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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, no matter where you are in the EHR. This tool bar provides the needed information for you to know when you are using the software.
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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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	If you click this information, the Patient Selection dialog displays. If you click the Patient Detail button on this dialog, the Patient Inquiry dialog displays. 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.
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2.2 Visit/Encounter Information

	The EHR shows the encounter provider (the patient’s primary care provider) and the location for the visit on the Visit Encounter panel. You can access this feature from any patient chart tab.

If an encounter provider 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 Encounter Settings for Current Activities dialog displays, in this case. Also, you can access this dialog by clicking on the Visit Encounter panel. See the section “Selecting a Visit” for more information about this dialog.
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2.3 Patient Posting

	Click the Patient Positing icon [image: image9.png]Pasting|



 and the Patient Postings pop-up displays.
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The Posting icon [image: image11.png]Pasting|
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 contains  XE "Posting Icon Codes" codes as described in the following table.

	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.
2.4 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: image12.bmp]
	Due
	The patient meets all of the conditions for the reminder, and the appropriate amounts of time has elapsed.

	[image: image13.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: image14.bmp]
	Not Applicable
	This reminder is not for this patient. For example, the reminder is for patients with diabetes but this patient does not have the disease.

	[image: image15.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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	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.
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2.5 View Patient Detail

	The View Patient Detail [image: image18.png]


 icon provides a way to view detail information about the current patient.

Click this icon and the Detail pop-up displays.
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2.6 Awaiting Review

	Click the Awaiting Review [image: image20.png]


 icon and the Review/Sign Changes dialog displays.

Each item that requires a signature will have a checkmark in front of it..
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Here you can sign, by electronic signature, the checked orders. You can check or uncheck the various orders.


3.0 Selecting a Patient
You select a patient using the Patient/Visit Toolbar of the EHR.
Follow these steps to select a patient:

	1. Position the mouse over the left-most panel of the Patient/Visit Toolbar and click.
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	2. The Patient Selection screen displays.

You can determine the patient list by using the radio buttons on the left.

3. Select a patient by the following methods:

· Type the patient’s name (last name,first name), with no space between the comma and the first name.
Ex: Abel,James.
· Type the patient’s chart number, which must be four digits in length; for example, chart number 38 must be typed as 0038.

· Type in the patient’s birthday using the format of B followed by the 6- or 8-digit birthday. For example, B070161 will bring up a patient born 7-1-61.
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· Click the Patient Detail button to show information about the current patient (the Patient detail dialog displays).



	4. If the correct patient is highlighted in the selection area, click OK.
· The selected patient information populates the left-most panel of the Patient/Visit Toolbar.
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3.1 Filtering 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 graphic to the right shows that the user has selected a list from 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.
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3.2 Personal Lists

Follow these steps:
	5. For user-managed lists,  XE "Personal Lists for Selecting Patients" such as personal lists, enable the Personal Lists radio button and then click the Manage List button.
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	· 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 to the right.

· In list management mode, the field below the Manage Personal Lists label are the personal list names. The field below the Personal List label contains the patients in a selected personal list. These patient names can be managed using the buttons to the immediate left.
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You must enter the name of the personal list by clicking the New button. After selecting the “new” name, the buttons to the left of the Personal List panel become active.


The following table describes the  XE "Manage Personal Lists panel:Definition of the Buttons" buttons to the left of the Personal List panel.

	Button
	What It Does

	Add
	Adds the currently highlighted patient  to the Patients panel.

	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 patient name from the Personal 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
Most functions in the EHR require that you select a visit. A visit provides EHR users with the time and day that an encounter occurs with a patient.
You can select a new visit or a reference visit. Follow these steps:

4.1 Activating the Visit Panel

	6. Position the mouse over the second left-most panel of the Patient/Visit Toolbar and click.
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	7. The Encounter Setting for Current Activity dialog displays.
	


4.2 Types of Visits

	· Use Appointments/Visits window to choose a visit that has already been created.

Example: the patient has been checked into the patient’s clinic appointment with the provider today and you need to get vital signs. You don’t need to make a separate visit, just choose one that has already been made.

· You can change the date range of the appointments by clicking the Date Range button and choose a new date range from a calendar.

· You can sort any column by clicking its heading.
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	· Use the Hospital Admissions tab when your visit data is for an inpatient visit.
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	· Use the New Visit tab when no visit has been created and you are seeing the patient by yourself.
(1). This panel contains the clinic codes.

(2). This panel contains the service categories.

Example: the patient comes in for a nurse visit to receive education. The patient does not need to see another provider. You will need to create a new visit to document what you did with the patient.

You will see a list of clinics from which to choose. Either scroll to the clinic or search for a clinic by entering a few characters in the text field below the Visit Location label. Click once on the clinic. Make sure that the date, time, and Type of Visit fields are correct.
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The table below describes the options in the Type of Visit field.

	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.



4.2.1 Locked Visit

	· If the property for an existing visit is LOCKED, a padlock icon will display next to the visit.

· This means that you cannot change any PCC data associated with the visit. If you try, you get the Error alert.
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4.2.2 Second Visit on Same Date

	· If you create a second visit on the same date, the Similar Visits dialog will display.

· You can do any of the following:

· Select the visit recommended in the Similar Visits dialog window.
· Click on the ignore button and create a new visit.
· Cancel the visit selection.
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4.3 Selecting the Primary Provider

You need to make sure that there is a provider for the visit. The lower, right-hand panel on the window called “Providers for this Encounter” will list all of the providers who are associated with the actions that have taken place for this patient during this visit. It is the same as putting your provider code in the upper right-hand corner of the PCC/PCC+ form.

	· For a nurse-only visit, the nurse is the primary provider. If your name is not in the “Providers for this Encounter” list, you can scroll through the list in the Encounter Providers panel or your can search for the name by entering a few characters in the text field below the All Providers label. When you find your name, highlight it and click the right-pointing arrow ([image: image35.bmp])to move it to the “Providers for the Encounter” panel. You can move names out of the “Providers for this Encounter” panel by selecting them and then clicking the left-pointing arrow ([image: image36.bmp]).
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	· For all other visits the physician or mid-level person providing the service is the primary provider A primary provider is necessary for billing as well. To make a person the primary provider, highlight the person’s name (place cursor over the name and click once) and then click the [image: image38.bmp] icon.
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5.0 Entering Chief Complaints
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 click the Add button to assist you in entering the information.
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	· The Chief Complaint field has a right-click menu that you can use to edit the text of the complaint.
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	· 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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5.1 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. This method will enter only one chief complaint.
	8. Enable the Symptoms radio button on the Chief Complaint dialog.

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

10. If there is more than one chief complaint, highlight the complaint; complete the Severity and Duration panels, if necessary Then click Append Symptom. In this case the text box could look like the illustration to the right.
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Follow these steps to enter more than one chief complaint:

	11. Enable the Symptoms radio button on the Chief Complaint dialog.

12. Highlight the chief complaint; complete the Severity and Duration panels, if necessary. Then click Append Symptom. This will add the chief complaint to the top panel on the Chief Complaint dialog.

13. Repeat the previous step, as needed.
14. 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. The illustration to the right show multiple chief complaints.
	[image: image44.png]1. Patient complains of Back Ache, Chest Pain, Cough.






5.2 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:

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

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

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

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

19. Click Append Symptom.

The Chief Complaint dialog could look like the illustration to the right.
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5.3 Entering Patient Requests
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Figure 5- 1: Patient Requests
You can add patient request to the Chief Complaint dialog like you add Symptoms. Note that Request do not have Severity, Location, and Duration panels.
If you add multiple patient requests, the text box could like this:
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Figure 5- 2: Multiple Patient Requests

5.4 Entering Diagnosis
You can add a diagnosis to the Chief Complaint dialog like you add Patient Requests.
6.0 Entering Allergy Information

This section provides information on entering known allergies and no known allergies.
6.1 Entering Known Allergies

Follow step steps to enter allergy information:

	20. Select the option about allergies on the Write Orders panel of the Orders window.
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	21. The Look up Allergy/ADR dialog displays.

22. 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.
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	23. 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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	· When you enable the Observed radio button, the Severity field displays.

· Click the Current button to show the known allergies for the current patient.

24. 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.
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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.

6.2 Entering No Known Allergies

Follow these steps to enter no known allergies:

	· Check the “No Known Allergies” checkbox on the Look up Allergy ADR dialog.
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	· 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.
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	· After leaving the Enter Allergy Information dialog, you return to the Order window showing the “no known allergy” information.
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7.0 Entering Vital Signs
You can enter vital sign measurements on the Cover Sheet window of the EHR. This type of entry allows you to enter some basic measurements as well as view a graph of a selected measurement.
Select a patient and visit. Follow these steps to enter the vital sign measurements.

	25. Go to the Cover Sheet window in the EHR and place the cursor in the Vitals panel.
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	26. Select “Enter Vitals” on the right-click menu.
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	27. The Vital Measurement Entry dialog displays. A new column, containing the current date and time, will be open for entry.
· You can change any entered measurement by clicking in the cell and changing the number. If needed, you can also can change the date and time. The Default Units are configured by your local CAC.
· If any entered measurement is out of the valid range of numbers, the EHR will display an error message. See Appendix B for valid ranges.
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	28. When the Vital Measurement Entry dialog is complete, click Update.
· If you need to take another vital sign later on in the visit, you can click the New Date/Time button and a new column (showing the current date and time) will be placed on the Vital Measurement Entry dialog.
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	29. You can look at a graph of a vital sign by single-clicking on a measurement. The Vitals window opens. The illustration to the right is for an adult.

· You can enter vitals while viewing the graph by clicking the Enter Vitals button. The Vital Measurement Entry dialog will display.
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	· You can select how far back you want your vital signs to be displayed.

· You can change the display of the graph by checking any one of the checkboxes in the lower left: Values places values at the points on the graph, 3D makes a 3-dimensional graph, Age changes the lower scale (like the x-axis) to age units, Zoom allows to select a rectangular area to enlarge an area of the graph (select Unzoom on the right-click menu to return to the previous view).
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	· The graph to the right shows a growth chart of a child (person <12 years old). The graphs are 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.
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8.0 Entering Health Factors
Why enter health factors?
· Health Factors influence a person’s health status and response to therapy.

· Health Factors include tobacco use, alcohol use, and TB status.
· Some important patient education assessments can be made in health factors, such as readiness to learn, barriers to learning, and learning preferences.

· Health Factors are GPRA  requirements.
Make sure a patient and visit are selected. Follow these steps:

	30. Go to the Wellness window in the EHR. The Health Factors panel displays the current health factors for the patient.
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	31. Click Add in the Health Factors panel to display the Add Health Factor dialog.

· You need to expand a topic in the Items list by clicking the [image: image63.bmp] sign.

32. Highlight the health factor that you want and click Add. This will add the health factor to the patient’s medical record.
· Remember all health factors are important JCAHO and GPRA requirements.
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Below are the commonly used health factors and their meanings.

8.1 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.

8.2 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)

9.0 Entering Patient Education
Make sure a patient and visit are selected. Follow these steps:

	33. Go to the Wellness window in the EHR. The Patient Education panel lists the patient education topics for the patient.

· Click Add to add a new patient education record.

· The Education Topic Selection dialog displays. The selection can be done using one of five different selection dialogs by either clicking on one of the icon buttons or enabling one of the radio buttons. These selection options are discussed in the sections below.
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	34. After selecting a topic, the Add Patient Education Event displays.

· If you click the Patient’s Learning Health Factors, you can enter health factors and refusals.
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	· Click Display Outcome & Standard to display the Outcome and Standard statement for the displayed education topic, if needed. Notice you can print the information by clicking Print. When finished, click Close to return to the Add Patient Education Event.

35. If you want to enter a historical patient education event, check the Historical checkbox to display the historical fields in the lower part of the dialog box.
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	36. Completing the dialog:

· Select the type of training by enabling the appropriate radio button.

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

· 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).

· Goals are an option 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.

· Click Add to have the education topic added to the Patient Education panel.
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9.1 Education Topic Selection Methods
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Figure 9- 1: Education Topic Selection Dialog

The table below reviews the various ways to select an education topic.

	Method
	Features

	Category List
	· To select by category, either click the category icon ([image: image70.bmp]) or enable the Category List radio button.

· You need to expand the top level grouping.
· To select an entry, either double-click it or highlight it and click Select.

	Name Lookup
	· To select by name lookup, either click the name look icon ([image: image71.bmp]) or enable the Name Lookup radio button.
· You can search for a topic by entering a few characters in the text box; the list will scroll to the first topic containing those characters.
· To select an entry, either double-click it or highlight it and click Select.

	Disease & Topic Entry
	· To select by disease & topic entry, either click the disease & topic icon ( ) or enable the Disease & Topic Entry radio button.
· You must select something in the Disease/Condition/Illness Selection panel as well as in the Topic Selection panel.
· If you have already entered a POV for the current visit, the POV information will automatically display in the POV field.
· When you click the [image: image72.bmp] button at the end of the Disease/Illness field, the Diagnosis Lookup dialog displays. See “Using the Diagnosis Lookup Dialog” section.
· You must enter both a diagnosis and select the corresponding topic. After selecting both, click OK.

	Procedure & Topic Entry
	· To select by procedure & topic entry, either click the procedure & topic icon ([image: image73.bmp] ) or enable the Procedure & Topic Entry radio button.
· In the CPT field you must enter a CPT. Click the [image: image74.bmp] button at the end of the CPT field to display the Procedure Lookup dialog. See Appendix C for more information about this dialog.
· If you have already entered a Visit Service for the current visit, the Visit Service information will automatically display in the Visit Services field.

· After selecting a procedure, you need to select a topic from the Topic Selection field.

	Pick List
	· To select by pick list topic entry, either click the pick list icon ([image: image75.bmp])or enable the Pick List radio button.
· Select a name from the Pick List drop-down list. Then you can select from the items in this list (more than one item can be selected).
· Make sure to indicate the Type of Training, Comprehension Level, and Length (in whole minutes).

· If you select more than one item in the Pick List panel, then the Length value will be divided among the items.


9.2 Entering Patient Education Refusal
You should enter a patient education refusal only on the Patient Education component. Below is an overview of how to do this:
1. Disease and Topic Entry ([image: image76.bmp]) method for selecting a disease and topic on the Education Topic Selection dialog.
2. Click the [image: image77.bmp] button to search for a Disease/Illness.

3. The Diagnosis Lookup dialog displays. Search for refusal in the Search Value field.

4. Select the Refusal Of Treatment diagnosis and click OK.

5. This diagnosis is added to the Education Topic Selection dialog.

6. Select a topic in the Topic Selection panel and click OK.

7. The selected information is added to the Add Patient Education Event dialog.

8. Complete the Add Patient Education event dialog and click Add.

10.0 Entering Exams

You can document exams on the Exam panel of the Wellness window.
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Figure 10- 1: Sample Exam Panel
10.1 Adding an Exam

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

	37. Click Add in the Exams panel to display the Exam Selection dialog.

38. 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.
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	39. Click Select to display the Document an Exam dialog.

40. To redisplay the Exam Selection dialog, click the [image: image80.bmp] button next to the Exam field.

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

42. Type a comment (if applicable) in the Comment text field. This field has a right-click menu for editing the text.
43. If the provider of the exam is different from what is displayed in the Provider field, click the [image: image81.bmp] button next to the Provider field to display the Lookup Utility, where you to select the proper provider.
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If this is a historic event, click the Historic radio button to activate the Historic Event fields. See the “Entering Historic (Event) Information” section.

	44. After all fields have been completed, click Add to add the exam to the Exams panel.
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10.2 Documenting Intimate Partner Violence

Intimate partner violence (also referred to as 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

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

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

· (U)nable to screen

· (R)efused – patient declined exam/screen

10.3 Refusals for Exam

You can document a patient’s refusal for the exam on the Document an Exam dialog.

Follow these steps to document a refusal:

	45. Select the Refusal radio button on the Document an Exam dialog.
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	46. Select a reason from the drop-down list.
47. When complete, click Add.
	


11.0 Entering Personal Health
The Personal Health  XE "Wellness Tab:Reproductive Status" panel is located in the Wellness window of the EHR. This panel has features where you can record data regarding: Asthma, Infant Feeding, Pediatric Data, Reproductive Status, Patient Refusal, Treatment Contract, and Functional Status (Elder Care). Various options are available from the drop-down list, depending on the selected patient.
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Figure 11- 1: Personal Health Panel of the Wellness Window

What choices you have in the drop-down list for the drop-down depends upon the assigned Provider Keys; contact your CAC about the available keys.
11.1 Functional Status

	The Functional Status option on the Add drop-down list is where you record the activities of daily living.

You can select any one drop-down list to record these activities. When complete, click OK.
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	The Personal Health Panel on the Wellness window could look like the illustration to the right (after you double-click on the record); the View Functional Status Record dialog displays.

Notice that you can edit the Functional Status Record information by clicking the Edit button on the View Functional Status Record dialog. This feature is available for all “View” dialogs.
	
[image: image87.png]i

Functional Status|

Refusal | 0¢
o

Reproductive| G

it Date:
Toiloting
Bathing
Dressing
Transfers
Feeding
Continence
Finance
Cooking
Shopping
Housework
Medications

Transportation
Status Change
Caregiver

06712/2007

Incependent
Inependent
Inependent
Inependent
Independent
Needs Help
Incependent
Inependent
Inependent
Inependent
Inependent
Independent
Inprovement

Edt

Cancel







11.2 Data for Pediatrics

The Personal Health panel could look like this for a pediatric patient:
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Figure 11- 2: Sample Personal Health Child Information
You can add new entries by either selecting a desired topic (Pediatric Data or Infant Feeding) from the drop-down list or by clicking on the topic in the first column of the grid.

Currently, these topics and corresponding data are displayed only if the patient is <5 for Infant Feeding and < 8 for Pediatric data.

11.2.1 Pediatric Data Option
	The Pediatric Data option on the Add drop-down list is where you record information about an infant.

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.
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11.2.2 Infant Feeding Option

	The Infant Feeding option on the Add drop-down list is where you record information about infant feeding.

The list only allows one selection. To change a selection, de-select it.
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11.3 Reproductive History Option

	The Reproductive History option records important data regarding the patient’s reproductive history. This applies to female patients only.

When you are entering data for the G, P, LC, SA, or TA fields, you can either directly type the number in the field, or click on the up and down arrows ([image: image91.bmp]) to adjust the value up or down by increments of one.
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Use the following table to populate the various panels:

	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 [image: image93.jpg]


 button).


Follow these steps to complete the remaining fields:

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

10. Date FP Began: Enter the date the patient began her current method of family planning using the calendar (click the [image: image94.jpg]


 button).

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

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

12. Est. Delivery: Enter the patient’s estimated delivery date using the calendar (click the [image: image95.jpg]


 button).

13. Determined By: Select from the drop-down list the method by which the estimated delivery date was determined.
11.4 Asthma Option

	The Asthma option on the Add drop-down list is where you record information about the patient’s asthma status. Those users who have the key to access the Asthma Registry (BATZMENU key) will be able to manage the registry through the EHR under this option.
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11.5 Patient Refusal

	The Patient Refusal option on the Add drop-down list is where you record that the patient refused treatment or assessment. Once you select a refusal type, the second field reflects the name of the refusal type. For example, select Exam as the Refusal Type, the label Refusal Item changes to Exam.
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11.6 Treatment Contract Option

	The Treatment Contract option on the Add drop-down List is where you record that the treatment contract was made with the patient.
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12.0 Documenting Immunizations

The Immunizations panel on the Wellness window allows you to view, edit, delete and add vaccination information for a patient into the Resource and Patient Management System (RPMS). This module allows you to see immediately which vaccinations the patient has received and immunizations are needed. You can add a new vaccination or select an existing one and edit or delete it.

Make sure a patient and visit are selected. Follow these steps:

	48. Go to the Vaccinations panel on the Wellness window in the EHR.

· The Immunization Forecast field contains the vaccinations that the patient needs, as derived from the ImmServe Forecasting System.

· The Contraindications field displays the patient’s contraindications, such as a history of chicken pox. Note: refusals for specific vaccines are also recorded here.
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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.


12.1 Selecting a Vaccine

Before you can add a vaccination, you must select a vaccine.

	49. Click Add (on the Vaccinations panel) to display the Vaccine Selection dialog.

· This dialog 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.

· You can filter the list by entering a search value. The search value can be the first few letters of an Immunization name, an HL7-CVX code, or a Brand name.

· To select an entry, you can double-click it, highlight it and click the OK button, or highlight it and press the Enter key.
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12.2 Completing the Add Immunization Dialog

	50. The selected vaccine populates the Vaccine field on the Add Immunization dialog.

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

· For common vaccines, the application automatically loads default values for the Lot, Volume, and Vaccine Information Statement fields. You can change any of these fields.

· The Vaccine Information Statement (VIS) date is required (default setting). If defaults are not set the VIS sheet date is listed on the VIS sheet. This sheet is given to a parent/patient for each vaccine administered as evidence of Informed Consent. You can change the date by clicking the button at the end of the field and selecting from a calendar.

· You can change the Administered By field, if necessary.
	[image: image101.png]Add Immunization

AdniisteedBy [TETER SHIRLEY

L]

Vaccine [FEP A, PED/ADOL. 2D0SE = =
Cancel

@ Curent

 Historical

€ Relusal






	· When the Add Vaccination dialog is complete, click OK.
	This adds the vaccination information to the Vaccinations panel. The appropriate POV as well as ICD-9 and CPT codes (for the immunization and for the administration of the immunization) are automatically populated.


12.3 Entering an Historic Vaccination

	Check the Historic  XE "Vaccination:Adding Historical" radio button in order to enter a past immunization. See the “Entering Historic (Event) Information section.
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12.4 Editing a Vaccination

You can edit an existing vaccination.

	51. Highlight an immunization record you want to edit.

52. Click Edit on the Immunization History panel to display the Edit Immunization dialog. The existing information about the selected record will display.

· For editing the fields in the top panel. See the “Completing the Add Immunization Dialog” section.
· You can edit the Dose Over-ride field. The Dose Over-ride 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.)
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	· You can enter a reaction by selecting from the drop-down list for the Reaction field.

· Click Yes on the Save to Contraindications information message to save the reaction as a contraindication.
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	· If the selected reaction is Anaphylaxis, Convulsions, Lethargy, or Fever>104, it will be recorded as such in the contraindication panel.

· All other selected reactions will be recorded as Other Allergy.
	

	· When the Edit immunization dialog is complete, click OK.
	This changes the information about the selected record.


12.5 Adding a Contraindication

If the patient has had a contraindication or refusal to an immunization, you can record it with the corresponding reason. Any contraindications entered for the patient will be displayed in the Contraindications panel, and you will be alerted if the associated vaccine is subsequently selected.

Make sure a patient and visit are selected. Follow these steps.

	53. Click the [image: image105.bmp] button on the Contraindication Panel to display the Enter Patient Contraindication dialog.

54. Click the [image: image106.bmp] button at the end of the Vaccine field to display the Vaccine Selection dialog. Here you select a vaccine. See the section “Selecting a Vaccine” for more information.
The selected vaccine will display in the Vaccine field of the Enter Patient Contraindication dialog.

55. Highlight the Contraindication Reason.

56. When the Enter Patient Contraindication dialog is complete, click Add.
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	57. If you choose to add an Immunization for which the patient has a related contraindication, the application displays an alert and asks if you want to continue.

· If you click Yes, you will continue using the Enter Patient Contraindication dialog (otherwise, click No).
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13.0 Documenting Skin Tests

The Skin Test History panel on the Wellness window contains a history of the patient’s skin tests. You can add a new Skin Test or you can select a record from the grid to edit or delete.

Make sure a patient and visit are selected. Follow these steps:

	58. Go to Wellness window in the EHR. Click the Add button in the Skin Test History panel to display the Add Skin Test dialog.

· Select a skin test from the Skin Test panel. This is a required field.

· If the results are not known, you can click Save.

· If the results are known, then select one from the Results field. The dialog changes to show other fields.
· The default for the ‘Administer By’ field is the current user. You can change this field by clicking the [image: image109.bmp] button and using the Lookup Utility dialog to select a name.

· The Reading field allows only numeric data. You enter the data manually or click the up and down arrows ([image: image110.bmp]) to increase or decrease by increments of one.

· Click the [image: image111.bmp] button for the Date Read field to select a date, if needed.

· You can select a name for the Reading Provider field by clicking the [image: image112.bmp] button and using the Lookup Utility dialog to select a name.
	[image: image113.png]Skin Test |COCCI

Adiristered By [TETER SHIRLEY.

Resuls [PENDING v

el

& Curent

 Histrical
C Refusal





[image: image114.png]Skin Test [MUMPS
B | =
Administered By [TETER SHIRLEY
Rsuts [FEEHNEN =]
& Current

Beadrals 2] (om)
i  Hisorca
Date ead [0271272007

Cancel

C Refusal

Rieading Provider





See “Using the Lookup Utility” for more information about using the utilities for the Administered By and Reading Provider fields.
When the Add Skin Test dialog is complete, click Save.


13.1 Using the Lookup Utility

The following provides information on how to use the Lookup Utility.

	59. Type a few characters in the Search Value field and click Search.
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	60. The appropriate data will display in the lower panel of the dialog. If this is not the data you want, repeat the previous step.

· Highlight the appropriate record in the lower panel and click OK. The selected record will populate the particular field.
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13.2 Adding an Historic Skin Test

The following provides information on adding an historic skin test. Adding an historic Skin Test results in a historic visit being created that cannot be billed or exported.

	61. Click the Add button in the Skin Test History panel to display the Add Skin Test dialog.

· Select a skin test from the Skin Test panel. This is a required field.

· Check the Historical radio button in order to enter a past Skin Test. See the “Entering Historic (Event) Information” section.

· The default for the ‘Documented By’ field is the current user. You can change this field by clicking the [image: image117.bmp] button and using the Lookup Utility dialog to select a name.
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See “Using the Lookup Utility” for more information.

	· When the Add Skin Test dialog is complete, click Save.
	The new information is added to the Skin Test History panel.


14.0 Writing Progress Notes in the EHR
Progress Notes are essential part of a patient’s medical record. You write notes on the Notes window in the EHR.
Make sure a patient and visit are selected. Follow these steps:

	62. To write a note, click the New Note button.
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	63. The Progress Note Properties dialog displays.

· Scroll to the title you want and click OK.

· Otherwise, enter a few characters in the text field next to the Progress Note Title field. The list will move to the first occurrence that matches the entered characters.

· Notice that you can change the date/time of the note as well as author.

Click OK.
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	64. The “empty” note will appear on the Notes window, in the right panel.
· If the note title has a template attached to it, the template will appear. (More informaton is given on templates below.)
· The information at the top of the right panel shows the note title and the left panel will show  ‘Note in Progress’ with the note title listed underneath.
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	· The place where you type the note works much like MS Word in that you have a right-click menu to aid in editing the text.

· To make writing the text of the note easier, the EHR has templates to help you. The next section reviews templates for you.

· See Appendix G about shortcuts to entering text.
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	· After completing the note, you can save without signing or sign note now.
· You can edit or delete only notes that are not signed.
· If you need to add something to a signed note, you need to append the note (Make Addendum). These options are available on the Action menu as well as on the right-click menu.
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	· You can filter the listing of notes by selecting an option on the View menu.
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The following options are on the Action menu:

	Option
	Meaning

	Add to Signature List
	Use to place the unsigned note with other orders and documents you need to sign for the current patient on the Notification window.

	Delete Progress Note
	Use to delete an existing, unsigned progress note.

	Edit Progress Note
	Use to edit an existing, unsigned progress note.

	Make Addendum
	Use to add information is an existing, signed progress note.

	Save without Signature
	Use to save the current progress note without signing it. This allows you to edit or delete it at another time.

	Sign Note Now
	Use to save and sign the note, showing that it is complete.

	Identify Additional Signers
	Use to designate additional signers for the progress note.


15.0 Templates
Templates are not notes. Templates contain pre defined text that standardizes note content. Templates can be used as either the entire content for a note, or selected sections of a template can be inserted into a note. You can select more than one template. This applies to new notes and when you edit unsigned notes.

15.1 Inserting Template into a Note

Follow these steps to insert a template into a note:

	65. Select a note title.

· Make sure you are in the text part of a progress note. Click Templates. There will be a filing cabinet called Shared Templates.
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	66. You need to expand the top level grouping to view the names of the templates by clicking the + sign

67. Always place the cursor where you want the template text to appear in your before using one of the following methods:

· Double-click on the template name. The template opens - complete the information as appropriate and then click OK. The pre-defined text will appear where you originally placed the cursor.

· Right-click on the template name you want, then click Copy. The template opens – complete as appropriate, then click OK. Move the cursor to where you want this placed in your note. Select Paste on the right-click menu.

· 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.
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	68. After completing the template text you can preview the note content by clicking Preview. The text of the template appears in a pop-up. Check the content for accuracy.
· You can print the text by clicking Print.

· You can cause the pop-up to stay on top of all screens by checking the ‘Stay on Top’ checkbox.
· Click Close to dismiss the pop-up.
· Click OK on the complete Template information. This causes the template to move into the note (on the right-side of the window).
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	69. Below are some other ways you can complete the template information by typing in your responses (after the template note appears in the right side of the screen)
· You can edit any template text (such as add more information or remove it).

· The right-click menu contains editing features that you use to edit the text.

· When you have finished writing/editing the template text, you can sign the note by entering your electronic signature code. Once you sign a note, it is filed under ‘All Signed Notes’ in the left panel.
· A signed note cannot be edited. To add or clarify information in a (signed) note, use the Add Addendum feature.
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15.2 Creating 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 for 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 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.
16.0 Ordering Labs, Radiology, Meds
You can order labs, radiology, and Meds using the Order window in the EHR. The Write Orders panel is where the various orders are listed. Make sure the provider ordering the lab or radiology is the primary provider for the visit. The primary provider will receive the notifications associated with the order.
Make sure a patient and visit selected. Follow these steps:

	70. Go to the Labs window in the EHR.

· The Write Orders panel contains the types of orders you can specify as well as the quick orders.

· The following sections describe creating an order using quick orders and creating an order not using a quick order.
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16.1 Creating an Order using a Quick Order

The following steps order labs using the Quick Order method.

	71. Select the quick orders option for labs in the Write Orders panel (the wording differs from site-to-site). A screen will display showing the names of the various lab orders.

· Select the lab you want to order. What you select determines the next screen.

· You can select more than one by holding down the CTRL key and highlighting the lab tests you want.
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	72. In the example, BUN was selected. The New Order dialog displays.

· If the information is correct, click Accept. This returns you to (a) the Labs selection list (click Done when finished) or (b) the New Order dialog for the next lab you selected.
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	· If the information is not correct, click Edit to display the Order a Lab Test dialog.

· When the Order a Lab Test dialog is complete, click Accept Order. This returns you to the Labs selection list (click Done when finished).
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16.2 Creating a Lab Order

The following steps order lab orders (not using quick orders).

	73. Select Labs in the Write Order panel of the Orders window. The wording might be different from Labs. The Order a Lab Test displays.

· You need to select the lab test from the Available Lab Tests list.

· The Clinical Indication field is required.

· Complete the other fields, as necessary.

· You can order labs for the future. In this case select from the Collection Date/Time field by clicking the [image: image138.bmp] button and select a date and time from a calendar.

· When the Order a Lab Test dialog is complete, click Accept Order. You return to the Orders window.
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16.3 Creating a Radiology Order

The following steps order radiology (not using quick orders).

	74. Select Imaging in the Write Order panel of the Orders window. The wording might be different from Imaging. The Order an Imaging Procedure dialog displays.

75. You must select the Imaging Type (General Radiology in the example).

76. You must select an imaging Procedure.

77. The History & Reason for Exam field is required.

78. The Pregnant panel displays if the female patient is of reproductive age (12 to 55 inclusive). You must make a selection in this panel.

79. Many of the other fields are automatically populated by the EHR.

80. When the dialog is complete, click Accept Order.
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16.4 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

16.4.1 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:

14. Select an unsigned order.

15. Select Action ( Release without MD Signature to display the Release Orders to Service dialog.
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Figure 16- 1: Sample Release Orders to Services Dialog

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

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

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

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

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

16.4.2 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. 

Identify yourself as the primary provider.

Follow these steps to mark the order as signed on chart:

21. Select an unsigned Nurse order.

22. Select Action ( Signature on Chart to display the Signature on Chart dialog.
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Figure 13- 1: Sample Signature on Chart Dialog

23. 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.

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

16.4.3 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:

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

26. Select Action ( Chart Review to display the Chart Review dialog.
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Figure 16- 2: Sample Chart Review Dialog

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

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

29. The selected order will become marked in the Chart column.
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Figure 13- 2: Example of Chart Reviewed Order

16.4.4 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:

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

31. Select Action ( Verify to display the Verify Orders dialog.
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Figure 16- 3: Sample Verify Orders Dialog

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

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

34. The selected order will become marked in the Nurse column.
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Figure 13- 3: Example of Verified Order

16.5 Document Medication Administration in Clinic

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

2. Go to the Orders window.

3. 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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	4. Click once on the medication to highlight it.

5. Select Action ( Verify.

6. Verification of the medication indicates that the order was reviewed and administered.
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	7. Go to the progress note window and select New Note. 

8. Choose an appropriate note title.
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	9. You will need to document how and where the medication was administered and any follow-up or plans provided to the patient.
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17.0 Documenting with Clinical Reminders

You 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 18- 1: Lower, Left Panel for Reminders

Select one of the reminders and the application displays the Reminder Resolution dialog.
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Figure 18- 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 18- 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.
18.0 Notifications

The Notifications window of EHR provides information about actions that need to be performed. You should process these notifications. For example, there might be notifications that need to be signed. Once you find the notification on this window and sign the notification, it should no longer appear on this window. Think of notifications as alerts. Please have a visit selected for the current patient.
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Figure 19- 1: Sample Notifications Window
If you uncheck the “Show All” check mark, only the notifications for the current patient will display.

If a Designated Provider exists for a patient, a site can set a parameter to have lab/radiology notifications go to the Designated Provider as well as the ordering provider.

18.1 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: image155.png]


 column marked with [image: image156.bmp] mark.

	Forward
	Click this button to display the Notification Recipients dialog. You can select users and/or groups to become the recipients of the selected notification.

	Delete
	Click this button to delete a selected Info Only notification.


When you use the All button and you move to the notification, the following buttons are available in the processing routine:
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Figure 19- 2: Button Available During Processing
Click the Next button to move to the next notification.

Click the Stop button to stop the processing routine.

18.2 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 19- 3: Schedule a Notification Dialog

18.3 Forwarding a Notification

You can forward a selected notification to other recipients.

Follow these steps to forward a notification:

35. Select a notification you want to forward.

36. Click Forward (or select Forward from the right-click menu) to display the Notification Recipients dialog.
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Figure 19- 4: Sample Notification Recipients Dialog
37. You can select Users and/or Groups to become recipients of the selected notification.

18.4 Deleting an Info Only Notification

Follow these step to delete the notification:

38. Select an Info Only notification.

39. Click Delete to display the Confirm information message.
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Figure 19- 5: Confirm Dialog
40. You can do any of the following:

Click Yes to delete the selected notification.

Click No to not delete the selected notification.

Click Cancel to leave the Confirm dialog.

Click All to delete all of the Info Only notifications.

19.0 Creating a Purpose of Visit

The Visit Diagnosis (POV) panel on the Prob/POV window shows the purpose of visit information.

Make sure you have a visit selected. Follow these steps to create a visit diagnosis:

	81. Go to the Prob/POV window in the EHR.

· There are two ways to create a POV. These methods are discussed below.
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	Method 1

82. A problem in the Problem List panel could be a POV for the current visit. Select the problem and then click the “Set as Today’s POV” button.
	The selected problem appears in the Visit Diagnosis panel.

	Method 2

83. To create a POV in the Visit Diagnosis panel, click Add to display the “Add POV for Current Visit” dialog.

84. If you know the ICD-9 code for the diagnosis, you can type it in the ICD field.

· Otherwise, click the [image: image162.bmp] button to display the Diagnosis Lookup dialog. See “Using the Diagnosis Lookup Dialog” section.

· If you do not complete this field, then the EHR uses the ICD code of .9999.
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	85. The Narrative field is required. Type the text in the Narrative field (limited to 80 characters).

86. If you Save the information on the dialog and there are more than 80 characters in the Narrative field, the Narrative Too Long warning displays.

· Click Yes to have the EHR 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.
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	87. By checking the “Primary Diagnosis” checkbox, this will designate the diagnosis as primary which might influence subsequent billing activity for the visit.

88. If you want the POV to appear in the Problem List panel as well as the Visit Diagnosis panel, then check the “Add to Problem List” checkbox.
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	89. If this is an injury POV, you need to check the “POV is Injury Related” checkbox and complete the fields in that panel.
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	90. Click Save to have the “new” visit diagnosis added to the Visit Diagnosis panel.
	


20.0 Entering Services Information
You can enter CPT codes into PCC from the Services window. A selection of evaluation and management codes as well as the historical codes for the chosen patient are already available. In addition, the Visit Services panel displays the procedures that have been selected for the patient visits.

Follow these steps:

	91. Go to the Services window in the EHR.
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20.1 Historical Services
The Historical Services  XE "Services Tab:Historical Services panel" panel allows you to see a record of all the codes applied to any of the patient’s visits. The information listed for each entry will at a minimum contain the date of the visit, CPT code, CPT name, and the facility at which the visit took place; additional information that might be listed is the quantity of the item used (if applicable), and the primary diagnosis information, including up to two modifiers, related to the CPT code used.

20.1.1 Types of Historical Services

	You can view the codes by a variety of categories: surgical, medical, anesthesia, radiology, laboratory, dental, miscellaneous, and all codes.
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20.1.2 Add Historical Service to Visit Service

Make sure a patient and visit are selected. Follow these steps:

	92. Select a visit.
93. Click the Add to Current Visit button.

· The selected visit is added to the Visit Services panel.
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20.1.3 Creating Historical Service

The Add Historical button allows you to add a historical visit; you might use this when you have a new patient and you want to record an historical service.
	94. Click Add to display XE "Historical Services panel:Adding Historical Visit"  the Add Procedure for Historical Visit dialog.

· You can populate either the Pick List tab or the Procedure tab.
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	95. The Pick List tab allows you to check one or more checkboxes.
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	96. The Procedures tab allows you to enter a procedure.

97. Type the name of the procedure in the Procedure field or click the [image: image172.bmp] button to use the lookup function. If a procedure is not entered, it defaults to 00099. See the “Using the Procedure Lookup Dialog” section.
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	98. The Narrative field is required.

99. Type the date (must be a past date) of the historical visit in the Date field (or you can select a date from the calendar by clicking the [image: image174.bmp] button). If the entered date is not a past date, the Invalid Historic Date alert will display.

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

101. When the Add Historical Visit dialog is complete, click Save.
	· If the location is not an official IHS facility, enable the Other radio button. Enter the non-official location (like Dr. Brown’s office).

If you select the Facility radio button, you can type the location of the visit at the Location field (it must be a valid IHS location) or click the [image: image175.bmp] button to select one from the Lookup Utility. If you manually enter a facility name, it must be an official facility; if not, when you leave the field, the Lookup Utility dialog will display.


20.2 Evaluation and Management Panel
The  XE "Services Tab:Evaluation and Management panel" Evaluation and Management panel allows you to select the type and level of service provided at the patient visit.

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  XE "Evaluation and Management panel:Level of Service" level 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.

Make sure a visit is selected. Follow these steps:
	102. Highlight the type of service you want in the Type of Service panel. The corresponding levels of service display in the adjacent panel.

103. Check the checkbox next to the level of service you want.

104. For “Office Visit” and “Preventive Medicine” types of service, you must indicate whether the patient is new or established.
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	105. After completing this process, the information is added 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.
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20.3 Visit Services Panel
The Visit Services panel displays the procedures that have been selected for the patient visit and any additional selections made in the Level of Service panel under the Evaluation and Management panel of the Services window. You can add, edit, or delete any of the services listed in this panel. The add, edit, and delete options can be accessed from the buttons located at the top of the panel or by right-clicking anywhere in the panel or directly on the item you want to edit or delete.
20.3.1 Adding a New Visit Service

Make sure a visit is selected. Follow these steps:
	106. Go to the Visit Services panel on the Services window.

107. Click Add to display the Add Procedure for Current Visit dialog.

108. Type the name of the procedure in the Procedure field or use the lookup function by clicking the [image: image178.bmp] button. If a procedure is not selected, it defaults to 00099-Uncoded CPT Code. There is a right-click menu in the Procedure field to aid in editing the text.

109. The Narrative field is required.
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	110. The Narrative field is limited to 80 characters; if it is longer than 80 characters, the Narrative Too Long warning displays (after you click save on the Add Procedures for Current Visit dialog).
· 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.
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	111. 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.
112. The selections in the Diagnosis field come from the purpose of visit. Check the appropriate selection(s) in the Diagnosis selection panel, if needed. Select the applicable modifiers in the Modifiers field, if needed. Note that you can only select up to two modifiers for a diagnosis.

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

113. When you are finished selecting the entry’s properties, click Save to save your entry.
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If applicable, type (or select with the up and down [image: image182.bmp] arrows) the quantity of the item used in the Quantity field. First, check the Diagnosis for which the Quantity applies. For example, Quantity = 2 for Diagnosis = Remove Toe Nail.


20.3.2 Adding Super-Bill Items to Visit Services Panel

	114. When you check a checkbox in the super-bill codes list, it adds that code to the Visit Services panel.
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20.4 Super-Bill Panel

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 (located to right of the Super-bill button above the panel).

	The default view (Show All  XE "Super-Bills panel:Show All Checkbox" unchecked) means that you will  XE "Show All Checkbox:on Super-Bills panel" only see those super-bills that either have no assigned clinic, hospital location, provider, or provider discipline and those super-bills that match any of the parameters just mentioned with those of the currently selected visit.
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	115. Select the super-bill category from the list below the Super-Bills button.
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	The panel to the right will shows the super-bill items for the selected category. Use of the checkbox fields will give the following results:

116. When the Code field (only) is checked, the super-bill items will show their CPT codes.
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	117. When none of the checkbox fields are checked, the super-bill items will be listed in alphabetical order.
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	118. When the Freq. Rank (only) is checked, the super-bill items will be listed by frequency of use.
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	119. When the Description field (only) is checked, the description of each super-bill item will display.
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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 20- 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 20- 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 20- 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:

41. Select a patient.

42. 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.
43. Review alerts, warnings, and allergies.

44. Document chief complaint.

45. Document vitals and measurements.

46. Document immunizations (if any).

47. Document patient education (if any).

48. Document health factors (if any).

49. Document Personal Health (if any)

50. Document any appropriate CPT codes (procedures).

51. Document POC testing results using the lab fast bypass option through NetTerm (RPMS).

21.2.2 Did Not Wait for Appointment (After Triage)

If the patient left without being seen/did not answer (DNA), use the following:

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:
52. Go to the Orders window.

53. Highlight the medication administered in clinic.

54. Verify the administration of the medication.

55. Go to the progress note window and select New Note. 

56. Choose an appropriate note title

57. 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.
58. Document any appropriate CPT codes (procedures).
21.2.4 Medications Administered in Clinic Verbally Ordered by Providers

Follow these steps:

59. Be sure that the ordering provider is selected and listed as the primary provider.

60. Choose the appropriate medication from the quick order menu on the Orders window.

61. Verify the administration of the medication.

62. Select “verbal order” in the dialog.

63. The ordering provider will receive a notification prompting them to sign off on the medication.

64. Document any pertinent information in a new note or addendum.
65. Document any appropriate CPT codes (procedures).

21.2.5 Refill Requests

Follow these steps:
66. Select patient.

67. Create a new visit by selecting the pharmacy clinic.

68. Review alerts, warnings, and allergies.
69. Document POV V68.1 (issue of repeat medications) and select the appropriate indications (diagnosis) for the medications being refilled.
70. Highlight requested medications with valid refills and select Action ( Refill.

21.2.6 Standing Orders  - Labs or Radiology

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.
Follow these steps:

71. Select yourself as the primary provider.
72. Select the ordering provider is as a secondary provider.

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

74. Place standing orders (lab or radiology).
75. Sign the orders.
76. Choose the “Policy” radio button and click OK

77. 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 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.
Follow these steps:

78. Select yourself as the primary provider.
79. Select the ordering provider is as a secondary provider.

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

81. Place standing orders (medication).
82. Sign the orders.
83. Choose the “Hold until Signed” radio button and click OK.
84. The highlighted provider will receive a notification prompting them so sign the order for processing. 
21.2.8 Telephone Calls

Follow these steps:
85. Select patient.

86. 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 = Normal.
87. Review alerts, warnings, and allergies.
88. Document chief complaint.
89. Document patient education (if any).
90. Document health factors (if any).
91. 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.

92. Document E&M code (if appropriate).

93. Order consults, labs, medications per protocol, etc. as appropriate.

94. Sign orders.

95. Write a note (if appropriate).

96. Sign note.

21.2.9 Nurse Visits

Follow these steps:
97. Select patient.

98. 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.

99. Review alerts, warnings, and allergies.

100. Document chief complaint.

101. Document vitals and measurements.

102. Document immunizations (if any).

103. Document patient education (if any).

104. Document health factors (if any).

105. Document Personal Health (if any).
106. 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.

107. Document E&M code (if appropriate).

108. Document any appropriate CPT codes (procedures).

109. Order consults, labs, medications per protocol, etc. as appropriate.

110. Sign orders.

111. Write a note (if appropriate).

112. Sign note.

113. Document Point of Care (POC) testing results using the lab fast bypass option through NetTerm (RPMS).

22.0 Appendix B – Value Ranges for Measurements
	Measurement
	Acceptable Value Range

	Abdominal Girth (AG)
	0–150 in.

	Audiometry (AUD)
	8 readings 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/

	Blood Pressure (BP)
	20–275/mmHg for systolic and 20–200/mmHg for diastolic

	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)

	Pulse (PU)
	30–250/min.

	Respirations (RS)
	8–100/min.

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

	Temperature (TMP)
	92–109.9 F

	Tonometry (TON)
	0–80 Use 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)

	Vision Uncorrected (VU)
	

	Waist Circumference (WC)
	20–99 in. This is used in non-pregnant people as a measure of body fat distribution.

	Weight (WT)
	2–750 lb.


23.0 Appendix C – Using the Procedure Lookup Dialog
Follow these steps:

	120. Click the [image: image193.bmp] button at the end of the Procedure field to display the Procedure Lookup dialog.

121. Enable the appropriate radio buttons where you want to search for the procedure.

122. Search for a procedure by entering a few characters in the Search Value field and clicking Search.
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	123. 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 Procedure field.

· If this is the wrong procedure, re-enter the characters in the Search Value field and click Search until you attain the correct procedure.

You can sort the Code or CPT column by clicking on the column heading. Use the scroll bar to view the entire list. When you have found the correct procedure, highlight it and click OK (or double-click the procedure).

124. The selected procedure displays in the Procedure field.
	[image: image195.png]Lookup Oplon: & Lesicon C CPT

SeachVate [ souch

Inciuded 7 Medical [V Sugeal [V HCPCS [~ E&M
Code Sels: [~ fiadology [~ Leboraloy [~ Anesthesia

Selectfiom one of the following tems:
Code | CPT =

K004 Fool st upper hanger bracket each]

03001 Radioelements for BRACHYTHERAPY. any pe, sach

35321 Thiomboendaterectomy involving the Avilary Bracial Arery

64713 Newoplasty of a Major Periheral Nerve of the Am/Leq (Brachial Plews)

6120 Inirodustion of Needie o Intiacathelet int a Relrograde Brachial Arery

35458 Open Transhuminal Balloon Angioplasty involving the Brachiocephalc Arery
35484 Open Transiuminal Perpheral Atherectomy invalving the Brachiocephalic Atery
24495 Decompression Fasciotomy involving the Foream with Brachial Atery Exploraion

Petcutaneous Translrinal Balloon Angioplasty involving the Brachiocephalic
345 Arery

g4 | Percutancous Transtuminal Peripheral Atherectomy invalving the Brachiocephic v

Tt Search Text as Narative





If you check the Return Search Text as Narrative (in the above illustration), the Narrative field would contain ‘brac’.

If you do not check the Return Search Text as Narrative (in the above illustration), the Narrative field would contain ‘64861 Suture of Brachial Plexus’.


24.0 Appendix D - Using the Diagnosis Lookup Dialog

Follow these steps:

	125. Click the [image: image196.bmp] button at the end of the ICD field to display the Diagnosis Lookup dialog.

126. Enable the radio button you want to search for the diagnosis. The Lexicon Utility uses a common language of terminology. The Clinical Applications Coordinator (CAC) can modify this utility to meet local site needs (for example, to allow nurses to see only nursing terms).

127. Search for a diagnosis by entering a few characters in the Search Value field and click Search.
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	· The related diagnoses display in the lower part of the dialog.

· If this is the wrong diagnosis, re-enter the characters in the Search Value field and click Search until you attain the correct 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 it).

· The selected diagnosis displays in the ICD field on the appropriate dialog.

· 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.
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In the above illustration:

· If you check the “Return Search Text as Narrative” checkbox, then the Narrative field would be populated with ‘cou’.

If you do not check the “Return Search Text as Narrative” checkbox, then the Narrative field would be populated with ‘782.6 Cough’.

	128. When you select an ICD code that is injury related, the selected information populates the Injury Related panel on the dialog and the EHR displays the “Injury Cause Code Selected” alert.
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Click OK and you return to the ICD field of the dialog (where you click the [image: image200.bmp] button at the end of the ICD field to display the Diagnosis Lookup dialog and select another code).


25.0 Appendix E – Entering Historic (Event) Information

The following information applies to adding historic information for exams, immunizations, and skin tests.

Follow these steps:
	129. Enter a date in the Event Date field by either directly typing the date or clicking the [image: image201.bmp] button to select from a calendar.
The date must be a previous date (not today’s or a future date). Otherwise, you receive the “Invalid Not Historic Date” alert.
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	130. Populate the Location field.
	

	· 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: image203.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).
	


26.0 Appendix F – 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?

27.0 Appendix G - 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.

27.1 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.
27.1.1 Cutting/Copying and Pasting

	Shortcut
	Action

	Ctrl+x
	Cut

	Ctrl+c
	Copy

	Ctrl+c
	Paste


27.1.2 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


27.1.3 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!

27.1.4 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.
27.1.5 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.


27.1.6 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


27.2 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.

28.0 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.

	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.

	EHR
	Electronic Health Record

	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.


29.0 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) 248-4197
Web: 
http://www.rpms.ihs.gov/TechSupp.asp
Email:
Support@mail.ihs.gov
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