Surgical Note Writing

Daily Progress Notes should:

- Summarize developments in a patient’s hospital course
- Address problems that remain active
- State plans to treat active problems
- Address every element of the problem list
- State plans/arrangements for discharge
Progress note format:

Date/Time
Subjective: any problems and/or symptoms of the patient should be charted. Pain, headaches, insomnia or change in appetite may be included

Objective: should include: 

A. General appearance

B. Vital signs- including highest temperature over past 24 hours. (usually written as Tmax)

C. Fluid I/O’s (intakes and outputs); includes oral, parenteral, urine and stool volumes

D. Physical Exam- including chest and abdomen, with particular attention to active problems. Emphasize changes from previous exam findings. Pay particular attention to surgical site- document changes/progress/intervention

E. Labs- include new test results and circle abnormal values

F. Current medications- list all medications, dosages, and route of administration

G. Assessment and Plan- this section should be organized by problem. A separate assessment and plan should be written for each problem

This note can also include consults called and pending. It can also refer to recommendations by consulted departments if you have WRITTEN documentation to that effect. You should NEVER use the chart to express your discontent with another department, service, or practitioner. Remember, this is a legal document

Procedure Note Template

A procedure note is a brief operative note. It should be written in the chart whenever any procedure is performed

Procedure note should include all of the following information


- Date and Time

- Procedure:

- Indication for Procedure:

- Patient Consent: make sure to DOCUMENT that the indications, risk, and alternatives to the procedure were explained to the patient. Note that the patient was given the opportunity to ask questions and that the patient consented to the procedure in writing. You should also include that the patient voices an understanding of ALL the information given. 

- Lab Tests and /or Radiology studies: screening and/or in preparation of procedure

- Anesthesia:

- Description of procedure: briefly describe the procedure, including sterile prep, anesthesia, patient position, devices used, anatomic location of surgical incision and outcome

- Complications and Estimated Blood Loss (EBL): by suction and wet gauze
- Disposition: describe how patient tolerated procedure

- Specimens: describe any specimens obtained and laboratory tests ordered during procedure

This documentation does NOT replace standard consent form. BOTH documents need to be included. 

PRE-OPERATIVE NOTE TEMPLATE- see introduction to surgery page 3

OPERATIVE NOTE TEMPLTE- format similar to procedure note see above and introduction to surgery page 4

POST-OPERATIVE NOTE TEMPLATE- see introduction to surgery page 5
