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1.0 Introduction

The purpose of this manual is to provide technical information about the role of EHR with Health Information Management (HIM).
Implementation of an electronic medical record at any healthcare organization is a complex and lengthy process, requiring preparation and changes in essentially all areas of a medical facility. Rolling out an electronic record system at any facility will require a considerable training effort at the time of implementation, as well as an ongoing program of training and support. Health Information Management (HIM) and the Business Office provide ongoing operational support for certain RPMS packages that comprise and/or interface with the Electronic Health Record. The goal of this manual is to (a) provide HIM and Business Office Professionals with basic skills for supporting the RPMS-EHR and (b) delineate recommendations for specific HIM and Business Office issues.
Please note that Appendix C provides some scenarios on How To Do (tasks).
Many of the tasks described below are from the RPMS-EHR Configuration Master Menu. You access this menu by selecting EHR from the initial RPMS prompt. The RPMS-EHR Configuration Master Menu is below:
RPMS-EHR Configuration Master Menu

   CON    Consult Tracking Configuration ...

   EDU    Patient Education Configuration ...

   ENC    Encounter Context Configuration ...

   EXM    Exam Configuration ...

   FRM    VueCentric Framework Configuration ...

   HFA    Health Factor Configuration ...

   IMM    Immunization Configuration ...

   LAB    Lab Configuration ...

   MED    Medication Management Configuration ...

   NOT    Notification Configuration ...

   ORD    Order Entry Configuration ...

   PAT    Patient Context Configuration ...

   PHX    Personal Health Hx Configuration ...

   PLS    Problem List Configuration ...

   POV    POV Configuration ...

   PRC    Procedure Configuration ...

   REM    Reminder Configuration ...

   RPT    Report Configuration ...

   SPL    Spellchecking Configuration ...

   TIU    TIU Configuration ...

   VIT    Vital Measurement Configuration ...

2.0 Setting Personal Preferences and Views
You can set your personal preferences for several topics, including Notifications, Order Checks, Teams, Notes, and Reports in the EHR.
This is where you set your preferences (Tools ( Options):
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2.1 Personal Preferences for Notifications
You can control what notifications you want to have notify you. You cannot turn off mandatory notifications, however. Also, you can choose a surrogate to receive your notifications within a particular date range.
Notifications are managed on the Notification Management Menu in the RPMS.

Notifications will be triggered by examining data in HL7 messages. (In limited cases, they will be triggered within individual packages.)

Notifications are triggered in the following methods:

· Hard coded triggers within a package; for example, Imaging Patient Examined.

· Time (TaskMan)-driven processes; for example, Medications Expiring.

· Expert system rules monitoring HL7 messages; for example, Critical Lab Results.

· Expert system rules monitoring DGPM Movement Events protocol; for example, Discharge.

· Expert system rules monitoring OE/RR Events; for example, Order Requires Electronic Signature.

Order checking system; for example, Order Check.

2.1.1 Turning Notifications On/Off

The following is how you select your personal preferences for notifications.
Follow these steps:

	1. Select Tools ( Options to display the Options dialog.

· Make sure you are on the Notifications tab.
2. Those notifications having “Mandatory” cannot be unchecked (turned off). For example, Abnormal Imaging Results cannot be unchecked.

3. You can click Remove Pending Notifications (when active) to remove your pending notifications.

4. When the Options dialog is complete, click OK to accept the on/off switches for the notification.
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2.1.2 Setting a Surrogate

A surrogate would be, for example, someone who could take over for you while you are on vacation or on a shift. In addition, that person would sign notes (for example).
	5. You can have a surrogate receive your notifications (optional). Click the Surrogate Settings button to display the “Surrogate for Notifications” dialog.
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	6. Select a surrogate from the drop-down list for the Surrogate field.
7. After selecting the surrogate name, the “Surrogate Date Range” button becomes active. You can select a date range by clicking this button (optional); otherwise it will always be in effect.
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	· Enter the Start and Stop dates or click the [image: image7.bmp] button to display a calendar from which to select a date and time.

· Click OK on the Date Range dialog.
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	8. You return to the “Surrogate for Notifications” dialog, with the date range displayed on it.

· You have the option of removing the surrogate and/or selecting a different date range.

9. Click OK on the “Surrogate for Notifications” dialog.
	[image: image9.png]Surrogate for, Notifications

Moore Catherine:

fom: Moy 020050000

Surogat i Jun 14 2006@00:00

WoaeCabeine (2]






	· You return to the Options dialog with the surrogate name and date range on it.

· You can change the surrogate information by clicking the Surrogate Settings button.

10. When the Options dialog is complete, click OK to accept the on/off switches for the notifications.
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2.2 Personal Preferences for Order Checks
You can control what order checking you want to have notify you. You cannot turn off mandatory order checks, however.
Order Checking is based on a system of rules that review orders to see if they meet defined criteria. If they meet the criteria, an electronic message is sent to the ordering provider before the order is completed (such as duplicate order, drug-lab interaction, etc.). The provider can then choose to cancel the order or override the order check and place the order.

The Order Checking system determines when order checks and notifications are sent. To accomplish this, EHR includes several prepackaged order checks as well as three menus for setting Order Checking parameters such as enabling and disabling specific order checks.

Order Checks can also be configured to be mandatory by the CAC or IT Department. If this feature is enabled, individual order checks cannot be edited by the end users. Non-mandatory order checks can be enabled or disabled by the user by selecting Tools ( Options.

Order checks come with a system default that will take effect as soon as you turn them on. Each site needs to decide what order checks should be turned on at the system level, leaving users to turn them on or off at a personal level. Order checks are displayed to the clinician when they begin to write orders and again when they sign orders. Order checks with a danger level higher than “Low” require the clinician to enter a reason for continuing with the order. This will display with the order details and is available to the pharmacist on medication orders.

Follow these steps:

	11. Select Tools ( Options to display the Options dialog.

· Make sure you are on the Order Checks tab.

12. You can check or uncheck the various order checks, except for mandatory ones (the word “Mandatory” will appear in the Comment column).

13. When the Options dialog is complete, click OK.
	[image: image11.png]Options

Notfcations | Order Checks | Teams | Notes | Repots

Orcr Checks

Enable or disable your order checks.

‘Yo can tun on o off these nlffcations exept thase that are mandato.

Orcer Check On/Off | Comment
Alrgy-Cortrast Media Iteraction  On
Allrgy-Drug Ineraction on

[ Aminoglycoside Ordered oif
Biochem Abriomaliy For Conlra... On
Clozapine ppropiateness on
Citizal Dug Interaction on
CT & MiiPhysicalLimitaions ~~ On
Dispense DugNot Selected ~ Dn
Duplicate Drug Class Order on
Duplcate Drug Orcer on

"1 Duplcate Opioid Medications 01







2.3 Team Lists

The auto-linked teams are usually set up by your CAC. If subscription is allowed, users can join a team. Devices can be team members.

Clinicians can create patient lists by ward, by clinic, or by patient to use for displaying results or creating reports. They can build lists, delete lists, merge lists, add or delete patients from lists, or inquire to a file of patient lists.

CACs can help to set up team lists for groups of clinicians and related hospital personnel.

If a user has a list defined and loaded (as determined in the Personal Preferences options), the list will be available every time the user selects the Clinician Menu, Nurse Menu, or Ward Clerk Menu from the CPRS Manager Menu. The user will then select a patient from the list. This list can also be used for printing reports.

The team lists help determine who receives notifications for patients defined on the lists.

Follow these steps:

	14. Select Tools ( Options to display the Options dialog.

· Make sure you are on the Teams tab.
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	15. Click the Teams Information button to display the Team Information dialog.
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2.4 Personal Preferences for Notes

You can configure your document list preferences. This means that when you select your note title, your preferences are listed at the top. In addition, you can select a default title; that note title will come up automatically (if you check the “Verify note title” checkbox on the Notes dialog).
Follow these steps:

	16. Select Tools ( Options to display the Options dialog.

· Make sure you are on the Notes tab.

· You can configure defaults for editing and saving notes as well as configure your document list preferences.

The following sections cover these topics: Defaults for editing/saving notes and Document list preferences for progress notes.
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2.4.1 Defaults for Editing/Saving Notes

	17. Click the Notes button to display the Notes dialog.
· Change the interval for auto-saving your notes, if necessary. The units of measure are seconds. You can type the new interval or click the up and down arrows to change the settings in five second intervals. When auto-save occurs, you momentarily cannot continue typing.
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	· If you want a default cosigner for your progress notes, select the person from the drop-down list for the “Default cosigner” field. This name will appear in the Expected Cosigners field on the “Identify Additional Signers” dialog when you select “Identify Additional Signers” on the Notes tab. Note that “Hager,Mary” is the expected cosigner in the illustration to the right.
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	· Check “Ask subject for progress note” if you want to enter a subject line when you write a new note. This will group your notes by particular subjects. The sort and search options in TIU use the subject line to find them. This means you could have a subject line for bronchitis and then later find how many notes you wrote for people with bronchitis.
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The illustration above shows a new note for entering a subject line (in the EHR).

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

18. When the Notes dialog is complete, click OK.
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2.4.2 Document List Preferences for Progress Notes

You can configure your document list preferences. This means that when you select your note title, your preferences (note titles) are listed at the top.
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In the illustration above, Patient Chart Review, Diabetes Program Note, and Health Education Note are the preference document title list for the user.

In addition, you can select a default title; that note title will come up automatically (if you check the “Verify note title” checkbox on the Notes dialog).

Follow these steps:
	19. Select Tools ( Options to display the Options dialog. Click the Document Titles button to display the Document Titles dialog.

20. Select Progress Notes from the drop-down list for the “Document class” field.
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	21. Highlight a document title and click the Add button to move the document to “Your list of titles” field.

· You can keep selecting titles and adding them to your list, as needed.

· You can select a title in your list and have it become the default. Highlight the title and click the Set as Default button.

· If this is the correct default, then click the “Save Changes” button.
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	22. You can remove the default by selecting it and clicking the Remove Default button.
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	23. When the Document Titles dialog is complete, click OK.
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2.5 Personal Preferences for Reports

You can change the default date range and occurrence limits for all reports as well as for individual reports (excluding health summary reports). These reports are listed on the Reports tab in the EHR.

Follow these steps:

	24. Select Tools ( Options to display the Options dialog.

· Make sure you are on the Reports tab.

· Most likely you will want to change the date range because the default is for Monday through the next Sunday of the current week.
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2.5.1 Default Date Range for All Reports

	25. Click the Set All Reports button to display the “Change Default Settings for Available Reports” dialog.

· You can change the (default) Start Date and Stop Date fields by typing the date or by clicking the [image: image25.bmp] button to select from a calendar. The default dates are Monday through the next Sunday of the current week.

· You can change the maximum number of available reports by typing a new number in the “Max” field.
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	26. If you want to return to the default date range and maximum number of available reports, click the Use Defaults button to display the Confirm confirmation.

· Click Yes to have all reports (except health summaries) have the default settings.
· Otherwise, click Cancel.
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	27. When the “Change Default Settings for Available Reports” dialog is complete, click OK.
	The settings you have adjusted on this dialog will affect all reports except for the Health Summary report.


2.5.2 Default Date Range for Individual Reports

	28. Click the Set Individual Report button on the Options dialog to display the “Customize Individual CPRS Report Setting” dialog.

29. You can search for the report by entering at least three letters of the report name in the field. Otherwise, you can scroll through the list.

· You can change the maximum number of available reports by typing a new number in the “Max” cell.
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	30. You can change the Start and Stop date in the particular cell by typing the date in the cell or by clicking the [image: image29.bmp] button to select from a calendar.

· If you plan to change other report defaults, click Apply. Then repeat the previous steps.

31. When the dialog is complete, click OK.
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2.6 Personal Views on Notes Tab
You can set a default view of the notes on the Notes tab. In addition you can create a custom view. This means you could save the custom view as your default view.
2.6.1 Creating a Custom View

The HIM staff could use this feature to monitor documents to determine for the complete or incomplete status.
Follow these steps:

	32. Go to the Notes tab in the EHR. Select View ( Custom View to display the “List Selected Documents” dialog.

33. Select the type of documents you want in your custom view from the Status panel.

34. Enter the maximum number of documents in the Max Number to Return field. This determines the maximum number of documents to display in the left panel of the Notes tab.

35. Use the Beginning Date and Ending Date fields if you want the documents to be in a particular date range. These fields have calendars from which to select the dates.

36. Change the Author, if needed.

37. Determine the sort order of the Note Tree view by enabling the appropriate radio button in the Sort Order panel in the Sort Note List panel.
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	38. Determine the sort order of the progress notes by enabling the appropriate radio button in the Sort Order panel in the Sort Note List panel.
39. You can group the progress notes by selecting a choice from the drop-down list for the Group By field.

40. You can sort the documents by particular characteristics, such as Subject, by selecting a choice from the drop-down list for the Sort By field.

41. Another way to display the progress notes is by using the choices in the lower panel. You can check the Title or Subject checkbox and enter what the title or subject should contain (in the Contains field). After you dismiss the dialog, those particular progress notes will display in bold text in the left panel of the Notes tab.
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	42. Click the “Clear Sort/Group/Search” button to do the following:

· Change the radio button in the Note Tree View panel

· Change the radio button in the Sort Note List panel

· Remove the selection in the Group By field
	43. When the dialog is complete, click OK to display the progress notes in the left panel, using the specified characteristics from the “List Selected Documents” dialog.


2.6.2 Default View

	44. Once you have a custom view (or another other view) that you want as your default view, select Action ( Save as Default View.
	In the case where you have a view of the notes and you want to return to your default view, select Action ( Return to Default View.


2.7 Personal Views on Orders Tab
You can set a default view of the orders on the Orders tab. In addition you can create a custom view. This means you could save the custom view as your default view.

Personal views gets you flexibility in determining what orders will display on your Orders tab. For example, the HIM staff might want to see only those orders that are unsigned.

2.7.1 Creating a Custom View

Follow these steps:

	45. Go to the Order tab in the EHR. Select View ( Custom View to display the “Custom Order View” dialog.

46. Select the criteria for the orders that you want to display on the Orders tab by doing one or more of the following:

· Select an order status from the Order Status scroll list. (Click the + sign to expand a heading.)

47. Select a service or section from the Service/Section scroll list. (Click the + sign to expand a heading.)
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	· If you would like to limit the orders to a specific date range, check the Only List Orders Placed During Time Period checkbox and enter the from and through dates. Click [image: image34.png]


 to choose a date from a calendar.

· Check the Reverse Chronological Sequence checkbox if you want the oldest orders to appear at the top of the Orders tab.

· Check the Group Orders by Service checkbox if you want the orders to be sorted according to the service with which they are associated.
	48. Click OK. The orders that meet the criteria you specified on the “Custom Order View” dialog display on the Orders tab. The criteria for the displayed orders appears above the Service column (in the right panel).


2.7.2 Default View

	49. You can save your custom view (or any other view) as your default view. Select View ( Save as Default View to display the “Save Default Order View” information message.

· Click Yes to save the view as your default view.

· You can return to your default view by selecting View ( Return to Default View.
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3.0 Order Entry
This section discusses how to enter a pharmacy order, a lab order, a radiology order, and how to sign an order.
Quick Orders are commonly placed orders with no special conditions. Many sites create quick orders to help users to quickly place common orders. You can also create personal Quick Orders from the order dialogs themselves.
3.1 Order Entry for Pharmacy
You can enter an order for pharmacy using a quick-order or using the generic lookup on the Orders tab.
3.1.1 Using Quick Orders

Ordering pharmacy using quick orders requires you to access the quick order menu for medications and then complete the medication order.
Follow these steps:

	50. Go to Order tab and under the Write Orders panel, select quick orders for outpatient meds.
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	51. Double-click on a medication to display the Medication Order dialog. Notice that some of the fields are already populated.
52. You need to complete the dialog and click Accept Order.

· This causes the medication order to be listed on the Orders tab, shown in blue lettering.
	[image: image37.png][FEETAMINGPHEN Th

\2J

Change.

Dosage | Complex | Foute Schedule
I [oReC T PAn
B 07 E
2sic 0013 Zawek
e 00z s
cEonic 002 aCs
5D
i
s =
Conments |
|
Doy | Ouwvy el Pick U Py
0 s | o | S |  Clinic  Mal & Window | [ROUTINE <]
I~ Chroric Med 3
[FCETAMINOPHEN T2 =] [Ackest e
TKE &Y MOUTH
Qusny: 0 e 0 Coric Med: NO S







3.1.2 Using Generic Lookup
Follow these steps:

	53. Go to Order tab and under the Write Orders panel, select Outpatient Medications. The medication lookup dialog displays.

· The list above the list of medications are the quick orders.

54. Select a medication from the list (in the lower part) or search for one by entering a few characters in the field at the top of the dialog; in this case, the list will scroll to the first medication containing those characters.
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	55. The Medication Order for the selected medication will display.

56. You need to complete the dialog and then click Accept Order.
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3.2 Order Entry for Labs
You can enter an order for labs using a quick-order or using the generic lookup on the Orders tab.
3.2.1 Using Quick Orders
Follow these steps:

	57. Go to Order tab and under the Write Orders panel, select quick orders for labs. A screen will display showing the names of the various lab orders.

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

· You can select more than one by holding down the CTRL key and highlighting the lab tests you want.
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	59. The Order a Lab Test dialog displays.

· The selected lab test displays in the “Available Lab Tests” field. Other fields might be populated.
· The Clinical Indication field is required.
· Complete the other fields, as needed. Then click Accept Order. This returns you to the Labs selection list (click Done when finished).
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3.2.2 Using Generic Lookup
Follow these steps:

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

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

· The Clinical Indication field is required.

· Complete the other fields, as necessary.

· You can order labs for the future. In this case select from the Collection Date/Time field by clicking the [image: image42.bmp] button and select a date and time from a calendar.

· When the Order a Lab Test dialog is complete, click Accept Order.
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3.3 Order Entry for Radiology
You can entry an order for radiology using the generic lookup on the Orders tab.
Follow these steps:

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

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

63. You must select an imaging Procedure.

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

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

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

67. When the dialog is complete, click Accept Order.
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3.4 Signing Orders
The EHR provides three methods for signing orders and documents: (1) you can sign orders and documents together from the Review/Sign Changes dialog, (2) you can sign orders and documents separately using the Sign Selected Orders and (3) you can sign orders by using the Sign Documents Now commands.
3.4.1 Review/Sign Changes Dialog
Follow these steps:

	68. You can sign orders and documents by performing any of the following:
· Select File ( Review / Sign Changes to sign orders or documents and stay in the current patient record.

· Select a new patient.

· Log out.

· Click the Awaiting Review icon ([image: image45.png]


) on the Patient/Visit Tool Bar.
69. After performing one of the above actions, the Review/Sign Changes dialog displays.
70. Each item that requires a signature will have a check in the checkbox in front of it. Uncheck any items that you do not want to sign by clicking the checkbox to the left of the item. Optionally, you can click on a group heading to alternately check and uncheck all of its member items.
71. Enter your electronic signature code and click Sign. The checked items will now be signed.
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3.4.2 Sign Selected Orders
The Sign Selected Orders command allows you to select a number of orders and sign them all simultaneously. However, you cannot sign documents with this command.
Follow these steps:

	72. Go to the Orders tab and select the orders you want to sign.

73. Select Action ( Sign Selected.
74. The Review/Sign Changes dialog displays.

75. Enter your electronic signature code and click Sign. The checked items will now be signed.
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4.0 Add a New User
The setup of a new user is essentially the same for all provides and can vary quite a bit for other users. Below is a sample provider setup and then one for other users. These are completed in the RPMS.
4.1 Provider Setup
The provider setup consists of assigning keys, user class, parameters, and electronic signature.

4.1.1 CPRS Keys

All providers need to be given the PROVIDER key. In most cases, this will occur as part of the usual provider setup in the system.

In order to sign orders, a user needs the ORES key. Do NOT give that type of user any of the other CPRS keys because the keys are mutually exclusive.

You assign the ORES key using the Order Configuration option on the RPSM-EHR Configuration Master Menu ( ORD (Order Entry Configuration) ( Key.

Key Management

  ALL     Allocate OE/RR Security Keys

  CHK     Check for Multiple Keys

Select Key Management Option:

Select ALL to display the following:
KEY: ORES

This key is given to those who are authorized to write orders in the chart. Users with this key can verify with their electronic signature patient orders.

This key is typically given to licensed Physicians.

Orders entered by users with this key can be released to ancillary service for immediate action.

Do NOT give users both the ORES key and the ORELSE key.

Edit Holders? YES// <Enter>
Select HOLDER:

As you enter a user’s name, that person will automatically be given the key if the user doesn’t have it. If the user already holds the key, the system will ask if you want to delete it.

4.1.2 User Class

You setup the user class in the TIU Maintenance Menu (EHR ( TIU Configuration ( TIU Medical Records ( TIU Maintenance Menu).
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Figure 4- 1: TIU Maintenance Menu
Use the UCM (User Class Management Menu) option to display the following:

   UCM1      User Class Definition

   UCM2      List Membership by User

   UCM3      List Membership by Class
   UCM5      Manage Business Rules
Select User Class Management Option: UCM2  List Membership by User

Select USER:   HAGER,MARY
Current User Classes   Jun 10, 2004 14:29:29     Page  1 of      1

              HAGER, MARY G                            4 Classes
   User Class               Title            Effective  Expires

----------------------------------------------------------------

1  Chief, MIS                                02/09/04

2  Clinical Coordinator     NO               01/07/04

3  Physician                                 05/02/04

4  Provider                                  02/01/04

-------+ Next Screen  -  Prev Screen  ?? More Actions ------------

   Add                       Remove                    Quit

   Edit                      Change View

Select Action: Quit //

You can add, edit, or remove user classes.

4.1.3 Parameters

You should not have to edit any parameters for a provider. The EHR uses the provider class to allow providers to be chosen for visits and to determine which EHR template they use.

4.1.4 Pharmacy Setup

All new providers have to be setup in pharmacy. Pharmacy has an option to add a providers that gives that person the ability to write medication and controlled substances orders. If a provider gets a message the provider cannot do either of these tasks, that means that person has not been correctly entered into pharmacy. A user’s DEA# is required for controlled substances.

4.1.5 BGOZ Keys

There are several keys associated with editing of POVs and CPT codes. Providers will need all of the following keys:

BGOZ EDIT DIAGNOSIS

BGOZ EDIT PROBLEM LIST

BGOZCPT EDIT

BGOZUSER

Depending upon the user’s scope of work, that person might need the following keys:

BGOZ ASTHMA EDIT

BGOZ ELDER CARE EDIT

BGOZ PEDIATRIC CARE EDIT

BGOZ REP HIST EDIT

BGOZ TX CONTRACT EDIT

Those who want to create/monitor pick lists need the following key:

BGOZ CAC

Those who want to create/monitor CPT, ICD-9 codes, and Problems & Procedures need the following key:

BGOZ VIEW Edit

Other keys might be necessary, such as the BIZ and GMRA keys, to allow access to other packages.

Those who need access to the RPMS-EHR Configuration Master Menu need the BEHOZMENU key.
4.1.6 Electronic Signature

Every provider needs to use the User’s Toolbox option in RPMS to setup the provider’s own electronic signature. Use the option in bold:

Select TIU Maintenance Menu Option: TBOX User’s Toolbox

   Change my Division

   Display User Characteristics

   Edit User Characteristics

   Electronic Signature code Edit

   Menu Templates . . .

   Spooler Menu . . .

   Switch UCI

   Taskman User

   User Help
Prompts will appear for the electronic signature for notes and orders. Users should not enter their initials (such as MD) under both their block name and title or it will appear twice. Make sure the signature block printed name contains the name and credential.

INITIAL: MGH//

SIGNATURE BLOCK PRINTED NAME: MARY HAGER//MARY HAGER, RN

SIGNATURE BLOCK TITLE

OFFICE PHONE:

VOICE PAGER

DIGITIAL PAGER

When the following prompt appears in RPMS:

Enter your Current Signature Code:

This means the person already has an electronic signature code. Otherwise, the person will be asked to enter a new code. If the user forgets the code, it must be cleared out by IT Department or the CAC; then the user must create a new one. The personal signature code must be entered by the user (and no one else).

Enter a new code (between 6 and 20 characters) with Cap Lock ON. However, when you enter the electronic signature (on an order for example), it can be in lower case. (No special characters are allowed.)

4.2 Other Users
The other users setup consists of assigning CPRS keys, user class, parameters, electronic signature, and BGOZ keys.

4.2.1 CPRS Keys

The ORELSE key is given those who are credentialed to release telephone and verbal orders. Generally, this is RNs and pharmacists.

Clerks who do transcription of orders get the OREMAS key. For those who enter orders with this key, they must have a written, signed order in front of them. If you do not plan on your clerks doing transcription, especially in an outpatient setting, do not give them this key.

See the above instructions on assigning CPRS keys. Say “NO” to editing the ORES key holders and go onto the ORELSE key. Enter the person’s name. If that person doesn’t have the key, it will be given immediately. If that person does have it, you’ll be asked if you want to delete it.

4.2.2 User Classes

All users need a user class. There are several user classes available and sites can add their own if needed. See the above instructions.
You can add, edit, or remove user classes when assigning User Classes.

4.2.3 Electronic Signature

Any user who can write a progress note will need an electronic signature. See the setup above for creating the electronic signature.
4.2.4 BGOZ Keys

Depending upon the user, that person also needs the BGOZ keys to edit the problem list, POVs, and CPT codes. Assign them accordingly. The BGOZ keys are as follows:

BGOZ EDIT DIAGNOSIS

BGOZ EDIT PROBLEM LIST

BGOZVCPT EDIT

BGOZUSER

Other keys might be necessary, such as the BIZ and GMRA keys, to allow access to other packages.

5.0 Notifications for HIM
There are many notifications that can be sent in the EHR. Users can also schedule a notification to themselves or to others. All topics are performed in the RPMS.
For example, users will receive notifications for unsigned documents and unsigned orders.

5.1 Recipient Determination
Each user on the potential recipient list is evaluated according to the values set for entities identified in the parameter ORB PROCESSING FLAG. This flag enables or disables notifications.
The parameter’s entity values are processed in a specific order to determine if that particular user should receive the notification or not.

If a user on the recipient list has the notification ON, that person will receive the notification.

5.2 Notifications Management Menu
You access Notifications Configuration (NOT) from the RPMS-EHR Configuration Master Menu.

This menu handles all the notifications. Enable/Disable Notification System option turns on the notification system for the facility. Until then, NO notifications can be sent.
However, once it is turned on, all clinicians will receive any mandatory or enabled notifications, even if they are not using the EHR. When you turn notifications on, the package variables will become active immediately.

Choices on the Notification Configuration menu are the following:
DET    Determine Recipients
DIS    Display Notifications a User Can Use
ERA    Erase Notifications

FLG    Flag Orderable Items to Send Notifications

FWD    Forward Notifications...

PAR    Notification Parameters...

PRC    Enable/Disable Notifications

REC    Display Patient Alerts and Alert Recipients

SYS    Enable/Disable Notification System

UNV    Set Delays for Unverified Orders...
URG    Set Urgency for Notifications

Select Notification Configuration Option:

5.2.1 Enable/Disable Notifications
This turns notifications on or off.
E (Enabled): notification enabled for entity unless an entity of higher precedence has the notification disabled (e.g., Enabled at System level and Disabled at User level = User will not receive notification.)
D (Disabled): notification disabled for entity unless an entity of higher precedence has the notification enabled (e.g., Disabled at System level and Enabled at User level = User will receive notification.)

M (Mandatory): Notification is mandatory and cannot be disabled by the user.

5.2.2 Erase Notifications
The option for Erase Notifications are:
· Erase all notifications for a user

· Erase all notifications for a patient

· Erase all instances of a notification (regardless of patient or user)

· Erase specific instances of a notification for a user

· Edit the Erase All Notifications parameter for a user

The CAC can erase notifications for any user.

Individuals can erase notifications for themselves in the personal preferences options. However, there is another parameter ORB ERASE ALL that denies users the ability to erase their notifications.

5.2.3 Set Urgency for Notifications (GUI)
Use this option to set the urgency for a notification. This is used mainly for sorting in the GUI displays. The urgencies include the following:
· Low

· Medium

· High

· Info only

All notifications come with a package value already set.

5.2.4 Set Deletion Parameters for Notifications
Use this option to set parameters that determine deletion conditions.

It uses a set of codes to determine how a notification will be deleted at a site. The codes include:

I  (Individual Recipient): delete the notification for an individual or for an individual recipient when:

· that individual completes the follow-up action on notifications with associated follow-up action.

· that individual reviews notifications without follow-up actions.

A  (All Recipients): delete the notifications for all recipients when:

· any recipient completes the follow-up action on notifications with follow-up actions.

· any recipient reviews notifications without follow-up actions.

5.2.5 Flag Orderable Item(s) to Send Notifications

This option has two sub-options to flag specific orderable items to send notifications when they are ordered, resolved, or expiring. This is an advanced option that involves special orders or results.

                  Flag ORDERABLE ITEMS to send Notifications

1   Flag INPATIENT orders/results/expiring orders.
2   Flag OUTPATIENT orders/results/expiring orders.
3   Flag Lab tests for Threshold Exceeded alerts.
Select “1” to flag INPT orders/results, “2” to flag OUTPT orders/results, “3” to set Lab Thresholds:

5.2.6 Determine Recipients

This is a debugging tool that creates a simulated notification recipient list, without sending the alert. The application prompts you for information about the patient and notification. This option is intended to serve as a tool to help determine if and why a user receives a notification.

5.2.7 Display Notifications a User Can Receive

This is a debugging tool to help determine whether or not notifications are being received by a particular individual. This option prompts for a user/recipient and then processes each notification to determine if and why the user will receive the notification.

             Notification List for ROBINSON,TOM                Page:   1

Notification                    ON/OFF  For This User and Why

------------------------------  -----------------------------------------------

ABNORMAL IMAGING RESULT         ON    System value is Mandatory

ABNORMAL LAB RESULT (INFO)      OFF   User's service MEDICINE value is Disabled

ABNORMAL LAB RESULTS (ACTION)   OFF   System value is Disabled

ADMISSION                       ON    System value is Enabled

CONSULT/REQUEST CANCEL/HOLD     ON    OERR value is Enabled

CONSULT/REQUEST RESOLUTION      ON    System value is Enabled

CONSULT/REQUEST UPDATED         OFF   OERR value is Disabled

CRITICAL LAB RESULT (INFO)      ON    System value is Mandatory

CRITICAL LAB RESULTS (ACTION)   ON    OERR value is Mandatory

DC ORDER                        OFF   OERR value is Disabled

DECEASED PATIENT                ON    System value is Enabled

DISCHARGE                       OFF   OERR value is Disabled

DNR EXPIRING                    OFF   OERR value is Disabled

ERROR MESSAGE                   OFF   OERR value is Disabled

FLAG ORDER FOR CLARIFICATION    ON    System value is Enabled

Press RETURN to continue or ‘^’ to exit:

5.2.8 Set Purging Interval
This is part of the Notifications Parameters; select NOT ( PAR ( PRG (Set Purging Interval).

Use this to enter the number of days to archive this notification before deletion. The value is passed to the Kernal Alert System where the actual archiving and deletion of alerts/notifications occur.
Grace Period Before Deletion may be set for the following:

    1  Division     DIV [DEMO.HOSPITAL]

    2  System       SYS [DEMO.MEDSPHERE.COM]

    3  Package      PKG [ORDER ENTRY/RESULTS REPORTING]

Enter selection: 1   Division     DEMO HOSPITAL

Select Notification: consult

    1  CONSULT/PROC INTERPRETATION

    2  CONSULT/REQUEST CANCEL/HOLD

    3  CONSULT/REQUEST RESOLUTION

    4  CONSULT/REQUEST UPDATED

CHOOSE  1-4: 1  CONSULT/PROC INTERPRETATION

Are you adding CONSULT/PROC INTERPRETATION as a new Notification? Yes// YES

Notification: CONSULT/PROC INTERPRETATION//  CONSULT/PROC INTERPRETATION//  CONSULT/PROC INTERPRETATION//

Value:  ??

The number of days to archive a notification for a site. If not indicated, the default period of 30 days are used. The maximum number of days is 100,000 or about 220 years. This value is passed to the Kernel Alert Utility where the actual archiving and deletion of alerts/notifications occurs.
Value:  

5.2.9 Notification Sort Column
This is part of the Notifications Parameters; select NOT ( PAR ( SRT (Notification Sort Column).
The value entered determines the method for sorting notifications when displayed. Methods include: by Patient, by Type (Notification name), and by Urgency. Notifications are presented in reverse chronological order within these sort methods.
Notification Sort Column

Notification Sort Column may be set for the following:

     100  User         USR [choose from NEW PERSON]

     200  Division     DIV [DEMO HOSPITAL]

     300  System       SYS [DEMO.MEDSPHERE.COM]

Enter selection: 200  Division  DEMO HOSPITAL

------- Setting Notification Sort Column for Division: DEMO HOSPITAL -------

Value:

5.2.10 Priority Threshold for Pop-up Alerts
This is part of the Notifications Parameters; select NOT ( PAR ( PRI (Priority Threshold for Popup Alerts).
This is the alert priority threshold at or above which a popup alert will be displayed when an alert of that or greater priority is received.

The priority can be none, low, moderate, or high. The package value is High.

If the notification needs the priority set, the pop-up will be generated.

5.3 Display on Notifications Tab
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When the “Show All” checkbox is checked, then you are viewing all of the notifications for all patients.

When the “Show All” checkbox is not checked, then you are viewing the notifications for the current patient.

You can sort the notifications by clicking on the column headings.

5.3.1 Processing Notifications

You can process notifications: (1) by clicking the All button, (2) by selecting a notification and clicking the Selected button, or (3) by clicking the Info Only button (processes all of the Info Only notifications).

Process All: used to process the regular notifications (not the Info Only ones) by showing the Next and Stop buttons in the lower, right corner of the EHR to move to the next notification.
Process Selected: used to process a selected notification. You move to the location in the EHR where you need to address the notification.
Process Info Only: used to process all of the Info Only notifications.

5.3.2 Processing Info Only Notifications
When a notification has a [image: image50.bmp] in the second column, the notification is classified as an information-only notification. You can process all of the information-only notifications by clicking the Info Only button or by selecting Process Info on the right-click menu.

The following dialog displays (after clicking the Info Only button):
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6.0 Parameters
Parameters provide a means to control your configuration. They allow sites flexibility. Settings are hierarchical from user to package. Package level parameters should never be changed.
The purpose of this section is to give the HIM staff a basic understanding of the various parameters and how they are used.

6.1 Important TIU Parameters
This section covers the field editor classes, the personal template access, the template access by class, and the template reminder dialogs. Your facility will make the determination which parameters should be set.
6.1.1 Template Field Editor User Classes (FLD)
This option is found on the TIU Configuration menu under the TIU Parameters menu.

Select the Template Field Editor User Classes (FLD) option on the TIU Parameters menu to display the following:

Template Field Editor User Classes

Template Field Editor User Classes may be set for the following:

     1   User          USR    [choose from NEW PERSON]

     3   Service       SRV    [choose from SERVICE/SECTION]

     4   Division      DIV    [DEMO HOSPITAL]

     5   System        SYS    [DEMO.MEDSPERE.COM]

     6   Package       PKG    [TEXT INTEGRATION UTILITIES]

Enter selection:  4  Division    [DEMO HOSPITAL]

-- Setting Template Field Editor User Classes for Division: DEMO HOSPITAL –

Select Sequence Number: 1

Sequence Number: 1//    1

User Class: CLINICAL COORDINATOR//
This parameter contains a list of ASU user classes whose members are allowed to edit template fields.
6.1.2 Personal Template Access (PER)

This option is found on the TIU Configuration menu under the TIU Parameters menu.

Select the Personal Template Access (PER) option on the TIU Parameters menu to display the following:

Personal Template Access

Personal Template Access may be set for the following:

     1   User          USR    [choose from NEW PERSON]

     2   Location      LOC    [choose from HOSPITAL LOCATION]

     3   Service       SRV    [choose from SERVICE/SECTION]

     4   Division      DIV    [DEMO HOSPITAL]

     5   System        SYS    [DEMO.MEDSPERE.COM]

Enter selection: 4  Division   DEMO HOSPITAL

------- Setting Personal Template Access for Division:   DEMO HOSPITAL -------

PERSONAL TEMPLATE ACCESS: ?

READ ONLY allows use, but not creation of, personal templates.

    Select one of the following:

         0     FULL ACCESS

         1     READ ONLY

         2     NO ACCESS

PERSONAL TEMPLATE ACCESS:

You use this parameter to specify access to personal templates. A setting of READ ONLY allows the use of personal templates, but does not allow the creation of new personal templates. To restrict template use by USER CLASS, use the TIU TEMPLATE ACCESS BY CLASS parameter. These two parameters work together, in the following precedence order:

Precedence   Parameter

----------   ----------------------------

USER         TIU PERSONAL TEMPLATE ACCESS

USER CLASS   TIU TEMPLATE ACCESS BY CLASS

LOCATION     TIU PERSONAL TEMPLATE ACCESS

SERVICE      TIU PERSONAL TEMPLATE ACCESS

DIVISION     TIU PERSONAL TEMPLATE ACCESS

SYSTEM       TIU PERSONAL TEMPLATE ACCESS

6.1.3 Personal Template Access by User Class (CLS)
This option is found on the TIU Configuration menu under the TIU Parameters menu.

Select the Personal Template Access by User Class (CLS) option on the TIU Parameters menu to display the following:

Personal Template Access by User Class

Setting Personal Template Access by User Class for System: DEMO.CIAINFORMATICS.COM

Select User Class: 

The parameter determines which user class can make personal templates.

6.1.4 Reminder Dialogs Allowed as Templates (REM)
Select the Reminder Dialogs Allowed as Templates (REM) option on the TIU Parameters menu to display the following:

Reminder Dialogs Allowed as Templates

Reminder Dialogs Allowed as Templates may be set for the following:

     1   User          USR    [choose from NEW PERSON]

     3   Service       SRV    [choose from SERVICE/SECTION]

     4   Division      DIV    [DEMO HOSPITAL]

     5   System        SYS    [DEMO.MEDSPERE.COM]

Enter selection: 4  Division  DEMO HOSPITAL
- Setting Reminder Dialogs Allowed as Templates for Division: DEMO HOSPITAL -

Select Display Sequence:

This parameter determines which Reminder Dialogs can be used as templates.

6.2 Important CPRS Parameters
The following options appear on as various items on several menus.

6.2.1 Print/Report Parameters

The Print/Report Parameters option is found on the Order Entry Configuration (ORD) menu.

The Print/Report Parameters menu contains options for editing the parameters of various types of reports printed at healthcare facilities.

	Menu Text
	Description

	Chart Copy Parameters
	Use this option to edit hospital-wide Chart Copy parameters.

	Print Parameters for Hospital
	Use this option to edit hospital wide print parameters.

	Print Parameters for Wards/Clinics
	Use this option to edit print parameters for each ward/clinic location.

	Requisition/Label Parameters
	Use this option to edit requisition and label site parameters.

	Summary Report Parameters
	Use this option to edit Summary Report site parameters.

	Service Copy Parameters
	Use this option to edit Service Copy site parameters.

	Work Copy Parameters
	Use this option to edit Work Copy site parameters.


6.2.2 Set Unsigned Orders View on Exit

Use the Order Parameters (PAR) option on the Order Entry Configuration menu. Then select the Set Unsigned Orders View on Exit (UOV) option.

This parameter determines which orders the clinician is expected to sign. It can be set at many different levels.

Select one of the following:

0   NEW ORDERS ONLY – only orders entered during that session

1   MY UNSIGNED ORDERS – only the clinician order

2   All UNSIGNED ORDERS – any unsigned order

Even if you selected option 2, the clinician can uncheck any order that person does not want to sign.

6.2.3 Notification Configuration (NOT)
The Notification Configuration (NOT) option on the RPMS-EHR Configuration Master menu sets the parameters for notifications. The Enable/Disable Notification (PRC) option turns on the notification system. Until then NO notifications can be sent.

However, once it is turned on, all clinicians will receive any mandatory or enabled notifications, even if they are not using the EHR. When you turn notifications on, the package variables will become active immediately.

6.2.4 Order Checking
The Order Entry Configuration (ORD) option on the RPMS-EHR Configuration Master menu contains the Order Check Configuration (ORD) option.

Order Checking is based on a system of rules that review orders to see if they meet defined criteria. If they do not meet the criteria, an electronic message is sent to the ordering provider before the order is completed (such as duplicate order, drug-lab interaction, etc.). The provider can then choose to cancel the order or override the order check and place the order.
6.2.5 Team List Management Menu (TEA)

The Patient Context Configuration option on the RPMS-EHR Configuration Master menu contains the Team List Management Menu (TEA) option.

Select the Team List Management Menu (TEA) option on the Patient Context Configuration to display the following:

Team List Management Menu

   CRE   Create/Add to Team List

   DEL   Delete Existing List(s)

   DPT   Display Patients Linked to a User via Teams

   DUS   Display User’s Teams

   EXA   Examine/Print Existing List(s)

   RAL   Remove Autolinks

   REN   Rename Existing List(s)

   RPA   Remove Patients from a List

   RPR   Remove Providers from a List

Select Team List Management Menu Option:

6.2.5.1 Overview of the Options

The options on the Team List Management Menu allows you to create team patient lists. You can create or add autolinks to a team list, view existing lists, remove patients or users from team list, delete autolinks from existing tem list or delete an entire team list.

A team list is a list containing patients related to several providers. These providers are the list’s users.

You can now create a new team list or add autolinks, user, and/or patients to an existing team list.

Autolinks automatically add or remove patients with ADT movements.

Users on the list can receive notifications regarding patients on the same list.

6.2.5.2 Options Usage

	Option Name
	Usage

	Create/All to Team List (CRE)
	This option allows team list creation or the addition of autolinks, providers, and/or patients to existing lists.

	Delete Existing List(s) (DEL)
	This option is used when you no longer need a team list that you built. After you enter the team list to delete, there is no confirmation.

	Display Patients Linked to a User via Teams (DPT)
	This option is used to list the patients linked to a user via teams from the OE/RR LIST file. You are asked to the the user’s name.

	Display User’s Teams (DUS)
	This option lists the teams from the OE/RR LIST file. You are first asked for the user’s name.

	Examine/Print Existing List(s) (EXA)
	This option allows you to examine or print an existing patient list.

	Remove Autolinks (RAL)
	This option is used to remove Autolinks from a team list and the patients associated with the removed Autolinks.

	Rename Existing List(s) (REN)
	This option is used to rename an existing team list.

	Remove Patients from a List (RPA)
	This option is used to remove patients from a team list.

	Remove Providers from a List (RPR)
	This option is used to remove users/providers from a team list.


6.3 Report Tab Parameters
The Report tab parameter determines Health Summary features, the report occurrence limits, the list for a new order, and the reminders appearance. The Report Configuration option is on the RPMS-EHR Configuration Master menu.
Select the Health Summary Configuration (HSM) option on the Report Configuration menu to display the following:

Health Summary Configuration

   ALL    List All Health Summaries

   IHS    IHS Health Summary Configuration ...

   VHA    VHA Health Summary Configuration ...

Select Health Summary Configuration Option:

6.4 CIA Parameters

The following section provide information about various CIA parameters.
6.5 Vitals

Select the Vital Measurement Configuration (VIT) option on the RPMS-EHR Configuration Master Menu to display the following:

Vital Measurement Configuration

   CVR   Measurement Listed on Cover Sheet

   DVE   Disable Triage Vitals Editing

   PER   Data Entry Permissions

   TPL   Data Entry Templates

Select Vital Measurement Configuration Option:

The vital signs that appear on the cover sheet and the vital signs that can be entered into the EHR are established on this option.

Most of time, you use the first option, Measurement Listed on Cover Sheet (CVR).
6.6 Visits

Select the Encounter Context Configuration (ENC) option on the RPMS-EHR Configuration Master Menu to display the following:

Encounter Context Configuration

    CRT   Allow User to Create New Visits

    LCK   Days After Which Visit is Locked

    PRV   Allow a User to be a Visit Provider

    STP   Visit Search Stop Date

    STR   Visit Search Start Date

    TYP   Selectable Visit Types

Select Encounter Context Configuration Option:

You set the parameters for the CRT and PRV options.
6.6.1 Allow User to Create New Visits (CRT)

Select the Allow User to Create New Visits (CRT) option on the Encounter Context Configuration menu to display the following:

Allow User to Create New Visits

Allow user to create new visits may be set for the following:

     100   User          USR    [choose from NEW PERSON]

     200   Class         CLS    [choose from USR CLASS]

     300   Service       SRV    [choose from SERVICE/SECTION]

     400   Location      LOC    [choose from HOSPITAL Location]

     500   Division      DIV    [DEMO HOSPITAL]

     900   System        SYS    [DEMO.MEDSPERE.COM]

Enter selection:  200  Class  USR CLASS

Select USR CLASS NAME: PROVIDER

------- Setting Allow user to create new visits for Class:  PROVIDER -------

Value: YES//

You use this information to setup new visits in the EHR for the facility. Usually you set CLASS for provider (the default) and for medical records (HIM) technicians.

6.6.2 Allow a User to be a Visit Provider (PRV)

Select the Allow a User to be a Visit Provider (PRV) option on the Encounter Context Configuration menu to display the following:

Allow a User to be a Visit Provider

Can be a visit provider may be set for the following:

    10  User     USR     (choose from NEW PERSON)

    100 Class    CLS     (choose from USR CLASS)

Enter selection: 100  Class USR CLASS

Select USR CLASS NAME: PROVIDER

------Setting Can be a visit provider?  for Class: PROVIDER ------------

Can be a visit provider?:  YES//

If YES, the user/class can be a provider associated with a visit. This controls which users appear in the Provider list of the Encounter Settings for Current Activities dialog.

6.7 Patient

Select the Patient Context Configuration (PAT) option on the RPMS-EHR Configuration Master Menu to display the following:

Patient Context Configuration

   DMO   Allow Viewing of Demo Patients Only

   DTL   Set Logic for Patient Detail View

   LST   Recall Last Selected Patient

   RNG   Default Date Ranges for Patient Selection Dialog

   TEA   Team List Management Menu

Select Patient Context Configuration:

You set the parameters for the DTL and LST options.

6.7.1 Set Logic for Patient Detail View (DTL)

Select the Set Logic for Patient Detail View (DTL) option on the Patient Context Configuration to display the following:

Set Logic for Patient Detail View

Patient detail report may be set for the following:

    100 User            USR   (choose from NEW PERSON)

    300 Service         SRV   (choose from SERVICE/SECTION)

    500 Division        DIV   (DEMO HOSPITAL)

    900 System          SYS   (DEMO.MEDSPHERE.COM)

Enter selection: 500 Division    DEMO HOSPITAL

--------- Setting Patient detail report for Division: DEMO HOSPITAL ---------

Value: ?

This response can be free text.

Value: ??

M code to generate a patient detail report.

Value:

This determine which routine of patient information is displayed.
6.7.2 Recall Last Selected Patient (LST)

Select the Recall Last Selected Patient (LST) option on the Patient Context Configuration to display the following:

Recall Last Selected Patient

Recall last selected patient may be set for the following:

    100 User            USR   (choose from NEW PERSON)

    200 Division        DIV   (DEMO HOSPITAL)

    300 System          SYS   (DEMO.MEDSPHERE.COM)

Enter selection: 200  Division   DEMO HOSPITAL

----- Setting Recall last selected patient for Division: DEMO HOSPITAL -----

Recall last selected patient?: ??

If yes, the patient context is set to the last patient selected upon startup.

Recall last selected patient?:

This recalls the last patient selected when a user logs on.
6.8 VueCentric

Select the VueCentric Framework Configuration (FRM) option on the RPMS-EHR Configuration Master menu to display the following:

VueCentric Framework Configuration

   1      Site Parameter Edit

   2      Show Current VueCentric Users

   3      Startup VueCentric Framework

   4      Shutdown VueCentric Framework

   5      Change Template Defaults

Select VueCentric Framework Configuration Option:

You set the parameters for the 3, 4, and 5 options.

6.8.1 Startup VueCentric Framework

Select the Startup VueCentric Framework option on the VueCentric Framework Configuration to abort shutdowns in progress and to allow logins.

6.8.2 Shutdown VueCentric Framework

Select the Shutdown VueCentric Framework option on the VueCentric Framework Configuration to specify the number of seconds till shutdown (the minimum is 30).

6.8.3 Change Template Defaults

Select the Change Template Defaults option on the VueCentric Framework Configuration to display the following:
Change Template Defaults

Default login template may be set for the following:

     100   User          USR    [choose from NEW PERSON]

     200   Class         CLS    [choose from USR CLASS]

     300   Service       SRV    [choose from SERVICE/SECTION]

     400   Location      LOC    [choose from HOSPITAL Location]

     500   Division      DIV    [DEMO HOSPITAL]

     900   System        SYS    [DEMO.MEDSPERE.COM]

Enter selection: 100  User  NEW PERSON

Select NEW PERSON NAME: zipper    ZIPPER,KIMBERLY   KZ  CLINICAL COORDINATOR

-------- Setting Default login template for User: ZIPPER,KIMBERLY --------

Default Template: ???

   Choose from:

   %CAC_DEMO

   %CIH PROVIDER

   %DEFAULT

   %EHR_DEMO

   %EHR_PROVIDER

   %EHR_QUICK ORDER WIZARD

   %PROVIDER

Default Template:

This allows you to select a default template for the specified user. This is what the user sees after logon to the EHR.
6.9 TIU Parameters Menu
The TIU Parameters Menu allows the CAC or IT Department to set up either the Basic or Upload Parameters for Text Integration Utilities.
Select the TIU Configuration (TIU) option on the RPMS-EHR Configuration Master Menu to display the following:

TIU Configuration

    CLN    TIU Menu for Clinicians ...

    HIS    TIU for Medical Records ...

    PAR    TIU Parameters ...

Select TIU Configuration Option: PAR
From the PAR option, you would select the TIU Maintenance Menu (TMM) option. This menu contains the following options:

   1      Basic TIU Parameters

   2      Modify Upload Parameters

   3      Document Parameter Edit

   4      Progress Notes Batch Print Locations

   5      Division - Progress Notes Print Params

	Option
	Description

	Basic TIU Parametersxe "Basic TIU Parameters"
	This option allows you to enter the basic or general parameters, that govern the behavior of the Text Integration Utilities.

	Modify Upload Parametersxe "Modify Upload Parameters"
	This option allows the definition and modification of parameters for the batch upload of documents into the RPMS.

	Document Parameter Editxe "Document Parameter Edit"
	This option lets you enter the parameters that apply to specific documents (e.g., Titles), or groups of documents (e.g., Classes, or Document Classes).

	Progress Notes Batch Print Locationsxe "Progress Notes Batch Print Locations"
	This option allows you to enter hospital locations used for [TIU PRINT PN OUTPT LOC] and [TIU PRINT PN WARD] options. If locations are not entered in this file they will not be selectable from these options.

	Division - Progress Notes Print Parametersxe "Division - Progress Notes Print Parameters"
	These parameters are used by the [TIU PRINT PN BATCH INTERACTIVE] and [TIU PRINT PN BATCH SCHEDULED] options. If the site wants a footer other than what is returned by $$SITE^ VASITE the .02 field of the 1st entry in this file will be used. For example, Waco-Temple-Marlin can have the institution of its progress notes as “CENTRAL TEXAS HCF.”


The Options: Basic TIU Parametersxe "Basic TIU Parameters", Modify Upload Parametersxe "Modify Upload Parameters", and Document Parameter Edit are shown here with examples of Discharge Summary and Progress Notes implementation.
6.10 TIU Document Parameter Inheritance
At present, document parameters are not independently heritable.
Therefore, if one of these parameters is set for a given Document Definition, then all parameters set at higher Document Definition levels are ignored for that Document Definition. For example, if you set one of these parameters for the Title POSTOPERATIVE NOTE, then any other parameters that should hold for POSTOPERATIVE NOTE must also be explicitly set at that level; they are not inherited from higher levels.

Example:
Suppose you want residents to require co-signature, but only for the Title POSTOPERATIVE NOTE. To accomplish this, use the option Document Parameter Edit, select Title POSTOPERATIVE NOTE, and set the parameter USERS REQUIRING COSIGNATURE to User Class RESIDENT PHYSICIAN. Then residents will require co-signature for the Title POSTOPERATIVE NOTE.

We show this process in several steps in the screen captures on the next page. We first set the parameter USERS REQUIRING COSIGNATURE for Title POSTOPERATIVE NOTE, leaving other parameters alone. Then we look up parameter values for PROGRESS NOTES. Last, we set previously inherited parameter values for POSTOPERATIVE NOTE:

Example: Setting Co-signature Requirement

When you enter the RPMS system, select EHR ( TIU Configuration Menu (TIU)(TIU Menu for Medical Records (HIS) ( TIU Parameters Menu (TPM) ( Document Parameter Edit (TPM3).

Select TIU Parameters Menu Option: TPM3  Document Parameter Edit

First edit Institution-wide parameters:

Select DOCUMENT DEFINITION: POSTOPERATIVE NOTE          TITLE

  Are you adding 'POSTOPERATIVE NOTE' as 

    a new TIU DOCUMENT PARAMETERS (the 12TH)? No// Y  (Yes)

DOCUMENT DEFINITION: POSTOPERATIVE NOTE// <Enter>

REQUIRE RELEASE: <Enter> 

REQUIRE MAS VERIFICATION: <Enter>
REQUIRE AUTHOR TO SIGN: <Enter>
ROUTINE PRINT EVENT(S): <Enter> 

STAT PRINT EVENT(S): <Enter>
MANUAL PRINT AFTER ENTRY: <Enter>
ALLOW CHART PRINT OUTSIDE MAS: <Enter>
ALLOW >1 RECORDS PER VISIT: <Enter>
ENABLE IRT INTERFACE: <Enter>
SUPPRESS DX/CPT ON NEW VISIT: <Enter>

FORCE RESPONSE TO EXPOSURE: <Enter>
ASK DX/CPT ON ALL OPT VISITS: <Enter>
SEND ALERTS ON ADDENDA: NO//

ORDER ID ENTRIES BY TITEL: NO//

SEND ALERTS ON NEW ID ENTRY: NO//

SEND COSIGNATURE ALERT: <Enter>
EDITOR SET-UP CODE: <Enter> 

If document is to be uploaded, specify Filing Alert Recipients:

Select FILING ERROR ALERT RECIPIENTS: 

Now enter the USER CLASSES for which co-signature will be required:

Select USERS REQUIRING COSIGNATURE: RESIDENT PHYSICIAN  

  Are you adding 'RESIDENT PHYSICIAN' as a new USERS REQUIRING COSIGNATURE (the 1ST for this TIU DOCUMENT PARAMETERS)?

 No// Y (Yes)

Select USERS REQUIRING COSIGNATURE: 

Now enter the DIVISIONAL parameters:

Select DIVISION: 

This accomplishes the goal for residents for POSTOPERATIVE NOTES. But, in creating this new entry, we have overridden ALL previously inherited document parameter values for POSTOPERATIVE NOTES.
If we want POSTOPERATIVE NOTE to function like other notes (apart from requiring cosignature for residents), we’ll need to enter the parameter values for POSTOPERATIVE NOTE that it previously inherited. Use the option Document Parameter Edit and select Class PROGRESS NOTES to see what values PROGRESS NOTES has on your system. Don’t change the values; just take the defaults so you can look at them. Your values might be different from ours.

Example: Re-entering parameter values:
Select TIU Parameters Menu Option:  Document Parameter Edit
First edit Institution-wide parameters:

Select DOCUMENT DEFINITION: PROGRESS NOTES   CLASS    CLASS
         ...OK? Yes// <Enter>  (Yes)

DOCUMENT DEFINITION: PROGRESS NOTES// <Enter>
REQUIRE RELEASE: NO  NO

REQUIRE MAS VERIFICATION: NO  NO

REQUIRE AUTHOR TO SIGN: Y  YES

ROUTINE PRINT EVENT(S): <Enter>
STAT PRINT EVENT(S): <Enter>
MANUAL PRINT AFTER ENTRY: YES// <Enter>
ALLOW CHART PRINT OUTSIDE MAS: YES// <Enter>
ALLOW >1 RECORDS PER VISIT: YES// <Enter>
ENABLE IRT INTERFACE: <Enter>
FORCE RESPONSE TO EXPOSURE: <Enter>
ASK DX/CPT ON ALL OPT VISITS: <Enter>
SEND ALERTS ON ADDENDA: NO//

ORDER ID ENTRIES BY TITEL: NO//

SEND ALERTS ON NEW ID ENTRY: NO//

SEND COSIGNATURE ALERT: <Enter>
SUPPRESS DX/CPT ON NEW VISIT: <Enter>
EDITOR SET-UP CODE: <Enter>
If document is to be uploaded, specify Filing Alert Recipients:

Select FILING ERROR ALERT RECIPIENTS: CLERK,F.W.D. // <Enter>
Now enter the USER CLASSES for which cosignature will be required:

Select USERS REQUIRING COSIGNATURE: STUDENT// <Enter>
Now enter the DIVISIONAL parameters: <Enter>
Select DIVISION: SALT LAKE CITY// <Enter>
  CHART COPY PRINTER:  LASER//<Enter>
  STAT CHART COPY PRINTER: <Enter>
Select DIVISION: <Enter>
NOTE: If TIU Document Parameters are defined for the Document Class parent of the Title POSTOPERATIVE NOTES, look up and fill in those values instead of the values for PROGRESS NOTES.
Now edit parameters for POSTOPERATIVE NOTE again, and fill in the values your site is using for PROGRESS NOTES:
Select TIU Parameters Menu Option:  Document Parameter Edit
First edit Institution-wide parameters:

Select DOCUMENT DEFINITION: POSTOPERATIVE NOTE          TITLE

         ...OK? Yes// <Enter>  (Yes)

DOCUMENT DEFINITION: POSTOPERATIVE NOTE// <Enter>
REQUIRE RELEASE: NO  NO

REQUIRE MAS VERIFICATION: NO  NO

REQUIRE AUTHOR TO SIGN: Y  YES

ROUTINE PRINT EVENT(S): <Enter>
STAT PRINT EVENT(S): <Enter>
MANUAL PRINT AFTER ENTRY: Y  YES

ALLOW CHART PRINT OUTSIDE MAS: Y  YES

ALLOW >1 RECORDS PER VISIT: Y  YES

ENABLE IRT INTERFACE: <Enter>
SUPPRESS DX/CPT ON NEW VISIT: <Enter>
FORCE RESPONSE TO EXPOSURE: <Enter>
ASK DX/CPT ON ALL OPT VISITS: <Enter>
SEND ALERTS ON ADDENDA: NO//

ORDER ID ENTRIES BY TITEL: NO//

SEND ALERTS ON NEW ID ENTRY: NO//

SEND COSIGNATURE ALERT: <Enter>
EDITOR SET-UP CODE: <Enter>
If document is to be uploaded, specify Filing Alert Recipients:

Select FILING ERROR ALERT RECIPIENTS:   CLERK,F.W.D.         FWDC          MEDICAL RECORD TECHNICIAN

Are you adding 'CLERK,F.W.D.' as a new FILING ERROR ALERT RECIPIENTS (the 1ST for this TIU DOCUMENT PARAMETERS)? No// Y (Yes)

Select FILING ERROR ALERT RECIPIENTS: 

Now enter the USER CLASSES for which cosignature will be required:

Select USERS REQUIRING COSIGNATURE: RESIDENT PHYSICIAN

         // STUDENT
 Are you adding 'STUDENT' as a new USERS REQUIRING COSIGNATURE (the 2ND for this TIU DOCUMENT PARAMETERS)? No// Y (Yes)

Select USERS REQUIRING COSIGNATURE: <Enter>
Now enter the DIVISIONAL parameters: <Enter>
Select DIVISION: SALT LAKE CITY          660

  Are you adding 'SALT LAKE CITY' as a new DIVISION (the 1ST for this TIU DOCUMENT PARAMETERS)? No// Y (Yes)

  CHART COPY PRINTER:   LASER       PRINTER ROOM LN11 12 PITCH      _LTA36:  

  STAT CHART COPY PRINTER: 

Select DIVISION: 

Notice that we added User Class STUDENT to the USERS REQUIRING COSIGNATURE multiple as well as filling in other parameters.
NOTE: We split this edit into two separate steps for clarity, but it is more efficient to edit all parameters for POSTOPERATIVE NOTE in a single step, assuming you know what values it previously inherited.
If, in the future, TIU Document Parameters are made independently heritable, then the extra parameters you add now will become redundant. You shouldn’t have to remove them.
Stub Document Parameters
It follows from what we said earlier about TIU Document Parameter inheritance that stub parameters are not harmless.
Example:  Suppose you enter the following:
Select TIU Parameters Menu Option:  Document Parameter Edit

First edit Institution-wide parameters:

Select DOCUMENT DEFINITION: POSTOPERATIVE NOTE          TITLE

         ...OK? Yes// <Enter>  (Yes)

DOCUMENT DEFINITION: POSTOPERATIVE NOTE//<Enter>
Now, suppose you delete all values for POSTOPERATIVE NOTE, (or if POSTOPERATIVE NOTE is new, suppose you don’t enter any values). Then, because POSTOPERATIVE NOTE still exists as a TIU Document Parameters entry, it overrides any values that it might have inherited from a higher document definition. To avoid this override, you must delete the Document Parameter entry POSTOPERATIVE NOTE itself, not just all of its values.
7.0 Business Rules
Business Rulesxe "Business Rules" in ASU authorize specific users or groups of users to perform specified actions on documents in particular statuses. Some examples:
· A completed (CLASS) Clinical Document can be viewed by a User

· An unsigned (CLASS) Clinical Documentxe "UNSIGNED PROGRESS NOTE" can be edited by a provider who is also the expected signerxe "EXPECTED SIGNER" of the note
· An unsigned (CLASS) Clinical Document can be deleted by Chief, MIS

7.1 Manage Business Rules
From the RPMS-EHR Configuration Master Menu, select the User Class Management Menu (UCM) option on the TIU Maintenance Menu (TIU). Then select the Manage Business Rules (UCM4) option.
This option allows you to display all the Business rules for a given Document Definition, User Class, or User Role. You can then add, edit, or delete Rules, as appropriate. (This option is also known as the ASU Rule Browser, because you can browse back and forth among existing Business Rules, by various criteria.)
Example: Adding a Business Rule:

In this example we’ll create a new Business Rule: “An UNCOSIGNED CLINICAL DOCUMENT can be SENT BACK by a PROVIDER who is also an EXPECTED COSIGNER.”

Select User Class Management Option: UCM4  Manage Business Rules

Select SEARCH CATEGORY: DOCUMENT DEFINITION// ??
Choose from:

   DOCUMENT DEFINITION

   USER CLASS

   USER ROLE

Select SEARCH CATEGORY: DOCUMENT DEFINITION// <Enter>
Select DOCUMENT DEFINITION: ??
Choose from:

   ADVANCE DIRECTIVE      TITLE

   ADVANCE DIRECTIVE      DOCUMENT CLASS

   ADVERSE REACTION/ALLERGY      TITLE

   ADVERSE REACTION/ALLERGY      DOCUMENT CLASS

   CLINICAL DOCUMENTS      CLASS

   CLINICAL WARNING      TITLE

   CLINICAL WARNING      DOCUMENT CLASS

   CRISIS NOTE      TITLE

   CRISIS NOTE      DOCUMENT CLASS

   DISCHARGE SUMMARIES      DOCUMENT CLASS

   DISCHARGE SUMMARY      TITLE

   DISCHARGE SUMMARY      CLASS

   PROGRESS NOTES      CLASS

Select DOCUMENT DEFINITION: Clinical Documents  (CLASS)

After you specify the search category and document definition, all rules for that definition are displayed.
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                       List Business Rules by DOCUMENT          40 Rulesxe "ASU Rule Browser"

xe "Browser"

xe "Rule Browser"
                            for CLINICAL DOCUMENTS


                                                                 _

1    An UNTRANSCRIBED CLINICAL DOCUMENT may be entered by A USER

2    An UNRELEASED CLINICAL DOCUMENT may be RELEASEED by AN TRANSCRIBER

3    An UNSIGNED CLINICAL DOCUMENT may be EDITED by AN AUTHOR/DICTATOR

4    An UNSIGNED CLINICAL DOCUMENT may be EDITED by AN EXPECTED SIGNER

5    An UNSIGNED CLINICAL DOCUMENT may be SIGNED by AN EXPECTED SIGNER

6    An UNSIGNED CLINICAL DOCUMENT may be SIGNED by A PROVIDER who is also 

     AN EXPECTED COSIGNER

7    A COMPLETED CLINICAL DOCUMENT may be VIEWED by A USER

8    An UNRELEASED CLINICAL DOCUMENT may be EDITED by AN TRANSCRIBER

9    An UNRELEASED CLINICAL DOCUMENT may be EDITED by A TRANSCRIPTIONIST

10   An UNCOSIGNED CLINICAL DOCUMENT may be COSIGNED by AN EXPECTED 

     COSIGNER

11   An UNSIGNED CLINICAL DOCUMENT may be SIGNED by A STUDENT who is also 

     AN EXPECTED SIGNER

12   An UNSIGNED CLINICAL DOCUMENT may be EDITED by AN EXPECTED COSIGNER

+         + Next Screen  - Prev Screen  ?? More Actions

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Next Screen// a   Add Rule

Please Enter a New Business Rule:

Select DOCUMENT DEFINITION: ??

Choose from:

   ADVANCE DIRECTIVE      TITLE

   ADVANCE DIRECTIVE      DOCUMENT CLASS

   ADVERSE REACTION/ALLERGY      TITLE

   ADVERSE REACTION/ALLERGY      DOCUMENT CLASS

   BOIL MARCIE MN      TITLE

   CLINICAL DOCUMENTS      CLASS

   CLINICAL WARNING      TITLE

   CLINICAL WARNING      DOCUMENT CLASS

   CRISIS NOTE      TITLE

   CRISIS NOTE      DOCUMENT CLASS

   DISCHARGE SUMMARIES      DOCUMENT CLASS

   DISCHARGE SUMMARY      TITLE

   DISCHARGE SUMMARY      CLASS

   MINN MARCIE      DOCUMENT CLASS

   PROGRESS NOTES      CLASS

   RNOTE      DOCUMENT CLASS

Select DOCUMENT DEFINITION: CLINICAL DOCUMENTS

DOCUMENT DEFINITION: CLINICAL DOCUMENTS// <Enter>
STATUS: STATUS: ??

 Choose from:

   AMENDED

   COMPLETED

   DELETED

   PURGED

   RETRACTED

   UNCOSIGNED

   UNDICTATED

   UNRELEASED

   UNSIGNED

   UNTRANSCRIBED

   UNVERIFIED

STATUS: UNCOSIGNED
ACTION: ??
     This is the action to be permitted for a given document definition 

     and status.

Choose from:

   AMENDMENT

   ATTACH ID ENTRY


Rule applies to interdisciplinary PARENT note

   ATTACH TO ID NOTE

Rule applies to individual ID CHILD entries

   CHANGE TITLE

   COPY RECORD

   COSIGNATURE

   DELETE RECORD

   DICTATION

   EDIT RECORD

   ENTRY 

   IDENTIFY SIGNERS

   LINK WITH REQUEST

   MAKE ADDENDUM

   PRINT RECORD

   REASSIGN

   RELEASE FROM TRANSCRIPTION

   SEND BACK

   SIGNATURE

   UNCOSIGNED NOTIFICATION

   VERIFICATION

   VIEW

ACTION: SEND BACK
USER CLASS: PROVIDER
AND FLAG: ??

This field allows the ADPAC to indicate whether the conditions specified by User Class and User Role should be logically "AND'ed," or logically  "OR'ed," as they will be unless otherwise specified.  i.e., if you want to specify that an unsigned discharge summary may be signed by a user, where:

     User Class = Provider AND User Role = Author,

    then you'll want to set this field to AND.

     Choose from:

       &        AND

       !        OR

AND FLAG: &  AND

USER ROLE: ??
This identifies the role of the user with respect to the document in question (e.g., Author/Dictator, Expected Signer, Expected Cosigner,

Attending Physician, etc.).

Choose from:

   ADDITIONAL SIGNER

   ATTENDING PHYSICIAN

   AUTHOR/DICTATOR

   COMPLETER

   EXPECTED COSIGNER

   EXPECTED SIGNER

   INTERPRETER

   SURROGATE

   TRANSCRIBER

USER ROLE: EXPECTED COSIGNER
DESCRIPTION:

  1> <Enter>
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                          for CLINICAL DOCUMENTS 

1    An UNTRANSCRIBED CLINICAL DOCUMENT may be ENTERED by A NURSE

2    An UNCOSIGNED CLINICAL DOCUMENT may be SENT BACK by a PROVIDER 

     who is also an EXPECTED COSIGNER

          ** Item 2 Added **

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Quit//

Example 2: Manage Business Rules
In this example, we will view business rules by User Class with Nurse as the User Class. We’ll start to delete a rule, then decide to edit it instead.
1. From the RPMS-EHR Configuration Master Menu, select the User Class Management Menu (UCM) option on the TIU Maintenance Menu (TIU). Then select the Manage Business Rules (UCM4) option.
Select User Class Management Option: UCM4  Manage Business Rules

Select SEARCH CATEGORY: DOCUMENT// USER CLASS
Select USER CLASS: NURSE

     1   NURSE

     2   NURSE - STUDENT

     3   NURSE ANESTHETIST

     4   NURSE CLINICAL SPECIALIST

     5   NURSE EPIDEMIOLOGIST

TYPE '^' TO STOP, OR

CHOOSE 1-5:1
2. The current rules for the Nurse User Class are displayed.
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             List Business Rules by USER CLASS           2 Rules

                            for NURSE

1    An UNTRANSCRIBED NURSE'S NOTE may be entered by A NURSE

2    An AMENDED NURSE'S NOTE may be EDITED by A NURSE OR An 

      AUTHOR/DICTATOR

          + Next Screen  - Prev Screen  ?? More Actions

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Quit// D   Delete Rule

3. Select the number of the Business Rule you want to delete. When you get the confirmation message about deleting the rule, you decide to edit it instead, and respond No to the prompt “Do you want to delete the rule?”

Select Business Rule(s):  (1-2): 2
Deleting #2

Removing the rule:

An AMENDED NURSE'S NOTE may be EDITED by A NURSE OR An AUTHOR/DICTATOR

Do you want to delete the rule? NO// <Enter>
Business Rule NOT Removed.

4. When the screen is displayed again, the rule is still listed, and the center message bar indicates nothing was deleted.
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                List Business Rules by USER CLASS         2 Rules

                           for NURSE

1    An UNTRANSCRIBED NURSE'S NOTE may be ENTERED by A NURSE

2    An AMENDED NURSE'S NOTE may be EDITED by A NURSE OR An 

     AUTHOR/DICTATOR

          ** Nothing deleted **

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Quit// E   Edit Rule

5. Select the Edit Rule action.
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                List Business Rules by USER CLASS         2 Rules

                                  for NURSE

1    An UNTRANSCRIBED NURSE'S NOTE may be ENTERED by A NURSE

2    An AMENDED NURSE'S NOTE may be EDITED by A NURSE OR An 

     AUTHOR/DICTATOR

           + Next Screen  - Prev Screen  ?? More Actions

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Quit// E   Edit Rule

6. Select the rule (#2) and then accept the defaults or enter a new rule component.

Select Business Rule(s):  (1-2): 2

Editing #2

DOCUMENT DEFINITION: NURSE'S NOTE// <Enter>
STATUS: AMENDED// <Enter>
ACTION: EDIT RECORD// <Enter>
USER CLASS: NURSE// NURSING SUPERVISOR
AND FLAG: OR// <Enter>
USER ROLE: AUTHOR/DICTATOR// <Enter>
DESCRIPTION:

  1> <Enter>
Refreshing the list.

7. The screen is redisplayed with current rules for this User Class. Note that the edited rule isn’t displayed. That’s because the User Class was changed, so you need to Change View to the new User Class, Nursing Supervisor.
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                List Business Rules by USER CLASS          1 Rule

                             for NURSE

1    An UNTRANSCRIBED NURSE'S NOTE may be ENTERED by A NURSE

          ** Item 2 Edited **

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Quit// C   Change View

8. After you respond to prompts for User Class and enter Nursing Supervisor, the screen redisplays with current rules for this User Class.

Select SEARCH CATEGORY: DOCUMENT// USER CLASS

Select USER CLASS: NURSING SUPERVISOR
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               List Business Rules by USER CLASS           1 Rule

                            for NURSING SUPERVISOR

1    An AMENDED NURSE'S NOTE may be EDITED by A NURSING SUPERVISOR 

     OR An AUTHOR/DICTATOR

          + Next Screen  - Prev Screen  ?? More Actions

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Quit//
7.2 Status of Business Rules
	Status
	Symbol
	Sequence
	Description

	Amendedxe "Amended"
	a
	45
	The document has been completed and a privacy act issue has required its amendment.

	Completedxe "Completed"
	c
	35
	The document has acquired all necessary signatures and is legally authenticated.

	Deleted
	d
	47
	The document has been deleted but the audit trail is retained.

	Incomplete
	Any
	105
	This status applies to document definitions only.

	Purgedxe "Purged"
	p
	50
	The grace period for purgexe "grace period for purge" has expired and the report text has been removed from the online record to recover disk space. NOTE: only completed documents can be purged. The chart copy of the document should be retained for archival purposes.

	Uncosignedxe "Uncosigned"
	u
	30
	The document is complete, with the exception of cosignature by the attending physician.

	Undictatedxe "Undicatated"
	d
	5
	The document is required and a record has been created in anticipation of dictation and transcription, but the system hasn’t been informed of its dictation.

	Unreleasedxe "Unreleased"
	r
	15
	The document is in the process of being entered into the system, but hasn’t been released by the originator (e.g., the person who entered the text online).

	Unsignedxe "Unsigned"
	$
	25
	The document is online in a draft state, but the author's signature hasn’t yet been obtained.

	Untranscribedxe "Untranscribed"
	t
	10
	The document is required, and the system has been informed of its dictation, but the transcription hasn’t yet been entered or received by upload.

	Unverifiedxe "Unverified"
	v
	20
	The document has been released or uploaded, but an intervening verification step must be completed before the document is displayed.


7.3 Inheritance of Business Rules

Business Rules can have one or both of the following hierarchical attributes: Document Definition and/or User Class.

Sometimes a rule contains a User role but no User Class, and, therefore, only has one hierarchical attribute.

Business Rules are inherited along both of these attribute lines.
7.3.1 Inheritance along the Document Definition line
Rules defined for a given Document Definition are inherited by all Document Definitions below the given one. For example, the following rule is inherited by all Titles because all Titles descend from CLINICAL DOCUMENTS:
A COMPLETED (CLASS) CLINICAL DOCUMENT may be VIEWED by a USER

In other words, all completed Titles can be viewed by a User.
7.3.2 Overriding Business Rule Inheritance

The Document Definition inheritance can be overridden by setting rules at lower levels of the Document Definition hierarchy.

Example 1:

Rule #1 below is overridden by rule #2, because Document Class NURSE NOTE is under Class CLINICAL DOCUMENTS in the Document Definition hierarchy and both rules have the same Status and Action.

1. An UNTRANSCRIBED (CLASS) CLINICAL DOCUMENT may be ENTERED by a USER

2. An UNTRANSCRIBED (DOCUMENT CLASS) NURSE NOTE may be ENTERED by a NURSE

Example 2:
Rule #1 below is overridden by rule #2 because Document Class NURSE NOTE is under Class CLINICAL DOCUMENTS and both rules have the same Status and Action.
1. An UNSIGNED (CLASS) CLINICAL DOCUMENT may be VIEWED by an AUTHOR/DICTATOR

2. An UNSIGNED (DOCUMENT CLASS) NURSE NOTE may be VIEWED by a CHIEF, MIS

If both of these rules exist, and an Author/Dictator should be able to view an Unsigned (Document Class) NURSE NOTE, then the following rule must be added.
An UNSIGNED (DOCUMENT CLASS) NURSE NOTE may be VIEWED by an AUTHOR/DICTATOR

NOTE: Document Definition override permits CACs to modify the behavior of documents for which they are responsible (e.g., NURSE NOTE), without affecting the behavior of other documents.
7.3.3 Inheritance Along the User Class Line
Rules defined for a given User Class are inherited by all User Classes below the given one. For example, the following rule applies to all users because all User Classes descend from the User Class USER.

A COMPLETED (CLASS) CLINICAL DOCUMENT may be VIEWED by a USER

Putting the two lines of inheritance together, this rule (if it has not been overridden) means that all completed Titles can be viewed by all users.

Although rules are INHERITED through User Class as well as through the Document Definition hierarchy, inheritance is not overridden by the User Class hierarchy.

In fact, if two rules have the same status, the same action, and the same Document Definition, but one rule has a User Class that descends from the User Class of the other rule, then the rule for the more explicit User Class is redundant. It does NOT override the more general rule.

For example, rule #1 below is not overridden by rule #2.

1. An UNSIGNED (DOCUMENT CLASS) NURSE NOTE may be VIEWED by a MEDICAL INFORMATION SECTION

2. An UNSIGNED (DOCUMENT CLASS) NURSE NOTE may be VIEWED by a CHIEF, MIS

Instead, the second rule is redundant in the presence of the first rule. It could be eliminated with no effect.

If a site has only rule #2 and wishes to expand those that can view NURSE NOTE from Chief, MIS to the Medical Information Section, they could simply add rule #1. However, it would be more efficient (fewer rules) to simply change the class CHIEF, MIS to MEDICAL INFORMATION SECTION in the second rule.

NOTE: The reason there is no inheritance override for User Classes is that the responsibility for User Classes is not divided up the way it is for Document Definitions. For example, the Nursing CAC is responsible for Nursing Note behavior for ALL User Classes, but is not responsible for all TIU documents, only for Nurse Notes.
7.3.4 Inheritance and Addenda

Business Rules cannot be set for Addenda, because Addenda inherit their behavior from their parents.

7.4 Exported Business Rules
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                         for CLASS CLINICAL DOCUMENTS

-------------------------------------------------------------------------------

1    An UNTRANSCRIBED (CLASS) CLINICAL DOCUMENT may be ENTERED by A USER

2    An UNRELEASED (CLASS) CLINICAL DOCUMENT may be RELEASED by A TRANSCRIBER

3    An UNSIGNED (CLASS) CLINICAL DOCUMENT may be EDITED by An AUTHOR/DICTATOR

4    An UNSIGNED (CLASS) CLINICAL DOCUMENT may be EDITED by An EXPECTED SIGNER

5    An UNSIGNED (CLASS) CLINICAL DOCUMENT may be SIGNED by An EXPECTED SIGNER

6    An UNSIGNED (CLASS) CLINICAL DOCUMENT may be SIGNED by A PROVIDER who is

     also An EXPECTED COSIGNER

7    A COMPLETED (CLASS) CLINICAL DOCUMENT may be VIEWED by A USER

8    An UNRELEASED (CLASS) CLINICAL DOCUMENT may be EDITED by A TRANSCRIBER

9    An UNRELEASED (CLASS) CLINICAL DOCUMENT may be EDITED by A TRANSCRIPTIONIST

10   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be COSIGNED by An EXPECTED

     COSIGNER

11   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be SIGNED by A STUDENT who is

     also An EXPECTED SIGNER

12   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be EDITED by An EXPECTED COSIGNER

13   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be EDITED by An EXPECTED COSIGNER

14   An UNVERIFIED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

15   An UNDICTATED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

16   An UNTRANSCRIBED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

17   An UNRELEASED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

18   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

19   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

20   A COMPLETED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

21   An AMENDED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

22   A COMPLETED (CLASS) CLINICAL DOCUMENT may be PRINTED by A USER

23   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be VIEWED by An EXPECTED COSIGNER

24   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be EDITED by A CLINICAL SERVICE CHIEF

25   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be EDITED by A CLINICAL SERVICE

     CHIEF

26   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be SIGNED by An ADDITIONAL SIGNER

27   A COMPLETED (CLASS) CLINICAL DOCUMENT may be SIGNED by An ADDITIONAL SIGNER

28   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be SIGNED by An ADDITIONAL

     SIGNER

29   An AMENDED (CLASS) CLINICAL DOCUMENT may be VIEWED by A USER

30   An AMENDED (CLASS) CLINICAL DOCUMENT may be PRINTED by A USER

31   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be COPIED by An AUTHOR/DICTATOR

32   A COMPLETED (CLASS) CLINICAL DOCUMENT may be COPIED by A USER

33   A DELETED (CLASS) CLINICAL DOCUMENT may be DELETED by A CLINICAL

     COORDINATOR

34   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be SENT BACK by A MEDICAL

     INFORMATION SECTION

35   An UNVERIFIED (CLASS) CLINICAL DOCUMENT may be SENT BACK by A MEDICAL

     INFORMATION SECTION

36   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be VIEWED by An EXPECTED

     COSIGNER

37   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be VIEWED by A CLINICAL SERVICE CHIEF

38   A COMPLETED (CLASS) CLINICAL DOCUMENT may be AMENDED by A CHIEF, MIS

39   A COMPLETED (CLASS) CLINICAL DOCUMENT may be ADDENDED by A USER
40   An AMENDED (CLASS) CLINICAL DOCUMENT may be ADDENDED by A USER

41   A DELETED (CLASS) CLINICAL DOCUMENT may be VIEWED by A USER

42   A DELETED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

43   A PURGED (CLASS) CLINICAL DOCUMENT may be DELETED by A CHIEF, MIS

44   A PURGED (CLASS) CLINICAL DOCUMENT may be VIEWED by A USER

45   An UNTRANSCRIBED (CLASS) CLINICAL DOCUMENT may be VIEWED by A CHIEF, MIS

46   An UNRELEASED (CLASS) CLINICAL DOCUMENT may be VIEWED by A CHIEF, MIS

47   An UNDICTATED (CLASS) CLINICAL DOCUMENT may be VIEWED by A USER

48   A COMPLETED (CLASS) CLINICAL DOCUMENT may be IDENTIFIED FOR SIGNATURE by An AUTHOR/DICTATOR

49   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be IDENTIFIED FOR SIGNATURE by

     An AUTHOR/DICTATOR

50   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be IDENTIFIED FOR SIGNATURE by An EXPECTED COSIGNER

51   A COMPLETED (CLASS) CLINICAL DOCUMENT may be IDENTIFIED FOR SIGNATURE by An EXPECTED COSIGNER

52   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be REASSIGNED by A MEDICAL

     INFORMATION SECTION

53   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be REASSIGNED by An

     AUTHOR/DICTATOR

54   An UNSIGNED (CLASS) CLINICAL DOCUMENT may be HAVE ITS TITLE CHANGED by An

     AUTHOR/DICTATOR

55   A COMPLETED (CLASS) CLINICAL DOCUMENT may be HAVE ITS TITLE CHANGED by A

     CHIEF, MIS

56   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be HAVE ITS TITLE CHANGED by An EXPECTED COSIGNER

57   An UNCOSIGNED (CLASS) CLINICAL DOCUMENT may be HAVE ITS TITLE CHANGED by A

     CLINICAL SERVICE CHIEF

58   A COMPLETED (CLASS) CLINICAL DOCUMENT may be REASSIGNED by A CHIEF, MIS

59   An UNVERIFIED (CLASS) CLINICAL DOCUMENT may be VIEWED by A MEDICAL

     INFORMATION SECTION

60   An UNVERIFIED (CLASS) CLINICAL DOCUMENT may be VERIFIED by A MEDICAL

     INFORMATION SECTION

61   An UNVERIFIED (CLASS) CLINICAL DOCUMENT may be EDITED by A MEDICAL

     INFORMATION SECTION

62   An UNVERIFIED (CLASS) CLINICAL DOCUMENT may be PRINTED by A MEDICAL

     INFORMATION SECTION

63   An UNRELEASED (CLASS) CLINICAL DOCUMENT may be VIEWED by A TRANSCRIBER

64   An UNRELEASED (CLASS) CLINICAL DOCUMENT may be VIEWED by A TRANSCRIPTIONIST

                List Business Rules by DOCUMENT DEFINITION           23 Rules

                           for CLASS PROGRESS NOTES
-------------------------------------------------------------------------------

1    A COMPLETED (CLASS) PROGRESS NOTE may be VIEWED by A USER

2    An UNSIGNED (CLASS) PROGRESS NOTE may be EDITED by A STUDENT who is also an AUTHOR/DICTATOR

3    An UNSIGNED (CLASS) PROGRESS NOTE may be DELETED by An AUTHOR/DICTATOR

4    An UNSIGNED (CLASS) PROGRESS NOTE may be VIEWED by An AUTHOR/DICTATOR

5    An UNCOSIGNED (CLASS) PROGRESS NOTE may be VIEWED by An AUTHOR/DICTATOR

6    An UNCOSIGNED (CLASS) PROGRESS NOTE may be VIEWED by An EXPECTED COSIGNER

7    An UNSIGNED (CLASS) PROGRESS NOTE may be PRINTED by An AUTHOR/DICTATOR

8    An UNCOSIGNED (CLASS) PROGRESS NOTE may be PRINTED by An AUTHOR/DICTATOR

9    An UNCOSIGNED (CLASS) PROGRESS NOTE may be EDITED by An EXPECTED COSIGNER

10   An UNSIGNED (CLASS) PROGRESS NOTE may be EDITED by An AUTHOR/DICTATOR

11   An UNCOSIGNED (CLASS) PROGRESS NOTE may be PRINTED by An EXPECTED COSIGNER

12   An UNSIGNED (CLASS) PROGRESS NOTE may be SIGNED by An AUTHOR/DICTATOR

13   An UNCOSIGNED (CLASS) PROGRESS NOTE may be COSIGNED by An EXPECTED COSIGNER

14   An UNSIGNED (CLASS) PROGRESS NOTE may be VIEWED by A CHIEF, MIS

15   An UNSIGNED (CLASS) PROGRESS NOTE may be DELETED by A CHIEF, MIS

16   An UNCOSIGNED (CLASS) PROGRESS NOTE may be VIEWED by A CHIEF, MIS

17   An UNCOSIGNED (CLASS) PROGRESS NOTE may be DELETED by A CHIEF, MIS

18   An UNSIGNED (CLASS) PROGRESS NOTE may be EDITED by An EXPECTED COSIGNER

19   An UNSIGNED (CLASS) PROGRESS NOTE may be VIEWED by An EXPECTED COSIGNER

20   An UNSIGNED (CLASS) PROGRESS NOTE may be EDITED by A CLINICAL SERVICE CHIEF

21   An UNSIGNED (CLASS) PROGRESS NOTE may be VIEWED by A CLINICAL SERVICE CHIEF

22   An UNSIGNED (CLASS) PROGRESS NOTE may be SIGNED by A CLINICAL SERVICE CHIEF

23   An UNSIGNED (CLASS) PROGRESS NOTE may be SIGNED by An EXPECTED COSIGNER

              List Business Rules by DOCUMENT DEFINITION           17 Rules

                         for CLASS DISCHARGE SUMMARY
-------------------------------------------------------------------------------

1    An UNSIGNED (CLASS) DISCHARGE SUMMARY may be EDITED by A PROVIDER who is

     also An EXPECTED COSIGNER

2    An UNSIGNED (CLASS) DISCHARGE SUMMARY may be SIGNED by A PROVIDER who is

     also An ATTENDING PHYSICIAN

3    An UNCOSIGNED (CLASS) DISCHARGE SUMMARY may be COSIGNED by A PROVIDER who

     is also An EXPECTED COSIGNER

4    An UNVERIFIED (CLASS) DISCHARGE SUMMARY may be VIEWED by A MEDICAL

     INFORMATION SECTION

5    An UNCOSIGNED (CLASS) DISCHARGE SUMMARY may be EDITED by A PROVIDER who is

     also An EXPECTED COSIGNER

6    An UNSIGNED (CLASS) DISCHARGE SUMMARY may be SIGNED by A CLINICAL SERVICE

     CHIEF

7    An UNVERIFIED (CLASS) DISCHARGE SUMMARY may be VERIFIED by A MEDICAL

     INFORMATION SECTION

8    An UNVERIFIED (CLASS) DISCHARGE SUMMARY may be EDITED by A MEDICAL

     INFORMATION SECTION

9    An UNVERIFIED (CLASS) DISCHARGE SUMMARY may be PRINTED by A MEDICAL

     INFORMATION SECTION

10   An UNSIGNED (CLASS) DISCHARGE SUMMARY may be VIEWED by A USER

11   An UNSIGNED (CLASS) DISCHARGE SUMMARY may be PRINTED by A USER

12   An UNSIGNED (CLASS) DISCHARGE SUMMARY may be ADDENDED by A USER

13   An UNCOSIGNED (CLASS) DISCHARGE SUMMARY may be ADDENDED by A USER

14   An UNCOSIGNED (CLASS) DISCHARGE SUMMARY may be VIEWED by A USER

15   An UNCOSIGNED (CLASS) DISCHARGE SUMMARY may be COSIGNED by A CLINICAL

     SERVICE CHIEF

16   An UNCOSIGNED (CLASS) DISCHARGE SUMMARY may be EDITED by A CLINICAL SERVICE CHIEF

17   An UNSIGNED (CLASS) DISCHARGE SUMMARY may be SIGNED by An EXPECTED SIGNER

8.0 Making Note Titles
TIU note titles are hierarchical with CLINICAL DOCUMENTS being the parent class of all documents.
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Business rules as well as basic and technical fields for progress notes follow this relationship.

· If a title does not have a field defined, the program will search for the document class.

· If the document class has nothing defined, it will search for the class.
So, you can overwrite any field at a lower level. Otherwise that field is inherited.
As an example, bring up the technical fields for progress notes:

Technical Fields      Note: Values preceded by * have been inherited

       Commit Action:

      Release Action:

 Verification Action:

       Delete Action:

Package Reassignment

              Action:

        Entry Action:

         Exit Action:

 Post-signature Code:

       Edit Template:   [TIU ENTER/EDIT PROGRESS NOTE]

        Print Method:   D ENTRY^TIUPRPN

   Print Form Header:   Progress Notes

   Print Form Number:   Vice SF 509

         Print Group:   2

Visit Linkage Method:   D ENPN^TIUVSIT(.TIU,.DFN,1)

   Validation Method:   S TIUASK=$$CHEKPN^TIULD(.TIU,.TIUBY)

+

        Allow Custom

        Form Headers:   NO

  Upload

           Upload Target File: TIU DOCUMENT

                Laygo Allowed: YES

            Target Text Field: REPORT TEXT

        Upload Look-up Method: D LOOKUP^TIUPUTPN

      Upload Post-filing Code: D FOLLOWUP^TIUPUTPN(TIUREC("#"))

     Upload Filing Error Code: D PNFIX^TIUPNFIX

Only if you wanted to change any of these fields for a particular document or title, would you change anything. Otherwise, each progress note will follow the rules for the entire class.
8.1 Creating a New Note Title
You must create note titles in order to write Progress Notes in the EHR.

From the RPMS-EHR Configuration Master Menu, select TIU Configuration (TIU) ( TIU Menu for Medical Records (HIS) ( TIU Maintenance Menu (TMM) ( Document Definitions (Manager) (DDM) to display the following:

Document Definitions (Manager)

(DEMO HOSPTIAL)

   DDM1  Edit Document Definitions

   DDM2  Sort Document Definitions

   DDM3  Create Document Definitions

   DDM4  Create Objects

   DDM5  List Object Definitions

   DDM6  Create TIU/Health Summary Objects

Select Document Definitions (Manager) Option: DDM3
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Figure 8- 1: Create Document Definitions (Example)
The list of classes comes with the package. Do not add any classes because TIU will not be aware of them.

Choose the default Next Level and enter number 2 for progress notes at the “Select CLINICAL DOCUMENTS Item (Line 2-6)” prompt.

[image: image54.png]. Cache TRM;3652
Fle Edt Help

create Document Definitions liug 30, 2008 14:32:23
BASICS

Neme
CLINICAL DOCUNENTS
PROGRESS HOTES
ADVANCE DIRECTIVE
ADVERSE REACTION/ALLERGY
CRISIS NOTE
CLINICAL WARNING
SANPLE TITLES
CONSULTS
PROGRESS NOTES
DICTATED NOTES
NURSING NOTES
OPERLTIVE REPORTS
PHARNACY NOTES

o11Right

Class/DocumentClass Next Level Detailed Display/Edit
{Title) Restart Status
(Component) Boilerplate Text Delete

se1ect action: Nex Level// ||





Figure 8- 2: Expanded View of Progress Notes
The list now contains all the document classes under Progress Notes.

Make a new document class, called “NAME” Notes. The responses you should enter are in bold.

Select Action: Next Level// CL   Class/DocumentClass

 Enter the Name of a new PROGRESS NOTES: HAGER NOTES
TYPE: (CL/DC): DC  DOCUMENT CLASS

CLASS OWNER: CLINICAL COORDINATOR  Replace

STATUS: (A/I): INACTIVE// A  ACTIVE

SEQUENCE:

MNEMONIC:

MENU TEXT: Hager Notes//
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Figure 8- 3: Pharmacy Notes Added to Progress Notes
Choose Next Level and pick the number of the document class you just created.
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Figure 8- 4: New Note Title Added
Title is now the default.
Make two new titles: Name one HAGER BRIEF NOTE and name the other HAGER ENCOUNTER NOTE. The responses you should enter are in bold.

Select Action: Title//    Title

 Enter the Name of a new HAGER NOTES: HAGER BRIEF NOTE
CLASS OWNER: CLINICAL COORDINATOR  Replace

STATUS: (A/I/T): INACTIVE// A  ACTIVE

SEQUENCE:

MENU TEXT: Hager Brief Note//

 If you wish, you may enter another HAGER NOTES: HAGER ENCOUNTER NOTE
CLASS OWNER: CLINICAL COORDINATOR  Replace

STATUS: (A/I/T): INACTIVE// A  ACTIVE

SEQUENCE:

MENU TEXT: Hager Encounter Note  Replace
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Figure 8- 5: Two New Note Titles Added
Remember, status must be active before anyone can use the note but status must be inactive before you can edit or change the note.
8.2 Editing Document Definitions

From the RPMS-EHR Configuration Master Menu, select TIU Configuration (TIU) ( TIU Menu for Medical Records (HIS) ( TIU Maintenance Menu (TMM) ( Document Definition (Manager) (DDM) ( Edit Document Definitions (DDM1).
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Figure 8- 6: Edit Document Definitions Actions
Enter E for expand, then 2 for progress notes. You can combine these requests into E=2.
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Figure 8- 7: Expanded View of Progress Notes
Again, use E for expand and the number of the document class you made.
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Figure 8- 8: Expanded View of Selected Document Class
You should see the titles you just made.

Enter S for Status and make “NAME” ENCOUNTER NOTE inactive.

Now do Det for Detailed Display/Edit.
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Figure 8- 9: Detailed Display/Edit View
Choose Basics and change the name to NAME CLINIC NOTE. The responses you should enter are in bold.

Select Action: Next Screen// BAS   Basics

NAME: HAGER ENCOUNTER NOTE  Replace ENCOUNTER With CLINIC
  Replace

ABBREVIATION:

PRINT NAME: HAGER ENCOUNTER NOTE  Replace ENCOUNTER With CLINIC
TYPE: (TL): TL//   TITLE

CLASS OWNER: CLINICAL COORDINATOR  Replace

SUPPRESS VISIT SELECTION: NO//

STATUS: (A/I/T): INACTIVE// A    ( Don’t forget to make it active again

8.3 Making Lab Objects

From the RPMS-EHR Configuration Master Menu, select TIU Configuration (TIU) ( TIU Menu for Medical Records (HIS) ( TIU Maintenance Menu (TMM) ( Document Definition (Manager) (DDM) ( Create Object Definitions (DDM4).

Bring up the entire list if desired following the defaults.
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Figure 8- 10: Listing of Objects
Make sure the one you want to copy is on the screen.

Select Action: Next Screen// COPY   Copy/Move

Select Entry to Copy:  (43-56): 43   ( Number of the old item
Copy into (different) Name: LAST LAB HGB// LAST LAB HCT ( Change the name to the new name
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Figure 8- 11: Moved Objects
You will probably need to press return twice.

Select Action: Next Screen// DET   Detailed Display/Edit

Select Entry:  (43-56): 43  ( Pick the new item
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Figure 8- 12: New Item Selected
Select Action: Quit// TECH   Technical Fields

OBJECT METHOD: S X=$$SLAB^BTIUPCC(DFN,"HGB")  Replace HGB With HCT

Change the lab test name to the new lab test. Make sure you know what the name is although you can use synonyms.

Select Action: Quit// BAS   Basics

NAME: LAST LAB HCT//

ABBREVIATION:

PRINT NAME:

CLASS OWNER: CLINICAL COORDINATOR  Replace

STATUS: (A/I): INACTIVE// A  ACTIVE     ( Make sure its active or you won’t
                                           be able to see it or use it.
Below is how you use the object in the EHR.
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Figure 8- 13: Sample Template Editor
In the EHR you can now add it to any template you want.
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Figure 8- 14: Expanded Patient Data Objects
9.0 User Class Setup
This section covers information about user classes and business rules.
9.1 Required User Classes
Classes determine the level of access in the EHR.

The following User Classes and sub-classes under Provider must be set up:

	MIS
	Provider

	Chief, MIS
	Physician

	Medical Record Technician
	Nurse

	Transcriptionist
	Resident

	
	Intern

	
	Medical Student

	
	Nurse Practitioner

	
	Physician Assistant


Other User Classes and sub-classes can be added later, as necessary. Keep it simple.
Follow these steps:
9. Identify staff who will be using Progress Notes and Discharge Summaries through TIU.
· You can either work with the various departments or coordinators to provide names and roles, or you can work through VA FileMan to search the New Person File (or a combination).
· Print the New Person file and look at titles. Compare this list to the list Exported User Class list. This is the long and complicated way to identify staff. Frequently different names are used for the same positions. We recommend working with the departments. Maybe they already have something online that is kept updated (especially for rotating medical students, interns, and residents) that can be used for ASU to keep it current.

10. Review the list of imported User Classes.

11. Decide how to categorize your list of staff by User Classes and sub-classes. The Authorization/Subscription Utilityxe "Authorization/Subscription Utility" (ASUxe "ASU") lets you define, populate, and retrieve information about User Classes (which can be defined hospital-wide or more narrowly for a specific service). It can be used across RPMS to replace and/or complement keysxe "keys". You can link User Classes with TIU Document Definitions and document actions. EHR actions such as ordering or signing can be linked with Document or Order type (e.g., Clinical Warning Note) and with User Classes (e.g., Provider Class). User Classes can be active or inactive.

The TIU/ASU installation automatically assigns the CAC as the CLASS OWNER for Progress Notes Titles.

9.2 User Class Management Menu

Select the User Class Management Menu (UCM) option on the TIU Maintenance Menu to display the following:

User Class Management Menu

(DEMO HOSPITAL)

   UCM1   User Class Definition

   UCM2   List Membership by User

   UCM3   List Membership by Class

   UCM4   Manage Business Rules

The following table describes the options on this menu.

	Option
	Description

	User Class Definition


	This option allows reviewing, adding, editing, and removing User Classes.



	List Membership by User


	This option allows reviewing, adding, editing, and removing individual members to and from classes.



	List Membership by Class
	This option allows reviewing, adding, editing, and removing people to and from classes.



	Manage Business Rules
	This option allows you to list the Business rules defined by ASU, and to add, edit, or delete them, as appropriate.


9.2.1 Creating User Classes
From the RPMS-EHR Master Configuration Menu, select TIU Configuration (TIU) ( TIU Menu for Medical Records (HIS) ( TIU Maintenance Menu (TMM) ( User Class Management (UCM) ( User Class Definition (UCM1).
12. After you select the User Class Definition option, you can specify the User Class Status.
User Class Definition

Select User Class Management Option: UCM1  User Class Definition

Select User Class Status: ACTIVE// ?
     Active                All User Classes

     Inactive

Enter selection(s) by typing the name(s), number(s), or abbreviation(s). Active
        Start With Class: FIRST// Provider
             Go To Class: LAST// Provider
Searching for the User Classes....

13. To see sub-classes of the classes shown on this screen, enter a class name at the prompt Start with Class: FIRST//. Then after the screen displays the class name, choose the action Expand/Collapse Tree. You will then see a screen of the hierarchy below the chosen class (e.g., physician).

User Classes         Jan 31, 1997 13:41:40          Page:   1 of   1

                        ACTIVE USER CLASSES                1 Classes

     Class Name                                     Abbrev

1    Provider ...                                   PROV      Active

          + Next Screen  - Prev Screen  ?? More Actions                      
     Find                      Expand/Collapse Tree      Change View

     Create a Class            List Members              Quit

     Edit User Class

Select Action: Quit// EX

Expanding User Class Hierarchy.

User Classes            Jan 31, 1997 13:42:32       Page:   1 of   6

                         ACTIVE USER CLASSES               1 Classes

     Class Name                                   Abbrev

1    Provider                                     PROV        Active

     |-Nurse

     | |-Nurse Anesthetist

     | |-Nurse Clinical Specialist

     | |-Nurse Epidemiologist

     | |-Nurse Practitioner

     | |-Nursing Continuing Care

     | |-Nursing Supervisor

     | |-Head Nurse

     | |-Vascular Nurse

     | |-Research Nurse

     | |-Nurse - Licensed Practical

     | |_Staff Nurse

     |-Physician Assistant

     |-Dentist

          + Next Screen  - Prev Screen  ?? More Actions                      

     Find                      Expand/Collapse Tree      Change View

     Create a Class            List Members              Quit

     Edit User Class

Select Action: Next Screen// C  Create a Class
14. Select the action Create a Class and enter a new User Class or sub-Class name.

9.2.2 List Membership by User
This option lets you enter a user name and the program will identify what User Class the user is in. You can then add, edit, or remove individual members to that class.

15. Select List Membership by User from the User Class Management menu, and then enter the name of a user.

Select User Class Management Option: UCM2  List Membership by User

Select USER:  ruell,JOE          JER

Searching for the User Classes.

16. A screen is displayed showing the User Class the designated user belongs to. Select the action Add, and enter other classes to which this user might belong.

Current User Classes  Jan 18, 1996 13:48:53    Page: 1 of  1

                     Joe E. Ruell                    1 Class

     User Class                           Effective  Expires

1    Staff Physician

          + Next Screen  - Prev Screen  ?? More Actions                      

     Add                       Remove

     Edit                      Change View

Select Action: Quit//
9.2.3 Modify User Classesxe "Modify (add or delete) user classes"
You might need to modify user classes and their members. Use the List Membership by Class option on the User Class Management menu.
This option lets you select a User Class to review members. You can then add, edit, or remove individual members to and from the Class.

17. Select List Membership by Class from the User Class Management menu, and then enter the name of a class.

Select User Class Management Option: UCM3  List Membership by Class

Select CLASS:  PHYSICIAN
Searching for the User Classes.

18. A screen is displayed showing the User Class and current members in it. Select the action Add, and enter other names to this class. You can also schedule changes for rotating residents, interns, and medical students.

User Class Members      Jan 18, 1996 13:51:09   Page: 1 of  1

                         PHYSICIANS                 6 Members

     Member                               Effective   Expires

1    BEN CARVER                                      06/01/95

2    Marcie J. Craven                     11/02/95   01/01/99

3    HENRY CUTTER

4    DOOGEY HOWSER

5    DOOBIE RICE

6    Joe E. Ruell

          + Next Screen  - Prev Screen  ?? More Actions                      

    Add                  Remove             Change View

    Edit                 Schedule Changes

Select Action: Quit//

Example: Adding MRTs and HIMS
19. To identify the users who should be allocated to the CHIEF, HIMS and MEDICAL RECORD TECHNICIAN classes, get a list of MRTs and transcriptionists from the HIMS office.

Select TIU Maintenance Menu Option: UCM  User Class Management

                 --- User Class Management Menuxe "User Class Management Menu" ---

   UCM1      User Class Definition

   UCM2      List Membership by User

   UCM3      List Membership by Class

   UCM4      Edit Business Rules

   UCM5      Manage Business Rules

Select User Class Management Option: UCM3  List Membership by Class

Select CLASS: MRT  MEDICAL RECORDS TECHNICIAN

Searching for the User Classes.

User Class Members        Jun 14, 1996 14:21:31      Page:   1 of   1

                 MEDICAL RECORDS TECHNICIANs              0 Members      Member                                             Effective  Expires
No MEDICAL RECORDS TECHNICIANs found

          + Next Screen  - Prev Screen  ?? More Actions                      

     Add                       Remove                    Change View

     Edit                      Schedule Changes          Quit

Select Action: Quit// AD   Add

Select MEMBER: DENINGER,JOY C.       DCJ   274   MEDICAL RECORD TECHNICIAN

MEMBER: DENINGER,JOY C.//  <Enter>
EFFECTIVE DATE: T  (JUN 14, 1996)

EXPIRATION DATE:  <Enter>
Rebuilding membership list.

User Class Members        Jun 14, 1996 14:21:53      Page:  1 of    1 

                   MEDICAL RECORDS TECHNICIANs              1 Member 

     Member                                         Effective  Expires
     JOY C. DENINGER                                06/14/96            

          ** JOY C DENINGER Added **                   >>>                   

          ** JOY C. DENINGER Added **                              >>>

Jun 14, 1996 14:21:53_8     

     Add                       Remove                    Change View

     Edit                      Schedule Changes          Quit

Select Action: Quit// A   Add  

Select MEMBER: DUNCAN,CORRINE K.       DKC      828      MEDICAL RECORD TECHNICIAN

MEMBER: DUNCAN,CORRINE K.//  <Enter>
EFFECTIVE DATE: T  (JUN 14, 1996)

EXPIRATION DATE:  <Enter> 

 Rebuilding membership list.

20. Add all MRTs on the list, then change view to add the Chief of MIS.
User Class Members        Jun 14, 1996 14:24:11      Page:    1 of    1 

                    MEDICAL RECORDS TECHNICIANs                7 Members      Member                                             Effective  Expires  

1    JOY C. DENINGER                               06/14/96      

2    CORRINE K. DUNCAN                             06/14/96      

3    IRMA W. GRIMES                                06/14/96      

4    HARIETT A. MEICK                              06/14/96      

5    MORTON,CYNTHIA Z.                             06/14/96      

6    TAMMY H. POWELSON                             06/14/96      

7    ABIGALE N. QUIGLEY                            06/14/96      

          ** ABIGALE N. QUIGLEY Added **                           >>>

Jun 14, 1996 14:24:11_8

     Add                       Remove                    Change View

     Edit                      Schedule Changes          Quit

Select Action: Quit// CH   Change View  

Select CLASS: CHIEF
     1   CHIEF  

     2   CHIEF (ACTING)  

     3   CHIEF OF STAFF  

     4   CHIEF RESIDENT  

     5   CHIEF TECHNOLOGIST  

     6   CHIEF, ANESTHESIOLOGY SERVICE  

     7   CHIEF, MEDICAL SERVICE  

     8   CHIEF, HIMS  

     9   CHIEF, PSYCHIATRY SERVICE  

TYPE '^' TO STOP, OR

CHOOSE 1-9: 8    

Searching for the User Classes.

User Class Members      Jun 14, 1996 14:24:24          Page:   1 of   1 

                        CHIEF, HIMS                          0 Members      Member                                               Effective  Expires  
No CHIEF, HIMS found                                                    

          + Next Screen  - Prev Screen  ?? More Actions             >>>

     Add                       Remove                    Change View

     Edit                      Schedule Changes          Quit

Select Action: Quit// AD   Add  

Select MEMBER: SNANDERS,LORAINE P.          SPL      364      CHIEF MIS

MEMBER: SANDERS,LORAINE P.// <Enter>
EFFECTIVE DATE: T  (JUN 14, 1996)

EXPIRATION DATE: 

Rebuilding membership list.

9.3 Define Business Rules
Business Rulesxe "Business Rules" in ASU authorize specific users or groups of users to perform specified actions on documents in particular statuses.
Examples:

· A completed (CLASS) Clinical Document can be viewed by a User

· An unsigned (CLASS) Clinical Documentxe "UNSIGNED PROGRESS NOTE" can be edited by a provider who is also the expected signerxe "EXPECTED SIGNER" of the note
· An unsigned (CLASS) Clinical Document can be deleted by Chief, MIS

See the section “Exported Business Rules” for a list of the Business Rules exported with TIU/ASU.

9.3.1 Manage Business Rules

This Manage Business Rules option on the User Class Management menu allows you to display all the Business rules for a given Document Definition, User Class, or User Role. You can then add, edit, or delete Rules, as appropriate. (This option is also known as the ASU Rule Browser, because you can browse back and forth among existing Business Rules, by various criteria.)

Example 1: Adding a new Business Rule

21. In this example we’ll create a new Business Rule: “An UNCOSIGNED CLINICAL DOCUMENT can be SENT BACK by a PROVIDER who is also an EXPECTED COSIGNER.”
Select User Class Management Option: UCM4  Manage Business Rules

Select SEARCH CATEGORY: DOCUMENT DEFINITION// ??
Choose from:

   DOCUMENT DEFINITION

   USER CLASS

   USER ROLE

Select SEARCH CATEGORY: DOCUMENT DEFINITION// <Enter>
Select DOCUMENT DEFINITION: ??
Choose from:

   ADVANCE DIRECTIVE      TITLE

   ADVANCE DIRECTIVE      DOCUMENT CLASS

   ADVERSE REACTION/ALLERGY      TITLE

   ADVERSE REACTION/ALLERGY      DOCUMENT CLASS

   CLINICAL DOCUMENTS      CLASS

   CLINICAL WARNING      TITLE

   CLINICAL WARNING      DOCUMENT CLASS

   CRISIS NOTE      TITLE

   CRISIS NOTE      DOCUMENT CLASS

   DISCHARGE SUMMARIES      DOCUMENT CLASS

   DISCHARGE SUMMARY      TITLE

   DISCHARGE SUMMARY      CLASS

   PROGRESS NOTES      CLASS

Select DOCUMENT DEFINITION: Clinical Documents  (CLASS)

22. After you specify the search category and document definition, all rules for that definition are displayed.
ASU Rule Browser              Jan 09, 1997 15:12:34     Page:  1 of    4

                       List Business Rules by DOCUMENT          40 Rulesxe "ASU Rule Browser"

xe "Browser"

xe "Rule Browser"
                            for CLINICAL DOCUMENTS

1    An UNTRANSCRIBED CLINICAL DOCUMENT may be entered by A USER

2    An UNRELEASED CLINICAL DOCUMENT may be RELEASEED by AN TRANSCRIBER

3    An UNSIGNED CLINICAL DOCUMENT may be EDITED by AN AUTHOR/DICTATOR

4    An UNSIGNED CLINICAL DOCUMENT may be EDITED by AN EXPECTED SIGNER

5    An UNSIGNED CLINICAL DOCUMENT may be SIGNED by AN EXPECTED SIGNER

6    An UNSIGNED CLINICAL DOCUMENT may be SIGNED by A PROVIDER who is also 

     AN EXPECTED COSIGNER

7    A COMPLETED CLINICAL DOCUMENT may be VIEWED by A USER

8    An UNRELEASED CLINICAL DOCUMENT may be EDITED by AN TRANSCRIBER

9    An UNRELEASED CLINICAL DOCUMENT may be EDITED by A TRANSCRIPTIONIST

10   An UNCOSIGNED CLINICAL DOCUMENT may be COSIGNED by AN EXPECTED 

     COSIGNER

11   An UNSIGNED CLINICAL DOCUMENT may be SIGNED by A STUDENT who is also 

     AN EXPECTED SIGNER

12   An UNSIGNED CLINICAL DOCUMENT may be EDITED by AN EXPECTED COSIGNER

          + Next Screen  - Prev Screen  ?? More Actions                      

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Next Screen// a   Add Rule

Please Enter a New Business Rule:

Select DOCUMENT DEFINITION: ??

Choose from:

   ADVANCE DIRECTIVE      TITLE

   ADVANCE DIRECTIVE      DOCUMENT CLASS

   ADVERSE REACTION/ALLERGY      TITLE

   ADVERSE REACTION/ALLERGY      DOCUMENT CLASS

   BOIL MARCIE MN      TITLE

   CLINICAL DOCUMENTS      CLASS

   CLINICAL WARNING      TITLE

   CLINICAL WARNING      DOCUMENT CLASS

   CRISIS NOTE      TITLE

   CRISIS NOTE      DOCUMENT CLASS

   DISCHARGE SUMMARIES      DOCUMENT CLASS

   DISCHARGE SUMMARY      TITLE

   DISCHARGE SUMMARY      CLASS

   MINN MARCIE      DOCUMENT CLASS

   PROGRESS NOTES      CLASS

   RNOTE      DOCUMENT CLASS

Select DOCUMENT DEFINITION: CLINICAL DOCUMENTS

DOCUMENT DEFINITION: CLINICAL DOCUMENTS// <Enter>
STATUS: STATUS: ??

 Choose from:

   AMENDED

   COMPLETED

   DELETED

   PURGED

   UNCOSIGNED

   UNDICTATED

   UNRELEASED

   UNSIGNED

   UNTRANSCRIBED

   UNVERIFIED

STATUS: UNCOSIGNED
ACTION: ??
     This is the action to be permitted for a given document definition 

     and status.

Choose from:

   AMENDMENT

   COPY RECORD

   COSIGNATURE

   DELETE RECORD

   DICTATION

   EDIT DOCUMENT DEFINITION

   EDIT RECORD

   ENTRY 

   MAKE ADDENDUM

   PRINT RECORD

   RELEASE FROM TRANSCRIPTION

   SEND BACK

   SIGNATURE

   VERIFICATION

   VIEW

ACTION: SEND BACK
USER CLASS: PROVIDER
AND FLAG: ??

     This field allows the ADPAC to indicate whether the conditions 
     specified by User Class and User Role should be logically "AND'ed," or 
     logically "OR'ed," as they will be unless otherwise specified.  i.e., 
     if you want to specify that an unsigned discharge summary may be signed 
     by a user, where:

     User Class = Provider AND User Role = Author,

    then you'll want to set this field to AND.

     Choose from:

       &        AND

       !        OR

AND FLAG: &  AND

USER ROLE: ??
     This identifies the role of the user with respect to the document in 
     question (e.g., Author/Dictator, Expected Signer, Expected Cosigner,

     Attending Physician, etc.).

     Choose from:

        ADDITIONAL SIGNER

        ATTENDING PHYSICIAN

        AUTHOR/DICTATOR

        COMPLETER

        EXPECTED COSIGNER

        EXPECTED SIGNER

        INTERPRETER

        SURROGATE

        TRANSCRIBER

USER ROLE: EXPECTED COSIGNER
DESCRIPTION:

  1> <Enter>

ASU Rule Browser              Jan 09, 1997 17:35:52       Page:  1 of   1

                    List Business Rules by DOCUMENT               2 Rules

                          for CLINICAL DOCUMENTS 

1    An UNTRANSCRIBED CLINICAL DOCUMENT may be ENTERED by A NURSE

2    An UNCOSIGNED CLINICAL DOCUMENT may be SENT BACK by a PROVIDER 

     who is also an EXPECTED COSIGNER

          ** Item 2 Added **                                                 

          ** Item 2 Added **

   Find                 Edit Rule               Change View

   Add Rule             Delete Rule             Quit

Select Action: Quit//

10.0 Templates
You use the EHR to create templates. Users can also create their own templates. Anyone in the Clinical Coordinator user class can create shared templates.

Shared templates can be used by all providers while personal templates can be used only by one person (the person who created it).

10.1 Parameters Controlling Access to Templates
Several parameters control who has access to templates. These parameters are set using the TIU Parameters menu (accessed by selecting EHR ( TIU ( PAR).

TIU Parameters

   AUT   Note Autosave Interval

   CLN   Auto Cleanup Upon User Termination

   CLS   Personal Template Access by User Class

   DEF   Default Template for Document Type

   FLD   Template Field Editor User Class

   OBJ   Allowed Personal Template Objects

   PER   Personal Template Access

   REM   Reminder Dialogs Allowed as Templates

   VER   Verify Note Title

Select TIU Parameters Option:

10.1.1 Personal Template Access (PER)

From the system level to a user level, sites can control who can make personal templates. The choices are:

0         FULL ACCESS

1         READ ONLY

2         NO ACCESS

If the system level is full access, all users can make their own personal templates.

READ ONLY allows use, but not creation of, personal templates.

10.1.2 Personal Template Access by User Class (CLS)

If a site would rather leave creation of personal templates to a user class, use this parameter instead of the one above. Again, the choices are:

0         FULL ACCESS

1         READ ONLY

2         NO ACCESS

10.1.3 Allowed Personal Template Objects (OBJ)

This parameter controls which objects a user can insert into a personal template.

10.1.4 Template Field Editor User Class (FLD)

This parameter sets those who can create template field. At the system level, this should be set to you Clinical Applications Coordinator.

10.2 Option Menu for Templates in the EHR

Below shows the Options drop-down menu of the Notes tab. This is where templates are created.
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Create New Templates: This selection is for users with access to personal templates.

Shared Templates: These selections are for CACs.

Edit Template Fields: This selection is for users setup in the TIU FIELD EDITOR CLASS. Edit templates enables the clinician or template designer to edit the template.

10.3 Template Editor
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Shared Templates: This panel shows a list of shared templates.

Personal Templates: This panel shows a list of your personal templates.

New Template: This button creates a new template.

Name: This field contains the name of the new template.

Template Type: The drop-down list determines the type of template being created.

10.4 Template Creation

When you click the New Template button on the Template Editor screen, the application displays the Template Editor dialog.
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The Edit menu provides several functions for creating a template.

Cut, Copy, Paste: The selections allows you to cut, copy, or paste data from other areas of the EHR or from Word documents.

Insert Patient Data: The selection inserts any object previously created. An object is data to be inserted into a note that is retrieved from the RPMS file.

Insert Template Field: The selection inserts a template field.

Preview/Print Template: The selection lets you preview and print the template you are creating.
10.5 Template Finishing
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The Dialog Properties contains the formatting options.
10.6 Template Importing

You use the Tools menu on the Template Editor to import templates.
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You use the Import/Export Template options to import or export templates. A site can receive and send templates to other sites. The import selection expects the template to be loaded from a file on your PC.
10.7 Template Fields

Only those who are setup to use template fields can access this feature. See the “Template Field Editor User Class (FLD)” section.
Select the Edit Templates Fields option on the Option menu in the EHR to display the following:
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The Template Fields panel contains a listing of the existing fields.
Click the New button to create a new template field.

The drop-down for the Type field contains a listing of the types of fields that you can create.

11.0 Consults

Consults are requests from one clinician to a hospital, service, or specialty for a service; in addition, this tab permits hospital services to track the progress of a consult order from the point of receipt through its final resolution. The clinician can enter an order for a consultation from within the patient’s EHR medical record on the Consults tab.

Note: Because there is no Medicine Package in EHR, any function involving Procedures is not used by the IHS. All procedures are included in the available consults. Also, the Medicine Results and Remove Medicine Results are not used.

The Consults process involves the following steps.

1. The clinician orders a consult either on the Consults tab or on the Notes tab. On the Notes tab, you must select a note title for the consult. From within the patient’s EHR medical record, the clinician enters an order for a consultation.
2. The consult service receives an alert and a printed report (SF 513). The receiving service can then accept the consult, forward it to another service, or send it back to the originating clinician for more information.

3. The consult service accepts or rejects the consult request. To accept the consult, the service uses the receive action. The service can also discontinue or cancel the consult. Cancelled consults can be edited and resubmitted by the ordering clinician. A consult service sees the patient.
The consult service enters results and comments. Resulting is primarily handled through TIU.
4. The originating clinician receives a CONSULT/REQUEST UPDATED alert that the consult is complete (if the provider has that alert turned on). The results can now be examined and further action can be taken on behalf of the patient.

5. The SF 513 report becomes part of the patient’s medical record. A hard copy can be filed and the electronic copy is online for paperless access.

6. The Consults patch GMRC*3.0*13 has been installed, the Edit/Resubmit action is available for cancelled consults. The consult must be “resubmittable” and the user must be authorized to resubmit consults.

7. The Consults tab has a list of consults in a tree view similar to the ones found on the Notes tab and the Discharge Summary tab. However, the list view feature is not available due to differences in the tabs functions.
8. Right-click in the Consults text and you can select the “Find in Selected Consult” option from the pop-up menu. This option allows you to search the displayed text. A Replace Text option is also available, but it is only active when a consult is being edited.

9. The field below the All Consults shows a list of documents related to the highlighted consult. These related documents are also in a tree view.
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11.1 Changing the View on the Consults Tab
Changing the view of the Consults list allows you to view the list of consults based on one of several criteria. This action will speed up the selection process.
You can change the Consults view to only include the following problems:

· All Consults (this displays all consults for the current patient)
· Consults by Status (you select a status and sort order)
· Consults by Service (you select a service and sort order)

· Consults by Date Range (you select a date range and sort order
To change the view, select the View menu and then select the desired list items. This action changes what consults are listed in the upper-left panel of the Consults tab.

Select the Custom View option on the menu to further focus the list of consult notes you want to view.
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From the List Selected Consults dialog, you can choose to display consults by any combination of service, status, date range, group, and sort order.
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11.2 Icon Legend

The Consults tab on the Icon Legend dialog includes a description and explanation of the different icons that appears on the Consults tree view. To access the Icon Legend, select View ( Icon Legend and then click the Consults tab.
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11.3 Ordering Consults
You can order a consult from either the Consults or Orders tab (the Note title must contain ‘consult’). As you fill in the options, the consult request will be displayed in the text box at the bottom center of the dialog.

11.4 Viewing Consults

When you select a consult, you will see an area that lists any notes associated with the consult. You can also click a note entry to view the full text of the note.

An asterisk preceding the title of a consult tells you that there are significant findings for that consult.

Follow these steps to view consults for the selected patient:
1. Select the Consults tab.

2. Highlight the consult to view from the All Consults list.
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: Sample Consult
3. The text of the consult will appear in the right panel. Any notes associated with that consult will appear in the Related Documents panel. To view the text of a related note, click on the note.
4. You can print the contents of a selected consults by selecting File ( Print.

The following table describes the status of a consult. The status appears right after the date of the consult.
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: The Status of Consult is C
	Abbreviation
	Name
	Description

	a
	ACTIVE
	Orders that are active or have been accepted by the service for processing.

	c
	COMPLETE
	Orders that require no further action by the ancillary service.

	dc
	DISCONTINUE
	Orders that have been stopped prior to expiration or completion.

	p
	PENDING
	Orders that have been placed but not yet accepted by the service filling the order.

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

	s
	SCHEDULED
	The receiving clinic has scheduled an appointment for the patient.

	x
	CANCELLED
	Orders that have been rejected by the ancillary service without being acted on.


11.5 Creating a New Consult on the Consults Tab
The following steps describe how you enter a generic consult. Your site might have quick orders to replace the generic consult; quick orders will not be described.

Make sure that a visit is selected and that the view is Active Orders. Follow these steps to order a consult using the Orders component:
	1. Select the Orders component.

2. Select Consult in the Write Orders list to display the Order a Consult dialog.

· The consults order can be labeled differently or might not be available from your Write Orders field.

3. There are two ways to select a consult.
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	Method 1: Click the [image: image80.bmp] button to display the tree view of the consult services.

After you select a consult service from the tree view, you need to complete the steps below.
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	Method 2: Select a consult from the list below the “Consult to Service/Specialty” field.
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	There will be template associated with the selected consult that will complete the Reason for Request field.

After completing the template, you need to complete the steps below (except for the Reason for Request field, if it does not need to be edited).
	

	4. Make sure the following have the correct values:

Reason for Request field (required)

Inpatient or Outpatient
Urgency
Place of Consultation
Attention (use if you talked to someone about this consult)

5. The message box in the lower, left panel gives critical information.

6. You use the Provisional Diagnosis by how it is set up in RPMS. If this field is set to REQUIRED, then you must enter the text in the field. It can be set to SUPPRESS, so the Provisional Diagnosis field does not display. Or, it can be set to OPTIONAL, where you can enter a provisional diagnosis or just bypass it.
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7. Click Accept Order.

8. If there are no other consults for this patient, click Quit.

You can sign the consult now or later. If you sign it, the consult will appear on both the Orders tab and the Consults tab. If you sign it later, the consult will appear on the Orders tab (only).


11.6 Completing a Consult using the Consults Component

Make sure you have visit selected. Follow these steps to complete a consult using the Consults tab.

	76. Select the Consults tab.

77. Select Action ( Consult Results ( Complete/Update Results.
78. The Consult Note Properties dialog displays.

79. In the Consult Note Properties dialog, select a consult note title for the Progress Note Title field so the note can be auto-saved.

80. The application automatically populates the date and time of the note as well as the author. You can correct these fields if necessary.
81. Click OK.
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	82. Create your note by typing the text in the right pane, by using templates (click the Templates button), or by including any reminders (click the Reminders button). Be sure to include any test results.

83. From the Action ( Consult Results menu, select either Sign Note Now or Save without Signature.
· If you “Save Without Signature” the status of the consult becomes (pr) for Partial Results. If you “Sign Note Now” the status of the consult becomes (c) for Completed.
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12.0 Interdisciplinary Notes Set-up
Interdisciplinary Notes, a feature of Text Integration Utilities (TIU), are a means for expressing notes from different care givers as a single episode of care. They always start with a single note by the initial contact person (e.g., triage nurse, case manager, attending) and continue with separate notes created and attached to the original note.
To accomplish this, your facility must set up new document definitions and user classes within TIU. An Interdisciplinary Note consists of a parent title note and one or more child title notes. A parent title note (parent note) is a single note by the initial contact person. A child title note (child note) is a single entry note attached to the parent note.

The behavior of parent and child notes is different and mutually exclusive. Your users must be able to identify which note titles can act as parents for their particular service area, and which can be attached to those notes.
You might want to put limits as to which users have the ability to create Interdisciplinary Note entries. In addition, provisions should be made for select users to have the ability to perform correction to Interdisciplinary Notes.
12.1 Titles

NOTE: Decide on a nomenclature, with the consensus from stakeholders, prior to implementation and remain consistent throughout the facility.
It is likely that several service areas at your medical center are interested in Interdisciplinary Notes. Choose one of these service areas and one particular note to implement. Then meet with the clinical staff to plan the note structure.

Consider the following title scheme:

REHAB Parent Treatment Plan

REHAB Child Initial Assessment Note

REHAB Child Nurse Note

REHAB Child Physical Therapy Note

REHAB Child Occupational Therapy Note

REHAB Child Pharmacy Note

REHAB Child Psychology Note

REHAB Child Discharge Planning Note

Notice that each note has “Parent” or “Child” as part of its title.
Consider the following list of parent titles:


ER Cover Note


ER ID Parent Note


Rehab IDP Note


Rehab Routing Note

Same-day Surgery Team Note


End-of-Life Team Note


Pain Clinic IN Parent Note


Mental Health Team Note


Discharge Planning Cover Note

In each case, the underlined word or phrase would be reserved for only parent note titles. Clinicians responsible for starting an Interdisciplinary Note should be aware of which note titles are potential parent note titles.
Similarly, you should use an indicator to differentiate child note titles. Clinicians responsible for adding to Interdisciplinary notes should be aware of which note titles are potential child note titles.

Next, plan a note structure for the service area you have selected to initially implement Interdisciplinary Notes. Write the planned titles down and discuss them with stakeholders. Once you have a consensus, enter the titles into the TIU document definition hierarchy.

1. Create a parent title under an existing document class.

2. Create a document class for the child titles.

3. Enter the child titles under the child titles document class.

In our example the parent title looks like this:

Create Document Definitions   Apr 12, 2001@10:27:55         Page:    1 of  1 

                                    BASICS                                    

+      Name                                                            Type

2        PROGRESS NOTES                                                CL  

3          REHAB SERVICE                                               DC  

4            REHAB PARENT TREATMENT PLAN                               TL  

        ?Help   >ScrollRight   PS/PL PrintScrn/List   +/-             >>>

     (Class/DocumentClass)     Next Level              Detailed Display/Edit

     Title                     Restart                 Status...

     (Component)               Boilerplate Text        Delete

Select Action: Title// 

There are seven child titles in the Interdisciplinary Note we are implementing. The child Document Class and its members look like this:

Create Document Definitions   Apr 12, 2001@10:27:55         Page:    1 of  1 

                                    BASICS                                    

+      Name                                                            Type

2        PROGRESS NOTES                                                CL  

3          INTERDISC CHILD DOCUMENT                                    DC  

4            REHAB CHILD DISCHARGE PLANNING NOTE                       TL  

5            REHAB CHILD INITIAL ASSESSMENT NOTE                       TL  

6            REHAB CHILD NURSE NOTE                                    TL  

7            REHAB CHILD OCCUPATIONAL THERAPY NOTE                     TL  

8            REHAB CHILD PHARMACY NOTE                                 TL  

9            REHAB CHILD PHYSICAL THERAPY NOTE                         TL  

10           REHAB CHILD PSYCHOLOGY NOTE                               TL  

        ?Help   >ScrollRight   PS/PL PrintScrn/List   +/-             >>>

     (Class/DocumentClass)     Next Level              Detailed Display/Edit

     Title                     Restart                 Status...

     (Component)               Boilerplate Text        Delete

Select Action: Title// 

12.2 User Classes

Consider the users who are going to create and/or attach Interdisciplinary note entries. It would be advantageous to limit which users can perform these actions. In our example, we created an Authorization/Subscription Utility (ASU) user class called REHAB TEAM MEMBER.

If it is conducive to your working environment, we recommend that you set up user classes by the treatment teams using Interdisciplinary notes.

Also, consider who is going to make corrections to Interdisciplinary notes. In our examples, the person with the ASU User Class of CHIEF, MIS is designated to perform this duty.

12.3 Parent Business Rules

BE GIVEN AN ID ATTACHMENT (entered as ATTACH ID ENTRY) is an ASU action that permits the designated title note entry to receive child notes, thus creating an Interdisciplinary Note entry.

A COMPLETED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by a REHAB TEAM MEMBER

This is the minimum rule necessary for establishing REHAB Parent Treatment Plan title as an interdisciplinary parent title.
If you are not able to establish a user class of REHAB TEAM MEMBER, then the rule should be stated as follows:

A COMPLETED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by a USER

You might also want to add the following rule:

An UNCOSIGNED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by a REHAB TEAM MEMBER

Uncosigned is the lowest status that can act as a parent note. The software will not allow a child note to be attached to a parent note unless the parent note is at least in the uncosigned status.

All these rules are symmetrical—they apply equally to attaching and detaching child notes. (In list manager, the Interdisciplinary Notes (IN) action is also symmetrical—it will either attach or detach a note depending on the circumstances.) Any user who is authorized (via ASU business rules) to attach a note, is also authorized to detach that note.

12.4 Parent Business Rules for Managers
You should echo each of these rules for the user class CHIEF, MIS, thus allowing the Chief of MIS (or designee) to perform corrective actions on Interdisciplinary Note entries.

The business rules for the user class CHIEF, MIS should look like this:

A COMPLETED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by a CHIEF, MIS

An AMENDED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by a CHIEF, MIS

An UNCOSIGNED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by a CHIEF, MIS

In addition to the CHIEF, MIS user class having the ability to correct Interdisciplinary Note entries, consideration should be given to creating a user class for the management on Interdisciplinary Notes entries. You might call this class IN MANAGEMENT TEAM. This user class would consist of users who are intimately involved in the planning, implementation, and maintenance of Interdisciplinary notes. If you do set up such a user class, then add the following rules:

A COMPLETED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by an IN MANAGEMENT TEAM

An AMENDED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by an IN MANAGEMENT TEAM

An UNCOSIGNED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID ATTACHMENT by an IN MANAGEMENT TEAM

12.5 Child Business Rules

BE ATTACHED is an ASU action (entered as ATTACH TO ID NOTE) that permits a child note entry to be attached to a parent entry.

For this user class, we initially created one business rule:

A COMPLETED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by a COMPLETER 

COMPLETER is a user role exported with USR*1*15 to support the creation of an Interdisciplinary Note. It indicates the user, either signer or cosigner, who is responsible for changing the status of the note to COMPLETED.
This rule is mandatory for all child note titles. Upon selecting a designated parent entry, a user can directly create a child note entry. However, if the above business rule does not exist, the user will not see the complete list of available titles designated as child entry titles.

In addition to the mandatory rule shown above, you should also include the following rules:

An UNCOSIGNED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by a EXPECTED COSIGNER 

A UNCOSIGNED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by a AUTHOR/DICTATOR 

An COMPLETED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by an AUTHOR/DICTATOR 
NOTE: The appropriate business rules must be created for each combination of note status and user role.
12.6 Unsigned Child Notes

In general, if users are going to attach a pre-existing note, you probably want them to sign it first. However, circumstances might exist in your medical center where you want to permit users to attach pre-existing notes without signature.

If an Interdisciplinary Note entry contains an unsigned child entry, then the Interdisciplinary entry (parent title) displays as an unsigned entry in the tree view, although the individual unsigned note contents are not visible to the user.

Even without an ASU business rule permitting unsigned documents to be attached to an Interdisciplinary note, it is possible to have an unsigned child attached to an Interdisciplinary Note. This happens as follows:

1. In the EHR GUI Notes tab, select a parent title.

2. Select Action ( Add New Entry to Interdisciplinary Note.

3. Select a title and start writing the note.

4. The process is interrupted and the note is saved without a signature.

The unsigned child note is visible in the tree structure display, but whether clinicians other than the author can view the contents of this note is dependent on your local business rules.

The software allows an unsigned note to stay attached to its parent entry, thus facilitating retrieval of the note entry. Upon returning to complete the note entry, the author (or as designee) finds the entry within its designated Interdisciplinary Note entry. Furthermore, if a member of the Interdisciplinary Notes Management Team has a need to retrieve unsigned child notes, it must be clear what episode of care the note references.

12.7 Child Business Rules for Managers

All the business rules for children document titles should be echoed with the CHIEF, MIS as the user class:
A COMPLETED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by a CHIEF, MIS
An AMENDED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by a CHIEF, MIS
An UNCOSIGNED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by a CHIEF, MIS
An UNSIGNED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by a CHIEF, MIS
In our example, we have created a user class of highly involved stakeholders to monitor Interdisciplinary Notes. This class is called the IN MANAGEMENT TEAM. We have included the following rules for the team:

A COMPLETED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by an IN MANAGEMENT TEAM
An AMENDED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by an IN MANAGEMENT TEAM
An UNCOSIGNED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by an IN MANAGEMENT TEAM
An UNSIGNED (TITLE) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by an IN MANAGEMENT TEAM
12.8 TIU Parameters for Parent Note Titles

There are two new document parameters for parent note titles:

ORDER ID ENTRIES BY TITLE

SEND ALERTS ON NEW ID ENTRY

The ORDER ID ENTRIES BY TITLE parameter manages the order in which child notes are listed (and printed) within the Interdisciplinary note. If set to YES, instead of listing the child notes in date order (the default), EHR and TIU will list child notes in alphabetical order by note title. In effect, child notes are then grouped by title.

The SEND ALERTS ON NEW ID ENTRY parameter provides a mechanism to alert the originator of a parent note whenever a child note is attached to the parent note. If set to YES, then an alert is sent every time a new child note is attached to the parent note. This allows the originator to review additions to the interdisciplinary note.

NO is the default setting for both parameters.

If a title is entered as a new parameter to set one of these to YES, TIU resets all the parameters associated with the note title. To preserve the previous values, you must look them up, make note of them, and set them accordingly when you set the new parameters. The following worksheet is provided to assist you when doing this: (Entries in parentheses are recommended values.)

Parameters: Access the following menu:

TIU IRM Maintenance Menu [TIU IRM MAINTENANCE MENU] ( TIU Parameters Menu [TIU SET-UP MENU] ( Document Parameter Edit [TIU DOCUMENT PARAMETER EDIT]

Select DOCUMENT DEFINITION                   ( title

REQUIRE RELEASE:

REQUIRE MAS VERIFICATION:

REQUIRE AUTHOR TO SIGN:                      ( Yes

ROUTINE PRINT EVENT(S):

STAT PRINT EVENT(S):

MANUAL PRINT AFTER ENTRY:

ALLOW CHART PRINT OUTSIDE MAS:

ALLOW >1 RECORDS PER VISIT:                  ( Yes

ENABLE IRT INTERFACE:

SUPPRESS DX/CPT ON ENTRY:                    ( No

FORCE RESPONSE TO EXPOSURES:

ASK DX/CPT ON ALL OPT VISITS:

SEND ALERTS ON ADDENDA:

ORDER ID ENTRIES BY TITLE:
SEND ALERTS ON NEW ID ENTRY:
EDITOR SET-UP CODE:

Select FILING ERROR ALERT RECIPIENTS:        ( If document is to be

                                               uploaded, specify Filing

                                               Alert Recipients

Select USERS REQUIRING COSIGNATURE:          ( Now enter the USER CLASSES

                                                for which cosignature will

                                                be required

Now enter the DIVISIONAL parameters:

Select DIVISION:

CHART COPY PRINTER:

STAT CHART COPY PRINTER:

12.9 Example of Interdisciplinary Note

1. Example of the parent title hierarchy:

Create Document Definitions   Apr 12, 2001@10:27:55         Page:    1 of  1 

                                    BASICS                                    

+      Name                                                            Type

2        PROGRESS NOTES                                                CL  

3          REHAB SERVICE                                               DC  

4            REHAB PARENT TREATMENT PLAN                               TL  

        ?Help   >ScrollRight   PS/PL PrintScrn/List   +/-             >>>

     (Class/DocumentClass)     Next Level              Detailed Display/Edit

     Title                     Restart                 Status...

     (Component)               Boilerplate Text        Delete

Select Action: Title// 

2. The business rules for the parent title of our Interdisciplinary Note:

ASU Rule Browser              Apr 12, 2001@10:46:59       Page:    1 of    2 

                  List Business Rules by DOCUMENT DEFINITION         9 Rules

                    for TITLE REHAB PARENT TREATMENT PLAN

                                                                           _     

1    A COMPLETED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID         

     ATTACHMENT by a REHAB TEAM MEMBER                                          

2    An UNCOSIGNED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID       

     ATTACHMENT by a REHAB TEAM MEMBER                                          

3    A COMPLETED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID         

     ATTACHMENT by a CHIEF, MIS                                                 

4    An AMENDED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID          

     ATTACHMENT by a CHIEF, MIS                                                 

5    An UNCOSIGNED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID       

     ATTACHMENT by a CHIEF, MIS                                                 

6    A COMPLETED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID         

     ATTACHMENT by an IN MANAGEMENT TEAM   

7    An AMENDED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID          

     ATTACHMENT by an IN MANAGEMENT TEAM                                        

8    An UNCOSIGNED (TITLE) REHAB PARENT TREATMENT PLAN may BE GIVEN AN ID       

     ATTACHMENT by an IN MANAGEMENT TEAM                                       

+         + Next Screen  - Prev Screen  ?? More Actions                         

     Find                      Edit Rule                 Change View

     Add Rule                  Delete Rule               Quit

Select Action: Next Screen//

3. Example of the document class Interdisc Child Document (which is in turn under the class Progress Notes):

Create Document Definitions   Apr 12, 2001@10:27:55         Page:    1 of  1 

                                    BASICS                                    

+      Name                                                            Type

2        PROGRESS NOTES                                                CL  

3          INTERDISC CHILD DOCUMENT                                    DC  

4            REHAB CHILD DISCHARGE PLANNING NOTE                       TL  

5            REHAB CHILD INITIAL ASSESSMENT NOTE                       TL  

6            REHAB CHILD NURSE NOTE                                    TL  

7            REHAB CHILD OCCUPATIONAL THERAPY NOTE                     TL  

8            REHAB CHILD PHARMACY NOTE                                 TL  

9            REHAB CHILD PHYSICAL THERAPY NOTE                         TL  

10           REHAB CHILD PSYCHOLOGY NOTE                               TL  

        ?Help   >ScrollRight   PS/PL PrintScrn/List   +/-             >>>

     (Class/DocumentClass)     Next Level              Detailed Display/Edit

     Title                     Restart                 Status...

     (Component)               Boilerplate Text        Delete

Select Action: Title// 

4. The list of business rules to support the example child titles within the Document Class of Interdisc Child:

ASU Rule Browser              Apr 12, 2001@12:48:02       Page:    1 of    2 

                  List Business Rules by DOCUMENT DEFINITION        13 Rules

                 for DOCUMENT CLASS INTERDISC CHILD DOCUMENT

                                                                           _ 

1    A COMPLETED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED 

     to an ID note by a COMPLETER

2    An UNCOSIGNED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED

     to an ID note by a AUTHOR/DICTATOR

3    An UNCOSIGNED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED

     to an ID note by an EXPECTED COSIGNER

4    A COMPLETED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED 

     to an ID note by an AUTHOR/DICTATOR

5    A COMPLETED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED

     to an ID note by a CHIEF, MIS

6    An AMENDED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED to

     an ID note by a CHIEF, MIS

7    An UNCOSIGNED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED

     to an ID note by a CHIEF, MIS

8    An UNSIGNED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED

     to an ID note by a CHIEF, MIS

9    A COMPLETED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED

     to an ID note by an IN MANAGEMENT TEAM

10   An AMENDED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED to

     an ID note by an IN MANAGEMENT TEAM

11   An UNCOSIGNED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED

     to an ID note by an IN MANAGEMENT TEAM

12   An UNSIGNED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED

     to an ID note by an IN MANAGEMENT TEAM

+         + Next Screen  - Prev Screen  ?? More Actions                         

     Find                      Edit Rule                 Change View

     Add Rule                  Delete Rule               Quit

Select Action: Next Screen//

5. Parameter settings:

In our example, we decided to send alerts to the signer (and cosigner) when a user attaches a child note to our parent note. In the display below we enter the parameter settings for our Document Definition:

Select TIU Parameters Menu Option: ?
   TPM1      Basic TIU Parameters

   TPM2      Modify Upload Parameters

   TPM3      Document Parameter Edit

   TPM4      Progress Notes Batch Print Locations

   TPM5      Division - Progress Notes Print Params

Enter ?? for more options, ??? for brief descriptions, ?OPTION for help text.

Select TIU Parameters Menu Option: TPM3  Document Parameter Edit

First edit Institution-wide parameters:

Select DOCUMENT DEFINITION: REHAB PARENT TREATMENT PLAN       TITLE

  Are you adding 'REHAB PARENT TREATMENT PLAN' as 

    a new TIU DOCUMENT PARAMETERS (the 34TH)? No// Y  (Yes)

DOCUMENT DEFINITION: REHAB PARENT TREATMENT PLAN// <Enter>
REQUIRE RELEASE: <Enter>
REQUIRE MAS VERIFICATION: <Enter>
REQUIRE AUTHOR TO SIGN: Y  YES

ROUTINE PRINT EVENT(S): <Enter>
STAT PRINT EVENT(S): <Enter>
MANUAL PRINT AFTER ENTRY: <Enter>
ALLOW CHART PRINT OUTSIDE MAS: <Enter>
ALLOW >1 RECORDS PER VISIT: Y  YES

ENABLE IRT INTERFACE: <Enter>
SUPPRESS DX/CPT ON ENTRY: n  NO

FORCE RESPONSE TO EXPOSURES: <Enter>
ASK DX/CPT ON ALL OPT VISITS: <Enter>
SEND ALERTS ON ADDENDA: <Enter>
ORDER ID ENTRIES BY TITLE: <Enter>
SEND ALERTS ON NEW ID ENTRY: Y  YES

EDITOR SET-UP CODE: <Enter>
If document is to be uploaded, specify Filing Alert Recipients:

Select FILING ERROR ALERT RECIPIENTS: <Enter>
Now enter the USER CLASSES for which cosignature will be required:

Select USERS REQUIRING COSIGNATURE: <Enter>
Now enter the DIVISIONAL parameters:

Select DIVISION: <Enter>
Select TIU Parameters Menu Option:

Summary of Examples

For the example Interdisciplinary Note, one parent title and seven child titles were created. A new Document Class was created for the child titles. Two new user classes, one for REHAB team members and one for Interdisciplinary Notes managing stakeholders were defined in the ASU options. Business rules were created to allow all team members the authority to attach appropriate child notes to the appropriate parent note. In addition, business rules were created to give both the Chief of MIS and our managing stakeholders the authority to manage corrections to Interdisciplinary Note entries.

12.10 Additional Considerations

This section covers mandatory business rules, detach privileges, why not a single document class, why not use user, child rules for class progress notes, and use of existing titles.
12.10.1 Mandatory Business Rules

There is a certain amount of flexibility in business rules, but this one child rule is mandatory:

A COMPLETED (DOCUMENT CLASS) INTERDISC CHILD DOCUMENT may BE ATTACHED to an ID note by a COMPLETER 

This rule enables TIU to properly list Interdisciplinary Note titles when creating a child note. Any child title with this business rule missing is excluded from lists of available child titles.

12.10.2 Detach Privileges

All the business rules, and the IN action in List Manager, are symmetrical with respect to Attach and Detach. Any user with the ability to attach a child note to a parent note, also has the ability to detach that child note from that parent note. Generally speaking, authors, signers, and cosigners can detach the notes they attached to a parent document.
12.10.3 Why Not a Single Document Class

Child Document document class. The Parent rule and child rule cannot work at the same hierarchal level. The two rules are contradictory.

In the event, through inheritance or some other mechanism, both the parent rule and child rule apply to the same title, TIU gives the parent rule precedence. Therefore, do not include child titles in a Document Class and then write parent rules for the Document Class. Write parent rules only for parent titles or create a separate parent Document Class.
12.10.4 Why Not Use User

In this guide, Interdisciplinary Notes are restricted to a well-defined group of users. If the user class USER was substituted in the business rules for every instance of the REHAB Team Member user class, there would be less business rules for the Clinical Application Coordinator (or designee) to create for the implementation of Interdisciplinary Notes.

However, it is not recommended to create Interdisciplinary Note business rules for the user class USER. This approach would greatly increase the possible occurrences of attaching a child note to the incorrect parent entry. Once a note is attached to a parent, it disappears from the All Notes list and is represented by the parent title. Retrieval of a misdirected child entry would have to be accomplished via the search options available in TIU. Business rules for a specific user class, such as REHAB Team Member user class, enhance the ability to attach child notes to a specific parent title entry.
12.10.5 Child Rules for Class Progress Notes

Writing the child rules for class Progress Notes is a tempting idea. You would never have to type the child rule again. Plus, you would not have to differentiate child titles with some reserved word, because every title, except the parent titles, would be a child title.

This approach is not recommended, as it would allow any title to be attached as an Interdisciplinary child entry. In addition, it would be difficult to find unattached Interdisciplinary children because there is no way of knowing if a particular note should be attached to an Interdisciplinary Note entry, or designated as an individual progress note.

If you do write child rules for class Progress Notes, consider making a Document Class for each related group of Interdisciplinary children. Then if it turns out that your titles should behave the same as most Progress Notes, you can rewrite rules for that particular Document Class as needed.

This will not prevent other Progress Notes from being attached, but it will make it simpler to search for unattached notes. Simply pull up a list of notes for the specific Document Class.
12.10.6 Use of Existing Titles (Not Recommended)
Prior to the Interdisciplinary Note functionality released with patch TIU*1*100, often existing titles would be coupled with multiple addendum to mimic an Interdisciplinary Note entry. We recommend that these titles not be used as Interdisciplinary Note titles.

The use of these titles for Interdisciplinary notes would be accomplished in the following two ways: 

· Changing an existing title.  If an existing title has its name changed to reflect a new Interdisciplinary title, then every previous incident where that the title was used will now reflect the new title name. In this case a note that was written five years ago will have its title changed to the current title name.

· Creating Interdisciplinary Note rules for existing titles.  Use of existing titles in this way is not recommended. You will have titles that did not have Interdisciplinary note capability in the past and now will be able to receive a note entry or be attached to a note entry. A reviewer might ask, “You linked this title this year, why did you not do it last year?” possibly concluding that the entry from a year ago was incomplete.
We recommend inactivating existing titles for which a similar Interdisciplinary Title is being created. This requires the creation and activation of new Interdisciplinary Note titles.
13.0 Printing Notes
This section covers printing a note in the EHR, the print options for progress notes in the RPMS, and the batch print parameters.
13.1 Printing Note in the EHR
Follow these steps:
	84. Go to the Notes tab in the EHR.

85. Select the Note you want to print in the left panel. The contents of the note displays in the right panel.

86. Select File ( Print.
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	87. The Print dialog displays.

· Select the type of copy you want to print.

· Click Print to output the contents to your default device.
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13.2 Print Options for Progress Notes in the RPMS

You get to the print options for progress notes by selecting EHR ( TIU ( CLN ( TRM ( PNP to display the following:

Progress Notes Print Options

(DEMO HOSPITAL)

PNPA  Author- Print Progress Notes

PNPL  Location- Print Progress Notes

PNPT  Patient- Print Progress Notes

PNPW  Ward- Print Progress Notes

Select Progress Notes Print Options Option:

The following shows two options (Author and Location) on the Progress Notes Print Options. The remaining options have similar prompts.

13.2.1 Print Progress Notes by Author

Progress Notes Print Options

(DEMO HOSPITAL)

PNPA  Author- Print Progress Notes

PNPL  Location- Print Progress Notes

PNPT  Patient- Print Progress Notes

PNPW  Ward- Print Progress Notes

Select Progress Notes Print Option: PNPA Author – Print Progress Notes
-------------------------------------------------------------------------

AUTHOR: byron  BYRON,ROBERT      RB         PHYSICIAN ASSISTANT

Available notes: Nov 20, 2002 thru Dec 25, 2000

Print Notes Beginning: Nov 20, 2002
                 Thru: Dec 25, 2000
Searching for the notes. . . . 

>>  3 notes found for BYRON,ROBERT

Do you want WORK copies or CHART copies? CHART//

DEVICE: HOME//   CONSOLE

-------------------------------------------------------------------------

TEST,JOHN  23929                                           Progress Notes
-------------------------------------------------------------------------

NOTE DATED: 11/20/2000 11:35  PC ACUTE CARE VISIT
VISIT: 11/20/2000 11:31 DIABETES
Diabetes Quarterly Exam

Date of Visit: NOV 20, 2000

Patient’s Primary Care Provider:

No Chief Complaint.Evaluation and Management of Type 2 DM.

CHIEF COMPLAIN: Blood sugars have been high.

SUBJECTIVE:
Diet Changes: He has decreased his McDonald’s visits to twice daily.

Exercise/Activity Changes: Walk at least once a week.

Enter RETURN to continue or ‘^’ to exit:

13.2.2 Print Progress Notes by Location
Progress Notes Print Options

(DEMO HOSPITAL)

PNPA  Author- Print Progress Notes

PNPL  Location- Print Progress Notes

PNPT  Patient- Print Progress Notes

PNPW  Ward- Print Progress Notes

Select Progress Notes Print Option: pnpl Location – Print Progress Notes
Print Progress Notes for a Selected LOCATION

-------------------------------------------------------------------------

Select HOSPITAL LOCATION NAME: diabetes
Available notes: Mar 22, 2000 thru Dec 25, 2000

Print Notes Beginning: Nov 20, 2002
                 Thru: Dec 25, 2000
Searching for the notes. . . . 

>>  4 notes found for DIABETES

Do you want WORK copies or CHART copies? CHART//

DEVICE: HOME//   CONSOLE

-------------------------------------------------------------------------

DEMO,FATHER  5465                                          Progress Notes

-------------------------------------------------------------------------

NOTE DATED: 03/22/2000 16:15  DM EDUCATION CONSULT

VISIT: 03/22/2000 DIABETES

Patient is a 45 year old MALE

Diagnosed with diabetes on 11-MAR-2000

Patient is taking the following medication:

Active Outpatient Medications (including Supplies):

     Active Outpatient Medication                            Status

========================================================================
1)   ASPIRIN 325 MG E.C. TAB** TAKE ONE TABLET MOUTH EVERY   ACTIVE
       DAY

2)   HYDROCHOLORTHIAZIDE 25 MG TAB** TAKE ONE-HALF TABLET    ACTIVE

       MOUTH EVERY MORNING THC BLOOD PRESSURE

3)   METFORMIN 500 MG TAB** TAKE ONE TABLET MOUTH EVERY DAY  ACTIVE

       THC BLOOD SUGAR – TWF

4)   MEOPROLOL 25 MG XL TAB TAKE ONE TABLET MOUTH QDAY FOR   ACTIVE

       THE HEART

5)   SIMVASTATIN 20MG TAB** TAKE ONE TABLET MOUTH QPM        ACTIVE

Enter RETURN to continue or ‘^’ to exit:

13.3 Batch Print Parameters
You get to the batch print options by selecting EHR ( TIU ( HIS ( TMM ( TPM.
TIU Maintenance Menu
  TPM1  Basic TIU Parameters

  TPM2  Modify Upload Parameters

  TPM3  Document Parameter Edit

  TPM4  Progress Notes Batch Print Locations

  TPM5  Division – Progress Notes Print Params

The table below provides information about the options on this menu.

	Option
	Used for

	Basic TIU Parameters
	Allows the user the basic (or general) parameters that govern the behavior of the Text Integration Utilities.

	Modify Upload Parameters
	Allows the definition and modification of parameters for the batch upload of documents.

	Document Parameter Edit
	Allows the user to enter the parameters that apply to specific document (like Titles) or groups of documents (like Classes or Document Classes).

	Progress Notes Batch Print Location
	Allows the user to enter hospital locations used to TIU PRINT PN OUTPT LOC and TIU PRINT PN WARD options. If the locations are not entered in this file, they will not be selectable from these options.

	Division – Progress Notes Print Params
	Established the parameters used by the TIU PRINT PN BATCH INTERACTIVE and TIU PRINT PN BATCH SCHEDULED options. If the site wants a header other than what is returned by $$SITE^VASITE, the .02 field of the 1st entry in this file will be used. For sxample, Waco-Temple-Marlin can have the institution of their progress notes as ‘CENTRAL TEXTAS HCF.’


The following provide information on  last two options.

13.3.1 Progress Notes Batch Print Locations
Select TIU Maintenance Menu Option: TPM  TIU Parameters Menu

   TPM1      Basic TIU Parameters

   TPM2      Modify Upload Parameters

   TPM3      Document Parameter Edit

   TPM4      Progress Notes Batch Print Locations

   TPM5      Division - Progress Notes Print Params

Select TIU Parameters Menu Option: TPM4  Progress Notes Batch Print Locations

Select Clinic or Ward: TELEPHONE TRIAGE - PSYCHIATRY

PROGRESS NOTES DEFAULT PRINTER: LASERJET 4SI// <Enter>
EXCLUDE FROM PN BATCH PRINT: ?
 Set to '1' progress notes for this location will not be included 

 in the progress notes outpatient batch print job [TIU PRINT PN 

 BATCH].You would do this if you wanted to print the CHART copies 

 of the notes for this location in the clinic and not in the file 

 room.

     Choose from:

       1       YES

EXCLUDE FROM PN BATCH PRINT: YES
10. DIVISION must be defined in file #8925.94 (TIU DIVISION PRINT PRINT PARAMETERS FILE).

11. The variable TIUDIV must be defined in the VARIABLE NAME multiple of the OPTION SCHEDULING FILE (#19.2). TIUDIV should be set to the IEN of the DIVISION in the MEDICAL CENTER DIVISION FILE (#40.8). This pointer value is also stored in the .01 field of the TIU DIVISION PRINT PARAMETERS FILE (#8925.94).

12. This option must find a valid date in field #1.01 of file #8925.94 to start looping on. If a valid date is not found, the option will terminate with this message.

13. To assist in troubleshooting, if no notes are found, the DATE/TIME field (#1.01) of file #8925.94 will not be re-set to the new value (which is NOW) when the option begins calculating.
13.3.2 Division – Progress Notes Print Parameters
Select TIU Maintenance Menu Option: TPM  TIU Parameters Menu

   TPM1      Basic TIU Parameters

   TPM2      Modify Upload Parameters

   TPM3      Document Parameter Edit

   TPM4      Progress Notes Batch Print Locations

   TPM5      Division - Progress Notes Print Params

Select TIU Parameters Menu Option: TPM5  Division - Progress Notes Print Params

Select Division for PNs Outpatient Batch Print: ?
 Answer with TIU DIVISION PRINT PARAMETERS, or NUMBER:

   1               SALT LAKE CITY

     You may enter a new TIU DIVISION PRINT PARAMETERS, if you 

     wish. Select the DIVISION these print parameters apply to.

 Answer with MEDICAL CENTER DIVISION NUM, or NAME:

   1               SALT LAKE CITY      660

Select Division for PNs Outpatient Batch Print: YOUR HOSPITAL

         ...OK? Yes// <Enter>  (Yes)

LOCATION TO PRINT ON FOOTER: ??
     The name of this division as it should appear in the footer 

     of the progress notes and forms printed using the terminal 

     outpatient sort.  This is useful for sites that want 

     something other than what the external value of

     this division returned by $$SITE^VASITE.  For example, the 

     Waco division of the Central Texas Health Care System may 

     want Central Texas HCS- Waco to appear in the footer instead 

     of WACO VAMC.

LOCATION TO PRINT ON FOOTER: CENTRAL ANYWHERE 

PROGRESS NOTES BATCH PRINTER: WARD LASERJET 4SI

14.0 Uploading Documents
This section provides information on decisions for transcription for uploading documents.
14.1 Decisions for Transcription

	Pros
	Cons

	· Doctors can dictate faster that they can type

· Already doing dictions – difficult to change

· Much shorter learning curve for the EHR

· Easier for provider buy-in for the computer
	· Cost

· Notes not quickly available for pharmacy, other providers, etc.

· Can’t take advantage of reminders


14.2 TIU Upload Menu

The TIU Upload Menu contains options you use to upload documents. At the initial RPMS prompt, select TIU ( HIS ( TIU Upload Menu (UPL) to display the following:

TIU Upload Menu

  UPL1   Upload Documents

  UPL2   Help for Upload Utility

  UPL3   Display Upload Status

  UPL4   Reset Upload for Restart

Select the TIU Upload Menu option:

14.2.1 Upload Documents (UPL1)

The Upload Documents (UPL1) option enables the user to upload ASCII documents in batch mode, from a remote microcomputer using ASCII or KERMIT protocol upload or from Host Files on the host system.

TIU Upload Menu

   UPL1   Upload Documents

   UPL2   Help for Upload Utility

   UPL3   Display Upload Status

   UPL4   Reset Upload to Restart

Use the option in bold to display the following:

A S C I I   U P L O A D

Select Host File:

DEVICE: HOME// ??

The following information is available:

                    All Printers

                    Printers only on ‘BCR’

                    Complete Device Listing

                    Devices only on ‘BCR’

                    New Format for Device Specification

                    Extended Help

              Select one (A, P, C, N, or E)

DEVICE: HOME//    Right Margin: 80//

14.2.2 Help for Upload Utility (UPL2)

The Help for Upload Utility (UPL2) option displays information on formats of headers for dictated documents that are transcribed offline and uploaded remotely. You can also review “blank” character, major delimiter, and end of message signal information as defined by your site.

TIU Upload Menu

   UPL1   Upload Documents

   UPL2   Help for Upload Utility

   UPL3   Display Upload Status

   UPL4   Reset Upload to Restart

1. Use the option in bold.

2. Type the appropriate document name at the “Select Document Definition:” prompt.

14.2.3 Display Upload Status (UPL3)

The Display Upload Status (UPL3) option displays the last file uploaded and last attempt in order to find a file for uploading. It also can show if upload stopped for a known reason.

TIU Upload Menu

   UPL1   Upload Documents

   UPL2   Help for Upload Utility

   UPL3   Display Upload Status

   UPL4   Reset Upload to Restart

Use the option in bold to display the following:

**STATUS OF TIU UPLOAD**

LAST FILE UPLOADED INTO RPMS:   NO FILES UPLOADED

LAST SCAN FOR NEW TIU FILE:     NO LAST SCAN FOUND

Press RETURN to continue:

14.2.4 Reset Upload to Restart (UPL4)

The Reset Upload to Restart Options (UPL4) option is used if the “Upload Running?” field still has a date AND the problem has been solved.

TIU Upload Menu

   UPL1   Upload Documents

   UPL2   Help for Upload Utility

   UPL3   Display Upload Status

   UPL4   Reset Upload to Restart

1. Use the option in bold.

2. Type YES at the “Okay to Reset Upload Status?” prompt to reset the status, or type NO to cancel.

14.3 Upload Parameters: System Parameters

Select INSTITUTION:  TUBA CITY HO
ASCII UPLOAD SOURCE: host file server//       ( host file server/remote

UPLOAD HEADER FORMAT: captioned//             ( Captioned/delimited string

RECORD HEADER SIGNAL: HDR//

BEGIN REPORT TEXT SIGNAL: $TXT//

END OF MESSAGE SIGNAL: $END//

RUN UPLOAD FILER IN FOREGROUND: YES//         ( Yes for testing only

Now Select upload error alert recipients:

Select ALERT RECIPIENT: HAGER,MARY G//

14.4 Upload Parameters: Documents
DOCUMENT DEFINITION: TEST DICTATED NOTE
ABBREVIATION: TDN//

LAYGO ALLOWED: YES//

UPLOAD TARGET FILE: TIU DOCUMENT//

Select TARGET TEXT FIELD: REPORT TEXT//

UPLOAD LOOK-UP METHOD: D LOOKUP^TIUPUTPN//

UPLOAD POST-FILING CODE: D FOLLOWUP^TIUPUTPN(TIUREC(“#”))

14.5 Caption
The caption contains the fields required for uploading. The caption needs the following fields:
CAPTION: CLINIC CODE//                 ( Name

ITEM NAME: CLINIC CODE//

FIELD NUMBER: 1203//                   ( from TIU document definition file

LOOKUP LOCAL VARIABLE NNAME: TIUCLNC//  ( Name used in program

TRANSFORM CODE:                         ( If needed for dates, etc.

EXAMPLE ENTRY: 80//

CLINICIAN MUST DICTATE: YES//

REQUIRED FIELD?: YES//

14.6 Captions for Progress Notes
Example 1:
CAPTION: CLINIC NAME//

ITEM NAME: CLINIC NAME//

FIELD NUMBER: 1205//

LOOKUP LOCAL VARIABLE NAME: TIULOC//

TRANSFORM CODE:

EXAMPLE ENTRY: ADULT WALKIN//

CLINICAN MUST DICTATE: YES//

REQUIRED FIELD?: YES//

Example 2:

CAPTION: DICTATED BY//

ITEM NAME: DICTATING PROVIDER//

FIELD NUMBER: 1202//

LOOKUP LOCAL VARIABLE NAME: TIUAUTH//

TRANSFORM CODE: SX=$$INAME^TIULS(X) Replace

EXAMPLE ENTRY: DOOGEY P. HOWSER, M.D. Replace

CLINICAN MUST DICTATE: YES//

REQUIRED FIELD?: YES//

Example 3:
CAPTION: DICTATION DATE//

ITEM NAME: DATE DICTATED//

FIELD NUMBER: 1307//

LOOKUP LOCAL VARIABLE NAME: TIUDDT//

TRANSFORM CODE:

EXAMPLE ENTRY: 06/28/2002//

CLINICAN MUST DICTATE: YES//

REQUIRED FIELD?: YES//

Example 4:

CAPTION: EXPECTED COSIGNER

ITEM NAME: EXPECTED COSIGNER//

FIELD NUMBER: 1208//

LOOKUP LOCAL VARIABLE NAME:

TRANSFORM CODE:

EXAMPLE ENTRY: WELBY,MARCUS//

CLINICAN MUST DICTATE: NO//

REQUIRED FIELD?: NO//

Example 5:
CAPTION: HRCN//

ITEM NAME: HRCN//

FIELD NUMBER: .02//

LOOKUP LOCAL VARIABLE NAME: TIUSSN//

TRANSFORM CODE: SX=+$$STRUO^LXFSTR(X,”-“) Replace
EXAMPLE ENTRY: 01/23/45//

CLINICAN MUST DICTATE: YES//

REQUIRED FIELD?: YES//

Example 6:
CAPTION: TITLE//

ITEM NAME: TITLE OF NOTE//

FIELD NUMBER: .01//

LOOKUP LOCAL VARIABLE NAME: TIUTITLE//

TRANSFORM CODE:

EXAMPLE ENTRY: PHYSICAL THERAPY FOLLOWUP NOTE Replace

CLINICAN MUST DICTATE: YES//

REQUIRED FIELD?: YES//

Example 7:

CAPTION: VISIT DATE//

ITEM NAME: VISIT DATE//

FIELD NUMBER: .07//

LOOKUP LOCAL VARIABLE NAME: TIUVDT//

TRANSFORM CODE:

EXAMPLE ENTRY: 06/28/2002//

CLINICAN MUST DICTATE: YES//

REQUIRED FIELD?: YES//

Example 8:
CAPTION: URGENCY//

ITEM NAME: STAT OR ROUTINE//

FIELD NUMBER: .09//

LOOKUP LOCAL VARIABLE NAME:

TRANSFORM CODE:

EXAMPLE ENTRY: PRIORITY//

CLINICAN MUST DICTATE: YES//

REQUIRED FIELD?: NO//

14.7 Final Header

The header for the TEST DICTATED NOTE TITLE is now defined as:

HDR:                  TEST DICTATED NOTE

HRCN:                 01-23-45

DICTATION DATE:       06/28/2002

DICTATED BY:          DOOGEY P. HOWSER, M.D.
URGENCY:              PRIORITY

VISIT DATE:           06/28/2002

TITLE:                PHYSICAL THERAPY FOLLOWUP NOTE

EXPECTED COSIGNER:    WELBY,MARCUS

CLINIC NAME:          ADULT WALKIN

CLINIC CODE:          80

$TXT TEST DICTATED NOTE Text

$END

*** File should be ASCII with width no greater than 80 columns

*** Use “@@@” for “BLANKS” (word or phrase in dictation that isn’t

    understood

14.8 Uploading
Uploading can be completed in several ways:

· The transcription service can VPN into the hospital site and upload the documents using Kermit or

· The service can put the documents into a public folder and they can be updated automatically.

The document MUST be in ASCII format only with no escape or embedded characters.

Service MUST save the document as pure .TXT, not as any word processing document.

14.8.1 CIA Parameters for Uploading

CIA has created several parameters to do the uploading:

	Parameter
	Meaning

	CIAPTOID ARCHIVE FOLDER
	Network path for Archive folder

	CIAPTOID DICTATION NOTE TITLES
	TIU Dictation Note Titles

	CIAPTOID MAXIMUM LINES
	Maximum lines for uploaded document

	CIAPTOID PROBLEM FOLDER
	Network path for Problem folder

	CIAPTOID SOURCE FOLDER
	Network path for Source folder


The network path parameters all need to contain the exact network path to the public directories where the notes will be located.
Don’t forget to put the ending slash on the path. Example: C:\Test\Source\
14.8.2 Taskman Job
Once the parameters are setup and transcription is sending documents, a taskman job can be setup to run.
Set the CIAOTIU BATCH NOTE UPLOAD parameter to run every hour.

When testing, from programmer mode, you can do D^CIATIUD to run this option.

14.8.3 Filing Errors

An alert will be sent to those setup to get a filing error. For example:

FILING ERROR: HRCH: 247651 TEST DICTATED NOTE.

Record could not be found or created

Error can be handled and reprocessed using the alert in RPMS

-or-

The TIU Main for Medical Records has an option to handle filing errors.

Select TIU Menu : TIU MAIN MENU MRT  Text Integration Utilities (MRT)

       --- MRT Menu ---

1   Individual Patient Document

2   Multiple Patient Documents

3   Review Upload Filing Events      ( Filing Errors

4   Print Document Menu . . .

5   Released/Unverified Report

6   Search for Selected Documents

Select Event Type: FILING ERRORS//??

Select one of the following:

      F    Filing Errors

      M    Missing Field Errors

      S    Successes

      A    All Events

Select Event Type: FILING ERRORS//

Select Resolution Status: UNRESOLVED//?

Enter a code from the list.

  Select one of the following:

     U   Unresolved Errors

     R   Resolved Errors

     B   Both Unresolved and Resolved
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Select Resolution Status: UNRESOLVED//

Start Event Date [Time]: T-30//  (SEP 20,2004)

Ending Event Date [Time]: NOW//

         UNRESOLVED FILING ERRORS from 09/20/04 to 10/20/04

      Document Type                   Event Type          Event Date/time

1                                     Filing Error        10/15/04 17:40

      FILING ERROR: HRCN: 247651  Invalid Report Type encountered

2                                     Filing Error        10/15/04 19:23

      FILING ERROR: HRCN: 247651 TEST DICTATED NOTE Record could not be found

3                                     Filing Error        10/15/04  19:35

      FILING ERROR: HRCN: 247651 TEST DICTATED NOTE Record could not be found

4                                     Filing Error        10/15/04 19:43

      FILING ERROR: HRCN: 247651 TEST DICTATED NOTE Record could not be found

5                                     Filing Error        10/15/04 12:10

      FILING ERROR: HRCN: 247651 TEST DICTATED NOTE Record could not be found

         + Next Screen  - Prev Screen  ?? More Actions         >>>             

     Find                    Print event               Quit
     Display/Fix             Change view

Select Action: Quit//

14.8.4 Display/Fix
Detailed Display         Oct 20, 2004 12/19/40   Page:      1 of          2
                      Filing Error

___________________________________________________________________________
Event Description
FILING ERROR: HRCN: 247651 TEST DICTATED NOTE Record could not be found

  Event Date/time:  OCT 20, 2004@12/10/14

        User Name:  HAGER,MARY G

       Event Date:  Filing Error

    Document Type:  TEST DICTATED NOTE

Resolution Status:  UNRESOLVED

Missing Fields
Header Text
HDR:                 TEST DICTATED NOTE

HRCN:                247651

DICTATED BY:         HAGER,MARY

+        + Next Screen   - Prev Screen   ?? More Actions         >>>

    Find                      Resolve

    Print                     Quite

Select Action: Next Screen//

14.8.5 Resolve
Look at the header; the error might be apparent at the time.

Say YES to inquire patient record. This will walk you through each prompt and allow you to make changes.

Then, you’ll be asked if you want to run the upload again. You can also delete the record if it can’t be reconciled.

The header of the original, failed record could look like this:

HDR:                  TEST DICTATED NOTE

HRCN:                 247651

DICTATED BY:          MARY HAGER

DICTATION DATE:       10/18/04

VISIT DATE:           10/18/04@09:18

CLINIC CODE:          80

PATIENT NAME:         DEMO.FEMALE

TITLE:                TEST DICTATED NOTE

CLINIC NAME           ADULT WALKIN

EXPECTED COSIGNER:    WELBY,MARCUS

URGENCY:              ROUTINE

$TXT

Inquire to patient record? YES//

14.8.6 Verify

Use verify if you want HIM to verify the uploaded document.

In the document parameters, there is a field for verification:

Select DOCUMENT DEFINITION:   PROGRESS NOTES
DOCUMENT DEFINITION: PROGRESS NOTES

REQUIRE RELEASE: NO//

REQUIRE MAS VERIFICATION: UPLOAD ONLY//

REQUIRE AUTHOR TO SIGN: YES//

ROUTINE PRINT EVENT(S):

Using the “Search for Selected Documents” on the BTIU MENU2 (medical records) menu:
· Find unverified documents

· Review the documents, looking for missed text

· Edit the document, as needed

· Verify the document which then makes it available for signature

Browse Document         Oct 20, 2004 12/19/40   Page:      1 of          1

_______________________________________________________________

                        TEST DICATATED NOTE

DEMO,M    #247651           MALE  DOB: APR 04, 1968 (36 YRS)

________________________________________________________________

   DICT DATE: OCT 18, 2004        ENTRY DATE: OCT 18, 2004@10;10;15

 DICTATED BY: HAGER,MARY G      EXP COSIGNER:

     URGENCY: routine                 STATUS: UNVERIFIED

 Visit: Oct 18, 2004@09:18  AMBULATORY-   Dx:

----------------------------------------------------------------

This is a sample note with a little text to see if it will upload

       - Prev Screen   Q Quit   ?? More Actions

    Detailed Display          Incomplete Chart Update   Print

    Edit                      Reassign                  Amend

    Verify/Unverify           On Chart

Select Action: Next Screen//

14.9 Implement Upload Utility
There are two steps to enable uploading of transcriptions of discharge summaries and other reports into the RPMS: (1) Set up your terminal emulator and (2) Enter Upload Utility Parameters.
Examples of these two steps are given below. Two examples are shown for entering upload parameters—ASCIIxe "ASCII" and Kermitxe "Kermit". If you are using a commercial word-processing programxe "word-processing program", documents must be saved to ASCII format.

Host File Serverxe "Host File Server":

If the ASCII upload source is defined as (H)ost,, data will be an ASCII host file such as VMS or DOS.

Remote Computerxe "Remote Computer":

If the ASCII upload source is defined as (R)emote, data will be read from an ASCII stream coming to VISTA from a terminal emulator. You may select either a Kermit or RAW ASCII transfer protocol for your station. However, we strongly recommend that you use Kermit, as it provides for error correction and handles line noise much more effectively than the RAW ASCII.  If you plan to use the Kermit Protocol, skip to the set-up dialog Modify Upload Parameters.
NOTE: If your site has chosen to have clinicians enter the documents directly into the RPMS, then you needn’t implement the upload utility.
14.9.1 Set up a Terminal Emulator
Determine which type of terminal emulator your site plans to use.

Raw ASCII file transferxe "Raw ASCII file transfer" protocol
This example shows possible combinations of terminal and ASCII transfer optionsxe "terminal and ASCII transfer options" using the appropriate configuration utilities provided by your terminal emulation softwarexe "terminal emulation software".

TERMINAL OPTIONS
A - Terminal emulation . . . . . VT100
K - EGA/VGA true underline . . . ON
B - Duplex . . . . . . . . . . . FULL
L - Terminal width . . . . . . . 80
C - Soft flow control (XON/XOFF) ON
M - ANSI 7 or 8 bit commands . . 8 BIT
D - Hard flow control (RTS/CTS). OFF
E - Line wrap. . . . . . . . . . ON
F - Screen Scroll. . . . . . . . ON
G - CR translation . . . . . . . CR
H - BS translation . . . . . . .DESTRUCTIVE
I - Break length (milliseconds). 2000
J - Enquiry (ENQ). . . . . . . . OFF

A - Echo locally . . . . . . . . NO
K - CR translation (download). . NONE
B - Expand blank lines . . . . . YES
L - LF translation (download). . NONE
C - Expand tabs. . . . . . . . . YES


D - Character pacing (millisec).  0
E - Line pacing (1/10 sec) . . . .0
F - Pace character . . . . . . . .62
[NOTE:  This MUST correspond to the






PACE CHARACTER defined in the upload






utility parameter edit dialog below]

G - Strip 8th bit. . . . . . . . NO
H - ASCII download timeout . . . 60 seconds
I - CR translation (upload). . . NONE
J - LF translation (upload). . . OFF
Also, be sure that the ASCII transfer option to “abort transferxe "abort transfer" if carrier detect (CD) is lost” is set to “NO.”

Because of the significantly greater reliability of the Kermit file transfer protocol,xe "Kermit file transfer protocol," we recommend that you use it rather than the Raw ASCII protocol. Try using the default settings for packet size, timeout, start and end of packet characters, and checksum size, as provided by your terminal emulation software. The RPMS Kermit server should work properly with these settings.

14.9.2 Enter Upload Utility Parameters
Use the Modify Upload Parametersxe "Modify Upload Parameters"

xe "Upload Parameters"

xe "Modify Upload Parameters" option located on the TIU Parameters menu to enter the upload utility’s parameters.

14.9.2.1 Modify Upload Parametersxe "Modify Upload Parameters"—ASCII Protocol Example
In this example, the ASCII upload source is a remote computer and the upload protocol is defined as an ASCII Protocol. To optimize reliability and functionality when using the ASCII Protocol, we recommend a direct line rather than a modem for transfer of data.

From the initial RPMS option, select EHR ( TIU ( HIS ( TMM ( TPM.

TIU Parameters Menu

   TPM1      Basic TIU Parameters

   TPM2      Modify Upload Parameters

   TPM3      Document Parameter Edit

   TPM4      Progress Notes Batch Print Locations

   TPM5      Division - Progress Notes Print Params

Select TIU Parameters Menu Option: TPM2  Modify Upload Parameters

First edit Institution-wide upload parameters:

Select INSTITUTION: YOUR HOSPITAL
ASCII UPLOAD SOURCE: remote computer// <Enter>
UPLOAD PROTOCOL:  ??
     This is the upload protocol used to transmit documents, with a for 

     ASCII, or k for KERMIT
  Choose from:

    a    ASCII

    k    KERMIT

UPLOAD PROTOCOL: ASCII <Enter>
PACE CHARACTER:  ??
   Applies only to transfers which use the ASCII protocol.

   This is the ASCII value of the character which RPMS will send to the

   remote computer to acknowledge receipt of the last text line transmitted

   and to prompt the remote to transmit another line. You may choose any 

   character with an ASCII value between 1 and 126.

   If you are using the same remote to upload both MailMan messages and 
   textual reports, then we  recommend using the “>” symbol, ASCII 62. 
   Otherwise, we suggest using the ACK character <ASCII 6>.

PACE CHARACTER: 62
END OF MESSAGE SIGNAL: ??
   Applies only to transfers which use the ASCII protocol.

   This is the free text signal to the upload process that the entire

   file/stream transmitted without difficulty, and no more lines of data

   need to be read.

END OF MESSAGE SIGNAL: $END

UPLOAD HEADER FORMAT: ??
   This field determines whether the upload filer expects delimited string 
   or captioned formats for the header of each document.
  Choose from:

    C    captioned

    D    delimited string

UPLOAD HEADER FORMAT: captioned

RECORD HEADER SIGNAL:  ??
   This is a free text tag or signal used by the upload process to determine 

   that a new document record header has been encountered. It may be as 
   simple as the three-character string "MSH" or as complex as 
   "HEADERBEGIN".
   The signal “@@@”, used by the Surgery Package option to transmit 
   operative notes, is another possibility.
   NOTE: Although you may define this parameter independently for each 
   DIVISION, we recommend that you choose just one such signal per site.

RECORD HEADER SIGNAL: MSH 

BEGIN REPORT TEXT SIGNAL: ??
   This is the signal to the upload processor that the fixed-field header 

   for a given report record has been fully read, and that the body of the

   narrative report follows.

BEGIN REPORT TEXT SIGNAL: $TXT
RUN UPLOAD FILER IN FOREGROUND: ??
   This parameter specifies whether to run the filer for the upload process 
   in the foreground or in the background.
   If no preference is specified, the filer runs in the BACKGROUND.

  Choose from:

    1    YES

    0    NO

RUN UPLOAD FILER IN FOREGROUND: NO
Now Select upload error alert recipients:

Select ALERT RECIPIENT: RUELL,JOE
  Are you adding 'RUELL,JOE' as  a new UPLOAD ERROR ALERT RECIPIENT (the 

  1ST for this TIU PARAMETERS)? Y  (Yes)

Select ALERT RECIPIENT: <Enter>
IHS UPLOAD PARAMETERS
UPLOAD FILE DIRECTORY: ??
   Enter the path and file name of the file the upload process should look 

   for.

UPLOAD FILE DIRECTORY: <Upload file directory>
ARCHIVE FILE DIRECTORY: ??
   Enter the directory for the upload process to store the files once done 

   with them.

ARCHIVE FILE DIRECTORY: <Archive file directory>
UPLOAD FILE NAME: <file name>
Now edit the DOCUMENT DEFINITION file:

Select DOCUMENT DEFINITION: Discharge Summary
     1   Discharge Summary  DISCHARGE SUMMARY        TITLE

     2   Discharge Summary  DISCHARGE SUMMARY        DOCUMENT CLASS

CHOOSE 1-2: 1  DISCHARGE SUMMARY

ABBREVIATION: DCS
LAYGO ALLOWED?: ??
   This field indicates whether or not a new entry can be created in the
   TARGET FILE for this Document Definition.

     Choose from:

       0        NO

       1        YES

LAYGO ALLOWED?: YES
UPLOAD TARGET FILE:  ??
                     --------

   NOTE ON UPLOAD
   Upload fields (Upload Target File, Laygo Allowed, Target Text Field
   Subscript, Upload Look-up Method, Upload Post-Filing Code, Upload Filing

   Error Code, and multiple fields Upload Delimited ASCII Header and Upload

   Captioned ASCII Header) apply to Document Definitions of Type Class,

   Document Class, and Title. Multiple fields Upload Delimited ASCCI Header

   and Upload Cationed ASCII Header are hertible AS A GROUP. Do NOT set

   partial information at a lower level; if you set ANY information at a

   lower level, it should be COMPLETE. For information on editing heritable

   fields, see Technical fields: Edit Template.

   TIUF, the Document Definition Utility does NOT display inherited Upload

   information. To see/edit existing upload information, edit/view at the

   level it is set.

                     --------

   The UPLOAD TARGET FILE is the VA FileMan file in which fixed-field header

   Information and associated text will be stored. Only files which include 

   the TIU Application Group may be selected.

Choose from:

   70              RAD/NUC MED PATIENT

   74              RAD/NUC MED REPORTS

   8925            TIU DOCUMENT

   8925.1          TIU DOCUMENT DEFINITION

   8925.97         TIU CONVERSIONS

UPLOAD TARGET FILE: TIU DOCUMENT 8925  TIU DOCUMENT

Select TARGET TEXT FIELD:  ??
Choose from:

   2               REPORT TEXT

   3               EDIT TEXT BUFFER

Select TARGET TEXT FIELD: REPORT TEXT
UPLOAD LOOK-UP METHOD: D LOOKUP^TIUPUTU// <Enter>
UPLOAD POST-FILING CODE: D FOLLOWUP^TIUPUTU(TIUREC("#"))

           Replace <Enter>
UPLOAD FILING ERROR CODE: D GETPAT^TIUCHLP// <Enter>
The header for the Discharge Summary Document Definition is now defined as:

$HDR:                                   DISCHARGE SUMMARY

SOCIAL SECURITY NUMBER:                 555-12-1234

DATE OF ADMISSION:                      03/30/97

DICTATED BY:                            DOOGEY P. HOWSER, M.D.

DICTATION DATE:                         04/03/97

ATTENDING PHYSICIAN:                    MARCUS C. WELBY, M.D.

TRANSCRIPTIONIST:                       T1212

URGENCY:                                PRIORITY

$TXT

  DISCHARGE SUMMARY Text

*** File should be ASCII with width no greater than 80 columns.

*** Use "@@@" for "BLANKS" (word or phrase in dictation that isn't 

*** understood).

14.9.2.2 Modify Upload Parameters—Kermit Protocol Example
This example demonstrates the ASCII upload source as a remote computer and the upload protocol is defined as a Kermit Protocol. Experience at sites suggests that the Kermit Protocol is the preferred protocol to transfer data because of its simple set-up and reliable functionality.
Select TIU Parameters Menu Option: TPM2  Modify Upload Parameters

First edit Institution-wide upload parameters:

Select INSTITUTION: 660
     1   660  SALT LAKE CITY       UT                              660

     2   660AA  SALT LAKE DOM      UT                    VAMC      660AA

CHOOSE 1-2: 1  SALT LAKE CITY

         ...OK? Yes// <Enter>  (Yes)

ASCII UPLOAD SOURCE: r  remote computer

UPLOAD PROTOCOL: k  KERMIT

PACE CHARACTER: 61

END OF MESSAGE SIGNAL: $END

UPLOAD HEADER FORMAT: c  captioned

RECORD HEADER SIGNAL: $HDR
BEGIN REPORT TEXT SIGNAL: $TXT

RUN UPLOAD FILER IN FOREGROUND: NO//   NO
Now Select upload error alert recipients:

Select ALERT RECIPIENT: FAN,TAN  

  Are you adding 'FAN,TAN' as a new UPLOAD ERROR ALERT RECIPIENT (the 1ST for  this TIU PARAMETERS)? Y (Yes)

Select ALERT RECIPIENT: SCHLAMENA,PAMELA  

  Are you adding 'SCHLAMENA,PAMELA' as a new UPLOAD ERROR ALERT RECIPIENT (the   2ND for this TIU PARAMETERS)? Y  (Yes)

Select ALERT RECIPIENT: <Enter>

IHS UPLOAD PARAMETERS

UPLOAD FILE DIRECTORY: < upload file dir>

ARCHIVE FILE DIRECTORY: <archive file dir>

UPLOAD FILE NAME: <filename>
Now edit the DOCUMENT DEFINITION file:

DOCUMENT DEFINITION: DISCHARGE SUMMARY
     1   DISCHARGE SUMMARY          TITLE

     2   DISCHARGE SUMMARY          CLASS

     3   DISCHARGE SUMMARY  DISCHARGE SUMMARIES        DOCUMENT CLASS

CHOOSE 1-3: 1  

ABBREVIATION: DCS// <Enter>
LAYGO ALLOWED?: YES// <Enter>
UPLOAD TARGET FILE: TIU DOCUMENT// <Enter>
Select TARGET TEXT FIELD: REPORT TEXT// <Enter>
UPLOAD LOOK-UP METHOD: D LOOKUP^TIUPUTU// <Enter>
UPLOAD POST-FILING CODE: D FOLLOWUP^TIUPUTU(TIUREC("#"))

           Replace <Enter>
UPLOAD FILING ERROR CODE: D GETPAT^TIUCHLP// <Enter>
The header for the Discharge Summary Document type is now defined as:

$HDR:                                   DISCHARGE SUMMARY

SOCIAL SECURITY NUMBER:                 555-12-1234

DATE OF ADMISSION:                      03/30/93

DICTATED BY:                            DOOGEY P. HOWSER, M.D.

DICTATION DATE:                         04/03/93

ATTENDING PHYSICIAN:                    MARCUS C. WELBY, M.D.

TRANSCRIPTIONIST:                       T1212

URGENCY:                                PRIORITY

$TXT

  DISCHARGE SUMMARY Text

*** File should be ASCII with width no greater than 80 columns.

*** Use "@@@" for "BLANKS" (word or phrase in dictation that isn't understood).

Press RETURN to continue... <Enter>
When configured this way, report text with the following format can be successfully uploaded and routed to the appropriate records in the TIU DOCUMENT File (#8625):

$HDR:


DISCHARGE SUMMARY

NAME OF PATIENT:

DOE, JOHN D.

SOCIAL SECURITY NUMBER:
555-12-1212

DATE OF ADMISSION:
       01/15/93

DATE OF DISCHARGE:
       02/23/93

ATTENDING PHYSICIAN:
HAR GOOD, M.D.

$TXT

DISCHARGE DIAGNOSIS:




1. Acute Ischemic Heart Disease.




2. Congestive Heart Failure.




3. Tachycardia.

PROCEDURES:

Cardiac Catheterization, Echocardiagram,




12-lead EKG.




.




.

$HDR:


DISCHARGE SUMMARY

NAME OF PATIENT:

ANON, AMOS A.

SOCIAL SECURITY NUMBER:
555-12-1212

DATE OF ADMISSION:
       01/27/93

DATE OF DISCHARGE:
       02/23/93

ATTENDING PHYSICIAN:
HAR GOOD, M.D.

URGENCY:


PRIORITY

$TXT

DISCHARGE DIAGNOSIS:




1. Acute abdominal pain of unknown etiology.




2. Diabetes mellitus type II.




3. Tachycardia.

PROCEDURES:

There were no invasive procedures done 

                    during this hospitalization.

$END

14.9.2.3 Upload Menu for Transcriptionists
The Upload Menu contains sub-options that allow the transcriptionist to upload a batch of documents or get help about the header formats expected for each document type, by the upload process, as defined for your site.
	Option 
	Option Name
	Description

	Upload Documentsxe "Upload Documents"
	TIU UPLOAD DOCUMENTSxe "TIU UPLOAD DOCUMENTS"
	This option lets transcriptionists upload transcribed ASCII documents in batch mode, either from remote microcomputers, using ASCII or KERMIT protocol upload, or from Host Files (e.g., DOS or VMS ASCII files) on the host system. Your site can define the preferred file transfer protocol and the destination within RPMS to which each report type (e.g., discharge summary, progress notes, Operative Report, etc.) should be routed.

	Help for Upload Utilityxe "Help for Upload Utility"
	TIU UPLOAD HELPxe "TIU UPLOAD HELP"
	This option displays information on the formats of headers for dictated documents that are transcribed off-line and uploaded into RPMS. It also displays “blank” character, major delimiter, and end of message signal as defined by your site.


The upload utility permits mixed report types within a single batch. This allows the transcriptionist to enter each report in arrival sequence into a single ASCII file on the remote computer (e.g., using a proprietary word-processing program), and to transmit the text to the RPMS host system as a one-step process. As this ASCII data arrives at the RPMS host, it is read into a “buffer” file, and stored for subsequent “filing” by a special background process, called the “Router/filer.”

14.9.2.4 Router/Filer Notesxe "Router/Filer Notes"
Each record in the batch file is preceded by a captioned header, the first line of which MUST begin with the MESSAGE HEADERxe "MESSAGE HEADER" SIGNAL as defined for your site (in this case $HDR), followed by a colon, followed by the document type name.

All other captioned fields can appear in any sequence, provided that the captions are appropriately spelled, followed by colons, followed by the values of the corresponding fields. Tabs can be used (they will be stripped), but all other non-ASCII characters (including formatting commands) must be omitted (e.g., the batch file MUST be saved as TEXT ONLY WITH LINE FEEDS, with no boldface or underlining, and NO PAGE BREAKS, PAGE HEADERS, or PAGE FOOTERS).
Notice that the first record lacked an URGENCY value, and that the format defined in file 8925.1 excludes captions for TYPE OF RELEASE and WARD NUMBER. The upload utility will simply ignore such missing or irrelevant data (e.g., the release type and ward at discharge are already known to RPMS and will be displayed on the 10–1000, whether the author dictates them, and the transcriptionist includes them or not).

The Router/filer is queued upon completion of transmission of a given batch of reports, and will proceed to “read” each line of the buffer file, looking for a header. When a header is encountered, the filer will determine whether the record corresponds to a known document type, as defined by your site, and if so, it will attempt to direct the record to the appropriate file and fields in the RPMS.
On occasion, the Router/filer will not be able to identify the appropriate record in the target file, and will therefore be unable to file the record. When this happens, the process will leave the record in the buffer file and send an alert to a group of users identified by the site as being able to respond to such filing errors.
When any of the alert recipients chooses to act on one of these alerts (by entering “VA” at any menu prompt, and choosing the alert on which they want to act), they will be shown the header of the failed report, and offered an opportunity to inquire to the patient record. They will then be presented with their preferred RPMS editor, and will then be allowed to edit the buffer (e.g., correct a bad social security number, admission date, etc.) and retry the filer.
With each attempt to correct the buffered data and retry the filer, all alerts associated with that record will be deleted (and if the condition remains uncorrected, re-sent), until all records are successfully filed.
You can also use the Review Upload Filing Events option on the MRT menu to correct such filing errors.

14.9.2.5 Batch Upload Reports
Kermit Protocol Uploadxe "Kermit Protocol Upload:"
If your site is using the upload option to transfer batches of discharge summaries from a remote computer using the Kermit transfer protocol, start the upload process by following the sequence below:

1. Choose UP from your Upload Menu.

   UP     Batch upload reports

   HLP    Display upload help

You have PENDING ALERTS

          Enter  "VA   VIEW ALERTS     to review alerts

Select Upload menu Option: UP  Batch upload reports

                     K E R M I T   U P L O A D

Now start a KERMIT send from your system.

Starting KERMIT receive.

#N3
2.  When you see the #N3 prompt, initiate the Kermit file transfer from your computer. Try the default settings for the Kermit protocol as provided by your terminal emulation software. If you have problems, consult your terminal emulator user manual or contact your local IT Department.

3.  When the transfer is complete, you’ll see this message:

File transfer was successful.  (1515 bytes)

Filer/Router Queued!

Press RETURN to continue...<Enter>
   UP     Batch upload reports

   HLP    Display upload help

Select Upload menu Option:  <Enter>
14.9.2.6 ASCII Protocol Uploadxe "ASCII Protocol Upload:"
If your site is using the upload option to transfer batches of discharge summaries from a remote computer using the ASCII transfer protocol, start the upload process by following the example shown below:

1. Choose UP from your Upload Menu.

   UP     Batch upload reports

   HLP    Display upload help

Select Upload menu Option: UP  Batch upload reports

A S C I I   U P L O A D

2. When the “Initiate upload procedure:” prompt appears, initiate the ASCII file transfer from your computer.
NOTE:  If you have problems, consult your local IT Department to see if the Terminal and Protocol Set-up parameters have been set up as shown earlier in this section, or check the user manual for your terminal emulator.

Initiate upload procedure:

$HDR:                                   DISCHARGE SUMMARY

>PATIENT NAME:                           DOE,JOHN A.

>SOC SEC NUMBER:                         555-12-1212

>ADMISSION DATE:                         02/20/97

>DISCHARGE DATE:                         02/25/97

>DICTATED BY:                            BENJAMIN P. CASEY, M.D.

>DICTATION DATE:                         02/26/97

>ATTENDING PHYSICIAN:                    MARCUS C. WELBY, M.D.

>TRANSCRIPTIONIST ID:                    T1212

>URGENCY:                                PRIORITY

>DIAGNOSIS:

>1.  Acute pericarditis.

>2.  Status post transmetatarsal amputation, left foot.

>3.  Diabetes mellitus requiring insulin.

>4.  Diabetic neuropathy.

> 

>Operations/Procedures performed during current admission:

>1.  Status post transmetatarsal amputation of left foot on 3/17/93.

>2.  Echocardiogram done 3/17/93.

.

.

.

$END
Filer/Router Queued!

Press RETURN to continue...<Enter>
14.9.2.7 Handling Upload Errorsxe "upload errors"

xe "Handling upload errors"
ASCII protocol upload / with alerxe "ASCII protocol upload / with aler"t

--- Transcriptionist Menu ---

   1      Enter/Edit Discharge Summary

   2      Enter/Edit Document

   3      Upload Menu ...

DOE,W C (D6572): 07/22/91 DISCHARGE SUMMARY is missing fields.

          Enter  "VA   VIEW ALERTS     to review alerts

Select Text Integration Utilities (Transcriptionist) Option: VA
1.FILING ERROR: DIABETES EDUCATION  Record could not be found or created

2.FILING ERROR: ~3 DISCHARGE SUMMARY Invalid Report Type encountered. 

3.FILING ERROR: PROGRESS NOTES  Record could not be found or created.

4.DOE,W C (D6572): 07/22/91 DISCHARGE SUMMARY is missing fields.

5.ANDERSON,H C (A3456): 08/14/95 ADVERSE REACTION/ALLERGY is missing fie

          Select from 1 to 5

          or enter ?, A I, F, P, M, R, or ^ to exit: 1
The header of the failed record looks like this:

$HDR: PROGRESS NOTES

TITLE: DIABETES EDUCATION

PATIENT: DOE,WILLIAM

SSN: 243236572

VISIT/EVENT DATE: 04/18/96@10:00

AUTHOR: HOWSER,DOOGEY

TRANSCRIBER: SCRIPTION

DATE/TIME OF DICT: T

LOCATION: NUCLEAR MED

$TXT

Inquire to patient record? YES// <Enter>

Select PATIENT NAME: DOE,WILLIAM C.       09-12-44     243236572     YES    

 SC VETERAN    

            (7 notes)  C: 05/20/97 17:01

            (1 note )  W: 02/21/97 09:19

                       A: Known allergies

            (3 notes)  D: 03/26/97 10:52

This patient is not currently admitted to the facility...

Is this note for INPATIENT or OUTPATIENT care? OUTPATIENT// <Enter>

The following VISITS are available:

   1>  MAY 21, 1997@08:30                 PULMONARY CLINIC

   2>  APR 11, 1997@08:00                 DIABETIC EDUCATION-INDIV-MOD B

   3>  APR 18, 1996@10:00                 GENERAL MEDICINE

   4>  FEB 21, 1996@08:40                 PULMONARY CLINIC

   5>  FEB 20, 1996@10:00  NO-SHOW        ONCOLOGY

CHOOSE 1-5

<RETURN> TO CONTINUE

OR '^' TO QUIT: 3  APR 18 1996@10:00

Progress Note Identifiers...

              Patient Name:  DOE,WILLIAM C.

               Patient SSN:  243-23-6572

          Patient Location:  GENERAL MEDICINE

        Date/time of Visit:  04/18/96 10:00

   ...OK? YES// <Enter>

TITLE: ADV
     1   ADVANCE DIRECTIVE          TITLE

     2   ADVERSE REACTION/ALLERGY          TITLE

CHOOSE 1-2: 2  

Filing Record/Resolving Error...Done.

Opening Adverse React/Allergy record for review...

Browse Document            Jun 13, 1997 15:56:18   Page:    1 of    1 

                            Adverse React/Allergy

DOE,W C     243-23-6572   GENERAL MEDICINE Visit Date: 04/18/96@10:00

DATE OF NOTE: JUN 13, 1997         ENTRY DATE: JUN 13, 1997@15:56:16        

      AUTHOR: HOWSER,DOOGEY      EXP COSIGNER:                              

     URGENCY:                          STATUS: UNVERIFIED                   

The new antihistamine is working.                                

     + Next Screen  - Prev Screen  ?? More Actions
     Find                      Edit                      Copy

     Verify/Unverify           Send Back                 Print

     On Chart                  Reassign                  Quit

Select Action: Quit// V   Verify/Unverify  

Do you want to edit this Adverse React/Allergy? NO// <Enter>

VERIFY this Adverse React/Allergy? NO// YES
Adverse React/Allergy VERIFIED.

 1.   FILING ERROR: ~3 DISCHARGE SUMMARY Invalid Report Type encountered. 

 2.   FILING ERROR: PROGRESS NOTES  Record could not be found or created.

 3.   DOE,W C (D6572): 07/22/91 DISCHARGE SUMMARY is missing fields.

 4.   ANDERSON,H C (A3456): 08/14/95 ADVERSE REACTION/ALLERGY is missing fields.

          Select from 1 to 4

          or enter ?, A I, F, P, M, R, or ^ to exit: 3

You may now enter the correct information:

DOE,W C (D6572): 07/22/91 DISCHARGE SUMMARY is missing fields.

Diplay ENTIRE existing record? NO// YES
DOCUMENT TYPE: Discharge Summary        PATIENT: DOE,WILLIAM C.

  VISIT: JUL 22, 1991@11:06

  PARENT DOCUMENT TYPE: DISCHARGE SUMMARIES

  STATUS: UNVERIFIED

  EPISODE BEGIN DATE/TIME: JUL 22, 1991@11:06

  EPISODE END DATE/TIME: FEB 12, 1996@13:56:50

  LINE COUNT: 73                        VISIT TYPE: H

  ENTRY DATE/TIME: JUN 13, 1997@15:55:31

  AUTHOR/DICTATOR: HOWSER,DOOGEY        EXPECTED SIGNER: HOWSER,DOOGEY

  HOSPITAL LOCATION: 1A                 EXPECTED COSIGNER: RUSSELL,JOEL

  ATTENDING PHYSICIAN: RUSSELL,JOEL     VISIT LOCATION: 1A

  REFERENCE DATE: FEB 12, 1996@13:56:50 ENTERED BY: BS

  CAPTURE METHOD: upload                RELEASE DATE/TIME: JUN 13, 1997@15:55:40

  DICTATION DATE: JUN 10, 1997

  PATIENT MOVEMENT RECORD: JUL 22, 1991@11:06

  TREATING SPECIALTY: SURGERY           COSIGNATURE NEEDED: YES

  VISIT ID: 11HR-TEST

 REPORT TEXT:   

DIAGNOSIS: 

 1.  Status post head trauma with brain contusion.  

 2.  Status postcerebrovascular accident.  

 3.  End stage renal disease on hemodialysis.  

 4.  Coronary artery disease.  

 5.  Congestive heart failure.  

 6.  Hypertension.  

 7.  Non insulin dependent diabetes mellitus.  

 8.  Peripheral vascular disease, status post thrombectomies.  

 9.  Diabetic retinopathy.  

 10. Below knee amputation.  

 11. Chronic anemia.  

 OPERATIONS/PROCEDURES: 

 1. MRI.  

 2. CT SCAN OF HEAD.  

 HISTORY OF PRESENT ILLNESS: Patient is a 49-year-old, white male with past

 medical history of end stage renal disease, peripheral vascular disease,

 status post BKA, coronary artery disease, hypertension, non insulin  

 dependent diabetes mellitus, diabetic retinopathy, congestive heart failure,
 status post CVA, status post thrombectomy admitted from Anytown VA after a 

 fall from his wheelchair in the hospital.  He had questionable short lasting
 loss of consciousness but patient is not very sure what has happened.  He 

 denies headache, vomiting, vertigo.  On admission patient had CT scan which 

 showed a small area of parenchymal hemorrhage in the right temporal lobe 

 which is most likely consistent with hemorrhagic contusion without mid line 

 shift or incoordination.  

 ACTIVE MEDICATIONS:  Isordil 20 mgs p.o. t.i.d., Coumadin 2.5 mgs p.o. qd, 

 ferrous sulfate 325 mgs p.o. b.i.d., Ativan 0.5 mgs p.o. b.i.d., Lactulose 

 15 ccs p.o. b.i.d., Calcium carbonate 650 mgs p.o. b.i.d. with food, 

 Betoptic 0.5% ophthalmologic solution gtt OU b.i.d., Nephrocaps 1 tablet 

 p.o. qd,  Pilocarpine 4% solution 1 gtt OU b.i.d., Compazine 10 mgs p.o. 

 t.i.d. prn  nausea, Tylenol 650 mgs p.o. q4 hours prn.  

 Patient is on hemodialysis, no known drug allergies.  

 PHYSICAL EXAMINATION:  Patient had stable vital signs, his blood pressure 

 was 160/85, pulse 84, respiratory rate 20, temperature 98 degrees.  Patient 

 was alert, oriented times three, cooperative.  His speech was fluent, 

 understanding of spoken language was good.  Attention span was good. He had 

 moderate memory impairment, no apraxia noted.  Cranial nerves patient was 

 blind, pupils are not reactive to light, face was asymmetric, tongue and 

 palate are mid line.  Motor examination showed muscle tone and bulk without 

 significant changes.  Muscle strength in upper extremities 5/5 bilaterally, 

 sensory examination revealed intact light touch, pinprick and vibratory 

 sensation.  Reflexes 1+ in upper extremities, coordination finger to nose 

 test  within normal limits bilaterally.  Alternating movements without 

 significant  changes bilaterally.  Neck was supple.  

 LABORATORY:  Showed sodium level 135, potassium 4.6, chloride 96, CO2 26, 

 BUN 39, creatinine 5.3, glucose level 138.  White blood cell count was 7, 

 hemoglobin 11, hematocrit 34, platelet count 77.  

 HOSPITAL COURSE:  Patient was admitted after head trauma with multiple 

 medical problems.  His coumadin was held.  Patient had cervical spine x-rays 

 which showed definite narrowing of C5, C6 interspace, slight retrolisthesis 

 at this level, promient spurs at this level as well as above and below.  CT 

 scan on admission showed a moderate amount of scalp thinning with 

 subcutaneous air overlying the left frontal lobe.  A small area of left 

 parenchymal hemorrhage adjacent to the right petros bone in the temporal 

 lobe which most likely represents a hemorrhagic contusion.  The basal 

 cisterns are patent and there is no mid line shift or uncal herniation.  

 Patient has also a remote left  posterior border zone infarct with 

 hydrocephalus ex vaccuo of the left occipital horn, a rather large remote 

 infact in the inferior portion of the left cerebellar hemisphere.  Repeated 

 CT scan on 5/13/94 didn't show any  progressive changes.  Patient remained 

 in stable condition.  He had  hemodialysis q.o.d.  He restarted treatment 

 with Coumadin.  His last PT was  11.9, PTT 31.  Patient refused before 

 hemodialysis new blood tests.  His  condition remained stable.  

 DISCHARGE MEDICATIONS:  Isordil 20 mgs p.o. t.i.d., Ferrous sulfate 325 mgs 

 p.o. b.i.d., Ativan 0.5 mgs p.o. b.i.d., Lactulose 15 ccs p.o. b.i.d., 

 Calcium carbonate 650 mgs p.o. b.i.d., Compazine 10 mgs p.o. t.i.d. prn  

 nausea,  Betoptic 0.5% OU b.i.d., Nephrocaps 1 p.o. qd, Pilocarpine 4% 

 solution 1 gtt OU b.i.d., Coumadin 2.5 mgs p.o. qd, Tylenol 650 mgs p.o. q6 

 hours prn pain.  

 DISPOSITION/FOLLOW-UP: Recommend follow PT/PTT.  Patient is on coumadin and

 CBC with differential because patient has chronic anemia and 

 thrombocytopenia. 

 Patient will be transferred to Anytown VA in stable condition on 5/19/94.  

URGENCY: ~0 PRIORITY// P  priority

 1.   FILING ERROR: ~3 DISCHARGE SUMMARY Invalid Report Type encountered. 

 2.   FILING ERROR: PROGRESS NOTES  Record could not be found or created.

 3.   ANDERSON,H C (A3456): 08/14/95 ADVERSE REACTION/ALLERGY is missing fie

          Select from 1 to 3

          or enter ?, A I, F, P, M, R, or ^ to exit: <Enter>

                        --- Transcriptionist Menu ---

   1      Enter/Edit Discharge Summary

   2      Enter/Edit Document

   3      Upload Menu ...

          Enter  "VA   VIEW ALERTS     to review alerts

Select Text Integration Utilities (Transcriptionist) Option: <Enter>

In the example above, notice that patient John Doe had no admission on 11/17/96, and so the filer could not create a record in the target file for this discharge summary record. The user acts on the alert to correct the admission date as 11/16/96, and retries the filer, which is now able to file the record appropriately, and the alerts are removed for all recipients.

14.9.2.8 Display Upload Helpxe "Display Upload Help"
Transcriptionists can select this sub-option in the Upload Menu to display the formats expected by the upload process for the report types defined at your site.

The captioned headersxe "captioned headers" can be captured as ASCII data and used to build macrosxe "macros" using commercial word-processors (e.g., Word Perfect or Microsoft Word), and thereby avoid retyping the captioned headers, while minimizing the risk of spelling errors or inconsistencies with the formats expected by the host system.

   UP     Batch upload reports

   HLP    Display upload help

You have PENDING ALERTS

          Enter  "VA   VIEW ALERTS     to review alerts

Select Upload menu Option: HLP  Display upload help

Select REPORT TYPE: DISCHARGE SUMMARY// <Enter>  Discharge Summary

$HDR:                                   DISCHARGE SUMMARY

SOC SEC NUMBER:                         555-12-1212

ADMISSION DATE:                         02/21/96

DISCHARGE DATE:                         02/25/96

DICTATED BY:                            BENJAMIN P. CASEY, M.D.

DICTATION DATE:                         02/26/96

ATTENDING:                              MARCUS C. WELBY, M.D.

TRANSCRIPTIONIST ID:                    T1212

URGENCY:                                PRIORITY

$TXT

  DISCHARGE SUMMARY Text

$END

*** File should be ASCII with width no greater than 80 columns.

*** Use "___" for "BLANKS" (word or phrase in dictation that isn’t understood). 

Press RETURN to continue...<Enter>
15.0 Correcting Documents Entered in Error

Consider this situation:

A note has been entered in error. The author writes an addendum to the note requesting the note be removed from the patient’s record.

You receive the call to delete the note and the attached addendum.

What you can do: you can delete the note and the attached addendum either in TIU and in the EHR. This places it in a retracted status and unavailable to everyone except the HIMS Director, CAC, and other designated personnel through the ASU business rules.

15.1 Deleting Document in the EHR

Follow these steps:

	88. Open the note in the EHR.

89. Select Action ( Delete progress note.

90. The Reason for Deletion displays.

· Choose Administrative Action in that you are deleting the note because the author entered it in error.
	[image: image88.png][Reason for Deletion

‘Select the reason for deletion of this document.
 Privacy Act
s i

Lo o





	91. Click Yes on the delete confirmation screen.

92. The Retraction Notice pop-up displays.

· Click OK to dismiss the pop-up.
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15.2 Reassigning Document

The Reassign action reassigns a note to a different patient, admission, or visit. You can also use this action to promote an Addendum as an Original, swap the Addendum and the Original, or change a discharge summary to an Addendum.

15.2.1 Who Can Reassign Documents

Reassigning completed documents is usually restricted to a specific user class; for example, the MIS Director and the HIMS Director. This includes notes that are awaiting co-signature.

Unsigned notes can be reassigned by the Author/Dictator.

15.2.2 Example

Follow these steps:

1. Electronic signature challenge: if the document is already signed, TIU asks for the electronic signature of the Chief of MIS.

2. Retract: if the document is moved to a different patient, TIU retracts the document.

3. Re-edit original visit: if necessary, the PCC information is updated for the original visit.

4. Edit destination visit: if necessary, the PCC information is collected and revised for a new visit.

5. Sign: the original provider needs to sign the document. If the document was moved to a different patient, TIU removed the original signature.

In the RPMS, select EHR ( TIU ( HIS to display the following:

TIU Menu for Medical Records

  IDP    Individual Patient Document

  LAD    List of Active Document Titles

  MPD    Multiple Patient Documents
  PDM    Print Document Menu

  SIG    Awaiting Signature Listing

  SSD    Search for Selected Documents

  STR    Statistical Reports

  TMM    TIU Maintenance Menu

  UPL    TIU Upload Menu

  VUA    View a User’s Alerts

Select the TIU Menu for Medical Records option: IDP Individual Patient Documents

Select PATIENT NAME: DEMO,FATHER          <A>  M 03-05-1955 554367867  SOUC 5465
Available documents:  02/04/2000 thru 12/17/2004  (6)

Please specify a date range from which to select documents:

List documents Beginning: 02/04/2004//   (FEB 04, 2000

                    Thru: 12/17/2004//   (DEC 17, 2004

1   12/17/2004 11:05  PC ACUTE CARE VISIT         HAGER,M

                      Visit: 12/16/2004

2   09/25/2000 19:34  PC FOLLOWUP VISIT           RUDD,M

                      Visit: 09/25/2000

3   04/19/2000 20:20  PC FOLLOWUP VISIT           RUDD,M

                      Visit: 04/217/2000

4   03/22/2000 16:15  DM EDUCATION CONSULT        HAGER,M

                      Visit: 03/22/2000

5  03/11/2000 21:21   + PC FOLLOWUP VISIT           RUDD,M

                      Visit: 03/07/2000

   ‘^’ TO STOP: ^
Choose one or more documents:  (1-5)  3
Opening PC FOLLOWUP VISIT for review...

Browse Document                    May 15, 2006 11:14:05         Page:    1 of  5

PC FOLLOWUP VISIT

DEMO,F      #5464                       MALE  DOB: MAR 05,1955  (51 YRS)

DATE OF NOTE: APR 19, 2000@20:20          ENTRY DATE: APR 19, 2000@20:21:08

      AUTHOR: RUDD,MILES            EXP COSIGNER:

     URGENCY:                            STATUS: COMPLETED

 Visit Apr 17, 2008&09:00  AMBULATORY-A/S      Dx: TYPE 2 DIABETES MELLITUS

---------------------------------------------------------------------------------

Diabetes Quarterly Exam

Date of Visit: APR 19, 2000

Patient’s Primary Care Provider:

Chief Complaint: Evaluation and Management of Type 2  DiabetesEvaluation

and Management of Type 2 DM.

SUBJECTIVE: Mr. Demo has had Type 2 diabetes ofr 2 months. He is currently

treated with metformin. His diabetes has shown improved control.

Diet Changes: He has met with the nutritionist and has included some

changes in portion sizes and lower fat alternative.

Exercise/Activity Changes: He is now going to the local gym and walking on
A treadmill at a 3 mph pace/ 1% grade for 20 minutes 3 times a week.

Psychosocial Factors: He admits that he was discouraged somewhat by his

diagnosis of diabetes. He now feels he is taking things in stride better.

He denies any signs of depression.

Other Concerns: He continues to struggle with his smoking. He asks today

about use of a nicotine patch.

WT:232 (105 kg), TMP: 99 (37.2C), BP: 135/92, PU:78, RS:12

####  5.07 MF Foot Exam: Protective Sensatin intact bilaterally to 5.07 MF

LAB and XRAY:

   Collection time           Apr 16, 2000@16:10:16

   Test Name                 Result     Units              Range

HEMOGLOBIN A1C                5.6       % A1C            4.4-6.4

ASSESSMENT:

 1) TYPE 2 DIABETES MELLITUS [P]

 2) HYPERTENSION

 3) TOBACCO USE

 4) SCREENING FOR DEPRESSION

PLAN: I encouraged MR. Demo to continue the current plan for treatment. He has

has seen improved blood sugars at home. Will plan to reassess his HgbA1C

prior to his next visit. Will have nursing place a PPD today. He has seen
the dentist since his last visit. I reminder him of the need to see the

optometrist. I also asked him to increase his exercise to 5 days a week

and try to increase his time to 30 minutes each session.

PATIENT EDUCATIN:

  DM-Information:  Good Comprehension

  DM-Exercise:  Good Comprehension

  DM-Nutrition:  Good Comprehension

DM HEALTH FACTORS ADDRESSED TODAY:

     DEPRESSION SCREENING: [NEGATIVE ]

     TOBACCO USE: Currently using tobacco

     TOBACCO CESSATION: Good Comprehension

MEDICATION: Will continue his current meds, but add nicotine patches to

assist with smoking cessation.

RTC: 1 month for diabetes check-up

/es/ MILES RUDD

Senior Staff Physician

Signed: 04/19/2000 20:36

               - Prev Screen  Quit  ?? More actions

          Detailed Display         Incomplete Chart Update    Print

          Edit                     Reassign                   Amend

          Verify/Unverify          On Chart                   Delete

Select Action:Next Screen//

The Action that you can use is defined in the following table.
	Action
	Description

	Detailed Display
	Displays the report type, type, patient, urgency, line count, author, attending physician, transcriptionist, and verifying clerk, in addition to, the admission, discharge, dictation, transcription, signature, and amendment dates, without showing the narrative report text.

	Edit
	Allows authorized users to edit current document online.

	Verify/Unverify
	Allows MIS personal to review, edit, and verify/unverify the current document, This action can only be selected when the site parameters to require MAS verification is set.

	Incomplete Chart Update
	This action drops you into the Incomplete Chart Tracking module of ADT. It allows you to update dictation and signature deficiencies without having to leave the TIU menu.

	Reassign
	Allows authorized users (as defined by the local business rules in ASU) to reassign the current document that has been inappropriately assigned to a given patient or the wrong visit/admission.

	On Chart
	Allows MIS clerks to mark current document as ‘signed on chart.’

	Print
	Allows users to print copies of selected documents.

	Amend
	Allows authorized users to amend current document at the patient’s request, per the Privacy Act/HIPAA guidelines.

	Delete
	Allows authorized users (as defined by the local business rules in ASU) to delete a document at the patient’s request, per the Privacy Act/HIPAA guidelines.


15.3 Retracted Documents

Retracted is a status that occurs when the original document has been deleted or reassigned.

Business rules are set up to identify who can view retracted documents.

If you re-assign a document to a different patient, TIU will retract the original.

If you delete a document, the original will be retracted.

15.3.1 Example

This is an example of retracted document in TIU.

1  10/12/2004 14:09 SURGERY PRE-ANESTHESIA (RETRACTED) ZIPPER,K Visit: 10/12/2004

2  10/05/2004 15:07 MEDICINE-STUDENT NOTE (RETRACTED) ERSTINE,C

15.3.2 TIU Document Header for Retracted Document

DATE OF NOTE: OCT 05, 2004@15:07  ENTRY DATE: OCT 05, 2004@15:07:47

AUTHOR: DERSTINE,CHRISTINA EXP COSIGNER: ZIPPER,KIMBERLY RN URGENCY:  STATUS:RETRACTED

15.4 Amend a Signed Document

The HIM department uses the Amending function when the document is complete and when information approved for amendment has been granted, following the Privacy Act/HIPAA guidelines. For example, a patient requests erroneous information be removed from a note or someone inadvertently pasted something in the note from that person’s clipboard that is irrelevant to this patient.

While viewing the note in TIU, select the “Amend” action. You will be prompted to enter your signature code. The text editor will open for you to make edits. The original note will be retracted and the new note will have a status of Amended.

Example:

DATE OF NOTE: JUL 13, 2004@16:42 ENTRY DATE: OCT 19, 2004@18:13:17

AUTHOR: ZIPPER,KIMBERLY RN EXP COSIGNER:  URGENCY:  STATUS: AMENDED  SUBJECT: test

ztest

/es/ZIPPER,KIMBERLY RN Signed: 07/13/2004 16:42  10/19/2004 18:13 AMENDMENT FILED:

/es/ZIPPER,KIMBERLY

15.5 Interdisciplinary Notes
Interdisciplinary notes consist of individual progress notes. Each individual note is attached to a parent note. Each interdisciplinary note is displayed as a single entity.

Each part of the interdisciplinary note has a single author.

Interdisciplinary notes are not addendums. Each entity of an interdisciplinary note can have a different title—this differentiates them from addendums.

You can add a addendum to an interdisciplinary note.

Interdisciplinary notes can have a template assigned to them, whereas an addendum cannot have the template populate automatically.

15.5.1 Parent/Child Notes

Well Child Care could set up as interdisciplinary notes.

· The initial visit is the parent note.

· Each well child visit is added as a child note.

· They are kept in one folder.

· Visits other than well child are not added to the well child parent note.

15.5.2 Multi-disciplines

Another example, using multi-disciplines:

· CHF clinic notes

· LPN begins note with V/S and initial note.

· Physician added first child note.

· RN sees patient (before the patient goes home) to review medications and writes additional child note.

15.5.3 Disadvantages of Interdisciplinary Notes

The author of the parent note is the author displayed first.

Author of the parent note needs to do the author’s note first so others can be attached.

The set-up is more involved than regular progress notes.

15.5.4 Set Up of Interdisciplinary Notes

Set up ID parent document class and ID child document classes.

Some facilities name all ID notes starting with “ID” so they are easier to find.

Set up business rules: the parent note must have business rules to allow attachments.

15.5.5 Example of Business Rules for ID Parent Document Class

ASU Rule Browser        Oct 20, 2004@10:34:57                 Page: 1 of             1

                       List Business Rules by DOCUMENT DEFINITION              5 Rules

for DOCUMENT CLASS ID PARENT

______________________________________________________________________________________

1  A COMPLETED (DOCUMENT CLASS) ID PARENT may be GIVEN AN ID ATTACHMENT by a

   PALLIATIVE CARE TEAM

2  A COMPLETED (DOCUMENT CLASS) ID PARENT may be GIVEN AN ID ATTACHMENT by a

   CHIEF, MIS

3  An UNCOSIGNED (DOCUMENT CLASS) ID PARENT may be GIVEN AN ID ATTACHMENT by a

   CHIEF, MIS

4  An AMENDED (DOCUMENT CLASS) ID PARENT may be GIVEN AN ID ATTACHMENT by a

   CHIEF, MIS

5  A COMPLETED (DOCUMENT CLASS) ID PARENT may be GIVEN AN ID ATTACHMENT by a

   USER

    + Next Screen   - Prev Screen    ?? More Actions

   Find                  Edit Rule                   Change View

   Add Rule              Delete Rule                 Quit

Select Action: Quit//

15.5.6 Example of Business Rules for ID Team Document Class

ASU Rule Browser        Oct 20, 2004@10:34:57                 Page: 1 of             1

                       List Business Rules by DOCUMENT DEFINITION              8 Rules

for DOCUMENT CLASS ID PARENT

______________________________________________________________________________________

1  A COMPLETED (DOCUMENT CLASS) ID TEAM may BE ATTACHED to an ID note by a

   COMPLETER

2  A UNCOSIGNED (DOCUMENT CLASS) ID TEAM may BE ATTACHED to an ID note by a

   AUTHOR/DICTATOR

3  An COMPLETED (DOCUMENT CLASS) ID TEAM may BE ATTACHED to an ID note by a

   CHIEF, MIS

4  An UNCOSIGNED (DOCUMENT CLASS) ID TEAM may BE ATTACHED to an ID note by a

   CHIEF, MIS

5  A UNSIGNED (DOCUMENT CLASS) ID TEAM may BE ATTACHED to an ID note by a

   CHIEF, MIS

6  An AMENDED (DOCUMENT CLASS) ID TEAM may BE ATTACHED to an ID note by a

   CHIEF, MIS

7  A COMPLETED (DOCUMENT CLASS) ID TEAM may BE ATTACHED to an ID note by a

   AUTHOR/DICTATOR

    + Next Screen   - Prev Screen    ?? More Actions

   Find                  Edit Rule                   Change View

   Add Rule              Delete Rule                 Quit

Select Action: Next Screen//

15.5.7 Set up for ID Notes

· Add note titles to the appropriate document class
· Attach templates to document titles if needed
· Training

15.5.8 Writing Interdisciplinary Notes

For Parent Note, do the following:

· Select New Note

· Select parent title

· Complete template, if available

· Sign note

For Child Note, do the following:

· Open parent note

· Either right-click or select Action

· Select “Add New Entry to Interdisciplinary Note”

· Select child note title

· Complete note and sign

Complete notes appear in the folder:
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Attach Complete Child Note to a Parent Note:

If the child note is completed prior to the parent note, it can be attached at a later time by clicking and dragging it to the parent note. The following information message will display:
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15.5.9 Display of ID Notes

The EHR displays all notes in the Interdisciplinary Note reference in date order, unless one of the child notes is selected. In this case, the EHR displays the child note, then it displays all of the notes in the Interdisciplinary Note reference in date order, repeating the current note.

In all other respects, the format of the display is the same as a regular note.

The display of unsigned notes depends upon the business rules in effect at your site. The rules can allow you to view the unsigned child notes of other providers in the text of an Interdisciplinary Note. This is up to your local authorities.

16.0 Using the TIU Reports Menu
The TIU Reports Menu (TRM) offers a variety of options for you to access patient reports. At the initial RPMS prompt, select EHR ( TIU ( CLN ( TRM.
16.1 Using the Individual Patient Discharge Summary Option

The IDS - Individual Patient Discharge Summary option allows you to view Discharge Summaries associated with patient admissions.
                                TIU Reports Menu

   IDS    Individual Patient Discharge Summary

   MDS    Multiple Patient Discharge Summaries

           -----------------

   LNT    List Notes By Title

   NAP    Show Progress Notes Across Patients

   PNP    Progress Notes Print Options ...

   RPN    Review Progress Notes by Patient

Select TIU Reports Menu Option:

1. Select the option in bold to display the following:
Patient Name:

List Summaries Beginning:


Thru:


Choose One or More Summaries: 

2. The system displays the Discharge Summary information, as shown below.

Browse Document              Oct 27, 2003 14:18:24        Page:    1 of    1

                             Discharge Summary

DEMO,PATIENT     #106733            MALE  DOB: AUG 26, 1974 (29 YRS)

 DICT DATE: OCT 27, 2003             ENTRY DATE: OCT 27, 2003@14:10:38

 DICTATED BY: DEMO, TRANSCRIP        ATTENDING: DEMO, DOCTOR

     URGENCY: routine                    STATUS: COMPLETED

Inpt: 10/27/03-??        admt by DEMO,ADMIT         Dx:

----------------------------------------------------------------------------

PATIENT DISCHARGE SUMMARY INFORMATION

/es/ TRANSCRIP DEMO

Signed: 10/27/2003 14:10

           + Next Screen  - Prev Screen  ?? More Actions

     Find                     Sign/Cosign              Link ...
     Print                    Copy                    (Encounter Edit)

     Edit                     Identify Signers        (Interdiscipl'ry Note)

     Make Addendum            Delete                   Quit

Select Action: Quit//

3. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Find
	This action allows you to search for text in a list of entries/information displayed.

Note: This functionality searches all pages of list/information, but does not include unexpanded entries.

	Print
	This action allows authorized users to print copies of selected documents to a specified device.

	Edit
	This action allows you to edit specified documents online.

	Make Addendum
	This action allows you to add a free-text note to a specific document online

	Sign/Cosign
	This action allows clinicians to enter an electronic signature on unsigned documents or addenda.

	Copy
	This action allows you to copy documents from one patient record to another.

	Identify Signers
	This action allows authorized users to identify additional concurrent signers for a given document.

	Delete
	This action allows you to delete your unsigned documents.

	Link
	This action allows you to link documents to problems, visits, or records in applications. Such associations permit a variety of clinically useful views of the online record.

	(Encounter Edit)
	Access to PCE data entry coding. Not available at IHS sites.

	Interdiscipl’ry Note
	This option permits the user to add a new entry to an interdisciplinary note or to detach a stand-alone note to an interdisciplinary note or to detach an entry from an interdisciplinary note.

Only one note at a time can be selected for this action.

The action taken depends on the note selected. If an interdisciplinary note is selected, the option attempts to add a new entry to it. If a stand-alone document is selected, the option attempts to attach it to an interdisciplinary note, and the user is asked to select the note to attach it to. If an individual entry of an interdisciplinary note is selected, the option attempts to detach it from the interdisciplinary note.

All of these actions are governed by business rules. The two business rule actions specific to ID notes are ATTACH TO ID NOTE and ATTACH ID ENTRY. There is no business rule detach action. Those users who can ATTACH a note TO AN ID NOTE are permitted to detach the note once it is attached.

	Quit
	This action allows you to quit the current menu level.


16.2 Using the Multiple Patient Discharge Summaries Option

The MDS - Multiple Patient’s Discharge Summaries option allows you to review multiple Discharge Summaries based on various criteria, such as Status, Type, and Category.
                                TIU Reports Menu

                                  (UNSPECIFIED HO)

   IDS    Individual Patient Discharge Summary

   MDS    Multiple Patient Discharge Summaries

           -----------------

   LNT    List Notes By Title

   NAP    Show Progress Notes Across Patients

   PNP    Progress Notes Print Options ...

   RPN    Review Progress Notes by Patient

Select TIU Reports Menu Option:

1. Use the option in bold.
2. At the “Select Status:” prompt, type the value associated with those documents you want to review, such as Unsigned, Completed, Amended, Purged, Or Retracted. You can also type “ALL”.

3. At the “Select Search Categories:” prompt, type the name of the category for which you want documents to display, such as Patient, Author, Or Subject.

NOTE: The prompts associated with each option will vary based on the search category you select. For example, when submitting an author search you must enter the author name, but when submitting a visit search, you must select the patient and visit.

4. Type the earliest date for which you want documents to display at the “Start Discharge Date [Time]:” prompt.

5. Type the latest date for which you want documents to display at the “Ending Discharge Date [Time]:” prompt. The system displays all available summaries within the indicated interval, as shown below.

ALL Disch Summaries          Oct 27, 2003 14:35:38        Page:    1 of    1

                by ALL CATEGORIES from 09/27/03 to 10/27/03      2 documents

     Patient                Document                  Ref Date      Status

1    DEMO,P        #106733 Discharge Summary         10/27/03      completed

2    DEMO,P        #106733 Discharge Summary         10/27/03      completed

           + Next Screen  - Prev Screen  ?? More Actions

     Add Document        Detailed Display         Delete Document

     Edit                Browse                  (Interdiscipl'ry Note)

     Make Addendum       Print                    Expand/Collapse Entry

     Link ...            Identify Signers         Quit

     Sign/Cosign         Change View

Select Action: Quit//

6. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the document you select.

	Action
	Description

	Add Document
	This action allows you to add a new document to the patient record.

	Edit
	This action allows you to edit specified documents online.

	Make Addendum
	This action allows you to add a free-text note to a specific document.

	Link
	This action allows you to link documents to problems, visits, or records in applications. Such associations permit a variety of clinically useful views of the online record.

	Sign/Cosign
	This action allows clinician to enter an electronic signature on unsigned documents or addenda.

	Detailed Display
	This action allows you to view all of the details concerning a document’s history, including audit trail and reassignment history, in addition to, the narrative body of the document.

	Browse
	This action allows you scroll through Documents from the Review Screen. In addition to scrolling sequentially through the selected documents and their addenda, you can Search for a particular word or phrase or Print draft copies to a selected device.

	Print
	This action allows authorized users to print copies of selected documents to a specified device.

	Identify Signers
	This action allows authorized users to identify additional concurrent signers for a document.

	Change View
	This action allows you to modify the list of reports by signature status, review screen, or dictation date range without exiting the review screen.

	Delete Document
	This action allows authorized users (as defined by the local business rules in ASU) to delete a document at the patient’s request, per the Privacy Act/HIPAA guidelines.

	Interdiscipl’ry Note
	This option permits the user to add a new entry to an interdisciplinary note or to detach a stand-alone note to an interdisciplinary note or to detach an entry from an interdisciplinary note.

Only one note at a time can be selected for this action.

The action taken depends on the note selected. If an interdisciplinary note is selected, the option attempts to add a new entry to it. If a stand-alone document is selected, the option attempts to attach it to an interdisciplinary note, and the user is asked to select the note to attach it to. If an individual entry of an interdisciplinary note is selected, the option attempts to detach it from the interdisciplinary note.

All of these actions are governed by business rules. The two business rule actions specific to ID notes are ATTACH TO ID NOTE and ATTACH ID ENTRY. There is no business rule detach action. Those users who can ATTACH a note TO AN ID NOTE are permitted to detach the note once it is attached.

	Expand/Collapse
	EXPAND lets you expand notes to list any addenda or interdisciplinary children under the note. If the note is already expanded when the action is taken, the note’s listing is collapsed.

	Quit
	This action allows you to quit the current menu level.


16.3 Using the List Notes by Title Option

The LNT - List Notes by Title option allows you to list documents based on Note Title and interval.
                                TIU Reports Menu

   IDS    Individual Patient Discharge Summary

   MDS    Multiple Patient Discharge Summaries

           -----------------

   LNT    List Notes By Title

   NAP    Show Progress Notes Across Patients

   PNP    Progress Notes Print Options ...

   RPN    Review Progress Notes by Patient

Select TIU Reports Menu Option:

1. Use the option in bold.
2. At the “Please Select Progress Note Titles to Search For:” prompt, type the name of a Title associated with the documents you want to see at the “1)” prompt.

3. Press the Enter key to add a “2)” prompt and type another document Title. Repeat this process to add as many documents as necessary.

4. When you have added all the necessary Titles, press the Enter key at a blank number prompt.

5. Type the earliest date for which you want documents to display at the “Start Reference Date [Time]:” prompt.

6. Type the latest date for which you want documents to display at the “Ending Reference Date [Time]:” prompt. The system displays all documents within the indicated interval, as shown below.

Progress Notes by Title       Oct 27, 2003 14:55:47          Page:  1 of    1

                           from 01/01/90 to 10/27/03              4 documents

     Patient               Document                    Ref Date     Status

1    DEMO, P       #106733 DELETED PROGRESS NOTE       10/03/03     completed

2    DEMO, P       #106733 DELETED PROGRESS NOTE       10/03/03     completed

3    DEMO, L       #106733 DELETED PROGRESS NOTE       10/03/03     completed

4    DEMO ,B       #104616 CRISIS NOTE                 10/14/03     completed

        + Next Screen  - Prev Screen  ?? More Actions
     Add Document              Sign/Cosign               Change View

     Edit                      Detailed Display          Copy

     Make Addendum             Browse                    Interdiscipl'ry Note

     Link ...                  Print                     Quit

Select Action: Quit//                                        

7. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the document you select.

	Action
	Description

	Add Document
	This action allows you to add a new document to the patient record.

	Edit
	This action allows you to edit specified documents online.

	Make Addendum
	This action allows you to add a free-text note to a specific document.

	Link
	This action allows you to link documents to problems, visits, or records in applications. Such associations permit a variety of clinically useful views of the online record.

	Sign/Cosign
	This action allows you to enter an electronic signature on unsigned documents.

	Detailed Display
	This action allows you to view all of the details concerning a document’s history, including audit trail and reassignment history, in addition to, the narrative body of the document.

	Browse
	This action allows you scroll through Documents from the Review Screen. In addition to scrolling sequentially through the selected documents and their addenda, you can Search for a particular word or phrase or Print draft copies to a selected device.

	Print
	This action allows authorized users to print copies of selected documents to a specified device.

	Change View
	This action allows you to modify the list of reports by signature status, review screen, or dictation date range without exiting the review screen.

	Copy
	This action allows authorized users to copy documents one or more documents to other patients and encounters. This is particularly useful when documenting group sessions, etc. This option is limited to users with TIUZCLIN2 key.

	Interdiscipl’ry Note
	This option permits the user to add a new entry to an interdisciplinary note or to detach a stand-alone note to an interdisciplinary note or to detach an entry from an interdisciplinary note.
Only one note at a time can be selected for this action.

The action taken depends on the note selected. If an interdisciplinary note is selected, the option attempts to add a new entry to it. If a stand-alone document is selected, the option attempts to attach it to an interdisciplinary note, and the user is asked to select the note to attach it to. If an individual entry of an interdisciplinary note is selected, the option attempts to detach it from the interdisciplinary note.

All of these actions are governed by business rules. The two business rule actions specific to ID notes are ATTACH TO ID NOTE and ATTACH ID ENTRY. There is no business rule detach action. Those users who can ATTACH a note TO AN ID NOTE are permitted to detach the note once it is attached.

	Quit
	This action allows you to quit the current menu level.


16.4 Using the Show Progress Notes across Patients Option

The NAP - Show Progress Notes across Patients option allows you to review Progress Notes based on various criteria, such as Status, Type, and Category.
                                TIU Reports Menu

                                  (UNSPECIFIED HO)

   IDS    Individual Patient Discharge Summary

   MDS    Multiple Patient Discharge Summaries

           -----------------

   LNT    List Notes By Title

   NAP    Show Progress Notes Across Patients

   PNP    Progress Notes Print Options ...

   RPN    Review Progress Notes by Patient

Select TIU Reports Menu Option:

1. Use the option in bold.
2. At the “Select Status:” prompt, type the value associated with those documents you want to review, such as Unsigned, Completed, Amended, Purged, Or Retracted. You can always type ALL.
3. At the “Select Type:” prompt, type the Document Class name associated with those documents you want to review, such as Advance Directive, Crisis, or Clinical Warning. You can also type ALL.

4. At the “Select Search Categories:” prompt, type the name of the category for which you want documents to display, such as Patient, Author, Or Subject.

NOTE: The prompts associated with each option will vary based on the search category you select. For example, when submitting an author search you must enter the author name, but when submitting a visit search, you must select the patient and visit.

5. Type the earliest date for which you want documents to display at the “Start Reference Date [Time]:” prompt.

6. Type the latest date for which you want documents to display at the “Ending Reference Date [Time]:” prompt. The system displays all notes within the indicated interval, as shown below.

ALL Progress Notes            Oct 27, 2003 15:06:20        Page:    1 of    1

            by AUTHOR (DEMO, AUTHOR) from 01/01/90 to 10/27/0   4 documents

     Patient                Document                   Ref Date     Status

1    DEMO, P        #106733 CRISIS NOTE                10/27/03     completed

2    DEMO, P        #106733 CRISIS NOTE                10/27/03     completed

3    PATIENT, B     #104616 CRISIS NOTE                10/14/03     completed

4    DEMP, L        #106733 DELETED PROGRESS NOTE      10/03/03     completed

        + Next Screen  - Prev Screen  ?? More Actions

     Add Document              Detailed Display         Delete Document

     Edit                      Browse                   Interdiscipl'ry Note

     Make Addendum             Print                    Expand/Collapse Entry

     Link ...                  Identify Signers         Quit

     Sign/Cosign               Change View

Select Action: Quit//     

7. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the document you select.

	Action
	Description

	Add Document
	This action allows you to add a new document to the patient record.

	Edit
	This action allows you to edit specified documents online.

	Make Addendum
	This action allows you to add a free-text note to a specific document.

	Link
	This action allows you to link documents to problems, visits, or records in applications. Such associations permit a variety of clinically useful views of the online record.

	Sign/Cosign
	This action allows clinician to enter an electronic signature on unsigned documents or addenda.

	Detailed Display
	This action allows you to view all of the details concerning a document’s history, including audit trail and reassignment history, in addition to, the narrative body of the document.

	Browse
	This action allows you scroll through Documents from the Review Screen. In addition to scrolling sequentially through the selected documents and their addenda, you can Search for a particular word or phrase or Print draft copies to a selected device.

	Print
	This action allows authorized users to print copies of selected documents to a specified device.

	Identify Signers
	This action allows authorized users to identify additional concurrent signers for a document.

	Change View
	This action allows you to modify the list of reports by signature status, review screen, or dictation date range without exiting the review screen.

	Delete Document
	This action allows authorized users (as defined by the local business rules in ASU) to delete a document at the patient’s request, per the Privacy Act/HIPAA guidelines..

	Interdiscipl’ry Note
	This option permits the user to add a new entry to an interdisciplinary note or to detach a stand-alone note to an interdisciplinary note or to detach an entry from an interdisciplinary note.

Only one note at a time can be selected for this action.

The action taken depends on the note selected. If an interdisciplinary note is selected, the option attempts to add a new entry to it. If a stand-alone document is selected, the option attempts to attach it to an interdisciplinary note, and the user is asked to select the note to attach it to. If an individual entry of an interdisciplinary note is selected, the option attempts to detach it from the interdisciplinary note.

All of these actions are governed by business rules. The two business rule actions specific to ID notes are ATTACH TO ID NOTE and ATTACH ID ENTRY. There is no business rule detach action. Those users who can ATTACH a note TO AN ID NOTE are permitted to detach the note once it is attached.

	Expand/Collapse
	EXPAND lets you expand notes to list any addenda or interdisciplinary children under the note. If the note is already expanded when the action is taken, the note’s listing is collapsed.

	Quit
	This action allows you to quit the current menu level.


16.5 Using the Progress Notes Print Options Menu

The PNP - Progress Notes Print Options Menu offers a variety of ways for you to print progress notes by a variety of options.

                                TIU Reports Menu

                                  (UNSPECIFIED HO)

   IDS    Individual Patient Discharge Summary

   MDS    Multiple Patient Discharge Summaries

           -----------------

   LNT    List Notes By Title

   NAP    Show Progress Notes Across Patients

   PNP    Progress Notes Print Options ...

   RPN    Review Progress Notes by Patient

Select TIU Reports Menu Option:

Use the option in bold to display the following:
Progress Notes Print Options

   PNPA   Author- Print Progress Notes

   PNPL   Location- Print Progress Notes

   PNPT   Patient- Print Progress Notes

   PNPW   Ward- Print Progress Notes

Select Progress Notes Print Options Option:

These options operate in a similar way, where the first prompt is different:

PNPA: Author:

PNPL: Hospital Location

PNPT: Select Patient Name

PNPW: Select Ward Location

The remaining prompts are the same:

Print Notes Beginning: 



Thru:

Do You Want Work Copies or Chart Copies


Device:

NOTE: Work copies include the patient’s phone number (if any) in the footer and are clearly marked, “Not for Medical Record.” Print work copies unless you are going to place the document in the patient file.

16.6 Using the Review Progress Notes by Patient Option

The RPN - Review Progress Notes by Patient option allows you to review Progress Notes based on patient name.

TIU Reports Menu

   IDS    Individual Patient Discharge Summary

   MDS    Multiple Patient Discharge Summaries

           -----------------

   LNT    List Notes By Title

   NAP    Show Progress Notes Across Patients

   PNP    Progress Notes Print Options ...

   RPN    Review Progress Notes by Patient

Select TIU Reports Menu Option:

1. Use the option in bold.
2. Type the appropriate patient name at the “Select Patient Name:” prompt. The system indicates the date range for which documents associated with that patient are available.
3. Type the earliest date for which you want documents to display at the “List Notes Beginning:” prompt.

4. Type the latest date for which you want documents to display at the “Thru:” prompt.
5. Type the number associated with the appropriate documents at the “Choose One or More Notes:” prompt. The system displays the associated notes, as shown below.

Browse Document               Oct 27, 2003 15:56:43       Page:    1 of    1

                                 CRISIS NOTE

DEMO,P       #106733            MALE  DOB: AUG 26, 1974 (29 YRS)

DATE OF NOTE: OCT 27, 2003@13:39     ENTRY DATE: OCT 27, 2003@13:39:27

      AUTHOR: DEMO,DOCTOR          EXP COSIGNER:

     URGENCY:                            STATUS: COMPLETED

Visit: Oct 02, 2003@12:00  EVENT (HISTORICAL) at UNSPECIFIED HO – 

Chart #106733

----------------------------------------------------------------------------
Description of crisis note.

/es/ DEMO TRANSCRIPTIONIST

Signed: 10/27/2003 13:39

         + Next Screen  - Prev Screen  ?? More actions

     Find                   Sign/Cosign               Link ...
     Print                  Copy                      (Encounter Edit)

     Edit                   Identify Signers          Interdiscipl'ry Note

     Make Addendum          Delete                    Quit

Selection Action: Quit//
6. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the document you select.

	Action
	Description

	Find
	This action allows you to search for text in a list of entries/information displayed.

Note: This functionality searches all pages of list/information, but does not include unexpanded entries.

	Print
	This action allows authorized users to print copies of selected documents to a specified device.

	Edit
	This action allows you to edit specified documents online.

	Make Addendum
	This action allows you to add a free-text note to a specific document.

	Sign/Cosign
	This action allows clinician to enter an electronic signature on unsigned documents or addenda.

	Copy
	This action allows authorized users to copy documents one or more documents to other patients and encounters. This is particularly useful when documenting group sessions, etc. This option is limited to users with TIUZCLIN2 key.

	Identify Signers
	This action allows authorized users to identify additional concurrent signers for a document.

	Delete
	This action allows you to delete your unsigned documents.

	Link
	This action allows you to link documents to problems, visits, or records in applications. Such associations permit a variety of clinically useful views of the online record.

	(Encounter Edit)
	Access to PCE data entry coding.  Not used by IHS sites.

	Interdiscipl’ry Note
	This option permits the user to add a new entry to an interdisciplinary note or to detach a stand-alone note to an interdisciplinary note or to detach an entry from an interdisciplinary note.

Only one note at a time can be selected for this action.

The action taken depends on the note selected. If an interdisciplinary note is selected, the option attempts to add a new entry to it. If a stand-alone document is selected, the option attempts to attach it to an interdisciplinary note, and the user is asked to select the note to attach it to. If an individual entry of an interdisciplinary note is selected, the option attempts to detach it from the interdisciplinary note.

All of these actions are governed by business rules. The two business rule actions specific to ID notes are ATTACH TO ID NOTE and ATTACH ID ENTRY. There is no business rule detach action. Those users who can ATTACH a note TO AN ID NOTE are permitted to detach the note once it is attached.

	Quit
	This action allows you to quit the current menu level.


17.0 Using the TIU Menu for Medical Records

Options on the TIU Medical Records Menu apply to two sets of users. The TMM - TIU Maintenance Menu is used by your Clinical Applications Coordinator. It contains options for updating various parameters, for managing the Document Definition hierarchy and for managing User Classes and Business Rules. The rest of the options are used by Medical Records staff when a facility uploads documents from a dictation system. It also contains options to perform certain actions such as retracting documents entered in error, reassigning documents to a different patient or visit, and amending a signed document. 
NOTE: The TMM – TIU Maintenance Menu is discussed in the next section.

You access the TIU Menu for Medical Records by selecting EHR ( TIU ( HIS at the initial RPMS prompt.

Below shows the TIU Medical Records Menu and the following sections describe the options available from this menu.

TIU MEDICAL RECORDS MENU
   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

   VUA    View a User's Alerts

Select TIU Menu for Medical Records Option:
17.1 Using the Individual Patient Document Option

The Individual Patient Document (IPD) option allows Medical Records to review and edit patient documents as necessary.

TIU MEDICAL RECORDS MENU
   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

   VUA    View a User's Alerts

1. Use the option in bold to display the following:
Select Patient Name:

List Documents Beginning: 

Thru: 

Choose One or More Documents: 

2. The system displays the related document information, as shown below.

Browse Document               Oct 28, 2003 12:09:21        Page:    1 of    1

                                 ADVERSE REACTION
DEMO, P        #106733            MALE  DOB: AUG 26, 1974 (29 YRS)

DATE OF NOTE: OCT 27, 2003@13:39     ENTRY DATE: OCT 27, 2003@13:39:27

      AUTHOR: DEMO, AUTHOR           EXP COSIGNER:

     URGENCY:                            STATUS: COMPLETED

Visit: Oct 02, 2003@12:00  EVENT (HISTORICAL) at UNSPECIFIED HO – 

Chart #106733

----------------------------------------------------------------------------

Last FLU SHOT: None Recorded
  Future appt: None found

 Last HGB A1C: - Not Done -
/es/ DEMO, AUTHOR

Signed: 10/27/2003 13:39

        - Prev Screen  Q Quit  ?? More actions

     Detailed Display          Incomplete Chart Update   Print

     Edit                      Reassign                  Amend

     Verify/Unverify           On Chart                  Delete

Select Action: Next Screen//

3. At the “Select Action:” prompt, type the name of the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Detailed Display
	This action allows you to view all of the details concerning a document’s history, including audit trail and reassignment history, in addition to, the narrative body of the document.

	Edit
	This action allows authorized users to edit the current document online.

	Verify/Unverify
	This action allows MIS personnel to review, edit, and verify/unverify the current document.
Note: This action can only be applied to documents when the site parameter to require MAS verification is set.

	Incomplete Chart Update
	This action drops you into the Incomplete Chart Tracking module of ADT. It allows you to update dictation and signature deficiencies without having to leave the TIU menu.

	Reassign
	This action allows authorized users (as defined by your local business rules in ASU) to reassign the current document that has been inappropriately assigned to a given patient or the wrong visit/admission.

	On Chart
	This action allows MIS clerks to mark the document as “Signed on Chart.”

	Print
	This action allows you to print copies of selected documents to a specified device.

	Amend
	This action allows authorized users to amend the current document at the patient’s request, per the Privacy Act/HIPAA guidelines.

	Delete
	This action allows authorized users (as defined by your local business rules in ASU) to delete a document at the patient’s request, per the Privacy Act/HIPAA guidelines.


17.2 Using the List of Active Document Titles Option

The List of Active Document Titles (LAD) option allows you to review all document Titles that are currently available within the system.

TIU MEDICAL RECORDS MENU

   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

Use the option in bold to display the following:
Document Hierarchy            Oct 28, 2003 13:32:49       Page:    1 of    3

               CLINICAL DOCUMENTS HIERARCHY AT UNSPECIFIED HO

Document Title                                             Okay to Dictate

CLINICAL DOCUMENTS CLASS                                    

 ADDENDUM DOCUMENT CLASS                                    No

  ADDENDUM                                                  No

 DISCHARGE SUMMARY CLASS

  DISCHARGE SUMMARIES DOCUMENT CLASS                       YES

   DELETED DISCHARGE SUMMARY

   DISCHARGE SUMMARY                                       YES

 PROGRESS NOTE CLASS

          - Previous Screen  Q Quit  ?? for More Actions

Select Action: Next Screen//

17.3 Using the Multiple Patient Documents Option

The Multiple Patient’s Documents (MPD) option allows the HIM staff to review multiple documents based on various criteria, such as Status, Type, and Category.
TIU MEDICAL RECORDS MENU

   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

1. Use the option in bold to display the following:
Select Status: 


Select Clinical Document Type(s): 

Start Entry Date [Time]:


Ending Entry Date [Time]:

2. The system displays the documents within the indicated interval, as shown below.

ALL Documents                 Oct 28, 2003 13:42:57        Page:    1 of    1

                           from 10/21/03 to 10/28/03              4 documents

     Patient               Document                        Admitted  Disch'd

1    DEMO, P    #106733    DELETED PROGRESS NOTE           10/27/03

2    DEMO, P    #106733    ADVANCE DIRECTIVE               10/27/03

3    DEMO, P    #106733    Adverse React/Allergy           10/27/03

4    DEMO, P    #106733    CRISIS NOTE                     10/27/03

         - Prev Screen  Q Quit  ?? More Actions

     Find                      Send Back                 Print

     Edit                      Reassign                  Amend Document

     Verify/Unverify           On Chart                  Delete Document

     Browse                    Detailed Display          Change View

Select Action: Next Screen//

3. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

Note: The prompts associated with each option indicated below will vary based on the document you select.

	Action
	Description

	Find
	This action allows users to search a list of Documents for a text string (word, phrase, or partial word) from the current position to the end of the list. Upon reaching the end of the last page of the list, the user will be asked whether to continue the search from the beginning of the list through the origin of the search.

Note: This functionality searches all pages of list/information, but does not include unexpanded entries.

	Edit
	This action allows authorized users to edit selected documents online.

	Verify/Unverify
	This action allows MIS personnel to review, edit, and verify/unverify documents. Interdisciplinary entries must be detached before they can be verified/unverified.
Note: This action can only be applied to documents that are specified as requiring MAS verification.

	Browse
	This action allows you to browse through documents from the Review Screen. In addition to scrolling sequentially through the selected documents and their addenda, you can search for a particular word or phrase or print draft copies to a selected device.

	Send Back
	This action allows HIM Technicians or MIS Managers to send a Document back to transcription for editing, provided that it has not yet been signed. The status of the Document is changed to "unreleased" and clinicians and MAS personnel are prevented from viewing it until the modifications have been made, and the Document has been re-released.

Interdisciplinary entries must be detached before they can be sent back.

	Reassign
	This action allows authorized users to reassign Documents that have been inappropriately assigned to a given patient or the wrong admission/visit.  Authorized users can also reassign a signed Original or Addendum, promote an Addendum as an Original, or "swap" the Addendum and the Original.  Interdisciplinary entries must be detached before they can be reassigned.

	On Chart
	This action allows MIS clerks to mark the document as “Signed on Chart.”

NOTE:  This step is NECESSARY when the provider elects to sign the chart copy of the document, rather than entering the provider’s electronic signature online.

	Detailed Display
	This action displays all of the details concerning the selected document's history, including audit trail and reassignment history, in addition to the narrative body of the document.

	Print
	This action allows authorized users to print work or chart copies of a specific document.

	Amend Document
	This action allows authorized user to amend a document at the patient’s request, per Privacy Act/HIPAA guidelines.

	Delete Document
	This action allows authorized users (as defined by your local business rules in ASU) to delete a document at the patient's request, per the Privacy Act/HIPAA guidelines.

	Change View
	This action allows MIS users to modify the list of documents by STATUS, DOCUMENT TYPE, and ENTRY DATE range without exiting the Review Screen.


17.4 Using the Print Documents Menu

The Print Documents Menu (PDM) offers a variety of ways for HIM staff to print batches of patient documents.
TIU MEDICAL RECORDS MENU
   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

   VUA    View a User's Alerts

Use the option in bold to display the following:
                              Print Documents Menu

   PDM1   Discharge Summary Print

   PDM2   Progress Note Print

   PDM3   Clinical Document Print

Select Print Documents Menu Option:

These option allow you to print various documents, as specified in the option description.

These options have the same prompts, as shown below:

Select Patient Name: 

List Summaries Beginning: 


Thru: 

Choose One or More Summaries: 

Do you Want Work Copies or Chart Copies? 



Device: 

NOTE: Work copies include the patient’s phone number (if any) in the footer and are clearly marked “Not for Medical Record.” Print work copies unless you are going to place the document in the patient file. Do not file work copies in the medical record.
17.5 Using the Awaiting Signature Listing Option

The Awaiting Signature Listing (SIG) option pulls a list of charts in the Incomplete Chart system that are waiting for signatures in TIU documents. You can update the Incomplete Chart file here and print out a chart copy of the document.
TIU MEDICAL RECORDS MENU
   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

   VUA    View a User's Alerts

1. Use the option in bold.
2. Type the appropriate provider name at the “Select Provider Name:” prompt.

DOCUMENT STATUS REPORT        Mar 04, 2004 15:23:54      Page: 1 of  1

    Provider   Patient        Dschgd   Deficiency  Status            _

1  DOC,A       12345 TEST     2/16/03  SIGN OP RE  DS-COMPLETED 12/16

2  DIC,A       234 DEMO,P     2/18/03  SIGN NARR   IP-UNSIGNED

    Enter ?? for More Actions

          Enter ?? for more actions

     Edit Incomplete Chart     Print Chart Copy          Reset Listing

Select Action: Next Screen//   

3. The report shows the current pending deficiencies in the Incomplete Chart menu and compares them against the status of the document in TIU. If the document has been signed or dictated, then the corresponding deficiency can be marked as resolved. Instead of jumping back to the ADT Menu in PIMS, you can update the deficiency here by typing “Edit” for “Edit Incomplete Chart.”

4. For this report to work, the corresponding Document Title must be linked with the chart deficiency. Use the ECD – Edit Chart Deficiency option in ADT to make the links. Here is an example:

Select CHART DEFICIENCY NAME:    SIGN NARR SUMMARY

NAME: SIGN NARR SUMMARY//

SYNONYM: NSS//

ACTIVE/INACTIVE: ACTIVE//

GROUPING: SIGNATURE//

TIU DOCUMENT LINK: DISCHARGE SUMMARIES//   

17.6 Using the Search for Selected Documents Options

The Search for Selected Documents (SSD) option allows you to retrieve multiple documents based on various criteria, such as Status, Type, and Category.
TIU MEDICAL RECORDS MENU

   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

1. Use the option in bold to display the following:
Select Status: 

Select Clinical Document Type(s): 

Select Search Categories: 

2. The prompts associated with each option will vary based on the search category you select. For example, when submitting an author search you must enter the author name, but when submitting a visit search, you must select the patient and visit. Complete the prompts as appropriate.

3. Type the earliest date for which you want documents to display at the associated prompt.

4. Type the latest date for which you want documents to display at the associated prompt. The system displays all available summaries within the indicated interval, as shown below.

ALL Documents                Oct 28, 2003 13:42:57        Page:    1 of    1

                          from 10/21/03 to 10/28/03              4 documents

     Patient               Document                       Ref Date Status
1    DEMO, P    #106733    DELETED PROGRESS NOTE          10/27/03 completed
2    DEMO, P    #106733    ADVANCE DIRECTIVE              10/27/03 unsigned
3    DEMO, P    #106733    Adverse React/Allergy          10/27/03 completed
4    DEMO, P    #106733    CRISIS NOTE                    10/27/03 completed
        - Prev Screen  Q Quit  ?? More Actions

     Find                      Send Back                 Print

     Edit                      Reassign                  Amend Document

     Verify/Unverify           On Chart                  Delete Document

     Browse                    Detailed Display          Change View

Select Action: Next Screen//

5. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the document you select.

	Action
	Description

	Find
	This action allows users to search the list of Documents for a text string (word, phrase, or partial word) from current position to the end of the list. Upon reaching the end of the last page of the list, the user will be asked whether to continue the search from the beginning of the list through the origin of the search.

	Edit
	This action allows authorized users to edit documents online.

	Verify/Unverify
	This action allows MIS personnel to review, edit, and verify/unverify documents. Interdisciplinary entries must be detached before they can be verified/unverified.

Note: This action can only be applied to documents that are specified as requiring MAS verification.

	Browse
	This action allows users to browse through Documents from the Review Screen. In addition to scrolling sequentially through the selected documents and their addenda, you can Search for a particular word or phrase or print draft copies to a selected device.

	Send Back
	This action allows HIM Technicians or MIS Managers to send a Document back to transcription for editing, provided that it has not yet been signed. The status of the Document is changed to "unreleased" and clinicians and MAS personnel are prevented from viewing it until the modifications have been made, and the Document has been re-released.

Interdisciplinary entries must be detached before they can be sent back.

	Reassign
	This action allows authorized users to reassign Documents that have been inappropriately assigned to a given patient or the wrong admission/visit. Authorized users can also reassign a signed Original or Addendum, promote an Addendum as an Original, or "swap" the Addendum and the Original.

Interdisciplinary entries must be detached before they can be reassigned.

	On Chart
	This action allows MIS clerks to mark the document as “Signed on Chart.”
NOTE:  This step is NECESSARY when the provider elects to sign the chart copy of the document, rather than entering the provider’s electronic signature online.

	Detailed Display
	This action displays all of the details concerning the selected document's history, including audit trail and reassignment history, in addition to the narrative body of the document.

	Print
	This action allows you to print copies of selected documents to a specified device.

	Amend Document
	This action allows authorized users to amend document, per Privacy Act/HIPAA guidelines.

	Delete Document
	This action allows authorized users (as defined by your local business rules in ASU) to delete a document at the patient's request, per the Privacy Act/HIPAA guidelines.

	Change View
	This action allows MIS users to modify the list of documents by STATUS, DOCUMENT TYPE, and ENTRY DATE range without exiting the review screen.


17.7 Using the Statistical Reports Menu

The Statistical Reports Menu (STR) offers a variety of ways for the HIM staff to access statistical reports.
TIU MEDICAL RECORDS MENU

   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

Use the option in bold to display the following:
Statistical Reports

   AUT    AUTHOR Line Count Statistics

   DTS    Dictation Timeliness Statistics

   SER    SERVICE Line Count Statistics

   TRA    TRANSCRIPTIONIST Line Count Statistics

Select Statistical Reports Option:

17.7.1 Using the Author Line Count Statistics Report

The Author Line Count Statistics (AUT) option allows you to print a report detailing discharge statistics by author and includes reference date, patient, and Transcriptionists information.
Statistical Reports

   AUT    AUTHOR Line Count Statistics

   DTS    Dictation Timeliness Statistics

   SER    SERVICE Line Count Statistics

   TRA    TRANSCRIPTIONIST Line Count Statistics

1. Use the option in bold.
2. Type the earliest date for which you want documents to display at the “Start with Reference Date:” prompt.

3. Type the latest date for which you want documents to display at the “Go to Reference Date:” prompt.

4. Type the name of the appropriate printer at the “Device” prompt.

DISCHARGE SUMMARY Line Count Statistics by AUTHOR

                                                NOV 25,2003  15:40    PAGE 1

         Line

Author   Count   Ref Date     Patient    Disch-Dict   Dict-Transcr  Transcr-Sign  Sign-Cosign

--------------------------------------------------------------------------------------

DEMO,A     1   OCT 27,2003   DEMO,P           0         0          Discharge

           0   OCT 27,2003   DEMO,P           0         0



DISCHARGE SUMMARY Line Count Statistics by AUTHOR

                                               NOV 25,2003  15:40    PAGE 2

         Line

Author   Count   Ref Date     Patient    Disch-Dict   Dict-Transcr  Transcr-Sign   Sign-Cosign

--------------------------------------------------------------------------------------

Discharge                              ---          ---            ---            --- 

SUBTOTAL                                1            0              0              0  

SUBCOUNT                                2            2              2              0  

SUBMEAN                              0.50           ---            ---            --- 



DISCHARGE SUMMARY Line Count Statistics by AUTHOR

                                               NOV 25,2003  15:40    PAGE 3

         Line

Author   Count   Ref Date     Patient    Disch-Dict   Dict-Transcr  Transcr-Sign   Sign-Cosign

--------------------------------------------------------------------------------------

TOTAL                                   1            0              0              0  

COUNT                                   2            2              2              0  

MEAN                                 0.50           ---            ---            --- 

17.7.2 Using the Dictation Timeliness Statistics Report

The Dictation Line Count Statistics (DTS) option allows you to print a report detailing dictation statistics by service and provider.
Statistical Reports

   AUT    AUTHOR Line Count Statistics

   DTS    Dictation Timeliness Statistics

   SER    SERVICE Line Count Statistics

   TRA    TRANSCRIPTIONIST Line Count Statistics

1. Use the option in bold.
2. At the “Select Report:” prompt, enter the number associated with the display order you want to use. The following table describes the differences between the options.

	Option
	Description

	Discharge Summary Dictations
	This option sorts discharge dictations by service, and provider. This includes the number of discharge dictations that are complete, as well as those that were late or on time. Additionally, the report includes grand totals for all services and indicates the percentages of dictations that were late or on time.

	Operative Report Dictations
	This option sorts operative dictations by service and provider. This includes the number of operative dictations that are complete, as well as those that were late or on time. Additionally, the report includes grand totals for all services and indicates the percentages of dictations that were late or on time.


3. Type the earliest date for which you want documents to display at the associated prompt.

4. Type the latest date for which you want documents to display at the associated prompt.

5. Type the name of the appropriate printer at the “Device” prompt.

17.7.3 Using the Service Line Count Statistics Report

The Service Line Count Statistics (SER) option allows you to print a report detailing discharge statistics by service and includes reference date, patient, and Transcriptionists information.
Statistical Reports

   AUT    AUTHOR Line Count Statistics

   DTS    Dictation Timeliness Statistics

   SER    SERVICE Line Count Statistics

   TRA    TRANSCRIPTIONIST Line Count Statistics

1. Use the option in bold.
2. Type the earliest date for which you want documents to display at the “Start with Reference Date:” prompt.

3. Type the latest date for which you want documents to display at the “Go to Reference Date:” prompt.

4. Type the name of the appropriate printer at the “Device” prompt.

17.7.4 Using the Transcriptionists Line Count Statistics Report

The Transcriptionists Line Count Statistics (TRA) option allows you to print a report detailing discharge statistics by Transcriptions and includes reference date and patient information.
Statistical Reports

   AUT    AUTHOR Line Count Statistics

   DTS    Dictation Timeliness Statistics

   SER    SERVICE Line Count Statistics

   TRA    TRANSCRIPTIONIST Line Count Statistics

1. Use the option in bold.
2. Type the earliest date for which you want documents to display at the “Start with Reference Date:” prompt.

3. Type the latest date for which you want documents to display at the “Go to Reference Date:” prompt.

4. Type the name of the appropriate printer at the “Device” prompt.

17.8 Using the TIU Upload Menu

This menu allows you to manually upload a batch of dictated documents, review the status of the background job that automatically uploads documents, review the heading setup for document classes or titles designed for uploading.
TIU MEDICAL RECORDS MENU

   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

Use the option in bold to display the following:
TIU Upload Menu

   UPL1   Upload Documents

   UPL2   Help for Upload Utility

   UPL3   Display Upload Status

   UPL4   Reset Upload to Restart

Select TIU Upload Menu Option:

The options on the TIU Upload Menu are covered in the “TIU Upload Menu” section.

17.9 Using the View a User’s Alerts Option

The View a User’s Alert (VUA) option allows you to review current alerts associated with a specific individual. You can use this option to view the backlog of unsigned documents.
TIU MEDICAL RECORDS MENU
   IPD    Individual Patient Document

   LAD    List of Active Document Titles

   MPD    Multiple Patient Documents

   PDM    Print Documents Menu ...

   SIG    Awaiting Signature Listing

   SSD    Search for Selected Documents

   STR    Statistical Reports ...

   TMM    TIU Maintenance Menu ...

   UPL    TIU Upload Menu ...

   VUA    View a User's Alerts

1. Use the option in bold.
2. Type the appropriate user name at the “Select New Person:” prompt. The system displays the current alerts associated with the designated user, as shown below.

3 alerts found for DEMO,USER:

1   DEMO,P (106733): UNSIGNED Adverse React/Allergy available for SIGNATURE.

2   DEMO,P (106733): UNSIGNED ADVANCE DIRECTIVE available for SIGNATURE.

3   DEMO,P (106733): UNSIGNED DELETED PROGRESS NOTE available for SIGNATURE.

Press RETURN to continue:       

18.0 Using the TIU Maintenance Menu
This section describes the TIU Maintenance Menu option on the TIU Menu for Medical Records.

The TIU Maintenance Menu (TMM) offers a variety of ways for you to access and manage document definitions, user classes, business rules, and system parameters. Access to this menu is restricted to the Clinical Applications Coordinator and site manager.

1. Type TMM at the “Select TIU Menu for Medical Records Option:” prompt to access the TIU Maintenance Menu options, as shown below.

TIU Maintenance Menu

   DDM    Document Definitions (Manager) ...

   TAT    TIU Alert Tools

   TPM    TIU Parameters Menu ...

   TTM    TIU Template Mgmt Functions ...

   UCM    User Class Management Menu ...

Select TIU Maintenance Menu Option:                            

18.1 Using the Document Definitions Manager Option

The Document Definitions (Manager) option offers a variety of ways for you to access and manage your Document Definition Hierarchy. It contains options not found on the DDC – Document Definitions (Clinicians) Menu, such as the ability to create new Document Classes and Titles.

This menu is for CACs and IT Department. It lets them create new entries, delete appropriate entries, copy entries, and edit entries, including Technical M fields and Upload fields.

TIU uses a document storage database called the Document Definition hierarchy. This hierarchy provides the building blocks for Text Integration Utilities (TIU). It allows documents (Titles) to inherit characteristics of the higher levels, Class and Document Class, such as signature requirements and print characteristics. This structure, while complex to set up, creates the capability for better integration, shared use of boilerplate text, components, and objects, and a more manageable organization of documents. End users (clinical, administrative, and MIS staff) need not be aware of the hierarchy. They work at the Title level with the actual documents.

Plan the Document Definition Hierarchy your site or service will use before implementing TIU. This step is critical to the organization of existing and future documents in each site’s implementation of TIU. Sit down with hospital staff from relevant services or departments to create a paper list of these document classes before you enter them with this option.
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Exported Classes

The top of the Document Definition Hierarchy is CLINICAL DOCUMENTS. All other Classes and Document Classes must be defined under it. The two main Classes are PROGRESS NOTES and DISCHARGE SUMMARIES. They correspond to the two tabs on the EHR GUI screen (Notes and Discharge Summary). As such, all Document Classes and Titles you will create need to be defined under these two Classes. An additional Class called ADDENDUM is also exported with TIU. It is a specialized Class and must NOT be modified at the site. Other applications might define Classes at the second level.

Exported Document Classes 
Basic CWAD Titles have already been established under individual Document Classes in order for the CWAD alert system to work. CWAD stands for four specialized document classes: C = Crisis Notes, W = Clinical Warnings, A = Allergies/Adverse Reactions, and D = Advance Directives. You can add new CWAD titles as long as you define them under the appropriate CWAD Document Class. All of these Document Classes are stored under the Progress Notes Class. If a patient has any of these documents on file, the corresponding letter will display every time the patient is selected.

1. Type DDM at the “Select TIU Maintenance Menu Option:” prompt to access the Document Definitions Manager options, as shown below.

                        Document Definitions (Manager)

   DDM1   Edit Document Definitions

   DDM2   Sort Document Definitions

   DDM3   Create Document Definitions

   DDM4   Create Objects

   DDM5   List Object Descriptions

   DDM6   Create TIU/Health Summary Objects

Select Document Definitions (Manager) Option:

18.1.1 Using the Edit Document Definitions Option

The Edit Document Definitions (DDM1) option allows you to view and edit existing document definitions. Follow these steps to access the DDM1 option:

1. Type DDM1 at the “Select Document Definitions (Manager) Option:” prompt to display the Edit Document Definitions options, as shown below.

Edit Document Definitions     Oct 28, 2003 15:07:59       Page:    1 of    1

                                    BASICS

       Name                                                             Type

1      CLINICAL DOCUMENTS                                               CL

2       +DISCHARGE SUMMARY                                              CL

3       +PROGRESS NOTE                                                  CL

4       +ADDENDUM                                                       DC

5        CLINICAL PROCEDURES                                            CL

          ?Help   >ScrollRight  PS/PL PrintScrn/List  +/-

  Expand/Collapse         Detailed Display/Edit      Items: Seq Mnem MenuTxt

  Jump to Document Def    Status                     Delete

  Boilerplate Text        Name/Owner/PrintName       Copy/Move

Select Action: Quit//

2. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Expand/Collapse
	This action allows you to expand or collapse entry hierarchy. Entries preceded by + have items and can be expanded. 

	Jump to Document Def
	This action allows you to select any document definition in the Clinical Document Hierarchy, and action expands the display to include the selected entry.
You cannot jump to orphan documents or objects because they do not belong to the hierarchy. Additionally, you cannot jump to Shared Components because they might occur more than once in the hierarchy.

This is a quick way to get several layers deep into the hierarchy in one step.

	Boilerplate Text
	This action applies to Titles and Components only. It displays boilerplate text of the entry. If the entry is a Title, it also displays boilerplate text of any Components. It permits the user to edit boilerplate text. Managers (persons with access to the Manager menu) need not own the entry in order to edit its boilerplate text.

	Detailed Display/Edit
	Detailed Display differs from ITEMS in the following way: Detailed Display looks at the entry as a FILE entry and permits edit of all aspects of the entry, including Items. Items, in contrast, looks at the entry ONLY as a Item under its parent and permits edit of Item characteristics ONLY.

This action displays the selected entry. It permits edit if appropriate. Edit is limited if the entry is National. Shared components can be viewed via the Edit Document Definitions Option but can be edited only via the Sort Option.

Managers (persons with access to the Manager menu) need not own the entry in order to edit it. Edit includes Basics, Items, Boilerplate Text, Technical Fields, and Upload Fields.

	Status
	This action allows you to select Status Inactive, Test, or Active; then the user selects an entry. (If selected Status is Active, the user can select multiple entries.)
For entries that are Type Classes or Document Classes, the entry status changes to the status that you indicate in the first prompt. If the selected Status is Inactive, descendants are also Inactivated.

If entry is of Type Title, entry Status is changed to the selected Status, and Component Statuses are automatically changed to the same Status. Exception: Shared Components do have a Status and are not changed.

If Status is Inactive or Test, the user can select another entry when finished.

For Option Sort Document Definitions, the user can select multiple entries for ANY Status. The display is recreated from scratch rather than update, making it a bit slower.

Action Status does not function for entries of Type Object. Instead, the user is asked to edit Status of Objects by using Action Basics under Detailed Display for the Object because Detailed Display shows Titles with the object embedded.

	Name/Owner/Print Name
	This action allows you to edit the Name, Owner, or Print Name, and then select multiple entries to be edited.

	Items: Seq Mnem MenuTxt
	ITEMS actions differ from top screen actions such as Delete in that Items looks at items solely as items under the parent, NOT as file entries in their own right.

Action displays item information (Sequence, Mnemonic, Menu Text) for items of selected entry. Users can add/edit/delete appropriate items.

You can only edit Inactive Titles or Components. An entry must have an Owner before its items can be edited. The user can view items of National entries, but only take limited actions on them. Items of Shared Components can be edited only via the Sort Option.

Managers (persons with Manager menu access) can edit items whether or not they own the parent entry.

	Delete
	This action allows you to delete an entry in the TIU Document Definition file 8925.1. Entry will first be deleted as an item wherever it is used as an item. Entries In Use by documents cannot be deleted. An entry must have Status Inactive before it can be deleted to ensure that it is not used during the delete process. Only the owner can delete an entry. National entries and Shared Components cannot be deleted.

If the entry is pointed to by an entry in another file (for example, if an entry has a Business Rule that references it), it is the user’s responsibility to delete the entry that points to it (for example, the Business Rule) before deleting the entry.
OBJECT DELETE

Objects can be deleted only from the Detailed Display of the object. Action deletes the object from the file. Objects can be deleted only by the owner and only after being inactivated. Objects cannot be deleted if they are embedded in boilerplate text of any entries.

	Copy/Move
	Copy/Move is a very powerful action and should be used with great care. It is accessible only through the Document Definitions (Manager) menu. Like other actions on the Manager menu, it disregards ownership. Users are expected to move only titles or documents for which they are responsible.


Under the action Copy/Move, users can choose MR to MOVE TITLE, MD to MOVE DOCUMENTS, or U to UPDATE DOCUMENTS.

	Option
	Meaning

	MT
	A Title can be moved to a different Document Class, for example, when hospital services are reorganized. Documents defined by the  title are then updated with the new PARENT DOCUMENT TYPE (field # .04).

	MD
	ALL documents defined by a given title can be moved to another  title, for example, when a little-used title is eliminated in favor of  a broader title.

	C
	Titles, components, and objects can be copied, for example, when jump-starting a new Document Definition by copying and then editing the copy. Title and component copies can be placed under the same parent as the original, placed under a new parent, or left as orphans.

	U
	Documents defined by a particular title are updated with the correct PARENT DOCUMENT TYPE (field # .04).

	
	When Moving or Copying a title, users must be aware that changing positions in the hierarchy gives an entry NEW INHERTIED behavior. Accordingly, some moves might not be appropriate. It is the user’s responsibility to determine whether or not a given action is appropriate.

For more details on how Copy/Move works, see Appendix A in this manual.


18.1.2 Using the Sort Document Definitions Option

The Sort Document Definitions (DDM2) option allows you to sort documents by various definition criteria. This functionality then allows you to view and edit those document definitions.
Document Definitions (Manager)

   DDM1   Edit Document Definitions

   DDM2   Sort Document Definitions

   DDM3   Create Document Definitions

   DDM4   Create Objects

   DDM5   List Object Descriptions

   DDM6   Create TIU/Health Summary Objects

1. Use the option in bold.
2. Type the letter associated with the sort option you want at the “Select Attribute: (T/O/S/U/P/A):” prompt. Available options include: T = type, S = Status, U = In Use, P = Parentage, A = All document definitions.

NOTE: The prompts associated with each sort option will vary based on the item you select.

3. Complete the prompts as appropriate.

4. At the “Start with Document Definition:” prompt, enter the name of the document you want to begin with, or type FIRST to include all documents.

5. At the “Go to Document Definition:” prompt, enter the name of the document you want to end with, or type LAST to include all documents. The system displays all documents within the parameters you indicated, as shown below.

ALL Document Definitions      Dec 04, 2003 14:00:33          Page:    1 of  9

                        ALL Entries,  from CRIS to LAST

       Name                                                              Type

1      CRISIS NOTE                                                         TL

2      CRISIS NOTE                                                         DC

3      CURRENT ADDRESS                                                      O

4      CURRENT ADMISSION                                                    O

5      CURRENT DIET                                                         O

          ?Help   >ScrollRight  PS/PL PrintScrn/List  +/-

     Find                     Boilerplate Text        Name/Owner/PrintName...

     Change View...           Detailed Display/Edit   Delete

     Create                   Status...               Copy

Select Action: Next Screen//

6. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Find
	This action allows you to search for text in a list of entries/information displayed. It searches all pages in the list/information, but cannot ‘see’ the expansion of unexpanded entries in the Edit Document Definitions Option.

	Change View
	This action changes what Document Definitions appear on the list. If you are not in the Create Objects Option and want to see only Objects, change Attribute to Type and then select Type Object.

	Create
	This action allows you to create either Objects or non-object Document Definitions in TIU Document Definition file 8925.1. An object must have an uppercase name that differs from all object names, abbreviations, and print names.
After is it created, a non-object entry must be explicitly added as an Item to the parent in the hierarchy before is can be used. File 8925.1 cannot have two entries of the same type with the same name.

	Boilerplate Text
	This action applies to Titles and Components only. It displays the boilerplate text of the entry. If the entry is a Title, it also displays boilerplate text of any Components. It permits the user to edit boilerplate text. Managers (persons with access to the Manager menu) need not own the entry in order to edit its boilerplate text.

	Detailed Display/Edit
	Detailed Display differs from ITEMS in the following way: Detailed Display looks at the entry as a FILE entry and permits edit of all aspects of the entry, including Items. Items, in contract, looks at the entry ONLY as a Item under its parent and permits edit of Item characteristics ONLY.

This action displays the selected entry. It permits edit if appropriate. Edit is limited if the entry is National. Shared components can be viewed via the Edit Document Definitions Option but can be edited only via the Sort Option.

Managers (persons with access to the Manager menu) need not own the entry in order to edit it. Edit includes Basics, Items, Boilerplate Text, Technical Fields, and Upload Fields.

	Status
	This action applies for the options Edit, Sort, Create, Document Definitions.

This action has the user to select Status Inactive, Test, or Active; then the user selects an entry. (If selected Status is Active, the user can select multiple entries.)

For entries that are Type Classes or Document Classes, the entry status changes to the status that you indicate in the first prompt. If the selected Status is Inactive, descendants are also Inactivated.
For entries that are Type Titles, the entry status changes to the status that you indicate in the first prompt, and the Components Statuses are automatically changed to the same Status. Exception: Shared Components do not have a Status and are not changed.
If the Status is Inactive or Test, the user can select another entry when finished.

For Option Sort Document Definitions, the user can select multiple entries for ANY Status. The display is recreated from scratch rather than update, making it a bit slower.

Action Status does not function for entries of Type Object. Instead, the user is asked to edit Status of Objects by using Action Basics under Detailed Display for the Object because Detailed Display shows Titles with the object embedded.

	Name/Owner/Print Name
	This action allows you to modify the Name, Owner, and Print Name, and then selects multiple entries to be edited.

	Delete
	This action allows you to delete an entry in the TIU Document Definition file 8925.1. You cannot delete entries that are currently in use by documents. An entry must have Status Inactive before it can be deleted to ensure that it is not used during the deleted process. Only the owner of an entry can delete it. National Entries or Shared Components cannot be deleted.
If the entry is pointed to by an entry in another file (for example, if an entry has a Business Rule that references it), it is the user’s responsibility to delete the entry that points to it (for example, the Business Rule) before deleting the entry.

OBJECT DELETE

Objects can be deleted only from the Detailed Display of the object. Action deletes the object from the file. Objects can be deleted only by the owner and only after being inactivated. Objects cannot be deleted if they are embedded in boilerplate text of any entries.

	Copy/Move
	Copy/Move is a very powerful action and should be used with great care. It is accessible only through the Document Definitions (Manager) menu. Like other actions on the Manager menu, it disregards ownership. Users are expected to move only titles or documents for which they are responsible.


Under the action Copy/Move, users can choose: MT to MOVE TITLE, MD to MOVE DOCUMENTS, C to COPY, or U to UPDATE DOCUMENTS.
	Option
	Meaning

	MD
	ALL documents defined by a given title can be moved to another  title, for example, when a little-used title is eliminated in favor of  a broader title.

	C
	Titles, components, and objects can be copied, for example, when jump-starting a new Document Definition by copying and then editing the copy. Title and component copies can be placed under the same parent as the original, placed under a new parent, or left as orphans.

	U
	Documents defined by a particular title are updated with the correct PARENT DOCUMENT TYPE (field # .04).

	
	When Moving or Copying a title, users must be aware that changing positions in the hierarchy gives an entry NEW INHERTIED behavior. Accordingly, some moves might not be appropriate. It is the user’s responsibility to determine whether or not a given action is appropriate.

For more details on how Copy/Move works, see Appendix A in this manual.


18.1.3 Using the Create Document Definitions Option

The Create Document Definitions (DDM3) option allows you to create new document definitions. This is the only place where you can create NEW Classes, Document Classes and Titles.

NOTE: Create Document Definitions does not allow the creation of Objects: Use Create Objects to create objects.

Document Definitions (Manager)

   DDM1   Edit Document Definitions

   DDM2   Sort Document Definitions

   DDM3   Create Document Definitions

   DDM4   Create Objects

   DDM5   List Object Descriptions

   DDM6   Create TIU/Health Summary Objects

1. Use the option in bold to display the following:

Create Document Definitions   Nov 03, 2003 09:23:15          Page:  1 of    1

                                    BASICS

       Name                                                             Type

1      CLINICAL DOCUMENTS                                                CL

2        DISCHARGE SUMMARY                                               CL

3        PROGRESS NOTE                                                   CL

4        ADDENDUM                                                        DC

5        CLINICAL PROCEDURES                                             CL

          New You, Please Enter ‘?NEW’ for Help

     Class/DocumentClass       Next Level               Detailed Display/Edit

     (Title)                   Restart                  Status...

     (Component)               Boilerplate Text         Delete

Select Action: Next Level//.

2. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

Important: You cannot select actions when they are enclosed in parentheses.

	Action
	Description

	Class/Document Class
	This action allows you to create a new class or document class and place it under the bolded entry. You can only select this option when the bolded entry is Type Class.

	(Title)
	This action allows you to create a new Title and place it under the bolded entry. You can only select this option when the bolded entry is Type Document Class.

	(Component)
	This action allows you to create a new Component and place it under the bolded entry. You can only select this option when the bolded entry is Type Title. Additionally, the Title must be Inactive before you can create Components under it.

Note: You can create Subcomponents by selecting Detailed Display for the parent Component and using the Items option.

	Next Level
	This action allows you to navigate down the document hierarchy by selecting an item under the highlighted entry. The selected item becomes the current position, as indicated in bold.

Note: Next Level differs from Expand/Collapse. Although both actions do expand the selected entry, Next Level also changes your current position in the hierarchy and limits future expansion of items of that entry. 

	Restart
	This action allows you to return to the original display, with Clinical Documents bolded as the current position in the hierarchy.

	Boilerplate Text
	This action applies to Titles and Components only. It displays boilerplate text of entry. If the entry is a Title, it also displays boilerplate text of any Components. It permits user to edit boilerplate text. Managers (persons with access to the Manager menu) need not own the entry in order to edit its boilerplate text.

	Detailed Display/Edit
	Detailed Display differs from ITEMS in the following way: Detailed Display looks at the entry as a FILE entry and permits edit of all aspects of the entry, including Items. Items, in contrast, looks at the entry ONLY as a Item under its parent and permits edit of Item characteristics ONLY.

This action displays the selected entry. It permits edit if appropriate. Edit is limited if the entry is National. Shared components can be viewed via the Edit Document Definitions Option but can be edited only via the Sort Option.

Managers (persons with access to the Manager menu) need not own the entry in order to edit it. Edit includes Basics, Items, Boilerplate Text, Technical Fields, and Upload Fields.

	Status
	This action allows you to modify the status of an entry. When using the Edit, Sort, or Create Document options, the system first prompts you to select the status as Inactive, Test, or Active and then prompts you to select a specific entry.

For entries that are Type Classes or Document Classes, the entry status changes to the status that you indicate in the first prompt. When you select an Inactive status, the descendents of the parent document are also set to inactive.

For entries that are Type Titles or Components, the entry status changes to the status that you indicate in the first prompt. Exception: Shared Components do not have a status and remain unchanged.

If the selected Status is Inactive or Test, you can select another entry when finished.

For Option Sort Document Definitions, the user can select multiple entries for ANY Status. The display is recreated from scratch rather than update, making it a bit slower.

Action Status does not function for entries of Type Object. Instead, the user is asked to edit Status of Objects by using Action Basics under Detailed Display for the Object because Detailed Display shows Titles with the object embedded.

	Delete
	This action allows you to delete entries in the TIU Document Definition file 8925.1. Entry will first be deleted as an item wherever it is used as an item. Entries In Use by documents cannot be deleted. An entry must have Status Inactive before it can be deleted to ensure that it is not used during the delete process. Only the owner can delete an entry. National entries and Shared Components cannot be deleted.

If the entry is pointed to by an entry in another file (for example, if an entry has a Business Rule that references it), it is the user’s responsibility to delete the entry that points to it (for example, the Business Rule) before deleting the entry.

OBJECT DELETE

Objects can be deleted only from the Detailed Display of the object. Action deletes the object from the file. Objects can be deleted only by the owner and only after being inactivated. Objects cannot be deleted if they are embedded in boilerplate text of any entries.


18.1.4 Using the Create Objects Option

The Create Objects (DDM4) option allows you to create and modify objects associated with document definitions. Objects are defined names associated with M code to add patient and visit data to your note, on-the-fly, either when first creating a document or in EHR GUI by dragging the object into your note.
Document Definitions (Manager)

   DDM1   Edit Document Definitions

   DDM2   Sort Document Definitions

   DDM3   Create Document Definitions

   DDM4   Create Objects

   DDM5   List Object Descriptions

   DDM6   Create TIU/Health Summary Objects

1. Use the option in bold..

2. At the “Start Display with Object:” prompt, enter the name of the document you want to begin with, or type FIRST to include all documents.

3. At the “Go to Document Definition:” prompt, enter the name of the document you want to end with, or type LAST to include all documents. The Create Objects options displays, as shown below.

Objects                       Nov 03, 2003 11:29:16          Page:  1 of    8

                                   Objects

                                                                  Status    _

1      ACTIVE MEDICATIONS                                            A

2      ACTIVE MEDS COMBINED                                          A

3      ACTIVE PROBLEMS                                               A

4      ALLERGIES/ADR                                                 A

5      BMI                                                           A

6      BMI WITH CAPTION                                              A

7      COMMUNITY                                                     A

8      CURRENT ADDRESS                                               A

9      CURRENT ADMISSION                                             A

10     CURRENT DIET                                                  A

11     DATE LAST NOTE (SAMPLE)                                       I

12     DETAILED ACTIVE MEDS                                          A

          ?Help   >ScrollRight  PS/PL PrintScrn/List  +/-

     Find                      Detailed Display/Edit     Copy/Move

     Change View               Try                       Quit

     Create                    Owner

Select Action: Next Screen//        

4. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

Note: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Find
	This action finds text in list of entries/information displayed. Action searches all pages of list/information, but cannot 'see' the expansion for unexpanded entries in the Edit Document Definitions Option. This can be a quick way to get to the right page.

	Change View
	This action changes what Document Definitions appear in the list.

	Create
	This action allows you to create either objects or non-object document definitions in TIU Document Definition file 8625.1.
Note: Object entries must have an uppercase name, which differs from all other object names, abbreviations, and print names.

After it is created, a non-object entry must be explicitly added as an item to a parent in the hierarchy before you can use it. File 8925.1 cannot have two entries of the same type with the same name.

	Detailed Display/Edit
	Detailed Display differs from ITEMS in the following way: Detailed Display looks at the entry as a FILE entry and permits edit of all aspects of the entry, including Items. Items, in contract, looks at the entry ONLY as a Item under its parent and permits edit of Item characteristics ONLY.

This action displays the selected entry. It permits edit if appropriate. Edit is limited if the entry is National. Shared components can be viewed via the Edit Document Definitions Option but can be edited only via the Sort Option.

Managers (persons with access to the Manager menu) need not own the entry in order to edit it. Edit includes Basics, Items, Boilerplate Text, Technical Fields, and Upload Fields.

	Try
	This action examines selected entry for basic problems.

For objects, TRY checks object Name, Abbreviation, and Print Name to make sure they are not ambiguous. That is, it makes sure the utility can decide which object to invoke when given the Name, Abbreviation, or Print Name and that it does not get the wrong object. TRY checks that the object has an Object Method, but does NOT check that the Object Method functions correctly.
See Appendix B for more information on the TRY function.

	Owner
	This action allows you to select multiple entries and edit Owner, Personal, and/or Class. To change from Personal to Class Owner or vice versa, you must delete the unwanted entry and the system will prompt you for the other.

	Quit
	This action allows you to quit the current menu level.

	Copy/Move
	Copy/Move is a very powerful action and should be used with great care. It is accessible only through the Document Definitions (Manager) menu. Like other actions on the Manager menu, it disregards ownership. Users are expected to move only titles or documents for which they are responsible.


Under the action Copy/Move, users can choose: MT to MOVE TITLE, MD to MOVE DOCUMENTS, C to COPY, or U to UPDATE DOCUMENTS.
	Option
	Meaning

	MD
	ALL documents defined by a given title can be moved to another  title, for example, when a little-used title is eliminated in favor of  a broader title.

	C
	Titles, components, and objects can be copied, for example, when jump-starting a new Document Definition by copying and then editing the copy. Title and component copies can be placed under the same parent as the original, placed under a new parent, or left as orphans.

	U
	Documents defined by a particular title are updated with the correct PARENT DOCUMENT TYPE (field # .04).

	
	When Moving or Copying a title, users must be aware that changing positions in the hierarchy gives an entry NEW INHERTIED behavior. Accordingly, some moves might not be appropriate. It is the user’s responsibility to determine whether or not a given action is appropriate.

For more details on how Copy/Move works, see Appendix A in this manual.


18.1.5 Using the List Object Descriptions Option

The List Object Descriptions (DDM5) option allows you to review descriptions of the nationally distributed objects. Each description includes the Object Method (M code) as well as a description as to how the object is to be used and the format of the resulting answer.
Document Definitions (Manager)

   DDM1   Edit Document Definitions

   DDM2   Sort Document Definitions

   DDM3   Create Document Definitions

   DDM4   Create Objects

   DDM5   List Object Descriptions

   DDM6   Create TIU/Health Summary Objects

1. Use the option in bold to display the following:.

Object Descriptions           Nov 03, 2003 12:11:35        Page:    1 of   42

     Object Name                      Status     Owner                     __

  1  ACTIVE MEDICATIONS               ACTIVE     CLINICAL COORDINATOR

     Method:  S X=$$LIST^TIULMED(DFN,"^TMP(""TIUMED"",$J)",1)

     Returns list of patient's active medications, sorted alphabetically.

  2  ACTIVE MEDS COMBINED             ACTIVE     CLINICAL COORDINATOR

     Method:  S X=$$LIST^TIULMED(DFN,"^TMP(""TIUMED"",$J)",1,0,0,1)

     Returns list of active medications for a patient, sorted alphabetically,

     one line per medication.

  3  ACTIVE PROBLEMS                  ACTIVE     CLINICAL COORDINATOR

     Method:  S X=$$PROBLEM^BTIUPCC1(+$G(DFN),"A","^TMP(""BTIULO"",$J)")

     Lists a patient's active problems as of the date the note was made.

     Includes the caption "Active Problems: " so you do not need to add a

     separate caption to the boilerplate or template.  

          Enter ?? for more actions

Select Action: Next Screen//

18.1.6 Using the Create TIU Health Summary Objects Option

The Create TIU Health Summary Objects Option (DDM6) option allows you to create new TIU Health Summaries Objects.
Document Definitions (Manager)

   DDM1   Edit Document Definitions

   DDM2   Sort Document Definitions

   DDM3   Create Document Definitions

   DDM4   Create Objects

   DDM5   List Object Descriptions

   DDM6   Create TIU/Health Summary Objects

1. Use the option in bold to display the Create TIU Health Summary options, as shown below.

TIU Health Summary Object     Nov 03, 2003 12:15:36          Page:    0 of  0

     TIU Object Name                   Health Summary Type

1    TIU TPBN FUTURE APPTS             TIU TPBN FUTURE APPTS   

          Enter ?? for more actions

   Create New TIU Object                   Find

   Detailed Display/Edit TIU Object        Detailed Display/Edit HS Object

   Quit

Select Action: Quit//

2. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Create New TIU Object
	This action creates a new TIU Health Summary Object in the TIU Document Definition file and establishes a pointer to the HS Object.

	Detailed Display/Edit TIU Object
	This action allows you to view and make adjustments to a TIU Health Summary Object.

	Quit
	This action allows the user to quit the current menu level.

	Find
	This action allows you to quickly locate a TIU Health Summary Object. If there are more than 14 TIU HS Object names in the TIU Document Definition file, then you can use this action to quickly locate the name you want to examine or modify.

	Detailed Display/Edit HS Object
	This action provides a detailed display of the contents of the Health Summary Object file for this TIU HS Object.


18.2 Using the TIU Alert Tools Option

The TIU Alert Tools are designed to assist CACs and other authorized users with TIU management responsibilities, to help control the backlog of unsigned notes. It accomplishes this by providing flexible control over alert generation.
TIU Maintenance Menu

   DDM    Document Definitions (Manager) ...

   TAT    TIU Alert Tools

   TPM    TIU Parameters Menu ...

   TTM    TIU Template Mgmt Functions ...

   UCM    User Class Management Menu ...

Select TIU Maintenance Menu Option:                            

1. Use the option in bold..

2. At the “Select Document Status:” prompt, type the value associated with those documents you want to select, such as undictated, untranscribed, unreleased, unverified, unsigned, uncosigned, complete, amended, purged, deleted, retracted.
3. At the “Select Search Categories:” prompt, type the name of the person category for which you want documents selected such as author, dictator,  expected cosigner, attending physician, additional signers.

4. At the “Select New Person:” prompt, type the name of the individual associated with the documents you want to select.

5. Type the earliest date for which you want documents at the “Start Reference Date [Time]:” prompt.

6. Type the latest date for which you want documents to display at the “Ending Reference Date [Time]:” prompt. The system displays all available summaries within the indicated interval, as shown below.

TIU Alert Tools               Nov 03, 2003 14:17:58        Page:    1 of    1

UNSIGNED Documents                                                3 Documents

                                 by (AUTHOR)

               for (DEMO,AUTHOR) from 10/27/03 to 11/03/03

     Patient               Document                        Ref Date  Status _

1    DEMO,P        106733  ADVERSE REACT/ALLERGY           10/28/03  unsigned

2    DEMO,P        106733  ADVANCE DIRECTIVE               10/28/03  unsigned

3    DEMO,P        106733  DELETED PROGRESS NOTE           10/28/03  unsigned

          Enter ?? for more actions

     Browse                                  Edit

     Change View                             Identify Signers

     Combo Alert(s)                          Resend Alert(s)

     Delete Alert(s)                         Third Party Alert(s)

     Detailed Display

Select Action: Quit// 

7. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the document you select.

	Action
	Description

	Browse
	This action allows you to view a selected document (if authorized).

	Change View
	This action allows you to modify the search criteria.

	Combo Alert(s)
	This action allows you to send alerts to expected signers and third parties.

	Delete Alert(s)
	This action allows you to delete a document’s alerts.

	Detailed Display
	This action allows you to view a detailed display of a document (if authorized).

	Edit
	This action allows you to modify the selected document (if authorized).

	Identify Signers
	This action allows you to indicate/change signers of a document (if authorized).

	Resend Alert(s)
	This action allows you resend alerts to expected signers.

	Third Party Alert(s)
	This action allows you to send alerts to one or more third parties.


18.3 Using the TIU Parameters Menu

The TIU Parameters Menu (TPM) option offers a variety of ways for you to access and manage parameter settings.
TIU Maintenance Menu

   DDM    Document Definitions (Manager) ...

   TAT    TIU Alert Tools

   TPM    TIU Parameters Menu ...

   TTM    TIU Template Mgmt Functions ...

   UCM    User Class Management Menu ...

Select TIU Maintenance Menu Option:                            

Use the option in bold to display the following:.

TIU Parameters Menu

   TPM1   Basic TIU Parameters

   TPM2   Modify Upload Parameters

   TPM3   Document Parameter Edit

   TPM4   Progress Notes Batch Print Locations

   TPM5   Division - Progress Notes Print Params

Select TIU Parameters Menu Option:
18.3.1 Using the Basic TIU Parameters Option

The Basic TIU Parameters (TPM1) option allows you to enter the basic or general parameters that govern the behavior of TIU.
TIU Parameters Menu

   TPM1   Basic TIU Parameters

   TPM2   Modify Upload Parameters

   TPM3   Document Parameter Edit

   TPM4   Progress Notes Batch Print Locations

   TPM5   Division - Progress Notes Print Params

1. Use the option in bold to display the following:.

Select Institution:


Enable Electronic Signature: 

Enable Notifications Date:


Grace Period for Signature:

Future Appointment Range:


Characters Per Line:


Optimize List Building for:


Suppress Review Notes: 

Default Primary Provider: 


Blank Character String: 

18.3.2 Using the Modify Upload Parameters Option

The Modify Upload Parameters (TPM2) option allows you to define and modify parameters for the batch upload of documents into RPMS.
TIU Parameters Menu

   TPM1   Basic TIU Parameters

   TPM2   Modify Upload Parameters

   TPM3   Document Parameter Edit

   TPM4   Progress Notes Batch Print Locations

   TPM5   Division - Progress Notes Print Params

1. Use the option in bold to display the following:.

Select Institution:

ASCII Upload Source:

Upload Header Format:


Record Header Signal:

Begin Report Text Signal:


End of Message Signal:


Run Upload Filer in Foreground:


Select Alert Recipient:


Upload File Directory:

Archive File Directory:

Upload File Name:


Document Definition:

Abbreviation:

Laygo Allowed:

18.3.3 Using the Document Parameter Edit Options

The Document Parameter Edit (TPM3) option allows you to enter parameters that apply to specific document (e.g., Titles) or groups of documents (e.g., Classes, or Document Classes).
TIU Parameters Menu

   TPM1   Basic TIU Parameters

   TPM2   Modify Upload Parameters

   TPM3   Document Parameter Edit

   TPM4   Progress Notes Batch Print Locations

   TPM5   Division - Progress Notes Print Params

1. Use the option in bold..

2. At the “Document Definition:” prompt, type the name of the Class, Document Class, or Title, such as Crisis Note or Discharge Summary.

3. At the “Require Release:” prompt, type YES to require the individual entering a document to release the document from a draft state upon exit from the entry and editing processes.

4. At the “Require MAS Verification:” prompt, indicate when verification by MAS is required. The following table details the available options.

	Item
	Description

	0
	No verification required.

	1
	Always require verification.

	2
	Require verification for uploads only.

	3
	Require verification for direct entries only.


5. At the “Require Author to Sign:” prompt, type YES or NO depending on the following criteria:
This field indicates whether or not the author should sign the document before the expected cosigner.
If parameter is set to NO, only the expected cosigner is alerted for signature. Although the unsigned document appears in the author’s unsigned list, and that person is ALLOWED to sign it, that person’s signature is not REQUIRED.
If set to YES, then the author is alerted for signature, and if the expected cosigner should attempt to sign the document first, that person is informed that the author has not yet signed.

Routine Print Event(s):

STAT Print Event(s):


Manual Print after Entry:

Allow Chart Print Outside MAS:


Allow > 1 Records Per Visit:

Enable IRT Interface:    ( Leave blank. This parameter is not used by IHS. Interface 

                            with IHS Incomplete Chart module is automatic, if the 

                            appropriate chart deficiencies are linked to TIU titles.

Suppress DX/CPT on Entry:

Force Response to Exposures:   ( Leave blank. This parameter is not used by IHS.

Ask DX/CPT on all Opt Visits:  ( Leave blank. This parameter is not used by IHS.

Send Alerts on Addenda:


Order ID Entries by Title:


Send Alerts on New ID Entry:


Send Cosignature Alert:

Editor Set-Up Code:


Select Filing Error Alert Recipients:


Select User Require Cosignature: 

Select Division:

18.3.4 Using the Progress Notes Batch Print Locations Option

The Progress Notes Batch Print Locations (TMP4) option allows you to set hospital locations for the TIU PRINT PN LOC and TIU PRINT PN WARD options. When you do not enter locations in this file, they are not available from these options.
TIU Parameters Menu

   TPM1   Basic TIU Parameters

   TPM2   Modify Upload Parameters

   TPM3   Document Parameter Edit

   TPM4   Progress Notes Batch Print Locations

   TPM5   Division - Progress Notes Print Params

Use the option in bold to display the following:.

Select Clinic or Ward:

Are You Adding [Clinic Name] as a New TIU Print Parameters (the nth)?:


Progress Notes Default Printer:


Exclude from PN Batch Print:

18.3.5 Using the Division – Progress Notes Print Parameters Option

The Division – Progress Notes Print Parameters (TPM5) option allows you to set print parameters such as custom headers and footers. The TIU PRINT PN BATCH INTERACTIVE and TIU PRINT PN BATCH SCHEDULED options use these parameters.
TIU Parameters Menu

   TPM1   Basic TIU Parameters

   TPM2   Modify Upload Parameters

   TPM3   Document Parameter Edit

   TPM4   Progress Notes Batch Print Locations

   TPM5   Division - Progress Notes Print Params

NOTE: If there are no TIU Division Parameters and your site has an Integration Name, the system will use the Integration Name.

Use the option in bold to display the following:

Select Division for PNs Outpatient Batch Print:

Are You Adding [Clinic Name] as a New TIU Division Print Parameters (the nth)? YES

Location to Print on Footer:


Progress Notes Batch Printer:


Select Division for PNs Outpatient Batch Print:
18.4 Using the TIU Template Mgmt Functions

The TIU Template Mgmt Functions (TTM) provides template management functions to CACs or other managers with access to the TIU IRM MAINTENANCE MENU option.

TIU Maintenance Menu

   DDM    Document Definitions (Manager) ...

   TAT    TIU Alert Tools

   TPM    TIU Parameters Menu ...

   TTM    TIU Template Mgmt Functions ...

   UCM    User Class Management Menu ...

Use the option in bold to display the following:.

   1      Delete TIU templates for selected user.

   2      Edit auto template cleanup parameter.

   3      Delete templates for ALL terminated users.

Select TIU Template Mgmt Functions Option:

18.4.1 Deleting TIU Templates for Selected User

The Delete TIU Templates for Selected User (1) option allows you to manually delete templates associated with a specific user.
   1      Delete TIU templates for selected user.

   2      Edit auto template cleanup parameter.

   3      Delete templates for ALL terminated users.

1. Use the option in bold..

2. Type the appropriate user name at the “Enter/Select user for whom templates will be deleted:” prompt.

3. Confirm the template deletion by typing YES at the “Delete all non-shared templates for user [User Name]:” prompt.

18.4.2 Editing Auto Template Cleanup Parameter

The Edit Auto Template Cleanup Parameter (2) option allows you to enable the system to automatically delete non-shared TIU templates whenever a user is terminated.
   1      Delete TIU templates for selected user.

   2      Edit auto template cleanup parameter.

   3      Delete templates for ALL terminated users.

1. Use the option in bold.

2. The system displays the items upon which auto cleanup termination can be set.

3. Type the number corresponding to the appropriate item at the “Enter Selection:” prompt.

4. At the “Value:” prompt, type Y to enable the system to automatically delete any non-shared templates associated with a specific user when that user is terminated.

18.4.3 Deleting Templates for All Terminated Users

The Delete Templates for All Terminated Users (3) option allows you manually delete non-shared TIU templates for all terminated users.
   1      Delete TIU templates for selected user.

   2      Edit auto template cleanup parameter.

   3      Delete templates for ALL terminated users.

1. Use the option in bold to access the Delete Templates for All Terminated Users option.

2. Type YES at the “Delete All Non-Shared Templates for All Terminated Users” prompt to enable the system to clean out all templates associated with terminated users.

18.5 Using the User Class Management Menu

The User Class Management Menu (UCM) option allows you to create and maintain User Class Definition and Membership as well as the management of business rules. Information about this option is found in the “User Class Management Menu “ subsection of the User Class Setup section.
TIU Maintenance Menu

   DDM    Document Definitions (Manager) ...

   TAT    TIU Alert Tools

   TPM    TIU Parameters Menu ...

   TTM    TIU Template Mgmt Functions ...

   UCM    User Class Management Menu ...

Select TIU Maintenance Menu Option: 

Use the option in bold to display the following:.

User Class Management Menu

   UCM1   User Class Definition

   UCM2   List Membership by User

   UCM3   List Membership by Class

   UCM4   Manage Business Rules

Select User Class Management Menu Option: 
18.5.1 Using the User Class Definition Option

The User Class Definition (UCM1) option allows you to manually create additional User Classes that represent specific job functions at your facility.
User Class Management Menu

   UCM1   User Class Definition

   UCM2   List Membership by User

   UCM3   List Membership by Class

   UCM4   Manage Business Rules

1. Use the option in bold.
2. At the “Select User Class Status:” prompt, type the name of the User Class you want to display, such as Active, Inactive, or All User Classes.

3. At the “Start with Class:” prompt, type the name of the User Class you want to begin with.

4. At the “End with Class:” prompt, type the name of the User Class you want to end with. The system displays the selected User Classes as shown in below.

User Classes            Mar 04, 1997 08:49:29      Page:    1 of   39

                          ALL USER CLASSES              578 Classes

Class Name                                  Abbrev      Status

ADP Coordinator                             ADPAC       Inactive

Acting Assistant Director                   AAD         Active

Acting Chief                                AC          Active

Acting Director                             AD          Inactive

Addiction Medicine                          ADDICT      Active

Adolescent Medicine Internist               ADOLMD      Active

Allergist                                   ALLRG       Active

+ Allergy & Immunology                      ADR         Active

Allergy & Immunology: Clinical & Laboratory ALLCL       Active

Ancillary Testing                           AT          Active

        + Next Screen  - Prev Screen  ?? More Actions

     Find                      Expand/Collapse Tree      Change View

     Create a Class            List Members              Quit

     Edit User Class

Select Action: Next Screen//

5. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Find
	This action allows you to search for text in a list of entries/information displayed.

Note: This functionality searches all pages of list/information, but does not include unexpanded entries.

	Create a Class
	This action allows you to create a new User Class (2–60 characters).

	Edit User Class
	This action allows you to modify a User Class.

	Expand/Collapse Tree
	This action allows you to expand or collapse entry hierarchy. You can expand any entry preceded by an addition symbol (+). 

	List Members
	This action allows you to review and edit membership details associated with individuals assigned to a specific User Class.

	Change View
	This action allows you to conduct a new search while remaining in the current menu.

	Quit
	This action allows you to quit the current menu level.


18.5.2 Using the List Membership by User Option

The List Membership by User (UCM2) option allows you to review and modify all User Classes to which a specific individual belongs. Follow these steps to access the UCM2 option:

NOTE: To maintain accurate User Class membership, you should conduct periodic reviews of the personnel assigned to each class.

User Class Management Menu

   UCM1   User Class Definition

   UCM2   List Membership by User

   UCM3   List Membership by Class

   UCM4   Manage Business Rules

1. Use the option in bold.

2. At the “Select User:” prompt, type the name of the appropriate user. The system displays the User Classes to which that individual belongs, as shown below.

Current User Classes          Sep 19, 2003 08:53:57       Page:    1 of    1

                                DEMO, NURSE                        3 Classes

    User Class                       Title                Effective  Expires

1   Clinical Clerk                                        09/16/03

2   Medical Record Supervisor                             09/16/03

3   Nurse                                                 09/16/03

        + Next Screen  - Prev Screen  ?? More Actions

     Add                       Remove                    Quit

     Edit                      Change View

Select Action: Quit//

3. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

Note: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Add
	This action allows you to assign a new User Class to the individual.

	Edit
	This action allows you to modify the details associated with a User Class.

	Remove
	This action allows you to remove the association between the individual and a User Class.

	Change View
	This action allows you to conduct a new search while remaining in the current menu.

	Quit
	This action allows you to quit the current menu level.


18.5.3 Using the List Membership by Class Option

The List Membership by Class (UCM3) option allows you to review all individuals assigned to a specific User Class.
User Class Management Menu

   UCM1   User Class Definition

   UCM2   List Membership by User

   UCM3   List Membership by Class

   UCM4   Manage Business Rules

1. Use the option in bold..

2. At the “Select Class:” prompt, type the name of the appropriate User Class. The system displays the individuals assigned to the designated User Class, as shown below.

User Class Members           Sep 19, 2003 09:36:43          Page:  1 of    1

                           CLINICAL COORDINATORS                 3 Members
     Member                                             Effective  Expires__

1    DEMO,NURSE                                         09/25/03

2    DEMO,DOCTOR                                        09/18/03   09/17/04

3    DEMO,CLERK                                         07/17/03

        + Next Screen  - Prev Screen  ?? More Actions

     Add                       Remove                    Change View

     Edit                      Schedule Changes          Quit

Select Action: Quit//        

3. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Add
	This action allows you assign a new member to the User Class.

	Edit
	This action allows you to modify the details associated with the individual’s User Class membership.

	Remove
	This action allows you to remove a member from the User Class.

	Schedule Changes
	This action allows you to schedule changes that effect the User Class membership and privileges.

	Change View
	This action allows you to conduct a new search while remaining in the current menu.

	Quit
	This action allows you to quit the current menu level.


18.5.4 Using the Manage Business Rules Option

The Manage Business Rules (UCM4) option allows you to create and review business rules based on Document Definitions, User Class, or User Role.
User Class Management Menu

   UCM1   User Class Definition

   UCM2   List Membership by User

   UCM3   List Membership by Class

   UCM4   Manage Business Rules

1. Use the option in bold.

2. At the “Select Search Category:” prompt, type the name of the category for which you want documents to display, such as Document Definition, User Class, or User Role.

Note: The prompts associated with each option will vary based on the search category you select. For example, when submitting a document definition search you must enter the document name, but when submitting a user role search, you must select the user role type.

3. Complete the prompts as appropriate to display the search results, as shown below.

ASU Rule Browser             Dec 04, 2003 15:04:39        Page:    1 of    1

                      List Business Rules by USER CLASS               3 Rules

                           for CLINICAL COORDINATOR                        R
1    A DELETED (CLASS) CLINICAL DOCUMENT may BE DELETED by a CLINICAL

     COORDINATOR

2    An AMENDED (DOCUMENT CLASS) ADVANCE DIRECTIVE may BE EDITED by a 

     CLINICAL COORDINATOR an AUTHOR/DICTATOR

3    An UNSIGNED (CLASS) PROGRESS NOTE may BE EDITED by a CLINICAL 

     COORDINATOR

        + Next Screen  - Prev Screen  ?? More Actions

     Find                      Edit Rule                 Change View

     Add Rule                  Delete Rule               Quit

Select Action: Quit//

4. At the “Select Action:” prompt, type the name associated with the action you want to perform. The following table describes the available actions.

NOTE: The prompts associated with each option indicated below will vary based on the item you select.

	Action
	Description

	Find
	This action allows you to search for text in a list of entries/information displayed.

Note: This functionality searches all pages of list/information, but does not include unexpanded entries.

	Edit Rule
	This action allows you to modify a business rule.

	Change View
	This action allows you to revise the search criteria and rebuild the list of Business Rules.

	Add Rule
	This action allows you to add a new business rule.

	Delete Rule
	This action allows you to delete an existing business rule.

	Quit
	This action allows you to quit the current menu level.


19.0 IHS EHR Business Process Recommendations

Below is a list of recommendations that have been found useful by other sites when implementing EHR. Please note that not all recommendations might apply to your site.

19.1 General EHR

Use an implementation team approach to provide the buy-in to the process, help partner people in resolving common issues, set timelines, and move the process forward. We highly recommend that at least one member of Administration who has the authority to make decisions regarding staffing, purchasing, etc. be included on the EHR implementation team. This team should not disband after implementation but continue to work together resolving new problems, issues, or processes until all clinics are successfully using the EHR. Utilization of the IHS EHR Website (www.IHS.GOV) and the EHR listserve are vital to the implementation process.
Define, document, and conduct drills on a back-up system and process when RPMS is down or electricity is off to capture the clinical information and orders in a manual format. The contingency plan should include a defined process to immediately enter as much information as possible into the RPMS system once power is restored.  This will assist the facility and clinic to regain a real time medical record in the shortest period of time possible.
The triage and clinical queue modules of EHR should be implemented as soon as they are available. These improve documentation in the screening/triage areas and facilitate the management of patient flow through the clinic.

Make maximum use of TIU templates for documenting clinical information, as opposed to free-form text entry. In general, the templates should be simple, need to include only the relevant information related to the visit and should be completed in a relevantly short period of time. We suggest that templates be designed for the major clinics and re-evaluated after 2–3 months of usage. A template subcommittee of the Medical Record Review Committee is the appropriate group to provide direction and approval for template development.
All sites are encouraged to bring all clinics and services (PT, Lab, x-ray, pharmacy, etc.) up on EHR as soon as feasibly possible. The addition of another clinic should not be similar to the prolonged process often experienced with PCC+. Utilizing manual and electronic systems together becomes very cumbersome to the facility. EHR is a means to foster more automation, and manual processes will often delay productivity.
Develop a TIU template for documentation of telephone calls, and chart reviews.
If at all possible, hire temps to assist with Super Users daily functions at times when the Super Users will be concentrating on EHR activities (e.g. during EHR setup and Super User training). This can also come in handy when the Super Users are spending their time training other staff.

Sites should purchase privacy screens for monitors to assist with HIPAA compliance.

There are several courses offered for different aspects of EHR—descriptions of these courses can be found on the EHR website: http://www.ihs.gov/CIO/EHR/index.cfm?module=rpms_ehr_training.  It is also possible to schedule a WebEx with the National EHR Program for basic overviews of the EHR.

Expand performance improvement, risk management, and patient safety responsibilities in the EHR environment.
Policies and procedures that should be developed, reviewed, and/or revised for EHR:

· HIPAA
· Standing orders for nursing, pharmacy, and lab
· Lab orders from outside physicians
· Over The Counter Drugs (OTCs)
· New staff orientation policy
· Health Information Management policies and procedures
· Procedures for obtaining electronic patient signature on directives, pain contracts, and informed consents that are currently not EHR functionality.
· A policy for correcting entries in the EHR needs to be a collaborative effort between providers, HIM, and IT staff
19.2 Providers

If the facility elects to have providers select ICD-9, E&M, CPT, and HCPCS codes, initial and ongoing coding training will greatly improve provider skills, speed, and accuracy of code selection.

The more time spent in carefully and thoughtfully developing provider and clinic specific ICD-9 and CPT pick lists, the more useful these lists will be in improving accuracy of coding; this will in turn improve the accuracy of billing claims and the completeness of charge capture for services provided.

Similarly, a concerted effort to clean up problem lists, including accurate coding of chronic problems, will make these lists much more useful to providers in selecting pre-coded Purpose of Visit diagnoses and codes. Data Entry staff can assist providers and work together in keeping the problem list updated and accurate.

Consider providing inexpensive commercial typing instruction software for those users who have limited keyboarding and computer skills.  Offering incentives and time for providers to improve these skills will pay off in speed and accuracy of documentation.

It should be recognized that providers have different styles of collecting information and documenting encounters. Some will document during the patient visit, while others will take notes and complete their documentation after the encounter. Both are valid, but the latter introduces delays of information access by other providers, pharmacists and is a risk management issue. With the input and cooperation of the medical staff and other affected departments, facilities will establish and enforce policies that define when EHR encounter documentation is complete. The practice of writing notes at the end of the day, or on a separate day, is discouraged.

Medical record reviews for timeliness, accurateness, and completeness should be continued in the EHR environment, as in the paper environment..
Part of the required setup for EHR is the explicit definition of policy or standing orders. Many facilities are lax about defining, documenting, and updating their standing orders; EHR will reveal clearly and quickly when an organization has failed to do this.
Providers, nurses, and other users need to be thoroughly trained on selecting the correct patient record and the correct visit context in EHR. This practice will reduce the risk of erroneous entries and will ensure that results and notifications are sent to the appropriate providers.

19.3 Health Information Management (HIM)
Re-organize and re-focus the day-to-day processes of the HIM staff. The EHR process will significantly impact the existing activities of HIM; however, other functions need to be defined and become more dominant with the EHR. Examples of new and existing services for HIM include:

· Continue to perform but also enhance the quality assurance review process of medical records. This includes ensuring compliance with all the medical record documentation in the patient’s record such as signatures, orders placed and filled, co-signature of orders, documentation of notes, and other similar review processes. In addition, HIM needs to conduct random sample reviews of medical records to assure compliance.

· Develop a process for printing excerpts of the EHR to send to referral and specialty physicians.

· Continue to follow the HIPAA Policies and Procedures on the use and disclosure of patient health information.
· Maintain an error log of deficiencies and develop a process for informing and instructing the provider to complete any deficiencies.

· Determine how non-electronic medical record documents will be handled, filed, and made available to providers.  These will include outside documents such as discharge summaries and consult reports, as well as internal documents such as consent forms, signature forms, documents produced by diagnostic equipment such as EKGs and other charts and flow sheets.

· At some point an EHR-compatible imaging application will be available to view scanned documents, but until then certain components of the record will continue to be on paper.
19.3.1 Medical Record

Once a scanning/imaging application is available, providers will need to identify if there are items in the patient’s paper record that should be scanned in.  Examples include key consultations and summaries, diagnostic and pathology reports, and so forth.
Set an agreed upon reasonable timeframe to discontinue the use of the paper medical record and PCC+ forms during the clinical visit.

Once routine pulling of the chart for patient encounters is discontinued, policies should be revised to specify any special circumstances in which the paper chart should be pulled.

Discourage the use of paper notes for communicating among staff. The EHR allows the use of chat functions and notifications for such communications. Staff should understand that chat dialogues and notifications do not remain part of the permanent record; however, patient-related medical communications that need to be part of the record should be documented in TIU notes. The facility should develop policies restricting use of EHR for personal or administrative communications that are NOT part of the record.

Eliminate the need and reliance on PCC and PCC+ Encounter Forms for documenting ancillary services (lab, x-ray and pharmacy) when using the EHR. Staff in ancillary departments needs to be trained on the use of EHR for responding to electronic orders and documenting their patient encounters. For ancillary ONLY visits, remember to document that the ordering provider is the primary provider and the secondary provider is the ancillary staff performing the tests for billing purposes. A valid reason or diagnosis for the test and the medical necessity should be documented.

19.3.2 Coding, Billing, Data Entry
Eliminate coding, data entry, and billing backlogs PRIOR to implementing EHR. There are several reasons to support this recommendation. First of all, the greatest benefit and value of an EHR to the providers, lab, x-ray and pharmacy is its real time review and reporting capabilities. If data entry or coding is backlogged, the medical record will not provide a clear and accurate up-to-date clinical picture of the patient. Second, as staff is becoming acquainted to the process of using the EHR in lieu of a paper medical record, they need to concentrate their efforts on the new process versus trying to manage a backlog and implementing a new process at the same time. Finally, if backlogs are not eliminated, they will tend to increase over time.

As a facility gains experience with EHR, demand on Data Entry staff will be reduced.  However, the need for Data Entry expertise will continue until the entire facility is using EHR for all clinical transactions and data recording.  Even beyond this point, contingency planning will require the ability to manually abstract and enter data into RPMS following system downtime events. Overall, implementation of EHR should provide opportunities for Data Entry staff to move into coding positions or medical record reviews, Error Report research and resolution, scanning, and various data management functions.
Coders should review each visit in the EHR for completeness of coding, error correction, and to ensure all provider and ancillary staff documentation requirements are met prior to billing the visit.
The EHR doesn’t change the requirement that managers of the ancillary departments work one-on-one with the business office staff in updating the RPMS packages to assure that all CPT codes are current and updated annually.  In addition, the charge master in the RPMS billing package need to reflect any increase or decrease in charges based on new and revised CPT codes.
Monitor the PCC Error Report daily.  With the implementation of the EHR, provider coding errors and certain other issues will result in an increase in the volume of the Error Report. To maintain accurate records in the system, to reduce the Error Report volume, and to move these visits through the billing cycle, dedicated staff should be assigned to review EHR-related errors and resolve them in a timely manner. Education and communication is paramount to ensure that providers and departments are not continually repeating a process that result on the PCC Error Report.
Coding of an EHR encounter will still require communication between the coder and the provider:

· If a provider chooses to select all codes and after review by the coder there is a discrepancy, the coder will use the coding template in the EHR to query the provider.
· If a provider chooses not to code, the provider will document the purpose of visit and select the .9999 code. The coder has the right and responsibility to interpret the documentation and code appropriately. The coder can send a notification to the provider for educational purposes aforementioned.

· The provider is responsible for selecting the appropriate Evaluation and Management (E&M) Code.
Consider dividing the Point of Sale error report into those functions related to pharmacy (e.g., the drug is not listed on the formulary, or return to stock process, for this insurance) versus those functions related to the business office (e.g., patient not covered under this insurance). Each area should respectively be given the rejections or errors to research and resolve. This process will divide more evenly the associated work to the departments who are responsible for those activities. In addition, because Point of Sale provides electronic billing and quicker reimbursement than manual processes, the errors and rejections from Point of Sale should immediately be researched and corrections re-billed to assure timely payments.
Increase the number of Point of Sale contracts with insurers as soon as feasibly possible to eliminate the manual billing procedure of pharmacy claims.
The Business Office staff needs access to the EHR to review the encounter prior to submitting the claim.
Coordination between the biller and the coder is essential to ensure coding changes are entered in the RPMS PCC package, reflecting a true capture of all codes billed.
19.4 Registration / Appointments/ Patient Flow
Register all patients whether for a clinic visit or for other-than-clinic-visit, such as lab, x-ray or pharmacy only visits.  These measures will ensure that all patients are registered and checked into the RPMS system regardless of their reason for visiting the clinic on that particular day.
Use the P.I.M.S. scheduling application to its fullest capability in all locations.  Facilities and departments should eliminate all reliance on paper-based appointment books and reminders.
Run the Patient Registration Error Report at least weekly and correct all errors.

19.5 Emergency Room
Implementer the EHR in the Emergency Room immediately after the clinics are operating effectively.
Train providers, including contractors, to use the EHR and to document all the services provided.

All EHR users should be trained in the full functionality of order entry, triage and ordering drugs and supplies.

19.6 Pharmacy
The pharmacy should consider changing its workflow to accommodate pharmacy review of EHR orders and notes instead of hard copy review. Pharmacists should be able to use EHR in order to review patient records, and to document pharmacy encounters and patient education. A champion should be identified in the pharmacy to help foster the change from the reliance on the manual medical record to the electronic version. This might be a very difficult transition in that pharmacists have always utilized and relied upon a hard copy medical record.

Pharmacists should order or change all prescriptions in the EHR. Pharmacy can review the EHR to determine whether a new script has been ordered or the patient is returning to the pharmacy for a refill.
19.7 Lab / Radiology
Document the reason or diagnosis for the lab or x-ray test either in the clinical template or in the lab or x-ray package. If any of these components are missing, the lab test should not be performed based on CLIA rules and regulations. Deciding how this process will work in the EHR needs to be discussed amongst all providers, business office, nursing, medical records, and the lab and x-ray departments.
Eliminate the need for manual copies of lab or x-ray orders; instead rely upon the information in the EHR.
Eliminate paper lab logs; the lab package can provide a log of when the patient entered the lab, who ordered the lab test, when the test was performed, and when the result was posted.
20.0 Glossary

	Term
	Definition

	Action
	A functional process that an individual uses in the ASU computer program, such as Edit, Complete Or Delete. An action is also called a protocol.

	Authorization
	Access to perform a function within the ASU computer program, such as Edit, Complete Or Delete. 

	ASU
	Authorization/Subscription Utility

	Business Rules
	Definitions that restrict access to certain functions by determining which User Class/subclass can perform specific functions within documents.

	Discharge Summary
	A formal synopsis of a patient’s medical care during a single hospitalization, including tests procedures, and conclusions.

	Document Class
	Groups of similar document that store behavior derived from business rules. 

	Document Definition
	Distinctions that allow you to specify the type of document in business rules. These definitions include document status, such as Unsigned, Signed, and Completed.

	Hierarchy
	An organization structure in which items are ranked with each level subordinate to the one above.

	Progress Notes
	A series of notes tracking a patient’s progress during treatment.

	Subclasses
	Groups defined by personnel job function to designate access to documentation functions such as Editing, Completing, or Deleting.

The most specific level of grouping within ASU.

	TIU
	Text Integration Utilities, a RPMS document management application.

	User Class
	Groups defined by personnel job functions used to designate access to documentation functions such as Editing, Completing, or Deleting.

The most general level of grouping within ASU. 

	User Role
	Specific functions assigned to an individual on a case-by-case basis, such as Author, Signer, Or Editor.

	
	

	
	


21.0 Appendix A: Copy/Move Functionality

Copy/Move is a very powerful action that you should use with great care. It is accessible only through the Document Definitions (Manager) menu. Like other actions on the Manager menu, it disregards ownership. You should move only Titles or documents for which you are responsible.

Under the action Copy/Move, you can choose to Move Title, Move Documents, Copy, or Update Documents.

· Move Title (MT): This action allows you to move a Title to a different Document Class. The system updates the Parent Document Type (field # .04) for documents defined by the moved Title.

· Move Documents (MD): This action allows you to move all documents defined by a given Title to another Title.
· Copy (C): This action allows you to copy and then edit Titles, Components, and objects. You can place Title and Component copies under the same parent as the original, under a new parent, or leave them as orphans.

· Update Documents (U): This action allows you to update documents defined by a particular Title with the correct PARENT DOCUMENT TYPE (field # .04).

Important: When Moving or Copying a Title, be aware that changing positions in the hierarchy gives an entry new inherited behavior. Accordingly, some moves might not be appropriate. It is the user’s responsibility to determine whether a given move is appropriate.

21.1 Using the Copy Option

The Copy option allows you to copy information from an existing entry, into a new entry. The new entry name must be different from the name of the existing entry.
Once you select an existing entry and name the new entry appropriately, the system creates the new entry with the chosen name and copies the fields in the Document Definition File 8925.1 into the new entry. The system handles certain fields and Components differently in terms of what information it copies. The following table describes these items and how the system handles them.

	Item
	Description

	EMPTY FIELDS 
	When the original entry has empty fields, the system copies them as empty and NOT as inherited.

	STATUS FIELD 
	When the original entry has a Status of Active or Test, the system copies the entry, but the copy has a Status of Inactive.

	NATIONAL STANDARD FIELD 
	When the original is National Standard, the system copies the entry, but the copy is not National Standard.

	SHARED FIELD 
	When a Component is Shared, the system copies the Component, but the copy is not Shared. When the Component has Subcomponents, the system creates new Subcomponents that are not shared and adds them to the copy.

	ITEMS FIELD 
	When the original entry has items, the system prompts the user for new item names, creates the entries for the items, and adds the items to the copy.

	SHARED ITEMS 
	When a Nonshared entry has a Shared item, the system does NOT copy the Shared item but merely adds the Shared item to the copy.


I

Titles and Components can be copied from the Edit Option or the Sort option. If an entry is copied under the Edit option, you are asked which parent to add the copy to, and the copy is added as an item to this parent. If no parent is selected, the copy is left an orphan.

If the user is copying a title, then the parent to which the copy is added must be in the hierarchy and must be a document class.

If the user is copying a component, then the parent to which the copy is added must be in the hierarchy and must be a title or a component. The parent must be inactive and cannot be National Standard or Shared.

If an entry is copied under the Sort option, then the title or component copies are left as orphans.

Although orphan titles or components will be appear in the Document Definition hierarchy, they can be still be added to a parent through both the Sort AND the Edit options by selecting action ITEMS for the parent, then action Add/Create, and then the orphan item.

21.1.1 Assigning and Updating Item Parents

You can copy Titles and Components from the Edit Option or the Sort Option. When you copy an entry under the Edit option, the system prompts you to select a parent to associate with the copy. The system then adds the copy to the indicated parent. When you elect not to choose a parent, the system leaves the copy as an orphan. The following list includes details you should consider when copying entries to new parents.

· When you are copying a Title, then the parent to which you add the copy must be in the hierarchy and must be a document class.
· When you are copying a Component, then the parent to which you add the copy must be in the hierarchy and must be a Title or a Component.
· The parent must be Inactive and cannot be National Standard or Shared.
· When you copy using the Sort option instead of the Edit option, then the Title or Component copies are left as orphans.
· Although orphan Titles or Components will not appear in the Document Definition hierarchy, they can still be added to a parent through both the Sort and the Edit options by selecting the Items action for the parent, then selecting the Add/Create option, and then selecting the orphan item.

· You can copy Objects from either the Sort Option or the Create Objects Option.
· The system does not copy Object Abbreviation or Print Name, because they must be different from those of the original.
· When the user does not have programmer access, the system does not copy the Object Method because it is an MUMPS code field.
· Because even inactive objects affect the Document Definition Try option for Titles whose boilerplate text contains the object, you should not copy or create objects without good reason.
· You should thoroughly test all copied items before activating them.

21.1.2 Checking Copies for Inherited Behavior

When you have given copied Titles or Components a new parent, you should thoroughly check the copied item before activating the Title, because its inherited behavior can change. You should check Document Definition attributes of the entry (including Upload characteristics), TIU Document Parameters, and Business Rules. You should also consider inherited as well as explicit values. Additionally, you should also check any other implicit behavior, whether local or national, that applies to the entry.

Note: The copy action leaves the parent Title of the copy Component inactive. It is the user’s responsibility to test the new parent Title and then reactivate it so it is available to you for entering documents.

There is no harm in copying a Title to any Document Class in the hierarchy as long as the copy is not activated because the copy will have no associated documents; however, there is no reason to expect that such copies will function at all, much less function properly. The user should ensure either that they function properly in every way, or delete such copies from the Document Definition file.
Copy Components which have been given a new parent should also be checked by thoroughly testing the parent tile. The copy action leaves the parent title of the copy component inactive. It is the user’s responsibility to test the new parent title and then reactivate it so it is available to users for entering documents.

Note: Although you can use the Copy option to change the behavior of an entry (e.g., change the copy and inactivate the original), it is better to use the Edit or Move option and not clutter up the file with inactive entries. You can edit most behavior and move Titles even when the entry is In Use by documents.

Objects are copied from the Edit Option or the Sort option. Object Abbreviation and Print Name are not copied because they must be different from those of the original. If the user does not have programmer access, the Object Method is not copied because it is an MUMPS field. Because even inactive objects affect the Document Definition action TRY for titles whose boilerplate text contains the object, objects should not be copied/created without good reason. They should be thoroughly tested before being activated.
21.2 Using the Move Title Option

The Move Title option allows you to move Titles between Document Classes within the same class. You can only access the Move Title option from the Edit option because it involves only entries in the Document Definition Hierarchy.

The following list details the system placed restrictions within the Move Title option. These restrictions prevent moves between Document Classes with very different behavior; however, hierarchies vary from site to site and some structures will still permit risky moves.

· This option does not include functionality to move classes and document classes.

· This option does not include functionality to move Components. However, you can accomplish this by deleting the Component as an item from its parent and adding it as an item to a new parent.

· This option does not include functionality to move National Standard Titles.

· This option does not include functionality to move Titles that are not in the Document Definition Hierarchy.

· This option does not include functionality to move Titles between Classes.
· This option does not include functionality to move Faulty Titles.
· This option does not include functionality to move Titles to Faulty Document Classes.
· This option does not include functionality to perform moves that result in Faulty Titles. For example, the Title “Nurse Note” inherits its Print Method from the Document Class “Night Nurse Document Class.” Suppose the Document Class “Day Nurse” has no Print Method, that would not be considered a fault because the Titles under the Document Class could all have their own Print Methods. If you moved “Nurse Note” from the “Night Nurse” Document Class to the “Day Nurse” Document Class, the “Nurse Note” Title would lack a Print Method and become Faulty because documents using the Title will not print. In this case, you must first give the “Nurse Note” Title its own Print Method, and then move the Title.

The above restrictions are intended to prevent moves between Document Classes with very different behavior. However, hierarchies vary, and some structures will still permit risky moves. For example, if Consults are under Progress Notes, the user can move a non-consult Title to Document Class CONSULTS. This sort of move is NOT advised. Anyone contemplating such a move should carefully read the information in the next section.

21.2.1 Additional Considerations Associated with the Move Title Option

The following list includes details you should consider when moving Titles.

· Moving a Title automatically inactivates it; therefore, managers should move Titles only during off-peak hours.
· After you inactivate a Title and move it under a new Document Class, the Move Title option attempts to update the Parent Document Type field (#.04) for existing documents of the Title. This can take awhile if there are many documents to update. When the action is finished, the Title is still Inactive.

· If the system fails to update the Document Class of specific documents, you must update them later, using the Update Documents option.

· Because the Title has changed position within the hierarchy, its behavior might have changed. It is the user’s responsibility to thoroughly check its new behavior, and then to reactivate it so it is available for entering new documents. The check should include Document Definition attributes of the entry (including Basic, Technical, and Upload fields), TIU Document Parameters, and Business Rules. Consider inherited as well as explicit values. Any other implicit behavior, local or national, that applies to the entry must also be checked.

· The Try action checks that fields exist, but does not check whether they function properly. Therefore, the option might state that an entry is fine when it still does not function. For example, the Try option might quit without continuing on to let the user enter a trial document. In such a case, check the Title’s Document Definition Fields against a different Title that does work.
21.2.2 Possible Consequences of Moves between Very Different Document Classes

Some behaviors are explicit because they are determined by parameters or Business Rules. Others behaviors are implicit. For example, a Consult document is linked to a request when it is created, while a Progress Note document is not. These differences mean that one document can belong to a given cross reference or have a certain field, while another lacks the field and is not in the cross reference. Furthermore, the entry might have Business Rules, parameters, etc., that are not appropriate in its new position. It can also be lacking necessary ones. You should consider these implicit and explicit behaviors when performing moves between very different document classes.

Except for updating the Parent Document Type field (#.04) for documents of a Title, the Copy/Move option moves the entry as is, making no attempt to ensure that it functions correctly in its new position. It is the user’s responsibility to determine whether a move is reasonable, and to make all necessary changes to documents, Document Definitions, Business Rules, and parameters.

NOTE: This does not mean that all moves are dangerous; however, the more the difference in behavior and the greater the number of documents, a Title has the greater the risk.

Moves might take awhile if a Title has many documents. In the meantime, existing documents might not function properly, and you might not be able to enter given Titles.

On the other hand, there should be little risk in moving, say, a Cardiology/Medicine Service Progress Note title from Document Class MEDICINE SERVICE to Document Class CARDIOLOGY.

21.3 Using the Move Documents Option

The Move Documents option allows you to select an old Title and a new Title. The action then attempts to move ALL the documents of the old Title to the new Title. After a document is moved, its Parent Document Type is updated as necessary. When some documents are not available for move/update, they can be moved later using the same action. The old Title is then no longer In Use and can be deleted if needed. The old title is inactivated while documents are moved, and LEFT INACTIVE. If you want it available for entering documents, you must reactivate it.
Action Move Documents DOES NOT PERMIT the following:
· Moving documents from or to titles that have components

· Moving documents to a faulty title

· Moving documents between CLASSES

· Moving SELECTED document (to move a particular document from one Title to another, use Hidden Action CT Change Titles for that particular document)

The behavior of documents is determined by their title. Therefore, moving documents from one title to another can affect their behavior. Users are responsible to make sure that behavior of the target title is appropriate BEFORE moving documents to it. Anyone contemplating a move between very different titles should carefully read the warnings under Action Move Documents above.

21.4 Using the Update Documents Option

This action is intended as a possible follow-up to Action Move Title. It will usually not be necessary because action Move Title itself attempts to update documents defined by the moved title, giving them the correct new Parent Document Type. However, if a document is not available, then when action Move Title finishes, it leaves that document with the old Parent Document Type. This can affect document behavior. It will cause CWADs to fail to generate CWAD alerts. It can have other consequences in the future.
Action U Update Documents is intended for this situation. It updates every document defined by a certain title to the correct Parent Document Type. It can be run multiple times, if necessary, and entails no risk.

22.0 Appendix B: Try Functionality

The Try option allows you to examine the selected entry for basic problems. For Titles and Components with boilerplate text, this includes checking any embedded objects to make sure they are embedded correctly.

When the entry is a Title and has no problems, you can test the boilerplate text by choosing a patient and entering a document using the entry.
TRY does NOT require any particular Status for the Title, because documents entered during the trial are deleted immediately after the trial. During the trial, objects will function even if inactive in order to permit testing of objects. Because the trial document does show up on Unsigned lists during the time it is being edited, you should select TEST PATIENTS ONLY.

If TRY is selected from the Boilerplate Text Screen, TRY shows which objects are badly embedded and why. Checks include whether the object as written exists in the file, whether it is active, whether it is split between lines, and whether the object as written is ambiguous as to which object is intended. If entry is OK, you can enter a trial document.

For objects, TRY checks object Name, Abbreviation and Print Name to make sure they are not ambiguous. That is, it makes sure the utility can decide which object to invoke when given the Name, Abbreviation, or Print Name and that it does not get the wrong object. TRY checks that the object has an Object Method, but does NOT check that the Object Method functions correctly.

For classes, document classes, and Components, TRY checks for general completeness and correctness.

23.0 Appendix C – How To Do Tasks
This section provides information of how to do certain tasks. The task is listed followed by the instructions to complete the task.

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

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

8. Verify the order.

9. Select the order.

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

11. Sign the prescription.

12. Send to the pharmacy for record keeping.

How to document a telephone call
13. Select the clinic.

· For telephone call information only choose “telephone call”

· For calls involving medication orders or refills choose “pharmacy”

14. Select “telephone call” as a note title

How to complete a case management/chart review
15. Select “chart review” as the clinic.
· Case management clinic will require an E&M code.
16. Select “chart review” or “case management” as the note title.
How to enter an outside Rx
17. Go to the orders tab on EHR and select medication quick order.

18. Select the “outside Rx” quick order.

19. You will receive a prompt to complete the prescription.

20. Fill out as you would for a normal prescription.

21. Check the radio button for ‘clinic’.

22. Verify the order.
23. Select the order.
24. Print chart copy of the order, sign, and give to patient.
· There are no order checks (allergies/interactions) performed on medications entered in this manner!

25. You must use a different quick order for each medication (Outside Rx1 for drug A, Outside Rx2 for drug B, Outside Rx3 for drug C…) – if you use the same quick order name, one will cancel out the other in the pharmacy package.
How to send a notification
26. Go to the notifications tab of EHR

27. Right-click in the window and select Schedule.

28. Select date & time for delivery.

29. Select recipient (might even be yourself as a reminder).

30. Type a message.

31. Be sure to include your name in the message – otherwise the recipient will not know who sent it.

32. Send.

How to save a note and complete it later
33. Begin a note.

34. Select ‘save without signing’.

35. Exit the note.

36. Return to the note later.

37. Select “edit” note.

38. Resume note.

39. Sign note when complete.

How to add information from other tabs after you’ve written your note
40. Write a note.
41. Select ‘save without signing’.

42. Exit the note and go to the appropriate tab in the EHR.

43. Document required information (education, health factor, POV, etc.)

44. Return to the note.

45. Select “edit” note.

46. Go to the “patient data objects” folder located at the bottom of the “shared templates” folder.

47. Drag or double-click the appropriate object into your note (you can drag it to the place that you want it to be).

48. Sign note when complete.

How to make a complex order
49. Select a the appropriate quick order of the medication you want to order.

50. Choose the tab called “Complex” and click it once.

51. Start with the first line and enter the dose, directions, and duration (1 day, 1 week, etc.).

52. At the end, you will be prompted to choose a conjunction (and, then…).

53. Go to the next line and enter the dose the patient will take after completing the instructions of the first line.

54. When you are done, do not select a conjunction –this tell RPMS that you are done providing instructions.

55. In most cases, RPMS/EHR will not be able to calculate the quantity or days supply required to appropriate fill the complex order. You will have to enter this information.

56. Click Accept.

How to order a bunch of labs at once
57. Go to the lab quick order.

58. Click on “lab sets.”

59. There are a number of lab set names. Lab sets can be created – just let your CAC know what you want!

60. When you click on the lab set, a predefined series of labs are ordered. You will be prompted to accept each one. You can choose to decline a lab if you want.

61. Medication sets can be created in the same way.

24.0 Contact Information

If you have any questions or comments regarding this distribution, please contact the OIT Help Desk by:

Phone: 
(505) 248-4371 or



(888) 830-7280

Fax: 
(505) 248-4199

Web: 
http://www.rpms.ihs.gov/TechSupp.asp
Email:
ITSCHelp@ihs.gov




























































































































































































































































Type YES to exclude the Progress Notes for this location from the Progress Notes Outpatient Batch Print Job. Do this if you want to print the Chart copies of the notes from this location in the clinic and not in the file room.





Type the appropriate printer name. This sets the default printer for Progress Notes; however, you can override this default at the time a job is printed.





Confirm the entry by typing YES.





Enter the M code that is executed prior to invoking the user’s preferred editor. It ordinarily sets local variables, which are then used in the editor’s header, etc. This is needed only if your facility is not using the standard Kernel editors.




















Type the earliest date for which you want documents to display.








Type the latest date for which you want documents to display.








Type the number associated with the appropriate summary.





Type 0 to enable the system the system to alert the cosigner only after the author has signed a document.


Type 1 to enable the system to alert the cosigner immediately.





Type WORK or CHART.








Type the latest date for which you want documents to display.





Type the appropriate patient name.











Type YES to enable the system to alert the signer or cosigner of a interdisciplinary parent note when a new entry has been added to the note.


Type NO to disable this alert.


This applies only to interdisciplinary parent notes.





Type YES to display and print parent and child documents alphabetically by Title.


Type NO to display and print these document by date.


This applies only to notes with interdisciplinary entries under them.





Type YES to have authors and cosigner of a document receive an informational alert when other people add addenda.


Type NO to suppress alerts.





Type YES to suppress system prompts for diagnosis and procedure information after signing or editing an outpatient document.


Type NO to have the user prompted or not, depending on the type of visit or on the parameter ASK DX/CPT ON ALL OPT VISITS.





Type YES to allow user to create a given document more than once per visit, such as multiple Progress Notes for a single hospitalization.


Type NO to limit you to creating only one document per visit, such as a Discharge Summary.





Type YES to allow non-MAS staff to print either work or chart copies.


Type NO to limit it to chart copies  only.





Type YES to have the user prompted to print a copy on exit from their preferred editor.





Indicate at what stage (before signature) you want the document to print, if any:


upon release (R), upon verification (V), or both (B).





Indicate at what stage (before signature) you want the document to print, if any:


upon release, upon verification, or both.





Indicate whether the system can create a new entry in the target file for documents defined by this definition.





Type an appropriate abbreviation.





Type the name of the appropriate document.





Type the file name.





Type the directory in which the upload process should store completed files.





Type the path and file name of the file that the upload process should look for.





Indicate the name of the person you want to receive upload error notifications. This person will receive notifications when a document cannot be filed or located or has missing fields.





Type YES to run the process in the foreground.


Type NO to run the process in the background as a task.





Type the appropriate clinic or ward name.





Type the names of any facility for which you want to have the separate printers set up to receive documents as they are signed. This might be independently defined for each facility within your organization. You will then be asked for Chart Copy Printer or the Stat Chart Copy Printer.





Indicate the text tag you will use to signal to the upload process that the file or stream has been transmitted without difficulty and it needs to read no more lines of data.








Type the names of user classes that required cosignature for documents. For example, students, interns, and LPN classes might be identified as requiring a cosignature for Progress Notes.





Indicate the individuals who will receive alerts from the upload filer process when a document of the given type cannot be filed or located, or has a missing field. These are HIM staff members who process and verify uploaded documents.





Type the name of the category for which you want documents to display, such as Patient, Author, or All.





Type the Class name of the clinical documents that you want to display, such as Progress Notes, Addendum, Discharge Summaries, Clinical Procedures, Laboratory Reports.





Type the value associated with the appropriate document, such as undictated, untranscribed, unreleased, unverified, unsigned, uncosigned, completed, amended, purged, deleted, retracted (use ALL for all of these).




















Indicate the free-text tag or signal used by to the upload process to determine that a new document record header has been encountered.





Indicate the text tag or signal used by the upload process to determine that a new document record header has been encountered.





Indicate whether you will be uploading captioned (C) or delimited string (D) formats for the header of each document.





Indicate the source from which you will upload documents. This only applies when the ASCII upload protocol is used.


Enter Host to indicate to the upload processor that the course of the data is an ASCII hold file.


Enter Remote to indicate to the upload processor that the data is an ASCII stream coming from a terminal emulator on a remote computer.





Type the earliest date for which you want documents to display.





Type the appropriate institution name.





Type the string of characters used by Transcriptionists to represent a blank when that person in the dictation cannot understand a word or phrase and therefore cannot include the information in the transcript. Example: @@@/





Type 0 to have system not prompt you to enter a primary provider for a standalone encounter.


Type 1 to have system prompt you to enter the default provider for the given location associated with a standalone encounter.


Type 2 to have system prompt you to enter the default author, if the author is a provider. If the author is not a provider, the prompt has not default.





Type YES to suppress the prompt, which asks if you want to see available Progress Notes before entering a new note.


Type NO if you want the system to display this prompt: If you answer NO here, each user can override it under Personal Preferences.





Indicate whether you want to optimize the list of either performance or security.


Performance: When a performance-optimized system creates a list, the system bypasses business rules so even notes the user cannot view are listed.


Security: When a security -optimized system creates a list, the system excluded any document you are not authorized to view.





Enter the number you want to use as a divisor in determining line counts of transcribed documents (from 10 to 80 characters).





Type the number of days that determine how far in advance a future appointment can be selected when entering a document for outpatient care. Allowable values range from 1 to 180 days, defaulting to 1 day.





Type the number of days following transcription or hand entry before an author or expected cosigner is notified of a deficiency. If no grace period is entered, clinicians are not notified of overdue signatures.





Type the appropriate date; this date indicates when the system will begin sending signature notifications.





Type YES to activate the electronic signature component of TIU for the designated facility.


Type NO if you do not want to enable the electronic signature; make the necessary provisions for capturing written signatures on chart copies of TIU document and have the HIM staff mark each document as “Signed on Chart.”





Type the appropriate institution name.



























































Type the appropriate division .





Type the appropriate printer name. This sets the default printer for Progress Notes; however, you can override this default at the time a job is printed.





Type the name of the division (using 3–26 characters in length), as it should display on the footer of Progress Notes and forms printed using the terminal digit outpatient sort





Type the appropriate division name.





Type either WORK or CHART.





Type the name of the printer to which you want to print.





Type the number associated with the appropriate document.





Type the latest date for which you want documents to display. The system displays the notes in the indicated interval.





Type the earliest date for which you want documents to display.





Type the patient’s name. The system indicates the date range for which documents associated with that patient are available.





Type the latest date for which you want documents to display.





Type the earliest date for which you want documents to display.





Type the Class name of the clinical documents that you want to display, such as Progress Notes, Addendum, Discharge Summaries, Clinical Procedures, Laboratory Reports.





Type the value associated with the appropriate document, such as undictated, untranscribed, unreleased, unverified, unsigned, uncosigned, completed, amended, purged, deleted, retracted (use ALL for all of these).





Type the number associated with the appropriate document.





Type the latest date for which you want documents to display.





Type the earliest date for which you want documents to display.





































































































Type the appropriate patient name. The system displays general data regarding the patient and indicates the date range through which associated documents are available.





These are field numbers, which is why there isn’t a #1.











Type the name of the printer.
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