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To build the infrastructure needed to support evidence-based 
practice (EBP), a healthcare system selected the immersion 
technique.  This technique was used to build the knowledge 
and expertise of nurses who would form the core leadership 
team for developing and implementing evidence-based 
practice throughout the clinical system.    

Opportunity OutcomesStrategy
In July 2007, RNs representing each region of the healthcare system and specialties including 
rehabilitation, community health, risk management, and informatics met in San Antonio, 
Texas for a CHRISTUS Health System EBP Seminar.  The representatives worked as a team 
to build their knowledge base and the system support structure to initiate EBP.  A timeline was 
set to develop 3 EBP guidelines.  This newly formed EBP Advisory Team then attended the 
UTHSCSA EBP Summer Institute.  The Team discussed EBP at meals, participated in 
presentations, met EBP experts, and networked with peers working to implement EBP.  At the 
end of 3 days the team had selected 3 clinical problems to address.  This initial immersion 
was followed by meetings building the EBP environment every 2 weeks for 20 months via 
conference calls with each representative having specific responsibility.

Four evidence-based protocols have been developed and effectively implemented – Falls 
Protocol, Color-Coded Alert Wristbands, Parenteral Promethazine, and Pressure Ulcer 
Prevention and Management in a healthcare system that did not have system-wide evidence 
based protocols prior to the 2007 immersion.  Each protocol has been accompanied by a full 
set of implementation tools including patient and staff education materials, computerized 
documentation, competency checklists, etc.  

Evidence-Based Practice Protocols

The healthcare system now uses an evidence-based 
practice model. The immersion process resulted in an EBP 
Team that is confident in their skills.  Each representative 
learned to conduct searches and analysis of the available 
evidence/research. The team designed the system’s flow of 
protocol development, review, and approval.  A pilot 
methodology and evaluation criteria were defined.  

Each region now has a nurse knowledgeable in the 
evidence-based practice process who leads physicians and 
staff in the multi-disciplinary development, implementation, 
and evaluation of evidence-based practice.   Through the 
development and implementation process the frontline 
nurses have become more knowledgeable about EBP and 
how it is being translated into their practice, patient care, 
and outcomes.  Immersion is an effective technique for 
initiating the rapid deployment of evidence-based practice.  

 
Quick Overview of 

Color-Coded Alert Wristbands – Policy 3.040 
 

Wristband Colors at CHRISTUS Health: RED – Allergies, YYYEEELLLLLLOOOWWW   –––   
FFFaaallllllsss   RRRiiissskkk, PURPLE – DNR, and PINK – Restricted Extremity. 
 

Policy: 
• All patients admitted to CHRISTUS Health hospitals, emergency rooms, and 

outpatient procedure areas will have wristbands applied by other facilities 
and “community” arm bands removed.   

• All patients admitted to CHRISTUS Health hospitals, emergency rooms, and 
outpatient procedures areas will have color-coded wristbands applied and 
maintained to identify the patient and patient risks or states specifically fall 
risk, allergies, affected extremity, and Do Not Resuscitate.   

• Color-coded alert wristbands are alerts only and do not take the place of 
orders, directives, or clinical judgment. 

 

Color-Coded Alert Wristbands – Brief Procedures: 
• Patient identification wristbands will be clear/white and applied according to 

organizational policy.  
• Nursing will educate patient/family regarding this patient safety program. 
• Upon admission, change in status, or physician order the RN will 

apply/remove a preprinted color wristband(s) on the same arm as the 
patient identification wristband as a communication tool (exception – the 
restricted extremity wristband is applied to the extremity not to be used). 

• Nursing should document the application/removal of the CHRISTUS Health 
color wristband in the patient’s medical record. 

• Nursing should remove and document removal of “community” and other 
facilities’ wristbands. 

• Nursing/Clinical staff should utilize the patient’s medical record to verify 
allergies, fall risk, advance directives, and extremity restrictions.  

• Hospital staff should not write on the alert wristband. 
• At each patient handoff the clinical staff will reconfirm the wristband(s). 
• All labels, stickers, or other visual cues used in the medical record or on 

doorways/head of bed, etc. to communicate risk factors or wristband 
application should be in the same color as the alert wristband. 

 
Tools Provided:  Patient Education – Color Wristband Education 
Staff Education – Color-Coded Alert Wristband Education Powerpoint; Color-Coded Alert 
Wristband FAQs; Color-Coded Alert Wristband Risk Reduction Strategies; Color-Coded Alert 
Wristband Quick Reference Card; Compliance – Wristband Compliance Tool 
Policy 3.040 is available on the CHRISTUS Intranet – Guidelines and Procedures – Clinical Policies 
April 2008 

New Clinical 
Policy 

 
 

Quick Overview of 
Administration of Parenteral Promethazine – Policy 3.020 

 

Extravasation of Promethazine may cause tissue damage. 
 

Parenteral Promethazine (Phenergan®): 
1. Requires a physician order for administration. 
2. May NOT be given by intra-arterial, intramedullary, or subcutaneous 

routes. 
3. May NOT be given to children two (2) or younger. 
4. Is restricted to deep intramuscular and intravenous administration. 
5. May NOT be given in hand, wrist, antecubital fossa, or foot veins. 

 

Brief Procedures: 
Physicians: Provide a written order for administration consistent with 
CHRISTUS Health guidelines. 
Pharmacy:   

• Stock Promethazine only in 25 mg/ml concentration. 
• Dilute IV Promethazine in 10-20 ml of Normal Saline if dose is 

greater than 12.5 mg 
• Program the automated decentralized dispensing cabinets to advise 

the clinician and require acknowledgment of the dilution factor.  
Nursing/Clinician:  

• Select large veins, preferably central veins, for injection. 
• Use a central line or a 20 gauge or larger peripheral IV.   
• Verify IV site patency prior to administration.  Stabilize IV catheter. 

Site should not be more than 48 hours old. 
• Dilute IV Promethazine to a minimum of 10 ml and obtain diluted 

Promethazine from the pharmacy if dose is greater than 12.5 mg. 
• Inject into IV port farthest from the patient. 
• Administer slowly over 10-15 minutes. 
• Educate the patient regarding signs and symptoms. 
• Discontinue infusion if signs and symptoms of extravasation. 

Patients:  
• Immediately notify the clinical staff of any signs and symptoms of 

tissue irritation, burning, pain, erythema, swelling, itching, or 
phlebitis. 

Policy 3.020 is available on the CHRISTUS Intranet – Guidelines and 
Procedures – Clinical Policies 
July 2008 

New Clinical 
Policy 

Pressure Ulcer Protocol Color-Coded Alert Wristbands & Toolkit

Falls Protocol

Parenteral Promethazine

 
 

Quick Overview of 
Falls Protocol – Policy 3.030 

 

Basic and universal falls precautions will be implemented for all patients.  These 
include age appropriate bed/crib; bedside table, call light, and light switch in reach; 
well-lit room free of clutter; clearly marked bathroom and exit doors; wheels locked 
on movable furniture; bed in low position; non-skid socks when up; avoidance of 
clothing that could contribute to falls; orientation of the patient to their 
environment; patient/family education; and instruction in use of assist devices. 
 
Patients 12 months and older will be screened for their risk for falls upon: 

1. Admission/Outpatient Visit, 
2. Transfer, 
3. Change in status,  
4. Following a fall, and  
5. Once daily if patient is low to moderate risk for falls. 

Patients whose screen indicates moderate or high fall risk should be further 
assessed for factors that place them at risk.  Once a patient is identified as high risk 
for falls the focus shifts from screening to customized fall prevention interventions. 
 
Customized fall prevention interventions will be instituted for moderate and high fall 
risk patients who are identified to have risk factors that may be modified.  Patients 
who are at moderate or high fall risk will wear a yellow wristband labeled “Fall 
Risk”.  Staff will utilize a symbol to indicate fall risk such as a falling star or yellow 
dot on both the doorframe and the chart.  Hourly rounds and an environmental 
screen will be initiated. 
 
If a patient falls 

1. The facility interdisciplinary Fall Response Team will respond and initiate a 
post fall assessment. 

2. The nurse will assess and manage the patient post-fall including 
documentation of the fall details, patient assessment, and interventions in the 
patient’s medical record. 

3. The patient’s physician will be notified. 
 
Each Unit Nurse Leader will coordinate multidisciplinary team environmental patient 
safety rounds on a scheduled basis utilizing the Environmental Rounds for Patient 
Safety and the Equipment Safety Checklist.  The findings will be shared at the 
Patient Safety Committee. 
 
Policy 3.030 is available on the CHRISTUS Intranet – Guidelines and Procedures – 
Clinical Policies       September 2008 

New Clinical 
Policy 

 
 

Quick Overview of 
Pressure Ulcer Prevention and Management Protocol – Policy 3.050 

 

All associates create a safe environment of care in which pressure ulcer 
development is minimized.  Patients and family members participate with 
pressure ulcer prevention interventions and receive pressure ulcer education. 
 
A Registered Nurse will perform a full body skin assessment within eight 
hours of admission.  The Registered Nurse will use the Braden/Braden Q 
Scale Pressure Ulcer Risk Assessment Tool to assess patients and residents 
for pressure ulcers and risk for pressure ulcer development upon: 

• Admission, 
• Transfer, 
• Change in status, and 
• Periodically as determined by individual’s risk category and care location 

(e.g. hospital in-patient, long-term care resident). 
Pressure Ulcer prevention measures will be implemented based on the 
individual patient’s/resident’s level of risk.   
 
If a pressure ulcer is identified, the patient’s physician will be notified.  The 
patient’s physician or qualified designee will evaluate the patient and classify 
the pressure ulcer using the 2007 National Pressure Ulcer Advisory Panel 
staging.  Multidisciplinary pressure ulcer intervention/therapeutic 
management strategies will be guided by the stage of the pressure ulcer and 
individualized based on assessment/re-assessment.  Each pressure ulcer that 
develops will be documented in the patient’s medical record. 
 
Patients admitted with or developing a pressure ulcer should have the wound 
measured and photographed.  Measurements should be completed on 
admission, weekly, and on discharge. 
 
Each facility will implement a Pressure Ulcer Prevention Team as part of the 
Quality and Patient Safety Committee.  This team will review the facility-wide 
pressure ulcer data, recommend actions to reduce pressure ulcer occurrence, 
and prepare an annual report. 
 
Policy 3.050 is available on the CHRISTUS Intranet – Guidelines and 
Procedures – Clinical Policies       January 2009 

New Clinical 
Policy 

Color-Coded Alert Wristbands  
Quick Reference Card 

 
1.  Use wristbands that are pre-printed with text that clearly 

identifies the alert (falls, allergies, restricted extremity). 
2.  On admission, remove any “social cause” colored 

wristbands (e.g. Live Strong). 
3.  On admission, remove wristbands that have been 

applied from another facility. 
4.  Initiate banding with color-coded alert wristbands upon 

admission, when medical condition(s) change, or when 
additional information is updated/received during the 
course of the hospital stay. 

5.  Educate patients and family members regarding the 
purpose and meaning of the wristbands. 

6.  Coordinate chart/white board/care 
plan/stickers/placards with same color coding. 

7.  Educate staff to verify patient color-coded alert 
wristbands upon assessment, hand-off of care during 
shift change, and facility transfers. 

8.  Remember, the wristband is a tool to communicate an 
alert status. 

The Tool Kit contents include:
1. CHRISTUS Health Policy: 

3.040 Color-Coded Alert Wristbands
2. Quick Education - Color-Coded Alert Wristband
3. Staff education:

A. Color-Coded Alert Wristband PowerPoint
B. Color-Coded Alert Wristband FAQs
C. Color-Coded Alert Wristband Quick Reference Card

4. Patient Education Brochure
5. Color-coded Alert Wristbands Risk Reduction 

Strategies
6. Color-coded Alert Wristband Compliance Tool

Color-Coded Wristband 
Standardization

Color-Coded Alert Wristband Standardization 
Risk Reduction Strategies 

 
1.  Use wristbands that are pre-printed with text that clearly identifies the alert (except 

DNR). 
• This reinforces the color-coding system for new clinicians, helps caregivers interpret 

the meaning of the band in dim light, and also helps those who may be color blind. 
• This eliminates the chance of confusing colors with alert messages. 

 
2.  On admission, remove any “social cause” (such as Live Strong, etc.) colored wristbands.

• Explain to the patient the importance of removing potentially conflicting wristbands.
• If a patient will not allow potentially conflicting wristbands to be removed, cover the 

band with a bandage or medical tape and document in the medical record. 
 
3.  On admission, remove wristbands that have been applied from another facility. 
 
4.  Initiate banding with color-coded alert wristbands upon admission, when medical 

condition(s) change, or when additional information is updated/received during the 
course of the hospital stay. 

 
5.  Educate patients and family members regarding the purpose and meaning of the 

wristbands. 
• Remind patients and family members that color-coded wristbands provide another 

opportunity to prevent errors. 
• Use the Patient/Family Education brochure. 

 
6.  Coordinate chart/white board/care plan/stickers/placards with same color coding. 
 
7.  Educate staff to verify patient color-coded alert wristbands upon assessment, hand-off 

of care during shift change, and facility transfers. 
 
Additional Points 
8.  Remember, the wristband is a tool to communicate an alert status. 

• Educate staff to always utilize the patient’s medical record for verification of 
allergies, fall risk and advance directives. 

 
9.  If your facility uses pediatric wristbands that correspond to the Broselow color coding 

system for pediatric resuscitation, take steps to educate staff and patients regarding the 
differences between the Broselow wristbands and the color-coded alert wristbands.

FREQUENTLY ASKED QUESTIONS (FAQs) 
 
Q. Why should CHRISTUS Health use wristbands? 
A. While there has been extensive discussion regarding the necessity and use of 

color-coded alert wristbands, a recent literature review has not conclusively 
identified a better intervention.  An increasing number of healthcare 
providers are not hospital-based staff; therefore the need to have certain 
medical conditions conveyed in a transparent and universal fashion is 
crucial for patient safety.  It is imperative that current processes in hospitals 
take this into account, especially for healthcare providers who may not be 
familiar with how to access information in a hospital (e.g. computerized 
medical records), may not be familiar with where to find information in the 
medical record, or even where to locate the medical record in a timely 
fashion.  When seconds count, as in a code situation, an alert wristband on 
the patient would quickly notify healthcare providers of a certain medical 
designation.  Similar to a second identifier, a color-coded alert wristband 
can quickly communicate information in a crisis situation, an evacuation 
situation, or transfer situation. 

 
Q. Is the use of alert wristbands a privacy violation? 
A. The Joint Commission does not view the use of color-coded alert 

wristbands to be a violation of privacy in the healthcare setting. 
 
Q. Do hospitals have to use all four of the wristbands in order to be compliant 

with policy? 
A. Yes.  The color-coded alert wristbands denoting allergy (red), DNR (purple), 

restricted extremity (pink), and fall risk (yellow) should be used at all 
CHRISTUS Health hospitals to provide an additional means of 
communication.  The standard for these selected conditions includes color, 
wording, and font color. 

 
Q. Who decided on the colors? 
A.  After careful consideration and in a collaborative effort, the Nursing 

Evidence Based Advisory Team recommended the Arizona model for 
standardization to the Clinical Policy Committee.  The Clinical Policy 
Committee includes representatives from 10 CHRISTUS Health Councils 
approved the recommendation.  The Arizona model has been accepted by 
the Western Region Alliance for Patient Safety – 11 states and several states 
outside of WRAPS.  

Color-Coded Wristband Standardization 
Staff Competency Checklist Form 

Employee Demonstrates Knowledge of 
Hospital Policy for Wristband Use Regarding: 

Supervisor’s 
Initials Date Comments / Areas for 

Improvement 

Color designation meaning    

Who can apply wristbands    

When wristbands should be applied during the 
course of care 

   

Removal of “social cause” wristbands    

Patient / Family education    

Re-application of wristbands    

Transfer of patients or hand-off of care during 
change of shift 

   

Patient prefers not to wear alert wristband    

Removal of wristbands prior to discharge of 
patient 
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Clinical outcomes demonstrate that the protocols 
developed positively impacted the clinical setting and 
patient outcomes.  Tissue irritation and extravasations 
related to parenteral Promethazine have been eliminated.  
Audits of color-coded alert wristbands demonstrate that 
the guidelines are being followed.  There have been 
documented cases of improved communication regarding 
patient alerts following the protocol’s implementation.  The 
rate of falls/1000 patient days dramatically declined across 
the healthcare system with implementation of the falls 
protocol.  The pressure ulcer protocol is currently in its 
implementation phase following a successful 3-month 
pilot.
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