Cerner Streamlining Changes

At the request of numerous Nursing Associates, Streamlining to Cerner Documentation has been developed. The
streamlining changes are the result of verbal comments, help desk tickets, and suggestions placed on the Clinical
Systems Policies site, located on Molli. Various associates from all of the facilities were involved in the final revisions.
Some of the changes were also the result of requirements by regulatory organizations, such as JCAHO. These changes
will make the Cerner documentation more focused and more time efficient.

Admission History

Adult Assessment and Pediatric Assessment.
Admission Skin Assessment
Multidisciplinary Discharge Planning
Immunization Screening

Home Meds

Clinical Problems Plan

Safety ADL

Nutrition

Fall Risk Assessment

Patient Education

Effective April 26, 2006, all of the above documents will now be included in the Admission Careset.

These changes will affect both the adult and pediatric patient population.

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section




Cerner Streamlining Changes

The following will highlight the primary changes to each item:
1. Admission History
The Reason for Admission has been moved to the History form (from the Admission Assessment).

The pediatric documentation has been removed and placed on the Pediatric History Form

2. Adult and Pediatric Assessment

There will no longer be an Admission Assessment or an Ongoing Assessment form. There will be an Adult and Pediatric
Assessment form.

The height and weight documentation has been added to this form.

The vital signs have been added to this form.

The Pain Assessment has been removed from the grid and placed on a page with documentation for two sites. If more
than 2 sites are needed, there is an area on the page to retrieve additional sites. A task will fire for reassessment, once
interventions have been documented.

The format for the physical assessment has been changed. The nurse must assess whether the patient meets guidelines
for a normal assessment for each system. If the patient meets guidelines, the basic and detailed assessments do not

open for documentation.

If the patient does not meet the guidelines for a normal assessment, once a response of assessment details is
selected, the basic assessment will open.

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section
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At the end of each basic assessment, there is an area to select the detailed assessment if needed. When the
basic/detailed assessments are completed, the save and return icon should be selected when completing the form.

The neurological and psychosocial pages have been combined.

The Intravenous site documentation has been removed from the grid. If more than five sites are needed, use the IV form
in Ad Hoc charting.

Trach Care/Assessment has been added to the assessment and will automatically open when Trach/ETT care is selected
on the detailed Respiratory assessment.

3. Skin Assessment Documentation

The Admission Skin Assessment Form will continue to be included in the Admit Careset and populate to the task list for
completion. The Skin AM Daily Assessment Form will populate to the task list every am. The differences in the two forms
are the “wound/ulcer present on admission” area located on the Admission Skin Assessment Form and “new
wound/wound progress” has been added to the Skin AM Daily Assessment Form. SNF and MECH will continue to
receive the forms they are currently using. The skin tab should be reviewed daily before documenting the Skin AM Daily
Assessment Form.

Patient skin assessment with no skin problems

Open the document, Admission Skin Assessment Form.

e Complete the Braden Scale Risk Assessment. In the skin integrity section, choose no skin discoloration for both
pressure/non-pressure related alterations areas. Click no to the ulcer/wound present upon admission box. An area

has been added to document skin conditions such as birthmarks, healed burns, moles, etc. Select the appropriate
response of yes/no to this area and free text the skin area that does not require treatment.



Cerner Streamlining Changes

Click on skin problems and choose no skin problem. If the patient has a normal Braden and no ulcer related
alterations, choose no skin problem. If the patient’s Braden score is 16 or less, (when documenting Skin Clinical
Problems) and no ulcer related alterations, select altered skin integrity/wound or potential for so that the
prevention measures may be documented.

Click nutritional problems and choose the appropriate responses for the patient’s nutritional status. The reference text
in Nutrition Problems should be reviewed to make sure the patient does not have any of the symptoms/diagnoses
listed. If the patient’s symptoms/diagnoses are listed, the patient will be considered having a nutritional problem.

If patient education has been provided, document under the patient education section

Sign the form.

Patient skin assessment with pressure related skin problem(s).

Open the document, Admission Skin Assessment Form.

Complete the Braden Scale Risk Assessment. Under skin integrity, choose the pressure-related wound. A new
window with pressure sites 1-10 will open. Click on pressure related and chart detail buttons.

The pressure ulcer assessment site window will open for documenting the pressure wound site specifics. Note that
when the dressing status selection is chosen, the appropriate conditional fields for this documentation will open. If the
dressing requires changing at the time of the assessment, this change can be documented on the form. However, if a
dressing change is needed after the assessment, select Dressing Change/Care: Pressure Sites Form found in Ad-
Hoc. (If the patient has more than 10 sites, continue to document using the Admission Skin Assessment Add'l
Pressure Sites Form found in Ad-Hoc.) Sign and return the two opened forms. Remember to also choose no skin
discoloration or breakdown in the non-pressure related alteration box. Make a selection in the ulcer/wound present
upon admission box. Select the appropriate response of yes/no to the non-pressure areas and free text the skin area
that does not require treatment, which includes skin conditions such as birthmarks, healed burns, moles, etc. in the
space provided.
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Next, click on skin problems and choose the altered skin integrity/wound or potential and active buttons. Both
selections in the prevention/pressure/non-pressure area will be checked when the problem status of active is selected.
Select appropriate interventions for the patient. Additional documentation for skin tears, Stage Il, lll, IV or unstageable
areas are also available on this page. Stage Ill, IV, and unstageables will generate a task to the Clinical Nurse to notify
the Physician.

Click nutritional problems and choose the appropriate responses for the patient’s nutritional status.
If patient education has been provided, document under the patient education section.

Sign the form.

Patient skin assessment with wound/incision site(s)

Open the document, Admission Skin Assessment Form.

Complete the Braden Scale Risk Assessment. Under skin integrity, choose the appropriate response under the
pressure related alteration. Also, under skin integrity choose non-pressure related wound in the non-pressure related
alteration area. A new window for non-pressure related wounds will appear. Click on non-pressure site and chart
detail buttons. The non-pressure wound/incision assessment area will open for documenting the wound/incision site
specifics. Note that when the dressing status selection is chosen, the appropriate conditional fields for documentation
will open. If the dressing requires changing at the time of the assessment, this change can be documented on the
form. However, if a dressing change is needed after the assessment, select dressing change/care: pressure sites
forms from Ad-Hoc for documentation. (If the patient has more than 10 sites, continue to document using the
Admission Skin Assessment Add’l Non-pressure Areas Form found in Ad-Hoc.) Sign and return both of the opened
forms. Make a selection in the ulcer/wound present upon admission area. Select the appropriate response of yes/no
to the non-pressure areas and free text the skin area that does not require treatment, which includes skin conditions
such as birthmarks, healed burns, moles, etc. in the space provided.

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section
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= Next, click on skin problems and choose altered skin integrity/wound or potential and active buttons. Both selections
in the prevention/pressure/non-pressure area will be selected when the problem status of active is checked. Select
the appropriate interventions. Additional documentation for skin tears, Stage I, lll, IV or unstageable areas is also
available on this page.

= Click nutritional problems and choose the appropriate response for the patient’s nutritional status.

= |f patient education has been provided, document under the patient education section

= Sign the form.

4. Multidisciplinary Discharge Planning/Patient Education

Immunization Screening/Clinical Problems Plan/[Home Meds

There have been no additional changes to the Multidisciplinary DC Planning form, nor are there any changes to the
Immunization Screening form. The Patient Education form will populate Q12H to the RN/LPN task list at 0800 and 2000.

5. Safety ADL and Nutrition

The nutritional information that was originally on the Safety ADL form has been removed and placed on a separate form
called the Nutrition form. The Nutrition form will populate to the RN/LPN/MA/MCA task list at 0800/1200/1800. The
Nutrition form is generated from the Eats/Feeds order in the Careset. Documentation has been added to note tube
feedings and a diet status of NPO.

The Safety ADL form includes documentation of Safety and Hygiene information. The Safety ADL form will populate to
the RN/LPN/MA/MCA task list Q2H. A section for Pressure Wound Prevention has been added to the Hygiene page.

6. Clinical Problems Plan Form

Fall Risk has been added to the clinical plan.
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7. Fall Risk Assessment Scale

This scale is based on the Morse Fall Scale. It has been trialed in multiple nursing areas within the Methodist system.
The task to complete the scale will fire with the Admission Careset and Q24H at 2000.

Depending upon how the scale is answered, the patient will be assigned a low risk, moderate risk, or high risk
assessment status. The scoring is as follows:

e 0-44 = Low Risk
e 45-70 = Moderate Risk
e >70 = High Risk

The Risk Assessment status will determine how often the Falls Precautions form will populate to the task list.
e Low Risk = Q8H

e Moderate Risk = Q4H

e High Risk = Q2H

This will automatically create an order depending on the fall risk assessed. If the fall risk changes, the previous order will
discontinue and a new order will be created. This will also occur with the tasks.

If “immediate” is chosen on the Adult Fall Risk Assessment scale, an order is automatically generated for a Clinical
Pharmacist consult to review the patient’s medications.

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section
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8. Fall Risk Pediatric

The Pediatric Fall Risk Assessment includes low and high risk factors. If any of the high risk factors are selected, a Q2H
task for the Fall Risk Safety Guidelines form will be generated.

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/brideepage.htm

Look in the “View Current Implementations and FAQs” section
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: Careset - Admission-Adult Care Set !E
=
| Component | Order Details
M Admizsion-Adult TN
[¥ Clinical Froblems T:M. Routine, gam

¥ Skin &AM Daily Sssessment

¥ Imrunization Adrinistration S creening
[¥ Home Medication Histary

¥ Fall Rizk Azsessment Adult

¥ SafetpiabDLl

[¥ Eatz/Feeds

[¥ Patient Education
RT| — IO
il=
" "

|l The following additions have been
made to the Adult Admission
Careset: Fall Risk Assessment,
Safety/ADL, Eats/Feeds, and Patient
Education.

Detail waluss

ok || Cancel I

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/brideepage.htm

Look in the “View Current Implementations and FAQs” section
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: Careset - Admission-Peds Care Set mE
2
| Compaonent | Drder Detail:
1#f Admizzion-Peds TN
[ Clinical Problems T:M. Routine, gam

1 Fall Rizk Azzessment Pediatric
1#§ Home Medication Higtoryp

1 SafetytA0L

1# Eatz/Feeds

1# Patient Education

4] The following additions have been made i
to the Peds Admission Careset: Fall

Risk Assessment, Safety/ADL,

Eats/Feeds, and Patient Education —

[retal walues

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/brideepage.htm

Look in the “View Current Implementations and FAQs” section
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AWTYE R, A Age:38 pears Sex:Female Location:1E10; 46; AD
DOB:8/13/1967 MRN:41832459 Fin Number: 27136455
Inpatient [Adm 3/24/2006 12:51 PM DC <No - Discharge date>] == Allergies ==

LB | R4D | Ldmit/DC | vs,*Painl Clin Data | Clin F'DEl Tm"F'mcl Skin | Fesp | Safetyl Notesl Formsl Orders  Act List

i | Flan | Medsl Insur | Ptlnfol

Tuesday. April 04, 2006 7:00:00 AM - Tuesday,. April 04, 2006 10:00:00 PM

Scheduled

Murge Collect | PRMN | Contiruous |

— Task retrieval completed

|Task Slatus| Scheduled Date and Time| Tazk Description | Mnemonic | Order Details |
" Pending 44402006 1200 P Mutrition Form Eats/Feeds 04,/04/06 1:2:00:00, Fouti...
" Pending 4402006 210 PH Adult Adrmizzion Histary Farm Adrizzion-Adult 04/04,/06 14:10:00
" Pending 4442006 210 PM Adult Azzessment Form Admizzion-2dult 04./04/06 14:10:00
& Pending 442006 2210 Prd Admizzion Skin Azzeszment Form  Admizzion-Sdulk 04./04/06 14:10:00
& Pending 44442008 2:10 PM Multidisciplinary DC Flanning Form Admiszion-adult 04./04,/06 14:10:00
& Pending 4442006 2:10 PM Immunization Screening Farm Immunization Administration S creening 04/04,/06 14:10:00
" Pending 44442006 210 PM Home Medications Farm Home Medication History 04,/04/06 14:10:00
" Pending 4442006 210 PM Clinical Prablems Plan Faorm 2 Clinic:al Problems 04./04/06 14:10:00, Routi...
" Pending 40402006 300 PM Safetn ADL Farm Safetp/aDL 04,/04/06 15:00:00, Fouti...
& Pending 442006 4:00 P Safetys ADL Form Safety/A0L 04./04/06 16:00:00, Bouti...
& Pending 4/4/2008  B:00 PM Safety/ ADL Faorm Safetp/aDL 04,/04/06 18:00:00, Fouti...
& Pending 4442006 B:00 PM Mutrition Form Eats/Feeds 04,/04/06 18:00:00, Fouti...
" Pending 44442006 8:00 P Adult Fall Risk Azsessment Scale  Fall Risk Assessment Adult 04,/04/08 20:00:00, R outi...
" Pending 4442006 8:00 PM Safety ADL Farm Safetpiall 04,/04,/06 20:00:00, Routi...
" Pending 40472006 8:00 PM Patient Education Farm Patient Education 04,/04/06 20:00:00, Fouti...
& Pending A/4/2006  10:00 P Safety ADL Form Safety/A0L 0404406 22:00:00, Bouti...

The new orders in the Careset generate new
tasks: Safety/ADL, Patient Education, Adult Fall
Risk Assessment Scale, and Nutrition
(Eats/Feeds).
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SAWTYER, A

LaB | FaD | Sdmit/DC | A5 Pain | Clin Data | Clin POC | Tw/Proc | Sl | Fesp | Safet_l,ll Motes | Fanms | Orders  Act List

Cerner Streamlining Changes

Age:38 pears Sex:Female Location:1E10; 45; AD
DOB:8/13/1967 MRAN:41832459 Fin Number: 27136455
Inpatient [Adm 37242006 12:51 PM DC <Mo - Discharge date>] == Allergies **

140 | Plan | Medsl s | F'tlnfol

Scheduled

Tuesday, Apnl 04, 2006 7-00:00 AM - Tuesday, Apnl 04, 2006 10:00:00 PM

Murse Collect | FRM | Eontinuousl

— T azk retrieval completed

|Task Status| Scheduled D ate and Time| Task Desgcription | Mnemonic | Order Details |
& Pending 4/4/2006  12:00 PM Mutrition Farm Eats/Feeds 04/04,/06 12:00:00, Routi...
& Pending 4/4/2006 219 FPM FEDS Azzessment Form Admiszion-Peds 04,0406 14:13:.00
&a* Pending 4242006 219 P FEDS Admizzion Histore Form Admizzion-Feds 04./04,/06 14:19:00
&a* Pending 4242006 219 P Multidizciplinary 0C Planning Form Admigsion-Peds 04./04,/06 14:19:00
&’ Pending 442006 213 FM Haone Medications Farm Home Medication Histary 04,/04/06 14:19:00
&’ Pending 442006 213 FM Clinical Problers Plan Forrm 2 Clinical Problems 04,/04/06 14:19:00, Routi...
&a" Pending 4442006 300 PM Safetys ADL Farm Safety /A0l 04/04,/06 15:00:00, Routi...
&a" Pending 42006 4:00 P Safetys ADL Farm SafetyiaDL 04./04,/06 16:00:00, Routi...
&a" Pending 42006 B:00 PR Safetys ADL Farm SafetyiaDL 04./04,/06 12:00:00, Routi...
& Pending 4242006 E:00 PM Mutrition Forr Eats/Feads 04./04,/06 12:00:00, Routi...
&a" Pending 442006 8:00 PM Fall Rizk Pediatric Fall Rizk Assessment Pediatric 04/04,/08 20:00:00, Routi...
& Pending 442006 8:00 PM Safetps ADL Farmi SafetpsDL 04/04,/06 20:00:00, Routi...
& Pending 442006 8:00 PM Fatient Education Farm Fatient Education 04/04,/06 20:00:00, Routi...
& Pending 4742006 10:00 PM Safetps ADL Farmi SafetpsDL 04/04/06 22-:00:00, Routi...

The new orders in the Careset generate new
tasks: Safety/ADL, Patient Education, Fall Risk
Pediatric, and Nutrition (Eats/Feeds).

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section

12



&2 adult Assessment Form - SHORB, BB

v EHO| SR+ ¢ @

=

*Performed on: |[ILETERENI

Fatient Info Update
Wital Signs
b4 eight and Height

Pain Szzeszment

RM Review
I 1

[ =]
= EEE

MNeurological /
Psychosocial
Respiratory

Cardiovascular

Gastrointestinal

Genitourinary

Musculoskeletal

Skin hydration,/
integrity

Meets guidelines =

O Assessment details

O Meets quidelines
O Aszessment detailz

O Meets guidelines
O Aszessment detailz

O Meets guidelines
O Aszessment detailz

O Mests guidelines
O Assessment detailz

O Mests guidelines
O Aszessment detailz

O Mests guidelines
O Assessment detailz

=] B3

By: Ztrain . RN10

Assessment Review - Adult

Affect appropriate for age. Makes eye contact. Alert and oriented to person, plac
and time. Folows commands. Behavior appropriate to situation. Speech clear. PERF
Sensation intact. Moves extremities equally. No difficulty in coordination.

Resp. regular and non-labored. Lungs clear with bilateral breath sounds in all lobes
Mo dyspnea, cough, cyanosis, sputum production, or hemoptysis. No tracheal shift.
supplemental 02. Mo alternative airway.

Heart tones audible and regular. No WD. Peripheral pulses present and equal. Skin
color normal for ethnicity. Capillary refill <32 secs. Nailbeds pink. Extremities warm. |
edema. No telemetry, ICD, or Pacemaker in use.

Mo exudate or difficulty swallowing. Bowel sounds active x4 quadrants. Abdomen s
and non-tender. No nausea, vomiting, diarrhea, or constipation. No gastric or
nasogastric tube(s), ostomies, fistulas, rectal tube, fecal bag. No fecal incontinenc

Yoids clear, yellow urine regularly without difficulty. No odor, discharge or bleedinc
Mo stents, ileoconduit, urinary or dialysis catheters. No urinary incontinence.

Mo obvious deformities or amputations. Full joint ROM, no swelling or tenderness.
Steady gait without aids. No splints, cast, brace or traction.

Turgor elastic, mucous membranes moist and pink, no discoloration or breakdown.

Completion of TASK for Admission Skin Assessment required on admission.
Completion of TASK for AM Daily Skin Assessment required daily.

IV 2

IV 3

I A

1. Vital Signs and the Weight and Height sections have been added back to the Assessment form.
2. The Pain Assessment and Infusion Therapy have been taken out of the grid.
3. Each System must be addressed on the Assessment: aress g
Meets guidelines—no additional documentation required
Does not meet guidelines—assessment details must be documented

13




E_— Pediatric Assessment Form - THOMAS, GRADY

Cerner Streamlining Changes

vEO | SE e ¢ @2

*Performed on:

04042005 =

By: Ztrain . Micky

Patient Info Update
Wital Signs

Pain Aszezsment
FLACC Pain Scale
MIPS Pain Scale

AN Review

1

2

Meets Guidelines =

Neurological/
Psychosocial

Respiratory
Airway/Breathing

Cardiovascular

Gastrointestinal

Genitourinary

Musculoskeletal

Skin

<

O Mests guidelines
O Assessment details

) Meets guidelines
O Assessment details

O Meets quidelines
O Assessment details

) Mests guidelines
O Aszeszment details

O Meets guidelines
O Azzezsment detailz

O Meets quidelines
O Assessment details

) Meets guidelines
O Assessment details

Assessment Review - Pediatrics

Infant {<1 year of age) - Eyes open or asleep but arousable. Consolable. PERRL. Fontanel
soft, flat. Suck and swallow reflexes present. Moves all extremities equally.

Child { = 1 year of age ) - Alert, Active, and Ambulatory. Consolable. PERRL. Behavior 8
verbalization appropriate to situation & age. Mowves all extremities equally.

Calm, cooperative. No expressions or demonstration of hurting self or others (age
appropriate).

Unobstructed airway. Resp. reg. and unlabored. Lungs clear with bilateral breath sounds
all lobes. No dyspnea, cough, cyanosis, sputum production, or hemoptysis. No tracheal shi
mo supplemental D2. No alternative airway.

Heart tones audible and reqg. NO I¥D. Peripheral pulses present and equal. Skin color norm
for ethnicity. Capillary refill <3 secs. Nailbeds pink. Extremities warm. No edema. No
telemetry, ICD, or Pacemaker in use.

no exudate or difficulty swallowing. Bowel sounds active ¥4 quad. Abdomen soft and

non-tender. No nausea, vomiting, diarrhea, or constipation. No gastric or nasogastric
tube(s), ostomies, fistulas. No fecal incontinence (age appropriate].

woiding reqularly without difficulty. No odor, discharge or bleeding. No stents, ileoconduit
urinary or dialysis catheters. No urinary incontinence (age appropriate).

no obvious deformities or amputations. Full joint ROM, no swelling or tenderness. Steady
gait without aids{age appropriate). No splint, cast, brace or traction.

Turgor elastic. Mucous membranes moist and pink. No discoloration, breakdown, bruising,
wounds, oral lesions, rash or incisions.

-

|In Progress S
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k Form - THOMAS, GRADY =]
Ie e @2
woaizooe  ][+rzas By: Ztrain . Nick

Pain Assessment (Primary Site)

Unable to verbalize ID Yes Yiew pain policy -
Patient pain must be assessed and documented ID Right click here to view pain palicy
Intensity (0-10) as outlined in Methodist Clinical Policy 003-046
Refer to Wong-Baker FACES pain rating scale

Primary pain location Laterality Abdomen quadrant

) Abdomen ) hand ) shoulder ) Bilateral ] &1l quadrants [ Right upper quadrant ] Right

) ankle ' Head ) Suprapubic O Left [ Left upper quadrant [ Left lower quadrant

) Back O hip C Temporal

) Bladder O Jaw C Upper &m LI_I _'I | | LI

O Buttock O knee C Upper leg Character Radiating location/character

) Chest ) Lower arm O thfarine ] &ching ] Pressure

O Ear O Lower leg O W"St_ ] Buming ] Radiating

C ell:u.u:uw . ) Mouth i vagina . ] Cramping ] Sharp

) Epigastric i Meck ) Generalized ] Crushing ] Shaoting

O Eye O Mose O Other. [ Cutting [l 5plitting

) Flank @ Dc?ipital O] oul [] Stabhing Onset Pattern

O Foot O F'ane.tal ] Grawing [ Tingling C Abrupt O Chranic

O Frontal C Pelvic I Mumbress ] Other: ' Frequent O Corstant

C Grain O Rectal [ Pine/Meedies C) Gradual O Intermittent
Physical parameters Behavioral cues Interventions

] Aty [C] Clinging ] Repositioned ] Diversion [l Immobilization of area ] Music
[l Change in vital signs [l Cving [l Breathing exercizes [l Cold application [l Relaxation techmiques  [] Other;
[ Diaphoresis [ Grimacing [ 5waddling [l Heat application [ Medicated

] Muscle tenzsion ] toaningGroaning [C]Rocking ] Elervate extremity [ Pacifier

[ Hausea ] Restlessness

Pallor Rubbing affected area . .

U - U - : Pain intervention comments

] Pupil dilatian [ whiring

[C] Other: [Cwithdrawing/Guarding

[ Other: . .
The Primary and Secondary sites have been removed
from the grid. Additional pain sites will continue to be

documented in the grid.

The Reassessment,/Response of pain must be documented within 1 hour of pain Intervention.




& - Adult Assessment Form - THOMAS, GRADY _ O] x|

VEO® e @2

*Performed on: (LS ] By: Ztrain . Micky
a3 /eight and IV 1 Insertion/Assessment/Discontinue —
Pain Azzezzm . . . . . .
I¥ intervention Insertion date/time Pt tolerated Discontinued status
Cl 5tart I““f"““f"xm E B I E ' Good ] Catheter tip intact
Agzezsment F [ Discontinue ) Fair [ Mo bleeding nated
[ fzzezsment Number of attempts O Poor [C] Bleeding noted
[l Part access I ) Other; [l Pressure ta site, ceszation of bleeding noted
[l Part access with blood drawv . ) . [C] Catheter tip culured
[l Blood draw Discontinue date/ time [ &ntibintic aintment to site
[l Otker: IM"M"lexxx E B I E [ &dhesive bandage
Site
[CIHand, leit [ &ntecubital, right [ Lower leg, left [ Pasterior tibial, right [ External jugular, left [ 5ubclavian, right
[C1Hand, right [l Posterior farearm, left [ Lower leg, right 1 Radial, left [l External jugular, right [ Other;
it left ] Paosterior forear, right [ Foat, left [ R adial, right [ Femaral, left
[ werist, right [l Upper am, left [ Foot, right [l 5calp, forehead [ Femaral, right
] Farearm, left 1 Upper armn, right [ Dorsalis pedis, left Cl5calp, temporal left ] Internal jugular, leit
[ Farearmn, right [l Chest, left [ Dorzaliz pedis, right [l 5calp, temporal right [ Internal jugular, right
[ &ntecubital, 1=t [l Chest, right [ Pasterior tibial, left [ &bdamen [l 5ubclavian, 1t
Type Size Dressing
[ Peripheral 114 gauge [ 26 gauge [Cl45FF o [l Transparent occlusive dressing
T 115 gauge [11.9FR ClsFrR Cintact [ Tranzparent tape
[l Central Wenous | [C11E gauge Clz21FR CI7FR [ Drainage present [l 5terile stips
CIricC 118 gauge [Cl2s5FFR [ClasFR [l Changed [l Other:
RN Review 1 5ingle lumen ] 20 gauge []3FR ] Other; [l Looze
[ Dauble umen 22 gqauge [Cl25FFR [ Gauze dressing
1 ] Triple lumen ] 24 gauge [Cl4FR [l Reinforzed | |
2 <] | *
E Site description Site/line care Pump pressure mmHg
I 4 [l Ma site complications Drainage [ Flushes withaut difficulty [ am compress I mmHg
[l Infusing without complications [ Leaking ] Elocd retumn present [C] Circumierence measurement
V5 j E . 7] Tubing changed Pump pressure % _lj
- E Information has been removed from the grid. IV site 2
documentation sections are located at the bottom of the InPragress

Navigator on the Assessment form. A separate form
must be used for each site.
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% _ Safety/ ADL Formi - THOMAS, GRADY
vEO|sE e+ | @ =
*Ferformed on: |[EEEEREII [

Hygiene

Standard safety

Safety /Activities of Daily Living

Activity status

By: Training . MA1

] Methadist/LeB onheur ID band an

] Bed in low position

C Brakes locked

] Call device within reach

[ Side-rails up by bwo

[ Side-rails up by four [Peds)

[ Crib rails up

] sirweay kit at bedside

[ Bag/Mask Suction at bedside

] Emergency diug profile at bedside

] Checked for needs

] Caregiver(z] at bedside

]+ arming bed/ incubator with alarms on
[ Cardiopulmaonary monitor w/alams ondimits set
] Dximeter with alarms on and limits sst
] Oximeter site changed

4] |

Position change

] Other:

ClUp adlib

O] mbulating in hall

O] mbulating in room

] Bathroom privileges

Cl Bedrest

] Return ta bed

O Dangle

O] Up to bedside commode
O] Up to chair

] Up with assistance

] Held/Rocked

] Play activities in playroom

Activity assistance

] Play activities in room

] Developmental stimulation/ play therapy
O In wagon

[ Secured in infant swing/seat

] Cut of room

] COther:

Range of motion

Clsel

C Right

] Lett

Ol Prone

O] 5upine

] Position change contrain

] Other:

<

O Independent
O with assistance

1. Nutrition information has been removed from the
Safety/ADL form.

2. Safety/ADL form has been divided into 2 sections:
Safety/ADL and Hygiene

] Unable to move
C] Other:

] Full motion, active

I Full mation, passive
[ Limited motion, active
] Limited motion, passive

In Progress v
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= Safety;/ ADL Form - SAWYER, A

vEHO|SFE + ¢+ @

Cerner Streamlining Changes

E=S

*Performed on: |[LERUREIN ]

Safetps B0OL

Linen change

Hygiene

=] B3

By: Traiming . MA1

Pressure wound prevention/care

ADL measures performed
Independent | With assistance| Refused | Comment Yes

Shower Changed underpad

Tub bath Changed diaper [left unfastened)

Bed bath Washed affected arealz] with zkin cleanzer
Partial bath Washed affected areals] with soap & water
Foot care Applied 4 X 4 to deep zkin folds

Hair care Applied ABD pad to deep zkin folds

Oral care Applied moisture barrier ointment

Peri care Applied cornstarch powder

Sitz bath External catheter intact

Shave Fecal incontinence bag/pouch intact
Catheter care

Gown change

Other

Safety/ADL form.

Pressure wound prevention/care measures
performed added to the Hygiene section of the

o

In Progress

A

[ TEAIM MR IL3F568 [BpFTLS, S008I0V AT
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=S

*Performed on: LRSS -]

X Adult Fall Rigk. S

History of Falling
Immediate or Within
Last 3 Months

Presence of
Secondary Diagnosis

Use of Ambulatory

Aid

IV/IV ACCess

Gait/ Transferring

Mental Status

Medications

Cerner Streamlining Changes

Adult Fall Risk Assessment Scale

O 'within last 3 months
C Mo

Ol Yes
Ci Mo

) Furriture
C Crutches, cane, walker
I Mone, bedrest, wheelchair

Ol es
C Mo

! Impaired
Cl'weak
I Mormal, bedrest, immobile

) Forgets limitations
I Oriented to own ability

Ol es
Ci Mo

The Fall Risk Assessment Scale
auto-calculates a risk score. The
risk score determines the frequency
of the Fall Precautions task.

L2 Adult Fall Risk Scale - SAWYER, & 1ol =

VEHO|SFE + + | @

Immedisteresponse = 23
ithin last 3 months = 25

Yfes response = 15

Furniture response = 30
Crutches, cane, walker
response = 15

fes respanse = 20

Impaired response = 20
Wealk response = 10

Forgets limitations
response = 13

fes respanse = 20

Score 0-44 indicates |ow risk
Score 45-70 indicates moderate risk
Score > 70 indicates high risk

Lol

Note:
Pharmacy will
receive a
consult if
“Immediate” is
selected as the
first response.

Immediate {within last 24 hours)

Immediate answer will generate order for
"cansult pharmacy”

Maore than one medical diagnosis

If the patient uses any of those listed

Patient has an infravenous apparatus or
heparin lock

Impaired gait is difficulty rising from the chair,
balance is poor and cannot walk without assistance
Vieak gait is stooped but able to lift head while
walking without losing balance

Mezsured by patient's self-assessment and if it is
consistent with ambulatory order

Receiving rmedications that affect blood pressure or
level of consciousness

il

In Progress o

| TRGIN TRV E T [SPFTLES, ST0E TITR A AT
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Cerner Streamlining Changes

% _ Fall Risk Pediatric - THOMAS, GRADY

vESO | SE + » mE L2

*Performed on: By: Ztrain . Hicky

Low Risk Factors

] Infant unable to sit or walk alone

] Toddlers with normal growth and development

] &ble ta ambulate narmally with no cognitive disabilities
] Child naot receiving medications that alker mental status

] ather;

High Risk Factors

] Teddler age and above with matar deficit Any risk factor selected will generate
[C] Toddler age and above with sensomy deficit the patient safety documentation task,
] Toddler age and above with visual impairment

] Toddler age and above with focal or generalized weakness Any ngh Risk Factor will generate the
] Toeddler age and above with gait disturbance Fall ng h-Risk Safety Guidelines

] Toddler age and above requiring use of ambulatory aids

[C] Pre-school age and above wha has histary of falls ar has Fallen this hospitalization
] Toeddler age and above who are less than 24 hours post-operative; post-sedation

Pediatric task every 2 hours.

] Pre-zchool age and above who can ambulate but receives medications that alter mental statuz or impair judgement
] Teddler age and above receiving numerous medications that in conjunction can impair mability

CJ Hone
[C] Other;
< _vl_I

In Progress -
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Task

Edit

View  Time Scale

Options

Cerner Streamlining Changes

Help
fo B € B F1 & A D= 2 =
Age:b6B years Sex:Male

ZCARROL, MARK

T azk List l 1/0 l Flan \ hMeds l Schedulel Inzurance l F'tlnfu:nl Surmrmary -kD l Sumrmary-MD_CH l Flowszheet l Documentation

DOB:7/22/1937 MBHN:42027809

MDD Test l Gen Insurance l Ingurance Geriew l Insurance Gen View2

LaE ] RAD ] Al Fiesults ] Clin D ata

Flowshest: |SKIN ASSESSMEMT

B Last 250 Results - Selected Encounter Only

B || Az DFE:01 PM

Loca

tion: TM5A; 00: AD

Fin Number: 27347716
Inpatient [Adm 12/20/2005 11:12 AM DC <MNo - Discharg™™ Allergies *=

Skin ‘ 45 APain ] Freq Asmnt ] Admit/DIC ] Tw/Proc ] Clin POC ] Notes ] [E— ] Oirders ]l

= .| ever [SKINASSESSMENT

{+ Tahle

=]

Skin tab improvements

Always check the Skin tab
first.

Pressure wound information

~ Goupf| has been moved to the top.

Identify all Pressure ulcer

| Havigator

x|

e

e
e
e
ad
Ll

Prezzure Ulcer Site 1

SKIN ASSESSMENT
Prezzure Ulcer Site 1

‘“whound [hon-preszure] Site 1

General Skin Azzessment

Braden Scale Risk Aszeszme

SkinSwound Care Interventic

Clinical Flans- Skin

Pressure ulcer site # 1

Pressure ulcer stage i 1

Pressure ulcer status/type #1

Pressure ulcer wound bed appearance # 1
Pressure ulcer dressing status #1
Pressure ulcer drsg assessment #1
Pressure ulcer drainage amount # 1
Preszszure ulcer drainage character #t 1
Prezzure reduction device # 1

Prezzure ulcer reatment #1

Hip

Stage I

Presszure related wound

Pink., Fed., White

Dreszing changed

4u4 gauze, Clean dreszing applied. Hepo.
Srall

S anguinouzBloody, Mild odor

Heelbos, Alternating pressure mattress
Cleaned with zoap and water

Wound [non-pressure] Site 1

Wound Type [non-pressure] #1

Incizion &/or surgical site

General Skin Azzessment

Wound present upon admission Yes

Braden Scale Hizk Azsezsment [

Sensory perception [Braden]) Slightly lirited

M oizture [Braden] Wery moist

Activity [Braden] Chairfast

M obility [Braden]) Slightly limited

Mutrition [Braden] Wery poor

Friction and shear [Braden] Problem
Braden Score 12

[ TP T DR

4| sites, resolved and active.

If the pt has a Resolved
pressure wound still select
Pressure related wound
when documenting on the
Skin Assessment form.

So always check the Skin
Tab first to check for
resolved pressure wound
sites.
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Cerner Streamlining Changes

Et_' Admission Skin Assessment Form - Patient, Name

vEHO | srE e+ + @E =

*Performed on:

k¥ Skin Prablem:

k¥ Mutrition Prab
Patient Educ:
R Feview

03/22/2006

Skin Assessment

Braden Scale Risk Assessment

Must be completed upon admission and every 24 hours

By: Howell. Sally A

Sensory

perception Moisture Activity MMobility MNutrition Friction and shear
'if:'E.}i-'.plr l,lllnurEd () Constantly moist ) Bedfast ) Completely limited ) Wery poor ) Problem
O ey limited O Wery moist ") Chairfast O ey limited {1 Probably inadequate 1 Patential problem
1 Slightly limited 1 Occasionally moist ) Walks occasionally 1 Slightly limited 1 Adequate {1 Mo apparent prablem
) N impairment ) Rarely moist O wWalks frequently ) Mo limitations ) Excellent

i

i

i

—

i = right click on field for reference text information Skin integrity risk score

F

Right clicking in each field opens a reference text for the

|In Progress

choices in that specific field. (See next screenshot)

4

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section
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Cerner Streamlining Changes

Decision Support

Sensory Perception Braden

Reference

Senszary Perception Braden j Search |

" CarePlan information % Chart guide " Wurse preparation " Fatient education " Policy and procedures

€ Scheduling information

Sensory Perception- Ability to respond meaningfully to pressure related discomfort.
1. Completely Limited- Unresponsive (does not maan, flinch ar graspto painful stimuli due to diminished level of consciousness
or sedation QR limited ahility to feel pain over most of body,
2. Very Limited - Responds anly to painful stimuli, cannot communicate discomfort except by moaning or restlessness
DR has a sensary impairment which limits the ahility to feel pain or discomfort over 152 of body.
3. Slightly Limited- Responds to verbal commands, but cannot alvways communicate discomiart or need to bhe turned
DR has some sensary impairment which limits ability to feel pain or discomfort in 1 or 2 extremities.
4. Ho Impairment- Responds to verbal commands. Has no sensaory deficit which would lirmit ability to feel orvoice pain or discamfort.

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section
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Cerner Streamlining Changes

%_- Admission Skin Assessment Form - Patient, Name

VEO SHE + ¥ @E &

By: Howell, Sally A

*Performed on: |[LEfeeEiils -

X Skin .I'l".l:ln'li:i::i:il‘n . . . .
YT Skin Inteqrity: {identify all that apply) Ulcer/Wound presen
PRESSURE related alteration NON-PRESSURE related alteration upon admission
X lhgtiisn e 71 Mo skin discoloration or breakdown ") Mo skin discoloration or breakdown O Yes
Fatient Educ: rezzure related wound [includes rezolved and recategonzed) ' Mon preszure related wound [includes resobved and recategorized) T Mo
R Review O Unknown
Non-pressure areas include skin tears, abrasions,
Selection of Pressure related wound opens IS T0 ([T BRI €115
the Pressure Wound site section. This _lj
ARKI section allows you to view sites 1-10 in one | '
screen. (See next screenshot) InProgress g

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/brideepage.htm

Look in the “View Current Implementations and FAQs” section
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Cerner Streamlining Changes

E_— Admission Pressure Wound Grid {1-10) - ZCARROL, MARK

O | m

Once a site is "Resolved" or "Recategorized”, do not re-open the site (unless due to charting error]). Start a new site.

Site

) Re-categorized

Chart ”
detail O g

) Pressure related
) Resolved
) Re-categorized

Chart [ ves

detail

) Pressure related
) Resolved

) Re-catagorized

Chart [ ves

detail

) Pressure related
) Resolved

) Re-catagorized

Chart [ ves
detail

) Pressure related
) Resalved
) Re-catagorized

Chart [T ves
detail

2. Opens Chart Detall

3. Clicking Chart detail opens the

assessment for site 1 (See next shot)

encounter.

DISPLAY OF PREYIOUS DOCUMENTATION.

D0 NOT DOCUMENT IM THIS AREA

Mo previous Site #5 documentation on this
encaunter.

DISPLAY OF PREYIOUS DOCUMENTATION.

DO NOT DOCUMENT IN THIS AREA.

Mo previouz Site #7 documentation on this
encaunter.

DISPLAY OF PRE¥YIOUS DOCUMENTATIONM.

D0 NOT DOCUMENT IM THIS AREA.

Mo previous Site #9 docurentation an this
encaunter.

Chart | ves
detail

O Pressure related

) Resolved
) Re-catagarized

Chart | ves
detail

O Pressure related
) Resolved

) Re-catagorized

Chart | ves

detail

) Pressure related
) Resalved

) Re-catagorized

Chart | ves
detail

DISPLAY OF PREYIOUS DOCUMENTATION.
DD NOT DOCUMENT IM THIS AREA.

Mo previous Site #2 documentation on this
encounter.

DISPLAY OF PRE¥IOUS DOCUMENTATIOMN.
D0 NOT DOCUMENT IM THIS AREA.

Mo previous Site #4 documentation on this
encounter.

DISPLAY OF PREYIOUS DOCUMENTATION.
D0 NOT DOCUMENT IM THIS AREA.

Mo previous Site #6 documentation on this
encounter.

DISPLAY OF PREYIOUS DOCUMENTATION.
D0 NOT DOCUMENT IM THIS AREA.

Mo previous Site #8 documentation on thiz
encounter.

DISPLAY OF PRE¥IOUS DOCUMENTATIOM.
D0 NOT DOCUMENT IM THIS AREA.

Mo previous Site #10 documentation on this
encaunter.

Documentation for additional Admission Pressure Wound sites 11 - 20 are available in Ad Hoc

<] |

|-
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Et_'- Area A Mon Pressure - Patient, Mame

J % m

Cerner Streamlining Changes

Dressing status Dressing assessment Closure device Drain type Drainage amount
' Mo dressing [l Mone ] Mane I Mone ) MNone
(1 Direszing left intac [l Clean [ Staples ] v acuurm [Hemovac) ) Scant
(") Dressing changed Cl o ] Sutures ] Bulb [Jackson-Pratt) ) Small
O] ng applied Cl kact ] Retention sutures ] Gravity ) Moderate
] Drainage noted ] Sterile stiips [ Penrose ) Large
[ Diied disinage noted [l 5kin bonding adhesive ] wound vacuum () Copious
. . Cl Other: Cl Other:
Dressing changed and Dressing
applied open the same fields.
Dressing applied is selected when
il the wound did not have a dressing wWound / Incision assessment
and one was applied. Ol Clean ClEdema [ wiam
o ] Ewthema ] Boundaries marked
Serous Green Foul odar ] Intact ] Dehiscence I Mo odor
[]5anguinous/Bloody [ Black Mo odar ] Pirk. 1 0pen [ Mild odor
[ Bloody [l Brown | Other: [ ] Edges approximated [ Ecchymosis [ Foul odor
[ Thick [ Cloudy []Edges non-approximated ] Tender [ Other:
[ Thin [l Purulent [ Drainage noted [1Elack

Wound / Incision Treatment

Treatment 8 Dressing

Dressing {mark items used to apply/reinforce/replace dressing)

[CIMone
[l Cleaned with veater
[l Cleaned with sterile water
] Cleaned with soap and water
] Cleaned with mormal saline
] Cleaned with sterile zaline
] Cleanad with diluted betadine
] Cleaned with betadine
] Cleaned with chlorhexidine
] Cleaned with enzymatic cleanser
] Cleaned with wound cleanser
[ Cleaned with sterile saline & chlorhexidine soap
[l Cleaned with sterile water & chlothexidine zoap
[l Cleaned per arder
I

[ Irrigated with sterile saline

[ Irigated with diluted betadine
[l Irrigated per arder

| &pplied comstanch

] &pplied wound gel

] &pplied enzymatic gel/paste
] &pplied hydrogel

] &pplied medication [zes MAR]
] &pplied moisture barier ointment
] Painted with betadine

] Painted with clorhexidine prep
] Debridement

] Other:

ClMore

[] 3«3 qauze

] 424 qauze

C] Gauze wrap

] Petroleum gauze

] Clean dressing applied
] Sterile dressing applied
] Gauze dressing

] Mon-adhesive gauze dressing
] 'wet to diy dressing

] Hydrocolloid dressing
] Foam dressing

] Transparent dreszing
(] Dcelusive dressing

[ 5kin sealant, reqular
[ &bzarbert pad

[ Adhesive bandage
] Monadhesive bandage
] Pressure bandage
] Elastic bandage

] Plastic tape

] Paper tape

] Cloth tape

] 5ilk: tape

] Hypoallergenic tape

[ Other:
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Cerner Streamlining Changes

L Admission Skin Assessment Form - ZLARROL, MARK

VEO SE ¢ ¢ mME 2

*Performed on: ([ By: Howell, Sally A

X Skin .-'1".|:|I'|'|i:E::E:il‘u q i i i i i
£29 Skin Problem:
. i = right click on field for reference text information Skin integrity risk score | 12

8 Mutrition Prob

Fatient Educ: ; g ;

. Skin Integrity: {identify all that apply) Ulcer,/Wound present

AN Review PRESSURE related alteration NON-PRESSURE related alteration upon admission

o Ldmission Pre ) Mo skin discoloration or breakdown E[ ) Mo gkin discoloration or breakdown O Yes

) Mon pressure related wound [includes resolved and recategorized) O Mo
O Urknown

- O Fressure related wound [includes resolved and recategorized)

o Site 1 Presau

Non-pressure areas include skin tears, abrasions,
punctures, & invasive procedure sites.

Selection of Non pressure related wound
opens the Non Pressure Wound Site
section. This section allows you to view [pnditinne {755 rharartor limit) _lﬂ
sites 1-10 in one screen. '

|Ir| Progress -

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section

27




Cerner Streamlining Changes

£~ Admission Skin Assessment Form - ZCARROL, MARK

VEO|SHE e v @ERE

*Performed on: (EEAZIIN o By: Howell, Sally A
: Non-pressure areas include skin tears, abrasions,

a3 Skin Problem: punctures, & invasive procedure sites.
b8 Mutrition Prob

FatientEduc: | Dpes the patient have old scars or other skin conditions (255 character limit)

Rl Review {such as birthmarks, healed burns, moles, etc.)  |Large mongolian spot across buttocks noted|
o/ Admission Pre that would be considered a part of  |® ‘es

- his/her normal skin anatomy that CiNo :

v/ AdmissionNo |y ot need to be addressed daily? A place has been provided to chart those
o/ Site 1 Pressu skin areas that do not require treatment. v
— | ] | B

| |In Progress Y

Please forward all questions to the Clinical Systems Policies page on MOLLI:
http://molli.methodisthealth.org/Departments/clinicalst/bridgepage.htm

Look in the “View Current Implementations and FAQs” section
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