EBCD MEDITECH Content Updates — 2023.1
All Modules

Overview

This document is a high-level overview for end user education purposes about significant changes
within the Nursing, ED, and OR Module screens, including Behavioral Health routines. Additional
enhancements may be seen in the EBCD Release Education Section of the EBCD Atlas Connect

page.
Inpatient Rehab Facility Enhancements education will be posted separately.

How to use this guide

The enhancements are listed by intervention. They include which module(s) are affected along with
the impact associated with the intervention.

The enhancements are listed in alphabetical order and provide a rationale behind the change and
screenshot example(s). This document focuses on end user enhancements designated as high and
medium impact.

Impact Legend:

Safety/Regulatory Clinical Initiative Impacted by
9= Women'’s and Children’s
ﬁﬁ =y
— b @U
Reimbursement/Billing Enhancements/Wins
o
=

Be aware the enhancements may not be in your test environment at the time this document is
published. Your facility/IT Division support team will notify you when the updates will be available in
your software.

Please read the MEDITECH selected prompts and follow the yellow information boxes onscreen as
you become aware of changes in the documentation.


https://teamrooms.hca.corpad.net/sites/EBCD_Ent_Site/_layouts/15/start.aspx#/Education/
https://connect.medcity.net/web/csgcisgo/message-board?__t=86765261-c0ee-42c6-bc15-84b0ab2f0eb8&__t=8fb11444-deca-457b-a156-80d4e7017f8e&__t=3439c3d1-7277-41ab-a6c5-415a6f171f92&__t=cc63d972-6014-4865-88cb-d4e137a4296d
https://connect.medcity.net/web/csgcisgo/message-board?__t=86765261-c0ee-42c6-bc15-84b0ab2f0eb8&__t=8fb11444-deca-457b-a156-80d4e7017f8e&__t=3439c3d1-7277-41ab-a6c5-415a6f171f92&__t=cc63d972-6014-4865-88cb-d4e137a4296d
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All Modules

Nursing, OR, BH and ED Modules
Health History Assessment — Abuse Fields Update

T

The Health History Assessment has been updated to reduce the likelihood of adverse patient safety
events and to meet regulatory requirements. These abuse fields must be captured on every
inpatient. “Unable to assess" has been added as an option if the patient or family is not able to
provide the information.

Health History Assessment Esl Do you feel safe at home, work
Do you feel safe at howne, work and/or school/daycare: - Safety / Abuse - and/or school/daycare has the
1 Yes Click belou to : .
2 HNo default systen nornal values fO”OWIng new response:
|3 Unable to assess | DFT Horus

e Unable to assess

DFT Norwvs (Go to Next Systen)

|Do you feel safe at howe, work and/or school/daycare:> |

Evidence/suspicion of phusical and/or psychological abuse:
Evidence/ssuspicion of verbal abuse:

History consistent with presentation/injury: |

Possible abuse reported to:

Safety risk to you or your child:

Visitor restriction:

(Prev Page) [ (Next Paged [

Health History Assessment Esl| Evidence/suspicion of physical

Evidence/suspicion of physical and/or psychological abuse: and/or psychological abuse has
;'2 :ES the following new response:

|3 Unable to assess | e Unable to assess

Do you feel safe at hone, work and/or school/daycare:s

1 If “Unable to assess” is selected
for this field, Possible abuse

reported to is automatically
History consistent uith presentation/injury: | skipped.

|Evidence/suspicion of physical and/or psychological abuse:3|
Evidencessuspicion of verbal abuse:

Possible abuse reported to:

Safety risk to you or your child:

Visitor restriction:

(Prev Paged | (Next Paged |
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Health History Assessment

I Yes
2 Ho
|13 lnable to assess |

==

Evidence/suspicion of verbal abuse:

Do you feel safe at hone, work and/or school/daycare:»

Evidence/ssuspicion of physical and/or psychological abuse:>

|Euidence/5u5piciun of verbal abuse:

History consistent uith presentation/injury: |

Possible abuse reported to:

Safety risk to you or your child:

Visitor restriction:

(Prev Paged [

(Next Paged [

Health History Assessment

Possible abuse reported to! [or free textl
100Advocate
20County social services
300Lan enforcenent
4Social services

=

Do you feel safe at howe, work and/or school/daycare:>lnable to assess

Evidence/suspicion of physical and/or psychological abuse!slinable to assess

Evidence/suspicion of verbal abuse:>Yes

History consistent with presentation/injury:s

Possible abuse reported to:»

Safety risk to you or your child:

Health History Update

Motify family/support:
(Prev Pag | Ves

2 Ho

Notify familu/support:s  Done
Designated caregiver: [  [RIQENqOIEE
Organ donation preference: | GRS
Advance directive: r__ Inconplete
(BHY Legal directive: |
Power of attorney:|  Done
Surrpgate decision wakKer: r__ Inconplete
Conservator/guardian: | [RICELIDERE
Iﬂhuse SCreen: Inconplete |
(BH) Last neal prior io admit:
fssess trauna alcohol screening CCAGED: [ Done

CHext Paged |

Enterprise Documentation

All Modules

Evidence/suspicion of verbal
abuse has the following new
response:

e Unable to assess

If “Unable to assess” is selected
for this field, Possible abuse
reported to is automatically
skipped.

However, if “Yes” selected for
either field, Evidence/suspicion
of physical and/or psychological
abuse or Evidence/suspicion of
verbal abuse, Possible abuse
reported to becomes available
for documenting.

If “Unable to assess” is selected
on any of the abuse fields, the
Health History Update will
show as “Incomplete”.
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Health History Update
1 VYes Click belou to
2 HNo default systen nornal values
+ 3 lnable to assess DFT Horns
DFT Horns (6o to Hext Systen)

Do you feel safe at hone, work and/or school/daycare:>lnabass|
Evidence/suspicion of physical and/or psuychological abuse:>lUnable to assess
Evidence/suspicion of verbal abuse:>lnable to assess
History consistent with presentation/injury:>Yes
Possible abuse reported to:

All Modules

Once the clinician enters into the
Health History Update, the
abuse fields become editable.

Health History Update
History consistent with presentation/injury:
+ 1 Yes

2 Ho

(Prev Page) | | Do you feel safe at home, work and/or school/daycare:>Yes

Evidence/suspicion of physical and/or psychological abuse:>Ho

Evidence/suspicion of verbal abuse:>No

History consistent with presentation/injuryi>Yes|

Possible abuse reported to:

Safety risk to you or your child:

Visitor restriction:

Notify fanily/support :al_ Done

Designated caregiver: Inconplete
Organ donation preference: |  [RIARINICEES

Advance directive! [  Done

(BH) Legal directive! [

Power of attorney:|  Done
Surrogate decision naker: |  [OBUGILRG
Conservator/quardian: [ Inconplete

|Hhuse screen: Done |

(BH) Last neal prior to adnit:

Assess trauwa alcohol screening CCAGEY: |  Done

(Hext Paged |

Health History Update
Hotify fanily/support: If the clinician Completes the
; :ES L,y | fields, the Abuse screen field will

show as “Done”.

The following interventions and assessments are affected:

Nursing and Surgery

Health History Assessment

Health History Update

SURG: Admission Health History

SURG: Admission Hx Update Pre

Emergency Department

Detailed Assessment

Non Urgent General Focus

Paramedic Intake

Enterprise Documentation
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All Modules

Nursing, OR and ED Modules
Adult Skin Risk Assessment Update

To reduce the likelihood of adverse patient safety events, pressure injuries are the focus for the CSIP
initiative. The Skin Risk Assessment has been updated to the Braden Il Scale assessment for all
admitted patients.

For the Inpatient Nursing and Surgery video click here >
https://www.healthstream.com/hlc/common/course/quicklinks.aspx?o0id=a86b970c-a5b3-da11-8139-
000423acef71&quickLink=YTOxJnRzPTIWMjtMTEtMTFUMTUGBNDg6MTkmY2IkPTcyOTBhZDk2LTQ
2NJAIZWQXMS04MGZKLTAWNTA1INmIxMzUwYiZjdjOw

For the ED video click here 2>
https://www.healthstream.com/hlc/common/course/quicklinks.aspx?o0id=a86b970c-a5b3-da11-8139-
000423acef71&quickLink=YTOxJnRzPTIWM{tMTEtMTFUMTUGBNDKENTIMY2IkPWUOQZDImNzAOLTNI
NjAIZWQXMS04MGZKLTAWNTA1NmIxMzUwYiZjdjOw

Skin Risk Assessment ==l Sensory perception has the
following responses:
1 1-Conpletely linited 1- Conpletely linited: unresponsive to painful stinuli OR
2 2-Very linited cannot feel pain over nost of the body
3 3-Slightly linited 2- Uery linited! responds only to painful stinuli; very e 1 — Completely limited
4 4-No inpairnent linited condunication o 2 _.\/ery|inﬂted
3- Sl!ght!g linited: linited ability to feel OR connunicats e 3-— SIightIy limited
pain/disconfort . .
4- No inpairtvent: responds to connands; no sensory deficit ° 4-No |mpa|rment
The Yellow Information Box

| guides the clinicians in selecting

| Sensory perception !
the response:

Hoisture! |

Out of bed activity! |
In bed nobility: |

v

t

1 — Completely limited:
unresponsive to painful stimuli OR
cannot feel pain over most of the
Pressure injury risk score: | body

Endd[ | 2 _Very limited: responds only to
painful stimuli; very limited
communication
3 — Slightly limited: limited ability to
feel OR communicate
pain/discomfort
4 — No impairment: responds to
commands; no sensory deficit

Hutrition
Friction and shear

L S I A
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https://www.healthstream.com/hlc/common/course/quicklinks.aspx?oid=a86b970c-a5b3-da11-8139-000423acef71&quickLink=YT0xJnRzPTIwMjItMTEtMTFUMTU6NDg6MTkmY2lkPTcyOTBhZDk2LTQ2NjAtZWQxMS04MGZkLTAwNTA1NmIxMzUwYiZjdj0w
https://www.healthstream.com/hlc/common/course/quicklinks.aspx?oid=a86b970c-a5b3-da11-8139-000423acef71&quickLink=YT0xJnRzPTIwMjItMTEtMTFUMTU6NDg6MTkmY2lkPTcyOTBhZDk2LTQ2NjAtZWQxMS04MGZkLTAwNTA1NmIxMzUwYiZjdj0w
https://www.healthstream.com/hlc/common/course/quicklinks.aspx?oid=a86b970c-a5b3-da11-8139-000423acef71&quickLink=YT0xJnRzPTIwMjItMTEtMTFUMTU6NDg6MTkmY2lkPTcyOTBhZDk2LTQ2NjAtZWQxMS04MGZkLTAwNTA1NmIxMzUwYiZjdj0w
https://www.healthstream.com/hlc/common/course/quicklinks.aspx?oid=a86b970c-a5b3-da11-8139-000423acef71&quickLink=YT0xJnRzPTIwMjItMTEtMTFUMTU6NDk6NTImY2lkPWU0ZDlmNzA0LTNlNjAtZWQxMS04MGZkLTAwNTA1NmIxMzUwYiZjdj0w
https://www.healthstream.com/hlc/common/course/quicklinks.aspx?oid=a86b970c-a5b3-da11-8139-000423acef71&quickLink=YT0xJnRzPTIwMjItMTEtMTFUMTU6NDk6NTImY2lkPWU0ZDlmNzA0LTNlNjAtZWQxMS04MGZkLTAwNTA1NmIxMzUwYiZjdj0w
https://www.healthstream.com/hlc/common/course/quicklinks.aspx?oid=a86b970c-a5b3-da11-8139-000423acef71&quickLink=YT0xJnRzPTIwMjItMTEtMTFUMTU6NDk6NTImY2lkPWU0ZDlmNzA0LTNlNjAtZWQxMS04MGZkLTAwNTA1NmIxMzUwYiZjdj0w

Skin Risk Assessment (mE3m]
1-Constantly noist 1- Constantly noist! skin constantly noist; danpness
Z2-0ften noist detected every encounter
3-Occasionally noist 2- O0ften noist: sKin ofien woist; linen change 3% a day
4-Rarely noist 3- Occasionally noist: sKin voist at tines: linen change

2% per day
4- Rarely wnoisti sKin vusvally dry; routine linen changes

Lo N —

Sensory perception:>3-Slightly linited *
[Moisture:s %]

Dut of bed activity! |
In bed nobility: |
Nutrition: |

Friction and shear! |

L S

|Pressure injury risk score: (3 - Risk for pressure injury |

All Modules

Moisture has the following
responses:

1 — Constantly moist

2 — Often moist

3 — Occasionally moist
4 — Rarely moist

The Yellow Information Box
guides the clinicians in selecting
the response:

1 — Constantly moist: skin
constantly moist; dampness
detected every encounter

2 — Often moist: skin often moist;
linen change 3x a day

3 — Occasionally moist: skin moist
at times; linen change 2x per day
4 — Rarely moist: skin usually dry;
routine linen changes

CEnd>[
Note: Pressure injury risk score calculates as the fields are
documented.
Skin Risk Assessment ==

Dut of bed activity!
1-Bedfast
Z2-Chairfast

3-Halks occasionally
4-Halks frequently

1- Bedfast: confined to bed

2- Chairfast: linited ability to walK; needs assistance
for ualks/transfers

3- Walks occasionally: walks short distances nultiple
tines a day with/uithout assistance

4- Halks frequently: inside/outside roon every 2 hours

L N —

uhile awake
Sensory perceptioni»3-Slightly linited *
Hoisture:>4-Rarely Hoist *
|Dut of bed activity:sl *|
In bed nohility! | *
Nutrition: | *

Friction and shear: | *

| Pressure injury risk stnre:|? - Risk for pressure injury |

CEndd [

Out of bed activity has the
following responses:

e 1 — Bedfast

e 2 — Chairfast

e 3 —Walks occasionally
e 4 —Walks frequently

The Yellow Information Box
guides the clinicians in selecting
the response:

Enterprise Documentation

1 — Bedfast: confined to bed

2 — Chairfast: limited ability to walk;
needs assistance for
walks/transfers

3 — Walks occasionally: walks short
distances multiple times a day
with/without assistance

4 — Walks frequently: inside/outside
room every 2 hours while awake
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Skin Risk Assessment

In bed Hobillty:

1 1-Constantly innobile
2 2-Very linited

3 3-Slightly linited

4 4-Ho linitations

1- Constantly innobile: requires assistance for even slight
changes in extrenity position

2- Uery linited! occasional slight changes in body position
but needs assistance for frequent significant changes

3- Slightly linited! frequent slight changes in position

independantly
4- No linitations: changes position frequently without
assistance

Sensory perceptioni>3-Slightly linited *
Hoisture:>4-Rarely Hoist *
Out of bed activity:>3-Halks occasionally *
|In bed nobility:y *|
Nutrition: | *
Friction and shear! | *

|Pressure injury risk score! [18 - Risk for pressure injury |

All Modules

In bed mobility has the following
responses:

1 — Constantly immobile
2 — Very limited

3 — Slightly limited

4 — No limitations

The Yellow Information Box
guides the clinicians in selecting
the response:

CEndd [
Skin Risk Assessment (mE3m]
Hutrition:
1 1-Very poor 1- Very poor: poor food/fluid intake; no supplenents OR is
¢ 2-Probably inadequate NPO and/or on clear liquids or IVs wore than 5 daus
3 3-Adequate 2- Probably inadequate: eats half of food with occasional
4 4-Excellent supplerent; sub-optinal liguid diet or tube feeding

3- Adequate: eats nost of neals/supplenent OR on
tube feed/TPH

4- Excellent: eats nost of all neals; no need for
supplenents

Sensory perceptioni>3-Slightly linited
Hoisture:>4-Rarely Hoist
Out of bed activity:>3-Halks occasionally
In bed wobilityi>3-51lightly linited
|Hutrition:sf
Friction and shear: |

L IR . S .

| Pressure injury risk score: [13 - Risk for pressure injury |

CEndd [

1 — Constantly immobile: requires
assistance for even slight changes
in extremity position

2 — Very limited: occasional slight
changes in body position but needs
assistance for frequent significant
changes

3 — Slightly limited: frequent slight
changes in position independently
4 — No limitations: changes position
frequently without assistance

Nutrition has the following
responses:

e 1-—Very poor
e 2 —Probably inadequate
e 3 - Adequate
o 4 — Excellent

The Yellow Information Box
guides the clinicians in selecting
the response:

Enterprise Documentation

1 — Very poor: poor food/fluid
intake; no supplements OR is NPO
and/or on clear liquids or IVs more
than 5 days

2 — Probably inadequate: eats half
of food with occasional supplement;
sub-optimal liquid diet or tube
feeding

3 — Adequate: eats most of
meals/supplement OR on tube feed
/TPN

4 — Excellent: eats most of all
meals; no need for supplements

pg. 8



All Modules

Skin Risk Assessment =] Friction and shear has the
Friction and shear: fo”owing responses:
1 1-Problen 1- Problen: requires noderate to maxinun assistance in
¢ 2-Potential problen noving; frequent skin friction against sheets/devices
3 3-Ho apparent problen 2- Potential problen! noves feebly or requires mininal ° 1 — Problem
assist in bed/chair; skin likely to rub against e 2 — Potential problem

sheets/devices
3- Ho apparent problen: noves in bed/chair independently;
has sufficient nuscle strength to lift up conpletely

e 3 - No apparent problem

The Yellow Information Box
guides the clinicians in selecting
the response:

Sensory perception:>3-Slightly linited *
Hoisture:>4-Rarely noist *
Out of bed activity:>3-Halks occasionally @ . q
In bed nobilityi+3-Slightly linited * 1- F.)mblem' r.eqUIres.mOder.ate 1o
Nutrition:>3-Adequate . maximum assistance in moving;
[Friction and shear Sl x| frequent skin friction against
sheets/devices
| Pressure injury risk score: [16 - Risk for pressure injury | 2 — Potential problem: moves feeb|y
nd> | o requires minimal assist in
bed/chair; skin likely to rub against
sheets/devices
3 — No apparent problem: moves in
bed/chair independently; has
sufficient muscle strength to lift up
completely
Skin Risk Acsessment B Pressure injury risk score
Pressure injury risk score: calculates the total pressure

A total score of 18 or less indicates the patient

is AT RISK for developing a pressure injury. Injury risk score by the

documented information and is
A total score of 19 or greater indicates the patient not editable.

is HOT AT RISK for developing a pressure injury.
The Yellow Information Box
guides the clinician for any
indication for the Risk of
pressure injury to the patient:

Sensory perceptioni»3-Slightly linited *
Hoisture:>4-Rarely Hoist *
Out of bed activity:>3-Halks occasionally * A total score of 18 or less indicates
In bed nobilityi>3-51lightly linited * A
NHutritioni>3-Adequate * the pl:atlgnt is AT RISK for
Friction and shear:>2-Potential problen * developing a pressure injury.
|Pressure injury risk score:s18 - Risk for pressure injurd | A total score of 19 or greater

nd> | indicates the patient is NOT AT
RISK for developing a pressure
injury.

This update affects the following assessments/interventions:

Safety/Risk/Regulatory Safety/Risk/Regulatory Skin Risk Assessment (New)

Enterprise Documentation pg. 9



All Modules

Nursing and OR Modules

Health History Assessment — Advanced Directive
Update

fm

—

The Health History Assessment has been updated in the Advance Directive field. This field will flow
from Registration to Nursing if already answered in Registration.

et Hstony Pesessment == Do you have an advance
guu have an advance directive: directive has a new response:
2 N

e Unable to assess

If “Unable to assess” is selected,
the following advance directive
fields will be skipped and the
- Health History Update will
Did patient EMDFESS/E;SC]USE urgan donation DFEfEI"EI’IDEE ShOW as “Incomplete”
gan donation preference connents:

Developuental level 18 years+i>

| Do you have an advance directive:3]| |
Copy of advance directive on chart:|
In absence of advance directives, patient: |

Health History Update =]
Prev Page) Notify family/support:
1 VYes
2 Ho
Notify family/supporti>  Done
Designated caregiver:|  [NGMILIGET
Organ donation preference: Inconplete
|Advance directive: Inconplete |

(BH) Legal directive:
Pouer of attorney:|  Done
Surrogate decision naker:|  [BQSiLlaid
Conservator/guardian: [ RGOS
Abuse screen: [ [RGISIE
(BH) Last weal prior to adnit![
fAssess trauwa alcohol screening CCAGEY: [ Daone

(Next Paged [
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All Modules

Do you have an advance directive:

1 VYes
2 HNo
+ 3 lnable to assess

| Do you have an advance directive:>linabass| |

Copy of advance directive on chart!|
In absence of advance directives, patient: |

Health History Update == Once the clinician enters into the

Health History Update, the Do
you have an advance directive
field is editable.

Health History Update

I Yes
2 Ho

(Prev Page) | |

Copy of advance directive on chart:

(==

If the clinician completes the

|Do you have an advance directive:>Ves

fields, the Advance directive field

Copy of advance directive on chart:s

will show as “Done”.

In absence of advance directives, patient! |

Health History Update =
Motify family/support:
1 VYes
2 Ho
ey
Notify fanily/support:s]  Done
Designated caregiver: |  [0aty OIS
Organ donation preference: |  [RGTIITBIAE
| Advance directive: Done |
CBH) Legal directive:
Power of attorney: [ Done
Surrogate decision naker:|[  [RIQSglAts
Conservator/guardian: | [RITRVODGEES
fbuse screen: |  Done
(BH) Last weal prior to adwit:|
fAssess trauda alcohol screening CCABED: [ Done
(Next Paged [

The following interventions and assessments are affected:

Nursing and Surgery

Health History Assessment

Health History Update

SURG: Admission Health History | SURG: Admission Hx Update Pre

Enterprise Documentation
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All Modules

Incentive Spirometry

-
T
[]

&

With the Alternative Models of Care, clinicians help to assess the patient with certain Respiratory
Therapy interventions. Separate documentation is needed for nursing to capture what is appropriate
for their scope of practice. The Incentive Spirometry has been updated so nurses may accurately
document and capture the Positive Expiratory Pressure (PEP) device therapy in OR and in Inpatient
Nursing.

Incentive Spirometry @ PEP deVICe number Of bfeaths
K BPEP device nunber of breaths: utilizes the numeric keypad.

~[8] [calc

Incentive spironetry:>
Target volune Cnld:
Achieved volune Cul):
Repetitions:
Effort/notivation:

]

Incentive spirovetry connent:

|PEP device number of breaths:s |
PEP connents:

CGndd |

T Esl PEP comments is a free text

PEP cottents: enabled field.

Incentive spironetry:>
Target volune Cul):
Achieved volune Culd):
Repetitions:
Effort/notivation:

i

Incentive spironetry connent:

W

PEP device nunber of breaths:
PEP connents:

Y

CGndd |

Enterprise Documentation pg. 12



These changes affect the following assessments/interventions:

All Modules

SURG: Incentive Spirometry Pre

SURG: Incentive Spirometry PAC

Incentive Spirometry

Skin Alteration
&

L=

The Skin Alteration screens have been updated to support the CSIP Hospital Acquired Pressure
Injury (HAPI) initiative. *See the Adult Skin Risk Assessment for the Video link

Skin Alteration
Pressure injury staging:
1 Stage 1 Stage 1! Hon-blanchable erythena of intact skin
2 Stage 2 Stage 2! Partial-thickness sKin loss with exposed dernis
3 Stage 3 Stage 3! Full-thickness skin loss
4 Stage 4 Stage 4! Full-thickness skin and tissue loss
5 lUnstageahle linstageable: Obscured full-thickness skin and tissue loss
b6 Deep tissuve injury DTI: Persist non-blanch deep red/naroon/purple discolor

SKin alteration description:>Press injur iniobility related=
Skin alteration other: |

Location CA/P)i>Posterior
Location Cbody):>Coccyx *
Instance list statusi>Active *

Pressure injury present on adnissionizNo =

|Pressure injury stagingi» |

(Next Paged |

Pressure injury staging is a new
field with the following
responses:

Stage 1

Stage 2

Stage 3

Stage 4
Unstageable
Deep tissue injury

The Yellow Information Box
guides the clinician in choosing
the response:

Note: This field is only visited if a “Pressure Injury” is selected in
Skin alteration description. Pressure injury present on admission
also becomes required if “Pressure injury” is selected.

Also, if the defaulted response is deleted by the clinician, to
repopulate the previously documented response, they must either
choose “OK” or move to another field and back to the Pressure
injury staging field.

Enterprise Documentation

Stage 1: Non-blanchable erythema
of intact skin

Stage 2: Partial-thickness skin loss
with exposed dermis

Stage 3: Full-thickness skin loss
Stage 4: Full-thickness skin and
tissue loss

Unstageable: Obscured full-
thickness skin and tissue loss

DTI: Persist non-blanch deep
red/maroon/purple discolor
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Pressure injury staging:

1 Stage 1 skin
2 Stage 2 exposed dernis
4 3 Stage 3 Stage 3 pressure injuries can only progress to Stage 4 and
4 Stage 4 cannot be backstaged. 055
5 Unstageable and tissue loss
b Deep tissuve in urple discolor
Skin alteration description: [Press injur innobility related*
Skin alteration other: |
Location CA/P): [Posterior
Location Chody): [Coccyx *
Instance list status:>Active *
Pressure injury present on adnission:>Ho *
|Pressure injury staging:>Stage 3 |
CHext Paged |
=]
1 Stage 1 Stage 1! Hon-blanchable erythena of intact sKin
2 Stage 2 Stage 2! Partial-thickness sKin loss with exposed dernis
3 Stage 3 Stage 3! Full-thickness skin loss
4 Stage 4 Stage 4! Full-thickness skin and tissue loss
5 Unstageable linstageable: Obscured full-thickness skin and tissue loss
f Deep tissue injury DTI: Persist non-blanch deep red/naroon/purple discolor
E d *
Sk ‘:@] Stage 4 pressure injuries cannot be backstaged.
[
*
Instance list statusi>Active *

Pressure injury present on adnission:>Ho =

|Pressure injury staging:>Stage 4 |

(Next Paged |

Enterprise Documentation

All Modules

When a Stage 3 is selected and
Saved, the same Pressure injury
will default to a Stage 3 and can
only progress to a Stage 4.

That Pressure injury cannot be
backstaged past a Stage 3.

When a Pressure injury is
entered as a Stage 4 and
Saved, the same Pressure injury
will default to a Stage 4 and
cannot be backstaged.

Note: All previously staged
pressure injuries will default the
previous recorded staging. Only
Stage 3 and 4 cannot be
backstaged. The only means to
correct the Staging of 3 and 4 is
to undo the documentation.
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me,m = Skin alteration details has the
SKin alteration details: [or free textl . .
10Beefy red Oousky red 130Firn fO”OWIng new responses:
20R1listers 80Edenatous 14006ranulation
30Roogy 90Epibole C(rolled edges) 15006rey
4CIBone 1iCIFschar 1600 Hard Skin slteration details: Lookup Ea| ¢ Beefyred
sOcartilage 110Fascia 1?CHuscle Select | ° Blisters
GOCharred 1200Fat 1800r<F9> F - N Charred
Skin alteration details: Options e Dusky red
Wound surrounding tissue appearance: 1 Necrotic ° Edematous
2 Pale e Eschar
Wound surrounding tissue tewperature: 3 Pink ° Granulation
Wound exudate amount/type: 4 Shinl_.]
5 Slough ° Grey
Staples/sutures: 6 Tend e Necrotic
Date of last dressing change: 7 Tﬁ:ﬂngnQ
Tite of last dressing change: | - e Pale
8 lindernining .
(Prev Paged | 9 Hhite ¢ Pm.k
10 Yellou e Shiny
e Slough
<End of list> ° White
e Yellow
Skin Alteration ==l Wound surrounding tissue
T T — 0 ut appearance s a multi-select field
20Bright red 80 Indurated 14CJUeeping with the fOIIOWIng responses:
300Dark red 9C0Hacerated
400Edenatous 1800Pink e Blanched/dull
SCJEdges approxinated 110Purple e Bright red
6L JEdges rolled 12[1Shin
LIEdg CIShing e Darkred
Skin alteration details:s e Edematous
| e Edges approximated
Wound surrounding tissue appearance:? e Edges rolled
Hound surrounding tissue temperature: ¢ Granulated
Wound exudate anount/type: e Indurated
e Macerated
Staples/sutures: e Pink
Date of last dressing change:
i : . e Purple
Tine of last dressing change: .
e Shiny
(Prev Page) | (Next Paged)| | o Taut
e Weeping
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Skin Alteration Wound surrounding tissue
Wound surrounding tissue tenperature: temperature is a new field with
the following responses:

Hot
Warm
Cool
Cold

SKin alteration details:j

Wound surrounding tissue appearance:>?
|Wound surrounding tissve tenperature:3| |
Hound exudate anount/type:

Staples/sutures:
Date of last dressing change:
Tine of last dressing change:

(Prev Paged [ (Next Paged [

This update affects the following assessments/interventions:

Nursing/Surgery

Admission/Shift Assessment Skin Alteration Assessment
SURG: Admission Assessment SURG: Admission Assessment Int
SURG: Assessment PAC SURG: Packing Intra-op
Admission/Shift Assessment — Neonatal
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Nursing and ED Modules

Six Minute Walk
&

-

With the Alternative Models of Care, clinicians help to assess the patient with certain Respiratory
Therapy interventions. Separate documentation is needed for nursing to capture what is appropriate
for their scope of practice. The Six Minute Walk has now been created so nurses may accurately
document and capture the assessment in ED and Inpatient Nursing.

RT Six Minute Walk ==
Duration (ninutes):

Height ft:
Height in:
Height cn:

Weight Kg:

|Duration (ninutesyis |
Distance Cheters): |

RT Six Minute Walk

02 Y Distance Cxeters):

41516

1723
[ a7 [aic

Docurent height/uei

Height ft:
Height in:
Height cn:

Height kg

Duration Cninutesdi>
|Distance Cueters)iyf |

Roon air:
02 Liters per ninute:
Blood pressure:

Docutent height/ueight measurements: [

(Next Paged [

RT Six Minute Walk =)

[k WRoon air:

I Yes
2 HNo

Height ft:[5
Height in: (9
Height cn: [175.26

Weight ko: |67.868

Duration Cninutesdi>
Distance (neters)iz

Roon airi»

02 Liters per ninute:

Blood pressure:

Docurient height/ueight neasurewents: |

(Next Paged [

Enterprise Documentation

Duration (minutes) and
Distance (meters) are
entered by utilizing the
numeric keypad.

If previous height and weight
have been entered, they will
auto populate in the Yellow
Information Box as shown.

Room air has the following
responses:

e Yes
e No

If No is selected, O2 Liters
per minute becomes
available.

O2 Liters per minute utilizes
the numeric keypad.

If Yes is selected in the
Room air field, O2 Liters per

pg. 17



RT Six Minute Walk

(o]
[IZ Liters per ninute:
7189 [pel Height ft:[5

4/ 5[ 6 Height int (3
172[3 Height cn: [175.26
[-Ta[. [calc

Weight ko: |67.008

Duration Cninutesdi>
Distance Cneters)i>

Roon airisHo
| 02 Liters per ninute:s ]
Blood pressure:>

Docutent height/ueight neasurements: [

C(Hext Paged |

RT Six Minute Walk \EI

Height ft:[5
Height in: [9
Height cn: [175.26

Height Koi [67.800

Duration Crinutes):y
Distance C(neters):>

Roon airisHo
02 Liters per ninute:>
Blood pressure:{ |

Docurient height/weight neasurenents: |

(Next Paged [

Enterprise Documentation

All Modules

minute is automatically
skipped.

Blood pressure utilizes the
numeric keypad.
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Document height/weight
A i Minute Vil ESl  measurements takes the
Docurent height/ueight Heasurewents: clinician to Height and
Height ft: 5 Weiaht d 9 tati
Height in: |9 elg ocumentation.

Height cni [175.26
Heioht Koi |67.000

Duration Cuinutes):>
Distance (Heters):>

Roon airi>No
02 Liters per ninute:»
Blood pressure:>

| bocurent height/ueight neasurements:s] |

(Next Paged [

The following fields utilize
the numeric keypad:

e Resting pulse rate
e Exercise pulse rate
e Post pulse rate

Predicted 6 ni

BIEATEIL 3 (O Resting pulse ratei>

CPrev Paged [ Exercise pulse rate:>

RT Six Minute Walk (=]

Predicted 6 ni
fActual B wi
Prev Page) [

Resting pulse rate!>
Exercise pulse ratei>
Resting B2 saturation #:
Exercise 82 saturation #![
Post B2 saturation 4 [

Breathing index: |

Fatigue index! [

Predicted 6 ninute ualk distance Cnetersd:|
Actual 6 ninute walk distance Cneters):|

(Prev Paged [ CEndd |
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Resting pulse rate:>
Exercise pulse rateis>
Post pulse rate:>

[Resting B2 saturation #i> |

RT Six Minute Walk (==
Exercise B2 saturation #!
?

4
1

Predicted 6 niny
Actual 6 niny
(Prev Paged [

Resting pulse rate:>
Exercise pulse ratei»
Post pulse rateis
Resting B2 saturation 7i>
[ Exercise 02 saturation Z:4 |

Post B2 saturation #:

Predicted 6 wHin|
Actual 6 nin|
(Prev Paged [

Resting pulse rate!>
Exercise pulse rate!s
Post pulse rateis
Resting B2 saturation #i>
Exercise B2 saturation 7!»
| Post 82 saturation #i |

Breathing index: |

Fatigue index:

Predicted 6 ninute walk distance Chetersd:|
Actual 6 ninute walk distance Cnetersd)![

(Prev Paged | CEndd) [

RT Six Minute Walk ==

RT Six Minute Walk =
Breathing index:

- o] [alc

Resting pulse rate:>
Exercise pulse ratei>

Post pulse rate:>

Resting B2 saturation #:>
Exercise B2 saturation 7:>
Post B2 saturation #:>

| Breathing index:o |

Fatigue index: |
Predicted 6 ninute walk distance Cnetersd:|[
Actual 6 ninute walk distance Cheters):|[

(Prev Page) [ CEndd [

Enterprise Documentation

All Modules

The following fields utilize
the numeric keypad to enter
the response:

e Resting O2 saturation
e Exercise O2 saturation
e Post O2 saturation

Breathing index utilizes the
numeric keypad.
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RT Six Minute Walk

No fatigue - B
Hild fatigue - 2

Severe fatigue - 8
Severe/uorse fatigue - 18

1
2
3 MHoderate fatigue - 5
4
5

Resting pulse rate:>
Exercise pulse ratei>
Post pulse rate:>

Resting B2 saturation #:>
Exercise B2 saturation 7:>
Post B2 saturation #:>

Breathing index:>

| Fatigue index:3|

Predicted 6 ninute walk distance Cneters): |
Actual b Hinute walk distance Cneters):

nctual 6 ninute walk

distance Cneters):

Resting pulse ratet>
Exercise pulse rate!s

Post pulse ratei>

Resting 02 saturation #i>
Exercise B2 saturation #:>
Post 02 saturation #!>

Breathing indexi>

Fatigue index:>
Predicted 6 ninute walk distance (neters)i>

IHctual 6 ninute walk distance (neters):>

CPrev Page) |

(Prev Page) CEnd)
RT Six Minute Walk ==
Predicted 6 ninute walk distance Cneters):
[ 18] [talc
Resting pulse rate:s
Exercise pulse ratei>
Post pulse ratei>»
Resting B2 saturation #i>
Exercise B2 saturation x:a___
Post 82 saturation #:»
Breathing indexi>
Fatigue index:>
| Predicted 6 ninute walk distance Cretersy:d ]
Actual 6 ninute walk distance (neters): |
(P P 3 (Cady [
ey e [ RT Six Minute Walk ==

CEndd [

Enterprise Documentation

All Modules

Fatigue index has the
following responses:

e No fatigue — 0

o Mild fatigue — 2

e Moderate fatigue — 5

e Severe fatigue — 8

e Severe/worse fatigue — 10

The following fields utilize
the numeric keypad to enter
the responses:

e Predicted 6 minute walk
distance (meters)

e Actual 6 minute walk
distance (meters)
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ED Module

Skin Alteration
&

L=

=
.

The Skin Alteration screens have been updated to support the CSIP Hospital Acquired Pressure
Injury (HAPI) initiative. *See the Adult Skin Risk Assessment for the Video link

Skin Alteretion Esl| Pressure injury staging is a

Pressure_injury staging: new field with the following
1 Stage 1 Stage 1: Non-blanchable erythena of intact skin responses:
2 Stage 2 Stage 2! Partial-thickness skin loss uith exposed dermis )
3 Stage 3 Stage 3! Full-thickness sKin loss
4 Stage 4 Stage 4! Full-thickness skin and tissue loss e Stage 1
5 lnstageabhle linstageable: Obscured full-thickness sKin and tissue loss ° Stage 2
6 Deep tissve injury DTI: Persist non-blanch deep red/waroon/purple discolor ° Stage 3

|Fr355ure injury staging:A | ° Stage4
e Unstageable
Pressure injury present on aduission: | e Deep tissue injury

The Yellow Information Box
guides the clinician in
choosing the response:

Stage 1: Non-blanchable

(Prev Page) | CNext Paged [ | €rythema of intact skin

Stage 2: Partial-thickness skin
loss with exposed dermis
Stage 3: Full-thickness skin

L . . P R . . loss
Note: This field is only visited if a "Pressure Injury” is selected in Skin  stage 4: Full-thickness skin and
alteration description and ONLY once a patient has an admission tissue loss
order. Unstageable: Obscured full-

: : L thickness skin and tissue loss
Also, if the defaulted response is deleted by the clinician, to repopulate ' DTI: Persist non-blanch deep

the previously documented response, they must either choose “OK” or  red/imaroon/purple discolor
move to another field and back to the Pressure injury staging field.
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Pressure injury staging:

1
2
v 3
q
5
B

Stage 1

Stage 2

Stage 3

Stage 4
lInstageable

Deep tissve injury

Stage 1: Non-blanchable erythena of intact skin

Stage 2! Partial-thickness skin loss uith exposed dermis
Stage 3: Full-thickness skin loss

Stage 4: Full-thickness skin and tissve loss

linstageable: Obscured full-thickness sKin and tissue loss
DTI: Persist non-blanch deep red/waroon/purple discolor

Pressure injury staging:>5tage 3 *

Error

Pressure inju

Stage 3 pressure injuries can only progress to Stage 4 and

.

cannot be backstaged.

(Prev Paged [

(Next Paged [

= |

Pressure injury staging:

1
2
3
v 4
5
5

Stage 1

Stage 2

Stage 3

Stage 4
lInstageable

Deep tissve injury

Stage 1i Hon-blanchable erythena of intact skin

Stage 2! Partial-thickness skin loss uith exposed dernis
Stage 3¢ Full-thickness skin loss

Stage 4 Full-thickness skin and tissuve loss

linstageable: Obscured full-thicKness sKin and tissue loss
DTI! Persist non-blanch deep red/warocon/purple discolor

Pressure injury staging:>5tage 4 *

Pressure injury pr

P =9
1_8'1 Stage 4 pressure injuries cannot be backstaged.

(Prev Paged [

(Next Paged [

Enterprise Documentation

All Modules

When a Stage 3 is selected
and Saved, the same
Pressure injury will default to
a Stage 3 and can only
progress to a Stage 4.

That Pressure injury cannot
be backstaged past a Stage
3.

When a Pressure injury is
entered as a Stage 4 and
Saved, the same Pressure
injury will default to a Stage
4 and cannot be backstaged.

Note: All previously staged
pressure injuries will default
the previous recorded
staging. Only Stage 3 and 4
cannot be backstaged. The
only means to correct the
Staging of 3 and 4 is to undo
the documentation.
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Skin Alteration Pressure injury present on
admission will only be visited
; :ES if “Pressure injury” is
selected in Skin alteration
description.

Note: This should ONLY be
answered once a patient has
|Pressure injury present on aduissioniy | an admission order.

Pressure injury staging:>

(Prev Paged [ (Next Paged [

This update affects the following assessments:

Emergency Department

Skin Alteration Assessment Abscess
Abscess Reassessment Allergic Reaction
Allergic Reaction Reassessment Assault Human Animal Bite
Assault Human Animal Bite Assault Sexual
Reassessment
Assault Victims of Abuse Insect Bite
Insect Bite Reassessment Neck Pain Injury
Neck Pain Injury Reassessment Neonatal Physical Findings
Non Urgent General Focus Physical Findings
Snake Bite Snake Bite Reassessment
Wound Evaluation Wound Evaluation Reassessment

Wound Care
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OR Module

Intra-operative Laser

©

A

The Intra-operative Laser assessment has been updated to support accurate capture of laser

settings and reduce the likelihood of adverse patient safety events.

Intra-operative Laser

Laser safety neasures taken:

=]

|Laser safety weasures taken:sl x|

Laser key obtained: [
Electrical cord in good condition: [
Laser signs posted on all doors! |
Fire extinguisher location noted: [
Protective eyewear for all tean menbers: |
Patient eye protection: |
Appropriate laser instrunents used! |
Laser on standby when not in use: [
Laser paraneter verified by surgeon: |
(Prev Paged [

Doors closed! [

ALl windous covered: [
Swoke evacuator: |

Laser nasks used: |
Water/saline on field: [
Laser ET tube:|

Laser fiber:|
Indirect ophthalwoscope: [

(Next Paged [

Intra-operative Laser @
Laser ET tube:

1 VYes

2 Ho

Laser safety neasures taken:>Yes#

Laser Key obtained:>Yes

Electrical cord in good condition: |Yes

Laser signs posted on all doors: |Yes

Fire extinguisher location noted:

Protective eyeuear for all tean nenbers:

Patient eye protection: |Ye

Appropriate laser instrunents used:

Laser on standby when not in use:

Laser paraneter verified by surgeon: Ye
(Prev Page) |

Doors closed: |Yes

All windous covered: [Yes
Snoke evacuvator: |Yes
Laser Hasks used: [Yes
Hater/saline on field: [Yes
Laser ET tube:d

Laser fiber:|[

Indirect ophthalnoscope: |

-=| ==
m|m
wlwm

w

-=| ==
[1-Bly-]
wiw

w

(Next Paged [

Enterprise Documentation

Laser safety measures
taken has an updated
response of only “Yes”.

The fields shown default
to “Yes” but are editable.
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Laser safety neasures taken:sYes*

Laser key ohtained:>¥Ves
Electrical cord in good condition: [Yes

Laser signs posted on all doors: [Ves

Fire extinguisher location noted: |Ye
Protective eyewear for all tean newbers: [¥
Patient eye protection: |¥
Appropriate laser instrunents used: |¥
Laser on standby when not in use
Laser parauveter verified by surgeon

(Prev Page) [

[
[
Ye

HEEEE

w

Intra-operative Laser = The fO”OWIng fields do not
Laser ET tube: .
I Yes default with a response:
2 Ho
o Laser ET Tube
e Laser fiber
e Indirect ophthalmoscope
Laser safety neasures taken:>Yesx
Laser key obtained:i>Yes Doors closed: [Yes
Electrical cord in good condition: [Yes All windous covered: [Yes
Laser signs posted on all doors: [Yes Snoke evacuator! [Yes
Fire extinguisher location noted: [Yes Laser nasks used: [Yes
Protective eyewear for all tean nembers: [Yes Water/saline on field: [Yes
Patient eye protection: [fes Laser ET tube:
n a4 1 i + +, A [lan 1 rik .
Intra-operative Laser (5]
Laser fiber:
Prev| | tYes
2 Ho
Laser safety Heasures taken:>¥es*
Laser key obtained:>Ves Doors closed: [Yes
Electrical cord in good condition: [Yes A1l windous covered: Yes
Laser signs posted on all doors: [Yes Shoke evacuator: [Yes
Fire extinguisher location noted: [Ves Laser nasks used: [Yes
Protective eyeuear for all teaw uembers: IE Water/saline on field: E
Patient eye protection: [Yes Laser ET tube:s
Appropriate laser instrunents used: [Ves
L ——— =]
Lase Indirect ophthal :
CPrev Paged [ | ndirect ophthaluoscope:
1 Yes
2 Ho

Doors closed:

All windous covered:

Suoke evacuvator:

Laser Masks used:

Water/saline on field:
Laser ET tube:>

Laser fiber:>

|Indirect ophthalwoscope:y |

w

-=
el
w

w

=
el
w

Ye

w

(Hext Paged |

Enterprise Documentation

pg. 26



| -[0f. [calc

Hicroscope:>
Laparoscope! [
Handpiece: [
Endoscope: |

Laser initial setting watts:
Laser initial setting ndoules: |
Laser initial setting hertz:|
Laser initial node: |
|Laser initial setting fiber microns:y |

(Prev Paged [ (Next Paged [

Intra-operative Laser \EI

Intra-operative Laser \EI

[-[8]. [calc

Repeat duration:>
Repeat interval:|

| Laser pulse count right eye!sf |
Laser pulse count left eye! |

ead. neck or chect nrocedure:

Is this a

Laser g

(Prev Paged |

[-T8]. [talc

Repeat durationi>
Repeat interval:|

Laser pulse count right eye:>
| Laser pulse count left eye!s| |

Is this a head, neck or chest procedure:|

Laser connents:

(Prev Page) | (Endy [

Intra-operative Laser @

Enterprise Documentation

All Modules

Laser initial setting fiber
microns continues to
utilize the numeric keypad
but has increased to allow
for more characters.

The following fields
continue to utilize the
numeric keypad but have
increased to allow for
more characters:

e laser pulse count right eye
e Laser pulse count left eye
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