Mobility Nursing Strategic Agenda Enhancements

This update will enhance documentation in the Routine Daily Care to standardize capture of patient
activity/mobility and level of assistance, improving multidisciplinary communication, visibility into

LA\ functional status, and correlation with outcomes including length of stay, falls, NVHAP,
CAUTI/CLABSI, restraint use, and pressure injuries.
Routine Daily Care J00021631632 LCOE,Sarah

Activity/mobility! [or free textl
10Active range of notion
200Anbulate
300Bed in chair position
4C]Chair/connode
5C]Dangle
6CIHarching
?CINone/bedrest
8C0Passive range of notion
9C1Stand

1800Turn

assistedd, not what patient is capable of doing.

Docunent only what patient actuvally did Cindependent or

If patient independent, confirn actions uere conpleted.

-

Activity/mobility:

Level of assistance:

Note: The yellow information box has been updated to document only what the

patient actually did, not what the patient is capable of doing.

Routine Daily Care

Level of assistance: [or free textl
Hone

Dependent/total assist
Independent/rod independ
Haxinal assist

Hin to noderate assist
Set vp/clean up only
Supufcontact guard assist

or touching assistance such as holding gait belt looselu.

of total task/effort with phusical assistance.

'\JU’JU'\.DL\JN—@

Haximal assist: Patient contributes, but completes less
than 58% of total task/effort with phusical assistance.

Dependent/total assist: Patient does not contribute to
conpletion of task or requires assistance of tuo helpers.

Activity/mobility:>

|Leuel of assistancel*

Assistive devices:

Duration out of bed (ninutesd): |

Anbulation distance (feet):

()

Supervision/contact guard assist: Supervision. verbal cues

Hininal to noderate assist: Patient completes 58%4 or nore

(Hext Page) [

Routine Daily Care

I!II Duration

J0D021639878 LCOE TEST

out of bed (hinutes):
7189 el

[4]5]6

ATz

[ Te] [calc

Activity/nobilitui»

Level of assistance:»
Assistive devices!

Duration out of bed Cninutes)id
nbuTatTon disfance Cfeef):

(Hext Page) |

Routine Daily Care

The Activity field has been
modified to Activity/Mobility and
the group responses have been
updated to include:

e Active range of motion

e Ambulate

e Bed in chair position

e  Chair/commode

e Dangle

e Marching

e None/bedrest

o Passive range of motion

o Stand

e Turn

o Freetext

For Level of assistance, the
group responses have been
updated to include the following:

° None

e Dependent/total assist

e Independent/mod independ
¢ Maximal assist

¢ Min to moderate assist

e Set up/clean up only

e Supv/contact guard assist
e Free text

Note: The yellow information box
defines levels of assistance.

A new field for Duration out of

bed (minutes) has been added
in place of Ambulation duration
(minutes).



Nutritional Related Diagnosis

The response options for Nutrition related diagnosis were not sufficiently defined to meet CMS
guidelines. This update introduces more detailed response options to support precise
== documentation that can be included in provider documentation and ensures CMS compliance.

Nutrition Assessment J00021639878 LCOETEST

Hutrition related diagnosis:
1 Hild nalnutrition ¢ Obese class I

2 Hoderate walnutrition 5 Obese class II

3 Severe nalnutrition 9 Obese class I11 - Horbid
4 Underueight
5

6

Hornal ueight
Overueight

Hutrition vonitoring:>

|Nutrition related diagnosis:
Nutrition diagnosis details:

Note: A malnutrition response for adult patients in Nutrition related diagnosis will

skip the Nutrition diagnosis details field.

‘ Nutritional Assessment \

Responses for the Nutrition
related diagnosis field have
been updated to include:

e Mild malnutrition

o Moderate malnutrition
e Severe malnutrition

e Underweight

e Normal weight

e Overweight

e Obese class |

e Obese class |l

e Obese class Il - Morbid



Standard Diet Orders Update

MEDITECH CPOE Update

Standard Diet Order Updates: Modifiers/Supplements

Updates have been made to the Standard Diet Orders, Modifiers, and Supplements to more

accurately capture patient nutrition needs.

(ol

Enter/Cdit Responses : Bariatric Diet

Procedure Ordered
[Bariatric Diet

Diet Hodifiers:

1CIGERD SCLactose free 9 JHo pork
2061uten free 600Lou phosphorus 18C0Renal Cdialysis)
300Halal ?OLou potassiun 1100Renal Cno dialysis)
4JKosher 80Lon sodiun 12000r<F9> For Hore Options
Diet Hodifiers: Fluid Restriction: |
Safety: Adaptive Feeding:

To order supplenents see next page

<6 Page Screen>

Diet Modifiers

o] 3 Cancel Help | Prev | Next

Enter/Edit Responses : Reqular Diet

Procedure Ordered
[Regular Diet

ICIF inger foods SCIHigh fiber 9JLou phosphorus
200GERD 600Kosher 1800Lou potassium
ICGluten free ‘ClLactose free 11[0No_caffeine
4Halal 800Lou nicrobial 12000r<F9> For Hore Options |
Diet Hodifiers: r Fluid Restjiction:
) Diet Modifiers: Lookup
Safetu.‘ Adaptive Select |
To order supplenents see Tpne
1 Ho pork < >
Ok Cancel 2 Post esophagectony J
3 Post gastrectony —
4 Protein - high
5 Protein - lou
6 Six small neals
i Uegan
8 Uegetarian
9 Hired jan i

|v| CORP.AdvClinicalContent@HCAHealthcare.com

The following standardized diet
orders has been updated

with the new ‘No pork’ modifier field
response:

Bariatric Diet
Cardiac/Heart Healthy Diet
Clear Liquid Diet
Consistent Carb/Diabetic Diet
Dysphagia/IDDSI Diet
Fiber Restricted Diet

Full Liquid Diet

Low Fat Diet

Low Sodium Diet

Pediatric Diet

Regular Diet

Renal Diet

Adult tube feeding
Pediatric tube feeding

In addition, the ‘Wired jaw’ modifier
field response has been added to
Regular Diet only.

HCA--
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En
Procedure Ordered
[Pediatric Tube Feeding

| [ WTF Fornula: cor Fr

2 EleCare infant

TF Formula: Lookup

Select |

Options
T

Oswolite 1.5 cal RTH
Pediasure 1 cal
Pediasure 1.5 cal
Pediasure FBR 1 cal 8oz
Pediasure FBR 1 cal RTH

vcerna 1.5 cal 8oz
vcerna 1.5 cal RTH

Tube Feeding Orders

3 EleCare Jr unflav | Pediasure FBR 1.5 cal _&oz ity 1 cal 8oz

4 Fnsure harves Pediasure FBR 1.5 cal RTH F3> For More Options
TF Fornula: 8 Pediasure harvest *

Route: 9 Pediasure PEP 1 cal 8oz

Hodular #1: 10 Pediasure PEP 1 cal RTH
Hodular #2: 1 Pediasure PEP 1.5 cal 8oz
Hodular #3: 12 Pediasure PEP 1.5 cal RTH
13 Pulnocare 1.5 cal Soz

1
2
3
1 Alfanino Jr 4
5
6
T

Enter/Edit Responses : Pediatric Tube Feeding
Procedure Ordered
[Pediatric Tube Feeding

-
1 Banatrol Pronod llq pro 18 gn
2 Beneprotein A gn
3 Juven ?
4 Liguacel
TF Fornula: [Pedia
Route:

Prosource TF
Prosource TFZ2H
RTH*  Adninistrati

BR 1.5 cal Tupe: | *

Modular #1: ] Error

Hodular #21 |

Hodular #3:

Prosource TF and Prosource TF20 are intended only for
patients 4 years old and older.

(%)

Enter/Cdit Responses : Adult Tube Feeding

Procedure Ordered
mﬂdult Tube Feeding |

1CINPD SCClear ligquid 9C0Finger foods

20Bariatric 600Consistent carb 1800Full liguid

30cCardiac/heart healthy ?ODdysphagia/I0D51 11O0Fundoplication clear

4CJchyle leak 8CFiber restricted 12000r<F9> For Hore Options
Diet Hodifiers: r * Fluid Restriction! |

Safety: ‘ Adaptive Feeding:

To order supplenents see next page

<14 Page Screenz

Ok Cancel Help | Prev | Next

‘Pediasure FBR 1.5 cal RTH’ has
been added to the Pediatric Tube
Feeding formula list.

‘Prosource TF’ and ‘Prosource
TF20’ have been added to both
Adult and Pediatric Tube Feeding
Modulars. <see below>

An “Age-Appropriate” Error
Message has been added to
‘Prosource TF’ and ‘Prosource
TF20’ that will prohibit ordering
these items for patients who are
under 4 years of age.

Prosource TF and Prosource TF20
are intended only for patients 4
years old and older.

The Diet Modifiers field is now
required* on both Adult and
Pediatric Tube Feeding orders

HC

Healthcare®



Enter/Edit Responses : Pediatric Tube Feeding

Procedure Ordered
[Pediatric Tube Feeding

Supplements

Order Rule Logic has been added

Diet Hodifiers:
1ZIHPD
2JRegular
J0cCardiac/heart healthy
4CChyle leak

Diet Hodifiers: HPD

Clearliquil

SHClear liquid

6C0Consistent carb
?CJDuysphagia/I0DS1
800Fiber restricted
* Fluid Restriction: |

900F inger foods

18C0Full liquid
11O0Fundoplication clear
12000r<F9> For Hore Options

to all ‘Supplement’ fields. If ‘NPO’,
‘Clear liquid’, ‘Fundoplication clear’
or ‘Bariatric clear liquid’ (Adults
Only) is entered as a ‘Diet Modifiers’
and inappropriate supplements are

Safety: Ndaptive Feeding:

—] To order supplenents see next page

selected, the following Error
Message will display:

Enter/Edit Responses : Pediatric Tube Feeding

Procedure Ordered
Pediatric Tube Feeding

(=M Any Gelatein, Magic cup or Thrive
— ice cream supplements are not
appropriate with NPO or any Clear
= liquid diet modifiers.

Error

1 Banatrol
2 Healthy shot
3 Banatrol TF

Any Gelatein. Magic cup or Thrive ice cream supplements are
not appropriate with NPO or any Clear liquid diet modifiers.

4 Hone Reginen ok |
Supplenent 1:
Hone Reginen 1: Hone Reginen 2! |
Frequency 1: | Frequency 2! |
Quantity 1| Quantity 2! |
For additional supplenent see next page
<15 Page Screens|
Ok | Cancel | Help Prev | Next |
Supplements Added

Supplements Removed

The following New supplements/flavors have been
added and are available for selection if
appropriate:

e Juven pineapple coconut
e Magic cup van redu sugar
e Prosource no carb

Note: If the supplement is not appropriate for the ordered diet
it will be unavailable in Look-Ups.

The following supplements have been removed from
ALL supplement selections:

Ensure plus HP Butter Pecan
Prosource TF

HCA--

Healthcare®



Pressure Support and Airway Tube Size Update
Current documentation workflows for Respiratory Therapists do not include structured fields for
@ documenting pressure support in BIPAP/CPAP interventions or a response option for airway tube
LYo sizes greater than 10.5mm for Intubation interventions. This update adds a Pressure support field
to all BiPAP/CPAP interventions and expands the Airway tube size responses to include 11mm,
12mrr3, and free text option for all Intubation interventions.

RT BiPAP/CPAP

Pressure support (cmH20):

(77879 el

The Pressure support (cmH20)
has been added to all RT:
BiPAP/CPAP interventions.

147576
izl
(-18[. [alc

Set tidal volune (nL):>
02 Liters per minute:
02 nL per minute:
FiD2i: |
Set IPAP (cmH20):

f
Pressure support (cnH20):
’ :e: ra;e ::Pn::

P max (cnH20):

‘ Emergency Department
RT: BiPAP/CPAP

Nursing
RT PED: BiPAP/CPAP Initial

RT PED: BiPAP/CPAP Subsequent

RT: BiPAP/CPAP Initial
RT: BiPAP/CPAP Subsequent
RT: BiPAP/CPAP

e Additional responses have been

Airuway tube sizel| [or free text] added tO the Alrway tUbe Size

1 2nn BT 15 9mn . s . .

2 2 5 9 B 16 9.5m fleld W|th'|n all RT: Intubation

3 Imn 18 6.5mm 17 18mm interventions:

4 3.5mn 11 ?nn A

5 4mn 12 7.5m 19 11mn F text

6 4.5m 13 8mn 28 12m e Freeiex

7 Sun 14 8.5m e 11mm
Intubat ion treatment:> e 12mm

Intubat ion date:
Intubation tine: [
Intubat ion perforned by: |
Number of at i ;

Airuay tube size:?|

Evidence of aspiration p

Cuffed: |
Emergency Department ‘ Surg

Intubation

Nursing ‘

Lines/Drains/Airways RT: Intubation Assist- Inpatient SURG: Lines/Drains/Airways Intra-op

Critical Care Flowsheet RT: Intubation Assist- Outpatient Newborn Stabilization SURG: Lines/Drains/Airways PACU

RT: Intubation- Inpatient RT PED: Intubation Assist- Inpatient RT: Intubation Assist- Output SURG: Lines/Drains/Airways Pre-op

RT: Intubation- Outpatient RT PED: Intubation Assist- Outpatient |RT: Intubation- Output

RT PED: Intubation- Outpatient RT: Ventilator Flowsheet RT: Neonatal Intubation

RT: Neonatal Intubation RT PED: Ventilator Flowsheet RT: Ventilator Flowsheet

RT PED: Neonatal Intubation




Rapid Response Update

The current Rapid Response/Code Record combines Rapid Response and Code Blue
@ documentation into a single intervention, leading to confusion, inconsistent documentation, and
incomplete data capture. The updated workflow separates these processes by renaming the
intervention to Rapid Response Event Outcome and removing Code Blue documentation. This
change improves documentation consistency, increases visibility into rapid response events, and supports
quality improvement initiatives.

[ Rapia Response Record | The following fields represent

ﬁ e when the event was identified,
IVes terday not when the response team
Today H

arrived.

Tovorrow

e Rapid Response Activated

|Rapid response activated date:$

Rapid response activated tine: | Date
Rapid response tean arrival time:|[ ° Rapld Response Activated
| Rapid Response Record Ti
LT Rapid response activated tine: Ime

The tine the event uas
recognized.

Enter re [708]9 el
[4]5[6
[172[3
[T [Nou

Note: The highlighted box for Rapid
response activated time instructing

Rapid response activated date:s . .
[Rapid response activated tine:} to enter ‘The time the event was

Rapid response tean arrival tine:| reCOgmzed' ’
Rapid response tean reason for call: | *
Enter reason for call if OTHER selected: |
(Next Paged |
Rapid Response Record Document the time the response

Rapid response tean arrival tine:

team entered the room in Rapid

ggg el I:gnté:':eizgt t;:i;ﬁ:'?""se response team arrival time field.
[1]2]3
[ 18] [Now Note: The highlighted information

box stating to enter ‘The time that

Rapid response activated date:> the response team entered the
Rapid response activated tine:> room.’

IRaDid response tean arrival tine:al

Rapid response tean reason for call: | *
Enter reason for call if OTHER selected: |

(Next Page) |




Change in LOC

Change in vital signs
Staff/fanily concern
Other

Rapid Respense Record

L0 N -

Rapid response activated date:>
Rapid response activated tine:>

Rapid response team arrival tine:>

|Rapid response tean reason for call: *
Enter reason for call if OTHER selected:

(Next Paged|

Rapid Response Record

Enter reason for call if OTHER selected:
Enter free text.

Rapid response activated date:»
Rapid response activated tine:>

Rapid response tean arrival tine:>

Rapid response tean reason for call:30ther = *
Enter reason for call if OTHER selected:> .

(Next Page) |

Rapid Response Record
Rapid response event connents:

Enter free text.
Word wrap allouwed.

| Rapid response event cunnentsd

Dutcone of rapid response: | *
Rapid response end date:
Rapid response end tine:

(Prev Page) [ CEnd> |

Rapid response team reason for
call is required and has the
following responses:

e Change in LOC

e Change in vital signs
e Staff/family concern
e Other

When ‘Other’ is selected for
Rapid response team reason for
call, Enter reason for call field
becomes required.

The field allows for free text
entry.

Use the field Rapid Response
Event Comments to document
additional clinical details that are
not captured elsewhere.



Rapid Response Record
Dutcone of rapid response:
1 Code blue initiated
2 Patient stayed in roon
3 Level of care escalated

Rapid response event comnents:

|I]ut|:une of rapid response: ™ *

Rapid response end date:
Rapid response end tine:

(Prev Paged | CEndd [

Rapid Response Record
Okl @Rapid response end date:

Calendar [Del

Yesterday

Today

Tonorrow

Rapid response event comnents:

Outcone of rapid response:> *

| Rapid response end date:{|
Rapid response end tine: |

Rapid Response Record =

[78[9 [pel
[4]5[6
[1]2][3
[ Tol  Iou

Rapid response event counents:

Outcone of rapid response:> *

Rapid response end date:>

|Rapid response_end tine:}

(Prev Page) [ CEndd [

Outcome of rapid response is a
required field and has the
following responses:

e Code blue initiated
e Patient stayed in room
e Level of care escalated

The Rapid response end date
and Rapid response end time
fields allow for documentation of
the end date and time of the
rapid response.

Nursing Surgery

Rapid Response Event Outcome SURG: Rapid Response Event Outcome Pre+

SURG: Rapid Response Event Outcome Int+

SURG: Rapid Response Event Outcome PAC+




Restraint 2026 Phase 2 Strategic Agenda

As part of the ongoing Corporate Responsible Restraint Program, the 2026 initiative

ﬁﬁ focuses on refining policies and clarifying clinical practice expectations to ensure alignment

== with The Joint Commission (TJC) and CMS requirements. Restraint documentation
workflows have been streamlined to remove duplicative, outdated, and non-required elements. These
updates reduce documentation burden, improve regulatory compliance, and enhance efficiency in
both bedside care and EHR documentation. The revised workflow standardizes restraint
documentation to reflect current regulatory requirements while maintaining existing system
programming across all restraint episodes.

Restraint Documentation IEI In start WorkﬂOW,
Alternat ives attempted: Alternatives utilized

10Decreased stinulation 7OReorientat ion has been updated to
200Diversion 800Roon location Alternatives
30Huaiene 900Roon setup
A00Mobility attempted anq the
SOPain nanagenent response options
60Relaxat ion have been

Alternat ives attenpted: streamlined to better

align with policy.

Date restraints initiated:

Tine restraints initiated: (Hext Page) [
The documentation
I00Agitation CrFever 1300unable to conprehend .
20nA1tered consciousness 800Medical condition fields on pages 2 and
300Bouel/bladder difficulty  9CIMedication effect 3 of the Start and
4C]Confused 1800Pain .
SCJEnotional stress 1100Res t1essness Monitor workflow

have been removed
x to eliminate
duplicative
documentation.

600Environuental disconfort 12 def

Patient would be safer in re
Safe application/least rest
Restraint notification to:

Observed restraints appropriately intact!

1 Yes Honitor/RN assess should be
2 Ho done at a wininun of
(Prev Page) [ 3 Hot applicable every 2 hours.

Observed restraints appropriately infact:>
Response to re H
Level of consc

Reviewed reason for restrain

Revieued criteria for releas

(Prev Page) | (Hext Page) |



Restraint Documentation

Restraints are clinically justified:
1 Yes
2 Ho

==

- Second tier reviem —
Click belou to
default system normval values

DFT Horns
DFT Horns (Go to File)
=== The following nust be reviewed with the RH. -—

Restraints stified:?d] #*

iewed: [ #

Least restrictive t planned: [ #

Alternatives attenpted. inef s #

Cause of p; eviened: [ #

Consideration for wul ation: [ #

Justified fo ice: [ #

Assessed restraints were safelu and appropriately applied: [+
Patients richts. dionity. and safety have been upheld: [ +

(Prev Page) [ (Hext Page) [

Restraint Documentation

Safetu/Rights/Dignity maintained verified:
1 Done nou Done now - use to document each observation in real tine,
2 Three tines every hour three tines every hour.
3 Every 15 minutes per hour

==

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

Three tines every hour

Every 15 minutes per hour

Safetu/Rights/Dianity maintained Uerified:ﬂ

(Prev Page) [ (Hext Page) [

===

Restraint Documentation
0k @Reviewed/attenpted ways to help the patient regain control:

1 Yes
2 Ho

Reviened/attenpted uays to help the patient regain control:3] #

Evaluated the patients immediate situation: | #

Evaluated the patients reaction to the intervention: [ +

Evaluated the patients medical and behavioral condition: | #
Evaluated the need to continue or terninate restraint/seclusion:

| *

(Prev Page) | (Hext Page) |

The Second tier review
documentation has been
removed in alignment with
recent policy updates.

Note: Second tier review
has also been removed
from the Restraints Report.

Safety/Rights/Dignity
documentation is now
only available for violent
restraint episodes.

For Violent level of
restraints, the one-time
Face to face
documentation has been
reduced.



Restraint Documentation

Response to restraint:
1 Tolerant
2 Conbative

= Honitor/RH assess -
Click belou to
default systen normal values

DFT Horns

DFT Horms (Go to File)

Response to restraint:
Uital sians taken per uni
Free from injury or pain associated umith
Free from respiratory/airuay compromise associated with

#*
policy or doctors orders: *

restraint: [ *
restraint: [ *

Skin under/around restraint verified (uhen applicable): | #
Range of motion done: | *

Restraint Documentation

=

Date restraint discontinued:

Calendar el
Yesterday
Today
Tororrou

Date restraint discont inued: | *
Tine restraint discont inued:

(Prev Page) [

CEnd) [

| =3

Circunstances leading to restraint/seclusion incident:
1CJHV-Attenpts renove device ?CJVU-Physical aggression
2C0HV-Handle wound/dressings
3CIHV-00B extrene inj risk
4Jv-Attenpts self-haru
oLAV-Conbative
6CJV-Destructive

Circunstances leading to restrain ident:>

Reconnendations fo ions:

Post counseling provided to:

Debriefing Counent:

CGndd [

Response to restraint
has been added to the
Monitor/RN assess
documentation.
Responses continue to
allow for selection of
‘DFT Norms’ and ‘DFT
Norms (Go to File)'.

Note: Monitor/RN
assess may be
documented as often as
necessary/per policy.

The Restraint
Discontinue workflow
has been updated to
require documentation of
only the date and time the
restraint was discontinued
for both Violent and Non-
violent workflows.

The Restraint Debriefing
documentation has been
removed from the Violent
level of restraint
discontinue workflow
documentation.



RUN DATE: 02/17/26 KYA QAL NUR A*TESTHH PAGE 1

RUN TIME: 0300 RESTRAINTS REPORT The ReStraintS Report has

RUN USER: 1PDDUHE44Z

p— been updated with the

For Locaticn(s): 3.1C0 From Restraints Date: 02/17/26 thrum 02/17/26

Includs Patient Iypes: Inpatient Oniy Resive Episodes Only: ¥ Include Discharged Inpatients: N Summary Repors Cmly: W Prane Order Details: ¥ fO"OWIng ChangeS

CoRtoc  Rooweszp  EATIENT nRME ACCT NTMEER  AeE  ADM STS  ADWSWC  DIs/svC = — aoor riaes —
APP LOC  EP TYPE EP START D/T EP END D/T RESTRAINT DEVICE CLIN JUSTIFICATION RN MONITOR DATES ¢ TIMES RN FTE 20C |EP MINS TF MINS | (see below legend)

‘r&w}nn FIF DATE  EIF TIME FIF BROVIDER
Ghb PHiSE GED TrFE  GRD START D/T ORD EXP /T ORD RESTAMINT DEVICE CRD CLIN JUSTIFICATION  GRD PRYSICIAN e Face to face column
saic b Comoezire "N N has been updated to
FROVIDER FACE 7O FACE RN F F

Initial  Violent 02/17/26 0850 02/17/26 1250 Soft BUE V-Combative BELL,C MD
V-Fhysical aggression

¢ A new header and row
| S oo o5 o | s s o | S o have been added to
indicate when the Face-
to-face was completed
by a provider. It will
display the provider’s
name along with the
nere e 5 5 S e s s ey 8 date and time
documented. If the
Note: RN FTF has been added to the legend. documentation is
completed using PK,
then that will be
displayed in lieu of the
provider's name.

J.1CU (Impatient)

This update affects the following interventions:

Nursing Emergency Department Surgery
Restraint Documentation + Restraint Documentation SURG: Restraints Documentation Pre-op +
SURG: Restraints Documentation Intra-op+
SURG: Restraints Documentation PACU +




Telemetry Unavailable Optimization

In 2024, the field Telemetry Unavailable and patient maintained on continuous monitor was added to
the EDM Telemetry intervention to allow clinicians to document situations where telemetry is ordered,
LAN but a telemetry box is not available. This field will now be included in the nursing module. The field
has been moved to be the first question to enhance workflow.

Tebarmatey ApplcitcnyDcont =

Telenetry unavailable and patient waintained on continuous nonitor

41 fes If a telenetry box is unavailable, place the patient
on a continuous nonitor and validate that the

If telemetry is unavailable and
patient is on a continuous

patient is being monitored.

Ilelznatru unavailable and patient naintained on continuous nonitor aVes |
Telenetry application date:
Telenetry application tine:

monitor, ‘Yes’ would be
documented in the field.

R o s e If ‘Yes’ is documented:
RUN USER: QLSS8135 .
The rest of the queries on the
Patient: JO00458827 J JO0O021598925 AdmitfService Date: 07/10/24 .
o= WE/03(4s I Aas 120 Bz nose/oed: la-2z:Ch screen will be bypassed.
Admitting MD: ODOM wWeight (kg):
Attending MD: 0DOM BMI : . .
Fasson Eox Vieit/chisf Compleint: 3D Telemetry unavailable will
Brief Miateny: display on the SBAR report
M ——— with the date and time the
Tale ilable; on ti us it t Yes (04/0&/28 1038)
S o e g wone mesesenes intervention was filed.
Cardiac Monitor: None Documented Numeric pain scale:
Vaccine Collection Hx: Complete, Gl_acha:gmg Pt -
Prorider Review Vaos x: Hene Documested
Votrmtey Appicson/ Dol =]
Telenetry bux mpber The documented Telemetry
fer free text. application date and time will
Telenetry unavailable and patient waintained on continuous wonitori> continue to be displayed on
Tel 1 i Lal4/07 26
T e (o the SBAR report.
RUN DATE: 04/07/26 QAlA FACILITY (QAR) **ADMISSIONS+* FAGE 1

RUN TIME: 1557 Patient Handoff Report
RUN USER: QLSEL135

Patient: 000458827 / J00021598925  Admit/Service Date: 07/10/24
DOB: 05/05/05 Age: 20 Sex: P Room/Bed: J.X2-61
Code status:

Admitting MD: CDOM Welght (kg) :
Attending MD: ODOM BMI:
Reason for Visit/Chief Complaint: ASD

Brief Mistory:

Allergies: No Enown Allergies

Tele application date: 04/07/28
Tele application time: 1200
Suicide Risk: None Documented Pain control goal: Home Documented
Hold status: None Documented Pain scale utilized:
Cardiac Monitor: None Documented Numeric pain scale:
Diet:

Vacoine Collection Mx: Complete, discharging pt
Influenza Vaccine Status: Not a candidate
Provider Review Vacc Mx: Nome Documented

Note: When the Telemetry
application date and time are
documented, the previous
Telemetry unavailable response
will be automatically removed
from the SBAR report.



[ Tetemetry Appiication/Disconti
Telenetry discontinued date:
[Calendar el
Yesterday
[Today
[Tonorrou

Telenetry application date:»04/07/26%
Telenetry application time:>1430«

Telenetry box nunber 212345

Telenetry discontinued date:»04/09/26
Telenetry discontinued tine:>0300%

RUN USER: QLSE135

Telenetry unavailable and patient naintained on continuous wonitor:s

PASE 1

RUN TIME: 1606 Fatient Handoff Report

DOB: 05/05/05 Age: 20 Sex: F
Code status:

Patient: JO00458827 / JO00Z1598925 Admit/Service Date: 07/10/24

Room/Bed: J.X2-61

Attending MD: CDOH
Reason for Visit/Chief Complaint: ASD

Brief History:

Allergies: Mo Enown Allezgies

Admitting MD: ODONM Weight (kg):

BNMI:

Vaccine Collection Hx: Complete, discharging pt
Influenza Vaceine Status: Mot & candidate

Provider Review Vacc Hx: None Documented

Suicide Risk: None Documented Pain contrel geal: Hone Documented
Hold status: None Documented Pain scale utilized:
Cardiac Monitor: Ncome Documented Numeric pain scale:
Diet:

STANDARD Nurse Tracker- LCoE (SP=LEARMING CENTER OF EXCELLENCE)

Nursing Intervention
Tele App/Discon *ORDER REQUIRED*

Current Patient [Lcoe,Edpatient - 33/H J08621628333
RH/LOC/PRI  PT Hane/RH/MD Aoge/Sex/Status Conplaint/0Orders LOS
I_ HATHT2 Lcoe,Edpatient 33 H  SIN Cardiac Re
HATH11- TROTTER, PRE C HED  RAD RN
i DYER, TAN
holding 1383 holding
[ |MAINSE Test,Sarah 59 F TR GI/Abdonin
HAIN TROTTER, REG E
3 DR.CPOE

Once the Telemetry
discontinued date and time is
documented, the telemetry
fields will no longer be
displayed on the SBAR report.

ED TRACKER

For ED patients on Inpatient
Hold with a Telemetry Initial
Order, a TELE indicator
displays on the ED Tracker.
Click the indicator to open the
charting screen. Refer to the
ED INPT HOLD Telemetry
Administrator Guide for
additional details.

Emergency Department Treatment

Telemetry Application/Disconti




BH Module

Mobility Nursing Strategic Agenda Enhancements

AN
CAUTI/CLABSI, restraint use, and pressure injuries.
Activity Assessment 100021639878 LCOE, TEST ==
Level of assistance: [or free textl
1 Hone Supervision/contact guard assist! Supervision, verbal cues
2 Dependent/total assist or touching assistance such as holding gait belt loosely.
3 Independent/nod independ
4 Maxinal assist Mininal to noderate assist: Patient cowpletes 507 or wore
5 Hin to moderate assist of total task/effort with physical assistance.
f Set wp/clean up only
7 Supv/contact guard assist] Maxinal assist: Patient contributes., but conpletes less

This update will enhance documentation in the BH: Activity Assessment to standardize capture of
patient activity/mobility and level of assistance, improving multidisciplinary communication, visibility

than 50% of total task/effort with physical assistance.

Dependent/total assist: Patient does not contribute to
conpletion of task or requires assistance of two helpers.

Level of assistance:?
Developuent delays:

Activity restrictions:

Behavioral Health
BH: Activity Assessment

into functional status, and correlation with outcomes including length of stay, falls, NVHAP,

Group responses for the Level of
Assistance field in the BH:
Activity Assessment have
been updated to the following:

None

Dependent/total assist
Independent/mod independ
Maximal assist

Min to moderate assist

Set up/clean up only
Supv/contact guard assist
Free text

Note: The yellow information box
defines levels of assistance.
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