviors such as splinting or grimace.
· Safety measures in effect; restraints, safety belts, side rails on transport cart.
· Last meal; contents of last meal.
· Presence of or disposition of personal property. A toy should be clearly labeled with the child’s name. 
· Chain of custody of any forensic evidence.
Additional documentation standards 
· Do not use abbreviations.
· Draw a single line through errors. Do not erase.
Name and title of personnel providing care
· Include assistive personnel or transporters.
· Include other departments, such as lab, x-ray, respiratory therapy...etc.

· Use title designators...RN
