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Enhanced Recovery 

	Consultant:

Date admitted:

Admitted following:
	Patient Name:

Trust ID Number:

Date of birth:
Or attach PAS label


· Patients who develop complications should be removed from this pathway. Please record clearly the reason for withdrawal and revert to the traditional plan of care and documentation.

· Decisions regarding care remain at the discretion of the Clinician.

· Care plan documentation must reflect individualised care of your patient and include the key points mentioned in each section.

· Any communication with patient / relatives about their status, diagnosis, or plan must be documented on the communication sheet on page 3.

staff Signatures (you only need do it once)
	Print Name          
	Signature 
	Staff number 
	Designation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


document any conversations with patient or family

	Date/Time
	Who you spoke with
	Summary of conversation
	Sign & staff no

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


EVALUATION of CARE given DAY 2 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Has taken 5 ‘sigh breaths’ & cough every waking hour?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient is allowed 60mls/hour of water (use a medicine pot to measure) but all meds given IV or via jejunostomy?
	
	
	
	
	

	NG tube on free drainage & aspirated 4 hourly? Do not repass if it falls out but inform Dr
	
	
	
	
	

	Jejunostomy feeding started at 25mls an hour? See pages 35-36.
	
	
	
	
	

	Check & clean jejunostomy site with N/Saline & gauze. See pages 35-36.
	
	
	
	
	

	Careful fluid management? Excessive fluid increases incidence of post-op pulmonary complications and anastamotic oedema.
	
	
	
	
	

	Sat out for 30 minutes twice.
	
	
	
	
	

	Walked 10 metres or 30 ‘march on the spot’ steps twice a day.
	
	
	
	
	

	Referred to upper GI dietician?
	
	
	
	
	

	Remind patient to read their ERP Oesophagectomy information book. 
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >300mls/ 2 hrs, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breaths or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	
	
	

	infection

You must comment on the status of any wound, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy & fluid balance (review balance 12 hrly). Have you checked blood sugar?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence? 

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on mouth care & how hygiene needs have been met. What did you do for your comfort rounds?  

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	


EVALUATION of CARE given DAY 3 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Has taken 5 ‘sigh breaths’ & cough every waking hour?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient taught how to self-administer Tinzaparin?
	
	
	
	
	

	Patient is allowed 60mls/hour of clear fluid (use a medicine pot to measure) but all meds given IV or via jejunostomy?
	
	
	
	
	

	NG tube on free drainage & aspirated 4 hourly? Do not repass if it falls out but inform Dr
	
	
	
	
	

	Jejunostomy feeding increased to 50mls/hr as per protocol? See pages 35-36.
	
	
	
	
	

	Check & clean jejunostomy site with N/Saline & gauze. See pages 35-36.
	
	
	
	
	

	Careful fluid management? Excessive fluid increases incidence of post-op pulmonary complications and anastamotic oedema.
	
	
	
	
	

	Sat out for 60 minutes twice.
	
	
	
	
	

	Walked 20 metres or 40 ‘march on the spot’ steps twice a day.
	
	
	
	
	

	Referred to upper GI dietician?
	
	
	
	
	

	Remind patient to read their ERP Oesophagectomy information book. 
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >200mls/hr, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breathe or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	
	
	

	infection

You must comment on any wound dressing status, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy & fluid balance (review balance 12 hrly). Have you checked blood sugar?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on how hygiene needs have been met. Have they been offered a shower / hair wash?  Has independence been promoted? What have you done for your comfort rounds? Comment on mouth care.

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	


EVALUATION of CARE given DAY 4 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Remove urinary catheter at 6am unless long term
	
	
	
	
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Has taken 5 ‘sigh breaths’ & cough every waking hour?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient taught how to self-administer Tinzaparin?
	
	
	
	
	

	Has patient taken clear fluids today?
	
	
	
	
	

	NG tube on free drainage & aspirated 4 hourly? Do not repass if it falls out but inform Dr
	
	
	
	
	

	Jejunostomy feeding running as per protocol? See pages 35-36.
	
	
	
	
	

	Check & clean jejunostomy site with N/Saline & gauze. See pages 35-36.
	
	
	
	
	

	Careful fluid management? Excessive fluid increases incidence of post-op pulmonary complications and anastamotic oedema.
	
	
	
	
	

	Sat out for a minimum of 60 minutes twice.
	
	
	
	
	

	Walked 30 metres twice a day.
	
	
	
	
	

	Remind patient to read their ERP Oesophagectomy information book. 
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >200mls/hr, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breathe or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	
	
	

	infection

You must comment on any wound dressing status, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy & fluid balance (review balance 12 hrly). Have you checked blood sugar?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on how hygiene needs have been met. Have they been offered a shower / hair wash?  Has independence been promoted? What have you done for your comfort rounds? Comment on mouth care.

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	


EVALUATION of CARE given DAY 5 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Has taken 5 ‘sigh breaths’ & cough every waking hour?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient self-administering Tinzaparin?
	
	
	
	
	

	Has patient taken free fluids today?
	
	
	
	
	

	NG tube on free drainage & aspirated 4 hourly? Do not repass if it falls out but inform Dr
	
	
	
	
	

	Jejunostomy feeding running as per protocol? See pages 35-36.
	
	
	
	
	

	Check & clean jejunostomy site with N/Saline & gauze. See pages 35-36.
	
	
	
	
	

	Careful fluid management? Excessive fluid increases incidence of post-op pulmonary complications and anastamotic oedema.
	
	
	
	
	

	Sat out for a minimum of 60 minutes twice.
	
	
	
	
	

	Walked 40 metres twice a day.
	
	
	
	
	

	Remind patient to read their ERP Oesophagectomy information book. 
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >200mls/hr, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breathe or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	
	
	

	infection

You must comment on any wound dressing status, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy, fluid balance (review balance 12 hrly), appropriateness of IV fluids, oral fluid intake, nausea/vomiting.  Have you checked blood sugar? Are they drinking yet?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter or how many times they passed urine this shift. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence? 

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Do they understand their length of stay and destination on discharge? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on how hygiene needs have been met. Have they been offered a shower / hair wash? Are they in their own clothes? Has independence been promoted? How have you mobilised your patient & how far? What have you done for your comfort rounds? Comment on mouth care.

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	


EVALUATION of CARE given DAY 6 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Has taken 5 ‘sigh breaths’ & cough every waking hour?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient self-administering Tinzaparin?
	
	
	
	
	

	Has the NG tube been spigotted today at 6am today? Aspirate if nauseous.  Do not repass if it falls out but inform Dr
	
	
	
	
	

	If no nausea or aspirate <300mls was NG tube removed at 4pm?
	
	
	
	
	

	Soft, sloppy diet tolerated? Ensure board above bed clear about x6 small meals/day
	
	
	
	
	

	Jejunostomy feeding stopped
	
	
	
	
	

	Teach patient to clean jejunostomy site. See pages 35-36.
	
	
	
	
	

	Sat out for a minimum of 60 minutes twice a day.
	
	
	
	
	

	Walked 50 metres twice a day.
	
	
	
	
	

	Remind patient to read their ERP Oesophagectomy information book. 
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >200mls/hr, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breathe or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	infection

You must comment on any wound dressing status, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy, fluid balance (review balance 12 hrly), appropriateness of IV fluids, nausea/vomiting.  Have you checked blood sugar? Are they drinking yet?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter or how many times they passed urine this shift. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence? 

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Do they understand their length of stay and destination on discharge? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on how hygiene needs have been met. Have they been offered a shower / hair wash? Are they in their own clothes? Has independence been promoted? How have you mobilised your patient & how far? What have you done for your comfort rounds? Comment on mouth care.

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	


EVALUATION of CARE given DAY 7 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient self-administering Tinzaparin?
	
	
	
	
	

	Has patient had 6 small meals a day of a soft diet?
	
	
	
	
	

	Supervise patient cleaning jejunostomy site. See pages 35-36.
	
	
	
	
	

	Sat out for a minimum of 60 minutes twice a day.
	
	
	
	
	

	Walked 60 metres twice a day.
	
	
	
	
	

	Is patient for discharge today?
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >200mls/hr, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breathe or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	


	infection

You must comment on any wound dressing status, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy, fluid balance (review balance 12 hrly), dietary intake, nausea/vomiting.  Have you checked blood sugar?  

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter or how many times they passed urine this shift. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence? 

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Do they understand their length of stay and destination on discharge? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on how hygiene needs have been met. Have they been offered a shower / hair wash? Are they in their own clothes? Has independence been promoted? How have you mobilised your patient & how far? What have you done for your comfort rounds? Comment on mouth care.

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	


EVALUATION of CARE given DAY 8 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Has taken 5 ‘sigh breaths’ & cough every waking hour?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient self-administering Tinzaparin?
	
	
	
	
	

	Has patient had 6 small meals a day of a pureed diet?
	
	
	
	
	

	Supervise patient cleaning jejunostomy site. See pages 35-36.
	
	
	
	
	

	Sat out for a minimum of 60 minutes twice a day.
	
	
	
	
	

	Walked 70 metres twice a day.
	
	
	
	
	

	Is patient for discharge today?
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >200mls/hr, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breathe or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	


	infection

You must comment on any wound dressing status, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy, fluid balance (review balance 12 hrly), appropriateness of IV fluids, nausea/vomiting.  Have you checked blood sugar? Are they drinking yet?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter or how many times they passed urine this shift. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence? 

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Do they understand their length of stay and destination on discharge? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on how hygiene needs have been met. Have they been offered a shower / hair wash? Are they in their own clothes? Has independence been promoted? How have you mobilised your patient & how far? What have you done for your comfort rounds? Comment on mouth care.

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	


EVALUATION of CARE given DAY 9 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Has taken 5 ‘sigh breaths’ & cough every waking hour?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient self-administering Tinzaparin?
	
	
	
	
	

	Has patient had 6 small meals a day of a pureed diet?
	
	
	
	
	

	Supervise patient cleaning jejunostomy site. See pages 35-36.
	
	
	
	
	

	Sat out for a minimum of 60 minutes twice a day.
	
	
	
	
	

	Walked 80 metres twice a day.
	
	
	
	
	

	Is patient for discharge today?
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >200mls/hr, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breathe or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	


	infection

You must comment on any wound dressing status, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy, fluid balance (review balance 12 hrly), appropriateness of IV fluids, nausea/vomiting.  Have you checked blood sugar? Are they drinking yet?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter or how many times they passed urine this shift. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence? 

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Do they understand their length of stay and destination on discharge? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on how hygiene needs have been met. Have they been offered a shower / hair wash? Are they in their own clothes? Has independence been promoted? How have you mobilised your patient & how far? What have you done for your comfort rounds? Comment on mouth care.

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	


EVALUATION of CARE given DAY 10 POST-op
	Date:


	Day nurse:      
	Night Nurse:      


	ERP GOALS
	Day
	Night
	Initials

	
	Yes
	No
	Yes
	No
	

	Is dynamic pain score <4/10? If not speak to pain team or on call anaesthetist
	
	
	
	
	

	Incentive spirometry performed?
	
	
	
	
	

	Has taken 5 ‘sigh breaths’ & cough every waking hour?
	
	
	
	
	

	Wearing anti-embolism socks unless contra-indicated?
	
	
	
	
	

	Patient self-administering Tinzaparin?
	
	
	
	
	

	Has patient had 6 small meals a day of a pureed diet?
	
	
	
	
	

	Supervise patient cleaning jejunostomy site. See pages 35-36.
	
	
	
	
	

	Sat out for a minimum of 60 minutes twice a day.
	
	
	
	
	

	Walking around ward twice a day.
	
	
	
	
	

	Is patient for discharge today?
	
	
	
	
	


	CAPACITY ASSESSMENT
You MUST comment on your patient’s capacity? Can they consent to their care? Have you escalated capacity concerns to nurse in charge & Drs? Is the patient specialed? Is the patient compliant with care & medication?

	Day
	 
	Initial

	
	 
	

	Night
	 
	Initial

	
	
	

	RESPIRATORY FUNCTION & cardiovascular status

You MUST comment on NEWS if more than 4, cardiovascular status, target sats, oxygenation issues, and CCOT referral/review. Have you escalated to nurse in charge and medical staff? If so what action was taken? Use SBAR tool if necessary. Drains: Type of drainage/patency/colour. Document chest drain & drain output on fluid balance chart & chest drain chart, if >200mls/hr, fresh blood or chyle report to Dr.  

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	Patient comfort

You MUST comment on action taken if patient has not been comfortable enough to deep breathe or mobilise, pain has been uncontrolled or you have involved the pain team or doctors.  What type of analgesia are they having?

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	


	infection

You must comment on any wound dressing status, including drain sites. If temperature 38 or above this has been escalated. You must elaborate, including Sepsis 6 triggers. State if blood cultures taken.

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	nutrition and fluid balance

You MUST comment on jejunostomy, fluid balance (review balance 12 hrly), appropriateness of IV fluids, nausea/vomiting.  Have you checked blood sugar? Are they drinking yet?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	micturition  &  catheters
You MUST comment on urine output via catheter or how many times they passed urine this shift. Do they have an AKI? Have you done a urinalysis for urinary symptoms? How have you managed incontinence? 

	Day
	 
	Initial

	
	 
	

	Night
	
	Initial

	
	
	

	bowels & stomas
Have you updated Bristol stool chart even if BNO. Have they passed flatus?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hospital stay & diagnosis
You MUST comment on your patient’s day, how they are sleeping, being stimulated, their general wellbeing, mood, compliance to care plan. Have they had visitors? State how you have supported them? Do they understand their length of stay and destination on discharge? Have you updated your discharge planner?

	Day
	 
	Initial

	
	
	

	Night
	
	Initial

	
	
	

	hygiene, skin integrity and  complications of being in bed
You MUST comment on how hygiene needs have been met. Have they been offered a shower / hair wash? Are they in their own clothes? Has independence been promoted? How have you mobilised your patient & how far? What have you done for your comfort rounds? Comment on mouth care.

	Day
	 
	Initial

	
	
	

	
	
	

	Night
	
	Initial

	
	
	

	
	
	


EVALUATION OF CARE GIVEN (CONTINUED)  

	Date & time
	          
	Initial & 

staff no

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


EVALUATION OF CARE GIVEN (CONTINUED)  

	Date & time
	          
	Initial & 

staff no

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Feeding jejunostomy PROTOCOL

	Weight in kg:

	Fluid requirements in 24 hours:


· Refer to BSUH enteral tube after care sheets for specific tube care guidelines

· Raise the head of the bed to 30 degrees during feeding and for  ½-1 hour after feeding

· Please use sterile water for all water flushes and flush 30mls sterile water pre and post 

      medication 

· While feeding running, cover site with Tegaderm & change every 3 days or sooner if soiled

· Use a new giving set, bag of feed or water container every 24 hours
· IV fluids may well be required to meet fluid requirements in addition to sterile water flushes as per drug chart
· If the patient does not tolerate the feed please decrease the feed to a rate that was previously 

             tolerated and contact your ward dietitian

· All Nutrison feeds except Nutrison Soya contain Fish Oils. If this patient is a vegetarian                                                                                                      and objects to the use of fish oils please feed using Nutrison Soya unless contraindicated

· If concerned regarding refeeding risk contact dieticians and follow BSUH protocol
	Date/Day
	Feed
	Volume (ml)
	Rate (ml/hr)
	No. of Hours
	Rest Period
	Comments

(additional fluid/flushes)

	Day 2 post-op 


	NUTRISON (1.0kcal.ml) 


	600
	25
	24
	0
	Flush with _____mls of sterile water pre & post feed

 

	Day 3 post-op 

 
	NUTRISON (1.0kcal.ml) 


	1200
	50
	24
	0
	Flush with _____mls of sterile water pre & post feed



	
	
	
	
	
	
	Flush with _____mls of sterile water pre & post feed

Feed from ______hours until  _______ hours




	Dietician name:
	Bleep number:




jejunostomy care 

· While feeding running, cover site with Tegaderm & change every 3 days or sooner if soiled.

· Dressings are not recommended for long term use so once feeding stopped expose jejunostomy entry site.
· Coil tubing to the side of the entry site & cover with a Grip-Lok (found in top drawer in office). 

· The Grip-Lok is applied in the same way as the NG fixators.
· The Grip-Lok should be changed every 7 days.

· Clean entry site daily with saline soaked gauze & dry.

PLANNING FOR discharge

· Advise the patient that in the community the patient should use a cup of cooled boiled water with a pinch of salt added.

· Ensure Grip-Lok correctly applied & patient is happy with cleaning the entry site

· Inform dietician of day of discharge
· Give patient x20 packets of 5x5  gauze
· Give patient x2 spare Grip-Loks

Emma Fear – January 2018
Enhanced recovery
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