Example form

	Ophthalmology Department

	Squint Surgery Care Pathway

	

	

	Consultant:                                           /  Other  – Please Specify:

	

	Patient’s

Next of Kin:    ___________________

Address:        ___________________

                      ___________________

                      ___________________

Contact

Number:        ___________________


	Patient’s

Contact Number:        ________________

Occupation / School:  ________________

Religion:                     ________________  

	
	

	Planned Operation

	Date placed on waiting list:         _______________________________________

	

	Pre-assessment Date:         _______________________________________

	

	Surgery Date:                      _______________________________________

	

	Post-Op Date:                      _______________________________________

	

	

	Discharge Plan – to be confirmed on admission

	Home Situation


	Accommodation:          _________________________________

Household members:   _________________________________

Supervisors:                 _________________________________

	Transport Home:

                           
	Contact Arrangements:

                                    

	

	Assessment Nurse: (Signature)…………………………………………..         Designation……………...

	
	          (Print Name)…………………………………………   
	Date:…………Time…….

	Admitting Nurse:      (Signature)  .........................................................         Designation….................

	
	          (Print Name) ………………………………………..


	Date:…………Time…….




	History

	

	

	

	


	Family History
	

	
	

	
	


	Past Ophthalmic History and Surgery
	

	
	

	
	

	
	


	Previous non – ophthalmic surgery / G.A.

	

	

	


	Refraction & Fundoscopy
	

	
	

	
	

	Date of last refraction
	


	Past Medical History
	

	Medication
	BMI (if above 30)

	
	

	
	Allergies

	
	

	
	

	Investigations
	ECG
	Blood Tests


	Risk Factors
	

	Are there any additional risk factors present
	Yes / No

	If so, please specify
	

	
	

	Emotional Support / Anxiety Level
	Additional Support required   Y / N

	
	


	Information
	NBM Instructions Given

	
	Leaflets Given        



	Pre-op Orthoptic Assessment

         Date:                                                         

	

	Sensory Assessment

	

	Fixation

	

	Central
	Central

	Steady
	Steady

	Maintained
	Maintained

	
	

	
	

	Acuity

	
	Right
	
	Left
	
	
	
	

	
	
	Unaided
	
	
	Keeler
	
	

	
	
	
	
	
	Cardiff card
	
	

	
	
	Glasses / CL’s
	
	
	Kay’s pics
	
	

	
	
	
	
	
	S/G Singles
	
	

	
	
	Near
	
	
	Snellens
	
	

	
	
	
	
	
	
	

	
	B.v.a
	Distance
	Near
	
	
	
	

	
	With glasses
	
	
	
	
	
	

	
	Without glasses
	
	
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	
	
	
	
	
	

	
	STEREOPSIS
	
	FUSION RANGE
	
	20∆ BO PRISM
	
	OTHER
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	

	
	
	
	

	Motor Assessment

	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	

	

	Near 
	
	CHP
	
	Torsion
	
	Tilt

	
	
	
	
	
	
	


	Post-Op Diplopia Test




	Other Tests / Comments



	

	

	
	

	
	

	Expected Outcome                                                 Cosmetic /  Functional
	

	
	

	
	

	Risks Explained to Patient / Parent


	Yes / No

	Post - Op Diplopia
	Yes / No

	Risk of Under / Over correction
	Yes / No

	Adjustable sutures explained
	Yes / No / NA 

	Need for further operation(s)

Remote risk of visual loss
	Yes / No

Yes / No



	

	Planned Procedure and Comments

	

	

	

	

	

	

	

	

	

	

	

	Signature:       …………………………………………..

Print Name:   ………………………………………
	Date ……………Time……….

Designation: ………………….


	


	T.C.I Date:

	
	

	Planned Surgery:

	

	
	

	Pre-operative Observations
	

	BP
	Pulse

	Temperature
	Glucostix

	Weight
	Bloods

	ECG
	Other health problems (e.g. MRSA status)

	* Please Recheck On Admission
	

	
	

	Pre-operative Checklist
	

	
	

	ID bands x2


	 

	Notes and Addressographs


	

	ECG           

                
	

	Bloods


	

	Consent signed and attached


	

	Pre-medication


	

	Regular Medication 


	    Yes/No/ Na

	Allergies


	    Yes/No

	Nil by Mouth; Food and Drink 


	    From ………….

	Pre-op Preparation:

     Jewellery; body piercing; test bed


	

	Removal of prostheses:

     Hearing aid; Dentures; Caps/crowns; 

     Contact lenses


	

	Other


	
	


	Signature:       …………………………………………..

Print Name:   ………………………………………
	Date ………………Time……….

Designation: ………………….…


	Theatre Notes

	

	Date

	Time  in:                           Out:

	
	

	Operation
	

	
	

	
	

	Surgeon +/- Assistant
	

	
	

	Anaesthetist 
	

	
	

	ODA / ODP
	

	
	

	Scrub Nurse
	

	
	

	Patient identity, allergy status and consent checked?                   Yes / No

	Any injury to skin pre-operatively?
	                                      Yes / No

	Skin preparation
	                  Batch No      …………

	Any allergies to skin preparation?
	      Yes / No        Type:

	Position Aids:
	Head Ring 
	      Arm Support
	Heel Rest

	
	

	Findings (FDT, etc):
	

	
	

	Procedure:
	

	
	

	
	

	
	

	
	

	
	

	
	

	Complications:
	

	
	

	Ocular Medication Used:  
	G. Amethocaine

G. Chloramphenicol 0.5%,

S/T Lignocaine 2%

	Dressings:
	

	
	

	Specific Post-operative Instructions:
	

	
	

	Needle & Instrument Count Correct?                     Sterilisation pack label



	Scrub person
	     Circulating person

	
	

	Adjustment Procedure:

	
	

	
	

	
	


Nursing Recovery Record


	Name of Recovery Nurse (s)
	……………………..

	Date ………...
	Time ……….


Airway Maintained until consciousness regained using:

	Oral Airway
	Laryngeal Mask
	Endotracheal Tube
	Jaw Thrust

	Positioning
	Other
	Patient Awake
	

	Time Airway Removed
	
	
	


Observations are recorded at 5-minute intervals unless documented otherwise.

Observations:
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Nursing Action and Evaluation:

	1. Nausea and Vomiting Yes/No
	…………..
	action taken – see below

	2. Pain score (1-10)
	…………..
	action taken – see below

	3. Wound  and dressing check
	…………..
	action taken – see below

	4. Level of consciousness (1-3)
	…………..
	action taken – see below


Please initial each entry

	Action No. and Time
	Nursing Care Given
	Initials of

Nurse

	
	
	


	Recovery Nurse Signature:       …………………………..

Print Name:   ……………………………………………….
	Date ………………Time……….

Designation: ………………….…



	Recovery & Ward Observations

	

	Time On Ward 

	
	
	

	Post Procedure
	Evaluation
	

	Operation Site
	
	Signature:

	
	
	Desigantion:

	Observe for bleeding/swelling/bruising


	…………………………………………………………………………
	Date:

Time

	Pain Relief
	
	

	
	
	

	Assess pain and treat as appropriate
	………………………………….……………………………………….
	

	
	
	

	Theatre/recovery given
	…………………………………….
	

	
	
	

	Nausea and Vomiting
	
	

	
	
	

	Assess and treat as appropriate
	…………………………………….
	

	
	
	

	Diet & Fluids
	
	

	
	
	

	Reintroduce gradually as tolerated
	…………………………………………………………………………
	

	OR specify restriction


	……………………………………
	

	Emotional Support 
	
	

	
	…………………………………….
	

	Pre- or post-op


	………………………………………………………………………….
	

	Observations
	
	

	
	First

Second

Third


	

	
	
	

	Pulse
	
	

	
	
	

	BP
	
	

	
	
	

	Temperature
	
	

	
	
	

	Respiratory rate
	
	

	
	
	

	SpO2 %
	
	

	
	
	

	Conscious level
	
	

	
	
	



	Discharge Checklist
	                                   Comments

	Stable Vital Signs?


	Yes / No

	Tolerating Diet and Fluids?


	Yes / No

	Has Passed Urine?


	Yes / No

	Mobilising Safely?


	Yes / No

	Time Cannula Removed?


	Yes / No

	Advice Given?


	Yes / No

	Information Leaflet Given?


	Yes / No

	Out-Patient Appointment Arranged?


	Yes / No

	GP Discharge Letter?


	Yes / No

	Sick Certificate Given?

	Yes / No

	Tto’s and Instructions Given?


	Yes / No

	Any Other Problems?  Please Record Below

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Signature:………………………………………..

Print Name:  ……………………………………
	Date ………………Time:……….

Designation: …………………….


	2 Week Post-Op Orthoptic Assessment 

    Date:

	

	Fixation

	Central
	Central

	Steady
	Steady

	Maintained
	Maintained

	
	

	
	

	Post-op History
	

	
	

	Any diplopia?
	

	
	

	
	

	Acuity

	
	Right
	
	Left
	
	
	
	

	
	
	Unaided
	
	
	Keeler
	
	

	
	
	
	
	
	Cardiff card
	
	

	
	
	Glasses/CL’s
	
	
	Kay’s Pics
	
	

	
	
	
	
	
	S/G Singles
	
	

	
	
	Near
	
	
	Snellen
	
	

	
	
	
	
	
	
	

	
	B.V.A.
	Distance
	Near
	
	
	
	

	
	with glasses
	
	
	
	
	
	

	
	without glasses
	
	
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	
	
	
	
	
	

	
	STEREOPSIS
	
	FUSION RANGE
	
	20∆ BO PRISM
	
	OTHER
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	

	
	
	
	

	Motor Assessment

	
	
	
	

	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	

	Near
	
	CHP
	
	Torsion
	
	Tilt

	
	
	
	
	
	
	



	Other Tests / Comments

	

	

	

	

	

	

	

	

	

	

	

	

	Outcome / Comments

	

	

	

	

	Cosmesis

	

	

	

	Post-Op Complications and management

	

	

	

	

	

	

	

	

	

	

	

	Signature    ……………………………………………
	Date  :……….Time….……..

	Print Name: ………………………………………………   Designation:…………………


	3 Month Post-Op Orthoptic Assessment 

Date:

	

	Fixation

	Central
	Central

	Steady
	Steady

	Maintained
	Maintained

	
	

	
	

	Acuity

	
	Right
	
	Left
	
	
	
	

	
	
	Unaided
	
	
	Keeler
	
	

	
	
	
	
	
	Cardiff card
	
	

	
	
	Glasses/ CL’s
	
	
	Kay’s pics
	
	

	
	
	
	
	
	S/G Singles
	
	

	
	
	Near
	
	
	Snellen
	
	

	
	
	
	
	
	
	

	
	B.V.A
	Distance
	Near
	
	
	
	

	
	with glasses
	
	
	
	
	
	

	
	without glasses
	
	
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	
	
	
	
	
	

	
	STEREOPSIS
	
	FUSION RANGE
	
	20∆ BO PRISM
	
	OTHER
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	

	
	
	
	

	Motor Assessment

	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	

	Near
	
	AHP
	
	Torsion
	
	Tilt

	
	
	
	
	
	
	

	

	

	




	Other Tests / Comments

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	Discharge
	Yes / No

	If no, Review?



	

	Patient’s Comments / Satisfaction

	

	

	

	

	

	

	

	

	

	

	Signature  …………………………………………

Print Name: ………………………………………
	Date  ……………Time……..…

Designation:…………………..
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