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AMBIENT SENSING OF PATIENT
DISCOMFORT

CROSS REFERENCE TO RELATED
APPLICATIONS

This application is a Continuation application of copend-
ing U.S. patent application Ser. No. 13/731,235, filed Dec.
31,2012, entitled “Management of Patient Fall Risk;” which
is a Continuation-In-Part Application of U.S. patent appli-
cation Ser. No. 13/339,828, filed Dec. 29, 2011, entitled
“Ambient Sensing of Patient Discomfort;” which is a Con-
tinuation-in-Part Application of U.S. Pat. No. 8,655,680
(U.S. application Ser. No. 13/235,837), filed Sep. 19, 2011,
issued Feb. 18, 2014, entitled “Minimizing Disruption Dur-
ing Medication Administration;” which is a Continuation-
in-Part Application of U.S. Pat. No. 8,620,682 (U.S. appli-
cation Ser. No. 13/164,167), filed Jun. 20, 2011, issued Dec.
21, 2013, entitled “Smart Clinical Care Room.” The afore-
mentioned applications are incorporated by reference herein.

BACKGROUND

The prevention and reduction of patient falls are impor-
tant concerns in a healthcare facility. Traditional ways of
reducing the number of patient falls include identifying
patients who are at risk for falls and attempting to prevent
falls for this patient group by ordering that bed guard rails
be placed in an upright position at all times. However, some
patients can easily lower the guard rails and attempt to leave
the bed without assistance. Further, current nursing demands
make it infeasible for nurses to continuously monitor this
patient group. The result is that patient falls continue to be
a problem at many healthcare facilities.

SUMMARY

This Summary is provided to introduce a selection of
concepts in a simplified form that are further described
below in the Detailed Description. This Summary is not
intended to identify key features or essential features of the
claimed subject matter, nor is it intended to be used as an aid
in determining the scope of the claimed subject matter. The
present invention is defined by the claims.

Embodiments of the present invention are directed to
methods, computer systems, and computer storage media for
managing fall risk for a patient in a clinical care room.
Patients that have been classified as being a fall risk are
automatically monitored through fall risk sensors located
throughout the patient’s clinical care room. The fall risk
sensors include weight sensors and guard rail sensors asso-
ciated with the patient’s bed as well as location sensors that
can determine the location and/or position of the patient
within the clinical care room. Inputs from the fall risk
sensors are utilized to determine if the patient is currently at
risk for falling. If the patient is at risk for falling, alerts are
initiated and settings in the clinical care room are modified
to help decrease the patient’s fall risk. For instance, an alert
may be communicated to members of the patient’s care team
and a message may be presented on a display device in the
patient’s room informing the patient to stay in bed and that
a caregiver will arrive shortly to assist the patient. These
measures reduce the number of patient falls which, in turn,
leads to improved patient safety and well-being.

BRIEF DESCRIPTION OF THE DRAWINGS

Embodiments are described in detail below with reference
to the attached drawing figures, wherein:
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FIG. 1 is a block diagram of an exemplary computing
environment suitable to implement embodiments of the
present invention;

FIG. 2 depicts an exemplary layout of a smart clinical care
room suitable to implement embodiments of the present
invention;

FIG. 3 is a block diagram of an exemplary computing
system environment suitable for managing a smart clinical
care room in accordance with an embodiment of the present
invention;

FIGS. 4A-4C depict exemplary scenes associated with a
smart clinical care room suitable to implement embodiments
of the present invention;

FIG. 5 depicts an exemplary scene associated with a smart
clinical care room suitable to implement embodiments of the
present invention;

FIG. 6 depicts an exemplary code blue scene associated
with a smart clinical care room suitable to implement
embodiments of the present invention;

FIGS. 7TA-7C depict exemplary graphical user interfaces
generated by a clinician dashboard component suitable to
implement embodiments of the present invention;

FIG. 8 depicts an exemplary graphical user interface of a
device associated with a code blue event suitable to imple-
ment embodiments of the present invention;

FIG. 9 depicts a flow diagram illustrating a method for
transitioning a clinical care room from a first scene to a
second scene in order to facilitate completion of a real-world
activity suitable to implement embodiments of the present
invention;

FIG. 10 depicts a flow diagram illustrating a method for
adaptively utilizing a clinical care room to facilitate caring
for a patient suitable to implement embodiments of the
present invention;

FIG. 11 depicts an exemplary scene associated with a
clinician retrieving medications from a medication dispens-
ing station suitable to implement embodiments of the pres-
ent invention;

FIG. 12 depicts an exemplary scene associated with
minimizing disruptions to a clinician during the medication-
administration process suitable to implements embodiments
of the current invention;

FIG. 13 depicts an exemplary scene associated with a
clinician administering medications to a patient in a smart
clinical care room suitable to implement embodiments of the
current invention;

FIG. 14 depicts a flow diagram illustrating a method for
preparing a clinical care room for medication administration
according to an embodiment of the current invention;

FIG. 15 depicts a flow diagram illustrating a method for
minimizing disruptions to a clinician during a medication-
administration process according to an embodiment of the
current invention;

FIG. 16 depicts an exemplary scene illustrating ambient
sensors in a clinical care room used to sense patient dis-
comfort suitable to implement embodiments of the current
invention;

FIG. 17 depicts an exemplary scene illustrating notifica-
tions and alerts indicating that a patient is experiencing
discomfort suitable to implement embodiments of the cur-
rent invention;

FIG. 18 depicts an exemplary scene illustrating various
therapies utilized to minimize patient discomfort suitable to
implement embodiments of the current invention;

FIG. 19 depicts a flow diagram illustrating an exemplary
method of minimizing patient discomfort according to an
embodiment of the current invention;
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FIG. 20 depicts a flow diagram illustrating an exemplary
method of transitioning a clinical care room from a first
scene to a second scerne in order to facilitate pain manage-
ment according to an embodiment of the current invention;

FIG. 21 depicts an exemplary scene illustrating the use of
fall risk sensors to detect potential fall risk in accordance
with an embodiment of the current invention;

FIG. 22 depicts an exemplary scene illustrating the man-
agement of a patient’s fall risk in accordance with an
embodiment of the present invention;

FIG. 23 depicts an exemplary scene illustrating alerts and
notifications indicating that a patient is currently at risk for
falling in accordance with an embodiment of the present
invention;

FIG. 24 depicts a flow diagram of an exemplary method
of managing fall risk for a patient in a clinical care room in
accordance with an embodiment of the present invention;

FIG. 25 depicts a flow diagram of an exemplary method
for transitioning a clinical care room from a first scene to a
second scene in order to facilitate management of a patient’s
fall risk in accordance with an embodiment of the present
invention; and

FIG. 26 depicts a flow diagram of an exemplary method
for managing a patient’s fall risk using fall risk sensors in
accordance with an embodiment of the present invention.

DETAILED DESCRIPTION

The subject matter of the present invention is described
with specificity herein to meet statutory requirements. How-
ever, the description itself is not intended to limit the scope
of this patent. Rather, the inventors have contemplated that
the claimed subject matter might also be embodied in other
ways, to include different steps or combinations of steps
similar to the ones described in this document, in conjunc-
tion with other present or future technologies. Moreover,
although the terms “step” and/or “block” might be used
herein to connote different elements of methods employed,
the terms should not be interpreted as implying any particu-
lar order among or between various steps herein disclosed
unless and except when the order of individual steps is
explicitly stated.

Embodiments of the present invention are directed to
methods, computer systems, and computer storage media for
managing fall risk for a patient in a clinical care room.
Patients that have been classified as being a fall risk are
automatically monitored through fall risk sensors located
throughout the patient’s clinical care room. The fall risk
sensors include weight sensors and guard rail sensors asso-
ciated with the patient’s bed as well as location sensors that
can determine the location and/or position of the patient
within the clinical care room. Inputs from the fall risk
sensors are utilized to determine if the patient is currently at
risk for falling. If the patient is at risk for falling, alerts are
initiated and settings in the clinical care room are modified
to help decrease the patient’s fall risk. For instance, an alert
may be communicated to members of the patient’s care team
and a message may be presented on a display device in the
patient’s room informing the patient to stay in bed and that
a caregiver will arrive shortly to assist the patient. These
measures help to reduce the number of patient falls which,
in turn, leads to improved patient safety and well-being.

Accordingly, one embodiment of the present invention is
directed towards one or more computer-storage media hav-
ing computer-executable instructions embodied thereon that,
when executed by one or more computing devices, perform
amethod for managing fall risk for a patient in a clinical care
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room. The method comprises determining that the patient
has previously been classified as a fall risk and automatically
receiving one or more inputs from one or more fall risk
sensors in the clinical care room. Based on the one or more
inputs, it is determined that the patient is currently at risk for
falling. One or more alerts are initiated and settings for
components in the clinical care room are adjusted such that
the patient’s fall risk is decreased.

Another embodiment of the invention is directed towards
one or more computer-storage media having computer-
executable instructions embodied thereon that, when
executed by one or more computing devices, perform a
method for transitioning a clinical care room from a first
scene to a second scene in order to facilitate management of
a patient’s fall risk. The method comprises presenting the
first scene in the clinical care room having one or more
zones, where the first scene is associated with a first group
of setting for components within the one or more zones. It
is determined that the patient has previously been classified
as being at risk for falling. One or more inputs from fall risk
sensors located in the clinical care room are automatically
received, and it is determined, based on the inputs that the
patient is currently at risk for falling. A second scene in the
clinical care room is provided, where the second scene is
associated with a second group of settings for the compo-
nents within the one or more zones. The second group of
settings is optimized to facilitate the management of the
patient’s fall risk.

Yet another embodiment of the invention is directed
towards one or more computer-storage media having com-
puter-executable instructions embodied thereon that, when
executed by one or more computing devices, perform a
method for managing fall risk for a patient in a clinical care
room. The method comprises accessing the patient’s elec-
tronic medical record and determining that the patient is
classified as a fall risk. One or more inputs are received from
fall risk sensors in the clinical care room. The fall risk
sensors comprise one or more of a weight sensor, a rail
sensor, or a location sensor. Based on the one or more inputs,
it is determined that the patient is currently at risk for falling.
Further, it is determined that a clinician is not in the clinical
care room. Based on this information one or more actions
are initiated; the actions comprise notifying one or more
clinicians that the patient is currently at risk for falling, and
communicating a message to the patient.

Having briefly described embodiments of the present
invention, an exemplary operating environment suitable for
use in implementing embodiments of the present invention
is described below. FIG. 1 is an exemplary computing
environment (e.g., medical-information computing-system
environment) with which embodiments of the present inven-
tion may be implemented. The computing environment is
illustrated and designated generally as reference numeral
100. Computing environment 100 is merely an example of
one suitable computing environment and is not intended to
suggest any limitation as to the scope of use or functionality
of the invention. Neither should the computing environment
100 be interpreted as having any dependency or requirement
relating to any single component or combination of com-
ponents illustrated therein.

The present invention might be operational with numer-
ous other purpose computing system environments or con-
figurations. Examples of well-known computing systems,
environments, and/or configurations that might be suitable
for use with the present invention include personal comput-
ers, server computers, hand-held or laptop devices, multi-
processor systems, microprocessor-based systems, set top
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boxes, programmable consumer electronics, network PCs,
minicomputers, mainframe computers, distributed comput-
ing environments that include any of the above-mentioned
systems or devices, and the like.

The present invention might be described in the general
context of computer-executable instructions, such as pro-
gram modules, being executed by a computer. Exemplary
program modules comprise routines, programs, objects,
components, and data structures that perform particular
tasks or implement particular abstract data types. The pres-
ent invention might be practiced in distributed computing
environments where tasks are performed by remote process-
ing devices that are linked through a communications net-
work. In a distributed computing environment, program
modules might be located in association with local and/or
remote computer storage media (e.g., memory storage
devices).

With continued reference to FIG. 1, the computing envi-
ronment 100 comprises a computing device in the form of a
control server 102. Exemplary components of the control
server 102 comprise a processing unit, internal system
memory, and a suitable system bus for coupling various
system components, including database cluster 104, with the
control server 102. The system bus might be any of several
types of bus structures, including a memory bus or memory
controller, a peripheral bus, and a local bus, using any of a
variety of bus architectures. Exemplary architectures com-
prise Industry Standard Architecture (ISA) bus, Micro Chan-
nel Architecture (MCA) bus, Enhanced ISA (FISA) bus,
Video Electronic Standards Association (VESA) local bus,
and Peripheral Component Interconnect (PCI) bus, also
known as Mezzanine bus.

The control server 102 typically includes therein, or has
access to, a variety of computer-readable media. Computet-
readable media can be any available media that might be
accessed by control server 102, and includes volatile and
nonvolatile media, as well as, removable and nonremovable
media. In this regard, computer-readable media might com-
priss RAM, ROM, EEPROM, flash memory or other
memory technology, CD-ROM, digital versatile disks
(DVDs) or other optical disk storage, magnetic cassettes,
magnetic tape, magnetic disk storage, or other magnetic
storage device, or any other medium which can be used to
store the desired information and which may be accessed by
the control server 102. The computer-readable media dis-
cussed provide storage of computer-readable instructions,
data structures, program modules, and other data for the
control server 102. Computer-readable media are non-tran-
sitory. Combinations of any of the above also may be
included within the scope of computer-readable media.

The control server 102 might operate in a computer
network 106 using logical connections to one or more
remote computers 108. Remote computers 108 might be
located at a variety of locations in a medical or research
environment, including clinical laboratories (e.g., molecular
diagnostic laboratories), hospitals and other inpatient set-
tings, veterinary environments, ambulatory settings, medical
billing and financial offices, hospital administration settings,
home healthcare environments, and clinicians’ offices. Cli-
nicians may comprise a treating physician or physicians;
specialists such as surgeons, radiologists, cardiologists, and
oncologists; emergency medical technicians; physicians’
assistants; nurse practitioners; nurses; nurses’ aides; phar-
macists; dieticians; microbiologists; laboratory experts;
laboratory technologists; genetic counselors; researchers;
veterinarians; students; and the like. The remote computers
108 might also be physically located in nontraditional medi-
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cal care environments so that the entire healthcare commu-
nity might be capable of integration on the network. The
remote computers 108 might be personal computers, servers,
routers, network PCs, peer devices, other common network
nodes, or the like and might comprise some or all of the
elements described above in relation to the control server
102. The peer devices can be personal digital assistants,
smart phones, tablet PCs, personal computers, or other like
devices.

Exemplary computer networks 106 comprise local area
networks (LANs) and/or wide area networks (WANs). Such
networking environments are commonplace in offices, enter-
prise-wide computer networks, intranets, and the Internet.
When utilized in a WAN networking environment, the
control server 102 might comprise a modem or other means
for establishing communications over the WAN, such as the
Internet. In a networking environment, program modules or
portions thereof might be stored in association with the
control server 102, the database cluster 104, or any of the
remote computers 108. For example, various application
programs may reside on the memory associated with any
one or more of the remote computers 108. It will be
appreciated by those of ordinary skill in the art that the
network connections shown are exemplary and other means
of establishing a communications link between the comput-
ers (e.g., control server 102 and remote computers 108)
might be utilized.

In operation, an organization might enter commands and
information into the control server 102 or convey the
commands and information to the control server 102 via one
or more of the remote computers 108 through input devices,
such as a keyboard, a pointing device (commonly referred to
as a mouse), a trackball, or a touch pad. Other input devices
comprise microphones, satellite dishes, scanners, or the like.
Commands and information might also be sent directly from
a remote healthcare device to the control server 102. In
addition to a monitor, the control server 102 and/or remote
computers 108 might comprise other peripheral output
devices, such as speakers and a printer.

Although many other internal components of the control
server 102 and the remote computers 108 are not shown,
such components and their interconnection are well known.
Accordingly, additional details concerning the internal con-
struction of the control server 102 and the remote computers
108 are not further disclosed herein.

Smart Clinical Care Room

Turning now to FIG. 2, an exemplary layout of a smart
clinical care room 200 is depicted. FIG. 2 is merely one
example of a suitable layout and is not intended to suggest
any limitation as to the scope of use or functionality of the
invention. In one aspect, smart clinical care room 200 is
divided into three zones: a family/friend zone 202, a patient
zone 204, and a clinician zone 206. The zones 202, 204, and
206 may be completely distinct from one another as shown
in FIG. 2, or the zones 202, 204, and 206 may overlap. If two
of the zones overlap, the area of overlap may be thought of
as a conversion zone that combines features of both zones.
As well, areas of overlap may support processes related to
both zones depending on the individual situation.

Family/friend zone 202 is designed to be welcoming to
the patient’s family and/or friends and to help make them
part of the patient’s healthcare experience. As such, in one
aspect, family/friend zone 202 is situated to be close to the
patient yet out of a clinician’s way. Comfortable furniture is
provided that can easily be moved if more space in the room
is needed. In one aspect, the furniture is designed to auto-
matically fold up upon detection of a triggering event and
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upon determining that no one is sitting on the furniture. For
example, upon detection of a code blue event, the furniture
automatically folds up to create more room for clinicians. In
vet another aspect, the family/friend zone 202 includes a
television and a work area with phone and internet access
(not shown) so family members can remain productive while
still providing valuable support to the patient. Additionally,
in still another aspect, the family/friend zone 202 includes a
small suite adjacent to the smart clinical care room 200 with
its own bed, shower, television, and work area (not shown).
The family/friend zone 202 includes components that allow
family members or friends to control their own television,
lighting, and the like. Any and all such variations, and any
combination thereof, are contemplated to be within the
scope of embodiments of the present invention.

The patient zone 204 is generally located in the center of
the smart clinical care room 200 between the family/friend
zone 202 and the clinician zone 206. The patient zone 204
is where the care of a patient mainly takes place. The patient
zone 204 includes certain components, including a bed, that
allow the patient to manage aspects of the smart clinical care
room 200. As well, certain components in the patient zone
204 assist the patient in becoming an active healthcare
participant. These components are explained in greater
depth below. The wall located at the head of the patient’s bed
is known as the head wall, while the wall at the foot of the
patient’s bed is known as the foot wall. In one aspect, a
patient interactive station 212 (discussed in more detail
later) is located on the foot wall within easy viewing
distance of the patient.

Clinician zone 206 is designed to enhance a clinician’s
workflow as the clinician interacts with the patient and the
patient’s family and friends. It is generally positioned close
to the entrance of the smart clinical care room 200. A sink
for washing hands, and materials and equipment needed to
care for the patient, are located within the clinician zone 206.
The positioning of the sink and supplies reduces the number
of areas the clinician contacts while in the room, which, in
turn, reduces the spread of nosocomial infections. In addi-
tion, fatigue is reduced by decreasing the number of steps
the clinician must travel within the smart clinical care room
200. In one aspect, a clinician-dashboard display device 214
(discussed in more detail later) is located on a wall in the
clinician zone 206 within easy viewing distance of the
clinician and the patient.

Although not all are depicted in FIG. 2, the smart clinical
care room 200 may also include a number of other zones. By
way of example, the smart clinical care room 200 may
include a bathroom zone (not shown). With respect to the
bathroom zone, a bathroom is located close to the patient’s
bed and has good lighting. As well, a clear path with railings
is provided between the patient’s bed and the bathroom. The
bathroom may be equipped with sensors that can determine
how long a patient has been in the bathroom and whether the
patient has fallen while in the bathroom. Alerts may be
automatically sent to a nurse if the patient has fallen or is in
the bathroom for an inordinate amount of time.

The smart clinical care room 200 may also include a
sanitizing zone 208 both outside the entrance to the smart
clinical care room 200 (not shown) and within the smart
clinical care room 200. The sanitizing zone 208 outside the
entrance to the smart clinical care room 200 includes a
hand-hygiene center that dispenses antiseptic hand rubs. The
sanitizing zone 208 in the smart clinical care room 200 is
located close to the entrance of the room within the clinician
zone 206. This zone may include a sink with a timer so that
clinicians, family members, and friends wash their hands for

15

20

25

30

40

45

60

65

8

an appropriate length of time, an automatic dispenser of
antiseptic handwash products, an automatic paper towel
dispenser, a glove dispenser, a hands-free trash receptacle,
and educational materials regarding the efficacy of hand-
washing in the prevention of disease. Antiseptic towelettes
may be provided in the sanitizing zone 208 so that clinicians
can wipe down equipment moveable from room to room
such as, for example, stethoscopes. In addition, the sanitiz-
ing zone 208 in the smart clinical care room 200 may be
equipped with sensors to detect the presence and identity of
people at the sanitizing zone 208 and, in one aspect, to send
alerts to the patient or clinician that proper handwashing has
not taken place. In another aspect, upon detection of a
presence at the sanitizing station, the water automatically
turns on and the timer automatically starts. Any and all such
variations, and any combination thereof, are contemplated to
be within the scope of embodiments of the present invention.

The smart clinical care room 200 may also include a
pre-room entrance zone 210, which contains the sanitizing
zone 208 mentioned above along with room signage (dis-
cussed in more detail below) that delivers important infor-
mation regarding the patient and/or the smart clinical care
room 200.

A team zone and an operational zone may be located
outside of the smart clinical care room 200. Although
located outside the room, these zones have the ability to
communicate and interact with the smart clinical care room
200. For example, an action taken in either the team zone or
the operational zone may influence components present in
the smart clinical care room 200. The team zone may be
utilized in an intensive care environment where space is
limited in the smart clinical care room 200. In this scenario,
the team zone is located in front of a glass observation
window. The zone is designed to allow multiple members of
a clinical care team to congregate, view the patient through
the glass observation window, view important information
regarding the patient without disturbing the patient or the
patient’s family, and take actions that influence the compo-
nents present in the smart clinical care room 200.

The operational zone is typically located at what is
traditionally known as the nursing station. In one aspect,
actions taken in the operational zone may influence compo-
nents present in the smart clinical care room 200. The
operational zone may include one or more display boards
that display information not only about the patient and the
smart clinical care room 200, but also about patients and
components in other clinical care rooms, including smart
clinical care rooms. The display boards may display infor-
mation related solely to the patient in the smart clinical care
room 200 upon detecting the presence of a clinician
involved in the patient’s care. Any and all such variations,
and any combination thereof, are contemplated to be within
the scope of embodiments of the present invention.

Turning now to FIG. 3, a block diagram of an exemplary
computing system environment 300 suitable for managing a
smart clinical care room is depicted. It will be understood
that the computing system environment 300 shown in FIG.
3 is merely an example of one suitable computing system
environment for use with embodiments of the present inven-
tion. Neither should the computing system environment 300
be interpreted as having any dependency or requirement
related to any single module/component or combination of
modules/components illustrated therein. Further, many of
the elements described herein are functional entities that
may be implemented as discrete or distributed components
or in conjunction with other components/modules, and in
any suitable combination and location. Various functions
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described herein as being performed by one or more entities
may be catried out by hardware, firmware, and/or software.
For instance, various functions may be carried out by a
processor executing instructions stored in memory.

The computing system environment 300 includes a smart
room service 302, and an electronic medical record (EMR)
304 all in communication with one another via a network
308. The network 308 may include, without limitation, one
or more local area networks (LANs) and/or wide area
networks (WANs). Such networking environments are com-
monplace in offices, enterprise-wide computer networks,
intranets and the Internet. Accordingly, the network 308 is
not further described herein.

The EMR 304 comprises electronic clinical documents
such as images, clinical notes, summaries, reports, analyses,
or other types of electronic medical documentation relevant
to a particular patient’s condition and/or treatment. Elec-
tronic clinical documents contain various types of informa-
tion relevant to the condition and/or treatment of a particular
patient and can include information relating to, for example,
patient identification information, images, physical exami-
nations, vital signs, past medical histories, surgical histories,
family histories, histories of present illnesses, current and
past medications, allergies, symptoms, past orders, com-
pleted orders, pending orders, tasks, lab results, other test
results, patient encounters and/or visits, immunizations,
physician comments, nurse comments, other caretaker com-
ments, and a host of other relevant clinical information.

The smart room service 302 shown in FIG. 3 integrates
the components in the room with each other. The smart room
service 302 may work with any type of computing device,
such as, for example, control server 102 or remote computer
108, described with reference to FIG. 1.

The computing system environment 300 is merely exem-
plary. While the smart room service 302 is illustrated as a
single unit, one skilled in the art will appreciate that the
smart room service 302 is scalable. For example, the smart
room service 302 may in actuality include a plurality of
computing devices in communication with one another. The
single unit depictions are meant for clarity, not to limit the
scope of embodiments in any form.

As shown in FIG. 3, the smart room service 302 com-
prises a connectivity engine 310, a clinician dashboard
component 312, a patient interactive station component 314,
abed interface 316, an interactive room link component 318,
a medical device interface 320, a sensor interface 322, and
a communication component 324. In some embodiments,
one or more of the components and/or interfaces 310, 312,
314, 316, 318, 320, 322, and 324 may be implemented as
stand-alone applications. In other embodiments, one or more
of the components and/or interfaces 310, 312, 314, 316, 318,
320, 322, and 324 may be integrated directly into the
operating system of a computing device such as the com-
puting environment 100 of FIG. 1. In addition, one or more
of the components and/or interfaces 310, 312, 314, 316, 318,
320, 322, and 324 may be integrated directly into the
electronic medical record 304. The components and/or inter-
faces 310, 312, 314, 316, 318, 320, 322, and 324 illustrated
in FIG. 3 are exemplary in nature and in number and should
not be construed as limiting. Any number of components
may be employed to achieve the desired functionality within
the scope of embodiments hereof.

The connectivity engine 310 is connected to the compo-
nents and/or interfaces 312, 314, 316, 318, 320, 322, and 324
either wirelessly or via a wired connection. The connectivity
engine 310 interacts with multiple medical devices and their
attendant workflows. In one aspect, the connectivity engine
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310 is designed to have a touch screen and be interactive.
The connectivity engine 310 displays, upon a prompt by a
clinician, a list of medical devices that are available to
connect with. The connectivity engine 310 also communi-
cates with the medical device interface 320 to capture
outputs from medical devices such as, for example, vital
sign capture. The connectivity engine 310 also communi-
cates with the medical device interface 320 to associate a
medical device with a patient—a process that will be
explained in greater detail below. The connectivity engine
communicates captured data to the EMR 304.

In one embodiment of the invention, the connectivity
engine 310 is able to connect to medical devices via the
medical device interface 320 in the following categories:
anesthesia, balloon pumps, beds, blood bank, chemistry,
coagulation, communication, dialysis, fetal monitoring,
hematology, imaging, laboratory automation, medication
dispensing, microbiology, nurse call, ophthalmology, patient
monitoring, point of care, pulse oximeters, respiratory, smart
pumps, ultrasound, urinalysis, ventilators, and patient moni-
toring devices. This list is not meant to be exhaustive or
limiting in any manner.

The connectivity engine 310 may be communicatively
coupled to various medical devices through either are wired
or wireless connection. In one embodiment, a computing
device associated with the connectivity engine 310 is located
near the medical devices. In one aspect, this location is on
the headwall near the patient. In another aspect, the con-
nectivity engine 310 is integrated into a patient’s bed. In
another embodiment, the connectivity engine 310 runs on a
computing device (e.g., PDA, tablet PC) that is used to
display data from the medical devices and/or other compo-
nent/interfaces of smart room service 302.

The connectivity engine 310 also assists in detecting types
of medical devices so that the appropriate driver may be
loaded, which may be based on the make and model of the
particular medical device. The medical device interface 320
or a component thereof communicates with the connectivity
engine 310 to establish a connection to the medical device
itself. In one embodiment, the connectivity engine 310 is
physically present in a patient’s room so that when a new
medical device is brought into that room, it is connected to
the connectivity engine 310 if needed. At that time, a
connect event may occur, and, for example, the medical
device interface 320 and/or the connectivity engine 310
broadcasts the connect event to other components who may
need to know.

The clinician dashboard component 312 is a control panel
that processes clinical information and drives relevant con-
tent to a clinician-dashboard display device. The clinician-
dashboard display device, in turn, may comprise cathode ray
tubes (CRT) systems, plasma screens, liquid crystal display
(LCD) systems, rear projection systems, light emitting diode
(LED) systems, organic light emitting diode (OLED) sys-
tems, and the like. Clinician dashboard component 312
processes and generates relevant content in the form of lab
results, workflows, medications, orders, vital signs, aller-
gies, notes, consult notes, patient information, a location of
the patient if the patient is not currently in the room, and the
like. In one aspect, the relevant content may be displayed on
the clinician-dashboard display device in the form of a
graphical user interface (GUI).

The clinician dashboard component 312, in one aspect,
communicates with the sensor interface 322 to detect the
presence and identity of a clinician in the room through the
use of, for example, radio-frequency identification tags worn
by the clinician. This ability to detect the presence and
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identity of a clinician can be leveraged to display clinical
information that is particularly relevant to the identified
clinician. By way of illustrative example, if the clinician is
identified as a respiratory therapist, the clinician dashboard
component 312 generates display information that is rel-
evant to the respiratory therapist. In one aspect, the clinician
dashboard component 312 generates a team view when
multiple members of a clinical care team are present in the
patient’s room. The clinical information that is subsequently
displayed on the clinician-dashboard display device is rel-
evant to the clinical care team as a whole.

The clinician dashboard component 312 may be triggered
to generate relevant information when a clinician pushes a
button on an identification tag or interacts in some way with
the clinician-dashboard display device. In one aspect of the
invention, the clinician dashboard component 312 automati-
cally generates relevant information when a clinician walks
into the room by use of the sensor interface 322. In yet
another aspect, the clinician dashboard component 312 is
triggered to generate relevant clinical information by voice
command or by the performance of a defined gesture. In
addition, in one aspect, the clinician-dashboard display
device automatically shuts down upon determining that the
clinician is no longer in the room. Any and all such varia-
tions, and any combination thereof, are contemplated to be
within the scope of embodiments of the present invention.

The clinician-dashboard display device may be a
monitor(s) positioned strategically in a smart clinical care
room, or it may be a handheld device (laptop, tablet PC,
PDA, mobile device, etc.). In one aspect, at least one of the
monitors is positioned in a clinician zone so that a clinician
can view the patient and the monitor at the same time. The
positioning of the clinician-dashboard display device in the
clinician zone enables the patient to view the monitor along
with the clinician. This helps to draw the patient into the
healthcare process instead of just having the patient being a
passive recipient of care.

In another aspect, the clinician-dashboard display device
is located on a foot wall in a patient zone so that the patient
can view the clinician-dashboard display device while in
bed. The clinician dashboard component 312, in one aspect,
presents a graphical user interface configured to receive
patient questions regarding care when the clinician is not
present in the hospital room. When the clinician is later
present in the room, the clinician dashboard component 312
generates a display with the questions so that the patient and
the clinician can go through the questions together—a
process that also helps make the patient an active participant
in the healthcare process.

The patient interactive station component 314 manages a
set of modules and GUIs that are related to the modules and
are displayed on a patient interactive station. The general
purpose of the modules and the patient interactive station is
to provide the patient and the patient’s family with access to
components to make the patient’s stay at the hospital more
enjoyable. The modules include an information module for
providing the patient or the patient’s family with informa-
tion about the healthcare facility. For instance, the informa-
tion module provides information such as a mission state-
ment of the healthcare facility, a welcome video, or a list of
amenities available to the patient. Information module also
provides maps and other directional information to enable
patients to find their way around the healthcare facility.
Additionally, the information module may provide patients
with information about the geographical area surrounding
the healthcare facility, such as local events and venues for
food and lodging.
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A care team module provides the patient or the patient’s
family with information about the clinicians designated to
care for the patient throughout the patient’s stay at the
healthcare facility. For example, the care team module
provides information such as the name, position, picture and
personal and professional biography of clinicians that inter-
act with the patient during the hospital stay. The care team
module is also associated with an indoor positioning system
to track the physical locations of the clinicians. Additionally,
the care team module in association with the indoor posi-
tioning system enables a patient to request biography infor-
mation about a clinician based on the clinician’s name or
picture. This information, in turn, may be displayed when
the clinician enters the patient’s room.

An education module provides the patient with health
education information. For instance, the education module
enables the patient to retrieve electronic documents from, for
example, EMR 304, related to the patient’s illness or course
of treatment. Alternatively, the education module provides
interactive education tutorials for the patient. The education
module, via the patient interactive station component 314,
may also keep track of when a patient has completed a health
education information learning activity such as retrieving an
electronic document or completing an interactive tutorial. In
one aspect, an alert is sent to the patient’s nurse when the
patient has completed a learning activity, and the nurse can
complete needed follow-up with the patient to make sure the
patient understands the educational materials.

A scheduling module provides the patient with a repre-
sentation of specific events and/or a task list for the day. The
events populated on the patient’s schedule may include
scheduled tests, standard food service times, chapel services,
and hospital events. In addition to the scheduled events, the
scheduling module provides the patient with a patient-
specific task list. For example, the task list may include
instructions for the patient related to treatment or education
such as designated patient education tutorials and required
or recommended exercises.

A health records module enables the patient to access
information regarding personal care. For example, the health
records module may enable the patient to access portions of
the patient’s personal health record and update pertinent
information. The health records module, via the patient
interactive station component 314, accesses the healthcare
facility’s records keeping system (i.e., the EMR 304) and
determines via parameters set by a clinician, the portions of
a patient’s EMR 304 accessible by the patient. The health
records module may also allow the patient to edit select
portions of the EMR 304 associated with the patient. For
example, the health records module may enable a patient to
update information relating to allergies or update emergency
contact information. Additionally, the health records module
may allow the patient to communicate with the patient’s
physician or member of the clinical care team.

A treatment module provides real-time information from
medical devices associated with the patient. For example,
the treatment module retrieves the information from a bus,
the medical device interface 320, the connectivity engine
310, or from data published from the medical device inter-
face 320 to the EMR 304.

A feedback module allows patients to provide real-time
opinion information regarding their stay at the healthcare
facility. The feedback module solicits input from the patient
via quality of care surveys. The feedback module may
include instant feedback notices to allow clinicians and the
healthcare facility to take immediate action regarding an
issue and work to improve the overall patient experience.
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The notification component of the feedback module may
include an escalation and relay measure, which alerts the
clinicians when the results of a patient feedback survey fall
below a satisfactory level. The feedback module allows the
management of the healthcare facility to target specific areas
for feedback regarding new protocols or processes. The
feedback module eliminates the delays often associated with
standard written survey results.

An environmental module allows the patient, a clinician,
or the patient’s family members and/or friends to control the
environmental conditions of the patient’s room. For
instance, the environmental module enables the patient to
adjust the lighting setting in the room. Alternately, the
environmental module allows the patient to control the
temperature of his or her room. In one aspect, the environ-
mental module automatically adjusts the lighting settings
and/or temperature settings in the room in response to a
triggering event. For example, upon initiation of a code blue
event, the lights may be brought to full illumination above
the patient’s bed.

The set of modules also includes a television module, a
gaming module, a movie module, a music module, an
aromatherapy module, a menu module, and a scene module.
The television module provides television services to the
patient and/or the patient’s family and friends. For example,
the television module facilitates the patient’s ability to
pause/rewind or record live television. Additionally, a cli-
nician and/or a parent of the patient may control, via the
television module, the times when television services are
available to the patient and the type of programming acces-
sible by the patient. Further, the television module facilitates
the patient’s and or clinician’s ability to modulate the
acoustic output from the television and/or turn the television
on or off. In one aspect, the television module automatically
adjusts the acoustic output and/or the power in response to
a triggering event.

The gaming module provides an interactive gaming expe-
rience for the patient. For example, the gaming module
facilitates gaming though externally connected gaming sys-
tems of built-in computer-based games. The movie module
provides movies to the patient. The movie module may
provide the movies upon demand. As with the television
module, a clinician and/or a parent of the patient may control
via the movie module the times when movies are available
to the patient and the type of movie content accessible by the
patient.

The music module provides music upon patient demand.
The music module provides a music library that can be
accessed via the patient interactive station component 314.
Clinicians may control via the music module the times when
the patient is allowed to access the music content. For
instance, patients may be prohibited from accessing music
content during scheduled quiet periods. Further, the music
module may automatically adjust the acoustic output in
response to a triggering event. The aromatherapy module
provides patients with a variety of aromatherapy scents to
enhance patient well-being. In turn, the menu module pro-
vides patients with access to the food service system of the
healthcare facility as well as restaurants associated with the
healthcare facility. The menu module may also provide
access to gift shops associated with the healthcare facility.

The scene module provides the patient with the ability to
initiate a variety of scenes in a smart clinical care room (i.e.,
the smart clinical care room 200 of FIG. 2). A scene is a
combination of room settings that help to facilitate a real-
world activity. By way of illustrative example, a patient may
select a reading scene, a television watching scene, a relax-
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ation scene, and the like. In one aspect, the scene module
interacts with any of the other modules of patient interactive
station component 314 (i.e., the television module, the
environmental module, the gaming module, the aroma-
therapy module, etc.), any of the other components of the
smart room service 302, and/or the EMR 304 to initiate the
requested scene. In addition, in one aspect, the scene module
controls a digital ceiling and/or a digital window located in
the smart clinical care room so that the display from the
digital window and/or ceiling corresponds to the requested
scene. The concepts of scenes will be explored more fully
below with respect to FIGS. 4A-4C and FIG. 5.

The patient interactive station is located where the patient
can most easily interact with it (i.e., proximate to a patient
in a patient zone of a room). For example, in one aspect, the
patient interactive station is located on the foot wall; while
in another aspect, it is located on a monitor beside the
patient’s bed or attached to the patient’s bed. Interaction
with the patient interactive station may be by touch. For
example, the patient can touch the actual screen of the
patient interactive station to make a selection. In another
aspect, the patient is provided with a pillow speaker that
allows interaction with the patient interactive station. In yet
another aspect, the patient is provided with a small touch
screen tablet to interact with the patient interactive station.
Voice commands and pre-defined gesture recognition may
also be used to interact with the patient interactive station.
In one aspect, gesture recognition is used in conjunction
with the education module. By way of illustrative example,
a physical therapy order exists in the EMR 304 regarding the
patient. The patient interactive station component 314 com-
municates with the EMR 304 and generates for display a set
of physical therapy exercises. The exercises are displayed on
the patient interactive station, and gesture recognition tech-
nology is utilized by the patient interactive station compo-
nent 314 to document that the patient is performing the
physical therapy movements correctly.

The bed interface 316 is configured to receive inputs and
send out instructions to a patient bed located in a patient
zone, and interface with the other components of the smart
room service 302. In addition, the bed interface 316 may
also interface with the EMR 304. By way of example, the
bed interface 316 captures information generated by the bed
related to vital sign monitoring, moisture detection, weight
detection, and the like, and stores this information in the
EMR 304. The bed interface 316 automatically and without
human intervention adjusts the bed to any number of posi-
tions in response to certain inputs to facilitate caring for the
patient. For example, the head of the bed is adjusted to a
certain angle upon receiving an indication that the patient is
at risk for hospital-acquired pneumonia or ventilator-ac-
quired pneumonia. In addition, the bed interface 316 may
generate alerts to the clinical care staff if, for example, the
head of the bed falls below a certain angle and the patient is
at risk for pneumonia or has a diagnosis of pneumonia. The
bed interface 316 may also automatically adjust the bed in
response to certain triggering events which will be discussed
in greater depth below.

The interactive room link component 318 receives inputs
and communicates with room signage located outside the
entrance to a smart clinical care room (i.e., in the pre-room
entrance zone 210 of FIG. 2). In one aspect, inputs are
received by the interactive room link component 318 via a
touch screen on the room signage, a mobile application,
verbal or gesture interaction with the room signage, or by
some other attribute present in the smart clinical care room
such as, for example, the patient interactive station. The
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interactive room link component 318 may generate for
display by the room signage pertinent updates as clinician
orders are received. By way of illustrative example, if an
order is written restricting access to food in preparation for
surgery, the room signage displays a message indicating that
the patient is not allowed to have any food. This effectively
notifies clinical care team members, hospital staff, as well as
family and friends of the patient that the patient is not
allowed to have food.

In another aspect, the patient or the patient’s family can
push messages out to the room signage via the interactive
room link component 318. For example, the patient gener-
ates a message using, for example, the patient interactive
station. This message is communicated to the interactive
room link component 318 and subsequently displayed on the
room signage. For example, the patient posts a message that
the patient is visiting the gift shop and will be back shortly.

In another aspect of the invention, the interactive room
link component 318 receives inputs indicating that the
healthcare facility’s transport service is transporting the
patient. For example, the transport service indicates start and
stop times of the transporting process by interacting with the
room signage or by inputting the start and stop times on a
mobile application. As well, housecleaning services also
indicate start and stop times of the cleaning process by
interacting with the room signage, or via a mobile applica-
tion. Although not detailed here, many examples exist where
the interactive room link component 318 receives inputs or
generates outputs related to a clinician, patient, or hospital
staff.

With respect to the medical device interface 320, a
clinician may wish to associate a patient and at least one
medical device via the medical device interface 320. In other
words, the medical device interface 320 provides the needed
link between a clinician, a medical device, and a patient.
This association between the medical device and the patient
allows the clinician to continually receive data from the
associated medical device for as long as it is associated with
the patient. This continuous feed of data may be fed from the
medical device to the medical device interface 320 and on to
other components/interfaces of the smart room service 302.
The data is then sorted, and routed to the appropriate
services and applications, such as a patient-to-device asso-
ciation application. Medical devices include any devices or
mechanisms that may be used by a patient during a hospital
stay. These medical devices may include a patient bed,
monitors (e.g., fetal monitors), pumps (e.g., infusion pump),
cardiac ventilators, sequential compression devices, elec-
tronic security devices, pharmacy dispensing stations, and
the like. Further, the association of a patient to a medical
device may continue until the occurrence of a disassociation
event, which will be described below. The association con-
tinues not only when the medical device is in a smart clinical
care room, but may continue for an extended period of time
until a disassociation event occurs.

The medical device may be associated with the patient via
the medical device interface 320 using patient identification
information including, but not limited to, the patient’s name,
gender, date of birth, identification number, and the like.
There are many ways to identify a patient. For instance, a
patient may be identified by scanning a barcode that is
located on or near the patient. When a patient is admitted to
a hospital the patient may wear a wristband that has a
barcode such that the patient may be easily identified.
Alternatively, a patient’s bed may have the patient’s iden-
tification located somewhere on it for quick access. Another
form of identification may be used instead of a barcode, such
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as a patient identification number or other identification
form that may be entered into a mobile computing device
(e.g., PDA or mobile PC) to identify the patient.

Another option for identifying a patient may include
searching a database for a specific patient. The database may
include each patient who is currently admitted to the hospital
and thus any patient who is admitted to the hospital may
easily be found in the database.

As mentioned above, the connectivity engine 310 displays
any medical devices that have been identified and/or asso-
ciated to the patient. Medical devices are identified in many
of the same ways that patients are identified. For example,
a barcode located on or near a medical device may be
scanned, and information corresponding to that medical
device may be uploaded to a mobile or portable computing
device for display. Or, an identification number or other
identifier corresponding to the medical device may be
entered, either manually or electronically, to a portable
computing device, for example. Alternatively, a search func-
tion may allow a clinician to search for a specific medical
device that is located in a database even if that medical
device is not associated with the identified patient. RFID
tags may be associated with devices or patients.

Embodiments of the present invention allow a clinician to
disassociate medical devices that are currently associated to
a patient. In one aspect, a clinician may select specific
medical devices, and select a disassociate button, and the
selected medical devices will be disassociated from the
patient. For example, upon a patient checking out of a
hospital to return home, the medical devices that had been
used to treat the patient, and, thus, had been associated to the
patient, may be disassociated by the method described
above. There are other ways that medical devices may be
disassociated from a patient. For instance, the medical
device may become disassociated by a patient when another
patient becomes associated with that same medical device.
This override may take place when a clinician is presented
with a dialog box that indicates to the clinician that another
patient is associated with that medical device. The clinician
may have the option, in some embodiments, to override the
existing association.

Sensor interface 322 communicates with sensors and/or
identifiers located not only in a smart clinical care room, but
throughout the healthcare facility in which the patient is
located. The sensor interface 322 tracks the location of
identifiers in the healthcare facility and receives information
and inputs emitted from the sensors. The sensors and/or
identifiers may utilize ultrasound technology, infrared tech-
nology, radio-frequency identification (RFID) technology,
or the like. Identifiers are worn by clinicians, patients, and/or
family members and may take the form of a security badge,
an item attached to a security badge, or the like. Sensors are
located at fixed intervals in the healthcare facility including
the patient room.

Signals are transmitted by the sensors and are received by
the identifiers. The identifiers respond to the signals. A
response from an identifier is received by the sensors and
communicated to the sensor interface 322. The sensor inter-
face 322 recognizes and determines the location and identity
of the responding identifier. For example, when a clinician
identifier 1s identified by the sensor interface 322, the
location for the clinician associated with the clinician iden-
tifier is updated. The information concerning the location of
the clinician may be shared with the patient and/or the
patient’s family. In one aspect, the sensor interface 322
communicates the information to the interactive room link
component 318, and the location information is displayed on
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the room signage. In another aspect, the location information
is displayed on a patient interactive station associated with
the patient interactive station component 314.

The sensor interface 322 may also be utilized to optimize
a clinical experience for a patient or an individual associated
with the patient, such as a family member. The clinical
experience is often overlooked for the individuals associated
with the patient. Many times, family members sit with a
patient for endless hours to avoid leaving the patient’s side
and missing an important clinical event without ever being
notified of an opportunity to be included in the clinical
event. Embodiments of the present invention seek to alle-
viate the stress on the patient and the patient’s family.

Privacy regulations provide that patient information may
not be shared with unauthorized individuals. Thus, embodi-
ments of the present invention are applicable to one or more
individuals that are approved by the patient to receive
notifications of clinical information. The individual receiv-
ing the clinical information must also enable a computing
device to receive the clinical information. Any web-enabled
computing device may receive clinical information. The
clinical information may be received in the form of a
notification and/or message.

By way of example only, assume that a non-present party
(e.g., a family member) has left the patient’s room to go to
a vending machine. The non-present party would like to be
notified if the patient’s clinician is near the patient. A mobile
computing device may receive such a notification, and the
non-present party can return to the room to speak with the
clinician.

The non-present party may be tracked via an identifier in
the same way as patients and clinicians are tracked. The
present invention may also include predefined location sta-
tions to aid navigation such that it is not necessary that a
non-present party be tracked. The non-present party may
simply identify their location at the location station and
utilize the present invention in the same way as if they were
being tracked. If the non-present party is presented with
turn-by-turn directions, then the steps will update upon
receiving an indication from the user to present the next step.
Alternatively, the non-present party could be tracked via a
plurality of sensors and the directions may automatically
update as the non-present party’s location is updated from
passing a sensor.

The communication component 324 is configured to
communicate with communication devices used within a
healthcare facility to receive and send information. The
communication component 324 is also configured to receive
requests for additional information and to communicate with
other components and/or interfaces of the smart room ser-
vice 302. Additionally, the communication component 324
is configured to communicate alerts and or notifications.
Exemplary communication devices include personal com-
munication devices, a workstation, a nursing station, a nurse
call system, an intercom system, and an email system.

Personal communication devices include devices that are
used by an individual to receive and send information, such
as an in-house phone, a pager, and a mobile device. A
workstation includes a remote computer terminal that is used
to present information to clinicians and receive inputs from
clinicians. A workstation might be set up at a nurse’s station
to or at a patient’s bedside. A nurse call system includes
communication devices that present information to and
receive information from a nurse (or other healthcare pro-
fessional). An intercom system includes communication
devices that receive and announce information by utilizing,
for example, speakers. An email system might be imple-
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mented using one or more of the other communication
devices (for example, a personal communication device, or
a workstation) to send and receive messages (e.g., email
messages, SMS messages, etc.) to various users.

Accordingly, in an embodiment of the present invention,
the communication component 324 presents information to
clinicians using one or more of the communication devices
outlined above. The information may be received by the
communication component 324 from other components and/
or interfaces of the smart room service 302. For example, the
communication component 324 may receive information
concerning a medical device via the medical device interface
320 or the connectivity engine 310 and communicate this
information to a nurse call system, or a personal communi-
cation device. Moreover, the communication component
324 might also generate information (e.g., code-blue alert)
that is communicated to other components of the smart room
service 302. As well, the communication component 324 is
configured to communicate to other components of the smart
room service 302 requests to receive additional information.
For example, a personal communication device might com-
municate a request of a physician to receive information
from the EMR 304.

The zones and components discussed above with respect
to FIGS. 2 and 3 are used to transition a smart clinical care
room (i.e., the smart clinical care room 200 of FIG. 2) from
a first scene to a second scene. The transition from a first
scene to a second scene can be in response to some trigger-
ing event. The triggering event may be a manual trigger by
a clinician, a patient, or a family member or friend of the
patient. In another aspect, the triggering event is an auto-
matic trigger upon detection of certain information. In one
aspect of the invention, the second scene facilitates comple-
tion of the real-world activity. A real-world activity com-
prises physical involvement with one or more people to
realize a tangible goal. A person may use a computing device
or machine to complete the real-world activity, but the
real-world activity is not solely performed by a computing
device. The transition to a scene that facilitates completion
of the real-world activity can be accomplished by a com-
puting-device alone, without human interaction. One or
more of the zones discussed above, along with a smart room
service (i.e., the smart room service 302 of FIG. 3), are
utilized to transition from a first scene to a second scene.
FIGS. 4A-4C and FIG. 5 provide some illustrative examples
of types of scenes contemplated to be within the scope of the
invention. The arrangements shown in FIGS. 4A-4C and
FIG. 5§ are merely exemplary and are not meant to be
limiting in any way.

FIG. 4A depicts a reading scene and is referenced gen-
erally by the numeral 400. In one aspect, a patient, or a
visitor of the patient, in a smart clinical care room interacts
with, for example, a patient interactive station to request a
reading scene. In another aspect, the patient interacts with
some other component of a smart room service (i.e., the
smart room service 302 referenced in FIG. 3) to request a
reading scene. Upon receiving the request for the reading
scene, the smart clinical care room is automatically and
appropriately illuminated, acoustic outputs are automati-
cally minimized, and the patient bed is automatically
adjusted to a position that facilitates reading. For example,
the head of the bed is adjusted to elevate the upper half of
the patient’s body. In another aspect of the invention, a
friend or family member of the patient interacts with the
patient interactive station to request a reading scene for the
friend or family member. In this instance, the family zone of
the smart clinical care room is illuminated and acoustic
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outputs minimized. Any and all such variations, and any
combination thereof, are contemplated to be within the
scope of embodiments of the present invention.

FIG. 4B depicts a physical therapy scene and is referenced
generally by the numeral 402. A smart room service may
receive an indication that communicates the patient is ready
to begin a physical therapy session. Such an indication could
be received from a clinician or from the patient. By way of
illustrative example, the patient interacts with a patient
interactive station, or the clinician interacts with a clinician-
dashboard display device. In another aspect, the smart room
service accesses the physical therapy order through an
electronic medical record (i.e., the EMR 304 of FIG. 3).
Incident to receiving this indication, the room is illuminated
in order to facilitate the physical therapy session, acoustic
outputs are adjusted so that there is minimal sound in the
room, and the bed is adjusted to facilitate the patient’s
physical therapy, the type of adjustment is dependent upon
what type of physical therapy movements are prescribed. In
addition, a physical therapy module is displayed on a
monitor positioned so that the patient can both view the
monitor and perform the physical therapy movements. In
one aspect of the invention, gesture recognition technology
is utilized to ensure the patient is performing the physical
therapy movements correctly. If, for example, it is detected
that a movement is not being performed correctly, the
physical therapy module initiates a training module to help
the patient learn the correct movement. Any and all such
variations, and any combination thereof, are contemplated to
be within the scope of embodiments of the present invention.

FIG. 4C depicts a relaxation scene and is referenced
generally by the numeral 404. An indication is received by,
for instance, a smart room service (i.e., the smart room
service 302 referenced in FIG. 3) that a relaxation scene is
desired. For example, the indication is received from a
clinician, the patient, or a member of the patient’s family and
occurs through interaction with, e.g., a patient interactive
station or a clinician-dashboard display device. Upon receiv-
ing the indication, a digital ceiling and/or window in a
patient room is set to scenery that evokes a relaxed state of
mind, illumination in the room is dimmed, soothing music is
played, aromatherapy initiated, and a patient bed in the room
is set to a position that facilitates relaxation. For example,
the head of the bed may be adjusted so that the patient’s
upper body is slightly elevated. Any and all such variations,
and any combination thereof, are contemplated to be within
the scope of embodiments of the present invention.

FIG. 5 depicts a transport scene and is referenced gener-
ally by the numeral 500. The transport scene may be
triggered, for example, upon a smart room service (i.e., the
smart room service 302 of FIG. 3) receiving an indication
from a clinician that the patient needs to be transported to a
specified location in the healthcare facility. For example, an
order is entered, stored in an electronic medical record (i.e.,
EMR 304 of FIG. 3), and communicated to the smart room
service. In one aspect of the invention, a transporter receives
an indication (for example, by receiving a notification via
the communication component 324 of FIG. 3 on a mobile
device) that a patient in a smart clinical care room needs to
be transported. After assisting the patient into a wheelchair,
the transporter interacts with, for example, the room signage
upon leaving the room with the patient. Incident to this
interaction, lights and televisions in the room are turned off,
an indication that the patient is being transported is dis-
played on the room signage, and clinicians and family
members are notified that the patient is in transport and is not
present in the room. Upon returning to the smart clinical care
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room with the patient, the transporter again interacts with the
room signage to indicate that the patient has returned to the
room. Incident to this interaction, the room lights and
television are adjusted to pre-transport levels, the room
signage displays a message indicating the patient is in the
room, and clinicians and family members are notified (via,
for example, the communication component 324 of FIG. 3)
that the patient is back in the room. FIGS. 4A-4C and FIG.
5 are representative examples of the many scenes that may
be initiated in the smart clinical care room 200.

One scene that is of critical importance in a healthcare
setting is a code blue scene. This scene is depicted in FIG.
6 (referenced generally by the numeral 600) and will be
explained in greater depth below. The term code blue as used
in this application refers to a patient experiencing cardio-
pulmonary arrest. The successful management of a code
blue event requires quick detection of the code blue event,
rapid response times by a code blue team, knowledge of
code blue protocols, coordination of the code blue team, and
accurate documentation of clinical events that occur during
the code blue event. The smart clinical care room is designed
to meet these needs through the use of the zones and the
components present in the room.

In one aspect of the invention, a code blue alert is
activated via voice, touch or gesture and recognized by, for
example, a clinician dashboard display device or a patient
interactive station. In another aspect, a code blue alert is
automatically activated upon detection of a triggering event
by a patient monitoring device such as, for example, a
cardiac arrhythmia, asystole, pulmonary arrest, and the like.
In one aspect, upon activation of the code blue alert, a
clinician responsible for the patient is notified; the clinician
would check the patient and initiate a full code blue alert if
the code blue event is verified. In another aspect of the
invention, a code blue team (referenced by the numeral 601
in FIG. 6) is automatically notified when the code blue alert
is activated. The team 601 may be notified, for example, by
a notification sent to one or more mobile devices associated
with the code blue team 601. The notification includes
information about the patient such as, for example, name
and location in the healthcare facility.

Upon triggering of the code blue event, a dome light
outside the room entrance is illuminated and the room
signage displays a message indicating a code blue occur-
rence. Both of these measures allow the code blue team
members 601 to quickly identify the room in which the code
blue event is occurring which decreases response times.
Acoustic outputs are minimized in the room by, for example,
powering off any televisions that are on, and turning off any
music that is playing. Referring to FIG. 6, the room is
brought to full illumination. Furniture in the family zone
may automatically fold up to help clear space for the code
blue team members 601 upon determining that no one is
sitting on the furniture. In essence, the smart clinical care
room is effectively converted to one large clinician zone. A
patient bed 604 in FIG. 6 is automatically positioned to a
code blue position upon determining that the patient is
securely on the bed. For example, a bed interface (i.e., the
bed interface 316 of FIG. 3) determines that the patient’s
weight is substantially below a recently documented weight
for the patient. Such determination prevents the bed from
being automatically adjusted to a code blue position. In
addition, a crash cart may be associated with the patient.

In one aspect of the invention, a clinician dashboard
component (i.e., the clinician dashboard component 312 of
FIG. 3) generates for display by a clinician-dashboard
display device a code blue team view 606 where the team
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view can be seen by all members of the code blue team 601.
The code blue team view 606 can be in the form of a GUI.
The code view team view 606 displays clinical event infor-
mation in near real-time. The clinical event information is
automatically captured, or manually inputted. By way of
illustrative example, the clinician dashboard component
captures information from any of the components present in
the smart clinical care room. As well, the clinician dash-
board component captures information that is being manu-
ally documented by a member of the code blue team 601 that
is in charge of documentation, hereinafter known as the
documenter. The documenter is indicated by the numeral
602 in FIG. 6.

FIG. 8 depicts an input device that is used by the
documenter 602, referenced generally by the numeral 8§00,
to record clinical event information during the code blue
event. In one aspect, the information is inputted via an
application on a mobile device. With respect to FIG. 8, the
documenter 602 may input a medical condition 801 that
initiated the code blue event, such as, for example, ventricu-
lar tachycardia (V-Tach). A time 802 the code blue response
begins is documented as well as a time 804 that cardio-
pulmonary-resuscitation (CPR) begins. If the patient
requires defibrillation, a time 806 at which the defibrillator
pads are placed on the patient is noted, along with times and
energy amounts 808 of shocks delivered to the patient. The
documenter 602 is able to document any intravenous fluids
810 the patient may be receiving, the necessity or type of
airway 812 that may be established for the patient, drugs 814
administered to the patient, and labs and lab results 816
drawn on the patient. In addition, the documenter 602 can
also input a stop time 818 for when the code blue response
is terminated.

As mentioned, the clinician dashboard component cap-
tures the information inputted by the documenter 602 along
with clinical event information captured by other compo-
nents in the smart clinical care room. For example, the
clinician dashboard component captures identities of code
blue team members 601 along with a time that the code blue
team members 601 arrive in the room through communica-
tion with, for example, a sensor interface (i.e., the sensor
interface 322 of FIG. 3). The use of sensors in the smart
clinical care room enables monitoring of the movement of
code blue team members 601 and equipment throughout the
room. The use of sensors also allows a position in the room
to be determined for each member of the code blue team
601. This may be important at a later point in time when
quality measures are reviewed with respect to the code blue
response.

The code blue team view 606 generated by the clinician
dashboard component dynamically changes depending on
the type of clinical event information received by the smart
room service. Thus, code blue protocols can be dynamically
updated depending on the results of, for example, labs
drawn, medications delivered to the patient, shock treat-
ments administered to the patient, and the like.

Turning to FIGS. 7A-7C, some exemplary depictions of
GUIs generated by the clinician dashboard component dur-
ing the code blue event are presented and are referenced
generally by the numeral 700. FIGS. 7A-7C represent dif-
ferent times during the code blue event with FIG. 7A
corresponding to the beginning of the code blue event, FIG.
7B the middle of the code blue event, and FIG. 7C corre-
sponding to the end of the code blue event.

With respect to FIG. 7A, a general patient information
area 702 contains general patient information such as, for
example, patient name, patient identifier, date of birth, actual

20

25

40

45

60

65

22

weight and dosing weight, and allergies. A patient summary
area 704 includes such information as patient history, pro-
cedure history, surgical history, admitting diagnosis, and
attending physician. This is just a sample of the many types
of information that may be displayed in the patient summary
area 704.

A protocol area 706 displays a continually updated pro-
tocol that is responsive to real-time inputs associated with
the patient. In one aspect of the invention, the information
displayed in the protocol area 706 includes a “suggested
next care step based on patient response or incoming result.”
The suggested next step may be driven by a preset algo-
rithm, a complex rules engine, or by a complex event
processor monitoring transactional data from multiple
sources. By way of illustrative example, the protocol area
706 initially displays a standard code blue protocol for a
patient experiencing ventricular tachycardia. But as the code
progresses, the heart rhythm switches from ventricular
tachycardia to asystole (no heart beat). This change neces-
sitates a completely different protocol from that used for
ventricular tachycardia. Or, in another example, a lab result
comes back that indicates that the patient’s blood gases are
outside of normal limits. The protocol area 706 dynamically
changes to include unified protocol information that
addresses the blood gas abnormality, the arrhythmia, and
any effect the blood gas abnormality has on the arrhythmia.
These are just a few of the many examples of how the
protocol information updates in response to clinical event
information. The protocol area 706 may also display an
indication that a certain step in the protocol has been
completed and a time at which it was completed.

An electrocardiogram area 708 is configured to display
near real-time electrocardiogram (EKG) information asso-
ciated with the patient, while a timeline area 710 displays a
running timeline illustrating the clinical events that are
happening with respect to the code. This information
includes times at which various events occur such as, for
example, a time the code blue event is initiated, a time the
code blue team is paged, and a time at which various
clinicians arrive in the room. In addition, the information
includes the type of presenting arrhythmia and the identity
of clinicians in the room. The timeline area 710 may also
display a code duration time along with a current time. A lab
results area 712 displays the results of labs as the informa-
tion is captured by, for example, a clinician dashboard
component.

FIG. 7B depicts the GUI 700 at a slightly later point in
time. As can be seen in the timeline area 710, information
concerning the identity and arrival of the code blue team
members is documented, along with a time at which CPR
was initiated, a time at which an airway was established, and
when defibrillation occurred along with the energy amount
of the shocks. The lab results area 712 also displays results
of labs that were drawn on the patient during the code blue
event.

FIG. 7C depicts the GUI 700 at a still later point in time.
Besides depicting the type of information discussed above,
the timeline area 710 depicts information concerning times
and identities of medications administered to the patient,
times at which labs were drawn, times at which lab results
are received, times at which arterial blood gases were drawn
and the results received, times at which a pulse and normal
sinus rhythm are detected, a time when the coding protocol
ends, and a time when the patient is transported to the
cardiac care unit. In addition, the protocol area 706 has been
updated to reflect new protocol information concerning the
patient based upon responses to electrical shock, medica-
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tions, and other therapeutic measures. These are just repre-
sentative examples of the many types of information that can
be displayed by the GUI 700. Any information pertinent to
a code blue situation is contemplated to be within the scope
of the invention.

At any time during the code blue event, a clinician can
interact with the GUI 700. Such interaction may be via
voice, touch, or gesture recognition. For example, the cli-
nician may want to select an event occurrence on the display
to access more information about that event. By way of
illustrative example, the clinician touches or says the name
of a medication in the timeline area 710 (i.e., vasopressin).
Incident to this interaction, information is displayed con-
cerning this medication such as dose administered, side
effects, and the like.

In one aspect of the invention, an indication that the code
blue event is over is triggered by a manual input. In response
to the indication, the smart clinical care room transitions
back to a pre-code blue scene. In one aspect of the invention,
after the code blue event is over, a notification for restocking
of the crash cart is automatically generated. In addition,
because the crash cart was associated with the patient at the
beginning of the code blue event, any charges for medica-
tions, supplies, etc. will automatically be generated and
billed to the patient’s account.

With reference to FIG. 9, a flow diagram is illustrated
showing a method 900 for transitioning a clinical care room
from a first scene to a second scene in order to facilitate
completion of a real-world activity. At block 902, the first
scene is presented in the clinical care room where the
clinical care room has one or more zones. The first scene is
associated with a first group of settings for components
within the one or more zones. As mentioned above, the
components may include any device or apparatus that
impacts patient clinical care or manipulates the clinical
environment in the clinical care room such as, for example,
any of the components and/or interfaces of the smart room
service 302 of FIG. 3. As well, the components may include
any software module that provides instruction to other
components. Components may also include such things as
lights, television, sound system, furniture, and the like.

At block 904, an input corresponding to the real-world
activity is received. As mentioned above, the input may be
a manual input received from a clinician, patient, and/or
family member through interaction with any of the compo-
nents and/or interfaces of the smart room service, or through
interaction with, for example, a patient interactive station or
a clinician dashboard display device. Or the input may be an
automatic input that is generated in response to a triggering
event. For example, a patient monitoring device detects a
heart arrhythmia and automatically generates an alert that is
received as an input. The input received at step 904 corre-
sponds to a real-world activity. There are a wide variety of
examples of real-world activities, some of which were
mentioned above. Some representative examples include
reading, relaxation, entertainment, education, travel, per-
sonal hygiene, patient care, and the like.

At step 906, incident to receiving the input corresponding
to the real-world activity, a second scene is provided. The
second scene comprises a second group of setting for the
components within the zones in the clinical care room. The
second group of settings is different than the first group of
settings. The second group of settings is optimized to
facilitate completion of the real-world activity. For example,
a second group of settings for a reading scene includes
increasing the lighting level above a patient’s bed, decreas-
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ing acoustic outputs, and positioning the bed to facilitate
reading. At step 908, the real-world activity is completed.

With reference to FIG. 10, a flow diagram is depicted
illustrating a method 1000 for adaptively utilizing a clinical
care room to facilitate caring for a patient. At block 1002, an
input is received indicating a code blue event has been
initiated for the patient. At block 1004, a clinical care team
is notified of the code blue event. At block 1006, one or more
environmental conditions in the clinical care room are
modified. One or more physical structures in the clinical care
room are modified at block 1008. At block 1010, clinical
event information relating to the clinical care room and the
patient is captured. At block 1012, a code blue care plan is
displayed to members of the clinical care team. The code
blue care plan is updated using the captured clinical event
information at block 1014.

Reducing Disruption During Medication Administration

Another scene of vital importance in a healthcare setting
is medication administration. Medication administration
begins when a clinician, in response to a medication order
for a patient, retrieves the patient’s medications from a
medication dispensing station. Medication administration
generally ends when the clinician administers the medica-
tions to the patient. Disruptions to the clinician should be
kept to a minimum to reduce errors during the medication-
administration process.

In one aspect of the invention, the medication-adminis-
tration process is triggered when a clinician retrieves a
patient’s medications from a medication dispensing station.
This triggering event is depicted in FIG. 11, and is refer-
enced generally by the numeral 1100. FIG. 11 depicts a
clinician 1104 interacting with a medication dispensing
station 1102. The medication dispensing station 1102 is
multi-patient oriented medical device that contains medica-
tions that are associated with one or more patients. The
medication dispensing station 1102 generally contains medi-
cations for patients located in proximity to an area surround-
ing the medication dispensing station 1102 (e.g., patients in
the same hospital wing as the medication dispensing station
1102).

The medication dispensing station 1102 generally con-
tains multiple compartments. Each compartment is stocked
with a certain medication. When the clinician 1104 wishes to
begin the medication-administration process for a patient,
the clinician 1104 interacts with a computer system associ-
ated with the medication dispensing station 1102 to access
the medication orders for that patient (for example, the
computer system may access medication orders from an
electronic medical record). The computer system determines
the location of the compartment that contains an ordered
medication and automatically opens that compartment.
Upon withdrawal of the medication by the clinician 1104,
the medication is associated with the patient. This process is
repeated for each ordered medication. In one aspect, the
clinician 1104 may provide feedback to the computer system
to verify that a specific medication has been removed from
the medication dispensing station 1102. In another aspect,
the medication dispensing station 1102 automatically detects
when a medication(s) has been retrieved for a patient.

Because the medication dispensing station 1102 is a
medical device, it is capable of communicating with a smart
room service via a medical device interface or a connectivity
engine (for example, the smart room service 302, the medi-
cal device interface 320, and the connectivity engine 310 of
FIG. 3). Thus, when the clinician 1104 retrieves medications
associated with a patient from the medication dispensing
station 1102, the medical device interface receives this input,
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and a medication-administration process is initiated for the
patient by, for example, the smart room service. The medi-
cation-administration process is initiated automatically and
without human intervention.

In another aspect of the invention, the medication-admin-
istration process may be initiated upon detection of the
clinician 1104 in an area where the medication dispensing
station 1102 is located using a real-time location service
(RTLS). For example, a sensor may be located directly
above the medication dispensing station 1102. The sensor
may utilize ultrasound technology, infrared technology,
RFID technology, or the like to detect the presence and
identity of the clinician 1104 by communicating with an
identifier or badge worn by the clinician 1104. This infor-
mation, in turn, is communicated to the smart room service
via a sensor interface (for example, the sensor interface 322
of FIG. 3). The detection of the presence and identity of the
clinician 1104 may be combined with the action of patient
selection at the medication dispensing station 1102 to initiate
the medication-administration process.

The medication-administration process is aborted,
delayed, or cancelled if the patient is not in the clinical care
room at the time the medication-administration process is
initiated. For example, upon initiation of the medication-
administration process, the clinician 1104 may be provided
with a non-obtrusive visual notification that the patient is not
currently in the clinical care room, or present in the clinical
care unit. With this information, the clinician 1104 can
determine if administration of medication should be
delayed. This prevents the clinician 1104 from wasting
valuable time gathering medications, traveling to the
patient’s room and discovering that the patient is not cur-
rently in the room. Alternatively, upon receiving the visual
notification, the clinician 1104 may directly communicate
with the department currently responsible for the patient’s
care and schedule a time that the patient should be returned
to the clinical care room in order to receive medications. The
information that the patient is not in the clinical care room
may be acquired in a variety of ways.

In one aspect, a healthcare facility may have a system
scheduler that tracks the schedule of all patients in the
healthcare facility. For example, if a patient is scheduled for
an X-ray at the same time the input is received indicating
that the clinician 1104 has initiated the medication-admin-
istration process for the patient, the system scheduler auto-
matically sends a notification to the clinician 1104 that the
patient is in the X-ray department. As well, the patient
receiving the medications has a personalized scheduling
module that is managed by a patient interactive station
component (for example, the patient interactive station com-
ponent 314 of FIG. 3). The scheduling module contains
schedule information unique to the patient. Again, upon
receiving an input indicating that the clinician 1104 has
initiated the medication-administration process for the
patient, the scheduling module automatically notifies the
clinician 1104 if the patient is not available because, for
example, the patient has been scheduled for a procedure or
test during that time.

In another aspect, RTLS may determine that the patient is
not in the clinical care room and automatically notify the
clinician 1104. Further, in yet another aspect, a bed in the
patient room may detect that the patient is not in the bed
through the use of, for example, weight sensors. The bed
may communicate this information to a bed interface of a
smart room service (for example, the bed interface 316 of
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the smart room service 302), and a notification may auto-
matically be sent to the clinician 1104 apprising the clinician
1104 of this information.

Once the medication-administration process has been
initiated, a series of events occur which help to not only
minimize disruptions to the clinician 1104 during medica-
tion administration, but also to increase the efficiency of the
medication-administration process. As mentioned above,
clinicians face multiple demands on their time and attention
during their work day. These demands come from other
clinicians, patients, family members and visitors. Visual
indicators are used to help alert these people that the
clinician 1104 is in the midst of the medication-administra-
tion process and should not be interrupted.

Turning now to FIG. 12, an exemplary scene, referenced
generally by the numeral 1200, is depicted illustrating some
examples of visual indicators utilized in the present inven-
tion. Scene 1200 shows a clinician 1204 during the medi-
cation-administration process (the clinician 1204 may be the
same as the clinician 1104 of FIG. 11). Upon receiving an
input indicating that the medication-administration process
has been initiated by the clinician 1204 for a patient in a
clinical care room 1202, room signage 1208 outside the
entrance to the clinical care room may display a message
indicating the medication-administration process is ongoing
for the patient in the clinical care room 1202. In one aspect,
the input may be received by an interactive room link
component of a smart room service (for example, the
interactive room link component 318 of the smart room
service 302). Upon receiving the input, the interactive room
link component may push a message out to the room signage
1208 that the medication-administration process is ongoing.

Another visual indicator is in the form of a badge or
identifier 1206 worn by the clinician 1204. The badge 1206
may, in one aspect, illuminate in such a way as to alert other
people that the clinician 1204 is busy with medication
administration and should not be bothered. Other examples
of use of the badge 1206 to alert other people include
auditory alerts (e.g., an intermittent buzzing or chiming
sound) and messages displayed on the badge 1206. Instead
of a badge or identifier, the visual indicator may be in the
form of smart phone or tablet PC. The smart phone or tablet
PC may be positioned on the clinician 1204 so that it is
visible to people encountering the clinician 1204. Again, the
smart phone or tablet PC may illuminate, display a message,
or provide auditory alerts indicating that the clinician 1204
is busy with medication administration.

Other examples of visual indicators include illumination
of a nurse call dome light outside the entrance of the clinical
care room 1202 as well as signage at a clinician station
associated with the clinical care room 1202. The signage at
the clinician station may provide information as to which
clinician is involved in medication administration as well as
which patient is receiving the medication(s).

Another way to reduce disruptions during the medication-
administration process is to decrease the number of mes-
sages in the form of alerts and notifications received by the
clinician 1204. In one aspect, all critical alerts and notifi-
cations regarding patients other than the patient in the
clinical care room 1202 are routed to a back-up clinician.
For example, a smart room service may determine a clini-
cian available to act as back-up to the clinician 1204.
Back-up clinicians are those clinicians not currently
involved in medication administration and thus are able to
address the critical alerts and notifications received by the
clinician 1204 during medication administration. Further, a
badge worn by the back-up clinician may illuminate to
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remind the back-up clinician not to begin his or her own
medication-administration process until the clinician 1204
has completed the patient’s medication-administration pro-
cess. If a back-up clinician is unavailable, the clinician 1204
may receive a notification that the medication-administra-
tion process should be delayed until a back-up clinician
becomes available.

Yet another way to reduce distuptions to the clinician
1204 during medication administration is to hold in a queue
all lower priority alerts and notifications concerning patients
other than the patient in the clinical care room 1202. For
example, an input indicating that the medication-adminis-
tration process has been initiated may be received by a
communication component of a smart room service (for
example, the communication component 324 of the smart
room service 302 of FIG. 3). Subsequently, the communi-
cation component holds all non-critical alerts and notifica-
tions in a queue for the clinician 1204. At the end of the
medication-administration process, an input is received indi-
cating the medication-administration process is complete. At
this point, the communication component releases all
queued non-critical alerts and notifications to the clinician
1204.

Critical alerts and notifications may be considered alerts
and notifications that directly impact a patient’s care. Some
examples of critical alerts include alerts that a patient is
experiencing cardiopulmonary arrest, alerts that a patient is
experiencing an allergic reaction to a medication, or alerts
that a patient and a medical device that is important for
patient care have become disassociated. Other types of
critical alerts and notifications include tornado alerts, fire
alerts, and the like. Non-critical alerts and notifications
include alerts and notifications that either indirectly impact
patient care or are independent of patient care but have some
relevance to the clinician 1204. Examples of non-critical
alerts and notifications include messages concerning routine
patient care (e.g., patient requests for routine nursing assis-
tance), administrative notifications, notifications regarding
missed pages or telephone calls, and the like.

As mentioned earlier, the goal of efficient medication
administration is to reduce disruptions between the time the
medications are retrieved from a medication dispensing
station and the time they are administered to the patient.
Likewise, another way to reduce disruptions during medi-
cation administration is to provide a static correction to the
clinician 1204 if the clinician 1204 fails to immediately
travel from the medication dispensing station to the clinical
care room 1202 after the medication-administration process
has been initiated. In one aspect, RTLS (for example, the
sensor interface 322 of the smart room service 302 of FIG.
3) can detect the location of the clinician 1204 and make a
determination that the clinician 1204 has traveled to an area
other than the clinical care room 1202. As mentioned earlier,
RTLS makes use of sensors located throughout the health-
care facility. Once it is detected that the clinician 1204 is in
an area other than en route to the clinical care room 1202 or
in the clinical care room 1202, a communication is sent to
the badge 1206 (for example, by a communication compo-
nent such as the communication component 324 of FIG. 3).
The badge 1206 may buzz in response to the received
communication thus alerting the clinician 1204 that the
clinician 1204 needs to proceed to the clinical care room
1202. In another example, the badge 1206 may intermit-
tently flash or ring to correct the clinician 1204.

Yet another way to improve the efficacy and safety of the
medication-administration process is to increase the effi-
ciency of the process. Increasing the efficiency of medica-
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tion administration begins when a clinician removes medi-
cations for a patient from a medication dispensing station.
As mentioned earlier, if it is determined that the patient is
not in the clinical care room, a notification is sent to the
clinician alerting the clinician to this fact, thus saving time
and resources. As well, notifications related to the medica-
tion(s) may be sent to the clinician to improve efliciency.
Several examples will be provided to better illustrate this
aspect of the invention.

In one example, an order for intravenous (IV) adminis-
tration of a certain medication may exist for the patient in the
patient’s electronic medical record (EMR) (for example, the
EMR 304 of FIG. 3). When an input is received indicating
that the clinician 1204 has initiated the medication-admin-
istration process, and it is determined that the patient
requires an 1V infusion, a smart room service may query a
medical device interface (for example, the medical device
interface 320 of FIG. 3) as to the presence and availability
of the necessary medical devices in the clinical care room to
administer the infusion (i.e., the presence and availability of
one or more [V pumps associated with the patient, and the
presence and availability of appropriate connections needed
to administer the infusion). The information gathered from
this query is relayed to the clinician 1204, so that the
clinician 1204 can gather necessary supplies before traveling
to the patient’s room.

In another example, an order for a renally-excreted drug
may exist in the patient’s EMR. When an input is received
indicating the medication-administration process has been
initiated for the patient, a query may be made by, for
example, a smart room service, as to lab results measuring
the patient’s renal function (i.e., the smart room service may
query the EMR or, alternatively, the smart room service may
query a medical device that generated the lab results). If the
lab results indicate the patient’s renal health is compro-
mised, a notification is sent to the clinician 1204, and the
clinician can begin appropriate corrective measures such as
calling the ordering physician, or alerting the hospital’s
pharmacy staff.

Another way to increase the efficiency of the medication-
administration process is to prepare both the clinical care
room and the patient who is to receive the medications.
Some of these features are shown in FIG. 13, referenced
generally by the numeral 1300, which depicts a clinician
1304 and a patient 1306 in a clinical care room. The clinician
1304 may be the same as the clinician 1204 of FIG. 12 or the
clinician 1104 of FIG. 11. In one aspect, upon receiving an
indication that the medication-administration process has
been initiated for the patient 1306, the clinical care room is
prepared by illuminating an area over the patient’s bed by
utilizing an environmental module of a patient interactive
station component (for example, the patient interactive sta-
tion component 314 of FIG. 3). As well, televisions may be
powered off or muted or music volume may be lowered by
utilizing the services of a television module or a music
module of the patient interactive station component. Addi-
tionally, display screens such as a clinician dashboard dis-
play device and a patient interactive station 1308 may be
powered up to a ready position.

In one aspect, the patient interactive station 1308 may
display an alert informing the patient 1306 and the patient’s
visitors that the clinician 1304 will be arriving shortly to
administer the medications. Educational information regard-
ing the medications the patient 1306 will be receiving may
also be displayed on the patient interactive station 1308. If
this is the first time the patient 1306 is receiving the
medication, an informed consent form may be displayed on
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the screen along with informational material regarding the
new medication. This allows the patient 1306 an opportunity
to review the materials before the clinician 1304 arrives in
the clinical care room.

Upon receiving the indication that the medication-admin-
istration process has been initiated, a bed in the clinical care
room may automatically adjust to a position that facilitates
medication administration. This may be done by utilizing a
bed interface such as, for example, the bed interface 316 of
FIG. 3. In one aspect, the position of the bed is dependent
upon an identity of the medication to be administered to the
patient 1306. For example, if the patient 1306 is required to
swallow a pill, the head of the bed may be elevated such that
the patient’s upper body is significantly elevated. But if the
patient 1306 is going to receive an IV infusion over a
substantial period of time, the head of the bed may be
elevated only slightly so that the patient 1306 is comfortable
during the infusion.

In one aspect of the invention, settings for multiple
components within the clinical care room may be tailored
based upon the type of medication the patient 1306 is
receiving. For instance, the patient 1306 may be receiving
chemotherapy for cancer treatment. This is often an emo-
tional experience for patients, and the clinical care room can
be modified to help ease anxiety. The lighting in the room
may be set to a low level, aromatherapy can be initiated by
utilizing an aromatherapy module of the patient interactive
station component, and relaxing music can be played. Addi-
tionally, a scene module of the patient interactive station
component can display a soothing scene on a digital window
or digital ceiling present in the clinical care room.

Certain medical devices other than the patient’s bed may
also be prepared upon receiving the indication that the
medication-administration process has been initiated. For
instance, some medications are delivered via a patient’s
respirator. If an indication is received that a medication is to
be delivered via the respirator, the respirator settings may
automatically adjust (e.g., slowing the rate of respiration, or
increasing the depth of respiration) to facilitate administra-
tion. Additionally, if a patient is scheduled to receive dialysis
and the dialysis machine is present in the clinical care room,
the dialysis machine may automatically adjust (e.g., warm-
ing of the dialysis solution) to facilitate the dialysis process.
In yet another example, upon receiving an indication that a
medication is to be administered via an IV infusion pump,
the 1V infusion pump may automatically turn on, and the
dosage may be automatically entered along with an infusion
rate and a stop time.

Returning to FIG. 13, once the clinician 1304 has arrived
in the clinical care room and has verified that the correct
medication is being delivered to the correct patient 1306
through the use of, for example, bar codes or RFID tags on
the medication, the patient 1306, and the clinician 1304, the
clinician 1304 begins medication administration. The vari-
ous medical devices present in the clinical care room work
together to ensure that the medication-administration pro-
cess 1s efficient and safe. For example, an IV infusion pump
may be in communication with a patient monitoring device
through a medical device interface or a connectivity engine
(for example, the medical device interface 320 and the
connectivity engine 310 of FIG. 3). If the medication being
administered through the IV infusion pump causes a pre-
cipitous drop in heart rate or blood pressure, the patient
monitoring device may communicate this information to the
1V infusion pump, and the IV infusion pump would slow
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administration of the medication. As well, an alert is gen-
erated and sent to the clinician 1304 informing the clinician
1304 of this information.

In another example, the patient 1306 may be receiving a
blood transfusion through an IV infusion pump. The patient
1306 may experience an adverse reaction to the transfusion
manifested by an increased heart rate and sweating. The
patient’s bed detects the sweating through the use of mois-
ture sensors, and a patient monitoring device detects the
increased heart rate. Both pieces of information are relayed
to the TV infusion pump via a medical device interface, and
the transfusion is stopped and the clinician 1304 alerted.

Once the clinician 1304 has completed the medication-
administration process, an input is received indicating the
medication-administration process is complete. The input
may be a manual input by the clinician 1304 utilizing, for
example, a clinician dashboard display device. Or the input
may automatically be received by, for example, an IV
infusion pump or other medical device detecting that the
medication has been completely administered. In one aspect
of the invention, once the input is received indicating that
the medication-administration process is complete, the clini-
cal care room may automatically return to its pre-medication
administration state.

The completion point of the medication-administration
process may vary in different aspects of the invention. For
example, with reference to the clinician 1304, the medica-
tion-administration process is complete when an IV is estab-
lished and the medication infusion has begun; the clinician
1304 may then be available to treat other patients or perform
other tasks. With reference to smart room functions, the
medication-administration process is complete when the
medication is fully infused through an IV. In yet another
aspect, the completion of the medication-administration
process may be dependent upon what type of medication is
being administered to the patient 1306. For example, if the
medication is a pill that needs to be swallowed, medication
administration is complete once the pill is swallowed by the
patient 1306. But if the medication is considered toxic and
requires an IV infusion, medication administration is not
complete until the clinician 1304 has observed and moni-
tored the patient 1306 during the period of time the medi-
cation is infusing and for a period of time after the infusion
is complete.

Turning now to FIG. 14, a flow diagram is depicted
illustrating a method for preparing a clinical care room for
the medication-administration process. The method is ref-
erenced generally by the numeral 1400. At a step 1402, a
first scene is presented having a first group of settings for
components within the clinical care room. The first scene
may be any scene associated with a patient in a clinical care
room. Some examples include a reading scene, a television
watching scene, or a sleeping scene. Each of these exem-
plary scenes is associated with different setting for compo-
nents with the clinical care room. For example, the reading
scene may have the lights fully illuminated, the television
powered off, the music turned low, and the display screens
on standby.

At a step 1404, an input is received indicating that the
medication-administration process has been initiated for the
patient in the clinical care room. The input may be received
subsequent to an interaction between a clinician and a
medication dispensing station containing medications for
the patient. The input may be received by, for example, a
medical device interface, a sensor interface or a connectivity
engine of a smart room service. It may be determined that
the patient is not in the clinical care room at the time the
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input is received by use of RTLS sensors or weight sensors
in the patient’s bed. If it is determined that the patient is not
in the clinical care room, a notification may be sent to the
clinician via a communication component of the smart room
service.

At a step 1406, incident to receiving the input indicating
the medication-administration process has been initiated, a
second scene is provided having a second group of settings
for the components within the clinical care room. In one
aspect, the second scene may be dependent upon the type of
medication to be administered to the patient. Examples of
settings include illuminating the area over the patient’s bed,
bringing display devices to a ready position, adjusting a
position of the patient’s bed, powering off televisions,
muting music, displaying educational materials regarding
the medications, displaying informed consent forms, noti-
fying the patient that the clinician will be arriving shortly,
preparing medical devices that will be utilized during medi-
cation administration, and the like. All of these changes or
modifications to the clinical care room facilitate completion
of the medication-administration process as shown in a step
1408.

Turning to FIG. 15, a flow diagram is depicted illustrating
a method of reducing disruptions to a clinician during the
medication-administration process. At a step 1502, an input
is received indicating that the clinician has initiated the
medication-administration process for a patient in a clinical
care room. In one aspect, the input may be received subse-
quent to an interaction between the clinician and a medica-
tion dispensing station. In another aspect, the input may be
received upon detection by an RTLS sensor that the clinician
is in an area in front of the medication dispensing station.

At a step 1504, and incident to receiving the indication
that the medication-administration process has been initi-
ated, the clinician is prevented from receiving messages
concerning patients and other matters not related to the
patient in the clinical care room. In one aspect, all non-
patient related critical messages in the form of alerts and
notifications are routed to a back-up clinician or to a
clinician station associated with the clinical care room. Still
further, all non-critical alerts and notifications are held in
queue for the clinician until the medication-administration
process is completed.

Ata step 1506, one or more visual indicators are provided
indicating that the medication-administration process has
been initiated. The visual indicators alert other clinicians,
patients, and visitors that the medication-administration
process is ongoing, and the clinician should not be disturbed.
The visual indicators may include room signage outside the
clinical care room that displays an alerting message, a nurse
call dome light outside the patient’s room, signage at the
clinician station associated with the clinical care room, and
a badge worn by the clinician that may illuminate during the
medication-administration process. At a step 1508, the clini-
cal care room is automatically prepared for medication
administration. Such preparation includes adjusting the
lighting, the television, display devices, medical devices, the
patient bed, music, and the like.

The present invention is designed to improve the efficacy
and safety of the medication-administration process by
reducing disruptions to the clinician while the clinician is
actively involved in medication administration. Further,
efficacy is improved by preparing the patient and the clinical
care room upon receiving an indication that the medication-
administration process has been initiated.
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Ambient Sensing of Patient Discomfort

An embodiment of the present invention uses ambient
sensing to detect patient discomfort and to initiate early
intervention strategies designed to minimize the discomfort.
This embodiment may be described throughout the present
specification as a pain management scene or process. For a
number of different reasons (e.g., patient reluctance to
bother clinicians, overburdened clinicians, and lack of
knowledge on the part of the patient regarding pain control),
patient pain is often not detected at a point where it can be
effectively managed.

The pain management process is triggered upon receiving
inputs from ambient sensors located in a clinical care room
that indicate that the patient in the room is experiencing
discomfort or pain. FIG. 16 depicts a pain management
scene 1600, in accordance with an embodiment of the
present invention. FIG. 16 depicts a number of ambient
sensors used to detect patient discomfort. The ambient
sensors may include cameras 1602, audio sensors 1606, vital
signs monitors 1610, and moisture sensors (not shown) and
weights sensors (not shown) incorporated into a patient bed
1608. In one aspect, the cameras 1602 may comprise Web
cameras, digital cameras, depth cameras, and the like. There
may be a single camera 1602 or multiple cameras 1602.
Further, if there are multiple cameras, each camera may be
positioned differently from the other cameras, and each
camera may serve a unique purpose. Any and all such
variations are within the scope of embodiments of the
present invention.

The camera(s) 1602 is used to monitor facial expressions
of a patient 1612 in order to detect discomfort. To effectively
monitor facial expressions, the camera 1602 is positioned on
the ceiling over the bed 1608. The camera 1602 may also be
positioned on the head wall (the wall at the head of the bed)
or at other various locations throughout the room so long as
the camera 1602 has a generally unobstructed view of the
patient’s face.

The camera 1602 may be programmed to monitor a facial
image of the patient 1612 at preset intervals (i.e., every five
minutes, every ten minutes, etc.). Alternatively, the camera
1602 may be triggered to monitor a facial image of the
patient 1612 upon receiving an indication from one of the
other ambient sensors. For instance, the vital signs monitor
1610 may detect that the patient’s heart rate and respiratory
rate have increased compared to the patient’s baseline
values; these may be signs that the patient 1612 is experi-
encing discomfort. This information is communicated to, for
example, a connectivity engine that is part of a smart room
service. The connectivity engine and smart room service
may be the connectivity engine 310 and the smart room
service 302 of FIG. 3. Upon receiving the information, the
connectivity engine triggers the camera 1602 to capture an
image of the patient’s face.

Once an image is captured by the camera 1602, it is
communicated to a sensor interface of the smart room
service such as the sensor interface 322 of FIG. 3. The sensor
interface is configured to apply an algorithm to the image in
order to recognize facial gestures or expressions indicating
discomfort. Once a facial gesture indicating discomfort is
recognized from the image, the sensor interface compares
the facial gesture to a stored image representing the normal
resting face of the patient 1612 in order to gauge the severity
of the discomfort.

The camera 1602 may also be used to monitor a location
and position of the patient 1612 and any movement associ-
ated with the patient 1612. The camera 1602 may also be
used to monitor the location, position, and movement of
other family members or friends present in the clinical care
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room. As such, the camera 1602 is positioned on the ceiling
of the room over the patient’s bed 1608. Other cameras 1602
may be positioned at other locations in the room to monitor
family members and friends located in a family/friend zone
such as the family/friend zone 202 of FIG. 2.

Like above, the camera 1602 may be programmed to
monitor the location, position, and movement of the patient
1612 at preset intervals (i.e., every five minutes, every ten
minutes, etc.). Alternatively, the camera 1602 may be trig-
gered to monitor the location, position, and movement of the
patient 1612 upon receiving an indication from one of the
other ambient sensors. For example, weight sensors in the
patient’s bed 1608 may sense that the patient is no longer in
the bed. This information is communicated to the connec-
tivity engine (via a bed or sensor interface), which, in turn,
triggers some or all of the cameras 1602 to capture images
from different parts of the room in order to localize the
patient 1612. Depth cameras are especially suited for this
type of monitoring. Depth cameras, also known as a range
camera, a 3D camera, a time-of-flight camera, and/or a
RGB-D camera, transmits near-infrared light and measure
its “time-of-flight” after it reflects off objects.

The location, position, and movement data captured by
the camera 1602 is transmitted to the sensor interface which
processes the data to render three-dimensional images. The
camera 1602 is able to distinguish human body parts, joints,
and movements, as well as distinguish one human face from
another. As such, the camera 1602 may be used to determine
whether the patient 1612 is agitated (increased body move-
ments), whether the patient 1612 is in imminent danger of
falling (unsteady gait, positioned near the edge of the bed
with no guard rails up), or whether the patient 1612 has
fallen (patient lying on the floor of the room). Further, the
camera 1602 may be used to distinguish the patient’s
location and movements from other people present in the
room. The camera 1602 may also be used to detect if friends
or family members in the clinical care room appear agitated,
distressed, or hurt (i.e., lying on the floor) and need atten-
tion.

In one aspect, this data is compared to baseline camera
data stored in association with the patient 1612 in order to
determine if the patient’s location, position, or movements
indicate discomfort. For instance, if the patient 1612 is
normally restless, data from the camera 1602 indicating
movement may not be indicative of discomfort. However,
data from the camera 1602 indicating that the patient 1612
is lying on the floor would indicate discomfort or a fall. The
comparison of current data with baseline data is used to
determine the presence and/or severity level of discomfort.

The audio sensors 1606 are used to capture articulations
of the patient 1612 that may indicate discomfort. For
instance, the audio sensors 1606 are configured to capture
coughing, groaning, crying, moaning, and the like but not
normal conversations. This information is received by the
sensor interface. Again, the sensor interface compares the
received data to baseline articulation data stored in associa-
tion with the patient to determine if the patient is experi-
encing discomfort. Further, the sensor interface may deter-
mine a severity level of the discomfort based on the amount
of variance of the current pattern of articulations as com-
pared to the baseline articulation data.

The bed 1608 contains weight and moisture sensors that
aid in detecting patient discomfort. For instance, the mois-
ture sensors may detect increased patient perspiration indi-
cating distress or discomfort. Weight sensors may detect
fluctuations in the patient’s weight over different parts of the
bed 1608. For instance, agitated patients may shift their
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weight frequently across different parts of the bed 1608; the
weight sensors are used to detect this type of movement. The
weight sensors are also used to detect if the patient 1612 is
not currently in the bed 1608 or if the patient’s weight is
distributed along the edge of the bed 1608 indicating that the
patient 1612 is at risk of falling out of the bed.

Information detected by the weight and moisture sensors
is received by, for example, the sensor interface and/or a bed
interface such as the bed interface 316 of FIG. 3. The sensor
and/or bed interface is configured to compare the received
data with baseline patient data stored in, for example, an
electronic medical record (EMR) such as the EMR 304 of
FIG. 3, to determine if the patient 1612 is experiencing
discomfort. The baseline patient data may include baseline
moisture sensing data for the patient 1612, as well as
baseline weight fluctuation patterns for the patient 1612.
Based on this comparison, the sensor and/or bed interface
determines a severity level of the discomfort.

Additionally, the EMR contains clinical care plans for the
patient 1612. The clinical care plans can be accessed to
determine if there is any movement restrictions associated
with the patient 1612. For instance, a clinical care plan may
indicate that the patient 1612 is at risk of falls due to
confusion. Therefore, if weight sensor data indicates that the
patient’s weight is distributed within a certain proximity of
the edge of the bed 1608, or if depth camera data indicates
that the patient 1612 is positioned near the edge of the bed
1608, certain actions may be automatically initiated such as
raising guard rails if they are not currently raised and
notifying clinicians.

The vital signs monitor 1610 is used to monitor the
patient’s vital signs for indications of discomfort. When a
patient is experiencing pain, the patient’s heart rate and
respiratory rate often become elevated. This information is
received by, for example, the sensor interface and/or a
medical device interface, such as the medical device inter-
face 320 of FIG. 3. The sensor and/or medical device
interface is configured to compare the received vital signs
data to baseline vital signs data in the patient’s EMR to
determine if the patient 1612 may be experiencing discom-
fort. Further, the sensor and/or medical device interface is
further configured to determine a severity level of the
discomfort based on the amount of variance between the
received vital signs data and the baseline vital signs data.

Ambient sensors may also include a real-time-location
system (RTLS) (not shown in FIG. 16). As outlined above,
RTLS utilizes sensors to detect radio-frequency identifica-
tion (RFID) tags worn by patients and clinicians in order to
determine a location and identity of the patient and/or
clinician. In one aspect, RTLS is able to triangulate the
sensors to determine if the patient 1612 is located on the
floor of the room.

As discussed, the various ambient sensors monitor the
patient and the clinical care room. Inputs from the ambient
sensors are compared to predetermined thresholds in order
to determine if the patient is experiencing discomfort. In one
aspect, the predetermined thresholds are derived from data
from the general population as a whole, or, in another aspect,
the predetermined thresholds are derived from baseline
values stored in association with the patient (i.e., stored in
the patient’s EMR). A severity level for each input is
determined based on the amount of variance between the
received input and the threshold value. In turn, a combined
severity level of the discomfort is determined by aggregating
individual severity levels associated with each of the inputs.

In one aspect of the invention, a patient is determined to
be experiencing discomfort if only one input from the
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ambient sensors exceeds a respective predetermined thresh-
old. In another aspect, patient discomfort is based on a
combination of inputs exceeding respective thresholds. In
still another aspect, a determination of patient discomfort is
based on all of the inputs exceeding respective thresholds. In
yet another aspect, a determination of patient discomfort
may be based on a single or combined severity level that
exceeds a given threshold. Any and all such variations are
within the scope of embodiments of the current invention.

Once it is determined that the patient is experiencing
discomfort or pain, various actions are automatically initi-
ated by the smart room service. A communication compo-
nent of the smart room service (such as the communication
component 324 of FIG. 3) communicates a message indi-
cating the patient’s discomfort to a message queue associ-
ated with a clinician. Depending on the combined severity
level, the message is placed higher in the message queue so
as to be delivered to the clinician sooner. The message may
include the combined severity level to better guide the
clinician’s decision as to how urgently the situation needs to
be addressed. A message indicating the patient’s discomfort
may also be displayed on a digital room sign located outside
the entrance to the clinical care room. For instance, the
sensor interface communicates data indicating patient dis-
comfort to an interactive room link component of the smart
room service, such as the interactive room link component
318 of FIG. 3. In turn, the interactive room link component
displays a message on the digital room sign. Further, the
communication component may automatically establish a
communication portal between the patient’s room and a
clinician and/or a clinician work center allowing two-way
communication between the patient and clinicians.

FIG. 17 depicts an exemplary scene 1700 illustrating
various notifications and alerts indicating that the patient is
experiencing discomfort. A clinician 1704 receives a noti-
fication via a mobile device or pager 1706. The notification
may include patient identifying information, a room number,
a message indicating that the patient is experiencing dis-
comfort, and/or a severity level associated with the discom-
fort. Additionally, depending on the severity level associated
with the discomfort, a badge 1708 worn by the clinician may
begin flashing, buzzing, vibrating, and the like to indicate
that the clinician 1704 should proceed immediately to the
room. Various aspects of the badge were discussed above
with respect to reducing disruptions during medication
administration.

Other actions designed to minimize patient discomfort are
also automatically initiated upon determining that the patient
is experiencing discomfort. These include different therapies
that have been pre-selected by the patient. Upon being
admitted to a healthcare facility, the patient may have
selected various pain management protocols or therapies
using, for example, a patient interactive station. These
therapies may include aromatherapy where various patient-
selected plant oils and other aromatic compounds are auto-
matically dispersed in the room. The trigger for dispersion
comes from a patient interactive station component of the
smart room service, such as the patient interactive station
component 314 of FIG. 3, upon receiving an indication via,
for example, the sensor interface that the patient is experi-
encing discomfort.

Other therapies initiated by the patient interactive station
component may include audio therapy and/or visual therapy.
Audio therapy includes the automatic playing of pre-se-
lected sounds such as white noise, thunderstorms, rain,
waves, and the like, or the automatic playing of pre-selected
music. Visual therapy includes the displaying of pre-selected
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scenes on a digital ceiling or digital window associated with
the room. Additionally, images may be displayed on a
television module and overhead lights may be dimmed or
turned off.

Further, a camera may have captured data indicating that
a family member who has been trained by the hospital staff
in relaxation therapies is present with the patient. Using the
communication portal discussed earlier, a clinician may
instruct the family member to initiate the relaxation thera-
pies with the patient (breathing exercises, biofeedback
coaching, stretching exercises, and the like).

FIG. 18 depicts an exemplary scene 1800 illustrating
various therapies initiated upon a determination that the
patient is experiencing discomfort. The scene 1800 depicts
a digital ceiling 1810 displaying a pre-selected cloud scene
while a digital window 1812 displays a pre-selected beach
scene. The overhead light in the room has been turned off,
and speakers 1814 are playing pre-selected music. All of
these measures are designed to comfort the patient and to
minimize pain that the patient is feeling.

Additionally, medical devices such as a patient-con-
trolled-analgesia (PCA) pump may be automatically pre-
programmed to administer pain relief. PCA pumps enable
patients to self-administer pain relief when needed. These
systems are effective when the patient understands how the
system works and has the physical strength and dexterity to
press the button that delivers the analgesic. However, in
those situations when patients lack these requisite capacities,
PCA pumps are not effectively utilized. The present inven-
tion aids in the effective utilization of these devices.

In one aspect, the technology supplier, the PCA pump
manufacturer, the governing body of the healthcare facility,
and/or certain state or federal regulations may require that
verification and authorization be received from a clinician
prior to the automatic administration of pain relief. In
another aspect, the technology supplier, the PCA pump
manufacturer, the governing body of the healthcare facility,
and/or certain state or federal regulations may authorize the
automatic administration of pain relief without clinician
verification and authorization as long as procedures are in
place to protect the safety of the patient. Some examples of
procedures to ensure patient safety include sending a noti-
fication to a clinician after pain relief is administered,
frequent monitoring of the patient by a clinician after pain
relief has been administered, and automatically program-
ming vital signs monitors to capture vital signs of the patient
more frequently than usual.

With regard to the automatic administration of pain relief,
after a determination is made that the patient is experiencing
discomfort and the combined severity level exceeds a given
threshold, the medical device interface determines that cur-
rent vital signs associated with the patient fall within pre-set
parameters. For example, it may be determined that the
patient’s heart rate, oxygen saturation, and respiratory rate
are above a certain minimum threshold; the certain mini-
mum threshold may have been preset by a clinician. The
patient’s EMR is accessed to determine that a predetermined
time period has passed since pain relief was last adminis-
tered, identify what dosage of pain relief was last adminis-
tered, and determine if appropriate safety measures are in
place. Based on these determinations an appropriate dosage
of analgesic is automatically administered to the patient by
the PCA pump. Once the dosage of analgesic is adminis-
tered, the patient is monitored as outlined above to ensure
patient safety.

Settings of other medical devices may also be adjusted to
diminish patient discomfort. For instance, a patient is receiv-
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ing an infusion, and the patient begins to experience a
negative reaction to the infusion. This may be manifested by
alterations in the patient’s normal heart rate and respirations,
sweating, agitation, and facial expressions indicating dis-
comfort or anxiety. Using the ambient sensors discussed
above, it is determined that the patient is experiencing a
negative reaction to the infusion, and the system automati-
cally terminates the infusion and notifies the caregiver.

Turning now to FIG. 19, a flow diagram is depicted
illustrating a method 1900 of minimizing patient discomfort.
At a step 1902, one or more inputs are received from
ambient sensors located throughout a clinical care room. The
inputs are received by various interfaces that are part of a
smart room service such as the smart room service 302 of
FIG. 3. The interfaces may include, for example, a sensor
interface, a bed interface, and a medical device interface.

The ambient sensors may include a camera for monitoring
facial expressions indicating discomfort. In one embodi-
ment, the camera is a web camera. In another embodiment,
the camera is a depth camera. In addition to monitoring
facial expressions, depth cameras may monitor the location,
position, identity, and movement of people in the clinical
care room. Audio sensors are used to monitor patient articu-
lations that indicate discomfort, and vital signs monitors
detect alterations in heart rate and respiratory rate that may
indicate discomfort. Moisture sensors and weight sensors
incorporated into the patient’s bed are used to detect
increased perspiration and movement patterns that may
indicate discomfort. Additionally, a RTLS system may be
used to triangulate a location of the patient (i.e., identify
whether the patient has fallen and is lying on the floor).

At a step 1904, a determination is made whether the
inputs from the ambient sensors exceed predetermined or
preset thresholds. This determination may be made by the
bed interface, the sensor interface, and/or the medical device
interface. In one aspect, the threshold values are derived
using data from the general population as a whole, or, in
another aspect, the predetermined thresholds are derived
from baseline values stored in association with the patient’s
electronic medical record. Further, the thresholds may be set
by a clinician. A determination that the patient is experienc-
ing discomfort may be based on one input, a combination of
inputs, or all the inputs exceeding respective predetermined
thresholds. If an input exceeds a predetermined threshold,
the bed interface, the sensor interface, and/or the medical
device interface are further configured to determine a sever-
ity level of discomfort based on the degree of variance
between the received input and the threshold—the higher the
degree of variance, the greater the severity level.

If, at step 1904, it is determined that the inputs do not
exceed the respective predetermined thresholds, the method
1900 reverts back to step 1902, and the patient continues to
be monitored by the ambient sensors. However, if it is
determined at step 1904 that one, a combination, or all of the
inputs exceed the respective predetermined thresholds, then,
at a step 1906, clinicians are notified that the patient is
experiencing discomfort.

Clinicians may receive notifications from pagers, mobile
devices, and/or badges worn by the clinicians. The notifi-
cations are made by a communication component of the
smart room service. The notification is placed in a message
queue and is placed higher in the queue based on the severity
level of the discomfort. The notification provides informa-
tion such as the name of the patient, a room number, and a
severity level of the discomfort. Notifications may also be
sent to a clinician work center. Further, a communication
portal between the clinicians and the patient may automati-
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cally be initiated. Notifications may also be sent to the
patient’s family members if it is determined that the family
members are present in the hospital but are currently not
located in the patient’s room. Further, a message may be
displayed on a digital room sign located outside of the
clinical care room notifying clinicians, family members, and
the friends that the patient is experiencing discomfort and
needs assistance.

At a step 1908, settings of components in the clinical care
room are automatically adjusted to assist in diminishing the
patient’s discomfort. For instance, aromatherapy may be
initiated as well as audio and visual relaxation therapies. The
therapies are pre-selected by the patient upon admission to
the healthcare facility utilizing a patient interactive station.
Medical device settings may also be adjusted to help alle-
viate patient discomfort. For instance, a PCA pump may
automatically administer pain relief after authorization and
verification is received from a clinician. Alternatively, pain
relief may be administered without authorization and veri-
fication from a clinician as long as appropriate patient safety
measures are in place (frequent monitoring by a clinician,
frequent vital signs monitoring, etc.) and other preset param-
eters are met. The preset parameters may include patient
vital signs within a specified range, dosing intervals, and
dosage amounts. The technology supplier, device manufac-
turer, healthcare facility, and/or state or federal regulations
may govern whether pain relief is administered with or
without clinician verification and authorization and what
measures are needed to ensure patient safety.

Turning now to FIG. 20, FIG. 20 depicts another exem-
plary method 2000 of managing patient pain. At a step 2002,
a first scene is presented in a clinical care room. The first
scene is associated with a first group of settings for com-
ponents within one or more zones of the clinical care room.
The zones include a patient zone, a family/friend zone, and
a caregiver zone as shown in FIG. 2. The first scene may be
any of the scenes described above—a sleep scene, a relax-
ation scene, a medication administration scene, and the like.

At a step 2004, inputs are received from ambient sensors
located throughout the clinical care room. At a step 2006, a
determination is made that the received inputs exceed
respective predetermined thresholds. Based on this, a deter-
mination is made that the patient is experiencing pain or
discomfort. To facilitate management of the patient’s pain,
at a step 2008, a second scene is provided. The second scene
has a second group of setting for the components in the
clinical care room. As discussed above, the second scene
may include aromatherapy, visual relaxation therapy, audio
relaxation therapy, attention from clinicians and family
members, and/or automatic administration of pain relief
(with appropriate safety measures in place). After receiving
an indication from the patient, family member, friend, or
clinician that the patient’s pain is under control, the first
scene in the clinical care room is automatically provided.

The present invention is designed to detect patient dis-
comfort at an early stage using ambient sensors in a clinical
care room. Various intervention strategies are automatically
initiated upon determining that the patient is experiencing
discomfort; these strategies are designed to diminish or
alleviate the patient’s discomfort.

Management of Patient Fall Risk

An embodiment of the present invention uses fall risk
sensors to detect potential or actual patient falls and to
initiate intervention strategies designed to reduce the risk of
falls and/or to minimize the effect of falls. This embodiment
may be described throughout the present specification as a
fall risk management scene or process.
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The fall risk management scene is triggered upon receiv-
ing inputs from fall risk sensors located in a clinical care
room that indicate that the patient is currently at risk for
falling. FIG. 21 depicts a fall risk management scene 2100,
in accordance with an embodiment of the present invention.
FIG. 21 depicts a number of fall risk sensors used to detect
potential fall risk scenarios. The fall risk sensors include a
camera 2104, weight sensors 2120 and guard rail sensors
2118 associated with the patient’s bed 2108, and an real-
time-location-system (RTLS) that includes one or more
sensors 2122 and an radio-frequency identification (RFID)
tag 2124 worn by the patient 2112.

In one aspect, the camera 2104 may comprise a Web
camera, a digital camera, a depth camera, and the like. There
may be a single camera 2104 or multiple cameras 2104.
Further, if there are multiple cameras, each camera may be
positioned differently from the other cameras, and each
camera may serve a unique purpose. Any and all such
variations, or any combination thereof, are within the scope
of embodiments of the present invention.

The camera 2104 may be used to monitor a location and
position of the patient 2112 and any movement associated
with the patient 2112. As such, the camera 2104 may be
positioned on the ceiling of the room over the patient’s bed
2108. Other cameras 2104 may be positioned at other
locations in the room to monitor family members and friends
located in a family/friend zone such as the family/friend
zone 202 of FIG. 2.

The camera 2104 may be programmed to monitor the
location, position, and movement of the patient 2112 upon
determining that the patient 2112 has been classified or
flagged as being a fall risk. Some exemplary patient groups
that are classified as being at risk for falls include those
patients with balance disorders, dementia, orthopedic prob-
lems, advanced age, frailty, and the like. The classification
of a patient as being a fall risk often occurs at the time the
patient is admitted to the healthcare facility but may be made
any time during the patient’s hospital stay. The classification
of a patient as a fall risk is stored in association with the
patient’s electronic medical record (EMR).

Upon determining that the patient 2112 is classified as
being a fall risk, the camera 2104 may be programmed to
capture images of the patient 2112 at preset intervals (i.e.,
every five minutes, every ten minutes, etc.). Alternatively,
the camera 2104 may be triggered to monitor the location,
position, and movement of the patient 2112 upon receiving
an indication from one of the other fall risk sensors. For
example, the weight sensors 2120 associated with the
patient’s bed 2108 may sense that the patient is no longer in
the bed or that the patient’s weight has shifted close to the
edge of the bed 2108. Additionally, the guard rail sensors
2118 may determine that one or both of the bed’s guard rails
2114 are in a lowered position. This information is commu-
nicated to a connectivity engine (via a bed or sensor inter-
face), which, in turn, triggers some or all of the cameras
2104 to capture images from different parts of the room in
order to localize the patient 2112. Depth cameras are espe-
cially suited for this type of monitoring. Depth cameras, also
known as a range camera, a 3D camera, a time-of-flight
camera, and/or a RGB-D camera, transmit near-infrared
light and measure its “time-of-flight” after it reflects off
objects.

The location, position, and movement data captured by
the camera 2104 is transmitted to the sensor interface, which
processes the data to render three-dimensional images. The
camera 2104 is able to distinguish human body parts, joints,
and movements. As such, the camera 2104 may be used to
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determine whether the patient 2112 is agitated (increased
body movements), whether the patient 2112 is in imminent
danger of falling (unsteady gait, positioned near the edge of
the bed with no guard rails up), or whether the patient 2112
has fallen (patient lying on the floor of the room). Further,
the camera 2104 may be used to distinguish the patient’s
location and movements from other people present in the
room.

As mentioned, the fall risk sensors also include the weight
sensors 2120 and the guard rail sensors 2118 associated with
the patient’s bed 2108. The weight sensors 2120 detect
fluctuations in the patient’s weight over different parts of the
bed 2108. The weight sensors 2120 may, for example, detect
that the patient 2112 is absent from the bed 2108 or that the
patient’s weight is distributed close to the edge of the bed
2108. The guard rail sensors 2118 detect whether one or both
of the guard rails 2114 are in an up position, a down position,
or an intermediate position.

Fall risk sensors may further comprise the RTLS that
includes the sensor 2122 and the RFID tag 2124 worn by the
patient 2112. Although only one sensor 2122 is shown,
multiple sensors may be located throughout the clinical care
room. As outlined above, RTLS utilizes the sensors 2122 to
detect the RFID tag 2124 worn by the patient 2112 in order
to determine a location and identity of the patient 2112. In
one aspect, the sensors 2122 triangulate the RFID tag 2124
to determine if the patient 2112 is located on the floor of the
room or is in danger of falling off the bed.

Inputs from the fall risk sensors that may indicate that the
patient 2112 is at risk for falling or has fallen include the
patient’s weight being disproportionately positioned
towards the edge of the bed 2108 or the absence of the
patient 2112 from the bed 2108, one or both of the guard
rails 2114 being in a down position, camera images indi-
cating that the patient 2112 is attempting to leave the bed or
has fallen, RTLS information indicating that the patient 2112
is not in the bed 2108 or is located on the floor of the room,
and the like. Any and all such variations, and any combi-
nation thereof, are contemplated as being within the scope of
the invention.

The clinical care room may also include a display device
2102. The display device 2102, in one aspect, may include
a television located within viewing distance of the patient
2112. The display device 2102 may also include a monitor
associated with the bed 2108, a patient interactive station, a
tablet PC, and/or a smart phone associated with the patient
2112. The clinical care room may further include one or
more lights 2110 which may be automatically adjusted upon
determining that the patient 2112 is currently at risk for a
fall.

Once it is determined, based on inputs received from the
fall risk sensors that the patient is currently at risk for falling
or has fallen, various actions are automatically initiated by
the smart room service. A communication component of the
smart room service (such as the communication component
324 of FIG. 3) communicates a message indicating the
patient’s fall risk to a message queue of a device associated
with a clinician; the device may include a smart phone, a
tablet, a personal computer, and the like. The fall risk
message may be classified as a critical alert and be moved
up in the message priority queue. A message indicating the
patient’s fall risk may also be displayed on a digital room
sign located outside the entrance to the clinical care room.
For instance, the sensor interface communicates data indi-
cating the patient’s current fall risk to an interactive room
link component of the smart room service, such as the
interactive room link component 318 of FIG. 3. In turn, the
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interactive room link component displays a message on the
digital room sign. Further, the communication component
may automatically establish a communication portal
between the patient’s room and a clinician and/or a clinician
work center allowing two-way communication between the
patient 2112 and clinicians.

FIG. 23 depicts an exemplary scene 2300 illustrating
various notifications and alerts indicating that the patient is
currently at risk for a fall. A clinician 2302 receives a
notification via a device 2304. The notification may include
patient identifying information, a room number, and a mes-
sage indicating that the patient is currently at risk for a fall.
A digital room sign 2306 displays a message indicating that
the patient is currently at risk for a fall.

Other actions designed to decrease or manage the
patient’s current fall risk are also automatically initiated
upon determining that the patient is at risk for a fall or has
fallen. These include adjusting the lighting in the clinical
care room (e.g., such as the light 2110 of FIG. 21) to
facilitate management of the fall risk. For example, if the
room is dark, the lighting may be adjusted to illuminate the
room. This helps not only the patient but also those clini-
clans coming to assist the patient. A message may be
presented on a display device such as the display device
2102 of FIG. 21. The message may include both visual and
auditory components. For instance, a message may be
displayed informing the patient that a clinician will be
arriving shortly to assist the patient and for the patient to stay
in bed or to stay still. The displayed message may be
accompanied by an auditory soundtrack that details the same
or similar information. Guard rails may be automatically
raised upon determining that the patient is not obstructing
the guard rails. Any and all such aspects, and any combi-
nation thereof, are contemplated as being within the scope of
the invention.

FIG. 22 depicts a fall risk management scene 2200 where
one or more actions have automatically been initiated upon
determining that patient 2112 is currently at risk for a fall.
The fall risk management scene 2200 represents the fall risk
management scene 2100 at a later point in time. As such, like
numbering is used for like elements between FIG. 21 and
FIG. 22. The fall risk management scene 2200 includes the
display device 2102 that is presenting a message informing
the patient to stay in bed or to stay still, and that help will
be arriving shortly. In one aspect, if the display device 2102
is powered off, the display device 2102 is automatically
powered on and the message is presented. In another aspect,
if the display device 2102 is currently presenting content, the
message may appear as a pop-up or overlay on the existing
content.

The fall risk management scene 2200 further indicates
that that the light 2110 is fully illuminated to assist the
patient 2112 and any clinicians in their actions. A clinician
2216 has arrived after being notified that the patient 2112 is
experiencing a fall risk and is properly positioning the
patient 2112 on the bed 2108. The guard rails 2114 have
been raised either automatically upon determining that the
patient is currently at risk for falling and is not obstructing
the guard rails 2114, or manually by the clinician 2216.

Once the patient’s fall risk has been successfully managed
by, for example, repositioning the patient 2112 on the bed
2108 and placing the guard rails 2114 in the proper position,
the clinician 2216 may manually indicate such success by
interacting with, for example, a clinician-dashboard display
device. Upon receiving the indication of a successful inter-
vention, the smart room service may readjust the room
settings such as illumination, televisions settings, and the
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like to approximate the settings present before the fall risk
management scene was initiated. This would not include
lowering the guard rails 2114.

Turning now to FIG. 24, a flow diagram is depicted
illustrating a method 2400 of managing a patient’s fall risk.
At a step 2402, it is determined that the patient has previ-
ously been classified or flagged as a fall risk. Classifying a
patient as a fall risk may be manually performed by a
clinician upon admission of the patient to the healthcare
facility or during the patient’s stay at the healthcare facility.
Tt also may be done automatically by, for example, a patient
management system that utilizes information from the
patient’s EMR in combination with standardized guidelines
to determine if the patient should be classified as a fall risk.
Information concerning the classification of the patient as a
fall risk is stored in association with the patient’s EMR.
Thus, to determine if the patient has previously been clas-
sified as a fall risk, the patient’s EMR is accessed and an
indication that the patient has been classified as a fall risk is
identified. The classification of the patient as being a fall risk
may automatically initiate monitoring the patient using, for
example, fall risk sensors.

At a step 2404, inputs are automatically received from fall
risk sensors located in a clinical care room. The inputs are
received by various interfaces that are part of a smart room
service such as the smart room service 302 of FIG. 3. The
interfaces may include, for example, a sensor interface, a
bed interface, and a medical device interface.

The fall risk sensors may include weight and guard rail
sensors associated with the patient’s bed (e.g., the weight
sensors 2120 and the guard rails sensors 2118 of FIGS. 21
and 22), patient location information from a real-time-
location-service (e.g., the sensor 2122 and the RFID tag
2124 of FIG. 21), and location information provided by a
depth camera such as the depth camera 2104 of FIG. 21. As
mentioned above, the depth camera is used to monitor the
location, movement, and/or position of the patient upon
determining that the patient has been classified as a fall risk.
The depth camera may capture patient images at preset
intervals or upon receiving an indication from one or more
of the other fall risk sensors that the patient is at risk for
falling.

At a step 2406, using inputs received from the fall risk
sensors, it is determined that the patient is currently at risk
for falling. Some exemplary inputs that indicate that the
patient is at risk for falling include inputs from weight
sensors indicating that the patient’s weight is concentrated at
the edge of the bed or is distributed in one location at the
edge of the bed (e.g., the patient is attempting to sit at the
edge of the bed), inputs from guard rail sensors indicating
that one or both of the guard rails are in a lowered positions,
inputs from a depth camera indicating that the patient’s
location and/or position is near the edge of the bed or is on
the floor, inputs from an RTLS system indicating that the
patient is located on the floor, and the like.

At a step 2408, one or more alerts are automatically
initiated. The alerts may comprise critical alerts that are
automatically communicated to devices associated with
members of the patient’s care team (e.g., the patient’s
primary and secondary caregivers, the charge nurse, and the
like). The alerts may include patient identifying information,
room location, and a message indicating that the patient is
currently at risk for falling or has fallen. The alerts may also
comprise a notification that is displayed on a digital room
sign located outside the entrance to the patient’s room. The
notification may comprise a message that the patient is
currently at risk for a fall and that assistance is needed.
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At a step 2410, settings for component in the clinical care
room are adjusted so that the patient’s fall risk is decreased.
For example, room illumination may be increased, guard
rails may be automatically raised, and a message may be
displayed on a patient display device. The message may
indicate that help will be arriving shortly and that the patient
should remain in bed or remain where they are located. In
one aspect, a communication portal may be initiated
between the patient’s room and a clinician or clinician work
center. The communication portal allows the clinician to
communicate with the patient while help is in route to the
patient’s room.

In one aspect, the alerts and/or actions are not initiated
until it is determined that a clinician is not already located
in the patient’s room. For instance, a clinician may be
assisting the patient out of the bed. In such a situation, a fall
risk management scene would not be initiated even though
fall risk sensors may be activated. A clinician’s presence in
the patient’s room may be determined by using, for example,
an RTLS system as explained above.

Turning now to FIG. 25, a flow diagram is depicted of an
exemplary method 2500 for transitioning a clinical care
room from a first scene to a second scene in order to
facilitate management of a patient’s fall risk. At a step 2502,
a first scene is presented in a clinical care room. The first
scene is associated with a first group of settings for com-
ponents within one or more zones of the clinical care room.
The zones include a patient zone, a family/friend zone, and
a caregiver zone as shown in FI1G. 2. Components within the
zones may include a patient interactive station component,
an interactive room link component, a connectivity engine,
a sensor interface, a communication component, a bed
interface, a medical device interface, and the like. These
components were discussed above with respect to FIG. 2.
The first scene may be any of the scenes described above—a
sleep scene, a relaxation scene, a medication administration
scene, an ambient sensing of patient discomfort scene, and
the like.

At a step 2504, it is determined that the patient has
previously been classified as a fall risk. This information
may be stored in association with the patient’s EMR such as
the EMR 304 of FIG. 3. At a step 2506, inputs are auto-
matically received from fall risk sensors located throughout
the clinical care room. As mentioned, fall risk sensors
include location sensors such as depth cameras, weight
sensors and guard rail sensors associated with a patient bed,
RTLS sensors, and the like. At a step 2508, based on the
inputs from the fall risk sensors, it is determined that the
patient is currently at risk for falling.

At a step 2510, to facilitate the management of the
patient’s fall risk, a second scene is provided in the clinical
care room. The second scene is associated with a second
group of settings for the components within the zones of the
clinical care room. The second group of settings may be
different from the first group of settings. As well, the second
group of settings is optimized to facilitate management of
the patient’s fall risk. The second group of settings may
include, for example, displaying a message indicating that
the patient is currently at risk for a fall on a digital room sign
located outside the entrance to the patient’s room, adjusting
lights in the clinical care room to facilitate management of
the fall risk, automatically raising guard rails on the patient’s
bed, alerting members of the patient’s care team that the
patient is currently at risk for falling, and presenting a
message on a patient display device informing the patient to
stay in bed or to stay still and that help will be arriving
shortly.
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FIG. 26 depicts a flow diagram of an exemplary method
2600 for managing fall risk for a patient in a clinical care
room. At a step 2602, the patient’s EMR is accessed, and it
is determined that the patient has been classified as a fall
risk. At a step 2604, inputs are received from fall risk sensors
in the clinical care room. The sensors include at least weight
and guard rails sensors associated with the patient’s bed, and
location sensors such as depth cameras.

At a step 2606, based on the inputs received from the fall
risk sensors, it is determined that the patient is currently at
risk for falling, and, at a step 2608 it is determined that a
clinician is not present in the clinical care room. An RTLS
system may be used to determine that a clinician is not
present in the clinical care room. At a step 2610, clinicians
are notified that the patient is currently at risk for falling.
Notification may occur through pushing an alert to devices
associated with members of the patient’s care team. In one
aspect, the alert may be a critical alert that supersedes
existing patient alerts. At a step 2612, a message is com-
municated to the patient via, for example, a display device
in the clinical care room. The display device may include a
television, a patient interactive station, a smart phone, a
tablet PC, and the like. The message may inform the patient
that help is on the way and to remain still.

The present invention is designed to facilitate the man-
agement of a patient’s fall risk by utilizing fall risk sensors
in the clinical care room. The fall risk sensors monitor the
patient and automatically initiate intervention strategies
upon detection that the patient is currently at risk for falling.
The intervention strategies are designed to reduce or elimi-
nate the fall risk.

The present invention has been described in relation to
particular embodiments, which are intended in all respects to
be illustrative rather than restrictive. Further, the present
invention is not limited to these embodiments, but variations
and modifications may be made without departing from the
scope of the present invention.

The invention claimed is:

1. One or more non-transitory computer-readable media
having embodied thereon computer-executable instructions
that, when executed by a computing device, cause the
computing device to perform a method for minimizing a
patient’s discomfort, the method comprising:

receiving vital signs data from one or more vital signs

monitors associated with the patient;

upon receiving an indicator of potential patient discomfort

from the vital signs data, automatically receiving one or
more inputs from ambient sensors in a clinical care
room, the ambient sensors comprising at least a camera
positioned to record an image of the patient’s facial
expression, the one or more inputs comprising at least
a first image of the patient’s facial expression captured
by the camera;

determining that the patient is experiencing discomfort by

analyzing the first image of the patient’s facial expres-
sion; and

based on determining that the patient is experiencing

discomfort, automatically and without human interven-
tion adjusting settings for components within the clini-
cal care room such that the patient’s discomfort is
diminished.

2. The media of claim 1, wherein the camera is positioned
on the ceiling of the clinical care room over the patient’s
bed.

3. The media of claim 1, wherein the camera is positioned
on a wall at the head of the patient’s bed.
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4. The media of claim 1, wherein the camera is pro-
grammed to record an image of the patient’s facial expres-
sion at preset intervals upon receiving the indicator of
potential patient discomfort from the vital signs data.
5. The media of claim 4, wherein the preset intervals
comprise at least one of every five minutes or every ten
minutes.
6. The media of claim 1, wherein the indicator of patient
discomfort is received incident to the one or more the vital
signs monitors detecting that the patient’s heart rate and
respiratory rate are elevated.
7. The media of claim 1, further comprising determining
a severity level of the patient’s discomfort based on the
analyzing of the first image of the patient’s facial expression.
8. The media of claim 1, wherein the ambient sensors
further comprise one or more of a depth camera, an audio
sensor, a vital signs monitor, a weight sensor, or a moisture
sensor.
9. The media of claim 1, further comprising based on
determining that the patient is experiencing discomfort,
automatically and without human intervention notifying one
or more clinicians that the patient is experiencing discom-
fort.
10. The media of claim 1, wherein automatically and
without human intervention adjusting the settings for the
components within the clinical care room comprises at least
one of: 1) initiating aromatherapy; 2) initiating audio
therapy; or 3) initiating visual therapy.
11. The media of claim 10, wherein the at least one of
aromatherapy, the audio therapy, or the visual therapy are
pre-selected by the patient.
12. A computerized method carried out by at least one
server having at least one processor for automatically and
without human intervention transitioning a patient’s clinical
care room from a first scene to a second scene in order to
facilitate patient pain management, the method comprising:
presenting the first scene in the clinical care room, the
clinical care room having one or more zones compris-
ing a clinician zone, a patient zone, and a family zone,
and the first scene being associated with a first group of
settings for components within at least the patient zone;

receiving vital signs data from one or more vital signs
monitors associated with the patient;

upon receiving an indicator of potential patient discomfort

from the vital signs data, automatically receiving one or
more inputs from a camera located in the clinical care
room, the one or more inputs comprising at least an
image of the patient’s face;

determining, using the at least one processor, that the

patient is experiencing pain based on the image of the
patient’s face; and

based on determining that the patient is experiencing pain,

automatically and without human intervention transi-
tioning to the second scene in the patient zone to
facilitate management of the patient’s pain, wherein
transitioning to the second scene in the patient zone
comprises implementing a second group of settings for
the components in the at least the patient zone.

13. The computerized method of claim 12, wherein the
second group of settings comprises at least one of?
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adjusting one or more lights in the clinical care room to
facilitate management of the patient’s pain,

displaying on a digital room sign located outside the
clinical care room’s entrance an indication that the
patient is experiencing pain,

initiating play of pre-selected music selections,

displaying a pre-selected scene on at least one of a digital

window or a digital ceiling, or

establishing a communication path between the patient

and a clinician associated with the patient.

14. The computerized method of claim 12, further com-
prising:

receiving an indication from the patient that pain man-

agement was successful; and

incident to receiving the indication from the patient that

the pain management was successful, automatically
providing the first scene in the clinical care room.

15. One or more non-transitory computer-readable media
having computer-executable instructions embodied thereon
that, when executed by a computing device, cause the
computing device to perform a method of monitoring a
patient in a clinical care room to detect patient discomfort,
the method comprising:

receiving vital signs data from one or more vital signs

monitors associated with the patient;
upon receiving an indicator of potential patient discomfort
from the vital signs data, automatically capturing a
facial image of the patient using a camera;

determining that the facial image indicates that the patient
is experiencing discomfort;

accessing an image of the patient’s normal resting face

stored in association with the patient’s electronic medi-
cal record (EMR);

determining a severity level of the patient’s discomfort by

comparing the facial image to the image of the patient’s
normal resting face; and

when the severity level of the patient’s discomfort is

above a predefined threshold, automatically and with-
out human intervention, adjusting settings for compo-
nents within the clinical care room such that the
patient’s discomfort is diminished.

16. The media of claim 15, wherein adjusting the settings
for components within the clinical care room such that the
patient’s discomfort is diminished comprises at least con-
figuring a medical device to automatically administer pain
relief.

17. The media of claim 16, wherein the pain relief is
automatically administered after receiving verification and
authorization from a clinician.

18. The media of claim 16, wherein the pain relief is
automatically administered after:

accessing the patient’s EMR to:

determine that a predetermined period of time has passed

since the patient was last administered pain relief,
determine that appropriate safety measures are in place,
and

determine a dosage of pain relief that was last adminis-

tered to the patient; and

determining that a severity level of the discomfort

exceeds a predetermined threshold.
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