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Preface

This manual provides information on the EHR Patch 14 additions and changes.

Recommended Users

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

Related Manuals

The VA also has multiple manuals for CPRS. Refer to www.va.gov/vdl for additional
information.

Required Configuration

Configuration is required before utilization of the new functionality and components.
Refer to the Electronic Health Record (EHR) Setup Guide, Version 1.1 Patch 14 for
configuration instructions before using this User Guide.
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Electronic Health Record (EHR) Version 1.1 Patch 14

1.0 Introduction

This manual is designed to inform the Clinical Application Coordinators (CACs) with
the changes that have been implemented in the upgrade to EHR Patch 14, as well as
new items that have been added for IHS.
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2.0 Overview

2.1 What's New

The following components are new for Patch 14.

e Acute Myocardial Infarction (AMI) (Section 3.1 provides more information.)

e Stroke Tool (Section 3.2 provides more information.)

Note: Configuration is required for these components before
utilization. Refer to the P14 Setup Guide for details.

2.2 What's Changed

The following components have been updated with functionality for Patch 14.

Note: Configuration might be required for these updates before
utilization. Refer to the P14 MU Setup Guide for details.

2.2.1  Anticoagulation Goal

If No is selected for Warfarin indicated, the INR Goal drop-down menu defaults to
N/A. The INR Goal field cannot be changed unless Yes is selected in Warfarin
indicated.

2.2.2  Appointments and Visits

The Visit Detail shows the ICD-10 code when a visit dated after the implementation
date is selected.

2.2.3  Clinical Information Reconciliation (CIR)

e |f the selected SNOMED CT matches an existing entry in the problem file for
the patient, an information message displays that a problem with the same
SNOMED ConceptID already exists.

e If adosing schedule is not defined when the Accept Order button is clicked on
an Outpatient Medication, an error message appears.

2.2.4 Immunizations

Only Lot Numbers designated to the facility to which the user is logged on display for
selection.
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2.2.5 Integrated Problem List (IPL)

Evaluation and Management (E&M) table containing all CPT codes defined to
office visit per visit type as defined by the E&M has been added.

A scroll tool has been added to the PickList dialog.

The Provider Narrative column has been renamed to Alternate POV Provider
Text on the POV dialog.

The picklists the user can view and use when items from the Edit PickList
dialog are defined has been added.

If there is no existing primary POV, even though the Primary POV check box
did not get checked, the problem is automatically a primary POV and not a
secondary.

The mouse pointer can be briefly rested over the code in the ICD column to
view a popup of the map source advice, based on the SNOMED CT code.

Right-click menu options order has been reorganized.

A Pregnancy Issues and Problems (PIP) column has been added.

The Treatment/Regimen dialog subsets have been reorganized.

A visit must be selected for the Patient Education dialog to open.

If the site is not licensed for ClinicalKey, the Web Reference Search dialog
opens instead when the Clinical Decision Support button is clicked.

2.2.6 Items (Super-Bills)

The Items (Super-Bills) application has been redesigned for a more user-
friendly interface. In addition, the following functionality updates have been
made:

o Ifavisit prior to 10/01/2014 (ICD-10 Implementation) is selected, and
an item with an ICD-10 association is selected, or a visit after
10/01/2014 is selected and an item with an ICD-9 association is
selected, a warning message appears that a POV must be assigned from
the IPL.

0 Lookup to Apelon tool added for SNOMED CT.
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2.2.7 Lab

e A visit must be selected for the Patient Education dialog to open.

o If the site is not licensed for ClinicalKey, the Web Reference Search dialog
opens instead when the Clinical Decision Support button is clicked.

2.2.8 Medications Management

e If a dosing schedule is not defined when the Accept Order button is clicked on
an Outpatient Medication Complex Order, an error message appears.

e [fasite is not licensed for ClinicalKey, the Web Reference Search dialog
opens instead of ClinicalKey when the Clinical Decision Support button is
clicked.

e |f an active visit is not selected when the Education Information button is
clicked, a Active Visit is Not Selected message appears.

2.2.9 Pharmacy Education
Purpose of Visit information may be added to Pharmacy education.

2.2.10 Reproductive Factors
Family planning method may be deleted.

2.2.11 Visits
On the Visit Detail, if a visit dated prior to the implementation date is selected, ICD-9
codes are shown. If a visit dated on or after the implementation date is selected, ICD-
10 codes are shown.

2.2.12 \Visit Services
When adding a visit service using ICD procedure code, if a visit dated prior to the
implementation date is selected, ICD-9 codes are retrieved. If a visit dated on or after
the implementation date is selected, ICD-10 codes are retrieved.
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3.0

3.1

3.1.1

New Components

The components in the next sections are new for Patch 14.

Acute Myocardial Infarction (AMI) Events

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

This component was delivered DISABLED with the EHR P13 release. This
component is enabled in the EHR P14 release.

Adding a New AMI Event
To add a new AMI event:

1. Select a patient and an unlocked visit.

Note: A warning message displays if the user tries to add
another AMI Protocol when one already exists for
today's visit. The message also displays if the user
creates a same day visit and adds a AMI Protocol record.

2. Select the AMI tab or component, or click the AMI button, depending on your
site configuration. The AMI: Chest Pain/AMI Symptoms documentation tool
opens.

Note: Click the Details button (*') to expand or contract the
AMI: Chest Pain/AMI Symptoms list. Use the scroll
arrows to the right of the AMI Events list to view the
full list.

3. Click the main Add button (' 4%") in the top-right pane of the AMI tool, or right-
click and select Add. The Add a New Record dialog opens.
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Figure 3-1: Add a New Record Dialog

Note: The fields must be completed in order, from left to right,
for the next set of fields to become active. For example,
the Symptoms Arrival and Onset Date/Time must be

completed before the Add Symptom button (*)
becomes active, and the Symptoms section must be
completed before the EKG section becomes active.

The Save button is only enabled if Arrival Onset and
Date Onset is added. However if the Therapy Initiated,
EKG Done, or Therapy Not Initiated buttons are
selected, the Save button is not enabled until a Reason
and Date/Time are selected.

4. Inthe Symptoms section:

Note: Future dates/times are not allowed for any of the entries
in AMI.

a. The Arrival Date/Time field is the date and time the patient is admitted
to the Emergency Department (ED). To enter it, type the date and time
of the patient’s arrival in xx/xx/xxxx 00:00 or N-X (now minus X
minutes) format, or click the Ellipsis button to select a date and time
from the Select Date/Time dialog.
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Figure 3-2: Select Date/Time Dialog

b. In Onset Date/Time, type the date and time of the onset of symptoms in
XXIXx/xxxx 00:00 or N-X (now minus X minutes) format, or click the
Ellipsis button to select a date and time from the Select Date/Time
dialog. Do one of the following:

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

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

c. Click the Add Symptom button () to select symptoms. The Select
Symptoms dialog opens. Click as many pre-filled symptoms as
applicable, and then click Close. The selected symptoms appear in the
Symptoms field.

e If there is an existing Symptoms entry you want to delete, click

the Delete button ((*). Refer to the Editing an AMI Event topic
for details.
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Figure 3-3.Select Symptoms Dialog
d. Inthe Comment field, type any comments, as needed.
5. Inthe EKG section:

a. If an EKG has been completed, click the EKG Done check box. The
EKG fields activate.

Note: If an EKG has not been completed and the EKG
Done check box is not selected, the remaining
fields in this section are inactive.

Also, a date for the EKG is required to save the
information.

b. In EKG Done Date/Time, type the date and time of the EKG in
XXIxx/xxxx 00:00 or N-X (now minus X minutes) format, or click the
Ellipsis button to select a date and time from the Select Date/Time
dialog. Do one of the following:

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

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

c. Click the Add Finding button (*). The Add EKG Finding dialog
opens.
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Comments herd
" Acute myocardial infarction

4 | of

Save | Cancel

Figure 3-4.Add EKG Finding Dialog

PA

e If there is an existing EKG findings entry you want to edit or
delete, click the Modify button () to edit, or click the Delete
button (1) to delete. Refer to the Editing an AMI Event topic

for details.

d. Click an option button to select a finding. Acute anteroapical

myocardial infarction, for example.

e. The Provider Text, you can type a more detailed explanation of the

appended SNOMED Code text, if needed.

f. In Interpreted By, select a provider name.

g. In Comments, type any comments about the EKG findings, as

applicable.

h. Click Save. The EKG entries appear in the EKG section.

6. In the Fibrinolytic section:

a. Select one of the following applicable option buttons:

e Therapy Initiated
e Therapy Not Initiated

e None

Note: The None option button can also be used
to clear previously input Fibrinolytic
items.
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b. In Date/Time, type the date and time of the therapy initiation or
declination in xx/xx/xxxx 00:00 or N-X (now minus X minutes) format,
or click the Ellipsis button to select a date and time from the Select
Date/Time dialog. Do one of the following:

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

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

c. If therapy was declined by the patient, in the Not Initiated Reason,
select a reason for the refusal from the drop-down menu.

Note: The Not Initiated Reason field is only active if
the Therapy Declined option button is selected.

d. Inthe Comment field, type any comments, as applicable.

7. In the Protocol section:

a. Click the Add Protocol button (). The Add Protocol/Standing Orders
dialog opens.

e If there is an existing Protocol entry you want to edit or delete,
click the Modify button (1<) to edit, or click the Delete button (
%) to delete. See the Editing an AMI Event topic for details.

& Add Protocol/Standing Orders o (=[S

Protocol

" Angiotensin-converting enzyme inhibitor: =

Antithrombotic Agents
" Angiotensin-receptor blockers
Protocol Date/Time

% Antithrombotic Agents 10/16/2013 15:49 J

" Aspirin and Antiplatelet Therapy EITELE

Type comments here
" Beta-hlockers

4 of

Save | Cancel

4
Figure 3-5: Protocol Dialog

b. Select a Protocol option button. The Protocol field populates with your
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selection.

c. InProtocol Event Date/Time, type the date and time of the protocol
event in xx/xx/xxxx 00:00 or N-X (now minus X minutes) format, or
click the Ellipsis button to select a date and time from the Select
Date/Time dialog. Do one of the following:

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

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

d. In Comments, type any comments as applicable to the protocol.
e. Click Save. The selected protocol appears in the Protocol field.

8. Click Save in the bottom-right section in the Add a New Record dialog. Your
AMI entries save and appear in the list of AMI events.

Note: All of the applicable required fields must be completed
for the Save button to become active.

#dd a Now Rocord
EXG Pratoce
' EXG Dono AddProkocol |
Chest Pain

S o
Add Finding ll Thrombolyic Protoco jﬂ
Chest pain on breathing ﬁ_l Acute infarction of papillary muacle 7| x I_J
|
Comement
[Tyme comment here
Fibenolyic
& Therapy Initisted " Therapy Notinitisted Hane
Date/Tima | 05092014 1126
=l | Motiniisted Reason | J
Comment Comment
Type comment here [Tyme comment here B
Save Cancel

Figure 3-6: Completed AMI Event

3.1.2  Editing an AMI Event
To edit an AMI event, follow these steps:

1. From the list of AMI events, select an event to edit. The event opens.

Note: The visit must be open and not locked.

2. Click the Edit button. The Editing a Record dialog opens.
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Note: Alternatively, you can right-click an existing AMI event
in the AMI Events list and select Edit. An AMI event
must exist in order for the Edit function to be available.

T AMI- Chest PainfAMI Sympioms
v

1
: =l
A Detalls Editing a Record
Symptoms EKG Protocol
ATZ Add Protocol -
Antithrombotic Agerts j l}_’
Add Symptom ﬂ Add Finding ﬂ
Lhesk g om xection i!_ﬂ Acule infarction of papilary muscle 2| m I 5|
=
Comment
[
- Fibrinolytic
Therapy Initisted (¢ Therapy Not Initiated None
DotefTame: | 10172013 08 13 _]
| | Mot lnitisted Reason |:ﬂ',salclmaﬂ-crﬁt‘__ patient j
Comment Comment 5
\ I

Figure 3-7: Event Edit

3. Make any changes, as applicable:

Note: Refer to the Adding a New AMI Event topic for

additional details on completing these following fields,
as needed.

e In the Symptoms section, complete any of the following actions:

0 Click the Add Symptom button () to open the Select
Symptoms dialog.

a. Make any selections.

b. Click Close to save changes.

o Click the Delete button () to delete a symptom.

o0 Inthe text/numeric fields, you can type over or delete existing
data.

e Inthe EKG section, complete any of the following actions:

o Click the Add Finding button (*) to open the Add EKG
Finding dialog.
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a. Make your changes.

b. Click Save.

o0 Click the Modify button (:*) to open the Edit EKG Findings
dialog.

a. Make any changes.

b. Click Save.

o Click the Delete button (1) to delete existing EKG findings.

0 In the text/numeric fields, you can type over or delete the
existing data.

In the Fibrinolytic section, complete any of the following actions:

o0 Change the applicable option button, as needed.

Note: The None option button can be used to clear
previously input Fibrinolytic items.

0 In the text/numeric fields, you can type over or delete the
existing data.

In the Protocol section, complete any of the following actions:

0 Click the Add button (*) to open the Add Protocol/Standing
Orders dialog.

a. Make any changes.

b. Click Save.

o0 Click the Modify button (*“) to open the Edit
Protocol/Standing Orders dialog.

a. Make any changes.

b. Click Save.

o Click the Delete button (1) to delete existing Protocols, as
applicable.

0 In the text/numeric fields, you can type over or delete the
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existing data.

4. Click Save.

3.1.3 Deleting an AMI Event
To delete and existing AMI event, follow these steps:

Note: To delete findings from individual AMI events, refer to the
Editing an AMI Event topic.

1. From the list of existing AMI events, select an event to delete.

Note: The visit must be open and not locked.

2. Click the Delete button.

Note: Alternatively, you can right-click an existing AMI event
in the AMI Events list and select Delete. An AMI event
must exist in order for the Delete function to be
available

a. In the Reason drop-down menu, select one of the following:

e Duplicate
e Entered in Error
e Other
b. If Other is selected, type a reason in the field.

Note: The comment field is only active if Other is
selected.

3. Click Save. The AMI event is removed from the list of AMI Events.

3.2 Historical Diagnosis

The Historical Diagnosis is a view-only component that shows the historical visits for
the current patient and information regarding the diagnosis for the visit.
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Past Diagnozes Past Procedures
a Historical Diagnosis @ g
Yisit Date| Provider Nanative ICD | Asthma Contal / | Facility -
03/07/2000 HYPERTEMNSION 401.9 Demo Hospital
03/07/2000 HYPERLIPIDEMIA, 2722 Demo Hospital
03/07/2000 TOBACCO USE 30581 Demo Hospital
VACC FOR
03/07/2000 STREPTOCOCCUS Y0382 Demo Hospital
PHMEUMOMN
02/03/2000 MOCTURIA 789.43 Demo Hospital
02/03/2000 HYPERTEMNSION 4019 Demo Hospital
02/03/2000 TOBACCO USE 30581 Demo Hospital
Inkrinsic Asthma 'With
12022009 30t bgse “S11 CONTAOLLED Dermo Hospi B
oihrihaieribasir -

Figure 3-8: Historical Diagnosis Panel

View visit information by selecting a record and then selecting View Visit Detail on
the right-click menu. The Visit Detail dialog opens.

3.2.1 Web Reference Search Function

There are two Web Reference search options available from the Historical Diagnosis
component that enables the user to look up information on a highlighted diagnosis
from the Provider Narrative column on the Historical Diagnosis dialog:

e Education Information button (g})

e Clinical Decision Support button (Q‘)

The Web Reference search depends on if any records are present or not when you
click either button.

e Condition 1: If there are records present, select a record, and click either the
Education Information or Clinical Decision Support button.

Note: You can change to a different Web site, if desired, by
selecting from the Reference Site drop-down list.

e Condition 2: If there are no records present or if no record is selected, click
either the Education Information button or the Clinical Decision Support
button to display the Web Reference Search dialog. The ClinicalKey Web site
is the default.
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Web Reference Search

Reference Site IEIiniu:aIKe_l,l j

Search Term || Search |

Figure 3-9: Web Reference Search Dialog

Select a different Reference Site from the drop-down menu, if needed. After
entering a term and clicking Search, the selected Web site opens for the
specified term.

3.2.2 Education Information Button

When a patient diagnosis is selected, click the Education Information button (ﬂ).
This sends a call to the MedlinePlus Web site to provide information regarding the
selected topic and the MedlinePlus Web site opens to the related page.

Note: The Add Patient Education Event dialog also opens when the
Education Information button is clicked. Patient education is
tracked for Meaningful Use, therefore, the Add Patient
Education Event dialog should be completed. Refer to the
Patient Education Online Help for details on completing this
dialog.

rﬁ‘l MedlinePlus Connect e s e

Healih Information for You

rrrrr

Caoronary Ariery Diseass

Medline Plus Web Site
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3.2.3 Clinical Decision Support Button
When a patient diagnosis is selected, click the Clinical Decision Support button (ﬂ).
This sends a call to the ClinicalKey Web site to provide information regarding the
selected topic and the ClinicalKey Web site opens to the related page.
re— O
T p— ¢ |[@- 1z v Al a - =
ﬂ-M_ . Getirg Started. . Labest Headines
ELSEVIER Books  Jourmals  More | Logn  Regsier Store i
Lead with answers.
“ Bt |eral pREUmGna Q |
ClinicalKey is a clinical search engine
that thinks and works the way you do. P ol
Figure 3-10: ClinicalKey Web Site
3.3 Stroke Tool
The Stroke tool captures specific SNOMED stroke data, including possible stroke
symptoms, date and time of onset if witnessed, last known well (baseline) state if not
witnessed, and NIH Stroke Scale score.
This component was delivered DISABLED with the EHR P13 release. This
component is enabled in the EHR P14 release.
3.3.1 Adding a New Stoke Event
To add a new stroke event:
1. Select a patient and an unlocked visit.
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Note: A warning message displays if the user tries to add

another Stroke event when one already exists for today's visit.
The message also displays if the user creates a same-day visit
and adds a Stroke Event record.

2. Select the Stoke tab, drop-down menu, or component, or click the Stroke
button, depending on your site configuration. The Stroke tool opens.

? ok T

L D Tome  Emst CuaTrem  Bymgions

Figure 3-11: Stroke Tool Main Screen

Note: Click the Details button (:*') to expand or contract the
Stroke Tool. Use the Scroll arrow to the right of the
Stroke events to view the full list.

3. Click the main Add button (' 4%) in the top-right pane of the Stroke tool, or
right-click and select Add. The Add a New Record dialog opens.

@ 2= | x| ok |
j
=

A  Details Add & New Record

Sympioms ‘rotocol Stroke Score

Parival DatelTime: B Add Protocol 4 | AddScos | view uestonnae

Oresel Date/Time: J ] | ScoreDateTime _ Score

Aad Sympion & |

=l
brnctytic
€ Thoapy nialed © Thesapy Mot 40-
Date/Time _J
Handedness e [ i P
Hot Inisted Reason i J
Comment Comment
001A3 | 0uean3 | owOsnz | ouoon3 | oean3 | 013 | ow
o123 ouMdn3 | O1oen g3 o3 owen
Cancel

Figure 3-12: Add a New Record Dialog
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Note: The fields must be completed in order, from left to right,
for the next set of fields to become active. For example,
the Symptoms Arrival and Onset Date/Time must be

completed before the Add button (*') becomes active,
and the Symptoms section must be completed before the
Protocol section becomes active.

The Save button is only enabled if Arrival Onset and
Date Onset is added. However if the Therapy Initiated or
Therapy Not Initiated buttons are selected, the Save
button is not enabled until a Reason and Date/Time are
selected.

4. Inthe Symptoms section:

Note: Future dates/times are not allowed for any of the entries
in the Stroke tool.

a. In Arrival Date/Time, type the date and time of the patient’s arrival in
XXIxx/xxxx 00:00 or N-X (now minus X minutes) format, or click the
Ellipsis button to select a date and time from the Select Date/Time

dialog.
& select Date/Time Ed
4 February, 2014 3 11:10 Today |
1 a0
Su Mo Tu We Th Fr Sa 2 :01 oK |
26 27 28 29 30 3t 2 EE
U
2 3 5 .04 Cancel |
G Hi
7 Hil-
3 Hiy
9 ;08
10 109
11 110
12 LI 111 ;I
Mow Midnight |

Figure 3-13: Select Date/Time Dialog
b. In the Select Date/Time dialog, do one of the following:

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

e Click the Midnight button to reset the time sliding scale, select a
new date/time, and then click OK.
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e Click the Today button, and then click OK to set the date to
today's date. The time remains at 00:00.

c. In Onset Date/Time, type the date and time of the stroke event in
XXIxx/xxxx 00:00 or N-X (now minus X minutes) format, or click the
Ellipsis button to select a date and time from the Select Date/Time
dialog. Do one of the following:

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

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

e Click the Today button, and then click OK, to set the date to
today's date. The time remains at 00:00.

d. Click the Add Symptom button () to select symptoms. The Add
Stroke Symptom dialog opens. Click as many pre-filled symptoms as
applicable.

Note: The number of symptoms shown in each column
in the Add Stroke Symptom dialog change based
on the size of the window. The distance between
each column is based on the longest name in the
column. You can jump to a symptom on the list
by clicking once in the list and then typing the
first letter of the symptom.

e |f there is an existing Symptom entry you want to edit or delete,
click the Modify button (") to edit, or click the Delete button (

%) to delete it. Refer to the Editing a Stroke Event topic for
details.
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& ndd Stroke Symptom H=] E3
[T Abdominal weakness [ Adductor ¥ witnessed
[¢ Abducens nerve palsy [ Adiadoch Witnessed by
[” Abducens nerve weakness [ Ageusica ITESt' nurse
[T Abductor spastic dysphonia [T Agnosia  Witnessed Date/Time
[~ Abnormal eyes closed straight line walking test [ Agnosiaf I 02/04/2014 11:27 J
[~ Abnormal peripheral vision [ Agnosiaf Comments
[~ Abnormal straight line walking test [~ Agnosiaf | TYPe comments here.
[T Abnormal vision [~ Agnosiaf
[T Acquired vocal cord palsy [T Agramme
[~ Acute confusion [~ Agraphia
[T Acute confusional state, of cerebrovascular origin | Akinetic :
[ Acute non-psychotic brain syndrome [ Akinetic:
A i
Save Cancel

Figure 3-14: Add Stroke Symptom Dialog

e. If the stroke event was witnessed, select the Witnessed check box. The
Witnessed by and Witnessed Date/Time fields become active.

f. If applicable, in Witnessed by, type the name of the person who

witnessed the stoke event.

g. If applicable, in Witnessed Date/Time, type the date and time of the
stroke event in xx/xx/xxxx 00:00 or N-X (now minus X minutes)
format, or click the Ellipsis button to select a date and time from the
Select Date/Time dialog. Do one of the following:

e Click the Now button to automatically input the current date and

time, and then click OK.

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

e Click the Today button, and then click OK to set the date to
today's date. The time remains at 00:00.

h. In the Comment field, type any comments, as needed.

i. Click Save.
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5. In the Handedness section, click the appropriate option button to select the
patient's dominant hand, or select Ambidextrous or Unknown, as applicable.

6. In the Protocol section:

a. Click the Add Protocol button (). The Add Protocol/Standing Orders
dialog opens. If there is an existing Stroke Protocol entry you want to

edit or delete, click the Modify button () to edit, or click the Delete

button (1) to delete. Refer to the Editing a Stroke Event topic for
details.

@ Add Protocol/Standing Orders =10l x|

" Stat labs; CBC, PT/PTT, BMP, CPK, Troponin, and I-Stat, HCG (if female) Protocol

CT brain/neck
% CT brainfneck
Protocol Date/Time

' Angiography if creatinine WHNL 10/18/2013 08:53 _]

" Brief neurological exam (NIHSS) oSNt

Type comments here.

Save Cancel

B

Figure 3-15: Protocol Dialog

b. Select a protocol option button. The Protocol populates with your
selection.

c. InProtocol Date/Time, type the date and time of the protocol event in
XXIXx/xxxx 00:00 or N-X (now minus X minutes) format, or click the
Ellipsis button to select a date and time from the Select Date/Time
dialog. Do one of the following:

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

e Click the Midnight button to reset the time sliding scale, select a
new date/time, and then click OK.
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e Click the Today button, and then click OK to set the date to
today's date. The time remains at 00:00.

d. In Comments, type any comments as applicable to the protocol.
e. Click Save. The selected protocol appears in the Protocol field.
7. In the Fibrinolytic section:
a. Select one of the following applicable option buttons:
e Therapy Initiated
e Therapy Not Initiated

e None

Note: The None option button may also be used
to clear previously input Fibrinolytic
items.

b. In Date/Time, type the date and time of the therapy initiation or
declination in xx/xx/xxxx 00:00 or N-X (now minus X minutes) format,
or click the Ellipsis button to select a date and time from the Select
Date/Time dialog. Do one of the following:

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

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

e Click the Today button, and then click OK to set the date to
today's date. The time remains at 00:00.

c. If therapy was declined by the patient, in the Not Initiated Reason,
select a reason for the decline from the drop-down menu.

d. Inthe Comment field, type any comments, as applicable.
8. In the Stroke Score section:
a. Click the Add Score button (*). The Add Stroke Score dialog opens.

e If there is an existing Stroke Score entry you want to edit, click
the Modify button (:2). Make the changes in the Edit Stroke
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Score dialog, and then click Save. Refer to the Editing a Stroke
Event topic for details.

b. Click an option button to select a score for the following:

Note: You can pause your cursor over the item to view
an explanation or over the Score option button to
view a NIH Stroke Scale explanation of the
score. Click the View Questionnaire button to
view the Stroke Scale explanations (read-only) in
a list form.

“ Add Stroke Score [_[O0]

Level of Consciousness Cop &1 C2 €3 =

LOC Questions x

LOC Commar  The patient is asked the month znd hisfher 2ge. The answer must be correct - there is no partial credit for
being close. Aphasic and stuporous patients who do not comprehend the guestions will score 2. Patients
unable to speak because of endotracheal intubation, orotracheal trauma, severe dysarthria from any cause,

Best Gaze language barrier, or any cther problem not secondary to aphasia are given a 1. It is important that only the
initial answer be graded and that the examiner not "help” the patient with verbal or non-verbal cues.

Co &1 C2

Visual o w1 2 3
Facial Palsy o o . :
Partizl hemianopia.
Motor Left Arm Cop €1 Cz2 €3 €3 Gun Type explanation here. _'I
Event Date/Time IUZ.”]“:"?UH 11:39 J Save | Cancel |
A

Figure 3-16: Add Stroke Score with Pause Over

@ view Questionnaire M=

Level of Consciousness 0 Alert; keenly responsive. 2
The investigator must choose a response if a full 1 Mot alert; but arousable by minor stimulation
evaluation is prevented by such obstacles as an to obey, answer, or respond,

endotracheal tube, language barrier, orotracheal trauma/

bandages. & 3 is scored enly if the patient makes no 2 Mot alert; requires repeated stimulation to

movement (other than reflexive posturing) in response attend, or is obtunded and requires strong or

to noxious stimulation. painful stimulation to make movements (not

stereotyped).

3 Responds only with reflex motor or autonomic
effects or totally unresponsive, flaccid, and
areflexic.

LOC Questions 0 Answers both questions correctly.
The patient is asked the month and his/her age. The 1 Answers one question comrectly.
ansvier must be correct - there is no partial credit for

being close. Aphasic and stuporous patients who do not 2 Answers neither question correctly.
comprehend the questions will score 2. Patients unable

to speak because of endotracheal intubation, orotracheal

trauma, severe dysarthria from any cause, language

barrier, or any other problem not secondary to aphasia

are given a 1. It is impartant that only the initial answer

be graded and that the examiner not "help” the patient

with verbal or non-verbal cues.

LOC Commands 0 Performs both tasks correctly.

e . o e E
dosel

Figure 3-17: View Questionnaire

e Level of Consciousness — Select 0-3
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LOC Questions — Select 0-2
LOC Commands — Select 0-2
Best Gaze — Select 0-2
Visual — Select 0-3

Facial Palsy — Select 0-3

Motor Left Arm — Select 0-4 or UN. If UN is selected, type a
comment in the field

Motor Right Arm — Select 0-4 or UN. If UN is selected, type a
comment in the field

Motor Right Leg — Select 0-4 or UN. If UN is selected, type a
comment in the field

Motor Left Leg — Select 0-4 or UN. If UN is selected, type a
comment in the field

Limb Ataxia — Select 0-2 or UN. If UN is selected, type a
comment in the field

Sensory — Select 0-2
Best Language — Select 0-3
Dysarthria — Select 0-2

Extinction and Inattention (formerly Neglect) — Select 0-2

c. The Event Date/Time defaults to the current day and time. To change it,
type the stroke score date and time in xx/xx/xxxx 00:00 or N-X (now
minus X minutes) format, or click the Ellipsis button to select a date
and time from the Select Date/Time dialog, if applicable. Do one of the
following:

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

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

Click the Today button, and then click OK, to set the date to
today's date. The time remains at 00:00.

d. Click Save. Your score trend entries appear in the graph section.
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Note: You must select an option button for every Stroke Score
item. If UN is selected, a comment must be typed in the
field for the Save button to become active. Each time
you add a Stroke Score, the entry plot on the graph after
you click Save.

9. Click Save in the bottom-right section in the Stroke Tool. Your entries appear
in the list of stroke events.

Note: All of the applicable required fields must be completed
for the Save button to become active.

ﬂ Stroke Tool s
j
3
Add a New Record
Protocal Stroke: Score
Add Protocol EJ AddScore 4| view Guestonnaire
CT brainineck J w|2] | ScorDateTime  Score
- 101620130903 10 _‘
Abducens nerve weakness ;l ® 10182013 9 j
1071820130307 29 _’J
=l | | wezoiaone =2 J
Fibnnolyhic
© Therapylnitiated (= Therapy NotIniisted  Hone 0
| poaitina [OTERTETT 0 e ————
Handedness  (~ Fight (" Left (* Ambidextrous & Unknown J — s
i m._/_._—’f*

Coemment Comment
[ Tooe commen hers 504 AM S05.AM 306 AM 907 AM 308 AM

Save Cancel

[Type comment here]

Figure 3-18: Completed Stroke Record

| Note: Stroke scores can now be deleted.

3.3.2  Editing a Stroke Event
To edit an existing stroke event, follow these steps:

1. From the Stroke Tool existing event list, select the event you want to edit. The
event (read-only) shows below the list.

Note: The visit must be open and not locked. Click the Details
button (*') to expand or contract the Stroke event fields.
Use the scroll arrows to the right of the Stroke events list
to view the full list.

2. Click the Edit button, or right-click and select Edit. The Editing a Record event
fields become active.

Note: A Stroke event must exist for the Edit function to be
available.
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9 Stroke Toal

j
Lok =
A Detads Feiting  Recocd
Symploms Protocol Stroke: Score
Add Protocol 4+ AddSeore 4| view Guestonnaie
CT brainineck j |2l | ScomDoelme Score
e 101820130808 10 J
101820130205 19
2| %] =
101820130807 29 _'_J
— = | weanzosee = #
Fibanohytic
€ Therpylnitinted = Therapy lotlnitisted ( Hone
j _ -
DotefTane | 101182013 0911 _J
. o —
Handedness  Right (" Lefi ( Ambidedrous & Unknown i _—
Hot Insiated Reason |—twu response to treatment :] - e

i =
Comment Comment |/
o \
s0da

Type comment here I Type comment here

Figure 3-19: Stroke Event Edit

3. Make any changes, as applicable:

Note: Refer to the Adding a New Stroke Event topic for

additional details on completing the following fields, as
needed.

e In the Symptoms section, complete any of the following actions:

o Click the Add Symptom button (*) to add a Symptom. The
Add Stroke Symptom dialog opens.

a. Make any selections.

b. Click Save.

o0 Click the Modify button (*) to open the Edit Stroke Symptom
dialog.

a. Make your changes.

b. Click Save.

o Click the Delete button (1) to delete an existing symptom.

0 In the text/numeric fields, you can type over or delete the
existing data, or select a different option button.

¢ In the Protocol section, complete any of the following actions:

o Click the Add Protocol button (*) to add a Protocol. The Add
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Protocol/Standing Orders dialog opens.
a. Make your selections.

b. Click Save.

Click the Modify button (“") to open the Edit
Protocol/Standing Orders dialog.

a. Make your changes.

b. Click Save.

Delete button (1*) to delete existing Protocols, as applicable.

In the text/numeric fields, you can type over or delete the
existing data.

e In the Fibrinolytic section, complete any of the following actions:

(0}

(0]

Select the applicable option button.

Note: The None option button may be used to
clear previously selected Fibrinolytic
items.

In the text/numeric fields, you can type over or delete the
existing data.

e Inthe Stroke Score section, complete any of the following actions:

(0]

Click the Add Score button (*). The Add Stroke Score dialog
opens.

a. Select the Stroke Scores option button..

b. Click Save.

Click the Modify button (*“) to open the Edit Stroke Score
dialog.

a. Make any changes.
b. Click Save.

Click the Delete button to open the Delete Score dialog.
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a. Select the Stroke Score you want to delete.
b. Click Delete.
4. Click Save. Your changes show in the Stroke event list.

3.3.3 Deleting a Stroke Event

To delete an existing Stroke event, follow these steps:

Note: To delete findings from individual Stroke events, refer to the
Editing a Stroke Event topic.

1. From the list of existing Stroke events, select an event to delete.

Note: The visit must be open and not locked.

2. Click the Delete button.

Note: Alternatively, you can right-click on an existing Stroke
event in the Stroke Event list and select Delete. A Stroke
event must exist in order for the Delete function to be
available.

The Delete Stroke Record dialog opens.

@ Delete Stroke Record x|

Reason I Other j

Type reason here]

Save Cancel

Figure 3-20: Delete Stroke Record Dialog
a. In the Reason drop-down menu, select one of the following:

e Duplicate
e Entered in Error
e Other
b. If Other was selected, type a reason in the field.
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c. Click Save.

3. Click Save. The Stroke event is removed from the list.

3.4 Visit Diagnosis

The Visit Diagnosis is a view-only component that displays Purpose of Visit (POV)
information for the current patient, as well as information regarding the diagnosis for
the visit.

g Visit Diagnosis C.I (&]

SNOMED CT | Frovides Nanative | Prowider Test [IED [Prioy /| Asthma Contiol |Cauze  [Injury Date |Injuy Cause Injury Flace |Modfier | Onset Date
P S | Gastroesophagesl reflus
Sl phage dzease | prosader test pravider test entry | 530.81 | Primary
reflux dizeaze entry
S . Reactive confusion | this is | this is the prosader
Reactive confusion Tl fest 2982  Seconday

Migeare without

Ta Migraine without aura | test | test MEID  Seconday

Figure 3-21: Visit Diagnosis Panel

View visit information by selecting a record, and then selecting View Visit Detail on
the right-click menu. The Visit Detail dialog opens.

3.4.1 Web Reference Search Function

There are two Web Reference search options available from the Visit Diagnosis
component that enable the user to look up information on a highlighted diagnosis from
the Provider Narrative column on the Visit Diagnosis dialog:

e Education Information button (Q‘)

e Clinical Decision Support button (ﬂ)

The Web Reference search depends on if any records are present or not when you
click either button.

e Condition 1: If there are records present, select a record and click either the
Ed Information or the Clinical Decision Support button.

Note: You can change to a different Web site if desired by
selecting from the Reference Site drop-down list.

e Condition 2: If there are no records present or if no record is selected, click
either the Education Information button or the Clinical Decision Support
button to display the Web Reference Search dialog. The ClinicalKey Web site
is the default.
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Yeb Reference Search

Reference Site IEIinicaIKe_l,l j

Search Term || Search |

Web Reference Search Dialog
Select a different Reference Site from the drop-down menu, if needed. After
entering a term and clicking Search, the selected Web site opens for the
specified term.

3.4.2 Education Information Button

When a patient diagnosis is selected, click the Education Information button (M)
This sends a call to the MedlinePlus Web site to provide information regarding the
selected topic and the MedlinePlus Web site opens to the related page.

Note: The Add Patient Education Event dialog also opens when
the Education Information button is clicked. Patient
education is tracked for Meaningful Use, therefore, the Add
Patient Education Event dialog should be completed. Refer
to the Patient Education Online Help for details on
completing this dialog.

rﬁ]MEdllnechm Connect P Ry remie s e e
Heakih Infosmation for You

-----

Coronary Ariery Diseais

Figure 3-22: Medline Plus Web Site
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3.4.3 Clinical Decision Support Button

When a patient diagnosis is selected, click the Clinical Decision Support button (ﬂ).
This sends a call to the ClinicalKey Web site to provide information regarding the
selected topic and the ClinicalKey Web site opens to the related page.

T S

& & [ S E—— * @ . Al D N B- B

o en e g Vel e el

=
ELSEVIER Booms  owrram o |¢mmm-.
Lead with answers.

“ Uil ¥ DL O Q il

ClimicalXey m 3 clinicsl search engine
that thinks and works the way you do |
=

Figure 3-23: ClinicalKey Web Site
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4.0

4.1

Updated Components

The components in the next sections have been updated with functionality for Patch

14.

Anticoagulation Goal

The Anticoagulation module enables clinicians to establish anticoagulation goals for
their patients. This sets and tracks the goals. The goals can be modified as needed,
based on anticoagulation results and current medication therapy.

Add Edit Delete

- Anticoagulation
ndication

USER.DEMO

USER.DEMO

Figure 4-1: Anticoagulation List

The columns of the component are:

Yes/No field if Warfarin is indicated for this patient
Visit Date

INR Goal field

Minimum INR if Goal selected was Other
Maximum INR if Goal selected was Other
Duration

Start date of therapy

End date of therapy

Date therapy entered

Visit Category

Comments

Provider Name

Select the patient and encounter.

Then navigate to the tab within the chart your organization has placed in the

Anticoagulation module.

Past entries for anticoagulation therapy appear in the module.

Each column in the display can be used to sort the list.
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4.1.1 Adding an Anticoagulation Entry

1. Click the Add button to add a new Anticoagulation Goal for the patient. The
Add Anticoagulation Goal dialog opens.

Add Anticoagulation Goal

Warfarin indicated ™ ez ¢ No
INR Goal [20-30 =]

Save

Cancel

Diration of Therapy |ERmsgi:

Start Date | 1/31/2014 | 1o | 4/30/2014
Pravider IUSEFLDEMEI |

Comrment

Figure 4-2: Add an INR Goal
2. In Warfarin indicated, click the Yes or No option button. The default is Yes.

If No is selected, the INR Goal drop-down menu defaults to N/A. The INR
Goal field cannot be changed unless Yes is selected in Warfarin indicated.

3. In INR Goal, select the INR goal from the drop-down menu.

Note: This is organization-specific. It can be modified by what
your organization sets as the primary goals desired, or it
can be national best practice goals.

The two most common INR Goals can be selected from the drop-down menu,
or select Other.

If you select Other as the INR Goal, new entry fields appear. These fields
enable entry of the minimum and maximum amounts using the Up and Down
arrows or the figures may be typed into the field.
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Add Anticoagulation Goal

Warfarin indicated ™ ez ¢ No
INR Goal |Other =l

Otker |2|:| 1"'I|3|:| "’I
Duration of Therapy |3 rnakthis "I

Start Date | 1/31/2014 | 1o | 4/30/2014
Pravider IUSEFLDEMEI |

Comrment

Save

Cancel

Figure 4-3: Min and Max INR Goals

4. In Duration of Therapy, select the applicable length of time from the drop-
down menu.

5. In Start Date, select a date. The default is today's date.

Note: The end date is automatically set according to the
Duration of Therapy selected.

6. If the provider of the exam is different from what is displayed in the Provider
field, click the Ellipsis button to open the Lookup Provider dialog where you
can select a different provider.

Lookup Provider

0k,
SearchValue |L|SE Search I 4'
Cancel |
| Provider
USER.DEMO
JSER.MURSE

ISER PHARMACIST
ISER.REGRESSION T

Figure 4-4: Lookup Provider Dialog

a. In Search Value, type a different provider name or enter the first few
letters of the name and click Search. The list refreshes with matching
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names.

b. Select the applicable name and click OK. The Provider field on the Add
Anticoagulation Goal dialog populates with your selection.

7. If needed, add Comments for the goal.

8. Click Save. The Anticoagulation main window displays the message, This visit
has an entry. The new anticoagulation goal is saved to the patient's chart.

4.1.2  Editing an Anticoagulation Goal
1. To modify an Anticoagulation Goal, select a patient and visit.

2. Highlight the goal you want to edit and click the Edit button at the top-right of
the Anticoagulation module. The Edit Anticoagulation Goal dialog opens.

Note: The visit must be an unlocked visit.

Anticoagulation

Indication
NO

This visithas an ent

Wisit Entered
Date | INF Goal ‘ o

2/3/2m4 2/3/2015 2/3/2m4 A
8/30/23 | 2/28/2014 | B8/30/2013 |4

Figure 4-5: Anticoagulation Goals for Edit

3. Modify the fields, as necessary. If you change a goal of Other to a standard
goal, the Min and Max fields are deleted.

WWartarin indicated ¢ Yes Mo Save I
IMF Goal [25-3.5 i
oe I J Cancel |

Duration of Therapy |1 2 months vl

StartDate | 2/ 32014 v 10 | 2/3/2015
Prosvider IUSEH,DEMD |

Comment

Figure 4-6: Edit Anticoagulation Goal

4. Click Save.
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4.1.3 Deleting an Anticoagulation Goal
1. To delete an Anticoagulation Goal, select a patient and visit.

Note: The visit must be an unlocked visit and the entry can
only be deleted for the visit on which it was created.

Anticoagulation Add Edit Delete

This visithas anentry
Indication
NO

g Exd Eu=ed ‘ (Etizy | [ PraviderName

843042013 | 11/30/2013 | 8/30/2013 (A

Wisit
Date ‘ INR Goal

USER DEMO

8/30/2013 | 2/28/2014 |8/30/2013 A USER DEMD

Figure 4-7: Anticoagulation Goals for Delete

2. Highlight the goal you want to delete and click the Delete button at the top-
right of the Anticoagulation module. The Delete Anticoagulation Record
dialog opens.

Delete Anitcoagulation Record M=l E3

™ Duplicate
™ Ertered in Emar

% Other IT_I,Ipe a reazon here

k. Cancel

Figure 4-8: Delete Anticoagulation Record

3. Select one of the following option buttons for the reason for the deletion.

e Duplicate
e Entered in Error
e Other
o If Other is selected, type a reason in the field.

Note: The OK button does not become active unless a reason
is typed when Other is selected.

4. Click OK.

4.2 Appointments and Visits

The Appointments and Visits panel lists the appointments for the current patient. The
list includes future appointments created through scheduling where no visit currently
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42.1

exists.
AppointmentsYizsits

A ppaintrent"izit | [ate « | Statuz |;|
LABORATORY 2A-Feb-201412:37 AMBULATORY

CHART REVIEW 25-Feb-201412:33 CHART REVIEW

CT SCAM 20-Feb-201412:18 AMBULATORY J
LABORATORY 20-Feb-201412:18 ARMBULATORY

[k 20-Feb-2014 12:00 AMBULATORY

[0 12-Feb-2014 10:54 AMBULATORY

[0 12-Feb-2014 10:54 AMBULATORY

CIABETES 28-Jan-2014 10:01 AMBULATORY LI

Figure 4-9: Appointments and Visits Panel

The date range of appointments that appear on this panel is controlled by a parameter
that is setup by the Clinical Applications Coordinator (CAC).

The default sort is by date, with the newest at the top. Any column can be sorted by

clicking the heading.

Select Refresh from the right-click menu to re-display the patient’s information to

show recent changes.

Appointment/Visit Detall

If your application is configured for a pop-up window, the Appointment/Visit Detail
(contents of the Visit File) displays when a table entry is selected.

Note: If a visit dated prior to the implementation date is selected, ICD-
9 codes are shown. If a visit dated on or after the
implementation date is selected, ICD-10 codes are shown.
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4.2.1.1 Visit Detail Prior to Implementation

& Appointment/ ¥isit Detail

HEN: 456552 L03: 27-Feb-2014 10:11 ¥IZIT IEN: 3717
- - - ORDERS --—--- -- -
<Page 1>
ORDER. #: 2975 STATUS: PENDING
START: Feb 27, 2014 ATOP:

MAMMOGRAM EILAT

VISIT IEN: 3717

HEN: 500C 456852

-—=- -—-= -—-- WISIT FILE =~ ---—————————-mmmmmmmm o
¥ISIT/ADMIT DATE&TIME: FEE 27, Z014@10:11
DATE VISIT CREATED: FEE 27, 2014 T¥PE: TRIBE-635 PROGEAM
PATIENT NAME: JONE3,ISABELLA LOC. OF ENCOUNTEE: DEMO HOSPITAL
SERVICE CATEGORY: AMBULATORY CLINIC: DIARETIC
DEPENDENT ENTRY COUNT: 2 DATE LAST MODIFIED: FEB 27, 2014
MFI STATUS: ADD HOSPITAL LOCATION: TEST CLINIC
CREATED BY USER: USER,DEMO OPTION USED TO CEEATE: CIAV WUECENTRIC
T3ER LAXT UPDATE: TURER,DEMO COMPUTEE. GENERATED: DEMO HOSPITAL

OLD/UNUSED UNIQUE WISIT ID: 3531730000003717
DATE/TIME LAST MODIFIED: FEE 27, 2014@10:12:03
NDW UNIQUE VISIT ID (DEID): 137520000003717
VISIT ID: 15DD-DEM

-—-- - -— ¥ PROVIDER =~ =mmmmmmmmmmmmmmmmmmmem e
PROVIDER: USER,DEMO PATIENT NAME: JONES,ISABELLA

VISIT: FEB 27, 2014010:11 PRIMARY,/SECONDARY: PRIMARY

ENCOUNTER PROVIDER: USER,DEMO DATE,/TIME ENTERED: FEE 27, 2014B10:11:45

ENTERED EY¥: USER,DEMOD

DATE/TIME LA3T MODIFIED: FEE 27, Z014@10:11:45
LAST MODIFIED EY: USEER,DEMO

AFF.DISC.CODE (c): 100123

—-- - —-- ¥ PROCEDURE ~ ———mmmmmmmmmmmmmmmmmmm oo
PROCEDURE: 45.23 PATIENT NAME: JONES,ISABELLA
VISIT: FEB 27, 2014B10:11 PROVIDER NARRATIVE: COLONOSCOFY
PROCEDURE DATE: FEEB 27, 2014 PRINCIPLE PROCEDURE: YES
INFECTION: NO ELAPSED TIME (AMESTHESTA): O

EVENT DATE<TIME: FEE 27, Z014f10:11 ENCOUNTEE PROVIDER: USER,DEMO
DATE/TIME ENTERED: FEE 27, 2014310:12:03

ENTERED BY: T3ER,DEMD

DATE/TIME LAST MODIFIED: FEE 27, Z014@10:12:03

LAST MODIFIEDL EY: USEER,DEMO

PROCEDURE NARRATIVE (c): COLONOSCOPRY

Font
Size: 9

-
-

Figure 4-10: Appointment/Visit Detail Prior to Implementation
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Visit Detail After Implementation

.‘ Appointment;/¥isit Detail

VISIT IEN: 3222

HEN: 3S0UC TOO0003

————————————————————————————— VISIT FILE Bttt bbb
VISIT/ADMIT DATE<TIME: MAR 04, 2014@15:05
DATE WISIT CREATED: MAR 04, 2014 TYPE: TRIBE-6£33 PROGRAN
PATIENT NAME: DENO,FATHER LOC. 0OF ENCOUNTER: DEMO HOSPITAL
SERVICE CATEGORY: AMBULATORY CLINIC: DIABETIC
DEPENDENT ENTEY COUNT: 2 DATE LAST MODIFIED: MAR 04, 2014
MFI STATIS: ADD HOSPITAL LOCATION: DIABETES
CREATED BY USER: USER,DEMO OFTION TUSED TO CREATE: CIAV WUECENTRIC
UZER LAST UPDATE: USER,DEMO COMPUTER GENERATED: DEMO HOSPITAL

OLD /UNUTSED UNIQUE ¥ISIT ID: 3531730000003222
DATE/TIME LA43T MODIFIED: MAR 04, Z014f16:51:04
HDW ONIQUE WISIT ID (DEBID): 137520000003z222
VISIT ID: 14Q3-DEM

————————————————————————————— ¥ PROVIDER T
PROVIDER: USER,DEMO PATIENT NAME: DEMO,FATHER

¥ISIT: MAR 04, 2014f15:08 PRIMARY/SECONDARY: PRIMARY

ENCOUNTER PROVIDER: USER,DEMO DATE/TIME ENTERED: MAR 04, Z014815:08:51

ENTERED EY: USER,DEMO

DATE/TIME L&3T MODIFIED: MA&R 04, Z014815:03:51

LiA3T MODIFIED EY: UIER,DEMO

AFF.DISC.CODE (c): 100123
————————————————————————————— ¥V PROCEDTURE Bttt bbb
PROCEDURE: OCSPOZZ PATIENT NAME: DEMO, FATHER

VISIT: MAR 04, 2014815:08

PROVIDER NARRATIVE: DESTRUCTION OF TON3ILS, OPEN APPROACH

PROCEDURE DATE: MAR 04, 2014 PRINCIPLE PROCEDUEE: YE3

INFECTION: HNO ELAPSED TIME (ANESTHESIA): 0

EVENT DATE:TIME: MiR 04, 20l4815:058  ENCOUNTER PROVIDER: USER,DEMO

DATE/TIME ENTERFED: MiR 04, ZO014E1g:51:04

ENTERED EY: USER,DEMO b

DATE/TIME L&ST MODIFIED: MAR 04, Z014f1l6:51:04

LAST MODIFIED BY: USEER,DEMO

=
Font =
G [ 92 [ E=

Figure 4-11: Appointment/Visit Detail After Implementation
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The font size of the text displayed can be changed by adjusting the size in the Font

Size field (enter manually or use the

Up and Down arrows). This does not change the

size of the text on the output when you print.

1. Click Print to choose a printer and to output the entire contents of this pop-up
window to the specified printer. The Print button appears depending on how
your application is configured.

There is a right-click menu where you can copy selected text and paste it into

any free-text field within the
Word.

EHR or into another application such as MS

2. Click Close to dismiss the pop-up window.
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4.3 Chart Review
As a part of Meaningful Use, providers are required to document that they have
reviewed the patient’s problem list, medication list, and allergies. Providers must
report if a patient has no problems, allergies and/or active medications.
To gather this information easily, the Update/Review component can capture all of this
data in one area. Providers can then sign off on all the updates at one time.
When a medication, allergy, or problem is added or edited, the update action is
automatically recorded.
The Update/Review component appears as shown below. The action is reset for each
visit of the patient. When the provider initially logs on to the visit, all items appear as
needing review.
*  Problem List  Advs React  Medications
Mdz R | Mdz R | MHdz B |
Figure 4-12: Needs Review at Start of Visit
4.3.1 Reviewing Actions
1. Click any button to bring up one of two actions. If the patient has problems,
medications, or allergies, the Reviewed action can be selected.
Problem List  Adws React  Medications
Mds Ruww | Mdz Ruww Mdz Ruww
REVIEW “LyIT4 Reviewed
Mo Active Allergies
Figure 4-13: Patient with Allergies
If the patient does not have any of the items in review, the No Active action
can be selected.
*  Problem Lizt  Advs React  Medications - s
Mds v | Mds v | Rds | ‘ 2
REVIEW iTaLs Yo/ pR| Reviewed
Mo Active Medications
Figure 4-14: Patient with No Active Medications
2. Select the action to be performed. When the item is reviewed, an [R] appears,
since it has not yet been signed.
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* Problem List Advs React Medications

Figure 4-15: Reviewed Before Signature

o If the action is no active medications, problems, allergies, then [RN]
appears indicating that it has been reviewed and has not yet been signed.

* Problem List Advs React Medications

Figure 4-16: No Active Problems, Allergies, or Medications Before Signature

o If a medication, allergy, or problem is added or updated during the visit, a
[U] appears, indicating that it has been updated.

* Problem List Advs React Medications

Figure 4-17: Updated Before Signature Items

o If a medication, allergy, or problem was added or updated and reviewed but
not signed yet during the visit, an [RU] appears in the appropriate area.

* Problem List Advs React Medicstions

Figure 4-18: Reviewed, Updated, and Unsigned

o If medications, allergies, or problems have been updated so that there are
no active items remaining and the No Active action has been selected,
[RUN] appears in the appropriate area.

* Problem List Advs React Medications

Figure 4-19: Reviewed, Updated, and No Active Problems, Allergies, and Medications

3. The Signature Tool is now enabled and the provider is able to sign. Click the
Signature took and sign. The check boxes can be cleared of any items that are
no longer applicable and the Reviewed actions are signed.
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Review,/Sign Changes for Test,Allergy

Signature will be applied to checked items
Chart Review

Problem List - Feviewed

Adverze Reactions - Reviewed
Medications - Reviewed

Electronic Signature Code:

Ixxxxxxa1

If proceszsing Sureschipts, signature

will be applied after action selected. Sign I Cemee |

Figure 4-20: Signature Tool

Once signed, the buttons display R without the brackets.

Problem List  Adwvz React  Medications
R | mr | =

Figure 4-21: Items Reviewed

4.3.2  Updating from Components

Components on the Cover Sheet incorporate the Chart Review. The provider can also
right-click the problem list, allergies, or medications components on the Cover Sheet
to review or document no active allergies, medications, or problems. Once Chart
Review is selected, the function works the same as using the Chart Review component

directly.
Problem List
Problem ~ | Date
Azthma 18Jul-2012 16:32
Bronchitiz, Mot Specified ...  09-May-2012 14:36
Do Type 2 098 ay-2012 16:54

Othes Chiranic Bronchitis 01-Dec-2009
Other Open Skull Frachme.,,  25-Aug-2010
Sore throat 30Dec-2011 1613

Figure 4-22: Chart Review on Problems
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Medications
Medication | Status | Issue Date -
PRAZOSIN TMG CAP ACTIVE 17-0ct-2011
HYDROCHLOROTHIAZIDE 25M... ACTIVE 30-Dec-2011
PENICILLIN VK 250MG TAB™ | ACTIVE [JRS TOTT-TURRN
IBUPROFEN 100MG/SML SUSP.... ACTIVE
VITAMIN E 100U CAP ACTivE _ Refresh  F5
ALBUTEROL SYRUP ACTIVE
ACDIDIM 104 TADm AT IRIT ﬂ

Status— | Inpatient/Dulpatient
&l " Active ﬁﬁ.lf‘l]df‘ln‘

Figure 4-23: Chart Review on Medications

Adverse Reactions |
[ Type | Reaction | 5... Indct Date « ||

PENICILLIM Diug HIVES... W..
METFORMIN i [ HEaD v | M
MAALDN Doy Edit Adverse Reaction...
ERYTHROMYLCIN Diug Delete adverse Heactlion
VANTIN Drug Mew Adverse Reaction...
CLINDAMYTIN Dirug Sian fAdverse Reaction

Entered in Error

Inactivate Adverse Reaction
Heachivate rdverce Heackion

Inability to Assess

Chart Review

Refresh F5

m—— :d

Status T
Al = Actve

Figure 4-24: Chart Review on Allergies

Documenting the Chart Review from the Cover Sheet component enters the [R] in the
Chart Review component. It enables the Signature Tool, which performs as if entered
directly from the Chart Review component itself.

4.4 Clinical Information Reconciliation (CIR)

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

The CIR tool contains the following functionality:

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

e Users may add, merge, or remove individual data.

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

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

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

-
3
-
Figure 4-25: Unreconciled CIR Button

e The CIR button is green if there are received documents that have been
reconciled or no documents have been received for the patient. The button also
indicates the number of documents that have been received and reconciled in
its center.

AL

Figure 4-26: Reconciled CIR Button

Note: If no patient is selected, the CIR button displays in green with
the initials CIR in the center. If you briefly rest your mouse
pointer on the button, the title Clinical Information
Reconciliation (CIR) displays.

If the patient does not have any CCDA documents, the button
shows a zero, and a message opens informing the user there are
no attached images for the patient. CIR still launches.

With a patient and visit selected, briefly pause your mouse pointer on the CIR button
to view a pop-up message that shows the number of reconciled documents versus the
total number of documents.
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4.4.2

4421

ﬁ - Reconciled -
4 Reconciled | & Taotal

cic
DIA

(EE]

\

Figure 4-27: Reconciled Message

Orientation

The CIR Tool contains the following panes, tabs, columns, menus, and buttons. Their
functionality is outlined below.

W CIR Tool - JonesMyra

] ES|
Restore PATIENT - Cancel

~ Generated by CCDA
select scurce Responsible Party Encounter Date Created Class _ Reconciled
= |1ndian Health Service CCD Generator | Indian Health Service COD Generator | From September 4:00 )i
r External b External Responsible Party From November 19, 2013 9/5/2013 11 AM POF A(11/27/201. 3) ; M(12/2/2013)
e Lacal Community Hospital Dr Henry Seven From August 13, 2012 8/27/2013 1:21:32 PH__CCDA | A(12/2/2013) ; P(11/18/2013) ; M(12/2/2013)
> PAPER. DOCUMENT USER,DEMO From December 05, 2013 _12/3{2013 9:15:03 AM A(12/8/2013]
v PATIENT USER.DEMO From December 02, 2013 _12/2/2013 6:51:26 PH A(12/2/2013)
C LEGAL GUARDIAN USER.DEMO From December 02, 2013 _12/2/2013 7:12:16 PM M{12/2/2013)
SROUSE From December 01, 2013 _13/1/2013 6:3%:04 PH A(L3/1[2013) ; M{12/1/2013)
- LEGAL GUARDIAN ber 27, 2013 _11/27)2013 12:03:28 P A[11/27/2013) ; P{11/27/2013) ; M(11]27]2013)
PATIENT Fro ber 27, 2013 11/27/2013 12:03:43 PM M(11/27/2013)
- PATIENT From November 27, 2013 _11/27/2013 12:03:43 PM M{11/27/2013)
BAG OF FILLS From Mevember 27, 2013 11/27/2013 12:03:43 PM M{11/27/2013)
r LEGAL GUARDIAN From Movember 27, 2013 _11/27/2013 12:03:43 PH M{11/27/2013)
BAG OF PILLS From Movember 27, 2013 11/27/2013 12:09:31 PM A(11/27/2013) ; P(11/27/2013) ; M(11/27/2013) vl

Problems | adverse Reactons | Medcations

I RPMS Clinical Document |
| |problem [status fonset JLast pate | [Problem fstatu: e Lost Date
+ | Diastolic hypertension EPISGDIC 09/02/2013 9/12/2013 =l |, | Diabetes mellitus type 2 | ACTIVE 08/26/2013 Indian Health Service CCD 08/26/2013
= Generator
| Diabetes mellius bype EFISODIC 06/14/2013 91272013
2
+| Preumonia EPISODIC 08/06/2012 10/15/2013
&+ [Asthma confirmed  EPISGDIC 10272013 1003
+ [ Fiypothyreadism EPISODIC 117,203
add Problem | Accept Probiems|  cancel
tus |
|asthma Chronic 01/03/2007 RPMS Reviewed, No Action -
&l bpe 2 Episadic 06/14/2013 RPHS Reviewed, No Action
[Diastolc hypertension Episodic 09/02/2013 RPMS Reviewed, No Action
| [Weonatal jaundice Inactve RFHMS Reviewed, No Action
[Heart failure Chronic 07/05/2013 RFMS N Action
IPneumonia Episodic 08/06/2012 RPMS Reviewed, No Action
| [Oszes Episadic RPMS Reviewad, No Action
|iCoctal chandrifis Fricndic BPMS Panvimvead Mo dctinn,

Figure 4-28: CIR Tool Main Window with Problems Tab Selected

Panes
The CIR Tool main window contains the following panes:

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

Patient

Bag of Pills
Spouse

Legal Guardian

O O O O O

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

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

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

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

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

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

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

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

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

4422 Tabs

The RPMS pane contains the following three tabs. When a tab is selected, the Clinical
Document and Reconciled panes refresh with the applicable data. A document must be
selected in the Generated by CCDA pane. Clear a document selection in the Generated
by CCDA pane by double-clicking on the check box.

Click the applicable link to view instructions for working with these tabs.

e Problems Tab

e Adverse Reactions Tab

e Medications Tab
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44.2.3 Columns
Columns can be sorted alphabetically or chronologically by clicking the column
header. Refer to the applicable tabs section (Problems Tab, Adverse Reactions Tab,
and Medications Tab) to view information about the RPMS pane, Clinical Document
pane, and Reconciled pane columns.
Generated By CCDA Pane Columns
The Generated By CCDA pane contains the following columns:
e Select: Contains a check box that is selected to view a particular reconciled
document's details.
e Source: Displays the source of the document, for example, the name of the
clinic or Scanned List.
e Responsible Party: Provider name.
e Type: Provider type.
e Encounter Date: Date of the encounter or visit.
e Created: Date and time the document was created.
e Class: The document types include CCDA, CCD, PDF, or CCR.
e Reconciled: Date of the reconciliation. The Problem reconciliations are noted
with a P before the date, Adverse Reaction reconciliations are noted with an A,
and Medication reconciliations are noted with an M. For example,
M(10/18/2013) indicates the Medications were reconciled on October 18th.
4.4.2.4 Right-Click Menus
Generated by CCDA Pane
Depending on the document Class in this pane, the right-click menus appear as
follows:
e CCD: Right-click in a CCD item to select to view the full CCD.
FULL CCD
Figure 4-29: CCD Right-Click Menu
e CCR: Right-click in a CCR item to select to view the full CCR.
FULL CCR
Figure 4-30: CCR Right-Click Menu
o CCDA: Right-click in a CCDA item and select to view the full CCDA or
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specific sections of the CCDA only. For example, you can select Advance
Directives from the right-click menu to view only the Advance Directives
section of the CCDA.

FULL CCDA

ALLERGIES, ADVERSE REACTIOMNS, ALERTS
ENCOUNTERS
IMMUNIZATIONS
Medications

CARE PLAN

REASON FOFR. REFERRAL
PROEBLEMS
PROCEDURES
FUMCTIONAL STATUS
RESULTS

SOCIAL HISTORY

VITAL SIGNS

Figure 4-31: CCDA Right-Click Menu
e PDF: Right-click in a PDF item to View Details.

View Details

Figure 4-32: PDF Right-Click Menu

The PDF Viewer window opens, showing a preview of the generated .pdf file.
Refer to the PDF Viewer Task Bar topic for details on how to use the task bar
that appears when you pause your mouse pointer over the document, as shown
below.
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Figure 4-33: PDF Viewer

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

4425 Buttons

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

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

e Cancel button: Closes the CIR tool.

e Expand button: Click the Expand button (=) in the RPMS or Clinical
Document pane next an item to view additional details, such as Problem ID,

Status, Description, and so on.

proams | adverse rcactans | meacancrs | —

RPMS

Clinical Document

| |status JLast pate | |problem |status |onset Jsaurce JLast Date
+ | Asthma Chranic 01/03/2007 8272013 _a Diabetes mellitus Comgleted OB/26/2013 Indian Health 0B/26/2013
= = - — - +lwpez | Senvice CCD
o | Dishetes mellitus type Episodic DE/14/2013 9/12f2013 Generator
12 Problem ID:  PETEZ_12763N
+ | Diastalic hypertension Episodic 09/02/2013 9/12f2013 Problem: Diabetes mellitus type 2 |
Status: Compilated
Problom ID:  SOUC-4 _ Symatom: Diabetes mellitus type 2 |
Problem: Diastolic hypertension — Onget: 08262013
I0: 4 Active Period:  0B/26/2013
Mapped ICDn 4019 Concapt Code: 44054008
Status: Epi Code System:  SNOMED CT
Descrpton Lrastalc l;;v-m Souree: Indian Health Sarvice OOD Genarator
Dake Entered:  3/12/2013
Recorded By:  USER,
Concept Code: 45145000
Desc Code 80224015
+ | Neonatal jaundice Inactive 9/19/2013 -
Figure 4-34: Expand Details

4.4.3 Problems

4431 Problems Tab

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

(PHN) or case manager visit.

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

An example of the Problems tab and corresponding Clinical Document and Reconciled
panes is shown below.
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fICIR Tool - JonesMyra [_[5]]
Restore PATIENT ~| Cancel
~ Generated by CEDA
Select Scurce Responsible Farty Encounter Date Crested Class  Reconciled
E al [From September 25, 2013 | 10/9/20! 34:00 AM | CCDA | A(12/2/2013) ; P(11/27/2013) ; M(12/2/2013)
r External Organizotion External Responsible Party Fi lovember 19, 2013 9/5/2013 8:36:11 AM _ PDF A(11/27/2013) ; P{11/27/2013) ; M(12/2/2013)
= Local Community Hospital Or Henry Seven From August 13, 2012 /27/2013 1:2132 PM__CCDA | A(12/2/2013) ; P11/18/2033) ; M(12/2/2013)
v PAPER DOOUMENT USER,DEMO Fn ber 09, 2013 12/9/2013 $:15:03 AM A(12/9/2013)
4 PATIENT USER,DEMO. F ber 02, 2013 _12/2/2013 6:51:26 PM A[12/2/2013)
r LEGAL GUARDIAN USER,DEMO. Fi , 2013 12/2/2013 7:12:16 PM M(12(2/2013)
C SPOUSE. Fr er 01, 2010 _12/1/2013 6:3404 PH A(12/3/2013) ; W(12/1/2013]
LEGAL GUARDIAN Fn er 37, 2013 117272013 12:03:28 PM A(11/27/2013) ; P(11/27/2013) ; M(11/27/2013)
PATIENT A er 27,2013 _11/27/2013 12:03:43 PM M{11/27/2013)
(] PATIENT From November 27, 2013 _11/27/2013 12:03:43 PH M(11/27/2013)
r BAG OF FILLS From Movember 27, 2013 _11/27/2013 12:03:43 PM M[11/27/2013)
r LEGAL GUARDIAN From November 27, 2013_11/27/2013 12:03:43 PM M(11/27/2013)
[l BAG OF PILLS From November 27, 2013_11/27/2013 12:09:31 PM AL11/23/2013) ; P1L/23/2013) ; M(11/27/2013) vl
Problems | adverse Reactons | Medications
| RPMS Clinical Document |
tus Jonset JLast pate | [ Tprobiem Jstatus Jorset Jsource Last Date |
+| Dvastolic hypertension EPISODIC 09/02/2013 9/12/2013 - H Diabetes mellitus type 2 | ACTIVE 08/26/2013 Indian Health Service CCD 08/26/2013
Generator
4 | Diabetes mallitus type EPISODIC 06{14/2013 9/12/2013
£
4| Preumonia EPISODIC 08/06/2012 10/15/2013
+[Asthma confirmed  EPISGDIC 10/27/2013 114203
+| Fiypothyrosdsm EPISODIC 177203

~ Reconciled Problems

sdd Problem | aceept Problems]  caneel
|
Chranic 01,/03/2007 RPMS Reviewed, Na Action -
Episadic 08/14/20143 RPMS Reviewsd, No Action
Epizodc ts/02/2013 APHS Reviewed, Ho Acdion
Inactive RPMS Reviewed, No Action
Chranic 07/05/2013 RPMS Reviewed, No Action
Episadic 08/06/2012 RPMS Reviewad, No Action
Eptsodic RPMS Reviewed, No Action
,,,,,,, HOME Peviswad Hin drine

Figure 4-35: CIR Tool Problems Tab

4.4.3.2 RPMS Pane

The problems listed in the RPMS pane that have a match (by SNOMED Concept 1D
and/or by name) on incoming lists are highlighted in green when a user selects a
matching event from the RPMS or CCDA pane. If a problem is not yet SNOMED
coded, an asterisk shows before the problem name.

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

44321 Columns
When the Problems tab is clicked, the RPMS pane shows the following columns:

e Problem: Description of problem

e Status: Chronic, Episodic, and so on

e Onset: Date and time of problem onset

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

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

4.43.2.2 Right-Click Menu

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

commands:

Problems | Adverse Reactions [ Medicaticns I

RPMS

| |Prohlem Ismms |On
ﬂ Pneumonia Episodic 08;

Ch —
ﬂ Heart disease a_nge ;

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

Figure 4-36: Problem RPMS Right-Click Menu

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

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

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

above. Refer to the applicable sections in this Help for details.

@ Vicw CCDA Details

=] B3
Patient: Jones,Myra | HR#: 123654
RPMS Clinical Document
Problem Deetails Problem Dretails
Asthma Imehm B Souc1 Asthma Prablam 10 roblamd
Preblem: Aathena Probiem: Asthena
: m T feted
Change g Add
Reviewad, No Action Chronic Do Mot Add, Redundant 0o7
0a?
Entered In EI'WT 014032007 Do Mot Add, Mot Clinically Significant  [opq,
Dats Entered:  8/27/2013 Systam:  SHOMED CT
Recorded Byi  USER,DEMO D Henry Seven
Concept Code: 195567001
Desc Coda: 301485011
Diabetes mellitus type 2 [Problem I0: SOUC-3
[Prablem Cisbetes malitus bpe 2
Jio: 3
[Mapped ICD:  250.00
Hstabus: Episadic
|Description: DCiabetes melitus type 2
|Onset: 0s/14/2003
{Cate Entered 122013
|Racorded By:  USER.DEMO
[Concapt Coda: 44054005
|Dimsz Code: 197763012
oK I Cancel

Figure 4-37: View Problem Details Dialog

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

Figure 4-38: Delete RPMS Problem Dialog

Note: A problem can only be deleted if it never was used as a
POV for the visit, and does not contain Visit
Instructions, Care Planning, and goals.

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

e Duplicate
e Entered in Error
e Other
2. If Other is selected, type a reason in the free-text field.

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

4.43.3 Clinical Document Pane

44331 Columns
The Clinical Document pane shows the following columns, indicating Problem data:

e Problem: Problem name
e Status: Active, inactive, and so on
e Onset: Date of onset

e Source: Clinician who entered the problem
e Last Date: Date of last modification or the date entered

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

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

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

Clinical Document

|Pmblem |5l:atu5 Onset I'_-‘murﬂe
JPneumunia ﬁ:dd o T T ~ Henr
Jﬁ.sthma Do Mot Add, Redundant Henr
I Do Mot Add, Not Clinically Significant

View Details

Figure 4-39: Clinical Document Right-Click Menu

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

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

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

e View Details: The View Problem Details dialog opens.

4434 Reconciled Problems Pane

4434.1 Columns

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

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

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

4.434.2 Buttons
The Reconciled Problems pane contains the following buttons:

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

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

Review,/Sign Changes for Jones,Myra

Signature will be applied to checked items

CIR Reconciled Problems -
Azthma: RPMS Reviewed, Mo Action

Diabetes melituz type 22 RPMS Reviewed, Mo Action

Diastolic hypertenzion: APMS Reviewed, Mo Action

Meonatal jaundice: RPMS Reviewed, Mo Action

Heart failure: RPMS Reviewed, Mo Action

Preurmonia: RPMS Reviewed, Mo Action

Heart diseaze; APMS Reviewsd, Mo Action ﬂ

Electronic Signature Code:

|f proceszing Surescripts, signature

will be applied after action selected. Sign I Cancel |

Figure 4-40: Review/Sign Changes for Patient Name Dialog

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

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

e Cancel Button: Cancels the action.

4.4.4  Adding CCDA Problems

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

e Status is Episodic by default

Add CCDA Problem B
- pronty [ - 2] - F s || |

[ . Gescr pekum]
- o [ o

Pneumonia

Provider text here.

o
]
_2dd_ || pelee |
Author

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

Figure 4-41: Completed Add CCDA Problem Dialog

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

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

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

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

If the selected SNOMED CT matches an existing entry in the problem file for
the patient, an information message displays that a problem with the same
SNOMED ConceptID already exists. Click OK to dismiss the message and
select a different SNOMED CT.
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% Unable to use this SNOMED ConceptID: The Following existing

L 7 | problem already has the same SMOMED ConceptID that vou are
—  krvingtouse::

I0n522-Diabetes meliitus bype 2; SNOMED ConceptID: 44054006

Figure 4-42: Duplicate SNOMED CT Error Message

Note: Refer to the Using the PickList Button for details on

dialog.

using the PickList button from the Add CCDA Problem

¥ SNOMED CT Lookup BH

Diagnosis Lackug:  © Fully specifiedname & Synorgm
Maximum Resuke: & 26 C 60 100 200  ALL

Search Date:

Search |F'neun'mia

I‘D.-’IIJZDB vI
IHS SNOMED I ALL SNOMED |

o = | Subset
Subsel:
Aisthima & iz
Cog Funct Status H/D: preumania  History of - prieumonia [siuation] V1261
COM Froblems is & History of - iespratony disease (shuston]
F"!II-'" Histoly Wil preunmanis Wirdl prieumoris [deonder) 4809
NIST Problems 13 a Infeciive preumaorsa [diorder|
is & Wiral lowier respinalon mlection [disorder]
Focal pneumorsa  Focal preumarna (disorder] 486
- iz a Pneumarsa [dsorder]
Liptd priewmonia synorpm bor Lipoed preumonitiz (dizorger| a07.1
. iz & Preumonitis [dzorder]
Lupus preumonia  Lupus preumonia [dionder) 436
- iz & Mordnfechous preumonia [dsorder)
Lobar preumonia  Lobar prewmconia [discedes) 486 —
- iz & Prisumoria [dieandear]
Baca prieumoria  Bazal pneumonia [dzorder) 496
is & Lobar pneumoria [dsorder)
Felsl prisumonia  synorgm for Infeclive preumnonis scqured prenalally 700
[dhizonder]
it 4 Comgernta infectious disesse [deander]
iz @ Congertal preunoria [dsordes)
it & Infective preumnanis [disorder)
Usemic synargn for Uresnic lung [disorder] 518,89
| pneumonia iz & Ditzorder of lung |disordar)
Lipoid priesmoria synorgm for Lipoed preumonitis |disonder | 807
] iz @ Pneumonilis [dzorder]
Fungal Fungal preumonia [disorder) 117.3
pheLmonia iz & Fungal infection of hing [dsorder] 4548
| iz a Irfective pnemnua | dezrdier] __]
1 il H i L HEOW P Aol AQLC
Selecl Cancel J/

Figure 4-43: SNOMED CT Dialog
3. In Status, select the applicable option button:

e Chronic
e Sub-acute
e Episodic (default)

Social/Environmental

Inactive
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e Personal Hx
4. In Provider Text, type any additional instructions.

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

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

e Fatal

e Life threatening severity

e Mild
e Mild to Moderate
e Moderate

e Moderate to Severe
e Severe

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

™ Acute fulminating ™ Acute-on-chronic [ Brittle course ™ chronic ™ chronic active

™ chronic persistent ™ Continual ~ cyelic ™ Fluctuating ™ Gradual onset

™ Intermittent I Paroxysmal F Recurrent ™ Recurrent acute ™ Relapsing course

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

Figure 4-44: Select Clinical Courses Dialog

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

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

8. In Comments, type a comment.

9. Click Save in the top-right portion of the Add CCDA Problem dialog. Your
changes are saved, the Reconciled Problems pane shows a CCDA: Add
Problem status in the Action column, and the problem is added to the
Integrated Problem List (IPL).

If the added values match an existing entry, the Action column states, RPMS:
Reviewed, No Action, CCDA do not add, redundant.
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4.4.5  Adding Problems from Reconciled Problems Pane

Add a problem from the Reconciled Problems pane by clicking the Add Problem
button. The Add Problem dialog opens.

Add Problem B
Problem ID SOUC-9 [T Use as POV Save | Cancel |

[* SNOMED CT | |nneumunia D Get SCT| | Pick List ]
= Required Field

Provider Text I

Figure 4-45: Add Problem Dialog from Reconciled Problems Pane

1. Inthe blank field next to the Ellipsis button, type the problem name, and then
click the Ellipsis button. The SNOMED CT Lookup dialog opens with the

Search field populated with your selection and a list of matching SNOMED
terms in the list.

If the selected SNOMED CT matches an existing entry in the problem file for
the patient, an error message displays that a problem with the same SNOMED
ConceptID already exists. Click OK to dismiss the message and select a
different SNOMED CT.

% nable o use this SNOMED ConceptID: The following existing
! problem already has the same SMOMED ConceptID that vou are
trving ko use::
I0:522-Diabetes melitus tvpe 2; SMOMED ConceptID: 44054006

Figure 4-46: Duplicate SNOMED CT Error Message

Note: If needed, refer to the Using the PickList Button for
details on using the PickList button from the Add
Problem dialog.
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¥ SNOMED CT Lookup

Diagnosis Lookup: € Full specifiedname & Synargm Search Date: | 0/30/2013 =
MasimumResukz: 25 © 80 100 © 200  ALL
Search IF'neurnmia IHS SHOMED | ALL SHOMED |
i
Subsel:
fsthma 2 T arde
Cog Funct Status H0: preeuronia Hrsh:(p of - prEmOnia [s:lJ.laan] VIZ2E1
COM Problesns is & History of - respraton disease [stusbon]
F'T!'i"" Histony Widl preumanis Wid prieumonia [dsonder) 4809
MIST Prablems iz & Infective pneumana [dizorder)
i5 & Wial lowier respiialon mlechon [disorder)]
Focal preumaria  Focal preumaria [dsonder) 486
- iz a Pneumaonia [dsorder]
Lipsd prieumonia synorgm for Lipoid preumonitiz |dizorder) 807
| iz & Preumonitiz [dzorder)
Lupus preumonia  Lupus preumanis (disordsr) 436
- iz & Morrinfectious preumonia (deorder)
Lobar prevmonia  Lobar preumonia [disorder) 486 —
|| iz a Prisumorsa [desorder]
Bazal preumorsa  Basal pneumonia (dizonded) 436
is & Lobat preumoria [dsonde)
Felal preumenia  synargm lor Inlechive preumonis scqured prenataly oo
[dzorder)

iz & Congental irfectious disesse [dsoder)
iz a Congental pheumonia [dizonder)
15 & Infective preumans [deorder)

Uremic: syrargm for Liremic lung [disander) 51889
| pneumonia 1z & Disorder of lung (dizorder]
Lipoid preumaonia synorgm for Lipoed pnsumonitiz |dizonder] I
= iz & Preumonitiz [dzorder)
Fungal Fungal prsumonia (discedes) 1179
phewmonia i & Fungal infection of hang [dsarde) 4848
iz & Infective pneumaonia [deornder) _']
L sramicd e H ey wres e | s i _mma seeenanis LA Aol AQC

Sckct | Conced |

Figure 4-47: SNOMED CT Dialog

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

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

e Synonym returns the full list of SNOMED CT terms.

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

e 25 (default)

e 50

e 100
e 200
e ALL

c. In Search Date, the field defaults to the current date. Click the drop-
down arrow to open the calendar and select a different date to search, if
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needed.
d. In Search, you can type a different term to search.
e. In Subset, you can select a subset to search, if needed.

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

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

2. In Status, select the applicable option button:

e Chronic
e Sub-acute
e Episodic
e Social/Environmental
e Inactive
e Personal Hx
3. InProvider Text, type any additional instructions.

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

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

e Fatal

e Life threatening severity

e Mild
e Mild to Moderate
e Moderate

e Moderate to Severe
e Severe

5. In Clinical Course, click the Ellipsis button. The Select Clinical Courses dialog
opens. Select one or more of applicable check boxes:
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I Acute fulminating I™ Acute-on-chronic [ Brittle course I Chronic I Chronic active

™ Chronic persistent ™ Continual W Cylic ™ Fluctuating ™ Gradual onsct
™ Intermittent ™ Paroxysmal F Recurrent ™ Recurrent acute ™ Relapsing course
I Remitting I™ short duration [ Subacute [ Subacute onset ™ Sudden onset AND/OR short duration

I Transitory

Figure 4-48: Select Clinical Courses Dialog

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

7. In Comments, type a comment in the field.

8. Click Save in the top-right portion of the Add CCDA Problem dialog. Your
changes are saved, the Reconciled Problems pane shows a CCDA: Add
Problem status in the Action column, and the problem is added to the
Integrated Problem List (IPL).

4.4.6 Changing RPMS Problems

From the PRMS Pane right-click menu, if the Change option is selected, the Edit
Problem dialog opens. Follow the steps below to complete the dialog.

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

Edit Problem B
Problem ID SOUC-6 Priority I 3 i’ ["| Pregnancy Related [~ UseasPoOV Save | Cancel |
'S ~

* SNOMED CT  [Renal diabetes | D GetSCT  PL Pick list

*Status  (~ Chronic  ( Sub-acute (5 Episodic  ( Social/Environmentzl (" Inactive (" Personal Hx
\ * Requirad Field v,

=
Provider Text :: IProvider text here. Chars left: 41

L Renal diabetes | Provider text here. 271.4

-
i |
Qualifiers :: Sewverity: Mild Clinizal Course

Severity Clinical Course

Mild b

! [ - J
Date of Onset ILU.*SIFZUH |
Comments :

Type comments here.

Figure 4-49: Edit Problem Dialog

1. In Priority, click the Up and Down arrows to select the applicable priority,
from 1 through 5.
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Note: The Pregnancy Related and Use as POV check boxes are
disabled.

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

If the selected SNOMED CT matches an existing entry in the problem file for
the patient, an information message displays that a problem with the same
SNOMED ConceptID already exists. Click OK to dismiss the message and
select a different SNOMED CT.

@ W% Unable ko use this SNOMED ConceptID: The Following existing

'-._ | problem already has the same SNOMED ConceptID that you are
trying ta use::

I0n522-Diabetes meliitus bype 2; SNOMED ConceptID: 44054006

Figure 4-50: Duplicate SNOMED CT Error Message

¥ SNOMED CT Lookup

Diagniosis Lockup:  © Full specified name & Synorgim SearchDate:  |[10/30/2013 I
Masimum Resuz: & 25 60 100 © 200  ALL

Search [Pneum:ﬂia IHS'SNDHEDI ALL SMOMED |

= Subset Mapped 10D |~

Subset: » i

Asthma | iz il

Coog Funct Status HAD: preumonia  History of - preumonia [zituaticn]

E:Ih: F'rr::_gla-ns it & History of - respiratony disease (shustion)
amily Histany

! Wial preumanis Wial preumorss [deaider) 4809
NIST Problems 12 a Infecine preumorsa [deonder|
is & Wiral lesiel respitalon nlschon [disords)

Focsl preunaria  Focal preumores (deands) 486
- iz a Pnevumaona (daorder]

Lipd prevmonia synorg for Lipoed preumonitis |dizorder] 507
[ it & Preumoniliz [dizandern)

Lupus preurmonia  Lupus preumonia |disonds] 436
- 1z a Nomnlechous preumonia [deander]

Lober prevmonda Laobar pnevmonia [disosdes) 486 =
e iz & Prieumnorsa [dizondear)

Bacd preumorsa  Baeal preumonia [dizorder) 436

is & Loba preumorsa (disoide)
Felal prieumonia synargm for Inleclive preumonia scqured pienalaly o0
[cisorder]

iz & Congental infectious disesse [deoder]
iz a Congental preumnoria (dzoder)
i% & Irdective preumarns [deande]

Ueermic synargm for Lremic lung [disarder] 518.89
| pneumonia iz a Disorder of lung (dizorder)
Lipoid preumoria synorpen for Lipoed preumonitiz |dizorder| s07
= iz & Prneumoniliz [dizarder)
Furigal Fungal prieurmonia [disceder] 117.9
prieLmonia iz & Fungal infection of lung [disorder] 4848
_J it & Irfective preumonia [deandsr] _']
| IFET S FN i s o Far " o ingenanim | disamr derl AQC
Sekect Concel | ,

Figure 4-51: SNOMED CT Dialog
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a.

In the SNOMED CT lookup dialog, in the Diagnosis Lookup section,
select either the Fully Specified Name or Synonym option button.

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

e Synonym returns the full list of SNOMED CT terms.

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

e 25

e 50

e 100

e 200

e ALL

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

In Search, type the term to search for.
In Subset, you can select a subset to search, if needed.

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

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

3. If the Problem is ICD coded, but not SNOMED coded, click the Get SCT
button. Refer to the Using the Get SCT Button topic for details.

Note: The Get SCT button is only active if the Problem is ICD

coded, but not yet SNOMED coded.

4. In Status, select the applicable option button:

Chronic
Sub-acute

Episodic

Addendum to User Manual Updated Components

June 2015

65



Electronic Health Record (EHR) Version 1.1 Patch 14

e Social/Environmental
e Inactive
e Personal Hx
5. In Provider Text, type any additional instructions.

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

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

e Fatal
e Life threatening severity

e Mild
e Mild to Moderate
e Moderate

e Moderate to Severe
e Severe

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

8. Select one or more of applicable check boxes:

I Acute fulminating ™ Acute-on-chronic I Brittle course I cChronic [ Chronic active

™ Chronic persistent ™ Continual R Cydlic ™ Fluctuating ™ Gradual onset
™ Intermittent [~ Paroxysmal ¥ Recurrent ™ Recurrent acute [ Relopsing course

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

Save Cancel

Figure 4-52: Select Clinical Courses Dialog

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

10. In Comments, type a comment in the field.

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

4.4.7 Using the Get SCT Button
The Get SCT button takes the ICD code from a historical entry that is not SNOMED
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coded (indicated by an asterisk in the Problem Name column of the RPMS pane),
launches to Apelon, and displays a list of SNOMED codes that are mapped to that
ICD.

Note: The Get SCT button is only active when a Problem line item
does not have a SNOMED CT code assigned yet.

To add a SNOMED CT code to a problem, follow these steps:

1. From the Reconcile RPMS Problem dialog, click the Get SCT button. The ICD
9 to SNOMED CT Lookup dialog opens.

x|
Search Date:
ICD3value:  [V166 =
=] Subset ™ "SNOMED Carcept ieos |
Subset @ _ Femiy isior of chronic myelod lekemia_______________ViE&

SRS FH lelkemia

e " Retorabis | IED8

Family history of cancer Parent (Is4) Vi3
__ Family history of mastoiditis Child Viag
| FH: Tuberculosis Child Vig.e
Select Cancel
l;

Figure 4-53: ICD 9 to SNOMED CT Lookup Dialog

2. The Search Date field automatically defaults to the current date. Click the
arrow to open the calendar where a new date can be selected.

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

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

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

4.4.8 Using the PickList Button

When adding CCDAproblems or adding problems from the reconciled problems pane,
the PickList button on the Add CCDA Problem or the Add Problem dialog can be used
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to narrow the results of a SNOMED CT search.

Add CCDA Problem

—ﬁ
ey | 5 - - e | oo
promme [ . e e
] L L o L L]

Provider text here.

Life threatening severity = !
B
_aad |

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

Figure 4-54: Add CCDA Problem Dialog with PickList Button

Add Problem

o | on]
—— T s

Figure 4-55: Add Problem Dialog with PickList Problem

The PickList button opens the PickList dialog where the user can choose SNOMED
CT descriptions by defined lists. PickList entries may include associated qualifiers.

1. Click the PickList button. The PickList Selection dialog opens.
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PickList Selection
Manage Pick Lists I
PickList SHOMEDCT Desc
ABNORMAL FINDINGS _ _ a
CASE MANAGEMENT [ Acute HIV infection =
CQM PROBLEMS o _
DLABETIC RETINGPATHY | [ Acule infarction of papillary muscle
EYE GEMERAL
IMMUNIZATIONS [T Advanced open-angle glaucoma
NIST PROBLEMS =
HUTRITION [T Alcoholism
[T Aortic valve disorder
[T Atrial fibrillation and flutter
[T Benign hypertension —
[T /0 - low back pain
[T Carcinoma of prostate
[T Chronic major depressive disorder, single episode
[T Cystic fibrosis
[T Dental caries associated with enamel hypomineralization
[T Diabetes mellitus, juvenile type, with hyperosmolar coma
[T miabetic renal disease
[T Diabetic retinopathy
[T Estrogen receptor positive tumor
[ Failed attempted abortion complicated by embaolism -
! I ;I—I
Acute HIV infection Cancel | save |

i

Figure 4-56: Picklist Selection Dialog

2. Inthe PickList column, select one or more picklists. The SNOMED CT
Description column refreshes with the picklist you selected.

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

3. Click Save. The picklist disables any problem that is a duplicate and already on
the patient's problem list.

449 Adverse Reactions Tab

Adverse reactions or allergies may be reconciled by a nurse, pharmacist, provider, or
case manager at triage. This may take place at the time of the provider appointment, at
pharmacy medication pickup or pharmacy medication management visit, or at a Public
Health Nurse (PHN) or case manager visit.
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Adverse reactions are reviewed and reconciled from externally received CCDA
documents, paper copies of clinical summaries, patient history, and so on. An example
of the Adverse Reactions tab and corresponding Clinical Document and Reconciled
panes is shown below.

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

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

MCIR Tool - Jones,Myra L= 3
Restore PATIENT - Accept Al | Cancel
~ Generated by CCDA

Select Source Responsible Party Encounter Date Created Class.

= | Indian Health Service CCD Generator | Indian Health Service CCD Generator | From September 25, 2013 | 10/9/2013 9:34:00 AM
r External O i External Responsible Party From MNovember 19, 2013  9/5/2013 8:36:11 AM PDF H
r Local Community Hospital D Henry Seven From August 13, 2012 B/27/2013 1:21:32 PM OCDA  A(12/2/2013) ; P{11/18/2013) ; M(1
2 PAPER DOCUMENT USER,DEMO From December 09, 2013 12/5/2013 9:15:03 AM A(12/9(2013)
o PATIENT USER.DEMO From December 02, 2013 12/2/2013 6:51:26 PM A[12/2/3013) ||
r LEGAL GUARDIAN USER,DEMO From December 02, 2013 12/2/2013 7:12:16 PM M{12/2/2013)
r SPOUSE From December 01, 2013 12/1/2013 6:34:04 PM A[12/1/2013) ; M(12/1/2013)
[ LEGAL GUARDIAN From November 27, 2013 11/27/2013 12:03:28 PM A[11/27/2013) ; P{11/27/2013) ; M(
mi PATIENT From November 27, 2013 11/27/2013 12:03:43 PM M11/27/20131 e
| Problems  Adverse Reactions | Medications
| RPMS Clinical Document
| Jcausative agentfevent sy [status |lastpate | ausative Ag{Event |symptom  fstatus  |source |Last Date
o |LOSARTAN DRUG ALLERGY URTICARIA, ACTIVE 10/14/2013 :nl LOSARTAN  Drug allergy  DROWSY, ACTIVE Indian Health 9/25/2013
416058002 ITCHING OF EYE + (disorder)  AMDIETY Senvice CCD
ASPIRIN DRUG ALLERGY  ANKIETY, ACTIVE 10/15/2013 Generator
+ | RELATED 416058002 ITCHING OF EYE,
|| MEDICATIONS HYPOTENSION
BROMPHENIRAMI DRUG ALLERGY  GOUT, TNACTIVE 12/9/2013
U_lugicooging _ aicosency _ Glavcoua -

~ Reconciled Adverse Reactions

ASPIRIN RELATED MEDICATIONS DRUG ALLERGY 416058002 AMYIETY, ITCHING OF EYE, HYPOTENSION RPHMS: Reviewed, No Action ‘I
[BROMPHENTRAMINE/CODEINE/ DRUG ALLERGY 416058002 GOUT, GLAUCOMA RPMS: Reviewed, No Action
[PHENYLPROPANOLAMINE

[CHEESE DRUG ALLERGY 16058002 DROWSY, NAUSEA AND VOMITING, DIARRHEA RPMS: Reviewed, No Action

[CODEINE DRUG ALLERGY 416008002 HYPOTENSION FPMS: Raviewed, No Action

(GRASS POLLEN DRUG ALLERGY 416058002 RASH RPMS: Reviewed, No Action

HAY DUST DRUG ALLERGY 416058002 HYPOTENSION RPMS: Reviewed, No Action

LOSARTAN DRUG ALLERGY 416058002 URTICARIA, ITCHING OF EYE RPMS: Reviewed, No Action

[MILKINOL LIQUID: DRUG ALLERGY 4160%8002 RASH, NASAL MUCOSA DRY RFHS: Raviewed, No Action ',k

Figure 4-57: CIR Tool Adverse Reactions Tab Main Window

4.49.1 RPMS Pane

4491.1 Columns

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

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

e Event: Name and SNOMED code of adverse reaction

e Symptoms: Description of symptoms and date and time of symptom(s) onset
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e Status: Whether the adverse reaction is active, inactive, and so on
e Last Date: Date of last modification or the date entered

4.49.1.2 Right-Click Menu

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

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

Change

RPMS: Reviewed, Mo Action

Entered in Error

Inactivate 3 Mo Longer Allergic
View Details Reaction is Tolerable

Figure 4-58: Adverse Reaction RPMS Right-Click Menu

e Change: The pre-populated Edit Adverse Reaction dialog opens. Change the
applicable fields, as needed.
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.‘ Edit Adverse Reaction Mi[=]

Causative Agent: IF-.EPIR]N RELATED MEDICATIONS

B 1 matches found
E vA allergies File (1)
ASPIRIN RELATED MEDICATIONS

Mational Drug File - Generic Drug Name (0)
Mational Drug file - Trade Name (D)

Local Drug File (0)

Drug Ingredients File (0)

VA Drug Class File (0)

MNature of Reaction: I Drua

Event Code: I DRUG ALLERGY

Ll Le L

Source of Information: I PATIENT

Signs/Symptoms
Available Selected
| tach GOUT Sep 19, 2013

GLAUCOMA Sep 18, 2013 FRIEND

SUICIDAL THOUGHTS = TACHYARRHYTHMIA May 1, 2014 MEDICAL PROVIDE
SUICIDE ATTEMPT
SWEATING
SWELLING e
SWELLING ARDUND EYES
SWELLING OF ARM 4a
SWELLING OF THROAT
SWELLING OF TONGLE
TACHYARRHYTHMIA
TACHYCARDIA
TACHYPMNES

&

& ¢

4]

e L

Source: I MEDICAL PROVIDER

L el

[ Imprecise Date Date/Time: IEIEIEIII;'ZCIH 00:00

Comments:

OK Cancel

Figure 4-59: Edit Adverse Reaction Dialog

1. The Causative Agent field auto-populates with your selection from the RPMS
pane.

2. The Nature of Reaction view-only field is auto-populated depending on the
Causative Agent selected when the Adverse Reaction was created.

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

Allergy to Substance
Drug Allergy
Drug Intolerance

o O O O

Food Allergy
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o O O O

(0]

Food Intolerance

Propensity to Adverse Reactions

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

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

O O O O O O O O

(0}

Patient

Spouse

Family

Friend

Other Source

Chart Review

Medical Provider
External Source

Other Medical Provider

5. In the Signs/Symptoms section, Available field:

a.

Begin typing the first few letters of the sign or symptom. The list
refreshes with matching entries as you type.

Select one or more applicable symptoms by clicking your selection and
clicking the arrow. As you click the arrow, your selections are moved
to the Selected field.

Note:

You can click the Move arrows to remove newly added
symptoms (all or one at a time) on the current change
session. Symptoms previously added cannot be deleted.

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

Note:

This field does not become active until a new Sign or
Symptom is selected and moved to the Selected field.

7. In Date/Time, the default is the current date and time. Click the Ellipsis button
to open the Select Date/Time dialog. Do any of the following:
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4 December, 2013

Su Mo Tu We Th Fr Sa
24 25 26 27 2B 29 30
1 2 3 4 5 & 7
g

bk

& sclect Date,/ Time

Today
0 (00 al|| ————
1 01 oK
2 Hip
3 03
4 .04 Cancel
5 05
6 E
7 07
3 08
9 09
10 HLI]
11 j 111 j
Nuwl Midnight |

Figure 4-60: Select Date/Time Dialog

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

0 Click the Today button to automatically input the current date, and then

click OK.

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

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

8. Select the Imprecise Date dialog, if the exact time is not known. The
Date/Time field changes to a Month and Year menu.

9. Click OK. The Adverse Reaction is updated with your changes in the
Reconciled Adverse Reactions pane and shows RPMS: Changed Only, No
Action in the Action column.

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

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

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

[FLOSARTAM waz Entered in Eror, pleaze
provide a comment

Cancel

I Accidental duplicate entry)

Figure 4-61.Allergy Entered in Error Dialog
1. Inthe field, type a reason for the error.

2. Click OK. The Reconciled Adverse Reactions pane is updated with the status
of RPMS: Entered in Error in the Action column for the allergy.

e Inactivate: Contains the following sub-selections:

No Longer Allergic: Patient is no longer allergic
Reaction is Tolerable: Patient's reaction is tolerable
RPMS Inactive

RPMS Reactivate

O O O O

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

e View Details: The View Allergy Details dialog opens. Any highlighted items
from the main screen containing RPMS Pane and CCDA data display in a side-
by side comparison when this menu option is selected. The View Allergy
Details dialog also has a right-click menu of the following options, as shown
below. Refer to the applicable sections in this Help for details.
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& view Allergy Details O] <}
Patient: Jones, Myra | HR#: 123654
RPMS Clinical Document
[causative Agent |petails [causative Agent Lails
CODEINE Causative Agent: CODEINE | = |Codeine Causative Agent: Codeine
Event: DRUG ALLERGY Peaction: Shortness of Breath
16098002 Status: Active
Signs/Symptams: HYFOTENSION S everity: Moderate
Drug Classes: OFIOID Dirug Code: 2670
Chenge Mrin Cnde Swstern Name: RxNorm
RPMS: Reviewsd, o mmDHNE. Rochiorm: Add ) 419511003
Entered in Error USER, DEMD e Lo 1.113883.6.96
fea - Sep 20 CCDA: Do not add, net dinically significant [, SNOMED CT
ctivate "
Effective Time: 09/12/2012
ied: Yes Date: Oct 14, [Source: Dr Henry Sewen
2013@12:09:52 Penicilin G benzathine (Causative Agent: Penicillin G
Vi By: USER,DEMO benzathine
Observed/Historical: Historical Beaction: Hives
Source: Local Community Status: Inactive
an)lllﬂl ) S everity: Moderate to severe
Inactivation Date: 0CT 22, Drug Code: 7982
2013@15:36:59 Drug Code Systam Mame: RxNeorm
Inactivation Reason: REACTION IS — Code: 419511003
TOLERABLE (Code System:
Inactratd By: USER, DEMO 2.16.540.1.113883.6.96
Last Modified: 0CT 22, (Code System Name: SNOMED CT
2013@15:37 by USER,DEMO Effective Time: (r912{2012
PENICILLIN G BENZATHINE Causative Agent: PENICILLIN G Source: Dr Henry Seven
BENZATHINE
Event: DRUG ALLERGY
416098002
Signs/ Symptoms: HYFOTENSION,
DROWSY, DIARRHEA
Dirug Classes: PENICILLIN-G
RELATED PENICILLING
Ingredients: PENICILLIN;
RicMarin: 70618
Originated: USER,DEMO
Originated Data: Sep 16,
2013@13:29:31
Verified: Yes Date: Oct 14,
2013 14:08:18
Clesa /J

Figure 4-62: View Allergy Details Dialog

4.49.2 Clinical Document Pane

44921 Columns

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

e Causative Agent: The cause of the adverse reaction

e Event: Name of the adverse reaction event

e Symptom: Description of symptoms

e Status: Whether Active, Inactive, and so on

e Source: Clinician who entered the adverse reaction

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

44922 Right-Click Menu

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

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

Symptom I'Status ISuurce |Lasl: C

Chartmame af ASTTUCE M o i 2

| Add

-

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

Figure 4-63: Adverse Reaction Clinical Document Right-Click Menu

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

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

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

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

View Details: The View Allergy Details dialog opens.

4.49.3 Reconciled Adverse Reactions Pane

4493.1 Columns

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

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

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

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

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

Note: There are no right-click menu options in the Reconcile
pane.
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44932 Buttons
The Reconciled Adverse Reactions pane contains the following buttons:

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

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

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

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

Review,/Sign Changes for Jones,Myra

Signature will be applied to checked items

CIR Adverze Reaction Reconciliation -
ASPIRIM RELATED MEDICATIONS: RPMS: Reviewed, No Action
BROMPHEMIRAMINE /CODEIME /PHENYLPROPANOLAMINE: RPI
CODEIME: RPMS: Reviewed, Mo Action

Hay' DUST: RPMS: Reviewed, Mo Action

LOSARTAM: RPMS: Reviewed, Mo Action

MOM-I0DIEED SALT: RPMS: Reviewed, Mo Action

FEMICILLIM G BEMZATHIME: RPMS: Reviewed, Mo Action j

Electronic Signature Code:

Ixxxxxxm1

|f processing Surescripts, signature

will be applied after action selected. Sign I T |

Figure 4-64: Review/Sign Changes for Patient Name Dialog

If there are issues with any of the adverse reaction entries, the Order
Checking — Source: IHS dialog may open instead. For Adverse
Reactions, this is an informational dialog and may not require action
from the user.
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4.4.9.4

& order Checking - Source: IHS [_ O]

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

Duplicate order; Qutside Med ACETAMINOPHEN DROPS SOLM

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

Duplicate drug class order: ANTI-INFLAMMATORIES

Duplicate drug class order; ANTI-INFLAMMATORIES

Duplicate order: Change ACETAMINOPHEN DROPS SOLN

Duplicate drug class order: BRONCHODILATORS

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

-
LT T s | T ) IR [ Y P T o Y- | [P B P T o e o T L R —I

oK | Cancel |
i

Figure 4-65: Order Checking - Source: IHS Dialog when Accepting Adverse Reactions

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

4. Repeat steps 1 and 2, above.

e Cancel Button: Cancels the action.

Adding Adverse Reactions

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

Create Adverse Reaction dialog opens.

Note: If the Add Allergy button is used, the Create Adverse Reaction
dialog is not pre-filled. If the Clinical Document right-click Add
is used, the Create Adverse reaction dialog opens pre-filled with

some allergy data.

Follow the steps below to complete the Create Adverse Reaction dialog:
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." Add Adverse Reaction M=l E3
Causative Agent: | ASPIRIN/CAFFEINE/PROPOXYPHENE

=l 211 matches found ﬂ
[=I VA allergies File {4)
ASPIRIMN RELATED MEDICATIONS
ASPIRIM RELATED MEDICATIONS <ASPIRIN=
ASPIRIMN RELATED MEDICATIONS <ASPIRIN, BUFFERED
ASPIRIMN RELATED MEDICATIONS <ASPIRIN, EUFFERED >
[=] Mational Drug File - Generic Drug Name (4]
ASPIRINSCAFFEINE/PROPOXYPHENE
ASPIRIN/CAFFEINE/CODEINE

Mature of Reaction: I Drug

Event Code: I DRUG INTOLERANCE

0 0

Source of Information: I PATIEMT

| Signs/Symptoms
Available Selected

I * MAUSEA AND VOMITING May 20, 2014@01:44:14 FRI

ANXIETY f’
ITCHING OF EYE

HYPOTENSION

DROWSY ]
NAUSEA AND VOMITING L
DIARRHEA

URTICARIA 1
DRY MOUTH

MASAL MUCOSA DRY

O | _'l_l a I

Source: I FRIEND

L L=

[~ Imprecise Date Date/Time: I 05/20/2014 13:44

Comments:

Tvpe comment here,

0K Cancel

Figure 4-66: Completed Create Adverse Reaction Dialog

1. The Causative Agent field is either blank if adding from the Reconciled
Adverse Reactions pane, or is auto-populated with the selected causative agent
from the Clinical Document pane. If blank, type an allergen in the field, and
then click the Ellipsis button. Any matches show in the field below. Select one.

2. The Nature of Reaction view-only field is auto-populated depending on the
Causative Agent selected.

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

Drug Allergy

Drug Intolerance

Food Allergy

Food Intolerance

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

Propensity to Adverse Reactions to Substance

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

Patient

Spouse

Family

Friend

Other Source

Chart Review

Medical Provider
External Source

Other Medical Provider

5. In the Signs/Symptoms section, Available field:

a.

Begin typing the first few letters of the sign or symptom. The list
refreshes with matching entries as you type.

Select one or more applicable symptoms by clicking your selection and
clicking the arrow. As you click the arrow, your selections are moved
to the Selected field.

Note:

You can click the Move arrows to remove newly added
symptoms (all or one at a time) on the current change
session. Symptoms previously added cannot be deleted.

6. In the Source (of Signs/Symptoms) field, select one of the drop-down menu
options, as listed in step 4.
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7. In Date/Time, type a date and time, or click the Ellipsis button to open the
Select Date/Time dialog. Do any of the following:

& select Date/Time j x|
4 | ,-2“13 b 0&:04 QK
0 a (00 -
Su Mo Tu We Th Fr Sa 1 01 Cancel
Z9 30 1 2 3 = 5 % g§
%, i i g d
srsat |f L
bt e 5 05
] 06
7 07
3 03
9 09
10 10
T ST
Nawl Midnight |

Figure 4-67: Select Date/Time Dialog

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

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

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

8. Select the Imprecise Date dialog, if the exact time is not known. The
Date/Time field changes to a Month and Year menu.

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

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

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

4.4.10.1 Medications Tab

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

A reconciliation should be performed at every transition of care in which new
medications are ordered or existing orders are rewritten. The reconciliation may be
done at triage, at time of provider appointment, pharmacy medication pickup or
pharmacy medication management visit, or Public Health Nurse (PHN) or case
manager Vvisit.

An example of the Medications tab and corresponding Clinical Document and
Reconciled Medications panes is shown below.

MCIR Tool - JonesMyra _|Of x
Restore PATIENT - Cancel

~ Generated by CCDA

Select Source Responsible Party Encounter Date Created Class _ Reconciled
I v Indian Health Service CCD Generator Indian Health Senvice CCD Generator From September 25, 2013 10/9/2013 9:34:00 AM  CCDA  A[13/2/2013) ; P(11/27/2013) ; M{1 &
= External Organization External Responsible Party From November 19, 2013

Al11/27/2013) : P(11/27/2013) ; M(

= | Local Community Hospital Dr Henry Seven | From August 13, 2012 [2/2013) ; P{11/18/2013) ; M{1

[ PAPER. DOCUMENT USER,DEMO From December 09, 2013 )]

v PATIENT USER,DEMO From December 02, 2013 | 12/2/2013 & A{12/2/2013)

r LEGAL GUARDIAN VUSER,DEMO From December 02, 2013 | 12/2/2013 7:12:16 PM M{12/2/2013)

r SPOUSE From December 01, 2013 | 12/1/2013 6:34:04 PM A{12/1/2013) ; M(12/1/2013)

r LEGAL GUARDIAN From November 27, 2013 | 11/27/2013 12:03:28 PM A{11/27/2013) ; P(11/27/2013) ; M(

r PATIENT From November 27, 2013 | 11/27/2013 12:03:43 PM M(11/27/2013)

N PATIENT From November 27, 2013 | 11/27/2013 12:03:43 PM M{11/27/2013)

_ BAG OF PILLS From Movember 27, 2013 | 11/27/2013 12:03:43 PM M{11/27/2013)

LEGAL GUARDIAN From November 27, 2013 | 11/27/2013 12:03:43 PM M{11/27/2013)
r BAG OF PILLS From November 27, 2013 11/27/2013 12:09:31 PM Al1127/2013) ; P(11/27/2013) ; M{
[ SPOUSE From November 25, 2013 _11/25/2013 B:50:14 AM A[11/25/2013) : P(11/25/2013) : M{ =
I Problems I Adverse Reactions Medications
| RPMS Clinical Document
| [rypefedication [pescription [status Jestpate | edication  |Description _[Status fource Jtast pate
jw ACEBUTOLOL 200MG MOUTH ACTIVE 11/4/2013 :-j L 0.09|0.09 MG/ACTUAT ACTIVE DR HENRY 8le/2012
1000 4+ |MGACTUAT | INHALANT SEVEN
NV ALBUTEROL INHALANT 1 PUFF ACTIVE 10/25/2013 INHALANT SOLUTION, 2
INHALATION ON PUFFS ONCE
* FOUR TIMES A -

Doy

~ Reconciled Medications

ACEBUTOLOL 200MG MOUTH 1000 ACTIVE RPMS: i d, No Action d
ALBUTEROL TNHALANT 1 PUFF INHALATION FOUR TIMES A DAY ACTIVE RPMS: No Action =
|ALBUTEROL SULFATE 2ZMG/SML SYRUP DRIMK 1 ML (0.4MG) MOUTH TWICE A DAY TO PENDING RPMS: Reviewed, No Action

HELP BREATHING
ARIPIPRAZOLE 30MG TAS 1 TABLET MOUTH TWICE A DAY ACTIVE RPMS: Reviewed, Mo Action =

Figure 4-68: Medications Tab and Corresponding Panes

4.4.10.2 RPMS Pane

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

Note: To de-select matching events, press <Ctrl> and click.
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The RPMS pane contains the following functionality:

4.4.10.21 Columns
When the Medications Tab is selected, the RPMS pane displays the following

columns:
e Type: Outpatient (OP), or Non-VA (NV).

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

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

4.4.10.2.2 Right-Click Menu

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

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

commands:
RPMS
’]escripﬁun |5I:a|:u5 |Last
SOLN,ORAL B0MG (0.8ML) ACTIVE 10/1
Mﬂlm I 4nmn
SOLN,ORAL DRINK  Change 4

(1.6ML  Discontinue
MOUTE  Reviewed, Mo Acticn
8 HoU

PAIN C
FEVER View Details

Fenew

Tl AT EW Wil

Figure 4-69: Medications RPMS Right Click Menu

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

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

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

e Renew: The Order Checking — Source: Veterans Health Administration dialog

Addendum to User Manual Updated Components
June 2015

84



Electronic Health Record (EHR) Version 1.1 Patch 14

opens, showing the applicable medications.

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

o0 Click Cancel Order. The order is cancelled.

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

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

@ view Medication Details [_[O[x]
Patient: Jones, Myra | HRS: 123654
RPMS Clinical Document
[Medication ils [Medication etails
ALBUTEROL INHALANT (ALBUTEROL INHALANT ALBUTEROL 0.0% MG/ACTUAT INHALANT SOLLI [Medication: ALBUTERGL 0.0% MG/ACTUAT
[INHALANT SOLUTTON
Schacule: FOUR TIMES A DAY Sig: 0,09 MGIACTUAT
Sig: 1 PUFF TNHALATION FOUR TIMES & DAY . ANT SOLUTION. 2 PUFFS ONCE
Other Instructions: 1 PUFF INHALATION FOUR TIMES A DAY Add Outside : AC
Add op 573621
Quantity: NfA i i : DR HEMAY SEVEN
2 4 Do Mot Add, Discontinued
Refills Remaining: RESPIRATORY
s Change: Da Not Add, Redundant TION)
Status: az  Discontinue Lask Fillod:
Order #2555 B d, Mo Action Start Dste:
r [ALBUT! n Stop Dite:
ALBUTEROL INHALANT (ALBUTEROL INHALS Rensw
Schedule: FOUR TIMES A DAY
EH 1 PUFF INHALATION FOUR TIMES A DAY
Other Instructions: 1 PUFF INHALATEON FOUR TIMES A DAY
[ Quantity: A
Fefills Remaining: H/A
Status: ACTIVE
Drder #2654
0K Cancel 1

Figure 4-70: View Medication Details Dialog

4.410.3 Clinical Document Pane
44.10.3.1 Columns

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

e Medication: Medication name
e Description: Dosage information

e Status: Whether the medication is Active, Pending, Hold, or Expired
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e Source: Clinician who prescribed the medication
e Last Date: Date of last modification or the date entered

4.4.10.3.2 Right-Click Menu

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

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

Clinical Document

I'Status |Suume Las
AT ACTIVF NE HENRY SFUFN RIG
Add Qutside
Add OP

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

Figure 4-71: Medications Clinical Document Right-Click Menu

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

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

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

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

e View Details: The View Medication Details dialog opens.

4.4.10.4 Reconciled Medications Pane

44.104.1 Columns
The Reconciled Medications pane shows the following columns, indicating

Medication reconciliation data:
e Medication: Medication name, strength, formula, class
e Description: Dosing information

e Status: Whether active, expired, and so on
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e Action: Indicates whether the medication was reviewed, and what action (or
No Action) was taken

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

4.4.10.4.2 Buttons
The Reconciled Medications pane contains the following buttons:

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

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

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

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

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

2. Inthe Electronic Signature Code field, type your code and click Sign.
Your signature is applied to the selected items.
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Review,/Sign Changes for S "ass

Signature will be applied to checked items

CIR Reconciled Medications

ACETAMIMOPHEM W/CODEIME 30MG TAE® RPMS: Reviewed, Mo
ALBUTEROL INHALAMT: RPMS: Reviewed, Mo Achion
ARIPIPRAZOLE TAR: RFMS: Reviewed, Mo Action

ASPIRIM TAB CHEWABLE: RPMS: Reviewed, Mo Action
CHLORDIAZEPOXIDE CAP.ORAL: RPMS: Reviewed, Ho Action
HYDROMYZINE TAB: RPMS: Reviewed, Mo Action

IMSULIM GLARGIME IMJ: RPMS: Reviewed, Mo Action

IMSULIM GLARGIME IMJ: RPMS: Reviewed, Mo Action

LORAZERAM 1MG TAB= RPMS: Reviewed, Mo Action

LORAZERAM TAR: RPMS: Reviewed, Mo Action

LORAZEPAM TaRB: RPMS: Reviewed, Mo Action

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

TEST COMPOUMD TARB: RPMS: Reviewed, Mo Action

WARFARIM BMG TAB= RPMS: Feviewed, Mo Action

Orders - Other Unzigned

ALPRAZOLAM TAB 0.25 MCD Quantity: B0 Days: 30 Refillz: 0 “Chianic

Electionic Signature Code:

Ixxxxx:mxxﬁ

IF processing Surescripts, signature

will be applied after action selected. Sign I Camee) |

Figure 4-72: Review/Sign Changes for Patient Name Dialog

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

[ TETRACYCLIME CAP.ORAL 250 Guantity: 20 Days: 30 Refilz: 0 *Chronic Med: O Dispenze as
Wihittern: MO Indication: Asthma attack Bad coughing “UMSIGHED*
@@ Previous adverse reaction to; TETRACYCLINES [LOCAL):ANTIBACTERIALS. TORICAL
OPHTHALMIC [LOCALLAMTIACKE AGEMTS. TOPICAL [LOCAL)

LCancel Selected Order(z] |

Enter justification for overiding critical order checks:

Continue |

Figure 4-73: Order Checking - Source Dialog when Accepting Medications

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

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

4. Repeat steps 1 and 2, above.

e Cancel: Cancels the action.

4.4.11 Adding Non-VA Medications

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

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

Follow the steps below to complete the Add Non-VA Medication dialog:
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& Add Non-¥A Medication [_ (O]

I ALBUTEROL INHALANT

Change |

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

Dosage Route Schedule
| 2 PUFFS | INHALATION BID ¥ PRN
1 PUFF INHALATION 1000 i
2 PUFFS BID
DaILY
MO-WE-FR.
MO-WE-FR-5U
MON-WED-FRI@EBID
MO LI
Comments: [, o long, deep breaths]
Statement/Explanation —Home Medication List Source

[« Outside medication not recommended by provider.

[T Outside madication recommended by provider,

[~ Patient buys OTC/Herbal product without medical advice.
[~ Medication prescribed by ancther provider.

I~ Patient

™ A& list the patient may have
= Medications themselves

I~ Friend

I~ Family member

™ Medical record

" Patient's pharmacy

~ Patients primary care physician
I~ Other

Medication Reason:

Patient has trouble breathing.

Location of Meadication
* Home ” Hospital © Other

Start Date: | 10/30/2013 J Last Dose Taken: | 10/30/2013 19: J

ALBUTEROL INHALER. Accept Order
INHALE 2 PUFFS TWICE A DAY _——
Quantity: 0 Days: 0 Refills: 0 Chronic Med: NO Dispense as Written: NO Cancel

Figure 4-74: Completed Non-VA Medication Dialog

1. The Medication field auto-populates with the medication selected in the
Clinical Document pane if the right-click menu is used. If the Add Outside
Medication button in the Reconciled Medications pane is used, the field is
blank. Click the Change button to open the Change Medication dialog to add or
change a medication.
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& change Medication [_ O]

I ALBUTEROL INHALANT

ALBUTEROL INHALANT

Al BUTEROL 5YRUP

ALDACTONE  =5PIRONOLACTOME TAE =
ALLCPURINOL TAB

ANCEF  =CEFAZOLIN IMN] =

ANUSCOL HC  <HYDROCORTISONE SUPPRTL =
ARIPIFRAZCLE TAB

ARMODAFINIL TAB

ASCORBIC ACID TAB

ASPIRIN TAB

ASPIRIN TABEC

ATARAX  <HYDROXYZINE SYRUP =

ATARAY  <HYDROXYZINE TAB =
ATORVASTATIN TAB

AUGMENTIN < AUGMENTIN PEDIATRIC PWDR,REMST-0ORAL =
AUGMENTIN PEDIATRIC PWDR, RENST-0ORAL
AZMACORT  «<TRIAMCINOLOME AEROSOL,ORAL =
BACTRIM  «<DICYCLOMIME PEDIATRIC SUSP =
BEMADRYL  <DIPHENHYDRAMINE CAF,QRAL >
BISACODYL TAB,EC

BUDESOMIDE INHL, ORAL

CAFFEINE/SODIUM BENZOATE INJ MNF
CARIMUNE < GLOBULIN,IMMUMNE IND =

ok

Figure 4-75: Change Medication Dialog

a. Scroll through the list and select the Medication.

b. Click OK. The Medication field of the Add Non-VA Medication dialog

updates with your selection.

2. In Dose, select a dose from the list.

3. In Route, select the applicable administration route.

4. In Schedule, select the applicable dosing schedule from the list.

5. Select the PRN check box, if applicable.

6. In Comments, type any comments.

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

e Outside medication not recommended by provider

e Outside medication recommended by provider

e Patient buys OTC/Herbal product without medical advice
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e Medication prescribed by another provider
8. In Home Medication List Source, click one of the following option buttons:

e Patient

e A list the patient may have

e Medications themselves

e Friend

e Family member

e Medical record

e Patient's pharmacy

e Patient's primary care physician
e Other

9. In Medication Reason, type a reason for prescribing a Non-VA medication.

10. In Location of Medication, click one of the following option buttons:

e Home
e Hospital
e QOther

11. In Start Date, type a date or click the Ellipsis button to open the Select
Date/Time dialog.

12. Do any of the following:

[CETSSSSS—

4 Odober, 2013 b 06:04 oK
0 a|l:00 -
Su Mo Tu We Th Fr Sa 1 0 Cancel
2930 L 2 X b K g gg
1E; 1.rq f_E fE 0 11 12 4 m
G 5 05
i :06
7 07
8 03
9 09
10 ;10
u =l =
Nﬂwl Midnight |
Figure 4-76: Select Date/Time Dialog
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e Select the applicable date and time from the calendar and time sliding
scales, and then click OK.

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

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

13. In Last Dose Taken, type a date or click the Ellipsis button to open the Select
Date/Time dialog. Do any of the above steps in the dialog.

14. Click Accept Order.

4.4.12 Adding Outpatient Medications

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

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

e If the Add OP Medication button in the Reconciled Medications pane is used,
the field is blank. Use the following steps to select a medication.

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

2. Type the first few letters of a medication in the field. The list updates
with matching medications when you stop typing.
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& change Medication [_ O]
I ALBUTEROL INHALANT

ALBUTEROL INHALANT -
Al BUTEROL 5YRUP

ALDACTONE  =5PIRONOLACTOME TAE =

ALLCPURINOL TAB

ANCEF  =CEFAZOLIN IMN] =

ANUSCOL HC  <HYDROCORTISONE SUPPRTL =

ARIPIFRAZCLE TAB

ARMODAFINIL TAB

ASCORBIC ACID TAB

ASPIRIN TAB

ASPIRIN TABEC

ATARAX  <HYDROXYZINE SYRUP =

ATARAY  <HYDROXYZINE TAB =

ATORVASTATIN TAB

AUGMENTIN < AUGMENTIN PEDIATRIC PWDR,REMST-0ORAL =

AUGMENTIN PEDIATRIC PWDR, RENST-0ORAL

AZMACORT  «<TRIAMCINOLOME AEROSOL,ORAL = —
BACTRIM  «<DICYCLOMIME PEDIATRIC SUSP =

BEMADRYL  <DIPHENHYDRAMINE CAF,QRAL >

BISACODYL TAB,EC

BUDESOMIDE INHL, ORAL

CAFFEINE/SODIUM BENZOATE INJ MNF

CARIMUNE < GLOBULIN,IMMUMNE IND = ;I

ok

Figure 4-77: Change Medication Dialog

3. Scroll through the list and select the medication you want.

4. Click OK. The Medication field of the Add Outpatient Medication

dialog updates with your selection.

5. Click the ADR's button to open the Patient Postings dialog.

6. Click Done after reviewing the ADRs.

Addendum to User Manual

June 2015

94

Updated Components



Electronic Health Record (EHR) Version 1.1 Patch 14

.‘ Patient Postings !E[
Allergies Severity Signs / Symptoms
PEMICILLINS
SULFA DRUGS HIVES
SOY BEANS ANEMIA
TETRACYCLINE MAUSEA AND VOMITING;ITCHING
OF EYE;RASH

Crisis Notes, Warning Motes, Directives

PAIN CONTRACT
ADVANCE DIRECTIVE

Figure 4-78: Patient Postings Dialog

Note: Refer to the Medications Online Help for details
on completing Simple and Complex Dose
Outpatient Medication Orders.

@ Add Dutpatient Medication (=]

| ALBUTEROL INHALANT

Pt Wt on 10/8/2013
160 1b(72.57 kg)
Dosage | Complex |

Dosage Route Schedule

| 2 pUFFS | INHALATION | DALy v PRN
1 PUFF INHALATION 1000 -
BID
DAILY
MO-WE-FR
MO-WE-FR-5U
MON-WED-FRIZEID
HOW LJ
Patient Instructions | FOR BREATHING - SHAKE WELL BEFORE USING
Days Supply Qty (TAB) Refills Clinical Indication [+ Chronic Med Prionty
7 : 7 : i : Pneumonia storage storage storage | 486. = i SE 35 Im
| s | == | = ge storage strage | 466. ] [ Dispen
Pick Up |[~ Discharge
(" Clinic © Mail ™ Window  Outside Pharmacy - Print (* Outside Pharmacy - eRx | Medication
Notes to Pharmacist:
Childproof cap is mandatary.
ALBUTEROL INHALER ADR's I
INHALE 2 PUFFS EVERY DAY FOR BREATHING - SHAKE WELL BEFORE USING
Quantity: 7 Days: 7 Refills: 1 Chronic Med: YES Dispense as Written: YES Accegt Order I
Indication: Pneumonia storage storage storage

_ ol |

Figure 4-79: Completed Add Outpatient Medication Dialog

7. Click Accept Order.

If a dosing schedule is not defined when the Accept Order button is
clicked, the following error message appears:
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4.4.13

Unable to Save Order

@ This order cannot be saved for the following reasonis):

Schedule musk be entered.

Figure 4-80: Scheduling Error Message

Renewing Medication Orders

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

.‘ Order Checking - Source: ¥eterans Health Administration
Order

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

Cuplicate drug class order: ERONCHODILATORS, SYMPATHOMIMETLC, INHALATION (Cutside
Med ALBUTEROL INHALANT 90 0.09 MG/ACTUAT INHALANT SOLUTION, 2 PUFFS OMCE

[ACTIVE])
Accept Order I Cancel Order

Figure 4-81: Order Checking — Source: Veterans Health Administration Dialog

Click one of the buttons on the dialog to continue:

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

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

4.4.14 Discontinuing Medication Orders
From the Clinical Document Medications right-click menu, if the Discontinue option
is selected, the Discontinue/Cancel Orders dialog opens.
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4.5

& Discontinue / Cancel Orders

The following order{s) will be discontinued:

Order
ACETAMINOPHEN TAB

Quantity: 20 Days: 0 Refills: 0 Chronic Med: NO Dispense as Written: NO
Indication: ~Abnormal cervical Papanicolaou smear with positive human papillomavirus deoxyribonudeic acid test

Select a reason:

Entered in ermor
Obsolete Order

Duplicate Order Cancel

o]

Figure 4-82: Discontinue/Cancel Orders Dialog
Follow these steps to complete the Discontinue/Cancel Orders dialog:

1. Inthe Order section, select the orders to cancel.

2. In Select a reason, select a reason for cancelling the medication.

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

Immunizations

The Immunizations module enables the viewing, editing, and adding of immunization
information for patients into the Resource and Patient Management System (RPMS). It
requires that version 8.0, or later, of the RPMS Immunization package be installed.
This component enables the provider to see immediately which vaccines the patient
has received and which ones are needed.

/&.‘uf Immunization Fecord i]

Farocast -

ITMMR dum Fukd l |
\ HEPANDS . powue DT FED Tora Abbigy W 201 il
DI FEDS Paond Rolusal (M4 gy 1T 2
Vaccinations
Pt Recond| DusLetes | Profle | Cazoita | add
Vcong Vik Diate | Ape@Nist | Locabon Pesction | Volume | by She Let Marndschas WIS Diate | Acrirestared Bly | Visecine Elgbdiy Adren Diste | Aden Notes -
TP CA800  mihe  DEMD HOSPITAL 05 LeitThohM  DIPARTZAZ 05A17/2007 USERDEMD Am s Hatrvn 21720
e CHS NONSERVICE 12Avam
5 DEMD HOSPITAL  Lethergy 05 Lek ThghSO U5A7/2007 USERDEMD  INDIANAD (e ]
MO HOSAITAL Lathaegy as Left Thigh 50 ENTA0F USER DEMD INDLANA T 3 Sample admn notes hee.
Sy DEMOHOSPITAL 05 LetThphSO TI3362  ABBOTT LABORATORIES 110842011 USERDEMO  Locakspesd Eig i TEST
HLP A2 mihs  ADAK A 1
HEP B PED Gy DEMO HOSAITAL 05 Left ThghSO 1511 RARAm2 L DEWD Shale-speche Flg oAsama
s Sy DEMO HOSPITAL 05 LetTrghiM  W2I919  ABDOTT LADORATORICS OA20/2012 USERDEMO  INDIANADI AL F]
VARICELLA Sy DEMO HOSPITAL 05 RighiThighIM  OSEEM o WSR3
MARICELLA~ INVALID<EXFIRED Syes  DEMOHOSAITAL  Anaghgloa: 05 Rghl ThohIM 0SS5 (N8 USERDEMD  Urcrmurnd Foed Ouasifed e
ZOSTER-INVALID SEE IMMSER| 091172011 Sy Ansheh A Indan/AK. Nafve 203
FLUTIVR D4/1S2001 ADmhe  DEMD HOSPITAL 05 Lokt ThighM 0102 WETHATERST 08/11/2008 USERDEMO  Amindaniak Hotive [ L -
i r o

Figure 4-83: Immunization Panel

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

e The Contraindications field displays the patient’s contraindications, such as a
history of chicken pox or refusals for specific vaccines.

e The Vaccinations grid displays all vaccinations that have been entered into the
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RPMS. The vaccinations can be sorted by clicking on a column heading. If no
Vaccination information is present in the RPMS for a patient, the grid is empty.

e This component can be configured so that particular user or class cannot
add/edit the immunization record.

e The Vaccinations panel has the Display Visit Detail option on the right-click
menu. Use this option to display the Visit Detail for a selected record. See
Display Visit Detail for more information

45.1 Selecting a Vaccine
@ VaccmeSelection x|
Search Crtena ok
'_)% Search Vahe | —-J
) ) C
T Show Al Actve Vaocines e

(" Show Orly active Vaccines wath a Lot Numbe:
% Show AllVaccines

Select one of the follwing Heconds

ADENOVIRUS, NOS Adenoanus vaccine, NS

ADENDVIRLIS, TYFE 4 Bdsronanus vaccins, hpe 4, e, oosl
ADEMOVIRUS, TYFE 7 Bdarrving vaccine, ppe 7, e, oal
ADENOWVIRLS, TYFPES 457 Adanovns, bype 4 and lype 7, bee, oral
ANTHREX Anthia vaccine

BLCG Baciluz Calmette-Guern vaccine:

BOTULIMUM ANTITOXN Botulirasn srlilaxn

CHOLERA Chioleta vaccine, inlramuscudar

WG Cytomegalovrus immune globuln, ntravenous
DEMGUE FEVER Dengue lever vaccns
DIFHTHER LA ANTITONIMN Diphthena anttcemn

DT [FEDLATRIC) Diphahens and telanus tooids sdsocbed for ped
EE#P Dinﬂ'thefiT. teters taokds end acehar petus FJ

Figure 4-84: Selecting a Vaccine Dialog

Follow these steps to select a vaccine:

1. The selection list on the VVaccine Selection dialog is initially populated with all
vaccines. This can be changed to Show Only Active Vaccines with a Lot
Number or Show All Active Vaccines by clicking that option button.

Note: Only Lot Numbers designated to the facility to which the
user is logged on display for selection.

2. Filter the list by entering a search value. The search value can either be the first
few letters of an Immunization name, HL7-CV X code, or a Brand name. A
long description of the vaccine can be displayed by briefly resting your mouse
pointer on a vaccine entry in the grid.

3. To select an entry, double-click on the vaccine entry in the grid, highlight it
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4.5.2

4.5.3

45.4

and click OK, or highlight it and press Enter. (Otherwise, click Cancel).

Note: If you select an Inactive vaccine, it will be marked as a
historical vaccination entry.

Web Reference

The Web Reference Search for the Immunization component depends on whether any
records are present or not.

e Condition 1: If there are records present, select one and click the Information (

L7) button (or select the Web Reference option on the right-click menu) to go
to the MedlinePlus Web site for the topic associated with the selected record.
You can change to another Web site by selecting from the Reference Site drop-
down list (on the Web site).

e Condition 2: If there are no records present or if no record is selected, click the

Information ( i/) button (or select the Web Reference option on the right-click
menu) to display the Web Reference Search dialog.

. Web Reference Search x|

Reference Site: I UpTalate j

Search Tem | Search

Figure 4-85: Web Reference Search Dialog

Select a Reference Site, if needed. The default is the MedlinePlus Web site. After
entering a term and clicking Search, the selected Web site for the specified term
appears. You can change to another Web site by selecting from the Reference Site
drop-down list (on the Web site).

Vaccinations Group Box

You can add new or historical immunizations regardless of whether the patient is a
child or adult, or is included in the immunization registry or not. New immunizations
are those that are given for a visit, whereas historical or those that were given in the
past and typically would be for an outside facility or place. It is important to note that
for non-historic visits, the date and location of the immunization correspond to the
currently selected encounter in the EHR, which can be for past dates.

Adding a Vaccination

To add a Vaccination click Add on the Vaccinations group box (or select Add
Vaccination on the right-click menu) to display the Vaccine Selection dialog. Here you
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select a vaccine. See Selecting a VVaccine for more information. The selected vaccine
populates the Vaccine field on the Add Immunization dialog.

e If you choose to add an Immunization for which the patient has a related
contraindication, the application displays an alert and asks if you want to
continue.

ALERT: Contraindications Exist x|

D The patient has the Following contramndcations
H__-__) For HBIG of:

== [mimiins

Do wvou wish o continua?

Figure 4-86: Contraindication Alert

The Current, Historical, and Not Done option button topics address information about
these functions.

4541 Current
If a compound vaccine is selected, then a separate immunization record is added for
each component.
Addendum to User Manual Updated Components
June 2015

100



Electronic Health Record (EHR) Version 1.1 Patch 14

x|

Vaceing [INFLUENZA [TIV], SEASONAL, N _| oK
Adriniztered
= By |USER.DEMO ] Cancel
Let [T5T1122 GREER LABORATORIES |
Injection Site IHight & Intradermal LI {* Curent
Yaolume ||:|_5 i’ il Wac. Info. Sheet ||:|?,=|:|2,=2|:|12 _| " Historical
| g " Mat Daone
i 07/26/2013 210 PM Patient,F amily
Gitven I —I r Counzelled by Provider
Wac. Eligibity |4m Indian/AK Native |
5 ample notes |
Admin Hotes

Figure 4-87: Add Immunization Dialog

1. You can change the Administered By field, if necessary. Click the Ellipsis
button to select another person.

2. Inthe Lot field, select the applicable lot and manufacturer from the drop-down
menu.

Note: Only Lot Numbers designated to the facility to which the
user is logged on display for selection.

3. Populate the Injection Site field by selecting from the drop-down list.

4. For common vaccines, the application automatically loads default values for
the Volume, Vaccine Information Sheet, and Given fields. You can change any
of these fields.

Note: If you select an expired lot number, a warning message
is displayed in bold red lettering above the Lot field.

5. The Given field contains the exact date and time that the immunization was
administered. The default is the current date and time. You can change the date
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by clicking the Ellipsis button and selecting from a calendar.

6. If you counseled the patient/family about the immunization, select the
Patient/Family Counseled by Provider check box. If you selected this check
box and saved the record, the EHR populates the Vaccinations component with
a record and populates the Education component with a record.

7. Inthe Vac. Eligibility field, click to select an applicable vaccination eligibility
from the drop-down menu.

8. Inthe Admin Notes field, type any applicable notes.

9. When the Add Immunization dialog is complete, click OK to add the
vaccination to the Vaccinations group box. (Otherwise, click Cancel.)

45.4.2 Historical
Historical immunizations are those that were given in the past and typically would be
for an outside facility or place.

Adding a historic immunization results in an historic visit being created that cannot be
billed or exported.

Note: You can add a historical record by not selecting a visit and
clicking the Add button on the Vaccinations group box. The
Add Historical Immunization dialog displays.

To add a historical record:

1. Select the Historical option button on the Add Immunization dialog to display
the Add Historical Immunization dialog.
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i
Yaccine [HEIG 2= =
E“"“'*”"BdPITETEH_SHHLEY ]| cancs
Event Date | o]
Loeation | = ~
5 |HS/Trbal Faciity e
C Diber {* Histosical
" Mot Dane
Aenin Motes

Figure 4-88: Add Historical Immunization Dialog

2.

Manually type the event date (must be historical) or click the Ellipsis button to
select from a calendar.

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

If the location is an official IHS facility, make sure the IHS/Tribal Facility
option button is checked. You can select the location from the Lookup Utility
dialog by clicking the Ellipsis button If you manually enter a facility name, it
must be an official IHS facility; If not, when you leave the field, the Lookup

Utility dialog displays.

If the location is not an official IHS facility, check the Other option button.
Enter the non-official location (for example, Dr. Name Example).

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 displays at the LOC. OF ENCOUNTER field.

In the Admin Notes field, type any notes, as needed.

When the Add Historical Immunization dialog is complete, click OK to add the
historic vaccination to the Vaccinations group box. (Otherwise, click Cancel.)
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45.4.3 Not Done

Enter the immunization refusal information on the Add Immunization dialog by
selecting the Not Done option button to display the Add Immunization Not
Provided/Refused dialog.

. Add Immunization Not Provided [ Refused

Yaccine |DT [PECIATRIC)

Documented
By

|LISEFLDEMIII

Event Date |03/05/2013

Reaszon

Comrment

Figure 4-89:

[Maone selected)

ol e L[l

Mone zelected

Abzent rezponze o breatment
Complication of medical care
Congidered and naot dane
Contraindicated

Delay in receiving benefits
Digcontinued

Finding related to health insurance issues
Lozs of benefitz

Medical care unavailable

M edical contraindication

Mot entitled to benefits

Mat indicated

Patient defaulted from fallow-up
Patient noncompliance - general
Patient non-compliant - refuzed access to services
Patient on waiting st

Patient requestz alternative treatment
Patient tranzfer

R efuszal of treatment by patient
Refused

Treatment not available

Jninzured medical expenses

x|
ik

Cancel

" Cument
" Histarical
f* Mot Done

Add Immunization Refusal Dialog

1. If the Vaccine is incorrect, click the Ellipsis button to select another one. See

Selecting a VVaccine for more information.

2. If needed, change the Documented By field by clicking the Ellipsis button to
select another person.

3. The Event Date defaults to the current date. If needed, change the event date by
clicking the Ellipsis button to select from a calendar.

4. Select the Reason from the drop-down list.

5. Click OK when the dialog is complete. This adds an immunization refusal
record to the Vaccinations group box, as well as adding a Not Done record to
the Personal Health component. (Otherwise, click Cancel.)
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4.5.5

Editing a Vaccination

Make sure a visit is selected. Follow these steps to edit a vaccination:

1. Highlight a vaccination record on the Vaccinations grid that you want to edit.

Note: Vaccinations can only be edited until the visit is locked.

2. Click the Edit button on the Vaccinations group box (or select Edit Vaccination
on the right-click menu) to display the Edit Immunization dialog. The existing

information about the selected record displays.

s, Edit Immunization

Vaceine |FLU-TIV

x|

Administered
B, |USER.DEMD

Lot ITST'I'IEE GREER LAEORATORIES

d |l

Injection Site IHight Arm Intradermal hal
Yolume ||:|_5 i’ il Yac. Info, Sheet ||:|?,J|:|2;2|:|12 _|
: 07/25/2013 P atient,/F amily
B I —I r Counzelled by Provider
Yac. Eligibility I.-“-‘-.m Indian/ak, Mative |
Sample notes.
Adrmin Motes
Beaction | Swelling:4cm LI
Doze

Ovemde

OF.

Cancel

{+ Curment
) Hiztorizal
) Mot Dane

Figure 4-90: Edit Immunization Dialog

3. To edit the fields above the Reaction field, see Adding a VVaccination.

4. You can edit the Dose Override field only if you have been assigned the BIZ
EDIT PATIENTS security key and would typically not be specified.

The Dose Override field affects the forecasting; it ignores invalid doses and
counts forced valid doses. The field is used to force a dose valid (if given a day
or so early but won’t affect school) or invalid (due to expired vaccine, and so

on).
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5. Enter a reaction by selecting from the drop-down list for the Reaction field.

6. When a reaction is entered, if it is either: ‘Anaphylaxis, Convulsions, Lethargy
or Fever>104’, then a corresponding contraindication is automatically added.

7. Otherwise, you are asked if it should be added as a contraindication for the
patient; if you answer yes, a contraindication of Other Allergy is added.

Sawve bo Contraindications?

\_‘5) Do wiou wish bo save the Reaction of "Trritabiity” as a Contraindication For the Patient?

Figure 4-91: Information Message when Saving Contraindication
8. Click Yes to save the reaction as a contraindication. (Otherwise, click No.)

9. When the Edit Immunization dialog is complete, click OK to change the
information about the selected record. (Otherwise, click Cancel.)

45.6 Deleting a Vaccination
Follow these steps to delete a vaccination:

1. Highlight a vaccination record in the Vaccinations group box that you want to
delete.

Note: Vaccinations can only be deleted on an unlocked visit.

2. Click the Delete button (or select Delete Vaccination on the right-click menu)
to display the Remove Vaccination? information message.

Remove Yaccination? %]

"‘?.r‘) Are yoU SUre you wank bo delete the INFLUENEZA vaccination?

Yes ”N-:r!

Figure 4-92: Remove Vaccination Information Message

3. Click Yes to remove the vaccination from the Vaccinations grid. (Otherwise,
click No.)
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4.5.7 Vaccinations Group Box Buttons

45.7.1 Vaccinations Group Box

You can add new or historical immunizations regardless of whether the patient is a
child or adult, or is included in the immunization registry or not. New immunizations
are those that are given for a visit, whereas historical or those that were given in the
past and typically would be for an outside facility or place. It is important to note that
for non-historic visits, the date and location of the immunization correspond to the
currently selected encounter in the EHR, which can be for past dates.

457.2 Print Record Button

1. Click the Print Record button (or select Print Official Record on the right-click
menu) in the Vaccinations group box to display/print the Official
Immunization Record information for the current patient.

The Print Record button requires that a letter template has been selected (in

RPMS).
& print Record _ Ol =]
OFFICIAL IMMUNIZATION RECOED -
IH5 Health Clinic
26157 Lands End Dr
South Ridng, W& 20152
29-Mar-2007
EOT DEMO Date of Birth: l6-Apr-19958 (§ vrs)
3433 SMITH 5T Chart#: 45444

OELAHOMA CITY, OK 32245

Our records show that BOY has received the following

immunizations:
Immunization Date Feceiwved Location
DTaPl (PEDIARIX) 29-Jul-1994 Beszt Pediatrics
DTaP (PEDIARIX) 0d-0ct-19935 Demo Hospital —Ij
7| -

gli:lzr:;l SEA Friri... | Cloze |

Figure 4-93: Official Immunization Record

2. 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: This does not change the size of the text on the output
(when you print).

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

Note: The Print button may not appear. It depends on how
your application is configured.

4. Click Close to dismiss the pop-up.

45.7.3 Due Letter Button

1. Click the Due Letter button (or select Print Due Letter on the right-click menu)
in the Vaccinations group box to display/print the Due Letter. This letter is a
reminder to make an appointment for the patient for the needed immunizations.

The Due Letter button requires that a letter template has been selected (in

RPMS).
=1o/x|
I =
IHS Health Clinic
26187 Lands End
South Riding, WA 20152
29-Mar-2007
Dace of Birth: 16-Apr-1998 (3 yrsa)

Chart#: 45444 b

Farent/Guardian of

BOY DEMO

3433 SHITH 5T

OELAHOMA CITY, OK 32245

Dear Parent or Guardian:

Your child, BOY, is due for immunizations. According to our
records, the following immunizations have already been received:

Inmunization Dace Recelved Location

DTaPF [PEDIARIX) 29=Jul-1998 Ee=zt Pediatrics

DTaF [PEDIARIX) 04=-0ct=-1998 Demo Hospital -
Kl '
Font i
o 9= Pit. |  Close |

Figure 4-94: Due Letter

2. '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).
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45.7.4

(when you print).

Note: This does not change the size of the text on the output

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

your application is configured.

Note: The Print button may not appear. It depends on how

4. Click Close to dismiss the pop-up.

Profile Button

1. Click the Profile button (or select Print Profile on the right-click menu) in the
Vaccinations group box to display/print the Immunization Profile pop-up. This
provides information about the patient’s immunization profile.

This button requires that the forecaster is installed and the immunization site
parameters need to be configured to point to the forecaster.

Inmunization Profile | (O] x|
Cose: ZEBRAMAN Chared: Unknownd =]

Dace yzed for forecasc: 1/29/Z0038

Dare of birch: 77171961

Contraindicated wvaccines: None indicaced
Ocher facts: Hother HEskg status uvnknown
HepB: L1/26/2007(1)

Heph: L1/Z6/2007(1)

The following imsumizacion(s) are due on 1/2972008:
HepE 2, past dus on 1/26/2008.
Tdap_B L, past due on T/L1/1582.

The following imsumizacion(s) will be due:
HepE 3, on or after 3/Z5/2008
Td/B 2, on or after 1/25/2018
Heph 2, on or after 5/28/2008

The following wvaccine series are either complets of no longer
relevant for this case:
Hib

0PV 1PV

Rwr

£l ] =1
4 o
il IEE P, | Oose |

Figure 4-95: Immunization Profile Information

2. 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).
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Note: This does not change the size of the text on the output
(when you print).

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

Note: The Print button may not appear. It depends on how
your application is configured.

4. Click Close to dismiss the pop-up.

4575 Case Data Button

Click the Case Data button (or select Case Data on the right-click menu) in the
Vaccinations group box to view/edit the Immunization Register data for the patient.
The user must have the BIZ EDIT PATIENTS key turned off in order to use this
button.

Since the Immunization Register is a very actively managed register and reports only
those patients that have an ACTIVE status, the panel is used to case manage the
immunization register.

Click the Case Data button to display the Edit Patient Case Data dialog.

. Edit Patient Case Data x|

Caze Manager IH.-’-‘-.GEH,M.-‘-‘-.HY _I 0K

Parent/Guardian ISample parent

Cancel

Other [nfa ISampIe infa

Reqgister % Active © |nactive

Inactive Date I _I Inactive Reazon I LI

boved TodTx Elzewhere I

Earecast Influ/Preuma IF'neumnu:-:u:u:aI - |

Mother's HBsAG Status |Positive ~|

Figure 4-96: Edit Active Patient Case Data
Active/lnactive (Option Buttons)

This indicates the status of the patient in the immunization register. All children from
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birth to 36 months that live in Government Performance and Results Act of 1993
(GPRA) communities are automatically ACTIVE. On review of children, some are
changed to INACTIVE is they fit the MOGE (Moved or Going Elsewhere) criteria.

When you choose to change to INACTIVE status, you need to justify or explain why.
In the Moved To/Elsewhere field, you indicate where the patient went, such as El Rio
Clinic, for example. The Inactive Date is very important because the child is included
in all reports up to that inactive date. Since children and their parents do not report that
they have moved away (they just stop coming to the clinic), this function gives those
producing GPRA reports a way to have a more accurate denominator to track and do
the GPRA reports.

. Edit Patient Case Data x|

Caze Manager IH.-’-‘-.GEH,M.-‘-‘-.HY _I 0K

Parent/Guardian ISample parent - I
ance

Other [nfa ISampIe infa

Reagister © Active % |nactive

Inactive Date [08/05/2013  ...| Inactive Reason [Treatment Ekewhere |

Moved TosTx Elzewhere ITest clinid]

Farecazt Influ/Preuma IF'neumu:ucncu:aI ;I
Mother's HBsAG Status |Positive ~|

Figure 4-97: Inactive Data Group Box Fields

If a name is included in the Parent/Guardian field, that information is included in the
reminder letters.

The Other Info field is where the case manager can enter anything that might be
valuable.

Populate the remaining field by selecting from the drop-down lists.

Click OK to update the immunization register with the entered data. (Otherwise, click
Cancel.)

4.5.8 Contraindications Group Box
If the patient has had a contraindication or refusal to an immunization, you can record
it with the corresponding reason being specified. Any contraindications entered for the
patient are displayed in the Immunization component, and you are alerted if the
associated vaccine is subsequently selected.

Addendum to User Manual Updated Components

June 2015

111



Electronic Health Record (EHR) Version 1.1 Patch 14

4.5.9 Adding a Contraindication
Make sure a visit is selected. To add patient contraindications, follow these steps:

1. Click Add on the Contraindications group box (or select Add Contraindication
on the right-click menu) to display the Enter Patient Contraindication dialog.

. Enter Patient Contraindication x|

Waccine |DT (FEDIATRIC) | adg
Contraindication Reason | - Cancel
Anaphylaiz

Carrier

Corveulzion

‘Eqqg Allergy

Fever:104f

Hx Of Chicken Pox

Irmrnune

Irnmnne D eficiency

Imrune Deficient Houzehold
Lethargu/hypotonic E pisode
Meormycin Allergy

Other Allergy

Farent Refusal ;I

Patiant Pafisal

Figure 4-98: Adding a Contraindication Dialog

2. Click the Ellipsis ("*==) button at the end of the Vaccine field to display the
Vaccine Selection dialog. Here you select a vaccine. See Selecting a VVaccine
for more information. The selected vaccine displays in the Vaccine field of the
Enter Patient Contraindication dialog.

3. Click Yes to continue on the Enter Patient Contraindication dialog. (Otherwise,
click No).

4. Highlight the Contraindication Reason. You may need to use the scroll bars to
find the correct reason.

5. When the Enter Patient Contraindication dialog is complete, click Add to add
the contraindication to the Contraindication panel. (Otherwise, click Cancel.)

The contraindication shows in the Contraindications group box and in the
patient's Official Immunization Record.

4.5.10 Deleting a Contraindication
To delete a contraindication:

Addendum to User Manual Updated Components
June 2015

112



Electronic Health Record (EHR) Version 1.1 Patch 14

1. Highlight a contraindication record in the Contraindications group box that you
want to delete.

2. Click Delete (or select Delete Contraindication on the right-click menu) to
display the Remove Contraindication? information message.

5]
‘_?r) Are you sure you want to delate the contraindication of 23-Mar-2007 with Correulsion For this Patient?

Figure 4-99: Remove Contraindication Information Message

3. Click Yes to remove the contraindication from the Contraindication field.
(Otherwise, click No.)

4.5.11 Display Visit Detail
The Immunization component has the Display Visit Detail option on the right-click
menu.

1. Select any record and select the Display Visit Detail option. The Visit Detail
displays.
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VISIT IEN: 1993

HEN: Z00C 5728

e s e -— VISIT FILE e e e
VISIT/ADMIT DATESTIME: JUN L4, 2012B16:33
DATE WISIT CREATED: JUN 14, 2012 TYPE: TRIBE-£38 PROGRAN
PATIENT NAME: ZAVALL, INFANT LOC. OF ENCOUNTER: DEMO HOSPITAL
SERVICE CATEGORY: AMBULATORY CLINIC: PEDIATRIC
DEPENDENT ENTREY COUNT: S DATE LAST MODIFIED: JUW 14, 2012
WFI 5STATUS: ADD HOSPITAL LOCATION: PEDIATRICS
CREATED BY USER: USER,DEMO OPTION USED TO CREATE: CIAV VUECENTRIC
USER LAST UPDATE: USER,DEMD COMPUTER GENERATED: DEMO HOSPITAL

OLD /TUSED UNTIQUE WISIT ID: 35317300000015%93
DATE/TINE LAST MODIFIED: JUN 14, 20L12Q1l6:50:38
NOW UNIQUE VISIT Il (DBID): L1375200000019%3
VISIT ID: L32ZP-DEN

T —— ¥ PROVIDER e
PROVIDER: USER,DEMD PATIENT HAME: ZAVALA, INFANT

VISIT: JUN 14, 2012016:33 PRIMARY /SECOMDARY: PRIMARY

ENCOUNTER PROVIDER: USER,DENO DATE/TIME ENTERED: JUN 14, Z012016:33:23

ENTERED EY: USER,DEHMO
DATE/TINE LAST MODIFIED: JUN 14, 20Ll2R1l6:33:23
LAST WODIFIED BY: USER,DEMD
AFF.DISC.CODE (c): 100123
e B ¥ v e
POV: VO6.L PATTENT MAME: ZAVALA, TNFANT
VISIT: JUN 14, 2012@L6:33
FROVIDER. NARRATIVE: VACCIMATION FOR DTP-DTAP
PRIMARY /SECONDARY: PRINARY
EVENT DATE AND TIME: JUM 14, 2012B16:34:45
ENCOUNTER FROVIDER: USER,DEHO LATE/TIME ENTERED: JUN 14, 20L2F16:34:45
ENTERED EY: USER,DEMO
DATE/TINE LAST MODIFIED: JUN 14, 20L2Q16:34:45
LAST WODIFIED BY: USER,DEMD
ICD NARRATIVE (c): WACCINATION FOR DTP-DTAP
POV: V05,3 PATIENT NAME: ZaVALA,INFANT
VISIT: JTUN 14, 2012@16:33 FROVIDER NARRATIVE: MEED INOC/VIRAL HEP
PRIMARY /SECONDARY: SECOMDARY
EVENT DATE AND TIME: JUN 14, 2012B16:34:45
ENCOUNTER FROVIDER: U3ER,DEHO DATE/TINE ENTERED: JUN 14, ZODLZAL6:34:45
ENTERED EY: UZER,DEMD
DATE/TINE LAST MODIFIED: JUN 14, 2012016:34:45
LAST MODIFIED BY: USER,DEMD
ICD NARRATIVE (c): VACCINATION FOR LTP-DTAP
FOV: W05.3 FATTENT MAME: ZAVALA, INFANT
VISIT: JUN 14, 2012016:33 FROVIDER NARFATIVE: MEED INOC/VIRAL HEF
FRIMARY /SECONDARY: SECONDARY
EVENT DATE AND TIME: JUN 14, 2012B16:50:38
ENCOUNTER FROVIDER: U3ER,DEMO DATE/TIME ENTERED: JUN 14, Z0LZEL6:S50:38
ENTERED EY: UZER,DEMD
DATE/TINE LAST MODIFIED: TUN 14, Z012R16:50:36
LAST MODIFIED BY: USER,DEMD
ICD NARRATIVE (c): NEED INDC/VIRAL HEF
e e e B e e ¥ IMMUNIZATION  -=--=--=-==-====-====—=-=====-

IMMUNIZATION: DTAP FATIENT MAME: ZAVALA,INFANT
VISIT: TUN 14, 201ZR16:33 LOT: S3BAZ
INJECTION SITE: Right Thigh IN VOLURE: 0.5
DATE OF WAC INFO 3TATEMENT: MAY 17, 2007
VAC ELIGIBILITY: W02 EVENT DATE AND TIME: JUN 14, 2012RL16:33
ENCOUNTER FROVIDER: U3ER,DEHO USER LAST UPDATE: UIER,.DEMO

DATE/TINE ENTERED: JUN 14, 2012R216:34:45
ENTERED EY: UZER,DEHMD

DATE/TINE LAST MODIFIED: JUN 14, 2012016:34:45
LAST MODIFIED BY: USER,DEMD

TMMUNIZATION: HEP B, ADOLESCENT OR PEDIATRIC

FATIENT NAME: ZAVALA INFANT VISIT: TUN 14, 2012016:33

INJECTION SITE: Left Thigh 350 VOLUME: 0.5

DATE OF WAC INFD STATEMENT: ZEF 16, 2008

VAC ELIGIBILITY: W04 EVENT DATE AND TIME: JUN 14, 2012B16:50
ENCOUNTER PROVIDER: U3ER,DIEMO USER LAST UPDATE: USER,.DEMO

DATE/TINE ENTERED: JUN 14, 2012E16:50:38
ENTERED EY: UZER,DEMD

DATE/TINE LAST MODIFIED: JUN 14, 2012@16:50:36
LAST MODIFIED BY: USER,DEMD

Faoni g= Frint...

Size:

Figure 4-100: Visit Detalil
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2. 'You can change the font size of the text displayed in the Visit Detail dialog by
adjusting the size in the Font Size field (enter manually or use the Up and
Down arrows).

Note: This does not change the size of the text on the output
(when you print).

3. Click Print to choose a printer and to output the (entire) contents of the Visit
Detail to the specified printer.

Note: The Print button may not be there. It is according to how
your application is configured.

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

5. Click Close to dismiss the Visit Detail dialog.

4.5.12 Using the Lookup Utility Dialog for Location

Access the Lookup Utility by clicking the Ellipsis button at the end of the Location
field when adding a Historical Diagnosis. This dialog can be used to search for and
select a location for the Location field.

[~ Lookuplocstion x|
Seaich Vahe | Search LI
Cancel |

Select one of the fofloveng peconds

Location -
ABERDEEN ADMINISTRATION

ABERDEEM AD

ABERDEEN URBAN

ACL HOSAITAL

ACL-ATGES CENTER

ADAK

ADAK MEDICAL CLINIC

ADDICTION RECIVERY UINIT

AFTERCARE/ADOL OF FROG

AHMAIBE MAHDEZ HALPWAY

AINDAHING HALPWAY HS .ﬂ

Figure 4-101: Initial Lookup Location Dialog
Follow these steps to complete the Lookup Location dialog:

1. You can scroll the list to the location and select it. Otherwise you can search
for a location.

2. To search for a location, type of few characters in the Search Value field and
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4.6

click Search.

The appropriate locations display in the lower part of the dialog. If this is not

the location you are searching for, repeat Step 2.

w, Lookup Location

=i
Seaich Vahe [cher Search
Cancel

Select one of the following records

CHER WTH BARTLESVILLE HLTH CLH
CHER NTH WINITA HEALTH CLIMIC
CHEROKEE CHEM, DEP, UNIT
CHEROKEE CO HCLIMIC

CHEROKEE INDIAM HOSFITAL
CHERDKEE MATION EYE CLINIC
CHEROKEE HATION GA-DU4GI CLIN
CHEROKEE HATION MUSKOGEE HC
CHEROKEE MATION TAHLEGQUAH CLIN
CHEROKEE SC

CHEROKEE WOMEN'S WELLMESS CTR LI

Figure 4-102: Lookup Location Dialog After Search

3. Highlight the appropriate record in the lower panel and click OK. The selected
record populates the Location field. (Otherwise, click Cancel.)

Integrated Problem List (IPL)

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

including:

e Status

e Onset Date

e Priority

e Provider Narrative

e Comments

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

e If the problem is Pregnancy Related
e If the problem was used for an inpatient
e ICD code
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46.1 Orientation

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

Intograted 7 Chwonie [~ Episadic [ Sub-acute ; I
e 8 e T i ) Dottt st bt le" Guscrl i) pov | x| e f e
Staus CraetDaie_ Pricrty _Provider Narrive Cammens Pix PP 1P POV KD
+ Epssodic o204 1 Py d

ulin-dependent disbeles melitus | text normal peagnancy 64800125001

+ Epscde
+ Chionic
Epsode
+ Epsodc
Sub-acute
+ Epsodc
Epsodec
Chionic
+ Subacute

Figure 4-103: IPL Problem List Main Window

4.6.1.1 Features

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

e Briefly rest your mouse pointer over the code in the ICD column to view a
window of the map source advice, based on the SNOMED CT code.

PHx PIP 1P ICD
J0E.1

* Map source concept is properly dassified
* Map of source concept is context dependent

Figure 4-104: Map Source

e For problems with a non-coded SNOMED code, the Edit and POV buttons are
disabled.

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

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

o Delete: To delete the line item. Refer to the Deleting an Integrated
Problem List (IPL) topic for details.

o Edit: To edit the line item. Opens the Edit Problem dialog. Refer to the
Editing an Integrated Problem List (IPL) topic for details.

0 Get SCT: To update a historical ICD 9 entry. Opens the SNOMED CT

Addendum to User Manual Updated Components
June 2015

117



Electronic Health Record (EHR) Version 1.1 Patch 14

Lookup dialog. Refer to the Using the Get SCT Button topic for details.

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

o Change Status:

= Chronic
= Episodic
= Sub-acute

= Personal History
= |nactive
= Social/Env

4.6.1.2 Buttons

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

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

Clinical Decision Support button ((»‘): Click this button for a direct link to
ClinicalKey. Refer to the Using the Clinical Decision Support Button topic for
details.

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

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

PL PickList button: Click the PL PickList button to select SNOMED CT
descriptions by defined picklists.

Add button: Click this button to add a problem. See the Adding an Integrated
Problem List (IPL) topic for details.

Edit button: Click this button to edit an existing problem. See the Editing an
Integrated Problem List (IPL) topic for details.

Delete button: Click this button to delete a selected problem. See the Deleting
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an Integrated Problem List (IPL) topic for details.

4.6.1.3 Check boxes
Select a check box (or multiple check boxes) to filter the problem list(s) associated
with that status.
Chronic
Social/Env
Episodic
Inactive
Sub-acute
Current/Most Recent Inpatient
4.6.1.4 Columns
Columns on the main display window can be sorted by clicking the column heading,
added or removed by the user, made wider or narrower by dragging the column
heading, and set as personal setting.
Plus or Minus Sign: Clicking this button opens the Care Planning
information. Refer to the Care Planning Feature topic for details on using this
feature.
Status column: Contains one of the following statuses, as selected by the user.
o Chronic
o Social/Env
o Episodic
o Inactive
0 Sub-acute
o Current/Most Recent Inpatient
Onset Date column: Contains the date of the problem's onset, as input by the
user (optional).
Priority column: Contains the priority level, as set by the user.
Provider Narrative column: Contains the data input by the user in the
Provider Text field.
Comments column: Shows any comments typed by the user.
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e PHx column: A check mark in the PHx column indicates if the Personal
History option was selected and the problem was added to the patient's
personal history.

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

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

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

46.1.5 Problem Details Window

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

& problem Details _ O

a

PROEBLEM DATA
1D: 5
Problem: Cardiomyopathy | this is the provider text
- Mapped ICD:  425.4 —
- Status: SOCIAL
Previous value: SUB-&CUTE
Changed: 08/20/2013 by: USER,DEMO
Previous value: EPISODIC
Changed: 08/19/2013 by: USER,DEMO
- Date of Onset:  JUL 01, 2013
- Date Entered: AUG 19, 2013
- Recorded By:  USER,DEMO
- Last Modified: SEP 03, 2013@08:14:57
- Modified User: USER,DEMO
- Concept CT: 85898001
- Desc CT: 142397010

L I

QUALIFIERS
Clinical course
Subacute
Subacute
Chranic
Chraonic

POV VISITS
AUG 19, 2013@07:50 =

Figure 4-105: Problem Details Window
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4.6.2

Using the Get SCT Button

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

Problem or Edit Problem dialoges.

Note:

A visit must be selected.

1.

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

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

Integrated
Problem List
Statu

Expand All EM gﬁ F_M e Qﬂ GetSCT || PLPickList | Pov || add Edt | Delete

Comments PHx PIP 1P ICD

=l Chronic
2 Cheonic
2l Chionic
& Chionic

B42.43
V242

71947
2501

404.00

Figure 4-106: Problem List with Get SCT Button Active

2.

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

If needed:
a. Type anew ICD number in the ICD 9 Value field.
b. In Subset, select one or multiple subset lists to search.

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

d. Click Find. The SNOMED Concept list refreshes with your findings.
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x|
Search Date: I 09192013 VI
ICD9value:  [T19.47 Find..
=|Subset " 'SNOMED Concent
Subset 28 Ankle joint - painful on movement
THS Problem List IR T
Asthma E- | Ankle pain
Cog Funct Status _'_ - —
CQM Problems | Description Y | Relationship ¥
L??.'P’Ptléit;?ns _ Finding of ankle region Parent (Is4)

| |

SNOMED Concept
Arthralgia of the ankle and/or foot
First metatarsophalangeal joint pain
Foot joint - painful on movement
Foot jeint pain
Interphalangezl joint of toe pain
Joint pain in ankle and foot
Lesser metatarsophalangeal joint pain
Metatarsophalangezl joint pain
Subtalar joint - painful on movement
Subtalar joint - tender
Subtalar joint pain
Talonavicular joint pain
Toe joint painful on movement

L [ e ] [ e [ [ [
[l {b [l e ] (o [ ] S [ ]

Select Cancel | 4

Figure 4-107: ICD 9 to SNOMED CT Lookup

3. Select the SNOMED CT line item you want to use, then click Select. The
problem updates with the asterisk (*) removed from the problem list, the ICD
code in the ICD column updates with your selection, and the Get SCT button is
no longer active for this problem.

4.6.3 Using the POV Button

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

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

Refer to the Adding an Integrated Problem List (IPL) or Editing an Integrated Problem
List (IPL) topics for information on using the POV button from the Add Problem or
Edit Problem dialoges.

Note: An unlocked visit must be selected.

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

Note: A red triangle in the upper-right corner of a column

indicates there are multiple entries. Click in the column to
expand and view the entries.

Note: In instances where there is no existing primary POV and the

POV check box was not selected, the problem is
automatically made a primary POV (not secondary POV).

0 Sas o Navetve POV Eosadory ARerste POV ol otes Care lans Vit nstructions fed TMRAITEN gy gimentTU1 sy orly

(429 [Cheoaic [naetes melitus
tyse 1

Type visk instructian here, | Coe Cn

"
Fix Fw |

T mgn e

lml eeeeeeee Type care plan nete here.
Anather goal nate

Cempechension Leve [ G000 |
Lengt (Hinutea] [ 10 Save. Camerl

Readiness o Leam [RECEFTIVE |

Figure 4-108: POV Dialog

2. The ID column shows a system-generated ID.

3. The Status column shows the selected status for the problem.

4. The Prov. (Provider) Narrative column contains SNOMED concept description
and provider text.

5. The next column either shows a POV or INPT column and check box to
indicate if the problem is POV or for an inpatient. Clear the check box if you
no longer want to set the problem as POV or use for inpatient.

Note: The POV check box can only be selected if a SNOMED
CT code has been applied to the problem.
6. The Episodicity column contains the following option buttons. Select or clear
them as applicable:
e First episode
e New episode
e Old episode
e Ongoing episode
e Undefined episodicity
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7. The following columns have a right-click menu:

e Alternate POV Provider Text
e Goal Notes
e Care Plans
e Visit Instructions
Right-click in the column to view the following options:

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

Wy Add...

& Replace...
,/ Sign...

== [nactivate...

E Delete...

Figure 4-109.POV Right-Click Menu

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

Provider Text E
Type provider text here)
0K I Cancel I

Figure 4-110: Add Dialog

e Replace: The Replace function is used to edit existing text. A dialog
showing the original text opens. Type the edited text in the Replacing
Text field and click OK. The edited text displays.

Provider Text B

Text Replacing Text

Right through the left side of
the palm

Right through the middle of the
palm

0K I Cancel I

Figure 4-111: Replace Dialog
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e Sign: The Review/Sign Dialog opens with a list of the items you added
for you to sign. Type your electronic signature, and then click OK.

Review/Sign Changes for Demo,Boy

Signature will be applied to checked items
BEHIPLCare Plan Instruction

Type Care Plan example.
BEHIPLGoal Note

goal note

Electronic Signature Code:

If processing Surescripts, signature

will be applied after action selectad. Sign I Cancel I

Figure 4-112: Review/Sign Changes for Patient Name for POV

e Inactivate: This functionality is intended to inactivate the existing goal
or care plan, and initiate a new one. Use this if you want to retain the
information for future reference. It will not be seen in the general IPL
display, but can be displayed on an RPMS report. Type a comment, and

then click Yes.

& Inactivate Goal Note? Mi=]

Are you sure that vou wish to Inactivate ?

[Healed and usable within 2 weeks. ]

Yas
Camment
IT';.rpe a comment here| Cancel

Figure 4-113: Inactivate Item Dialog

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

Figure 4-114: Delete Confirm Dialog

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

Provider Text E
Type provider text herel
ok | cancel |

Figure 4-115: Provider Text Dialog

a. Type provider text to include more detail regarding the problem for
TODAYS ENCOUNTER only. So the provider text here is stored only
to the Provider Text for the Visit Diagnosis provider narrative.

b. Click OK.

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

a. Type the new provider text in the Replacing Text field.
b. Click OK. Your change shows in the Prov. Text column.

9. The Goal Notes column contains goals set for the patient to improve the
problem, for example to reduce their cholesterol. You can Add a Goal Note by
selecting Add from the right-click menu. The Goal Note dialog opens.

e Click the Template button ( ) to select a template, if needed.
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Goal Noke 3]

Type a goal note hers,

Ok | Cancel | = |
i Templates

ENCOUNTER

GEMERAL

FREMATAL

URGENT CARE COMMON
sample template

CARDIOLOGY MOTE

Cancel

Figure 4-116: Goal Notes Dialog with Templates Menu

e You can also type over an existing Goal Note by clicking in the text

and making your changes.

10. The Care Plans column contains instructions for the patient, for example, walk
three times per week, and so on. You can add a Care Plan by selecting Add

from the right-click menu. The Care Plan dialog opens.

e Click the Template button ( I ) to select a template, if needed.

Care Plan E

Type carz plan note hera.

e | Cancel | Templates

PREMATAL

GEMERAL

URGENT CARE COMMON
EMCOUNTER

Sample template

CARDIOLOGY NOTE

Cancel

Figure 4-117: Care Plan Dialog with Templates Menu
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e You can also type over an existing Care Plan by clicking in the text and
making your changes.

11. The Visit Instructions column contains patient visit instructions for the selected
visit. You can add a Visit Instruction by selecting Add from the right-click

menu. The Visit Instruction dialog opens. Click the Template button ( El ) to
select a template, if needed.

¥isit Instruction B

Type visit instruction here,

oK | Cancel | E |
— Templates

PREMATAL

GEMNERAL

ENCOUNTER

URGENT CARE COMMON
Functional Assessment
Medication Management
ARANESP INJECTION PROTOCOL
Sample templata

CARDIOLOGY NOTE

Cancel

Figure 4-118: Visit Instruction Dialog with Templates Menu

e You can also type over an existing Visit Instruction by selecting the
text and making any changes.

12. The Pt Ed (Patient Education) column contains the following Subtopic check
boxes. Select one or more, as applicable:
e DP (Disease Process)
e EX (Exercise)
e MED (Medication)
e N (Nutrition)
e LA (Lifestyle Adaptation)
e P (Prevention)

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

Poor

Fair

Good

Group-No Assessment

o O O O

0 Refused
e Length (minutes): Type the length of the education in minutes.
e Readiness to Learn:
o Distraction
Eager to Learn
Intoxication
Not Ready
Pain
Receptive

0O O 0O O O o

Severity of IlIness
0 Unreceptive
14. The Tx/Regimen/FU column contains the Treatment/Regimen button. Click the
Treatment/Regimen button (mu) to open the Treatment/Regimen dialog:

a. Click the Expand (=) button next to the applicable list heading to view
the options. Other is shown in the example below.
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.' Treatment /Regimen !E[

Anticoag DVT Prevention
Asthma
Behavioral Health
Case Management
[= Dialysis
[ Dialysis access maintenance
r Dialysis care management
[~ Empty and measure peritoneal dialysis fluid
™ Peritoneal dialysis catheter maintenance
[=] Follow Up
[ Follow-up 1 day
™ Follow-up arranged
[ Follow-up 1 month
[ Follow-up 1 week
™ Follow-up 1 y=ar
v Follow-up 2 weeks
[~ Follow-up 2-3 days
[ Follow-up 2-3 menths
Follow-up 3 weeks
™ Follow-up 4-6 days
™ Follow-up 4-6 months
[ Follow-up & months
[ Follow-up & weeks
[~ Follow-up 7-11 months
[ Patient follow-up planned and scheduled
Nursing
Substance Abuse

0K | Cam:EIl

Figure 4-119: Treatment/Regimen Dialog With Alcohol Abuse Expanded

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

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

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

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

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

Acne | Proactive doas not work IEI

Blood in eye

Ame | Proactive does not work

Wood asthma | Campina trip

Cut of hand | Knife cut so it is clean

Hurthle cell carcinoma of thyroid | Yes

Tired

Fracture of tibia | Type provider text here.

Lumbar sprain

Cut of hand | Right through the middle of the palm

Figure 4-120: Primary POV Drop-down Menu

17. The E&M (Evaluation and Management) table contains all CPT codes defined
to office visit per visit type defined by the E&M component. The user is able to
select the Evaluation and Management code for the visit within the Select
PVs/Update Problems dialog. The list changes the CPT code displayed
depending which option button is selected, New or Established.

E&M ™ New (* Established
Selected  History 2 Exam  Complexity Approx Time  CPT Code
| [ Brief Murse Visit 5 min 99211
r Problem Focused |Straightforward 10 min 99212
E  Expanded Low 15 min 99213
I Detailed Moderate 25 min 99214
r Comprehensive  |High 40 min 99215

Figure 4-121: E&M Table

18. Click Save. A red check mark appears in the POV column of the IPL main
window and the eSig tool button may be clicked to sign.

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

If you click Cancel, the Rollback Operations Already Executed dialog opens. If
needed, select the Rollback check box to indicate that a care planning
instruction was created. Then click OK.
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.‘ Rollback Operations already executed M=l
Rollback Operations
| [« Created a goal note.
| v Created a goal note.
| v Craated a care planning instruction.
oK Cancel

Figure 4-122: Rollback Operation Already Executed Dialog

4.6.4  Using the PL PickList Button

These instructions are for the PickList button on the main screen to update a Picklist.
See the Adding an Integrated Problem List (IPL) or Editing an Integrated Problem List
(IPL) topics for information on using the PickList button from the Add Problem or
Edit Problem dialoges.

Note: If the PickList button is clicked from the main IPL screen, more
than one item from a PickList can be selected. If the PickList
button is clicked from the Add an Integrated Problem List or the
Edit an Integrated Problem List window, only one item from the
PickList can be selected.

The PickList button opens the PickList dialog where the user can choose SNOMED
CT descriptions by defined picklists. Picklist entries may include associated qualifiers.

Note: The PickList button is enabled and picklists can be managed if
no visit is selected.

4.6.4.1 Selecting Problems from a PickList
To select problems from a defined PickList, follow the steps below:

1. Click the PickList button from the IPL main screen or from the Add Problem
or Edit Problem dialog. The PickList Selection dialog opens.
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PickList Selection

Manage PickLists |

PickList SHMOMEDCT Desc { Items: 11 }

A new test = "
ABNORMAL FINDINGS
Administrative [ Ace
CASE MAMAGEMENT
CQM PROBLEMS [~ Acne, NOS
Dermatology
Diabetes [~ Anginal syndrome
DIABETIC RETINCOPATHY I—
Emergency Department
ENT - Face and Neck [~ Fracture of radius AND ulna
EYE GEMERAL
FaYs_LIST [T Hypertensive heart disease with congestive heart failure
IMMUNIZATIONS
Marks —
Marks test of Murse delete.
NIST PROBLEMS |7 Angina
NUTRITION
Podiatry-Fx -
Prenatal - Care
Prenatal - Problem Fetus [T Acute rhinitis
Prenatal - Problem Preg
Prenatal - Problem Pregnancy [” Common cold
Prenatal - Risk
test mimic -
Test User key
Testing [T Gastroesophageal reflux disease
User, Murse list

WH - Pap Results r
WH - Pelvic Pain d

I~ Show Al Cancel | Save as Problem I Save as Problem and POV
e

Figure 4-123: PickList Dialog

Endometriosis of uterus

Heart disease

2. In the PickList column:

e One or more picklists can be selected if the PickList button from main IPL
screen is used.

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

e Scroll up or down to view the entire list, if needed.

e Select the Show All check box to view any picklists for which the logged-in
user is not manager or owner. Users who hold the BGOZ CAC key can view
and edit all picklists.

e Picklists with light blue shading indicate an existing problem for the patient.
Only new data related to the problem will be saved.

e Both the Save as Problem and the Save as Problem and POV buttons are active
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for these picklists if the picklist was stored with the May Store as POVs during
configuration in managing the picklist. Refer to the Edit PickList Button
section for details.

e An Enabled to set problem to POV message appears when the cursor is rested
on picklists with light blue shading.

e Picklists with white shading indicate new problems for the patient and are
saved as such.

3. Inthe SNOMED CT Desc column:

e The SNOMED CT Description column refreshes with the items related to the
picklists you selected in the PickList column.

e Problems with light blue shading in the SNOMED CT Desc column indicate
existing problems for the patient. If selected, only new data related to the
problem will be saved.

e Both the Save as Problem and the Save as Problem and POV buttons are active
for these picklists if the picklist was stored with the May Store as POVs during
configuration in managing the picklist. Refer to the Edit PickList Button
section for details.

e An Item already in Problem List (Save will Edit problem) message appears
when the cursor is rested on picklists with light blue shading.

e Problems with white shading indicate new problems for the patient and will be
saved as such.

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

4. Click the Save as Problem or Save as Problem and POV button, as applicable.

e |f the Save as Problem button is clicked, new picklist items display as newly
added problems and Chart Review is triggered. The picklist does not add the
problem again for a problem that is a duplicate and already on the patient's
problem list; only edits to the problem are retained.

e If the Save as Problem and POV button is clicked, the POV dialog opens. see
Using the POV Button for details on completing this dialog.
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4.6.4.2 Managing PickLists

You can manage picklists by performing the steps that follow for the associated
problems.

Important: To manage picklists, users must hold the BGOZ CAC key.

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

2. From the PickLists drop-down menu, select a picklist to manage. The PickList
Items list refreshes with the problems associated with that PickList.

3. Select a problem or select multiple problems by clicking the problem while
holding down the Ctrl key. The problem displays highlighted in orange.

PickList |Nursc Manager j Edit PickList
Freq Group  SNOMED Desc Preferred Term Status ?:-?25?10 ?‘;'OHED Desc il
[ Abscess Abscess Episodic 128477000 474437019 | Deete |
2 Abscess of jaw Abscess of jaw 16119006 27278010 j = |
1 Abscess of knee Abscess of knee 26883000 44978015
6 Acne Acne 11381005 19696016 Status |
1 Acne keloid Acne keloid 238746008 357823011
15 Acute asthma Acute asthma 304527002 446341017 Merge |
5 Acute bronchitis Acute bronchitis 10509002 18268014 ey |
2 Acute exacerbation of chronic asthmatic bronchitis Acute exacerbation of chronic asthmatic bronchitic 42025000 2818419010
2 Acute gastritis Acute gastritis 25458004 42686017 Import |
5 Allergic asthma Allergic asthma 389145006 1483199016 -
1 Allergic branchits Allergic bronchitis 405720007 2157501011 _Ei"_"f_l
1 Amputated foot Amputated foot 299653001 440396012
1 Apnea Apnea 1023001 2797015 MI
3 Arthritis Arthritis 3723001 7278014 Exit |
8 Aspirin-induced asthma Aspirin-induced asthma 407674008 2158273015
10 Asthma Asthma 195967001 301485011
5 Asthma - currently active Asthma - currently active 312453004 436163018
7 Asthma - currently dormant Asthma - currently dormant 312454005 456164012 j

Figure 4-124: Manage Quick Picks Dialog

4. Click any of the following buttons to perform the necessary actions:

e Adding

a. Click the Add button from the Manage Quick Picks dialog. The
SNOMED CT Lookup dialog opens.
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Diagnosis Lookup: € Fully specified name

b aximum Fesults :

&+ Synanym

25 (C B0 400 200 AL

SNOMED CT Lookup =

Search Date:

Search: Idiabetes

| 06/20/2014 =

IHS SMOMED I ALL SNOMED |

;I Subget ———————————— % | Problem ‘iz &' relationship | Mapped |CD i:
Subset: Diabetes insipidus.diabetes melitus,  spnorgm for Diabetes melitus AND 37710
— optic atrophy and deafress inzipiduz with optic atrophy AND deafness 2508
Abnormal Findings -~ [digorder) 2899
Administrative iz a Diabetes insipidus [disorder] 2535
Asthma iz a Diabetes mellitus associated with
Audiology genetic syndrome [disorder)
Behavioral Health is a Multizystern dizorder [dizorder)
COG FUMCT STATUS [ iz a Optic atrophy [disorder)
Cardiology DIDMOAD - Diabetes synonym for Diabetes melitus AMD AFF10
Caze Management insipiduz diabetes melituz, optic ihsipidus with optic atrophy AND deafness 2508
Complimentary Medicine ;I atrophy and deafness [dizorder) 3899
iz a Diabetes inzipidus [dizorder] 2535
iz a Diabetes mellitus associated with
genetic syhdrome [disorder) |
iz a Multisystern dizorder [disorder)
g iz a Optic atrophy [dizorder)
Digbetes insipidus.disbetes melitus,  spnonwm for Diabetes melitug AND P10
optic atrophy and deafness inzipiduz with optic atrophy AND deafnesz 2508
[dizorder) [dizorder) 3399
iz a Diabetes inzipidus [disorder] 2535
iz a Diabetes melitug associated with
genetic syndrome [disorder]
iz a Multisystern disorder (disorder)
R iz a Optic atrophy [dizorder)
Fienal diabetes Fenal diabetes [dizorder) 2714
iz a Kidney dizease [disorder)
: Lahile diabetes nonym for Brittle diabetes melitus
aluation finding [finding)
Latent diabetes synonym for Impaired glucose tolerance 7022
[dizorder)
iz a Disorder of glucose regulation -
Select Cancel
L,

Figure 4-125: SNOMED CT Lookup Dialog

b. In the Diagnosis Lookup section, select either the Fully Specified
Name or Synonym option button.

o0 Fully specified name returns a collapsed list of SNOMED CT
terms. Click the Expand button (=) next to the term to expand
and view the child entries.

o0 Synonym returns the full list of SNOMED CT terms.

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

o 25
o 50
o 100
o 200
o ALL

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

e. In Subset, you can select a subset in which to search, if needed.
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f. In Search Date, the field defaults to the current date. Click the drop-
down arrow to open the calendar and select a different date to
search, if needed.

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

h. Select a problem from the list and then click Select. Your selection
appears in the PickList Items of the Manage Quick Picks dialog.

0 The SNOMED Term column displays the description of the
selected SNOMED (for example, the Fully specified name or
the Synonym).

0 When an item is added to the PickList, the values stored are
SNOMED Concept ID and Description ID of the Fully specified
name, if the Preferred Term is selected. If a Synonym is
selected, the SNOMED Concept ID of the Fully specified name,
and the Description ID of the synonym are stored.

0 The Descriptor field stores the SNOMED term preferred or
synonym, depending on what was selected from the Apelon
tool.

e Deleting

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

.‘ Delete Items [_ O]
1 PickList item selected Yes

(:Are you sure that you want to delete the selected PickList items?:) Mo

Figure 4-126: Delete PickList Item Confirmation Message

b. Click Yes to Delete, No to cancel. If Yes is clicked, the item is
removed from the picklist.

e Changing Group

a. Click the Group button from the Manage Quick Picks dialog. The
Change the Group values for 1 (or number selected) PickList Items
dialog opens.
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Change the Group for 2 PickList itemis) B

Save

Group I Asthma j

Cancel

Figure 4-127: Change the Group Dialog

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

c. Click Save to save the new Group.
e Changing Status

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

Change the Status for Z PickList itemis) )
Save
Status -

Cancel

Figure 4-128: Change the Status Dialog
b. In the Status drop-down, select a status to assign:

Chronic

Sub-acute

Episodic
Social/Environmental

O O O O O

Inactive
o Personal Hx
c. Click Save.

e Merging

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

MNOTE: Will merge PickList items from one PickList to another PickList. m
Cancel

CQM PROBLEMS el -
PUBLIC HEALTH NURSING =

Figure 4-129: Merge PickList

b. In From, select the picklist to merge the item or items from.
c. InTo, select the picklist to merge the item or items to.

d. Click Merge.

e Querying

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

Query for PickList Items )

PUBLIC HEALTH NURSING - “
11/26/2012 ! 11/26/2013 !  Cancel |
PEDIATRICS !

CARDIOLOGY !
TEST,NURSE !
ANESTHESIOLOGIST !

Figure 4-130: Query for PickList Items Dialog

b. In Target PickList, select a picklist to query from the drop-down
menu.

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

d. InTo Date, click the Ellipsis button to select a date from the
calendar.

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

e. InHosp. Location, click the Ellipsis button to select a location. The
Select a Location dialog opens.
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Select a Location

BEHAVIORAL HEALTH (TIU) 50UC
CHART REVIEW
CT SCAM

CT 5CAN

DEMO

DIABETES
GENERAL

Icu

MO
LABORATORY
MENTAL HEALTH
MUR ICU

MUR MED/SURG
MURSERY

OB WARD

PEDS WARD
PHARMALCY
FEEMATAL
TELEPHOME

TEST CLINIC
TREATMENT CEMNTER.
X-RAY

ima clinic

Figure 4-131: Select a Location Dialog

i.  In Search Value begin typing the first few letters of the
location name. The list refreshes with your location.

ii.  Click to select the location, and then click OK. Your
selection is populated in the Hosp. Location field.

f. In Clinic, click the Ellipsis button to select a clinic. The Select a
Clinic dialog opens.
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Select a Clinic

ALCOHOL AMD SUBSTANCE
AMBULANCE
AMNESTHESIOLOGY
ANTICOAGULATION THERAPY
AUDIOLOGY

CANCER CHEMOTHERAPY
CANCER SCREENING

CASE MAMAGEMENT SERVICES
CAST ROOM

CHART REV/REC MOD

CHEST AND TE
CHIROPRACTIC

CHROMIC DISEASE
COMPLEMENTARY MEDICIMNE
COMPUTED TOMOGRAPHY
CRIPPLED CHILDREN

DAY SURGERY

DAY TREATMENT PROG
DENTAL

DERMATOLOGY

DEVEL. ASSESSMENT
DIABETES EDUCATION-GROUF
DIABETES EDUCATION-IMDIVIDUAL
DIABETIC

DIABETIC FOOT CLINIC
DIABETIC RETINOPATHY
DIALYSIS

DIALYSIS LABORATORY SERVICES
DIETARY

EDUCATION CLASSES

Figure 4-132: Select a Clinic Dialog

i.  In Search Value begin typing the first few letters of the
clinic name. The list refreshes with your clinic.

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

g. InProvider, click the Ellipsis button to select a provider. The Select
a Provider dialog opens.
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Select a Provider

AVERY,KEITH
BORJA,KRISTINA
BYROM,ROBERT
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CRITESER,ROBERT E
DANTULURI, KARUNA
FULLER, ANGELA
GREVE,BERT

HAGER, MARY
HAMSTRA,SCOTT
HOLMAN,JOY
MAGUSER,CCDA
MOORE, CATHERINE
MUNDI,LYNNE
MUNDI,TEST
NUNEZ,VANGIE
RUDD, MILES
SNYDER,JACK
STRUBLE, FAY
STRUBLE,RICKY
TAYLOR, THOMAS DDS
TEST,NURSE
TEST,USER
TILLER,LEIGH ANN
USER,DEMO
USER,NURSE
USER,PHARMACIST
USER,REGRESSION T
ZAVALA,CHRISTINE
ZAVALA,PHYSICIAN
ZAVALA, TEST

TR AL

Figure 4-133: Select a Provider Dialog

In Search Value, begin typing the first few letters of the
provider name. The list refreshes with providers.

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

h. In Prov. Class, click the Ellipsis button to select a provider class.

The Select a Provider Class dialog opens.
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ALCOHOLISM/SUBE ABUSE COUNSELOR
AMBULANCE DRIVER
AMNESTHESIOLOGIST

APEN PSYCHIATRIC MURSING SPECT
AUDIQLOGIST

AUDIOLOGY HEALTH TECHMICIAN
AUDICMETRIC TECHNICIAN
BEHAVIOR ANALYST

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

CARDIOVASCULAR TECHNICIAN
CARDIOVASCULAR TECHNOLOGIST
CASE MANAGERS

CHAPLAIM

CHIROPRACTOR

CLINIC RN

CLINICAL PHARMACY SPECIALIST
CODING/DATA ENTRY

COMMUNITY HEALTH AIDE
COMMUNITY HEALTH AIDE/PRACT
COMMUNITY HEALTH PRACTITIOMNER
COMMUNITY HEALTH REP
CONTRACT OB/GYN

COMNTRACT OFTOMETRIST
CONTRACT PHYSICIAN

CONTRACT PODIATRIST
CONTRACT PSYCHIATRIST
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=

Figure 4-134: Select a Provider Class Dialog

Select a Provider Class E
Search Value I card oK
FY
ACUPUNCTURIST = _Cancel |
ADMINISTRATIVE

I.  In Search Value begin typing the first few letters of the
provider's class. The list refreshes with provider classes.

i.  Click to select the provider class, and then click OK. Your
selection is populated in the Prov. Class field.

I. In Max hits, 500 is the default. Type a number of hits to return if
you want to change the number of hits returned.

J.  Click OK on the Query for PickList Items dialog. An information
message appears, showing the number of returned records.
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QueryPickLists Finished E

[ Query Complete: Returned 0 records.

bW

0K

Figure 4-135.Query PickLists Finished Information Message
e Importing

a. Click the Import button from the Manage Quick Picks dialog.
The Import SNOMED PickLists dialog opens.

“ Import SNOMED PickLists
Lack ir: I = Libraries j QT
lame =~ I vI Dake modified I vI Type I vI
3 Documents SI28/2013 129 AM  Library
J‘- Music SIZE6/2013 929 AM  Library
e=| Pictures SI258/2013 229 AM  Library
E Yideos SIZE8/2013 920 AM  Library
4| | i
File name: || j Open I
Files of bupe: ISNDMED Fick Liztz [* zqp) ﬂ Cancel |
v

Figure 4-136: Import SNOMED PickLists Dialog

b. In Look in, select a location from which to import.

c. Locate the file you want to import. The Files of Type defaults to
SNOMED PickLists (*zgp).

d. Click Open. Your file is imported.

e Exporting

a. Click the Export button from the Manage Quick Picks dialog.
The Save As dialog opens.
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& save as
Sawve in: I - Libraries j @ ? £? [~

Mame = | v| Date modified | v| Tvpe | v|
g 3 Documents SIZ8/2013 9:20 aM  Library
Recent Places J‘ Music 5/28/2013 9:29 &M Library
| Fickures SZ8/2013 9:29 aM  Library
E \ideos S128/2013 9:29 AM  Library

4| | i

File: name: Ie:-cported pick iz j Save I

Saweastpps  |SMOMED Pick Lists [*.2gp) = Cancel |

F

Figure 4-137: Save As (Export PickList) Dialog

b. Select a location to save and type a file name and then click
Save. Your SNOMED PickList is saved as .zgp file type, ready
for exporting.

e Marking Zero Freq(uency).

a. Click the Zero Freq button from the Manage Quick Picks
dialog. A frequency of zero (0) is assigned to the picklist item.

5. Click Exit to close the Manage Quick Picks dialog.

46.4.3 Edit PickList Button

From the Manage Quick Picks dialog, click the Edit PickLists button to add, edit,
delete, or import a subset to an existing picklist.

1. Click the Edit PickLists button. The Edit PickLists dialog opens.
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Edit PickList

PickList Hosp. Location Clinic Pravider Class Owner Add |
A new test USER,DEMO USER,DEMO |
ABNORMAL FINDINGS Edit |
Abnarmal Findings * USER,DEMO

Delete |
Brads Pick List USER,NURSE USER,DEMO
Case Management CASE MANAGEMENT SERVICES CASE MANAGERS USER,DEMO Exit |

CASE MANAGEMENT
CQM PROBLEMS

Dermatology USER,DEMO T
Diabetes USER,DEMO Subset |

DIABETIC RETINOPATHY

Emergency Department

ENT - Ear CHIROPRACTOR USER,DEMO

ENT - Face and Neck =
Eye General OPHTHALMOLOGIST  USER,DEMO

EYE GEMERAL

FAYS_LIST USER,DEMO
IMMUNIZATIONS

Marks USER,DEMO

NIST PROBLEMS

Murse USER,NURSE
Nurse Manager USER, NURSE USER,NURSE
NUTRITION | A

Figure 4-138: Edit PickLists Dialog
2. Select a PickList from the list, and click one of the following buttons:
e Add

a. Click Add from the Manage PickLists dialog. The Add PickList
dialog opens.
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Add PickList

CET—
e —
I R—
E—
e —

Figure 4-139: Add PickList Dialog
b. In PickList Name, type a name for the picklist.

c. InHosp. Location, click the Ellipsis button to select a location.
The Lookup Hospital Location dialog opens.

Addendum to User Manual Updated Components
June 2015

147



Electronic Health Record (EHR) Version 1.1 Patch 14

Lookup Hospital Location E

Search Value Ipedi 0K

BEHAVIORAL HEALTH (TIU) SOUC | =

CHART REVIEW
CT 5CANM

CT SCAN
DIABETES
GEMERAL

ICU

MO
LABORATORY
MEMNTAL HEALTH
NUR TCU

MUR MED/SURG
NURSERY

OB WaRD
PEDIATRICS
PEDS WARD
PHARMACY
PREMATAL
TELEPHOMNE
TEST CLINIC
TREATHENT CEMTER.
ima clinic

Figure 4-140: Lookup Hospital Location Dialog

i.  In Search Value, begin typing the first few letters of the
location name. The list refreshes with your location.

ii.  Click to select the location, then click OK. Your
selection is populated in the Hosp. Location field.

d. In Clinic, click the Ellipsis button to select a clinic. The Select a
Clinic dialog opens.
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Select a Clinic

ALCOHOL AMD SUBSTANCE
AMBULANCE
AMNESTHESIOLOGY
ANTICOAGULATION THERAPY
AUDIOLOGY

CANCER CHEMOTHERAPY
CANCER SCREENING

CASE MAMAGEMENT SERVICES
CAST ROOM

CHART REV/REC MOD

CHEST AND TE
CHIROPRACTIC

CHROMIC DISEASE
COMPLEMENTARY MEDICIMNE
COMPUTED TOMOGRAPHY
CRIPPLED CHILDREN

DAY SURGERY

DAY TREATMENT PROG
DENTAL

DERMATOLOGY

DEVEL. ASSESSMENT
DIABETES EDUCATION-GROUF

DIABETES EDUCATION-IMDIVIDUAL

DIABETIC

DIABETIC FOOT CLINIC
DIABETIC RETINOPATHY
DIALYSIS

DIALYSIS LABORATORY SERVICES

DIETARY
EDUCATION CLASSES

Figure 4-141: Select a Clinic Dialog

In Search Value begin typing the first few letters of the
clinic name. The list refreshes with your clinic.

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

e. InProvider, click the Ellipsis button to select a provider. The

Select a Provider dialog opens.
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Select a Provider
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MUNDI,TEST
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RUDD, MILES
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STRUBLE, FAY
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USER,DEMO
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USER,REGRESSION T
ZAVALA,CHRISTINE
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ZAVALA, TEST

TR AL

Figure 4-142: Select a Provider Dialog

f.

i.  In Search Value begin typing the first few letters of the
provider name. The list refreshes with providers.

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

In Prov. Class, click the Ellipsis button to select a provider
class. The Select a Provider Class dialog opens.
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Search Value Il:ar-:l

ACUPUNCTURIST
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ALCOHOLISM/SUBE ABUSE COUNSELOR

AMBULANCE DRIVER
ANESTHESIOLOGIST

APEN PSYCHIATRIC MURSING SPECT

AUDIQLOGIST

AUDIOLOGY HEALTH TECHMICIAN
AUDICMETRIC TECHNICIAN

BEHAVIOR ANALYST

BEHAVIORAL HEALTH AIDE/PRACT
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L Cancel

BEHAVIORAL HEALTH NURSE PRACT
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CASE MANAGERS
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CHIROPRACTOR
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CODING/DATA ENTRY
COMMUNITY HEALTH AIDE
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Figure 4-143: Select a Provider Class Dialog

I.  In Search Value begin typing the first few letters of the
provider's class. The list refreshes with provider classes.

ii.  Click to select the provider class, and then click OK.
Your selection is populated in the Prov. Class field.

The SNOMED Subfile field is not editable, but shows the
file the list is based from. For example, if a subset was
imported, that subset shows in the SNOMED Subfile field.

The Managers section is inactive until a picklist is created
and edited. Refer to the Edit section below.

g. If applicable, select the May store selections as POVs checkbox.
The problems in the picklist can be saved as POV and this
enables the Save as Problem and POV button on the PickList
Selection dialog. See the Selecting Problems from a PickL.ist
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section, above.
h. If applicable, select the Prenatal PickList checkbox.
i. Click Save. Your entries show in the Manage PickLists dialog.
e Edit Button

a. Click to select a picklist to edit from the Manage PickList
Dialog. The Edit PickList dialog opens.

Edit PickList

Abnormal Findings * m

EC—
E—
E—
E—

v
[

IUSER,DEMO

Delete

Figure 4-144: Edit PickList Dialog

b. Make any necessary changes to the Edit PickList dialog entries.
Refer to the Add PickList steps above for details on completing
the fields.

c. If applicable, click the Add button in the Managers section to
add a PickList manager. The Select a Manager dialog opens.
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Select a Manager

AVERY,KEITH
BORJAKRISTINA
BYRON,ROBERT
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CRITESER,ROBERT E
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GREVE,BERT

HAGER, MARY
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KRING,MICHAEL K
LRLAB,HL

LRLAB,POC
MAGUSER,CCDA
MOORE, CATHERINE
MUNDI,LYNNE
MUNDI, TEST
NUNEZ,VANGIE
POSTMASTER
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SNYDER, JACK
STRUBLE,FAY
STRUBLE,RICKY
TASKMAN,PROXY USER
TAYLOR, THOMAS DDS

TILLER,LEIGH ANN
USER, CLERK
USER,DEMO
USER, NURSE

DR LR ——

Figure 4-145: Select a Manager Dialog

d. In Search Value, begin typing the first few letters of the person's
name. The list refreshes with your selection.

e. Click the name, and then click OK. The Managers field
populates with your entry.

f. Click Save on the Edit PickList dialog.
e Delete Button
a. Click to select a picklist to delete.

b. Click the Delete button. A Delete Picklist information message
appears.
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& Delete PickList M=l

Abnormal Findings * Yag

(Are you sure that you want to delete the selected PickList?:) Mo

Figure 4-146: Delete PickList Information Message

c. Click Yes to delete the list, or No to cancel. If Yes, the picklist
is deleted from the list.

e Import Subset Button

a. Click to select a picklist, and then click the Import Subset
button. The Import Subset dialog opens.

Import Subset
P [pick Audiology -

MNew Subset Name IAudinIng}' Cancel |

Figure 4-147: Import Subset Dialog

b. In Subset, select a subset to import from the drop-down menu.
The New Subset Name field populates with your selection.

c. Click Import.

3. Click Exit to exit the Manage PickLists dialog.

4.6.5 Using the Education Information Button
The Education Information search enables you to look up information on a highlighted
problem.
If an active visit is not selected when the Education Information button is clicked, the
following message appears. Click Yes to select an active visit. If No is clicked,
MedlinePlus opens, but the Add Patient Education Event dialog does not open.
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Active Yisit Not Selected

4™ An active visit has not been selected,
| | An ackive visit is required ko update Patient Education Records,
= Dawou wish ko select an ackive visit?

Figure 4-148: Active Visit Not Selected Information Message

The search depends whether any records are present or not.

e Condition 1: If there are records present, select one and click the Education

Information button (@I) to go to the MedlinePlus Reference Web site for the
topic associated with the selected record.

e Condition 2: If there are no records present or no record is selected, click the
Education Information button (ﬁ,’) to display the Web Reference Search

dialog.
web Reference Search Ed
Reference Site IEIinicaIKe_l,l j
Search Termn

IEacteriaI+pneumDnid Search |

Figure 4-149: Web Reference Search

Select a Reference Site, if needed; the default is the ClinicalKey site. After entering a
term and clicking Search, you are taken to the selected Web site for the specified term.

Note: The Add Patient Education Event dialog also opens when the
Education Information button is clicked. Patient education is
tracked for Meaningful Use; therefore, the Add Patient
Education Event dialog should be completed. Refer to the
Patient Education Online Help for details on completing this
dialog.
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Figure 4-150: MedlinePlus

4.6.6  Using the Clinical Decision Support Button
The Clinical Decision Support search depends whether any records are present or not.

e Condition 1: If there are records present, select one and click the Clinical

Decision Support button (ﬁ) to go to the ClinicalKey Reference Web site for
the topic associated with the selected record.

e Condition 2: If there are no records_present or no record is selected, click the
Clinical Decision Support button (ﬂ) to display the Web Reference Search

dialog.
Note: You will also see this dialog if your site is not licensed
for ClinicalKey.
Web Reference Search
Reference Site IEIinicaIKe_l,l j
Search Tem IEacteriaI+pneumDnid search |

Figure 4-151: Web Reference Search

Select a Reference Site if needed. The default is the ClinicalKey site. After entering a
term and clicking Search, you are taken to the selected Web site for the specified term.
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Help & Feedback @

Figure 4-152: ClinicalKey Website
You can change to another Web site by selecting from the Reference Site drop-down

list (on the Web site). The drop-down list for the Reference Site field (on the Web
Reference Search dialog) can be configured.

4.6.7 Care Planning Feature

Clicking the Expand All button ) on the main Integrated Problem List
window shows the following Care Planning information.

Note: The Expand All button changes to Collapse All if Care Plan
information is already expanded.

Status OnsetDate _ Prioity _ Provider Namative Comments P PP P POV ICD
— Epsodc 0202078 Prenatal examination and care of mother v v j
Latet | Alicive |
e P 0 Vit Irfo
—'I Goal Notes Patient Instructions/Care Plan —‘I Visit Instructions Care Plan Acivities
| a 3
E 2 L | [Grens Vst osiucton 12
Given a Visit I Vi3
Modified by: USER DEMO 1104201] | Modifed by: USER DEMO 104201 ; 110042014 |Gven 3 Viet Inecion Vi1
= =

Figure 4-153: Expanded Care Plan
e Goal Notes with a status for each date entered.

e Patient Instructions/Care Plan with a status for each date entered.
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e Visit Instructions for each visit.
e Care plan activities for each visit.

e Whether any of the items above were modified, and if so, by whom and when
(date/time). Refer to the PRV Button section below for details on how to view
by user.

46.7.1 Latest Tab

On the Latest tab of the Care Plan, the most recent active planning entries (all entries
for most recent date for goal), patient instructions, last visit for visit instructions, and
care planning activities are shown.

Episodic Disbehc renal disease 250401271 4]
52381

Letest ‘ Al Active
Froblem Info Visit Info

RVs) ) 5 a . 5 - J
Goal Notes. Patient Instructions/Care Plan Visit Instructions Care Plan Activibes

okt Hew Vi T [Given a Vist Insiruchion - New VI

Modified by: USER,DEMO 10312014 Modified by: USER.DEMO 10312014

Figure 4-154: Latest Care Plan

4.6.7.1.1 Selecting a Provider View Using the PRVs Button

1. Click the PRVs button to select a provider for which to view data. The
Provider List dialog opens.

.‘ Provider List =] B3

Iv USER,DEMO

[ susie Que

[ Dr Frankenstsin
r Joyce, James

QK | Cancell

Figure 4-155: Provider List Dialog
2. Click the check boxes to select one or more providers, and then click OK.

A new tab is created for each provider selected. The new tab name is the
provider name and enables easy viewing of that provider's entries for the
patient and problems in the Goal Notes, Care Plan, Visit Instructions, and
Services.
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Figure 4-156: Provider List Results
On the All Active tab, all care planning activities are shown.
= SocalEmironmental 07012013 1 Carciemyopathy | this s the provider text 4254
Latest All Active
Frobem Info VisitInfo
b © A — Care Plan Actvities -
if n : i Gi Visit Instruciion atal Obgect PIF A
USER,DEMO 082872014 | Modified by: USER.DEMO 082672014 gﬁ:&n&![c?m;r:gﬂm?Pm:;T‘ Gm:\’::lz e “?li:‘:slr;eﬁ:lg;hc ]
bl i iporAo0a Object PIP Current Nates: No Active Problems for| [Gen a Vist Insirucson w1
i I Current Pregnanacy Prenatal Object PIP Latest | | Givena Visit Insiruction - a
Modified by USER.DEMO 08222013 | Modified by: USERDEMO 12013 Viek Note: Coukd ot Fd Frenstal Vi Pranatal | |Givena Visit Insirucson - sdfsdf
anather goal 25 patient instructiorscare plan notes Object PIP Latest Visit Could not find Prenatal Given 2 Vied Insiruchion - add o Vist MES
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Figure 4-157: All Active Care Plans

4.6.8 Completing IPL Tasks

The following tasks can be completed in the Integrated Problem list module by
clicking the Add, Edit, or Delete button from the main screen.

4.6.9 Adding an Integrated Problem List (IPL)
To add an IPL to a patient record, complete the following steps:
1. On the main IPL screen, click the Add button. The Add Problem dialog opens.

Integrated Problem Maintenance - Add Problem B

Problem ID SOUC-33 [~| Pregnancy Related [~ Use as POV Save | Cancel |d

[*SNOHEDLTI | D Get SCT Picklisl]

* Required Field

{Pmider Text I

’

Figure 4-158: Initial Add Problem Dialog

Note: A visit is not required to view the IPL details, however a
visit must be selected to enable the Add button.

Note: The Problem ID field is system populated.
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2. Select the Pregnancy Related check box, if applicable. The Pregnancy Related
check box is only available for female patients.

3. Select the Use for Inpatient check box, if applicable. The Use for Inpatient
check box is only available for inpatients.

4. Select the Use as POV check box, if applicable. The POV check box is only
available for outpatients.

Note: If Use as POV is selected, and if any fields have been
changed or added, an information message appears
advising the user that the problem has been stored (if
new), or updated (if edited). The problem is stored as
Reviewed and Updated in the V Reviewed/Updated file,
and a red check mark appears in the POV column of the
IPL main window. Inactive problems may be POV.

5. Populate the SNOMED CT field using one of the following methods:
e SNOMED CT Field

a. Type aterm in the SNOMED CT field, and then press Enter or
click the Ellipsis button. The SNOMED CT Lookup dialog
opens with your term populated in the Search field and a list of
IHS SNOMED terms.

b. If you want to search all SNOMED terms, in the initial Add
Problem dialog, leave the SNOMED CT field blank and click
the Ellipsis button. The SNOMED CT Lookup dialog opens.
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x
Diagnosis Lockup: ' Fully specified name Synonym Search Date: IDB.:'25«'2EI13 LI

Maximum Results : " 26 ¢ 50 100 ¢ 200 & ALL

Search: Iasthma IHSSNOMEDI ALLSNOMED'
;ISub:set -me -

Subset Extrinsic asthma with asthma  is a Asthma attack (disorder) 433.02
[#- attack is a |gE-mediated sllergic asthma
Asthma o (disorder)
Cog Funct Status Intrinsic asthma with asthma  is a Asthma attack (disorder) 459310
CQM Problems - attack is a Non-IgE mediated allergic asthma
Famity History | (disorder)
NIST Froblems = Asthma is a Disorder of respiratory system 49390
| (disorder)
Wood asthma is a Disorder of bronchus (disarder) 4958
iz @ l[gE-mediated allergic asthma
(disorder)
B iz @ Obstruction of lower respiratory tract
(disorder)
| is a Substance induced asthma (disorder) 1
- Mild asthma is @ Asthma (disorder) 49390

Mixed asthma is a Asthma (disorder) 49390
- is a Disorder of bronchus (diserder)
is a Obstruction of lower respiratory tract
(disorder)

- is a Disorder of bronchus (diserder)
is a Obstruction of lower respiratory tract
1 (disorder)
- Severe asthma is @ Asthma (disorder) 45350 -
Select Cancel
L,

Figure 4-159: SNOMED CT Lookup Dialog

c. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup
section, select either the Fully Specified Name or Synonym
option buttons.

0 Fully Specified Name returns a collapsed list of
SNOMED CT terms. Click the Expand button (&) next
to the term to expand and view the child entries.

o0 Synonym returns the full list of SNOMED CT terms.

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

o 25

o 50

o 100
o 200
o ALL

e. In Search, type the term to search for.
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f. In Subset, you can select a subset to search for, if needed.

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

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

I. Select and highlight a term, and then click the Select button.
The SNOMED CT field of the Add Problem dialog refreshes
with the selected SNOMED CT term you selected.

If you attempt to assign the same SNOMED CT code as an
existing problem, the following Error message displays. Click
OK and select a different SNOMED CT code from the
SNOMED CT Lookup dialog.

(T iBix

[Unable to use this SNOMed ConceptID: The following existing problem already has the same SNOMed ConceptID that you are trying to use::]

1ID:267-Moderate bipolar I disorder, single manic episode; Snomed Concept ID: 28884001

Figure 4-160: Duplicate SNOMED CT Code Error Message

e Get SCT button

0 Click the Get SCT button to open the ICD 9 to SNOMED CT
Lookup dialog. Refer to the Using the Get SCT Button topic for
details on completing this dialog.

e PL PickList button

0 Click the PL PickList button to open the PickList dialog. Refer
to the Using the PL PickL.ist Button topic for details on
completing this dialog.

After you populate the SNOMED CT code, the Add Problem dialog expands
with additional fields.
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Add Problem B

Problem ID SOUC-32 Priority I_Dil [T vregrancy ieaied v useasPOV [ Primary Save | Cancell

7

* SNOMED CT I Benign hypertensive heart disease without congestive heart failure Iheart D Get SCT  Pick list
*Status  ~ chrgnic € Sub-acute (% Episodic  ( Social/Environmental  Inactive  Personal Hx
L Reguired Field y
pe
Provider Text I Provider text here, Chars left: 41

Benign hypertensive heart disease without congestive heart failure | Provider text here. 402.10

.
_ n |
Qualifiers Severity: Mild to moderate Clinical Course
Severity Clinical Course Episodicities
Mild to moderate - | Mew episode -
. I J J J
Date of Onset IOl."CIS,-'2Ul4 | " Is Injury
T
Comments

Type relevant comments here,

Care Plan Info |L___Add vist Instruction | Care Plans / Goal Activites |
Goal Notes Care Plans Visit Instructions Care Planning Activities

S Test J 5 J 5 Test instructions. _I

& Test notes. S Test plan.

Figure 4-161: Expanded Add Problem Dialog with Asthma

6.

7.

In Priority, use the Up and Down arrows to select a priority level.

For pregnant patients, the Pregnancy Related check box is auto-selected if a
problem was created in the Pregnancy and Issues component and saved as
POV. A red check mark appears in the PIP column of the IPL main screen in
these cases.

If primary problem, select the Primary check box.

Note: The Primary check box is only visible if the POV has
been completed. Refer to the Using the POV Button
topic for details.

In Status, click the applicable option button:

e Chronic
e Sub-acute
e Episodic
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e Social/Environmental
e [|nactive

e Personal Hx

Note: Chart Review is triggered if you are editing a problem in
IPL and the Status of a problem is changed and saved.

10. In Provider Text, type any applicable text. (Optional, 60-character limit.)

Note: You can briefly rest your mouse pointer over this field to
view an information pop-up.

11. In Severity, select one or more of the following:

e Fatal

e Life Threatening

e Mild

e Mild to Moderate

e Moderate

e Moderate to Severe

e Severe

12. Click the Clinical Course Ellipsis to populate the Clinical Course field. The
Select Clinical Courses dialog opens.

=01
[T Acute fulminating [T Acute-on-chronic ™ Chronic [T Sudden onset AND/OR short duration [~ Brittle course
[~ Chronic active ™ Chronic persistent ™ Continual [~ Intermittent I oydic
[T Fluctusting I Gradual anset [T Paroxysmal [T Recurrent I Relapsing course
[T Remitting I Recurrent acute [~ Short durstion [T Subacute ™ Subscute onset
[ Transitory
=S B
Figure 4-162.Select Clinical Courses Dialog
a. Select one or more courses.
b. Click Save. The Clinical Course field updates with your selections.
Note: If you selected an Asthma Subset or the mapped
ICD is in the Asthma taxonomy, the Asthma
Classification drop-down menu appears below
the Qualifiers section.
13. In Episodicities, select one of the following from the drop-down menu.
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First episode

e New episode

e Old episode

e Ongoing episode

e Undefined episodicity

14. Select the applicable Asthma Classification from the drop-down menu.

Note: The Asthma Classification drop-down menu only
appears if an Asthma Subset is selected or the mapped
ICD is in the Asthma taxonomy, AND the Use as POV
check box was selected.

Note: Only one Asthma Control entry is allowed per visit.

15. In the Date of Onset field (optional), type a date in xx/xx/xxxx format or click
the Ellipsis button. The Select Date dialog opens. Do one of the following:

& Select Date

0K
4 January, 2014 b
Cancel
Su Mo Tu We Th Fr Sa
29 30 31 1 2 2 4
5 B 7 B
(14

Mo |

Figure 4-163: Select Date

e Select a date from the calendar, and then click OK. The date selected
populates in the Date of Onset field.

e Click the Now button, then click OK. The Date of Onset populates with
today's date.

¢ Inthe blank field, type T-X, with X indicating number of days passed.
The Date of Onset populates with the current date minus the number of
days indicated.
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16. If applicable, select the Is Injury check box. The Injury section opens in the
Add Problem (or Edit Problem) dialog.

Note: The Use as POV check box must be selected for the Is
Injury check box to appear. If the problem ICD code
points to an injury taxonomy, or if an injury-related
SNOMED CT is selected, the Is Injury check box is
automatically selected and the Injury section expands
when the Use as POV check box is selected.

Injury (% FirstVisit (" Re-visit Injury Date W _l
Place |HOME-INSIDE j Associated with |A-EC-HO_ RELATED j
Caused by OTHER MOTOR VEHICLE TRAFFIC ACCIDENT INVOLVING |fa” E
[+ Is Injury

Figure 4-164: Injury Section
a. Select either the First Visit or Re-visit option button, as applicable.

b. In Injury Date, the date defaults to the current date. Click the Ellipsis
button to open the calendar and select a new date or type a new date in
the field.

c. InPlace, select a location for where the injury occurred:

e Home - Inside

e Home - Outside

e Farm

e School

e Industrial Premises
e Recreational Area
e Street/Highway

e Public Building

e Resident Institution

e Hunting/Fishing

e Other
e Unknown
d. In Associated With, select one of the following from the drop-down
menu:
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e Hospital Acquired

e Alcohol Related

e Battered Child

e Employment Related

e Domestic Violence Related

e. To populate the Cause by field, type an injury term in the field, and
then click the Ellipsis button. The Injury Causes dialog opens, showing
only E coded items.

Injury Causes B

Lookup Option: Lexicon % 1CD

Search Value I fall Search |
Select from one of the following ittems

Code Descripticn

EB15.0 MV COLL W OTH OBJ-DRIVER ;I

EB15.1 MV COLL W OTH OBJ-PASNGR |

EB15.2 MV COLL W OTH OBJ-MOCYCL

EB15.3 MV COLL W OBJ-MCYCL PSGR

EB15.4 MV COLL W OBJ-ST CAR

EB15.5 MV COLL W OBJ-ANIM RIDER

EB15.6 MV COLL W OBJ-PED CYCL

EB15.7 MV COLL W OBJ-PEDEST

EB15.8 MV COLL W OBJ-PERS NEC

oK | Cancel |

Figure 4-165: Injury Causes with E Codes Dialog

i. In Lookup Option, click either the Lexicon or ICD option
button.

ii. In Search value, type a different search value if your initial
search did not return the applicable injury item, and then click
Search. The returned results list shows a list of E Code items
with their description.

iii. In the returned results list, select the applicable item, then click
OK. Your selection shows in Caused By in the Injury section.

17. Type a comment in the Comments section, if needed.

18. If the Use as POV check box was selected, the Add Visit/Care Plan/Goal
Activities button is active. To add data, click the Add Visit/Care Plan/Goal
Activities button. The Add Visit Instructions/Goal Notes/Care Plan Activities
dialog opens. Refer to the Adding Visit Instructions/Goal Notes/Care Plan

Addendum to User Manual Updated Components
June 2015

167



Electronic Health Record (EHR) Version 1.1 Patch 14

Activities topic for instructions on how to complete this dialog.

e Entries in this section preceded by an S indicate the Goal Note, Care
Plan, or Visit Instructions have been signed. Entries preceded by a U
indicate the entry is unsigned.

19. Click Save in the top-right of the Add Problem dialog. Your data is saved to
the Integrated Problem List grid.

Note: Selecting the Use as POV check box (outpatients only)
also saves (stores) the problem in the V
Reviewed/Updated file.

4.6.10 Editing an Integrated Problem List (IPL)
To edit an IPL, follow these steps:

1. Select a visit.

2. Select a problem from the Problem List on the main IPL screen.

Note: A visit and a problem must be selected in order for the
Edit button to become active.

3. Click the Edit button. The Edit Problem dialog opens.
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Integrated Problem Maintenance - Edit Problem

Problem ID SOUC-32 Priority |_oil [T reqnancy nelaied W UseasPOV [ Primary Save | Cancell

-

* SNOMED CT I Benign hypertensive heart disease without congestive heart failure I Get SCT  Pick list

*Status  ( chronic  ( Sub-acute (= Episodic  ( Social/Environmental ( Inactive ¢ Personal Hx

\ " Required Field

=
Provider Text I Provider text here.
L Benign hyp ive heart di: without gestive heart failure | Provider text here. 402.10
[ ]
Qualifiers Severity: Mild to mederate Clinical Course

Severity Clinical Course Episodicities

Il‘rhld to moderate vl | INev.' episode VI
\
Date of Onset 01/08/2014 .. | I Is Injury

=
Comments Add Delete

Date Author
01/08/2014 USER,DEMO

Narrative

Type relevant comments here,

Add Visit Instruction / Care Plans / Goal Activities |

Care Plan Info
Goal Notes Care Plans Visit Instructions Care Planning Activities
;I _‘I N N ;I Given a Visit Instruction :: Test in
U Test S Test plan. 5 Test instructions. Had EXERCISE education
I /S
5 Test notes.
= = =]

Figure 4-166: Integrated Problem Maintenance - Edit Problem Dialog

4. Edit fields as applicable. Refer to the Adding an Integrated Problem List (IPL)
topic for instructions on completing the fields.

Note: A SNOMED CT code must be selected in order to save
your changes.

5. In the Comments section you can add or delete comments.

e To add comments:

a. Click the Add button. The Add Comment dialog opens.
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& Add Comment [_ O]

Comment (3-160 characters) Chars left: 141

Type comment hera. |

Save | l:am:ell
i

Figure 4-167: Add Comment Dialog

b. Inthe Comment field, type a comment of 3-160 characters.

c. Click Save. Your comment appears in the Comments section, with a
number automatically assigned and shown in the # column, your
comment in the Narrative column, the date entered in the Date column,
and the logged in user name in the Author column.

Comments Delete |

Date Author
11/11/2013  USER,DEMO
11/11/2013  USER,DEMO

Narrative

Type commants here.

Add another comment.

Figure 4-168: Comments List
e To delete comments:

a. Select one or more comments you want to delete. The line items are
highlighted and the Delete button becomes active.

b. Click the Delete button. The following message appears:
Delete Comment? |

_"‘.I Are wou sure that wou wish ko delete the note titled:

= Comment# 2 - Type a comment of 3-160 characters here.?

Yes Mo

Figure 4-169: Delete Comment Confirmation Message

c. Click Yes. Your comment no longer appears in the list.

6. Click Save in the top-right of the Add Problem dialog.

Addendum to User Manual Updated Components
June 2015
170



Electronic Health Record (EHR) Version 1.1 Patch 14

Note: Clicking the Use as POV check box (outpatients only)
also saves (stores) the problem in the V
Reviewed/Updated file. If data in any fields has been
updated, a message displays warning that the problem
has been stored if new, or updated if edited.

Note: When editing a problem, clicking Save or selecting the
Use as POV check box saves (stores) the problem only if
any fields have been changed.

4.6.11 Adding Visit Instructions/Goal Notes/Care Plan Activities

When Adding or Editing an Integrated Problem List, if the Use as POV check box is
selected, the Add Visit/Care Plans/Goal Activities button is enabled for adding,
inactivating, or deleting visit instructions, goals, or Care Plan information. Refer to
Using the POV Button for additional information.

Add ¥isit Instructions / Care Plans / Goal Motes / Care Planning Activities

Date
10312013 FUNCTIOMAL ASSESSMENT

Date
10/31/2013| Type Goal Notes here.

EAGER TO LEARN

Date
10/31/2013 Type Care Plan notes here.

ollow-up 1 day
ollow-up 4-6 months

Had DISEASE PROCESS Education.

omprehension Level: FAIR
ength: 30 mins
Readiness to Learn: EAGER. TO LEARN

Figure 4-170: Add Visit Instructions/Care Plan/Goal Notes/Care Planning Activities Dialog
1. Inthe Visit Instructions, Goal Notes, or Care Plans sections:

a. Inthe Visit Instructions, Goal Notes, or Care Plans field, type a free-
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text comment, or click the Template button ( e ) to select a template.
The Templates List opens.

Templates
PREMATAL

GEMERAL

ENCOUNTER.

URGENT CARE COMMON
Functional Assessment
Medication Management
ARAMESP INJECTION PROTOCOL

sample template

Cancel

Figure 4-171: Templates List

b. Select a template. The template window opens. Make any necessary
changes, and then click OK. Your selected template name appears in
the Visit Instructions, Goal Notes, or Care Plans field, as selected.

Note: You can also click the Preview button to view
how the template will appear. The Urgent Care
Common Template in the Visit Instructions is
shown as an example, below.
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Template: CARDIDLOLY NOTE = | O] X

[¥ (CLICE THIS CHECE BOX TO BEGIN DOCUMENTING)
FULLER MAEX i= a & wyear old MALE who is referred
with a chief complaint of No Chief Complaint.

[T sUBJBRCTIVE: (CLICK THIS CHECK BOX TO BEGIN DOCUMENTING)
[T OBJIECTIVE: CLICK THIS CHECE BOX TO BEGIN DOCUMEMTINGH
Last Height: None founmd Last WT: HNone found

3

[T CLINICAL COURSE: (USE THIS FIELD TO DOCUMENT A PROCEDURE WOTE OR EFFECTS OF TREATMENT)

S

ASSESSMENT: (CLICK THIS CHECK BOX TO BEGIN DOCUMENTING)
DLAN: ({CLICK THIS CHECKE BOX TO BEGIN DOCUMENTING)

W Before mezt wisitc

<7

B L

r\_l. At mext wvisit in I 3 IE ﬂ

kel el

[T Follew up ] ZI IEZI

[T Follow=-up prm inecreased symptoms
[T Raterrals:

IF mce I© strass test [T acho stress test [© nuclear stress test

E electrophysiology consult [ cardiac surgery consult F mericion [ mex

T CT scan [T cardiac cath |7 holter monitor © event monitor
T home relshealth (HEART) I plysical therapy T exercise prescription
T oEm [T tobaces counseling
* Indicates a Required Fald Previewl_ oK I c.anoei|

Figure 4-172: Medication Management Template
c. Repeat steps a and b for the other fields, as needed.
2. Inthe Patient Education provided section, complete the following:
a. Select one or more of the Education check boxes.

b. In Comprehension Level, select one of the following from the drop-

down menu:
e Poor
e Fair

e Good
e Group — No Assessment
e Refused
c. In Length, type the length in minutes.
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d. In Readiness to Learn, select one of the following from the drop-down
menu:

e Distraction
e FEagerto Learn

e |ntoxication

e Not Ready
e Pain
e Receptive

e Severity of IlIness
e Unreceptive
Your selections show in the Education Provided section.

3. If treatment, regimen, or follow-up is needed, click the
Treatment/Regimen/Follow-up button. The Treatment/Regimen dialog opens.

.‘ Treatment,/Regimen !EI

Anticoag DVT Prevention
Asthma
Behavioral Health
Case Management
[= Diahysis
[+ Dialysis access maintenance
| Dialysis care management
[~ Empty and measure peritoneal dialysis fluid
[ Peritoneal dialysis catheter maintenance
[=] Follow Up
[ Follow-up 1 day
Follow-up arranged
™ Follow-up 1 menth
™ Follow-up 1 week
[ Follow-up 1 year
v Follow-up 2 weeks
[ Follow-up 2-3 days
[ Follow-up 2-3 menths
[ Follow-up 3 weeks
[ Follow-up 4-6 days
[ Follow-up 4-6 months
[ Follow-up & menths
[ Follow-up & weeks
[~ Follow-up 7-11 months
[ Patient follow-up planned and scheduled
Mursing
Substance &buse

OF, | Cancell

Figure 4-173: Treatment/Regimen Dialog
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a. Click the Expand button (=) on an item in the list to expand the list.

Note: The Treatment/Regimen dialog contains multiple
TREG picklists, organized alphabetically.

b. Select one or more treatment, regimen, or follow-up items.

c. Click OK. Your selections show in the Treatment/Regimen/Follow-up
section.

4. Click OK. The Review/Sign Changes for Patient Name opens, showing a list of
the items you added or changed. Sign by adding your Electronic Signature.

Note: Click Cancel from the Add Visit Instructions/Care
Plan/Goal Notes/Care Planning Activities Dialog or the
Review/Sign Changes dialog to delete your changes.

Review,Sign Changes for Demo,Boy

Signature will be applied to checked items
BEHIPL Goal Notes
Exercize three times per week.

Electronic Signature Code:

If processing Surescripts, signature

will be applied after action selected. Sign I el |

Figure 4-174: Review/Sign Changes for Patient Name

Note: If the plan of care is new, and the old one is outdated,
then it should be inactivated and a new one initiated.

For example, for a patient with Polycystic Ovary
Syndrome (PCOS) who has a goal of getting pregnant,
the care plan is very specific around fertility and
medications safe during conception/pregnancy. After the
pregnancy, her goal may change to managing the
hirsutism and metabolic effects of PCOS and
contraception. The current plan would then be
inactivated and a new plan written (you may want to see
the old care plan notes if she decides to try to conceive
again).
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4.6.12 Deleting an Integrated Problem List (IPL)
Only the Chief MIS or author can delete a problem.

The visit must be unlocked.

Problems with any Goal Notes, Care Plan, Visit Instructions, or Treatment/Regimen
entries may not be deleted. However, they can be inactivated. Refer to the Orientation
Topic Right-Click Menu section for details. Problems cannot be deleted if marked as
Use as POV or Use as Inpatient.

Problems may be deleted by one of the following methods:

e Right-clicking the line-item and then selecting Delete from the right-click
menu.

e Selecting the line item and then clicking the Delete button on the main screen.

The problem is cleared from the Integrated Problem List grid.

4.6.13 Inactivating an Integrated Problem List (IPL)

This functionality is intended to inactivate the existing goal or care plan, and initiate a
new one. Use this if you want to retain the information for future reference. It will not
be seen in the general IPL display, but can be displayed on an RPMS report. Type a
comment, and then click Yes.

4.7 Items (Super-Bills)

Super-Bills are lists of CPT codes used for billing and for documenting services
performed. Each Super-Bill is attached to a visit. The Super-Bills panel shows the
items for the Super-Bill category below the Super-Bills button.

Selecting one or more check boxes above the panel determines how Super-Bill items
display in the right-hand panel.

Note: A patient must be selected. A visit must be selected when
adding an item to Visit Services/Historical Services, and an
active visit must be selected to view the Categories and items in
the Super-Bills panel. An inactive visit returns an empty Super-
Bill.
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Display: [~ Freq.Rank [ Code [ Description Colz 1j CAC Permission

Super-Bill | ltems

v by Provider ser, Demo ;II [ 15851 - Suture Removal [ J0540 - Penicillin G Benzathine And Procaine Injection (Up Te 1,200,000 Units)
ction lzb [ 29125 - Apply Right Forearm Splint [” J1055 - Depoprovera (150 Mg) For Contraceptive Use
er Bill [V 23130 - Application OF Static Finger Splint

N
Imalid CPT list

JACKS SUPERBILL TEST [~ 29260 - Strapping Of Elbow Or Wrist
:1’_':(5 . [~ 23515 - Application Lower Leg Splint

5t [729530 - Strapping Of Knee

Migss
gg ESENSSHJPF_EER;E_’E”‘{-L [ 38000 - Insert Meedle In Vein
[T/ 36415 - Venipuncture
[~/ 36416 - Capillary ( Finger, Heel, Ear Stick)
[7/51702 - Insert Temp Bladder Cath
[” 53025 - Fetal Non-Stress Test
I” 65210 - Ear riax Removal
I™ 82962 - Accucheck
[ 90780 - Iv Infusion Therapy, 1 Hour
730781 - Iv Infusion, Additional Hour
[ 90782 - Injection Of Med. Sc Or Im
[ 90784 - Injection. Iv
[ 90788 - Injection Of Antibictic
[~ 32000 - Electrocardicgram, Complate
[~ 94540 - Nebulizer
[~ 94750 - Pulse Oximetry (Single)
[~ 94751 - Pulse Oxymeter (Multiple)
[~ 95028 - Ppd Skin Test
[ 57602 - Wound(S) Care Non-Selective

=f

[~ Show Al COLLECTION OF VENOUS BLOOD BY VENIPUNCTURE

Figure 4-175: Super-Bills Panel

The default view (Show All check box is unchecked) means that only super-bills that
either have no assigned clinic, hospital location, provider, or provider discipline and
those super-bills that match any of these parameters with those of the currently
selected visit are visible.

The Provider can automatically edit this component. Holders of the BGOZ CAC key
have full manipulation privileges of all Super-Bill lists even though they may not have
been assigned as manager. Holders of the BGOZ VIEW ONLY key cannot edit any
data in this panel.

4.7.1  Displaying Super-Bill Items
Follow these steps to view Super-Bill items:
1. Select the Super-Bill Category from the Super-Bill list below the Super-Bills

button. The Items field shows the Super-Bill items for the selected Super-Bill
Category.

Note: The Super-Bill Category list is based on what is defined
in the Hospital location, Clinic, Provider, and Prov
Discipline in the Manage Category dialog for each
category. If none of the fields are defined, then that
category is available for all users.

2. When none of the check-box fields are selected, the Super-Bill items are listed
in alphabetical order.
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a. Select the Show All check box to view any pick-lists for which the logged-
on user is not manager or owner. Users who hold the BGOZ CAC key can
view and edit all pick-lists.

Note: If the Hospital Location Category is defined (see the
Managing Super-Bill Categories topic), the pick-list
only displays if the patient is in that hospital
location. This is true even for users who hold the
BGOZ CAC Key.

| (i e s e o o [ —
Super-Bil ltems
Category by Provider User, Demo J ™ Accucheck I™ Venipuncture
CHART REVIEW
Qz’iu»maw function lsb I Application Lower Leg Splint I \wiound(S) Care Non-Selective
l:’:IrEIE!PJTOL? uper Bill I™ Application Of Static 7mg.er Splint
JACKS SUPERBILL TEST ™ Apply Right Ferearm Splint
MARKS I Capilary { Finger. Heel. Ear Stick)
mary super bill . .
Niesen Test [™ Depoprovera (150 Mg) For Contraceptive Use
NURSE SUPERBILL Wi »
05 GYI SUPERBILL [ otz Remova
PAIN [™ Electrocardiogram, Complete
Rons Fifth Category
RONS THIRD CATEGORY [ Fetal Non-Stress Test
test I™ Injection Of Antibiotic
test arffact 2
Test excepton I Injection Of Med, Sc Orlm
Test Manager I Injection, Iv
}E:;tﬁep;f'”g I Insert Needle In Vein
Testing Manager I Insert Temp Eladder Cath
Eﬁ'&\[{kr&'EGOQY I™ v Infusion Therapy, 1 Hour
ZT Category [ v Infusion, Additional Hour
[™ Nebulizer
[™ Penicillin G Benzathine And Procsine Injection (Up To 1.200.000 Units)
[™ Ppd Skin Test
[™ Pulse Dximetry (Single)
I Pulse Oxymeter (Multiple)
I™ Strapping Of Elbow Or Wrist
Strapping ee
s Cf Kn
I Suture Removal

™ Show &l APPLICATION OF SHORT ARM SPLINT (FOREARM TO HAND); STATIC

Figure 4-176: Super-Bill Items Listed When No Check Box is Selected

3. When only the Freq. Rank check box is selected, the Super-Bill items are listed
by frequency of use.
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[T 0017: Insert Temp Bladder Cath
[70018: Application Lower Leg Spiint
[T 0018; Ear Wax Removal

[70020: Penicilin G Benzathine And Procaine Injection (Up To 1,200,000 Urits)

[~ 0021: Ppd Skin Test

[~ 0022: Pulse Cxymeter (Multiple)
[70023: Strapping OF Elbow Or Wrist
[70024: Strapping Of Knee

[ S———————————

= 1
=
Super-3il liems

Categoy by Proaces ser Demo Sl T 0001: Puise Oximetry (Single) ™ 0025 Suture Remaval
€2 Bulmanary function lzb [70002: Injection Of Med, ScOr Im I 0026: D (150 Mg) For C ive se
:"'"{dﬁé’pﬁf"ws"” Bil I70003: Injection. Iv

inval N

JMAAFRKKSSSUPEHNLLTEST rm: Iv Infusion Therapy. 1 Hour

mary saper il [™ 00os: Iwn Of Antibiotic

Miesen Test [~ 000E: Venipuncture

NURSE SUPERBILL :

08 GYN SUPERBILL LI0007: Pcuchock

PAIN [ 0008: Nebulizer

Rons Fifth g :

RS TR TG oRy [ 0008: Capillary  Finger, Heel. Ear Stick )

T ™ 0010: Elecirocardiogram, Complete

test a E 2

Test exceptan [70017: Insert Needle In Vin

Test Manager [T 0012: Iv Infusion, Additional Hour

bl nerieye 70012 Wound(S) Care Non-Selecive

a ing Manager [¥ 0014: Application Of Static Finger Splint

ATALA CATEGORY [ 0015: Apply Right Forearm Spiint

IT Category [~ 0016: Fetal Non-Stress Test

Figure 4-177: Super-Bill Items Listed by Frequency

4. When only the Code field is selected, the Super-Bill items show their CPT

codes.

Super-Bil

lid CPT list
JACKS SUPERBILL TEST
MARKS
mary super bill
Nigsen Test

NURSE SUPERBILL
08 GYN SUFERBILL
Fors it

i
RONS THIRD RY
test
test artifact 2
Test exception
Test Manager
test user keys
Testimport
Tesfing Manager
User, Nurse
ZAVALA CATEGORY
ZT Category

Categony by Proacer User Demo N 15851 - Suture Removal

I 29125 - Apply Right Forearm Sphint
¥ 29130 - Application Of Static Finger Splint
I 25260 - Strapping Of Elbow Or Wirist
I™ 29515 - Application Lower Leg Splint
I™ 23530 - Strapping Of Knee

[ 36000 - Insert Needle In Viein

I 36415 - Venipuncture
7736416 - Capillary ( Finger, Heel, Ear Stick)
[ 51702 - Insert Temp Eladder Cath

[~ 59025 - Fetal Non-Stress Test

I 69210 - Ear \wax Removal

I 82962 - Accucheck

[ 90780 - Iv Infusion Therapy. 1 Hour
™ 90781 - bv Inusicn, Additional Hour
I™ 90782 - Injection Of Med. Sc Or Im

I 30784 - Injection, Iv

[ 30788 - Injection Of Antibictic

[ 33000 - Electrocardiogram, Complete
[ 94840 - Nebulizer

[ 34760 - Pulse Cuimetry (Single)

I™ 94761 - Pulse Oxymeter (Mukipl)

I 95028 - Ppd Skin Test

I 97602 - Wound(S) Care Non-Selective

J

I J0540 - Penicillin G Benzathine And Procaine Injection (Up To 1,200,000 Units)
I 1055 - Depoprovera (150 Mg) For Contraceptive Use

Figure 4-178: Super-Bill ltems Listed by Code

5. When only the Description field is selected, the description of each Super-Bill
item displays.
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:ﬁ.ﬁ;rﬁq,m [ Code [+ Desciption uE CAC Permission
Super-8il tiems
Teoacer User. Demo 2| I™ APPLICATION OF FINGER SLINT. STATIC EVITALIZED TISSUE FROM WOUNDYS). NON-SELECTIVE Df
nary function leb [™ APPLICATION OF SHORT ARM SPLINT (FOREARM TO HAND); STATIC E TL;-EésE%-:‘S\Uh. INCLUING TOPICAL APPLI(
" mzﬂ'mLSquﬂl I™ APPLICATION OF SHORT LEG SPLINT (CALF TO FOOT) \UNDER ANESTHESIA (OTHER TH&N LOCAL), GTH
JACKS SUPERBILL TEST ™ COLLECTION OF CAPILLARY BLOOD SPECIMEN (EG. FINGER. HEEL. EAR STICK) I STRAPPING: ELBOW OR WRIST
MARKS bl I COLLECTION O US BLOOD BY VENIPUNCTURE I~ STRAPPING. KNEE
mary super b ! =
jesen Test I™ ELECTROCARDIOGRAM. ROUTINE ECG WITH AT LEAST 12 LEADS: WITH INTERPRETATION AND REFORT r TIC. PROPHYLACTIC OR DIAGNOSTIC INJECTION (SPECIFY M|
REfateis [CIFETAL NOW STRESS TEST . ITIC, PROPHYLACTIC OR DIAGNOSTIC INJECTION (SPECIFY M
PAIN ™ GLUCOSE. BLOOD BY GLUCOSE MONITORING DEVICE(S) CLEARED BY THE FDA SPECIFICALLY FOR HOME USE INTRAMUSCULAR
E‘é’:fs“f[' %‘i o ony [ Injection. medraxyprogesterone acetate for contraceptive use. 150 mg
st I Injection. peicilin G benzathine and peniciin G procsine. up ta 1.200.000 units
st artfact 2

[~ INSERTION OF TEMPORARY INDWELLING BLADDER CATH
CUTANEOUS (INTRADERMAL) TESTS WITH ALLERG
NUMBER OF TESTS

IETER; SIMPLE (EG. FOLEY)
IC EXTRACTS. DELAYED TYPE REACTION. INCLUDING READING.

Test exception
Test Manager
test user keys

I;;L;“:‘Enape' [ INTRAMUSCULAR INJECTION OF ANTIBIOTIC (SPECIFY)

User, flurse INTRAVENOUS INFUSION FOR THERAPY/DIAGNOSIS. ADMINISTERED BY PHYSICIAN OR UNDER DIRECT SUPERVISION OF
ZAVALA CATEGORY [~ PHYSICIAN; EACH ADDITIONAL HOUR. UP TO EIGHT (8) HOURS (LIST SEPARATELY IN ADDITION TO CODE FOR PRIMARY
T Category PROCEDURE)

[~ INTRAVENOUS INFUSION FOR THERAPY/DIAGNOSIS, ADMINISTERED BY PHYSICIAN CR UNDER DIRECT SUPERVISION OF
PHYSICIAN; UP TO ONE HOUR

[~ INTRODUCTION OF NEEDLE OR INTRACATHETER. VEIN
T~ NONINV, EAR OR PULSE OXIMETRY FOR OXYGEN SATURATION: MULTIPLE DETERMINATIONS (EG. DURING EXERCISE]
[~ NONINV EAR OR PULSE OXIMETRY FOR OXYGEN SATURATION; SINGLE DETERMINATION

PRESSURLZED OR NONPRESSURIZED INHALATION TREATMENT FOR ACUTE AIRWAY OBSTRUCTION OR FOR SPUTUM

[~ INDUCTION FOR DIAGNOSTIC {EG, WITH AN AEROSOL GENERATOR, NEBULIZER. METERED DOSE INHALER OR
INTERMITTENT POSITIVE PRESSURE BREATHING [IPPB] DEVICE)

I~ REMOVAL IMPACTED CERUMEN REQUIRING INSTRUMENTATION, UNILATERAL

| K1 | ]

I~ Showal ) DELAYED TYPE SPECIFY TESTS

5
i

Figure 4-179: Super-Bill Items Listed by Description

Note: If the descriptions of the Super-Bill items overlap, use
the Cols Up and Down arrows to increase or decrease
the number of columns. The range is 1 to 9. (This
function is currently disabled.)

4.7.2  Query Function

The query function uses the Super-Bills from a specified source to populate the current
Super-Bill category.

Follow these steps to perform a query:

1. Click the Super-Bills button. The Manage Super-Bills dialog opens.

2. Click the Query button. The CPT Query dialog opens.
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CPT Query

| - |
e | omue [z G e
I/ [

v Jv| [ |
I | | [ |

L
EEL——
-
-

Figure 4-180: CPT Query Dialog

3. Inthe Target Super-Bill field, change the Super-Bill by clicking the drop-down
list and selecting another source, as needed.

Note:

An asterisk next to the Super-Bill item indicates the
default category.

4. Inthe From Date and To Date fields, type a date or click the Ellipsis button to
select a date from the calendar. The Select Date dialog opens. Do one of the
following:

Note:

The To Date auto-fills with the current date and the
From Date auto-fills with a date one year in the past.

& sclect Date

Figure 4-181: Select Date Dialog
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a. Click a date on the calendar, and then click OK.
b. In the open field, type T-X (Today minus X days), and then click OK.

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

5. In Data Source, select one or more of the following sources:

e 3rd Party Billing (default)
e PCC (default)
e CHS
6. Inthe Data Sets section, select one or more of the following data sets:

e Medical (default)
e Surgical (default)
e Anesthesia
e Laboratory
e Radiology
e Supplies
7. Inthe Location field do one of the following:

e Begin typing in the field:

a. Type the first few letters of the location, and then press Enter.
The Lookup Location dialog opens with a list of matching
entries.

b. Select the applicable location and click OK.
e Click the Ellipsis button:

a. Inthe Lookup Location dialog, type the first few letters of the
location name in the Search Criteria field.

b. Click Search. The list jumps to the applicable location.

c. Select the location and click OK.
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Lookup Location

BEHAVIORAL HEALTH (TIU) 50UC
CHART REVIEW

CT SCAN

CT 5CAN

DIABETES

LABORATORY
MEMNTAL HEALTH
MUR TCU

MUR MED/SURG
NURSERY

OB WARD
PEDIATRICS
PEDS WARD
PHARMACY
PREMATAL
TELEPHOMNE
TEST CLINIC
TREATMENT CEMNTER
ima clinic

Figure 4-182: Lookup Location Dialog

Your selected location is populated in the Location field of the CPT Query
dialog.

8. Inthe Clinic field do one of the following:
e Begin typing in the field:

a. Type the first few letters of the clinic, and then press Enter. The
Lookup Clinic dialog opens with a list of matching entries.

b. Select the applicable clinic and click OK.
o Click the Ellipsis button:

a. Inthe Lookup Clinic dialog, type the first few letters of the
clinic name in the Search Criteria field.

b. Click Search. The list jumps to the applicable clinic.

c. Select the clinic and click OK.
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Lookup Clinic

ONCOLOGY-HEMATOLOGY
OPFHTHALMOLOGY

OFTOMETRY

ORTHOPEDIC

OTC MEDICATIONS

OTHER

PAIM MANAGEMENT

FEDIAT QUTF USE OF INP TRTM RM
PEDIATRIC

PERIMATOLOGY

PH PREPAREDNESS (BIOTERRORISM)
PHARMALCY

PHARMACY PRIMARY CARE CLINIC
PHN CLINIC VISIT

PHYSICAL THERAFY

PLASTIC SURGERY

PODIATRY

POSTPARTUM

RADIATION EXPOSURE SCREENING
RADIO CALL

RADIOLOGY

REHABILIATION

RESPIRATORY CARE

RETINOPATHY

RHEUMATOLOGY

RYAM WHITE EARLY INTERVENTION
SANDS{STOP ATHER NATY DIA STDY
SCHOOL

SPEECH PATHOLOGY

SPORTS MEDICINE

51D

SURG OUTP USE OF INP TRTMNT RM
SURGICAL

TEEM CLINIC

TELEBEHAVIORAL HEALTH
TELEMEDICINE

TELEPHOME CALL

TFI FRADTO iRy

Figure 4-183: Lookup Clinic Dialog

Your selected clinic is populated in the Clinic field of the CPT Query dialog.

9. Inthe Provider field do one of the following:

e Begin typing in the field:

Type the first few letters of the provider name, and then press
Enter. The Lookup Provider dialog opens with a list of matching
entries.

Select the applicable provider and click OK.
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e Click the Ellipsis button:

a. Inthe Lookup Provider dialog, type the first few letters of the
provider name in the Search Criteria field.

b. Click Search. The list jumps to the applicable name.
c. Select the provider and click OK.

- Search Criteria [
‘d:i‘;,]lte-st,d W i -
=

=

TEST,NURSE
TEST USER

USER,CLERK
USER,DEMO

LSER, NURSE

USER,PHARMACIST

USER,REGRESSION T =

B

Fi

Figure 4-184: Lookup Provider Dialog

Your selected provider is populated in the Provider field of the CPT Query
dialog.

10. In the Provider Class field do one of the following:
e Begin typing in the field:

a. Type the first few letters of the provider class, and then press
Enter. The Lookup Provider Class dialog opens with a list of
matching entries.

b. Select the applicable provider class and click OK.
e Click the Ellipsis button:

a. Inthe Lookup Provider Class dialog, type the first few letters of
the provider class in the Search Criteria field.
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b. Click Search. The list jumps to the applicable provider class.

c. Select the provider class and click OK.

Lookup Provider Class

ACUPUNCTURIST

ADMIMISTRATIVE
ALCOHOLISM/SUBE ABUSE COUNSELOR
AMBULANCE DRIVER
ANESTHESIOLOGIST

APEN PSYCHIATRIC NURSING SPECT
AUDIOLOGIST

AUDICLOGY HEALTH TECHNICIAN
AUDICMETRIC TECHNICIAM
BEHAVIOR ANALYST

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

CARDIOVASCULAR TECHNICIAN
CARDIOVASCULAR TECHNOLOGIST
CASE MAMAGERS

CHAPLAIN

CHIROPRACTOR

CLINIC RN

CLINICAL PHARMACY SPECIALIST
CODING/DATA ENTRY

COMMUNITY HEALTH AIDE
COMMUNITY HEALTH AIDE/PRACT
COMMUNITY HEALTH PRACTITIOMNER
COMMUNITY HEALTH REF
CONTRACT OB/GYM

CONTRACT OPTOMETRIST
CONTRACT PHYSICIAN

CONTRACT PODIATRIST
CONTRACT PSYCHIATRIST
CONTRACT PSYCHOLOGIST
CONTRACT PUBLIC HEALTH MNURSE
CONTRACT S0CIAL WORKER

CRNA

CRNA

MENTAI ASSTETANT

Figure 4-185: Lookup Provider Class Dialog

Your selected provider is populated in the Provider Class field of the CPT
Query dialog.

11. In Max Hits, change the number of returned hits, if needed. The default is 500.

12. Click the Query button. The CPT Query Finished information message appears
listing the total of the frequency count.
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Note: The Query button is grayed out until a selection is made
in one or more of the Clinic or Provider fields.

CPT Query Finished E

[ Query Complete: Total frequency count of the added items is 16. J

g

Figure 4-186: CPT Query Finished

13. Click OK to dismiss the message.

The items appear in the Super-Bill Items group box on the Manage Super-Bills
dialog. (This may take some time, depending on the date range and the clinic.)

Items with only one instance or items that seem inappropriate, such as long
function test in an optometry Super-Bill, can be deleted prior to other users
viewing the Super-Bill.

4.7.3 Resetting the Frequency of Use

The EHR system keeps track of how many times each CPT code is attached to a
service. When copying over a Super-Bill or set of CPT codes from another source, the
tracking information recorded for the copied codes is inherited. To start tracking your
facility’s frequency information, the count of the copied codes can be zeroed out and
restarted. This can be useful when importing Super-Bill.

Follow these steps to reset the frequency tracking information:
1. Select the desired Super-Bill to reset the frequency.

2. Click the Super-Bills button. The Manage Super-Bills dialog opens.

3. In the Super-Bills Items list, click the item or items you want to zero out.

Note: Hold down the Shift key while clicking to select more
than one item to zero out.
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Manage Super-Bills

Super-Bill | CHART REVIEW *

— Super-Gill Items

]

Freq Narrative CPT Unit Charge ﬁ
o 99213 99213
1 ACHE SURGERY 10040 E
] Anesth Chest Lining Biops 00522 m
(] Anesthesia For All Procedures Involving Veins Of Upper Leg, Including Exploration 01260
0 Anesthesia For Open Or Surgical Arthrescopic Procedures On Knee Joint, Mot Othenwise Specified 01400
0 Anesthesia For Procedures On Veins Of Lower Leg, Venous Thrombectomy, Direct Or With Catheter 01522 ﬁ
2 DIAGNOSTIC COLONOSCOPY 45378 ﬁ
4 Drainage Of Skin Abscess 10061
2 Dtap Vaccine < 7 ¥rs Im 30700
4 Flu Vaccine 3 Yrs Im 90657
2 Hep 4 Vacc Pedfadol 2 Dose 50633
3 Hepb Vacc Ill Pat 3 Dose Im 90740
] Insertion Of Tissue Expander(S) For Other Than Breast, Including Subsequent Expansion 11960
0 OFFICE{/QUTPATIENT VISIT ES 99213 —
0 OFFICE/QUTPATIENT VISIT, ES 99213 E
0 OFFICE/QUTPATIENT VISIT, ES 99213
2 Sp Bone Agrft Local Add-On 20936
] Stereotactic Placement Of Infusion Catheter(S) In The Erain For Delivery Of Therapeutic Agent(s), 0169T
Including Computerized Stereotactic Planning And Burr Hole{5)
| Associations

e

CPT Hepb Vacc Il Pat 3 Dose Im v <

Exam Diabetic Foot Exam, Complete v v

Skin Test Tetanus < v _'I

Figure 4-187: Manage Super-Bills with Zero Freq Items Selected

4. Click the Zero Freq button. The Reset Frequency Values information message

appears.

.‘ Reset Frequency Yalues

M[=l E3

NOTE: The frequency values are either populated by a query or incremented when an item is added to a visit.

Yes

[Du you want to reset the frequency values to zero for all selected (1) J ﬁ

item(s) in this pick list?

Figure 4-188: Clear Frequency Values Information Message

5. Click Yes to have the frequency values set to zero for the Super-Bill items

selected.

4.7.4

Managing Super-Bill Items

Holders of the BGOZ VCPT EDIT key can add or edit CPT codes for visits.

To manage Super-Bill items, click the Super-Bills button to display the Manage Super-

Bills dialog.
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Manage Super-Bills

[
e oo -

— Super-Bill Items

Freq  Marrative CPT Unit Charge ﬁ
0 959213 59213
1 ACNE SURGERY 10040 E
0 Anesth Chest Lining Biops 00522 W
0 Anesthesia For All Procedures Involving Veins Of Upper Leg, Including Exploration 01260
0 Anesthesia For Open Or Surgical Arthroscopic Procedures On Knee Joint, Mot Otherwise Specified 01400
0 Anesthesia For Procedures On Veins OF Lower Leg, Venous Thrombectomy, Direct Or With Catheter 01522 E
2 Diagnestic Colonoscopy 45378 ﬁ
4 Drainage Of Skin Abscess 10061
2 Dtap Vaccine < 7 ¥rs Im 90700 E
4 Flu Vaccine 3 ¥rs Im 90657
2 Hep A Vacc Ped/Adol 2 Dose 90633
3 Hepb Vacc Ill Pat 3 Dose Im 90740
0 Insertion OF Tissue Expander(S) For Other Than Breast, Including Subsequent Expansion 11960 [:
] OFFICE/QUTPATIENT VISIT ES 99213
0 OFFICE/QUTPATIENT VISIT, ES 59213 E
0 OFFICE/QUTPATIENT VISIT, ES 59213
2 Sp Bone Agrft Local Add-On 20936
] Stereotactic Placement Of Infusion Catheter(S) In The Brain For Delivery Of Therapeutic Agent(s), 01697
Including Computerized Stereotactic Planning And Burr Hole{5)
. Associations

R e

CPT Anesth Chest Lining Biops vy v

Skin Test Ppd w4 w4

Exam Diabetic Eye Exam vy v _'I

Figure 4-189: Manage Super-Bills Dialog

The Super-Bill drop-down list shows the Super-Bill categories. The items in the
Super-Bill Items group box are the Super-Bill items for the selected category.

Most Super-Bill actions are performed from the Manage Super-Bills dialog. Refer to
the Query Function topic for information on using the Query button, and the Resetting
the Frequency of Use topic for information on using the Zero Freq button.

4.7.4.1 Right-Click Menu

Right-clicking the Super-Bill Items list on the Manage Super-Bills dialog opens the
Options menu. The functionality of the right-click menu options correspond with the
buttons on the right-hand side of the Manage Super-Bills dialog:

e Add
 Edit

o Delete
e Zero Freq
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-Super-Bill Items
Freq Marrative

35213

ACNE SURGERY

Anesth Chest Lining

Add
Anesthesia For &ll Pr - Egit

Anesthesia For Oper Delete

(S I — T — R — R SR

Zero Freq

Diagnostic Colonoso

Figure 4-190: Right-Click Menu

4.7.4.2 Tool Tip

Briefly rest the mouse pointer over a Super-Bill Item in the Narrative column to view a
screen tip containing more detailed information about the item.

Manage Super-Bills

Super-Bill ICHART REVIEW = | Add/Edit Super-Bils |
— Super-Bill Items
Freg  Marrative CPFT Unit Charge ﬁ
0 59213 59213
1 ACNE SURGERY 10040 E
0 Anesth Chest Lining Biops 00522 W
1] AI'IES"‘“':" Cne All Dracadoras Tnacnhines Vnine OF Lnemare Lan Tecdodine Cunlaratian 01260
0 Anes\ ANESTHESIA FOR CLOSED CHEST PROCEDURES; NEEDLE BIOPSY OF PLEURA = 01400
2 Diagnostic Colonoscopy 45378 ﬁ
4 Drainage Of Skin Abscess 10061 ﬁ
2 Ditan Varcine < 7 ¥rs Tm an7on

Figure 4-191: Tool Tip

4.7.5 Adding a New Super-Bill Item

This process adds a new Super-Bill item to the Super-Bill Items panel on the Manage
Super-Bills dialog.

Follow these steps:

1. From the Manage Super-Bills dialog, click Add. The Procedure Lookup dialog
opens.
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Lookup Procedure

Code MNarrative

Figure 4-192: Initial Procedure Lookup Dialog
2. In Lookup Option, click the Lexicon or CPT option button.
3. In Search Criteria, type the first few letters of the procedure.
4. In Included Code Sets, select one or more code sets in which to search:

e Medical (default)
e Surgical (default)
e HPCS (default)

e E&M

e Radiology

e Laboratory

e Anesthesia

e Home Health

5. Click Search. The Lookup Procedure dialog refreshes with a list of matching
procedures.

Note: There is a right-click menu of Text Options on the
Lookup Procedure dialog. Click Display Short Text to
display the abbreviated text, or click Upper-Case to view
the list in upper case.
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Lookup Procedure
L] (s |

Code Marrative
3510F  Daoc Th Scrng-Rslts Interpd
86480  Th Test Cell Immun Measure

86481 ThAgR

87555 M.Tuber  UpperCase
87556  M.Tubercule Dna Amp Proba
87557 M.Tubercule Dna Quant

Figure 4-193: Lookup Procedure Dialog with List of Procedures and Right-Click Menu

Note: If no matching items are found, the Search Criteria field
turns pink. Type a new term and click Search again.

6. Select one of the items and click OK to have the selected item added to the
Super-Bill Items group box on the Manage Super-Bills dialog.

Note: The Return Search Text as Narrative check box (when
selected) enables the EHR to populate the Narrative field
with whatever you enter in the Search Value field.
Otherwise, the Narrative field is populated with the
selected CPT description.
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Manage Super-Bills

Super-Bill | CHART REVIEW = |
— Super-Bill Items
Freg Marrative CPT Unit Charge
0 59213 99213
1 ACNE SURGERY 10040 E
0 Anasth Chest Lining Biops 00522
0 Anesthesia For All Procedures Involving Veins Of Upper Leg, Including Exploration 01260
0 Anesthesia For Open Or Surgical Arthroscepic Procedures On Knee Joint, Not Othenwise Specified 01400
0 Anesthesia For Procedures On Veins Of Lower Leg, Venous Thrombectomy, Direct Or With Catheter 01522 E
2 Diagnostic Celonoscopy 45378 E
4 Drainage OF Skin Abscess 10061
2 Dtap Vaccine < 7 Yrs Im 90700 ﬁ
4 Flu Vaccine 2 ¥rs Im 80657
2 Hep A Vacc Ped/Adal 2 Dose 90633
3 Hepb Vacc Ill Pat 3 Dose Im 90740
0 Insertion OF Tissue Expander{S) For Other Than Breast, Including Subsequent Expansion 11960 [:
0 OFFICE/OUTPATIENT VISIT ES 59213
0 OFFICE/OUTPATIENT VISIT, ES 99213 E
0 OFFICE/QUTPATIENT VISIT, ES 99213
2 Sp Bone Agrft Local Add-On 20936
0 Stereotactic Placement OF Infusien Catheter(S) In The Brain For Delivery Of Therapeutic Agent(5), 0169T
Including Computerized Stereotactic Planning And Burr Hole(S)
Associations
oo .
CPT Anesthesia For Procedures On Veins Of Lower Leg, Yenous Thrombectomy, Direct Or With Catheter vy <
Immunization Cmvig v w4 _'I

Figure 4-194: Manage Super-Bills Dialog with Added Item

The check boxes at the bottom determine the additional requirements for the
association. Associations are used to link additional PCC documentation with a
Super-Bill item, such adding an education topic, a health factor, or an exam to
the procedure. See the Editing the Associations section in the Editing a Super-
Bill I1tem topic for details.

4.7.6  Adding Super-Bill Items to Visit Services/Historical Services

Note: If a visit prior to 10/01/2014 (ICD-10 Implementation) is
selected and an item with an ICD-10 association is selected, or a
visit after 10/01/2014 is selected and an item with an ICD-9
association is selected, the following warning message appears,
You may not use this diagnosis for this visit date, please assign
POV from the IPL.

The following steps provide information for two scenarios:

e When the Super-Bill item does not contain any associations
e When the Super-Bill item does contain associations

Refer to Editing the Associations for more information about Super-Bill item
associations.

Holders of the BGOZ VCPT EDIT key can add Super-Bill items to Visit
Services/Historical Services.
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Super-Bill Item Has No Associations

Selecting a check box in the Super-Bill Items list adds that code to the Visit Services
and Historical Services components.

:}?f& Historical Services L;————— ] v i 2
Wi Dabe | CFT Code | Detcrphon Facdy | Oy | Duagroosia | Prim Modber | Modte 2 [a]
AT 0060 DRAINAGE CF SHN AETIESS Dty Hisspaitsl 1

MATIT 10061  DRAMNAGE OF S0 AESLESS Dy Hozptal 1 H

422007 1422 Deitruction OF E stancres (O Progiedsns Retiropatty leg. Dubef: Aeinopaiy],  Diow Ho 1 -
1] 1|

g! Sepee Ol | Doglyy [ Frog Rark 7 Code | Discription mﬁ"ﬂ

o 10000 - Abecesa. | &0 St 12000 - Fapan. Supe Wnel £ | 120086 - Flepaw, Sape wind, 0| 12014 - Fepss. Sup Wind, 7 120200 - Closure Sanple, Sl

.zt Supeitl = T2 - poae. Supe wiraed ] V20007 « e, Sugr Wired, 01 12015 - Frepuas, Sugs "ahewd ] 12031 - Db, Laper 01 '
bectoc St 1 - Abwcesa, Prchuos [ 12008 - Fospase. Sups Winel (] 12091 - Flepair, Supr'Wind, B 12016 - Plepad, Sups ind. 1] 12000 - Closuns, Lager 0w
':i:l:':"f;t:.l THIOD - Dipbirade, Iriieet Skl ] 12005 - Fiapum, Sope Winel ] 12093 - Flepam, Suge Wi F| 120117 « Flepuas, Sugs "l F] 12034 - Do, Lager 00
1
ptomstry
Oty il | I "_l
¥ Shosed
*  Evaluntion and Mosogamant Visil Benices -
‘— I v Pabort % Establiched ..:'.; _IJ
of Service freel of Servce | Code [Mamaive | O |Dageots | Pren | Modher ] Hodher 2
I C Hustory ard Ewam  Complesty | Appess: Tiwe | CPFT Codes VO0ED  Dionage 0 Skindbicets | E
Lonulshon -] Hugpa Visk 5 = MOET  Dignage 0 SkinAbecess 1 N

|| [y T

Figure 4-195: Super-Bill Items to Visit Services Component

Likewise, if you clear a check box, it removes that code from the Visit Services and
Historical Services components. The Delete Procedure? information message displays.

Delete Procedure? I ]

3/ Are you sure you want to delete this procedure?

Figure 4-196: Delete Procedure Information Message
Click Yes to remove the procedure. (Otherwise, click No.)
Super-Bill Item Has Associations

When the association is set to Default to ADD, the user is asked if they want to save
the associations and they can de-select ones they do not want to use.

[ [ e e

g temndey
™ Showsl

Figure 4-197: Same Super-Bill ltem with Default to Add Association

When you click the Super-Bill item name (item 001 in the example), the Items to Save
dialog displays.
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wm [bems bo Save

Figure 4-198: Iltems to Save Dialog

Click Save to have the Super-Bill item with the checked data types added to the Visit
Services and Historical Services components.

When you click Save and the Education Topic is selected, the Add Patient Education
Event dialog displays.

2% add patient Education Event X
Education Topic: [ABD-NUTRITICN ;I add
(Abdominal Pain)
Cancel
Type of Training: % Indwvidual " Group
Comprehension Lexel: | B =l
Length: i {min) m o

Comment: | Standard
Provided By: [LISER, DEMO -]
Skatus Ot come - 1
" GoalSet " GoalMet ( GoalNot Met |
|
| i

Figure 4-199: Add Education Event Dialog

After you click Add, the topic is added to the Education component (after you change
patients or leave and re-enter the EHR). (Otherwise, click Cancel to not save the topic
in the Education component.)

Likewise, if you clear the check box to delete the CPT code, you will be asked if you
want to delete the other associations, as well.
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Associations to Delete for Ttem: ANESTHESTA FOR €16

mw“ﬁﬂnﬁ;lmwumm -HaE
S s

Daka Type  Diata Record
| T Anesth Chest Drainage
r T Diah manage tm per indiv

Figure 4-200: Iltems to Delete Dialog

You can check any data type. Click Delete to delete the data types associated with the
Super-Bill item in the Visit Services and Historical Services components. (Otherwise,
click Cancel so the Super-Bill item is not changed in either component).

When the association is Auto-Add, then the user is automatically walked through each
item if it requires user intervention. Otherwise, it is automatically added.

4.7.7  Merging Super-Bill tems
Super-Bill items can be merged from one Super-Bill category to another.
Follow these steps to merge Super-Bill items from another source:
1. From the Manage Super-Bills dialog, click the Merge button. The Merge CPT
Super-Bill dialog opens.
NOTE: Will merge CPTs from one category to another 'T!e'
and allow importing of CPT categories.
"G
From | IMMUNIZATION SUPERBILL ]
Figure 4-201: Merge CPT Super-Bill Dialog
2. In the From drop-down menu, select the from source.
3. The To field defaults to the Super-Bill category currently selected in the
Manage Super-Bills dialog. If needed, select a different category to move the
items to in the From drop-down menu.
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4. Click Merge. The items are added to the Super-Bill Items list.

4.7.8  Deleting Super-Bill tems

This process deletes one or more Super-Bill items in the Super-Bill Items group box of
the Manage Super-Bills dialog.

Follow these steps to delete one or more quick-pick items:

1. From the Manage Super-Bills dialog in the Super-Bill drop-down menu, select
the Super-Bill from which you want to remove an item.

2. Highlight the item or items you want to delete on the Manage Super-Bill Items
dialog. Hold down the Ctrl key while clicking to select multiple items.

3. Click Delete. The Delete (Number Of) Items information message opens.

.‘ Delete 2 Items =]

Yes

(Are you sure that you want to delete the 2 selected Il:em{s]?:) E

Figure 4-202: Delete Items Information Message

4. Click Yes. The item or items are removed from the Super-Bill list.

4.7.9  Editing a Super-Bill Item

This process edits a selected Super-Bill item in the Super-Bill Items panel on the
Manage Super-Bills dialog.

Follow these steps to edit a Super-Bill item:

1. Highlight the Super-Bill item that you want to edit in the Super-Bill Items
panel on the Manage Super-Bills dialog.

2. Click the Edit button. The Edit Super-Bill Item dialog opens.
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Edit Super-Bill Item

Data Record

CPT Abscess, 1 & D, Skin Complicat

Exam Alcohol Screening

Health Factor Elind

Health Factor Do/Practice

Health Factor Smoke Free Home

Health Factor Inactive

Health Factor Barriers To Learn-Cognitive Impairment
CPT Maodifier Endoscopic Surgery

CPT Modifier Microsurgery

LI IR S IR AR IR IS B
1| Opcl OO0 ORCH O fCT sl
EUIRCUIRE I R AR IR IR IR

Education Topic Bum-Wound Care

Figure 4-203: Edit Pick-List Dialog
Rename the Super-Bill Item

1. Inthe Narrative field, edit the information as needed. This field has a right-
click menu to aid in editing the text.

2. When finished, click OK. The Narrative is updated for the Super-Bill item.
Editing the Associations

Associations can be added, edited, or deleted for the Super-Bill item. Use the Add,
Edit, or Delete buttons or the Options right-click menu to access these functions from
the Edit Super-Bill Item dialog.

Add an association:

1. To add an association, click the Add button. The Add Association dialog
displays.
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Add Association

C cpT

" CPT Modifier
~ Education Topic
= Exam

" Health Factor
" 1CD Procedure
' Immunization
™ Skin Test

" SNOMED Dx

[¥ autamatically Add  {require)
[~ Default to Add {checkad)
[+ Don't Add if already entered in Visit

Figure 4-204: Add/Edit Pick-List Association Dialog

2. Inthe Lookup Table section, select an option button. Depending on the button
selected, complete the steps, as applicable:

e CPT:

a. Click the CPT option button. The Lookup Procedure dialog opens.
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Lookup Procedure

Code Marrative
A4911  Drain Bag/Bottle
A7040  One Way Chest Drain Valve

Figure 4-205: Lookup Procedure Dialog
b. In Lookup Option, select the Lexicon or CPT option button.
c. In Search Criteria, type a search term.

d. In Included Code Sets, select one or more check boxes to include the
code sets in the search results.

Medical (default)

Surgical (default)

HPCS (default)

E&M

Radiology

Laboratory

Anesthesia

Home Health

e. Click Search. A list of CPT Codes is returned.

O O O 0O o o o o

f. Click a CPT Code, and then click Select. The CPT Code is added to the
Edit Super-Bill Item dialog Associations list.

e CPT Modifier:

a. Click the CPT Modifier option button. The Lookup CPT Modifiers
dialog opens with a list of CPT Modifiers.
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Lookup CPT Modifiers

Search Criteria S
Select
Cancel
Select one of the following records
Code  CPT Modifier
0A BRCAL [HEREDITARY BREAST/OVARIAN CANCER) -
0B BRCAZ (HEREDITARY BREAST CAMCER)
oc MEUROFIBROMIN (NEUROFIBROMATOSIS, TYPE 1)
oo MERLIN {NEUROFIBROMATOSIS, TYPE 2)
DE C-RET {(MULTIPLE EMDQCRINE MEQPLASIA, TYPES 24/B, FAMILIAL ME
oF WHL {VON HIPPEL LINDAU DISEASE, REMAL CARCINGMA)
0G SDHD {HEREDITARY PARAGANGLIOMA)
0oH SDHB (HEREDITARY PARAGANGLIOMA)
01 ERREZ, COMMONLY CALLED HER-Z/NEU
0l MLH1 {(HNPCC, MISMATCH REPAIR GENES)
0K M5H2, M5HE, OR PM52 (HNPCC, MISMATCH REPAIR GENES)

oL APC (HEREDITARY POLYPQSIS COLI)

oM RE (RETINOBLASTOMA]

oM TP53, COMMOMNLY CALLED P33

0o PTEN {COWDEN'S SYNDROME)

op KIT, ALSO CALLED CD117 (GASTROINTESTINAL STROMAL TUMOR]

0z SOLID TUMOR GENE, NOT OTHERWISE SPECIFIED

10 ENDOSCOPIC SURGERY

14 WT1 ORWT2 (WILM'S TUMOR)

1E PAXZ, PAXT, OR FOXO1A (ALVECLAR RHAEDOMYOSARCOMA)

1cC FLIL, ERG, ETV1, QR EWSR1 (EWING'S SARCOMA, DESMOPLASTIC ROU
10 DOIT3 OR FUS (MYXOID LIPOSARCOMA)
1E MR4A3, RBFS6, OR TCF12 (MYXOID CHONDROSARCOMA) %

Figure 4-206: Lookup CPT Modifiers
b. Select a CPT Modifier from the list.
Or

c. In Search Criteria, type a search term and then click Search. The
Lookup CPT Modifiers list refreshes with matching CPT Modifiers.
Select a CPT Modifier from the list.

d. Click the Select button. The CPT Modifier is added to the Edit Super-
Bill Item dialog Associations list.
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e Education Topic:

a. Click the
Selection

Education Topic option button. The Education Topic
dialog opens.

b. Select one of the following tabs at the top of the dialog:

o Category List tab

Education Topic Selection

-:l C_ategury
= st

~, Name
7~ Lookup |

ry. Disease & j Procedure & SECT

ABDOMINAL PAIN

ANTIBIOTIC RESISTENCE
ANTIBIOTIC ASSOCIATED DIARRHEA
=] ANTICOAGULATION
Anatomy & Physiology
Complications
Disease Process
Follow-Up
Literature
Lifestyle Adaptations
Medications
Medical Nutrition Therapy
Nutrition
Pre-Conception Care
Safety
Self Management Plan
Tests
Tobacco
ACNE

ADJUSTMENT DISORDERS
ADMISSION TO HOSPITAL
ADVANCE DIRECTIVES
ADMINISTRATIVE FUNCTIONS
ALLERGIES

ALZHEIMERS DISEASE
AMPUTATIONS

ANEMIA

ANESTHESIA

ALCOHOL AND OTHER DRUGS
ASSAULT, SEXUAL

ASTHMA

AUTOIMMUNE DISORDERS
BARIATRIC SURGERY
BIPOLAR DISORDERS

BELLS PALSY
BREASTFEEDING
BEHAVIORAL AND S50CIAL HEALTH
BITES, ANIMAL AND HUMAN
BLOOD TRANSFUSIONS
BURNS

BIOLOGICAL WEAPONS
CANCER

CORONARY ARTERY DISEASE
CHILD BIRTH

ABUSE AND NEGLECT (CHILD OR ELDER)

ATTENTION DEFICIT HYPERACTIVITY DISORDER

Topic Entry Topic Entry
S| 3

Display
Qutcome &

;I Standard

i

Figure 4-207: Category List Tab of Education Topic Selection Dialog

Click the Plus sign (=) to expand a category.
Select a topic.

Click the Select button. Your selection is added to the Edit
Super-Bill Item dialog Associations list.

0 Name Lookup tab
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Education Topic Selection

o
wr-l Category -, Name *X_ Disease & Procedure & Select
R st 7~ Lookup Topic Entry =" Topic Entry
e —

IVZ--J)IbE"

Education Topic

Bells Palsy-Anatomy & Physiology
Bells Palsy-Complications

Bells Palsy-Disease Process

Bells Palsy-Follow-Up

Bells Palsy-Help Line

Bells Palsy-Literature

Bells Palsy-Medications

Bells Palsy-Pain Management
Display
Qutcome &
Bells Palsy-Treatment Standard

Bells Palsy-Tests

i

Figure 4-208: Name Lookup Tab of Education Topic Selection Dialog

I.  Inthe Search Criteria field, begin typing the first few letters
of the Education Topic to search for. The list narrows as you

type.
ii.  Select the desired Education Topic.

iii.  Click the Select button. Your selection is added to the Edit
Super-Bill Item dialog Associations list.

e Display Outcome & Standard button:

The Display Outcome & Standard button on the Category List and Name
Lookup tabs of the Education Topic can be clicked once a topic is selected
to view the Outcome and Standard information for the topic. Click OK to
dismiss the message.

=

ATTENTION DEFICIT HYPERACTIVITY DISORDER-COMPLICATIONS
OUTCOME:

will the and af ADHD.

STAMDARD:
LDiscuss that ADHD is part of a spectrum of, and may co-exist with oth i inchuding | Defiant Disorder

and Conduct Disorder.

v dy oft i the homes of persons with ADHD, and that usual disciplinary measures are
often not effective with children with ADHD.
3.Discuss that growth delay is often a probik dth treated and f ADHD and may requin by & registered dietitian,
Refer to “ADHD-N Nutrition”.
4.Descuss that persons with ADHD are at ncreased risk of uries.
5.Discuss that persons with ADHD often have problems with keaming and behavior at school and other organized activities.

Figure 4-209: Standard Information Message

0 Disease & Topic Entry tab
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Education Topic Selection

-f:l Categeory D) Name iy, Disease & \/ Procedure & :]
L List 47 Lookup Topic Entry =" Topic Entry
Enter both the Disease [ Condition [ Iliness and the Topic for the E
Education activity.
Disease |/ Condition / Iliness Selection
‘ Disease [ Illness | tuberculosis E ‘
Topic Selection
ANATOMY AND PHYSIOLOGY
COMPLICATIONS
DISEASE PROCESS
EQUIPMENT

EXERCISE

FOLLOW UP

HOME MAMAGEMENT
HYGIENE

LITERATURE

MEDICATIONS

NUTRITION

FREVENTION

FROCEDURES

SAFETY

TESTS

TREATMENT

MEDICAL NUTRITION THERAFY

LIFESTYLE ADAFTATION

o

Figure 4-210: Disease & Topic Entry Tab of the Education Topic Selection Dialog

In the Disease/llIness field, type a disease, condition, or
iliness and click the Ellipsis button or press Enter. The
SNOMED CT Lookup dialog opens with your term
populated in the Search field. Refer to the Using the
SNOMED CT Lookup Dialog topic for instructions on using
this dialog.

Once you've selected a SNOMED CT code, your entry is
populated in the Disease/llIness field of the Education Topic
Selection dialog, Disease & Topic Entry tab.

In Topic Selection, select a topic to associate the education
topic to.

Click the Select button. Your selection is added to the Edit
Super-Bill Item dialog Associations list.

0 Procedure & Topic Entry tab
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Education Topic Selection

~) Name

Categery
E 7~ Lookup

List

Enter both the CPT Service and the Topic for the Education activity.

CPT

| 9;TopicEntnr jTopicEnmr

Sdet

i

Disease & Procedure &

’V CPT ITuhercqusis of subcutaneous cellular tissue E

 Topic Selection

|ANATOI'~1Y AND FHYSIOLOGY
COMPLICATIONS

DISEASE PROCESS
EQUIPMENT

EXERCISE

FOLLOW UP

HOME MANAGEMENT
HYGIENE

LIFESTYLE ADAPTATION
LITERATURE

MEDICATIONS

NUTRITION

PREVENTION

PROCEDURES

SAFETY

TESTS

TREATMENT

MEDICAL NUTRITION THERAPY

i

Figure 4-211: Procedure and Topic Entry Tab of the Education Topic Selection Dialog

e Exam:

In the CPT field, type a CPT term and click the Ellipsis
button or press Enter. The Lookup Procedure dialog opens
with your term populated in the Search field. Refer to the
Adding a New SuperBill Item topic for instructions on using
this dialog.

Once you've selected a CPT CT code, your entry is
populated in the CPT field of the Education Topic Selection
dialog, Procedure & Topic Entry tab.

In Topic Selection, select a topic to associate the education
topic to.

Click the Select button. Your selection is added to the Edit
Super-Bill Item dialog Associations list.

a. Click the Exam option button. The Lookup Exams dialog opens.
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Lookup Exams

Search Criteria

Zi")ﬁ"“ “Seard”| =

select one of the following records
Exam

ALCOHOL SCREEMING

AUDITORY EVOKED POTENTIAL
BIMS

COLOR BLINDMESS

DENTAL EXAM

DEPRESSION SCREEMING

DIABETIC EYE EXAM

DIABETIC FOOT EXAM, COMPLETE
EYE EXAM - GEMERAL

FALL RISK

FOOT EXAM - GEMERAL

FOOT INSPECTION

INTIMATE PARTMNER VIOLEMCE
MEWBORN HEARING SCREEN (LEFT)
MEWBORN HEARING SCREEM (RIGHT)
NUTRITIOMAL RISK SCREEMING
SUICIDE RISK ASSESSMENT

VTE RISK ASSESSMENT

Figure 4-212: Exam Dialog
b. Select an Exam from the list.
Or

c. In Search Criteria, type a search term and then click Search. The Exam
list refreshes with matching exams. Select an exam.

d. Click the Select button. The Exam is added to the Edit Super-Bill Iltem
dialog Associations list.

e Health Factor:

a. Click the Health Factor option button. The Health Factor Selection
dialog opens.
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Health Factor Selection

OTHER w
[=] ACTIVITY LEVEL

Active

Inactive E

Some Activity
Very Acive
ALCOHOL{DRUG
ASTHMA TRIGGERS
BARRIERS TO LEARNING
CONFIDENCE IN MANAGING HEALTH PROBLEMS
DIABETES SELF MONITORING
ECOG PERFORMANCE STATUS
LEARNING PREFERENCE
OCCUPATION
TB STATUS
TOBACCO (EXPOSURE)
TOBACCO (SMOKELESS - CHEWING/DIP)
TOBACCO (SMOKING)

Figure 4-213: Health Factor Selection Dialog
b. Click the Plus sign (=) to expand a category.
c. Select a Health Factor from the list.

d. Click the Select button. Your selection is added to the Edit Super-Bill
Item dialog Associations list.

e |CD Procedure:

a. Click the ICD option button. The Lookup ICD Procedure dialog opens.
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Lookup ICD Procedure

Search Criteria

TSelect |

zg) I suture

s =

Select one of the following records
Code ICD Procadure

02.01  LINEAR CRANIECTOMY

02.11  SIMPLE SUTURE OF DURA
4.3 PERIPHERAL NERVE SUTURE
06.95 THYROID SUTURE

08.31  PTOSIS REP-FRONT MUS SUT
08.42 SUTURE ENTROPIOM REPAIR
11,31  SUTURE CORMNEA LACERATION
12.81 SUTURE SCLERAL LACER

18.4 SUTURE EXT EAR LAC

21.81 MASAL LACERATION SUTURE
24.32  SUTURE OF GUM LACERATION
25,31 SUTURE OF TONGUE LACERAT
26,41  SUTURE OF SALIV GLND LaC
27.31  SUTURE OF LIP LACERATION
27.52  SUTURE OF MOUTH LAC NEC
27.61 SUTURE OF PALATE LACERAT
29.31 SUTURE OF PHARYMNGEAL LAC
31.61 SUTURE OF LARYNGEAL LAC
31.71  SUTURE OF TRACHEAL LACER
33.41 BROMCHIAL LACERAT SUTURE
3471  SUTURE CHEST WALL LACER
34.82 SUTURE DIAPHRAGM LACERAT
39.30  SUTURE OF VESSEL MOS %

| »

Figure 4-214: Lookup ICD Procedure Dialog

b.

In Search Criteria, type an ICD Procedure term and then click Search.
The ICD Procedure list refreshes with matching procedures.

Select an ICD Procedure.

Click the Select button. The ICD Procedure is added to the Edit Super-
Bill Item dialog Associations list.

e Immunization:

a.

Click the Immunization option button. The Vaccine Selection dialog
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C

opens.

Yaccine Selection

Search Criteria

S

i

i

" Active Vaccines
" Active Vacines wyLot Number
= Al Vaccines

Select from one of the following items

Description Inactive
ADENOVIRUS, NOS Adenovirus vaccine, NOS ¥ el
ADENOVIRUS, TYPE 4 Adenovirus vaccine, type 4, live, oral ]
ADENGVIRUS, TYPE 7 Adenavirus vaccine, type 7, live, oral v
ADENOVIRUS, TYPES 4&7 Adenovirus, type 4 and type 7, live, oral v
ANTHRAX Anthrax vaccine ¥
BCG Bacillus Calmette-Guerin vaccine <
BOTULINUM ANTITOXIN Botulinum antitoxin o
CHOLERA Cholera vaccine, intramuscular v
CMVIG Cytomegalovirus immune globulin, intravenous
DENGUE FEVER Dengue fever vaccine v
DIPHTHERIA ANTITOXIN Diphtheria antitoxin v
DT (PEDIATRIC) Diphtheria and tetanus toxaids adsorbed for pediatric use
DTAP Diphtheria, tetanus toxoids and acellular pertussis vaccine
DTAP, 5 PERTUSSIS ANTIGENS Diphtheria, tetanus toxoids and acellular pertussis vaccine, 5 pertussis antigens 7
DTAR, NOS Diphtheria, tetanus toxoids and acellular pertussis vaccine, NOS v
DTAP-HIB DTaP-Haemophilus influenza type b conjugate vaccine s
DTP Diphtheria, tetanus toxoids and pertussis vaccne v
DTP-HIE DTP-Haemephilus influenza type b conjugate vaccine v
DTP-HIB-HEP B DTP-Haemophilus influenzae type b conjugate and hepatitis b vaccine v
DTaP,IPV Hib,HepB Diphtheria, Tetanus, Acell Pertussis Absorbed, Inactiv Polio, HIB Conj, Hep B o
DTaP-Hep B-IPY DTap- hepatitis B and poliovirus vaccine
DTaP-Hib-1PYV DTaP-Hib-1PV v
DTaP-IPY Diphtheria, tetanus toxoids and acellular pertussis, and poliovirus, inactivated
DTaP-TPY-HIB-HEP B, historical DTaP-1PV-HIB-HEP B, historical ¥ _v)l/,

b.

Figure 4-215: Vaccine Selection Dialog

Select an Immunization from the list.
Or

In Search Criteria, type a search term and then click Search. The
Immunization list refreshes with matching entries.

If needed, select one of the following option buttons to filter the list:

0 Active Vaccines

0 Active Vaccines w/Lot Number
o All Vaccines

Select an Immunization.

Click the Select button. The Immunization is added to the Edit Super-
Bill Item dialog Associations list.

e Skin Test:

a. Click the Skin Test option button. The Lookup Skin Test dialog opens.
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Search Criteria [ ]
e Lo
Z

select one of the following records
Code SkinTest
PFD PRD

TETANUS  TETANUS

Figure 4-216: Lookup Skin Test Dialog
b. Select a Skin Test from the list.
Or

c. In Search Criteria, type a search term and then click Search. The Skin
Test list refreshes with matching entries.

e SNOMED Dx:

Click the SNOMED Dx option button. The SNOMED CT Lookup dialog
opens. Refer to the Using the SNOMED CT Lookup Dialog topic.

Your selection is added to the Edit Super-Bill Item dialog Associations list.

In the Add Association dialog, the check boxes at the bottom determine the
additional requirements for the association. Associations are used to link
additional PCC documentation with a Super-Bill item, such adding an
education topic, a health factor, or an exam to the procedure.

IV Automatically Add  (require)
[T Default to Add {checkad)
[+ Don't Add if already entered in Visit

Figure 4-217: Check Boxes for Associations

3. When you select a CPT code that has associations, they may appear with the
following features:
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Code Meaning

Adding the association is mandatory when using the
CPT code from the picklist.

The association is marked as a default, but might be
unchecked and not added as a data element.

Automatically Add (Require)

Default to Add (Checked)

Do Not Add if already The association will not be added if it has already been
entered in visit documented on today’s visit.

Note: Either Automatically Add or Default to Add can be
checked, but not both.

4. After completing the Add Pick-List Association dialog, click OK. This adds
the association for the selected Pick-List item on the Manage Super-Bills
dialog.

5. If needed, the ICD Procedure can be removed from the association you just
created by clearing the check box next to the super-bill item on the main
Super-Bill screen. The Associations to Delete for Item: (item you just added)
dialog opens.

Associations to Delete for Ikenm: SPECIALTY ABSORPTIYE DRESSING, ...

The following items are associated with the selected CPT -

code and may be selected for deletion: E

Data Type Diata Record
7 CPT Abzorpt Drg <=16 5q In W/O B
- ICD Procedure  CLOSED VALVOTOMY NOS

Figure 4-218: Associations to Delete Dialog

a. Select the ICD Procedure check box.

Note: The CPT check box is pre-selected and cannot be
edited.

b. Click Delete. The ICD Procedure is removed.
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Edit an Association

1. To edit an association, select an Association from the list on the Edit Super-
Bill Item dialog and click the Edit button. The Edit Association dialog
displays, pre-populated with data from the selected Association. Immunization
is used as an example in these steps.

Edit Association

C cPT

" CPT Modifier
" Education Topic
™ Exam

" Health Factor
' ICD Procedure
5 Immunization
" =kin Test

" SNOMED Dx

IHEp &, Ped/Adol, Z Dose n

[ Automatically Add  ({require)
[T Default to add (checked)
[¥ Don't Add if already entered in Visit

Figure 4-219: Edit Association Dialog

2. Inthe Immunization field, you can delete the text and type a new term, or click
the Ellipsis button. The dialog applicable to the selected association opens,
which is the Vaccine Selection dialog in this case.
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Yaccine Selection

—— |

Immunization Description
HEP A, PED/ADOL, 2 DOSE  Hepatitis A vaccng, pediatric/adolescent dosage, 2 dose schedule

Figure 4-220: Vaccine Selection Dialog with Existing Search Results
3. In Search Criteria, delete the existing entry and type a new search term.

4. Click Search. The list refreshes with results of the new search.

¥Yaccine Selection

Immunization

HEP B, ADOLESCENT OR PEDIATRIC  Hepatitis B vaccine, padiatric or pediatric/adolescent dosage
HEP B, ADOLESCENT/HIGH RISK INFA  Hepatitis B vaccine, adolescent/high risk infant dosage

HEP B, DIALYSIS Hepatitis B vaccing, dialysis patient dosage

HEP B, NOS Hepatitis B vaccine, NOS

HEP B,ADULT Hepatitis B vaccine, adult dosage

Figure 4-221: Vaccine Selection Dialog with New Search Results

5. Select a new item, and then click Select. The Association is updated in the Edit
Super-Bill dialog Associations list.

Delete an Association
1. To delete an association, select an association from the list on the Edit Super-
Bill Item dialog. To select multiple associations, press the Ctrl key and select
the desired associations.

2. Click the Delete button. A Delete Associations information message opens.
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.‘ Delete Associations [_ O]
r ]
Yes

(:Are you sure that you want to delete the selected Association {5]?:) E

Figure 4-222: Delete Associations Dialog

3. Click Yes. The Edit Association dialog refreshes with the selected Associations
deleted.

Note: The Associations listed in the Association Lookup Table
can also be deleted from the respective application. For

example, an exam association can also be deleted from
the Wellness tab.

4.7.10 Using the SNOMED CT Lookup Dialog

The SNOMED CT Lookup dialog is used to associate SNOMED CT codes with
certain Super-Bills. Refer to the Editing a Super-Bill Item topic for details.

In the SNOMED CT Lookup dialog:

SNOMED CT Lookup E

Diagnosis Lookup: € Fully specified name

& Synonpm Search Date: |04;2932014 j
Magimum Fesults: ™ 26 € B0 O 100 200 ¢ ALL

Search: IIaceration

IHS SHOMED I ALL SMOMED |
LISubset """"

Froblem iz a' relationship | Mapped ICD I;
Subset: Laceration synanym for Laceration - injury (disorder] arae
iz a Injury by mechanizm [dizordar)
Asthma - iz &‘Wound [disorder
Behavioral Health i
Cardiclogy
Cog Funct Status ]
CUM Problems — Sealp laceration
Dental iz a Laceration of head [diorder)
ENTG | iz a Scalp injury [dizorder)
ve General T e : : : :
Family Histary LI Facial laceration Facial laceration (disorder) 87340

iz a Injury of face [disorder)
= iz a Laceration of head [disorder)

Laceration of epe Laceration of globe of eye [disorder] 8714
iz a Injury of globe of eye [dizorder)
| iz a Laceration of eye region [dizoder]
Laceration of leg synonym for Laceration of lower limb [dizonder) 834.0 T
iz & Injury of lower extremity [dizorder)
= iz a Laceration - injury [disorder]

Laceration of lip Laceration of lip [disorder) a7343
iz a Facial laceration [disarder]
iz a Imjury of lip [digorder)
iad iz a Laceration of oral cavity [disorder]

Laceration of arm synonym for Laceration of upper limb [dizorder) 8840
iz & Injury of upper extremity [dizorder)
i iz a Laceration - injury [disorder)

Laceration of hip Laceration of hip [dizarder) 890.0
iz a Injury of hip region [dizorder)
iz & Laceration of lower limb [dizorder)
el iz a Laceration of kunk [disarder)

Laceration of toe Laceration of toe [disorder) 8930
iz & Injury of tos (disorder]

Select Cancel

Figure 4-223: SNOMED CT Lookup Dialog
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1. In Diagnosis Lookup, select one of the following option buttons:

e Fully specified name (default)
e Synonym
2. In Maximum Results, you can specify one of the following restrictions on the
number of returned items:
e 25 (default)
e 50
e 100
e 200
e ALL

3. In Search Date, you can change today's date by clicking the drop-down arrow
to open the calendar and selecting a new date.

4. In Subset, select a subset or multiple subsets to narrow the results.
5. In Search, type a search term.

6. Click the IHS SNOMED or ALL SNOMED button. A list of matching
problems is returned.

7. Select a problem and then click Select. The problem is added to the Super-Bill
Association.

4.7.11 Exporting Super-Bill tems

This process exports the selected Super-Bill items to a file on your hard drive or
network.

Follow these steps to export Super-Bill items:

1. Highlight one or more items in the Super-Bill Items group box of the Manage
Super-Bills dialog that you want to export as a super-bill.

2. Click the Export button. The Export Super-Bill dialog opens.
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" Export Super-Bill

Savein:l g Deskiop j (G A

2014 1:58 PM 2G5 File

Recent Places

1| | 0

File name: Itest 2 j Save I

Save az type: ISupE[Bi"S [F.zge] j Cancel |
o

Figure 4-224: Export Super-Bill Dialog

3. Inthe Save in field, select the location where you want to save the export.
4. In File name, type a name for the file.
5. Click Save. The item is exported.

6. When the export process is finished, a Category Exported information message
appears, confirming the export to the selected location. Click OK to dismiss the

message.

Cateqory Exported Ei

I.-/"_"\-.I Categary was saved ko the File named:

k.

—_ CiUsersihelena. gilbert\Deskkophtest 2.zgs

Figure 4-225: Category Exported Information Message

4.7.12 Importing Super-Bills

You can import Super-Bill items from a file that resides on your hard drive or
network.

Addendum to User Manual Updated Components
June 2015
216



Electronic Health Record (EHR) Version 1.1 Patch 14

Follow these steps to import a Super-Bill:

1. From the Manage Super-Bills dialog, click the Import button. The Import
Super-Bill dialog opens.

Import Super-Bill lkems

Select which entries you wish to import, then click Import

— Super-Bill Items
Freq CPT Marrative CPT Name Fez  Result m
7 1 A4206 1 cc sterile syringefnesdle 1 Cc Sterile 5 1= ﬂ
2 12 27290 AMPUTATION OF LEG AT HIP Amputation O e
[¢ 2 44950 APPENDECTOMY Appendectom
v 1] 1005F  ASTHMA SYMPTOMS EVALUATE Asthma Symp
7l 7 2000F  BLOOD PRESSURE MEASURE Blood Prassur
v 2 Q0035 Cardiokymoagraphy Cardickymogr
7l 1 E0459  Chest wrap Chest Wrap
v 3 44339  COLONOSCOPY WITH BIOPSY Colonoscopy \
v 2 66770 REMOVAL OF INNER EYE LESION Cyst Of Eye
v 1 0041T DETECT UR INFECT AGNT W/CPAS Detect Ur Infe
v 2 GO108 Dizb manage trn per indiv Digb Manags
v 1 25000  INCISION OF TENDON SHEATH Incision Of Te
v 4 11960 INSERT TISSUE EXPAMDER(S) Insert Tissue —
7l 4 37250 IV US FIRST VESSEL ADD-ON Iv Us First Ve
v 1 J1051 MEDROXYPROGESTEROME INJ Madroxyproge
7 1 11030 Methylprednisclone 40 mg inj Methylprednis
v 1 11040 Methylprednisclone 30 mg inj Methylprednis
v 1 5111 One dx haad/nack m1 maks rec Oinr T Head ﬂ

Figure 4-226: Open Dialog
2. Clear the check box next to any files you do not want to import.
a. Alternatively, you can click the Select All or Unselect All button.
e Alternatively, you can click the Select All or Unselect All button.
3. Click Import. The item or items are added to the Super-Bill Items panel on the

Manage Super-Bills dialog.

4.7.13 Managing Super-Bill Categories

Super-Bill Categories can be managed from the Manage Super-Bills dialog using the
Add/Edit Super-Bills button.
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| Manage Super-Bills

|

i

99213

Acne Surgery

Acne Surgery

Admin Hepatitis B Vaccine
Admin Hepatitis B Vaccine
Admin Influenza Viris Vac
Admin Influenza Virus Vac
Alginate Dressing <=16 5q In
Alginate Dressing <=16 5g In
Anesth Chest Lining Biops
Anesth Chest Lining Biopsy
Anesth Chest Lining Biopsy
Anesth Salivary Gland

Anesth Trachea Bronchi Surg
Anesth Upper Leg Veins Surg
Anesthesia For All Procedures Invohving Veins Of Upper Leg, Induding Expleration
Application Of Paste Boot

onononaammﬂnnnunaé‘

Color Blindness
Anesth Collar Bone Biopsy
Tx In Progress
CSY CPT Modifier  Altersd Surgical Field
Health Factor Some Activity
SHOMED DX Tuberculosis Of Subcutaneous Cellular Tissue
Education Topic  Acne-Complications
SHOMED DX Tuberculosis Of Subcutaneous Callular Tissue

RN YEN SN SES
N OENC RN GRS

Figure 4-227: Add/Edit Super/Bill Button on the Manage Super-Bills Dialog

4.7.14 Adding a Super-Bill Category
To add a new Super-Bill Category, follow these steps:

1. From the Manage Super-Bills dialog, click the Add/Edit Super-Bills button.
The Manage Categories dialog opens.

2. From the Manage Categories dialog, select one of the following to perform the
applicable action:
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| Manage Categories

Location __ Clinic Provider Disclpline Ovimer

_ORTHO TEST CLINIC DAY SURGERY USER,DEMO ORTHOPEDIST USER,DEMO
Categery by Clinic Diabetic DIABETIC USER,DEMO
Category by Discipline Cardiologist CARDIOLOGIST USER,DEMO
Category by Hosp Location - TEST CLINIC  TEST CLINIC USER,DEMO
Category by Provider User, Demo USER,DEMO USER,DEMO
Category by Provider, Test GENERAL DIABETIC FOOT CLINIC DISEASE CONTROL PROGRAM  USER,DEMO
CHART REVIEW * USER,DEMO
CHEST TEST USER,DEMO
C€Z Hip for Zavala, Test ZAVALATEST USER,DEMO
CZ Pulmonary USER,DEMO
GPRA SERVICES

JACKS SUPERBILL TEST USER,DEMO
MARKS USER,DEMD
MARY TEST USER,DEMO
New: Category USER,DEMO
NewImport USER,DEMO
NURSE SUPERBILL USER,DEMO
OB GYN SUPERBILL USER,DEMO
OldExportSB USER,DEMO
PAIN USER,DEMO
Testimport USER,DEMO
ZAVALA CATEGORY USER,DEMO

Figure 4-228: Manage Categories Dialog
3. Click the Add button. The Add Category dialog opens.
Add Category
[ Save |

[ Cancel |

Figure 4-229: Completed Add Category Dialog
4. In Category Name, type a name for the new category.

5. In Hosp. Location, type a hospital location, or click the Ellipsis button to select
one from the Lookup Location dialog.

Addendum to User Manual Updated Components
June 2015

219



Electronic Health Record (EHR)

Version 1.1 Patch 14

Lookup Location

BEHAVIORAL HEALTH (TIU) 50UC
CHART REVIEW

CT SCAN

CT 5CAN

DIABETES

LABORATORY
MEMNTAL HEALTH
MUR TCU

MUR MED/SURG
NURSERY

OB WARD
PEDIATRICS
PEDS WARD
PHARMACY
PREMATAL
TELEPHOMNE
TEST CLINIC
TREATMENT CEMNTER
ima clinic

Figure 4-230: Lookup Location Dialog

a. Inthe Search Criteria field, begin typing the first few letters of the
hospital location. The list jumps to the applicable location.

b. Click OK. Your selection populates in the Hosp. Location field.

6. In Clinic, type a clinic name, or click the Ellipsis button to select one from the

Lookup Clinic dialog.
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Lookup Clinic

U — -

ONCOLOGY-HEMATOLOGY
OPFHTHALMOLOGY

OFTOMETRY

ORTHOPEDIC

OTC MEDICATIONS

OTHER

PAIM MANAGEMENT

FEDIAT QUTF USE OF INP TRTM RM
PEDIATRIC

PERIMATOLOGY

PH PREPAREDNESS (BIOTERRORISM)
PHARMALCY

PHARMACY PRIMARY CARE CLINIC
PHN CLINIC VISIT

PHYSICAL THERAFY

PLASTIC SURGERY

PODIATRY

POSTPARTUM

RADIATION EXPOSURE SCREENING
RADIO CALL

RADIOLOGY

REHABILIATION

RESPIRATORY CARE

RETINOPATHY

RHEUMATOLOGY

RYAM WHITE EARLY INTERVENTION
SANDS{STOP ATHER NATY DIA STDY
SCHOOL

SPEECH PATHOLOGY

SPORTS MEDICINE

51D

SURG OUTP USE OF INP TRTMNT RM
SURGICAL

TELEBEHAVIORAL HEALTH
TELEMEDICINE
TELEPHOME CALL

TFI FRADTO iRy

Figure 4-231: Lookup Clinic Dialog

a. Inthe Search Criteria field, begin typing the first few letters of the
clinic. The list jumps to the applicable clinic.

b. Click OK. Your selection populates in the Clinic field.

7. In Provider, type a provider name, or click the Ellipsis button to select one
from the Lookup Provider dialog.
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Lookup Provider

USER,CLERK

USER,DEMO

USER, NURSE

USER PHARMACIST
USER,REGRESSION T

B R T L T

L S

e rw | A

Figure 4-232: Lookup Provider Dialog

a. Inthe Search Criteria field, begin typing the first few letters of the
provider's name. The list jumps to the applicable provider.

b. Click OK. Your selection populates in the Provider field.

8. In Prov. Discipline, type a discipline, or click the Ellipsis button to select one

from the Lookup Provider Class dialog.
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ACUPUNCTURIST

ADMIMISTRATIVE
ALCOHOLISM/SUBE ABUSE COUNSELOR
AMBULANCE DRIVER
ANESTHESIOLOGIST

APEN PSYCHIATRIC NURSING SPECT
AUDIOLOGIST

AUDICLOGY HEALTH TECHNICIAN
AUDICMETRIC TECHNICIAM
BEHAVIOR ANALYST

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

CARDIOVASCULAR TECHNICIAN
CARDIOVASCULAR TECHNOLOGIST
CASE MAMAGERS

CHAPLAIN

CHIROPRACTOR

CLINIC RN

CLINICAL PHARMACY SPECIALIST
CODING/DATA ENTRY

COMMUNITY HEALTH AIDE
COMMUNITY HEALTH AIDE/PRACT
COMMUNITY HEALTH PRACTITIOMNER
COMMUNITY HEALTH REF
CONTRACT OB/GYM

CONTRACT OPTOMETRIST
CONTRACT PHYSICIAN

CONTRACT PODIATRIST
CONTRACT PSYCHIATRIST
CONTRACT PSYCHOLOGIST
CONTRACT PUBLIC HEALTH MNURSE
CONTRACT S0CIAL WORKER

MENTAI ASSTETANT

Lookup Provider Class

Figure 4-233: Lookup Provider Class Dialog

a. Inthe Search Criteria field, begin typing the first few letters of the
provider class. The list jumps to the applicable class.

b. Click OK. Your selection populates in the Prov. Discipline field.

9. In the Managers field, click the Add button to add a manager. The Add

Managers dialog opens.
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L“’ﬂlnursd t‘,._.}«.....i ‘ E
"Ened |

'y

TEST,NURSE
TEST.USER

USER,CLERK

USER,DEMO

USER,NURSE

USER,PHARMACIST

USER,REGRESSION T =

= o
Figure 4-234: Add Manager Dialog

a. Inthe Search Criteria field, begin typing the first few letters of the
manager's name. The list jumps to the applicable name.

b. Click OK. Your selection populates in the Managers field.

10. After completing the fields, click Save. The Manage Super-Bills dialog opens
with your newly created category in the Super-Bill field, ready for input. Refer
to the Adding a New Super-Bill Item topic for the next steps.

Note: The Category Name field is the only required field, the
other fields on the Add Category dialog are optional.

4.7.15 Editing a Super-Bill Category
To edit a Super-Bill Category, follow these steps:

1. From the Manage Super-Bills dialog, click the Add/Edit Super-Bills button.
The Manage Categories dialog opens.

2. From the Manage Categories dialog, select a category from the list.

3. Click the Edit button. The Edit Category dialog opens.

Addendum to User Manual Updated Components
June 2015

224



Electronic Health Record (EHR) Version 1.1 Patch 14

Edit Category

Category by Provider, Test

Figure 4-235: Edit Category Dialog

4. Make any changes, as necessary. Refer to the steps in the Add a Super-Bill
Category section for details.

5. Click Save. Your changes update in the Manage Categories dialog.

4.7.16 Deleting a Category

A category can only be deleted by users who hold the BGOZ CAC key or are the
owner or provider of the category.

To delete a Super-Bill Category, follow these steps:

1. From the Manage Super-Bills dialog, click the Add/Edit Super-Bills button.
The Manage Categories dialog opens.

2. From the Manage Categories dialog, select a category from the list.

3. Click the Delete button. The Delete Super-Bill confirmation message opens.

& Delete Super-Bill Mi=]

=

Are you sure that you want to delete the selected Super-Bill? [

Figure 4-236: Delete Super-Bill Category Confirmation Message
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4. Click Yes to delete the Super-Bill Category. The category is removed from the
list.

5. Click Exit to close the Manage Categories dialog.

4.8 Lab

4.8.1 Viewing Laboratory Test Results
To view lab test results, follow these steps:

1. Select the Labs component.

2. Inthe Lab Results box, click the type of results you want to see.

Note: A plus sign (=) by a lab test means it has a schedule.

3. Some of the results need you to determine which test results you want to see. If
the Select Lab Test dialog appears, you need to choose the tests you want to
see.

4. 1If necessary, select the tests for which you want to see the results.

5. Also, you may need to choose a date range (Today, One Week, Two Weeks,
One Month, Six Months, One Year, Two Years, or All Results).

4.8.1.1 Most Recent (Lab Test Results)

The Most Recent lab result view shows you the lab tests in reverse chronological
order. You can then step through one at a time using the forward and backward
buttons or go to the first or last using the buttons with the double arrows.

Fie

Lo Rty Wit Ficend
| sy -
Curmaiatren Oidsai Presiout A Tiecent Lab Mewita
Bl T et by D e H.' Coleciad
dected Tetstpt| e % > » v Diec 20, 000 200
‘o il
Giaph lTil IEE ﬁ iﬁa Fi“ﬁ
Micscbinkogy
& Brabors: Fatholog
Efizead Bk
Lab St

Speciman: THROAT, Acossaion: HAR 1235 3): Provider: POSTER, MASY J :}
apar - ] 3 _..t
e frimin Tah- 3017 PTMO BOSEITAT, MY BOAT BEYCTTY WM 87110 =l
. 3 EEY: L7 w bl Lowr, "B~ = dbrormsl Hgh. ™ = Cilcal Vaos, “TH™ = Theiapeube Flangs, ™ « Commeni on 5 peomes
Figure 4-237: Most Recent Laboratory Results Window
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4.8.1.2

4.8.1.3

Cumulative (Lab Test Results)

The cumulative report is the most comprehensive lab report. It displays all of the

patient’s lab results. When selecting a large data range, this report may take some time
before being displayed. The results are organized into sections. You can automatically
scroll to that section by selecting it in the Headings list box.

File
Lab Results Laboratory Results - Cumulative - All Results
Mozt Becent ~ --—-- HEMATOLOGY DPROFILE ---—- ~
&l Tests By Date ELOOD 01413 0l/0z 11,06 0822 0626 Defarenc
Selected Tests By Dz 2004 zood z003 2003 zoos
\‘;zﬁfhe‘at 11:13 13:28 07:00 09:55 14:43 Units Range
El‘l'::;tcll:l?';?cliﬂgyathﬂlclg}' V [l -1 0.1 canc -] R/l 4. 6-1U
S PEC 2.5 L canc 4.59 Msul  4.04-8
Headings HCE 14.1 cane 14.5 gsdL  1Z.2-13
) [ECT 45 canc 45 % 37.7-53
Coagulation Studies MCw a0 canc L fL g§0-100
Blood B ank. “ | |mcH 35 H canc 35 py 27-3l.2
Dt Bl MCHC 74 H canc 35 grdl 31.8-35
EDW 14 canc 15 % 11.6-14
Two'Weeks ! lerT 1z0 L canc 153 Esful  1l42-424
g.”EMM':'R:h Moy 7 cane 2.3 L
DI:E‘I’D:arS NE# canc 55 % 37-80 W
Twio 'ears £ ?
KEY: "L" = dbnormal Low, "H" = dbrnormal High, "' = Critical Value
b
Figure 4-238: Cumulative Report
All Tests by Date
This report displays all lab results (except anatomic pathology and blood bank). The
data is displayed in the order of the time of collection.
File
| ab Results Laboratory Besults - All Testz By Date - All Results
ozt Recent Specimen: BLOOD. HE 0102 1 A
Curmulative 01402404 13:28
&l Tests By Date Test name Besult units Bef. range
Selected Testz By Date WEC 10.1 Eul 46 102
E"‘f':"kﬁh%t EBC 3.5 L M/l 4.04 - 5.13
Mrizrpobiolu:u HEMOGLOEIN 14.1 g/dL lz.z - 18.1
.-’-'-.nah:nmic: S‘:’;thﬂng_‘,‘ HUT (WHENUUS) 35 * IR L&
Blood Eank MCW 20 fL 20 100
Lab Status MCH ZEH o 27 Z1.E
MCHC 74 H  g/dL 21.8 - 35.4
EDW 14 % 11.6 - 14.8
PLATELET COUNT 120 L  E/ul 147 474
R E— Ewal: <50,000 FOR ALL, EXCEPT OE PATIENTS ARE <100,000
MPY 7 £L
Two'Weeks ~ SEL RATE 100 nm S hr
E.”EMM':'H:h Eval: NOBMAL REFERENCE BANGES
DI:E‘I?:arS Eval: FEMALE: 0-20
Eval: MALE: 0O-15
| € >

Figure 4-239: All Tests by Date Laboratory Results Report
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4.8.2  Selected Tests by Date

This report is useful when you only want to review only specific tests. Microbiology
results can also be selected. You will be prompted to select any lab tests:

€ Select Lab Tests E@

Laboratory Tests

Liver Function I—I"é" ad Testz to be displayed

. Che
LiverKidney b Chem 7
Liver-Kidney Microsomal Ab Lithiurn
Liver/Fidrney b Liver Function
Lkrn-1 &b
Lp+1ac Femoyve All
Lp w//Ldl-D

Lupus .ﬁ.nticuag.EDmprehensJ Remove One

Lupuiz Anticoagulant Compr.
Lupuz Anticoagulant B efles
Luteirizing Hormone

Ly

Lyme &b Total j

[ N e e a1 P )

Ok | Cancel |

Figure 4-240: Select Laboratory Tests Dialog

In the above example, if you select CBC, Chem 7, Lithium, and Liver Functions, only
the results for those tests would be displayed:

File
Lab Resultz Laboratory Results - Selected Tests By D ate - Six Months
MastFie_cent DEC 3.5 L M/ul 4.04 - &.12
Cumulative HEMOGLOEIN 14.1 o/ dL 1z.z - 18.1
All Tests By Date HET (VENOUS) 45 " 37.7 - 53.7
"-'j Testz By Moy 80 £L g0 - 100
Gmhs eet MCH 238 H pg z7 - 2l.%
Mriglr:ubiulogy MCHC 74 H  gsdlL 31.8 - 35.4
Anatomic Patholog LI e ¢ Ma@ = diaE
Elond Eark PLATELET COUNT 120 L Eful 142 - 4z4
Lah G Ewal: <50,000 FOR ALL, EXCEPT OF PATIENTS ARE <100,000
ab Statusz
MPY 7 L

e Tasts e
Date Range Provider : OSEORMN,REEEKAH O
o = Specimen: BLOOL. CH 1113 &7
Taée angs... |8 11713703 13:27
D?‘lea"\-l;lv'leek Test name Result units Bef. ratge
T wosks GLUCOSE 120 H  mgfdL 70 - 110
Ore Manth UREL NITROGEN 23 H mgsdL € - z0

w | REY:"L" =abnomal Low, "H" = Abnormal High, "' = Critical W alue

Mre v'rar

Figure 4-241: Select Lab Results
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4.8.3 Worksheet

The Worksheet is similar to the Selected Test by Date report. It does not display
microbiology results, but it has many features for viewing lab results. It is very useful
for displaying particular types of patterns of results.

Tests can be selected individually or by test groups. Any number of tests can be
displayed. When selecting a panel test, such as CBC, the panel will be expanded to
show the individual tests. Tests can be restricted to only display results for a specific
specimen type. For example, displaying glucose results only on CSF can be
accomplished by selecting the specimen CSF and then selecting the test Glucose.

€ Select Lab Tests [Z] [E”E|
Persons with defined Test Groups Define Test Groups
Martin, 0 ouglas - Mew

Test Groups

Feplace

Delete

Fli

Laboratory Tests

||:|:,,3 Add Tests to be displayed
e Wi
Che [prenatal Profile) Tocreate a New Rbc
Che [pranatal] Test Group, limit Hemoglobin
Cd4/Cd3 Ratia Profile [ selection to 7 tests 1o fvenous
Cd8 Suppressa Cells e —
Cea
Cell Crt & Diff Remaove all
Cell Count [fluid] Q
Centromers &b Femove One
Cerloplazmin
EEEEH 12 Arrange ~
Chem 7 order of  —
Chicken Pox Titer tdE.StSI for
Chickenpos lgm IZpial.
Chlamydia [dna Probel ™|
Specimen
| Ay j 0k, | Caricel |

Figure 4-242.Select Laboratory Test Worksheet

Test groups enable you to combine tests in any manner. For example, a test group
could combine CBC, BUN, Creatinine, and Platelet count. You can save those test
groups for later use. You can also select test groups that other users have created. You
cannot exchange or delete other’s test groups, only your own. Test groups are limited
to seven tests, but you may have an unlimited number of test groups.

To define your own test groups, select those tests you want and click the New button.
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If more than seven tests are selected, the New button will be disabled. If you want to
delete a test group, deselect it and click the Delete button. If you want to replace an
existing test group with other tests, select the test group, make any changes to the tests
to be displayed and click the Replace button.

limitation of the Lab package.

Note: These test groups are the same as those you may have already
created using the Lab package. The seven-test restriction is a

The Worksheet display is a table of results that can be displayed vertically or
horizontally. Since only results are displayed in a table, comments are footnoted with a
** and shows in the panel below the table. You can filter the results to only show
abnormal values. This will quickly show tests that have results beyond their reference

values.
File:
Lab Resultz Laboratory Results - Worksheet - Six Months
Mozt Recent T able Format Other Formats
Curnulative * Harizontal " Wertical * Comments " Graph
All Testz By Date
Selected Tests Bi | [ abrnomal Results Only I [ [
Graph Date/Time Specimen [WwEBC RBC |HGE [HCTAVEN [MOw [mCH |MCHE
Microbiology 01./02404 13:28| Blood 35L 14.1 45 an 35H 74H
Anatomic Pathalog: |44,13/03 13:27| Blood
E'°°°‘ Bank 11711703 12:13|Blood
ab Status
11406403 07:00{ Blood canc canc canc canc canc canc canc
08/22/03 03:55|Blood ** |55 459 145 45 95 3 H kL)
08/21403 16:57| Blood
[rate Range 08/01 /03 039: 24| Urine
[Date Range... |« 08/01/03 05:07] Urine
Today
One'wesk <
Two'weeks Now 11, 200%@1Z:13 ** Comments:

4.8.4

One Month

Mre v'ear

Figure 4-243: Worksheet Display

o EMO

GLUCOSE reported incorrectly as 110 by [E183].

Graphing Lab Results

You can choose to view lab test results as a graph. Each occurrence of a test is a point
on the graph. EHR draws lines between the points to form a visual representation that
can help you see trends. The results are shown in blue. Dotted red lines show the high
and low reference values for the test.

You can use the following features by clicking the check box when viewing the graph:

e Zoom: Enables the enlargement of a part of the graph by clicking and dragging
from above and to the left of the area to below and to the right of it.

e 3D: Makes the graph into a simple three-dimensional representation.
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e Values: Places the numerical results next to each point on the graph.

The figure below shows an example of the graph feature being used.

File
Lab Result: Lahbaratony FResults - Graph - All Results
Mozt Recent
Cumulative [ Zoom [~ 3D [ Values
All Testz By Date
Selected Tests By |
' ork.sheet
Graph [+ Glucose (Blood) — Ret Low 70 — Ref High 110 |
ticrobiology =00
Anatomic: Patholog: anod i Y |
Blood Bank o 5 5 T :
Lab Status 00 DR b R v
(=R [ —— e T e T ...-.....--...--.%.-
]SS A e S g i o

212002 512002 8172002 11172002 212003 512003 GM2003 11172003
Date Range
Two Weeks
One Month v
Si Months Now 11, £003@12:13 -- result 'canc' could not be hed
One Year . ) R
Twio Vears

Jul 23, EFOO3E1EZ:24 -- result 'comment' could not bhe graphed.
w

Figure 4-244: Laboratory Graph Feature

If you have created the clinical indexes, the updating graphing will be available on the

Lab tab.
& Graphing - Patient: Demo, Hother R =101 x|
[ |\rm [ & Hemogiobin A1C (bivod) |
Item | Tipe | Vo=l ¥
Infhusnza, HSN1 |rrafroaras I{
Influerca, SplT... [mmun Il
Herved Infhagrizer..  Iiernriz J 1
Prasumocioocsl I raraaniz g L] b
Tkap: Iivarerag .I |
“telows Fevwet Irrumaariz | I|
Calciurs Lab Tasts II |
Calcudsted Lab Tests 1
Chioride Lab Tats iI | |
CholHOL Rasto Lab Teuts i
Chaoleatescd Lab Taste [ | 1
Co2 Lab Teuts .. } N 1
Cimatins Lab Tests | L ] I
Cimatrans Malk Lot Tadis | .I
HCT Lab Tests |
HIOL Lab Tasts L —T" '
HGE Lab Tasts g T - | 1
5 | -
LDL Loty Teats "
:"‘W"’ Lab Teats Ll;l 1005 AR08 UIENT  WIB00E 12008 200 AR 1hem2
Diske Range: [A Fevits =] I SpltVesws  Selectefre |  Setings., Cose |

Figure 4-245.Updated Lab Graphing

Users can select multiple labs at a time and either view them separately or all together.
Lab results can also be graphed with other data elements such as medications and vital
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signs.
@ Graphing - Patient: Demo, Mather R JJ-EIEI
r——
i T =

Infiyenza, HEN1  Imeniz
Inflsenza, Splk[T... Imeni... J

Hoved Irdluenza-..  Imewniz...

Preumoccced ez, WO W01 B W03 U4 1MS ME e W 1M 1 m
Tdsp Imeramiz. .

‘reliow Feves Iremeaniz. .,

Calcium Lab Testz

Caleidated: Lab Testz 1]

CHotide Lab Tests

CholHOL Ratio  Lab Tesls

o r— s Tk e

Ciestrme Lab Tesds 1100 W1 2 103 e 1 e 107 1mE 10s 0 1 e and
Creatrme Mab  Lab Tests

HET Lab Tests Lo e

HDL Lab Teats FE'Y CHN S PO SO VU SO SO SR S S S S

HGE Lah Tests wl

Wicroakeaman . Lab Testz - = ' i : - S : : : ' 2
1 | * 100 U0 102 103 D4 1S me 40T 1B 109 M0 1A A2 A3
Date Ronge: [A1 etz v] I SplViews  Sekct/Deirw..|  Selings. | Chss |

Figure 4-246.Separate Graphs for Tests

@ Graphing - Patient: Demo, Mother B JJ.H.I!I
| -

e I""""“l 4 Cholestered (serm) 8 Hemoglobin A1C [blood) & LOL (senem) |

Irfuenza, HSNT  Imenuniz 1 i 1 ; ;

Irfhsenze. Splt [T, Imenani...

Hoved Irfluenza-..  Imenna...

Preuractecsl Irretuniz. .

Tdsp Ieraniz.

Velow Feven Imeraaniz.,

Calcium Lab Teats

Calerdabed Lab Teats

Chicnde Lab Tests

Chol/MDIL Ratio Lab Testy

Chelertend Lab Testz

Co2 Lab Testz

Crestras Lab Tests

Crestrars Mab Lab Tests

HCT Lab Tesds

HOL Lab Teats

HGB Lab Tests 0=

Hemogiobn AIC  Lab Tests e LAPIINT DY [ OR[N SUNND R CRUNL JORUY R R | MR .
LoL Lab Tests . : by ; :
:"‘m"‘ Labs oty . -t M T W2 1M WBE  1ME U0 MAT  UOR  1ee 14D W1 M2 A
e e

Date Range: [id Reeuts v] [ Spitviews  SelectDefre. |  Setings.. | Gl |

Figure 4-247: Combined Graph for Tests
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~igix
Zooreed [ale Rangs Jun 28, 2000 304 pm bo Sep 17, 2012 10627 am
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Ibsen | Twpe | wes] : : A :
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Howvel Inflsenza- . Imenuniz 50 \ : : .

Tdep Uiz oot i T comments |
“Tedow Faver Imermniz. . = H H o ; :
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Itesmz | Views: | - & .

liem [ Type | Wie=] pg IO SO SON O S AU S OO SO SOOI SO SO0 e = A SO 4 SO IO IS
w SO0 01 V01 32 W02 V3 03 04 D4 TS S 06 D6 HOT W07 L0 WIS 300 09 V01D I11 911 2812
o2 Mesmu..

F¥ L ol e A

Pa Means P L S S S b :

40
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Figure 4-248: Split Views with Multiple Graphs

Users can set which items they want to appear in the graph and save them as a
personal default. Only users with specific graphing keys can make public views.

21

Sources Dizplaped: Option: Mt Graphs in Displaw

CBdmssions 1] [J 30 [« 102

[] Aleigies o] Clear Backgrourd

B Anatomic Pathology g Diates Minirum Graph Height:

Blood Bank Fed Date Range I_;[
[[] Exams [] Gradient 0 = i
% Health Factors % Hirdz b It bo Select:
Irnfrainizalons | Legend -

¥ Lab Tests ¢ Lies [100 "+ 3101000

v Measurments | Sairt by Type q

[ Medication Bcma [+ Stay on Top bbbl

M MedicationInpatien |1 Tubo | =

[+ Medication Hon'Ya ] Walues .

W Medication Outpatient ! Zoom, Horizontal Inpatient Date D efault

[] Medicine [[] Zoarm, Yertical I j

[_] Mental Health

L] Microbiolagy

] Notes v|  ShowDefauks: _Personal | Pubc |
a | Clesi | SaveasDefsul Pesonal | P |

f o |
Figure 4-249: Graph Settings Dialog

Users can still make their own Lab groups and then use them for graphing.
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Figure 4-250.Lab Groups

Refer to Graphing for additional information.

4.8.5  Microbiology

Microbiology shows you the results from microbiology for the specified time period.

File
Lab Results

Laboratory Results - Microbiology - All Besultz

Mozt Recent
Curnulative

whork sheet
Graph

Blaod B ank.
Lab Status

Date Range

Ore Month
Six Months
One Year

Twio Years

Al Testz By Date
Selected Tests By |

Anatomic Patholog:

Twio Weeks

s

hd

============================================================================== /A
--—-- MICROBIOLOGY ----
Accession: MI 03 2ETS Becejwved: MNov 06, Z003 10:z0
Collection sample: STAR Collection date: MNow 0&, 2003 10::z0
SitesSpecimen: WOUND-SUPERFICIAL
Provider: ZSEARE, JOHN J
Comment on specimen: LEFT FORE ARM
Test (=) ordered: GRAM STAIN
MISCELLANEQUS /WOUND CULTURE
—--—- MICROBIOLOGY ----
Accession: MI 03 2ETE Becejwved: MNov 06, Z003 10:1&
Collection sample: STAR Collection date: MNow 0&, 2003 10:16
SitesSpecimen: PHARTIX
Provider: SEARE, JOHN J F
£ >

Figure 4-251: Microbiology Laboratory Results

4.8.6  Anatomic Pathology

Anatomic Pathology shows you the results in this section for the specified time period.
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4.8.7

File

Lab Results Labaratory Besultz - Anatomic Pathology

Mozt Recent

Curnulative ---- CYTOPATHOLOGY ----

Al Testz By Date |pare spec vaken: Aug 06, Z003 12:08 Pachologist:
selected Tests By | Date Spec rec'd: Tech:

E‘!D’kShEEt EEPORT INCOMPLETE Aeccession #: 3
r_aph_ Submitted by: 5544 Practitioner:
ticrobiolog

Anatoric Patholog .

Blood B ank, Beport not wverified

Lab Status T e e e E== ==

Headings

Cytopathalogy

Figure 4-252: Anatomic Pathology Laboratory Results

Blood Bank

Blood Bank shows any blood that was requested. It also shows the results of any
screening and if the patient has any blood products in the blood bank.

Eile
Lab Results

Laborator Resultz - Blood Bank,

Mozt Recent
Cumulative

All Tests By Date
Selected Testz By |
Worksheet

Graph
kicrobialogy

Anatomic F'athu:ulu:uil

Lab Status

---- BLOOD EANK ———-

LH AESCEN DAT

a O7/0EFZ00Z 10:20 u] ros
a. APM BAND #YYE L285: E UNITS CROSSED & READYT

Figure 4-253: Blood Bank Laboratory Results
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4.8.8

4.8.9

Lab Status

As the name implies, you can use this option to check on the status of labs that have
been ordered for the selected patient. The orders are grouped by date and show the
order number, the type of lab ordered, the provider, the urgency, and the status.

File
Lab Resultz Laboratory Results - Lab Statuz - All Results
host Recent ~
Curnulative Orders for date: 01/19/704
All Tests By Date Test Trgency  Status heocession
E\flegtidTES‘SEyl Lab Order § 23439 Prowider: MARTIN,DOUGLAS
. orhs eet ELOOD
Mrizlr:lc-binlo ANA TITEE ROUTINE Test Complets 01/15/2004 11:14 LC 04 3
Aratumic Ié!'!;thnlc:g_l Lak Order § 23429 Provider: MARTIN,DOUGLAS
Elood Bank BLOOD
Lab Status SED DATE EOUTINE Test Complete 0171872004 11-15 HE 0113 1
Orders for date: 01702504
Test Trogency Status Aocession
Date Range Lab Order # 14421 Provider: MARTIN, DOUGLAS
Tomeke o | EROOD
DWDMEEthS I ceC ROUTINE Test Complete 0l/02/2004 13:31 HE 010z 1
n& pMan SED DATE ROUTINE Test Complete 0170272004 13:31 HE 010Z 1
Six Months F
One Tear .
Twa Years Orders for date: 11713703
Test Trgency Btatus Aocession
¥|| Lab oOrder # lle0z8 Provider: CARROLL,MADE F bt

Figure 4-254: Lab Status Laboratory Results

Graphing

Enhanced Graphing is incorporated in the Labs and Reports tabs. This Graphing
requires the Clinical Indexes, which are part of PXRM 1009. Once EHR 11 is
installed, the site will build all the Clinical Indexes for Graphing to work
appropriately.

Not all of the data sources that the VA graphs are available at this time in the EHR.
This is mainly due to differences between the two systems, with different files and
fields being utilized.
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Figure 4-255: Graphing Tool

4.8.10 Types of Graphing

EHR Graphing displays all items that are not Laboratory tests, vitals, or medications
(Inpatient, non-VA, or Outpatient) as single events. Representations for single events
use only the horizontal axis. EHR Graphing uses triangle-shaped representations to
mark these items.
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Figure 4-256: POV Graphing
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4.8.10.1 Medication Graphing

EHR Graphing displays medications as bars that indicate a period of time. In the case
of Outpatient medications, the bars begin on the horizontal axis at the release date of
the medications. End dates are based on the following calculation:

medication release date + number of days supply = end date

For Inpatient and non-VA medications, the bars begin at medication Start Times and
Dates, and end at medication Stop Times and Dates. In the case of non-VA
medications, if no Stop Date exists, CPRS Graphing uses the Current Date as the Stop
Date.

EHR Graphing differentiates multiple medications by color and vertically offsets them
to ensure the visibility of overlapping bars.

Important: Healthcare professionals have no reliable way to
determine whether patients do or do not take their
Outpatient medications. Use caution when graphing
relationships between Outpatient medications and other

Items.
Graphgiora ol
i G T ]

= |m| b — e
femy [Ty [Wiewn | Cimisi | Fewctal =
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Figure 4-257.Graphing Multiple Medications

EHR Graphing displays Vitals Measurements as points on two axes. If more than one
measurement exists for a given date and time, EHR Graphing connects measurements
for like items with a line.
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Figure 4-258: Vital Graphing

EHR Graphing also displays as points on two axes laboratory tests that have results
with numerical values. Lines connect like items.

It displays Lab tests with non-numerical results (positive and negative results, for
example) as points on the horizontal axis. It does not connect like items that have non-
numerical results. To keep them out of the way of numerical data, EHR Graphing
displays non-numerical results above or below the numerical values and line.

Values beginning with > are located at the top margin; others are graphed at the
bottom margin. Free-text values display by default as do comments. To hide or show
free-text values, click the Free-Text Values: label.

Comments are displayed in yellow boxes on the date axis, while the **comments label
shows that there are comments. Clicking this label will show details of all items on the
graph.
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Figure 4-259: Lab Values

4.8.11 Viewing Graphs

Patients' information is listed on the left side of the graph. The time search can be
changed in the bottom-left corner. Graphs can be viewed singly by selecting an item to
view. The following is the TMP over the last year:
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Figure 4-260: One Item

You can select multiple items to view by select an item in the selection box, holding
the <Ctrl> key, and selecting other options. Next is the TMP, WT, and Pulse over one
year.
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Figure 4-261: Multiple Items to Graph

You can also view them on the same graph by clearing the Individual Graphs check
box at the top of the graph.
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Figure 4-262: Multiple Items on the Same Graph

4.8.12 Setting Up Graphing

You can set up graphing on the Labs tab, the Reports tab, or under Options on the tool
bar.
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Figure 4-263: Setting Up Graphing Window

4.8.12.1 Settings

The Settings button enables you to view and change the different items you want to
graph.

1. Select the Settings button from the left side of the graphing dialog.

I SpitViews
Select/Define. ..
Setlings...
Date Range

Figure 4-264: Settings Button
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Figure 4-265: Settings Dialog

2. Choose the sources, remembering that not all of them are available in IHS or at
your site (for example, your facility may not do AP reports).

3. Select options. You can change the appearance of the graphs by selecting or
clearing the items in the Options list. Users must review the items to determine
which ones they prefer.

4. Select the maximum number of graphs and the height.
5. Select default dates if desired.

Users can save this as their default view. The Show Defaults field displays
both the personal and public default. Only users with the correct keys can set
up a public view.

4.8.12.2 Views
There are two tabs on the graphing tool, Items and Views.

The Items tab is information that the patient has in the time frame selected. All of the
items appear in your setting for the chosen patient.
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Figure 4-266: Items Tab

The Views tab includes your personal views and any laboratory worksheets that you
have created and saved. There are two personal views below and three Lab groups for

the user logged on.

=  Problem List  Advs React MMedications
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[+ Chracal Reports

(=) Health S Ui = -
Brewseiing [hoo sl ordis] Increchual Graphs T
Lab Status Cltema  Wiews |

Craily Ordder S
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1] Gluboasse, Llreas M, Coesi, Fla, £, CL, CoZ
2] Chal, ChaALDL, HDL, Tiglae
I wWwWBLC, HCT

SluooEs, Uxas W,
Random Glucoms
Frma MLYFoger
Cra&sTimnina

- | |

Craac .

Ha,. . :ﬂ
gt |

Figure 4-267: Views Tab

Users can create new views through Lab groups, but the user must log off and back on
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before it will appear in the Graph view.

1. To create a new View, click Select/Define. This brings up the dialog enabling
you to create a new view and save it.

[ Split Views
Select/Define...

Settings...
Date Range

Figure 4-268: Select/Define Button

pemeviews T
Sedect ltems using: i« Al lvems ™ Patient Ibems

Souces  Ivems: Ibewns for Graphing:
___[Types - '

Admessions

Alengees - .ﬂ

Anatomc Pathology

Ap: Dismase _I

Ap: Etickagy

Ap: Funchion ]

Ap: ledd :_I -J

Select Views lrom others |

Dther Views: 4]

Select Parsort |

| =

Echt Viewrs by savng bo the same name.

Cinas rI ) et I Henieme I iy Fersanal I Saye Futic I
Use Sedect/Define button o Right-cick on graphs to select dems for display. Close

T I Itesrs for Giraphing can be saved 8 Views,

Figure 4-269: View Creation Dialog
2. Select the sources for your view (for example, Measurements).

3. After you select a source, then select which items in that source you want to
view. Add them by clicking the arrows.

You can select items from multiple sources.
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20
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Medcation HonVa FF |
Medication Dutpatiers | PHO2
Medicine FHUI
Mental Health | mm &
Select Views from others E-g
Ditheat Viewss: <n _I J
THP
Ton |
VC
Select Person: "f'w':::
| I3 ) =

oo Dby [tems for Graphing can be saved az Views:
I Edt Views bir saning 1o the same name,

Cleas Selections | Delere | Fenome | SavePersonal.| Soverutic |

Use Select/Define button ar Righl-chck on graphs o select ibems for display. Cloze l‘

Figure 4-270: Personal View Defined

4. When finished, you can save it as a personal view by clicking the Save
Personal button. However, if you have the correct security keys, it can be saved
as a public view.

2l

Select Items using: = Allltems " Patient ltems
Sources: [bame: [tems foe Graphing:
I ra— T r i
HagbalC
Meazisments - ﬂﬁf‘ c ﬂ 0z
Medication Bema ; . Pa
Medication | npatient High Densily Lipoprot ﬁl THE
MedicationMonVa Hippuric Acid
Medscation Dutpatient  [HiE .
Medicine =| |Histamine

Histamine, Whole Blo

Sebect Views from others | |Histidine
Visws: Histone Anfibody

Qthes Histone-Reactive Ab _(I
Histoplazma Ab lmeru
Histoplasma Complesr il
Histoplazma Mycel CF

Select Persor: Histoplasma Yeast CF

I ;‘ Histoplasmosis ﬂ
Hie & mrmen

Items for Graphing can be saved as Views.
Wiew Definitions. ..
| I Edit Views by zaving to the same name.
Clea Selections I [elcte, I Rename,.. I Save Fﬂmﬂl Save Public. I

Use Select/Define button or Right-chck on graphs to select itemes for desplay. Closs I

Figure 4-271: Ready to Save
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5. Name the view to save it as a personal view.

Save your Personal View x|

Save pour Perzonal Yiew by entering a name for it
[f o are editing a iew, enter the View's name to
ovenarite it

ISpecial
| k. I Cancel

Figure 4-272: Personal View Name

6. Click the View Definitions to view a listing of what is in all the views that are

available.
=l x|
Definicions of Views and Lab Groups -

Your Perscnal Views, Public Views, and Lab Groups

{Berscoal Views]
Cholesterol
Choleateiol
MEIL
LEIL

Iziglycerids

Lakba
Lak Testa <Any>
Specisl

Randss Glucoss

{Lab Groapa]
1] Glocose, Ores H, Cresc, Ha, K, TL, CoZ

Sodiam

Forasgtom

thleride

Cod
2] Chel, ChesLIL, HOL, Toiglye
tholeateral

LEL

HEL

Irigiyceride
31 WEC, HCT

Figure 4-273.View Definitions

|4

This view is then available to be selected.
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Figure 4-274: New View

Clicking the Split Views Box enables the user to see two different views at the
same time.

[T Spht Views
Select/Define. ..

Settings. ..
Date Range

Figure 4-275: Click Split Views

In the case below, the first view is a Cholesterol panel and the second view is
the new one containing Labs and Vitals. In one case it is one graph and in the
other individual graphs.
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1 T T T T T . L L BT, T T ST 1

Figure 4-276: Split Views
4.8.13 Web Reference Search Function

4.8.13.1 Education Information Button
When a lab result and an active visit is selected from the Most Recent list, click the

Education Information (@J) button. This sends a call to the MedlinePlus Web site to
provide information regarding the selected topic and the MedlinePlus Web site opens
to the related page.

Note: The Add Patient Education Event dialog also opens when the
Education Information button is clicked. Patient education is
tracked for Meaningful Use, therefore, the Add Patient
Education Event dialog should be completed. Refer to the
Patient Education Online Help for details on completing this
dialog.
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£ MedlinePlus - Search Results for: HGB - Windows Internet Explorer

o .. o, ) . Pl @mm-s“mnem\..xl |

= A service of the U.5. National Library of Medicine
'u‘ e I ne | U S NIH National Institutes of Health

Trusted Health Information for You

Home About MedlinePlus Site Map FAQs ContactUs Search MedlinePlus |"'|GB | @

 Health Topics

All Results

Hemoglobin electrophoresis
Hb electropharesis; Hgb electrophorests; Electrophorests - hamoglobin
wew nim nih govwmedlineplus/e Y

« . External Health Links
2 Sickle cell test
Sickledax. Hgb 5 test

. Medical Encyclopedia ineplus/ency/anicle003666 hir

3 Hemoglobin
Hgb; Hb

im nih govmedinepius/ency/article 003645 him

4 Anemia (New Mexico AIDS Education and Training Center)
IS ANEMIA? Anemia is a shontage of hemoglobin (HGB). HGB is a protein in red blood celis
of HGB. They find it harder to work This is

w aidsinfonet org/tact_sheels/vnew/552 dang=an

+  Other Resources

It . good as people with a normal ey

5. RBC indices
MCHC. and MCH are calculated from the hemoglobin (Hgh). hematocrit (Het), and REC count
MCHC = Hgb/Hct MCH = HghVREBC count The MCV is measurad directly by

ih govimedinepius/ency/aticieM 3548 hir -

Figure 4-277: Medline Plus Web Site

If an active visit is not selected when the Education Information button is clicked, the
following message appears. Click Yes to select an active visit. If No is clicked,
MedlinePlus opens, but the Add Patient Education Event dialog does not open.

Active ¥isit Not Selected

% £n ackive visit has not been selected,
' &n ackive wisit is required ko update Patient Education Records,
Do ol wish bo select an ackive wisit?

Figure 4-278: Active Visit Not Selected Information Message

4.8.13.2 Clinical Decision Support Button
When a lab result is selected from the Most Recent list, click the Clinical Decision
Support button (ﬂ) button. This sends a call to the ClinicalKey Web site to provide

information regarding the selected topic and the ClinicalKey Web site opens to the
related page.

If your site is not licensed for ClinicalKey, the Web Reference Search dialog opens.
After selecting a Reference Site and clicking Search, you are taken to the selected Web
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4.9

site for the specified term.

Web Reference Search

Reference Site IEIini-:aIKey j

Search Tem || Search |

Figure 4-279: Web Reference Search Dialog

V= U
& &

S —— -] Plam & &=
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Lead with ans
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Clinicaley i a clinical search engine
that thinks and warks the way you da.

iy & Fewdlacs @

Figure 4-280: Clinicalkey Web Site

Medication Counseling Dialog

To document medication counseling by a pharmacist at the time medications are
dispensed, follow these steps:

1. Select a patient, but do not select a visit. The system creates a Pharmacy visit
for the current date and time, and the Medication Counseling is appended to

that visit.

2. Click the Pharmacy Ed button ). The Medication Counseling dialog

opens.

The patient and visit information are automatically displayed on this dialog in

the Patient Context Details and Visit Context Details panes.

=
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Patient Context D etails:

Mame DOB HEN
Baby Boy 18-Moee-2007 123456
Wizit Context D etails:
Provider Date of Visit Time of Visit Location
USER.DEMO 19-Map-2014 1426 PHARMALY

MOTE: This form iz designed for uze OMLY by pharmacists in documenting medication
counszeling at the time medications are dispensed. Mo other use iz intended.

Furpoze of Yisit:
= Medication coordination/ordering education, guidance, counseling
+ Medication action/side effects education, guidance, and counseling

" Dispensing medication education

Counzeling Topic Comprehension Time

v -Infarmation GOOD =l |_5 =

Comment:|nstructed patient not to eat grapefrui.

[ M-Literature F0O00 j |_5

Comment:|Gave patient pamphlet regarding diabetes.

[~ M-Medization Dispensation Ta Proxy

[~ M-Drug Interaction |

Cancel |

Figure 4-281: Medication Counseling Dialog

3. Inthe Purpose of Visit section, select a problem.

Note: This section is site-configurable using the XPAR
parameter BEHORXED. The OK button does not
become active unless a Purpose of Visit is selected.

4. Inthe Counseling area, select the applicable Counseling Topic check box:

Note: Multiple topics may be selected.

e M-Information
e M-Literature

e M-Follow-up
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e M-Medication Dispense to Proxy
e M-Drug Interaction

5. Selecting a topic activates the Comprehension, Time, and Comment fields.
Complete these fields, as necessary.

Counzeling Topic Comprehension Time

¥ b-Infarmation I GOOD LI |_3

Comment: |Instructed patient to not consurme grapefruit juice with this med

Figure 4-282: Activated Patient Education Category

e The Comprehension drop-down menu contains the Patient Education
Comprehension options:

o POOR

o FAIR

0 GOOD (Default)

0 GROUP - NO ASSESSMENT
o REFUSED

e The Time field is free-text. Enter a time in minutes.

Note: Allowable entries are defined in the
corresponding RPMS Patient Education file. The
default is 1 and may be modified.

e The Comment field is a free-text field. It contains a right-click menu to
aid in editing the text.

6. Once the dialog is complete, click OK. The Pharmacy Counseling Visit is
created and the data is filed.

4.10 Medications Management

Important:  The eRx Autofinish portion of this Help is a DRAFT
release. It will be updated as the application progresses.

The Medications Management window lists the outpatient and inpatient medications
that have been ordered for the current patient as well as any documented outside
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medications.
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Figure 4-283: Medications Window

The following are features of the Medications window:

e The label of the type of medication in the toolbar determines what actions you can
take on this window. For example, if the label reads Inpatient Medications, then
the Inpatient Medications group box on the window is the active one. Note that
Inpatient Medications only displays for the inpatient visit.

e You can use the buttons at the top of the window to perform various functions in
the active medication group box.

e There is the capability of indicating the Clinical Indication (when configured
correctly) for the outpatient/inpatient medication order.

e The order of the Outpatient Medication columns can be configured in the RPMS.

4.10.1 Activating Medication Type

You can activate a medication type by clicking within the particular group box.
Another way is to select from the drop-down list for the listed medication type (in the
toolbar). The Inpatient Medications only appears for inpatient records only.

Outpatient Medications
MY OUTSIDE MEDS
Inpatient Medications

Figure 4-284: Drop-Down List for Medication Type
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4.10.2 Outpatient and Inpatient Medications Order

The process for ordering outpatient medications and inpatient medications are similar.
You must have a visit selected to perform the order process.

1. Select Action - New Medication (or select the New Medication option on the
right-click menu or click the New button) to display the Medication Order
dialog where you select a medication.

%

| Mo quick arders avalsble)

ABACAVIR TAE  MF il
ABILIFY  «ARIPIPRAZOLE TAB »

ACCOLATE  <ZAFIRLUKAST TAB »

ACCUTANE  <ISOTRETIMOIM CAPORAL » MWF
ACETAMIMOPHEN DROPS SOLNJORAL

ACETAMIMOPHEMN ELIER ELE=IR

ACETAMIMOPHEN SUPPRTL

ACETAMIMOPHEN TAB

ACETAMIMOPHEN TAB CHEWABLE
ACETAMIMOPHEM/BUTALBITAL/CAFFEIME CARPORAL MF
ACETAMIMOPHEN/CODEIME ELEXIR
ACETAMIMOPHEN/HYDROCODOME TAB

ACFTIC &CIRASE PV I &0 LIALIN TOP

Z ow |
Figure 4-285: Medication Order for Selecting an Outpatient Drug

e For Inpatient status, the list contains medications designed at Unit Dose
medications.

e For Outpatient status, the list contains Outpatient Medications (only).

e For Outpatient locations set up to provide Inpatient Medications, the
Medications setup for Inpatient use and the Inpatient Order dialog is
provided.

e For Outpatient status, the list contains Outpatient Medications (only).

e For a patient who has Inpatient status, but has an ambulatory visit, the list
contains Inpatient Medications (because the patient still is an Inpatient, thus
the medications would be given through the Inpatient Medications, then
transferred to Outpatient Medications at discharge).
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Note: You can determine the patient status by clicking the

View Patient Detail (<) button in the toolbar, and
looking for the STATUS field on the Detail pop-up.

2. Find the appropriate item by scrolling the medication list. Otherwise, type
enough letters of the medication’s name in the top field to have the application
search for the name. Be careful to choose the correct item because some lists
can have similarly named items associated with the desired medication or
medication quick order.

3. The application searches the quick orders first and then the medication list.
Select the quick order or medication name and click OK.

Note: If the selected medication is a controlled substance that
requires the signature of a provider with a DEA number,
the DEA# Required warning message displays. Before
an order for a controlled substance can be entered, the
provider selected for the encounter must be able to sign
the order. You might need to exit the Medication Order
dialog, change the provider, and then reenter the
Medication Order dialog.

i

@ Provider must have a DEAZ to change this order

| PREGABALIN CAP,ORAL 75MG
TAKE OME (1) CAPSULE BY MOUTH 3 TIMES A DAY FOR PAIN
Quaniity: 90 Days: 30 Refils: 5 "Chronic Med: NO Dispense as Written: NO

[

Figure 4-286: DEA# Required Warning Message

4. The ADRs button appears on many of the medication order dialoges. Click this
button to show the Patient Postings information about the current patient
(allergies, as well as Crisis Notes, and so on.).

4.10.3 Outpatient Medications Group Box

The Outpatient Medication group box displays the outpatient medications that have
been ordered for the current patient within the number of days shown in the Restrict
Medications Activity button.
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Figure 4-287: Outpatient Medications Group Box

4.10.4 Columns (Outpatient Medications)

You can sort any column by clicking the heading column.
The order of the columns in this group box can be configured in RPMS.

In addition, you can determine the columns that display in the Outpatient Medication
group box by right-click on any column heading. This feature assists those with
smaller monitors to view only the needed information.

v Izsued

v Last Filled

v Expires

v Refills Remaining
w B

v Provider

Shows ol

Hide Al

Restore Defaults
Sawve Setkings

Figure 4-288: Column Heading Right-Click Menu

The top options on the right-click menu list the column's heading names that you can
check or uncheck. Only the checked options display (along with the minimum
Outpatient Medications data).

e Show All: If you currently have a special display and want to display all of the
columns, highlight this option.

e Hide All: If you want to display only the minimum Outpatient Medications
data, highlight this option. Only the Action, Chronic, Outpatient Medications,
and Status columns display.

e Restore Defaults: This returns you to the default view of the Outpatient
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Medication (established when Save Settings was selected).

e Save Settings: This saves the current view of the Outpatient Medications as
the default. Each time you access the Medications window; this (saved) view is
the default view.

4.10.5 Action Menu (Outpatient Medications)
The options on the Action menu determine what actions you can take on the
Outpatient Medications group box.

Changa...

Copy to New Order...
Discontinue  Cancel...
Process...

Transfer to Inpatient
Refil...

Chronic Medication ]

Figure 4-289: Options on Action Menu for Outpatient Medications Group Box
e New Medication: Use this option to order a new medication.

e Change: Enables you to change something pertaining to an already prescribed
medication.

e Copy to New Order: Use this option to copy the selected medication to a new
order.

e Discontinue/Cancel: Use this option to discontinue or cancel a selected
medication.

e Process: Use this option to process the selected medication orders.

e Transfer to Inpatient: Use this option to transfer a selected outpatient
medication to inpatient.

e Refill: Use this option to refill the selected medication.
e Renew: Use this option to renew the selected medication.
e Chronic Medication: Select Yes, No, or Select All from the menu.

4.10.6 Icons (Outpatient Medications)
The Process column has new icons indicating how the prescription was processed.
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The Printer icon (=) is used for prescriptions that are printed for the patient to take
to an outside pharmacy. A check mark appears in front of the Printer icon (5) once
the prescription has been printed.

The Hospital icon (7==i) indicates prescriptions filled in-house.

The Lightning Bolt icon (:"-*’:) indicates prescriptions sent electronically.

Chwowrec Diudpterd W edkstkong Sialug Proscets T
H;Enn;réu;n[n FALF 11/2) TADLE T MOUTH Z'lt“Fn’“m":‘%imr 40i THC BLOOD PRESSLIRE - g | Mdwanz
N TANE Tt I TABLE T2 MOKTH EVERY Dt it :_/f i
Pk TAXE OME [1) TABLET MOUT I:Tfnluj'r & Dty FOR STOMACH Dicortiumd | |3 | Ten 2012
e TARE DWE 11 TABLET MU TH EWEFY DAY Evpaed =) | GaFeban
i TALE DINE 13 TABILET MG0TH EVE Fiy MORNING Eiphid ZF | R
'E'Eﬁrﬁgﬁﬁﬁ?'ﬂmwﬁ;ﬂ{ﬁ?ﬂgéﬁ%‘pmn P - MCD Bobed P23 Damanmz
PROAMIPERTLE D 234G YAk Cox 18000 30 o Discontnued £ Tk

Sy TARE T'WT [ TABLE TS MOUTH IHHLI: 1IM|'..:ﬁ|.'Iﬁf

Figure 4-290: Example of Icons in Use

4.10.7 Inpatient Medications Group Box

The Inpatient Medication group box displays the outpatient medications that have been
ordered for the current patient within the number of days shown in the Restrict
Medications Activity button.

R | It M are | Sk | Siop Dae |j
ACE TAMNIPHELTDDEINE 3G '..:E
Grvw: 12 TABS PO OH PRI PR PAIN Eupandt e 004
ACE TAMNOPHE HAYCODONE TAR
v 1-2 ke Y0 Qi PRN oo pamy Ciecontned 117t JAH
ACE TAMINOPHE KATYCODONE TAB 4
Givar 2 TAELETS PO DEHWSILE AWAKE \PRN Pl Expiedt Oikbuk 007
ASFIRM TABEC
Tibes: 250 PO DAILY Dimconbnued e 07
DETRATEM 125 MG
Empaisd 17 - 2004
i SOHUM CHLORIDE 0030 I 1008, INFUSE AT PRESCRIBED RATE® \ YLDS FIMAL CORCENTRATION OF SMG.ML
DETRAZEM TaB [T PR T |

Figure 4-291: Inpatient Medications Group Box

You sort any column in the Inpatient Medications group box by clicking the heading
column.

4.10.7.1 Columns (Inpatient Medications)
The right-click menu for any column heading has the following options:

e Restore Defaults: Use this option when you change the column width and you
want to restore the view to the default.

e Saving Settings: Use this option to save your settings for the column widths.
When you access the Medications window, this will be the settings used for the
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Outside Medications group box.

4.10.7.2 Action Menu (Inpatient Medications)

The options on the Action menu determine what actions you can take on the Inpatient
Medications group box.

Copy to New Order. ..
Discontinue [ Cancel...
Transfer to OQuipatent
Renaw...

Figure 4-292: Options on Action Menu for Inpatient Medications Group Box

e New Medication: Use this option to order a new medication. See Outpatient
and Inpatient Medications Orders for more information.

e Change: Enables you to change a detail pertaining to an already prescribed
medication.

e Copy to New Order: Use this option to copy the selected medication to a new
order. See the Copy to New Order section for more information.

e Discontinue/Cancel: Use this option to discontinue or cancel a selected
medication. See Discontinue/Cancel for more information.

e Transfer to Outpatient: Use this option to transfer a selected Inpatient
Medication to an Outpatient Medication. See the Transfer to Outpatient section
for more information.

e Renew: Use this option to renew the selected medication.

4.10.8 Outpatient and Inpatient Medications Order

The process for ordering outpatient medications and inpatient medications are similar.
You must have a visit selected to perform the order process.

1. Select Action - New Medication (or select the New Medication option on the
right-click menu or click the New button) to display the Medication Order
dialog where you select a medication.
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x|
| Mo quick arders avalable)
ABACAVIR TAE  MF EI
ABILIFY  <ARIPIPRAZOLE TAE »

ACCOLATE  <ZAFIRLUEAST TAB »

ACCUTANE  <ISOTRETIMOIM CAFORAL > NF
ACETAMIMOPHEMW DROFS SOLN ORAL
ACETAMIMOPHEM ELI-ER ELI<IR
ACETAMIMOPHEM SUPPRTL

ACETAMIMOPHEM TAB

ACETAMIMOPHEMN TAB CHEWABLE
ACETAMIMOPHEM/BUTALBITALACAFFEIMNE CARPORAL  MF
ACETAMIMOFPHEM/CODEINE ELE<IR
ACETAMIMOPHEMW/HYDROCODONE TAR

ACETIC &CIN AL ICYTIC A0 LGN TAP

z ow |
Figure 4-293: Medication Order for Selecting an Outpatient Drug

e For Inpatient status, the list contains medications designed at Unit Dose
medications.

e For Outpatient status, the list contains Outpatient Medications (only).

e For Outpatient locations set up to provide Inpatient Medications, the
Medications setup for Inpatient use and the Inpatient Order dialog is
provided.

e For Outpatient status, the list contains Outpatient Medications (only).

e For a patient who has Inpatient status, but has an ambulatory visit, the list
contains Inpatient Medications (because the patient still is an Inpatient, thus
the medications would be given through the Inpatient Medications, then
transferred to Outpatient Medications at discharge).

Note: You can determine the patient status by clicking the

View Patient Detail () button in the toolbar, and
looking for the STATUS field on the Detail pop-up.

2. Find the appropriate item by scrolling the medication list. Otherwise, type
enough letters of the medication’s name in the top field to have the application
search for the name. Be careful to choose the correct item because some lists
can have similarly named items associated with the desired medication or
medication quick order.
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3. The application searches the quick orders first and then the medication list.
Select the quick order or medication name and click OK.

Note: If the selected medication is a controlled substance that
requires the signature of a provider with a DEA number,
the DEA# Required warning message displays. Before
an order for a controlled substance can be entered, the
provider selected for the encounter must be able to sign
the order. You might need to exit the Medication Order
dialog, change the provider, and then reenter the
Medication Order dialog.

x

Provider must have a DEA# to change this order
@ PREGABALIN CAP ORAL TSMG
TAKE ONE (1) CAPSLULE BY MOUTH 3 TIMES A DAY FOR PAIN
Quaniity: 90 Days: 30 Refils: 5 "Chronic Med: NO Dispense as Written: NO

[

Figure 4-294: DEA# Required Warning Message

4. The ADRs button appears on many of the Medication Order dialoges. Click
this button to show the Patient Postings information about the current patient
(allergies, as well as Crisis Notes, and so on).

4.10.9 Simple Dose Outpatient Medication Order
To create a simple dose Medication Order:
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x|

|.~'1'I.BILIFY <ARIPIPRAZOLE TAB » Chahge

Pt on 02/18/2009
125.23 |b (56.92 ka)

[Dozage ‘[D:nmple:-:
[lozage Foute Scheduls
|1 TABLET 30MG |IIIF|AL ooay [ PRN
1 TABLET 30MG QEH =]
2 TABLETS 30M0G oaH
1AM
ao
[IHS
Qo
Qo0
STAT
TID
FPatient

[ S IDD not conzume grapefruit while taking this medication.

[Drays Supply [y [TAR] Refillz Clinical Indization [~ Chronic Med
=1 = = - Dispense a3
IED : =1 |3EI = I1 = I J I adriten Fricrity
~ Flick Up _ _ . _ _ [ROUTINE ~]
= Clinie © Maill &+ “Window  Outside Phammacy - eRx  Outside Pharmacy - Print

[+ Dizcharge

I edication
Mates to Pharmacizt:
Patient conzult| :l
ARIPIPRAZOLE TAR 20MG ;I

TAKE OME [1) TAELET MOUTH QD&Y Do not consumme arapefruit while taking this medication.
Quantity: 30 Daps: 30 Refill; 1 *Chronic Med: NO Dispense az Wiitten: MO
Maotes to Pharmacist: Patient consult,

ADR's |
ﬂ Cluit |

Figure 4-295: Outpatient Medication Order Dialog (Simple Dose)

1. If necessary, you can change the type of medication by clicking Change.

Note: The patient's weight and the date of the last weighing is
shown below the Change button.

2. Various Medication Order dialoges might have the Display
Restrictions/Guidelines link. Click this link to view the Restrictions/Guidelines
pop-up.
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a. 'You can print the text of the pop-up by clicking Print.
b. Click Close to dismiss the pop-up.

3. Highlight the dosage. (The associated cost is displayed to the right of the
dosage.)

4. Select a route from the Route field.
5. Choose a schedule from the Schedule scroll list (select PRN, if desired).

e The application completes the Days Supply field and calculates the
Quantity field based on the formula: days supply x schedule = quantity.

e If you select OTHER for Inpatient Medications, the application displays the
Order with a schedule OTHER dialog.

) Order with schedule "OTHER' E =10] =|
'E what pou put here should desplay in the nfo sechion ;I
L3
Select Days of Week Set Administration Time Schedule
[ SUN 0 aff:00
1 05 | =
I~ MON ; . AC (INSULIN)
Evenpday Add ACEHS Add
[ERSEIE T i s WS e =
AT BEDTIME(INSLIL
I~ WED 3 e femove | | |(oeroRe LuncH | —Remave |
. BID
I THU : o BID INSULIN)
10 :m CONTIMUOUSLY
I FRI L - DAILY
12~ FIVE TIMES/DAY
I SAT & HS H
Schedule : |
Resst ok | Concel |

Figure 4-296: Other Dialog

6. If necessary, highlight and change the numbers in these fields.

Note: If you change a number, the application attempts to
recalculate the OTHER field. If you check PRN, be sure
that the Quantity field is correct before accepting the
order.

The maximum allowable days supply for the Days Supply field can be
configured for your site (by using the Maximum Allowable Days Supply
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option in RPMS).

7. Inthe Patient Instructions field, type any directives for the patient. If the field
is already populated, you can edit the instructions by typing over them.

8. Enter the number of refills.

9. Select a clinical indication from the drop-down list for the Clinical Indication
field. The parameter BEHOORPA controls the display of this field. The drop-
down list comes from the Problem List of the patient.

o If you select OTHER from the drop-down list, the application displays the
SNOMED CT Lookup dialog.

x
Diagnosis Lockup  ©* Fully specified name T Synonym
Search: [dabetes Find...
# Lipodystrophy is @ Lipoatrophy and hpodystrophy (disorder) 2726
EHR IPL PROBLEM GUALIFIERS Z| " Diabetes mellins is & Disorder of endocrine system (disorder) 250.00
EHR IPL SEVERITY = : - b o ;
EHR IPL TREATMENT REGIMEN = e )
EHR REASONS NOT DOMNE ['® Dizbetes mellitus
EHR REFERRAL TYPE Dizbetes mellitus. NOS: Synonym
EHR V AMI CHEST PAIN —_ #
EHR V AMI EKG FINDINGS - DM - Diabetes mellitus Synonym
e '|F|P F‘
Search Date: & Diabetes insipidus i5 & Disorder of posterior pituitary (disorder) 2535
072472013 = H it is & Metabolic disorder of transport (disorder)
- 5 Dizbetic oculopathy  is 2 Dizbetic complication (disorder) 25050
el is a Disorder of eye proper (disarder) 379,50
Dizbetic newropathy i @ Meurclogic disorder associated with diabstes mellius 250,60
& (disceder) 3859
# i5 a Neuropathy associated with endocrine disorder
o (disorder)
@ Diabetic refinopathy  is a Diabetic oculopathy (disorder) 2050 —
T is & Retinopathy (disorder) w201
@-_ | Disbetic ondietonly  is 3 Diabetic monitoring status (finding) 250.00
] Disbstic complication  is & Disesse {disorder) 250.90
! Diabetic renal is a Diabetic complication (disorder) 25040
H _ disease i5 & Renal disorders in systemic disease (disarder) 583.81
i Brittle dizbetes is a Evaluation finding (finding) 25000
o mellitus
3 ~ Dizbetes mellitus is & Diabetes mellitus (disorder) 250.00
T type 2
Jm Disbetesmellivs s 3 Disbetes mellitus (disorder) %001 ~|

Figure 4-297: SNOMED CT Lookup Dialog

a. Inthe SNOMED CT Lookup dialog, in the Diagnosis Lookup section, click
to select either the Fully specified name of the Synonym option button.

o Fully specified name returns a collapsed list of SNOMED CT terms.
Click the plus sign () next to the term to expand and view the child
entries.

e Synonym returns the full list of SNOMED CT terms.

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

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

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

f. Click to select and highlight a term, and then click the Select button. The
Clinical Indication field refreshes with the selected SNOMED CT term you
selected.

10. Select the Chronic Med check box for medications that are ongoing for chronic
medical issues (diabetes, hypertension, etc.).

11. Select the Dispense as Written check box indicating that the medication must
be dispensed as written. For example, the pharmacy must dispense the brand
name, exact tab size, etc. Most states require that the pharmacy substitute
generic equivalents and/or tablet size (unless the provider checks the Dispense
as Written check box).

12. Select the location where the patient should pick up the medication from the
Pick Up group box.

13. Use the Outside Pharmacy Print button to generate a paper prescription.

Pick Lip
™ Chnic  Mad  ‘Window © Outssde Phamacy - et Outside Phasmacy - Prink

Figure 4-298: Print Option Buttons

After the prescription is signed, the Queue Print becomes active and the flag
icon is highlighted.

= v B = & + i ) A
Active Onl Chionic Only 365 days Pt Qusue it Process. New Check LTJ v Outpatient Medications -

chon D'mrl Oulpatient Medications | Status Piuuensl Issued Immhu

o HIDROXZNE 25HG 1 o
Sig: TAKE OME (1) TABLET MDUTH EVERKBHUUF\(; TR ITCHING - MCD =
NYSTATIN VAGINAL TAB Oly: 14 . .
¥ Sig INSERT ONE IWITAELETVAEIMATMCEADAY e | () T DA [Aur. 3 ME3 USERDEMO
PAEDNISOLONE 1% OPHTH SOLN Gty: 10for 30 day: {2 43
Sy PUT 1 DROP GFH EveERY 4 HOLIRS SHAKE WELL'DO NOT TOUCH TP T0 EVE L= ) T S| (B [ L2552 [USERDEKD
DORZOLAMIDE SOLN,OPH Oty 1
Sig PUT 2DROPS 25% IN BOTH EYES, THIS IS THE COMMENT, THREE TIMES A DAY
GABAPENTIN 100MG CAP= Qty: 1080
Sig. TAKE FOUR CAPSULES MOUTH THREE TIMES & DAY
ACeTAMINOPHEN 325MG T48 Oty 180 for 30 days: Ative
Sig TAKE ONE (1) TABLET MOUTH EVEHYAHUUFISTR PAIN OR FEVER
ACeTAMINOPHEN J25MG TAB Qty: 240 for 30
Sig. TAKE ONE [1) TABLET MOUTH EVER 3 HBURS TR PAIN DR FEVER

Provides

Expies | Refils
Reanaind Fis #
ng

13Sep-.. 13%ep.. 14Sep 11 | %943 USERDEMO

Pending
Pending

3Mar-. 3 Mar 01Ap2 3 ®1011 USERDEMO

P frha

FMar. FMar-. 0142, 3 KI012 USERDEMO

Figure 4-299: Queue Print

a. Click the flag icon to confirm that you are ready to print. A confirmation
message appears.
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A

e Conbinue with the printing of items in the quews?

e S|

Figure 4-300: Print Confirmation Message

b. Click Yes to select the template and printer for the prescription.

-igix]
NICOTINIC ACID 500MG SRCAP.  Template: | x| Printer: | |
OXYCODONE/ACETAMINOPHEN S7325MG TAB™:  Terglate: | =] Printer [ =

¥ Print Multipte Order Per Page:

ok | camce |

Figure 4-301: Prescription Print Template Dialog

c. Sites can configure their own prescription formats. In the case above, since
one of them is a narcotic, a different prescription format may have been
created at the site for that type of prescription.

14. For Outpatient Medications ONLY, you can transmit the prescription order
electronically by selecting the Electronic option button (available when the
APSP AUTO RX parameter is set to YES). Once you select the Electronic
option button, the Pharmacy field appears on the dialog.

Pick Up :

Figure 4-302: Electronic Option Button and Pharmacy Field
15. Click the Ellipsis button (=) by the Pharmacy field to display the Select a

Pharmacy dialog. The parameter APSP ZIPCODE PROXIMITY RADIUS
determines how far away to search for pharmacies.
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g
Select a phamacy 10 seceive the paeiciplion request. |=Q.-d Pick ﬂ
Prusmacy | bk | iy | Slabe | Zip Code i Faall | Vel | Diplance =
DEMD HOSFITAL HI00RED BUD CT MNEWBLIR G ] &TEH) HIZSI84009  B12516400R 1]
CvG Phamacy | B25) TTIZ Hw' B NEWBLURGH L] ATEA) MIESIEIAT | EESENEE ]
OVE Pharmscy i LER2 107 K BURSHARD T RD EVANSVILLE IN aTh5 PINTIRND B ATEITS 7551
VG Pamacy B 6263 MG WEST HAIN 5T BOOMVILLE ] 4Tl MR FIREIIE BRE
ICWS Plharmacy B 6251 ZH4 OIVERT AVE 1] &7T14 AIMTEAOT  BRMTEITT 95
IO Phamacy BEXSS 1007 WASHINGTON AVE H 47T MM B 24EESE 9 M5
IOW5 Phaemacy 8 B253 AT LINCOLR AVE 1] T4 AIMTTRTY  HI2ATTRIRD 845
OGS Phamacy BEI5E HIH EAST MORGEAN EVENLIE H am AIMETAES WS 100G
D% Pharmacy B TIHG BOO M, M 5T 1] 4T MIMETNIE 8 METISS 10 —
W% Fhaenacy B 2573 41 CHESTHNUT 5T IH 4T3 A4BEN HE242VEE3Y L1} =
IOWS Pharmacy 8 E252 4430 ARST AVE EVAMSVILLE 1] TN NI BI24ISIED 12951
ERQOGER MIDSOUTH 718 1670 STARLITE DRNE PWEHIEIRD K 4230 ITEEIED | TTEOEEEEd 14067
ERQGER MDSOUTH I3 ZEBEAST ATHSTREET PWEMSEORD Ky 230 TS STIERA 140657
N e S R AL £ R L e s aovan e aris | rwvera mani s
Saanh Rastattorg

W Tplods  F Faclty  Patiend  Oter [17F Referr |Wiwde; Helizih
Lil
I Mams £ 5 r© el I

I~ ity State f L | j

Figure 4-303: Select a Pharmacy Dialog

This dialog pulls entries from the new APSP PHARMACY LIST file based on
a reference zip code, which can be that of the originating facility, the patient, or
a manually entered one, and a defined radius.

You can sort each column by clicking on its corresponding header to ease the
task of locating the correct pharmacy. Select the desired pharmacy from the list
or from the quick pick list and click OK. This selection is retained for each
additional medication order until the patient selection is changed or the session
is terminated. In addition, the selection is added to the Quick-Pick list for that
patient, which maintains the last three selected pharmacies for a patient in
order of usage. Quick-Pick entries are retained across EHR sessions.

Note: If a patient has no quick pick entries, the list will not be
visible.

The APSP PHARMACY LIST file is delivered unpopulated. It is populated
dynamically from the SureScripts service, but currently must be populated
manually.

After signing the order, the prescription is automatically finished and
transmitted to the selected pharmacy. If the transmission is unsuccessful, the
provider receives an alert and can then choose to either retransmit the message
or print out the prescription:
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& Order Details - 2982;1 _I!:I.I- ﬁl
OHYMETAZOLINE S0OLN, HASAL -
USE ONE (1) SPRAY PER MOSTRIL MASAL STAT Spray once into each nostril.

Quantity: 1 Daye: 6 Refllls: 0 *Chronic Med: HO Digpense as Written: NO

Indication: Eosinophilic ascthma | developing inte &c... Pharmacy: DEMD HOSPITAL

Hotes to Pharmacist: Sample note. *INSIGHED®

Activity:
08/01/,3013 12:00 HMHew Qrder entersd by USER,DEMD
Order Text: CHYMETAZOLINE S0LN, HASRL
TSE ONE (1) SPRAY PER NOETRIL MASAL ETAT Epray once into each
nostril.

Guantity: 1 Days: & Refills: O *Chronic Med: NO Dispense ag
Wegitten: WO
Indicacion: Eosinophilic asthma | developing into ac...
Pharmacy: D[EHO HOSPITRL
Hotes to Fharmacist: Sample note.
Mature of Order: ELECTROMICALLY ENTERED
Ordered by: USER, DEMD
Signacure: HWOT SIGHED

Cuorrent Data:

Corrent Primary Providaer: USER, DEMO
Current Atcending Fhysician: USER, DEMO
Treating Specialty: MEDICINE (RDULT)
Ordering Location: GENERRL

Start Date/Time:-
Stop Date/Tima:

Current STaTus: UHRZLEASED

Crders that have not been released to the service for action.
Oxder $2482
Order:
HMedication: OXYMETAZOLINE SOLN, NASAL
Instructicns: 1 SPPAY FER NOSTRIL HASRL STRT
Big:

TUSE ONE (1) SPRAY PER HOSTRIL MASRL STAT
Fatient Instructions:
Spray oneoe lnce each nestrll.

Days Supply: 1]
Quantity: 1
Refills: o
Fick Up: ELECTRONIC
Pharmacy: DEMD HOSPITAL
Priority: ROUTINE
Hotes to Pharmacist:

Sample note.
Indication: Eominophilic asthma | developing into acutae

BTate|

SHOMED Descriptive ID: 432714018
Diascharge Medication: ¥YES -ﬂl
Fanl - . I |
Sizec i Prird... Close

Figure 4-304: Medication Details Showing Electronic Transfer

16. You can change the Priority by selecting from the drop-down list. The
following are the options for selection:

e ASAP: Give as soon as possible.
e Routine: The default.
e STAT: Give immediately.

o DONE: Medication administration that is completed without order checks
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or reviewed by a pharmacist. Based on policies, this option is not
recommended.

17. The Discharge Medication check box is checked if the patient is currently
admitted or if the ordering location has a clinic stop code of 30. De-select, or
select the check box, if needed.

18. Add comments in the Notes to Pharmacist field (if desired). What you add to
this field is added to the lower-left field (for the sig). The Notes to Pharmacist
field has a right-click menu to aid in editing the text. When the prescription is
being transmitted to an outside pharmacy, the Comments field must be less
than 210 characters. If more than 210 characters, when you click Save, the
application displays the Unable to Save Order alert.

Unahle to Sawe Order F::i

@ Thits ander cannok be saved for the Following reasonds):
A phanmacy must be selected,

Cesrenant kength for elactronic routing is bmited to 210 characters. (215)
SIG benugth For electronsc routing ks bmibed bo 140 characters, (252)

e |

Figure 4-305: Unable to Save Order Warning Message

19. Under certain circumstances, a check box may appear under the Days Supply
field. If the medication is service-connected, make sure the box is selected.

20. The Give Additional Dose Now check box may display for inpatient
medications. The application displays when the first dose is expected to be
given. When you click this check box, a new order is created and sent to
Inpatient Medications. Make sure the new order and the original schedule you
entered do not overmedicate the patient.

21. There may be other information for you to complete on the medication order.
22. Click Accept Order.

23. If you are finished ordering the medications, click Quit.

Note: The order must be signed before it can be forwarded to
the Pharmacy service. You can either sign the order now
or wait until later.

o If the Patient Status is Inpatient, the record displays in the Inpatient
Medications group box.

o If the Patient Status is Outpatient, the record displays in the Outpatient
Medications group box.
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4.10.10 Complex Dose Medication Order

Make sure you are on the Complex tab of the Medication Order.

X
[ACETAMINOPHEM TAB ﬂl
Dotage | Cenpisn
Dosage | Rous Scheduds Duwction | then/and |
= ORAL 0454 FAN

EF=TH
ESMG

Cosmermerits:
[ =
|
Dros Supply Quardity Fiefls  Clracal bndication [ Cheonec Med Fl.:lIJTIh"
-ilj ‘E._JJ 0 T_IJ] j r Dizpenss a3 = 50
‘Wiitten
Pick Up

i Chnic © Mal + Window

= FOR PN

ACETAMINOPHEN TAE FORPAIN  Refls: O Chone: Med N0 Dispere a3 Widler: HO S
diocept Drder
T

Figure 4-306: Outpatient Medication Order (Complex Dose)

Important: Once a complex medication order is started, remain on the
Complex tab until the order is finished. If you switch tabs,
the application displays a Warning message that states:

By switching to the Dosage Tab, you will lose all data on
this screen. Click OK to continue to Cancel. Click OK to
input information on the Dosage tab. Click OK to continue
input on the Complex tab.

Use the instructions in the Simple Dose Medication Order to complete the fields
(except Dosage, Route, Schedule) on this type of order.

The following provides information about populating the fields in the grid at the top of
the form.

Addendum to User Manual Updated Components
June 2015

271



Electronic Health Record (EHR) Version 1.1 Patch 14

[Crasage | Complex
Dasage | Aous Schedue Dusofion | therv/and |
= oRaL 04EH PRN
_Iz_v-sp:,
EEOMG

Figure 4-307: Grid at Top of Form

1. Click the Dosage field (to display the available dosages) and then select the
appropriate dosage.

2. Click the Route field and select a route.

3. Select a schedule from the drop-down list for the Schedule field. (Select PRN
if desired.)

Schedus
~| FRN
TiD |IND_‘

TID-EOM
Tu

TU-FR
uTH
TU-TH.
TU-THE =]

Figure 4-308: Available Selections for Schedule

If a dosing schedule is not defined when the Accept Order button is clicked, the
following error message appears:

Unable to Save Order

@ This order cannot be saved For the Following reasonis);

Schedule musk be entered.

Figure 4-309: Schedule Error Message

4. Enter a duration in the Duration field. If you want to change the time units of
measure (for example from Day to Week), select the units of measure first,
then enter the duration number.
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Figure 4-310: Available Selections for Duration
5. Select one of the following (appropriate) modifiers:
e And
e Then
e Except (leave this cell blank for the final dose)

6. Repeat steps 1 through 5 until you have completed the complex dose. This
process adds rows to the complex dosage instructions (in the grid).

The only addition for Inpatient Medications is a column that displays the
administration times for the doses.
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x|

|.t‘-‘«BILIFY <4RIPIPRAZOLE TAE »

In&ertHnwl Hemoveﬂowl

Change |

Pt Y/t on 02/18/2003
125,23 b [56.92 ka)

Diozage *| Cormplex
Dosage Route | Schedule | Dration | |
1 TABLET 30MG ORaL (D& PRM
Patiert
Instructions:
Diayz Supply Guantity Fiefillz Clinical Indication [~ Chranic: Med
= = = - Dispense as
ISD ! =1 I =1 0 =1 I J I waitten Prricrity
Pick Up _ _ _ _ _ [ROUTINE +]
" Clinic © Maill * “Window ¢ Outside Pharmacy - eRx  Outside Pharmacy - Print
¥ Discharge
I edication

Motes to Pharmacist:

Ll |

LRIPIPRAZOLE TAB 30MG
hesritten: MO

TAKE OME [1) TABLET MOUTH QD&Y AS NEEDED  Daps: 30 Refills: O “Chronic Med: NO Dispense az

FY

apR's |
=] out |

Figure 4-311: Inpatient Complex Dose

The parameter OR ADMIN TIME HELP TEXT displays information on how

to change the administration times.

4.10.11 Simple Dose Inpatient Medication Order
To create a simple Inpatient-Medication order:
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x|
|ABILIFY <ARIPIPRAZOLE TAB » Change

Pt on 02/18/2009
126,23 |b [56.92 kg)

—
Dosage . Complex

Dozage Route Schedule [Day-0iWeek
1 TABLET 20MG DRAL 4M I FAN
| TABLET 30MG Ell =
2 TAELETS 20MG

oD

OHS

Qo

il

5TAT
TID
OTHER
-

Expected First Doze: TOMORRA DWW 26-Jul-200 3@03:00 am

[T Give Additional Doze Mow

Picuity
Iﬂdmin Time: 09 :I [ROUTINE =|
Commerits:
S ample] comments here. 3
ARIPIPRAZOLE TAB 30MG d
OME [1) TAELET PO Q&AM Sample comments here.
ADR's |
Accept Order
= aax |

Figure 4-312: Inpatient Medication Order Dialog

1. Change the type of medication by clicking Change (if necessary).

Note: The patient's weight and the date of the last weighing is
shown below the Change button.

2. Various medication order dialoges may have the Display
Restrictions/Guidelines link on them. Click this link to view the
Restrictions/Guidelines pop-up.

a. You can print the text of the pop-up by clicking Print.
b. Click Close to dismiss the pop-up.

3. Highlight the dosage.
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4, Select a route from the Route field.

5. Select a schedule from the Schedule scroll list (select PRN, if desired).
Inpatient Medications require a standard schedule.

If a non-standard schedule is created as below:

x
|WﬁH FARIN TAB Change

Pt on 02/18/2009
126,23 |b [56.92 kg)

Dosage .Complex
Dosage Route Schedule Di-week
2MG ORAL TU-TH-SAGDE00 [~ PRN
™G 0.25 OAM -
MG (1262 ap _I
aHS
25MG gl
MG aop
4G STAT
MG TID
OTHER
-

Expected First Dose: 27-Jul-201 3208:00 &m

[T Give Additional Doze Mow

Piciity
IA:Imin Time: 200 :I [ROUTINE |
Corminarits:
Sample comments here| 3
E
WARFARIN TAB =l
Z2MG PO TU-TH-SAG0E00 Sample comments here.
ADR's |
(= gu |
Figure 4-313: Non-Standard Schedule Selected
The following error appears:
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Incorrect Schedule. |

Please selact a vabd schedule from the kst

If you would lee to create a Day-of-Week schedule pleasa selact "OTHER
from the kst

[

Figure 4-314: Non-Standard Error Message

6. Select OTHER from the schedule list.

Order with schedule "OTHER' = =10 %}
1 Thiz crder wall not bacome active unill a vabd schedule i ured. =]
=
E
= Dﬁdwm ——— = 5 —— 5
I SUN 0 B ;65“ '
|k BID -
ke 3 Mils DALY I
. a1
E*ﬂ}'ﬂh‘! 7 TUE ; :% Add o Add I
) Q2+
™ WED g :g Flemowe eh FHamoya |
; Q4H
¥ THU : e Q&H
: O8H
 FRI . aaM —
12 QHS5
[# SAT | L =

Sehadie [TU-TH-S4

Rasal ok | Concel |

Figure 4-315: Creation a Schedule Dialog

7. The provider selects which day of the week (or all) and the time, and then adds
it to the standard schedule list. It can then be chosen once it has been added to
the saved list.

4.10.11.1 Expected First Dose Information

The time of the expected first dose is displayed. The provider can then choose to give
an additional dose NOW by clicking the check box if the expected first dose is too far
into the future.
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x|
|WARFARIN TAB Change !
Pt on
B 125231 (5692 kgl
m | Complex
Ciosage Routs Schedule [[ap0fWeek| B
[2wG {oRaL TU-THSA@DE00 [ PAN
MG 02X QAM -
1MG 0.2%52 ap _]
OHS
25MG oD
MG QoD
A5G STAT
MG TiD
OTHER

Expscted First Dosec 27Jul-201 3@08:00 s

I~ Give Additional Dose Now Pricr
|A|j'm Times 0500 :I |ROUTINE =]
Comnents.
S ample commmarnts here| ;I
J|
WARFARIN TAB 3
2MG PO TU-TH-SA@0B00 Sample comments hee
ADR's
= __ga |

Figure 4-316: Expected First Dose

4.10.11.2 Administrative Times

All schedules that have administration times set up in the Pharmacy files show those

times displayed for the provider after the schedule is chosen. This appears in a text box
below the Give Additional Dose Now check box.
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x|
|WﬁH FARIN TAB Change

Pt on 02/18/2009
126,23 |b [56.92 kg)

Dosage . Complex
Dozage Route Schedule [Day-0iWeek
2MG |DHAL TU-TH-SAGDE00 [~ PRN
MG 0.25 OAM -
MG (1262 ap _I
g6 | OHS
25MG gl
MG aop
4G STAT
MG TID
OTHER
-

Expected First Dose: 27-Jul-201 3208:00 &m

[T Give Additional Dose Now -*—

Picuity
Iﬂdmin Time: 0800 :I [ROUTINE =|
Commerits:
Sample comments here| 3
WARFARIN TAB =l
Z2MG PO TU-TH-SAG0E00 Sample comments here.
ADR's |
Accept Order
= aax |

Figure 4-317: Administrative Times

4.10.12 Outside Medications

4.10.12.1 Document Outside Medications

You can document outside medications for the current patient. This means that the
prescription was sent to an outside Pharmacy (e-prescribing).

You can document Outside Medications for the current patient. Outside medications
are those medications that the patient is taking that are over the counter, supplements,
or medications prescribed by a physician not affiliated with the facility.
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Figure 4-318: Active Outside Medications Group Box

The Outside Medication records normally appear on the Order window when the
records have a status of Active. They can be removed by removing the NON-VA
MEDS from the pharmacy display group in the file DISPLAY GROUP.

Select DISPLAY GROUP NAME: PHARMACY

NAME: PHARMACY//

Select MEMBER: CLINIC ORDERS// ?
Answer with MEMBER, or SEQUENCE
Choose from:

1 INPATIENT MEDICATIONS
2 OUTPATIENT MEDICATIONS
3 NON-VA MEDICATIONS

4 CLINIC ORDERS

In certain cases, your local CAC can disable medication order enter/edit. In this case
the user can only view the medications.

The label (name) of the Outside Medications is controlled by the BEHORX NONVA
LABEL parameter. This means that Outside Medications might have a different name.

4.10.12.2 Columns (Outside Medications)
The right-click menu for any column heading has the following options:

e Restore Defaults: Use this option when you change the column width and you
want to restore the view to the default.

e Saving Settings: Use this option to save your settings for the column widths.
When you access the Medications window, these settings are used for the

Outside Medications group box.

4.10.12.3 New Medication (Outside Medications)

Make sure that the Outside Medications group box is active. The Outside Medications
option shows on the toolbar of the Medications window.

Also be sure a visit is selected. Follow these steps to document an outside medication:

1. Select Action - New Medication (or select the New Medication option on the
right-click menu or click the New button) to display the Document
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Herbal/OTC/Home Medications dialog (showing a list of available
medications).

& Document Herbal /OTC/Home Medications x|

| Mo quick crders avalable)

A% <AMCINOMIDE QINT TOP » -
ABY  <¢ALBUTEROL SOLMINHL *

A10  <AMLODIPINE TAB »

A1G  <AZTHROMYCIN PR AEMST-ORAL

AZ00  <AMIDDAROME TAB »

AXSD  <AMOMICILLIN CAPDRAL »

ASD0 <AMOACILLIN CAP ORAL »

ACARBOSE TAB

ACCUTAME 40MG CAP ICP)  <ISOTRETIMOIN CAPORAL »  WF
ACETAMINOFHEM [Fy15) TAB

ACETAMINOPHEM 120MG/CODEINE 12MG/SML ELL<IR
ACETAMINOPHEM SOLM.ORAL

ACETAMINOFHEN SUPPRTL

ACETAMIMOFHEN TAR

ACETAMINOPHEN TEST TAR

ACE TAMINOPHEN/CODEINE 30MG TAR
ACETAZOLAMIDE CAP.SA

ACETAZOLAMIDE TAB

ACETIC ACID 2% SOLMOTIC

ACETIC ACID SOLMIRRG

ACETYLCHOLINE CHLORIDE SOLM.OPH  MNF
ACETYLCYSTEINE SOLMJNHLAORAL

ACHROMYCIN 250MG CAP  <TETRACYCLINE CAP ORAL >
ACIPHEX 20MG TAR  <RABEPAASOLE TABEC
ACIPHEX 20MG TAR U/D  <RABEPRAZOLE TABEC »
ACTIGALL 300MG CAP <URSODIOL CAPORAL > MWF
ACTODS  <PIOGLITAZOME TAE »

ACYCLOVIR CAP ORAL

ACYCLOVIR INJ

ADALAT CC 30MG TAR  <NIFEDIFINE TAB SA >
ADALAT CC BOMG TAR  <NIFEDIPINE TAB SA >
ADALAT CC 90MG TAE  <NIFEDIFINE TAB S&
ADAPIM 25MG CAP  <DOEPIM CAPDRAL »

ADAPIM 25MG CAPU/D  <DO=EPIN CAPDRAL »
ADEMOCARD  <ADEMOSIME M SOLN »

ADEHOCARD 3MG/ML INJ - <ADENOSIME INJ SOLM =
ADEMOSIME INJSOLM

ADRENALIN 1:1,00010M)  <EPINEPHRINE INJ SOLM »

ANBE KIALIKL 1-10 00 SRIMEE AERIREBUBIRIE RSO0 R

Figure 4-319: List of Drugs for Outside Medications Order

2. Find the appropriate item by scrolling the medication list. Otherwise, type
enough letters of the medication’s name in the top field to have the application
search for the name. Be careful to choose the correct item because some lists
can have similarly named items associated with the desired medication or
medication quick order.

3. The application searches the quick orders first and then the medication list.
Select the quick order or medication name and click OK. The application
applies order checks on the selected medication.

4., Document the outside medication on the Document Herbal/OTC/Home
Medications dialog.
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& pocument Herbal /0TC/Home Medications x|
[ACETAMINDPHEN TAB _ Chenge |
Dosage | Route Schedule
[oRaL |24-£H PRN I~ PRN
3G 0.00258 orel P8 -
325G 0039 AL [INSLULIN)
EEIMG 0.005% ACEHS
ESOMG n.07a AT BEDTIME
AT BEDTIME(IHSULIN]
BEFORE LUNCH
BID
BID (INSULIN]
CONTINUQUSLY
DALY
FWE TIMES/DaAY _.J
Comements: ;l
smm ~Home Medication List Source———————|
Outzache mechcation not recommendad by prowider ~ Pag
| Dutsade medhcation iecommended by peorvides. ~ ‘i
| Patient buys OTC/Heibal product without medcal advice T ORERT RS
| Medicaton prescibed by ancthet provider  Friend
™ Famiy member
" Medical record
(" Patisnl’s phamacy
" Patients primaiy care phypsician
™ (khes
Medication Reason
=
=
1 Location of Medication T
| " Home " Hozpital . Dther |
Start Daste: | | LastDoss Taken: [ =
ACETAMINOPHEN TAE ] |Accept Dide
TA¥E BY MOUTH Q4-6H FRN ;l ut I

Figure 4-320: Document Herbal/OTC/Home Medications Dialog

Note: If UNKNOWN MED MISCELLANEOUS was selected
on the medication selection window, then the Dosage,
Route, and Schedule fields are not required.

5. You can change the medication by clicking the Change button and then select
another medication.

6. The check boxes in the Statement/Explanation group box can be configured
and controlled by the ORWD NONVA REASON parameter.

7. Complete the relevant sections and click Accept Order. After all outside
medications are documented, click Quit.
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Important: The Outside Medication DOES NOT require the
electronic signature.

Note: Outside medications cannot be selected when you sign
orders for the patient. All outside medications with a
status of New display on the Electronic Signature form.

Drders -

[W] Outside Med NYSTATIN TAB ORAL SO0000UMT TAKE OME [1) TABL
Drders - Other Unsigned

[w] ACETAMINOPHEM TAB 325MG TAKE OME (1) TABLET B MOUTH [
[v] ACETAMIMOPHEMN TAB 32585 TAKE OME TABLET BY MOUTH Q4-

Electronic Signature Code:

l

| Dion't Sign I Cancel I

Figure 4-321: Electronic Signature Showing Outside Medications

4.10.12.4 Details for Outside Medications

You can view the details of a selected outside medication by selecting View - Details
(or by selecting the Details option on the right-click menu) to display the Outside
Medication Details pop-up. See Details for more information about this pop-up.

4.10.12.5 Unknown Outside Medications

Occasionally a patient tells a provider they take a daily medication and can describe it,
but do not know what it is. This medication must be documented and later verified. To
do this:

1. The site must define a dose form to use for these medications and enter it in the
parameter BEHORX OUTSIDE MED DOSAGE FORM.

2. The site must create a drug tied to this dose form for unknown medication or
something similar.
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]
[MISEELLANEDUS DRUG MISCELLANEOUS Fiar
Dosage | Floute
tthe ik pll
QEH j
=l
- - [~ Home Medication List Sounce
Diattadks mache aticn ot reconimerded by peovided [ & Pa
Bl (Dl ek emaache shion ecomimendiad b provacler - .
| Paterk buys 07 C/Herbal product without medscal advice pr :Hhm’“"’h‘“
"] Medication prescribed by another peovides  Friend
1 Medication Reconciation e Facidy
" Medcal ecord
gttt
" Patients pamaty cave physician
_r' DOther
Medication Flesson
=
k4|
|~ Liocation of Medscation
| € Home  Hospta  Other
Stast Date [ ] Lot Diose Taken | FE
MISCELLAMEDUS DRUG MISCELLANEQUS :I
LITTLE FIME FILL EVERY Dy ;I it [

Figure 4-322: Miscellaneous Drug Dose Form

3. The medication and its description is then entered in the Dosage field.

4. Click Accept Order.

|

MOUTH EVERT DAY

DT M S T
S0 MOTH AT PEDTIE Dulscie madcaton rod commended by provedn
Viakisl MESLELLAHETLS DRUG MISCELLAHEDUS
LIFTLE Pinde PILL VT Dok’ Do mpedic st imcommasndied by pogeves
ek MESLELLANEDLUS DRUG MSCELLAHEOUS
VELLO' PILL. EVEFTY DAY Duiade metndic-ghon ref ssoommended by peovdel
ASPFIN 305G TaB
MG MOUTH TWICE A DAY Dutste fsce ahirs fol intimmerdiod by prowee
MSLELLARE DU DA ML ELLANE DS
PIRE FILL  Duataxs swcke.afion rct recomnrded by provde.
i ou

Figure 4-323: Unknown Medication for Validation

The medication now appears with an action of VALIDATE.

5. Once the medication is identified, the provider uses the Change action. Select

the correct medication and accept the order.

The unknown medication is discontinued and the correct medication made
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active.

4.10.12.6 Discontinue/Cancel Outside Medication

You can cancel a selected outside medication by selecting Action >
Discontinue/Cancel (or by selecting the Discontinue/Cancel option on right-click
menu). See Discontinue/Cancel for more information about this action.

4.10.12.7 Change Outside Medication

4.10.13

You can edit a selected outside medication by selecting Action - Change (or by
selecting the Change option on right-click menu) to display the Document Outside
Medication dialog.

Change the relevant sections and then click Accept Order. The Action column for the
changed Outside Medication contains Change.

Buttons on Medications Window

These actions only apply to the active medication type group box. For example, if
Outpatient Medications group box is active, then any action applies to that group box

(only).

4.10.13.1 Active Only

The Active button appears on Outpatient, Inpatient, and Outside Medication group
boxes.

herm Olnly
Figure 4-324: Active Only Button

Click the Active Only button to display the medications for the current patient that
have a status of ‘active’ in the Pharmacy package. These are the medications that the
patient is actively taking.

4.10.13.2 Chronic Only

The Chronic Only button appears on Outpatient, Inpatient, and Outside Medication
group boxes.

v

Cheonic Ondy

Figure 4-325: Chronic Only Button

Click the Chronic Only button to change the display to show only chronic medications
for the current patient (applies to Outpatient medications only).
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4.10.13.3 Restrict Medication Activity

The Restrict Medication Activity button appears on Outpatient, Inpatient, and Outside
Medication group boxes.

180 days

Figure 4-326: Restrict Medication Activity Button

Click the Restrict Medication Activity button to display the Restrict Medication
Activity dialog.

Restrict Medication Activity

Show only medications aclive within the last
[1-9999 day:z]:

[i50

I:IKIEa'ﬂull

Figure 4-327: Restrict Medication Activity Dialog

You can change the number in the free text field, if needed, in the range 1 to 9999.
After you click OK, the Medications window shows only medications that were active
with the last specified days (for the current patient).

The default time can be configured in the RPMS.

4.10.13.4 Print

The Print button appears on Outpatient, Inpatient, and Outside Medication group
boxes.

=
Prnt...

Figure 4-328: Print Button

Select one or more medication orders to print, and then click the Print button (or select
File = Print) to display the Print Medications dialog.
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%
Fegoet Foimat
= [Briefl © Detaled  Presciption ( Label  Drder " Prescription [Mew Fomat]
Imchezion Crbetia

™ Active Only [ Chioeic Only [~ Sedected Only

e

Figure 4-329: Print Medications Dialog

The Prescription option button displays only after being configured in RPMS. See
your Clinical Application Coordinator (CAC) about this configuration.

4.10.13.5 Report Format
This group box determines the format of the output.

Print Outpatient Medications x|

e

e |

Iruchusion Criteria
I Active Only [~ Chronic Only [ Selected Orly

[ R | cence |

Figure 4-330: Report Format Group Box

The Brief option outputs the information in the Medication, Prescriber, Status,
and Refills Left columns (not just the ones in the current view).

The Detailed option outputs the information in all of the columns (not just the
ones in the current view).

To print a Prescription, your local CAC can set the default printer for the
medication report. Also, the CAC must set the Enable Printing of Prescription
option to YES. Both of these options are accessed in RPMS.

To use the Label option button, your site must be configured to print labels
(using the Enable Printing of Sample Labels option in RPMS).

Prescription (new format): If a site is printing prescriptions using the queue,
there may be times when the prescription does not print. This requires a reprint
of the prescription.

The Order option prints the order from a pre-defined template. Refer to the Rx
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Print Format (Template) Editor — Export and Import Files book for additional
information.

Users must select a reason for the reprint, and this data is tracked in the prescription.

ol
Prirt Reason | :f
Comménis |

=R

Figure 4-331: Select Reprint Reason Dialog

4.10.13.6 Inclusion Criteria
This group box determines what is included on the output. Select one of the following:

e Select the Active Only check box to include Active Only medication orders.

e Select the Chronic Only check box to include the Chronic Only medication
orders.

e Select the Selected Only check box to include the selected medication orders.
Then:

1. Click Print on the Print Medications dialog to initiate the print process. The
Print Setup dialog displays. This is where you select the printer and other
settings.

2. Click OK on this dialog to output the information to the selected printer.
(Otherwise, click Cancel to cancel the print process.)

4.10.13.7 Print Queue

The Print Queue icon is lit when there are items waiting to be printed. When clicked,
the Prescription Template and Printer Selection dialog is displayed

$~

[ue=ue Pt

Figure 4-332: Queue Print Button

4.10.13.8 Process

The Process button appears on Outpatient group box. This function is NOT available
for Outside Medications.
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Figure 4-333: Process Button

The Process button enables you to select more than one medication order to process.
The process enables you to change, refill, renew, and so on, each medication in turn.
Otherwise, you can choose the medication order individually and select the
appropriate process (change, refill, and so on).

Select one or more medications and then select Action = Process or click the Process
button to display the Medication Order dialog.

& Medication Order ) |

[EMINDCAPROIC ACID TAB Potan
' Mone
| Dosage . Complex . e
.[- [oral r
_— g
|| e
(- 2
BT " DIC
| =
2] |
O | | U

= s Detais._|

AMINOCAFROIC ACID TAB S00MG - .
TAKE OME TABLET MOUTH TWICE A DAY B Skip |
| ADR'z Gt |

Quantty: B0 Rehlls: 0 Chiorss Med: NO

Figure 4-334: Medication Order Showing Process Actions

The Action you select determines the label on the button above the Quit button in the
lower right corner of the dialog.

The Active Process Action option button determines the button label (the button above
the Quit button). The following table provides information about that process and
actions you can take.

Option Button Button Label Action on the Button

None Skip Skips to the next medication

Change Change Changes the medication.
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Renew Renew Renews the medication order.
Refill Refill Orders a refill for the medication.
Hold Hold Puts the medication order on hold.
D/C D/C Cancels the medication order.

Click the ADRs button to display the Patient Postings information about the current
patient.

If you click the Details button, the system displays the Medication Details pop-up.

4.10.13.9 New

The New button appears on Outpatient, Inpatient, and Outside Medication group
boxes.

+

Mew...

Figure 4-335: New Button

Click the New button to display the Medication selection dialog. (This is the same as
selecting the New Medication option on the Action menu.) After making a selection,
the Medication Order dialog displays. See Outpatient and Inpatient Medications
Orders or Document Outside Medications for more information.

4.10.13.10 Check

The Check button appears on Outpatient, Inpatient, and Outside Medication group
boxes.

:
Check
Figure 4-336: Check Button

Click the Check button to execute on-demand order checking. This causes the Order
Checks popup to display.

This performs order checks on all active and pending medications in the medication
profile for both outpatient and outside medications and cites the source of the drug
interaction information. You must dismiss the popup in order to continue.
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. Order Checking - Source: Veterans Health Administrati il

@ Duplicate dug claszs order: ORAL HYPOGLYCEMIC AGENTS.0RAL [GLYBURIDE TAR :I
TAKE 9MG MOUTH EVERY D&Y TO HELF CONTROL BLOOD SUGARS [PENDING])

@ FPrevious adverse reaction to: ASPIRIN [LOCAL] Reac: ASTHMA [3/1/120@75:19) Src:
PATIENT [Outside Med ASPIRIN TAE TAKE MOUTH 1000 Map 01, 20013 Patient buys
OTC/Herbal product without medical advice,  Medication Location; HOME Home

@@ Frevious adverse reaction to: MOM-OPIOID AMALGESICS [LOCAL] [ACETAMINOPHEMN
SUPFPRTL 1300MG RTL QD [PEMDIMG])

@@ Frevious adverse reaction to: HON-OPIOID ANALGESICS [LOCAL) [Dutside Med
ACETAMINOPHEM TAB TAKE MOUTH [ACTIME])

73 SIGMIFICANT drug-drug interaction: ATORVASTATIN CALCIUM & MIACIN [* HIACIN
CaP 54 500MG TAKE OME (1) CAPSULE MOUTH AT BEDTIME [ACTIVE])

7@ SIGNIFICANT drug-drug interactior: ATORVASTATIM CALCIUM & NIACIN [Dutside Med
ATORVASTATIN TAB TAKE MOUTH QPM Aug 01, 2010 Dutside medication nat

recommended by provider.  Last Dose Taken: 10-40g-2010 09:00 Medication Location:
HOME Rea

-

Figure 4-337: Order Checks

If no order checking transpired, the Order Checks information message displays
informing you that there are no contraindications or warnings.

Click OK to dismiss the message.

4.10.13.11 Clinical Decision Support Button

The Clinical Decision Support button enables you to look up information on a
highlighted medication order.

LM

Figure 4-338: Clinical Decision Support Button

e If your site is not licensed for ClinicalKey, the Web Reference Search dialog
opens. After selecting a Reference Site and clicking Search, you are taken to
the selected Web site for the specified term.

e If your site is licensed for ClinicalKey, a search on ClinicalKey for that
medication displays data for the provider.

4.10.13.12 Education Information Button

The Education Information (Ed) button (was (formerly the Information button) enables
you to look up information on a highlighted medication order.

0
Figure 4-339: Education Information (Ed) Button

If an active visit is not selected when the Education Information button is clicked, the
following message appears.
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Active Yisit Not Selected

4™ An active visit has not been selected,
'.\ /' an ackive wisit is reguired to update Patient Education Records,

= Do waou wish ko seleck an ackive visit?

Figure 4-340: Active Visit Not Selected Information Message

Click Yes to select an active visit. If No is clicked, MedlinePlus opens, but the Add
Patient Education Event dialog does not open.

Once an active visit and a medication are selected, a search is created on MedlinePlus
for that medication and displays data for the provider.

it
& - ] .-
e | e e S i |
ry"MedlinePlus A
. N e Vas Tads L » el - E
=z
Ddziaraen afb*0a

Wiy s g, b s Wea ik PN L A e e s

e O T ] Wi e ol W PR R e !
L ) b S e U im o e TR

Wk v sy i | b | s e ot gl ]| o !

B e ] | by Dramd =

s et | 1 f—r—) [ T —

Why s thin medasiion prescribed?

ki gl e i i -, Gl i e st o sl it i
e whoold thaw mesdcios b used?

Figure 4-341: MedlinePlus Web Site

Note: The Add Patient Education Event dialog also opens, where you
can add patient education information. Refer to the Patient
Education Online Help for details on completing this dialog.

4.10.14 Options on Right-Click Menu

4.10.14.1 Details

This option appears on the Outpatient, Inpatient, and Outside Medication group boxes.
Use this option to display the Medication Details pop-up window.
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€ Dut patient Medication Deladls

ACETANINOPFHEN TAER JIEHG
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Figure 4-342: Medication Detail Window

4.10.14.2 Administration History

This option appears on the Outpatient and Inpatient group boxes. Use this option to
display the administrative history of a selected medication (does not apply to IV
Fluids). The Administrative History pop-up window displays.
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& Dutpatient Medication Administration History
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Hedication & Dosage
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Figure 4-343: Administrative History Pop-Up Window

Each pop-up window that displays by using the Details or Administration History
option allows you to change the font size of the text displayed in this pop-up window
by adjusting the size in the Font Size field (enter manually or use the up and down
arrows).

Note: This does not change the size of the text on the output (when
you print).

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

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

Note: The Print button may not appear. It is according to how
your application is configured.

2. Click Close to dismiss the pop-up.
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4.10.14.3 Medication
This option appears on the Outpatient, Inpatient, and Outside Medication group boxes.

4.10.14.4 Change
This option appears on the Outpatient, Inpatient, and Outside Medication group boxes.
You can change the dosage, route, schedule, etc. of an existing medication order. This

option does not allow you to change the medication itself (the Change button will not
be active).

Follow these steps to change a medication order:
1. Select the medication you want to change (cannot be a cancelled order).

2. Select Action > Change (or select the Change option on the right-click menu)
to display the Medication Order dialog. If you select an Outside Medication,
the Document Outside Medication dialog displays with the Change button
inactive.

5

[SIHETHIEDNE TAR CHEWABLE Changs

i Dosage ™ Complex — :
|Dosage Route |
[reome [ORAL [ PRN|
| e

:_ s 2
I I
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| ETAT j‘
Commants:

| 3
Daps Supply Oty (TAR) Refil:  — Pick Up-

=1 =1

{30 J|zau ;l[1 j = Cliic  Mal  ‘Window | DUT!NE -

[~ Cheonic Med

[ -M&y USE AT BEDTIME IF MEEDED

ADR's

SIMETHICOME TAE CHEWABLE BIMG j

CHEW TwiD TABLETS MOUTH FOUR TIMES A DAY -MMaY LISE AT EEDTIME IF

NEEDED ﬁmﬂdﬁ
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Figure 4-344: Medication Order to Change

3. Complete the changes as appropriate on the Medication Order dialog. See
Outpatient and Inpatient Medications Orders for more information about
completing the Medication Order dialog or see Document Outside Medications
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for more information about completing the Document Outside Medications
dialog.

4. Click Accept Order to change the medication order.

You can sign the changed order now or later.

4.10.14.5 Copy to New Order
This option appears on the Outpatient and Inpatient group boxes.

You might use this feature to create a new medication order from an expired one.

Make sure a visit is selected for the current patient. Follow these steps to copy an order
to a new order.

1. Select the medication you want to copy to a new order.

2. Select Action > Copy to New Order (or select the Copy to New Order option
on the right-click menu) to display the Copy Medication Order dialog.

& Copy Medication Order =10] I

Demo, Toddlet is curently st CHART REVIE'W
Mo lraating specialy iz avadable,

{* Releaze copied orders mmeadiately
(" Delay releaze of coped orders until Cancel I

Figure 4-345: Copy Medication Order Dialog

If the order does not have a Clinical Indication associated with it, the Unable to
Save Order information message opens. A Clinical Indication must be added
before proceeding. Refer to the appropriate Medication Orders topic based on
the type of order you are copying, or the Using the SNOMED CT Lookup
Dialog if the Other option is selected in the Clinical Indication field.

3. Click the Release Copied Orders Immediately option button to create the same
order over again.

The Delay release of copied orders until option requires that there has been the
setup for delayed orders. You use the Delay option if the patient is being
transferred and you have all of the orders set to auto-dc on the transfer. This
option is not discussed in this topic.

4. Click OK to display the New Order dialog.
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€, New Order [ x|
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Days Supply: 30
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Refills: 5
Pick Up: WINDOW

DwisAaviror: ODATTTTURE

L«

Figure 4-346: New Order Dialog

a. If you click Edit, you get the Medication Order dialog for the particular
medication. See Outpatient and Inpatient Medications Orders for
completing the dialog.

b. If you click Accept, a new order is created using the medication
information displayed on the New Order dialog. (Otherwise, click Cancel.)

5. The specified medication has New in the Action column. You can sign the
order now or later.

4.10.14.6 Discontinue/Cancel
This option appears on the Outpatient, Inpatient, and Outside Medication group boxes.

When an order is discontinued, the application changes the order’s Stop Date/Time to
the date/time the action is taken. Pending and Non-verified orders are deleted when the
medication order is discontinued and no longer appears on the patient’s profile. An
entry is placed in the order’s Activity Log recording who discontinued the order and
when the action was taken.

Make sure a visit is selected for the current patient. Follow these steps to discontinue
an order:

1. Select the medication orders you want to discontinue.

2. Select Action = Discontinue/Cancel (or select the Discontinue/Cancel option
on the right-click menu) to display the Discontinue/Cancel Orders dialog.
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Figure 4-347: Discontinue/Cancel Orders Dialog

3. Select the appropriate reason to discontinue from the Reason to Discontinue
field and click OK. (Otherwise, click Cancel.)

The list of reasons to discontinue can be configured in RPMS (using the Edit
DC Reasons option). The specified medication will have DC in the Action
column.

4.10.14.7 Hold

This option appears on the Outpatient and Inpatient group boxes.
Only active orders can be placed on hold. Orders placed on hold continues to show
under the ACTIVE heading on the profiles until it is removed from hold. An entry is

placed in the order’s Activity Log recording the person who placed/removed the order
from hold and when the action was taken.

The Hold/Unhold actions can be configured in RPMS. If the Disable Hold/Unhold
Actions in EHR option is set to YES, this prevents orders from being placed on Hold.

Make sure a visit is selected for the current patient. Follow these steps to place a
medication on hold:

1. Select the medication order you want to be placed on hold.

2. Select Action - Hold (or select the Hold option on the right-click menu) to
display the Hold Order dialog.
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Figure 4-348: Hold Order Dialog
3. Enter areason in the free text field (required).
4. Click OK.

5. The word Hold appears in the Order column for the selected order and the
Status = Unreleased.

6. You must sign the Hold order now or later. After signing, the Status = Hold.

7. Once the medication is on Hold, you can remove it from Hold by selecting the
medication and selecting Action - Release Hold to display the Release Order
from Hold dialog.

Note: This Hold is not a replacement for the Pharmacy Hold. It
is designed to only be used on Inpatient Orders. The
Hold Medication is normally put in place because the
patient has a procedure scheduled and the medication
cannot be given until after the procedure is finished.
Outpatient pharmacy has their own hold action for
medications given to patients to take home.

4.10.14.8 Process

This option appears on the Outpatient and Inpatient group boxes. See Process for more
information about this option.

4.10.14.9 Refill

This option appears on the Outpatient Medications group box. You can only refill
outpatient medications that are active and have refills available (and NOT a
medication that has been renewed).

Important: You cannot refill a narcotic prescription.

Make sure a visit is selected for the current patient. Follow these steps:
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1. Select the medication you want to refill.

2. Select Action = Refill (or select the Refill option on the right-click menu) to
display the Refill Order dialog.

' Change Refills for Outpatient Medication - |I:I|£|

[BUPROFEM TAE S00MG
TAKE OME [1) TABLET BY MOUTH THREE TIMES & DAY IF MEEDED FOR PAIN;
TAKE WITH FOOD OF MILK

Fiefillz Pick Up
|5 [windaw |
[~ Chranic medication I—I
k. Cancel

Figure 4-349: Change Refills for Outpatient Medication Dialog
3. Click the appropriate option button in the Pick Up group box.
4. Click OK to have the medication refilled. (Otherwise, click Cancel.)
The selected medication has Refill in the Action column.
4.10.14.10 Renew
This option appears on the Outpatient and Inpatient group boxes.

Only active orders or those that have been expired in a certain number of days can be
renewed. The maximum number of days following the expiration can be configured
for your site (using the Renewal Limit for Expired Meds option in RPMS). You must
have Outpatient Pharmacy 7.0 loaded in order to renew a medication order.

After a renewed order is accepted, the Start Date/Time for the renewed order becomes
the Stop Date/Time of the original order.

Once an order has been renewed, it cannot be renewed again or edited.

You cannot renew or refill narcotics. If you try to renew or refill, the application
displays the Unable to Renew Order information message.
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Figure 4-350: Unable to Renew Order Information Message

Make sure a visit is selected for the current patient. Follow these steps to renew a
medication order:

1. Select the medication you want to renew.

2. Select Action = Renew (or select the Renew option on the right-click menu)
to display the Renew Order dialog.

=k

The following order will be renewed:

ASPIRIN TAB EC B1MG
TAKE OME TABLET MOUTH EVERY DaY
Uwﬂ__l.l: S0 Refils: 3I_|i'.‘k_l-ﬂ al Window]

Figure 4-351: Renew Order Dialog

3. If you need to change the Refill/Pick Up information, click inside the green
box and the label on the button changes:

-Ioix]

The lollowing oider will be ienewed:

1[4 Cancel

Figure 4-352: Renew Order Dialog with Changed Button Label

a. Click the Change Refill/Pick Up button to display the Change Refills
dialog.
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Figure 4-353: Change Refills Dialog

b. You can manually change the number of refills and change the Pick Up
information by selecting from the drop-down list.

c. When the Change Refills dialog is complete, click OK. You return to the
Renew Order dialog. (Otherwise, click Cancel.)

If the order does not have a Clinical Indication associated with it, the
Unable to Renew Order information message opens. A Clinical Indication
must be added before proceeding. Refer to the appropriate Medication
Orders topic based on the type of order you are renewing.

4. Click OK on the Renew Order dialog. (Otherwise, click Cancel.) The specified
medication shows Status = Unreleased and Action = Renew.

5. After signing the order, this changes the order to have Status = Pending.

4.10.14.11 Transfer to Inpatient

This action transfers a selected Outpatient Medication to an Inpatient Medication for a
patient with the status of Outpatient. The application tells you if the medication cannot
be changed to an Inpatient Medication. Follow these steps:

1. Select the Outpatient Medication you want to transfer (you can select more
than one, if needed).

2. Select Action = Transfer to Inpatient (or select the Transfer to Inpatient option
on the right-click menu). The application checks the status of the patient.

The Transfer Medication Order dialog displays.
If your patient is still an outpatient, then delaying the order until after

admission is the only choice. The following dialog displays enabling you to
enter delayed orders.
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Figure 4-354: Transfer Medication Order Dialog
3. Select one of the options in the lower field, such as Admit to Ward.

4. Click OK to display the Admit Patient dialog.

i
Event [ADMIT T0 WARD =
Treating Specially: | =l
Atendng | =l
Primany: | =
Irstructions: |
ADMIT TO WARD =] [Accept Ouder|
|

Figure 4-355: Admit Patient Dialog

5. Complete the fields on this dialog by selecting from the drop-down lists. The

Attending field is the only required field. The Instructions field is a free-text
field.

6. Click Accept Order to display the Medication Order.
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Figure 4-356: Sample Outpatient Medication Order

7. Complete the medication order and click Accept Order. See Outpatient and
Inpatient Medications Orders for more information about completing the
dialog. The selected medication appears in the Inpatient Medications group box
with New in the Action column.

If your patient is already admitted, the Inpatient Order dialog opens for you to
process. However, any medication selected must have been set up to be an
inpatient medication.

After you sign the order, the Status becomes Pending.

4.10.14.12 Transfer to Outpatient

This action transfers a selected Inpatient Medication to an Outpatient Medication for a
patient with the status of Inpatient. Follow these steps:

1. Select the medication from the Inpatient Medications panel that you want to
transfer to outpatient (you can select more than one, if needed).

2. Select Action = Transfer to Outpatient (or select the Transfer to Outpatient
option on the right-click menu). The application checks the status of the
patient.

The Transfer Medication Orders dialog displays.
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Figure 4-357: Transfer Medication Order Dialog
3. Click OK. The Medication Order displays.

4. Complete the Medication Order dialog and click Accept Order. See Outpatient
and Inpatient Medications Orders for more information about completing the
dialog.

5. The selected medication order appears in the Outpatient Medications group
box with New in the Action column.

6. After you sign the order, the Status becomes Pending.

4.10.14.13 Chronic Medication

The Chronic Medication option/feature appears on the Outpatient Medication group
box, and marks selected medications as chronic or as not chronic.

Chronic medications apply to outpatient medications only. They have a Chronic
Medication check mark (+) in the Chronic column. Once the medications are marked
as chronic, you can sort the list by clicking on the Chronic column heading until all of
the chronic medications are listed at the top.

Follow these steps to use the Chronic Medication features:
1. To mark (outpatient) medications as chronic, select the medications.

e To select all chronic medications, select Chronic Medication = Select All
on the right-click menu (or on the Action menu).

e Use the <Shift> or <Ctrl> key in combination with the left mouse button to
select the medications.

2. Select Chronic Medication - Yes on the right-click menu. The selected
medications show a check mark (+) in the Chronic column.

3. To mark medications as not chronic, select the chronic medications.

e To select all chronic medications, select Chronic Medication [ Select All
on the right-click menu (or on the Action menu).
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e Use the <Shift> or <Ctrl> key in combination with the left mouse button to
select the medications.

Select Chronic Medication - No on the right-click menu. The selected medications
have no check mark () in the Chronic column.

4.11 Orders

Orders are placed using options from the Write Orders field. You can place orders for
a variety of items and procedures, such as medications, consults, lab tests, and so on.
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Figure 4-358: Orders Window

The Orders window displays information about each order, such as which service the
orders are associated with, the start and stop date of each order, the name of the
provider who entered the order, and the status of the order.

The Orders window has the following features:

e The View Orders category field contains the name of the order category being
viewed (in the right panel). In addition, it can contain the name of the order
within that category.

e The Write Orders type field contains the list of order types that can be selected.

e The right-hand panel contains a list of the orders being viewed.

e Order checks are performed on all orders (after you click Accept Order and
before you sign the order) to prevent errors (such as duplicate orders) from
occurring.

e You can specify that an order become active immediately, or specify that an

order be event delayed (inpatient only) and activated when the selected patient
is admitted, transferred, or discharged.
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Note: The orders listed in the Write Orders field vary from site to
site. Because of this, some of the orders discussed in the
following sections may not be available. The Write Orders
field is determined by one of two parameters, the ORWOR
WRITE ORDERS LIST or the ORDWDX WRITE
ORDERS LIST. The ORWDX WRITE ORDER LIST
points to an order menu that can be used and if this
parameter is set, it takes precedence.

4.11.1 Viewing Orders

You can control which orders appear on the Orders window by defining specific
criteria. For example, you can specify that only unsigned orders associated with a
specific service or section appear. Unsigned orders appear on the Orders window in
bold, blue lettering.

To view orders:

1. On the View menu, select one of the following view options (in top of the
menu):

File View Action DOplions
View Active Orders (inchudes pending, recent activiky )
Current Orders (active/pending status only)
; Auba D Release Event Orders
Expirineg Orders
Unsigreed Orders
Wiibe ;
—— Cushom Order Yiew...
Add
Save as Default View,..
Feburn bo Defauk View

Renuls...
Reasuts History. .,

Refrash F5

Figure 4-359: View Menu Options
The appropriate orders appear in the right-hand panel.
2. Select the Refresh option if you want to update the current Orders window.

3. If you would like to filter the orders further, continue with Custom Order
View.

4.11.1.1 Custom Order View

1. Select View - Custom Order View (or select Custom Order View on the
right-click menu) to display the Custom Order View dialog.
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Figure 4-360: Custom Order View Dialog

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

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

b. Select a service or section from the Service/Section scroll list. (Click the
sign to expand a heading.)

c. If youwould like to limit the orders to a specific date range, check the Only
List Orders Placed During Time Period check box, and enter the From and
Through dates.

d. Click the Ellipsis button to choose a date from a calendar.

e. Check the Reverse Chronological Sequence check box if you want the
oldest orders to appear at the top of the orders list.

f. Check the Group Orders by Service check box if you want the orders to be
sorted according to the service with which they are associated.

3. Click OK. The orders that meet the criteria you specified on the Custom Order
View dialog display on the Orders window.

The criteria for the displayed orders appears above the Service column (in the
right panel).
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If all of the active orders are not displayed on the Orders window, the & icon
appears above the last column on the right side of the screen.

Current Orders [Active & Pending Statuz Only] - ALL SERVICES @
Figure 4-361: Active Orders Not Displayed
If you choose Active Orders, you will see the Active and Pending orders that

have had activity in the past number of hours that your site specifies in a
parameter.

Note: Some sites use this to see all activity in the past 24, 48,
or 72 hours. The Clinical Applications Coordinator
(CAC) sets the number of hours.

4.11.1.2 Default View for Orders

A default view for your orders is one you particularly use the most and want it to be
the view that displays when you enter the Orders window. To use the Default View for

orders:

1. Establish the view that you want as your default view.

2. Select View > Save as Default View to display the Save Default Order View
information message.

Save Default Order View [ |

9 The current ordes view is:
. rJ
Active Orders
Sort order dates in reverse chronological crder
Group orders by service

Do you wish bo save this as your default view?

Figure 4-362: Save Default Order View Information Message

3. Click Yes to save the view as your default view. (Otherwise, click No.)

4. If you are in another view on the Orders window, you can return to your
default view by selecting View = Return to Default View.

4.11.2 Medication Orders

When ordering medications, you can order Outpatient or Inpatient Medications,
including IV Fluids and Unit Doses. Outpatient medications and Inpatient medications
are defined by Pharmacy.
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Note: If a medication is preceded by an asterisk (*), the asterisk
indicates that the order was changed by the pharmacy service.

If you would like to view additional information about a medication order, double-
click the order or select a medication order and choose View -  Details to display
the Order Details pop-up.

To order outpatient medications, select the Outpatient Medications function on the
Orders window. The ordering activities are the same ordering them on the Medications
window. Refer to the online Help for the Medications window for more information.

To order inpatient medications, select the Inpatient Medications function on the Orders
window. The ordering activities are the same ordering them on the Medications
window. Refer to the online Help for the Medications window for more information.

4.11.2.1 ADRs Button

The ADRs button appears on many of the medication dialogs within the Orders menu.
Click the ADRs button to show the Patient Postings information about the current
patient (contains the patient’s allergies as well as Crisis notes, and so on).

! Patient Postings Xl
Allergies Severity Signg £ Symptoms
rrrrrrrr— P
Penicillin: Razh

Criziz Motes, “Warning Maotes, Directives
ALLERGIES
PAIN COMTRALCT 23-May-2006 10:23

Figure 4-363: Patient Postings Information

4.11.2.2 Holding Pharmacy Orders

Only active pharmacy orders can be placed on hold. Orders placed on hold will
continue to show under the ACTIVE heading on the profiles until they are removed
from hold. An entry is placed in the order’s Activity Log recording the person who
placed/removed the order from hold and when the action was taken. The HOLD action
in orders was designed to be for Inpatient orders such that the patient will not receive
the medication because they are having a procedure done.

There is a pharmacy application to place outpatient medications on hold.

Note: The Hold option might not active on your system. This option is
controlled by a parameter that must be turned on in the RPMS.
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Make sure a visit is selected. To place an order on hold:

1. On the Orders window, select the pharmacy order you want to be placed on
hold.

2. Select Action - Hold (or select Hold on the right-click menu) to display the
Hold Order dialog.

& Hold Order =i El |ﬁ|
The lollowsng aider will be placed an hold:

*GLYBURIDE SMG TAB™
TAKE SMG MOUTH EVERY DAY TO HELP CONTROL BLODD SUGARS
Guantiy: 30 Reflls: 3

Enter a reazon for the hold:

l

Figure 4-364: Hold Order Dialog
The Enter a reason for the hold field is a required, free-text field.
3. Click OK.

The pharmacy order now has Status = Hold on the Orders window. You can sign the
order now or later.

4.11.2.3 Releasing a Pharmacy Order from Hold

The Release Hold option might not be available on your system. This option is
controlled by a parameter that must be turned on in the RPMS.

Make sure a visit is selected. To release a pharmacy order from hold:
1. On the Orders window, select a pharmacy order with a Status = Hold.

2. Select Action = Release Hold to display the Release Order from Hold dialog.

& release Order from Hold i =10 =|
The following order will be released from hold:
*Hold GLYBURIDE SMG TAB™
TAKE MG MOUTH EVERY D&Y TO HELP CONTROL BLOOD SUGARS
Quantiy: S0 Refils: 3
0K | Cancel |

Figure 4-365: Release Order from Hold Dialog
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3. Click OK. (Otherwise, click Cancel.) The selected pharmacy order now has
Status = Unreleased on the Orders window.

4. You can sign the order now or later. See Sign Selected for more information.

4.11.2.4 Renewing Medications

The CAC can set the renew limit for expired medication orders. This is the maximum
number of days following the expiration of a prescription that it can still be renewed.

Only active orders or those that have been expired less than the renew limit (discussed
above) can be renewed. The Duration for the order (to renew) must have a Stop Date
after the current visit date. You cannot renew narcotic medication orders.

After a renewed order is accepted, the Start Date/Time for the renewed order becomes
the Start Date/Time of the original order. The original order’s status is changed to
Renewed (after signing the order).

Once an order has been renewed, it cannot be renewed again or edited. To renew a
medication:

1. Make sure a visit is selected.
2. Select the pharmacy order to be renewed. You can select more than one order.

3. Select Action = Renew (or select Renew on the right-click menu) to display
the Renew Orders dialog.

=IDix]
The following orders will be renewed:

HYDROCHLOROTHIAZIDE TAE 25MG

TAKE OME-HALF TABLET MOUTH EVERY MORNING THC BLOOD PRESSURE
Luantiy: 30 Refills: 17 [peck up at Window)

“GLYBURIDE 5MG TAB=

TAKE 540G MOUTH EVERY Dy TO HELP CONTROL BLOOD SUGARS
Quantity; 30 Rsfillz; 3 (pack up at Wirdow]

| ok | Cancel

Figure 4-366: Renew Order Dialog for Two Orders

4. To change the Refill/Pick Up information, select the order’s text in the Renew
Orders dialog and the button label changes:
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[@renewarders =lax|

The following orders will be renewed:

/ Ay MORMIMG THC BLODOD PRESSURE
H w 30 Feflls: 17 [pack o
"GLYBURIDE 5MG TAB™
TAKE 584G MOUTH EVERY DaY TO HELP CONTROL BLOOD SUGARS
Quantity, 50 Rieflls; 3 [peck up at "Window]

Change Refil:/Pick Up... | ok | Cancel |

Figure 4-367: Renew Order with Change Refills/Pick Up Button

5. Click the Change Refills/Pick Up button to display the Change Refills dialog.
~iBix]

The following orders will be renewed:

HYDROCHLOROTHIAZIDE TAE 25MG

TAKE OME-HALF TABLET MOUTH EVERY MORNING THC BLOOD PRESSURE
Quantiy: 30 Reflls: 11 [peck up at Window]

GLYBURIDE 5MG TAB™

TAKE 5M0G MOUTH EVERY Dax TO HELP CONTROL ELOOD SUGARS
Quantity, 30 Rehlls; 3 [peck up at ‘wirdow]

| ok | cancel

Figure 4-368: Change Refills Dialog

6. You can manually change the number of refills and can change the Pick Up
information by selecting from the drop-down list.

7. Click OK on the Change Refills dialog to return to the Review Orders dialog.

8. You can repeat the above process, if needed. Click OK on the Renew Orders
dialog. (Otherwise, click Cancel.) The renewed pharmacy order appears on the
Orders window with Status = Unreleased.

If the order does not have a Clinical Indication associated with it, the Unable to
Renew Order information message opens. A Clinical Indication must be added
before proceeding. Refer to the appropriate Orders topic based on the type of
order you are renewing, or the Using the SNOMED CT Lookup Dialog if the
Other option is selected in the Clinical Indication field.

9. You must either sign the order now or later. See Sign Selected for more
information. After signing the order, this changes the order to have Status =
Renewed.

4.11.3 Ordering Infusions
IV infusions can only be ordered on the Orders tab.
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@ infusionorder x|

Solutions | Additives |  Sohition/Additive”

Voharne/Strength”

HETRONIDAZOLE IM).SOLM |
M5 20K, <SO0IUM
POTASSIUM CHLORIDE INJ.SOLM
RAMITIDINE ASODIUM CHLORIDE b
SODIUM CHLORIDE 0.45% 1000ML

SODIUM CHLORIDE l].!ﬁlMJ--IEl}I'-_I Comments
SODIUM CHLORIDE 0U5% INJ-1000

SO0IUM CHLORIDE 0.55% IMJ-50 Ml
SO00IUM CHLORIDE 0.55% IN.J-50 Ml
SODIUM CHLORIDE 0.5 INJ-500 &
SO I CHEORIDE N %% DN 1.2

Route™ Type™ [V Type Help]  Schedife©

Infusion Rate (mihf

| =l =l
Pricirty™ Dumation or Total Yolume [Optional)

[FouTie =] ——

* Indicates a Reguired Field

= e | —

Figure 4-369: Infusion Dialog

i

[~
]

1. Select the solution to be administered from the list set up by pharmacy. As
soon as one is selected, it is moved to the Order dialog. Since the volume is
normally part of the solution name, it is filled in automatically.
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x|
" Goklions  Addiives | S chibionbdditire Yilume/Strength®
DEXTROSE 5% IM 0.9% M5-1000 ML INJ S0LN 1000 ML
ACETAZOLAMIDE IMJ =]
ACYCLOVIR INJ
ADRIAMYCIN <DOX0RUE—]
ALDOMET ESTER <METHYLDI
ALPROSTADIL INJ Rermove
ALTEPLASE <AL TEPLAS  Comments T
ALTEFLASE INJ LYPHL a
ALTEFLASE INJ SOLN
AMICAR <AMIMOCAF
AMIKACIN (MJ.S0LM
AMIEIMN cAMIEANIM :J ;I
Foute” [Expanded Med Route List) Type® [V Type Help)  Schedue Infuzion Rate (mlh)*
[INTRavENDUS =] | =l 2 | ezl | | &l
Ficiily” Duration of T otal Volene [Optional]
[ROUTINE =] | | =
" Inchcates & Requred Feld
DEXTROSE 5% IN 0.9% NS--1000 ML IMJ.S0LM 1000 mi =] AcceptOrder
= Qui |

Figure 4-370: Solution Selected

2. Select any additives, as needed. The Additives tab automatically opens once a
solution is selected. Multiple additives or solutions can be selected.

3. In the Volume/Strength fields, add the amount for the additives.

4. Select the applicable route from the Route drop-down list. If OTHER is
chosen, a new dialog with a drop-down menu appears with all medication

routines flagged as 1V types.

INTRAVEMOUS

INTRAVENOUS INTRATHECAL EF
IV PIGGYEACK

I¥ PUSH

cncd [ ]

Figure 4-371: Other IV Med Routes

5. Select the type from the Type drop-down list.
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e |f Continuous is selected, an Infusion Rate must be entered.

o If Intermittent is selected, an entry in the Schedule field is required. A time
period to run the infusion can be entered, if needed.

x|
Sohuions | Addives | Sohion/Addiive” Volume/Shength
| DEXTROSE 5% IN 0.9% NS-1000 ML INJ.SOLN 1000 ML
CIPROFLOACIN/DEXTROSE |N.I_,5_AJ POTASSIUM CHLORIDE IMJ.SOLN 20 MEQ
CLINDAMYCIN/DEXTROSE INJ,SOL
CLINDAMUCINDEXTAOSE I IRON DEXTRAN INJSOLN 10 M6
DEXTROSE 5% IN 0.225% NS-1000
DEXTROSE 5% IN 0.45% N5--1000 h R
DEXTROSE 5% IN 0.45% NS 500 M| Comments | o |
DEXTROSE 5% IN 0.9% NS-1000 M =
DEXTROSE 5% IN LACTATED RING
DEXTROSE 5% IN NS WITH 20MEQ
DEXTROSE 5% IN WATER-100 ML .
NEXTRNSF 52 IN WATFR-1000 Mi;l _|
Route” [Expanded Med Route List) Type® [V Type Help)  5checic Intusion Rte /-
[INTRAVENOUS =] [Comtinos =] | = | I El
Pricaily™ D ation of Total Volume (0 phional]
[ROUTINE =] B [doses =]

* Inedicates a Requied Field

FOTASSIUM CHLORIDE IMJ.SOLN 20 MEQ, IRON DEXTRAM IHJS0LN 10 MG n ;l
DEXTROSE 5% IM 009% NS--1000 ML INJ.SOLH 1000 ml INTRAVENDUS Infuse Over 1 D24H
for atotal of 2 doses ;l

|

Figure 4-372: Continuous Type
e The Duration or Total Volume fields are optional.

e The Comments field is optional for comments to the pharmacist or nursing
staff.
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i
Solutions | Additives |  Saluion/Addiive* Volume/Strength*
DEXTROSE 5% IN 0.9% N5--1000 ML INJ SOLN 1000 ML
CIPROFLORACIN/DEATROSE INJ.S & |POTASSIUM CHLORIDE INJ.SOLN 20 MEQ

CLIMNDAMYCINADEXTROSE IMJ,S0L

Dextrase 10% inWater INJ,SOLN IRON DEXTRAN INJ.SOLN 10 MG

DEXTROSE 5% IM 0,225% NS--‘lIIl]_J

DEXTROSE 5% IM 0.45% NS-1000 b [ mma—

DEXTROSE 5% IN 0.45% NS-500 M| Comments —Remove |

DEXTROSE 5% IN 0.9% NS-1000 Ml ;l

DEXTROSE 5% IN LACTATED RING

DESTROSE 5% IN MS wITH 20MEQ

DEXTROSE 5% IN WATER-100 ML d
=

DFXTRNSF 52 IN WATFR-1000 W1
Route” [Expanded Med Route List] Type® (IV Type Help)  Schedule * [Day-ofWeek) Ifuse Over Time (Dptional)
[INTRAVEMOUS ] [intermittert =] |oed =l pen i Houss]
Prioiity* Duration ot Tatal Volume (Optional)

[ROUTINE =] |2 [doses =]

[~ Give Additional Dose Now

Adrin, Time: 0513:21
Expected Fist Dose: TODA&Y (Jul 27, 12] 3:00 PM 21-00

* Indicates a Required Field
FOTASSIUM CHLORIDE INJ.SOLN 20 MEQ, IRON DEXTRAN INJSOLN 10MG in ﬂ

DEXTROSE 5% IN 0.9% NS-1000 ML INJ SOLN 1000 mil INTRAVENMOUS Infuze Over 1 Q24H
fior a total of 2 doses

|

Figure 4-373: Completed Infusion Order Dialog

6. Click Accept Order when finished.

4.11.4 Ordering Lab Tests

When ordering lab tests, a parameter in RPMS establishes the number of previous
days to search for duplicate lab orders. This is part of the order checking process.

Make sure a visit is selected and that the current view is Active Orders. To place an
order for a lab test (this is the generic lab order method):

1. Select the Lab Tests function on the Orders window. The Order a Lab Test
dialog displays.
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X
Avadable Lab Tests
Collect Sample | ]
1 <0VA AND PARAST & =
10608 mmm.mnmv—j_l e |
34400  <AMA>
100454 <AMGIOTEMSIN COI ﬁ
100462 <ACETYLCHOLINE f Urgency |ROUTINE >
100455 <ALDOLASE>
100437 <ALKALINE PHOS IE
100504 <ALDOSTERONE> =]

Collection Type Colection Date/Time How Often? Hom
|5endF'alienHu::Lab | |TI:ID.G.‘|" = || [(E | [
| 2|
-] Ampm-du|
- ow |

Figure 4-374: Order a Lab Test Dialog

Note: Lab test names in the upper part of the list are in
numerical order, while the names in the lower part of the
list are in alphabetical order.

2. Search for a lab test by entering a few characters in the free-text field below the
Available Lab Tests label.

In this case, the list scrolls to the first lab test containing those characters, if no
quick orders begin with those characters. (Remember the system searches the
quick orders first, then the list of available lab tests.)

3. Select the desired lab test in the Available Lab Tests list box.

Note: The field in the lower part of the dialog shows
information about the selected lab test. This field has a
right-click menu for copying selected text. You can
paste this text into another free-text field in the EHR or
into another application (like MS Word).
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x|
Avalable Lab Tests 1HR TOLERANCE TEST, GLUCOSE

1HR TOLERANCE TEST, GLUC
105956 <RAST GLUTEN» a

Collect Sample  |ELOOD [fmlF -

10803 caMYLASE ISOEN e [SEROH—]
<HEMOGRAM:> I f SERU

*HCV-RMA BY PCR Iﬁ

1 HR GLUCOSE SCREEN Urgency |ROUTINE =

1HR TOLERAMCE TEST. 5L
1,25 DIHYDROXY VIT D, po/r
1.25DIHYDROXY <1.25DIH x|

Collection Twpe Cobection Date/Time Homw (ften? Heww Lo
|5en-:lPahenHuLab | |TI:ID.-5.‘|" o | MLCE | |

Clirical Indication:

| =

1HR TOLERANCE TEST, GLUCDSE BLOOD SERUM SP OMCE j .ﬂm’.‘enlﬂldal

d Duitl

Figure 4-375: Lab Order Showing Information in Lower Part of Dialog

In some cases, a warning message displays in the lower part of the dialog.
(Click outside the message to dismiss it.)

- F

3

Figure 4-376: Warning Message for Lab Order

Specimens submitted before 1:00 pm rezulted within 1 day.
Specimens submitted after 1:00 prm mat require up to 48 hrs. LI

4. Change the default values for the Collect Sample, Specimen, and/or Urgency
fields. If you cannot change a field, the text label (to the left of the field) is not
active.

5. Change the collection type by selecting an option from the Collection Type
drop-down list. Inpatients have the lab collect and possibly Intermediate Type
if 1ab collections have been set up in the Laboratory files.

6. Manually change the Collection Date/Time (cannot be earlier than the Current
Date/Time). Otherwise, click the Ellipsis button to select from a calendar.

e The How Often? field displays the lab administration scheduled. This is set
up in the Laboratory application.

e The How Long? field indicates a time. For example, 3 = 3 days, or
occurrence 3X = 3 times.
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& Order a Lab Test

Available Lab Tests SODIUM

SODIUM
l Collect Sample IBLDDD [Fml F vl
SpECImEn |SEFILIH vl

SODIUM, 24Hr UA <24 HR U
SODIUM, RANDOM LRINE

x|

SODIUM.FLUID [FOUTNE <]

SOMA_ <CARISOPRODOL L Urgency  JROUTINE

SOMATOMEDIN-C

SPECIFIC GRAVITY

SPEP  <ELECTROPHORESX|

Collection Type Collection D ate/Time How Dften? How Long?
|Lab Collect 7| [Newt scheduled lab collection | [DAILY =l |4
Clinical Indication:

| El

SODIUM BLODD SERUM LC DALY

Figure 4-377: Lab Collect for Inpatients

A response in the Clinical Indication field is required to be able to save.

7. Select an option from the drop-down list to populate this field. (You must have

Lab Patch 22 loaded to have this field active.)

The default list is the patient’s problem list.
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x|
Available Lab Tests HEMOGRAM
[CBC <HEMDGRAM>
e = Collect Sample |BLIIII:ID [LAVE v|
CBEC L{HEMOGRAM:
CC CULT <CLEAN CATCH UR S pecimen |—;|
CCU  <CLEAN CATCH UR e a5 L000
CCUC  <CLEAM CATCH UR |—;|
CD4 COUNT <LYMPHO Urgency  |ROUTINE
CD4+CD8 LYMPHS ¢
CD4/C08 PROFILE ¢
COC <5 PMEUMDCOCCE |
':U"w-ﬂn Tju ':ﬂ"whn D&E;Tiﬂ! HW Dnﬁﬂ? Hew Lar i (s
W ard Collect | NOw =] |ONMCE =
Clinical Indication:
] -
MEED INDC/VIRAL HEP V5.3
Chalera, Unspecified 001.9 =
Diabetes Melitus 250,00 =] Accept Oder
Wiral Prisumaonia, Unspecified 4209 =
Other... = aw |

Figure 4-378: Problem List as Clinical Indication

If you select Other in the Clinical Indication field, the SNOMED CT Lookup
dialog displays for you to select a problem. After selectinga SNOMED CT
code, the Clinical Indication field becomes populated with the selected

problem.
x
Ayallable Lab Tests HE MO GRAM
|EBE <HEMOGRAR >

Callect Sample |ELEIEID (LAVE =]

CEC <HEMOGRAM:
CC CULT <CLEAM CATCH UR Specimen |BLEIEID j

Ccu <CLEAM CATCH L|F|_|
CCUC  «<CLEAM CATCH LR
CO4 COUMNT <LYMPHO

Urgency [ROUTINE |

CD4+CDE LrPHS .

CO4/COEPROFILE :

COC <5, F'NELIMEII:EIEEILI

Collection Type Collection Date,/T ime Huow D ftemn How Lang#
|SendPatienttoLab =] [TODAY L] Jonce =

Clinical Indication:

[ =

Eutrinzic Asthma

Cther ﬂ Accept Order |
j Cluit |

Figure 4-379: Clinical Indication Field
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8. Click Accept Order.

9. When finished ordering lab tests, click Quit.

Note: The Lab Test order must be signed before it is sent. You can
either sign the order now or wait until later.

4.11.5 Ordering Imaging/Radiology

Make sure a visit is selected and that the current view is Active Orders. To order any
type of imaging or radiology (like nuclear medicine) order:

1. Select the Imaging function on the Orders window. The Order an Imaging
Procedure dialog displays.

x
Imaging Type Reason for Study [REGUIRED - 64 characters maximumn
| =1
CT SCAN Clinical History (Optional)
GEMERAL RADIOLOGY ;l
ULTRASOUMD
Requested Date Urgency Transport PreQp Scheduled
~| | = | = =
Available Modifiers  Selected Modifiers  Category Submit To
[ | = | =] T Isolation
Exams Over the Last 7 Days
- Pregnant —
" Unknown
" Yes
" No
Remove |
;, Acoeptﬂ:der;
=l Quit [

Figure 4-380: Order an Imaging Procedure Dialog

2. Select the imaging type from the Imaging Type drop-down list (required field).
Small sites may only have one imaging type and it is automatically selected.

3. Select a procedure from the Imaging Procedure scroll list (required field).
4. In the Reason for Study (REQUIRED) field, enter a reason.

5. In Clinical History, enter a clinical history to provide more data on the reason
for study. This field has a right-click menu to aid in editing the text.
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6. Select one or more modifiers from the Available Modifiers field, if needed.

The modifiers you select are displayed in the Selected Modifiers field.

Note: You can remove a modifier by selecting it and clicking
Remove.

7. If necessary, change the Requested Date, Urgency, Transport, and Category
fields.

8. Complete the Submit To field (if necessary).
9. Check the Isolation check box (if necessary).

10. If necessary, select the time that the PreOp Scheduled field by doing one of the
following:

a. Enter a date (for example, 6/21/01 or June 21, 2001).
b. Enter a date formula (for example, T-2).
c. Click the Ellipsis button to select from a calendar.

11. Select an option button in the Pregnant group box (required).

Note: The Pregnant group box only displays for female
patients of reproductive age (12 to 55 inclusive).

12. Click Accept Order.
13. When you are finished ordering imaging/radiology procedures, click Quit.

14. You can either sign the order now or wait until later.

4.11.6 Text Orders

Text only orders such as Parameters, Activity, Patient Care, and Free Text orders are
different kinds of orders that are placed for nursing and ward staff to take action on.
They print only at the patient’s ward/location, and are not transmitted electronically to
other services.

Examples of text only orders include:

Order Type Order
Parameters Vital signs
Activity Bed rest, ambulate, up in chair
Addendum to User Manual Updated Components

June 2015
323



Electronic Health Record (EHR) Version 1.1 Patch 14

Skin and wound care, drains,

Patient Care .
hemodynamics

Free Text Immunizations

Predefined nursing orders (quick orders) might be available under various sub-menus.

4.11.6.1 Entering Text Orders
A visit must be selected, and the current view must be Active Orders. To place a text-
only order:

1. Select the Text Only Order function on the Orders window. The Text Only
Order dialog displays.

x

Enter the text of the order -

Start DatesTime Stop DatesTime

oW = | =]

;I Accept Orde |
;l [uit |

Figure 4-381: Text Only Order Dialog

2. Complete the text for the order in the top field. The field has a right-click menu
to aid in editing the text. See Right-Click Menu to Edit Text for more
information.

3. Enter a start date and time and a stop date and time by doing one of the
following:

a. Enter a date (for example, 6/21/01 or June 21, 2001).
b. Enter a date formula (for example, T-2).
c. Click the Ellipsis button to select from a calendar.

4. Click Accept Order.
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5. When finished ordering, click Quit.

Note: The Text Only order must be signed before it is sent.
You can either sign the order now or wait until later. See
Sign Selected for more information.

4.11.6.2 Complete Text Order

4.11.7

You can cause a (signed) text order to be dropped from the Active Order list. To
complete a text order:

1. Select the signed Text Order.

2. Select Action > Complete to display the Complete Order dialog.
=10 x|

The following order will be marked as completed:
> Meed temp taken

Electromic Sigrature Code

| OF. I Cancel

Figure 4-382: Complete Order Dialog

3. Enter your electronic signature and click OK. The text order is dropped from
the Active Order list. (Otherwise, click Cancel).

Generic Orders

Generic orders appear very similar to text orders, but they can have multiple specific
fields for users to enter data. They are created by the CACs and may contain TIU
objects and template fields.
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@ Reason for Request: RESTRAINTS ) i [m] 5

Reason for Rescraincs:
Check all that apply *
[T |Impulsive behavior that compromises condicion)

[T confusion/discrientacion with cosbative behaviez
I' Unable to fellow dizection

[T Pulling/Removing medical device

[ Lack of Judgmant

[T Attempting to get up/unsafe asbulaticn

*Indicates 3 Rlequired Fisld Preview | 0K Cancel ||

Figure 4-383: Generic Order with TIU Template Field

Generic orders may contain multiple fields, drop-down menus, and can even point to
other files. Generic orders can provide a way to put together an order so that all the
needed elements are present.

i

Reson for Restraints; [Feason for Restuants; H
Confusion/dizonestation with combative behavior, Puling/Remosang
miedical ll
Type of Restraint | Type of Restraint: =
Chest J
P Danger: | -l
Famdy Infosmed? -I
Start Date/Tirme: |ND‘U-.I' .._l
Stop Date/Time: [NOWe12H =
RESTRAINTS -
Reason for Restrants: j Accept Ordes
Confusion/disonentation wath combative behavior, Puling/Femoving medical —
device _{ Quit
-

Figure 4-384: Generic Order with Multiple Fields Including Drop-Downs
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4.11.8 Quick Orders
Providers often need to order the same items for specific diseases or procedures.
Therefore, it may be advantageous to bring up an order where all the fields and
selections are already filled in using quick orders. Quick orders are created by the
CAC and can be any type of order, such as Medication, Radiology, Laboratory,
Nursing or Consult.
The common element is that the fields are already filled in, so the provider only needs
to review and sign them. They can still be edited, if needed, as in the clinical
indication for a lab order.
The CAC should make the name of the quick order clear enough so that the provider
knows exactly what they are ordering when they select that order.
If you select Other in the Clinical Indication field, the SNOMED CT Lookup dialog
displays for you to select a problem.
Below are some examples of quick orders.
x|
Available Lab Tests ACETYLCHOLIME RECEPTOR
100452 «<ACETYLCHOLIME RE
- Collect Sample IBLDEID [10mL F vl
1 <O0WA AND PARAS] &
10E08  <ALPHa-1-aMTITH ; -
| S
00dE2 <ACETYLCHOLINE Hideresis|AOUTINE hd
100495 <Al DOLASE:
100497 <AlLkKALIME PHOS I
100504 <A DOSTERQME > LI
Caollection Type Caollection Date/Time Haw Dften? Hiow Lana?
[SendPatienttoLab | [TODAY o] |OMCE =l
Clinical Indicatiorn:
IEoId autoimmung hemalytic anemia j
ACETYLCHOLIME RECEPTOR BLOOD SERUM SP OMCE Indication: Cold = t Ord |
autoimrmune hemolytic anemia e = _I = =
LI Cuit |
Figure 4-385: Lab Quick Order with Clinical Indication Completed
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4.11.9

&
IMETFDFIMIN TAB.SA Change I
Dozage {Complex
Diosage Route Schedule
2000MG IDHAL QDay [~ PRM
SO0MG 0.286 OEH -]
1000MG 0.572 a8H
|eOMG | DAM
ap
OHS
Qib
QoD
STAT
TID —
jopey  d
Patiant
Instructions:lTHx ELOOD SUGAR - T'wF
Daps Supply Gty [TAB] Refillz Clinical Indication [~ Chionic Med
I =] I I=| I =] - Dispense as
0 : =] %0 =T 3 =] I J r wWritten Pricrity
Pick Up [ROUTINE ]
= Clinic € Mal € Window ¢ Outside Phamacy - eRx ¢ Outside Pharmacy - Print
Pharmacy: ITEST 8100 RED BUD CT NEWBURGH IN 47630 j
Motes to Pharmacist:
=l
]
METFORMIN T&E S& 500MG =
TAKE FOUR (4) TABLETS MOUTH QDAY THX BLOOD SUGAR - T'wWF
Guantity: 90 Days: 90 Refills: 3 *Chronic Med: NO Dispenze as Wiitter: MO Pharmacy: TEST 8100
FRED BUD CT NEWEBURGH IMN 47630
RECEMVING PHARMACY:TEST
100 RED BUD CT , NEWEURGH, IN 47630
F:333.333.3333
FRESCRIBER:
USER.DEMO ADR's I
DEMO HOSPITAL
2100 RED BUD CT, NEWEBURGH, INDIANA 47630
F:555-330-2020 -
hd Quit |

Figure 4-386: Output Med Quick Order

Order Menus

Quick orders are normally placed on order menus that appear in the left column to

select when ordering. Menus can have sub-menus, as well.

Addendum to User Manual

June 2015

328

Updated Components



Electronic Health Record (EHR)

Version 1.1 Patch 14

Seizure Aty Meds... Rheurnatoid Arthritis Med:
Anhdepressants.., MWarcobic Meds...
Prycholherapeutic Meds. Mon naicotic Pain Meds._
HEENT EHDOCRINE
Eye/E ar/Moce/Thioat Me Disbetes Mads...
Allergy Cold Meds... Contraceptne Meds...
Endocine Meds. .
IMSULIM TEST
TEST QUICK ORDER SEIN
CHEST & LUNGS Deimatologic Meds...
Rrespiatony Meds...
Hypedtenzion Meds... HEMAT
Dyslipedemia Meds...
Cardiovascula Meds. Anemia Anbcoag Meds. .
Peniicillin S00mg QID
ABDOMEN
Gastronteshonal Meds..,

Figure 4-387: Menu with Sub-Menu

PEDIATRIC MEDS
Pediatic Meds...

Injectable Meds...

All Dther Meds...

Dmnl

INFECT |
Antibiotic Meds...

The user can select one or more items from a menu. To select multiple items, hold
down the <Ctrl> key, and then select the items to be ordered. The items appear in blue.

After you release the <Ctrl> key, the first item appears, and the remaining items

appear in a dialog.

elected Orde
Ll

[ Man narzotic Pair
[ Diabetes Meds...
[ Anemia Anticoag

Figure 4-388: Start of Multiple Order Selection

The Stop Order Set button allows the user to quit ordering. Otherwise, it progresses

through each item in the list until finished.

If any of the items you selected contain a menu, you can then select items from that

menu.

Addendum to User Manual
June 2015

329

Updated Components



Electronic Health Record (EHR) Version 1.1 Patch 14

Clicking Next indicates you are moving on from that menu.

Neﬂl

Albuteral MDI 2 Puifs 04H PRN
Albuterol MD1 2 Puifs OEH PRN
Albuteral/|patropium MDI 2 Puffs DID

Ipratropium MOI 4 Pufz QID MHEBULIFED MEDICATIONS
Salmeteral Diskus 1 Puff BID Albuterol Nebs GIVEN IN CLINIC
Albuberol Nebs QID PRN
STEROID INHALERS Ipratropiumn Nebs: QID

Flunisolide MDI 2 Puffs BID
Tnamcinolone MDI 2 Puffs BID
Budesonide MDI 1 Puff BID |

Figure 4-389: Next Button on Respiratory Meds Dialog
As you progress through the items, the finished items contain a check box.

elected Orde

Eve/Ear/MaozesTI
Mo narcotic Pair
Diabetes Meds...
O

Figure 4-390: Order Selection in Progress
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4.11.10 Personal Quick Orders

Providers can create personal Quick Orders. This is not recommended because then
that particular individual is responsible for editing and changing the Quick Order if the
medication goes off formulary or the Lab or Radiology test is inactivated.

Another problem is that the clinical indication may not be appropriate for the next

selected patient or the pharmacy selected for an eRX may not be the one the next
patient wants to use.

Also, the Clinical Applications Coordinator (CAC) does not have access to these
Quick Orders and cannot fix them for the provider. Therefore, the provider needs to be
extremely careful is using this option.

1. Complete the Order dialog.

X
Available Lab Tests RANDOM GLUCOSE

| MCCR VN < ple [LG00 (7oL F

GLUCAGON = | =

GLUCOSE, 24 HR URINE < cpecien [SERUM o]

GLUCOSE. FLUID ¢FLUID GL

GLUCOSE, RANDOM y [FOUTINE ]
GLUCOSE-6-PHOSPHATE D RIaSnEa|ROLITINE
GLUTAMIC ACID DECARBOX

GLYCATED HEMOGLOBIN <
GLYCO <HEMOGLOBIN 510>

Collection Type Collection Date/Time How Diten? How Long?
|Lab Collect x| |Mext scheduled lab collection =] [ONCE = |

Clinical Indication:

|Diabetes Melitus 250,00 -]

RANDOM GLUCOSE ELOOD SERUM LC OMCE Indication: Disbetes Mellitus ZI HAccept Order

o aw |
Figure 4-391: Making a Personal Quick Order

2. Select Options - Save as Quick Order.
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-l x|

RAMDOM GLUCOSE BLOOD SERUM LC OMCE Indicaton:
Diabetes Melibus

Erter the name that should be used for this quack order,

Cormmat List for Lab

<Mew Quick Oider

Delete

Lg = =

Ok | Cancel I

Figure 4-392: Add Quick Order (Lab) Dialog

3. Enter a name for the Quick Order and arrange it in the list by moving it up and
down with the arrow keys.

Note: A Quick Order can be renamed or deleted at a later time.

4. Click OK when finished.

When going into the generic dialog again, the Quick Orders are at the top of the list.

4.11.11 Editing the Common List

To make changes later to the personal Quick Order list, the provider needs to bring up
an active dialog (Lab, Med, or Radiology). The easiest way is to select one of their
Quick Orders.

1. Select Options - Edit Common List.

This brings up the list of personal Quick Orders of that ordering type.
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@ tdit Common Order List (Outpt. Meds)

Comemon Lizt fios Outpt. Meds

HYDRALAZINE
Testing stuff

(3 sbapentin E00mg tab
SIMVASTATIM 20MG

ok | [ Cancel |

Figure 4-393: Editing Personal Quick Orders

The provider can move any Quick Orders up and down in the list using the
arrow keys, and rename a Quick Order or delete one.

2. Click OK when finished.

_iBix]

Rename Quick Order

(3 abapentin GO0 tab

aF. I Cancel

Figure 4-394: Renaming a Personal Quick Order

4.11.12 Change Orders

You can change the elements of an existing order. For example, you might need to
change the dosage of a Pharmacy order. This function cannot be used for controlled
substances.

An order that remains unsigned can be changed at any time. Once an order is signed,
the change discontinues the old order and creates a new one.

Make sure a visit is selected and that the view is set to Active Orders. To change an
order:
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1. Select the order (cannot be a cancelled order) to change.

2. Select Action > Change (or select Change on the right-click menu) to display
the order dialog for the selected record.

3. Complete the changes, as appropriate, on the Order dialog.
4. Click Accept Order.

You can sign the changed order now or later.

4.11.13 Discontinue Order

When an order is discontinued, the application changes the order’s Stop Date/Time to
the date/time the action is taken. Pending and Non-verified orders are deleted when the
medication order is discontinued and will no longer appear on the patient’s profile. An
entry is placed in the order’s Activity Log recording who discontinued the order and
when the action was taken.

The list in the Reason to Discontinue field is controlled by a parameter in the RPMS.
Make sure a visit is selected for the current patient. To discontinue an order:
1. Select the order you want to discontinue.

2. Select Action = Discontinue/Cancel (or select Discontinue on the right-click
menu) to display the Discontinue/Cancel Orders dialog.

= Discontinue / Cancel Orders

The folowing ordess will be discontinued -

JEUFROFEN TAE BOOMG

TAKE OME TABLET BY MOUTH THREE TIMES & DAY
Juantity: 15 Refills: 3

Reasan for Discontinue [select one)
Duphcate Dider

Reguesting Phwsician Cancellsd

Dbzolete Ordes
Erlesed in emor oK I Cancel

Figure 4-395: Discontinue/Cancel Orders Dialog

3. Select the appropriate reason to discontinue from the Reason to Discontinue
field and click OK.
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The word Discontinue appears in the Order column for the selected order, and
the Status = Unreleased on the Orders window (for medication orders).

Dizcontinue ERYTHROMYCIN SUSP Doctor, T unreleased
200MG/5SML Stop: 10731704

TAKE 1 TEASPOONFUL BY MOUTH

EVERY & HOURS

Quantity: 200 Refills: D

*UNSIGHED=

¢HRequesting Physician Cancelled>

Figure 4-396: Discontinued Medication Order

Other types of orders, like imaging, have Status = Discontinue and the reason
appears in the Order column.

CLAYICLE Start: 03/14/07
|maging <Entered in emror: Stop: 03/14/07 Uzer, D1 dizcontinued
10:45

Figure 4-397: Discontinue Imaging Order

4.11.14 Event Delayed Orders

Providers may want to write orders either from the ER or the clinic before a patient is

admitted. Or, they may want to write transfer orders before the transfer occurs. This

can be done in the EHR using event delayed orders.

The CAC must set up event delayed orders and the rules that accompany them.

1. Click the delayed orders type in the Write Orders List box. This element is
setup by a parameter so that clinic sites only do not have to display it.
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LT
User Putent Teds bep Communty et EXTerpte Graghng :
Pahiert Chast L, Commnication A BUS Lab Accestion
|'|'-!.td|liu EMERGENCY ROOM 27.Ju-2012 1506 || Primany Care Toam Unassigned ocia = [ & | ; | = |anu1
jussa " SseeisiB £ || |useroewo ntutve || : i o ST
* Pooblemlist  AdviFesct  Medication: 3 " :
MesPowe | MdsRow | eeBow | Hasith Summany Repor i) Behavioes hesth
Eio Yew Acton Optiors
Visw Ovdens Activs Drdars frachades & Recers Activy] - ALL SEFRVICES
Senvce Ovdee | Duwsbon | Peowider [ Wuse [ Clok ] Chot [ Siate |
ALBUTEROL INHALER Stat 01/1012
Oupt Meds [NMALE 1 PUFF NHL FOUR TIMES A DAY IF NEEDED FOR BREATHING - SHAKE WELL BEFORE USIG Stoge 0110113 User aclive
Duariiy: 1 Rtz 2
ok Do "SIAASTATIN TAB 10MG Stat 1171411
] Oirchers Outpt Meds  TAKE SMiG MOUTH OPM Stope 1170212 UserD active
medmy Quarkity. 30 Rinils: 11 Dispaese & Witten: O Indication: OTHER SPECIAED ALCOHOLANDUCED MENTALD..
Imagng “SIMVASTATIN TAE 20MG Stort V14011
Dutpateend Medcaon: Chatpt. Meds  TAXE ONE (1] TABLET MOUTH AT BEDTIME Stope (/142 Ligee [ aclive
rgtient Machabors Quantty. 30 Fiedilz 11 Dispere a0 Witter: YES Indicatiort MANIC AFFECTIVE DISORDER, RECURRENT EPIS..
friusion CARVEDILOL TAR 6.25MG Stat (R/2511 )
Tl ey I Dutpk Meds TARE 31205 MOUTH TWICE & Dty TEST Shope 021812 Useeld aclive
ek Quanktty: 30 Rebl: IDispruze 8t Welten’ N Indication: Impsied Ghucote Tokiance Tedt [l REFAED Msg:
ik o Dutide Med ATORVASTATIN TAB 20MG
e ik e | TABLET MOL uttice medcafion nel recommerded Lt aetiee
Acimizsion Deders L BLOOD ¢ deation: (THER SPECIFIED A
Clutzide Medicatiors: pending
RESTRAmTS Lsb  LIPAD PROFILE DEMO BLODD SERUM SP ONCE Indcation: HYPERCHOLESTERDLEMLA LS 5214 Stat 1102711 User s pendng
Conzlts  DRETETICS Cora Congubant’s Chiokce Stat: 0706121042 HagerM pondng.
Cormdts  DENTAL Cons Conmitant’s Cheice Stat 02/0SN21501  UseeDd pending
i R (PR ] Oivders {Tobe { Fepors . P o T (g (e g E
USERDEMO || DEMOMEDSPHERECOM || DEMOHOSPITAL | 27uu-ali2 1507 |

Figure 4-398: Delayed Orders in Write Orders Window

2.
for each location, as needed.
e For Outpatients, only admission types display
[ ]

For Inpatients, only transfer types display

Click OK. Admission order type is used in this example.

Determine the type of Delayed Order. Sites can set up various delayed orders
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=T

Test,Cad One is cumently on EMERGEMCY RDOM
Mo treating specially is avadable:

[ielay rebease of new ordeds] untl
__Concel |

{Admit ToWard

|.ri‘-.1:|mil Taleu

Figure 4-399: Admission Delayed Orders

The provider enters the admission order. The Treating Specialty field is
especially important, as the admission clerk also enters this information and
they must match. This order becomes active as soon as it is signed.
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& Admit Patient (Delayed Admit To Ward) X|

Event [ADMIT TO WARD

Tieating Spacialy: |I3ENEFL¢-.L MEDICINE

Attending: |USER.DEMO

Ll Le] Lef Led

Primary: [USER.DEMO

Instructions: |

MIT TO WARD 2] AcceptOrder
Specialy: GENERAL MEDICINE -
Altending: USER DEMO
Primary: IISER,DEMO ;I Guit

Figure 4-400: Admit Patient Delayed Admit to Ward

If the Delayed Order has an assigned admission menu, it appears. If not, the
user must enter the order from the normal Write Orders list.

Patient Movement Orders
Diagnosis
Condition
DIAGNDSIS
Allergy/Adverse Reaction IV Onders...
| Inpatient Medications...
Vitals/Measuwements Radalogy Orders
Actrvity Ordess
Patiertt Care Orders
MEDROXYPROGESTERONE 150MG M Congult
ACCLICHECK CallHO on
Labatatory,,. Word Processing Order

Figure 4-401: Delayed Order Done

The Event Delayed Orders are highlighted in the View Orders window.
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e |.|.\|.~|u; UISERLDEHD o=
User Patent Took Melp Commumty Mert BX Tevpiste Gacheg

- r ; =L
| EMERGEMCY ROOM 22012 1506 | Prassy Case Tesm Unasigned | | =
ot £ USER DEMD Aovbudtory | | ! ]I fhemEd ] Ql he) Ipﬁ_
“ Piobeelsl  AdviRescl  MeSeskons
Hiti Fow | NaiRes | Naihm | Hinakt imenary e I ] I e
Dielapet Adind ToWasd Diders &
|t Ty MR R B R T A Y R T

>3 Mt 1o W srd

Specisky. MEDICIRE [ADULT]
Dolay... AT Mteesding USER BEMD [T 1] wraplearad

Primary: USER DEMD *UNSIGHED*

[ Ackivity Cledors
Piabend Caer uciers
HEDRIOPROGESTE
Corzut

(ACCUCHECY.
Cal HO ony

Labwstsiary

word Procassrg Dider

(T (PR e fﬁm—_ﬁﬁﬂ': [ (U {Frgests {DIC Sumes { Coreat IFUJDH_E::J'_W_:M

| USERDEMD || DEMO MEDSFHERE CON .[ DEMOHOSATAL || 272012 1515

Figure 4-402: Event Delayed Order in View Orders Window

The provider is notified they are writing Delayed Orders. Medication orders
are for Inpatient medications. These orders appear as delayed.

& rPHATHR |.—J,:-|H:| ‘“j’qug

| ocweey | e [0 o] w0
s Fow | MR | iR | | L T I 2] I Bebir bt I
|l Vew fcton Dewon
3 | At T
Everd | Servios Dk [ Ouson [ Poovie Jthrn [Ook] chwe | Simn |
bow..| i STRIISRSTIVG SR USRI e TR s wen e
e e e e s
Delay...  Msng 33 ACCUCHECK Jel 27, 2012 Jul 31, 2002 g1 28 Uisea ¥ debagaid
Dol Mo SO T e -
Dulay,, Actiwity 33 Bothinom Priviege UNSIGNED* [Ty delapmd
Oeloy...  Musing 57 Mask 35 pes cend “UNSIGRED® Use ) debaped
Delary.. Vialk »» TFR BFF 8H “UNSHGHED" Yo delayed
3 Admit 1o Wad
Dulay.. Amyt Soeckiy MEDIOME T e unerlared
Primary. USER, DEMD *UNSIGNED*
hcatrn f Comn Shiet f Tinge SORRRRNNGT wiekre i okt (IR o= .m:, Wadomon { Labr 1 epom { D/ Sure B T e o
|| wsenoenn || oesoreoseusmecou || oewovosaTaL | - - -
Figure 4-403: Unsigned Delayed Orders
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Once signed, the Delayed Orders remain in delayed status until the patient is
admitted to that location or treating specialty. Then the delayed orders go to
pending or active status.

If the admission occurs to a different unit, the nursing staff can manually
release the delayed orders.

4. Select Action and look for Release Delayed Orders. This option only appears if
there are unreleased orders.

Action  Ophions
Change...
Copy ko Mew Order. ..
Discontinue | Cancel...
Release Delayed Orders
Change Release Event
Hold. ..
Release Hold. ..
Renew. ..

Alert when Results, .,
Complete. ..

Flag...

Unflag...

Order Comments...

SureScripks, .. +

Sign Selected. ..

Figure 4-404: Manual Release

Under View > Auto DC/Release Event, users can also review which orders
were auto-DC'd or released in ADT action. Selecting an action from the list
brings up all of the orders that were affected by that action.

& Auto DC/Release Event Orders =10 x|

Test Cad One is curmently admatted to GENERAL
The cunent trieating specially iz MEDICIME DBSERVATION

Enter the number of events you would like to view | EE s | Apply
[Input "ALL" to viewe all events): | _._I4I|
View otders released or discortinued by

Ewent Narne Dake/Trne Occured

Admit To Ward

ok | Cancel

Figure 4-405: Auto DC/Release Event Orders
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4.11.15 Copy to New Order
You can copy an existing order to a new order. This process lets you:

Copy the exact elements of the existing order to create a new order
—or—

Change the order elements to create a new order

Make sure a visit is selected.

Select the order to be copied.

Select Action - Copy to New Order (or select Copy to New Order on the
right-click menu) to display the Copy Orders dialog.

€ Copy Orders [ [O] x]

"LitHeweclf Peagy L'YHM i cusrenthy at 0N GENERAL
Mo reating speciaky iz avadable.

& [Release copied orders immedisteh

" Delay rslease of copied oiders Cancal I

Figure 4-406: Copy Orders Dialog

5.

If the order does not have a Clinical Indication associated with it, the Unable to
Save Order information message opens. A Clinical Indication must be added
before proceeding. Refer to the appropriate Orders topic based on the type of
order you are copying, or the Using the SNOMED CT Lookup Dialog if the
Other option is selected in the Clinical Indication field.

Make sure the Release copied orders immediately option button is selected.
(The Delay release of copied orders option button is used for inpatients only.

Click OK. The New Order dialog displays.
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Hedicarion:
Inserucelomns

Sig:

Parient Inscruccions:
Scare:

Days Supply:
Quanticy:

Refills:

ASFIRIN TAB_EC
S1HG ORAL DAILY
TAKE ONE TABLET

B1HG i
HOUTH EVERY DAY

o

30

20

WINDOW

Pick Up:

Accept | Edit Cancel |

Figure 4-407: New Order Dialog

You can do one of the following on this dialog:

e If you click Accept, this means the order elements are the ones you want to
use.

e If you click Cancel, this stops the Copy to New Order process.

e If you click Edit, the order dialog displays. You can change the elements of
the order on this dialog. After you complete the edit process, click Accept
Order.

6. You can sign the order now or wait until later.

4.11.16 Order Comments

This function allows you to add comments to an order. The comments appear on the
Order Details pop-up.

1. Make sure a patient is selected. To add order comments:
2. Select the order to which you want to add comments.

3. Select Action = Order Comments to display the Comments for Order dialog.
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£, Comments for Order

TACETAMINOPHEM SOLH.ORAL 100MGAML
GIVE 23MLS BY MOUTH EVERY 4 TO & HOURS FOR FEVER GREATER THAN
1M

Comments:
|

I QE I Cancel

Figure 4-408: Comments for Order Dialog

Note: Comments cannot be edited on active orders. If an active
order is selected, the Unable to Edit Comments message
appears. Click OK and select a different order on which
to enter comments.

Unable to Edit Comments

&W% DIPHEMHYDRAMIME M1, SOLM
| ' TWENTY (200 MG IM QAN

- cannot have comments edited,

Reason: This action is no longer available!

Figure 4-409: Unable to Edit Comments

4. Enter the comments in the Comments field.

Note: There is a right-click menu to aid in editing the text. See
Right-Click Menu to Edit Text for more information.

5. Click OK when the dialog is complete.

You can view the comments on the details for the order.

4.11.17 Order Details

Order Details enables you to view information about an order. To view the details of
an order:
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1. Select an order on the Orders window.

2. Select View - Details (or select Details on the right-click menu).

The Details dialog displays patient data, including height and weight at last
measurement, whether the medication is a discharge medication, and any

comments.

& Order Details - 24821

Botivity:

08/01/2013 12:00 MHew Order entered by USER, DEMO

Order Text:
nostril.
Written: HO
Hature of Order:
Ordered by:
Signature:

Corrent Datca:

OXYMETRZIOLINE SOLN, HASAL
USE OME (1) SFRAY FER NOSTRIL NASAL STAT Spray cnce into each

Quantity: 1 Days: & Refills: 0 *Chronic Med: N0 Dispense as

Indication: Epsinophilic asthma | developing into ac...
Hotes to Fharmacist: Sample note.

ELECTRONICALLY ENTERED

USER, DEMO

WOT SIGHED

Corrent Primary Provider: USER., DEMO
Corrent Attending Fhysician: USER,DEMO

Treating Specialty:
Ordering Location:
Start Date/Time:
S5top Dace/Time:
Corrent Status:

MEDICINE (RDULI)
GEMERRL

UNRELERSED

Orders that have not been released to the service for action.

Order #2482

Order:
Medication:
Instructions:
Sig:

USE ONE (1) SPRAY PER WOSTRIL WRSAL SIAT

Fatient Instructions:

Spray once into each nostril.

Days Supply:
Quantity:

Refills:

Fick Up:

Friority:

Hotes to Fharmaciat:

Sample note.

Indication:

SHOMED Deacriptive ID:

Discharge Medication:

Soa | 93

OXYMETRZOLINE SOLM, NASRL
1 SFRAY FER NOSTRIL MASAL STAI

(== e = L]

WINDOW
ROUTINE

Eominophilic asthma | dewveloping intoc acute
atate|

492714018

YES

=

Pit.. Close |

Figure 4-410: Order Details Pop-up

3. 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: This does not change the size of the text on the output
(when you print).
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The pop-up has a right-click menu enabling you to copy selected text and paste
it into any free-text field within the EHR or into another application (like MS
Word).

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

Note: The Print button may be available. It is according to how
your application is configured.

5. Click Close to dismiss the pop-up.

4.11.18 Results History

To view the results history of a Laboratory order:
1. Select an order with results you want to view.

2. Select View > Results History (or select Results History on the right-click
menu). The Order Results History window displays.

3. To print the text of the results, click Print.

4.11.19 Miscellaneous Ordering Features

4.11.19.1 Alerting User when Order Results are Available
You can select a recipient to receive a notification when order results are available.

Note: A recipient must have the Flag Order For Clarification alert
set to ON to receive the alert. To set this, select Tools >
Options. Use the Notification tab.

Follow these steps to notify a user when the results of an order are available:
1. Select an order.

2. Select Action = Alert when Results to display the Alert when Results
Available dialog.
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@ alert when Results Available O] =|

The following order will zend alerts when results are available:

RAST, GLUTEM BLOOD SERUM SP OMCE Indication: HYPERTEMSION LB #35

Alert Recipient:

IJzer,Dema j Ok I Cancel

Figure 4-411: Alert when Results Available Dialog
3. Choose an alert recipient from the Alert Recipient: drop-down list.

4. Click OK.

4.11.19.2 Flagging an Order

You can flag an order to draw attention to it. When an order is flagged, the order

appears on the Orders window with a Red Flag (V) icon before the Service column.
The application records the name of the person who flagged the order, and the date
and time that it was flagged. The order remains flagged until it is unflagged by the
user.

You can select an alert recipient to receive a notification about the flagged order.

Note: A recipient must have the Flag Order For Clarification alert
set to ON in order to receive the alert. To set this, select
Tools = Options. Use the Notification tab.

Follow these steps to flag an order:
1. Select the order that you would like to flag.
2. Select Action - Flag.

The Flag Order dialog displays.
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_ioix

GEMFIBROZIL TAE ORAL EOOMG
TAKE OME (1] TABLET MOUTH TWICE & D&y THC CHOLESTEROL
Cuantity: B0 Refillz: 0 Chranic Med: MO Dizpense as Wiitten: HO Indication:

Reazon for Flag  (Enter or zelect from list]

Order needing clarification

Alert Recipient

| j | (] I Cancel

Figure 4-412: Flag Order Dialog

3. Enter a reason for the flag in the Reason for Flag field. This field has a right-
click menu to aid in editing the text.

4. Choose an alert recipient from the Alert Recipient drop-down list, if necessary.

5. Click OK to complete the flagging process. The corresponding order now has a
flag indicator:

L d SIMYASTATIN TAR 20MG Start: 08/12/04 Droctar, T active
TAKE OME TABLET BY MOUTH EVERY | Stop: 08/11/05
D&y

Quantity: 30 Refills: 1

Figure 4-413: Flagged Order on Orders Window

4.11.19.3 Unflagging an Order
It is easy to remove the flag from an order. You can enter a reason for removing the
flag, but this is not required.

In the Order Detail display for the unflagged order, the name of the person who
removed the flag and the date and time that it was removed is recorded.

€5 Order Details - 573200;1

10/04/2004 16:55 MNew Order entered by DOCTOR,TEST (PHYSICIAM)

Order Text: TPE EB/P

Nature of Order: ELECTREONICALLY ENTERED

Elec Bignature: DOCTOR, TEST (PHYSICIAN) 10/05/2004 09: 34
gqoped by: | 4 04 1

Figure 4-414: Order Detail Showing Flag and Unflag Information
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Follow these steps to unflag an order:
1. Select the flagged order you want to unflag.

2. Select Action - Unflag to display the Unflag Order dialog.

£ Unflag Order M=l B3

SIMWASTATIM TAR 20MG
TAKE OME TABLET BY MOUTH EVERY Dy
Cluantity: 30 Befillz: 1

FLAGGED: Oct 04, 2004021 6:46 by DOCTOR, TEST

reminder

Comment [optional]

0k, I Cancel

Figure 4-415: Unflag Order Dialog

3. Enter a comment, if desired. See Right-Click Menu to Edit Text for more
information about editing the text.

4. Click OK to complete the unflagging order process.

4.11.19.4 Quitting an Order

If you start an order (does not apply to Text Only order), complete the information,
and then click Quit, the application displays the Unsaved Order information message.

Unsaved Order x|

€ ,  Accept the Following order:
-
S

17-HYDROEYPROGESTEROMNE BLOOD SERLM SP ¢

Yes Mo

Figure 4-416: Information Message After Clicking Quit
e Click Yes to save the order and exit the order dialog.

e Click No to not save the order and exit the order dialog.
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4.11.19.5 Sign Selected

When you have unsigned orders (appears in bold, blue lettering) on the Orders
window, you can sign it. Follow these steps:

Important: It is recommended that orders be signed using the
Integrated Signature Tool, particularly for medications or
contrast media. There is a safety mechanism built into the
Integrated Signature Tool that processes any allergies in
the dialog and then does another allergy order check prior
to processing the orders. This is bypassed when using the

Sign Selected option.

1. Select an unsigned order on the Orders window.

2. Select Action = Sign Selected (or select Sign Selected on the right-click
menu) to display the Review/Sign Changes dialog.

Review/Sign Changes for Demo,Raven Danielle

Signature will be applied to checked items

Orders - Other Unsigned
Dizcontinue ERYTHROMYCIM SUSP 200mG/SML TARKE 1 TEASPOO

Electronic Signature Code:

Sign I Cancel |

Figure 4-417: Review/Sign Changes Dialog

3. Enter your electronic signature code. It applies to the checked orders listed on
the dialog.

4. After entering the signature, click Sign. (Otherwise, click Cancel.)

4.11.19.6 Nurse and Clerk Verification
For Inpatient tracking of orders, clerks and nurses can initial that they have reviewed
orders entered by providers.

Users need either the ORELSE (nurse) or ORMAS (clerk) security keys to view these
options.
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Double-click the order to open and review the Order Details dialog to confirm the
patient and data is correct before verifying.

& Order Details - 3053;1
ERTTHROMYCIN INJ -
SHG IM QD
Aotivity:
04/04/2014 07:16 New Order entered by USER,DEMO

Drder Text: ERYTHROMYCIN INJ

SMG IM QD

Hature of Order: ELECTRONICALLY ENTEEED

Elec Signature: USER,DEMD on 0470472004 07:18

Drdered by: USER ,DEMD
Current Data:
Treatitng Specialty:
Ordering Location: GEHERAL
Starc Date/Time: 04/04/2014 09:00 -
Stop Date/Time:
Current Status: FENDING

Orders that hawe been placed but not yet accepted by the service filling
the order. e.g., Fharmacy orders awaiting werification, Lab orders
ayaiting collection.

Order #3053

Order:
Medication: ERTTHROMNYCIN IMJ
Instructions: SHG INTRAMUSCULAR 0D
Text:
SMG IM 0D
Priority: ROUTIHE
Conments:
Total Doge: SHE
Schedule Type: CORTINUDOUS ﬂ
e 92 Pin.. | Close |

Figure 4-418: Inpatient Medication Order Details

After verifying the Order Details, from the Action drop-down menu (or by right-
clicking an option), nurses can view Verify and Chart Review actions, and clerks can
Verify an action.

Addendum to User Manual Updated Components

June 2015

350



Electronic Health Record (EHR) Version 1.1 Patch 14

Action  (plions

Figure 4-419: Verify Action

The nurse or clerk can select the orders they want to verify and then select the Verify

action.
(@ rreommarnnye . alll
e Fabeel Tooh Feb Communty det &3 fewplets
Tt L T—
| Tamt Ciael Dl GUNERAL T-GENE J70I021520  Prevsy Coe T Usssngresd R -t
| mMeemRE B F | el gt || i Dy e [ |i|;|_|ﬁ
* Puoklmlal  AderPascd  Medcskon
teh e | rtrFie | Memetes | - et I -] I R, I
-
[Fin Wiewe Acsion, tigtom

|w-.mm fcsive vt <ML SERMCES
i AT

S DOVITAZ

] P Jrase[Cuk] Own | St |
1]

U Lt

b k. s St (/212 100
L g 43 B pancka
R Dutsade ey DU Hed A Crange. 1] acir
i bl oy OTHER SPEOPED ALCOWES WOUCED MENTALD. LB St IRA
Chtuache b pdc sfwore. Al H
Lk Dmcoetrus | Cancei... Ui g
e o e
BAMTE Crarge Ragas [t
FETTRMNTS T T - T inchcaors OTHER SPECIILD ALCONDLAMOUCED MENTAL  Stae DRTAZIR2Y (0
ci DU ENE or
i E;::;mu pmy GIEHER SPUEIHE ALCSHOL NOUCED MEMEAL D, L0 St 11,820 o
L= LD RO O st P RDHOLES TEROLEMA LD T8 et 170 U D ey
Cormity  DETETICS O S ORI WD Mg e
Cormds  DENTAL Corn S (FASAZ TSN LheD -

+ Faa tis - [ncers | Piavtust o ull Lhtd { Dibam -
e < M —_—

ARER WA [ DOMO MLISPHERL COM DEMOHORATAL | 79012 VIAT

Figure 4-420: Nurse Verify Action

The action is then reviewed and signed.
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=
The following orders will be released from hold:
»» TPR B/F Q8H

»» Bathroom Privileges

»» ACCUCHECK Jul 27, 2012 Jul 31, 2012 gl 2h

»» Mask 35 per cent

Electronic Signature Code

l (14 I Cancel

Figure 4-421: Review and Sign

The nurse's initials appear in the Nurse column.

& RPHS-EHR HAGER, MARY G =10] x|
User Pabert Tools Heb Community et BX Template
ol ety ?
L Commimeatnn 4 BOS —
o GEMERAL 1-GEW-B 27:u-20121522 ||| Primany Care Tesm Unassigred Il 2 : ot
. | st it | Atwodng UswDeno f|| roctbew i 19,6 8= T
* Froblembist  Acs Fsact  Madcatons T = | ;
bdeRow | MerFvw | didsRww | R e o | i) Bebimathasity
ih o] - 5
Duer [ Duwston [ Poovides [ Mo [ | coon [ St
33 Ademd by Waid Stait (7FN215N
Specisly. MEDICINE [ADULT]
Atisnding USER DEMO User D active
Primary: USER DEMD
33 TPA B/POBH Stat 07/2771215.23 :
Vieals SioprnaiG1y YD MGH aclive
Imagng vty 3> Batheoom Privieges Stat O7/27A21523  UseeD | MGH active
0 r
S Macicforn Murtig  2? ACCUCHECK Jul 27, 2012.0u 1. 2002 e 20 STAZ ) MGH e
infusion
T exd Oirdy Cirler Muring 3> Motk 35 pas cont Sist07/27N271523  UseD | MGH active
Lab Duick Didess RIDE T, 7ETA:
i | vebes SESEETO St TANIZZD. ep poody
upt idens
Cormts Outside Mpcs Dusde Mad ATORVASTATIN T28 20MG UseeD sciive
i Y TAKE ONE (1) TABLET MOUTH EVERY DY Dutsics medicaton not recommendsd by providat
Dudride Medbeaiors Lab  WESTERGREN ESR BLOOD WE ONCE Indecaton OTHER SPECIFIED ALCOHOLINDUCED MENTALD.. L8 Staet: OT/28N2 Usee D
Miedcations n2485 . feercheg
RESTRANTS
Lab gmguaa.:zs‘aémﬁnm ONLY URINE WIC ONCE Indcatior: OTHER SPECIFIED ALCOHOLINDUCED MENTAL  Siat 07/20N21523 . .p
L %D:ESTE-MLW SERUM SP OHCE Indication: OTHER SPECIFIED ALCOMOLANDUCED MENTALD.. LB Stat 114271 UserD %
Lab  LIPID PROFILE DEMO BELODD SERUM SPONCE |ncbcation: HVPERCHOLESTERDLEMLA LA 2214 Slat 1R UserD pondng
ConnAs  DEETETICS Cons Consubant’s Chosce Slat (PGN2 042 HageeM pendng
Conndiz  DENTAL Cons Commilants Chosce Stak 7542150 UserD pendng
Hotive st g Coves Sheet 1 Tz {TRRRRIY w chrers  Picees 4 OO o crrecrs ] Orders o Medesions o Lobs f Flepars 4 D/ Surm 4 Comis f R BN eI Gl T o

— | [ =
i HAGER MARY G i DEMOMEDSPHERECOM || DEMO HOSPITAL IZNm?'IW

Figure 4-422: Nurse Initials in Nurse Column

4.11.19.7 Chart Reviews

A nurse can also select a group of orders and complete a chart review. In this instance,

the nurse's initials appear in the Chart column.
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o

The following orders will be martked as reviewed:

»» TPR B/P O8H

»» Bathroom Privileges

> ACCUCHECK Jul 27, 2012 Jul 31, 2012 q12h

»» Mask 39 per cent

GLYBURIDE TAE
5MG PO BID

Dudzide Med ATORVASTATIN TAB 200G
TAKE OME [1) TABLET MOUTH EVERY DAY Outside medicatian not
recommended by provides,

STERGREM ESR BLOOD WC ONCE Indicstion: OTHER SPECIFIED
HOLANDUCED MENTAL D... LB #245

Il.l RIMALYSIS-DIPSTICK, OMLY URIME ‘WC OMNCE Indication: OTHER :l

MTAL T 1D HI4C

Electronic Signature Code

[ I

Figure 4-423: Chart Review Dialog

4.11.19.8 Using the SNOMED CT Lookup Dialog
To use the SNOMED CT Lookup dialog:

|»

1. Click the Ellipsis (=) button by the appropriate field to display the SNOMED

CT Lookup dialog.
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x
Diagnosis Lockup ™ Fully specified name © Synonym
Search: [dabetes
i :
| Lipodystrophy is a Lipoatrophy and lipedystrophy (disorder) 2126
EFR IPLPROBLEN QUALIFIERS [ | - paietea el s a Disoedes of sibning syaiei (s} il
EHR IPL SEVERITY ; - b : :
EHR IFL TREATMENT REGIMEN = is & Disorder of glucose metabolism (disorder)
EHR REASONS NOT DOME [® Dizbetes mellit eterred
EHR REFERRAL TYFE E. Dizbetes mellitus, NOS Synonym
EEE gmi EHK;GESF}-NP#,?GS " | DM - Diabetes mellitus Synonym
T — .‘HPIF‘
Search Date: F: Diabetes insipidus is a Disorder of posterior pituitary (disorder) 25315
I\"J"‘A-EDT] ll # | is & Metabolic disorder of transport (disorder)
= & Dizbetc oculopathy  is 2 Disbetic complication (disorder) 25050
= is a Disorder of eye proper (disorder) 379.90
Dizbetic neurcpathy  is @ Neurclogic disorder associated with disbetes mellitus 25060
M (disorder) 3559
is a Neurcpathy associated with endocrine disorder
|| (disorder)
& Dizbetic retinopathy  is a Diabetic oculopathy (disorder) 2050 —
T is a Refinopathy (disorder) 38201
B Digbetic on diet only 15 & Diabetic monitoring status (finding) 250.00
g Disbetic complication is & Disease [disorder) 25050
e Diabetic renal is a Diabetic complication (disorder) 250,40
* disease is & Renal disorders in systemic disease (disorder) 583.81
& Britle dizbetes is @ Evaluation finding (finding) 250,00
O mellitus
| Dizbstes mallitus is & Dizbetes mellitus (disorder) 250,00
2 _  type2
|z Disbetes meliius __is a Diabetes mellitus (isorder) 25001 ~|
Select Cancel | j

Figure 4-424: SNOMED CT Lookup Dialog

2. Inthe SNOMED CT lookup dialog, in the Diagnosis Lookup section, select
either the Fully specified name or Synonym option button.
o Fully specified name returns a collapsed list of SNOMED CT terms. Click

the Expand sign (+) next to the term to expand and view the child entries.

e Synonym returns the full list of SNOMED CT terms.

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

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

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

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

7. Click and highlight a term, and then click the Select button. The Clinical
Indication field refreshes with the selected SNOMED CT term you selected.
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4.11.20 Order Checking

Order Checking is based on a system of rules that causes orders to be reviewed to
determine whether they meet the defined criteria. If they do, an electronic message is
sent to the ordering provider before the order is completed (such as duplicate order,
drug-lab interaction, and so on). The provider can then choose to cancel the order or
override the order check and place the order.

4.11.20.1 Severity Levels and Source of Information

Order Check dialoges cite the source of the drug interaction information and use
colored icons to represent severity levels.

The colors are:
e Red - For High
e Yellow — For Moderate

e Green - For Low

Order Checking - Sowrce: Yeterans Health Administration

§ SIGHIFICANT dhugedrug mberaction: ATOFVASTATIN CALCILM & DL TIAZEM [Dhuiside
Med ATORVASTATIN TAB 20MG TARE OME (1] TABLET MOUTH TWICE A DAY
Dhutride medication lecommended by peovider.  [ACTIVE]D

3 SIGMIFICANT drugrdreg mtesachion: DILTIAZEM & SOVAS TATIM [Qubede Med
SIMVASTATIN TAB 40MG TAXE TwiO [2) TABLETS MOUTH EVERY 12 HOURS Outnds
frenche staon rot reconmerced by provder  Madseshon Locston: HOME L::J'_rr-.-‘=1|

[AcceptOuder |  CancelOudes |
Figure 4-425: Order Check

If the order is placed, a second order check appears after the order is signed. If the
order check is moderate or high level, you are required to enter a reason why you are
continuing with the order.
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LISINOFRIL TAB 200G FO DAILY "UNSIGNED®
B Previous adverse reaction Lo LISINOPRIL [LOCAL) Resc: AMEMLE B/ 1@10:12)

Enber pustiication hor ovemding citical arder checks.

[this is & test of & pustification

_Cortine |
Figure 4-426: Order Check Justification
The justification remains with the order and is available in the order details.

4.11.20.2 Cancelling Orders in Order Checks

If an order is already signed and the user tries to sign a duplicate order, the application
displays the Order Checks dialog. The user can choose the order to be deleted.
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4.11.20.3

Order Checks

*! |ROM PAMEL BLOOD SPOMCE "UNSIGNED"
3 Dupdicate order: IRON PAMEL BLODD SFP OMCE LE BT 11/8/07 [UNCOLLECTED]
3 Max lab et order req ewcesded for: IROM PANEL

Cancel Selected Didails] |

_Continse_|
Figure 4-427: Order Checks Dialog
1. Select the order you want to delete.

2. Click the Cancel Selected Order(s) button. The application displays the Cancel
Order information message.

Cancel 1 Order ' x|

? Are you sure you want to cancel 1 selected ordery?

"-...

Figure 4-428: Cancel Order Information Message

3. Click Yes to cancel the selected order. The order then is removed from the
Order window. (Otherwise, click No to not cancel the order.)

If you do not select the order and click the Continue button, you return to the Order
window with both orders remaining on the list of orders.

Prepackaged Order Checks

The Order Checking application enables users to determine when order checks and
notifications are sent. To accomplish this, the application includes several prepackaged
order checks, as well as three menus for setting Order Checking parameters, such as
enabling and disabling specific order checks.
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Order checks can also be configured to be mandatory by the CAC or IRM. If this

feature is enabled, individual order checks cannot be edited by the end users. Non-
mandatory order checks can be enabled or disabled through the Tools [] Options
menu.

Order checks exported with EHR:

Order Check Value
ESTIMATED CREATININE CLEARANCE Enabled
ORDER CHECKING NOT AVAILABLE Enabled
ALLERGY-DRUG INTERACTION Enabled
ALLERGY-CONTRAST MEDIA INTERACTION  |[Enabled
CT & MRI PHYSICAL LIMITATIONS Enabled
BIOCHEM ABNORMALITY FOR CONTRAST
MEDIA Enabled
DUPLICATE ORDER Enabled
RECENT BARIUM STUDY Enabled
RECENT ORAL CHOLECYSTOGRAM Enabled
DUPLICATE DRUG ORDER Enabled
DUPLICATE DRUG CLASS ORDER Enabled
CRITICAL DRUG INTERACTION Enabled
CLOZAPINE APPROPRIATENESS Enabled
AMINOGLYCOSIDE ORDERED Enabled
RENAL FUNCTIONS OVER AGE 65 Enabled
MISSING LAB TESTS FOR ANGIOGRAM Enabled
PROCEDURE
GLUCOPHAGE-CONTRAST MEDIA Enabled
LAB ORDER FREQ RESTRICTIONS Enabled
ERROR MESSAGE Enabled
POLYPHARMACY Enabled
DISPENSE DRUG NOT SELECTED Enabled
GLUCOPHAGE-LAB RESULTS Enabled
SIGNIFICANT DRUG INTERACTION Enabled
NO ALLERGY ASSESSMENT Disabled
DUPLICATE OPIOID MEDICATIONS Disabled
ALLERGIES UNASSESSIBLE Disabled
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Note: Most of these order checks are exported in the enabled state
at the package level. Sites can then turn them on for
individuals or teams, as determined by the site. CACs,
individuals, or services can also disable individual order
checks, if they so choose. Package levels are only visible to
those with programmer access and should NEVER be
modified.

The list might not be up-to-date since it changes with EHR Patches. View order checks
by using RPMS-EHR CONFIGURATION MASTER - ORD (Order Entry
Configuration) = OCX (Order Check Configuration) - PAR (Order Check
Parameters) - USR (Order Checks a User Can Receive) OR ENA (Enable/Disable an
Order Check). Entering a question mark gives the user the list of order checks on the
system.

4.11.20.4 Personal Preferences in Order Checks

Users can control what order checking is executed for orders. However, mandatory
order checks cannot be turned off.

To turn order checks on or off:
1. Select Tools - Options to display the Options dialog.

2. Click the Order Checks tab.

Oplions ﬂ E
Notiieations [ Oider Checks | Teams | Motes | Repests |
Ordes Checks
- Ernable oo dezable pour order checks.
v/
o can bum on of off Bhese nobhcabons except those that ane mandatony
Drdet Check | ononi | Comment [«
B ety Corinst Mecks Irteesction O
B by Dirug Irderaction On
B tminoghycoside Didened On
B Bioches sbncemaly Fos Contiast . On
B CT & Mii Physical Livatstiorrs On
[ Clozapis Appaconisternss: O
Critical Drug Irderaction On
B Bizpense g Mot Selecied On
B Dbt Dhiug Class Ordas On
E Drapbc.ste Diug Ondes On
O] Dupbcate Opicid Medications O =
0k |  cacal | |

Figure 4-429: Order Checks Tab of Options Dialog
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4.11.21

The Order Check list comes from the Order Check file in RPMS. The CAC can
turn any Order Check ON or OFF, as well as set any Order Check to
Mandatory.

You can select or clear the various order checks, except for mandatory ones
(the word Mandatory appears in the Comment column).

3. When the Options dialog is complete, click OK to dismiss it.

Printing an Order

You can print a selected order by selecting the Print option on the File menu. If
necessary, you can set up the printer by selecting the Printer Setup option on the File
menu. See Printer Setup for more information.

Printing can also be set to occur automatically or the Print Orders dialog to print may
appear automatically. This is controlled by parameters set up by the CAC.

To print a selected order:

1. Select File = Print to display the Print Orders dialog.

-ioix

One of mone of the: following prints are available for this s=f of orders.
Check those you desire and select & device, if necessary.

Greyed items are not avadable,

Location: |||:|_| _|
Prink to dewice:
I Chat Copies [ Hange |
I Reqssitior I Harins I
I™ Work Copie I THang |
Prink Al Checked Items | Cancel Frint |

Figure 4-430: Print Orders Dialog

2. The Location field displays where the orders will print. You can change the
location by clicking the Ellipsis button and selecting an option on the drop-
down list.

3. You must check at least one check box in order to print.
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Note: Parameters set up by your CAC control which items
appear for printing, such as charts, labels, regs, work
copies, and so on.

4. You can change the Print to device field by clicking the Change button to
display the Printer Selection dialog. The printers listed are the available
printers in the selected location (in the Location field) on the Printer Orders
dialog.

Printer Selection x|
- Femote Printers
|
LASER 132 -
RALABEL 9 B
VUECENTRIC TECH SUPPORT 78
|
2

Copiex |1

Save as yow default piinter [~
| L] cawa |

Figure 4-431: Printer Selection Dialog

5.

Select a printer. The number associated with the printer defines the page width
(the number of characters across the page). This number comes from the
RPMS device file.

Note: The selected printer can be made the default by clicking
the Save as your default printer check box.

You can change the number of copies by changing the value in the Copies
field.

To review other setups (after selecting your printer), click the Setup button to
display the Print Setup dialog. Here you can review the page width and page
length dimensions. Although it appears you can change these numbers, you
cannot because the application uses the values stored in the RPMS device file.
The Page Length on a printer = number of lines on a page.

After the Printer Selection dialog is complete, click OK. (Otherwise, click
Cancel.)

Click the Print All Checked Items button on the Print Orders dialog. The
contents of the (checked) orders output to the selected printer.
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4.12

Note: The Cancel Print button only closes the Print Orders
dialog.

Reproductive Factors

The Reproductive Factors application is available for female patients only. After
selecting a female patient, the application displays the most recent reproductive factors
information, if available.

Perzanal Health \ Infant Feeding \i Reproductive Factors

— Menstrual Period

J Reproductive Factors

Lazt IEIBH'I'IH2EI1D

r— Lactation

Status [NOT LACTATING

r— Family Planning

= = = = = = Review
OTHER-ORAL CONTRACEPTIVES 02/31/2008 .
—  Update

— Higkary

Tatal # of pregnancies I 2 Spontaneous Abortions [Miscarriages]l 1]
Full Term I 2 Induced Abortions I il
Fremature I 0 Ectopic Pregnancies I 0
fultiple Births I 0
. . Menarche Age I 12 uvears
Living Children I i
Coitarche fge I 19 vears
DES Daughter |LINKNEI'W'N tMenopauze Onzet Age I YEAlE

— Pregnancy

Currertly Pregnant |‘~r'E5

|

|

bw Clirical Parameters I— |
tethod Unknown I— |

EDD [Estimated Due Date) Comments
Drefinitive I'l 0M19/2003 |Ty|:ue comments here.

by LiP I
by Ultrazound I

1

[+]

sdd | Edit |

Figure 4-432: Reproductive Factors Data for Female Patient

A visit does not need to be selected. The Reproductive Factors application is used for
populating PCC data in RPMS.
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4.12.1 Add/Edit Reproductive Factors

Use the Add or Edit button on the Reproductive Factors dialog to add or update
reproductive factors.

To Add Reproductive Factors:

1. Click Add on the Reproductive Factors dialog. The Update Reproductive
Factors dialog opens.

Note: If a patient currently has an entry for Reproductive
Factors, only the Edit button is active. The Add button is
grayed out. Refer to the next section for editing
instructions.

— Menstrual Period
Last Joa/11/2010 o |
— Lactation Save
Status [NOT LACTATING |
Cancel
— Hiztary
Tatal # of pregnanciesl 2 ﬂ Spontaneous Abartions [Miscarriages]l 1] ﬂ
Full Term I 2 j’ Induced Abartions I 1] i’
Premature I 0 ﬂ E ctopic F'regnanu:iesl 1] ﬂ
Multple Biths [ 0 j’
o ; R Menarche .f-‘-.gel 12 years
Living Ehlldrenl 0 j
Coitarche Age I 19 pears
DES Daughter |LINKNEIWN j Menopauze Onzet Age I YEars
— Pregrnancy
Currently Pregnatt |Yes j
EDD [Estimated Due Date] Comments
D efinitive I'l 0419/2013 _I IT_I,Ipe camments here.
by LMP | [=]] |
by Ultrasound I _I I
by Clinical Parameters I _I |
tMethod Unknown | _I |
Figure 4-433: Add/Edit Reproductive Data Dialog
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2. Provide the date of the patient’s last menstrual period. This cannot be a future
date. If you enter a future date, the application displays an Invalid Date alert
message. Acceptable date entries are:

e A date selected by clicking the Ellipsis button and clicking a date on the
calendar

e A date typed in the MM/DD/YYY format, such as 01/23/1999
e A format that omits the precise day, such as 01/1957
e A date with the year omitted so the application uses the current year

e Using a two-digit year assumes no more than 20 years in the future or 80
years in the past

3. Enter whether or not the patient is lactating by selecting one of the following
from the drop-down menu:
e Not Lactating
e Lactating
e Unknown
4. In the History section, complete the fields as applicable:

Note: Zero is an acceptable entry for the numeric fields.

— Higtary

Total # of preghancies I 5 ﬂ Spontaneous Abortions [Miszamiages) I 1] ﬂ
Full Term I e ﬂ Induced Abaortionz I 0 ﬂ
Fremature I 1 ﬂ Ectopic Fregnancies I 1] ﬂ

Multple Biths [ 1 i’

R Menarche Age I 12 vears
Living Children | 0 ZI
Coitarche Age I 18 vears

DES Daughter I j tenopauze Onzet Age I YEArs

Figure 4-434: Reproductive History Fields

a. Click the Up and Down arrows to indicate historic pregnancy and birth
data.

b. Type a number for Menarche, Coitarche, and Menopause ages.
c. Select an entry for DES Daughter from the drop-down menu:
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Yes
No
Unknown

O O O

0 Refused to Answer
5. In the Pregnancy section, complete the pregnancy information:

6. In Currently Pregnant, select one of the following:

e Yes
e NoO
e Unknown

e Refused to Answer

Note: The fields in this section only become active if Yes is
selected.

Fregnancy

Currently Pregnant IYES j

EDD [Estimated Due D ate] Comments

Definitive [12/20/2012 . |

by LMP [12/20/2012 . |

by Ultrazound m_l

by Clinic:al Parameters I—_I
Methiod Unknown I—_I

Figure 4-435: Pregnancy Data

Note: If dates and comments are entered, and the Currently
Pregnant drop-down menu is changed to No, the fields
are cleared.

e In the date fields, type a date or click the Ellipsis button to select the
due dates from the calendar for the patient. All fields do not need to be
entered.

Note: The Definitive Due Date is required if the site wants to
use the prenatal application.

¢ Inthe Comments fields, type any notes, as needed.

7. Click Save at the top of the Update Reproductive Factors dialog.
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4.12.1.1 To Edit Reproductive Factors

1. Click Edit on the Reproductive Factors dialog. The Update Reproductive

Factors dialog opens.

2. Make any changes or updates, as necessary.

3. Click Save at the top of the Update Reproductive Factors dialog to save the

changes.

4.12.2 Add/Edit Family Planning

Active family planning entries appear in the Reproductive Factors dialog. The
Review/Update button on this dialog is used to review and update family planning.

N

Ferzonal Health

Infant Feeding \i Reproductive Factors

J Reproductive Factors

~ Menstual Period

Last IEIEW 1/2010

r— Lactation

Status [NDT LACTATING

r— Fanily Planning

= pep—— o e =1 Review
OTHER-ORAL COMTRACEPTIVES 08/31/2006 .
—  Update
— Histary
Tatal # of pregnancies I 2 Spontaneous Abortions [Mi$carriaQE$]| ]
Full Term I ] Induced Abartions I 1]
Premature I ] Ectopic Pregnancies I il
Multiple Births I ]
L. . Menarche Age | 12 vears
Living Children I n
Coitarche Age I 19 ypears

DES Daughter [UNKHOWN

Menopauze Oneet Age I years

— Preanancy

Currently Pregnant |YES

D efinitive I'I 041942013

bolMP [

by Ultrasound I—

by Clinical Pararmeters I—
Method Unknown I—

EDD [Estimated Due Date)

Comments

|Type comments here,

<

[»]

& | Edit |

Figure 4-436: Reproductive History Review Dialog

Click the Review/Update button. The Review/Update of Family Planning Methods
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dialog opens.

4.12.2.1 To Add a New Family Planning Method

1. Click New to add a new family planning method. Entry fields appear in the
Edit Method Information section at the bottom of the dialog.

. Review / Update of Family Planning Methods

Methad | Date Begun | Date Ended | Rieason DC | Comment |
IUD - COPPER 0240 /2007
OTHER 08/31/2006 01/31/2007 ‘Weight gain ORAL CONTRACEPTIVES

Edit Method [nformation
’7Method Date Begun DateEnded  Reason DC Lomments

Hew | Save | Delete... | Cancel |

| =l

Figure 4-437.New Birth Control Method Dialog
2. In Method, select a birth control method from the drop-down menu.
3. In Date Begun, type the date the patient started using the method.

4. In Date Ended type the date the patient stopped using the method, if doing a
historical entry.

Note: The following date formats can be used: T, T-n, M/D,
M/D/YY, or M/IDIYYYY.

5. In Reason DC, type the reason the patient stopped using the method.
6. In Comments, type a note, as needed.
7. Click Save. Your entry appears in the list.

4.12.2.2 To Edit an Existing Family Planning Method

1. Select an existing method to edit. The Edit Method Information section fields
appear with the current information populated.
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. Review / Update of Family Planning Methods

Method | D ate Begun | D ate Endedl Reazon DC | Camment |
IUD - COPFER 02/01/2007
OTHER 08/31/2006 01/31/2007 ‘weight gain ORAL CONTRACEPTIVES

tethod [Date Begun DateEnded  Heason DC Comments

IUD - COPPER =| |oe/miszon7 10152010 [wants another chilc | Type comments here|

" Edit Method [nformation

Hew | Save | Delete... | Cancel

Figure 4-438: Edit Existing Birth Control Method Dialog

Note: The Method field is not accessible when editing a family
planning method.

2. In Date Begun, type the date the patient began using the method, or edit the
current date.

3. In Date Ended, type the date the patient stopped using the method, or edit the
current date.

4. If a Date Ended was entered, type a reason for stopping the family planning
method in the Reason DC field.

5. In Comments, type a note, as needed.

6. Click Save. The changes update in the list.
4.12.2.3 To Delete an Existing Family Planning Method

1. Select an existing method to edit.

2. Click the Delete button. The Reason for Deletion dialog opens.
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i, Reason for Deletion

Ok

Reazon for deleting this Family Planning tMethod?

Cancel

OTHER

— Reazon
"~ Duplicate
" Entered in Errar

& Other  |Type a reazon here|

Figure 4-439: Reason for Deletion Dialog

3. Select one of the following reason option buttons:

e Duplicate
e Entered in Error

e Other

o0 If Other is selected, a reason must be typed in the field. If no reason
is given, the following information message appears. Click OK to
dismiss the message and provide a reason.

Information

':o:' You must specify a comment For a Reason of "Other”

Figure 4-440: Other Delete Information Message

4. Click OK. The entry is deleted.

4.13 \Visits

4.13.1 Appointments and Visits

The Appointments and Visits panel lists the appointments for the current patient. The
list includes future appointments created through scheduling where no visit currently
exists.
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AppointmentzfYisits

AppointmentMisit | Date + I Statusz |:|
LABORATORY 25-Feb-2014 12:37 AMBULATORY

CHART REVIE'W 28-Feb-2014 12:33 CHART REYIEW

CT SCaM 20-Feb-2014 1218 AMBLULATORY J
LABORATORY 20-Feb-2014 1218 AMBULATORY

(k0 20-Feb-2014 12:00 AMBLULATORY

[0 12-Feb-2014 10:54 AMBLULATORY

[0 12-Feb-2014 10:54 AMBULATORY

DIABETES 28-Jan-2014 10:01 AMBULATORY LI

Figure 4-441: Appointments and Visits Panel

The date range of appointments that appear on this panel is controlled by a parameter
that is setup by the Clinical Applications Coordinator (CAC).

The default sort is by date, with the newest at the top. Any column can be sorted by
clicking the heading.

Select Refresh from the right-click menu to re-display the patient’s information to
show recent changes.

4.13.2 Appointment/Visit Detalil

If your application is configured for a pop-up window, the Appointment/Visit Detail
(contents of the Visit File) displays when a table entry is selected.

Note: If a visit dated prior to the implementation date is selected, ICD-
9 codes are shown. If a visit dated on or after the
implementation date is selected, ICD-10 codes are shown.

Addendum to User Manual Updated Components
June 2015

370



Electronic Health Record (EHR) Version 1.1 Patch 14

Visit Detail Prior to Implementation

& Appointment /Yisit Detail

HRN: 456852 DO5: 27-Feb-2014 10:11 WISIT IEN: 3717 ;I
——————————————————————————————————— OFDERS ===-=-=- e
<Page 1>
ORDER #: 2375 STATUS: PENDING
START: Feb 27, 2014 STOP:

MAMMOGEAM BILAT

WISIT IEN: 3717

HEN: 30UC 456852

————————————————————————————— WISIT FILE e
WISIT/ADMIT DATEsTIME: FEE 27, 2014@10:11
DATE WISIT CREATED: FEE 27, Z0l4 TYPE: TRIBE-635 PROGEAM
PATIENT NAME: JONE3,I3SABELLA LOC. OF ENCOUNTER: DEMO HO3SPITAL
SERVICE CATEGORY: AMBULATORY CLINIC: DIABETIC
DEPENDENT ENTEY COUNT: 2 DATE L&3T MODIFIED: FEE 27, Z014
HNFI STATU3: ADD HOSPITAL LOCATION: TEST CLINIC
CEREATED BY U3ER: U3ER,DEMO OPTION U3SED TO CREATE: CIAV WVUECENTRIC
T3EFR. L&53T UPDATE: TSER,DEMO COMPUTER. GENEFATED: DEMO HOSPITAL

0LD/UNTSED UNIQUE WISIT ID: 3531730000003717
DATE/TIME LAST MODIFIED: FEE 27, 2014@10:12:03
HDW UNIQUE VISIT ID (DEID): 1375Z0000003717
WIZIT ID: 15DD-DEM

————————————————————————————— ¥ PROVIDER e
FROVIDER: USER,DEMO PATIENT NAME: JONES,TSAEELLA

¥ISIT: FEB 27, 2014@10:11 PRIMARY/SECONDARY: PRIMARY

ENCOUNTER. PROVIDER: USER,DEMO DATE/TIME ENTERED: FEB 27, 2014810:11:45

ENTERED EY: TUSER,DEMO

DATE/TIME LAST MODIFIED: FEE 27, 2014010:11:45
LAST MODIFIED BY: USER,DEMO

AFF.DISC.CODE {c): 100123

————————————————————————————— ¥ PROCEDURE  ———————=—=—m—mmmmmmmmmmm
FROCEDURE: 45.23 PATIENT NAME: JONES,TSAEELLA
¥ISIT: FEB 27, 2014810:11 PROVIDER MARRATIVE: COLONOSCOPY
FROCEDURE DATE: FEB 27, 2014 FRINCIFLE PROCEDURE: YES
INFECTION: HO ELAPSED TIME (ANESTHESIA): O

EVENT DATEsTIME: FEE 27, Z014@10:11 ENCOUNTEE. PROVIDER: USER,DEHMO
DATE/TIME ENTERED: FEE 27, 2014@10:1Z:03

ENTERED BY: USER,DEHMO

DATE/TIME LAST MODIFIED: FEE 27, 2014010:12:03

LAST MODIFIED BY: USER,DEMO

PROCEDUFE NARPATIVE (c): COLONOSCOPY

F'.:'r'l_ 3= Cloze
Size:

L

Figure 4-442: Appointment/Visit Detail Prior to Implementation
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Visit Detail After Implementation

& Appointment/Yisit Detail

VISIT IEN: 3Z:iZ

HFN: 30UC TOOOO3

————————————————————————————— WIXIT FILE e b bt b bbbt
VISIT/ADMIT DATEsTIME: MAR 04, Z014[15:08
DATE WISIT CREATED: MaR 04, 2014 TYPE: TRIBE-6358 PROGEAIN
PATIENT NAME: DEMO,FATHER LOC. OF ENCOUNTER: DEMO HOSPITAL
SERVICE CATEGORY: AMEULATORY CLINIC: DIABETIC
DEPENDENT ENTEY COUNT: = DATE L&3T MODIFIED: MAR 04, 2014
HMFI STATUS: ADD HOSFITAL LOCATION: DIABETES
CREATED BEY USER: USER,DEMO OFTION USED TO CREATE: CIAV VUECENTRIC
T3EFR. LAST UPDATE: USER,DEMO COMPUTEER. GENEFATEL: DEMO HOSPITAL

0LD/UNUSED UNIQUE WISIT ID: 353173000000322Z2
DATE/TIME LA3T MODIFIED: MAR 04, 2014@16:51:04
HNDW UNIQUE WISIT ID (DEID): 137520000003ZZ2
WISIT ID: 1403-DEM

----------------------------- ¥ PROVIDER 0
PROVIDER: USER,DEMO PATIENT NAME: DEMO,FATHER

VISIT: MAR 04, 2014615:08 PRINARY/SECONDARY: PRIMARY

ENCOUNTER PROVIDER: USER,DEMO DATE/TIME ENTERED: MAR 04, 2014@15:08:51

ENTERED EY: USER,DEMO
DATE/TIME LAST MODIFIED: MAR 04, 2014@15:08:51
LAST MODIFIED EY: USER,DEMO
AFF.DISC.CODE (c): 100123
————————————————————————————— ¥ PROCEDURE e L L e e L Dt D L bt
PROCEDUERE: OCSPOZZ PATIENT NAME: DEMO, FATHER
VISIT: MAR 04, Z014[15:08
PROVIDEF. NAFRFATIVE: DESTRUCTION OF TONSIL3, OPEN APPROACH
PROCEDURE DATE: MAR 04, 2014 PRINCIFLE FROCEDUEE: YE3
INFECTION: HO ELAFSED TIME (ANESTHESIA): O
EVENT DATE:TIME: MAR 04, Z014[15:08 ENCOUNTEER. PROVIDEER: USER,DEMO
DATE/TIME ENTERED: MAR 04, 2014@16:51:04
ENTERED EY: USER,DEMO
DATE/TIME LA3T MODIFIED: MAR 04, 2014@16:51:04
LAST MODIFIED EY: USER,DEMO

[
Font =
e | 9= [ E= |

Figure 4-443.Appointment/Visit Detail After Implementation

The font size of the text displayed can be changed by adjusting the size in the Font
Size field (enter manually or use the Up and Down arrows). This does not change the
size of the text on the output when you print.

1. Click Print to choose a printer and to output the entire contents of this pop-up
window to the specified printer. The Print button appears depending on how
your application is configured.

There is 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 such as MS
Word.

2. Click Close to dismiss the pop-up window.
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4.14  Visit Services
The Visit Services application displays the procedures that have been selected for the
patient visit. Service listed in this panel can be added, edited, or deleted using buttons
located at the top of the panel, by right-clicking anywhere in the panel and selecting an
option, or by right-clicking and selecting the item you want to edit or delete.
@ Visit Services _i_] add | Edi | Qeletel
| Code |Narrative ‘ Oty |Diagnosis | Frim |M0difier1 |M0difier2 |Pr0vider |E0de M ame | VisitDate|
hd |JSER.DERO Drainage OF Skin Abscess 021472014
USER.DEMO Dtapaccine < 7 ''rs Im 02/14/2014
Figure 4-444: Visit Services Panel
4.14.1 Right-Click Menu
The Visit Services application right-click menu contains the following options:
e Add New Procedure
e Edit Procedure
e Delete Procedure
e View Visit Detail
e Web References
&dd Mew Procedure
Edit Procedure
Celete Procedure
Yiew Wisit Detail
Web References
Figure 4-445: Visit Services Right-Click Menu
Select an existing record and select the View Visit Detail option on the right-click
menu to display visit information in a pop-up window.
4.14.2 Adding a Visit Service Record
4.14.2.1 Adding a Visit Service Record Using CPT Code
A visit must be selected to add a visit service record.
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Note: Holders of the BGOZ VCPT EDIT security key are able to add
Visit Services records. Holders of the BGOZ VIEW ONLY
security key can only view Visit Services records.

Follow these steps to add a new visit procedure using CPT Code:

1. Click the Add button or select Add New Procedure on the right-click menu.
The Add Procedure for Current Visit dialog opens.

i, Add Procedure for Current ¥isit

CodeSet & CPT Code ¢ ICD Procedure Code
Procedure IHemove Sutures Diff Surgean | Carcel |

[MOTE: If the Procedure iz not selected it defaults to 00098 - Uncoded CPT Code)

: : : : " n Principal
et Femove Sutures Diff Surgeon. Patient decided to go to different clinic| j I~ Procedure
i i "
= e 1st Modiier. [ADULT PROGRAM NON-GERIATRICx |

2nd Modifier: IASSISTANT AT SURGERY SEHVIE[j

Cluantity I‘ID il
Figure 4-446: Add Procedure for Current Visit Dialog
2. Click the CPT Code option button.

3. Inthe Procedure field, type the name of the procedure and click the Ellipsis
button or just press Enter. The Procedure Lookup dialog opens.

4. Inthe Procedure field, type the name of the procedure, then click the Ellipsis
button. Or simply click the Ellipsis button and the Procedure Lookup dialog
opens.

Note: The Procedure field must be completed. A Failed to
Save Procedure information message appears if you
attempt to save with a blank Procedure field.
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EN Procedure Lookup
Lookup Option € Lexicon % CPT

Search Walue Isutures Search

Included W Medical | Surgical [ HCPCS I E&M
Lode Sets [~ Radiology [~ Laboratory [~ Anesthesia [ Home Health

Select fram one of the following items

Code | Namative
15850 Remowve Suturez Same Surgeon

A ermo utures Diff Surgeon

61552 Releasze OF Skull Seams
ERY7E  Cower Eve W /membrane
S0830 Remaoval OF Sutures

[~ Return Search Text as Marrative k. | Cancel |

Figure 4-447: Procedure Lookup Dialog

a. Inthe Procedure Lookup dialog in Lookup Option, click the Lexicon or
CPT option button to select a search option.

b. In Search Value, type a search term if one was not already entered.
c. InIncluded Code Sets, select one or more of the following check boxes:

e Medical (default)
e Surgical (default)
e HCPCS (default)
e E&M
e Radiology
e Laboratory
e Anesthesia
e Home Health
d. If needed, select the Return Search Text as Narrative check box.

e. Click Search. A list of matching Codes and Narratives is returned.
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f. Select an item and click OK. Your selection is populated in the
Procedure field of the Add Procedure dialog. The Narrative field also
populates with the narrative of the code selected.

The Narrative field is required. This field is limited to 160 characters. If
a narrative is longer than 160 characters, the Narrative Too Long
information message displays when you click Save on the Add
Procedure for Current Visit dialog.

Narrative Too Long

™%  Provider narrative is longer than the allowable field length of 160
| ! characters,

Do ol wank ko kruncate the narrakive ko 160 charackers?

Yes | Mo I

Figure 4-448: Information Message for Narrative Too Long

e Click Yes to have the application truncate the text of the
Narrative field to 160 characters.

e Click No to close the information message. Return to the
Narrative field and edit the text. The Narrative field has a right-
click menu to aid in editing the text.

5. In Diagnosis, the selections in this field come from the purpose of visit. Select
one or more of the appropriate selections in the Diagnosis selection panel, if
needed.

6. The Principal Procedure check box indicates whether or not the procedure you
are adding is the primary one for the visit. When selected, it indicates that this
is the procedure to bill. Also, when selected, the Prim cell on the grid will
contain Y; when not selected, the Prim cell will contain N.

7. The Quantity field applies to the selected diagnosis. For example, enter the
number of sutures removed. If applicable, type (or select using the Up and
Down arrows) the quantity of the item used in the Quantity field.

8. Inthe 1st Modifier field, click the arrow to open a drop-down list where a
modifier can be selected. The modifiers are used to reflect the status of the
procedure as of this visit.

9. Inthe 2nd Modifier, click the arrow to open a drop-down list where a second
modifier can be selected.
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Note: The selections checked in the Diagnosis and the items in
the Modifier fields might influence subsequent billing
activity for the visit.

10. Click Save. The add process generates a record in the Visit Services and
Historical Services components. The New records are in blue lettering.

If you delete one of these new records (for example, the record for Visit
Services), the other record is also deleted.

4.14.2.2 Adding a Visit Service Using ICD Procedure Code
A visit must be selected to add a Visit Service record.

Note: Holders of the BGOZ VCPT EDIT security key are able to add
Visit Services records. Holders of the BGOZ VIEW ONLY
security key can only view Visit Services records.

Note: If a visit dated prior to the implementation date is selected, ICD-
9 codes are retrieved. If a visit dated on or after the

implementation date is selected, ICD-10 codes are retrieved.

Follow these steps to add a new visit procedure using ICD Procedure Code:

1. Click the Add button or select Add New Procedure on the right-click menu.
The Add Procedure for Current Visit dialog opens.

i, Add Procedure for Current ¥isit

CodeSet ¢ CPT Code & ICD Procedure Code

Procedurs 83,60 - OTHER MUSCLEAFASC SUTURE | Cancel |
[MOTE: If the Procedure iz nat selected it defaults to 9999 - Uncoded Operation)

" Principal
it OTHER MUSCLE/FASC SUTURE :II v Frocedure
Diagnozis Status Amput Foot Operating Prov IUSEH,DEMD _I

W Infection
i nesthesiologist ITEST,USEH _I
Anesthesia Time |0 j

Figure 4-449: Add Procedure for Current Visit Dialog

2. Click the ICD Procedure option button.

3. Inthe Procedure field, type the name of the procedure, then click the Ellipsis
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button. Or simply click the Ellipsis button and the Lookup ICD Procedure
dialog opens.

Note: The Procedure field must be completed. A Failed to
Save Procedure information message appears if you
attempt to save with a blank Procedure field.

i, Lookup ICD Procedure
Ok
Search Yalue Isuture Search |
) Cancel
Select one of the following records

Code |P'ru:u:eu:|ure £ |:|
3341 BROMNCHIAL LACERAT SUTURE J
82.42 DEL&Y SUT FLEX TEMD HAMD

8243 DEL&Y SUT HAWD TEND MEC

8362 DEL&YED TEMDOM SUTLRE

46.71 DUODEWaL LACERAT SUTURE

B5.74  LaP SIMPLE SUTURE OWARY

0201  LINEAR CRAMIECTOMY

21.81  MASAL LACERATION SUTURE

B5.71 OTH SIMPLE SUTURE OWARY

OTHER MUSCLE/FASC SUTLRE
833651 OTHER SUTURE FASClA Ll

Figure 4-450: Lookup ICD Procedure Dialog

a. Inthe Lookup ICD Procedure dialog in Search Value, type the term to
search for if one was not already entered.

b. Click the Search button. A list of matching Codes and Narratives is
returned.

c. Select an item and click OK. Your selection is populated in the Procedure
field of the Add Procedure dialog. The Narrative field also populates with
the narrative of the code selected.

The Narrative field is required. This field is limited to 160 characters. If it
is longer than 160 characters, the Narrative Too Long information message
displays after you click Save on the Add Procedure for Current Visit
dialog.
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Marrative Too Long E

A Provider narrative is longer than the allowable Field length of 160
l ,' characters,

Do wou want bo truncate the narrative to 160 characters?

Yes | Mo I

Figure 4-451: Sample Information Message for Narrative Too Long

e Click Yes to have the application truncate the text of the Narrative field
to 160 characters.

e Click No to close the information message. Return to the Narrative
field and edit the text. The Narrative field has a right-click menu to aid
in editing the text.

4. In Diagnosis, the selections in this field come from the purpose of visit. Select
one or more of the appropriate selections in the Diagnosis selection panel, if
needed.

5. The Principal Procedure check box indicates whether or not the procedure is
the primary one for the visit. When checked, this means this is the procedure to
bill.

6. In the Operating Prov field, type the name of the operating provider or click the
Ellipsis button to open the Lookup Provider dialog.

. Lookup Provider | x|

aF.
Search Value |user Search | -
_ Cancel |
Select one of the following records

Provider /
USER.CLERE.
(LISER DEMO

USER.MURSE
USER PHARMALCIST
USER REGRESSION T

Figure 4-452: Lookup Provider Dialog
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a. In Search Value, type a name.

b. Click Search. The Lookup Provider dialog refreshes with a list of matching
names.

c. Select a name from the list and click OK. Your selection populates in the
Operating Prov field of the Add Procedure for Current Visit dialog.

7. If applicable, click the Infection check box.

8. In the Anesthesiologist field, type the name of the anesthesiologist or click the
Ellipsis button to open the Lookup Provider dialog. Follow the same steps to
populate the Anesthesiologist field as in step 6, above.

9. Inthe Anesthesia Time field, use the Up and Down arrows to indicate the
number of minutes the patient was under anesthesia.

10. Click Save. The add process generates a record in the Visit Services and
Historical Services components. The New records are in blue lettering.

Note: If you delete one of these new records (for example,
Visit Services), the other record is also deleted.

4.14.3 Editing the Visit Service Record
You must have a visit selected.

Note: Holders of the BGOZ VCPT EDIT security key are able to edit
Visit Services records. Holders of the BGOZ VIEW ONLY
security key can only view Visit Services records.

Follow these steps to edit an existing visit service:

1. Select the procedure you want to edit in the Visit Services panel and click Edit
or select Edit Procedure on the right-click menu. The Edit Procedure for
Current Visit dialog displays, showing the existing information.
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4.14.4

4.14.5

i, Edit Procedure for Current ¥isit

Save |
Procedure FluWaccine 3 s Im E Cancel |
[MOTE: If the Procedure iz not selected it defaults to 00033 - Uncoded CPT Code)

Fluaccine 3 s Im ;I r E:r;;%?}[e

HMarrative

L E S B tatus Amput Foot EL e e -0 1INIS TERED SUBCUTAMEDLS

2nd Modifier:

Huantity |1 il
Figure 4-453: Edit Procedure for Current Visit

2. You can edit any of the fields on the dialog. See Adding a Visit Service Record
for more information about how to complete the fields.

3. When the edits are complete, click Save to save your edits.

Deleting a Visit Service
You must have a visit selected. Follow these steps to delete a visit service:

1. Select the visit service you want to delete in the Visit Services panel, and then
click Delete or select Delete Procedure on the right-click menu. The Delete
Entry? information message opens.

Delete Entry?

':9:' Are you sure you wank to delete the procedure entry?

Yes | Mo I

Figure 4-454: Delete Entry Information Message

2. Click Yes to remove the visit service from the Visit Services panel.

Web Reference Search

The Web Reference Search for the Visit Services panel depends on if any records are
present or not.

e Condition 1: If there are records present, select one and click the Information
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button (- ), or select Web Reference on the right-click menu to go to the
MedlinePlus Reference Web site for the topic associated with the selected
record.

e Condition 2: If there are no records present, click the Information button (-
), or select Web Reference on the right-click menu to display the Web
Reference Search dialog.

. Web Reference Search x|

Reference Site: I pTaol ate j

Search Tem: | Search

Figure 4-455: Web Reference Search Dialog

a. Inthe Reference Site field, select a Reference Web site from the drop-down
menu.

b. In Search Term, type a term and click Search. You are taken to the selected
Reference Web site for the specified term.
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Appendix A: Fixing Getltem Error in EHRP14

Al

Read through these instructions prior to set up to become oriented with procedures that
must be completed.

Users receive a Getltem Error when using a CPT code that has a high frequency. The
problem occurs if the frequency count for an item in the PickList is greater than an
int16 can handle.

This appendix provides instructions on running the report from FileMan to fix the
error.

Note: Change the frequency of the CPT codes that are above 25,000.
In the example report below, the NURSING CPT code 94760
frequency is at 54,534. Reset the frequency to 200 as the new
value in FileMan. The frequency should never get to 32768. If it
exceeds 32768, the user receives the Getltems error.

GetItems Error x|

Getltems error Yalue was either too large o koo small For an Inkla,

Figure 4-456: Getltems Error Message

FileMan Search

FileMan search instructions (VA FileMan 22.0) are as follows:
1. Select OPTION: 3 SEARCH FILE ENTRIES.
2. AtOUTPUT FROM WHAT FILE:, enter BGO CPT PREFERENCES//.

a. At-A- SEARCH FOR BGO CPT PREFERENCES FIELD:, enter CPT
(multiple).

b. At-A- SEARCH FOR BGO CPT PREFERENCES CPT SUB-FIELD:,
enter FREQUENCY.

c. At-A- CONDITION:, enter an amount GREATER THAN, 32767.
d. At-A- GREATER THAN:, enter 100 (enter your large number).

e. At-B- SEARCH FOR BGO CPT PREFERENCES CPT SUB-FIELD:,
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press Enter.

f. At-B- SEARCH FOR BGO CPT PREFERENCES FIELD:, press Enter.

w

IF:, select A// BGO CPT PREFERENCES FREQUENCY GREATER THAN
"100."

4. At DO YOU WANT THIS SEARCH SPECIFICATION TO BE
CONSIDERED TRUE FOR CONDITION -A-:

1) WHEN AT LEAST ONE OF THE 'CPT' MULTIPLES SATISFIES IT
2) WHEN ALL OF THE 'CPT' MULTIPLES SATISFY IT
CHOOSE 1-2:, enter 1//
5. Store the results of the search in the template.
6. At SORT BY:, enter NAME// CPT (multiple).
7. At CPT SUB-FIELD:, enter FREQUENCY.
8. At START WITH FREQUENCY:, enter FIRST// 100 (your large number).
9. At GO TO FREQUENCY:, enter LAST//.
a. AtWITHIN FREQUENCY, SORT BY:, press Enter.
10. At FIRST PRINT FIELD:, enter .01 NAME.
11. At THEN PRINT FIELD:, enter CPT (multiple).
a. At THEN PRINT CPT SUB-FIELD:, enter .01 CPT.
b. At THEN PRINT CPT SUB-FIELD:, enter .03 FREQUENCY.
c. At THEN PRINT CPT SUB-FIELD:, press Enter.
12. At THEN PRINT FIELD:, press Enter.
13. At Heading (S/C):, enter BGO CPT PREFERENCES SEARCH Replace.
14. Store the print logic in the template.
15. At START AT PAGE;, enter 1//.

16. At DEVICE:, enter CONSOLE.
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a. At Right Margin:, enter 80//.

The following appears: EXCUSE ME, HOLD ON.

BGO CPT PREFERENCES SEARCH APR 7,2015 16:32
PAGE 1
NAME

CPT FREQUENCY
OPTOMETRY

92015 118
OPTOMETRY

92014 149
OPTOMETRY

92012 300
ANURSE SUPERBILL

94760 356
DRESSING-WOUND CARE

29580 999

5 MATCHES FOUND

17. To edit, logon to FileMan and enter/edit.

18. At Select OPTION:, select 1 ENTER OR EDIT FILE ENTRIES.

19. At INPUT TO WHAT FILE:, enter BGO CPT PREFERENCES//.

20. At EDIT WHICH FIELD:, enter ALL// CPT (multiple).
a. AtEDIT WHICH CPT SUB-FIELD:, enter ALL// FREQUENCY.
b. At THEN EDIT CPT SUB-FIELD: press Enter.
c. At THEN EDIT FIELD:, press Enter.

21. At Select BGO CPT PREFERENCES NAME:, enter OPTOMETRY (Enter the
name from the search output).

22. At Select CPT:, enter 92081// 92015 DETERMINE REFRACTIVE STATE
(enter the CPT from the search output).

a. AtDETERMINATION OF REFRACTIVE STATE
OK? Yes//, enter Y (Yes).

b. At FREQUENCY:, enter 118// (change the frequency).

A.2 Example of Report Returned from FileMan

BGO CPT PREFERENCES SEARCH APR 14,2015 10:10

PAGE 1
Addendum to User Manual Fixing Getltem Error in EHRP14
June 2015

377




Electronic Health Record (EHR) Version 1.1 Patch 14

NAME CPT FREQUENCY
NURSING 96366 100
PTSUPPLIES E0112 101
BH SUPERBILL 90836 102
PROCEDURES 12002 104
PT 97018 106
PT 97018 106
SUPPLIES A6216 107
PODIATRY 11040 110
GYN 57455 120
NURSING J3030 120
PROCEDURES 20553 121
KEWA-EYE 92285 131
NURSING J1950 131
PT 11719 133
PT 97760 137
AUDIOLOGY CPT 92591 140
PT 97760 143
PODIATRY 90772 146
KEWA-EYE 92132 147
PROCEDURES 17110 147
PHN PROCEDURES S9446 148
IMMUNIZAT IONS 90660 149
GYN J7302 155
GENERAL PROCEDURES 93010 155
PT 11721 155
KEWA - PHN 90471 156
PAIN 20553 157
BH SUPERBILL 90833 158
NURSING J7620 159
NURSING J9260 161
PODIATRY 11721 163
PROCEDURES 12001 163
KEWA BH T1016 164
NURSING J1631 167
PT 97116 167
GYN S0610 176
PODIATRY 11719 178
AUDIOLOGY CPT 92590 179
KEWA BH 90834 180
AUDIOLOGY CPT 92556 182
BH SUPERBILL 90837 185
AUDIOLOGY CPT 92553 191
NURSING J1815 197
NON - OB ULTRASOUND 90471 197
DIABETES MELLITUS 93000 198
PODIATRY 64450 204
NURSING J1070 205
BH SUPERBILL 90792 205
PHN PROCEDURES 59445 205
BH SUPERBILL 99441 213
BH SUPERBILL 98967 215
AUDIOLOGY CPT 92587 218
PHN PROCEDURES T1001 224
GYN 58301 235
PAIN 20552 237
IMMUNIZAT IONS 90657 248
GYN 57160 249
PT 97014 249
PROCEDURES 20550 263
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PODIATRY 11730 265
PT 97140 281
FOOT DEVICES 94760 288
PT 97014 297
PROCEDURES 10060 305
GYN 58100 321
PT 97033 321
PT 97033 321
NURSING Joss1 323
BH SUPERBILL 90846 328
BH SUPERBILL 99242 339
PT 97597 344
NURSING 96372 345
BH SUPERBILL 96101 353
PROCEDURES 20552 364
GYN Q0111 373
PT 97112 375
NURSING 94640 377
NURSING 96374 379
OBSTETRICS 76805 384
KEWA BH 90837 386
PT 97032 407
PT 97032 407
PT 97112 414
PT 97002 419
AUDIOLOGY CPT 92552 430
PSYCHIATRY 90832 434
PT 97530 439
NUTRITION 97803 449
PSYCHIATRY 90834 453
DIABETES MELLITUS 83036 480
ANTICOAG 99607 499
BH SUPERBILL 90832 502
BH SUPERBILL 90889 533
NURSING 96365 536
FOOT DEVICES 36415 547
DIABETES MELLITUS 36415 553
NURSING 96361 558
GYN 58300 571
AUDIOLOGY CPT 92593 595
BH SUPERBILL 98968 606
NURSING JO561 610
GYN 57452 617
PROCEDURES 20610 627
NURSING J1050 645
NURSING 93000 652
NURSING J7610 688
EYE GLASSES 92370 728
PT 97116 729
PT 97116 752
ANT ICOAG 99364 774
ANTICOAG 85610 796
OBSTETRICS 76801 823
KEWA-EYE 92134 828
OBSTETRICS 59426 835
AUDIOLOGY CPT 92557 877
PT 97001 884
NURSING J2270 909
NURSING J0696 956
PROCEDURES 90472 958
BH SUPERBILL 99241 1001
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BH SUPERBILL 90885 1018
BH SUPERBILL 90834 1029
KEWA-EYE 92133 1030
NUTRITION 97802 1030
AUDIOLOGY CPT 92592 1041
KEWA-EYE 92002 1066
GYN 76830 1138
AUDIOLOGY CPT 92567 1162
ANTICOAG 99606 1174
NURSING 96360 1189
BH SUPERBILL 90847 1195
PT 97002 1217
NURSING J2550 1321
KEWA-EYE 92012 1332
PT 97002 1346
NON - OB ULTRASOUND 94760 1419
PT 97602 1435
ANT 1COAG 36416 1502
PT 97110 1795
IMMUNIZATIONS 90658 1896
EYE GLASSES 92341 1923
EYE GLASSES 92342 1924
KEWA-EYE 92083 1955
NURSING J1885 1985
PT 97035 1988
P T 97035 2034
OBSTETRICS 59425 2055
GYN Q0091 2059
NURSING J3420 2089
KEWA-EYE 92014 2171
PT 97001 2285
PT 97001 2415
DIABETES MELLITUS 36416 2764
KEWA-EYE 92004 2944
PT 97140 3077
PROCEDURES 90471 3196
P T 97140 3305
NURSING 36416 3896
GYN S0612 3968
EYE GLASSES 92340 4942
KEWA-EYE 92015 6060
GENERAL PROCEDURES 94760 6608
URGENT CARE PROCEDURES 94760 7001
PT 97110 8495
P T 97110 9115
NURSING 36415 9595
PROCEDURES 94760 13923
NURSING 94760 54534
168 MATCHES FOUND
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Contact Information

If you have any questions or comments regarding this distribution, contact the OIT
User Support (IHS) by:

Phone: (888) 830-7280 (toll free)
Web:  http://www.ihs.gov/helpdesk/

Email: support@ihs.gov
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