Rehab Forum Query Summary-EPIC diet process and documentation-11/11/19

ORG A

For example, a patient who has participated in a Videofloroscopic Swallow Study (VFSS) or FEES and
needs a feeding plan e.g. no thin liquids, thicken all liquids to a mildly thick IDDSI level 1, is admitted to
an inpatient floor. Where is that information documented at your facility so that admit team, surgical
team etc. can see this diet plan? Please see attached PP. We have this information flow through to a
variety of resources in Epic. However, we do ask our SLPs to enter the diet orders directly as well.

e At ORG A we file a VFSS/FEES report in EPIC but medical providers have a hard time locating
it or don’t track down the most recent report.
e We can, and have, added a dysphagia diagnosis to the problem list and entered it into the
medical history section.
o Feedback, however, has been that at times the patient’s problem list and medical
history list is long and this diet information is easily overlooked.
e Another suggestion was to use the “FYI” feature.
o Feedback is that this feature is at times over used and leads to “FYI Fatigue” and as a
result its content does not receive the attention it deserves.
Therefore, our team is wondering:

From your experience, what is best practice for a centralized location for documentation, and what
are your processes to keep this information up to date?

1. What is he best place to document a patient’s feeding plan/swallow diet so that the current diet
is ordered in the system upon admission? We have a report pull through of the last filed value
from the SLP documentation. This obviously only works for patients who are seen within our
system.

2. What is the best place to document a patient’s feeding plan/swallow diet so that the current
diet is ordered status post-surgery? Flowsheet documentation

3. Who documents the feeding plan/swallow diet and maintains this information (ensures most
current)? SLP is in charge of any diet consistency/compensatory strategies.

4. If a child admitted has received a VFSS/FEES at another facility, who captures that information is
EPIC for the medical providers? Aslong as the documentation was done in flowsheets, it should
display in a report in the diet order if this patient was seen within our system.

We have done a lot of work around this at our facility over the past year due to a few safety events that
occurred. Our inpatient therapists’ documents in flowsheets and they are instructed to fill out a specific
section with the diet recommendations and compensatory strategies immediately following their
evaluation if they are unable to complete the full report. That information then flows through to an
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interdisciplinary plan of care, PCT and nursing hand-off tools, and the transfer to facility
documentation. | have attached a brief PowerPoint that highlights the changes that we have made. It
does not solve everything; however, it has made great improvements in our hand-offs and
communication. We did a root cause analysis and polled our SLPs to ask them what “ideal state” would
look like and then worked with our medical teams and Epic to make the requested changes. Let me
know if you have any questions.

Here is how we are capturing it here at ORG B.

e |P speech team came up with feeding recommendations with drop downs (ELT).

e Speech therapists complete the PO Feeding recommendations table in the patient’s daily
treatment note smarttext (ETX).

e Smartlinks were created (HHS) beginning, text, and end. The beginning and and end HHS were
included in the IP Daily treatment note smarttext.

e The text HHS was included in the nurses’ handoff navigator in the nutrition info report. (Second
screenshot)

e Every time the table is updated or changed in the SLP daily treatment note, it automatically
updates in the handoff navigator.

SmartText Ed INPATIENT DAILY PROGRESS NOTE [12310]

Hame P RPATENT DALY PROGRESS NOTE Verson

General  Restnctions  Discte Dats Settipgs  Edtors List  Used By Synosyms Languages & Ovenrides
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NAME: @NAME@ DATE OF EVALUATION: ***

MR#: @MRN@ THERAPIST: @ME@

DATE OF BIRTH: @DOS@ REFERRING MD: "**

{AGE:20241} PCP: @FPCP@

PREFERRED NAME: ***

PO FEEDING RECOMMENDATIONS

Nipple: {SLOW FLOW, STANDARD, CROSS CUT:28933)
Feeding Position: {SEMI UPRIGHT, ELEVATED SIDE LYING,
ECLINED BACK:25934)

echniques: (EXTERNAL PACING, CHIN SUPPORT, CHEEK
guppoa'rzzssss)

onsistency: {THIN, THICKEN WITH RICE CEREAL, THICKEN

TH THIK & CLEAR:25936)

X Reason for Referral In the Assess section In

your navigator, Delete this statement. ***
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Navigators

SITUATIO!

Admitting Info

Problem List

History

Patient Tracker

Active LDA's b
Consults

BACKGROUND
Patient FYI
PEWS

Shift Vitals

Vitals Graph

24 Hour 150
Results
Respiratory Data
Due Meds

Med Rec Status

Running Infusions

Pain

Pain History
Nutrition Info

2 Admission 2 Shift Assessment Bl Transfer 1Y Discharge ' Handoff [ Phase Il Recovery EKG

H Nutrition Info

Diet Orders
(From admission, onward)
Start
10/28/19 2100 » BREAST MILK EVERY 3 HOURS Comments: PO 55 ml every 3 hrs Altemat...
10/28/19 2100 » GERBER GOOD START GENTLE EVERY 3 HOURS Comments: PO 55 ml every 3 hrs Alterna..

Speech Pathologist PO Feeding Recommendations
DATE OF SERVICE: 10/29/2019

PO FEEDING RECOMMENDATIONS

Nipple: Dr. Brown's: Preemie

Feeding Position: Semi Upright =45°
Techniques: Chin support

Consistency: Thicken with rice cereal: 1.5 tsploz
Other: testing

B Flowsheet Rows
Most Recent Value
PO Feeding Progression /8

B Flowsheet Rows

Most Recent Value
Calerie Count (not including sclids) ]

From your experience, what is best practice for a centralized location for documentation, and what
are your processes to keep this information up to date?

1. What is the best place to document a patient’s feeding plan/swallow diet so that the current
diet is ordered in the system upon admission? Upon admission, in the admission navigator, the

nurse enters feeding/diet type, formula, feeding route, feeding schedule, feeding amount,

pacifier used.
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Navigators

3 Admission [ Shift Assessment [ Transfer 1 Discharge %3 Handoff El Phase Il Recovery EKG

RELEASE ORDERS
Consent

Order Rec Rpts
Manage Orders
Med Rec Status

overviEw
Code Word
Allergies
Problem List
Pert Negs
History

| Aamission inform
Discharge Flanning
Functional Screens
Patient FYI
Developmental
Breastmik
Review Home Meds
Filed Documents
Directives
Patient Belongings
Active LDAS

Implants

Vital Signs
Head to Toe
Unit Collection Labs

Complications [Jnone []Dystocia [Jpreterm labor [[] abruptio placentae [JPplacenta previa [[JPlacental retention [Jcord prolapse
[[] Uterine rupture [[] Amniotic embolism [[] Gther (Comment)

History of Yes | No

Prematurity

Week Gestation

Birth Hospital

Feeding/Diet Type [J2 gram sodium diet ~ []Breast milk [Jereast milk and f. [erat [Ccardiac [ constant carb [ clear liquid [CIpysphegia
[Jrarmula [High pratein/hig... [Ciquids [JLow bacteria [IMechanical eden..  [INothing by mouth  []Puree [Cregular diet
[IRenal [Jsips and chips [soft [thickened [lother (comment)

Formula

Feeding Route [(ereast [eottle [JG-tube [JLoa Enterostomy [s-tube [JLpA Jejunostomy [IND tube
[[ING tube [J0G tube [[JLDA Nasogastricy. [Joral [Ipeg-tube [J1-tube [Jother (comment)

Feeding Schedule

Feeding Amount

Pacifier Used Yes No

Rest/Sleep for Patient/Family identifies as adequate Fair Poor Other (Comment)

Patient

Toileting Independent Needs Assistance Dependent
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ORGC

What is the best place to document a patient’s feeding plan/swallow diet so that the current
diet is ordered status post-surgery? PO feeding recommendations are documented in the
speech’s smarttext and it always pulls in to the nutrition info section in the handoff navigator
Who documents the feeding plan/swallow diet and maintains this information (ensures most
current)? Speech therapist documents and maintains. We ensure that it is current by pulling in
their feeding recommendations table into the nutrition info section in the handoff navigator

If a child admitted has received a VFSS/FEES at another facility, who captures that information in
EPIC for the medical providers? If caregiver mentions this to a resident or SLP, they may include
the information verbally given in to their note.

From your experience, what is best practice for a centralized location for documentation, and what
are your processes to keep this information up to date?

1.

What is he best place to document a patient’s feeding plan/swallow diet so that the current
diet is ordered in the system upon admission? We document our MBS and FEES reports in epic
as well but rely on the MD to be sure to read the most recent MBS/FEES report when the
patient is newly admitted. Fortunately it hasn’t really been a problem with our MDs missing the
recent MBS/FEES notes and diet recommendations but | can completely see how errors could
occur.

What is the best place to document a patient’s feeding plan/swallow diet so that the current
diet is ordered status post-surgery? We will often put comments specific to the feeding
recommendations in the RN Sticky Note. The RNs are really good about checking
that. Additionally, we write a note in epic with a recap of recommendations. We also
communicate it to the MD and they often will document it in their notes under the
FEN/GI/Nutrition section of their daily notes.

Who documents the feeding plan/swallow diet and maintains this information (ensures most
current)? The SLP following the patient documents the feeding plan and diet
recommendations. The MD puts diet orders in epic for all to see and they will be as specific as
we want them to be when entering the orders (ex: they will write specific comments like “hold
the infant in elevated sidelying and use a preemie nipple”). MDs also have comments on the
feeding plan within their daily notes under the FEN/GI/Nutrition section.

If a child admitted has received a VFSS/FEES at another facility, who captures that information
is EPIC for the medical providers? Typically that information is written in the HP completed by
the physician with information be provided by the parent. If Speech is consulted, we also
document that information in our notes as well.
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