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IMMUNIZATIONS

» [lu season is from October 1 at 00:01 through March 31 at 24:00.
» Every patient must be assessed for Flu and Pneumonia Vaccine

» |[f patient is confused, comatose or sedated, contact the patient’s decision-
maker.

®» You must address immunizations one last fime at discharge. This is your last
chance to give your patient the flu vaccine/pneumonia vaccine.

» [or those who document in CPN (L&D, APU, and PPU), vaccines must be
documented in Meditech. This information will NOT flow from CPN fo
Meditech.



- |~ BODY SYSTEM ASSESSHENT - -

Choose body systens to docunent:

Unable to assess:
Reason unable to assess:

Estinated pneunococcal PCYI3 vaccine adnin date: |

Estinated pneunococcal PPSU23 vaccine aduin date:

Mas that your second PPSU23 vaccination: |

Estinated pneunococcal vaccine aduin date type unknoun:
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Conorbid factors:

Pneunococcal VacCine vouwe uinusvus sumnas

Patient or caregiver reports up to date on pneunococcal vaccine: |

Estinated influenza vaccine aduin date:f'
Flu vaccine contraindications:

Patient or caregiver reports up to date on influenza vaccine:
Patient or hone careglveg agrees 1o receive pneunococcal vaccine:

Patient or hone caregiver agrees to receive influenza vaccine!

Connent:

Vaccine status: |

Influenza vaccination status- |
Pneunococcal vaccination status- |
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VTE Core Measures

A




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, notifty MD for heparin or
Lovenox order. If there is a contfraindication for chemical prophylaxis, MD must
document contraindication.

ical and Stroke patients require the use of either SCDs or chemical VTE
ophylaxis.

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 VIE. 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

Infraoperative 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

Total Body System Asseszment 06712 1456 0001009285 COM DRGTEST 0
Hechanical prophylaxis in place:

| OHone 506es knee

20Foot punp ECGes thiah

30 Int pneunat comp - knee ‘ORefused
d01Int pneunat comp = thigh

Capillary refill less than or equal to 3 seconds:
Pulses strona and equal bilateral ly:

Calves synnetrical and pain is absent with dorsiflexion:
Per ipheral edena:

Hai lbeds:

Clubbing:

T A I

-k
L

Hechanical prophulaxis in place:

Device applied to:

(Preu Page) | (Hext Page) |




CPOE VTE Contraindication Order:

| Any Order Lookup
Search on:

] Go to Favorites

CORE MEASURH

Order Description

CORE MERSURE (Verify Statin prescribed at 00)
CORE MEASURE CUTE (Mech) Contraindication +)

CORE MEASURE CUTE C(Hed) Contraindication <)
CORE HERSURE CUTE Prophylaxis Status)

CORE HEARSURE CUTECHEDSHEC)Contraindication +)
utore Heasure NO ACEI/ARB

More KN

Select | Done

Category

NURS ING CHON- INTERFACE )
HURSING CHON-INTERFACED
HURSING CHON- INTERFACED
CORE MEASURE

HURSING CHON-INTERFACED
HURSITHG CHON-INTERFACED

Help |




Physician VTE Contraindication note in pDOC:

|
L

PROBLEH . LISTZ = 3M/F DO as08s ¢ ADH IH [.CHI I.CHIA13
Us/R JO00316671 710002001 3961

HP 1 Hx |ROS |Dbject i ve [TBP [DxA&P | UTE_prophylaxis
UTE prophw laxis ...

Treatrent & Prophulaxis RBx contraindicat. .. |Thronbocutopenia
UTE prophulaxis UTE prophulaxis is bei. .. Other (Rx) contr... |[TEST
Foley: Date folew inserted: 0. .. Hech contraindic. .. Patient/Fani lu Re. . .
Oxugen: Other (mech) con... |[TEST
Uenti lator:
Lines: UTE propiwilaxis I1s being In. ..
Drains/tube: O Yes
Tube feeding: & Ho
TP : L]
Hnt i =—arrhulhni cs:
Ant i—infect ives: Comment: |
IV fluidy OK/Next | OK| Cancel |
Pressors and lno. . .
Sedat on:
ateroids:
Ulcer prophwlaxis:
Other:
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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 Ml 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

P

Patient/Famuly Teaching 11/06 1214 CDO0217038492 PHA-KXW ADULT

Physiological topics: [or free text)

IC]Bouel /gastric +
2dCardiac +

00 Infection +

4dJLife cycle +
5CJHetabolic regulation
60JPhysical regulation +

Physiological topics: |
2Lardiac rehab

Functional topics:

(Prev Page)

/CJRespiratory +
8(JSkin integrity +

|
2
3

- - Follow-up Topics - -

‘Cardiac” Lookup

Select |
‘Cardiac’ Options
v Cardiac rehab

Cardiac care
Pacenaker
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Sepsis
Core Measvures
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Sepsis Core Measures - 2018
What is SEPSIS?

» | is a potentidlly life-threatening complication of an infection.

» |f results when an infectious insult triggers a localized inflammatory
reaction that then spills over to cause systemic symptoms of fever or
pothermiaq, tachycardia, tachypnea, and either leukocytosis or
eukopenia.

» This inflammation can trigger a cascade of changes that can
damage multiple organ systems, causing them to fail.

» |f sepsis progresses 1o 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.

» Fvery hour that a patient in septic shock does not receive antibioftics, the
risk of death increases by 7.6%.




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)



Sepsis

y

\{

2 SIRS + Infection

SIRS:
Temp >100.4 or < 96.8 F

> 12,000 or < 4,000 or >
10% bands

Stages of Sepsis

Severe Sepsis

Septic Shock

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 <%0
mmHQg 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:
» Jpon triage and direct admission (within 5-10 minutes of arrival)
= Q4 hours on in-patients & Q2 hours on ED patients
» sing 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.
» [or in-patients: Inform your charge nurse and call a Code Sepsis overhead.
. Pull Sepsis Core Measure Checklist
= Fill in as you go.
» Stays on chart & is part of permanent medical record.
. Initiate Nurse Driven Sepsis Protocol Orders
. Consult/Phone the provider for antibiotics & IVFs STAT.

» |nform of Sepsis criteria: abnormal VS &/or WBCs, infection.

» |nform that a “Code Sepsis” has been called.

. Initiate the Sepsis bundle within the hour of Sepsis recognition

» |mportant™* Start the antibiotic(s) within the hour of Sepsis recognition.



Sepsis Core Measure Checklist - Front

OATE T S . ° Noftes:

.  For ED: if bundle

— started in ED,
.ﬂ; 0 Cﬂg:LiEPSIS" 9] CODE TO BE CALLED OVERHEAD AND SENT ON IMOBILE com p|e1‘e the entire
- BLooD CULTURE k) : I?T::m m;::::xg:lm;a:gfﬁlmlwu: ATTEMPTED AND bundle In The ED
JU i a0 113, before transferring.
ESULT Couscmion Trs | |[F ATTEMPTED AMD FAILED, DOCUMENT *LACTATE ATTEMPTED AND FAILED.”
|’ LACTATE # | Q |eam F | s 1139
| ANTIBIOTIC START 9 e e e e e onces. (CS 147, « Bring the checklist to
l’ = LACTATE # 2 () (Rewam ST b ASAP arTe IST FLUID BOLUS (CMS 1-15 Lhe bedSIdTe iy it
. >CK PR . ocument on It as
IV Fup Bows | | Ol LRI LIS you complete the
® I {CDNSIDEH EV-| Uﬂﬂ} I\) : IF HEMODYNAMICS/ YOLUME OYERLOAD ARE OF CONCERN i'I'e ms ]
UTILIZE EV-1000 TO TAILOR FLUID MANAGEMENT (CMS 1-85)
:) BF;I . INFORM MD IF HYPOTENSION OR
RN REASSESSMENT: ELEVATED LACTATE PERSISTS
ONE DocumenT 2 BPs 0 BP £2 . EXAMPLE: IVF E4AR SCAN @1200, INRUSON COMPLETES @ 1300, * Place (.:Omplefed
HOUR / PERFORH 2 BLOOD PRESSURE READINGS BETWEEN 1300-1400 CheCk“ST on ChOrT.
FoLLOWING REMIND PROVIDER SEFTIC SHOCK . v PamemT Mas Sormc Ssocc-A80 WS 30 MLUKG COMPLETED
Waows | Focusep Exam | O e 5755 EXAP DOME o -t s s b
COMPLETION WITH ISTENT HYPOTENSION @ 2 DOCUMENTED 5BF < 3002
VASOPRESSORS '0 :ﬂﬂ?mm?sw: S“rl:lrr VAsnnusfms- HGIEHHSE:H:;
IF PERSISTENT HYPOTENSION —— e —

\\



Sepsis Core Measure Checklist - Back

Notes:

APPROVED ANTIBIOTICS

DEFINING SEPSIS

APPROVED BROAD SPECTRUM IV ANTIBIOTICS

Give OME AnTIHIOTIC TO SATISFY REQUIREMENT

2 OR MORE OF THE FOLLOWING! o B P — (UHASYH) * |f g|V|ng 2 OnﬁbiOﬁCS
TewpeRATURE  Heant Rate  Resh.RaTE  WBC e (especially Vanco.)
O | cerommame Cuaronar) make sure you
9 9 @ ! N8 e administer the shorter
Ji004F  >90 520 »12kon<4K | | D e Gon infusion first & then
i Tl Rl ki O mmermen [ follow with the longer

infusion. Both
anfibiofics need to

IF THE ABCVE ARE CONTRAINDICATED DUE TO ALLERGIES

GIVE 1 AMTIBIOTICS
DHE FRDM CROUP A ARD ONE FROM CRDUE B TO SATISFY REQUIREHENTS

INFECTION

®

AN

DLEPECTED [ CORFB HED _@“ be Siqrted WiThin The
2 | amkacn ) | cerazeum
SEVERE SEPSIS O |cewmmsmcn A [0 hour to pass the core
7Y | TosRAMYENN ) | CuMpaMYEIM IV
. \\ :_'.:?::::;N}ZBF < 90, oR MAP < 85 7Y |Azrneonan N 7Y | Darronvem meosure.
E : ALTERED MEMTAL STATUS mm;i‘:::? E g D CIPROFLOXACIM ::} VAHCOMYCIN
: i P pece 2 4250w o P on <200 (i prasy § | O |umezouo
ORGAN e s & D[S femee
" DYSFUNCTION - FisvBu =2 O |ammcium
+ PLATELET <100K INR 1.5 oR PTT>605 P o) [ —
SEPTIC SHOCK Q fpemcmn g
. ' ) | ManeLn
: LACTIC ACID >4 AND/OR § |

© KINGWOOD [swmcmm!

HYPOTENSION SEP < 90 MAP <65 | | 7




to use them:

STAT
Code Sepsis Labs

All Code Sepsis labs sent with this
label MUST be called to the nurse at

This flyer goes = extension_____

IO 1l lOb. @\suspm SEPSIS.
bag. Lab will SAVE LIVES.

know to
process

Goal: Complete the Sepsis Bundle
ese within 1 hour of Triage or Presentation
Time

Patient Label Here

treated for Sepsis.

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

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 2n9 LA after IVF bolus given or 1-
2 hours after initial LA collected.

NURSE ALERT!!!!
CODE SEPSIS

/LACTIC ACID RESULT
REPEAT LACTIC ACID IF > 2
BY

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




Ordering Nurse-Driven Sepsis Protocol Labs

To Order in Meditech:

1. Goto: Order Sets
2. Type in Sepsis or Nurse Driven Sepsis Protocol

- Hew Orders (b)

Code Sepsis Protfocol buideline CHUR.PH|11/12 H Heu *®
LACTIC ACID CLAB) S5tat|11/12 H Heu *
CREATININE CLAB) S5tat| 11/12 H Heu *
BILIRUBIN TOTAL CLAB) 5tat|{11/12 H Heu *
PLATELET COUNT CLAB) 5tat|{11/12 H Heu *
CULTURE BLOOD CHIC) S5tat|11/12 H Heu *




Nurse Driven Sepsis Protocol

Registered Nurse will screen patient for Sepsis in Meditech with updated VS every screening.
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.
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
If patient screens positive for Sepsis, Severe Sepsis, or Septic Shock, the Nurse must contact the physician for
ders 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.
If the initial lactic acid is > 2, obtain a repeat lactic acid (reflex order) within 1-2 hours of triage/presentation

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

.ﬂ» Process Int |“_| (From Nurse Status Board, Select Patient & then Process Intervention)

Care lHemns 815 Directions QD Doc gc El Cihl EI P_r

History
-Adrnission Health History + A od |CP

AssessHents '
-Adwnission/Shift Assessuent + 11th |CP

X

-#[Quick Start + A ad |AS

| | -Safety/Risk/Requlatory + Nl NI 2hENCPEN BN BN B |
-1st Point of Contact HRSA/TB/RESP + A ad |CP
-Pain AssessHent + A 11h |CP

Safety/Risk/Regulatory 11/12 1045 CD0217038492 PHA-KW ADULT

1 ?Es Sepsis should be
m docunented every shift

Isolation statusi>»Standard precavtions *

Assess sepsis iy (:C)T\T’Cj




ISeps'ls Screening:

lenperature:
1 Yes Less than 9
2 Ho Less than 3

b.8 F
b.a C

Greater than 100.4 F
Greater than 38.0 C

Pediatric glucose resulis:

Pediatric hyper/hupoglycenia:

Pediatric infection risk:

If yes to 2 or nmore of above, proceed to next section:

Last 4 SIRS Criteria Entries (Past 2 days)
Date Tine Tenp F Tenp C [ R BP Date HMD Tine HD
aBs2a8 2222 37.9 (184 28 120,82
ag/28 23408 3r.3 96 16 11oas72
08/29 o400 v a3 16 99./64
As/29 B7 11 iv.2 92 17 118474
Tenperature:>Ho WBC results: |
Heart rate: Band results:
Respirations: HBC /Bands :

(Hext Page) |

- - SEVERE 5EP5I5 SCREENING - -

Temperature: Yes WEC results:
Heart rate: Yes Band results:
Respirations: Yes WBC/Bands:

If yes to 2 or more of above, proceed to next section:

Suspected/documented infection: Yes
Entibiotic therapv (not prophylaxis): Yes
If yes to 1 of the above, proceed to next section: 2
Respiratory: Yes
Cardiovascular: Yes
Renal: Yes
Metabolic: Yes
Hematologic: Yes
Hepatic: Yes
Central nervous system: Yes
If yes to 1 of the above, positive for severe sepsais: 7

Whenyou finish, your sepsis screening will look like this:

08/05/18 13.5 H 1817
No results past 24 hrs
Yes

. —

Then confinue through
all of the SIRS & organ
dysfunction screens.

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:

Sepsis Screen Admit Part & NEW - THERAPY, THREE (SLBEFT4555)

T et -

Date and Time f:':"""“’ Fhen e ruesrsSEPSIS: GUIDELINES FOR PERINATAL PATIEMNTS e
|10/23/2018 16:25 E Sepsis Screening Tool: PART A |

Risk Factors: (Check all that apply) Complete on Admission and Per Facility Reassessment Requirement

™ Mo Risk Factors

40 years of ags or grester
™ Abruption Flacants Final: Patient has suspected OR confirmed
F ;x ::;rrﬂm this Preg Infection I:I
isbatas Calculat
™ Hx abd Surgery this Prag e

I~ Hulbiple Gestations

I” Obesity RESULTS
Preterm Labor

Placents Previa m: Mo further action is Revired. The Screening is complete.
[~ Premature Rupt Mermbranes Continue observation and update status as needed. Sepsis Screen Admit Part C NEW - THERAPY, THREE (SLBB774555) ll.‘ " :

™ ROM grester than 18 hours vES: If patient hassuspected or confirmed Infection

SEPSIS STEP £1 call Provider for Initiation of Sepsis Order Sets and Date and Time of Complation
- ‘th h d d == N > .
Step 21: Does the patient have & suspected ar Proceed to Part B-->  gopgig screening Tool Part B [10723/2018 16:30 | new l wrvvSEPSIS SCREENING TOOL: PART Covevew

™ Mo Susp/Conf Infection

[ UTLPyelonephritis STEP # 3
[T Respiratory Infection Review and Analyze Lab Results and
[T Gastrointestinal Inf. Assess Patient Status Calculate Total Score I I ]
F Diverticulitis A ton All NO Answers I
Hepatitis CO(TQDIS ) $ S .
I Influsnza ke iiness s Score of 1 or more = Severe Sepsis
I" charioamnionitis SBP < 90, MAP < 65 or SBP NOTIFY Provider of :
I” Intraperitoneal Etiology Intraperitoneal Etelogy= Ruptured or Acube Appendix, Bowel Infection, decrease > 40 from baseline " No (" Yes
[T Septic Abortion Aeute Chalesystitis, Necratizing Pancreatitis

* Total Score and if it indicates Severe Sepsis
* Patient Assessment Status

[ Sexually Transmitted Inf. Bilirubin > 2 mg/dL o (™ Yes

Date and Tima of Completion Creatinine >2mg/dL ¢ o " y Determine if further orders are needed
rerrsSEPSTS SCREENING TOOL: PART Brvrws 2 ol
10/23/2018 16:29 ﬂ HEW Platelet Count < 100K~ no © yes Transfer to higher level of care If indicated
1 Continue Sepsis Order set until no signs of organ dysfunction are present
Does the Patient have SIRS present? Step £2: Does the patient have 2 or more SIRS present? INR> 1.50rPTT>60 | Ng " Yes
= Lactate > 2 mmol/L M
SIRS = Systemic Inflammatory Response 0: Mo further action is required. Continue observation /L 1€ No € Yes

AITND Ansmers and update status as needed, New Need for Oxygen Therapy ¢ no (© Yes Return to Part B |

¥ES: Motify Provider that the patient has 2 or more SIRS present
Temp > 100.4 (F)or < 96.8 (F)  yp © yes Follow Provider orders. GOnce results are recelved: ARSTOR TR St [ TiNet Tves
! Proceed to Part C to determine NEW End Organ
Dysfunction----3

HE > 110 bpm Sepsis Screening Tool Part C

" No © Yes

" Ho  Yes Return to Part A I
N R 10 bands | No € Yes Each Screen tells you what to do next
Calculate Total 5185 | [ |

score of > or = 2 SIRS = Sepsis
NOTIFY Provider of score and patient
assessment to determine If further orders are
needed,

RR > 24 or PaCOZ < 32 mmHg




DIRECT ADMIT
PATIENT ARRIVES
TO UNIT
4

v

SEPSlsaKlLLs

SPOT IT. TREAT I1T. BEAT IT.

CCT (NURSE ASSISTANT)

-

OBTAIN VITAL SIGNS

! SystoLic RTom omi
i BLOOD PRESSURE <90§ MAP :
¢ (Top NuMBeR) MMHG: <6s

. OR MORE OF
: 9. IF you FiND 0 THE FOLLOWING

HEART RATE

>90

.....................................

RESPIRATORY RATE

i >20
TEMPERATURE
<36 C orf
>38C

..................................

RN Ok Crarce RN
Y

gressssssasaanann T :
ASSESS
: PATIENT &
® PERFORM
| € g QuicK START

SEPSIS SCREEN

START
&—| NURSE DRIVEN
o= SEPSIS
: ProTOCOL

(iF CRITERIA MET)

CoNTACT MD

BUNDLE NEEDS TO BE COMPLETED
WITHIN | HOUR IF + SEPSIS

Direct Admissions Sepsis Screen Procedure

GOAL: Get patient
assessed for Sepsis
and treated with
antibiotics within
the hour of arrival.



Putting it all together:

Minutes Matter.

’

‘s,
'y

Hour-1 Bundle

Campaign-e’

Initial Resuscitation for Sepsis and Septic Shock (begin immediately):

(

spectrum antibiotics.

© .5

Administer broad- Apply vasopressors if
hypotensive during or

after fluid resuscitation to

Time Zero/Time Presentation

maintain a mean arterial
pressure = 65 mm Hg.

**Time zero™ or “time of presentation” is -~
defined as the time of triage in the Emergency
Department or, if presenting from another
care venue, from the earliest chart annotation
consistent with all elements of sepsis
(formerly severe sepsis) or septic shock
ascertained through chart review.

&b

Begin rapid
administration of
30 mi/kg crystalloid
for hypotension or
lactate > 4 mmol/L

— O

Measure lactate level.

Remeasure lactate if initial lactate

elevated (> 2mmol/L).
o

12 ~

Obtain blood cultures
before administering
antibiotics.

.3 /

22018 Seciety of Critical Care Medicine, European Society of Intensive Care Medicine

Ty




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

=1
=T
=
=1
=1
&1
=1
=1
=1
1

1



On Arrival
v NIH stroke scale must be completed within 60 minutes of
arrival
v Swallow screen BEFORE PO administration.

»Example Medication at 09:30, Swallow screen at
09:29 or earlier.

EMERGENCY
PARAMEDIC

AMBULANCE




During the Stay

(completed by end of hospital day 2)

DVT Prophylaxis by end of day 2 (SC Ds for NEU RO)

= Nurse must apply SCDs
» Anficoagulant ie, Heparin, Lovenox, Coumadin, Pradaxa

It the patient does not quality for anticoagulant due o
bleed, the physician must document rationale for holding
medication.

Lipid profile first 48 hours (Arrival to draw=48 hours) Fasting not required
v Anfithrombotic by end of day 2

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

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



During the Stay

(Complete by end of hospital day 2)

v 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 Patient Education

This information is being provided to you to assist you in preventing and reducing the disabilities associated with those

Stroke Education  =ww

Signs and Symptoms of a Stroke-If you see these in yourself or family member, CALL 911,

Confusion Dizziness MNumbness
Severe Headache Loss of balance or coordination Trouble with seging
Trouble with walking Trouble with speaking Weakness in an arm or leg

Trouble with understanding

Risk factors that place you at danger for a stroke and what you can do to help reduce the risk.

Ll Stroke/TIA must be paﬁenf (Refer to your Risk Factors)

O Diabetes - Monitor your glucose levels and share with your doctor at your follow up visits, take prescribed medications,

o e (] °
SpeCIflC ° Stro ke Patleni Ed chilon limit sugar intake, low carbohydrate diet since uncontrolled diabetes can lead to stroke.
O Excess Alcohol Copsumption - Limit intake, some alcohol products can react with medications causing the medication

Sheet in Core MeCISUI'e pGCkef Or to be ineffective and lead to a stroke.

° ° o I O Family history of stroke - Know your family history and see your doctor regularly since family history increases your
in e-precision under “siroke possibilty of having a stroke.

° " O Iregular heart rhythmiheart disease - Be informed if you have an irregular heartbeat, take your medications as
p e ni. ed U thlo n ® prescribed, monitor your blood levels with your doctor to decrease the chance of a stroke.
O High Blood Pressure - Take your prescribed medications, get regular exercise, limit fat and salt in your diet, check

Usnl- C h eC k ea C h ris k fq Cnl-or nl-h qnl- your blood pressure at home and record for your doctor's visits, reduce stress.

O High Cholestercl - Know your cholesterol and triglyceride levels, keep a low fat diet (low saturated fats low trans fat

p eri-a i n S ll-o ll-h q-l- p a ri-ic U Iq r pqi-ie nll-. and low cholesterol), exercise regularly, and take your prescribed medications.

O Overweight - Control portions at meals, exercize at least 2 ¥ hours of moderate physical activity per week. Know

yvour body mass index and keep it less than 25, weight loss reduces cholesterol and high blood pressure which

» Pa‘l’ie n‘I' Sig ns dn d d qi’esl CO py contributes to decreasing your chances of having a stroke.

O Inactive Lifestyle - Exercise at least 2 ¥ hours of moderate physical activity per week (start with 10 minutes a day

g oes o n i'h e C h q ri' q n d q C o py and work your way up) to assist in weight loss. An inactive lifestyle can lead to a stroke.

O Smoking - Quit if you smoke. Talk with your doctor about smoking cessation aides, refer to stop smoking resources

L]
g Oes 1'0 i.h e pqtle ni.. with your admission paperwork because smoking confributes to the increased chances of having a stroke.

= Education is not complete if
missing check marks or signature

I will follow up with my doctor for my appointments and take my medications as prescribed.

Patient Signature/Responsible Party Date/Time




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.

» |f 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 pafient . \”)
returning to baseline. %\



Completed at Discharge

v Rehab consult

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

v Coumadin, Heparin, Pradaxa, Lovenox, Xarelto, Eliquis
v’ Antithrombotic required @ discharge

» Aspirin, Coumadin, Plavix, Ticlid, Eliquis
v STATIN required at discharge if:

v LDL greater than or equal to 70 or admitted on a STATIN
(home med)

v" NIH stroke scale
v' Stroke Education




Entering CORE MEASURE CONTRAINDICATION Orders

Choose pt - click ORDERS, click ORDERS again

My List of Patients (Last Updated: 09/19/17 0812}

Murse Status Board
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Type in CORE MEASURE to pull up all CORE MEASURE orders,

then choose the REASON based on MD reason for not ordering

Any Order Lockup

Search on:

icore nead
Order Description Category

MERASURE CABX Continuation Justification) PROVIDER ENTER HURSING ORDERS

CORE HMEASURE C(Core Heasure HO ACEI/ARB) HIURSING CHON-INTERFACE)
CORE MEASURE C(Foley Cath Continvation Foru) PROVIDER ENTER HURSING ORDERS
CORE MEASURE C(Pre-0p Beta Blocker Contraind.) HIURSING CHON-INTERFACE)
CORE MEASURE C(Prelp Beta BlocKer Docuwent +) HIURSING CHON-INTERFACE)
CORE HEASURE CReason for no anti-throubotic) HIIRSTHG CHOH-INTERFACED
CORE HEASURE CReason for no Aspirin Adn/DC) HIIRSTNG CHOH-INTERFACE)D
CORE HERSURE CReason for HO BB Post 0Op) HIIRSTHG CHOH-INTERFACED
CORE HEASURE CReason for HO Betablocker B DC) HIURSING CHON-INTERFACED
CORE HMEASURE C(Reason for HO STATIN at DCD HIURSING CHON-INTERFACE)
CORE MERSURE (S5troKe: Reason for HO therapy) HIURSING CHON-INTERFACE)
CORE MEASURE CVancomycin Justification +) HIURSING CHON-INTERFACE)
CORE MERSURE (Verify Beta BlocKer at DC) HIURSING CHON-INTERFACE)

More




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

« 1t Core Measure Fallout: Nurse will complete Healthstream ( @3
training on Core Measures. -

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

« 39 Fall out for same measure: Nurse will be referred 1o Nursing Peer
Review.




FINAL TIPS

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






