CHS CDU Initiative

DELIVERING EFFICIENT STANDARDIZED CARE TO OBSERVATION PATIENTS
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Hello, I’m Dr. Eric Koch. I am the a hospitalist at Kenmore Mercy Hospital, and a representative of a large team of Catholic Health Associates tasked with standardizing and improving areas of care across our facilities . I am bringing this discussion to you today with the goal of providing a clearer picture of an exciting and potentially powerful new initiative in the Catholic Health System pertaining to our approach to a critical population at our facilities: our observation patients. Given the current economics of healthcare, to remain vibrant and viable as a system, we must all work collaboratively to identify areas where we can make significant positive impacts. Such an impact may not just show economic benefits to the system at large, but also allow us to better manage our resources as well as offer standardization of best healthcare practices to our patients and improve patient satisfaction. To be certain, the idea of an observation unit, or CDU or ‘clinical decision unit’, is not novel, and these terms can be used interchangeably. It has been implemented in various forms nationwide with similar goals. What they all have shown, however, is proven, multifaceted, long term benefit when used correctly. Our stated purpose in developing this strategy was to cull what we could from the best performers and apply them, as we can, to our CHS facilities to maximize its benefits. As with any change, there will be challenges, but with proper education and implementation, we feel results will be immediate. 
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Educational Goals

Educate all providers on the impetus and goals of the CDU (Clinical Decision Unit)
Underscore the importance of documentation and determining correct level of care
Explain the process behind the design model of the CDU/Observation units
Explain the credentialing requirements for providers

Provide introduction to developed order sets
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By the end of this presentation, we hope you will understand why this initiative is important. Further, throughout these slides you will see the critical importance of correct documentation in determining level of care. Thereafter, we will delve into how we went about developing the Catholic Health System model and what capacities will be required of those providers who will care for those qualifying patients. Lastly, once patients have been placed into this category, how can we standardize treatment of specific disease states across our campuses in a way that will yield positive results. 


What is Observation

When in doubt, ask case management

The importance of CDI
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First, lets review. Although likely remedial, it is important to remember what the definition of an Observation patient is. It is an OUTPATIENT status. These patients are not admitted to the hospital! In general, if the patient is anticipated to be in the hospital LESS THAN 2 Midnights, placing a patient in observation generally applies. However, this also can be a moving target. It is a critical responsibility of the physician to assign correct level of care. I would advise providers that, largely, the case managers and CDI staff are truly the experts at level of care determination and documentation, respectively. If there is any concern over what patient meet which status, please involve them early. As many of you already have discovered, level of care can be very time sensitive, so getting it right the first time is paramount.  Further, in cases where perhaps there is disagreement, it is recommended to err on the side of the site case managers and local site leaders. As a reminder, documentation is critical in EVERY NOTE, EVERY DAY. What you document will define a status. It is the CDI staff responsibility to help guide you with documentation issues where perhaps clinical information is missing in the documentation that may help to define status and acuity of care. Compliance with their concerns and queries is critical and should be done immediately. Professional differences of opinion certainly occur, and deference to provider experience is allowed. You may not agree with everything, but this must be documented as well. We are all a team working for the goals of our individual facilities and the system, and all interactions should be collaborative and professional. Level of care disputes will be referred to Utilization Review Physician Advisors during normal business hours, who will then be tasked with contacting the provider for a final determination of level of care. If there fails to be a resolution at this level, cases wll be referred to the Performance Improvement Department. To providers, in some instances this may come across as burdensome, but one cannot place enough importance on correct determination of level and care and its impact on the health of the system. 


@Key Findings: Observation Population

» Obs discharges as a percent of medical discharges are climbing significantly

» Chest Pain makes up nearly 1/3 of Obs discharges at each hospital
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Why is this important? Why now? Simply put, our observation population is rising significantly.  As expected, chest pain and syncope remain the largest cohort of observation patients in the system. Changes in insurer guidelines and their payment strategies , however , have forced a larger amount of diagnoses that, perhaps, previously may have been full admissions, into observation status. It is expected that this number will only continue to rise further. In order to approach this challenge properly, it is imperative that we develop a model that will manage this population effectively and efficiently. 


@Key Findings: Observation LOS

» CH Observation LOS ranks near the bottom of the national comparative
» Obs LOS pattern is highly indicative of IP management - (24 hr. intervals)
» Also highly predicated on time of arrival - (Hour of Day and Day of Week)
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As is readily apparent here, we at the Catholic Health System have plenty of room for improvement.  The recognized best practice target is 18 hours, and none of our facilities can claim to be measuring up. Recognizing where we are as a system, with only about half of our observation patients being discharged in under 27 hours, we have decided to set our aim first at improvement, with further refinement thereafter hopefully leading to our goal of becoming a top decile performer. As you can see, our median LOS satnds currently around 30 hours. Our first goal is to reach a target of a 27 hour average. 


®

Observation Patient LOS (hours) by Top Diagnosis

LOS in hours per observation case, excluding cases converted from Obs status to IP admission
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Opening up these numbers a little further allows us to see which specific diagnoses are driving our higher than hoped for average. Illustrated here, chest pain, which makes up a large portion of our observation population, largely does well when LOS is measured. However, further impact could still be made, even though this be construed as performing well. For example, with improved processes, either by correct patient stratification and obviation of unnecessary testing allowing for earlier discharge, or by better staffing and streamlined processes for ordered tests.   Large impacts will  be made in other diagnoses as well, either by developing standardized diagnosis-specific protocols, which will be discussed later, by identifying appropriate level of care sooner (i.e., placing pt as full admits sooner or changing from obs to IP sooner), or by improving processes in care delivery. Currently, up to 35 percent of those patients initially placed under observation become admitted, a number which must be improved upon. Identified areas of improvement include: adjusting testing times,nursing and case mgmt staffing, multidisciplinary rounds, avoidance of unnecessary testing, appropriate provider availability, etc. The aim of this initiative is to at least begin to address all of the actionable areas which will positively impact our care delivery. The review of our current models reveals that the largest differences can be made with changes in PROCESSES as opposed to being provider driven . 


Impact of Observation Census with Reduced LOS

» How would Obs Census be impacted if the target of 27 hours was met?
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What if we are able to achieve our goals. This slide demonstrates the observation census, plotted as the average week, at our Buffalo Mercy campus. As you see on the right, the census is heavily influenced by: time of day as well as day of patient arrival. This dovetails with what one would expect, with census peaking  in the morning given overnight and early morning admissions, and decreasing as the day goes on. One would expect that the observation census would be higher early in the week, also, given lack of available staffing and certain testing modalities, and then improves later in the week. With improved LOS, the daily census would be less across each facility, lessening the strain of resources and allowing better facility management, in addition to the obvious financial benefits to the system. The predicted impact of the 27 hour goal is expected to reduce facility capacity requirements by up to 20 percent. 


Observation Unit Type Comparison
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Given this information, we are now tasked with implementing the changes we need to attain our goals, and that is by developing a standardized model of care delivery. This becomes challenging for many reasons. First, with varying bed capacities, staffing and cultures between facilities, we must develop a model that, while being standardized, allows flexibility for issues with staffing and patient cohorting as well as the integration of each facilities unique culture. Several Observation Unit models exist, more than are listed here, though this will serve as  a comparison. Whereas the first model, or type 1, would be most ideal, this is considered a ‘closed system’ with only a dedicated staff being allowed to manage the population. This model, however, would potentially be problematic, given the varying providers, be they hospitalists or private providers, and existing contractual structures between facilities and groups as well as exisiting hospitalists and their associated outpatient providers. Further, bed capacities and constraints between facilities may not allow a dedicated space for all observation patients, leading to an inability to correctly apply standards across the whole system.  Our model at Catholic Health will be more in keeping with a type 2 model listed here. Though this leaves a potential for less than ideal metrics, It allows us to preserve existing contractual structures and provider autonomy while leaving flexibility for the actual geography and physical design of units across the system. 


Observation Care

» General Guiding Principals:

> Ultimately, observation care is decision-making care, which an overarching goal to make an
informed and correct disposition decision quickly. Data collection and analysis that supports
disposition decision-making is paramount and is a core focus for clinicians.

> Observation care is similar to ED and ICU patient care in regards to level of diaghostic
intensity.

> Providers will need to deliver a higher-level of oversight on observation patients, given the
need to make a disposition decision quickly. For example, providers will need to round more often
on observation patients compared to inpatient patients.

> Observation care must be provided on a 24/7 basis, with no disruptions in provider and
diagnostic access overnight or on the weekends.

EC MANAGEMENT
CONSULTANTS
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With that in mind, it must be stated that for all involved in the in this process, the goals must be clear. Though these are ‘outpatients’, they cannot be considered a lower level of care. In fact, the management must become more intense if we are to meet our goals, such as that seen in ED or critical care management. Care must be timely, Clinical status reviewed regularly and decisions made quickly if this is to succeed. This has to apply to every patient in our clinical decision units. If providers are unable to meet the demands of the processes, it will fail. Plainly stated, those providers who cannot meet the demands of the system will need to address their current practice habits , or otherwise make arrangements with providers who have demonstrated the appropriate capacities. 


Observation Care
Provider Privilege Polic

P74
l[)) Catholic Health POLICY AND PROCEDURE

TITLE:

Observation Care Provider Privilege | POLICY NUMBER: PAGE #
Policy 1of2

RESPONSIBLE DEPARTMENT: . . EFFECTIVE DATE:
Medical Staff POLICY LEVEL: Outpatient

PREPARED BY:
Hans Cassagnol, M.D.
Chief Physician Executive

APPROVED BY:

This document is not intended to create, nor is it to be construed to constitute a contract between CHS and any of
its Associates for either employment or the provision of any benefit. This policy supersedes any policy previous to
this policy for any CHS organizations and any descriptions of such policies in any handbook of such organization.
Personnel failing to comply with this policy may subject to disciplinary action up to and including termination.

PURPOSE: To optimize care of the acutely ill observation patient.

APPLIES TO: All observation patients, defined as those patients who have a presentation to the Emergency
Department which cannot be resolved or treated within appropriate Emergency Department timeframes, and need
additional monitoring and treatment before a definitive diagnosis and disposition can be made, whether that be
discharge home, admission to acute care, or transfer to a post-acute facility.

POLICY: This policy is to provide optimal utilization of Observation/Clinical Decision Unit (*CDU") services at all
CHS facilities. In accordance with this policy, once admitted as an observation patient, all patients must be seen_
as soon as appropriate by the Principal Attending, who must be readily available for ongoing evaluation as
appropriate to the patient’s clinical condition.

PROCEDURE: All patients admitted to the CDU will have a single provider or coverage group designated as the
Principal Attending. This provider will assume the responsibility of being readily available for appropriate orders,
evaluation and management of changes to the patient's clinical condition, review and response to test results, and
consultant communications. Other physicians may write orders providing they are approved by the Principal
Attending in the CDU.

When a patient is discharged from the CDU, the Principal CDU Attending will transfer care of the patient back to
the patient's private attending or hospitalist. In some circumstances the Principal Attending physician may continue
as the attending when that is most appropriate for the patient.
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This policy has been developed, vetted and agreed upon at the system level and attempts to clearly delineate what will be required of those will care for observation patients. The main requirements of the providers, as you will see, are: presence, timeliness and process adherence. There is certain to be some consternation as some could see this policy as exclusionary. Let it be clear that there is no intention to penalize or exclude any one who wishes to care for their observation patients. However, the state of healthcare demands an adequate and immediate response and we must adapt. Further, nothing we are proposing is unique in itself: many systems throughout the country have adopted similar policies and some are even more restrictive. 


Observation Care
Provider Privilege Policy

=FINITIONS:

Observation Care Privileges — There are CDU privileges (defined below) that a physician may qualify for.

A. CDU Admitting Privilege Requirements:

= Will be granted to any physician that has general admission privileges for the care of acutely ill patients.
Those physicians who have had residency training in general and specialty surgery, internal medicine,
and family medicine, and are members of the medical staff in good standing.

= These privileges allow the physician to assume the role as principal CDU attending if otherwise qualified
as described below.

= The term “readily available” in this context shall apply without regard to day or time, unless otherwise
specified, as:

(0]

(0]

Participation in secure messaging (e.g. “Tiger texting”) with response times to staff inquiries of
15 minutes or less.

Initial evaluation of patients admitted to the CDU before 6pm, (1800 hours), must occur before
midnight of that day, (2400 hours).

Any patients admitted or present in unit after 6pm, (1800 hours), must be evaluated before 7am,
(0700 hours), am the following day.

Use of computerized provider order entry for writing and/or approval of all orders if feasible.
Response to staff pages within 15 minutes.

Direct communication with consultants, as needed, in the context of their evaluations of the
patient.

2. Principal Attending Duties (for CDU patients) —

e Principal attending or his/her designee (may include another physician or mid-level under the direct
supervision of the Principal Attending):

(o]

(o]

(o]

Must be readily available to evaluate, render care, and respond to changes in clinical status for
patients after admission to the CDU.

Must be readily available to respond to changes in patient status, testing results, or nursing order
requests.

Must be readily available to respond to pages and calls promptly.

Must use system-approved clinical protocols for patients being observed for conditions within the
defined presentations/diagnoses.

Must comply with payor-accepted observation criteria for admission to the CDU (e.g. InterQual)
and/or document appropriate clinical exceptions.

Must write and/or approve all orders within the system-designated computerized provider order
entry platform if feasible.

May delegate responsibility to other subspecialists for specific orders related to that physician’s
specialty area i.e.: Neurosurgical orders in post-op patients.

Must participate in twice-daily multi-disciplinary rounds with members of Care Management,
Nursing, Respiratory, Pharmacy, and other invited departments

Must evaluate and document patient’s progress against clinical criteria for progression to either
discharge or admission for acute care at minimum 12 hour intervals.
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Please familiarize yourself with the full requirements. These will be enforced, with some minimal variance. There are discussions, for example, that patients admitted after 6pm for observation will need to be evaluated by 8am as opposed to 7am, and that twice daily rounding with the multidisciplinary team is recommended but not required, but once daily rounding with MDR team will be required.  If you feel as a provider that you cannot meet these requirements, it is recommended that you designate a provider or hospitalist group that will provide care for your observation patients. In the event that a provider designates a separate group or provider to care for their observation patients, they are most certainly not denied the ability to round on them, but all orders and process management while in the CDU are to come from only ONE source; they designated and privileged CDU provider, so as to eliminate confusion and promote standardization. Should a patient in observation require admission thereafter or have further change in status, the primary provider will then be expected to reassume care, unless and arrangement has been made otherwise, which can occur either on a global or case by case basis. 

In regards to timing, it is expected that all patients admitted to observation are to be seen expeditiously as soon as possible. Ideally, this would be immediately and is expected where circumstances allow. Without exception, however, patients admitted during the day are to be seen on that same day. Patients admitted overnight are expected to be seen by 7am. Regardless, in ALL cases and at ALL times, the provider is to be ‘readily available’ as defined above


Observation Protocols/Order Sets

- Abdominal Pain
- Asthma/COPD Exacerbation

Congestive Heart Failure

- P '
- Atrial Fibrillation neumonis
- CE”UlltIS - Syncope
- Chest pain

Transient Ischemic Attack

-Dehydration/Nausea/Vomiting

Vertigo/Dizziness
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In order to address the top 12 most prevalent conditions for which patients are admitted to CHS under Observation  status, the following documents have been created to standardize care, reduce clinical practice variation, and produce the  optimal outcome for patients.  The forgoing is intended to provide guidance for physicians, nurses, and other practitioners staffing Clinical Decision  Units across the system, and to allow for routinely high quality of care following evidence‐based standards. It is expected  that deviation from these protocols will be justified medically and well documented. 


InterQual® 2019 Physician Admission Guide

This document identifies key clinical differenfiators between the Observation and Acute levels of care for clinical conditions in

CHANGE

HEALTHCARE

the Acute Adult Criteria. It is intended to serve as a guide to admitting providers to support documentation and decision

making when assigning a level of care.

Conditions Observation (éhrs = and < 48hrs)

Susp/known infection OR MS changes OR GCS 2-14 OR Hx of
abd surg OR vomiting after = 2 antiemetic doses AND imaging
AND NFO AND IVF

Abdominal pain (hon fraumatic)

Acute (> 48hrs)

n/a

Chest pain free/controlled with medication AND SBP = 20 AND
troponin negative AND ECG
normal/unchanged/LBBB/nondiagnostic

Acute Coronary Syndrome (ACS)

NSTEMI AND froponin positive OR unstable angina AND ischemic/paced ECG

Anaphylaxis/allergic reaction Airway patent AND hemodynamically stable after epinephrine
admin AND = 2 epinephrine doses needed/Hx of biphasic

reaction AND antihistamine/corticosteroid

Impending intubation OR mechanical ventilation OR NIPPV OR nebulizer/inhaler g 1-2
hr/continuous

Anemia, unknown etiology Hect 18-25%/Hb 6.0-8.3 g/dL AND age < é5 OR asymptomatic

OR non vit K oral anticoagulant

Het < 18%/Hb < 6.0 g/dL OR Hect < 25%/Hb < 8.3 g/dL AND age = 65 yrs OR Hct <
30%/Hb < 10.0 g/dL AND dyspnea OR orthostatic HTN OR presyncope OR syncope

Arrhythmia Afib OR Aflutter AND onset < 48h AND resolved after ibutilide Abnormal ECG AND syncope OR Afib or Aflutter sustained after Rx OR ICD and

OR sustained after Rx and intervention/anti arrhythmic planned repetitive shocks OR supraventricular/wide complex/ventricular tachycardia OR
bradycardia/junctional rhythm/AV block requiring intervention OR suspected drug
toxicity requiring continuous cardiac monitoring (excludes Holter)

Asthma Wheezing AND dyspnea OR HR > 100 OR 02 sat < 96% OR Impending intubation OR wheezing unresolved after ED Rx AND DM with BS 300 OR
PEF/FEV 26-69% OR pulsus paradoxus > 10 mmHg OR use of pheumonia OR Hx of severe exacerbation/intubation/critical care admission OR
accessory muscles AND failed OP Rx/failed ED Rx of = 3 short- pneumonia OR difficulty perceiving severity of asthma OR mental ilness OR substance
acting beta-agonist and ipratropium OR = 2 short-acting beta- use disorder
agonist and ipratropium if pregnant

Cellulitis Animal/human bite of face/hand OR Divt and BS > 300 mg/dL Immunocompromised OR located over a prosthesis/implanted device OR orbital
OR failed OP anti-infective OR peri-orbital OR purpura OR
petechicae OR > 10% BSA OR > 50% limb or torso OR systemic
symptom/finding

COPD Dyspnea AND = 3 doses shorf-acting beta-agonist AND 02sat 90-  Impending intubation OR ©O2 = 40% OR NIPPY OR mechanical venfilation OR dyspnea

91% OR arterial Po2 56-60 mmHg OR Pco? 41-44 mmHg OR work
of breathing

AND = 3 doses shorf-acting beta-agonist AND 02sat < 89% OR arterial Po2 < 55 mmHg
and pH > 7.45 OR Pco2 > 45 mmHg and pH < 7.35 OR use of accessory respiratory
muscles or paradoxical chest wall movements or working of breathing or risk factor for
respiratory failure (e.q., cor pulmonale, cancer, pneumonia, DM, home O2, Class il or
IV HF).

Deep vein thrombosis (DVT) DVT by US AND medication teaching

DVT by US AND bilateral OR creatinine clearance < 30 mL/min OR plt < 75,000/cu.mm
OR susp HIT OR HIT by Hx OR risk for fall OR pregnant OR coagulopathy OR previous
VTE OR active cancer OR liver disease OR recent sfroke/surgery/trauma OR BMI >
35kg/m2 OR immobilization OR home unsafe OR patient/caregiver unable to manage
care.

Orthostatic hypotension OR Na > 150 mEg/L OR urine SG > 1.030
OR Cr 1.5-3 mg/dL OR BUN 25-45 mg/dL OR IV fluids OR vomiting
after = 2 antiemetic doses OR HR > 100 OR MS changes OR GCS
9-14

Dehydration or gastroenterifis

Failed Cbservation Rx AND vomiting OR diarrhea OR inadequate oral intake OR Na =
150 mEqg/L AND advancing diet as folerated OR anfiemetic = 3x/24/h OR serotonin
antagonist = 2x/24h OR IV fluids

Diabetic ketoacidosis [DKA) n/a

pH < 7.35 AND BS > 250 mg/dL AND ketones posifive AND serum HCO3 or CO2 < 18
mEg/L



Presenter
Presentation Notes
These next two slides represent the latest guidelines from interqual regarding level of care determinations for common diagnoses. I would ask that all providers and groups become well versed in the criteria here, and referring to them frequently when decisions are being made. Failure to meet these criteria are certain to be denied. Also, I would advise that these are minimum criteria, and that, in some instances, even if observation criteria can be met, it may not necessarily require hospitalization. A way of thinking of this is that a patient needs to meet these criteria to be considered for further evaluation in the hospital, but not all patients that these criteria may need to be in the hospital. AN example would be the ill patient who is coming from a home hospice. IN the case of anemia here, patients with chronic anemia that can be proven with hemodynamic stability may not need to be brought in. This is where professional opinions can matter, so long as documentation can reflect the decision making. 


Conditions
Gl bleeding

Observation (6hrs > and < 48hrs)
Het 2 30%/Hb 2 10 g/dL AND plt = 60,000/cu.mm

Acute (> 48hrs)

Hemodynamic instability OR Het < 30%/Hb < 10 g/dL AND plt < 60,000/cu.mm OR plt >
1,000,000/cu.mm OR PT/PTT =2 1.5 ULN CR INE > 2 OR HR 100 - 120 OR MS changes OR
GCS 9-14 OR orthostatic HTN OR presyncope OR syncope OR non vit K anticoagulant

Heart failure (HF)

Failed OP mgt OR volume overoad OR dyspnea after= 1
diurefic dose and O2 sat 89-21% OR MS changes OR GCS 9-14
OR HR 100-120 OR BUN > 1.5%x ULN OR Cr > 1.5x ULN OR normal
LV function

Impending infubation OR NIPPY OR mechanical ventilation OR ECMO/ECLS OR VAD

OR vasoactive/inotrope OR amrhythmia OR dyspnea after = 1 diuretic dose and 02sat
< 89% OR dyspnea and stable angina OR CKD OR COFPD OR DM OR pneumonia OR

mental illness OR substance use disorder OR Na < 130 mEQ/L

Hypertension [HTN)

SBP = 180 mmHg/DBP > 120 mmHg AND no evidence of end-
organ damage AND history of HF/stroke/TIA/stable angina AND
asymptomatic

SBP = 180 mmHg/DBP = 120 mmHg AND acute kidney injury OR HF OR aortic aneurysm
OR aortic dissection OR hypertensive encephalopathy OR symptomatic

Hypertensive disorders of
pregnancy

Gestation = 20 weeks AND SBP 140 - 159 mmHg/DBP 20 - 109
mmHg AND FHR monitoring AND US assessment

SBP =z 1460 mmHg/DBP = 110 mmHg and anti HTN Bx OR HELLP OR preeclampsica

Migraine

Failed OP treatment OR incapacitating/intractable OR focal
neurological finding AND analgesic/anti-migraine agent =
2x/24h OR dihydroergotamine (DHE) and antfiemetic

n/fa

Nephrolithiasis (kidney stones)

Renal calculus w/o obstruction by imaging AND analgesic = 2
doses AND IVF

Obstruction by imaging AND nephrostomy planned CR urinary catheterization
necessary and Cr > 1.8 mg/Dl

Hypoglycemia

BS < 70 mg/L AND 50% glucose bolus x2 AND monitoring 4x/24h
OR caregiver unavailable and £ 12h since hypoglycemia
corrected

BS < 70 mg/L AND obtundation OR coma OR seizure OR stupor OR GCS=8

Prneumonia

Confirmed by imaging AND O2 sat 89-91% AND one CURB-65
criterion (confusion or BUN > 19.6 mg/dL or RR = 30/min or age =
65) OR failed outpatient Rx

Impending infubation OR NIPPY OR mechanical ventilation OR ECMO/ECLS OR O2 =
40% OR pneumonia by imaging AND O2 saf < 89% OR arterial Fo2 < 56 mmHg OR
Pco2 = 45 mmHg and pH 2 7.31 OR empyema OR 2 2 lobes OR O2 sat 89-91% and
Class lll/1V COPD/HF/mental iliness/substance use disorder OR two CURB-65 criteria
(confusion or BUN > 19.6 mg/dL or RR = 30/min or age = 65) OR lung abscess OR
susp/known sepsis OR necrotizing OR pregnant and T = 99.4°F

Pulmonary embolism (PE)

PE by imaging AND age = 80 AND HE < 110 AND no cancer AND
no chronic lung disease AND no HF AND not pregnant AND O2
sat = 90% AND SBP = 100

Impending infubation OR thrombolysis planned OR ©2 = 40% AND O2 sat < 89% OR
NIPPY OR mechanical ventilation OR PE by imaging AND abnormal biomarkers OR
pregnant CR HIT OR age » 80 OR chronic lung disease OR HR > 110 OR
HF/malignancy requiring Rx

Pyelonephritis/UTI

T > normal AND pain AND ufa positive AND failed OF anti-
infective OR vomiting/severe pain after Rx

T > normal AND pain AND u/a positive OR MS changes OR GCS 9-14 OR
immunocompromised OR age = 75 OR = 24 wks gestation OR urinary stent OR urinary
tract obstruction

Stroke Prior stroke with neurological deficit exacerbation Acute ischemic OR hemorrhagic stroke
Syncope During exertion OR palpitations prior OR aortic stenosis OR EF < Long QT syndrome
35% OR CAD OR Ml w/in last 6 mos OR new systfolic murmur
TIA Neurclogical deficit resolved/resclving AND carotid stenosis OR Neurclogical deficit resolved/resolving AND angurysm OR cardiac fumor OR cardiac

prior stroke OR suspected embolic source

mass OR crescendo TIA OR endocardial vegetation
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Similarly here, the 65 year old patient with pneumonia who is saturating well and afebrile may not require observation so long as proper documentation can reflect that adequate follow up has been made and the proper discussions were had. These new criteria show that many of our old habits with diagnoses would not meet the scrutiny of current guidelines. Syncope, for example, a very common observation diagnosis, has relatively stringent criteria for observation. 


Abdominal Pain Atrial Fibrillation
Stanford Health Care (Epic 2017), Rochester Regional Health (Epic 2017) References: Mercy Health - OH (fka Catholic Health Partners) (Epic 2017), Community Health Network (Epic 2017),

_ Lancaster General Health (Epic August 2018), Lee Health (Epic 2018), Rochester Regional Health (Epic 2017)
Champions: Dr. Ralabate, Dr. Camaro

Champions: Dr. A. Herle

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide _ . =
Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria
Discharge Home Disposition Criteria
o Painand/ or tenderness resolved or significantly improved Discharge Home
»  vital signs acceptable o Patient converts and remains in NSR for over one hour
¢ No diagnosis requiring hospitalization o Negative diagnostic testing
o Stable condition
Admit to Acute o Discuss home medication therapy with cardiologist
¢ Persistent vomiting Admit to Acute
¢  Pain not resolving or worsening o Failure to maintain control of rate under 100
¢ Unstable vital signs o Positive diagnostic testing (as indicated for MI, PE, CHF, etc.)
+ Clinical condition or positive testing that merits hospitalization o Unstable condition

s Surgical abdomen
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Presentation Notes
On a system level, diagnosis specific champions were nominated to develop criteria and order sets to guide the decision making in regards to common diagnoses in hopes of standardization and streamlining the decision making process, and we thank them for their input. In this instance for example, Drs. Ralabate and Camara helped develop the abdominal pain protocol, where Dr. Herle was involved in the atrial fibrillation protocol The next several slides are meant to introduce you to the guidelines and order sets developed and agreed upon by these experts. These are presented to serve as an introduction, though they are available for download for full review via the links at the end of this presentation. 

In all of these diagnoses, referring back to the previous Interqual guidelines will provide initial disposition criteria for either discharge home, observation or full admission. Thereafter, the series of order sets and disposition criteria listed have been developed in hopes of standardizing the hospital management and throughput. 

I will reference, again, that, once a patient is agreed upon into observation, early recognition of when a patient should be changed into admission is critical. Considerations are listed under the Disposition criteria. The sooner we can identify and transition qualifying observation patients into admission, our metrics will improve significantly. 


() catholic Healthsystem

{{)}* Catholic Health System

0 SISTERS OF CHARITY HOSPITAL » Bufflo, WY O SISTERS D-FWTV HOGPITAL ST JOSEPH Camgus - Cheeklowaga, NY
L) KENMORE MERCY HOSPITAL - enmere, NY [ MERCY HOSPITAL- Bufalo, Ky O MERCY HOSPITAL Orchard Park division + Orchard Park, MY

O SISTERS OF CHARITY HOSPITAL « Buffaln, NY O SISTERS OF CHARITY HOSPITAL ST JOSEPH Campus » Cheakiowaga, NY
O KENMORE MERCY HOSPITAL « Kenmore, NY O MERCY HOSPITAL » Buffalo, WY O MERCY MOSPITAL Orchard Park division » Qrshard Park, Wy

Allergies & Sensitivities:
[ No Known Allergles {indizates automatic order. Prescriber to draw line through orders te discontinue)

Allergies & Sensitivities:
O No Known Allergies (Indicates automatic order. Prescriber to draw line through crders to discontinue)

Abdominal Pain Observation Orders Page 1 of 1

Atrial Fibrillation Observation Order Page1of1

Authorization Is hereby given to dispense the generieftherapeutic equivalent unless otherwlse indicated by the preseribar

Authorization is hereby given to dispense the genericftherapeutic equivalent unless otherwise indicated by the prescriber

DATE: [ TihE: \ PRESCRIBER ORDERS

DATE: [ TIME: | PRESCRIBER ORDERS

Check In: B/ No Procedure - Referred as ObsarvatoniCutpatient

Location: Diagnosis/Reason for Admission: O

Admitting Physicizn:

Q Consults:

3O sdvance Dirsctives:

& Natify MD if: BP less than 50mmbMg or greater than 170mmHg, HR less than $0/min or greater than 120/min,
RR greater than Z4fmin, SP02 less than 92%, Temp less than 95°F or greater than 107°F

ACTIVITY:
El OO0B ad lib O Ambulate wilh assislance 0 Bathroom privieges

DIET:
B Regulsr 0 Other:

NURSING ASSESSMENTS/INTERVENTIONS

T Vilal Signe every 4 hours x 24 howrg, than every 8 hours

B If patient unable 1o void in B hours, ulilize bladder scannar o delenmine rasidusl. IF residual greater than 250mil call providar

B Record | & O every 8 hours

= Ealine trap

O Gz 2 L nasal canmuda for chesl pain/S0Bior pulse oximeter balow 82%. May titrate oxygen o maintsin O2 sat greater than 94% by

1 literfmin. Woilfy Provider if literfmin adjusiment is needed.

Labs: if not already done in ED.

& GCBC with diff B BMP & CMP E Serum Amylase [ Serum Magnesium & Serum Lipase
B CBC with diff am next day

& CMP am nexl day

DHagnostics:

¥ CT Abdomen and Pelvis with contrast [V only 0 CT of Akdomen and Pehis without contrast
O Chesl x-ray O Abdominal x-ray

O Pslvic Sonogram

Check In: [1 No Procedure - Referred as Observation/Outpatient
Location: DiagnosisiReason for Admission: U Atrial Fibrillation
Adritting Physicran:
ATelemelry 0 Remots Telametry (except st BMH}  FIOH Talematry far lestprocaduss
B Initial Tetemetry - discontinue in 24 Hours
O Cesnaults:
O Advance Directives: - .
B Notify MD if: BP less than 90mmHg or greater than T70mmHg, HR less than 50/min or greater than 120/min,
RR greater than 24/min, 3P0z less than 82¥%, Temp less than 35°F or greater fhan 101°F
CONSIDER DISCHARGE IF: Rate controlled (HR = 110), NO GHF, No evidence of ischemia, asymptomatic
CONSIDER ADMISSIOMN/FURTHER MAGNOSTIC WORK-UP IF: HR > 110, evidence of CHF, evidence of ischemia or SOB
ACTIVITY:
¥ Bathroom privileges 0 O0Bad ib O Ambulate with Assislance
DIET:
@ Low Fat lew cholesterol 3J Regular O Other
MURSING ASSESSMENTS/INTERVENTIONS
B Vital Signe every 4 hows x 24 hours, then gvery § howrs
| & O every 8 hours
B Oz 2 L nasal cannula for chest pain'SOB/or pulse mdmeter below 82%
2 May litrale oxygen lo mainiain o2 sal greater lhan 92% by 1 [termin, Nolfy Provider If dliter/min ad|usiment is needesd
& Saline lrap
Labs: If not already done in ED.
®  Fasting lipid proflie & FTIPTT/INR
& CMP

MEDICATIONS:

0O Acstaminoghen (Tylenol} 850 mg PO every 4 hours PRN for mikd pain

O Owycedone Immediate-release 5 mg PO avery 3 hours PRN Moderale pain
O Owycodone Immediate-releass 10 mg PO every 3 hours PRN Moderais pain
O Tramadol {Ulram) 50 mg PO every § hours PRM for Moderate pain

O Hydromomhops {Dilawdid) 1 mg IV evary 2 hours PRN Severe pain

O Hydrormorphane {Dilaudid) 2 mg [V every £ houre PRM Sewore pain

¥ Famaotidine 20 mg [V g 12 hours

Venous Thremboembelism Precautions: (VTE) (Must select at least ona)
Q1 Patient Lew Rigk for VTE - Ne Prophylaxls

0 Patient anticoaguistion indtiated

Q1 Sequential Compression Davice

1 Enoxaparin {Lovemox) 40 mg subcutanecusly daily

Q Heparin 5,000 units subculaneously every 8 hours

0 Heparin 5,000 units subculaneously aviry 12 hours

& Diher
O %TE Pharmacalogical Prophyiaxis Contraindicated:
.. Please documant reason:

Prescriber Signature:

B CBC with diff
B BNP ¥ Cardiac Markars: Troponin |, draw baseline stat, repeat in 90 minwtes, repest 2 hours
& Magnesium B TSH
Diagnostics:
& Repeal EKG if change in riwthm B Chesl xsay
MEDICATIONS:
3 Meatoprolel Tartratz 5 mg IV x 1 dose
QO Candiazem dripat_______ mg per hour
i Lanoxin mg
U Metoprolel Tarrats g PO BID
3 Cardiazem mg PQ evary hours
O Agpirin mg PO daily
MNote: Evaluate for anticoagulation and order if indicated
=]

Vengus Thromboembollsm Precaulions: (WTE] (Musi select al least one)
0O Palient Low Risk for WTE - Mo Prophylaxis

O Patiant anticoagulation initiated

0 Ssquentizl Comprassion Device

O Enexaparin (Lovenox) 40 mg subcutaneously daily

0O Heparin 5,000 units subcLtansously svery 8 hours

0 Heparln 5,000 units subcutanaously every 12 hours

O Other

0 VTE Phammacological Prophylaxs Contraindicatad:
_ Please docurentreason:

Prescriber Signature:

—Mb
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Presentation Notes
Order sets have been generated for all of the core diagnoses, and an example is listed here. Observation providers are required to use the appropriate order sets as opposed to blank sets or generic orders. These order sets will be available on the CHS server, but it is expected that the Soarian versions will be used exclusively unless system issues arise where backup plans are initiated. I would recommend you familiarize yourselves with what is available and required. Further, links are provided at the end of this presentation to direct you to the full, clean set of order sets. 


@sthma & COPD Exacerbation Cellulitis

Iz{eﬂlarer(;ceEs: Frgl(l)(iljcag M?Siglhmifhoéour Ea@y;?:lthfyster?& Inlih(EE?lc 22001187)’ Denmark Capital Region & Region References: Bayhealth Medical Center (Epic 2017), The Queen's Health Systems (Epic 2017), Lancaster General Health
ealand (Epic ), Stanford Hea are (Epic ), Tower Health (Epic ) (Epic August 2018), Mount Sinai Health System (Epic 2017), Stanford Health Care (Epic 2017)

CHS Champloris: DriJamas Fitzpateick, Df-Norman: Steir Champions: Dr. Thomas Raab, Dr. Thomas Cumbo, Dr. Kevin Shiley

Risk Scoring Tool

10 If FEV available: Severe FEV 30%-49%

20 If FEV available: Very Severe FEV less than 30% Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

20 If FEV not available: If severe limitation of activities by history

30 Age = 65

10 If on oral steroids Orders . i

10 If on antibiotics from past week * Adml_t e ?bsewatlon
Documented Co-morbidities: : S:SZII::LTEEE’#E&?}P &

12 I;Tle_lonlasm Diltiazem 100 mg /190 ml IV infusion at ___ mg/hr

i ¢ DVT Prophylaxis Protocol

10 Previous stroke ¢ If Lactate in ED greater than 2 mmol/L, repeat Lactic Acid within 3 hours

10 Renal failure ¢ Notify physician immediately for:
Physical Findings post Treatment in ED: o Spreading erythema >4 cmin 4 hours,

20 Altered mental status o Progressive local pain,

20 Respiratory rate >= 30 /min o Resprate > 25,

20 Use of accessory muscles o temperature greater than 101.3,

30 Abdominal paradox o urinary output less than 30ml/hr,

10 Poor air entry (tight) o systolic BP less than 90 or greater than 160,

20 Temperature < 96.8°F (36.0C) or >= 101°F (38.3C) o diastolic BP less than 60 or greater than 110

10 Prlse fate >— 120 /min e Mark edges of cellulitis with indelible marker to monitor progression

10 No improvement in peak flow ¢  Wound culture and sensitivity if suspected source apparent, prior to antibiotics
Dotamented Lab md Badilogy: e If no penicillin a}lergy or nc;n-severe allergy:

5 ABG-pCO3 =45 and ph <730 o Cefazolin 2 grams intravenous, EVERY 8 HOURS

1 Leukocytosis e For severe Beta lactam allergy:

. o clindamycin (CLEOCIN) IVPB 600, intravenous, EVERY 8 HOURS

2 BEG: Change:(fa RV stmatnior New KBHE) ¢ |F history of IV drug abuse or MRSA Add:

Al New Infiltrate on Chest X-Ray o vancomycin (VANCOCIN) 1 gm IV x 1, then Pharmacy to dose

20 PO2 < 55mmHg or SPO2 < 88% on 2L of oxygen o vancomycin (VANCOCIN) 1.5 gm IV x 1; if patient >= 80kg, then Pharmacy to dose

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Disposition Criteria Discharge Home

Discharge Home

(Patient to be discharged on steroids, nebs, with follow-up and smoking cessation) o Improvement or no progression of cellulitis
o Acceptable Vital Signs after ambulation (if able) o Improved and good clinical condition (ie. No fever, good vital signs) for 8 hrs.
o Patient is at baseline with previous 02 requirements (or Pulse Ox >95% on RA if baseline unknown) o Able to perform cellulitis care at home and take oral medications
o Resolution of bronchospasm or return to baseline status Admit to Acute

Admit to Acute o Increase in skin involvement

- o Progressive deterioration in clinical status or Vital Signs — o Clinical condition worse or not better (i.e. rising temp, poor vitals) —

o Failure to resolve exacerbation within 18 hours using scoring criteria o Unable to take oral medications
o Hypercarbia or respiratory acidosis o Unable to care for wound at home, home care unavailable

11
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Presentation Notes
The next several slides continue to show what has been devised by the chosen leaders for the specific diagnoses for your review. 


hest Pain
References: The Queen's Health Systems (Epic 2017), Penn Medicine (Epic 2017), Lancaster General Health (Epic August
2018), Franciscan Missionaries of Our Lady Health System, Inc. (Epic 2018), Kettering Health Network (Epic 2017),

Stanford Health Care (Epic 2017)

Champions: Dr. A. Herle

Inclusion and Exclusion Criteria STRESS TESTING DECISION TREE:
SUGGESTED INTERPRETATION and GUIDANCE: High-Sensitivity Cardiac Troponin Test (hs-cTnT) 12.Lesd EKG 1
Normal | ABNORMAL
Suspected Cardiac
Chest Pain v A4
[
—I Can Patient exercise? I YEs | Paceror LBBB? |
¢ * v * i Yes NO NO
Ohr < 15 pg/mL Ohr AND 90 min Ohr OR 90 min > 64 Ohr AND 90 Ohr > 64 pg/mL
~15 but <64 pg/mL AND A < 15 min >15 but AND 90min A | I Can Patient exercise? |
I pg/mL and A< pg/mL <64 pg/mL and > 15 pg/mL _| Exercise Stress Test ] NO
15pg/mL A > 15pg/mL I Nondiagnostic YES
Rule Out | POSITIVE
¥ - Nondiagnostic i ;sw — Negative
T 90 min v - E Hi=
+ Cardiology Consult
< 15pg/mL Rule In + Notify PCP
>15pg/mL POSITIVE
v
[ ]‘_
) N _ﬁ Negaﬂve I e T
Admit to o Admit ACSET
Chest Pain - POSITIVE
Observation
. Cardiology Consult

Disposition Criteria

Discharge Home
o High-Sensitivity cardiac troponin test (hs-cTnT) ruling out, as above
o Acceptable Vital, stable symptoms, no serious cause of symptoms identified
o Normal serial cardiac markers and EKGs
o Negative provocative test or cardiac imaging for ACS — no ischemic or reversible defects identified.
o CDU or personal physician discretion

Admit to Acute
o Unstable Vitals
o Positive cardiac markers or EKGs, as above
o Positive provocative test — ischemic or reversible perfusion defect
o Serious alternative diagnosis, e.g. PE, aortic dissection



Presenter
Presentation Notes
Chest pain remains a diagnosis where we can realize significant effect. The advent of the new troponin assays will be reviewed separately. The algorithms here represent the ideal process we are hoping to attain.  Keys here are recognizing which low risk patients could be considered for discharge from the ED to have further outpatient testing, and which types of testing, when needed, are recommended. Correct choices in testing will lead to less stress exerted on the cardiac testing and radiology staff, and less time waiting for reports to be generated.  Further, the avoidance of unnecessary cardiology consults will also lead to improved disposition times. 


Dehydration / Vomiting / Diarrhea
Eisenhower Health (Epic 2017), North Memorial Health (Epic August 2018), Mercy Health - OH (fka Catholic Health

Partners) (Epic 2017), University of Mississippi Medical Center (Epic 2015)

Champions: Dr. Ralabate

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Heart Failure Exacerbation
DiSpOSition Criteria References: Mercy Health - OH (fka Catholic Health Partners), Lancaster General Health (Epic August 2018), University of
California San Diego (Epic 2018) » SmartSet/Order Set
Discharge HiBHE Champions: Dr. A. Herle
o Acceptable vital signs
¢ Resolution of symptoms, able to tolerate oral fluids

: Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide
o Normal electrolytes (if done)

. Disposition Criteria
Admit to Acute €
¢ Unstable vital signs Discharge Home
e Associated cause found requiring hospitalization e Subjective m"fprov_ement— no chest p.?m, orthopnea, or exertional dyspnea above ba.sellne
bill | | fluid e Acceptable vital signs (02 sat at baseline or >94%, RR <20HR<100, SBP >100 or baseline,).
¢ Inabi ity to tolerate oral fluids e Negative serial ECGs and cardiac markers, good electrolytes, acceptable echo if done
¢ Evidence of adequate diuresis — 1L urine, decrease in weight, decrease in JVD
e CHF discharge checklist (ACEi, B-blocker, HF/ diet/ smoking education, close followup)

Admit to acute
¢ New ischemic EKG changes, arrhythmia, cardiac markers, or evidence of cardiac ischemia
e Lack of improvement after 2 doses of diuretic in observation
e Persistent hypoxia, rales, dyspnea
¢ Need for Inotropes
Poor response to therapy - Failure to improve subjectively
s Poor home support
¢ Physician judgment




Pneumonia
References: Johns Hopkins Medicine (Epic 2017), Stanford Health Care (Epic 2017), UC Health (Epic 2017)

Champions: Dr. Cumbo, Dr. Shiley, Dr. Raab

CURB-65 Pneumonia Severity Scoring

Symptom Points
Confusion 1
BUN > 19 mg/dL 1
Respiratory Rate >= 30 1
SBP < 90 mmHg, DBP =< 60 mmHg 1 e Patient not subjectively improved enough to go home
Age >= 65 1 e Lack of clinical pro_gress or clinical det_erioration.
e Unable to safely discharge for outpatient management

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home

e Subjective and clinical improvement during CDU stay
e Acceptable vital signs during observation period
e Patient able to tolerate oral medications and diet
¢ Physician discretion
Admit to Acute

e Patient not subjectively improved enough to go home
e Lack of clinical progress or clinical deterioration.
e Unable to safely discharge for outpatient management



Presenter
Presentation Notes
Frequent reference to CURB-65 criteria are made in the Interqual guidelines, and, as we are all aware, this has been an effective risk stratification tool for pneumonia severity that bears revisiting. 


Syncope

References: Stanford Health Care (Epic 2017), Franciscan Missionaries of Our Lady Health System, Inc. (Epic 2018),
University of California San Diego (Epic 2018)

Champions: Dr. A. Herle

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home
¢ Benign CDU course, stahle vital signs
¢ No arrhythmia documented on review of cardiac monitor history screens
¢ Acceptable home environment
¢ Follow up with possible, Holter event monitor PRN

Admit to Acute
s Deterioration of clinical course
¢ Significant testing abnormalities
¢ Unsafe home environment

Algorithm representing the emergency department approach to an adult patient with syncope

Syncope or Not?

(]

[ Diagnosis established? I

Yes No (eg, selzure, stroke
head trauma, other)
1 \
ED evalsation l Approprinte management ]
-History
-Examination
-ECG

Yes

¥

| Syncope with clear cause i

L]

| Unexplalned syncope |

L]

I Risk stratification |

| ngh. risk I
Y

Low risk and
asymptomatic

Appropriate management;

Adnmussion

| Likely discharge I

Admission for
evaluation and
cardiac monitoring

Discharge with
follow up

Y

Cardlac syncope
Arrhythmia
Myocardlal infarction
Valvular heart disease
Pericordial effusion
Pulmonary embolism
Neurologic syncope
Subarachnoid hemorrhage
Subclavian steal syndrome
Transient lschemic attack
Significant hemorrhage
GI bleed
Trauma
Ruptured spleen
Ruptured ectaplec pregnancy
Ruptured ovarian cyst

Neuracardiogenic
Vasomotor syncope
Carotid hypersensitivity
Situational syncope

Medication related

Orthostatic hypotension

High risk criteria

Abnarmal ECG

History of cardiac disease,
especially presence of
heart fallure

Persistently low blood pressure
{systolic <90 mmHg)

Shortness of breath with
event or during evaluation

Hematocrit <30 (if obtaned)

Qlder age and assoclated
comorbidilies

Family history of sudden
cardiac death
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Presentation Notes
Syncope remains a high volume observation diagnosis as well. This algorithmic approach has been developed and helps to clearly stratify the risk of syncope, which is largely based on an accurate history. A great deal of unnecessary and wasteful testing can occur if we allow ourselves to use a blanket approach. Rather, we should manage our resources more effectively in reserving inpatient and observation diagnostic testing for those patients who present with high risk criteria or serious associated diagnoses. 


Transient Ischemic Attack
References: Oregon Health & Science University (Epic 2014), North Memorial Health (Epic August 2018), Mount Sinai
Health System (Epic 2017), UC Health (Epic 2017)

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home
¢ No recurrent deficits, negative workup
¢ Clinically stable for discharge home (on Asa — 81mg/day)
¢ Physician judgment

Admit to Acute Care
¢ Recurrent symptoms / deficit
¢ Evidence of treatable vascular disease - ie >50% stenosis of neck vessels
+ Evidence of embolic source requiring treatment (ie heparin / coumadin) - ie mural thrombus, Paroxysmal atrial
fibrillation
¢ Unable to complete workup or safely discharge patient within timeframe

Dizziness/Vertigo
References: Spectrum Health (Epic 2017), Allina Health System (Epic 2017), Johns Hopkins Medicine (Epic 2017), Edward-
Elmhurst Healthcare (Epic 2018)

Champions: Dr. Dofitas, Dr. Babu

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home
o  Symptom improvement, ability to ambulate
¢ No recurrent deficits, negative workup
o Clinically stable for discharge home (on Asa —81m;
e  Physician judgment

Admit to Acute
Recurrent symptoms / deficit
Evidence of treatable vascular disease - ie >50% stenosis of heck vessels
Evidence of new focal neurologic lesion
Unable to safely discharge patient within 48 hours
o daily scheduled



Buffalo Mercy — Dr. Thomas Raab

Sisters/St. Joseph’s— Dr. Norman Sfeir

Mt. St. Mary’s — Dr. Thomas Cumbo, Jr.

Kenmore Mercy — Dr. Eric Koch
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Presentation Notes
For further issues or concerns that may not have been addressed satisfactorily within this framework, I would direct you to your local site leaders as listed here. Net learning will also be coming for staff to review. There are certain to be growing pains and ongoing discussions, all with the intention of providing better standardized care to our patients while improving system metrics. Any input you may have will be accepted gladly and used to further improve the process. We at Catholic Health are very excited about the potential this initiative provides. We look forward to partnering with all of our providers and associates to realize our goals, and we thank you for your time and consideration. 


Click on the attachment icon (paperclip) on the left
for links to downloadable content:

- Observation Order Sets

- InterQual Criteria

- Attestation Page @~ -
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Presentation Notes
The following links will direct you to sites for further independent review of the criteria and order sets. I would recommend you download them and keep them where they are readily accessible for reference. Further, you will need to print out and sign the attestation page and return to your local Medical Staff office.
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Purpose

In order to address the top 12 most prevalence conditions for which patients are admitted to CHS under Observation
status, the following document has been created to standardize care, reduce clinical practice variation, and produce the
optimal outcome for patients.

The forgoing is intended to provide guidance for physicians, nurses, and other practitioners staffing Clinical Decision
Units across the system, and to allow for routinely high quality of care following evidence-based standards. It is expected
that deviation from these Order Sets will be justified medically and well documented.

Chart 1 displays by percentage of patients, the top diagnosis makeup of the observation population for CHS.
Chart 2 displays the percentage of patients that convert from observation status to inpatient status by diagnosis.

Chart 3 lists the top diagnosis for observation patients by site.

CHS Top Diagnosis for Observation Cases System Categories for cases that flipped from Obs to IP
. . o . ) N e s " 0% 1% 2% 3% 4% 5% 6% 7% 8% 9%
Chest Pain Chest Pain
Syncope Syncope
Other Pain Heart Failure
COPD/Asthma

COPD/Asthma

Dizzin: ddiness
Dehydration/Vomiting/Diarrhea Pheumonia
Weakness
. Weakness
Gastrointestinal Disorder
Transient Ischemic Attack Other Pain
Atrial Fibrillation Sepsis, Unidentified Organism

Altered Mental Status
Urinary Tract Infection

Heart Failure
Seizures Dehydration or Vomiting or Diarrhea
Abdominal Pain Hemorrhage
Anemia
Alcohol Dependence Cellulitis
Others Shortness of Breath
Chart 1 Chart 2
BMH KMH SCH SIH MSM

Chest Pain 38%|Chest Pain 34%| Chest Pain 34% | Chest Pain 34%|Chest Pain 28%
Syncope 8%)|Alcohol Dependence 6%|Syncope 7%| Syncope 8%)|Syncope 7%
Other Pain 3%|Syncope 5%| Other Pain 4% Other Pain A% | Transient |schemic Attack 6%
Weakness 2%|Other Pain 3%|Pretem Labor Without Delivery, 3rd Trit 3% [ Anemia 3%|Dizziness and Giddiness 3%
Dizziness and Giddiness 2% | Other Malaise 3%|Dehydration or Vo miting or Diarrhea 2%)| Gastrointestinal Disorder 2%|Gastrointestinal Disorder 3%
Altered Mental Status 2%|Dehydration or Vomiting or Dia  3%|Heart Failure 2%)| Dizziness and Giddiness 2%|Other Pain 2%
Seizures 2%|Transient |schemic Attack 2%|Gastrointestinal Disorder 2%)| Dehydration or Vomitingor Dian  2%|Weakness 2%
Abdominal Pain 2%|Dizziness and Giddiness 2%| Atrial Fibrillation 2%| Urinary Tract Infection 2%|Heart Failure 2%
Gastrointestinal Disorder 2%|Gastrointestinal Disorder 2%|Hypertensive urgency 2%| Transient Ischemic Attack 2%|Urinary Tract Infection 2%
Dehydration or Vomiting or Dia  2%|All Others 42%|Dizziness and Giddiness 2% | All Others 43%| Atrial Fibrillation 2%
Atrial Fibrillation 2% Anemia 2% Seizures 2%
All Others 36% All Others A% Dehydration or Vomiting or Dia 2%
All Others A0%

Chart 3





InterQual® 2019 Physician Admission Guide CHANGE
This document identifies key clinical differentiators between the Observation and Acute levels of care for clinical conditions in HEALTHCARE
the Acute Adult Criteria. It is intended to serve as a guide to admifting providers to support documentation and decision

making when assigning a level of care.

Conditions Observation (&hrs > and < 48hrs) Acute (> 48hrs)

Abdominal pain (non fravmafic) Suspfknown infection OR M3 changes COR &CS 9-14 OR Hx of nfa
abd surg OR vemiting after = 2 anfiemetic doses AND imaging
AND NPO AND IVF

Acute Coronary Syndrome [ACS) Chest pain free/conirolled with medication AND 3BP = 0 AND NETEMI AND troponin positive OR unstable angina AND ischemic/poced ECG
troponin negative AND ECG
normalfunchanged/LBBE/nondiagnosfic

Anaphylaxis/allergic reacfion Airway pafent AND hemodynamically stable after epinephrine Impending infubation OR mechanical ventilafion OR NIPPY OR nebulizerfinhaler g 1-2
admin AMD = 2 epinephrine doses needed/Hx of biphasic hr/confinuous
reaction AND anfihistamine/corticosteroid
Anemia, unknown eficlogy Hect 18-25%/HE §.0-8.3 g/dL AND age = 45 OR asymptomatic Het = 18%/HE < 4.0 g/dL OR Het = 25%/Hb < 8.3 g/dL AND age =2 45 yrs OR Hot =
OR non vit K oral anticoagulant 30%/Hb = 10.0 g/dL AND dyspnea OR orthostatic HTH OR presyncope OR syncope
Arhythmia Afib OR Aflutfer AND onset = 48h AND resolved after ibutilide Abnormal ECG AND syncope OR Afib or Aflutter sustained affer Rx OR ICD and

OR sustained after Rx and intervention/antfi arrhythmic planned repetifive shocks OR supraveniricularfwide complex/veniricular tachycardia OR
bradycardia/junctional rhythm/AY block requiring intervention OR suspected dug
toxicity reguiring confinuous cardiac moniforing (excludes Holter)

Asthma Wheezing AMD dyspnea OR HR = 100 OR 02 sat = #6% OR Impending infubation OR wheezing unresolved after ED Rx AND DM with B3 300 OR
PEF/FEY 2&-69% OR pulsus paradoxus = 10 mmHg OR use of prneumonia OF Hx of severe exacerbationfintubation/critical care admission OF
accessory muscles AND failed OF Rx/ffailed ED Ex of = 3 short- pneumonia OR difficulty perceiving seventy of asthma OR mental illness OR substance
acting beta-agenist and ipratropium CR = 2 sher-acting beta- use discrder

agonist and ipratropium if pregnant

Cellulitis Anirmal/human bite of face/hand OR DM and BS = 300 mg/dL Immunocompromised COR located over a prosthesis/implanted device OR orbital
OF failed OF anfi-infective OR pen-orbital OR purpura OR
petechioe OR = 10% BSA OR = 50% limb or torso OR systemic

symptom/finding
COPD Dyspnea AND = 3 doses short-acting beto-agonist AND 02sat ?0-  Impending infubation OR O2 = 40% OR NIPPYV OR mechanical ventilation OF dyspnea
?1% OR arterial Po2 56-60 mmHg OR Pco2 41-44 mmHg OR work  AND = 3 doses short-acting beta-agonist AND 02sat = 8%% OR arferal Po2 = 55 mmHg
of breathing and pH = 7.45 OR Pco = 45 mmHg and pH <= 7.35 OR use of accessory respiratory
muscles or paradoxical chest wall movements or working of breathing or risk factor for
respiratory failure [e.g. cor pulmenale, cancer, pneumenia, DM, home O2, Class lll or
IV HF).
Deep vein thrombosis [DVT) DVT by US AND medication teaching DVT by US AND bilateral OR creatinine clearance < 30 mL/min OR plt = 75.000/cu.mm
OFR susp HIT OF HIT by Hx OR nisk for fall OR pregnant OR coagulopaihy OR previous
WTE OR active cancer OR liver disease OF recent siroke fsurgery/frauma OR BMI =
35kg/m2 OR immeokilizafion OF home unsafe OR patient/caregiver unable to manage
care.
Dehydration or gasiroententis Orthostatic hypotension OR Na = 150 mEQ/L OR urine 3G = 1.030 Failed Ckservation Rx AND vomifing OR diarrhea OR inadeguate oral infake OR Na =

OR Cr 1.5-3 mg/dL OR BUN 25-45 mg/dL ORIV fluids OR vomifing 150 mEqg/L AND advancing diet as folerated CR anfiemetic = 3x/24/h OR serotonin
after =z 2 anfiemetic doses OR HRE = 100 OR M5 changes OR GC5  anfagonist =2 2x/24h CR IV fluids
2-14

Diabefic ketoacidosis [DKA) nfa pH =7.35 AND BS = 250 mg/dL AND ketones positive AND serum HCO3 or CO2 =18
mEg/L

8pINS uoissiwpy ueldisAyd 670z [end4a1u]





Conditions

Gl bleeding

Observation (&hrs = and < 48hrs)
Hect =z 30%/Hp =2 10 gfdL AND plt = 40,000/cu.mm

Acute (> 48hrs)

Hemodynamic instability OF Het < 30%/Hb < 10 g/dL AMD plt = 0,000fcu.mm OE plf >
1,000,000 /cu.mm OR PT/PTT2 1.5 ULN OR INRE = 2 OR HR 100 - 120 OR M3 changes OR
G5 9-14 OR orthostatic HTN OR presyncope OR syncope OF non vit K anficcagulant

Heart failure [HF)

Failed OF mgt OR volume overoad OR dyspnea after 2 1
diuvretic dose and O2 sat 89-21% OR M3 changes OR GCS 7-14
OR HE 100-120 OR BUN = 1.5x ULN OF Cr > 1.5x ULN OR normal
LV funcfion

Impending infubafion OR NIFFV OR mechanical venfilation OR ECMOJECLS OR VAD
OR vasoactive/inotrope OR armhyihmia OR dyspnea afterz 1 divrefic dose and 02sat
= 89% OR dyspnea and stable angina O CKD OR COPD O DM OF pneumonia OR
mental liness OR substance use disorder OR Na < 130 mEQ/L

Hyperension [HTN)

SBPF = 180 mmHg/DBF > 120 mmHg AND no evidence of end-
organ damage AND history of HF/stroke/TIASstable angina AND
asymptomatic

SBP = 180 mmHa//DBF = 120 mmHg ANMD acute kidney injury OR HF OF aorfic aneurysm
OR acric dissection OR hypertensive encephalopathy OR sympiomatic

Hyperensive disorders of
pregnancy

Gestation = 20 weeks AND SBP 140 - 15% mmHg/DBP 90 - 109
mmHg AND FHE monitoring AND US assessment

SBP = 140 mmHg/DBP = 110 mmHg and anii HTN Ex OR HELLF OR preeclampsia

Migraineg

Failed OF treatment OR incapacitating/fintractakble OR focal
neurclogical finding AND analgesic/fanti-migraine agent =
2%/24h OR dihydroergotamine [DHE) and antiemefic

nfa

Nephrolithiasis (kidney stones)

Renal calculus wio obstruction by imaging AND analgesic = 2
doses AND IVF

Obstruction by imaging AND nephrostomy planned OR unnary catheterization
necessary and Cr>= 1.8 mg/DI

Hypoglycemia

BS = 70 mg/L AND 50% glucose bolus x2 AMD monitoring 4x/24h
OR caregiver unavailable and = 12h since hypoglycemia
camrecied

BS = 70 mg/L AND cbtundation OR coma OR seizure OR stupor OR GC5 =8

Pneumaonia

Confirned by imaging AND O2 sat 89-91% AND one CURB-45
criterion [confusion or BUN = 19.4 mg/dL or RR = 30/min or age =
45) OR foiled outpatient Rx

Impending infubafion OR NIPPV OR mechanical venfilation OR ECMOJECLS OR G2 =
40% OF pneumonia by imaging AMD O2 sat < %% OR arterial Po2 < 56 mmHg OR
Poco2 =45 mmHg and pH =2 7.31 OR empyema OR = 2 lobes OR O2 sat 89-%1% and
Class II/IV COPD/HF/mental iiness/substance use disorder OR two CURB-565 criteria
[confusion or BUN = 19.6 ma/dL or RR = 30/min or age = 45) OR lung abscess OR
susp/known sepsis OR necrofizing OR pregnant and T = 99 4°F

Pulmonary embolism [PE)

PE by imaging AND age =80 AND HR < 110 AMD no cancer AMD
no chronic lung disease AND no HF AND not pregnant AND O2
sat = 90% AMD SBP = 100

Impending intubafion OR thrombolysis planned OR O2 = 40% AND O2 sat < 89% OR
HIPFV OR mechanical venfilafion OR FE by imaging AND abnormal biomarkers OF
pregnant OR HIT OR age = 80 OF chronic lung disease OR HRE > 110 OR
HFfmalignancy reguiring Rx

Pyelonephntis/UTI T nomal AND pain AND ufa positive AND failed CP anfi- T = normal AND pain AND ufa positive OR MS changes OR GC35 -14 OR
infective OR vomifing/severe pain after Rx immunocompromised OR age = 75 OR = 24 wks gestafion OR urinary stent OR urinary
fract cbstruction
Stroke Pricr stroke with nevrclogical deficit exacerbation Acute ischemic OR hemaorrhagic stroke
Syncope During exertion OF palpitations prior OR aorfic stenosis OR EF < Long QT syndrome
35% OR CAD OR Ml w/in last 4 mos OR new systolic murmmur
TIA Neurological deficit resolved/resolving AND carofid stenosis OR Neurclogical deficit resolved/fresalving AND aneurysm CR cardiac fumor OR cardiac

prior stroke OF suspected embolic source

mass OF crescendo TlA OF endocardial vegetation






Condition Protocols

Abdominal Pain
Stanford Health Care (Epic 2017), Rochester Regional Health (Epic 2017)

Champions: Dr. Ralabate, Dr. Camaro

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home
e Pain and / or tenderness resolved or significantly improved
e vital signs acceptable
e No diagnosis requiring hospitalization

Admit to Acute
e Persistent vomiting
e Pain not resolving or worsening
e Unstable vital signs
e Clinical condition or positive testing that merits hospitalization
e Surgical abdomen





{l)} Catholic Health System

0 SISTERS OF CHARITY HOSPITAL + Buffalo, My O SISTERS OF CHARITY HOSPITAL ST JOSEPH Campus - Cheekiowaga, NY
O KEMMORE MERCY HOSFITAL » Kenmore, NY ) MERCY HOSPITAL» Bufislo, MY O MERCY HOSPITAL Orchard Park division « Orchard Park, MY

Allergies & Sensitivities:
O Mo Known Allergles B (Indicates automatic order. Prescriber to draw line through orders to discontinue)

Abdominal Pain Observation Orders Page 1 of 1

Authorization is hereby given to dispense the genericitherapeutic equivalent unless otherwise indicated by the prescriber

DATE: TIME: | PRESCRIBER ORDERS

Check In: & No Procedure - Refarred as Obsarvation/Outpatient

Location: Diagnosis/iReason for Admission: O

Admitting Physician:

O Consults:

O Advance Directives:

A MNotify MD if: BP less than 30mmMg or greater than T70mmHg, HR less than 50/min or greater than 120/min,
RR greater than 24/min, P02 less than 92%, Temp less than 95°F or greater than 107°F

ACTIVITY:

El OO0B ad lib 0 Ambulate wilh assislanca L Bathroom privileges
DIET:

ET Regular O Other:

MNURSING ASSESSMENTS/INTERVENTIONS

| B Vilal Signs every 4 hours % 24 hours, then evary B hours

| B IF patient unable 1o vaid in & hours, ulilize bladder scanner 1o delermine residual. If residual greater than 250mi call provider

& Record | & O every & hours

= Saline trap

O 0 2 L nasal cannula for chesl pain/S08(or pulse oximeler balow 92%. May tifrale oxygen io maintain 02 sat greater than 84% by
1 liermin. Nolify Provider If dlites/imin adjusiment is needed.

Labs: If not already done in ED.

F CBCwith diff 0 BMP B CMP H Serum Amylase B Serum Magnesivm EF Serum Lipass
B CBC with diff am next day

B CMP am nexd day

Diagnostics:

[ CT Abdamen and Pelvis wilh contrast 1V only O CT of Abdomen and Felvis withoui contrast
O Chest x-ray O Abdominal x-ray

O Palvic Sonogram

MEDICATIONS:

O Acetaminophen [Tylenol} G50 mg PO every 4 hours PRN for mikd pain

O Cxycodone Immediate-releasa 5 mg PO every 3 hours PRMN Moderala pain
0 Cwycodone Immediate-releass 10 mg PO every 3 hours PRN Moederaie pain
O Tramadol (Utram) 50 mg PO every § hours PRNM for Moderale pain

0O Hydromorphons {Dilawdid} 1 mg IV evary 2 hours PRN Sevars pain

O Hydromorphane {Dilaudid) 2 myg [V every 2 hours PRN Severe pain

B Famoiidine 20 mg IV g 12 hours

Venous Thromboembolism Precautions: (VTE) (Must salect at least one)
0O Patient Low Risk for VTE - Mo Prophylaxis
| O Patient anticoagulation initiated
0 Sequential Comprassion Davice
O Enoxaparin {Lovenox) 40 mg subcutanecusly daily
O Heparin 5,000 units subcutaneausly every 8 hours
O Haparin 5,000 unils subculaneowsy every 12 hours
0 Other
O VYTE Pharmacoleglcal Prophyiasls Contraindicated:
Fiease documeant reason:

Prescriber Signature:

T

Revised 619
CHC Fonm o 9024






Asthma & COPD Exacerbation

References: Franciscan Missionaries of Our Lady Health System, Inc. (Epic 2018), Denmark Capital Region & Region
Zealand (Epic 2014), Stanford Health Care (Epic 2017), Tower Health (Epic 2017)

CHS Champions: Dr. James Fitzpatrick, Dr. Norman Sfeir
Risk Scoring Tool

10 If FEV available: Severe FEV 30%-49%
20 If FEV available: Very Severe FEV less than 30%
20 If FEV not available: If severe limitation of activities by history
30 Age > 65
10 If on oral steroids
10 If on antibiotics from past week
Documented Co-morbidities:
10 Neoplasm
10 CHF
10 Previous stroke
10 Renal failure
Physical Findings post Treatment in ED:
20 Altered mental status
20 Respiratory rate >= 30 /min
20 Use of accessory muscles
30 Abdominal paradox
10 Poor air entry (tight)
20 Temperature < 96.8°F (36.0C) or >=101°F (38.3C)
10 Pulse rate >= 120 /min
10 No improvement in peak flow
Documented Lab and Radiology:
30 ABG-pCO2 >45 and ph <7.30
10 Leukocytosis
30 EKG Change (Ex: RV strain or New RBBB)
30 New Infiltrate on Chest X-Ray
20 PO2 < 55mmHg or SPO2 < 88% on 2L of oxygen

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria
Discharge Home
(Patient to be discharged on steroids, nebs, with follow-up and smoking cessation)
o Acceptable Vital Signs after ambulation (if able)
o Patient s at baseline with previous 02 requirements (or Pulse Ox >95% on RA if baseline unknown)
o Resolution of bronchospasm or return to baseline status
Admit to Acute
o Progressive deterioration in clinical status or Vital Signs
o Failure to resolve exacerbation within 18 hours using scoring criteria
o Hypercarbia or respiratory acidosis
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(}} Catholic Health System

[ SISTERS OF CHARITY HOSPITAL + Buffala, MY O SISTERS OF CHARITY HOSPITAL ST JOSEFH Campus « Cheektowaga, NY
0 KENMORE MERCY HOSPITAL = Kanmore, NY O MERCY HOSPITAL « Bufiala, WY O MERCY HOSPITAL Orchard Park divislon » Qrchard Park, NY

Allergies & Sensitivities:
J No Known Allergles | {Indicates automatic order, Prescriber to draw line through orders to discontinue)

ASTHMA & COPD EXACERBATION OBSERVATION ORDER Page 1 of 1

Authorization is hereby given to dispense the genericitherapeutic equivalent unless otherwise indicated by the preseriber

DATE: | TIME: | PRESCRIBER ORDERS

Check In: [ Mo Procedure - Referred as Observation/Cutpatient

Location: Diagnosis/iReasen for Admission: O

Admitting Physician:

O Telematry O Remote Telemetry (except at BMH) O OF Telemetry for test/procedun:
d Initial Talametry - disconlinua in 24 Hours

O Consults:

O Adwvanca Direclives:

FE Notify MD if: BP less than $0mmHg or greater than 170mmig, HR less than 50/min or greater than 120/min,
RR greater than 2d/min, 5P0; less than 82%, Temp less than 85°F or greafer than 107°F

ACTIVITY:

B OCE ad lib O Ambulate O Gathroom privileges

DIET:

M Regular I Char: ]

NURSING ASSESSMENTS/INTERVENTIONS

= Vital Signs every 4 hours x 24 hours, then every & hours
& Saline trap

B0 & O every 8 hours

Respiratory

El O 2 L nasal cannula pulse oximeter below 92%

il Peaak Expiratony Flow on armval to uait if Asthmatic

# Check resting O2 sat,
¥ May lilrale axygen o maintain o2 sat greater than 94% by 1 liermin. MNotify Provider if dlitermin adjustment is nesded.

Labs: If not already done in ED,
B CBC with diff

E BME
MEDICATIONS:

[ Solu-Medrol 40 mg IV once if nol ghvanin ED

O Ipratropluralbuterol nebulizer (Duohebl-every 4 hours xé Inhaled

[ Acetaminophengsimg PO every 4 hours PRMN for lemp greater than 101°F

g Alputzral via hand nebulizer every 4 haurs PRN for Shortness of breath or wheezing

Venous Thromboembolism Precautions: (VTE) (Must select at least ona)
 Patient Low Risk for VTE - No Prophyiaxis
O Patient anticoagulation initiated
O Sequential Compression Device
O Enoxaparin (Lovenax) 40 mg subculansously daily
O Heparin 5,000 units subcutaneously every & hours
O Heparin 5,000 units subcutanacusly evary 12 hours
O Other
O YTE Pharmacclogical Prophylaxis Contraindicated:
Flease document resson:

Prescriher Signature:






Atrial Fibrillation
References: Mercy Health - OH (fka Catholic Health Partners) (Epic 2017), Community Health Network (Epic 2017),
Lancaster General Health (Epic August 2018), Lee Health (Epic 2018), Rochester Regional Health (Epic 2017)

Champions: Dr. A. Herle
Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria
Discharge Home
o Patient converts and remains in NSR for over one hour
o Negative diagnostic testing
o Stable condition
o Discuss home medication therapy with cardiologist
Admit to Acute
o Failure to maintain control of rate under 100
o Positive diagnostic testing (as indicated for Ml, PE, CHF, etc.)
o Unstable condition
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(l)} Catholic Health System

(O SISTERS OF CHARITY HOSFITAL « Buffalo, MY [0 SISTERS OF CHARITY HOSPITAL BT JOSEPH Campus - Chesklowaga, NY
O KENMORE MERCY HOSPITAL » Kenmore, WY D MERCY HOSPITAL » Buffalo, Wy L) MERCY HOSPITAL Orchard Park division » Orehard Park, MY

Allergies & Sensitivities:

O No Known Allergles B (Indicates automatic order, Prescriber to draw line through orders to discontinue)
Atrial Fibrillation Observation Order Page 1 of 1

Autherization s hereby given to dispense the genericitherapeutic equivalent unless otherwise indicated by the prescriber
DATE: | TIKE: | PRESCRIBER ORDERS
Check In: ] Mo Procedure - Referred as Ohservation/Outpatient
Location: Diagnosis/Reason for Admission: O Atrial Fibrillation

Admitting Physician:
HTelemetry O Remote Telemelry (excepl a1 BMH}  EION Telemaetry for lestprocedura
B Initial Telemetry - discantinue in 24 Hours
L Consults:
O Advance Directives:
E Notify MD if: BF less than 30mmHyg or greater than 170mmHy, HR less than 50/min or greater than 1200/min,
RR greater than 24/min, $P0: less than 82%, Temp less than 95°F or greater than 1071°F
CONSIDER DISCHARGE IF: Rate controlled (HR = 110), NO CHF, No evidence of ischemia, asymptomatic
COMSIDER ADMISSION/FURTHER DIAGNOSTIC WORHK-UP IF: HR > 110, evidence of CHF, evidence of ischemia or SOB

ACTIVITY:
B Balhroom privileges O OO0B ad ib O Ambulate with Assislancs

DIET:
E Low Fal low cholesterol J Regular d  Other

_____= heg
NURSING ASSESSMENTS/INTERVENTIONS
B Vital Signs every 4 hours x 24 hours, then every 8 hours
| & O every 8 hours
B Oz 2 L nasal cannula for chest painS08/ar pulse oximeter below 829
& Mtay titrale oxygen 1o maintain o2 sal greater than 92% by 1 lites'min, Molify Provider if Siiter/min adjustment is needed
F Saling trap

| Labs: If not already done in ED.

| B Fasting lipid profile B PTIFTT/IMR
B CBC walh diff & CMP
B BNP B Cardiac Markers: Troponin |, draw baseline stai, repeat in 90 minutes, repeat 3 hours
El  Magnesium TSH
Diagnostics:
1 Repaat EKG if change in rhythm B Chest x-ray
MEDICATIONS:
d Maloprodel Tartrate 5 mg IV % 1 dose
O Cardlazem drip at g par hour
 Lanoxin

."flg
 Metoprodel Tarlrate mg PO BID
3 Cardiazem mig PO every hours

O Aspirin mg PO daily
Note: Ewaluate for anticoagulation and order if indicated
a

Venous Thromboembollsm Precautions: (VTE) (Must select at least one)
O Patient Low Risk for WTE - No Prophylaxis
O Patient anticoagulation inltiated
O Sagueniizl Comprassion Davice
3 Encxaparin (Lovanax) 40 mg subcutansously daily
O Heparim 5,000 unils subcutanesusly every 8 hours
0 Heparin 5,000 units subcutansously every 12 hours.
i Other
QO YTE Phamacological Prophylazis Contraindicatad:
Please dl:ll'_'.!.ll'l‘lﬂl'll Fad 30n:

Prescriber Signature:

"FPo0100°

Revised G179
CHC Farm i 9024
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Cellulitis
References: Bayhealth Medical Center (Epic 2017), The Queen's Health Systems (Epic 2017), Lancaster General Health
(Epic August 2018), Mount Sinai Health System (Epic 2017), Stanford Health Care (Epic 2017)

Champions: Dr. Thomas Raab, Dr. Thomas Cumbo, Dr. Kevin Shiley

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Orders

e Admit to observation
e Q4 Vitalsigns, I/0 Q8 hrs
e Baseline Labs Protocol
Diltiazem 100 mg /100 ml IV infusion at ____ mg/hr
e DVT Prophylaxis Protocol
If Lactate in ED greater than 2 mmol/L, repeat Lactic Acid within 3 hours
Notify physician immediately for:
o Spreading erythema >4 cm in 4 hours,
Progressive local pain,
Resp rate > 25,
temperature greater than 101.3,
urinary output less than 30ml/hr,
systolic BP less than 90 or greater than 160,
o diastolic BP less than 60 or greater than 110
e Mark edges of cellulitis with indelible marker to monitor progression
e Wound culture and sensitivity if suspected source apparent, prior to antibiotics
e If no penicillin allergy or non-severe allergy:
o Cefazolin 2 grams intravenous, EVERY 8 HOURS
e For severe Beta lactam allergy:
o clindamycin (CLEOCIN) IVPB 600, intravenous, EVERY 8 HOURS
e [IF history of IV drug abuse or MRSA Add:
o vancomycin (VANCOCIN) 1 gm IV x 1, then Pharmacy to dose
o vancomycin (VANCOCIN) 1.5 gm IV x 1; if patient >= 80kg, then Pharmacy to dose

o O O O O

Disposition Criteria
Discharge Home

o Improvement or no progression of cellulitis
o Improved and good clinical condition (ie. No fever, good vital signs) for 8 hrs.
o Able to perform cellulitis care at home and take oral medications
Admit to Acute
o Increase in skin involvement
o Clinical condition worse or not better (i.e. rising temp, poor vitals)
o Unable to take oral medications
o Unable to care for wound at home, home care unavailable

11





{l)} Catholic Health System |

O SISTERS OF CHARITY HOSPITAL « Bufialo, N [ SISTERS OF CHARITY HOSFITAL ST JOSERH Campus - Cheektowaga, NY
O KEMMORE MERCY HOSPITAL + Kenmore, MY ) BERCY HOSFITAL » Buliaks, WY 0 MERCY HOSPITAL Orehard Park division + Orchard Park, MY

Allergies & Sensitivities:
1 Ne Known Allergies B {Indicates automatic order. Prescriber to draw line through orders to discontinue)

lr Cellulitis Observation Orders Page 1 of 1

|
Authorization is hereby given to dispense the genericitherapeutic equivalent unless otherwise Indicated by the prescriber

DATE: [ TINE: | PRESCRIBER ORDERS

Cheak In: 4 No Procedure - Referred as Obsenvation/Quipatient
Lecation: Diagnosis/Reason for Admission: O
Admitting Physician:
& Consults:
O Advance Directives:
E Notify MD If: 5BP less than 80mmHg or greater than 170mmHyg, DBP less than &0 or greater than 710, HR less than S0/min
or greater than 1200min,

RR greater than 24/min, SPQ; lass than 32%, Temp less than 93°F or greater than 101°F

ACTIVITY:
QOB ad [ib

DIET:
B Regular O Oiher:

NURSING ASSESSMENTSINTERVEMNTIONS

B Yital Signs every 4 hours x 24 hours, then avary B hours

# 1& O every 8 hours

Fl Oz 2 L nasal cannula for chest painS0B/or pulse oximeter balow 92% May titrate oxygen to maintain O2 sat greater than 92% by 1
itermin, Motify Provider if 4liter'min adjusiment is nesded.

E Motify Provider: Spreading eryibema greater tham £ cm in 4 hours

Modify Provider: Progressiva local pain

B Murse Reguest: Mark edges of callulitis with indalible marker to moniter progression

B Saling trap

Labs: If not already done in ED.

B CBCwithdif B BMP B CMP O Urnalysis

B Lactate, if laclate is greater than 2 mmolil, repeal lactic Acid within 3 hours
O Waound culture and sensitivity if suspeclad source apparent prior to antibictics

MEDICATIONS:
g Acataminophen (Tylenol) 850 mg FO gdh PRN mild pain (1-3)
g Hydrocodone {Norco) 7.5 mg/acetaminophen 325 mg one tab PO avery 4 hours PRN for mederate pain (4-5)
O Hydrocodone {Morce) 10 mglacetaminophen 325 mg one 1ab PO every 4 hours PRN for severe pain {7-10)
If no penicillin allergy or non-severe allergy:
0 Cefazolin 2 grams ntravenows, EVERY 8 HOURS
For sevara Beta lactam allergy:
O Clingamycin (CLECQCING IVPFE 800, intravencus, EVERY 8 HOURS
IF history of IV drug abuse or MRSA ADD:
O Vancomycin (VAMNCOCING 1 gm [V x 1, then Pharmacy to dose
4 vancomcin (VANCOCING 1.5 gm IV x 1; if patient == &0kg, then Pharmacy to dose

Venous Thromboembaolism Precautions: (VTE) (Must select at least one)
3 Fatiznt Low Risk for VTE - No Prophylaxis
O Patient anticoagulation iniiated
0 sequential Comprassion Davice
O Enexaparin (Lovenox) 40 mg subcutaneously daily
O Heparin 5,000 unils suhl:utanabusl'_-,r every 8 hours
0 Heparin 5,000 units subculansously every 12 hours
0 Cther
O VTE Pharmacological Prophylaxis Contraindicated:
Flease docurnant raason:

Prescriber Signature:

AR
"POT 00

Fevised 41%
C5C Farm # 90024
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Chest Pain

References: The Queen's Health Systems (Epic 2017), Penn Medicine (Epic 2017), Lancaster General Health (Epic August
2018), Franciscan Missionaries of Our Lady Health System, Inc. (Epic 2018), Kettering Health Network (Epic 2017),
Stanford Health Care (Epic 2017)

Champions: Dr. A. Herle

Inclusion and Exclusion Criteria
SUGGESTED INTERPRETATION and GUIDANCE: High-Sensitivity Cardiac Troponin Test (hs-cTnT)

Suspected Cardiac

Chest Pain
v v v v v
Ohr < 15 pg/mL Ohr AND 90 min Ohr OR 90 min > 64 Ohr AND 90 Ohr > 64 pg/mL
>15 but <64 pg/mL AND A< 15 min >15 but AND 90min A
| pg/mL and A< pg/mL <64 pg/mL and > 15 pg/mL
15pg/mL A > 15pg/mL
Rule Out
v
T 90 min
< 15pg/mL Rule In
>15pg/mL
vV Vv A 4 \ 4
Admit to | Admit ACSET
Chest Pain
Observation

Disposition Criteria

Discharge Home
o High-Sensitivity cardiac troponin test (hs-cTnT) ruling out, as above
Acceptable Vital, stable symptoms, no serious cause of symptoms identified
Normal serial cardiac markers and EKGs
Negative provocative test or cardiac imaging for ACS — no ischemic or reversible defects identified.
CDU or personal physician discretion

O O O O

Admit to Acute
o Unstable Vitals
o Positive cardiac markers or EKGs, as above
o Positive provocative test — ischemic or reversible perfusion defect
0 Serious alternative diagnosis, e.g. PE, aortic dissection

13





STRESS TESTING DECISION TREE:

- 12-Lead EKG -
Normal |  ABNORMAL
: | | A 4
. . PP Paceror LBBB?
Can Patient exercise? | NO YES |
Yes NO
h 4
v - Can Patient exercise?
i NO
Exercise Stress Test - - -
Nondiagnostic
YES
POSITIVE
Nondiagnostic Negative
v CardioLite ® Stress Test
¢ Cardiology Consult
* Notify PCP
POSITIVE
| h 4 YyYvvw
* D/C Home
> G n LEXISCAN® Stress Test L
- Reportto PCP Negative |
* D/C Home
POSITIVE * Report to PCP
.| * Cardiology Consult

14

+ Notify PCP






e
lk)} Catholic Health System

O ZISTERS OF CHARITY HOSPITAL - Buffals, Wy [0 SISTERS OF CHARITY HOSSITAL BT JOSEPH Campus « Chasklowags, NY
o KENMORE MERCY HOSAITAL » Kenmona, MY [ MERCY HOSFITAL « Buffalo, MY [ MERCY HOSPITAL Orchard Perk division « Oreheard Park, Wy

Allergies & Sensitivities:
O Ne Known Allergies [ {Indicates automatic order, Prescriber to draw line through orders to discontinue)

CHEST PAIN OBSERVATION ORDER Page 1 of 1

Authorization is hereby given to dispense the generictherapeutic equivalent unless otherwise indicated by the prescriber

PRESCRIBER ORDERS

If patient is diagnosed M| or has acute coronary insufficiency syndrome STOP. Go to appropriate alternative pre-printed
order sheets

DATE: | TIME: | ]

Check In: & Mo Procedure - Referred as Obsersation/Outpatiant
Location: Diagnosis/iReason for Admission: O Alypical Chast Pain
Admitting Physician:
HTelemetry O Remote Telemelry (except al BMH]  FOH Telemetry for lestprocadura

[ Initial Telemetry - dizcontinue in 24 Hours
O Advance Direclives
O Consults: *
F Nofify MD if: BP less than $0mmHy or greater than 170mmiyg, HR less than 50/min or greafer than 120/min,

RR greater than 24/min, SPO; less than 82%, Temp less than 35°F or greater than J01°F

AGTIVITY:
B OOBadlb__

DIET: MO CAFFEINE OR DECAFFEINATED PRODUCTS

B Regular B Dthar: NPO aftar midnight Prior to Scheduled Stress Testing

NURSING ASSESSMENTS/INTERVENTIONS

E Vital Signs every 4 hours x 24 hours, then every 8 hours

1% O evary 5 hours

B Oz 2 L nasal cannula for chest peinfS0B/or pulsa oximeler below 92%, May litrate cxygen to maintain 02 sat greater than 94% by
{ 1 armin, Nolfy Provider if 4liter'min adjustment is needed

 Saline trap

DIAGMOSTICS: If not already done in ED, |
Cardiac Markers: Troponin |, draw baseline statl, repeat In 90 minuies i
Fasting lpid profile
CBC/EMF
Repeal EKG i Chast Pain
Stress test Make sure patient has appropriate appare! for stress test
O Regular (if no EKG abnormalities)
O Cardiolite
O Lex scan {if no pulmonary or other contraindications)
COTHER MEDICATIONS:
O Aspirin 162 mg to chaw now. {If nol given in ED).
B Azpirin 81 mg PO daily
O Hiner:

B A EEE

Venous Thromboembolism Precautions: (VTE) (Must select at least one)
O Patlent Low Risk for VTE - Mo Prophylaxis
O Patient anticoagulation inltiated
O Seguentizl Comprassion Davice
O Encxaparin [Lovenox) 40 mg subcutansoushy dally
O Heparin 5,000 unils subsutanasusly evary 8 hours
O Heparin 5,000 unils subculaneously every 1.2 howrs
0 Ciher
O WTE Pharmacobogical Prophylaxis Contraindicated:
Flease document reason:

Prescriber Signature:

15





Dehydration / Vomiting / Diarrhea
Eisenhower Health (Epic 2017), North Memorial Health (Epic August 2018), Mercy Health - OH (fka Catholic Health
Partners) (Epic 2017), University of Mississippi Medical Center (Epic 2015)

Champions: Dr. Ralabate

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home
e Acceptable vital signs
e Resolution of symptoms, able to tolerate oral fluids
e Normal electrolytes (if done)

Admit to Acute
e Unstable vital signs
e Associated cause found requiring hospitalization
e Inability to tolerate oral fluids

16
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{

)} Catholic Health System

O SISTERS OF CHARITY HOSFITAL « Bufizlo, MY O SISTERS OF CHARITY HOSFITAL ST JOSEPH Campus « Cheaklowaga, MY
O KENWORE MERCY HOSFITAL » Kanmore, NY [ MERCY HOSFITAL » Bubalo, NY (O MERCY HOSPITAL Orchand Park division « Orchard Park, NY

Allergies & Sensitivities:

I No Known Allergies ¥ {Indicates automatic order. Prescriber to draw line through orders to discontinue)
| Dehydration/ Vomiting/Diarrhea Observation Orders Page 1 of 1
Authorization is hereby given to dispense the genericitherapeutic equivalent unless otherwise indicated by the prescriber
DATE: | TIME: | PRESCRIBER ORDERS
Check In: E] Mo Procedure - Referred aa Ohaervation/Outpatiznt
Lecation; DiagnosisiReason for Admission: O
Admitting Physician: -
O Consults:

O Advance Direciives:

El Notify MD if: SBP less than 30mmHyg or greater than T70mmHg, DBP less than 60 or greater thamn 90,
RR less than 12 or greater than 24/min, POy less than 92%, Temp less than 95°F or greater than 107°F

ACTIVITY:

E O0B ad lib

DIET:
F MPO, advance io clear lguids as tolarated 3 Regular 0O Other:

NURSING ASSESSMENTSINTERVENTIONS

F Wital Signs evary 4 houss x 24 hours, then evary B bhours

| & O every & hours

#E Examine abdomen for tendemess, auscultate bowel sounds every 4 hours

Motify MD: urinary outpul less than 20mLihr

B k2 L nasal cannula for chast paindSOB/or pulse oximeter below 02%. May titrate oxygen 1o maintain 62 sal greater than 94% by
£ 1 Blarimin. MNodify Frovider if 4liter'min adjustmeant is needed

E Saline frap

Labs: If not already done in ED.
# CBCwithdiff B BMP & CMP O Urnalysis
Fl  BMP svary & hours H CBC with diff avary B hours

Diagnostics:
O

MEDICATIONS:

& 45  NS 1Y infusion @ 125mLhr

Mausea:

3O  Ondansetron [(Zofran) dmg IV avery 6 hours PRN for nauseafvomiting (first chobce)
O Famotiding {Pepcid) IV 20mg q 12 hours

O Fanfoprazols (Profonix) IV 40mg 9 12 hours

Venous Thromboembolism Precautions: (VTE) (Must select at least one)

0 Patient Low Risk for VTE - Mo Prophylaxis

O Patient anticoagulation initated

0 Sequential Comprassion Device

& Enoxaparin (Lovenax) 40 mg subculaneously daily

O Heparin 5,000 unils subcutanecusly every 8 hours

O Heparin 5,000 unils subcutanecushy every 12 hours

2 Cther . i e

O ¥TE Pharmacological Prophylaxis Contraindicated;
.. Please document reason:

Prescriber Signature:
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Heart Failure Exacerbation

References: Mercy Health - OH (fka Catholic Health Partners), Lancaster General Health (Epic August 2018), University of
California San Diego (Epic 2018) ® SmartSet/Order Set

Champions: Dr. A. Herle

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home
e Subjective improvement — no chest pain, orthopnea, or exertional dyspnea above baseline
e Acceptable vital signs (02 sat at baseline or >94%, RR <20HR<100, SBP >100 or baseline,).
e Negative serial ECGs and cardiac markers, good electrolytes, acceptable echo if done
e Evidence of adequate diuresis — 1L urine, decrease in weight, decrease in JVD
e CHF discharge checklist (ACEi, B-blocker, HF/ diet/ smoking education, close followup)

Admit to acute
e New ischemic EKG changes, arrhythmia, cardiac markers, or evidence of cardiac ischemia
e Lack of improvement after 2 doses of diuretic in observation
e Persistent hypoxia, rales, dyspnea
¢ Need for Inotropes
e Poor response to therapy - Failure to improve subjectively
e Poor home support
e Physician judgment
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{[)} Catholic Health System

1
£
I

[ SISTERS OF CHARITY HOSFITAL + Butfalo, WY O SISTERS OF CHARITY HOSPITAL ST JOSEFH Campus « Cheshiowsaga, MY
O KENMORE MERCY HOSPITAL + Hanmore, NY O MERCY HOSPITAL « Buffaio, MY [ MERCY HOSPITAL Crchard Park division » Orchasd Park, WYy

Allergies & Sensitivities:

O No Known Allergies %] (Indicates automatic order, Prescriber to draw line through orders to discontinue)
Congestive Heart Failure Observation Orders Page 1 of 2
Authorization is hereby given to dispense the genericitherapeutic equivalent unless otherwise indicated by the prescriber
| DATE: | TIME: | PRESCRIBER ORDERS
Check In: ] Mo Procedure - Referred as Obsarvation'Outpatient
Location: Diagnosis/iReason for Admission: Congestive Feart Failune

Admitting Physician:

FTelemetry O Remote Telemetry {(except at BMH) B0 Telemetry for testprocedurs
B Initial Telemetry - discontinue in 24 Hours

0 Consults;

O Advancs Directives:

1 Notify MD if: BP less than 90mmbg or greater than 170mmiHg, HR less than 50min or greater than 1200min,
RR greater than 24/min, SPO; less than 92%, Temp less than 35°F or greater than 101°F

AGTIVITY:
E_QOE ad lib

DIET:
2 gram sodium ORegular O Low fal low cholesteral O Other:
I Fluid Restriction 2000 mLZ24hours

MURSING ASSESSMENTS/INTERVENTIONS

F WYial Signs every 4 hours x 24 hours, then every 8 hours

F Weigh daily

1 Intake and output every & hours

B Call MD in & hours if post diuretic culput |s less than miL/hour
1 Saline trap

&0 minutes of CHF Education lo be completed prior o discharge

# Provide education on smoking Cessation

Respiratory
& Oz 2 L nasal cannula for chast peindS08for pulse oximeter below 823
F May filrals oxygen lo mainialn o2 sal greater than 94% by 1 liter/min, Modify Provider il 4liler'min adustrmant is needed

| Labs: If not already done in ED,

Cardiac Markers: Troponin |, draw baseline stat, repeat in %) minutes, 3 hours
CBC with diff

BMP

CMF

Magnasirm

PTINRPTT

BMP in AM

BHP

ABG (If admission Sa02 Is 91% or less on room air}
TSH

Urinalysis

HEEEEREEEERE

Diagnostics:

# EKG an admission Reasan: CHF
[ Chest x-ray Resson: CHF

0 20 Echo

O MUGA

MEDICATIONS:

& Diurelics: Bumex 1 mg IV cnce

O Continue home ACE/ARE, complete admission rec

& Lisinegpril 5§ mg Q0 if ot on ACEMARE prior to admission

O Continue home Beia Blocker, complete admission réc

& Carvedilol 3.1 26mg po BID if net on a beta blocker prior to admission
O Spironalactonea:

LT
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l J) Catholic Health System

Ol 5ISTERS OF CHARITY HOSFITAL = Buffale, MY [ SISTERS OF CHARITY HOSPITAL 5T JOSEPH Campus * Chaekiowags, MY
O KENMORE MERCY HOSPITAL » Kanmare, Ny T MERCY HOSFITAL « Buffals, WY 0 MERCY HOSPITAL Orchard Park division » Orchard Park, Wy

Allergies & Sensitivities:
O Ne Known Allergies ¥] (Indicates automatic order. Prescriber to draw line through orders to discontinue)

Congestive Heart Failure Observation Orders Page 1 of 2

Authorization is hereby given to dispense the genericitherapeutic equivalent unless otherwise indicated by the prescriber

0 Mitrate:

O Hydralazime:
[ Acetaminophen 630 mg PO avery 4 haurs Mild pain

¥ Docusate godium 100 mg PO BID PR for constipation, hold if disrrhea or abdominal pain
1 Milk of Magnesia 30 mL PO daily FEN for conslipalion may repeat once per day if no relief

Referrals;

#  Plesse make & discharge appointmant with primary medical doctor andior cardiclogist within 7 days of discharge
B Care Management

B CHS Home Care Evalualion for CHF telemaoniloring program avaluation

¥ Cardiac Rehab Refarral

O  Physical Therapy

Venous Thromboembolism Precavtions: (VTE) (Must select at least one)
O Fatient Low Risk for YTE - No Prophylexis
0 Fatiant anlicoagulation initiated
O Sequantial Compression Davice
O Encxaparin {Lovenox) 40 mg suboulaneously daily
O Heparin 5,000 unils subculaneousty every & hours
0 Heparin 5,000 units subcutanecusly every 12 hours
O Other
O VWTE Pharmacological Prophylaxis Contraindlcatad:
_ Please document reason:

Prescriber Signature:
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Pneumonia
References: Johns Hopkins Medicine (Epic 2017), Stanford Health Care (Epic 2017), UC Health (Epic 2017)

Champions: Dr. Cumbo, Dr. Shiley, Dr. Raab

CURB-65 Pneumonia Severity Scoring
Symptom Points
Confusion 1
BUN > 19 mg/dL

Respiratory Rate >= 30

SBP <90 mmHg, DBP =< 60 mmHg
Age >=65

S

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home

Subjective and clinical improvement during CDU stay
Acceptable vital signs during observation period
Patient able to tolerate oral medications and diet
Physician discretion

Admit to Acute
e Patient not subjectively improved enough to go home
e Lack of clinical progress or clinical deterioration.
e Unable to safely discharge for outpatient management
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{ J) Catholic Health System

0 SISTERS OF CHARITY HOSPITAL « Bufiglo, MY O SISTERS OF CHARITY HOSPITAL ST JOSEPH Camgus + Cheskiowaga, NY
J KENMORE MERCY HOSPITAL - Kenmare, WY [ MERCY HOSPITAL - Buflalo, NY O MERCY HOSPITAL Orcherd Park division « Crchard Park, WY

Allergies & Sensitivities:
J No Known Allergies [ (Indicates automatic order. Prescriber to draw line through orders to discontinue)

Pneumonia Observation Orders Page 1 of 1

Authorization is hereby given to dispense the genericftherapeutic equivalent unless otherwise indicated by the preseriber

' DATE: | TIME: | PRESCRIBER ORDERS

Check In: ] Mo Procedure - Referred as Obsernvation/Oulpatient

Location: Diagnesis/iReason for Admission: O

Admitting Physician:

0 Consults:

aQ Advance Directives:

&l Notify MD if: BP less than 80mmig or greater than 170mmHg, AR less than SVmin or greater than T20/min,
RR greater than 24/min, 5P0: less than 32%, Temp less than 95°F or greater than 101°F

ACTIVITY:
B 0B adlib

DIET:
B Regular O Oither:

NURSING ASSESSMENTS/INTERVENTIOMNS
E Vital Signs every 4 hours ¥ 24 hours, then every 8 hours

E | & O evary 8 hours
# Op 2 L masal cannula for chest pain'SOB/or pulse oximeter below 92%. May titrata seynen to maintain 02 sat greater than 94% by
1 litarimin. MNodify Frovidar IF iilarmin adjustrment is neadad.

¥ Saling trap .

Lzhs: If not already done in ED.
BT CBC with diff & CMP B Sputum cullure & Urine legionalla Antigen & Streptococcus Pneumaonia Antigen

B Masophanmgeal swab for Influenza
0 ARG 0 Urine O Blood cuures x2 prior to adminkstralion of anlibictics

| Dlagneostics:

O EHG

MEDICATIONS:

0 Prednisone 40mg PO daily (preferrad if pt can take oral)

O Mathyipradnisalone (Sole-Medeol) 40 mg IV daily (if pt cannol take oral)

O Albuterct (Ventoling 2.5 mg via HEMN evary 4 hours

0 Aloutersl {Vendaling 2.5 mg via HHM every 2 hours pra shorness of breath

3 Ipratropium (Atravent) 0,5 mg via hand hald nebulizer every 6 hours

Antiblotics:

Community Acquired Pneumonia Nen-1CU Patient:

E Ceftriaxone (Rocephiniigram IV q 24 h + azithromycin { Zithromax) 500mg PO g 24 h
R

0 Ceflriaxona [Rocephiniigram IV q 24 h+ azithrormycin { Zithromax) 500mg 1V q 24 h

if patient has a severe penicillin allergy or a cephalosporin allergy, please choose one of the following:
O Levofloxacin (Levaquin} 750 mg PO g 24 h

O Levofloxacin (Levaguin] 750 mg IV q 24 h

Venous Thromboembolism Precautions: (VTE) (Must select at least one)

O Patient Low Risk for VTE - Mo Praphylaxis

0 Patient anticoagulation initiated

O Seguential Comprassion Davice

O Enceaparin [Lovenox) 40 mg subcutaneosusly daily

O Heparin 5,000 unils subculansously avery 8 hours

0 Heparin 5,000 units subcutznsously every 12 hours

O Giher

0 %TE Pharmmacological Prophylaxis Contraindicated:
Please document reascan:

Prescriber Signature:

“PO0T0"

Revised &1
T3 Form # 9024
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Syncope

References: Stanford Health Care (Epic 2017), Franciscan Missionaries of Our Lady Health System, Inc. (Epic 2018),
University of California San Diego (Epic 2018)

Champions: Dr. A. Herle

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home
e Benign CDU course, stable vital signs
No arrhythmia documented on review of cardiac monitor history screens
Acceptable home environment
Follow up with possible, Holter event monitor PRN

Admit to Acute
e Deterioration of clinical course
e Significant testing abnormalities
e Unsafe home environment
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el
1[)} Catholic Health System

O SISTERS OF CHARITY HOSFTAL « Bufiglo, WY 0 SISTERS OF CHARITY HOSP(TAL ST JOSEPH Campus » Chaskiowaga, MY
[ KEMMORE MERCY HOSPITAL « Kenmane, WY [ MERCY HOSPITAL « Bullalo, NY [ MERCY HOSPITAL Crchard Park division + Orchard Park, WY

Allergies & Sensitivities:

O No Known Allergies V] {Indicates automatic order. Prescriber to draw line through orders to discontinue)
SYNCOPE OBSERVATION ORDERS Page 1 of 1
Authorization is hereby given to dispense the genericitherapeutic equivalent unless ctherwise indlcated by the prescriber
DATE: | TIME: | PRESCRIBER ORDERS
Check In: & No Procedure - Referred s Observalion/Ouipatient ]
Location: DiagnosisiReason for Admission: O

Admitting Physician:

HTelametry O Remote Telemeatry [excapt st BMH) B0 Talemetry for test/procedure

(Must select one reason listed below)
B Inilial Telemetry - discontinue in 24 Hours {pra and post intervantion, pacamaker, PCI, defibrllator, peripheral vascular
intervention, continuous |V infusions, inotropic meds, stable CHF, Post-op Abdominal Acrtic Aneurysm Repsair or carotid
ardariareciomy.

i O Consulis:

O Advance Directives:

FA Notifi MD if: BP less than 80mmHg or greater than T7T0mmHg, HR less than 50min or greater than 120/min,
RR greater than 24/min, SPO; less than 92%, Temp less than 35°F or greater than 107°F

ACTIVITY:

M OB ad lib L Ambulate U BedrestBalhroom privilages
DIET:

F Regular 0O 2 gram Sodium

NURSING ASSESSMENTS/INTERVENTIONS

B Vital Signs evary 4 hours ® 24 hours

Bl Meurn checks every 2 howrs x3 then evary 4 hours

F Orthostatic BAP on admission evary 2hours x3, then avary 4 hours

F | & O every 8 hours

E Oz 2 L nasal cannula for chast pain50B/or pulss aximater below 32%. May titrate oooygen to maintzin O2 sat greater than 94% by
1 literdmin, Motify Provider if dliter/min adjustment is needed.

b Saling trap

Labs: If not already done in ED.
E BMP

F Magnesium

0 CBC with ciff

O Steol for OB

[ Urine toxicology

O Urinahysis

O Urine Pregnancy Test

Diagnostics
¥ EKG O Chest X-Ray O Echocardiogram O EEG

Medications:
O
=]

Venous Thromboembeolism Precautions: (VTE)} (Must select at least one)
O Patient Low Risk for VTE - Mo Prophylaxis

0O Fatient anticoagulation initiatad

O Sequential Compression Device

O Enoxaparin (Lovencx) 40 my subcutansously daily

O Heparin 5,000 uniis subcutaneously avery 8 hours

O Heparin 5,000 units subculaneously every 12 hours

O Other
O WTE Pharmacobogical Prophylaxls Contraindicated:
- Piease document reason:

Prescriber Signature:

“FOD"

Revised 6719
C3C Foom # 924
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Transient Ischemic Attack

References: Oregon Health & Science University (Epic 2014), North Memorial Health (Epic August 2018), Mount Sinai
Health System (Epic 2017), UC Health (Epic 2017)

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home
e No recurrent deficits, negative workup

e Clinically stable for discharge home (on Asa — 81mg/day)
e Physician judgment

Admit to Acute Care
e Recurrent symptoms / deficit
e Evidence of treatable vascular disease - ie >50% stenosis of neck vessels

e Evidence of embolic source requiring treatment (ie heparin / coumadin) - ie mural thrombus, Paroxysmal atrial
fibrillation

¢ Unable to complete workup or safely discharge patient within timeframe
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i
'{)} Catholic Health System

[ SISTERS OF CHARITY HOSMATAL « Bufale, WY [ SISTERS OF CHARITY HOSPITAL 5T JOSEPH Campus « Cheektowaga, MY
[J KENMORE MERCY HOSFITAL * Kenmore, WY T MERCY HOSPITAL « Buffale, N () MERGY HOSPITAL Orchard Park division + Orchard Park, Wy

Allergies & Sensitivities:
O Mo Known Allergies {Indicates automatic order. Prescriber to draw line through orders to discontinue)

Transient [schemic Attack-TIA Observation Order Page 1 of 1

Authorization is hereby given to dispense the generic/therapeutic equivalent unless otherwise indicated by the prescriber

DATE: | TIME: | PRESCRIBER ORDERS

Check In: ¥ Mo Procedure - Referred as Obsarvation'Outpatient
Location: Diagnosis/Reason for Admission: O
Admitting Physician:
MTelematry 1 Remols Telemabny (excepl al BMH)  BEOR Telameiry for testiprocedure
B Initial Telemetry - discontinue in 24 Houwrs.

L Consults:
O Advance Directivas;
E Notlfy MD if: BP less than 20mmHg or greater than 170mmHg, HR less than 50/min or greater than 120/min,

AR greater than 24min, SP0; less than 923, Temp less than 35°F or greafer than 107°F
B NIHSS Admission score documentation {order to drop NIHSS assessment)
= Get With the Guidelines (GWTG) Stroke Risk Factor Assessment Tool (order to drop GWTG Stroke assessment)

ACTIVITY:
F 008 ad lib

DIET:
E Reqular O Other:

| HURSING ASSESSMENTSANTERVENTIONS

& Vital Signs with Neuro Checks every 4 hours x 24 hours, then evary 8 hours B | & O every 8 hours
E O 2 L nasal cannula for chest painfSOBor pulse oximeter below 925%. May litrate oxygen lo maintain o2 sal greatar than 84% by
1 litertmin, Malify Provider if 4lites/min adjustiment is needed
Safing trap
# Elevate head of bed 30 degrees

Labs: If not already dene in ED.
= lipid profile &1 CBC with diff 8 BMP E Hemoglobin A1C with Estimatad Average Glucose Routine AM Next Day

Diagnostics: If not already done in ED.
@ CT head - Reason: TIA # ECHO 2D = Reason: TIA

MEDICATIONS:
O Aspirin EC 81mg PO dally
0 Aspirin EC 325mg PO daily
O Clopidogrel (Plavix) 75 mg PO dalky
O Ticagrelor {Brilinta) 80 mg FO BID
0 Acataminophen (Tylenol) 650 mg PO g4H PRN temp greater than 37.5 C (99,4 F) or Mild Pain 1-2
O Atorvastatin (Lipitar) B0 mg PO QHS
0O Rosuvastatin (Crestor) 20 mg PO daily
3 Pravastalin (Pravachal) 40 mg PO daily
0 Ondansetron (Zofran) 4 mg IV gE hrs FREN naussafvomiting
O Bisacodyl (Dulealax) suppositony 10 mg reclally every olher day PRN constipation
0O SennosidesDocusate Na B.6/50 (Sencket-5) 1 tab PO BID - hold for loose sicols

Venous Thromboembolism Precautions: (VTE) (Must select at least ona)
O Palient Low Risk for VTE - No Prophylaxis

0O Patiert anficoagulation nitiatad

O Sequential Compresslon Device

O Enoxaparin (Lovenox) 40 mg subcutanesoushy dally

O Heparin 5,000 units subsutaneously every & hours

O Heparin 5,000 unils subcutansously evary 12 hours

0 Cther

| O WTE Fhamacalogical Preptylaxis Contraindicated:

i Pleas= document reason;

Prescriber Signature;

*POO100*

Revigad &9
CEC Foom & #24
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Dizziness/Vertigo
References: Spectrum Health (Epic 2017), Allina Health System (Epic 2017), Johns Hopkins Medicine (Epic 2017), Edward-
Elmhurst Healthcare (Epic 2018)

Champions: Dr. Dofitas, Dr. Babu

Observation and Acute Admission Criteria: Reference InterQual 2019 Physician Reference Guide

Disposition Criteria

Discharge Home

e Symptom improvement, ability to ambulate

¢ No recurrent deficits, negative workup
Clinically stable for discharge home (on Asa — 81m,
Physician judgment

Admit to Acute
e Recurrent symptoms / deficit
e Evidence of treatable vascular disease - ie >50% stenosis of neck vessels
e Evidence of new focal neurologic lesion
e Unable to safely discharge patient within 48 hours
o daily scheduled

27





PN

o
{l)} Catholic Health System

] SISTERS OF CHARITY HOSFITAL » Buffalo, MY | SISTERS OF CHARITY HOSPITAL ST JOEEPH Campus » Cheeldowaga, WY
1 KENMORE MERCY HOSFITAL « Kenmore, NY I MERCY HOSPITAL « Bufilo, WY O MERCY HOSPITAL Onchard Park division = Orchard Park, 8y

Allergies & Sensitivities:
O No Known Allergies ] (indicates automatic order. Prescriber to draw line through orders to discontinue)

Dizziness/Vertigo Observation Orders Page 1 of 1

Authorization is hereby given to dispense the genericitherapeutic aquivalent unless otherwise indicated by the prescriber

DATE: | TIME: | PRESCRIBER ORDERS

Check In: Mo Procedurs - Raeferred as Obsarvation'Dutpatiant
Location; Diagnosis/Reason for Admission: |
Admitting Physician:
HTelemelry O Remole Telamelry (axcept al BMH)  FEOIF Telemetry for tastprocedurs
B1 Initial Telemetry - discontinue in 24 Hours
O Meurslogy Consull:
O Advance Directives:
E Notify MD if: BP less than 90mmHg or greafer than 170mmHg, HR less than 50¢min or greater than 120/min,
RR greater than 24/min, SPO: less than 92%, Temp less than 95°F or greater than 101°F

ACTIVITY:

[ Ambulate with assstanca 1 208 ad lib O Bzathroom privileges [ FT Evaluation
DIET:

3 MFPOD pending swallow eval J Ragular O Qfher:

NURSING ASSESSMENTS/INTERVENTIONS

& Yital Signs every 4 hours x 24 hours, then every & hours

B 1 & O everny B hours

E O 2 L nasal cannula for chest painf30B/or pulse oximeter below 22%. May titrale oxygen to maintain o2 sal greater than 94% by
1 Etar/min. Molify Providar if diiter/min adjustment is needed.

O Bedside Swallowing eval, if failed: Speech therapy to evaluale

| B Saline trap

 Labs: If not already done in ED.
M CBCwithdiff B BMP  EPTIPTTINR

———ieeeieeeee @ @ @@@—£{

Diagnostics:

& Carotid imaging with MRIYMRA - to detect surgical carotid stenosis (=50%) and micrainfarct
a If conlraindications to MRIYMRA and good renal funciion, then CTA of head and neck vessals
o If contraindications to MRIYMRA and poor renal function, then carotid doppler

MEDICATIONS:
Mausea:
O Ondansetron (Zofran) 4mg IV evary & hours PRN for nauseaivomiting (first cholce)
O Famotiding 20 mg IV g 12 hours
Venous Thromboembolism Precautions: (VTE) (Musi select at least one)
O Patient Low Risk for VTE - Mo Prophylaxis
O Patient anticoagulation initiated
O Sequantial Compression Devica
O Enoxaparin {Lovenox) 40 mg subcutaneously daily
L Heparin 5,000 units subculanaeausly avary B hours
O Heparin 5,000 units subcutaneously every 12 hours
O Ctfer
O YWTE Pharmacolegical Prophyviaxis Contraindicated:
_ Please document reason: .

Prescriber Signature:
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InterQual® 2019 Physician Admission Guide

This document identifies key clinical differentiators between the Observation and Acute levels of care for clinical conditions in
the Acute Adult Criteria. It is intended to serve as a guide to admitting providers to support documentation and decision
making when assigning a level of care.

CHANGE

HEALTHCARE

Conditions Observation (éhrs > and < 48hrs)

Susp/known infection OR MS changes OR GCS 9-14 OR Hx of
abd surg OR vomiting after = 2 antiemetic doses AND imaging
AND NPO AND IVF

Abdominal pain (non traumatic)

Acute (> 48hrs)

n/a

Acute Coronary Syndrome (ACS) Chest pain free/controlled with medication AND SBP > 90 AND
troponin negative AND ECG

normal/unchanged/LBBB/nondiagnostic

NSTEMI AND troponin positive OR unstable angina AND ischemic/paced ECG

Anaphylaxis/allergic reaction Airway patent AND hemodynamically stable after epinephrine
: admin AND 2 2 epinephrine doses needed/Hx of biphasic

reaction AND antihistamine/corticosteroid

Impending intfubation OR mechanical ventilation OR NIPPV OR nebulizer/inhaler g 1-2
hr/continuous

Anemia, unknown etiology Hct 18-25%/Hb 6.0-8.3 g/dL AND age < 65 OR asymptomatic

OR non vit K oral anticoagulant

Hct < 18%/Hb < 6.0 g/dL OR Hct < 25%/Hb < 8.3 g/dL AND age 2 65 yrs OR Hct <
30%/Hb < 10.0 g/dL AND dyspnea OR orthostatic HTN OR presyncope OR syncope

Arrhythmia Afib OR Aflutter AND onset < 48h AND resolved after ibutilide Abnormal ECG AND syncope OR Afib or Aflutter sustained affer Rx OR ICD and

OR sustained after Rx and intervention/anti arrhythmic planned  repetitive shocks OR supraventricular/wide complex/ventricular tachycardia OR
bradycardia/junctional rhythm/AV block requiring intervention OR suspected drug
toxicity requiring continuous cardiac monitoring (excludes Holter)

Asthma Wheezing AND dyspnea OR HR > 100 OR 02 sat < 96% OR Impending intubation OR wheezing unresolved after ED Rx AND DM with BS 300 OR
PEF/FEV 26-69% OR pulsus paradoxus > 10 mmHg OR use of pneumonia OR Hx of severe exacerbation/intubation/critical care admission OR
accessory muscles AND failed OP Rx/failed ED Rx of = 3 short- pneumonia OR difficulty perceiving severity of asthma OR mental illness OR substance
acting beta-agonist and ipratropium OR = 2 short-acting beta- use disorder
agonist and ipratropium if pregnant

Cellulitis Animal/human bite of face/hand OR DM and BS > 300 mg/dL Immunocompromised OR located over a prosthesis/implanted device OR orbital
OR failed OP anti-infective OR peri-orbital OR purpura OR
petechiae OR > 10% BSA OR > 50% limb or torso OR systemic
symptom/finding

COPD Dyspnea AND 2 3 doses short-acting beta-agonist AND 02sat 90-  Impending intfubation OR O2 = 40% OR NIPPV OR mechanical ventilation OR dyspnea

921% OR arterial Po2 56-60 mmHg OR Pco2 41-44 mmHg OR work
of breathing

AND 2 3 doses short-acting beta-agonist AND 02sat < 89% OR arterial Po2 £ 55 mmHg
and pH > 7.45 OR Pco2 > 45 mmHg and pH < 7.35 OR use of accessory respiratory
muscles or paradoxical chest wall movements or working of breathing or risk factor for
respiratory failure (e.g., cor pulmonale, cancer, pneumonia, DM, home O2, Class lIl or
IV HF).

Deep vein thrombosis (DVT) DVT by US AND medication teaching

DVT by US AND bilateral OR creatinine clearance < 30 mL/min OR plt < 75,000/cu.mm
OR susp HIT OR HIT by Hx OR risk for fall OR pregnant OR coagulopathy OR previous
VTE OR active cancer OR liver disease OR recent stroke/surgery/frauma OR BMI >
35kg/m2 OR immobilization OR home unsafe OR patient/caregiver unable to manage
care.

Dehydration or gastroenteritis Orthostatic hypotension OR Na > 150 mEg/L OR urine SG > 1.030
OR Cr 1.5-3 mg/dL OR BUN 25-45 mg/dL OR IV fluids OR vomiting
after =2 2 antiemetic doses OR HR > 100 OR MS changes OR GCS

9-14

Failed Observation Rx AND vomiting OR diarrhea OR inadequate oral intake OR Na >
150 mEg/L AND advancing diet as tolerated OR antiemetic = 3x/24/h OR serotonin
antagonist 2 2x/24h OR IV fluids

Diabetic ketoacidosis (DKA) n/a

pH <7.35 AND BS > 250 mg/dL AND ketones positive AND serum HCO3 or CO2< 18
mEg/L
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Conditions
Gl bleeding

Observation (6hrs > and < 48hrs)
Hct = 30%/Hb = 10 g/dL AND plt = 60,000/cu.mm

Physician Admission Guide

Acute (> 48hrs)

Hemodynamic instability OR Hct < 30%/Hb < 10 g/dL AND plt < 60,000/cu.mm OR plt >
1,000,000/cu.mm OR PT/PTT 2 1.5 ULN OR INR > 2 OR HR 100 - 120 OR MS changes OR
GCS 9-14 OR orthostatic HTN OR presyncope OR syncope OR non vit K anticoagulant

Heart failure (HF)

Failed OP mgt OR volume overload OR dyspnea after > 1
diuretic dose and O2 sat 89-71% OR MS changes OR GCS 9-14
OR HR 100-120 OR BUN > 1.5x ULN OR Cr > 1.5x ULN OR normal
LV function

Impending intubation OR NIPPY OR mechanical ventilation OR ECMO/ECLS OR VAD

OR vasoactive/inotrope OR arrhythmia OR dyspnea after 2 1 diuretic dose and 02sat
< 89% OR dyspnea and stable angina OR CKD OR COPD OR DM OR pneumonia OR

mental illness OR substance use disorder OR Na < 130 mEQ/L

Hypertension (HTN)

SBP > 180 mmHg/DBP > 120 mmHg AND no evidence of end-
organ damage AND history of HF/stroke/TIA/stable angina AND
asymptomatic

SBP > 180 mmHg/DBP > 120 mmHg AND acute kidney injury OR HF OR aortic aneurysm
OR aortic dissection OR hypertensive encephalopathy OR symptomatic

Hypertensive disorders of
pregnancy

Gestation = 20 weeks AND SBP 140 - 159 mmHg/DBP 90 - 109
mmHg AND FHR monitoring AND US assessment

SBP = 160 mmHg/DBP = 110 mmHg and anti HTN Rx OR HELLP OR preeclampsia

Migraine

Failed OP treatment OR incapacitating/intractable OR focal
neurological finding AND analgesic/anti-migraine agent
2x/24h OR dihydroergotamine (DHE) and antiemetic

n/a

Nephrolithiasis (kidney stones)

Renal calculus w/o obstruction by imaging AND analgesic = 2
doses AND IVF

Obstruction by imaging AND nephrostomy planned OR urinary catheterization
necessary and Cr > 1.8 mg/DlI

Hypoglycemia BS <70 mg/L AND 50% glucose bolus x2 AND monitoring 4x/24h BS <70 mg/L AND obtundation OR coma OR seizure OR stupor OR GCS £ 8
OR caregiver unavailable and < 12h since hypoglycemia
corrected
Pneumonia Confirmed by imaging AND 02 sat 89-91% AND one CURB-65 Impending intubation OR NIPPV OR mechanical ventilation OR ECMO/ECLS OR O2 =

criterion (confusion or BUN > 19.6 mg/dL or RR = 30/min or age =
65) OR failed outpatient Rx

40% OR pneumonia by imaging AND O2 sat < 89% OR arterial Po2 < 56 mmHg OR
Pco2 245 mmHg and pH 2 7.31 OR empyema OR 2 2 lobes OR O2 saf 89~91% and
Class lll/Iv COPD/HF/mental iliness/substance use disorder OR two CURB-65 criteria
(confusion or BUN > 19.6 mg/dL or RR = 30/min or age = 65) OR lung abscess OR
susp/known sepsis OR necrotizing OR pregnant and T > 99.4°F

Pulmonary embolism (PE)

PE by imaging AND age < 80 AND HR < 110 AND no cancer AND
no chronic lung disease AND no HF AND not pregnant AND O2
sat 2 90% AND SBP > 100

Impending intubation OR thrombolysis planned OR O2 = 40% AND O2 sat < 89% OR
NIPPV OR mechanical ventilation OR PE by imaging AND abnormal biomarkers OR
pregnant OR HIT OR age > 80 OR chronic lung disease OR HR > 110 OR
HF/malignancy requiring Rx

Pyelonephritis/UTI T > normal AND pain AND u/a positive AND failed OP anti- T > normal AND pain AND u/a positive OR MS changes OR GCS 9-14 OR
infective OR vomiting/severe pain after Rx immunocompromised OR age = 75 OR = 24 wks gestation OR urinary stent OR urinary
fract obstruction
Stroke Prior stroke with neurological deficit exacerbation Acute ischemic OR hemorrhagic stroke
Syncope During exertion OR palpitations prior OR aortic stenosis OR EF < Long QT syndrome
35% OR CAD OR MI w/in last 6 mos OR new systolic murmur
TIA Neurological deficit resolved/resolving AND carotid stenosis OR Neurological deficit resolved/resolving AND aneurysm OR cardiac tumor OR cardiac

prior stroke OR suspected embolic source

mass OR crescendo TIA OR endocardial vegetation
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