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These orders are to be considered routine standing orders unless otherwise specified by MD.

ADMISSION DOCUMENTATION AND MEDICAL RECORDS

01: Notify my office of admission during regular business hours.

02: Place copy of standing orders on chart.

03: Obtain the following records:
a. History and Physical from all facilities visited in the past year.  (Hospitals, Nursing Homes, Rehab Facilities)

b. Discharge Summaries from all facilities visited in the past year.  (Hospitals, Nursing Homes, Rehab Facilities)

c. Office notes from the primary care physician covering the previous year of care, including all vaccination and health screening records.

CODE STATUS AND LEGAL DOCUMENTATION
04: Obtain Code Status and place on chart.  If Code Status is Unknown, patient is Full Code.

05: Obtain copies of Living Will, Medical Power of Attorney, and other pertinent legal documents.
VITAL SIGNS
06: UPON ADMISSION: Blood Pressure, Heart Rate, Respiratory Rate, Temperature, Weight, Height, and Abdominal Circumference at the level of the umbilicus.

07: QWeek: Blood Pressure, Heart Rate, Respiratory Rate, Temperature.
08: QMonth: Weight.
09: Q6Months: Height, Abdominal Circumference at the level of the umbilicus.
010: Nursing staff to obtain additional vital signs if clinically indicated.

011: If patient is on oxygen, obtain Oxygen Saturation upon admission and QWeek with additional readings as clinically indicated.

ALLERGIES
012: List all allergies and label chart appropriately.

013: Consult Nutrition if patient has food allergies.

ACTIVITY
014: PT/OT/Speech evaluation upon admission and treatment/activity level as indicated.
015: Fall precautions as indicated.
NURSING

016: Intake and Output every shift if patient is with tube feeds, indwelling catheters, and ostomy sites.
017: Skin Assessment QWeek.  Notify physician of any breakdowns and follow skin care standing orders.
018: Document all falls and consult PT/OT for evaluation after each fall.
019: If patient has diabetes, routine diabetic nail care per nurse.
020: Permacath/Portacath care per policy and procedure.
021: PICC care per policy and procedure.
022: Ostomy care per policy and procedure.
023: Feeding Tube care and change per policy and procedure
SEE NEXT PAGE
NURSING (continued)
024: Catheter care and change per policy and procedure.
025: May suction PRN
026: Oxygen cannula care and change per policy and procedure.
027: Transfer patient to ER if patient develops an acute change in status and the attending physician or medical director is not readily available, with the exception of hospice patients.  Hospice patients are not to be transferred.
DIET
028: Regular diet until evaluated by Nutrition.

029: Nutrition Consult upon admission to evaluate nutrition status and to assist with dietary and nutritional plan based upon patient’s nutritional status, medical conditions, and medications.  

030: Diet per Nutrition unless otherwise specified by Physician.

031: Consult Nutrition as indicated by significant weight gain or weight loss.
ROUTINE MEDICATIONS
032: List all current medications, dosage, and administration schedule.  Continue current medication regimen as listed.
033: May substitute generics for medications when available except for Synthroid/Levoxyl/Levothroid.
034: Consult Pharmacy for review of medications including drug-drug interaction and high-risk medications.
035: Screen for Pneumovax vaccination.  Administer upon admission if not contraindicated.
036: Screen for Influenza vaccination.  Administer upon admission if not contraindicated and administer yearly if not contraindicated.
037: Screen for Tetanus/diphtheria (Td) vaccination.  Administer upon admission if not contraindicated and administer every 10 years thereafter if not contraindicated.
PRN MEDICATIONS

Pain Medication
038: Acetaminophen 650 mg PO/PR Q4 hours PRN Pain.  Do not exceed an Acetaminophen dose of 4000mg in any 24 hour time period.
Fever Medication

039: Acetaminophen 650 mg PO/PR Q4 hours PRN Temp > 100 Degrees Fahrenheit.  Do not exceed an Acetaminophen dose of 4000mg in any 24 hour time period.
Indigestion
040: Maalox 15 cc PO Q4 hours PRN indigestion over preceding 12 hours.
Diarrhea
041: Loperamide 2mg PO PRN loose stool.  Do not exceed 16 mg in any 24 hour period of time.

042: Kaopectate 15cc PO PRN loose stool.  Do not exceed 3 doses in any 24 hour period of time.
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PRN MEDICATIONS (continued)
Acute Constipation
043: Patient may use any of the following in any order PRN complaint of constipation.
a. Milk of Magnesia 30 CC PO PRN Constipation, max 1 dose per 24 hours.

b. Dulcolax Suppository PRN Constipation, max 1 dose per 24 hours.

c. Glycerine Suppository PRN Constipation, max 1 dose per 24 hours.

d. Fleet Phosphosoda Enema PR PRN Constipation, max 1 dose per 24 hours.

044: If patient has not had bowel movement for 48 hours, institute following bowel protocol

a. Administer 1 Dulcolax Suppository.  If no BM in 12 hours, administer 1 Fleet Phosphosoda Enema.  If no BM in next 24 hours, contact physician.

045: Document when Bowel Movement occurs.

Chronic Constipation
046: If patient has chronic constipation:

a. Administer Colace 100 MG PO BID.
b. Nutrition Consult to increase fiber in diet.  May change diet as recommended, and may use supplemental fiber.

c. Document when Bowel Movement occurs.

PRN MEDICATIONS (continued)
Upper Respiratory Symptoms
047: Geritussin DM 10 cc PO Q4 PRN Cough and/or Congestion.  Max duration: 10 days every 2 months.

048: Chlorpheniramine Maleate 4MG PO Q8 PRN Rhinitis/Allergy Symptoms. Max duration 10 days every 2 months.

Chest Pain
049: Administer 81 MG Aspirin PO *1 stat if no contraindications.  Have patient chew medication.

050: Administer 0.4 mg Sublingual Nitroglycerine *1 and repeat in 5 minutes if chest pain persists.

051: Administer 2L 02 Nasal Canula Stat.

052: Transfer to ER via EMS for further evaluation with the exception of hospice patients.  Hospice patients are not to be transferred.
053: Observe Code Status.
LABORATORY
054: Fasting Labs Upon Admission: BMP, CBC, U/A, Lipid Profile
055: Fasting Labs Q6 Months: BMP, CBC

056: Hemoccult upon admission and yearly thereafter for patients older than 50 years of age.

057: Two step TB skin test upon admission with annual one step follow-up.

058: If the patient has diabetes, insulin resistance, or metabolic syndrome:
a. Obtain a Hemoglobin A1C upon admission and Q90 days

b. U/A upon admission and Q6 Months

c. Urine Microalbumin upon admission and Q6 months

d. Fasting CMP and Lipid Panel Q6 Months

e. Fasting Blood Sugar Q Week.
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TESTS AND PROCEDURES
059: Obtain Mini Mental Status Examination(MMSE) upon admission.

060: If the patient is female and over the age of 40, schedule a screening mammogram unless the patient has had breast cancer in the past, in which case contact the physician for further orders.

061: If the patient is female and over the age of 65, contact my office to schedule a DEXA scan.
062: If the patient is female and has not had a hysterectomy, contact my office to schedule a Pap Smear.

063: If the patient has had a history of any fracture in the past 5 years, contact my office to schedule a DEXA scan.

064: If the patient is a smoker, carries a diagnosis of COPD/Asthma/Emphysema, or is on chronic oxygen, contact my office to schedule Spirometry Q6 Months.

065: If the patient is a diabetic, hypertensive, or has any other heart disease, contact my office to schedule an EKG Q6 months.

066: If the patient is a diabetic, hypertensive, or has any history of eye disease, schedule an ophthalmology consultation upon admission and yearly.
MEDICATION MONITORING
067: Thyroid Medications: TSH Q6 months for patient receiving Thyroid Replacement medications.

068: Coumadin: Coagulation profile QWeek for the first 4 weeks and then QMonth.

069: Theophylline: Theophylline level Q6 months if patient is receiving Theophylline.
070: Phenobarbital: Phenobarbital level Q6 months if patient is receiving Phenobarbital

071: Valproic Acid:  Valproic Acid level and CMP Q6 months if patient is receiving Valproic Acid/Depakene/Depakote

072: Lithium: Lithium level, TSH, and Free T4 Q6 months if patient is receiving Lithium.

073: Digoxin: 
a. Digoxin level Q6 months if patient is receiving Digoxin/Lanoxin.

b. Schedule EKG at my office Q6 months if patient is receiving Digoxin.

074: Phenytoin: 
a. Phenytoin level and CMP Q6 months if patient is receiving Phenytoin/Dilantin.  
b. Schedule EKG at my office Q6 months if patient is receiving Phenytoin.
075: Tegretol: 
a. Tegretol level and CMP Q6 months if patient is receiving carbamazepine/Tegretol.

b. Schedule EKG at my office Q6 month if patient is receiving Tegretol.

076: Amiodarone: 

a. Amiodarone level, CMP, TSH, Free T4 upon admission and  Q6 months if patient is receiving Amiodarone/Coradone.  
b. Schedule EKG at my office Q6 months if patient is receiving Amiodarone.  

c. Ophthalmology Consult upon admission for formal retinal examination and PRN complaints of visual changes.

d. Contact my office upon admission to schedule EKG and Spirometry.  

e. Chest X-ray upon admission unless records indicate a chest x-ray has been taken in the past 3 months.  
f. Dietary Restrictions: No Grapefruit or Grapefruit Juice.  Consult Nutrition.

g. If patient develops respiratory symptoms, particularly cough or progressive dyspnea, order a stat Chest Xray, schedule Spirometry at my office, and contact the physician.
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MEDICATION MONITORING (continued)
077: Insulin:  Daily Fasting Blood Glucose if patient is taking any form of insulin and random blood glucose levels if clinically indicated.
078: Diuretics or Potassium Supplementation: Potassium Level Q3 months if patient is receiving diuretic therapy or potassium supplementation.

SKIN CARE
079: Superficial Cuts/Abrasions/Skin Tears
a. Cleanse the area gently with antibacterial soap.  Rinse well with water.

b. Apply occlusive dressing.

c. Check dressing Q Shift.  Leave intact.  Remove only if dislodged.

d. If wound is on the feet or toes and the patient is diabetic or has peripheral vascular disease, contact the physician.
080: Minor Cuts/Skin Tears where wound edges are not ragged and can be approximated
a. Cleanse the area gently with antibacterial soap.  Rinse well with water.

b. Apply Steri-Strips to approximate edges.

c. Change Steri-Strips PRN Soiled/Dislodged.

d. Inspect Wound Q Shift to assess for signs of infection and/or wound not healing.

e. If wound is on the feet or toes and the patient is diabetic or has peripheral vascular disease, contact the physician.

081: Small Wounds and  Wounds on Fingers or Toes
a. Cleanse the area gently with antibacterial soap.  Rinse well with water.

b. Apply Bacitracin type ointment topically if no contraindications or allergies.

c. Cover with Band-Aid type dressing

d. Change dressing BID and PRN Soiled/Dislodged.

e. If wound is on the feet or toes and the patient is diabetic or has peripheral vascular disease, contact the physician.

082: Stage 1 Decubitus Ulcers (Superficial Unopened Pressure Areas)
a. Pressure reducing mattress under body QDay when in bed.

b. Pressure reducing cushion under buttocks QDay when in chair.

c. Apply Zinc Oxide type cream BID to skin.

Consult Wound Care Nurse for further evaluation and management.
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083: Stage 2 Decubitus Ulcers (Pressure area without exudates)
a. Cleanse the area gently with antibacterial soap and rinse.

b. Cover with Duoderm type dressing.

c. Pressure reducing mattress under body QDay when in bed.

d. Pressure reducing cushion under buttocks QDay when in chair.

e. Consult Wound Care Nurse for further evaluation and management.
f. Change Dressing 2X/week and PRN

g. Report according to policy and procedure.

h. Discontinue when nursing assessment determines risk has resolved.

084: Stage 3 and Stage 4 Decubitus Ulcers
a. Consult Wound Care Nurse Stat.

b. Contact Physician Stat.

085: Report Skin Changes according to policy and procedure.

086: Discontinue Treatment when nursing assessment determines wound/risk has resolved.
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CONSULTATIONS
087: Eye Exam PRN

088: Dental Exam PRN

089: Podiatry Care PRN
END OF STANDING ORDERS
_________________________________________                                 __________________________

(Physician Signature)                                                                                 (Date)            4/12/06 Revision

