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Key
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CAP=community-acquired pneumonia
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EHR=electronic health record
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Notes

1 EHR Data Element:  Chief complaint is entered 
either as free text (unstructured) or selected from a 
drop down list (structured).
2 EHR Data Element:  Confusion may be selected 
(structured data) by intake nurse in disability or fall 
risk sections, unclear how often this is actually 
done.
 

Chief 
Complaint1, 
Age, RR,BP 

+/- 
Confusion2 BUN 

Key
RN=registered nurse
EMS=emergency medical services
CAP=community-acquired pneumonia
ICU=intensive care unit
EHR=electronic health record
RR=respiratory rate
BP=blood pressure
BUN=blood, urea, nitrogen
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Notes

1 EHR Data Element:  Chief complaint is entered either as 
free text (unstructured) or selected from a drop down list 
(structured).
2 EHR Data Element:  Confusion may be selected 
(structured data) by intake nurse in disability or fall risk 
sections, unclear how often this is actually done.
 3 CURB-65 Tool is activated as an interruptive alert to 
provider
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