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Ambulatory/Outpatient Admission Data 

For additional information refer to full Policy: Ambulatory/Outpatient Admission Data in PolicyStat  

Admission Assessment 

1. Vital signs including, temperature (T), pulse (P), respiratory rate (R), blood pressure (BP), age, height, and weight 

for all patients, O2 saturations and NPO status. 

Patient Profile 

2. Mutuality (patient and family individual preferences) – care plan 

3. Health history and review of systems 

4. Advance Directives – pre-op checklist 

5. Contact information for discharge 

Patient Education 

6. Learning assessment including preferred language 

7. Education needs as appropriate 

8. Initial cognitive, cardiac, respiratory (including STOP BANG for sleep apnea), procedure and patient specific 

assessment, and pain assessment 

i. Risk assessments for falls, violence in the home, safety, latex sensitivity and pregnancy 

ii. Review and validation of prior-to-admission medications, allergies, substance use (including tobacco & alcohol 

use), history and physical by LIP and verification of consent. 

A. Adult Patient: Person 18 years of age and older. 

B. Pediatric Patient:  Person 1-17 years of age. 

C. Neonatal Patient:  Person less than one year of age. 

D. Ambulatory/Outpatient Procedure: Health services provided to individuals who are not confined to institutional 

beds as inpatients during the time services are rendered. 

  

POLICY: 

For outpatient procedures, the RN is responsible for completion of the Admission Assessment, Patient Profile and 

Patient Education. If data were collected in a pre-surgical services setting, the RN is responsible to review and update as 

necessary. 

If the required data on the Patient Profile cannot be collected or reviewed, the goal/outcome evaluation documented by 

the RN will serve to reflect the patient condition or unavailability that did not support data gathering. If the patient 

declines to provide information, the RN will document this as a significant event note. 

If the patient transfers and the level of care remains the same, the documentation requirements do not change. The 

level of care, not the physical setting, dictates the documentation requirements. For example, an adult ambulatory 

patient transferred to a medical-surgical unit for several hours of post-anesthesia recovery remains at the same level of 

care as an ambulatory patient whose recovery is completed in a surgical short stay unit. If the patient's level of care 

changes, the admission data defined for the new level of care must be completed within 24 hours. 

Certified Nursing Assistants and other interdisciplinary professionals may collect and document admission data within 

their scope of practice. 

The RN is responsible to integrate admission data into an individualized plan of care. 

 

Ambulatory/Outpatient Admission Data (cont) 



Patient Profile Adult Peds OB Out 

patient 

Group Question     

General 

Information 

Language Assistance X X X X 

Advance 

Directives 

Advance Directives (Medical Healthcare) X X X X 

Current Health Anticipated Changes Related to Illness X       

Services Anticipated at Discharge X X   X 

Anticipated Discharge Disposition X X   X 

Mutuality/Indivi

dual Preferences 

What anxieties, fears or concerns do you have about your health or care? X   X X 

What questions/concerns do you/child have about you/your child's health 

or care? 

  X     

Nutrition Risk 

Screen 

Nutrition Risk Screen X       

Functional Level 

Prior 

Change in Functional Status Since Onset of Current Illness/Injury X       

Functional Level 

Current 

Swallowing X       

Abuse Screen Do you feel that you are treated well by your partner/spouse/family 

member? 

X   X X 

Do you feel you are treated well by your family/friends/significant others?   X     

Do you feel unsafe going back to the place you are living? X X X   

Mood Disorder 

Screening to 

Assess Suicide 

Risk 

PHQ-4 Total X   X   

Pediatric Suicide 

Risk Screen 

PHQ-4 Total   X     



Immunization 

Screen 

Have you ever had a vaccine for pneumonia? X   X   

  Have you ever had a vaccine for influenza?         

Latex Screen Latex Screen Positive? X   X X 

Pain Preferred Pain Scale X X X X 

Acceptable Comfort Level X X X X 

Chronic Pain Chronic Pain X X X   

Values/Beliefs/S

piritual Care 

Cultural, Spiritual, Religious Practices Important for Staff to Know X X X X 

Patient Care Summary Adult Pediat

rics 

OB Out 

Patient 

PHS Fall Risk 

Factors 

At Risk for Falls? X X X X 

Nutrition Risk 

Screen 

Nutrition Risk Screen X   X   

Pain/Comfort 

(Pediatrics) 

Observed/Reported Pain   X     

Skin Braden X   X X 

  Braden Q   X X   

Functional Level 

Current 

Swallowing     X  

 

 

  



Perioperative Electronic Minimum Documentation 

For additional information and elaboration refer to full Policy: Perioperative Electronic Minimum 

Documentation in PolicyStat  

The intra-operative nurse reviews the patient’s chart to complete the pre-op assessment. Important elements 

that need to be addressed include: 

1. NPO Status, Advanced Directive, Patient Chart Verification, Procedure and site verification, Regional 

Blocks, Medications, Beta Blockers 

The intra-op nurse will document Event Times: 

1. Set-up start (optional per ministry). 

2. Ready for patient. 

3. Enter under staff, the surgeon, anesthesia, and other licensed personnel that are participating in the care of 

the patient for the case. 

4. Enter surgeon in and out times, especially when there is more than one surgeon, one following the other. 

5. Enter anyone observing (students, reps, visitors) In and Out times – must be utilized to provide a clear 

picture of responsible staff in the room that are caring for the patient. Relief staff must have in and out 

times documented. 

The intra-op nurse will document all sponge, instrument, needle and miscellaneous counts according to policy. 

Additional documentation required 

E. Pre-op Skin 

F. Patient Belongings 

G. Safe Surgery Checklist 

H. Equipment 

I. Patient positioning 

J. Site Prep 

K. Lines/Drains (LDA) can be defined as any device inserted into or added to the patient. 

L. Procedures 

M. Supplies 

N. Intra-op Meds 

O. Implants 

P. Orders 

Q. Order Sets 

R. Acknowledge/Collect 

S. Specimen Collection Status 

T. Point of care testing 

U. Specimens 

V. Site Completion 

W. Post-op Skin Condition must be recorded 

X. Handoff Staff: Care Handoff – Complete the following fields if used in your ministry: 

Y. PNDS – Documentation is only required if something other than the expected outcomes occur. 

Z. Verify - The intra-op nurse is required to authenticate that all documentation has been completed. 

AA. Professional Exchange – does not require documentation, but can be utilized to give report.  



Universal Protocol 

For additional information refer to full Policy: Universal Protocol for Invasive Procedures in PolicyStat  

 

 

 

  



Consent and Refusal of Consent for Procedures 

For additional information (including age of consent, competence, and allowed disclosures refer to full Policy: Consent 

and Refusal of Consent for Procedures in PolicyStat 

 

Medical Center Staff Responsibility 

1. Informed Consent (PARQ) is the responsibility of the provider. 

2. Informed Consent (PARQ) must occur before the hospital consent form is signed. 

3. The initial Informed Consent, at times, may not be done by the actual performing proceduralist (i.e., 

OB Informed Consents may be done in the physician's office, but an on-call physician does the 

procedure). 

4. The actual performing proceduralist, if different from the initial physician that provided the PARQ, 

must re-PARQ prior to the commencement of the procedure. 

5. The Informed Consent must be documented prior to the commencement of the procedure but not 

necessarily prior to signing the consent form. 

G. Documentation on the hospital consent form will include: 

1. The name of the procedure(s) is/are entered on the consent form by the RN or provider. 

2. The only acceptable source for transcribing the procedure is the provider order. 

3. The procedure(s) shall be entered without using abbreviations. 

4. Careful attention must be given to laterality; "right" and "left". 

5. All physicians/proceduralists and LIPs performing significant procedures, as defined in the 

Professional Staff Bylaws, will have their name listed. 

6. There must be a separate consent form signed EACH time a procedure is done. 

 

 

 

  



Fire Safety in Surgical Services 

For additional information refer to full Policy: Fire Safety in Surgical Services in PolicyStat 

  



Malignant Hyperthermia 

For additional informaino refer to full Policy: Malignant Hyperthermia in PolicyStat 

 



Massive Transfusion  

For additional information refer to full Policy: Massive Transfusion of Blood and Blood Products in Adult in 

PolicyStat 

Hemostasis goals while using this guideline:  

1. INR < 1.5, PTT < 45 seconds 

2. Fibrinogen > 100 mg/dL  

3. Platelet count > 100,000/mL 

4. HCT > 24% 

 

 

 

 

  



Specimen Handling 

For additional information refer to full Policy: Specimen Handling in Surgical Services in PolicyStat 

Specimen Handling is a complex process with many steps involved to ensure the test is 
completed correctly for the correct patient.   
Policy: Specimen Handling in Surgical Services comprehensively outlines all steps needed to ensure 

safety. Refer to full policy when on site if handling specimens.  
  
OR/Procedural RN Specimen Handling Responsibilities:  

1. Correctly and appropriately handle, label, document and provide safe delivery of 
specimens.  

i.Specimens requiring special handling will be directly taken to pathology, where 
pathology personnel are notified and verbally told what exam is required and 
whether a call back is needed.  

2. Specimens are:  
i.Obtained from the sterile field as soon as possible/within a timely fashion with 

surgeon's permission.  
ii.Placed in closed containers, with secure lids, and kept moist.  

iii.Verified with the surgeon in order to correctly document:  
a. Specimens in EPIC  
b. The information and details on the consultation form (if/when 
needed)  
c. See detailed process further below in policy  

iv.Correctly logged in the specimen log book when transporting/dropping off specimens 
for pathology.  

a. See detailed process in Procedure B, section 4 in policy,   

  
1. Each specimen must be accurately and legibly labeled with the following:  

a. Patient identification – patient sticker (to include at a minimum two patient identifiers - 
patient name, DOB)  

b. Letter of Specimen  
c. Name and/or Description of specimen, including site and laterality  
d. Date specimen collect  
e. Time specimen collected from the field  
f. OR RN initials  
g. Surgeon  

 

 

 

 

 

 

 

 



Dress Code 

For additional information refer to full Policy: Dress Code (Surgical and Procedural Attire) in PolicyStat 

 



Labeling of Medications and Solutions 

For additional information refer to full Policy: Labeling of Medications and Solutions in PolicyStat 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



Positioning the Patient 

For additional information refer to full Policy: Postitioning the Patient in the Perioperative Setting in PolicyStat 

Patient positioning is a complex process with many steps involved to ensure patient safety   

Policy: Postitioning the Patient in the Perioperative comprehensively outlines all steps needed to 

ensure safety. Refer to full policy when on site if positioning patients.  
  
Documentation of patient care  

1. Patient care and the use of positioning equipment should be documented on the 
intraoperative record by the circulating nurse.  
2. Documentation should include but not be limited to:  

a. Preoperative assessment with descriptions of the patient's overall skin 
condition on arrival and discharge from the perioperative suite.  
b. Preoperative assessment of ROM of joints involved in positioning.  
c. Type and location of positioning equipment/padding used.  
d. Initials/names, titles of persons involved in positioning the patient.  
e. Patient position for procedure and any change in position if 
repositioning is necessary.  
f. Postoperative assessment for injury related to position.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



Pregnancy Testing 

For additional information refer to full Policy: Pregnancy Testing in the Female Perioperative Patient in 

PolicyStat 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



Latex  

For additional information refer to full Policy: Latex Policy in PolicyStat 

 

 

 

 

 

  



Transfusion Specimen Collection and Labeling  

For additional information refer to full Policy: Transfusion Specimen Collection and Labeling Procedure in 

PolicyStat 

 

 

 

 

 

 

 

  



Transportation of Patients 

For additional information refer to full Policy: Transportation of Patients in PolicyStat 

 

 

 

 

 

 

 

 

  



Counts: Instruments and Sharps 

For additional information refer to full Policy: Counts: Instruments, Sharps and Related Miscellaneous Items in 

PolicyStat 

A. Counts are the professional responsibility of the entire surgical team: 

B. All counts, including documentation on count board, are performed visually, audibly, and concurrently by 2 persons, one of 

them being an R.N. 

C. All items counted should be individually identified and accounted for in its entirety (examples: disassembled, multiple parts, 

broken, etc.) 

D. A final count should not be considered complete until all counted items used in the procedure have been visually accounted 

for by the circulator and scrub person concurrently prior to the end of the case (see Final Count definition). 

E. Count boards will be used as the communication tool to document the patient's name, DOB, and surgical procedure, in 

addition to all sponge, sharp and miscellaneous counts items counted. 

F. Items hidden from view and/or introduced into a cavity or natural orifice will be promptly communicated by the scrub 

person to the entire surgical team and noted on the count board by the circulator. 

G. Additional counts may be done at the discretion/request of any team member. 

H. All cases with countable sponges will have an initial and final count. 

I. Sharps counts are performed on ALL procedures. 

J. Instrument counts are performed on all cases in which a major body cavity will be opened/entered or potentially opened/e

ntered. 

Steps for discrepancy 

1. RN Circulator informs the surgeon and surgical team as soon as discrepancy is identified 

2. Ask for additional personnel as necessary. 

3. Repeat the specific count (needle, sponge, instrument). 

4. Procedure suspended or slowed if patient's condition permits 

5. Visual inspection of the area surrounding the surgical field, including floor, kick buckets, linen and trash receptacles, etc. 

performed. 

6. If the missing item is located, a complete recount must be conducted for that item 

7. If there is an unresolved discrepancy, a count verification x-ray will be taken before the end of surgery/ procedure, and the 

patient leaves the OR, if the patient's condition permits 

Count documentation should be recorded in real time and include the following components. 

i. Staff members performing each count(s). In the event of down time protocol the circulator will document the initials of 

persons performing each count(s) on the downtime form. Identify the specific counts necessary for the procedure (this will 

vary based on the procedure being performed - see Table 2: Indication of Intraoperative Counts). 

Examples: 

• First initial count 

• Relief 

• Closing Count 

• Final /Skin 

• Cavity within a cavity 

• Major cavity if indicated 

• Skin Closure / Final Count 

• Additional counts as needed 

• Other 

ii. The result of the count (either incorrect or correct) 

iii. Items being intentionally left in (if any) 

iv. The physician notified (yes/no)  



Sponge Accounting  

For additional information refer to full Policy: Sponge Accounting in PolicyStat 

A. Sponges are counted during the initial setup of all procedures. 

B. All counts are performed visually, audibly, and concurrently by two persons, one of them being an R.N. 

C. Count boards will be used to document the sponge, sharp, and miscellaneous counts 

D. Depending on circumstances of the case, additional counts may be called for at the discretion of the scrub/circulating 

nurse. 

E. All counted items must remain within the OR and/or sterile field during the procedure. Linen or waste containers will not be 

removed from the OR until all counts are completed and resolved. 

F. All sponges must be separated during counts 

G. Pocketed sponge holder bags will be used for all cases requiring the use of ratec or laparotomy sponges. 

H. All raytec and laparotomy sponges will be added to the field by the count of ten. 

I. Sponge holder bags must have a back that does not allow sponges to be visualized from one bag to the next. 

J. Sponge holder bags will be loaded horizontally/bottom up with the radiopaque marker visible inside the pocket. 

K. Kick bucket liners must clearly be seen through. 

L. Each sponge holder bag must hold only one size and type of sponge. 

M. At permanent change of relief counts of sponges are done as per usual and must be physically reviewed using both visual 

and audible communication between circulating nurses. 

N. The closing count consists of: 

1. a methodical wound exam by the surgeon, 

2. verification of counts prior to closing the wound 

3. verification that closing counts are correct/incorrect. 

O. The "final accounting" is complete: 

1. After the wound is closed, dressings are on and all raytec and laparotomy sponges are off the field and in the 

sponge holder bags. 

2. The number of sponges in the holder bags must coincide with the number of sponges documented on the dry 

erase board. 

P. The primary surgeon verifies that all sponges holder slots are full (in the absence of the surgeon, the practitioner who 

closes the skin, or the anesthesiologist may do the verification) 

Q. Counted sponges intentionally used as packing in surgical wound: 

1. Record the number and types of sponges retained 

2. Record the reason for leaving the sponges in the wound 

3. Documentation of the number and type of retained sponges will be confirmed as correct by the surgeon 

4. Upon return to surgery, the previous perioperative record must be available to reconcile the number of sponges 

being removed 

5. Number and type of sponges removed will be noted in the current patient's record 

6. Sponges being removed will be isolated and not included in counts for the subsequent procedure 

7. The count on the subsequent procedure will be noted as correct after all sponges have been accounted for 

 
Documentation 

A. Count Board: 
1. Circulator records the number and type of sponges before the procedure. 
2. Circulator records items added during the procedure and includes them in subsequent counts. 
3. Additional raytec and laparotomy sponges are documented as a running total (e.g. 1010201030 either horizontal or 

vertical depending on the consensus of the institution. 
B. Intra-operative Record - Electronic Medical Record (EMR): 

 

  



Electrosurgery 

For additional information refer to full Policy: Use of Electrosurgery in Surgical Services in PolicyStat 

1. The Registered Nurse circulator will:  
a. Use clinical judgement and best-practice guidelines to determine placement of the electrosurgical 
dispersive pad, maintain safety precautions during use, and evaluate for adverse events.  
b. Perform a preoperative evaluation to identify any implantable devices and implement appropriate 
precautions for electrosurgery, including turning off the device if it is safe to do so.  

2. Documentation  
a. The circulator will document the following elements related to ESU use in the intraoperative record:  

1. Electrode site of application  
2. Name of the individual who applied the pad.  
3. In the event of an injury a skin assessment after the pad has been removed.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



Formaldehyde Awareness 

  

 

  

  



Formaldehyde Awareness 

 

Locating Safety Data Sheets 

 

  

 

 

 

 



Formaldehyde Awareness 

 

  



Laser Safety 

  

 

Hazardous Effects of Lasers 

   

 



Lasar Safety (cont) 

 

Lasar Safety (while in use) 

 

  

 

 



Lasar Safety (cont) 

Lasar Fire Safety 

 

 

 

 



Lasar Safety (cont) 

Patients Safety 

 

 

 

 

 

 

 



Lasar Safety (cont) 

Documentation 

 

 

 

 

 

  



Waste Anesthesia Gases 
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