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CLINICAL PRACTICE GUIDELINE
ADULT INPATIENT NURSING DYSPHAGIA SCREEN

KEYWORDS: dysphagia, SLP, bedside swallow, aspiration, stroke, NPO

EXECUTIVE SUMMARY:
Provide an efficient, reliable, and consistent means of identifying patients at risk for aspiration, with the goal of placing 
patients on the appropriate diet, while those identified at risk will undergo a formal evaluation by a member of the Speech-
Language Pathology (SLP) team.

SCOPE:

Inclusion Criteria:

•	 ALL adult patients >18 years old at risk for aspiration

Patients at Risk for Aspiration (list is not exhaustive)

•	 Stroke Diagnosis

•	 Patients admitted to the Intensive Care Unit

•	 C-spine injury with immobilization

•	 Neurological Conditions such as ALS, Parkinson’s, Multiple Sclerosis, Myasthenia Gravis

•	 Altered mental status or diminished cognitive ability (dementia)

•	 History of dysphagia, aspiration, and recurrent pneumonia

•	 Head/neck trauma or surgery (wired jaw)

•	 Hoarseness, slurred speech, weak/ineffective cough, unable to manage own secretions, poor airway protection

•	 Patients with gastrointestinal tubes 

•	 Caregiver discretion for patient at risk for aspiration

•	 Post prolonged intubation

a.  If patient intubated for greater than 48 hours during past 3 days

b.  Persisting vocal hoarseness, dysphonia, or throat pain 24 hours post-extubation

Exclusion Criteria:

•	 Comfort Measures Only

•	 Tracheostomy Patients

Ineligibility:

•	 Patients intubated for over 48 hours will be deemed ineligible for dysphagia screening and must undergo a full 
bedside swallow evaluation by a member of the Speech-Language Pathology team
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CLINICAL PRACTICE GUIDELINE: ADULT INPATIENT NURSING DYSPHAGIA SCREEN  

CLINICAL PRACTICE GUIDELINES

The timing of the screen requires clinical judgment and generally the patient should be awake, cooperative, and 
able to participate.

1.	 Patients at risk for aspiration, requiring a dysphagia screen, will remain NPO prior to screening.

2.	 For purposes of this guideline NPO refers to nothing by mouth. This includes ALL PO medication, sips of 
water, and ice chips. 

3.	 Patients at risk for aspiration should be placed on aspiration precautions.

4.	 Intensive Care Unit (ICU)  patients will be kept NPO, including in the Emergency Department, until the dysphagia 
screen is completed and documented in medical record.

5.	 Stroke and Suspected Stroke patients will be kept NPO, including in the Emergency Department, until the dysphagia 
screen is completed and documented in medical record.

6.	 Patients passing the dysphagia screen may be placed on the appropriate PO diet.

7.	 Patients who do not pass the dysphagia screen will undergo a full bedside swallow evaluation by a member of the 
Speech-Language Pathology team.

The dysphagia screen is a one-time per admission, pass/fail test performed, with the following exceptions:

1.	 Patient is intubated and extubated within 48 hours.

2.	 Patient exhibits new stroke symptoms and/or decline in neurologic status.

3.	 Patient admitted with stroke undergoes intervention (i.e., thrombolytic or NIR treatment) and demonstrates complete 
resolution within 4 hours of treatment and now passes dysphasia screen. See Inpatient Nursing Dysphagia 
Screening Algorithm (Appendix A).

Note: Although a dysphagia screen order is preferred, it is not required to perform screening.

MONITORING/ RESPONSIBILITY:
The individual directors/department managers or designee(s) are responsible for ensuring their staff complies with this 
guideline. They are also responsible for the monitoring compliance and on-going education of staff.

ASSOCIATED TOOLS:
1.	 Appendix A: Dysphagia Screening Algorithm
2.	 Appendix B: Dysphagia Screening Tool  ECIP 00003
3.	 Inpatient Adult Aspiration Precaution Procedure 1000 Policy Template (umassmemorialhub.org)

REFERENCES:
1.	 Powers, W. J., Rabinstein, A. A., Ackerson, T., Adeoye, O. M., Bambakidis, N. C., Becker, K. & American Heart 

Association Stroke Council. (2019). Guidelines for the early management of patients with acute ischemic stroke: 
2019 update to the 2018 guidelines for the early management of acute ischemic stroke: a guideline for healthcare 
professionals from the American Heart Association/American Stroke Association. Stroke, 50(12), e344-418.

2.	 Hind JA, Robbins J, Priefer, B. Development of a multidisciplinary evidence-based dysphagia screen for all acute care 
admissions. Perspectives on Swallowing and Swallowing Disorders (Dysphagia) 18 134-139 December 2009.

3.	 Cohen AK. Creating a swallow screening program at Mass General Hospital: A model for development and 
implementation. Perspectives on Swallowing and Swallowing Disorders (Dysphagia) 18 123-128 December 2009.

EVALUATION:
No changes may be made in isolation or independently. This guideline will be evaluated every 3 years or as needed.













   
 

Do Something ~ Say Something! 

 

Elopement Risk Mitigation Process 
 

 ED and Acute Care Patients will undergo an elopement screening. 

Mitigation strategies will be implemented for patients at risk of elopement due to 
factors like age, mental health, cognitive impairments, or involuntary commitment 
(e.g., Section 12). 

Mitigation 
Strategies: 

• Change patients into green scrubs. 
 

• Avoid placing patients near single exits; position them 
near the nurse’s station when possible. 

 

• Assign appropriate observation levels (1:1 or 1:4) for 
monitoring. 

 

• Ensure observation documentation and communication 
between nursing and observers occur to align on the 
patient’s risk and plan. 

Procedure for 
patients refusing 

to change into 
green scrubs: 

• Escalate to the resource nurse for assistance in 
explaining the purpose of creating a safe environment to 
the patient. 

 

• Involve the Assistant Nurse Manager/Manager on duty. 
 

• Activate the Pediatric Behavioral Emergency Response 
Team (Pedi-BERT) for escalated or unsafe pediatric 
patients. 

 

• If the patient refuses to change, remove all unsafe objects 
and ligature risks (e.g., shoelaces, belts). 

Patient Elopement Workflow 
 

1. Stay calm, listen, and assess the reported situation. 
 

2. Gather details from the observer about the patient’s direction, appearance, and other key information. 
 

3. Notify campus police, escalate to the chain of command (i.e., nurse manager/supervisor) and provide 
a full patient description and relevant details. 
 

4. If the patient is in view, follow safely until police arrive. 

Campus Police 
University Police: (508) 856-3296 
Memorial Police: (508) 334-8568 
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Life Flow & Qin Flow for Warmed Rapid Transfusion of Blood or IV Fluids 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Pediatric Triage 
Reference 
Triage workflows & procedures affecting ages 18-26 
University Campus ED
March 2025

Author: Ann Kach MSN, RN CEN, CPEN



Pediatric Triage Nurse 11a-11p

Workflow Expectations:
1) Prioritize pediatric patients ages 17 and under for triage

1) Share ages 18-26 with adult triage nurses when there are NO pediatric patients to 
triage. 

2) Adult triage nurses will prioritize ages 18 +
1) Adult triage nurses will assist with triaging pediatric patients when there are no adult 

patients to be triaged.

**The goal is to help each other! When there are no pediatric patients or age 18-26 to triage, 
please go help the adult triage nurses by assisting with vital signs on the patient they are 
triaging**

**Similarly, the goal is for adults to help pediatric triage nurses with vitals or weights when 
they are busy and there are no adults to triage**



• 1 tech for vital signs in triage
• 1 tech for labs/EKG’s
• 1 tech with Greet RN to help re-vital patients in waiting room 
• Can change depending on staffing

Resources at Triage



• Hospital Policy: All patients who remain in the waiting room 
should be assessed every 4 hours OR
• For any new or worsening complaints including vital signs

Reassessment Expectations for Waiting Room 



• Hospital Policy: ED staff respond to visitor, employee, or outpatient 
rapid response or code blue response. 
• The Pediatric Triage nurse and the greet tech would be expected to respond to 

all pediatric VEO’s that are called. 
• Will take hospital stretcher & jump bag with resuscitation equipment to the 

location where the patient is based on the alert that the Greet Nurse receives.
• Expectation is to get patient and safely transport to the ED for treatment.

• The responding ED nurse will work as part of the team to provide BLS/AED with advanced 
airway capabilities per anesthesia team.

• IF stable, patient will be registered and triaged.
• IF unstable, patient will be brought into pedi ED department and registered 

there while treatment is rendered.
• Further details in policy 2218 Triage and Treatment of Medical Emergencies 

including Code Blue

Pediatric VEO Rapid Response or Code Blue





• Greet tech or nurse walks them through security line AND front of 
triage line to be prioritized if stable

• Triage patient & call Pedi Resource RN for room 
• If NO room bring patient to Pedi ED nursing desk

Direct Back & Zoom to Room Reminder



EMH Adult Patient Triage Workflow

1)Any adult patient with 
• Normal vital signs
• No medical complaints
• No alcohol or drugs in the last 24 hours
• Endorses a mental health issue
• CALL EMH Resource nurse to see if space is available in EMH 
• IF SPACE in EMH: no search or green scrubs needed-go direct to EMH

2)If EMH is full: ensure there is staff in the EMH waiting area (box)
• Tech can help change patient in green scrubs
• RN ensure belongings searched & places in the blue bins near security at 

triage. Document in chart which bin was used. (Blue bin moves when patient 
is moved)

• Click on EMH waiting criteria in triage navigator
• RN will need to go to West Pod to have doctor come to triage to fill in Section 

12 for the patient (if a section 12 is needed). 
3)IF patient endorses mental health issue & MEDICAL COMPLAINT:

• Call FLOW NURSE for placement in the PODS.

EMH ext: #43562



Stroke, Trauma, or Unstable Patients

Call FLOW NURSE for directions: ext #11815
• Will instruct on location to send patient
• See example criteria on next pages



Unstable Adult Patients

What constitutes an unstable adult patient?
• Clinical judgement is needed , BUT some things to consider:

• Need lifesaving interventions
• Physiologic instability
• Likely to deteriorate
• Need immediate care based on presentation
• Unresponsive
• Pulseless
• Apneic
• Severe respiratory distress
• Profound hypotension-needs fluids or blood to resuscitate
• Hypoglycemia
• Signs of hypoperfusion
• Ineffective airway clearance
• Ineffective respiratory effort
• Ineffective tissue perfusion
• Cardiac or pulmonary arrest, or imminent arrest
• Acutely unstable vital signs with physiologic instability



Stroke Symptoms 

Call FLOW NURSE for directions: ext: #11815
• Will instruct on location to send patient



Adult Level 1 Trauma Criteria

LEVEL I CRITERIA : The Trauma Team assumes all care of Level I trauma patients and is expected to be in the trauma bay upon the patient’s arrival.

• Any intubated patient Policy Definitions Page 2 of 5 (Criteria for Adult Trauma Team Activation) 

• SaO2: less than 90% or respiratory compromise requiring airway assist 

• Adult systolic blood pressure 90 mmHg or lower 

• Geriatric (age 65 years and older): systolic BP 110 mmHg or lower 

• Respiratory rate Adult: less than 10/min or more than 30 respirations /min, or abnormal efforts 

• Glasgow Coma Scale (GCS): 10 or less (adult) 

• Any inter-hospital trauma transfer receiving blood products. 

• All gunshot wounds to the head, neck, chest, or abdomen. 

• Any gunshot wound to an extremity proximal to the elbow or knee (adult) 

• All stab wounds and penetrating injuries to any body area, with large blood loss at the scene, ongoing hemorrhage, or with a rapidly expanding hematoma (arterial bleeding) 

• Major impalement injuries of any body region 

• Major crush injury to the torso and/or pelvis 

• Complete or partial amputation, proximal to the elbow or knee 

• Any penetrating injury of the head or face for which cranial penetration has not been ruled out. 

• Any penetrating injury of the neck for which muscular (platysma) penetration has not been ruled out 

• Other blunt or penetrating injury to the neck, chest or abdomen, with evidence of: 

• saliva or air bubbling from a neck wound

• difficulty in phonation

• stridor 

• evidence of a cerebral infarction/stroke 

• flail chest 

• massive hemopneumothorax 

• large open chest wound 

• abdominal evisceration 

• large open abdominal wound 

• Extremity tourniquet in place or any non-compressible, or on-going hemorrhage Emergency Medicine or Trauma Attending physician discretion



Adult Level 2 Trauma Criteria
LEVEL II CRITERIA : The Trauma Team is expected to be in the trauma bay upon the patient’s arrival. The 

Trauma Team assumes care of Level II trauma patients upon the team’s arrival in the Trauma Room.

• External head or scalp injury with GCS greater than 10 but less than 14  

• Altered mental status (GCS less than 14) with recent history of trauma 

• Disoriented and combative patient, with external signs of trauma 

• Geriatric (age: 65 years or older):  

• co-morbid conditions with potential for additional morbidity  

• Geriatric ground level falls on anticoagulation 

• Geriatric ground level falls not on anticoagulation with a GCS < 14 and signs of a head injury

• Non-bleeding penetrating wound through the platysma, not meeting Level I Criteria 
Pneumothorax or hemothorax, without respiratory compromise 

• Obvious multiple rib fractures, without respiratory compromise
• Non-bleeding penetrating wound, NOT meeting Level I Criteria 
• Significant abdominal tenderness, NOT meeting Level I Criteria 
• Seatbelt contusions on neck or abdomen  
• Injuries above and below diaphragm 
• Pelvic instability or significant pain on movement  
• Blood at urinary meatus or gross hematuria 
• Spinal cord paralysis or peripheral neurological deficit of extremity 
• Amputation (partial/complete) proximal to the wrist or ankle
• Crushed or mangled extremity, without amputation 
• Two or more long bone fractures 
• One or more open long bone fractures 
• Burns  

• Burns greater than 10% body surface area 
•  Face or genitalia burns 
• Any clinical signs of inhalation injury 
• Any burn with associated history of trauma (fall, explosion)  
• Combination of external signs of trauma and associated burns 
• High voltage electrical burns 

• Motor vehicle crash greater than 40 mph with one of the following: 
• Intrusion into the passenger compartment more than 12 inches 
• Ejection from the vehicle 
• Death at scene in same vehicle 
• Motorcycle crash greater than 20 mph or separation of rider from bike at any speed 

• Any pedestrian vs. auto greater than 5 mph 
• Any pedestrian thrown from or run over by an automobile 
• Bicycle crashes (greater than 5 mph) or bicycle vs. auto
• All falls 20 feet or more 
• Falls from any height with age greater than 65 years with: 

• Evidence of head injury  
• Multiple rib fractures 
• Long bone fracture (excluding femoral neck/head) 
• Abdominal complaints 
• Impalement/puncture 

• Fall from horse or kicked by horse 
• All trauma patients transported by helicopter 
• Pregnant trauma patients with significant mechanism of injury 
• Hypothermia (less than 32 C) patients 
• Any drowning, with associated injury 
• Assault patient, with loss of consciousness 
• Intentional injury patient requiring more than simple suturing 
• Patients with recent history of hanging  
• Age greater than 65 years with significant mechanism of injury 
• Any patient with significant mechanism of injury and significant co- morbid medical condition 

(cardiac, respiratory, IDDM, cirrhosis, morbid obesity, immunosuppression, bleeding disorders, use 
of anticoagulants) 

• Emergency Medicine or Trauma Attending physician discretion 
• Any patient who was initially stable in transit or in general ED, but deteriorates (upgrade to Level II 

criteria)



Adult Level 3 Trauma Criteria

LEVEL III CRITERIA: These patients are evaluated by at an outside facility and found to have an injury or 

mechanism which needs admission, disposition and/or follow up who otherwise do not meet Level 1 or 

Level II criteria. Upon notification, TrAC pages the team with prenotification of a Level III transfer.

• All intoxicated (alcohol or drug) patients with evidence of traumatic injury 

• Patients with a recent history of traumatic event requiring hospital admission. Must have normal vital 

signs, GCS of 15 and not meet Level I or II Criteria. 

• Patients initially accepted in transfer by Orthopedics, Plastics, or Neurosurgery for single system injury, 

but require a comprehensive evaluation by the trauma service. 

• Awake and alert patient with no evidence of external injury, and involved in an MVC less than 40 MPH 

who have a traumatic injury 

• Any pedestrian struck at less than 5 mph, awake and alert, and with evidence of traumatic injury 

• Falls less than 20 feet with evidence of injury

• Patients with history of assault with evidence of injury 

• “Found down” patients with evidence of traumatic injury but not qualifying for L1 or L2 

• Patients with significant co-morbid medical conditions and evidence of injury 

• Geriatric (age 65 years or greater): ground level fall with GCS 15 and evidence of head/facial injury

ACTIVATION EXPECTATIONS:  Level III patients are seen by members of the trauma team within 1 hour of 

notification. Findings are reviewed and further studies are ordered as necessary. Communication with the 

Trauma Attending occurs. The trauma attending should see the patient within 3 hours of notification



Door to EKG Criteria

Immediate EKG (<10 minutes with a goal of 5 minutes):
Age ≤ 17: 
• Chest pain
• Palpitations
• Syncope
• Ingestion
Age  ≥ 18 with:
• Atraumatic chest pain
Age ≥ 40 with:
• Dyspnea
• Altered Mental Status
• Syncope
• Generalized Weakness
• Atraumatic Upper Extremity Pain
• Epigastric Abdominal Pain
Age ≥ 80 with:
• Nausea/Vomiting
• Any Abdominal Pain

Triage EKG Procedure

Patient wait at labeled EKG area
• EKG performed by  EKG Tech
• EKG Tech brings to attending MD at West or South 

POD for signature
• If patient requires a room, EKG tech will notify triage 

nurse, and nurse needs to call FLOW nurse for room 
assignment



Rapid Flow Area (RFA) 
Approach

Location: West pod and RFA Staging Area (ext: 11444)

o Utilize patient exclusion list to determine appropriate 

patients for RFA

▪ Triage RN to determine patient appropriateness

▪ MD should not be involved in determining 

appropriateness

▪ If patient isn’t excluded, click on ED Rapid Flow 

Criteria

o If West pod has room available, West pod staff will add 

room assignment to comments 

o If West pod is full, patient placed in main waiting room 

and West pod RN in treatment area will pull to RFA when 

room available (based on that Rapid Flow Criteria that 

was checked at triage)

o West Procedure should be held for procedural needs and 

West 1 held open for reassessment of staged patients 

RFA Exclusion List
o ESI-1
o ESI-2 Except:

• Needlesticks
• Testicular Complaints
• Eye Complaints

▪ Neurologic Complaints causing vision changes are not Eye 
Complaints

o Intoxicated or Overdose
o Seizure
o Unstable Vital Signs

• HR > 125 (sustained)
• Systolic BP < 100 (at any point)
• Any new or increased oxygen requirement at any point

o Mental Status Altered from Baseline
o Neurologic Deficits (stroke like symptoms, including vertigo) 
o Any Patient requiring Constant Observation
o Active Chest Pain, Palpitations, Weakness, or Dizziness with age > 50
o Sexual Assault (SA)
o Any Patient requiring airborne or droplet precautions (TB, C. diff, Chicken Pox, 

Disseminated Shingles, etc.)
o Patients requiring blood transfusion
o Neutropenic patients (Neutrophils less than 1.6)



Obstetric & Post Partum 
Emergencies 

High Risk Presentations for Obstetric & Post-Partum pts

**Any pregnancy capable patient with significant hemodynamic 
instability**

• Systolic < 90mmHg or > 140 mmHg

• Chest Pain, Shortness of breath

• Abdominal pain

• Headache, blurry vision

• Heavy vaginal bleeding (saturating > 1 pad/hr), plum sized clots 

• All pregnant patients with localized abdominal pain, vaginal 
bleeding/discharge and gestational age of > 14 weeks should be 
an ESI 2

• Ectopic pregnancy s/s: severe, sudden onset unilateral pelvic 
pain, shoulder pain, fatigue dizziness, lightheadedness, 
syncopal event, N/V, and late or irregular periods

• Active labor-call Flow Nurse

Call Flow for any 
concerning 

presentations that 
need placement in 
the PODS: #43562



P R O L A P S E D  C O R D
Umbilical cord precedes the fetus through the vaginal canal

Presenting head can obstruct fetal circulation by compressing 
umbilical cord

Nursing Care:

This is an Emergency!!

Place mom in knee-chest position with bed in Trendelenburg to 
relieve pressure on umbilical cord

Oxygen via non-rebreather mask

Consult OB stat

Frequent VS & fetal heart rate

Cover exposed umbilical cord with saline-soaked sterile gauze



K N E E  C H E S T  
P O S I T I O N I N G  

F O R  
P R O L A P S E D  

C O R D Provider will be 
responsible for 

lifting baby’s 
head off cord  



The Modified Early Obstetric Warning System (MEOWS) 
alerts care providers of a potential impending critical illness 
in pregnant patients for early intervention. While not used 
in the Emergency Severity Index (ESI) algorithm, there is 

value in knowing the parameters to be alert for.



M O D I F I E D  E A R L Y  O B S T E T R I C  W A R N I N G  
S Y S T E M  ( M E O W S )  

Vital Signs Normal Values Yellow Trigger Red Trigger

Respiratory Rate 10-20 21-30 <10 or >30

SaO2 95-100% <95%

Temperature 36-37.4 ⁰ C 35-36, 37.5-38 ⁰ C <35 or >38 ⁰C

Systolic Blood 
Pressure (SBP)

100-139 
mmHg

140-180, 90-100 mmHg >180 or <90 mmHg

Diastolic Blood 
Pressure (DBP)

50-89 mmHg 90-100 mmHg >100 mmHg

Heart Rate (HR) 50-99 bpm 100-120, 40-50 bpm >120 or <40 bpm

Neurologic response Alert Voice Unresponsive, responds to pain



Triage sees Patient and 
determines US Torsion 

is appropriate

Triage RN enters order
• IMG551 US Scrotum
• IMG581 US Scrotum w Doppler Complete
• IMG582 US Scrotum w Doppler Limited 

Order appears on US 
Worklist

Highlighted in RED

Triage RN should call 
US Resource Cell 

508-740-1614

Ultrasound 
Tech will scan 

Torsion as 
next case

Triage RN should notify 
UNV US secure chat group. 

Should receive response 
within 30 minutes

Call NOT

Answered

Ultrasound 
Tech will scan 

Torsion as 
next case

Secure Chat 
NOT Answered

Triage RN should call ED 
Radiology Reading 

Room and speak with 
Resident x11299

Call Answered

ED R/O Torsion Process Flow

Escalation 1

Escalation 2

Updated Jan 2022



Pulling Narcan from Triage Pyxis

1)Go to Triage Pyxis 
2)Look for fake patient by typing “Narcan”

3)Choose Narcan, Triage patient
4)Remove Narcan from under this patient’s name



Standing ED Nursing Orders For Adults



Signing Standing Orders

When entering Standing 
Nursing Orders select “Per 
Standing Order” as the 

Order mode. 

For Ordering provider, 
choose Treatment 
Protocol UNV.  This will 
link the order to the 
attending physician when 
they sign up for the 
patient. 



Decontamination Shower: Located in Triage Room 3 
& Trauma Bay

• RAIN (Recognize, Avoid, Isolate, 
Notify)

• Triage needs to recognize potentially 
contaminated patients ASAP

• Prevents secondary injury to staff, 
patients, and visitors

• Establish name & toxicity of chemical 
agent when possible

• Assemble decontamination team 
• Two to decontaminate
• One to maintain safety for all

• Water should be -
• Low pressure (~50-60 psi)
• High volume (supply for at least 15 

minutes)
• Tepid (slightly warm, not hot) 

temperature.
• Duration for a minimum of 3 minutes 

and ensure thorough soaking.
Clear everything out of Triage Room 3

Shut both doors to room
Remember it has a private decon tank, once filled 

must be pumped out!!



Add words Sepsis Alert to the comment section on the track board. Flow Nurse will work to prioritize



Block Charting for Rapid Titration
1

JOB AID
BLOCK CHARTING FOR RAPID TITRATION

Audience: ED Nurse Date published: September 3, 2021

Application(s): ASAP

This Job Aid will walk emergency department nurses through documenting block charting for 
medications that nurses rapidly titrate. 

Background: Block charting is defined as a documentation method that can be used when 
rapid titration of medication is necessary in specific urgent/emergent situations. A single 

-
urgent/emergent situation extends beyond four hours and block charting is continued, a new 

1. ED Nurses will start the infusion from the mini-MAR, using Barcode Medication Administration (BCMA). Scan your 
patient and scan the infusion product OR document an override reason explaining why you cannot scan. 

2. Nurses will select the line linked to this infusion administration and click Accept. 

Note: If you started this administration through a Peripheral IV you can switch the lines, through the Link Lines 
hyperlink within the full MAR or mini-MAR.



Block Charting for Rapid Titration
2

JOB AID
BLOCK CHARTING FOR RAPID TITRATION

3. Within the MAR Administration window, document your Administration Details (ex. New Bag/Syringe Action and 
your initiation dose) and click Accept.

4. With the infusion started nurses can scan the product or click the medication hyperlink in the mini-MAR to open the 
MAR Administration window again. 



Block Charting for Rapid Titration
3

JOB AID
BLOCK CHARTING FOR RAPID TITRATION

5. In the MAR Administration window select the Block Charting Start Action to begin Block Charting the Rapid 
Titration. Complete any additional Administration Details.

6. When Starting Block Charting Nurses must document a Block Charting reason in the Associated Flowsheet Rows
section of the MAR Administration window.

7. Nurses will then click Accept in the MAR Administration window to Accept the Block Chart Starting.



Block Charting for Rapid Titration
4

JOB AID
BLOCK CHARTING FOR RAPID TITRATION

8. When the Block Charting Titration episode has been completed nurses will scan the product or click the medication 
hyperlink in the mini-MAR to open the MAR Administration window.

Note: -

period must be started.

Note: Any time a New Bag is administered nurses must document the additional New Bag/Syringe Action.

9. In the MAR Administration window select the Block Charting Stop Action to Stop Block Charting the Rapid Titration. 
Complete any additional Administration Details.

10. When Stopping Block Charting Nurses must document a Block Charting Max Rate/Dose in the Associated Flowsheet 
Rows section of the MAR Administration window.
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