FA S fpj. ENTION WITH

complete Morse Fall Scale - It’s
about patient safety first!



51 OP!

et completed the Power Point
Fall Scale - It's all about
e do that education before

have, please continue!



Objectives
utilize the Morse Fall Scale to

ize the use of the care plan
the care for the patient
ocumentm,c_{ the care provided and the
ventions in place to prevent fall/injury

some tips from the original McKesson
education



HEVER Vi

McKesson
MCKESSON

@ Can be electronically
viewed by any discipline
throughout the hospital

ered on admission It is a working tab on
closed at discharge linical Care Station that

routinely being you can update and

uated and updated implement easily

@ Increases interdisciplinary
cohesion and provides
best outcomes for patients

= Will be reviewed every
shift to keep current and to
document care provided



Umentation

Jocumentation was done in the

oh the patient plan of care
cumented, it’s



e NOTSINg Process oo

focused care)

ing Care Delivery:

essment: RN collects and analyzes data about a
patient, including physiological, psychological,
sociocultural, spiritual, economic and life-style factors

Diagnosis: RN’s clinical judgment about the patient’s
response to actual or potential health conditions or
eeds - the basis for the patient’s care plan

Outcomes/Plannin§: measurable and attainable short
and long range goals for the patient

mplementation: interventions to provide continuity of
safe and effective care during hospitalization and after
discharge. Care is documented in the patient’s record.

= Evaluation: Status and effectiveness of care is
continually evaluated and the plan of care is modified as
needed



\' g Process for Fall

Prevention

Morse Fall Scale (admission and
abs in McKesson)
= NC iS:

njury Utilizing Morse Fall

omes/Planning - Goal :
ence of Fall - Universal Fall Precautions - All Patients

sence of Fall - Moderate Risk Score (this includes
istory of falls and secondary diagnosis)

= Absence of Falls - High Risk Score

= Implementation - Interventions - based on score
and nursing judgment



¥3 Patient Care Plan for TESTPATIENT, TESTPATIEMT - Visit ID: 9008186882 - Location: 2999 - DOB: 01,/01,/1901

Plan of Care Inttiated: 02/06/2014 0%

¥4+ Care Plan/Problem Search

Search Type

Care Plan () Froblern @
Cntena

Master Care Plan:

Mursing Station: Al Locations

-

Short Description

lechrg Criteria. .. | | Fat Guidelines... .

Prevent Injury Wilizing Morse Fall Scale

Prevent Injury Utiizing Morse Fall Scale

I

| select || appb |

HEvIE Evaliate Lormplefe Thacirate

Heactate

Initiate




Problem Add Detail

<& Care Plan/Problem Search

—Search Type
Care Plan * Problem

—Cnitenia ———

m Problem Add Detail
Master Care F_ problem Details

£ —

Hetrieve

Nursing Statio Problem Type: ™ Actual

" Potential

Problem:

AMISTEMI Complete By: % Discharge

IAhn ormal Serum Glucose Level

" Date [00/00/0000 00:00:00 =

CCMADULT
DIABETES

Related To:  |Diagnosis

DKAHHS-ADUL

Dizcharge Plann

|Assessment
Abnormal Seru

Impaired Senso

Clear

Problem Lo

rghycemia

Cancel




I_‘ TEST, CHRISTINA
- Korse Falls Scale 2-All Patients
Absence of Fal- Universal Fall Precautions-All Patients

Orient patient to the environment

Educate patient/famity on fall risks ("How to Avoid a Fall’)

Purpose and use of side railz and call light

Mon-zkid green socks

Instruction on purpose and use of assistive devices and mobility aids as needed
Place articles within reach, including call light

Lock wheels on chair/bed

Provide adequate lighting (bathroom light @night)

Floor free of clutter/zpilsftripping hazards

Absence of Fal-Moderate Risk Score 45-44

Room near nursing station

3 side railz up while in bed

Instruct patient to call for assistance in ambulation, transfers

Frequent verbal reminders to call for assistance in transfers/ambulation
“Call Don't Fall” zign in room

Alerts:yelow arm band, vellow socks, fall precaution sign on door jams
Bedichair alarm- DO NOT leave alone in bathroom

Bed alarm sign on door jam

Commode chair at bedside

Approach and transfer patient to stronger side

Gait belt for assist with transfer and ambulation

Indvidualized toileting schedule-define frequency in evaluation

Winimum of hourty rounds day and night. Increase freq. PRN
Surveilance rounds in addition to hourly rounding-need to observe every 15-30 minutes
PTIOT referral-MD order required

Check for orthostasis

Instruct patient to rise from bed/chair slowly
Pull-ups/Attends for incontinence

Monitor for abnormal lab values

Review medication doses

Absence of Fall- High Risk Score 45 and Higher- Additional Precautions based on Nursing J

Room near nursing station

3 side rails up while in bed

Frequent verbal reminders to call for assistance in transfers/ambulation
“Call Don't Fall sign in room

Alerts:yellow arm band, yellow socks, fall precaution sign on door jams
Bedichair alarm- DO NOT leave alone in bathroom

Bed alarm gign on door jam

Gatt bett for assist with transfer and ambulation

Indvidualized toileting schedule-define frequency in evaluation
Surveilance rounds in addition to hourly rounding-need to observe every 15-30 minutes
Evaluate patient's zafety with ambulatory aides

Obtain order for PT/OT

1:1 monitoring




ﬁ Paragon Clinical CareStation Current User: MACDONALD, JANICE

Educate on a

Educate on blood pi Expand b
nb Fully Expand ftem

(R) Educate on diab
n diab
0 ic  Inactivate

Collapse tem

n diabetic
n hypergh
Educate on medical

Discharge Criteria
Change Frequency
Comments

Reference Information

Consul to Diefitian
Glucose management
Blood glucose monitoring

Mode

Expand the current item

Initia

Environment: paragon_it  FF Thompson Hospital =TT

m oo

Educate on blood glucose self monitoring

Frequency: PRI

MOty Care Plan prior to

tion
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ii-ﬁ Patient Care Plan for NURSING, SUPERUSER2 - Visit ID: 3009110341 - Location: 301-2 - DOB: 01

Plan of Care Initiated: IEIZ.I‘ZEI!ZMZ 16.05 By:

[1 NURSING, SUPERUSERZ _*| |Educate on alcohol-use moderation
------ Dizcharge Planning - Diabetes / Hyperglycemia

Patient verbalizes knowledge of diabetes self-management plan TELIErE AL

------- (R} A=zsess heatthcare knowledge

- Educate on alcohol-use moderation - Inactivated 022002012 16:26

Educate on blood glucose self monitering

Educate on blood pregsure monitoring

Educate on body weight control

(R} Educate on diabetes medication management

Educate on diabetes exercise

Educate on diabetic foot care

Educate on diabetic diet

Educate on hyperglycemia / hypoghycemia self management
Educate on medical alert identifications
Educate on post discharge follew-up
Educate en when te call provider
------- Educate on DKAMHHS signs and symptoms
bnormal Serum Glucose Level
Glucoze level within specified parameters
------- Assess hyperghycemia signs and symptoms
------- Assess hypoglycemia signs and symptoms
- Assess abnormal blood glucose risk
Educate on abnormal glucose level management
Educate on hyperghycemia signs and symptoms
Educate on hypoglycemia signs and symptoms
Consult to Diabetes Educator
Consult to Dietitian
Glucose management
------- Blood glucose monitering LI

Maode
Dischirg Criteria... EatGuideIines...l ’75' Review  Evaliate € Complete. € Inactivate € Held € Beactivate Add... Initiate Close

S

Ready 02/20/2M2 426



1 1 latec

% Paragon Clinical CareStation Cument User- MACDONALD, JANICE  Environment : paragon_it FF Thompzon Hospital =*I1T
File Edit “iew List

b (o< n| 23| s & T o8F0wWw+ TE A

Optionz  ‘window  Help

'n~ |

- Location: 305-2 - DOB: 11/03/1950

MEDREC, TEST -
: Dizcharge Planning - Diabetes / Hyperghycemia
Abnormal Serum Glucose Level
Impaired Sensory Perception

[
Maode

Dschrg Criteria... | Pat Guidelines. . ’75' Review ( Evaluate  Complete Inactivate € Hold ¢ Reactivate Add... | Iniitiate I Close |

[Ready 02/03/2012 812



srePlan Evaluation

4 Paragon Clinical CareStation  Cument User- MACDONALD, JANICE  Environment: paragon_it FF Thompson Hospital =T
Flle Edit “iew List Opfions Window Help

IR EEEER Y FE LI IR X - R
|
& Patient Care Plan for MEDREC. TEST - Vi 3052 - DOB: 11/03/1950

Plan of Care Initiated: MQ 08:08 By: JANICE MACDONALD

MEDREC, TEST Initiated on 02/03/2012 08:06 =

Discharge Planning - Diabetes / Hyperghycemia by JAHICE MACDONALD
Patient verbalizes knowledge of diabetes self-management plan
Abnormal Serum Glucose Level Glucose level within specified parameters
- Glucose level wihin specified parameters Status
& |mpaired Sensory Perception @ Evaluate Ouicome |
~Evaluate
=
Date 120320120822 = User: [JANICEMACDONALD

Qutcome  |Glucose level within specified parameters

Evaluation:

Evaluation section

Close

Mode

Dschrg Crteria. .| Pat Guidefines f(‘ Review (% Evalate  Complete ( Inactivate © Hold (" Reactivate

L |

Add. | Izt | LClose |

[Ready 024032012 22



Inactivate

% Paragon Clinical CareStation Cument User- MACDONALD, JANICE  Environment : paragon_it FF Thompzon Hospital =*I1T
File Edit “iew List

Optionz  ‘window  Help

ARy L I - R R
- |
& Patient Care Plan for MEDREC. T 3009110144 - Locat 305-2 - DO
Plan of Care Initiated: m12[’3:ﬂﬁ By: JANICE MACDONALD
~ MEDREC, TEST Initiated on 02/103/2012 08:06 -
- Dizcharge Planning - Diabetes / Hypergh/cemia by JANICE MACDONALD
Patient verbalizes knowledge of diabetes self-management plan
Abnormal Serum Glucose Level Glucose level within specified parameters
Glucose level within specified parameters Status
Impaired Sensory Perception Initiated on 02/03/2012 08:06
Inactivate Component
Are you sure you want to inactivate this component.
Yes Mo
Dischrg Criteria... | Pat Gwdellnes..-l ’7('“ Review  Evaluate Eomlete @ |nactivate ("IH old (" Reactivate Add.. [ticte Cloze
——

|Ready 02/03/2012 823



OW tOo Inactiva

te ltems From

(selVe Plan (steps 1 and

@ Patient Care Plan for CCSTEST, FOURTEEM - Visit ID: 9008206888 - Location: 12238-1 - DOB: 01/01/1976
Plan of Care Initiated: 01/23/2014 11:35

By. LAURIE L. MCFETRIDGE,RN

CCSTEST, FOURTEEN

4|

Morse Falls Scale 2-All Patients

El ----- Absence of Fall- Universal Fall Precautions-All Patients

Crient patient to the environment

Educate patient/famity on fall risks ("How to Avoid a Fall™)

Purpose and use of side rails and call light

Non-skid green socks

Ingtruction on purpose and use of assistive devices and mobility aids as needed
Place articles within reach, including call light

Lock wheels on chair/bed

Provide adeguate lighting (bathroem light @night)

Floor free of clutter/spills/tripping hazards

Absence of Fal-Moderate Risk Score 45-44

Room near nursing station

3 side rails up while in bed

Instruct patient to call for assistance in ambulation, transfers

Frequent verbal reminders to call for assistance in transfersfambulation
"Call Den't Fall" =ign in room

Alerts yellow arm band, yellow =socks, fall precaution =ign on door jams
Bed/chair alarm- DO NOT leave alene in bathroom

Bed alarm =ign on door jam

Commode chair at bedside

Approach and transfer patient to stronger side

Gait belt for assist with transfer and ambulation

m

| D>

Initiated on 01/23/2014 11:35
by LAURIE L. MCFETRIDGE, RN
Abszence of Fal- High Rizsk Score 45 and Higher-

Additional Precautions based on Nursing
Judgement

Status
Initiated on 01/23/2014 11:35

m

In this example the care plan is already
initiated and now you need to set an
intervention to inactivate or complete.
Step 1: Click mode button to either
Complete or Inactivate
Steps 2: Highlight the intervention in

L question. You will get a pop up box.

Minimum of hourty reundz day and night. Increase freq. PRN

Indwvidualized toileting schedule-define frequency in evaluation !
Surveillance rounds in addition to hourly rounding-need to ocbse

Check for orthostasis

1

Mode

Dachrg Eriteria...] [F'at Guidelines...

@ Review

PT/OT referral-MD order required
[ 1 Ewaluate \Complete

every 15-30 minutes]

( 1Hold () Reactivate Add...

Iitiate:

Cloge




WrtoNnactivate ltems From

sare Plan (step

(=@ =]

¥ Paragon Clinical CareStation Current User: MCFETRIDGE, LAURIE L.

File Edit View List Options Window Help
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pa,

¥ Patient Care Plan for CCSTEST, FOURTEEN - Visit ID: 9008206888 - Location: 12238-1 - DOB: 01/01/1976 [=2l=m] =]
Plan of Care Initiated: 01/23/2014 11:35 By: LAURIE L. MCFETRIDGE, RN

Environment: paragon_test FF Thompson Hospital

S%0m ¢ TEeE N e

CCSTEST, FOURTEEN * | |Initiated on 01/23/2014 11:35 it
B Morse Falls Scale 2-All Patients by LAURIE L. MCFETRIDGE, RN
Absence of Fal- Universal Fall Precautions-All Patients
Orient patient to the environment Commode chair at bedside E
Educate patient/famity on fall risks ("How to Avoid a Fall") Frequency: PRN
------- Purpose and use of side rails and call light B
------- Non-gkid green socks Status
------- Instruction on purpose and use of assistive devices and mobility aids as needed Initiated on 01/23/2014 11:35 7

------- Place articles within reach, including call light
------- Lock wheels on chair/bed
Provide adequate lighting (bathroom light @night)
Floor free of clutter/spillsftripping hazards
Absence of Fal-Moderate Risk Score 45-44

Room near nursing station

- Step 3 It gives you a
;:th::;pil:t::t\:uhZZIiInfll:::sststancein ambulation el e entio e ampenert SeCOl‘ld C11a11ce tO

------- Frequent verbal reminders to call for assistance i . . .
------- "Call Den't Fall” sign in room deClde — Cllck YES 1f
------- Alerts:yellow arm band, yellow socks, fall precaul Yes l ’ No
Bed/chair alarm- DO NOT leave alone in bathroom| tl o . tl .

Bed alarm sign on door jam 118 1S ‘le aCthl‘l you
Commode chair at bedside

Approach and transfer patient to stronger side Wal‘lt tO take al]d Click

------- Gait belt for assist with transfer and ambulation
....... Indvidualized toieting schedule-define frequency in evaluation 1

------- Winimum of hourly rounds day and night. Increase freq. PRN NO 1f ].10t.
------- Surveilance rounds in addition to hourly rounding-need to observe every 15-30 minutes
------- FTIOT referral-MD order required

------- Check for orthostasis -
< i b

m

Inactivate Component 23

Mode

DSChfgC'itEfia---] ’PatGUidEHHES--- | 'Rewvisw | Evaluate | Complete @ Imactivate | Hold ) Feactivate Add.. Initiate

Ready 01/23/2014 1212

bsat| @ O 0 M@ OxD0EPBEMEE | 21w m




HOWIONNnactivate Iltems From

C:ag lan (ste

¥ Paragon Clinical CareStation  Current User: MCFETRIDGE, LAURIE L.

File Edit View List Options Window Help

W e spREB R &g | &L & BHTO0 ¢
e

¥y Patient Care Plan for CCSTEST, FOURTEEM - Visit ID: 9008206888 - Location: 12238-1 - DOB: 01,/01/1976 (===
Plan of Care Initiated: 01/23/2014 11:35 By: LAURIE L. MCFETRIDGE RN

Environment: paragon_test FF Thompsen Hospital

f SR

~ CCSTEST, FOURTEEN # | |Initiated on 01/23/2014 11:35 .
= Morse Falls Scale 2-All Patients by LAURIE L. MCFETRIDGE, RN
Absence of Fal- Universal Fall Precautions-All Patients
------- COrient patient to the environment Commode chair at bedside E
------- Educate patient/famity on fall risks ("How to Avoid a Fall") Frequency: PRN
------- Purpose and use of side rails and call light 5
Mon-skid green socks. Status N
Instruction on purpose and use of assistieedaw R mza e - Step 4. Cl‘loose
Place articles within reach, including cal @ Inactivate Intervention @ ) )
Inactivate reason to imactivate

Provide adeguate lighting (bathroom light
Floor free of clutter/spils/tripping hazard Date: 01/23/2014 1213 154 User: LAURIE L. MCFETRIDGE,RN

Absence of Faloderate Risk Score 4544 o e or set asc Ol]1p1ete

------- Room near nursing station

------- 3 side railz up while in bed .

------- Instruct patient to call for assistance in 4 Tllerl Clle OK-
------- Freguent verbal reminders to call for asg
------- "Call Don't Fall” sign in room

------- Alerts:yellow arm band, yellow socks, f Reason:
------- Bedchar slarn- DO 0T eave sione _E
------- Bed alarm sign on door jam

------- Commode chair at bedside GOALMET Goal Met |
------- Approach and transfer patient to strong INAPPROP Not Appropriate =\ Cancel
------- Gait belt for assist with transfer and ami ONGNGPRBL Problem Ongoing | 4

------- Indvidualized toileting schedule-define freqoemcy mevamar

------- Minimum of hourly rounds day and night. Increase freg. PR FTCOND Patient Condition
------- Surveillance rounds in addition to hourly rounding-need to o -
------- FT/OT referral-MD order required
------- Check for orthostasis T
< i1 L

Mode
Dschrg Eriteria...] ’PatGUidEHNES--- (IReview ( Evaluate () Complete @ Inactivate ( Hold () Reactivate

Ready /2372014 1214

trsat| @l O 0 @ mle < O OO0EBE 9B @ H®E | 1212m m
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¥ Paragon Clinical CareStation Current User: MCFETRIDGE, LAURIE L.

File Edit View List Options Window Help

I W B B8 | 60 & 5
&

Y5 Patient Care Plan for CCSTEST, FOURTEEN - Visit ID: 9008206888 - Location: 12238-1 - DOB: 01/01/1976 (===

Plan of Care Initiated: 01/23/2014 11:35 By: LAURIE L. MCFETRIDGE RN

Environment: paragon_test FF Thompson Hospital

BEO W+

| 25| 0w

~ CCSTEST, FOURTEEN | |Initiated on 01/23/2014 11:35 it

= Morse Falls Scale 2-All Patients by LAURIE L. MCFETRIDGE, RN
Absence of Fal- Universal Fall Precautions-All Patients

Orient patient to the environment !—'requent verbal rem_iru:lers to call for assistance

Educate patient/family on fall risks ("How to Avoid a Fall"y in trans fersiambulation

Purpose and use of side rails and call light Frequency: PRN |
Nnn-skifj green socks o . - us

Instruction on purpose and use of assistive devices and mobility aids as needed =2

Place articles within reach, including call light
Lock wheels on chair/bed
Provide adeguate lighting (bathroom light @night)

m

S Floor free of clutter/spills/tripping hazards
Absence of Fal-Moderate Risk Score 45-44 ®W @
------- Room near nursing station —1 D Pending initiation
3 zide railz up while in bed ] Complete
Instruct patient to call for assistance in ambulation, transfers
Freguent verbkal reminders to call for assistance in tr; s/ambulation = Partially complete
“Call Don't Fall” sign in room 2 Mot started
Alertz:yellow arm band, yellow , fall precaution sign on door jams. _||pc  Dizcontinued
Bed/chair alarrn— Do eave alone in bathroom X Inactive
on door jam
mode chair at bedside - Inactivated 01/23/2014 12:13 i3  Linked to assessment
Approach and transfer patient to stronger side (8) Standard of care
Gait belt for assist with transfer and ambulation (C) Comments
Infi\fiduallzed toileting 5chedu|e—deﬂn.e freguency in evaluation (R) Reference Information
Minimum of hourly rounds day and night. Increase freg. PRN .
Surveillance rounds in addition to hourly rounding-need to observe every 13-30 minutes (0} Linked to order
Bl PTVOT referral-MD order reguired - Completed 01/23/2014 12:15

Check for orthostasis
Instruct patient to rise from bed/chair slowhy

Mode
Dischirg Eriteria...] ’F‘at Guidelines... @ Review (I Evaluate () Complete [ lnactivate (O Hold () Peactivate

Ready /2342014 1216

bsut| @l m @ 0 o @le S| O OOBECOB @RS ( 1214em m
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ISOTREApply Interve
ave Beeninactivated or to ADL

ntion(s) That

Niciyentions to the Care Plan

By: LAURIE L. MCFETRIDGE RN

1% Patient Care Plan for CCSTEST, FOURTEEN - Visit ID: 9008206883 - Location: 12238-1 - DOB: 01/01/1976
Plan of Care Initiated: 01/23/2014 11:35

Alertz:yelow arm band, yvellow socks, fall precaution sign on door jams

Bedichair alarm- DO NOT leave alone in bathroom

Bed alarm =ign on door jam

Commeode chair at bedside

Appreach and transfer patient to stronger side

Gait belt for assist with tran=sfer and ambulation

Indvidualized teileting schedule-define frequency in evaluation

Minimum of hourly reunds day and night. Increase freg. PRN

Surveillance rounds in additien to hourly rounding-need to observe every 15-30 minutes
PT/OT referral-MD order required

Check for orthostasis

Instruct patient to rise from bedichair slowly

Manitor for abnormal lab values

Review medication doses

Abzence of Fal- High Rizsk Score 45 and Higher- Additional Precautions baged on Nursing J
Room near nursing station

3 side railz up while in bed

Frequent verbal reminders to call for assistance in transfers/ambulation
"Call Don't Fall” =ign in room

Alertz:yelow arm band, yvellow socks, fall precaution sign on door jams
Bedichair alarm- DO NOT leave alone in bathroem

Bed alarm =ign on door jam

Gait belt for assist with tran=sfer and ambulation

Indvidualized teileting schedule-define frequency in evaluation
Surveillance rounds in additien to hourly rounding-need to observe every 15-30 minutes
Evaluate patient's safety with ambulatory aides

------- ¥ Obtain order for PT/OT - Inactivated 01/23/2014 11:39

1:1 manitoring

< |

LI I

+ | |Initiated on 01/23/2014 11:35 T
by LAURIE L. MCFETRIDGE, RN

Absence of Fal- High Risk Score 45 and Higher-
Additional Precautions based on Nursing
Judgement

Status
Intiated on 01/23/2014 11:35

m

m

Mode

Dzchig

Eriteria...l [PEIGUidE"ﬁES--- @ Reviews | Evaluate () Complete () Inactivate

(I Hald

To reapply an intervention that
has been inactivated, Highlight
the GOAL and click “ADD?

| Reactivate Add... Imitiate

Cloze




f'i:.er [OYReapply Intervention(s) That

Jave B eentnactivated or to ADD
vvvvv *ﬁ() I() II](‘ (’JI(! Plflll

—
¥ Paragon Clinical CareStation Current User: MCFETRIDGE, LAURIE L.
File Edit WView List Options Window Help

I W | B S0 G | 28 &0 & BIHE0 ¢ 2 ED e )@

Environment: paragon_test FF Thompson Hospital

<
¥ Patient Care Plan for CCSTEST, FOURTEEN - Visit ID: 9008206888 - Location: 12238-1 - DOB: 01/01/1976 [= = =]
Plan of Care Initiated: 01/23/2014 11:35 By: LAURIE L. MCFETRID:GE, RN

~ Alerts:yellow arm pand slnwe: cocke fallnracantion cionandoocigme | lece e 2 ceemieceseeme o
+ Bed alarm sign on Search Criteria

- Commode chair at )

. Approach and tra Intervention Short Desc: | Pattern: EI

- (Gait belt for assis{ Intervention Desc:
-+ Indwidualized toilet

- Minimum of hourhy =7

- Bed/chair alarm- O Uit Intervention Search IEI ‘—

| m

-~ Surveillance round Short Descnp‘llnn Long Descrip
" Chesk ror oimast This search box will pop up. Type in the

Moo s intervention you will add back and hit
= "*“Bw retrieve. You can use the % sign to assist in

looking up the intervention-

o Sevenr e % bedside commode or % PT

- maviaiacd totet This will bring up all interventions that have

-~ Surveillance round

- Evaluate patient’s

¢ ovtan arder for P these in the descriptions. [ses | e |

=~ 11 monitoring

< |

Mode

Dischrg Criteria...] [PalGuidelines... (@ Review (I Evaluate (I Complste  (lnactivate () Hold () Reactivate add... Initiste

Ready 01/23/2014 11:44
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BLEPSHOREeapply Intervention(s) That

Javebeentinactivated or to ADD
erventions to the Care Pl

@ Paragon Clinical CareStation  Current User: MCFETRIDGE, LALURIE L.
File Edit View List Options Window Help

M| W | W Ex S G B | AL ® BIOOSFO0O W ¥ O 2 M

Environment: paragon_test FF Thompson Hospital

<
¥ Patient Care Plan for CCSTEST, FOURTEEM - Visit ID: 9008206888 - Location: 12238-1 - DOB: 01/01/1976 [= = ==]
Plan of Care Initisted: 01/23/2014 11:35 By: LAURIE L. MCFETRIDGE, RN
Alerts:yellow arm wmmumuhmmmn—.J_hMmudr— L
Bed/chair alarm- O @ Intervention Search @ —=
Bed alarm sign on Search Criteria
commode chair at Int tion Short Desc: OBTAIN Pattern: [=] i 3
Approach and tra niervention = s
Gait beltt for assisy Intervention Desc: B
Indvidualized toilet| =
Minimum of hourhy -

Surveillance round Short Description Long Descrif
PTIOT referrab-MD) | optain order for PT/OT Obtain order for PT/OT

Click on Intervention and hit

Instruct patient to
Menitor for abnorn
- Rewview medicatio Select.
= Absence of Fal- High
- ROOM Near nursin
3 side rails up wh
Freguent werbal rg
“Call Don't Fall” sig|
Alerts:yellow arm
Bed/chair alarm- O
Bed alarm =ign on
Gait belt for assisd]
Indvidualized toilet]
Surveillance roundg
Ewvaluate patient's

-3 Obtain order for P| Select ][ Cancel ]
-« 1:1 menitoring = =

< |

Mode

[Dschrg Criteria...l ’F'at GUidBHHES---] @ Rewviews | Evaluate () Complete () Inactivate (1 Haold (I Reactivate Add... Initiate

Ready 01/23/2014 11:45

s & O 0 #| @[e < OO0E © 8 @[ % | 114Av i




=+ Patient Care Plan for CCSTEST, FOURTEEN - Visit ID: 9008206888 - Location: 12238-1 - DOB:

of Care Initiated: 01/23/2014 11:35 By: LAURIE L. MCFETRIDMGE, RN

Bed/chair alarm- D0 MOT leave alone in bathroom

Bed alarm =ign on door jam

Commode chair at bedside

Approach and transfer patient to stronger side

Gait belt for assist with transfer and ambulation

Indvidualized toileting schedule-define freguency in evaluation

Minimum of hourhy rounds day and night. Increase freq. PRN

Surwveillance rounds in addition te hourly rounding-need to observe every 15-30 minute:

PT/OT referral-MD order required The Intervention Wlll then be

Check for orthostasis .

Instruct patient to rise from bedichair slowhyr added tO the bOttom Of that llst
under that goal.

Monitor for abnormal lab values
Review medication doses
Absence of Fall- High Risk Score 45 and Higher- Additional Precautions based on Mursing
Room near nursing station
3 side rails up while in bed
Freguent verbal reminders to call for assistance in transfers/ambulation
"Call Don't Fall” =ign in room
Alerts:yellow arm band, yvellow socks, fall precaution sign on dge
Bed/chair alarm- D0 MOT leave alone in bathroom
Bed alarm =ign on door jam
Gait belt for assist with transfer and ambulation
Indvidualized teileting schedule-define frequepndy in evaluation
Surveillance rounds in addition te hourly peinding-need to observe every 15-30 minute:
Ewvaluate patient’s safety with ambul
« Obtain order for PT/OT - Inactivatéd 01/23/2014 11:35
1:1 menitoring
Obtain order for PT/OT,




npleting Care Plan
COom ponents_

<% Complete Component

Component Description
Glucose level within specified parameters

Status

¥ Complete ™ Mot Started

{~ Complete/Partial

Reason: I i I

—

g 02/03/2012 08:22 =4/ User: AHPC.E MACDONALD



Strilce and Amend Care
Plan Entries

ﬁ Paragon Clinical CareStation  Current User: MACDONALD, JANICE  Environment: paragon_it  FF Thompson Hospital [T
File Edit View List O Window Hi

Initiated on 0205/2012 13:30
by WENDY A. SCHULTZE, RN

Cardiac rhythm stable with the absence of

Initiated on 02/05/2012 13:30

Evaluated on 021211202 00:05
by JANICE MACDONALD

Testing Strike of Care Plan entry
Strike



trke/Amend Reason

\'# Paragon Clinical CareStation  Current User MACDONALD, JANICE  Environment: paragon_it  FF Thompson Hospital =T
File  Edit View List Options Window Help

bW (M ox s ews | L%a L 6L |T AT0WDE A

-1 - DOB: 06/15/1387
Plan of Care Initiated: IEZ!D‘I.QMZ 16:53 By. WENDY A. SCHULTZE RN

PHARMACY, DAVE Initiated on 02105/2012 13:30 =
Impaired Sensory Perception by WENDY A. SCHULTZE, RN
-1l Abnormal Serum Glucose Level - Completed 02/05/2012 13:25

418 Glucose level within specified parameters - Completed 02/05/2012 13:25 Cardiac rhythm stable with the absence of

- Airway Clearance-neffective ’ uni“
Altered Bowel Function m Bk chinltatun
Altered Cardiopulmonary Tissue Perfusion ~Strike Details

Cardiac rhythm stable with the absence of angina - Last Evaluated 02/21/2012 0

e Capillary refill within normal limits : :
Activity Intolerance [Testing Strike of Care Plan entry

Evaluation:

Reason Comments:

Date:  [1221/20120008 User: [IANICE MACDONALD

Cloge

Mode
Dschrg Crteria.. | Pat Guidelines ((‘ Review (% Evauate (" Complete (" Inactivate © Hold ¢ Reactivate Aad.. | Inficte | Close |

0242142012 1208



@ Paragon Clinical CareStation  Current User: MCFETRIDGE, LAURIE L. Enwvironment: paragon_test FF Thompson Hospital
File Edit WView List Options Window Hel

b w | weocrarwa/(P=e s S BToaTO W BEE N
@ AN

i Daily Focus Assessment: for CCSTEST, FOURTEEN - '\ﬁshwm&g - Location: 12238-1- DOB: 01/01/1976 - Unit Type: MEDICAL SURGICAL

CENTRAL LINE DAILY | PROC | SAWS | RESTRAINTS | TEACH | MNIZAT!ONS | HYPOGLYCEMIA | TRANSFER | RESP TX | RT ASSESSMENT | RT MISC | DVC PLAN | EXPIRED | it
Genmo | FoLev | wTes [ Lesions | wouno 12 | wounp 3-« [ wouhrss | Pam | Pca [ erpuraL | Psven | vaumro | bramsmuses [ v [ central une |

ROUNDING | ADLs | FALLS/SAFETY | NEURO | STROKE | NEURO/MUSC | | CARDIO |\.-"A5C UPPER |VA5C LOWER | RESP | TRACH | GASTRO | NUTRITION | DYSPHAGIA |
CO-5IGM | sBAR | FALLS

Entry For Date: 01/23/2014 122
Morse Falls Scale If Pt. Has History of Falls, Answer Addjtional Falls Screening Question - |
par——1¥ o
History of Fallin Score: 25 N R - N
o] o = B Did Pt. Have Any Injury With Prior Fall? IF Injury With Fracture_Location
Secondary Diagnosis Score: 15 I:l D
) | Mo | | [T es-Injury With Fracture
Ambulatory Aid Score 15 es-Injury Without Fracture I Injul}’l@i‘lhout Fraction-Decribe Injury
0 | Mone / Bedrest / Nurse Assist [] unknown History of Injury(s) bruise on kneé\
. If Yes To Secondary Diagnosis, Ask: . |
30| Furniture il

IV Therapy/Heparin Lock Score: 20
o[ o E

|
= - Anti-Hypertensives-Observe for Orthostasis . . .
310 /] Diuretics-Consider Toileting Schedule \Whlle 1n the daﬂy assesst

[C] Analgesics

o e [ Hypnotics the Care Plan icon. This

Mental Stati = : 0 [ opioids
= == ETHE= [] Paychotropics

0L Orinted o own ablly ___ (] Sotatres you to the Care Plan wh

[T other
Total Score:  85M25

L T will be able to document

1557 by Sage Publications. Used with permission of

Is Pt. Currently on Heﬁmmmimrmemlﬁskanﬁﬁ

Sage Publications. Inc. All Patients |  universal Fall Precautions | 1
= care plan.
25-44 Moderate Risk Score -+ I Additional Interventions Based on Hx of Fall - |

= -

45-125 High Risk Score T | All Above-Plus Additional Precautions based on Area of Risk Nursing Judgement =«

= -

P " _—-_r p— | -
Is Pt. Currently on Medications That Increase Patients Risk of Falling? 0142320014 1222

orsat| @|m O 0 o @l | 0~ OOE @B EHE K@ (| 122rv m



avigate From Fall

Nenti 10 i Dail

arrow back to daily assessmeit.




lan - update

ividual intervention can be
are plan any time you
ecessary.

t is only necessary to evaluate the
s of the care plan. If you have
luated the goal it is implied that
Interventions are still applicable.



eWPlanupdate continued

are Plan should be initiated by
1tting nurse.

ilents should have a
ooal related to falls and

safety
= When evaluating the care plan it is

on1¥ necessary to document the
evaluation of the goal.

Complete, inactivate interventions as

appropriate when evaluating the goal

but it 1s not necessary to document

“ the evaluation of each intervention
separately, thou%h you can if there is

something specific to that

intervention.



o Plan : re}/éews

ursing Standards of Care to
e care plan reviews (not

on-Tele

mfort Care and Hospice - require
/Safety and Pain problems ONLY
d may be reviewed Daily.

- Reviewed weekly on Wednesdays

IMPORTANT: in addition to these time
the care plan is to be reviewed on change
in condition!



Review

tation for fall prevention will be
plan

his is the first of many pieces of the
cumentation that will be moved to the plan

\ = We know the process and the Morse care plan
' that has been built will require ongoing review
and tweaking to achieve optimal results in
decreasing falls and injuries to our patients.



WHESTIONS and Thoughts for
WNgoing Revisions

all Diana Ellison at
sion 6923 or Laurie
Fetridge at extension

/0

Thank-you!




