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Date: 
 CBC c̄ diff  BMP  CMP  INR/PT  PTT  Calcium  Mg  Phosphorus 
 Pre-albumin  SED rate  UA  Fasting Lipid Profile  Homocystine Level  EKG (12 Lead)  Echo 
 Hypercoagulable Profile (Protein C, Protein S, Antithrombin III, Lupus Anticoagulation Screen (LAC), Anticardiolipin Antibodies) 
 Chest X-ray  Head CTA  Carotid Duplex  Cerebral Ateriogram  TEE 
 Head CT Scan:  c̄ contrast  s̄ contrast  MRA neck vessels:   with  without gadolinium 
 MRI Brain:  with  without gadolinium  MRA cerebral vessels:  with  without gadolinium 
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Blood glucose level on arrival to unit & repeat in 4h.  If > 120 mg/dl, see admission orders. 
Tylenol prn temperature >  ° (see MAR) 
Discontinue anticoagulants. 
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Notify physician if expected pain relief not obtained. 
Bedrest c̄ HOB ↑ ° Precautions: 
NIHSS on admission & q̄ 24h. Quiet private room. 

SCD hose Visitor limitation. 
Glascow Coma Scale q̄1h. Subdued lights. 
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Neurochecks q̄1h & prn.  Notify physician of any changes. No rectal stimulation. 
VS c̄ SpO2 q̄1h & prn or if on vasopressors: VS q̄15 minutes & prn. 
Check c̄ physician re: BP limits:  

Cardiac monitor. Suction canister/tubing/Yaunker change due:   
CVP parameters:  
CVP readings: q̄1h q̄2h q̄4h 

If SpO2 ≤ 90%:  O2/NC:  2-4 L/min & notify physician. 
O2:  NC 1pm.  % CAG Mask. 

Vent settings:  Mode:  FiO2:  TV:  Rate:  PEEP:  PS:  
 

C
A

R
D

IO
V

A
S

C
U

L
A

R
 

R
E

S
P

IR
A

T
O

R
Y

 

DVT prophylaxis screening completed if intubated:  Initials/Date   /   
NPO until bedside dysphagia screen by nurse.  If failed test →  NPO until swallowing study done by speech therapist. 

Notify physician/speech therapy if dysphagia screen positive. [              ]     
Diet: NPO Clear liquids Other  

Tube feeding:  at  ml/h. 
 Check gastric residual prior to administration of tube feeding. 

IV:  at  ml/h 
   at  ml/h. 
Accurate I & O. 
Void/Cath: Foley (Foley inserted: ) 
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PUD prophylaxis requested if intubated:  Initials/Date   /   
Turn side to side q̄2h: Self c̄ assist 
Therpeutic mattress  Air mattress 
Complete bath 
Oral care q̄2h.  (Use soft toothbrush or PlacVac t.i.d.) 
Skin care q̄2h & prn. 

Braden Scale 19-23: low risk, continue to observe q̄24h & prn.    
Braden Scale 12-18 Preventative skin care:     

     
Braden Scale 6-11, notify Skin Team & implement preventative skin care:      
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If breakdown present, notify Skin Team & implement Skin Care Progress Record.    
Discuss plan of care c̄ pt/SO 
Support pt/SO prn & allow verbalization. 
Maintain frequent contact c̄ family. 
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Notify and/or explain any changes to SO  Management rounds ______________________________________ 
Instruct: ICH disease process, plan of care, procedures, treatments, medication, visiting hours & policy to pt/SO 
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Instruct: Pain management to pt/SO Give Pain brochure to pt/SO  (if not done).  [             ] 
Social Services for family/financial assistance. Neuropsych consult: Dr.   
Clinical Nutrition  Stroke Education 
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Pastoral Care: Spiritual assessment & plan of action.  Smoking Education 
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FALL RISK ASSESSMENT 
3 – Previous Falls (recent history). 
3 – Disoriented/confused/combative. 
2 – Impaired mobility. 
2 – Taking narcotic analgesics/hypnotics/sedatives. 
2 – Impaired eyesight. 
1 – Taking diuretics, laxatives. 
1 – Orthostatic hypotension. 
1 – Over 80 years, under 3 years. 
1 – Surgery/special procedure in last 24h. 
1 – Impaired hearing. 

5-7 Moderate Risk 
8 and greater - High Risk 

BRADEN SCALE 
 
Sensory Perception Moisture 
 1 – Completely limited 1 – Constantly moist 
 2 – Very limited 2 – Very moist 
 3 – Slightly limited 3 – Occasional moist 
 4 – No impairment 4 – Rarely moist 
 
Activity Nutritional Status 
 1 – Bedfast 1 – Very poor 
 2 – Chairfast 2 – Probably inadequate 
 3 – Walks occasionally 3 – Adequate 
 4 – Walks frequently 4 – Excellent 
 
Mobility Friction & Sheer 
 1 – Completely mobile 1 – Problems 
 2 – Very limited 2 – Potential problem 
 3 – Slightly limited 3 – No apparent problem 
 4 – No limitations  
 

GLASCOW COMA SCALE 
4 Spontaneous  
3 To Voice  
2 To Pain  

EYE 
OPENING 

1 None  
5 Oriented  
4 Confused  
3 Inappropriate  
2 Incomprehensible  

VERBAL 
RESPONSE 

1 None  
6 Obeys Commands  
5 Localize  
4 Withdrawals  
3 Flexion Decorticate  
2 Extension Decerebrate  

MOTOR 
RESPONSE 

1 None  
INTEGUMENTARY 

 

  
ANTERIOR POSTERIOR 

1 – Abrasion 8 – Fracture/Deformity 
2 – Amputation 9 – Hematoma 
3 – Burn 10 – Incision 
4 – Cast 11 – Laceration 
5 – Contusion 12 – Loss of Sensation 
6 – Crepitus 13 – Stab & Puncture 
7 – Edema Wound 

 
 
 
 

  DATE: / / 
Pain Level (0-10)     
Pain/anxiety not interfering c̄ ADL/sleep. 
 
 
 

Numeric FLACC FACES 
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Pain level p̄ interventions (Time/1-10)     
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Neurological status same or improved.  No S/S 
of ↑↑↑↑  ICP/Vasospasm.  Arouses to verbal, 
tactile, painful stimuli.  Oriented to person, place, 
time.  Speech clear, appropriate.  PERL.  EOM’s, 
blink, corneal intact.  Face symmetrical.  Tongue 
& trach midline.  Swallow & gag intact.   
Grips (=).  Push/pull (=).  No arm drift.  
Dorsiplantar flexion (=).  MAE CSP.  Sensation 
intact.  No nuchal rigidity or photophobia. 
 
FRA NIHSS GCS:   GCS:   
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VS within parameters. 
Skin warm & dry.  Normal color.  Heart tones 
audible, S1, S2, regular rhythm & rate.  Peripheral 
pulses palpable.  No calf tenderness. 
Monitor: NSR. 
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SpO2 ≥ 90%. 
Respirations unlabored. 
Breath sounds clear all lung fields.  Clear sputum. 
Non-productive cough. 
O2 as per pathway. 

See RT flow sheet for vent settings. 
IS goal:   Achieved:   Achieved:  
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N/V controlled. 
NPO.   
Abdomen soft, non-tender c̄ audible bowel 
sounds. 
Tube placement checked c̄ air bolus auscultation.  
Irrigates easily. 
Last BM:       
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 Output ≥ 30ml/h or ≥ 240ml/8h. 
Foley patent c̄ clear, yellow/amber urine. 
No peripheral edema. 
 
IV No drainage or redness.   No IV. 
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Skin intact, non-reddened.   
 
 
  
 
 Braden Scale:   
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Pt/SO states understanding of care provided & 
demonstrates satisfaction.  Appearance, 
behavior, verbalization appropriate to situation.  
Questions answered & emotional support 
provided.   

T
E

A
C

H
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Pt/SO stated understanding of care provided.  
States understanding of ICH process, 
treatments, & procedures.  Anxiety, language, 
sensory or cognitive deficits of pt/ SO not 
interfering c̄ ability to learn.  Questions answered 
& emotional support provided.   
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 1 Paged in hospital 5 DX report called 
2 Paged per service 6 Report faxed 
3 Office contact 7 Physician contact 
4 Home contact 8 Physician present 
 *Physician order   

Assessment unchanged except as noted: 
 
 A
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0700-1500/1900: Assessed q̄ & prn. 
1500/1900: Assessed q̄ & prn. 
1500/2300: Assessed q̄ & prn.  

 TIME  CODE 
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BOLD Parameters Represent Progress Markers 
 Findings according to printed parameters. 
 Per written description in previous time frame. 

| Not assessed at this time. 
DATE: / / / / / / 
            
 
 
 

     

            
 
 
 
 
 
 
 
 
GCS:  GCS:  GCS:  GCS:  GCS:  GCS:  
 
 
 
 
 
 

     

 
 
 
 
 
Achieved:  Achieved:  Achieved:  Achieved:  Achieved:  Achieved:  
 
 
 
 
 

     

            
 
 
 
 
 
 

     

 
 
 
 
 
 

     

 
 
 
 
 

     

 
 
 
 
 

     

            
 
 
 
 

     

1900-2300: Assessed q̄   & prn. Assessment unchanged except as noted:   
1900-0700: Assessed q̄   & prn. Assessment unchanged except as noted:   
2300-0700: Assessed q̄   & prn. Assessment unchanged except as noted:   
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Date: 11-7 7-3 3-11   
Tests Completed      

Labs called/faxed      

     MESSAGES 
 To whom:     

T
E

S
T

S
 

 Time:     

ID bracelet ’ed      
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Allergy bracelet ’ed      

Bedrest      

Bed ↓ /# of SR ↑       

4 SR ↑ : A,B,C,D,E      
[A] Secondary to meds  [B] Post-op  [C] Positioning [D] ↓  LOC [E]Pt’s request   

Precautions      

Glascow Coma Scale     INTRAVASCULAR 
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Neuro ’s     

SCD hose     

O2     

ET/NT tube at  cm     

ET/NT tube R/L nare     

Suction     T
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Suction canister/tubing/Yaunker ’d                      

Diet                      

IV ’ed q̄2h                      

Aspiration precautions:                      

                       

Tube placement                      

Tube irrigation                      

Gastric residual                      
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Foley Cath Care                      

Oral care q̄2h (c̄ soft toothbrush t.i.d.)                      

Turn                      

Therapeutic mattress                      

Air mattress     

Bath       
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Personal hygiene     

Plan of care discussed     
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Teaching     

Review Patient Pathway     

Resource Person/Care Rev’d by     
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Site: Site Number  Infusion/Line Status 
 RH-Right Hand  Number-Location IP - Infusion Plug 
 LH-Left Hand  Letter-port C - Capped 
 RW-Right Wrist A - Medical CL - Clotted 
 LW-Left Wrist B - Proximal B - Brisk 
 RFA-Right Forearm C - Distal S - Sluggish 
 LFA-Left Foream SP - Side Port I - Infusing 
 RUA-Right Upper Arm   CFD – Cont.  
 LUA-Left Upper Arm    Infusion Device 
 RSC-Right Subclavian Distal Site Status 
 LSC-Left Subclavian N - Normal (no Redness, Wave Status 
 RJ-Right Jugular Edema, or Drainage) N - Normal 
 LJ-Left Jugular P - Puffy D - Dampened 
 RF-Right Femoral R - Reddened PW - Pulmonary Wedge
 LF-Left Femoral D - Discontinued   
 RART-Right Arterial S - Started  Dressing 
 LART-Left Arterial  D - Dry 
 RSG-Right Swanganz  I - Intact 
 LSG-Left Swanganz   C - Changed 

    11-7 7-3 3-11 

Observe for development of complications as identified on Nursing Addendum & Overlays.    
Assess daily for fall risk, confusion, disorientation, weakness.  Use safety precautions & document additional specifics on 
Nursing Addendum. 

   

If documented Vasospasm, place on Vasospasm detour.    

If scheduled for surgery, place on Crani pathway post-op.    
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Date: 
CBC BMP CMP  
Other:  

 T
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Monitor for pain & medicate as ordered by physician.  
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Notify physician if expected pain relief not obtained. 
Bedrest c̄ HOB 30°  Precautions: 
Activities c̄ assist.  Quiet private room. 
NIHSS q̄ 24h. Visitor limitation. 
Glascow Coma Scale q̄2h. Subdued lights. 

N
E

U
R

O
L

O
G

IC
A

L
 

M
U

S
C

U
L

O
-

S
K

E
L

E
T

A
L

 

Neurochecks q̄1h & prn.  Notify physician of any changes. No rectal stimulation. 
VS & SpO2 q̄1h & prn or if on vasopressors: VS q̄15 minutes & prn. 
Cardiac monitor.    Suction canister/tubing/Yaunker change due:  
BP limits:  

CVP parameters:  
CVP readings: q̄1h q̄2h q̄4h 

Maintain SpO2 ≤ 90%. 
O2:  NC 1pm.  % CAG Mask. 

Vent settings:  Mode:  FiO2:  TV:  Rate:  PEEP:  PS:  
Vent setting changes:    

SCD hose 
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DVT prophylaxis screening completed if intubated:  Initials/Date   /   
Diet:  NPO NPO until swallowing study done by speech therapist. Regular Other:  
Aspiration precautions        

Tube feeding:  at  ml/h. 
 Check gastric residual prior to administration of tube feeding. 

IV:  at  ml/h 
   at  ml/h. 
Accurate I & O. 
Void/Cath: Foley (Check c̄ physician q̄72h re: Foley.  Foley inserted: ) 
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PUD prophylaxis requested if intubated:  Initials/Date   /   
Turn side to side q̄2h: Self c̄ assist 
Therpeutic mattress  Air mattress 
Complete bath 
Oral care q̄2h.  (Use soft toothbrush or PlacVac t.i.d..) 
Skin care q̄2h & prn. 

Braden Scale 19-23: low risk, continue to observe q̄24h & prn. 
Braden Scale 12-18 Preventative skin care:  

  
Braden Scale 6-11, notify Skin Team & implement preventative skin care:   
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If breakdown present, notify Skin Team & implement Skin Care Progress Record. 
Discuss plan of care c̄ pt/SO 
Support pt/SO prn & allow verbalization. 
Maintain frequent contact c̄ family. P
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Y
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Notify and/or explain any changes to SO  Management rounds ____________________________________ 
Review care c̄ pt/SO 
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Social Services  Physical Therapy Rehab consult: Dr.   
Clinical Nutrition Occupational Therapy TCU Evaluation 
Neuropsych consult:  Dr.   Speech Therapy Home Health Care Referral 
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Pastoral Services: Follow-up prn:   Stroke Education 
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FALL RISK ASSESSMENT 
3 – Previous Falls (recent history). 
3 – Disoriented/confused/combative. 
2 – Impaired mobility. 
2 – Taking narcotic analgesics/hypnotics/sedatives. 
2 – Impaired eyesight. 
1 – Taking diuretics, laxatives. 
1 – Orthostatic hypotension. 
1 – Over 80 years, under 3 years. 
1 – Surgery/special procedure in last 24h. 
1 – Impaired hearing. 

5-7 Moderate Risk 
8 and greater - High Risk 

BRADEN SCALE 
 
Sensory Perception Moisture 
 1 – Completely limited 1 – Constantly moist 
 2 – Very limited 2 – Very moist 
 3 – Slightly limited 3 – Occasional moist 
 4 – No impairment 4 – Rarely moist 
 
Activity Nutritional Status 
 1 – Bedfast 1 – Very poor 
 2 – Chairfast 2 – Probably inadequate 
 3 – Walks occasionally 3 – Adequate 
 4 – Walks frequently 4 – Excellent 
 
Mobility Friction & Sheer 
 1 – Completely mobile 1 – Problems 
 2 – Very limited 2 – Potential problem 
 3 – Slightly limited 3 – No apparent problem 
 4 – No limitations  
 

GLASCOW COMA SCALE 
4 Spontaneous  
3 To Voice  
2 To Pain  

EYE OPENING 

1 None  
5 Oriented  
4 Confused  
3 Inappropriate  
2 Incomprehensible  

VERBAL 
RESPONSE 

1 None  
6 Obeys Commands  
5 Localize  
4 Withdrawals  
3 Flexion Decorticate  
2 Extension Decerebrate  

MOTOR 
RESPONSE 

1 None  
INTEGUMENTARY 

 

  
ANTERIOR POSTERIOR 

1 – Abrasion 8 – Fracture/Deformity 
2 – Amputation 9 – Hematoma 
3 – Burn 10 – Incision 
4 – Cast 11 – Laceration 
5 – Contusion 12 – Loss of Sensation 
6 – Crepitus 13 – Stab & Puncture 
7 – Edema Wound 

 

 
 
 
 

  DATE: / / 
Pain Level (0-10)     
Pain/anxiety not interfering c̄ ADL/sleep. 
 
 
 

Numeric FLACC FACES 
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Pain level p̄ interventions (Time/1-10)     
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Neurological status same or improved.  No S/S 
of ↑↑↑↑  ICP/Vasospasm.  Arouses to verbal, 
tactile, painful stimuli.  Oriented to person, place, 
time.  Speech clear, appropriate.  PERL.  EOM’s, 
blink, corneal intact.  Face symmetrical.  Tongue 
& trach midline.  Swallow & gag intact.   
Grips (=).  Push/pull (=).  No arm drift.  
Dorsiplantar flexion (=).  MAE CSP.  Sensation 
intact.  No nuchal rigidity or photophobia. 
 
FRA  NIHSS GCS:   GCS:   

C
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R
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VS within parameters. 
Skin warm & dry.  Normal color.  Heart tones 
audible, S1, S2, regular rhythm & rate.  Peripheral 
pulses palpable.  No calf tenderness. 
Monitor: NSR. 
 

  

R
E
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P
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A
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O
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SpO2 ≥ 90%. 
Respirations unlabored. 
Breath sounds clear all lung fields.  Clear sputum. 
Non-productive cough. 
O2 as per pathway. 

See RT flow sheet for vent settings. 
IS goal:   Achieved:   Achieved:  

  G
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N/V controlled. 
NPO.   
Abdomen soft, non-tender c̄ audible bowel 
sounds. 
Tube placement checked c̄ air bolus auscultation.  
Irrigates easily. 
Last BM:       

F
L

U
ID

 
B

A
L

A
N

C
E
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V

 Output ≥ 30ml/h or ≥ 240ml/8h. 
Foley patent c̄ clear, yellow/amber urine. 
No peripheral edema. 
 
IV No drainage or redness.   No IV. 
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Skin intact, non-reddened.   
 
 
  
 
 Braden Scale:   

P
S

Y
C

H
O

 
S

O
C
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Pt/SO states understanding of care provided & 
demonstrates satisfaction.  Appearance, 
behavior, verbalization appropriate to situation.  
Questions answered & emotional support 
provided.   

T
E

A
C

H
IN

G
 

Pt/SO stated understanding of care provided.  
States understanding of ICH process, 
treatments, & procedures.  Anxiety, language, 
sensory or cognitive deficits of pt/ SO not 
interfering c̄ ability to learn.  Questions answered 
& emotional support provided.   

    

P
H

Y
S

IC
IA

N
 

C
O

M
M

E
N

T
S

 1 Paged in hospital 5 DX report called 
2 Paged per service 6 Report faxed 
3 Office contact 7 Physician contact 
4 Home contact 8 Physician present 
 *Physician order   

Assessment unchanged except as noted: 
 
 A

S
S

E
S

S
  

0700-1500/1900: Assessed q̄ & prn. 
1500/1900: Assessed q̄ & prn. 
1500/2300: Assessed q̄ & prn.  

 TIME  CODE 
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BOLD Parameters Represent Progress Markers 
 Findings according to printed parameters. 
 Per written description in previous time frame. 

| Not assessed at this time. 
DATE: / / / / / / 
            
 
 
 

     

            
 
 
 
 
 
 
 
 
GCS:  GCS:  GCS:  GCS:  GCS:  GCS:  
 
 
 
 
 
 

     

 
 
 
 
 
Achieved:  Achieved:  Achieved:  Achieved:  Achieved:  Achieved:  
 
 
 
 
 

     

            
 
 
 
 
 
 

     

 
 
 
 
 
 

     

 
 
 
 
 

     

 
 
 
 
 

     

            
 
 
 
 

     

1900-2300: Assessed q̄   & prn. Assessment unchanged except as noted:   
1900-0700: Assessed q̄   & prn. Assessment unchanged except as noted:   
2300-0700: Assessed q̄   & prn. Assessment unchanged except as noted:   



 DIAGNOSIS: NON-TRAUMATIC INTRACRANIAL HEMORRHAGE 
 LEVEL II: ICU 
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Clinical Pathways do not represent a standard of care.  They are guidelines which may be modified according to the individual patient’s needs. 
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Date: 11-7 7-3 3-11   
Tests Completed      

Labs called/faxed      

     MESSAGES 
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Allergy bracelet ’ed      

Bedrest      

Bed ↓ /# of SR ↑       

4 SR ↑ : A,B,C,D,E      
[A] Secondary to meds  [B] Post-op  [C] Positioning [D] ↓  LOC [E]Pt’s   

Precautions      

Glascow Coma Scale     INTRAVASCULAR 
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Suction canister/tubing/Yaunker ’d                      

Assisted c̄ feeding                      

IV ’ed q̄2h                      

Aspiration precautions:                      

                       

                       

Tube placement ’ed                      

Tube irrigation                      

Gastric residual                      
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Foley Cath Care                      

Oral care q̄2h                      

Turn                      

Therapeutic mattress                      

Air mattress                      

Bath       
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Personal hygiene     

Plan of care discussed     
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Review Patient Pathway     

Resource Person/Care Rev’d by     
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Site: Site Number  Infusion/Line Status 
 RH-Right Hand  Number-Location IP - Infusion Plug 
 LH-Left Hand  Letter-port C - Capped 
 RW-Right Wrist A - Medical CL - Clotted 
 LW-Left Wrist B - Proximal B - Brisk 
 RFA-Right Forearm C - Distal S - Sluggish 
 LFA-Left Foream SP - Side Port I - Infusing 
 RUA-Right Upper Arm   CFD – Cont. Infusion 
 LUA-Left Upper Arm    Device 
 RSC-Right Subclavian Distal Site Status 
 LSC-Left Subclavian N - Normal (no Redness, Wave Status 
 RJ-Right Jugular Edema, or Drainage) N - Normal 
 LJ-Left Jugular P - Puffy D - Dampened 
 RF-Right Femoral R - Reddened PW - Pulmonary Wedge
 LF-Left Femoral D - Discontinued   
 RART-Right Arterial S - Started  Dressing 
 LART-Left Arterial  D - Dry 
 RSG-Right Swanganz  I - Intact 
 LSG-Left Swanganz   C - Changed 

    11-7 7-3 3-11 

Observe for development of complications as identified on Nursing Addendum.    
Assess daily for fall risk, confusion, disorientation, weakness.  Use safety precautions & document additional specifics on 
Nursing Addendum. 

   

If documented Vaspspasm, place on Vasospasm detour.    M
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If scheduled for surgery, place on Crani pathway.    
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