UPSTATE

UNIVERSITY HOSPITAL

P Safety Companion
K Ligature/Suicide Precautions

Policy CM S13
Use of a Safety Companion for Safety for At-Risk Patients



Define the role of the Safety Companion

Define levels of Safety Companion

Differentiate between RN and Safety Companion responsibilities
Discuss proper documentation for Safety Companion
Differentiate between Non-suicidal and Suicidal Precautions



Specially trained clinical staff, designated to provide
observation of a patient at risk for safety due to:

Suicide ideations or attempts
Self-Abusive/Danger to Others
Unable to follow safe instructions

Interferes w/ non-vital medical care
SACO=Safety Companion

LPN, HCT, SCA, HA/UST, MHTA, MOA (In-pt)


Presenter
Presentation Notes
Educational Requirements:
Safety Companion Course
Fall Education
Restraint Education
Safe Patient Handling
CPI Non-Violent Crisis Intervention (with annual refresher)
Safety Companion Annual updates

Safety Risks:
Suicide ideations or attempts
Self Abusive and/or danger to themselves or others
Interfering with vital medical devices
Severe behavioral or cognitive issues
Fall risk (with injury)
Unable to follow safe instructions
Incoherent patients
Getting out of bed when they shouldn’t
Behaviors that interfere with non-vital medical care
Coherent patient pulling at tubes, dressings
Wander – risk for elopement
Leaves room or unit without notifications




If the RN determines a patient is at “at risk” (safety
concern), they will complete a “Safety Assessment” every 8
hours and PRN to determine a NEED & LEVEL of SACO using

the Safety Companion Decision Tree

The score total will help to objectively determine if a
nursing order for a SACO is recommended

The assessment and level will be documented in the
Electronic Medical Record (EMR)

The SACO Level is also documented on the Observation
RECOrd F81973



Presenter
Presentation Notes
Patients who exhibits or state behaviors, which are in danger of hurting themselves and/or others, will be considered for safety companion.



ASK SACO:
¥'Is the SACO a
value to the
outcome?
¥Is the SACO
the most
effective way
to use staff?
v'Is family
included in
PLAN?

Safety Companion Decision Tree

Self Abusive and/or

Danger to Self or Others

5 points

/\

Interferes with Vital
Medical Devices
(coherent pt, ET,

Fall Risk
with Injury

Trach tube, PICC,

etc.) F07

Policy CM

Unable to
follow safe
instructions

3 points

Interferes with Non-Vital
Medical Care
2 points

Incoherent pt or
getting out of bed
when shouldn’t,
unable to redirect pt

Coherent pt., pulling or
dislodging NG, feeding tube,
Foley, IV

and/or

Severe
Behavioral or
Cognitive
Issues
(impaired
judgment,
agitation,
impulsivity)

N

Review Obs Record, RN Notes &
Discuss with Caregiver Team

Safety Assessment Score >4 |«

[

behavior, etc

v

Possible Safety Interventions

* Orientation strategies
* Discontinuing tubes/drains
¢ Personal items within reach
e Family involvement
e Use STOP door barrier
* Move closer to
communication station
e Use of wander guard
* Video Monitor

¢ Reinforce unit boundaries

e Abdominal binder

¢ Assess adequate pain control
¢ Bed alarm or Chair alarm
e Ambulation
* Diversion activities
e Low bed

¢ Fall mat or floor pad

¢ Geri sleeve — cover lines

e Limit interaction/stimulation
¢ Patient Safety Rounder
¢ Evaluate medications
e PT/OT Consult
¢ Soft hand mitts
* Self-Releasing padded belt
e Toileting
e Use of Restraint
¢ Environmental Modifications

A

Interventions
Successful

YES

\ 4

Behavior Same
or Increase

YES

QUESTION: Cohorting,
Distance SACO,
Purposeful Rounding
Update Order

SACO Level =1:1
Renew Nursing
Order

»
P

Safety Assessment Score < 4

Attempt Other Interventions

I

Discontinue SACO

|

All Interventions
Unsuccessful

Document
Reason for
SACO & Update
Nursing Order

Document &
Monitor
Effectiveness of
Interventions

Revised: Cherie L Kocan, OTD 10/13,7/14,1/16,6/17,5/16/2018,5/10/2019

SACO = Safety Companion




The Clinical Leader/ Charge Nurse/Shift Coordinator

Will determine at the beginning of each shift the need for a Patient Safety
Rounder and communicate need with the staffing office.

The Patient Safety Rounder will attend unit safety huddles
each shift to understand the safety needs of each patient.

The Patient Safety Rounder will round continuously on up
to 12 patients attending to their IMMEDIATE SAFTY needs.


Presenter
Presentation Notes
Currently not in policy 8/12/13, but is suggested: The SC should not have > 3 patients total and no other unit assignments



Have no other assignment other than “Patient Safety
Rounder”

Document in EMR — your start and end times as a Patient
Safety Rounder and any time that additional help was
needed by staff.

Report any concerns immediately to the unit Clinical
Leader/Charge Nurse/Shift Coordinator.


Presenter
Presentation Notes
Currently not in policy 8/12/13, but is suggested: The SC should not have > 3 patients total and no other unit assignments



Self Abusive/Danger to Self or Others 5 points

Unable to follow safe instructions 3
points
Interferes with non-vital med. care 2
points
Total =

If total points = 4: Consider use of a Safety Companion


Presenter
Presentation Notes
Nursing Assessment:  Nursing judgment may dictate placing a patient with a safety companion regardless of the low “Safety Companion Evaluation” score (< 4 points).  
Documentation should reflect patient specific rationale & clinical indications for doing so. 

Nursing judgment may over-ride the evaluation score for a safety companion
An in-coherent ICU patient that might be a candidate for soft wrist restraints d/t a possibility of extubation. 
Do these restraints increase patient agitation?
Are the restraints causing harm to the patient?
Is the family in agreement with the use of restraints? 




RN determines the level of SACO needed
1.1:1

2. Cohorting (2:1)

3. Distance Safety Companion

.\‘

4. Purposeful Rounding Companion

Copyright 2015 Property of State of NY,
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HIGH RISK patient requires 1:1 constant visual, arms reach
observation for immediate or impulsive behavior that may
be harmful to self or others

Assaultive/Aggressive behavior

Interferes with Vital medical Devices (ET, Trach or PICC)

Actively psychotic experiencing visual, auditory and/or command hallucinations
Acute detox with seizures or delirium tremors

3 or 4 point restraint or Twice-As-Tough Cuff Stretcher/Quick Release

Fall risk with injury when other interventions are not effective



Two patients who do NOT require constant visual
observation but require a SACO in the room

Remain with both patients in the same room

Both patients:
may have similar conditions and/or symptoms

must be responsive to verbal directions

cannot be agitated, suicidal or require a great deal of physical care,
etc.

SACO must communicate to the RN if one patient needs extended periods
of time (toileting, bathing, walking, etc)

Another staff member will observe one patient while the SACO
addresses the other patient needs.



ONLY

Two patients who do not require constant visual
observation but require a safety companion.

SACO is within 10 to 15 feet from both patients
(approximately the length of 1 stretcher) so they are able to
respond to immediate patient needs

Remains with both patients in a designated area



Direct observation of the patient at all times
within 20 feet of patient (approximately length
of 2 stretchers)

For patients that might have had 1:1 SC Level and now trying
to decrease SACO Level to promote more freedom

Direct observation but does not have to be constant

Provides the patient with a little sense of
privacy/independence



Frequent (more than hourly) rounding on Purposeful
Rounding patients ONLY as determined by the needs of the
patient and RN

Clinical Leader/Charge Nurse/Shift Coordinator determines the minimal
rounding time for each patient.

The SACO will be assigned NO more than three (3) patients and will have NO
other unit assignments other than “Purposeful Rounding”..

Inquire about the 5P’s (Pain, Positioning, Personal Needs, Possessions &
P.O.)

At the same time: Respond to Questions, Reassure that they are there to
help and will return frequently (the 2R’s)


Presenter
Presentation Notes
Currently not in policy 8/12/13, but is suggested: The SC should not have > 3 patients total and no other unit assignments



RN

Notifies the Clinical Leader/Charge Nurse/Shift Coordinator
Together they review alternatives attempted

Clinical Leader/Charge Nurse/Shift Coordinator

Notifies the Nursing Unit Manager and, Nursing Unit Director
or Administrative Supervisor of the order.

Upon agreement
Write nursing order for SACO

SACO Nursing Order expires in 8 hours


Presenter
Presentation Notes
If Medical Staff orders a SC:
The order triggers the RN to complete the “Safety Companion Evaluation Tool”
The RN will then have a conversation with the Medical Staff member who ordered the Safety Companion
If score is < 4 , alternatives will be implemented prior to a SC.



Continue to assess need for SACO every 8 hours and w/
changes

D/C as soon as no longer indicated

Use lower level of SACO when possible (“weaning”)

Family may serve as alternative to a SACO
Determined by the RN and family members
Patient/family/care givers education on expectations
Only intervals of time

Nursing supervisors and/or Nurse Managers are
encouraged to rotate SACO assignments on the same
unit every 4 hours.



Gives verbal report to SACO within 30 minutes of
assighment

Be specific about behaviors, interventions
Check in on SACO periodically

Ensures SACO is relieved for Meals & Breaks

Unit Clinical Leader/Charge Nurse/Shift Coordinator
schedules coverage minimally every 4 hours



SACO receives report and reviews Electronic Medical
Record WORKLIST w/RN within 30 minutes of beginning
assignment.

Communicates observations to RN every shift and with any change in
patient condition, behavior, affect, interactions or visitors or any
concerns that may affect SACO need or level.

Communication off-going SACO € on-coming SACO:

Gives/receives verbal report using Observation Record (F81973)




Be alert & aware of all patient activity and avoid any distraction
No eating or drinking at the bedside

Do not bring personal items or activities in the patient’s room
(backpack, purse, coats, etc.) (personal reading and/or
studying, cell phone use {calls or texts} or use of other
electronic devices)

No Sleeping or “resting your eyes”
Use Vocera conference feature to join unit

Follow SACO LEVEL that is assigned as a Nursing Order via
nurse



Engage patient in activities according to plan of care in
collaboration w/ RN

Activity Cart

Community: Administrative Hallway — 15t Floor
Downtown: 1328B hallway

Provide competent physical/therapeutic care and ADL’s
consistent with job title/role

Offer diversion activities with direction of RN

Walk patient around unit if stable — “Get up & Go Program”

Redirecting patient


Presenter
Presentation Notes
Provide direct physical and therapeutic patient care skills:
Personal care ADL (i.e.: bathing, dressing & grooming)
Assist with elimination (bedpan, urinals, ostomies and commode)
Assist with safe transfer techniques (i.e.: ROM, repositioning in bed, transfer equipment, Safe Patient Handling equipment)
Vital Signs

Offer diversional activities with some direction of the RN:
Story telling/Reminiscing	Drawing, Writing, Coloring
Reading materials		Folding laundry
Ambulation		Knitting, crocheting
Games		Music



Ligature & Suicidal Risk
Policy CM S-09, Suicide Precautions

Copyright 2015 Property of State of NY,
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Suicide Precaution — Ligature Risk

Ligature risk points are anything that could be used
to create a attachment point, such as a cord, rope or
other material, for hanging or strangulation.
Common points include doors, hooks, handles,
window frames, belts,
sheets, towels, and
shoelaces.

C — ) -
Q/ _ D/;( ’_
Schweich, Emily, (2019, April 29) CMS Revisions Ligature Risk Guidance. Retired from 5 = -

https://essentialhospitals.org/policy/cms-revises-ligature-risk-quidance/

Copyright 2015 Property of State of NY,
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https://essentialhospitals.org/policy/cms-revises-ligature-risk-guidance/

RN can write an RN Suicide Precaution order for patients
who exhibits active suicide thoughts and/or behavior, or
who are admitted for attempted suicide. (valid 1hr)

Charge Nurse notifies Administrative Supervisor of 1:1 Suicide Watcher (SUWA)

Covering MD will evaluate & determine need within 1 hour
of implementation = order via EMR

MD order is required to discontinue

Psychiatric consult is ordered by MD to determine continued
heed

Psychiatric Consultation Service — see patient daily
STAT Psychiatric Consultation Service — for elopement/AMA


Presenter
Presentation Notes
Suicide precautions means that the patient is on constant observation requiring a nursing staff member to have constant visual observation within arms reach of the patient 24 hours a day.  


The RN and SUWA will observe the room for possible
environmental risks that can be removed without
negatively impacting the ability to deliver medical care.

Confirm window latches are secured and locked

Place sign on door indicating visitors need to report to

nurse’s station prior to entering room (F87612) via
Duplicating

Excluding In-Patient Psych B it

Limit 1 plastic liner to 1 trash can STO P

Please see

nurse’s station,

Copyright 2015 Property of State of NY,
Upstate Medical University




? Environmental
Risk Items:

BP Cuff
Stethoscope
SCD Tubing
Extra Dirty Linen
Chair

Bed Frame
Telephone

Call Bell

. IV Pump
10.Privacy Curtain
11.Suction Gauge
12.0ver-bed Table
13.Bed-Side Stand
14.Air Conditioner
15.Blinds

16.Extra Telephone
17.Wire Basket
18.Track Hooks

R O ERas W D=




Is the SAME as a 1:1 High Risk Safety Companion but adds:

Visual observation of hands at all times (including but not limited
to: bathing/showering, toileting, sleeping, test/treatment)

Patient MUST wear hospital SAFETY gowns, pants & socks
(EXCEPTION: 2N DT and 4East CC)

DT = Medical Equipment Request via ZenWorks via linen services
& CC = Environmental Services


Presenter
Presentation Notes
1:1 constant observation within arms reach must be maintained all times, including bathing/showering, toileting, sleeping and during visiting hours.  No visitor/family are given the responsibility of observing the patient on Suicide Precautions.
If other clinical staff (i.e. Nursing, Medical Provider) enter patient’s room, the SC may step out of the room but must remain close by and re-enter the room as the other provider is leaving the patient’s bedside.

The SC will join the vocera conference (downtown) for the assigned unit by using the command “Join the conference for [unit]”.



Patient is NOT aloud personal belongings except for quality
of life items (glasses, dentures, hearing aides, etc.)

Patient is restricted to room unless medical team gives the
“OK” (PEDS = stoplight)
Report to RN when patient is leaving the unit for medical reasons

May step out of room, remaining just outside, at physician
request ONLY (examining patient)

If patient transfer — communicate precautions



Disposable Precautions: account for ALL plastic utensils
No outside food allowed (PEDS = stoplight)

Visitor belongings to be placed in room
lockers/cupboards — nothing at bedside

When possible SUWA & patient = same gender



SUWA Responsibilities (cont.)

» Continuously monitor RISK ITEMS in room (Appendix A)

Cords Of Any Kind Otoscope Linen Pens/Pencils
Wire baskets Ophthalmoscope Plastic Bags Mirrors
Suction Gauge BP Cuffs Glass/Sharp Items Bed/Stretcher
Blinds/Curtains Stethoscope Clothes Hangers Chair/Sofa

* Document q15min via Observation Record (F81973 is medical
record)

Copyright 2015 Property of State of NY,
Upstate Medical University



Perform an Environmental Risk assessment and document
on the Observation Record (F81973)

Provide patient & family education about safety
precautions (aka Suicide Precautions)
Food, dress code, room restriction, visitors belongings locked

Give verbal report to SUWA within 30 min of assighment

Review Environmental Risk Assessment (ERA) & other risk items
NOT removed from room (F81973) with SUWA



Keep yourself between the patient and an exit

May need to obtain help — a neutral person may be able to
diffuse the situation

Staff abuse is unacceptable (physical or verbal)
Take steps to protect your safety
Notify your supervisor

Contact University Police as needed and complete the required
injury/occurrence forms as needed

Refer to Workplace Violence Prevention Policy Statement (Policy W-04)



Remove items from around your neck
Tuck in shirt ties, no hooded sweatshirts
No hanging jewelry, cloth handbands
Don’t discuss personal information
Keep track of utensils, etc.

Back off, wait it out




Psychiatric Inpatient Unit (4B and 5 West): Refer to unit
specific policy PSY S-05 Suicide Precautions.

Patients who are intubated and on a continuous sedative
drip will require a 1:1 SUWA during any period of holding
or weahing the continuous sedative drip. The Observation

Record must be completed. (rs1973)

Pediatric ICU: An RN or unlicensed personnel will act as
the 1:1 SUWA while the patient is intubated and sedated.
The Observation Record must be completed. (rs1973)



May assume responsibility for 1:1 SUWA constant observation (no
nursing staff required).

Required to document every 15-minute observations in the DOCCS
log book or the County Jail log book on admitted patients including
admitted inmates in the ED awaiting placement.

A copy of the log will be obtained by the nurse caring for the
patient every 8 hours & attach to Observation Record Form (F81973).

Nursing will place a patient sticker on the copy of the log and
document “Constant Observation by DOCCS/County Jail Officer”.



Owvervievw of Changes

Changes have been made in Epic for charting on Safety Companion needs and use inthe Daily CaresysSaftety

flows=shests so that documentatian will reflect palicy.

Im additiaon, there is a change to the icaon =een aon the

Lnit MPManager for those patients that have a satety cam paniaon.

Frecautions
vwha

Hourly Rounding

s Wideo Monitoring being used™?

et Wideo NMonitoring Start Time

Wideo Monitorning Stop Time

Fatient Safety HRounder
Fatient Safety Rounder Start

1. Mew raww in the Frecactions group far
docum enting on the Patient Safety Rounder.

Fatient Safety Rounder Stop

Combined Safety Com panion charting into

L= Precautions Maintained?

OrE Zro U,

Safe Enwvironmeaemnt
5= Arm Bands On

Room Safety Measures
Bed In Lowest Position
Bed Wheels Locked

Side Rails/Bed Type

=T o= - i v )

Safety Companion

:ﬁ_g It AI:: LS ixf? _an -::|_.-"c:|_|:'_ Danger to

Unable to follow safe in5tru-:_—ti-::|r|5_§
Interferes with MNon-Wital Me-:lical__;
Safety Companion Score |
L= Safety Companion

See the Row Information in the Details
Report to determine whether ar not a Safety

Companion may be warranted based on the

F the totaled safety scorne is 4 or greater, a salfety
coMmEpEnion maysy be necessany.

F the totaled Safety score is less tham 42, other
alternativves to keaep the patieni safe must b
ried pricr 1o implementing a sefely companion.

auto-calculated score.

P

Foww Informmation =

If Imitiated is cho=sen far the Satety
Companion cascading row, 2 more rows

Initiated

Lewvel of Safety Companion
Indications for Safety Companion |

[ 2

populate to docurm ent what level aof safety

companion isin place, and what are the

indications for hawving ones.




SACO Documentation

Observation Record (F81973

Patient Name: Account# MR#: Date;

Observation (0bs) Level: (Safety Companion-RN Only-assessed every 8 hours)

l IPS’TAT'E 1:1=High Risk, 2:1=Cohorting, D=Distance Safety Companion, R=Purposeful Rounding, F=Family/Friends, 1:1 SUWA=Suicida Watch, DC=Discontinue Safety Companion/Suicids Watchar
VT TS STl 0/0=0ne to One {IF Psych} 15=15 minute Observation {[IP Psychl  30=30 minute Observation {IP Psychh CO=Constant Observation |[IP Psych]
. b ERSITY H rr
Patient Name: MR#: Envi I Risk A {ERA): These items will be d from the pati room once medically cl d: {Environmental Risk A t-AN Only d every B hours}
A. 02 flow meterftubing  C. Suction gauge E. Otoscope, ophthalmoscope  G. Stethoscope |. Phone K. Other:
OBSERVATION RECORD Account # DOB: Date: B. Manitors & Cords D. BP cuff F. Wire basket H. Thermometer J. Other: L Dther:
Time | Activity | Behavior | Dbs |Lacation| ERA|Init.| Time | Activity | Behavior | Obs |Location| ERA | Init.| Time | Activity | Behavior | Obs |Location|ERA | Init. Please be aware of items in the room that are not removed and pose a risk to the patient including, but not limited to:
Code Code  |Level| Code Code Code |Level| Code Code Code | Llevel| Code Curtains and blinds _1Shower curtain O C-locker [ Call bell [ Lamp shade [CJCards of any kind [CBed framz/Stretcher
Chairs | Sleeper sofa [ Linen and gown [/ Mirror ] Extra linen
2400 0800 1600 Activity Code:
15 15 15 1. TViMovie 5. Onthe telephone 3 Showerfbathing 12, Book/Magazines/Tablet 16 Puzzlesfbook mind game 19, Urinal/bedpan A, Other (Describe):
30 30 30 2 Therapeutic Play 6 Approvedvisitor visiting  10. Ambulating 14. RN present 17. Resting 20 Off unit for test/
45 45 45 3. Eating 7. Physician present 11, Story Telling/Reminisce 15, Activity Apronfrepetitive 18. Playing cardsfboard procadura 22. Other | Describe):
0100 0300 1700 4. Drinking 8. Toilsting 12. Sleeping acivity games
15 15 15 Behavior Code: ) .
30 30 30 a. Crying d. Yelling/screaming f. Restless .. Cooperative k Responds to verbal m.Risk Behavior: (hitting, biting,self-injury}
45 45 5 b. Quiet/reclusive e. Unable to follow 9. Sleepy |. Follows directions cuging n. Other:
c. Impulsive directions h. Disorianted I. Calm
0200 1000 1800
15 15 15 Location Code: {IP Psych only)
30 30 30 F = Room Awake K= Kitchen 0 = Dayroom QR = Quiet Room B = Bathroom H = Hallway
45 a5 I SW - Social Worker S = Asleep T = Treatment Room GR = Group Therapy SH = Shower CR= Conference
L = Laundry 0U = Off Unit F = Privilege/Pass 0 = Doctor Office MR = Music Room C = Classroom
0300 1100 1900
15 15 15 Date | Time | Inttial | On-coming SACO/SUWA Signature Frint Name/Trtle Date | Time | Intial Off-going SACO/SUWA Signature Print Name/Title
30 30 30
45 45 45
0400 1200 2000
15 15 15
30 30 30
5 15 el
0500 1300 2100
15 15 15
30 30 30
25 5 15 Data | Time | Initial |RN Order RN - Signature Frint Name Date | Time | Initial RN Order RN - Signature Print Name
0600 1400 2200
15 15 15
30 30 30
45 45 45
0700 1500 2300
o 4 il 51973 12 Page 2 of 2 MR F
30 70 0 — F§1973 - Observation Record 4/2019.1 age 2 ot A
45 45 45
TH1973 - Observation Record  4/2019.1 Page 1 of 2 MR F

Copyright 2015 Property of State of NY,
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Presenter
Presentation Notes
1. Check appropriate box at the top upper LEFT hand side indicating if the
patient requires a Safety Companion or a Suicide Precaution
2. Write patient name, MR#, account #, D.O.B. and date are indicated at the
top of page 1 and page 2 write patient name, account #, MR# and date.
 Safety Companion Observation Record is a 24 hour document
3. Write in when initiating or changing the level of a Safety Companion
 State the time of initiation or change.
 State the current activity and behavior codes as well
4. Use Activity Codes (1 – 22) to describe the patient’s activity and place the
number in the Activity Code column
5. Use the patient Behavior Codes (a – n) to describe the patient’s behavior
and place the letter in the Behavior Code column.
 May use upper or lower case alphabet for the Behavior Code column
 If a change in patient’s behavior – make a notation at the specific
time of the change.
6. Signature Section:
 Safety Companions:
 Off‐Going (FIRST COLUMN) and On‐Coming (SECOND
COLUMN) place the time/initial followed by their
signature/printed name
 Signatures confirms hand‐off has occurred
 RN:
 Registered Nurse (THIRD COLUMN) place the time/initial
followed by their signature/printed name
 Required at every shift change
 Signature confirms that RN has 30 minutes to give a verbal
report to the Safety Companion that is assigned to that patient



http://www.upstate.edu/intra/forms/pdf/F81973.pdf

SACO/SUWA

UPSTATE

UNIVERSITY HOSPITAL

Patient Name: MR#:
OBSERVATION RECORD Acoount# 008: Date:
Time | Activity | Behavior | Obs |Location| ERA |Init. | Time | Activity | Behavior | Obs |Location| ERA| Init.§ Time | Activity | Behavior | Obs |Location|ERA | Init.
Code Code |Level| Code Code Code |Level| Code Code Code |Level| Code
2400 i 0800 1600
15 15 15
30 30 30
45 45 45
0100 0900 1700
15 15 15
30 30 30
45 45 45
0200 1000 1800
15 15 15
30 30 30
45 45 45
0300 1100 1900
15 15 15
30 30 30
45 45 45
0400 1200 2000
15 15 15
30 30 30
45 45 45
0500 1300 2100
15 15 15
30 30 30
45 45 45
0600 1400 2200
15 15 15
30 30 30
45 45 45
0700 1500 2300
15 15 15
30 30 30
45 45 45
F81973 - Observation Record  4/2019.1 Page 1 of 2 MR F
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SACO/SUWA

Patient Name: Account#:

MR#:

Date:

Observation (Obs) Level: (Safety Companion-RN Only-assessed every 8 hours)

1:1=High Risk, 2:1=Cohorting, D=Distance Safety Companion, R=Purposeful Rounding, F=Family/Friends, 1:1 SUWA=Suicide Watch, DC=Discontinue Safety Companion/Suicide Watcher
0/0=0ne to One (IP Psych) 15=15 minute Observation (IP Psych) 30=30 minute Observation (IP Psych)

CO=Constant Observation (IP Psych)

Envirenmental Risk Assessment (ERA): These items will be removed from the patients room once medically cleared: (Environmental Risk Assessment-RN Only-assessed every 8 hours)

A. 02 flow meter/tubing  C. Suction gauge E. Otoscope, ophthalmoscope  G. Stethoscope I. Phone K. Other:
B. Monitors & Cords D. BP cuff F. Wire basket H. Thermometer J. Other: L. Other:
Please be aware of items in the room that are not removed and pose a risk to the patient including, but not limited to:
(] Curtains and blinds LJShower curtain [JC-locker Ll Call bell CJLamp shade [ Cords of any kind [IBed frame/Stretcher
(] Chairs (J Sleeper sofa [JLinen and gown I Mirror (J Extra linen
Activity Code:
1. TV/Movie 5. Onthe telephone 9. Shower/bathing 13. Book/Magazines/Tablet 16. Puzzles/book mind game 19. Urinal/bedpan 21. Other (Describe):
2. Therapeutic Play 6. Approved visitor visiting  10. Ambulating 14. RN present 17. Resting 20. Off unit for test/
3. Eating 7. Physician present 11. Story Telling/Reminisce  15. Activity Apron/repetitive 18. Playing cards/board procedure 22. Other (Describe):
4. Drinking 8. Toileting 12. Sleeping acivity games
Behavior Code: ! :
a. Crying d. Yelling/screaming f. Restless L. Cooperatx.ve 2 k. Responds to verbal m.Risk Behavior: (hitting, biting,self-injury)
b. Quiet/reclusive e. Unable to follow g. Sleepy j- Follows directions cueing n. Other:
c. Impulsive directions h. Disoriented |. Calm
Location Code: (IP Psych only) _
R = Room Awake K = Kitchen D = Dayroom QR = Quiet Room B = Bathroom H = Hallway
SW - Social Worker S =Asleep T =Treatment Room GR = Group Therapy SH = Shower CR = Conference
L = Laundry 0U = Off Unit P = Privilege/Pass 0 = Doctor Office MR = Music Room C = Classroom
Date | Time | Initial | On-coming SACO/SUWA Signature Print Name/Title Date | Time | Initial | Off-going SACO/SUWA Signature Print Name/Title
Date | Time | Initial |RN Order RN - Signature Print Name Date | Time | Initial [RN Order RN - Signature Print Name

F81973 - Observation Record 4/2019.1

Page 2 of 2
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€ s 61 8 1a

Patient Name: MR#:
Account # DOB: Date:
Activity | Behavior |°@ | Time Activity | Behavior Location Time | Activity | Behavior Location
Code Code Code Code Code Code Code Code
2400 0800 j 1600 1 ]
15 15 E 15 B
30 30 o 2 ' 30 i ]
45 45 [ | 45 il i
0100 0900 i 1700 &
15 15 E 15 o ;
Sl 30 30 5
45 45 | s el §
0200 1000 : 1800 iR ,;
15 15 , 15 BEl i e
30 30 g 30 ai D
45 45 45
0300 1100 > 1900 :
15 15 , 15
30 30 E 30 7
45 45 i TR 4 ; :
0400 1200 f 1 2000 iE i
15 15 I 15 ]
30 30 30 : E
45 45 45 '
0500 1300 2100 ,
15 15 15 ]
30 30 30
45 45 45
0600 1400 1 2200 I E >
15 15 1 |
30 30 , 30 : :
45 sl g - B
0700 1500 2300 e z
15 15 ‘ 15 7
30 30 [ 30 :
75 B 25 25 :
F81973 - Observation Record  4/2019.1 Page 1 of 2 MR F
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Patient Name: Account#: MR#: Date:

0/0=0ne to One (IP Psych)

Activity Cd‘e:

1. TV/Movie 5. Onthe telephone 9. Shower/bathing 13. Book/Magazines/Tablet 16.Puzzles/book mind game 19. Urinal/bedpan 21. Other (Describe}):
2. Therapeutic Play 6. Approved visitor visiting  10. Ambulating 14. RN present 17. Resting 20. Off unit for test/ :
3. Eating 7. Physician present 11. Story Telling/Reminisce  15. Activity Apron/repetitive 18. Playing cards/board procedure 22. Other (Describe):
4. Drinking 8. Toileting 12. Sleeping acivity games
Behavior Code: ) )
a. Crying d. Yelling/screaming f. Restless i. Cooperative k. Responds to verbal m.Risk Behavior: (hitting, biting,self-injury)
b. Quiet/reclusive e. Unable to follow g. Sleepy j- Follows directions cueing n. Other:
c. Impulsive directions h. Disoriented I. Calm
Location Code: (IP Psych only) -
R = Room Awake K = Kitchen D = Dayroom QR = Quiet Room B = Bathroom H = Hallway
SW - Social Worker S =Asleep T = Treatment Room GR = Group Therapy SH = Shower CR = Conference
L = Laundry 0U = Off Unit P = Privilege/Pass 0 = Doctor Office MR = Music Room C = Classroom
Date | Time | Initial | On-coming SACO/SUWA Signature Print Name/Title Date | Time | Initial | Off-going SACO/SUWA Signature Print Name/Title

F§1973 - Observation Record  4/2019.1 Page 2 of 2 MR F


KocanC
Text Box
RN


- UPSTATE
Patient Name:%ﬁg_ﬁ@Mﬁ#z 0/0]3 45-67 UNIVERSITY HOSPITAL
OBSERVATION RECORD N— Y A/R pog: L4 = /A ~/2 _ pate: /" /- /9
Time | Activity | Behavior | Obs |Location] ERA|Init. } Time | Activity | Behavior | Obs |Location| ERA | Init.] Time | Activity | Behavior | Obs |Location| ERA | init.
Code Code |Level| Code Code | Code |Level| Code Code Code | Level] Code
2400 080 [ /44 A Mswo | /Y | A sk A |lib
15 15 5 | 2/ A Y |8Lmm
30 30 0 | 4/ | A D |zm
15 . 45 45 , N T
0100 o0 | F9 |3 jL L M 1700 \
15 ) 15 , 15 N
n | /4 171 lizr St 30 30
45 ' 45 45
0200 72 L w0 | /0 | T K / K] 1800
15 5 | /& | [ D SH 18
30 30 30 Inpatient Psych
45 45 45 use SAME code in
0300 DEF damm | s T L £P) '?g“ Observation Level
15
;g 30 30 ‘ column (SUWA)
15 15 1 45
0400 DEF dLl12n | s | T L LA 2000 '
15 15 15
30 30 30
45 45 45
0500 | s/ | /3 Al 10 |- j) | T/ PA 200
15 15 15
30 30 30
45 45 , 45
0600 | /2 5 M 1400 | 77 JZ PP 2200
15 | - 15 15
30 30 30
45 45 45
0700 | j 7 ) A~ 500 [ /7 A | 2300
5 | jof }7 sBl " lid/4 A | D Al
0| /R A / 30 ? B 30
45 45 2 Nl %
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Patient Name: 5ﬂ////vf N {Q ‘IL)&ZDI/ Account#: A’%é 7f9 MR#: 0/475‘6/540 __ Date: /"/‘ / 4

Observation (Obs) Level: (Safety Companion-RN Only-assessed every 8 hours}
1:1=High Risk, 2:1=Cohorting, D=Distance Safety Companion, R=Purposeful Rounding, F=Family/Friends, 1:1 SUWA=Suicide Watch, DC=Discontinue Safety Companion/Suicide Watcher
0/0=0ne to One {IP Psych) 15=15 minute Observation (IP Psych) 30=30 minute Observation {IP Psych) C0=Constant Observation (IP Psych)

Environmental Risk Assessment (ERA): These items will be removed from the patients room once medically cleared: (Environmental Risk Assessment-RN Only-assessed every 8 hours)

A. 02 flow meter/tubing  C. Suction gauge E. Otoscope, ophthalmoscope  G. Stethoscope l. Phone K. Other:
B. Monitors & Cords D. BP cuff F Wire basket H. Thermometer J. Other: L. Gther:
ggase be aware of items in the room that are not removed and pose a risk to the patient including, but not limited to:
Curtains and blinds O Shower curtain O C-locker 1 Call bell OJLamp shade (JJ Cords of any kind [Bed frame/Stretcher

%airs (JSleeper sofa inen and gown irror OJ Extra linen
Activity Code:
1. TV/Movie 5. Onthe telephone 9. Shower/bathing 13. Book/Magazines/Tablet 16. Puzzles/book mind game 19. Urinal/bedpan 21. Other (Describe):
2. Therapeutic Play 6. Approved visitor visiting  10. Ambulating 14. RN present 17. Resting 20. Off unit for test/
3. Eating 7. Physician present 11. Story Telling/Reminisce  15. Activity Apron/repetitive 18. Playing cards/board procedure 22. Other {Describe):
4. Drinking 8. Toileting 12. Sleeping acivity games
Behavior Code: . )
a. Crying d. Yelling/screaming f. Restless i. Cooperative k. Responds to verbal m.Risk Behavior: (hitting, biting,self-injury}
b. Quiet/reclusive 8. Unable to follow g. Sleepy j- Follows directions cueing n. Other:
c. Impulsive directions h. Disoriented I. Calm
Location Code: ([P Psych only) '
R = Room Awake K =Kitchen D = Dayroom ~ OR=Quiet Room B = Bathroom H = Hallway
SW - Social Worker S = Asleep ' T =Treatment Room GR = Group Therapy SH = Shower CR = Conference
L = Laundry 0U = Off Unit . P = Privilege/Pass 0 = Doctor Office MR = Music Room C = Classroom

Date | Time | Initial | ON-COMINGSACO/SUWASignatur Print Name/Tite Date | Time | Initial | Off-going SACO/SUWASignature | Print Name/Title

Vil oach L1 (Ao Lottle.  Vhur e moh |Tldownd £l (e fidle Lhil L1172 . MGA
11711816660 DD\ Doyl 75,#,1(, Doy Ny Z HeT ) ieo2a0 7)7) Daitel Dy k. ovid Dret , AT
11ifi8lon30 LK Lottt X Ly #e A/m'a L HLT Ve ool AR A 17 e a
Uililioo 2P| Vaettsy Zuﬁ’ﬁ__ T M Vi) sy PP bt reth, Piml  HET
Y ifuslis00_mm *MJ/[%/ TNeose. |Miediy Moose , Mok 4

Date | Time | Initial |RN Order RN - Signature Print Name Date | Time | Initial |RN Order RN - Signature Print Name

/s [i4ois0, 50 | / WhiEe | Snproy Lhike AN
ilidozisisB | v ﬁ/ﬂ/){&ﬂj Blue Sleepide Bine AN
11)8liois|SB |V ﬁfﬁjxfu Plie  SpegmT Blue 27)
i hesiste bl v [ Ohown [[hhel” Prown A1)
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Column NAME change - RN

Only - KEY ON BACK | UPSWE

Patient Name: @ALQ MR 0/023 45_67 UNIVERSITY HOSPITAL
OBSERVATION RECORD account#:_ALL ] &G pos: LA /A /A vate:_ /" /- /9
Time | Activity | Behavior Obs |Location| ERA | Init. | Time Activity | Behavior | Obs |Location|ERA| Init.] Time | Activity | Behavior Location
Code Code |Level| Code Code | Code |Level| Code Code Code Code
2400 080 [/A3Y| A Hsw | /4 | A
19 G/;N order at initiation of 15 15 2/ '4 ,71
30 §Safety Companion Level 30 B | A | A/
45 tx A A A A A A A A A A A A 45 _ — - 45 - /
0100 &/ v | §F9 |3 A LA VP~~~ ~e
15 , 15 GARDRARAARADRDAND) RN can place pt on Suicide
0 | /& | 7] i/ s o [ ¢ RN asTesslmint is g8h or if j Precautions (SUWA), then must e
45 ! g 5 | C evel changes A document Obs Level & ERA g8h Now the Safety Companion is
0200 “n ﬂL 1000 /0 3 K L/{ ? - MD will evaluate in 1 hour now a Suicide Watcher (SUWA),
* 4 - 8 WWMM ; documentation on Observation
;g ;g / 4 L b S 20 Record is now 15 minutes
45 45 45
0300 DEF A | s T 20| 1900
15 15 15
30 30 30
45 45 | 4
0400 DEF L [ s T L] 2000
15 15 15
30 30 30
45 45 45
0500 | s/ | /3 Azl 10 | )] T L PA 10
15 2 ASARARAN 7 15 15
30 t Encourage rotating 20 30
0 Pl T I I I
0600 /é(_,\ ApA A A bb 1400 /,9? JZ pﬂ 2200
15 ~ 15 15
45 45 45 }' New shift RN validates previous
0700 /g & bf 1500 /QZ ﬂ g 2300C RN order & RN HANDOFF but
1B [ /4 7 Sé 15 iA /;)[ [5 I) (-——% 15 % NO new order is needed unless
30 ,‘2 6 “ / 20 ? ~ 30 S'a change or 8 hours has passed
15 15 43 5
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Patient Name: 5d/[,//vf N {Q ‘léeﬂébll Account#: #Aﬁ 7f9 MR#: 0/575‘6/5—40 __ Date: /"/‘ /

Observation (Obs) Level: (Safety Companion-RN Only-assessed every 8 hours) <
1:1=High Risk, 2:1=Cohorting, D=Distance Safety Companion, R=Purposeful Rounding, F=Family/Friends, 1:1 SUWA=Suicide Watch, DC=Discontinue Safety Companion/Suicide Watcher
0/0=0ne to One {IP Psych) 15=15 minute Observation (IP Psych) 30=30 minute Observation {IP Psych) CO=Constant Observation (IP Psych)

{
(

RN ONLY - g8h/prn,
must communicate to
SACO/SUWA

= Suicide Precautions
ONLY: RN must
complete ERA g8h

Activity Code: ) N - = Suicide Precautions

1. TV/Movie 5. Onthe telephone 9. Shower/bathing 13. Book/Magazings/Tablet 16. Puzzles/book mindyqme 19. Urinal/bedpan 21. Other (Dcnbe) ONLY: SUWA
2. Therapeutic Play 6. Approved visitor visiting  10. Ambulating 14. RN present 17. Resting 20. Off unit for test/ ‘ 4 constantly aware of
3. Eating 7. Physician present 11. Story Telling/Reminisce  15. Activity Apron/repetitive T8~Rlaying cards/board procedure 22. Other (Describe): items remaining in
4. Drinking 8. Toileting 12. Sleeping acivity games room
Behavior Code: ) )
a. Crying d. Yelling/screaming f. Restless i. Cooperative k. Responds to verbal m.Risk ior: higting, biting,self-injury)
b. Quiet/reclusive 6. Unable to follow g. Sleepy j- Follows directions cueing n. Other:
c. Impulsive directions h. Disoriented I. Calm
My ROCK STAR RN should
Location Code: (IP Psych only) _ help the SUWA understand that
R = Room Awake K= Kitchen D =Dayroom . OR={Quiet Room B = Bathroom H = Hallway 5 items in the ERA section will
SW - Social Worker S =Asleep ' T = Treatment Room GR = Group Therapy SH = Shower CR = Conference in the Pt d
L= Laundry GU = Off Unit i P = Privilege/Pass 0 = Doctor Office MR = Music Room C = Classroom In the | _room and can
. . not be mitigated
Date | Time | Initial | ON-cOmINgSACO/SUWASignaturt Print Name/Title Date | Time | Initial | Off-going SACO/SUWASignature

Yilmlozes CL| fhee Zottie (e L e mod |Tlelowcd 2l b Fodte Lhit LK hmo#
111816606 DD Dl %M Dusifd Ner ., He71)d0200 7)7> Davtel Dyek.  Dovid Dpelt, //47’(
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Date | Time | Initial |RN Order| RN - Signature PrintName Datef  Checking box indicates RN completed Print Name

assessment to start/change/discontinue

{//,//? 0130 S '/ Mé’ 5’)0/")“ [d/]//% '4/) % Safety Companion order or when the RN
l./’,llq 074558 | \6/42’/{&”4’ Blue Slecpide flue AN : ¢ has to start Suicide Precautions due to
il8liois\SB| V' Blroperr Pl pepnT Blue , 4/) % assessment. Document in Obs Level

¢

‘l'////q s/STAAL /’2 ;;ZZ ﬁfww/l_, /hu—&é/ 6/]9‘,/,7 AN column on reverse side of Observation

Record & EPIC

70/ 4lend GH vor Lhuels Bumon 4N
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STEP BY STEP Directions for OBSERVATION RECORD F81973

1. Safety Companion (SACO) ~ Non-Suicide
a. Using the Activity Codes on page 2 - place a NUMBER in the Activity Code Column on page 1 EVERY

HOUR and/or
Activity Code:
1. TV/Movie 5. Onthe telephone 9. Shower/bathing 13. Book/Magazines/Tablet 16. Puzzles/book mind game 19. Urinal/bedpan 21. Other |
2. Therapeutic Play 6. Approved visitor visiting 10. Ambulating 14.RN present 17. Resting 20. Off unit for test/
3. Eating 7. Physician present 11. Story Telling/Reminisce  15. Activity Apron/repetitive 18. Playing cards/board procedure 22. Other |
4, Drinking 8. Toileting 12. Sleeping acivity games

Time | Activity | Behavior | Obs |Location| ERA|Init
Code Code |Level| Code

2400
15
30

45
b. Using the Behavior Codes on page 2 — place a lower case LETTER in the Behavior Code Column on page
1 EVERY HOUR
Behavior Code: _ _
a. Crying d. Yelling/screaming f. Restless I Cooperative k. Responds toverbal ~ m.Risk Behavior: (hitting, biting,self-inj
b. Quiet/reclusive e. Unable to follow 0. Sleepy j. Follows directions cueing n. Other:
¢. Impulsive directions h. Disoriented . Calm

Time | Activity | Behavior | Obs |Location| ERA|Init
Code Code |Level| Code

2400
15
30

45

c. Place your initials in the Initial (Int.) Column on page 1 every time you write in EITHER the Activity or
Behavior Columns on page 1

Time | Activity | Behavior | Obs |Location| ERA |Init.
Code Code |Level| Code

2400
15
30

45

d. Place your signature on page 2
v" On-coming = arriving SACO to patient room
v' Off-going = leaving SACO from patient room
v" Keep in mind that a RN/LPN can be in the SACO role during breaks — they would sign
their signature in the On-coming or Off-coming SACO area on page 2

Date | Time | Initial | On-coming SACO/SUWA Signature Print Name/Title Date | Tme | Initial | Off-going SACO/SUWA Signature Print Name/Title

t t



2. Suicide Watcher (SUWA) ~ Suicide Precautions

a. Using the Activity Codes on page 2 - place a NUMBER in the Activity Column on page 1 EVERY 15
MINUTES and/or

b. Using the Behavior Codes on page 2 — place a lower case LETTER in the Behavior Column on page 1
EVERY 15 MINUTES

c. Place your initials in the Initial (Int.) Column on page 1 every time you write in EITHER the Activity or
Behavior Columns on page 1

d. SUWA and/or RN can place check marks next to any of the items in the room that are NOT removed
from the patient room

Please he aware of items in the room that are not removed and pose a risk to the patient including, but not limited to:
[ICurtains and blinds ] Shower curtain CIC-locker (1 Call bell (] Lamp shade [ Cords of any kind [1Bed frame/Stretcher
[l Chairs [ Sleeper sofa Ulinenandgown — UIMirror [ Extra linen

e. Pace your signature on page 2
v" On-coming = arriving SUWA to patient room
v'  Off-going = leaving SUWA from patient room
v" Keep in mind that a RN/LPN can be in the SUWA role during breaks — they would sign
their signature in the On-coming or Off-coming SUWA area on page 2

1. Registered Nurse ~ Non-Suicide Patient
a. Using the Observation (obs.) Level Codes on page 2 — place the code in the Obs Level column on page
1

When RN writes a NEW Safety Companion Order

When the RN CHANGES the Level of Safety Companion Order

v" When a NEW SACO is reporting, the code will validate previous RN order if less than 8
hours ago and confirms SACO/RN verbal report

v At least EVERY 8 HOURS

v
v

Observation (Obs) Level: (Safety Companion-RN Only-assessed every 8 hours)
1:1=High Risk, 2:1=Coharting, D=Distance Safety Companion, R=Purpossful Rounding, F=Family/Friends, 1:1 SUWA=Suicide Watch, DC=Discontinue Safaty Companion/Suicide Watcher
0/0=0ne to One (P Psych)  15=15 minute Observation (IP Psych) ~ 30=30 minute Observation (IP Psych) ~ CO=Constant Observation (IP Psych)

Time | Activity | Behavior | Obs |Location| ERA |Init
Code Code |Level| Code

2400
15

30
45
b. Place your initials in the Initial (Int.) Column on page 1 ONLY when you write in the Obs Level column
on page 1, which is at least every 8 hours
c. Place a CHECK MARK on the RN Order column on the bottom of page 2 ONLY when you write a RN
order
Date | Time | Initial |RN Order RN - Signature Print Name Date | Time | Initial |RN Orcler RN - Signature Print Name

(]



d. Place RN Signature on page 2
4 ONLY when you sign your initials in the (Int.) column of page 1

2. Registered Nurse ~ Suicide Precautions
a. Using the Observation (obs.) Level Codes on page 2 — place the SUWA code in the Obs Level column on
page 1l

v" When RN has assessed the patient and feels that should be place on Suicide Precautions
— MD evaluation in 1 hour
v" When a NEW Suicide Watcher is reporting, the SUWA code will validate the continued
MD Suicide Precaution order at least EVERY 8 HOURS and confirms SACO/RN verbal
report
b. Place your initials in the Initial (Int.) Column on page 1 ONLY when you write in the Obs Level column
on page 1, which is at least every 8 hours
c. Using the Environmental Risk Assessment (ERA) Codes on page 2 — place capital LETTERS in the ERA
column on page 1 of all items in the patients room that REMAIN in patient room EVERY 8 HOURS.
Once they are no longer needed for treatment they would be removed and no longer need to be
documented

Environmental Risk Assessment (ERA): These items will be removed from the patients room once medicaly cleared: (Environmental Risk Assessment-RN Only-assessed every 8 hours|
A. 02 flow meterftubing ~ C. Suction gauge  E. Otoscope, opfthamoscape 6. Stathoscope |, Phone K. Other.
B.Monitors & Cords 0. BP cuff F. Wira basket . Thermometer J.Other: L. Other.

Time | Activity | Behavior | Obs |Location| ERA |Init
Code Code |Level| Code

2400
15
30

: t

d. RN and/or SUWA can place check marks next to any of the items in the room that are NOT removed
from the patient room

Please be aware of items in the room that are not removed and pose a risk to the patient including, but not limited to
[ICurtains and blinds L] Shower curtain [IC-{ocker [1Call bell (] Lamp shade [ICordsof anykind ~ [JBed frame/Stratcher
[]Chars [1Sleeper sofs ClLinenandgown  [IMirror [ Extrainen

e. RN and SUWA review the items that remain in the room — suggestion — count the High Risk items.
f. Place a CHECK MARK on the RN Order column on the bottom of page 2 ONLY when you write a RN

order
v" RN can write an initial Suicide Precaution Order if assessment indicates
v" NO check mark is indicated if your just validating MD order
Date | Time | Initial |RN Order AN - Signature Print Name Date | Time |{Initial |RN Orcler RN - Signature Print Name

g. Place RN Signature on page 2
v" ONLY when you sign your initials in the (Int.) column
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