Dysphagia Screening — Water Test

fm

—
swallow if applicable.

Dysphagia Screening

Any signs of aspiration during the 3 oz water test:
1 Yes
2 Ho

Docunent Glasgow Cona Scale:>Yes

Glasgou Cona Scale less than 13: mﬁ_

Facial asgnnetrg/ueakness:éﬁﬁ_

Tongue asywnetry/ueakness present:éﬁﬁ_

Palatal asyunetry/ueakness present:9ﬁ57
Pass/fail dysphagia screening:2Pass *

| Any signs of aspiration during the 3 oz water testisHo = |

Hoted changes in suallow test:
Dysphagia screening convents:

LCOE, PATIENT =

CEndd [

Dysphagia Screening LCOE,PATIENT

Hoted changes in swallow test:
1AThroat clearing If throat clearing, coughing or change in vocal quality
2[#Cough noted refer to Speech Therapy.
JC0Change in vocal quality I patient fails dysphagia screening, waintain HPO per
facility protocol.
I+ patient passes dysphagia screening, start diet per
order.

Docurent Glasgou Coma Scale:i>Yes
Glasgow Conva Scale less than 13: mﬁ_
Facial asunnetry/ueakness:sHo

Tongue asynnetry/ueakness present:>No
Palatal asumwetru/ueakness present:sHo

Dysphagia screening cunnents:\[uugﬂ
>

Pass/fail dusphagia StrBBning|aFail| *

Any signs of aspiration during the 3 0z water test:>Yes
Hoted changes in suallow testi>Throat clearing *

CGEnd) [

Currently in the Dysphagia Screening assessment, the field “Any signs of aspiration
during 3 oz water test” can be bypassed and the screening will still auto populate a ‘Pass’.
With this update, the 3 oz water test will be required to evaluate the patient's ability to

If “No” is answered for:

e Glasgow Coma Scale less than
13

e Facial asymmetry/weakness

e Tongue asymmetry/weakness

e Palatal asymmetry/weakness

Then Any signs of aspiration during
the 3 oz water test becomes
Required to complete the
Dysphagia Screening.

Once the 3 oz water test is
performed and there are no signs of
aspiration, the patient passes the
dysphagia screening.

If ‘Yes’ is answered for Any signs of
aspiration during the 3 oz water test
then Noted changes in swallow test
becomes required* and the patient
will Fail the test.

Note: In this scenario, the Pass/fail
dysphagia screening programming
response will change when the user
goes to the next field (Dysphagia
screening comments) or upon filing
after all required* fields have been
answered.



Dysphagia Screening LCOE, PATIENT

Facial asynnetry/weakness:
v 1 VYes If Glasgou Cona Scale is less than 13 or Yes is
2 HNo ansuered to any of the follouwing:

- Facial asynwetry/ueakness
- Tongue asyuuetry/ueakness
- Palatal asywnetiry/ueakness
# Stop dysphagia screening and refer to Speech Therapy
Docurent Glasgou Cona Scale:>Yes

Glasgow Cona Scale less than 13 mﬁ_
Facial asynnetru/weakness

Tongue asyuneiry/ueakness present:>Ho
Palatal asymnetry/ueakness DFESBnt:9ﬁE_
Pass/fail dysphagia screening:>Fail *
Any signs of aspiration during the 3 oz water test: r__
Noted changes in suallou test: (__

fgsphagia SCreening conrents:

CEndd |

This update affects the following interventions:

Nursing Emergency Department
Dysphagia Screening + Dysphagia Screening

If 'Yes' is answered for any of the
following fields:

e Glasgow Coma Scale less than
13

e Facial asymmetry/weakness

e Tongue asymmetry/weakness

e Palatal asymmetry/weakness

Then patient Fails the dysphagia
screening and needs to be referred
to Speech Therapy.

Surgery
SURG: Dysphagia Screening PAC +

Neuro Checks +




Malnutrition Screening Updates

Currently, the Malnutrition Screening allows users to bypass remaining screening

©

questions after answering ‘Yes’ to Recent weight loss without trying. This results in
inaccurate and incomplete malnutrition screening, potentially missing patients that may

A need further evaluation. The update will require the remaining fields be answered if a ‘Yes’

is entered for Recent weight loss without trying.

Health History Assessment [
Recent ueight loss without trying: Nutrition Screening
v 1 Yes Click belou to

2 Ho default systen nornal values

3 UnKnoun DFT Horns

DFT Horns C(Go to Next Systend

|Recent weight loss without tryingi>Yes )
Hou nuch ueight have you losti» *

Eating poorly due to decreased appetite!| *

Halnutrition screen tool score: [0 - Hot at risk

(Prev Page) [ (Next Page) [

Health History Assessment @
Eating poorly due to decreased appetite:
1 Yes
4 2 Ho
Recent uweight loss without tryingi>Yes *
How nuch weight have you lostiz14-23 b *

Fating poorly due to decreased appetite:>Ho| *

|Malnutrition screen tool score:»2 - Malnutrition risk |

(Prev Page) | (Next Paged [

Health History Assessment @
Decreased eating/feeding within last few ueeks:

1 Yes

2 Ho

Recent unintentional weight loss:>  » <

Poor weight gain within last few ronths
Decreased eating/feeding within 1ast feu upeks:s » <G
Obviously underueight or significantly uuerueight:éi*d—

Pediatric walnutrition screen tool score:! [I - Hot at risk

(Prev Page) | (Next Paged) |

This update affects the following interventions:

Nursing
Admission Health History

Emergency Department
General Focus

SURG: Admission Health History

If ‘Yes' is selected to Recent
weight loss without trying then
the following fields become
required™:

e How much weight have you
lost

e Eating poorly due to
decreased appetite

An accurate Malnutrition score
will populate once all required*
fields are documented.

An accurate Pediatric
malnutrition screen tool score
will also populate once all
required* fields are
documented.

Note: If any of the ‘Yes/No’ field
responses within the scoring tool
are documented on then all
remaining fields become required*
to submit/save.

Surgery

BH: Health History Assessment Non-Urgent

BH: Outpatient Nutrition Assessment | Paramedic Intake




EDM Module

CVC/PICC: Midline Multi Lumen Update

@ The CVC/PICC screen has been updated and now includes a new option to accurately
document midlines and clearly differentiate between single and multiple lumens.

Qc/pICe The CVC/PICC procedure type
CUC/PICC procedure tupe: field has a new response:

1 CUC nulti lumen + 7 PICC nulti lumen *
CUC single lumen 8 PICC single lumen
Dialysis catheter + 9 Umbilical vessel catheter
Hidline multi lumen|
fidline single lunen
PA catheter +

e Midline multi lumen

[=p S MY RTERRN]

| CUC/PICC procedure type:> |
CUC/PICC location: | *
Location CL/R): |
Inserted: | *
CUC/PICC insertion date: *
CUC/PICC insertion tine: [+

Instance 1ist status: fictive *
Cath/PICC/Dialysis details: | *
CUC/PICC/Dialysis line status: | *

(Hext Page) [

This update affects the following interventions:

Nursing Emergency Department Surgery
Critical Care Flow Record CVC/PICC SURG: Lines, Drains, Airways Intra-op
Lines/Drains/Airways Newborn Stabilization SURG: Lines, Drains, Airways Pre-op
SURG: Lines, Drains, Airways PACU




ICP Monitoring: External Ventricular Device

Currently, if a patient has multiple EVD drains, nurses may need to monitor two ICP values. The
@ EHR does not allow users to capture two discrete ICP values within the hemodynamic screen,
preventing clinicians from tracking and trending these results.

IFICHG enbedded disc
206auze

J00No dressing
4Steri strips
sFSutures
600Transparent

ICP/Ventriculostomy @
Site assessnent: [or free textl

100B1eeding “OTenp cold

200C1ean/dry g0Tenp cool

300Drainage 9Tenp hot

4V Ecchynotic 180Tenp warn

5C]Edenatous

600Foul odor

Intervention:>
Site assessnent:>Ecchynotid
Drainage description:
ICP/Ventriculostomy @

Dressing type: Lor free textl

Intervention:>

Site assessnenti>Ecchynotic

Drainage description:

CSF color:

Dressing tupe:>CHEenbeddd
\5utures

Dressing intervention: |
Date of last dressing change:

(Prev Paged [

(Next Paged [

Vital Signs

1 Yes

Docunent vital signsis
Docunent pre transfusion vitals:|
Docunent height/weight measurerents: | *
Docunent henodynawnic wonitoring: |
Docunent orthostatic vital signs: |
| Docunent ICP/CPP nonitor ing:>Yes|
Docurent nultiple extrenity blood pressures! |

(=

Docurent ICP/CPP wonitoring:

CEndd |

In the ICP/Ventriculostomy
drain documentation, users will
now document the Site
assessment and Dressing type
in drain instance documentation.

The field responses for Site
assessment have been updated
to include ‘Ecchymotic’ in the
multi-select and ‘Free Text’
enabled documentation field.

Dressing type has been updated
with the following responses:

CHG embedded disc
Gauze

No dressing

Steri strips

Sutures

Transparent

ICP/CPP monitoring in Vital
Signs has been updated to
allow for documentation of
multiple ICP values.

In the Vitals/Ht/ Wt/
Measurements intervention
enter ‘Yes’ in the field Document
ICP/CPP monitoring.



ICP Monitoring

Select ICP device to docuwent:
-1
-2 External ventricular Occipital region left (Honitoring)
-[13 Bolt Parietal region left CHew)

Select ICP device to document:sd

External ventricular Frontal region left CHonitoring discontinved)

k|
(Next Paged|
ICP Monitoring @
ICP 2 status:
v 1 Honitoring
2 Honitoring discontinued
ICP 2 deuite:NExternal ventricular *
ICP 2 location!|Occipital region left *
ICP 2 status:>Honitoring *
ICP 2 CnnHgd
ICP 2 nean arterial pressure
ICP 2 CPP CrrHg)
ICP 2 zeroed/recalibrated| |
ICP 2 waveforn| |
ICP 2 fluctuations)| |

CPrev Page) |

(Next Paged |

Ext Ventricular Drain

Uentricular device dr

ain 1 nl:

[?[8]9 el Bolt Parietal region left CActived

[4]5]6 External ventricular Occipital region left CActive)
1213 External ventricular Frontal region left CInactive)
[-T8[. [ralc

Ventricular device drain 1 Ml|->3 P ‘

Uentricular device drain 1:>
Ventricular device location drain 1|

Ventricular device drain 2 nl:

Uentricular device drain 2 |
Ventricular device location drain 2: |

Ventricular device drain 3 nl:

Uentricular device drain 3! |
Ventricular device location drain 3: |

*

*

(Next Paged |

Select ICP device to document
is a multi-select response field.
A list of devices documented in
Drains will automatically
populate.

Note: The ICP drain status will
populate in the Yellow comment
box. The possible responses are:
e New

e Monitoring

e Monitoring discontinued

ICP device and ICP location will
pre-populate to ensure
consistent documentation:

ICP status is a new required*
field on every device monitoring
instance with the following
responses:

e Monitoring
e Monitoring discontinued

Note: The following fields have
been added for each instance:

e |CP (mmHg)

e Mean Arterial Pressure
e CPP (mmHg)

e  Zeroed/recalibrated

o Waveform

e Fluctuations

Ventricular Drain output will be
documented in the Intake and
Output intervention.

If a numerical response is
entered in the Ventricular device
ml field then the following
responses become required*.

e Ventricular device
e Ventricular device location

Note: The Yellow information box
will display the list of documented
drains in Alphabetical Order
starting with Active drains followed
by Inactive drains.

Please ensure the appropriate
output is documented on the
correct drain.



IV Drip Status @
Docunent ICP!
1 Yes Docudentation within this intervention is for titration
2 Ho purposes only.

Not for controlled substance hand-off.
Last 4 Clinical Data Entries (For Today)

Date Tine RASS CPOT Pulse Resp Blood Press  HMAP ICP1 ICP2 ICP3

87/07 18
RASS:> CPOT: | Docuwent IC

IV drip 1] IV drip 1 status!

IV drip 2 | IV drip 2 status: |

10 drip 3: | IV drip 3 statusigs®

:3 gr?p ICP Menitoring @
ri =

v driE Select ICP device to docunent:

1V drip -1 External ventricular Frontal region left (Monitoring discontinued)

-[02 External ventricular Occipital region left (Monitoring)
-[J3 Bolt Parietal region left (Hew)

Select ICP device to docuwent:sf

(Next Paged [

This update affects the following interventions:

The IV Drip Titration +
intervention has been updated
to include additional ICP drain
documentation values.

If ‘Yes’ is answered for
Document ICP the user will be
directed to the /CP Monitoring
documentation section listed in
the Vitals/Ht/ Wt/
Measurements intervention.

Note: A list of documented devices
will automatically populate with the
ICP drain status in the Yellow
comment box.

Nursing Emergency Department Surgery
Lines/Drains/Airways Disposition SURG: Lines, Drains, Airways Intra-op
Critical Care Flow Record Flowsheet SURG: Intake and Output Intra
Intake & Output ICP/Ventriculostomy SURG: Lines, Drains, Airways PACU
Vitals/Ht/Wt/Measurements ICP Monitoring SURG: Intake and Output PACU
IV Drip Titration Intake and Output SURG: Intake and Output Pre-op

IV Drip Titration SURG: IV Drip Titration PAC
Newborn Stabilization SURG: IV Drip Titration Pre

Paramedic Intake

Triage Reassessment




Respiratory Therapy Intervention Updates

Current RT EBCD Intervention templates lack sufficient fields that lead to decreased
efficiency and missing data values for respiratory patients. Updates will include a new

N Bubble CPAP field response, additional fields in the Jet Mode section, and other fields to
allow for adequate documentation of RT interventions.
T BiPAP/CPAP sl ‘Bubble CPAP’ has been added to

Bubble CPAP

BiPAP/CPAP treatnent: |
Is this patients personal nachine!: |
>BCPAP

Hask type:
Hask size:

Pulse:

SPO2 7t

Nitrici»

(Hext Paged [

RT Ventilator Flowsheet

- Uentilator node:

1 Assist control ¢ Oscillator SIHU/PRUC/PS
2 Bi-vent/APRY 8 PAV/ASY I4 SIMVAUC/PS
3 High FRO 9 Pressure control 15 Standby
10 PS/CPAP 16 Volune control
5 HHY 11 PRUC 17 VUolune support
6 HAVA 12 SIMU/PC/PS
Ventilator flousheet treatnent: [Adult
Intubated prior to adnission:
Hechanical ventilation start date: |B5/28/25*
Mechanical ventilation start tine! [BBEO*
Hechanical ventilation stop date:
Hechanical ventilation stop time: |

Uentilator identification nunber: |
|Ventilator node:>Jet|

(Next Paged [

the Mode field response options
documenting RT BiPAP/CPAP.

Note: This update has been added
to the RT BiPAP/CPAP Initial and
the RT BiPAP/CPAP Subsequent
interventions.

In the RT Ventilator Flowsheet,
the following fields have been
added when the response ‘Jet’ is
selected for the Ventilator mode
field:

PEEP

High & Low MAP Alarms
Servo Pressure Alarms
Backup Rate

Backup PIP

Backup inspiratory pressure
Backup I-time



Jet ==

PEEP (cuH20):
[718]9 el
[4[5[6
FE
[ [8f [calc

Set rate Cbpndis
[-tine (sec):
Blender Fif2#:|
Delta P CcuH200:
Servo pressure (cnHZ28):
Peak inspiratory prIM
PEEP CcnH20):>12
Mean airuay pressure CcuH20)! |

Cartridge tenp:
Circuit tenp CCO:

(Hext Paged [

Jet ==

(7819 [Del
(4576
f1f2l3
(-8 . ltalc

MAP alarns CcnHZ2@):>
HAP alarn high:>99.99
HAP alarn low:i>11.11

Servo pressure alarns (cuH208):>
Servo pressure alard high:>99.99
Servo pressure alard lowi»11.11

High PEEP alarn:|
Low PEEP alarn:|

(Prev Paged [ (Next Page) |

==

Backup 1-tine (sec):
[718[9 el
[4]5]6
EER
[-Ta[. [calc

Backup rate:>12

Backup peak inspiratory pressure (cHH20):>12
Backup inspiratory pressurei>12
Backup I-tine (sec)i>3.2

CEndd [

(Prev Paged |

PEEP (cmH20) has been added to
page 2 of Jet Ventilator Mode
screen and supports a response up
to 2-digits.

The new alarms fields have been
added and support the use of 5-
digits including a decimal point:
MAP alarm high

MAP alarm low

Servo pressure alarm high
Servo pressure alarm low

Four additional new fields have
been added and support a
response up to 2 digits:

e Backup rate

e Backup peak inspiratory
pressure (cmH20)

e Backup inspiratory pressure

e Backup I-time (sec)

Note: The Backup I-time (sec) field
supports 3-digit responses, including a
decimal point.




|_RT Ventilator Flowshest | On the RT Ventilator Flowsheet
Transcutaneous PCOZ2 site tenperature: intervention, the foIIowing fields
[?778]9 [pel .
4TsT6 have been added:
[1]2]3
[-78]. [talc e Transcutaneous PCO2
e Transcutaneous PCO2 site
Secretions cleared:» change time
Pulse: [— e Transcutaneous PCO2 site
ulse:
Pulse source: | temperature
SPO2 %i
ETcoz: [
Transcutaneous PC02:212.34
Transcutaneous PCOZ2 site change tine:>8060
Transcutaneous PCOZ site tenperature:>188.5
(Prev Page) [ (Next Paged [

This update affects the following interventions/assessments:

Nursing Emergency Department

RT: Ventilator Flowsheet RT: Ventilator Flowsheet
RT: PEDS Ventilator Flowsheet RT: BiPAP/CPAP Initial
RT: BiPAP/CPAP Initial RT: BiPAP/CPAP

RT: BiPAP/CPAP Subsequent
RT: BiPAP/CPAP

RT PEDS: BiPAP/CPAP Initial
RT PEDS: BiPAP/CPAP




Restraints Initiative Update

e

Inappropriate restraint utilization has heightened regulatory risk with inconsistent practices
and outcomes for managing restraints effectively. As part of the 2025 Strategic Priorities,
we have identified ways to drive appropriate restraint utilization by optimizing both the
ordering of restraints and the subsequent nursing documentation.

Ordering Restraints Process
&S| In the RESTRAINTS ORDER

Enter/Edit Responses : RESTRAINTS ORDER *Current*

Procedure Ordered
[RESTRAINTS ORDER =Current=

Order Phase:

I Initial No Active Nursing
2 Reneual Docurentation on File.
|Order Phase: |
Level of restraint: *

<6 Page Screenz

Ok Cancel Help |  Next |

=

Enter/Edit Responses : RESTRAINTS ORDER *Current*

Procedure Ordered
[RESTRAINTS ORDER *Current=

Level of restraint:

1 HNon-violent No Active Hursing
2 Violent/self-destructive Docunentation on File.

Order Phase: |Initial * ‘

|Level of restraint: ]

<6 Page Screen>
Help | | Next |

Ok | Cancel

Enter/Edit Responses : RESTRAINTS ORDER *Current®

Procedure Ordered
[RESTRAINTS ORDER =Current=

Hon-violent restraint device:

100Bedrails sOGeri-chair No Active Hursing
200Chenical 6AHitten + Docurentation on File.
3C0Enclosure CISoft +

4JFreedon splints + 8CJMHaist

Hon-violent restraint device!:

Hitten BUH &
Hon-violent Restraint Tine Linit
[24 hours *
<6 Page Screen>
Ok Cancel Help Prev | Next |

==

the first required* field is the
Order Phase: with the following
response options:

e |[nitial
e Renewal

Note: An error message will occur if
the Order Phase of ‘Renewal’ is
selected in the absence of a current
‘Initial’ Restraint Order.

The Level of restraint is a
required* field with the following
response options:

e Non-violent
e Violent/self-destructive

Note: The yellow information box
will continue to display any Active
Nursing Documentation on file
throughout the ordering process.

If ‘Non-Violent’ Level of restraint
is selected, the user will be
directed to the approved Non-
violent restraint device selection

types.

Non-violent Restraint Time Limit
will pre-populate 24 hours for
Order Phase of Initial and 1
Calendar Day for Order Phase
of Renewal.

Note: Restrictive positioning and
Tightly tucked sheets are no longer
approved Non-violent restraint
devices.



Enter/Edit Responses : RESTRAINTS ORDER *Current*

Procedure Ordered
[RESTRAINTS ORDER =Current=

Uiolent restraint device:

1A Chenical sOSeclusion No Active Nursing
200Enclosure 6C0Soft + Docunentation on File.
300Physical holding OSunthetic +

4JRestrictive positioning
Violent restraint device:
Chenical *

Uiolent Restraint Tine Linit

[4 hours *
<6 Page Screen>
0k Cancel Help | Prev | Next |
(5]

Enter/Edit Responses : RESTRAINTS ORDER *Current®

Procedure Qrdered
[RESTRAINTS ORDER =Currents

1O0HU-Attenpts rexove device SCIV-Conbative Ho Active Hursing
200HV-Handle wound/dressings 60JV-Destructive Docunentation on File.
30C0HV-00B extrene inj risk ?CJVU-Phuysical aggression

4Y-Attenpts self-harn

Clinical justification: *

<6 Page Screen>
Prev | Next |

Ok | Cancel | Help |

Note: An Error message will occur if the user selects a Violent (V) justification
for a Non-Violent Level of restraint and if a Non-violent (NV) justification is
selected for a Violent Level of restraint.

Procedure Ordered
[RESTRAINTS ORDER *Current*

Criteria for release of restraints is net when patient stops:
10HU-At tenpts remove mguice
20Hu-Handle wound/dressings
300HU-00B extrene inj risk
qVU-Attenpts self-harn

‘NV-Attempts remove device' is not an appropriate response
for documented restraint level.

o |

Criteria for release of restraints is met uhen patient stops:
U-Attenpts self-harn +

<6 Page Screen>

Ok Cancel Help Prev ] Next |

If ‘Violent/self-destructive’ Level
of restraint is selected, the user
will be directed to the approved
Violent restraint device selection

types.

Violent Restraint Time Limit will
pre-populate 4 hours for both
the Order Phase of Initial and
Order Phase of Renewal for
adult patients.

Note: Bedrails, Freedom splints,
Geri-chair, Mittens,
Seclusion/restraint, Tightly tucked
sheets, and Waist are no longer
approved Violent restraint devices.
Clinical justification is a required
field.

For Non-violent (NV) level of
restraint, the following
justifications may be selected:

o NV-Attempts remove device
e NV-Handle wound/dressings
e NV-OOB extreme inj risk

For Violent (V) level of restraint,
the following justifications may
be selected:

V-Attempts self-harm
V-Combative
V-Destructive

V-Physical aggression

The response entered for
Clinical Justification will default
into the Criteria for release of
restraints is met when patient
stops response field.

Additional responses can be
selected; however, an Error
message will occur if the user
selects a Violent (V) Criteria for
a Non-Violent Level of restraint
and if a Non-violent (NV) Criteria
is selected for a Violent Level of
restraint.



NURSING DOCUMENTATION

==

Restraint Documentation

Level of restraint:
1 Hon-violent
2 Violent/self-destructive

A

Physician order:

Click box to display previous siatus docunentation -
Restraint status:{Start s
Level of restrainti] *

Hon-violent restraint device:

Violent restraint device:

Clinical justification: *
Alternatives utilized: *
Date restraints initiated: *

Tine restraints initiated: * (Hext Paged |

[

Restraint Documnentation

Hon-violent restraint device:
1MBedrails OSoft +

Phuysician order frou

2C0Chenical 800uaist B5/22/25 at BGB6:!
300Enc losure Bedrails
40Freedon splints +
sOGer i-chair
600HItten +
Click box to display previous status documentation -
Restraint status:>Start *
Level of restraint:2Hon-violent *
Non-violent restraint device:sBedraild *

Uiolent restraint device:

Clinical justification: *
Alternatives utilized: *

Date restraints initiated: *

Tine restraints initiated: * (Next Paged |

=)

Restraint Documentation

Uiolent restraint device:
100Chenical
2MEnclosure
J00Physical holding
4CRestrictive positioning
500Seclusion

OSunthetic +

60050t +
Click box to display previous siatus docunentation -
Restraint status:sStart *
|LEUE1 of restrainti»Violent/self-destructive *
Hon-violent restraint device:»

Violent restraint device:*Enclosebed *
Clinical justification:» *
Alternatives utilized: *

Date restraints initiated: *

Tine restraints initiated: * (Next Paged |

In the Restraint
Documentation + intervention,
Restraint status and Level of
restraint are required* fields.

The available Level of restraint
responses are:

¢ Non-violent

¢ Violent/self-destructive

If ‘Non-violent’ Level of restraint
is selected, the user will be
directed to the Non-violent
restraint device field with
approved selection types.

The yellow information box will
continue to display any
Physician order information
throughout the documentation
process.

Note: Restrictive positioning and
Tightly tucked sheets are no longer
approved Non-violent restraint
devices.

If ‘Violent/self-destructive’ Level
of restraint: is selected, the user
will be directed to the Violent
restraint device field with
approved selection types.

Note: Bedrails, Freedom splints,
Geri-chair, Mittens,
Seclusion/restraint, Tightly tucked
sheets, and Waist are no longer
approved Violent restraint devices.



Restraint Documentation 05/22 0952

Clinical justification:
IINU-Attenpts renove device ?[JVU-Physical aggression
200NY-Handle wound/dressings

3CIHV-00B extrene inj risk

4C0y-Attenpts self-harn

5C0v-Conbative

60JV-Destructive

100021474493 LCOE PATIENT

Physician order

Click box to display previous status docunentation -

Restraint status:sStart *
Level of restraint:>Non-violent *
Hon-violent restraint device:>Bedrails *

Violent restraint device:

Clinical justification:>Attenpren *
Alternatives utilized: *
Date restraints initiated: *

Tine restraints initiated: * (Next Paged |

Note: An Error message will occur if the user selects a Violent (V) jusification for
a ‘Non-Violent’ Level of restraint and if a Non-violent (NV) jusification is
selected for a ‘Violent’ Level of restraint.

100131 discussion ?CICheck lab values 130Hus ic/television

20Additional warnth 800Decr stin/decr noise 1400Night light

300Assisted anbulation 9C0Decrease texperature 1500Nutrition/hygiene

4C1Bed alarn 1800Diversion activity 16000r ientation

5Ocall light within reach  1100Fanily interaction 1¢/CJPRN red per tx plan

6CJChange environnent 120Interpreter services 18¥lor<F9> For More Options
Click box to display previovs status documwentation -

2l

Restraint status:i>Start *
Level of restrainti>Violent/self-destructive *
Non-violent restraint device:» Alternatives utilized: Lookup =
Select |
Violent restraint device:>Enclosure
. Options
Clinical justification:>VU-Destructive 1
- e r——— 1+ Toileting
Alternatives vtilized:>Toileting > Uoluntary tine out
Date restraints initiated: | *
Tine restraints initiated: *
Restraint Documentation @

Safety/Rights/Dignity naintained verified:

1 Done nou Done now - vse to docuwent each observation in real tine,
2 Three tines every hour three tines every hour.
3 Every 15 ninutes per hour
For patients under continuvous or frequent in-person
observation or continvous avdio/video vonitoring, or if
a paper checklist is used and scanned into the EHR/HPF
nedical record, the following nay be used:

Three tines every hour

Every 15 ninutes per hour

Safety/Rights/Dignity naintained verified:s

Alternatives attenpted:

(Prev Paged | (Next Paged |

Clinical justification is a required
field.

For Non-violent (NV) level of
restraint, the following
justifications may be selected:

e NV-Attempts remove device
¢ NV-Handle wound/dressings
e NV-OOB extreme inj risk

For Violent (V) level of restraint,
the following justifications may
be selected:

e V-Attempts self-harm
e V-Combative

e V-Destructive

e V-Physical aggression

In the Alternatives utilized field,
“Commode at bedside” has
been removed from the list of
responses and ‘Toileting” has
been added.

Note: Toileting can be found in the
‘<F9> For More Options’ response.

The Safety/Rights/Dignity
maintained verified: yellow
information box has been
updated to align with HCA
restraint policy.

For patients under continuous or
frequent in-person observation or
continuous audio/video monitoring,
or if a paper checklist is used and
scanned into the EHR/HPF medical
record, the following may be used:

e Three times every hour
e Every 15 minutes per hour



Circunstances leading to restraint/seclusion incident: Violent episodes allow

I00HV-Attenpts ricoe q . L.
ocumentation of debriefin

2C0NU-Handle woul - ‘ i ) 9

3D NU-00B extrent '0 'NV-Attempts remove device' is not an appropriate response When D|Scont|nued .

@U—HHEHD ts se =il for documented restraint level.

50Jv-Conbative ok . .

6010-Destruct ive Clrcumstances lleadlng to .

restraint/seclusion event will
Circunstances leading to restraint/seclusion incident:>U-Attenpts self-harn default the documented

response to the Clinical
justification filed with the Start.

Reconnendations for future interventions:

Post counseling provided to! * .. . .
This is editable but will not allow

Debriefing Connent: the addition of NV selections.

CEndd [



Suicide Screening Functionality Update

©

LA

Currently, if the clinician exits the suicide screening without completing documentation, it appears as
if the screening was completed, as it retains ‘Yes’ in the Assess suicide screening field. This results in
no-risk level being assigned or reported to the provider and is a potential safety concern for patients.

To reduce the potential safety concerns, if the clinician exits the Suicide Screening/Rescreening
screen without completing documentation, nothing will display in the field.

Safety/Risk/Regulatory == Selecting ‘Yes' to the Assess
o saullls sstesitl G suicide screening field will direct
2 Unable to assess the user to the BH Suicide/
Homicide Screening
documentation screen.
Isolation 5tatu5:->|5tandard precautions * If the clinician decides to exit the
Assess sepsis: [ suicide §creen|ng prior to .
Assess vaccines: | completing the documentation,
poger oo Tl Sn TSk r an alert will appear to ‘Exit and
ssess pediatric skin risk: [ , A
Assess fall risk: | Erase’ to return to the main
[(szzie SWGILD SEEED 27 | screen or “Return to Screen’ to
fAssess Broset violence screening: | X
Assesy BH Suicide/Homicide Screening @ Complete reqUIred
Hon-specific active suicidal thoughts in the past month: documentation.
1 Yes In the past nonth, have you actually had any thoughtsdh
2 Ho killing yourself?

Wish to be dead or to not wake up in the past month:>Yes*
Wish to be dead or to not wake up in vour lifetine: [Yes#

Hon-specific active suicidal thoughts in the past month:> #
Hon-specific active suicidal thoushts in uour lifetine: [ =
Erasing Documentation Alert
*** ATTENTION ***
! ke *** Erasing Documentation Alert ***

Exiting from this screen will cause

the values of any questions you (Hext Page)
have answered on this screen to be erased

Are you sure you want to exit this screen?

I Exit and Erase || Return to Screen




Safety/Risk/Regulatory

Assess Broset violence screening:
1 Yes

Assess sepsis:

Assess vaccines:

Assess adult skin risk:
Assess pediatric skin risk:

([ TTT]

Isolation status:*5Standard precautions *

Assess fall risk:

|ﬂssess suicide screening:*

fissess Broset violence screening:
Assess trauma alcohol screening (CAGED:
Assess depression screening:

(End) [

The Assess suicide screening
field will now be blank and the
system will move the cursor to
the next field if the clinician exits
the screening prior to completing
the screening.

This update affects the following interventions:

Nursing
BH: OP Initial Nurse Assessment+

Emergency Department
Detailed Assessment

Surgery
SURG: Safety/Risk/Regulatory PAC +

BH: Initial Nurse Assessment (INA) +

BH Level of Care Assessment

SURG: Safety/Risk/Regulatory +

BH: Nursing Reassessment

Non-Urgent General Focus

SURG: Safety/Risk/Regulatory Int +

BH: Psychosocial Assessment (PSA) +

BH: Level of Care Assessment +

Safety/Risk/Regulatory +




TBSA and Burn Depth Removal Update

TBSA and burn depth will be removed from Nursing documentation and will be completed
ﬁﬁ by the Burn physician using the Lund and Browder chart. Determination of TBSA with the
use of Lund and Browder is a diagnosis and not within the nurse’s scope. Nursing
== integumentary assessments will be documented within the following
assessments/interventions:

e Admission/Shift Assessment: Skin Alteration

Head 7 burned:
[718[9 el
[4]5[6
[1[2[3
[ [8] [alc

Head % burned

Y
Head depth:
Neck 7 burned:
Neck depth:
Trunk anterior 7 burned:

e Burn Assessment/Reassessment (for ED)

- TBSA Age Specific Information -

Age group isi ADULT

Max total body systen area CTBSA) for this part is 7.0 %

Head % of TBSA:

[ Neck # of TBSA:

I

[ TrunK anterior Z of TBSA:

(=] TBSA and burn depth will be
removed nursing documentation
interventions.

Trur =
Trunk pg patient |

Trunl Date = Time B943 User

=]
Document TBSA and burn depth

will be removed from EDM

Butt
Bl

1 Yes

Onset of current episode: |

Presenting signs/synptons:>

Initial onset of signs/synptons:>

Synptons frequency:>

Burn:>

[Docurent TBSA and burn depthi> |

OK

documentation within the Burn

assessment/reassessment

(Next Paged [

This update affects the following interventions/assessments:

Nursing Emergency Department

TBSA and Burn Depth

Burn Assessment

Burn Reassessment




Universal Timeout Updates

In the Universal Timeout intervention, the Briefing information field has been updated to

—— align with corporate policy.

Universal Timeout
Briefing/anesthesia tineout conpleted:

1 Yes Briefing/Anesthesia tineout completed immediately before

2 Ho admninistration of any type of anesthesia and/or sedation.

Briefing elements:
=Pt identified by tuo identifiers
=Prouvider(s) confirned
=Procedure site/side confirned and marked per policy
=Does patient have any drug/latex allergies
-Does patient have difficult airuay/aspiration risk
-Anesthesia procedure prior to incision/start tine
-Anesthesia safety check comwplete
=Pressure-reducing positioning aids needed
-0ther concerns

Procedure tineout completed at:
Procedures being perforned:

Site blocked: |
Debriefing completed: [

CEnd) [
Universal Timeout IE'
Debriefing conpleted:
1 Yes Debriefing completed before surgeon/proceduralist
2 Ho and patient leave the procedure area

Debriefing Elements:

=Results of all counts were verbalized

-Exact procedure and diagnosis were confirned uith surgeon
=-All specinens are labeled correctly

-Here there any delays for the case CIf Y will need to
enter in delay code in case tines grid=0R only)
-Pernanent changes to preference card (OR only)

=Key patient concerns for recovery/management of care

-Are nedications secured

Briefingfanesthesia tineout conpleted:*Yes
Procedure tirmeout conpleted at:>1818
Procedures being perforned:*

Site blocked: >
|Debriefing completed:> |

(End) [

This update affects the following interventions:

Nursing
Universal Timeout

Emergency Department
Universal Timeout

Briefing/anesthesia timeout
completed has been updated
with the following responses:

e Yes
e No

The yellow information box has
been updated to align with
corporate policy.

The Debriefing completed field
has been updated with the
following responses:

e Yes
e No

Surgery
SURG: Universal Timeout Intra-op

Moderate Sedation Moderate Sedation

SURG: Universal Timeout PACU

Lines, Drains, Airways Lines, Drains, & Airways

SURG: Universal Timeout Pre-op

OB: OR Record Temporary Pacemaker

SURG: Moderate Sedation Intra-op

Critical Care Flow Record Newborn Stabilization

SURG: Moderate Sedation PAC

SURG: Moderate Sedation Pre

SURG: Lines, Drains, Airways Intra-op

SURG: Lines, Drains, Airways PACU

SURG: Lines, Drains, Airways Pre-op

Post Procedure Doc (Profile Screens)




EDM Module Updates

Current documentation does not allow the capture of a cell phone number in the EDM Recept or
Check-In screen. Future documentation will allow a cell phone number to be entered upon patient

arrival during the Recept function.

Patient Reception [=]
Patient  [HEW Armival Date [15/13/25  Arrival Time [1548
Name  RECEPT,TESTING CELL Sex F Birthdate [08/12/87 Age [37
Perform MPI Search? [y Zip Code Upd Assmnt

Cell Phone
Stated Complaint  headache
Chief Complaint  ZHEADPAIN  Head Pain/Injury
Priority 3 ED Location |1, 0BED ‘Wait List
Room WaitNo. |
Wait List
Patient Priority Complaint Status Event

1

2

: PP IUENt Reception

5 Patient  [HEH Arrival Date 05/13/25  Arrival Time [1550

| Neme  [HT,CELL Sex [F Birthdate [@B/12/19 Age 5Y G9H

' Perform MPl Search? Y Zip Code Upd Assmnt
PC Cell Phone [(2141879-2170
Comm Stated Complaint E[mg
Prefe; Chief Complaint  [ZGIABD |G1/Abdoninal Pain
_Ec Priority 3 ED Location Li_m Wait List
Room | | Wait No. |
Wait List
Patient Priority Complaint  Status Event
1
2
3
q
5
B
FCF  [DR.ATHDO1  |ATTENDINGO! ,PROVIDER IHTEG
Comment |
Preferred Pharmacy Ho Pharnacy Entered
[
Edit | Ack [

0K | Cancel

Walk-in Recept

Scenario 1: Cell phone number is
not entered at time of Recept.

Scenario 2: Cell phone has been
entered at time of Recept.

HCA:

Healthcare®



oll I Baventen

Patient  CHECK IH | Check In

) MF1 Search
Name  [TEST,HAY 1 " Upd Assmat |
CallDate 0501725 Call Time (906 2 1
Priority 3
Age 14 | Birthdate /0570
Sex F i
Call Phone | )
Stated Complaint |
Assessment  PRECEPTHOR
ETA (minstosh [10 ETADate 501775  Avivel Date
ETA Tima mlﬂ Armenl Time
Location |}, 0BED Room |
Cipatient  CHECK 111 Check In_|
M Saarnch I

Prdk! HName  [TEST,HAY |
i

Call Date 05/01/7  Call Time (69008

Priority 3
Age 19 ] Hirthdate W_:ﬁ;ﬁ |

Sox F Fip Code B
Catll Phone 21 9-879-21
Stated Complaind

Assessment  FRECEPTHDR

ETA {minutes) (10 ETA Date 06701 /25 Arrivnl Date 05015755

ETA Time (618 Agrival Time  OETS

Location [J.0BED  PFoom |
PCP |

[
Comment  CALL IH HECERT TEST

Pm'réa:h\ad tha?' f[nu Pharnacy Entered
[

0K I Cancal I

Patiant y Chieck In

Ambulance Company b M Search
Upd Assmni

Ambulamce 1D Hayl
Coll Date  [15/01/25  Call Time {507

Priosity 3
Age 31 Dithdate

Sex F i |
! Cell Phone |
Stated Complaind e

Assossmenl  FRECEPTHA

ETA {minutes) |10 ETA Dot [5/001/25 Arrmval Date

ETA Time [l 7 Arrnval Timae

Mo Fibe , Ho |
Locaton L1 OBED Foom |
PCP |

Comment EI Recent Test

Preferred Pharmm Ho Pharnacy Entered

Edit Ak [

0K | Cancal |

Call-In Reception

Scenario 3: Call-In Recept is used;
all fields will be entered apart from
the Cell Phone and Arrival
Date/Time.

Upon patient arrival, complete the
Check-In process including
documenting patient cell phone
number.

EMS Recept

EMS Recept is used by the
Transfer Center. All fields will be
entered apart from the Cell Phone
and Arrival Date/Time.

Once the patient arrives, Cell
Phone field can be documented.

HCA:

Healthcare®
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