3 Reference Guides

Individualizing Patient Care Plans

Expectation: Care plans must be added within 8 hours of admission and then reviewed daily.

Reviewed means:
e Review all added templates
e Review all goals and expected end dates
e Review all interventions
e Update and resolve added templates, topics, goals and interventions as appropriate

Updated Best Practice Alert (BPA):
e Pops up when chart is opened and no care plan created

e The generalized care plan will no longer automatically be added to every admitted patient
e C(Click on the hyperlink to jump to the Care Plan activity

BestPractice Advisory - Salamanca,Frank

‘1" THIS PATIENT DOES NOT HAVE AN INDIVIDUALIZED CAREPLAN =
Follow Link Below To Access the Care Plan Activity

% Care Plan

Click on the hyperlink to
jump to the Care Plan

activity.
=
| Accept || Cancel |
Adding Care Plans:
1. The Care Plan Activity will be blank for newly admitted patients
2. Click Apply Template to create a care plan
e Do not use the New Problem button to create Care Plans
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3. Type the name of a care plan template in the search field or click the magnifying glass to view all
care plan templates
e Examples of search words: adult, PED, OB, NICU, BH, Psych, Diabetes, Vent
Jump to List of Care Plan Template Names

Apply Template

Template: I

L o] I

Type name of a template in search box and
press enter or click the magnifying glass, on
right, to see list of templates available.

4. Choose a care plan template and click Accept
o Choose one template at a time, when creating care plans

[® Record Select S [=] E3
Search: ‘ o

[ apuLt
ADU

B ADULT NEW - PHYSIOLOGIC INSTABILITY 3040000006
B ADULT NEW - PSYCHOSOCIAL/SPIRITUAL CARE 3040000007

4 records total, all records loaded

I Accept M Cancel

5. Customization and Individualization begins by only choosing appropriate topics and goals for each
patient
o Choose appropriate problems and goals for patients by checking boxes next to them OR
o Use Select All button for efficiency and then uncheck problems/goals that do not apply
o Click Accept to add the template to the care plan

Apply Template B
Template: [ADULT NEW - GENERAL PATIENT MANAGEMENT [3040000008]
Select check boxes to apply to care plan ;[

= Pain - Aduit [d]
I Ptverbalizes/Demonstrates Adequate Comfort Level Or Baseline @,
¥ Infection - Adult [<]

Haover over this icon to see a list of
interventions that will be added to

¥ Absence Of Infection During Hospitalization  [€1 the care plan.
v Absence of feverfinfection during anticipated neutropenic period @_
~ Discharge Planning [Gl _You can _custamize the_se
¥ Discharge To Home Or Other Facility With Appropriate Resources @ ?;?év;r;t#ons after addmg tothe

Here you will customize and
individualize care plans for each
patient.

Do so by unchecking boxes for topics
and goals that do not apply to the
patient.

For efficiency, click Select All to add
topics and goals to the care plan.

Select All Clear All Cancel




Adding or Deleting Interventions:
Review all Interventions listed and customize/individualize by:

1. Highlight a goal and click Edit Goal in your workspace
A. Remember to add interventions if none are listed (this is true for most UVA specific

templates)
Care Plan
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Back Document Docum You must have the g°a| ate Bring Forward Resolve Problems Filters Reviewed Legend
Care Plan highlighted to edit interventions.
- Overview 5
Display: ™ Description [] Detail
2| Care Plan Progress Notes, o =
E Fvent Log Pt Verbalizes/Demonstrates Adequate Comfort Level Or Baseline
-E5 Adult - General Patie nage | |nterventions
B Pain - Adult 1. Encourage Pt To Monitor Pain And Request Assistance

i b 2. Assess Pain Using Appropriate Pain Scale
- 3. Administer Analgesics Based On Type And Severity Of Pain And Evaluate Response
E"“ Infection - Adult 4. Implement Non-Pharmacological Measures As Appropriate And Evaluate Response
‘.. @ Absence Of Infection During | 5. Consider Cultural And Social Influences On Pain And Pain Management
=-[E] Discharge Planning 6. Notify LIP If Interventions Unsuccessful Or Patient Reports New Pain

i@ Discharge To Home Or Otht | = Documenyl & Edit Goalld

Enter an expected end date (when you anticipate the goal will be completed)
Delete any inappropriate interventions by highlighting the intervention and pressing delete or
backspace
4. Add appropriate interventions to the list
A. You can create smartphrases for standard interventions: Epic Tip Sheet for Creating a

Smartphrase
5. Click Accept to finalize changes

Goal: Pt Verbalizes/Demonstrates Adequate Comfort Level Or Baseline [304800536] Enter the anticipated
Start date: 1/20/2016 I Expected end date: 1/23/2016 date for goa|

Priority: completion.

Description: e
B e (7)) 4 = % 5

and Add or delete interventions here to |4
individualize the care plan.

ain Managermer
nt Reports New Fain

3. Administer Analgesics Based On Type And Severity Of Pain
4. Implement Non-Pharmacological Measures As Appropri
5. Consider Cultural And Social Influences On Pai

7. Apply ice or heat, as needed, for pain relief

Accept Cancel

Editing Goals Previously Added:

You have the ability to individualize goals even after adding a template

1. Highlight the problem on the left, for goal(s) needing individualization
2. Click Modify Problem from your toolbar or in your workspace

Care Plan
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Back Document Plarg Modify Problem JNew Problem Apply Template Bring Forward Resolve Problems Delete Problem Filters Reviewed Legend
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Care Plan Progress Notes
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= 9 # Modify Problem

E-[E] Pain - Adult Hesdvg

@ Pt Verbalizes/Demonstrates | |Goal: Absence Of Infection During Hospitalization

ectio Interventions:
@ Absence Of Infection During | 1. Assess And Monitor For Signs And Symptoms Of Infection
2. Monitor Lab/Diagnostic Results

= Discharge Planning 3. Monitor All Insertion Sites |.E., Indwelling Lines, Tubes And Drains

@ Discharge To Home Or Otht| 4 Monitor Endotracheal (As Able) And Nasal Secrefions For Changes In Amount And Color
5. Institute Appropriate Cooling/Warming Therapies Per Order
6. Administer Medications As Ordered
7. Instruct And Encourage Patient And Family To Use Good Hand Hyaiene Technigue
8. Identify And Instruct In Appropriate Isolation Precautions For Identified Infection/Condition



http://www.healthsystem.virginia.edu/ell/tipsheets/creating-smartphrases/?searchterm=creating%20a%20smartphrase
http://www.healthsystem.virginia.edu/ell/tipsheets/creating-smartphrases/?searchterm=creating%20a%20smartphrase

3. In the window that opens, you can now Add or Delete goals.
To add a goal, click Add Goal

e Clickthe “icon to select a goal

Problem Editor B

Select one from the list and click Accept

,0 Record Select _ (O] =]
Search: || | pel
Goal Mame | Goal ID I;I
COMPLETE DAILY ADLS, INCLUDING PERSONAL H... 304800231
CONTINUUM OF CARE NEEDS ARE MET 1099
CONTROL ANGRY OUTBURSTS 304800411
COOPERATE WITH RECOMMENDED TESTING/PRO... 3048004381
COORDINATION OF NUTRITION CARE (RC) 3040003
COPE WITH CARE GIVING, PSYCHOSOCIAL AND E... 1771
COPES WITH HOSPITALIZATION 1704
DAMAGED TISSUE IS HEALING AND PROTECTED 1804
DEMOMNSTRATES ABILITY TO COPE EFFECTIVELY 1799
DEMOMNSTRATION OF ABILITY TO COPE WITH HOS 1745
DRESSING INTACT UNTIL REMOVED
P ATIOMN ]
EFFECTIVE BREAST FEEDING ESTABLISHED 1243
EFFECTIVE BREAST FEEDING ESTABLISHED 1753
EFFECTIVE COMMUMICATION IN A HOSPICE ENVIR... 1766
EMPTIES BLADDER 1878
ENDOTRACHEAL TUBE WILL BE MANAGED 1117 o
ESTABLISH AND MAINTAIN OPTIMAL OSTOMY FUNM_.. 30480057611
EXPRESS CONCERNS RELATED TO CONFUSED TH... 304800461
EXTREMITY COLOR, MOVEMENT, AND SEMNSATION .. 1869
FAMILY DEMONSTRATES REDUCED ANXIETY 1225 ~|

50 records loaded, more records to load.

I Accept df:,] I

Cancel

Click Accept once more

To delete a goal, highlight the one you would like removed
Click Delete Goal

Edit

Add Goal | Delete Goal

I Add Intervention

Delete Intervention

Infection - Adult
----- ® Absence of infection during hospitalization

..... »

A pop-up will open asking if you want to delete the goal; Click Delete in this window

Click Accept once more

4. Once you have added care plan templates and updated goals and interventions, click Reviewed

from the toolbar
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Documenting Goal Outcome Progress and a Care Plan Note:

Nurses should document the outcome of goals daily and create a care plan note on patients not progressing

towards an expected outcome. Quickly document both from the Care Plan activity:

1. Click Document Plan from the toolbar.
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2. Select Outcomes for goals using one of the following methods:

Care Plan Goals Evaluation

Select an outcome to apply to all

@DucumemP\an | =éaummaw and Progress MNote gua|s, usingthe drnp down menu.

Discipline: urse
Api als without documentation:

o — ]| & Clear Al

Pain - Adult

[No Cutcome]

ptverbalizes/Demonstrates Adequate Comfort Level Or Baseling or

Individually select an outcome for
goals, from the drop down menus.

Infection - Adult

[Mo Outceme] . ‘ ince Of Infection During Hospitalizd

Discharge Planning
[Mo Cutceme] &Harge To Home Cr Other Facility With Appropriate Resources

3. Click the Next button to move to the next screen.

Care Plan Goals Evaluation

7 Adionsv  Resize $
T3 Document Plan ‘ 41 Summary and Progress Note
Discipline: Nurse
Apply to all goals without documentation:
£ Clear All
Pain - Adult Last Documentation
Not Progressing Pt Verbalizes/Demonstrates Adequate Comiort Level Or Baseline
Infection - Adult Last Documentation
Progressing Absence Of Infetion During Hospitalization
Discharge Planning Last Documentation
Progressing Diseharge To Home OF Other Facilty With Appropriate Resources

4. Click the Add All hyperlink for each outcome or problem for which you will create a note.
o The problem, goal and outcome are added to the note, on the right side of your workspace.

Outcomes Summary and Progress Note

? Adions+ Resize $
ExDocument Plan ‘ 48 Summary and Progress Note

4 Previous

Click items to add them to the note. Type: |Plan of Care Senice: Date of Service: 2/3/2016 1401
Options

I Cosign Required
Not Progressing

S BAGC I+ =] s5c4@
Pain - Adult i i
%Pt Veroalizes/Demensirales Adequate Comiort Level Or Baseline ain - Adult o
Progressing Sadd Al S -_Pt Verbalizes/Demonstrates Adequate Comfort Level Or Baseline

Discharge Pianning

Progressing
Add Al
<Discharge To Heme Or Other Facility With Appropriate Resources
Infection - Adult $Add All
<+Absence Of Infection During Hospitalization

5. Document barriers to meeting the goals, additional information, or how the goal was met in the
note section.

o Click on the next goal on the left or click Next toward the bottom left of the note.
o You may use SmartPhrases for documenting a standardized note.

Outcomes Summary and Progress Note
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@yDocument Plan ‘ S8 Summary and Progress Note

4 Previous

Click items to add them to the note. Type: [Plan of Care Seniice Date of Service: [2/3/2016 1401
Options: ™ Cosign Required
Not Progressing
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o
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Discharge Planning @Aad Al

@ Discharge To Home Or Other Faciity With Appropriate Resources SBARC
Infection - Adult

@Add Al
“PAbsence Of Infection During Hospitalization

S- Situation: Pain rating 8/10 and not relieved with current interventions

B-Background: Actions taken: LIP paged to reassess plan to address pain.

A

isit Vitals

+BP (LTS

Puise 113

< femp {1) 38:9°5C [102°°F) {Tympanic)
Resp 22

HE 753 m (5"

A 3.9'ka (185 b)

+Spoi 7%

* BMI '7.32 kg/m2

R-Recommendation: Inftiate CADD purmp and reasséss pain in 30 minutes
uvaepic ipm, RN

pIai2016

£ ClearNote | | v Peng Note & Accept |+ Sign Note & Accept | X Cancel



6. When you have finished creating the care plan note, click Sign Note & Accept, lower right.

Outcomes Summary and Progress Note ?  Adionsv  Resize &
@ Document Plan ‘ %9 Summary and Progress Note

4 Previous
Click items to add them to the note. Type: [Plan of Care. Senice:[ O] Date of Senvice: 2/3/2016 1401
Options I™ Cosign Required
Not Progressing PAdd Al BA%HY 3+ =] ENS RN
Pain - Adult FAAL .
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STy SAdd Al Pt Verbalizes/Demonstrates Adequate Comfort Level Or Baseline Progressin
Discharge Planning #Add Al
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Infection - Adult Add Al
“Absence Of Infection During Hospitalizat —
R S- Situation: Pain rating 8/10 and not relieved with current interventions.
B-Background: Actions taken: LIP paged to reassess plan to address pain.
A
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232016
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7. Details for care plan notes can be found in the Care Plan Progress Note section of the Care Plan
activity.

e To see more details for progress notes, select a report in the top half of the window and view
it’s details in a report preview pane at the bottom.

Care Plan 7 Resize &
= = L & / = & v = L4 2
Back Document Plan New Problem Apply Template Bring Forward Resolve Problems Filters = Reviewed Legend
e Plan It
g veriew Author Service Author Type Status Date of Service [¢] File Time

Ipm Uva Registered Nurse Signed

vent Log
ult - General Patient Manage
Pain - Adult

1..@ Pt Verbalizes/Demonstrates
- Infection - Aduk

' ® Absence Of Infection During
- Bl Discharge Planning

@ Discharge To Home Or Othe

Ipmn Uvaepic, RN Registered Nurse Signed Plan of Gare Date of Service: 02/03/2016 1401 -]
Pain - Adult
- Not
+ Pt Verbalizes/Demonstrates Adequate Comfort Level Or Baseline Progressing

SBAR Communication

$- Situation: Pain rating 8/10 and not relieved with current interventions.

B-Background: Actions taken: LIP paged to reassess plan to address pain

A-Assessment:
Visit Vitals

8. The Event Log section of the Care Plan activity will list actions taken by individuals.

Care Plan ? Resize ¥
] = L] @ 4 @ = % ] - * 4 a8
Back Document Plan New Problem Apply Template Bring Forward Resolve Problems Filters ~ Reviewed Legend
‘ Care Plan ‘ Last Reviewed on 02/03/16 1436 by Iprn Uvaepic, RN
Overview DaterTime [3] Action Problem/Goaliintervention Done By
Care Plan Progress Notes 02103116 1436 Reviewed Ipm Uvaepic, RN
Event Log 02/02/16 1428 Documented Iprn Uvaepic, RN
Adult - General Patient Manage |  02/03/16 1428 Outcome: Not Progressing ® PtVerbalizes/Demonsirates Adequate Comfort Level Or Baseline Ipm Uvaepic, RN
5} P.a‘g'cdi‘“ o 02/03/16 1428 Outcome: Progressing @ Absence Of Infection During Hospitalization Ipm Uvaepic, RN
L t Verbalizes/Demonstrates
0210316 1428 Outcome: Progressing Discharge Ta Home O Other Facility With Appropriate Resources Ipm Uvagpic, RN
-8 Infection - Adult Gressing ° o 1y Wit Asprop o ol
@ Absence Of Infection During | 0200310 1248 Added to Encounter Pain - Aduit Ipm Uvaepic, RN
&-@ Discharge Planning 02103416 1248 Added @ FtVerbalizes/Demonsirates Adequate Comfort Level Or Baseline Ipm Uvaepic, RN
i..@ Discharge To Home Or Othe|  02003/16 1248 Added to Encounter Infection - Adult Ipm Uvaepic, RN
02/03/16 1249 Adoed ® Absence Of Infection During Hospitalization I Uvaepic, RN
02103416 1249 Added to Encounter Discharge Planning Ipm Uvaepic, RN
02103416 1249 Added @ Discharge To Home Or Other Facility With Appropriate Resources Ipm Uvaepic, RN

Expectation: Goals not met by the time of discharge must have care plan notes created addressing a plan
for completion.



Resolving Care Plans:
1. Inthe Care Plan activity, click Resolve Problems from the toolbar

Care Plan
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Back Document Plan New Problem Apply Template Bring Forward] Resolve Problems Filters ~ Reviewed Legend

2. Resolve a single topic by clicking on the box next to the topic
3. Click the drop down arrow and select a Completed outcome
4. Click Accept

Resolve Multiple Problems
Resolve date: 3/27/2015 Discipline: MNURSING 'I fied Goal shared with another discipline
=
Outcome:  [Completed ~ Apply to All Goals | Apply to Goals With No Outcome |
Pain - Adult
Goals
e Ptverbalizes/D®monstrates Adequate Comfort Level Or Baseline & [[No Outcome] I vl
™ Infection - Adult /
Goals
fef Absence Of Infection During Hospitalization [No Outcome =l
@ Dressing Intact Until Removed With Any Drainage Marked ;l
™ Discharge Planning
Goals
e Discharge To Home Or Other Facility With Appropriate Resources | No Outcome] LI
-
Select All Problems Accept & Stay I Accept ’[}.,}I Close

5. Resolve all topics by clicking Select All Problems at the bottom left

6. Atthe top left, the Outcome is selected as Completed. Click Apply to all Goals or Apply to Goals
with No Outcome, to satisfy the hardstops present.

7. Click Accept

Resolve Multiple Problems [ x|
Resolve date 3/27/2015 Discipline: NURSING ~| fie Goal shared with another discipline
=l
outcome:  [Completed ~ Apply to All Goals | Apply to Goals With No Outcome |
I~ Pain - Adult
Goals
fef PtVerbalizes/Demonstrates Adequate Comfort Level Or Baseline & [[No Outcome] =
[~ Infection - Adult
Goals
ﬁ-‘i Apsence Of Infection During Hospitalization QI[NG Qutcome] LI
@ Dressing Intact Until Removed With Any Drainage Marked & [No Outcome] =]
[ Discharge Planning
Goals
fed Discharge To Home Or Other Facility With Appropriate Resources &,I [No Outcome] LI
=
I Select All Problems I Accept & Stay I Accept M Close




Resolved topics and goals will have a green check mark present. As an example, the Infection topic is resolved

below.
e Note the topic and goals are not active/grayed out
e A green checkmark appears next to things resolved
Care Plan
E-EE Overview
Care Plan Progre
Z5 Event Log

- Adult - General Patient Manage
=& Pain - Adult
Bt lachali

E of Infection - Adult
i i-4f Absence Of Infection During

[ PPN

® Discharge To Home Or Othe

Reactivate a Resolved Care Plan:

If at any time, you need to reactivate a topic, do the following:
1. Click on the resolved topic
2. Click the Reactivate button

Care Plan
= = L @ 4 2 =} % o
Back Document Plan Mew Problem Apply Template Bring Forward Resolve Problems
Care Plan |
£+ Ovendew [Display: M Description L] Detail ¥ Goals
Care Plan Progress Notes
ZE Event Log Infection - Adult

Adult - General Patient Manage'
Pain - Adult

Reactivate I_

- @ Pt Verbal\zesFDemnnstratesl
ction - Adult
H o Absence Of Infection During
=-[E Discharge Planning

- @ Discharge To Home Or Othe

Goal: Absence Of Infection During Hospitalization

Completed (Date: 02/03/16 )

Interventions:

1. Assess And Monitor For Signs And Symptoms Of Infection

2. Monitor Lab/Diagnostic Results

3. Monitor All Insertion Sites I.E., Indwelling Lines, Tubes And Drains

4. Monitor Endotracheal (As Able) And Nasal Secretions For Changes In Amount And Color
5. Insfitute Appropriate Cooling/\Warming Therapies Per Crder

6. Administer Medications As Crdered

7. Instruct And Encourage Patient And Family To Use Good Hand Hyagiene Technigue

8. Identify And Instruct In Appropriate Isolation Precautions For Identified Infection/Condition

3. For topics involving more than one discipline, click Select All Disciplines at bottom right, then click

x4
fed Goal shared with another discipline
Infection - Adult =
™ NURSING
Goals
o1 Absence Of Infection During Hospitalization Completed
®  Dressing Intact Until Removed With Any Drainage Marked Completed
I~ INTERDISCIPLINARY
‘Goals
fis§ Absence Of Infection During Hospitalization Completed
x =l
Select Al Disciplines Cancel

4. Review goals and interventions and add or delete as appropriate.



List of Templates: Return to Adding Care Plans

Adult

Peds

NICU

OB

Newborn

Psych

Adult New-General
Patient Management

Pediatric NEW
General Patient

Pediatric NEW
General Patient

OB NEW General
Patient Management

NEWBORN General
Patient Management

BHS-NEW General
Patient Management

Management Management

Adult New-Nutrition Pediatric NEW NICU NEW Nutrition Adult New-Nutrition NEWBORN NEW Adult New-Nutrition
Nutrition Nutrition

Adult New-Physiologic | Pediatric NEW NICU NEW OB NEW Physiologic NEWBORN BHS-NEW Physiologic

instability

Physiologic Instability

Physiologic Instability

Instability

Physiologic instability

Instability

Adult New-
Psychosocial/Spiritual
Care

Pediatric NEW
Psychosocial/Spiritual
Care

NICU NEW
Psychosocial/Spiritual
Care

OB NEW
Psychosocial/Spiritual
Care

NEWBORN NEW
Psychosocial/Spiritual
Care

BHS NEW-
Psychosocial/Spiritual
Care

Diabetes Management | Diabetes Management | Diabetes Diabetes Diabetes Diabetes
Management Management Management Management
Fractures Fractures Mechanical OB NEW Lactation NEWBORN Normal ECT
Ventilation
Mechanical Mechanical NICU Apnea of OB NEW Pregnancy UVA At risk for Inpatient Psychiatric
Ventilation Ventilation Infancy Aspiration/Reflux Treatment Plan
UVA IP Non-violent PEDS Apnea of Infancy | NICU C-section-PRE, Intra UVA IP Unique UVA IP Non-violent

Restraint

Bronchopulmonary
Dysplasia

and Recovery Care

Patient Needs

Restraint

UVA IP Violent
Restraint/Seclusion

PEDS Asthma

NICU Congenital
Heart Disease

C-section-Postpartum

UVA Unique needs
Isolation

UVA IP Violent
Restraint/Seclusion

UVA At risk for
Aspiration/Reflux

PEDS Bronchiolitis

NICU Feeding
Issues/Reflux

Labor and Delivery-
vaginal Delivery

UVA Unique needs
Skin Integrity

UVA At risk for
Aspiration/Reflux

UVA IP Total Joint
Replacement Care
Plan

PEDS
Bronchopulmonary
dysplasia

NICU General Care
Plan

OB Vaginal Delivery-
Recovery and
Postpartum

UVA IP Total Joint
Replacement Care
Plan

UVA IP Unique Patient
Needs

PEDS Cerebral Palsy

NICU Hydrocephalus

UVA IP Non-violent
Restraint

UVA IP Unique
Patient Needs

UVA Unique needs
Delirium

PEDS Croup

NICU Intraventricular
Hemorrhage

UVA IP Violent
Restraint/Seclusion

UVA Rehab Team
meeting Care Plan

UVA Unique needs Fall
Risk

PEDS Cystic Fibrosis

NICU Necrotizing
Enterocolitis

UVA At risk for
Aspiration/Reflux

UVA Unique needs
Delirium

UVA Unique needs
Isolation

PEDS Foreign Body
Aspiration

NICU Parent/Infant
Bonding

UVA IP Total Joint
Replacement Care
Plan

UVA Unique needs
Fall Risk

UVA Unique needs
Obstructive Sleep
Apnea

PEDS Hydrocephalus

NICU Postoperative

UVA IP Unique
Patient Needs

UVA Unique needs
Isolation

UVA Unique needs
Skin Integrity

PEDS Pertussis

NICU Prematurity

UVA Rehab Team
meeting Care Plan

UVA Unique needs
Obstructive Sleep
Apnea

UVA Unique needs
Suicide

PEDS Pneumonia

NICU Respiratory
Distress Syndrome

UVA Unique needs
Delirium

UVA Unique needs
Skin Integrity

PEDS Postoperative

NICU Short Bowel
Syndrome

UVA Unique needs
Fall Risk

UVA Unique needs
Suicide

PEDS Seizures

UVA At risk for
Aspiration/Reflux

UVA Unique needs
Isolation

NICU Congenital Heart
Disease

UVA IP Unique
Patient Needs

UVA Unique needs
Obstructive Sleep
Apnea

NICU Necrotizing
Enterocolitis

UVA Unique needs
Isolation

UVA Unique needs
Skin Integrity

NICU Feeding
Issues/Reflux

UVA Unique needs
Skin Integrity

UVA Unique needs
Suicide

UVA IP Non-violent
Restraint

UVA IP Violent
Restraint/Seclusion




UVA At risk for
Aspiration/Reflux

UVA IP Unique Patient
Needs

UVA Unique needs Fall
Risk

UVA Unique needs
Isolation

UVA Unique needs
Obstructive Sleep
Apnea

UVA Unique needs
Skin Integrity

UVA Unique needs
Suicide
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