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1.0 Accessing the EHR

This section provides information about how to access the Electronic Health Record (EHR) application.

Double-click the EHR application icon [image: image3.png]


 on your desktop.

The logon screen displays asking you to enter your access and verify codes. The site manager assigns your password.
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Figure 1- 1: Sample Logon Window to the EHR Application
Type your Access Code and press either the Enter or Tab key.

Type your Verify Code and click the OK button.

2.0 Features of any Tab

The  XE "Patient/Visit Tool Bar:definition of" Patient/Visit tool bar appears above every tab within the EHR. This tool bar provides the needed information that you need to know using the software.
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Figure 2- 1: Items Available from any EHR tab (note: button colors may differ)

The toolbar contains the following:

· Current patient information

· Current visit (encounter) information

· Patient Posting Information

· Reminder information

· Detail about the current patient

· Items awaiting review

2.1 Patient Identification Header

The XE "Patient Identification Header"Patient Identification Header (the left-most panel on the tool bar)  XE "Patient/Visit Tool Bar:Patient Identification Header" shows the current patient’s name, hospital number (SSN or HRN), date of birth, age, and gender.
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Figure 2- 2: Sample Patient Inquiry Button
If you click patient identification header, the Patient Selection dialog displays.
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Figure 2- 3: Sample Patient Selection Dialog
If you click the Patient Detail button on the Patient Selection dialog, the Patient Detail dialog displays.
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Figure 2- 4: Sample Patient Detail Dialog

This dialog includes additional information, such as the patient’s mailing address, telephone numbers, admission information, and other relevant data as determined by your clinical applications coordinator.
2.2 Visit/Encounter Information

The EHR shows the encounter provider and location for the visit on the Visit Encounter panel. You can access this feature from any EHR tab.
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Figure 2- 5: Visit / Encounter Panel
If an encounter provider or location has not be assigned, EHR will prompt you for this information when you try to perform any tasks that require encounter information. The Encounter Settings for Current Activities dialog displays, in any of these cases. Also, you can access this dialog by clicking on the Visit Encounter panel.

2.3 Primary Care Team

When the Primary Care Team gets defined in the RPMS, your site might have this component available.
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Figure 2- 6: Sample Primary Care Team Component
When this component contains a name, you can click on it to display the Primary Care pop-up.

[image: image11.png]=lox|
[**CURRENT DESIGUATED PROVIDERS - BY PROVIDER CATEGORY TYPE®® =

| _>llI
font "o 2] Piint. Close





Figure 2- 7: Sample Primary Care Pop-up
2.4 Patient Posting

Click the Patient Posting icon [image: image12.png]Pasting|



 to display the Patient Postings pop-up.
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Figure 2- 8: Sample Patient Postings Pop-up

The Posting icon [image: image14.png]Pasting|
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 might have  XE "Posting Icon Codes" codes in it. The following table describes the meaning of these codes.

	Code
	Meaning

	A
	There are allergies present.

	C
	There are Crisis Notes present.

	D
	There are Directive Notes present.

	W
	There are Clinical Warnings present.


The codes for crisis notes, directive notes, and clinical warnings come from the title of the note when the clinician entered the progress note. For example, you can select the title “Crisis Note” to enter a progress note classified as a Crisis Note.

If you double-click on an item in the Allergies panel of the Patient Postings dialog, you can view (and print) more information about the allergy.
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Figure 2- 9: Sample of More Allergy Information
2.5 Reminders Icon

The EHR includes functionality for Clinical Reminders. Reminders are used to aid clinicians in performing tasks to fulfill Clinical Practice Guidelines.

By observing the color and design of the Reminders icon, you receive immediate feedback on the most important types of Reminders available for the selected patient. The following icons could be visible:

	Icon
	Indicator
	Meaning

	[image: image16.bmp]
	Due
	The patient meets all of the conditions for the reminder, and the appropriate amount of time has elapsed.

	[image: image17.bmp]
	Applicable
	The patient meets all of the conditions for the reminder, but the appropriate time has not elapsed. For example, a flu shot is given once a year, but it has not been a year yet.

	[image: image18.bmp]
	Other
	Reminders have been defined, but were not specifically evaluated for the selected patient. An important education topic might need to be placed in Other.

	[image: image19.bmp]
	None
	This icon indicates that there are no due or applicable reminders, nor are there any reminder categories available.


Click the Reminders icon and the Available Reminders pop-up (in tree view) displays.
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Figure 2- 10: Sample Available Reminders Tree View

When the alarm clock contains another “document-looking” icon [image: image21.bmp], this means a dialog is attached. Reminders without dialogs can’t be used in Notes.

When a person makes a reminder, that person can give the reminder a priority. That priority will display in the “Priority” column of the Available Reminders dialog. This feature is rarely used.

The Icon Legend dialog includes a description of the different icons that appear on the Reminders tree view. Select View ( Reminder Icon Legend on the Available Reminders dialog.

[image: image22.png]1con Legend

Tenpltes Reminces | Notes | Consuls| Sugey |

Reminder category

Reminder is due

Reminder nat due, but applicable
Remindet nat applicable
Reminder status not evaluated

SOBEE

Unpracessed assaciated reminder didog
Pracessed associated diog

%o

[y





Figure 2- 11: Icon Legend

2.6 View Patient Detail

The View Patient Detail icon [image: image23.png]


 provides a way to view detail information about the current patient. Click this icon and the Detail pop-up displays.
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Figure 2- 12: Sample Detail for the Current Patient

2.7 Awaiting Review

Click the Awaiting Review icon [image: image25.png]


 to display the Review/Sign Changes dialog.
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Figure 2- 13: Sample Review/Sign Changes for Current Patient
All items requiring your electronic signature will appear on this dialog. Here you can (electronically) sign all checked items.
2.8 Refresh Data

The Patient menu contains the Refresh Data option. When you select this, the application refreshes the data about the current patient in the appropriate components.

3.0 Selecting a Patient

Selecting a patient is the first essential step for documenting in the EHR. Patients can be selected in a variety of ways.

3.1 Patient Identification Header

The XE "Patient Identification Header"Patient Identification Header (the left-most panel on the tool bar)  XE "Patient/Visit Tool Bar:Patient Identification Header" shows the current patient’s name, hospital number (SSN or HRN), date of birth, age and gender. For service-connected veterans, “SC” follows the name.
 [image: image27.png]“Littlewolf Pegay LYNN
184 Mar1933




Figure 3- 1: Sample Patient Identification Header
3.2 Patient Selection Dialog

Clicking on the patient identification  XE "Selecting a Patient" header or selecting Patient ( Select displays the Patient  XE "Selecting a Patient:Patient Selection Dialog" Selection dialog.
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Figure 3- 2: Sample Patient Selection Dialog
This dialog is divided into three panels. They are labeled Patient Lists, Patients, and Demographics (from left to right).

3.2.1 Patients Panel

The Patients panel contains a list of patients from which you can select one. This list has two parts separated by a horizontal line.
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Figure 3- 3: Sample Patients Panel
3.2.1.1 Short List and Long List

The top part, known as the short list, changes according to the list type selected in the Patient Lists panel (see below). The bottom part, the long list, represents a list of all patients registered to the site to which the user is connected. You can preview a patient by single-clicking an entry from either the short or long list. The patient’s information is presented in the Demographics panel. To make the highlighted patient the active patient, either double-click the desired entry or click OK.
3.2.1.2 Patient Identifier

In addition to selecting a patient from the list, you can type a patient identifier into the lookup box at the top of the Patients panel. Valid  XE "Selecting a Patient:Patient Identifiers" identifiers are the patient’s name (last, first), hospital number (SSN or HRN), Last+4 (first initial of last name+last 4 digits of the SSN), birthday, and potentially other lookup identifiers set up for your site. Typing an identifier followed by a short pause will cause all matching entries to be displayed in the short list (or for patient names, the list scrolls to the first matching entry).

	Patient Name
	Must be entered as LAST,FIRST (note – no space between last and first name).

	Chart numbers
	Must be at least four characters in length. If the patient has a chart number that is less than four characters, add preceding zeros. Example, chart number 32 should be entered as “0032.”

	Birthdays
	Must be in the format: BMMDDYY. For example, a birthday of March 4, 1982 would need to be entered into EHR as: B030482 – B for birthday, 03 for March, 04 for the fourth day, and 82 for the year 1982.


3.2.2 Demographics Panel

The Demographics panel, located on the right of the Patient panel, shows information about the currently highlighted patient. A red font color indicates that this is also the currently active patient. For all other patients, the font color will be black. Besides basic demographic information, a patient photograph is displayed (if available and if this feature is enabled) and a Patient Detail button is available for additional information.
3.2.3 Patient Detail Button

Clicking the Patient Detail button  XE "Patient Detail Button" presents the patient detail view. This is the same as selecting Patient ( Detail.
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Figure 3- 4: Sample Patient Detail Pop-up

Because this view is site-customizable, its contents might differ significantly from what is shown above. Notice that you can print this information. In addition, you can copy selected text and paste it into another free-text field in the EHR or into another application (like MS Word).

3.2.4 Filtering the Patient List

The patient list entitled “All” is the default list. This list includes all patients registered to the facility to which you are connected.
The  XE "Patient List panel:definition of" Patient Lists panel allows you to select of one of several types of patient lists. A patient list can be tied to one of several entity types (e.g., a clinic, ward, provider, user). The available entries in this panel depends upon how your site is configured. Some list types can be disabled or site-specific custom lists might be present.
Selecting any other list causes a list of entries to appear at the bottom of the panel. These entries are specific to the associated entity type. For example, the following graphic shows that the user has selected a list the list entitled “Wards” which in turn presents a list of selectable wards. Selecting a ward then produces a list of patients registered to that ward in the short list of the Patients panel. The  XE "Patient List panel:Short List" short list appears above the line that divides the two lists of patients. If the “All” list type is selected, the short list represents a history list of the most recently selected patients.

[image: image31.png]nt Selec

Palient Lists

B
€ Providers

€ Teams

€ Specialies
€ Cirics

& Wads

€ Persanal Lists
coal

/s

Newborm
Obsetic
Operating Foom

Peatic
=

Fotients /5]

[Abbey Brert

b Lyndon Paul

|AbeiDacee Noele

[Abrams Elvis Ficky

Badbeat Mattn Ancrew

Bracy Verdelle Azt
Clif Raymond JR 4235
DeanDernis David 4224
Dean Tina 425
Demo Beriarin a213

DucheneausCletus 4233
Giifin Fred

Hatigen James

Hayes Adeina Loiine 4237
[Jackson Eica Lee

King David Az
Noisyhawk Wendy S 4231
TolbuilBlsine Basal 4234
Terbeat Maty Beth

Thayer TeslaRain 4231
Thiesions Stoney 4236
[ Wakks Alevander Josepht233
[Wakksoverice Benny 4225
[Welsh Lyman Brewster

Save Selings

kel ohn W.
Decrane Berrice Joyce
Litlooldman Sue.

Litlewol, Pegay LYNN

Rideshorse Aladine

Demogiaphics
“Littlewolf Juanita K

HRN: 5870
Female, age: 50

DOB: 15Mar 1954

Palient Detil

[ Cancel





Figure 3- 5: Patient Selection by Wards
To save the currently viewed list as the default, click  XE "Selecting a Patient:Save Settings Button" Save Settings to display the Save Patient List Settings alert. Click Yes to create a shortcut to that list at the top of the panel.
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Figure 3- 6: Sample Save Patient List Settings Alert
3.2.5 Personal Lists

For user-managed lists,  XE "Personal Lists for Selecting Patients" such as personal lists, click Manage List. Clicking this button activates the list manager function. In this mode, the application replaces the Demographics panel by a Manage Personal Lists panel as shown below:
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Figure 3- 7: Sample Patient Selection Dialog for Personal Lists
In list management mode, the name of the list type being managed ("Personal Lists" in the above example) appears in the label of the Manage List panel. At the top of the panel is a list of all entities belonging to the list type. Selecting one of these entries displays the member patients in the lower half of the panel. These members can be managed using the buttons to the immediate left.
The following table describes the  XE "Manage Personal Lists panel:Definition of the Buttons" buttons in the Manage Personal Lists panel.

	Button
	What It Does

	Add
	Adds the currently highlighted patient to the list.

	Import
	Adds all patients displayed in the short list of the Patient panel. Because the short list can be changed by selecting different list types in the Patient Lists panel, the import feature can be used to import entries from any other list.

	Current Pt
	Adds the currently active patient to the list.

	Remove
	Removes the highlighted entry from the list (Remove button) while clicking Remove All clears the personal list entirely.

	Apply
	Saves all pending changes.

	Restore
	Restores the list to its last saved state.


Besides managing a list’s members, you can also create, delete, and rename lists using the New, Delete, and Rename buttons, respectively.

To exit the list management mode, click OK to save any pending changes, or click the Cancel button to cancel pending changes. The application returns to the patient selection mode.
4.0 Selecting a Visit

The visit information is the second left-most panel on the Patient/Visit Tool Bar. In most cases, you must have a visit selected for the current patient

When there is no visit selected, the Visit Information panel displays that information.
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Figure 4- 1: Panel Showing Visit Not Selected
If there is a visit selected, the Visit Information panel displays that information.
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Figure 4- 2: Panel Showing Information About the Selected Visit
If an encounter provider and/or location has not be assigned, EHR will prompt you for this information when you try to enter progress notes, create orders, and perform other tasks. The  XE "Visit Information:Encounter Settings for Current Activities Dialog" Encounter Settings for Current Activities dialog displays, in this case. (Otherwise, you can click Visit Information and the same dialog displays.)

The Encounter Settings for Current Activities dialog has these tabs:

· Appointment/Visits that shows the historical visits for the current patient.

· Hospital Admissions that shows the locations in the hospital and a list of providers.

· New Visits that shows the visit location, time, type of visit, and a list of providers.

4.1 Appointment/Visits Tab

The Appointments/Visits tab shows the appointments for the current patient within a selected date range.

4.1.1 Appointments/Visits Not Locked

The appointments/visits that are not locked will not have a padlock symbol in front of the visit.
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Figure 4- 3: Sample Encounter Settings for Current Activities Dialog

If you want to select a past visit,  XE "Encounter Settings for Current Activities Dialog:Appointment/Visits tab" you can change the date range of the displayed visits by clicking Date Range to display the Date Range dialog.
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Figure 4- 4: Date Range Dialog for Selecting the Date Range

Do the following on the Appointments Tab:

· Select a location of the visit.

· Select a provider for the visit (or search for one by entering the first few characters of the providers last name in the field below the All Providers label).

· Add or remove providers by using the arrow keys in the Encounter Providers panel.

· Select the  XE "Encounter Settings for Current Activities Dialog:Selecting Primary Provider" primary provider by highlighting the name in the “Providers for this Encounter” panel and clicking the [image: image38.bmp] button.

· Indicate the provider who should receive notifications regarding this visit by highlighting the provider’s name before closing the window. The highlighted name will appear in the Selected Visit Panel. Notifications will be sent to this person, not the primary provider.

· Click OK when everything is correct. The selected information will appear in the top panel of the Encounter Setting for Current Activities dialog.

4.1.2 Appointments/Visits Locked

If the property of an existing visit is LOCKED, a padlock icon will display next to the visit.
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Figure 4- 5: Sample Appointments/Visits Tab with Padlock
This means that you cannot change PCC data (for example, vitals) associated with the visit. If you try, a warning message displays.
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Figure 4- 6:Warning Message Active Visit Not Selected
You can select a locked visit, select a provider, and write a note (for example) concerning the visit.
4.1.3 Hospital Admissions Tab

The Hospital Admissions tab shows the hospital visits for the current patient.

4.1.3.1 Hospital Admissions Not Locked

Those hospital admission visits that are not locked will not have a padlock symbol in front of the visit.
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Figure 4- 7: Sample Hospital Admissions Visit Not Locked
Do the following on the  XE "Encounter Settings for Current Activities Dialog:Hospital Admissions tab" Hospital Admissions tab:

· Select a location of the visit.

· Select a provider for the visit.

· Click OK when everything is correct. The information you selected appears in the top panel of the Encounter Setting for Current Activities dialog.

4.1.3.2 Hospital Admissions Locked

Those hospital admission visits that are locked will have a padlock symbol in front of the visit.
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Figure 4- 8: Sample Hospital Admission Visit Locked
This means that you cannot change PCC data (for example, vitals) associated with the visit. If you try, a warning message displays.
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Figure 4- 9: Warning Message Active Visit Not Selected
You can select a locked visit, select a provider, and write a note (for example) concerning the visit.
4.1.4 New Visit Tab

Your Clinical Applications Coordinator determines who has access to the New Visit tab.

If you want to create a new visit, there are the following conditions:

	when the patient has not checked in and the system assumes you are the provider
	when the patient has checked in and you want to choose a primary provider
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You almost never use the “Create a Visit Now” check box.
Do the following on the  XE "Encounter Settings for Current Activities Dialog:New Visit tab" New Visit tab:

Select a location of the visit.

Select a date for the visit by clicking the drop-down list for the Date of Visit field to select from a calendar.

Select a time of the visit by manually entering it or by clicking the up and down arrows to change the time. Select either the hour, minute, or second to change the time by using the arrows.

Select the type of visit (also called service category) by selecting from the drop-down list for the Type of Visit field.

The following table describes the types of visits:

	Visit Type
	Meaning

	Ambulatory
	Used for face-to-face visits with a healthcare provider or for visits involving medication ordering or refills.

	Historical
	Used for documenting historical services or services provided at another location.

	Telephonic
	Used for telephone calls.

	Chart Review
	Used for documenting information in the patient’s record that is not historical and did not involve another type of visit (examples: case management, follow-up on a test results that did not require intervention).

	In-Hospital
	Used for daily activities, such as consults, sending patient for labs, pharmacy, immunizations, etc.

	Day Surgery
	Used for ambulatory surgery.

	Observation
	Used for an observation visit.

	Nursing Home
	Used for nursing home visit.


Select a provider from the scroll list (or search for one by entering the first few characters of the providers last name in the field below the All Providers label).

Add or remove providers by using the arrow keys in the Encounter Providers panel.

Select the  XE "Encounter Settings for Current Activities Dialog:Selecting Primary Provider" primary provider by highlighting the name in the “Providers for this Encounter” panel and clicking the [image: image46.bmp] button.

Indicate the provider who should receive notifications regarding this visit by highlighting the provider’s name before closing the window. The highlighted name will appear in the Selected Visit Panel. Notifications will be sent to this person, not the primary provider.

· Click OK when everything is correct. The information you selected appears in the top panel of the Encounter Setting for Current Activities dialog.

4.2 Second Visit on Same Day
If you create a second visit on the same date, the Similar Visits dialog will display.
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Figure 4- 10: Sample Similar Visits Dialog
The instructions on the dialog guide you in completing this dialog.

5.0 Triage Data

This section gives information about triage data, that is, how to enter chief complaint as well as how to enter vitals for the current visit (and associated graphs)
5.1 Chief Complaint

The Chief Complaint  XE "Triage Data:Entering Chief Complaint" panel is where you enter information about the chief complaint for the current visit. You can type the information in the text box or use the Add button to assist you in entering the information.
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Figure 5- 1: Chief Complaint Panel
The Chief Complaint field has a right-click menu that you can use to edit the text of the complaint. See Appendix C about keyboard shortcuts you can use in free-text fields.
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Figure 5- 2: Right-Click Menu in Chief Complaint Field

Click anywhere in the Chief Complaint field, then click the Add button to display the Chief Complaint dialog.

The Chief Complaint dialog has two methods for entering a chief complaint: (1) using the Symptoms radio button and (2) using the Patient Requests radio button.
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Figure 5- 3: Chief Complaint Dialog

Your CAC can configure the list in the lower, left panel (for each radio button).

5.1.1 Entering Symptoms

Follow these steps to  XE "Triage Data:Entering Symptoms" have the symptoms automatically populate the panel at the top of the Chief Complaint dialog:
1. Enable the Symptoms radio button on the Chief Complaint dialog.

2. Highlight the chief complaint and then click Append. This will add the chief complaint to the top panel on the Chief Complaint dialog.

3. If there is more than one chief complaint, highlight the complaint and then click Append, then highlight the next complaint and then click the Append Symptom button, etc. In this case the text box could look like this:
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Figure 5- 4: Multiple Chief Complaints

4. Complete the Severity and Duration panels, if necessary.

5. When complete, click OK on the dialog. You return to the Chief Complaint panel, with the specified symptom information in the Chief Complaint field. This field has a right-click menu to aid in editing the text.

Otherwise, click Cancel.
5.1.2 Entering Symptoms Having a Location

The  XE "Triage Data:Entering Symptoms Having a Location" symptom that has an asterisk following its name is one that requires you to enter a location (for example, Infection).

Follow these steps to enter symptoms having a location:

6. Highlight a symptom (that have an asterisk following its name).

7. The Location panel becomes available. Enable the appropriate radio button in that panel.

8. Click the drop-down list at the bottom of the Location panel and make a selection.

9. Complete the Severity and Duration panels, if necessary.

10. Click Append.

The Chief Complaint dialog could look like this:
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Figure 5- 5: Sample Chief Complaint with Location Specified
5.1.3 Entering Patient Requests
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Figure 5- 6: Patient Requests
Follow these  XE "Triage Data:Entering Patient Requests" steps to have the patient requests automatically populate the panel at the top of the Chief Complaint dialog:
11. Enable the Patient Requests radio button on the Chief Complaint dialog.

12. Select the patient request and click Append. This will add the request to the top panel of the Chief Complaint dialog.

13. If there is more than one patient request, highlight the request and then click Append, then highlight the next request and then click the Append, etc. In this case the text box could look like this:
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Figure 5- 7: Multiple Patient Requests

14. When complete, click OK on the dialog. You return to the Chief Complaint panel, with the specified request in the Chief Complaint field.
5.1.4 Removing Patient Request/Complaint

You can remove the text of the existing patient request or patient complaint while on the Chief Complaint dialog by clicking the Clear button.
5.2 Vital Measurements for the Current Visit

You enter vital measurements for the current visit by using the Vital Measurements panel. Right-click on the Vital Measurements panel and select the “Enter Vitals” option on the right-click menu.
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Figure 5- 8: Right-Click Menu for Vital Measurements Panel
After you select Enter Vitals, the Enter Vitals/View Vitals dialog displays.
5.2.1 Enter Vitals Tab
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Figure 5- 9: Sample Vital Measurement Entry Dialog
Use the Enter vitals tab to enter new measurements. For various measurements, the range is listed on the tab. For example,. the range for Pulse.

Your local CAC determines the list of available measurements on this dialog.

The Default Units option on the drop-down list is configured in the RPMS. When this option is displayed, this means when you enter a vital measurements value, the units of measure is determined by the Default Units.
The table below gives you the guidelines for the values you can enter.

	Measurement
	Acceptable Value Range

	Abdominal Girth (AG)
	0–150 in. This is a prenatal measurement.

	Audiometry (AUD)
	8 reading for right ear followed by 8 readings for left ear, all followed by slashes. Example:

100/100/100/95/90/90/85/80/105/105/105/105/100/100/95/90/

	Cardiac Ejection Fraction (CEF)
	5–99

	Cervix Dilatation (CXD)
	0–10

	Edema (ED)
	0, 1+, 2+, 3+, or 4+

	Effacement (EF)
	0–100

	Fetal Heart Tones (FT)
	0–400

	Fundal Height (FH)
	0–100 in.

	Head Circumference (HC)
	10–30 in.

	Hearing (HE)
	N (for normal) or A (for abnormal)

	Height (HT)
	10–90 in. (fractions & decimals allowed)

	O2 Saturation (O2)
	50–100

	Pain (PA)
	0–10

	Peak Flow (PF)
	50–900

	Presentation (PR)
	VT (for Vertex)


CB (for Complete Breach)

DF (for Double Footling)

SF (for Single Footling)

FB (for Franch Breach)

FA (for Face)

UB (for Unspecified Breach)
TR (for Transverse)

OT (for Other)


UNK (for Unknown)

	Respirations (RS)
	8–100/min.

	Station (pregnancy) (SN)
	-6 to +4

	Temperature (TMP)
	92–109.9 F

	Tonometry (TON)
	0–80 in the format: reading of right ear / reading for left ear

Ex: left only /20, right only 18/, both 10/13

	Vision Corrected (VC)
	10–999

Enter denominators only; the 20/ is assumed. Enter in this format: right eye/left eye. Right eye only, enter n (ex: 30). Left eye only, enter /n (ex: /40). Both eyes, enter n for right eye /n for left eye (ex: 30/40)

	Vision Uncorrected (VU)
	

	Weight (WT)
	2–750 lb.


Below are the features of this dialog:

Check the Metric check box when you want to use metric units of measure.

Click the New Date/Time to create another column on the Enter vitals tab where you can enter the measurements. You use this when you take a measurement (like blood pressure) more than once during the visit.

Click Reset to clear the currently entered values. A information message displays asking if you want to do this reset action.
Click Update to save the current values.

5.2.2 View Vitals Tab

You use the View Vitals to view historical vital measurements.
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Figure 5- 10: Sample View Vitals Tab
You can select the Enter Vitals option on the right-click menu to move to the Enter vitals tab (to enter new vitals).
5.3 Graphing Vitals and Growth Charts

You can view graphs about measurements.

5.3.1 Graphs for Adults

Click on a measurement in the Vital Measurements panel to display a graph of the measurement.
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Figure 5- 11: Sample Graph for Adult

You can enter new vital measurements while viewing the graph by clicking the Enter Vitals button (the Vital Measurement Entry dialog displays).
5.3.2 Graphs for Children

The Growth Chart feature is available on the Vital Measurements panel, and it applies to children only (those <12 years old). The EHR calculates the BMI%.

Click on a measurement in the Vital Measurements panel to display the Growth Chart.
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Figure 5- 12: Sample Growth Chart for Body Mass Index
The graph is compared to national averages developed by the National Center for Health Statistics in collaboration with the National Center for Chronic Disease Prevention and Health Promotion (2000). The standard is to display the following percentile curves: 5th, 10th, 25th, 50th, 75th, 90th, and 95th.
The application supports percentiles for height, weight, head circumference, and BMI.

5.3.3 Features on the Graphs

You can choose the features you want to view by selecting one or more of the following checkboxes:

Values places the numerical results next to each point on the graph.

Zoom lets you enlarge a part of the graph by clicking and dragging from the upper left to the lower right (defining a rectangular area). You can return to the original display by selecting Zoom Back on the right-click menu.

Percentile: shows the percentile increments on the right-side of the graph (if any). This option is limited to height, weight, head circumference, and BMI.

3D makes the graph into a simple three-dimensional representation.
Grid adds grid marks to the graph.

Age changes the lower scale (like the x-axis) to age increments.
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Figure 5- 13: Sample Graph Showing Age

You can determine the dates on the graph by selecting an option below the Enter Vitals button. Your selection also determines data on the grid (displayed above the graph).
6.0 Documenting Exams

You can document exams on the Exam panel of the Wellness window.
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Figure 6- 1: Sample Exam Panel

The Location of the exam (not historical) defaults to the provider’s location (in the Exams grid).

When you edit a record, you do so on the Document an Exam dialog, with existing fields already populated.
6.1 Adding an Exam

You can add a current exam or an historical one.

Make sure a visit is selected. Follow these steps to add  XE "Exams:Adding" an exam:

15. Click Add in the Exams panel (or select Add Patient Exam on the right-click menu) to display the Exam Selection dialog.
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Figure 6- 2: Exam Selection Dialog
16. Highlight the exam you want to add. Use the scroll bar to view all available exams. Note that you can sort either column by clicking its heading.

17. Click Select to display the Add Exam dialog (otherwise, click Cancel).
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Figure 6- 3: Document Exam Dialog
18. To redisplay the Exam Selection dialog, click the [image: image64.bmp] button next to the Exam field.

6.1.1 Current

19. Select the Current radio button

20. Select the result from the exam from the Result drop-down list.

21. Type a comment (if applicable) in the Comment text field. This field has a right-click menu for editing the text.

22. If the provider of the exam is different from what is displayed in the Provider field, click the [image: image65.bmp] button next to the Provider field to display the Lookup Utility, where you to select the proper provider.

23. If this is for the current visit, make sure the Current radio button is selected.

6.1.2 Historical

24. Select the Historical radio button.
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Figure 6- 4: Document Exam Dialog with Historical Fields

Please note, you can enter an historical exam by NOT having a visit selected and clicking the Add button. The Document an Exam dialog with the Historical radio button selected will display.
25. Complete the fields in the Historical group box.

Enter a date in the Event Date field by either directly typing the date or clicking the [image: image67.bmp] button to select from a calendar. It must be a past date; otherwise, you get an alert.

The Location field has a right-click menu to aid in editing the information.

If the location is an official IHS facility, enable the Facility radio button. You can select the location from the Lookup Utility dialog by clicking the [image: image68.bmp] button. If you manually enter a facility name, it must be an official IHS facility; if not, when you leave the field, the Lookup Utility dialog will display.

If the location is not an official IHS facility, enable the Other radio button. Enter the non-official location (for example, Dr. Ray Beck).

6.1.3 Refusal

26. Select the Refusal radio button

[image: image69.png]Exam

]

[NTIMATE PARTNER VIOLENCE

=

Reason

Comment

Provider

I

UNABLE TO SCREEN
REFUSED SERVICE

[TETER SHIRLEY

C Curent
 Histrical
& Refusal





Figure 6- 5: Result Drop-Down List
27. Select Refused Service (or Unable to Screen) from the Result drop-down list.

28. You can add comments in the Comment field (where a right-click menu has options to edit the text).

29. You can change the Provider field if needed.

6.1.4 Completing the Document an Exam Dialog

30. After all fields have been completed, click Add to add the exam to the Exams panel. (Otherwise, click Cancel.)
After clicking Add on the current or historical dialog, the record is added to the Exams panel.

After clicking Add on the refusal dialog, the record is added to the Exams panel as well as to the Personal Health panel.

If you delete the refused exam record on the Exams panel, that action also removes it from the Personal Health panel. (Vise-versa is also true.)

6.2 Documenting Domestic Violence

Domestic violence screening is recorded as an “Exam Code” in RPMS. Allowable results are:
· (N)egative – denies being a current or past victim of DV

· (PR)resent – admits being current victim of DV

· (PA)st – denies being a current victim, but admits being a past victim of DV

7.0 Documenting Health Factors and Patient Education

This section addresses how to document health factors as well as patient education.

7.1 Health Factors

Health Factors are important medical concerns that are not addressed by other forms of documentation.
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Figure 7- 1: Sample Health Factors Panel
You can edit/delete a selected health factors when the Edit/Delete button is active.

7.2 Adding a Health Factor

Make sure a patient and visit are selected. Follow these steps to add health factor information:

31. Click Add (or select Add Health Factor on the right-click menu) to display the Add Health Factor dialog.
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Figure 7- 2: Selecting a Health Factor

32. Highlight the Health Factor you want to add. To expand a Health Factor category, click on the plus sign ([image: image72.bmp]) next to the Health Factor Category.

33. You can add a comment about the selected health factor in the Comment field for clarification about the documented health factor. This has a right-click menu to aid in editing the text.
34. Click Add to have the selected Health Factor display in the Health Factors panel. Notice that it displays in blue lettering; this indicates that this health factor is associated with the current visit as well as added to the patient’s medical record. (Otherwise, click Cancel.)
Below are the commonly used health factors and their meanings.

7.2.1 Alcohol/Drug

Use this screening tool for alcohol and drug use as the CAGE questionnaire. The CAGE questionnaire consist of four questions:

· Have you ever considered Cutting down on your alcohol intake?

· Do people Annoy you by criticizing your drinking?

· Have you ever felt bad or Guilty about your drinking?

Have you even had an alcoholic drink first thing in the morning (Eye-opener) to steady your nerves or get rid of a hangover.

If the patient answers YES to any of these questions, the patient receives one point.

A score of 2 or higher suggest potential alcohol or drug dependence.

A CAGE test score >2 has a sensitivity of 93% and a specificity of 76% for the identification of problem drinkers.

7.2.2 Barriers to Learning

Factors that interfere with the patient’s ability to learn and are only-term or permanent can be identified through documentation of this health factor. This alerts other providers so they might better prepare for patient encounters and education. Barriers include:

· Blindness

· Deafness

· Dementia

· Development Delay

· Does not Read English
· Emotional

· English as a Second Language

· Fine Motor Skill Deficit

· Hard of hearing

· Requires an interpreter

· Social stressors

· Values/beliefs

· Visually impaired

7.2.3 TB Status

This important health factor is also evaluated in the diabetes audit. Patient can be classified as the following:

· Treatment complete

· Treatment incomplete

· Treatment unknown

· Untreated

7.2.4 Tobacco

The tobacco health factor can be classified as the following:

· Non-tobacco user (does not smoke or use smokeless tobacco)

· Current smoker (currently smoking cigarettes, pipe, cigars)

· Current smokeless (currently using chewing tobacco, dip, snuff)

· Current smoker and smokeless

· Cessation smoker (currently in the process of quitting smoking tobacco; has quit for <6 months)

· Cessation smokeless (currently in the process of quitting smokeless tobacco; has quit for <6 months)

· Previous smoker (has quit smoking for >6 months)

· Previous smokeless (has quit using smokeless tobacco for >6 months)

· Ceremonial use only (uses tobacco for ceremonial or religious reason only)

· Exposure to environmental tobacco smoke (is around tobacco smoke while at work or performing other activities)

· Smoker in home (someone smokes in the patient’s home)

Smoke free home (no one smokes in the patient’s home)

7.3 Patient Education

The Education panel enables you to view, edit, delete and add Education events for a patient into the Resource and Patient Management System (RPMS).
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Figure 7- 3: Sample Education Panel

The Education grid displays all Patient Education events that have been entered into the RPMS. You can sort the Patient Education information by clicking on a column heading. If no Education information is present in the RPMS for a patient, the grid will be empty.

You can add a new education event, or you can select an education record (that you entered) from the grid to edit or delete. In addition, you can display the desired outcome and standard for an Education Topic.

7.3.1 Web Reference Search

The Web Reference Search for the Education panel depends on if any records are present or not.
Condition 1: If there are records present, select one and click the [image: image74.bmp] button (or select the Web Reference option on the right-click menu) to go to the UpToDate Web site for the topic associated with the selected record. You can change to another Web site by selecting from the Reference Site drop-down list (on the Web site).
Condition 2: If there are no records present, click the [image: image75.bmp] button to display the Web Reference Search dialog.
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Figure 7- 4: Web Reference Search Dialog
Select a Reference Site, if needed; the default is the UpToDate site. After entering a term and clicking Search, you go to the selected Web site for the specified term. You can change to another Web site by selecting from the Reference Search drop-down list (on the Web site).
7.3.2 Education Topic Selection

Make sure a visit is selected. To add an Education record, you must first select an  XE "Education panel:Selecting Education Topic" education topic. The selection can be done by either clicking on one of the icon buttons or enabling one of the radio buttons: (1) Category Lists, (2) Name Lookup, (3) Disease and Topic Entry, (4) Procedure & Topic Entry, or (5) Pick List.

Many of the selection dialogs have the Display Outcome & Standard button. After selecting a topic and clicking the button, the outcome and standard for the selected education topic displays.

7.3.2.1 Selection by Category Lists

To select the Education  XE "Education Topic:Selecting by Name Lookup" Topic using the  XE "Education Topic:Selecting by Category List" Category List ([image: image77.bmp]) method, you must expand the category of interest to display its associated education topics and then either double-click on the desired entry or select it and click Select.
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Figure 7- 5: Selecting Education Topic by Category List

After clicking Select, the Add Patient Education Event dialog displays.
7.3.2.2 Selection by Name Lookup

To select the Education  XE "Education Topic:Selecting by Name Lookup" Topic using the Name Lookup ([image: image79.bmp] ) method, enter the first part of its name and select it from the “Education Topic” list. To select an entry, you can either double-click the education topic or highlight the topic and click Select. Because some of these education codes might have been entered into the RPMS prior to national standardization of education codes, be sure to verify the validity of these codes with your site manager and patient education representative before using them.

To access an entry, you can either manually scroll the list or add the first few characters of its name to reposition the scroll list.
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Figure 7- 6: Selecting Education Topic by Name Lookup

After clicking Select, the Add Patient Education Event dialog displays.
7.3.2.3 Selection by Disease and Topic Entry

To select the Education Topic using the Disease and Topic Entry ([image: image81.bmp]) method, select a Diagnosis code and a corresponding topic. You can select the diagnosis from an ICD table lookup or pick from the purpose of visit for the current encounter if it has been entered yet.
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Figure 7- 7: Selecting Education Topic by Diagnosis and Topic Entry

When you click the button at the end of the Disease/Illness field and the Diagnosis Lookup dialog displays.
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Figure 7- 8: Diagnosis Lookup Dialog
Enable the appropriate radio button for the search. The Lexicon Utility uses a common language of terminology. The Clinical Coordinator can modify this utility to meet local site needs (for example, to allow nurses to see only nursing terms).

The “Return Search Text as Narrative” checkbox (when checked) allows the EHR to populate the Education Topic field with whatever you enter in the Search Value field. Otherwise, the Education Topic is populated with whatever is selected for the ICD field.

Type a few characters of the diagnosis in the Search Value field and click Search. The lower part of the dialog will be populated with the first record containing the entered characters. Select one of the records and click OK. This will populate Disease/Illness on the Education Topic Selection dialog.

A Outcome and Standard statement cannot be displayed for education events created using the Disease and Topic entry.

When the Education Topic Selection dialog is complete, click OK. The Add Patient Education Event dialog displays.
7.3.2.4 Selection by Procedure and Topic Entry
To select an Education Topic by the Procedure and Topic Entry ([image: image84.bmp]) method, you must select both a Procedure code and a corresponding topic and then click the OK button. You can select the procedure from an CPT table lookup (this lookup works like the Diagnosis Lookup) or pick the Visit Service for the current encounter if it has been entered yet.
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Figure 7- 9: Selecting Education Topic by Diagnosis and Topic Entry
When the Education Topic Selection dialog is complete, click OK. The Add Patient Education Event dialog displays.
7.3.2.5 Selection by Pick List
To select the Education Topic using the Pick List ([image: image86.bmp]) method, you select one or more options from a Pick List.
One of two conditions are possible: (1) the Pick List panel is empty or (2) the Pick List panel is populated. If the Pick List panel is populated, select one of the choices (see the last step in the instructions below).

Below shows the Pick List panel that is empty.
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Figure 7- 10: Selecting Education Topic by Pick List
Follow these step to create a new Pick List:
35. Click the Pick Lists button to display the Manage Education Quick Picks dialog.

[image: image88.png]Manage Education Quick Picks

List

DIAPATIENT INFORMATION LITERATURE
CATION
DMFOLLOW UP

PT-TREATMENT





Figure 7- 11: Manage Education Quick Picks Dialog
36. Click the Edit PickLists button to display the Manage Categories dialog.
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Figure 7- 12: Manage Categories Dialog
37. Click the Add button to display the Add Category dialog.
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Figure 7- 13: Add Category Dialog
38. Populate the Category Name.
39. You need to choose how the pick list will display from one of the methods listed below. If you do not select a display method, the pick list will be available to all users in all locations.

	Hospital Location
	The pick list will be available to anyone who is in the selected hospital location.

	Clinic
	The pick list will be available to anyone who is in the selected the clinic.

	Provider
	The pick list will be available to the selected provider.

	Provider Discipline
	The pick list will be available to anyone who is in the selected provider discipline.


40. To prevent other users from editing your pick list, add your name, and any other user allowed to edit your menu (in the Managers panel).

41. Click OK when complete.

42. You need to add education codes to the pick list category after its creation. On the Manage Education Quick Pick dialog, choose your pick list category from the Education Topic Pick Lists field.
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Figure 7- 14: Manage Education Quick Picks Dialog with no Pick Lists
43. Click the Add button. Select an education code you would like to add. Click Select. The education code will be added to the pick list.
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Figure 7- 15: Manage Education Quick Picks with Pick Lists
44. Repeat the previous step until you have completed your pick list. Additional options can help you manage the pick list.
	Button
	Meaning

	Rename
	Highlight the education code you want to rename and click the Rename button. A window will open enabling you to rename the education code. Note: renaming the code does not result in changing the way the education code is documented.

	Delete
	Highlight the education code you want to remove from the pick list and click the Delete button.

	Copy
	Click the Copy button to copy education codes from another menu to your new pick list.

	Query
	Click the Query button to list the most commonly used patient education codes used by a provider or a clinic.

	Zero Frequency
	Every time you use an education code, the frequency is recorded and displayed on the pick list. This function will reset the frequency for all of the education codes.

	Import 
	This button is used to import an education code pick list from another user.

	Export
	This button is used to export an education code pick list to your desktop computer. This file can be shared with other EHR users.


45. Completing the Education Topic Selection dialog.
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Figure 7- 16: Education Topic Selection Dialog
Check one or more check boxes in the panel below the Pick Lists button.
Select the Type of Training, Comprehension Level, and length of time (in whole numbers) that specifies the number of minutes for the education. If you select more than one education topic, the Length of time is divided equally amongst the topics.
This method of selecting the education topic automatically adds a record to the Education panel.

7.3.3 Adding / Editing an Education Event

You can add a new Patient Education event or edit an existing one. It’s important to note that the date and location of the education event will correspond to the currently selected encounter in the EHR, unless you use the Historical checkbox.
The Add Patient Education Event dialog displays after you select the education topic using any method except Pick List.

Editing Education Event: Select a Patient Education record and click Edit (or select Edit Patient Education on the right-click menu) to display the Edit Patient Education Incident dialog.

Below is the information about adding an education event.
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Figure 7- 17: Add Patient Education Event Dialog

You enter historical patient education information by using the Historical checkbox.

In conjunction with adding education event information, you can add health factor information as well as a refusal for a selected topic. The following information is divided into these parts: (1) Completing the Patient Education Information and (2) Entering Historical Patient Education, and (3) Completing the Health Factors and Refusal Information.
7.3.3.1 Completing the Patient Education Information

Follow these steps to complete the Add Patient Education Event dialog:
46. Select the type of training, if needed.

47. The default for Comprehension Level is Good and should be changed accordingly.

The patient’s Comprehension Level (also called Level of Understanding) can be classified as the following.
Good (examples: verbalizes understanding; able to return demonstration or teach-back correctly)

Fair (examples: verbalizes need for more education; incomplete return demonstration or teach-back indicates partial understanding)

Poor (examples: does not verbalize understanding; unable to return demonstration or teach-back)

Group – No Assessment (examples: education provided in group; unable to evaluate individual response)

Refused

48. You can add a comment to the patient education code that provides further description of the encounter. Comments (limited to 100 characters) can be used for describing the name of a lesson plan or education material provided to the patient. The Comment field has a right-click menu to aid in editing the text.
49. If another provider is needed for the Provided By field, click the [image: image95.bmp] button to select from a lookup utility.

50. Goals are optional for the patient education documentation. Goals can be documented as Goal Set, Goal Met, or Goal Not Met. The free-text field in the Status/Outcome panel is limited to 20 characters (that describes something about the goal).

Goal Set: the preparation phase defined as “patient ready for change” (patient is active.

Goal Met: the action phase defined as “patient activity making the change” or maintenance phase defined as “patient is sustaining the behavior change.”

Goal Not Met: the contemplation phase defined as “patient is unsure about the change” or relapse when the patient started making the change and did not succeed due to ambivalence or other.
51. When the Add Patient Education Event dialog is complete, click Add to have the education topic added to the Education panel. (Otherwise, click Cancel.)

7.3.3.2 Entering Historical Patient Education
When you check the Historical checkbox on the Add Patient Education Event dialog, the Historical group box is added to the dialog.
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Figure 7- 18: Add Patient Education Event Dialog with Historical Checkbox Checked
The Event Date and Location fields determine the date and location of the education event.
Enter a date in the Event Date field by either directly typing the date or clicking the [image: image97.bmp] button to select from a calendar. It must be a past date; otherwise, you get an alert.

The Location field has a right-click menu to aid in editing the information.

If the location is an official IHS facility, enable the Facility radio button. You can select the location from the Lookup Utility dialog by clicking the [image: image98.bmp] button. If you manually enter a facility name, it must be an official IHS facility; if not, when you leave the field, the Lookup Utility dialog will display.

If the location is not an official IHS facility, enable the Other radio button. Enter the non-official location (for example, Dr. Ray Beck).

7.3.3.3 Completing the Health Factors and Refusal Information
This part of the Patient Education dialog is optional. By clicking the Patient’s Learning Health Factors button, you can add health factors information for the selected patient. This information is divided into two parts: (a) completing the health factors information and (b) completing the refusal information.

Follow these steps to complete the health factors information:

1. Click the Patient’s Learning Health Factors button on the Patient Education dialog to display the Add Health Factor and Add Refusal dialog.
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Figure 7- 19: Add Health Factor and Add Refusal Dialog
Add Health Factor Tab

You need to expand any item in order to select a health factor. Click Add and the selected health factor is added to the field below the Patient’s Learning Health Factors button on the Add/Edit Patient Education dialog. In addition, the information is added to the Health Factors component.
NOTE: if you delete an Education record containing a Health Factor, this action deletes the record from the Education panel but DOES NOT delete it from the Health Factor panel.

Barriers to learning are PATIENT specific and documented as a Health Factor in the medical record. They are related to the patient’s overall health status. Barriers are assessed by observation and interview, and then documented to alert other health care providers who might provide education. It is important to accommodate and overcome barriers in order to enhance patient learning. Barriers should be assessed annually or anytime the situation warrants assessment.
Learning Preference is listed in the medical record as a Health Factor. Although a patient may have a predominant way of learning, it is important to use a variety of teaching methods to optimize an education encounter. Learning preference can be evaluated when the provider deems it necessary.
Readiness to Learn can be assessed through both observation and interview. Readiness to Learn is sub-topic specific while Barriers apply to the overall health status of the patient. With few exceptions (emotional, social and cognitive), Barriers to Learning tend to be more physical and slower to change.
Add Refusal Tab

52. Make sure you are on the Add Refusal tab to add a refusal.
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Figure 7- 20: Add Refusal Tab

NOTE: Do not use the Education Topic as a refusal type. This method does not record the refusal for patient education correctly. See Refusals for Patient Education on page 50 on how to correctly enter a patient education refusal.
53. You can check any of the checkboxes (only one) in the Refusal Type panel. The label for the second field will reflect what is checked in the Refusal Type panel.

For example, check Exam in the Refusal Type panel and the second field’s label will be Exam.

54. The Date Refused field defaults to the date of the visit (you can change the date).

55. You can add a comment about the selected topic in the Comment field. This field is a free-text field that contains a right-click menu to help you in editing the entered text.

56. After you complete this dialog, click Add to have the information added to the patient refusal file.

57. The refusal information shows up in the Personal History component under refusals (it does not display in the Patient’s Learning Health Factors panel on the Add/Edit Patient Education dialog).

7.3.4 Outcome and Standard Statement

You can display and print the  XE "Outcome and Standard Statement for Education Event" Outcome and Standard Statement for a selected education event by clicking Show Standard on the Education panel. The same thing happens when you click Display Outcome & Standard on the Education Topic Selection dialog and on the Add/Edit Patient Education dialogs.
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Figure 7- 21: Example of Outcome and Standard Statement

You can print the information in this statement by clicking Print. Click Close to close the statement.

7.3.5 Refusals for Patient Education

You can document the refusal on the Add Patient Education Event dialog.

Follow these steps:

58. Use the Disease and Topic Entry ([image: image102.bmp]) method for selecting a disease and topic on the Education Topic Selection dialog.
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Figure 7- 22: Education Topic Selection Dialog

59. Click the [image: image104.bmp] button to search for a Disease/Illness.

60. The Diagnosis Lookup dialog displays. Search for refusal in the Search Value field.
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Figure 7- 23: Selecting the Refusal Of Treatment Diagnosis
61. Select the Refusal Of Treatment diagnosis and click OK.

62. This diagnosis is added to the Education Topic Selection dialog.
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Figure 7- 24: Completing the Education Topic Selection Dialog
63. Select a topic in the Topic Selection panel and click OK.

64. The selected information is added to the Add Patient Education Event dialog.
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Figure 7- 25: Refusal Of Treatment Added to Add Patient Education Event
8.0 Personal Health
The Personal Health panel has features where you can record data regarding: Asthma, Infant Feeding, Birth Measurements, Reproductive Status, Refusal, Treatment Contract, and Functional Status (Elder Care).
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Figure 8- 1: Personal Health Panel
The right-click menu contains the Add, Edit, and Delete options.

You can only edit (NOT delete) Reproductive Status and Birth Measurements data.

Various options are available from the drop-down list, depending on the selected patient. You must have a visit selected before using any of the options.

What choices you have in the drop-down list depends upon the personal history (BGOZ) user keys that are assigned to the provider; contact your CAC about the available keys.

8.1 Asthma Status
The Asthma Status option on the drop-down list is where you record information about the current patient’s asthma status. Click Add to display the Add Asthma Record dialog.

Those users who have key to access the Asthma Registry (BATZMENU) key will be able to manage the registry through the EHR under this option. If you do NOT have the Asthma Registry key, then the Asthma Register group box will NOT display.
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Figure 8- 2: Add Asthma Record
8.2 Functional Status

The Functional Status option on the drop-down list is where you record the activities of daily living about the current patient.
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Figure 8- 3: Functional Status Entry
You can select any one drop-down list to record these activities.

8.3 Infant Feeding

The Infant Feeding option on the drop-down list is where you record information about infant feeding choice for the current patient. This applies to patients < 5 years old.
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Figure 8- 4: Add Infant Feeding Record Dialog
The list allows only one selection. To change a selection, de-select it.

8.4 Refusal
The Refusal option on the drop-down list is where you record that the current patient refused treatment or assessment.
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Figure 8- 5: Enter Refusal Dialog
What you have checked in the Refusal Type field determines the label for the field below Refusal Type. For example, if you check Exam, then the label of the second field would be Exam.

The second field below might have a lookup utility or similar functionality, according to the refusal type. For example, check Exam and then click the [image: image113.bmp] button (for the second field) to display the Lookup Exam dialog.

The Date Refused field defaults to the current date. You can change the date by entering it manually or by clicking the  button to select from a calendar. The date cannot be a future date.

The Comment field is a free-text field that contains a right-click menu to help you in editing the entered text.

Please note that when you enter a refusal record for Exam, Immunization, Skin Test, this adds a refusal record to the Exam panel, the Vaccinations panel, the Skin Test History panel, respectively.

8.5 Birth Measurements
The Birth Measurements option on the drop-down list is where you record birth measurement information about the current patient. This applies to patients < 8 years old.
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Figure 8- 6: Update Birth Measurements Dialog
The unit of measure for birth weight is automatically changed for the following:

Changes to kilograms if “k” or “K” is typed.

Changes to grams if “g” or “G” is typed.

Changes to lbs.-oz. if a hyphen or space is typed.

The resulting value is appropriately validated.

The Mother or Guardian field has a lookup utility where you can search for a name.

8.6 Reproductive History

The Reproductive Status option records important data regarding the current patient’s reproductive history. This applies to female patients only.
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Figure 8- 7: Sample Update Reproductive History Dialog
	Panel (Name)
	Action to Take

	G (Gravidity)
	Enter the number of times this patient has been pregnant.

	P (Parity)
	Enter the number of times that the patient has given birth.

	LC (Living Children)
	Enter the patient’s number of living children.

	SA (Spontaneous Abortions)
	Enter the number of naturally occurring expulsions of a nonviable fetus.

	TA (Therapeutic Abortions)
	Enter the number of abortions induced when pregnancy constitutes a threat to the physical or mental health of the mother.

	LMP (Last Menstrual Period)
	Enter the date of the patient’s last menstrual period using the calendar (click the  button).


Follow these steps to complete the remaining fields:

65. Family Planning Method: Enter the patient’s method of family planning from the drop-down list.

66. Date FP Began: Enter the date the patient began her current method of family planning using the calendar (click the  button).

67. Pregnant: Click the checkbox if the patient is pregnant. This will activate the Est. Delivery and Determined By fields.

68. If you have Est. Delivery and/or Determined By fields populated and uncheck Pregnant, then the Est. Delivery and Determined By fields become blank.

69. Est. Delivery: Enter the patient’s estimated delivery date using the calendar (click the  button) or by manually entering the date.

70. Determined By: Select from the drop-down list the method by which the estimated delivery date was determined.

8.7 Treatment Contract

The Treatment Contract option on the drop-down list is where you record that the treatment contract was made with the current patient.
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Figure 8- 8: Add Treatment Contract Record Dialog
The Date Initiated field defaults to the current date. You can change the date by entering it manually or by clicking the [image: image117.bmp] button to select from a calendar. The date cannot be a future date.

The Provider field has a lookup utility where you can search for a name.
9.0 Immunizations and Skin Tests

This section describes documenting vaccinations, contraindications, and skin tests.

9.1 Immunization Record

The Immunization Record component contains the Forecast, Contraindications and Vaccinations panels.
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Figure 9- 1: Immunization Record
The Forecast field contains the patient’s needed immunizations, as derived from the ImmServe Forecasting System.
The Contraindications field displays the patient’s contraindications, such as a history of chicken pox or refusals for specific vaccines.

9.2 Web Reference

The Web Reference Search for the Immunization Record component depends on if any records are present or not.
Condition 1: If there are records present, select one and click the [image: image119.png]


 button (or select the Web Reference option on the right-click menu) to go to the UpToDate Web site for the topic associated with the selected record. You can change to another Web site by selecting from the Reference Site drop-down list (on the Web site).

Condition 2: If there are no records present, click the [image: image120.png]


 button to display the Web Reference Search dialog.
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Figure 9- 2: Web Reference Search Dialog
Select a Reference Site, if needed; the default is the UpToDate site. After entering a term and clicking Search, you go to the selected Web site for the specified term. You can change to another Web site by selecting from the Reference Search drop-down list (on the Web site).

9.3 Documenting Vaccinations

The Vaccinations grid allows you to view, edit, delete and add vaccination information for a patient into the Resource and Patient Management System (RPMS). It requires that version 8.0, or later, of the RPMS Immunization package be installed. This grid allows the provider to see immediately which vaccinations the patient has received and which ones are needed.
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Figure 9- 3: Vaccinations Panel
The Vaccinations grid displays all vaccinations that have been entered into the RPMS. The vaccinations can be sorted by clicking on a column heading. If no Vaccination information is present in the RPMS for a patient, the grid will be empty.

9.3.1 Buttons on the Vaccinations Panel

The following table summarizes the functionality of the buttons on the Vaccinations panel.

	Button
	Functionality

	Print Record
	Click this button to display and/or print the Official Immunization Record for the current patient.

	Due Letter
	Click this button to display and/or print an Immunization Due Letter Record. This letter is a reminder to make an appointment for the patient for the needed immunizations.

	Case Data
	Click this button to view/edit Immunization Register data for the current patient (from the Immunization package). This button must be configured in the Immunization package in order to be active.

	Add
	Click this button to add current, historical, or refusal immunization information about a selected vaccine.

	Edit
	Click this button to change a selected vaccination record.

	Delete
	Click this button to delete a selected vaccination record.


9.3.2 Adding a Vaccination Record
You can add new vaccinations regardless of whether the patient is a child or adult, or is included in the immunization registry or not. New vaccinations are those that are given for a visit. It is important to note that the date and location of the vaccination correspond to the currently selected encounter in the EHR.

Follow these steps to add a vaccination record:

71. Make sure a visit is selected.

72. Click Add on the Vaccinations panel (or select Add Vaccination on the right-click menu) to display the Vaccine Selection dialog.
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Figure 9- 4: Selecting a Vaccine Dialog
73.  The selection list is initially populated with all active vaccines. This can be changed to “Show Only active Vaccines with a Lot Number” by enabling that radio button. Additionally, you can filter the list by entering a search value. The search value can either be the first few letters of an Immunization name, HL7-CVX code, or a Brand name. A long description of the vaccine can be displayed by hovering the mouse over a vaccine entry in the grid.
To select an entry, you can double-click on the vaccine entry in the grid, highlight it and click the OK button, or highlight it and press the Enter key (otherwise, click Cancel). The Add Immunization dialog displays.
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Figure 9- 5: Add Vaccination Dialog
74. For current immunizations, select the Current radio button.

75. If a compound vaccine is selected, then a separate immunization record will be added for each component. Such as in the above example, three separate vaccination records are added for DTaP, Hep B and IPV.

Note: if you delete any one record (in the example), that deletes all of them.

76. The Administered By field defaults to the current user.

77. For common vaccines, the application automatically loads default values for the Lot, Volume, and Vaccine Information Statement fields.

78. The Vaccine Information Statement (VIS) date is required to give a parent/patient a VIS for each vaccine administered as evidence of Informed Consent. You can change the date by clicking the [image: image125.bmp] button and selecting from a calendar.

79. You can change any of the fields, as needed.

80. If a manager of the Immunization package has specified that Lot Numbers are required, then they will be there as long as there are active lots assigned to the vaccine.

81. When the Add Immunization dialog is complete, click OK to add the vaccination to the Vaccinations panel.

82. Note: after documenting the administration of a vaccine, the appropriate CPT codes for the administration and for the vaccine will be added (see section 11.0).

9.3.3 Editing a Vaccination Record

You can edit a  XE "Vaccination:Editing" Vaccination record by selecting it in the Vaccinations grid and then clicking the Edit button. You use the Edit Immunization dialog to update all of the data fields of the original immunization plus to enter Reaction and Dose Over-ride data.

Make sure a visit is selected. Follow these steps to edit a vaccination:

83. Select a immunization record you want to edit.

84. Click Edit on the Vaccinations panel (or select Edit Vaccination on the right-click men) to display the Edit Immunization dialog. The existing information about the selected record will display.
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Figure 9- 6: Edit Immunization Dialog

85. You can edit the Dose Override field only if you have been assigned the BIZ EDIT PATIENTS security key and would typically not be specified.

The Dose Override field affects the forecasting; it will ignore invalid doses and count forced valid doses. The field is used to force a dose valid (if given a day or so early but won’t affect school) or invalid (due to expired vaccine, etc.)

86. You can enter a reaction by selecting from the drop-down list for the Reaction field.

When a rea XE "Reaction to a Contraindication" ction is entered, if it Anaphylaxis, Convulsions, Lethargy, or Fever>104°, then a corresponding contraindication is automatically added.

Otherwise you are asked if it should be added as a contraindication for the patient; if you answer yes, a contraindication of ‘Other Allergy’ is added.
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Figure 9- 7: Alert when Saving Contraindication

Click Yes to save the reaction as a contraindication. Otherwise, click No.
87. When the Edit Immunization dialog is complete, click OK to change the information about the selected record. (Otherwise, click Cancel.)

9.3.4 Entering Historical Immunization

You enter historical immunization information on the Add Immunization dialog by selecting the Historical radio button to display the Add Historical Immunization dialog.
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Figure 9- 8: Sample Add Historical Immunization Dialog

Please note, you can enter an historical immunization by NOT having a visit selected and clicking the Add button. The Add Historical Immunization dialog with the Historical radio button selected will display.
The Documented By field defaults to the current user (you can change this).

The Event Date field must be a previous date that you can manually enter or select from a calendar.

The Location field has a right-click menu to aid in editing the information.

If the location is an official IHS facility, enable the Facility radio button. You can select the location from the Lookup Utility dialog by clicking the [image: image129.bmp] button. If you manually enter a facility name, it must be an official IHS facility; if not, when you leave the field, the Lookup Utility dialog will display.

If the location is not an official IHS facility, enable the Other radio button. Enter the non-official location (for example, Dr. Ray Beck).

9.3.5 Entering Immunization Refusal

You enter immunization refusals on the Add Immunization dialog by selecting the Refusal radio button to display the Add Immunization Refusal dialog.
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Figure 9- 9: Add Immunization Refusal Dialog
The Event Date must be a past date that you can manually enter or select from a calendar.
Click OK when the dialog is complete. This adds an immunization record to the Vaccinations panel as well as adding a Refusal record to the Personal Health panel.
If you delete the refusal immunization record on the Immunization panel, that action also removes it from the Personal Health panel. (Vise-versa is also true.)
9.4 Patient Contraindications

If the patient has had a  XE "Patient Contraindications" contraindication to a vaccine, you can record it with the corresponding reason being specified. In addition, you can add a refusal (parent or patient) to the contraindication.
Any contraindications entered for the patient will be displayed in the main Contraindications panel, and you will be alerted if the associated vaccine is subsequently selected.
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Figure 9- 10: Sample Contraindications Panel

You DO NOT have to have a visit selected to enter/delete Contraindications records.
9.4.1 Adding a Contraindication Record

Follow these steps to  XE "Patient Contraindications:Adding" add a contraindication:

88. Click Add (or select Add Contraindication on the right-click menu) to display the Enter Patient Contraindication dialog.
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Figure 9- 11: Adding a Contraindication Dialog

89. If you enter a few characters in the Vaccine field, the Vaccine Selection dialog displays. Otherwise, click the [image: image133.bmp] button at the end of the Vaccine field.
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Figure 9- 12: Selecting a Vaccine Dialog
A vaccine  XE "Vaccine:Selecting" must first be  XE "Vaccination:Selecting Vaccine for" selected in order to add a vaccination record. The selection list is initially populated with all active vaccines. This can be changed to “Show Only active Vaccines with a Lot Number” by enabling that radio button. Additionally, you can filter the list by entering a search value. The search value can either be the first few letters of an Immunization name, HL7-CVX code, or a Brand name. A long description of the vaccine can be displayed by hovering the mouse over a vaccine entry in the grid. To select an entry, you can double-click on the vaccine entry in the grid, highlight it and click the OK button, or highlight it and press the Enter key.

90. The selected vaccine will display in the Vaccine field of the Enter Patient Contraindication dialog.

If you add a vaccination for which the patient has a related contraindication, the application displays an alert and asks if you want to continue.
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Figure 9- 13: Contraindication Alert
If you click Yes, you can continue on the Enter Patient Contraindication dialog (otherwise, click No).

91. Highlight the Contraindication Reason. You might have to use the scroll bars to find the correct reason.

92. When the Enter Patient Contraindication dialog is complete, click Add to add the contraindication to the Contraindications panel. (Otherwise, click Cancel.)
9.5 Documenting Skin Tests

The Skin Test History  XE "Wellness Tab:Skin Tests panel" panel contains a history of the patient’s skin tests. This panel allows you to view, edit, delete and add Skin Test information for a patient into the Resource and Patient Management System (RPMS).
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Figure 9- 14: Skin Test History Panel

You can edit/delete only those skin test records that you entered.

You can print a selected record by clicking the Print Record button.
9.5.1 Adding a Skin Test

Make sure that a visit is selected. Follow these steps to add a  XE "Skin Tests:Adding" skin test for the current patient:

93. Click Add in the Skin Test History panel (or select Add Skin Test on the right-click menu) to display the Lookup Skin Test dialog.
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Figure 9- 15: Lookup Skin Test Dialog
94. You can type a few characters in the Search Value field and click Search to find a skin test. Otherwise, you can select a skin test from the Skin Test panel.

95. Click OK to display the Add Skin Test dialog.
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Figure 9- 16: Sample Add Skin Test Dialog
96. The default for the ‘Administer By’ field is the current user.

97. The default Results is Pending. If you do not enter a results value, the result of Pending will initially be recorded until the final results are entered. Results can be recorded up to 48 to 72 hours following the initial entry of the skin test, regardless of the visit lock status.

98. If you do enter Results (other than Refused), the Add Skin Test dialog changes.
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Figure 9- 17: Add Skin Test Dialog With Results Selected
99. The Reading field allows only numeric data (required field). This field does not display when Results = No Take.
100. The Date Read defaults to the current date (can be changed).

101. The Reading Provider defaults to the current user (can be changed).

102. When the Add Skin Test dialog is complete, click Save. (Otherwise, click Cancel.)
9.5.2 Adding Historical Skin Tests

You add historical skin tests on the Add Skin Test dialog by selecting the Historical radio button to display the Add Historical Skin Test dialog.
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Figure 9- 18: Sample Add Historical Skin Test Dialog
Please note, you can enter an historical skin test by NOT having a visit selected and clicking the Add button. The Add Historical Skin Test dialog with the Historical radio button selected will display.
Enter the results in the Results field (you can select an option).
The Location field has a right-click menu to aid in editing the information.

If the location is an official IHS facility, enable the Facility radio button. You can select the location from the Lookup Utility dialog by clicking the [image: image141.bmp] button. If you manually enter a facility name, it must be an official IHS facility; if not, when you leave the field, the Lookup Utility dialog will display.

If the location is not an official IHS facility, enable the Other radio button. Enter the non-official location (for example, Dr. Ray Beck).

9.5.3 Refusals for Skin Test

You document the patient refusal for a skin test by selecting the Refusal radio button on the Add Skin Test dialog. The Add Skin Test Refusal dialog displays.
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Figure 9- 19: Sample Add Skin Test Refusal Dialog
You can change the Skin Test, Documented By, and Event Date (must be a previous date) fields.

After clicking Save, this adds a skin test record to the Skin Test History panel as well as adds a refusal record to the Personal Health panel.
If you delete the refused skin test record on the Skin Test History panel, that action also removes it from the Personal Health panel. (Vice-versa is true.)
10.0 POV and Problem List

This section describes how to document the Purpose of Visit (POV) and the Problem List. A selected patient, encounter information, and a POV are required anytime information is entered into the RPMS system.

10.1 Documenting the Purpose of Visit

You document the purpose of visit in the Visit Diagnosis panel.
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Figure 10- 1: Sample Visit Diagnosis Panel
The Visit Diagnosis  XE "Prob/POV Tab:Visit Diagnosis panel" panel shows the purpose of visit information. The information in this panel can come from other EHR components as well as by adding a new visit diagnosis.

10.1.1 Web Reference Search

The Web Reference Search for the Visit Diagnosis panel depends on if any records are present or not.
Condition 1: If there are records present, select one and click the [image: image144.png]


 button (or select the Web Reference option on the right-click menu) to go to the UpToDate Web site for the topic associated with the selected record. You can change to another Web site by selecting from the Reference Site drop-down list (on the Web site).

Condition 2: If there are no records present, click the [image: image145.png]


 button to display the Web Reference Search dialog.
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Figure 10- 2: Web Reference Search Dialog
Select a Reference Site, if needed; the default is the UpToDate site. After entering a term and clicking Search, you go to the selected Web site for the specified term. You can change to another Web site by selecting from the Reference Search drop-down list (on the Web site).

10.1.2 Adding a Visit Diagnosis

Make sure you have a visit selected. Follow these steps to add a  XE "Visit Diagnosis panel:Adding a Visit Diagnosis" visit diagnosis:

103. Click Add in the Visit Diagnosis panel (or select Add New POV on the right-click menu) to display the “Add POV for Current Visit” dialog.
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Figure 10- 3: Add POV for Current Visit Dialog
10.1.2.1 Completing the Fields on the Add POV for Current Visit

104. If you know the ICD for the diagnosis, you can type that in the ICD field. Otherwise, click the [image: image148.bmp] button at the end of the ICD field to display the Diagnosis Lookup dialog. There is a right-click menu in the ICD field to assist in editing the text in this field. See “Using the Lookup Utility for ICD field” for more information.
If you do not enter the ICD code, then the field will default to .9999.

105. The Narrative field is required, but it is usually populated when you select an ICD code. What it is populated with is determined by if you checked (or not checked) the “Return Search Text as Narrative” checkbox on the lookup utility.

The field is limited to 80 characters; if it is longer than 80 characters, the Narrative Too Long information message displays (after you click Save on the Add POV for Current Visit dialog).
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Figure 10- 4: Sample Information Message When Narrative Field is Too Long

Click Yes to have the application truncate the text of the Narrative field to 80 characters.

Click No to close the warning. Return to the Narrative field and edit the text. The Narrative field has a right-click menu to assist in editing the text in this field.
106. By checking the “Primary Diagnosis” checkbox, this will designate the diagnosis as primary which might influence subsequent billing activity for the visit. If you do not check this, the Priority becomes Secondary.
107. The Stage field allows any whole number from 0 to 9. Use this for diagnosis that have stages. For example, use in cancer, retinopathy, ulcers.
108. You use the Date of Onset field to indicate when the current symptoms started. Click the [image: image150.bmp] button at the end of the Date of Onset to select a date.

109. You use the Modifier field to reflect the status of the diagnosis as of this visit. The Consider, Doubtful, Follow Up, Maybe, Rule Out, Probable, Resolved, Suspect options are only used for Inpatient.

Example: abdominal pain, rule out cholecysitis.

For inpatient you would code the cholecystitis and use the rule out modifier.
For outpatient you would code the abdominal pain.

110. If you want the visit to appear in the Problem List panel as well as the Visit Diagnosis panel, check the “Add to Problem List” checkbox.

NOTE: If you delete this POV record, this action DOES NOT delete the record in the Problem List panel.

111. If this is an injury related POV, you need to check the “POV is Injury Related” checkbox and complete the fields in that panel.
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Figure 10- 5: Sample Injury Related Panel
Enable the appropriate radio button about the visit.

Click the [image: image152.bmp] button at the end of the of the “Injury caused by” field to select from a Injury Cause lookup utility. This field has a right-right menu to assist in editing the text.

Click the drop-down list for the Place field to select a location where the injury occurred. There is a right-right menu to assist in editing the text.

The Injury Date defaults to today’s date. You can change the date by clicking the [image: image153.bmp] button and selecting another date from the calendar.

The “Associated with” field is for employment-related situations; this helps the Business Office for a possible workman’s compensation and the alcohol-related in statistical reporting. Select an option from the drop-down list.

112. Click Save to have the “new” visit diagnosis added to the Visit Diagnosis panel. (Otherwise, click Cancel.)
10.1.2.2 Using the Education Button

You use the Education button (after you have selected the ICD Diagnosis) to add patient education and health factor (or refusal information) for the current patient. The added education information populates the Education panel on the Wellness window.

Follow these steps:

1. Click the Education button to display the Document Patient Education dialog.
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Figure 10- 6: Document Patient Education Dialog
Completing the Fields on the Document Patient Education Dialog

2. The information in the top panel is like selecting a patient education topic using the Disease & Topic method.

3. Select the type of training, if needed.

4. The default for the Comprehension Level is Good and should be changed accordingly, along with the Provided By field, if necessary.

The patient’s Comprehension Level (also called Level of Understanding) can be classified as the following:

Good - examples: verbalizes understanding; able to return demonstration or teach-back correctly.

Fair - examples: verbalizes need for more education; incomplete return demonstration or teach-back indicates partial understanding.

Poor - examples: does not verbalize understanding; unable to return demonstration or teach-back.

Group - No Assessment – examples: education provided in group; unable to evaluate individual response.

Refused.

5. You can add a comment to the patient education code that provides further description of the encounter. Comments can be used for describing the name of a lesson plan or education material provided to the patient (limited to 100 characters). The Comment field has a right-click menu to aid in editing the text.

6. If another provider is needed for the Provided By field, click the [image: image155.bmp] button to select from a dialog.

7. Goals are an optional component of the patient education documentation and can be documented as Goal Set, Goal Met, or Goal Not Met. The free-text field in the Status/Outcome panel is limited to 20 characters.

8. When the Document Patient Education dialog is complete, click Save to have the education topic added to the Education panel. (Otherwise, click Cancel.)

Completing the Health Factors Information

This part of the Patient Education dialog is optional. By clicking the Patient’s Learning Health Factors button, you can add health factors or refusals information for the selected patient.

Follow these steps to complete the health factors information:

113. Click the Patient’s Learning Health Factors button on the Patient Education dialog to display a dialog with two tabs.
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Figure 10- 7: Add Health Factor and Add Refusal Dialog

Add Health Factor

114. You need to expand one of the Items in order to select a health factor under that item.
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Figure 10- 8: Expanded Topics for Add Health Factor Tab
115. Highlight the particular health factor.

116. You can add a comment about the particular health factor, if needed.

117. Click Add. This adds the particular health factor to the Health Factor panel on the Wellness window, and it displays in the Patient’s Learning Health Factors panel on the Add/Edit Patient Education dialog.
Add Refusal
Do not use the Education Topic as the Refusal Type on the Add Refusal tab because this option does not store that type of refusal correctly.
118. Make sure you are on the Add Refusal tab to add a refusal.
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Figure 10- 9: Add Refusal Tab
119. You can check any of the checkboxes (only one) in the Refusal Type panel.

120. The label for the second field will reflect what is checked in the Refusal Type panel. This field might have a lookup utility or similar functionality, according to the refusal type. For example, check Exam and then click the [image: image159.bmp] (for the second field) to display the Lookup Exam dialog.

If this field does not have an active [image: image160.bmp] button, then the system automatically populates the second field. For example, check EKG (for Refusal Type) and the second field is populated with EKG.

121. The Date Refused field defaults to the current date. You can change the date by entering it manually or by clicking the [image: image161.bmp] button to select from a calendar. The date cannot be a future date.

122. You can add a comment, if needed. This field has a right-click menu to aid in editing the text.

123. After you complete this dialog, click Add to have the information added to the refusal file. The refusal information displays as Refusal data in the Personal Health panel.

10.1.3 Deleting POV Record

Any Health Factor/Refusal information entered for the selected visit diagnosis (POV) is NOT removed by the Delete function.
If you added Patient Education data for the selected visit diagnosis (POV), you will be asked if you want to delete the education data.
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Figure 10- 10: Remove Patient Education Information Message

Click Yes to remove the patient education event names on the information message. (Otherwise, click No.)
10.2 Documenting the Problem List

You add and maintain the problem list on the Problem List panel.
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Figure 10- 11: Sample Problem Panel
The field by the Problem List label determines what problem category will be displayed in the panel.
The “All Problems” option will display all categories of the problems for the current patient.

You can filter the all problems list by selecting active, inactive, personal history, or family history; this means, for example, if you select “Family History” only those problems with a category of family history will display in the Problem List panel.

The problem list categories are determined by the Status field of a problem (when you add or edit a problem).
The Set as Today’s POV button creates the selected problem as today’s POV in the Visit Diagnosis panel.

10.2.1 Adding a Problem
You add a problem to the problem list if you consider it is important enough and that it will become an ongoing issue.

Make sure you have a visit selected. Follow these steps to add a new  XE "Problem List panel:Adding a Problem" problem to a patient’s problem list:
124. Click Add in the Problem List panel (or select Add New Problem on the right-click menu) to display the Problem Maintenance dialog.
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Figure 10- 12: Problem Maintenance Dialog for Adding Problem
125. If you know the ICD for the problem, you can type that in the ICD field. Otherwise, click the button at the end of the ICD field to display the Diagnosis Lookup dialog. See “Using the Lookup Utility for ICD field” for more information.

If you do not populate the ICD field, the application populates it with .9999.

126. The Narrative field is required. It has a right-click menus to aid in editing the text.

If you selected an ICD code, the Narrative field is automatically populated. What it is populated with is determined by if you checked (or not checked) the “Return Search Text as Narrative” checkbox on the lookup utility. See “Using the Lookup Utility for ICD field” for more information.
The field is limited to 80 characters; if it is longer than 80 characters, the Narrative Too Long information message displays (after you click Save on the Problem Maintenance dialog).
127. You use the Date of Onset field to indicate when the current symptoms started. Click the [image: image165.bmp] button at the end of the Date of Onset to select a date.
128. Enable the appropriate radio button in the Status panel. “Active Status” is the default for a new problem.

129. You can add Notes if needed. This field has a right-click menu to aid in editing the text. If you add notes, the EHR application assigns it a note number, records the note, assigns it the current date, and uses the current logon person as the author.

130. You can specify a priority for a problem (there is no default or assigned priority). This overrides the chronological order of the problem on the Problem List panel.

Use the up and down arrows to change the Priority field.

131. You use the Problem ID number to group problems logically, such as by putting problems together, within the problem list. The Problem ID number is automatically assigned.

On problem editing, the existing problem number can be altered, if the facility for the problem differs from the user’s current logged-in facility. The user will be asked if it should be changed to the logged-in facility. When a problem number is altered (for both adding and editing a problem), it is checked to ensure that the number has not already been used for the facility

132. When the Problem Maintenance dialog is complete, click Save. The application assigns the problem an ID number, an Entered date, and a Modified date (both dates will be the same). This information appears in the Problem List. (Otherwise, click Cancel.)
10.2.2 Editing a Problem

The application allows you to change  XE "Problem List panel:Editing a Problem" information about an existing problem. Most likely, you will change the problem from the Active status to the Inactive status.

Make sure you have a visit selected. Follow these steps to edit information about a problem:
133. Highlight a problem in the Problem List panel.

134. Click Edit (or select Edit Problem on the right-click menu) to display the Problem Maintenance dialog for the selected problem.
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Figure 10- 13: Problem Maintenance Dialog for Editing a Problem
135. You can change the Narrative, ICD, Date of Onset, and Status information. See the section “Adding a Problem” for information about these fields.
136. The Notes part of the dialog has its own buttons: Add Note and Delete Note. All notes associated with the problem display in this panel.

137. To add a note, click Add Note to display the Add Note dialog.
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Figure 10- 14: Add Note Dialog
Enter the text of the note. This field has a right-click menu to aid in editing the text.

Click OK to have the note information appear on the Problem Maintenance dialog. (Otherwise, click Cancel.)
138. If you want to delete an existing note on the Problem Maintenance dialog, highlight the note and click Delete.

The application displays the “Delete Note?” information message.
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Figure 10- 15: Delete Note Information Message
Click Yes to remove the note from the Problem Maintenance dialog. (Otherwise, click No.)
139. After correcting any information about the problem (including adding or deleting a note), click Save (on the Problem Maintenance dialog) to have the corrected information appear in the Problem List panel. (Otherwise, click Cancel.)
10.2.3 Refusals for POV

You can document refusals for POV by searching for refusals on the Diagnosis Lookup dialog.
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Figure 10- 16: Refusal Of Treatment Option for POV
Select the Refusal Of Treatment diagnosis and click OK. The diagnosis is added to the Add POV for Current Visit dialog.
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Figure 10- 17: Refusal Of Treatment as Diagnosis

10.3 Using the Lookup Utility for ICD Field

The following information can assist you in using the lookup utility for the ICD field.

1. Click the button at the end of the ICD field to display the Diagnosis Lookup dialog.
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Figure 10- 18: Diagnosis Lookup Dialog
2. Enable the appropriate radio button for the search. The Lexicon Utility uses a common language of terminology. The Clinical Coordinator can modify this utility to meet local site needs (for example, to allow nurses to see only nursing terms).

3. The “Return Search Text as Narrative” checkbox (when checked) allows the EHR to populate the Narrative field with whatever you enter in the Search Value field. Otherwise, the Narrative field is populated with whatever is selected for the ICD field.

4. Type a few characters of the diagnosis in the Search Value field and click Search. The appropriate items display in the lower panel of the Diagnosis Lookup dialog.
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Figure 10- 19: Selecting a Diagnosis
You can sort the Code or Diagnosis column by clicking on the column heading. Use the scroll bar to view the entire list. When you have found the correct diagnosis, highlight it and click OK (or double-click the diagnosis).

If this is the wrong set of diagnosis codes, enter a new diagnosis in the Search Value text field, and then click Search. If necessary, repeat this until you find the correct diagnosis.

The selected diagnosis displays in the ICD field.
11.0 Services/Procedures

The Services window provides an historical listing of the current patient, the super-bills for various services, the evaluation and management of the various types of services, and the visit services.

[image: image173.png]Patient Chart | Commurication

Abel Duane W

oicENErAL 2oy % a0l u
S Historical Services: [Sugcal ~]  Addto Curent Vst 4dd | Dekte

" [VistDate | Gode | Desciption Fociily | O | Diagnoss | Pim [Modfer1 | Moder2
TI/07/2003 11100 Biopsy, SkinLesion  CiowHo 1 N
11/07/2003_ 20605 Diin/iect Joiifousa_CiowHo 1 N

SuperBill: | [ Disply: [ Freg Rark 7 Code I~ Descrption Cols|3 3]

[ 11040 - Debid Skin, Partal 11055  Trm Skin Lesien ] 11721 - Debis Nai, 6 01 More
7111041 - Debice Skin,Ful 111713 Tiim Nails) 111730 - Removal Of Nail Plste
111042  Debide Skintissue (111720 - Debide Nai, 1-5 (111750 - Removal Of Nail Bed

™ Show Al

Evaluation and Management
Type of Service Level of Service:
Consulaion | Complesy
Problem focused _ Staifommrd
E;’;’J’g’gﬂgﬁfv"‘i‘;‘i Expanded Shaiforward
Dther ER Services Detaiied Low
il Hospl Care Comprchensive  Modsrale
Subscauent Hospial Comprshersive _ High
Observation Inpatert
Fospial Discherge
IniialInpatient Consu
Followup Inpatent C.
Newbom Care

Visit Services: 1| 2dd | Eot | Dot |
Waratve Ty [Degross Wodier 2

Fieveniive Medcne

< v | 3

‘Notiications 4 Cover Sheet o Prob/PUY JISGNIGES Notes o Orders 4 Medicalions 4 Labs 4 wellness 4 D/C Summ 4 Fieports 4 Consults




Figure 11- 1: Services Window

11.1 E&M Codes

The Evaluation and Management panel allows you to select the type and level of service provided at the patient visit.
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Figure 11- 2: New or Established Patient Indicator

You must have a visit selected to use the features of this panel.
Type of Service

The  XE "Evaluation and Management panel:Type of Service" types of services available are listed in the Type of Service panel. Each type of service has different levels of service associated with it and these choices display in the Level of Service panel.

Level of Service

The l XE "Evaluation and Management panel:Level of Service" evel of service for each type of service displays in the Level of Service panel with checkboxes next to each choice along with the corresponding CPT code or other identifier.

Making selections in this panel will add visit data to the Visit Services panel.

If you uncheck the selection in the Level of Service panel, this removes the information from the Visit Services panel.

For “Office Visit” and “Preventive Medicine” types of service, you must indicate whether the patient is New Patient or Established Patient.

NOTE: New and Established Patient is solely for the purpose of distinguishing between new and established patients. Professional services are those face-to-face services rendered by a physician and reported by specific CPT codes.

A new patient is one who has not received any professional services from the physician or another physician of the same specialty who belongs to the same group practice, within the past three years.

An established patient is one who has received professional services from the physician or another physician of the same specialty who belongs to the same group practice, within the past three years.

In the instance where a physician is on call for or covering for another physician, the patient’s encounter will be classified as it would have been by the physician who is not available.

No distinction is made between new and established patients in the emergency department. E/M services in the emergency department category can be reported for any new or established patient who comes in for treatment in the emergency department.

11.2 Historical Services

The Historical Services  XE "Services Tab:Historical Services panel" panel allows you to see all the codes applied to the patient’s historical visits. You can view the codes by a variety of categories: surgical, medical, anesthesia, radiology, laboratory, dental, miscellaneous, and all codes.
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Figure 11- 3: Historical Services Panel

You can do the following on this panel:

· Add a selected historical visit to the Visit Services panel

· Add a historical visit to the Historical Services panel

· Delete a selected historical visit

· View Visit Detail information
11.2.1 Add to Current Visit Button
Follow these steps to add a service to the current visit:

140. Highligh XE "Historical Services panel:Add to Current Visit" t a visit and click Add to Current Visit (or select Add to Current Visit on the right-click menu).

141. The selected visit information is added to the Visit Services panel.

11.2.2 Add Button

You might use this feature when you have a new patient and you want to record a historical service. Follow these steps:

142. Click the Add button (or select Add to Historical Service on the right-click menu) to disp XE "Historical Services panel:Adding Historical Visit" lay the Add Historical Service dialog.
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Figure 11- 4: Add Historical Service Dialog

143. The Add Historical Service allows you to enter an option from the Pick List tab or an option from the Procedure tab.

The following information is divided into three sections: (1) Using the Pick List Tab, (2) Using the Procedure Tab, and (3) Completing the Add Historical Service Dialog

11.2.2.1 Using the Pick List Tab

144. Make sure you are on the Pick List tab.

145. Check an item from the GRPA SERVICES panel on the Pick List tab.

11.2.2.2 Using the Procedure Tab

146. Make sure you are on the Procedure tab.
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Figure 11- 5: Add Historical Service Dialog, Procedure Tab

147. You can manually populate the Procedure field, if needed. Otherwise, click the [image: image178.bmp] button to select one from the Procedure Lookup Utility. If you do not populate this field, this field will contain 00099 (meaning un-coded CPT code).

On the Procedure Lookup utility, you can do the following:

· Search for a CPT code (in the Procedure field).

· Check the “Return Search Text as Narrative” checkbox. This allows the EHR to populate the Procedure field with whatever you enter in the Search Value field. Otherwise, the Procedure field is populated with whatever is selected for the Search Value (CPT narrative) field.
· After you click OK, the Procedure field on the Procedure tab of the Add Historical Service dialog becomes populated.

148. The Narrative field is required. If you only populate the Narrative field, make sure that the description is adequate for the coder to populate the Procedure field.
The Narrative field is limited to 80 characters. If you enter more than 80, the Narrative Too Long information message displays.

11.2.2.3 Completing the Add Historical Service Dialog
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Figure 11- 6: Remaining Historical Fields
1. You select a date from the calendar by clicking the [image: image180.bmp] button. If the date must be a past date.

2. Populate the Location field. This field has a right-click menu to aid in editing the information.

If the location is an official IHS facility, enable the Facility radio button. You can select the location from the Lookup Utility dialog by clicking the [image: image181.bmp] button. If you manually enter a facility name, it must be an official IHS facility; if not, when you leave the field, the Lookup Utility dialog will display.

If the location is not an official IHS facility, enable the Other radio button. Enter the non-official location (for example, Dr. Ray Beck).

3. When the Add Historical Service dialog is complete, click Save. This adds a record to the Historical Services panel. (Otherwise, click Cancel.)

11.2.2.4 Adding Historical Mammogram
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Figure 11- 7: Adding Historical Mammogram
Follow these steps to add an historical mammogram to the EHR:

149. Click the Add button in the Historical Services panel to display the “Add Historical Service” dialog.

150. Check either the “Mammography, Bilat” or “Mammography, Unlat” check box (on the Pick List tab).

151. Select the date (must be historical) and enter the location.

152. Click Save.

11.2.3 Visit Services Panel

The Visit Services panel displays the procedures that have been selected for the patient visit.
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Figure 11- 8: Sample Visit Services Panel
The following table describes what the buttons on this panel do:

	Button
	Functionality

	Add
	Click the Add button to display the Add Procedure for Current Visit dialog. After completing the dialog, this will add a row to the Visit Services panel.

	Edit
	Select a row in the Visit Services panel. Click the Edit button to display the Edit Procedure for Current Visit dialog with the information about the selected visit populating the fields. After changing information on the dialog, those changes will be reflected in the Visit Services panel.

	Delete
	Select a row in the Visit Services panel. Click the Delete button. After completing the alert, that will remove the row from the Visit Services panel.


These same functions are available on the right-click menu in this panel.

11.2.4 Web Reference Search

The Web Reference Search for the Visit Services panel depends on if any records are present or not.
Condition 1: If there are records present, select one and click the [image: image184.bmp] button (or select the Web Reference option on the right-click menu) to go to the UpToDate Web site for the topic associated with the selected record. You can change to another Web site by selecting from the Reference Site drop-down list (on the Web site).

Condition 2: If there are no records present, click the [image: image185.bmp] button to display the Web Reference Search dialog.
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Figure 11- 9: Web Reference Search Dialog
Select a Reference Site, if needed; the default is the UpToDate site. After entering a term and clicking Search, you go to the selected Web site for the specified term. You can change to another Web site by selecting from the Reference Search drop-down list (on the Web site).
11.2.5 Add Visit Services Record

You must have a visit selected to add a Visit Services record. Follow these steps:

1. Click Add (or select the Add New Procedure option on the right-click menu) to display the Add Procedure to Current Visit dialog.
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Figure 11- 10: Add Procedure to Current Visit Dialog

2. The Principal Procedure checkbox indicates whether or not the procedure you are adding is the primary one for the visit. When checked, this means this is the procedure for which to bill.

The Add Procedure for Current Visit dialog has three ways of entering procedure data: (1) using the CPT Code radio button, (2) using the ICD Procedure Code radio button, and (3) using the Transaction Code radio button.

Using the CPT Code Radio Button
You use this method of entry when you want to use the CPT code.
1. You can manually enter the Procedure or click the [image: image188.bmp] button to display the Procedure Lookup utility. If you do not enter a Procedure, this field become populated with 00099.
On the Procedure Lookup utility, you can do the following:

· Search for a CPT code (in the Procedure field).

· Check the “Return Search Text as Narrative” checkbox. This allows the EHR to populate the Procedure field with whatever you enter in the Search Value field. Otherwise, the Procedure field is populated with whatever is selected for the Search Value (CPT narrative) field.

· After you click OK, the Procedure field on the Procedure tab of the Add Historical Service dialog becomes populated.

2. The Narrative field is required. If you only populate the Narrative field, make sure that the description is adequate for the coder to populate the Procedure field.

The Narrative field is limited to 80 characters. If you enter more than 80, the Narrative Too Long alert display.

3. The selections in the Diagnosis field come from the purpose of visit. Check the appropriate selections in the Diagnosis selection panel, if needed.

4. The Quantity field applies to the checked diagnosis; for example, you would enter the number of toenails removed.

5. Each modifier field has a lookup utility to aid in populating it. You can select up to two modifiers for a diagnosis. Check the applicable modifiers.

The selections checked in the Diagnosis and the items in the Modifier fields might influence subsequent billing activity for the visit.

6. Click Save to add a record to the Visit Services panel. (Otherwise, click Cancel.)

Using the ICD Procedure Code Radio Button
You use this method of entry when you want to enter the ICD Procedure Code.
1. Click the ICD Procedure Code radio button to display the Add Procedure for Current Visit dialog with the following fields:
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Figure 11- 11: ICD Procedure Code Fields
2. If you know the ICD Procedure Code, you can type that in the Procedure field. Otherwise, click the [image: image190.bmp] button at the end of the Procedure field and the Lookup ICD Procedure dialog where you can search and select a procedure. There is a right-click menu in the ICD field to assist in editing the text in this field.

If you do not enter the ICD Procedure Code, then the field will default to .9999.

3. The Narrative field is required, but is usually populated when you select an ICD code. What it is populated with is determined by if you checked (or not checked) the “Return Search Text as Narrative” checkbox on the lookup utility.
If you only populate the Narrative field, make sure that the description is adequate for the coder to populate the Procedure field.
4. The selections in the Diagnosis field come from the purpose of visit. Check the appropriate selections in the Diagnosis selection panel, if needed.

5. If the procedure was surgery, then you can enter the operating provider and/or anesthesiologist names in the Operating Prov / Anestesiologist fields. Each field has a name lookup utility clicking the [image: image191.bmp] button to select from a lookup utility.

6. You can check the Infection field if it applies to the procedure.

7. You can enter the anesthesia time by manually entering it or clicking the up and down arrows to change the time. What are the units of measure?
8. Click Save to add a record to the Visit Services panel. (Otherwise, click Cancel.)

Using the Transaction Code Radio Button
You use this method of entry when you want to enter a transaction code for the visit service. Your facility must be using transaction codes in order to use this feature.
1. Click the Transaction Code radio button to display the Add Procedure for Current Visit dialog with the following fields:
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Figure 11- 12: Transaction Code Fields
2. You can manually enter the Transaction Code or click the [image: image193.bmp] button to display the Lookup Transaction Codes utility.
3. Once you populate the Transaction Code, the remaining fields become populated.
4. Click Save to add a record to the Visit Services panel. (Otherwise, click Cancel.)

11.3 Super Bills

Super-bills  XE "Services Tab:Super-Bills panel" are lists of CPT codes for billing and for documenting services performed. Each super-bill is attached to a visit. The Super-Bills panel shows the super-bill items for the super-bill category (below the Super-Bill button). How the super-bill items display in the panel to the right is determined by what checkboxes are checked (above the panel).

Your local CAC will develop the super bill categories for you.

12.0 Medication Orders Window

The Medications window lists the outpatient and inpatient medications that have been ordered for the current patient.
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Figure 12- 1: Sample Medication Orders Window
The following are features of the Medications window:

You can use the icons at the top of the window to perform various functions.

You can determine the columns that display by right-clicking on a column heading and selecting the options.

You can take action on existing medications by using the options on the Action menu or by using the options on the right-click menu.

You can view the medication order details or the administration history about the selected medication by using the options on the View menu.

12.1 Buttons on the Medications Window

The following table gives an overview of the buttons on the Medications window.

	Button
	What It Does
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	The Restrict Medication Activity button allows you to change the number of days to show only active medications (range is 1 to 1000 days).
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	The Active Only button restricts the display of medications for the current patient to those that have a status of ‘Active’ in the Pharmacy package. These are the medications that the patient is actively taking.

	[image: image197.png]v

Chroric Oriy




	The Chronic Only button changes the display to show only chronic medications for the current patient (applies to Outpatient meds only).

	[image: image198.png]



	Click this button to display the Print Medication List where you can print the medications in Brief output (shows the Medication, Provider, Status, and Refills Left columns only) or Details output (shows all of the columns). This is the same as selecting File ( Print.
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	Click this button to enter a new medication for the current patient. This is the same as selecting Action ( New Medication.


12.2 Column Heading Right-Click Menu

You can determine the columns that display for Outpatient Medications by right-clicking on any column heading. This feature assists those with smaller monitors to view only the needed information.
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Figure 12- 2: Column Heading Right-Click Menu
The top options on the right-click menu lists the columns heading names that you can check or uncheck. Only the checked options will display (along with the minimum Outpatient Medications data).

Show All: If you currently have a special display and want to display all of the columns, highlight this option.

Hide All: If you want to display only the minimum Outpatient Medications data, highlight this option. Only the Action, Chronic, Outpatient Medications, and Status columns display.

Restore Defaults: This returns you to the default view of the Outpatient Medication (established when Save Settings was selected).

Save Settings: This saves the current view of the Outpatient Medications as the default. Each time you access the Medications window, this (saved) view will be the default view
12.3 View Menu
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Figure 12- 3: View Menu on Medications Window

The View menu contains options to view particular information about the selected medication.

	Option
	Meaning

	Details
	Used to view the history of the selected medication. This view contains the ordering provider, pharmacist/pharmacy techs involved in preparing the medications, and the order comments.

	Administration History
	Used to view the Medication Administration History dialog. This dialog contains the location (such as clinic), the date it was administered, and information about the medication (name, dosage, route, frequency, length).


12.4 Action Menu
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Figure 12- 4: Action Menu on Medications Window

The action menu is used to perform a specific action to the medication order. Highlight the medication(s) desired and choose the appropriate action from the Action Menu.

	Menu Option
	Functionality

	New Medication
	To order a new medication.

	Change


	To change something pertaining to an already prescribed medication.

	Copy to New Order
	To copy the selected medication to a new order.

	Discontinue/Cancel
	To discontinue or cancel the selected medication.

	Hold
	To place the selected medication on hold. This type of medication order will continue to show under the ACTIVE heading on the files until it is removed from hold.

	Process
	To process the selected med orders.

	Transfer to Inpatient
	To transfer the selected medication to inpatient.

	Transfer to Outpatient
	To transfer the selected medication to outpatient.

	Refill
	To refill a medication that has active refills.

A refill is not an order. This option can be performed by any health care clinician.

	Renew
	To reorder a previously prescribed medication exactly as it was prescribed previously.

	Chronic Medication
	To mark the selected medications as chronic or as not chronic.


12.4.1 Copy to New Order

You might use this feature to create a new medication order from an expired one.

Make sure a visit is selected for the current patient. Follow these steps to copy an order to a new order:
153. Select the medication you want to copy to a new order.

154. Select Action ( Copy to New Order (or select the Copy to New Order option on the right-click menu) to display the Copy Orders dialog.
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Figure 12- 5: Copy Orders Dialog
155. Enable the Release copied orders immediately radio button to create the same order over again.

The Delay release of copied orders requires that there has been the setup for delayed orders. You use the Delay option if the patient is being transferred and you have all of the orders set to auto-dc on the transfer. This option will not be discussed in this topic.

156. Click OK to display the New Order dialog.
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Figure 12- 6: New Order Dialog
If you click Edit, you get the Medication Order dialog for the particular medication.

If you click Accept, a new order is created using the medication information displayed on the New Order dialog. (Otherwise, click Cancel.)

157. The specified medication will have “New” in the Action column. You can sign the order now or later.
12.4.2 Discontinue/Cancel
When an order is discontinued, the application changes the order’s Stop Date/Time to the date/time the action is taken. Pending and Non-verified orders are deleted when the medication order is discontinued and will no longer appear on the patient’s profile. An entry is placed in the order’s Activity Log recording who discontinued the order and when the action was taken.

Make sure a visit is selected for the current patient. Follow these steps to discontinue an order:
158. Select the medication you want to discontinue.

159. Select Action (Discontinue (or select Discontinue on the right-click menu) to display the Discontinue/Cancel Orders dialog.
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Figure 12- 7: Sample Discontinue/Cancel Orders Dialog
160. Select the appropriate reason to discontinue from the Reason to Discontinue field and click OK. (Otherwise, click Cancel.)

161. The specified medication will have “DC” in the Action column.

12.4.3 Change

The change function should only be used when there is a change to a patient’s prescription. Make sure a visit is selected for the current patient. Follow these steps to change a medication:
162. Select the Medications window.

163. Select the medication you want to change. Do not use for
164. Select Action (Change (or select Change on the right-click menu).

165. The Medication Orders dialog displays. Complete the order and click Accept Order.
12.4.4 Hold

Only active orders can be placed on hold. Orders placed on hold will continue to show under the ACTIVE heading on the profiles until it is removed from hold. An entry is placed in the order’s Activity Log recording the person who placed/removed the order from hold and when the action was taken.

Make sure a visit is selected for the current patient. Follow these steps to place a medication on hold:

166. Select the medication order you want to place on hold.

167. Select Action ( Hold to display the Hold Order dialog.
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Figure 12- 8: Sample Hold Order Dialog
168. Enter a reason in the free text field.

169. Click OK.

170. The word “Hold” will appear in the Order column for the selected order and the Status = Unreleased.

Once the medication is on Hold, you can remove it from hold by selecting the medication and selecting Action ( Release Hold to display the Release Orders from Hold dialog.

12.4.5 Process

The Process  button allows you to process more than one medication order. This action allows you to change, refill, renew, etc. each medication in turn. Otherwise, you can choose the medication order individually and select the appropriate process (change, refill, etc.)

Select one or more medications and then select Action ( Process or click the Process button to display the Medication Order dialog.
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Figure 12- 9: Medication Order Showing Process Actions
The active radio buttons on the dialog determine what action you can take on the displayed medication.

The Action you select determines the label of the button above the Quit button in the lower right corner of the dialog.

	Radio Button
	Button Label
	Action of the Button

	None
	Skip
	Skips to the next medication

	Change
	Change
	Changes the medication

	Renew
	Renew
	Renews the med order

	Refill
	Refill
	Orders a refill for the med

	Hold
	Hold
	Puts the med order on hold

	D/C
	D/C
	Cancels the med order


Click the ADRs button to display to show the Patient Postings information about the current patient.

If you click the Details button, the system displays the Medication Details pop-up.

12.4.6 Renew

Only  XE "Medicine Order:Renewing" active orders or  XE "Orders:Renewing Medication" those which have been expired less than 24 hours can be renewed. You must have Outpatient Pharmacy 7.0 loaded in order to renew a medication order.

After a renewed order is accepted, the Start Date/Time for the renewed order becomes the Start Date/Time of the original order. The original order’s status is changed to Renewed (after signing the order).

Once an order has been renewed, it cannot be renewed again or edited.

Make sure a visit is selected for the current patient. Follow these steps to renew a medication order:

171. Select the meds order to be renewed.

172. Select Action ( Renew (or select Renew on the right-click menu).

173. The Renew Orders dialog displays.
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Figure 12- 10: Sample Renew Orders Dialog
174. If you need to change the Refill/Pick Up information, click inside the green box and the button changes:
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Figure 12- 11: Sample Change Refills/Comments Dialog
Click the Change Refill/Pick Up button to display the Change Refills dialog.
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Figure 12- 12: Change Refills Dialog
You can manually change the number of refills and can change the Pick Up information by selecting from the drop-down list.

When the Change Refills dialog is complete, click OK. You return to the Renew Order dialog. (Otherwise, click Cancel.)
175. Click OK on the Renew Orders dialog.

176. The specified medication will have Status = Unreleased and Action = Renew.

177. After signing the order, this changes the order to have Status = Pending.
12.4.7 Transfer to Inpatient

This action will transfer a selected outpatient medication to an inpatient medication for a patient with the status of Outpatient. The EHR will tell you if the medication cannot be changed to an inpatient medication.

Follow these steps to change an outpatient medication to an inpatient medication:
178. Select the outpatient medication you want to transfer (you can select more than one, if needed).

179. Select Action ( Transfer to Inpatient (or select Transfer to Inpatient on the right-click menu). The application checks the status of the patient.

180. The Transfer Medication Order displays.
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Figure 12- 13: Sample Transfer Medication Order
181. Select any one option in the lower panel (like Admit to Ward) and click OK.

182. The Admit Patient dialog displays
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Figure 12- 14: Sample Admit Patient
183. Complete the Admit Patient dialog and click Accept Order.
184. The Medication Order displays.

[image: image213.png]@ Medication Order (Delayed Admit To Tcu)

METFORMIN T2 DRAL Charge
(Dovage Complex
Docace Boute Schede
oReC E s
R DALY
10005 \OAEFR
1700MG g‘ﬂm |
Conmen
Pty
[ROUTINE <]
ADR's
WETFORVIN T2 DRAL =
S00MG PO BID
=l Concel





Figure 12- 15: Sample Medication Order
185. Complete the medication order and click Accept Order.

186. The selected medication will appear in the Inpatient Medications panel with New in the Action column.

187. After you sign the order, the Status becomes Pending.
12.4.8 Transfer to Outpatient

This action will transfer a selected inpatient medication to an outpatient medication for a patient with the status of Inpatient.

Follow these steps to change an inpatient medication to an outpatient medication:
188. Select the medication from the Inpatient Medications panel that you want to transfer to outpatient (you can select more than one, if needed)
189. Select Action ( Transfer to Outpatient (or select the Transfer to Outpatient on the right-click menu). The application checks the status of the patient. Then the Transfer Medication Orders dialog displays.
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Figure 12- 16: Transfer Medication Orders Dialog
190. Click OK. The Medication Order displays. Complete the Medication Order and click Accept Order.

191. The selected medication order will appear in the Outpatient Medications panel with New in the Action column.

192. After you sign the order, the Status becomes Pending.
12.4.9 Refill

You can refill a  XE "Medicine Order:Refilling" medication  XE "Orders:Refill Medication" only on the Medications window. The refill action applies to outpatient medications only. Make sure a visit is selected for the current patient. Follow these steps to refill a medication:
193. Select the medication you want to refill.

194. Select Action (Refill (or select Refill on the right-click menu) to display the Refill Orders dialog.
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Figure 12- 17: Sample Refill Orders Dialog
5. Enable the appropriate radio button in the Pick Up panel.

	Pick Up Option
	Meaning

	Window
	Medications will require verification of the prescription through the pharmacy package by the pharmacist and will be prepared and dispensed to the patient by the pharmacist.

	Mail
	Not used in IHS at this time

	Clinic
	Medications that are administered or dispensed through the clinic. These medications do not pass through the pharmacy package and are not verified by the pharmacist.


195. Click OK to have the medication refilled. Otherwise click Cancel to not refill.

196. The specified medication appears on the Medications window with “Refill” in the Action column.

12.4.10 New Medication

Make sure a visit is selected.

Select Action ( New Medication (or select the New Medication on the right-click menu or click the New ([image: image216.png]


) button) to display the Medication Order dialog where you select a medication. The medication order can be for inpatient medications or outpatient medications; this is determined by the visit selected.

The ADRs button appears on many of the medication order dialogs. Click the ADRs button to show the Patient Postings information about the current patient (allergies as well as Crisis Notes, etc.)

The first dialog is where you select the medication. This dialog may appear as a generic dialog or as a quick order menu.
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Figure 12- 18: Sample Medication Order Selection Dialog
If you use the top field to enter a few characters used to search for the medication, the application will first search the quick orders in the second panel and if it is not there, it will search the medications listed in the lower panel. If there are several quick orders, you might have to enter several characters (or the entire name) of the medication. The list scrolls to a medication that you entered in the top field. Click OK when you have found the correct medication to display the Medication Order dialog.
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Figure 12- 19: Medication Order for Selected Medication
Complete the dosage, route, schedule, days supply, quantity fields. Enable the appropriate radio button in the Pick Up panel and change the priority, if necessary. Then click the Accept Order button. (You can change the medication by clicking the Change button.)

NOTE: You should only use two options on the Priority drop-down list: (1) Done (when given in clinic) or (2) Routine (the default).

12.5 Chronic Medications

Chronic medications apply to outpatient medications only; they have a [image: image219.bmp] mark in the Chronic column.

The Chronic Medication feature, an option on the right-click menu of the Medications window, marks selected medications as chronic or as not chronic.
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Figure 12- 20: Chronic Medication Options
Once you have the chronic medications marked, you can sort the Chronic column (click its heading), and all of the chronic medications will be listed at the top of the list of medications.
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Figure 12- 21: Sample MedicationsWwindow with Chronic Meds Sorted
	Option
	What It Does

	Select All
	Selects all of the chronic medications.

	No
	Marks the selected medication as not chronic (the Chronic column will be empty).

	Yes
	Marks the selected medication as chronic (the Chronic column will have a [image: image222.bmp] mark in it).


13.0 Orders

The section addresses lab order entry, pharmacy order entry, documenting outside prescriptions, allergy entry, ordering CII drugs, radiology entry, and ordering consults.

13.1 Lab Order Entry

Select Laboratory from the Write Orders pane location on the lower left of the Orders window. The Order a Lab Test dialog displays.
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Figure 13- 1: Sample Order a Lab Test Dialog
Once you select a lab test, the application will populate the Collect Sample, and Specimen fields; the selected lab test will appear in the lower panel.

In certain cases, the “Enter order comment” field might appear in the far right panel of the dialog. In addition, alerts might appear in the lower panel.

Complete the dialog and click the Accept Order button. If no other lab tests are needed, click the Quit button.

The lab order will appear on the Orders window with Status = unreleased.
13.1.1 Laboratory Quick Orders

Quick orders for commonly ordered lab tests that can be created at your site. By selecting the Laboratory from the Write Orders pane location on the lower left of the Orders window, the Laboratory Quick Order dialog displays.

Select the lab you want to order. All of the appropriate information is present for the order. You can change the order if desired, or accept the default order.
13.1.2 Actions for Existing Lab Orders

For existing lab orders, you can do the following with them:

· Use the Action menu to add Order Comments, to Flag the order (draws attention to the order), and to sign the order (Sign Selected).

· Use the View menu to show different orders in the View Orders panel.

· Use the Print menu to print the order (outputs to a selected printer).

· The right-click menu in the right panel lets you perform many functions on the Orders window.

13.2 Pharmacy Order Entry

You enter inpatient and outpatient medication orders on the Orders window.

13.2.1 Outpatient Medication Order

Select “Outpatient Meds” on the Order window. The first dialog is where you select the medication.
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Figure 13- 2: Medication Order Selection Dialog
Use the top field to enter a few characters to have the EHR search for the medication; the application will first search the quick orders in the second panel and if it is not there, it will search the medications listed in the lower panel. If there are several quick orders, you might have to enter several characters (or the entire name) of the medication. The list scrolls to a medication that you entered in the top field. Click OK when you have found the correct medication. Click OK to display the Medication Order dialog where you enter the particular medication features that you want.
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Figure 13- 3: Medication Order for Selected Medication
Complete the dosage, route, schedule, days supply, quantity, and refill fields. Enable the appropriate radio button in the Pick Up panel and change the priority, if necessary. Then click the Accept Order button. (You can change the medication by clicking the Change button.)

NOTE: You should only use two options on the Priority drop-down list: (1) Done (when given in clinic) or (2) Routine (the default).

13.2.2 Complex Outpatient Medication

Select “Outpatient Meds” on the Order window. The first dialog is where you select the medication. After selecting the medication click the Complex tab on the Medication Order dialog.
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Figure 13- 4: Medication Order for Complex Dosage
You enter information in the first row by placing the cursor in the first cell, then the second cell, etc. For a complex dose, you must complete the “then/and” cell for the first row. The last row does not need the “then/and” cell populated.

If you check the “Check Here to Give First Dose NOW” check box, the application displays the following warning:
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Figure 13- 5: Warning about First Dose Now
When the Medication Order is complete, click the Accept Order button.

13.2.3 Medication Quick Orders

Quick orders for commonly ordered medications that are created at your site. By selecting the Medications from the Write Orders pane location on the lower left of the Orders window, the Medication Quick Order dialog displays.
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Figure 13-7: Write Orders Panel
Cycle through the screens until you find the medication you want to order. All of the appropriate information is present for the medication order including a default number of days and refills. You can change the order if desired, or accept the default order.
13.3 Documenting Outside Prescriptions

The Clinical Applications Coordinator in coordination with a pharmacist can create a number of outside prescription quick orders. These quick orders will not have the name of a medication, rather they will have the name Outside Rx 1, Outside Rx 2, and so on.

To order an outside prescription, follow these steps:

197. Selects Outside Rx 1(or the first non-used outside Rx quick order), for the first non-IHS medication and enters the drug name and strength in the dosage field of the medication order.
198. Selects the schedule, comments, and quantity of medication to be filled.

199. Verify that the “Pick up” radio button is set for clinic (which should be the default on our quick orders).

200. The medication will appear on the patient’s profile and will be stored in RPMS as Outside Rx 1. If the provider wants to order a new non-IHS medication, they must select Outside Rx 2 (if Outside Rx 1 is selected again, the first prescription will be deleted by the pharmacy package).

201. Select the outside prescription order(s).

202. If your Clinical Applications Coordinator has developed prescription-friendly chart copy formats, print a chart copy of the orders (this is the prescription).

203. Sign the prescription.

Non-IHS (outside prescriptions) that are entered using the quickorders will not undergo order checks (for drug interactions) and will not be picked up by applications such as the Clinical Reporting System (formerly GPRA). To make this happen, the pharmacist should enter the medication into RPMS using the "AORX" function.
13.4 Pharmacy Order Comments

Pharmacists should document the prescription pertinent information such as location and phone number of an outside provider as an order comment. When entered as an order comment, a note is not necessary.

	1. Select the patient and the appropriate visit.

2. Go to the Orders window.

3. Scroll through the orders until you find the medication order that requires additional documentation.
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	4. Click once on the medication to highlight it.

5. Select Action ( Order Comments.
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	6. The Comments for Order dialog displays. Type in any appropriate information pertaining to the prescription in this dialog. For example, you can enter the prescribing provider’s address and phone number as an order comment.

7. Click “OK” when you are done. You can copy and paste information in an order comment if you have multiple prescriptions 
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	8. When you double-click the medication, the order comments are tied to the medication, and a note will not be necessary.
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13.5 Actions on Orders

If you logon as a Nurse or pharmacist (or anyone with the ORELSE key), you can handle orders in the following ways:

· Release Orders to Service

· Signature on Chart

· Chart Review

· Verify

13.5.1 Release Orders to Service

The Release Orders to Service option lets the user sign the order (by electronic signature) to release the order to the service.

Make sure a visit is selected. Follow these steps to release orders to service:

204. Select an unsigned order.

205. Select Action ( Release without MD Signature to display the Release Orders to Service dialog.
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Figure 13- 6: Sample Release Orders to Services Dialog

206. Select the orders to be released (if more than one order) in the “The following orders will be released” panel.

207. Enable the appropriate radio button in the “Nature of Orders” panel.

208. Click OK to display the Electronic Signature dialog. (Otherwise, click Cancel).

209. Sign the Electronic Signature dialog and click OK. (Otherwise, click Cancel).

210. The order becomes signed and will be sent to the appropriate service.

13.5.2 Signature on Chart

The Signature on Chart option lets the Nurse or pharmacist (or anyone with the ORELSE key) to sign the order as ‘Signed on Chart’ and release the order. The status of the order then becomes Active. Signature on Chart is the option used when a signed order is present on a paper copy of the patient’s medical record.

Make sure a visit is selected. Follow these steps to mark the order as signed on chart:

211. Select an unsigned Nurse order.

212. Select Action ( Signature on Chart to display the Signature on Chart dialog.
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Figure 13- 7: Sample Signature on Chart Dialog

213. Select the orders to be released (if more than one order) in the “The following orders will be marked ‘Signed on Chart’ and released” panel.

214. Click OK to change the status of the selected order to Active. (Otherwise, click Cancel).

13.5.3 Chart Review

The Chart Review option lets the Nurse (or anyone with the ORELSE key) to select an order to be marked as chart reviewed.

Make sure a visit is selected. Follow these steps to perform a chart review action:

215. Select an order you want to be marked as chart reviewed.

216. Select Action ( Chart Review to display the Chart Review dialog.
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Figure 13- 8: Sample Chart Review Dialog

217. Select the orders (if more than one) in the “The following orders will be marked as reviewed” panel.

218. Enter your electronic signature in the “Electronic Signature Code” panel and click OK. (Otherwise, click Cancel).

219. The selected order will become marked in the Chart column.
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Figure 13- 9: Example of Chart Reviewed Order

13.5.4 Verify

The Verify option lets the Nurse (or anyone with the ORELSE key) to select an order to be marked as verified.

Make sure a visit is selected. Follow these steps to perform a verify action:

220. Select an order you want to be marked as verified.

221. Select Action ( Verify to display the Verify Orders dialog.
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Figure 13- 10: Sample Verify Orders Dialog

222. Select the orders (if more than one) in the “The following orders will be marked as verified” panel.

223. Enter your electronic signature in the “Electronic Signature Code” panel and click OK. (Otherwise, click Cancel).

224. The selected order will become marked in the Nurse column.
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Figure 13- 11: Example of Verified Order

13.6 Allergy Entry

You place an allergy order by selecting it from the Write Orders panel of the Orders window. The Look up Allergy/ADR dialog displays.
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Figure 13- 12: Lookup Allergy Dialog
13.6.1 Entering Known Allergies

Enter a few characters (at least three) in the text box on the Look up Allergy ADR dialog and click the Search button. The application will display a list of possible allergy items in the lower panel.

Select one of the retrieved allergy items and click the OK button. The application will display the Enter Allergy Information dialog.
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Figure 13- 13: Sample Enter Allergy Information Dialog
When you enable the Observed radio button, the Severity field displays. Click the Current button to show the known allergies for the current patient.

Complete this dialog and click the Accept button. If there no other allergy orders, click the Quit button.

The application will display the Allergy order on the Orders window.

For existing allergy orders, you can do the following with them:

· Use the Action menu to add Order Comments, to Flag the order (draws attention to the order), and to sign the order (Sign Selected).

· Use the View menu to show different orders in the View Orders panel.

· Use the Print menu to print the order (outputs to a selected printer).

· The right-click menu in the right panel lets you perform many functions on the Orders window.

13.6.2 Entering No Known Allergies

Check the “No Known Allergies” checkbox on the Look up Allergy ADR dialog and then click OK. When the Enter Allergy Information dialog displays, the “No Known Allergies” check box will be checked (no other information needs to be entered). Click the Accept button.

NOTE: If the patient already has allergies or has been assessed, the “No Known Allergies” checkbox will not be active.

13.7 How to Order a CII Prescription

A signed (non-electronic) prescription (paper) is required by federal law and must be maintained in the pharmacy for at least two years. Failure to comply with this regulation might result in the loss of a pharmacy license by the DEA.
1. Go to the orders window on EHR and select the medication quick order.

2. Select the appropriate controlled substance or choose “other medications” and order the appropriate medication and quantity.

3. Verify the order.

4. Select the order.

5. Print a chart copy (this is the prescription).

6. Sign the prescription.

7. Send to the pharmacy for record keeping.

13.8 Document Medication Administration in Clinic

Follow these steps to document medication administration in the clinic:
	9. Select the patient and the appropriate visit.

10. Go to the Orders window.

11. Scroll through the orders until you find the medications that the provider would like for you to administer while the patient is in the clinic. In this example, the medication is Cefriaxone 1 gram.
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	12. Click once on the medication to highlight it.

13. Select Action ( Order Comments.
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	14. The Comments to Order dialog displays. Type in the appropriate information pertaining to the administration of the medication in this dialog. Click OK when you are done.
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	15. When you double-click the medication, the order comments are tied to the medication, and a note will not be necessary.
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13.9 Radiology Order Entry

You place a radiology order from the Write Orders pane location on the lower left of the Orders window.
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Figure 13- 14: Sample Order an Imaging Procedure Dialog
Note:  The Pregnant panel only displays for female patients of reproductive age (12 to 55 inclusive).
Once you select an Imaging Type, the application will populate some fields. The required fields are:

· Imaging Procedure

· Category

· Transport

· History and Reason for Exam

· Pregnant (if available)

· Submit To

· Requested Date

Complete the dialog and click the Accept Order button. If no other radiology orders are needed, click the Quit button. The radiology order will appear on the Orders window.

For existing radiology orders, you can do the following with them: (1) Use the Action menu to add Order Comments, to Flag the order (draws attention to the order), and to sign the order (Sign Selected); (2) Use the View menu to show different orders in the View Orders panel; (3) Use the Print menu to print the order (outputs to a selected printer); (4) The right-click menu in the right panel lets you perform many functions on the Orders window.

13.10 Consults

The following diagram provides an overview of how consults are requested, what processes the request goes through, and how the request is completed.
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Figure 13- 15: Consults Resulting Process

There are two participants in a consult:

· The  XE "Consult Originator:definition of" Consult Originator  XE "Consults:Consult Originator" initiates a new consult.

· The  XE "Consult Receiver:definition of" Consult Receiver  XE "Consults:Consult Receiver" takes the appropriate action concerning the consult.

13.10.1 Creating a Consult on Orders Window
In EHR, you can create a consult on the Orders window. Select Consult (in the Write Orders panel) and the “Order a consult” dialog displays.
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Figure 13- 16: Order a Consult Dialog
You must enter information in the Reason for Request field. Some consults might prompt you to complete a template designed to collect specific information about the consult. When the dialog is complete, click the Accept Order button.

After you sign the order by selecting Action ( Sign Selected (or selecting the “Sign” option on the right-click menu), the Consult will appear on the Consults window for further processing. The way the Consult request is processed depends upon how it was set up in the RPMS.

	Select Action ( Consult Tracking on the Consults window and the following items are available:
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	Selection Action ( Consult Results on the Consults window and the following items are available:
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13.10.2 Creating Consult on Consults Window
You can create a consult on the Consults window by clicking the New Consult button to display the “Order a consult” dialog. You complete this dialog just like you do on the Orders window. After completing the dialog, it will not appear on the Consults window until you sign it.

13.10.3 Status of Consults

The following table describes each status of the consults on the Consult window.

	Abbreviation
	Name
	Description

	a
	ACTIVE XE "ACTIVE (orders)" 
	Orders that are active or have been accepted by the service for processing.

	c
	COMPLETE XE "COMPLETE (orders)" 
	Orders that require no further action by the ancillary service.

	dc
	DISCONTINUE XE "DISCONTINUE (orders)" 
	Orders that  XE "Discontinued Consult Orders" have been stopped prior to expiration or completion.

	p
	PENDING XE "PENDING (orders)" 
	Orders that have been placed but not yet accepted by the service filling the order.

	pr
	PARTIAL RESULTS XE "PARTIAL RESULTS (orders)" 
	All or part of a consult completion report has been entered, but has not yet been signed.

	s
	SCHEDULED XE "SCHEDULED (orders)" 
	The receiving clinic has scheduled an appointment for the patient.

	x
	CANCELLED XE "CANCELLED (orders)" 
	Orders that have been rejected by the ancillary service without being acted on.


13.10.4 Completing a Consult

The consult can be completed either on the Orders window or on the Consults window by the Consult Receiver.

After completing the consults, the Consult Receiver can save or sign the note.

If the Consult Receiver selects “Save Without Signature” the status of the consult becomes (pr) for Partial Results. If the Consult Receiver selects “Sign Note Now” the status of the consult becomes (c) for Completed.
13.10.5 Notes Associated with a Consult

The notes associated with a consult appear in the lower left panel of the Consults window under Related Documents.

The [image: image250.bmp] icon indicates a note, while the [image: image251.bmp] icon indicates an addendum.
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Figure 13- 17: Sample of Related Documents for a Consult
There are several edit features associated with notes. They are found on the Consult Results menu as well as on the right-click menu (in the text of the note).
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Figure 13- 18: Edit Features for Consults
13.11 Cancel (Deny) Consult

The Consult Receiver uses this feature to cancel a consult for completion. That person must enter a comment concerning the reason for this action.

The Consult Originator (Clinician) is automatically sent an alert that the request has been cancelled. The Consult Originator then has the option of editing and resubmitting the request, using the Edit/Resubmit feature.

13.12 Edit/Resubmit Consult

The Consult Originator or the Consult Receiver uses this feature to edit a cancelled or denied consult and then resubmit the consult. When a consult is cancelled or denied for clerical reasons (such as insufficient data), then the information on the consult can be edited and resubmitted with this action. Alternatively, the Consult Originator can perform this function from the alert.

13.13 Discontinue a Consult

The Consult Originator (Clinician) uses this feature to stop a consult request after it has been signed (the Consult Receiver uses cancel). A comment can be added concerning the reason for discontinuing the consult. You use this feature, for example, to cancel a duplicate consult order.

The Discontinue action differs from the Cancel action in that there is not the Edit/Resubmit action available on a discontinued order.

This action changes the status of the consult to (dc) for discontinued. A notification is automatically sent to the Consult Receiver, with information about why the consult was discontinued.

13.14 Add a Comment to a Consult

The Add Comment  XE "Consults:Add Comment" action allows you to append a comment to a consult when important information about the consult needs to be added to the original order or when a caregiver needs to furnish information before the consult is ready to be closed out.

Anyone can add comments to a consult. These differ from Addendums in that a comment should contain information needed to administer the consult, while an addendum is a medical statement by a patient care professional about a specific note.

13.15 Make Addendum to a Consult

An Addendum is a medical  XE "Consults:Add Addendum" statement by the patient care professional about a specific Note; it supplies supplementary information on the patient. It differs from a Comment in that an Addendum is about medical matters, where Comments, which can be written by anyone, should contain information needed to administer the consult.

This action allows one or more people to add their comments to the results of a consult. Contrast this to Add Comment, which adds a note to the consult before it is resulted.

13.16 Documents Associated with a Consult

The following table explains what the different information about the consult does:

	Information Type
	What It Does

	Comments
	Adds a note to the text of a consult regarding how to administer the consult.

	Note
	Updates the consult and changes its status from Active to Complete. The note becomes a Related Document of the consult.

	Addendum
	Allows one or more people to add their medical opinions about the consult. This becomes a Related Document of the consult.

	Significant Findings
	Allows the Consult Receiver to enter significant findings about a consult. This marks the consult with an asterisk (*).


13.17 Standing Orders

Standing orders and standing protocols involve programs in which non-physician medical personnel prescribe or deliver services to clients without direct physician involvement at the time of the visit.

An approved standing order or standing protocol is a: hospital-wide policy, protocol, or agreement must be in place stating that the service provided may be carried out by qualified or credentialed healthcare employees, or documented agreements (orders) between the physician and qualified or credentialed healthcare employees stating that the service may be provided.

Providers should always prescribe a standing order by placing a quickorder for the service requested, completing a consult for the service, or placing a text order describing the service prescribed. This order will be the justification for providing the service to the patient, and a diagnosis or reason for the test is required.

Follow these steps:

225. Select yourself as the primary provider.
226. Select the ordering provider is as a secondary provider.

227. Before closing the window, highlight the ordering provider’s name.

[image: image254.wmf]
Figure 13- 19: Selecting the Ordering Provider Who Gets Notified

228. Place standing orders (lab or pharmacy).

229. Sign the orders.

230. Choose either the “Policy” or “Hold Until Signed” radio button as appropriate and click OK.

231. The order will be processed and all notifications will be directed toward the provider whose name was last highlighted.

14.0 Documenting with Clinical Reminders

The clinician can create a clinical reminder on the Notes window. Click the New Note button and select a title for the progress note.

Click the Reminder button and the lower, left panel to show the available types of reminders.
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Figure 14- 1: Lower, Left Panel for Reminders
Select one of the reminders and the application displays the Reminder Resolution dialog.
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Figure 14- 2: Sample Reminder Resolution Dialog
Check one of the check boxes. What you check determines the remaining questions to answer.

To move to the next list of questions, click the Next button.

The questions are part of a pre-defined template within the EHR application.

When complete, click the Finish button. The information about the reminder is shown in the right panel of the Notes window.
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Figure 14- 3: Sample Reminder in Right Panel
Notice that the right panel shows the title of the selected progress note, information about the current visit, the current date and time, and the doctor’s name.

You can change the title of the progress note by clicking the Change button.

15.0 Progress Notes Entry and Correction

The EHR application allow clinicians to enter predefined text into their Progress Notes. In addition, the right-click menu in the text area of the progress note contains features to aid in editing the text. Make sure that you have a visit selected for the current patient. See Appendix C about keyboard shortcuts you can use in progress notes.
15.1 Creating a New Progress Note

Click the New Note button on the Notes window to display the Progress Note Properties dialog.
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Figure 15- 1: Progress Note Properties
You can change the date/time of the note as well as the author for the new note. Highlight a note title and click the OK button. The text of the new progress note appears in the upper, right panel of the screen. The label for the top level group in the left panel reads: New Note in Progress.

Notice that the title you selected appear above the text of the note. In certain cases, a selected title contains predefined text. In many cases, the text of the note will be empty.

Note: The titles that display on the Progress Note Properties can be limited for easier viewing by clicking the Document Titles button on the Notes window of the Options dialog (Tools ( Options from any tab).
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Figure 15- 2: Text Area of the Progress Note
You can change (select another) title by clicking the Change button (the Progress Notes Properties dialog displays).

15.2 Writing a Progress Note

The text area of the progress note works in much the same way as a word processor. Information can be entered or deleted using the keyboard and mouse.

15.2.1 Minimal Data Elements

The following list shows the minimal data elements for progress notes:

· Vital signs
· Chief complaint
· Date and time of visit
· History of present illness
· Social, Family, Past, Medical/Surgical history
· Review of systems
· Physical exam
· Assessment of findings/action plan
· Purpose of Visit (reason for patient’s visit, after study or signs, symptoms)
· Education and instructions for follow up and treatment regimen as directed by patient’s provider
· Provider’s signature
15.3 Templates

Templates are created by the Clinical Applications Coordinator or the end user as tools that enhance the note-writing process by encouraging standardized note formats and improving efficiency.

Templates consist of prewritten text, patient objects, and template fields. Patient objects are items that are extracted from the patient’s medical record such as problem list, vital signs, lab tests, or medications and placed into the progress note when the template is selected. Template fields are tools that provide the user with a choice of items to add to the progress note. Template fields include:

	Template Field
	Example
	Meaning

	Check boxes
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	Used to select one or more items to appear in the progress note

	Buttons
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	Used to one or more options that can be changed by clicking on the button face.

	Combo boxes
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	Used as pull-down menus that enable the user to select one or more items to appear in the progress note.

	Radio buttons
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	Used to select one item to appear in the progress note.

	Text and word processing boxes
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	Used to enter free text information into the progress note.


Templates are not notes and will not be stored if not added to the progress note. Information entered into templates is only saved when added to the progress note.
15.4 Editing Progress Notes

You can type the text of the note in this right panel (for a new progress note). If you have an unsigned note, select it, and then you can edit it by selecting “Edit Progress Note” from the right-click menu (or select Action ( Edit Progress Note).

There are aids in editing the text of the note by selecting the text you want to edit and right-clicking in the text of the note. The top part of the right-click menu provides the usual edit features (like those in MS Word).
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Figure 15- 3: Edit Features on the Right-Click Menu
You need to have MS Word loaded on your hard drive in order to use the Grammar and Spelling features.

You can add predefined text to the text area of the note by using the Template features. Click the Templates button. You need to expand the high level templates group in order to view what is available. You can select an option and then select “Preview/Print Template” on the right-click menu. A dialog will display the contents of the selected template.

You can add the contents of the template in one of three ways:

· Double-click the template name. The pre-defined text will appear in the text of the note at the current cursor location.

· Select the “Copy” option on the right-click menu. Move your cursor into the text of the note where you want to insert the pre-defined text. Select the “Paste” option on the right-click menu. The pre-defined text will appear in the text of the note at the current cursor location.

· Hold down the left button on your mouse and drag-and-drop the template into the text of the note. The pre-defined text will appear in the text of the note at the current cursor location.

15.5 Finishing the Note

When you have completed the progress note, you can do one of two things from the right-click menu: (1) select the “Save without Signature” option that allows you to sign the progress note at a later date, (2) select the “Sign Note Now” option that allows you to sign the note with your electronic signature.

Please note that once you sign the progress note, you cannot edit it. You can only add an addendum to the signed note. Either select Action ( Make Addendum or select “Make Addendum” on the right-click menu. Once you have made the addendum and have saved it, the addendum will have the [image: image266.bmp] icon in front of its title (left panel).

Once you sign the progress note, you can identify additional signers by selecting “Identify Additional Signers” on the right-click menu (or selection Action ( Identify Additional Signers). The signers that you identify will appear in the progress note, near the bottom.

You can edit a note that was saved with the “Save without Signature” option.

15.6 Delete a note

If a note is written in error it can be deleted by the user, provided the note has not been signed. To delete an unsigned note, select “Delete Progress Note” from the right-click menu. Signed notes can only be deleted by the HIM department.

15.7 Save a Note to Work on Later

If you began writing a note but are not able to finish it, the completed portion of your note may be saved and resumed later. Please keep in mind that this is referring to information placed within the note, not information placed in a boilerplate template. To save an unsigned note to complete later, select “Save Note Without Signature” from the right-click menu. When you want to return to the note to complete it, select “Edit Progress Note” from the right-click menu. If you do not select edit progress note, you will not be able to add to the note.

15.8 Requesting an Additional Signer
If you wrote a note that requires an additional signature (as part of a protocol), or if you would like to get concurrence from another provider, select “Additional Signature” from the right-click menu. This will send a notification to the designated cosigner requesting a signature. The text of the note will be visible without the additional signature.
15.9 Entry of Late Notes
If entering a note on a date that is later than the date of the patient encounter, click on New Note button located on the Note window. When the Progress Note Properties dialog box opens, select the date in the Date/Time of Note field of the corresponding patient encounter.
[image: image267.png]Progress Nate Properties

Frogress Note Tite:

Date/Time of Note:

Author

[

DIABETES CONSULT REPORT
PHARMACY REFILL

PHARMACY OUTSIDE PRESCRIPTION
PHARMACY TOBACCD CESSATION
DENTAL ENCOUNTER

S04 T2

il Michele K

Cancel





Figure 15-4: Progress Note Properties dialog.

If you already began writing the note, you can change the date of the note by clicking the Change button.
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Figure 15-4: Change Button.

15.10 Entry of Late Notes (Addendum)

After a note has been signed, the only way to edit it is to add an addendum to the existing note. You can also write a note and attach it to an old visit.

This is how to make an addendum: Select the note in the left panel of the Notes window and then select Action ( Make Addendum (or select “Make Addendum” on the right-click menu in the right panel).

15.10.1 Entering Text for Addendum

You can enter text for the addendum in the right panel. While entering the text, the right-click menu provides several editing features:
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Figure 15- 4: Right-Click Menu During Text Entry
You need to have Microsoft Word loaded on your computer in order to use the Grammar and Spelling checks.

In addition, you can add template text to the addendum. Click the Templates button, and a list of templates will display in the left panel. After selecting the template, you can view the contents of the text by selecting the “Preview/Print Template” option on the right-click menu in the Templates panel.

The following describes the ways to have the template text appear in the addendum:

· Select the template in the Templates panel. Select the “Copy Template Text” option from the right-click menu in the Templates panel. Place the cursor into the text of the addendum. Select the “Paste” option on the right-click menu (in the right panel).

· Double-click the template in the Template panel.

· Select a template in the Template panel. Drag and drop the cursor into the right panel.

15.10.2 Completing the Addendum

You can complete the addendum by selecting “Save without Signature” on the right-click menu in the text of the right panel (or select Action ( Save without Signature).

You can also sign the addendum by selecting  “Sign Note Now” on the right-click menu of the right panel (or Select Action ( Sign Note Now). You will be asked to enter your electronic signature.

15.10.3 Identifying a Note with an Addendum

The Note to which you added an addendum to have the [image: image270.png]


 icon in front of the note title in the left panel.

[image: image271.png]& Allunsigned notes for DOCTORTEST





Figure 15- 5: Identifying an Addendum to a Note
You can open the addendum by clicking on the + sign in front of the name of the addendum.

16.0 Health Summary and Reports

Health summaries and various reports can be found in the Reports window. Information from these reports can be printed or copied.

16.1 Health Summary

The Health Summary is a clinically-oriented, structured report that extracts many kinds of data from the computerized record and displays them in a standard format. The individual patients is the focus of health summaries. The data displayed for the Health Summary cover a wide range of health-related information, such as demographic data, allergies, current active medical problems, and laboratory results.

You can view the various topics about the Health Summary on the Report window by clicking the plus sign in front of the Health Summary heading (under the Available Reports panel) in order to expand it . After you select a summary topic, the appropriate data displays on the right-side of the Reports window.

16.2 Radiology Reports

The topics associated with radiology are (1) report, (2) status, and (3) imaging.

16.2.1 Report

When you select Report under the Radiology heading, you can view the radiology procedure, report status, and CPT Code (in the selected date range).
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Figure 16- 1: Sample Report Under the Radiology Heading

If you select any procedure, the information about the procedure displays in the lower, right part of the Report window. You can print the information in this area by selecting Print from the right-click menu.

16.2.2 Status

When you select Status under the Radiology heading, you can view the request date, status, procedure name, scheduled date, and provider name (for the selected date range).
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Figure 16- 2: Sample Status Under the Radiology Heading

16.2.3 Imaging

When you select Imaging under the Radiology heading, you can view the procedure date and time, procedure name, report status, and case number (for the selected date range.
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Figure 16- 3: Sample Imaging Under the Radiology Heading

16.2.4 Detailed Report

If you select any procedure, the detailed report about the procedure displays in the lower, right part of the Report window. You can print the information in this area by selecting Print from the right-click menu.
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Figure 16- 4: Sample Detailed Report
17.0 Notifications

The Notifications window of EHR provides information about actions that need to be performed for the current patient. You should process these notifications. For example, there might be notifications that need your electronic signature. Once you enter your electronic signature, the notification should no longer appear on this window. Think of notifications as alerts. Please have a visit selected for the current patient.

[image: image276.png]PATIENT.DEMD _(393938) ‘Abnomal labs - [GLUCDSE]
PATIENTDEMD _(393933) Remave somelfing
DEMDBOY (45444 O requites sectioric signaue.

TESTPATIENT A (36445) O requites sectioric signalure.





Figure 17- 1: Sample Notifications Window
If you uncheck the “Show All” check mark, only the notifications for the current patient will display.

Your local CAC can move or remove the Legend group box on the Notifications window.

17.1 Processing the Notifications

	Button in Process Panel
	Functionality

	All
	Click this button to process all of the notifications and the application moves to where the first notification is located and you can do whatever is necessary to process it.

	Selected
	Select a notification and click this button. The application moves to where the selected notification is located and you can do whatever is necessary to process it.

	Info Only
	Click this button to process all information-only notifications in the [image: image277.png]


 column marked with [image: image278.bmp] mark.

	Delete
	Select a Info Only notification and click this button to delete it.


When you use the All button and you move to the notification, the following buttons are available in the processing routine:

[image: image279.png]‘Pmcessmg Natiications.

5 Net| [ ston |





Figure 17- 2: Button Available During Processing
Click the Next button to move to the next notification.

Click the Stop button to stop the processing routine.

17.2 Schedule a Notification

Make sure there is a visit scheduled. Select the “Schedule” option on the right-click menu. The Schedule a Notification dialog displays when you click the Add button on the Notification Scheduling dialog. This dialog schedules a notification for delivery to the specified recipients at a future date and time. The information that you enter will appear as an information-only notification for the recipients at the specified delivery time. Be sure to enter your name is on the notification.
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Figure 17- 3: Schedule a Notification Dialog

17.3 Forwarding a Notification

You can forward a selected notification to other recipients. Follow these steps to forward a notification:

232. Select a notification you want to forward.

233. Click Forward (or select Forward from the right-click menu) to display the Notification Recipients dialog.
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Figure 17- 4: Sample Notification Recipients Dialog
234. You can select Users and/or Groups to become recipients of the selected notification.

18.0 Personal Preferences and Views

You can set your personal preferences and views by selecting Tools ( Options on any patient chart tab of the EHR. The Option dialog displays.
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Figure 18- 1: Tabs on Options Dialog
18.1 Notifications Tab

The notifications tab lets you turn on or off the notifications you want, except those that are mandatory; those that are mandatory will have “Mandatory” in the Comment column.

18.1.1 Remove Pending Notifications Button

In order for this button to be active, your Clinical Applications Coordinator must set it up for you.

If you click this (active) button, it will remove all of your pending notifications.

18.1.2 Surrogates
You can setup a surrogate to receive your notifications. Follow these steps:

235. Click Surrogate Settings to display the Surrogate for Notifications dialog.
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Figure 18- 2: Surrogate for Notifications Dialog
236. Select a surrogate from the drop-down list for the Surrogate field.
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Figure 18- 3: Sample Selected Name for Surrogate
237. After selecting the surrogate name,  XE "Notifications:Date Range for Surrogates" the “Surrogate Date Range” button becomes active. You can select a date range by clicking this button (optional); otherwise it will always be in effect.

[image: image285.png]Date Range:

Enter  date range to begin and end when s will be
in effect. Otherwse it wil aays be ineffect,

Start Date Stop Date





Figure 18- 4: Date Range Dialog for Surrogate Date Range
238. Enter the Start and Stop dates or click the [image: image286.bmp] button to display a calendar from which to select a date.

239. Click OK on the Date Range dialog. You return to the Surrogate for Notifications dialog, with the date range displayed on it. You have the option of removing the surrogate and/or selecting a different date range.
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Figure 18- 5: Sample Surrogate for Notifications with Date Range
240. Click OK on the Surrogate for Notifications dialog. You return to the Options dialog with the surrogate name and date range on it.
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Figure 18- 6: Sample Options Dialog with Surrogate and Date Range
241. When the Options dialog is complete, click OK to dismiss it.

18.2 Order Checks Tab

You enable or disable your order checks on this tab by checking or un-checking the particular order check.
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Figure 18- 7: Order Checks Tab
18.3 Teams Tab
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Figure 18- 8: Teams Tab

Click the Teams Information button to display the Team Information dialog.
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Figure 18- 9:Sample  Teams Information Dialog

There is a team setup menu in the CPRS setup. When a new team is created, one of the questions is whether or not users can “join” this team on their own. So, the tool bar only lets you add or subtract yourself from those teams that are open.

18.4 Notes Tab

The Notes tab lets you set the defaults for editing and saving notes as well as set your document list preferences.
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Figure 18- 10: Notes Tab
18.4.1 Notes Button

Click the Notes button and the Notes dialog displays.
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Figure 18- 11: Notes Dialog
You can assign cosigners in the Default cosigner field.

Check  XE "Progress Notes:Subject Line" the “Ask subject for progress note” check box is you want to enter a subject line when you write a new note. This will group your notes by particular subjects. The sort and search options in TIU can use the subject line to find them. This means you could have a subject line for bronchitis and then later find how many notes you wrote for people with bronchitis.

You use the “Verify note title” if you have a default note title selected. You can create a selection list of titles that you use most often and then make one of them the default. That note title will come up automatically even if you needed to use a different title. This is just a reminder to ask the provider if this is the correct title to use.

18.4.2 Document Titles Button

Click the Document Titles button and the Documents Titles dialog displays.
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Figure 18- 12: Document Titles Dialog
You can specify the document titles for your progress notes. Once you added note titles to your list of titles, you can select one that would become your default.
18.5 Reports Tab

You use the Report tab to set the default date for reports (except the Health Summary). Most likely you want to use this tab because the default date range is one week (for all and individual reports).
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Figure 18- 13: Reports Tab
	Click the Set All Reports button to display the Change Default Settings for Available Reports dialog. Here you select the date range and maximum limit for all reports.
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	Click the Set Individual Reports button to display the Customize Individual CPRS Report Setting dialog. Here you select the date range and maximum limit for the selected report.

	[image: image297.png]Customize Individual CPRS Report Setting [21x]

Type the fist few letersof the report you are locking fo:

I
[ T —C S G (-

‘cin /Discharg 020048 10718/2004

[Adt History w04 10780M 10
[Advance Directive w04 10780M 10
Al Tests BY Date 0204 1078/2004

Blood Avaiatilty w04 10780M 10
Blood Transfusion w04 10780M 10
Chatt Copy Summary 0204 1078/2004

Chem & Hematoloay w04 10780M 10
Clrical Warnings w04 10780M 10
Comp & Pen Exams w04 10780M 10
(Cisis Notes w04 10780M 10
Cytoloay 0204 1078200 10

oK | Cancel | iph







19.0 Communication

This section addresses broadcasting, sending a notification, and chatting.

19.1 Broadcast

Broadcasting enables users to send an instant message to another user. To send a broadcast message:

242. Highlight the intended user’s name. To select more than one user, hold the Control key while selecting the names.

243. Type the message you want to send.

244. Click the Send button.

245. The recipient(s) will see a pop-up window on their screen. The pop-up can be minimized or closed.

19.2 Send Notification

246. Right-click on the notification window and choose the Schedule Notifications option.

247. You will need to set a day and time for when the notification will be scheduled to arrive in your recipient’s Notification window.
248. Highlight the name(s) of the person or group you want to send a notification. Click the arrow keys to add or remove recipients.

249. Set the priority of the notification.

250. Click OK when done.

251. Type the message that you want to send. Scheduled notifications do not contain the name of the sender; be sure to include your name in the notification. If you receive a notification that has no recipient, your Clinical Application Coordinator can determine the sender of the notification.

19.3 Chat

The chat option enables multiple users to engage in a discussion simultaneously.

252. To begin the chat, choose Chat from the Tools menu located on the menu bar.
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Figure 19- 1: Chat Option in the Tools Menu
253. The chat window will appear.

Highlight the name(s) of the person(s) you would like to invite to the chat session. Holding the Control key while clicking the names will enable you to select more than one person.
Right-click in the chat window and choose the Invite… option.
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Figure 19- 2: Chat Session Window
254. Type your message in the Message window and click the Send button.

255. A small green balloon will appear in the lower right hand corner of  the recipient’s screen. By clicking on the green balloon, the recipient will be joined to the chat.

The message will be displayed in the Dialog window for all participants to see.
256. Clicking the Clear button will erase all of the message displayed in either the Message or Dialog panel.
20.0 Printing from EHR

You can print various information on the EHR windows.
20.1 Printing from the Orders Window
Printing on the Orders window is different from printing on other EHR windows.

1. Select the Orders you want to print. Then, select File ( Print to display the Select Location dialog.
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Figure 20- 1: Sample Select Location Dialog
2. Select the location where the orders are printed.

3. Click OK to display the Print Orders dialog.
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Figure 20- 2: Sample Print Orders Dialog
4. Check the type of copies (for example, Chart Copies) you want and click the Change button.

5. The Printer Selection dialog displays.
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Figure 20- 3: Sample Printer Selection Dialog
6. Select the printer.
If you need to change the setup, click the Setup button to display the Printer Setup dialog. Here you specify the page width and length.

7. Click OK on the Printer Selection dialog to display the information you selected on the Print Orders dialog.
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Figure 20- 4: Print Order Dialog With Data
8. When the Print Orders dialog is complete, click the “Print All Checked Items” button. (Otherwise, click Cancel Print.)
20.2 Printing from Other EHR Windows

You can print information on the various EHR windows listed below.

The following table describes how to print on other window.

Each Printer Selection dialog allows you to specify the printer and the number of copies. After clicking OK, the data outputs to the selected printer.

	Window
	Select What
	What Happens

	Labs
	File ( Print that has data on it
	Printer Selection dialog displays.

	Reports
	Select the Print option on the right-click menus of a report
	Printer Selection dialog displays.

	Triage Summary
	Select the Print option on the right-click menus of a report
	Printer Selection dialog displays.

	Consults
	File ( Print that has data on it
	Print SF 513 dialog displays.

	Medications
	Select the Print function
	Prints the current patient’s medication list.

	Suicide Form
	Click Print button
	Prints the completed suicide form.

	Graphs
	Select the Print option on the right-click menus of a graph
	Printer Selection dialog displays.

	Visit Detail Pop-up

This pop-up is available on Skin Test, Immunizations, Historical Diagnosis, Health Factors, Patient Education, Exams, Personal Health, Visit Diagnosis, Visit Services, Historical Services components
	Click the Print button on pop-up. 
	Print the visit detail information.


21.0 Appendix A - Documentation Requirements

This section addresses what to document in the EHR (rather than how to document).

21.1 Structure of the RPMS System

Fileman is the framework or construction of the RPMS system. It defines how information is stored in the computer database. Fileman was created using the MUMPS computer programming language.
The RPMS/PCC is a collection of the files, or data, that is entered into the computer system.
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Figure 21- 1: Fileman Structure
Information is placed into (and taken out of) RPMS/PCC through a variety of packages (also called applications such as: pharmacy, lab, RCIS, asthma, and diabetes).
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Figure 21- 2: Fileman Structure with Packages
The kernel is a door that keeps this information safe and allows access only when users have the appropriate keys to enter or view this information.
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Figure 21- 3: Kernel in Fileman
To place data within the structure of Fileman, at least three items must be present in order to store the information in the correct area of RPMS/PCC.

· Patient Name: tells the system who and where to store the information.

· Encounter (Visit): tells the system what to store and when it should be stored in the context of chronological time.

· Purpose of Visit: tells the system why the information is being stored.
If these three items are not present, the EHR will generate an error message.
Although every site might choose different methods to document information, a few common themes should be adhered to for continuity of care, for consistency of data, and for standardization of indicator reporting for performance improvement and quality assurance.

This document will describe the fields required for various types of visits including nursing, providers, pharmacy, lab, and radiology.
21.2 Nursing

This section describes the following:

· Triage

· Did Not Wait for Appointments

· Medications

· Refill Requests

· Standing Orders – Labs

· Standing Orders - Medications

21.2.1 Triage

Follow these steps:

1. Select a patient.

2. Select a visit.

· Select a visit that was created through the PIMS package.

· If no visit is present or the site is not using PIMS, create a new visit by selecting the appropriate clinic code.

3. Review alerts, warnings, and allergies. Document any allergies (if any).
4. Document chief complaint.

5. Document vitals and measurements.

6. Document immunizations (if any).

7. Document patient education (if any).

8. Document health factors (if any).

9. Document Personal Health information (if any).
10. Document any appropriate CPT codes (procedures).

11. Document POC testing results using the lab fast bypass option through RPMS (Roll & Scroll) or POC docking station.

21.2.2 Did Not Wait for Appointment (After Triage)

If the patient left without being seen/did not answer (DNA), do the following:
Check the name associated with the appointment. If the provider’s name is the primary, the nurse needs to remove the provider’s name as primary and put the nurse’s name as primary.
· Document POV = 780.99 Other General Symptoms (Did not wait)
- or -

· Document POV = V82.9, screening only
21.2.3 Medications Administered in Clinic Ordered by Providers

Follow these steps:
257. Go to the Orders window.

258. Highlight the medication administered in clinic.

259. Verify the administration of the medication.
260. Go to the progress note window and select New Note.

261. Choose an appropriate note title.

262. Document any pertinent information pertaining to the medication administration such as how and where the medication was administered and any follow-up or plans provided to the patient. ex. NURSE INJ/MED, complete all information to satisfy Nursing Standards: Dose, quantity, site, method of administration, date and time, cautions, follow-up instruction, etc.
263. Document any appropriate CPT codes (procedures) and J codes.
21.2.4 Medications Administered in Clinic Verbally Ordered by Providers

Follow these steps:
264. Be sure that the ordering provider is selected and listed as the primary provider.

265. Choose the appropriate medication from the quick order menu on the Orders window.

266. Verify the administration of the medication.

267. Select “verbal order” in the dialog.

268. The ordering provider will receive a notification prompting them to sign off on the medication.

269. Document any pertinent information in a new note or addendum.
270. Document any appropriate CPT codes (procedures).

21.2.5 Refill Requests

Follow these steps:
271. Select patient.

272. Create a new visit by selecting the pharmacy clinic.

273. Review alerts, warnings, and allergies.
274. Document POV V68.1 (issue of repeat medications) and select the appropriate indications (diagnosis) for the medications being refilled.
275. Highlight requested medications with valid refills and select Action ( Refill.

Note: Pharmacy visit will be merged into Nurse visit.
21.2.6 Standing Orders  - Labs or Radiology

Providers should always prescribe a standing order by placing a quick order for the service requested, completing a consult for the service, or placing a text order describing the service prescribed. This order will be the justification for providing the service to the patient.
Follow these steps:

276. Select yourself as the primary provider.
277. Select the ordering provider is as a secondary provider.

278. Before closing the window, highlight the ordering provider’s name.
279. Place standing orders (lab or radiology).
280. Sign the orders.
281. Choose the “Policy” radio button and press OK.
282. The order will be processed and all notifications will be directed toward the provider whose name was last highlighted.
21.2.7 Standing Orders - Medications

Providers should always prescribe a standing order by placing a quick order for the service requested, completing a consult for the service, or placing a text order describing the service prescribed. This order will be the justification for providing the service to the patient.
Follow these steps:

283. Select yourself as the primary provider.
284. Select the ordering provider is as a secondary provider.

285. Before closing the window, highlight the ordering provider’s name.
286. Place standing orders (medication).
287. Sign the orders.
288. Choose the “Hold until Signed” radio button and press OK.
289. The highlighted provider will receive a notification prompting them so sign the order for processing.

21.2.8 Telephone Calls

Follow these steps:
290. Select patient.
291. Select visit.

· Create a new visit by selecting the service category (type of visit) telephone.

· If medications are ordered or refilled, select “pharmacy” as the clinic code.

Select Type of Visit = Telephonic; if medications are being ordered or refilled, select Type of Visit = Ambulatory.
292. Review alerts, warnings, and allergies.
293. Document chief complaint.
294. Document patient education (if any).
295. Document health factors (if any).
296. Document POV as V68.9 for Principal Diagnosis.
297. If there is a secondary diagnosis, do the following:
· If the POV is not known, a search can be conducted using the lexicon.

When a POV cannot be found, type a detailed description in the Narrative field (limited to 80 characters). A POV of .9999 will be assigned and will show up in the Medical Records error report (PCC Error Report). The HIM department will modify the appropriate code.

298. Document E&M code (if appropriate).

299. Order consults, labs, medications per protocol, etc. as appropriate.

300. Sign orders.

301. Write a note (if appropriate).

302. Sign note.

21.2.9 Nurse Visits

Follow these steps:
303. Select patient.

304. Select visit.

· Select a visit that was created through the PIMS package.

· If no visit is present or the site is not using PIMS, create a new visit by selecting the appropriate clinic code.

· If medications are ordered or refilled, select “pharmacy” as the clinic.

305. Review alerts, warnings, and allergies.

306. Document chief complaint.

307. Document vitals and measurements.

308. Document immunizations (if any).

309. Document patient education (if any).

310. Document health factors (if any).

311. Document Personal Health information (if any).
312. Document POV.

· If the POV is not known, a search can be conducted using the lexicon.

· When a POV cannot be found, type a detailed description in the Narrative field (limited to 80 characters). A POV of .9999 will be assigned and will show up in the Medical Records error report (PCC Error Report). The HIM department will modify the appropriate code.

313. Document E&M code (if appropriate).

12. Document any appropriate CPT codes (procedures).

13. Order consults, labs, medications per protocol, etc. as appropriate.

14. Sign orders.

15. Write a note (if appropriate).

16. Sign note.

17. Document Point of Care (POC) testing results using the lab fast bypass option through RPMS (Roll & Scroll).

21.3 Providers

This section provides information of provider visits, phone calls, ordering medications, and signing verbal orders.

21.3.1 Provider Visits

Follow these steps:
314. Select patient.

315. Select visit.

· Select a visit that was created through the Scheduling/PIMS package.

· If no visit is present, create a new visit by selecting the appropriate location and clinic code.

316. Review alerts, warnings, and allergies.

317. Review triage documentation (if present).

318. Document immunizations (if any).

319. Document patient education (if any).

320. Document health factors (if any).

321. Document Personal Health (if any).
322. Document POV.

· If the POV is not known, a search can be conducted using the lexicon.

When a POV cannot be found, type a detailed description in the Narrative field (limited to 80 characters). A POV of .9999 will be assigned and will show up in the Medical Records error report (PCC Error Report). The HIM department will modify the appropriate code.

323. Document E&M code (if appropriate).
324. Document any appropriate CPT codes (procedures).
325. Order consults, labs, medications, etc. as appropriate.

326. Sign orders.

327. Write a note.

328. Sign note.
21.3.2 Telephone Calls

Follow these steps:
329. Select patient.

330. Select visit.

· Create a new visit by selecting the service category (type of visit) telephone.

· If medications are ordered or refilled, select “pharmacy” as the visit location.
· Select Type of Visit = Telephonic; if medications are being ordered or refilled, select Type of Visit = Ambulatory.
331. Review alerts, warnings, and allergies.

332. Document chief complaint.

333. Document patient education (if any).

334. Document health factors (if any).

335. Document Personal Health information (if any).

336. Document POV.

· If the POV is not known, a search can be conducted using the lexicon.

· When a POV cannot be found, type a detailed description in the Narrative field (limited to 80 characters). A POV of .9999 will be assigned and will show up in the Medical Records error report (PCC Error Report). The HIM department will modify the appropriate code.

337. Document E&M code (if appropriate).

338. Order consults, labs, medications per protocol, etc. as appropriate.

339. Sign orders.

340. Write a note (if appropriate).

341. Sign note.

21.3.3 Ordering Medication Administered in Clinic

Follow these steps:
1. Choose the appropriate medication from the quick order menu on the Orders window.

2. Be sure to choose Pick Up = Clinic and Priority = Done.
3. Sign order.
21.3.4 Signing Verbal Orders

Follow these steps:
1. When receiving a verbal order, select the ordering provider as the primary provider and the individual taking the order as the secondary provider. The electronic signature is required to send the notification; select the Verbal Order radio button.
2. The ordering provider will receive a notification prompting the provider to sign off on the verbal order.
21.3.5 Refill Requests

Follow these steps:

1. Select the patient.

2. Create a new visit by selecting the pharmacy clinic.

3. Review alerts, warnings, and allergies.

4. Document POV V68.1 (issue of repeat medications) and select the appropriate indications (diagnosis) for the medications being refilled.

5. Highlight requested medications with valid refills and select Action ( Refill.

6. An electronic signature is not required for refills.
21.4 Pharmacy

This section covers topics related to pharmacy.

21.4.1 Pharmacy Counseling on Same Day as Appointment

Follow these steps:

342. Verify patient medications through Pharmacy version 7 using NetTerm (RPMS).

343. Select patient in EHR.

344. Select the visit that was already created for the appointment that day.

345. Document patient education (if any).

346. Document health factors (if any).
21.4.2 Pharmacy Counseling on Different Day as Appointment When Meds were Filled

Follow these steps:

347. Select patient in EHR.

348. Create a new visit using Pharmacy as the clinic code.

349. Document POV.

· Document POV V65.49 (Other Specific Counseling) or V65.19 (Other person consulting on behalf of another person).
350. Document patient education (if any).

351. Document health factors (if any).
21.4.3 Pharmacy Return to Stock

Follow these steps:

352. PCC data entry will see this visit as an “incomplete” visit because there are no V-meds attached.

353. PCC data entry will “re-code” these visits from “Pharmacy-clinic code 39” to “Chart review-clinic code 52.”

354. The Pharmacy staff will return all unclaimed prescriptions (new and refill) per policy.

355. Pharmacy will use the following RPMS option: Return Medication to Stock [PSO RETURNED STOCK].

· Note: this menu option does not create a visit and it removes the medications from the original visit V-Med file.

356. PCC data entry will change the POV from V68.1 (Issue of repeat prescription) to V68.89 (Encounters for other specified administrative purposes).

21.4.4 Pharmacy Collaborative Practice

Follow these steps:

1. Fill your medication orders through Pharmacy 7 using NetTerm (RPMS).

2. Select patient in EHR.

3. Select the visit that was already created for the appointment that day.

4. Document POV.

Using the POV entered on the previous visit and the dispensed meds as a guide, select the diagnosis/reason for which the patient is taking the prescribed medications, noting a diagnosis for each respective medication order.

5. Document patient education (if any).

6. Document health factors (if any).

7. Write and sign note.
21.4.5 Outside or Call-in Prescriptions

Follow these steps:

1. Enter medications through Pharmacy 7 using NetTerm (RPMS).
2. Select patient in EHR.
3. Select the visit that was already created for the appointment that day.
4. Document POV.
Add POV of V68.89 (Encounters for other Specified Administrative Purpose).

Add the POV for the diagnosis/reason for which the patient is being prescribed the medication
5. Go to the Notes window and enter a new note:
Select a note title of Pharmacy.

Write note.

Document appropriate prescription information (ordering provider, location, phone number, etc.).
Documents information in a note if a lot of information needs to be conveyed to other providers.

Sign Note.
357. Document patient education (if any).

358. Document health factors (if any).

359. Document Personal Health (if any).
21.4.6 Pharmacy Refills

Follow these steps:
360. Refill medications through Pharmacy 7 using NetTerm (RPMS).

361. Select patient in EHR.

362. Select the visit that was already created for the appointment that day.

363. Document POV.

Add POV of V68.1 (Issue of Repeat Medications).

364. Using the POV entered on the previous visit and the dispensed medications as a guide, select the diagnosis/reason for which the patient is taking the prescribed medications, noting a diagnosis for each respective medication ordered.
365. Document patient education (if any).
366. Document health factors (if any).
367. Write and sign the refill note.
21.4.7 Medication Therapy Management Services

Follow these steps:

6. Select patient.
7. Select a visit.

· Select a visit that was created through the PIMS package.

· If no visit is present, create a new visit by selecting the appropriate clinic code.

8. Review alerts, warnings, and allergies.
9. Document chief complaint.
10. Document vitals and measurements.

11. Document immunizations (if any).
12. Document patient education (if any).
13. Document POV.
· If the POV is not known, a search can be conducted using the lexicon.

· When a POV cannot be found, type a detailed description in the Narrative field (limited to 80 characters). A POV of .9999 will be assigned and will show up in the Medical Records error report (PCC Error Report). The HIM department will modify the appropriate code.

· Consider POV codes of V58.83 (Encounter for Therapeutic Drug Monitoring).

· Consider POV code V56.61 (long term current use of anticoagulants) in addition to anticoagulation indication for anticoagulation clinics
21.4.8 Lab Only Visit

Follow these steps:

368. Select patient in EHR.

369. Select the visit or create a new visit using Lab as the visit location.

370. Enter the name of phlebotomist/Lab person as the primary provider.

371. Enter the name of ordering provider as the secondary provider (this is a walk around to make the ordering provider’s name appear on the billing claim).

372. The Condition/Diagnosis MUST be listed first as the primary diagnosis. Go to the POV window and select the appropriate diagnosis for the lab tests.
373. Add a POV of V72.6 (lab exam) as a secondary diagnosis.
374. The lab test cannot be performed without a diagnosis and reason given by the ordering provider.
21.4.9 Radiology Only Visit

Follow these steps:
375. Select patient in EHR.

376. Select the visit or create a new visit using Radiology as the visit location.

377. Enter the name of the radiology technician as the primary provider.
378. Enter the name of ordering provider as the secondary provider (this is a walk around to make the ordering provider’s name appear on the billing claim).

379. The Condition/Diagnosis MUST be listed first as the primary diagnosis. Go to the POV window and select the appropriate diagnosis for x-ray test.
380. Add a POV of V72.5 (Radiology exam not elsewhere classified) as the secondary diagnosis.
22.0 Appendix B
This appendix contains the scavenger hunt and the scenarios information.

22.1 Scavenger Hunt

The scavenger hunt information appears on the next pages so that it can be printed separately for the classroom situation.

Electronic Health Record Scavenger Hunt

SELECTING THE PATIENT AND THE VISIT

1. What is the color of the box where the patient name is located (or chosen)?

2. Find your patient

3. How old is he or she?

4. Is there more than one way to look up the patient?

5. What is the yellow box used for?

6. Select today’s appointment. What information displays in the yellow box?

7. You have received an abnormal HGBA1C lab result and would like to call the patient, name two of the places you can find her phone number.

8. How do you create a visit?

COVER SHEET

9. You receive a message that the patient has a question on her medications.  Which tab gives an overall picture of the patient’s meds, problems, past & future appts., last vitals, labs?

10. Double click on the patient’s weight on the cover sheet. Check the box labeled “2 years” on the lower left side of your screen. Is this patient gaining weight?

11. What was this patient’s last blood pressure?

12. Double click on one of the medications. What was the last date that the medication was filled?

13. Enter new vital signs

14. Graph the patient’s vital signs

WELLNESS & TRIAGE TABS

15. What immunizations are due for this patient?

16. How would you print the patient’s immunization record?

17. What was the last date that this patient received Patient Education

18. Document wellness education.

19. Document a “CAGE” score of 2

20. Document (a) “Smoke Free Home”, (b) Tobacco Smoke in Work Place, and (c) Ex-Smoker

21. Perform “Domestic Violence” screening and document the results.

22. Document administration of an immunization to this patient.

23. Document a PPD that was given outside the facility.

24. Do you need to write a note documenting that the Immunization was given?  Why or why not?

25. Document Visual Acuity (Both Eyes, Corrected, and Uncorrected).
26. Document Pain, Pulse Ox, and Peak Flow.
LAB TAB

27. What are his/her most recent laboratory results?

28. Graph the laboratory results?

29. How do you view the cumulative report?

30. Document the results of (a) a fingerstick glucose of 250 and (b) negative FOBT.

ORDERS TAB 

31. Document an allergy

32. Where do you order labs, radiology, and medications?

33. Do you see any future lab orders? 

34. Order a “Lipid Profile”

35. Order a flu shot

36. Order a Class II Narcotic

37. Order Prednisone 60mg qd X 3 days, 40 mg qd X 3 days, 20 mg qd X 3 days, then 10mg qd X 3 days.

38. Order Ceftriaxone 250mg IM now

39. Order Albuterol Nebulizer X 3 now

40. Refill your patient’s medication through EHR

41. Now refill another medication through “Paperless Refill”.  Don’t forget to document the purpose of visit.

42. Do you need to write a note?

43. How do you review the progress notes?

POV

44. What are the ACTIVE PROBLEMS for this patient?

45. What happens if you double click on a historical diagnosis?

46. Add a problem to the Problem List

47. Document an Historical Appendectomy”

48. Add “Type 2 DM Uncontrolled with Retinopathy, Neuropathy, and Nephropathy” as today’s purpose of visit.

49. Now assign ICD-9 code(s) to this diagnosis.  How many ICD-9 codes are necessary?

50. Document “Fracture of Right Large Toe”.  Assign an E-Code

51. Document CPT codes for all procedures performed on this visit.

NOTES

52. Bring up the notes tab and read the chart notes

53. Open up an template and document your findings

54. Where is the Chief Complaint Documented?

22.2 Scenarios

The scenarios information appears on the following pages so that it can printed out in the classroom situation.
RPMS-EHR

Patient Test Scenarios

NOTE:  NO ACTUAL PATIENT DATA SHOULD BE USED DURING TESTING.
It is recommended that you review the Clinicians Guide prior to running through the test scenarios. Feel free to test and navigate through the system beyond the scope of the scenarios provided.

1.
Pediatric Patient

Patient Selection Screen

· Choose the Peds Patient specified. 

Triage Tab

· Enter a “chief complaint”

Wellness Tab

· Document the Health Factor “Smoker in Home”

· Screen for the Exam “Intimate Partner Violence”

· Document an “Historical Immunization”

· Document an Immunization given today.

· Document “Patient Education” given today concerning immunizations

Cover Sheet Tab

· Click on a vital in the Vitals box

· Click on “Enter Vitals” and re-enter

· Temperature: 98.5°F

· Pulse: 80 BPM

· Respiration: 55

· Blood Pressure: 110/75
· Height: 24 IN

· Weight: 25 LB

· Pain Scale: 0
· Pulse Ox 99
Problem/POV Tab

· Create New Problem “Recurrent Otitis Media”

· Note that Amoxacillin therapy has not worked and has been discontinued.

· Create a New Problem “Asthma” and also document as today’s “Purpose of Visit”

· Document a “Purpose of Visit”

· Otitis Media with Date of Onset as 2 weeks ago

Services Tab

· Document Historical “PE Tube Insertion”

· Document Pulse Ox

· Document E/M 

Medication Tab

· Review Medications

· Sort “Acute and Chronic Medications”

Laboratory Tab

· Review Labs

· Graph Hematocrit
Orders Tab

· Allergies

· Document “No Known Allergies”

· Laboratory

· Order a CBC, Urinalysis/C&S

· Radiology

· Order a Chest X-Ray

· Medication

· Order Amoxicillin

· Discontinue Amoxicillin

· Order Cephalexin Liquid

· Choose dosage, schedule, duration, quantity, refills, etc.

· Sign all Orders (Electronic Signature Code:  SIGNED)

Notes Tab

· Create a New Pediatric Note

· Drag a Pediatric Template in to the New Pediatric Note 

· Complete the patient’s Note using the Template. Click OK when you are finished.

· Sign all Notes (Electronic Signature Code:  SIGNED)

Reports Tab

· Run a Clinical Orders Report for Orders Current

· Choose the Date Range as One Year Back

2.
Internal Medicine Patient
Patient Selection Screen

· Choose the Adult Patient specified in the VistA-Office Usability Testing E-mail that was sent to you

Triage Tab

· Enter a “chief complaint”

Wellness Tab

· Document the Health Factor “Smoker”

· Screen for the Exam “Intimate Partner Violence”

· Document 

· Document an “Historical Pnemovax”

· Document a Flu Shot given today.

· Document “Patient Education” given today concerning immunizations

· Document “Patient Education” given today concerning diabetes, dyslipidemia, obesity and hypertension

Cover Sheet Tab

· Click on a vital in the Vitals box or click “No data found” in the Vitals box

· Re-enter Vitals

· Temperature: 99.0°F

· Pulse: 80 BPM

· Respiration: 25

· Blood Pressure: 145/100

· Height: 70 IN

· Weight: 350 LB

· Pain Scale: 2 – Patient is experiencing pain from swelling in legs and foot pain.  This pain is due to the patient’s morbid obesity.

· Waist Circumference 54”

· Visual Acuity Uncorrected OD 20/60  OS 20/80

· Visual Acuity Corrected OD 20/20  OS 20/308

Problem/POV Tab

· Create New Problem “Type 2 Diabetes Uncontrolled” with Date of Onset as 10 years ago and also add as today’s “Purpose of Visit”

· Note “Needs Eye Exam and Diabetic Dental Exam”

· Create New Problems Morbid Obesity, Dyslipidemia, and Hypertension and also add as today’s “Purpose of Visit”

· Document Purpose of Visit “Swelling of Limb”

· Document Purpose of Visit “Foot Pain”

Services Tab

· Document Historical “Cholecystectomy”

· Document Fingerstick Glucose

· Document E/M 

Medication Tab (If no refills or renewals order on “Orders Tab”)

· Review Medications

· Sort “Acute and Chronic Medications” 

· Refill/Renew Lovastatin

· Choose dosage, schedule, duration, quantity, refills, etc.

· Refill/Renew Aspirin

· Choose dosage, schedule, duration, quantity, refills=12, etc.

· Sign all Meds (Electronic Signature Code:  SIGNED)

Laboratory Tab

· Review Labs

· Graph A1c, Creatinine, and Microalbuminuria
Orders Tab

· Click on Allergies

· Document allergy to Metformin

· Click on Lab Tests

· Order Hemoglobin A1C Blood test

· Check Blood Sugar level

· Order a Lipid Profile

· Order Micral

· Click on Medication Order

· Order Insulin Regular INJ

· Choose dosage (100 u/mL) schedule, duration, quantity, refills, etc.

· Discontinue Insulin Regular INJ (entered in error)

· Order Insulin 70/30 INJ

· Choose dosage (100 u/mL), schedule, duration, quantity, refills, etc.

· Order Avandia

· Choose dosage (100 u/mL), schedule, duration, quantity, refills, etc.

· Click on Text Only Order

· Switch to Abbott Precision Xtra glucose monitoring system

· Sign all Orders (Electronic Signature Code:  SIGNED)

Notes Tab

· Create a New General Note

· Drag the Template (titled Patient Encounter, Minimal Clicks, or SOAP Basic) in to the New General Note 

· Complete the patient’s Note using the Template. Click OK when you are finished.

· Include “Complete bloodwork,” “Check blood sugar level,” “Cardiovascular workup,” “Check extremities for blood flow and necrosis” in the details of the Note

· Sign all Notes (Electronic Signature Code:  SIGNED)

3.
Family Practice

Patient Selection Screen

· Choose the Adult Patient or Obgyn Patient specified.

Wellness Tab

· Document the Health Factor “Smoker in Home”

· Screen for the Exam “Intimate Partner Violence”

· Document “Depression Screening

· Document an “Historical Immunization”

· Document an Immunization given today.

· Document “Patient Education” given today concerning immunizations

Cover Sheet Tab

· Click on a vital in the Vitals box

· Click on “Enter Vitals” and re-enter

· Temperature: 98.5°F

· Pulse: 69 BPM

· Respiration: 25

· Height: 24 IN

· Weight: 25 LB

· Pain Scale: 0
Problem/POV Tab

· Create New Problem “Depressions” with Date of Onset as two months ago and also add as today’s “Purpose of Visit”

· Note “Complaining of depression and listlessness”

· Note “Emotionally incapable of working”

· Create New Problems “Recently Divorced and also add as today’s “Purpose of Visit”

· Document “Purpose of Visit” Depressions Screening

Services Tab

· Document “Historical” Mammogram

· Document Depression Screening

· Document E/M 

Medication Tab (If no refills or renewals order on “Orders Tab”)

· Review Medications

· Sort “Acute and Chronic Medications” 

Laboratory Tab

· Review Labs

· Graph labs of your choice
Orders Tab

· Click on Allergies

· Document an allergy

· Click on Lab Tests

· Order CMP, CBC, TSH

· Check Blood Sugar level

· Click on Medication Order

· Order Wellbutrin

· Choose dosage, schedule, duration, quantity, refills, etc.

· Highlight the Wellbutrin order in the Active Orders chart by clicking on it, then click the “Action” menu at the top of the screen and choose “Flag…” from the dropdown list.

· Reason for Flag:  Please note your patient’s newly diagnosed med

· Alert Recipient

· Discontinue Insulin Regular INJ (entered in error)

· Click on Consults Order

· Refer to Psychiatrist

· Include “Emotionally incapable of working,” “Recently divorced,” “Complaining of depression and listlessness,” and “Attempting to manage depression with St. John’s Wort,” “Check for threat of suicide,” and “Refer to Psychiatrist” in the details of the Note.

· Sign all Orders (Electronic Signature Code:  SIGNED)

Notes Tab

· Create a New “Family Practice, Gen or Primary Care “Note

· Drag the Template to the New Note 

· Complete the patient’s Note using the Template. Click OK when you are finished.

· Sign all Notes (Electronic Signature Code:  SIGNED)

Reports Tab

· Run a Med Admin History (BCMA) or Med Admin Log (BCMA) Report

· Choose the Date Range as Today

23.0 Appendix C - Keyboard Shortcut for EHR & Windows

This section has two parts: text editing shortcuts and EHR-specific shortcuts. Many of the text editing shortcuts apply to the EHR.

23.1 Windows Shortcuts for Text Editing

There are many shortcuts that are standard to Windows that make text editing much faster. All of these shortcuts can be used in EHR TIU notes and EHR text boxes of any kind. In addition, they can be used in Web browsers, most Windows text editors, and most Word Processors.

The “+” sign means that you are supposed to press two keys together, e.g., Ctrl+V. The “,” means to press the keys separately in the order they appear. For example, the shortcut “Alt+F, P” means press Alt and F together, then release them, then press P by itself.
23.1.1 Cutting/Copying and Pasting

	Shortcut
	Action

	Ctrl+x
	Cut

	Ctrl+c
	Copy

	Ctrl+c
	Paste


23.1.2 Text Navigation

	Shortcut
	Action

	Ctrl+[
	Move one word to right

	Ctrl+{
	Move one word to left

	Ctrl+[
	Move one paragraph up

	Ctrl+[
	Move one paragraph down

	Home
	Go to the beginning of the line

	End
	Go to the end of the line

	Ctrl+Home
	Go to the beginning of the document

	Ctrl+End
	Go to the end of the document


23.1.3 Highlighting

Shift+(Any Text Navigation) will highlight. For example, if you are at the end of a sentence, and you press “Shift+Home” you will highlight the whole line.
Ctrl+A will select all. Use Carefully!

23.1.4 Correcting Errors

You would usually use Delete or Backspace to erase text. That may take a while, depending on what you want to erase. Here are some shortcuts:
Ctrl+Backspace erases the entire word immediately to the left of your cursor. This shortcut does not work in some old text boxes provided by Windows.
Any Highlighting (v.s.) + Delete OR Backspace erases highlighted text.
Ctrl+Z is Undo. It’s your savior if you delete something by mistake. If you press Ctrl+Z, you will get it right back!
Redo is different in each application. Most applications use Ctrl+Y; some use Ctrl+Shift+Z; some use Ctrl+Z again to redo the undone.
Most applications today enable multiple undo and redo. However, EHR enables just one.
23.1.5 Examples

You need to practice. Here are specific examples of how to use text-editing shortcuts.

	Need to Edit
	What To Do

	Delete a just missplet word.
	Ctrl+Backspace

	Delete all text from a certain point down (a very common situation in EHR)
	Hold Shift to highlight, then navigate to the end by pressing Ctrl+End. Then use Backspace or Delete.

	Oops, I didn't intend to do that...
	Ctrl+Z for undo

	I hate what I wrote; I want to start over.
	Ctrl+A for highlight all, then Delete or Backspace.

	I want to change the verb in the middle of the sentence.
	Ctrl+[ to move to the verb one word at a time; just before the verb, hold the Shift key and do Ctrl+[. This will highlight the verb, and you can use a different verb by typing over it.

	I don't like the sentence/paragraph I wrote.
	You must hold the Shift key to highlight. If you press Home, you will highlight all text to the beginning of the line. Subsequently, you can use the [ or [ arrows to highlight lines above or below.

	I need to rearrange my sentence.
	This happens very frequently. You want to switch the subject and the object or simply move the verb. Use Ctrl+[ to move to the word(s) you want to shift around. Just before the word(s), hold Shift, and continue to use Ctrl+[ to highlight the text. Once you are done with Highlighting, press Ctrl+X to cut, then move the cursor with Ctrl+[ or Ctrl+[ (or going up and down). Once you arrive at your destination, press Ctrl+V to paste. MS Word makes sure the spacing is correct before and after; EHR doesn't afford you that luxury though.


23.1.6 Miscellaneous Shortcuts

Most of these won’t work in EHR, but they work in the rest of Windows.

	Shortcut
	Action

	Ctrl+s
	Save

	Ctrl+f
	Find (MS Word uses Ctrl+h for Replace)

	Ctrl+o
	Open File

	Ctrl+p
	Print

	Ctrl+b
	Bold

	Ctrl+i
	Italics

	Ctrl+u
	Underline


23.2 EHR Shortcuts

What are those underlined letter in Dialog and Menus?
A letter that is underlined on a button or a label means that you can select it by pressing Alt+Letter. For example, if a “Select” button is seen in a dialog, you can select (“click”) it by pressing Alt+S. Menu bars always have underlined letters; if they don’t, you probably just need to press the Alt key to activate underlining. A common task is to print or sign orders. To print in EHR, you have to do Alt+F to select the File menu, then press P. To sign in EHR, you have to press Alt+A to open the Action menu, then press S. That will save you a lot of time when signing notes.

Can I highlight Cells in EHR like Excel?

Yes you can. The cells you see in EHR either represent medications (on the Medications window) or orders (in the Orders window). You can highlight adjacent cells by using the same method of highlighting text, i.e. Shift+(Navigation Button). So Shift+[ will highlight the next cell down. To highlight non-adjacent cells, you have to use the mouse. Click on the first (to highlight), hold Ctrl, click on any additional ones.
The Tab Key

The tab key cycles between different fields in dialogs. Some of the dialogs are badly designed and using Tab is more of an encumbrance. In well-designed dialogs, pressing tab will take you from one field to the next. Once you reach the “OK” or “Select” button, you will notice a dotted box around the button. To click on the button, press Spacebar.

24.0 Glossary

	Term
	Definition

	Clinical Reminders
	Clinical Reminders are used to track and improve preventive healthcare for patients by reminding clinicians that specific actions such as examinations, immunizations, and mammograms should be performed by the clinician.

	Consult Initiator
	The clinician who creates a consult.

	Consult Receiver
	The service that receives a consult. After receiving the consult, the service takes responsibility for completing the consult.

	CPRS
	Computerized Patient Record System

	GUI
	Graphical User Interface—a Windows-like screen that uses pull-down menus, icons, pointer device, and other elements that can make a computer program more understandable, easier to use, and allow multi-processing, etc.

	D/C Summary
	Discharge Summary, used for inpatients when they are discharged from the hospital.

	EHR
	Electronic Health Record

	NetTerm
	The computer application used to access the RPMS system.

	Notifications
	These are a specialized kind of alert regarding patients or a patient’s orders.

	Primary Provider
	This is the provider who has cared for the patient the majority of the visit.

	Progress Notes
	A component of TIU that is available for input in EHR. These notes are a clinicians’ textual records of a patient’s status at the time of an encounter.

	Secondary Provider
	This is the person who assists or is authorized to carry out the primary provider’s orders or assists in the documentation of these orders.

	TIU
	Text Integration Utilities, a specialized package for document handling, such as consults, discharge summaries, and progress notes.


25.0 Contact Information

If you have any questions or comments regarding this distribution, please contact the OIT Help Desk by:

Phone: 
(505) 248-4371 or



(888) 830-7280

Fax: 
(505) 248-4199

Web: 
http://www.rpms.ihs.gov/TechSupp.asp
Email:
ITSCHelp@ihs.gov



































































































































































































































































































































































































































































































































































































































































































User Manual
ii
Preface



April 2007


