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  Clinical Reminders 
ROLLING GO-LIVE 

OCTOBER 

Disposable BP Cuff Conversion: GE -> ROI/Regard 

NCDV go-live throughout October with rolling facility start dates 

HCA is transitioning all GE disposable blood pressure cuffs to ROI/Regard disposable cuffs 

across the North Carolina Division. Facility conversions will occur on rolling dates throughout 

October. 

 

CURRENT STATE 

BP monitors/hoses have distal GE BP cuff 
connections. 

FUTURE STATE 

Current hose connections will be changed/converted 
to accommodate ROI/Regard cuffs. GE and ROI cuffs 
are not interchangeable; both use proprietary 
connectors. 

 

What staff and leaders should know 

 

• Airlife/ROI will support each facility conversion and change the BP cuff adaptors on affected monitors on the 
scheduled go-live day. 

• Supply Chain will implement PAR-location changes as monitors are converted. 
• Stock ROI cuffs are available through the NCD warehouse for go-live staging. 
• Non-stock cuffs should be ordered directly through ROI/Regard as needed. 

BEDSIDE TAKEAWAY: GE and ROI/Regard cuffs are not interchangeable. Use the cuff/connector 
appropriate for your facility after conversion. 

  



Broset Violence Checklist (BVC) and Patient Safety 6 observable
behaviors

Assess and intervene with patients at risk for imminent violent behavior. The BVC is a standardized tool used to guide timely, appropriate safety 
interventions.

SCOPE Policy applies to patients over age 18. Use the BVC when clinically indicated based on patient behavior, condition, or risk factors.

WHEN TO COMPLETE THE BVC

• Upon admission or initial evaluation
• With any change in behavior or clinical condition
• At ongoing intervals based on clinical judgment 
and unit-specific practice

SCORING  |  Each behavior is scored Present (1) 
or Absent (0).

BVC BEHAVIORAL INDICATORS
Confusion Disoriented; unaware of time, person, or place

Irritability Annoyed, angry; unable to tolerate others

Boisterousness Overtly loud or noisy; may include shouting

Verbal Threats Intent to intimidate or threaten another person

Physical Threats Intent to physically threaten; aggressive 
stance/clenched fists

Attacks on Objects Throwing, kicking, banging, or smashing objects

RISK STRATIFICATION & ACTIONS

0  |  MINIMAL RISK

Continue routine monitoring.

1–2  |  MODERATE RISK

Initiate preventative measures.

• Evaluate for underlying clinical causes
• Identify/reduce triggers
• Maintain a safe environment
• Increase observation/reassessment 
as indicated

≥3  |  HIGH RISK

Initiate preventative measures AND 
develop a plan for an appropriate safety 
response.

• Initiate immediate safety interventions 
as indicated
• Engage clinical/security teams as 
appropriate
• Increase observation/reassessment 
as indicated

MODERATE–HIGH ESCALATION Notify appropriate clinical leadership (e.g., Charge Nurse, provider). Activate behavioral/security response 
(e.g., Code BERT) per hospital policy when indicated. Consider medication intervention per provider order and 
increased observation (e.g., line-of-sight).

DOCUMENTATION Record BVC score/assessment findings, interventions implemented, patient response, and communication with 
provider/care team.

Policy reference: Brøset Violence Checklist 1PC.PSYI.0093 | Updated: 10/07/2026 CONFIDENTIAL – Contains proprietary information. Not intended for external distribution.
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  Clinical Reminders 
EDUCATION BOOST 

ONGOING 

Key Steps for Patient Belonging Management 

Document disposition of patient belongings in Cerner 

Primary goal: Send non-essential personal items home with a responsible adult whenever 

possible. If sending items home is not possible, secure essential or high-value items with 

Hospital Security. 

SEND ITEMS HOME - PRIMARY GOAL 
• Identify a responsible adult (family, friend) and send 

non-essential personal items such as clothes, phones, 
and keys home with them. 

• Document the specific items sent in the appropriate 
Cerner documentation fields. 

SECURE WITH HOSPITAL SECURITY 
• Use this when sending items home is not possible for 

essential or high-value items such as a wallet, jewelry, 
hearing aids, dentures, or glasses if not worn. 

• Place items in the designated hospital security 
envelope and follow the unit procedure for contacting 
Security. 

• Document the items secured and the Valuables 
envelope number. 

DOCUMENT ALL ACTIONS IN CERNER - 
MANDATORY 
• Accurately list what items were handled and where they 

went/who took them for every disposition: sent home, 
secured, or given to the patient. 

• Cerner documentation is the definitive legal record of the 
belongings' disposition. 

HIGH-RISK SUBSTANCE USE PLAN 
• If a patient has an active High Risk Substance Use plan 

order, a corresponding order requires removal of all 
personal belongings from the patient's immediate 
environment. These items must be secured 
immediately. 

ALWAYS REMEMBER 
• Be specific when listing items. 
• If an item is needed for patient safety, such as glasses 

or hearing aids, attempt to keep it with the patient unless 
medically contraindicated. 

Cerner: I-View > Notifications > Belongings 
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  Clinical Reminders 
MISSION HOSPITAL ONLY 

DCS 

Mission Hospital- Discharge Courtesy Suite 
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  Clinical Reminders 
GO LIVE 

OCT 28 

Maternal Early Warning Trigger (MEWT) Alert 

New close-chart alert for pregnant patients 

A new close-chart alert will fire when certain criteria are met on pregnant patients. It will use the last 

charted value and populate documented items that meet the criteria. Once documentation meets 

normal values, the item will no longer show on the alert. 

ALERT CRITERIA INCLUDE 
• Systolic BP <90 or >160 mmHg 
• Diastolic BP >100 mmHg 
• Heart rate <50 or >120 bpm 
• Respiratory rate >24/min 
• WBC <4K or >15K 
• Oxygen saturation <95% 
• Urine output <35 mL/hr over the previous two hours 
• Gestational HTN Neuro Symptoms = Headache, epigastric 

pain 
• Respirations = Dyspneic at rest, dyspneic upon exertion, 

grunting, labored, nasal flaring, orthopnea 
• Orientation = Disoriented x 4 

 
PATIENT CRITERIA 
• Current pregnancy documented in Cerner 
• Inpatient, Observation, Emergency, Outpatient, or Outpatient 

Bedded encounter 
• Female patient, age 8-70 years 

Why this is changing 

Improve maternal safety by standardizing surveillance practices, increasing awareness of maternal risk factors, and 

supporting rapid escalation of care when warning signs of maternal deterioration are identified. 

WHAT IS NOT CHANGING: Existing processes for recognition, communication, and escalation of 
clinical concerns remain unchanged. 
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GO LIVE 

NOV 4 

Stepdown IV Infusion Changes 

Ketamine + RASS | Cardene | Precedex 

Three anchors: KETAMINE + RASS = NO RN TITRATION • ASSESS • SCORE • ACT | CARDENE = TITRATE 

TO ORDER | PRECEDEX = <=0.4 BEFORE TRANSFER • WEAN ONLY ON STEPDOWN 

KETAMINE + RASS 
DOSE Start 0.1 mg/kg/hr using IBW; provider may order one increase to max 0.2 mg/kg/hr. No bolus. 
SET UP Adult low-dose PowerPlan + Guardrails Progressive/Intermediate profile + portless tubing + lock box. 
MONITOR q30 min first hour, then at least q4h: pain, RASS/POSS, HR, BP, RR. 
STOP / ESCALATE Mental-status/emergence change, RASS < -2, POSS 2-3, or significant CV/respiratory change. 
SCENARIO Pain 8/10 at 0.1: reassess + call provider; do not increase rate. 

 

CARDENE 
ORDER Match indication-specific PowerPlan. Know target/limits + dose range + increment + interval. 
TITRATE Use current BP + complete active order first. Never create a target or shorten/invent an interval. 
MONITOR Continuous ECG; BP/HR per order; neuro as appropriate; reassess after each rate change. 
IV / ESCALATE Avoid hand/wrist IV; rotate q12h; central >24 hr/max concentration. Escalate below limit, intolerance, 
neuro worsening, range failure, or mismatch. 
SCENARIO BP goal ordered but titration interval missing: clarify before changing rate. 

 

PRECEDEX 
NEW Severe-agitation PowerPlan uses RASS; do not carry CIWA workflow unless separately ordered. 
TRANSFER Must be <=0.4 mcg/kg/hr before Stepdown transfer. 
LIMITS No initiate, re-initiate, or upward titration on Stepdown. Decrease/wean only within active order. 
MONITOR Telemetry + hypotension/bradycardia monitoring; correct smart-pump medication/care area. 
SCENARIO Precedex 0.6 and a Stepdown bed is ready: do not transfer; clarify level of care first. 

 

Resolve order, monitoring, rate, IV/pump, or level-of-care gaps BEFORE transfer, start, or titration. 
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  Clinical Reminders 
EDUCATION BOOST 

SAFE INFUSION CHECK 

Ketamine + RASS | Safe Infusion Check 

Use the cues - not a script. Ask one question, correct the gap, and move on. 

RASS sequence: Observe > Voice > Physical stimulation. Stop when the response determines the 

score. 

AGITATION / AWAKE 
+4  Combative / violent danger 
+3  Very agitated - pulls lines/tubes; aggressive 
+2  Agitated - frequent nonpurposeful movement 
+1  Restless / anxious; not aggressive 
0  Alert & calm 

SEDATION 
-1  Eye contact >10 sec to voice 
-2  Eye contact <10 sec to voice 
-3  Movement to voice; no eye contact 
-4  Movement only to physical stimulation 
-5  No response to voice or physical stimulation 

1 OBSERVE 
~30 sec: calm = 0; agitation = +1 to +4. 

2 VOICE 
>10 sec = -1; <10 sec = -2; movement/no 
eye contact = -3. 

3 PHYSICAL 
No voice response: movement = -4; no 
response = -5. 

CONNECT: RASS < -2 while ketamine is running -> STOP INFUSION + NOTIFY PROVIDER. 

7-POINT GO / NO-GO SCAN 

1 PLAN 
Medication + indication + 
PowerPlan match. 

2 RATE 
Within Stepdown limits. 

3 PARAMETERS 
Target + interval + hold/stop + 
monitoring complete. 

4 MONITOR 
Telemetry/ECG, BP, 
pain/sedation/RASS ready. 

5 IV + PUMP 
Right site, drug and care-area 
profile. 

6 KETAMINE 
Lock box + portless tubing + 
handoff/waste. 

7 ESCALATE 
Know stop / provider / Rapid 
Response / higher-level triggers. 

IF NO 
Resolve gap before transfer, 
start, or titration. 

NEXT: HealthStream - complete the assigned test independently. | K+R: no RN titration + assess • score • document • 
act | C: titrate to order | P: <=0.4 + wean only 

 




