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VARIANCE DOCUMENTATION GUIDELINES

Variances to clinical pathway activities will be documented on a Variance Record. Upon
completion, this form is to be sent to the Evidence-Based Care Program Coordinator for
evaluation purposes.

1. On Admission:

. Complete the demographic section: patient age, gender, admission date.
« Place the Variance Record behind the clinical pathway on the chart.

2. Documenting the Variance:

. For each indicator, tick whether met or not met, indicate the date, time and initial.

« If not met, the indicator becomes a variance. State variance code as either A, B or C, and
the number within the category.

. Indicate your action plan to correct the variance, or indicate N/A if not applicable.

. Indicate the date variance was resolved and initial, or indicate N/A if not applicable.

3. On Discharge:

« Complete the Discharge Summary.

If patient is being discharged home, send Variance Record to Site Champion to be
forwarded to Evidence-Based Care Program Coordinator.

*  |f appropriate, send a copy of the following to the receiving service provider:

o Variance Record o Smiley Face Tool

> Discharge Criteria » Blaylock Discharging Planning Tool

4. Transfer Patients:
If patient is transferred to another hospital in Grey-Bruce, send the following:

» Variance Record - copy with patient to receiving hospital
- original to Evidence-Based Care Program Coordinator
o Discharge Criteria - copy with patient to receiving hospital
- original to stay on patient chart
o MAR Sheet - copy with patient to receiving hospital
- original to stay on patient chart
o Anticoagulant Record - copy with patient to receiving hospital
- original to stay on patient chart
o Smiley Face Tool - original with patient to receiving hospital
o Blaylock Discharge Tool - copy with patient to receiving hospital

- original to stay on patient chart
- A new Variance Record should be started in the new facility for the remainder of the

patient’s stay.
*  When the patient is discharged from the transfer facility, fill out Discharge Summary,
staple both Variance Records together and send to Site Champion to be forwarded

to Evidence-Based Care Program Coordinator.

VARIANCE CODES
PATIENT OUTCOME VARIANCES PERFORMANCE VARIANCES
A) PATIENT/FAMILY B) CARE PROVIDER C) SYSTEM
A1) Inability to learn skill needed for B1) Lack of or inadequate documentation C1) Bed availability
self-care B2) Physician/provider response time C2) Schedule conflict
A2) Inadequate social support or systems B3) Physician preference C3) Consultant unavailable
at home B4) Pre-Printed Orders not used C4) OR time unavailable
A3) Failure o respond to treatment B5) Orders outside clinical pathway C5)  Results/data unavailable
A4) Patient/caregiver unavailability parameters C6) Supply/equipment unavailable
A5) Unable to return to pre-admission B6) Treatment or intervention omitted C7) Department closed
environment B7) Other (please specify) C8) Placement unavailable
A8) Patient/caregiver decision CY) Home heailth care unavailable
A7) Complication of condition C10) Transportation unavailable
(physiological/psychological) C11) Other (please specify)
AQ) Other (please specify)
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VARIANCE DOCUMENTATION GUIDELINES

Variances to clinical pathway activities will be documented on a Variance Record. Upon
completion, this form is to be sent to the Evidence-Based Care Program Coordinator for

evaluation purposes.

1. On Admission:

« Complete the demographic section: patient age, gender, admission date.
« Place the Variance Record behind the clinical pathway on the chart.

Documenting the Variance:
For each indicator, tick whether met or not met, indicate the date, time and initial.
If not met, the indicator becomes a variance. State variance code as either A, B or C, and

LU N

the number within the category.

On Discharge:

L X

Indicate your action plan to correct the variance, or indicate N/A if not applicable.
Indicate the date variance was resolved and initial, or indicate N/A if not applicable.

Complete the Discharge Summary.
If patient is being discharged home, send Variance Record to Site Champion to be

forwarded to Evidence-Based Care Program Coordinator.

* If appropriate, send a copy of the following to the receiving service provider:

o Variance Record
o Discharge Criteria

4, Transfer Patients:

»

o Variance Record
o Discharge Criteria
o MAR Sheet

Anticoagulant Record

o]

o Smiley Face Tool
o Blaylock Discharge Tool

patient’s stay.

* When the patient is discharged from the transfer facility, fill out Discharge Summary,
staple both Variance Records together and send to Site Champion to be forwarded

o Smiley Face Tool

» Blaylock Discharging Planning Tool

If patient is transferred to another hospital in Grey-Bruce, send the following:

- copy with patient to receiving hospital

- original to Evidence-Based Care Program Coordinator
- copy with patient to receiving hospital

- original to stay on patient chart

- copy with patient to receiving hospital

- original to stay on patient chart

- copy with patient to receiving hospital

- original to stay on patient chart

- original with patient to receiving hospital

copy with patient to receiving hospital

- original to stay on patient chart

° A new Variance Record should be started in the new facility for the remainder of the

to Evidence-Based Care Program Coordinator.

VARIANCE CODES

PATIENT OUTCOME VARIANCES

PERFORMANCE VARIANCES

A) PATIENT/FAMILY

B) CARE PROVIDER

C) SYSTEM

A1)

A2)

Inability to learn skill needed for
self-care

Inadequate social support or systems
at home

B1) Lack of or inadequate documentation
B2) Physician/provider response time
B3) Physician preference

B4) Pre-Printed Orders not used

A3) Failure to respond to treatment B5) Orders outside clinical pathway

Ad) Patient/caregiver unavailability parameters C6) Supply/equipment unavailable

AS5) Unable to return to pre-admission B6) Treatment or intervention omitted C7) Department closed
environment B7) Other (please specify) C8) Placcment unavailable

AB) Patient/caregiver decision C9) Home health care unavailable

A7) Complication of condition C10) Transportation unavailable
(physiological/psychological) C11) Other (please specify)

A8) Other (please specify)

C1) Bed availability

C2) Schedule conflict

C3) Consultant unavailable
C4) OR time unavailable

C5) Resuits/data unavailable
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VARIANCE DOCUMENTATION GUIDELINES

Variances to clinical pathway activities will be documented on a Variance Record. Upon
completion, this form is to be sent to the Evidence-Based Care Program Coordinator for
evaluation purposes.

1. On Admission:

» Complete the demographic section: patient age, gender, admission date.
« Place the Variance Record behind the clinical pathway on the chart.

2. Documenting the Variance:

» For each indicator, tick whether met or not met, indicate the date, time and initial.

« If not met, the indicator becomes a variance. State variance code as either A, B or C, and
the number within the category.

« Indicate your action plan to correct the variance, or indicate N/A if not applicable.

« Indicate the date variance was resolved and initial, or indicate N/A if not applicable.

3. On Discharge:

« Complete the Discharge Summary.

If patient is being discharged home, send Variance Record to Site Champion to be
forwarded to Evidence-Based Care Program Coordinator.

* If appropriate, send a copy of the following to the receiving service provider:

o Variance Record o Smiley Face Tool

o Discharge Criteria o Blaylock Discharging Planning Tool

4. Transfer Patients:
« |f patient is transferred to another hospital in Grey-Bruce, send the following:

o Variance Record - copy with patient to receiving hospital
- original to Evidence-Based Care Program Coordinator
o Discharge Criteria - copy with patient to receiving hospital
- original to stay on patient chart
o MAR Sheet - copy with patient to receiving hospital
- original to stay on patient chart
o Anticoagulant Record - copy with patient to receiving hospital
- original to stay on patient chart
o Smiley Face Tool - original with patient to receiving hospital

copy with patient to receiving hospital

original to stay on patient chart

° A new Variance Record should be started in the new facility for the remainder of the
patient’s stay.

*  When the patient is discharged from the transfer facility, fill out Discharge Summary,
staple both Variance Records together and send to Site Champion to be forwarded

to Evidence-Based Care Program Coordinator.

Blaylock Discharge Tool

Q

VARIANCE CODES
PATIENT OUTCOME VARIANCES PERFORMANCE VARIANCES
A) PATIENT/FAMILY B) CARE PROVIDER C) SYSTEM
A1) Inability to learn skill needed for B1) Lack of or inadequate documentation C1) Bed availability
self-care B2) Physician/provider response time C2) Schedule conflict
A2) Inadequate social support or systems B3) Physician preference C3) Consultant unavailabie
at home B4) Pre-Printed Orders not used C4) OR time unavailable
A3) Failure to respond to treatment B5) Orders outside clinical pathway C5) Results/data unavailable
Ad) Patient/caregiver unavailability parameters C6) Supply/equipment unavailable
A5) Unable to retumn to pre-admission B6) Treatment or intervention omitted C7) Department closed
environment B7) Other (please specify) C8) Placement unavailable
AB) Patient/caregiver decision C9) Home health care unavailable
A7) Compilication of condition C10) Transportation unavailable
(physiological/psychological) C11) Other (please specify)
A8) Other (please specify)
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