Nursing, EDM & SUR Modules

Abuse/Living Situation Update & Alignment

©

e

Three queries around Safety / Abuse in the Health History assessment need to have an additional
group response "Unable to assess" built as this is a regulatory requirement to be captured on every
patient. The previous documentation section Living Situation and Abuse has been renamed and

updated to align with Cloud.

=/ Abuse/Living Situation
=] Abuse/Living Situation

v

- - Safety / Abuse - -

Do you feel safe at home, work and/or school/daycare
Evidence/suspicion of physical and/or psychological
abuse

Evidence/suspicion of verbal abuse

QO All normal
O Yes O No O Unable to assess
O Yes O No O Unable to assess

O Yes O No O Unable to assess

istory consistent with presentation/injury
Possible abuse reported to

Other possible abuse reported to
Safety risk to you or your child

Visitor restriction

Living situation

Other living situation

Barriers in living situation relevant for discharge
planning

Other barriers in living situation relevant for discharge
planning

O Yes U No

[ Advocate [ Social services
[ County social services [ Other

[ Law enforcement

Are there any personal circumstances that the facility
should know about that might place you or your child at a
safety risk.

O Assisted living/SNF
O Group home O Jail/prison

O Home alone O Nursing home

O Home with caregiver O Refused to answer
O Homeless O Unable to assess

O Home with others O Other

[] None ["] Forensic hold
[] Administrative hold [] Other

The Abuse/Living
Situation section has
been updated for
alignment.

Default normal
functionality has been
added to the Safety /
Abuse query.

The additional query
response ‘Unable to
assess’ has been added
to the Safety/Abuse
queries.

NOTE: The BH Level of
Care Assessment and
BH Nurse Assessment
only contain 2 Safety /
Abuse updated queries.



Tube Feeding and Gastric Tube Alignment
©

e

This alignment effort combines tube feeding and gastric tube care documentation into one new
instance. This new instance will replace all existing OG/NG tube and tube feeding documentation on
the Gastrointestinal body system and EDM Gl sections. A new stand alone intervention is available.

Interventions The field Device marked
Gastrointestinal Tube/Drain e

(=) Assessments

[=] Gastrointestinal Tube/Drain
(=] Gastrointestinal Tube/Drain
(=) Nasogastric right nare 12 FR

v

GI tube/drain status

@ Start O Monitor O Discontinue O Present on arrival
Present on arrival - means inserted prior to arrival to facility.

at (cm) has been added to
assist with Gastrointestinal
Tube/Drain

O Suction @® Tube feeding in place O Vented
O Gravity drainage O Clamped

O Anesthesiology O Nursing student

O Code situation © Paramedic

O EMT O Provider

O House supervisor O Radiclogy

O Nurse O Rapid response team

*GI tube/drain intervention

documentation accuracy.

Inserted by, if other than current documenter QO Surgery

O Other

Other inserted by, if other than current
documenter

Fecal containment device placement date ~
Fecal containment device placement time -
Type of suction () Continuous ) Intermittent
Device placement confirmed by Auscultation [] Gastric PH [ Xray
[ Fluid return ] Prior
Device marked at (cm) R
Device inflated to (ml) -

® Yes O No
[ Clear [] Dark red [] Loose
[] Blood tinged  [] Green [] Soft

Patency intact
Content characteristics

[1 Bright red [C1 White [] Undigested food
[C1 Brown [ Yellow [] Watery
[ Black [1 Greasy  [] Other

[] Coffee ground [ Liquid
Other content characteristics
Tube feeding type
Tube feeding residual |
Tube feeding frequency O Bolus @ Continuous O Intermittent
Intermittent feeding status O Clamped O In progress
Tube feeding rate (ml/hr) ~

" G s e Ol Gl tube/drain status
G T drain ntereention @ Tub o T placa

Insetted b, ¥ other than current docurmentes selection
*Ditver inserted by, if other than ourent documenter . .
o rtairs s et s governs question skip,

Type of suction Continuous Irtarmettent

we Mﬁem:!::lmm by Auscultation Flukd retun Gastric PH Price Xray req u | re,
Device inflated to (mi)

o e —— and clear logic

Blood tinged [ Brow Coffes giound
“Oher content charscteristics Reguirad If (her rosponse, will clear I removed

Tube feeding freguency BohE  ©) Contineois ) Incarmittent
Intormittent feeding status Clamped ) In progress

Tube lfeading rate (mlhi}

Discontirme

Drain/catheter domaged Pex ardes Removved by patient: Other
Duchuded Paw protocol Unintentional discomtinue

A34 a Gastredntestinal T/ Diaim

This update affects the following interventions/assessments:

Nursing Emergency Department

Admission/Shift Assessment (Gl Tube content removed) ABD Pain
Bowel, Gastric, Ostomy Care Gl Bleeding
Gastric Lavage - Orderable N/V/D/C

Nasogastric Tube - Orderable
Orogastric Tube — Orderable
Gastrointestinal Tube/Drain (NEW all modules)

Physical Findings
Non-Urgent Care
Non-Urgent Care Reassessment




Intake — Meals Consumed Update
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Currently, the clinicians cannot document when a patient refuses a meal or snack as part of Intake
and Output. Regulatory agencies emphasize the importance of recording why a patient consumes
less than 10% of their meal. To address this issue, “Patient refused” has been added as a new

option, facilitating instances when a patient refuses a meal or snack. Information regarding patients
who are NPO can be found elsewhere in the medical record.

Interventions

Intake and Output (I&0) QSHIFT )] v
[=] Assessments
[=] Intake v
Oral Intake
1V Intake
Nutrition Amount
Meals Consumed
Breakfast O 100% O 50% Less than 10%
O 75% O 25% | O Patient refused |
Lunch O 100% O 50% Less than 10%
O 75% O 25% | O Patient refused
Dinner O 100% O 50% Less than 10%
0 75% O 25% | O Patient refused |
Oral nutritional supplement (ml) R
AM snack O 100% O 50% Less than 10%
O 75% O 25% | O Patient refused |
PM snack O 100% O 50% Less than 10%
O 75% O 25% | O Patient refused |
HS snack O 100% O 50% Less than 10%
O 75% O 25% [ O Patient refused |

‘Patient refused’ has
been added to the
response options for the
following fields:

e Breakfast

e Lunch
e Dinner
e AM snack
e PM snack
e HS snack



Nursing Module

CIWA-Ar Alignment

In Expanse OnPrem, the CIWA-AR assessment used to allow users to skip questions and still
populate a score. Updated to make all questions that are used to calculate the CIWA-AR total score
required and align content with Cloud.

Interventions The C|WA-AI' Scale

CIWA-AR Q4 v .
= assessment field
[=] CIWA-Ar Scale v
e responses have been
*Nausea and vomiting O No nausea and no vomiting O Intermittent w/dry heaves i
® Mild nausea, no vomiting O Constant dry heaves/vomit updated_ for a“gnment
Ask "Do you feel sick to your stomach? Have you vomited?" Observation. and all fields are now
*Tremor O No tremor O Moderate w/arms extended .
® Not visible O Severe w/o arms extended requ"‘ed_
Arms extended and fingers spread apart.
*Paroxysmal sweats O No sweat visible @® Beads of sweat - forehead

O Barely perceptible sweat O Drenching sweats
Observation.

*Anxiety O No anxiety, at ease O Moderately anxious . .
® Mildly anxious O Acute panic state I\I()i Previous
Ask "Do you feel nervous?" Observation.
*Agitation O Normal activity O Moderately restless ) Numbered responses
O(Dbsic:c"laetl;\:]ma.lt more than normal O Paces, constant thrashing have been removed and
*Tactile disturbances ® None O Mod severe hallucination - i
O Very mild itching/burning O Severe hallucinations The CIWA AR score 1s
O Mild itching/burning O Extremely severe i
O Moderate itching/burning O Continuous hallucinations aUtomatlca”y CalCUIated
Ask "Have you any itching, pins and needles sensations, any burning, any based upon the
numbness, or do you feel bugs crawling on or under your skin?" Observation.
*Auditory disturbances ® Not present O Mad severe hallucinations reSponseS Selected.
O Very mild harshness O Severe hallucinations
O Mild harshness O Extremely severe

O Moderate harshness O Continuous hallucinations

Ask "Are you more aware of sounds around you? Are they harsh? Do they
frighten you? Are you hearing anything that is disturbing you? Are you
hearing things that you know are not there?" Observation.

*Visual disturbances ® Not present O Mod severe hallucinations
O Very mild sensitivity O Severe hallucinations
O Mild sensitivity O Extremely severe

O Moderate sensitivity O Continuous hallucinations
Ask "Does the light appear to be too bright? Is its color different? Does it
hurt your eyes? Are you seeing anything that is disturbing to you? Are you
seeing things you know are not there?" Observation.

*Headache, fullness in head O Not present ® Mild O Moderately severe O Very severe
O Very mild O Moderate O Severe O Extremely severe
Ask "Does your head feel different? Does it feel like there is a band around
your head?" Do not rate for dizziness or lightheadedness. Otherwise, rate

severity.
*QOrientation and clouding of O Oriented O Date wrong by 3+ days
sensorium O Uncertain about date O Disariented place/person

O Date wrong by 1 to 2 days
Ask "What day is this? Where are you? Who am I?"

CIWA-Ar score 10 |
Follow provider orders for treatment and notification.

*Visual disturbances ® Not present Q Mod severe hallucinations If the user attempts to
i TS c hallucinati . .
S (i X Tmely sevore Save/File without
inuous hallucinations i H
ltoo bright? Is its color different? Does it answerlng ALL reqUIred
@ Missing required fields hything that is disturbing to you? Are you queries a Pop_Up
here?" Observation. X X
*Headache, fullne Moderately severe O Very severe message will d|sp|ay
Close | Severe O Extremely severe .
t? Does it feel like there is a band around Statlng:
your head?" Do not rate for dizziness or lightheadedness. Otherwise, rate
severity.
*QOrientation and clouding of ) Oriented O Date wrong by 3+ days TV H . . . »
sensorium O Uncertain about date O Disoriented place/person M'SS|ng reCIUIred f|e|ds
O Date wrong by 1 to 2 days
Ask "What day is this? Where are you? Who am 1?"
CIWA-Ar score 10
Follow provider orders for treatment and notification.




Paste/Patch Sites Alignment

In Expanse OnPrem, some of the sites needed to be able to document patch/paste placement in
MAR is unavailable and there is not an 'Other' option which leads to inaccurate documentation. Align
the Paste/Patch site group responses in Expanse OnPrem with the same options that are available in
Cloud

Paste/Patch Sites
assessment has been
updated to include

Interventions
Patch/Paste Sites v
|=I Assessments
|=) Patch/Paste Sites v
(=] Patch/Paste Sites (Where no hair is

[J Ankle left [ Ear left [J Scrotal left
[1 Ankle right [ Ear right [1 Scrotal right
[ Anus ] Flank left [ Shoulder left
[1 Arm left upper [ Flank right [1 Shoulder right
[ Arm right upper [ Foot left [ Thigh left

[1 Back lower [ Foot right [1 Thigh right
[] Back middle [] Forearm left Other

[1 Back upper
[ Bilateral lower extremity [ Groin
[1 Bilateral upper extremity [1 Hip left

[] Forearm right

# *QOther patch/paste sites

Trauma/CAGE Screening Alignment

In current state, Trauma/CAGE Screening allows the nurse to skip questions but will still populate a
CAGE score. This can result in an inaccurate score calculation. This update adds programming to
require all questions that contribute to the CAGE score calculation to align with Cloud and Magic.

Interventions

[=) Injury related admission

team reported reason for admission.

Trauma/CAGE Alcohol Screening ONCE v
[=] Assessments
=] Trauma f CAGE Screening v

Do not ask the patient if the admission is due to injury. This is to be determined based upon documented/care

Admission due to injury

QO Yes O No

Able to assess CAGE screening

Reason unable to assess CAGE screening comment

| ®Yes] O no

Trauma/CAGE Screening
*Need to reduce alcohol consumption

*Annoyed by criticism of your drinking

*Felt guilty about your drinking

[@]
(@]
(@]
o

(=)=l =)l=]
Z22z22

[s]
[s]
[s]
(o]

rid of a hangover

*Need a morning eye opener to steady nerves or get

E IE:E score

Item responses on the CAGE
No and 'L’ for Yes answers.

questions are scored '0' for

A total score of two or greater is a positive test.

preferred) additional rou
Patch/paste sites [1 Abdominal fold [1 Buttocks left [1 Hip right g p
] Abdomen left lower [ Buttocks right ] Neck responses for
[ Abdomen left upper [ Chest bilateral [] Neck left I t
1 Abdomen right lower ] Chest left 1 Neck right allignment.
[1 Abdomen right upper [ Chest right [1 Perineum g

Note: Selecting the
response ‘Other’ makes
Other patch/paste sites
required.

The Trauma/CAGE
Screening assessment
has been updated for
alignment.

If Able to assess CAGE
screening is ‘Yes’, then
the following fields
become required:

e Need to reduce alcohol
consumption

e Annoyed by criticism of
your drinking

e Felt guilty about your
drinking

e Need a morning eye
opener to steady nerves
or get rid of a hangover



BH Module

BH Discharge Instructions

©
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The BH Discharge Instructions content is being updated to align with Cloud. Several new fields from
the updated BH Discharge Instructions that correspond with queries found in other BH interventions
will be changed as well. Affected interventions include: BH Psychosocial Assessment, BH Discharge

Nurse Assessment, and BH Nurse Assessment.
The BH Discharge

Assessments
=] %—Ié}ischarge Instructions v Instructions updates:
ischarge Information
Reason for admission [ Anxiety [] Psychosis
% Catatonia T % Reduced a\:jvareness Group responses for
Increased comorbid ris Severe med reaction f el
[] Confused [] Suicide attempt Reason for admission
Danger to self or others ] Suicide ideation have been updated
1 Delirium ] Trauma :
O] Depressed mood Other )
0 Medical detox/CD If ‘Other’ is selected, then
] Homicide attempted
O Homicide ideation Other reason for
] Mood instability ol
Profound impairment admission becomes
1 Psych med non-adherence required*
For outpatient services: If patient not admitted, select
Other and enter Not admitted in Other reason for Patient's stated p
admission. atient’'s Stated reason ror
*Qther reason for admission Required if Other is selected, will clear if removed isiti ired*
*Patient's stated reason for visit Free Text Field VISIT IS a new require
[ End ] field
Document the events patient experienced prior to this
hospitalization; the reason for hospitalization and a short Y . .
synopsis_describing the triggering or precipitating events. M DlSCharge d’agnOSlS
Discharge diagnosis (primary/secondary psych) Skitzophrenia episode again today and Other diagnosis will
* Other diagnosis Major depressionism .
Meds reconciled at discharge and completed list O Yes @ No default from the Discharge
provided to patient Order; these fields are not
editable by nursing.
|=/_Patient Discharge Address| The foIIOWing sections
TAddress patient is discharging to [Frl?sdT]ext Field have been added/updated
Enter the physical address of the location the patient is for a“gnment:
being discharged to.
l=_pop or 10P | . :
Is patient being discharged to PHP or IOP ® Yes O No e Patient Dlscharge
Is patient being discharged to partial hospitalization Address
program (PHP) or intensive outpatient program (I0P):
|i= PH °
*Program name St Marys PHP or lOP .
[ End ] e PHP/IOP Details
Document the facility name for the Partial Hospitalization
Program/Intensive QOutpatient Program the patient is being
referred to.
Facility address 1000 ne high point
[End] .
Enter facility address. In the Referrals section,
ollow Up Appointments
Solon All Referred for group
T-Referred to name responses have been
1-Referred for — | E ; Alcohol/substance counsel |O Sobriety support group updated to include
Community resources O Tobacco cessation .
O Outpatient care Alcohol/substance
1-Where referred counsel’




Procedures or Tests

stay

Major procedures or tests performed during inpatien ] None ] Lab work ] X-rays
[ CT scans Metabolic screen [] Other

Document all specific procedures and tests noteworthy in
supporting patient's diagnosis, treatment, or discharge
plan. Examples may include complete blood count and
metabolic panel, urinalysis, or radiological imaging.

inpatient stay

Other major procedures or tests performed during

Summary of tests, screens, and procedure results asdferofij
[End ]
Include results of procedures, tests and metabolic
screenings.

Studies pending at discharge ® Yes O No

Comments regarding pending studies

pending at discharge.

Include contact information for obtaining results of studies

(=]

=

egal Directives

Legal directives

» J None
Healthcare advance direct

O Living will

Durable power of attorney
] Plan of care

[ Psychiatric advance direc

Select all that apply.

Copy of legal directive(s) on chart

] None
/ Healthcare advance direct
[] Living will

[J Durable power of attorney
[ Plan of care
[ Psychiatric advance direc

In absence of healthcare advance directives, patient

Select all that apply.
) Wishes to execute AD

Does not wish to execute
) Wishes to receive AD info

In absence of healthcare advance directives comment

In absence of psychiatric advance directives, patient O Wishes to execute AD

O Does not wish to execute
O Wishes to receive AD info

In absence of psychiatric advance directives comment
Durable power of attornev aaent name and phone

IEI Designated Caregiver]
Conservator/guardian

® Yes | O No

Designated caregiver name

*Conservator/guardian name and phene number

Required if Yes is selected, will clear if No is selected

Caregiver

*Designated caregiver phone number

Required if answer given above, will clear if removed

Patient/caregiver offered instruction

® Yes O No

Person/caregiver receiving instructions

grge ywellne 1
|=| Transition Record Attestation

Translator used, if applicable

O Yes O No ® Unable to assess

patient/representative

Transition remr’d discussed and provided to ) Yes

and rep unavailable

Patient clinically unstable/unable to comprehend info ® Yes

[=] BH Psychosocial Assessment
[=] Presenting Problems

atient’s stated reason
for visit

Document the events patient experienced prior
to this hospitalization; the reason for
hospitalization and a short synopsis describing
the triggering or precipitating events.

eason Tor admission

[ Anxiety [ Trauma
[ Catatonia [ Other
[ Increased comorbid risk

[ Confused

[ Danger to self or others
[ Delirium

[ Depressed mood

[ Medical detox/CD

[ Homicide attempted

[ Homicide ideation

[ Mood instability

[ Profound impairment
[ Psych med non-adherence
[ Psychosis

[ Reduced awareness

[ Severe med reaction

[ Suicide attempt

[ | Suicide ideation

For outpatient services: If patient not
admitted, select Other and enter Not admitted
in Other reason for admission.

er reason for
dmission

The following sections
have been added/updated
for alignment:

Procedures or Tests
Legal Directives
Designated Caregiver
Post Discharge
Wellness Check

e Transition Record
Attestation

Note: In multi-select group
responses, ‘None’ cannot
be combined with other
responses. A pop-up
message will occur
notifying the user.

Programming has been
added and additional
documentation will
become
available/required* based
upon prior responses
selected.

The BH Psychosocial

Assessment has the

following updated queries

that match the BH

Discharge Instructions:

o Patient’s stated reason
for visit

e Reason for admission

e Other reason for
admission

If ‘Other’ is selected, then
Other reason for
admission becomes
required*



Discharge diagnosis

Patient complains of
suicidal ideation

[=] BH Discharge Psych Nursing
[=] Discharge Status

) Yes

) No

Note: The diagnosis fields will default from the Discharge Order; these fields are not editable by

nursing.

Assessment

[=) BH Nurse Assessment
[=] Inpatient Admission History and

Alerts

[ None

[ Assaultive to others

[ Assaultive to staff

[ Contraband - substances
[ Contraband - weapons

[ Delirium tremens - DT's
[ Developmentally delayed
[ Elopement attempt

[ Extrapyramidal symptoms

[ MRSA, VRE, C-Diff (MDRO)
[ Neuroleptic malignant

[ Reported violent behavior
[ Self-harm potential

[ Sexual acting out

[ Suicide gestures

[ Intensive case management

Time of arrival to unit

Caregiver preference ) Male © Female ©C No preference

for visit

Psychiatric
hospitalizations

atient's stated reason

Enter date, facility, and reason for admission.

=d

Tobacco Use History
Smoking Cessation Counseling

History of Hospitalizations
Legal Directives

Document the events patient experienced prior

Legal directives

[ None

[ Healthcare advance direct
[ Living will

[ Durable power of attorney
[ Plan of care

[ Psychiatric advance direc

Select all that apply.

Copy of legal
directive(s) on chart

[ None

[ Healthcare advance direct
[ Living will

[ Durable power of attorney
[ Plan of care

[ Psychiatric advance direc

Select all that apply.

In absence of
healthcare advance
directives, patient

) Wishes to execute AD
) Does not wish to execute
' Wishes to receive AD info

In absence of
healthcare advance
directives comment

In absence of
psychiatric advance
directives, patient

) Wishes to execute AD
) Does not wish to execute
' Wishes to receive AD info

In absence of
psychiatric advance
directives comment

Durable power of
attorney agent name
and phone number

Conservator/guardian

) Yes ) No

Conservator/guardian
name and phone
number

The BH Discharge Nurse
Assessment has the
following updated queries
that match the BH
Discharge Instructions:

e Discharge diagnosis
e Other diagnosis

The BH Nurse
Assessment has the
following updated queries
that match the BH
Discharge Instructions:

e Patient’s stated reason
for visit

e All legal directive and
conservative queries



IP Psych Recertification Alerts & Order Process

Expanse On Prem CPOE Enhancements

IP Psychiatric Recertification Surveillance Alerts
and Order Process

In prior release, the IP Psych Recertification order reminder only included the 12-day recertification
surveillance alert. With this release, surveillance alerts have been updated to include 30, 60, 90 and
120 day recertification. The alert will be displayed as IP Psych Recertification Due.

Surveillance profiles and
watchlists have been created to

[My Patients || Rounds Patients | Provider Team Patients |[ My Discharged || Cover Discharged |
0 of 136 Selected (v) 2 Restricted Patients Suppressed

= Room-Bed ¥ Pt. Name Age Sex Visit Reason @ Alert List Attending . . .
V.BHO3-A OM,Surveillance 49 F psych 1P Psych Recertification Due -J Attending02,Provider not|fy prOV|derS Of pat|ents Who
V.BHO3-B Test,Psych01 55 M psych IP Psych Recertification Due | Attending02,Provider ;
V.BHO4-A OM,KEYANA MSH 61 F psych 05/13/25 14:20 Attending02,Provider qua“fy fOI' a 1 2 30 60 90 and
V.BHO04-B OM,BENTLEY 20M psych Attending02,Provider ) ’ )

120 Day Psych Recertification
order.

Qualifying Criteria for Psych Recertification Alert for 30, 60, 90, and 120 days:
e ADM IN
e Behavioral Health Level of Care service
e Active IP Psych Initial Certification
¢ No active IP Psych Recertification Order AND:
» 28-32 days elapsed (30 Day Profile)
» 58-62 days elapsed (60 Day Profile)
» 88-92 days elapsed (90 Day Profile)
» 118-122 days elapsed (120 Day Profile)
Action Steps:

[My Patients ][ Rounds Patients | Provider Team Patients || My Discharged ][ Cover Discharged |
0 of 136 Selected (v/) 2 Restricted Patients Suppressed

<« Room-Bed ~ Pt. Name Age Sex Visit Reason i Attending
OM,Surveillance 49 F psych 1P Psych Recertification Dug .| Attending02,Provider

V.BHO3-A
Profile Qualified

1P Psych Recertification Due 05/13/25 14:20

q Order IP Psych Recert | v E3] Order

Reg Status & Type
Blood pressure 118
Level of Care - MSH Senior Behavior Center

Qualifying Values
P

Psych Recertification
ADM IN

Instance

Edit Order

Order Start/Stop Status

IP Psych Recertification Routine e My 10 15559 New*

* Recertification day 30 days after 1st recert RN -]
Last recertification ordered [Day 12 recertification \v} ]

1 certify that the inpatient psychiatric services furnished since the previous certification were, and continue to be,
required for:

* Treatment reasonably expected to improve patient's condition [ ~]
For diagnostic study

>>> Medicare generally considers patients who are expected to need hospital services for at least two midnights to
be inpatients.<<<

1 — Select the IP Psych
Recertification Due from the
Alert List column of the Rounds
Patients list.

2 — Select the Order IP Psych
Recert from the “Take Action”

3 — In the Recertification day
field select the appropriate
recertification response.

Note: The Last recertification

ordered will be displayed under the
Recertification day field.

HCA--

Healthcare®



Suicide Screening Update

©
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The naming convention of the Suicide Assessment intervention is inaccurate as the C-SSRS is not an
assessment but a screening tool to evaluate the patient's suicide risk level. In the future state, all
interventions that have Suicide Assessment within the name will be changed to Suicide Screening.

Last

o @ 3t Stels/ yoy

Care Item ~ Due
= %*

s
BH Suicide/Homicide Rescreening
BH Suicide/Homicide Screening

Chest Pain Reassessment *

Detailed Assessment *

Detailed Assessment L&D (OB)

Manage-Refer-Contact-Notify

Physical Findings

Rapid Initial Assessment
epsis Assessmen

Suicide Rescreening

A Suicide Screening

> > > > > > H > > H

Tracker

has been changed to

Screening and Rescreening

Reports

Suicide Assessment and Reassessment

EH= =

Interventions
Non-Urgent Care
[=] Assessments
flPre i

Thu May

Updated to
Screening

10:48
by IR

v

v

Interventions
Suicide Rescreening
= A

=

Updated to
Rescreening

TTETTE
Suicide Rescreening
= Su‘\'cide Rescreening

r to not wake up

_Arriva eatmen
(=] Suicide Screening
[=] Suicide Screening
Assess suicide screening
vV e cdd O 0]

ot wake up in the past month

Patients 6 and older: Since last contact, have you wished
you were dead or wished you could go to sleep and not
wake up?

® Yes O No O Unable
® Yes O No

to ast

by JR e
v

v

© No

This update affects the following interventions/assessments:

Nursing
BH Level of Care Assessment

Emergency Department
BH Suicide/Homicide Screening

BH Nurse Assessment

BH Suicide/Homicide Rescreening

BH Psychosocial Assessment

Detailed Assessment

BH RN Reassessment

Detailed Assessment L&D (OB)

Suicide Screening

Non-Urgent Care

Suicide Rescreening

Suicide Screening

LD Admission Assessment

Suicide Rescreening

For all interventions/
assessments, the
verbiage “Suicide
Assessment” has been
updated to Suicide
Screening as this will
be used for required
documentation and BH
related screenings in
accordance with the
TJC.
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