P‘“ SERV’CES.

RESOURCE AND PATIENT MANAGEMENT SYSTEM
RPMS Electronic Health Record
(EHR)

Inpatient User Guide

Version 1.1
February 2008

Office of Information Technology (OIT)
Division of Information Resource Management
Albuquerque, New Mexico




RPMS Electronic Health Record (EHR) vl.l

DOCUMENT REVISION HISTORY

Date of Location of Revision
Change Revision

Inpatient User Guide [ Document Revision History
February 2008



RPMS Electronic Health Record (EHR) vl.l

FOREWORD

The Indian Health Service (IHS) Office of Information Technology (OIT) National
Electronic Record (EHR) Training and Deployment Program “EHR for Inpatient”
workgroup has diligently worked to prepare the necessary deployment and training
documents to facilitate the deployment of EHR in the Inpatient setting. We hope that
you find these documents helpful.

The Office of Information Technology would like to sincerely thank all the members
and guests of this workgroup. They spent long hours preparing these documents and
even longer documenting their experience and deserve our appreciation. Without
these dedicated workgroup members this would not be possible. A special thanks to
Shirley Teter, OIT, for her assistance in formatting and ensuring consistency in our
documentation. We would like to give special recognition to Crow Indian Hospital
(CIH), Fort Defiance Indian Hospital (FDIH) and Cherokee Indian Hospital Authority
(CIHA) for their dedication in both deploying EHR within the Inpatient setting and
serving as subject matter experts (SMEs) for this project. Finally, we are indebted to
our colleagues in the Indian Health Service for their support, encouragement, and

input.

Members of the “EHR for Inpatient” workgroup include:

Robin Bartlett, PharmD

Clinical Application Coordinator
Cherokee Indian Hospital Authority
Cherokee, North Carolina

28719

Bradley Bishop, PharmD, MPH
Tucson Area Clinical Application Coordinator and Pharmacy Consultant
c/o Tucson Area Office

Tucson, Arizona
85746

Jan Chase, RHIT
Tucson Area HIM Consultant and Compliance Officer
c/o Tucson Area Office

Tucson, Arizona
85746

Carole Good, RHIA, CCS
HIM Director and Clinical Application Coordinator
Crow Indian Hospital

Crow Agency, Montana
59022
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Pat Gowan, MPA, RHIA, CPC

IHS Health Information Management Consultant
Phoenix Area Office & Acting Lead

Phoenix, Arizona

85004

Wanda Lambert, BSN, RN
Inpatient Nurse Manager
Cherokee Indian Hospital
Cherokee, North Carolina
28719

Jason Loepp, RHIA
HIM Director

WW Hastings Hospital
Tahlequah, Oklahoma
74464

Carlene Mclntyre, PharmD, MPH
Pharmacy Consultant

IHS Office of Information Technology
Albuquerque, New Mexico

87110

Rhonda Nelson, DPM
Clinical Application Coordinator
Fort Defiance Indian Hospital

Fort Defiance, Arizona
86594

Toni Potts, BBA

Oklahoma Area Clinical Application Coordinator
WW Hastings Hospital

Tahlequah, Oklahoma

74464

Megan Powers, MBA, MSIM (Contractor)
EHR Deployment Coordinator

IHS Office of Information Technology
1616 E. Indian School Road, Suite 355
Phoenix AZ 85016

Clarence Smiley, MPH, MT(ASCP)
National Medical Informatics Consultant
Reference Lab Interface and PCC+
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IHS Office of Information Technology (Tucson)
c/o Cherokee Indian Hospital

Cherokee, North Carolina

28719

Leslye Rauth, MPH, RD, CDE

Clinical Application Coordinator

Winnebago Comprehensive Healthcare Center
Winnebago, Nebraska

68071

Phil Taylor, BA, RN (Contractor)
Clinical Application Specialist
Medsphere Systems Corporation
Carmel, Indiana

46032

Shirley Teter, MA (Contractor)

Technical Writer

IHS Office of Information Technology (Tucson)
Tucson, Arizona

85701

Dominique Toedt, MD
Hospitalist

EHR Physician Lead
Cherokee Indian Hospital
Cherokee, North Carolina
28719

Lynda von Bibra, RN

Clinical Application Coordinator
Fort Defiance Indian Hospital
Fort Defiance, Arizona

86594
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1.0 Provider

This section provides information about various inpatient activities for the Provider.

1.1 Admission

Providers will not use POV or E&M codes for hospitalization.

Providers will write an H&P and enter orders.

1.1.1 Admit from E.D. or Clinic

Follow these steps:

1. Choose the E.D. or clinic visit that the patient is currently checked in.

2. Add yourself as a provider.

3. Write orders using the Write Delay Orders function. If the patient goes to a

different location, you will need to write new delayed orders and d/c the previous
delayed orders.

NOTE: Make sure pt isn’t already admitted by ADT. If so, orders
are written as active inpatient orders instead of delayed.

[Fie View dowor Dpioes

| [T - A B it Proraeag L Pl Aoseat] - ML SEPACES
Lab ::I:.'J‘I.-JIJ".'H-'I DEHO LAME §F ONCE bnahcatiors. TYPE 2 DSABE TES WELLITUS LB St -1 iy -
| ME TFORMM RS DAL SO0MG ‘e BTN
¥ Dur Mgty  TAKE OME TABLE T WMOLITH TWACE & D% THC BLODD SUGAR - TwWF Sagy ISTAAT e W L2
[_.—""""""-' e | Chasriity 180 Aol 3
3 2 HYDIROCHLOAD THIATIDE TAR 290 St OS2AE
T Duat Bipcdy  TAKE OWE MALF TABLET MOUITH EVERY WMOFiwG THE BLODD PRESILRE Chop ETAAT Mg e
e ity 3 Plakily 11
OuRatiest badicsare ASFF] T [ ininag e TN
:f:"; ek o Our Mgy TAKE ONE TASLET WOLTH EVEFY D' Fup ST Hage L
o e W Aelili ]
[T
R Pt TLYBUFIOE a5 TAE™ St LTI
Fcheliagy Dl Dt Out sk TAKE 504G MOUTH EVERY DY 110 HELP CONTADL BLODD SUGARS B IS0 HagmM Er
gt W] Grach Chschey Gty 50 il 1
Lorady Plasin: i iy PERICILLINES et 12T
i ey e LE ] T

Figure 1-1: Delayed Orders Function

4. After selecting Delayed Orders, the Release Orders dialog displays.
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& Eelease uraers

Jemao Patient C iz currently on CHART BEYWIE"S
Jo treating specialty iz available.

(st Too Mau

Admit Talou
.-’-'-.dmit Tok=u

Admit To Ob

Inpt Pozt-0p

Inpt Pre-Op

Pozt Op Day Surgerny
Pre-0Op Day Surgery

Figure 1-2: Options to Selected

5. Select one of the options, like Admit to MSU, to display the Admit Patient dialog.

-

2 Admit Patient (Delayed Admit To Msu)
Fat
Event; |ﬁDMIT TO M5U €————Fverything must match
. where the patient is really
reating Specialty: | [ going to go or orders will not
Attending: | = become active.
Frimary: | j
Diagroziz
Condition | i
Admit Patient ADMIT TO MSU

Figure 1-3: Sample Admit Patient Dialog

a. Treating Specialty: select the correct admitting specialty.
b. Attending and Primary: put yourself as both Attending and Primary.

c. Diagnosis and Condition: type in the admitting diagnosis and condition. For
example, Diagnosis = Cellulitis and Condition = Stable.

d. Click Accept Order. It will display as a Delayed Order.

Inpatient medication menu --- make sure you DO NOT use outpatient med menu

Inpatient User Guide 2 Provider
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4 Daone
Anemia & Anticoagulation Me  Eye/Ear/Mose/Thioat Meds  Rheumatoid arthritiz meds
Anticorvulzant & Ansiolptic M Gazstrointestinal Meds Steroidal medications
Antideprezzant meds Genitourinan meds Substance abuse meds
Antibistaminedantiemetic med  Hormone modifying meds Thyroid meds
Anti infective meds [Injectable  Immunozupprezzant meds Yitaminsupplement meds
Anti infective meds [oral & top
[ zteoporosis meds ROUTIME I FLUIDS
Cardiovascular meds [oral]
Cardiovascular meds [injectat  Painffever/muscle relaser me  **Continuous 1Y FliudsAddditi
Dermatologic Meds Paychotherapeutic meds
ALL IMPATIENT MEDS
Diabetez Meds Rezpiratary Meds
ETOH *Withdrawal
Figure 1-4: Inpatient Medications Selections
Make sure you sign off on the delayed orders
| _Event | Service Oides | | Provider | Musse | Clek | Chat | Stabes |
Delayed A ASDST  »> Admat Patient Admit to M5U Helzon, R unieleased
Specialty: GEMERAL MEDICINE
Anending: TUTT MICHAEL L
Primary: TUTT_MICHAEL L
Diagnosis celluliis
Condition: stabe "UNSIGHED®
Delayed A Mursing >»> Activity: Melson, R delaped
Ad Lib
Keep Leq Elevated (left)
“UNSIGHED*
Delaped A »» DIET Melson. R delaped
Full Liquid
*UMSIGNED"
Delaped A > Helson, R delayed
Salinelock IV "UNSIGNED*
Figure 1-5: Written Orders on Orders Tab
NOTE: Another option to transfer the outpatient meds to inpatient
is to go to the medications tab after you have completed picking all
the other inpatient orders from the inpatient menu. Highlight the
orders you want, select Action = Transfer to Inpatient.
Inpatient User Guide Provider
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Wiew | dction
Actin  Mew Medication... Dutpatient Medications I E xpires Status Last Filled I Refills Remaining || #

Change... TE0MG/EML SOLLITION Qty: 120 for 30 days

Discontinue | Cancel... AN 1/2 TEASPOONSFUL] BY MOUTH EvERY & Dovelle  Expired - (1-0ct-2005 0

Renew. .. O FOR: FAIM OF, FEVER

Copy to New Order, ., 01% 0INTMEMT [15GM] Gty 15 for 10 days

Transfer ko Inpatient. .. - i B

o E | AMOLIMT TO AFFECTED AREA TWICE 4 Day  U+Ma-2006  Expired - D4-4pr2005 U

efil... ISPENSED IN CLINIC FROM OMMICELL.

Chraric Medication b REAM Qw120 for 20 daps
Sig: APPLY THIN FILM MOISTURIZING CREAM 120G T0 AFFECTED  DMa-2008  Expired — 04-Apr-2008 L
AREA EVERY DAY
IBUPROFEN 100MG/SML SUSP Gty: 120 for 10 daps
Sig: TAKE E ML BY MOUTH EVEFY & HOURS IF NEEDED FOR paly  D¥Maw-2008  Expred —— 04-Apr- 2008 L
“SHAKE WELL: TAKE WITH FOOD OR MILK
ACETAMINDFHEN S0MGADEML DROPS  Diy: 15 for 5 days
Sig: TAKE 2 ML BY MOUTH EVERY 4 HOURS IF NEEDED FOR PAIN  04-May-2006  Ewpied  O4+Apr-2006 0
OF FEVER DO NOT DISPEMSE IN FHARMACYI MEDICATION
DISPENSED IN CLINIC FROM OMMICELL
AMOXICILLIN Z60MG/SML SUSF Qty: 150 for 7 days v

T | Ltk bd cocdin abimane | =TV O | Chobin

Figure 1-6: Transfer to Inpatient Option on Action Menu

You will then again get the pop up of what you want to link this to

2 Transfer Medication Orders

BNl=] x|

~

Jimmylrma K. currently is an outpatient,
Ma treating zpecialty iz available.

o Delay releaze of transfered arders until

Admit To kzu

Admit Talew

Adrmit Ta Mau

Adrit Ta Murzen
Admit To Ob

Inpt Post-Op

Inpt Pre-0p

Post Op Day Surgermy
Pre-Op Day Surgery

Cancel

Figure 1-7: Sample Transfer Medication Orders Dailog

If you get an error that a certain drug cannot be ordered from a picklist on an
inpatient, discuss with Pharmacist or CAC.

Once you sign the orders they will release & print to the designated admission unit

after ADT occurs.

1.1.2

Direct Admit with Chart #

1. You can choose the New Visit tab & Chart Review (for the Visit Location) to
write a delayed order to admit the patient and leave off all other orders until you
see the patient if you want.

Inpatient User Guide
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‘Encounter Settings for Current Activities i
i~ Emcounter Location
| Appoiniments / Visks | Hospial Adméssions
Wisst Location of izt
[CHART REVIEW [ Monday . December 19,2006 ]
ACL - FROVIDERS d Tine of Wisat
ACL -5, BEMALLY
ACL -V, JAOUES A [nasan =
’ Type of Visk
[ Memal -

~ Encounter Pros Setect this tab bo creste an encounter not associated with an outpatient appoinbment or inp:
All Providess Prowiders for this Encounter

| |
AHASTEEN JAMESITA 4]
AJERD-EHLERS JOANNE ~
AKIN.SEAN P il
ALCOTT CORRAINA L
ALEXANDER M&RY JO Rl |

Ok I Cancel

Figure 1-8: Sample Encounter Settings for Current Activities Dialog

2. After the patient has been admitted in ADT, write the H&P and remaining orders
using the hospitalization as the visit context.

] MSU - CHRIST JOSEFH
--EmmmLocaﬁu_n_;- .
| Apportments /Visits || Hospital Admissions | New Visit
|| hssto i T Daerme |
1ald BT S
i

AJERO-EHLERS JOANNE
ARIM SEAN P

ALCOTT CORRAINA L
ALEXAMDER MARY JO

A e s

‘ 'MIEENMESM

Figure 1-9: Hospital Admissions Tab
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1.1.3  Direct Admit with No Chart #
1. Notify admission staff immediately of planned transfer to the facility.
2. Give admission staff the following:

a. Patient name.

b. Patient date of birth.

c. Referring facility name, phone #, and a contact.

d. Instruct referring facility to fax a face sheet to admissions staff.

e. Give admissions your pager or phone # to call you when pt has been given a
chart #. Then you can write the order to admit as a delayed order before pt
arrives, using Chart Review as the visit context.

f.  Ward nursing staff will notify admissions immediately upon arrival of the
patient to the floor. The admission time is entered as the time the patient
arrives on the floor.

1.1.4  Admit From O.R.
1. Choose the patient from the Clinic list of OR-XXX.
2. Write delayed orders the same as in Admit from E.D. or clinic.
If the patient’s hasn’t been entered for an appointment, the pt name will not be
on the list.
In this case, choose the New Visit tab and Chart Review as the visit context.
1.2 Ongoing Patient Care
1. Notes

Choose title of INPT for the specialty progress

Include information for the pharmacists if meds are changed etc.

Consults should be answered with the title of Consult your specialty

2. Orders
These are written as active orders
1.3 Transfer
The Transfer information addresses “To Different Ward” and “To & From OR”
situations.
Inpatient User Guide 6 Provider
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1.3.1 To Different Ward

The Providers WILL want to choose delayed orders for this & do it prior to ADT
entry BECAUSE this will copy active orders, which can save a lot of time. The CAC
will explain which types of orders will discontinue automatically on transfer.

|Fle View Action Dptions

Viaw Orders Active Drders (ncludes Pending & Rec

[ | Service

Active Orders [inchudes

Orders

‘wiiite Diders e U

Laboratony Out. Meds
Imaging

Dutpatient Medicabons
Inpatient Medicatons Dut. Meds
IV Fhads

Tesxt Ony Order
Lab Queck Orders
Radiology Quick Drders Out Meds
Oupt Med Quick Orders
Consults

Admission Orders Allergy

To transfer, choose Delayed m

‘AB
B e P Ve II_BI.E
Quantity: 180 Rehll
HYDROCHLOROT
TAKE ONE-HALF -
Quantity: 30 Refills:
ASPIRIN TAB EC
TAKE OME TABLE
Quantity: 90 Refills:
*GLYBURIDE SMC
TAKE 5MG MOUT
Quantity: 30 Refills:

Reaction to PENIC

Figure 1-10: Delayed Orders Option in Write Orders
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& Release Orders =JIE g

DemoAlvin Beves iz curently admitted to 51
The curent treating specialty iz GEMERAL MEDICINE

5]

Ize Admit: if patient iz newly admitted ta the hozpital ar nurzing home.
I1ze Tranzfer: if inpatient will mowve from one ward or treating team to anather.

Transfer Ta lou

Digcharge From lou
Dizcharge From keu

Dizcharge From Murseny Highlight the ward you are
Dizcharge From Ob transferring TO and then
Inpt Post-Op click OK

Inpt Pre-Op
Post Op Day Surgeny
Pre-Op Day Suragm )

Tranzfer Tolcu
Tianzfer To Mau
Tranzfer To Ob

Admit T lou
Admit To Mau
Adrmit Ta Murseny
Admit To Ob

Ok | Cancel |

Figure 1-11: Highlighting Ward for Transfer

This now takes you to Transfer Patient dialog. Click the Accept Order button.

2 Transfer Patient (Delayed Transfer To lcu)
Event: |TRAMSFER TOICU |
Istructions: |

TRANSFER TO ICU

Figure 1-12: Transfer Patient Dialog
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1.3.2

After accepting the order, you will then get a pop up of all the current active orders
which will allow you to select the ones that you wish to continue on the next ward.

With medication orders, the provider will be prompted to edit, if necessary.

CAUTION Check for comments on pharmacy orders to make sure
they are appropriate.

2 Copy active orders for selected event =]

Highlight caders bo be copied to delaved releaze event Delaped Transfer Tolou J

Senace Orders ‘ Start / Stop ‘ Status ‘

Inpt Med:  MAGMESIUM GLUCOMATE LIQUID ORAL Start 11721006 0500 | active -~
BAMG/SML Stop: 12021506 12200
2501 G TUBE SA-SLSAT AMD SUM EID
FERROUS SULFATE 25MGAL SOLN Start: 11/22/08 07-00 | active

24ML G TUBE OQAM WITH BREAKFAST DO Stop: 12/22/06 12-00
NOT GIVE 'W1TH CALCILM

MAFCILLIM IMJ Stark 11/21406 12200 actve
.TS0GM IV (EH Stopc 12401406 24:00
ACETAMINOPHEM 180MG/SML U/D Stark: 1120408 11:00 actve
LIQuUID ORAL Shopc 12420006 12:00

240MG/7.5ML PO QDAY PREMEDICATION 1

HOUR BEFORE YANCOMYTIN

DIPHENHYDRAMINE U/D ELI<IR Start 11720006 11:00 active
12 5MG/AML PO QDAY PREMEDICATION 1 Stop: 12720408 12-00

HOUR BEFORE YANCOMYTIN

TACROLIMUS 1MG U/D CAP DRAL Stark 11/20406 0200 actve
WG PO QéM Shopc 12420406 12:00
ACETAMINOPHEM 180MG/SML U/D Stark 11706 1800 actve
LIQUID ORAL Stopc 12413406 12:00
240MG/7.5ML PO Q44 PRM FOR FEVER OR

HEADACHE

AMLODIPIME SMG U/D TAR Stark 11706 21:00 | active
EMG PO BID Stop: 1218406 12-00

ZIMC O<IDE OINT TOP 20 Start 1119406 07:25  active

SMALL AMOUNT TOP AS DIRECTED EVERY | Stop: 1219406 1200
DIPER CHAMGE WITH CLOTRIMAZO0LE

CLOTRIMAZOLE CREAM TOP 1% Start 111906 0500 active e

Figure 1-13: Copy Active Orders for Selected Event Dialog

The regular inpatient order menu will pop up after this (if you need to add anything
else).

To & From OR
Review site hospital policy regarding d/c orders for patients going to OR.

EG Policy states all orders are to be discontinued when the patient goes to
OR->Consideration: Do not discontinue pending Lab & X-ray orders (this is to avoid
the cultures & x-rays from being discontinued prior to read), other labs such as BMP,
CBC etc. could be cancelled if you really don’t want them..

1. Discontinue all floor orders (the RN does this when the patient goes to OR).
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]

2. When doing the post op orders the doctor will choose the hospitalization as the

visit context.

3. Highlight the discontinued orders and then right-click.

tive Orders (includes Pending & Recent Activity] - ALL SERVICES
Active Orders [includes | Semvice Order |

Duration Provider | Nurse | Clerk | Chart| Status ‘

START AT 8PM TONIGHT [11./20/06)

Iript. KETOROLAC TROMETHAMINE [NJ Start: 11/20/06 20:00 Scherf,C
Meds 30MG ML WP OEH FOR 4 DOSES ONLY, Stop: 11./21/06 20:00

SDL

DTE  active H

‘wiite Delaved Orders | CFFAEATI N TN Start 112006 1544 | Sekef 17 snl NTR | artive
Figure 1-14: Highlighting Discontinued Orders

[pt. FETOROLAC TROMETHAMIME [MJ Start; 11/20/06 20:00 Schert,C SOL DTE  active

Meds A0MGATRL VP QEH FRR A MAEES AR Shees A0 2 A6 20:00
START AT 8PMT|  Details...
CEFAZOLIN INJ ' Administration Histary. .. J20/06 15:44 | Scherf C sS0OL DTE | active
1GM WPE LEH 1/30/06 12:00
MORPHIME 2MGs  Mew Medication. .. 1/20/06 15:46 | Scherf,C s50L DTE | active
1-2 MG [0.5-1 ML) 1/24/06 12:00

Lab COMPREHENSI]  Change... 1/07/05 Scherf,C pending

SPOMCE LB #40;  Copy to Mew Order, .

Discontinue [ Cancel. ..

Figure 1-15: Selecting Discontinue/Cancel Option

4. Choose Action = Copy to New Order & then enable Release Copied Orders

Immediately.

5. Sign the orders.

[Action Uphions

T EngE .
Copy bo New Crder, .,

b Discopkirpge L iCancel

Change Release Event

Fenew...

Alert when Results. ..
Complete, ..

Flag. ..

Unflag...

Werify, .,

Chart Review. ..
Crder Comments. ..

Release without MD Signature. ..
Signature On Chart. ..

Figure 1-16: Copy to New Order Option
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2 Copy Orders

BNl=] x|

Ramirez,Diane iz currently admitted to MSU
The current treating specialty iz SURGERY

IJze Admit: if patient iz newly admitted to the hospital or nurzing home.
I1ze Tranzfer: if inpatient will mose from one ward or freating team o another.

E
v Felease copied orders immediatels ]

“—~——FretayrefearE o Copied-order

Ok

ok
Cancel

Figure 1-17: Copy Orders Dialog

1.4 Discharge
1. Write a discharge note.
2. Write a discharge summary, according to local policy.
3. Use Inpatient Menus in the Write Orders
Wwiiite Orders MORFHIN
N 1-2 MG [0

*MEDICATIONS Lab COMPREF
Outpatient 5P OMCE

IMAGIMG
R outine
Puortable
Stat

*MISC

Cutpatient Mursing
IrnnLnizations
italz/teazurement
COMSULTS

ALLERGY
CUABETES DCivShdE

INPATIENT MENUS || ]
FEITHRAINT |

RESTRAIMTS MELC!
Test Order #1 ]

wer Sheet . Motfications 4 Maotes 4 Orders 4 Fr

Figure 1-18: Inpatient Menus Option

4. Choose the Discharge Order menu.
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A vor

DEPARTMENT ORDERSETS NURSING DRDERS STAT ORDERS

EMT ACTMTY

EYE CALL PARAMETERS

MEDICIME ETHO

OB/GYH Civwia

ORTHO DIET

FPEDIATRICS ciwa eval CONSLULTS

PODIATRY DIET NPD

SURGERY EKG 12 LEAD Allesgy/Adverse Reschion
FINGERSTICK. BLODD SUGAR

INPATIEMT LABS IMMUNIZATIONS AADULT B i | —

ICL LABS [ALL ARE WARD COLLECT  IMMUMNIZATIONS/FEDS DISCHARGE ORDERS

MSU NURSE COLLECT LABS 1&:0%

PHLEBOTOMIST AWM COLLECT LARS  O<vGEM & RESPIRATORY T« ORDE

ALL LAB TESTS PATIEMT CA&RE ORDERS
RESTRAINT

INFATIENT PHARMACY Salinelock

MEDICATIONS WVITALS

COMTINUDOUS IV FLUNID WITH ADDIT - TEXT ONLY ORDER
CONTINUOUS vV FLINDS
OTHER Iv¥ FLLIDS

IMAGING
ROUTINE
FORTABLE
CT ORDERS

Figure 1-19: Sample Inpatient Orders Options

5. Select all that apply by holding down the Control key & left mouse click.

i1l
DISCHARGE ORDER
Dizcharge fraom Hospital
Dizcharge Activity
Dizcharge Diet
Dizcharge FAU Apt
COMSULTS
Outpatient tedications [all]

DISCHARGE TEXT ORDER
Figure 1-20: Sample Options for Discharge Orders

6. For the medications you can transfer the inpatient ones to outpatient meds by
going to the Medications tab.

Inpatient User Guide 12 Provider
February 2008



RPMS Electronic Health Record (EHR) vl.l

2 LITTLEHALE JOYCETTA's Sign On  IHS - TRAINER

User Patient Tools Help Learninn  Refresh

Patient Chart  Cormmunication

Second, select am Unassigned
Action -> Transfer to Outpatient a1f Chrisman G
Wik w | Action
Actio Mew Medicakion, .. Expires Status
Change. .. ALUMINE 347% Lk 30 bar 71 days
Discantinue | Cancel. .. oo e fomene
Actil  penew. |npatient Medications
Copy bo Mew Order,,
Tfa'jsfer ta Lutpatient... 0] 50 ML First, highlight the orders you want
Refill... to copy to outpatient by using the
MORFHINE 2MG ML N 4« Control key and left-clicking

Give: 1-2 MG [0.5-1 ML) VP 3TH PRM
KETOROLAC TROMETHAMIME 1M

Give: 30MGML WP QEH YFOR 4 DOSES DMLY, START AT 8Pk TOMIGHT [11/20/0E)
in DEXTROSE 53/ 1425/ 20MEQ KCL 1000 ML 125 ml k(a0

CEFAZOLIM NS 1 Gid

in SODIUR CHLORIDE 0.9% [50] 50 ML

LEH OWER 30 MIMUTES

Figure 1-21: Selecting Transfer to Outpatient Option

Be sure you read each order before you accept it & sign it. There are some
inpatient medications that cannot be transferred to outpatient medications. In
which case, you will need to go to the outpatient menu to select the discharge
medications.

NOTE: The following functionality only works if a manual release
of the orders is finished; otherwise, the order will sit there until the
patient is discharged (i.e., the release event has occurred) and that
doesn’t fit with the inpatient workflow.

Go to the Orders tab and click on Delayed Orders. The Release Orders dialog
displays.
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® Release Orders
Demo Patient C iz curmently on FO-PHARMALCY
Mo treating specialty iz available.

Delay releaze of new arder(z] until

Adrmit From Observation Status Tao Full Admizsion
Admit Tao low

Admit Tao kzu

Adrmit To Hurzery

Admit To Ob

"Discharge from....." would
display here

Figure 1-22: Sample Release Orders Dialog

It is also possible to write delayed discharge orders, as shown below.

Discharge Date

Enter the date thiz dizcharge will become effective.
[Thiz aids pharmacy in prepanng prezcriptions. |

Effective D ate

| B
| ] | Cancel |

Figure 1-23: Discharge Date Dialog

Usually the Discharge Type is Regular.
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= Discharge Patient [Delayed Discharge From Msu)

Event: |DISCHARGE FROM MSU -

Dizcharge Type: || -

. |DEATH AFTER 48 HRS W AUTOF & !
Instructions: DEATH AFTER 42 HRS w0 AT~ Enker the type of discharge for this patient.
DEATH /1 48 HRS w AUTOPSY

DEATH "/ 48 HRS W/ /0 AUTOP:

DISCHARGE FROM MCHU/DOM

IRREGLLAR [Ahda)

IRREGULAR [AMA)

IRREGLLAR DISCHARGE ﬂ

Cluit

DISCHARGE FROM M5U Accept Order

Figure 1-24: Sample Discharge Patient Dialog

It will then take you to the menu where you can select the outpatient meds for the
discharge.

When you choose the outpatient meds at this point, EHR will show them as delayed
orders.

Delayed Dis| ADAT arge from MSU REGLILAR Start: 10430405 13:32 | Nelzon R

Delayed Dis| Out. CORTISPORIN [PODIATRY] SUSP.RTL Melsan R pending
Meds APFLY 2-3DROPS TO TOE AFTER
SOAKS TWICE & DAY - SHAKE WELL
BEFORE USING DO MOT FILLIN GIVEM [N
CLIMIC FROM OMMICELL.
Quantity: 10 Refilly: 0
Delayed Dis CLINDAMYCIM CAP.0ORAL 150MG Melzon.R pending
TAKE TW0 CaPSULES BY MOUTH
THREE TIMES & D&y UMTIL ALL TAKEMN
FOR INFECTIOM-ITH FULL GLASS OF
WATER DO NOT FILLN GIVEM IM CLINIC
FROM OMMICELL.
[uantity: 60 Refills: 0

Figure 1-25: Written Orders on Orders Tab

If you forget some outpatient meds & want to add more, highlight the delayed orders.
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File ¥iew Action [Qphons

“iew Orders
Active Orders (includes

[ elayed Dizc

‘wiite Delayed Orders

‘Write Delayed Discharge
>LABS
Departrments/Clinics
Outpatient Labs

Top 43

Micrmobiolagy

Inpatient Labs

AL In*Clinic Labs

>MEDICATIONS

Inpatient
[ Fluids

Iy
Outpatient

>MISC

Outpatient Nurging
Immunizations
Vitals/Measurements
INPATIENT ORDERS
ALLERGY

Delayed Dizcharge From Meu Orders
Event T Service | Order | Druration | Provider | Murse | Clerk. | Chart | E
Delayed Dim &/04T | »» Dizcharge from M5U Start: 10/30/05 13:48 | Melzon,R achic
Delayed Disi| Out. TERBINAFINE CREAM.TOP 1% Melson R pen
Meds APPLY SMALL AMOUNT TO AFFECTED

ARE& AT BEDTIME

Quantity: 24 Refillz: 0
Delayed Dix IBUFPROFEN TAB 200MG Melson,R pen

Figure 1-26: Discharge Date Dialog

TAKE OME TABLET BY MOUTH EVERY 4
HOURS AS MEEDED WITH FOOD OR
MILE FOR P&IN DO NOT FILLI
DISPENSED IN CLINIC FROM OMMICELL.

Guantity: 30 Refillz: 0

Discharge Date

Enter the date this dizcharge will become effective.
[This aids pharmacy in preparing preschiptions. ]

Effective Date

|
o]

Cancel |

The EHR will now allow you to add more orders. If you have ACTIVE highlighted it
will only show on the medication tab & not on the orders tab... it’s still there &
pending but rather confusing.

1.5

Orders Help

The following provides information that can help you with Pharmacy, Change Order,
Copy to New, Discontinuing Meds, PRN, Lab, Radiology, and Nursing orders.
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1.5.1 Pharmacy
izl _Dore |
DEPARTMENT ORDERSETS HURSIHNG ORDERS STAT ORDEAS
ENT Aty
EYE Cooll P serebion s
MEDCIRE Call owcdesn femp > 100 4
DBGYH CIW Urst Profocol
ORTHO LI, Floechut oy
PEDIATRICS Drbest COMELLTS
PODIATRY Dvbed HPD) Miraght
SURGERY ComaFE flrge Chacen| - Al b Faseivw
IPATIENT LABS ExG 12LeadNem—" (Jlick here for medication order:
IO LAES [ALL ARE WiARD COLLECT) Fi Eilad Samgar MECHARGE DRDERS
MU NURSE COLLECT H.-ﬂ‘fﬂw Catheden
PHLEBOTOMIST AM COLLECT LARS = — |imraras shiwi ol
ALL LAR TESTS #____f" Imnmrizaton:. Peds
| & Or's
DX GEN & RESPIRATORY
MEHCATIONS PATIEMT CARE ORDERS
ROUTINE IV FLUIDS — RESTRANTS —— || |, Y U
SALINE LODCK, ek here for standard 1Y solubions wse
MWINFUSIONS  ——_ WITALS
OTHER IV FLLRDS = e S TEXT OMLY ORDER
\, 1 , "——-______U___
MAGING | © —— . -
:IE:::ELE | I-|II'I hers far infusions - insulin |ir!['.-|-'|!| it RS ahi
CT ORDERS
II
Click here for all ather |V fuids. I creating your own
arder use with caution - call and dizeuss the order with
pharmae |
Figure 1-27: Sample of Various Quick Orders
4 ( ] Dione
Anemia & Anticoagulation Meds Eversk ar/Mozes [ hroat Meds Rheumatoid arthritiz meds
Apticohvulzant & Anxiolutic Meds Gastrointestinal Meds Steroidal medications
Antidepressant meds Genitourinary meds Substance abusze meds
Antibistarnine antiemetic meds Hormione madifying meds Thyraid meds
Anti infective meds [Injectabls] Immunosuppressant meds Yikamin/supplement meds
Anti infective meds [oral & topical]
Osteoporogis meds ROUTIME I FLUIDS
Cardicvazcular meds [oral)
Cardicvazcular meds (injectable] Painfever/muscle relaker meds *Continuous Y Fliudz/ddditives
Dermatologic keds Paychotherapeutic meds
L ALLINFATIENT MEDS J
Diabetes Meds Respiratony Medz
ETOH “withdrawal Mon Formulary R
Use this menu if you cannat find the drug in the subgroups
listed
Figure 1-28: Menu to Use
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4 ( ] Done
Mormal Saline 1000ml [V Dextroze 5% 1000m| [V
142 Mormal Saline 1000ml [V Dextrose 52 / MS 1000m W
Destroze 5%/ 1/2 NS 1000ml Iy
KLl 20meq in 1/2 M5 1000m| [V
KLl 20meq in M5 1000m] Iy D& 1/2M5 with 20meqg KLl
KLl 40meq in M5 1000m| 4 D5 1/2M5 with KCI 40 meg
D5 1/4 MS with 20meq K.CI
KLl 20meq in D5 1000m!
K.C1 40meg in 05 1000m| K. Rider 10meq ['VPE
K. Rider 10meq/100ml = 2 dozes
K. Rider 10meqg/100ml for 2 dozes
Lactated Ringers 1000l [V K. Rider 10meq 'VPE for 4 dozes
Figure 1-29: Sample Routine 1V Fluids Quick Orders
4 ( Dane
Aminocaproic acid 10gmA00mL maintenence dose Taneronn 2aumags250mL KaCl v
Aminocaproic Acid Y Sgmd260mL DEW loading doze Lidocaine 1gm./280mL D5W W infuzion
Amiodarone 900mg/S00mL DEw Laorazeparm 1rmgdml 1Y infusion
Diliazem drip [125mg./125mL) Midazolam 50mg/100mL MaCl 1Y infusion
Dobutamine 2mg/ml drip Morphine 50mg/A0mL PCA
Dopamineg 1E00meg/mL infusion Mitroglycernin 100mg [V infugion
E pineprhine 16mecgsmL drip Pherylephring Y infuzsion
Ezmolal 10ma/mL infusion Fropafol infusion
Heparin 100 Un/ml infugion Rehydration + thiamine+tdl+folic acid IV
Insuli intusion [1 Undml)
|zoproterenal 4mcg/ml infuzion
IMPATIENT PHAR AT
MEDICATIOMNS
ROUTIME IV FLUIDS
IV IMFUSIONS
Figure 1-30: Sample 1V Infusions Quick Orders
| USE THE FOLLOWING WITH CAUTION
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€ |V Fluid Order

(souiors|

SolutionAddditive

Yolurme Strength

Additives |
W3IZTROSE 10% N WATER INJ SOLN

DEXTROSE 102 IM WATER [MJ S0
DEXTROSE 5% IM 0.Z25%MALCL [M..
DEXTROSE 5% IM 0.45&MAT 707 7

DEXTROSE 5% IN 0.9%NaC | elaet th
DEXTROSE 5% IN LACTATE
DEXTROSE 5% IN WATER

DEXTROSE 5% IM WATER
ME%TROSF B3/ 12N/ 20k

| nfuzion Fate Pricirity
| mihr |ROUTINE =

g [\ solution first - it will appear hers

Accept Order
Cluit

Figure 1-31: Using the Solutions Tab

€ |V Fluid Order

Solutions I Additives I

Solutionsddditive

Qi

Yolume/Strength

| DEXTROSE 5% IN WATER 500ML [GLAS 500 kL
ACYCLOVIR 1M Fﬂ AMPHOTERICIN B IMJ MG
ADREMALIM <EFINEPH

AMICAR <A INOCAF

AMINOCAPROIC ACID INJ SOLN

AMIODAROMNE 1MJ . . Rermne
AMPHOTERICIN B INJ 7. welect the additive and enter the dose here,
AMPICILLIM IMJ

SRR LIRS RATT AR TR

Infuzion FHate Pricrity -

| —sen—merE=t=] . Enter the rate here

AMPHOTERICIMN B IMJ MG in

DE=TROSE 5% IN WATER S00ML [GLASS]IMJS0LN 500 mi

Accept Order
CIuit

Figure 1-32: Using the Additives Tab

1.5.2 Change Order

Select the medication you want to change and then select Action > Change. The

medication order will display.

This works better on inpatient than it does on outpatient. However it does pull the

comments with it so double check before you press Accept Order.
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Uauble Check the comments
before saving. This comment
will not make any sense 0 7

days [ater

T

:MAGING
R outine
Portable
Stat

=MISC

Outpatient Mursing
Imrmunizations
Witalz/Measuremen
COMSULTS
ALLERGY
DIABETES DYSM
IMPATIEMNT MEML

RESTRAINT

rrrrrrrrrrrrrrr

2 Medication Order Ed
|KETEIF|EILAE TROMETHAMIME IMJ
Dozage I Complex | Foute Schedule
30MGAML v PUSH |0EH ™ PRN
1| [15MG /0.5ML 0.3185 I PLSH [14H ACCUCHEE, OMLY ~
30k G AL 0637 IMTRAMUSCULAR [14H SLIDIMG SCALE
RO G A 20L 1.274 IMTRAVEMOLS [J4H.
MaSAL Q4H/
SUBCUTAMEDUS CI5kIM
[16-3H
-1 OEH o

Comments:

0OF 4 DOSES OMLY, START AT 8PM TOMIGHT (11./20/08)

Expected First Dose; TODAY [Dec 20, O8] at 12:00 Friority
[T «-- Check Here ta Give First Doze HOW ROUTIME j'
KETOROLAC TROMETHAMINE IMJ Accept Drderl
J0MGATML WP GEH FOR 4 DOSES OMLY, START AT 8PM TOMIGHT [11/20/08) |
Caticel

Figure 1-33: Reviewing the Comments on Medication Order

153

154

Copy to New Order

Not much need for this except for transferring from OR and back again.

Automatically pops up for delayed orders for other transfers.

Discontinuing Med Orders

Find the original order, highlight it, and choose Discontinue/Cancel on the right-click
menu. The Discontinue/Cancel Order dialog will display.

Reason should be Requesting Physician Cancelled.

medication.

NOTE: DO NOT EVER write a nursing text order to discontinue a
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155

1.5.6

First Dose Information

ACELNRE | LRI UL S DAy

azepine 100mg chew BID |iﬂ§dﬁmﬁunﬁrﬂur
It shows when the nest | [FENTANYL 25MCEMR PATCH Change |
axpected dose is based
upan schedules, By Scheduls
i _ |1 PATIJ-I’!H-IEHH |IFt|!-N‘5DEHHﬁ-L (a7 I~ PAN
clicking first dose now. it 3 7 [Fer P
praates 7 orders ﬂsp
automatically ane is a now Pt
order & the ather qets the ACMHS SLIDING SCALE
] BID =
|I.':|i>r.||-I back onto the ek
dosing scheduls.
L L T T 1 \\
Expected Fist Dose: Dec 20, 05 st 1200 Priodty
[~ <= Check Here 1o Give Frst Doss HOW ROUTINE -]
NTANTL Z5ML/HR PATCH SMOG/HA Aceapt Dider
‘EJE PATCH TRANSDERMAL 072H R
st

Figuré '1-.34: Reviewing the Next Expected Dose Information

PRN Orders

If you have a medication that is both a PRN & a regular scheduled standing dose, you
will need to write two orders.

Example, nebs

One order will be written as q 6 hours

The other order will be written as q 2 hrs PRN.
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2 Medication Order
JALEUTEROL 2.5MG/3ML PREMIX SOLMINHL

EIH

Doz | Roule Schedule
1 AMPULE 0.083%] [INHALATION DRAL  |C4H | [~ FRN
AMPULE 0.083%

THEF —a
ZHEP -
AL

1 IMHALATION 0.083%
2 INHALATIONS 0.083%

2 AMPULE 0.083% AC/HS ACCUCHEK
AC/HS OTHER
ALCAHS SLIDIMG SCALE
LY e v
’
Expected First Dose: TODAY [Dec 20, 05] ot 16:00 Priely
[T ¢ Check Here to Give First Dose HOW ROUTINE =

BUTEROL 2 5MG/3ML PREMEX SOLMNINHL 0.083% Accept Oides
OME AMPULE INHL ORAL Q4H |
Chusit

Figure 1-35: Writing Medication Order

1.5.7 Lab

It is important that you choose the correct menu; it matters because it prints in
different places depending upon who is drawing the blood & what time.

LDEFAHIMEN] URUEHSE D LIRS L LIFLIE 1Al UHLEHD

ENT ACTMTY

EYE CALL PARAMETERS

MEDICINE ETHO

OBAGYM o

DRTHO DIET

PEDIATRICS civa eval CONSULTS

PODIATRY DIET NFO

—SURGERT EKG 12 LEAD Allergy/tdvese Reaction

FINGERSTICK BLODD SUGAR

|MPATIENT LARS IMMUNZATIONS /ADULT ADMISSION

ICU LABS (ALL ARE WARD COLLECT |IMMUNZATIONS/PEDS DISCHARGE ORDERS

MSU MURSE COLLECT LABS 1D

PHLEBOTOMIST AM COLLECT LABS | 0XYGEM & RESPIRATORY T ORDE

ALL LAB TESTS FATIENT CARE ORDERS
RESTRAINT

NPATIENT PHARMACY Salnelock

MEDICATIONS WITALS

CONTINUOUS IV FLUID WATH ADDIT  TEXT ONLY ORDER

CONTINUOUS i FLUIDS

OTHER IV FLUIDS

[MAGING

ROUTINE

PORTABLE

CT ORDERS

Figure 1-36: Sample Inpatient Labs Quick Orders

Provided your laboratory package has been set up, inpatient labs can be set to repeat.
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For labs that start the clock from an event such as an M.I. enzymes, you can use N+6
hrs for ward collect x 3.

Order a Lab Test (Delayed ADMIT TO MSLI) 5[

Ayvailable Lab Tests GLUCOSE

|GLUEDSE

Callect Sample |BLEIEID (GEL] =]

GLUCOSE, CSF  <CSF GLU : —
GLUCOSE, FIMGERSTICK  « SPECITIEN IELDDD J Enter arder comment:
GLUCOSE-FLUID

GONOCOCCUS AMP LR - Urgency [ROUTINE | ||

GOWNOCOCCUS DMA REFLEX
GONOCOCCUS DMA REFLEX
GRAM STAIN <GRAM S];I

Collection Type I:Ellectinn DrateTime ||(-I|:|w Often? \I Haowe Long?

wiard Collect | |rtuw _|] lI:!EH 4['33

Clinizal Indication:

chest pain [r/o M) j

GLUCOSE BLOOD W QEH Indication: chest pain [r/o k] ;I Accept I:Iru:lerl

;l Cuit |

Figure 1-37: Fields to Select for Lab Test Order

Beware that N means the time the order is “released” for a delayed order for admit,
that is the time that the patient is admitted in the Admission package. So if writing a
delayed order, you may want to write a specific time in & then write q6 hours to
ensure they go correctly.

1.5.8 Radiology

System realizes that patient is inpatient & defaults to inpatient. There is no need to
use a different menu for outpatient unless you have order sets that include gastroview
(need to order the inpatient gastroview order).

1.5.9 Nursing Orders

Again, nursing orders should never be written to start or discontinue a medication,
lab, or x-ray order. If further clarification to one of those orders is needed, that is
directed to the nurse, then that is acceptable.

Nursing orders need to have a stop date, otherwise they will hang on the system.

If it is something that will continue for quite sometime, example a daily dressing
change, you could put a stop date of 30 days. If it is a one time order, you might put a
stop date of T+2 (which is 2 days from now).
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& patient Care Order EI
Patient Care

IT etanuz T oxoid j

| nztructions

Adulk Tetanus Booster, [ now.

Start Dates/Time Stop DatedTime

MO _| |N+1BH _|

Tetanuz Towoid :I Aocept Order
Adult Tetanus Booster, 1M now. —l
;I it |

Figure 1-38: Sample Patient Care Order

Notice in above example stop time is N+18H which is Now+18hours.
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2.0

Nurses

You must also make certain that your name is displayed in the Visit box whenever
you enter anything into the EHR.

2.1 Where to Locate Basic Information
The following provides information about where particular information is located on
the EHR window.

2.1.1  Posting WAD

A button located at the upper right corner of the toolbar that might read any of the

following: No Postings; Postings WAD; Postings A; Postings CWAD.

Click on this button and a “Patient Postings” dialog opens up. This lists any patient

Allergies, Crisis notes, Warning Notes, and Directives.

You can click on this any time you are in the EHR, it does not matter which tab you

are viewing.

2.1.2  Cover Sheet Tab

Throughout EHR information is displayed in panes (or windows).

You can change the size of the panes by placing the mouse arrow= on the divider

bar.

The mouse arrow will change into this shape. < Il . Then do a “left click and

hold” on the mouse and drag the mouse in the direction you wish to open or widen

the window.

Doing this allows you to view information more easily.

The cover sheet has panes with headings at the top of each:

e Problem List — Lists the active patient problems and date the patient visited the
facility.

e Adverse Reactions — Lists adverse drug reactions.

e Alerts — Lists advance directives, crisis notes, or warnings.

e Medications — By clicking on the radio buttons you can sort medications as
either All or Active, Inpatient, or Outpatient. The selection “All” will list all
medications — active, expired, discontinued, hold, inpatient and outpatient.

e Reminders — Lists any clinical reminders.
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e Vital Measurements — Displays the most recent vital signs and the date taken. A
graph can be displayed by clicking on any vital signs. For example, click on BP
and the “Vitals” dialogue box opens. The BP is then displayed in graph form.
Above the graph is a table which contains all the vital signs and the date recorded.

e Lab Orders — Displays lab results. You can click on the results you want to view.

e Appointments and Visits —Lists the past and future outpatient visits of the

patient.
2.1.3  Notes Tab
This tab has two parts:
e The left side of the window defaults to “All Signed Notes” which determines the
types of notes displayed.
e The right window displays the text of the note.
You are able to change the size of these windows as described in the Cover Sheet
section.
Throughout the EHR information that is highlighted is what is displayed.
The notes are listed by date, the most recent first, and then goes backward in time.
The most recent note is always highlighted and is displayed on the right side of the
screen.
2.1.3.1 Elements of the Notes Listed
Notes are listed in the following way:
[Oct 13,08[NURSING OUTPATIENT |PEDS — APPTH|BOB SMITH|
Date the note Note The Visit The Author
was written Title
Figure 2-1: Elements of Notes Information
2.1.3.2 Note Addendums
Notes can have addendums. You can identify them when the + sign appears beside a
note. This means an addendum is attached to the original note.
When you open the original note you will see “Has ADDENDA” in the header
section of the original note. The addendum is located at the bottom of the original
note.
2.1.3.3 Organizing Notes
Notes can be organized by any the of the following: Date, Location, Title, Author.
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To do, select View = Custom View.

Look for Group By field. Select an option from the drop-down list. For example
Author. Then click OK.

The notes will now be organized on the left side of the screen by whatever method
you chose, arranged in alphabetical order. The + sign means there is more
information behind it. Click the + and all the notes will be displayed, the + changes to
a —sign. Close the notes by clicking on the — sign.

2.1.4  Wellness Tab
This has two major windows - the right and left sides.
The right side of the screen gives information about immunizations and skin tests.
e Immunization Forecast - lists immunization due.
e Contraindications — lists any contraindications.
e Immunization History — lists immunization given and when.
e SKkin Test History — list skin tests, date and results.
The left side of the screen has three sections which record GPRA indicators.
e Health Factors - records health screening e.g., tobacco use, ETOH consumption,
etc.
e Education - records the education the patient has been given.
e Exams —records screening examinations (e.g., diabetic, rectal, prostate, breast,
etc), the date of the exam, and the result.
This is where the domestic violence screen is recorded and it is listed as “Intimate
Partner Violence.”
2.1.5 Medications Tab
This tab is divided in two halves - Outpatient Medications & Inpatient Medications.
2.1.6 LabsTab
This tab displays lab results by various methods.
The screen defaults to Most Recent labs, but you can choose other ways to view labs
by selecting a type of Lab Results.
e For example, click Cumulative, and the screen changes. Cumulative is a good
way to look at lab results for consecutive dates.
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2.1.7 Reports Tab
e Health Summary (listed on the left side). Click on the + beside health summary.

Click on FT. D. Adult Regular (the title might be different, like Adult Regular) to
view the health summary of your patient.

2.2 Wellness

The functionality of the Add, Edit, and Delete buttons is the same for all sections on
this tab.

e To add information, click Add.

e To edit information, first select the item and then click Edit.

e To delete information, first select the item and then click Delete.
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Figure 2-2: Parts of the Wellness Tab

Each wellness topic is entered separately.

e Sign onto EHR
e Select correct patient.
o Note that the Visit defaults to the current inpatient visit.
e Check that your name appears in the Visit box.
e Seclect Wellness tab.
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2.2.1 Health Factors
Health factors are health screenings that are done on admission of a patient. Health
factors are also referred to as GPRA standards.
Health factors are documented on the Wellness Tab in the Health Factors section.
Document these before initiating a note. Check with your facility which health factors
need to be documented by inpatient nursing.
2.2.1.1 Adding Health Factor
@ Health Factors Add | Edi | Delete |
isit Date | Health Factor |Category | Comment |
03/07/2001  Mon-tobacco User Tobacco
096/2002  Current Smoker Tobacco
04/211938  Current Smoker Tobacco
02151937 Curmrent Smoker Tobacco
07A1/2007  Cage 14 Alzohol/dug
02/05/2007  FReadiness To Leamn-eceptive  Readiness
02/05/2007  Leamning Preference-read Learning
Figure 2-3: Health Factors Component
1. Click Add to display the Add Health Factor dialog.
8 Add Health Factor
[tems
ad
5 BARRIERS TO LEARNING
% DIABETES SELF MONITORING Cancel
+ LEARNING PREFERENCE
% READIMESS TO LEARM
+ RUBELLA IMMUNITY STATUS
s STAGED DIABETES MANAGEMENT
% TB STATUS
< TOBACCO
Level{Severity: - Cuankity:
Figure 2-4: Add Health Factor Dialog
Click the + plus sign beside the applicable health factor group - a list will appear.
Click on the relevant health factor, then click the ADD button
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x|
| Ibems ||
[ ACTIVITY LEVEL fidd
= ALCOHOL/DRUG
CAGE /4 Cancel
CAGE 1.4
CAGE 2/4
CAGE 344
CAGE 444
i+ BARRIERS TO LEARNING
= DIABETES SELF MONITDRING
5 HEALTH LITERACY -
=+ LEARMING PREFEREMCE
[+ OCCUPATION
= READIMESS TO LEARM «
Fo FREAMEE | & TESRAPERIITW T A TILT
Cgmmenk
Figure 2-5: Selecting Option on Add Health Factor
3. The health factor is now added to the Wellness tab and appears in blue.
User Potiort Took Hep Leaming Befresh
(Fatoert Chat
Demo,Patient C CHART REWIEW TA-0ct-2005 15:13
S5 MFee) () F || SCHWITTCHARLESS
Health Factors: Add | [elele |
i Diate. Health Factor Caegory Oty Sty
071172006 PREVIDUIS SMOEER TORACCO
A 472008 TE - T= COMPLETE TE STATUS
ALCOHOL!
01/06/2005. READINESS T0 LEARMRECEPTNVE  READINES
D3 472004 LEARMNIMNG FREFEREMNCE-REAL LEARMING
(51472004 BARRIERS T0 LEARNING ND BARFIERS BARRIERS
Figure 2-6: New Health Factor Added
2212 Deleting Health Factor
Click on the health factor you want to delete.
@ Health Factors add | Edt | Deles |
[Visk Date | Heakth Factor [ Calegary | Comment |
(9/07/2000  Hon-tobaceo Lleer Tobacco
091642002 Cuarent Smoker Tobacco
04/21/1338  Cusrent Smoker Tobacco
08151997 Current Smoker Tobacco
03/03/2008 | Cage 1/4 Alcoholidnug
07711/2007 Cage 144 Alcohol/drug
02/06/2007 PReadness ToLeam-receptve Readiness
02A06/2007  Leaming Preference-read Learning
Figure 2-7: Selecting a Health Factor to Delete
2. Click Delete to display the “Delete Health Factor?” dialog will display.
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5
"‘?r} Are you sure you wish to delete the health Factor?

Figure 2-8: Delete Health Factor Confirmation

Click Yes. The health factor will be removed from the Wellness tab.

2.2.2  Education
Documenting patient education is done on admission of a patient, as relevant
throughout hospitalization and on discharge. Patient Education is a GPRA standard.
Education is documented on the Wellness Tab in the Education section.
Check with your facility which education topics need to be documented by inpatient
nursing.
2.2.2.1 Adding Education Event
ﬁ Education i)| Show Standard | &dd | Edit | Delete
Wizit Date © | Education Topic | Comprehension | Status | Objectives -
03/05/2007  Allergies-Mutntion GooD
01/06/2007  Anemia-Diseaze Process GOOD
05/22/2006  Diabetes Mellitus-Dizeaze Process  GOOD
0302006 Asthma-Exercize GOOD
2/1B42 Hypertenzion-Medications GOOD _-_
03/02/2004  Abdominal Pain-tMedications GOOD
03/26/2000  Diabetes Mellituz-Exercize GOOD
EIEi.-"EEI.-"EEIDD Laboratory-Testz | GOOD GOAL MET _ILI
1 >
Figure 2-9: Education Component
1. Click Add in the Education grid to display the “Education Topic Selection”
dialog.
2. The Category List radio button is the default. The Items list is arranged in
alphabetical order.
Click and drag the scroll bar on the right or click « to find the education topic
you want.
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G0 170dsem

Select By  Category List ¢ Disease & Topsc Entry " Pick List
{~ Mame Lockup  Procedure & Topic Entry

[ lems - | Select |
# ABDOMINAL PAIN
# ADMINISTRATIVE FUNCTIONS Cancel |
+ ADMISSION TO HOSPITAL
+ ADVANCE DIRECTIVES
# Alcohol and Other Drugs
+ ALLERGIES
+ ALZHEIMERS DISEASE
# ANEMIA
# ANESTHESIA
+ ANTIBIOTIC RESISTEMCE
# ANTICOAGULATION
# ASTHMA
# ATTENTION DEFICIT HYPERACTIVITY
# AUTOIMMUME DISORDERS
# BABY BOTTLE TOOTH DECAY
# BEHAVIORAL AND SOCIAL HEALTH
& BELLS PALSY
# BIDLDGICAL WEAPDOMNS

Ix

% BLOOD TRANSFUSIONS Dt
% BREASTFEEDING x| _Standad

Figure 2-10: Education Topic Selection by Category List

Click the + sign next to an education topic and a subset will appear underneath.
(In this example click the + sign by Admission to Hospital and the subset appears

underneath).

[~ caucotion Tapicseection i
el @[ 10t sen

Select By (= Category Lst ¢ Digease® TopscEntyy  © Pick List
" MamelLookup ( Procedure & Topic Entry

| tems -
# ABDDMIMAL PAIN
# ADMINISTRATIVE FUNCTIONS
= ADMISSION TO HOSPITAL =
CULTURALSPIRITLUAL ASPECTS OF HEALTH

H

EQUIFMENT
ORIENTATION

PAIN MANAGEMENT
PATIENT RIGHTS/RESPONSIBILITIES
PLAN OF CARE
SAFETY/ACCIDENT PREVENTION

# ADVAMNCE DIRECTIVES

+ Alcohol and Other Drugs

# ALLERGIES

# ALZHEIMERS DISEASE

+ ANEMIA

# AMESTHESIA

# ANTIBIOTIC RESISTEMCE

+ ANTICDAGULATION

=
# ASTHMA Dutcome &
% ATTENTION DEFICIT HYPERACTIVITY | Standsd

Figure 2-11: Expanding a Category
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Highlight the relevant topic. (In this example Orientation was highlighted).

3. Click the “Display Outcome & Standard” button to check the details of a patient
education topic.

It contains the following information: OUTCOME - the desired outcome of your
patient’s education. STANDARD - lists the content you teach to your patient.

ADHISSION TO HOSPITAL-ORIENTATION

OUTCOME:

The patient/family will have a bazic understanding of the unit policies
and the immediate enwvironment.

STANDAFD:

1. Provide information regarding the patient's room, including che
locacion of the room, the location and operation of tollet facilities,
televiszions, radio=, etc. and any special information about the room as
applicable.
2. Idencify the call light or other method for requesting assiscance and
explain how and when to use it.

3. Explain how the bed comtrols work.

4. Identify the telephone (if awailable) and explain how to place calls
and how incoming calls will be received. Explain any restrictions= on
telephone use.

5. Explain the reason for and use of bed 3ide rails in the hospical
secting. Discuss the hospital policy regarding side rails as approprlace.
6. Explain the unit vi=iting policies, including any restrictions to
visitation.

7. Explain the hospital smoking policy.

8. Diseusz the hoszpical policy regarding home medications/supplements
brought to the hospltal.

Brint. .. | Close |

Figure 2-12: Sample Popup

Click Close to dismiss the pop-up. You return to the Education Topic Selection
box.

4. Click Select to continue documenting.

5. The “Add Patient Education Event” will display.
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-;E,.J-'Add Patient Education Event x|

Education Topic [Adwmission To Hospital-Orientation _..|

Chnicion ToHosptal
_ comcel |

Lype of Training & Individual ¢ Group

Provided By [TETER,SHIRLEY ,._|
A OUoe Patient's Learning Health [

Fackors
Learning Preference-talk

" GoalSet " GoalMet (" Goal Not Met

Figure 2-13: Sample Add Patient Education Event Dialog

Type of Training: Defaults to Individual. Accept this.

Comprehension Level: Click + to obtain a drop-down list, and click on the
appropriate response. The patient’s Comprehension Level (also called Level of
Understanding) can be classified as the following:

e Good (examples: verbalizes understanding; able to return demonstration or
teach-back correctly)

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

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

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

e Refused

Length: Type in the minutes teaching your patient.

Comment: Not required but you can add relevant comments. Comments can be
used for describing the name of a lesson plan or education material provided to
the patient (limited to 100 characters).

Provided By: Defaults to your name.
Status/Outcome: Leave blank.

5. Click ADD. The education topic is entered and appears in blue on the Wellness
tab.

2.2.2.2 Deleting Education Event
See Section 2.2.1.2 for deleting.
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2.2.2.3 Editing Education Event

Only the person who entered the patient education event can edit on that same topic.

You should update patient education information as applicable.

For example:

e A patient has poor comprehension on a topic, you continue to give education until
the patient has good comprehension on the topic - update this information on the
wellness tab.

e A patient refuses education on a topic; you continue offering education to the
patient and when the patient accepts education update the patient’s education
accordingly.

If you are unable to edit, you re enter the topic with the current comprehension level.

e Click on the topic you want to edit.

e C(Click Edit.

Comprehension level — change the level as indicated.
Comment box — enter the date, add a relevant comment and the new
comprehension level.

2.2.3 Exams

Check with your facility which exams need to be documented by inpatient nursing.

For example, Intimate Partner Violence (or domestic violence) is a health screening

that is done on admission of a patient. Screening for intimate partner violence is a

GPRA standard.

2.23.1 To Add

ﬁ Exams: add | Edi | Delete |
Vizit D ate Enams Result Comrments | Provider
07/11/2005 IMTIMATE PARTMER YIOLEWCE MWORMALMEGATVE PETERSE
/25,2005 DIABETIC EYE Exdb MNORMAL/MHEGATIVE USER.RM
10/14/2004 RECTAL ExAM REFUSED

10/14/2004  PELVIC ExdM REFUSED

< £

Figure 2-14: Exams Component

1. Click ADD to display the “Exam Selection” dialog.
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Click and drag the scroll bar on the right or click on w to find Intimate Partner
Violence.

Click on Intimate Partner Violence.

x
Code | Exams / |
35 ALCOHOL SCREEMING Select
23 ALDIOMETRIC SCREENING
E1l AUDITORY EVDEED FOTENTIAL Cancel
30 DENTALEX&M

36 DEFRESSION SCREEMIMNG
03 DISBETIC EYE EXAM
28 DISBETICFOOT EXaM,. COMPLETE
7 FALL RISE
29 FOOT INSPECTIOM
0g HEART ExaM
INTIMATE PARTHNER VIOLENCE

1] MECK EXAM
14 RECTAL ExAM

Figure 2-15: Exam Selection Dialog

2. The Document an Exam dialog will display.

x|
[ INTIMATE PARTNER VIOLEMCE Add
Resul | [ Cancel
= 3
1 | Cument
Brovider [DEMD DOCTOR ;| " Histoical
" Refusal :|
Figure 2-16: Document an Exam Dialog
Exam: Intimate Partner Violence defaults here.
Provider: your name should default here.
Result: select from the drop-down list.
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x
Eam [INTIMATE PARTNER VIOLENCE =] =
Resu 3 Cancel

Comment | NEGATIVE =
PasST “| | & Cument
PRESENT
Providet [EMU. UL TOR ;I " Histodical
" Fehusal

Figure 2-17: Options on Result Field

The table below describes the options for the Result field:

Result Definition
Negative The patient denies being a current or past victim of domestic violence.
Past The patient denies being a current victim, but discloses being a past victim of
domestic violence.
Present The patient admits being a victim of domestic violence.
Comment: type in a comment if applicable. You use this field to note abnormal
findings, for example.
4. Click ADD. The intimate partner violence exam screen is entered and appears in
blue on the Wellness tab.
P Exams: add | Edt | Delete |
Yizit Date | Exarns | Result | Comments | Provider
1042542005  IMTIMATE PARTHER VIOLEWCE MWORMAL/MEGATIVE YOMBIBF
Figure 2-18: New Exam Added to Exams Component
2.2.3.2 Deleting Exam
You would do this if you made an error with entry (e.g. wrong patient).
Only the person who made the entry can delete the entry.
See section 2.2.1.2 for deleting.
2.2.3.3 Editing Exam
You would do this to correct information that was entered or to add more
information.
Only the person who made the entry can edit it.
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2234

1. Click on the exam you wish to edit.

Click Edit.

2
3. Make corrections or add information.
4. Your name defaults to the provider column.
5. Click Save to save your changes.
Refusals

On the Document an Exam dialog, enable the Refusal radio button.

Complete the fields on this dialog. The Provider field defaults to the current user.

. Document an Exam x|

Exam[INTIMATE PARTNER VIDLENCE o

Reason | = Cancel

Comment (UIMABLE TO SCREEN
REFUSED SERVICE

Provides [TETER_SHIRLEY

" Cusrent
" Histancal
i Aefusal

|t Leb]

Figure 2-19: Sample Refusal for Exam

The table below describes the options for the Reason field:

Result

Definition

Refused Service Patient declined exam/screen.

Unable to screen Unable to screen patient (partner or verbal child present, unable to secure an

appropriate interpreter, etc.)

2.2.4

After clicking Add, the record is added to Exam component as well as to the Personal
Health component.

Immunizations

Immunizations are documented on the Wellness Tab in the Immunization Record
section.

It is important to obtain a thorough immunization history.

If a patient does not have immunization documentation on the chart, do not assume
that immunizations are needed. The patient may have been immunized elsewhere.
Patients receive immunizations from a variety of sources outside of the clinic, such as
other THS facilities, schools, chapter houses, military service, blood banks, county
and state health departments, private providers.
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ﬁ{‘ Immunizotion Record | il
Foiecast (W il
rvvalbd lmenterve Paih: el She Paamele oo MGH-ESP- 150 8118 Add | |
Waccinalions
Purt Flocced| Dusleter | Profle | CaveDats add |
VAo Vil [ste | Agediiel | Locsten Fearton Wolme | Iry Sim | Lot WIS Date  Axchreresteed By -
TSAOULT [O7/23N9% 9p: DEMO INDLAN HOGPTAL BARIONS
HEF B MOS | 8500 Tdys DM IRDLAN HOSIPTTAL [
HEPBMOS |2 F02002  15pm  DEMO INDWAH HOSPTAL 6T
HEPAMOS |02M171558 10 DEMO INDIAN HOGEYEAL VHARIS2S
HEFAMOS |GTL2000 T4 DEMD INDLAN HOSFITAL 073
HBIG 2 00T REFUSED SERVACE TETER SHIRLEY |

Figure 2-20: Immunizations Component

1.

® N w

Review the Immunization Forecast. - Are any immunizations due? If so, go to
step 3.

Immunization History — Is there a pnuemovax or flu vaccine recorded? If no, go
to step 3.

When was it last given?
Ask if the patient has received:
Any of the vaccines listed in the immunization forecast.

A pnuemovax or flu vaccine.

If the patient says YES to any of the above questions, ask the patient when and
where the immunization was administered. Enter this information as a Historical
Immunization.

Check the Blue Sheet in the paper chart, depending on local policy.

Are there vaccines recorded on the Blue Sheet that are not listed in the EHR
Immunization History?

If YES, enter this information as a Historical Immunization.
Inform the physician of any immunizations due.

Note Contraindications — inform physician if applicable.
Follow FDIH Protocols for immunizations.

Check the physician order before giving an immunization, depending on local
policy.

A pre immunization screen must be completed prior to giving an immunization.

This screen is documented in the Notes tab using the note title “Nursing Inpatient Pre
Immunization Screen.”

2.24.1 Adding Immunization

1.

Click ADD to display the “Vaccine Selection” dialog.
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Search Value: The search value can either be the first few letters of an
Immunization name, HL7-CVX code, or a Brand name.

(You can also use the scroll bar on the right to find the immunization)
Click Search.
Search Criteria
[O% Search Value: | |s_em:h| oK |
(* Show Al Actve Vaccines Cancel |
(" Show Only active Vaccines with a Lot Mumber
Selact one of the following reconds:
Irrrrriization Brand Name -
BOTULIMUM ANTITORXIN Bobox
CHOLERA (G erwericntramuesculas
CHVIG Cytaliam [
DT [PEDIATRIC) Diphthenia and Tetanus Toxoids
DTAP Tripedia
DTaP-Hep B-IFY Pedians
HEIG Hepatitiz B e Globulin (H
HEP &, ADULT VAL TA adulk formulation
HEP &, FED/ADOL, 2 DOSE VAL TA pedistne,adolescent fo
HEP &HEFPE Twiriie :l
Figure 2-21: Sample Vaccine Selection Dialog
Now a short list of the vaccines is displayed.
X
e
»_'.k Search Vakue [HEP Seaich
_ Coeel |
{s" Show All Active Vaccines
= Show Ondy active Vaccaes with & Lot Mumber
Select one of the following Reconds
Immurization | Diescaiption |« ]
HEP A ADULT Hepatibus A& vaccine, adul dosage
HEF A, PED/ADOL, 2 DOSE Hepatitus A vaccine, pediatnc/adolescent dose
HEP A-HEFP B Hepatitiz 4 and hepatitc B vaccine
HEP B.ADOLESCEMT OR PEDIATRIC | Hepatitus B vaccine, pediatic or pediatic/adok
HEP BADULT Hepatituz B vaccine, acul dosage
HIE [HBOC] Haemophilus indluenza type b vaccine, HBOL
HIB [PRP-OMP] Haemophiluz mfluenza type b vaccine, PRPOM
HIB [FRP-T) Hasmophaus mfluenza type b vacone, PRPT ¢
HIEHEF B Haemophilus influenza type b vaccine conpugat
HFY QUADRIVALENT Human papiioma vings vaccine
HFY, bavalant hisrnan papdlloma vinug vaccine, bivalent
IG Irrvwne ghobdin, intramuscula
iGII"'." Irrrmne globuling inbiavenous _|:I
4 ¥
Figure 2-22: Highlighting Vaccine
Click on the correct vaccine.
Click OK.
Inpatient User Guide 40 Nurse

February 2008



RPMS Electronic Health Record (EHR) vl.l

3. The “Add Immunization” dialog displays.

w. Add Immunization x|

Administered By [TETER SHIRLEY = |
Lot B
Injection Site | ﬂ =
=  Historical
W 5
g EI  Refusal

Vac. Info. Sheet [07/18/2007 - |

Wactine |HEF‘ B. ADOLESCENT DR FEDIATRIC __l -
QF,

Figure 2-23: Sample Add Immunization Dialog

Vaccine: Check your selection is correct.

Administered By: Defaults to your name.

Lot: Defaults are set. Select from the drop-down list for a different Lot No.
Injection Site: Select from the drop-down list.

Volume: Defaults to 0.5. Change amount if required.

Vac. Info Sheet No: Default dates are set. (Verify dates match with the VIS sheet
given to the patient).

Click OK when information completed.

The immunization is entered and appears in blue on the Wellness tab. If this
record is for a patient under 8 years of age, a record is also added to the Patient
Education component. This indicates that the physician counseled the
patient/family

2.2.4.2 Add Historical Immunization
You can add a historical immunization in one of two methods: (1) by selecting the
Historical radio button on the Add Immunization dialog or (2) by not having a visit
selected, click Add, and the Add Historical Immunization dialog automatically
displays with the Historical radio button selected.
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w. Add Historical Immmunization EI
Vaccine |CHOLERA = o
Documented By |TETER.SHIRLEY :J |

Eyent Date :J
Lm | :J | Curent
& |HS/Tiibal F acilly = Historical
€ Other  Refusal

Figure 2-24: Sample Add Historical Immunization Dialog

1. Event Date: Click the == button and use the calendar to select the date required
(must be past date).

2. Location: this can be either [HS/Tribal Facility or Other.

a. If IHS/Tribal Facility (the default) is selected for the Location, do the
following:

Search for an IHS facility by clicking the = button. The Lookup Location
dialog displays.

x|
SeatchVaue [FT rrosenat (M Lo
_Corea |

Select one of the folowing record:

Location /

ABERDEEM ADMINISTRATION
ABERDEEM AD

ABERDEEM URBAM

ACL HOSPITAL

ACL-ATGS CENTER

ADAK MEDICAL CLINIC

ADDICTION RECOVERY LIMIT
AFTERCARE /ADOL OF PROG
AHMI-BE-MAH-DIZ HAL Pty
AINDAHANG HALPWAY HS

AIPC-TWO WORLDS PROJECT Ll
Figure 2-25: Lookup Location Dialog

Search value — type in a few letters of the name of the facility.

Click Search.
Note: Sometimes you will have to experiment with the search value naming
convention.
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w, Lookup Location

Search Value [FT Search

)

Select one of e folowing jeconds

Location /
FT DEFIANCE PRIM LEARMING CTR

FT HALL H CT

FT MCDOWELL

FT PECK INDIAN YOUTH CENTER

FT THOMPSOMN HC

FT YATES HOS

FT_BELKNAP ALCOHOLISM PROG

FT_MCOERMITT H S

FT_YUMA HOSP

FT DUCH. HC =
FT WASHAK_HC =l

Figure 2-26: Sample Search Criteria

Click on the facility name.
Click OK.
You return to the Add Vaccination dialog.

b. If Other is selected for Location, you type the location in the Location field. If
your site has been configured with a default outside location, type OTHER in
the Location field. Then when you display the View Visit Detail pop-up, the
default outside location will display at the LOC. OF ENCOUNTER field.

3. Click OK on the Add Vaccination dialog. The immunization is now added to the
Wellness tab and appears in black. If a compound vaccine was selected, then a
separate immunization record will be added for each component of the vaccine.

2.2.4.3 Deleting Immunizations

See section 2.2.1.2 for deleting.

2.2.4.4 Editing Immunizations
1. Click on the immunization you want to edit.
2. Click the Edit button to display the “Edit Vaccination” dialog.

3. Edit the information as relevant.
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w, Edit Immunization x|

Vaccine [HBIG

Administered By [USER.DEMO

Lot |
Injection Site |Left Am SO
Voume [5 =

Vac. Info. Sheet [03/22/2007 - |

Beaction: |

Ll e L[l
]

Le

Daose Ovemda: | :J

Figure 2-27: Sample Edit Immunization Dialog

You use the Dose Over-ride field to force a dose valid (if given a day or so early
but won’t affect school) or invalid (due to expired vaccine, etc.)

This field affects the forecasting; it will ignore invalid doses and count forced
valid doses.

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

When a entered reaction is ‘Anaphylaxis, Convulsions, Lethargy, or Fever >104°,
then a corresponding contraindication is automatically added.

Otherwise you are asked if it should be added as a contraindication for the patient.

Save to Contraindications?

\:?‘) Do 'you wish to save the Reaction of Trritabilty” a5 a Contraindication for the Patient?

N

Figure 2-28: Save to Contraindications Confirmation

Click Yes to save the reaction as a contraindication. (Otherwise, click No.)

If you answer yes, a contraindication of ‘Other Allergy’ is added.

3. Click OK to save.

2.2.45 Print Record
1. Select a record and click the Print Record button to display and print the Print
Record pop-up. This pop-up shows the immunizations that the patient has
received.
2. Click Print and type in the unit printer name.
3. Click OK.
Inpatient User Guide 44 Nurse

February 2008



RPMS Electronic Health Record (EHR) vl.l

2.2.4.6 Due Letter
Check with the facility about pertinent inpatient usage.

2.2.4.7 Contraindications

The Contraindications field informs the physician of the contraindications that the
current patient has.

2.2.4.7.1 Adding Contraindication
1. Click Add in the Contraindications group box.

2. Select the vaccine first.

w, Enter Patient Contraindication

- x|
Vaccne |FLU ] am |
1 Cocel |

Casriat
Cornvulzion
Eog Alleigy
Fever: 104/
Hix Of Chicken Pox
| mifrnrie
Irnieire Deficiency
Immune Deficient Houzehold
Lethaigw'twpotonic Epesode —
Heomwein Alleigy
Dither Alleigy
Patert Refusal
=l

Prasiant Fafieal
Figure 2-29: Enter Patient Contraindication Dialog

Vaccine: Enter the causative vaccine. Type in the first few letters of the vaccine
name then click |- | to display the “Vaccine Selection” dialog.

w_ Vaccine Selection = ﬁqu
| \_Zk SearchYalue [N Seach | -
Cancel
™ Show Al Active Vacones
= Shiow Orly active Vacones with & Lot Humber
Sedect one of the followang Becond:
Immurezation

Decegren
Iinflsnza veus vaccme, HOS

Figure 2-30: Selecting the Correct Vaccine

Click on the correct vaccine.
Click OK.

You return to the Enter Patient Contraindication dialog.
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. Enter Patient Contraindication

Vaccine: [ENZA, SPLIT INCL. PURIFIED .. | Add

Contraindication Reasan ”
Anaphylasiz
Carrier

Cancel

Corvulzian

Eag Allergy

Ferver:104f

He OFf Chicken Pox

Immune

Immune Deficiency

Immune Deficient Houzehold
Lethargy/hywpatonic Episode
Meomycin Allergy

Other Allergy

Farent Refuzal
Pzbicnt Pabieal

Figure 2-31: Selecting the Contraindication Reason

W

3. Select the contraindication reason.
4. Click Add.
The contraindication is now added to the Wellness tab in the contraindication box.

Check the information entered is correct.

NOTE: This contraindication (egg allergy) might need to be
entered in “Adverse Reactions” on the Cover Sheet.

2.2.4.7.2 Deleting Contraindications
See section 2.2.4.3 for deleting.

Check the correct contraindication has been removed.

NOTE: A contraindication may also need to be removed from
Allergies on the Cover Sheet — contact pharmacy.

2.2.5 Skin Test

Skin Tests are documented on the Wellness Tab in the Skin Test History section.
Inpatient nursing staff is to record when a PPD skin test is placed and when it is read.

The entry will always be associated with the Visit date, which is the date the patient
was admitted to hospital. This date appears in the Visit Box on the patients EHR
chart.
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2.25.1 When aPPDis placed
1. Click Add on the Skin Test History panel.

Skin Test History: Print Recard dit | Delete |
Wizt Date | Skin Test | Location Ageladizit | Besult Reading Beatfrate Reading Provider
0540541955 PPD Chicaga 9 yrz B 03/28/04 L ...l
11/11/1995 FFD Phoenix [ndian Medic 49 yrs

1141141395 FFD Phoenix Indian Medic 49 yre 10422004 AT T
12/08/2003 FFD Fort Defiance lhs; Megative 5 kMm 57 wre

12/28/2004 FFD Ft.Defiance 2wz Positive 13 123004 T T T T

Figure 2-32: Skin Test Component

The “Add Skin Test” dialog displays.

x
e =
Administered By [DEMO. DOCTOR Ll Cancel |

Results [PENDING -
(= Current
" Historical
i~ Refuzal

Figure 2-33: Sample Add Skin Test Dialog

Skin Test: Click on PPD.
Administered By: Defaults to your name.
2. Click SAVE. The PPD is entered on the Wellness tab and appears in blue.
2.25.2 When aPPD is read
1. Click on the correct skin test and inpatient visit date.

2. Click Edit.

&dd q/gdit W)Qelet

Skin Test History:

Yizit Date | Skin Test | Location Age@fizit | Fesult Reading | Read Date | Reading Prowvic
0540541955 PPD EhiDEIgI:I g g E 09/29404 ¢ v oo
11411415995 PPD Phoenix Indian kMedic 49 yrs
11/11/1995 PPD Phoenix Indian Medic 49 wrz /2204 00

Faort Defiance [he; Megative & Mm BY s
Ft.Defiance B3 wrz  Positive 13 12430404

12/08/2003

Figure 2-34: Skin Test Component

3. The “Edit Skin Test” dialog displays.
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Skin Test |PPD =
Administered By [ERIL [=]

Flgmlnem.ws v|

. & Cun
Besdrgfz o S
Dale Read [11/04/2005 | P
Reading Provider | TETER SHIRLEY |

Figure 2-35: Sample Edit Skin Test

Skin Test: defaults to the skin test selected.

Administered By: Defaults to person who placed the skin test.

Results; Click » to obtain a list of results. Click on the appropriate result. If

anything but Pending is selected, the remaining fields display.
Reading: Enter the numeric value.
Date Read: Defaults to current date once the reading is entered.

Reading Provider: Defaults to your name.

4. Click Save. The skin test is now entered on the Wellness tab with the reading

result associated with the correct visit.

Skin Test History: Print Record Add

Vigit Date’ | Skin Test | Location AgelEivisit | Result Reading | Read Diate | Reading Provider Adminigtered By
05/05/1955 FFPD Chizago Qs g 03/29/04
11/11/1955 PFD Phoenix Indian Medic 49 prs
11/11/41395 FFD Phoenix Indian Medic 49 prs 10/22/04
Fort Defiance [hs: Negative 5 Mm B7 urz

12/08/2003

Ft.Defiance 58 wrs 12430404

Ft.D efiance Biyrs  |Megative | 2 | 11/04/05 |VONBIBRALYNDAE |WONBIBRALYNDA E

Figure 2-36: New Skin Test Record on Component

2.2.5.3 Adding Historic Skin Test

You can add a historical skin test in one of two methods: (1) by selecting the

Historical radio button on the Add Skin Test dialog or (2) by not having

a visit

selected, click Add, and the Add Historical Skin Test dialog automatically displays

with the Historical radio button selected.
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Skin Test [COCCI =

.|
Documented By [TETER SHIRLE'Y o -
T —

™ Curent
EIMD“I .ﬂ (= Historical
Location | " Refusal
" |HS/Tribal Faciity
Ot

Figure 2-37: Add Historical Skin Test Dialog
See section 2.2.5.2 for more information about the fields above the Location field.

See section 2.2.4.2 for more information about the Location field.

e Click OK.
The skin test is now added to the Wellness tab and appears in black.

2.2.5.4 Deleting Skin Test
Refer to section 2.2.4.3 for deleting.

2.2.5.5 Adding Refusal

See section 2.2.3.4 for general information about refusals.

2.3 Creating Your Electronic Signature

Note: If you cannot remember your RPMS/EHR access/verify
code contact your CAC or IT.

1. Click the Communications tab at the top of the EHR.
2. Click RPMS

3. <site> login: type rpms (use lower case), then press enter twice.
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User Patient —Fudrl-rdp—teampg Refrash
Fatient Chart [ Communication o Date [I Frivacy
7O Fome P DR

Up ToDate
MicraMedex Connecting to 172,16.8,3,
inical Spppart
RFrS
aadcas ffelnet (naufda) 3 Type rpms here (use lower case)
Program Launcher
Guidzines aufda logint rpms
Eﬂi:f!iﬂ:ﬁifto{ . AR HGLJARH THG##l ARH T HG#wsek
Google This is an IH3 computer system, IHS computer systems are prouided for the
processing of Official U3, Government information only, ALl data contained on

Teleriz Remate Log On
Wirtual Med Staff Office
E-sheet

Lab Corp

IHS computer systems is owned by the IHS and may be monitored, intercepted,
ecorded, read, copied, or captured in any manner and disclosed in any manner,
by authorized personnel, THERE IS MO RIGHT OF PRIUACY IW THIS SYSTEM, System
personnel may give to law enforcement officials any potential evidence af crime

Dianan [path reports] found on THS computer systems,

IJSE OF THIS SYSTEM BY AMY USER, AUTHORIZED OF UNAUTHORIZED, COMSTITUTES COMSENT
M0 THIS MOMITORIMG, IWTERCEPTION, RECORDING, READING, COPYIMG, OR CAPTURING,
A0 OISCLOSURE,

Figure 2-38: Communication Tab Options

4. Access code: type you’re EHR/RPMS access code, then press Enter.
5. Verify Code: type you’re EHR/RPMS verify code, then press Enter.

olume set: FOIHICACHE UCI: FOIH Deuice! <deu-pts-2 O

ACCESS CODE: | ##4™—————y Type your EHRIpms access code, hit enter
ERIFY CODE: |##stp——_ 5 Tyne your EHRIpms verify code, hit enter twice

Figure 2-39: Entering Access and Verify Codes

6. IHS Core Option: type TBOX and then press enter until you reach the prompt
ELECTRONIC SIGNATURE CODE EDIT

IHS Core Option: ~tbox (TYPE ~TBOX, then press enter)

User®"s Toolbox
Change my Division
Display User Characteristics
Edit User Characteristics
Electronic Signature code Edit
Enter/Edit/Re-activate Lab ESIG Physicians **NEW**
Menu Templates...
Spooler Menu. ..
Switch UCI
TaskMan User
User Help

You use the bolded option

7. Select User’s Toolbox Option: Electronic Signature Code Edit
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This is where you enter your new Electronic Signature Code or change the existing
one.

You enter (or can change) your Initials, Signature Block Information, Office Phone
number, Voice and Digital Pagers numbers.

INITIAL: rkn// &press Enter

SIGNATURE BLOCK PRINTED NAME: RHONDA K NELSON, DPM &press Enter
Replace

SIGNATURE BLOCK TITLE: // <press Enter

OFFICE PHONE: 928-729-8819// &press Enter

VOICE PAGER: 435// <&press Enter

DIGITAL PAGER: &press Enter

Enter your Current Signature Code: <this is where you type your e sig.
CAPS LOCK ON. 6-20 characters.
You will not see your typing. Press Enter
Reenter your signature coded : <you will not see your typing. Press Enter

NOTE: If you cannot remember the signature code entered already
call your CAC or IT.

If an electronic signature has never been set, it should say: enter a new code.

2.4 Templates

Templates standardize documentation. The size of templates will vary; generally the
more information to be documented the larger the template.

Templates are usually attached to a note title.

Nursing templates contain topic headers to break the template into sections. The topic
name reflects the subject of documentation.

Templates can also contain instructions.

2.4.1  Activating Templates

Template note has to be activated before you can document.

€ Template: NURS INPT ADMISSION

NUERSING INPT ADMIZEION

To begin using this template click on the box abowve.
This will actiwvate the template note. TEE

*** b= wou click on the topics below, the dialog will open up. WEE
*** Howewer, ywouu will need to click inside the dialog to activate ***
*** the chosen dialog. WEE

Figure 2-40: Activating Template
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e Click on the checkbox next to note titles or section headings to activate the dialog.

€ Template: NURS INPT ADMISSION

o
ﬁ' ** NURZING INPT ADMISSTION

Figure 2-41: Checkbox to Check

The topic headings will appear, each has *** before it.

€ Template: NURS INPT ADMISSION
[¥ **+ NURSING INPT ADMISSION

***  To begin using this template click on the box above.
*EE

This will activate the template note.

*** bz you click on the topics below, the dialog will open up. rEE

*** Howewer, you will need to orick Ifisids ThHe dialog Lo activate *%*
EE

*** the chosen dialog.

ADMISSTION DATR
SOCIALCULTURAL HISTORY

ALLERGIES TMMUNIZATIONS /MEDICATIONE
MEDICAL SURGICAL HISTORY
ETAEOLIC/NUTEITION AS3ESSMENT
FUNCTIONAL ASSESSMENT

EDUCATIONAL ASSESSMENT

DIZCHARGE PLAMMING

NITREING NOTE

Figure 2-42: Checkboxes to Consider

The checkbox next to each topic must be activated to open the dialog, e.g., click on
the checkbox. For example click ADMISSION DATA to open the Admission Data

dialog.

** ADMISSION DATR

DEMO, PATIENT & admitted to: _J
Time of arriwval on ward: =
Admitted from: _J

Mode of Adwmission:
Informationsadditional information obtained from:

r r r r r
r = r =
=

Figure 2-43: Display After Checking the Checkbox

At this point you cannot document — notice the typing opposite the black arrow is

grayed out.
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Remember the instructions

*#* You will need to click inside the dialog to activate the chosen dialog. ***

= Template: NURS INPT ADMISSION

[¥ =** NURSING INPT ADMISSION e
*=* To begin using this cemplate click on the box above.
This will activace cthe template note. W
i oh the topics below, the dialog bt
*** However, you will meed to click inside the dialog to activate
*** the chosen dialog.
3 [F_*** ADMISSION DATA L
EMO,PATIENT L admicced co: _ﬂ
ime of arrival on ward: e
hdmitted from: =l
Hode of Admission: '_I

Figure 2-44: Activating the Dialog

e C(Click the box next to Demo Patient A to activate the dialog.

|7 *** ADMISSION DATA

EMO,PATIENT A admitted to: =l

ime of arriwval on ward: J
Admitted from: ﬂ
Mode of Adwmission: j

Information/additional information obtained from:
|_ Patient |_ Parent /Guardian |_ Spouse |_ Family |_ Beferring Physician

‘% |_ Bpecialist |_ Counselor |_ Out=ide Labk |_ Outside Diagnostics
|_ Pt unahle to respond and no family present Lo answer assessment gquestions

Figure 2-45: Completing the Dialog

Notice the typing is now black - the dialog has been activated.

2.4.2 How Templates Work

Most of your documentation is done by clicking in template fields. You can also type
in free text.

Below is a template explaining how different template fields work.
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= Templale: Template Fields z

Thers are diffsrsnc cypss of cemplace fislds:
Edit boxn: {(charscter limited fisld., HNax Z40)
Vhat ares tamplate hlld:?]

Padio butten: {can only choois one)
Do you know vhat template fields are? U Yes T Wo =l

Combo Box: (Saves space - can only select ona)
What templats fisld do you like best? ﬂ

Burzen: (Each time you click,
one wvay - bur mesds opoions)
Tou hawve Har your goals.

it changes - good if uger usually anTwars

Chack Boxes: (can sFelsact af many af depired, comas put betvesn sach
falaction Alzo used vhan you vant to give tha choice vhether to includs
something in & pote - 4f user dossn't click in check box, noching will
show)
I'" Ochar: Specify by nase, relationship to patient
Vhan doas this training and?

" Today
' romorrou
. Yeszerday

™ waver

Dava:
Vhan did you meet your goal?

Hyparlink
You can get more informatiom at IHE FTP Fike

Word Frocessing: Can designate how marmy lines wiswvable, but user can keep
Eyping)
Eiplain the tesplate craation process:

Text = can sxclude from note
Planse ansver all

Edit box — type in the box. = e

Radio button. * ¥Es " mo

Combo box - clickthe 2! for a list of possible
answers, then click on your answer.

nasal catrmala
simple mask
non-rehreather

blow-by nasal carrmla ﬂ

Button — the answer changes as you click on the
button.
fez| (Mo

Leave it at your selection.

Check boxes — select as many answers as
appropriate.
NG Tube: I_ None IF Salem I_ Dobhof £ I_ Peg tubs

|- Drainage F Suction I- Clamped off
Date — click on the ellipsis button for the calendar to

open

Word processing box —

pt complains of itching skin, red rash Exz" ol

2.4.3  Other Tips

Information can also be “pulled” from other RPMS packages into the template note
so the order in which you document is important.

For example:

e Enter immunizations given on the Wellness Tab first. Do the Pre Immunization
template next so that the immunizations will “pulled” into your template note.

e Enter admission vital signs before starting your admission note.

Other information is also pulled into notes, e.g., patient’s name, current IHS

medications, allergies, immunizations due.
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2.4.4 How to Document

You document in each section what is applicable to your patient.

In the example below the patient has no NG tubes and no ostomy, therefore no further
documentation is required in those fields - you do not activate the sub sections that
allow for more detailed charting.

This is how the note looks as you document.

F. Template: G

[¥ =** CASTROINTESTINAL ASSESSMENT
W  Abdomen: W soft [T fiem [ rigida ¥ flac [T distended [ obese
[T procubersne [ cender ¥ nomcender [ ocher
Bowel Sounds: [ Abhsent ¥ Present all 4 gquads [T Present URQ
[T Present LEQ [ Present ULO [ Present LLO normal frecguency |
Hausea/Vomiting: U Yes ¥ Mo Dascribe:

Last bowel movement:

: 20~Fab-2008
fhcontinence: [ Yes

Dscomy: None
HG Tube: | Hone [T salem [T Dopde

[¥ DRAINE: W T-eube [ | Penrose [ Pedivac [ Hasemowvac [ Drainsge [ Sueeion
[T Clamped aff

Drainage colour: gresn x|

Drainage amount small ;I

Ocher/Comments: approx Z0mls ower 1Zhy, see I40 sheer
[¥ INTAKE:

[T  Appetiece normal/usual intake for pe.
e Currantly NPFD per Physician order.
[T FEEDING TUBES

I© tefisren

: o8
Figure 2-46: Sample Template Information

To look at your note click Preview (at the bottom right of the screen)

v
* Indizates a Bequired Fi ; QK. Cancel |
= | R
Figure 2-47: Previewing the Template
This is how your finished note will look — check for accuracy.
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2.5

L= Dialog Preview @

*+* GASTROINTESTIMAL ABSESSMENT
Abdomen: soft |, flak, nontender
Bowel Sounds: Present all 4 quads normal fregquency
Nausea,/Voniting: No Describe:
Last bowel mowvement: Z0-Feb-Z00&
Incontinence:
Ostomy: Mone
NG Tube: HNone
Comment =s:

DRATNS: T-tube
Drainage colour:green
Drainage amount small
approx E0mls ower lEhr, sees I&0 sheet
INTRAEE:
Currently NPO per Physician order.

Cloze

Figure 2-48: Sample Dialog Preview

e C(Click Close when you want to return to the template note.

Once the template is competed, click OK at the bottom of the screen.

b

* |ndicatez a Required Field

OF. | Cancel
Figure 2-49: Completing the Template

The template will show on right side of the screen.
Recheck your note for accuracy.

e Sign your note when completed.

start documentation from the beginning.

Note: If you click cancel, the template is cancelled. You have to

Adding Default Note Titles to Your Personal List

You can organize the note titles used most frequently as defaults in the Note
Properties box. Every time you click New Notes your list shows, you then click on
the note title you want and save time with documentation. This is important when

entering a progress note.
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Progress Note Properties

Progress Mote Title: || | k. I
IMPT MURSING PRE IMMUMNIZATION SCREEM j Cancel |
127 «PED WICC 1-127
ADIR <ADVANCE DIRECTIVE >
ADJUST <EYE DISPEMSEMADJUST
ADOLESCEMT <PED WCC ADOLESCEMT» j
Date/Time of Mote: |09-Mov-200516:24 ... |
Authar: |"-.r"|:un|:ui|:ura,L_l,lnl:Ia E j
Figure 2-50: Progress Note Properties Dialog
IJser  Patig elp  Learning Refresh
Patient Chart Calculator. ..
Demo,Patien - =Mate:: DEMO CLINIC  09-Nov-2005 1
939339 Options. . WOMEBIBRA LYNDA E
Fi_g'ure'zu-Sl: Sélebting fhe'Options Selection
1. On the EHR toolbar, select Tools = Options.
2. The “Options” dialog displays.
Options
Matifizations ] Order Checks ] Team
Motes
Configure defaults for editing and zaving notes.
Motes. ..
Document Titles
Configure document lizt preferences.
Document Titles...
Figure 2-52: Selecting the Notes Tab
3. Select the Notes tab.
57 Nurse
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4. Click the Document Titles button.

5. The “Document Titles” dialog displays

€ Document Titles

Document List Preferences 3
Document class:

|F'n:ngress Mates j

Default: 3
<no default zpecified: -

Document titles:

INET MURGINE PAE IMMUNIZATION 5 o list of Hles:
INFT <INPT HURSING PRE IMMUNIZATIO PR
IMPT <PHARM INPT >

IMPT NURSING PRE IMMUNIZATION SCRE

KMEE <ORTHO KMNEE> [

KMEE <REHAE EMEE: & ave Ch
LAMGUAGE <SPEECH LANGUAGE AOICE 3 ave Lhanges

LEFT <LEFT w0 TREATMEMT COMPLETI
LEFT /0 TREATMENT COMFLETE ﬂ

=1

(] | Cancel |

Figure 2-53: Document Titles Dialog

Document Titles — type in a few letters of the note title and allow for the list to
default.

Click on the note title you want.

Click the Add button. The note title will listed on the right under “Your List of
Titles”.

€ Document Titles

Document List Preferences
Document clazs:

P Mot v

| rogrezs Motes J Defaulk

Diocument titles: <nio default zpecified:

|INF'T <IMNPT MURSING PRE IMMUMIZATION 5 “oaour list of titles:

IMPT <INPT NUBSIMNG PRE [MRUHIZATIO RS INFT <IMPT MURSHNG PRE [MMUNIZATION 5
INPT <PHARM INPT =

IMPT MURSING PRE IMMUNIZATION SCRE J
KMEE <ORTHO KMEE: |
KMEE <REHAB KMEE: J
LAMGUAGE <SPEECH LAMGUAGE A/OICE s ave LNanges |
LEFT <LEFT /0 TREATMEMNT COMPLETI
LEFT /0 TREATMENT COMPLETE |

[ 0k, :| | Cancel |

Figure 2-54: Completing the Document Titles Dialog

Repeat the above steps as needed.
Click the Save Changes button.
Click OK to close the dialogs.

6. Click the New Notes button.
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7. Your list of note titles defaults to the top of the Note Properties box.

2.6 Entering a Progress Note

Progress notes are documented in the Notes tab.

Note titles are organized in groups and reflect the event being documented, e.g.,
Nursing Admission Assessment.

Note titles usually have a template attached; when a note title is selected the template
opens. Templates standardize documentation and are efficient to use. After a template
is completed, it is also possible to type more information below the template before
signing the note. All notes are signed by using an electronic signature.

e INPT is the prefix that will be used to distinguish inpatient progress notes from
outpatient notes.

e INPT NURSING is how inpatient nursing note titles will be listed.

The title is further defined by function

e INPT NURSING ADMISSION ASSESSEMENT

e INPT NURSING SHIFT NOTE

e INPT NURSING DISCHARGE NOTE
e INPT NURSING PRE IMMUNIZATION SCREEN.

2.6.1 To Enter a Note
1. Sign onto EHR

Select correct patient.

2
3. Note that the Visit defaults to the current inpatient visit.
4. Check that your name appears in the Visit box.

5

Select Notes tab.
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Demo_Patient D OPTOMETRY - 3 31-0ct-2005 15:09

333912

“asting

WAD

01-Mar-1340 (5] M WONBIBRALYNDA E 4 ‘ @ ‘ el

File ‘iew Action Options

Last 100 Signed Notes Wisit: 10418408 NURSING OUTPATIENT, | MED [Oct 27, 05¢@09: 37)
=1 Al signed notes ~ TITLE: NURSING OUTPATIENT
Oct 27,05 NURSING OUTRATIENT, | t DATE OF NOTE: OCT 27, 2ZOOB@O0S:37 ENTEY DATE: OCT 27, Z00SR02:37:37
Oct 24,05 EYE ROUTIME ExaAM, OPTI AUTHOR: X EXP COSIGNEL:
Oct 18,05 MED GENERAL. | MED - MC URGENCY: STATUS: COMPLETED
Oct 12,05 POD PLANTAR FASCITIS, C ——
+ ME] Sep 22.05 PHARM ANTICOAG, CHAR T (38 Tecn eid TR
+- [ Sep19.08 PED GENERAL. CHART RE Present.syt.o FDIH Outpatient Clinics on 10/18/05 10:21
+- [ Sep19.05 PED GENERAL, CHART RE Chief Complaint: F/U DMz, HTH. Med refill.
Aug 30,05 PHARM AMTICOAG. PHARI Objective:
Aug 26,05 PED 'WCL 01Y, PHARMAL WT: 152 (62 kg), HT:65 (165 cm), TMP:98.& (37 C), BP:125/768, PU:71,
Aug 05,05 PED IMMUNIZ, PEDS - M RE:16, PA:O
Jul 29,05 PED WCC0-1v, PEDS - 4P [ViSion Sereen
Jul 29,05 PED GEMERAL, PEDS - APP Eyechart:
Jul 26,05 MED GENERAL, DEMO CLIN [ "o o ppEcTIoN
Jul 25,05 NURSING OUTFPATIENT, FD e P
Jul 22,05 NURSING OUTPATIENT, OF LEFT Zz0f 25
Jul 20,05 EYE DM EXAM, DEMO CLINI BOTH 20/ 20
Jul 11,05 OB-GYM GvM ULTRASOUNL Color Wision normal
May 2705 AUDIOLOGY, NURSING HL ~ |Fingerstick Gluc/ilC
May 25,05 POD INGROWN, NURSING  [F952LE57- 1
May 24,05 MED GENERAL. HOME BA i
May 2305 POD INGROWN, HOME BA el
B May 18,05 MURSING OUTPATIENT, F | |pn
< > Signed: 1072772005 09:33
£ Terplates |
Mew Mote |
Cover Sheet

Motifications 4 Notes 1 Orders 4 Prob/POYV o Services . Wellness 4 Medications . Labs . Feports 4 D/C Summ 4 Consults 4 Triage . Privacy

Figure 2-55: Selecting New Note Button

6. Click New Note. The “Progress Note Properties” dialog will display.

Progress Note Properties

Progreszs Mate Title: || | ok |
' 127 <PED WCC 1127

ADIR <ADVAMCE DIRECTIVE: ﬂ Cancel
|
El

ADJUST <EYE DISPEMSE/ADJUST:
ADMISSION <MEDICINE ADMISSION:
ADVANCE <ADVAMCE DIRECTIVE:
AYENCE UTRECTIVE

ADVERSE <ADVERSE REACTIOMNAALLERGY:

Drate/Time of Maote: 108-Mov-2005 13:53

Author Y onbibra Lynda j

Figure 2-56: Progress Note Properties Dialog

Date/Time of Note: defaults to real time.

Author: your name appears here.
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Progress Note Properties

5INPT WURSING PRE-IMMUMNIZATION

T <IMPT MURSING PRE-IMMUNIZATION
INPT <PHARM INPT =

INPT MURSING PRE-IMMUNIZATIOMN

KMEE <ORTHO KMEE: J
EMEE <REHAR EMEE:

LAMGUAGE <5PEECH LAMNGUAGE ADICE:

LEFT <LEFT /0 TREATMENT COMPLETE > j

| ok |
BEEN

Cancel

D ate/Tirme af Mate: |DE-Nw-2EIEIE 20:02 J

Authar: |"-.r"|:un|:ui|:ura,L_l,lnl:Ia j

Figure 2-57: Selecting a Note Title

6. Progress Note Title: Type in INPT.

The screen defaults to INPT and note titles starting with INPT are listed
alphabetically.

Use the scroll bar to find the note title you want and click on the title.
7. Click OK.

The left side of the screen lists “New Note in Progress” and the note tile
underneath.

The note tile is listed on the top of the screen.

The template attached to the note title is open.

Demo.Patient D
933912 01-Mar-1940 [B5) M

OPTOMETRY - 3 31-0ct-2005 15:09
WONBIBRA LYNDA E

osting:
WAD

§|@‘E

INPT MURSING PRE IMMUNIZATION SCREEM MNovw 09200530316

Yorbibralynda B Change...

w | Wt T LMETF,
~
Oct 18,05 MED GEN Pre immunization screen not applicable.
Oct12,05 POD PLAN Inmunizations given to new born per physican order.
Sep 22,05 PHARM Al [ Pre Immunization Screen
Sep19.05 PED GEM Major illness today?
Sep19.05 PED GEN Allergies?
Aug 30,05 PHARM Al Serious reaction to medicines or foods in the past?
Aug 26,05 PED WCC Seriocus reaction to a vaccine in the past?
Seizure or brain problen?
Aug 05,05 PED IMM
Jul 29.05 PED WL 0 Vaccination in past 4 weeks?
Jul 29'05 PED GEME Does pt have history of fainting from injections?
iy Does the pt have cancer, leukenia, AIDS, or other inmune

Jul 22'05 NURSING O Has the pt used cortisone, prednisone, other steroids, or
Jul 20'05 EVE DM E anticancer drugs, or x-ray treatment in past 2 months?
el Has pt receiwved a transfusion of blood/blood products, or
Jul11.05 OB-GYN G been given immun {gamma) globulin in the past year?
May 27.05 AUDIOLOY I=z the patient pregnant or is there a chance she could
May 25,05 POD INGH become pregnant during the next month?
bay 24,05 MED GEN Has the patient received waccines the past 4 weeks? b
tay 23,05 POD INGH >

P
Figure 2-58: Template Attached to the Note Title
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e Complete the template. (Refer to Templates section.)

e Sign your note.

2.6.2  Signing a Note

Until a note is signed no other provider can read the note. Sign your notes once
completed because other providers need to know the information contained in your
note. More information can be added to a note after it is signed as an addendum.

e Click E at the upper right corner.

Demo_Patient A DEMO CLINIC ~ 09-Hov-2005 13:25 5 *asting:
933333 03-Mov-2003 (2] F WVOMBIBRA LYNDA E Q—g @ * | DWAD
File “iew Action Options
Last 100 Signed Notes INPT HURSING PRE IMMUMNIZATION SCREEM  Wow 09,2005015:59 WonbibraLynda B Change...
= fg'}; Mew Mote in Progress A Web 11/09/05 DEMO CLIMIC
Mow 09,05 NPT NURSING PF Tre Tumunization Screen ~
= E- All signed nates NO Major illness today?
Mov 01,05 OR POST OPERATI MO Allergies?
Oct 28,05 OB-GYN MURSE WIS NO Serious reaction to medicines or foods in the past?
Oct 28,05 OB-G¥MN NURSE VlEv N0 Serious reaction to a vaccine in the past?
— e e i mmimm . HO Seizure or brain problem?
< b4 HO Vaccination in past 4 weeks?
| = HO Does pt have history of fainting from injections?
Templates HO Does the pt hawve cancer, leukemia, ATIDS, or other immune
D TEMPLATES FDIH -~ system problem?
FRATING ROOM HO Has the pt used cortisone, prednisone, other steroids, or
E BASED CARE anticancer drugs, or X-ray treatment in past 3 months?
P HLTH SCREEM N0 Has pt received a transfusion of bloodiblood products, or
T been given immun (gamma) globulin in the past year?
[ HO Is the patient pregunant or is there a chance she could
" becons pregnant during the next month?
RTROINTESTINAL MO Has the patient receiwved waccines the past 4 weeks?
ER&L
ORTED & TEST
DICIME INPATIENT
DICINE OUTPATIENT e ent B Lerad .
RS ING INEATIENT boes the patient have allergies to egys?
Inmunizationis)
INFT NURSING PRE IMMUNIZATION SCREE INFLUENZA, SPLIT (INCL. PURIFIED given NOV 09, ZO0OE.
FlS_lNG OUTPATIENT i I b/
Figure 2-59: Selecting the Button in Toolbar
« . . 9s 1 . .
The “Review/Sign Changes” dialog will display.
Review/Sign Changes for Demo Patient A
Sigrsiure will be applied to chacked Rems
Documents
¥ Mow 03,05 IMFT MURSING PRE IMMUMIZATION SCREEN . DEMOC
Electronic Signature Code:
i Sign D Caracel
e —
Figure 2-60: Review/Sign Changes Dialog
e Enter your electronic signature
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e Click Sign. The note is now listed under All Signed Notes.

Demo.Patient A DEMO CLINIC 09-Nov-2005 13:25
933339 03-Mew-2003 (2] F YOMNBIBERA.LYMDA E

File “iew Action Options

Last 100 Signed-Metesr W

= Fg" All zigned notes Y

= F . DEMO CLINIC, LyMND&VOM E
Moy 01,05 ORF PO FMOTE. CH&RT REVIEW,.

Oct 28.05 OB-GYM MURSEWISIT, CHM - ANMUAL/BCM [LUCAS).
Figure 2-61: Note in All Signed Notes Area

2.6.3 Dragging a Note

MOTIFICATIOMNS L REVIEW - MITALS . CC/PROES L MEDS - LABS “LREFPORTS “L.ORDERS
File “iew Action Opbions

Last 100 Signed Motes

= Fg’}; All migned notes
Feb 21,08 INPT MURSE DISCHARGE, CHART REVIEW, DEMO USER
Feb 21,08 INPT MURSE PROGRESS, CHART REVIEMW, DEMO USER
Feb 21,08 IMPT MURSE SHIFT [M], CHART REVIEW, DEMO USER
Feb 21,08 INPT NURSE IMMUMIZATION, CHART REVIEW, DEMO USER
Feb 21,08 INPT MURSE PROGRESS, CHART REVIEMW, DEMO USER
Feb 21,08 IMPT MURSE SHIFT (D), CHART REVIEW, DERMO USER
Feb 21,08 INPT MURSE ADMISSION, CHART REVIEW, DEMO USER
May 23,06 PCACUTE CARE ISIT, TEST CLIMIC, M&RY G HAGER
bMay 16,06 DIETETICS COMSULT, TEST CLIMIC, MaRY G HAGER

et e e e e e e

Figure 2-62: List of Note Titles

Feb 21.08 INPT NURSE DISCHARGE, CHART REVIEW. DEMO USER

Feb 21.08 INPT NURSE PROGRESS. CHART REVIEW. DEMO USER

[E Feb 21.08 INPT NURSE SHIFT [M). CHART REVIEW, DEMO USER

[E Feb21. DB INF‘T NUHSE IMMUNIZATIDN CHAHT HEV\EW’ DEMD USER
- AT 5

, This is the parent note title
Use INPT NURSE SHIFT (D) once each 24 hrs.

ay 23 DB PCACUTE EAF!E VISIT TEST CLIMIC, MAF!Y G HAGEH
ap 1606 DIETETICS CONSULT. TEST CLINIC. MARY G HAGER

E
M
M

Figure 2-63: Dragging the Note

All NPT NURSE note titles (except the Admission) are dragged into this note title.

--» Thig creates a yellow folder of nursing notes. Each folder will containg 24 hrs of
notes --> the day and night shift notes.

e Highlight the note title

e Right-click on this note title and hold the click = drag the mouse cursor down
onto INPT NURSE SHIFT (D) and then release the click.

e Answer Yes to the Confirm Attachment Message
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MNOTIFICATIONS LR

WITAL [ MEDS WELLNESS L [bbU POy NOTES ™\ MORE
Fle Yiew Action Options
Last 100 Signed Naotes ~Misit: 02421708 INPT NURSE PROGRESS, CHART REVIEW. DEMOD USER (Feb 21.08E
=1 f&: Al signed notes TITLE: INPT NURSE PROGRESS
Feb 21,08 INFT NURSE DISCHARGE, CHART REVIEW, DEMO USER DATE OF NOTE: FEB 21, Z008@1l4:00 ENTEY DATE: FEB 21, 20038
Feb 21,08 INPT NURSE PROGRESS. CHART REVIEW, DEMO USER AUTHOR: USEL,DEMO EXP COSIGHER:
[E] Feb21.08 INPT NURSE SHIFT (M) CHART REVIEW, DEMO USER URGENCY: STATUS: COMPLETED

B Feb DB INFT NURSE IMMUNIZATIDN CHART REVIEW, DEMO LISEH -

El Feb® DB INPT NURSE SHIFT (D), CHART REVIEW, DEMO USER
[E] Feb21.08 INPT NURSE ADMISSION, CHART REVIEW, DEMO USER
Map 2308 PCACUTE CARE WISIT, TEST CLIMIC, MARY G HAGER Signed: 0Z/Z1/Z008 14:06&

fes/ DEMO USER

Map 16,06 DIETETICS CONSULT, TEST CLINIC, MARY G HAGER
Confirm Attachment

D] ATTACH: Feb 21,08 INFT MURSE PROGRESS, CHART REWIEW, DEMO USER

TO: Feb 21,08 INPT MURSE SHIFT (D), CHART REYIEMWY, DEMO LUSER

Are you sure?

(e I ]

Figure 2-64: Confirm Attachment Confirmation
The folder now “appears”

MOTIFICATIONS L REVIEYW “MITALS . CC/PROES “\MEDS ™. LARS L REPORTS “LORDERS “WELLMESS “LIMMUMIZATIONS ™ PO%W L SILIPERBILL
File  Wiew Action Qptions
Last 100 Signed MNotes YWigit: 02/21/08 IMPT HURSE IMMUMIZATION, CHART REYI
= EE; Al zigned notes
Feb 21.08 INPT NURSE DISCHARGE, CHART REVIEW, DEMO LUSER

Feb 21.08 INPT MURSE PROGRESS, CHART REVIENW, DEMO USER
Feb 21 EIB INPT NUFISE SHIFT [M). EH»&FIT FIEVIEW DEMO LISEFI

- ¢—

B ay 23,08 PCACUTE CARE VISIT, TEST CLIMIC, M.-’-\FW G HAGER
B Map 1605 DIETETICS COMSULT, TEST CLINIC, MARY G HAGER

Figure 2-65: New Folder

E
E
=
=
El
E
E

In the example below look at how the screen changed after all the notes titles for 24
hrs have been dragged into the folder.

The INPT NURSE ADMISSION note cannot be dragged into the folder; it stands
alone.

Lagt 100 Signed Motes
= Fg'}; All zigned notes
¥ 2 Feb 21.08 IMPFT MURSE SHIFT (D], CHART REVIEW, DEMO LUSER
Feb 21,08 IMPT MURSE ADMISSION, CHART REVIEW, DEMO USER
Map 23.06 FCACUTE CARE WISIT, TEST CLIMIC, MARY G HAGER
Map 16.06 DIETETICS COMSULT, TEST CLIMIC, MARY G HAGER

Figure 2-66: Notes in Folder

To view the notes in the folder click on the + sign
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HOTIFICATIOMS . REWIE' “MITALS “.CC/PROBS “ MEDS “LLABS ~ REPORTS . ORDERS
File “iew Action Options

Last 100 Signed Mates
= TE'QE; All zigned naotes
= (= Feb21.08 INPT MURSE SHIFT (D). CHART REVIEW . DEMO USER

Feb 21,028 IMNPT MURSE IMMUMIZATION, CHART REVIEW, DEMO USER!
Feb 21,08 IMPT MURSE PROGRESS, CHART REVIEM, DEMO USER
Feb 21,08 IMPT MURSE SHIFT [M]. CHART REVIEW, DEMO USER
Feb 21,08 IMPT MURSE PROGRESS, CHART REVIEM, DEMO USER
Feb 21,08 IMPT MURSE DISCHARGE, CHART REVIE'W, DEMO LUSER

Feb 21,08 INPT MURSE ADMISSION, CHART REVIEW . DEMO USER

May 23,06 PCACUTE CARE VISIT, TEST CLINIC, MARY G HAGER

May 16,06 DIETETICS COMSULT, TEST CLIMIC, MARY G HAGER

Figure 2-67: View Notes in Folder

MOTIFICATIOMS L REVIEW . WITALS . CC/FPROBS . MEDS . L&BS ~ REPORTS . ORDERS
File “iew Action Options

Last 100 Signed Motes
= Tf‘é}; All zsigned notes

+ £ Feb21.08 IMPT MURSE SHIFT (D), CHART REVIE', DEMO LUSER
+ £ Feb 20028 INPT WURSE SHIFT (D). GEMERAL. DEMO USER

+ & Feb19.08 INPT MURSE SHIFT (D). GEMERAL, DEMO USER
Figure 2-68: Folder in Signed Notes

2.6.4 Addendums

Information can be added to a note after it is signed. You add an addendum to the
original note. (You do not have to create a new note).

1. Click on the note title that will have the addendum attached to it.

Lazt 100 Signed Maotes
= Fg'}; All zigned notes
Feb 21.08 ADVAMCE DIRECTIVE, GEMERAL, DEMO USER
= (= Feb 2102 INPT NURSE SHIFT (D], GEMERAL, DEMO USER
Feb 21.08 IMPT MURSE DISCHARGE, GEMERAL, DEMO USER
¥ 1 Feb 21,08 INPT NURSE SHIFT (D), GEMERAL, DEMO USER
Feb 21,08 IMPT NURSE PROGRESS, CHART REVIEW, DEMO USER
¥ ™ Feb 2108 NPT WUBSE SHIFT (O CHABT BEWIEW DERO LUSEH
Feb 21,08 IMPT NURSE ADMISSION, CHART REVIEW . DEMO LISER
+ T reneg T MOneE o 0L GEMEn AL, DEM Doe
Figure 2-69: Note to Select

2. Select Action = Make Addendum.
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Cile Wiew JAction | Optiohs

_a=t 100 Si Mewy Progress MNoke, ., l .
= 'E‘g;: Al Make &ddendum... I Fab

L. DEMO LUSER
ST L, DEMO LUSER

SEMERAL, DEMO USER RN
i L, DEMO LUSER

Figure 2-70: Selecting the Make Addendum Option

3. Type the addendum - Sign the Addendum

File “iew Action DOptions

LETTOT ZIgned Moles Addendum to: INPT HURSE ADMISSION
E'g";; Mew Addendumn in Progress Wat: 02/21/08 CHART REVIEW
Feb 22,08 Addendum to: INPT MURSE ADMISSION , EHART REVIEW, USER.DEMO Betract Nobe: wromg pateint

= Ta Ol SIOnEg Notes
Feb 21,08 ADVANCE DIRECTIVE, GEMERAL, DEMO USER
= (& Feb 21,08 INPT NURSE SHIFT (D). GENERAL, DEMO USER
B Feb 21.08 INPT NURSE DISCHARGE . GEMERAL. DEMO USER
Figure 2-71: New Addendum

4. The Addendum displays with a + sign next to it.

Click on the + sign to read the addendum.

Lazt 100 Signed Motes
= Fg'}; All zigned notes

Feb 21,08 ADVAMNCE DIRECTIVE, GEMERAL, DEMO USER

1 Feb 21,08 INFT NURSE SHIFT (D), GEMERAL, DEMO USER

1 Feb 21,08 INFT NURSE SHIFT (D), GEMERAL, DEMO USER

Feb 21,08 IMPT MURSE PROGRESS, CHART REVIEW, DEMO USER
21,08 INPT MURSE SHIFT [D]. CHART REVIEW, DEMO USER
Fell 21.08 IMPT MURSE ADMISSION, CHART REVIE'W, DEMO USER
Feb 22,08 [2ddendum to INFT MURSE ADMISSION, EHART REVIEW, DEMO U
eb 2008 IMPT MURSE SHIFT (D], GEMERAL, DEMU USER

Feb 13,08 INFT MURSE ADMISSION, GEMERAL, DEMO USER
Figure 2-72: Addendum Location

2.6.5 Late Notes

This section addresses how to enter a late entry note.

1. Do this first:
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1. select patient

demo patient

File Wiew Action Options
"

Lagt 100 Signed Motes

- TE'QE; All zigned notes

Mar 1607
Mar 15,07
Mar 14,07
Mar 14,07
Mar 14,07
Mar 14,07
Mar 14,07
Mar 14,07
Mar 13,07
Mar 13,07
Mar 13,07
Mar 13,07
Mar 13,07
Mar 13,07
Mar 12,07
Mar 12,07
tar 12,07
£ Mar1207

e e e s 3 e e e e s e s e

[

# Templates

1y

1y
1y
1y
1y
1y

1y
1y
1y
1y
1y
1y
1y
1y

S Up 2. click on yellow hox

Yizit not selected Prirary Care Team nazzigned
YVOMBIBRA.LYNDA E

Encounter Settings for Current Activities

Mew Mate

Cover Sheet Nutificatiunq
Figure 2-73: Entering a Late Note

MSU - wARREM.SUSAN R

) 3. click Hospital Admissions
Encaounter Lacation

Appointmentz £ Vizite | Hospital Admizsions ) Mew Wizt

Location Diate/Tina

KSL I 27 Feb-2007 21:04 4. click on the relevant
= TEF e I I i admission

MU 18-Jar-2007 13.06

kS 28-0ct-2006 1335

kSL 22-0ct-200612:30

kS 17-Aug-2006 11:20

IcU 31-Jul-2006 11:00

Encounter Providers 5 bring your name across to the right

k. . Cancel |

2. Do this next:
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File “iew Action Dptions
Last 100 Signed Motez — ————————— —_— e
= J& &l signed notes | Progress Note Properties
bar 13,0
kar O7.0)| Frogress Mote Title: || | k. I
Mar 07.0 DIETARY -
- [ Mar0E0 INPT DIETARY ﬂ ﬂ
=1 Feb 230
Feb 23.0
Feb 14.0 2.
Feb 09,0 =l
Feb 09,0 _
Feb 07,0l Date/Time of Mote: |1 E-tdar-2007 13:45 J Click here to change the date of your
Jan 22.10] _ note from today4e whatever date you
Jan 08,07 Author. |Warren, Susan want. Select atime too.
Dec 19,0
Dec 07,0
Mov 16,06 OB C
MNov 12,06 PHAF
Mov 07,06 OB-G
Nov 07.06 MED |w|
73 T (2]
# Templates 1. Click New Note
MHew Mote
Cover Sheet . Maotifications 4 Maotes o Orders o Prob/POY 4 Services . “Wellnesz . Medications 4 Labz 4 Reportz 4 0/C Summ
Figure 2-74: Entering a New Note
Select Date/Time
M| March 15, 2007 B[] [10:00 0K
Sun |h-1|:|n| Tue |'W'eu:|| Thu| Fri | Sat ? fad gg = Cancel
1 2 3 A0
|15 -
4 5 6 7 8 3 10 &0
] 11 |25
URREARERRE] RN IRE BN S -
19013 20 1T 22 23 & |13 135
14 |40
/02 27 022 2 2 N |45 4E .
17 |~/ |55
Tu:u:la_l,ll I Midnightl
The date will always default to today™s date {in red} and real time.
For your note - Click on the date you want and the tiime you want.
Then click OK
Figure 2-75: Selecting the Date and Time
3. Now do your note:
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Click on the note title INPT DIETARY and complete your template. Click OK.
Then place the curse at the top left of the note and press Enter three times.
Reposition the cursor at the top of the page and type LATE ENTRY

Sign your note.

File “iew A c i i i
Place the cursor infront of the note and hit ENTER. 3 times

Last 100 Signec .o v s

- B New Mote in PNst: 03/13/07 FD-PHARMACY
tar 1607 DIET EASON FOR CONTACT

=-f&5- Al sigred notes Dibetes Mellitus Type 2
Mar 13,07 PHAF REeferred Ey:
Mar 07,07 OB-G SUEBJECTIVE
Mar 07,07 OB |OBJECTIVE

+ Mar 06,07 OB-G | ASSESSHENT

= Feb 23,07 INPT PLAN/RECOMMENDATIONS

El Feh 2307 IMPT
Figure 2-76: Where to Place Cursor

File “iew Action Options

Last 100 Signed Motes DIETARY
= Fg' Mew Maote in Progress | A Yst 0341307 FD-PHARMACY

Mar 16,07 DIET LATE ENTEY
- Fg’}; All gighed notes
Mar 13,07 PHAF REASON FOR CONTACT
bar 07,07 OB-G Dibetes Mellitus Type 2
kar 07.07 0OB-G Beferread Ev:
+ Mar 06,07 OB-G | STEIECTIVE

OEJECTIVE
£3 Feb 23.07 INPT ASSESSMENT

Feb 23.07 IMPT PLAN/BECOMMEND AT IONS
Feb 14.07 REH:

Figure 2-77: Entering the LATE ENTRY Text Line

2.6.6  Retracting a Note

To retract a note, an addendum must be done on the Note to be retracted. Retraction is
done because the wrong the patient was documented on or incorrect information was
entered in a patient note. Partial retraction cannot be done. Therefore, the whole note
has to be retracted. Notify Chief MIS to retract a note.

2.6.7 Changing a Note Title

Sometimes the wrong note title is selected. If the note is unsigned, the user can
change the note title by using the Change button located at the upper, right side of the
window. If the note has been signed, notify either CAC or Chief of MIS to change the
note title.
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vl.1l

e e ey ey

noTiFcaTions Lreview (vitats oo/ proes (meps [ieas (RepoRTs (orpers (wellngss [iMmunzenions Cpoyv [ suPeReILL [ NOTES “.MORE

File View Action Options

Last 100 Signed Nates
= Eg‘;; Mew Mote in Progress
Feh 21.08 ADW:
= 'Eg‘;; Al signed notes
Feb 21,08 ADV
®- 1 Feb21.08 INPT
®- £ Feb21.08 INPT
Feb 21.08 INFT
#- [ Feb21.08 INFT
# Feb 21.08 INPT
@[3 Feb2nng INPT
Feb 19,08 NPT
Feb 13,08 IMPT
Map 23,08 PCACU|
May 16,08 DIETET|

WRONG NOTE TITLE SELECT --> CLICK
CHANGE THEN SELECT THE CORRECT NOTE

Progress Note Pro perTITLE

Progress Mate Title: |ADIR <ADWANCE DIRECTIVES

!ACUTE <FC ACUTE CARE VISIT> 12
| ADIR; <ADVAMCE DIRECTIVE>

|ADMISSION <INFT NURSE ADMISSI0N>

| ADVANCE <ADVANCE DIRECTIVE> |
| ADVANCE DIRECTIVE [s]

Date/Time of Note: | 21-Feb-2008 10:57 E]

Authar: | User.Demo E]

Figure 2-78: Clicking Change Button

2.7 Vital Signs

Hser.Demo

[
=i

When you select the “Enter Vitals” option, the Vital Measurement Entry dialog
opens. The current date/time column will appear on the dialog.

Erter vilas

Defaudt Units [~

1EJur 2007 (343 Units

Rangs

@ Tempesshure:

Pulse

Resparations:

(2 5ahurstion

F
i
#min

%

[Pk Flow

Blsod Pressise

Heaght

e/aight

Pan

Heaad Cicurnfersnce

Fundal Heaght

Fetal Haa Tores

Edema

‘wiaid Chicumfersnce

ision Comeched

Wision Unconecled

Heve Date/Time | Reset

Figure 2-79: Enter Vitals Tab

e Enter data in the appropriate fields.

e When vital sign entry is finished, click Update.

2.8

Allergies and Adverse Reactions

Your site can be configured (in RPMS) such that a user can enter adverse reactions.
This user can select the appropriate option on the right-click menu of the Adverse
Reactions panel (on the Cover Sheet) to enter adverse reactions.
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M Adverss Reaction...
Refresh F5
Figure 2-80: Right-Click Menu Options

The new adverse reaction data will not display on the Orders window, however. In
this case, we recommend that your site be configured such that adverse reactions
cannot be entered on the Orders window (to lessen any confusion).

2.8.1 New Adverse Reaction

You use the “New Adverse Reaction” option on the right-click menu to enter a new
adverse reaction for the current patient.

1. After selecting the New Adverse Reaction option, the Look up Causative Agent

dialog displays.
Enter causative agent for Adverse Reachon:
[Erdter st leact 3 chaiacleds)
| Search |
™ Mo Known Alsrgies 0K | Cancel

Figure 2-81:Look Up Dialog

The “No Known Allergies” checkbox does not appear on this dialog if the current
patient has active allergies.

If the “No Known Allergies” checkbox does display and you want to record that
the patient has no known allergies, check the checkbox. Upon exiting the
application, you will be asked for your electronic signature.
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2. If you want to enter a known allergy, enter at least three characters of the
causative agent’s name in the “Enter causative agent for Adverse Reaction” field.

Click Search and the application displays a list of possible matches in the lower
group box of the Look up Causative Agent dialog.

Look up Causative Agent |

Enter causative agent for Adverze Reachon:
[Enter at leact 3 characlens)

Ipem: Search
Select from one of the foliwing Rems

VA Alergies File [no malches)
=~ Diug Ingredients File [1)
PENCICLOVIR
2 WA Diug Clazs File [ro mabches)
(=~ Mational g File - Generic Diug Mame (1)
PENCICLOVIR
AL Mabonal Dinag fle - Trade Name [no matches)

ok | Cancel

[Select from the mabching entries on the list, or search again.
Figure 2-82: Selecting the Causative Agent

You can do one of the two things: (1) enter a new search or (2) select from the
matching entries in the lower group box.

If no causative agent can be found in the search, you can create a new. See 2.8.2
Creating New Causative Agent for more information.

3. After you select from the matching entries in the lower group box, the Create
Adverse Reaction dialog displays.
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R=1E
E':usﬁwea_gm ™ Observed
[FENCICLOVIR = | | observe
Kicbia il Foach |, , 5
ID:ug j FAeastion Date/Time
l =

Currert | o0k | Cancel |

Figure 2-83: Create Adverse Reaction Dialog

4. You can select those options that you want in the record by selecting from the
various group boxes. But you might want to know the current allergies that the
patient has. Click the Current button to display the Current Allergies pop-up.

& Current Allergies for Tonah o =] 1
opETHE [Severity: UNKNOWN] =]
Jigns/symptoms: RASH

4 o

T E e | o |

Figure 2-84: Current Allergies Pop-up

You can change the font size of the text displayed in this pop-up by adjusting the
size in the Font Size field (enter manually or use the up and down arrows). Note
that this does not change the size of the text on the output (when you print).

Click Print to choose a printer and to output the (entire) contents of this pop-up to
the specified printer.

The detail pop-up has a right-click menu where you can copy selected text and
paste it into any free-text field within the EHR or into another application (like
MS Word).

Click Close to dismiss the pop-up.
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10.

If you check the Observed checkbox, the fields in the Observed group box
become active. You can change any data in the following fields:

Observer: this is the name of the person who was the observer when the reaction
occurred. You can change the Observer by selecting from the drop-down list.

Reaction Date/Time: this is the date and time when the reaction was observed.
This can be a historical date.

Severity: this is the severity of the reaction, which can be Mild, Moderate, or
Severe.

You can change the Causative agent field by clicking the ellipsis button to go to
the Look up Caustic Agent dialog.

Select from the drop-down list for the Nature of Reaction field, if needed. The
default is Drug.

The Signs/Symptoms group box allows you to select one or more signs/symptoms
and move them to the Selected field.

To move a sign/symptom from the Available field to the Selected field, highlight
it and then click the right-pointing arrow.

To move a sign/symptom from the Selected field to the Available field, highlight
it and then click the left-pointing arrow.

To move all of the sign/symptoms from the Selected field to the Available field,
click the left-pointing double arrow (no selection is necessary).

You can enter any comments about the adverse reaction in the Comments field.
Click OK to save your data (otherwise, click Cancel).

After clicking OK, the new adverse reaction record will display in the Adverse
Reaction panel, showing the Agent (Causative Agent) and Reaction (Nature of
Reaction). The record also appears on the Patient Postings pop-up. The Status will
be UNSIGNED.

NOTE: The new adverse reaction must be signed to be available
for display throughout RPMS-EHR. See “Signing Adverse
Reaction” on page 14 for more information.

2.8.2  Creating New Causative Agent for Adverse Reactions

You can create a new causative agent for adverse reactions if your search for the
agent fails to find any matches.
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Ll;ﬂk. up Causative Agenl

Enilet causative agent for Adveise Reachon:
[Erstar ot beact 3 charsclens)

uniper Benies | Search

\z) Proceed without causative agent searchi

[ ts J[ w |

| ok || Comcel |

{No mabching items found, Chck OK bo use your entry anyway'.

Figure 2-85: Confirm Confirmation Dialog

1. Click Yes on the Confirm information message to proceed with the adverse

reaction process. (Otherwise, click No to exit the process).

2. Click OK on the Look up Causative Agent dialog to process with the adverse

reaction entry. (Otherwise, click Cancel to dismiss the dialog).

3. The Create Adverse Reaction dialog displays, with the “new” causative agent in

the field.
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& Create Adverse Reaction

Reachon
Cauzalive agenk:
JUNIPER EERRIES s

M ature of Reackion

Dithss (=]

Signa/Symploms
Awaisble
RASH

~
RASH PAPULAR

RESPIRATORY DISTRESS

RE TROGRADE EJACULATION
RHINITIS

RHINORFHEA

RHONCHUS

5-T CHANGES.TRANSIENT &

-

(¢][e]

Comiments

Cigreni

] Observed

Selected

|| Cancel |

Figure 2-86: Create Adverse Reaction Dialog

4. Complete the Create Adverse Reaction like you would when adding a new
adverse reaction. See the section “New Adverse Reaction” on page 10 for more

information.

5. Click OK to create the adverse reaction and to have the “new” caustic agent
display on the Adverse Reactions component (otherwise, click Cancel).

Adverse Reaclions

Agent Reaction
[EUPROFEM COMFUSION
JUMIPER BERRIES RASH
FEMICILLIN AMAPHTLAXIS
PEMICILLINS

TEST DRUG AMNEMLA

Figure 2-87: Adverse Reactions Component

2.8.3  Signing Adverse Reaction

You can sign an unsigned adverse reaction record by right-clicking on the record and
then selecting the “Sign Adverse Reaction” option. The Electronic Signature dialog

displays.
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Electronic Signature

Enter pous electionic sgnature code:
i
] o |

Figure 2-88: Electronic Signature Dialog

Type your electronic signature in the text box and then click OK. (Otherwise, click
Cancel to not sign the selected adverse reaction record.) Signing the adverse reaction
record might verify the adverse reaction. See “Veritying Adverse Reactions” for more
information.

2.8.4  Verifying Adverse Reactions

Your site can be configured (in RPMS) such that a user can be authorized to verify
adverse reaction information. The examples below show how this feature works.

In the following example, provider Carolyn has permission to ENTER and VERIFY
adverse reactions. When she signs it, it also verifies the adverse reaction

Review/Sign Changes for Zebra Elevenyears

Sigriature wall be appbed bo checked fems
Adverse Reachion
Adverse Reaction to ASPIRIN

& aspirin Alopecia

Causative agent: ASFIRIN j
SLgNS/SYyMprons: ALOFPECIA

Drug Classes: SALICYLATES ,ANTIRHEUMATIC
Oeiginaced: JOHNSON, CAROLYN

Verified: Yes

Observed/Historical :Historical

« .
ton | 9% _ G|

Figure 2-89: Person Can ENTER and VERIFY Adverse Reactions
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The same provider will be prompted to verify allergies entered by other providers
because the system recognizes that she is a verifier, and the patient has unverified
allergies. Notice the prompt is different-it prompts to verify.

Review/Sign Changes for Zebra,Diabetic
Signah e vll be appled 1o checked demg

Adverse Reaction
Weiily Adverpe Reaction lo PENICILLIN

ok | [ Caca |

Figure 2-90: Review/Sign Changes Dialog

Provider Tom has permission to enter allergies, but not verify. When he enters an
allergy, he gets the following:

Review, Sign Changes for 2ebra,Diabetic
Signatuie will be applied to checked items

Adverse Reaction

[[] Advesse Reaction to MOTRIM

ok | [ Cancel |

@ Motrin Anaphylaxis [_ (O %]
Causative agent: MOTRIN |
Signa/aymptons: AMAFHYLAXTS

Drug Classes: HONSALICYLATE N3AIs, ANTIRHEUMATIC
Originated: CREELMAN, TOM PHYSICIAN

Verified: Ho

Obsecved/Historical :Historical

al
Figure 2-91: Person Can ENTER but not VERIFY Allergies

2.9 Orders
This section provides information on Telephone Orders, Discontinue/Cancel Orders,
Release Delayed Orders, and Modify Medication Orders.

Inpatient User Guide 78 Nurse

February 2008



RPMS Electronic Health Record (EHR) vl.l
2.9.1 Telephone Orders
There are 3 steps to entering a telephone order.
1. Put the ordering doctors name in the Visit box and enter the order
2. Release the order
3. Verify the order.
2.9.1.1 Enter the Order
Demo. Patient C CHART REVIEW 19-0ct-2006 15:55 Primnary |
339311 M-Feb-1981 [25] F TUTT.MICHAEL L
File ‘iew Action Opfions |I_ | g;ls[pDRDERIHG DOCTORS NAME JJUST BE
4 Wiew Orders Active Orders [includes Pending & Recent Activity] - ALL SERWICES
ol [&ctive Orders [includes | Service | M urze
AT Diagnosis asdfasdf Start: 04/04/06 13:53 | Schmitt,C | VB
»» Diagnosiz zavasdf Start: MA1/0612:50 | Schmitt,C | LVE

"Write Delaped Orders |

"write Orders _|_| M
»LABS Comp Metabolic B INTN Kadl
Tap InHouze and Send ARO Type 3. SELECT THE TEST ORDERED
pRaE o ﬁ Antibody Scredh feirest TS ice)
2. CLICK ON WHAT YOU WANT b arphalogy Cath Urine Culture
TO ORDER Irine Culture Clean Catch
Lutpatient | __EFE Feticulocpte Automated
[nDatient | - e e
Figure 2-92: Entering the Order
2 Mew Order @
Lah Test: AEO TYPE
Collected By: Ward collect & deliwver
Collection Sample: ELOOD
Specimen: EBLOOD
Collection Date/Time: TODAY (1l0/513/0&)
Urgency: BROUTINE
How often: OMCE
The order can he
edited if needed.
1 Edit Cancel !
Figure 2-93: New Order Dialog
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Demo Patient C - CHART REVIEW 19-0ct-2006 15:55 . Primasy Care Team Unazsignad
999911 01-Feb-1981 [25) F ||| TUTT MICHAEL L
“Ele Yiew Acton DCplions
=
W) View Didars Auctive Orders [includes Pending & Recent Activity] - ALL SERVICES
o\ [&ctive Orders [nchades. | Service | Dider | Duration | Frovider | Murse | Clerk | Chart | Stabe |
Lab ABD TYPE BLDOD WC DNCE Stai: T Tutt.M unreleased
"UNSIGNED™ 5
\Wiite Delaged Diders ADST e Diagnasis asdiased! Start D4/04/05 1253 SchmtC | LVE VB ac
‘wiite Oirders Al v 5 _Dane | LE  a
yLABS ABD Type Amplase -~
Top InHouse and Send Rh Type PTT "lnle: the order status - unreleased I
Dutpatient Labs Antibody Sereen Indirect Ammonia (Send on ise)

Figure 2-94: New Order Status

2.9.1.2 Release the Order

File “iew fAction 7. s

Yiew Orders ULAFEEE ity & Fecent Activity] - ALL SERVICES

Active Orde.  Copy to New Order. ., Orde: | B ration [ Prowider | NUME | WMk | Lhan | et |
Discontinue | Cancel... LOOD wC ONCE Gtart: T Tutt,M unieleazsed
_hange Relzase Event F . .
Rensu sclfasdh B0+ HIGHLIGHT THE ORDER TO BE RELEASED T

wite Delapm 1

Wit Orders) Bt when Results. . wvasdl Start: 0111/06 12.50 chmitC | L/B LvB | active

SLARS Carplete. ..

TapInHous Flag... uscitate Expires 1 DAY Start: 0111/0612:50 | Schmit,C LVB LWE | active

Dutp@hentL Unflag. .. Stop: 0TH2/0612:50

Inpatent Telyo e, 8 Hours Weigh Patient Each | Start: 04/04/06 13:53 | Schmitt,C | LV/B LVEB | active

Pait: of Can o
Chark Rewview, .. Stop: 04.18/08

MEDICATI  Oreer Camments. . 8 Hours Weigh Patient Each | Start: 03/24/06 11:07 | Yelson.R active

Dutp@tient Stop: 04/07/06

:Gpai'ﬁd”t I [FiElaeess S D e, I:urs Start: 01/11/05 1250 | Schmitt,C active

ids SINaLOTE T TIart, Stop; 071/25/06

Figure 2-95: Release the Order

2 Release Orders to Service(s) g@

The following ardersz will be releazed -
ABRO TYPE BLOOD 'W0C OMCE *UNSIGMED®

- You must click telephone

 Verbal | = Telephone | ¢ Policy ok 10 | Cancel
........................ ,

Figure 2-96: Selecting the Nature of the Release
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Electronic Signature E

Enter your electronic signature to release these arders.

Signature Code 1 12

] ] ok, | Cancel |

i
Figure 2-97: Entering Electronic Signature

Active Orders [includes Pending & Recent Activity] - ALL SERWICES

| Service | Order | Ciuration | Provider | Murze | Clerk | Chart | Status |
Lab  ABD TvPE BLOOD WG ONCE LB #396966 Start 10/19/06 Tutt pending
“UMNSIGHED* ] ]
THR GLUCOLA BLOOD SP ONCE LB Start: 09/26/05 JonesH Note: the order status is pending. .
#39076a It will remain pending until the results are entered into
FE i TER B R G BUOH0 58 Start o975/ BisgaEgEgth e 1ab pakage. Then the status will change to
ONCE LE #388437 completed.
TSH 3RD GENERATION ELOOD &P Start: 09/22/06 Spinks,D pond
L1 9 Pl B B S SaTaTuTuTadt}

Figure 2-98: Status Change for Order

2.9.1.3 Verify the Order

Demo_ Patient C CHAR
333311 01-Feb-15981 [25] F TUTT.
File ‘iew | Action L3
B View Orders|  -n1ang hig % Flece
ol} | [active Orde  Copy to Mew Crder... Order
Discantinue | Cancel, .. OO0
Change Release Bvert  § 7
Wirite Delai Renew... f BLOOD
wirite Drders Alert when Resulks, ., ER FYLOF
LLARS Complete. ., 437
ToplnHous  Flag... JERATION
Outpatient L nflaq... 0064
Inpatient To : -
Pt of Cant | Ve, 14 G BLOOD
T_are Fe
*MEDICATI Order Comments. .. COSE BLI

Figure_ 2-99: Verify Option on Active Menu
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2 Verify Orders g@

The following orders will be marked as verified -
ABO TYPE BLOOD *W0C OMCE LB #336266 “LUNSIGHED*

13

E iectronic Signature Code

] | k., | Cancel

Figure 2-100: Entering Electronic Signature Code

Active Orders [includes Pending & Recent Activity] - ALL SERVICES

Ldes | Service | Order | Duration | Provider | Murse | Clek: | Chart | Statug |
WARFARIM TAB 2ZMG Start: 08410405 Feldmarn, L renewed
TAKE OME AMD OME-HALF BY MOUTH | Stop: 03403405
Dally TO PREVEWT BLOOD CLOTS ; - -

lars | Quantity: 30 Refils: 0 17. THE ORDER IS NOW VERIFIED

Lab ABO TvPE BELOOD W OMCE LB #39636E | Start: 104134068 Tutt, M LvE pending

“UMSIGHED*
1HR GLUCOLA BLOOD 5P OMCE LB Start; 03/26/06 Jones H pending

Send #390768

Figure 2-101: Order on Orders Tab

29.2 24 Hour Chart Check

gz Active Orders [includes Pending & Becent Activity] - 8LL SERVICES
ders [includes | Service Order Diuration | Provider | MNurse | Clerk | Chart | Status

AT »» Diagnosis asdfasdr Start: 04/04/06 13:53 Schmitt,C  LWE active

- - 1. HIGHLIGHT THE ORDERS FOR THE 24 HR. CHART CHECK
»» Diagnosis zxvasdf

aped Orders
ars »» Do Mot Resuscitate Expires 1 DAY Start 01411406 1.2:50° Schritt,C LWE active
—— FROR HOW Stop: 01/12/06 12:50
wze and Send Witals »» TPR B/P q 8 Houwrs Weigh Patient Each  Start 04/04/06 1353 Schmitt,C  LYE active
it Labs Day Please Stop: 04/18/06

Figure 2-102: Highlighting Orders
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Demo,Patient C
993311 01-Feb-1981 [(25] F

Eile  Miew | Action §| 2 3
it || Wiew Orders|  “han. 4
O L ackive Orde. Copy to Mew Order, .,
Discontinue [ Cancel. ..
Change Release Event
Renew,... '

Wirite Delan

Alert when Resulks, .

Wite Orders

SLABS Complete. ..

Top InHoug|  Flag...
Outpatiert Ll Unflag...
Inpatient To

Puoint af Carn ey

Chart Review,.. § 3
»MEDICATI rder Comments,
Figure 2-103: Selecting Chart Review Option on Active Menu

2 Chart Review

=%

The following orders will be marked as reviewed -

»» Diagnosis asdfasdf

»» Diagniosiz 2uvasdf

»» Do Mot Resuzcitate Expirez 1 DAY FROM HOW

»» TPR B/P q 8 Hourz \Weigh Patient Each Day Pleaze

Electronic Signature I:::udal 4

HEXMHNNN 5 I:IK I EanCEl |
Figure 2-104: Entering Electronic Signature Code

derz Active Orders [includes Pending & Recent Activity] - ALL SERVICES
Irders (includes | Service | Order | Duration Provvider | Hurze | Clerk. § Chart | Shatus |

A0 »» Diagnosis asdfasdf Start: 04/04/08 13:53 | Schmitt,C | LWE LWB | active i i

6. THE ORDERS NOW
55 Diagnasis zxvasdl Start: 01/11/06 1250 Schmitt.C | LVB Lve | aHAVE THE 24 HR CC

elayed Orders DOMNE.
ders »» Do Mot Resuscitate Expires 1 DAY Start: 01/11/06 12:50  Schmitt,© | LWE LYB  ac
—— FROM HOWw Shop: 071/12/06 12:50
{ouse and Send Witals »» TPR B/P g 8 Hours \Weigh Patient Each | Start: 04/04/06 13:53 | Schmitt.C | LvE LvYE | acuve
=nt Labs Day Please Stop: 04/418/06
b Toem AN - S I —

Figure 2-105: Order on Orders Tab

2.9.3 Discontinue/Cancel Orders

When discontinuing orders the nurse must indicate the reason.

e Obsolete Order: The nurse sending a patient to OR discontinues all the current
orders. Per Hospital Policy orders are cancelled when a patient goes to the OR -
the orders become “obsolete” - and new post op orders must be written - or
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entered in the EHR by the Doctor. (The doctor will usually do Delayed Inpt Post-
Op orders to be released when the patient returns from OR).

e Requesting Physician Cancelled: Use when a doctor gives a telephone order to
cancel an order.

e Duplicate Order and Entered in Error: — use if applicable.

Action  Options

Change... [includes Pending & Recent Activity] - ALL SERYICES

Copy o New Crder... ce | Order | Diuration Provider | Murse | Cle

Discontinue J Cancel, .. 2 »» Diaghosiz azdraszdt Stark: 100306 14:26 Willams,M — LVE

Change Release Event

Renew, .. »» TPR B/P O 8 Hours Star: 10/03/06 14:26 ‘Wiliams M~ RM1
Stop: 1041706

Alert when Results. . >» TPR B/P q 8 Hours Weigh Patient Each Start 10/03/06 14:26 ‘wiliams.  LVE

Complete... Day Fleaze Stop: 1017406

Flag... »» Condition: 5 atisfacton Start: 10/03/06 14:26 Willams 4 LWVE

Unflag...

Yerify, .. 1. HIGHLIGHT THE ORDERS TO BE CANCELLED LVE

Chart Resview. ..

Order Comments. ., »» Patient understands English well. Start; 08/15/06 14:51 | Williarms M

Figure 2-106: Highlighting Orders to Cancel

2 Discontinue / Cancel Orders E]@ﬁ

The following arderz will be dizcontinued -

»» Diagnosiz asdfaszdf

»» TPR B/P (1 8 Hours

»» TPR B/P q 8 Hourz Weigh Patient Each Day Pleaze
»» Condition: 5 atisfactony

»» Code Status: Mot Clanfied -Full-

Reazon for Dizcantinue [select one)
Duplicate Order

Fequesting Phyzician Cancelled 2
Entereﬁ I errar D OF. | Cancel

Figure 2-107: Discontinue/Cancel Orders Dialog
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29.4

Release Delayed Orders

M5U 26-Jul-2006 14:00
YOMBIBRA.LYNDA E

| Fie View Action DOptons ¥ ry. efault is ACTIVE ORDERS
E Yiew Orders Active Orders [includes F'ending i Aecent Activity] - A8L SERVICES
Active Orderz [Includes Pending & Rec | D ervice | rder |
Delayed Transfer To lou Drders A0/ T »» Transfer to ICU “LUINSIGNED* Star
MHurzing »» zoak foot BID in domeboro soaks Star
hinndehalenenl SREDMISOME 20MG L/D TAR Star
§To manually release DELAYED ORDERS you dG PO QD&Y “UMSIGMED*
must click on Delayed DEIME 30mMG LU/D TAB Star
B el — G PO Q2K PRM “UNSIGHNED*
sLABS EUPROPION SR 150MG U/D TAB.SA | Star
Top InI_-Il:uuse and SendCOut Labs 160MG PO BID “UNSIGHED®
Dutpatient Labs FLUCKETIME 10MG U/D CAP.ORAL | Star
Figure 2-108: Delayed Transfer Orders
Fla Yo frcton [ohorss
oy Dladhery. D] Tearefed Teolews Drcders Dincleri
| Evert Serven | Trcler | (ks ation Paovadet | Muren | Cledh | Chai | Sishs |
a =y Dredagand Tl [T AT 23 Tasruied b LL "UNSIHED" Sttt ORI 1210 wWillar M Shree
! Dielayed Tiarale®y lou  Muswng _-I:":‘?EPIEQEF[I nodomesbotn sosk ‘wilare W delayed
wirke Deligred Dices | DoaedTiocin ok La 1'51[2?4??‘[ BLOTD 5P ONCE Wik H

""w"' : Tionaler TorlouDedens D1l [ielayed Tiarater Toledy | Imagng FO0T 3 0f MORE VIEWS LEFT, WEIGHT
4 1 - L -

Tog inHousin e Soraiul Lats [ < ” - 2 =

0 Labt I DETAILS OMN THE STREEN CHAMGE TO THE DELAYED ORDERS.
Erguatsnt Tiog

i1

Figure 2-109: Delayed Orders Listing

Ele Yew | fcton [ptors

et st Tiohcoa s Cichaes

Acton Orde 20y b2 ws Ordder. Evers | Sereen | (Order | Duration | Peovider | Muse | Ok | Chat | Stat

DTl Oincortiue | Concel, ierales Tolcy AJDHT s Tiales o ICU "UNSIGHED: Sttt 10720006 1217 | Wilkarnt i
Fusbse Dedaped Orckers ioraler Tobou  bueereg %MHMhmw ' Heem— } delyped
Chaaripe Rslease Event 3

MisDagn el Tobou  Lab wmq'm i et

o g e =

';I!mermu Comphehe.. .

uipatent I
Inguatiant Toy FH IJ.HI-:l IGHT THE ORDERS TO BE RELEASED I
Poarit of Cani 'J““"- v

Figure 2-110: Highlighting the Orders to be Released

2.9.5 Modifying Medication Orders
Telephone orders
1. The ORDERING DOCTORS NAME MUST be in the Visit box.
2. Enter the order
3. Release without MD signature
4. Verify the orders
5. Chart Review if working ND.
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Use of CHANGE

“Change” is used when changing a medication dose, frequency, or route.
They can also use it to change an IV Fluid.

Read your orders carefully

e Ifanurse is trying to “double guess” what an order means - it may be a system
error that needs correcting.

e Ifanurse has any questions or does not understand the order please do one or all
of the following. Do not guess, assume or try to figure it out for yourself — this
leads to errors. Do one or all of the following:

1. Talk to the doctor for clarification.
2. Talk to the pharmacist

The process is:

e Select the medication order.
e Right-click and select Change.
e Type in the changes you want to make.

e Here is what the “changed” order will look like:

[% Fluids | Change DEXTROSE 5%/0.45%M5/ 40MEQ | Start: 01/29/07 15030 | Shankel W active
FCL (1000ML) INJ SOLM 1000 ral Stop: 02/01/07 24:00
125mlhri20

to DEXTROSE 5%/0.45%M5. 40MEQ KCL
[1000KL] IMJ.SOLM 1000 ral 100wl k=0

Figure 2-111: Changed Order on List

2.10 Printing a Medication Administration Record (MAR) from
RPMS

Select IHS Core Option:
1 24 Hour MAR
2 7 Day MAR
24 Hour MAR
Select the MAR forms: 3// Print both Blank and Non-Blank MARs
(?? to display what MAR form can be printed)
Enter START DATE/TIME for 24 hour MAR: T@0700 (FEB 22, 2008@07:00) <Site decision
Select by WARD GROUP (G), WARD (W), or PATIENT (P): pATIENT

Select PATIENT:
DEMO,MOTHER R <AD> F 09-02-1957 332445454 SOUC 3423

Select another PATIENT:
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Enter medication type(s): 2// <Type ?? to display what medication types can be
printed

Select PRINT DEVICE: <Enter the print device name here

7 Day MAR

Select the MAR forms: 3// Print both Blank and Non-Blank MARs
Select TYPE OF SHEETS TO PRINT: BOTH//
Enter START DATE/TIME for 7 day MAR: T@0700 (FEB 22, 2008@07:00:00)
Select by WARD GROUP (G), WARD (W), or PATIENT (P): WARD
Select WARD: ?? < Site specific

Choose from:

GENERAL

ICU

NURSERY

OB WARD

PEDS WARD

Select WARD: GENERAL

Do you want to sort by Administration Team (Y/N)? NO// NO

Do you wish to sort by Room-Bed (R), Patient (P): R// Room-Bed

Enter medication type(s): 2//

Select PRINT DEVICE: < Enter the print device name here

2.11  Printing MAR Labels from EHR

For new medication orders or changes in medication order print MAR labels from
EHR and place these in the patient MAR.

Do not print label until after the medication order has been processed by Inpatient
Pharmacy and the order status is Active.

Order tab = highlight the medications orders you want

MHOTIFICATIONS L REVIEW “\WITALS “LCC/PROBS “MEDS “.LABS “.REPORTS * ORDERS “WELLNESS ™\ IMMUNIZATIONS “LPOY L SUPERI

ew Action  Optiohs

Frint Zetup... |  Active Orders (inchudes Pending & Recent Activity) - ALL SERVICES
5

Prinit. .. Service | Order

Bl PHYSICAL THERAPY Cons Consultant's Chaice:

ACETAMINOPHEN TAB
Wwirite Orders Ipt, Meds 328MG PO O4H PRM for pain

Delaped Orders
Allergpdddverse Reacti
Laboratory

Imaging

Outpatient Medications
Inpatient Medications

Figure 2-112: Highlighting the Medication Orders

Alleray Reaction to PEMICILLIN
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Select File = Print
Check Labels check box

The Print device can be set to a default printer
(If no device printer contact the CAC to set up this).
Click Print All Checked Items

-~

=) Print Orders g@-\

One ar more of the following prints are available for this set of orders.
Check thoze you desire and zelect a device, if neceszan.

Greped items are not available.

Frint to device:

[ ] Chart Copies

Frint &ll Checked lkems ] [ Cancel Print ]

Figure 2-113: Print Orders Dialog

NOTE: Cancel Print only dismisses the Print Orders dialog. This

button does not cancel any printing.
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3.0 Clerks

This section describes various topics for Clerks.

3.1 Patient Selection

You can select a patient in one of two ways:

a. Select Patient = Select.
€ NELSON,RHONDA K's Sign On IHS - EH

Lser | patient Tools Help Learning Refresh

— i i
Fatienl  Detail... ation Privacy

ﬁffx Problem List |f-‘-.u:tive Orly v| |£et az Today's F'EIR-'EI
Figure 3-1: Selecting the Select Option on Patient Menu

b Single click on the Patient Name component.

ik WIh |FF_ = LJ ™]LT

Lser Patient Tools Help Learning Refrash

Fatient Chart ommunication P'rwac_l,l

Yizit not zelected
MELSOM RHOMDA K

@ Problem List I.ﬁ.ctwe Orily I Set az Today's F'EIR-’l

Figure 3-2: Clicking the Patient Name

In either case, the Patient Selection dialog displays.
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-

Patient Selection

Palient Lists -I;';r;erts [Inpatient] Demographics
Delalt Irmal | Demo Patient
e il E & gl | HAN: 1
Teams |E : 062 E Female, age: B
12 Is ey G194 7
Specialies \c : u S14E -
Chue TR . BB
Wards | . grates 3 :
Personal Lists h o E??}i: DOB: 22Ma-1947
All B :
M. . 1 5034
: O siisam S0y
okl s " T B12A
Irpatient P 1]
| alvi ™ by Dean I Patieri Detail,.
|& . neabeth Ex
| A “las
|Abe. - JE.

= |Aber & 0 Davonne
|&F ¢ w. ¢ nGal
& g oploa
(& 2 al alr aP e
4 natal . T
| L . el
— 1l eonat el
ernat ca b ow opd
= ahn
| & ot lgw,
| Save Selting: | (£ Ly Mary
£ . tgp=t ¥
£ LaDokE
1Al Al
Abt . ' ok || cancel |

= b

~ '

Figure 3-3: Sample Patient Selection Dialog

The following might be the easiest way to find the patient that is already admitted
through ADT.

a. By LastName, FirstName

Patient Selection

Patient Liztz Fatients [Podiatry - Appts]

|D P atient A

" Default Podiatny - Sppts

i i !

~ ?Lnavrhiers Demo,Patient B
r~ i Demo,Patient C
i EFF‘:CH“IES Demo,FPatient D
~ H"JI'E.,S, Demo,Patient E

Figure 3-4: Finding Patient by Name

b. By Birth Date

Patient Lists Patients [Podiatmy - Appts] Demographics
[B110303
Demo Patient & 939933 11/3/2003 ﬂ
" i kol 11/3/2003
s 11/3/2002

114342003

" Default: Podiatry - Appts
" Providers

" Teams

(" Specialties

{* Clinics

" Wards

Figure 3-5: Finding Patient by Birth Date
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c. By Chart Number

Patient Selection
Patient Liztz Patients [Podiatry - Appts] Demographics

EEEEEE]

Il 7 Nefault Prdiat - Annts r
Figure 3-6: Finding Patient by Chart Number

3.2 Visit Selection

The visit will default to the patient’s current inpatient location, if admitted through
ADT.

ncounter Settings for Current Activities

<Select a lozation below. >

Encounter Location
Appointmentz / Vizite . Hospital Admiszions . Mew Yisit

Location | D ate/Time Type

PODIATRY - APPTS 21-Apr-2006 15:00 AMBULATORY
HOME BASED CARE 20-Apr-2006 1335 AMBULATORY
HOME BASED CARE 20-Apr-2006 12:24 AMBULATORY
HOME BASED CARE 06-Apr-2006 11:22 AMBULATORY

Encounter Providers

~| =l

27t ar-200E thiu
D ate Range... 27-tpr-2005 ok

Figure 3-7: Selecting a Visit

In certain situations, you might have to use the Hospital Admissions tab to view the
visit.
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3.3 How to View Notes

User Batient Tools Help Learning Refresh

m Communication Privacy

Demo,Patient A Visit not selected
933339 03-Now-2003 [2]  F MELSOM RHONDA K.

File “Wiew Action Options

Last 100 Signed Mates Wisit: 04/21/06 MURSING OUTPATIENT, PODIATRY - APPTS, CANDELARIA & DEMIENTIEFF [&pr 26,06@15:17)
= F Allsigned ntes » TITLE: NURSING OUTPATIENT

Apr 2606 NURSING OUTPATIENT, PODIATRY - APPTS, C DATE OF NOTE: APR 26, Z0O6@LE:17 ENTRY DATE: APR 26, ZOOSB1E:17:89

Apr 25,08 HURSING OUTPATIENT, NUC, Diare Griffin AUTHOR: DEMIENTIEFF,CANDELARIEXP COSIGNER:

Apr 25,06 HUCVISIT, NUC, DAVID L DOWNING URGENCY:
Apr 25,08 REHAB CONSULT, CHART REVIEW, MIKE D FAZ
Apr 21,06 REHAB CONSULT, DEMO CLINIC, MIKE D FAZ

Apr 21,08 REHAB CONSLULT, PODIATRY - APPTS, MIKE D

FDIH
This Z year old FEMALE

4pr 20,06 HBC START OF CARE, HOME BASED CARE, GIh Mo Chicf Complaint.
Apr 1905 DB-GYH ANNLAL PHARMALY, Carol Staut, MSH Objective:

4pr18,06 NURS INPT PRE IMMUNIZATION SCREEN, CHA
Apr11.08 NURS INPT MED/SURG ADMISSION . PHARMA!

Apr11,06 MURSING OUTPATIENT, PHARMACY, CORRINA £;;f CAIDELIRTERERDENTENCTERE

= Apr 0606 POD GEN, CHART REVIEW, RHOMNDA K MELSOI Signed: 0472672006 16:14

Mar 24,06 EYE OPTHALMOLOGY, OPTOMETRY-OPHTHAL
Mar 10,06 TELEPHOME, FD-ACC, LEONA L JOHMSOMN

Mar 09,06 PED GENERAL, PODIATRY - APPTS, ksokol

EEl Mar 90k RFHAR &MKIF CHART REWIFW MIKF M FAT

Figure 3-8: Viewing Notes List on Notes Tab

pl=l} I QLTI L L = u':l'_‘ (==} Ilj (A= | =t= |
I
stient Chart  Communication Prirvacy

emo_Patient A
19939 03-Mow-2003 [2]  F

e Wiew Action Options

gt 100 Signed Motez

Presents to FDIH Outpatient Clinics on 0472106 15:00

Fg'}; All zigned notes
Apr 2606 MURSING OUTPATIEMT, PODIATEY- APFTS, G
Apr 25068 MURSING OUTPATIEMT, ~ Diane Griffin
Apr 25,06 MUCWISIT, HUC, D L DOWMIMG
Apr 25,06 REHAB COM . CHART REVIEMWY, MIKE D Fa:
Apr 21,06 REHAE COMSULT, DEMO CLIMIC, MIKE D FAZ
Apr 21,06 REHAB COMSULT, PODIATRY - APFT
Apr 2006 HBC START OF CARE, HOME BASED CARE, GIk
Apr13,06 OB-GYM AMMUAL, PHARMALCY, Caral Stout, MSH
Apr18.06 HURS IMPT PRE IMMUMIZATION SCREEM, CHA
Apr11,06 HURS IMPT MED/SURG ADMISSION | PHARMAI
Apr11.06 HURSING OUTPATIEMT, PHARMACY, CORRIMA

¥ Apr 05,08 POD GEM, CHART REVIEW, RHOMDA K HEL

Mar 2406 EYE OPTHALMOLOGY, OPTOMETRY-OPHTHAL
Mar 10,08 TELEPHOME, FD-ACC, LEOMNA L JOHMNSOM

Mar 03,06 PED GEMERAL, PODIATRY - APPTS, keakal
El bar N9NR RFHAR AMETF FHART REWVIFW MIKF T FA7

Figure 3-9: Parts of the Notes Information

Document
Title

Clinic
patient
seen in

Author
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3.4 View Discharge Summaries

& s EHR LFSER, DEND

GEMERAL 1-GEMN-A Tl 204 1508 | Prvsiry Cire Titien Leaini tagrancd
= bl 193 B9 F USERDEMD roatein | Aberdee Hage M G
MORE
——
DT ST
Fia Vew bAckon Dgfom

Lot 100 Sigried Summnarims P 7106 Dischage Summary, GEHERAL DEMIUSER [rompleted], Adn 127674

Al sxgred] surmrenet Tit

B Feb 2100 Ducl BICT BATY: FIN 21,

DICTATED BY: D918, DEMD
HIGEEEYT: rout ine

Dirchargs TURBREDY

TLE: Pischargs Pumssry

ENTHY DATE: FEN IL, DOOBALE:EE;IE
ATTIMDING: IR, DIAG
FRATUR. CORFEITEDR

Figure 3-10: Viewing the Discharge Summaries for Patient

3.5 Cover Sheet
The Appointments and Visits panel on the Cover Sheet shows the appointment
history.
Appointments and Yisits
AppointrmentALisit | Date + | Status | -
MGEMERAL 16-Feb-200511:47 AMBULATORY
MGEMERAL 18-Jan-2005 12:01 AMBULATORY
MGEMERAL 14-Jan-2005 132:51 AMBULATORY
MGEMERAL 25-4ug-2004 10:14 AMBULATORY
MGEMERAL 13-8ug-2004 14:40 AMBULATORY
MGEMERAL 08-Jul-2004 16:24 AMBULATORY
MGEMERAL 21-Map-2004 14:37  AMBULATORY
39 PHARMALCY 28-4pr-2004 12:00 AMBULATORY
MGEMERAL 19-4pr-2004 17: 26 AMBULATORY
39 PHARMALCY 15-4pr-2004 12:00 AMBULATORY
MGEMERAL 14-A4pr-2004 13:28 AMBULATORY
05 DERMATOLOGY 14-Apr-2004 10:04 AMBULATORY
39 PHARMALCY 14-Apr-2004 10:04 AMBULATORY
05 DERMATOLOGY 06-&pr-2004 10:10 AMBULATORY ||
MGEMERAL 02-Apr-2004 70:21 AMBULATORY
39 PHARMALCY 24-b ar-2004 08:35 CHART REVIE'W
39 PHARMALCY 24-h ar-2004 08: 29 AMBULATORY LI
Figure 3-11: Appointments and Visit Component on Cover Sheet
3.6 Printing from EHR
You print a note using the options on the File menu.
3.6.1  Printer Setup
This might NOT be necessary if the printer has been setup before.
1. To setup the printer, select File = Print Setup.
2. The Printer Selection dialog displays.
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Printer Selection x|

"Lcu:al Printer

whbucdir-bl winghS T ete

WWE1.223.9.243ADGREMIER-P
Stucdir-bl wing\HPA4500-Calor

hhtucdir-bl wings5 T eter

Microzoft #PS Docurment YWriter
Microzoft Office Document Image “Whiter
F am

Adobe POF

1-5tep RobaPDF

—Remate Printer

VUECEWTRIC TECH SUPPORT 78 ﬂ

Ll

Copies: |'|

Save as your default printer [

Setup... | k. Cancel

Figure 3-12: Sample Printer Selection Dialog

Highlight the printer to output the note.
3. Click OK.

3.6.2  Print Note
1. Highlight the note to print.
2. Select File - Print to display the Print dialog.

Jul 11,07 CRISIS MOTE, 14 MEMTAL HEALTH. LORI
EUTCHER

10| x|
[ —
= Chart Capy

% Wark Copy

Frint.... I Cancel

Figure 3-13: Print Dialog

3. Make sure the correct note is shown on the dialog.

4. Click Print to output the contents of the note.
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3.7 Dragging a Note

Notes can be moved into folders. The folders organize the notes that belong together.

e Highlight the note title

e Left-click on this note title and hold the click = drag the mouse cursor down onto
INPT NURSE SHIFT (D) and then release the click.

e Answer Yes to the Confirm Attachment Message

MNOTIFICATIONS L REVIEW “LWITAL [ MEDS | 4BS “.REFORTS L. ORDERS “WELLWESS ™\ IMMUNIZATIONS “LROV NOTES "L MORE
File Wiew Action Options
Last 100 Signed Naotes Misit: 02/21/08 INPT NURSE PROGRESS, CHART REVIEW, DEMO USER (Feb 21.08E
= f Al signed notes TITLE: INPT NURSE PROGRESS
Feb 21.08 INFT NURSE DISCHARGE. CHART REVIE'. DEMO USER DATE OF NOTE: FEE 21, ZOOB@l4:00 ENTEY DATE: FEE 21, ZO008Q
Feb 21.08 INPFT NURSE PROGRESS, CHART REVIEW, DEMO USER AUTHOR: USER,DEMO EXP COSIGNER:
Feb 21.08 INPT NURSE SHIFT (N], CHART REVIEW. DEMO USER URGENCY: STATUS: COMPLETED

Feb 21 DB INFT NURSE IMMUNIZATION, CHART REVIEW, DEMO LISEH

TEST

Feb 21 DB INPT NURSE SHIFT (D). CHAHT REVIEW, DEMD LISER

Feb 21.08 INPT NURSE ADMISSION, CHART REVIEW, DEMO USER
Map 2306 PCACUTE CARE YISIT. TEST CLINIC. MA&RY G HAGER Signed: 0F/Z1/2008 14:08
Map 16,06 DIETETICS COMSULT, TEST CLINIC, MARY G HAGER

fes/ DEMO USER

Confirm Attachment

b ATTACH: Feb 21,08 INPT MURSE PROGRESS, CHART REYIEW, DEMO USER

-
TO: Feb 21,08 INPT MURSE SHIFT (D), CHART REVIEMW, DEMO USER

Are you sure?

[ =5 J | Mo ]

Figure 3-14: Confirm Attachment Confirmation
The folder now “appears”

ROTIFICATIONS . REVIEW “MITals . CC/PROBS “ MEDS “.|ABS . REPORTS . ORDERS “WELLMESS “LIMMUNIZATIONS “LPOW L SUPEREILL

File  Wiew Action Qptions

Last 100 Signed Mates Yigit: 02/21/08 IMPT WURSE IMMUMIZATION, CHART REY
= EE; Al signed nates

Feb 21.08 INPT NURSE DISCHARGE. CHART REVIEW, DEMO LISER
Feb 21.08 INPT MURSE PROGRESS, CHART REVIENW, DEMO USER
Feb 21 IJB INPT NUFISE SHIFT [M). EH:&FIT FIEVIEW DEMO LISEFI

- ¢—

B ay 23,08 PCACUTE CARE VISIT, TEST CLIMIC, M.-’-\FW G HAGER
B Map 1605 DIETETICS COMSULT, TEST CLINIC, MARY G HAGER

Figure 3-15: New Folder

E
E
=
=
El
E
E

In the example below look at how the screen changed after all the notes titles for 24
hrs have been dragged into the folder.

The INPT NURSE ADMISSION note cannot be dragged into the folder; it stands
alone.
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Lagt 100 Signed Motes
= Fg'}; All zigned naotes
¥ 21 Feb 21.08 IMPT MURSE SHIFT [D]. CHART REVIEW, DEMO LUSER
Feb 21,08 IMPT MURSE ADMISSION, CHART REVIEW, DEMO USER
Map 23.06 PCACUTE CARE WISIT, TEST CLIMIC, MARY G HAGER
Map 16.06 DIETETICS COMSULT, TEST CLIMIC, MARY G HAGER

Figure 3-16: Folder with Notes

To view the notes in the folder click on the + sign.

MOTIFICATIOMS L REVIE'W . WITALS . CC/FPROBS “ MEDS . L&RBS ™~ REPORTS . ORDERS
File “iew Action Options

Last 100 Signed Motes
= E‘g}; All zigned notes
= (= Feb21.08 INPT MURSE SHIFT (D). CHART REVIEW, DEMO LUSER

iFeb 21.08 INPT MURSE IMMUMIZATION, CHART REYIEW, DEMO USER:
Feb 21,08 IMPT MURSE PROGRESS, CHART REVIEMW,. DEMO USER
Feb 21.08 IMPT MURSE SHIFT [M]. CHART REVIEW, DEMO USER
Feb 21,08 IMPT MURSE PROGRESS, CHART REVIEMW,. DEMO USER
Feb 21.08 IMPT MURSE DISCHARGE, CHART REVIEW, DEMO USER

Feb 21,08 INPT MURSE ADMISSION, CHART REVIEW. DEMO USER

May 23,06 PCACUTE CARE VISIT, TEST CLINIC, MARY G HAGER

May 16,06 DIETETICS COMSULT, TEST CLIMIC, MARY G HAGER

Figure 3-17: Notes in Folder

File “iew Action Options

Last 100 Signed Mates
= TE'QE; All zigned notes
¥ 21 Feb 21,08 IMPT MURSE SHIFT (D). CHART REVIEW. DEMO USER
¥ 1 Feb 20,08 INPT NURSE SHIFT (D), GEMERAL, DEMO USER
+ £ Feb 19,08 INPT NURSE SHIFT [0, GEMERAL, DEMO USER
Figure 3-18: Collapsing the Folder
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3.8 Attaching a Note
|= BaRTLETT.ROBIN A BE=

User Patient Tools Help Clear Imaging

PhamEq ||| Pemo-Patient EMERGENCY MEDICINE 21Feb-20012:23 ||| Bollig.dakn.d et sl Foimt Dol i Il = Fastingd
=l Ao umnmany 3l elness lous €l ¢
1 ZMar1347 (BO0)  F BARTLETT AOBIN & Ambulatory Briefl ) | Summary) | Handout) | Sheet = 4 'AD|
ot ons Triage and Sore mation | Motes and Consults | %-Ray, Reports and Aeferences | APMS EH &pplication
Progress Motes Discharge Summaries
File View Action Options
Last 100 Signed Notes Wisit 02/21/08 INPT PHYSICIAN NOTES, EMERGENCY MEDICINE, ROBIN & BARTLETT, PHARMD, NCPS (Feb 21,08(16:27)
= F_é';; Al signed notes o~ B » ILJ 5
2] [Feb 21,08 INFT PHYSICIAN NOTES, EMESRERS HE MIrE BAGI A GAGT £ ks o
[ Feb 21,08 INPT HURSE ADMISSION Sened otes (A1) T, RORIN A
Feb 21,08 INPT NURSE SHIFT,t  Signed Notes by Author
Feb 21,08 INPT NURSE FROBLE  Signed Notes by Date Range L
Feh 21,08 INPTH & P, EMERGENCY ~ Uncosigned Notes o
Feb 21,08 PHARM NOTE, EMERGEF  Unsigned Notes b o o
Feb13.08 DIABETES EDUCATIONC  Custom View e
Feb 13,08 MUTRITION CONSLULT, C 1g8:28
Feb 13,08 EMDOCRINOLOGY COMS
Feb12.08 DM SUPPLIES COP Cong  Expand Al
Feb 05,08 ANTICOAG NOTES, &NTII
Jan 29,08 INFT H & P, CHART REVIE  Collapse Al
@ [ Jan29.08 ER PCC, CHART REVIEW
@ B Jan29.08 ER PCC, CHART REVIEW o
[ [F Jan 2808 ER PCC, CHART REVIEW | ftiach 0 Interdisciinary Note
Jan 18,08 PC NOTE ADULT, ANTICC
Jan 16,08 ANTICOAG NOTES, ANTICOAGULATION,
Jan 08,08 ANTICOAG NOTES, ANTICOAGULATION, &
Jan 04,08 DM EYE CLINIC COP, TRIBAL-DISBETES, F
Jan 04,08 DM NURSE NOTE CDP, TRIBALDIABETES
Jan 04,08 DM DEPO NOTE COP. TRIBAL-DIABETES,
Jan 03,08 ANTICOAG NOTES, ANTICOAGULATION, B
Jan 03,08 ANTICOAG NOTES, ANTICOAGULATION, B
Der 20,07 PCNOTE ADULT, ROSS EHR FP, ROBERT
Dec 16,07 DM SUPFLIES COF COMSULT, BRADLEY !
Dec 14,07 ANTICOAG NOTES, ANTICOAGULATION,
Bl Dec10.07 OUTOFFACILITY CASE MGMT CONSULT (¥
& >
[ / Templates ]
[ New Note ]
BARTLETTROBINA || CHEROKEEHONSHIHSGOV || CIHAHOSPITAL || 21Feb2008 1647
“a# Remavable Disk (F:) ) Patient Selection B chapter 01_Inpatie... | B E-R NPT Sreenshe., | B EHR Parent-Child Bu. . _ C =R ECE siszem

Flgure 3-19: Attach Note Option

) Attach to Interdisciplinary Note E]@

Select a naote to attach to;

Feb 21.08 INPT PHYSICIAM MOTES, EMERGEMCY MEDICIME, ROBIM A BARTLET | A
Feb 21,08 IMPT NURSE PROBLEM LIST, EMERGENCY MEDICINE, ROBIM A BART
Feb 21,08 IMPT WURSE SHIFT, EMERGENCY MEDICIME, ROBIMN & BARTLETT, PE
Feb 21.08 IMPT MURSE ADMISSION, EMERGEMCY MEDICIMNE, ROBIM & BARTLE]
Feb 21,08 INPT H & F, EMERGENCY MEDICINE, ROBIN & BARTLETT. PHARMD, M
Feb 21,08 PHARM WOTE, EMERGENCY MEDICINE, ROEIM & BARTLETT, PHARMI
Feb13.08 DIABETES EDUCATION COMSULT, CIHA LAE, ROBIM & BARTLETT, FH
Feb13.08 NUTRITIOM COMSULT, CIHA LAB, ROBIN A BARTLETT, PHARMD, NCF
Feb 12,08 ENDOCRINOLOGY CONSULT, DIMSDALE, ER, ROBIM A BARTLETT, PF
Feb13.08 DM SUPPLIES COF COMSULT. DIMSDALE, ER, ROBIM A BARTLETT. FI
Feb 05,08 AMTICOAG WOTES, ANTICOAGULATION, EMILY P PEROM

Jan 23,08 IMPT H &P, CHART REVIEW, RHOMDA MELSOM

Jan 23,08 ER PCC, CHART REVIEW . DOMMA SUE WOLFE

Jan 23,08 ER PCC, CHART REVIEW, DOMMA SUE WOLFE

Jan 28,08 ER PCC, CHART REVIEW, DOMMA SUE WOLFE

Jan 18,08 PCHOTE ADLULT, ANTICOAGULATION, CORMELIUS DAL

Jan 16,08 ANTICOAG WOTES, AMTICOAGULATION, DIAMA R BETELILAN

Jan 08,058 ANTICOAG NOTES, ANTICOAGULATION, ASHLEY PEREINS

Jan 04,08 OM EYE CLIMIC COF, TRIBAL-DIABETES, ROBIM & BARTLETT., PHARM
Jan 04,05 DM NURSE NOTE CDP, TRIBAL-DIABETES. RHOMDA C LOMG v

-

(] I [ Cancel

Figure 3-20: Attach to Interdisciplinary Notes Dialog
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[ "y
Confirm Attachment b
l} ATTACH: Feb 21,08 IMPT MURSE SHIFT, EMERGENCY MEDICIME, ROBIN A BARTLETT, PHARMD, NCPS

-
—

TO: Feb 21,08 IMPT MURSE ADMISSION, EMERGENCY MEDICIME, ROBIN A BARTLETT, PHARMD, MCPS

Are you sure?

Figure 3-21: Confirm Attachment Confirmation

3.9 Printing Interdisciplinary Notes

To print an individual note that is in a folder, it first must be detached from the folder.

|'{J BARTLETT,ROBIN A ad

User Patient Tools Help Clear Imaging

|| Demo_Patient || eMERBENCY MEDICINE 21Feb-200812:23 || | Bolig Jehn il dd e U sbeee
o urnmary | | Hea cliness || Flow
| 1 22Mar1947 B0 F | EARTLETT.ADBIN & Aty | | JI ) | stroma) st | sheet. 1 |
Natiiations | Triage and Scieening || Visit Infomation | Notes and Consubs | %-Fay, eports and Feferences || RPMS | BH Appiealon
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Confirm Detachment
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-

FROM: Feb 21,08 INPTH &P, EMERGENCY MEDICINE, ROBIN A BARTLETT, PHARMD, NCPS

Are you sure?

Figure 3-23: Confirm Detachment Confirmaton
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Figure 3-24: Selecting the Print Command on File Menu
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Printer Selection

Local Frinters

Fam

Femaote Printers

Microzoft Office Document Image YWriker

PTINF 9§

FTIMF 1] |
PTINP132 132 N |
PTINFZ 132

PTINFLEL 72

PTINFR: 132

FPTINFPR»2 132

PTIT 132

PTITCL123253 a0 i
PTLARCUMULATMNVE 96 il
Copies; |1

Save as vour default printer
-

Figure 3-25: Printer Selection Dialog

=

) Print

=~

(=1 %

Feb 21,08 INPT H & P, EMERGENCY MEDICINE, ROBIN A Print
BARTLETT, PHARMD, NCPS

(%) Chart Copy
{1 wiark Copy

Frirt... ][ Cancel

Figure 3-26: Print Dialog

3.10 ADT Considerations

EBC (Extended Bed Control) is used to make corrections to admissions.

Do not use ADM (Admission Bed Control) to change the admission or it will delete

delayed orders.

Use switch bed in order to move patients within same ward.
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4.0 Appendix A

This section describes competency documentation, General Information and User
Acknowledgement Form, Prompts Only Documents, Scavenger Hunt for Providers,
Pocket Guide, Daily Check List, and EHR Audit Form.

4.1 Competency Documentation

This section shows several types of competency forms.

4.1.1  Nursing Location Competency Form

The entire competence form appears on the next page.

Inpatient User Guide 101 Appendix A
February 2008



RPMS Electronic Health Record (EHR) vl.l

EHR COMPETENCY — LOCATING INFORMATION IN EHR

STAFF NAME: POSITION & UNIT:
Instructor/Evaluator: DATE:
Self Evaluation How Competency/Skill is Experience Level
Evaluated
1. Have not experienced before. Competency will be validated by:: 1. Acquired some experience (may
2. Know principle, but haven't e Direct observation (D), require practice, assistance).
actually performed. e Simulation (S),
3. Have performed but not recently *  Return demonstration (RD) | 2. Competent and/or can perform
need review. ' e Test(T) independently.
e Class (C)
4. Fee c_o_mf/orlzﬁlble and competent | ;e the appropriate letter in the 3. Competent, performs
In activity/skill. column How Evaluated independently, and is able to
teach and/or assess the
competency of others.

Skills Competency — Locate Information in EHR

Goal: Staff member gave successful return demonstration and this person is
competent to locate information in EHR. Reference per Guides to Documenting
in EHR.

Experience

Evaluation
Level

Evaluated

Self
How

Posting WAD - Identify location and states information contained here.

Cover Sheet - Identify components on this tab

Notifications - States understanding that notifications relevant to the EHR
user are listed here.

Notes - Demonstrates how to view notes by author and note title (custom view)
- States understanding of a + sign (addendum) and use of.

Orders - States understanding that doctors and nursing orders are here.

Medication - Identifies inpatient and outpatient medications.

Wellness - Identifies components: immunizations due, contraindication,
immunization history, skin history, health factors (GPRA indicators),
education, exams.

PROB/POV - States understanding this tab contains patient’s purpose of visit.
(Inpt nursing does not enter information here).

Services - States understanding this tab contains services patient received.
(Inpt nursing does not enter information here).

LAB - Demonstrates viewing cumulative labs & printing labs.
- Demonstrates selecting a specific lab type (e.g., microbiology).
- Demonstrates using the “Date Range”.

Reports - Demonstrates viewing patient Health Summary/FT.D Adult Regular.

D/C Summary - Doctor’s discharge summaries go here.

Consult - Consultation notes go here.

Triage - Vital signs and chief complaints entered here (primarily outpt use).

Successful return demonstration of the above was given by staff member
and this person is competent to perform these entries in EHR.

Staff Signature: Trainer Signature:
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4.1.2  Nursing Note Competency Form

The entire competence form appears on the next page.
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EHR COMPETENCY-NOTES

STAFF NAME: POSITION:

DATE:

Instructor/Evaluator:

Self Evaluation EOW compeEneEdl 2 Experience Level
valuated
1. Have not experienced Competency will be validated | 1. Acquired some experience (may
before. by: require practice, assistance).
2. Know principle, but haven't Direct observation (D), 2. Competent and/or can perform
actually performed. Simulation (S), independently.
Return demonstration (RD)
3. Have performed but not Test (T) 3. Competent, performs
recently, need review. Class (C) independently, and is able to
teach and/or assess the
4. Feel comfortable and Use the appropriate letter in competency of others.
competent in activity/skill. the column How Evaluated.
Skills Competency — Document nursing notes
S Goal: Staff member gave successful return demonstration and this person is sl S
= competent to document nursing notes on the Notes tab in EHR. (Reference per % _g
S | Guides to Documenting in EHR.) 3 &g
=3 =T a3
L > o > xX
0w T W
Demonstrates selecting a nursing note title
Demonstrates selecting a template to use with a nursing note title in My Templates.
Demonstrates saving a note as “unsigned note”.
Demonstrates editing and deleting an unsigned note.
Demonstrates signing a note.
Demonstrates adding an addendum to a signed note.
States understanding the following:
Unsigned notes can be deleted.
Signed notes cannot be deleted.
Signed notes that are incorrect can be retracted.
Note retraction:
Demonstrates adding an addendum to a note which states the reason for retraction.
States understanding that the Supervisor of Medical Records has to be natified to
retract the note. (use email)
State: author’'s name, date/time of note, note title, state an addendum explaining the
reason for retraction has been attached to the note.
INPATIENT ONLY
e  States understanding the INPT NURS SHIFT (D) is the note title that all other inpatient
nursing notes are dragged into. Doing this will create a folder with 24 hrs of nursing notes
from 0700hr - 0659 hr the next day. (a day and a night shift)
e Demonstrates dragging notes into the Inpt Shift (d) title.
e The exception is the admission note that stands alone.
Successful return demonstration of the above was given by staff member and this
person is competent to perform these entries in EHR.
Staff Sighature: Trainer Signature:
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4.1.3  Nursing Immunization Competency Form

The entire competence form appears on the next page.
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RPMS Immunization Package

Staff Name:
Date:
RN able to: Proficient | Trainers Comments
(Yes/No)

1. Sign onto RPMS.

. Select Immunization
Package (IMM).

3. Select Patient Menu
(PAT).

4. Select Single Patient
Record (SGL).

5. Complete entering
data in the following
fields of the Single
Patient Record.

A — Add immunization

S — Sink Test Add

E — Edit Visit

D — Delete Visit

I — Imm Serve Profile

H — Health Summary

P — Patient Edit

C — Contraindication

L - Letter Print

RN understands:

1. The use of “??”.

2. The use of PCC
Category
“Inpatient” vs “Historical” vs
“Ambulatory”.

The need for accuracy
when inputting the
vaccine given.

Staff comment:

Does the RN require further training or supervision? (Yes/No)
(If yes, refer back to Nursing CAC).

Trainer’s Name & Signature:
RN Signature:
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4.1.4  Nursing Vitals and Allergies Competency Form

The entire competence form appears on the next page.
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Nursing Vitals and Allergies Competency Form
Position & Unit:

STAFF:

INSTRUCTOR/EVALUATOR:

Date:

Self Evaluation

How Competency/Skill Is
Evaluated

Experience Level

1. Have not experienced
before.

2. Know principle, but haven't
actually performed.

3. Have performed but not
recently, need review.

4. Feel comfortable and
competent in activity/skill.

Competency will be validated
by:

Direct observation (D),
Simulation (S),

Return demonstration (RD)
Test (T)

Class (C)

Use the appropriate letter in
the column How Evaluated.

1. Acquired some experience (may

require practice, assistance).

2. Competent and/or can perform

independently.

3. Competent, performs
independently, and is able to
teach and/or assess the
competency of others.

outpatient clinics).

Self
Evaluation

Skills Competency — Documenting Vital Signs & ADR/Allergies

Goal: Staff member gave successful return demonstration and this person is
competent to document vital signs, ADR/Allergies. (Problems on triage -

Reference per Guides to Documenting in EHR.

Experience

Evaluated
Level

How

Vital Signs

Demonstrates entering vital signs on the Cover Sheet.

Demonstrates editing incorrect date & time.

Demonstrates editing incorrect vital sign.

Demonstrates deleting a vital sign.

Demonstrates entering a Problem on the triage tab.

Allergies/ADR

completed.

Demonstrates checking if a patient has allergy/allergies assessment

Demonstrates entry “No known allergies”.

Demonstrates entering an allergy.

States required action if an allergy information is incorrect or incomplete.

Staff Signature:

Successful return demonstration of the above was given by staff member and
this person is competent to perform these entries in EHR.

Trainer

Signature:
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4.1.5 Nursing Orders Competency Form

The entire competence form appears on the next page.
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STAFF NAME:

EHR Competency - ORDERS

UNIT / POSITION:

DATE:

Instructor/Evaluator:

Self Evaluation

How Competency/Skill Is
Evaluated

Experience Level

1. Have not experienced
before.

2. Know principle, but haven't
actually performed.

3. Have performed but not
recently, need review.

4. Feel comfortable and
competent in activity/skill.

Competency will be validated
by:

Direct observation (D),
Simulation (S),

Return demonstration (RD)
Test (T)

Class (C)

Use the appropriate letter in
the column How Evaluated.

1. Acquired some experience (may
require practice, assistance).

2. Competent and/or can perform
independently.

3. Competent, performs
independently, and is able to
teach and/or assess the
competency of others.

< Skills Competency — ORDERS Vital Signs & ADR/Allergies - ®
o o) c
S | Goal: Successful return demonstration by staff member of performing these s % —
5 Tg entries into EHR and is competent to perform these entries in EHR. g c_;s 53 %
nm I (I
States the difference between: - Verbal order
- Telephone order
- Policy order
Service Column:
States understanding
1. Services are listed here.
ADT, Nursing, Activity, IV Fluids, Inpt Meds, Outpt Meds, Lab,
Radiology, Consults (in that order from top to bottom of screen).
Become familiar with the listing sequence to navigate the orders.
2. All orders relating to a service will be grouped together.
3. In each Service group the most recent order by date & time is listed
first, then the orders run chronologically backward in time
Status Column:
States understanding
1. The status of an order displays here - the status determines how the
order works and what you see in EHR.
2. All orders will have a pending status until some type of action is taken on
the order from within its own RPMS package.
3. An electronic signature has to be applied to any order to change the
status from “unreleased” to pending.
Nursing Orders:
States understanding
1. Nursing orders can be completed by a nurse if it is indicated.
e.g., insert Foley catheter now. Once done, the order is “complete”.
2. Demonstrates completing a nursing order.
3. Nursing can Discontinue/Cancel Nursing/Activity orders if Dr order given.
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Medication and IV Fluid Orders:

States understanding

1. The status of Medication and IV fluid orders are made “Active”,
“Completed”, and “Expired” from the pharmacy package.

Nursing cannot do any of these actions only the pharmacist.
Orders cannot be verified until the status is “Active”.

Order verification - check all fields are processed to satisfy BCMA.
Nursing can Discontinue/Cancel med and IV fluid orders if Dr order
given.

abrwn

Radiology Orders:

States understanding

1. Radiology orders are made “Active”, “Scheduled”, “Completed”, and
“Expired” by the radiology package.

2. Nursing cannot do any of these actions only the radiologist.

3. Nursing can discontinue/cancel radiology orders if Dr order given.

Lab Orders:
States understanding
1. Lab orders are made “Active”, “Completed”, and, “Expired”
by the laboratory package.
2. Nursing cannot do any of these actions only the lab personnel.
3. Nursing can discontinue/cancel lab orders if Dr order given.

Consult Orders:
States understanding
1. Consult orders status of “Completed” occurs when the doctor enters
a note that is linked to the Consult in the EHR.
2. Nursing cannot do any of these actions only the person doing the consult.
3. Nursing can discontinue/cancel consult orders if Dr order given.

Telephone Orders:
Demonstrates - entering a laboratory test, radiology test, medication order.
- selects the ordering doctor’'s name first, check it is listed in
the Visit Encounter box.
- enters the order
- selects “Release to Service” and “Telephone” as the type of
Order
- “Verify” the orders (verify = | have noted these orders)
- Order will have “unsigned” listed in order display until the
Dr signs the order.

Discontinue or Cancel an order:
Demonstrates - selects the ordering doctor's name, check it is listed in
the Visit Encounter box.
- highlights the order to be cancelled
- selects reason

Complete a 24hr chart check - Demonstrates (Night shift - Inpatient only)

Successful return demonstration was given by staff member and this
person is competent to perform these entries in EHR.

Staff Signature: Trainer Signature:
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4.2 General Information and User Acknowledgement Form

The entire competence form appears on the next page.
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GENERAL INFORMATION ON EHR

Obtain computer codes
e AD codes — to sign onto the hospital computer Active Directory network. This is done first.
e RPMS Access-Verify Code — the same code is used to sign onto the EHR. BCMA & RPMS.
¢ If you have problems with your codes contact the Helpdesk.

Electronic Signature
e An electronic signature is required to sign notes and orders
e The Clinical Application Coordinator (CAC) will assist you with this

General information
Several principles apply throughout the EHR. Also in EHR there is usually 2 or 3 ways to achieve the
same end result. Below are listed the more common principles.

Information is displayed in panes (or windows).
e Change the size of the panes by placing the mouse arrow = on the divider bar
e The mouse arrow will change into this shape. € Il 2.
e Do a "“left click and hold” then move the mouse in the directed needed to widen or narrow a
window -> enables easier viewing of information

What is highlighted is displayed.

e Toread something — click on what you want to read or

- click on the + sign to expand a list
e Cover Sheet — click on something here - a dialog with more information opens. This dialog

must be closed (click the X) before anything else can be done in the EHR.
o Notes Tab — note titles are listed at the left of the screen. Click on the title you want to read
e Lab Tab — Click on the lab you want to display
Click on the date range you want — today, one week, two weeks, etc.

A + sign means more information attached.
e To expand a list - click on the +
e This will change the + it to a — sign with the attached list or information displayed below it
e Close the list by clicking on the — sign
e Notes Tab: + means an addendum is attached to the original note

e Reports Tab: click + and a list of reports opens. Click on the report name you want -> it displays
on the right side of the screen

e Wellness Tab: click on + to expand lists, then click on the item you want

What you see is what you get.

Pt information is contained in both EHR and the paper chart. If you cannot find something in EHR, then
look in the paper chart. Please ask question when you are uncertain or if you know some information is
located in EHR but you are unable to see it.

To enter data into the EHR there are the 4 RIGHTS
e Right patient
¢ Right visit
e Right date
e Right provider.
To select a patient - click on the box at the top left hand corner of the screen.
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Patient not zelected

Select a patient by using:
1. Medical record number — a minimum of 4 numbers is required
- If MR number is 3 or less numbers use leading zeros e.g. 0967
2. Patient’s name — lastname,firsthname. E.g. Brown,Mary (No space after the comma)
3. Birth date — B03151964 e.g. the birth date is March 15, 1964.
B (capital) is typed first, then month, day, and year. No spaces, commas, or slashes.

The Visit - is displayed in the Visit box next to the patient name.
Vizit not selected

VOMEIBRALYMDAE .
Default name — person who signed onto EHR

Inpatient stays - unit, bed number and admission date automatically default when a patient is selected.

TABS
Tabs are located at the bottom of the screen. To change tabs — click on the tab you want.

EoverSheet_ olifications 4 Motes 4 Orders 4 Medications 4 Prob/POY ¢ Services o Wellness . Labs 4 Reports 4 D/C Summ 4 Conzults 4 Triage

MHao
Postingz

| a| =

COVER SHEET - At the upper right corner you see these icons

Click this to sign notes, orders etc. — Face Sheet.
‘JCIinical Reminders — none due
Postings | Pastings| Postings| | Postingz| | Postings

Mo
Paoztings
A WD CAD CwAD WD

The postings icon indicates what is listed: Allergies (A), Crisis Notes(C), Warning Notes (W) and
Directives (D)
e No postings usually means there are no allergies, advance directives etc. You must check No
Postings for “No Allergy Assessment” - this means either NKA or know allergies has to be
entered into EHR.

Clinical Reminders - due

e The Cover Sheet has 8 panes (windows) with information contained below the headings:
Problems — Adverse Reactions — Alerts — Medications — Reminders — Vital Measurements —
Lab Orders — Appointments and Visits.

NOTES TAB

A note title is selected first. The note content is formed by using Templates containing “pre canned” text
and selecting response from lists (some examples below); free text typing is also used.

Clves O Ho O wra

r Check boxes: used for multiple selections Radio button: one

answer

free text Word processing boxes he-spr-2007 07:00 = Ellipsis button - usually a

calendar
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||

LOR I I i

Drop down boxes — select your response.

| have read and understand this information sheet which lists basic computer
concepts/functionalities of FDIH E.H.R.

Staff name: Signature: Date:
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4.3 Prompts Only Documents

This section describes various topics using words only (no screen captures).

4.3.1 Notes for Nurses
Sign onto EHR etc.

New Note — click this button.
The “Progress Note Properties” dialog displays.

e Type in NURS - the screen defaults to NURSING
e Use the scroll bar to find the note title you want.

e C(lick on it.

e Click OK.

The note title is now listed on the top of the screen.

The left side of the screen lists “New Note In Progress” and the note title underneath.
If there is a template:

The template attached to the note title will open.

The template has a title, usually the same as the note title.

e Complete the template.

e Click Preview to review the template (as the text will appear in the note) and
check the accuracy of the information.

e Click OK if satisfied with the content.

The template now appears under the note title on the screen.

If you wish to add any further comment, place the curso at the end of the template,
click once, and the type your note.

Click OK when completed.

4.3.1.1 To Sign A Note

Until a note is signed no other provider can read the note in progress. It is important
to remember this, because other providers may need to know what your note says.
Sign your notes once completed; do not wait until the end of shift. More information
can be added to a note after it is signed. (See Addendums)

Click the Integrated Signature Tool button at the upper right corner of the toolbar.

The Review/Sign Changes dialog display.
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Type your electronic signature.

The note is now listed under All Signed Notes.

4.3.1.2 Addendums
Information can be added to a note after it is signed — you add an addendum to the
original note. (You do not have to create a new note).
4.3.1.3 Default Note Titles to Your Personal List
You can organize the note titles used most frequently to default to the top of the Note
Properties box.
This will save time when documenting notes.
Go to the upper left corner of the screen and select Tools = Options = Notes (tab)
- Document Titles.
Click on the note title you want.
ADD - click
The note title is listed on the right under “Your List of Titles”.
Repeat the above steps as needed.
Save Changes — click.
OK — Click.
Close the dialogs.
Click on New Notes.
Your list of note titles defaults to the top of the Progress Note Properties dialog.
4.3.1.4 Guide to Using Templates
Templates standardize documentation and are easy to use. The size of templates will
vary. The more information to be documented, the larger the template will be. These
templates will be listed in subsections. This will allow staff to identify various
sections of the template. If a nurse is unable to complete a whole template before end
of shift, for example an Admission Assessment, the oncoming shift is told the
template has been completed up to Section XXX. The next shift nurse know at what
Section to start to complete the template.
To open fields click the box
There are various methods used to for entering information.
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Click on any of the following:
1 A heading is beside this and indicates what the topic of documentation is about.

Clicking on the box Mopens the field of information to be completed. Do not click
on the box if a note is not required on this topic.

O Click on this for answering questions. It will change to ®©.
Y Click on this for a drop-down list of responses. Click on the response you want.

Some buttons you click on until you find the answer you want. The label on the
button change with each click. For example: Yes — No — Maybe — Unknown.

There are many variations of the response combinations used.

There are also blank boxes that either require you type a response or allow for a
comment.

Information can also be “pulled” from other RPMS packages, so the order
information is entered into the EHR can be important.

For example — FIRST enter an immunization given into the Wellness tab and when
the Pre Immunization template is completed this information will pulled into your
template note.

43.1.5 Prompts
Sign onto EHR etc.
New Note — click this button.
The “Progress Note Properties” dialog displays.
Type in NURS - the screen defaults to NURSING
Use the scroll bar to find the note title you want.
Click on it.
Click OK.
The note title is now listed on the top of the screen.
The left side of the screen lists “New Note In Progress” and the note title underneath.
If a template is attached:
The template attached to the note title will open.
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The template has a title, usually the same as the note title.

Complete the template.

Click Preview to review the template and check the accuracy of the information.

Click OK if satisfied with the content.

The template now appears under the note title on the screen.

If you ant to add any further comment, place the cursor at the end of the template,
click once, and the type your note.

Click OK when completed.

432 Orders

The doctor will enter all orders in the EHR on the Orders tab. (COE)
When orders are entered they print automatically to a dedicated orders printer.

The unit clerk or charge nurse will place the printed orders in the patient hard
copy chart so that nurses know there are new orders.

The nurse will verify the orders in the EHR on the Orders tab. In EHR “Verify” =
“Noted”.

Telephone orders can be entered by a nurse when the doctor is not present in the
hospital (e.g. on night duty), or when in the OR. The ordering doctor’s name
MUST be listed in the encounter box.

When a patient goes to the OR the doctor must:
Copy current orders to Delayed Inpt Post-op orders

Cancel all current orders on the Orders tab.

When a patient returns from the OR the doctor must:

Manually release the orders on the Orders tab. (Delayed Inpt Post-Op)
When a patient is discharged the nurse must:

Verify all orders asap. Inpatient orders are automatically discontinued on
discharge.

When a patient is transferred to another unit the nurse must:
Notify Patient Registration of the transfer when the patient leaves the unit.

The doctor enters delayed orders for the transfer unit. The current orders auto-d/c
on transfer. When the transfer is entered into ADT the orders print to the
dedicated orders printer in the unit the patient is transferred to.
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Orders will have a Status assigned:

Unreleased - Active - Pending — Completed — Scheduled — Expired.

Discontinued/Cancelled — will be noted under the order itself, not in the status
column.

Nursing orders may be completed if applicable.
E.G. You can complete an order “Insert Foley”.

E.G. You would not complete an order “Ambulate TID” as this order should
remain active.

Pharmacy, labs and imaging orders are completed within each of those packages.

Labs will remain pending until the lab results are entered into the lab package.
(Pending — Complete)

Imaging will remain pending until the results are entered into the radiology
package. (Pending — Complete)

Medication status is changed in the pharmacy package. (Pending — Active)

Reports Tab — You can read all the orders entered under “Orders Summary for a
Date Range”.

4.4 Scavenger Hunt for Providers

INPATIENT PHYSICIAN

ADMISSIONS

Choose a new visit chart review or attach to an existing visit.

Select the Notes tab.

e Choose note title of Admit H & P
e Signit

e Choose delayed orders.

e Choose Admitto MSU

e Choose Admitting Provider and Attending Provider

Admitting Provider— Person writing the order

Attending Provider — Person following the patient (This provider receives all lab

notifications on the patient.) Admitting and Attending providers might be the same
person.

3.

e Put in admitting diagnosis and condition. Check OK.

(You will now get the inpatient menus.)

Write admission orders for patient using the Peds Dept. list or use the Admit
orders listed to the right and nursing orders listed in the middle. Put in all the
admit orders you normally use.
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4. Go to the Medications tab

e Highlight outpatient med orders.
e Choose Action = Transfer medications to inpatient

5. Go back to the Orders tab

e Sign all orders.

If you forget an order:

6. Highlight delayed orders.

7. Go to Inpatient Meds Menu

For meds order: K-riders x 3 to start on the floor

Order warfarin to be given upon arrival to the floor and then begin regular daily
dose

Order IV fluid with K+
Order one time dose of heparin

Order cardiac enzymes for 6hours from now (hint don’t use n+6.. put in actual
time)

Order gentamycin trough

Order a nursing text order to change dressing daily on the left foot
Order a diet

Order IV fluid for # of days

Order a fluid bolus and then continuous IV

Order a PPD and instruct to read on date

Go to Services tab — choose E&M code for initial hospitalization @ appropriate
level

9. Notify admission clerk to admit patient (This releases delayed orders)

ONGOING DAILY CARE

Your orders show as active orders.

1. To discontinue one of the med order:
¢ Find that med order
e Highlight
e Choose Action = Discontinue
e State reason requesting discontinue
Inpatient User Guide 121 Appendix A

February 2008



RPMS Electronic Health Record (EHR) vl.l

e Choose physician cancelled ALWAYS select physician cancelled otherwise
it doesn’t print to the nurses & they won’t have any idea it’s been cancelled
until they do 24 hr chart checks!

CHANGING ORDERS

1.

To change orders:

e Change dressing order to BID

e Highlight order. Select change.

Write a new med order for T#3. Give one immediately and QID. Notice the time
the next medications is to be administered to avoid administering double dosage.

Write an order for liquid Tylenol

e  Write the number of CC’s under the dosage box instead of comments.
Order a lab.

e Order one as ward collect

e Order one as phlebotomist collect

e Notice the difference in timing and who collects. Note: This is very
important, because the lab collects (phlebotomist) prints in the lab and shown
on the morning collection list.

Do a progress note.

e Choose INPT PEDS PROGRESS as the note title.
e Sign the progress note.
Do an E&M code for subsequent hospital stay

e (o to Services tab choose subsequent hospital stay appropriate level
e Edit the narrative & put today’s date in parenthesis — helps keep track of the
date for billing

e Ifyou do critical care — choose the critical care codes from the pick list for
MSU

FLAGGING & UNFLAGGING ORDERS
Highlight an order, then go to Action > Flag.

DISCHARGE
1. Go to Inpatient Menu
2. Choose the discharge menu
3. Write an order to discharge the patient
4. Order from the discharge menu
e Follow up appointment
e Nursing text order
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Note:

4.5

Go to Medications tab.

e Highlight the inpatient meds you want to patient to go home with.
Select Action = Transfer to Outpatient.

Go to Orders tab.

e Sign all orders.

(a) The outpatient meds will disappear once signed. You will need to change your
view to “current” instead of “active” in order to view them. IN THE
INPATIENT SETTING “Active” medication orders equal ONLY inpatient
medication orders. “Current” medication orders equal BOTH inpatient and
outpatient medication orders.

(b) The order automatically defaults to a 30 day supply. Make sure you change
the order to the appropriate number of days.

Go to Services tab

e Choose Discharge E&M code
Check over the diagnosis on the E-sheet to make sure everything is there,
communicate with coder if you have questions RE diagnosis codes

Pocket Guide

The packet guide appears on the next page. It might be printed and laminated for use
within your facility.
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Cover Sheet

- Vital signs, allergies, height, weight, pain

Wellness

1. Health Factors

- Smoking - yearly, from age 7

- Drinking - yearly, from age 5

- Readiness to learn - yearly

- Learning preference - yearly

- Barriers to learning - yearly

2. Education

- Admission - do all topics on admission

- Fall Prevention - if fall risk pt. (once only)

- Restraints - if in restraints (once only)

- Discharge - what is applicable on d/c

- Each shift document any other education done

3. Exams

- Depression screen - yearly, from age 18

- Intimate Partner Violence - yearly, female
From age 18

4. Immunizations

If any due, notify MD.

Do immunization screen

Enter imm. on Wellness tab/imm history

Do an Inpt Nurs Immunization Screen note

Nurse can initiate adult flu or pneunovax per

Hospital policy.

Communication
Click on Broadcast

Orders Tab
- All orders - verify here
- 24 hr CC here (nights)
- Nursing orders - Complete if applicable

Telephone Orders - new orders
1) *Ordering MD name in Visit Box
2) Check on Inpatient Menus
3) Make your selections
- Med orders - click on MEDICATIONS
- IV fluids - click on ROUTINE IV FLUIDS
- Labs - click your unit name listed under
Inpatient Labs
- Radiology - click as appl. under Imaging
- Nursing Orders - click as appl. under Nursing
4) Highlight orders > Release with MD Sig
5) Highlight orders - verify orders

Telephone Orders - Discontinue or Cancel

1) *Ordering MD name in Visit Box

2) Highlight order - Action = Discontinue/Cancel
- Select reason.

3) Highlight orders - Release with MD Sig

4) Highlight orders > verify orders
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4.6 Daily Check List

These might be useful for audit form. There are two lists: one for day and one for
evening. Then will appear on separate different pages.
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EHR CHECK LIST — DAY SHIFT

MR# | MR# | MR # | MR #

EACH DAY SHIFT - THIS IS DONE

1. Check allergies (Posting Wad @ upper R corner of screen)
Notes - INPT SHIFT (D)
Notes - INPT PROGRESS

Eal

Notes — drag your notes into the INPT SHIFT (D) immediately after
signing it.

5. Orders - Verify orders

6. Orders - Complete nursing orders as applicable.
S —————

IMMUNIZATIONS — DO THIS

1. Do an immunization screen per Inpt Nurs Immunization Screen Note
(do not sign your note)

2. VIS - Give pt a Vaccination Immunization Sheet (VIS) if applicable.
Answer all pt questions and obtain consent, give the shot.

3. Wellness tab — document immunization under Immunization History

4. Notes — INPT NURS IMMUNIZATION SCREEN
Check these boxes in the template
» General Screen
» Immunization specific screen
» VIS
» Consent
» Immunizations
5. Notes — drag imm. note into the INPT SHIFT (D) immediately after
signing it.
ADMISSIONS — DO THIS
1. Check Allergies. Enter allergies if indicated (Cover Sheet)

2. Wellness Tab - health factors, education, exams as applicable.
i. - Check Immunizations due — obtain order if
applic.

3. Notes — INPT NURS ADMISSION

4. This note stands alone — cannot be dragged into Shift (D)

5. Notes — INPT NURS SHIFT (D)

6. Notes — IINPT NURS PROGRESS

7. Notes — drag your Progress note into the INPT SHIFT (D)
immediately after signing it.

8. Orders - Verify orders

9. Orders - Complete nursing orders as applicable.
e E——————

DISCHARGES — DO THIS
1. Notes — INPT NURS DISCHARGE

2. Notes — drag Discharge note into the INPT SHIFT (D)
immediately after signing it.

3. Orders — verify all orders before patient is discharged by Pt Reg.
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discharged by Pt Reg.

PATIENT TRANSFERRED OUT OF THE UNIT — DO THIS

4. Orders — complete all nursing orders as applicable before ptis

1. Notes — INPT NURS TRANSFER OUT OF UNIT

after signing it.

2. Notes — drag Discharge note into the INPT SHIFT (D) immediately

3. Orders — verify all orders before patient is transferred by Pt Reg.

transferred by Pt Reg.

4. Orders — complete all nursing orders as applicable before ptis
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EHR CHECK LIST — NIGHT SHIFT

MR #

MR #

MR # | MR #

EACH NIGHT SHIFT — THIS IS DONE

Check Allergies (Posting Wad @ upper R corner of screen)

Notes - INPT NURS SHIFT (N)

Notes - INPT NURS PROGRESS

1
2
3.
4

Notes — drag all your notes into the INPT SHIFT (D)
immediately after signing it.

Orders - 24 hour chart check on orders

- if you take new orders do verify & 24h CC

6.
I ——

ADMISSIONS - DO THIS

Orders - Complete nursing orders as applicable.

1. Check Allergies. Enter allergies if indicated (Orders tab)
2. Wellness Tab — health factors, education, exams as
applicable
Check Immunizations due — if applic. obtain order for day
staff
3. Notes - INPT NURS ADMISSION
This note stands alone — cannot be dragged into Shift (D)
4. Notes - INPT NURS SHIFT (N)
5. Notes - INPT NURS PROGRESS
6. Notes — for night duty admissions all notes stand alone as
there is no INPT SHIFT (D) note title to drag notes into.
7. Orders - Verify orders when the pt is admitted on your shift
8. Orders - 24 hour chart check on orders
9. Orders - Complete nursing orders as applicable

P ——————————————————————
DISCHARGES - DO THIS

1.

Notes — INPT NURS DISCHARGE

2.

Notes — drag Discharge note into the INPT SHIFT (D)
immediately after signing it.

3.

Orders — verify all orders before the patient is discharged
by Pt Registration

4.

Orders — complete all nursing orders as applicable before
the pt is discharged by Pt Reg.

PATEINT IS TRANSFERRED OUT OF YOUR UNIT — DO THIS

1.

Notes — INPT NURS TRANSFER OUT OF UNIT

Inpatient User Guide 128

Appendix A
February 2008



RPMS Electronic Health Record (EHR) vl.l

2. Notes — drag Discharge note into the INPT SHIFT (D)
immediately after signing it.

3. Orders — verify all orders before patient is transferred by
Pt Registration

4. Orders — complete all nursing orders as applicable before
the pt is transferred by Pt Reg.
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4.7 EHR Audit Form

The audit form appears on the following page.
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EHR AUDIT FORM
Nursing staff are required to complete 2 chart audits per month. Audit done by:
One form per chart audit - Enter MR no.
- Check either yes/no/na for each section. Date:
- List admitting RN/LPN and NA.
- List discharge RN/LPN.
Comments if part of documentation has not been completed.
(E.g. learning barriers completed but not preference or readiness)
Cover Sheet Wellness Tab
Medical Vitals Allergies Immunz. Tobacco Etoh/drug Learning Education - Exams -
Record updated Forecast Barriers Admissionto | IVP
Include: Ht., Preference Hospital Depression
Wt, Head Enter Screen q 12 Screen q 12 Readiness
Circum Historical mth. mth. False (if Screen q 12
immune or flu Each applic.) mth.
with MD. admission Restraints (if
applic.)
Yes
No
N/A
Admitting
RN/LPN
N/A
Comment
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Notes POV Tab
Admission If pt. Look at meds | Notes Circle one - “Takes
note done transferred to | section - dragged into | Discharge alternative
your unit - a shift assess | Or meds”
does shift “Yes pt takes | (D) note to Transfer Entered as an
assess state | alternative make a 24 hr | Note done active
from: meds” folder. problem
Which unit
Arrival time
Discharge
RN/LPN
Yes
No
N/A
Comments
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5.0 Contact Information

If you have any questions or comments regarding this distribution, please contact the
OIT Help Desk by:
Phone:  (505) 248-4371 (local) or
(888) 830-7280 (toll free)
Fax: (505) 248-4297
Web: http://www.ihs.gov/General Web/HelpCenter/Helpdesk/index.cfm

Email: support@ihs.gov
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