SERVICE,
D 5t

SEALTY .
‘e Y &
X Lot
3 Z 4
o &
’S'S . 199 Jj"‘h

RESOURCE AND PATIENT MANAGEMENT SYSTEM

Electronic Health Record

(EHR)

User Manual

Version 1.1 Patch 13
September 2014

Office of Information Technology
Division of Information Technology
Albuquerque, New Mexico




Electronic Health Record (EHR) Version 1.1 Patch 13

Table of Contents

O B 1 0 1 oo ¥ o3 A o ] o I PP PRURPPPPPUPRRI 1
2.0 OVEBIVIBW ottt 2
2.1 WRAE'S NEW ...ttt e et e e e e eeeees 2
2.2 What's Changed ...........ouuuiiii e 2
3.0 NEW COMPONENTS ..ouiiiiiiii et e e e e e e e e e e e e ennn e e e e nnnaeeennns 5
3.1 Acute Myocardial Infarction EVENtS..........cccovvvviviiiiiiiiie e 5
3.2 Consolidated Clinical Document Architecture Generation....................... 5
3.2.1  CliNICAl SUMMAIY.....uuuiiiieieiieiiieiiie e e e e e e e s e e e e e e e eeaaaaa e e e e eeeeeeesnnnns 6
3.2.2  TranSitioNS Of CaAre ......cooieiiiiiiiiiiie et e e eeeeanaes 7
3.2.3  Completing CCDA TaSKS........cuuuuiiiieeeeeeeeeiiiiiiee s e e e e eeeeeeaasse e e e e eaeaeeannnns 7
3.3 Clinical Information Reconciliation...............uuuiiiiiiiiiiiiiiiiii s 23
3.3 1 CIR BULION ..o 23
G T O ¢ 1= o1 = 1 [ o PP UUUPPPPPPTRN 24
333 TADS 25
3.3.4  Problems Tab ... 29
3.3.5 Adding CCDA ProbIEmS ........couuuiiiiiieeeeeeiiiiee e e e e e e e e e eeenannes 34
3.3.6  Adding Problems from Reconciled Problems Pane..............ccc............ 37
3.3.7 Changing RPMS Problems.........ccccooeiiiiiiiiiiiie e 40
3.3.8  Using the Get SCT BULION ........uuuiiiiiiieieiiiiiiiie e 43
3.3.9 Using the Pick LiSt BUTON...........uiiiiiiiiieiiiiiceee e e e 44
3.3.10 Adverse Reactions Tab .......ccouuuiiiiiiiiiiiiiiiiie e 46
3.3.11 Adding Adverse REACHIONS .........uiiieeeeieiiiiiiiiiee e e e e e e e e e e e e eeeenennns 55
3.3.12 MediCatioNS TaD ......uuiiii i eeeeaaeees 58
3.3.13 Adding NON-VA MediCatiONS........cieiiieeiieieiiiiiieee e eeeeeeeeiiiiee e e e e e e e eeeesnnnns 64
3.3.14 Adding Outpatient MediCatiONS...........covvieiiiiiiieee et 68
3.3.15 Renewing Medication Orders ..........cccovviiiiuiiiiiieeeeeeeeeeiiie e e e e eeeeaneens 70
3.3.16 Discontinuing Medication Orders...........couuuiuiiiiiieiiiiieiiieee e 71
3.4 Integrated Problem LiSt...........ccoovviiiiiiiiie e 71
I ot R @ ¢ 1= o1 = 1 [ PR UUUPPPPPPRRN 72
3.4.2 Using the Get SCT BULION ........uuuiiiiieiieiieiiiiiee e eee e e e e e e eeennnens 75
3.4.3  Using the POV BULON ......coooiiiiiiiiiiie et 77
3.4.4 Using the PL Pick LiSt BULION .......cooiiiiiiiiiieee e 86
3.4.5 Using the Education Information BUtton .............ceeeeiiiiiiiiniiiieiieiiinnns 105
3.4.6 Using the Clinical Decision Support BUutton ..............ccvviiieeieeieveeennnns 106
3.4.7 Care Planning FEAtUIE ...........uuueiiiiii e 107
3.4.8 AdAING @n IPL ...cceeeiii e 109
3.4.9  EdItiNG @N IPL oot eeaeaea 117
3.4.10 Adding Visit Instructions/Goal Notes/Care Plan Activities ................. 120
3.4.11 Deleting @n IPL ... 123
3.5 SOKE TOOI ... 123
User Manual Table of Contents

September 2014

viii



Electronic Health Record (EHR) Version 1.1 Patch 13

4.0 Updated COMPONENTS ...uiiiieiiiiieiiiiie ettt e e e e e eeearn s 125
4.1 CONSUILS. ...ttt e e e e e e e et e e e e e e e eeeennnnes 125
o O R = 7 T (ol @ o 11 = 11 o o SRR 125
4.1.2 Status Of @ CONSUIL ......cooiiiiiiiie e 126
4.1.3 Defaults for Editing/Saving Consult Notes.............ccccvvviiiieieeeereeennnnns 126
4.1.4 Document List Preferences for CONSUItS ...........ccoovviiiiiiiiiiiiiiiiieiiinnns 128
4.1.5 Consult PartiCipants.............uuuuiiiiieeeeeeeeeiiise e e e e e e e eeeannnes 130
4.1.6 Creating CONSUILS .......cooiiiieiiiiie e eeeeeaenees 131
4.1.7 Completing CONSUILS .......coeeeiiiiiiee e e e e eeeaannes 139
4.1.8 Using the Information in a Signed Consult ...............ooviiiiiiiiiiiiiiiinnns 143
4.1.9 Consult Tracking and Consult Results Features............ccoeeeeeeevvevnnnns 143
4.1.10 Add a Commentto a CoNSUIL........cooeiiiiiiiiiiiiiee e 145
4.1.11 Cancel (Deny) @ CONSUIt .........uoiiiiiiieiiiicee e 147
4.1.12 Discontinue @ CONSUIL........oouuuiiiiiii e 148
4.1.13 Display Details of @ CONSUIL...........cccevriiiiiiiiiiee e 150
4.1.14 Display SF 513 for a ConSuUlt........ccoooiiiiiiiiiiiii e 151
4.1.15 Edit/Resubmit @ CONSUIL...........ouviiiiiiiiiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeeeee e 151
4.1.16 Forward @ CONSUIL .......cooiiiiiiiiiiee e eeeaeeees 153
4.1.17 Make Addendum to @ CoNSUIt ............eevviiiiiiiiiiiiiiiiieieeeeeeee e 154
4.1.18 Print SF 513 fOor @ CONSUIL .........ooiiiiiieiiiiii e 155
4.1.19 ReCeiVEe @ CONSUIL ......oeiiiiiiiiiiiiiiiiiiiiiieeeeee ettt 156
4.1.20 Schedule a CoNSUIt ..........ooeiiiiiiiie e 158
4.1.21 Significant Findings for a Consult.............ccccooviieiiiiiiiiiiiiiiee e 160
4.1.22 VieWiNg CONSUILS ...t e eeeeeaeeees 162
4.1.23 Changing VIBWS. .. ..oieieieeieeieiiiise e e e e e e e et s e e e e e e eeeeaasannaeaeeeseeeeesnnnns 163
4.1.24 CONSUIE NOTES ...ciiiiiiiee ettt e e e e eeeenenes 164
4.1.25 Consult AdAENAUM ......oiiiiiiiiiiiiiiiieie ettt eeeeeeees 168
4.2 B XAIMIS . e 169
4.2.1  AddiNg @n EXAM ....ueiiiiiciceece e e e e 170
4.2.2  EditiNg QN EXAM ...uiiiiiiiiiiiieie et eeeaanea 176
4.2.3 Deleting an EXam .......ccooiviiiiiiiiieee e 176
4.3 Family HISTOY ... 177
4.3.1 Gt SCT BUION ..oeiiiiiiiiiiiiiiiiiiiiieee ettt eeeeeeeeees 178
4.3.2 Adding Family HIStOrY.........ouuuuiiiii e 180
4.3.3 Editing Family HiStOrY .........oouuiiiieiiie e e e 184
4.3.4 Deleting Family HiStOrY.........ouuuiiiiiii e 184
4.3.5 WeD REEIENCE.....coeiiiiiiiiiiiiiiiieieeeeeeee e 186
4.4 HIStOrical DIAgNOSIS ......vuuiiieieiiiieeiiiie e 187
4.41 Web Reference Search FUNCLON.............cevvviiiiiiiiiiiiiiiiiiiiieeeeeeeeeeee 188
4.5 IMMUNIZATIONS ... e e e e e e e e e 190
4.5.1 SeleCting @ VACCINE ......cccvvviiiiiiie et e e e e e e e e e eaenaanes 191
4.5.2 WeD REEIENCE. .. ..o 191
4.5.3 Vaccinations Group BOX .........uuceiiieeiiiiieiiiiiiis e e e eeeeeiiiins e e e e e e eaeeenennns 192
4.5.4 Vaccinations Group BoX BULIONS..........ccuuvuiiiiiiiiiiiiiiiiiiiee e 198
455 Contraindications Group BOX.........ccevvviiiiiiiiiiieeeeeeeeeeiiiiieee e e e eeeeeeenennns 203

User Manual
September 2014

Table of Contents



Electronic Health Record (EHR) Version 1.1 Patch 13

4.5.6 Display Visit Detall........ccoooiiiiiiiiiiiieeieeiieii e 205
4.5.7 Using the Lookup Utility dialog for Location................ceeeeeeeeeeeveeennnnns 206
4.6 INfANT FEEAING ... 207
4.6.1 Add/Update Feeding ChOICE..........cccevvieiiuiiiiee e e e e eeeeiaeens 208
4.6.2 RIGOt-ClICK MENU ... 209
4.6.3 Delete Feeding ChOICE ..........uuuiiiiiiiiiiiieicie e e e e 210
4.7 7= o PP PPRPPPPPPP 210
4.7.1 Viewing Laboratory Test ReSUltS.............ccceeiiiieiiiiiiiiiiiiee e 210
4.7.2 Graphing Lab ReSUIS.......coouiiiiiiee e 215
Vo G TR Y/ [ o3 (0 ][] (o o Y 2SRRI 219
4.7.4  AnatomicC PatholOogy.......ccooeuiiiiiiiiiiieieeiieeie et 219
4.7.5  BlOOU BANK ....ciiiiiiiiiiiiiiiiiiiiiiiiiiiiie ettt eeeeeeees 220
A.7.6  Lab STALUS ...ccoeeeiiiiiiee e 221
O O N 1 - o 1] o USSR 221
4.7.8 Web Reference Search FUNCLION...............ccoiiiiiiiiiiiiiiii s 234
4.8 Lab POC Data ENIY .....ceeiei e 236
4.8.1 Lab Point of Care Data Entry FOIm ...........cooiviiiiiiiiiiiiiiiiiee e 237
4.8.2 Completing the Lab POC Data Entry FOrm ............covvvviiiiiieeeeeneeennnnns 242
4.9 1Y/ L=To [ o= 1 o] o 1S PP URPPP 243
4.9.1 Activating MediCation TYPe.......ceeeeeeiiiiieiiiiiiiee e e eeeeeeeiirine e e e e e eeeeeaennes 244
4.9.2 Outpatient Medications Group BOX...........uuiiiiiriiiiiiiiiiiiiieeee e 244
4.9.3 Inpatient Medications Group BOX..........cuuuuuiiiiiieeeeieieiiiiiiee e e eeeeeeeiinnns 247
4.9.4 Outpatient and Inpatient Medications Order..............ceeeeieeeeeeeieeennnns 248
4.9.5 Complex Dose Medication Order..............ueeiieeeeeeeeeeiiiiiiiieeeeeeeeeeennnnns 257
4.9.6 Simple Dose Inpatient Medication Order ............cceevvvvviiinieeeeeeeeeinnns 260
4.9.7 Outside MediCaAtIONS ..........uuiiiiiiiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees 264
4.9.8 Buttons on Medications WINAOW..............uuuuiiiiieiiiiiiiiiiiiieee e 270
4.9.9 Options on Right-CliCk MENU .........ccoviiiiiiiiiiiee e 277
o O B O | {0 [T = SR TSSPPPP 290
4.10.1 Orders WiNGOW...........cueeueimeieiiiiiiieieeieieeeieeeeeeeeeeeeseseseseessssssssseseeeeseeeees 290
4.10.2 VIEWING OFUEIS ...uuuiiiiiie ettt e e e e e e e e e e e e e eeeesennes 291
4.10.3 MediCation OFUEIS ........cuuiiiiiiiiiiieiiieiiieeeeeeeeeeeeeeeeee e eeeeeeeaeeeeeeeeeeeeeeees 294
4.10.4 Ordering INfUSIONS .......oooiiiiiiiiiiee e eeeeeaeeees 298
4.10.5 Ordering Lab TeStS......ccoiiiiiiiiiiiiee e e e e e eeenannes 301
4.10.6 Ordering Imaging/RadiOlogy ..........ccouviiiiiiiiiiieeeeeeeeeeiice e 304
4.10.7 TEXE OFUEIS...ciiiiiiiiiiiiiiiiiiiteteeee ettt ettt ettt et eeeeeae et e e eseeeeeeeeeeeeeeeeees 306
4.10.8 GENEIIC OFUEIS ...uuuiiii ettt e e e e e e e e e e e eeesnnnes 308
4.10.9 QUICK OFUEIS ..ouunciieiee e et e e e e e e e e e e eaaaeeeaenes 309
4.10.20 Order IMENUS......uuuiiiiee ettt e et e e e e e e e e eeasraa e e e e e e eeeeesnnnes 311
4.10.11 Change OrderS .......cieeieeeeeieeiiiie e e e e e e e et e e e e e e e e eeaataa e e e e e eeeeeennnnns 316
4.10.12 DISCONLINUE OFUEN ... i iieieeieiiiiieee e e e e e eeeaeene 317
4.10.13 Event Delayed Orders ..........uuuiiiiie e e e e e e e e e e e e eeennnnns 318
4.10.14 COPY 10 NEW OFUEI .. ..ottt eeeeeaenee 324
4.10.15 Order COMMENTS .....cuuvieiiiiiiiiiieieeeeeeteeeeeeeeeeeeeeeeeeeeeeaeeeeseeeaeseeeseeeeeeeeees 326
4.10.16 Order DetallS .......uuuiiieieeeiieeiiiee e 327
User Manual Table of Contents

September 2014



Electronic Health Record (EHR) Version 1.1 Patch 13

4.10.17 RESUIS HISTONY ...eviiiiiie et e e eeneeee 329
4.10.18 Miscellaneous Ordering Features.............cceeieieeeeeeeeeiiiiiiiee e eeeeeeennnnns 329
4.10.19 Order ChECKING ......oiiiiieeiiieiiiee e eeeeeaeeees 337
4.10.20 Printing @n OFder ......ccoeo e e e e e e e e e e e e eeennnnes 342

411  Patient EAUCALION.........uuueiiei e 343
4.11.1 Visit Detail INfOrmMation............eeveeeiieiiiiiiiiiiiiieiieieeeieeeeeeeeeeeeee e 344

4.11.2 Selecting an EAUCAtION TOPIC ....uoviieiiiiiiiiiiiiie e 346

4.11.3 Adding an Education EVENt ...........ccoovviiiiiiiiiee e e e 361

4.11.4 Editing an Education EVENt ..o 367

4.11.5 Deleting an Education EVENt ..........ccoovviiiiiiiiiii e 368

4.11.6 Using the Web Reference Search ..........cccccooviiiiiiiiiiiiiiiii s 369

4.11.7 Outcome and Standard Statement .............oevvvvvivviiiiiiiiiiiiiiiiieieeeeeee 370

4.12  Personal Health ... 371
4.12.1 Adding Personal Health Records...........ccccceeiiieeeiiiiciiiciiee e 372

4.12.2 Adding Functional Status...........coooeeeiiiiiiiiiiii e 372

4.12.3 Adding Birth Measurements ..........ccoovvvveviiiiiiie e e e e e e 373

4.12.4 AddiNg REfUSAIS ... 375

4.12.5 PAP SIMEAI ..ottt ettt et et et eeeeeeeeeeseseeaeeseeseeessennees 387

4.12.6 RadIOIOgY EXAM ...uuiiiiiiiiiiiiiiiie e 388

A.12.7 SKIN TESE ceeiiiiiiiiiiiiiiiiiiieit ettt et et et e e eeeeea e e e eeseeeeeeeeees 389

4.12.8 SNOMED CT .ooovtiiiiiiiiiiiiiiiieeeieeeeeeeeeeeeeeeeeeeeeeeeeeeaeeeeeeeesssssesssseseeeeseneees 390

4.12.9 Adding Treatment Contract Information.............cccceevvvviiiiiiieeeeveeeinns 392
4.12.10 Using the Lookup Utility dialog for Provider...............ccceeeiiiiiiiiiieiinnns 393
4.12.11 Editing Personal Health Records..............ccccoiiiiiiiiiiiiiiiiiie e 394
4.12.12 Deleting Personal Health Records............cccooviiiiiiiiiiiiiiiiie e 395

G Y 1 I = o | 1 1 1 395
4.13.1 Web Reference Search FUNCLION...............ccoiiiiiiiiiiiiiiii e, 395
ApPPENdiX A:  IMAGE VIBWEN ....cccieeeeeeiiee e e e ee ettt e e e e e e e e e e et e e e e e e e e e eaasanaaaeeeeeees 398
A.l Using the THS IMage VIEWET ...........uuiiiee e 398

A.2 Client CoNfIQUIAtION .........cooiiiiiiiiiie e eeaeeees 398

A.3 Using the THS IMage VIEWET ...........uuiiiieiieeeeeeiiee e 404

A4 O PPPPUPPPPPPP 430
Appendix B:  Rules Of BENAVIOT .......uuiiiiiiiiceeeie e 431
B.1 Al RPIMS USEIS ...ttt eesaesetseseeeseeeseeeeeees 431

B.2 RPMS DEVEIOPEIS ... 437

B.3 e NV 1=ToT=To I U S =T SR 438
ACTONYIM LIS oot e e e e e ettt e e e e e e e e e e eatan e e e eeeaees 440
(@] oL = Toa ll [ a1 Fo] ¢ 1 F=Ud T o ] o EO PP P PP PPPPPPPPPPPPP 442
User Manual Table of Contents

September 2014
Xi



Electronic Health Record (EHR) Version 1.1 Patch 13

Preface

This manual provides information on the Electronic Health Record (EHR)
pl3additions and changes.

Recommended Users:

This document addresses the needs of Clinical Application Coordinators (CAC), as
well as end-users of the Indian Health Service (IHS) Imaging Viewer.

Related Manuals:

The VA also has multiple manuals for Computerized Patient Record System (CPRS).
Refer to www.va.gov/vdl for additional information.

Required Configuration:

Configuration is required before utilization of the new functionality and components.
Refer to the Patch 13 MU Setup Guide for configuration instructions before using this
User Guide.
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1.0 Introduction

This manual is designed to inform the CACs with the changes that have been
implemented in the upgrade to EHR p13, as well as new items that have been added
for IHS.

User Manual Introduction
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2.0 Overview

2.1 What's New

Note: Configuration is required for these components before use.
Refer to the Patch 13 MU Setup Guide for details.

The following components are new for p13.

Acute Myocardial Infarction (AMI) (Currently disabled)
Consolidated Clinical Document Architecture (CCDA) Generation
Clinical Information Reconciliation (CIR)

Integrated Problem List (IPL)

Stroke Tool (Currently disabled)

2.2 What's Changed

Note: Configuration may be required for these updates before
utilization. Refer to the Patch 13 MU Setup Guide for
details.

The following components have been updated with functionality for p13.

Consults:

Note: A parameter must be defined for Consult Type that assigns
a Systematized Nomenclature of Medicine-Clinical Terms
(SNOMED® CT) value for the consult. Refer to the Patch
13 MU Setup Guide, “Defining a Consult Type SCT
(SNOMED CT Consult Type) for a Consult
Specialty/Service” topic for instructions.

— In the Consults Component, when Other is selected in the Clinical Indication
field, a SNOMED CT term must be added when adding new consults.

— Inthe Orders Component, when Other is selected in the Clinical Indication
field, a SNOMED CT term must be added when adding new consults.

Note: The new, optional Clinical Indication field replaces the
Provisional Diagnosis field.

Exams:

SNOMED CT and Logical Observation Identifiers Names and Codes (LOINC)
codes store when completing the Document an Exam dialog.

User Manual
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Family History:
SNOMED CT code stores when adding a family history condition.

Historical Diagnosis:

This component has been changed to view-only. Past diagnosis can no longer be
edited or deleted, nor set as Today’s POV.

Immunizations:

— Lot number and manufacturer name can be added to active vaccines.
— Administration Notes can be added to active vaccines.

— Contraindications Reasons for specified vaccines display on the selected
patient Official Immunization Record.

— The Vac. Eligibility field drop-down list can be designated to present users
with only codes relevant to their site.

Infant Feeding:

— Infant Feeding Choices have been updated, including Secondary Fluids
selections.

— Arright-click menu has been added to the component.

— SNOMED CT codes associated with the feeding choices are stored.

Lab POC Data Entry:

SNOMED CT code is saved with associated the lab order when Other is selected
in the Sign or Symptom field.

Labs:
— Info button renamed to Education Information button and launches Medline
Plus and the Add Patient Education Event dialog.

— New Clinical Decision Support button automatically returns information from
UpToDate about a highlighted lab order.

Medications:

— When Other is selected in the Clinical Indication field, a SNOMED CT term
must be added when ordering Simple Dose Outpatient medications.

— Inpatient’s Last Weight is displayed in the Medication Order dialog.

— Outpatient’s Last Weight is displayed in the Medication Order dialog.

— A new Discharge Medications field has been added. The field defaults to
selected if the patient is currently admitted or if the ordering location has
clinic stop code of 30.

— Order Checks show the source of drug interaction information.

User Manual

Overview

September 2014



Electronic Health Record (EHR) Version 1.1 Patch 13

— Info button renamed to Education Information button and launches Medline
Plus and the Add Patient Education Event dialog.

— New Clinical Decision Support button automatically returns information from
UpToDate about a highlighted medication order.

e Orders:
— When Other is selected in the Clinical Indication field, a SNOMED CT term
must be added when ordering Lab Tests.

— When Other is selected in the Clinical Indication field, a SNOMED CT term
must be added when using Quick Orders.

— Order Details dialog lists patient height and weight at last measurement,
whether the medication is a discharge medication, and any comments.

— Order Checks show the source of drug interaction information.
e Patient Education:

SNOMED CT term must be added when adding patient education using the
Disease/llIness button in the Disease & Topic Entry topic.

e Personal Health:
SNOMED CT term must be added when entering Service Not Provided/Refusal
information in the Personal Health component.

e Visit Diagnosis:

This component has been changed to view-only. Past visits can no longer be
added, edited, or deleted, nor can a previously selected POV be added as Today’s
POV.

User Manual Overview
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3.0 New Components

The following components are new for p13.

3.1 Acute Myocardial Infarction Events

The AMI tool captures specific SNOMED CT terms in the evaluation and treatment
of AMI. The user can easily capture onset of symptoms, date/time implement
protocols and/or standing orders, time EKG done, and EKG findings.

This component is delivered disabled with the EHR p13release. This component will
be enabled in the EHR p14 release.

3.2 Consolidated Clinical Document Architecture Generation

The CCDA Generation component employs stylesheet templates that are declared at
the document, section, and entry level of CCDA documents.

These templates (Clinical Summary and Transition of Care) are utilized to generate
documents that are used to transition care and provide other external provider access
to needed patient longitudinal data.

The clinical content of the templates is limited to the most relevant patient data
captured during one or more encounters to ensure continuity of patient care.

The templates contain both human-readable and machine-readable data and provide a
Summary of Care record for each transition of care or referral.

cic
DIA

Figure 3-1: CCDA Button

The following options are available, depending on whether the encounter is a visit or
a referral. Click the link for additional information about these topics.

e Clinical Summary (visits only)

e Transitions of Care (TOC) (visits and referrals)

Note: TOC is also used for Inpatient Discharges to other
facilities.

The EHR displays the full .xml or .pdf file, whether a Clinical Summary or TOC, as a
single document. When the Generate CCDA for Visits/Referrals option is used and
multiple visits are selected; one document per selected visit is generated.

User Manual New Components
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Transitions of Care documents, or documents that were customized (either Clinical
Summary or TOC) are stored on an individual document basis in VistA Imaging,
associated to the patient using an assigned HRN, and can be retrieved at a later time,
as needed.

3.2.1 Clinical Summary
The CCDA component enables a user to electronically create a Clinical Summary or
Transition of Care/Referral Summary from the Resource and Patient Management
System (RPMS)-EHR in CCDA format. That summary is distributed to the patient
and/or provider by the following methods:
e Printing
e Fax
e E-mail
For both ambulatory and inpatient settings, the Summary uses the Common MU Data
Set data with named standards as appropriate:
e Patient name
o Sex
e Date of birth
e Race
e Ethnicity
e Preferred language
e Smoking status
e Problems
e Medications
e Medication allergies
e Laboratory tests
e Laboratory values/results
e Vital signs — height, weight, blood pressure, Body Mass Index, infant head
circumference
e Care plan fields — including goals and instructions
e Procedures
e Care team members
If the patient refuses or declines the Clinical Summary, the SNOMED CT refusal
type, 422735006- reason Refused, is stored.
User Manual New Components
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The following tasks apply to the Clinical Summary:

e Generate Clinical Summary for Current Selected Visit

e Generate Clinical Summary for Current Date of Service Visits
e Generate CCDA for Visits/Referrals

3.2.2  Transitions of Care

The Transitions of Care (TOC) supports the electronic exchange of core clinical

information for referrals among providers, patients, and other authorized entities

electronically to improve the quality of care.

The TOC Submit button sends all referrals for the selected visit electronically to the

external provider(s) in the vendor file. If a vendor does not have electronic-referral

capability, the referral may be sent to print or fax.

The following tasks apply to the TOC:

e Generate Transition of Care for Current Selected Visit

e Generate Transition of Care for Current Date of Service Visits

e Generate CCDA for Visits/Referrals

3.2.3 Completing CCDA Tasks

Follow these steps to complete various CCDA tasks, such as printing Clinical

Summaries or submitting Transitions of Care.

1. In RPMS-EHR, select a patient and a visit.

Note: If a visit is not selected, you are presented with only the
Generate CCDA for Visits/Referrals option, where you
must select a visit or referral. Refer to the Generate CCDA
for Visits/Referrals topic for details.

2. Briefly rest your mouse pointer over the CCDA button. Alternatively, you can
right-click to view the menu. The CCDA menu appears with the following
options.

L2 MNOT GEMERATE Summary, Patient has active PHR
D2 WOT GEMERATE Summary, Patient Declines
GEMERATE Clinical Summary For Current selected wisit »
GEMERATE Clinical Summary For Current dake of service wisits  »
GEMERATE Transition of Care for Current selected wisit
GEMERATE Transition of Care for Current date of service visits
GEMERATE CCDA For Wisits/Referrals
Figure 3-2: CCDA Menu
User Manual New Components
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3. Click alink:

DO NOT GENERATE Summary, Patient has active Personal Health Record
(PHR):

— This option is only visible if the patient has active PHR data captured in
RPMS and stores a patient education.

DO NOT GENERATE Summary, Patient Declines:

— The SNOMED CT refusal type 422735006 is stored in the background.

GENERATE Clinical Summary for Current selected visit:

— Print

— Review/Customize

GENERATE Clinical Summary for Current date of service visits:

— Print

— Review/Customize

GENERATE Transition of Care for Current selected visit:

GENERATE Transition of Care for Current date of service visits:
GENERATE CCDA for Visits/Referrals

3.2.3.1 Generating Clinical Summary for Current Selected Visit

To generate a Clinical Summary for the current selected visit, select Generate Clinical
Summary for Current selected visit. Then select one of the following actions.

Note: To select an additional action, you must re-enter the CCDA

component.

D2 WOT GEMERATE Summatty, Patient has ackive PHR
D2 WOT GEMERATE Summary, Patient Declines

GEMERATE Clinical Summary For Current selected wisit Prink
GEMERATE Clinical Sumrmary For Current dake of service wisits  # ReviewCustaomize

GEMERATE Transition of Care Far Current selected wisit
GEMERATE Transition of Care Far Current dake of service visits
GEMERATE CCDA For Wisits/Referrals

Figure 3-3: Clinical Summary for Current Selected Visit

3.2.3.1.1  Print
To print a Clinical Summary for the current selected visit, follow these steps:

1. Click the Print option. The Print dialog opens.

2. In Select Printer, select a printer.

User Manual
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3.
3.2.3.1.2

Click Print.

Review/Customize

To review or customize a Clinical Summary for the current selected visit, follow
these steps:

1.

Click the Review/Customize option. The CCDA Clinical Summary dialog opens.

Note: The Clinical Document list is fully expanded and all of the
check boxes are pre-selected as the default.

& (DA - Clinical Summary

Patient: Jones,Myra | HR=: 123654 Visit Date: April 4, 2014
= I CinicalDocument - N
= ¥ Reason for visit 3 Clinical Summary from DEMO HOSPITAL
[¥ Mo Reason Information for the extract
= ¥ Problems/Encounter Disgnoses
= W Adive: Patient: DEMO HR#: 8905_P111 ALA: 123654
[ sinusitis | provider text [36971009]; Date of Birth: May 1, 1947 Sex: Female . . .
I¥ Sinusitis | [36371009); 12/13/2013 Race: White Ethnicity: Not Hispanic or Latino
I Sacral back pain | [61436003]; 11/C Preferred Language: English
[V Primary cardiomyopathy | provider ti
¥ Osteoporosic | [64855006]; 12/09/2 Visit Date: April 4, 2014
¥ Neoplasm of uncertain behavior of tc Visit Location: DEMO HOSPITAL; B100 RED BUD CT; NEWBURGH, IN 47630

[¥ =Lead screening | [87139005]; 04/C
¥ Hypethyroidism | [40930008]; 12/0°
I¥ Hypertensive heart disease without ¢ Table of Contents
[¥ Heart failure | [84114007]; 07/05/2
[V Head tiit | [370532003]; 03/05/201¢
I Diastalic hypertension | [48146000]
[¥ Diabetic complication | [74627003];
I¥ Diabetes medlitus, adult onset, with b
[ Diabetes mellitus type 2 | [4405400
[¥ Depressive disorder | [35489007; 1
[¥ Costal chondritis | [§4109004]; 11/¢

* Reason for Visit

Problems/Encounter Disgnoses

Allergies, Adverse Reactions, Alerts
Medications

* Procedures

+ Today's [nstructions and Patient Decision Aid

: e Plan of Care
v Commurity acquired pneumania | [ e Social History (Smoking Status)
[ Chronic atrial fibrillation | [42674901 + Recent Lab Rasults
¥ Cervical atypism | [50895008]; 02/2 e Immunizations
I Bacterial pneumonia | [53084003]; + Recent Vital Signs
[ Atrial septal defect | From birth [701 « Care Team

[F Asthma | [195967001]; 01/03/2007

[¥ Asthma confirmed | [401293004]; 1 .
IV Artheitis | [3723001]; 12/09/2013 Reason for Visit
¥ Apnea | [1023001); 11/27/2013
[¥ Angina | [194828000]; 12/09/2013
[ Allergic asthma | provider text [3891
¥ Acute vaginitis | [24520005]; 11/27,

Mo Reason Information for the extraction criteria

=l ¥ Inactive (perscnal history): _'Ll Problems/Encounter Diagnoses
1 T T
Lrtive: hed

| | lDDLu'npnl 1of1 | Finalized ~] Print Cancel |

Figure 3-4: CCDA Clinical Summary dialog

Note: Briefly rest the mouse pointer in the Clinical Document
pane of the Clinical Summary dialog to view a message
that instructs to press F1 to view Online Help about the
topic.

Clear the check boxes next to any items you want to remove from the Clinical
Summary. Clearing a check box also clears any check boxes below it. For
example, clearing the Allergies check box also clears all allergy items listed
individually below it. Select any check boxes for individual sub-topics, as needed.

The following occurs in the Clinical Summary preview when a check box is
cleared:

e The topic data is cleared when the check box is cleared but the heading
remains and the word Redacted appears below the heading of the section that
was cleared.
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e When a subheading check box is cleared, the subheading remains and the
word Redacted appears below it.

e The following note appears at the top of the Clinical Summary, "Some
information may have been redacted at patient's request or legal requirement.”

@ CCDA - Chinical Summary

Patient: Zavala,Peter | HR#: 89123 Visit Date: April 15, 2014
= [ GinicalDocument - -
= I Reson for Visit Clinical Summary from DEMO HOSPITAL - Some information may have

[T Mo Reason Information for the extract
= [7 Problems/Encounter Disgnoses
= v Active:
¥ Fracture of tibia | bad one [3197800

been redacted at patients request or legal requirement.

= M ( 1 history Patient: DEMO HR#: 8005 PO ALA: 80123
T iy e Date of Birth: March 3, 1945 Sex: Male
[ *Reasons for today's vist Race Ethnicity:

" =
= [ Allergies, Adverse Reactions, Alerts Preferred Languagn:

= ™ Active allergies: :
™ ERYTHROMYCIN Visit Date: 2pnil 15, 2014
[ WHEEZING Visit Location: DEMO HOSPITAL; 8100 RED BUD CT; NEWBURGH, IN 47630
[ rasq
= l‘;(?;,ﬁ“,"f"‘:“ Table of Contents
™ DROWSINESS
= [T LEvaQuIN
I DROWSINESS

™ HAUSEA AND VOMITING
=1 [T Inactwve alergies:
None reported
= W Medications
=) ¥ Given during visit:
 tane
= ¥ Outpatient Medications:
= W METFORMIN S00MG XR TAB
[¥ TAKE ONE TABLET MOUTH QDA Reason for Visit
= ¥ ACETAMINOPHEN 3125MG TAB STl P e
[V TAKE ONE TABLET MOUTH TWI

= [ ACSTAMINOPHEN J25MG TAS Redacted
[¥ TAKE ONE TABLET MOUTH TWI
= ¥ Outside Medications: Probl JEncounter Di
W None
= ¥ Procedures
¥ mo Procedure Information for the e Astive:
[% Todav's Instructions and Patient Decsion Ak |
1 * * Fracture of tibia | bad one [31978002]; 11/01/2013 =
| | IDummm 101 | | I Finalzed +| Print Cancel |

Figure 3-5: Redacted Clinical Summary dialog

If no data is available for a specific item, the text below the heading indicates
None or No information for the report-generation criteria.

3. Click the Collapse button (=') to collapse Subheadings, as needed.

Note: The arrows in the bottom-left of the dialog are only active
to view multiple pages if the Generate CCDA for
Visits/Referrals option is used and multiple visits are
selected.

4. When you have completed your selections, select the Finalized check box at the
bottom of the CCDA Clinical Summary dialog. The Print button becomes active.

5. Click Print. The Print dialog opens.

a. In Select Printer, select a printer.
b. Click Print.
6. Close the CCDA Clinical Summary dialog.
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3.2.3.2 Generate Clinical Summary for Current Date of Service Visits

To generate a Clinical Summary for the current date of service visits (multiple visits
for one date), from the CCDA menu, select Generate Clinical Summary for Current
Date of service visits. Then select one of the following actions.

component.

Note: To select an additional action, you must re-enter the CCDA

e Print
e Review/Customize

D WOT GEMERATE Summaty, Patient has ackive PHR
D2 MOT GEMERATE Summaty, Patient Declines
GEMERATE Clinical Surnmary For Current: selected wisik k

GEMERATE Clinical Summary For Current date of service wisits  F
GEMERATE Transition of Care For Current selected wisit

GEMERATE Transition of Care for Current date of service visits
GEMERATE CCDA For Yisits/Referrals

Prink
Review Customize

Figure 3-6: Clinical Summary for Current Date of Service Visits

3.2.3.2.1 Print

To print a Clinical Summary for the current date of service visits, follow these steps:

1. Click the Print option. The Print dialog opens.
2. In Select Printer, select a printer.
3. Click Print.

3.2.3.2.2 Review/Customize

To review or customize a Clinical Summary for the current date of service visits,

follow these steps:

1. Click the Review/Customize option. The CCDA Clinical Summary dialog opens.

check boxes are pre-selected as the default.

Note: The Clinical Document list is fully expanded and all of the

User Manual
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@ CCDA - Clinical Summary

Patient: Janes,Myra | HR=: 123654

= W ClinicalDocument
=l ¥ Reason for Visit
[+ No Reason Information for the extract
= ¥ Problems/Encounter Diagnoses
= ¥ Adtive:
[¥ Sinusitis | provider text [36971009];
[¥ Sinusitis | [36371009); 12/13/2013
[& Sacral back pain | [51485003]; 11/C
[v Primary cardiomyopathy | provider t
[¥ Osteoporosis | [64859006]; 12/09/2
[ Neoplasm of uncertain behavior of tc
[v¥ =Lead screening | [87199005]; 04/C
[¥ Hypethyroidism | [40930008]; 12/0¢
[¥ Hypertensive heart disease without ¢
[ Heart failure | [B4114007]; 07/05/2
[V Head tiit | [370532003]; 03/05/201¢
[¥ Diastolic hypertension | [48146000)
[+ Diabetic complication | [74627003];
[ Digbetes mellitus, adult onset, with
[¥ Diabetes mellitus type 2 | [4405400
[¥ Depressive disorder | [35489007]; 1
[¥ Costal chondritis | [64109004); 11/C
¥ Community acquired pneumonia | [
[# Chranic atrial fibrillation | [42674901
[¥ Cervical atypism | [50896008]; 02/2
v Bacterial pneumania | [S3084003]);
¥ Atrial septal defect | From birth [701
[¥ Asthma | [195967001]); 01/03/2007
[# Asthma confirmed | [401193004]; 1

3

% /2013
[¥ Allergic asthma | provider text [3391
[ acute vaginitis | [24520005]; 11/27,

=) ¥ 1nactive (personal history): -

T I— ;l_l

1< | < Joocument 1 of 1 |

Clinical Summary from DEMO HOSPITAL

Patient: DEMO

Date of Birth: May 1, 1947
Race: White

preferred Language: English

HR#: 8905_P111 ALA: 123654
Sex: Female
Ethnicity: Not Hispanic or Latino

Visit Date: April 4, 2014
Visit Location: DEMO HOSPITAL; 8100 RED BUD CT; NEWBURGH, IN 47630

Table of Contents

s Reason for Visit
Problems/Encounter Disgnoses

Allergies, Adverse Reactions. Alerts
Medications

s Procedures

* Today's Instructions and Patient Decision Aid

Plan of Care

ions
+ Recent Vital Sians
« Care Team

Reason for Visit
No Reason Information for the extraction criteria

Problems/Encounter Diagnoses

Finalized ]

Visit Date: April 4, 2014

j

Figure 3-7: CCDA Clinical Summary dialog

Note: Briefly rest the mouse pointer in the Clinical Document
pane of the Generate CCDA for Visit/Referrals dialog to
view a message that instructs to press F1 to view Online
Help about the topic.

2. Clear the check boxes next to any items you want to remove from the Clinical
Summary. Clearing a check box also clears any check boxes below it. For
example, clearing the Allergies check box also clears all allergy items listed
individually below it. Select any check boxes for individual sub-topics, as needed.

The following occurs in the Clinical Summary preview when a check box is

cleared:

e The topic data is cleared when the check box is cleared but the heading
remains and the word Redacted appears below the heading of the section that

was cleared.

e When a subheading check box is cleared, the subheading remains and the
word Redacted appears below it.

e The following note appears at the top of the Clinical Summary, “Some
information may have been redacted at patient’s request or legal requirement.”

example.

Note: Refer to the Redacted Clinical Summary dialog to view an

3. Click the Collapse button to collapse Subheadings, as needed.
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September 2014

12

New Components



Electronic Health Record (EHR) Version 1.1 Patch 13

3.2.3.3

3.233.1

3.2.3.3.2

Note: The arrows in the bottom-left of the dialog are only active
if the Generate CCDA for Visits/Referrals option is used
and there are multiple pages available.

. When you have completed your selections, select the Finalized check box at the

bottom of the CCDA Clinical Summary dialog. The Print button becomes active.
Click Print. The Print dialog opens.

a. In Select Printer, select a printer.
b. Click Print.

Generate Transition of Care for Current Selected Visit

To generate a Clinical Transition of Care (TOC) for the current selected visit, select
Generate Transition of Care for Current selected visit from the CCDA menu and
follow these steps:

Note: If the patient has referrals for the current visit, the user sees
this screen. If no referrals are available, a message displays
stating that no referrals currently exist for this visit.

1. The Referrals tab with the TOC option button selected opens (default).

If you select the Visits tab, the Clinical Summary and the Transition of Care
option buttons are active. If you select the Referrals tab, only the Transition of
Care option button is active.

In the top-right portion of the dialog, if the Generate TOC option is selected, the
Transition of Care option button is the default, if Clinical Summary is selected,
the Clinical Summary option button is the default.

e Clinical Summary
e Transition of Care
Clinical Summary

If you select Clinical Summary, refer to the Generate Clinical Summary for Current
Selected Visit topic for details.

Transition of Care

The following steps are for generating a Transition of Care document.

Note: Every other node within the same level or column is
highlighted in blue for readability.
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" GEMERATE CCDA for Yisits/Referrals

Patient: Jones,Myra | HR#: 123654 " clinical summary (% Transition of Care

= I 10f3/2013
B[ visit Detail: {Time: 7:01 AM; Location: TEST CLINIC; Status: AMBULATORY)
[ Reference Detail: (Ref#: 24: RefType: Asthma | ; Status: ACTIVE; Vendor: ; Email: ; Fax: 5553392929)
= ™ Visit Detail: {Time: 7:01 AM; Location: TEST CLINIC; Status: AMBULATORY)
[ Reference Detail: (Ref#: 26; RefType: Asthma | ; Status: ACTIVE; Vendor: ; Email: ; Fax: )
= [ 9/3/2013
B[ visit Detail: (Time: 7:22 AM; Location: PEDIATRICS; Status: AMBULATORY)
Reference Detail: (Ref#: 23; RefType: Diabetes mellitus; Status: ACTIVE; Vendor: ; Email: brad.johnson@medsphere.com; Fax: )
=1 I visit Detail: (Time: 7:22 AM; Location: PEDIATRICS; Status: AMBULATORY)
[ Reference Detail: (Ref#: 22; RefType: Asthma | ; Status: ACTIVE; Vendor: ; Email: brad.johnson@medsphere.com; Fax: 5553331213)
= v visit Detail: {Time: 7:22 AM; Location: PEDIATRICS; Status: AMBULATORY)
[ Reference Detail: (Ref#: 7; RefType: Asthma | ; Status: ACTIVE; Vender: ; Email: brad.johnsan@medsphere.com; Fax: 5553331213)

Submit Review Customize Cancel

Figure 3-8: Generate Transition of Care for Current Selected Visit

1. Click the Expand button ('*') to expand, or the Collapse button to collapse the
document list.

2. Select the check boxes to select or to clear any referrals you want to add or
remove from the list, as needed.

3. Click one of the following buttons to complete the action for the Transition of
Care document:

Note: The Clinical Document list is fully expanded and all of the
check boxes are pre-selected as the default.

Submit button. The following submission method opens, depending on what
type of contact information is provided in the referral:

¢ If no contact information is provided, the Print dialog opens.

— In Select Printer, select a printer.
— Click Print to print the referral for faxing manually or other delivery.

e |If a fax number is provided, the following information message confirms that
the image was sent to VistA Imaging for faxing. Click OK and the system
generates a notification to the defined mail group.
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Fax Motification

Image sent ko Yiskd Imaging For Faxing, Medical records department has
been notified,

Figure 3-9: Imaging Confirmation Message

e |f an e-mail address is provided, the DirectEmailForm dialog opens.

Note: If both a fax and an-email address are provided, the referral
is sent by e-mail.

M DirectEmailf orm

eainzme f Passiword [—1 ¥ Enabie 551
DeectServer  [iap grsi com Part [

I Mazsags Header
Tex |h-nd ohnanniEmediphens com [ Asgne

From [remcn 5—“’[
Sutwpct IMfJ:;’hele « Teead Divect Email —I

¢ Tl vermon=""1 7% ¢ heml-ates ot hppe="Tesl el bead="T0A a2l 7 « Cinicalllociussert emine="Lar W7 ceg w3 wming: sdbc =" hiT -ong ackie™
et et hitp S e wed Qi 20N ML Schemas-nalance™ uai schemalocabore™ s T -ong v3 CO& wed
e DFH=11T; VIEN=2853, DID=048, Vist TrpeDuipatent <3
crsalmCode eodes"115" ¢ frealmCofes
clypeld soot="2 16 840111388031, 3" esbenaaone="FOCO_HDO000MT ¢ Mypesldy
clpmplyteld sopt="2 16 240 1,17 328310 20.22.1, 1" sesgringduthoniyblame="15 Reasn> ¢ Nemplateld
“lsmplateld soob="2 16 840.1. 11388310 20.22.1, " sengringAuthceibpMamss"TCD" s L emplabal &
< soob="01 1A D7 2403 40ED-80 E3-400551 06S00F > ¢ /b
ccode code="H133-9" codeSyabern"2 168401 113883 6.1" codeSytem ame="L0INC" deplaph swe="Summaization of Epaode Hote™
i T ranashong of Cane fsam DEMO HOSPITAL «/titeo
ciffacind Time values"201 3100211 25560700 s « /alfective T ime:
coomfienbaliyCode codes"N" codedpatem="2 16 8401 1138803 5 25" codeSstemb sme="HL 7 Conhiderhaliy Code™ duplaphsmes"Homal s
«fconhdenbabiyC ode
tlarapuapeCods code="en-LIS" s ¢ Aangusgelodes
crwcond arget sming="urchiT-og v sminac sche="\ure Wl ong sdbe ™
patmrifioi:
crd roote"2 VE BE001. 11 3080 3 454 01013752 21" extenaiors="B305_P111" o/l
adl root="2 TE BEDE 11 381 3 4540 SOTT01I7TE2 2 2" enderaiorm"ALA: 1208540 ey
ooy
shabe OF < fetain
cohyoBeavenond foiy
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Figure 3-10: DirectEmailForm dialog

— In Username, type your user name.
— In Password, type your password.

Note: Do not change the Port, direct service is read-only.

— Click Send to send the referral.
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Review/Customize button:

e Click the Review/Customize option. The CCDA Transition of Care dialog

opens.

check boxes

Note: The Clinical Document list is fully expanded and all of the

& cCDA - Transition of Care

Patisnt: Jones,Myra | HR#: 123653

B [ diricalbocument -
[= F’ Problema{Encounter Disgnoses
[# Sinus headache
¥ Neonstal jaundee
[ =

[# Essential ypertansion
7=
rik

[= ¥ Alergies, Adverse Reactions, Alerts
[¥ SODIUM FERRIC GLUCONATE
[+ sour crEaM
[# PENICILLIN G BENZATHINE
[ BROMPHENIRAMINE CODEINE PHENYLERO!
[# MON-IODIZED SALT
[+ cooeme

= [¥ Medications
[~ LEVETIRACETAM
[~ FLUTICASONE
[¥ DiazERAM
[ LEVETIRACETAM
[~ METOPROLOL 50MG TAB™*
[ ACETAMINGPHEN DROPS
[T METORROLOL S0MG TAg==

™ Precedures
r Reason for Referral

= [ Plan of Care
[+ SMITH,WILLIAM IR., M.D.; 505 MIDDLEBR
[# : SHIELSLJOM & M.D.; AZ 85648; Dabotes
[ msthena
[ Goals
[# Plan of Care
[ Cisbetes melitus bype 2 |
[~ Goaks
[ Plan of Care
r Hyperbensive deorder |
[ Geals
[ Diagnosbc Tests awaiting results
[ Future Scheduled Tasts
[ Feferrals to Cther Froviders
™ tnhoisee Canadatinee

J | o

.I,Inmmmn I

=101 %]

Wisit Dabe: 5/3/2013 7:32:00 AM

Transitions of Care from DEMO HOSPITAL

Patient: MYRA JOMES
Date of Birth: May 1, 1947

HR#: B905_P111 ALA:
123654
Sex: Female

Race: Ethnicity: Not Hispanic or
Preferred Language: Latino
English

Visit Date: September 3, 2013
Visit Location: DEMO HOSPITAL; 8100 RED BUD CT; NEWBWURGH, IN 47630

Table of Contents

Eroblems/Encounter Diagnoses
Allergies, Adverse Reactions, Alerts
[l ns

Frocedures

Reason for Referral

Elan of Care
Eunctional/Cognitive Status
Social History (Smoking Status)
Becent Lab Results
Immunizationsg

Recent Wital Signs

Care Team

R R E R R R RE R

Problems/Encounter Diagnoses

-

Active;

# Sinus headache | [4962004]; D8/07/2013

= Neonatal jaundice | [387712008]; 09/15/2013

* “"Hypertensive disorder | [38341003]; 05/01/2009

# Essential hypertension | [59621000]; 09/02/2013

= *Diabetes mellitus type 2 | [44054008]; 06/14/2013 :I

Finakized | Submit Cancel |

F

Figure 3-11: CCDA Transition of Care dialog

e Clear the check boxes next to any items you want to remove from the
Transition of Care. Clearing a check box also clears any check boxes below it.
For example, clearing the Allergies check box also clears all allergy items
listed individually below it. Select any check boxes for individual sub-topics,

as needed.

The following occurs in the Transition of Care preview when a check box is

cleared:

— The topic data is cleared when the check box is cleared but the heading
remains and the word Redacted appears below the heading of the section

that was cleared.

— When a subheading check box is cleared, the subheading remains and the
word Redacted appears below it.
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— The following note appears at the top of the Transition of Care, "Some
information may have been redacted at patient's request or legal
requirement.”

Note: Refer to the Redacted Clinical Summary dialog to view an
example of redacted information.

e Click the Collapse button to collapse Subheadings, as needed.

Note: The arrows in the bottom-left of the dialog are only active
if the Generate CCDA for Visits/Referrals option is used
and there are multiple pages available.

e When you have completed your selections, select the Finalized check box
at the bottom of the CCDA Transition of Care dialog. Submit: Refer to
Step 3.

Cancel button: Cancels your action.

3.2.3.4 Generate Transition of Care for Current Date of Service Visits

To generate a Clinical a Transition of Care (TOC) for the current date of service visit
from the CCDA menu, select Generate Transition of Care for Current Date of Service
Visits and follow these steps:

Note: If the patient has referrals for the current visit, the user sees
this screen. If no referrals are available, a message displays
stating that no referrals currently exist for this visit.

1. The Referrals tab with the TOC option button selected opens (default).

e If you select the Visits tab, the Clinical Summary and the Transition of Care
option buttons are active.

e If you select the Referrals tab, only the Transition of Care option button is
active.

2. In the top-right portion of the dialog, select one of the following:

e Clinical Summary
e Transition of Care

3.2.3.4.1 Clinical Summary

If you select Clinical Summary, refer to the Generate Clinical Summary for Current
Date of Service Visits topic for details.
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3.2.3.4.2 Transition of Care
The following steps are for generating a Transition of Care document.

Note: Every other node within the same level or column is
highlighted in blue for readability.

@ GENERATE CCDA for Visits/Referrals _ [T x]
Patient: Jones,Myra | HR2: 123654 € Clinical Summary {* Transition of Care
B [ 10/3/2013

2 [ visit Detail: {Time: 7:01 AM; Location: TEST CLINIC; Status: AMBULATORY)
[ Reference Detail: (Ref#: 24; RefType: Asthma | : Status: ACTIVE; Vendor: ; Email: ; Fax: 5553392929
= I visit Detail: {Time: 7:01 AM; Location: TEST CLINIC; Status: AMBULATORY)
[ Reference Detail: (Ref#: 26; RefType: Asthma | ; Status: ACTIVE; Vendor: ; Email: ; Fax: )
= [ 9/3/2013
= [~ visit Detail: {Time: 7:22 AM; Location: PEDIATRICS; Status: AMBULATORY)
Reference Detail: (Ref#: 23; RefType: Diabetes mellitus; Status: ACTIVE; Vendor: ; Email: brad.johnsen@medsphere,com; Fax: )
= I Visit Detail: {Time: 7:22 AM; Location: PEDIATRICS; Status: AMBULATORY)
[ Reference Detail: (Refz: 22; RefType: Asthma | : Status: ACTIVE; Vender: ; Email: brad.johnson@medsphere,com; Fax: 5553331213)
= [¥ visit Detail: {Time: 7:22 AM; Location: PEDIATRICS; Status: AMBULATORY)
[ Reference Detail: (Refz: 7: RefType: Asthma | ; Status: ACTIVE; Vendoer: ; Email: brad.johnson@medsphere.com; Fax: 5553331213)

Submit | Review/Customize Cancel

Figure 3-12: Generate Transition of Care for Current Selected Visit

1. Click the Expand button to expand, or the Collapse button to collapse the
document list.

2. Select the check boxes to select or to clear any referrals you want to add or
remove from the list, as needed.

3. Click one of the following buttons to complete the action for the Transition of
Care document:

Note: The Clinical Document List is fully expanded and all of the
check boxes are pre-selected as the default.

Submit button. The following submission method opens, depending on what
type of contact information is provided in the referral:

e If no contact information is provided, the Print dialog opens.
— In Select Printer, select a printer.
— Click Print to print the referral for faxing manually or other delivery.

e |If a fax number is provided, the following information message confirms that
the image was sent to VistA Imaging for faxing. Click OK.
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Fax Motification

Image sent ko Yiskd Imaging For Faxing, Medical records department has
been notified,

Figure 3-13: Imaging Confirmation Message

e If an e-mail address is provided, the DirectEmailForm dialog opens.

Note: If both a fax number and an e-mail address are provided,
the referral is sent by e-mail.

— In Username, type your user name.

— In Password, type your password.

— The remaining fields auto-fill. Click Send to send the referral.
Review/Customize button:

e Click the Review/Customize option. The CCDA Transition of Care dialog
opens.

Note: The Clinical Document list is fully expanded and all of the
check boxes are pre-selected as the default.
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@ ccoA - Transition of Care

Patient: Jones,Myra | HR=: 123654

B ¥ CirscalDooument -

4

[= ¥ Problems/Encounter Diagnases
[¥ Sinus haadache
F Neonstal jsundse

l_ Essential hypertansion
b
=

= ¥ Mlengies, Adverse Reactions, Alerts
[¥ S0DIUM FERRIC 6 UCOMATE
[# s0UR CREAM
[¥ PENICILLIN G BENZATHINE
[¥ BROMPHENIRAMINE CODEINE/PHENYLPRO!
[¥ NON-IODIZED SALT
¥ conEIne

E [ Wedcations
[ LEVETIRACETAM
[ FLUTICASONE
[¥ Ciazeram
[¥ LEVETIRACETAM
[ METOPROLOL 50MG TAB**
[~ ACETAMINOPHEN CROPS
[T METOPROLOL 50MG TABSS

[ Precedures
I™ Reason for Referral

= [+ Plan of Care
[T + SMETH WILLIAM JR., M.D.; 605 MIDDLEBR
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Transitions of Care from DEMO HOSPITAL

Patient: MYRA JONES
Date of Birth: May 1, 1947

123654

Sex: Female
Race:
Preferred Language: Latine
English

Visit Date: September 3, 2013

Visit Location:

Table of Contents

TR EEEEEEEE N

Problems/Encounter Diagnoses
allergies, Adverse Reactions, Alerts
il ns

Procedures

Reason for Referral

Blan of Care
Functional/Cognitive Status
Social History (Smoking Statys)
Recent Lab Results
Immunizations

Recent Vital Signs

Care Team

Problems/Encounter Diagnoses

Actrve:

-
-
-
L
&

Sinus headache | [4963004]; 08/07/2013
Necnatal jaundice | [387712008]; 09/19/ 2:]13

*Hypertensive disorder | [38341003];

Essential hypertension [JSC210LD] 05 u"'Dl
*Diabetes mellitus type 2 | [44054006]; 06/14/2013

Firshized =]

HR#: 8005_P111 ALA:

Ethnicity: Not Hispanic or

DEMO HOSPITAL; 8100 RED BUD CT; NEWBURGH, IN 47630

=10l
Wisit Dabe: 5/3/2013 7:22:00 AM

-

Figure 3-14: CCDA Transition of Care dialog

e Clear the check boxes next to any items you want to remove from the
Transition of Care. Clearing a check box also clears any check boxes below it.
For example, clearing the Allergies check box also clears all allergy items
listed individually below it. Select any check boxes for individual sub-topics,
as needed.

The following occurs in the Transition of Care preview when a check box is

cleared:

— The topic data is cleared when the check box is cleared but the heading
remains and the word Redacted appears below the heading of the section
that was cleared.

— When a subheading check box is cleared, the subheading remains and the
word Redacted appears below it.

— The following note appears at the top of the Transition of Care, "Some
information may have been redacted at patient's request or legal
requirement.”

Note: Refer to the Redacted Clinical Summary dialog to view an

example of redacted information.

e Click the Collapse button to collapse Subheadings, as needed.
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Note: The arrows in the bottom-left of the dialog are only active
if the Generate CCDA for Visits/Referrals option is used
and there are multiple pages available.

e When you have completed your selections, select the Finalized check box
at the bottom of the CCDA Transition of Care dialog. The Submit button
becomes active. Submit: Refer to Step 3.

Cancel button: Cancels your action.

3.2.3.5 Generating CCDA for Visits/Referrals

The CCDA for Visits/Referrals option displays all of the visits for a patient by date of
service, sorted from newest to oldest visit.

To generate a CCDA Clinical Summary for a visit or referral, from the CCDA menu
select Generate CCDA for a Visits/Referrals. This creates multiple documents for
each checked request. Follow these steps:

1. Inthe Generate CCDA for Visit/Referrals dialog, click the Visits tab; the Clinical
Summary and the Transition of Care option buttons are active.

Notes: If you select the Referrals tab, only the Transition of Care
option button is active.
Every other node within the same level or column is
highlighted in blue for readability.
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& GENERATE CCDA for Yisits,/Referrals =]

Patient: Zavala,Peter | HR#: 89123

r Visits T Referrals ]

= [+ visits

4]

= _4 15 2014

T visit Detail: {Time:

= W [3_11 2014

[ visit Detail: (Time:

= _1 10 2014

Visit Detail: {Time:

=12 23 2013

[ visit Detail: {Time:

= ¥ _11 22 2013

W \isit Detail: {Time:
[« Visit Detail: (Time:
[V visit Detail: {Time:

BT 11 21 2013

Visit Detail: {Time:
[ Visit Detail: {Time:
[ visit Detail: {Time:
[ visit Detail: (Time:
[ visit Detail: {Time:
[ visit Detail: {Time:

BT _11 1 2013

T visit Detail: {Time:

= [ 1012 2013

T visit Detail: {Time:

= _10_8_2013

12:03 PM; Location: CHART REVIEW, Status: CHART REVIEW; 1D: 377
9:15 AM; Location: IMO; Status: AMBULATORY; ID: 36949)
4:55 PM; Location: DIABETES; Status: AMBULATORY; ID: 3578)

2:23 PM; Location: CHART REVIEW; Status: CHART REVIEW, ID: 3544

10:56 AM; Location:
12:17 AM; Location:
12:15 AM; Location:

11:54 PM; Location:
11:52 PM; Location:
11:51 PM; Location:
11:49 PM; Location:
10:13 PM; Location:

12:00 AM; Location: DIABETES; Status: AMBULATORY; ID: 3200)

10:53 AM; Location: LABORATORY; Status: AMBULATORY; ID: 3039)

MENTAL HEALTH; Status: AMBULATORY; ID: 3371
IMO; Status: AMBULATORY; ID: 3361)
DIABETES; Status: AMBULATORY; ID: 3360)

LABORATORY; Status: AMBULATORY; 1D: 3359)
LABORATORY; Status: AMBULATORY; ID: 3358)
PREMATAL; Status: AMBULATORY; ID: 3357)
LABORATORY; Status: AMBULATORY; ID: 3356)
LABORATORY; Status: AMBULATORY; 1D: 3354}
9:52 PM; Location: MEMTAL HEALTH; Status: AMBULATORY; ID: 3353]

% Clinical Summary " Transition of Care

-

| »

Review/Customize | Cancel |

2

Figure 3-15: Generate CCDA for Visits/Referrals

Note: Briefly rest the mouse pointer in the Generate CCDA for
Visit/Referrals dialog to view a message that instructs to
press F1 to view Online Help about the topic.

2. Inthe top-right portion of the dialog, select and create one of the following, as
applicable.

Clinical Summary:

Click the Expand button to expand, or the Collapse button to collapse the

document list. The list is fully expanded by default.

Click the check boxes to select or to clear the selection next to any items you

want to add or remove from the list.

Refer to the Generate Clinical Summary for Current Selected Visit topic for

details on how to Print, Review/Customize, and Cancel.
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Transition of Care:

e Click the Expand button to expand, or the Collapse button to collapse the
document list. The list is fully expanded by default.

e Click the check boxes to select or to clear the selection next to any items you
want to add or remove from the list.

e Refer to the Generate Transition of Care for Current Selected Visit topic for
details on how to Print, Review/Customize, and Cancel.

3.3 Clinical Information Reconciliation

The CIR component assists with the reconciliation of medications, problems, and
adverse reaction clinical data from an externally received CCDA xml and/or a clinical
summary/transition of care/referral summary scanned. Refer to the CCDA Online
Help for additional details.

The CIR tool contains the following functionality:

Data is displayed from two or more sources in a manner that enables the user to
view the data and their attributes, and includes the source and last modification
date of the information.

Users may add, merge, or remove individual data.

Users may review and validate the accuracy of a final set of data elements, and
upon a user’s confirmation, automatically update the patient’s medication,
problem, and adverse reaction list.

3.3.1 CIR Button
CIR is launched by clicking the CIR button after selecting a patient and a visit.

The CIR button is red if there are documents that have been received, but are not
yet fully reconciled by the site. The button also indicates the number of
documents that have not been reconciled in its center.

-
3
-
Figure 3-16: Unreconciled CIR Button
The CIR button is green if there are received documents that have been reconciled

or no documents have been received for the patient. The button also indicates the
number of documents that have been received and reconciled in its center.

AL

Figure 3-17: Reconciled CIR Button
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Note: If no patient is selected, the CIR button displays in green
with the initials CIR in its center and the words Clinical
Information Reconciliation if you briefly rest your mouse
pointer on the button. If the patient does not have any
CCDA documents, the button shows a zero and a message
opens, informing the user there are no attached images for
the patient; CIR still launches.

With a patient and visit selected, briefly pause your mouse pointer on the CIR button
to view a pop-up message that shows the number of reconciled documents versus the
total number of documents.

% - Reconciled -

(66 X 4 Reconciled [ & Tokal

2
a

Figure 3-18: Reconciled Message

3.3.2 Orientation

The CIR Tool contains the following panes, tabs, columns, and buttons. A description
of their functionality follows.

M CIR Tool - Jones,Myra

[_[=5]x]
Restore PATIENT - Cancel

Extermal Responsi /.
@ Local Communi ty Fospital O Henry Seven T A(12/2/2013) ; P(11/18/2013) ; M(12/2/2013)
3 PAPER DOCUMENT USER.DEMO ec: A(12/9/2013)
o PATIENT USER.DEMO Frol e 02,2013 12/2/2013 6:51:26 P11 A(12/2/2013)
r LEGAL GUARDIAN USER.DENO Fro er 02,2013 12/2/2013 7:12:16 PN W12/2/2013)
C SPOUSE Fr er 01, 2013_12/1/2013 6:34:04 P A[12/1/2013) ; W[12/3/2013)
r LEGAL GUARDIAN Fr e 27,2013 _11/27/2013 12:03:28 P11 A(13/27/2013) ; P{L1j27/2013) ; M(11/272013)
PATIENT Fro e 27,2013 L1/27/2013 12:03:43 P11 M(11/27/2013)
r PATIENT From November 27,2013 _11/27/2013 12:03:43 FM W(11/27/2013)
C BAG OF PILLS rom November 27, 2013 _L1/27/2013 12:03:43 PM M(11/27/2013)
r LEGAL GUARDIAN From November 27, 2013 _11/27§2013 12:03:43 PM M(11/27/2013)
(i BAG OF PILLS From November 27, 2013 _11/27/2013 12:09:31 PM A(11/27/2013) ; P(LU/Z3/2013) ; M(11/27/2013) -
Problems | dverse Reacbons | - Medications
[ RPMS Clinical Document |
[ [status Juast pate | [Problem tatus nset fsource JLast Date |
| Diastolic hypertension EPISGDIC 09/02/2013 8/12/2015 _+}| |, [Dabetes melitus type 2 | ACTIVE 08/26/2013 Indlan Health Senice CCD 08/28/2013
= Generator
| Diabetes melltus type EPISODIC 06/14/2013 912/2013
2
+| Preumonia EFISODIC 08/06{2012 10/15/2013
+ | Asthma confirmed EPISODIC 102772013 11472013
+| Frpothyroidsm EFISODIC 117205

~ Reconciled Problems.

14 roblem | accet probiems | cance
\
m Chronic 01/03/2007 RPMS Reviewed, No Adtion A
iDiabetes melitus type 2 Episodic 08/14/2013
Diastolic hypartension Episodic 05/02/2013
eonatal jaundice Inactve
Fizant faure Chronic 07852013
Preumonia Episodic 08/06/2012
(Osteoporasis Epizod
P =

Figure 3-19: CIR Tool Main Window with Problems Tab Selected
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3.3.2.1 Panes
The CIR Tool main window contains the following panes:

Generated by CCDA pane: Contains a list of received and potentially reconciled,
Continuity of Care Document Architecture documents (Clinical Summaries). The
Generated by CCDA pane can be sorted by selecting one of the following sources
from the CCDA Source drop-down menu:

— Patient

— Bag of Pills

— Spouse

— Legal Guardian

— Paper Document

If no CCDA document is available, the ability to select an information source
and reconcile the chart can be completed selecting one of the sources listed .

RPMS pane: Contains the native list from RPMS of Medications, Problems, or
Adverse Reactions, depending on which tab is selected.

Clinical Document pane: Depending on the Class of the Generated by CCDA
document selected, the following is displayed in the Clinical Document pane:

— CCD (Continuity of Care Document): Contains the preview of the Patient
Summary.

— CCR (Continuity of Care Record): Contains the preview of the CCR.

— CCDA (Consolidated Clinical Document Architecture): Contains the
reconciled list of Problems, Adverse Reactions, or Medications, depending on
which tab is selected in the RPMS pane.

— PDF (Portable Document Format): Contains a preview of the generated .pdf
file.

Reconciled pane: At initial launch, contains only RPMS data. During the
reconciliation process, additions and changes to medications, Problems, Adverse
Reactions, or the CCDA data list, depending on which tab is selected in the
RPMS pane, is updated into this pane from both RPMS and the Generated by
CCDA pane.

Note: The panes can be re-sized, as needed, by dragging the
splitter bar.

3.3.3 Tabs

The RPMS pane contains the following three tabs. When a tab is selected, the Clinical
Document and Reconciled panes refresh with the applicable data, A document must
be selected in the Generated by CCDA pane. Clear a document selection in the
Generated by CCDA pane by double-clicking on the check box.
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Click the applicable link to view instructions for working with these tabs.
e Problems Tab

e Adverse Reactions Tab

e Medications Tab

Columns can be sorted alphabetically or chronologically by clicking the column
header. Refer to the applicable tabs section (Problems Tab, Adverse Reactions
Tabadversereactions_adverse_reactio_4708, and Medications Tab) to view
information about the RPMS pane, Clinical Document pane, and Reconciled pane
columns.

3.3.3.1 Generated By CCDA Pane Columns
The Generated By CCDA pane contains the following columns:

e Select: Contains a check box that is selected to view a particular reconciled
document's details.

e Source: Displays the source of the document, for example, the name of the clinic
or Scanned List.

e Responsible Party: Provider name.

e Type: Provider type.

e Encounter Date: Date of the encounter or visit.

e Created: Date and time the document was created.

e Class: The document types include CCDA, CCD, PDF, or CCR.

e Reconciled: Date of the reconciliation. The Problem reconciliations are noted
with a P before the date, Adverse Reaction reconciliations are noted with an A,
and Medication reconciliations are noted with an M. For example, M(10/18/2013)
indicates the Medications were reconciled on October 18th.

3.3.3.2 Right-Click Menus

3.3.3.2.1 Generated by CCDA Pane

Depending on the document Class in this pane, the right-click menus appear as
follows:

e CCD: Right-click in a CCD item to select to view the full CCD.
FULL CCD

Figure 3-20: CCD Right-Click Menu

e CCR: Right-click in a CCR item to select to view the full CCR.
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FULL CCR.

Figure 3-21: CCR Right-Click Menu

CCDA: Right-click in a CCDA item and select to view the full CCDA or specific
sections of the CCDA only. For example, you can select Advance Directives from
the right-click menu to view only the Advance Directives section of the CCDA.

FULL CCDA

ALLERGIES, ADVERSE REACTIONS, ALERTS
ENCOUMNTERS
IMMUNIZATIONS
Medicaticns

CARE PLAN

REASOM FOFR. REFERRAL
PROBLEMS
PROCEDURES
FUNCTIOMAL STATUS
RESULTS

SOCIAL HISTORY

VITAL S5IGHS

Figure 3-22: CCDA Right-Click Menu

PDF: Right-click in a PDF item to View Details.
View Details

Figure 3-23: PDF Right-Click Menu

The PDF Viewer window opens, showing a preview of the generated .pdf file.
Refer to the PDF Viewer Task Bar topic for details on how to use the task bar that
appears when you pause your mouse pointer over the document, as shown in
Figure 3-24.
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Figure 3-24: PDF Viewer

The right-click menus of the RPMS, Clinical Document, and Reconciled panes
change depending on which tab (Problems tab, Adverse Reactions tab, or
Medications tab) is selected. Refer to those topics for details.

3.3.3.3 Buttons

e Restore button: Located in the top-left portion of the CIR Tool window. Click this
button to restore the original order of the RPMS pane. For example, if the user
manually sorts by clicking a column heading, clicking the Restore button re-sorts
the items back to their original order. Refer to the Problems tab, Adverse
Reactions tab, or Medications tab, topics for details.

e Accept All button: Located in the top-right portion of the CIR Tool window.
Click this button to accept and sign reconciled problems, adverse reactions, and
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medications, or a combination of these that the user completed. Otherwise, each
tab can only be reconciled individually.

e Cancel button: Closes the CIR tool.

e Maximize button: Click this button (") in the RPMS or Clinical Document pane
next an item to view additional details, such as Problem ID, Status, Description,

pttons [ e sencors | wescrs [
| RFMS Clinical Document
| |status fonset JLast Date | |Problem |status |onset Jsource Juast Date
+ | Asthma Chranic 01/03/2007 Bf27/2013 _a Dighetes mellitus Complated 0B/26/2013 Indian Health 0B/26/2013
— = - —r = +veez| Senvice CCD
o | Diabetes mellitus type Episodic 06/14/2013 9122013 Generator
2 Problem [D:  PE7E2_12762N
+ | Diastolic hypertension Episodic 09/02/2013 9/12/2013 Problem: Disbetes mellitus type 2 |
Status:
Problem 1D S0UC ) Symgtarn: Disbetes mellitus type 2 |
Problem: Diastolic hypertension — Orsat: 08/26/2013
0= 4 Active Period:  08/26/2013
Mapped ICDn 4019 Coneept Code: 42054006
Status: Episodic Code System:  SNOMED CT
Descnpton: Duastale Souree: Indian Health Serviee OCD Generator
Onsets 09/02/2013
Date Enterad:  9/12/2013
Recorded Byn  USER,DEMO
Cancegt Code: 45146000
Desc Coda: 80224015
+ | Neonatal jaundice Inactive 9/19/2013 -

Figure 3-25: Expand Details

3.34 Problems Tab

Problems may be reconciled by a nurse, pharmacist, provider, or case manager at
triage. Reconciliation takes place at the time of provider appointment, pharmacy
medication pickup or pharmacy medication management visit, or Public Health Nurse
(PHN) or case manager visit.

Problems are reviewed and reconciled from externally received CCDA documents,
for example, paper copies of clinical summaries, patient history, or transition of care
xmils.

An example of the Problems tab and corresponding Clinical Document and
Reconciled panes is shown in Figure 3-26.
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3.34.1

3.34.1.1

3.34.1.2

BICIR Yool - Jones,Myra S E3)
Restore PATIENT [ Cancel

- External Responsible Par A[11f27/20; 2/2013)
F_ Local Communi Or Heary Seven CCDA | A(12/2/2013) ; P11/18/2013) ; M(12/2/2013)
v PAPER DOCUMENT USER,DEMO i T A12/9/2013)
v PATIENT USER,DENMG From December 02, 2013 _12/2/2013 6:51:26 P A(12/2/2013)
] LEGAL GUARDIAN USER,DEMG From December 02, 2013 _12/2/2013 7:12:16 PH M(12(2/2013)
C SPOUSE " er 01,2013 12/1/2013 6:34:04 P A(121/2013) ; W{12/1/2013]
LEGAL GUARDIAN er 27, 2013 11/27/2013 12:03:28 PM A(11£27/2013) ; P{11/27/2013) ; M[11/27/2013)
PATIENT A er 27, 2013 11/27/2013 12:03:43 PM M(11/27/2013)
[m] FATIENT From Hovember 27, 2013 _11/27/2013 12:03:43 PM M(11/27/2013)
- BAG OF PILLS From November 27, 2013 _11/27/2013 12:03:43 PM M{11/27/2013)
r LEGAL GUARDIAN From November 27, 2013 _11/27/2013 12:05:43 PM M(13/27/2013)
[l BAG OF PILLS From November 27, 2013 _11/27/2013 12:09:31 PM A(11/27/2013) ; P(11/27/2013) ; M{11/27/2013) |

Problems | adverse Reactons | Medicabions

| RPMS Clinical Document |
tus Jonset JLast pate [ Tproblem fetatus Jonset fource JLast Date |
+| Diastolic hypertension. EPISODIC 03/02/2013 9122013 | Hmmwu ACTIVE 08262013 Indian Healh Senice CCD 08/26/2013
+ ?m mellitus type EPISODIC 06/14/2013 9/12/2013
T Preumonia EPISODIC 08/06/2012 10/15/2013
+[Asthma confimed  EFISODIC 10727/2013 142013
+ | Fypothyroidsm EPISODIC 172005

A Reconciled Problems

244 problem | aceept problems | cance
\
|Asthma Chranic 01/03/2007 RPMS Reviewed, No Action -
o bpe2 Episadic 06/14/2013 RPHS Reviewed, No Action
[Diastolic hypertension Episodic 08/02/2013 RPMS Reviewed, No Action
| [Neonatal jaundice Inactive RPHS Reviewed, No Action
[Feart Failure Chronic 07/05/2013 RPHS Reviewed, No Action
[Preumona Episodic 08/06/2012 RPMS Reviewed, No Action
o Episod
Cnstal rhondritis Frisndic

Figure 3-26: CIR Tool Problems Tab

RPMS Pane

The problems listed in the RPMS pane that have a match (by SNOMED CT Concept
ID and/or by name) on incoming lists are highlighted in green when a user selects a
matching event from the RPMS or CCDA pane. If a problem is not yet SNOMED CT
coded, an asterisk shows before the problem name.

| Note: To de-select matching events, press Ctrl and click.

Columns
When the Problems tab is clicked, the RPMS pane shows the following columns:

e Problem: Description of problem

e Status: Chronic, Episodic, and so on

e Onset: Date and time of problem onset

e Last Date: Date of last modification or the date entered

The problems are listed by reverse chronological Last Date order if there are no
matching problems from the Generated by CCDA pane. You can sort the items by
clicking any of the column headings. Click the Restore button to restore the original
order.

Right-Click Menu

Note: The right-click menu only appears and applies if a CCDA
Class item is selected in the Generated by CCDA pane.
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The right-click menu of the Problems tab RPMS pane contains the following

commands:

Problems | Adverse Reactions [ Medicaticns I

RPMS

| |Prohlem Ismms |On
ﬂ Pneumonia Episodic 08;

Ch —
ﬂ Heart disease a_nge ;

Reviewad, Mo Action
ﬂ Heart failura View Details 07
ﬂ Asthma Entered In Error 01,

Figure 3-27: Problem RPMS Right-Click Menu

e Change: The Reconcile RPMS Problem dialog opens. Refer to the Reconciling
RPMS Problems topic for details.

e Reviewed, No Action: The Problem shows as RPMS Reviewed, No Action in the
Reconciled Problems pane, Action column.

e View Details: The View Problem Details dialog opens. Any highlighted items
from the main screen containing RPMS Pane and CCDA data display in a side-by
side comparison when this menu option is selected. The View Problem Details
dialog also has a right-click menu of the following options, as shown in Figure
3-28. Refer to the applicable sections in this Help for details.

& view CCDA Details

Hi[=] E3
Patient: Jones,Myra | HR#: 123654
RPMS Clinical Document
Problem Dretails Probéem Dretanls
Asthma Problem 10: SOuC-1 Asthma Probiam 10: problam2
Preblem: Asthens Problem: Asthma
1 m iy etad
Change e add
Reviewed, No Action Chresic Do Not Add, Redundant g;
e e A Do Not Add, Mot Clinically Significant |00
Date Entered:  B/27/2013 Systam SHOMED CT
Fecorced Byi USER, DEMO Dr Henry Seven
Corcept Code: 195567001
Cresc Codes 301485011
Diabetes mellitus typa 2 [Proflem 10: SOUC-3
|Pradlem: Diabetes malitus boe 2
| 3
|Mapped 1D 250.00
|stabs: Episadic
|Descriptio Diabetes melitus tyoe 2
[Onsat: 05/14/2003
{Cote Enterec:  8712/2013
|Recorded By: USER. DEMO
|Concept Code: 44054006
[Desc Codes 197763012
0K | Cancal

Figure 3-28: View Problem Details dialog

e Entered in Error: The Delete RPMS Problem dialog opens.
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& Delete RPMS Problem

e | “
COer [
Cancel |

Figure 3-29Delete RPMS Problem dialog

In Reason for deleting the problem, select one of the option buttons:

e Duplicate

e Entered in Error

e Other

If Other is selected, type a reason in the free-text field.

Click OK. The Reconciled Problems pane is updated with an RPMS Entered in
Error status in the Action column for the problem.

3.3.4.2 Clinical Document Pane

3.34.21

Columns

The Clinical Document pane shows the following columns, indicating Problem data:

Problem: Problem name.

Status: Active, inactive, and so on.

Onset: Date of onset.

Source: Clinician who entered the problem.

Last Date: Date of last modification or the date entered.

Note: If a PDF Class item is selected in the Generated by CCDA
pane, the Clinical Document pane shows the PDF
document from CCDA, and the Add buttons in the
Reconciliation pane are utilized to add the PDF CCDA
content to RPMS.

3.3.4.2.2 Right-Click Menu
Note: The right-click menu only appears and applies if a CCDA
Class item is selected in the Generated by CCDA pane.
User Manual New Components

September 2014

32



Electronic Health Record (EHR) Version 1.1 Patch 13

The right-click menu of the Problems tab Clinical Document pane contains the
following commands:

Clinical Document

|Prn blem |5I:al:u5 Onset I'Suume
l Pneumania add Henr
Iﬁ.sthma Do Mot Add, Redundant Henr
I Do Mot Add, Not Clinically Significant

View Details

Figure 3-30: Clinical Document Right-Click Menu

e Add: The Add CCDA Problem dialog opens. Refer to the Adding Problems from
Reconciled Problems Pane topic for details.

e Do Not Add, Redundant: The Problem shows as RPMS Reviewed, No Action,
CCDA Do Not Add, Redundant in the Reconciled Problems pane, Action column.

e Do Not Add, Not Clinically Significant: The Problem shows as RPMS Reviewed,
No Action, CCDA Do Not Add, Not Clinically Significant in the Reconciled
Problems pane, Action column.

e View Details: The View Problem Details dialog opens.

3.3.4.3 Reconciled Problems Pane

3.34.3.1 Columns

The Reconciled Problems pane shows the following columns, indicating Problem
reconciliation data:

e Problem: Problem name.
e Status: Status applied to the problem.
e Onset: Date of onset.

e Action: Action taken in the Clinical Document pane.

Note: There is no right-click menu in the Reconciled Problems
pane. At initial launch, the Reconciled Problems pane
displays all RPMS entries currently for the patient as
Reviewed, No Action. Instead of using a right-click menu,
items can be changed by using the options in the RPMS
pane.
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3.3.4.3.2 Buttons
The Reconciled Problems pane contains the following buttons:

Add Problem button: The Add Problem dialog opens. Refer to the Adding CCDA
Problems topic for details.

Accept Problems button: The Review/Sign Changes for Patient Name dialog opens.

Review,/Sign Changes for Jones,Myra

Signature will be applied to checked itemsz

CIR Reconciled Problems -
Azthma: RPMS Reviewed, Mo Action

Diabetes melituz type 2 APMS Reviewsd, Mo Action

Diaztolic hypertenzion: RPMS Reviewed, Mo Action

Meonatal jaundice: RPMS Reviewed, Nao Action

Heart failure: RPMS Reviewed, Mo Action

Prieumonia: BPMS Reviewed, Mo Action

Heart dizeaze: RPMS Reviewed, Mo Action j

Electronic Signature Code:

Ixxxxxxxxx?i

|f procezsing Sureschptz, signature

will be applied after action zelected. Sign I Cancel |

Figure 3-31: Review/Sign Changes for Patient Name dialog

1. The CIR Reconciled Problems list in the dialog is pre-selected by default.

2. In the Electronic Signature Code field, type your code, and then click Sign. Your
signature is applied to the selected items.

Cancel button: Cancels the action.

3.3.5 Adding CCDA Problems

Add a CCDA Problem from the Clinical Document right-click menu by clicking the
Add option. The Add CCDA Problem dialog opens. The following fields are pre-
populated in the Add CCDA Problem dialog:

e SNOME CT code
e Date of Onset
e Status is Episodic by default

e A canned Comment
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Add CCDA Problem

|Add CCDA PrOblem B
~enanty [ - - - e | om
premns [ | cesc el
L} L]

L £ o L

Provider text here.

Life threatening severity = !
08/06/2012 l
_add |

# Marrative Date Authar
| This problem was reconciled from CCDA 08/27/2013 submitted by Dr Henry Seven, 11/01/2013 USER,DEMO

Figure 3-32: Completed Add CCDA Problem dialog

Note: Required fields are indicated by an asterisk and are shown
in a gray section.

1. In Priority, click the Up and Down arrows to select the applicable priority, from
1-5.

Note: The Pregnancy Related and Use as POV check boxes are
disabled.

2. Inthe SNOMED CT field, if you need to changed the problem, type the problem
in the blank field and click the Ellipsis button to search for the SNOMED CT
term. The SNOMED CT Lookup dialog opens. Refer to the Adding Problems
from Reconciled Problems Pane topic for details on completing this dialog.

Note: Refer to the Using the Pick List Button for details on using
the Pick List button from the Add CCDA Problem dialog.
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¥ SMOMED CT Lookup

Diagnosis Lookup:  © Full specified name & Synarpm Search Date: |‘||J,,-'3:|_.12|:|13 vl

Maximum Resuke: 26 C 60 100 200  ALL

Search IF'neumDnia IHS SNOMED I ALL SMOMED |
o =] Subset
Subsel:
Aathma

Cog Funct Status ]

COM Problems isa H-sm of - espraton disease (stuation]

F""!'i_'-' Higtany Wial preumania “Wiral prieumoria [desoide] 4801
HIST Problems iz & Infectnve prsumarsa [disordar)

is & Wiral lower respitaton nlechon [disorder]

Foca preumoria  Focal preumans (disonder) 486
- 1z & Preumorea (dearder]

Liped prewnoria synorgen for Lipced prieumenitis [dizordar] 5071
i it & Pheumonilis [dizarder]

Lupuis preumania  Lupus preurmonia [disander) 496
- 15 a Nomrnfectious preumaonia (dsaider]

Lobar prewnonia  Lober pneumonia [dizcedes) 486 =
- iz & Prieumoria [deorder]

Baca preumorsa Basal pneumonia [dzonder) 436

is & Lobar pneumoria [disoides]
Felal preumonia syrargm lor Infeclive preumonia scqured prenalally Fin
[dizorder]

i a Congentd infectious disesse [dsaide]
iz a Congerntal pneunoria [dzonder)
is & Irfective preumors | disonder]

Uremic synargem for Uremic lung (disorder) 51889
| pneumonia 1z & Disordar of lung (disorder)
Lipoid preumonia synorgm for Lipoed  preusmonitiz |disorder| 807
) it & Preumonitis [disorder]
Furigal Fungal preumonia (dizceder] 1179
preumonia i & Fungal infection of hng (disorder] 4848
- it & Irfective mﬂl.mnrﬂ[ 1] =
1 ad. . i 1 i ol AQC
Select Cancsl I/

Figure 3-33: SNOMED CT dialog
3. In Status, select the applicable option button:

e Chronic

e Sub-acute

e Episodic (default)

e Social/Environmental
e Inactive

e Personal Hx

4. In Provider Text, type any additional instructions.

Note: You can briefly rest your mouse pointer over some of the
fields to view instructions for that field.

5. In Severity, select one of the following from the drop-down menu:

e Fatal

e Life threatening severity
e Mild

e Mild to Moderate
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e Moderate
e Moderate to Severe
e Severe

In Clinical Course, click the Ellipsis button. The Select Clinical Courses dialog
opens. Select one or more of applicable check boxes:

I Acute fulminating ™ Acute-on-chronic [ Brittle course ™ chronie [ Cheonic active

I™ Chronic persistent ™ Continual F cydlic I Fluctuating [™ Gradual onset
™ Intermittent ™ Paraxysmal F Recurrent ™ Recurrent acute I™ Relapsing course
™ Remitting ™ Short duration ™ Subacute I~ Subacute onset [™ Sudden onset AND/OR short duration

I Transitory

Figure 3-34: Select Clinical Courses dialog

Note: The Clinical Course field in the Add CCDA Problem
dialog contains a red triangle in the top-right corner to
indicate when entries exist in the field.

In Date of Onset, the date auto-fills from RPMS. Click the Ellipsis button to
change the date by selecting a new date from the calendar, if needed.

In Comments, type a comment.

Click Save in the top-right portion of the Add CCDA Problem dialog. Your
changes are saved, and the Reconciled Problems pane shows a CCDA: Add
Problem status in the Action column.

If the added values match an existing entry, the Action column states, RPMS:
Reviewed, No Action, CCDA do not add, redundant.

3.3.6  Adding Problems from Reconciled Problems Pane
Add a problem from the Reconciled Problems pane by clicking the Add Problem
button. The Add Problem dialog opens.
Add Problem [~
Problem ID SOUC-9 ™ Use as POV Save | Cancel |
* SNOMED CT | | preumonia E Get SCT | Pick List J
* Required Field
Provider Text I
Figure 3-35: Add Problem dialog from Reconciled Problems Pane
In the blank field next to the Ellipsis button, type the problem name, and then
click the Ellipsis button. The SNOMED CT Lookup dialog opens with the Search
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field populated with your selection and a list of matching SNOMED CT terms in
the list.

Note: If needed, refer to the Using the Pick List Button for details
on using the Pick List button from the Add Problem dialog.

¥ SMOMED CT Lookup

Diagriosiz Lookup:  © Fuly specifiedname & Synarpm
Maximum Resuks: % 26 60 100 © 200  ALL

Search Date: I 073052013 "I

Search IF'neun'mia

IHSSNDHEDI ALL SHOMED |

o =| Subaet
Subsel:
Lathima
Cog Funct Status W o R o]
COM Prcblems is & History of - iespiraton disease (stustion)
F"!'iy Histoiy Wial preumanis Wirdl prieumores [deander) 4809
MIST Froblems 13 & Irfeciive phaumors [disardar)
it & Wiral lower respitaton nfechon |disorder)
Foca pneumorss  Focal pneumaoria [dsarder) 486
|| 1z a Prigumorsa [desorder]
Lipid pneumonia synorgm for Liposd preumonitiz |dizorder| 5071
] iz & Preumoniliz [disonder)
Lupus preeurmonia  Lupus preumonia [disander) 436
- iz a Non-nfechious preumaonia (deander]
Lobar priewnonia Lober pneumconia [dizordes) 486 —
[ iz a Preumnorsa (dizordar]
Baea pneumnorsa  Basal pneumonia [dzorder) 436
is & Lobar pneumoria [disordes]
Felal prieumonia synorgm for Infeclive preumonia scqured prenalslly o
[dizonder]
is & Congentd infectious disesse [deonde]
iz a Congerkal pneumorea [dizonded)
is & Infective preumanis | deonder]
Uremic synongm for Uremic lung [disorder] 51689
| proumonia 15 2 Dizorder of lung [disorder)
Lipoid prieumonia synorgen for Lipoed preumonitis |disorder| 5071
. iz & Pneumoniliz [disoder)
Furigal Furigal prieumonia [disoede) 117.9
phemonia iz & Fungal infection of lung [dsander) 484 8
- iz & Infective preumania [deonder] _"J
1 | E; 1 o iz i Aol AQC
Sekec! Conced |

Figure 3-36: SNOMED CT dialog

a. If the term you are looking is not in the list, select the Synonym option button.
(Fully specified name is the default.)

Fully specified name returns a collapsed list of SNOMED CT terms. Click
the Expand button () next to the term to expand and view the child

entries.

Synonym returns the full list of SNOMED CT terms.

b. In Maximum Results, select one of the following to limit the number of
returned results (or select ALL):

25 (default)
50

100

200
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e ALL

c. In Search Date, the field defaults to the current date. Click the drop-down
arrow to open the calendar and select a different date to search, if needed.

d. In Search, you can type a different term by which you want to search.
e. In Subset, you can select a subset in which to search, if needed.

f. Click either the IHS SNOMED CT or the ALL SNOMED CT button. The list
of SNOMED CT terms is populated.

g. Select and highlight a term, and then click the Select button. The Add
Problem dialog opens with the SNOMED CT field populated with the
SNOMED CT term you selected.

2. In Status, select the applicable option button:

3. InProvider Text, type any additional instructions.

Note: You can briefly rest your mouse pointer over some of the
fields to view instructions for that field.

4. In Severity, select one of the following from the drop-down menu:

e Fatal

o Life threatening severity
e Mild

e Mild to moderate

e Moderate

e Moderate to Severe

e Severe

5. In Clinical Course, click the Ellipsis button. The Select Clinical Courses dialog
opens. Select one or more of applicable check boxes:

I Acute fulminating ™ Acute-on-chronic [ Brittle course ™ chronie [ Cheonic active

I™ Chronic persistent ™ Continual F cydlic I Fluctuating [™ Gradual onset
™ Intermittent ™ Paraxysmal F Recurrent ™ Recurrent acute I™ Relapsing course
™ Remitting ™ Short duration ™ Subacute I~ Subacute onset [™ Sudden onset AND/OR short duration

I Transitory

Figure 3-37: Select Clinical Courses dialog

6. In Date of Onset, the date auto-fills from RPMS. Click the Ellipsis button to
change the date by selecting a new date from the calendar, if needed.

7. In Comments, type a comment in the field.
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8. Click Save in the top-right portion of the Add CCDA Problem dialog. Your
changes are saved, and the Reconciled Problems pane shows a CCDA: Add
Problem status in the Action column.

3.3.7  Changing RPMS Problems

From the PRMS Pane right-click menu, if the Change option is selected, the Edit
Problem dialog opens. The following steps show how to complete the dialog.

Note: Required fields are indicated by an asterisk and are shown
in a gray section.

Problem ID SOUC-6 Priority I—Sil [ Pregnancy Related I" useasPov Save Cancel |
[ < snomep T [Renal diabetes | D GetscTPLpick it |
*Status  (~ chropic  ( Sub-acute (¢ Episodic (" Social/Environmental (" Inactive [ Personal Hx
\ = Regquired Field J
[ Provider Text = IProvider text here, Chars left: 41
L Renal diabetes | Provider text here. 271.4
( b |
Qualifiers :: Severity: Mild Clinical Course
Severity Clinical Course
B =] _I
DateofOnset [1053y2053 | .|
Comments :

Type comments hera.

Figure 3-38: Edit Problem dialog

1. InPriority, click the Up and Down arrows to select the applicable priority, from
1-5.

2. Inthe SNOMED CT field, the selected problem is auto-populated. Click the
Ellipsis button to search for the SNOMED CT term. The SNOMED CT Lookup
dialog opens.
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[ SNOMED CT Lookup

Diagnosis Lockup: 1 Full specified name & Synangm Search Date: I‘Df3]}2ﬂ13 'I
Maximum Resuks: & 26 B0 100 © 200 © ALL
Search IF'nEun‘mia IHS SHOMED I ALL SHOMED |
- =] Suiaset
Subszet:
Suthima
Cog Funct Status b i p of - preumonia [sibuation]
CaM Problems & History of - iespratony disesse [shusbon)
Fr"!'iy Histow Wiral preumanis Wiral preumones [deander] 4809
NIST Problems 15 2 Irfective pneumorsa |dsorder]
is & Wiral lowier respitalony mlechon [disorder)
Focd preunorss  Focsl preumonss (disorder) 486
|| 1z 2 Pneumorea [desorder]
Lipid pneumonia synorgm for Liposd preumonitiz |dizorder| 8071
il iz & Prisumoniliz [dzander]
Lupus preumiia Luput preumonia [divorder) 486
- i1 8 Norrinfectious preumonia (deander)
Lobar prevmonia Lober prisumenia [dizordes] 486 —
[ iz & Preumoria [deordar]
Bacal preumonia  Basal pneumonia [dizorder) 436
is & Lobar preumonia [disoided)
Felal prieumonia  syrorge o Infeclive preumania scqured prenalally 7700
[dizorder]

it 8 Congentd infectious diseste [deoide]
iz a Congenkal preunorsa [dsorder)

it & Irfective preumanis |dionder]

Uremic synorgem for Uremic lung [disorder] 51889
| pneumcnia 1z & Dizordar of lung [dizorder)

Lipoid preumonia synorgm for Liposd preumonitiz |disorder| 5071
. iz & Preumoniliz [disonder)

Fungal Fungal prieumonia [discedes) 1179

pREUmonia iz & Fungal infection of hung [dsuu:lcl] 4848
] iz a Irfective pnem'lnrﬁ[ rder] _"J

1 ad " i 1 i i Aol AQC

Select Cancel J/ﬁ

Figure 3-39: SNOMED CT dialog
a. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup section, select
either the Fully specified name or Synonym option button.

e Fully specified name returns a collapsed list of SNOMED CT terms. Click
the Maximize button next to the term to expand and view the child entries.

e Synonym returns the full list of SNOMED CT terms.

b. In Maximum Results, select one of the following to limit the number of
returned results (or select ALL):

o 25

e 50

e 100
e 200
e ALL

c. In Search Date, the field defaults to the current date. Click the drop-down
arrow to open the calendar and select a different date to search, if needed.

d. In Search, type the term by which you want to search.
e. In Subset, you can select a subset in which to search, if needed.
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f.

Click either the IHS SNOMED CT or the ALL SNOMED CT button. The list
of SNOMED CT terms is populated.

Select and highlight a term, and then click the Select button. The
SNOMED CT field refreshes with the selected SNOMED CT term you
selected.

If the Problem is International Classification of Diseases (ICD) coded but not
SNOMED CT coded, click the Get SCT button. Refer to the Using the Get SCT
Button topic for details.

3. In Status, select the applicable option button:

Chronic

Sub-acute

Episodic
Social/Environmental
Inactive

Personal Hx

4. In Provider Text, type any additional instructions.

Note: You can briefly rest your mouse pointer over some of the

fields to view instructions for that field.

5. In Severity, select one of the following from the drop-down menu:

Fatal

Life threatening severity
Mild

Mild to Moderate
Moderate

Moderate to Severe

Severe

6. In Clinical Course, click the Ellipsis button. The Select Clinical Courses dialog
opens.

7. Select one or more of applicable check boxes:
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10.

I Acute fulminating ™ Acute-on-chronic [ Brittle course ™ chronie [ Cheonic active

™ chronic persistent I™ Continual M cyelic ™ Fluctuating ™ Gradual onset
I™ Intermittent I™ Paroxysmal F Recurrent ™ Recurrent acute ™ Relapsing course

I™ Remitting I Short duration ™ Subacute ™ Subacute onset ™ Sudden onset AND/OR short duration

s || come |

I Transitory

Figure 3-40: Select Clinical Courses dialog

In Date of Onset, the date auto-fills from RPMS. Click the Ellipsis button to
change the date by selecting a new date from the calendar, if needed.

In Comments, type a comment in the field.

Click Save in the top-right portion of the Reconcile RPMS Problem dialog. Your
changes are saved and the Reconciled Problems pane shows an RPMS Changed
status in the Action column.

3.3.8 Using the Get SCT Button
The Get SCT button takes the ICD code from a historical entry that is not
SNOMED CT coded (indicated by an asterisk in the Problem Name column of the
RPMS pane), launches to Apelon, and displays a list of SNOMED CT codes that are
mapped to that ICD.
Note: The Get SCT button is only active when a Problem line
item does not have a SNOMED CT code assigned yet.
To add a SNOMED CT code to a problem, follow these steps:
1. From the Reconcile RPMS Problem dialog, click the Get SCT button. The ICD 9
to SNOMED CT Lookup dialog opens.
x
Search Date:
ICD 3value:  [VIE6 Find.
e | SNOMED Cancept ™ [icos’ |
Subast ® Family history of chronic myeloid leukemia V166
" Descrigtion | Relionship 108
Family history of cancer Parent (IsA) V163
__ Family istory of mastoiditis Child Vige
i FH: Tuberculosis Child Vigs
Select Corcel |,
Figure 3-41: ICD 9 to SNOMED CT Lookup dialog
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2. The Search Date field automatically defaults to the current date. Click the drop-
down arrow to open the calendar where a new date can be selected.

3. The ICD 9 Value field is automatically populated with the ICD code from the
RPMS Problem selected when the Get SCT button is clicked. You can change this
by typing in a new code.

4. Click the Find button. The list of SNOMED CT terms is populated.

5. Select and highlight a SNOMED CT concept term, and then click the Select
button. The SNOMED CT code is saved to the entry and the asterisk on the
Problem in the RPMS pane is cleared.

3.3.9  Using the Pick List Button
When adding CCDA problems or adding problems from the reconciled problems
pane, the Pick List button on the Add CCDA Problem or the Add Problem dialog can
be used to narrow the results of a SNOMED CT search.
Add CCDA Problem ]
- promy [ 5 ] - u _sae || o
[ | s rouel
C C ) g C) C)
|
]
s |
# Marrative Date Author
| This problem was raconciled from CCDA 08/27/2013 submitted by Dr Henry Seven, 11/01/2013 USER,DEMO
Figure 3-42: Add CCDA Problem dialog with Pick List Button
Add Problem
soucy. s |
_ ] cecr| pesim|
Figure 3-43: Add Problem dialog with Pick List Problem
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The Pick List button opens the Pick List dialog where the user can choose
SNOMED CT descriptions by defined lists. Pick list entries may include associated
qualifiers.

1. Click the Pick List button. The Picklist Selection dialog opens.

PickList Selection
Manage Pick Lists I
PickList SHOMEDCT Desc
ABNORMAL FINDINGS _ _ -
CASE MAMAGEMENT [ Acute HIV infection =
CQM PROBLEMS _ _ _
DLABETIC RETINORATHY | [ Acute infarction of papillary muscle
EYE GEMERAL
IMMUNIZATIONS [T Advanced open-angle glaucoma
NIST PROBLEMS =
HUTRITION ™ Alcoholism
[T Aortic valve disorder
[T Atrial fibrillation and futter
[T Benign hypertension —
[T )0 - low back pain
[T Carcinoma of prostate
[T Chronic major depressive disorder, single episode
[T Cystic fibrosis
[T Dpental caries associated with enamel hypomineralization
[T Diabetes mellitus, juvenile type, with hyperosmolar coma
[T miabetic renal disease
[T Diabetic retinopathy
[T Estrogen receptor positive tumaor
[T Failed attempted abortion complicated by embolism =
A | LI—I
Acute HIV infection Cancel | save |

v

Figure 3-44: Picklist Selection dialog

Note: The Manage Pick Lists button is currently disabled. |

2. The Picklist column, select one or more pick lists. The SNOMED CT Description
column refreshes with the pick list you selected.

Note: Both the pick lists and their items are in alphabetical order.

3. Click Save. The Pick List disables any problem that is a duplicate and already on
the patient's problem list.
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3.3.10 Adverse Reactions Tab

Adverse reactions or allergies may be reconciled by a nurse, pharmacist, provider, or
case manager at triage, at time of provider appointment, at pharmacy medication
pickup or pharmacy medication management visit, or at PHN or case manager visit.

Adverse reactions are reviewed and reconciled from externally received CCDA
documents, paper copies of clinical summaries, patient history, and so on.

An example of the Adverse Reactions tab and corresponding Clinical Document and
Reconciled panes is shown in Figure 3-45.

Reactants that have a match by RxNorm (primary search, secondary search for exact
text) on incoming lists are shown highlighted in green. To de-select any of the
highlighted reactants, press Ctrl and click.

Note: Matching occurs on the first word of a multiple-word name.
For example, with potassium sulfate, it tries to match

MW CIR Tool - Jones,Myra II=] 3
Restore PATIENT - Accept All Cancel
~ Generated by CCDA
Select Source Respansible Party Encounter Date Created Class  Reconciled
= 00 A 222013 27/2013)
r External Organization External Responsible Party From November 19, 2013 9/5/2013 A[LLZ7/2013) ; P{ 13) ; M(
_ Local Community Hespital Dr Henry Seven From August 13, 2012 B/27/2013 1:21:32 PM___CCDA ___ A(12/2/2013) : P(11/18/2013) ; M(1
7 PAPER DOCUMENT USER,DEMO From December 09, 2013 12/9/2013 9:15:03 AM A[12/9/2013)
r PATIENT USER.DEMO From December 02, 2013 12/2/2013 6:51:26 PM A[12/2/2013)
r LEGAL GUARDIAN USER,DEMO From December 02, 2013 12/2/2013 7:12:16 PM M{12/2/2013)
_ SPOUSE From December 01, 2013 12/1/2013 6:34:04 PM A[12/1/2013) ; M[12/1/2013)
LEGAL GUARDIAN From November 27, 2013 11/37/2013 12:03:28 PM A[L127/2013) ; P{11/27/2013) ; M(
= PATIENT From November 27, 2013 _11/27/2013 12:03:43 PM M(11/27/2013 =
| problems  Adverse Reactions | Medications
| RPMS. Clinical Document
| |causative AgentEvent [symptoms  |status JastDate | ausative AglEvent [symptom |status [source  |Last Date
| tosaRTAN DRUG ALLERGY URTICARIA,  ACTIVE 10/1%/2013 fl LOSARTAN  Drug allergy  DROWSY,  ACTIVE Indian Health 9/25/2013
416058002 ITCHING OF EYE + (disorder) ANIETY Service CCD
ASPIRIN DRUG ALLERGY  ANXIETY, ACTIVE 10/15/2013
+ | RELATED 416058002 TTCHING OF EYE,
|| MEDICATIONS HYPOTENSION
BROMPHENIRAMI DRUG ALLERGY | GOUT, TNACTIVE 12/9/2013
— -
~ Reconciled Adverse Reactions
Add Allergy IMuptMumRumu I'BI Cancel I
|ASPIRIN RELATED MEDICATIONS DRUG ALLERGY 416098002 AMKIETY, ITCHING OF EYE, HYPOTENSION _ RPMS: Reviewed, No Action |
[BROMPHENIRAMINE/ CODEINE/ DRUG ALLERGY 416098002 GOUT, GLAUCOMA RPMS: Reviewed, No Action
PHENYLPROPANOLAMINE
CHEESE DRUG ALLERGY 416058002 DROWSY, MAUSEA AND VOMITING, DIARRHEA RPMS: Reviewed, No Action
lcoDEINE DRUG ALLERGY 416098002 HYPOTENSION RPMS: Reviewsd, No Action
|Grass PoLLEN DRUG ALLERGY 416098002 RASH RPMS: Reviewed, No Action
HAY DUST DRUG ALLERGY 416098002 HYPOTENSION RPMS: Rleviewed, No Action
LOSARTAN DRUG ALLERGY 416058002 URTICARIA, ITCHING OF EYE RPMS: Reviewed, No Action
MILKINOL LIQUID DRUG ALLERGY 416088002 RASH, NASAL MUCDSA DRY RPMS: Reviewed, No Action =1
Figure 3-45: CIR Tool Adverse Reactions Tab Main Window
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3.3.10.1 RPMS Pane

3.3.10.1.1

Columns

When the Adverse Reactions tab is clicked, the RPMS pane shows the following
columns:

3.3.10.1.2

Causative Agent: Medication or substance which causes the adverse
reaction/allergy.

Event: Name and SNOMED CT code of adverse reaction.

Symptoms: Description of symptoms and date and time of symptom(s) onset.
Status: Whether the adverse reaction is active, inactive, and so on.

Last Date: Date of last modification or the date entered.

Right-Click Menu

Note: The right-click menu only appears and applies if a CCDA
Class item is selected in the Generated by CCDA pane.

The right-click menu of the Adverse Reactions tab RPMS pane contains the following
commands:

Change

RPM5; Reviewed, Mo Action

Entered in Error

Inactivate » Mo Longer Allergic
View Details Reaction is Tolerable

Figure 3-46: Adverse Reaction RPMS Right-Click Menu

Change: The pre-populated Edit Adverse Reaction dialog opens. Change the
applicable fields, as needed.
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1.

.‘ Edit Adverse Reaction

Causative Agent:

IS I=] B3

IASF’]RII".I RELATED MEDICATIONS

[= 1 matches found.
= wa& Allergies Filz
ASPIRIN RELATED MEDICATIONS
MNational Drug File - Generic Drug Mame
Mational Drug file - Trade Name
Local Drug File
Drug Ingradients Fila

DRY MOUTH =< |

MASAL MUCOSA DRY

RA5H

A FIB-FLUTTER  <ATRIAL FIBRILLS
ABDOMINAL BLOATING

Mature of Reaction: Iﬂullerv::nr ;I
Event Code: | DRUG ALLEREY Rl
Source of Information: I PATIENT ;I
— Signs/Symptoms

Available Selectad

ANXIETY ﬂ ANXIETY

ITCHIMG OF EYE ITCHING OF EYE

HYPOTENSION HYPOTEMSION

DROWSY NASAL MUCOSA DRY

MAUSEA AND VOMITIMNG

DIARRHEA

URTICARIA

ABDOMINAL CRAMPS -
A CEATRIAD TS MBMEN DT
ik I LIJ
Source:

[~ Imprecise Date Date/Time:

PATIENT

11/01/2013 10:09

5]
2]

Comments:

CK |

Cancel |

Figure 3-47: Edit Adverse Reaction dialog

The Causative Agent field auto-populates with your selection from the RPMS
pane. If needed, type a different causative agent in the field and then click the
Ellipsis button. The list updates with your search results.

In the Nature of Reaction field, select one of the following from the drop-down
menu:

Allergy
Pharmacological

Unknown
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3. Inthe Event Code field, select one of the following from the drop-down menu:
e Allergy to Substance
e Drug Allergy
e Drug Intolerance
e Food Allergy
e Food Intolerance
e Propensity to Adverse Reactions
e Propensity to Adverse Reactions to Drug
e Propensity to Adverse Reactions to Food
e Propensity to Adverse Reactions to Substance

4. In the Source of Information field, select one of the following from the drop-down
menu:
e Patient
e Spouse
e Family
e Friend
e Other Source
e Chart Review
e Medical Provider
e External Source
e Other Medical Provider

5. In the Signs/Symptoms section, in the Available field, select one or more
applicable symptoms. As you click, they are moved to the Selected field.
Note: You can click the Move ("==') arrows to remove all of the

selected symptoms.

6. In the Source (of Signs/Symptoms) field, select one of the drop-down menu
options, as listed in Step 4.

7. In Date/Time, the default is the current date and time. Click the Ellipsis button to
open the Select Date/Time dialog. Do any of the following:
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& Sclect Date/Time

4  December, 2013 F Today

0 (00 al|| ————
Su Mo Tu We Th Fr Sa 1 01 oK
e e e e 2 02
24 25 26 2 28 29 30 3 03
1 2 3 4 5 & 7 4 .04 Cancel
g 5 :05

6 | :06 |

7 :07

3 Hik

9 09

10 110

11 ﬂ:ll j

Nuwl Midnight |

Figure 3-48: Select Date/Time dialog

e Select the applicable date and time from the calendar and time sliding scales
and then click OK.

e Click the Today button to automatically input the current date, and then click
OK.

e Click the Now button to automatically input the current date and time, and
then click OK.

e Click the Midnight button to reset the time sliding scale, select a new
date/time, and then click OK.

8. Select the Imprecise Date dialog, if the exact time is not known.
9. Click OK. The Adverse Reaction is updated with your changes in the Reconciled

Adverse Reactions pane and shows RPMS: Changed, No Action in the Action
column.

Note: If any of the required fields are not populated when OK is
clicked, a warning message appears to complete the
applicable field.

e RPMS: Reviewed, No Action: The Adverse Reaction shows as RPMS
Reviewed, No Action in the Reconciled Problems pane, Action column.

e Entered in Error: The Entered in Error dialog opens.
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Entered in Error

[FLOSARTAM was Entered in Emor, pleaze

provide a comment

Cancel

I acoidental duplicate entry|

Figure 3-49: Allergy Entered in Error dialog
10. In the field, type a reason for the error.

11. Click OK. The Reconciled Adverse Reactions pane is updated with an RPMS:
Entered in Error status in the Action column for the allergy.
¢ Inactivate: Contains the following sub-selections:
— No Longer Allergic: Patient is no longer allergic.
— Reaction is Tolerable: Patient's reaction is tolerable.

Note: If an inactive Adverse Reaction is selected, the Inactivate
command changes to Reactivate.

e View Details: The View Allergy Details dialog opens. Any highlighted items
from the main screen containing RPMS Pane and CCDA data display in a
side-by side comparison when this menu option is selected. The View Allergy
Details dialog also has a right-click menu of the following options, as shown
in Figure 3-50. Refer to the applicable sections in this Help for details.
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& view llergy Details M= &
Patient: Jones,Myra | HR®: 123654
RPMS Chinical Document
[causative Agent [Details [Causative Agent Lails
[CODEINE Causakive Agent: CODEINE |« |Codeine Causative Agent: Codeine
Ewent: DRUG ALLERGY Peaction: Shortness of Breath
16098002 5tatus: Active
Signs/ Symptams: HYPOTENSION Severity: Moderate
Drug Classes: OPIOID Drug Code: 2670
Change CODEINE: Rattorm ad Mnin Cnde Swetern Name: ‘l}!;{:l'ﬂma
; : A 195114
::::;: :v::‘:rm * * yseemo e o 1.113883.6.95
i 1. .
e = Sep 20, CCDA: Do not add, ot dinically significant [, SNOMED CT
Effective Time: 09/12{2012
erified: Yes Date: Oct 14, Source: Dr Henry Seven
2013@12:09:52 Penicillin G benzathine Causative Agent: Penicillin G
verified By: USER,DEMO benzathine
Observed/Historical: Historical eaction: Hives
Source: Local Community < patues: Inactive
Hospital 5 everity: Moderate to severe
Inactivation Date: OCT 22, Drug Code: 7982
2013@15:36:59 Drug Code System Name: RxNorm
Inactivation Reason: REACTION 15 — Code: 419511003
[TOLERABLE Code System:
Inactatd By: USER,DEMO 2.16.840.1.113883.6.96
Last Modified: OCT 22, Code Systern Name: SNOMED CT
|2013@15:37 by USER,DEMO Effective Time: 09/12/2012
[PENICILLIN G BENZATHINE Causative Agent: PENICILLIN G Source: Dr Henry Seven
BENZATHINE
Event: DRUG ALLERGY
416098002
Signs/ Symptams: HYPOTENSION,
DROWSY, DIARRHEA
Drug Classes: PENICILLIN-G
RELATED PENICILLINS
Ingredients: PENICILLIN;
RcNorm: 70618
Originated: USER,DEMO
Originated Date: Sep 15,
2013@13:29:31
Verified: Yes Date: Oct 14,
2013@14:08:18

_ o]
Figure 3-50: View Allergy Details dialog

3.3.10.2 Clinical Document Pane

3.3.10.2.1

Columns

The Clinical Document pane shows the following columns, indicating Adverse
Reactions data:

3.3.10.2.2

Causative Agent: The cause of the adverse reaction.
Event: Name of the adverse reaction event.

Symptom: Description of symptoms.

Status: Whether Active, Inactive, and so on.

Source: Clinician who entered the adverse reaction.
Last Date: Date of last modification or the date entered.
Right-Click Menu

Note: The right-click menu only appears and applies if a CCDA
Class item is selected in the Generated by CCDA pane.

User Manual

New Components

September 2014

52



Electronic Health Record (EHR) Version 1.1 Patch 13

The right-click menu of the Adverse Reactions tab Clinical Document pane contains
the following commands:

Clinical Document

|5'g' mphtom I'Status ISuurce Last C
E—Ln.-n..n.-..- ~E ArTTLIC T nf4n 2

[ Add

CCDA: Do not add, redundant
—  CCDA: Do not add, not dinically significant
View Details

-

Figure 3-51: Adverse Reaction Clinical Document Right-Click Menu

Add: The Create Adverse Reaction dialog opens. Refer to the Adding Adverse
Reactions topic for details.

Note: If Add is selected and an entry already exists, a warning
message appears. Select another Adverse Reaction. The
system will not allow you to add a duplicate allergen.

CCDA: Do not add, redundant: The allergy shows as RPMS Reviewed, No
Action, CCDA Do Not Add, Redundant in the Reconciled Adverse Reactions
pane, Action column.

CCDA: Do not add, not clinically significant: The allergy shows as RPMS
Reviewed, No Action, CCDA Do Not Add, Not Clinically Significant in the
Reconciled Adverse Reactions pane, Action column.

View Details: The View Allergy Details dialog opens.

3.3.10.3 Reconciled Adverse Reactions Pane

3.3.10.3.1

Columns

The Reconciled Adverse Reactions pane shows the following columns, indicating
Adverse Reaction reconciliation data:

Causative Agent: Name of allergen, whether a drug name, food, or substance.

Event: Shows the SNOMED CT code for the adverse reaction. For example, Drug
Allergy 416098002.

Symptoms: The patient's symptoms when exposed to the allergen.

Action: What reconciliation action was taken, for example, RPMS: Changed, or
CCDA: Add.

Note: There are no right-click menu options in the Reconcile
pane.
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3.3.10.3.2

Buttons

The Reconciled Adverse Reactions pane contains the following buttons:

Add Allergy Button: The Create Adverse Reaction dialog opens. Refer to the
Adding Adverse Reactions topic for details.

Accept Adverse Reactions Button: The Review/Sign Changes for Patient Name
dialog opens.

The items in the CIR Adverse Reaction Reconciliation list in the dialog are pre-
selected by default. Clear any items you don' t want to include for signature.

In the Electronic Signature Code field, type your code, and then click Sign. Your
signature is applied to the selected items.

Review/Sign Changes for Jones,Myra

Signature will be applied to checked itemz

CIR Adverze Reaction Reconciliation -
ASPIRIN RELATED MEDICATIONS: RPMS: Reviewed, Mo Action
BROMPHEMIRARIME /CODEIME /PHENYLPROPANOLAMIME: RPI
CODEIME: RPMS: Reviewed, Mo Action

Hay DUST: RPMS: Reviewed, Mo Action

LOSARTAMN: RPMS: Reviewed, Mo Action

MOM-I0DIEED SALT: RPMS: Reviewed, Mo Action

FEMICILLIM G BEMZATHIME: RPMS: Reviewed, Mo Action j

LIAYEATNAS

hY

Electronic Signature Code:

Ixxxxxxx)i

If proceszsing Sureschipts, signature

will be applied after action zelected. Sign I Cancel |

Figure 3-52: Review/Sign Changes for Patient Name dialog

If there are issues with any of the adverse reaction entries, the Order Checking -
Source: IHS dialog may open instead. For Adverse Reactions, this is an
informational dialog and may not require action from the user.
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‘ Order Checking - Source: IHS [_ O]

Duplicate drug class order; BETA BLOCKERS/RELATED {Qutside Med -
CARVEDILOL TAB 3.125 Quantity: 0 Days: 0 Refills: 0 *Chronic Med: NO T |
Dispense as Written: MO [ACTIVE])"

Duplicate order; Qutside Med ACETAMINOPHEN DROPS SOLM

Duplicate order: Change LEVETIRACETAM TAE 500 TAKE 2 (TwWO)
TABLETS EVERY DAY THC SEIZURES - MCD [PEMDING]"

Duplicate drug class order: ANTI-INFLAMMATORIES

Duplicate drug class order: ANTI-INFLAMMATORIES

Duplicate order; Change ACETAMINOPHEMN DROPS SOLN

Duplicate drug class order: BRONCHODILATQORS

Duplicate order: Qutside Med ALBUTEROL INHALANT 90 Quantity: 0 Days: ;I

LT T o | P T ) IR [P Y P YU [P S P T o W e o AT L B

0K | Cancel |
o

Figure 3-53: Order Checking — Source: IHS dialog when Accepting Adverse Reactions

3. Review the data, and then click OK. The Order Checking - Source: IHS dialog
closes and the Review/Sign Changes for Patient Name opens.

4. Repeat Steps 1 and 2.

e Cancel Button: Cancels the action.

3.3.11 Adding Adverse Reactions

From the Clinical Document right-click menu, if the Add option is selected or when
the Add Allergy button is clicked from the Reconciled Adverse Reactions pane, the
Create Adverse Reaction dialog opens.

Note: If the Add Allergy button is used, the Create Adverse
Reaction dialog is not pre-filled. If the Clinical Document
right-click Add is used, the Create Adverse reaction dialog
opens pre-filled with some allergy data.
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The steps that follow show how to complete the Create Adverse Reaction dialog:

& Create Adverse Reaction =]

Causative Agent:

I Aspirin

=) 211 maftches found.
[= va allergies Filz

ASPIRIN RELATED MEDICATIONS
ASPIRIM RELATED MEDICATIONS <ASPIRIN=

GMRD(120.827"D"")
GMRD(120.827"D")

[=] Mational Drug File - Generic Drug Hame
ASPIRIN/ CAFFEINE/PROPOXYPHENH

4]

Mature of Feaction:

=

I Alleray

I4_I4_I4_ILI;

IMIECTIOM SITE PAIN

IMSOMNIA

INSUFFICIENT RESPONSE
INTRAUTERIME FETAL DEATH
IRRITATICOMN OF PENIS

ITCHING <PRURITUS >

ITCHING OF THROAT <THROA 1
ITCHING PURPURA

JERKING <5PASMODIC MOVEMENT =
JOINT SWELLING

KIDNEY DISEASE =
FTMMEY STORMFES
4| | Y

| Imprecise Date

«|

Event Code: I DRUG INTOLERAMNCE
source of Information: I PATIENT
— Signs/Symptoms
Available Selectad
IMCREASED WEBC {LEUKGCT"I'OSISEA MAUSEA AMND VOMITING
IMHIEITED QRGASHM JOINT SWELLING

Source:

PATIENT

-~

DatefTime: [ 2012013 17:17

2]

Comments:

Allergy reconciled from CCDA frem: Dr Henry Seven received on 9/12/2012

0K | Cancel |

Figure 3-54: Completed Create Adverse Reaction dialog

The Causative Agent field is either blank if being added from the Reconciled

Adverse Reactions pane, or auto-populates with your selection from the Clinical
Document pane. If blank, type an allergen in the field, and then click the Ellipsis
button. Any matches show in the field below. Select one.

In the Nature of Reaction field, select one of the following from the drop-down
menu:

Allergy (default)
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Pharmacological

Unknown

3. Inthe Event Code field, select one of the following from the drop-down menu:

Allergy to Substance

Drug Allergy

Drug Intolerance

Food Allergy

Food Intolerance

Propensity to Adverse Reactions

Propensity to Adverse Reactions to Drug
Propensity to Adverse Reactions to Food
Propensity to Adverse Reactions to Substance

4. In the Source of Information field, select one of the following from the drop-down
menu:

Patient

Spouse

Family

Friend

Other Source

Chart Review

Medical Provider
External Source

Other Medical Provider

In the Signs/Symptoms section, in the Available field, select one or more
applicable symptoms. As you click, they are moved to the Selected field.

Note: You can click the Move arrows to remove all of the
selected symptoms.

In the Source (of Signs/Symptoms) field, select one of the drop-down menu
options, as listed in Step 4.

7. In Date/Time, type a date and time, or click the Ellipsis button to open the Select
Date/Time dialog. Do any of the following:
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& Select Date/Time x|
4  Oclober, 2013 b fe:0} 0K
0 & |00 -
Su Mo Tu We Th Fr Sa 1 01 Cancel
2930 1 2 3 = L1 % ng
e - ki 5 .
-'5 1.': 8 9 10 11 12 4 m
13 14 15 16 s 05
6 06
7 07
8 08
9 09
10 :10
TR | TR
Nﬂwl Midnight |

Figure 3-55: Select Date/Time dialog

e Select the applicable date and time from the calendar and time sliding scales
and click OK.

e Click the Now button from the Select Date/Time dialog to automatically input
the current date and time, and then click OK.

e Click the Midnight button to reset the time sliding scale, select a new
date/time, and then click OK.

8. Select the Imprecise Date dialog, if the exact time is not known.

9. The Comments auto-populates with a canned comment if the Clinical Document
right-click menu, Add option is selected. Type a new comment, if needed.

10. Click OK. The Adverse Reaction is updated with your changes in the Reconciled
Adverse Reactions pane, indicated by CCDA: Add in the Action column.

Note: If any of the required fields are not populated when OK is
clicked, a warning message appears to complete the
applicable field.

3.3.12 Medications Tab

CIR enables the reconciliation of a patient's medication orders to all of the
medications the patient has been taking to avoid medication errors such as omissions,
duplications, dosing errors, or drug interactions.

A reconciliation should be performed at every transition of care in which new
medications are ordered or existing orders are rewritten. The reconciliation may be
done at triage, at time of provider appointment, pharmacy medication pickup or
pharmacy medication management visit, or PHN or case manager visit.
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An example of the Medications tab and corresponding Clinical Document and
Reconciled Medications panes is shown in Figure 3-56.

IZIR Tool - Jones Myra

Restore FATIENT = Cancel
~ Generated by CCDA
Gelact SOURCE Responsible Party Encounter Date Created Class  Reconciled
| i Indian Health Service CCD Generator Indian Health Service CCD Generator  From September 25, 2013 10/9/2013 9:34:00 AM  CCDA  A[12/2/2013) ; P{11/27/2013) ; M(1 =
[+ External Organization External Responsible Party A11/27/2013) ; P(11/27/2013) ; M(

From Movember 19, 2013 9/5/2013 8:36:11 AM PDF

3.3.12.1

= Loeal Community Haspital D Henry Seven | From August 13, 2012 | 8/27/ 32 PM A{12/2/2013) ; P(11/18/2013) ; M{1
r PAPER DOCUMENT USER,DEMO From December 09, 2013 12/9/2013 9:15:03 AM A12/9/2013)
v PATIENT USER,DEMO From December 02, 2013 12/2/2013 6:51:26 PM A{12/2/2013)
r LEGAL GUARDIAN USER,DEMQ From December 02, 2013 12/2/2013 7:12:16 PH M{12/2/2013)
r SPOUSE From December 01, 2013 12/1/2013 £:34:04 P A[12/3/2013) ; M(12/3/2013)
r LEGAL GUARDIAN From Movember 27, 2013 11/27/2013 12:03:28 PM A{11/27/2013) ; P(11/27/2013) ; M(
r PATIENT From November 27, 2013 | 11/27/2013 12:03:43 PM M{11/27/2013)
_ PATIENT From Movember 27, 2013 11/27/2013 12:03:43 PM M{11/37/2013)
r BAG OF PILLS From Muvember 27, 2013 11/27/2013 12:03:43 PM M{11/27/2013)
LEGAL GUARDIAN From Movember 27, 2013 11/27/2013 12:03:43 PM M{11/27/2013)
r BAG OF PILLS From November 27, 2013 11/27/2013 12:05:31 PM A{11/27/2013) ; P(11/27/2013) ; M[
[ SPOUSE From November 25, 2013 11/25/2013 8:50:14 AM A11/25/2013) ; P(11f25/2013) ; M( =

r Problems Adverse Reactions  Medications

| RPMS Clinical Document

| [rvpejedication |pescription [status  Juastpate | || |medication  [oescription  [status [source JLast pate

_|W AcesuTOLOL 200MG MOUTH ACTIVE 11/4/2013 ﬂ [ALBUTEROL 0,03 0.0% MG/ACTUAT ACTIVE DRHENRY /62012
1000 o MgiacTuAT ™ | INHALANT SEVEN

NV ALBUTEROL INHALANT 1 PUFF ACTIVE 10/25/2013 INHALANT SOLUTION, 2
INHALATION o PUFFS ONCE
- FOUR TIMES A =

Day

4 Reconcled Medications

ication tus Jaction |
ACEBUTOLOL 200MG MOUTH 1000 ACTIVE RPMS: Reviewed, No Adtion |
ALBUTEROL INHALANT 1 PUFF INHALATION FOUR TIMES A DAY ACTIVE RPMS: Mo Action o
|ALEUTEROL SULFATE 2MG/SML SYRUP DRINK 1 ML (0.4MG) MOUTH TWICE A DAY TO  PENDING RPMS: Reviewed, No Action
HELP BREATHING
ARIPIPRAZOLE 30MG TAB 1 TABLET MOUTH TWICE A DAY ACTIVE

RPMS: Reviewed, No Action -

Figure 3-56: Medications Tab and Corresponding Panes

RPMS Pane

Medications that have a match by first word of medication (by RxNorm primary
search, or NDC if no RxNorm match in EHR list) are shown highlighted in green and
may be reconciled using the Change option in the right-click menu.

| Note: To de-select matching events, press Ctrl and click. |

The RPMS pane contains the following functionality:

3.3.12.1.1 Columns

When the Medications Tab is clicked, the RPMS pane shows the following columns:
e Type: Outpatient (OP), or Non-VA (NV).

e Medication: Medication name, strength, formula, class. Medications are sorted
alphabetically, then by issued or last fill date.

e Description: Dosing information.
e Status: Whether the medication is Active, Pending, Hold, or Expired.
e Last Date: Date of last modification or the date entered.
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3.3.12.1.2

Right-Click Menu

Note: The right-click menu only appears and applies if a CCDA
Class item is selected in the Generated by CCDA pane.

The right-click menu of the Medications tab RPMS pane contains the following
commands:

RPMS
’]escripﬁun |5I:a|:u5 |Last
SOLM,0RAL 30MG (0.8ML) ACTIVE 10/1
Mﬂlm I 4nmn
SOLN,ORAL DRINK ~ Change 4

(1.6ML  Discontinue
MOUTE  Reviewed, Mo Acticn
8 HoU

PAIN C
FEVER View Details

Fenew

Figure 3-57: Medications RPMS Right-Click Menu

Change: The pre-populated Edit Medication dialog opens. Complete your changes
and then click Accept Order. Refer to the Medications Online Help for details on
completing this dialog.

Discontinue: The Discontinue Order dialog opens. Refer to the Discontinuing
Medication Orders topic for instructions on completing this dialog.

Reviewed, No Action: The Medication shows as RPMS Reviewed, No Action in
the Reconciled Medications pane, Action column.

Renew: The Order Checking - Source: Veterans Health Administration dialog
opens, showing the applicable medications.

Click Accept Order. The Renew Order dialog opens. Refer to the Renewing
Medication Orders topic for details.

Click Cancel Order. The order is cancelled.

Note: If the order cannot be renewed, an Unable to Renew Order
warning message opens. Click OK.

View Details: The View Medication Details dialog opens. Any highlighted items
from the main screen containing RPMS Pane and CCDA data display in a side-by
side comparison when this menu option is selected. The View Medication Details
dialog also has a right-click menu of the following options, as shown in Figure
3-58. Refer to the applicable sections in this Help for details.
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& View Medication Details =] E3
Patient: Jomes,Myra | HR#: 123654
RPMS Clinical Document
[Medication ils [Medication etails
ALBUTERQL TNHALANT [ALBUTEROL INHALANT ALBUTERGL 0.0% MG/ACTUAT INHALANT SOLLI [Medication: ALBUTEROL 0.0 MG/ACTUAT
INHALANT SOLUTION
Schedule: FOUR TIMES A DAY Sig: 0,09 MG/ACTUAT
50 1 PUFF INHALATION FOUR TIMES A DAY - NT SOLUTION, 2 PUFFS ONCE
Othar Instructions: 1 PUFF INHALATION FOUR TIMES A DAY Add Qutside [ AC
Add OP 573
Suantity: KA scconti : DR HENRY SEVEN
2 ¥ Do Mot Add, Discontinued
Refills Remainin RESPIRATORY
T Change Do Not Add, Redundant TION) .

Statug: ac  Discontinue Lt Filad:
Order #2655 Reviewed, No Adtion Start Date:

ALBUTER T [ALBUTEROL TNHA ’ Stop Date:

BUTEROL TNHALAN L Renew

Schedule: FOUR TIMES A DAY
[ Seg= 1 PUFF INHALATION FOUR TIMES & DAY
[Other Instructions: 1 PUFF INHALATION FGUR TIMES A DAY
[Quantity: /A
Fiefills Remsining: N/A
Status: ACTIVE
order #2652

_ o | o

Figure 3-58: View Medication Details dialog

3.3.12.2 Clinical Document Pane

3.3.12.2.1

Columns

The Clinical Document pane shows the following columns, indicating Medication
data:

3.3.12.2.2

Medication: Medication name

Description: Dosage information

Status: Whether the medication is Active, Pending, Hold, or Expired
Source: Clinician who prescribed the medication

Last Date: Date of last modification or the date entered
Right-Click Menu

Note: The right-click menu only appears and applies if a CCDA
Class item is selected in the Generated by CCDA pane.

Clinical Document

I'_-‘,tatus |50urc-e |La5
18T ACTIVF NE HFNEY SFUFN RIE
Add Qutside
Add OP

Do Mot Add, Discontinued
Da Mot Add, Redundant
View Details

Figure 3-59: Medications Clinical Document Right-Click Menu
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e Add Outside: The Add Non-VA Medication dialog opens. Refer to the Adding
Non-VA Medications topic for details.

e Add OP: The Add Outpatient Medication dialog opens. Refer to the Adding
Outpatient Medications topic for details.

e Do Not Add, Discontinued: Medication has been discontinued and should not be
added. The medication shows as RPMS Reviewed, No Action, CCDA Do Not
Add, Discontinued in the Reconciled Medications pane, Action column.

e Do Not Add, Redundant: Medication is a duplicate and should not be added. The
medication shows as RPMS Reviewed, No Action, CCDA: Do Not ADD,
Redundant in the Reconciled Medications pane, Action column.

e View Details: The View Medication Details dialog opens.

3.3.12.3 Reconciled Medications Pane

3.3.12.3.1 Columns

The Reconciled Medications pane shows the following columns, indicating
Medication reconciliation data:

e Medication: Medication name, strength, formula, class.
e Description: Dosing information.
e Status: Whether active, expired, and so on.

e Action: Indicates whether the medication was reviewed, and what action (or No
Action) was taken.

Note: There is no right-click menu in the Generated by CCDA
pane.

3.3.12.3.2 Buttons
The Reconciled Medications pane contains the following buttons:

Add Outside Medication: The Add Non-VA Medication dialog opens. Refer to the
Adding Non-VA Medications topic for details.

Accept OP Medication: The Add Outpatient Medication dialog opens. Refer to the
Adding Outpatient Medications topic for details.

Accept Meds: The Review/Sign Changes for Patient Name dialog opens.

1. The items in the CIR Reconciled Medications list in the dialog are pre-selected by
default. Clear any items you don' t want to include for signature.

Note: You may see other items, for example Adverse Reactions
or other unsigned orders (as shown in Figure 3-60), in the
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Review/Sign Changes dialog if they were not signed
previously.

2. Inthe Electronic Signature Code field, type your code, and then click Sign. Your
signature is applied to the selected items.

Review,/Sign Changes For S e e

Signature will be applied to checked items

CIR Reconciled Medications

ACETAMINOPHEM *W/CODEIME 30MG TAB™: RPMS: Reviewead, Mo
ALBUTEROL INHALAMNT: RPMS: Reviewed, Nao Action
ARIFIPRAZOLE TAB: RPMS: Reviewed, Ma Action

ASPIRIM TAB CHEW/ABLE: RPMS: Reviewed, Ha Action
CHLORDIAZEPOXIDE CAP,ORAL: RPMS: Reviewed, Ma Actian
HYDROHYZIME TAB: RPMS: Reviewed, Mo Action

IMSULIM GLARGIME [MJ: BPS: Reviewed, Mo Action

IMSULIM GLARGIME [MJ: BPS: Reviewed, Mo Action

LORALEPAM 1MG TABE™: RPMS: Reviewed, Wo Action

LORAZLEPAM TAB: RPMMS: Reviewed, Mo Action

LORAZEPAM TAB: RPMMS: Reviewed, Mo Action

POTASSIUM CHLORIDE TAB: RPMS: Reviewsad, Ha Action
SIMVASTATIM TAE: RPMS: Reviewed, Mo Action

TEST COMPOUMD TAE: RPMS: Reviewed, Mo Action

WARFARIMN BMG TAB™ RPMS: Reviewsd, Mo Action

Orderz - Other Unsigned

ALPRAZOLAKM TAB 0.25 MCD Quantity: B0 Daps: 30 Refillz: 0 *Chronic

5[5

Electronic Signature Code:

Ixxxxxxxxmi

|f proceszsing Sureschiptz, signature

will be applied after action selected. Sign I T |

Figure 3-60: Review/Sign Changes for Patient Name dialog

If there are issues with any of the medication entries, for example, duplicate
orders, the Order Checking - Source dialog may open instead. For high alerts on
medications, this may require action from the user.
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Order Checking - Source: ¥eterans Health Administration

[ TETRACYCLINE CaP ORAL 250 Quantity: 20 Days: 30 Refillz: 0 *Chronic Med: NO Dispense az
wintten: MO Indication: Asthma attack Bad coughing *UNSIGHED*
@ Frevious adverze reaction to: TETRACYCLIMES [LOCALLANTIBACTERIALS, TOPICAL
OPHTHALMIC [LOCAL)ANTIACME AGEMNTS, TORICAL [LOCAL)

Cancel Selected Orderz] |

Enter justification for averiding critical order checks:

Continue |

Figure 3-61: Order Checking — Source dialog when Accepting Medications

3. Review the data, and then click OK. The Order Checking - Source: IHS dialog
closes and the Review/Sign Changes for Patient Name opens.

Note: You may need to correct any medication issues first, as
necessary, and then sign the orders.

4. Repeat Steps 1 and 2.

Cancel: Cancels the action.

3.3.13 Adding Non-VA Medications

From the Medications Clinical Document right-click menu, if the Add Outside option
is selected or when the Add Outside Medication button is clicked from the
Reconciled Medications pane, the Add Non-VA Medication dialog opens.

Note: If the Add Outside Medication button is used, the Add
Non-VA Medication dialog is not pre-filled. If the Clinical
Document right-click Add is used, the Add Non-VA
Medication dialog opens pre-filled with some data.
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To complete the Add Non-VA Medication dialog:

& Add Non-¥A Medication =]

IALBLITERDL INHALAMT Change |
PEWt on 10/3/2013
150 |b{72.57 kg)
Daosage Route Schedule
I 2 PUFFS INHALATION BID [* PRN
1 PUFF INHALATION 1000 -
2 PUFF5 BID
DAILY
MCO-WE-FR.
MO-WE-FR-5U
MON-WED-FRIGEID
MNOW LI
Comments:

Take long, deep breaths)

StatementExplanation
[+« Outside medicaticn not recommended by provider.

[T Cutside medicaticn recommended by provider.
[ Patient buys OTC/Herbal product without medical advice.
[~ Meadication prescribed by another provider.

Medication Reason:

—Home Medication List Source
I~ Patient
™ A& list the patient may have
= Medications themselves
I~ Friend
" Family member
I~ Medical record
~ Patient's pharmacy
~ Patients primary care physician
™ Other

Patient has trouble breathing.

Location of Medication
= Home [ Hospital  Other

Start Date: | 10/30,2013 J T |w.=3nf2013 19: J

ALBUTEROL INHALER
INHALE 2 PUFFS TWICE A DAY

Quantity: 0 Days: 0 Refills: 0 Chronic Med: MO Dispense as Written: NO

Figure 3-62: Completed Non-VA Medication dialog

Accept Order

Cancel

1. The Medication field auto-populates with the medication selected in the Clinical
Document pane if the right-click menu is used. If the Add Outside Medication
button in the Reconciled Medications pane is used, the field is blank. Click the
Change button to open the Change Medication dialog to add or change a
medication.
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‘ Change Medication M=l
I ALBUTEROL INHALANT

ALBUTEROL INHALANT “
Al BUTEROL S5YRUP

ALDACTOME  <S5PIROMOLACTOMNE TAS >

ALLOPURINOL TAB

ANCEF  <CEFAZOLIN INI =

ANUSOL HC  <HYDROCORTISOMNE SUPRRTL =

ARIPIPRAZCOLE TAB

ARMODAFIMIL TAB

ASCOREBIC ACID TAB

ASPIRIN TAB

ASPIRIN TABEC

ATARAY  <HYDROXYZIME SYRUP =

ATARAY  <HYDROXYZINE TAB =

ATORVASTATIN TAE

AUGMENTIN < AUGMENTIN PEDIATRIC PWDE,RENST-ORAL =
AUGMENTIM PEDIATRIC PWDR,RENST-0ORAL

AZMACORT  «<TRIAMCINOLOMNE AEROSOL,ORAL = —
BACTRIM  «<DICYCLOMINE PEDIATRIC SUSP =

BEMADRYL  «<DIPHEMHYDRAMINE CAF,ORAL =

BISACODYL TAEB,EC

BUDESCOMNIDE IMHL, ORAL

CAFFEINE/SODIUM BENZOATE IN] MNF

CARIMUNE  <GLOBULIN, IMMUNE IMJ > ;I

Ok

Figure 3-63: Change Medication dialog

a. Scroll thought the list as necessary and select the Medication.

b. Click OK. The Medication field of the Add Non-VA Medication dialog
updates with your selection.

In Dose, select a dose from the list.

In Route, select the applicable administration route.

In Schedule, select the applicable dosing schedule from the list.
Select the PRN check box, if applicable.

In Comments, type any comments.

A L o R

In Statement/Explanation, select one or more of the following check boxes:

e Outside medication not recommended by provider.
e Outside medication recommended by provider.
e Patient buys OTC/Herbal product without medical advice.
e Medication prescribed by another provider
8. In Home Medication List Source, click one of the following option buttons:
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e Patient

e A list the patient may have

e Medications themselves

e Friend

e Family member

e Medical record

e Patient's pharmacy

e Patient's primary care physician
e Other

9. In Medication Reason, type a reason for prescribing a Non-VA medication.
10. In Location of Medication, click one of the following option buttons:
e Home
e Hospital
e Other
11. In Start Date, type a date or click the Ellipsis button ("**') to open the Select
Date/Time dialog. Do any of the following:
x|
Prm—— 1
0 a |00 -
menenes B QS
sriigmte |0 o
] 06
i 07
8 03
9 09
10 110
11 LI rii ;I
N;iwl Midnight |
Figure 3-64: Select Date/Time dialog
e Select the applicable date and time from the calendar and time sliding scales
and click OK.
e Click the Now button from the Select Date/Time dialog to automatically input
the current date and time, and then click OK.
e Click the Midnight button to reset the time sliding scale, select a new
date/time, and then click OK.
User Manual New Components

September 2014

67



Electronic Health Record (EHR) Version 1.1 Patch 13

12. In Last Dose Taken, type a date or click the Ellipsis button to select a date from
the calendar.

13. Click Accept Order.

3.3.14 Adding Outpatient Medications

From the Medications Clinical Document right-click menu, if the Add OP option is
selected or when the Add OP Medication button is clicked from the Reconciled
Medications pane, the Add Outpatient dialog opens.

If the Add Op option from the Medications Clinical Document right-click menu is
used, the Medication field auto-populates with the medication selected in the Clinical
Document pane.

If the Add OP Medication button in the Reconciled Medications pane is used, the
field is blank:

1. Click the Change button on the Add Outpatient Medication dialog. The Change
Medication dialog opens.

“ Change Medication [_ O

I ALBUTEROL INHALANT

ALEBUTEROL INHALANT .
ALBUTEROL 5YRUP

ALDACTONE  <SPIRONOLACTOMNE TAS >

ALLOPURINOL TAB

ANCEF  <CEFAZOLIN INI =

ANUSOL HC  «<HYDROCORTISOMNE SUPRRTL =

ARIPIPRAZCOLE TAB

ARMODAFIMIL TAB

ASCOREBIC ACID TAB

ASPIRIN TAB

ASPIRIN TABEC

ATARAY  <HYDROXYZIME SYRUP =

ATARAY  <HYDROXYZINE TAB =

ATORVASTATIN TAE

AUGMEMTIN < AUGMENTIN PEDIATRIC PWDE,RENST-ORAL =
AUGMENTIM PEDIATRIC PWDR,RENST-0ORAL

AZMACORT  <TRIAMCINOLOMNE AEROSOL,ORAL = —
BACTRIM  «DICYCLOMINE PEDIATRIC SUSP =

BEMADRYL  «DIPHEMHYDRAMIME CAF,ORAL =

BISACODYL TAE,EC

BUDESCNIDE INHL, ORAL

CAFFEINE/SODIUM BENZOATE IN] MNF

CARIMUNE  =GLOBULIN, IMMUMNE IM] = ;I

Ok

Figure 3-65: Change Medication dialog
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2. Type the first few letters of a medication in the field. The list updates with
matching medications when you stop typing.

3. Scroll thought the list, as necessary and select the medication you want.

4. Click OK. The Medication field of the Add Outpatient Medication dialog updates
with your selection.

5. Clicking the ADR’s button opens the Patient Postings dialog. Click Done after
reviewing the ADRs.

.‘ Patient Postings !EI E

Allergies Severity Signs / Symptoms

PEMICILLINS

SULFA DRUGS HIVES

S0Y BEANS AMEMIA

TETRACYCLINE MNAUSEA AND VOMITING;ITCHING
OF EYE;RASH

Crisis Motes, Warning Motes, Directives

PAIN CONTRACT
ADVANCE DIRECTIVE

Figure 3-66: Patient Posting dialog

Refer to the Medications Online Help for details on completing Simple and Complex
Dose Outpatient Medication Orders.
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& Add Outpatient Medication M[=]

|AI£UTERCIL INHALANT Change |

Pt Wt on 10/8/2013
160 Ib(72.57 kg)

x|

Dosage | Complex

Dosage Route Schedule
|2 pUFFS [ INHALATION | DaILY v PRN
1 PUFF INHALATION 1000 -
BID
DAILY
MO-WE-FR
MO-WE-FR-5U
MON-WED-FRIBEID
HNOW ;J
Patient Instructions | FOR BREATHING - SHAKE WELL BEFORE USING
Dhays Supply Qty (TAB) Refills Clinical Indication [+ Chronic Med Priority
| 7 il [ 7 i’ | 1 il IPncumonia storage storage storage | 486, j [ Dispense as IR.DLITINE "I
Written
Pick Up | r Discharge
" Clinic © Maill © Window  Outside Pharmacy - Print (v Qutside Pharmacy - eRx ‘ Medication
Notes to Pharmadist:
Childproof cap is mandatory.
ALEUTEROL INHALER ADR's I
INHALE 2 PUFFS EVERY DAY FOP. BREATHING - SHAKE WELL BEFORE USING
Quantity: 7 Days: 7 Refills: 1 Chronic Med: YES Dispense as \Written: YES Accept Ordar I
Indication: Pneumonia storage storage storage

Cancel I

Figure 3-67: Completed Add Outpatient Medication dialog

3.3.15 Renewing Medication Orders

When the Renew option is selected in the right-click menu of the Medications RPMS
pane, the Order Checking - Source: Veterans Health Administration dialog opens,
showing the applicable medications.

.‘ Order Checking - Source: Yeterans Health Administration

Order

Cuplicate drug class order: BRONCHODILATORS, SYMPATHOMIMETIC, INHALATION
(ALBUTEROL INHALANT 90 FOR. BREATHING - SHAKE WELL BEFORE USING Quantity: 90
Days: 30 Refills: 3 *Chronic Med: MO Dispense a5 Written: NO Indication: Asthma
[PENDING])

Cuplicate drug class order: BRONCHODILATORS, SYMPATHOMIMETIC, INHALATION (Cutside
Med ALBUTEROL INHALANT 90 0.09 MG/ACTUAT INHALANT SOLUTION, 2 PUFFS OMCE
[ACTIVE])

Accept Order Cancel Qrder

Figure 3-68: Order Checking - Source: dialog when Renewing Medication Orders

e Click Accept Order. The Renew Order dialog opens. Refer to the Medications
Online Help for details on completing this dialog.
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3.3.16

3.4

e Click Cancel Order. The renewal of the medication is cancelled.

Discontinuing Medication Orders

From the Clinical Document Medications right-click menu, if the Discontinue option
is selected, the Discontinue/Cancel Orders dialog opens.

.‘ Discontinue / Cancel Orders

The following order{s) will be discontinued:

Order
ACETAMINOPHEN TAB

Quantity: 20 Days: 0 Refills: 0 Chronic Med: NO Dispense as Written: NO
Indication: ~Abnommal cervical Papanicolacu smear with positive human papillomavirus deoxyribonudeic add test

Select a reason:
Obsolete Order
Duplicate Order - OK I Cancel

Figure 3-69: Discontinue/Cancel Orders dialog

Follow these steps to complete the Discontinue/Cancel Orders dialog:

1. Inthe Order section, select the orders to cancel.
2. In Select a reason, select a reason for cancelling the medication.

3. Click OK. The Reconciled Medications pane shows an RPMS: Discontinue status
in the Action column.

Integrated Problem List

The IPL enables the convenient viewing of Problem List data on a main display,
including:

e Status

e Onset Date

e Provider narrative

e Comments

e |f the problem was added to the patient's personal history
e |f the problem is Pregnancy Related

e |f the problem was used for an inpatient

e ICD code

User Manual New Components
September 2014

71



Electronic Health Record (EHR) Version 1.1 Patch 13

34.1 Orientation

At the top of the Problem List screen of the IPL component are the following
features, buttons, check boxes, and columns, which have the following functionality.

e F o - Gt (62 [ [ ) I R R
Seatum Onset Date P PHx PP #F KD
m el TaLE

a9
L.
w09

Figure 3-70: IPL Problem List Main Screen

3.4.1.1 Features

e An asterisk in the Provider Narrative column indicates problems not
SNOMED CT encoded.

e For problems with a non-coded SNOMED CT code, the Edit button and POV
button is disabled.

e Viewing Problem Details: Double-click anywhere in a line item to view the
Problem Details screen.

e Right-Click Menu: Right-click anywhere on a line item to open the right-click
menu. Select from:

— Delete: To delete the line item. Refer to the Deleting an IPL topic for details.

— Edit: To edit the line item. Opens the Edit Problem dialog. Refer to the
Editing an IPL topic for details.

— Get SCT: To update a historical ICD 9 entry. Opens the SNOMED CT
Lookup dialog. Refer to the Using the Get SCT Button topic for details.

— POV: To flag an outpatient problem as POV and to flag an inpatient problem
as used for inpatient. Refer to the Using the POV Button topic for details.

— Change Status:
e Chronic

e Episodic

e Sub-acute

e Personal History
e Inactive

e Social/Env
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3.4.1.2 Buttons

Expand All/Collapse All button: Enables the user to expand or collapse all
problems to view the care planning activity. Refer to the Care Plan Feature topic
for details.

Ed button (gl): Click this button for a direct link to MedlinePlus. Refer to the
Using the Education Information Button topic for details.

Information button ((V'): Click this button for a direct link to UpToDate. Refer
to the Using the Web Reference Button topic for details.

Get SCT button: Click this button to look up the SNOMED CT code. Refer to the
Using the Get SCT Button topic for details.

POV button: Click the POV button to mark the problem as the POV and to add
visit, care plan, or goal activity data.

PL Pick List button: Click the PL Pick List button to select SNOMED CT
descriptions by defined pick lists.

Add button: Click this button to add a problem. See the Adding an IPL topic for
details.

Edit button: Click this button to edit an existing problem. See the Editing an IPL
topic for details.

Delete button: Click this button to delete a selected problem. See the Deleting an
IPL topic for details.

3.4.1.3 Check Boxes

Select a check box (or multiple check boxes) to filter the problem list(s) associated
with that status:

Chronic
Social/Env
Episodic
Inactive
Sub-acute

Current/Most Recent Inpatient

3.4.1.4 Columns

Columns on the main display screen can be sorted by clicking the column heading,
added or removed by the user, made wider or narrower by dragging the column
heading, and set as personal setting.
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Ellipsis button: Clicking this button opens the Care Planning information. Refer to
the Care Planning Feature topic for details on using this feature.

Status column: Contains one of the following statuses, as selected by the user.

— Chronic

— Social/Env

— Episodic

— Inactive

— Sub-acute

— Current/Most Recent Inpatient

Onset Date column: Contains the date of the problem's onset, as input by the user
(optional).

Provider Narrative column: Contains the data input by the user in the Provider
Text field.

Comments column: Shows any comments typed by the user.

PHx column: A check mark in the PHx column indicates if the Personal History
option was selected and the problem was added to the patient's personal history.

PIP column: A check mark in the PIP (Pregnancy Issues and Problems) column
indicates if the Pregnancy Related option was selected.

IP column: A check mark in the IP column indicates if the Use for Inpatient
option was selected.

ICD column: Indicates the mapped ICD code from the selected SNOMED CT
term.

3.4.1.5 Problem Details Screen

You can double-click anywhere in the IPL screen to open the Problem Details dialog.
This dialog is informational only and provides problem data.
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.‘ Problem Details

PROEBLEM DATA

10 5
Problem:

- Mapped ICD:  425.4
- Status: S0CIAL

Previous value: SUB-ACUTE

Previous value: EPISODIC

i 4 4

- Date of Onset: JUL 01, 2013
- Date Enterad: AUG 19, 2013
- Recorded By:  USER,DEMO

- Last Modified:
- Modified User:
- Concept CT:

- Desc CT:

USER,DEMO
35898001
142397010

QUALTFIERS
Clinical course
Subacute
Subacute
Chronic
Chronic

POV VISITS
AUG 19, 2013@07:50

Cardiomyopathy | this is the provider text

Changed: 08/20/2013 by: USER,DEMO

Changed: 08/19/2013 by: USER,DEMO

SEP 03, 20153@08:14:57

=] E3

Figure 3-71: Problem Details Screen

3.4.2 Using the Get SCT Button

These instructions are for the Get SCT button on the main screen to update a
historical ICD 9 entry. See the Adding an IPL or Editing an IPL topics for
information on using the Get SCT button from the Add Problem or Edit Problem

dialogs.

Note: A visit must be selected.

1. From the main screen, select a problem line item that does not contain a
SNOMED CT term and then click the Get SCT button. The ICD 9 to
SNOMED CT Lookup dialog opens showing all the SNOMED CT codes mapped

to that ICD 9.
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Note: Problems that do not contain a SNOMED CT term are
shown preceded by an asterisk (*).

Integrated am| [ZChone [ Epacde [ Sibsate (@0 cascrll rercisll rov I s | £s
G E2 S sty foaciie I~ Coneniotrecent paset o ov _osie |
Status Orset Date  Provider Namrative Comments PHx PIP P ICD

= Chronic “Mid Or Unspecified Pre-eciampsia, Anteparium 64243

£l Chionic “Routine Postpartum Follow-up V242

2zl Chonic “Pain In Joint Invohang Ankie And Foot 71947

= Cheonic “Diabetes \ith Ketoacidosis. Type | [uvenile Type]. Not 201
Stated A controlied

o Chonic “Hypertensive Heart And Chrariic Kidney Disease. 40400
Mahgnant. Without Heart Failure

5| Episodic 05262013 Depressive disorder | pregnancy related mn

Figure 3-72: Problem List with Get SCT Button Active

2. Inthe ICD 9 to SNOMED CT Lookup dialog, the ICD9 code for the problem
shows in the ICD 9 Value field, with the related SNOMED CT concepts listed
below each. Click the Expand button next to the Problem name to expand the
section to view the list of Synonyms associated with that problem. (Click the
Collapse button (=) to collapse.). If needed:

a. Type a new ICD number in the ICD 9 Value field.

b. In Subset, select one or multiple subset lists to search.

c. In Search Date, leave the current date default, or click the drop-down arrow to
open a calendar from which you can select a new date.

d. Click Find. The SNOMED CT Concept list refreshes with your findings.

ICD 9 To SNOMED CT Lookup x|

Search Date: I 08132013 vl

ICD 9value:  [719.47

_—| Subset

Subset

IHS Problem List
hma

Cog Funct Status

CQM Problems

Famity Histony

NIST Problems

..
[

e O oy OO O O O e IO IO oy O P O e OO e O e OO
[l L [ (b [ fb [ L [ S [ [ 4]

~ Ankle joint pain
" Ankle pain
-| Emﬂm y | m:msnp F
Finding of ankle region Parent (Is4)
-y I b 3
Arthralgia of the ankle andlor foot

Ankle joint - painful on movement

First metatarsophalangeal joint pain
Foot joint - painful on movement
Foot joint pain

Interphalangeal joint of toe pain
Joint pain in ankle and foot

Lesser metatarsophalangeal joint pain
Metatarsophalangeal joint pain
Subtalar joint - painful on movement
Subtalar joint - tender

Subtalar jeint pain

Talonavicular joint pain

Toe joint painful on movement

Select Cancel

Figure 3-73: ICD-9 to SNOMED CT Lookup
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3.4.3

3. Select the SNOMED CT line item you want to use, and then click Select. The

problem updates with the asterisk (*) removed from the problem list, the ICD
code in the ICD column updates with your selection, and the Get SCT button is no
longer active for this problem.

Using the POV Button

These instructions are for the POV button on the main screen to store the
SNOMED CT code for an outpatient visit or inpatient discharge diagnosis marked as
Primary.

Note: The POV button is only active for problems without an
associated SNOMED CT code. The POV button is not
active for problems with an INACTIVE ICD 9 code.
Inactive problems may be POV.

Refer to the Adding an IPL or Editing an IPL topics for information on using the
POV button from the Add Problem or Edit Problem dialogs.

Note: An unlocked visit must be selected.

From the main screen, select one or more problem line items and then click the
POV button. The POV dialog opens, which shows the selected problems.

Note: A red triangle in the upper-right corner of a column
indicates there are multiple entries. Click in the column to
expand and view the entries.

oy A
r

Prov. Tet  Goal Notes Care Plans Visit Instructions PEd lRegmen]  1yymagimensFU dsplay only

oid lipoh | Type provider
exthere, [T

Prenatal Object PIP All
es:

p Iroe Cwep | restmenty| [[Gven 2 Visit Instruction & Visi instuctia
Fe M Regeman | 4 SXERCISE edscaton

Cwu e 4

Primary POV Comorehension Level [FAIR =
| refiux disease | Type provider text her x| Length (nutes) [30
Readiness to Leam [RECEPTIVE > are Soncel

Figure 3-74: POV dialog
The ID column shows a system-generated ID.
The Status column shows the selected status for the problem.

The Prov. (Provider) Narrative column contains SNOMED CT concept
description and provider text.
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5. The next column either shows a POV or INPT column and check box to indicate
if the problem is POV or for an inpatient. Clear the check box if you no longer
want to set the problem as POV or use for inpatient.

Note: The POV check box can only be selected if a
SNOMED CT code has been applied to the problem.

6. The Episodicity column contains the following option buttons. Select or to clear,
as applicable:

e First episode
e New episode
e Old episode
e Ongoing episode
e Undefined episodicity
7. The following columns have a right-click menu:

e Prov. Text
e Goal Notes
e Care Plans
e Visit Instructions
8. Right-click in the column to view the following options:

Note: Only the available options for a particular column are
active in the right-click menu, depending on the column
selected. Various examples follow.

Wy Add...

&# Replace...
== [nactivate...
&9 Delete...
J Sign...

Figure 3-75: POV Right-Click Menu

e Add: The Add dialog opens. Type your text and click OK. The text shows in
the column.
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Provider Text B

Type provider text here)

QK I Cancel |

Figure 3-76:Add dialog

e Replace: A dialog showing the original text and Replacing text opens. Type
your new text in the Replacing Text and click OK. The new text shows in the

column.
Provider Text B
Text Replacing Text

Right through the middle of the | Right through the left side of
palm the palm

0K I Cancel |

Figure 3-77: Replace dialog

e Inactivate: A dialog showing the item you want to inactivate and a Comment
field opens. Type a comment, and then click Yes.

& Inactivate Goal Note? M=l E3

Are you sure that vou wish to Inactivate ?

[Healed and usable within 2 weeks. ]

Yes
Comment

IT',.rpE a comment here) Cancel

Figure 3-78: Inactivate Item dialog

e Delete: The Delete dialog opens to confirm your deletion. Click OK.
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& Delete Yisit Instruction

Figure 3-79: Delete Confirm dialog

e Sign: The Review/Sign dialog opens with a list of the items you added for you
to sign. Type your electronic signature, and then click OK.

Review/Sign Changes for Demo,Boy

Signature will be applied to checked items
BEHIPLCare Plan Instruction

Type Care Plan example.
BEHIPLGoal Hote

goal note

Electronic Signature Code:

[f processzing Surescripts, signature

will be applied after action selected. Sign I Cancel |

Figure 3-80: Review/Sign Changes for Patient Name for POV

9. Add any free-text information in the Prov. (Provider) Text column by selecting
Add from the right-click menu. The Provider Text dialog opens.

Provider Text E

Type provider text here)

ok | cancel |

Figure 3-81: Provider Text dialog

a. Type provider text to assist with the definition of a problem in the dialog.
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b. Click OK.

If Provider Text already exists, the Replace item will be active in the right-
click menu. The Provider Text dialog with (existing) Text and Replacing Text
fields opens.

c. Type the new provider text in the Replacing Text field.

d. Click OK. Your change shows in the Prov. Text column.

10. The Goal Notes column contains goals set for the patient to improve the problem,

11.

for example to reduce their cholesterol. You can Add a Goal Note by selecting
Add from the right-click menu. The Goal Note dialog opens. Click the Template

button () to select a template, if needed.

Goal Noke 3]

Tvpe & goal note here,

QK Cancel =
—_ Templates

ENCOUNTER

Readir
GEMERAL

PREMATAL

URGENT CARE COMMON

sample templata

Cancal

Figure 3-82: Goal Notes dialog with Templates Menu

You can also type over an existing Goal Note by clicking in the text and making
your changes.

The Care Plans column contains instructions for the patient, for example, walk
three times per week, and so on. You can add a Care Plan by selecting Add from
the right-click menu. The Care Plan dialog opens. Click the Template button to
select a template, if needed.
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Care Plan B

Type Care Plan here.

0K Cancel | e
PREMATAL
Readiness to Learn E
GEMERAL

URGENT CARE COMMON

EMCOUNTER

sample template

Cancal

Figure 3-83: Care Plan dialog with Templates Menu

You can also type over an existing Care Plan by clicking in the text and making
your changes.

12. The Visit Instructions column contains patient visit instructions for the selected
visit. You can add a Visit Instruction by selecting Add from the right-click menu.
The Visit Instruction dialog opens. Click the Template button to select a template,

if needed.
¥isit Instruction )
Ok Cancel _ I
Templates
o PREMATAL
EAGER. TO LEARN GENERAL
ENCOUNTER

URGENT CARE COMMOMN

Functional Ass=ssment
Medication Management
ARANESP INJECTION PROTOCOL

Sample template

Cancel

Figure 3-84: Visit Instruction dialog with Templates Menu
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You can also type over an existing Visit Instruction by clicking in the text and
making your changes.

13. The Pt Ed (Patient Education) column contains the following Subtopic check
boxes. Select one or more, as applicable:

DP (Disease Process)

EX (Exercise)

LA (Lifestyle Adaptation)
MED (Medication)

N (Nutrition)

P (Prevention)

14. When a Pt Ed check box is selected, the following fields appear below the
column. Select the applicable item from the drop-down list or type in the field, as
applicable:

Comprehension Level:

Poor

Fair

Good

Group-No Assessment
Refused

Length (minutes): Type the length of the education in minutes.

Readiness to Learn:

Distraction

Eager to Learn
Intoxication

Not Ready

Pain

Receptive
Severity of IlIness
Unreceptive

15. The Tx/Regimen/FU column contains the Treatment/Regimen button. Click the
Treatment/Regimen button to open the Treatment/Regimen dialog:

a. Click the Expand button next to the applicable list heading to view the
options. Other is shown in the example.
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16.

17.

.‘ Treatment,/Regimen !EI

ALCOHOL USE/ABUSE
SUBSTAMCE USE/ABUSE
MENTAL HEALTH
FOLLOW-UP
OTHER
[+ Follow-up 4-& months
[~ Treatment adjusted per protocol
™ Case management follow up
[ Warning. Avoid alcoholic drink
ANTICOAGULATION
SUPPLIES/DEVICES
ASTHMA
DIALYSIS

01 [+ [ [ [+

[ [ [+ [+

0K | I:ancell

Figure 3-85: Treatment/Regimen dialog With Alcohol Abuse Expanded

b. Select one or more check boxes to indicate the Treatment or Regimen for the
patient.

c. Click OK. The Tx/Regimen/FU Display Only column updates with your
selection.

The Tx/Regimen/FU display only column shows the Visit Instructions, Patient
Education, and Tx/Regimen/FU information. For example, Given a Visit
Instruction: exercise three times per week, Had Disease Process education,
Follow-up: arranged. If data is added to any of these items, for example, an
additional Patient Education is selected, the Tx/Regimen/FU display only column
updates with the new data.

The Primary POV drop-down menu contains a list of the patient's POVs. Select
the POV that you want to make the Primary from the drop-down menu.

Note: If a POV was previously set for the visit as primary, it
displays in the drop-down menu, but can be changed by the
user.

Primary POV

Acne | Proactive does not work |E|

Blood in eve

Ame | Proactive does not work

Wood asthma | Camping trip

Cut of hand | Knifa cut so it is clean

Hurthle cell carcinoma of thyroid | Yes

Tired

Fracture of tibia | Type provider text here.

Lumbar sprain

Cut of hand | Right through the middle of the palm

Figure 3-86: Primary POV Drop-down Menu Sample
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18. Click Save.

If any items were added to Goal Notes, Care Plan, or Visit Instructions in the
POV dialog, the Review/Sign Change for Patient Name dialog opens, listing the
items to be signed.

Review/Sign Changes for Demo,Boy

Signature will be applied to checked items
BEHIPLCare Plan Instruction

K.eep area clean and di.
BEHIPLGoal Hote

Elevate arm above heart.

Electronic Signature Code:

Ixxxxxxxxxx>1

If procezsing Sureschiptz, signature

will be applied after action zelected. Sign I Cancel |

Figure 3-87: Review/Sign Changes for Patient Name

The Problem List screen updates with your changes. If an outpatient, the POV
shows in the Visit Diagnosis component.

If you click Cancel, the Rollback Operations Already Executed dialog opens. If
needed, select the Rollback check box to indicate that a care planning instruction
was created, and then click OK.

.‘ Rollback Operations already executed =] E3
Rollback Operations
| [ Created a goal note.
| v Created a goal note.
| v Created a care planning instruction,
0K Cancel

Figure 3-88: Rollback Operation Already Executed dialog
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3.4.4  Using the PL Pick List Button

These instructions are for the Pick List button on the main screen to update a Pick
List. See the Adding an IPL or Editing an IPL topics for information on using the
Pick List button from the Add Problem or Edit Problem dialogs.

Note: If the Pick List button is clicked from the main IPL screen,
more than one pick list can be selected. If the Pick List
button is clicked from the Add an Integrated Problem List
or the Edit an Integrated Problem List screen, only one pick
list can be selected.

The PL Pick List button opens the Pick List dialog where the user can choose
SNOMED CT descriptions by defined pick lists. Pick list entries may include
associated qualifiers.

Providers can edit the Pick List, as well as users holding the BGOZ VPOV EDIT key.

Note: The Pick List button is enabled and pick lists can be
managed if no visit is selected.

3.4.4.1 Selecting Problems from a Pick List

1. Click the Pick List button from the IPL main screen. The Picklist Selection dialog
opens.
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Manage PickLists |
PickList SNOMEDCT Desc

ABNORMAL FINDINGS
Angela's pick hst =

Case Management

CASE MANAGEMENT
DIABETIC RETINOPATHY
Eye General

Fays list of fun things
Immunizations
IMMUNIZATIONS

Karens favorite list of items
MARY LIST

Nutrition

NUTRITION

PRENATAL - CARE

PUBLIC HEALTH NURSING
QA Testing

QA testing of P13

testing for mark

WOMENS HEALTH

[~ Abscess of jaw

[ Abscess of knee

[ Acne

[~ Acne keloid

[~ Acne keloid

[~ Acne scar

[ Acute asthma

[ Acute bronchitis

[T Acute exacerbation of chronic asthmatic bronchitis
[~ Acute gastritis

[ Advanced practice nursing care management
[ Allergic asthma

[™ Allergic bronchitis

" Apnea

I™ Arthritis

[~ Aspirin-induced asthma

" Asthma

[~ Asthma - currently active

[ Asthma - currently dormant
[ Asthma attack

™ Asthma confirmed

[ Asthma control step 1

[~ Asthma night-time symptoms

— [

e

Figure 3-89: Pick List dialog

2. In the Picklist column:

e One or more pick lists can be selected if the Pick List button from main IPL

screen is used.

e Only one pick list can be selected if the Pick List button from the Add or Edit
an Integrated Problem List screen is used.

The SNOMED CT Description column refreshes with the items related to the
pick list(s) you selected.

Note: Both the pick lists and their items are in alphabetical order.
The top-right corner of the dialog indicates the number of
SNOMED CT descriptions associated with the selected
pick list.

3. Click Save. New pick list items display as newly added problems. The Pick List
disables any problem that is a duplicate and already on the patient's problem list.
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3.4.4.2 Managing Pick Lists

You can manage pick lists by performing the following steps for the associated
problems:

1. Click the Manage PickLists button from the PickList Selection dialog. The
Manage Quick Picks dialog opens.

2. From the Pick Lists drop-down menu, select a Pick List to manage. The Pick List
Items list refreshes with the problems associated with that Pick List.

3. Click to select a problem or select multiple problems by clicking on the problem
while holding down the Ctrl key. The problem shows highlighted in orange.

Pick Lists | PLBLIC HEALTH NURSING =l Edit Pick Lists
Pick List Ttems -
Freq  Group Provider Narrative Status gzno::?}o ;?I;""d ij
0 Tobacro user 110483000 a|)| Delete
12 Tonsil carcinoma 274085008 G
[} Transient cerebral ischemia 266257000
4 Tussive syncope 90129003 Status
0 Type I diabetes mellitus uncontrolled 444073006
4 Type II diabetes mellitus uncontrofled 443694000 Merge
4 Urticaria due to heat 62211002 Query
48 Asthma Acute asthma Sub-Acute 304527002
12 Asthma Acute bronchitis Sub-Acute 10509002 Inpart
20 Asthma Allergic asthma 389145006
4 Asthma Allergic bronchitis 405720007 Exn
36 Asthma Asthma 195967001
16 Asthma Asthma - currently active 312453004 _‘m"ﬂ
16 Asthma Asthma - currently dormant 312454005 Exit
“ Asthma Asthma attack 266364000
0 Asthma Asthma dinical management plan 412775002
12 Asthma Asthma confirmed 401153004
% Asthma Asthma control step 1 182727003
8 Asthma Asthma maght-time symptoms 395022009
4 Asthma Asthmatic bronchitis 405944004
16 Asthma Bacterial pneumonia 53084003
B Asthma Bakers' asthma 34015007
] Asthma Chronic mucoid otitis media Chronic 78368004
40 Asthma Wood asthma 56968009
36 Heart Related Atnal fibrilation 49435004
0 Heart Related Cardiomyopathy 85598001
24 Heart Related Chest pain 29857009
0 Heart Related Chronic atrial fibrillation Chronic 426749004 =l

Figure 3-90: Manage Quick Picks dialog
4. Click any of the following buttons to perform the necessary actions:

3.4.4.2.1 Adding

1. Click the Add button from the Manage Quick Picks dialog. The SNOMED CT
Lookup dialog opens.

2. In the Diagnosis Lookup section, select either the Fully specified name or
Synonym option button.

e Fully specified name returns a collapsed list of SNOMED CT terms. Click the
Expand button next to the term to expand and view the child entries.

e Synonym returns the full list of SNOMED CT terms.
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3.

3.44.2.2

3.44.2.3

In Maximum Results, click one of the following option buttons to limit the
number of results (or click ALL):

e 25

e 50

e 100

e 200

e ALL

In Search, type the term by which you want to search.

In Subset, you can select a subset in which to search, if needed.

In Search Date, the field defaults to the current date. Click the drop-down arrow
to open the calendar and select a different date to search, if needed.

Click either the IHS SNOMED CT or ALL SNOMED CT button. The list of
SNOMED CT terms is populated.

Select a problem from the list and then click Select.

Deleting

Click the Delete button from the Manage Quick Picks dialog. The Delete 1 (or
number selected) Items confirmation message appears.

Delete 1 Items E2

':9:' Are you sure that wou want to delete the 1 selected Tem(s)?

Yes Mo

Figure 3-91: Delete Pick List Item Confirmation Message

Click Yes to Delete, No to cancel. If Yes is clicked, the item is removed from the
Pick List.

Changing Group
Click the Group button from the Manage Quick Picks dialog. The Change the
Group values for 1 (or number selected) Pick List Items dialog opens.
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3.44.2.4

Change the Group for 2 PickList itemi{s) B

Save

Group I Asthma j
Cancel

Figure 3-92: Change the Group dialog

In Group, select the group to which you want to move the item from the drop-
down menu.

Click Save to save the new Group.

Changing Status

Click the Status button from the Manage Quick Picks dialog. The Change the
Status values for 1 (or number selected) Pick List Items dialog opens.

Change the Status for 2 PickList item{s} E
Save
status [ET R -

Figure 3-93: Change the Status Values dialog

Cancel

In the Status drop-down, select a status to assign:

e Chronic
e Sub-acute
e Episodic

e Social/Environmental
e Interactive

e Personal Hx

Click Save.

Merging:

Click the Merge button from the Manage Quick Picks dialog. The Merge PickList
dialog opens.
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3.4.4.2.5

Merge PickList %]

NOTE: Will merge PickList items from one PickList to another PickList. Merge
From | CQM PROBLEMS [~ L‘E'l
To I PUBLIC HEALTH NURSING 'l

Figure 3-94: Merge PickList dialog

In From, select the Pick List to merge the item or items from.
In To, select the Pick List to merge the item or items to.

Click Merge.

Querying
Click the Query button from the Manage Quick Picks dialog. The Query for
PickList Items dialog opens.

Query for PickList Items )

_I

Target PickList I PUBLIC HEALTH NURSING

From Date |11.r'26;'2012 | To Date |11e'26.f'2013

Hosp. Location | PEDIATRICS

Clinic | CARDIOLOGY

Provider ITEST,NURSE

Rl

Prov. Class IANESI’HESIOLDG]ST
Max Hits | 500
Figure 3-95: Query for PicList Items dialog
In Target PickList, select a pick list to query from the drop-down menu.
In From Date, click the Ellipsis button to select a date from the calendar.

In To Date, click the Ellipsis button to select a date from the calendar.

Note: The From and To date defaults to the current date.

In Hosp. Location, click the Ellipsis button to select a location. The Lookup
Hospital Location dialog opens.
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Lookup Hospital Location B

Search Value Ipedi

BEHAVIORAL HEALTH (TIU) 50UC
CHART REVIEW
CT 5CAN

CT SCAN
DIABETES
GEMERAL

ICU

MO
LABORATORY
MEMNTAL HEALTH
NUR TCU

MUR MED/SURG
NURSERY

OB WAaRD
PEDIATRICS
PEDS WARD
PH&RMACY
PREMATAL
TELEPHOME
TEST CLINIC
TREATMENT CEMNTER
ima clinic

OK

Cancel

Figure 3-96: Lookup Hospital Location dialog

a. In Search Value begin typing the first few letters of the location name. The list

refreshes with your location.

b. Click to select the location, and then click OK. Your selection is populated in

the Hosp. Location field.

6. In Clinic, click the Ellipsis button to select a clinic. The Lookup Clinic dialog

opens.
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Lookup Clinic

Figure 3-97: Lookup Clinic dialog

a.

ALCOHOL AND SUBSTANCE
AMBULANCE
AMESTHESIOLOGY
ANTICOAGULATION THERAPY
AUDIOLOGY

CANCER. CHEMOTHERAPY
CANCER. SCREENING
CARDIOLOGY

CASE MAMNAGEMENT SERVICES
CAST ROOM

CHART REV/REC MOD

CHEST AND TE
CHIROPRACTIC

CHROMIC DISEASE
COMPLEMENTARY MEDICIME
COMPUTED TOMOGRAPHY
CRIPPLED CHILDREN

DAY SURGERY

DAY TREATMENT PROG
DENTAL

DERMATOLOGY

DEVEL. ASSESSMENT
DIABETES EDUCATION-GROUF

DIABETES EDUCATION-IMDIVIDUAL

DIABETIC

DIABETIC FOOT CLINIC
DIABETIC RETIMOPATHY
DIALYSIS

DIALYSIS LABORATORY SERVICES

DIETARY
EDUCATION CLASSES

In Search Value, begin typing the first few letters of the clinic name. The list

refreshes with your clinic.

Click to select the clinic, and then click OK. Your selection is populated in the

Clinic field.

7. InProvider, click the Ellipsis button to select a provider. The Lookup Provider
dialog opens.
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Lookup Provider

BORJAKRISTINA
BYRON,ROBERT
CAMPBELL,BRIAN RPH
CRITESER,ROBERT £
DANTULURI, KARUNA
FULLER, ANGELA
GREVE,BERT

HAGER, MARY
HAMSTRA,5COTT
HOLMAN,JOY
MAGUSER, CCDA
MOORE, CATHERINE
MUNDI,LYNNE
MUNDI, TEST

NUNEZ, VANGIE
RUDD, MILES
SNYDER,JACK
STRUBLE,FAY
STRUBLE,RICKY
TAYLOR, THOMAS DDS
TEST,NURSE
TEST,USER
TILLER,LEIGH ANMN
USER,DEMO
USER,NURSE
USER,PHARMACIST
USER,REGRESSION T
WHILES, DAVID
ZAVALA, CHRISTINE
ZAVALA, PHYSICIAN
ZIPPER, KIMBERLY

Figure 3-98: Lookup Provider dialog

a.

In Search Value begin typing the first few letters of the provider name. The

list refreshes with providers.

Click to select the provider, and then click OK. Your selection is populated in

the Provider field.

8. InProv. Class, click the Ellipsis button to select a provider class. The Lookup
Provider Class dialog opens.
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9.

Lookup Provider Class B

Search Value I anes

ACUPUNCTURIST

ADMIMISTRATIVE

ALCOHOLISM/SUB ABUSE COUNSELOR
AMBULANCE DRIVER.
ANESTHESIOLOGIST

APEN PSYCHIATRIC NURSING SPECT

OK

AUDIOLOGIST

AUDIOLOGY HEALTH TECHMICIAN
AUDIOMETRIC TECHMICIAM
BEHAVIOR ANALYST

BEHAVIORAL HEALTH AIDE/PRACT
BEHAVIORAL HEALTH NURSE PRACT
BEHAVIORAL HEALTH STUDENT
CARDIOLOGIST

CARDIOVASCULAR TECHNICIAN
CARDIOVASCULAR TECHNOLOGIST
CASE MANAGERS

CHAPLAIN

CHIROPRACTOR

CLINIC RN

CLINICAL PHARMACY SPECIALIST
CODING/DATA ENTRY
COMMUNITY HEALTH AIDE
COMMUNITY HEALTH AIDE/PRACT
COMMUNITY HEALTH PRACTITIONER
COMMUNITY HEALTH REF
CONTRACT OB/GYM

CONTRACT OFTOMETRIST
CONTRACT PHYSICIAN

CONTRACT PODIATRIST
CONTRACT PSYCHIATRIST

[ |

Figure 3-99: Lookup Provider Class dialog

a.

Cancel

In Search Value begin typing the first few letters of the provider's class. The

list refreshes with provider classes.

Click to select the provider class, and then click OK. Your selection is

populated in the Prov. Class field.

In Max hits, 500 is the default. Type a number of hits to return if you want to
change the number of hits returned.

10. Click OK on the Query for Pick List Items dialog. An information message
appears, showing the number of returned records.
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3.4.4.2.6

3.4.4.2.7

QueryPickLists Finished B

[ Query Complete: Returned 0 records.

b S

0K

Figure 3-100: Query PickLists Finished Information Message

Importing
Click the Import button from the Manage Quick Picks dialog. The Import
SNOMED CT PickLists dialog opens.

“ Import SNOMED PickLists
Look jn: I - Libraries j e T o
hame =~ | v| Date modified | v| Type | v|
3 Dacunents 5J28/20139:29 &M Library
J‘t MMusic 5/Z8/20139:29 AM  Library
=] Pickures 51282013 9:29 AM  Library
E Videos Sl28/20139:20 AM  Library
| | i
File name: || j Open I
Filez of bype: ISNDMED Pick Lists [*.zgp) j Cancel |
F

Figure 3-101: Import SNOMED CT PickLists dialog

In Look in, select a location from which to import.

Locate the file you wish to import. The Files of Type defaults to SNOMED CT
Pick Lists (*zgp).

Click Open. Your file is imported.

Exporting
Click the Export button from the Manage Quick Picks dialog. The Save As dialog
opens.
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& save as
Sawve in: Iu—i Libraries j @ ? £? [~
g Mame - |v| Date modified |v| Type |v|

5 3 Documents SIZ8/2013 9:20 aM  Library
Recent Flaces J‘ Music 5/28/2013 9:29 &M Library
= Pictures SZ8/2013 9:29 aM  Library
E \ideos S128/2013 9:29 AM  Library

4| | i

File: namne: Ie:-cported pick liz j Save I
Saweastyps:  |SNOMED Pick Lists [".2gp) = Cancel |
F

Figure 3-102: Save As (Export Pick List) dialog

2. Select a location to save and type a file name and then click Save. Your
SNOMED CT Pick List is saved as .zgp file type, ready for exporting.

3.4.4.2.8 Marking Zero Freq(ency)

1. Click the zero Freq button from the Manage Quick Picks dialog. A frequency of
zero (0) is assigned to the pick list item.

2. Click Exit to close the Manage Quick Picks dialog.

3.4.4.3 Edit Pick List Button

From the Manage Quick Picks dialog, click the Edit Pick Lists button to add, edit,
delete or import a subset to an existing pick list.

1. Click the Edit Pick Lists button. The Manage PickLists dialog opens.
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Manage PickLists B

PickList Hosp. Location Clinic Provider Class Owner
CASE MANAGEMENT

CQM PROBLEMS

DIABETIC RETINOPATHY

EYE GENERAL
Import
Subset

IMMUNIZATIONS

Mew PickList LABORATORY CHROMNIC DISEASE USER,DEMO  CARDIOLOGIST USER,DEMO
NIST PROBLEMS *

NUTRITION

PREMATAL - CARE

PUBLIC HEALTH MURSING

WOMENS HEALTH

Figure 3-103: Manage Pick Lists dialog
2. Select a PickList from the list, and click one of the following buttons:

3.44.3.1 Add
1. Click Add from the Manage PickLists dialog. The Add PickList dialog opens.

Add PickList B

Mew PickList m
LABORATORY
CHROMIC DISEASE

USER,DEMO !

CARDIOLOGIST
PICK NIST Problems

Figure 3-104: Add Pick List dialog

a. In PickList Name, type a name for the pick list.

b. In Hosp. Location, click the Ellipsis button to select a location. The Lookup
Hospital Location dialog opens.
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Lookup Hospital Location B

Search Value Ipedi

BEHAVIORAL HEALTH (TIU) 50UC
CHART REVIEW
CT 5CAN

CT SCAN
DIABETES
GEMERAL

ICU

MO
LABORATORY
MEMNTAL HEALTH
NUR TCU

MUR MED/SURG
NURSERY

OB WAaRD
PEDIATRICS
PEDS WARD
PH&RMACY
PREMATAL
TELEPHOME
TEST CLINIC
TREATMENT CEMNTER
ima clinic

OK

Cancel

Figure 3-105: Lookup Hospital Location dialog

c. In Search Value begin typing the first few letters of the location name. The list

refreshes with your location.

d. Click to select the location, and then click OK. Your selection is populated in

the Hosp. Location field.

2. In Clinic, click the Ellipsis button to select a clinic. The Lookup Clinic dialog

opens.
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Lookup Clinic

Figure 3-106: Lookup Clinic dialog

a.

ALCOHOL AND SUBSTANCE
AMBULANCE
AMESTHESIOLOGY
ANTICOAGULATION THERAPY
AUDIOLOGY

CANCER. CHEMOTHERAPY
CANCER. SCREENING
CARDIOLOGY

CASE MAMNAGEMENT SERVICES
CAST ROOM

CHART REV/REC MOD

CHEST AND TE
CHIROPRACTIC

CHROMIC DISEASE
COMPLEMENTARY MEDICIME
COMPUTED TOMOGRAPHY
CRIPPLED CHILDREN

DAY SURGERY

DAY TREATMENT PROG
DENTAL

DERMATOLOGY

DEVEL. ASSESSMENT
DIABETES EDUCATION-GROUF

DIABETES EDUCATION-IMDIVIDUAL

DIABETIC

DIABETIC FOOT CLINIC
DIABETIC RETIMOPATHY
DIALYSIS

DIALYSIS LABORATORY SERVICES

DIETARY
EDUCATION CLASSES

In Search Value begin typing the first few letters of the clinic name. The list

refreshes with your clinic.

Click to select the clinic, and then click OK. Your selection is populated in the

Clinic field.

3. InProvider, click the Ellipsis button to select a provider. The Lookup Provider
dialog opens.
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Lookup Provider

BORJAKRISTINA
BYRON,ROBERT
CAMPBELL,BRIAN RPH
CRITESER,ROBERT £
DANTULURI, KARUNA
FULLER, ANGELA
GREVE,BERT

HAGER, MARY
HAMSTRA,5COTT
HOLMAN,JOY
MAGUSER, CCDA
MOORE, CATHERINE
MUNDI,LYNNE
MUNDI, TEST

NUNEZ, VANGIE
RUDD, MILES
SNYDER,JACK
STRUBLE,FAY
STRUBLE,RICKY
TAYLOR, THOMAS DDS
TEST,NURSE
TEST,USER
TILLER,LEIGH ANMN
USER,DEMO
USER,NURSE
USER,PHARMACIST
USER,REGRESSION T
WHILES, DAVID
ZAVALA, CHRISTINE
ZAVALA, PHYSICIAN
ZIPPER, KIMBERLY

Figure 3-107: Lookup Provider dialog

a.

In Search Value begin typing the first few letters of the provider name. The

list refreshes with providers.

Click to select the provider, and then click OK. Your selection is populated in

the Provider field.

4. InProv. Class, click the Ellipsis button to select a provider class. The Lookup
Provider Class dialog opens.
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Lookup Provider Class B

Search Value I anes

ACUPUNCTURIST

ADMIMISTRATIVE

ALCOHOLISM/SUB ABUSE COUNSELOR
AMBULANCE DRIVER.
ANESTHESIOLOGIST

APEN PSYCHIATRIC NURSING SPECT

OK

AUDIOLOGIST =
AUDIOLOGY HEALTH TECHMICIAN
AUDIOMETRIC TECHMICIAM
BEHAVIOR ANALYST

BEHAVIORAL HEALTH AIDE/PRACT
BEHAVIORAL HEALTH NURSE PRACT
BEHAVIORAL HEALTH STUDENT
CARDIOLOGIST

CARDIOVASCULAR TECHNICIAN
CARDIOVASCULAR TECHNOLOGIST
CASE MANAGERS

CHAPLAIN

CHIROPRACTOR

CLINIC RN

CLINICAL PHARMACY SPECIALIST
CODING/DATA ENTRY

COMMUNITY HEALTH AIDE
COMMUNITY HEALTH AIDE/PRACT
COMMUNITY HEALTH PRACTITIONER
COMMUNITY HEALTH REF
CONTRACT OB/GYM

CONTRACT OFTOMETRIST
CONTRACT PHYSICIAN

CONTRACT PODIATRIST

CONTRACT PSYCHIATRIST

[ |

Figure 3-108: Lookup Provider Class dialog

a.

Cancel

In Search Value begin typing the first few letters of the provider's class. The

list refreshes with provider classes.

Click to select the provider class, and then click OK. Your selection is

populated in the Prov. Class field.

The SNOMED CT Subfile field is not editable, but shows the file the list is based
from. For example, if a subset was imported, that subset shows in the
SNOMED CT Subfile field.

The Managers section is inactive until a pick list is created and edited. Refer to
Section 3.4.4.3.2.

Click Save. Your entries show in the Manage PickL.ists dialog.

3.4.4.3.2 Edit
Click to select a pick list to edit from the Manage PickList dialog. The Edit
PickList dialog opens.
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Edit PickList )

QA Testing =
Cancel

TEST CLINIC !

DIABETIC !

HAGER, MARY !

CLINIC RN !

USER,DEMO

i |

Figure 3-109: Edit PickList dialog

2. If applicable, click the Add button in the Managers section to add a PickList
manager. The Add Managers dialog opens.
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Add Managers B

Search Value Itest_.n

BORJA,KRISTINA
BYRON,ROBERT
CAMPBELL,BRIAN RPH
CRITESER,ROBERT E
DANTULURI, KARUNA
FULLER,ANGELA
GREVE,BERT

HAGER, MARY
HAMSTRA,SCOTT
HOLMAN,JOY
LRLAB,HL
LRLAB,POC
MAGUSER,CCDA
MOORE, CATHERINE
MUNDI,LYNNE
MUNDI,TEST
NUNEZ,VANGIE
POSTMASTER

RUDD, MILES
SHARED,MAIL
SNYDER,JACK
STRUBLE,FAY
STRUBLE,RICKY

TASKMAN,PROXY USER

TAYLOR, THOMAS DDS
TEST,NURSE
TEST,USER
TILLER,LEIGH ANN
USER,CLERK
USER,DEMO
USER,NURSE
USER,PHARMACIST

Figure 3-110: All Managers dialog

OK

Cancel

3. In Search Value begin typing the first few letters of the person's name. The list

refreshes with your selection.

4. Click the name, and then click OK. The Managers field populates with your entry.

5. Make your changes, and then click Save. Refer to the Add PickList steps for

details on completing the fields.

3.4.4.3.3 Delete

1. Click to select a pick list to delete.

2. Click the Delete button. A Delete Picklist information message appears.
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Delete PickList

f@] Are wou sure Ehak wou want ko delete the Selecked PickList?

S Mew PickList

Figure 3-111: Delete PickList Information Message

3. Click Yes to delete the list, or no to cancel. If Yes, the pick list is deleted from the
list.

3.4.4.3.4 Import Subset

1. Click to select a pick list, and then click the Import Subset button. The Import
Subset dialog opens.

2. In Subset, select a subset to import from the drop-down menu. The New Subset
Name field populates with your selection.

3. Click Import.
4. Click Exit to exit the Manage PickLists dialog.

3.4.5 Using the Education Information Button
The Education Information search depends whether any records are present or not.

e Condition 1: If there are records present, select one and click the Education
Information button to go to the MedlinePlus Reference Web site for the topic
associated with the selected record.

e Condition 2: If there are no records present or no record is selected, click the
Education Information button to display the Web Reference Search dialog.

x|

Reference Site |L||:|T|:| Date LI

Search Term || Search |

Figure 3-112: Web Reference Search

Select a Reference Site, if needed; the default is the UpToDate site. After entering a
term and clicking Search, you are taken to the selected Web site for the specified
term.
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completing this dialog.

Note: The Add Patient Education Event dialog also opens when
the Education Information button is clicked. Patient
education is tracked for Meaningful Use; therefore, the Add
Patient Education Event dialog should be completed. Refer
to the Patient Education Online Help for details on

n"‘.\ Medline |

Health Information for You

Medinefius Connect 1ound [he faloemnyg resubs 1of your reques]

However, these results may not exactly maich the link you selecied. Check with your haakh cal

o mation ihat = righit fior pou
W Results in Mediine Plus

Interstitial Lung Diseases

rdaryidial boeg diaease m the name for a large group of

Figure 3-113: MedlinePlus

5] AR + &

A sefvice of the U5 Ratianal Library of Medicine
NIH Natronal institutes of Haalth

3.4.6  Using the Clinical Decision Support Button

The Clinical Decision Support button functionality depends whether any records are

present or not.

e Condition 1: If there are records present, select one and click the Clinical

Decision Support button (QJ) to go to the UpToDate Reference Web site for the

topic associated with the selected record.

e Condition 2: If there are no records present or no record is selected, click the
Clinical Decision Support button to display the Web Reference Search dialog.

UpToDate.

Note: You will also see this dialog if you site is not licensed for
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x|

Feference Site |L||:|T|:| Date LI

Search Term || Search |

Figure 3-114: Web Reference Search

Select a Reference Site if needed. The default is the UpToDate site. After entering a
term and clicking Search, you are taken to the selected Web site for the specified
term.

LT gl - Winnihowes Tntesreet Daplores
e

[J uphadiate. coam J * H: o
Fle Ed Vew Fawrbes Tods  Hep
Fasorbes | 5 = : i Fres toimad
[0 7 ot | | R n ] R P
LipToDate | e g Abod Bedl L o

n - Palani indy  Whats Hew . Calculadsr Lisg s

Search Results fof profas panal sl sfomatan o Nyatate Topcsl n adulls Topic Ow
s mrcs
= Hy#taln Drug indimaban .
EPIDE
s MNyststic Poduln: dns information
& Nystotin Patiest deug sformation

s Laurch Lexiintsract™ Dug Inferactions Progran

= Dwervinw o diagper dermatits is infants and childien

A ..I .:.I -I farmal Ll ane] Lo Ancosieimd u '“I.I..,;[

ore & Inbemst e Rk -

Figure 3-115: UpToDate Website

You can change to another Web site by selecting from the Reference Site drop-down
list (on the Web site). The drop-down list for the Reference Site field (on the Web
Reference Search dialog) can be configured.

3.4.7  Care Planning Feature

Clicking Expand All on the main Integrated Problem List window shows the
following Care Planning information.

Note: The Expand All button changes to Collapse All if Care Plan
information is already expanded.
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L d Get ST || PL Pick Lis o 1 aas -
7 Sl 1~ Incéve ™~ CarandMost recet patort (OO e nroia] ror | s ] i | o]
Comments. PHe PP P ICD
43 j
Vasit Iedo
Patent Instruchons Care Flan =} vt insrucsans Care Piar: fcsiines =l
marking as Obisolets for now par Lov_waiting it [Gven = Vistinatrucion = viai
foe Surescrioes 1o ceriy their refl release
Madified by- USER NURSE 10:01/2013| || process Madified by USERDEMO 057262013
Moddied by: USER NURSE W23
= kl
5| SouslEnvicrmantsl DJOVEITS  Cardiamyopsthy | the i the provider fext a5
Laiest | Alacive |
= Problem Info. 1 Visit Info I
Ll oy Pationt Indructons Cans Plan B r— Cara Plan fetvitien =
arcther gosl 75 —
Modifed by USER.DEMD 08227013 ||Modied by USER.DEMD wsn 13
atding yet anathar goel 75
Ml b 1S58 EMA nra3m -
* Raqies upxlate 35 SHOMED CT

Figure 3-116: Expanded Care Plan

e Goal Notes with a status for each date entered.
e Care Plan with a status for each date entered.
e Visit Instructions for each visit.

e Care planning activities for each visit.

e Whether any of the items were modified, and if so, by whom and when
(date/time).

3.47.1 Latest Tab

On the Latest tab of the Care Plan, the most recent active planning entries (all entries
for most recent date for goal), patient instructions, last visit for visit instructions, and
care planning activities are shown.

: TRy T
2 Chioer IBEWS  bwolar ¢ wmL
5| Episodsc “influenza 4522
=] Inacte reancrs Lol am1
Latest | M0 |
— Protlem Inko Visal Irba
Gonl Hoses Patiert InstrucSicna/Care: Plan J isit Inserucsions e plnnning actidties J
| Fuliow up 6 Exenrene Berebl Eductabion s 3 Exenzue schacabian Folo up e 2 dirps | D ————— Exenzan sehacnbon Foliw up e 7 daps |
days Faeferral to rusrison Fleferal 1o physical thersgy | every 2 duys Faderral to rasrison Aeferal 1o physical heragy |
| Micxitied by Susie Cue AM 12.00.00 TUTS2003) | || Modied by, Suses Cus AM 12.00.00 11162013 d | Mxdiied by AM 120000 1132013 | | || Modiied by Sumee Gus AM 12.00.00 11162013 d

Figure 3-117: Latest Care Plan
Selecting a Provider View Using the PRVs Button:

1. Click the PRVs button to select a provider for which to view data. The Provider
List dialog opens.
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& pProvider List M= E3
|v USER,DEMOD
[ Susie Que
[ Dr Frankenstein
r Joyce, James
0K Cancel

Figure 3-118:Provider List dialog

2. Click the check boxes to select one or more providers, and then click OK.

A new tab is created for each provider selected. The new tab name is the provider
name and enables easy viewing of that provider's entries for the patient and
problems in the Goal Notes, Care Plan, Visit Instructions, and Services.

S Onsel Date  Provder Nanalve Prix PP |

=l Chicrs TUISE00 halhina
Lot | aacwm  usEROEMO | SuseGue |
Frchlem Inin it Inf
Gl Neses Prseet [rsnactions Caen Bian BT T —— 5|
SIS IERCAL ORI, Blar o et s 3 . ||L.Ir'\Hl:Itb
in Sen nutritionet 1y
kT Modied by USERDEMO 05212013

Modified by USER,DEMO T ]

""""" Madified by: USER DEMD ez o B

Figure 3-119: Provider List Results

3.4.7.2 AllTab
On the All tab, all care planning activities (active, inactive, and replaced) are shown.
S— _ . S
mnl I:. I Vst Inf
Goal NN’:-n Pasient InsnictieraCare Plan = \nhn:;mm Care planning acthities
B T g | | || [P e e B e e
Mexkhed by. Joseph Smath/iM 120000 11172017 | #hysical ther Macklied by AM TZO0.00 TUTIE0T3) | Physrcal theragy
e e Micified by Josech Smithi 120000 11142012 RAMA ST e e et Sk iy Moied by, Joseoh SNAN 120000 1114012
o n e B i 0. T AR e, e n ey e e
|l s @rmin rwsm Ane 3200 13mmn | BB by Moo Hyde AM 120000 11152013 [ [, oo v nnn arannal | Modified by: Norm Hyde AM 1200:00 111152013 =
Figure 3-120: All Care Plans
3.4.8 Adding an IPL
To add an IPL to a patient record, complete the following steps:
1. On the main IPL screen, click the Add button. The Add Problem dialog opens.
User Manual New Components
September 2014

109



Electronic Health Record (EHR) Version 1.1 Patch 13

Add Problem ]
Problem ID SOUC-26 [T Preguancy Belsted [T Use for Inpatient Save | Cancel |

[ * SNOMED CT | | asthma D GetSCT  PL Pick list ]
* Required Field

[Pr\wider Text @ I ‘

Figure 3-121: Initial Add Problem dialog

Note: A visit is not required to view the IPL details; however a
visit must be selected to enable the Add button.
The Problem ID field is system populated.

2. Select the Use for Inpatient check box, if applicable. The Use for Inpatient check
box is only available for inpatients.

3. Select the Use as POV check box, if applicable. The POV check box is available
only for outpatients.

Note: If Use as POV is selected, and if any fields have been
changed or added, an information message appears,
advising the user that the problem has been stored, if new,
or updated, if edited. The problem is stored as Reviewed
and Updated in the V Reviewed/Updated file. Inactive
problems may be POV.

4. Populate the SNOMED CT field using one of the following methods:

Ellipsis button:
a. Click the Ellipsis button. The SNOMED CT Lookup dialog opens.
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F=
i) C
SNOMED CT Lookup x|

Diagnosis Lookup: & Fully specified name ¢ Synonym
Maximum Results © & 25 ¢ 50 ¢ 100 ¢ 200 ¢ ALL

Search Date: [ 097252013 =l

Search: |asthn'|a

_—| Subset

Subset

Asthma

Cog Funct Status
CGM Problems
Family History
MIST Problems

&

-

-

-

-

-

-

-

-

IHS SNOMED I ALL SMOMED |

Problem is &' relationship Mapped ICD [ =
Extrinsic asthma with asthma  is a Asthma attack (disorder) 493.02
attack is a lgE-mediated allergic asthma
o (disorder)
Intrinsic asthma with asthma  is a Asthma attack (disorder) 49310
attack is @ Non-IgE mediated allergic asthma
1 (disorder)
Asthma i= 2 Disorder of respiratory system 493.50
o (disorder)
‘wood asthma is @ Disorder of bronchus (disorder) 4958
is a lgE-mediated allergic asthma
(disorder)
i= @ Obstruction of lower respiratory tract
(disorder)
is @ Substance induced asthma (disorder) 1
Mild asthma is @ Asthma (disorder) 493.90
Mixed asthma i= 3 Asthma (disorder) 493.90

" Severs asthma

is a Disorder of bronchus (discorder)
is @ Obstn n of lower respiratory tract

is @ Asthma (disorder)

is @ Disorder of bronchus (disorder)

is @ Obstruction of lower respiratory tract
(disorder)

is @ Asthma (disorder) 45350 -

Select Concel |
4

Figure 3-122: SNOMED CT Lookup dialog

b. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup section, select
either the Fully specified name or Synonym option button.

e Fully specified name returns a collapsed list of SNOMED CT terms. Click
the Expand button next to the term to expand and view the child entries.

e Synonym returns the full list of SNOMED CT terms.

c. In Maximum Results, click one of the following option buttons to limit the
number of results (or click ALL):

o 25

e 50

e 100
e 200
e ALL

d. In Search, type the term by which you want to search.

e In Subset, you can select a subset in which to search, if needed.

e In Search Date, the field defaults to the current date. Click the drop-down
arrow to open the calendar and select a different date to search, if needed.
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e Click either the IHS SNOMED CT or ALL SNOMED CT button. The list
of SNOMED CT terms is populated.

e Select and highlight a term, and then click the Select button. The
SNOMED CT field of the Add Problem dialog refreshes with the selected
SNOMED CT term you selected.

e If you attempt to assign the same SNOMED CT code as an existing
problem, the following Error message displays. Click OK and select a
different SNOMED CT code from the SNOMED CT Lookup dialog.

(N i x|
Unable to use this SNOMed ConceptID: The following existing probl Iready has the same SNOMed ConceptID that you are trying to use:
1D:267-Moderate bipolar I disorder, single manic episode; Snomed Concept ID: 28884001

Figure 3-123:Duplicate SNOMED CT Code Error Message

Get SCT button:

e Click the Get SCT button to open the ICD 9 to SNOMED CT Lookup dialog.
Refer to the Using the Get SCT Button topic for details on completing this
dialog.

PL Pick List button:

e Click the PL Pick List button to open the Pick List dialog. Refer to the Using
the PL Pick List Button topic for details on completing this dialog.

After you populate the SNOMED CT code, the Add Problem dialog expands with
additional fields.
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Add Problem ]

* SNOMED CT |Hyperta-|sive heart disease without congestive heart failure |heart D Get ST Piek list

*Status (" chronic  ( Sub-acute (% Episodic  ( Social/Environmentsl (" Inactive (" Personal Hx

s
e »
Care Plan Info :: |Md‘ll'ﬂ]nshu:ﬁunj'canlh's,'&dm:ﬁuiiml
‘Goal Notes Care Plans Visit Instructions Care Planning Activities
s . Jaf

S Test notes. S Test care plan. S Test instructions.

= = =
Figure 3-124: Expanded Add Problem dialog with Asthma

5. In Priority, use the Up and Down arrows to select a priority level.
6. If primary problem, click the Primary check box.
7. In Status, click the applicable option button:
e Chronic
e Sub-acute
e Episodic
e Social/Environmental
¢ Inactive
e Personal Hx
8. In Provider Text, type any applicable text. (Optional, 60-character limit.)
Note: You can briefly rest your mouse pointer over this field to
view an information pop-up.
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10.

In Severity, select one or more of the following:

e Fatal

e Life Threatening

e Mild

e Mild to moderate
e Moderate

e Moderate to severe

e Severe

Click the Clinical Course Ellipsis to populate the Clinical Course field. The Select
Clinical Courses dialog opens.

[ Acute fulminating ™ Acute-on-chronic [~ cChronic [ Sudden onset AND/OR short duration [~ Brittle course
[T Chroaic active I Chronic persistent ™ Continual ™ Intermittent I Cyclic

I Fluctusting I Gradual onset [” Paroxysmal [ Recurrent I Relapsing course
™ Remitting I™ Recurrent acute I Short durstion ™ Subscute I™ Subacute onset

[T Transitory

=S ==

Figure 3-125: elect Clinical Courses dialog

a. Select one or more courses.
b. Click Save. The Clinical Course field updates with your selections.

Note: If you selected an Asthma Subset or the mapped ICD is in
the Asthma taxonomy, the Asthma Classification drop-
down menu appears below the Qualifiers section.

11.
12.

The Episodicities drop-down menu is currently disabled.

Select the applicable Asthma Classification from the drop-down menu.

Note: The Asthma Classification drop-down menu only appears if
an Asthma Subset is selected or the mapped ICD is in the
Asthma taxonomy, AND the Use as POV check box was
selected.

Only one Asthma Control entry is allowed per visit.

13.

14.

In the Date of Onset field (optional), type a date in xx/xx/xxxx format or click the
Ellipsis button. The Select Date dialog opens. Select a date from the calendar, and
then click OK.

If applicable, select the Is Injury check box. The Injury section opens in the Add
Problem (or Edit Problem) dialog.
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Note: The Use as POV check box must be selected for the Is

Injury check box to appear. If the problem ICD code points
to an injury taxonomy or if an injury-related SNOMED CT
is selected, the Is Injury check box is automatically selected
and the Injury section expands when the Use as POV check
box is selected.

Injury :: (+ FirstVisit (" Re-visit Injury Date W J
Place |HOME-INSIDE j Associated with |.-"._EC-HO_ RELATED j
Caused by My COLL W OTH OBJ-MOCYCL |f€| |Z|
[+ Is Injury

Figure 3-126: Injury Section

Select either the First Visit or Re-visit option button, as applicable.

In Injury Date, the date defaults to the current date. Click the Ellipsis button to
open the calendar and select a new date or type a new date in the field.

In Place, select a location for where the injury occurred:
e Home - Inside

e Home - Outside

e Farm

e School

e Industrial Premises

e Recreational Area

e Street/Highway

e Public Building

e Resident Institution

e Hunting/Fishing

e Other

e Unknown

In Associated With, select one of the following from the drop-down menu:
e Hospital Acquired

e Alcohol Related

e Battered Child

e Employment Related

User Manual
September 2014

New Components

115



Electronic Health Record (EHR) Version 1.1 Patch 13

e Domestic Violence Related

e. To populate the Cause by field, type an injury term in the field, and then click
the Ellipsis button. The Injury Causes dialog opens, showing only E coded
items.

Injury Causes ]

Lookup Opticn: € Lexicon % ICD

Search Value IFE” Search |

Select from one of the following ittems

Code Description
EB15.0 MV COLL W OTH OBJ-DRIVER ;I
EB15.1 MV COLL W OTH OBJ-PASNGR =
EB15.2 MV COLL W OTH OBJ-MOCYCL
EB15.3 MV COLL W OBI-MCYCL PSGR
EB15.4 MV COLL W OBJ1-5T CAR
EB15.5 MV COLL W OBJ-ANIM RIDER
EB15.6 MV COLL W OBJ-PED CYCL
EB15.7 MV COLL W OBJ-PEDEST
EE15.8 MV COLL W OBJ-PERS NEC
Ok Cancel

Figure 3-127: Injury Causes with E Codes dialog

e In Lookup Option, click either the Lexicon or ICD option button.

e In Search value, type a different search value if your initial search did not
return the applicable injury item, and then click Search. The returned
results list shows a list of E Code items with their description.

e Inthe returned results list, select the applicable item, and then click OK.
Your selection shows in Caused By in the Injury section.

15. Type a comment in the Comments section, if needed.

16. If the Use as POV check box was selected, the Add Visit/Care Plan/Goal
Activities button is active. To add data, click the Add Visit/Care Plan/Goal
Activities button. The Add Visit Instructions/Care Plan Activities dialog opens.
Refer to the Adding Visit Instructions/Care Plan Activities topic for instructions
on how to complete this dialog.
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e Entries in this section preceded by an S indicate the Goal Note, Care Plan, or
Visit Instructions have been signed. Entries preceded by a U indicate the entry
is unsigned.

17. Click Save in the top-right of the Add Problem dialog. Your data is saved to the
Integrated Problem List grid.

Note: Selecting the Use as POV check box (outpatients only) also
saves (stores) the problem in the V Reviewed/Updated file.

3.4.9 Editing an IPL
To edit an IPL, follow these steps:

1. Select a visit.

2. Select a problem from the Problem List on the main IPL screen.

Note: A visit and a problem must be selected in order for the Edit
button to become active.

3. Click the Edit button. The Edit Problem dialog opens.

Note: Unsigned problems may be edited.
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Integrated Problem Maintenance - Edit Problem B

* SNOMED CT IAsﬂ'lma with status asthmaticus | o GetSCT  Picklist

*Status (" chropic  ( Sub-acute [ Episodic (% Social/Environmental (" Inactive (" Personal Hx

Provider text here.

o
L 1 |

Moderate to severe - ! Ongoing episode -

MODERATE PERSISTENT v WELL CONTROLLED -
11/11/2013 ! I
_add |

Marrative Date Author
| Type comments here. 11/11/2013 USER,DEMO

Care Plan Info :: iAdd Visit Instruction [ Care Plans / Goal Activities!
]
‘Goal Notes Care Plans Visit Instructions Care Planning Activities
| - - | -
S asdfasdf S marcel l_l
S Edit test.
[= v (=l

Figure 3-128:Integrated Problem Maintenance — Edit Problem dialog

4. Edit fields as applicable. Refer to the Adding an IPL topic for instructions on
completing the fields.

Note: A SNOMED CT code must be selected in order to save
your changes.

5. In the Comments section you can add or delete comments. To add comments:

a. Click the Add button. The Add Comment dialog opens.
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& Add Comment [_ O]

Comment (3-160 characters) Chars left: 141

Type comment hera. |

Save | l:am:ell
]

Figure 3-129: Add Comment dialog

b. Inthe Comment field, type a comment of 3-160 characters.

c. Click Save. Your comment appears in the Comments section, with a number
automatically assigned and shown in the # column, your comment in the
Narrative column, the date entered in the Date column, and the logged in user
name in the Author column.

Comments :: Delete |

Marrative Date Author
Type comments here. 11/11/2013 USER,DEMO
Add another comment. 11/11/2013 USER,DEMO

Figure 3-130: Comments List
To delete comments:

a. Select one or more comments you want to delete. The line items are
highlighted and the Delete button becomes active.

b. Click the Delete button. The following message appears:

Delete Comment? E2 |

_"‘.I Are you sure that wou wish to delete the note titled:

= Commenk# 2 - Type a comment of 3-160 charackers here,?

Yes Mo

Figure 3-131: Delete Comment Confirmation Message

c. Click Yes. Your comment no longer appears in the list.
6. Click Save in the top-right of the Add Problem dialog.
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Note: Clicking the Use as POV check box (outpatients only) also
saves (stores) the problem in the V Reviewed/Updated file.
If data in any fields has been updated, a message displays
warning that the problem has been stored if new or updated
if edited.
When editing a problem, clicking Save or selecting the Use
as POV check box saves (stores) the problem only if any
fields have been changed.

3.4.10 Adding Visit Instructions/Goal Notes/Care Plan Activities

When Adding or Editing an Integrated Problem List, if the Use as POV check box is
selected, the Add Visit/Care Plans/Goal Activities button is enabled for adding visit
instructions, goals, or Care Plan information.

Add ¥isit Instructions / Care Plans / Goal Notes / Care Planning Activities

Date
10/31/2013 FUNCTIOMAL ASSESSMENT

Date
10/21/2013 Type Goal Notes here.

LEARN

E Treatment/Regimen/Follow-up

Date
10/31/2013 Type Care Plan notes here,

ollow-up 1 day
ollow-up 4-6 months

Had DISEASE PROCESS Education.
omprehension Leval: FAIR
ength: 30 mins

Readiness to Learn: EAGER TO LEARN

Figure 3-132: Add Visit Instructions/Care Plan/Goal Notes/Care Planning Activities dialog

1. Inthe Visit Instructions, Goal Notes, or Care Plans sections:

a. Inthe Visit Instructions, Goal Notes, or Care Plans field, type a free-text
comment, or click the Template button to select a template. The Templates
List opens.
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Templatas
PREMATAL

GEMERAL

ENCOUNTER

URGENT CARE COMMON
Functional Assessment
Medication Management
ARAMNESP INJECTION PROTOCOL

sample template

Cancel

Figure 3-133:Templates List

b.

Select a template. The template window opens. Make any necessary changes,
such as font size, and click OK. Your selected template name appears in the
Visit Instructions, Goal Notes, or Care Plans field, as selected.

Note: The Functional Assessment Template in the Visit

Instructions field is shown in the Add Visit
Instructions/Goal Notes/Care Planning Activities dialog, .

& Functional Assessment Template M=l &3

FUNCTIONAL A35ESSMENT

IS: Font Size All | Mone |*]ndimtesa Required Field Fre'.riewl 0K I Cance.ll

Figure 3-134: Template Window Functional Assessment Template Sample

C.
2. In

a.
b.

Repeat Steps a and b for the other fields, as needed.
the Patient Education provided section, complete the following:

Select one or more of the education check boxes.

In Comprehension Level, select one of the following from the drop-down
menu:

e Poor

e Fair
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e Good
e Group — No Assessment
e Refused
c. InLength, type the length in minutes.
d. In Readiness to Learn, select one of the following from the drop-down menu:
e Distraction
e Eagerto Learn

e Intoxication

e Not Ready
e Pain
e Receptive

e Severity of IlIness
e Unreceptive
Your selections show in the Education Provided section.

3. If treatment, regimen, or follow-up is needed, click the
Treatment/Regimen/Follow-up button. The Treatment/Regimen dialog opens.

.‘ Treatment,/Regimen !EI

ALCOHOL USE/ABUSE
SUBSTAMCE USE/ABUSE
MENTAL HEALTH
FOLLOW-UP
[=] OTHER
[+ Follow-up 4-& months
[~ Treatment adjusted per protocol
™ Case management follow up
[ Warning. Avoid alcoholic drink
ANTICOAGULATION
SUPPLIES/DEVICES
ASTHMA
DIALYSIS

0K | I:ancell

Figure 3-135: Treatment/Regimen dialog

a. Click the Expand button on an item in the list to expand the list.
b. Select one or more treatment or regimen items.
c. Click OK. Your selections show in the Treatment/Regimen/Follow-up section.

4. Click OK. The Review/Sign Changes for Patient Name opens, showing a list of
the items you added or changed. Sign by adding your Electronic Signature.
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Note: Additional Visit Instructions may be added to the same
visit after signing.
Click Cancel from the Add Visit Instructions/Care
Plan/Goal Notes/Care Planning Activities dialog or the
Review/Sign Changes dialog to delete your changes.

Review,/Sign Changes for Demo,Boy

Signature will be applied to checked items
BEHIPL Goal Hotes
Exercize three times per week.

Electronic Signature Code;

Ixxxxxx;1

[f proceszsing Surescripts, signature

will be applied after action zelected. Sign I Cancel

Figure 3-136: Review/Sign Changes for Patient Name

3.4.11 Deleting an IPL
e Only the Chief MIS or author can delete a problem.
e The visit must be unlocked.

e Problems with any Goal Notes, Care Plan, Visit Instructions, or
Treatment/Regimen entries may not be deleted. However, they can be inactivated.
Refer to the Orientation section for details. Problems cannot be deleted if marked
as Use as POV or Use as Inpatient.

Problems may be deleted by one of the following methods:

e Right-clicking the line-item and then selecting Delete from the right-click menu.
e Selecting the line item and then clicking the Delete button on the main screen.
The problem is cleared from the Integrated Problem List grid.

3.5 Stroke Tool

The Stroke tool captures specific SNOMED CT stroke data, including possible stroke
symptoms, date and time of onset if witnessed, last known well (baseline) state if not
witnessed, and NIH Stroke Scale score.
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This component is delivered disabled with the EHR p13release. This component will
be enabled in the EHR p14 release.
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4.0 Updated Components

The following components are updated for p13.

4.1 Consults

Consults are requests from one clinician to a hospital, service, or specialty for a
service; in addition, this tab enables hospital services to track the progress of a
consult order from the point of receipt through its final resolution. The clinician can
enter an order for a consultation from within the patient’s EHR on the Consults tab.

Note: Because there is no Medicine Package in RPMS-EHR, any
function involving Procedures is not used by the IHS. All
procedures are included in the available consults. Also, the
Medicine Results and Remove Medicine Results are not
used.

4.1.1 Basic Operation
The Consults process involves the following steps.

1.

The clinician orders a consult. From within the patient’s EHR medical record, the
clinician enters an order for a consultation. The ordering clinician may first need
to enter Encounter Information.

The consult service receives an alert and a printed report (SF 513). The receiving
service can then accept the consult, forward it to another service, or send it back
to the originating clinician for more information.

The consult service accepts or rejects the consult request. To accept the consult,
the service uses the receive action. The service can also discontinue or cancel the
consult. Cancelled consults can be edited and resubmitted by the ordering
clinician. A consult service clinician sees the patient.

The Edit/Resubmit action is available for cancelled consults. The consult must be
capable of being resubmitted and the user must be authorized to resubmit
consults.

The consult service enters results and comments. Resulting is primarily handled
by writing a note to complete the consult.

The originating clinician receives a CONSULT/REQUEST UPDATED alert that
the consult is complete. The results can now be examined and further action can
be taken on behalf of the patient.

The SF 513 report becomes part of the patient’s medical record. A hard copy can
be filed and the electronic copy is online for paperless access.
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8. The Consults component presents a list of consults in a tree view.

9. Right-clicking the Consults text enables the selection of Find in the Selected
Consult option from the pop-up menu. This option enables a search of the
displayed text. A Replace Text option is also available, but is only active when a
consult is being edited.

10. The field below the list of consults shows a list of documents related to the
highlighted consult. These related documents are also in a tree view.

4.1.2  Status of a Consult
The following table describes the status of a consult.

Abbreviation | Name Description

a ACTIVE Orders that are active or have been accepted by
the service for processing.

c COMPLETE Orders that require no further action by the
ancillary service.

dc DISCONTINUE Orders that have been stopped prior to expiration
or completion.

p PENDING Orders that have been placed but not yet
accepted by the service filling the order.

Pr PARTIAL RESULTS | All or part of a consult completion report has

been entered, but has not yet been signed.

S SCHEDULED The receiving clinic has scheduled an
appointment for the patient.
X CANCELLED Orders that have been rejected by the ancillary

service without being acted on.

4.1.3  Defaults for Editing/Saving Consult Notes

The defaults for editing and auto-saving consult notes can be configured. This action
defines the interval to auto-save any notes, as well as identify any default cosigners.

Follow these steps to set the defaults for editing and saving consult notes:

1. From the Tools menu, select Options. The Options dialog opens.
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Nmﬂicam] Orde E“hcn:ksl Teams IWD'JBS'I qu:ll:lltsl

Moles

Caonfigure defaudts for editing and zavng notes.
Hotes..,

Document Titkes

Configure docurent ki preferences

Document Tiles. ..

Ok I Cancel Sy

Figure 4-1: Options dialog

2. Click the Notes tab.

3. Click Notes to display the Notes dialog.

£ Notes EHE
Intereal for autceave of notes [sec):
fi20 :II [~ Ak subject fos progress noles
Diefaull cosigner: [ Vedly note fitie
Imunr;—} -]
(]33 | Cancel

Figure 4-2: Notes dialog

4. Change the interval for auto-saving your notes, if necessary. The units of measure
are seconds. Type the new interval, or click the up and down arrows to change the
settings in five second intervals.

5. If a default cosigner is desired for consult notes, select the user from the drop-
down list for the Default cosigner field. This name appears in the Expected
Cosigners field on the Identify Additional Signers dialog when the Identify
Additional Signers is selected on the Consults tab.

6. Check Ask Subject for Progress Note to enter a subject line when a new note is
written. This groups your notes by particular subjects. The sort and search options
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8.

in TIU can use the subject line to find them. This means a subject line for
bronchitis may exist and then be used to locate any notes written for patients with
bronchitis.

[BLOOD PRESSURE MACHINE EDUCATION  Oct 18.2004@11:57 DOCTORTEST Chanoe..
Wb 10418704 MGEMERAL _ﬁﬁt
Subject: |

[

Figure 4-3: New Note for Entering a Subject Line

Use the Verify Note Title if a default note title is selected. Create a selection list
of titles used most often and then make one of them the default. This way the note
title comes up automatically even if a different title is used. This is a reminder to
ask the provider if this is the correct title to use.

When the Notes dialog is complete, click OK. Otherwise, click Cancel.

4.1.4 Document List Preferences for Consults

Users can configure their document list preferences. This means that when a note title
is selected, the users preferences are listed at the top. In addition, when a default title
is selected; that note title comes up automatically if the Verify Note Title option box
was selected on the Notes dialog.

Follow these steps to set list preferences:

1. From the Tools menu, select Options. The Options dialog opens.
2. Click the Notes tab.
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Nnti!in:-:tims] Ordet Ehccksl Teams IWD'JB31'I qu:-nltsl

Moles

Caonfigure defaudts for editing and zavng notes.
Hotes..,

Document Titkes

Configure docurent ki preferences

Document Tiles. ..

Ok I Cancel I Sy |

Figure 4-4: Options dialog

3. Click Document Titles. The Document Titles dialog opens.

£ Document Titles

Document List Prefererces

Document class:

[Consudts] -l Defaut:

Diocument liles: <o defaulk specified:

| our list of tRles:
ENT-ALDIOLOGY CONSLLT

PHARMACY COMSULT MOTE
'WELL CHILD COMSULT MOTE

Figure 4-5: Document Titles dialog

Select Consults from the drop-list list for the Document class field.
In Document Titles, select a title from the list.

Click Add to add the selected title to Your List of Titles field.

Multiple titles may be added your list, as needed.

L N o g &

If there is a title you do not want in your list, highlight it and click Remove.
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9.

If needed, arrange the order of the list of titles by using the up and down arrows.

10. Select a title in the list to be the default by highlighting it and clicking Set as

Default. In this case, the title appears below the Default label on the dialog. If this
is the correct default, click Save Changes.

11. If needed, remove the default by selecting it and clicking Remove Default.

£ Document Titles

Document List Preferences

Diocument class:

|Ennsdt3 j ; Defaidt

Drocisment tihes: ENT-AUDIOLOGY COMSULT
|ENT~&UDII1LEI G COMSULT Your list of tles:

EMNT-AUDIOLOGY COMSULT
PHARMALCY COMSULT MOTE
WELL CHILD COMSILT MOTE

EMT-AUDIOLOGY COMSULT

_'I
v

= = =—= |

Figure 4-6: Document Titles dialog to Remove Default

12. When the Document Titles dialog is complete, click OK.

4.1.5 Consult Participants

The Consult Originator initiates a new consult. The Consult Receiver takes the
appropriate action concerning the consult.

The SERVICE INDIVIDUAL TO NOTIFY field (in the Set Up Consult Services
command) identifies the person as having primary responsibility for receiving
consults.

The SERVICE TEAM TO NOTIFY field determines the name of the Service
Team to receive notifications of any actions taken on a consult.

The UPDATE USERS W/O NOTIFICATIONS field (in the Set Up Consult
Services menu) identifies users who can perform update tracking, but will not
receive a notification.

The UPDATE TEAMS W/O NOTIFICATIONS field (in the Set Up Consult
Services menu) Identifies the OE/RR team who can perform update tracking, but
will not receive a notification.

The UPDATE USER CLASS W/O NOTIFICATIONS field in the Set Up Consult
Services menu) Identifies the TIU USER CLASS who can perform update
tracking, but will not receive a notification.
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e The ADMINISTRATIVE UPDATE USER field (in the Set Up Consult Services
menu) allows users to perform administrative user updates.

e The ADMINISTRATIVE UPDATE TEAM field (in the Set Up Consult Services
menu) allows users to perform administrative team updates.

4.1.6 Creating Consults

4.1.6.1 Initiating Consults
Consult requests can be initiated by using either the Consults or the Orders
component. Both techniques are described.
When the new consult is complete, this triggers a notification so that the recipient can
take appropriate action.

4.1.6.2 New Consults using Consults Component
The following steps describe how to enter a generic consult. Your site may have
quick orders to replace the generic consult. Refer to the New Consult Using Quick
Orders for details.
Make sure that a visit is selected. Follow these steps to enter a new consult on the
Consults tab:
1. Select the Consults component.
2. Click the New Consult button or click the Action drop-down menu and select

New, then Consult. The Order a Consult dialog opens.
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‘ Order a consult | x|
Conzult to ServicesSpecialty rgency Attention
Dental ‘f;?;.| |ROUTINE x| |UserDemo |
Colohosco - Patient will be zeen as an: Place of Consultation

. " Inpatient = Dutpatient [CONSULTANT'S CHONN =]
Diabetes | Clinical Indicator [FEEE!LIIFEED]I
Reaszon for Request ISinusitis | 461.3 j

Type a reason here.l

Dental Cong COMSULTAMT'S CHOICE Indication: Sinusitiz | ;I - |
pt Order
LI Cluit |
Figure 4-7: Order a Consult dialog
3. There are two ways to select a consult:

e Method 1: Click the button to display the tree view of the consult services.

Conzult bo Service/Specially

= Al Services

Cardiology

- Chiapin

- Ekg
Endocnnclagy

- Ert-Audiclogy
Mukntion Reguest
Fhatmacy

- Podiztn
Pumarary
FRespratoip Therapy —

- Test Consut

I friit

Figure 4-8 Tree View of Consult Services

After selecting a consult service from the tree view, complete the following
steps.

e Method 2: Select a consult from the list below the Consult to
Service/Specialty field.
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10.

Conzult to ServicedSpecialky

E ndacrinaclogy T
Digtary <Mutrtion Request: :j

Ek.

Fnt sFrt-dndialanns ;i

Figure 4-9: Consult Service to Select

There may be template associated with the selected consult that will complete the
Reason for Request field.

After completing the template, complete the following steps, with the exception
of the Reason for Request field, if it does not need to be edited.

The Urgency field defaults to Routine. Select a different urgency from the drop-
down list, if needed.

In Attention, select a name if someone was involved in the consult.

If needed, change the Inpatient or Outpatient selection using the applicable option
button.

If needed, change the Place of Consultation field by selecting a different location
from the drop-down menu.

In the Reason for Request field (required), type a reason for the request. The field
has a right-click menu to aid in editing the text.

The message box in the lower-left panel gives critical information. This panel has
a right-click menu to enable the user to select the text and paste it into another
free-text field in the RPMS-EHR or into another application (like MS Word).

In the Clinical Indicator field (required), select the applicable indication from the
drop-down menu.

If Other is selected, the SNOMED CT Lookup dialog opens. Complete the
following steps:
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Diagnesis Lookup: Fullp specified name & Synanpm Search Date: M A62014 -
Mavimum Fesults- % 26 50 100 200 © ALL
Search |diab-eres IHS SMOMED | ALL SNOMED |
+ =|Subset " Probiem |t o eletioship Mapped ICD |:‘
Subsat Labile diabetes synorgm for Britlle diabetes mellfus (findng) 25000
-] iz a Evaluation finding [finding]
fuathma - Latent disbetes  synorym for Impaied glucase tolerance (disorder] 79022
Eerl‘ja“'l'm alHeath - is @ Disorder of glucose regulation [disorder)
Ea ?th Stat Evrittle disbetes symorym for Britle disbetes melitus [finding) 250,00
iz 3 Ewaluation findng (finding
COM Frcblerns Evakalion indeg indng)
Dental Diabetes melituz | D ituiz [di )
ENT - i
Eﬁ;iﬁ?i::;lry ;I Chemical diabetez  gpnorgm for Impaied glucose tolerance [dizorder) 022
is a Disorder of glucose regulation [dizorder)
Diabetes nsipidus  Diabetes nspdus [dsorder] 2535
it & Disorder of postenior piutary [disorder]
it & Metabobc disorder of transport [disorder)
Gestational syrorgm for Gestational diabetes melltug (disorder) £48 80
disbetes iz a Comphcations of pregnancy. childbsth and the —

pustperium [disonder]
i a Diabetes mellius duing pregnancy. chidbith and the
pueperium [disornder)

FH: Diabetes Farily hiztory: Disbetes melitus [stuabian] Wigno
meditus i & Family history: Endocmne disorders: [situation)
|_J = a Family history: Metabolic: disorder (situation]
Diabetes melitu:, synorym for Disbetes melitus [dezor ded) 250.00
NOS i a Disorder of endociing system [discider]
| 15 a Disorder of glucose metabalism [disceder)
H/O: diabetes Histary of - diabetes melites [stuation] Vizx
medituz i & History of - endocine disorder [siuation]
|| = a History of - metabolic disorder (ziuation)
DM - Disbetes syrorgm for Disbetes melius [deorder) 250.00
mellituz iz & Disorder of endocrine system [discader)
iz a Disorder of glucose metabalism (disceder) _'I
Select Cancel

Figure 4-10: SNOMED CT Lookup dialog
a. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup section, select
either the Fully specified name or Synonym option button.

e Fully specified name returns a collapsed list of SNOMED CT terms. Click
the Expand sign next to the term to expand and view the child entries.

e Synonym returns the full list of SNOMED CT terms.
b. In Search, type the term by which to search.
c. In Subset, select a subset in which to search, if needed.

d. The Search Date field defaults to the current date. Click the drop-down arrow
to open the calendar and select a different date to search, if needed.

e. Click the Find button. The list of SNOMED CT terms is populated.

f. Click to select and highlight a term, and then click the Select button. The
Clinical Indication field refreshes with the selected SNOMED CT term and
code you selected.

11. Click Accept Order. If there are no other consults for this patient, click Quit.

12. The consult can be signed now or later.

If signed later, it does not appear on the Consults tab. In addition, the application
notifies the user that the consult requires his or her electronic signature. The status
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of the consult is (p) for Pending (showing that it has not been accepted by the
service filling the order).

4.1.6.3 New Consult Using Orders Component

The following steps describe how you enter a generic consult. Your site may have
quick orders to replace the generic consult. Refer to the New Consult Using Quick
Orders for details.

Make sure that a visit is selected and that the view is Active Orders. Follow these
steps to order a consult using the Orders component:

1.
2.

4.

5.

Select the Orders component.

Select Consult from the Write Orders list. The Consults dialog opens.

N Donsulis T
Physical Therapy
Diabetes |
Dental
Dietetics

Figure 4-11: Consults from Orders Tab dialog

Select a consult type from the list. The Order a Consult dialog opens with your
selection populated in the Consult to Service/Specialty field.

& Order a consult Ed

Consulk to Service/Specialty rgency Altention

DIABETES _| [ROUTINE x| |TestUser |
DIABETES

Patient will be zeen az an: Place of Consultation

" |npatient © Outpatient IEDNSLILT.-’.'-.NT'S EHEIIIj
Clinical Indicator

Reazon for Request I.-'l".rthritisl 71E.90 j

Type notes here.l

Teaching DIABETES Cong COMSULTAMT'S CHOICE Indication: Arthritiz |

LI Accept Order |
LI Cluit |

Figure 4-12: Order a Consult dialog

The Urgency field defaults to Routine. Select a different urgency from the drop-
down list, if needed.

In Attention, select a name if someone was involved in the consult.
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6. If needed, change the Inpatient or Outpatient selection using the applicable option
button.

7. If needed, change the Place of Consultation field by selecting a different location
from the drop-down menu.

8. Inthe Reason for Request field (required), type a reason for the request. The field
has a right-click menu to aid in editing the text.

9. The message box in the lower, left panel shows critical information. This panel
has a right-click menu to allow you to select the text and paste it into another free-
text field in the EHR or into another application (like MS Word).

10. In the Clinical Indicator field (required), select the applicable indication from the
drop-down menu.

If Other is selected, the SNOMED CT Lookup dialog opens. Complete the
following steps:

Disgnosis Lookupe  © Fully specified name & Synonem Search Date: 1 A6/200 4 -
Mavimum Fesuls - ™+ 25 50 © 100 ¢ 200 © ALL
Search: |diaberes IHS SMOMED | ALL SNOMED |
+ = Subse " Probkm | o elationship MappediCD |2
(e Labile dizbetes synorpm for Btile disbetes melitue [findng) 25000
| 15 a E valuation finding [firding]
Asthma a Latent disbetes  synorym for Impaired glucase tolerance (disordes) 79022
Eehawnl al Heath - is a Disorder of glucose regulation [disorder]
Eglgd?LIE?c}t' Status Brittle diabetes spmorym for Britle disbetes ml:llllus [finding] 250,00
COM Problems
Dental
ENT
Eye General . .
i - Chemical diabetes  synorym for Impared glucose tolerance [dizorder]
Famiy History _I iz a Dizorder of glucose requstion [dizorde)
Dizbetes inzipidus  Diabetes insipidus [disorder) 2535
i a Dizorder of postenor piatary [dizarder]
iz a Metabobc disoeder of bansport [disordes)
Gestational snorym for Gestational dabetes mellius (disorder) £48.80
diabetes iz a Complcations of pregnancy, childbsth and the o

pusiperiuim [disaider)
iz a Diabetes mellius duing preonancy. chidbith and the
pusrperium [disorder)

FH: Diabetes Family history: Disbetes melitus [stuation) V180
medituz is & Family history: Endocnine disorders [situation)
|_J 5 a Family history: Metabolic dsordes [situation)
Disbetes melitus, synarym for Disbetes melitus [ deor ded) 250,00
MNOS &5 a Disorder of endocrine system [disorder)
- is a Disorder of glucoss metabolism (disorder)
HAD: ciabates History of - diabstes melitus [stuation) Wizzs
meditus i a History of - endocine discrder [stuaban)
|_J is & History of - metabolic disorder (situation)
DM - Diabetes gmorym for Disbetes melbius [deor de) 250.00
medituz e a Diorder of endocting system [disorder)
i a Disorder of glucoss metabolism (disceder) _'I
Select Cancel WV

Figure 4-13: SNOMED CT Lookup dialog
a. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup section, select
either the Fully specified name or Synonym option button.

e Fully specified name returns a collapsed list of SNOMED CT terms. Click
the Expand sign (=) next to the term to expand and view the child entries.

e Synonym returns the full list of SNOMED CT terms.
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b. In Search, type the term by which to search.
c. In Subset, select a subset in which to search, if needed.

d. The Search Date field defaults to the current date. Click the drop-down arrow
to open the calendar and select a different date to search, if needed.

e. Click the Find button. The list of SNOMED CT terms is populated.

f. Click to select and highlight a term, and then click the Select button. The
Clinical Indication field on the Order a Consult dialog refreshes with the
selected SNOMED CT term and code you selected.

11. Click Accept Order. If there are no other consults for this patient, click Quit.

12. If there are other consults, select another consult type from the Consults dialog.
Otherwise, click Done to close the Consults dialog.

13. The consult can be signed now or later.

e If signed now, the consult appears on both the Orders tab and the Consults tab.

e If signed later, the consult appears on the Orders tab (only) with a status of the
consult as (p) for Pending. This shows that it has not been accepted by the
service filling the order.

4.1.6.4 New Consult Using Quick Orders

Your site may choose to only use Quick Orders for consults or create menus of

Consult Quick Orders. The Consult button on the Consults window is controlled by

the following parameter:

ORWDX NEW CONSULT

At the new Consult dialog default:

1 | User USR | Choose from NEW PERSON

2 Location LOC Choose from HOSPITAL LOCATION

3 | System SYS | DEMO.MEDSPHERE.COM

4 | Package | PKG | ORDER ENTRY/RESULTS REPORTING

Enter selection 3, System DEMO.MEDSPHERE.COM. The following appears:

-—— Setting ORWDX NEW CONSULT for System: DEMO.MEDSPHERE.COM ---

Setting this parameter replaces the generic consult dialog with your consult menu.
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Figure 4-14: Generic Consult dialog

Consult quick orders can have most or all of the fields already pre-populated with the
data to do the consult order quickly.

& Order a consult x|

Consul to Service/S U Attention
=] [RouTine ER =

JVYH Diabebe Eve Screen
-l Patiert will be seen as ant  Place of Consullation
" Inpatient & Outpatient [CONSULTANT'S CHON »|

JWH Diabehc Eve Screen

T prr— =l Provisional D (REQUIRED)
Reason for Request I Lexicon |
Type of Diabetes: Type

1l diabetes, Gestaticnal Diabetes

Length of Diabetes: <5 years
Diabetic Complicatiocns:

Vision issues: Mone

JYM Diabetic Epe Screen Cons CONSULTANT'S CHOICE ;I

[~
E

Figure 4-15: Quick Orders Pre-Populated Fields
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4.1.7 Completing Consults

A consult can be completed using either the Consults component or the Notes
component. Both methods are described.

The Complete action updates the CPRS status of a consult from Active to Completed.
The Completed status links to TIU so findings can be entered.

This action informs the system that the consult is finished.. An alert is sent to the
Consult Originator and marks the record as complete.

This action not only updates the current status on the consult but also updates the Last
Activity field to COMPLETED.

This topic contains the following information:
e Completing a Consult using the Consults Component
e Completing a Consult using the Notes Component

e Administratively Complete a Consult

4.1.7.1 Completing a Consult Using the Consults Component

Select a visit, and then follow these steps to complete a consult using the Consults
component:

1. Select the Consults component.

2. From the Action menu drop-down click Consult Results, and then
Complete/Update Results. The Consult Note Properties dialog displays.

Consult Note Properties

Froorezs Mobe Title: Il | 4 [
ALDIOLOGY <ENTAUDIOLOGY COMGULTS .
CHILD <WELL CHILD COMSULT NOTE> 2l Cancel |
CONSULT <ENT-AUDIDLOGY CONSULT> ||

COMSULT <PHARMACY COMSULT MOTE:

COMSULT «WELL CHILD COMSULT NOTE:

EMT <EMT-AUDIOLOGY COMSULT:

EMT-AUDIOLOGY COMSULT LI

Date/Time of Mote: [265ep-2004 10:26  -..]

Auther; [Doctor Test |

Figure 4-16: Consult Note Properties dialog

3. Inthe Progress Note Properties dialog, select a consult note title for the Progress
Note Title field so the note can be auto-saved.
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The application automatically populates the date and time of the note as well as
the author. These fields can be corrected, if necessary.

The note titles listed on the Consult Note Properties dialog come from the
CONSULT document class. The Clinical Coordinator is responsible for this
document class.

Click OK

Create a note by typing the text in the right panel, by using templates (click the
Templates button), and by including any reminders (click the Reminders button).
Be sure to include any test results.

To change the title of the note, click the Change button (above the text of the note
in the right panel) or select Consult Results from the Action menu drop-down, and
then click Change Title. The Consult Note Properties dialog opens.

The right panel has a right-click menu for editing the text of the note. These
features are the top-most options on this menu.

Ut L
Copy Ch

Paste ChrH
Reformat Paragraph Chl+R
Firrd i Selecten ate)Corsult

i..l. I.:-'.". -."..:_

Check Grammar

Check Speling

Figure 4-17: Edit Options on Right-Click Menu

The Reformat Paragraph option can be used when there are two sentences that are
separated by a return and one paragraph is desired. In that case, place the cursor
before the first sentence and then select the Reformat Paragraph option.

From the Action, and then Consult Results menu, select either Sign Note Now or
Save without Signature. These features are also available from the right-click
menu.

e If you Save Without Signature, the status of the consult becomes (pr) for
Partial Results.

e If you Sign Note Now, the status of the consult becomes (c) for Completed.

4.1.7.2 Completing a Consult Using the Notes Component
Select a visit, and then follow these steps to complete a consult using the Notes
component:
1. Select the Notes component.
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2. Click New Notes. Or select Action, and then New Progress Note.

3. Inthe Progress Note Properties dialog, select a consult note title for the Progress
Note Title field so the note can be auto-saved.

4. In Progress Note Title, select which consult to which to attach the note. A consult
must be selected. The options appear in a Progress Note Properties dialog below
the other note data.

Progress Note Properties

Progress Mote Titke: [COMSULT <DM EDUCATION COMSULT> [ ok |
COMSULT <DEMTAL COMSULT i
CONSULT <DIETETICS CONSULT> B Cancel

COMNSULT <D EDUCATION CONSULT>

COMSULT <M COMSULT RESULTS»

COMSULT <PT COMSULT:

COMTRACT <FalN CONTRALCT:

COPY <E-COPY DISCHARGE INSTR NOT RECERED: :J

Date/Time of Nule:llel.iQEl'IE'l?:?? ass

Author: [User Demo e

This progrezs nobe bile must be associated with a consult request, CT—————
Select one of the following or press cancel and chaoose a difesent title, _ 12w Unresolved I g st

Consulk Request Date Service Procadure Statuz H Motes

|Jul 19121726 Sy DIABETIC EVE SCREEM PEMDIN
Figure 4-18: Progress Note Properties Title List

If there is no consult waiting for resolution, that title is not selectable and a
warning message appears.

x

P
I i
'0' This title requires the selection of an associated consult request,

Figure 4-19: No Consults Waiting Warning Message

Additional items appear on the dialog for titles that require entry of a cosigner or
an associated consult after the Consult Title is completed.
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If necessary, change the note date by clicking the Ellipsis button next to the
Date/Time of Note field and selecting a new date.

6. If necessary, change the note author by making a selection from the Author: drop-
down list.

7. Select the Consult, and then click OK.

8. Type a note, including any test results.

The Templates button may be used to insert template information in the text of the
note. In addition, there is a right-click menu to aid in editing the text.

Figure 4-20: Edit Options on Right-Click Menu

Ut [ b
feapy Gl
Paste ek

Reformat Paragraph Chrl+R

Fmi SelEche dPNEtE Eor sk

Check Grammar
Check Speding

9. From the Action menu, select either Sign Note Now or Save without Signature.
These same options are available on the right-click menu in the text of the note.

The note appears on the Notes tab, as well as on the Consults tab.

If you Save Without Signature, the status of the consult becomes (pr) for Partial
Results. If you Sign Note Now, the status of the consult becomes (c) for
Completed. Refer to the Electronic Signature topic for more information about
signing the note.

4.1.7.3 Administratively Complete a Consult

If a user is set up as either an Administrative User or on an Administrative User
Team, this option exists to perform an Administrative Complete action. An

Administratively Complete does not have results attached to it.

Follow these steps to administratively complete a consult.
1. Select the Consults component.

2. Select the consult to administratively complete.

3. From the Action drop-down, select Consult Tracking, and then Administratively

Complete. The Administratively Complete dialog opens.
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Administratively Complate

Sighificart Findings - Cuerent status Yes
¥ Yes ™ Ma 7 Unknawn

Cameresriz

1 3 i 1 = =7 L b I = 1 = ]
thdminiatracively complated this consulc S5=35-04

DateMime of this action Resporsble Peron
| |juhﬂr§nn,[anl_l,ln _1_-J

oK Carc=l

Figure 4-21: Administratively Complete dialog
4. Select the appropriate option button in the Significant Findings panel.

5. Type comments about the consult in the Comments field. This field has a right-
click menu to aid in editing the text.

6. Enter the date and time in the Date/time of this action field, or click the Ellipsis
button to select the date and time from a calendar.

7. When the Administratively Complete dialog is finished, click OK. The Activity
Grid of the text of the consult shows COMPLETE/UPDATE, along with any
comments below that row in the grid.

4.1.8 Using the Information in a Signed Consult
The text can be selected in the consult. The right-click menu contains text-editing
options (like copy). Then you can paste the selected text into another free-text field
with the EHR application or into another application, like MS Word.

4.1.9 Consult Tracking and Consult Results Features
Individuals chosen as a service individual to notify an update user or an
administrative user are able to track the consults using the RPMS-EHR. This means,
if that user updates status for cardiology, that user is not be able to track ENT
consults, for example.
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The Consult Tracking menu in the Action drop-down contains several features for
tracking a consult.

Receive

Schedule

Cancel (Deny)
Edit/Resubmit
Disconkinue

Eorward

Add Comment
Significant Findings
aaministrative Complete

Display Details
Display Resulks
Display 5F 513
Prink SF 513

Figure 4-22: Tracking Consult Options

Only the active options available for a particular consult can be selected. Non-active

options are disabled on the menu.

The Consult Results menu in the Action drop-down contains several features for

entering results for a consult.

CompletefUpdate Resulks, .,

Make Addendum. ..

Attach Medicine Resulbs
Remoye Medicine Results

Change Title..
Reload Boilerplate Texk

Add to Signature List
Delete Mote. ..

Edit MNate. .,

Save Without Signature
Sign Mate Maow, ..

Identify Additional Signers

Prink Maoke

Figure 4-23:Consult Results Options

The RPMS-EHR does not use the Attach Medicine Results nor the Remove Medicine
Results options. These options require a medicine package currently unavailable in
the IHS RPMS-EHR.

The following table explains consult information and its function:
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Information Type | What it Does

Comments Adds a note to the text of a consult regarding how to administer the
consult.
Note Updates the consult and changes its status from Active to

Complete. The note becomes a Related Document of the consult.

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

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

4.1.10 Add a Commentto a Consult

The Add Comment action enables the user to append a comment to a consult when
important information about the consult needs to be added to the original order, or
when a caregiver needs to furnish information before the consult is ready to be closed
out.

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

Follow these steps to add a comment to a consult:

1. Select the Consults component.
2. Select the consult to which you want to add a comment.
3. From the Action drop-down, select Consult Tracking.
4. Click Add Comment. The Add Comment to Consult dialog opens.
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Add Comment to Consult

Comments

et =

& alert vall automatically be sent to the ardenng provider and bo notificabion necipients fos ths senace.
™ Send additional abaits
Dhabe/time of thiz achon

0K Cancel

Figure 4-24: Add Comment to Consult dialog

5. Type the text of the comment in the Comments field. This field has a right-click
menu to aid in editing the text.

6. Enter the date and time in the Date/time of this action field, or click the Ellipsis
button to select the date and time from a calendar.

7. If you want to send an alert about this comment, check Send alert to display the
Send Alert dialog.

Send Alert B
Select or enter name Cusrently selected recipients

m Doctos, Test

Dactor, Tany

[ractor YCPRS

Dramkrri James S

Draky Patay K. J
Dovle Clarizza

Drale Ik

[rale. ames [

[rae.Sandy L

DR Valeris

Dhiewery

Dhill. Crinway ﬂ

oK ] Cancel ]

Figure 4-25: Send Alert dialog

8. In the Select or enter name field, choose a name from the list or type a name. That
name appears in the Currently selected recipients field.
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9. To remove a name from the Currently selected recipients field, select it.
10. When the Send Allert dialog is complete, click OK to have an alert sent.
11. When the Add Comment to Consult dialog is complete, click OK.

12. The added comment information is added to the text of the consult in the Activity
grid, followed by any comments that were added.

Facility

Aotiwvity Date/Times/Zone Desponsible Person  Entered By
CPEE RELEASED ORDEER 037804 10:25 DOCTOR, TEST DOCTOR, TEST
PRINTEL TO 03s28s04 10:-EE

BAQD DHCP 33 COMPER

ADDED COMMENT 0 0 DOCTOR, TEST

DOCTOR, TEET

hlocked nasal passage on the

Figure 4-26: Added Comment in the Text of the Consult

4.1.11 Cancel (Deny) a Consult
The Consult Receiver uses this feature to cancel a consult for completion. You must
enter a comment concerning the reason for this action.
The Consult Originator is automatically sent an alert that the request has been
cancelled. The Consult Originator then has the option of editing and resubmitting the
request.
Follow these steps to cancel a consult:
1. Select the Consults component.
2. Select the Consult to cancel.
3. From the Action drop-down menu, select Consult Tracking.
4. Select Cancel (Deny). The Cancel (Deny) Consult dialog opens.
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4.1.12

o

Cancel {Deny) Consult

Comments

[rztesioee of thiz action  Achon by

I J |DDE|G’,TE-3| =]

Ok Cancel

Figure 4-27: Cancel (Deny) Consult dialog

Type the reason for the denied consult in the Comments field. Be specific enough
so that the Consult Originator can correct and resubmit the consult. This field has
a right-click menu to aid in editing the text.

Enter the date and time in the Date/time of this action field, or click the Ellipsis
button to select the date and time from a calendar.

If this action should be by another person, select a name from the drop-down list
for the Action by field.

When the Cancel (Deny) dialog is complete, click OK to have the cancelled
consult information added to the text of the consult in the Activity grid, followed
by any comments that were added. The status of the consult becomes (x) for
Cancelled.

Discontinue a Consult

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

The Discontinue action differs from the Cancel action in that there is no
Edit/Resubmit action available on a discontinued order.
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This action changes the status of the consult to (dc) for discontinued. A notification is
automatically is sent to the Consult Service, with information about why the consult
was discontinued.

Follow these steps to discontinue a consult:

1. Select the Consults component.
2. Select the consult that you want to discontinue.
3. From the Action drop-down, select Consult Tracking.
4. Select Discontinue. The Discontinue Consult dialog opens.
Discontinue Consult
Comments
Thiz consulet nesds more informarion absue che blacked nasal Paszajge Sxam. d

D zteftims of thiz action  Achon by

I J |DDC|.IJ'_,TE-S|. =

0K Cancel

Figure 4-28: Discontinue Consult

5. Type the reason for discontinuing the consult in the Comments field. This field
has a right-click menu to aid in editing the text.

6. Enter the date/time in the Date/time of this action field, or click the Ellipsis ()
button to select the date and time from a calendar.

7. If this action should be by another person, select a name from the drop-down list
for the Action by field.

8. When the Discontinue Consult dialog is complete, click OK.
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The status of the consult changes to (dc) for discontinue. The discontinue consult
information is added to the text of the consult in the Activity grid, followed by
any comments that were added.

[ ISCONTINUED

LOCTOR, TEST

DOCTOR,TEST

lentered) 10/

This consult needs more information about the blocked nasal passac

Figure 4-29: Discontinued Information About the Consult

4.1.13 Display Details of a Consult
The details of a consult include:

e Current Primary Care information

e Current Eligibility information

e Order information

e Activity record

e All signed notes

e Information about unsigned notes

e Notes, Results, and Addenda

e All other fields associated with the consult

Use this feature when to return to the details of a consult when the results of a consult
are displayed. Follow these steps to display the details of a consult:

1. Have the results of a consult displayed in the right panel.
2. From the Action drop-down, select Consult Tracking.

3. Select Display Details. The details about the consult display in the right panel.

File Wiew Achon  Dplions

Al Consults Sep 23,04 [e] FEMTAUDIDLOGY Cons Coneut #: 30
!—'-?E; Al consulls Current Pat. Stacus: futpatient

[5] Oct07.04 () ENT-AUDIOLOGY Core Corsuik #: 35
|5] Ot 07.04 [p) EMT-AUDIOLOGY Cong Consult B 36 Ordaz Iaformation

%] Ot 07,04 (p] ENT-AUDIOLOGY Cons Consul 8 34 i"—f S“;"’“?’ ) g’f;iﬁizm”

. BP "' o) Elec""‘ Conault : 32 n:zeszz;c;;widﬂ: DOCTOR, TEST

ﬁ Sep 23.04 [ "ENT-ALUDIOLOGY Cons Congult 3#: 30 arvics is to bhe rendered on an DUTPATIENT basis
5] Sep 2204 [p] PODIATRY Cons Consult #: 26 Plars: Consultant’s choice

G

[5] Aug17.04 (o) CARDIOLOGY Cons Consult 8 10 Urgeney: EBoutine
Orderable Item: ENT-AUDIOLOGT
Consult: Consult Begquest —

Peason For Reguesc:
PATIENT IS BEING REFERRED TO CROW ENT-AUDIOLOCY
DEPARTHENT FOR EVALUATION.

Ile Corsul
Mew Procedise

-5, Related Documents
B Sep23.04 ENTAUDIOLOGY COMSULT (#112). 09GI

1. PATIENT IS A MEWLY DIACHOSISED WITH:

2. ATTENTION:

Figure 4-30: Details of a Consult
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4.1.14 Display SF 513 for a Consult

Follow these steps to display the SF 513 information about a consult:
1.

2
3.
4

5.

Select the Consults component.
Select the consult about which to display SF 513 information.

From the Action drop-down, select Consult Tracking.

Select Display SF 513. The SF 513 information displays in a pop-up.

£ 5ep 23,04 (c) *ENT-AUDIOLOGY Cons Consult &: 30

Ta: ENT-AUDIOLOCEY

Requesting Facilicy: CROW HO

REASON FOR REQUEST: (Conplaints and [indings)
PATIENT IS EEING REFERRED TO CROW ENT-AUDIOLOGY
DEPLRTHENT FOR EVALUATION.

1. PATIENT I: A MEWLY DIRGHOSISED WITH:

2. ATTENTION:
ATDINLOGT=E. HOEER

3 FENTITORS TR TITT s Tl m aamn fomn s mm sl T s s wsm 0 on mes ol d v B b s s

Consult Regquasc: Consult |Conisalt Mo, :

From: QLCEMERAL | Recqaested: 0972372004 LE2:24 pc

nnnnnnnnnnnnn T P R PP P T T T e P P PP PP PP PP PR R gy |

----------

Figure 4-31: SF 513 Information About a Consult

Click Close to dismiss the pop-up.

4.1.15 Edit/Resubmit a Consult

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

Follow these steps to edit and resubmit a consult:

1.

Select the Consults component.

2. Select the cancelled or denied consult that you want to edit and resubmit.

3.

From the Action drop-down, select Consult Tracking.
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4. Select Edit/Resubmit. The Edit/Resubmit a Cancelled Consult dialog opens.

o Edit /Resubmit a Cancelled Consult

Consull bo Service!Specially Altertion
I_-. b dadichooy j J j
; Place of Conzutator
Displsy Comments:  Cancellstion | Fatent will be seen as an;
ispiay 1 A |COMSULTANT'S CHOICE =
GHES Provizional Diagnosiz
Hews Comments: ]
Reasor fioe Conzull
]
4. ADDITIONAL COMMEMTE:
&. EECOMENDATIONE-TREATHMENT GOALS:The rescing should determine if che
[:-&E,i&nl.', nesds & }].ES.I‘.‘j_hg aid.
=
Fiesuitrek Carcel

Figure 4-32: Edit/Resubmit a Cancelled Consult

5. Click Cancellation to review the reason for denial on the Cancellation Comments
pop-up.
C Cancellation Comments
CANCELLED: Zep 23, Z0040L0:35:08 BY: DOCTOR,TEST
NHeed to hawe more information about the blow to the head, like which side
and what analysis did you use to determine there might be a hearing Loss?
Figure 4-33: Cancellation Comments Pop-up
6. Click Close to dismiss the pop-up.
7. You can add a new comment in the Reason for Consult field.
8. If needed, more comments can be added in the New Comments field. This field
contains a right-click menu to aid in editing the text.
9. When the Edit/Resubmit a Cancelled Consult dialog is complete, click Resubmit.
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The edit/resubmit information is added to the text of the consult in the Activity
grid.

EDITREZUENITTEL 10707704 17:15 DOCTOR, TEST DOCTOR, TEST

Figure 4-34: Edit/Resubmitted Information in Text of Consult

4.1.16 Forward a Consult

Use this feature when the incorrect service receives the consult. For example, this
action could be used when Cardiology Service has mistakenly received a consult that
should have been sent to Hematology Service.

Follow these steps to forward a consult:
1. Select the Consults component.

2. Select the consult that you want to forward.
3. From the Action drop-down, select Consult Tracking.

4. Select Forward. The Forward Consult dialog opens.

Forward Consult

Comments
=
Pham :"I
Puiest <Chaolin: .I.|
=l Al Semices =
- Candiology
i Chaplin
- Ekg
- Endacrinolagy
- EntAudiology
i Mutition Request
i Pharmacy
- Padialy st =]
- Pulmaonary
i Rezpiratory Theragy ﬂ
Urgency Date/trne of tes action Aesponzible Person
[Routine 21 ] | [Doctor Test =]
Attention
| | 0K Cancel |
Figure 4-35: Forward Consult dialog
5. Select the correct service in the To service panel.
6. If applicable, type in or select the Attention care giver in the Attention field.
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4.1.17

7. Type the reason for forwarding the consult in the Comments field. This field has a
right-click menu to aid in editing the text.

8. Enter the date/time in the Date/time of this action field, or click the Ellipsis button
to select the date and time from a calendar.

9. When the Forward Consult dialog is complete, click OK.

10. The forward consult information is added to the text of the consult in the Activity
grid, followed by any comments that were added.

DOCTOR, TEST

FORWARDED» FROM 10y LOCTOR,TEST
lenteread)] 10/ 3

ENT-AUDIO

his consult w

Figure 4-36: Forwarded Consult Information in Text of the Consult

Make Addendum to a Consult

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

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

Follow these steps to add an addendum to a consult.
1. Select the Consults component.

2. Select the note about the Consult.
3. From the Action drop-down, select Consult Results.
4

Select Make Addendum.

Note: Alternatively, you can also select Make Addendum on the
right-click menu.

5. Type the supplementary information about the patient’s condition in the right
panel.

6. As with other TIU objects, information can be added to the addendum by clicking
the Templates button and/or the Reminders button. Both buttons add boilerplate
information to the addendum text.
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7.

To change the properties of the addendum, click the Change button, or select
Consult Results from the Action drop-down, and then Change Title. The
Addendum Properties dialog opens.

Addendum Properties

Addendum to: | Addendum toe ENT-AUDIOLOGY CONSULT Adderdum to

Adderduen boc ENT-AUDIOLOGY CONSLILT Addendum to

e

Date/Time of Mote: [P3-5ep-2004 1312 .o

Auythao: ID:::('!:-::LT sl j

Figure 4-37: Addendum Properties dialog

Change the information on the Addendum Properties dialog as needed. Then click
OK. The information above the text of the addendum shows your changes.

When the addendum is complete, it can be saved without a signature or signed
now.

e To save it without a signature, from the Action drop-down select Consult
Results, and then Save Without Signature, or select Save Without Signature
on the right-click menu.

e To sign it now, from the Action drop-down, select Consult Results, and then
Sign Note Now, or select Sign Note Now on the right-click menu. Add your
electronic signature to the next dialog.

4.1.18 Print SF 513 for a Consult
Follow these steps to print the SF 513 information about a consult:

1.

2
3.
4

Select the Consults component.
Select the consult about which you want to print SF 513 information.
Select from the Action drop-down, select Consult Tracking.

Select Print SF 513. The Print SF 513 dialog opens.
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= Print SF 513
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Figure 4-38: Print SF 513 dialog
5. Enable the appropriate option button in the Print panel.

6. Normally, the right margin and the page length values (measured in characters)

are already defined by the print. Select a printer to which you want to output the
information.

7. Whatever is selected adds a label to the dialog, such as: Print Chart Copy on:
<selected device>.

8. Check Save as user’s default printer, if appropriate.

9. Click OK to have the information output to the selected printer.

4.1.19 Receive a Consult

The Consult Receiver uses this feature to acknowledge receipt of a new consult in the
Service and to change the current CPRS status of the consult from Pending to Active.

This action puts the receiving service on record as accepting responsibility for
completing the consult.

Follow these steps to receive a consult:
1. Select the Consults component.

2. Select the Consult to receive.
3. From the Action drop-down, select Consult Tracking.

4. Select Receive. The Receive Consult dialog opens.
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Receive Consult

Comments
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Figure 4-39: Receive Consult dialog

5. Enter comments about receiving the consult in the Comments field, for example,
if there is anything unusual about the consult. This field has a right-click menu to
aid in editing the text.

6. Change the date and/or time, if needed. Enter the date/time in the Date/time of
this action field, or click the Ellipsis button to select the date and time from a
calendar.

7. If this action should be by another person, select a name from the drop-down list
for the Action by field.

8. When the Receive Consult dialog is complete, click OK. The status of the consult
becomes (a) for Active.

The received consult information is added to the text of the consult in the
Activity grid, followed by any comments added.

Aotivity Date/Time/Zone Besponsikle Person Entered By
CPRS RELEAZSED OFDER 100704 13: 36 LOCTOR,TEST DOCTOR,TEST
PRINTELD TO 10707704 13:36

EAD OHCP 332 COMPR

er—— DOCTOR,TEST
Consult res

Figure 4-40: Received Consult in the Text of the Consult
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4.1.20 Schedule a Consult

The Consult Receiver uses this action. The Schedule a Consult does not actually
schedule an appointment or link to a scheduling package. It does allow a convenient
way to annotate a consult after an appointment has been scheduled by some other
means. The Comments most likely will explain when the consult is scheduled.

This action changes the status of the consult to (s) for Scheduled.

Follow these steps to schedule a consult:

1. Select the Consults component.

2. Select the Consult to receive.

3. From the Action drop-down, select Consult Tracking.

4. Select Schedule. The Schedule Consult dialog opens.
schedsleCopgalt

Comments
Scheduled wich Sars =]
|
[~ Send st
D ate/tene of thiz achion Pezponsible Pesson
I ___j |Dnc,lur,Tcsl =]
0K Cancel |
Figure 4-41: Schedule Consult dialog

5. Type the comments about the scheduled consult in the Comments field. This field
has a right-click menu to aid in editing the text.

6. Enter the date/time in the Date/Time of this action field, or click the Ellipsis
button to select the date and time from a calendar. The date/time here must
established by the healthcare facility as to its meaning. Either it is the date the
Schedule a Consult dialog was completed or it is the date for which the consult is
scheduled.
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7. If this action should be by another person, select a name from the drop-down list
for the Responsible Person field.

8. If you want to send an alert about the scheduled consult, check Send alert to
display the Send Alert dialog.

Send Alert

Select of enter name Cusrently selected recipients

m Doctos Tast

Dractor,Tony

[octor WVCPRS
DramkmriJames S

[raty Fatan k., __i
Diopde, Clasissa

Drale The

[rapde. ames O

Drale,Sandy L

DR Valeris

Dz Jemy

il Cralag =l

oK, ] Cancel |

Figure 4-42: Send Alert dialog

a. Select a name in the Select or enter name field. That name will appear in the
Currently selected recipients field.

b. To remove a name from the Currently selected recipients field, select it.

c. When the Send Alert is complete, click OK to have an alert sent. Otherwise,
click Cancel to not send an alert.

9. When the Schedule Consult dialog is complete, click OK. The status of the
consult changes to (s) for Scheduled.

10. The scheduled consult information is added to the text of the consult in the
Activity grid, followed by comments that were added.

Activitcy Late/TimesZone Besponsible Person Entered By
CPRS RELEASED ORDER 1007704 13:36 LOCTOR, TEET DOCTOR,TEET
PRINTED TO lo0/07/04 13:36

EAOD OHCPF 33 COMPER
RECEIVED 1007704 LOCTOR, TEST DOCTOR,TEST

{entered) 1007704 13:37
Consult receiwed and handled owver to G. Jeanotte

DOCTOR,TEST

DOCTOR,TEST

SCHEDULELD
{entered) 10/
Dana

Srcheduled consult with

Figure 4-43: Scheduled Consult in Text of the Consult
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4.1.21 Significant Findings for a Consult

The Consult Receiver uses this action to mark a consult has having significant
findings. When this action is completed, an asterisk (*) precedes the name of the
consult.

The significant findings action allows a clinic or service to append a significant
findings flag onto a consult, whether completed or not.

Follow these steps to enter significant findings for a consult:
1. Select the Consults component.

2. Select the consult to which you want to add significant findings.
3. From the Action drop-down menu, select Consult Tracking.
4

Select Significant Findings. The Update Significant Findings dialog opens.

Shgnificant Findings - Cuarent stabus: Mot et entered
™ Yes " Mo * Urnkrown

Comments

| =

i alert will automatically be sent to the ordering provider and to notification recapients for this sanace.
[ Send additional alerts
Drate/time of this schon

1] Cancel

Figure 4-44: Update Significant Findings dialog
5. Enable the appropriate option button in the Significant Findings panel.

6. Type information about the findings in the Comments field. This field has a right-
click menu to aid in editing the text.

7. Enter the date/time in the Date/time of this action field, or click the Ellipsis button
to select the date and time from a calendar.
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8.

To send an alert about the significant findings, check Send alert to display the
Send Alert dialog.

Send Alert x

Select o enter name

[Docto Tex!

Doctor, Tony
[octor WVCPRS

Cusrently zelected recipients
Doctor, Test

DontresJames 5
Craty Patsy k.
Doye Clarizsa
Droyle lhs
Dode James D
Drode Sandy L
DR Walerie
Direwe ey

Dill Crougy

[

[

ok | cancet |

Figure 4-45: Sent Alert dialog

a. Select a name in the Select or enter name field. The name is added to the
Currently selected recipients field.

b. To remove a name from the Currently selected recipients field, select it.

c. When the Send Alert is complete, click OK to have an alert sent. Otherwise,
click Cancel to not send an alert.

When the Update Significant Findings dialog is complete, click OK.

An asterisk (*) shows before the consult containing significant findings.

&l Consults

H Oct07.04 (2] *EMT-aUDIOLOGY Cons Consult #: 35

Figure 4-46: Consult with Significant Findings in Left Panel

The signification findings information is added to the text of the consult in the
Activity grid, along with comments that were added.

5T FINDING UPDATE
Sigmificant findings were:

1007704 14:068 DOCTOR, TEST

11y left eye of patient needs correctiwve

(2) lump in throat was not cancerous.

Figure 4-47:Significant Findings in the Text of the Consult
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4.1.22 Viewing Consults

When a specific consult is selected, an area that lists any notes associated with the
consult is shown. Alternatively, a note entry may be clicked to view the full text of
the note.

An asterisk (*) preceding the title indicates that there are significant findings for that
consult. See the section Status of a Consult to review the meaning of the status of
each consult.

—— T
Patient Chart l\ STECEHOn Y

*Littlewalt Lyn || visi , I z ] Ho
|m—m o Purafg._t . || Wisit not selected ﬁ D . L) - & Im_?.hﬂr

Eile View Action Opbors
Al Cansults Sep 23 =] *ENT-ALDIOLOGY Cons Considt 8 30

=l Té':: Al consuts Current Pat. Status: Dutpatient ;I
(] 304 [c]EM
:_:_ SED 22.-94 [D] POC Order Ill'LEDrm.nbicm
i I .d\ugl?",Clli [Fl] iR Ta Scrw:.cl.:: EHT=AUD IOLOGY
From ZBervice: J1GENERAL
Requesting Provider: DOCTOR, TEST
Service iz vo be rendered on an OUTPATIENT basis
Place: Consultant's choice
Urgency: Rourine
Orderable Item: ENT-AUT LOLOGY
Consult: Consult Regquest
Paason For Beguest: s
‘I I ﬂ PATIENT I£ EEINC REFERPED TO CROW ENT-AUDIOLOCY
DEPARTHENT FOR EVALUATION.
Hew Congult
1. PATIENT IZ A HEULY DIAGHOSISED WITH:
Hew FProcedure

=& Related Documents

E| Sep22.04 ENT-
2. ATTENTION:

AUDIOLOGY-E. KOEER

3. SERVICEZ DESIRED: This patient needs hearing tested in both sars.

4. ADDITIDONAL COMMENTS:

MNetifications 4 Coves Sheel 4 Piob/P0V 4 Seivices 4 'Notes ' Oidess o Medeations 4 Labs 4 Welness 4D/ Sumim 4 Reports 4 Gonsilte

Figure 4-48: Text of Selected Consult

Follow these steps to view consults for the selected patient:
1. Select the Consults tab.

2. Select the consult to view from the All Consults list.

3. The text of the consult appears in the right panel. Any notes associated with that
consult appear in the Related Documents panel. To view the text of a related note,
select the note.

4. The contents of a selected consult may be printed by selecting File, and then Print.
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4.1.23 Changing Views

Changing the view of the Consults list enables the viewing of the list of consults
based on one of several criteria which speeds up the selection process.

The Consults view can be set to only include the following problems:
e All Consults (displays all consults for the current patient)

e Consults by Status (select a status and sort order)

e Consults by Service (select a service and sort order)

e Consults by Date Range (select a date range and sort order)

To change the view, select the View menu and then select the desired list items. This
action changes what consults are listed in the upper-left panel of the Consults tab.

Select the Custom View option on the menu to further focus the list of consult notes
which to view.

Eile | Wiew fction  Options
alce Al Consults
Consules by Skatus
Consules by Service
Zonsules by Dake Range

Cuskom View

Save as Default Wiew
Return to Default Yiew

Icon Legend

Figure 4-49: Selecting the Custom View Option

From the List Selected Consults dialog, opt to display consults by any combination of
service, status, date range, group, and sort order.
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List Selected Consults

Senvice Shatus
m = Dizcontinued -
J Complete
- : Perding
= AllServces Active
Cardiology Seheduled
Chaplin Partial Results
Contact Lens Request Canceled j
Ekg Beginring D
eginning [ate
Erdacrinology I _I
Ent-fudiclogy
Eveglazs Request Ending Date
Horme Dxygen Request IT DAY '_I
Muknbon Request
Pharmacy Gioup By
Podiatiy finone) =
Prosthebcs Reguest
Prdmorsary St Order
Respaaton Thetapy (" Ascendrng [cldest fist]
Test Congudt . .
i+
Wed Chid Consih . +  Descendng [newest first) |
ok |  Concel |

Figure 4-50: List Selected Consults dialog for Custom View

After clicking OK, the consults with the specified features display in the upper, left
panel of the Consults tab.

4.1.24 Consult Notes

4.1.24.1 Notes Associated with a Consult
The notes associated with a consult appear in the lower left panel of the Consults tab
under Related Documents.
The = icon indicates a note, while the [*] icon indicates an addendum.

E---FQ_E; Related Daocuments
= Sep 2304 ENT-
‘ Ot 08,04 A

1| | b

Figure 4-51: Related Documents for a Consult
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4.1.24.2

4.1.24.3

There are several edit features associated with notes. They are found on the Consult
Results menu as well as on the right-click menu in the text of the note.

i

Copy Chrlpe

Pacte Chry
Fabormat Paragraph ChrlR
Fird i Selecbed Fiate Eoault
REplace ek

Check Grammar

Check Speding

Figure 4-52: Edit Features for Notes

Add to Signature List for Notes of Consult

The Add to Signature List feature places the unsigned note with other orders and
documents which need signatures for the current patient on the Notification tab.

Follow these steps to add the note of a consult to your signature list:

1. Select the Consults component.
Select the consults having the unsigned note.
Select an unsigned note.

From the Action drop-down menu, select Consult Results.

o M W DN

Select Add to Signature List. Alternatively, select the Add to Signature List
option on the right-click menu.

The selected note appears on the Notifications tab (along with other documents and
orders).

Delete Note of Consult

The delete note applies to a note or addendum associated with a consult that is not
complete.

Follow these steps to delete a note:
1. Select the Consults component.

2. Select the note (or addendum) of a consult that is not complete.
3. From the Action drop-down menu, select Consult Results.
4

Select Delete Note. Alternatively, select Delete Note from the right-click menu.
The Confirm Deletion message appears.
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5.

Confirm Deletion E
:} Ok 05,04 Addendum bo ENT-AUDIOLOGY COMSULT, D1GENERAL, TEST DOCTOR
. -
[relets this note?

Figure 4-53: Confirm Deletion of Note

Click Yes to delete the note. Otherwise click No. If you selected to delete the
note, it is removed from the Related Documents of the selected consult.

4.1.24.4 Edit Note of Consult

The edit note applies to a note or addendum associated with a consult that is not
complete.

Follow these steps to edit a note:

1.

2
3.
4

o1

Select the Consults component.
Select the note (or addendum) of a consult that is not complete.
From the Action drop-down menu, select Consult Results.

Select Edit Note. Alternatively, select Edit Note from the right-click menu. The
text of the note appears in the right panel where you can change the note.

Use the Templates button or the Reminders button to add text to the note.
When the note is complete, sign now or save without signature.

e To save it without a signature, from the Action drop-down menu, select
Consult Results, and then select Save Without Signature. Alternatively, select
Save Without Signature from the right-click menu.

e To sign it now, from the Action drop-down menu, select Consult Results, and
then Sign Note Now. Alternatively, select Sign Note Now from the right-click
menu. Add your electronic signature to the next dialog.

4.1.24.5 Identify Additional Signers for Consult Note

Use the Identify Additional Signers feature to need additional signers, such as for
users in a training capacity.

Follow these steps to identify additional signer for a signed note associated with a
consult:

1.
2.

Select the Consults component.

Select the note of the consult for additional signers.
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3. From the Action drop-down menu, select Consult Results.

4. Select Identify Additional Signers. Alternatively, select Identify Additional
Signers from the right-click menu. The Identify Additional Signers dialog opens.

Identify Additional Signers

Aughor [not ecitable) Ewpected Cosigrer [nof edtabla)
[I.I fik gy | =

Select ar enter addbicnal zigners Curent additionad zigners

|
Acton Enic :l
|

fdarns B obert C

Lugalar g
Alcoholismcounssion Steven Rol
Alcoholismcounssion Steven Rol
Alden,Conteact

Alder.Kaliy

Alden Matlan

Alder Matp )

Allaic Biiar Al

Allard,lh:

Allard Lo 5 ﬂ

oK | caes |

Figure 4-54: Identify Additional Signers dialog for Notes to Consults

5. Select the additional signers from the scroll list of the Select or enter additional
signers panel.

6. The additional signer names appear in the Current additional signers panel. To
remove a particular name in this panel, select it and the name is removed from the
panel.

7. When this dialog is complete, click OK. In the text of the progress note near the
bottom, the following is shown:

* AWAITING SIGNATURE * <selected names>

4.1.24.6 Print Note
The print note action prints the information about the selected note.

Follow these steps to print the information within a note:

1. Select the Consults component.
2. Select the note of the consult to print.

3. From the Action drop-down menu, select Consult Results.
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4. Select Print Note. Alternatively, select Print Note from the right-click menu. The
Print dialog opens.

£ print FEE
Sep 23.04 ENT-ALDIOLOEY COMNSULT [H118]. [P
MGEMERAL, TEST DOCTOR = Chast Copy
" ‘woik Copy
Dievice
[
Wwindows Prinber -
S ¥ Y e
3 <BAD DI IFRINTER>
9 ¢BAD CHS 9PRINTER: 2 1]
23 <BAD OHCP 33 PRINTER:
35 «BAD OIM 35 SECRETARY PRINTER: B0
45 «MULL DEVICE
T4 <CRPCC DATAENTRY PRINTER:
139 <CR LAS LABEL PRINTER: =
Right I .angn I Page Length
[~ Save az default peintes (1] | Cancal |

Figure 4-55: Print dialog

o

Select the appropriate option button in the Print panel.

o

Select a printer.

~

Normally the right margin and the page length values (measured in characters) are
already defined by the printer. Your selections add a label to the dialog, such as:
Print Chart Copy on: <selected device>.

8. Select the Save as default printer check box, if applicable.

9. Click OK. The information about the note outputs to the selected printer.

4.1.25 Consult Addendum

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

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

Follow these steps to add an addendum to a consult.
1. Select the Consults component.

2. Select the note about the Consult.
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From the Action drop-down menu, select Consult Results.

Select the Addendum option. Alternatively, select Make Addendum from the
right-click menu.

Type the supplementary information about the patient’s condition in the right
panel.

As with other TIU objects, information can be added to the addendum by clicking
the Templates button and/or the Reminders button. Both buttons add boilerplate
information to the addendum text.

To change the properties of the addendum, click the Change button. Alternatively,
from the Action drop-down menu, select Consult Results, and then Change Title.
The Addendum Properties dialog opens.

Addendum Properties

Addendum to: I Adderdum toe ENT-AUDIOLOGY COMSULT Addendum to

Addendum boc ENT-2UDI0LOGY COMNSULT Adderdum b

i

Dale/Time of Mote: |P3-5ep-2004 1312 ...

At |DDdur.T = j

Figure 4-56: Addendum Properties dialog

Change the information on the Addendum Properties dialog as needed, and then
click OK. The information above the text of the addendum reflects your changes.

. When the addendum is complete, save it without a signature or sign it now.

e To save it without a signature, from the Action drop-down menu, select
Consult Results, and then select Save Without Signature. Alternatively, select
Save Without Signature from the right-click menu.

e To sign it now, from the Action drop-down menu, select Consult Results, and
then Sign Note Now. Alternatively, select Sign Note Now from the right-click
menu. Add your electronic signature to the next dialog.

4.2 Exams
The Exams panel is used to add, edit, or delete a patient exam. To view information
regarding the meaning of the results, click the Result heading.
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&P Exams: add | Edit | Delete |
Yigit Date | Exams | Result | Comments | Provider | Lozation |
01/29/2004 DIABETIC EVE ExAM MOORE.CATHERIME M CROW HO
01/23/2004 RECTAL ExaAM NORMAL/MEGATIVE  test MOORE CATHERIME M CROW HO

Figure 4-57: Exams Panel

When viewing the Location of the exam (not historical), it is defaulted to the
provider’s location (in the Exams grid).

This component can be configured so that a particular user or class cannot add/edit an
exam.

4.2.1 Adding an Exam

The Add function creates a current or historical exam, or creates a refusal for an
exam. To add an exam:

1. Select a visit.

2. Click Add in the Exams panel (or select the Add Patient Exam option on the
right-click menu) to display the Exam Selection dialog.

Note: Use the scroll bar to view all available exams. You can sort
either column by clicking its heading.

x|

Code | Exame / |

3 ALCOHOL SCREENING Sedect

k)| AUDITORY EVOKED POTENTIAL

41 COLOR BLINDNESS Canced
DENTAL ExAM

DEFRESSION SCREENING

DIABETIC EVE ExAM

DISBETIC FOOT ExAM, COMPLETE

E'YE EXAM - GENERAL

FALL RISE.

FOOT ExAM - GENERAL

FOOT INSPECTION

INTIMATE PARTMER WIOLEMCE

MEWBORAM HEARIMG SCREEM [LEFT)

MEWEBORM HEARIMG SCREEN [RIGHT)

SUICIDE RISE. ASSESSMENT

WTE RISK ASSESSMENT

HhE EERYBEIRE

Figure 4-58: Exam Selection dialog
3. Highlight the exam you want to add.

4. Click Select. The Document an Exam dialog opens. (Otherwise, click Cancel.)
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(= Documentanbam x|
Evam [AUDITORY EVDKED POTENTIAL _| o
Cancel
=l
| | & curent
Plovides IUSEH.DEHD ;l " Histosical
" Mot Done

Figure 4-59: Document an Exam dialog

Note: To re-display the Exam Selection dialog, click the Ellipsis
button next to the Exam field.

5. Select one of the following option buttons:

e Current Exam
e Historical Exam

e Not Done

4.2.1.1 Current Exam
To view an exam that is current:
1. Select the Current option button when the exam is for the current visit.

& Docomestanbxam x|
Exam [COLOR BLINDHESS _| o
Result | NORMAL/NEGATIVE = | c

Comment Commment here. ;l
2| | & cunent
PFrovide IUEEH,DEHD ;l " Histosical
" Mot Done

Figure 4-60: Document an Exam dialog
2. In Result, select the result for the exam from the drop-down list:

e Abnormal
¢ Normal/Negative
e Referral Needed

User Manual Updated Components
September 2014

171



Electronic Health Record (EHR) Version 1.1 Patch 13

3. Inthe Comment field, type a comment about the exam (if applicable). This field
has a right-click menu to aid in editing the text. Use this field to note abnormal
findings, for example.

4. If the provider of the exam is different from what is displayed in the Provider
field, click the Ellipsis button to display the Lookup Utility. There you can select
the proper provider. See Using the Lookup Utility dialog for Provider for more
information.

5. Complete the Document an Exam dialog. Refer to Completing the Document an
Exam dialog for details.

4.2.1.2 Historical Exam

You can add a historical exam by having no visit selected and clicking the Add
button. The Document an Exam dialog displays with the Historical option button
selected.

1. Select the Historical option button when the exam is for an historical visit.

x|
[P FO0T INSPECTION E e
Flesult | [None selected) =] =
Comment ,il
‘ =l | cunent
Provider [DEMO DOCTOR | |@ Histosca
" Not Done
Hiztoncal
Event Dats __J
Location | =l
1 |HSAT bl Facibty
" Dther

Figure 4-61: Historical Event Panel
2. In Result, select the result for the exam from the drop-down list:

e Normal/Negative
e Positive
e Referral Needed

3. In Comment, type a comment about the exam (if applicable). This field has a
right-click menu to aid in editing the text. You use this field to note abnormal
findings, for example.
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4.

If the provider of the exam is different from what is displayed in the Provider
field, click the Ellipsis button to display the Lookup Utility, where you can select
the proper provider. See Using the Lookup Utility for Provider for more
information.

Complete the Historical group box:

e Enter a date in the Event Date field by either manually typing it or by clicking
the Ellipsis button to select from a calendar. It must be a past date.

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

e |f the location is an official IHS facility, select the IHS/Tribal Facility Option
button.

You can select the location from the Lookup Utility dialog by clicking the
Ellipsis 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
displays. See Using the Lookup Utility dialog for Location for more
information.

e If your site has been configured with a default outside location, type OTHER
in the Location field. Then, when the View Visit Detail dialog displays, the
default outside location displays at the LOC. OF ENCOUNTER field.

e |f the location is not an official IHS facility, select the Other option button.
Enter the non-official location (for example, Dr. Example Doctor).

Complete the Document an Exam dialog. Refer to Completing the Document an
Exam dialog for details.

4.2.1.3 Exam Not Done

1. Select the Not Done option button when the exam was not performed.
& Documentanbam x|
Evam [FOOT EX&M - GENERAL -] =
Cancel
Commen |2t didet want exam =
i e curer
Frovider [USER.DEMO .| | T Historical
I _I + Mot Done
Figure 4-62: Exam Not Done dialog
2. In Reason, select the reason for the exam was not performed from the drop-down
list.
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3.

In Comment, type a comment regarding the exam not being done (if applicable).
This field has a right-click menu to aid in editing the text.

If the provider of the exam is different from what is displayed in the Provider
field, click the Ellipsis button next to display the Lookup Utility where you can
select another provider. See Using the Lookup Utility dialog for Provider for
more information.

Complete the Document an Exam dialog. Refer to Completing the Document an
Exam dialog for details.

4.2.1.4 Completing the Document an Exam dialog

After all fields have been completed, click Add to add the exam to the Exams panel.

(Otherwise, click Cancel.)

e After clicking Add on the current or historical dialog, the record, including any
associated SNOMED CT or LOINC, is added to the Exams component.

e After clicking Add on the refusal dialog, the record, including any SNOMED CT
or LOINC, is added to the Exams component as well as to the Personal Health
component.

4.2.1.5 Using the Lookup Utility dialog for Provider

Access the Lookup Utility by clicking the Ellipsis button at the end of the Provider

field. Use this dialog to search for and select a name for the Provider field.

Follow these steps to complete the Lookup Utility dialog for Provider.

1. Type a few characters in the Search Value field and click Search.

2. The appropriate names display in the lower panel of the dialog. If this is not the
data you are searching for, repeat Step 1.
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%
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| Prowvides /
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USER NURSE
USER.PHARMALCIST
USERREGRESSION T

Figure 4-63: Lookup Provider dialog After Search

3. Highlight the appropriate name in the lower panel and click OK. The selected
record populates the Provider field. (Otherwise, click Cancel.)

4.2.1.6 Using the Lookup Utility dialog for Location
Access the Lookup Utility by clicking the Ellipsis button at the end of the Location
field. Use this dialog to search for and select a location for the Location field.
Follow these steps to complete the Lookup Utility dialog for Location.
1. Scroll the list to the location and select it. Or, you can search for a location.

2. To search for a location, type of few characters in the Search Value field and click
Search.

The appropriate locations display in the lower part of the dialog. If this is not the
location you are searching for, repeat Step 2.
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4.2.2

4.2.3

3.

=
14
Search Value | Seaich I 4,

Select one of the following records

Location / =

ABERDEEN ADMIMISTRATION
|ABERDEEN AD
|ABERDEEN URBAM INDIAN CLINIC
|ABSENTEE SHAWMEE HEALTH CENTER
|ACL HOSFITAL
ACL-ATGES CENTER
ADAK
|ADAK, MEDICAL CLINIC
|ADDICTION RECOVERY UNIT
| AFTERCARE/ADOL OF PROG
AHMJI-BE-MAH-DIZ HALFWAY ;I

Figure 4-64: Lookup Location dialog After Search

Highlight the appropriate record in the lower panel and click OK. The selected
record populates the Location field. (Otherwise, click Cancel.)

Editing an Exam

An exam can only be edited until the visit attached to it is locked. At that time the edit
option is grayed out and not selectable.

1.

You can edit a selected exam by clicking the Edit button (or by selecting the Edit
Patient Exam option on the right-click menu). The Document an Exam dialog
displays, with the option button selected (you cannot change) and the fields
populated with data entered during the Add process.

Edit any of the fields on the dialog. See Adding an Exam for more information
about the fields.

After all fields have been edited, click Save. (Otherwise, click Cancel.)

Deleting an Exam

Exams can only be deleted while the visit is unlocked. After that date, the delete
option is not selectable.

1. Click the Delete button (or select the Delete Patient Exam option on the right-

click menu) to display the Remove Patient Exam? information message.
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Remove Patient Exam? [ =}

J) e you sure you wank to delete the DIABETIC EVE EXAM Exam evert?
es [

Figure 4-65: Remove Patient Exam Information Message

2. Click Yes to have the selected exam deleted from the Exam component.
(Otherwise, click No.)

Clicking Yes removes the record from the Exam component. This also removes it
from the Personal Health component. (The reverse is also true.)

4.3 Family History
The Family History component displays any family history information about the
patient.

Famip Histoyy . Aslhins Zone
-_ Fanmily History List ﬂ LIsaX'E:‘i:jii:tfgdg:ie&gﬁé;rl:e.?itara\atwe‘scnnditmn EelSETl Addgs‘aﬁml Edit Relation || Delete Relaton
Retation Name | Staus Age Bl o e of Death Wil Bt MUt B iy v | Conci (e Date o
bt T B3 Thae

TRV STy o o D Dot o vise
TRALVOTER STV GO St Mksboerrs WS TN Pk gl 62513 VinE
oA o ey 1 g g i O Rt 2 (o] 29205 VIn2
AUNT Patty Family history of ischemic heart disease | 07/17/2013 V173
Figure 4-66: Family History Component
This information comes from the Family History of the PCC patient record. It can
appear on the Health Summary report. The Family History actually stores data in two
files, one is a relationship file and the other is the Family History diagnoses. You can
enter, edit, and delete both relationships and diagnoses in this one component. Just be
aware of which you are working with.
The view contains one line for each condition, so there may be multiple lines for the
same Relation.
No visit is needed to use this component.
To view the UpToDate or other Web information about a Condition, refer to the Web
Reference topic.
To search for SNOMED CT codes mapped to an ICD, refer to the Get SCT Button
topic.
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4.3.1

Get SCT Button

The Get SCT button takes the ICD code from a historical entry that is not
SNOMED CT coded, launches to Apelon, and displays a list of SNOMED CT codes
that are mapped to that ICD.

An entry that is not SNOMED CT coded yet displays with an asterisk (*) in the
Provider Narrative/Condition column of the Family History component main
window. If the Provider Narrative/Condition column is empty, this also indicates the
entry has not been SNOMED CT coded yet.

The Get SCT button is only active when a Family History line item does not have a
SNOMED CT code assigned yet.

FamipHitoy | AsdhmaZoe

E Eamily History List Q Use Edil Relation lo delete, add, or edt a relative's conliion GetSCT | AddRelsion | EdiResion | Delels Relaion |
* Requires update to SNOMED CT

Relation Name Stalus AAL Co e of Death Mutipie Bith | MUBle Bt e i ative | Condiion
Death Tipe

Age at Date

Diagnosis  Madfied
NATURAL FATHER FRED LIING “Farnly Hestary Of Malignant Neoplasm OF Other Respiatory And 09/24/2003 V16.2
NATURAL MOTHER B0 and |Nakural causes TWIN, | sy Histo Of Deafsss Or Hearing Lass | [12/30/2008|v182
NATURAL MOTHER BETTY DECEASED BDand Natwal causes, YES  TwWHN, FH: levkema | 30 [approx)  08/28/2M3 V1EE
BROTHER Robest “Famiy History, Genetic Disease Carner 10 (approx]  12/28/2003 V18.50
UNKNOWN “Faandy History Of Malignant Neoplasm Of Other Respiratory And 20 [approv]  12/268/2003 V162
AUNT Faity Famiy histony of ischemic heart disease | 0717/2m3 V173

Figure 4-67: Family History Main Screen with SNOMED CT Coded and Not Coded Entries

ito

To add a SNOMED CT code to a family history entry, follow these steps:

1. From the Family History component main window, select a family history line
item where the Provider Narrative/Condition column either contains an asterisk or
is blank, and then click the Get SCT button. The ICD 9 To SNOMED CT Lookup
dialog opens.
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X
Search Date: | 08/282013 x
ICD9vale:  [VIEE Bl
Cabaat & _ Family history of chronic myeloid leukemia

FH: leukemia . Pavent (Is8)

B_| FH: leukemiz
[ | |
Famuly history of cancer Farent (|s4)
" Family history of chrenic myeloid leckemia Child |

Select Camelli.

Figure 4-68: ICD 9 to SNOMED CT Lookup dialog

The Search Date field automatically defaults to the current date. Click the drop-
down arrow to open the calendar where a new date can be selected.

The ICD 9 Value field is automatically populated with the ICD code from the
Family History condition selected when the Get SCT button is clicked. You can
change this by typing in a new code.

Note: The Subset field automatically defaults to Family History
and cannot be unselected. No other subsets are allowed.

Click the Find button. The list of SNOMED CT terms is populated.

Select and highlight a SNOMED CT concept term, and then click the Select
button. The SNOMED CT code is saved to the entry and shows in the Provider
Narrative/Condition column and the asterisk on the main Family History
component is cleared.
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4.3.2  Adding Family History
To add Family History, follow these steps:

1. From the Family History component main window, click the Add Relation button
(or select Add Relation on the right-click menu) to display the Family History
form where you can add family history data.

(B Family History il

Save | Cancel |

Belatior; tarne:
|BROTHER x| |Michael

Status Causze of Death:
| DECEASED = |Leukenia A

Age at Death:
| 4t age 20-29 = ~|
kulitple Birth: kultiple Birth Tope:

[NO [ [~

add || Edt | D=k

Condition

SHOMED Desc

Teut Age at Diagnoziz | ICD

Provvider Marrative | Condition

Sudden onset. FH: leukemia 29 Y166

4 4

Figure 4-69: Family History

1. InRelation, select the applicable relation from the drop-down menu.

Note: Only one relation can be added at a time. However,
multiple problems can be added for one relation.

2. In Name, type the relation's name.

3. In Status, select the applicable status from the drop-down menu:
e Living
e Deceased

e Unknown

e Patient refused to answer
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4. In Age at Death, if Deceased was selected in Status, select the applicable age at
the relation's death from the drop-down menu:

Note: If Deceased was not selected in Status, the Age at Death

field is disabled.

In Infancy
Before age 20
At age 20-29
At age 30-39
At age 40-49
At age 50-59
60 and older
Age Unknown

5. In Cause of Death, type the cause of the relation's death.

6. In Multiple Birth, select Yes or No from the drop-down menu.

7. In Multiple Birth Type, if Yes was selected in Multiple Birth, select the applicable
multiple birth type from the drop-down menu:

Note: If No was selected in Multiple Birth, the Multiple Birth

Type field is disabled.

Twin, Unspecified
Identical Twin
Fraternal Twin
Triplet

Other Multiple

8. Add a Condition by clicking the Add button in the Condition section of the
Family History dialog. The SNOMED CT Lookup dialog opens.
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B SMOMED CT Loakup

Diagnosis Lookup:  © Fully specified name & Synonym Search Date
Maximem Results: 25 50 © 100 © 200 © AL

Search: ok
(=Jsisa " E—

Subsact Siroke

Figure 4-70: SNOMED CT Lookup

a. In Diagnosis Lookup, select either the Fully specified name or Synonym
option button.

e Fully specified name returns a collapsed list of SNOMED CT terms. Click
the plus sign () next to the term to expand and view the child entries.

e Synonym returns the full list of SNOMED CT terms.

b. In Maximum Results, select the applicable option button to select the number
of returned search results:

o 25
e 50
e 100
e 200
o All

c. In Search Date, the field defaults to the current date. Click the drop-down
arrow to open the calendar and select a different date to search, if needed.
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d. In Search, type the term by which you want to search.

Note: The Subset field automatically defaults to Family History
and cannot be unselected. No other subsets are allowed.

e. Click the ALL SNOMED CT button. The list of SNOMED CT terms and their
corresponding mapped ICD codes is populated.

f. Select and highlight a term, and then click the Select button. The Family
History Condition dialog opens with the SNOMED CT Description field of
the Family History Condition dialog containing the SNOMED CT term
description you selected.

x|
Family Heatth Condition:
ICD Codefs}  V17.2 | Change Condition.. |
SMOMED D escrption:
’Fmﬂy history of epilepsy
Provider Test;
=
‘ - |
Age at Diagrosis: | [T Appeowimate
Save | Cancel

Figure 4-71: Family History Condition
e If you need to change ICD Code, click the Change button to re-open the
SNOMED CT Lookup dialog and repeat Steps a. through e.
g. InProvider Text, type any notes or comments.
h. In Age at Diagnosis, type the relation’s age at the time of their diagnosis.

e |f the actual age is unknown, type an approximate age and click the
Approximate check box.

i. Click Save. The Family History Condition dialog closes and your entries are
populated in the Condition section of the Family History dialog.

9. Inthe Family History dialog, click Save. Your entry shows in the Family History
list.

Faraly History | Aslhrna Zone

E Eamiy HistorsList | L1se Edit Relation o delete. add. or edit a relative's condtion GerSCT | Add Relation | Edit Relation | Delete Relation
e * Riequires updale 1o SNOMED CT

Age At
oo | Cawse of Death

Mubiple Bitth
Type

Age at
e
45 06/12/2013 V161

08A10/2013 V18.0
35 06/10/2013 V1EE
B2 07A17/2013 V1B
07/17/2013 V161

Status Provider Narrative | Condition

LIVING

FRielation Narme

COUSIN

PATERNALAUNT Anabel  LIVING

BROTHER Maithew  LIVING

NATURALMOTHER  Mabel DECEASED  60and  Pneumonia

NATURAL SISTER Matha  DECEASED 60 i
Michael DECEASED

Multiple Birth

Robbie

Figure 4-72: Family History with Relation Added

User Manual Updated Components
September 2014

183



Electronic Health Record (EHR) Version 1.1 Patch 13

To edit or delete a relation, refer to the Editing Family History or the Deleting Family
History topics for details.

4.3.3  Editing Family History
To edit an existing family history relation, follow these steps:

1. Inthe Family History tab, select the record you want to change, and then click
Edit Relation. The Family History dialog opens.

Note: You can also right-click in the line item and select Edit
Relation from the menu.

2. Make the changes, as applicable. Refer to the Adding Family History topic for
details about each field.

3. Add, edit, or delete Condition, in the Family History Condition dialog, select the
line item of the condition, and then:

e Toadd a Condition, refer to the Add a Condition section of the Adding
Family History topic.

e To edit a Condition, select the line item of the condition you want to edit, and
then click the Edit Relation button (or right-click in the line item and select
Edit Relation). The SNOMED CT Lookup dialog opens.

e To delete a Condition, select the line item of the condition you want to delete,
and click the Delete Relation button (or right-click in the line item and select
Delete Relation). The Condition is deleted.

4. Click Save in the Family History dialog. Your changes show in the Family
History list.

4.3.4  Deleting Family History
To delete an existing family history relation, follow these steps:

1. Inthe Family History tab, select the record you want to delete, and then click the
Delete Relation button. The Delete Relation? information message appears.

Note: You can also right-click in the line item and select Delete
from the menu.
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x|

E"I Do you really want to delete the Famity Relstionship titled
! NATURAL MOTHER : Mabel

Yes I Mo Cancel

Figure 4-73: Confirm Relation Delete Information Message

2. Click one of the following:

e Click Yes to delete the selected record.
e Click No to not delete the selected record.
e Click Cancel to immediately leave the information message (no action taken).

Note: When you delete a Relation, it also deletes ALL conditions
for that relation.

4.3.4.1 Deleting a Condition
If you only want to delete a condition:
1. Select the Relation line item, and then click Edit Relation. The Family History
dialog opens.

2. Inthe Condition section of the Family History dialog, select the Condition you
want to delete, and then click the Delete button (or right-click and then select
Delete).
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x|

Save | Cancel |

Belation: Mame:

[NATURAL MOTHER x| [Matel

Status: Cauze of Death:

| DECEASED =  |Preumornia |

Age at Death:

IEEI and older ;I LI

kulitple Birth: kultiple Birth Tope:

|ND = =

Condiion add | Edt [Delete

SHOMED Desc

Teut Age at Diagnoziz | ICD

Farmily histony: neoplazm - G Y161
FH: Bronchitiz | Prezent since 3 [approx] Y176

Provvider Marrative | Condition

1 4

Figure 4-74: Delete Condition Line Item

The Delete Family? information message appears.

Delete Family? il

W Are you sure that you wish to delete the condition titled:

" FH: Bronchitis | Present since childhood,

Yes | Mo I

Figure 4-75: Delete Family (Condition) Information Message

3. Click Yes to delete the condition (or click No to cancel the action).

4.3.5 Web Reference
The Web Reference Search for the Family History component depends whether any

records are present or not.
4.35.1 Web Reference Condition 1

If there are records present, select one and click the Information button ( iJ) togoto
the UpToDate Reference Web site for the topic associated with the selected record.
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4.35.2 Web Reference Condition 2

1. If there are no records present or no record is selected, click the Information
button to display the Web Reference Search dialog.

x

Reference Site |L||:|T|:| Date j

Search Term || Search |

Figure 4-76: Web Reference Search

2. Select a Reference Site, if needed. The default is the UpToDate site.

3. After entering a term and clicking Search, you are taken to the selected Web site
for the specified term.

4. You can change to another Web site by selecting from the Reference Site drop-
down list (on the Web site). The drop-down list for the Reference Site field (on
the Web Reference Search dialog) can be configured.

4.4 Historical Diagnosis

The Historical Diagnosis is a view-only component that shows the historical visits for
the current patient and information regarding the diagnosis for the visit.

Past Diagroses Past Prg
h Historical Dmgnus-s J J
Vick Dats] Provider Narstive ICD [Asthma Contial / Faciity (-]
03/07,/2000 HYPERTENSION 401.9 Demo Hospital
03/07/2000 HYPERLIFIDEMIA 2722 Demo Hospital
03/07/2000 TOBACCO USE 3051 Demo Hospital
WVACC FOR
03/07/2000 STREPTOCOCCUS Vi3.82 Dema Hospital
FHEUMOM
02A03/2000 MOCTURLA TE0 43 Demo Hospital
02A03/2000 HYPERTENSION Mm.a Demo Hospitsl
02/03/2000 TOBACCO USE 3051 Demo Hospital
Irxnmﬁ.ﬁ.mmwm ot
I I )
1270272009 Sicnondat mibpss 4911 CONTAOLLED Demo Hospita _‘
oifihaiedihasi -

Figure 4-77: Historical Diagnosis Panel

View visit information by selecting a record and then selecting View Visit Detail on
the right-click menu. The Visit Detail dialog opens.
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4.4.1 Web Reference Search Function

There are two Web Reference search options available from the Historical Diagnosis

component that enables the user to look up information on a highlighted diagnosis

from the Provider Narrative column on the Historical Diagnosis dialog:

e Education Information button

e Clinical Decision Support button

The Web Reference search depends on if any records are present or not when you

click either button.

e Condition 1: If there are records present, select a record and click either the Ed
Information or the Clinical Decision Support button.

Note: You can change to a different Web site, if desired, by
selecting from the Reference Site drop-down list.

e Condition 2: If there are no records present or if no record is selected, click either
the Education Information button or the Clinical Decision Support button to
display the Web Reference Search dialog. The UpToDate Web site is the default.
x

Reference Site: ILIpTu:uD ate j
Search Tem: | Search
Figure 4-78: Web Reference Search dialog
Select a different Reference Site from the drop-down menu, if needed. After entering
a term and clicking Search, the selected Web site opens for the specified term.
44.1.1 Education Information Button

When a patient diagnosis is selected, click the Education Information button. This

sends a call to the MedlinePlus Web site to provide information regarding the

selected topic and the MedlinePlus Web site opens to the related page.

Note: The Add Patient Education Event dialog also opens when
the Education Information button is clicked. Patient
education is tracked for Meaningful Use, therefore, the Add
Patient Education Event dialog should be completed. Refer
to the Patient Education Online Help for details on
completing this dialog.
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Figure 4-79 Medline Plus Web Site

4.4.1.2 Clinical Decision Support Button
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When a patient diagnosis is selected, click the Clinical Decision Support button. This
sends a call to the UpToDate Web site to provide information regarding the selected

topic and the UpToDate Web site opens to the related page.

o Fawertts | L (5] ugpeited Ses = | Free Motinald
a7 e [ 1

e - e Pae Sy Tk @

UpToDate avopes - [CERET moees

Cortacilly | Meln

FLogn

Spur h Fargull, o0 Becfas Rasnal lovel sformatan o Mpatabs Tope ul = asuts

& Nystae Dg edarmeaion
Tophcad Oral

= HNyslalin: Pedialnc dnsg information

Topical | Oral

& Mystatie Patiesd diug ssformation
Topical | Oral

»  Launch Lani-lnteract™ Drug Infsactions Program

= Dwordiow of diaper dormaiits is infant and childron

» Treatmand of driy mauth and olhet non-ocular sicta symploms = i‘_-:gmn £ syndrome
& gl ok planys Mahsgemant and prognosd

» Cprarsl printiples of dématolog: Eharsgy and topical cortit otteroid use

& Candefal mlestngs

Mo Dy

2l INTRCE
EFID¢
CALRE

=lal I1|=I

Tone. ] I I~
Figure 4-80: UpToDate Web Site

= DR =g

User Manual
September 2014

189

Updated Components



Electronic Health Record (EHR) Version 1.1 Patch 13

4.5

Immunizations

The Immunizations component enables the viewing, editing, and adding of
immunization information for patients into the RPMS. It requires that version 8.0, or
later, of the RPMS Immunization package be installed. This component enables the
provider to see immediately which vaccines the patient has received and which ones
are needed.

'.',l_'lﬁ——rﬁﬂnm ._I

T —— e — T
LT i o g fn [y e e b

o e el | L i s b b
LY LRERDEHT e i

Figure 4-81: Immunization Panel

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

e The Contraindications field displays the patient’s contraindications, such as a
history of chicken pox or refusals for specific vaccines.

e The Vaccinations grid displays all vaccinations that have been entered into the
RPMS. The vaccinations can be sorted by selecting a column heading. If no
Vaccination information is present in the RPMS for a patient, the grid is empty.

e This component can be configured so that particular user or class cannot add/edit
the immunization record.

e The Vaccinations panel has the Display Visit Detail option on the right-click
menu. Use this option to display the Visit Detail for a selected record. See Display
Visit Detail for more information
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45.1  Selecting a Vaccine
& VacdneSelection x|
Search Critena oK
;)-a»a Search Vahs | —-—J
: - C
" Show All Active Vaccings 'il

" Show Onby acties Vaccines with a Lot Mumbes
+ Show AlVaccines

Select one of the follwing Reconds

ADENOWVIRUS, NOS Aderoanes vaccine, NS

ADENOMIRLIS, TYPE 4 Adenenines vaccing, wpe 4, fve, oal
ADENOWVIRUS. TYFE 7 Adarinans vaccine, ppe 7, lne, cal
ADENOWVIRUS, TYPES 457 Adancrnss, ype 4 and lype 7, ke, oral
ANTHRA Anthea vaccine

BCG Bacius Camette-Guern vaccne

BOTULIMLUM AMTITONIN Blotulirasn ardilasn

CHOLERA Chioleta vaccing, inlramuscuda

CMvIG Crtomegalovirus immune globuln, inbravenous
DEMGLUE FEVER Dengue lever vaccne

DIFHTHERLA ANTITORIN Diphthesia anticorn

DT [FEDLATRIC) Diphehesia and telanus toxoids sdsorbed for ped
rﬂﬂP Dinﬂ'-!htfiT. betaruss toweids and aceluar nal-..ri:i:J

Figure 4-82: Selecting a Vaccine dialog

Follow these steps to select a vaccine:

1. The selection list on the Vaccine Selection dialog is initially populated with all
vaccines. This can be changed to Show Only Active Vaccines with a Lot Number
or Show All Active Vaccines by clicking that option button.

Note: If you select an Inactive vaccine, it is marked as a historical
vaccination entry.

2. You can filter the list by entering a search value. The search value can either be
the first few letters of an Immunization name, HL7-CVX code, or a Brand name.
A long description of the vaccine can be displayed by briefly resting your mouse
pointer on a vaccine entry in the grid.

3. To select an entry, double-click the vaccine entry in the grid, highlight it, and
click OK, or highlight it and press Enter. (Otherwise, click Cancel).

45.2 Web Reference

The Web Reference Search for the Immunization component depends on whether any
records are present or not.

e Condition 1: If there are records present, select one and click the Information
button (or select the Web Reference option on the right-click menu) to go to the
MedlinePlus Web site for the topic associated with the selected record. You can
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4.5.3

4531

change to another Web site by selecting from the Reference Site drop-down list
(on the Web site).

e Condition 2: If there are no records present or if no record is selected, click the
Information button (or select the Web Reference option on the right-click menu)
to display the Web Reference Search dialog.

x
Reference Site: ILIpTu:uDate j
Search Tem; | Search

Figure 4-83: Web Reference Search dialog

Select a Reference Site, if needed. The default is the MedlinePlus Web site. After
entering a term and clicking Search, the selected Web site for the specified term
appears. You can change to another Web site by selecting from the Reference Site
drop-down list (on the Web site).

Vaccinations Group Box

You can add new or historical immunizations regardless of whether the patient is a
child or adult, or is included in the immunization registry or not. New immunizations
are those that are given for a visit, whereas historical or those that were given in the
past and typically would be for an outside facility or place. It is important to note that
for non-historic visits, the date and location of the immunization correspond to the
currently selected encounter in the EHR, which can be for past dates.

Adding a Vaccination
Follow these steps to add a VVaccination:

1. Click Add on the Vaccinations group box (or select Add Vaccination on the right-
click menu) to display the Vaccine Selection dialog. Here you select a vaccine.
See Selecting a Vaccine for more information.

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

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.
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ALERT: Contraindications Exist I x|

D The patient has the Followang contramdcations
- For HEIG of:

== [ mimiins

Do wvou wish to continue?

Figure 4-84: Contraindication Alertuser123u

The following topics address information about the Current, Historical, and Not Done
option buttons.

45.3.1.1 Current

1. If acompound vaccine is selected, then a separate immunization record is added
for each component.

x|

Vaceing [INFLUENZA [TIV], SEASONAL, INJ _| oK
Adriniztered
& by |USER.DEMD || cancel
Let [T5T1122 GREER LABORATORIES ~|
Injection Site IHight.-'—‘-.rmIntradermaI j {* Curent
Yolume ||:|_5 ﬁ il Yac. Info. Sheet Iﬂ?f02f2ﬂ12 _I " Histarical

| g " Mat Done
' 07/26/2013 210 PM Patient,F amily
Given I —I r Counzelled by Provider
Wac. Eligibity |4m Indian/AK Native |
5 ample notes |
Adrmin Hotes

Figure 4-85: Add Immunization dialog

2. You can change the Administered By field, if necessary. Click the Ellipsis button
to select another person.
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453.1.2

In the Lot field, select the applicable lot and manufacturer from the drop-down
menu.

Populate the Injection Site field by selecting from the drop-down list.

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

Note: If you select an expired lot number, a warning message is
displayed in bold red lettering above the Lot field.

10.

The Given field contains the exact date and time that the immunization was
administered. The default is the current date and time. You can change the date by
clicking the Ellipsis button and selecting from a calendar.

If you counseled the patient/family about the immunization, select the
Patient/Family Counseled by Provider check box. If you selected this check box
and saved the record, the EHR populates the VVaccinations component with a
record and populates the Education component with a record.

In the Vac. Eligibility field, select an applicable vaccination eligibility from the
drop-down menu.

In the Admin Notes field, type any applicable notes.

When the Add Immunization dialog is complete, click OK to add the vaccination
to the Vaccinations group box. (Otherwise, click Cancel.)

Historical

Historical immunizations are those that were given in the past and typically would be
for an outside facility or place.

Adding a historic immunization results in an historic visit being created that cannot
be billed or exported.

Note: You can add a historical record by not selecting a visit and
clicking the Add button on the Vaccinations group box.
The Add Historical Immunization dialog displays.

To add a historical record:

1.

Select the Historical option button on the Add Immunization dialog to display the
Add Historical Immunization dialog.
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w, Add Historical Immunization

Vaccine [HEIG

Documernted

BPITETEH.SHIFILEY

Event Date |

Locatior |

% |HS/Tribal Faciity
" Other

LI A L L

Adenin Hotes

Figure 4-86: Add Historical Immunization dialog

x|
_ ok |
Cancal

* Histosical
i Mot Done

2. Manually type the event date (must be historical) or click the Ellipsis button to

select from a calendar.

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

information.

e If the location is an official IHS facility, make sure the IHS/Tribal Facility
option button is checked. You can select the location from the Lookup Utility
dialog by clicking the Ellipsis 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 displays.

e If the location is not an official IHS facility, check the Other option button.
Enter the non-official location (for example, Dr. Name Example).

e If your site has been configured with a default outside location, type OTHER
in the Location field. Then, when the View Visit Detail dialog displays, the
default outside location displays at the LOC. OF ENCOUNTER field.

4. In the Admin Notes field, type any notes, as needed.

5. When the Add Historical Immunization dialog is complete, click OK to add the
historic vaccination to the Vaccinations group box. (Otherwise, click Cancel.)
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45.3.1.3

Not Done

Enter the immunization refusal information on the Add Immunization dialog by
selecting the Not Done option button to display the Add Immunization Not

Provided/Refused dialog.

Yaccine |DT [PEDIATRIC)

Documented
BP|USEH,DEMD

Exvent Date |05/05/2013

Reason [None selected)

o 1l |l

Mone selected

(B A bzent response to reatment
Camplication of medical care
Considered and not done
Contraindicated

Delay in receiving benefits
Dizcontinued

Finding related to health insurance issues
Lozs of benefits

M edical care unavailable

M edical contraindication

Mot entitled to benefits

Mat indicated

Patient defaulted from follow-up
Patient noncompliance - general
Patient non-cormpliant - refused access to zervices
Fatient on waiting list

Patient requests alternative reatment
Patient transfer

Fiefuzal of treatment by patient
Refuzed

Treatment not available

Uninsured medical expenses

x|
;8 |
o |

Cancel

£ Curment
= Histarical
f* Mot Done

Figure 4-87: Add Immunization Refusal dialog

1. If the Vaccine is incorrect, click the Ellipsis button to select another one. See

Selecting a Vaccine for more information.

2. If needed, change the Documented By field by clicking the Ellipsis button to

select another person.

3. The Event Date defaults to the current date. If needed, change the event date by
clicking the Ellipsis button to select from a calendar.

4. Select the Reason from the drop-down list.

5. Click OK when the dialog is complete. This adds an immunization refusal record
to the Vaccinations group box, as well as adding a Not Done record to the
Personal Health component. (Otherwise, click Cancel.)
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4.5.3.2 Editing a Vaccination
Make sure a visit is selected. Follow these steps to edit a vaccination:

1.

Highlight a vaccination record on the Vaccinations grid that you want to edit.

Note: Vaccinations can only be edited until the visit is locked.

Click Edit on the Vaccinations group box (or select Edit VVaccination on the right-
click menu) to display the Edit Immunization dialog. The existing information
about the selected record displays.

& et immnzation x|

Waccine |FLU-TIV

LI |

A [1SER DEMD

Lot [TST1122 GREER LABDRATORIES

Lef Lo

Injection Site |High1 Arm Inbradesmal

Volume [05 il,.-. Wac. Info. Sheet [07,/02/2012 =] £ i

Given |07/25/2003

| [ Patient/Famiy
Counzelled by Provider
Vac. Eligiiity [Am Indian/AK N stive =

; Sample nates
Admin Notes

Eeaction |Swelm>4cm ll

Figure 4-88: Edit Immunization dialog
To edit the fields above the Reaction field, see Adding a Vaccination.

You can edit the Dose Override field only if you have been assigned the B1Z
EDIT PATIENTS security key and would typically not be specified.

The Dose Override field affects the forecasting. It ignores invalid doses and
counts forced valid doses. The field is used to force a dose valid (if given a day or
so early but will not affect school) or invalid (due to expired vaccine, and so on).

Enter a reaction by selecting from the drop-down list for the Reaction field.

When a reaction is entered, if it is either: ‘Anaphylaxis, Convulsions, Lethargy, or
Fever>104’, then a corresponding contraindication is automatically added.

Otherwise, you are asked if it should be added as a contraindication for the
patient. If you answer yes, a contraindication of Other Allergy is added.
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9.

Save to Contraindications?

Figure 4-89: Information Message when Saving Contraindication

Click Yes to save the reaction as a contraindication. (Otherwise, click No.)

10. When the Edit Immunization dialog is complete, click OK to change the

information about the selected record. (Otherwise, click Cancel.)

45.3.3 Deleting a Vaccination
To delete a vaccination:
1. Highlight a vaccination record in the Vaccinations group box that you want to
delete.
Note: Vaccinations can only be deleted on an unlocked visit.
2. Click Delete (or select Delete VVaccination on the right-click menu) to display the
Remove Vaccination? information message.
5
"-?rj Are you sure you want to delete the INFLUENZA vscdnation?
Yot | Mo I
Figure 4-90: Remove Vaccination Information Message
3. Click Yes to remove the vaccination from the VVaccinations grid. (Otherwise, click
No.)
4.5.4  Vaccinations Group Box Buttons
The following information provides information about the buttons on the
Vaccinations group box.
45.4.1 Print Record Button
1. Click the Print Record button (or select Print Official Record on the right-click
menu) in the Vaccinations group box to display/print the Official Immunization
Record information for the current patient.
The Print Record button requires that a letter template has been selected (in
RPMS).
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R

OFFICIAL IMMUNIZATION RECORD .
IH3 Health Clinic
261587 Lands End Dr
South Ridng, WA 20152

29-Mar-2007
BEOY DEMO Date of Birth: 16-4pr-1993 (8 vrs3)
3433 SMITH 5T Chart#: 45444

OELAHOMA CITY, 0K 32245

fur records show that BOY haszs received the following

inmunizations:
Inmunization Date Received Location
DTaP (PEDIARIX) 29-Jul-19598 Best Pediatrics
DTaP (PEDIARIX) 04-0ct-19598 Demo Hospital _Ij
K ¥

E'i-'l'?"::I SE‘ Prirt... | Cloze |

Figure 4-91: Official Immunization Record

2. 'You can change the font size of the text displayed in this dialog by adjusting the
size in the Font Size field (enter manually or use the Up and Down arrows).

Note: This does not change the size of the text on the output
(when you print).

3. Click Print to choose a printer and to output the (entire) contents of this dialog to
the specified printer. The dialog has a right-click menu where you can copy
selected text and paste it into any free-text field within the EHR or into another
application (like MS Word).

Note: The Print button may not appear. It depends on how your
application is configured.

4. Click Close to dismiss the dialog.

45.4.2 Due Letter Button

1. Click the Due Letter button (or select Print Due Letter on the right-click menu) in
the Vaccinations group box to display/print the Due Letter. This letter is a
reminder to make an appointment for the patient for the needed immunizations.

The Due Letter button requires that a letter template has been selected (in RPMS).
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o]

EX

Fort
Sazer

IHS Health Clinic
26187 Lands End
South Ridimg, YA 20152

29=-Nar-2007

Date of Birth: 16=-Apr=-13%8 (8 yra)
Charc#: 45444

Parenc/Cuardian of

BOY DERO

3433 SNITH =T

OKLAHOMA CITY, OK 32245

Dear Parent of Cuardian:

Your child, BOY, is due for imsunizations. According to our
records, the following immunizations have alresdy been received:

Immunization Date Receiwed Location

bTaF [FEDIARIX) 29=Jul=-19%8 Best Pediatrics

DTaF [FEDIARIX) Od4-0ce-19%8 Demo Hospital -
3 Pirt. |  com |

Figure 4-92: Due Letter

2. You can change the font size of the text displayed in this dialog by adjusting the
size in the Font Size field (enter manually or use the up and down arrows).

Note: This does not change the size of the text on the output

(when you print).

3. Click Print to choose a printer and to output the (entire) contents of this dialog to
the specified printer. The dialog has a right-click menu where you can copy
selected text and paste it into any free-text field within the EHR or into another
application (like MS Word).

Note: The Print button may not appear. It depends on how your

application is configured.

4. Click Close to dismiss the dialog.

45.4.3 Profile Button

1. Click the Profile button (or select Print Profile on the right-click menu) in the
Vaccinations group box to display/print the Immunization Profile dialog. This
provides information about the patient’s immunization profile.

This button requires that the forecaster is installed and the immunization site

parameters need to be configured to point to the forecaster.
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Inmunization Profile [_ (O] x]
Cose: ZEBRA,MAN Charcd: Unknownd =]

Dmce yzed for forecasc: 1,/29/Z003

Dare of birch: 77171961

Contraindicated vaccines: None indicated
Ocher facts: Hother HEszkg status unknown
HepB: L1/Z872007(1)

Heph: L1SZB/2007(1)

The following iEsunizacionia) are dus on 1/2972008:
HepE 2, past due on 1/26/2008.
Tdep B L, past due on T/171982,

The following imsunizacion(s) will be due:
HepE 3, on or afeseg 3/25/2008
Td/B 2, on oz after L/25/2018
Heph 2, on or after 5/28/2008

The following waccine series are either complete of no longer
relevant for this case:
Hib

0PV /IPV

Rar

5fn e
il _I_I
Fort :
i Pk, |  Cose |

Figure 4-93: Immunization Profile Information

You can change the font size of the text displayed in this dialog by adjusting the
size in the Font Size field (enter manually or use the up and down arrows).

Note: This does not change the size of the text on the output

(when you print).

Click Print to choose a printer and to output the (entire) contents of this dialog to
the specified printer. The dialog has a right-click menu where you can copy
selected text and paste it into any free-text field within the EHR or into another

application (like MS Word).

Note: The Print button may not appear. It depends on how your

application is configured.

4. Click Close to dismiss the dialog.

4544 Case Data Button
Click the Case Data button (or select Case Data on the right-click menu) in the
Vaccinations group box to view/edit the Immunization Register data for the patient.
The user must have the BIZ EDIT PATIENTS key turned off in order to use this
button.
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Since the Immunization Register is a very actively managed register and reports only
those patients that have an ACTIVE status, the panel is used to case manage the
immunization register.

Click the Case Data button to display the Edit Patient Case Data dialog.

x|
Case Manager [H&GEH,MAFW _I ok [

FPatert/'Guardian [Sampie parerd [

Other Info. |Sample info

Begister & Achive O [|nactive

Forecast Influ/Preumo |Pheumococcal =]
Mother's HBsAG Status |[Positive ~]

Figure 4-94: Edit Active Patient Case Data

45.4.4.1 Activellnactive (Option Buttons)

This indicates the status of the patient in the immunization register. All children from
birth to 36 months that live in Government Performance and Results Act of 1993
(GPRA) communities are automatically ACTIVE. On review of children, some are
changed to INACTIVE is they fit the MOGE (Moved or Going Elsewhere) criteria.

When you choose to change to INACTIVE status, you need to justify or explain why.
In the Moved To/Elsewhere field, you indicate where the patient went, such as El Rio
Clinic, for example. The Inactive Date is very important because the child is included
in all reports up to that inactive date. Since children and their parents do not report
that they have moved away (they just stop coming to the clinic), this function gives
those producing GPRA reports a way to have a more accurate denominator to track
and do the GPRA reports.
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x|
Case Manager [HAGER MARY [=] oK [

Parent/Guardian [Sampte parent [

Other Info |Sample info

Begister © Active (% |nactive

Inactive Date [08/05/2013  ...| Inactive Beason [Treatment Elsewhere |
Moved To/Tx Elsewhere [Test clinic]

Forecast Influ/Preumo [Preumococcal |
Mother's HBsAG Status [Positive |

Figure 4-95: Inactive Data Group Box Fields
e If you include the name in the Parent/Guardian field, that information is included
in the reminder letters.

e The Other Info field is where the case manager can enter anything that might be
valuable.

1. You can populate the remaining field by selecting from the drop-down lists.

2. Click OK to update the immunization register with the entered data. (Otherwise,
click Cancel.)

45.5 Contraindications Group Box

If the patient has had a contraindication or refusal to an immunization, you can record
it with the corresponding reason being specified. Any contraindications entered for
the patient are displayed in the Immunization component, and you are alerted if the
associated vaccine is subsequently selected.

455.1 Adding a Contraindication
Make sure a visit is selected. To add patient contraindications, follow these steps:

1. Click Add on the Contraindications group box (or select Add Contraindication on
the right-click menu) to display the Enter Patient Contraindication dialog.
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x|

Visceine [DT [PEDIATRIC) Elirs

Contiandication Reason
Anaphylasz

Catrier

Corvulzion

[»
{

Fewer: 104

Hi O Chicken Pos

I

Immune Deficiency

Irnmume Deficient Household
Lethargy/hypotonic Epizode o
Mecmpcin Allergy

Othes Allergy

Patent Refuszal ;I

P aticut Blaf e al

Figure 4-96: Adding a Contraindication dialog

Click the Ellipsis button at the end of the Vaccine field to display the Vaccine
Selection dialog. Here you select a vaccine. See Selecting a VVaccine for more
information. The selected vaccine displays in the Vaccine field of the Enter
Patient Contraindication dialog.

Click Yes to continue on the Enter Patient Contraindication dialog. (Otherwise,
click No).

Highlight the Contraindication Reason. You may need to use the scroll bars to
find the correct reason.

When the Enter Patient Contraindication dialog is complete, click Add to add the
contraindication to the Contraindication panel. (Otherwise, click Cancel.)

The contraindication shows in the Contraindications group box and in the patient's
Official Immunization Record.

455.2 Deleting a Contraindication

To delete a contraindication:

1.

Highlight a contraindication record in the Contraindications group box that you
want to delete.

Click Delete (or select Delete Contraindication on the right-click menu) to display
the Remove Contraindication? information message.
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3.

Remove Contraindic ation? . feud |

D) Are you sure you wank to delete the contraindiation of Z3-Mar-2007 with Cormvadsion Far this Patient?
e e
Figure 4-97: Remove Contraindication Information Message

Click Yes to remove the contraindication from the Contraindication field.
(Otherwise, click No.)

4.5.6 Display Visit Detalil

The Immunization component has the Display Visit Detail option on the right-click

menu.

1.

Select any record and select the Display Visit Detail option. The Visit Detail
displays.

WISIT IEN: 301881

HEM: Wi 117305

----------------------------- ¥ISIT FILE e
VISIT/ADMIT DATE«TIME: JUL 23, 1996R22:26

DATE VISIT CREATED: JUL 24, L1996 TYPE: IHS

PATIENT HAME: DEMO,DARRELL LEE LOC. OF ENCOUNTER: DEMO INDIAN HOSPITAL

SERVICE CATEGORY: AMEULATORY CLINIC: EMERGENCY MEDICINE

DEPENDENT ENTRY COUNT: 12 DATE LAST MODIFIED: AUG 05, 1996

DATE VISIT EXPORTED: AUG 23, 1996 WALE IN/APPT: UNSPECIFIED
----------------------------- V MEASUFEMENT ----=-=s==s=mmccmcacacaceaaa-
TYFE: THF FATIENT MAME: DEMO,DARRELL LEE =

WISIT: JUL 23, L996022:26 VALUE: 96.3
TYPE: PU PATIENT WAME: DEMNO,DARRELL LEE

VISIT: JUL 23, L996M22:26 VALUE: &84
TYPE: R5 FATIENT HAME: DEMO,DARRELL LEE

VISIT: JUL 23, 1996@22:26 VALUE: 18
TYPE: BP PATIENT MAME: DEMO,DARRELL LEE

YISIT: JUL 23, 1996QZ2:26 VALUE: 120783
————————————————————————————— ¥ FROVIDER et e
FROVIDER: WHITE,JOHN 5 PATIENT WAME: DEMNO,DARRELL LEE

VISIT: JUL 23, L996M22:26 FRIMARY /SECONDARY: PRIMARY

AFF.DISC.CODE (c): 200K3
FROVIDER: CARROLL,INPATIENT CLERE FATIENT HAME: DEMO,DARRELL LEE x
Kl »
Ford :
Sie: | ° Pt |  Cose |

Figure 4-98: Visit Detall
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4.5.7

You can change the font size of the text displayed in the Visit Detail dialog by
adjusting the size in the Font Size field (enter manually or use the Up and Down
arrows).

Note: This does not change the size of the text on the output
(when you print).

Click Print to choose a printer and to output the (entire) contents of the Visit
Detail to the specified printer.

Note: The Print button may not be there. It is according to how
your application is configured.

The Visit Detail has a right-click menu where you can copy selected text and
paste it into any free-text field within the EHR or into another application (like
MS Word).

Click Close to dismiss the Visit Detail dialog.

Using the Lookup Utility dialog for Location

Access the Lookup Utility by clicking the Ellipsis button at the end of the Location
field. This dialog can be used to search for and select a location for the Location field.

x
[1]4
Seauch Vakm | Seaich 4|

Sebect one of the folloveang reconds

Location -
ABERDEEM ADMINISTRATION
ABERDEEN AD

ABERDEEM UABAN

ACL HOSFITAL

ACLATGS CEMTER

ADAK,

ADAK, MEDICAL CLIMIC
ADDICTION RECOVERY LINIT
AFTERCARE/ADOL OF PROG
AHMNJI-BE MAH-DEE HALPWEY
AIN-DAEHING HALPAAY HS i

Figure 4-99: Initial Lookup Location dialog

To complete the Lookup Location dialog:
1. You can scroll the list to the location and select it. Otherwise you can search for a

location.

2. To search for a location, type of few characters in the Search Value field and click

Search.
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The appropriate locations display in the lower part of the dialog. If this is not the
location you are searching for, repeat Step 2.

x|
SeuchVaim [ Souch |
_Canca |
Select one of the lolovang (econds
| Locabon -

CHER HTH BARTLESVILLE HLTH CLM
CHER NTHWVIMNITA HEALTH CLINIC
CHEROKEE CHEM. DEP, UNIT
CHERDEKEE CD HCLINIC

CHERDKEE INDIAN HOSPITAL
CHERDXEE MATION ENE CLIMIC
CHEROKEE MATION GA-DUHGI CLM
CHERDKEE MATIOM MUSKEDGEE HC
CHERDOKEE MATION TAHLEQUAH CLIN
CHERDEKEE 5C

CHEROKEE WOMEN'S WELLNESS CTR =

Figure 4-100: Lookup Location dialog After Search

3. Highlight the appropriate record in the lower panel and click OK. The selected
record populates the Location field. (Otherwise, click Cancel.)

4.6 Infant Feeding

The Infant Feeding component is only active for children less than five years old.

Otherwise, the Not Applicable message displays.

@ Infant Feeding add | Edt | Delete |

Infant Feeding History
| Feeding Chaice | Entry Date | Secondary Fluids |
0 1/2%1/2BREAST AMD FORMUL: 08/07/2013 14:08
MOSTLY BREASTFEEDING 08/07/2013 14:02
1/241/2 BREAST AND FORMUL 07/29/201314:07  MILK. [Milk twice a day). FRUIT JUICE (Juice Once a day]
MOSTLY BREASTFEEDING 0741242013 0751
FORMULA ONLY 05/28/2013 11:51

Figure 4-101: Active Infant Feeding Component

e The Infant Feeding History grid displays the feeding choices, the event dates
already entered for the current (infant) patient, and any secondary fluids given to
the infant. The records are listed in date order, with the most recent on top. This
component requires that a visit is selected in order to update the data.

e Ared 1 in the column before the Feeding Choice column indicates the visit is
locked (and the record cannot be edited), and a zero indicates the visit is not
locked and can be edited.

e This data is collected because it is used in conjunction with the Childhood Weight
Control GPRA measure. This is a long-term measure to support the reduction of
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the incidence of childhood obesity. Breastfeeding rates are used in the PART
report for congress and Office of Management and Budget (OMB). Additionally,
facilities can use this data to track infant feeding patterns and breastfeeding rates
within their own patient populations.

4.6.1 Add/Update Feeding Choice

Click the Add or Edit button on the Infant Feeding component, or right-click and
select Add or Edit to add or update the feeding choice record. The Infant Feeding
Choice dialog opens.

x|

= Erclusively Breastfeed
sclugively Breastfes S ave | Cancel |

= 12 Breast 1/2 Formula

—Secandary Fluids
" Formula anly ¥ Milk |2o/
{* Mosty Breastfeed B e I
[~ Catbonated drink |
" Mostly Breastfeed. some Farmula W Sl I
" Mastly Farmula, some Breastfeed [ Glucoss |
= Mostly Formula I wiater I

Figure 4-102: Infant Feeding Choice dialog

The list allows only one selection. To change a selected option button, click the new
option button to de-select the previous selection.

The selections are defined as follows:

Exclusive Breastfeed: Formula supplementing less than three times per week (<3x
per week).

Y Breast, ¥2 Formula: Half the time breastfeeding, half the time formula feeding.
Formula only: Baby receives only formula.

Mostly Breastfeed: Formula supplementing three or more times per week (>3x
per week) but otherwise mostly breastfeeding.

Mostly Breastfeed, some Formula.
Mostly Formula, some Breastfeed.

Mostly Formula: The baby is mostly formula fed, but breastfeeds at least once a
week.
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4.6.1.1 Secondary Fluids
The Secondary Fluids section becomes active when any option besides Exclusive
Breastfeed, 1/2 Breast 1/2 Formula, or Formula only is selected. Select one or more
of the following, as applicable:
Note: An optional comment can be typed in the field next to your
selection (for example, to specify the fat content of the milk
given).
e Milk
e Fruit juice
e Carbonated drink
e Sports drink
e Glucose
e Water
Click OK to add the record to the Infant Feeding component (otherwise, click
Cancel). The application displays the feeding choice, the event date (today’s date),
and any secondary fluids for the record in the Infant Feeding component and stores
the SNOMED CT codes associated with the feeding choices in the V Infant Feeding
Choices file.
4.6.2 Right-Click Menu
A right-click menu is available in the Infant Feeding component.
Add
Edit
Delete
Display Visit Detail
Figure 4-103: Infant Feeding Right-Click Menu
e Add: Select to add infant feeding data. Refer to Add/Update Feeding Choice for
details.
o Edit: Select to edit infant feeding data. Refer to Add/Update Feeding Choice for
details.
o Delete: Select to delete the record. Refer to Delete Feeding Choice for details.
e Display Visit Detail: Opens the Visit Detail dialog which can be used to view and
print visit information.
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4.6.3 Delete Feeding Choice

If the visit associated with the particular record is not locked, the Delete button can be
used to remove a particular record in the Infant Feeding component.

Select a record in the grid and then click Delete, or right-click and select Delete. The
Remove Record? information message opens.

%

| Are you sure you want to delets the selected Infant Feeding record?

Yas | No I

Figure 4-104:Remove Record? Information Message

Click Yes to delete the record. (Otherwise, click No.)
4.7 Lab

4.7.1  Viewing Laboratory Test Results
To view lab test results, follow these steps:

1. Select the Labs component.

2. Inthe Lab Results box, click the type of results you want to see.

Note: A = sign by a lab test means it has a schedule.

3. Some of the results need you to determine which test results you want to see. If
the Select Lab Test dialog appears, you need to choose the tests you want to see.

a. If necessary, select the tests for which you want to see the results.

b. Also, you may need to choose a date range (Today, One Week, Two Weeks,
One Month, Six Months, One Year, Two Years, or All Results).

4.7.1.1 Most Recent

The Most Recent lab result view shows you the lab tests in reverse chronological
order. You can then Step through one at a time using the forward and backward
buttons or go to the first or last using the buttons with the double arrows.
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Figure 4-105: Most Recent Laboratory Results Window

4.7.1.2 Cumulative
The cumulative report is the most comprehensive lab report. It displays all of the
patient’s lab results. When selecting a large data range, this report may take some
time before being displayed. The results are organized into sections. You can
automatically scroll to that section by selecting it in the Headings list box.
Eile
Lab Results Laboratary Rezults - Curulative - All Besults
ozt Recent A —---— HEMATOLOGY PROFILE —-—- A
All Tests By Date ELOOD 0119 0102 11/06 ns/sez 06/26 Referenc
selected Tests By De Z004 z004 Z003 z003 z003
E‘:g:jk}fheet 11:13 13:28 07:00 03:55 14:43 Units Barige
Moobiology = e woe cmm ss Kran 4.e-1u.
— - e BEC 3.5 L canc 4_ 53 M/l 4_04-6
Headings HGE 14.1 canc 14.5 g/fdL lz.z-1%
A | |[HCT 45 canc 45 % 37.7-53
Coagulation Studies MCY 80 canc 95 fL s0-100
Blood B ank | |MCH 35 H canc 2E H j=1= | £7-31.%2
Date Range MCHC 74 H canc 2k o/ dL 21.8-35
BDW 14 canc 15 H % 11.6-14
Twinifeeks A et 120 L canc 153 Hsul  14z-424
g.”eMMC'”F:h MPV 7 canc 5.9 iL
DI:eYDQ;rS NE3 canc EE 3 37-80
Two ears < >
w  KEY:"L" =Abnommal Low, "H" = Abnamal High, ™" = Critizal Y alue
Figure 4-106: Cumulative Report
4.7.1.3 All Tests by Date
This report displays all lab results (except anatomic pathology and blood bank). The
data is displayed in the order of the time of collection.
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File
ah Results ahoratony Fesults - Al Tests By Date - Al Results
Lab Result Laboratory Results - Al Testz By Date - Al Result
Mozt Recent Specimen: BLOOD. HE 0102 1 s
Cumulative 01/02/04 13:28
All Tests By Date Test name Desult units Def. range
\?\fle}ftidTests By Date WEC 10,1 E/ul 4.6 - 10,7
GD[}:.S eet EEC 3.5 L M/ul 4.04 - 6.13
Mrizlrjobiolo HEMOGLOEIN 14.1 g/dL 1z.z - 1.1
.‘e\natomic E'yathcllﬂgy HULT (WEMUUS) 1] % P -
Blood Eank MCw a0 fL g0 - 100
Lah Status MCH 25 H po z27 - 31.%
MCHE 74 H grdl 31.8 - 35.4
ED 14 3 11.6 - 14.8
PLATELET COUNT 120 L Esful 147 - 424
et Bz Eval: <50,000 FOR ALL, EXCEPT OB PATIENTS ARE <100,000
MV 7 L
EWU:‘;“IEEES S SED RATE 100 mm/hr
S'nEM 0[;: Eval: HORMAL REFERENCE RANGES
DI;E“?;arS Eval: FEMALE: 0-Z0
Ewal: MALE: 0-15
T vsars ========================================================================== %
W £ >

Figure 4-107: All Tests by Date Laboratory Results Report

4.7.1.4 Selected Tests by Date

This report is useful when you only want to review only specific tests. Microbiology
results can also be selected. You will be prompted to select any lab tests:

€ Select Lab Tests

Laboratory Tests

Liver Function Add Tests ko be displaped
s Che

Liver-Kidney Ab Chem 7

Liver-fidney Microzomal Ab Lthlum i

Liver/Kidney &b Liver Function

Lkm-1 Ab

Lpri 1ac Femaoye All

Lp WwiLd-D

Lupus .ﬁ.nticaag.EnmprehensJ Remove One

Lupuz Anticoagulant Compr.
LupLiz Anticoagulant B efles
Luteinizing Hormone

Ly

Lyme Ab Total i

Ok | Cancel

Figure 4-108:Select Laboratory Tests dialog

In the example, if you select CBC, Chem 7, Lithium, and Liver Functions, only the
results for those tests would be displayed:
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Fil=
Lab Resultz L aboratory Results - Selectad Tests By Date - Six Months
MostHepent REC 3.5 L Ml 4.04 — 6.13 -~
Cumulative HEMOGLOBIN 14.1 g/dL 1z.2 - 1a.1
All Tests By Date HCT (VENOUS) 45 % 37.7 - £53.7
"“’-'jT'::'-*’-:'-*E"r' nCy &0 £L g0 - 100
Gmhs et MCH 3EH  pg 27 - 31.%
Mrigrpobiulugy MCHC 74 H g/dL 31.8 - 35.4
Anatamic Patholog: ey i g Mol = ol
Blood B anl: PLATELET COUNT 1Z0 L E/ul 147 - 424
Lab 5 Ewal: <E50,000 FOR ALL, EXCEPT OB PATIENTS ARE =100,000
ab Status
MPYV 7 £L
Dther Teste SEErErrEerEEr e er T EerEE T EEE T Er T e r T E e T e e rT T T e T ErereR T e T err eerre
Date Range Provider : OSEORM,REEEEAH 0O
W Bpecimen: EBLOOD. CH 1113 &7
Tatde ande... A 11713703 13:27
El?‘lea\-l:l\v"eek Test hame Fesult units Ref. range
Twio Wesks GLUCOSE 120 H  mg/dL 70 - 110
One Month TREAL NITROGEN 23 H g, dL & - Z0 L'
Ty |  KEY: "L = Abnormal Law, "H" = Abnormal High, " = Critical Yalue
R T RAr

Figure 4-109: Select Lab Results

4715 Worksheet

The Worksheet is similar to the Selected Test by Date report. It does not display

microbiology results, but it has many features for viewing lab results. It is very useful
for displaying particular types of patterns of results.

Tests can be selected individually or by test groups. Any number of tests can be
displayed. When selecting a panel test, such as CBC, the panel will be expanded to
show the individual tests. Tests can be restricted to only display results for a specific
specimen type. For example, displaying glucose results only on CSF can be
accomplished by selecting the specimen CSF and then selecting the test Glucose.

User Manual
September 2014

213

Updated Components



Electronic Health Record (EHR) Version 1.1 Patch 13

€ Select Lab Tests [Z] [E”E|
Persons with defined Test Groups Define Test Groups
Martin, 0 ouglas - Mew

Test Groups

Feplace

i

Delete

Laboratory Tests

||:|:,,3 Add Tests to be displayed
e Wi
Che [prenatal Profile) Tocreate a New Rbc
Che [pranatal] Test Group, limit Hemoglobin
Cd4/Cd3 Ratia Profile [ selection to 7 tests 1o fvenous
Cd8 Suppressa Cells e —
Cea
Cell Crt & Diff Remaove all
Cell Count [fluid] Q
Centromers &b Femove One
Cerloplazmin
5 b
Chem 7 order of
Chicken Pox Titer tdE.StSI for
Chickenpos lgm IZpial.
Chlamydia [dna Probel ™|
Specimen
| Ay j 0k, | Caricel |

Figure 4-110: Select Laboratory Test Worksheet

Test groups enable you to combine tests in any manner. For example, a test group
could combine CBC, BUN, Creatinine, and Platelet count. You can save those test
groups for later use. You can also select test groups that other users have created. You
cannot exchange or delete other’s test groups, only your own. Test groups are limited
to seven tests, but you may have an unlimited number of test groups.

To define your own test groups, select those tests you want and click the New button.
If more than seven tests are selected, the New button will be disabled. If you want to
delete a test group, deselect it and click the Delete button. If you want to replace an
existing test group with other tests, select the test group, make any changes to the
tests to be displayed and click the Replace button.

Note: These test groups are the same as those you may have
already created using the Lab package. The seven-test
restriction is a limitation of the Lab package.

The Worksheet display is a table of results that can be displayed vertically or
horizontally. Since only results are displayed in a table, comments are footnoted with
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a ** and shows in the panel below the table. You can filter the results to only show
abnormal values. This will quickly show tests that have results beyond their reference

values.
File
Lab Fesults Labiaratory Fesults - Wark sheet - Sig Manths
Mast Recent Table Format Other Farmats
Cumulative * Harizantal " Wertical * Comments " Graph

Al Tests By D ate
Selected Test$Ei| [~ abromal Results Only - B B
WEC FEC |HGE |HCTA/EN My [MCH [MCHD

Giraph D ate/Time Specimen

Microbiclagy 01./02/04 13:28|Bload 3510 141 45 a0 35H 74H

anatomic Patholog |11,4 303 13:27|Blood

E;Dhc‘gtifu”s"- [1/11/03 12 13|Blood
11/06/03 07:00{ Blood canhc cahc canc canc canc canc canc

08/22/03 02:55|Blood = |5.5 459 145 45 95 35H 35

08/21/03 16:57 | Blood

[ate Range 05/01./03 09:24| Urine

Date Range... 0840103 09:07] Urine:

One week 4

QWDW‘EEES Now 11, 2Z0032@1Z:12 ** Comments: -~
e Mok DEMO
4 | |GLIUCOSE reported incorrectly as 110 by [E183]. E¥ ]

Figure 4-111: Worksheet Display

4.7.2  Graphing Lab Results

You can choose to view lab test results as a graph. Each occurrence of a test is a point
on the graph. EHR draws lines between the points to form a visual representation that
can help you see trends. The results are shown in blue. Dotted red lines show the high
and low reference values for the test.

You can use the following features by clicking the check box when viewing the
graph:

e Zoom: Enables the enlargement of a part of the graph by clicking and dragging
from above and to the left of the area to below and to the right of it.
e 3D: Makes the graph into a simple three-dimensional representation.

e Values: Places the numerical results next to each point on the graph.
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The following figure shows an example of the graph feature being used.

Fil=
Lab Results Laboratory Results - Graph - Al Resultz
Mozt Recent
Curnulative: [ Zoom [ 3D [ Walues
Al Tests By Date
Selected Tests By |
Wiark sheet
I _ | -4 Glucose (Blood) — Ref Love 70 — RefHigh 110 I
Microbiology =00
Anatomic Patholog: amad ST .
Blood Bank o ] i K i
Lab Status m 900 prTTTTeees Y A i i
B giicliocccoccscatocasfiocacogmcoacsccSnugrocdcacad Eloccooooooogoans S R CEEEEEEEEETEE
Other Tests 00— — = ik e = e = —
2172002 2M 72002 g1 2002 11472002 212003 202003 12003 11172003
[ate Range
Two'Weeks A
Ore Morth o
Six Months
Now 11, E002@1EZ2:12 -- result 'canc' could not be graphed.
Qe Year
Twio Years
Jul 3, Z003@1Z:Z4 —- result 'comment' could not be graphed.
v v

Figure 4-112: Laboratory Graph Feature

If you have created the clinical indexes, the updating graphing will be available on
the Lab tab.

& Graphing - Pateent: Dema, Hather R =

e | Wiew: | = Hemogicbn AIC (bood) |

Item | Tpe | Wiesl "
Irfhusrzs, HSM1 Irrrurez i
Influenza, Spi T, Immuniz Il

Mervsd Infhasriza- [T J a
Preumococcal Irrmriz & L ] I I

Tdap - A P
"o Fewer Irrameariz 1
Calcies Lt Tt I| I
Calculsted Lab Tests 1
Chicvide Lk Teste i| | |
Chal DL Rato Lab Tests {

Chaleteeol Lab Teats | | 1
Ca2 Lab Tedts - } | 1
Cigatrans Lok Tz | L] T
Cinatrans Mak Lk Tt | .I
HCT Lab Tegts - |

HIOL Lo Tectts e, | 1
HGE Lab Teats g Wreioe : T

W | »

LDL Lab Tests "

lM‘ Lt LI;I 1iznes TA2006 10T TRNGE R 1010 201 1H212
DateRongs: [MRends =] [ SptVisws  Selectleiw. |  Setings., oo |

Figure 4-113: Updated Lab Graphing

Users can select multiple labs at a time and either view them separately or all
together. Lab results can also be graphed with other data elements such as
medications and vital signs.
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@ Graphing - Patient: Demo,Mother R

Crestims Lab Tesds 100 101 w0 103 w04 0 e T me s e o ane
Crestre Mab  Lab Tests
HCT Lab Tests
HOL Lab Tesls 100
LR
(iE -
£ S0
Microabwran . Lab Tests - i : : : : : : : :
A I I L3 me 1mz 1M 04 1mE e (U1 1= T I 1 2 N
Date Ronge! [A1 Rants v I SoiViews  SelectDefne..|  Setings.. | Chose |

Figure 4-114: Separate Graphs for Tests

ioix
| r
e | viws | [-=- Chowstarci (serum) - Hemogiobin ATC (blooa) O LOL (serum) |
I T - Il T e e e P T A T T T L T e T T, BT
Infisenza, HSHT  Imenunc: 2005 ----- S JEOL: L IR S L—— (.. Sp— A SN - ;& P
Irfusenza, Spie[T... Imerniz.., i | ] [ f ] | I
Howel IBusnza.. Inenuni... J b 1 rT ' b B : E : f ' '
Preumococcal  Ienuniz... 18045 == e e o LEL L TRE LR LR EERER S L LR l
Tdao Imenuniz.,
Yelow Faves I !
Calcum Lab Tests
Calcudated Lab Testz
Chloiide Lab Tests
ChaHDLAatia  Lab Tests
Chabesterol Lab Tents
Co2 Lab Tests
Cieatras Lab Tests
CieatrieMab  Lab Tesls
HCT Lab Tests
HIL Lab Teuts
HEB Lab Teute
Hemoglobn ATC. Lab Tests
LoL Lab Tests . . P : T
:dlmm | Labteal _'|ﬂ Me M1 12 W3 M4 W05 W0 10T 108 WO9 A0 M1 W2 D
Date Range: [A1 Resa: <] I SelViews  Selectlefne..|  Seiings. | Chose |
Figure 4-115: Combined Graph for Tests
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Graphing - Patient: Demo,Mother R
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Figure 4-116: Split Views with Multiple Graphs

Users can set which items they want to appear in the graph and save them as a
personal default. Only users with specific graphing keys can make public views.

2[x]

Sources Displaped: Optiores: Max Graphs in Displaw

liAdmssions __ Ja] |C]30 |q j 1o 20
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ELabTest: the: [100 :I 3101000
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Figure 4-117: Graph Settings dialog

Users can still make their own Lab groups and then use them for graphing.
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Figure 4-118:

Lab Groups

Refer to Graphing for additional information.

Microbiology

Microbiolog

y shows you the results from microbiology for the specified time period.

File
Lab Results Labaoratary Results - Microbiology - Al Results
t ozt Recent ====z=================================s=s=s=======s=s==s======sss=s====z======= (A
Cumulative ---- MICROEIOLOGY ----
AllTests By Date  |accezsion: MI 02 2279 Peceived: Nov 06, 2002 10:20
Ej‘BE‘EdTBStSBW Collection sample: SWAR Collection date: Now 06, 2003 10:20
GD[; et Site/Specimen: WOUND-SUPERFICIAL
1a Provider: SEARS,JOHN I

AnatomicF’alholng_l Comment on specimen: LEFT FORE APRM
Eload Bank.
Lab Status

Test (=) ordered: GRAM STATH

MISCELLANEOUS /WOUND CULTIURE
Date Range S==ss======s=============s===s=====================s===s=========================
T --—— MICROBIOLOGY ——--
DWDMee‘hS A |accession: MI 03 8278 Received: Nov 06, 2003 10:16
Si:EMosrhs Collection sample: SWAE Collection date: Now 06, 2003 10:16
One Year S:Lt,e,f‘Spe._::Lmen: PHARTIH
Two Years Provider: SEARS, JOHN J Z
v |4 >

Figure 4-119: Microbiology Laboratory Results

Anatomic Pathology shows you the results in this section for the specified time

period.
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4.7.5

Eile

Lab Results Labaratory Besultz - Anatomic Pathology

kst Recent

Cumulative ---- CYTOPATHOLOGY ----
Al Testz By Date |paee spec vaken: Aug 06, Z003 12:08 Pachologist:
selected Tests By | |por o spec recta: Tech:

E‘ID’kShEEt EEPORT INCOMPLETE Accession #: 3
raph Submitted by: 5544 Practitioner:
Microbiolog

Anatamic F;-Eltl"ll:lll:ll:l

Blood Bank.
Lab Statuz

Headings

Cytopathalogy

Figure 4-120: Anatomic Pathology Laboratory Results

Blood Bank

Blood Bank shows any blood that was requested. It also shows the results of any
screening and if the patient has any blood products in the blood bank.

Eile
Lab Rezults

Laboratory Rezults - Blood Bank

b ozt Recent
Curnulative

All Testz By Date
Selected Testz By |
Woorkzheet

Graph

b icrobiology

Anatamic F'athu:ulu:ui]l

Lab Status

---- ELOOD BANE -—---

IH ABSCEN DAT

a D7/02/7200z2 10:z0 u] POz
a. APM BAND #YYE £58859: E UNITS CROSSED & READY

Figure 4-121: Blood Bank Laboratory Results
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4.7.6  Lab Status
As the name implies, you can use this option to check on the status of labs that have
been ordered for the selected patient. The orders are grouped by date and show the
order number, the type of lab ordered, the provider, the urgency, and the status.
File
Lab Results Laboratory Results - Lab Statuz - All Results
tost Recent ~
Curnulative Orders for date: 0l/15/04
All Tests By Date Test Ur gency Status hocession
Selected Tests By | | 1.4, order g zz4zs Provider: MARTIN,DOUGLAS
wiorksheet ELOOD
Eﬁl[aphb'l ANR TITER BEOUTINE Test Complete 0171572004 11:14 LC 04 3
Arl'gt?:unl'u?colé!'yatholol Lab Order # 23439 Provider: MARTIN, DOUGLAS
Blood Banik. *| pLoop
Lab Ctatus SED RATE ROUTINE Test Complete 0l/13/2004 11:15 HE 0113 1
Orders for date: 01702704
Test Ur gency Btatus Accession
Date Range Lab Order # l44Z1 Provider: MARTIN, DOUGLAS
| ELOOD
TwoWeeks & | opp BOUTINE Test Complete 0l/02/2004 13:31 HE 0102 1
gi:EMh;ﬁF}:Z SED EBATE BOUTINE Test Complete 01/02/2004 13:31 HE 0102 1
Qe rear
Two Years Orders for date: 11713703
Test Ur gency Status Aocession
¥ | Lab Order # 116028 Prowider: CARROLL, MATK F ¥
Figure 4-122: Lab Status Laboratory Results
4.7.7  Graphing
Enhanced Graphing is incorporated in the Labs and Reports tabs. This Graphing
requires the Clinical Indexes, which are part of PXRM 1009. Once EHR 11 is
installed, the site will build all the Clinical Indexes for Graphing to work
appropriately.
Not all of the data sources that the VA graphs are available at this time in the EHR.
This is mainly due to differences between the two systems, with different files and
fields being utilized.
User Manual Updated Components

September 2014

221



Electronic Health Record (EHR) Version 1.1 Patch 13

. .
|_ oo @] @]
| | | | P, arenmy Mo I ! [ Faruiwysl headty |
Gragery ool o
w /|
. Chisiiuinn R — | E
T ] “"I . i
L Gl [Pessoral Ve | e -
Loy Cvclior S | -hicmsieend -
Ervlon Sumrarey b LA & L b
Cht oy S W| “ e
me N b et ) I WATHIE et Wz e T
b EE=)
sk sy Bl
Eraghwy foca oy
€ paghnin Prmcnpic
Mg [ E L = ) - r = —
T | UNSPEE LSS GNONE NS LNOENE BB ANSEEl AASEN MSET indil SndE il
L B
Sl Labrn e = — |
' e -3
M;ﬂ o
Dot Flange »
Tty w
[ it o -
hemitonks 11 Glucoss, Drms N, Crasy, Na, ¥, O5, Cod [lal RSHEE WRSEN BADWA  ULTHE BT WADSHE UIGEEE BAGEEL WUPEH  INGEE BADET RO
ot Bandem Gincmes
it e - :
S BBt Ere
1 ki Badi 8 i —
“_ rE——— e
| Ml Calarise
== .
—
'H_-'l '.'l NONe XS PN VIENM SEW ORI SNGET Mo INaE  Seae '1WI::I
o AR o ekt 4 Firy SPRRRON 5ot 4 T i {Fagens. = B I o

| USERDEMD || DEMOMEDSPWERE (DM | DEMOWDSATAL | OugailiSss

Figure 4-123: Graphing Tool

4.7.7.1 Types of Graphing

EHR Graphing displays all items that are not Laboratory tests, vitals, or medications
(Inpatient, non-VA, or Outpatient) as single events. Representations for single events
use only the horizontal axis. EHR Graphing uses triangle-shaped representations to
mark these items.
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Figure 4-124: POV Graphing
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4.7.7.1.1 Medication Graphing

EHR Graphing displays medications as bars that indicate a period of time. In the case
of Outpatient medications, the bars begin on the horizontal axis at the release date of
the medications. End dates are based on the following calculation:

medication release date + number of days supply = end date

For Inpatient and non-VA medications, the bars begin at medication Start Times and
Dates, and end at medication Stop Times and Dates. In the case of non-VA
medications, if no Stop Date exists, CPRS Graphing uses the Current Date as the Stop
Date.

EHR Graphing differentiates multiple medications by color and vertically offsets
them to ensure the visibility of overlapping bars.

Important: Healthcare professionals have no reliable way to
determine whether patients do or do not take their
Outpatient medications. Use caution when graphing
relationships between Outpatient medications and other

items.
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Figure 4-125: Graphing Multiple Medications

EHR Graphing displays Vitals Measurements as points on two axes. If more than one
measurement exists for a given date and time, EHR Graphing connects measurements
for like items with a line.
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Figure 4-126: Vital Graphing

EHR Graphing also displays as points on two axes laboratory tests that have results
with numerical values. Lines connect like items.

It displays Lab tests with non-numerical results (positive and negative results, for
example) as points on the horizontal axis. It does not connect like items that have
non-numerical results. To keep them out of the way of numerical data, EHR Graphing
displays non-numerical results above or below the numerical values and line.

Values beginning with > are located at the top margin; others are graphed at the
bottom margin. Free-text values display by default as do comments. To hide or show
free-text values, click the Free-Text Values: label.

Comments are displayed in yellow boxes on the date axis, while the **comments
label shows that there are comments. Clicking this label will show details of all items
on the graph.
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Figure 4-127: Lab Values

4.7.7.2 Viewing Graphs

Patients' information is listed on the left side of the graph. The time search can be
changed in the bottom-left corner. Graphs can be viewed singly by selecting an item
to view. The following is the TMP over the last year:
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Figure 4-128: One Item
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You can select multiple items to view by select an item in the selection box, holding
the Ctrl key, and selecting other options. Next are the TMP, WT, and Pulse over one

year.
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Figure 4-129:Multiple Items to Graph

You can also view them on the same graph by clearing the Individual Graphs check
box at the top of the graph.
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Figure 4-130: Multiple Items on the Same Graph

4.7.7.3 Setting up Graphing

You can set up graphing on the Labs tab, the Reports tab, or under Options on the

tool bar.
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Figure 4-131:Setting Up Graphing Window

Settings

The Settings button enables you to view and change the different items you want to

graph.

1. Select the Settings button from the left side of the Graphing dialog.

I Split Views
Select/Define...

Settings...
Date Range

Figure 4-132: Settings Button
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Figure 4-133:Settings dialog

2. Choose the sources, remembering that not all of them are available in IHS or at
your site (for example, your facility may not do AP reports).

3. Select options. You can change the appearance of the graphs by selecting or
clearing the items in the Options list. Users must review the items to determine
which ones they prefer.

4. Select the maximum number of graphs and the height.
5. Select default dates if desired.

6. Users can save this as their default view. The Show Defaults field displays both
the personal and public default. Only users with the correct keys can set up a
public view.

4.7.7.3.2 Views
There are two tabs on the graphing tool, Items and Views.

The Items tab is information that the patient has in the time frame selected. All of the
items appear in your setting for the chosen patient.
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Figure 4-134:Items Tab

The Views tab includes your personal views and any laboratory worksheets that you
have created and saved. There are two personal views and three Lab groups for the
user logged on.
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Figure 4-135:Views Tab
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Users can create new views through Lab groups, but the user must log off and back
on before it will appear in the Graph view.

1. To create a new View, click Select/Define. This brings up the dialog enabling you
to create a new view and save it.
[ SpitViews
Select/Define...

Settings...
D ate Range

Figure 4-136:Select/Define Button

DefineViews 21X
Souces:  Item: Ttesmes for Graphing:
P - '
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Other Viewrs: ‘ _I
Select Persont |
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: [hesrers: fioe Giraphing can be saved as Views.
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Echt Wieves by s8ving bo e 24 name.

Uge Select/Define button or Right-chck on graphs to select kems for displas. Chose

Figure 4-137:View Creation dialog

2. Select the sources for your view (for example, Measurements).

3. After you select a source, then select which items in that source you want to view.
Add them by clicking the arrows.

You can select items from multiple sources
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Figure 4-138:Personal View Defined

4. When finished, you can save it as a personal view. However, If you have the
correct security keys, it can be saved as a public view.
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Figure 4-139: Ready to Save
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5. Name the view to save it as a personal view.

Save your Personal View x|

S ave your Personal Yiew by entering a name far it

[F wou are editing a ‘iew, enter the Yiew's name to
ovenaite it.

ISpecial

| aF. I Cancel

Figure 4-140: Personal View Name

6. You can click the View Definitions to get a listing of what is in all the views that
are available.
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Figure 4-141:View Definitions

2

This view is then available to be selected
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Figure 4-142:New View

Clicking the Split Views Box enables the user to see two different views at the same

time.

[ SphtViews
Select/Define...

Settings...
Date Range

Figure 4-143: Click Split Views
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In the following case, the first view is a Cholesterol panel and the second view is the
new one containing Labs and Vitals. In one case it is one graph and in the other
individual graphs.
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Figure 4-144: Split Views
4.7.8 Web Reference Search Function

4.7.8.1 Education Information Button

When a lab result is selected from the Most Recent list, click the Education
Information button. This sends a call to the MedlinePlus Web site to provide
information regarding the selected topic and the MedlinePlus Web site opens to the
related page.

Note: The Add Patient Education Event dialog also opens when
the Education Information button is clicked. Patient
education is tracked for Meaningful Use, therefore, the Add
Patient Education Event dialog should be completed. Refer
to the Patient Education Online Help for details on
completing this dialog.
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Figure 4-145:Medline Plus Web Site

4.7.8.2 Clinical Decision Support Button

When a lab result is selected from the Most Recent list, click the Clinical Decision
Support button. This sends a call to the UpToDate Web site to provide information
regarding the selected topic and the UpToDate Web site opens to the related page.
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Figure 4-146: UpToDate Web Site

4.8 Lab POC Data Entry

The Lab Point of Care (POC) Data Entry component provides the user with the ability
to capture Laboratory POC test results through the RPMS-EHR application.

Contaci Us Help

Log In | Regester

The POC Lab Entry button requires that a visit and patient are selected before it
becomes active. If this button does not exist, see your local CAC to have the button
added.
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4.8.1 Lab Point of Care Data Entry Form
Click the POV Lab Entry button to display the Lab Point of Care Data Entry Form.

S
Patient:  TEST ALLERGY Hospital Location:  TEST CLINIC
Ordering Provider | USER DEMO | Noture of OrderjChange  |WRITTEN =
Test |[HGB | Sampla Type BLOCD

Caollection Date and Tame 09192030329 PM  =| Sign or Symplom JDlahel.es mallitus in mather cumpllczj

I .................... STAT URGENCY REQUESTED +evestssssmsstonsess

Save | Cancel

Figure 4-147: Lab Point of Care Entry Form

4.8.1.1 Form Features
The Lab Point of Care Data Entry Form has the following features.
e The Patient name is the same as the selected patient.
e The Hospital Location is the same as the location selected (visit).
e The Provider is the same as the visit provider (not the login user).
e The list of tests is in the control file (the BLR BEHO POC CONTROL file).
e The Collection Date and Time information is the same as the visit date and time.
e Testis arequired field and displays in bold.
e Collection Date and Time information is required and displays in bold.
¢ Sign or Symptom information is required and displays in bold.
¢ Nature of Order/Change information is required and displays in bold.
e When you first access the form, Cancel is active and OK is inactive.
Once the form is open, the following happens:
e You cannot change the patient context and the visit.
e All buttons and tabs in the EHR are inactive.

e You cannot minimize or close the EHR main window.
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Any user without initials on the new person file causes the No initials in file 200
warning message to display after clicking the POC Entry Form button.
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e
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Figure 4-148: No Initial in File 200 Warning Message

Click OK to close the message. You can assign yourself your initials using Thox in
RPMS, the same way that you assign yourself an Electronic Signature.

4.8.1.2 Fields on the Lab POC Entry Form
The following figure shows where the test has been selected and the form is ready for

input.

B Lok Point of Case Data Enlry Foom =100
Pokon seeSn vls s b sl Hospital Locason: 01 GENERAL

Ordering Provider |~ =] Nature of OrdegiChange  |V/RITTEN =
Tost  |URINALYSIS [DIFSTICK OHLY) =] Sample Type LRINE

Collecion Dot and Time | 017062003 041 P =] Signor Sympiom | - |
CommenifLab Descripbon’

TEST RESULTS

| Teat Hame Res Resul Range Unts B
COLOR A
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| LRINE BLOOD | IneG
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| UROBILINOGEN | [24e1 [Eusa u
Save Cancel

Figure 4-149: Test Form for Selected Test

Note: All of the fields on the form (except for the Comment/Lab
Description) must be completed in order for the Save
button to become active.

The Test Results Grid displays the appropriate fields for Results.
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The following fields are required in order to save the form:

e Ordering Provider — The name of the ordering provider of the particular test. You
can change the name by selecting from the drop-down list.

e Test— The drop-down list contains the tests that are listed in the BLR BEHO POC
CONTROL file. After you choose a test name, data populates the Test Results
part of the form.

e Collection Date and Time — The default is the same as the visit date and time.
You can change the data by selecting from the calendar (on the drop-down list).

e Nature of the Order — The default indicates the nature of the order. You can
change this by selecting from the drop-down list.

e Sample Type — The system automatically populates this field (cannot be
changed).

e Sign or Symptom — The drop-down list contains the active problems of the
patient, plus an Other... option.

— If you select Other... , the SNOMED CT dialog opens.
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Figure 4-150: SNOMED CT Lookup dialog

a. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup
section, select either the Fully specified name or Synonym option
button.

= Fully specified name returns a collapsed list of
SNOMED CT terms. Click the plus sign (=) next to the
term to expand and view the child entries.
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Synonym returns the full list of SNOMED CT terms.

b. In Maximum Results, select one of the following to limit the
number of returned results (or select ALL):

25
50
100
200

ALL

c. In Search Date, the field defaults to the current date. Click the
drop-down arrow to open the calendar and select a different date to
search, if needed.

d. In Search, type the term by which you want to search.

e. In Subset, you can select a subset in which to search, if needed.

f. Click either the IHS SNOMED CT or the ALL SNOMED CT
button. The list of SNOMED CT terms is populated.

g. Select and highlight a term, and then click the Select button. The
Sign or Symptom field of the Lab Point of Care Data Entry Form
refreshes with the selected SNOMED CT term you selected.

e In Comment/Lab Description (optional field), you can either:

0 Enter text, using up to 80 characters.

Note: If you enter more than 80 characters, the application
truncates the text to 80 characters.

o Click the Add Canned Comment button. The Choose a Lab Comment
dialog opens.

a. Inthe Choose a Lab Comment dialog, select a line item. These are
defined in the control file.
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=101
Code Lab Comment Description
BUDYEA BUDDING YEAST
EMPT EMPTY CONTAINER SUBMITTED

OK Cancel

Figure 4-151: Choose a Lab Comment dialog

b. The No Lab Comments Found warning message displays when the
lab description is not defined in the control file. Click OK to exit
the message.

£
‘l': Mo lab comments were returned from the database, Please contact vour EHR admiristr stor

Figure 4-152: No Lab Comments Found Message

c. Click OK. The Comments/Lab Description field on the Lab Point
of Care Data Entry Form is populated with your selection.

48.1.2.1 Test Results Grid

After you populate the Test field, the application automatically displays the
appropriate fields for Results. The required fields depend upon how the test was setup
in the Lab package.

| Teat Hama | Renit | Ren Range ! Uiy =
COLOR M

CLARITY [ _H.-’.ﬂ. |

_'..IFIIFEE GLUCOSE | IFIEGM s | il

WRAMNE BILIAUEM MEG

WIRIMNE KETONES HEG mp/dl

SPECIFIC GRATY M
.I..IFIIFL{ BLOOD MEG
_I.',IFIIH:E FH | { Sl |
_LIHIFL‘E PROTEIN [ _HEL’.-I\: Fac | _rngp'd. 5

| IL.IHIJHII.JFF'EIGHI | ! .:’ro 1 _-E usd _.'J
Figure 4-153: Test Results Grid
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1. Enter atest result for a particular test in the Result field.

e If this is an acceptable result, you are allowed to go to another field.

o |f the entered value is not valid, the application displays the Invalid Entry
warning message. Click OK to exit the message.

i
Errviald valus entered For this best result,
! \ Choose from:
BLOODY BLCOOY
CLEAR CLEAR
HATY HATY
CLOUDY CLOLIDY
TURBID TUREID

Figure 4-154: Invalid Entry Warning Message

e If you do not know the acceptable result for the particular field, type a
question mark (?) in the field (on the form) and the application displays the
Result Entry Help information message.

Result Entry Help ) x|

“lr) TYPE A WHOLE NUMBER. BETWEEN 0 AND 2500

Figure 4-155: Result Entry Help Message

2. Click OK to return to the field where the ? is positioned.

4.8.2 Completing the Lab POC Data Entry Form

1. After all required fields on the Lab Point of Care Data Entry form are populated,
click Save. The form closes and the data appears on the Labs window as the Most
Recent Lab Results.

Note: You must click outside the Results grid for the Save button
to be active.

If you do not want to save the data, you can exit this form at any time by clicking
the Cancel button. If you click Cancel, the Confirm exit without save information
message displays.
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Confirn exit without save i |

“-?,-‘" Are you sure you wand bo dose this Form without 2ving the data you entered?

[ _ges | w |

Figure 4-156: Confirm Exit Without Save Information Message

2. Click Yes to exit the form without saving any data. Otherwise, click No to return
to the form.

4.9 Medications

The Medications Management window lists the outpatient and inpatient medications
that have been ordered for the current patient as well as any documented outside
medications.

Fle Wew Achon

= o [t} o [ H ¢
At Oy Chocric Doy 160 s Rit.  fuesfol | P b me & O T
WIMI Dottt B Sn'd I ik I Broteat I il | Lwl'lbull Eguiti IHH-HH ! el | Paovid
CETIREEME 585 TAR Cay 30 [— -
L Sy TAKE «'.ll-E-IkElEr v MOUTH DALY £ i =
AT TR OPHENACOENE = RO 3 TaB e B bor 2 dan
Sig TAKE | TABLET By ReOUTH EVEFTY 5 HOURS & Ak = MFer AN 2Fek- XN EFeb oG -] 00 . MESEN MAFY AHH

REEDED FOR PAIK. kY CALISE. DROWEIRESS

RAPRCCEN s Zn0 TAN O 30 bor 10 days -
Big TAKE OME 1] TABLET I WBUITH TUADE A B wATH Ackv - JFeb-And 2Feb-3Nd X Feb AN [, G L TP AT AN
OO0 R MILK =]

Figure 4-157: Medications Window

The following are features of the Medications window:

e The label of the type of medication in the toolbar determines what actions you can
take on this window. For example, if the label reads Inpatient Medications, then
the Inpatient Medications group box on the window is the active one. Note that
Inpatient Medications only displays for the inpatient visit.

e You can use the buttons at the top of the window to perform various functions in
the active medication group box.

e There is the capability of indicating the Clinical Indication (when configured
correctly) for the outpatient/inpatient medication order.
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e The order of the Outpatient Medication columns can be configured in the RPMS.

4.9.1  Activating Medication Type

You can activate a medication type by clicking within the particular group box.

Another way is to select from the drop-down list for the listed medication type (in the

toolbar). The Inpatient Medications only appears for inpatient records only.

Dutpatient Medicatons
MY OUTSIDE MEDS
Inpatient Medications
Figure 4-158: Drop-Down List for Medication Type
4.9.2  Outpatient Medications Group Box

The Outpatient Medication group box displays the outpatient medications that have

been ordered for the current patient within the number of days shown in the Restrict

Medications Activity button.

B Vo= Ackn

Acliew iy :n-‘:cm ml:al.\.-. el Proct h.:- Ok i Outpationt Medications = Eéf:;

-a:Ir;m:I_-- _ [P — __I Tighm ] fr— I [ Iu:lde I_r;.: |F:EJ?|I Pk
"’:;“;:'N'?fﬁ';':tjm,F“’f,&ff,}:,ﬁ';{”‘%{ﬁ‘rﬁmﬁ,,MLWML.”JN_ s :; FnINE WFAN: Med03 1 BN USERDEMO
e R T T
e o T P RS e s
e v R R TR T e

Figure 4-159: Outpatient Medications Group Box

4.9.2.1 Columns (Outpatient Medications)

You can sort any column by clicking the heading column.

The order of the columns in this group box can be configured in RPMS.

In addition, you can determine the columns that display in the Outpatient Medication

group box by right-clicking any column heading. This feature assists those with

smaller monitors to view only the needed information.
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v [ssued

v Last Filled

v Expires

v Refills Remaining
W Rx#

v Provider

Shows all

Hide: all

Restore Defaults
Save Setkings

Figure 4-160: Column Heading Right-Click Menu

The top options on the right-click menu list the column's heading names that you can
check or uncheck. Only the checked options display (along with the minimum
Outpatient Medications data).

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

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

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

e Save Settings: This saves the current view of the Outpatient Medications as the
default. Each time you access the Medications window, this (saved) view is the
default view.

4.9.2.2 Action Menu (Outpatient Medications)
The options on the Action menu determine what actions you can take on the
Outpatient Medications group box.
Chamge...
Copy to New Order...
Process...
Transfer to Inpatient
Refil...
Chronic Medication k
Figure 4-161: Options on Action Menu for Outpatient Medications Group Box
e New Medication: Use this option to order a new medication. See Outpatient and
Inpatient Medication Orders for more information.
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Change: Enables you to change something pertaining to an already prescribed
medication. See the Change section for more information.

Copy to New Order: Use this option to copy the selected medication to a new
order. See the Copy to New Order section for more information.

Discontinue/Cancel: Use this option to discontinue or cancel a selected
medication. See the Discontinue/Cancel Outside Medications section for more
information.

Process: Use this option to process the selected medication orders. See the
Process section for more information.

Transfer to Inpatient: Use this option to transfer a selected outpatient
medication to inpatient. See the Transfer to Inpatient section for more
information.

Refill: Use this option to refill the selected medication. See the Refill section for
more information.

Renew: Use this option to renew the selected medication. See the Renew section
for more information.

Chronic Medication: Select Yes, No, or Select All form the menu. See the
Chronic Medication section for more information.

4.9.2.3 Icons (Outpatient Medications)

The Process column has new icons indicating how the prescription was processed.

The Printer icon (==) is used for prescriptions that are printed for the patient to
take to an outside pharmacy. A check mark appears in front of the Printer icon (

%) once the prescription has been printed.
The Hospital icon (7“5) indicates prescriptions filled in-house.

The Lightning Bolt icon (iﬁ') indicates prescriptions sent electronically.

H:l:;-r"l'll HLOROTHLATIDE 25040 TAR™ Doy 'l:"l n:'lJ
Sig TAKE Opa I'.H-l'-Ll- 11/2] TABLET MOUTH EVERY MOW| MM o THC BLOGD PRESSURE

VEMLAFAONE TEMG TAB Ot G0 ioe 30 daya A
Sy TAXE TW [2] TABLETS MOUTH EVERY Dy

FRAMITIDIHE 15840 TAR™ Oty B0 lod 30 d

Shedare 2N 2

Aciree

122

Sigy TAKE QHE [1] TABLET MOUTH TWICE & Dty FOR STOMACH Dipcortrumd 5 ane 210 2
CLOPIDOGREL TSMG TAR™ Ohe 30 for 30 e

Sig TAXE ONE (1) TABLET MOUTH EVERY DAY Evpeed O3F k01 2
FLUCHE TINE 10MG TAB™ Gy 30 for 30 days s =
Skg TAXE OME (117 ABLET MOLTH EVEFTY MORNING Ewgaresd 030 201 2

HYTROCODOMNE Azt 7.5 S00G TAE™ Otx 20 ko 10 daps s
Sig TAXE 1 TABLET MOUTH EVERY 'H‘HEIUHSIFHEEDED FOR P - 0D
PRAMIPESTOLE 02540 TAR O 100 ioe 3 da
Shg TAKE T (2] TADLETS MU' ITH II"HLI: IMf 5 & DAy

ET-dure 212

Dipponhrssd 1-hd2nz

(I35 13 A R

Figure 4-162: Example of Icons in Use
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4.9.3 Inpatient Medications Group Box
The Inpatient Medication group box displays the outpatient medications that have
been ordered for the current patient within the number of days shown in the Restrict
Medications Activity button.
Acaoe | Ircatenr Medbc atiord I Stsban | Sophse [=
Gh 12 TAES PO 01 PR PPt PR gt Thiioraoe e
G 12 e PO G4 PR g o i S oy
: 1:?:‘:’::': DE Bl T00ML INFUSE AT PRESCRIBED RATE®] WYILDS FRld, CORCEHTRATION OF SuWi.Adl s —
nso0umuon0E L HFUSE AT PRESCRIBED RATE! \ELDS FAMAL CORCENTRATION OF 1 BB el
Figure 4-163: Inpatient Medications Group Box
You sort any column in the Inpatient Medications group box by clicking the heading
column.
49.3.1 Columns (Inpatient Medications)
The right-click menu for any column heading has the following options:
e Restore Defaults: Use this option when you change the column width and you
want to restore the view to the default.
e Saving Settings: Use this option to save your settings for the column widths.
When you access the Medications window, this will be the settings used for the
Outside Medications group box.
4.9.3.2 Action Menu (Inpatient Medications)
The options on the Action menu determine what actions you can take on the Inpatient
Medications group box.
Copy to New Order...
Discontinue [ Cancel...
Transfer to Outpatient
Renaw...
Figure 4-164: Options on Action Menu for Inpatient Medications Group Box
e New Medication: Use this option to order a new medication. See Outpatient and
Inpatient Medication Orders for more information.
e Change: Enables you to change a detail pertaining to an already prescribed
medication. See Change for more information.
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Copy to New Order: Use this option to copy the selected medication to a new
order. See the Copy to New Order section for more information.

Discontinue/Cancel: Use this option to discontinue or cancel a selected
medication. See Discontinue/Cancel for more information.

Transfer to Outpatient: Use this option to transfer a selected Inpatient
Medication to an Outpatient Medication. See the Transfer to Outpatient section
for more information.

Renew: Use this option to renew the selected medication. See Renew for more
information.

4.9.4  Outpatient and Inpatient Medications Order

The process for ordering outpatient medications and inpatient medications are similar.
You must have a visit selected to perform the order process.

Select Action > New Medication (or select the New Medication option on the right-
click menu or click the New button) to display the Medication Order dialog where
you select a medication.

& Medication Drder x|

I

| Mo quick orders avalable)

ABACAVIR TAB  NF EI
ABILIFY  «<ARIPIPRAZOLE TAB »

ACCOLATE  <ZAFIRLUEAST TAB »

ACCUTANE  <ISOTRETINOIN CAPORAL > NF
ACETAMINOPHEN DROPS SOLM.ORAL

ACETAMINOPHEN ELIZER ELI<IR

ACETAMINOPHEN SUPPRTL

ACETAMINOPHEN TAB

ACETAMINOPHEN TAB CHEWABLE
ACETAMINOPHEN/BUTALBITAL/ACAFFEIME CAR.ORAL  MF
ACETAMINOPHEN/CODEINE ELEXIR
ACETAMINOPHEN/HYDROCODONE TAR

ACFTIC ACINASE1ICYIC ACIN LIOIHIN TAP

efl.

- |
=

Figure 4-165: Medication Order for Selecting an Outpatient Drug

For Inpatient status, the list contains medications designed at Unit Dose
medications.

For Outpatient status, the list contains Outpatient Medications (only).

For Outpatient locations set up to provide Inpatient Medications, the Medications
setup for Inpatient use and the Inpatient Order dialog is provided.

For Outpatient status, the list contains Outpatient Medications (only).
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e [For a patient who has Inpatient status, but has an ambulatory visit, the list
contains Inpatient Medications (because the patient still is an Inpatient, thus the
medications would be given through the Inpatient Medications, then transferred to
Outpatient Medications at discharge).

Note: You can determine the patient status by clicking the View

Patient Detail (<) button in the toolbar, and looking for the
STATUS field on the Detail dialog.

Find the appropriate item by scrolling the medication list. Otherwise, type enough
letters of the medication’s name in the top field to have the application search for the
name. Be careful to choose the correct item because some lists can have similarly
named items associated with the desired medication or medication quick order.

The application searches the quick orders first and then the medication list. Select the
quick order or medication name and click OK.

Note:

If the selected medication is a controlled substance that
requires the signature of a provider with a DEA number,
the DEA# Required warning message displays. Before an
order for a controlled substance can be entered, the
provider selected for the encounter must be able to sign the
order. You may need to exit the Medication Order dialog,
change the provider, and then reenter the Medication Order
dialog.

i

! PREGABALIN CAP ORMAL 75MG

@ Provider must have a DEAZ to change this order

TAKE ONE (1) CAPSULE BY MOUTH 3 TIMES A DAY FOR PAIN
Quanbty: 90 Days: 30 Refills: 5 "Chronic Med: NO Dispense as Written: NO

[Eec]

Figure 4-166: DEA# Required Warning Message

The ADRs button appears on many of the medication order dialogs. Click this button
to show the Patient Postings information about the current patient (allergies as well as
Crisis Notes, and so on).
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49.4.1 Simple Dose Outpatient Medication Order

To create a simple dose Medication Order:
x|

|ABILIFY <4RIPIPRAZOLE TAB » Change |
Ptwit on 0241842003
125,23 |b [56.92 kg)
Dozage J\Complem
[ozage Floute Schedule
|1 TABLET 30MG ORaL QD&Y [~ FRN

1 TABLET 30MG

2TABLETS 30MG

Eﬂiiﬁftions‘ IDD not conzume grapefruit while taking this medication.

Days Supply Oty [TAR] Fiefillz Clinical Indication [~ Chronic Med
I I=| I =] I = Dispense as
=0 : = El =] 1 = I d r Wnltjten Priorit
PFick Up ROUTIME
" Clinic ¢ Mail + “Window  Outside Pharmacy - eRx € Outside Pharmacy - Print
[¥ Dischaige
Medication
Motes to Phamacist:
Patient consult| d
ARIPIPRAZOLE TAB 30MG ;I
TaKE OME (1] TABLET MOUTH QD&Y Do ot consume grapefruit while taking this medication.
Cluantity: 30 Days: 30 Refils: 1 *Chronic Med: MO Dispense as Written: NO
Motes to Phamacist: Patient consult.
ADR's |
LI Cluit |

Figure 4-167: Outpatient Medication Order dialog (Simple Dose)

1. If necessary, you can change the type of medication by clicking Change.

Note: The patient's weight and the date of the last weighing is
shown below the Change button.

2. Various Medication Order dialogs might have the Display Restrictions/Guidelines
link. Click this link to view the Restrictions/Guidelines dialog.

a. You can print the text of the dialog by clicking Print.
b. Click Close to dismiss the dialog.

3. Highlight the dosage. (The associated cost is displayed to the right of the dosage.)

4. Select a route from the Route field.
5. Choose a schedule from the Schedule scroll list (select PRN, if desired).

e The application completes the Days Supply field and calculates the Quantity
field based on the formula: days supply x schedule = quantity.
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e If you select OTHER for Inpatient Medications, the application displays the
Order with a schedule OTHER dialog.

 Order with schedule "OTHER" =10 =i
": 'hat pou put here should display in the info saction =
L3
Select Days of Week Set Admiristration Time Schedule
 SUN 0 [0
3 ] !AE
I MON 2 W AL (INSUILIN)
_Everyday | 4 20 __Add || |faceHs _ Ak |
[~ TUE 5 o AT BEDTIME
AT BEDTIME(INSUL
I~ WED 3 o Remove | || [ocrone LuncH | —nemove |
: BID
™ THU - o BID INSULIN)
10 s CONTINUOUSLY
[ FRI a G DAILY
19~ FIVE TIMES/DAY
I SAT 5 HS fd |
Schedule ! |
Fesat ok | Cancel |

Figure 4-168: Other dialog

6. If necessary, highlight and change the numbers in these fields.

Note: If you change a number, the application attempts to
recalculate the OTHER field. If you check PRN, be sure
that the Quantity field is correct before accepting the order.

The maximum allowable days supply for the Days Supply field can be configured
for your site (by using the Maximum Allowable Days Supply option in RPMS).

7. In the Patient Instructions field, type any directives for the patient. If the field is
already populated, you can edit the instructions by typing over them.

8. Enter the number of refills.

9. Select a clinical indication from the drop-down list for the Clinical Indication
field. The parameter BEHOORPA controls the display of this field. The drop-
down list comes from the Problem List of the patient.

10. Select OTHER from the drop-down list and the application displays the
SNOMED CT Lookup dialog.
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11.

12.
13.
14.

15.
16.

17.

g
Diagnosis Lockup  1* Fully specified name © Synonym
Search: |dabetes Find..
= | Subset
#-_ | Lipodystrophy is @ Lipoatrophy and lipodystrophy (disorder) 2726
EHRIPL PROBLEM GUALIFIERS Z‘ " Diabetes mellitus is & Disorder of endocrine system (disorder) 250,00
EHR IPL SEVERITY :
EHR IFL TREATMENT REGIMEN =3 i @ Disorder of glucose metabolism (disorder)
EHR REASONS NOT DONE I Dizbetes mellitus
e LT S Diabetes melitus, NOS Synonym
EHR V AMI CHEST PAIN
EHR V AMI EKG FINDINGS ~ | DM - Diabetes mellitus Synonym
g — I‘F|P‘M‘
Search Date: ke Diabetes insipidus 15 a Disorder of posterior pituitary (disorder) 2535
07242013 - # i is & Metabolic disorder of transport [disorder)
b 4 Disbefic oculopsihy  is 2 Disbetic complication (disorder) 250,50
el it a Disorder of eye proper [disorder) 37990
Dizbetic neuropathy  is @ Neurclogic disorder associated with diabetes mellitus 250060
i (disorder) 3559
ol is a Neuropathy associated with endocrine disorder
| | (disorder)
@ Diabetic retinopathy  is & Diabetic oculopathy (disorder) B050 —
T is a Retinopathy (disorder) 20
- | Dizbetic on dietonly  is 2 Disbetic monitoring status (finding) 250.00
el Diabetic complication  is a Disease (disorder) 25050
i Diabetic renal is a Diabetic complication (disorder) 250.40
# __ disease is & Renal disorders in systemic disease (disorder) 583.81
& Brittle dizbetes is @ Evaluation finding (finding) 25000
T mallitus
| Dizbsates mellitus is & Diabetes mellitus (disorder) 250,00
.l type2
J o Disbetesmellitvs  is 2 Disbeles mellitus (disorder] 2001 +f
Select | Cancel | j

Figure 4-169: SNOMED CT Lookup dialog

In the Diagnosis Lookup section of the SNOMED CT Lookup dialog, select either
the Fully specified name or the Synonym option button.

o Fully specified name returns a collapsed list of SNOMED CT terms. Click the
plus sign () next to the term to expand and view the child entries.

e Synonym returns the full list of SNOMED CT terms.
In Search, type the term you want to search for.

In Subset, you can select a subset in which to search, if needed.

In Search Date, the field defaults to the current date. Click the drop-down arrow
to open the calendar and select a different date to search, if needed.

Click the Find button. The list of SNOMED CT terms is populated.

Select and highlight a term, and then click the Select button. The Clinical
Indication field refreshes with the selected SNOMED CT term you selected.

Select the Chronic Med check box for medications that are ongoing for chronic
medical issues (diabetes, hypertension, etc.).
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18.

19.

20.

21.

22,

23.

24,

Select the Dispense as Written check box indicating that the medication must be
dispensed as written. For example, the pharmacy must dispense the brand name,
exact tab size, etc. Most states require that the pharmacy substitute generic
equivalents and/or tablet size (unless the provider checks the Dispense as Written
check box).

Select the location where the patient should pick up the medication from the Pick
Up group box.

Use the Outside Pharmacy Print button to generate a paper prescription.

Pick Up
" Cic  Mal ~ 'Window ¢ Outsde Phamacy -ofix © Dutade Phasmacy - Print

Figure 4-170: Print Option Buttons

After the prescription is signed, the Queue Print button becomes active and the
flag icon is highlighted.

Fie View Acton

= e M = & + (3 N —
Acive Orly Chronic Onlp 365 days Pinl. QueuePint | Process. New.. o & O Outpatient Medications -
cior[ Outpatient Medications Status | Process | Issued | Last Filed| Expires | Reflls
Remaird Rx # Provider
1]
HYDROXYZINE 25MG TAB™ Qty: S0 for ,_f .« |.Sep-
" "Sig TAKE ONE (1) TABLET MUUTH EVEFWBHUUF\S TR ITCHING - MCD pcie | gy |138emn. | 13560 145 71 X343 | USEADEMO
NYSTATIN VAGINAL TAB Qty: 14 . [ :
o N EERT ONE (1 TABLET VA TUACE A DAY oo | (=) || Oiwer | (A | 3| K984 | UBEA.DEMD
PREDNISOLONE 1% DPHTH SOLN Dyr 10 foe 30 da £ | e
" " PUT 1 DROP GPH EVERY  HOURS SHAKE WELLDO NOT TOUCH TIP T EYE 2D | g | [ BT i | U [R5 GBI
DOFZOLAMIDE SOLK.OPH Oty 1 [#]
Sig PUT 2DROPS 2% IN BOTH EYES, THIS IS THE COMMENT, THREE TIMES A DAY Fendng | 83
GABAPENTIN 100M CAP= Oty 1080 +
Sig: TAKE FOUR CAPSULES MOUTH THREE TIMES A DAY Pending HE|
ACETAMINOPHEN 325MG TAB Oty 180 for 30 daye 3 Mar. O1Apr
Sig: TAKE ONE (1) TABLET MOUTH EVERY 4 HOURS TR PAIN DR FEVER L2z [k G GHite BhEt. 9 Gl L
ACETAMINOPHEN 325MG TAB Oty 240 for 30 day | 3 Mar.. | O1Apr-
Sig: TAKE OME (1) TABLET MOUTH EVERY 3 HOUIRS TR PAIN DR FEVER Acive | o) | J1Har. |3 Har.. D142 3 X1012] USERDEWO

Figure 4-171: Queue Print

Click the Queue Print button to confirm that you are ready to print. A
confirmation message appears.

Click Yes to select the template and printer for the prescription

[ o
NICOTINIC ACID S00MG SR CAP:  Template: | x| Frinter: | =]
OXYCODONE/ACETAMINOPHEN ST25MG TAB™  Template: | =] Printer [ =

¥ Print Multiple Order Per Fage

ok | cance |

Figure 4-172: Prescription Print Template dialog

Sites can configure their own prescription formats. In the case , since one of them
is a narcotic, a different prescription format may have been created at the site for
that type of prescription.

For Outpatient Medications ONLY, you can transmit the prescription order
electronically by selecting the Electronic option button (available when the APSP
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25.

AUTO RX parameter is set to YES). Once you select the Electronic option
button, the Pharmacy field appears on the dialog.

Pick Up w
 Cinic © Mal © Window ¢ [Dutride Phamacy - sfixl ( Duside Phamacy - Print

Figure 4-173: Electronic Option Button and Pharmacy Field

Click the Ellipsis button by the Pharmacy field to display the Select a Pharmacy
dialog. The parameter APSP ZIPCODE PROXIMITY RADIUS determines how
far away to search for pharmacies.

=E
Seleol & phamacy o seceive the pasiciplion requail. |=':?-C‘ Pt j
Pramacy | Addheir | City [ swe | Tip Code | Fwsm | Vowed ]| Dislance =
DEMD HISFTAL HIM0RED BUD CT MNEWELIF G IH 4753 EF= LT e [ ]
CVE Phamscy i 6250 TTI2 W B MEWELIRGSH IN ATEH 28518 | BNSESEE ]
CWS Pharmacy i B4E2 10 W BLIFEHARDT RD EVaMSYILLE 1] 4775 BIMTIEAD  S2MTRITS 755
VS Phamacy B 6263 MG WEST HAIN 5T BOOMVILLE L] ATeIN LEkoar R s k) BARH
CWS Pharmacy B 625 ZHA CIVERT AVE EYAMSYILLE IH 4774 MATRNAT  EEMTIRITT 9 5
DS Phamacy B EXSS 1007 WASHIRGTON AVE EVAMSYILLE N 4T MR W 24EER05E H pd5
IDWS Phaemacy B E253 ATDOLIRCOLN AVE EVEMSYILLE 1] qTM4 BI24TTRATS  W2ATTRIED 5845
DS Phamacy B 6255 T EAST MIRGEAH AVEHLIE EVAMSVILLE IH arm i Js e o R L e e R 100G
D% Pharmacy B THS BOO M, MM 5T E¥AMSYILLE 1] T BIETOZE W 24ETIESS g —
WS Phaenacy B 2573 471 CHESTHUT 5T EVAMSVILLE IH 4T3 BIMTIBEN BI24ZVEED 10%2
IDWS Phaenacy B E252 4630 ARST AVE EVEMSVILLE 1] 4TI BN 24D 12581
ERQGER MDSOUWTH 718 1670 STARLITE DRNVE PWENIEORD Ky 423 ITEZEIED  ITIEgRIEE 14057
EROGER MDSOUTH 336 SEBEAST ATHSTREET PAEHIEIRD EY L] STOEESTS] | STIERMZEATN 40T
o e L e e S SR I.,.ll_l
Seanh Rt
W Zglods | Faclty  Pafient ™ Der 17 Redur |Wiwdes = fueliesh
Lk
™ Mars & o5 ~ ™ Eastl I I:I
I~ ity State sl -
I | E e

Figure 4-174: Select a Pharmacy dialog

This dialog pulls entries from the new APSP PHARMACY LIST file based on a
reference zip code, which can be that of the originating facility, the patient, or a
manually entered one, and a defined radius.

You can sort each column by selecting its corresponding header to ease the task of
locating the correct pharmacy. Select the desired pharmacy from the list or from
the quick pick list and click OK. This selection is retained for each additional
medication order until the patient selection is changed or the session is

terminated. In addition, the selection is added to the Quick-Pick list for that
patient, which maintains the last three selected pharmacies for a patient in order of
usage. Quick-Pick entries are retained across EHR sessions.

Note: If a patient has no quick pick entries, the list will not be
visible.
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The APSP PHARMACY LIST file is delivered unpopulated. It is populated
dynamically from the SureScripts service, but currently must be populated
manually.

After signing the order, the prescription is automatically finished and transmitted
to the selected pharmacy. If the transmission is unsuccessful, the provider
receives an alert and can then choose to either retransmit the message or print out
the prescription:

@ Order Details - 2382:1 =10 x|
OHYMETRIOLINE SOLN, HASAL -
USE OME (1) SPRAY PER MOSTRIL HASARL 5TAT Spray once into each nostril. —

Quantity: L Daye: €& Refills: 0 *Chronic Med: NO Dispense as Writtem: NO
Indication: Eosinophilic aschma | developing into ac... Fharmsacy: DEMD HOSPITAL
Hotes to Fharmacist: Sample mote. *UNSIGHED™

Activity:
0870172013 13:00 HMew Qrder entcered by USER,.DEMD
Order Text: CKYMETAZIOLINE SOLN, HASAL
TUSE ONE (1) SPRAY PER NOSIRIL WASAL EIAT Epray once into =ach
nostril.

Guantity: 1 Days: & Refills: O *Chronic Med: HO Dispense as
Written: HO

Indicarion: Eosinophilic asthma | developing into ac...
Fharmacy: DEMO HOSPITAL

Hotes to Fharmarist: Sample note.

Hature of Order: ELECTRONICALLY ENTERED
Ordered by: USER, DEMND
Signacure: WOT SIGHED

Corrsnt Data:

Corrent Primary Provider: USER, DEMO
Current Atcending Fhysiclan: USER,DEMO
Treating Specialty: MEDICIRE (ADULT)
Ordering Location: GENERRL

Start Date/Tims:
Stop Date/Tima:

Current STaATus: UNRELIASED
Crders that have not been relsased to the ssrvice for action. o
Order #2482
Order:
Medication: OXYMETAZOLINE SOLN, NASAL
Inscructions: 1 SPRAY PER WOSTRIL MASAL STAT
Sig:

OEE OME {1) SPRAY PER NOSTRIL MASAL STAT
Patient Instructiona:
Spray once into each nostril

Days Supply: ]
Quantity: 1
Refills: o
Pick Up: ELECTRONIC
Fharmacy: DEHO HOSPITAL
Priority: ROTUTINE
Hotes to Fharmacist:
Sample note.
Indication: Zoginophilic asthma | developing into acute
gtacel
SKOMED Descriptive ID: 432714018
Discharge Medication: YES _ﬂ
L I Pirt... Close |
I2EC
Figure 4-175: Medication Details Showing Electronic Transfer
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26.

217.

28.

29.

30.

31.
32.
33.

You can change the Priority by selecting from the drop-down list. The following
are the options for selection:

e ASAP: Give as soon as possible
e Routine: The default
e STAT: Give immediately

e DONE: Medication administration that is completed without order checks or
reviewed by a pharmacist. Based on policies, this option is not recommended.

The Discharge Medication check box is checked if the patient is currently
admitted or if the ordering location has a clinic stop code of 30. De-select, or
select the check box, if needed.

Add comments in the Notes to Pharmacist field (if desired). What you add to this
field is added to the lower-left field (for the sig). The Notes to Pharmacist field
has a right-click menu to aid in editing the text. When the prescription is being
transmitted to an outside pharmacy, the Comments field must be less than 210
characters. If more than 210 characters, when you click Save, the application
displays the Unable to Save Order alert.

Unahle to Save Order Ed

@ This cwchar cannok be saved for the Fnluvn'qrv:a.-snr{s‘.l:
A phammacy must be selected.

Cesrenant length for elactronic routing i bmited to 210 characters. (215)
SIG benugth For electronsc routing ks bmibed bo 140 characters, (252)

e ]

Figure 4-176: Unable to Save Order Warning Message

Under certain circumstances, a check box may appear under the Days Supply
field. If the medication is service-connected, make sure the box is selected.

The Give Additional Dose Now check box may display for inpatient medications.
The application displays when the first dose is expected to be given. When you
click this check box, a new order is created and sent to Inpatient Medications.
Make sure the new order and the original schedule you entered do not
overmedicate the patient.

There may be other information for you to complete on the medication order.
Click Accept Order.

If you are finished ordering the medications, click Quit.

Note: The order must be signed before it can be forwarded to the
Pharmacy service. You can either sign the order now or
wait until later.
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o If the Patient Status is Inpatient, the record displays in the Inpatient
Medications group box.

e |f the Patient Status is Outpatient, the record displays in the Outpatient
Medications group box.

49.5 Complex Dose Medication Order
Make sure you are on the Complex tab of the Medication Order.

]
|..!-.|:|: TAMIMOPHEM TAB 4“""9“
Drosags Em
Diosage | o S chedue Duwction | then/and |
= ORAL 0444 FAN

=l
hd

Days Supply  Duaeily Fiefll:  Clrical ndication I~ Cheona: Med F;'mm_
] ‘_‘lj j 0 j] = — Dispense as ot
‘Wiitten
Pick Up
 Chnic © Mal & Window

= FOR PaN

ACETAMIMOPHEN TAE FORPAIN  Fleflts: 0 Cheonss bed: IND Disperss oz Wathere NO '_;_I DR I
Apoepd Order
zl o

Figure 4-177: Outpatient Medication Order (Complex Dose)

Important: Once a complex medication order is started, remain on
the Complex tab until the order is finished. If you switch
tabs, the application displays a Warning message that
states:

By switching to the Dosage tab, all data on this screen is
lost. Click OK to continue to Cancel. Click OK to input
information on the Dosage tab. Click OK to continue
input on the Complex tab.

Use the instructions in the Simple Dose Outpatient Medication Order to complete the
fields (except Dosage, Route, Schedule) on this type of order.
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The following provides information about populating the fields in the grid at the top
of the form.

Dhirsiges | ICcmbac

Diasage | Roue Schedue Duotion | then/and |

=] ORAL 0444 PAN

ZEG
ESIMG

Figure 4-178: Grid at Top of Form

1. Click the Dosage field (to display the available dosages) and then select the
appropriate dosage.
2. Click the Route field and select a route.
3. Select a schedule from the drop-down list for the Schedule field. (Select PRN if
desired.)
Schedule
HE <) FAN
TID |IND_A
TID&0
TU
TU-FR
TUTH =
TU-THE x|
Figure 4-179: Available Selections for Schedule
4. Enter a duration in the Duration field. If you want to change the time units of
measure (for example from Day to Week), select the units of measure first, then
enter the duration number.
Figure 4-180: Available Selections for Duration
5. Select one of the following (appropriate) modifiers:
e And
e Then
e Except (leave this cell blank for the final dose)
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6. Repeat Steps 1 through 5 until you have completed the complex dose. This
process adds rows to the complex dosage instructions (in the grid).

The only addition for inpatient medications is a column that displays the
administration times for the doses.

x|
IﬁBILIFY <ARIFIPRAZOLE TAE » Change
Pt Wt on 02/18/2009
Inzert Row | Remove Howl 125.23 I [56.92 kgl
Dozage ‘1 Complex
Dozage Route | Schedule | Diuration | |
1 TABLET 30MG ORAL QDAY FRN
Patignt
Instructions:
Days Supply Quantity Refills Clinic:al Indication [~ Chronic Med
= = = - Dispense a3
30 : =" I =T 0 =" I J r wadrittan Pricirity
- Fick Up _ . _ . . [ROUTINE ~]
" Clinic  Mail & “Window & Outside Pharmacy - eRx ¢ Outside Pharmacy - Print
¥ Dizcharge
tedication
Motes to Pharmacizt:
ARIPIPRAZOLE TAE 30MG ;I
TAKE OME [1] TABLET MOUTH QDAY AS MEEDED  Days: 30 Refillz: 0 *Chronic Med: MO Dispense az

Written: MO

ADR's |
j Cuit |

Figure 4-181: Inpatient Complex Dose

The parameter OR ADMIN TIME HELP TEXT displays information on how to
change the administration times.
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4.9.6 Simple Dose Inpatient Medication Order
To create a simple Inpatient-Medication order:

x
|ABILIFY <ARIPIPRAZOLE TAE » Change |

Pt on 02/18/2003
12523 |b (96.92 kg)

A—.
[ozage . Complex

Dozage Route Schedule [Dap-Ot-wesk
1 TABLET 30MG ORAL B8 ™ PAN
| TABLET 30MG e -
2TABLETS 20MG

[i]i]

AHS

Qin

Qoo

STAT
TID
OTHER
-

Expectad First Dose: TOMORROW 26-Jul-201 3E@09:00 am

[~ Give Addtional Dose Mow

Ficity
& dmir, Time: 09 j [ROUTINE +|
Commerls:
S ample| comments here. 3
IARIFIPRAZDLE TAR 30MG d
ONE [1) TABLET PO OAM Sample comments here.
ADR's |
Accept Order
= oa |

Figure 4-182: Inpatient Medication Order dialog

1. If necessary, you can change the type of medication by clicking Change.

Note: The patient's weight and the date of the last weighing is
shown below the Change button.

2. Various medication order dialogs may have the Display Restrictions/Guidelines
link on them. Click this link to view the Restrictions/Guidelines dialog.

a. You can print the text of the dialog by clicking Print.
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b. Click Close to dismiss the dialog.
3. Highlight the dosage.

4. Select a route from the Route field.

5. Select a schedule from the Schedule scroll list (select PRN, if desired). Inpatient
Medications require a standard schedule.

If a non-standard schedule, it is created as follows:

x|
|WAH FARIN TAB

Change

Pt'wh on 02418/2003
12523 |b (56.92 kg

Dosage . Complex
Dosage Foute Scheduls [Dap-Oi-weck)
MG |EIF{AL TU-TH-SA®0E00 [~ FRN
MG 025 QaM -
MG 0262 Qo _I
E . OHs
28MG aip
MG Qoo
4G S5TAT
MG TID
OTHER
Expected First Doge: 27Jul-201 3@08:00 am
[T Give Addtional Dose Mow Piioity
dmin, Time: DED0 [ROUTINE +|
Comments:
Sample comments here| 3
WARFARIN TAB =
2ZMG PO TU-TH-5A@O0S00 Sample comments kere.
ADR's I
= oa |

Figure 4-183: Non-Standard Schedule Selected
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The following error appears:
x|

Please salact a vald scheduls from the kst

If you would lce to create a Day-of-Week schedule please select "'OTHER
from the st

[

Figure 4-184: Non-Standard Error Message

6. Select OTHER from the schedule list.

Order with schedule "OTHER" E =10] %}
1 Thiz cuchar wall ot bacome active utl & vabd schadube B ued =]
e
E
SobciDapoiVesk | SelAdwisinTims | Schedis 3
SUN 0 & '
L. 05
PLl e
Eveiyday 7 TUE ; % Add
1] 30 Resmiove
 WED ¢ Bli» R
] A0
[# THU 3 P
{10 | 50
[~ FRI T e
v SaT =

Schedule: [TU-TH-54

Ressl ok | Concel |

Figure 4-185: Creation a Schedule dialog

7. The provider selects which day of the week (or all) and the time, and then adds it
to the standard schedule list. It can then be chosen once it has been added to the

saved list.

4.9.6.1 Expected First Dose Information

The time of the expected first dose is displayed. The provider can then choose to give
an additional dose NOW by clicking the check box if the expected first dose is too far
into the future.
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x|
[WARFARIN TAB Change I
P on
12521 |b [56.92 kgl
"Dorage | Comglex
Dosage Floute Schedude ek !
T foRaL TUTHSA®OB0 [ PAN
MG 025 AM -
1MG 0252 (#]1]
QHs
25MG QD
MG Qoo
4G STAT
G TID
OTHER
-
Espmcted First Doss: 27-Jul-200 3@0B000 am
[T Give Additioral Dose Now Pricxi
A crran. Time: (500 :I [ROUTINE =]
Corimends.
Sample commants hore| d
WARFARIN TAB =]
2MG PO TU-TH-SARMEO0 5ample comments here
ADR's
o __oa |

Figure 4-186: Expected First Dose

496.2 Administrative Times

All schedules that have administration times set up in the Pharmacy files show those
times displayed for the provider after the schedule is chosen. This appears in a text
box below the Give Additional Dose Now check box.
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x

WARFARIN TAB Change
| __Crange_|

Ptw't on 02/18/2003
12923 |b [96.92 kg)

Diosage . Complex
Dozage Route Schedule [Day-OfHaieck
ECIE ORAL TL-TH-SAE0E00 [~ PRAM
MG 025 04M -
E 0262 ab J
Er aHs
25MG Qo
MG QoD
4G STAT
B TID
OTHER

Expected First Dose: 27-Jul-201 3E@08:00 am

[T Give Additional Dose Mow

_ Prictity
el Time: D200 :I [ROUTINE =]
Commerts:
Sample comments here| EI
WARFARIN TAR =
2WG PO TU-TH-SAROS00 Sample comments here,
ADR's |
Accept Order
Zl  oa |

Figure 4-187: Administrative Times

497 Outside Medications

497.1 Document Outside Medications

You can document outside medications for the current patient. This means that the
prescription was sent to an outside Pharmacy (e-prescribing).

You can document Outside Medications for the current patient. Outside medications
are those medications that the patient is taking that are over the counter, supplements,
or medications prescribed by a physician not affiliated with the facility.
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Figure 4-188: Active Outside Medications Group Box

The Outside Medication records normally appear on the Order window when the
records have a status of Active. They can be removed by removing the NON-VA
MEDS from the pharmacy display group in the file DISPLAY GROUP.

Select DISPLAY GROUP NAME: PHARMACY

NAME: PHARMACY//

Select MEMBER: CLINIC ORDERS// ?
Answer with MEMBER, or SEQUENCE
Choose from:

1 INPATIENT MEDICATIONS
2 OUTPATIENT MEDICATIONS
3 NON-VA MEDICATIONS

4 CLINIC ORDERS

In certain cases, your local CAC can disable medication order enter/edit. In this case
the user can only view the medications.

The label (name) of the Outside Medications is controlled by the BEHORX NONVA

LABEL parameter. This means that Outside Medications might have a different
name.

4.9.7.2 Columns (Outside Medications)
The right-click menu for any column heading has the following options:

e Restore Defaults: Use this option when you change the column width and you
want to restore the view to the default.

e Saving Settings: Use this option to save your settings for the column widths.

When you access the Medications window, these settings are used for the Outside

Medications group box.

4.9.7.3 New Medication (Outside Medications)

Make sure that the Outside Medications group box is active. The Outside Medications

option shows on the toolbar of the Medications window.
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Make sure a visit is selected. Follow these steps to document an outside medication:

1. Select Action > New Medication (or select the New Medication option on the
right-click menu or click the New button) to display the Document
Herbal/OTC/Home Medications dialog (showing a list of available medications).

& Document Herbal /OTC Home Medications x|

| Mo quick ordess avadable)

ANE  <AMCINOMIDE OINT,TOP » -
AB%  <CALBUTERDL SOLMJIMHL *

A10  <AMLODIPINE TAE »

A1G  <AZATHROMYCIMN P%DR AEMST-ORAL >

AZ00)  <AMIDDARONE TAB »

AZS0  <AMOMICILLIN CAP.ORAL »

ASD0 <AMOACILLIN CAP ORAL »

ACARBOSE TAB

ACCUTAME 40MG CAP ICF]  «<ISOTRETINOIN CAPORAL »  HF
ACETAMINOFHEM [Fy<15) TAB

ACETAMIMOPHEM 120MG/CODEINE 12MG/SML ELCIR
ACETAMIMOPHEM SOLM, ORAL

ACETAMIMOPHEM SUPPRTL

ACETAMINOFHEM TAB

ACETAMINOPHEMN TEST TAB
ACETAMIMNOPHEN/CODEINE 30MG TAB
ACETAZOLAMIDE CAPSA

ACETAZOLAMIDE TAB

ACETIC ACID 2% SOLWN,OTIC

ACETIC ACID SOLM IRRG

ACETYLCHOLINE CHLORIDE SOLM.OPH  MNF
ACETYLCYSTEINE SOLNINHLAORAL

ACHROMYCIN 250M0G CAP  <TETRACYCLINE CAP ORAL »
ACIPHEX 20MG TAE <RABEFRAFOLE TABEC »
ACIPHEX 20MG TAB U/D  <RABEPRAZOLE TABEC »
ACTIGALL 300MG C&P  <URSODIOL CAPORAL >  MF
ACTOS <PIOGLITAZOME TAB »

ACYCLOVIR CAP DRAL

ACYCLOVIR M)

ADALAT CC 30MG TAR  <MIFEDIFIME TAB 54 >
ADALAT CCBOMG TAE  <MIFEDIPINE TAB 54 >
ADALAT CC S0MG TAE  <MIFEDIFINE TAB SA >
ADAPIM 25MG CAP  «DDXEPIN CAP DRAL »

ADAPIM 28MG CAP UMD <DOSEPIN CAPORAL »
ADENOCARD  <ADEMDSINE IMJ S0LN »
ADEMOCARD 3MGML INJ - <ADENOSIMNE IMNJ.SOLMN »
ADEHOSINE IMNJ SOLN

ADREMALIN 1:1,0001M)  <EPINEPHRINE INJ SOLN »

ANBEKIALIKL 1-10 000 SRIMEE ERIKEDUEIRIE Ik SO0 R s

Lt

)|
= ]
i

Figure 4-189: List of Drugs for Outside Medications Order

2. Find the appropriate item by scrolling the medication list. Otherwise, type enough
letters of the medication’s name in the top field to have the application search for
the name. Be careful to choose the correct item because some lists can have
similarly named items associated with the desired medication or medication quick
order.

3. The application searches the quick orders first and then the medication list. Select
the quick order or medication name and click OK. The application applies order
checks on the selected medication.
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4. Document the outside medication on the Document Herbal/OTC/Home
Medications dialog.

@ Document Herbal /0TC /Home Medications x|
[ACETAMINDFHEN TAB _ Change |
Dosage | Route Schedule
[oRaL |04-6H PRN I~ PRM
TEMG 00029 T -
MG 0.034 AL [INSULIN]
EE0MG 00055 ACEHS
ESIMG 0.078 AT BEDTIME
AT BEDTIME[IMSULIN]
BEFDRE LUNCH
BIDx
BID IMSULIN]
CONTIMUOUSLY
DalLY
FIVE TIMES/Day :J
Cormements: ﬂ
Stmmm.-imlm ~Home Medication List Source—————
Outzache mechcation not recommended by prowidar P
| Ouatsade medication recommended by provider. ~ s
] Patient buys OTC/Hssbal product without medical advice i LSRR RN RS
| Madication prescribed by ancther pravider " Friand
" Famiy member
" Medical recond
" Patiant's phamacy
™ Patients primany care physician
| Other
Medication Reason
=]
=
i~ Location of Medicabion T
| £ Homa " Hospital " Other |
Start Date: | o] LastDosa Taken | ]
ACETAMINOPHEN TAB o] [Accept Dider
TAKE BY MOUTH D4-6H FRM d Qut I

Figure 4-190: Document Herbal/OTC/Home Medications dialog

If UNKNOWN MED MISCELLANEOQUS was selected on the medication
selection window, then the Dosage, Route, and Schedule fields are not required.

5. To change the medication, click the Change button and then select another
medication.

6. The check boxes in the Statement/Explanation group box can be configured and
controlled by the ORWD NONVA REASON parameter.

7. Complete the relevant sections and click Accept Order. After all outside
medications are documented, click Quit.
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4.9.7.4

4.9.7.5

The Outside Medication does NOT require the electronic signature.

Note: Outside medications cannot be selected when you sign
orders for the patient. All outside medications with a status
of New display on the electronic signature form.

Review,Sign Changes for Demo,James William

Signature will be applied to checked items

Drders -

(W] Outside Med NYSTATIM TAE ORAL S00000UMT TAKE OME [1] TABL
Diders - Other Unsigned

[w] ACETAMINOFHEM TAB 325MG TAKE OME [1) TABLET BY MOUTH [
[v] ACETAMINOPHEN TAB 325G TAKE OME TABLET BY MOUTH Q4-

Electronic Signature Code:

I

| Don't Sign I Cancel I

Figure 4-191: Electronic Signature Showing Outside Medications

Details for Outside Medications

You can view the details of a selected outside medication by selecting View > Details
(or by selecting the Details option on the right-click menu) to display the Outside
Medication Details dialog. See Details for more information about this dialog.

Unknown Outside Medications

Occasionally a patient tells a provider they take a daily medication and can describe
it, but do not know what it is. This medication must be documented and later verified.
To do this:

1.

The site must define a dose form to use for these medications and enter it in the
parameter BEHORX OUTSIDE MED DOSAGE FORM.

The site must create a drug tied to this dose form for unknown medication or
something similar.
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]
[MISCELLANEDUS DRUG MISCELLANEDUS
Diozage | Foubs
tthe pird pdl
DB :I
= |
= - Home Medcation List Source
Dlidtsachs rmschealin nok racofmerded by provide & Pabi
Bl 0 i ks ke shan i arninendied b pranaclar - .
] Pafierk buys 0T C/Herbal product vilhout medkeal advice pe ':Hihl. '"t"'l e
"] Miedicabon prescrbed by snother provades  Frend
] Medication Reconcishon I 'F-‘ﬂ'#
" Medical record
" Patient's phamacy
" Patients pamary care physician
" Dther
Medication Besion
5
|~ Location of Madeston
| € Home " Hosptal " Other
Star Date: ] Lot Dose Taken [ &
m;rcEéL.m:ﬂHusnEn#g:_uscEmEDus =]
LITTLE FiMK PILL D'y’ = i [

Figure 4-192: Miscellaneous Drug Dose Form

3. The medication and its description is then entered in the Dosage field.

4. Click Accept Order.

decmtarnrcphen TaH
MOUTH EVERY DAY et
(DT P BN T Acve
5440 MOLTH AT PEDTRIE Duiscls macication nol icommencdied by provda
Vol MESCELLAHEQUS DFUG MELELLANEOUS Aitrs
LIFTLE PANE PILL EVERTY Dk Chuiace sschcsfon secommendied by prosder
. MESCELLANEDUS DFUG MISCELLANEOUS Active
VELLDTSY FILL EVEFTY DY (Dutinte mee st oof nscimmastuded by poinvates
AEPIFI 105MG 1A [
MG MOLTH TWACE A DY Dutixde bk albor il socomdmerded by provaie
BeSCELLANEOUS DRUD MSCELLANEOUS Dcontnumdi
FIRE FILL Dty mnceafion rea ecommnrale by provader
-

| e r— x> | " [T
Figure 4-193: Unknown Medication for Validation

The medication now appears with an action of VALIDATE.

5. Once the medication is identified, the provider uses the Change action. Select the
correct medication and accept the order.

The unknown medication is discontinued and the correct medication made active.

User Manual

Updated Components
September 2014

269



Electronic Health Record (EHR) Version 1.1 Patch 13

4.9.7.6 Discontinue/Cancel Outside Medication
You can cancel a selected outside medication by selecting Action >
discontinue/Cancel (or by selecting the Discontinue/Cancel option on right-click
menu). See Discontinue/Cancel for more information about this action.

4.9.7.7 Change Outside Medication
You can edit a selected outside medication by selecting Action > Change (or by
selecting the Change option on right-click menu) to display the Document Outside
Medication dialog.
Change the relevant sections and then click Accept Order. The Action column for the
changed Outside Medication contains Change.

4.9.8 Buttons on Medications Window
These actions only apply to the active medication type group box. For example, if
Outpatient Medications group box is active, then any action applies to that group box
(only).

4.9.8.1 Active Only
The Active button appears on Outpatient, Inpatient, and Outside Medication group
boxes.
Active Only
Figure 4-194: Active Only Button
Click the Active Only button to display the medications for the current patient that
have a status of ‘active’ in the Pharmacy package. These are the medications that the
patient is actively taking.

4.9.8.2 Chronic Only
The Chronic Only button appears on Outpatient, Inpatient, and Outside Medication
group boxes.

v

Cheonic Orly
Figure 4-195: Chronic Only Button
Click the Chronic Only button to change the display to show only chronic
medications for the current patient (applies to Outpatient medications only).
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4.9.8.3 Restrict Medication Activity
The Restrict Medication Activity button appears on Outpatient, Inpatient, and Outside
Medication group boxes.
180 days
Figure 4-196: Restrict Medication Activity Button
Click the Restrict Medication Activity button to display the Restrict Medication
Activity dialog.
Show only medications aclive within the last
1-9339 days):
180
ok | cacel |
Figure 4-197: Restrict Medication Activity dialog
You can change the number in the free text field, if needed, in the range 1 to 9999.
After you click OK, the Medications window shows only medications that were
active with the last specified days (for the current patient).
The default time can be configured in the RPMS.
4.9.8.4 Print
The Print button appears on Outpatient, Inpatient, and Outside Medication group
boxes.
=
Prink...
Figure 4-198: Print Button
Select one or more medication orders to print, and then click the Print button (or
select File > Print) to display the Print Medications dialog.
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Figure 4-199: Print Medications dialog

The Prescription option button displays only after being configured in RPMS. See
your CAC about this configuration.

49.8.5 Report Format

This group box determines the format of the output.

]
Repadt Fosmat
(v Biiefl " Detsled (" Prescription  Label ( Oder  Receipt (" Prescription (New Fomat)
Inchusion Critena
I Active Ork [ Chronic Only [+ Selected Ory

[re ] _comal |

Figure 4-200: Report Format Group Box

e The Brief option outputs the information in the Medication, Prescriber, Status,
and Refills Left columns (not just the ones in the current view).

e The Detailed option outputs the information in all of the columns (not just the
ones in the current view).

e To print a Prescription, your local CAC can set the default printer for the
medication report. Also, the CAC must set the Enable Printing of Prescription
option to YES. Both of these options are accessed in RPMS.

e In order to use the Label option button, your site must be configured to print
labels (using the Enable Printing of Sample Labels option in RPMS).

e Prescription (new format): If a site is printing prescriptions using the queue,
there may be times when the prescription does not print. This requires a reprint of
the prescription.

e The Order option prints the order from a pre-defined template. Refer to the Rx
Print Format (Template) Editor — Export and Import Files book for additional
information.
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Users must select a reason for the reprint, and this data is tracked in the prescription.

T — i
Prirt Reasse: | =
Cormmante |

| Cancal |

Figure 4-201: Select Reprint Reason dialog

4.9.8.5.1 Inclusion Criteria
1. This group box determines what is included on the output. Select one of the
following:

e Select the Active Only check box to include Active Only medication orders.

e Select the Chronic Only check box to include the Chronic Only medication
orders.

e Select the Selected Only check box to include the selected medication orders.
2. Click Print on the Print Medications dialog to initiate the print process. The Print
Setup dialog displays. This is where you select the printer and other settings.

3. Click OK on this dialog to output the information to the selected printer.
(Otherwise, click Cancel to cancel the print process.)

49.8.5.2 Queue Print
The Queue Print icon is lit when there are items waiting to be printed. When clicked,
the Prescription Template and Printer Selection dialog is displayed.

Qx
[ueue Print

Figure 4-202: Queue Print Button

4.9.8.6 Process

The Process button appears on Outpatient group boxes. This function is NOT
available for Outside Medications.

Process...

Figure 4-203: Process Button

The Process button enables you to select more than one medication order to process.
The process enables you to change, refill, renew, and so, each medication in turn.
Otherwise, you can choose the medication order individually and select the
appropriate process (change, refill, and so on).
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Select one or more medications and then select Action > Process or click the Process
button to display the Medication Order dialog.

x
[EMINDCAPROIC ACID TAB haton
' Mone
| Dosage . Complex " e
- c
|| e
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| =
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AMINOCAPROIC ACID TAB SO0MG =
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kip
| ADR's Cluit |

Figure 4-204: Medication Order Showing Process Actions

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

The Active Process Action option button determines the button label (the button
above the Quit button). The following table provides information about that process
and actions you can take.

Option Button Button Label Action on the Button

None Skip Skips to the next medication
Change Change Changes the medication.

Renew Renew Renews the medication order.
Refill Refill Orders a refill for the medication.
Hold Hold Puts the medication order on hold.
D/C D/C Cancels the medication order.

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

If you click the Details button, the system displays the Medication Details dialog.
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4.9.8.7 New

The New button appears on Outpatient, Inpatient, and Outside Medication group
boxes.

+*

Mew...

Figure 4-205: New Button

Click the New button to display the Medication selection dialog. (This is the same as
selecting the New Medication option on the Action menu.) After making a selection,
the Medication Order dialog displays.

49.8.8 Check

The Check button appears on Outpatient, Inpatient, and Outside Medication group
boxes.

Check

Figure 4-206: Check Button

Click the Check button to execute on-demand order checking. This causes the Order
Checks dialog to display.

This performs order checks on all active and pending medications in the medication
profile for both outpatient and outside medications and cites the source of the drug
interaction information. You must dismiss the window in order to continue.

& Order Checking - Source: Veterans Health Administration x|

@@ Duplicate drusg class order: ORAL HYPOGLYCEMIC AGENTS.0RAL [GLYBURIDE TAB ;I
TAKE 5MG MOUTH EVERY D&Y TO HELF COMTROL BLOOD SUGARS [PENDING])

8 Fievious adverse reaction to: ASPIRIMN [LOCAL) Reac: ASTHBMA (347 2000 5:19) Sic:
PATIEMT [Outside Med ASPIRIN TAE TAKE MOUTH 1000 Mayp 01, 20013 Patient buys
OTC/Herbal product wathout medical advice,  Medication Locstor: HOME Home

@ Frevious sdverse reaction boe HOM-UFOID ANALGESICS (LOCAL) [ALE TAMINOFPHEN
SUPP.RTL 1200MG RTL QD [PEMDING]

@ Previous adverse reaction too HON-OPIOID AMALGESICS (LOCAL] (Outside Med
ACETAMINOPHEM TAB TAKE MOUTH [ACTIVE])

3 SIGMIFICANT drug-drug interaction: ATORVASTATIN CALCIUM & NIACIN [* NLACIN
CAP.SA 500G TAKE OME (1) CAPSULE MOUTH AT BEDTIME [ACTIVE])

3 SIGHIFICANT drug-drug interaction: ATORVASTATIN CALCIUM & MIACIN [Dutzide Med
ATORVASTATIN TAE TAKE MOUTH GPM Aug 01, 2010 Dutzide medication not
recommended by provider.  Last Dose Taken: 10-4ug-2010 0200 Medication Locatior:
HOME Rea

T

Figure 4-207: Order Checks
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If no order checking transpired, the Order Checks information message displays
informing you that there are no contraindications or warnings.

Click OK to dismiss the message.

4.9.8.9 Clinical Decision Support Button
The Clinical Decision Support button enables you to look up information on a
highlighted medication order.
Figure 4-208: Information (Info) Button
It creates a search on UpToDate Web site for that medication and displays data for
the provider.
."'_I'Il -‘-.-14.11 - Winihoes Intermeck Dnplorer
‘N ] ukocdate. o = del i o
T ER R o Pagne Sefetye Teok b
Al Togacy, = L 1_;-i“.llll 4 L ot i
M Seaetn - Palanl indy  YWhats s Cacolaiens Lang
St = Florpllg: 18 2ot 5 dnal Lot s inimatan O eanate Tofe 3 o Gouis Tiogpic D
= Mystali Diug wdimabon 1 :.;-::: j
= Nystalic Pediatnc dneg information ,
& Nygisln Paligsd doug ssioimalion
®  iwardow of diaper dermatlis ls Infant and children
. Candadal sbedar vlql_lrf:J
Cone i Inbermst TR
Figure 4-209: UpToDate Web Site
4.9.8.10 Education Information Button
The Education Information (formerly Information Ed) button enables you to look up
information on a highlighted medication order.
Figure 4-210: Education Information (Ed) Button
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It creates a search on MedlinePlus for that medication and displays data for the
provider.

R alltid
S — =t £ ' o-
S e e | | S mstm | st 7|8 .
'U‘ MedImeF’Ius o ¥ s
s b | ]
- T e
Dhiziagaem afbs o

Ay e e, prm e Win sk AP L P s |
e Cusit AL ek B el hE mangr Londmen o PEsded b e il
b e b B e 12 Lmm ol EmeaE A

e ey ey wna | el Vrhal iy bk Sl il | e !

b i Sty ok s G b | ety e marrn

i e | e 1 gt 8 [ T —

Why i Bin madication prascribed?

Figure 4-211: MedlinePlus Web Site

Note: The Add Patient Education Event dialog also opens, where
you can add patient education information.

4.9.9 Options on Right-Click Menu
The following sections provide information about the options on the right-click menu.
49.9.1 Details
This option appears on the Outpatient, Inpatient, and Outside Medication group
boxes. Use this option to display the Medication Details pop-up window.
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£ Duit patient Medication Deladls
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Figure 4-212: Medication Detail Window

4.9.9.2 Administration History

This option appears on the Outpatient and Inpatient group boxes. Use this option to
display the administrative history of a selected medication (does not apply to IV
Fluids). The Administrative History window displays.
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& Outpatient Medication Administration History

MEDICATION HISTORY for SEP 01, 2008 ©o OCT 01, 2008

MEDPICATIONS SEARCH LIST: NEOMYVCIN

Patientc: DEMO,WESLEY THOMAS 114319 DOB: AUG 7,1985 (2
Sex: HALE He/We: 15Ten/119Kg Ward: Fu

1 H Last Hvmt: Type:

ADR=: Ho ADR=s on file.

Allergies: Mo Allergy Assessment

Location 3t 3ch Adminiscracion Dace By Injection 3ite
Hedication & Dosage

DEMO,VESLEY THOMAS 114318

J | o

;g: g2 Pik. |  Ciose |

Figure 4-213: Administrative History dialog

Each window that displays by using the Details or Administration History option
enables you to change the font size of the text displayed in this window by adjusting
the size in the Font Size field (enter manually or use the Up and Down arrows).

Note: This does not change the size of the text on the output
(when you print).

Each window has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word).

1. Click Print to choose a printer and to output the (entire) contents of this window
to the specified printer.

Note: The Print button may not appear. It is according to how
your application is configured.

2. Click Close to dismiss the window.

4.9.9.3 Medication
This option appears on the Outpatient, Inpatient, and Outside Medication group
boxes.
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49.9.4 Change
This option appears on the Outpatient, Inpatient, and Outside Medication group
boxes.

You can change the dosage, route, schedule, etc. of an existing medication order. This
option does not allow you to change the medication itself (the Change button will not
be active).

Follow these steps to change a medication order:
1. Select the medication you want to change (cannot be a cancelled order).
2. Select Action > Change (or select the Change option on the right-click menu) to

display the Medication Order dialog. If you select an Outside Medication, the
Document Outside Medication dialog displays with the Change button inactive.

x|
[SIHETHIEDNE TAR CHE'WABLE Change
| Dosage  Complex : _
| Dosage Roule Schedule |
[reome [ORAL [~ PAN|
| e [(FEYE |
_ OH5 J;
| |
aap
Commints:
| 3
Days Supply  (ty (TAB) Refils  — Pick Up- ' Priciity
| P | P | i
T = [240 =1 =] @ Cinic © Mal C Window .|FIEILITtr~IE -
[T Cheonic Med
[¥ -#&y USE AT BEDTIME IF MEEDED
ADR's
SIMETHICOME TAB CHEWABLE B0MG j
CHEW Twi0 TABLETS MOUTH FOUR TIMES A D&Y -MaY USE AT BEDTIME IF Drder
NEEDED Gerpt
Quantty: 240 Reflls: 1 Chicric Med: MO _I |

Figure 4-214: Medication Order to Change

3. Complete the changes as appropriate on the Medication Order dialog. See
Outpatient and Inpatient Medication Orders for more information about
completing the Medication Order dialog or see Document Outside Medications
for more information about completing the Document Outside Medications
dialog.

4. Click Accept Order to change the medication order.
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You can sign the changed order now or later.

49.9.5 Copyto New Order
This option appears on the Outpatient and Inpatient group boxes.

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

Make sure a visit is selected for the current patient. Follow these steps to copy an
order to a new order.

1. Select the medication you want to copy to a new order.

2. Select Action > Copy to New Order (or select the Copy to New Order option on
the right-click menu) to display the Copy Medication Order dialog.

& Copy Medication Order =10 =

Demo, T oddlet is curentl st CHART REVIE'W
Mo lreating speciaky is avadable,

{* Releaze copied orders mmediately
(" Delay releaze of coped orders until Cancel I

Figure 4-215: Copy Medication Order dialog

If the order does not have a Clinical Indication associated with it, the Unable to
Save Order information message opens. A Clinical Indication must be added
before proceeding. Refer to the appropriate Medication Orders topic based on the
type of order you are copying, or the Using the SNOMED CT Lookup dialog if
the Other option is selected in the Clinical Indication field.

3. Click the Release Copied Orders Immediately option button to create the same
order over again.

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

4. Click OK to display the New Order dialog.
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Figure 4-216: New Order dialog
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e If you click Edit, you get the Medication Order dialog for the particular
medication. See Outpatient and Inpatient Medication Orders for completing

the dialog.

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

5. The specified medication has New in the Action column. You can sign the order

now or later.

4996 Discontinue/Cancel

This option appears on the Outpatient, Inpatient, and Outside Medication group

boxes.

When an order is discontinued, the application changes the order’s Stop Date/Time to
the date/time the action is taken. Pending and Non-verified orders are deleted when
the medication order is discontinued and no longer appears on the patient’s profile.
An entry is placed in the order’s Activity Log recording who discontinued the order

and when the action was taken.

Make sure a visit is selected for the current patient. Follow these steps to discontinue

an order:

1. Select the medication orders you want to discontinue.

2. Select Action > Discontinue/Cancel (or select the Discontinue/Cancel option on
the right-click menu) to display the Discontinue/Cancel Orders dialog.
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4.9.9.7

& piscontinue [ Cancel Order =101 x|

The following order will be dizscontinued:

CAPTOFRIL TAB 25MG
TAKE OME 1) TABLET BY MOUTH 2 TIMES A DAY FOR HYFERTENSION
Quantity: B0 Dape: 30 Refile: 11 “Chionic Med: YES Dispense as Whitter: NO

Indication: Essential Hyperension
Select a reasomn:
Duphcate Oider
Entered in eror
Obsolete Order 0K I Cancel

Requeasting Physician Cancelled

Figure 4-217: Discontinue/Cancel Orders dialog

Select the appropriate reason to discontinue from the Reason to Discontinue field
and click OK. (Otherwise, click Cancel.)

The list of reasons to discontinue can be configured in RPMS (using the Edit DC
Reasons option).

The specified medication displays DC in the Action column.

Hold

This option appears on the Outpatient and Inpatient group boxes.

Only active orders can be placed on hold. Orders placed on hold continue to show
under the ACTIVE heading on the profiles until it is removed from hold. An entry is

placed in the order’s Activity Log recording the person who placed/removed the order
from hold and when the action was taken.

The Hold/Unhold actions can be configured in RPMS. If the Disable Hold/Unhold
Actions in EHR option is set to YES, this prevents orders from being placed on Hold.

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

1. Select the medication order you want to be placed on hold.

2. Select Action > Hold (or select the Hold option on the right-click menu) to

display the Hold Order dialog.
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The following order will be placed on hold:

*GLYBURIDE SMG TAB™
TAKE 58G MOUTH EVERY DAY TO HELP CONTROL BLOOD SUGARS
I]umtﬂr._ 30 Reflls: 3

Enter a reason for the hold:

l

I

Figure 4-218: Hold Order dialog

3. Enter a reason in the free text field (required).

4. Click OK. The word Hold appears in the Order column for the selected order and
the Status = Unreleased.

5. You must sign the Hold order now or later. After signing, the Status = Hold.

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

This Hold is not a replacement for the Pharmacy Hold. It is designed to only be used
on Inpatient Orders. The Hold Medication is normally done because the patient has a
procedure scheduled and the medication cannot be given until after the procedure is
finished. Outpatient pharmacy has their own hold action for medications given to
patients to take home.

4.9.9.8 Process
This option appears on the Outpatient and Inpatient group boxes. See Process for
more information about this option.
49.9.9 Refill
This option appears on the Outpatient Medications group box.
You can refill only outpatient medications that are active and have refills available
(and NOT a medication that has been renewed).
You cannot refill a narcotic prescription.
Make sure a visit is selected for the current patient. Follow these steps:
1. Select the medication you want to refill.
2. Select Action > Refill (or select the Refill option on the right-click menu) to
display the Refill Order dialog.
User Manual Updated Components

September 2014

284



Electronic Health Record (EHR) Version 1.1 Patch 13

& refill Order i =10] =l
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Figure 4-219: Change Refills for Outpatient Medication dialog
3. Click the appropriate option button in the Pick Up group box.
4. Click OK to have the medication refilled. (Otherwise click Cancel.)

The selected medication has Refill in the Action column.

4.9.9.10 Renew
This option appears on the Outpatient and Inpatient group boxes.
Only active orders or those that have been expired in a certain number of days can be
renewed. The maximum number of days following the expiration can be configured
for your site (using the Renewal Limit for Expired Meds option in RPMS). You must
have Outpatient Pharmacy 7.0 loaded in order to renew a medication order.
After a renewed order is accepted, the Start Date/Time for the renewed order becomes
the Stop Date/Time of the original order.
Once an order has been renewed, it cannot be renewed again or edited.
You cannot renew or refill narcotics. If you try to renew or refill, the application
displays the Unable to Renew Order information message.
UnabietoRenewOrder . X

= 1+ OVCODONE MACETAMINCPHEN SME25G TAE™* TAKE ONE (1) TABLET MOUTH EVERY 12 HOURS TO RELIEVE PAIN MOD Quantity: 4
L) Refte: 0 Depence as Written: NO Indcation: Neck Pan
- cannek be changed.
Reason; Mon-Rerewable Drug Narootc,
e ]

Figure 4-220: Unable to Renew Order Information Message
Make sure a visit is selected for the current patient. Follow these steps to renew a
medication order:
1. Select the medication you want to renew.
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2. Select Action > Renew (or select the Renew option on the right-click menu) to
display the Renew Order dialog.

=10l |

The following order will be renewed:

ASPIRIM TABEC 81MG
TAKE OME TABLET MOUTH EVERY DAY
Quanbity. 30 Riefils: 3 [peck up at 'Window)

| ok, Cancel

Figure 4-221: Renew Order dialog

3. If you need to change the Refill/Pick Up information, click inside the green box
and the label on the button changes:

=10l x|

The following order will be renewed:

Change Refils/Pick Up... | oK. Cancel

Figure 4-222: Renew Order dialog with Changed Button Label

a. Click the Change Refill/Pick Up button to display the Change Refills dialog.
~iBix

[SIMVASTATIN TAB 20MG
TAKE OME TABLET MOUTH OPM
Quanitity; 30 el 17 [pick up at Window]

Refil: Pick Up
f11 [ st windows |

[ ok ] _Comcel |

Figure 4-223: Change Refills dialog

b. You can manually change the number of refills and change the Pick Up
information by selecting from the drop-down list.

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

If the order does not have a Clinical Indication associated with it, the Unable to
Renew Order information message opens. A Clinical Indication must be added
before proceeding. Refer to the appropriate Medication Orders topic based on the
type of order you are renewing.
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4. Click OK on the Renew Order dialog. (Otherwise, click Cancel.)

The specified medication shows Status = Unreleased and Action = Renew. After
signing the order, this changes the order to have Status = Pending.

4.9.9.11 Transfer to Inpatient

This action transfers a selected Outpatient Medication to an Inpatient Medication for
a patient with the status of Outpatient. The application tells you if the medication
cannot be changed to an Inpatient Medication. Follow these steps:

5. Select the Outpatient Medication you want to transfer (you can select more than
one, if needed).

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

The Transfer Medication Order dialog displays.

If your patient is still an outpatient, then delaying the order until after admission is

the only choice. The following dialog displays enabling you to enter delayed
orders.

& Transfer Medication Order =10l x|

Dremo.Mother R is curently &t DIABETES
Mo treating specizkty it available.

__ Concel |

(+ [Delay release of bansfered orders until

l

Admat Tolow
Admet To 'Ward

Figure 4-224: Transfer Medication Order dialog

7. Select one of the options in the lower field, such as Admit to Ward.

8. Click OK to display the Admit Patient dialog.
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Figure 4-225: Admit Patient dialog

9. Complete the fields on this dialog by selecting from the drop-down lists. The
Attending field is the only required field. The Instructions field is a free-text field.

10. Click Accept Order to display the Medication Order.

& Medication Order (Delayed Admit To Ward)

x|
[4SPIRIN TAB EC Change i
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Figure 4-226: Outpatient Medication Order

11. Complete the medication order and click Accept Order. See Outpatient and
Inpatient Medication Orders for more information about completing the dialog.
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4.9.9.12

4.9.9.13

The selected medication appears in the Inpatient Medications group box with
New in the Action column.

If your patient is already admitted, the Inpatient Order dialog opens for you to
process. However, any med selected must have been setup to be an inpatient
medication.

12. Sign the order. The Status becomes Pending.

Transfer to Outpatient

This action transfers a selected Inpatient Medication to an Outpatient Medication for
a patient with the status of Inpatient. Follow these steps:

1.

Select the medication from the Inpatient Medications panel that you want to
transfer to outpatient (you can select more than one, if needed).

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

The Transfer Medication Orders dialog displays.

€ Transfer Medication Order

Demo, Cynthia iz cunrently at LAME DEER
Mo hresting specialty iz avaiable

" Release ransfened orders immediabely | R 0| SO
" Delay release of transfered orders until Cancel I

Figure 4-227: Transfer Medication Order dialog

Click OK. The Medication Order displays.

Complete the Medication Order dialog and click Accept Order. See Outpatient
and Inpatient Medications Orders for more information about completing the
dialog.

The selected medication order appears in the Outpatient Medications group box
with New in the Action column.

Sign the order. The Status becomes Pending.

Chronic Medication

The Chronic Medication option/feature appears on the Outpatient Medication group
box, and marks selected medications as chronic or as not chronic.
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Chronic medications apply to outpatient medications only. They have a Chronic
Medication check mark (+) in the Chronic column. Once the medications are marked
as chronic, you can sort the list by clicking on the Chronic column heading until all of
the chronic medications are listed at the top.

Follow these steps to use the Chronic Medication features:
1. To mark (outpatient) medications as chronic, select the medications.

e To select all chronic medications, select Chronic Medication > Select All on
the right-click menu (or on the Action menu).

e Use the Shift or Ctrl key in combination with the left mouse button to select
the medications.

2. Select Chronic Medication > Yes on the right-click menu. The selected
medications show a check mark (+) in the Chronic column.

3. To mark medications as not chronic, select the chronic medications.

e To select all chronic medications, select Chronic Medication > Select All on
the right-click menu (or on the Action menu).

e Use the Shift or Ctrl key in combination with the left mouse button to select
the medications.

4. Select Chronic Medication > No on the right-click menu. The selected
medications have no check mark (+) in the Chronic column.

4.10 Orders

4.10.1 Orders Window

Orders are placed using options from the Write Orders field. You can place orders for
a variety of items and procedures, such as medications, consults, lab tests, and so on.

Fils View ducton  Qphors

[T Actres Qens [neciudes Perding & Alecen! Aoty - ALL SERVICES
| Sereen [ ]  Dusen | Poveis | Mo [Cwk ]| O [ same
L I;'E‘JIL-\L'.-JH!': DEWD LFINE S8 ONCE Indicators TVPE 2 DRABETES MELLITLIS LI Shast: -1 Hgsi M st
WETFORMM 122 0AAL S00MG St G208
il Dl Out Bisck  TAKE COME TABLE T WMOLITH TWECE & D&Y THC BLODD SUGAR - TWF Stagr OWZINT  Hage st
|y Gty 180 Aefls 3
Absgiberise Flesohs HYDROCHLORDTHIAZIDE TAR 255 Sint D5
Lskysbiony Ot Bipedy  TAKE OHE HALF TARLE T B400UTH EVERY MOFRKING THC BLODD FRESSLIRE Saop IBFFLAT | Hasgea b
Imagry (estniiby. WY Fefl 11
Hutpsherd Hechodor ASPAFE TABLEC HIMD Siaet OEFZIE
"'r;'-"!'“ Ll Out Mach  TAKE ONE TABLE T 100 TH EVERY D' Stop BZLGY Hage Bl
4 I‘J_-P“_ 9 Gty 30 Flelils 3
Lo Dk, Cidats TLYBUFSDE M5 TaE~ Stk GAELNE
Piiciagy Dhcich: it Out Mech  TAKE SMG MOUTH EVERY D TO'HELP CONTADL BLODD SUGARS Stap DSZIAT  Hageih wtm
Dk M Ghack: Clackesy cantity S Fiokll: 3
Corandt Feessction 8 PERICELINS Sist 1RA7AM
Addrret e Ovdet Moy vt Plaged M acive
Figure 4-228: Orders Window
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The Orders window displays information about each order. For example, which
service the orders are associated with, the start and stop date of each order, the name
of the provider who entered the order, and the status of the order.

The Orders window has the following features:

e The View Orders category field contains the name of the order category being
viewed (in the right panel). In addition, it can contain the name of the order within
that category.

e The Write Orders type field contains the list of order types that can be selected.
e The right-hand panel contains a list of the orders being viewed.

e Order checks are performed on all orders (after you click Accept Order and before
you sign the order) to prevent errors (such as duplicate orders) from occurring.

e You can specify that an order become active immediately, or specify that an order
be event delayed (inpatient only) and activated when the selected patient is
admitted, transferred, or discharged.

Note: The orders listed in the Write Orders field vary from site to
site. Because of this, some of the orders discussed in the
following sections may not be available.

The Write Orders field is determined by one of two
parameters, the ORWOR WRITE ORDERS LIST or the
ORDWDX WRITE ORDERS LIST. The ORWDX WRITE
ORDER LIST points to an order menu that can be used and
if this parameter is set, it takes precedence.

4.10.2 Viewing Orders

You can control which orders appear on the Orders window by defining specific
criteria. For example, you can specify that only unsigned orders associated with a
specific service or section appear. Unsigned orders appear on the Orders window in
bold, blue lettering.

To view orders:

1. On the View menu, select one of the following view options (in top of the menu):
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File View Action Options
Active Orders (inchudes pending, recent activiky)
Current Orders (active/pending status only)

Wige

Withe
Add

Aubo DCfRelease Event Orders
Expiring Crders
Unsigreed Orders

Custom Order Yiew...

Save as Default View. ..
Reburn bo Defauk View

Results. ..
Rasugts History. .,

Refrash

F5

Figure 4-229: View Menu Options

The appropriate orders appear in the right-hand panel.

2. Select the Refresh option if you want to update the current Orders window.

3. If you would like to filter the orders further, continue with Custom Order View.

4.10.2.1 Custom

Order View

1. Select View > Custom Order View (or select Custom Order View on the right-
click menu) to display the Custom Order View dialog.

{f, Custom Drder Yiew

VITALS/MEASUREMENTS _ |

Orders - Al
Dlichas Shabus Senice/Section
= Al af =
Actve [nciudes pending, rec - PHARMALCY
Cument [Actve & Pending stz = LABORATORY
Discontirused 4 IMAGING
Completed/E xpired # DIETETICS
Expiring CONSULTS
Pending
On Hold + MURSIMG
Hew Orders SURGERY
Unsigned H-MAS

UL PP S N -...I....

»

T Only List Oeders Placed Dwing Time Pemad

¥ Feversa Chionological Sequence
W Group Onders by Service

|

-
ATIEm LT rET AR I"I'I'IH:"H
| »

Figure 4-230: Custom Order View dialog

2. Select the criteria for the orders that you want to display on the Orders window by
doing one or more of the following:
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a. Select an order status from the Order Status scroll list. (Click the = sign to
expand a heading.)

b. Select a service or section from the Service/Section scroll list. (Click the
sign to expand a heading.)

c. If youwould like to limit the orders to a specific date range, check the Only
List Orders Placed During Time Period check box, and enter the From and
Through dates.

d. Click the Ellipsis button to choose a date from a calendar.

e. Check the Reverse Chronological Sequence check box if you want the oldest
orders to appear at the top of the orders list.

f. Check the Group Orders by Service check box if you want the orders to be
sorted according to the service with which they are associated.

3. Click OK. The orders that meet the criteria you specified on the Custom Order
View dialog display on the Orders window.

Criteria for the displayed orders appears above the Service column (in the
right panel).

If all of the active orders are not displayed on the Orders window, the £ icon
appears above the last column on the right side of the screen.

Current Orders [Active & Pending Status Only] - ALL SERVICES %
Figure 4-231: Active Orders Not Displayed
If you choose Active Orders, you will see the Active and Pending orders that

have had activity in the past number of hours that your site specifies in a
parameter.

Note: Some sites use this to see all activity in the past 24, 48, or
72 hours. The CAC sets the number of hours.

4.10.2.2 Default View for Orders

A default view for your orders is one you particularly use the most and want it to be
the view that displays when you enter the Orders window. To use the Default View
for orders:

1. Establish the view that you want as your default view.

2. Select View > Save as Default View to display the Save Default Order View
information message.
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4.10.3

4.10.3.1

Save Default Order View i |

o The current order views is:
- r'J
Active Orders

Sort order dates in reverse chronological crder
Group orders by service

Do you wish bo save this as your def ault view?

Figure 4-232: Save Default Order View Information Message

3. Click Yes to save the view as your default view. (Otherwise, click No.)

Note: If you are in another view on the Orders window, you can
return to your default view by selecting View > Return to
Default View.

Medication Orders

When ordering medications, you can order Outpatient or Inpatient Medications,
including IV Fluids and Unit Doses. Outpatient medications and Inpatient
medications are defined by Pharmacy.

Note: If a medication is preceded by an asterisk (*), the asterisk
indicates that the order was changed by the pharmacy
service.

If you would like to view additional information about a medication order, double-
click the order or select a medication order and choose View > Details to display the
Order Details dialog. See Order Details for more information.

To order outpatient medications, select the Outpatient Medications function on the
Orders window. The ordering activities are the same ordering them on the
Medications window. Refer to the online Help for the Medications window for more
information.

To order inpatient medications, select the Inpatient Medications function on the
Orders window. The ordering activities are the same ordering them on the
Medications window.

ADRs Button

The ADRs button appears on many of the medication dialogs within the Orders menu.
Click the ADRs button to show the Patient Postings information about the current
patient (contains the patient’s allergies as well as Crisis notes, and so on).
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4.10.3.2

Patient Postings Xl
Allergies Severity Signg 4 Symptoms
F pht iy L1y
Pericillin: Hazh

Crizig Maotes, \Warning Maotes, Directives

ALLERGIES
PalM COMTRACT 23 May-2006 10:23

Figure 4-233: Patient Postings Information

Holding Pharmacy Orders

Only active pharmacy orders can be placed on hold. Orders placed on hold will
continue to show under the ACTIVE heading on the profiles until they are removed
from hold. An entry is placed in the order’s Activity Log recording the person who
placed/removed the order from hold and when the action was taken. The HOLD
action in orders was designed to be for Inpatient orders such that the patient will not
receive the medication because they are having a procedure done.

There is a pharmacy application to place outpatient medications on hold.

Note: The Hold option might not active on your system. This
option is controlled by a parameter that must be turned on
in the RPMS.

Make sure a visit is selected. To place an order on hold:

1. On the Orders window, select the pharmacy order you want to be placed on hold.
2. Select Action > Hold (or select Hold on the right-click menu) to display the Hold
Order dialog.
i
The following order will be placed on hold:
*GLYBURIDE SMG TAB™
TAKE SMG MOUTH EVERY DAY TO HELP CONTROL BLOOD SUGARS
Guantiy: 50 Refils: 3
Enter a reazon for the hold:
[
Figure 4-234: Hold Order dialog
3. The Enter a reason for the hold field is a required, free-text field.
4. Click OK.
User Manual Updated Components

September 2014

295



Electronic Health Record (EHR) Version 1.1 Patch 13

4.10.3.3

4.10.3.4

The pharmacy order now has Status = Hold on the Orders window. You can sign the
order now or later. See Sign Selected for more information.

Releasing a Pharmacy Order from Hold

The Release Hold option might not be available on your system. This option is
controlled by a parameter that must be turned on in the RPMS.

Make sure a visit is selected. To release a pharmacy order from hold:

1. On the Orders window, select a pharmacy order with a Status = Hold.

2. Select Action > Release Hold to display the Release Order from Hold dialog.
ioix

The following order will be released from hold:

*Hold GLYBURIDE SMG TAB™
TAKE SMG MOUTH EVERY DY TO HELP CONTROL BLODD SUGARS
I] umﬂy._SlJ Refils: 3

QK I Cancel

Figure 4-235: Release Order from Hold dialog

3. Click OK. (Otherwise, click Cancel.) The selected pharmacy order now has Status
= Unreleased on the Orders window.

4. You can sign the order now or later. See Sign Selected for more information.

Renewing Medications
The CAC can set the renew limit for expired medication orders. This is the maximum
number of days following the expiration of a prescription that it can still be renewed.

Only active orders or those that have been expired less than the renew limit
(discussed previously) can be renewed. The Duration for the order (to renew) must
have a Stop Date after the current visit date. You cannot renew narcotic medication
orders.

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

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

Make sure a visit is selected. To renew a medication:

1. Select the pharmacy order to be renewed. You can select more than one order.
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2. Select Action > Renew (or select Renew on the right-click menu) to display the
Renew Orders dialog.

o[
The following orders will be renewed:

HYDROCHLOROTHIAZIDE TAE 26MG

TAKE OME-HALF TABLET MOUTH EVERY MORNING THC BLOOD PRESSURE
Quantiy: 30 Refills: 11 [pick up at Window)

“GLYBURIDE SMG TAR=

TAKE SMG MOUTH EVERY Dy’ TO HELP CONTROL BLOOD SUGARS
(Quantity: 30 Refilz; 3 [pack up at \Window]

Change [ ok | cancel

Figure 4-236: Renew Order dialog for Two Orders

3. If you need to change the Refill/Pick Up information, select the order’s text in the
Renew Orders dialog and the button label changes:

[@renenorers SEES

The lollowing oiders will be ienewesd:

ET MOUTH E. 1 Ry WMORNING THC BLOOD PRESSURE ,
i iy Fie ak

"GLYBURIDE SMG TAB™

TAKE SMG MOUTH EVERY Dy TO HELP CONTROL BLOOD SUGARS ‘
I;I.uanu_l,-r 'EIZI.FlgHJE: 3 [pock up at‘..-:-ﬂndm{dj |

Change Refils/Pick Up... | ok |  cancel |

Figure 4-237: Renew Order with Change Refills/Pick Up Button
4. Click the Change Refills/Pick Up button to display the Change Refills dialog.
-1ofx]

The lollowing oiders will be renewed:

HYDROCHLOROTHIAZIDE TAE 25MG

TAKE OME-HALF TABLET MOUTH EVERY MORNING THC BLOOD PRESSURE
Quaniity: 30 Refills: 11 [pick up at Window)

“GLYBURIDE SMG TAR=

TAKE SMG MOUTH EVERY Dy TO HELP CONTROL ELOOD SUGARS
Quantity: 30 Refils: 3 [pick up at Wirdow]

Change [ ok | Ccancel

Figure 4-238: Change Refills dialog

5. You can manually change the number of refills and can change the Pick Up
information by selecting from the drop-down list.

6. Click OK on the Change Refills dialog to return to the Review Orders dialog.
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7. You can repeat the previous process, if needed. Click OK on the Renew Orders
dialog. (Otherwise, click Cancel.)

The renewed pharmacy order appears on the Orders window with Status =
Unreleased.

If the order does not have a Clinical Indication associated with it, the Unable to
Renew Order information message opens. A Clinical Indication must be added
before proceeding. Refer to the appropriate Orders topic based on the type of
order you are renewing, or Using the SNOMED CT Lookup dialog if the Other
option is selected in the Clinical Indication field.

8. You must either sign the order now or later. See Sign Selected for more
information.

After signing the order, this changes the order to have Status

4.10.4 Ordering Infusions
IV infusions can only be ordered on the Orders tab.

@infusionOrder x|

Soltions | Addiives | Sokdion/Addilive” Vohane/Stienglh®
|

METRONIDAZOLE INJ.SOLH &
MS20K <SODIUM C
POTASSILIM CHLORIDE IMNJ SOLN
Sl St e
I |45

SODIUM CHLORIDE 0.9% IMJ-100 i\_l Comments _
SODIUM CHUORIDE 092 IN.J-1000
SODIUM CHLORIDE 0.9% IMNJ-50 M|
SODIUM CHLORIDE 0.35% INJ-50 Ml
SODIUM CHUORIDE 0.9% INJ-500 b =
SNNITM CHINRIDE 132 IN-AA7 I;I _I

Aoule” Type® IV TypaHelp]l  Schedu Infusion Rate [ml/hf*
| = =il =riean | | =
Prigrity* Dusation or Total Volume (Optionsl)

frouTHE ——

* Indicates a Required Field

!

Figure 4-239: Infusion dialog

1. Select the solution to be administered from the list set up by pharmacy.

As soon as one is selected, it is moved to the Order dialog. Since the volume is
normally part of the solution name, it is filled in automatically.
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(@ iusionorder x
| Sohdions Addtives ] S clution/fudditrye” Volume/Strength
DEXTROSE 5% IN 0.3% NS-1000 ML INJ.50LN 1000 ML

ACETAZOLAMIDE INJ ﬂ
ACYCLOVIR INJ |
ADRIAMYTIN <DOX0ORUE
ALDOMET ESTER <METHYLDI

ALPROSTADIL INJ Remave
ALTEPLASE <ALTEPLAS  Comments —Remove |

ALTEFLASE INJ LYPHL
ALTEFLASE INJ.SOLN

AMICAR
AMIKACIN INJ SOLH
AMIKIN camiarin ]

Rowte® [Expanded Med Route List] Tepe® [V TypeHelp] Schedds Infusion R ate [ml ]
[iNTRAVENDUS N =l 2 | i N | | =

Pricity* Duration oo Total Volumne [Optional)

[rouTine <] [ | =|

<AMIMOCAF

" Indicates a Requeed Field
DEXTROSE 5% IN 0.9% N5--1000 ML IMJ.SOLM 1000 mi

S L
i
3

Figure 4-240: Solution Selected

2. Select any additives, as needed. The Additives tab automatically opens once a
solution is selected. Multiple additives or solutions can be selected.

3. In the Volume/Strength fields, add the amount for the additives.

4. Select the applicable route from the Route drop-down list. If OTHER is chosen, a
new dialog with a drop-down menu appears with all medication routines flagged

as IV types.
@ rxpanded rod Route IREIS =TS

INTRAVENOUS

INTRAYENOLUS ENTRATHECAL EF
IV PIGGYEACK

I PUSH

ol |[ o ]
Figure 4-241: Other IV Med Routes

5. Select the type from the Type drop-down list.

e |f Continuous is selected, an Infusion Rate must be entered.
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o If Intermittent is selected, an entry in the Schedule field is required. A time
period to run the infusion can be entered, if needed.

ﬂ

Schtions | Addives | 5 ohtion ddiive™ Volume/Strength®

[ DEXTROSE 5% IN 0.9% N5-1000 ML INJ.S0LM 000 ML
CIPROFLONACIN/DEXTROSE INJS 4] |POTASSIUM CHLORIDE INJ.SOLN 2 MEQ
CLINDAMYCIN/DEXTROSE INJ S0L

Ddsose 10X n Wiater ) SOLN IRON DEXTRAN INJ SOLN 10 MG
DEXTROSE 5% IN 0.225% N5-1000

DEXTROSE 5% IM 0,.45% M5--1000 k Remove

DEXTROSE 5% IN 0.45% NG-500M]  Comments _Romove | "

DEXTROSE 5% [N 0.9% N5-1000 MI
DEXTROSE 5% IN LACTATED RING
DEXTROSE 5% IN NS WITH 20MEQ

DEXTROSE 5% IN WATER-100 ML

NFXTRNSF 52 IN WATFR-10NN ML Jid
Route” [Expanded Med Route List] Type® IV Type Help)  Schedule Infusion R ate (ml/he
[INTRAVENDUS =] [Contiruous =l =lrean | | =
Pricaity” Diuration o Total Volume (0 ptional]
[RoUTINE =] |2 |doses x|

* Indicates a Requied Fisld

POTASSIUM CHLORIDE IHJ.SOLN 20 MED. IRON DEXTRAN INJ SOLN 10MG » _I
DEXTROSE 5% IM 0.9% NS-1000 ML INJ,SOLN 1000 ml INTRAVENOUS Infuse Oves 1 Q24H

ior a total of 2 doses _|

i

Figure 4-242: Continuous Type

e The Duration or Total Volume fields are optional.
e The Comments field is optional for comments to the pharmacist or nursing

staff.
i
Solutions |  Addlives |  Sohution/Additive” Volume/Strenglh*
DEXTROSE 5% IN 0.9% N5-1000 ML INJ SOLN 1000 ML
CIPROFLORACIN/DERTROSE INJ S & |POTASSIUM CHLORIDE INJ.SOLN 20 MEQ
CLINDAMYCIN/DEXTROSE INJSOL™ |20 DEXTRAN INJ.SOLN 10 MG

Destraze 10% in'water INJ SOLN
DEXTROSE 5% IM 0.225% N5- IIII]_!
DEXTROSE 5% IN 0045% NS--1000 b e
DEXTROSE 5% IN 0.45% N5-500 M| Comments H—I
DEXTROSE 5% IM 0.9% NS-1000 MI :I
DEXTROSE 5% IM LACTATED RING

DEXTROSE 5% IN NS WITH 20MEQ

DEXTROSE 5% IN WATER-100 ML LI

DFXTRNSF &2 I WATFR-1000 M1
Routs* [Expanded Med Route List) Type™ (IV Type Help)  Schedule * [Dag-of-Wieek] Irduse Over Time (Dptional
[INTRAVEMOUS x| [intemitent =] JosH =" PN |1 [Hous)
Prioity” Duration of Total Volume (Dptional)

[ROUTINE =] |2 fdoses =]

™ Give Additional Dose Now

Adrmin Time: 051321
Expected First Dose: TODAY [ul 27, 12) 23:00 P 21:00

* Indicates a Requued Field

F"U]ASSlUM CHLORIDE INJSOLN 20 MEQ, IROM DEXTRAM INJ,SOLN 10 MG in J
DEXTROSE 5% IN 0.9% NS-1000 ML INJ SOLN 1000 ml INTRAVEMOUS Infuse Over 1 G24H

fior & total of 2 doses J

i

Figure 4-243: Completed Infusion Order dialog
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6. Click Accept Order when finished.

4.10.5 Ordering Lab Tests
When ordering lab tests, a parameter in RPMS establishes the number of previous
days to search for duplicate lab orders. This is part of the order checking process.
Make sure a visit is selected and that the current view is Active Orders. To place an
order for a lab test (this is the generic lab order method):
1. Select the Lab Tests function on the Orders window. The Order a Lab Test dialog

displays.

x
Avadable Lab Tests

| Collect Sample | |

1 <0VA AND PAFASIT = h

10602 <mm-1-m1|fmf—i_l Specimen | =]

34400 <AMAY

100454 <AMGIOTEMSIN COI

100462 <ACE TYLCHOLINE f Urgency [ROUTINE =]

100455 <ALDOLASEY

100437 <ALKALINE PHOS IS

100504 <ALDOSTERONE> *|

Collection Type Colection Dale/Time H H
|5endF'alienHu::Lab =] [TOD&Y ] | -] [

Figure 4-244: Order a Lab Test dialog

Note: Lab test names in the upper part of the list are in numerical
order, while the names in the lower part of the list are in
alphabetical order.

2. 'You can search for a lab test by entering a few characters in the free-text field
below the Available Lab Tests label. In this case, the list scrolls to the first lab test
containing those characters, if no quick orders begin with those characters.
(Remember the system searches the quick orders first, then the list of available lab
tests.)

3. Select the desired lab test in the Available Lab Tests list box.

4. The field in the lower part of the dialog shows information about the selected lab
test. This field has a right-click menu for copying selected text. You can paste this
text into another free-text field in the EHR or into another application (like MS
Word).
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x|
Avalable Lab Tests 1HR TOLERANCE TEST, GLUCOSE

1HR TOLERANCE TEST, GLUD
105956 <RAST GLUTEN» a

Collect Sample  |BLO0OD [fmlF =

106036 <AMYLASE ISOEN S |M—;|
<HE MOGRAM: I f SERU

*HCOV-RMA BY PCR Iﬁ

1 HR GLUCOSE SCREEM Urgency (ROUTINE -

1 HE TOLERAMCE TEST., L

1,25 DIHYDROXY VIT D, pg/r
1.25DIHYDROXY <1.25DIH x|

Collechon Type Colection Dale/Time Hewld ftent, How Long?
[Send PatienttoLab | (TODAY e JONCE =l

Clirical Indication:

! B

1HR TOLERANCE TEST. GLUCOSE BLOOD SERUM 5P ONCE -] .ﬁcr.‘eplﬂldal

= ou |

Figure 4-245: Lab Order Showing Information in Lower Part of dialog

In some cases, a warning message displays in the lower part of the dialog. (Click
outside the message to dismiss it.)

F

Specimens subritted before 1:00 pra resulted within 1 day.
Specimens submitted after 1:00 prm mat require up to 48 hrs. LI

3

Figure 4-246: Warning Message for Lab Order

You can change the default values for the Collect Sample, Specimen, and/or
Urgency fields. If you cannot change a field, the text label (to the left of the field)
IS not active.

You can change the collection type by selecting an option from the Collection
Type drop-down list. Inpatients have the lab collect and possibly Intermediate
Type if lab collections have been set up in the Laboratory files.

You can manually change the Collection Date/Time (cannot be earlier than the
Current Date/Time). Otherwise, click the Ellipsis button to select from a calendar.

The How Often? field displays the lab administration scheduled. This is set up in
the Laboratory application.

The How Long? field indicates a time. For example, 3 = 3 days, or occurrence 3X
= 3 times.
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Available Lab Tests SODIUM

SODIUM
l Collact Sample IBLDDD [Fml F vl
SpECImEn |5EFILIH vl

SODIUM, 24Hr UA <24 HR U
SODIUM, RANDOM URINE

X

SODIUM.FLUID I—:|

SOMa  <CARISOPRODOLL Urgency |ROUTINE

SOMATOMEDIM-C

SPECIFIC GREMITY

SPEP <ELECTROPHORE 5;'

Callection Type Callection D ste/Time How Dften? How Long?
[Lab Collect | [Nest scheduled lab collection | [DaILY 2 ]
Chrical Indication:

| El

SODIUM BLODD SERUM LC DAILY

Figure 4-247: Lab Collect for Inpatients

10. The Clinical Indication field is required (in order to save). Select an option from
the drop-down list to populate this field. (You must have Lab Patch 22 loaded to

have this field active.)

The default list is the patient’s problem list.

" Order a Lab Test

Avvailable Lab Tests
IEBE <HEMOGRAM:

{HEMOGRAM >

HEMOGRAM

Collect Sample |BLDEID [LaVE vI
Specimen |BL[IEID rI

ROUTIME -

CBC
CC CULT <CLEAN CATCH UR

CCu <CLEAM CATCH UR
CCUC  <CLEAN CATCHUR
CD4 COUNT <LYMPHO
CO4+CO8 LYMPHS <
CD4/CDE PROFILE ¢
COC <5 PNEUMDCOCCI >

rgency

Collection Type Collection Date/Time How Often?

Hew |..f_lr|[.'-’

[t ard Collect | [NOw
Cliical Indicatior:

=] |ONCE
El

NEED INOCA/IRAL HEPVO5.3

=

Cholera, Urepecified 001,39
Diabetes Melitus 25000

Wiral Preumania, Unspecified 450.9
Other....

Figure 4-248: Problem List as Clinical Indication
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If you select Other in the Clinical Indication field, the SNOMED CT Lookup
dialog displays for you to select a problem. Refer to Using the SNOMED CT
Lookup dialog for more information.

After selecting a SNOMED CT term, the Clinical Indication field becomes
populated with the selected problem.

Aevallable Lab Tests HEMOGRAM
||:B|: <HEMOGRAM:

Collect Sample [BLOOD (LAVE |

CEC <HEMOGR &AM
CCCULT <CLEAM CATCH UR Specimen IBLDDD j

Ccu <CLEAM CATCH LIH_I
CCUC  <CLEAM CATCH UR

CO4 COUMT <LYMPHO Urgency IHDUTINE j
CO4+C08 LyMPHS .
CD4/CD8 PROFILE .
COC <5. PNEUMDEDEEI;I

Collection Type Collection DatesT ime Hoa D et Himw Longy

ISendPatienttnLab | |T|:|Dm* ] ||:|N|:E =] |

Clirizal Indication:

s =]

;I Accept Order |

;I Cluit |

Figure 4-249: Clinical Indication Field

11. Click Accept Order.
12. When finished ordering lab tests, click Quit.

Note: The Lab Test order must be signed before it is sent. You
can either sign the order now or wait until later.

4.10.6 Ordering Imaging/Radiology
Make sure a visit is selected and that the current view is Active Orders. To order any
type of imaging or radiology (like nuclear medicine) order:
1. Select the Imaging function on the Orders window. The Order an Imaging
Procedure dialog displays.
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X
Imaging Typa Reason for Study (REQUIRED - B4 characters maximum
] =l
CT SCAN Chirical History (Optional)
GEMNERAL RADIOLOGY d
ULTRASOUND
J<|
Requested Date  Urgency Transport Pre0p Scheduled
Avallable Modfiers  Selected Modifiers  Categon Subrit To
=l | T Isolation
Exams Over the Last 7 Days
- Pregnant -
" Unknown
 Yes
" No

Remove |

= Acceplljtder|
o e |

Figure 4-250: Order an Imaging Procedure dialog

Select the imaging type from the Imaging Type drop-down list (required field).
Small sites may only have one imaging type and it is automatically selected.

Select a procedure from the Imaging Procedure scroll list (required field).
In the Reason for Study (REQUIRED) field, enter a reason.

In Clinical History, enter a clinical history to provide more data on the reason for
study. This field has a right-click menu to aid in editing the text.

Select one or more modifiers from the Available Modifiers field, if needed.

The modifiers you select are displayed in the Selected Modifiers field.

Note: You can remove a modifier by selecting it and clicking
Remove.

If necessary, change the Requested Date, Urgency, Transport, and Category
fields.

Complete the Submit To field (if necessary).

Check the Isolation check box (if necessary).
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10. If necessary, select the time that the PreOp Scheduled field by doing one of the
following:

a. Enter a date (for example, 6/21/01 or June 21, 2001).
b. Enter a date formula (for example, T-2).
c. Click the Ellipsis button to select from a calendar.
11. Select an option button in the Pregnant group box (required).

Note: The Pregnant group box only displays for female patients
of reproductive age (12 to 55 inclusive).

12. Click Accept Order.
13. When you are finished ordering imaging/radiology procedures, click Quit.
14. You can either sign the order now or wait until later. See Sign Selected for more

information.

4.10.7 Text Orders

Text only orders such as Parameters, Activity, Patient Care, and Free Text orders are
different kinds of orders that are placed for nursing and ward staff to take action on.
They print only at the patient’s ward/location, and are not transmitted electronically
to other services.

Examples of text only orders include:

Order Type Order
Parameters Vital signs
Activity Bed rest, ambulate, up in chair

Skin and wound care, drains,

Patient Care .
hemodynamics

Free Text Immunizations

Predefined nursing orders (quick orders) might be available under various sub-menus.

4.10.7.1 Entering Text Orders

Make sure a visit is selected and that the current view is Active Orders. To place a
text-only order:

1. Select the Text Only Order function on the Orders window. The Text Only Order
dialog displays.
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x

Enter the text of the order -

Start Date/Time Stop DatedTime

oW = | =

ﬂ Aocept Orde |
;l Cluit |

Figure 4-251: Text Only Order dialog

2. Complete the text for the order in the top field. The field has a right-click menu to
aid in editing the text.

3. Enter a start date and time and a stop date and time by doing one of the following:

a. Enter a date (for example, 6/21/01 or June 21, 2001).
b. Enter a date formula (for example, T-2).
c. Click the Ellipsis button to select from a calendar.

4. Click Accept Order.

5. When finished ordering, click Quit.

Note: The Text Only order must be signed before it is sent. You
can either sign the order now or wait until later. See Sign
Selected for more information.

4.10.7.2 Complete Text Order

You can cause a (signed) text order to be dropped from the Active Order list. To
complete a text order:

1. Select the signed Text Order.

2. Select Action > Complete to display the Complete Order dialog.
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=10/ x|
The following order will be marked as completed:
> Need temp taken |
Electronic Signature Cods
| k] _ Conce |

Figure 4-252: Complete Order dialog

3. Enter your electronic signature and click OK. The text order is dropped from the
Active Order list. (Otherwise, click Cancel).

4.10.8 Generic Orders

Generic orders appear very similar to text orders, but they can have multiple specific
fields for users to enter data. They are created by the CACs and may contain TIU
objects and template fields.

& Reason for Request: RESTRAINTS - |0Of =]

Reascn for ResczainTa:
Check all that apply *
|| |I‘E@"Lll!i'l.'l- behavior that cospromises v:n-n.d.l.:im:,'

™ Confusicn/discrientation with cosbative bahavies
[T Unable to follow direction

[T Pulling/Resmoving medical device

[ Lack of Judgmant

[ Rttempting to get up/unsafe asbulation

* Indicates a Flequired Field Pieview | 0K | Cacel ||

Figure 4-253: Generic Order with TIU Template Field

Generic orders may contain multiple fields, drop-down menus, and can even point to
other files. Generic orders can provide a way to put together an order so that all the
needed elements are present.
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4.10.9

x|
Reson for Restrants: |Reason for Restaints; ﬂ
Confugion/disonentaticn with combative behavior, Puling/Remaning
miedical ﬂ
Type of Restraint |Type of Restraint: Z‘
Chest
=
PL Danger: | |
Famiy Infosmad? -I
Start Date/Time: [NOW |
Stop Date/Time:  [NOW12H |
RESTRAIMTS -
Reazon for Flestraints: j Accept Order
Corihuson/disonentation with combative behavior, PulingF emoving medical
i | Quit
-

Figure 4-254: Generic Order with Multiple Fields Including Drop-Downs

Quick Orders

Providers often need to order the same items for specific diseases or procedures.
Therefore, it may be advantageous to bring up an order where all the fields and
selections are already filled in using quick orders. Quick orders are created by the
CAC and can be any type of order, such as Medication, Radiology, Laboratory,
Nursing or Consult.

The common element is that the fields are already filled in, so the provider only needs
to review and sign them. They can still be edited, if needed, as in the clinical
indication for a lab order.

The CAC should make the name of the quick order clear enough so that the provider
knows exactly what they are ordering when they select that order.

If you select Other in the Clinical Indication field, the SNOMED CT Lookup dialog
displays for you to select a problem. Refer to the Using the SNOMED CT Lookup
dialog topic for more information.
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The following are some examples of quick orders.

Available Lab Tests ACETYLCHOLINE RECEFTOR

ACETYLCHOLINE RE
- Callect Sample IBLDDD [10mL F vI

1 <OV AND F'AHASIY;I
10608 <ALPHA-T-AMTITR _I Specimen ISEHLIM vI

34400 <AMA

100454 <AWGIOTENSIN CO [FouThE =]
100482 <ACETYLCHOLINE CIGEMERR| ROUTINE
100435 <ALDOLASES

1004597 <ALKALINE PHOS |t
100504 <ALDOSTEROME: j

Collection Type Collection Date/Time Hiowsy Dften?

Hiow Long?

[Send PatienttoLab = [TODAY J I S

Clinic:al Indication:
ID:-Id autoimmune hemalytic anemia j

=

ACETYLCHOLINE RECEFTOR BLODD SERUM SP OMCE Indication: Cold
autoimmune hemalytic anemia

;I Accept Drderl
=l qut |

Figure 4-255: Lab Quick Order with Clinical Indication Completed
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|
|METFDF|MIN TaB 54 Change |
Dosage J\Eﬁomplew
[iozage Route Schedule
2000MG [ORAL QDAY [~ PRM
BO0MG 0.286 (EH ;I
1000k G 0572 8H
(1AM
ao
[HS
an
aoo
STAT
TID —
F S -~
Patient
Instructions:lTHx BLOOD SUGAR - TwF
Days Supply Gty [TAB] Fiefills Clinical Indicatian [~ Chronic Med
=l = =l Dizpense as
ISD : =l ISD = 4 =l I I hadritten Pricrity
75l [ROUTINE ]
" Clinic ¢ Maill " Window + Outside Phamacy - eRx  Outzide Pharmacy - Print
Pharmacy: |TEST 8100 RED BUD CT NEM/BURGH IM 47830 j

Maotes to Pharmacizt:

| 1|

METFORMIN TAB 54 S00MG
TAKE FOUR [4] TABLETS MOUTH QD&Y THx BLOOD SUGAR - TWF

RED BUD CT WEWBURGH IN 47530

RECENVING PHARMACY:TEST
2100 RED BUD CT , NEWEBURGH, IN 47630
P:333.333.3333

PRESCRIBER:

USER.DEMO

DEMO HOSPITAL

2100 RED BUD CT, NEWELRGH, IMDIANA 47630
P-B65-330-2020

Figure 4-256: Output Med Quick Order

4.10.10 Order Menus

Quantity: 90 Dayps: 90 Refills: 3 *Chronic Med: NO Dispense as Wiitten: NO Pharmacy: TEST 8100

-

ADR's |
|
b it |

Quick orders are normally placed on order menus that appear in the left column to

select when ordering.

Menus can have sub-menus, as well.
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Seizure Aty Meds... Rheurnatoid Arthritis Med: Antibiolic Meds. ..
Anhdepressants.., MWarcobic Meds...
Penchotherapeutic Meds. Mon nacotic Pain Meds. .
HEENT EHDOCRINE
Eye/E ar/Moce/Thioat Me Disbetes Mads...
Allergy Cold Meds... Contraceptive Meds...
Endocine Meds. . PEDIATRIC MEDS
INSULIN TEST Pediatnc Meds...
TEST QUICK ORDER SEIN
CHEST & LUMGS Deimatologic Meds... Irjectable Meds...
Respiratory Meds...
Hypedtenzion Meds... HEMAT
Dyslipedemia Meds... All Other Meds...
Cardiovascula Meds. Anemia Anbcoag Meds. .
Peniicillin S00mg GID
ABDOMEN
Gastrointeshional Meds. .

Figure 4-257: Menu with Sub-Menu

Dmnl

INFECTIOUS DISEASE

The user can select one or more items from a menu. To select multiple items, hold
down the Ctrl key, and then select the items to be ordered. The items appear in blue.

After you release the Ctrl key, the first item appears, and the remaining items appear

in a dialog.

elected Orde
Ll

[ Mor narcotic Pair
[ Diabetes Meds...
[ &remia Anticoag

Figure 4-258: Start of Multiple Order Selection

The Stop Order Set button allows the user to quit ordering. Otherwise, it progresses

through each item in the list until finished.

If the item(s) you selected contains a menu, you can then select items from that menu.

Clicking Next indicates you are moving on from that menu.
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NE‘.HIl

Albuteral MDI 2 Puifs G4H PRN
Albuteral MO 2 Puifz QEH FRMN

Albuterol/lpatropium MDI 2 Puffs QID

lpratropiurn MDI 4 Puffs GQID MHEBULIZED MEDICATIOMNS
Salmeterol Diskus 1 Puff BID Albuteral Nebs GIVEN IN CLIMIC
Albuterol Mebs QID PRN
STEROID INHALERS |pratropiurn Hebs QID

Flunisolide MDI 2 Pufs BID
Trhamcinolone MDI 2 Puffs BID
Budesonide MDI 1 Pulf BID |

Figure 4-259: Next Button on Respiratory Meds dialog

As you progress through the items, the finished items contain a check box.

=lected Orde

Eve/Ear/MaozesTI
Mo nancotic Pair
Diabetes Meds...

O

Figure 4-260: Order Selection in Progress

4.10.10.1 Personal Quick Orders

Providers can create personal Quick Orders. This is not recommended because then
that particular individual is responsible for editing and changing the Quick Order if
the medication goes off formulary or the Lab or Radiology test is inactivated.
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Another problem is that the clinical indication may not be appropriate for the next
selected patient or the pharmacy selected for an eRX may not be the one the next
patient wants to use.

Also, the CAC does not have access to these Quick Orders and cannot fix them for
the provider. Therefore, the provider needs to be extremely careful is using this
option.

1. Complete the Order dialog.

%
Avaiable Lab Tests RANDOM GLUCOSE

GLUCOSE , RANDOM { R Colect S BLOOD (FnLF

GLUCAGON || EesiEe i

GLUCOSE. 24 HR URINE < Specinen [SERUM 3]

GLUCOSE FLUID <FLUID Gl Specimen [SERUM

GLUCOSE, RANDOM I—;I
GLUCOSE-&PHOSPHATE D St R OLITINE
GLUTAMIC ACID DECARBD

GLYCATED HEMOGLOBIN <
GLYCO <HEMOGLOBIN A1Cx]

Collection Type Collection Date/Time How Often? How Long?
|Lab Collect x| |Mext scheduled lab collection =] [ONCE = |

Clinical Indication:

|Diabetes Melitus 250,00 |

RANDOM GLUCOSE BLOOD SERUM LC OMCE Indication: Disbetes Melltus 3 Accepk I:Irderl

2

Figure 4-261: Making a Personal Quick Order

2. Select Options > Save as Quick Order.

User Manual Updated Components
September 2014

314



Electronic Health Record (EHR)

Version 1.1 Patch 13

-l x]

RANDOM GLUCODSE BLODD SERUM LC ONCE Indication:
Diabetes Melitus

Erter the name that should be used for this quack order,

Cornman List for Lab

<Mew Quick Oiders

Figure 4-262. Add Quick Order (Lab) dialog

3. Enter a name for the Quick Order and arrange it in the list by moving it up and

down with the arrow keys.

Note: A Quick Order can be renamed or deleted at a later time.

4. Click OK when finished.

When going into the generic dialog again, the Quick Orders are at the top of the list.

4.10.10.2 Editing the Common List

To make changes later to the personal Quick Order list, the provider needs to bring up
an active dialog (Lab, Med, or Radiology). The easiest way is to select one of their

Quick Orders.

1. Select Options > Edit Common List.

This brings up the list of personal Quick Orders of that ordering type.
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@ Edit Common Order List (Outpt. Meds)

Common List for Outpt. Meds

HYDRALAZINE
Testirg stuff

(3 sbapentin E00mg tab
SIMVASTATIN 20MG

ok | [ Cencel |

Figure 4-263: Editing Personal Quick Orders

The provider can move any Quick Orders up and down in the list using the arrow
keys, and rename a Quick Order or delete one.

2. Click OK when finished.

_ioix

Fename Quick Order

[3abapentin G00mg tak

0k, I Cancel

Figure 4-264: Renaming a Personal Quick Order

4.10.11 Change Orders

You can change the elements of an existing order. For example, you might need to
change the dosage of a Pharmacy order. This function cannot be used for controlled
substances.

An order that remains unsigned can be changed at any time. Once an order is signed,
the change discontinues the old order and creates a new one.

Make sure a visit is selected and that the view is set to Active Orders. To change an
order:

1. Select the order (cannot be a cancelled order) to change.
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2. Select Action > Change (or select Change on the right-click menu) to display the
order dialog for the selected record.

3. Complete the changes, as appropriate, on the Order dialog.
4. Click Accept Order.

5. You can sign the changed order now or later. See Sign Selected for more
information.

4.10.12 Discontinue Order

When an order is discontinued, the application changes the order’s Stop Date/Time to
the date/time the action is taken. Pending and Non-verified orders are deleted when
the medication order is discontinued and will no longer appear on the patient’s
profile. An entry is placed in the order’s Activity Log recording who discontinued the
order and when the action was taken.

The list in the Reason to Discontinue field is controlled by a parameter in the RPMS.

Make sure a visit is selected for the current patient. To discontinue an order:
1. Select the order you want to discontinue.

2. Select Action > Discontinue/Cancel (or select Discontinue on the right-click
menu) to display the Discontinue/Cancel Orders dialog.

= Discontinue / Cancel Drders

The followang orders will be descontinued -

FEUFROFEN TAE GOOMG

TAKE OME TABLET BY MOUTH THREE TIMES A DAY
Luantty 15 Refills: 3

Reason for Discontinue [select ane]
Duaphcate Dider

Requeszsting Phwsician Cancellsd

Dbsolete Ordes
Eritered in etror [i] 4 I Cancel

Figure 4-265: Discontinue/Cancel Orders dialog

3. Select the appropriate reason to discontinue from the Reason to Discontinue field
and click OK.
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The word Discontinue appears in the Order column for the selected order, and the
Status = Unreleased on the Orders window (for medication orders).

Discontinue ERYTHROMYCIN SUSP Doctor, T unreleased
200MG/5ML Stop: 10/31/04

TAKE 1 TEASPOONFUL BY MOUTH

EYERY 6 HOURS

Quantty: 200 Rehlls: 0

*UNSIGNED=

¢Requesting Physician Cancelled?

Figure 4-266: Discontinued Medication Order

Other types of orders, like imaging, have Status = Discontinue and the reason
appears in the Order column.

CLAVICLE Start: 03/14/07
Imaging | <Entered in emar: Stop: 03/14/07 dzerD dizcontinued
10:45

Figure 4-267: Discontinue Imaging Order

4.10.13 Event Delayed Orders

Providers may want to write orders either from the ER or the clinic before a patient is
admitted. Or, they may want to write transfer orders before the transfer occurs. This
can be done in the EHR using event delayed orders.

The CAC must set up event delayed orders and the rules that accompany them.

1.

Click the delayed orders type in the Write Orders List box. This element is setup
by a parameter so that clinic sites only do not have to display it.
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LT
e Dabest Toois Help Coseunity et GCTerplste Graphng
e b o i) et el il et =
PaicrtChod |, Commmcolon 4 BOS b LsbAcoraen : —
Test.Cad One EMERGENCY ROOM 27-Jub2012 1506 | | Primasy Care Tem Unassigned BOC Leb | I | - I P |Pwks1
[ e W insby | . . = ik | S8 A
= Problembist Advs React Medications | S g
S | i ] e | Fasith Summany Repord ﬂ | Eshavicesl heslth
Flo Ve Acton Opliees
Ve Crdens i richides & Racent Activty] - FVCES
Serve [ | Ouation | Puvides | Morse [Cio] Chat | Stns |
ALBUTERCL INHALER Slat 011012
Oufpt. Mods INHALE 1 PUFF INHL FOUR TIMES A DAY IF NEEDED FOR BREATHING - SHAKE WELL BEFORE USING Stop 0110413 User active
Cueritty. 1 Fieids: 2
Wik Ovdess "SIIVASTATIN TAB 10MG Sl 111401
Iemeitnin |  Duiot Meds TAKE 5MG MOUTH OPM . ) Shog 1101212 Uses ) achive.
L m“”"’y Guarity. 30 Reflz 11 Dispare a2 Wity NO Indicatiory OTHER SPECIRED ALCOMOLINDUCED MENTAL D..
Irnagng “SIMVASTATIN TAE (MG Start (V1411
Dlupatient Medcations Outpt Meds  TAXE ONE 1] TABLET MOUTH AT BEDTIME Stogr (14172 Usee D active
Irpatiant Madhe shon: Duarkity. 30 Reflls 11 Disperse a1 Wiitten: YES Indication: MAKIC AFFECTIVE DISORDER, RECURRENT EPIS -
riusion CARVEDILOL TAR 6.25MG Stat /751
Tes Oy Orde Outpt Meds TAKE 312MG MOUTH TWICE A D&Y TEST Siop 031612 Usee D aclivn
Lab Quick Qidens Quankty: 30 Refils 3 Dispente 8t Wellery N Indication: Inpased Ghucote Tolsiance Tedt [orsl] REFREQ Mig
Dot Gt Gt | | Outit Mg 058 Med ATORVASTATIN TAB 20MG bt .
Cone * TAKE ONE (1) TABLET MOUTH Duiride e .
Admation Dedery STEROL BLODD SERLS i

:ESTRNNTS Lab LIPID PROFILE DEMO ELODD SERUM SPIDNCE Indcabor: HYPERCHOLESTERDLEMLALE 8214 Slat 1140211 User pending
Conats  DEETETICS Cor Conaubart’s Chicice Stat (PABA21042 HagerM ponding
Conmls  DENTAL Cons Consullant's Choxce Stat O7OSN21500  UserD pending
T R s s R e | s o oo o Lo o Foots o 6 e of Eoris (R |

USERDEMD || DEMOMEDSPHERECOM | DEMDHOSPITAL || 27Ju2in2 1507

Figure 4-268: Delayed Orders in Write Orders Window

2. Determine the type of Delayed Order. Sites can set up various delayed orders for
each location, as needed.

e For Outpatients, only admission types display
e For Inpatients, only transfer types display
3. Click OK. Admission order type is used in this example.
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(@Releaseorders =0l x|

Test,Cad One iz cumently on EMERGEMCY ROOM
Mo treating specially is avalable.

Drelay redease of new arderz) until
_ Cancel |

Iﬁdmit To'ward

|ﬁ-.dmil Talcu

Figure 4-269: Admission Delayed Orders

4. The provider enters the admission order. The Treating Specialty field is especially
important, as the admission clerk also enters this information and they must
match. This order becomes active as soon as it is signed.

@ Admit Patient (Delayed Admit To Ward) =

Event [ADMIT TO ‘WARD

Treating Specially: [GENERAL MEDICINE

Attending: [USER.DEMO

Lad L] Lef L

Piimary: |USER.DEMOD

Instructions: |

MIT TOWARD a

Specially. GENERAL MEDICINE ~ e
nding: USERDEMO

Pornany: USER DEMO ;I Quit

Figure 4-270: Admit Patient Delayed Admit to Ward
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5. If the Delayed Order has an assigned admission menu, it appears. If not, the user
must enter the order from the normal Write Orders list.

Patient Movement Orders
Dliagnoss

Condition

DIAGHOSIS
Allergy/bdversa Reaction

Vitals/Measurements

Actrety Orders
Patient Care Ordess

MEDROYPROGESTEROME 150MG IM

ACCUCHECK
Laboratony...

I Dirders....

Inpatient Medications...
Radialogy Orders

Corsult

Call HO on
‘o'ord Processing Order

Done

Figure 4-271: Delayed Order Done

The Event Delayed Orders are highlighted in the View Orders window.
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) RPHS-EMR USER DEFD

User Patent Took Help Commumity Mert BN Templste  Graghing )
Paters Crurd L Lomesrecaion [ L L hecemn

| EMERGENCY RODM Z7Ju2n2 1505 | Prssy Cave Toam Linasigned g ]
USER DEMD re— b dad l- Bt & | “‘[ ﬂl A ’
Enhurceal

* Protem Ut Advs Pemct Machcatons
mml mml mml Heaslth Simesary Flipest m I el

Ele Yuw gchon fpson:
[ Dieaped tckt T e Chders

[ctrve Dvdets [rokadss Evenl | Serece Dlsdes [ Owson [ Povider oo [ O] Chme [ St |
»3 Ml 1o Waed
Speciaky. MEDICIHE [ADULT)
Oolsy.. AT O USEH DEM Usar D
Pumaiy. USER DEND “UNSIGHED®

wrarleasod
et T,

"ahesek Mveamant

Dragrosie

Condticn

DAGROSH

oy Pechvaspe Raarchn

W Cladors.

Inpstierd Mascheabora

Venie Maaiunererts

Ordets

ety

Fatuerd Cave Qucers
HEDRIHFROGESTE
Consult

(ACTUCHECE,
CalHDon

Labustatody
Wiondl Procerng Dider

USERDEMD || DEMOMECSSHERECOM || DEMOWDSFTAL | 27u20i21515

Tronge (PR v whem: ot (TR - BLE '____ __r‘u-lﬂij.ﬁ-h- _|’.T.-.._-,.;.-..m _f'H-\N__’

Figure 4-272: Event Delayed Order in View Orders Window

6. The provider is notified they are writing Delayed Orders.

Medication orders are for Inpatient medications. These orders appear as delayed.
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Figure 4-273: Unsigned Delayed Orders

Once signed, the Delayed Orders remain in delayed status until the patient is
admitted to that location or treating specialty. Then the delayed orders go to
pending or active status.

If the admission occurs to a different unit, the nursing staff can manually release
the delayed orders.

Select Action and look for Release Delayed Orders. This option only appears if
there are unreleased orders.

At Tool Help  Comeunity Alert

Chat =l Ecrmnmarmeaicn
d Two ”[
_ M0May-1963 [43) M
List Suive React Peai Cmli oo
o Pcts Fvwd | Hds Avwa |
Syotiorn Dipieoes

Change.

Copy 1o Mew Order. ..

Disconbnes § Cancel. ..

Release Delayed Orders

Chanpe Relesse Event

ok, ..

Fobrsne Fold. ..

AJEr wibven Resulls. ..

Coerplete . ..

Flag...

Lnflag. ..

Crder Comments...

S Selected. . .
licatons T

Figure 4-274: Manual Release
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8.

Under View, then Auto DC/Release Event, users can also review which orders
were auto-DC'd or released in ADT action.

Selecting an action from the list displays all of the orders that were affected by
that action.

& Auto DC/Release Event Orders i =10 x|

Test Cad One iz currerdly adrmitted to GEMERAL
The current tieating specialty is MEDICINE OBSERVATION

Ertter the number of events you would ke to view E e | |
(Input "ALL" ko view all events] | =1__heed |
View orders released or discontinued by

Ewent Mamne Date/Tene Occured

Adrmit To'ward

ok |  Cancel

Figure 4-275: Auto DC/Release Event Orders

4.10.14 Copy to New Order

You can copy an existing order to a new order. This process lets you do one of the
following:

Copy the exact elements of the existing order to create a new order

Change the order elements to create a new order

Note: Make sure a visit is selected.

To copy an order to a new order:

1. Select the order to be copied.

2. Select Action > Copy to New Order (or select Copy to New Order on the right-

click menu) to display the Copy Orders dialog.
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€ Copy Orders

M= E3

"Litthewolf Paggy L'YNN is cusrenty at TTGEMERAL

Mo reating speciaky iz avadable.

* [Release copied arders immediateh]
" Delay ielease of copied orders

__Concel |

Figure 4-276: Copy Orders dialog

If the order does not have a Clinical Indication associated with it, the Unable to
Save Order information message displays. A Clinical Indication must be added
before proceeding. Refer to the appropriate Orders topic based on the type of
order you are copying, or refer to Using the SNOMED CT Lookup dialog if the
Other option is selected in the Clinical Indication field.

3. Make sure the Release copied orders immediately option button is selected. (The
Delay release of copied orders option button is used for inpatients only.

4. Click OK. The New Order dialog displays.

& New Order

Medicarisn:
Inscructions:

Fig:

Patient Instructions:
Seare:

Days Supply:
Quaneiey:

Refills:

Pick Up:

[_Accent ]

AZPIRIN TAB EC
S1HG ORAL DAILY
TAEE ONE TABLET

21N i
HOUTH EVERY DAY

1}

20

20

3
WINDOW

Edit Cancel

Figure 4-277: New Order dialog

You can do one of the following on this dialog:

e If you click Accept, this means the order elements are the ones you want to

use.

e If you click Cancel, this stops the Copy to New Order process.

e If you click Edit, the order dialog displays. You can change the elements of
the order on this dialog. After you complete the edit process, click Accept

Order.

5. You can sign the order now or wait until later.
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4.10.15 Order Comments

This function allows you to add comments to an order. The comments appear on the
Order Details dialog.

Note: Make sure a patient is selected.

To add order comments:
1. Select the order to which you want to add comments.

2. Select Action > Order Comments to display the Comments for Order dialog.

£, Comments for Order

TACETAMINOPHEN SOLN.ORAL 100MG ML
GIVE 23MLS BY MOUTH EVERY 4 TO & HOURS FOR FEVER GREATER THAN
1M

Comments:
]

I QK I LCancel

Figure 4-278: Comments for Order dialog

Note: Comments cannot be edited on active orders. If an active
order is selected, the Unable to Edit Comments message
appears. Click OK and select a different order on which to
enter comments.

Unable to Edit Comments | x|

9% DIPHEMHYDRAMINE IMI1,50LN
| " OTWENTY (200 MG IM QM

- cannat have comments edited,

Reason: This ackion is o longer available!

Figure 4-279: Unable to Edit Comments

3. Enter the comments in the Comments field.
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Note: There is a right-click menu to aid in editing the text.

4. Click OK when the dialog is complete.
You can view the comments on the details for the order. (See Order Details for
more information).

4.10.16 Order Details

You can view the details of an order that provides information about the order. To
view the details of an order:

1. Select an order on the Orders window.
2. Select View > Details (or select Details on the right-click menu).

The Details dialog displays the following:
e Patient data, including height and weight at last measurement
e Whether the medication is a discharge medication

e Any comments
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& order Details - 24821 _lolx|
Bcotivity: d
08/01/2013 12:00 Hew Order entered by USER, DEMO

Order Text: OEYMETRIOLINE SOLN, HASAL

OSE OHME (1) SPRAY PER NOSTRIL MARSAL STAT Spray once into each
noatril.
{uantity:z 1 Daya: & Refills: 0 *Chronic Med: N0 Dispense a=
Written: NO
Indication: Eosinophilic asthma | developing into ac...
Hotes to Pharmaciat: Sample note.
Hature of Order: ELECTRONICALLY ENTERED

Ordered by: USER., DEMO

Signature: HOT SIGHED
Corrent Data:
Corrent Primary Provider: USER, DEMO
Corrent Attending Fhysician: USER, DEMO
Treating Specialty: MEDICIHE (RDULI)
Ordering Location: GENERAL

Scart Date/Time:
Stop Date/Time:
Corrent Status: UNEELERSED
Ordera that have not been released to the service for actiom.
Order #2482

Order:
Medication: OXYMETRZOLINE SOLM, NASRL
Inatructions: 1 5SFRRY FER NOSTRIL HASAL STAT
Sig:

OSE QNE (1) SPRAY FER NOSTRIL MASRL SIRT
Fatient Imatructions:

Spray once into each nostril.
Day= Supply: g
(oantity: 1
Befills: o
Fick Up: WINDOW
Priority: ROUTINE
Hotea toc Fharmaciat:

Sample note.
Indication: Eominophilic asthma | developing intoc acute

atate|
SHOMED Descriptive ID: 452714018
Diacharge Medication: YES
=l

Font a .
Goe | X Piirt.. Close |

Figure 4-280: Order Details dialog

You can change the font size of the text displayed in this dialog by adjusting the
size in the Font Size field (enter manually or use the up and down arrows).

Note: This does not change the size of the text on the output
(when you print).

The dialog has a right-click menu enabling you to copy selected text and paste it
into any free-text field within the EHR or into another application (like MS
Word).

Click Print to choose a printer and to output the (entire) contents of this dialog to
the specified printer.
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Note: The Print button may be available. It is according to how
your application is configured.

4. Click Close to dismiss the dialog.

4.10.17 Results History
To view the results history of a Laboratory order:
1. Select an order with results you want to view.

2. Select View > Results History (or select Results History on the right-click menu).
The Order Results History window displays.

3. You can print the text of the results by clicking Print.

4.10.18 Miscellaneous Ordering Features

Several convenience features described in this section are available to facilitate order
entry and tracking.

4.10.18.1 Alerting User when Order Results are Available
You can select a recipient to receive a notification when order results are available.

Note: A recipient must have the Flag Order For Clarification alert
set to ON to receive the alert. To set this, select Tools >
Options. Use the Notification tab.

Follow these steps to notify a user when the results of an order are available:
1. Select an order.

2. Select Action > Alert when Results to display the Alert when Results Available
dialog.

@ alert when Results Available 1Ol x|

The following order will zend alerts when results are available:

RaST, GLUTEW BLOOD SERUM SP OMCE Indication: HYFERTENSION LB #35

Alert Recipient:

IUsel,Demo j ak I Cancel I

Figure 4-281: Alert when Results Available dialog

3. Choose an alert recipient from the Alert Recipient: drop-down list.

4. Click OK.
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4.10.18.1.1 Flagging an Order
You can flag an order to draw attention to it. When an order is flagged, the order

appears on the Orders window with a Red Flag () icon before the Service column.
The application records the name of the person who flagged the order, and the date
and time that it was flagged. The order remains flagged until it is unflagged by the
user.

You can select an alert recipient to receive a notification about the flagged order.

Note: A recipient must have the Flag Order For Clarification alert
set to ON in order to receive the alert. To set this, select
Tools > Options. Use the Notification tab.

Follow these steps to flag an order:
1. Select the order that you would like to flag.

2. Select Action > Flag.
The Flag Order dialog displays.
=10l ]

GEMFIBROZIL TAE.ORAL BOOMG
TAKE OME [1] TABLET MOUTH T'ICE & D&Y THC CHOLESTEROL
Guantity: B0 Refills: 0 Chronic Med: MO Dizpense as “Written: MO Indication:

Fieason for Flag  [Enter or select from list]
Ve ErEwa fEaes

Order needing clarfication

Alert Recipient
I j | ()8 I Cancel

Figure 4-282: Flag Order dialog

3. Enter a reason for the flag in the Reason for Flag field. This field has a right-click
menu to aid in editing the text.

4. Choose an alert recipient from the Alert Recipient drop-down list, if necessary.

5. Click OK to complete the flagging process. The corresponding order now has a
flag indicator:

V SIMVASTATIN TAB 20MG Start: 08/12/04 Doctar, T active
T&KE OME TABLET BY MOUTHEVERY | Stop: 08/11/05
D&y
Quantiy: 30 Refills: 1

Figure 4-283: Flagged Order on Orders Window
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4.10.18.1.2 Unflagging an Order

It is easy to remove the flag from an order. You can enter a reason for removing the
flag, but this is not required.

In the Order Detail display for the unflagged order, the name of the person who
removed the flag and the date and time that it was removed is recorded.

€ Order Details - 573200;1

10/04/2004 1l6: 55 MNew Order entered by DOCTOR,TEST (PHYSICIAM)
Order Text: TPR EB/P
Nature of Order: ELECTRONICALLY ENTERED
Elec Signature:
Flagged by:

l0/05/,2004 059: 34
1472004 11:23

Unilagyged by: on 10/14/2004 11:27

Figure 4-284: Order Detail Showing Flag and Unflag Information

Follow these steps to unflag an order:
1. Select the flagged order you want to unflag.

2. Select Action > Unflag to display the Unflag Order dialog.

£ Unflag Order [_ O]

SIMVASTATIN TAB 20MG
TAKE OME TABLET BY MOUTH EVERY D&Yy
Quantity: 30 Refillz: 1

FLAGGED: Oct 04, 2004@16:46 by DOCTOR. TEST
rerninder

Comment [optional]

Ok I Cancel

Figure 4-285: Unflag Order dialog

3. Enter a comment, if desired.

4. Click OK to complete the unflagging order process.

4.10.18.1.3 Quitting an Order

If you start an order (does not apply to Text Only order), complete the information,
and then click Quit, the application displays the Unsaved Order information message.
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Unsaved Order |

<y  Accept the Following order:

-

17-HYDRORYPROGESTEROME BELOOD SERUM SP ¢

Yes I Mo

Figure 4-286: Information Message After Clicking Quit

Click Yes to save the order and exit the Order dialog. (Otherwise click No to not save
the order and exit the Order dialog.)

4.10.18.1.4 Sign Selected

When you have unsigned orders (appears in bold, blue lettering) on the Orders
window, you can sign it. Follow these steps:

1. Select an unsigned order on the Orders window.

2. Select Action > Sign Selected (or select Sign Selected on the right-click menu) to
display the Review/Sign Changes dialog.

Review,/Sign Changes for Demo,Rayven Danielle

Signature will be applied to checked items
Orders - Other Unsigned
Dizcontinue ERYTHROMYCIM SUSP 200MG /AL TAKE 1 TEASFOO

Electronic Signature Code:

Ixxxxm1

Sign I Cancel |

Figure 4-287: Review/Sign Changes dialog

3. Enter your electronic signature code. It applies to the checked orders listed on the
dialog.

4. After entering the signature, click Sign. (Otherwise, click Cancel.)

Important: It is recommended that orders be signed using
the Integrated Signature Tool, particularly for
medications or contrast media. There is a safety
mechanism built into the Integrated Signature
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Tool that processes any allergies in the dialog
and then does another allergy order check prior
to processing the orders. This is bypassed when
using the Sign Selected option.

4.10.18.1.5 Nurse and Clerk Verification

For Inpatient tracking of orders, clerks and nurses can initial that they have reviewed
orders entered by providers.

Users need either the ORELSE (nurse) or ORMAS (clerk) security keys to view these
options.

Double-click the order to open and review the Order Details dialog to confirm the
patient and data is correct before verifying.

& Order Details - 3053;1
ERYTHROMYCIN INJ N
SHG IM QD
Aoriviey:
04/04/2014 07:16 HNew Order entered by USER,DEMO

Drder Test: ERYTHROMYCIN IHJ

SHG IM QD

Hature of Order: ELECTRONICALLY ENTERED

Elec Signature: USER,DEMD on 04/04/2014 07:18

Drdered by: T3ER.,DEHMD
Current Data:
Treating Specialty:
Ordering Location: GENEFRAL
Start Date/Time: 04/04/2014 09:00 —
Stop Date /Time:
Current Status: FENDING

Orders that have been placed but not yet accepted by the service filling
the order. e.g., Pharmacy orders awaiting werification, Lab orders
anaiting collection.

Ordexr #3053

Order:
Medication: ERTTHROMYCIN INJ
Inztructions: SMG INTRAMUSCULAR QD
Text:
SMG IM QD
Prioricy: ROUTINE
Comments:
Total Dosge: SHG
dchedule Type: CONTINUOUS ;I
Py o= Print.. Close |

Figure 4-288: Inpatient Medication Order Details

After verifying the Order Details, from the Action drop-down menu (or by right-
clicking an option), nurses can view Verify and Chart Review actions, and clerks can
Verify an action.

User Manual Updated Components
September 2014

333



Electronic Health Record (EHR) Version 1.1 Patch 13

Action  Oplions

Figure 4-289: Verify Action

The nurse or clerk can select the orders they want to verify and then select the Verify

action.
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Figure 4-290: Nurse Verify Action
The action is then reviewed and signed.
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The following orders will be released from hold:

=10l x|

>» TPR B/P O8H

»» Bathroom Privileges

> ACCUCHECK Jul 27, 20012 Jul 31, 2012 q1 2h

»» Mask 35 per cent

Ele=ctronic Signature Code

| o]

Figure 4-291: Review and Sign

The nurse's initials appear in the Nurse column.

Chart Reviews

A nurse can also select a group of orders and complete a chart review. In this
instance, the nurse's initials appear in the Chart column.

Chart Review

The following orders will be matked as reviewed:

=101 x|

»» TPR B/F G&H

Y
]

»» Bathioam Privileges

»» ACCUCHECK Jul 27, 2012 Jul 31, 2012 q12h

»» Maszk 35 per cent

GLYBURIDE TAE
SMG PO BID

|Dutside Med ATORVASTATIN TAB 20MG

recommended by provider,

TAKE OME (1) TABLET MOUTH EVERY DAY Outzide medication not

ALCOHOLINDUCED MEMTAL D... LB H245

'WESTERGREM ESR BLOOD WL DNCE Indicstion: OTHER SPECIFIED

UHI MALYSIS-DIPSTICE, ONLY URINE WC OMCE Indication: DTHER

W _IRIC I ICE D BACRITAL Ty 8O HSdC

Zl

Electronic Signature Coda

| -

Cancel |

Figure 4-292: Chart Review dialog

4.10.18.2 Using the SNOMED CT Lookup dialog
To use the SNOMED CT Lookup dialog:

1. Click the Ellipsis button by the appropriate field to display the SNOMED CT

Lookup dialog.
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¥ SHOMED CT Lookup

Dizgnosis Lockup % Fully specified name T Synonym

is @ Lipoatrophy and lipodystrophy (disorder)
is & Disorder of endocrine system (disorder)

Search: 1d.a'belﬂ
] L. ystroph .
B IpOaySTopny

EHR IFL PROBLEM GQUALIFERS ] | &= — .

EHR IPL SEVERITY H g [EHSNRE

EHR REASONS NOT DONE
EHR REFERRAL TYFE
EHR V AMI CHEST FAIN
EHR V AMI EKG FINDINGS
EHR V STROKE NEURQ SYMPTOMS
-

EHR IPL TREATMENT REGIMEN J —

[% Dizbetes mellitus

is & Disorder of glucose metabolism (disorder)

Diabetes mellitus, NOS
DM Chabetes meliitus

Search Date: Diabetes insipidus

]

|o7r242013 = —

m Dizbetic oculopathy
| Digbetic neuropathy

H

4 | Disbetic refinopathy

# : [Dizbetic on diet only

- Diabetic complication

Diabetic renal

__ disease

&l Enitle dizbetes

& Dizbetes mellitus

T type 2

H

<L IZ1

~ Disbetes mellies

is a Disorder of posterior pitustary (disorder)
is & Metabolic disorder of transport [disorder)
is @ Dizbetic complication (disorder)

is & Disorder of eye proper [disorder)

is @ Neurclogic disorder associated with diabetes mellitus

(disoeder)

is & Neuropathy associated with endocrine disorder

(disorder)

is a Diabetic oculopathy {disorder)

is a Retinopathy [disorder)

is @ Dizbetic monitoring status (finding)
is & Disease (disorder)

is a Diabetic complication (disorder)

is & Renal disorders in systemic disease (disorder)

is & Evalualion finding (finding)

is @ Diabetes mellitus (disorder)

is & Disbetes mellitus (disorder)

Figure 4-293: SNOMED CT Lookup dialog

2. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup section, select either
the Fully specified name or Synonym option button.

Fully specified name returns a collapsed list of SNOMED CT terms. Click
the Expand sign (#) next to the term to expand and view the child entries.

Synonym returns the full list of SNOMED CT terms.

3. In Search, type the term by which you want to search.

4. In Subset, you can select a subset in which to search, if needed.

5. In Search Date, the field defaults to the current date. Click the drop-down arrow
to open the calendar and select a different date to search, if needed.

6. Click the Find button. The list of SNOMED CT terms is populated.

7. Select and highlight a term, and then click the Select button. The Clinical
Indication field refreshes with the selected SNOMED CT term you selected.
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4.10.19 Order Checking

Order Checking is based on a system of rules that causes orders to be reviewed to
determine whether they meet the defined criteria. If they do, an electronic message is
sent to the ordering provider before the order is completed (such as duplicate order,
drug-lab interaction, and so on). The provider can then choose to cancel the order or
override the order check and place the order.

4.10.19.1 Severity Levels and Source of Information

Order Check dialogs cite the source of the drug interaction information and use
colored icons to represent severity levels.

The colors are:
e Red - For High
e Yellow — For Moderate

e Green - For Low

Order Chedking - Sowrce: Veterans Health Administratbon

3 SIGHIFICANT drug-deug imtersctiore ATORVASTATIN CALCIUM & MLTLATEM [Dubsice
Med ATORVASTATIN TAB 20MG TAKE ONE [1] TABLET MOUTH TWACE A DAY
Drutsiche mdication tocommended by provader.  [ACTIVE]

3 SIGNIFICANT drugdneg mtevaction: DILTIAZEM & SIMVAS TATIN [Dubsds Med
SIMVASTATIN TAE 40MG TAKE TWD (2] TABLETS MOUTH EVERY 12 HOURS Outnds
frschi.aton fol pecornmended by provader.  Madeshon Lacatons HOME [ACTIVE])

[ AcceptOeder | Cancel Duder

Figure 4-294: Order Check

If the order is placed, a second order check appears after the order is signed. If the
order check is moderate or high level, you are required to enter a reason why you are
continuing with the order.
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LISINOFRIL TAB 200G FO DALY "UNSIGNED®
B Previous adverss reaction Lo LISINOPRIL [LOCAL) Reac: AMEMLA [BAA1@10:12)

Enter pusthication for ovemdng critical oider checks:

[t i 8 tect o a uastfie.stion

Figure 4-295: Order Check Justification

The justification remains with the order and is available in the Order Details.

4.10.19.2 Cancelling Orders in Order Checks

If an order is already signed and the user tries to sign a duplicate order, the
application displays the Order Checks dialog. The user can choose the order to be
deleted.
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Drder Checks

*! |ROM PAMEL BLOOD 5P ONCE "UNSIGNED®
3 Duplcats order: IROM PAMEL BLODD SP OMCE LB B7 11/8/07 [UNCOLLECTED]
3 Max lab lest onder req ewcesdad for: IRON PAMEL

Cancel Selected Oidar) |

_Continse |
Figure 4-296: Order Checks dialog

1. If you check the order you want to delete and click the Cancel Selected Order(s)
button, the application displays the Cancel Order information message:

Cancel 1 Order ] x|
9

-

Are you sure you want to cancel 1 selected onder?

Figure 4-297: Cancel Order Information Message

2. Click Yes to cancel the selected order. The order then is removed from the Order
window. (Otherwise, click No to not cancel the order.)

3. If you do not check the order and click the Continue button, you return to the
Order window with both orders remaining on the list of orders.

4.10.19.3 Prepackaged Order Checks

The Order Checking application enables users to determine when order checks and
notifications are sent. To accomplish this, the application includes several
prepackaged order checks, as well as three menus for setting Order Checking
parameters, such as enabling and disabling specific order checks.

Order checks can also be configured to be mandatory by the CAC or IRM. If this
feature is enabled, individual order checks cannot be edited by the end users. Non-
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mandatory order checks can be enabled or disabled through the Tools > Options
menu.

Order checks exported with EHR:

Order Check Value
ESTIMATED CREATININE CLEARANCE Enabled
ORDER CHECKING NOT AVAILABLE Enabled
ALLERGY-DRUG INTERACTION Enabled
ALLERGY-CONTRAST MEDIA Enabled
INTERACTION

CT & MRI PHYSICAL LIMITATIONS Enabled
BIOCHEM ABNORMALITY FOR Enabled
CONTRAST MEDIA

DUPLICATE ORDER Enabled
RECENT BARIUM STUDY Enabled
RECENT ORAL CHOLECYSTOGRAM Enabled
DUPLICATE DRUG ORDER Enabled
DUPLICATE DRUG CLASS ORDER Enabled
CRITICAL DRUG INTERACTION Enabled
CLOZAPINE APPROPRIATENESS Enabled
AMINOGLYCOSIDE ORDERED Enabled
RENAL FUNCTIONS OVER AGE 65 Enabled
MISSING LAB TESTS FOR ANGIOGRAM Enabled
PROCEDURE

GLUCOPHAGE-CONTRAST MEDIA Enabled
LAB ORDER FREQ RESTRICTIONS Enabled
ERROR MESSAGE Enabled
POLYPHARMACY Enabled
DISPENSE DRUG NOT SELECTED Enabled
GLUCOPHAGE-LAB RESULTS Enabled
SIGNIFICANT DRUG INTERACTION Enabled
NO ALLERGY ASSESSMENT Disabled
DUPLICATE OPIOID MEDICATIONS Disabled
ALLERGIES UNASSESSIBLE Disabled

Note: Most of these order checks are exported in the enabled state
at the package level. Sites can then turn them on for
individuals or teams, as determined by the site. CACs,
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individuals, or services can also disable individual order
checks, if they so choose. Package levels are only visible to
those with programmer access and should NEVER be
modified.

The list might not be up-to-date since it changes with EHR Patches. View order
checks by using RPMS-EHR CONFIGURATION MASTER > ORD (Order Entry
Configuration) > OCX (Order Check Configuration) > PAR (Order Check
Parameters) > USR (Order Checks a User Can Receive) OR ENA (Enable/Disable an
Order Check). Entering a question mark gives the user the list of order checks on the
system.

4.10.19.4 Personal Preferences in Order Checks

Users can control what order checking is executed for orders. However, mandatory
order checks cannot be turned off.

To turn order checks on or off:
1. Select Tools > Options to display the Options dialog. Then click the Order

Checks tab.

Oplions HE
Notibeations [ Oider Chacks | Teams | Motes | Repests|
Oinder Checks

o’ E nasber co czable: your order checlks.
]
o can burm on of olf these nolihcabions except those that are mandabony
Dirdet Chack | onvoii | Comment [«
B ddeeggeCortiast Mecks Irtstaction On
B Abeegy-Dinug Irkeraction On
B Amincglycoside Didersd On
B Biachem Abncemakity Fos Cantrast., On
B CT & Wi Physical Livastions On
[ Clozapine Appuopriatenes: On
Crbical Dinug Irgerachon On
B Duzperisa Diug Mot Seleciad On
B Crupbeste Dug Class Ordes On
[ Dupbcats Dinag Oirdees On
O Dupicale 0piod Medcations o =|
[ ok ] conce | |

Figure 4-298: Order Checks Tab of Options dialog

The Order Check list comes from the Order Check file in RPMS. The CAC can
turn any Order Check ON or OFF, as well as set any Order Check to Mandatory.

2. You can select or clear the various order checks, except for mandatory ones (the
word Mandatory appears in the Comment column).
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3. When the Options dialog is complete, click OK to dismiss it.

4.10.20 Printing an Order

You can print a selected order by selecting the Print option on the File menu. If
necessary, you can set up the printer by selecting the Printer Setup option on the File
menu.

Printing can also be set to occur automatically or the Print Orders dialog to print may
appear automatically. This is controlled by parameters set up by the CAC.

To print a selected order:

1. Select File > Print to display the Print Orders dialog.

=10l x|

Onie of maore of the followesg pents ace availabls for this sef of arders.
Check those pou desire and select & device, if neceszary,

Greyed tems ate not avadable,
Location: |||:|_| _|
Print to dewice:
[~ Chat Copies | Hange |
[ Reisiions | rangs_|
[~ etk Cope I CHang |
Print All Checked ltems | Cancel Print |

Figure 4-299: Print Orders dialog

2. The Location field displays where the orders will print. You can change the
location by clicking the Ellipsis button and selecting an option on the drop-down
list.

3. Select at least one check box to print.

Note: Parameters set up by your CAC control which items appear
for printing, such as charts, labels, regs, work copies, and
SO on.
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You can change the Print to Device field by clicking the Change button to display
the Printer Selection dialog. The printers listed are the available printers in the
selected location (in the Location field) on the Printer Orders dialog.

x|
—HRemote Printess
LASER 132 ;I
R=LABEL 96
VUECEMTRIC TECH SUPFORT 78

Copies [1

Save a3 you defaull pinter [~
| N

Figure 4-300: Printer Selection dialog

4. Select a printer. The number associated with the printer defines the page width
(the number of characters across the page). This number comes from the RPMS
device file.

Note: The selected printer can be made the default by clicking the
Save as your default printer check box.

5. Change the number of copies by changing the value in the Copies field.

6. To review other setups (after selecting your printer), click the Setup button to
display the Print Setup dialog. Here you can review the page width and page
length dimensions. Although it appears you can change these numbers, you
cannot because the application uses the values stored in the RPMS device file.
The Page Length on a printer = number of lines on a page.

7. After the Printer Selection dialog is complete, click OK. (Otherwise, click
Cancel).

8. Click the Print All Checked Items button on the Print Orders dialog. The contents
of the (checked) orders output to the selected printer.

| Note: The Cancel Print button only closes the Print Orders dialog.

4.11 Patient Education

The Education component displays the current patient’s education events from the
RPMS. This information appears on the grid below the Education label.
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Figure 4-301: Education Component

You can sort the Patient Education information by selecting a column heading. If no
Education information is present in the RPMS for a patient, the grid is empty.

The Patient Education component can be configured so that a user or class cannot
add/edit information.

You can view Visit Detail information about a visit associated with a Patient
Education record. Select the Display Visit Detail option on the right-click menu to
display the Visit Detail dialog. See Section 4.11.1 for more information.

Note: Items for the current selected visit display in blue in the
Patient Education component.

4.11.1 Visit Detail Information
The Patient education component has a Display Visit Detail option on the right-click
menu.
1. Select an existing record within the component.
2. Right-click and then select the Display Visit Detail option. The Visit Detail
window displays information from the visit file.
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Zlolx]
HEM: 133212 DOS: 30-Jul-2013 14:57 VISIT IEM: 2970 -
———————————————————————————— FC ACUTE CRRE VISIT —-—-mm——mmmmmmmmmmmmmmm e

<Page 1>
AUTHOR: USER, DEMO PATIENT MAME: TEST,ALLERGY
SIGHNED BY: USER,DEMO TATIUS: COMPLETED
VISIT: JUL 30, 2013@14:57 LOCATION: TELEPHOHE

testing the note

/ea/ DEMO USER
Signed: JUL 31, 2013808:39:34

HRN: 133212 DOS: 30-Jul-2013 14:57 VISIT IEN: 2970
———————————————————————————— PC RCUTE CARE VISIT --------———-—-—mmmm——mmmmmmem
<Fage 1>
AUTHOR: USER, DEMO PATIENT NAME: TEST,ALLERGY

SIGHNED BY: USER,DEMO TATUS: COMPLEIED
WISIT: JUL 30, 2013@14:57 LOCATION: TELEPHONE

BROTHER[Jack] LIVING
O¥: [V16.3] - MAY 14, 2013
BROTHER [George] LIVING
DX: Family history of myocardial infarction | 1397701010 ([397701010] - JUL
17, 2013
BROTHER [Danny] LIVING
SISIER[Jessica) LIVING
DX: FH: Diabates mellitu= | this is the text|2666212011 [2666212011] - JUN

12, 2013 <
Fork = -
sze | = Piint. Close |

Figure 4-302: Visit Detail Information
3. Click Close to dismiss the window.

You can change the font size of the text displayed in this window by adjusting the
size in the Font Size field (enter manually or use the Up and Down arrows).

Note: When printing, this does not change the size of the text on
the output.

4. Click Print to choose a printer and to output the (entire) contents of this window
to the specified printer.

Note: The Print button appears according to how the component
is configured.

The Detail window has a right-click menu where you can copy selected text and
paste it into any free-text field within the HER or into another application (like
MS Word).
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4.11.2 Selecting an Education Topic

To add an Education event, you must first select an education topic. The selection
utilizes one of five different selection dialogs by either clicking one of the icons or
selecting one of the option buttons.

When you click Add (or select the Add Patient Education option on the right-click
menu) within the Education component, the Education Topic Selection dialog
displays.

i, Education Topic Selection x|

EE:' gjlﬂﬁ@ 1703 itemns

Select By % Categom List  {~ Diseaze & Topic Entry " Pick List
= Mame Lockup ¢ Procedure & Topic Enty

| Items | - Select
ABDOMINAL PAIN
ADMINISTRATIVE FUNCTIONS Cancel
ADMISSION TO HOSPITAL I

ADVANCE DIRECTIVES

Alcohol and Other Drugs
ALLERGIES

ALZHEIMERS DISEASE

AMNEMIA

AMESTHESIA

ANTIBIOTIC RESISTEMCE
ANTICOAGULATION

ASTHMA

ATTEMTION DEFICIT HYPERACTIVITY
AUTOIMMUME DISORDERS

BABY BOTTLE TOOTH DECAY
BEHAVIORAL AMD SOCIAL HEALTH
BELLS PALSY

BIOLOGICAL WEAPOMS

Displ
BLOOD TRANSFUSIONS T
BREASTFEEDING ~|  Standard

Figure 4-303: Education Topic Selection dialog

Many of the selection dialogs have the Display Outcome & Standard button. After
selecting a topic and clicking the button, the Outcome and Standard for the selected
education topic displays. See Outcome and Standard Statement for more information.

If you do not want to enter an education topic, click Cancel to dismiss the Education
Topic Selection dialog.
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4.11.2.1 Selection by Category List

1. To select the Education Topic using the Category List button (), expand the
category you want view by clicking the Expand button (%) to display its
associated education topics.

2. Then either double-click the desired entry or select it and click the Select button.
(Otherwise, click Cancel.)

%
E||@|N2

Select By (v Category List ¢ Disease® Topic Entiy Pick List
™ Mame Lockup ¢ Procedure & Topic Entry

| M £ Select
+ ABDDMINAL PAIN

= ADMINISTRATIVE FUNCTIONS
+ ADMISSION TD HOSPITAL
+ ADVAMNCE DIRECTIVES
# Alcohol and Other Drugs
# ALLERGIES
# ALZHEIMERS DISEASE
# ANEMIA
= ANESTHESIA
COMPLICATIONS
EQUIFMEMNT
FOLLOYW-UP
INCENTIVE SFIROMETRY
INTUBATION
LITERATURE
PN MANAGEMEMNT
POSTOPERATIVE
PREOPERATIVE -
PROCEDURES o

Duteome &
TURN, COUGH, DEEP BREATH 1| Standad

Cancel

Figure 4-304: Selecting Education Topic by Category list

After clicking Select, the Add Patient Education Event dialog displays with your
selection in the Education Topic field.

4.11.2.2 Selection by Name Lookup

1. To select the Education Topic using the Name Lookup button ( s’ , select an
entry by either double-clicking the education topic entry in the list or highlighting
the topic, and then clicking Select.

2. To access an entry, you can either manually scroll the list or add the first few
characters of its name to reposition the scroll list.

3. Highlight the desired name and click Select, or double-click the name.
(Otherwise, click Cancel.)

User Manual Updated Components
September 2014

347



Electronic Health Record (EHR)

Version 1.1 Patch 13

w, Education Topic Selection

k| 2@I4

Select Bwe  Categary List ¢ Diseased Topsc Entry Pick List
* Mame Lookup " Procedure & Topic Entry

x|

Ja

Adeobol And Other Drugs-Compbeations

Alcokol &nd Other Drugs-Conbrwsrn OF Care 1
Aleokal &nd Other Drugs-Cultural/spintual Azpects OF Health
Aleokbol &nd Other Drugs-Disease Process

Alcohol And Other Drugs-Exercize

Aleohal &nd Other Drugs-Lilestyle Adaptatons

Aleokbol And Other Drugs-Medical Mutrition Therapy

Alcobol Sind Other Drugs-Medications

Alcobol And Other Drugs-Nutrition

Aleokal And Other Drugs-Fateent Informastion Literstuee
Alcobol &nd Dther Drugs-Flacement

Alcokol And Other Drugs-Prevention

Aleokal And Other Drugs-S cieening

Alcobol And Other Drugs-Siress Management

Alcokol &nd Other Drugs-Tests

Alcokol And Other Drugs-wWellness

Allergies-Disease Process

4.11.2.3 Selection by Disease and Topic Entry

Select

Allenges-Follow-up Display
AllergesLifestyle Adaptions = Dutcome &
i | » Standard

Figure 4-305: Selecting Education Topic by Name Lookup

After clicking Select, the Add Patient Education Event dialog displays with your
selection in the Education Topic field.

1. To select the Education Topic using the Disease and Topic Entry button (),

you must select both a Diagnosis code and a corresponding topic, and then click
OK. (Otherwise, click Cancel.)

2. Select the diagnosis from a SNOMED CT lookup or select the POV for the

current encounter if it has already been entered.
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x|

| 2| B A2 oiems

Select By {~ Categomy List % Dizeaze & Topic Entry " Pick List
" Mame Lookup  © Procedure & Topic Entry

Enter both the DiseasefConditionflliness and the 0K
Topic for the Education activity.
— Dizease/Condition/lIness Selection Cancel

Diseazedliness |Moderate bipolar | dizarder, single manic epizode |

EBOY | &bdorminal migraine | a
[3aztroezophageal refluy dizease | provider best

hoderate bipolar | dizorder, single manic episod
Azthma confirmed | asthrma confirmed far thiz paLI

— Topic Selection

HOME MAMAGEMENT ;I
HGIEME

LIFESTYLE ADAPTATION
LITERATURE
MEDICATIONS
HUTRITION
FREVENTION
FROCEDURES

SAFETY

TESTS

IMEDIE.L‘-.L MUTRITIOW THERARY |-

Figure 4-306: Selecting Education Topic by Diagnosis and Topic Entry

3. Populate the Disease/llIness field using one of two methods:

e Method 1: If POV has already been entered, select the information in
the POV field. The information populates the Disease/llIness field.

e Method 2: Click the Ellipsis button next to the Disease/llIness field to
open the SNOMED CT Lookup dialog.

a. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup
section, select either the Fully specified name or Synonym
option button.

o0 Fully specified name returns a collapsed list of
SNOMED CT terms. Click the Expand button (#) next
to the term to expand and view the child entries.

o0 Synonym returns the full list of SNOMED CT terms.

b. In Maximum Results
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o 25
o 50
o 100
o 200
o ALL
In Search, type the term you want to search for.
In Subset, you can select a subset to search, if needed.

In Search Date, the field defaults to the current date. Click the
drop-down arrow to open the calendar and select a different
date to search, if needed.

Click either the IHS SNOMED CT or ALL SNOMED CT
button. The list of SNOMED CT terms and their mapped ICD
code is populated.

Select and highlight a term, and then click the Select button.
The Disease/llIness field of the Education Topic Selection
dialog refreshes with the selected SNOMED CT term you
selected.

4. Inthe Education Topic Selection dialog, in the Topic Selection section, select a

topic.

5. Click OK. The Add Patient Education Event dialog displays with the Education
Topic field populated with your selection from the SNOMED CT Lookup.

Note: If you need to change the SNOMED CT code, click the
Ellipsis button next to the Disease/llIness field.

4.11.2.4 Selection by Procedure and Topic Entry

To select the Education Topic using the Procedure & Topic Entry button (), you
must enter both a CPT code and the corresponding topic.
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=
&2 @| 42
Select By  Categomy List Disease & Topic Entiy " Pick List

i~ Mame Lookup % Procedure & Topic Entry

Enter both the CPT Service and the Topic for 18
the Education activity.

[~ Serice Selection: Cancel

cPT| ]

Wit Services

Topic Selection

ANATOMY AND PHYSIOLOGY =
COMPLICATIONS —
DISEASE PROCESS

EQUIPMENT

EXERCISE

FOLLOW UP

HOME MANAGEMENT

HYGIEME

LIFESTYLE ADAPTATION

PATIENT INFORMATIOM LITERATURE
MEDICATIONS

NUTRITION =l

Figure 4-307: Selecting Education Topic by Procedure and Topic Entry
1. Populate the CPT field using one of two methods:

e Method 1: Select the information in the Visit Services field. This information
populates the CPT field.

e Method 2: Click the Ellipsis button by the CPT field to display the Procedure
Lookup dialog. See Using the Procedure Lookup dialog for more information.

2. Select one of the items on the Lookup dialog and click OK to have the selected
item added to the CPT field on the Education Topic Selection dialog.

3. Inthe Topic Selection field, select a topic, and then click OK. The Add Patient
Education Event dialog displays with your selection in the Education Topic field.

4.11.2.5 Selection by Pick List

To select the Education Topic using the Pick List button 2 ), select one or more
options from a Pick List.

One of two conditions is possible:
e The Pick List panel is populated

e The Pick List panel is empty (or you want to create a new Pick List).
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4.11.2.5.1 Populated Pick List
x|

FEE:' g-;]l ﬁlﬁ @l 3395 items
Select By {~ Categom List  { Disease & Topic Entry i+ Pick List
= Mame Lockup  Procedure & Topic Enty

Pick Lists ||Dia|:uetes Education | ok,

¥ Show &l

[[] Diabetes Mellituz-complications

[ Diabetes Melltuz-dizease Process

[ Diabetes Mellituz-foot Care And ERaminations
Diabetes Mellitus-lifestyle Adaptations
[ Diabetes Mellituz-medications

[ Dialysiz-nutrition

Cancel

Tvpe of Training * |ndividual " Group

Comprehenzion Lewel IGEIEID LI
Length |3|:| [miit]
Readiness to Learn IE.-’-‘«GEFI TO LEARH LI

Figure 4-308: Populated Pick List Selection Menu

1. The education category is displayed in the drop-down list next to the Pick Lists
button. If there is more than one category, select one. In the previous example, the
education category is Diabetes Education.

2. 'You can check one or more items from the displayed Pick List.

Note: Click the Show All check box to show all Pick List items.

3. Select the Type of Training, Comprehension Level, Length (of time, in whole
numbers) that specifies the number of minutes for the education, and Readiness to
Learn.

Note: If you select more than one education topic, the Length of
time is divided equally among the topics.

4. Click OK to add those items to the Education grid. (There is no Add Patient
Education Event dialog in this instance.)
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4.11.2.5.2 Empty Pick List

When the Selection dialog is empty, you need to create a pick list. This same method
is used to create a new pick list.

=
LEPEL IPaE]

Select By  Categary List ¢ Dizease & Topsc Entyy = Pick List
" Mama Lockup © Procedure & Topic Entry

Fick Lists: '|| =] OK

Tvpe of Training:  Indvadual — © Group
Curﬂelvmbnm:l:lﬁﬂﬂﬂ ﬂ

Lengthc|  min)

Figure 4-309: Selecting Education Topic by Pick List

Follow these steps to create a new Pick List:
1. Click the Pick Lists button to display the Manage Education Quick Picks dialog.

User Manual Updated Components
September 2014

353



Electronic Health Record (EHR) Version 1.1 Patch 13

) w. Manage Education Quick Picks

Figure 4-310: Manage Education Quick Picks

2. Click the Edit Pick Lists button to display the Manage Categories dialog.

Figure 4-311: Manage Categories dialog

3. Click the Add button to display the Add Category dialog.
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i
Catogoy Nor:|

]:_Ius-p.Lmaliurrl

Cliye: |

Provider. |
Fuov. Discipine |

e bl

Managers:

_ndd |

Delete

Figure 4-312: Add Category dialog

4. Type a name in the Category Name.

5. Choose how the pick list displays from the methods that follow. If you do not
select a display method, the pick list is available to all users in all locations.

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

e Clinic: The pick list is available to anyone who is in the selected the clinic.
e Provider: The pick list is available to the selected provider.

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

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

7. Click OK when complete.
8. Add education codes to the pick list category.

9. On the Manage Education Quick Pick dialog, select your pick list category from
the Education Topic Pick Lists field.
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EdnntimTq:quidd.‘uic:lDiameMaﬁm =|  EdtPickLists |!f
- Educafion Topic Pick List llems

B

Figure 4-313: Manage Education Quick Picks dialog with no Pick Lists

10. Click the Add button and search for the code on the lookup utility. Select an
education code you would like to add and click OK. The education codes are
added to the pick list. Repeat this step as needed to add more codes.

m—————

SPECIFIED-MEDIC:

r DM-F'MIEHT INFORMATION IJTEFIM URE Add
DM-COMPLICATIONS TR
DM-FOLLOW UP il
FT-TREATMENT [t

Copy
Dy
Zero Freq
Import
Expoit

e

Figure 4-314: Manage Education Quick Picks with Pick Lists

Pick List Options
Additional options, as needed, to help you manage the pick list are as follows:
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Rename: Highlight the education code you want to rename and click the Rename
button. A window opens and enables you to rename the education code.
Remember that when a code is inactivated nationally, it remains in the pick list
until manually removed by the pick list manager.

Note: Renaming the code does not result in changing the way the education code
is documented.

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

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

Query: Click the Query button to list the most commonly used patient education
codes used by a provider or a clinic. Use caution when using this option, as
education codes change on a very frequent basis and you do not want to include
inactive codes in your pick list.

Note: To avoid selecting inactive patient education codes, use
caution with the Query option since education codes
change and become inactive frequently.

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

Import: Use this button to import an education code pick list from another user.

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

Complete the Education Topic Selection dialog:

a. Select one or more options in the panel below the Pick Lists button.
Select the Type of Training.
c. Select the Comprehension Level from the drop-down menu:
e Poor
o Fair
e Good
e Group — No Assessment
e Refused

d. Type a length of time (in whole numbers) that specifies the number of minutes
for the education.
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Note: If you select more than one education topic, the length of
time is divided equally among the topics.

2. Click OK to populate the selected items in the Education panel. (There is no Add
Patient Education Event dialog in this instance.)

4.11.2.6 Using the Procedure Lookup dialog
Follow these steps to use the Procedure Lookup dialog:

1. Click the Ellipsis button at the end of the Procedure field to display the Procedure
Lookup dialog.

Lookup Optianc = Lewicon CFT
Search Value: |cut Search

Incheded [ Medcal [ Sugical [ HCPCS M E&M
Code Sets: | Hadidogy | Laboratory | Anesthesa

Sedect from one of the following items:

Code | CPT -

Cukaneous; Vesicoslomy
60245 Cutaneouss AppendicoVesscostonmy
JEA2D  Cutdewn Veripunchae [under age 1)
36425 Cubdown Vermpunchee (898 1 of over)
B4774  Excision of Neuroma of Cutaneous Nedve
44540 Clozure of Intestinal Cutaneows Fistula
53025  Meatotomy for Cutting of Mestus [miant]
50727 Revizion of Unnary-Cutanecus Snastomosis
43520 Pyloramgotony with Cuting of Pylons Muscle
53020 Meatotormy for Cutting of Mestus [except rndant]
07856 Culting of a temporomandibular joint rusche [rysctonmy)
BATES  Excizion of Neurofibroma or Meurchammoma of Cutaneous Nerve ﬂ

[~ Retumn Search Tex as Marative oK Cancel

Figure 4-315: Initial Procedure Lookup dialog

2. Select the Lexicon or CPT option button to determine where you want to search
for the procedure.

3. The Return Search Text as Narrative check box (when checked) enables 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.

4. Search for a procedure by entering a few characters in the Search Value field and
clicking Search. The related procedures display in the lower part of the dialog.
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Lookup Optiore & Lesicon ¢ CPT
Search Value |cut Search

Incheded [ Medcal  [F Sugical [ HCPCS I ExM
Code et [~ Hadiodogy | Laboratory | Anecthecsa

Sedect from one of the following items:
Code |CPT -

Cutaneoies Wesicosonm i
50245 Cutaneous AppendicoVesscostony
JEA2D  Cutdown Veripunchae [urder age 1)
36425 Cutdown Verspunclure [age 1 or ovei)
B4774  Excision of Neuroma of Cutansous Netve
44640 Closure of Intestinal Cutaneous Fistula
53025 Meatotorny for Culting of Meatus [infant]
50727 Revizion of Unnary-Cutaneous Anastomosis
43520 Pylorcrgotany with Cuting of Pylone Muscle
53020 Meatotonmy for Cutting of Meatus [except nfant]
07856  Cubing of a lerpaoomandibular joirt musche [rmisotom)
GATEE  Excizion of Neurnoiibroma or Meurchemmoma of Cutaneous Nerve ﬂ

[~ Retun Seanch Text as Hamative o] 4 Cancel |

Figure 4-316: Procedure Lookup dialog After Clicking Search

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

6. If needed, sort the Code or CPT column by selecting the column heading. Use the
scroll bar to view the entire list. When you have found the correct procedure,
select it and then click OK, or double-click the procedure. (Otherwise, click
Cancel.)

The selected procedure populates the CPT field when selecting a CPT for a
Procedure and Topic Entry in the Education Topic Selection dialog or if selecting
a CPT for the Add Refusal tab when Completing the Health Factors and Refusal
Information.

4.11.2.7 Using the Lookup Utility dialog for Location

Access the Lookup Utility by clicking the Ellipsis button at the end of the Location
field. Use this dialog to search for and select a location for the Location field.
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E
li[.4
Sesich Vahs | | Srarch | 4'

Select one of the follovang pecond:

—

ABERDEEN ADMINISTRATION
ABERDEEM AD

ABERDEEN URBAN

ACL HOSFITAL

ACLATGS CENTER

ADAK,

ADAE, MEDICAL CLIMIC
ADDICTION RECOVERY LIMIT
AFTERCARE/ADDL OF FROG
AHMIIBE MEH-DEZ HALPWAY
AlN-DEHANG HALIPWAY HS :I

Figure 4-317: Initial Lookup Location dialog

Follow these steps to complete the Lookup Location dialog:

1.

3.

You can scroll the list to the location and select it. Otherwise you can search for a
location.

To search for a location, type of few characters in the Search Value field and click
Search.

x|
Search Vahue [cher Seach
Cancel

Sebect one of the follwing records
Location /
CHER MTH BARTLESVILLE HLTH CLH
CHER NTH %INITA HEALTH CLIMIC
CHEROKEE CHEM, DEP, UNIT
CHEROKEE CO HCLIMIC

CHERDKEE INDIAM HOSPAITAL
CHEROKEE HATION EYE CLIMIC
CHEROKEE HATION GA-DU-GI CLIMN
CHEROKEE HATION MUSKOGEE HC
CHEROKEE NATION TAHLEGQUAH CLIN
CHEROKEE SC

CHEROKEE WOMEN'S WELLMESS CTR ll

Figure 4-318: Lookup Location dialog After Search

Select the appropriate record in the lower panel and click OK. The selected record
populates the Location field. (Otherwise, click Cancel.)

User Manual

Updated Components

September 2014

360



Electronic Health Record (EHR) Version 1.1 Patch 13

4.11.3 Adding an Education Event

After selecting an education topic, you can add either new or historical Patient
Education events:

e New Patient Education is for a current visit.

e Historical Patient Education is for past visits and typically for an outside facility
or place.

It is important to note that for non-historic visits, the date and location of the
Education must correspond to the currently selected encounter in the EHR (which can
be for past dates).

Note: In order to add an Education record you must be assigned
the PROVIDER key and cannot hold the BGOZ VIEW
ONLY key.

In conjunction with adding education event information, you can add health factor
information as well as a refusal for a selected topic.

The following information is divided into three parts:

e Completing the Patient Education Information

e Entering Historical Patient Education Information

e Completing the Health Factors and Refusal Information
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4.11.3.1 Completing the Patient Education Information

F’ Add Patient Educatic
Education Topic IGIII 109-Home Management |
(Diab Manage Trn Ind/group) Add
Type of Training % Individual ¢ Group Cancel
Comprehension Level IREFLISED j
Length |30 {min) [~ Historical
Comment Display
Outcome &
Standard

Figure 4-319: Add Patient Education Event dialog with Education Refusal Selected

Provided By |LISER,DEMO

L[

Readiness to Learn I UMRECEFTIVE Factors

Patient's Learning Health

Blind

Status/Outcome
" GoalSet { GoalMet % Goal Mot Met

Follow these steps to complete the Add Patient Education Event dialog for the current
visit:

Note: If you need to change the Education Topic, click the
Ellipsis button next to the Education Topic field. The
Education Topic Selection dialog opens. Refer to Selecting
an Education Topic for details on completing the dialog.

Select the type of training, if needed.

The default for the Comprehension Level is Good, and should be changed

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

e Good (examples: verbalizes understanding; able to return demonstration or

teach-back correctly).

o Fair (examples: verbalizes need for more education; incomplete return

demonstration or teach-back indicates partial understanding).

e Poor (examples: does not verbalize understanding; unable to return

demonstration or teach-back).

e Group — No Assessment (examples: education provided in group; unable to

evaluate individual response).

e Refused.
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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).

If another provider is needed for the Provided By field, click the Ellipsis button to
select from a lookup utility.

Select the appropriate Readiness to Learn document from the drop-down menu.

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

Click Display Outcome & Standard to display the Outcome and Standard
statement for the displayed education topic, if needed.

When the Add Patient Education Event dialog is complete, click Add to add the
education topic (or refusal) to the Education and Personal Health panels.
(Otherwise, click Cancel.)

4.11.3.2 Entering Historic Patient Education

When you check the Historical check box on the Add Patient Education dialog, the
Historical group box is added to the dialog.

Another way to enter the Historical Patient Education Event is to have no visit
selected and click the Add button. The Add Patient Education Event with the
Historical check box selected displays.
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xj
Education Topic [Asthma-Crsease Process -]
()
Ipecf Traneg @ Indvidsd  (~ Grow cancel |
Comprahersion Leyel [r}r:'-c(‘- _-J
Length (min) ¥ Hstorical
Compnent Display
Outcome B
Standard
Provided By [TETER, SHIRLEY ;|
Patient’s Learring Health
Status{Outcones Facton

 GoalSet  GoalMek ™ Goal Nok Met

Hestoraal

Evert Date | =
Location |

% DHS Trbd Faciity
1 Other

=

Figure 4-320: Historical Patient Education Event

°
event.

The Event Date must be a past date. Either m
Ellipsis button to display a calendar from wh

office).

Facility name or click the Ellipsis button to d

Learring Pref erence-talk

The Event Date and Location determine the date and location of the education

anually enter it or click the
ich to select a date.

The Location can be either an IHS Facility or Other (at another facility or

If you enable the IHS/Tribal Facility option button, you can enter a valid IHS

isplay a lookup utility from

which to select one. If the manually-entered facility name is not a valid one,
the EHR displays the lookup utility. See Using the Lookup Utility dialog for

Location for more information.

If you enable Other, you can enter the name of another place or office where

the education event took place (like Dr. Brown’s Office).

in the Location field. Then when you display

If your site has been configured with a default outside location, type OTHER

the View Visit Detail window,

the default outside location displays at the LOC. OF ENCOUNTER field.

historical education event.

Complete the fields in the other parts of the dialog as when entering a non-
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4.11.3.3 Completing the Health Factors and Refusal Information

This part of the Patient Education dialog is optional. By clicking the Patient’s
Learning Health Factors button, you can add health factor information for the selected
patient on the current visit. This information is divided into two parts:

e Completing the health factors information
e Completing the refusal information

Click the Patient’s Learning Health Factors button on the Patient Education dialog to
display the Add Health Factor and Add Refusal dialog. From this dialog, complete
the following tabs.

2/ BARRIERS TO LEARNING
= LEARMIMG PREFEREMCE

Comiment

Figure 4-321: Add Health Factor and Add Refusal dialog

4.11.3.3.1 Add Health Factor Tab

Use the Health Factor tab to add specific learning factors which may help or hinder
the patient's learning ability.

1. Click the Add Health Factor tab.

2. Expand one of the Items in order to select a health factor under that item.
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[ x|

Add Health Factor 1 Add Refusal
Audd
Itz
BARRIERS TD LEARNING
# LEARMING PREFERENCE Cancel

= READINESS TO LEARN
READINESS TO LEARM-NOT READY
READINESS TO LEARM-PAIM
READINESS TO LEARMN-RECEFTIVE
READINESS TO LEARM-SEVERITY OF ILLNESS
READINESS TO LEARM-UNRECEPTIVE

Corameent :

Figure 4-322: Expanded Item for Particular Health Factor

3. Highlight the particular health factor and click Add.

This adds the particular health factor to the Health Factor component and it displays
in the Patient’s Learning Health Factors panel on the Add or Edit Education dialog.

4.11.3.3.2 Add Refusal Tab
Use the Add Refusal tab to add a refusal for a specified health factor learning refusal
type.
1. Select the Add Refusal tab to add a refusal.

Add Befusal

— x

[ Measwement
[ Medication/Tinsg
[C] PAP Smesan

[] Radwlogy Exam
[ Skin Test

t

(-]

Date Refused |02/06/2014 =]
Comment

Figure 4-323: Add Refusal Tab

User Manual Updated Components
September 2014

366



Electronic Health Record (EHR) Version 1.1 Patch 13

4.11.4

Select any one of the check boxes in the Refusal Type panel. The label for the
field reflects what is selected in the Refusal Type panel.

Click the Ellipsis button next to the field below the Refusal Type. The Procedure
Lookup dialog opens. Refer to the Using the Procedure Lookup dialog topic for
details on completing the fields.

In Reason, select one of the following from the drop-down menu:

e (None Selected)

e Declined Service

¢ Not medically indicated
e No response to follow-up
e Provider discontinued

e Considered and not done

e System reason

. The Date Refused field defaults to the current date. Click the Ellipsis button to

select a different (past) date.

Note: The Date Refused cannot be a future date.

. The Comment field is a free-text field. Type a comment or notes, as needed.

. After you complete this dialog, click Add to have the information added to the

patient's learning refusal file, shown in the field below the Patient's Learning
Health Factors button on the Add (or Edit) Patient Education Event dialog.

Editing an Education Event

In order to edit an Education record you must be assigned the PROVIDER key and
cannot hold the BGOZ VIEW ONLY key. The visit the education topic was entered
on cannot be locked.

See the Outcome and Standard topic for more information about the dialog that
displays when you click the Display Outcome & Standard button.

Make sure a visit is selected. Follow these steps to edit an education event:
1. Select an Education Event you want to edit.

2. Click Edit (or select Edit Patient Education on the right-click menu) to display the

Edit Patient Education Incident dialog.
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x|

Education Topic |.-5.|:u:1|:|minal Migraine Disease Process |
(Abdaominal Migraine) save
Type of Training % Individual ¢ Group Cancel
Comprehension Level IGOOD ;I
Length |3|:| {mirt) ™ Histarical
Comment |Comment here. Display
Outcome &
Standard
Provided By ILISER,DEMO |
Patient's Learning Health
Readiness toLearn | EAGER TO LEARN [Z] || 5=
Status/Outcome rl::ril:nﬁa
" Goal Set * GoalMet { Goal NotMet

Figure 4-324: Edit patient Education Incident dialog

See Selecting an Education Topic for information about how to select another
education topic for the Education Topic field.

3. As needed, update any or all of the data fields of the original education event. See
Adding an Education Event for completing the dialog.

Note: If the selected record is a historical patient education event,
you cannot change the event date or place (in the Historical
group box).

4. When the Edit Patient Education Event dialog is complete, click Save to update
the education topic on the Education panel. (Otherwise, click Cancel.)

4.11.5 Deleting an Education Event

In order to delete an Education record you must be assigned the PROVIDER key and
cannot hold the BGOZ VIEW ONLY key.

The education event must be on a visit that is not locked.

Note: Any Health Factor/Refusal information entered for the
selected education event is NOT removed by the Delete
function.

Make sure a visit is selected. Follow these steps to delete an education event:

1. Select an Education Event you want to delete.
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2. Click Delete (or select Delete Patient Education on the right-click menu) to
display the Remove Patient Education? information message.

Remove Patient Education? il

Are you sure you want to dalete the Abdominal Migraine- Disezsa
Process education event?

- 4

Yes | Mo I

Figure 4-325: Delete an Education Event Information Message

3. Click Yes to delete the selected record. (Otherwise, click No.)

4.11.6 Using the Web Reference Search

The Web Reference Search for the Patient Education component depends if any
records are present. The Reference Site list can be configured.

e Condition 1: If there are records present, select one and click the Information

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

e Condition 2: If there are no records present, click the Information button ( v
select the Web Reference option on the right-click menu to display the Web
Reference Search dialog.

. Web Reference Search x|

Reference Site: I pTalate j

), or

Search Termn: | Search

Figure 4-326: Web Reference Search dialog

The Web Reference Search dialog to select a reference site only opens if you do not
have a default set up and you have not selected any item in the education list. Once
you have highlighted an item in the list, the Web Reference attempts to go to the
default site and search on the topic you selected. If you chose a topic attached to a DX
or procedure, you are presented with information on that particular topic.

User Manual Updated Components
September 2014

369



Electronic Health Record (EHR) Version 1.1 Patch 13

# A - . = il £ @ 8-
S
'ﬁ‘M_Ed!_inepl_L_i‘S Connect B e e of g
i ]

Haalth Information for You

Acute Bronchite

ratet o ) s W BRI Wi, b By T LY Y B
e e i S )
ey and L Sgimans Thrs g s o frows of et srte et
to Tha e svcan POl CIGH Crid

Bdass i oy Prmrehy

Figure 4-327: Web Reference Topic

4.11.7 Outcome and Standard Statement

Users can display and print the Outcome and Standard Statement for a selected
education event by clicking the Show Standard button (or by selecting Show Standard
on the right-click menu) on the Education panel. The same thing happens when you
click the Display Outcome & Standard button on the Education Topic Selection
dialog and on the Add/Edit Patient Education dialogs.

_ioix]

IMMURIZATIONS-INFORMATION ‘;l

QUTCOME :
The patient/family will understand the indication for and benefit of immunization,
common and important side effects of vaccination, and post immunization care.

STANDARD:

1. Explain the indication for immunization including the disease which is to be
prevented by immunization. Explain that there is a delay before immunity develops.

Z. Explain the contraindications of administering the vaccine.

3. Discuss appropriate vaccine aites.

4. Explain the important and common side effects of immunizations to be administered.
5. Explain post-immunization care and what to do if seriocus side effects are cbserved.
Explain that the use of antipyretics may diminish the immune systems response to the
vaccine.

6. Explain how family members can assist with comforting immunized persons during and
after vaccine administration, a3 culturally appropriate.

Font ry
Size: =

Figure 4-328: Example of Outcome and Standard Statement

The Standard window contains the outcome and standards for a selected education
topic.
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Click Close to dismiss the window.

You can change the font size of the text displayed in this window by adjusting the
size in the Font Size field (enter manually or use the Up and Down arrows).

Note: This does not change the size of the text on the output
(when you print).

Click Print to choose a printer and to output the (entire) contents of this window to
the specified printer.

Note: The Print button appears according to how your application
is configured.

The Standard window has a right-click menu where you can copy selected text and
paste it into any free-text field within the EHR or into another application (like MS
Word.)

4.12 Personal Health

The Personal Health component has features where you can record data regarding

Functional Status, Birth Measurements, Refusal, and Treatment Contract.

Various options are available for recording personal health data, depending on the

selected patient. For example, the Birth Measurements option is only available when

a patient less than 8-years old is selected.

Perzonal Health Infant Feeding \k Reproductive Factors
lﬁ @ Personal Health ITreatment Contract ;I Add | Edit | [Delete |
Ta add, zelect a farm...
Functional Status | 04/07/2005: Statuz Change=5ame; Toileting=I{ Functional Statuz = Hent: Dressing=Independant;
Trarzters=Independent; Feeding=Independent; | B efusal t: Financez=Mesds Help;
Cooking=Meed: Help; Shopping=Meeds: Help; O Treatment Contract ependent;
Transportation=MHeedsz Help
Refuzgal | 07/29/2013; Summary clinical document [Snomed)
04/27/2009; MAMMOGRAM BILAT [Mammogram)
Tx Contract | 09/03/2013; Intiated=5ep 03, 201 3; Type=Fain; Provider=T ezt Murze

05/22/2008: |nitiated=May 23, 2006; Type=Fain; Provider=Hager b arm

Figure 4-329: Personal Health Component

The choices available on the drop-down list depend on the appropriate BGOZ keys

that are assigned. Contact your CAC about the available keys.

This component can be configured so that a particular user or class cannot add or edit

reproductive history information.
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The Personal Health component contains the Display Visit Detail option on the right-
click menu. Selecting this option displays a dialog showing information about the
visit where you can view or print the information.

4.12.1 Adding Personal Health Records

You can add several types of personal health records to the Personal Health
component.

Important: You must select a patient and an unlocked visit to add

PHR information.

4.12.2 Adding Functional Status
The Functional Status option is where you record the activities of daily living.

To add functional status to a record:

1.

From the Personal Health component, select a line item, select the Functional
Status option from the drop-down menu, and then click the Add button (or select
Add on the right-click menu). The Enter Functional Status Record dialog opens.

i
Activities of Daily Living: | Instrumental ctivites of Daly Living: |
Todeting [Independert =l Fingnices: [Needs Help =] Ok
Bathing | Meeds Help =| Cooking: | Totally Dependent ¥ Cancel ‘
Dressing: | Need: Help | Shopping | Totally Dependent ¥ |
Transhers: [T otaly Dependent ﬂ Houseveork: |Need3 Help j
Feeding | Independert ] Medications: | Independent =|

Copfinence: | Totaly Dependent = Transpostation: | Totaly Dependent = |

Change of Statys: Patiert iz Caregiver: | No =~

Figure 4-330: Enter Functional Status Record dialog

In the Activities of Daily Living or Instrumental Activities of Daily Living
sections, select one of the following for any of the drop-down lists to record a
functional status associated with those activities:

e Independent
e Needs Help
e Totally Dependent

In Change of Status, if you are updating or adding a change in the patient's
functional status, select one of the following from the drop-down menu:
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e Same
e Improvement
e Decline
4. In Patient is Caregiver to Others, select one of the following from the drop-down
menu:
e Yes
e No

5. Click OK to add the Functional Status record to the Personal Health component.
(Otherwise, click Cancel.)

4.12.3 Adding Birth Measurements

The Birth Measurements option is used to record birth measurement information
about the current infant on the current visit. This option is only available when a
patient less than 8-years old is selected.

To add birth measurements to a record:

1. From the Personal Health component, select the Birth Measurements option from
the drop-down menu, and then click the Add button (or select Add on the right-
click menu). The Update Birth Measurements dialog opens.

=TT

To enter Birth Weight in lbs and ozz. enter two values
separated by a space. Also you can enter K after the ok
walue for kilograms [kg). and likewise for grams enter G
after the walue.
Cancel

Examples: ¥ 2 for ¥ lbs 2 oz=
32K for 3.2 kilogramsz
200G for 3200 grams

Birth " eight I? G [lbz-nz)
Birth Order I'I

Feeding Choicesz must contain a number and then either a
D for Days. W for Weeks, M for Monthz or ¥ for years.

Formula Started I‘I 2

Breast Feeding Stopped I‘I g

Solids Started I‘I B

Mather or Guardian |DEMEI,MEITHEFI R _l

Figure 4-331: Update Birth Measurements dialog
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Note: Follow the data formatting instructions on the Update Birth
Measurements dialog.

2. In Birth Weight, type the patient's weight at birth. The unit of measure for birth
weight is automatically changed for the following:
e Changes to kilograms if k or K is typed
e Changes to grams if g or G is typed
e Changes to Ibs.-oz. if a hyphen or space is typed
The resulting value is appropriately validated.
3. In Birth Order, type a numeric value to indicate the patient's birth order.
4. In the Feeding Choices section, type a value for the following fields:
e Formula Started
e Breast Feeding Stopped
e Solids Started
5. In the Mother or Guardian field, click the Ellipsis button to open the Lookup
Patient dialog and follow these steps:
a. In Search Value, type a name, and then click the Search button.
x|
Search Yalue IDemD, mother Search I —DK
; Cancel
Select one of the following records
Figure 4-332: Initial Lookup Patient dialog
The Lookup Patient dialog refreshes with a list of matching names.
b. Select a name, and then click Ok.
The Mother or Guardian field on the Update Birth Measurements dialog populates
with your selection.
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x|
4
Search Value Idemu:u Search |

Cancel

Select one aof the following records

Patient /

DEMO BOY
DEMOFATHER
DEMO FATHER
DEMOFEMALE A
DEMOIMFANT
DEMOIMPATIEMT F
DEMO MOTHER R

DEMOS5H
DEMO.TEEM
DEMO.TODDLER

Figure 4-333: Lookup Patient dialog

6. Click OK to add the birth measurements record to the Personal Health
component. (Otherwise, click Cancel.)

4.12.4 Adding Refusals

The Refusal option is where you record that the patient refused treatment or
assessment on the current visit. A refusal demonstrates that an intention was
attempted but the patient declined or stated not to perform the treatment or
assessment.

1. From the Personal Health component, select Refusal from the drop-down menu,
and then click Add (or select Add on the right-click menu). The Enter Service Not
Provided/Refusal dialog opens.
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. Enter Service Mot Provided [ Refusal ll

Refuzal Type |1 CPT [ Meazurement
v I = dication/Diug Add
[]Exam [ PAP Smear -
[T Immnurization [1 Radiology Exam Cancel
[JLahb []Skin Test

[ M ammagram [ SHOMED

EKG |EKG

L[]

Beazon IFiefusaI of treatment by patient

Date Refused [019/03/2013 =

Comment |Type comments here]

Figure 4-334: Enter Refusal dialog

2. In Refusal Type, select the applicable refusal type: CPT, EKG, Exam,
Immunization, Lab, Mammogram, Measurement, Medication/Drug, PAP Smear,
Radiology Exam, Skin Test, and SNOMED CT.

4.12.4.1 CPT

1. Select the CPT check box on the Enter Service Not Provided/Refusal dialog. The
Refusal Item field changes to CPT.

i, Enter Service Not Provided [ Refusal EI

Fiefuzal Type [ Measurement
[]EEG [] Medization Tirug Add
[[] Exam [] PAP Smear
[T Imrnurization [ Radialogy Exarm Cancel
[JLahb []Skin Test
[ M armmogram [JSMOMED

CPT IE:-:::isiu:un, Benign Lesion Including Marging, Except Skin Tag ... |

Date Refused [09/03/2013 [=]
Comment |Type comments here.
Figure 4-335: Enter Refusal for CPT
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2. Click the Ellipsis button next to the CPT field to display Procedure Lookup dialog
where you search for and select current procedural terminology.

x|

Lookup Option € Lewicon &+ CPT

Search Walue IE:-:::isiu:un Search

Irncuded W Medical ¥ Surgical [ HCPCS [~ E&M
Lode Sets [~ Radiology [~ Laboratory [~ Anesthesia [ Home Health

Select fram one of the following ikems

Code | Marative | &

11400 Ewcizion, Benign Lezion Including Marging, Except Skin Tag [unless Listed —
Elzewhere], Trunk., Arms Or Legs; Excized Diameter 0.5 Cm Or Less

114M

11402

Elzewhere], Trunk, Armz Or Legs; Excised Diameter 1.1 Tao 2.0 Cm

11403 Ewcizion, Benign Lezion Including Marging, Except Skin Tag [unless Listed
Elzewhere], Trunk, Armg Or Legs; Excised Diameter 2.1 To 3.0 Cm

11404 Excizion, Benign Lesion Inchuding Marging, Except Skin Tag [unless Listed
Elzewhere], Trunk, Armz Or Legs: Excized Diameter 3.1 Ta 4.0 Cm

11406 Ewcizion, Benign Lesion Including Marging, Except Skin Tag [unless Listed
Elzewhere], Trunk, Armz Or Legs; Excized Diameter Ower 4.0 Cm

Ewcizion, Benign Lezion |nciuding bargins, E_:-cu:_ept Sk_in Tag_ [unlesz Lizsted ;I

1 ] 1 1 [ 1 [ Tl e B

EIE Ealn

[~ Return Search Text as Marative ] | Cancel |

Figure 4-336: Procedure Lookup dialog

3. Inthe Procedure Lookup dialog, in Lookup Option, select either the Lexicon or
CPT option button.

4. In Search Value, type a value for which to search.

5. In Included Code sets, select a check box, as applicable:

e Medical

e Surgical

e HCPCS

e E&M

e Radiology

e Laboratory
e Anesthesia
e Home Health

6. If needed, click the Return Search Text as Narrative check box.
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7. Click the Search button. The search results show a list of procedures which
includes the Code and Narrative.

8. Select a procedure from the list, and then click OK. Your selection populates in
the CPT field of the Enter Service Not Provided/Refusal dialog.

4.12.4.2 EKG

1. Select the EKG check box on the Enter Service Not Provided/Refusal dialog. The
Refusal Item field changes to EKG.

. Enter Service Mot Provided [ Refusal il

Refusal Type | CPT [ Meazurement
v EEI | edication/Diug Add

[] E®am [ PAP Smear
[T Irrnurization [ Radiology Exam Cancel
[ Lab [ Skin Test

[ M ammogram [ SHOMED

EKG [EKG

L] [ ]

Reazon IFinding related to health insurance izsues

Date Refused |I]9£I]3.-’2EI'I 3 _I

Comment |Type comments here]

Figure 4-337: Enter Refusal for EKG dialog

2. Click the Ellipsis button for the EKG field to display Lookup Diagnostic
Procedure for EKG where you select a Diagnostic Procedure for EKG (if any).

Note: EKG is the default pre-populated entry for the EKG field.

3. In Search Value, type a term for which to search, or leave the field blank, and
then click Search. The Diagnostic Procedure results show a list of procedures.
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i, Lookup Diagnostic Procedure il

Ok

Search Yalue || Search

Carnicel

Select one of the fallowing recards

Diagnostic Procedure
ECG SUMMARY

Figure 4-338: Lookup Diagnostic Procedure for EKG

4. Select a procedure from the list, and then click OK. Your selection populates in
the EKG field of the Enter Service Not Provided/Refusal dialog.

4.12.4.3 Exam

1. Select the Exam check box on the Enter Service Not Provided/Refusal dialog. The
Refusal Item field changes to Exam.

. Enter Service Not Provided [ Refusal il

Fefuzal Tvpe |[]CPT [ Measurement
[1EKG [ Medication/Drug Add
v TR PP Smex -
[ Iminnanization [1 Radiology Exam Cancel
[Lab [[15kin Test -

] Marmmagram []SHOMED

Exam IDEPHESSIDN SCREEMING

L [£]

Beaszon |Hefusal af treatrent By patient

Date Refused [019/03/2013 [=]]

Comment |Type comments here.

Figure 4-339: Enter Refusal for Exam
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2. Click the Ellipsis button for the Exam field to display the Lookup Exam dialog
where you select an exam name.

x|
Search Walue I Search |
| -

_ Cancel
Select one of the following records

Ewam ¢
ALCOHOL SCREEMIMG
AUDITORY EVOKED POTEMTIAL
BIMS

COLOR BLIMDMESS

DEMTAL Exdbd

:DEPRESSION SCREEMING
DIABETIC EYE Exabkd

DIABETIC FOOT ExAM, COMPLETE
EYE Exam - GEMERAL

FaLL RISK
FOOT ExaM - GEMERAL ;I

Figure 4-340: Lookup Exam dialog

3. Inthe Lookup Exam dialog, in Search Value, type a search term or leave the field
blank to return all choices.

4. Click Search. The search results show a list of exams.
5. Select an exam from the list, and then click OK. Your selection populates in the

Exam field of the Enter Service Not Provided/Refusal dialog.

4.12.4.4 Immunization

1. Select the Immunization check box on the Enter Service Not Provided/Refusal
dialog. The Refusal Item field changes to Immunization.
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x|
Refusal Type | CPT [ Meazurement
[1EKG [ Medication/Dirg Add
[] E=am [ PAP Smear
Irmmnunization [ Radiology Exarm Cancel

[ Lab [ Skin Test
[ Mammogram [1SHOMED

Irrurization |DIF'HTHEF|IﬂﬁNTITEI><IN

Ll

Beazon IF'atient non-compliant - refused access to zervices

Date Refused [09/03/2013 =]

Comment |Tvpe comments here.

Figure 4-341: Enter Refusal for Immunization

2. Click the Ellipsis button for the Immunization field to display the Vaccine
Selection dialog where you select a vaccine.

x|
Search Critena Ok
’7 (R Search Walue I Search |
Cancel

i Show All Active Vaccines

" Shaow Only active Yaccines with a Lat Mumber

% Show AlYaccines

Select one of the following Becords

Imrnunization / | Description -
ADEMOVIRUS, MOS Adenovirus vaccine, MOS |
ADEMOVIRUS, TYPE 4 Adenovirus vaccine, bwpe 4, live, oral
ADEMOVIRUS, TYPE 7 Adenovirus vaccine, bwpe 7, live, oral
ADEMOVIRUS, TYPES 487 Adenovirus, type 4 and twpe 7, live, oral
AMNTHR AR Anthrax vaccine
BCG Bacillus Calmette-Guerin vaccine
BOTULIMUM AMTITOHIM B otulinurn antibosin
CHOLER., Cholera waccine, intramuscular
ChvIG Cytormegalovirz immune globuling intrawvenous
DEMGUE FEVER Dengue fever vaccineg
DIPHTHER LA AMTITO=IM Diphtheria antitowin
DT [FEDIATRIC] Diphtheria and tetanus toxoids adsorbed for ped
D]i.-’-‘-.F' Dinhtherila. tetanuz tomoids and acelular Dertuislll
1 3

Figure 4-342: Vaccine Selection dialog

3. Inthe Vaccine Selection dialog, in Search Value, type a search term or leave the
field blank to return all choices.
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4. Select one of the following option buttons:

e Show All Active Vaccines
e Show Only active Vaccines with a Lot Number
e Show All Vaccines (default)

5. Click Search. The search results show a list of immunizations and their
description.

6. Select an immunization from the list, and then click OK. Your selection populates
in the Immunization field of the Enter Service Not Provided/Refusal dialog.

41245 Lab

1. Select the Lab check box on the Enter Service Not Provided/Refusal dialog. The
Refusal Item field changes to Lab.

. Enter Service Mot Provided [ Refusal EI

Refuzal Type |[] CPT [[] Measurement
[JEKG [ Medication/Trug Add
[] Exarmn [ PAP Smear
[T Immnurization [ Radiology Exam Cancel
v (R | 5tin T
[ M ammogram [JSMOMED
Lab |# OF FRAGMENTS E
Beason IF'atient noh-compliant - refuzed access to services LI

Date Refused [019/03/2013 =

Comment |Type comments here]

Figure 4-343: Enter Refusal for Lab

2. Click the Ellipsis button for the Lab field to display a lookup utility where you
select a lab test name.
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x|
Q.
Search Yalue I Search |

Cancel

Select one of the following records

Lab Test / -

0.75 gAdL MaCl b—-—
ELECTRONMIC DIFF
THYROID PAMEL [T3.T4.TSH] retired 1./00

‘1t OF FRAGMEMTS

# OF STOMES

% CD3

% CD4

% CDA

% FREE TESTOSTEROME [retired)
% FREE TESTOSTEROME [retired)

#Rl ﬂ

Figure 4-344: Lookup Lab Test dialog

3. Inthe Lookup Lab Test dialog, in Search Value, type a search term or leave the
field blank to return all choices.

4. Click Search. The search results show a list of lab tests.
5. Select a lab test from the list, and then click OK. Your selection populates in the
Lab field of the Enter Service Not Provided/Refusal dialog.

4.12.4.6 Mammogram

1. Select the Mammogram check box on the Enter Service Not Provided/Refusal
dialog. The Refusal Item field changes to Mammogram.
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%
Refusal Twpe |[]CPT [] Measurement
[JEKG [ Medication/Drug Add
["] Ex=arn [ PAP Smear ——
[ Irmmurization [ Radiology Exam Cancel
[ Lab [[]Skin Test -
hd armrnograrm [1SHOMED

M arnmogram |Mx—‘«MMDGHﬁM BILAT

L[]

Reaszon I[Nu:une selected)

Date Refused [09/03/2013 =]

Comment |Tvpe comments here.

Figure 4-345: Enter Refusal for Mammogram

2. Click the Ellipsis button for the Mammogram field to display the Lookup
Radiology Exam dialog where you select a radiology exam for mammogram.

x
(] 4
Search Yalue IM.-’-‘-.MMDGFI.-’-‘-.M Search I —_—

Cancel

Select one af the following recards

R adiclogy Exam /

sMOGHRARN BILAT
MAMMOGRAM UNILAT

Figure 4-346: Lookup Mammogram dialog

3. Inthe Lookup Radiology Exam dialog, in Search Value, type a search term or
leave the field blank to return all choices.

4. Click Search. The search results show a list of radiology exams.

5. Select a radiology exam from the list, and then click OK. Your selection
populates in the Mammogram field of the Enter Service Not Provided/Refusal
dialog.
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4.12.4.7 Measurement

1. Select the Measurement check box on the Enter Service Not Provided/Refusal
dialog. The Refusal Item field changes to Measurement.

X

Refuzal Type |[]CPT
[JEKG [] Medication/Diug Add
[ Exam [1 PAF Smear
[ Imrnunization [ Radiclogy Exam Cancel |
[ Lahb [15kin Test
] Marnrmogranm []SMNOMED

Measurement |2-'1 HOUR FLUID QUTPUT E

Reaszon ILnss of benefits ;l
Date Refused [09/03/2013 =

Comment |Type comments here

Figure 4-347: Enter Refusal for Measurement

2. Click the Ellipsis button for the Measurement field to display a lookup utility
where you select a vital measurement.

. Lookup Measurement

x|

Search Yalus I

Select one of the following recaords

Search I L

Cancel

Measurement

24 HOUR FLUID OUTFUT
ABDOMINAL GIRTH

ANKLE BLOOD PRESSURE
&S50 - AUTISM SCREEN
&S50 - FINE MOTOR
450 - GROSS MOTOR

450 - LANGUAGE
&S50 - PROBLEM SOLYING
AS0 - SOCIAL

ASO LUESTIONMNAIRE [MOS)

||

Figure 4-348: Lookup Measurement dialog

3. Inthe Lookup Measurement dialog, in Search Value, type a search term or leave
the field blank to return all choices.

4. Click Search. The search results show a list of measurement options.

5. Select a measurement from the list, and then click OK. Your selection populates
in the Measurement field of the Enter Service Not Provided/Refusal dialog.
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4.12.4.8 Medication/Drug

1. Select the Medication/Drug check box on the Enter Service Not Provided/Refusal
dialog. The Refusal Item field changes to Medication/Drug.

. Enter Service Not Provided [ Refusal il

Refuzal Tepe |[] CPT [ Meazurement
[1EKG Medication/Drug Add
] Exam [ P&P Smear
[ Iminnnization [] Radiology Exam Cancel
[JLab [] Skin Test

] Marmmogram [JSHOMED

Medication/Drug [ACETAZOLAMIDE 250MG TAE EI

Feazon IF'atient non-compliant - refuzed access bo services

Date Refused [019/03/2013 =

Comment | Type comments here

Figure 4-349: Enter Refusal for Medication/Drug

2. Click the Ellipsis button for the Medication/Drug field to display a lookup utility
where you select a drug name.

x|
k. |
Search Value | Search I

Cancel

Select one of the following records

Dirug /

ABACAVIE 200MG TAR

ACCUSYME PAPAIMEAURES OINT
ACEBUTOLOL

ACETAMINOPHEM 120MG SUFP
ACETAMINOPHEM 160MG /SML SUSP
ACeTAMINOPHEN 325MG TAR

AceT amindPhen 325mg T ab
ACETAMINORHEN Z250M0G TAR
ACETAMINOPHEM 3250G TAB
ACETAMINOPHEM 325M0G TAB LD
ACETAMINOPHEM BROMG SUFP ;I

Figure 4-350: Lookup Drug dialog

3. Inthe Lookup Drug dialog, in Search Value, type a search term or leave the field
blank to return all choices.
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4. Click Search. The search results show a list of drugs.

5. Select a drug from the list, and then click OK. Your selection populates in the
Medication/Drug field of the Enter Service Not Provided/Refusal dialog.

4.12.5 PAP Smear

Select the PAP Smear check box on the Enter Service Not Provided/Refusal dialog.
The Refusal Item field changes to PAP Smear.

x
Refuzal Type |[]CPT [ Measurement
C1EEG [ Medication/Drug Add |
[ Exam FAP Smear
] Immurization [ Radiology Exam Cancel

[1Lah [ 5kin Test
] Marnrmogranm []SMNOMED

AP Smear [PAP SMEAR

L[]

Reaszon IConsidered and not done

Date Refused [09/04/2013 =

Comment |Type comment here

Figure 4-351: Refusal for PAP Smear

Note: When clicking the Ellipsis button, there are no other
choices other than PAP SMEAR.

The Lookup Lab Test dialog opens, but defaults to PAP SMEAR.

x|
—r (|
Search Value |[EEEs SIS Search
Cancel

Select ohe of the following recaords

Lab Test
PP SMEAR

Figure 4-352: Lookup Lab Test dialog
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PAP SMEAR auto-populates in the Medication/Drug field of the Enter Service Not

Provided/Refusal dialog.

4.12.6 Radiology Exam

1. Select the Radiology Exam check box on the Enter Service Not Provided/Refusal
dialog. The Refusal Item field changes to Radiology Exam.

i, Enter Service Mot Provided | Refusal

X

Refuzal Twpe |1 CPT
[JEKG
[ Ewam
[ Irmrnurization
[]Lab
[ tammogram

[ Meazurement

[] Medication/Drug Add

[ PAP Smrear

Radialogy Exam Cancel |
[ Skin Test

[ SHOMED

Badiolagy Exam [SBDOMEN 1VIEW

Beason IHefusaI of treatment by patient

-]
=

Date Refused [09/04/2013

—

Comment |Type comment here,

Figure 4-353: Enter Refusal for Radiology Exam

Click the Ellipsis button for the Radiology Exam field to display the Lookup
Radiology Exam dialog where you select a radiology exam.

Search |

x|

Cancel

Search Value I

Select one of the fallowing records

Fadiology Exam /

ABDOMEM FOR FETAL AGE 1WIEW
ABDOMEM FOR FETAL AGE MULT WIEWS
ABDOMEM MIM 3 WIEMWS+CHEST
ABDOMEM-KUE
ACROMIOCLAVICULAR J BILAT

AMGIO ADREMAL BILAT SELECT CP

AMGIO ADREMAL BILAT SELECT S&

AMGIO ADREMAL UMILAT SELECT CP

AMGIO ADREMAL UMILAT SELECT S&l

AMGIO ADRTOFEM CATH WW/SERIAL FILMS CP
AMGIO ADRTOFEMORAL CATH W/ASERIAL FILMS S&

=
Figure 4-354: Lookup Radiology Exam dialog

In the Lookup Radiology Exam dialog, in Search Value, type a search term or
leave the field blank to return all choices.

4. Click Search. The search results show a list of radiology exams.
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5. Select a Radiology exam from the list, and then click OK. Your selection
populates in the Radiology Exam field of the Enter Service Not Provided/Refusal
dialog.

4.12.7 Skin Test

1. Select the Skin Test check box on the Enter Service Not Provided/Refusal dialog.
The Refusal Item field changes to Skin Test.

X
Refuzal Twpe |[]CPT [] Meazurement
[]EKG [ Medication/Dug Add |
[[1Exam [ PAP Smear
1 Immunization [ Radiology Exam Cancel
[JLab

] Mammogram []SHOMED

Skin Test |FFD

L[]

Beazon I[None zelected]

Date Refused [03/03/2013 =]

Comment |Type comments here.

Figure 4-355: Enter Refusal for Skin Test

2. Click the Ellipsis button for the Skin Test field to display a lookup utility where
you select a skin test.

x|
(]:4 |
Search Value | Search I

. Cancel
Select one of the following records

Skin Test /

Figure 4-356: Lookup Drug dialog

3. Inthe Lookup Drug dialog, in Search Value, type a search term or leave the field
blank to return all choices.

4. Click Search. The search results show a list of skin tests.
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5. Select a skin test from the list, and then click OK. Your selection populates in the
Skin Test field of the Enter Service Not Provided/Refusal dialog.

4.12.8 SNOMED CT

1. Select the SNOMED CT check box on the Enter Service Not Provided/Refusal
dialog. The SNOMED CT field changes to SNOMED CT.

. Enter Service Not Provided [ Refusal EI

Fefuszal Type |1 CFT [ Meazurement
[]EKG [ Medication/Dg Add
[] E®am [ PAP Smear I
[ Immunization [7] Rradiology Exam Cancel
[ Lab [ Skin Test

[[] M ammogram SHOMED

SWOMED IFamin hiztory: Angina at lezs than B0 pears [context-depend E

Beazan IDeIa_I,I in receiving benefitz LI

Date Refused [03/03/2013 [=]]

Comment |Type comments here]

Figure 4-357: Enter Refusal for SNOMED CT Test

2. Click the Ellipsis button for the SNOMED CT field to display the SNOMED CT
Lookup utility where you select a SNOMED CT term.
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3 SHOMED CT Lookup x|

Diagnosis Locku: % Fully speciiedname  © Symeeym Seacch Dabe: | 02022073 -]
Maimum Rescts - .25 C 50 C 100 © 20 C AL

[ s snonep | s suiomeo |

Argna is 3 Disorder characterized by pain (discrder] 41198
* = 14 & lchamec hearl sease [heondsr)
5 FH: Anguna i & Family history of ischerec heart disease ViTdd
2| P
o FH. angina grandpanent 15 & Famaly bsbory: Angina (siluabon) VITdS
= | FHiAnging at less than B0 years is 3 Family hisbory; Angina [situstion) ViT42 |

| FH; Zeina ol greater than 50 years ia 8 Famly hatory: Anging (sriuation) WiT4%
.| FH: nginain st degree male relative <55 s & Family history Angina (situation) V748 |
—_ ear
e FH: Snpris in 181 dagres famale relatve <65 15 & Family Risbory: Anging (situbben) Vi7Ta9
* | yoars
3| FH angira male first degree aga known is 8 Family hatory: Anging (silustion) ViT48 '
62| FH angina male first degree age unknown 15 8 Family history: Angina (situstion) ViTdd
| ® | FH angina female first degree age known is o Family bistory; Angina (situation) Vi7.43 |
Y il FH engina famale first degrae age unkrcwn 15 & Family Fstory: Angina (silusbon) ViT43
St | _owed |,

Figure 4-358: Lookup SNOMED CT dialog
3. Inthe Diagnosis Lookup, select one of the following option buttons:

o Fully specified name (default)
e Synonym
4. In Maximum Results, select one of the following option buttons:

e 25
e 50
e 100
e 200
e ALL
5. Inthe Search field, type a search term.
6. In Subset, select one or more subsets to search.
7. Click again to clear a term.
8. Click either the IHS SNOMED CT or the ALL SNOMED CT button to search.
The search results show a list of applicable problems and the mapped ICD code.
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9. Select a problem from the list, and then click Select. Your selection populates in
the SNOMED CT field of the Enter Service Not Provided/Refusal dialog.

10. Complete the Enter Service Not Provided/Refusal dialog for all refusal types as
follows:

a. In Reason, select a refusal reason from the drop-down menu.

b. The Date Refused field defaults to the current date. If needed, change the date
by entering it manually or by clicking the Ellipsis button to select from a
calendar. The date cannot be a future date.

c. If needed, enter comments about the refusal in the Comment field. This field
is a free-text field that contains a right-click menu to help you in editing the
entered text.

d. Click Add to add this record to the Personal Health component. (Otherwise,
click Cancel.) The record shows in the Refusal section.

Personal Health \k Infant Feeding \k Reproductive Factors
&
wPE’SU"ﬂ' Health [Refusd =l[ At ] et |[peek]

f

Birth | Birth \Weight=7 |bs £ ozs [3.345241 kgs) ; Birth Order=1; Formula Stated=12 M; Breast Stopped=18 M;
Measurements | Solids Started=18 M

Refugal | 03/03/2013: FH: Angina at less than B0 years [Snomed); Comment=T ype comments here.
07/29/2M 3 PPD [Skin Test); Comment=T est refusals

07/29/2013: TETAMUS [Skin Test); Comment=test refusal Snomed code

04,/25/201 2: HIB (HBOC) (Irmunization]

Figure 4-359: Completed Personal Health Refusal

4.12.9 Adding Treatment Contract Information

The Treatment Contract option is where you record that the treatment contract was
made with the patient.

1. From the Personal Health component, select the Treatment Contract option and
click Add (or select Add on the right-click menu) to display the Add Treatment
Contract Record dialog.

x|

Type ——— Ok
* Pain —
" Mental Health Cancel

[ ate Initiated IIIIEIHEISHEEH 3 _I

Provider [ISER DEMO []

Figure 4-360: Add Treatment Contract Record dialog
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2. Inthe Type pane, select a type of contract from one of the following:

e Pain
e Mental Health

3. The Date Initiated field defaults to the current date. If needed, change the date by
entering it manually or by clicking the Ellipsis button to select from a calendar.
The date cannot be a future date.

4. If needed, the Provider field has a lookup utility where you can search for a name.
See Using the Lookup Utility dialog for Provider.

5. Click OK to add the record to the Personal Health component. (Otherwise, click
Cancel.)

4.12.10 Using the Lookup Utility dialog for Provider

You access the Lookup Utility by clicking the Ellipsis button at the end of the
Provider field. You use this dialog to search for and select a name for the Provider
field.

Follow these steps to complete the Lookup Provider dialog.

x|

] %

Search Yalue Itest Search

Cancel

Select one of the following records
Figure 4-361: Initial Lookup Provider dialog

1. Type a few characters in the Search Value field and click Search. The appropriate
names display in the lower panel of the dialog.

2. If this is not the correct data, repeat Step 1.
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x|
]
Eearch'\!’alueltest Search |
Cancel

Select one of the fallowing recards

Provider «

TEST.MURSE
TEST.ISER

Figure 4-362: Lookup Provider dialog After Search
3. Highlight the appropriate name in the lower panel and click OK. The selected
record populates the Provider field. (Otherwise, click Cancel.)

4.12.11 Editing Personal Health Records
The Personal Health panel may appear like this for a patient:

Personal Health N Indanit Feeding L Reproductive Faclors
ﬁﬁmunm Health [Toadd. selectatom. ] 4dd | Edt | Delete]

Functional Status | 04/07/20085: Status Change=5ame:; T cleting=Independent; B athing=Independent; Dressing=independent;
Transters=Independent; Feeding=Independent; Coninence=T olally D ependent; Finances=Need: Help;
Cankings=Needs Help: Shoppingshesds Help; ChomessNeed: Help: Medssindepender:
Transportation=MNeeds Help

Refusal | 07/23/200 3: Summary clinical document [Snomed)

04/27/200% MAMMOGRAM BILAT [Mammagram)

Tx Contract
05/22/2006: |ritated=hay 23, 2006: Type=Pain; PiovidersHager Many

Figure 4-363: Editing Personal Health

There are two ways to edit Personal Health data:

o Edit by double-clicking the existing record in the grid. The appropriate dialog
displays.

e Select an existing record and click Edit (or select Edit on the right-click menu).
The appropriate dialog displays.

Make any changes, as applicable.
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4.12.12 Deleting Personal Health Records

1. Select arecord in the Personal Health panel that you want to delete and click
Delete (or select Delete on the right-click menu). The Remove Record?
information message displays.

5

| Are you sure you want to delets the selected Tx Contract record?

Yes | No I

Figure 4-364: Remove Record Information Message

2. Click Yes to remove the selected record. (Otherwise, click No.)

4.13  Visit Diagnosis

The Visit Diagnosis is a view-only component that shows POV information for the
current patient and information regarding the diagnosis for the visit.

visit Dingnosis | 1L

A . i Prevaden Teed WD Proly | Asthes Conbol [ Irgary Dot | Irpary Coniw lrpry Plais | Modfer | Oreel Date |
R T ——
Gaitmerophagesl | oo % SEREE

L= 5] By

proade fed ey SHE Py

Feacive confapon [ B i thes i the provades g 5

Fresioe conbates s picuider hind e S ecoriany

Migraine wethoul s | et beal ME]  Seconday

Figure 4-365: Visit Diagnosis Panel

View visit information by selecting a record, and then selecting View Visit Detail on
the right-click menu. The Visit Detail dialog opens.

4.13.1 Web Reference Search Function

There are two Web Reference search options available from the Visit Diagnosis
component that enables the user to look up information on a highlighted diagnosis
from the Provider Narrative column on the Visit Diagnosis dialog:

e Education Information button (ﬂ)

e Clinical Decision Support button(ﬂ)

The Web Reference search depends on if any records are present or not when you
click either button.

e Condition 1: If there are records present, select a record and click either the Ed
Information or the Clinical Decision Support button.
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Note: You can change to a different Web site, if desired, by
selecting from the Reference Site drop-down list.

e Condition 2: If there are no records present or if no record is selected, click either
the Education Information button or the Clinical Decision Support button to
display the Web Reference Search dialog. The UpToDate Web site is the default.

x
Feference Site: |L||:|T|:|D ate j
Search Tem: | Search

Figure 4-366: Web Reference Search dialog

Select a different Reference Site from the drop-down menu, if needed. After entering
a term and clicking Search, the selected Web site opens for the specified term.

4.13.1.1 Education Information Button

When a patient diagnosis is selected, click the Education Information button (Q|).
This sends a call to the MedlinePlus Web site to provide information regarding the
selected topic and the MedlinePlus Web site opens to the related page.

Note: The Add Patient Education Event dialog also opens when
the Education Information button is clicked. Patient
education is tracked for Meaningful Use; therefore, the Add
Patient Education Event dialog should be completed. Refer
to the Patient Education Online Help for details on
completing this dialog.
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Figure 4-367: Medline Plus Web Site

4.13.1.2 Clinical Decision Support Button
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When a patient diagnosis is selected, click the Clinical Decision Support button (ﬂ
). This sends a call to the UpToDate Web site to provide information regarding the
selected topic and the UpToDate Web site opens to the related page.
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Figure 4-368: UpToDate Web Site
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Appendix A: Image Viewer

Al

A.2

A2.1

The IHS Imaging Viewer object was developed to provide tight integration of images
with reports in the IHS EHR application. To meet the requirements of Meaningful
Use I, the context between images and reports must be maintained all times.

The EHR application is built on a flexible framework that allows the insertion of
objects that communicate with the framework. The framework then handles all
exchange of information with Resource and Patient Management System (RPMS).

VistA Imaging is used to attach images to Radiology Reports or Text Integration
Utility (TIU) Progress Notes in RPMS. In the EHR application, Progress Notes and
Radiology reports are displayed in tabs that are part of the patient’s electronic
medical chart. A user with access rights to Design Mode in the EHR application can
add IHS Image Viewer objects to EHR templates. This allows users to easily display
abstracts (thumbnail images) associated with a patient’s Progress Note or Radiology
Report. The IHS Image Viewer object also allows the user to open the full resolution
viewer to further interact with the images.

The IHS Imaging Viewer has two distinct visual parts. The first visual part (which is
inserted into the framework) communicates with the RPMS database, displays
abstracts and launches the full resolution viewer when abstracts are selected for
display. The second visual part is the full resolution viewer, which has no direct
connection with the RPMS database. The full resolution viewer provides a rich set of
tools to view and manipulate the images.

Additionally this document contains information about the setup and configuration of
EHR application to support the Imaging Viewer.

Using the IHS Image Viewer

The workflow of the typical user is a search and display process. A particular patient
becomes of interest for a clinical reason, a provider looks up the patient, examines the
patient chart, discovers that the patient has documentation with attached images, and
the provider accesses these images at will.

Client Configuration

Adding the IHS Imaging Abstract Viewer Object to a Template

3. To enter Design Mode, right-click the EHR title bar or press Ctrl/Alt/D on the
keyboard.

4. Once in Design Mode, select the tab where you want to add the IHS Image
Viewer object.
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In a practical setting, the Notes and Reports tabs should have an IHS Image
Viewer object inserted, since these are the only RPMS reports that have image
indicators in the chart.

Note: CACs are generally the users given access to Design Mode.

5. Right-click in the area where you want to insert the IHS Image Viewer object into
the EHR template.

6. Select Add Object from the Context menu.
7. Expand the Name item from the Object tree.
8. Scroll down the list of objects and select IHS Image Viewer.
9. Click Add.
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Figure A-1: Add an Obiject dialog

1]

This inserts an IHS Image Viewer object into the selected area, which can be
sized to fit the client area.

10. Access the properties by right-clicking the IHS Image Viewer object just inserted.

11. Select the Properties Context Menu.

A.2.1.1 Properties dialog

The Properties dialog contains the standard EHR object properties and additional
custom properties. Two check boxes control what types of images are displayed in the
IHS Image Viewer object, and another check box controls the object’s appearance.
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Figure A-2: Properties dialog

When the Radiology check box is selected, the object displays Radiology images.

When the Notes check box is selected, the IHS Image Viewer object displays
images attached to progress notes. This enables the user to have IHS Image
Viewer objects inserted into tabs that display radiology reports, progress notes or
both.

The Compact check box enables the IHS Image Viewer object to operate in
compact mode. It is beneficial on very crowded tabs. In this mode the IHS Image
Viewer object only shows the study information. When the user clicks an object,
the abstracts are displayed in a popup window. Clicking outside of the pop up
reverts the Abstract Viewer to its compact display. If the compact mode is not
checked the abstracts and the study information is displayed within the object in
detailed mode.

Clicking OK saves the settings for the selected IHS Image Viewer object.

Once the object is sized appropriately, click the Design menu.

Select the Save as Template menu item and click Save to save the current
template. You can also select a different template from the list or create a new
template.

Exit Design Mode by right-clicking the EHR title bar and selecting Design Mode
from the context menu or press Ctrl/Alt/D on the keyboard.
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The details of working with EHR templates can be found in the VueCentric EHR
documentation, and are beyond the scope of this manual.

Once the IHS Image Viewer object is inserted and properly sized, the object
properties must be set in order to view images.

Figure A-3 illustrates the IHS Image Viewer object inserted in Detailed Mode into the
Notes tab:
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Figure A-3: IHS Image Viewer Object

A.2.1.2 IHS Image Viewer Property Settings

The user can access the Settings dialog for any of the inserted IHS Image Viewers by
clicking the Settings (&) icon on the upper-right corner of the IHS Image Viewer
object. Figure A-4 displays the general settings.
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Figure A-4: Settings dialog — General Tab

On the General tab, the user may remap the image directory or force the install of the
viewer component. These features are used for testing or troubleshooting.

Layout Tab

The Layout tab is used to control the appearance of radiology studies in the full
resolution viewer.
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Figure A-5: Settings dialog — Layout Tab
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The Layout tab provides the user with controls to select the full-resolution viewer
layout based on the modality contained in the image headers. The default setting is
used for the layout for modalities without specific layout definition.

The Automatically Load Display Set check box enables the loading of the entire
study into the layout when the abstract is double clicked in the IHS Image Viewer
object inserted into the Notes or Reports tab.

The expanded Modality drop-down list illustrates the currently supported Modality
types.
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Figure A-6: Modality Drop-down List

The layout enables the user to select optimum configurations for the most common
radiology procedures.
Notes Tab

The Notes tab controls the initial layout of the viewports on the notes tab of the full
resolution viewer.
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Figure A-7: Settings dialog — Notes Tab

The Image Box Row and Column selector controls the initial division of the full-
resolution viewer into image boxes (also known as viewports).

A.3 Using the IHS Image Viewer

The workflow of the typical user is a search and display process. A particular patient
is of interest for a clinical reason. The provider looks up the patient, examines the
patient chart, discovers that the patient has documentation with attached images, and
the provider can access these images at will.

A.3.1  Selecting a Patient
The top-left corner of a chart usually contains the patient pane.

Note: Sites may configure this area for their specific use, so there
IS no guarantee that the Patient Information pane will be in
the same location.
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Figure A-8: Patient Chart

Selecting the Patient Information pane brings up the Patient Search tool.

1 Patierts [Genesal}
[

Deameo Femasle &
Dresmo Inpatierd F
Dot W it B
Faep Motman
Hunez Test
Test Chaistine:
Zavvala Bothina
Zavvals Chanrs
Zavela Cong
Zavaba Loag Two
Zavvala Ly
Zarvals Motk
Zawala Op Mads
Zavaks Dilanc
ZavvalaNial

1Gend
20GenB

IGend
2hend,

HierB

SGenE

&GenB
Sliend
AGemd,

faby Boy

D anhdei,
10#&:-,3&
Desmin Femasbes &
Deamainfant

Do Inpabend F
| DChestni Methent B

Diesmn, 55M

Figure A-9: Patient Search Tool dialog

| 1 Demogaphics

«<Ho Photo Avadlable:

Demo Fathes

HAMN;: 5465
ks, age: 58

[CeOIE: 05-Mlar- 15955

Pabend Dratad

Cancel

A.3.2 IHS Image Viewer Object
Once a patient is selected, the user may interact with the IHS Image Viewer object
inserted into one of the tabs. Figure A-10 shows a Detailed Abstract Viewer inserted
into the Notes tab. When the Notes tab is selected and a note without images is
selected, the Abstract Viewer is cleared.
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Figure A-10: Detailed Abstract Viewer

A.3.2.1 Notes
When a note with attached images is selected, the Abstract Viewer loads the images
and displays an abstract for each series of images attached. In most cases, note images
have a single image in each series. Therefore, each abstract usually represents a single
image.
Some of the more advanced imaging modalities may generate DICOM series of
images attached to TIU notes, in which case an abstract may represent multiple
related images.
[ T e T
Figure A-11: DICOM Image Series Attached to Notes
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In Figure A-12, a compact Abstract Viewer has been added to the Reports tab. When
the Reports tab is selected, the Abstract Viewer is cleared of images and information
if there are no exams with attached images selected.
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Figure A-12: Abstract Viewer Cleared

When an exam with images is selected, the Abstract Viewer displays information

related to the selected case including the exam description and the number of images
in the case.
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Figure A-13: Case Information Displayed in Abstract Viewer

When the user selects the compact Abstract Viewer, the abstracts display in the
dialog.

User Manual Image Viewer
September 2014

407



Electronic Health Record (EHR) Version 1.1 Patch 13

=02
ae el Gafaw Tem Fel Dewgy 0o dwge G i Do Candets
T —
Do | sy Wred ol v bl B i s i Rk | | Foabd Sl
s BusiEAEN = pooionow = | wan | B é..
..... il X T L]
g T g W oo P 520 s M 11 0 ) Mot 1
| Ponmhn s | Frsie e P Togen | Lo e | Comn 8] [0
e O VW TR Mmo gt 1T
e DEMOORMAPELVWC T Matatwirg? LIS
o —— — S—
e e e et i
g - i

Figure A-14: Abstracts Loaded in the Abstract Viewer

A.3.3 Full Resolution Viewer

Selecting an abstract opens the full resolution viewer and loads the image into the
viewports.

Figure A-15 displays the full resolution viewer for images attached to a Note.
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Figure A-15: Image-Attached Notes

Selecting a Radiology abstract opens the full-resolution viewer and loads the images
into viewports if the Autoload setting is selected in the object properties.

If the Autoload setting is not selected, the user can take one of two actions:

e Select an abstract and drag it to an unused viewport.

e Double-click an abstract, which causes all the images of the case loaded into
memory and the series of the case to populate the viewports from the upper-left
corner of the grid.

Figure A-16 represents a set of radiology images in the full resolution viewer:
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A3.4

Figure A-16: Radiology Images in Full Resolution Viewer

Working with Note Images

Once images associated with notes are loaded into the full-resolution viewer and
automatically arranged into viewports, the user may start interacting with these
images.

It is important to recognize that if a set of note images cannot fit into the configured
number of viewports, the viewer allows paging through multiple sets of images. This
is accomplished by using the viewer tools on the Notes tab. The number of images
attached to the case and the number of viewports visible in the viewer, determine the
number of pages occupied by images.

When there are more than one page of images, the viewer enables the Up and Down
Arrow buttons as appropriate. Clicking the Down Arrow reveals the next page of
images, while clicking the Up Arrow displays the previous page.

To dynamically change the layout click the Grid button (f 1 :') to launch the Layout
Selection tool.
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Figure A-17: Layout Selection Tool

The tool’s shaded squares represent the grid layout to be applied to the viewer. Once
the final selection is made, the viewer renders the case in the selected layout, where
the top-left corner Viewport of the grid will be occupied by the image that is in the
current layout’s top-left Viewport.

The Viewport tools are used to manipulate image presentation.

Adjusts the image magnification to fit the width of the viewport. The
operation preserves the Image’s aspect ratio

Adjusts the image magnification to fit into the viewport in both vertical
and horizontal direction while preserving the image’s aspect ratio

Magnifier tools can be use to increase or reduce the magnification of the
image

Rotates the image 90 degrees to the left or to the right

Resets the image to the presentation that was used to when the image was
loaded

Sliders adjust brightness and contrast

Imna X HI

A.3.5 Working with Radiology Images

The loading of radiology images is controlled by the modality specific Layout
settings. A radiology case may be auto loaded and laid out using all available
Viewports, or may only load into the full resolution viewer’s abstract strip. The user
may, at any time, drag an abstract to an unused Viewport, or double-click an abstract
to load the entire case into the available Viewports.

A.3.5.1 Viewports

The Viewer uses one or more Viewports for image display. A Viewport can contain a
single image or a group of related images. How images are displayed is largely
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dependent on the organization of the DICOM study. As a general guideline one can
expect that:

e Images of a general radiology (CR or DX) exam are usually displayed one image
per Viewport.
e Images of CT or MR exams are usually divided among several Viewports:

— One viewport per series (or sequence)
— Optionally one Viewport for scout (localizer) images
Images in a Viewport can be adjusted independently from images in other Viewports.

Within a Viewport, all images can be adjusted at once or single images can be
adjusted independently.

B () 01/20/2010 BAG T1

Figure A-18: Viewport Images

Viewports can display one image at a time (stacked view) or several images at once
(tiled view). Users can switch between views without having to reload an exam.
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Figure A-19: Viewport Display

The Title Bar
The Viewport Title bar displays the case ID, status and date of the exam. The
Viewport Title bar may also display other information, such as the series ID.

If there is not enough space to display all the text in the Viewport Title bar, pause the
mouse pointer over the title bar to make it expand and display all its contents.

The Contents Bar

The Contents bar is located in the upper-right corner of a viewport. It displays the
number of exams, image sets (series), and images in the viewport.

Tick Marks

In viewports that contain multiple images, the relative position of the selected image
in the stack is indicated by tick marks on the left side of the viewport. The | label in
the Contents bar can also indicate the position of an image in the stack.

The Image Information Area

The information area at the bottom of a viewport displays such details about the
selected image as image number, acquisition date/time, the image’s current display
properties (window/level, scale, and so on), and other acquisition data.
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If there is not enough space to display all image information, you can pause the
mouse pointer over the area to make it expand and display all its contents.

Clicking the information area opens the Image Detail window.

A.3.6  Manipulating Images
A.3.6.1 Changing Image Properties
The following changes can be made to images displayed in viewports:
e Scale
e Pan
e Window/Level
e Invert
e Orientation
e Sharpness
e Reset
Scaling Images
An image can be can be dynamically zoomed from 5% to 800%, or it can be scaled to
a specific percentage of its original size. You can also expand an image in the Viewer
window to the size of an entire screen.
As an image’s scale is changed, the current scale percentage is shown in the image
information area at the bottom of the viewport.
To Change Scale Dynamically
Select the image you want to scale and drag it with the right-mouse button while
pressing the Ctrl key.
You can also turn on the Scale tool ( P ). To do this, click the toolbar or right-click
any image. Then click Scale and change scale by dragging with the left-mouse button.
When you have finished using the scale tool, turn it off by right-clicking once.
To scale an image to a specific size:
1. Click the Scale tool ( '0) in the toolbar or right-click any image.
2. Click Scale.
3. Point to the image you want to change and do any of the following:
User Manual Image Viewer
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To... Do this...

Scale image to 100% Point near the top-left corner of the
viewport. When the mouse pointer

changes to ﬁ , Click once.

Scale image to fit viewport Point near the top middle part of the
viewport. When the mouse pointer

changes to E= , click once.

Scale image to 50, 75, 125, 150, or Point near the top-right corner of the
200% viewport. When the mouse pointer

changes to E, click once. Then click

a scale option in the menu that

displays.

Note: While the Scale tool is turned on, you can also zoom in or
out by dragging with the left-mouse button.

4. Continue using the Scale tool, or disable it by right-clicking once or by choosing
another tool.

To use full-screen view:

1. Inthe Viewer window, double-click an image. The image expands to fill an entire
screen.

2. While the full-screen view is active, you can:

— Adjust (window/level, flip/rotate, and so on) the current image.
— Scroll to other images or use the Cine tool.
3. When you have finished, double-click the image to restore it to its original size.

Panning images

To pan an image, point to the image you want to pan and drag using the left-mouse
button. Images that are completely visible cannot be panned.

Note: If the image does not pan, right-click once to make sure
that no other tools are active. (The mouse pointer looks like

this when no tools are active: h ).

Changing Window/Level

You can change an image’s window/level using the mouse, the keyboard, or a
combination of both. You can also use the Auto-Window/Level tool to base
window/level values on a selected area in an image.
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As an image’s window/level is changed, the area under the image updates to show the
current window/level values. Unless Apply To settings have been changed,
window/level changes affect all images in the viewport.

To change window/level:
1. Point to the image you want to adjust and drag it using the right-mouse button.

e Drag up or down to change window (window width) values.

e Drag left or right to change level (window center) values.

2. You can also click the Window/Level tool (A‘) in the toolbar and change
window/level by dragging it with the left-mouse button.

3. When you have finished using the Window/Level tool, turn it off by right-clicking
once.

To use the auto-window/level tool:

1. Click the Auto-Window/Level tool (**) in the toolbar.

2. In the image you want to adjust, drag the mouse pointer to define a rectangular
area that includes the tissue you want to base the window/level on.

3. When the drag/highlight is completed, the new window/level values are applied to
the entire image.

4. Continue using the Auto-Window/Level tool, or disable it by right-clicking once
or by choosing another tool.

Inverting Grayscale Values
You can invert grayscale values to create a Negative view of an image.

To invert an image:
1. Click the Invert tool (0]) in the toolbar, or right-click any image and click Invert.
2. Click the image you want to invert.

3. Continue using the Invert tool, or disable it by right-clicking once or by choosing
another tool.

Reorienting Images

You can change an image’s orientation by rotating it 90 degrees or by flipping it
front-to- back. As changes are made, any positional indicators displayed near the
edges of the image are updated to reflect the new orientation. (This does not include
markers that are burned into the image itself.)

To rotate images 90 degrees:
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1. Click the Rotation tool (47) in the toolbar.
2. Point to the image you want to rotate.

e To rotate the image counterclockwise, click on the left side of the image.
e To rotate the image clockwise, click on the right side of the image.

3. Continue using the Rotate tool or disable it by right-clicking once or by choosing
another tool.

To flip images:
1. Click the Flip tool (**) in the toolbar.
2. Point to the image you want to flip.

e To flip the image vertically, click the top part of the image.
e To flip the image horizontally, click the bottom part of the image.

Changing Layout

You can specify the layout (number of rows and columns) in a window and in each
viewport. The layout of each viewport or window can be set independently.

To use full-screen view:

e Inthe Viewer window, you can double-click an image to expand it to fit the
current screen.

e While you are in full-screen view, you can adjust the image or scroll to other
images.

e When you have finished, double-click again to return to the original screen layout
To change layout in a viewport:

1. Inthe upper-left corner of a viewport, click the Layout tool () and drag it down
using the mouse.

2. Inthe grid that displays, move the mouse until the desired number of rows and
columns are highlighted.

3. Click the left-mouse button.

Note: Layout cannot be changed if the viewport contains only one
image.
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To change layout in the Viewer:
1. Inthe toolbar, click the Viewer Layout tool () and drag down using the mouse.

2. Inthe grid that displays, move the mouse until the desired number of rows and
columns are highlighted.

3. Click the left-mouse button.

Copying Properties

You can copy properties, such as window/level, scale, position (pan), and orientation,
from one viewport to another. You can copy several properties at once, or copy a
single property only.

To control which properties are copied:

1. Inany occupied viewport, click the Copy tool (E'E) and drag down to display the
drop-down menu.

e A check mark indicates properties to be copied
e The absence of a check mark indicates properties that will not be copied

2. Select a property to add or remove a checkmark. The settings you choose affect
all viewports in all windows, and will be retained for the duration of your session.

To copy properties (Copy icon):

1. Select the image with the properties you want to copy.
2. Click the Copy tool (E'E) in the source viewport.

3. Click an image in the target viewport.

4. Continue using the Copy tool, or disable it by right-clicking once or by choosing
another tool.

To set initial copy settings:
1. Inthe Viewer or Manager toolbar, click View | Settings.

2. Click the Viewport tab.

3. Inthe Copy Options area, select each property to be copied when the Copy
Properties feature is used.

4. Click OK.

Linking Viewports

Viewports in the Viewer can be linked. When viewports are linked, scrolling and
paging changes made in one viewport affect all linked viewports. Changes to scale,
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orientation, and so on, performed in one viewport can affect all linked viewports as
well.

When viewports are linked, the Link icon located near the top of the viewport appears
as follows:

==

When viewports are not linked, the Link icon changes appearance:

==

To link viewports:

If the viewports being linked contain images from different exams, select
anatomically equivalent areas in each viewport before creating the link.

1. In one of the viewports you want to link, click this Link tool (E=7).

2. Click each viewport you want to link. As the link is established, the Link icon will

change ().

3. When you have finished, right-click once to turn off the link function. Links are
retained until the exam is closed or until the link is explicitly removed.

4. Scroll or adjust the contents of one of the linked viewports as desired. Changes
are reflected in all linked viewports.

Important: If the linked viewports contain images from the
same exam (for example, all images have the
same Frame of Reference UID), each viewport
shows the same anatomy as you scroll or page
through images in the linked viewports.

To unlink viewports:
1. Use either of the following methods:

e Point to the viewport you want to unlink, press the Ctrl key, then click the

Link tool (E==)).

e In the viewport you want to unlink, click the Link tool (E=J) and drag-down
a short distance with the mouse.

2. Click Unlink.

To control which properties are linked:

1. Inalinked viewport, click the Link tool (E22J) and drag-down to open the drop-
down menu.

User Manual Image Viewer
September 2014

419



Electronic Health Record (EHR) Version 1.1 Patch 13

A.3.6.2

e A check mark indicates that changes for a particular property have been
applied across all linked viewports.

e The absence of a check mark indicates that changes for a particular property
have been applied to the current viewport only.

2. Select a property to add or remove a checkmark.

The settings you choose affect all linked viewports until the viewports are cleared. If
there are multiple links active, settings for each link group can be set independently.
Moving Image Sets

Images can be moved from one viewport to another.

To move images:
1. Locate the viewport you want to use as the target viewport.

e The target viewport can be empty, or it can contain a single image set.

e The target viewport cannot contain more than one image set. The Contents bar
in the upper-right corner indicates how many image sets (series) are present.

2. Drag the title bar of the viewport that contains the images you want to move into
the target viewport.

e |f the source viewport contains any hidden image sets, the next hidden image
set is displayed when the move is completed.

o If the target viewport was previously occupied, your current drag and drop
settings determine if the contents of the target viewport are swapped or
replaced.

Sorting Image Sets

Images in a viewport are automatically sorted based on information from the
acquisition modality. If necessary, you can override the default sorting used and set
your own sort order.

Using the Cine Tool
Starting and Stopping the Cine Tool

1. If there are multiple images visible in the viewport (tiled view), click the image
that you want to use as a starting point.

2. Click the Arrow (P) located in the upper-left corner a viewport.

3. When you have finished, click Halt (®) to stop the Cine tool.
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To Set Cine Speed

1. Open the Cine drop-down menu by clicking the Arrow (P) or Halt () and
dragging-down with the mouse.

2. Point to Speed, then click Low, Medium, or High.

Note: To set the default cine speed, click View | Settings |
Viewport, then choose an option from the Cine Speed box.

To Set Cine Direction

1. Open the Cine drop-down menu by clicking the Arrow (F’) or Halt () and
dragging-down with the mouse.

2. Point to Direction and click Loop Forward, Loop Reverse, or Yoyo.

e The direction you choose takes effect immediately, including any currently
running Cines.

e All viewports are affected by the change.

Note: To set the default Cine direction, click View | Settings |
Viewport, then choose an option from the Cine Direction
box.

To Set the Cine Range
1. If the Cine tool is running, stop it by clicking Halt (&),

2. Display the image to be the first image in the Cine range.

3. Open the Cine drop-down menu by clicking the Arrow (P) and dragging-down
with the mouse.

4. Point to Range, then click First Cine Image.

5. Display the image to be the last image in the range.

6. Open the Cine drop-down menu by clicking the Arrow (F’) and dragging a short
distance with the mouse.

7. Point to Range, then click Last Cine Image.

To Reset the Cine Range

1. Open the Cine drop-down menu by clicking the Arrow (F’) or Halt () and
dragging-down with the mouse.

2. Point to Range, then click Reset.

User Manual Image Viewer
September 2014

421



Electronic Health Record (EHR) Version 1.1 Patch 13

Using Sharpen/Smooth
You can apply sharpen/smooth filters to an image. Unless Apply To settings have
been changed, sharpen/smooth changes affect all images in the viewport.

The info area at the bottom of each viewport displays which filter is used, where F+N
indicates a sharpen filter, and where F-N indicates a smooth filter.

Sharpening or Smoothing an Image

1. Click the Sharpen tool (f“:) in the toolbar; or right-click any image and then click
Sharpen.

2. Point to the image you want to adjust and drag the mouse using the left-mouse
button.

e To increase sharpness, drag up or left.
e To decrease sharpness, drag down or right.

3. Continue using the Sharpen/smooth tool, or disable it by right-clicking once or by
choosing another tool.

A.3.6.3 Mensurated Scale
When an image is displayed, a mensurated scale is displayed on the left side of the
image’s viewport. The scale uses pixel size data in the image header. If there is no
pixel size data available for the image, you can use the Calibrate tool to establish a
pixel size. See Using Calibrate for addition information.
Figure A-20: Mensurated Scale
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To display the mensurated scale:
1. With an image in the viewport, right-click to display the Context menu.

2. Click the Mensurated scale option from the menu. The scale displays to the left of
the image.

To remove the mensurated scale from view:

¢ Right-click the image to display the Image Context menu,

A.3.6.4 Annotations
Annotation Basics

You can use annotations to call attention to areas of interest in an image. You can
also add text labels or measure image features. Annotations that are added during a
session are not saved with the image and will be discarded when the Image Viewer is
closed.

Adding Shapes and Labels
You can add lines, shapes, and text to an image.

Note: Any hidden annotations in an image are displayed when
you select an annotation- related tool.

wOTes
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Arrow

Rectangle
Ellipse
Free Hand

Auto Number

Figure A-21: Annotation Tools

To add lines and arrows:
1. Use the Annotation button in the toolbar to turn on the Line or Arrow tool.

2. Set the start point of the line, drag the mouse, and release the mouse button when
the line or arrow is the desired length.
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3. You can add additional annotations, select a different tool, or right-click once to
turn off the active tool.

To add rectangles and ellipses:
1. Use the Annotation button in the toolbar to turn on the Rectangle or Ellipse tool.

2. Drag the mouse to draw the line or shape. An outline displays as you drag the
mouse.

Release the left-mouse button when the outlined area is the desired size.

> w

You can add additional annotations, select a different tool, or right-click once to
turn off the active tool.

To add freehand shapes:
1. Use the Annotation button in the toolbar to turn on the Free Hand tool.

2. Outline the area of interest by clicking three or more spots around its area.
3. Right-click once to stop adding handles.

4. Continue adding a new freehand shape, or right-click a second time to turn off the
tool.

5. To make adjustments to the freehand shape, enable edit mode, then drag the
handles as needed. See To edit annotations for additional information.

To add text labels:
1. Turn on the Text tool by doing one of the following:

e Use the Annotation button in the toolbar to turn on the Text tool.

e If the button noted previously is not visible, click the arrow next to the
Annotation button (%), then click Text.

In the image you want to annotate, drag the mouse to define a box that contains
the text. When you complete the drag, a blinking cursor is displayed in the box.

no

w

Type the text that you want to appear in the box.

e The text you enter wraps, based on the width of the box.
e You can copy text to and from the text box using Ctrl+C and Ctrl+V.
e Toadd a line break, use the Enter key.

4. Click once outside of the box to finalize your edits.

5. You can add additional annotations, select a different tool, or right-click once to
turn off the active tool.
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A.3.6.5

To add auto numbers:

1.

Turn on the Auto Number tool by doing one of the following:

e |f the button noted previously is not visible, click the arrow next to the
Annotation button, then click Auto Number.

e Inthe Auto Number dialog that displays, click the buttons that correspond to
the numbering style and starting point you want to use.

Click each point in the image where you want a number to appear.

Add additional numbers, select a different tool, or right-click once to turn off the
active tool.

Note: Spinal labels are incremented from C1 to L6. After L6 is
used, auto-numbering is turned off automatically.

Adding Measurements

You can measure lengths, areas, angles, and Hounsfield values in an image. If you
want measurements to be saved, make sure the exam is locked before adding
measurements.

Note: Before measuring a small image feature, increase the scale
of the image to improve the placement of the measurement.

To measure lines:

1.

Click the Measure | Length tool ( 3 ) in the toolbar, or right-click an image and
choose Measure | Length.

Note: If the mouse pointer changes, you must use the Calibrate
tool before proceeding.

Point to the part of the image from which you want to begin measuring.

Drag the mouse to create the measurement line. Once you have finished dragging,
a label appears next to the line, displaying the measurement.

Drag the text results to reposition as needed.

Note: If the measurement label includes a (c) or a (c*) label, the
measurement is based on a manual calibration, rather than
on a modality-defined pixel size.

Continue adding measurement lines or right-click once to turn off the tool.
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To measure angles:

1.

4.
5.

Click the Measure | Angle tool (H) in the toolbar, or right-click an image and
choose Measure | Angle.

Drag the mouse to draw the first line of the angle. The second line of the angle is
automatically created.

Drag either or both lines by their handles to adjust the angle.
Drag the text results to reposition as needed.

Continue adding angles, or right-click once to turn off the tool.

To measure Cobb angles:

1.

:

Click the Measure | Cobb Angle tool (
and choose Measure | Cobb Angle.

) in the toolbar, or right-click an image

Starting with the top-most line to be drawn, drag the mouse to create the line. The
program automatically creates the second line.

Reposition the lines as needed by dragging the handles. Drag the text results to
reposition as needed.

Continue adding angles or right-click once to turn off the tool.

A.3.6.6 Using the Hounsfield Tool

The Hounsfield tool offers the capabilities to measure areas captured in ellipse or
freehand shape, as well as rectangles.

To measure rectangular or elliptical areas:

1.
2.
3.

Select the area to be measured.
Set the start point of the rectangle or ellipse.

Drag the mouse and release the mouse button when the ellipse covers the desired
area.

Drag the end-points of the perpendicular lines as needed to adjust.
Drag the text results to reposition as needed.

Continue adding Hounsfield measurements, or right-click once to turn off the
tool.

To measure freehand areas:

1.

Outline the area to be measured by clicking three or more spots around its area.
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Right-click once to stop adding handles.

Continue adding a new freehand measurement, or right-click a second time to turn
off the tool.

To make adjustments to the measurement, enable the Edit mode.

Reposition the text results or drag the handles as needed. See To edit annotations
for additional information.

A.3.6.7 Working with Annotations
To move annotations:

1.

Click the Lock tool (Q) near the annotation you want to move. Or right-click the
annotation, and choose Edit Annotation.

Once you have finished, you can resize, move, or edit other annotations, or you
can right-click once to turn off the tool.

To resize annotations:

2.

3.

4.

Click the Lock tool (Q) near the annotation you want to resize. Or right-click the
annotation, and choose Edit Annotation.

Drag any of the sizing handles to change the size of the annotation.

Sizing handles

Figure A-22: Sizing Handles

Once you have finished, you can resize, move, or edit other annotations, or you
can right-click once to turn off the tool.
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To edit annotations:

1. Click the Lock tool (ﬁ) near the annotation you want to edit. Or right-click the
annotation, and choose Edit Annotation.

Note: Only one annotation at a time in an image can be unlocked

for editing. Clicking the Lock tool (ﬁ) on an annotation
releases only that particular annotation from its locked
state.

2. Make the changes you want to the annotation by clicking and dragging handles in
a drawing tool, or clicking and dragging endpoints in a line.

Note: While in Editing mode, the Arrow drawing tool has handles
to drag for repositioning and re-sizing. However, to
facilitate precise measurement, the Length-Measurement
tool does not. When the cursor hovers at the line’s
endpoint, crosshairs display to show the cursor is in the
correct position for clicking and dragging the line.

3. Right-click once to turn off the tool.

To edit text labels:

right-click the text annotation you want to edit.
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2. Double-click the text annotation.

3. Edit the text.

4. Click once outside the text annotation to finalize your edits.
5

Once you have finished, you can resize, move, or edit other annotations, or you
can right-click once to turn off the tool.

A.3.6.8 Using Calibrate

The Calibrate tool displays automatically if you try to measure an image that does not
have a modality-defined pixel size. If the image in question has an embedded
measurement scale, you can use the embedded scale and the Calibrate tool to set a
pixel size manually.

If the Calibrate tool has been used, measurement values display one of the following:
e A (c) label indicates that pixel size was set manually.

e A (c*) label indicates that a manually defined pixel size has been used to override
a modality-defined pixel size.
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To use the Calibrate tool:

1. If the Calibrate tool is not already turned on, click the
and drag-down to open the drop-down menu.

tool in the viewport

2. Click Calibrate.

3. While the mouse pointer appears in this mode (E), draw a line between the two
points that you want to use to establish a measurement standard.

a. The Calibrate Image dialog displays as you start drawing the line.
b. If the line is not ideally placed, you can re-draw the line.

4. Inthe Calibrate Image dialog, enter the length of the line that you drew, and then
choose the unit length (centimeters, millimeters, or inches).

5. Check the Apply to Image Set check box if you want this calibration to be used
for all images in the image set. Otherwise, the calibration applies to the individual
image only.

6. Click OK.

Note: To remove calibration settings for a viewport, clear and
reload the image in the viewport.

Using the Image Detail Window:

The Image Detail window is opened by clicking the information area at the bottom of
an occupied viewport. Opening this window causes three tabs to display:

e The Full Header tab displays the entire DICOM header except for private
elements and Look Up Tables.

e The Display Data tab lists acquisition data for the selected image.

e The Image Data tab lists DICOM header data.

Information in the Image Detail window is updated if you select a different image in
the same viewport.

To close the Image Detail window, click the Exit icon (x), or click the information
area that the window was opened from.

You can click the Information icon (®) in the toolbar to open an instance of this
window for each occupied viewport. Clicking the Information icon again closes all
windows.
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A4

RPCs

The Image Viewer code calls the following existing RPCs to acquire contextual
information upon the receipt of a windows message. All RPC calls are made from the
Abstract View component, and the results are communicated to the Full-Resolution
Viewer component. This allows the Full-Resolution Viewer component to be

independent of EHR.

The KIDS package automatically assigns them to the proper menu options to make

them accessible to the EHR client.

Table A-1: RPC Contextual Information Table

RPC

Required

MAGJ USER2

Yes

RPC: MAGG CPRS RAD EXAM
INPUT PARAMETER: CPRSMSG

String from the CPRS Windows Message
Sample CPRSMSG:
RPTACPRS"20"RA"i6918775.83
69-1739

RETURN PARAMETER: Array of Image data

Yes

NAME: MAG3 CPRS TIU NOTE

RETURN VALUE TYPE: ARRAY

Returns a list of all images for a TIU
document

INPUT PARAMTER: TIUDA
DESCRIPTION: internal entry number of the
TIU document

RETURN PARAMETER DESCRIPTION:
Array of “*” delimited Image information in the
format

Yes
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Appendix B: Rules of Behavior

The Resource and Patient Management (RPMS) system is a United States
Department of Health and Human Services (HHS), Indian Health Service (IHS)
information system that is FOR OFFICIAL USE ONLY. The RPMS system is
subject to monitoring; therefore, no expectation of privacy shall be assumed.
Individuals found performing unauthorized activities are subject to disciplinary action
including criminal prosecution.

All users (Contractors and IHS Employees) of RPMS will be provided a copy of the
Rules of Behavior (RoB) and must acknowledge that they have received and read
them prior to being granted access to a RPMS system, in accordance IHS policy.

e For alisting of general ROB for all users, see the most recent edition of IHS
General User Security Handbook (SOP 06-11a).

e For a listing of system administrators/managers rules, see the most recent edition
of the IHS Technical and Managerial Handbook (SOP 06-11b).

Both documents are available at this IHS Web site: http://security.ihs.qov/.

The ROB listed in the following sections are specific to RPMS.

B.1 All RPMS Users

In addition to these rules, each application may include additional RoBs that may be
defined within the documentation of that application (e.g., Dental, Pharmacy).

B.1.1 Access
RPMS users shall
e Only use data for which you have been granted authorization.

e Only give information to personnel who have access authority and have a need to
know.

e Always verify a caller’s identification and job purpose with your supervisor or the
entity provided as employer before providing any type of information system
access, sensitive information, or nonpublic agency information.

¢ Be aware that personal use of information resources is authorized on a limited
basis within the provisions Indian Health Manual Part 8, “Information Resources
Management,” Chapter 6, “Limited Personal Use of Information Technology
Resources.”

RPMS users shall not

e Retrieve information for someone who does not have authority to access the
information.
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Access, research, or change any user account, file, directory, table, or record not
required to perform their official duties.

Store sensitive files on a PC hard drive, or portable devices or media, if access to
the PC or files cannot be physically or technically limited.

Exceed their authorized access limits in RPMS by changing information or
searching databases beyond the responsibilities of their jobs or by divulging
information to anyone not authorized to know that information.

B.1.2 Information Accessibility

RPMS shall restrict access to information based on the type and identity of the user.
However, regardless of the type of user, access shall be restricted to the minimum
level necessary to perform the job.

RPMS users shall

Access only those documents they created and those other documents to which
they have a valid need-to-know and to which they have specifically granted
access through an RPMS application based on their menus (job roles), keys, and
FileMan access codes. Some users may be afforded additional privileges based on
the functions they perform, such as system administrator or application
administrator.

Acquire a written preauthorization in accordance with IHS policies and
procedures prior to interconnection to or transferring data from RPMS.

B.1.3  Accountability
RPMS users shall

Behave in an ethical, technically proficient, informed, and trustworthy manner.

Log out of the system whenever they leave the vicinity of their personal
computers (PCs).

Be alert to threats and vulnerabilities in the security of the system.

Report all security incidents to their local Information System Security Officer
(ISSO)

Differentiate tasks and functions to ensure that no one person has sole access to or
control over important resources.

Protect all sensitive data entrusted to them as part of their government
employment.

Abide by all Department and Agency policies and procedures and guidelines
related to ethics, conduct, behavior, and information technology (IT) information
processes.
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B.1.4  Confidentiality
RPMS users shall

e Be aware of the sensitivity of electronic and hard copy information, and protect it
accordingly.

e Store hard copy reports/storage media containing confidential information in a
locked room or cabinet.

e Erase sensitive data on storage media prior to reusing or disposing of the media.
e Protect all RPMS terminals from public viewing at all times.

e Abide by all Health Insurance Portability and Accountability Act (HIPAA)
regulations to ensure patient confidentiality.

RPMS users shall not

¢ Allow confidential information to remain on the PC screen when someone who is
not authorized to that data is in the vicinity.

e Store sensitive files on a portable device or media without encrypting.

B.1.5 Integrity
RPMS users shall
e Protect their systems against viruses and similar malicious programs.
e Observe all software license agreements.

e Follow industry standard procedures for maintaining and managing RPMS
hardware, operating system software, application software, and/or database
software and database tables.

e Comply with all copyright regulations and license agreements associated with
RPMS software.

RPMS users shall not
e Violate federal copyright laws.
e Install or use unauthorized software within the system libraries or folders.

e Use freeware, shareware, or public domain software on/with the system without
their manager’s written permission and without scanning it for viruses first.

B.1.6 System Logon
RPMS users shall

e Have a unique User Identification/Account name and password.
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Be granted access based on authenticating the account name and password
entered.

Be locked out of an account after five successive failed login attempts within a
specified time period (e.g., one hour).

B.1.7 Passwords
RPMS users shall

Change passwords a minimum of every 90 days.
Create passwords with a minimum of eight characters.

If the system allows, use a combination of alpha-numeric characters for
passwords, with at least one uppercase letter, one lower case letter, and one
number. It is recommended, if possible, that a special character also be used in the
password.

Change vendor-supplied passwords immediately.

Protect passwords by committing them to memory or store them in a safe place
(do not store passwords in login scripts or batch files).

Change passwords immediately if password has been seen, guessed, or otherwise
compromised, and report the compromise or suspected compromise to their 1ISSO.

Keep user identifications (IDs) and passwords confidential.

RPMS users shall not

Use common words found in any dictionary as a password.

Use obvious readable passwords or passwords that incorporate personal data
elements (e.g., user’s name, date of birth, address, telephone number, or social
security number; names of children or spouses; favorite band, sports team, or
automobile; or other personal attributes).

Share passwords/IDs with anyone or accept the use of another’s password/ID,
even if offered.

Reuse passwords. A new password must contain no more than five characters per
eight characters from the previous password.

Post passwords.

Keep a password list in an obvious place, such as under keyboards, in desk
drawers, or in any other location where it might be disclosed.

Give a password out over the phone.
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B.1.8 Backups
RPMS users shall

e Plan for contingencies such as physical disasters, loss of processing, and
disclosure of information by preparing alternate work strategies and system
recovery mechanisms.

e Make backups of systems and files on a regular, defined basis.

e If possible, store backups away from the system in a secure environment.

B.1.9 Reporting
RPMS users shall

e Contact and inform their ISSO that they have identified an IT security incident
and begin the reporting process by providing an IT Incident Reporting Form
regarding this incident.

e Report security incidents as detailed in the IHS Incident Handling Guide (SOP
05-03).

RPMS users shall not

e Assume that someone else has already reported an incident. The risk of an
incident going unreported far outweighs the possibility that an incident gets
reported more than once.

B.1.10 Session Timeouts

RPMS system implements system-based timeouts that back users out of a prompt
after no more than 5 minutes of inactivity.

RPMS users shall

e Utilize a screen saver with password protection set to suspend operations at no
greater than 10 minutes of inactivity. This will prevent inappropriate access and
viewing of any material displayed on the screen after some period of inactivity.

B.1.11 Hardware
RPMS users shall

e Avoid placing system equipment near obvious environmental hazards (e.g., water
pipes).
e Keep an inventory of all system equipment.

e Keep records of maintenance/repairs performed on system equipment.
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RPMS users shall not

e Eat or drink near system equipment.

B.1.12 Awareness

RPMS users shall

e Participate in organization-wide security training as required.

e Read and adhere to security information pertaining to system hardware and
software.

e Take the annual information security awareness.

e Read all applicable RPMS manuals for the applications used in their jobs.

B.1.13 Remote Access

Each subscriber organization establishes its own policies for determining which

employees may work at home or in other remote workplace locations. Any remote

work arrangement should include policies that

e Areinwriting.

e Provide authentication of the remote user through the use of ID and password or
other acceptable technical means.

e Outline the work requirements and the security safeguards and procedures the
employee is expected to follow.

e Ensure adequate storage of files, removal, and nonrecovery of temporary files
created in processing sensitive data, virus protection, and intrusion detection, and
provide physical security for government equipment and sensitive data.

e Establish mechanisms to back up data created and/or stored at alternate work
locations.

Remote RPMS users shall

e Remotely access RPMS through a virtual private network (VPN) whenever
possible. Use of direct dial in access must be justified and approved in writing and
its use secured in accordance with industry best practices or government
procedures.

Remote RPMS users shall not

e Disable any encryption established for network, internet, and Web browser
communications.
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B.2 RPMS Developers
RPMS developers shall

Always be mindful of protecting the confidentiality, availability, and integrity of
RPMS when writing or revising code.

Always follow the IHS RPMS Programming Standards and Conventions (SAC)
when developing for RPMS.

Only access information or code within the namespaces for which they have been
assigned as part of their duties.

Remember that all RPMS code is the property of the U.S. Government, not the
developer.

Not access live production systems without obtaining appropriate written access,
and shall only retain that access for the shortest period possible to accomplish the
task that requires the access.

Observe separation of duties policies and procedures to the fullest extent possible.

Document or comment all changes to any RPMS software at the time the change
or update is made. Documentation shall include the programmer’s initials, date of
change, and reason for the change.

Use checksums or other integrity mechanism when releasing their certified
applications to assure the integrity of the routines within their RPMS applications.

Follow industry best standards for systems they are assigned to develop or
maintain, and abide by all Department and Agency policies and procedures.

Document and implement security processes whenever available.

RPMS developers shall not

Write any code that adversely impacts RPMS, such as backdoor access, “Easter
eggs,” time bombs, or any other malicious code or make inappropriate comments
within the code, manuals, or help frames.

Grant any user or system administrator access to RPMS unless proper
documentation is provided.

Release any sensitive agency or patient information.
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B.3 Privileged Users

Personnel who have significant access to processes and data in RPMS, such as,
system security administrators, systems administrators, and database administrators,
have added responsibilities to ensure the secure operation of RPMS.

Privileged RPMS users shall

Verify that any user requesting access to any RPMS system has completed the
appropriate access request forms.

Ensure that government personnel and contractor personnel understand and
comply with license requirements. End users, supervisors, and functional
managers are ultimately responsible for this compliance.

Advise the system owner on matters concerning information technology security.

Assist the system owner in developing security plans, risk assessments, and
supporting documentation for the certification and accreditation process.

Ensure that any changes to RPMS that affect contingency and disaster recovery
plans are conveyed to the person responsible for maintaining continuity of
operations plans.

Ensure that adequate physical and administrative safeguards are operational
within their areas of responsibility and that access to information and data is
restricted to authorized personnel on a need-to-know basis.

Verify that users have received appropriate security training before allowing
access to RPMS.

Implement applicable security access procedures and mechanisms, incorporate
appropriate levels of system auditing, and review audit logs.

Document and investigate known or suspected security incidents or violations and
report them to the ISSO, Chief Information Security Officer (CISO), and systems
owner.

Protect the supervisor, superuser, or system administrator passwords.

Avoid instances where the same individual has responsibility for several functions
(i.e., transaction entry and transaction approval).

Watch for unscheduled, unusual, and unauthorized programs.
Help train system users on the appropriate use and security of the system.

Establish protective controls to ensure the accountability, integrity,
confidentiality, and availability of the system.

Replace passwords when a compromise is suspected. Delete user accounts as
quickly as possible from the time that the user is no longer authorized system.
Passwords forgotten by their owner should be replaced, not reissued.
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Terminate user accounts when a user transfers or has been terminated. If the user
has authority to grant authorizations to others, review these other authorizations.
Retrieve any devices used to gain access to the system or equipment. Cancel
logon IDs and passwords, and delete or reassign related active and backup files.

Use a suspend program to prevent an unauthorized user from logging on with the
current user's ID if the system is left on and unattended.

Verify the identity of the user when resetting passwords. This can be done either
in person or having the user answer a question that can be compared to one in the
administrator’s database.

Shall follow industry best standards for systems they are assigned to, and abide by
all Department and Agency policies and procedures.

Privileged RPMS users shall not

Access any files, records, systems, etc., that are not explicitly needed to perform
their duties

Grant any user or system administrator access to RPMS unless proper
documentation is provided.

Release any sensitive agency or patient information.

User Manual

Rules of Behavior

September 2014

439



Electronic Health Record (EHR) Version 1.1 Patch 13

Acronym List

AMI Acute Myocardial Infarction
CAC Clinical Application Coordinator
CCDA Consolidated Clinical Document Architecture
CCR Continuity of Care Record
CIR Clinical Information Reconciliation
CPRS Computerized Patient Record System
EHR Electronic Health Record
ICD International Classification of Diseases
IHS Indian Health Service
IPL Integrated Problem List
LOINC Logical Observation Identifiers Names and Codes
OP Outpatient
PDF Portable Document Format
PHN Public Health Nurse
PHR Personal Health Record
POV Purpose of Visit
RPMS Resource and Patient Management System
SNOMED CT Systematized Nomenclature of Medicine-Clinical
Terms
TOC Transitions of Care
VA Department of Veterans Affairs
User Manual Acronym List

September 2014
440



Electronic Health Record (EHR) Version 1.1 Patch 13

User Manual Acronym List
September 2014

441



Electronic Health Record (EHR) Version 1.1 Patch 13

Contact Information

If you have any questions or comments regarding this distribution, contact the OIT
User Support (IHS) by:

Phone: (888) 830-7280
Web: http://www.ihs.gov/helpdesk/

Email: mailto:support@ihs.gov
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