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IMMUNIZATIONS

 Flu season is from October 1 at 00:01 through March 31 at 24:00.

 Every patient must be assessed for Flu and Pneumonia Vaccine

 If patient is confused, comatose or sedated, contact the patient’s decision-

maker.

 You must address immunizations one last time at discharge.  This is your last 

chance to give your patient the flu vaccine/pneumonia vaccine.

 For those who document in CPN (L&D, APU, and PPU), vaccines must be 

documented in Meditech.  This information will NOT flow from CPN to 

Meditech.  



IMM Documentation



VTE Core Measures



VTE
Venous Thromboembolism 

 All pts, including ICU pts w/ length of stay >1 day or surgery:

 RN assesses & applies SCD’s or TED’s - no order needed.  If pt refuses mechanical 

prophylaxis or if mechanical prophylaxis is contraindicated, notify MD for heparin or 

Lovenox order.  If there is a contraindication for chemical prophylaxis, MD must 

document contraindication.

 Surgical and Stroke patients require the use of either SCDs or chemical VTE

prophylaxis.  

 For mechanical contraindication, use CPOE Order:

CORE MEASURE REASON FOR NO med/mech prophylaxis, or MD documents in 

notes or as an order in CPOE “VTE Prophylaxis not indicated - Pt low risk for VTE”.

 Documentation and intervention must be done on the day or day after Inpatient 

order or the day or day after surgery.
• There is no checklist for VTE.  It is assessed by nurse with each Shift Assessment.



Documenting Vaccinations in CPN

(For L&D, APU, and PPU nurses)

Good news!  VTE does not have to be double documented in CPN and in 

Meditech. VTE will flow into Meditech if documented in the places below:

 Adult Admission Assessment

 Adult Flowsheet

 Adult Meds/Intervention

 Adult Review of Systems

 Intraoperative Record

 Recovery Record

 PP Flowsheet

 PP Safety Assessment

 PP Review of Systems

Documentation should occur on Arrival, Every Shift, Change in status of Mechanical Prophylaxis.



Shift Assessment VTE Screening



CPOE VTE Contraindication Order:



Physician VTE Contraindication note in pDOC:



AMI 

Core Measures



AMI-Pink

STEMI / Non-STEMI 

/ ACS / Chest Pain

• When a patient presents to the 

hospital with any Dx of: STEMI/Non-
STEMI/ACS, Rule Out MI, Chest Pain, 

Elevated Troponins, Cardiac Arrest, 

follow the AMI Checklist.  

• LVEF% must be new post MI or 

physician must document plan to 

reassess outpatient.

• Completion of checklist will ensure 

a successful discharge.



Cardiac Rehab Education
Cardiac Rehab Referral must be ordered by MD/NP and RN must document



Sepsis 

Core Measures



What is SEPSIS?
 It is a potentially life-threatening complication of an infection.

 It results when an infectious insult triggers a localized inflammatory 

reaction that then spills over to cause systemic symptoms of fever or 

hypothermia, tachycardia, tachypnea, and either leukocytosis or 

leukopenia.

 This inflammation can trigger a cascade of changes that can 

damage multiple organ systems, causing them to fail.

 If sepsis progresses to septic shock, blood pressure can drop 

dramatically, which may lead to death.

 Sepsis is a medical emergency and should be treated aggressively & 

quickly just like a Code Stemi or Neuro.

 Every hour that a patient in septic shock does not receive antibiotics, the 

risk of death increases by 7.6%.

Sepsis Core Measures - 2018



Who can get Sepsis?

Anyone can get Sepsis, however, these populations are at increased risk:

• Adults 65 years and older

• People with weakened immune systems (d/t AIDS/HIV, chemo, organ 

transplants)

• People with chronic medical conditions (diabetes, cancer, kidney disease, 

COPD)

• Debilitated persons (bed-ridden, vent dependent)

• People with wounds (decubitus, surgical sites)

• Those with medical devices (indwelling urinary catheters, central lines)



Stages of Sepsis

Sepsis Severe Sepsis Septic Shock

2 SIRS + Infection

SIRS:

• Temp >100.4 or < 96.8 F

• Pulse > 90

• RR > 20

• WBC > 12,000 or < 4,000 or > 

10% bands

2 SIRS + infection + 1 Organ dysfunction

Organ dysfunction:

• SBP <90 mmHg or decrease > 40 mmHg or 
MAP < 65

• Acute Resp. Failure- new: intub./CPAP/ 
BiPAP; intermittent to continuous MV

• Creatinine > 2.0 (exclude if ESRD on HD)

• Urine Output < 0.5ml/kg/hr for 2 consec. hrs

• Total Bili > 2 mg/dl

• Platelets < 100,000

• INR > 1.5 or aPTT> 60 sec (exclude if on 
anticoagulant medication)

• Lactate > 2 mmol/L

• Altered Mental Status

2 SIRS + infection + organ 

dysfunct. + Lactic Acid >/= 4 

and/or Hypotension (SBP <90 
mmHg or decrease > 40 mmHg 

or MAP < 65)



How do we monitor for Sepsis at KMC?

1. Sepsis Screenings are performed on adult patients 18 yrs and older, per hospital policy:

 Upon triage and direct admission (within 5-10 minutes of arrival)

 Q4 hours on in-patients & Q2 hours on ED patients

 Using Meditech or CPN (Women’s Services)

2. SPOT (Sepsis Prevention Optimization Therapy) monitoring system:

 Provides real-time monitoring of patient labs & vitals in support of early sepsis identification. 

 When SPOT triggers an alert on a patient, the monitor tech will contact the bedside nurse to 
perform a sepsis screen (to be done & documented in Meditech within 60 minutes of alert).

 To enhance patient outcomes, SPOT detection is depending on timely documentation of 
vital signs in Meditech (chart any Sepsis screenings and vital signs immediately)

3. Change in patient’s condition from baseline? (Ex. AMS) 

 Perform a sepsis screening/workup.  When unsure, consult Rapid Response *88650.



Positive Sepsis Screening or suspect Sepsis?

1. Call a Code Sepsis: 

 For ED patients:  Initiate a Code Sepsis via i-mobile.

 For in-patients: Inform your charge nurse and call a Code Sepsis overhead.

2. Pull Sepsis Core Measure Checklist 

 Fill in as you go. 

 Stays on chart & is part of permanent medical record.  

3. Initiate Nurse Driven Sepsis Protocol Orders 

4. Consult/Phone the provider for antibiotics & IVFs STAT.  

 Inform of Sepsis criteria: abnormal VS &/or WBCs, infection.

 Inform that a “Code Sepsis” has been called. 

5. Initiate the Sepsis bundle within the hour of Sepsis recognition 

 Important** Start the antibiotic(s) within the hour of Sepsis recognition. 



Sepsis Core Measure Checklist  - Front

Notes:

• For ED: if bundle 

started in ED, 

complete the entire 

bundle in the ED 

before transferring.

• Bring the checklist to 

the bedside & 

document on it as 

you complete the 

items.

• Place completed 

checklist on chart.



Sepsis Core Measure Checklist - Back

Notes:

• If giving 2 antibiotics 

(especially Vanco.) 

make sure you 

administer the shorter 

infusion first & then 

follow with the longer 

infusion. Both 

antibiotics need to 

be started within the 

hour to pass the core 

measure.



This flyer goes 

into the lab 

bag. Lab will 

know to  

process these 

labs STAT.

If you need to draw LA #2 (because #1 was >2), 

place this flyer on foot of bed or IV bolus bag to 

remind to collect 2nd LA after IVF bolus given or 1-

2 hours after initial LA collected.

Place orange Sepsis Arm Band on patient. This signals that the patient is being 

treated for Sepsis. 

These Sepsis Checklist Bundle Pieces will be attached to the checklist itself.  Here’s how 

to use them:



Ordering Nurse-Driven Sepsis Protocol Labs

To Order in Meditech:

1. Go to: Order Sets

2. Type in Sepsis or Nurse Driven Sepsis Protocol



Nurse Driven Sepsis Protocol

1. Registered Nurse will screen patient for Sepsis in Meditech with updated VS every screening.

2. If patient screens positive for Sepsis (2 SIRS criteria with suspected or active infection), the Registered Nurse 

will call a Code Sepsis through the PBX operator.

3. If the patient screens positive for Sepsis, the Nurse will order blood cultures and Tier- 3 Labs (Nurse Driven 

Sepsis Protocol Order Set in CPOE) to rule in or rule out Severe Sepsis and Septic Shock.

a. Tier-3 Labs:

i. Lactic Acid

ii. Creatinine

iii. Total Bilirubin

iv. Platelets

4. If patient screens positive for Sepsis, Severe Sepsis, or Septic Shock, the Nurse must contact the physician for 

orders to complete the Severe Sepsis or Septic Shock Bundle.

a. Severe Sepsis Bundle:

i. Antibiotics

ii. Fluid bolus (1 Liter NS in 1 hour recommended)

b. Septic Shock Bundle:

i. 30ml/kg fluid bolus in 1 hour

ii. Vasopressors if indicated for persistent hypotension ( 2 of either: SBPs < 90 or MAP < 65) after bolus

iii. MD Reassessment after fluids and within 6 hours of triage/ presentation time.

5. If the initial lactic acid is > 2, obtain a repeat lactic acid (reflex order) within 1-2 hours of triage/presentation 

time.

6. Notify Rapid Response Team if Septic Shock criteria is present.

7. Patients that screen positive for Sepsis, Severe Sepsis or Septic Shock will have a Sep-1 (Sepsis) armband 

placed by the Nurse or delegate, unless there is MD documentation completely ruling out Sepsis.



ED/In-patient Meditech Sepsis Screenings 

(From Nurse Status Board, Select Patient & then Process Intervention)

#2

#1

Cont’d 

#3



Then continue through 

all of the SIRS & organ 

dysfunction screens. #4

When you finish, your sepsis screening will look like this: If your patient has 2 SIRS & an 

infection (SEPSIS) = initiate the 

Sepsis Bundle, you don’t have to 

wait for a positive Severe Sepsis 

bundle. But – continue with the 

screening in it’s entirety. 

GOAL: administer antibiotics within 

the hour of sepsis presentation.



CPN In-patient Sepsis Screenings:

#1 

#2

#3

Each Screen tells you what to do next



Direct Admissions Sepsis Screen Procedure

GOAL: Get patient 

assessed for Sepsis 

and treated with 

antibiotics within 

the hour of arrival.



Putting it all together:



Neuro (Stroke)                    

Core Measures



• Start checklist for ALL 

RULE OUTS, TIA, 

Ischemic, SAH, IVH, 

ICH, Carotid Stenosis, 
CEA, & Stroke. 

• Symptoms from the 

NECK UP except 

seizures you must 

complete the Core 

Measure checklist

• A completed 
checklist @ 

discharge = 

SUCCESS



On Arrival 

 NIH stroke scale must be completed within 60 minutes of 

arrival 

 Swallow screen BEFORE PO administration. 

Example Medication at 09:30, Swallow screen at 

09:29 or earlier. 



During the Stay
(completed by end of hospital day 2)

 DVT Prophylaxis by end of day 2 (SCDs for NEURO)

Nurse must apply SCDs

Anticoagulant ie, Heparin, Lovenox, Coumadin, Pradaxa

If the patient does not qualify for anticoagulant due to 

bleed, the physician must document rationale for holding 

medication.

 Lipid profile first 48 hours (Arrival to draw=48 hours) Fasting not required

 Antithrombotic by end of day 2 

Examples: Aspirin, Coumadin, Plavix, Ticlid, Heparin, Lovenox, Xarelto, Eliquis

 Complete NIH Stroke Scale if patient has a change in mental/neuro status.



During the Stay
(Complete by end of hospital day 2)

 Hospital day 2 is calculated by midnights not 24 hour period

 Example: if your patient arrives at 2300 (11pm), then 0000 

(midnight) is end of day 1. 



Stroke Education

 Stroke/TIA must be patient 

specific. Stroke Patient Education 

Sheet in Core Measure packet or 

in e-precision under “stroke 

patient education”. 

 Must check each risk factor that 

pertains to that particular patient.

 Patient signs and dates, copy 

goes on the chart and a copy 

goes to the patient. 

 Education is not complete if 

missing check marks or signature 



Completed at Discharge

Completed before the patient leaves the hospital

 As the nurse, all you can do is remind physicians. If they 

do not order the measures just document a nurse’s 

note stating that you spoke to them so you, the nurse, 
are covered. 

 If not ordered, physician MUST document 

contraindication.

Example: No anticoag @ risk for falls or bleeding risks

Example: no rehab consult because the patient 

returned to baseline with no deficits. The physician 

must document no rehab consult due to patient 

returning to baseline. 



Completed at Discharge

 Rehab consult 

 If history of Afib/Aflutter, Anti-coagulant required @ 

discharge

Coumadin, Heparin, Pradaxa, Lovenox, Xarelto, Eliquis 

 Antithrombotic required @ discharge

Aspirin, Coumadin, Plavix, Ticlid, Eliquis

 STATIN required at discharge if:

 LDL greater than or equal to 70 or admitted on a STATIN 

(home med)

 NIH stroke scale

 Stroke Education



Entering CORE MEASURE CONTRAINDICATION Orders

Choose pt – click ORDERS, click ORDERS again



Type in CORE MEASURE to pull up all CORE MEASURE orders, 

then choose the REASON based on MD reason for not ordering_________.  



Core Measures – Keys to Success

 Core Measure Checklists to be used on all patients with Core Measure Dx.

 Charge Nurse on each unit to run IMM and VTE reports every shift and 
ensure completion.

Outlier Process
• 1st Core Measure Fallout: Nurse will complete Healthstream

training on Core Measures.

• 2nd Fall out for same measure: Nurse will meet with CNO/ACNO.

• 3rd Fall out for same measure: Nurse will be referred to Nursing Peer 
Review.



•All shift reports/hand-offs will utilize the Checklist to ensure all Core 

Measure elements are complete and documented

•Do not go back and fill in an empty checklist if you were not the nurse 

that was responsible for that element.  Check off only the elements that 

you completed.

•Contact Information for any questions:

•Core Measure Nurses Jen Caribardi, RN  *8 8893

Kilee Northrup, RN *8 8249

•Chest Pain Coordinator   Teri Shaath, RN *8 8535

•Sepsis Coordinator    Regina Hall, RN *8 8242 

•Stroke Coordinator    Elyse Lassley, RN *8 8153

FINAL TIPS




