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As Methodist Hospitals anticipates the upcoming 
Joint Commission survey, the next several 
Lamplighter editions will feature a series focusing on 
various aspects of the provision of care. In this issue, 
we’re spotlighting Patient Care Handbooks. 

Nurses are encouraged to review the Patient Care 
Playbooks—concise, easy-to-access resources designed 
to support clinical excellence and compliance with our 
Provision of Care protocols. 

These playbooks provide essential guidance on key 
topics, including: 
•	 Clostridioides difficile (C-Diff)
•	 Central Line-Associated Bloodstream Infections 
(CLABSI)

•	 Fall Prevention
•	 Hospital-Acquired Pressure Injuries (HAPI)
•	 Catheter-Associated Urinary Tract Infections (CAUTI).

Developed for quick reference, each playbook outlines 
the most critical prevention strategies, clinical steps and 
documentation standards required to ensure consistent, 
high-quality patient care. They address everything from 
initial assessment and infection control measures to 
intervention checklists and care bundles. 

For example, the C-Diff playbook emphasizes timely 
specimen collection, hand hygiene with soap and 
water, and proper isolation precautions; the CLABSI 
guide reinforces sterile technique, daily line necessity 
assessments, and CHG bathing; and the Fall Prevention 
protocol details risk assessment with the Morse Scale, 
environmental safety checks, and post-fall procedures.

The latest addition to this series is the 48-Hour Hold  
and Emergency Detention Order (EDO) Playbook, 
which outlines the legal requirements, timelines, and 
nursing responsibilities for patients admitted under an 
involuntary hold. 

The playbooks are accessible on all WOW terminals 
and within EPIC, ensuring they’re readily available at 
the point of care. They are designed not only to help 
nurses navigate daily patient care but also to standardize 
best practices across the organization, supporting our 
readiness for regulatory review and, most importantly, 
safeguarding our patients.

Please take time to review these resources, refresh your 
knowledge, and integrate the key points into your daily 
practice. By doing so, we can collectively uphold the 
highest standards of patient safety and quality care,  
while ensuring we’re fully prepared for the  
Joint Commission survey.
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Step Description Key Points Documentation

1 Patient 
identification

•Patient comes to ED with complaint of 
diarrhea, or history/onset of diarrhea 
in the last few days and if C-diff is 
suspect collect first stool.

 - include details in hand off  
 to nursing unit.

•Patient develops diarrhea while an 
inpatient, with no other causes (ie, 
stool softener, laxative, new tube 
feeding, bolus feedings)

•NOTE: For inpatients other reasons for 
diarrhea should be ruled out prior to 
collecting stool for C-Diff

Document stool 
assessment

2 Obtain order  
for C-Diff

•After confirming suspicion, obtain 
order for stool collection for C-Diff

3 Collect 
specimen

•If an inpatient, there should be at least 
3 liquid stools in a 24 hour period, and 
WITHOUT another  
valid reason for the stools  
(as noted above)

•If complaint of diarrhea, or history 
of diarrhea on ED admission, 
collect specimen prior to day 3 of 
hospitalization to ensure community 
onset if present

•Collect specimen AS SOON AS 
POSSIBLE, and preferably before day 3

Document 
stool frequency, 
consistency and 
amount.
 
Document when 
specimen obtained

4 Isolation 
precautions

If C-Diff is suspected
•Place patient in enhanced  

contact isolation
•Use gown and gloves when  

entering room
•Hand hygiene with soap and water
•Use Sani-Wipe bleach wipes for 

cleaning equipment
•Consider use of Fecal management 

System if incontinent

C-DIFF STANDARD PROCESS
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Step Description Key Points Documentation

1 Global 
Concepts  
for Ports, 
CVC, PICC, 
Trialysis, 
Dialysis

• Hand Hygiene prior to care;
• Work from clean to dirty;
• Dressing changes are sterile 

procedures;
• Assess blood return each time line 

is accessed; at minimum aspirate 
every 24 hours for free flowing blood 
return;

• Vigorous push pause flush after each 
use, use 10 mL NaCl (NS) syringes 
only. 

• Emergent line must be removed 
within 24-48 hours from placement;

• Pt admitted with line, need CXR for 
tip location.

• Use Prevantic swabs to clean after 
removing end caps and between 
accessing line; 5 sec scrub, 5 sec dry 
time.

• Daily CHG bathing with all CVCs.
• NEW CHG Dressings- do not use 

Biopatch.

Document 
assessment of 
insertion site for 
redness, tenderness, 
heat or pain q 1-2 
hours, ICU;
IMCU & MS q 4 hours.

Document blood 
return q 24 hours, if 
no blood return declot 
lumen(s).

Consult VAT team 
to assist with 
troubleshooting line.

2 Assess line 
necessity 
daily.

Remove CVC  when no longer needed 
or non-functioning.  
• Obtain physician order to  

de-escalate or remove CVC.

Document line 
necessity daily. If no 
longer need remove 
immediately.

3 Care and 
Maintenance

Dressing dry and intact, dated within 
7 days.
• Dressing compromised/insertions site 

exposed,  change immediately;
• Use Mastisol to improve dressing 

adhesion, Detachol to remove 
dressing.

Document dressing 
integrity per shift. 
Change when 
insertion site 
compromised.

4 Needleless End Connectors
• Change with each tubing change;
• Change if unable to clear hub when 

flushing;
• Change prior to drawing blood 

cultures;

Document change  
of needleless  
connector.

ADULT CLABSI PREVENTION STRATEGIES
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Step Description Key Points Documentation

Specimen Collection:
Urine Culture order when a patient has an indwelling urinary device..

1 Urine culture 
collection when 
a patient has 
an indwelling 
urinary 
catheter.

• Has the Foley been in place  
14 days or more?
Yes – Remove and replace Foley if still 
needed prior to obtaining urine culture 
aseptically.
No – Obtain urine culture aseptically

Document nursing 
actions when obtaining 
a urine culture;

Care & Maintenance

2 Assessment 
of the patient 
for continued 
need for an 
indwelling 
urinary device, 
at handoff and 
transitions of 
care.

Does the patient have an appropriate 
indication? 
• Acute urinary retention  

OR bladder outlet obstruction
• To improve comfort at end of life care 

if needed
• Strict I/O in critically ill needing  

hourly I&O
• Selected surgical procedures  

(GU/colorectal surgery)
• Need for intraoperative monitoring  

for urinary output during surgery or 
large volumes of fluids or diuretics/
fluids anticipated.

• To assist in healing open sacral or 
perineal wound in an incontinent 
patient.

• Prolonged immobilization 
(potentially unstable spine, multiple 
traumatic injuries such as pelvic 
fractures) ANA list

Document appropriate 
indication daily:
Yes  –  
Implement  —  
Care & Maintenance 
Bundle Initiate 
“Maintain Foley Order”
No –  
Implement   — 
“Standard Foley 
Removal Protocol”  
or contact provider.

3 Daily hygiene 
and Foley care 
completed daily 
and with each 
incontinence 
with required 
documentation.

Hygiene and Foley care completed daily.
Complete  Foley care after patient is  
incontinent.

Document daily 
hygiene/Foley care with 
appropriate bath wipe:
CHG wipes - ICU 
Bath wipes - Other units
Document Foley care 
each incontinence.

REDUCE THE INCIDENCE OF CAUTI
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Step Description Key Points Documentation

1 Assessment • Head to toe skin assessment on 
admission 

 - The 2-nurse skin assessment 
    required within 8 hours of  
    admission must be performed by  
    both nurses with the 2nd nurse first  
    and last name documented.

 - Remove any pre-existing dressing
• Ongoing daily skin assessment

Document all areas 
of skin breakdown 
and/or changes from 
normal; provide 
clear descriptions/
measurement of all 
alterations on the LDA 
Wound avatar.
• Two person sign off 

required.

2 • Braden Scale completed
 - Upon admission
 - Daily by day shift
 - With any change in condition

Document assessment
• Braden equal or less 

than 18 implement 
interventions

3 Wound 
Present on 
Admission 
or Develops 
During 
Hospitalization

• Order Wound Ostomy Nursing 
consult

• Perform dressing changes/wound 
care per orders

Document 
assessment of wound, 
interventions to 
manage prior to 
assessment from 
WOCN.
Initiate Care Plan –  
Skin Breakdown.

4 Interventions Braden Score of less than or equal to 18
• Order Wound Ostomy Nursing 

consult
• Waffle mattress placed on bed.
• Reposition/turn patients who are not 

able to self-turn every 2 hours;
• Provide incontinence care
• Follow nutritional recommendations

Document placement 
of waffle mattress 
daily;
Document turn and 
reposition q 2 hours 
for both pts who are 
independent or those 
who require assistance.
Document 
incontinence and 
interventions to 
minimize breakdown.

The above provides a high level overview for assessment and management of skin integrity.  
Policy Skin and Tissue Inspection, Assessment and Management Procedure provides 
detailed information to for bedside care.

REDUCE THE INCIDENCE OF HAPI

05/24 V.1

Step Description Key Points Documentation

1 Assessment Determine Fall Risk 
Assess patient with  
Morse Fall Risk Scale
• Low 0-24
• Medium 25-44
• High >45
Place yellow wrist band on patient to 
identify as a “Fall Risk” for medium and 
high risk patient.
Educate patient and family on patient 
risk and expectations on keeping 
patient safe while hospitalized.

Document at 
admission, daily, 
with any addition 
of medication that 
could change risk 
level, after a fall, or 
transfer to another 
level of care.

Add Safety to the 
Care Plan and 
Education section  
in EMR.

2 Room 
Assessment

• Confirm working bed alarm
   - √ all connections to bed and wall are 

in place.
   - Bed scale needs to be zeroed so that 

alarm levels work correctly.
   - If not working contact Biomed
• Place patient in yellow socks.
• Place Fall Risk signed open and visible 

at door.
• Use chair alarm when up in chair.
• Assess room for clear pathways, 

access if patient has ability to reach 
bedside table, call light and phone.

• Implement additional interventions 
Attachment II in policy.

• Keep two side rails up.

Document safe room 
environment q 8 
hours for low.

Document safe 
environment for 
medium and high  
risk interventions  
q 1-2 hours.

Add Safety to the 
Care Plan and 
Education section  
in EMR.

FALL PREVENTION 
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INITIAL PHASE— 
48 HOUR INVOLUNTARY  HOLD

Step Key Points

1 Order is placed in EPIC for 48 Hour Hold, NO PAPERWORK REQUIRED
This order is a Legal Hold.  Time starts when order placed in EPIC.  
It is YOUR responsibility to keep track of 48-hour hold status.  
***THE PATIENT CANNOT SIGN OUT AMA ON A 48 HOUR 
INVOLUNTARY HOLD***

2 If the patient is admitted after midnight but before 8am, the initial 48 hour  
hold time does not start until 8am.

3 Weekends and Holidays do NOT count as time for the hold.

4 Prior to the expiration of the 48 Hour Hold, it is up to the rounding Physician or 
Psychiatrist to determine if an application for and EDO is needed.

5 PATIENT MUST HAVE A WANDER BAND ON!

6 An individual can be held for intellectual disability, alcoholism, addiction  
to drugs, temporary impairments resulting from alcohol/drug abuse, or any 
psychiatric disorder that disturbs the patient’s ability to function and  
the patient is a danger to self, others, or gravely disabled.

48 HOUR HOLD AND 
EMERGENCY DETENTION ORDER (EDO) 



CNO MESSAGE: 
Take our 2025 Community Health Needs Assessment
As nurses, we play a vital role not only in caring for patients but also in shaping the health 
of our entire community. To better understand the needs of the people we serve, Methodist 
Hospitals is conducting our 2025 Community Health Needs Assessment (CHNA). This survey will 
help us identify the greatest health challenges facing Northwest Indiana and guide how we,  
as a hospital and as caregivers, can respond.

Your perspective matters. By taking just a few minutes to complete the online survey, you’ll 
help ensure our voice as nurses is represented. The information collected will directly influence 
programs, services, and outreach efforts that impact both our patients and our practice.

Please visit www.methodisthospitals.org/chna2025 to complete the survey today.  
Together, we can help build a healthier Northwest Indiana.

Thank you for your commitment to our patients and our community.

Marla Hoyer-Lareau, 
RN, BSN, MHA, 
Senior Vice President, 
Chief Nursing and  
Operations Officer

A Message from the Chief Nursing Officer

IT UPDATE:
New Discharge Milestones  
Feature Now Live
A new Discharge Milestones tool is now available within 
the Discharge Navigator to help streamline and monitor 
patient discharge planning. This enhancement supports 
care teams by tracking key steps needed for a timely and 
safe transition to post-discharge care.

Discharge planning 
begins at admission 
and continues 
throughout the 
patient’s stay. With 
this update, care team 
members can now 
view and update real-time discharge progress during 
interdisciplinary rounds or directly from their workflow. 
The new Discharge Milestones and Delays section includes 
checkpoints such as:
•	 Discharge order status
•	 Completion of discharge medication reconciliation
•	 PT/OT/SLP clearance
•	 AVS printing
•	 Belongings return
•	 Signed admission order
•	 Case Management (CM) discharge readiness
•	 Social Services (SS) discharge readiness

This feature helps ensure no critical step is missed, 
improving communication and discharge efficiency. 
Please explore the new section within the Discharge 
Navigator and integrate it into your daily workflow.

Shared Governance Digest
Shared Governance met in July to continue advancing 
initiatives that support Methodist Hospitals nurses and 
enhance patient care. Highlights from the meeting include:
•	 Addressing Video Recording Concerns: The council 

discussed how to manage situations when patients 
or visitors record staff while care is being delivered. 
Staff expressed concerns about de-escalating such 
situations, and the council will collaborate with the legal 
department for guidance.

•	 Workplace Violence Awareness: Workplace violence 
remains a top concern. The group is awaiting the results 
of the Patient Safety Survey, which includes workplace 
safety data, before developing recommendations  
for improvement.

•	 Peer Review Completed: The council conducted 
a referred peer review—an opportunity for nurses 
to evaluate a colleague’s care against professional 
standards. This non-punitive process helps identify  
both strengths and areas for growth, supporting 
professional development.

•	 Council Updates: The Critical Care Council is 
developing a proposal for onboarding Resource 
staff, including a pre-hire knowledge exam, extended 
orientation, and limited unit movement during the 
acclimation period. The Med Surg Council also shared 
updates on its current focus.

•	 Welcoming a New Member: The Shared Governance 
council welcomed Dawn Rottstin, RN, from the Cath 
Lab, as its newest member.

Methodist Hospitals nurses are encouraged to get 
involved in Shared Governance and help shape the  
future of nursing practice at our hospital. To learn more 
or to join, please email Mary Jo Valentine at  
mvalentine@methodisthospitals.org. www.methodisthospitals.org

http://www.methodisthospitals.org/chna2025
mailto:mvalentine%40methodisthospitals.org?subject=
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