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indebted to our colleagues in the Indian Health Service and Community Health Aide
Program for their support, encouragement, and input.
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1.0

1.1

1.2

1.3

Introduction

This guide instructs Alaska Community Health Aides and Practitioners (CHA/P) in
retrieving patient data and creating electronic records using the Resource and Patient
Management System (RPMS) Electronic Health Record (EHR) software. This guide
is to be used in conjunction with the Alaska Community Health Aide/Practitioner
Manual (CHAM). CHA/Ps are required to follow the steps in the CHAM for patient
encounters.

Refer to organizational policy regarding use of reporting documentation. In
emergency situations, a paper Patient Encounter Form (PEF) may be used instead of
the EHR. This guide is not meant to replace the information in the CHAM.

Electronic Health Record

Healthcare providers use the EHR to document patient care, review and update
patient charts across multiple locations, and access information without relying on
potentially out-of-date paper records. The patient information entered into the EHR
can be used to support patient care decisions and for trending specific health-related
issues for health promotion and quality improvement initiatives.

Security

Features of this application contain confidential patient information that is subject to
Privacy Act protection.

e The EHR software does not impose any additional legal requirements on the user,
nor does it relieve the user of any legal requirements.

e Names, numbers, and demographic information used in the examples presented
herein are fictitious.

Using this Guide
This guide is organized to meet the following objectives:
e Introduce the EHR to the reader (Section 1.0).

e Familiarize the reader with EHR features, functions, and screen objects
(Section 2.0).

e Instruct the reader in how to log on to the EHR and to locate a patient
(Sections 3.0 and 5.0).

e Guide the reader in using EHR to support and record patient encounters
(Sections 6.0 through 23.0).

CHA/P Getting Started Guide Introduction
September 2011



CHA/P Getting Started Guide (EHR) Version 1.9 Draft

The appendixes contain supplementary information that the reader may find useful:

e Appendix A: is a quick-start reference for following the steps outlined in this
guide.

e Appendix B: cross-references each part of the PEF to its appropriate EHR tab.

e Appendix C: lists the acceptable range of each measurement value that may be
entered into the EHR.

e Appendix F: lists useful Windows keyboard shortcuts that work with the EHR.

CHA/P Getting Started Guide Introduction
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2.0 General Terms
This section defines terms and concepts that are required to get started using the EHR
and to understand this guide. Users should be comfortable using the mouse or
touchpad on a laptop (including right-clicking, double-clicking, clicking and
dragging, and selecting items on the screen), and should be able to type text into
fields and templates in a Windows-based computer program such as the EHR.
2.1 Computer Input Devices
e Keyboard: Figure 2-1 shows an example of a standard keyboard.
Figure 2-1: Example of a standard 104-key keyboard
e Mouse: Figure 2-2 shows an example of a mouse. The appearance and extra
features of a mouse may differ depending upon the manufacturer.
N\
Figure 2-2: Example of a mouse
2.2 Terminology
This guide uses specific text styles, annotations, and backgrounds to convey
information and call the reader’s attention to statements that will assist in
understanding the contents. The following subsections describe and define these
visual cues.
2.2.1 Bold Type
Bold type is used to denote:
e Labels (names) of items displayed on the screen. This includes the names of
fields, controls, and buttons, as well as the names of windows, panes, and dialogs.
e Specific user input (typing in a field).
CHA/P Getting Started Guide General Terms
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An instruction containing both usages follows:
“Type exempt in the License field.”

2.2.2 Bulleted List

A list of two or more items is often displayed as a bulleted list following an
introductory paragraph. Here is an example of a bulleted list:

e This is an example of a first bullet. Note that the bullet is aligned with the left
edge of the introductory paragraph.

— When necessary, a bullet is divided into two or more sub-bullets (represented
by a dash).

— Note that the dashes are aligned with the text of the ‘parent’ bullet and that the
text is further indented.

e This is an example of a second bullet. Note that the text is indented.

A bulleted list aids comprehension and can make it easier for the reader to find
specific content when skimming through the guide.

2.2.3  Figures

Throughout this guide, graphics or “pictures’ are included to aid comprehension and
to make it easy for the reader to correlate the presented information with the screens
displayed by the EHR software.

e A Screenshot is an exact copy of all or part of an EHR window or dialog. An
example of a screenshot is in Figure 2-3:

® Locked by USER, ZSTUDENT A=l

The application has been locked. To resume, enter
wour ¥enfy code below or click logout to terminate.

Figure 2-3: Example of a Screenshot

CHA/P Getting Started Guide General Terms
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e An lllustration is a representative copy of the referenced item and may not
exactly match what the reader has on hand. For example, Figure 2-4 shows the
appearance and relative position of a keyboard key without attempting to exactly
match the size, shape, and color of the corresponding key on the reader’s
keyboard:

Figure 2-4: Example of an lllustration

Each figure is labeled and includes a figure number made up of the section number, a
dash, and the figure’s sequence number within the section.

2.2.4 Notes
Note: A routine note is displayed within a box on a light gray
background.
2.2.5 Procedure Steps

Steps of a procedure are numbered:

1. This is an example of a first step. A procedure always has at least two steps.

e Two or more bullets after a numbered step indicate that distinct conditions or
considerations apply when executing that step.
e This is an example of a second condition pertaining to Step 1.

2. This is an example of a second step. When a step includes two or more options:
a. Each option is indented and marked with a lower-case letter.

b. This is an example of a second option incorporated within Step 2.
2.2.6  User Interaction

To interact with the EHR software, use the workstation’s keyboard and pointing

device (mouse, trackball, touch pad, or other specialized hardware). The following

verbs are used throughout this guide to describe the interaction:

e Click: The act of gently striking a button on the pointing device. When click is
used alone, it means to press and quickly release the primary button, usually the
left one. Other combinations of this verb are:

— Click and hold: Gently strike the indicated button and hold it down.
CHA/P Getting Started Guide General Terms
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— Double-click: Gently strike and quickly release the indicated button twice in
rapid succession.

— Drag: The act of moving a screen object or manipulating a control (such as a
scroll bar) after executing a “click and hold” action with the pointer positioned
over the object or control.

— Release: Lift the finger to allow the button to return to its natural position.
— Right-click: Gently strike the secondary button, usually the right one.

e Press: The act of gently striking and releasing a key on the keyboard. Other
combinations of this verb are:

— Press and hold: Gently strike the indicated key and hold it down.
— Release: Lift the finger to allow the key to return to its natural position.

e Scroll: The act of manipulating the view of the contents of a window or field
when the contents are greater than the available space. When this situation occurs,
the EHR displays one or two scroll bars (along the right edge and/or along the
bottom edge of the window or field — see Section 2.3.1.3) that can be manipulated
to display the entire contents. Scrolling methods depend on the type of window or
field:

— Keyboard: With the cursor set in an editable field, use the arrow keys (Figure
2-5) to move the cursor; if there is unseen content beyond a boundary of the
field, the view should scroll as the cursor is moved against the boundary.

Figure 2-5: Arrow Keys (one variation)

— Pointing Device: Place the pointer over the scroll bar control and click (or
click and drag).

Note: Some windows and fields may respond to the scrolling
wheel present on some pointing devices; however, such
behavior is not to be expected.

e Select: The act of choosing an option presented on the screen. The available
options may be in various forms (radio button set, check box, menu, list box, etc.)
however the form is not included as part of the instruction. An option is referred
to by its label only (“Select All” not “Select the All checkbox™).

Note: The verb ‘select’ as used in this guide is generic and does
not dictate the method (pointing device or keyboard) used.

CHA/P Getting Started Guide General Terms
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e Type: The act of placing text into a field by sequentially pressing the appropriate
keys on the keyboard. Text typically consists of alphabetic letters (A-Z and a-z),
numerals (0-9), punctuation, and the space ( ); the properties of a field may also
allow the use of the Tab key to position text horizontally and the Return (Enter
key) to create a new line of text.

2.2.7  Warnings and Cautions

Warnings, cautions, and other important information are displayed
within a box on a yellow background.

2.3 Composition of the EHR Window

The EHR Window, shown in Figure 2-6, is composed of many standard Graphical
User Interface (GUI) objects. These objects should be familiar in both look and
function to anyone who has used a modern computer workstation. This section
describes the various objects by type and explains the typical functionality of each.

- . ° =af >
User Patient RefreshData Tools Help B EHR menu
m COMMUNICATION

Demo.Alice Janene ACLINIC 509-A  O8-May-201010:47 e.Catherine Health Pastings
10928 HNov1952 57 F USERZSTUDENT Ambuatory Panel e P8l e, BUTtON AD
—
" edures “JConsults | faports “ieds Labs L IBC Tabs

Evaluation and Management isit Services - \‘ :
@ © Hew Patient. & Establistied g Y Add | Edit | Delete

Tupe of Service evel of Service Code | Nanative Oty | Diagnosis | Prim | Modifier 1| Modifier 2| Frovider CPTH
[History and Exam [Complesity [ Approx. Time | CPT Codes
gms“"‘a“m i [ Brief NurseVist  5min 93211
teventive Medcine [] Problem Focused  Straightforward 10 min 99212
[ Expanded Low 15 min 99213
[ Detailed Moderate 25 min 99214 Pane
] Comprshensive _ High 40 min 33215 A
O
\\‘0
O
90
4 M

SuperBills  § pisplsy T Check box  |esciiption Enlsls_ﬂ

N

¥ Shaw Al

; =l Dialog box
7

| Mer
Drop-down list | i | pdd | Delete

-d
| [ Faciity T ]
08/05/2010 29540 Strapp) Aneslhesia N Demo Hospita 4

02/20/2008 36416 CAFIL Radicloay Deme Hospital

02/20/2008 23125 APFLyfjLaborstony Deme Hospl
Demo Hospital N

Historical Service:

46600

DESTR

17000 = S Dema Hospital 1 N Add b Clirrent Vst
07/18/2007 10120 Remave Foreign Body Analenisgi 1 N
07AB/2007 11200 Removal OF Skin Tags Anelsrisgi 1 N Add Historical Procedure Context menu
03/08/2006 47600  Cholecystectomy i 1 Delete Histarical Procedure
04/04/2004  FB000  PLACE NEEDLE IN VEIN Demo Hospital P——
11/28/2003 53180 Total bdaminal Hysterectomy [earpus And Cervis], With Dr Wwithaut Fiemaval 0f Tub_ Flagstaff Medical Cenier 1

USER ZSTUDENT | DEMO-HO.IHS.GOY | DEMD HOSPITAL ‘ 05-Aug-2010 15:19

Figure 2-6: Controls and components of the EHR window

Some of the components shown in Figure 2-6 are defined in the following sections.
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The EHR window can be modified by the site manager. Therefore,
features of the reader’s EHR window may not appear exactly as
they are shown in this guide.

2.3.1 Display Objects

The EHR uses standard display objects to display and gather information. The
appearance and behavior of these objects will be familiar to anyone who has used a
personal computer and they function in much the same manner as in other software.
The appearance and use of each display object is discussed in the following
subsections.

2.3.1.1 Check Box

A check box provides the ability to select the item described by the check box’s label.
When the item is selected, a check mark is displayed in the box; when not selected,
the box is empty.

e The presence of a check mark indicates an answer of Yes.

e The absence of a check mark indicates an answer of No.

Note: Check boxes are also found in templates on the Notes tab.
In this case, clicking a check box opens a field where
information specific to a template can be entered. See the
example in Figure 2-7

I'_pr, counseled re: cerumen softening

Figure 2-7: Example of a Check Box

2.3.1.2 Drop-down List

A drop-down list is a field similar to that shown in Figure 2-8, which allows one item
to be chosen from a list of items. Clicking the arrow to the right of the field displays a
list of available items. When one item is selected from the list, the selected item is
displayed in the field:

Figure 2-8: Example of a Drop-down List (list contents displayed but no choice made)
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2.3.1.3 Radio Button Set
A radio button set allows the selection of one among a group of related labeled
choices as shown in Figure 2-9. When a choice is made, a black dot is displayed in
the selected control and all others in the set are cleared; only one choice can be made.
() Prorvidess
() Teams
() Specialies
:'_,Z-E'h-ict
i Wards
(.} Perzonal Lists
(Al
Figure 2-9: Example of a Radio Button set
2.3.1.4 Text Field
A text field is an area that displays freeform text. It may be restricted to a single line
of text or it may ‘wrap’ text to multiple lines. A multi-line text field may display
scroll bars that can be manipulated to allow all of the text to be viewed. A text field
may be editable or it may be view-only.
Editable Text Field
An editable text field is an area where information in the form of characters, numbers,
and punctuation can be typed; Figure 2-10 provides an example. In addition,
information previously saved can be deleted or edited (depending on programmatic
rules).
| Category Hame |
Figure 2-10: Example of a Text Field
View-only Text Field
A view-only text field is an area where information in the form of characters,
numbers, and punctuation are displayed, but cannot be deleted or edited.
2.3.2 Control Objects
The EHR uses custom control objects to launch processes (retrieve, save, open a new
window, etc.). The behavior of these objects should be familiar to anyone who has
used a personal computer.
CHA/P Getting Started Guide General Terms
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2.3.2.1 Context Menu

A context menu is displayed when the right mouse button is clicked while the cursor
is positioned over a window object (click the right mouse button once), as shown in
Figure 2-11. A context menu offers a limited set of choices for the current window,
tab, pane, or the selected item:

Reformat Paragraph Chrl+R

Find in Selected Mote
Replace Text

Check Grammar
Check Speling

Add to Signature Lisk
Delete Progress MNote. .,
Edit Progress Mote.. .
Make Addendum. ..

Sawe without Signature

Sign Mote MNow, .,
Identify Additional Signers

Figure 2-11: Example of a context menu

If a mouse is not available, the PC keyboard usually has a key for this option, as
shown in Figure 2-12. The Context Menu key has an image of a cursor and menu and
is typically located next to the right-hand Ctrl key:

Figure 2-12: Context Menu key on keyboard

To use the Context Menu key:
1. Position the cursor over the window object for which a context menu is sought.

2. Press the Context Menu key to display the context menu.
3. Use the up or down arrow key to step through the menu choices.
4

Press Enter to select a menu choice. To close the menu without choosing, press
Esc (top left corner of the keyboard).

Note: Template options in the Notes tab require the use of context
menus.

CHA/P Getting Started Guide General Terms
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2322

2.3.2.3

Dialog

A dialog is a separate window that typically provides information and requires a
response. Figure 2-13 shows an example of a dialog.

Encounter Settings for, Current Activities

| A CLINIC 19-Jul-2017 16:46 - USER ZSTUDENT

Encounter Location

ALppointrments 4 Yisits . Hospital Admissiohs . New Visit
Location Date/Time Type

AMBULATORY

15-Jul-2011 16:46

& CLIMIC

Encounter Providers
All Providers
USERZSTUDENT P

Praviders for this Encounter

JSER ZSTUDENT

USER ZZSTUDENT

WVACANT DOMALD J Y
VANDUURAN MILDRED R

WALKER MARCELIND &
WATKIMNS CHARLES v

22-Jun-2011 thy
23Juk2011 ok J |

Cancel

Figure 2-13: Example of a dialog

A dialog ‘floats’ over the EHR window and can be moved by clicking and holding
the bar at the top of the dialog, and then dragging it to another place on the screen.

Note: Usually a visible dialog must be responded to before work

on the EHR window can resume.

Panel

The EHR toolbar contains three panels, as shown in Figure 2-14. The Patient panel is
blue, the Visit panel is yellow, and the Primary Care Team panel is green. Panels can
be clicked like buttons, but they also display information for the current patient whose
encounter is being recorded. For example, the patient’s name, Health Record Number
(HRN), date of birth, age (in parentheses), and gender appear on the blue Patient
panel.

Yisit not zelected Primary Care Team Unassig|

USERZSTUDENT

Patient not selected

Figure 2-14: Patient panel, Visit panel, and Primary Care Team panel in the EHR toolbar
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2.3.2.4 Pane
A pane refers to a distinct area within an EHR window, as shown in Figure 2-15. A
window may contain several panes that are used for review, entering details regarding
a patient encounter, or entering new patient data. In the example below, the Problem
List pane is highlighted.
Active Problem List
Problem Date
Figure 2-15: Example of a pane in the EHR
Note: See the Glossary for more information regarding specific
terms.
2.3.25 Refresh
To update recently changed patient information, select Refresh from the context menu
or press F5 on the keyboard. Figure 2-16 shows an example of a context menu used to
select Refresh.
Edit Adverse Reackion, ..
Delete Adverse Reaction
xams Mew Adverse Reaction. ..
Sign Adverse Reaction
10 DEPRESS Refresh
Figure 2-16: Selecting Refresh from a context menu
2.3.2.6 Scroll Bar
The scroll bar is a narrow rectangular control on the side or bottom of a window or
pane that allows the display of parts of a document or screen when it is too large to fit
in the window. To view different parts of the contents, drag the bar along the track or
click the arrow at either end of the track to make precise adjustments.
[ il | 0
Figure 2-17: Example of a Scroll Bar
2327 Tab
EHR tabs look like traditional card tabs inserted in paper files or card indexes. The
EHR application has several main tabs at the top of the window.
CHA/P Getting Started Guide General Terms
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Note: Most of the work performed in the EHR is done on the
PATIENT CHART tab.

When the PATIENT CHART tab is selected, a row of smaller tabs is displayed, as

shown in Figure 2-18. To chart a patient encounter, use the smaller tabs. The quantity
and names of the tabs may vary by site.

|Nolifications Review . CC/HPl “Meds . PastHealth Hx L IMM 4 Motes . Vitals . Assessment . Orders L PtEd ™. Procedures !\ Consults . Reports 4 Labs |

Figure 2-18: Smaller tabs in the PATIENT CHART tab

2.3.2.8 Toolbar
In the EHR application, the toolbar is in the region below the main EHR tabs, as
shown in Figure 2-19 and contains panels and buttons.

Patient not selected Visit not selected Primany Care Team Unassigl % o Problem List ~ Advs Resct  Medications |Te
USERZSTUDENT == 32

Figure 2-19: Toolbar panels and buttons
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3.0 LogontoEHR

This section describes how to log on to the EHR application.

Note: Access and verify codes, which are required to log on to the
EHR application, are assigned by the site manager.

To log on to EHR:

1. Double-click the EHR application icon on the desktop (Figure 3-1) to open the
RPMS-EHR Logon dialog (Figure 3-2).

S

Figure 3-1: EHR application icon

Note: The EHR icon may look different from the one shown in
Figure 3-1.

& RPMS-EHR Logon

TANANA CHEFS CONFERENCE HEALTH SERVICES

ﬁﬁﬁﬁvlSlONﬁﬂ‘ﬂ‘ﬁ
HEALTHY PEOPLE ACROSS GENERATIONS

****MlssloN‘k*#‘k
TCC HEALTH SERVICES, IN PARTNERSHIP WITH THOSE WE SERVE, PROMOTES AND
ENHAMNCES SFIRITUAL, PHYSICAL, MENTAL AND EMOTIONAL WELLNESS THROUGH
EDUCATION, PREVENTION AMND THE DELIVERY OF QUALITY SERVICES.

‘/ LA '\\,I Access Code:
4 || 0
ol Verify Code:

R@ns EHR | | _ Goneet |
Elcironic Health Eccmd_/

[” Change verify code

Server Yolume UcCl Port
rpmstest HAl HAl 9200

Figure 3-2: RPMS-EHR Logon dialog

2. Type the access code in the Access Code field.
3. Press Enter or Tab to move to the Verify Code field.
4. Type the verify code.
5. Click OK or press Enter.
CHA/P Getting Started Guide Log on to EHR
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Note: To protect privacy, dots appear in the Access Code and
Verify Code fields instead of the actual characters typed. If
a mistake is made in typing either of these codes, press the
Backspace key to erase the mistake and retype the code.

6. If necessary, select a different division and click OK.

Note: A CHA/P who is working at a site other than his or her
normal clinic must select the correct division based upon
the site where patient care is being provided.

Typically, the EHR window opens to the PATIENT CHART EHR tab, IFC
(Inside Front Cover) tab (Figure 3-3), which displays reference information from
the inside front cover of the CHAM. However, the site manager may have
disabled this default behavior and also may have removed the IFC tab entirely.

Note: The IFC tab is for reference only. Text cannot be typed on
this tab.

& pPMS-EHR L USER ZSTUDENT r_—]rﬁ—‘]E
User Patierdt RefreshDats Took Help

TratenTonAT G,
Patient not selected Visit not salected

— USEH’STUDENT
[, L L Pt Hoali Hx R o

Primary Cace Team Unassigned

New Problem or Con_‘tgla int

Chief Complaint (CC problem)
Ask Fuhenh"Pa rent
> Why harv you | i chnicl adday?
For Emie e y( |
For Sick G Youngar an @ Yaars: Go o
Right Front Cover
-For Recheck Visit: Go 1o Ingide Back Cover

Aas menmnlem changed in any way since
It began? [If yes:] In what way?

2. Have you done anything o treat if?
-For Follow-up mr!launlml or Regional it mediane] Hame? Strength ing]? W s 7
Gk Visit: 8o ko 9. 737 ‘Amount? How often? Last dose? Did it helg? TBPPLY: Wiven was your |ast TB skin test
‘”’ lemc Care Visi: Ga to Inside Back <Jif oifver reatment] What? Haw olten? (PPDI? Was It positive of negatie?
Didnneip? Immunizations: Lip to 0ate?
;,,'" mvme S V- G i inehle Sack [¥es. Ne, Unsnrel [Pe\v!ew record and update
Caover 3. Hawe you had hes probiem belore? MTITIUNEZ A0S {5 nisor |

[ yos] -When For Femal u-\ of chikbea

-Did you getmedcal car for 17 1 yes] First day of Lagt rrion sl poaed LMFJ
~¥hat was the problem caled (@agnosis]? Was it 3 normal penod?
- que ~How was itireated? ‘What 00 you use for Birth Condrol?
Rratiem at Did the beatment help? Are you breasteeding?
i the problem diferent this time in any High Risk: [y high risk hesalth condition?
Begin History of Prasant lliness way? Seep 1]
HPI|
E D -!( ibe the probilem] Eegin Past Health History and Other | Use This Book to Find Out More

-Whean did the problem uum

1. [Tell patientiparent] “New | will ask mom
-Where exactly is the

Specilic questions about ihe problem”

What does it feel like ﬂfoanl 2. Look up patient's problem in fe ingex or

s gull, snarp mrcbunq buming. omer?

Medcing: Tabie of Contents and o 1o that page
—Does tatay in ane place or more around? AU e TS, 3.0 you can NOT find & section for the
<M WPl F P 10 (. RS Traamonaly? [For each medidne: Name FProbim: g
-15 the probilem there all the time, of doés sirength (mg), amount pa and - If child younger than § years, Gato p. 145
It come and oY [¥ it comes and goes] s siten Voung Chid Who May Be Sick

~How often does i coma?

-1t :anam & years or older.
~—How long does it last?

par of boy wheee patient has the

Eabcen? [ yes | What?

g ? Hae: you Mioug
P RS0 [ yos of no

onang Physical Exam (p. R-204)
ot 1o your rataral doctor

USERZSTUDENT DEMO-HOIHS GOV DEMOHUSAITAL  Z1JuHaN011.44

Figure 3-3: IFC tab

Note: The position, order, and colors of the tabs in the EHR
window may be different from the ones that are shown in
the figures in this guide. For example, some sites set up the
tabs to appear on the side or bottom of the window.

CHA/P Getting Started Guide Log on to EHR
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3.1 The Inactivity Limit Message

If the EHR application has not been used for a period of time, the Inactivity Limit
warning message is displayed:

Inactivity limit has been
exceeded. Application
will be locked in

2

second(s)

**Click To Resume™**

Figure 3-4: Inactivity Limit warning message

e To resume the session and return to the application, click anywhere on the circle.

e If no action is taken before the time limit has passed, the Locked by dialog,
shown in Figure 3-5, is displayed:

® Locked by USER,ZSTUDENT A=

The application has been locked. To rezume. enter
your verify code below or click logout to terminate.

Figure 3-5: Locked by dialog

Note: The next section describes the EHR window and its many
features. To continue working in the EHR, skip forward to
Section 5.0, “Select a Patient and a Visit.”

3.2 Log off of EHR
1. To log off of EHR, do one of the following:

e Select Exit from the User menu (Section 4.1.1).

e Click the X in the upper right corner of the EHR window.

CHA/P Getting Started Guide Log on to EHR
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2. The Confirm dialog displays:

\;.i/ fre you sure ywou wank ko exity

Figure 3-6: Confirm dialog

3. Click Yes to exit; No to return to the EHR.

CHA/P Getting Started Guide Log on to EHR
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4.0 The EHR Window
The RPMS-EHR window contains various panes, labels, controls, and fields used to
access the functionality provided by the EHR software. This section contains a top-to-
bottom description of each window and its features and functions.
4.1 EHR Main Menu
The EHR menu appears at the top of the EHR window. The following sections
explain the use of the options available (if any) under each menu item.
Figure 4-1: EHR main menu
Note: The individual menus on the menu bar may be customized
by a system administrator. Consequently, the choices
presented in this guide may not match those available at the
site.
4.1.1 User Menu
The User menu, as seen in Figure 4-2, is typically the first (leftmost) option on the
EHR Main Menu. Click User to expand the menu.
Patient Refresh D
Lock application, ..
Exit
Figure 4-2: User menu
Lock Application option
Select the Lock Application option to temporarily hide and lock the EHR window to
protect the privacy of patient data. The Locked by dialog is displayed (Figure 3-5):
e Toreturn to the EHR, enter the verify code (the same code used to log on to
the EHR) and click Resume.
e To leave the EHR, click Logout.
Exit option
Select the EXxit option to log off of and close the EHR application.
CHA/P Getting Started Guide The EHR Window
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4.1.2

4.1.3

4.1.4

Patient Menu

The Patient menu, shown in Figure 4-3, provides access to patient dialogs. Click
Patient to expand the menu.

Refrest

Detail, . l
Select, .. I

Figure 4-3: Patient menu

Detail option

With a patient selected, select Detail from the Patient menu to open the Patient
Detail dialog and see the patient’s demographic information (see Figure 5-7).

Note: The Patient Detail button in the Patient Selection dialog
can be used to view patient details. The Detail menu option
is an alternate method for viewing a patient’s demographic
information.

Select option

Select Select from the Patient menu to open the Patient Selection dialog (see Figure
5-2).

Note: The Patient panel on the toolbar can be used to select a
patient. The Select menu option is an alternate method for
selecting a patient.

Refresh Data Option
Select the Refresh Data option to refresh the data in the open tab.

Refresh Data

Figure 4-4: Refresh Data option

This is useful to display updates that may have been made by another user. For
example, if lab results are pending, using this option displays any new data that has
been entered for a patient encounter.

Clear and Lock Option

Select the Clear and Lock option to clear the patient’s information and lock the EHR
window.

Clear and Lock

Figure 4-5: Clear and Lock option

CHA/P Getting Started Guide The EHR Window
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The Locked by dialog is displayed (Figure 3-5):

e Toreturn to the EHR, enter the verify code (the same code used to log on to
the EHR) and click Resume.

e To leave the EHR, click Logout.

4.1.5 Tools Menu
Click Tools to expand the menu.

IEH Clear Help

Dosing Calculator

Calculakar, ..

25ig
Chat...

Opkions. ..

Figure 4-6: Tools menu

Calculator option

Select the Calculator option to open a standard Windows calculator, as shown in
Figure 4-7.

B calculator
Edit  Wiew Help

FEx

| 0 |
’_ Backspace | | CE | |
AC 7 3 9 ! zart
kA 4 4] B * 4
M5 1 2 3 144
b+ 1] +/- + =

Figure 4-7: Calculator

CHA/P Getting Started Guide
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e-Sig Option

Change your Electronic Signature

Enter pour curent electronic signature: | |

Enter pour new electronic signature: | |

Re-erter pour new electronic signature: | |

Figure 4-8: Change your Electronic Signature dialog

Chat option
Refer to regional policy regarding the use of this option.

Options option
Select the Options option to open the Options dialog, as shown in Figure 4-9.

Options [‘S_(|

Matifications | Order Checks Teams| Hotes |F|epu:urts

Motes

Configure defaults for editing and saving notes.

Hotes. ..

Document Titles

Configure document list preferences.

Document Titles...

I ok ] [ Cancel

Figure 4-9: Notes tab of the Options dialog

The Notes tab of the Options dialog is used to specify the default
document title. Refer to regional policy regarding other uses of this
dialog.

CHA/P Getting Started Guide The EHR Window
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1. Click the Notes tab in the Options dialog.

2. Click Document Titles to open the Document Titles dialog, as shown
in Figure 4-10.

@ Document Titles

Diocument List Preferences

&3

Document class:

Default;

Document titles: <no default specified:

Tour list of titles:
ADMIN <KSTEWART ADMIN MOTES: ~ CHAP EMCOUMTER
ADULT <ADULT PCMOTE:
ADULT PCMOTE
ADWANCE <ADWAMCE DIRECTIVE »
ADWANCE DIRECTIVE
ADYERSE <ADVERSE REACTIOMNAALLERG
ADYERSE REACTION/ALLERGY
ALL <DEWASOM BH ALL> bl

I Ok, H Cancel ]

Figure 4-10: Setting CHAP ENCOUNTER as the default title in the Document Titles
dialog

3. Inthe Document Titles dialog, select “CHAP ENCOUNTER” from the list of
document titles, then click Set as Default. Click OK to close the Document
Titles dialog.

4. In the Options dialog, click OK.

4.1.6 Clear Option

Select the Clear option to clear the patient’s information from the EHR window.

Figure 4-11: Clear option

4.1.7 Help Menu
Click Help to expand the menu.

Contents
HelpOm #

About, .,

Figure 4-12: Help menu

The Help menu is another resource for information about using the EHR.
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Contents option

The Contents option launches Help for the EHR configuration typically found at
hospitals and large clinics. This option is not recommended for use by CHA/Ps;
instead, select the Help On option.

Help On option

Select the Help On option to get help for specific EHR topics. This displays a
submenu, shown in Figure 4-13, listing the available help topics.

Allergies

Appointments

Chief Complaint

Consulks (CPRS)

Crisis Alerts

Encounter Information Header
Evaluation and Management Coding
Exams

Family: Hiskorsy:

Health Factors

ICD Pick: List

Irnrnunizakions

Infank Feeding

I =2k fwdare

Figure 4-13: Help on submenu (partial)

e Click any item in the submenu to open that specific help topic. In the example of
Figure 4-14, “Chief Complaint” was picked from the Help on submenu:

E? Chief_Complaint

e =
Hide Frint  Ophions

— ~
Cortents | Index || Gloszary 1

Chief Complaint

The Chief Complaint component is where you enter/edit information
about the current patient's chief complaint/patient
requests/diagnosis.

3 Chief Complaint

Click on any button on the screen capture (below) to view
information about it.

Chief Complaint Edit I I
Author [ Chief Complaint 0
USER.DEMO 1.] Patient complains of Chest Pan

Chigf Complaint Panel

The pretext of each pick list item can be configured by your local
AT The nretext of the comnlaint in the ahove examnle iz “Patient bt

Figure 4-14: “Chief Complaint” help topic selected from the Help on menu
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4.2 EHR Tab Set

The following tabs appear near the top of the EHR window:

PRIVACY (see Section 4.2.1)
PATIENT CHART (see Section 4.2.2)
WELL CHILD (see Section 4.2.3)
RESOURCES (see Section 4.2.4)
COMMUNICATION (see Section 4.2.5)

Note: Most of the work documenting a patient encounter in the
EHR is done on the PATIENT CHART tab.

4.2.1 PRIVACY Tab

Use the PRIVACY tab to hide patient information. This tab looks different at
different sites:

@ RPMSEHR BACHMAN,BLAINE L TECH WRIT {CHAP GUI} [_ O]
User Patient RefreshData Took gSig Clear and Lock  Community Alerts  Dosing Caleulator  Help

PRIVACY ~__PamentcHaAT 0 mesouRces N comMomicaTion M REFEREMCES

‘ BACHMAN BLAINE L TECH WRIT ” CH-AISAAC ALK IHE GOV || CHIEF ANDREW ISAACHC ||14\Jun—20111113 4‘]‘

Figure 4-15: EHR PRIVACY tab
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4.2.2 PATIENT CHART Tab

Most of the work in EHR involves entering patient encounter data on the PATIENT
CHART tab. A row of smaller tabs appears on the PATIENT CHART tab:

& s EHH USERLZS TUDENT
User Potierk felershiDota Clooe andlock Tuch Chor  Hel

FATINT CHART ELL CHL FESOURCE n
A CLINIEC AN 1333 || Pranary Corm Toarm Unossd POC Lab E & - E : = %
o Eriy | [Postrg| Nas Bwd [ Hds B | Nds Bowa |32

Probien Ll Advs Firoct  Meddeobons

Mlexandar,Tiinity Cociban
MG 14DecABE 1) F UISER ZSTUDENT

Active Problem List Lab Drders

Ho Active Problem List Found o Lab Onders Found

Az & Visits
Fgporiment, Date =
ACUNIC 504201112, ANBULATORY
Hemnden At
- Mo Caiss Alerls Foursf

USERZETUGENT | DEMOHOIHSGOV | DEMOHOSRITAL | 25Jub2mi 1418

Figure 4-16: EHR PATIENT CHART tab showing the Review tab

To chart a patient encounter, use each of the smaller tabs on the PATIENT CHART
tab in the order described in this guide.
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4.2.3

4231

WELL CHILD Tab
The WELL CHILD tab displays information for a patient of up to five years old:

@ Well Child Reminders

& RPMS-EHR USER ZSTUDENT r:lﬁ]m

Loer Palient BefreshDats Qear ardlock Jook Oear Help

WELL CHILD:

Male 3 years and 3 months Mother. DEMO MOTHER

AGE-SPECIFIC EXAMS

fféi Pedlatric Growth Charts @Dchat () Tatke

3|

1. Teet

Bops Height and Weiht | Bndy Mass Indes [BMI] Brys
PR3

Z Em s o biasrg

3 Seisenng: Vision, BP

Boys

TURIC

Height and Weight

1. 23 wacks a day

2 Ao chibd bo feed sell

3. fovund louts thel can be aspeated
4 Frod a lamdy mealimes, make erjogoble

5. Flounde supplementation f indicated

E_Foo Iequaemert i nol buge

7. Meshime shaouldn't be & batle

B Uller nestibronss Foods. child decades st
= PATIENTED TOPIC
1, Aematives to TV

Z Ay namsed siound walm
3 Busn pesveniion ainund house

4 Corses
& Dertal hygore:

& Encousage idervific shon programs

T Inciesosd wideperrderces. ik, | acoadenls
& Ipecac al home

8 Luched doors/gabes sound slars
10 Hewer Inarvn urvitered [caushome)

11, Outlet covers, elecincal coed salety

13 Salety 1 on Cabinets

e
14. Teach salely n drvervay ard stosel
= PTED -FAMILY RELATINHNSHIPS

USERZSTUDENT DEMOHO.IHS.GOV DEMD HOSPITAL  02:5ep-2001 1257

Figure 4-17: EHR WELL CHILD tab

The WELL CHILD tab contains three panes:

Print Pediatric Growth Charts

1. In the Pediatric Growth Charts pane (Figure 4-18), click Print Charts to open a

Well Child Reminders pane contains a list of exams, topics, and questions that
might be addressed during a Well Child visit.

Pediatric Growth Charts pane displays standard growth charts using data
entered in the Vital Signs tab. If no data exists, this pane will be blank.

Well Child Patient Education pane lists any patient education provided to the
patient at the time of the encounter. Age-specific patient education topics are
presented to the provider at the time of encounter.

new window displaying the charts in PDF format.

?Z‘ Pediatric Growth Charts
S

@) Chat ) Table

Bopz Height and “Weight | Body Mass Index [BMI) Boys

Figure 4-18: Pediatric Growth Charts pane header

Use the controls available on the PDF viewer to print or save the file.
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4.2.3.2 Update Well Child Patient Education
Use of this tab is dependent upon site policy.

1. Click Update to display the Well Child Patient Education Update dialog
(Figure 4-19).

Well Child Patient Education Update

= PTED -FAMILY RELATIONSHIPS 7‘
| o 1 Chooze responsible caretakers [8/23/11) |
= PTED -HEALTHY HABITS
[0 2  Avoid orlimit TV viewing; veatch programs together
o 3 Reinforce bedtime routings, transition object, sleep through night
= PTED-INJURY AND ILLNESS PRE
[0 4 Carseatin rear seat, NEVER in front seat with air bag
O = Switch to bel-positioning booster zeat when child ower 408 [3/29/11)
0 & Childprocf home: hot liquids/pats, knives, poisons, medicings, guns [B723/11)
o 7 Teach stranger safety [8/23/171)
[0 8  Keephome and car smokefree
= PTED-HUTRITION
[ Provide 3 nutritious meals, 2-3 healthy snacks daily [3/23/11)
[ 10 Milk 16-24 oz/day (8/23/11)
[] 1. Eatmeals as afamiy [8/23/11)
[0 12 Offer wariety of healthy foods; let child decide; avoid stuggles w
Patient E ducation D etails
Patient Education Time [minutes):
Lewvel of Understanding: Good w
I Ok l ’ Catcel

Figure 4-19: Example Well Child Patient Education Update

2. Select one or more education topics.

3. Type a number in the Patient Education Time field representing the total
number of minutes spent providing patient education.

4. Select the appropriate response from the Level of Understanding list.

5. Click OK to display the Update Status dialog

Lpdate Status

\lr) Success, patient education has been updated.

Figure 4-20: Update Status dialog

6. Click OK.
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4.2.4 RESOURCES Tab

The RESOURCES tab displays different information at each site, such as links to
items for RPMS access, Provider Portal access, and decision-making support tools
such as IHS Comprehensive Guidelines:

@ RPMS:EHR USER ZSTUDENT

User Patient Refresh Data Clear and Lock Tools Clear Help

PRIVACY FATIENT CHART “WELL CHILD T RESOURCES . COMMUNICATION
RPMS Telnet A RPMS RPMS Telnet
REMS
-~

onnecting to 18,254,21.2, .

bl

Decision Support

Familydactar org ode: trasurB2, Instance: EMSEMBLE
IH5 Camprehensive Guidelines
Izarnane! ||
ANMC Access S
Provider Portal

Fiemate Desk Top

”»

AFHCAN Web Access
AFHCAM - Testing

USERZSTUDENT DEMO-HO.HS.GOY DEMO HOSPITAL 25-Juk2011 14:21
Figure 4-21: EHR RESOURCES tab
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425 COMMUNICATION Tab

Use the COMMUNICATION tab to send a message to other EHR users in a
division. This tab includes a pane to type messages and a list of users that can be
selected to receive the message. Only users who are logged in to the EHR are in the

@ RPMS:EHR USER ZSTUDENT (=3
Uset Patient Refresh Data Clear and Lock Tooks Clear Help
PRIVALCY PATIENT CHART WELL CHILD RESOURCES COMMUNICATION
User Station Session Process Login Time
USERZSTUDENT NP&ES-05635 8193 4800 7/22/2011 1:3212PM
Enter Message To Send Below
%
USER ZSTUDENT DEMO-HOIHS GOV DEMO HOSPITAL 222011 15:48

Figure 4-22: EHR COMMUNICATION tab

Do not overuse the COMMUNICATION tab.

Messages are displayed on the recipient’s workstation immediately
after clicking Send, as shown in Figure 4-23. Use this feature
wisely; too many messages can disrupt the recipient’s workflow.

Refer to regional policy regarding the use of the
COMMUNICATION tab.

Message from USER,AASTUDENT

Alaska CHASP £ are the best!

Figure 4-23: Example of a message sent from the COMMUNICATION tab
This message is displayed in front of all EHR windows until the recipient closes it.

To close the message, click the red “X” in the upper right corner.
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Note: The Send button on the COMMUNICATION tab is not
active if there is no message in the Enter Message to Send
Below box. See Figure 4-22 for an example of an inactive

Send button, and see Figure 4-24 for an example of an
active Send button.

Sending a message using the COMMUNICATION tab
1. Type a message in the Enter Message to Send Below pane:

& RPMS-EHR USER, ZSTUDENT

User Patient Refresh Data Clear and Lock  Took Clear

Help
PRIVACY PATIENT CHART WELL CHILD RESOURCES COMMUNICATION
User Station Session Pracess Login Time
USERZSTUDENT NPABS5635 8193 4800 702242011 1:3212 PM

Here'

Enter Message To Send Below
's @ message for someone

[# Cea] &

USER ZSTUDENT DEMO-HOIHS GO

DEMOHOSPITAL  22.0u-2011 16:49

Figure 4-24: Example of a note typed in the Enter Message To Send Below pane
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2. Click the name of the user or users to send the message to, as shown in Figure
4-25.

e To choose more than one user, press and hold the Ctrl key while clicking each
user’s name.

e To choose all users in the list, click All. This option should seldom, if ever, be

used.
& RPMS-EHR USER,ZSTUDENT Q@Ig‘

User Pafient RefreshDats Clear andlock Tools Clear Help
PRIVACY PATIENT CHART WELL CHILD RESOURCES COMMUNICATION

User Station Session | Process Login Time
USER ZS TUDER NPAGS-05635 5159 7/22/20111:3212 P

Figure 4-25: Selecting a recipient for a message

3. Click Send.

4.3 Patient Toolbar
Abendroth.Raymond E A CLINIC 26-Jul-2011 08:58 || User Ustudent POC Lab ﬁ o Problem List _Advs React Medications
120852 224pr1925 (6] M USER ZSTUDENT fumbulatory Enity Rec | Postings | Nds Rrewd [ Nels Frvwd ][ Nds Rrewd | |32

Figure 4-26: Patient toolbar at the top of the EHR window

The Patient toolbar contains the panels and buttons necessary to use the EHR and
document a new visit (a new patient encounter). The EHR toolbar always appears on
the PATIENT CHART tab, regardless of which small tab is being used.

Note: The colors of the panels and buttons on the toolbar may be
different at different sites.

43.1 Patient Panel

Demo_ Patient Senior Male
37930 01-Jan-1935 [FB] M

Figure 4-27: Patient panel

The Patient panel, shown in Figure 4-28, is at the left side of the EHR toolbar. The
EHR toolbar always appears at the top of the PATIENT CHART tab.
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When a patient has been selected, the Patient panel displays the current patient’s
name (Last name, First name), Social Security Number (SSN), Health Record
Number (HRN) or chart number, date of birth, age (in parenthesis), and gender (M or
F).

Note: For detailed information about selecting a patient when
documenting an encounter, see Section 0.

e To select a patient, click the Patient panel to open the Patient Selection dialog, as
shown in Figure 4-28.

The Patient Selection dialog contains a list of patients, as well as demographic
information for a selected patient.

Fatient Listz Fatients Demographics
) Demo Alice Janene

Providers FHF!Nl: 1 098.259?
Teams emale, age:

S|_:e_0|a|t|es Aalvik M aricela Conzuela
Clinics

Wards Abbep,Tressia Lynn
Persoral Lists Abbott, Charles Woodrow DOB: 30-Now-1952
Al Abbott Patricia
Abbott Ray Mitchel
Abbatt,Rodolfo Almanza Laocation: INPATIENT
Abbott,v'olanda Gale Foom-Bed: 034
Abee Chasidy Sha
Abendroth Michael ) -
bendroth, Rapmond E Patient Detail...
Ahbercrombie,David L
Abercrombie.James Mitchel
Abercrombie, Sierra
Abernathy Alice b
Abernathy Barbara

Abernathy, Carly Emma E
Abernathy Chistapher
Abermathy Daniele M
Abernathy Dorathy
Abernathy Edna Minnie
Abernathy Elijsh Thomas
Abernathy,J acqueline Lynn
Abernathy Jennifer
Abernathy Jennifer
Abernathy,Justina Meredith
Abernathy Kermit
Abernathy Linda L
Abernathy b argaret M -

Ok l l Cancel

Figure 4-28: Patient Selection dialog

e To see basic patient information in the Demographics pane of the Patient
Selection dialog, click the patient’s name in the Patients list. An example of
basic patient information in the Demographics pane is shown in Figure 4-28.

Basic information shown in the Demographics pane includes the patient name,
HRN, gender and age, and date of birth.
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e To see detailed patient information, click Patient Detail in the Demographics
pane to open the Patient Detail dialog.

The Patient Detail dialog, shown in Figure 4-29, shows additional patient
information, such as mailing address, telephone numbers, admission information,
and other information that has already been entered in the database.

— To make the information easier to read, increase or decrease the font size by
clicking the arrows to the right of the Font Size field.

— To print the information shown in the Patient Detail dialog, click Print.

— To close the Patient Detail dialog, click Close or click the x located in the
upper right corner of the dialog.
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_iBix)

bEHD,ALICE JANENE 60Z-65-0054 MOV 30,1952 =

COORDIMATING MASTER OF RECORD: NOT LISTED

Lddress: P.0. BOX 1012 Temporary: NO TEMPOBARY ALDDEESS:
CHEEOEEE NC
County: UNSPECIFIED From/Tao: NOT APPLICLELE
Phone: 555-555-5190 Phone: NOT APPLICARLE
Office: UNSFECIFIED
Bad Addr:
Confidential Address: Confidential Address Categories:

N0 CONFIDENTIAL ADDEESS
From/To: NOT APPLICABLE

POS: UNSPECIFIED Claim #: UNSPECIFIED
Relig: UNSTPECIFIED Sex: FEMALE
Face: UNANIWEERED Ethnicity: UHANSWERED

Primary Eligibility: UNSPECIFIED
Other Eligibilities:

Jtatus : ACTIVE INPATIENT-on WARD (SERIOUSLY ILL)

Ldmitted : FEB Z5,2010[12:27:51 Transferred : MAR 1,2Z010@19:03:38
Tard : INPATIENT Roon-Eed/Ext o Lo9-4 /

Provider : NIESEN,MARY ANN Specialty : GENEFAL MEDICINE
Attending : NIESEN,MARY ANN Adwmitted by . NIESEN,MLEY ANN

Adwiszsion LO%: 165

Currently enrolled in PT WIGEINZ, DIABETIC BN, RADIOLOGY,
DEMO HOSPITAL - RADIOLOGY, GENERLL,
Payme, ¥ GRIMEZ-2Z0, X BAFER 20,
STARE ERICA, erica stark, WINSTEAD QUANA, .
PHYSICAL THERAPY, PT Wiggins,
PT THOMPSON, SHELL-SPECIALTY/HOSP FU NEW-30,

Future Appointments: NONE

Femarks:

Primary Care Informatiomn: =
4 _'l_l
Faont I g?éa : | |
Size: Frint... Cloze

Figure 4-29: Patient Detail dialog

4.3.2 Visit Panel

EH - BOSWOOD 14-Jun-2011 11:45
BAILEY.DOMMNA R Ambulatory

Figure 4-30: Visit panel

The Visit panel, shown in yellow in Figure 4-30, is the middle panel on the EHR
toolbar. The EHR toolbar always appears at the top of the PATIENT CHART tab.
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When a patient has been selected, the Visit panel shows the patient’s encounter
provider (the patient’s primary care provider) and the location for the visit, as well as
the date and time of the visit.

Note: For detailed information about creating a visit when
documenting an encounter, see Section 5.2.

e To assign an encounter provider or location, click the Visit panel to open the
Encounter Settings for Current Activities dialog.

If an encounter provider or location has not been assigned, EHR prompts for this
information by opening the Encounter Settings for Current Activities dialog
when entering progress notes, creating orders, and performing other tasks.

4.3.3 Primary Care Team Panel
Reynoldz,Daniel F-Do ‘
Figure 4-31: Primary Care Team panel
The Primary Care Team panel is for reference only.
4.3.4  Toolbar Buttons
POC Lab Med N Problem List  Advs Heact Medications |7
By D q Losl;gl Nds Rvwd || NdsRvwd || Nds Rwwd ]
Figure 4-32: Toolbar Buttons
Note: The individual buttons on the toolbar may be customized.
Consequently, the choices presented in this guide may not
match those available at the site.
4.3.4.1 POC Lab Entry Button
POC Lab
Entry
Figure 4-33: POC Lab Entry button
Use the POC Lab Entry button to order and result CLIA waived testing done on site
in the Lab Point of Care Data Entry Form dialog. See Figure 4-34 for an example
of this dialog.
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4.3.4.2

Note: CLIA and Test Controls
The Clinical Laboratory Improvement Act, (Amendments
of 1988) established quality standards for all lab testing
involving humans. This ensures the accuracy, reliability,
and timeliness of patient test results, regardless of where
the test is performed. These rules apply to large commercial
labs, hospitals, and CHAP clinics. For more information:
http://www.cms.hhs.gov/clia

Version 1.9 Draft

=I5/
Fatient: DEMOALICE JANEMNE Hospital Location:  INFATIENT
Ordering Provider (RS Ninl=onp +| Mature of Order/Change I j
Test j Sample Type
Colleciion Date and Time  [12/25,2010 1227 £/ -] Sign or Symptom | =

CarnrmentiLalb Description:

Add Canned
Carnrmetit

TEST RESULTS

- Test Mame | Result | Result Range | Units

Save | Cancel

Figure 4-34: Lab Point of Care Data Entry Form dialog

e To open the Lab Point of Care Data Entry Form dialog, click POC Lab Entry.

The current patient’s name and hospital location appear at the top of the form.

e The default selection in the Ordering Provider field is the name of the CHA/P
who created the visit. Select the test, the collection date and time, the nature of
order or change, and the sign or symptom from the other fields.

e |f desired, type a comment or lab description in the Comment/Lab Description
field. To use a canned comment, click Add Canned Comment.

Note: Refer to regional policy regarding the use of the
Comment/Lab Description field.

e |f test results are available, add the results in the TEST RESULTS pane.

Patient Wellness Handout (PWH) Button

F'H

Figure 4-35: Patient Wellness Handout button
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Use the PWH button to view or print the patient wellness handout, which is to be
given to the patient.

e To open a dialog showing the Patient Wellness Handout Summary report, click
PWH. This summary includes patient information such as height, weight, BMI,
current medication, blood pressure, HIV screen, allergies, immunization records,
cholesterol, diabetes care, diabetes kidney assessment, diabetes eye exam,
diabetes foot exam, Pap smear or colon health screen, quality of care report card,
and health care goals.

See Figure 4-36 for an example of the Patient Wellness Handout Summary report.
Different items may be shown in this summary for different patients.

e To print the Confidential Patient Wellness Handout Summary, click Print
(located at the bottom of the dialog).

neasadences COMFIDANTIAL PATIENT WELINESS MARDOUT SRQMRY

O, ALICE JANENE 109429

————————m——————— e ——— PNl - Patiesc Wellness ——————-————————

TR Ty “-’I"E""EI;""';-L F;"'TEI"" '1=Fﬁti"1"-b‘ ';ﬂ' ;p_ e 2.'1'. [EET IR
CONFIDENTI TIENT INFORMATICHN [RC] e 08, 20190

!
CHEROBEE INDI

ATLRNTA, @

S2E=-457-8163

Thenk you Ior chooalng CHERCEEE INDIAN HOSPITAL.

[This handout is & nev way far you and your dootor to leook at

yeur healoh.

= Weight and Body Mass Index are good measures of your
mealth. Determining & health weight and Body Mass Index alsc depends on

hiow tall yoo are.

You are § feet and & inches tall.

Wour last welght was 120 pounds ca Apr O£, 2010,
Weou should bave your weights rechecked at your next wisic.
Youir Body Mass Index oa Apr 06, 2010 was 19.4.

You AFe AT & heplrhy weight., KHesp up che good wock!

MEDICATIONS -~ This is & lisc of medications and other items you are
Eaking 1 ing men-pregeriprion medications, herbal, distacy, and
tradicicnal supplesencs. FPlease lec us know L chis liat i moc

oEplete,

fio medications are on file. Flease tell up 1L chere ane any That we =issed.

BLOCD FRESSURE - Blood Fressure iz & good =sesure of bealth.

Vour blood pressure wes 90/120 on Apr 06, 2010.

W

SN =

Figure 4-36: Confidential Patient Wellness Handout Summary
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Note: Refer to regional policy regarding requirements for release
of information for a patient chart when providing the
Patient Wellness Handout Summary.

4.3.4.3 Med Rec Button
Use the Med Rec button to display the selected patent’s medical record.

Med
Rec
Figure 4-37: Med Rec button

4.3.44 Reminders Button

Use the Reminders button to display the Available Reminders dialog (Figure 4-39)
which lists reminders that have been set for the selected patient.

Figure 4-38: Reminders button

& Available Reminders g|
View  Ackion
Available Reminders Due Date | Last Occurre... Fii...
= (e
g;_.‘ HepB Adult Immunization DUE MO
% TO Immunization DUE NOW/
' Lipid Profile kale DUE MO
” Deprezsion Screen DUE MO
f¥ Colon Cancer DUE MO
_’ Blood Pressure 0B/02/2011  08/02/2010
% Alcohol Screen 09/28/2011 03/28/2010
21 Applicable
21 Mot Applicable
21 Al Evaluated
£ Other Categories

Figure 4-39: Available Reminders dialog

4.3.4.5 Visit Summary Button

izt
Surmrnary

Figure 4-40: Visit Summary button
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4.3.4.6 Patient Detail Button

Use the Patient Details button to view detailed information about the current patient
in the Detail for <Patient Name> dialog, as shown in Figure 4-42.

B

Figure 4-41: Patient Detail button

e To open the Detail for <Patient Name> dialog, click Patient Details.

This dialog shows patient information such as the patient’s name, social security
number, birth date, address, phone number, religion, race, sex, ethnicity,
eligibility, status, future appointments, remarks, and disabilities.

Different items may be displayed in the Detail for <Patient Name> dialog at
different sites.

® Detail for Demo,Alice Janene

DEMO,ALICE JANENE 602-65-0054 HOV 30,1952 -

COOFDINATING MASTER OF FECOED: NOT LISTED

Address: 110 DEEPWOOD COURT Tewporary: NO TEMPORARY ADDRESS
CHEROFEE ,NC
County: UNSPECIFIED Fromw/To: NOT APPLICAELE
Phone: 555-555-8190 Phone: NOT APPLICABLE
Office: UNSPECIFIED
|Ead iddr:
Confidential Address: Confidential Address Categories:

NO CONFIDENTIAL ADDERESS
From/To: NOT APPFLICABLE

PO%: UNSPECIFIED Claim #: UN3SPECIFIED
Relig: UNSPECIFIED Sex: FEMALE
Race: UNANSWERED Ethnicity: UNANSWERED

Primary Eligibility: UNIPECIFIED

0ther Eligibilities:

Status : ACTIVE INPATIENT-on WARD (3ERIOUSLY ILL)

hdmi toed : FEB 25,2010@1Z:27:51 Transferred : MAR 1,2010@19:03:35
frard : INPATIENT Foon-Eed/Ext o 509-4

Provider : NIEZEN,MARY ANN Specialty : GENERAL MEDICINE

A ttending : NIESEN,MARY ANN Adnitted by : NIEZEN MARY AN

dnission LOS: 146

JCurrently enrolled in PT WIGGINS, DIABETIC BN, RADIOLOGY,
DEMO HOSPITAL - RADIOLOGY, GENERAL, I

i

Figure 4-42: Detail for <Patient Name> dialog
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4.3.4.7 Awaiting Review/Signature Button

B

Figure 4-43: Awaiting Review/Signature button

Most orders or documents, such as medications, labs, progress notes, reports, or
health summaries, require an electronic signature. Generally, orders that require a
signature are not released to services or activated until they are signed.

Use the Awaiting Review/Signature button to sign orders in the Review/Sign
Changes dialog, as shown in Figure 4-44. If the Awaiting Review/Signature button is
unavailable (dimmed), there are no orders to sign.

Sigrasture wall be applied 1o cheched tams
Drdars - Other Unsigned

v Hold HYDIROCHLOROTHIAADE TAR 25MG TAKE TwiD TABLETS B
| Ditcortrus EFYTHROMYTIN SUSP 200MG/SML TAKE 1 TEASFOD

Electicnic Signatuse Code

[ Son | Concel |

Figure 4-44: Review/Sign Changes dialog

e To open the Review/Sign Changes dialog, click the Awaiting Review/Signature
button.

A check box appears before each item that requires a signature.

e To sign specific items in the list, click the check box in front of each item. A
check mark appears in each check box that was selected.

To uncheck a checked item in the list, click the item’s check box again. ltems
without a check mark will not be signed.

In Figure 4-44, both the “Hold HYDROCHLOROTHIAZIDE” line and the
“Discontinue ERYTHROMYCIN” line have been selected to be signed.

e To electronically sign the checked items, type the code used for the electronic
signature in the Electronic Signature Code field and click Sign.

To electronically sign an order or a document, an electronic signature code is
required. If lacking a signature code, create one or contact the site manager.
Electronic signature codes should be kept confidential, and are subject to the same
rules as any other login or access code.
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4.3.4.8 Patient Postings Button

“osting
CwA

Figure 4-45: Postings button

Use the Postings button to view a patient’s allergies, crisis notes, warning notes, and
directives in the Patient Postings dialog, as shown in Figure 4-46.

® patient Postings

X

Allergies Severity Signg / Symptoms
dalbuteral Tachycardia
ketronidazole Fazh

Percocet rticana

Penicillin Anwigty:Hypotengion;R azh
Ceftriawone Fazh

Criziz Motes, “Wamning Motes, Directives, Recaord Flags
L ADMAMCE DIRECTIVE

16-Map-200811:13

Figure 4-46: Patient Postings dialog

One or more code letters (C, W, A, or D) may appear on the Postings button beneath
the word “Postings.” Refer to Table 4-1 for definitions of these codes.

Note:

The codes for crisis notes, directive notes, and clinical
warnings are based on the title selected by the clinician
when the note was created. For example, select the title
“Crisis Note” to create a progress note classified as a

crisis note.

Table 4-1: Code definitions for Postings button

Code

Meaning

A

Allergies have been posted for this patient. This code displays
if Adverse Reaction entries exist.

Crisis notes have been posted for this patient.

Directive Notes have been posted for this patient.
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Code Meaning

W Clinical Warnings have been posted for this patient.

(No code) A dialog containing important patient information may display
when a patient name is selected.

If no allergies, notes, warnings, or directives have been entered for a patient, no code
letters will appear on the Postings button, and the Patient Postings dialog will be
empty.

Click the Patient Postings button to open the Patient Postings dialog:

e If any allergies have been posted for a patient, the top pane of the Patient
Postings dialog lists each allergy, its severity, and its signs and/or symptoms.

e If any crisis notes, clinical warnings, or directive notes have been posted for a
patient, they are displayed in the bottom pane of the dialog.

4.3.4.9 Review Buttons
Three review buttons, seen in Figure 4-47, indicate the need to review specific
portions of the patient’s chart and provide the ability to change the indication.
Problem List  Advs React  Medications
Nos Fowd || Nds Rvwd || Nels Rvid
Figure 4-47: Review buttons
4.3.4.10 C32 Button
C
32
Figure 4-48:C32 button
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4.4 Encounter Tab Set and Workspace

The Encounter tab set controls the configuration and contents of the Patient

workspace
& RPMS-EHR USER ZSTUDENT (=]
Wier Bslmnk BelreshDats Qear adlock Took Cear Hel
PRIVACY PATIENT CHART ELLCH REEOURCE FOMMLNCATION
Patimnt nut selected Vizit nnl zedected Frimaty Can Team Lina: ® o Problem List  Advs React  Medications
USERZSTUBENT g d ol

USERZSTUDENT DEMOHO.IHS.GOV. DEMD HOSPITAL | 26-Jub20il 103

Figure 4-49: Encounter tab set and workspace (contents blank)

Click a tab to display a specific pane in the Patient workspace:

Notifications: see Section 23.0.

Review: see Section 6.0.

CC/HPI (Chief Complaint and History of Present IlIness): see Section 7.0.
Meds: see Section 8.0.

Past Health Hx: see Section 9.0.

IMM (Immunizations): see Section 10.0.
Notes: see Sections 11.0, 13.0, and 18.0.
Vitals: see Section 12.0.

Assessment: see Section 15.0.

Orders: see Section 16.0.

Pt Ed (Patient Education): see Section 17.0.
Procedures: see Section 19.0.

Consults: see Section 20.0.

Reports: see Section 21.0.
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e Labs: see Section 22.0.

4.5 Status Bar
The Status bar displays information about the current EHR session including:
e User name
e Site Domain name
e Site Facility name
e Today’s date
USERZSTUDENT DEMO-HO.IHS. GOV DEMO HOSPITAL | 26-Jul-2011 10:36
Figure 4-50: Status bar
Additional status information is sometimes displayed to the right of Today’s date.
4.6 Common Features
This section describes standard RPMS-EHR GUI features that are available while
working in the EHR.
4.6.1 Windows Clipboard
The contents of a text field can usually be copied to the Clipboard. Additionally, text
previously copied to the Clipboard (from Windows-based application including
RPMS-EHR) can be pasted to an editable text field.
e Click and drag to highlight text, then hold Ctrl and press C to copy it to the
Clipboard.
e Click to place the cursor in an editable field, then hold Ctrl and press V to paste
the contents of the Clipboard to the field.
e Occasionally, RPMS-EHR provides a distinctive button or a right-click menu
selection to copy non-editable text to the Clipboard.
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46.2 Table Data

RPMS-EHR displays lists of data in rows and columns, typically referred to as table
format. Tables are divided into horizontal rows and vertical columns and each
intersection of a row and a column is called a cell. Usually, each column has a column
heading; a label at the top of the column describing the content of the cells below it.

Adverze Reactions
Agent Type Reaction
AMOICILLIM Cirug ANAPHYLARIS
BEMZALKOMIU... Dug, Food AGITATION
< >
Statuz
Cal (5) Active

Figure 4-51: Data displayed in Table format

The following subsections describe the features and functionality typically (but not
always) available when data is displayed in Table format. Refer to Figure 4-51 while
reading these instructions.

4.6.2.1 Adjust Column Width

Data longer than the width of its column is truncated to fit and is followed by
ellipses (...).

e Click and drag the faint vertical bar between two column headings to change the
width of the column to the left of the bar.

e Double-click the vertical bar to automatically force the column width to equal that
of its longest entry.

4.6.2.2 Scroll Vertically
A list longer than the pane that contains it displays a scroll bar along its right edge.

e Click and drag the scroll bar or click the vertical scroll bar’s up and down arrows
to scroll through the list.

4.6.2.3 Scroll Horizontally
A list wider than the pane that contains it displays a scroll bar along its bottom edge.

e Click and drag the scroll bar or click the horizontal scroll bar’s left and right
arrows to move the view to the left or right.
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4.6.2.4 Sort by Column
The column by which a list is sorted displays a small triangle in the column heading.
If the triangle’s point is up the sort order is low to high (for dates, oldest first); if the
point is down the order is high to low (newest date first).
e Click the column heading once to sort a table by any column.
e Click the heading a second time to reverse the sort order.
4.6.2.5 Reorder Columns
Displayed column order may be changed to arrange information in whatever order is
deemed most useful. To move a column:
1. Click and hold its column heading.
2. Drag the column left or right to its new position.
3. Release the mouse button.
4.6.3 Refresh Data
Changes made by another user may make displayed data out of date. To refresh data:
1. Right-click within the pane.
2. Select Refresh from the right-click menu.
Note: To refresh the entire EHR, click Refresh Data on the
Menu bar.
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4.6.4  Select Date/Time dialog
As an alternative to typing the date or a date and time in the correct format, the Select
Date/Time dialog provides an easy method for entering the date and time in most
date/time fields. Both versions of the dialog contain a standard calendar widget; the
second version also contains a tool used to select the time (in five-minute
increments):
M Juy 26,201 D[R] [ duly 26,211 D[] [14:02
Sun|M0n|Tue |\-\-"ed|Thu| Fri |Sat Sun|M0n|Tue |W'ed|Thu| Fri |Sat g b gg -
1 2 1 2 2 A0
34 85 6 78 3 3455?8913 ;S
1111213 1415 18 01112 13 e s e | (1D
17 01818 20 21 2 23 17018 19 200 A 22 23|13 535
a4 x5 S u s om on oW LA e
1 16 50
17 ™[[:55
Figure 4-52: Select Date/Time dialogs
To open the dialog, click ellipses (...) at the end of a date/time field.
Date of Onset | 07,/25/2011 |[... | | | Date/Time: | 26-Jul-2011 14:11 (-]
Figure 4-53: Sample Date/Time fields
Features of the dialog include:
e Four calendar navigation buttons, two on either side of the month name, allow
navigation through the calendars:
— Single arrowhead buttons step through the calendars one month at a time.
— Double arrowhead buttons step through the calendars one year at a time.
e Today’s date on the current month calendar is displayed in bold red text and
enclosed in square brackets.
e The date selected is highlighted.
e Click Today to select today’s date.
e On dialogs containing the time selection tool:
— Click Now to select the current time.
— Click Midnight to set the clock to 12:00 AM.
e Click OK to close the dialog and save the selected date and time; Cancel to
discard the selection.
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46.5 Print to a Local Printer

RPMS-EHR can print to any printer installed on the workstation, whether directly
connected to the workstation or configured on the connected network. Printing is
available wherever a Print button is displayed:

1. Click Print to open the Printer Selection dialog:

Printer Selection g]
Local Printers
PaperPaort Image Printer A

ticrozoft XP'S Document Wwiter

KOMICA MIMOLTA mcSE70 PS

KOMICA MIMOLTA mchE70 PCLE

HF LI P3005

Brather PC-Fai w2

Brather MFC-7340 Printer

Brother MFC-78400¢ BR-5 cript3 v

Remote Printers

a0 <SCRIPTPRO LAT> an A
233 <PTEILLING> an
BILLING <PTEILLIMG: an
CARD EMBOSSER an
CODIMG <PTCODE > an
DDS <PRTO: ar
DEMTAL <PTDEMFD> an
EHRIT 96
GREEM <PTOPATG: an v
Copies: |1

Save as your default printer [

Cancel

Figure 4-54: Printer Selection dialog

2. Select a printer
3. Click Setup to perform any needed setup.

4. Click OK to close the dialog and to begin printing.

4.6.6 Web Reference Search
The Info button appears in several locations in the EHR.

LY
9
Figure 4-55: Info button

When clicked, the Info button uses search keywords associated with the current EHR
page to find pertinent information on the Internet and display it in the default browser
window.
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5.0 Select a Patien

At logon, “Patient not sele
appears on the Visit panel:

t and a Visit

cted” appears on the Patient panel and “Visit not selected”

Patient not zelected

Yizit not selected

Figure 5-1: Patient panel and Visit panel at logon

Prior Steps

Before selecting a patient, log on to the EHR (see Section 3.0)

5.1

Select a Patient
1. Click the Patient panel

Patient Selection

Patients

Patient Lists

Providers
Teams
Specialies
Clinics

W ands
Persanal Lists
all

(Figure 5-1) to open the Patient Selection dialog:

Demographics

Demo_Immunization Baby

HRAM: 12345
Ferale, age: 2

Demo Imrunization Baby
Abendroth,F aymond E

Abbep, Tressia Lynn
Abbott Charles Wioodiow
Abbott R ay Mitchel
Abbatt Rodolfo Almanza
Abee Chazidy Sha
Abendroth. Michael

& bendrath, B aymand E
Abercrombie,D avid L
Abercrombie. ames Mitchel
Abernathy Alice M
Abermathy, Chiistopher
Abernathy Edna Minnie
Abernathy Elijgh Thomas
Abernathy Kermit
Abernathy Linda L
Abernathn Melizza Fay
Abernathy M athaniel
Abernathy Pedra Marvin
Abermathy. Samuel B JR
Abernathn Surimer Mackenzie
Abernathy,Susie
AbeptaMorma J
Abner,Douglas
Abraham,Cade Jackson
Abrakam Melvin Edward

[0B: 01-Feb-2009

Patient Detail...

Abramsz,Brady YW arren

Abrams, T abitha Denise Ok

] [ Cancel

Figure 5-2: Patient Selection dialog

click Select on

Note: Another way to open the Patient Selection dialog is to

the Patient menu (see Section 4.1.2)
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Opening the Patient Selection dialog is like opening a file drawer filled with
patient charts, and selecting a patient in the dialog is like taking a patient’s chart
out of the file drawer. The names of the patients whose charts are in the “drawer”
are listed in the Patients pane. This dialog includes three panes:

e Patient Lists: This pane contains a set of radio buttons used to filter the
contents of the dialog.

Patient Lists

Praviders
Teams
Specialies
Clinics

Wards
Persaonal Lists

Figure 5-3: Patient Selection dialog, Patient Lists pane

Each selection causes other changes on the dialog, adding or removing fields
and enabling or disabling buttons. The functionalities provided by these
changes will be discussed further on in this document.

e Patients: This pane contains a search box and a list of selectable patients:

Patients

Demo. mrmunization B aby

Abendroth, Faymat

Abbey Tressia Lynn

Abbatt Charles Woodrow
Abbatt R ay Mitchell
Abbatt Fodolfa Almanza
Abee Chasidy Sha
Abendroth Michael
&bendroth B aymond E
Abercrombie,David L
Abercrombie.) ames Mitchel
Abernathy Alice M
&bernathy Christopher
Abernathy,Edna Minnie
Abernathy Elijah Thomaz
Abernathy K ermit
Abernathy Linda L
Abernathy Melizza Kay
&bernathy M athaniel
Abernathy.Pedro Marvin
Abernathy.Samuel B JR
Abernathy, Summer Mackenzie
Abernathy,Susie
AbeptaMomad
Abner,Douglas
Abraham,Cade Jackson
Abrakam M elvin Edward
Abramsg, Brady Warren
Abrams, T abitha Denise -

Figure 5-4: Patients pane showing a short list and a long list

This list is divided into two parts by a horizontal line:

— Above the line, the content of the “short list” changes depending on the list
type selected in the Patient Lists pane.
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— Below the line; the ‘long list” contains an alphabetical list of all patients in
the database.

e Demographics: This pane displays summary information about the currently
highlighted patient.

Demographics
Demo_ Immunization Baby

HRMN: 12345
Female, age: 2

DOB: 01-Feb-2009

Patient Detail...

[ 0K l [ Cancel ]

Figure 5-5: Patient Selection dialog, Demographics pane

Red text indicates that this is also the currently selected patient, otherwise the
text is black. Besides basic demographic information, a patient photograph is
displayed (if available and if this feature is enabled) and a Patient Detail
button is available for additional information.

2. Select All in the Patient Lists pane to view all patients.

e The ‘long list” includes all patients registered at the facility to which the
CHAV/P is logged on.

e The *short list’ contains names of patients who were previously selected
during the current EHR session.

3. To find a specific patient, do one of the following:

e Scroll through the list to locate the patient by name.
e Type one of the following in the search field at the top of the Patients pane:

— The patient’s name (“Lastname,Firstname,” with no space between the
comma and the first name); for example, to search for a patient named
“John Smith,” type Smith,John.
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— The HRN or SSN (the HRN must be a minimum of four digits in length;
for shorter numbers, add zeros at the beginning of the number); for
example, to search for HRN “38,” type 0038.

— The Date of birth beginning with the letter B followed by the date in 6- or
8-digit numeric format; for example, to search for the date “July 1, 1961,”
type B070161 or B07011961 in the text box

If the patient for this encounter is not in the list of patients, it may
be necessary to log off and log back on to the correct division. If
the patient’s name still does not appear in the list of patients,
follow regional protocols.

4. Select the patient’s name in the list. The patient’s information appears in red in
the Demographics pane.

Patient Selection

Fatient Lists Fatients Demographics
J i Demo_Immunization Baby

HRM: 12345

Providers Female, age: 2

Teams

Specialies

Clinics

W ands

E;f“ma' Lists &bt R ap Mitchel
Abbatt Rodolfo Almanza
Abee Chazidy Sha
Abendroth. Michael
& bendrath, B aymand E
Abercrombie,D avid L
Abercrombie. ames Mitchel
Abernathy Alice M
Abernathy, Christopher
Abernathy Edna Minnie

Abbep, Tressia Lynn
Abbatt Charles Woodiow DOE: 01-Feb-2003

Patient Detail...

Abernathy Elijgh Thomas
Abernathy Kermit
Abernathy Linda L
Abernathn Melizza Fay
Abernathy M athaniel
Abernathy Pedra Marvin
Abernathy. Samuel B JR
Abernathn Surimer Mackenzie
Abernathy,Susie
AbeptaMarma J
Abner,Douglas
Abraham,Cade Jackson
Abrakam Melvin Edward

Abramsz, Brady Waren I

Abrams, T abitha Denise . OK. ] [ Cancel ]

Figure 5-6: Patient Selection dialog showing demographic information in red for the
selected patient

5. Carefully examine the patient’s information in the Demographics pane to be sure
the correct patient name has been selected. To view additional information about
the selected patient, click Patient Detail to open the Detail dialog, as shown in
Figure 5-7.
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& ratient Detail

DEMO,ALICE JANENE

COORDINATING MASTER OF RECORD: NOT LISTED
Temporary: NO TEMPORARY ATDRESS

Address: 110 DEEPWOOD COURT
CHEROKEE ,NC
County: UNSPECIFIED
Phone: 555-555-5190
0ffice: TNSPECIFIED
Bad Addr:

Confidential Address:
N0 CONFIDENTIAL ADDRESS
From/To: NOT APPLICAELE

POS: UNSPECIFIED
Relig: UNSPECIFIED
Race: UNANIWERED

Primary Eligibility: UNSPECIFIED
Other Eligibilities:

60Z2-65-0054

From/To: NOT APPLICABLE
Phone: NOT APPLICABLE

Confidential Address Categories:

Claim #: UNSPECIFIED
Jex: FEMALE
Ethnicity: UNANSWERED

Jtatus : ACTIVE INPATIENT-on WARD (SERIOUSLY ILL)
Adwmitted : FEE 25,2010@12:27:51 Transferred
Ward : INPATIENT Foon-Bed/Ext
Provider : NIESEN , MARY AN Specialty
Attending : NIESEN MARY AW Aduitted by

Addmiszion LOS: 147

Currently enrolled in PT WIGGINS, DIABETIC EN, RADIOLOGY,
DEMO HOSPITAL - RADIOLOGY, GENEFRAL,

Payne, X GRIME3-Z0, X BAKER 20,

3TARK ERICA, erica stark, WINATEAD QUAN4,

PHY3ICAL THERAFY,

PT THOMPRON, SHELL-3PECIALTY/HO3F FU NEW-30,

Future Appointments: NONE
Pemarks:

Primary Care Informatioh:
Primary Practitioner: MOORE,CATHERINE

Jervice Comnection/Rated Disabilities:

Jervice Conmnected: N0
Rated Disabilities: NOT & WETERAN

Next of Kin Information:
MName: DEMO,JOYCE (MOTHER)

A
Font I AI
Size: 3

PT Wiggins,

: MAR 1,Z010@19:03:38

: NIESEN,MAEY ANN

509-4 f
GENERAL MEDICINE

Print... | Cloze |

Figure 5-7: Patient Detail dialog
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Important:Verify that the correct patient has been selected by
double-checking the DOB, HRN, and other data in the Patient
Detail dialog.

6. After confirming that the correct patient has been selected, click OK. The
patient’s information appears in the Patient panel in the toolbar, as shown in
Figure 5-8.

Demo,Patient Sentor Male | Yizit not selected

7330 M-Jan1935 [76) M

Figure 5-8: Patient information in the Patient panel

5.2 Create a Visit

Use the Visit panel to create a new visit for this patient encounter.

Prior Steps

Before creating a new visit, complete the following steps:
1. Logon to the EHR (Section 3.0)
2. Select the patient (Section 5.1)

The correct patient’s name and demographic information must appear on the
Patient panel (as in Figure 5-8).

A visit lists the date, time, and location of the visit, as well as the patient’s encounter
provider (the CHA/P).

5.2.1 Create a new visit

1. Click the yellow Visit panel on the EHR toolbar to open the Encounter Settings
for Current Activities dialog.
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2. Select the New Visit tab.

Encounter Settings for Current Activities

| <Select a location below. >

Encounter Location

Appointments £ Wizsits . Hospital Admizsions ) Mew Yisit
Yizit Location Date of Yizit

I wednesday, Juy 21,2010
A CLINIC ~ . .

AMEBER Time of Yizit .

AMBER I 229 P &

E EHH:E Type of Visit

CAMCER SCREEMIMNG Ambulatory A
CGPHMCLIMIC bt

[ Create a Wisit Maw

Encounter Providers
All Providers
JSER ZSTUDEMT

JSER ZSTUDENT

USERZZSTUDENT

YACANT DOMALD

YAMDUURAM MILDRED R

WALKER MARCELINGD

WATKIMS CHARLES b

0Ok l [ Cancel

Figure 5-9: Encounter Settings for Current Activities dialog with the New Visit tab
selected

The Visit Location pane shows the location, date, time, and type of visit for this
encounter.

The Encounter Providers pane (in the lower half of the New Visit tab) shows
available providers in the All Providers list.

3. Click the location name in the Visit Location list.

4. Verify the correct date and time for the encounter is in the Date of Visit and Time
of Visit fields. If these items are incorrect, use the arrows and drop-down menu to
the right of the field to correct an incorrect date or time.

If documenting an encounter after-the-fact, be sure to set the Date
and Time to match the date and time of the encounter.

5. Choose the correct visit type in the Type of Visit field. See Figure 5-10:

e Ambulatory: Used for face-to-face visits with a healthcare provider or for
visits involving medication ordering or refills.
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Historical: Used for documenting historical services or services provided at

another location.

Telephonic: Used for telephone calls.

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

Not Found: Used for home visits to document that the patient was to have a
home visit but the patient was not there.

Encounter Settings for Current Activities

Encounter Locatian

& CLINIC 27 -Jul-201014:29

Encounter Providers
All Providers

Hiztorical
Telephonic
Chart Review
In-Hospital

USERZZSTUDENT
WACANT DOMNALD J
YAMDUURAN MILDRED R
WALKER MARCELINO
WATKINS CHARLES

USERZSTUDENT

[ray Surgery
Obzervation
Murzing Home

Appointrents A Wizitz | Hozpital Admizsions  Mew Vizit
Wizt Location D ate of Visit
‘Wednesday, July 21,2010 v
Tirne of Yisit
229PM -
C CLIMIC Type of Wisit
CAMCER SCREEMIMG Ambulatory
CGPHMCLIMIC et =

[ ok

J

Cancel ]

Figure 5-10: Choosing the type of visit in the Encounter Settings for Current Activities

dialog
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6. Select the Create a Visit Now check box to view the Providers for this
Encounter field, as shown in Figure 5-11.

Encounter Settings for Current Activities

| ¢Select a location below.>

Encounter Location
Appointments ¢ Wizte . Hozpital Admizsions  Mew Vigit
Wizt Location Date of Visit

wednesday,  July 21,2010 W
A CLIMIC N

AMEER Time of Yisit .

AMBER Il 2:29 PM E

E EHH:E Type of Wisit

CANCER SCREEMING Arbulatory 2
CGPHMCLINIC v

Create a Wisit How

Encounter Providers

All Providers Providers for this Encounter
USERZSTUDENT P

LSER ZSTUDENT

USERZZSTUDENT

WACANT.DOMALD J N
YANDUURAN MILDRED R

WwALRER MARCELING <
WATKINS CHARLES b

[ (]9 ] [ Cancel ]

Figure 5-11: Create a Visit Now check box selected in the Encounter Settings for
Current Activities dialog

7. To be listed as the primary provider for this visit, follow these steps:

a. Find your name in the All Providers list and click on it.

b. Click the green arrow that points to the right (toward the Providers for this
Encounter list) to move your name to that list.

c. Ifaprovider name was mistakenly added to the Providers for this Encounter
list, click the incorrect name in the list to select it, and then click the green
arrow that points to the left (toward the All Providers list) to remove it from
the list.

Listing yourself as the primary provider is the same as putting your name and
level of training at the bottom of the PEF.
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Note: The first time the EHR is used, the CHA/P must locate his
or her name in the Encounter Providers list. For
subsequent uses of the EHR, the CHA/Ps name will be at
the top of the list by default.

If the CHA/Ps name is not in the Encounter Providers list,
contact the Clinical Applications Coordinator (CAC).

8. After entering the visit location, visit date, and encounter provider, the dialog
should look like the example in Figure 5-12.

Encounter Settings for Current Activities

| ¢Select a location below >

Encounter Location
Appointments ¢ Wizsits . Hozpital Admizsions | Mew Visit
Yizit Location Drate of Yisit

Wednesday,  July 21,2010
A CLIMIC A

AMBER Time of Yisit .

AMBER Il 2:29 Phd s

E EH::E Type of Wisit

CANCER SCREEMING Ambulatory v
CGPHMCLIMIC v

Create a Wigit Mow

Encounter Providers
All Providers Providers for this Encounter

USER ZSTUDENT r USERZSTUDENT |
LUSER ZSTUDEMNT

USERZZSTUDENT

WACANT DOMALD J &

YaNDULRAM MILDRED R

wal FER.MaRCELIND &

WATKINS CHARLES s

[ Ok ] [ Cancel ]

Figure 5-12: Encounter Settings for Current Activities dialog with the date of visit, the
visit location, and the provider filled in

9. Click OK to save the information in the Encounter Settings for Current
Activities dialog and return to the PATIENT CHART tab.
5.2.2  Select from Similar Visits

If a second visit for a patient occurs in one day, the Similar Visits dialog is displayed,
as shown in Figure 5-13.
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It is uncommon for one CHA/P to see the same patient more than once in a day, so
the EHR treats a second visit in a single day as a possible mistake and allows the
CHA/P to confirm or reject the second visit.

Similar Visits X
The following vizitz are similar to the requested visit. Perform

one of the following actions:

- To uze one of these vizitz, select it and click Select.
- To ignore these vizits and create a new one, click Ignore.
- To return to the preceding dialog. click Cancel

Location  Visit Date Primary Provider
A CLINIC 2B-Jul-2011 1453 USERZSTUDENT

Ignore ] ’ Cancel

Figure 5-13: Similar Visits dialog

e To create a second visit on the same day for this patient, click Ignore.

e To use one of the existing visits shown in the dialog, select the visit and click
Select.

e To close this dialog and return to the Encounter Settings for Current Activities
dialog, click Cancel.

Important:If the site has ancillary staff that checks patients in and
creates the visit in the EHR, refer to regional policy on how to
select the correct visit and proceed with the patient encounter.
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6.0 The Review Tab

The Review tab contains panes that display the following information about a patient,
as shown in Figure 6-1:

The patient’s active problems (the Active Problems pane)

Recent lab orders (the Lab Orders pane)

Recent appointments and visits (the Appointments and Visits pane)
Any alerts that have been posted for the patient (the Alerts pane)
The Reminders pane is not currently used.

Note: It may take the application time to update information for
the panes in the Review tab. The messages “Retrieving
Active Problem List...” or “Retrieving Lab Orders...”
indicate that the application is updating this information.

Tieview 4 Healh 1 1s ’
Active Problem Lint Lab Ordets
Hn Activn Probiem List Found Mn Lah Dirdets Found

Appuniments & Vils
AppeininantAi | Db Stahes
ACLINIC U114 AMBLLATORY
A LLINIC AR T3 AMBULATORY
FrARMACY 24-3ep-2010 1 AMBULATORY

Tanaiers = i Aleats

Plerindet ”~ Mo Crisia Alests Found

Dtap Ineunezsthion
HCTMGE
urrfereree

Figure 6-1: Review tab

To see more information about an item shown in the Review tab, click the item to
open a Detail dialog.

The Details dialogs for each pane are described in the following sections.

Note: The Review tab is only used for reviewing information. No
information can be entered in any pane on the Review tab.

CHA/P Getting Started Guide The Review Tab
September 2011

60



CHA/P Getting Started Guide (EHR) Version 1.9 Draft

6.1 Active Problem List Pane

Active Problem List

Problem Date A
codiene intolerance 13- Jun-2007
Diabetes Mellituz Without ... 08-Mar-2007
hupertenzion with neuropa...  08-Mar-2007
1CH LUCEMT REGION 5... 16-Feb-2005
ABM. MAMMOGRAM LEB... 1E-Feb-2005
MED ADJUSTMENT INC...  08-4pr-2004
L EMEE TEMDOMITIS [G... 01-5ep-2000
ANKIETY/DTYSTHYMIAD. . 21-Mar-1991
HYPERTEMSION 09-Maovw-1930
OBESITY 09-Maovw-1930

Figure 6-2: Active Problem List pane

The Active Problem List pane contains a list of the patient’s problems with the date
that each problem was last updated.

e To see detailed information about a specific problem, click the problem’s name in
the Problem column to open the Problem Detail dialog.

In Figure 6-3, the problem named “Unspecified Otitis Media” was selected.

& problem Detail

mspecified Otitis Media (382.9)
478510
ACTIVE/

TNEN QTN
None

, by USER,Z5TUDENT
578410, by
pdated: 548410

8

Figure 6-3: Problem Detail dialog

The Problem Detail dialog shows additional information about the problem in the
following fields:

e Onset
e Status
e SCCond
e Exposure
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e Provider
e Clinic

e Recorded
e Entered

e Updated

6.2 Lab Orders Pane

Lab Drders

Lab Order Statuz Date
POCAICYEN... COMPLETE 2-lul-201014:29

Figure 6-4: Lab Orders pane

The Lab Orders pane contains a list of the patient’s lab orders with the status of each
order and the date that it was last updated.

e To see detailed information about a specific lab order, click the order in the Lab
Order column to open the Lab Order Detail dialog.

In Figure 6-5, the order “POC AIC BLOOD WC LD” was selected.

@ L ab Order Detail M=

[POC A41C WENOUS ELOOD WC LE #60640

Collection time: Jul 21, 2010[14:29
Test Name Fesult Mnits Farige
POC A1C g8 H % 1-6

e |23

Figure 6-5: Lab Order Detail dialog

The Lab Order Detail dialog shows additional information about the order in the
following fields:

e Collection time
e Test Name
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e Result
e Units
e Range

6.3

Statuz

Drate
21-Jul-201014:...

Appointment A

Appointments & Visits Pane

Appointments & Visits

AMBULATORY

& CLINIC

2-Jul-201011:.. 1N HOSPITAL
A CLINIC 21-Jul-2010 08:...  AMBULATORY
AMBER Il 2-Jul-2010 08 AMBULATORY
A CLINIC 20-Jul-201014:...  AMBULATORY
Unknown 13Jul-201012:...  AMBULATORY
Unknown 13Jul-201013... AMBULATORY
Unknown 0f-Jul-201012:...  AMBULATORY
A CLINIC 08-Jul-201010:..  IN HOSPITAL
A CLINIC 0f-Jul-201010:...  CHART REVIEW

Figure 6-6: Appointments & Visits pane

The Appointments & Visits pane contains a list of the patient’s future and past
appointments and visits with the date and status of each encounter.

To sort the appointments by date, click the Date column header.
To see detailed information about a specific appointment or visit, click the

encounter in the Appointment/Visit column to open the Appointment/Visit

Detail dialog.

L Appointment/Visit Detail
FN: 109629

OFDER #: 406686
START: Jul 21, 2010@14:29
POC ALC VENOUS BLOOD WC LE #50640

ORDER. #: 40665d
START:

OFDER. #: 406655
START:

[VISIT IEN: 2108876

[HEN: CI 109629

DATE ¥ISIT CEEATED: JUL 21, 2010
PATIENT NAME: DEMO,ALICE JANENE
SERVICE CATEGORY: AMEULATORY
DEPENDENT ENTEY COUNT: 1
HOSPITAL LOCATION: A4 CLINIC

Fant q

-
Size: *

DO&E: 21-Jul-2010 14:29

URINE DIPSTICE URINE 5P ONCE Indication: Diabetes Mellitus Without Mention Of Com...

TICROALBUMIN, URINE TURINE 5P ONCE Indication: Diabetes Mellitus Without Mention 0f Com...

VISIT FILE
WISIT/ADMIT DATESTIME: JUL 21, 2010@14:29

- B

WISIT IEN: 2108376
ORDERS
<Page 1>

STATUS: COMPLETE
STOP: Jul 21, 2010@14:49

STATUS: UNEELEASED
STOP:
*UNSIGNED*

STATUS: UNEELEASED

STOP:
*UNISIGHED*

TYPE: TRIEE-NON &35/NON-COMPACT
LOC. OF ENCOUNTEE: DEMO HOSPITAL
CLINIC: GENERAL

DATE LAST MODIFIED: JUL 21, 2010
CEEATED EY USER: U3SER,Z3TUDENT

Figure 6-7: Appointment/Visit Detail dialog
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6.4 Reminders Pane

Reminder

Ditap Immunization
HCT/HGE

Head Circumference
Height

Hepd Ped Immunization
HepB Ped Immunization
Hibtiter Immunization
IPY Immunization

tMB Immunization

Bl N [Fin o oem mnacns lenenn anfan

Heminders

[rate L

DUE MO
DUE MOw
DUE WO
0a-tap-2011 22:05
DUE MOwW
DUE MOWw
DUE MOw
DUE MO
DUE MO

[T Wil ¥ I U}

Figure 6-8: Reminders pane

Click the Reminder or Date column headings to sort items in the list in either
ascending or descending order by reminder name or date.

Click on a reminder to open the Reminder Detail dialog and view additional
information. See Figure 6-9.

Items in the reminders list that are historical display lab test results and dates. Items
that are due now display details about when the test or immunization should be
administered, problem diagnosis, and provider narrative.

To increase or decrease the font size in the Reminder Detail dialog, use the up or
down arrows to the right of the Font Size field.

To print the reminder, click Print.

& Reminder Detail

Fant ~
Size: 35

pplicable: Due ewery 2 months for ages 42D to 7Y within cohort.
IDtap appears to be due in accordance with Immuneierwve gquidelines
Parient iz in the age ratge of & weeks tao 7 years

Frint... ] [ Cloze

Figure 6-9: Reminder Detail dialog
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6.5 Alerts Pane

Criziz Alert Date

Alerts

ADWANCE DIRECTIWE 13-Feb-2007 10:20

Figure 6-10: Alerts pane

The Alerts pane contains a list of clinical warnings, advance directives, and crisis
notes that have been posted for the patient, with the date that each alert was posted.

e To sort the alerts by date, click the Date column header.

e To see more detailed information about a specific alert, click the alert in the
Crisis Alert column to open the Crisis Detail dialog.

In Figure 6-11, the “Crisis Note” alert was selected.

@ Crisis Detail

TITLE: ADVANCE DIRECTIVE
DATE OF NOTE: FEE 13, Z007E10:zZ0
AUTHOR: U3ER,EITUDENT
TRGENCY:

TEST NOTES FOR ADY DIRECTIVE
/es/ BITUDENT USER

physician
Signed: 0271372007 l0:2l

Font -
Size e

ENTEY DATE: FEE 13, Z007@10:z20:42
EXPF COSIGNER:
STATUS: COMPLETED

Frint... ] ’ Cloze

Figure 6-11: Crisis Detail dialog

The Crisis Detail dialog shows the text of the alert, as well as additional information
about the alert in the following fields:

e Title

e Date of Note
e Entry Date

e Author

e Exp Cosigner

e Urgency
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e Status
e Notes
e Electronic signature and title of the signer

e Signed date and time
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7.0 Record the CC/HPI

(Chief Complaint and History of Present Iliness — CC/HPI Tab)

Use the CC/HPI tab to enter the patient’s chief complaint (CC) and history of present
illness(HPI). Entering the patient’s chief complaint and history of the present illness
in the EHR is similar to writing this information on the PEF.

Use the questions from the inside front cover (IFC) of the CHAM to enter CC,
problem, and HPI information into the EHR.

Prior Steps

Before entering the patient’s chief complaint and history of present illness
information, complete the following steps:

1. Logon to the EHR (Section 3.0)
2. Select the patient (Section 5.1)
3. Create a visit (Section 5.2)

The correct patient’s name, demographic information, and encounter information
must appear on the Patient panel and the Visit panel:

BH - BOSWOOD 14-Jun-2011 11:45
BAILEY . DOMMA R Arnbulaton

Demo_ Patient Semor Male

37330 01-Jan-1935 [¥6] M

Figure 7-1: Example of EHR toolbar showing patient name and encounter information
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7.1 The CC/HPI Tab

|
5
o
i
=i
5
B
i
-4

N % Hadiolf et At e s At Owden LS

® Chief Complnint Tt e W ouse (NN T Active Prablem
Problem » Daln
Aadbix (el Complamit ||| ARDOMIMAL PAINWATH  17dan2007
DWBETES 17dan2007
Disbetes Mol Withou ... 17-Jan-2007

hpf Eroblemblist ffacmeory o] cets fodss o0

| Provicer Mamative : |Stohss | Modfiod | Priosty | Noles {Cloe | Oeant . (ICD |1CD Name  Cluesficnion
Ciabetes Mebi: Wihout Mention oy

01 Conlcalon, Typm 1 Ot fclive V1720 v s DEBEIES LUNSFEC
Unspecdind Type,

2 DWBETES Aelve QL2700 2007 2000 DIABETES IMUNSFEC
AEDOMINAL PAIN WITH MALISER,

3 OMMITTING, DIARFHEA Active | 0111772002

0IN7/2007 %333 UNCODED DIAGNOSIS

Figure 7-2: CC/HPI Tab

The CC/HPI tab contains panes that display the following information about a
patient, as shown in Figure 7-2:

e The reason the patient has come to the clinic today (the Chief Complaint pane).
Use the Chief Complaint pane to enter the patient’s complaints at today’s visit,
using the questions from the IFC of the CHAM as a guide.

e The list of problems already entered by the medical staff for this patient (the
Problem List pane). Use the problems listed in the Problem List pane to help
answer health history questions from the CHAM about the patient’s illnesses and
risk factors, and to compare with the answers the patient gives to these questions
during the current visit.

7.2 Enter the CC/HPI
1. Click the CC/HPI tab.

CHA/P Getting Started Guide Record the CC/HPI
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7.2.1

2. Click Add on the right side of the Chief Complaint pane to open the Chief

Complaint dialog, as shown in Figure 7-3.

= Chief Complaint 3

co: 57 yo F: | have left ear pain « 3 days.
Started gradually 3 dayz ago, deep inside left ear; dull ache; stays in place;
Fain 4/10, conztant; nothing relieves it nor makes it worse. Getting warze.

from 107 to 39 po, termporarily,
Tried seal cil with gailic in ear, no relief.

go away. This episode seems the same.

llheszes new de of HTH
Medicines liginoprl 10mg 1 tab daily.  NEDA; allergic to shimp anaphylasis.

&) Symptom () Diagnosis () Palient Riequest

Took Tylenol 2 req. strength pill: a couple of time yesterday plus last doze 4 hrs ago: reduces fewer

Past ear ache 3 wr ago, asseszed as ear infection, it was treated with amaosicilin which made the pain

Severity

* Location

Ache Dizziness Hemmoridal Discomfort

Ahigty Ear Ache* Hoarseness

Back Ache Employes Health - Antual Infllnfection® O Moderate
Chest Pain Employee Health - Annual TB Ingomnia () Severe
Chillz Emplovee Health - Initial Empldoint Pain®

Cold Employee Health - Sharps Injul aceration®

Cough Eye Pain” Mauzea

Decreased Appetite Fever Fain

Diarthea Head sche Prenatal vizit - 15t Trimester

< g

Duration
"
w

) Hours
(%) Days
) WwWeeks
) Months
) ¥ears

Figure 7-3: Chief Complaint dialog

3. Click once in the empty field at the top of the Chief Complaint dialog to type a
description of the patient’s chief complaint. The information entered here answers

the CC and HPI questions on the IFC of the CHAM.

time.

Note: The list of complaints at the bottom of the dialog and the
buttons under Severity and Duration are not used at this

4. Finish typing information about the patient’s chief complaint.

5. Click OK.

Edit the Chief Complaint

To make changes to the chief complaint after it has been saved:

1. Click the chief complaint in the Chief Complaint pane.

CHA/P Getting Started Guide
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2. Click Edit.

Health || POC ||?atien Fostingd

| 2dd || Edt ][ Delte |

Figure 7-4: Edit button in the CC/HPI tab

3. To add information to the chief complaint, click once in the field at the top of the
Chief Complaint dialog and type the additional information.

4. After completing the edits, click OK in the Chief Complaint dialog to save the
edits and close the dialog.

Fatient prezents with L ear painx 3 daps, fever ranges from 93 to 107 and iz reduced by tulenol but
always returns. Pain iz described as a dull ache which iz alwaps prezent. Mathing makes the pain

better. [t seems to be getting warse
every day. She has put zeal oil with garlic in her ear but it did not help. She had this type of ear ache
three pears agao and was tald it was an ear infection. She repartz taking amoxicilin which did make the
2ar pain go away.

She reports new dx of HTH which she takes lisinopril,

Editing, editing editing....._adding info, and mare info

P r— Sewerity Duration
Ache Dizziness Laceration O Mi
Ariety Ear Ache® Mauzea thor D Lo
back ache® Fewver Pain O Moderate w
Chest Pain Head fche pain in the neck” ) Severs O HDL;S
Chills Hemmorhoidal Dizcomfort Rash * Lacation ®
Cold Hoarzeness Running Mosze = Diaps
Cough Infection Sitwz Pain (O wieeks
Decreazed Appetite Insomnia Sore Thioat ) Months
Diarthea jaint pain® Toothache® ) Years
< | >

(&) Spmptom () Diagnosis () Patient Request

Figure 7-5: Editing the chief complaint

7.2.2 Delete a Chief Complaint
To delete a chief complaint that has already been saved:
1. Select the complaint.
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2. Click Delete, as shown in Figure 7-6.

Health || POC ||?atien Fostingd

| 2dd || Edt ][ Delte |

Figure 7-6: Deleting a chief complaint on the CC/HPI tab

3. Inthe Delete Chief Complaint dialog, click Yes to delete the chief complaint.

e To cancel the “Delete” operation and keep the chief complaint, click No.

Delete Chief Complaink? |

-} W

‘__,:/I Are wou sure you wank ko delete the chief complaint?

Figure 7-7: Delete Chief Complaint dialog

7.3 Review Problems in the Problem List Pane

5] Problem List ;) | [yl v | [Set se Todays POV Add
Frovider Narative Status | Modiied | Piorly | Notss Orsst[ICD_[ICD Name ~
BESITY Betive  11/09/1990 2780 OBESITY
HYPERTENSION Betive 1170871390 4015 HYPERTENSION NOS

ANXIET/DYETHYMIA-DEPRESS] eferr To Bev. Med. For Shess

anagement
ang  LKMEE TENDONITIS (GRACILILS

Figure 7-8: Problem List pane

R
ON-SITUATIOMAL Active 0372141991 M. 30000 AM=IETY STATE NOS

S betve 0340172000 72709 SYNOVITIS NEC
02 hypert i newrpathy betive D308/2007 03/08/2007 9339 UNCODED DIAGNOSIS
D o lert
EER Tl betve  DAB/2007 DAO/00T 36000 DIBETES ILUNSPEC AT UNCONTR
O
Persanal
LR Feierdl pgnaonn U6/14/2007 33507 OTHER DRUG ALLERGY
o5 oy belive  D8/03/2007 DB/O/00F 78609  RESPIRATORY ABMORM NEC
08 Dnspesife betve  DEAB/2010 04/08/2010 3829 OTITIS MEDIA NS
it MEDADIUSTMENTINCREASE e aasoaronns VESE  REASON FOR CONSULT NEC

The Problem List pane appears in the lower portion of the CC/HPI tab. Physicians,
PAs, and advance practice nurses determine what is added to or deleted from the

problem list.

Use the problem list to answer Past Health History questions about illnesses and risk

factors from the IFC of the CHAM.

1. Review the problem list.

2. Ask the patient if he or she has any ongoing health problems. Compare the

patient’s response to what is shown in the problem list.
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3. If the patient has a chronic problem that is not in the problem list, enter the
problem as a note in the Notes tab, and then talk to the patient’s referral provider
so that he or she can add the problem to the problem list.

Note: Refer to Section 11.0 for instructions on entering the
problem in the Notes tab. The chronic problem will be
added to the History Template in the Other Hx field.

To see more information about a specific problem, click the problem to open the
Problem Maintenance dialog, as shown in Figure 7-9 and Figure 7-10.

Broblem List ;)| (rysposrismt + | (Set as Today's FOV
D Frowider Homative Stotus | Modified | Fririy | Hotes fnset [0 (1D Hame ~
il DBESITY betive 11/09/1390 2790 DBESITY
452 HYFERTENSION botive  11/08/1390 018 HYPERTENSION NOS

ARBIETY/DIYSTHYMI-DEFRESSI Fefen To Bew bed ForGess
ER- betive 03/2171391 e To ke 3000 AMMETY STATE NOS
saq  SHEETENDONITIS RAGLUS e ps/m 2000 72708 SYNOWITIS NEC

rtension with neuropathy Active  03/08/2007 03/08/2007 9939 UNCODED DIAGNOSIS
us.
Active  03/08/2007 03/08/2007 25000 DIABETES II/UNSPECNOT UNCONTR

reorl 061342007

05/14/2007 33527 OTHER DRUG ALLERGY

706.03  RESPIRATORY ABNORM NEC
3829 |OTITIS MEDIA NOS

VE5.8  REASON FOR CONSULT NEC

o MEDADJUSTMENEREASE
T —
Figure 7-9: Selecting a problem in the Problem List pane

B Problem Maintenance r>_<|

PobemID  C-l8 | Pioiy| 2] 1-hion ’ Save ” Cancel ]

5 - low

ICD: IZITITIE; MEDIE NOS | ™
[MOTE: If the ICD iz not selected it defaults to 19933 - Uncoded Diagnoziz)

Marrative |Unspecified Otitis Media

Status

Date of Onset | 04/05/2010 E] {*) Active Problem () Personal Histary

() Inactive Problern () Farily History

Motes

MNote # M arrative [rate Athar

Add Mate ] [ Delete Mote

Figure 7-10: Problem Maintenance dialog

The Problem Maintenance dialog shows additional information about the problem
in the following fields:

e ICD

e Narrative
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e Date of Onset
e Status (Active Problem, Inactive Problem, Personal History, or Family History)
e Notes, if any, including the Note #, Narrative, Date, and Author for each note

The information in the problem list can be sorted by ID, Provider Narrative, Status,
Modified, Priority, Notes, Onset, ICD, or ICD Name.

7.3.1  Sort problems by date last modified

To sort the list of problems by the date they were last modified, click the Modified
column heading, as shown in Figure 7-11.

Broblem Uit )| OPRTN=] 01| JEEN e e
(1] Provide: Naustive Steup Modiied  Pricity Notes Oraat (4] D Name I
&A1 DRESITY Actvr  11/ANS0 2|0 ORESITY
AA-Z HYPERATENSION Ackve  11/05/1990 4019 HYPLRTENSION NOS

AMAETYOETHYMIA DEPRESS] |, . Refen ToBev Med FouSinss e -
A4 OHSITUATIONAL Actve  OX211199 0000 ANMIETY STATE NOS

Managemert.
L KMEE TENDOMITIS |GRACILILS - ATIE
A4 MUSCLE) Acive 090172000 72209 SYNDATIS NEC

02 bypetersin vith neucpalhy  Acin | DR0B/007 (RNEZIOT 9999 LINCODED DIAGNOSIS
Dbetes Mela Wilind Mentin
03 i Congheaion, Type i Or Aokve  DNE/007 CR08/2007 25000 DIABETES IUNSPEC NOT UNCONTR
Uniesand | .
04 cobern rloknance
05 Dripnes, Paoimal Actve | GGAIVE0T CRNOZ00T 70609 RESPIRATORY ADNORM NEC
08 Unspeuded Ol Meda kv U/ OLEND FEY 0111 MEDIANDS
e MEDADJUSTMENTINCREASE s mastmemn VESE  REASON FOR CONSULT NEC

E:ﬁ:g A3 (BAAZ07 99527 OTHER DRUG ALLERGY

ADM, MAMMOGRAM L BREAST
DENSITY

1CM LUCENT REGION SUP, LAT
ASFECT BATELLA

WL Adee BN THB0  UNSFECIFIED ABNURMAL MAMMOGRAM

i Saeden (ERSTNG THERT  MONSPARM FINDMS SYSTEM

Figure 7-11: Modified column heading

7.3.2  Filter problems by status

Use the field to the left of the Set as Today’s POV button to “filter” or display only a
specific type of problem in the problem list.

The following types of problems can be shown in the list: All Problems, Active Only,
Inactive Only, Personal History, or Family History.

Note: The options in the field correspond to the buttons in the
Status area of the Problem Maintenance dialog.

For example, to display problems that have the Active
Problem button selected in the Problem List pane, select
“Active Only” from the field.

1. Tofilter the list of problems, click the arrow on the field to the left of the Set as
Today’s POV button to open the status list.

2. Click the problem status to be displayed.

For example, to display only problems with a status of “Active Only,” click the
arrow on the field, and then click “Active Only”, as shown in Figure 7-12.
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'% Broblem List )| active onp

: : [ &1l Problems
0 Provider Marrative Lctive Orly

OH-7 Confusion Inactive Onl
mUdn  CIARETEE

Figure 7-12: Problem status field with “Active Only” status selected

7.3.2.1 Filtering by status of “Active Problem”

Figure 7-13 shows the Problem L.ist pane filtered to display only problems that have
the Active Problem button selected in the Problem Maintenance dialog.

Click the “Active Only” option in the field to display problems with the “Active
Problem” status.

Provider Narrative Status Modified  Priority | Notes Onset  |ICD ICD Name: ~
OBESITY Active 1140941930 2730  OBESITY

HYPERTENSION Active 11409415830 4019 HYPERTENSION NOS

ANXIETY/DYSTHYMIA-DEPRESS| Refen To Bev. Med. For Shess

ON-SITUATIOMAL active 0372141591 Management 30000 AM=IETY STATE NOS

LKNEE TENDONITIS (GRACILUS 410 ca1/2000 72708 SYNOWITIS NEC

Active  03/08/2007 03/08/2007 9388  UNCODED DIAGMOSIS

Mertion
active  03/08/2007 03/08/2007 25000 DIABETES II/UNSPEC NOT UNCONTR

oy 08/13:2007 05/14/2007 995.27  OTHER DRUG ALLERGY

RESPIRATOR'Y ABMORM NEC
OTITIS MEDIA NOS

REASON FOR CONSULT NEC

Figure 7-13: Active Only filter
7.3.2.2 Filtering by status of “Inactive Problem”
Figure 7-14 shows the Problem List pane filtered to display only problems that the
Inactive Problem button selected in the Problem Maintenance dialog.
Click the “Inactive Only” option in the field to display problems with the “Inactive
Problem” status.
Em'hlum List |._ i Dl W E_ﬂ‘_l _Ei.lﬂ,l
L P:un.'ﬁdhlr:"m . Sashut Moallenh  Proaly  Noted Ol KD D Hars
[z MM LLCERT REGION SUR LAT, e paimaizmnn TIET  MONSFASN FIRDAES SRS TEM
142 Lierspen o E sertedl Hppeitoroon e DAAT/20N0 o] HYFERTENSION NOS
Figure 7-14: Inactive Only filter
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8.0 The Meds Tab

Use the Meds tab to review the current patient’s medications. The Meds tab is for
review only. No data can be entered on this tab.

1.

A w

© o N o O

10.
11.
12.
13
14.

16.
17.Print the patient’s health summary (Section 21.0)

Prior Steps
Before using the Meds tab, complete the following steps:

Log on to the EHR (Section 3.0)
Select the patient (Section 5.1)
Create a visit (Section 5.2)

Enter the patient’s chief complaint and history of present illness information
(Section 7.0)

Review and update the patient’s past health history (Section 8.0)
Update the patient’s immunization and skin test records (Section 10.0)
Enter information in the History template (Section 11.0)

Enter the patient’s vitals (Section 12.0)

Enter information in one or more exam templates (Section 13.0)
Order a lab Point of Care test (Section 14.0)

Enter an assessment of the patient’s problem (Section 15.0)

Order medications and labs (Section 16.0)

Record patient education information (Section 17.0)

Enter information on the Lab Assessment Plan template and sign the note
and other items (Section 18.0)

Review information on the Consults tab (Section 20.0)

The correct patient’s name, demographic information, and encounter information
must appear on the Patient panel and the Visit panel:

37330

Demo_ Patient Senior Male

BH - BOSWOOD 14-Jun-2011 11:45

01-Jan-1935 [FB] b BAILEY DOMMA A Arnbulatary

Figure 8-1: Example of EHR toolbar showing patient name and encounter information
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e View Ackon
i z ] +

Active Only Cheoric Only 180 days Priet.. Hew. Check.

Outside Medications ¥

[im

Acton | Ouicds Mk ons: Sabus Slal Date

Figure 8-2: Meds tab showing buttons used to filter medications

1. Click within either of the two panes (Outpatient Medications or Outside
Medications) to activate the desired list.

2. Use the buttons at the top of the Meds tab to filter the medications in the list.
Buttons that may appear on the tab include Active Only, Chronic Only, Days,
Print, Process, New, and Check.

3. Click a column header to sort the list of medications. For example, click the Last
Filled column header to sort the list by the last filled date.

e To sort in ascending order, click the column heading once.

e To sort in descending order, click the column heading a second time.
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9.0 Review and Update Past Health History

Reviewing and updating the patient’s past health history in the EHR is similar to
reviewing the patient’s chart and filling out this information on the PEF.

Use the Past Health Hx tab to review and update information about the patient’s
allergies and adverse reactions, health factors, exams, and personal health data.

Prior Steps
Before entering the patient’s past health history, complete the following steps:
1. Log on to the EHR (Section 3.0)
2. Select the patient (Section 5.1)
3. Create a visit (Section 5.2)
4

Enter the patient’s chief complaint and history of present illness
information (Section 7.0)

The correct patient’s name, demographic information, and encounter information
must appear on the Patient panel and the Visit panel:

Demo,Patient Senior Male
37930 0-Jan-1935 [7/6] M

BH - BOSWOOD 1d-Jun-2011 11:45
BAILEY ,DOMMA R Armbulaton

Figure 9-1: Example of the EHR toolbar showing patient name and encounter information

The Past Health Hx tab contains panes that display the following information about
a patient, as shown in Figure 9-2:

Hetioatons { Revew L0C/HPL ey Pos Foakh ox - j8ib) [ Biins (ol L rsnsamors " Didoss “[PEd {Procoduens | Conmts {Reperts | Lobs
Medication List Adverse Reactions
Mpdication Sinlus. Fastan Date = | Agent = Typn Resction

METOPROLOL., ACTME 184p 2001 | PEMICHLLIN Ding HIES
LISINDPRIL= 2 ACTWVE

Stetus InpatiertQutpatient Statis
Al Chcie DA 00k O OM @tive

Health Factors. @

[Vitk Dste [Exams Fesuk Comments | Providsr Locatin
USUR/ND DIABETIC FOUT EXAM, COMPLETE  RUHMALMNEGATIVE USEH ZZSTUDENT  DEMO
UMORA010 FODT INSPECTION KOMMAL/NEGATIVE USERZZSTUDENT DEMD
(/1772007 IMTIMATE PARTNER VDLENCE  REFUSED SERMICE

ViskDiate  HesthFPactor  Calegory | Comment
4177000 Sewohen In Home T obaceo

<

. Dieposdinctivg Hastth Inlini Féeding Feizonsl Hesth Py History
iﬁ Persanal | Hualth T . vabect a o, %

| mlusal (41772007 INTIMATE PARTHER VIDLENCE [Exam]

Figure 9-2: Past Health Hx tab
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e A list of medications that have been prescribed (the Medication List pane):
Compare the medications listed on the Medication List pane with the patient’s
answers to the questions on the IFC of the CHAM. See Section 9.1.

e The patient’s known allergies and adverse reactions (the Adverse Reactions
pane): Use the Adverse Reactions pane to review and update information about
the patient’s allergies and adverse reactions. See Section 9.2.

e Alist of the patient’s health factors (the Health Factors pane): Use the Health
Factors pane to review and update the patient’s current health factors. See

Section 9.2.3.

e A list of exams and screenings that have been performed for the patient (the
Exams pane): Use the Exams pane to enter the results of screenings performed
during the visit, to enter a refusal if the patient refuses to answer the screening
questions, or to enter historical information about drug or alcohol use provided by

the patient. See Section 3.

e Data related to the patient’s asthma status, reproductive status, functional status,
treatment contract, etc., as well as infant feeding information and other pediatric
data (the Personal Health pane): Use the Personal Health pane to record
important personal health data about the patient. See Section 9.4.6.

9.1 Medication List Pane

anihcalionsmﬁeview\kccz’HF‘I\i Past Health Hx {IMM (Notes ‘(Vitals (Assessment {Drders {F‘tEd {F‘rnc

Medication List

tdedication | Status | |zzue Date v

LORazepam=T... ACTIVE® 28-Jun-2001

Statu
o All " Active

Inpatient/Jutpatient
@Al C Out O ln

Figure 9-3: Medication List pane

The Medication List pane in the top left corner of the Past Health Hx tab lists
medications that have been prescribed for the patient, including the date the
prescription was issued and the current status of the prescription.

e To see all medications that have been prescribed, select All (located at the bottom

of the Medication L.ist pane).

e To see only medications that are currently active, select Active (located at the

bottom of the Medication List pane).
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9.2

9.2.1

Compare the patient’s answers to the questions from the IFC of the CHAM with the
information in the Medication List pane. If the patient reports a medication that is
not in the Medication List pane, enter the medicine in the Notes tab as specified by
the site.

Adverse Reactions Pane

Adverse Reactions

Agent | Heacllg.n | SEELUS |
MOBARBITAL  DELERIUM “enfied 3
AMORICILLIN ARRHYTHMIA — Yerified

DEMEROL APAP CHEST PAIN Weiified
INSECT STING ~ ANAPHYLAKIS  Weiified
PEMICILLIN G AMAPHYLAXL..  Weiified

Figure 9-4: Adverse Reactions pane

The Adverse Reactions pane in the top right corner of the Past Health Hx tab shows
a list of the patient’s known allergies, including the causative agent, the signs or
symptoms of the reaction, and the status of the allergy. Use the Adverse Reactions
pane to review known allergies and adverse reactions, and to add new allergies and
adverse reactions, if necessary:

e If the column heading displays the message, No Allergy Assessment, the patient
has no adverse reactions listed and has not been assessed for allergies.

Leaving the Adverse Reactions pane in this state counts against the
site when statistics are compiled for Meaningful Use.

e |f the column heading displays the message, No Known Allergies, the patient has
been assessed for allergies and has reported or exhibited none.

Add a New Adverse Reaction
To add a new allergy or reaction to the Adverse Reaction pane:

1. Inthe Adverse Reactions pane, right-click anywhere in the pane to display the
context menu.

2. Select New Adverse Reaction as shown in Figure 9-5.
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Mew fdverse Reaction. .,

Inahility to Assess

I Refresh FS

Figure 9-5: Selecting the New Adverse Reaction option in the context menu

3. The Look up Causative Agent dialog is displayed, as shown in Figure 9-6.

Look up Causative Agent

Enter cauzative agent for &dverze Reaction:

[Enter at lzast 3 characters)

| | [ Search ]
[ Ma Enown Allergies [ 0k ] l Cancel

Figure 9-6: Look up Causative Agent dialog

4. To find a specific causative agent:

a. Type a minimum of three characters in the field at the top of the Look up
Causative Agent dialog.

b. Click Search.
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A list of causative agents starting with those characters is displayed, as shown in

Figure 9-7.

Look up Causative Agent

Enter cauzative agent for Adverse Reaction:
[Enter at least 3 characters]

|in$ect

| [ Search ]

Select from one of the following items

= 1 matches found.
A0 Allergies File [no matches)
-+ Drug Ingredients File [1]
IMSECT STIMG

A2 Diug Clazs File [ho matches)
+ Mational Drug File - Generic Drug Mame [1]
A7 Mational Drug file - Trade Mame [ho matches)

[

ok

l[ Cancel l

Select From the matching entries on the list, or search again.

Figure 9-7: List of agents in the Look up Causative Agents dialog

5. Select the appropriate causative agent by clicking it in the list.

6. Click OK to return to the Create Adverse Reaction dialog.
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In this example, the causative agent was an insect sting which is displayed in the

Causative agent field.

. ® Create Adverse Reaction Q@@I

Reaction
Cauzsative agent:

INSECT STINGS

Mature of Reaction
Other

Ewent Code

| =

Source of Infomation

SighesSymptoms

Avvailable Selected

AGITATION
AGRAMULOCYTOSIS
ALOPECIA,
ANAPHYLAAIS
ANEMIA,

ANDRE=IA

AMNKIETY

APMEA,

APPETITE INCREASED
ARRHYTHMIA Source:

Comments

Drate/Time:

[] Obszerved

[

] [ Cancel

Figure 9-8: Create Adverse Reaction dialog

7. In the Nature of Reaction field select one of the following: Drug; Food; Other;
Drug, Food; Drug, Other; or Food,Other. See Figure 9-8.

Note: Many Causative agents are assigned a default Nature of
Reaction; when this occurs (as shown in Figure 9-8), the

Nature of Reaction cannot be changed.

8. If appropriate, select an Event Code and a Source of Information.

9. Select one or more Signs/Symptoms to associate with this adverse reaction. To
find a sign or symptom in the list:

a.
b.

C.

Type the first few characters in the field at the top of the Available list.

Select the correct sign or symptom.

Click the right arrow (toward the Selected list) to add it to that list, as shown

in Figure 9-10.
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@ Create Adverse Reaction

Reaction
Caugative agent;

|DD>¢rwcuNE |

[]Observed

B(=1[Ed

M ature of Reaction |

|Drug |

Ewent Code |

|ALLEHGY TO SUBSTAMCE

Source of Information |

[PATIENT &)

Signa/Symptoms
A ailable
RasH

POSSIBELE REACTION ”~
PRIAPISM B
PROLOMNGED PEMILE ERECTIC
PRURITIS

PTOSIS

PURPURA

Selected

AGRAMULOCYTOSIS Aug 31,2017017:42

(#]le] [+

RALES
RASH

3 Date/Time: | 31-Aug-2011 11:42

=)

RASH PAPLILAR

RESPIRATORY DISTRESS | Source: ||

=

Comments

|

Ok

] [ Cancel

Figure 9-9: Moving the selected sign/symptom to Selected

10. To remove a sign or symptom from the Selected list.

a. Click the sign or symptom.
b. Click the left arrow (toward the Available list).
11. Add a comment in the Comments field, if necessary.
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12. If appropriate, click the Observed check box and enter the reaction date, time,
and severity. For example, click the Observed check box if a patient is stung by a
bee while waiting for her/his appointment or a patient is receiving an
immunization and a reaction is observed by the provider. See Figure 9-10.

l & (Creaie Adverse Reaction Q@Bl

Reaction
Cauzative agent:

DOy CYCLIME

M ature of Reaction

Drug

Ewent Code

ALLERGY TO SUBSTAMCE

Source of Infarmation
PATIENT E]

Signa/Symptaoms
Available
Fa5H

POSSIBELE REACTION -~
PRIAFISM

PROLOMGED PEMILE ERECTIC
PRURITIS

PTOSIS

PURPURA

RESPIRATORY DISTRESS b

Comments

Obzerved
Obszerver:
User Zstudent (=]
Reaction Date/Time
E] Severity

Selected
AGRANULOCYTOS g 31.2011¢@11:42

(#][¢]

Date/Time; | 31-Aug-2011 11:42 E]

Source: (=

ak. ] [ Caticel

Figure 9-10: Selecting the Observed check box

Note: The Observed check box is only selected when the
provider observes a reaction during the encounter.

13. When finished, click OK to close the Create Adverse Reaction dialog. The new
adverse reaction appears in the Adverse Reaction pane with a status of
“Unsigned”, as shown in Figure 9-11.

Agent Reaction

AMOBARBITAL  DELERIUM
AMOEICILLIN ARRHYTHMIA

DEMEROL APAP CHEST PAIM
IMSECT STING ~ ANAPHYLAXIS
FEMICILLIN G ANAPHYLAX...

Adverse Reactions

Status

Werified
Yerified
Werified
“Unszigned
Werified

Figure 9-11: A new adverse reaction appears in blue in the Adverse Reactions pane
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14. After adding one or more new adverse reactions, click Awaiting
Review/Signature (shown in Figure 4-43) to open the Review/Sign Changes
dialog, as shown in Figure 9-12. If any of the newly added items need to be
signed, they will be listed in the dialog.

Review/Sign Changes for Demo,Alice Janene

Signature will be applied to checked items
Adverse Reaction
[E] Adverse Reaction to INSECT STIMNG

[ ak. ] [ Cancel

Figure 9-12: Review/Sign Changes dialog

In the example in Figure 9-12, there is a single item to be signed. The green
button to its left indicates that it is selected.

15. Click OK.

9.2.2  Enter No Known Allergies in the Adverse Reactions Pane

To enter a “No Allergy Assessment” note in the Adverse Reactions pane, follow
these steps:

1. Inthe Adverse Reactions pane, right-click to display the context menu.

2. Select New Adverse Reaction to open the Look up Causative Agent dialog.
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3. Select the No Known Allergies check box at the bottom of the dialog, as shown
in Figure 9-13.

Look up Causative Agent

[] Ma Enavn Allergies [ ok ] [ Cancel ]

Figure 9-13: Selecting the No Known Allergies check box

4. Click OK to close the dialog.

5. Click the Refresh Data menu item at the top of the EHR window to see the “No
Allergy Assessment” note in the Adverse Reactions pane.

9.2.3  Enter “Inability to Assess” in the Adverse Reactions Pane
To enter “Unassessable” in the Adverse Reactions pane, follow these steps:

1. Inthe Adverse Reactions pane, right-click to display the context menu. Select the
Inability to Assess option to open the Reason Prompt dialog.
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Reason Prompt

Fleaze select a reazon:
(" UNCOMSCIDUS

() LANGUAGE BARRIER
() ALTERED MEMTAL STATUS

%]

() CAREGIVER DOES NOT KNOW
() PATIENT DOES NOT KNOW
() OTHER

o | (o]

Figure 9-14: Reason Prompt dialog

2. Select a reason.

3. Click OK to close the dialog.

4. Click the Refresh Data menu item at the top of the EHR window to see the
“Unassessable” note in the Adverse Reactions pane.

9.3 Health Factors Pane

The Health Factors pane in the Past Health Hx tab (located below the Medication

List pane) shows the patient’s current health factors. See Figure 9-15.

@ Health Factors

Add

Edit

Delete

Wizit D ate Health Factor

05/01/2007 | Current Smoker, Status Unknown

Category Comment
T ai tl ACC0

Figure 9-15: Health Factors pane in the Past Health Hx tab

9.3.1 Review Health Factors

Use the Health Factors pane to review the patient’s health factors and to add new
health factors when the patient answers the questions on the IFC of the CHAM.

Health Factors describe a component of the patient’s health and wellness not
documented elsewhere or as an ICD or CPT code. Health factors are not visit specific

and relate to the patients overall health status.
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Health Factors influence a person’s health status and response to therapy. Some
important patient education assessments can be considered health factors such as

readiness to learn, barriers to learning, and learning preferences.

Why should health factors be entered?
Health factors influence a person’s health status and response to therapy.

Health factors include tobacco use, alcohol use, and TB status.

Some important patient education assessments can be made in health factors,
such as readiness to learn, barriers to learning, and learning preferences.

Patient health factors must be documented for reporting requirements under

the Government Performance and Results Act (GPRA).

9.3.2 Add a New Health Factor
To add a new health factor for the patient follow these steps:

1.

Click Add (located on the right side of the Health Factors pane) to open the Add

Health Factor dialog, as shown in Figure 9-15.

B Add Health Factor 3

Itermns ~
ZZEALCDHDLIDHUEE

ASTHMA TRIGGERS
BARRIERS TO LEARNING
CONFIDENCE IN MANAGING HEALTH PROBLEMS

DIABETES SELF MONITORING

HEALTH LITERACY

LEARNING PREFERENCE

OCCUPATION

RUBELLA IMMUNITY STATUS

TB STATUS

TOBACCO [EXPOSURE)

TDBACCO [SMOKELESS - CHEWING/DIP)

TOBACCO [SMOKING)
e

Comment

Version 1.9 Draft

Figure 9-16: Add Health Factor dialog

To add answers to the tobacco-related questions from the IFC of the CHAM, click
the plus sign (+) next to any of the three “TOBACCO” entries to open a list of

possible answers to the questions, as shown in Figure 9-17.

To meet the requirements for Meaningful Use, select one answer
from the TOBACCO (SMOKING) list.

Select the items that most closely describes the patient’s tobacco use.
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Bl Add Health Factor

T

Itermns

TB STATUS
TOBACCO (EXPOSURE] Cancel
TOBACCO [SMOKELESS - CHEWING/DIP]

TOBACCO [SMOKING]

CEREMOMIAL USE OMLY

CESSATION-SMOKER

CURRENT SMOKER. EVER™Y Dy

CURRENT SMOKER, SOME Dy

CURRENT SMOKER, STATUS UMENDWN

MEVER SMOKED

PREYIOUS [FORMER] SMOKER

SMOKING STATUS UNKNOWN
__________________________________________________________|

Comrment

RUBELLA IMMUNITY STATUS

L

w

Figure 9-17: List of options for the “TOBACCO (SMOKING)” health factor

Tobacco health factors and their meanings:
TOBACCO (EXPOSURE):

EXPOSURE TO ENVIRONMENTAL TOBACCO SMOKE: is
around tobacco smoke while at work or performing other activities.

SMOKE FREE HOME: no one smokes in the patient’s home.
SMOKER IN HOME: someone smokes in the patient’s home.

TOBACCO (SMOKELESS - CHEWING/DIP):

CESSATION SMOKELESS: currently in the process of quitting
smokeless tobacco; has quit for less than 6 months.

CURRENT SMOKELESS: currently using chewing tobacco, dip, snuff,
Igmik.

NEVER USED SMOKELESS TOBACCO: never used chewing
tobacco, dip, snuff, Igmik.

PREVIOUS (FORMER) SMOKELESS: has quit using smokeless
tobacco for longer than 6 months.

SMOKELESS TOBACCO, STATUS UNKNOWN: unknown if ever
used smokeless tobaccl.

TOBACCO (SMOKING):

CEREMONIAL USE ONLY: uses tobacco for ceremonial or religious
reasons only.

CESSATION SMOKER: currently in the process of quitting smoking
tobacco; has quit for less than 6 months.

CURRENT SMOKER, EVERY DAY: currently smoking cigarettes,
pipe, cigars.
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— CURRENT SMOKER, SOME DAY: currently smoking cigarettes, pipe,
cigars.

— CURRENT SMOKER, STATUS UNKNOWN: currently smoking
cigarettes, pipe, cigars.

— NEVER SMOKED: never used cigarettes, pipe, cigars.

- PREVIOUS (FORMER) SMOKER: has quit smoking tobacco for
longer than 6 months.

— SMOKING STATUS UNKNOWN: unknown if ever used smoking
tobacco.

3. Toadd comments to the selected factor, click the Comment field and type the
comment

4. Click Add.

94 Exams Pane

@Exams Add || Edit || Delet=

izit D ate Examz Fesult Comments Frovider Locatio
08/28/2008 DIABETIC FOOT ExAk, COMPLETE NORMAL/MEGATIVE  nlzgledglglkslk  MOSELY ELVIRA  DEMO
0570142007 IMTIMATE PARTHER YIOLEMCE NORMALMEGATIVE USER.BSTUDEMT DEMO

Figure 9-18: Exams pane

Use the Exams pane in the Past Health Hx tab, shown in Figure 9-18, to document
the results of various screening exams, such as alcohol and drug screenings and
depression screenings.

Document a patient’s refusal to answer screening questions in the Exams pane. The
refusal can also include other circumstances that prevent a screening from being
performed, as well as prior history of alcohol or drug use and exams performed at
other clinics.

9.4.1 Document a New Alcohol/Drug Screening

Note: The Exams pane does not include a separate exam option
for documenting drug use. Use the Comment field for the
ALCOHOL SCREENING option to document the results
of the drug screening.

1. Inthe Exams pane, click Add to open the Exam Selection dialog.
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2. Inthe list of exams, select the “ALCOHOL SCREENING” option, as shown in
Figure 9-19.

. Exam, Selection

Code | Examss
ALCOHOL SCREEMING
4 COLOR BLIMDMESS

30 DENTAL ExdM

36 DEPRESSION SCREEMING

0z DIABETIC EYE EXAM

28 DIABETIC FOOT ExAM, COMPLETE

< FaLL RISK

29 FOOT INSPECTION

34 IMTIMATE PARTHER WIOLENCE

-] MEWEBORM HEARING SCREEM [LEFT]
] MEWEBORMN HEARING SCREEM [RIGHT)
40 MUTRITIOMAL RISK SCREEMING

14 RECTAL Exéh

Figure 9-19: Selecting “ALCOHOL SCREENING” in the Exam Selection dialog

3. Click Select to open the Document an Exam dialog, as shown in Figure 9-20.

. Document an Exam

Exam ALCOHOL SCREENING ] —
Result I |
Comment
(%) Current
Provider \USER ZSTUDENT (=] | O Historical
() Refuzal

Figure 9-20: Document an Exam dialog

The Exam field at the top of the Document an Exam dialog contains the name of
the selected exam. In Figure 9-20, the selected exam is ALCOHOL
SCREENING.

4. Ask the patient the drug and alcohol screening questions from the IFC of the
CHAM.

5. Click the arrow next to the Result field to select “POSITIVE” or “NEGATIVE”
depending on the patient’s answers, as shown in Figure 9-21.
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Note: For a patient that drinks alcohol or uses drugs, select
“POSITIVE.” For a patient that does not drink alcohol and

does not use drugs, select “NEGATIVE.”

| Document an Exam El
Exam|ALCOHOL SCREENING |(-) o
|
| Comment [FOSITIVE
NEGATIVE (=) Current
Provider | USER ZSTUDENT |(=]) | O Historieal
() Refusal

Figure 9-21: Selecting “POSITIVE” in the Result field

6. To enter comments about the type of alcohol and/or drugs used by the patient,
click in the Comment field and type the comments, as shown in Figure 9-22.

Exam ALCOHOL SCREENING = o

Result | NEGATIVE v

C ; Pt reports soberity for 3 wears after going to 01d Minto *

Zncl Recovery. Sher reports previously dinking 1/% whiskey and o, O Cunert
Provider | USER ZSTUDENT (] |@® Historical
Hizstarical O Refusal

Event Dats | 07/20/2010 | [o..]

Location |Alaska vilage

() IH5 ATribal Facility
(%) Other

Figure 9-22: Entering comments about drug and alcohol use in the Comment field

Note: Enter all drug screening results in the Comment field.
There is currently no other place in the EHR to document

drug screenings.

7. Click Add to close the dialog and return to the Exam pane in the Past Health Hx
tab.
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9.4.2

Document a Depression Screening

Ask the Mental Health Screening questions beginning on page 694 of the CHAM.

Note: The screening exam must be performed before POSITIVE
or NEGATIVE can be selected in the Result list.

1. Inthe Exams panel click Add to open the Exam Selection dialog, as shown in

Figure 9-23.

w. Exam, Selection

4 COLOR BLIMDMESS

DEFPRESSION SCREEMING

03  DIABETICEYE EXAM

28 DIABETICFODT EXAM, COMPLETE

37 FALLRISK

29 FOOTINSPECTION

34 INTIMATE PARTNER VIOLENCE

39 NEWBORN HEARING SCREEN [LEFT)
38 NEWBORN HEARING SCREEN [RIGHT)
40 NUTRITIONAL RISK SCREENING

14 RECTAL EX&M

Code | Examgs
3/ ALCOHOL SCREENING
30 DENTALEXAM

Figure 9-23: The Exam Selection dialog

2. Select the “DEPRESSION SCREENING” option.

3. Click Select.

w. Document an Exam

g:-:am|DEF'FEESSIEIN SCREEMIMG |[Z] o
Result | POSITIVE v
Cornrmett |
() Curent
Provider | ISER ZSTUDENT (=) | O Historical
) Refuzal

Figure 9-24: Documenting a positive depression screening

4. Inthe Result list, select “POSITIVE” or “NEGATIVE.”

o If the assessment and plan for Depression on page 699 of the CHAM is

chosen, select “POSITIVE.”
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e |f a different assessment and plan is chosen, select “NEGATIVE.”

5. If “POSITIVE” was selected, type an explanation of this result in the Comment
field.

6. Click Add to close the dialog and return to the Exam pane in the Past Health Hx
tab.

9.4.3 Document “Unable to Screen” for Depression Screening

If a depression screening cannot be performed, follow these steps to document the
situation:

1. Inthe Document an Exam dialog, select Refusal on the bottom right side of the
dialog.

2. In the Reason list, click the arrow and choose “UNABLE TO SCREEN” from the
list as shown in Figure 9-25.

x
E:-camIDEF'FEESSIEIN SCREEMIMG _I d
Reazon | Cancel
Comrment il
LI " Curmrent
Provvider ILISEHZSTLIDENT _I i~ Hiztorical
f* Refusal

Figure 9-25: Selecting “UNABLE TO SCREEN"

3. Inthe Comment field, type a note about why a depression screening was not
performed, as shown in the example in Figure 9-26:

x
Exam [DEPRESSION SCREENING _| g
Reason |UNABLE TO SCREEN x| Cancel
Comment qroup setting. unable bo question in prlvate.l ;I
LI £ Current
Pravider IUSEHZSTLIDENT _I " Histarical
f+ RBefuzal

Figure 9-26: Comment entered to document “UNABLE TO SCREEN” for depression
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4. Click Add to close the dialog and return to the Exam pane in the Past Health Hx

tab.

9.4.4

Document a Refusal for Drug/Alcohol Screening

If the patient refuses to answer questions for a drug or alcohol screening, follow these

steps to document the refusal:

1. Inthe Exams pane, click Add to open the Exam Selection dialog. Select
“ALCOHOL SCREENING” from the list, as shown in Figure 9-27.

. Exam, Selection

Code | Examss
3 ALCOHOL SCREEMING
COLOR BLIMDMESS
an DEMTAL ExAM

36 DEPRESSION SCREEMING

03 DIABETIC EYE B

28 DIABETIC FOOT ExaM, COMPLETE

ar FALL RISE

29 FOOT INSPECTION

M IMTIMATE PARTMER WIOLEMCE

39 MEWBORM HEARIMG SCREEM [LEFT)
38 ME'WBORM HEARIMG SCREEM [RIGHT)
40 MUTRITIOMAL RISK SCREENING
RECTAL ExaM

Select

Cancel

Figure 9-27: Exam Selection dialog

2. Click Select to open the Document an Exam dialog, as shown in Figure 9-28.

The default is set to Current.

w| Document an Exam

Evam ALCOHOL SCREENING

| E Add

Recut M - |

Cancel

Cornnnent

() Current

Provider |USEHZSTUDENT

| E] () Historical

() Refuzal

Figure 9-28: Document an Exam dialog
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3. Select Refusal (located on the bottom right side of the dialog), as shown in Figure

9-29. The Result label changes to Reason.

g:-:am|.-’-\LEEIHDL SCREENING |[Z] o
Reason | N ~ |
Cornrmett
() Cument
Brovider |USEHZSTUDENT | () | O Historical
() Refuzal

Figure 9-29: Documenting a refusal

4. In the Reason list, select “REFUSED SERVICE,” as shown in Figure 9-30.

%. Document an Exam El
E:-:am|.-’-‘«LCDHDL SCREENING |[Z] o
A [FiEFUSED SERVICE R
Comment
() Current
Provider |USER ZSTUDENT |[=) | O Historical
() Refuzal

Figure 9-30: Selecting "REFUSED SERVICE" from the Reason field

5. If necessary, type an explanation of the patient’s refusal in the Comment field.

6. Click Add to close the dialog and return to the Exam pane in the Past Health Hx

tab.

9.45 Document a Diabetes Foot Exam

1. Inthe Exams pane, click Add to open the Exam Selection dialog.

. Exam, Selection

Code | Examsa

3h ALCOHOL SCREEMING

4 COLOR BLIMDMESS

an DEMTAL Exbbd

36 DEPRESSIOM SCREEMING

03 DISBETIC EVE EXAM
28 [DIABETIC FODT ExéAM, COMPLETE
I FALLRISK

23 FOOT INSPECTION

34 IMTIMATE PARTMER WVIOLEMCE

33 MEWwEORM HEARING SCREEN [LEFT]
2 MEWBORM HEARING SCREEN [RIGHT)

Select

Cancel

Figure 9-31: Exam Selection dialog
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2. In the list of exams, select DIABETIC FOOT EXAM, COMPLETE, as shown
in Figure 9-19.

3. Click Select to open the Document an Exam dialog, shown in Figure 9-20.

DIABETIC FOOT ExAM, COMFLETE
Exam . E] Add
Comment |
%) Cunent
Provider |USERZSTUDENT (-] | Historica
) Refusal

Figure 9-32: Document an Exam dialog

The Exam field at the top of the Document an Exam dialog contains the name of
the selected exam.

4. Perform the Diabetic Foot Exam as described in the CHAM.

5. Record the results of the exam in the Comment field, as shown in Figure 9-22.

Leave the Result field blank; do not pick a result from the list.

w. Document an Exam §|

Exam | DIABETIC FOOT ExaM, COMPLETE (] o

[Rezults of exam]

Comment
(%) Current

Pravider | ISERZSTUDENT (o] | O Historical
) Riefusal

Figure 9-33: Entering comments about drug and alcohol use in the Comment field

6. Click Add to close the dialog and return to the Exam pane in the Past Health Hx
tab.

9.4.6 Document an Historical Exam

Use the Historical button to document prior history of alcohol or drug use, or to
document an exam performed at a different clinic. A historical exam that was
performed at a different clinic will not typically be recorded.
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If the patient has a history of drug use or alcohol use, click Historical to document

this history.

1. Inthe Exams pane, click Add to open the Exam Selection dialog. Select
“ALCOHOL SCREENING” from the list, as shown in Figure 9-34.

. Exam, Selection

35 ALCOHOL SCREENING
4 COLOR BLINDMESS
30 DENTAL ExdM

36 DEPRESSION SCREEMING

0z DIABETIC EYE EXAM

28 DIABETIC FOOT ExAM, COMPLETE

< FaLL RISK

29 FOOT INSPECTION

34 IMTIMATE PARTHER WIOLENCE

-] MEWEBORM HEARING SCREEM [LEFT]
] MEWEBORMN HEARING SCREEM [RIGHT)
40 MUTRITIOMAL RISK SCREEMING
RECTAL Exéh

Select

Cancel

Figure 9-34: Exam Selection dialog

2. Click Select to open the Document an Exam dialog, and then click Historical to
document past alcohol or drug use history, as shown in Figure 9-35.

. Document an Exam

(=) IHS /Tribal Facility
() Other

Exam ALCOHOL SCREENING =] e
et M
Comment

() Curment

Provider |U5EF|ZSTUDENT | E @ Historical
Hiztarical O Refusal

EventDate| ]
Location | | E]

Figure 9-35: Documenting a historical exam
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3. Inthe Comment field, type historical information about the patient’s alcohol or
drug use.

| locument an Exam fgl

Exam ALCOHOL SCREENING =] e

Result | v |

Comment Sober three pears.
) Cument
Provider USERZSTUDENT | |5 e
Histarical O Refusal
EventDate| (]
Location | | E]
(%) IH5 AT ribal Facility
() Other

Figure 9-36: Documenting historical alcohol use

4. In the Historical panel, click the button beside the Event Date field to select a
date from the Select Date/Time dialog (see Section 4.6.4).

When documenting an encounter after-the-fact, be sure to set the
Date to match the date of the encounter.

| locument an Exam fgl

Exam ALCOHOL SCREENING =] e

Result | v |

Comment Sober three pears.
() Cument
Provider |USEHZSTUDENT |E () Historical
Histarical ) Refusal

Event Date | 08/04/2008 | [w]

Location |.i\|0ne at home

() IHS ATribal Facility
(%) Other

Figure 9-37: Entering location information into the Location field

5. Click Other and type the location of the patient’s historical drug or alcohol use in
the Location field.

6. Click Add to close the dialog and return to the Exam pane in the Past Health Hx
tab.
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9.5 Document Personal Health

Use the Personal Health pane to document a patient’s patient refusal, treatment
contract, and functional status (for elder care).

Rieproductive Health Infant Feeding Fersanal Heath Famiy Histery
.
? Personal Health select || add |[ Edt |[Delete

i

Figure 9-38: Personal Health pane of the Past Health Hx tab

9.6 Record Reproductive History

Use the Reproductive History to record important data regarding a female patient’s
reproductive history for the current visit. This option applies to females patients only.

1. Select the Reproductive History tab to display the Reproductive Factors pane
as shown in Figure 9-39.

Feproducine Heath Irkard Foadng Pesons Heallh Fansly Helory
a Reproductive Foctors .

Last Meratunsl Prsiod
Famdy Plarrang Methed Date Do

Total & of Pregnancess| 1 Spordsrmous Abbors Miscaniage) | 0
FlTem| 1 | Inchiced Abcdtions | |
Piomanee | Ectopic |

Miskighe Btk ) ”
Living Childhen | 1
Estnated Dus Date
by LMF |
by Usawuured |
Ly Chrcl Parssise

Figure 9-39: Reproductive Factors tab

Note: Though the fields on this page appear editable, they are not. |
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2. Click Edit. To display the Update Reproductive Factors dialog (Figure 9-40).

. Lpdate Reproductive Factors @

Last Menstual Period E]
Family Planning Method ¥ | Date Begun E]
- - Cahcel

1 Spontaneous Abortions [Mizzariage] a il

Total # of Preghancies

1

Full Term Induced Abortions a il
Premature 0 Ectopic o il
Multiple Births |Y

(4 < [ 1< [

Living Children |1

[ Pregnant

Figure 9-40: Update Reproductive Factors dialog

3. Fill in the fields that are applicable to the patient.

4. Select the Pregnant check box if the patient is pregnant. Selecting this check box
activates the Estimated Due Date fields.

Note: If the Estimated Due Date fields have been populated, and
the Pregnant check box is unchecked, the data in the
Estimated Due Date fields will disappear.
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10.0 Update Immunization and Skin Test Records
(IMM Tab)

Use the IMM tab to review, edit, and add immunization information, and to update
the patient’s skin test history.

Prior Steps

Before reviewing and updating the patient’s immunization record and skin test
history, complete the following steps:

1. Log on to the EHR (Section 3.0)
2. Select the patient (Section 5.1)

3. Create a visit (Section 5.2)
4

Enter the patient’s chief complaint and history of present illness
information (Section 7.0)

5. Review and update the patient’s past health history (Section 8.0)

The correct patient’s name, demographic information, and encounter information
must appear on the Patient panel and the Visit panel:

Demo_ Patient Semor Male
37330 01-Jan-1935 [FB] M

BH - BOSWOOD 14-Jun-2011 11:45
BAILEY . DOMMA R Arnbulaton

Figure 10-1: Example of EHR toolbar showing patient name and encounter information

The IMM tab contains two panes, as shown in Figure 10-2:
e The Immunization Record pane, which contains the Forecast,
Contraindications, and Vaccinations panels.

e The Skin Test History pane.

He M o

/‘g Immunization Record ;) |

Eneecast Contraindications

MMR  past due Add

HEP APEC oo e VARICELLE  Hof Chicken Pox 20402000 ~
iy paie PEDIARL Frsphydas Tan- 2008 -

Vaccinations

[Pt Record]| Due Leter || Profie || CaseDas | Add

Vaccine ik Dite_| Age@ii | Location Teaction Vokme |Ing Site Lot IS Dafe | Advinistersd By | VTC Ebgiy -

U4 PEDUARES) UZE0E G DEMU HOSFITAL  Comvdaons 5 LetDelod M scZIGUZENA  OF/Z0/72001 USERICSTUDENT

1PV [FEDIAREY) D/ZA/2008  Bys  DEMDHOSPITAL Comvnisions 5 LeDoinidIM acPIb0RAL  O7/30/2001 USER CSTUDENT

HEP B PED /U000 S DEMD HOSPITAL 5 LerThighiM 4000 £l

HEP B FED PEDISRT) D/ZA2008  Bys  DEMDHOSPITAL Comvniksions 5 LehtDoinidIM  acPTbORAL

MMA WVIV00) 12mhs  DEMD HOSPITAL 5 LetDercdIM 00920 a

3 Skin Test Historny [HrtH:uud]

[Lpaa ]
| Visit Dk Shin Test | Location AgeEhist Result Readng  Read Date | Reading Prrides | Administered By Dther Locati Sibe Vokume
W/ZR/2008 FPD DEMU HUSFITAL Sy Negave U} /288 USERLSTUDENT USERLSTUDENT
mMA7/2007 FPD DEMD HOSPATAL 51mihs  Posiive 0 MAZA7 FALLLJENMIFER  USERDSTUDENT
Figure 10-2: IMM tab
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10.1

Immunization Record Pane

Use the Immunization Record pane to review and print the patient’s immunization
status and history, and to document new and historical vaccinations, refusals to be
vaccinated, and any vaccine reactions and contraindications.

To review the patient’s immunization status and history, click the IMM tab.

4 L]
Immunization Record
Foarcast Contiaindications
MMH  past dus | Add |
HEPAFED post dun e

A Hu of Chicken Pos 78400 2008
FLU-TIY pael due PEDIARTS finaphans om0
Yacomalions
[Piri Record){ Due Lottes ||~ Frofie || Case Data | [ add
Vaceie Vil Dol | Age@isl | Location Fianction Viokano I Siln Lot WIS Dote | Advinisesed By | VFC Elighily ~

D747 PECIARDG LeiDetoid IM - ac2iblotas  O7/20/2001 USERCSTUDENT

PV IFEDWARE)

04/20/2008 S DEMD HOSFTAL  Convuliions
/22008 Sws  DEMUHOSPITAL  Comvulsons

Lett Dedond 1M sc1BOEEAA  OF/30/2000 ERCSTUDENT

T En o e

HEPEBPED /2202008 Bws  DEMD HOSPITAL Lot ThighIM  (4E3P OTHA2007 LISE
HEP b PED PLOWAAD) 04/20/2000 Sys  DEMO HOSPATAL  Convultions Lot Detoid 1M sc21bO2OAA  07/30/2001
Ledt Do M (1R80P mAS2003

MMR TEVA03  12mihs  DEMO HOSPITAL

Figure 10-3: Immunization Record pane

The Forecast panel in the Immunization Record pane provides alerts for any
vaccinations that are currently due for the patient.

e The Forecast panel shows a list of immunizations and skin tests that are due for
the current patient.

e The Contraindications panel lists any known vaccine contraindications for the
patient, and should be referred to prior to administering a vaccine.

e The Vaccinations panel lists the following information about the patient’s
vaccination history, as shown in Figure 10-4:
— The name of the vaccine
— The date of the visit at which the vaccine was administered
— The patient’s age at the time of the vaccination
— The location of the visit at which the vaccine was administered
— The patient’s reaction to the vaccine, if any
— The volume, injection site, and lot number of the vaccine
— The Vaccine Information Statement (VI1S) date
— The name of the person administering the vaccination

Version 1.9 Draft

Vacmalwna

[Pordt Frecond][ Dum Loties || Prctie [ Caso et add |

Waccine Visk Dot | Age@Wish | Location Reaction  Volume Inj Site Lot WIS Date  Admiristered By
DTFEDS 3 yes  BE5 HOSPIT
DTaF FEDIARLY) 7 Sy D U
TaADULT n
TAADULT
TSADULT

5 Fghl Thgh Bl acZIBOZEAA HOSELY ELVIRA
i Flag

4y S HOSPITAL

Siwe  DEMO HOSFTAL

7 Seyw DEMOHOSFITAL 05 RightThghd  LI537CA

7 Sy DEMOHOSPITAL 5 LeDebdIM FENI WTNZZ006 MOSELY.ELVI

5 LefDeldlM  LT3EAS RAOIFH REARDSLEY STEPHANE |
TaADULT THE!

Tdsp

Figure 10-4: Vaccinations panel in the Immunization Record pane showing the
vaccines received by a patient
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10.1.1 Add a Contraindication

Contramndications

VARICELLA Hx of Chicken Pox 13-Feb-2007
FMELMO-PS Fever:104F 26-Jun-2007

Figure 10-5: Contraindications panel

Add

If the patient has a known contraindication to a vaccine, edit the patient’s record to
document the contraindication. All documented contraindications display in the
Contraindications panel at the top of the Immunization Record pane.

1. To add a vaccine contraindication to the patient’s record, click Add at the right of
the Contraindications panel to display the Enter Patient Contraindication

dialog.

i Enter Patient Contraindication g|

Yaccine E Add

Contraindication Reazon ~
- Cancel
Anaphylaxiz

Carmier

Corveulzion

Eqg Allergy

Fewvers104f

He Of Chicken Pox

Irmirmune

Irmmure Deficiency

Irmute Deficient Hougehold
Lethargy/hypotonic Epizode
Meomycin Sllergy

Other Allergy

Parent Refuzal
D shamt Fafieal

W

Figure 10-6: Entering a patient contraindication

2. Click the button to the right of the Vaccine field to display the Immunizations

list.

CHA/P Getting Started Guide Update Immunization and Skin Test Records

September 2011
104



CHA/P Getting Started Guide (EHR)

Version 1.9 Draft

3. Select a vaccine by clicking its name in the Immunizations list.

Search Criteria

Q Search Yalue ||

” Search l

() Show All Active Y accines

Select one of the following Becords

(%) Show Only active Waccines with a Lot Mumber

Cancel

Immunization.a Description ~
DT [PEDIATRIC] Diphtheria and tetanus toxoids adsorbed for per |
DTaAF Diphtheria, tetanus toxoids and acellular pertus:
DTaP-Hep B-IPY DT ap- hepatitiz B and poliovinug vaccine

HEBIG Hepatituz B immune globulin

HEP &, ADULT Hepatituz & vaccing, adult dozage

HEF A, PED/ADOL, 2 DOSE Hepatitus A vaccing, pediatic/adolescent dose
HEF A-HEFE Hepatitiz & and hepatitiz B vaccine

HEP B, ADOLESCEMT OR PEDIATRIC Hepatituz B vaccine, pediatric or pediatric/adol
HEF B.ADULT Hepatituz B vaccine, adult dosage

HIB [HBOLC) Haemophilug influenza twpe b vaccine, HBOC

HIE [PRP-OMP] Haemophilug influenza twpe b waccineg, PRP-O
HIB [PRP-T] Haemophiluzs influenza type b vaccine, PRP-T «
EF’V’ QUADRMALENT Hurnan DaDiIITma Vinlg vaccine . ¥

Figure 10-7: Vaccine Selection dialog

4. Click OK to return to the Enter Patient Contraindication dialog with the
selected vaccine shown in the Vaccine field, as shown in Figure 10-8.

[ =2y N AT

Yaccine |INFLUENZA, HIGH DOSE SE:L‘«S“;]

Contraindication Beaszan
Anaphylagiz
Carrier

Corveulzian

Egg Allergy

Fever:104f

Hwx OF Chicken Pox

[ rmmune

Irmmune D eficiency

Immune Deficient Household
Lethargy/hepotonic E pizode
Meomycin Allergy

Qther &llergy

Farent Refuzal
Pzbant Pabieal

s
— Canicel

W

Figure 10-8: Selecting a vaccine in the Enter Patient Contraindication dialog

5. Select a contraindication in the Contraindication Reason list by clicking it.
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6. Click Add to close the Enter Patient Contraindication dialog and return to the
IMM tab.

The new patient contraindication is displayed in the Contraindications panel of
the Immunization Record pane, as shown in Figure 10-9.

LContraindications
Add

FLU-TIY Hs of Chicken Pox  28-4pr-2008 -~
FLU-HIGH Eaq Allergy 21-Jul-2010 -

Figure 10-9: A new patient contraindication in the Contraindications panel

A vaccination reaction may turn into an emergency. If this is an
emergency, refer to the CHAM.

A severe reaction is considered an emergency. Stop entering data
into the EHR and continue documenting the encounter on the paper
PEF.

10.1.2 Document a New Immunization

10.1.2.1 From the IMM Tab

1. Toadd a new immunization at the IMM tab, click Add (located at the right of the
Vaccinations panel) to open the Vaccine Selection dialog.

Pt Recond]| DusLetss [ Poide || CaseDiata | fd |

Vaccrm Vicd Dale | Ageicd | Locaon Feackun | Vokave | Iy, Sie Lt VIS Dot | Al By

OToEDS TOGNT0 Wy NS HOSHTAL

DT & [FEDWHD) (Lot e T e DEMO HOSATAL 5 gt Thagh IM AR MOSELY ELVIRA

TAADULT TR0 ITwe  Flagisit

TAADLLT T/ART 4y HS HOSPITAL

TdADULT TZRIUM 2w DEMOHUSFIAL 5 LellDebodM UT3EAA U590 BEARDSLEY 5TEPHAREE E

TADULT 05/24/2007  Sdys  DEMOHOSPITAL 05 Might ThishIM  U1597CA 0671071934 MOONE,CATHERINE

Tdep TN ws  DEMOHUSFIIAL 5 Lell Debond 1M FENF DAALE0E MUSELY ELVIRA, v

Figure 10-10: Vaccinations panel
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2. Select a vaccine by clicking its name in the Immunizations list, as shown in
Figure 10-11.

Note: If a vaccine is absent from the vaccine list, follow
procedures from the regional immunization coordinator or
follow agency procedures to enter the vaccine into the
system.

Search Criteria m
% Search ¥alue | ” Search l -
() Show All Active Y accines
() Show Only active Waceines with a Lot Mumber
Select one of the follawing Becards
ImrnLinization & Dezcription -
CMWIG Cytornegalovitug immune glabulin, intriavenous
DIFHTHERIA AMTITOXIN Diphtheria antitoxin
DT [PEDIATRIC] Diphthena and tetanus toxmds adzorbed for per —
DTAF Diphtheria, tetanus toxoids and acellular pertus:
DTaF-Hep B-IPY DT ap- hepatitis B and poliovirus vaccine
DTaP-Hib-IPY DTaP-Hib- 1P
DT aP-IPy Diphtheria, tetanus toxoids and acellular pertus:
HaMTaYIRUS Hartavirugs vaccine
HEBIG Hepatituz B immune globulin
HEP &, ADULT Hepatituz & vaccing, adult dozage
HEF A, PED/ADOL, 2 DOSE Hepatituz A vaccine, pediatric/adolescent dose
HEF A-HEFE Hepatitiz & and hepatitiz B vaccine
iEF’ B.ADOLESCENT OR PEDIATRIC Hepatituz B vlaccine. pediatric or Dediatricfadgl b

Figure 10-11: Selecting an immunization in the Vaccine Selection dialog

3. Click OK to open the Add Immunization dialog with the selected vaccine shown
in the Vaccine field (See Figure 10-12).

Yaccine |MMH |E]

AmiEtees | 1SER ZSTUDENT ) | [ Cancel |

Lot | 5556 MERCK & CO. [exp D6/30/2020) v|
Injection Site | Left Deltoid 1M 2 | (%) Current
Walume il Wac. Infio. Sheet E] O Histarical
. . Refuzal
iven |07/21/2010 4:21 PM Patient/F amily o
Given | |E] Coungelled by Provider
Figure 10-12: Selecting the lot number for a vaccine
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10.1.2.2

Because the information in the Add Immunization dialog is
reported to state agencies, these fields must be completed
accurately.

To select a lot number for this vaccine, click the arrow to the right of the Lot
field, as shown in Figure 10-12.

To select an injection site for this vaccine, click the arrow to the right of the
Injection Site field, and then select the correct site from the list.

To specify the dose for this vaccine, click the up or down arrow next to the
Volume field to adjust the volume in ml.

The date in the Given field automatically defaults to the current date.

e To change the date, click Date (located to the right of the Given field) and
select a new date.

When documenting an encounter after-the-fact, be sure to set the
Date to match the date of the encounter.

Refer to the CHAM regarding patient counseling. Select the Patient/Family
Counseled by Provider check box after following the instructions in the CHAM.

Click OK to close the dialog and save the new immunization to the patient’s
record.

Visit services codes (CPT codes) and procedure codes will be automatically added to
their respective windows (Visit Services, and Visit Diagnoses, respectively).

From the Procedures tab

The site may document immunizations on the Procedures tab using a feature called
Associations. This captures the immunization, the charge code for the vaccine and its
administration, the procedure code for the vaccine, and the patient education codes
defined for the procedure.

1. Select the Super-Bill that contains the immunization on the Super-Bills pane of

the Procedure tab (Figure 10-13).
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_c§|| SupesBills | Dapiy [Freq Rark [Code [Deicspson  Con[$ |-
Fhesce tutmasen Goes [ Haman Papilona Wass [h
Prochatry !:"um

f"’"” :-"“ [CIVaricolla Vies Vasccing, Li

e e——
‘'cumanryy Haanlihy
‘e Fleip Tie L7 I

[t td
% Histoncal Services >

Figure 10-13: Super-Bills pane on the Procedures tab

2. Select the immunization (in the right-hand panel) to display the Add

Immunization dialog (Figure 10-14).

w Add lmmunization

Yalume il Yac. Info. Sheet | 034 32/2008 E
Patient/F amily

Given |DSH22;2011 07 FM HZ] O Counzelled by Provider
v]

WFL Eligibility |.-'-\m Indiandsf, Native

Waccing |
AAMNSEIe | 1IGER ZSTUDENT (=
Lot | v|
Injection Site | v | (%) Curent

Figure 10-14: Add Immunization dialog

3. Select the Lot and the Injection Site.

4. Edit other information as necessary.

5. Click OK. The Add Patient Education Event dialog displays (Figure 10-15).

If no Patient Education Event is associated with the

Note:
vaccine, this dialog is not displayed.
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& Add Patient Education Event E|

Education Topic |IM-LITERATLURE [E

(Immunizations)

.
Type of Training  (3) Individual () Group -

Comprehension Level | GO0 -
Length |3 {mim)
Corarnenkt

Display Cubcome
Pravided By |USER,ZSTUDENT E & Standard

Readiness to Learn AGER TO LEARN v

StatusOukcome
(O Goal set (Goal Met () Goal Mok Met

Figure 10-15: Add Patient Education Event dialog
Select the Comprehension Level and the Readiness to Learn.
Type a number indicating the Length of the Education Event in minutes.

Type a Comment if appropriate.

© o N o

Click Add.

10.1.3 Document a Historical Vaccination

1. To add a historical immunization to the patient’s record, click Add at the right of
the Vaccinations panel to open the Vaccine Selection dialog, as shown in Figure
10-11.

2. Select a vaccine by clicking its name in the Immunizations list.

Note: If a vaccine is absent from the vaccine list, follow
procedures from the regional immunization coordinator or
follow agency procedures to enter the vaccine into the
system.

3. Click OK to open the Add Immunization dialog with the selected vaccine shown
in the Vaccine field.

4. Click Historical to change the dialog to the Add Historical Immunization
dialog, as shown in Figure 10-16.
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& x|
accine |HEP &, ADULT el
roumenteBI:;J LUSER Z5TUDENT (-]
Ewert Date | 07/14/20010 E]
Location | AKUTAN (-] ) Current
(@) IH5 /Tribal Facility (® Histarical
© Other O Refusal

Figure 10-16: Add Historical Immunization dialog

5. To enter the date of the immunization, click the button to the right of the Event
Date field and select the correct date.

When documenting an encounter after-the-fact, be sure to set the
Date to match the date of the encounter.

6. To enter the location where the immunization was given, click the button to the
right of the Location field and select the location from the list.

7. Click OK to close the dialog and save the historical immunization to the patient’s
record.

| Waccinations

|t e[ e Lester [ erotte [ Cose Data |

Vactns Wil Dalwr | Agetiiol Locaton Feacton ok | Iry. Sike Lot WIS Dale | Acversdeved By
MMR O07/1/2M0  S7ws  DEMD HOSPTAL 5 Laft Dehoid M FEEE A8 USERZSTUDENT
HBIG 07/20/2010 REFUSED SEAVICE USERZSTUDENT
HEPAADLT O7AL2M0 S7ps  Bhotan LISERZSTUDENT
HEP B ADLT 04/20/2000  S5ms  DEMO HOSPITAL Left Thigh S0 AHDVDIGEAS  07/16/2007 MODRE,.CATHERINE
HEP AADLT /282008 Shwe  DEMO HOSFITAL Lelt Thgh S0 AHAVAGESE  IG/25/2006 MOURE CATHERINE
FLU-TY 04/20/2000  S5ms  DEMO HOSPITAL Pight Thigh M U106344 072007 MODNE,CATHERING
Tdaw 1ZJ207 Shwe  DEMUHUSFITAL 5 Lelt Deliod M NG WG WOSELY ELVIRA

in——a

Figure 10-17: Newly added vaccine appears in blue in the Vaccinations pane

10.1.4 Document a Refusal

If a vaccine was offered to a patient but the patient refused to receive it, the words
“REFUSED SERVICE” appear with the vaccine’s record in the Vaccinations panel.

1. To add arefusal to receive an immunization to the patient’s record, click Add at
the right of the VVaccinations panel to open the Vaccine Selection dialog, as
shown in Figure 10-10.

2. Select a vaccine by clicking its name in the Immunizations list, as shown in
Figure 10-11.
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Note: If a vaccine is absent from the vaccine list, follow
procedures from the regional immunization coordinator or
follow agency procedures to enter the vaccine into the
system.

3. Click OK to open the Add Immunization dialog with the selected vaccine shown
in the Vaccine field, as shown in Figure 10-18.

4. Click Refusal to change the dialog to the Add Immunization Refusal dialog, as
shown in Figure 10-18.

Yacoine |HB|G HZ]

gucumentead}l|USEHZSTUDENT |[Z] Cancel

Event Date | 07/20/2010 (=
) Current
) Histarical
(%) Refusal
Figure 10-18: Add Immunization Refusal dialog
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5. Click OK to close the dialog and save the refusal to be immunized to the patient’s
record, as shown in Figure 10-19.

& RPMS-EHR USER ZSTUDENT
Lker Palent BefreshData Qear ardlock Jook Cear Help
PRIMACT PATIEMT CHART ‘WELL CHILD Fst '|IIF.'F_‘._ COMMUNICATION y
Alsbay. Tressia Lynn INPATIENT SUEA  Z6en N0 15(E || User2mnudent FOC Lab [HudJ[ J [ J ol wm‘] Protdom Lat . Aks Reget . Hodicators E
148858 M &ug 1978 '33] F USERZSTUDENT 7 Irgstiert W UserAstudent Eniey a 22 [OWAD) | Mds Fvwd || Hdi Rvwd { Hds Fvwd |
Hotfications - Revew .00 JHPL L eds - Past Hnath e B8 [ Rinies *yiinls {Assnsamers [ iders *(P1FA. Panonches [ Cormits L Roparta L Lok
‘y Immunization Record ;)
Eosecast Containdications
FLUT chae |
FLU-ThVh Parent Refured 108 82007 . ~
FLU-T Vi Falbert Rebuzal Vi a7 -,
Voccmalions
[P Recond]{_Due Lenes || Frofle |[ Case Dats |
Vaccin Vi Dt | Ape@Nit | Lneation Feacion Vokme |1 St ol VIS Dok | Advinistored By ~
HMR UBNS2006  TBws  Wied R Heservatbon, Wy
MME D6/22/2007  2Bws  Montana Clinic MOSELY ELVIRS
MMA 05/2002007 M Pime
MR 1R s DEMIHOSPILAL 5 LeMDetdlM  EEP IR MISELT ELVIRG
VARICELLA 0e/27/2000 26wy DEMOD HOSPITAL 5 Letam 30 o3m 12161938 MOSELY ELVIRA
HEFAADLT mAN/207  FEws Kol
HEP & ADAT TWINRL) MAL0T 2By walman
HEF A ADLT WAVI0F s DEMD HOSFITAL 1 FghThghIM  AHINAISHAL D6/25/1998 USER BSTUDENT
HEPAADLT AR08 P DEMD HOSPITAL 1 L i USER BSTUDENT
HEP A 4DLT 12/65/2000 Mws  DEMOD HOSPITAL 1 Left Thigh 50 AHAVADIOAD  OV20/2006 MOSELYELVIRA
HER A ADLT DNZUAN 3 e DEMD INDISN MOSF 5 1 5
FLU- TR 0AN2007  2Bws  DEMD HOSPITAL 05 Mgt ThichIM  LI0G3aA 07Ne/2005 MOSELY ELVIRA
FLU TV MAT20F  Hws  DEMO HUSPITAL ns W2
FLL TR AR 28ws  DEMO HOSPITAL & RightThichIM  LITAR344 OFARNT LISERRSTUDENT
FHEUMOD#3 12/AV006  Hws  DEMO HOSPITAL & RghDellosd M D5MR /22003 MUSELY ELVIRA
PHELIMD PS DE27/2007 22w DEMO HOSPITAL 5 L = DEDER MOSELYELVIRA
PHEUMOPS 02/20/2000 23ws  DEMO HOSPITAL 5 RightThih 50 0GOGH OT/21907 USERBSTUDENT
INFLUENZS, SPUIT INCL FURIFIED | 01177007
USERZSTUDENT DEMO-HO.IHS. GOV DEMO HOSPITAL || 01-Sep-2011 1523

Figure 10-19: Refusal in the Vaccinations panel (highlighted in bottom of list)
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10.1.5 Print a Vaccination Record

e To print a copy of the patient’s vaccination record, click Print Record in the
Vaccinations pane, to display the Print Record dialog, as shown in Figure
10-20.

Note: Before printing a vaccination record from the EHR, the

printer list must be set up by the site manager.

.* Print Record

26-Tul-2010

ALICE DEHMO

110 DEEFWOOD COTRT

CHEROEEE, NC

OFFICIAL IMMUNIZATION RECORD

Cherokee

Indian Hospital

Caller Box C-268, Hospital Road
Cherokee, NC 258779

Date of Birth: 30-Now-1952 (57 wrs)

Chart#: 103629

Our records show that ALICE has receiwed the followihg

=10l x|

immmizations:

Immunization Iate Receiwed Location

DT-PEDS 06-Mow-1990 Thz Hospital

DTaP [PEDIARTX) 2e-Tun-2007 Demo Hospital e

Td-ADULT 25-How-1350 Flagstaff

Td-ADULT 11-How-1397 Ihz Hospirtal

TA-ADULT 05-Dec-2004 Demo Hospital

Td-ADTLT 24-May-2007 Demo Hospital

Tdap Z6-Dec-2007 Demo Hospital

IMY (PEDIARIX) 2Z6-Tun-2007 Demo Hospital

HEF E ADLT 10-%ep-2006 Flagstaff Med Cen

HEF E ADLT Z0-Dec-2006 Demo Hospital

HEF E ADLT 21l-Tun-2007 Demo Hospital

HEF B PED (PEDIARIX) Z6-TJun-2007 Demo Hospital

HEF B ADLT 09-Jul-2007 Demo Hospital

HEF E ADLT Z8-Apr-2008 Demo Hospital

MME 21-Jul-2010 Demo Hospital

HEFP i ADLT Z6-Jun-2006 Demo Hospital

HEFP A ADLT Z6-Jun-2007 Demo Hospital

HEP & ADLT 09-Jul-2007 Demo Hospital

HEP & ADLT Z28-Apr-2008 Demo Hospital

HEF & ADLT ld-dul-2010 Akutan -
A _>l_I
Font I g Al A
Size: Frint... | Cloge |

Figure 10-20: Print Record dialog
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10.1.6 Edit a Vaccination

Vaccination records can be edited to add or update the information that was
previously recorded.

sdd | Edi | Delete |

Figure 10-21: Edit button in the Vaccinations panel

1. To edit a vaccine, select it by clicking its name in the Vaccine column, and then
click Edit (located at the right side of the VVaccinations panel).

2. Edit the fields in the Edit Immunization dialog as required.

3. Click OK to close the dialog and save the edited information to the patient’s
record.

10.1.7 Document a Reaction to a Vaccine

If the patient has a reaction to a vaccine, edit the vaccination record to document the
reaction.

1. Todocument a reaction to a vaccine, select the vaccine in the Vaccinations panel.
Click Edit (Figure 10-21) to open the Edit Immunization dialog, as shown in
Figure 10-22.

Important:If the patient has a severe reaction, refer to the CHAM.
A severe reaction is considered an emergency. Stop entering data
into the EHR and continue documenting the encounter on the paper
PEF.

2. Click the arrow to the right of the Reaction field, as shown in Figure 10-22.

....... | g | | i eume s msusisu oy

x
Yaccine IMMH _I -
- oK
Adminiztered
= By |USERZSTUDENT =] Cancel |
Lot |5556 MERCK. & CO. [exp 06/30/2020) =
Iriection Site: [Left Deloid 1M ] | o bt

Walume |.5 i’ il Vac. Info. Sheet [03/13/2008 _I € Historical

; ; = Fefusal
i 07/21/2010 4:21 PM Patient/Fanily
Bven I —I r Counzelled by Provider

Reaction j

Maone

Dose |Anaphylasis or Collapse
Owemide | Arthritiz or Arthralgias
Corvulsions

Fever>104 TOSECT,.ECPIre

Lethargy OSELY ELVIRA
Sweling: dom OSELY ELVIRA

Figure 10-22: Selecting a reaction in the Edit Immunization dialog
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3. Select the reaction from the list.

4. Click OK to close the dialog and save the reaction to the patient’s record, as
shown in Figure 10-23.

Vacumations

Fred Fscond| DumLotim | Brosie

HEP B ADLT
HEP AADLT
FLU-TV

Tdap

FLU-TRY
EOTUUNUM
HEP B ADLT
HEPAADLT
D [PEDLARDS)
1PV [PEDUARL)
HEP B PED [PEDIARDG
HEPAADLT
HEF B ADLT
PHEUMOFS
Td-ADLLT
FLUTV

HEF B ADLT
FLU-TV
FLUNDS
HEPBADLT
HEF AADLT
FLU-THV
TdADULT
FLLLNOS
TdhDULT
Td-ADULT

7 ]
Lrfall-alil
[T
O/ 2R 2008
O4/280/2008
12728720070
L2707
07/30/2007
07207
070872007
ORT
06/ 2672007
06/26/2007
DE/2EI2007

(¥t
08/21/2007
052472007
2N 3/2007
VAR
1140172006
11/01/2006
MANOA0E
R/R0R
12206/ 20085
12/00/2004
172000
nmansr
11/20190

Wy

DEMOHOSATAL
DEMO HOSPITAL
DEMD HOSPTAL
DEMO HOSPITAL
DEKO HOSATAL
DEMD HOSFTAL
DEMOD HOSPITAL
DEMO HOSPITAL
DEMO HOSATAL
DEMO HOSPITAL
DEMD HDSPITAL
DEMO HOSPITAL
DEMO HOSFTAL
DEMO HOSFITAL
DEMOD HOSPITAL
DEMO HOSPITAL
DE M0 HOSFTAL
DEMD HOSPTAL
DEMD HOSFITAL

Flagatalf Med Conter

DEM0 HOSFITAL
DEMO HOSPITAL
DEMO HDSPMTAL
DEMD HOSPITAL
IHS HOSFITAL
Flagitait

Lt Thagh 50
Lt Thagh 50
Fiight Thigh IM
Lt Preheid IM
Fighl dum 50
Lt Thgh M
Left Thigh 50
Fight Thigh IM
Rughl ThighIM
Fight Thigh IM
Fiight Thich IM
Righl Drdoid I
Fught Thgh 1M
Fight Thigh IM
Fight Thigh IM
PRight Thigh IM
Lt el 1M
Lait Thagh 501
Left don 50

Faght Dot 1M
Lest Deond IM
Left Crehoid M

AHEVBIEESA
AHAYADESNE
[0

FENI 0722008 MOSELY ELVIRA

[T ET-1TY

AHBVBIEEAL
AHAVAIGRAR
TR
L oLy
21002888
AHAVAIZIAL
AHBVETERAA
1005F
UISE7CA
UIBE3A
EMGEERAL
U1eTaM
ulB¥es

AHABITAA
[11Ex- N
LT MG
UDR2AA

£ STUDENT

USERZSTUDENT
02NAAN7  MOORE CATHE RINE
03/26/2006 MOORE CATHERINE
0716/2007 MOORE CATHERINE

(SN USER TSTUDENT
R07/2006
071172001 USERTSTUDENT
DA/25N938 USERTSTUDENT
MOSELY ELVIRA
MOSELY ELVIRA
MOSELY ELVIRA
DRSNS MOSELY ELVIRA
D100 MOSELY ELVIRA
07/25/2003 MOSELY ELVIRA
061071934 MODRE CATHERINE
0782006 USERBSTUDENT
U100 MOSELY ELVIRA
02N0/2005 MOSELY ELVIFA
05/06/2003 MOSELY ELVIRA

MOSELY ELVIRA
02102005 SINGLETON ROBERT J
061101934 PEARDSLEY STEPHANIC £

Figure 10-23: Reaction entered in the Vaccinations panel

10.2  Skin Test History Pane

Use the Skin Test History pane in the IMM tab to review the patient’s skin test
history and to document new and historical skin tests, the results of new tests, and
refusals to be tested.

3, Skin Test Histary

A

Wisit Drate

06/03/2008
04/28/2008
06/26/2007
0E/21/2007
02/13/2007
11/28/2008
11/268/2004

Skin Test | Location

PFD DEMO HOSPITAL
PFD DEMOHOSPITAL
PFD DEMO HOSPITAL
PFD DEMOHOSPITAL
PFD DEMOHOSPITAL
PFD DEMOHOGPITAL
PFD Results Called In School Nurse

Age@\isi | Result

SEyrs  Megative

55 Posiive
S4ws  Negative
54ys  Posiive

S4ws  Negalive
Siws  Megative
51 s Negalive

Reading | Aead Date

cooowe

06/03/08
04/28/08
06/26/07
OE/26/07
03/08/07
11/28/06
12/20/06

Reading Frovider

ADAM ADAM MOORE.CATHERINE
MOORE CATHERINE  MOORE CATHERINE
MOSELY ELYIRA MOSELY ELVIRA
MOSELY ELWIRA MOSELY ELVIRA
USERBSTUDENT USER.BSTUDENT
USER.CSTUDENT USERASTUDENT
MOSELY ELWIRA USERASTUDENT

Administered By

Other Location

Results Called In School Nurse

Figure 10-24: Skin Test History pane on the IMM tab

The Skin Test History pane lists the following information about the patient’s skin
test history:

e Visit Date

e Skin Test

e Location
e Age at Visit

e Result

e Reading
e Read Date

e Reading Provider
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e Administered By
e Other Location

& Ekin Tast History @
Vil Dale | Skin Tasl | Locabion AgeEhisl | Fead | Fesdg | Hesd Dale | Feadng Fovde Adrwrestnind By [ithee Lcazation
ARG PPD DEMO HOSPITAL S5y Negatwe 0 M ADAM MOORE CATHERINE
NS FPD DEMD HOSPITAL S5y Posine 7 D4/Z08 MODRECATHERINE MODRE.CATHERINE
FPD 5 Siys  Hegawe 0 DBZBAT MOSELYEIVRA  MOSELYFLVIRA
BT PP DEMO HOSPITAL 5l s Pexstren a D626 MOSELY ELVIRA MOSELY ELVIRA
QN30T FRD DEMO HOSFITAL Seps  Negawe 0 03067 USERBSTUDENT  USERBSTUDENT
/006 PPO DEMD HOSPITAL Sws  Megatwe 0 11/20/06 USERCSTUDEWT  USERASTUDENT
/200 PO Resuks Caled In School Nurse ST Hegatve 122006 MOSELYELVIAA  USERASTUDENT  Fesubs Called In School Nurse

Figure 10-25: Skin Test History pane

10.2.1 Document a New Skin Test

1. Toadd a new skin test, click Add (located at the right in the Skin Test History
pane) to open the Lookup Skin Test dialog, as shown in Figure 10-26.

% |Lookup Skin Test

X

ok

Search VYalue |

|[ Search ]

Select one of the following records

Cancel

Skin Testa

CHLAMYD A
COCCl
MONO-AC
MUMPS
FFD
SCHICK.
TETAMUS
TINE

Figure 10-26: Lookup Skin Test dialog

2. Select the appropriate skin test by clicking it in the Skin Test list.

e To find a skin test in the list, type the first few letters of the name of the test in
the Search Value field, and then click Search.

e To select the skin test, click its name.
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3. Click OK to close the Lookup Skin Test dialog and open the Add Skin Test
dialog, as shown in Figure 10-27.

™. Add Skin Test X
Skin Test |PPD
: =
Administered By | USER ZSTUDENT ()
Cancel
Results | PENDING hd
Current
Date Applied | 03/09/2011 =) © Curen
() Histarical

Site | Left Forearm
() Refuszal
Yolume | 1 ml

Figure 10-27: Add Skin Test dialog

4. Select the skin test Site.

5. Click Save.

| Note: In 72 hours, edit the new skin test to record the results.

10.2.2 Record the Results of an Existing Skin Test

1. To edit an existing skin test and record the results, click on the skin test to
highlight it in the Skin Test History pane.

2. Click Edit (located at the right side of the Skin Test History pane) to open the
Edit Skin Test dialog, as shown in Figure 10-28.

™ Edit Skin Test X
Skin Test |FFD
: =
Admiristered By |JSER Z5TUDENT (]
Cancel
Results | PENDING A
(%) Current
Site | Left Farearm W
Wolurme | 4 il

Figure 10-28: Editing a skin test
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3.

4.

5.

Select one of the Results. The contents of the dialog may change depending on
the selection made.

Set the Reading value by clicking the arrows to the right of the Reading field:

a. If the result was positive, select the size of the reaction, as shown in Figure
10-29.

b. If the result was negative, set the value to “0”.

M Edit Skin Test @]
Skin Test |PPD ()
ave
Admiristered By | USER ZSTUDENT (]
Cancel
Rezults | g%
(%) Curent
Site | Left Forearm b
Wolume | 4 il

Reading |3 i‘ [mrirn)

Date Read |03/22/2011 |[=]
Reading Provider | USERZSTUDENT [E

Figure 10-29: Documenting the size of a skin test reaction

Click Save to close the Edit Skin Test dialog and return to the IMM tab.

10.2.3 Document a Historical Skin Test

1.

To add a historical skin test, click Add (located at the right of the Skin Test
History pane) to open the Lookup Skin Test dialog, as shown in Figure 10-26.

Select the appropriate skin test by clicking it in the Skin Test list, as shown in
Figure 10-26.

e To find a skin test in the list, type the first few letters of the name of the test in
the Search Value field, and then click Search.

e Find the test in the list, and click its name to select it.

Click OK to close the Lookup Skin Test dialog and open the Add Skin Test
dialog, as shown in Figure 10-27.
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4. On the bottom right of the dialog click Historical to change the dialog name to
Add Historical Skin Test, as shown in Figure 10-30.

™. Add Historical Skin Test X]
Skin Test |PPD (]
Documented By USER ZSTUDENT (]
Resultz L3
Current
Evert Date | 13/09/2011 () © Buren
] (&) Historical
Site | Left Farearm A
) Refuszal
Yolume | 1 ml
Beading i‘ [rrirn]
Location
{3 IH5/Tribal Facility
(%) Other

Figure 10-30: Add Historical Skin Test dialog

5. To select the result of the historical skin test, click the arrow to the right of the
Results field and select the correct result from the list.

6. To enter the date of the historical skin test, click the button to the right of the
Event Date field and select the correct date.

When documenting an encounter after-the-fact, be sure to set the
Date to match the date of the encounter.

7. Set the Reading value by clicking the arrows to the right of the Reading field:

a. If the result was positive, select the size of the reaction.
b. If the result was negative, set the value to “0”.

8. To enter the location of the historical skin test, click the button to the right of the
Location field and select the location from the list.

e To search for the location where the skin test was given, click IHS/Tribal
Facility.
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9.

A add Historical Skin Test x|
Skin Test |PPD [
Save
Documented B_I,IILISEFIESTUDENT _I Cancel
Results [NEGATIVE =]
" Current
Event Date [07/27/2009 [o]]
f+ Histarical
Location [4LBUGUERGUE INDIAN HEALTH | P
EILEa

£ [H5/Tribal Facility
£ Other

Figure 10-31: Results, date, and location added to a historical skin test

Click Save to close the Add Historical Skin Test dialog and return to the Skin
Test History pane in the IMM tab.

10.2.4 Document a Refusal

If a skin test was offered to a patient but the patient refused to receive it, the words
“REFUSED SERVICE” are displayed with the test’s record in the SKkin Test History
panel.

1.

To add a refusal to be tested, click Add (located at the right of the Skin Test
History pane) to open the Lookup Skin Test dialog, as shown in Figure 10-26.

Select the appropriate skin test by clicking it in the Skin Test list, as shown in
Figure 10-26.

e To find a skin test in the list, type the first few letters of the name of the test in
the Search Value field, and then click Search. Find the test in the list, and
click its name to select it.

Click OK to close the Lookup Skin Test dialog and open the Add Skin Test
dialog, as shown in Figure 10-27.

On the bottom right of the dialog click Refusal to change the dialog to the Add
Skin Test Refusal dialog. The Results field is automatically set to “REFUSED,”
as shown in Figure 10-32.

When documenting an encounter after-the-fact, be sure to set the
Date to match the date of the encounter.
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™ Add Skin Test Refusal (%

Skin Test | TETANUS ()
Save
Dacumented By | USER ZSTUDENT (]

Results|[REFUSED v

) Current
i) Histarical
*) Refuzal

Date Refused | 07/21/2010 (=)

Figure 10-32: Adding a skin test refusal

5. Click Save to close the dialog and document that the patient refused the skin test.
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11.0 Record Patient History
(Notes Tab /History Template)

11.1  About Notes and Templates

The Notes tab (Figure 11-1), where narrative of the care provided to the patient is

documented, is similar to the Notes section on the PEF.

Fie View Acion [pfions
Last 100 Signed Molns. Visk /23009 PCWELL CHILD NOTE, PHONE CALL, PSTUDENT LISER [Sep 230931418
= i A signed nates ITLE: FC WELL CHILD WOTE

T
B Sep 2309 PCWEL| LaTE OF NOTE: ZEP 23, Z005814:18 ENTRY DATE: SEP 23, 2009141527
B Dec 17.00 VMT Oy AUTIIR: DSER, PETUDRNT WP COSIGHER:
B Do 0 RETRA URCERCT: ETATUS: COMPLETED
B De: 0200 PCHOT
B May U818 ANDER Gotiss
B8 S 0607 PCHOTE | 3200
# 8 Ma D107 ANDER:
B dan 0907 JONES
B Jen 0907 NURSIN £
B Jom (07 DUAEETH T
B 0t 2106 PCNOTI|

2.
all stesupbed for follomsp ar childhasd iz

< »

Figure 11-1: Notes tab

T Temglaite | | Diagnazrs: Supervison Of Niker Meomal Pingnancy [Prmary), Rossine Pasipatus Folovun, Postpaum Care And Examinaion 01 Lactating Molker

In the EHR, notes are created by filling in fields in templates. Templates are not
notes, but they contain predefined text that standardizes note content. A single
template can make up the entire content of a note, or sections of several different
templates can be inserted into a note. One or more templates can be used when

creating new notes and when editing existing notes.
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11.2 The History Template

The History template is the first template used in the Notes tab. In Figure 11-2, a
sample History template is open.

& Template: CHAP History -1
o

*= B pare to Enter Inside Front Cover/Back cover =~
"% Answers inco EHR befors starcving chis cemplace ®®
CHAF FATIERT ENCOANTER

HIBTORY:
Chisf Compladint 4 History Fressnt Iliness:
RBo Chief Complaint.
** Look up patient”s problem in che Index or Table of Contents, and Qo ©To chat page. ™
Froblem Specific Hisuory

Fast Haalth Hz:
Aceive Problams:
HYPERTENZION
TOBACCD FEE
T¥FE Z PIAERTEF MELLITUZ
HYFERTENSIOR
Accive funpatisnt Hadications (including Supplies):

Active Outpatient Hedicacions 5T ATUS
EEEEEEEEEEEEEE RN S RS SRR EEEEES SRR
1) DIVALPROEX ZSONG TAR 2 TABLETS MOUTH TWICE A DAY ACTIVE

Pending Cutpatient Madications Seatus

1) RCETAMINOPMEN JIEMG TAR TAME TWO TADLETS MOUTH EVERY  PERDIRG
4 MOURS IF NEEDED TR RAIN OR FEVIR

2 Total Hedications

hllergies: PENICILLINS
#+*Enrar New Allargies in Adverse Peactisons On Raview Tak in EHR=®
LHP: Nowa Decordad
T ™he patisnt is pregnanc.
Imsund Sarions Dok Tdap [ past dus)

Othar Hx:

Habic Hx:
Alcohel/Drug Scresn: Honae Found
Last TOBACCO MF: CURRENT SHOKER = Fay 258, Z007

== After Complecing this Teaplate,

=% Save the nove VITHOUT SIGHATURE.

** PaEloFm YOUF GN8N

=* Whan you bave Ccapleted tha Ezas,

== Bight click cn your Hote, ERIT MOTE,

=® Dorament o &n Exas Tesplace. b
% ¥

“IndcotsraFoquedField [ Puovew | Ok ][ Cowsl |

Figure 11-2: CHA/P History template with important instructions noted
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Prior Steps
Before using the History template in the Notes tab, complete the following steps:
1. Logon to the EHR (Section 3.0)
2. Select the patient (Section 5.1)
3. Create a visit (Section 5.2)
4

Enter the patient’s chief complaint and history of present illness information
(Section 7.0)

Review and update the patient’s past health history (Section 8.0)

o

Update the patient’s immunization and skin test records (Section 10.0)

The correct patient’s name, demographic information, and encounter information
must appear on the Patient panel and the Visit panel:

Demo_Patient Senior Male
37330 01-Jan-1935 [FB] M

BH - BOSWOOD 14-Jun-2011 11:45
BAILEY.DOMMA R Arnbulatary

Figure 11-3: Example of EHR toolbar showing patient name and encounter information

Ask questions from the IFC and Inside Back Cover (IBC) of the CHAM and enter the
answers into the previous tabs in the EHR, then information can be entered in the
History template in the Notes tab.

When the patient’s history is entered into the History template, the information
appears in the main area of the Notes tab. Every time information is entered and
saved in a subsequent template, the new information appears at the bottom of the note
in the main area of the Notes tab.

e To create a new note, follow the steps in Section 11.3.
e To select the History template for a note, follow the steps in Section 11.4.

e Tofill in the fields in the History template, follow the steps in Section 11.5.

11.3 Create a New Note

1. Inthe Notes tab, click New Note at the bottom of the left column (Figure 11-4) to
open the Progress Note Properties dialog, as shown in Figure 11-5.

[ Mew Mote ]

Figure 11-4: New Note button
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2. Inthe Progress Note Title field, select CHAP ENCOUNTER. The Date/Time
of Note field and the Author field are automatically filled with the correct
information, as shown in Figure 11-5.

When documenting an encounter after-the-fact, be sure to set the
Date and Time to match the date and time of the encounter.

Progress Note Properties

et e CR N CHAR EMCOLMTER 0k,
CHAP EMCOUMTER
CHARLESWORTH <CHARLESWORTH EMPLOYEE HEALTH: s

CHARLESYWORTH EMPLOYEE HEALTH

CHART <CHART REWIEMW:

CHART REVIEW

CHASEMPLOYEEHEALTH

CHILD <PCWELL CHILD MOTE» “

Date/Time of Mote: | 05-Sep-2011 0855 [

Author: |UselZstudent E]|

Figure 11-5: Selecting CHAP ENCOUNTER in the Progress Note Title field

3. Click OK to close the dialog and return to the Notes tab with a new CHAP
ENCOUNTER note open, as shown in Figure 11-6.

Bde Wew Sckon Oebons

Liasst 100 Sigrvd Hotes. LCHAF ENCUUNTER e U621 60R5SS U Zetudend
= té Hew Hote in Progiess Vst INPATIENT Charge,
E Senl611 CHAPE P
B A1 sgned notes

B Seo 2309 FOWEL
B Dec 17.08 VMT DLy
B Cec0000 RITRA
B Dec 308 PENOT
B Mey 0000 ANDER
B Ju0s07 PCNOTE
B Mer 2107 ANDERS
B Jan 007 JONES &
B Jon 007 NURSIN
B Jan U307 DIABETE
B 0ex 3108 PCHOTI

< ¥

/ Tengisles &

|  errinders [ 5

Figure 11-6: Example of a new note in progress

If an error was made when entering information into a note and the note needs to be
deleted, follow the instructions in Section 11.7.
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11.4 Select a Template in the Templates Drawer

The Notes tab contains a number of templates that can be used to create or add to
notes about patient care. The templates are grouped in folders and stored in a
“drawer” in the Notes tab, which is opened by clicking Templates.

Note: For new EHR users, typically only the templates stored in
the General folder in the Templates drawer will be used.
Advanced users may be using other templates.

1. Follow the steps in Section 11.3 to create a new note. The Templates button
appears at the bottom left corner of the Notes tab, as shown in Figure 11-7.

[ # Templates

]

Figure 11-7: Templates button

2. Click Templates to open the Templates drawer, as shown in Figure 11-8.

RPMS-EHR USER ,ZSTUDENT
User Patient Refresh Data  Tools Help

Demo.Alice Janene
109629 30Mev-1952 [57)  F

Motifications . IFC . Reviews “.CC/HFI
File ‘“iew Action Optionz

Last 100 Signed Motes
= Fg'}; Mew Mote in Progress

= fg'}; Al signed notes

<

Jul 2210 CHAP EWCOUNTER |
= Fg'}; All unzigned notes far USERZSTUDEN
Map 08,10 CHAP ENCOUNTEF

May 1010 CHAP ENCOLUNTEF
Map 10,10 CHAP EMCOUNTEF v

>

FPRIMACY PATIENT CHART

INPATI
USERZ
Past Health Hx Skl o N

CHAP ENCOUMTER
A Wst INPATIENT

[ £ Templates

= ﬂ Shared Templates
=2 CHAP
== General
CHa&/F Histary General

Eye

Ear

Mouth and Teeth

Respiratorny

Circulatory

Diigestion

Musculoskeletal

Skin-Soft Tizsue

Urinary

Female Reproductive

Pregnancy

Mervous System

£ Endocrine

+-5 ELK. PHN Postpartum “isit
58 ACL PHM B12 INJECTION

E FaVnRITE CHIN

opoooooDDo00O0 0D e &

m

<

£=E CHAZP Exam General
58 CHA/P Exam General [AFF
0

2=F] CHa/F PEF-Lab Assessmer

>

b

[ / Reminders

I3

Figure 11-8: Open Templates drawer
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The Template drawer contains a list of folders and templates. Folders may
contain subfolders as well as individual templates. Each folder contains History,
Exam, and Lab Assessment Plan templates that are specific to chapters in the
CHAM.

Each template in the Templates drawer has an icon that looks like a piece of
paper to the left of the template name.

e To see the contents of a folder, click the plus sign (+) to “expand” the folder
and display the list of templates and subfolders within it.

e To hide the contents of a folder, click the minus sign (-) to “collapse” the
folder and hide the list of templates and subfolders within it.

Click the plus sign (+) next to the Shared Templates folder to expand the list of
templates in that folder.

Click the plus sign (+) next to the CHA/P Templates folder to expand the list of
templates in that folder.

Click the plus sign (+) next to the General folder to expand the list of templates
in that folder, as shown in Figure 11-9.

L Termplate:
= a Shased Templates
= B CHAMP Template:
= B Genersl

ém

|

CHAP Enaen
* CHAF PEF Lab Asvesimant-Flan
B Ewe
0 Em
Cy Mouth snad Testh
-0 Redpasion
£ Coculalong
(o | Un.'pe‘:-'l.n _—
5 Muscidoabebstsl
o [ SkreSoll Taus
B Urraey

£ Femsls Repioducive
£ Pregrancy
B Meraoas Sysherm

# 2 Erdocsne

_—l -

Figure 11-9: Subfolders in the CHA/P Templates folder

Note: For new EHR users, typically only the templates stored in
the General folder in the Templates drawer will be used.
Advanced users may be using other templates. For example
an advanced user may select the template from the Ear
folder, if the patient has an issue with his/her ear.

6. Locate the template to use in the Templates drawer and click its name to open it.
In Figure 11-9, the History template in the General folder has been selected.
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An open History template is shown in Figure 11-10. The template contains
standardized text as well as check boxes and fields for text to be filled in by the
CHA/P.

g Template: CHAP History - n-j .E|

** Ba sure to Enter Inside Front Cover/Back cover **
** Angward into EHR bafors starting this cesplacs **
CHAF FATIENT ENCOUNTER

HISTORY:
Chief Complaint & History Fresent Illness:
He Chiaf Complaine,

** Look up pacienc's probles in che Index or Table of Contentcs, and go oo chat page. *
Froblas Specific History

Pagr Haaleh Hx:
Active Froblams:
WIPERTEMEION
TOBACCO USE
T¥PE 2 DIABETES MELLITUS
HYPERTENSION
Aetive Oucpatisnt Medications (including Supplies):

Aervive Ducpacisec Madications Status
LA R R DR DL DL L Ll LU L L LDy Ll bbb L L Ll L LR ] L]}
11 DIVALPROEY ZEOHC TAE I TABLETS MOUTH TWICE AL DAY ACTIVE
Panding Outpatisnt Hedications Status

T T T T T T T T R P PP PP P ey
1) ACETAMINOFHEN 325MG TAER TAKE TW0 TABLETS HOUTH EVERY  FENDING
4 HOURS IF NEEDEDR TR PAIN Ok FEVER

Z Total Hedications

Alleegias: PENICILLINZ
**Inter Hew Allergises in Adverss Reactions On Review Tab in EHR™™
LHP: Mona Pacordsd
T The petiant iF Pregnant.
Issunizations Dues: Tdap ( past dus)

eher He:

Habie Hz:
Alcohol /Drug Scresn: None Found
Lage TOBACCO HF: CURRENT SMOHER - May 25, 2007

=* jpiver Complecing this Tesplace,

** Zave the noce WITHOUT SIGHATURE.

** Poarfors YOUTr SXZAE.

** Whan you have Coapleted ths Exaxn,

#* Righe ¢lick on your Nere, EDIT WOTE,

** Document on ax Exas Template. L

* Indicate: & Reguied Fisld [ Pwass | [ ok J| Conest |

Figure 11-10: CHA/P History Template
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11.5 Fillin the Fields in the History Template

To fill in the fields in the History template, scroll through the entire template to enter
text and select check boxes that apply to the current patient encounter.

1. When the History template opens the cursor will be in the Problem Specific
History field. Document the current issue for this encounter here.

2. If the patient is taking medications that are not listed in the Active Outpatient
Medication section of the template, type the other medications in the Total
Medications field below the list. The field is shown in Figure 11-11.

Template: CHA/P History General

Diabetes Mellitus Without Mention 0f Complication, Type Ii Or
Unspecified Type,

codiens intolerance

Doyspriea, Paroxysmal

Tnspecified Otitis Media

Active Inpatient Medications (including Supplies):

No Medications Found
Pt_reports taking lisinopril 10 mg for BP X E wks

Allergies: PENICILLIN ¢, AMOXICILLIN, DEMEROL APAF, AMOEARBITAL, INSECT
STING
**Enter New Allergies in Adverse Peactions On Pewview Tab in EHR**
LMP: MOV Z5, 2006 (recorded on NOW Z5, Z006)
I_ The patient is pregnant.

Inmunizations Due: No immunizations due.

Other Hx:

It reports wisiting Dr. Heart, the cardiologist 2 weeks ago and
having an eye exam last weel.

Hahit Hx:
Alcohol /Drug Screen: Date: Jul 20, 2010 Besults: NOBRMAL /NEGATIVE
Last TOBACCO HF: CUREENT SMOEELESE - Jun £1, EZ007

** After Completing this Template,
** Save the note WITHOUT SIGNATURE.
** Perform wyour exam.

** Tlhen you have Completed the Exam,

** Right click on your Mote, EDIT NOTE,

** Document on an Exam Template. b

< ?

* Indicates a Required Field [ Freview ] [ (] ][ Cancel ]

Figure 11-11: CHA/P History template showing list of medications and “The patient is
pregnant.” checkbox selected
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3. If the patient is female and pregnant, select the “The patient is pregnant.” check
box (Figure 11-11).

4. If the patient is due for any immunizations, the immunizations will be displayed
in the Immunizations Due section. If there is additional information about the
patient’s immunizations, document it in the field below this list.

5. Use the Other Hx field to enter information from the patient’s answers to the
CHAM questions about chronic issues.

6. Use the Habit Hx field to enter additional comments about the patient’s habits
regarding tobacco, drugs, or alcohol use.

7. Click OK (at the bottom of the History template dialog) to save the information
and return to the Notes tab.

The information entered in the History template is displayed in the Notes tab, as
shown in Figure 11-12.

(N Hotes 8

Tie View Acion Dpfions
Lt 1000 Sigrom Mo CHAP ENCOUNTER Jd 2 AOENO T Uems Zituderd [Fporce
= fi: Mew Note in Progress Vet ACLBC |

[ /2210 CHAPENCOUNTER & 'Cpun paTIENT ENCOUNTER P

B Al urvgred roles bt ISER 25 TUDENT
[B 4 2210 CHAP ENCOUNTER A C mxsTomT:
[ May 00,10 CHAP ENCOUNTER, A|| Chist Complaiet & History Presen

# TE: All sgned rote:
«

Chist Compl
feo

= B Shaed Template: 1 | ot

B CHAR e
B Gienesad

CHAP History Geneesl

* CHAP Exaem Genessl
CHA Exoem Gioneaal [4FF
CHAF PEFLab Asteiiim

v Past Hualeh He:

.

CBESTTY

HYPERTENEION
ANXIETY/DYSTHYRIA-DEPRESSI0N- SITUATIONAL
L FNEE TENDONITI® (GRACILIUZ MUZCLE)

v T4 Oz

Figure 11-12: CHA/P Patient Encounter in the Notes tab
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8. To save the information entered in the History template in the CHAP
ENCOUNTER note, right-click in the window that contains the CHAP
ENCOUNTER note to open the context menu, and then select Save without
Signature as shown in Figure 11-13.

Reformat Paragraph Ckrl+R,

Find in Selected Moke
Replace Text

Check Grammar
Check Spelling

Add to Signature List
Delete Progress Make. ..
Edit Progress Mote. ..
Make Addendum...

Save without Signature
Sign Moke Now, ..
Identify Additional Sigrers

Figure 11-13: Context menu in the Notes tab

Important:It is important to save your work. If you accidentally
go to another tab without saving, the information entered will still
be in the Notes tab. However, it is critical to save the note without
a signature.

11.6  Accidentally Clicking the OK Button

If OK is accidentally clicked before all information has been entered in a template,
there will be an incomplete patient record. The information already entered is saved
to the Notes tab, but the template must be opened again to be completed.

1. Follow the steps in Section 11.4 to open the template.

The template is blank because the information that was already entered has been
saved in the Notes tab.

2. Place the cursor in the section of the template where the new information needs to
be entered and begin typing.

CHA/P Getting Started Guide Record Patient History
September 2011

132



CHA/P Getting Started Guide (EHR) Version 1.9 Draft

Important:Do NOT start entering information at the beginning of
the template. Starting over will add duplicate information to the
note.

Depending upon the template, additional editing of the note may be necessary.

Note: It is important not to click OK until all patient information
has been entered into the template.

11.7 Delete a Note

Only unsigned notes can be deleted. To delete a note follow the steps below.

1. Inthe Last 100 Signed Notes panel (located at the top left corner of the Notes
tab), select the unsigned note to be deleted.

2. Right-click in the main window to open the context menu, as shown in Figure
11-14.

Refarmat Paragraph Chrl+R.

Check Grammar
Check Speling

Add ko Signature Lisk
Delete Progress Maoke. ..
Edit Progress Mote. ..
Make Addendum...

Save without Signature
Sign Moke Mo, .,

Identify additional Signers

Figure 11-14: Context menu for the Notes tab

CHA/P Getting Started Guide Record Patient History
September 2011

133



CHA/P Getting Started Guide (EHR) Version 1.9 Draft

3. Choose Delete Progress Note from the context menu to open the Confirm
Deletion dialog, as shown in Figure 11-15.

Confirm Deletion |

May 10,10 CHAP ENCOUMTER, A CLIMIC, ZSTUDEMT USER

Delete this docurment?

Figure 11-15: Confirm Deletion dialog

e To delete the note, click Yes.
e To cancel the deletion and return to the Notes tab, click No.

11.8 The Context Menu for the Notes Tab

Right-clicking anywhere in a note on the right side of the Notes tab opens the context
menu. The following options are on the context menu.

Option Action

Add to Signature List Places the unsigned note with other orders and
documents to be signed for the current patient on
the Notifications tab

Delete Progress Note Deletes an existing unsigned progress note

Edit Progress Note Opens an existing unsigned progress note to be
edited

Make Addendum Opens an existing signed progress note to add
information

Save without Signature Saves the current progress note without signing it.

This allows the note to be edited or deleted it at
another time.

Sign Note Now Saves and signs the note, showing that the note is
complete

Identify Additional Signers | Designates additional signers for the progress note
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12.0 Record Vital Signs
(Vitals Tab)
Use the Vitals tab to enter and review vital sign measurements, such as Pain,
Temperature, Pulse, Respirations, O2 Saturation, Blood Pressure, Weight, Height,
Vision Corrected, Vision Uncorrected, Head Circumference, Fundal Height, Fetal
Heart Tones, and Body Mass Index.
In the Vitals tab, it is possible to graph a range of selected measurements to review a
patient’s vitals over a period of time.
Prior Steps
Before using the Vitals tab, complete the following steps:
1. Logon to the EHR (Section 3.0)
2. Select the patient (Section 5.1)
3. Create a visit (Section 5.2)
4. Enter the patient’s chief complaint and history of present illness information
(Section 7.0)
Review and update the patient’s past health history (Section 8.0)
Update the patient’s immunization and skin test records (Section 10.0)
7. Enter information in the History template (Section 11.0)
The correct patient’s name, demographic information, and encounter information
must appear on the Patient panel and the Visit panel:
Demo. Patient 5Senior Male BH - BOSWOOD 14-Jun-2011 11:45
37930 01-Jan-1935 [76] M BAILEY DOMNA R Arnbulatary
Figure 12-1: Example of EHR toolbar showing patient name and encounter information
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The left side of the Vitals tab lists the values for the last set of vitals taken for the
patient in columns labeled Vital, Value, and Date, as shown in Figure 12-2. This list

can be sorted by the name of the vital, the value, or the date by clicking one of the
column headers.

e Vsl L& "
Vitals

Vil Viakie Daie o 06 Mag 2011 1200

P 15080ty 05 Map2011 1200 [ | W ey

HT B9in (175 2 cm] 05 May 2011 1200 =) =
wi TR0 165 kgl DMy 1200 3 3
%5 11200 ol 25 L
Body Mais Index 550

Erver\ials

Tvru ks
re Month

N results o graph for this date range.

Figure 12-2: Vitals tab and the Enter Vitals button

The right side of the Vitals tab shows a grid containing the values of all vitals taken
for the patient over a specified date range (Figure 12-2 shows vitals over a six-month

period). A scroll bar appears below the list if there are too many dates in the range to
fit in the available space.

e To see vitals taken over a different date range, select the range from the list under
the Enter Vitals button.

e To add new vitals for the patient, see Section 12.1.

e To see a graph of a selected vital over a period of time, see Section 12.5.
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12.1 Record Vitals

1. Onthe Vitals tab, click Enter Vitals to open the Vital Measurement Entry
dialog, as shown in Figure 12-2.

@ vital Measurement Entry Q@@

Default Units - 26-5ep-2011 0917 Farge |rits
@ Temperature | F
Blood Preszsure 90-150 mmHag
Pulse B0 - 100 Amir
Rezpirations Amin
Height cm
Weight kg
Pain
Last Known well
02 S aburation 4
Peak Flow
Best Peak Flow

Mew Date/Time

Figure 12-3: Vital Measurement Entry dialog

If the patient’s Vitals pane contains the heading, No Vitals Found, the Enter
Vitals button is not available:

a. Right-click within the pane.
b. Select Enter Vitals from the context menu.

Mo vitalz Found 1

Enter Yitals. ..

Refresh F5

Figure 12-4: Vitals pane with Enter Vitals selected on the Context menu
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2.

3.

Note: The EHR regional team determines the list of vital signs
available in the Vital Measurement Entry dialog.
Vital measurements can be displayed using either US units
or Metric units. To change the units displayed in the Vital
Measurement Entry dialog click the arrow next to the
Default Units field and select “US Units” or “Metric
Units.”

In each field, type the vital measurements taken during the current patient
encounter. After each measurement is entered, the field changes to yellow.

& vital Measurement Entry E@El

15 Uitz - 05-Aug-2010 12:53 Fange [Initz
Temperature 98 F
Fulze aa B0 - 100 ik
R ezpirationz 17 Jmin
Blood Prezsure 138/88 a0 - 150 mmHg
Height (5t in
"weight 168 b
Fair g
02 Saturation 100 4
@ Peak Flow |

Figure 12-5: Entering new vitals

e |f a measurement that is out of the reference range is entered, an error
message is displayed. See Figure 12-6.

X

@ Input must be between 70 and 120 F.

Inwalid Entry

Figure 12-6: Invalid Entry dialog

e The patient’s body mass index (BMI) is calculated automatically after
entering his or her weight and height. The calculated BMI is shown in the list
of vitals on the left side of the Vitals tab.

After all relevant vitals have been recorded, click OK to close the dialog and
return to the Vitals tab.

The measurements entered are displayed in the top portion of the right side of the
tab.
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12.2

Record a Second set of Vitals during the Same Visit

To enter more than one measurement during a visit (for example, a second blood

pressure measurement):

1. Click New Date/Time to display the Select New Date/Time dialog (Figure 12-7).

® Sclect New Date/Time EJ@EI

I zing:
() Current Visit () Historical Yist (&) Mow

Date/Time Done | 26-Sep-2011 0924 [

ok [ Cancel ]

Figure 12-7: Select New Date/Time dialog
Select the appropriate Using option:

e Current Visit sets Date/Time Done to match the start of the current visit.
e Historical Visit displays a dialog where an Historical Visit can be selected.
e Now sets Date/Time Done to the current date and time.

Alternatively, click ellipses [...] to open the Select Date/Time dialog and pick
some other date and time.

When documenting an encounter after-the-fact, be sure to set the
Date and Time to match the date and time of the encounter.

Click OK to close the dialog and to redisplay the Vital Measurement Entry
dialog with a new entry column to the right of the first one.

@ vital Measurement Entry E@gl

Default Unitz - 26-5ep-2011 0917 26-Sep-2011 09:36 Fange Uitz
" ] Temperature 1004 | F
Blood Fregsune a0- 150 mmHg
Pulze E0-100 Amin
Fiespirations Amin
Height cm
Weight kg
Pain
Last Kniown el
02 5 aturation 4
Peak Flow
Best Peak Flow
[ Mew Date/Time ] [ ak. ] [ Cancel

Figure 12-8: Vital Measurement Entry dialog with second column added
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12.3

Note: If the date or time is incorrect, edit it by clicking the
Date/Time at the top of the column.

Record Vision

Snellen results are documented in the Vital Measurement Entry dialog in either the
Vision Corrected or Vision Uncorrected field depending upon testing performed

with the patient either wearing or not wearing contacts/glasses.

Only document the bottom number, the ‘top’ 20 is assumed. Always document the
right eye first. For example, if the patient is wearing glasses, results are recorded in
the Vision Corrected field. If the value for the right eye test is 20/40 and left eye test

is 20/15, document the findings as 40/15, as shown in Figure 12-9.

@ vital Measurement Entry E@E
Default Units - 16-Aug-2010 13:02 23-Aug-201015:30 Fange Unitg
Temperature 3B.EY 3722 C
Pulze et i8] £0-100 fmin
Respirations 18 15 Amin
Blood Pressure 122/58 155/56 90-150 mmHg
Height 18283 18288 cm
"wieight 74.84 7E.EB ka
Pain 1 2
02 Saturation 93 9 %
L) Peak Flow
Audiometry

Yigion Comected

40415

Yigion Uncomected

Head Circumference

36

cm

Waigt Circumference

4318-101.6 cm

Cerviz Dilatation

cm

Abdominal Girth

cm

Effacement

Fetal Heart Tones

Furndal Height

cm

Station [Pregnancy)

[New DatefTime] [

oK ] [ Cancel

Figure 12-9: Entering Vision Corrected information
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12.4 Record Head Circumference

Enter the head circumference in metric units.

HeEIghnt | i i cm
Weight 85.73 kg
Pair 2
02 5 aturation 95 =
@ Peak Flaw |
Audiometny

Yizion Corrected

Yision Uncaorrected

Head Circumference g (=11}
Waist Circurnference 4318-1M B i
M Dl e e bimen ——

Figure 12-10: Entering head circumference

12.5 Graph Vitals

On the right side of the Vitals tab, the area below the grid shows a graph of the values
for a selected vital over the same period shown in the grid. Figure 12-11 shows a
graph of blood pressure measurements taken over a six-month period.

— Fef Range —o—Systolic @ Diastic |

AL 22ul-201011:23

Figure 12-11: Graph of blood pressure values over a six-month period

To see a graph of a specific vital, follow these steps.
1. Select the date range to be graphed from the list below Enter Vitals.

2. Select the vital(s) to be graphed by clicking anywhere in its row in the grid at the
top of the panel.

In Figure 12-11, “Blood Pressure” was selected in the grid. The graph is displayed
below the list of vitals in the grid.
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3. To change the information shown in the graph, select one or more of the check
boxes below the list of date ranges.

e Values: Shows the numerical value next to each point on the graph

e Zoom: Allows enlargement or magnification (to “zoom in” on) of a particular
area of the graph by drawing a rectangle (clicking and dragging the mouse)
around the area to enlarge.

Note: Select the Zoom check box before drawing the
rectangle.

— Toclick and drag a rectangle on the graph, click a point at the upper left
corner of the area to be enlarged.

While holding the left mouse button down, move the mouse (“drag” it) to
the lower right corner of the area to be enlarged. A rectangle is drawn
around the area that is selected.

Release the button to enlarge the rectangle so that it fills the graph viewing
area.
To zoom in on a smaller area, draw a new rectangle in the enlarged graph.

To return to the full-size graph, uncheck the Zoom check box, or right-click
the graph and select Zoom Back on the context menu.

Note: If a rectangle is drawn around an area of the graph
where no points or lines are visible, the enlarged
graph will be blank. Uncheck the Zoom check box to
return to the original graph.

e 3D: Changes the graph to a three-dimensional representation
e Grid: Adds grid marks to the graph
e Age: Change the lower scale of the graph (the x-axis) to age increments.

— To return to the original date increments on the x-axis, uncheck the Age
check box.

e Percentiles: Shows percentile increments on the right side of the graph.
Percentile data is only available for the Height, Weight, Head Circumference,
and BMI measurements.

Figure 12-12 shows a BMI point (in blue) on a growth chart for a child (a person
less than12 years old) with the Grid and Percentiles check boxes selected.
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Figure 12-12: Growth chart for a child under 12 years of age with Grid and Percentiles
check boxes selected

The BMI percentile curves, shown in red, are calculated from national averages
developed by the National Center for Health Statistics in collaboration with the
National Center for Chronic Disease Prevention and Health Promotion (2000).
The standard is to display the 5th, 10th, 25th, 50th, 75th, 90th, and 95th percentile
curves.
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13.0 Record a Patient Examination
(Notes Tab/Exam Template)

After entering the patient’s vitals, return to the Notes tab to pull vitals data into the
Exam template.

> wn

c N o o

Prior Steps
Before using the Exam template on the Notes tab, complete the following steps:
1.

Log on to the EHR (Section 3.0)
Select the patient (Section 5.1)
Create a visit (Section 5.2)

Enter the patient’s chief complaint and history of present illness information
(Section 7.0)

Review and update the patient’s past health history (Section 8.0)
Update the patient’s immunization and skin test records (Section 10.0)
Enter information in the History template (Section 11.0)

Enter the patient’s vitals (Section 12.0)

The correct patient’s name, demographic information, and encounter information
must appear on the Patient panel and the Visit panel:

Demo_ Patient Senior Male

37330

EBH - BOSWOOD 14-Jun-2011 11:45
BAILEY.DOMMA R Arnbulatany

01-Jan-1935 [YB] M

Figure 13-1: Example of EHR toolbar showing patient name and encounter information

1. Click the Notes tab. Place the cursor at the end of the last note by clicking in the
bottom of the note. See Figure 13-2.

The CHAP ENCOUNTER note created in Section 11.0, including the information
entered into the History template, appears in the right side of the tab as shown in
Figure 13-2.
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Figure 13-2: Notes tab showing CHAP ENCOUNTER note with information previously
entered in the History template

2. Right-click anywhere in the CHAP ENCOUNTER note to open the context menu
and choose Edit Progress Note, as shown in Figure 13-3.

Reformat Paragraph

Ctrl+R

Find in Selected Mote

Replace Texk
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Check Spelling
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Delete Progress

Edit Progress Mol
Make Addendur