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BH Module

Suicide Screening

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

[ suicide Screening | Suicide Screening will be the new
Patient | ; H
I verbiage used for required
Date B1/22/25 Time 1433 User 1EDDPI?485 .
documentation and BH related

screenings.

1 Yes In the past wonth, have you wished you were dead or wished

2 Ho you could go to sleep and not uake up?

Wish to be dead or to not wake up in the past month:s] =
Wish to be dead or to not wake up in your lifetine: | *

Hon-specific active suicidal thoughts in the past month: [ =
Non-specific active suicidal thoughts in your lifetine: !_*

(hext Paged |

OK Cancel

This update affects the following interventions/assessments:

BH: Initial Nurse Assessment +
BH: Level of Care Assessment +
BH: Psychosocial Assessment
(PSA)+

BH: RN Reassessment +

BH: Suicide/Homicide Screening +

BH: Outpatient Initial Nurse
Assessment +
Safety/Risk/Regulatory +




First Point of Contact

The existing documentation within the First Point of Contact does not address scenarios where patients refuse
to wear masks or whether patients are isolated, and the receiving unit/department is notified. This gap in
documentation can lead to inconsistencies in patient management and communication between departments.
The new updates will introduce additional fields at the end of the screening process to account for these
circumstances.

e Mask applied will have 3
1 tYes responses:
g 2:tient refused
e Yes
e No
Point of entry screening status: Positive Respiratory Risk ° Patient refused

Negative TB Risk
Negative C difficile Risk

!Mask applied:s| *]
Patient isolated and receiving unit/dept notitied: | *

Patient isolated and receiving

First Point of Contact/MRSA 01/15 1459 . e .
unit/dept notified will be a Yes/No
1 VYes H
CPrev Paged | 2 Mo response field OnIy.

Point of entry screening status: Positive Respiratory Risk
Negative TB Risk
Negative C difficile Risk

Hask applied:>Yes *
[Patient isolated and receiving unit/dept notified:q *|

Note: These fields become
required if the patient screens

CPrev Paged | Endd [ positive for Respiratory and/or TB
risk.
m Hask applied and patient isolated and receiving wnit/depar thent notified:
I Yes
2 Ho
kecent oncology history:s .
Has patient received chewotherapy in the past b ueeks: m The SOft Stop alert has been
Has patlent had a stew cell transplant In the past 6 months: | removed, as new documentation
Point of entry screening status: [Positive Respiralory Risk allows for the patient to refuse to
Hegat ive T Risk
HEEZH:E C aisticile Risk be masked.
Hask appl o Paint of entry screening is positve, are you suee?  (FInent notifiedis2 o
(Prev Page) Yes | He CEndd) |

This update affects the following interventions/assessments:

First Point of Contact/ MRSA




Meals Consumed Intake

Currently, clinicians cannot document when a patient refuses a meal or snack as part of Intake and Output.
To address this issue, “Patient refused” has been added as a new option, facilitating instances when a patient
refuses a meal or snack offered. Information regarding patients who are NPO can be found elsewhere in the
medical record.

Mials Consumed ntake ‘Patient refused’ has been
added to the response options
2 7 for the following fields:
3 507
g Egés than 107 * Amount taken
|v 6 Patient refused| L] AM snack
e PM snack
Heal :>Breakfast HS K
|Anount taken:>Ptrefused | ° snac
Oral nutritional supplenent nl:>
Meals Consumed Intake =
1 1887
2 5%
3 587
4 257
5 Less than 18%

6 Patient refused

Meali>Breakfast
Arnount taken:>Patient refused
Oral nutritional supplenent nli>

AN snack:s
PH snack: |
HS snack: |

Endd [

This update affects the following interventions/assessments:

Intake and Output




Plan of Care Update: Electrolyte Imbalance

The nursing Plan of Care previously did not have a Clinical Care Classification (CCC) nursing diagnosis for
patients with an electrolyte imbalance. Electrolyte Imbalance has now been included as a nursing diagnosis in

the Plan of Care.

Health plan of care @
Physiological problen/alteration in:
10Heurological 7CIRenal 130Endocr ine
20cardiac 80Jurinary elinination 140 Infection
300Respiratory 9C0Musculoskeletal 150 Innunologic response
40ventilatory weaning 10005k in integrity 1600Thernoregulation
5006astrointestinal 1100Per ipheral vascular 1706routh and developrent
600Bouel elinination IIEIZElectrnlgte iHhalam:eI
Physiological problen/alteration inid Psychological problen/alteration in:

Electrolyte inbalance

Functional problen/alteration ini Health behavior problen/risk:

End) [

Electrolyte Imbalance @

Electrolyte Inbalance problen expected to:

1 Inprove/Resolve
2 Stabilize/Maintain
3 Deteriorate

IElectrnlgte Inbalance problen expected to:>Inprovel *I
Target date:> *

Electrolyte Inbalance problen is: |

Electrolyte Inbalance problen has: |

Electrolyte Inbalance problen comnent:

CEndd [

Physiological problem/alteration in
has a new response:

e Electrolyte imbalance

Electrolyte Imbalance problem
expected to is a required field and
has the following responses:

e Improve/Resolve
e Stabilize/Maintain
e Deteriorate



Electrolyte Imbalance =5

Yesterday

Today

Tonorrou

Electrolyte Inbalance problen expected to:>Iuprove/Resolve *
I Target date:3| *I

Electrolyte Inbalance problen is! |

Electrolyte Inbalance problen has: |

Electrolyte Inbalance problen comnnent:

CEndd [

Electrolyte Imbalance [

I Inproving/Resolving
v 2 Stabilizing/Maintaining
3 Deteriorating

Electrolyte Inbalance problen expected to: [Improve/Resolve *
Target date:>B1/18/25%

IEIectrulule Inbalance problen is:>Stabilizin

Electrolyte Inbalance problen has:?

Electrolyte Inbalance problen connent:
2

CEndd [

The Target date is required, and the
calendar or keypad function will be
utilized.

Electrolyte imbalance problem is is a
required field with the following
responses:

e Improving/Resolving
e Stabilizing/Maintaining
e Deteriorating



R Electrolyte Imbalance

Electrolyte Inbalance problew comnuent:
Enter free text.

Electrolyte Inbalance problen expected to:

Inprove/Resolve

Target date: |081/18/25%

Electrolyte Inbalance problen is:>Stabilizing/Haintaining

Electrolyte Inbalance problemn has:»

Flectrnlgte Inbalance problen conuent:

CEnd> [
Tef1 Suggested Diagnoses/problems IEI
+ CCC.F62.8 Electrolyte Inbalance
procesdgare tems|| Add Checked Diagnosesjproblems to Health Recovery Plan? |
Current Date/TThe [T 87 0f 16
I <More Change Change Document ->Document Document =>More
Status Targets Goal Intery's Intery's
Patient | Status  |ADH IN Room |
RESUSCITATION STATUS [ Admit Bed |
Attend Dr | Age/Sex | Loc |
Start Date at [ End Date at [ Med Edit | Unit# |
Include [ AS,CP,H0,0E,PS 1:99 3L ALL INT Acuity [
~ Care ltems Sts Frequency OD Doc Src D CIN KI Prt
-Quick Start + n 22h [as
-Safety/Risk/Regulatory + A cP
-Pain Assessnent + A CP
Routine Care
-Uitals/Ht/ Wt/ Heasurements + A CP
-Routine Daily Care + A cP
-Intake and Output + A cP
-Lines/Drains/Airuays + (1] CP
-Teach/Educate + A cP
-Hanage/Refer/Contact/ Notify + A cP
Plan of Care
i E — ; in
Physiological Problens r F F: r
-Electrolyte Inbalance Al PS
Discharge | Process Careltems
-BH: Dischar|Current Date/Tine I B of 16
] Document  View Order  Add Allergy  Change Change  >More
Now History Detail Interv  Link Directions  Level
Patient Status  |ADN IN Room |
RESUSCITATION STATUS | Admit [ Bed =~
Attend Dr | [ AgefSex Loc |

Start Date at End Date i at | Med Edit | Unit# |
[

Include [A AS,CP,HO0,0E,PS 1:99 3L ALL INT Acuity

__ Care Items Sts_Frequency 0D Doc Src D CiN KI Prt
-Quick Start + A|.2025.2 22h |AS
-Safety/Risk/Regulatory + A cP
-Pain Rssesshent + A cp
Routine Care
-Uitals/Ht/ Ut/ Heasuremnents + ] CP
-Routine Daily Care + A cP
-Intake and Output + A cpP
-Lines/Drains/Airuays + n CP
-Teach/Educate + A cP
-Hanage/Refer/Contact/ Notify -+ A cP
Plan of Care

(§ Planof Care o} I AquCPEN BN BN I |
Physiological Problens
-Electrolyte Inbalance 1 PS
Discharge
-BH: Discharge Nursing Assessment + A cp

The Electrolyte Imbalance problem
comment field is free text enabled.

If the Electrolyte Imbalance problem
is is answered with
‘Stabilizing/Maintain’ or
‘Deteriorating’, the nursing diagnosis
of Electrolyte Imbalance will be
added to the Plan of Care and
automatically appear active in the
Care Items.

If the Electrolyte Imbalance problem
is is answered with
‘Improving/Resolving’, the status in
the care items will automatically
change from Active to Complete.



Restraint Documentation

Current documentation allows for the selection of “Quick Release Synthetic” options when non-violent
restraints have been ordered. Quick release synthetic restraints should be reserved for violent restraint use
only. Future documentation will remove all “Quick Release Synthetic” options from the Non-violent restraint

device field.

Level of restraint: Non-violent
Hon-violent restraint device:» *
|
Uiolent restraint device:>
Date restraints initiated: *
Tine restraints initiated: * (Next Paged |

Restraint Documentation 01/160937 =)
Non-violent restraint device:

1C0Bedrails ?ORestrictive positioning

200Chenical 800Soft +

30JEnclosure 9CTightly tucked sheets

4C0Freedon splints + 1800Maist

SC06Ger i-chair

600Mitten +

Restraint statusi>Start *

Clinical justifitatiun:Tﬂttenpta to renove device *
Alternatives vtilized:>Change environnent *

This update affects the following interventions/assessment:

The “Quick Release Synthetic”
options are no longer available
when documenting Non-violent
restraint device.

Restraints Documentation +
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