______________________________________________________________________

ADULT PATIENT CARE DATA BASE

MOTHER-BABY UNIT

______________________________________________________________________

The purpose of the Patient Care Data Base is to:

1. Obtain a comprehensive health screening 

2. Organize admission and clinical data to assist in the identification of actual and potential patient needs and problems

3. Provide for an initial opportunity to establish a therapeutic relationship with the patient, family, and/or significant other 

4. Identify discharge planning needs

______________

· EQUIPMENT

Mother-Baby Unit Adult Patient Care Data Base, NAVMEDCEN PTSVA 505/1 (Rev. 11/03)

___________________

· IMPLEMENTATION

1. All sections are completed in black ink.

2. The Patient Care Data Base is to be initiated on Labor & Delivery and completed by the 4 K/L admitting nurse. When completed, sign on the line located at the bottom of the back side of this form.

3. This form is to be used as an interview tool to formulate a plan of care.  Do not give to the patient to complete independently.

4. The Patient Care Data Base must be completed within the first 24 hours of hospitalization.

5. When completed, place this form in the H&P section of the inpatient record.

6. Place the addressograph stamp in the lower left corner of the front side of this form.  

7. Completion of this form is as follows:

**FRONT SIDE**

TOP SECTION 

· Complete all information.

· If the box is checked for “Patient is unable to be assessed….”, the 24 hour limitation for completion of the form may be extended, however, this form should be completed at the earliest appropriate time.

All Mother-Baby Unit patients are transferred from Labor and Delivery. The following Adult Patient Data Base input does not change upon transfer. Review L&D Adult Patient Data Base and comment on any inconsistencies.

· Advanced Directive

· Sensory Status

· Medications

· Psychosocial Status

· Sleep/Rest Patterns

· Substance Use

· Chronic Pain

ALLERGIES

· List allergies if applicable.
· Place allergy sticker on the inpatient record.
NUTRITION

· Complete all information.

· Complete unit specific nutrition screen.

· Initiate a Nutrition Consult for all meeting the screening criteria.

· Ascertain WIC status, provide WIC information and forms as indicated.

PAIN ASSESSMENT

· Complete all information.

· Continue to document pain assessment on the 24 Hour Nursing Assessment Record.

SPIRITUAL

· Complete all information.

· Notify the Chaplain if pastoral intervention is desired by the patient and/or family.

REPRODUCTION

· Complete information.
· Generate lactation consult as indicated
**BACK SIDE**

FUNCTIONAL STATUS

· Complete all information.

· Notify the Medical Officer if a Speech Therapy Consult or a Physical Therapy Consult is indicated.  A Medical Officer can only initiate these consults.

· Initiate an Occupational Therapy Consult if indicated.

ELIMINATION

· Complete all information.

DISCHARGE PLANNING

· Complete all information.

· Initiate consults as indicated in unit policy.

SKIN ASSESSMENT

· Complete all information.

· Use Braden Scale for skin assessment.

· All skin assessments will be documented on the 24 Hour Nursing Assessment Record.

· Initiate a Wound Care Consult if the Braden Scale Score is 14 or less.

___________________

· REFERENCES

· “History Part 4”, NAVMEDCEN PTSVA 505/1 (REV 04/01)

· “Adult Patient Care Data Base”, Johns Hopkins Bayview Medical Center

________________
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