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SECTION | PowerChart® for ED Nurses

Introduction

PowerChart is a flexible, graphical tool that
provides the clinician immediate access to the
information in the clinical database.

windows: the Organizer and the Patient Chart.
Both windows can be open concurrently. The
Organizer serves as the desktop for FirstNet,
linking Emergency Department healthcare
professionals to vital patient and department
information. Certain tabs are always available

from the Organizer, including the Emergency '
Department Tracking List.

PowerChart is designed to operate in two main n
-
‘o

The Patient Chart displays several customized y
views. Access to both the Organizer and
Patient Chart makes it easy to navigate \
between them and quickly obtain desired patient 1

information for the best possible outcomes.

Objectives:

e Review new FirstNet functionality

e Become familiar with functionality of new and/or revised chart tabs in PowerChart
e Become familiar with additional PowerForms.

e Place orders for and work with PowerPlans

o  Work with the Task Lists

e Document in the eMAR

e Documentin iView

e Document New Depart Process functions
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PowerChart Structure

PowerChart operates in two main windows: the First Net Organizer (Tracking List) and the Patient
Chart.

PowerChart Organizer

The PowerChart Organizer opens to your home view. The Emergency Department’s home view is the
FirstNet Tracking List.

FirstMet Organizer for TestUser RN, EDNurse _

Task Edit YWew Patient Chart Llinks Patient Actions Prowider List  Help

ETratkmg List -,7[\ Patient List | _ EQED Policies E Issua Collector aAdrmttlng Lisk aMad Code Sheet aNurs\ng Policies aMedlca\ Resaurces ; EETEBF OfFf @Attazh msuspend !ﬂEx\t @[alzu\atnr rEl‘f\assage Sender ﬁ Patient Pharmacy

Tracking List EIPrint &> 0 i

ED Nurse |m| ED Patiznts | Al Bads | WaiingRoom | Minor Care | Minor Care Al Beds | Providers | Checkout | MC Checkaut | Pending Micro | 72 How DC | 72 HR DC LweS

o 0% L & Fiter occupied Beds R PR R ENET VN

Bed NiAcName Age AllReason ForVisit  CalllPre~ATT RES RN V3 LeTasks OrdeiMeds Events Lab Rad RegEvenMC ImageComments Add'l
2

[] LLOYD E 8 yez} Abrasion™ Zubi a*  gn 9 [F* 60 1010 =3 Testing commentstest 1

10 Little K B Pre-

WR Diane Pre-

WR 3 EDTHREEC 11 ye@ Abdominal pain® o TRN 8* o 1 QAR a&a*@ A A =@

WR 3 Aeme 3yezd Wheezing - Pediati  Pre-, 8 & o 5 @ 30 100 =3

WR Seolly 2 Bye:"] [T 8D & %+ =8

WR B BagusZ 12 ye | Abrasion* T ax O* a =

WR 3 MOCKUPGRAOER 12 yeO Allergic reaction* g il +a 101103

wR  Blxz 4ye: Abdominal distentio oW a* | g I Halk 30 =3 ad lib
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First Net Updates

FirstNet includes toolbar icons that will enhance your daily workflow with Electronic Medical Record
(EMR) functionality.

Toolbar Icons

Tracking List 1]13[\ Patient Lisk ﬁ ETear OFf Enttach mSuspend !Iﬂ_Exit @Calculator ﬂéAdHoc r Encounter Location Histary Yiewer [.’, Patient Pharmacy &'Message Sender ﬁ

Ellssue Collector Qnsthma Orders QDKA Orders QFever-Neutropenia Orders QIV-Venipuncture Orders QSickIe Cell Orders Qndmitting List ﬁ

NAME DESCRIPTION

Displays the patient’s preferred pharmacy and also provides a location to

Patient Pharmacy search for additional pharmacies. This is typically only updated by providers.

Displays a list of all providers that currently have admitting privileges to

Admitting List CHKDHS.

Allows patient related messages to send to the Pharmacy for Medication

Message Sender needs.

Columns and Tabs

The implementation of Phase V of PowerChart EMR and CPOE provides additional columns to the
FirstNet Tracking List.

FirstNet Organizer for TestUser RN, EDNurse —

Task Edt View Patlent Chart Links Patient Actions Frowider List Help
 Tracking List 5 Patiert List | | (CUED Policies - § [ Issue Collector Y Admitting List @3Med Code Sheet @3 Nursing Policies (€ Medical Resources |~ § 7 Tear OFF Tilnttach HifSuspend A Exit [ Calculstor ZBMessage Sender (& Patient Pharmacy

Tracking List ENPrint &> 0 i

ED Nurse I Al ED Patients | AllBeds | Waiting Room | Minor Care | Minor Care All Beds | Providers | Checkaut | M Checkout | Pending Micra | 72 Hour DC | 72 HR DE LS

8@ I & Fiter: Occupied Beds - Total: 10 WR: 7

Bed NiAcName Age AllReason For Visit  CalllPre~ATT |RES RN VS LcTasks  Orde(Meds Events Lab Rad RegEvenMC ImageComments Add'l €
|2

9 LLOYD E 8 yez () Abrasion™ Zubi a* o = 6/0  1/0{0 =2 Testing commentstest 1 :

10 Little K. 6 Pre~

WR Diane Pre~

WR 3 EDTHREEC 11 ye(® Abdominal pain® ET TRN 8™ F 1 A B &a*g ¥ F =

WR 3 Aemp T 3 yez( Wheezing - Pediatri Pre- 8> aF A 5 & 30 10/ <2

WR Scomy 7 6yez"! ET " BD ik % + )

wWR Bl Bagus.m 12 ye ] Abrasion™ ET a* O~ A <3

WR 3 MOCKUPGRADE R 12 ye@ Allergic reaction® 8> [l + 101102

wR Bz 4 yez ) Abdominal distentio DW a* ok 1 Q=Y 340 =3 ad lib
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Columns

Orders

Displays a clipboard icon when new orders have been placed that need to be reviewed by nursing.

o Double clicking on this icon takes you to the Actions Requiring Review window.
All orders placed for your patient must be reviewed by a Nurse.

o

rders

e Select all is the default for the new orders. This places a check mark beside the
order information.

e To deselect all and select only those orders you currently wish to review
uncheck the select all and place a check mark beside those orders.

NN

e When orders are reviewed select the Review button at the bottom of the screen
to return you to the FirstNet Tracking List.

Note: When all orders are reviewed the clipboard icon will no longer display unless additional
orders are added.

I1Test, Betty U - Actions Requiring Review
ZZTest, Betty U : g male Loc:CHKD-ED
EVMR:00001164 Fin#:000075167 Emergency [06/
Allergies: codeine, sulfa drugs Clinical{Dosing) wt:1...
Action Action DatefTime ™ Entered By Order Details 1
/] Crder 06/24/2015 14:45 EDT TestUser RM, EDMurse Communication Crder IF OF sats <93%, initi:
= Crder 06/24/2013 14:45 EDT TestUser RN, EDMNurse Pulse Qximetry Continuous Daily
(/] Crder 06/24/2013 14:45 EDT TestUser RN, EDMurse Peak Flows A5 DIRECTED, Childrel
= Crder 06/24/2013 14:45 EDT TestUser RN, EDMNurse Motify Provider Vital Signs Children 2-5 wrs HR. =
(/] Crdar 06/24/2013 14:45 EDT TestUser R, EDRMurse prednisalOME (predrisalOME bass) 32 maq, Liquid, By maut
= Crder 06/24/2013 14:45 EDT TestUser RN, EDMurse ipratropium 0.5 mg, Soln, Nebulize
= Crder 06/24/2013 14:45 EDT TestUser R, EDRMurse albuterol 2.5 mg, Inhalant, Mebi
= Crder 06/20/2013 10:06 EDT TestUser MD, EDAtkending CECA Collect Priotity= Stat,
= Crder 06/19/2013 16:19 EDT TestUser, Resident Communication Crder IF OZ sats <93%, initi:
= Crder 06/19/2013 16:19 EDT TestUser, Resident Pulse Qximetry Continuous Daily
= Crder 06/19/2013 16:19 EDT TestUser, Resident Peak Flows A5 DIRECTED, Childre
= Crder 06/19/2013 16:19 EDT TestUser, Resident Motify Pravider Vital Signs Children 2-5 wrs HR. =
= Crder 06/19/2013 16:19 EDT TestUser, Resident ipratropium 0.5 mg, Soln, Mebulize
-
1| | »
¥ Select &l ¥ Show All Details
ZZTest, Betty U Review | Canicel |
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Meds

Displays the current number of Medication orders for your patient. When Med order is Meds
completed the number will decrease.

e Hovering over the number in the med column for your patient will display additional
details about the medications.

e Double-clicking on the number will launch you to the MAR (Medication Access b
Record) where med task can be completed. This will be discussed in further detail 3
later in the manual. b

Tracking List B Print
ED Nurse IAH ED Patients | all Beds IWa\t\ng Room | Mimor Care IMlnnr Cate All Beds IPrnwders |Checknut | MC Checkout IPEndmg Micro | 72 Hour DC | 72 HR DC LWES
+ g ﬁ 7§ Fiter: Cceupied Beds - Total: 10 WR:7 [ ‘fk i u} ﬁ: 28 4deE m @
Bed N:iAcMame Age AllReason For ¥isit  Pre-ATT RES RN VS LeTasks OrdeiMeds Events Lab Rad
1 TestP Pre-
9 5 LLOYDE 8 yez (¥ Abrasion* Zubi a*  op o 9 = 6/0 1/040
10 Little K i} Prea
WhR Diane Prea
WR 3 EDTHREE C 11 ye Abdominal pain® ET TAN §* = > A B & 3 =
) WR 3 Aemvs 3 yez(» Wheezing - Pediatri Pre~ &* o 6 » 30 1040
0 - = o L £
WR .S'mﬁ}-’Z IV Medications Time Order Status Departmental Status Uszer
WR 5| Aagns & |heytraze 5% - WaCl 0.45% 1000 wl 0671972013 l6:22 EDT  Ordered Ordered TestUser, Resident
WhH 3 MOCKFPG
WhH 5 x= Scheduled Medications Time Order Status Departmental Status User
prednisolONE 06/24/2013 14:45 EDT Ordered Ordered TestUser, Rezident
Unscheduled Medications Time Order 3tatus Departmental 3tatus User
ipratropium 0672472013 14:45 EDT Ordered Ordered TestUser, Resident
albuterol 06/24/2013 14:45 EDT Ordered Ordered TestUser, Resident
ipratropium 06/19/2013 16:18 EDT Ordered Ordered TestUser, Resident
albuterol 0671872013 16;16 EDT Ordered Ordered TestUser, Resident
VS Level (Vital Signs Level)
Y5 Level
Displays the current acuity level for your patient. &l
@ W
e The Acuity column displays the patient’s triaged acuity. a
2 ]
e The VS Level displays the patient’s acuity based on your assessment and Pk
reassessments. é! =
o o . . a%
e If a patient’s current acuity differs from the number displayed in the VS Level

column it can be updated by selecting the appropriate acuity icon from the toolbar at the top of
the window. Selecting the new acuity level will open a Powerform where current vital sign
information can be documented.

szavfeeademe

e Once the new acuity has been entered the column will display the previous acuity as well as the
new acuity level .
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|Age |AII|Fleasun For ¥isit
|14 m|*#:/shortness of breath? |

CalltPre-/ATT |RES |RN
DOC | RN

VS Level
2* 8

‘ﬁu:uitynr Name
Frainer, fizne

e Double clicking on the acuity number in the VS Acuity column will launch the Quick Flowsheet for
your patient. All documentation associated with the selected acuity level will display.

e Clicking on Flowsheet button at the bottom of this window will launch you to iView that will be
discussed in further detail later in this manual.

BIFrint ¥ 0 minutes ago

~ | #4% Flowsheet

i B #
Patient Care Flowsheetl Recent Results | Lab | Radiclogy |

Flowshest: IEmergencv Department Yisw LI JLevel: IEmergency Departrnent Yisw LI @ Table ¢ Group & List
Navigator = Emergency Department Yiew | 06/25/2013 10:33 06/25/2013 10:24 -

[ Yital Signs ED Triage Medical History .

KD ED Pre-Arrival Note
KD ED Pre-Artival Mote

Isolation Precautions Meeded Mone

[ Oxygenation Medical History ED Denies

[ Pain Assessmert MentalBehavioral Health Histary Denies
Feels Like Hurting Self or COthers Mo

@ Emergency Dept Documentati Measurements

@IED Triage Medical History I”1 Height, Clinical (Dosing) 73 om
=] ‘weight, Clinical {Dosing) 16kg

@ Measurements D EMI 26,3 kg/mz

[m] General General
Pregnancy Status MiA

[ KD ED Pre-Arrival Hote Irrnunizations Currenk Ves
Domeskic Cancerns Mane
Barriers bo Care Mone
Learning Meeds Assessed Ves
Allergies Assessed Mok verified

KD ED Pre-Arrival Mote |
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Infusion Billing Column

Infusion Billing Column on the Tracking List displays an IV Bag icon to open and complete the Infusion
Billing Form task.

Tracking List

D Nwse |AH EDFans | s | WakraRuon | o e | oGt s | P | ekt | et | gt | 72w o | 74 0t |

+’§ 0§ it Qrapidfeds + Totdh 14 W7 )_‘\ i 0 }2 84 Dbm @
Bed NidcName Age AllReason ForVisit Orders  Tasks Med nfusion Billing Events Lab Rad Reg EvenMC Comm
o0t B sockorsrspER 12yed dbrasion® ik ol A 1T
1 TestP
7 BIERCCSGONEC Tyeel) fhrasion* &
3 Buove Byes0 dbrasions [ § 8 (g IR Testn
10 Litle K b
I % Byeed Abstess” k) ? L &
15 Jennifer P Lyet
WA DianeG

) WR EJEWFEHZ dyer) Abstess” i 1 L &* w1
WR Diane
WA 3 Betys Jyeed Wheezing-PedialriEf L u
WR IEnyusZ 1ny0 Bbrasion” T, JEN Age:d years Sex:Temale LoC:CHED-ED  Iso:Contact Pr...
WA 3 MOCKPoRoER  12yed Al eacion® i
W Bkz dyee”] bdominal diteniol ¥ 1 @ « seectanm

4 Dastisss 5% - NaCl 0453 1000 ml

Soin. (v Continucas. Flate: 10 milm. Infute owver: 100 he

Documant [ Conwel
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Toolbar Icons

Tracking List {SIPrint K 0 minutes ago

ED Murse |AII ED Patients | Al Beds | Waiting Room | Minar Care | Minor Care &l Beds | Providers | Checkaut | MC Checkout | Pending Micro | 72 Hour DC | T2 HR D LWES

+g§ % & Fiter: Ocoupied Beds Total: 10 WR:7 [ 1 i u] }{ 280@k m @

[

iView/I&O 2G -- Clicking on this icon launches you into iView within the patient’s chart.

Task List --Opens you to the task list within the patient’s chart.

o)

ED Specimen Collection Details -- Launches a PowerForm where specimen collection
details can be entered. This will be completed in conjunction with a task on your task list.

D ED Urine Collection Details -- Launches a PowerForm where urine collection details can be
documented.

ED CSF Collection Details -- Launches a PowerForm where CSF collection details can be
documented.

ED VS Acuity Level 2 -- Launches a PowerForm where the patient’s Level 2 acuity
information can be documented.

ED VS Acuity Level 3 -- Launches a PowerForm where the patient’s Level 3 acuity
information can be documented.

5@ B Ty

ED VS Acuity Level 4 -- Launches a PowerForm where the patient’s Level 4 acuity
information can be documented.

ED Med Response -- Launches a PowerForm where you can document Medication
Response.

Ed Transfer-Transport Details — Launches a PowerForm to document details for the
transport.

Depart Process — Launches you to the discharge process

=2 & 9 8

Billing Form — Launches the IV Meds Billing Form for completion
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SECTION Il Introduction to PowerForms

Introduction

PowerForms is the clinical charting tool that allows staff to record the completion of tasks and enter patient results
to be stored as part of the patient's electronic medical record. A healthcare professional may find it necessary or
desirable to record results for unscheduled tasks. Ad Hoc Charting enables you to chart unscheduled task results
and documents.

Depending on your role within CHKDHS, PowerForms are available to chart directly from the Ad Hoc

Icon on the toolbar. However, only those with privileges to perform Ad Hoc Charting will have access to
the menu commands and toolbar buttons to open the PowerForms.

Features

Via PowerForms, users can:
. Access PowerForms from the icons on the ED Tracking List
. View completed forms from the Forms Browser tab in eKiDs PowerChart

. Modify and Unchart forms that were charted in error

Introduction to Clinical Documentation for Emergency Department Nursing 9
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Accessing PowerForms

When you have successfully logged into your application, you can access charting PowerForms from
different areas. Some examples of how forms are accessed include:

e Tracking List Icons in FirstNet

e Single and Patient Task List
e Patient’s chart

PowerForms Toolbar

'| vVEHO S e v | @E R

Components of the PowerForm toolbar vary depending on which PowerForm is open.

ED Primary Triage (CHKD) - ZZTest, Betty U _ | I:llil

*Performed on: [nepzsizons <[« [1552 = The title bar of the selected form
@ Primary Triags As will show the name of the form and
% Vitale/HtAut Assessment the selected patient’'s name.

% HeathHistoy  Triage O
% ES| Assessment

The PowerForms toolbar contains all or some of the following elements:

Sign PowerForm - Charts the information entered into the PowerForm. The completed PowerForm is
accessible from Form Browser when the patient’s chart is open. The completed PowerForm information
is also displayed in one or more cells of the patient’'s Flowsheet.

AN

Cancel - Cancels the charting session without saving any entered information.

Clear - Clears information from the PowerForm so the user can start over.

Result Information - Opens the Result Information window so a user can indicate who completed the
PowerForm if different from the defaulted ID based upon login. If a user is charting for another provider,
they can select the appropriate name or alias.

= 14| @

Previous - In a PowerForm that was designed in separate sections, this icon opens the previous section.
The sections are listed in order in the navigator or left panel of the PowerForm display.

Next - In a PowerForm that was designed in separate sections, opens the next section. The sections are
listed in order in the navigator or left panel of the PowerForm display.

B | =

Clinical Calculator - Opens the Online Clinical Calculator window.

Charge Details - Opens the Charge Details dialog box where the user can attach diagnosis codes and
other related details to any charges generated as a result of documenting the PowerForm.

EEE
I
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Form Navigator

The PowerForms sections display in the Navigator on the left side of the screen. Access the sections by
clicking on the section name in the Navigator or using the Previous and Next toolbar buttons.

ED Primary Triage (CHKD) - ZZTest, Betty U _ | I:Ilil
VEO s E ey @ER
*Performed on: | gefzsiz013 jB I 1552 ﬂ By: Testlser RM, EDMurse
@ Primary Tria =
% Vitals/Hirwt Assessment
# Health History Triage
% ES Assessment
* Allergies Airway Patent Breathing Pulse Capillary Refill Skin Description
fiomelteds O VYes O Clear ' Stong O < 2seconds O] wam/pink./dry
Triage/Pre-trival - | Mo [l Unlabared O weak O 2to 4 second O wham
% General [ Slighty Labored (O Absent 3 4 zeconds [ Coal
[l Labared ] Pink
[l wheezing H Cl o
e Form Sections e
] Stridar [l Cyanatic
[ Grunting [ tdottled
4 »
i Chief Complaint
I Form Navigator I P
aint Recent Exposures ipast 21 days) Infection Conti
|Wheezing - Pediatric ;I|i+ Yes | No Comment Naone b
|*Chickenpox | O aitbarne Infecti
x::e& [ Contact Praca
. *Mumps
History of Present Iliness “Stren [ Droplet Precau
B = i X
wheezing H 7,;'::;":“'0“8 -
-
< | »

» PowerForm section names in the Navigator with a light blue background are available and have
been accessed, but are not currently open.

» PowerForm section names in the Navigator with a dark blue background are the PowerForm
section that is currently open.

» PowerForm section names in the Navigator with a white background are the PowerForms that are
available but have not been accessed.

» PowerForm section names in the Navigator with gray background are conditional sections that
are inaccessible until activated by an answer from another PowerForm field.

A notification icon within the PowerForm Navigator notates there is a required field

. . ~ & |
within that PowerForm section.

» *Performed on: [og
> os
Primary Triage

“italz HE A

Health Histary
ESI

(AR AR AR B

Allergies
Home Meds
Triage/Pre-furrival

* General

ﬂ!ﬂ‘ﬁql Required fields must be satisfied prior to charting the PowerForm.
-
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PowerForm Section Field Types

Fields within each PowerForm section element are formatted to accept specific types of data input. In
order to ensure the correct data is added to each PowerForm section, it is helpful to understand the
formatting of each element section. For example, if an element anticipates numeric data, letters cannot
be entered.

Label Boxes

Label boxes are used to identify and provide instructions for completing a field in the PowerForm section.

Interpreter Needed

O Yes
Ci Mo

Please refer to the list of medical
interpreters on KDnet under Medical
Resources. If no interpreters are
available, utiize the blue Cyracom
nhone,

Text Controls

Free Text fields allow the user to enter up to 255 characters, and Rich text fields allow lengthy blocks of
text to be entered or for default information to be pulled in from another PowerForm section element.

redical/ Treatment Diagnosis

Alpha Controls

An alpha control displays a data-entry box with at list of predefined values.

Alpha controls can be displayed as a drop-down menu, or as a single select/multiple select list.

Treatment Precautions

[l &pnea [C]'weight bearing precautions
[ &llergies notes [food, latex] [CINPC
| Bradycardia ] Other:

] Feeding/swallowing precautions

[ Hearing impairment

[l Infectous dizeaze precautions; MRSA, BSY, Ty
[ClJudarment/zafety concerns
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Provider Controls

Clicking the binoculars button opens a provider search for selecting the appropriate provider.

Referring Provider

| |

Numeric Controls

Numeric controls allow the entry for numeric result values. A unit of measure can be associated to the
numeric control. Only numerical data can be entered into Numeric Control PowerForm elements.

Evaluation Time minute(z)

Conversion Controls

A units-of-measurement conversion control can be associated with fields on a PowerForm section. This
makes it possible for the person entering values during the documentation process to view the converted
values in more than one measurement system. In the example below, the height entered in centimeters is
converted and displayed in inches, feet and feet/inches.

: 175.00 cn - BB.910n
Height,/Length 175.0 o

3.7 ft
5ft 9in

Date Controls

A date/time field is designed specifically for capturing a date and time of day, a date only, or a time only.

Onset Date

REE=
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Grids

Grids are designed to capture a set of responses for a list of questions. Each answer can be entered into
the appropriate cell on the grid.

Previous Surgeries

Surgery Date |Surgery Description | Surgery Facility | Surgery Complications | Previous

Surgeries
Comment

Tonzillectarny

<Multidlphaz

Ultra Grids

Ultra grids are setup to prompt the user to select the appropriate response from a list. This list will open
into a separate window when you select the cell on the grid display.

Procedure Education Individuals  |Bamers to Teaching Teaching Education Referral |Comment
Type  — 4 aught Learning Method E valuation Made To
I <Multitlphas Eulti.-’-‘«lphm <Mulitlphar  |<Mulidlpha> | <Multidlphas <Multitlphas
Oy =) MU|N Multitpha: | <Multidlphax | <M T Result Details 1o x|

Education Topics

[ 21 atior O Tun/Cough/Deep breathing
I Family instructions [ Tubes/DrainsAv's ||
"
[ tedication instructions [ Other:
\ [ Pai management
[l Plan of care
[ Preprocedure diet

[ Preprocedure tests/labs
[l Respiratory care

Comment

Conditional Fields and Sections

Conditional fields are dithered (grayed out) and only open when a related selection is made.

In example below, selecting ‘No’ in the Blood Work Done box causes the Reason Blood Work Not Done
Comment box to display.

Blood Work Done Reason Blood Work Not Done

O Yes
3o
1 Sent patient ta lab
O
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Required Fields

A bold-yellow background indicates required fields within each PowerForm section. These required fields
must be answered before you can chart the PowerForm.

I Ve poar
(") Probably inadequate
) Adequate
) Excellent

o |
RW.“M‘ Required fields must be satisfied prior to charting the PowerForm.
__,.li"

Interacting with PowerForm Section Fields

While adding data to each PowerForm field, you can right-click to review additional options available.
The available options are dependent on what type of data format the field has (i.e.: label, grid, alpha

control etc.).

Ccomrment
odifiers
Reference Text
Yiew Result Details

Clear

Grids

Comment: You can add textual comments within various section fields.

View Result Details: If there are result details associated with that
section field, you can review these results.

Clear: You can clear the inputted data for that specific field without
clearing the entire PowerForm section.

The available right-click options for grid fields are:

Cormrent

Chart Details. ..
Wodifiers
Referance Text
Yiewve Result Details

Clear

Clear Cell
A R
Delete Row

Chart Details: You can add a comment about a specific detail within the
selected cell.

Clear: You can clear the current grid, without clearing the entire
PowerForm section.

Clear Cell: You can clear the information in the current cell within the
grid, without clearing the entire grid or PowerForm section.

Add Row: You can add an additional data row within the selected grid.
This option is only available for Ultra Grids.

Delete Row: You can delete a data row within the selected grid. This
option is only available for Ultra Grids.
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Adding Comments

You can add comments to section fields by right-clicking on the field and selecting ‘Comment’ from the

menu option.

The Comments widow will open, and you can type your comments that are relevant to the designated

field.

Comment - ZZTest, Betty U - 00001164 il

Airway Patent: Yes

Caormment

K I Cancel

After entering your comment details, select ‘OK’ to save the information. After you save or chart the

PowerForm, any fields that have comments added will display the comment’s icon ‘ .

To review the comment within the PowerForm, right-click on the push pin comment icon and select
‘Comment’ from the menu. You will then be able to review the entered comment, modify the comment
existing comment, or add an additional comment.

Child taken any Pain
Relievers in the Last Week

Azpinin
] Ibuprofen
[ Maprosen
CIMea

] Other:

If any Pain Relievers have been
given use 'Othet' to indicate
Date given and Dose

Comment - ZZTest, Betty U - 00001164 1'

Respirations ED: Unlabored

Camment
Breathing unlabored at the time of friage, Mom states the patient has been have difficulty breathing
=1l night.%I

Right click to add comments

Cancel |

Introduction to Clinical Documentation for Emergency Department Nursing



Introduction to Clinical Documentation for Emergency Department Nursing

Charting Options

After accessing the PowerForm and entering your data, you can either sign the PowerForm and chart the
data, save the data within the PowerForm to complete later, or you can cancel the PowerForm without
charting any changes.

Sign PowerForm

When the PowerForm is completed and you are ready to chart the PowerForm, select the il ‘Sign
Form’ icon to save and chart the data within the PowerForm.

ED Primary Triage (CHKD) - ZZTest, Beti
VIHO | e ¢ | @E 2

*Performed on: IUE'."25."2':'13 i”ﬂ I 1033 :I

% Primary Triage Assessment

Cancel

You can cancel charting the PowerForm without saving by selecting the ‘Cancel’ icon.

ED Primary Triage (CHKD) - ZZTest, Bet{

*Performed on: IUE'."25."2':'13 :”3 I 1033 :’

« Primary Triage Assessment

Cancel Charting il

| Are you sure you wank o cancel charting?

Select ‘Yes’ on the Cancel Charting prompt to cancel current charting, and return to the previous screen.

Select ‘No’ on the Cancel Charting prompt to return to the current PowerForm.

Performed on :

Defaults in the current date and time for charting the Powerform and can be changed as needed.
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Nursing PowerForms

This table lists some typical PowerForms used by Nursing in various areas of the hospital that may be

included within a previous admission encounter.

Folder - Components

Powerform

Description

Contact Information Form

This is also a section of the Pediatric Admission
History PowerForm and it is also a stand alone form.

Use this form to update contact information during
patient's stay.

Ht/Wt/Allergies Form

This form will be tasked on admission.

A licensed person (RN, LPN) must complete this
form, for the weight entered will be the dosing
weight.

This is also a standalone form.

Med Response Form

Will be tasked after giving a PRN medication.

Nursing Diagnoses/End Note Form

Will be tasked before change of shift (1730 and
0530).

This form takes the place of today's end note.

Nursing Note Form

This is a blank form where a nurse can write a
narrative note.

It can be used for documentation of emergent or
unexpected events in which the nurse would like to
elaborate on what occurred.

Pediatric Admission History Form

This form is generated from a task on admission.

This form was created based on the current paper
admission database form.

EMR Quicknotes

This form contains information such as Nickname,
Password, Clinical Reminders, Devices and Contact
Information. Information documented in this form
flows to the Admission History Form and vice versa.

This form should be updated as needed and with
each 24hr MAR/Chart Check.

Introduction to Clinical Documentation for Emergency Department Nursing
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Form Browser

Information or results entered during the charting process for the patient are available on the patient’s
chart. The charted results can be viewed within the related Flowsheet, and the charted PowerForm is
available in the Documents tab within the patient’s chart.

Depending on your role within the organization, charted PowerForms and PowerForms in process of
being charted are available within the Form Browser. The Form Browser is a convenient way to view the
complete details of any charting that has been completed via PowerForms. The user can see the charted
information in its entirety and is better able to view related items.

Form Browser Basics

The Form Browser window displays a directory tree that lists all the charted, in progress, and uncharted
PowerForms for the selected patient. Open a PowerForm to view the information. An icon is displayed to
the left of an occurrence. A red icon indicates a required field was not completed, and a blue icon
indicates that required fields are completed.

ZZTest, Betty U - 00001164 Opened by TestUser RN, EDMurse _ | I:Ilil

Task Edit Wiew Patient Chart  Links  ©Options  Help

Tracking List r,-} Patient List | _ QED Policies [=]1ssue Collectar andmlttlng Lisk aMed Code Sheet QNurslng Palicies aMedlcaI Resources ; ETear OfF ;

[Z7ZTest, Bett... = List frecent -~ | NI - =
77 Test, Betty L) ge:: s Sex:Female Loc:CHKD-ED

DOB:06/17/2010 EMR:00001164 Fin#:000075167 Emergency [06/17/...
Allergies: codeine, sulfa drugs Clinical(Dosing) Wt:...

Menu ~ | # Form Browser W 0 minutes :

Sort by : IDatE - I

> all Forms

E!--DTuesday. June 25, 2013
E 10:33 ED Primary Triage {CHED) {Auth (Werified)) - TestUser RN, EDMurse
EI--D_Wednesday, June 19, 2013

[E 16:25 ED Primary Triage {CHED) (auth (verified)) - Testlser RN, EDMurse

< - | #% Form Browser

You can sort the PowerForms by Date, Form type, Form Status, |
Encounter Date, or Encounter Form by selecting the Drop-down menu.

If the sort criteria of ‘Form’ or ‘Date’ is selected, then the status of the
PowerForm (Authenticated, Verified, Modified etc.) also displays.

Encounter - Dakte HED)
Encounter - Form
o oo oo

- = TP o i
Bl 16:05 Critical Issues (duth (Werifiel
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Retrieving PowerForms

The Form Brower tab displays a default time range. A user can change the time range for the current
session by completing the following steps:

1.

4.

5.

Select the Form Browser tab. Completed PowerForms for the selected patient are retrieved
for a defaulted time span.

Right-click the information bar (where the time range is displayed) and select ‘Search
Criteria’, or select ‘Search Criteria’ from the Options menu to open the Form Browser dialog
box.

Menu =¥ 2 minutes ago

Search criteria

D_AII Forms
EHED Tuesday, June 25, 2013
E 10:33 ED Primary Triage (CHED) (Auth (Verified)) - TestUser RM, EDMurse

To view PowerForms within a specific date range, select Date Range in the View Range
group box, and then enter the From and To dates and times. Use the small up and down
arrows to increase or decrease the date and time. The large down arrow opens a calendar
on which the month and day can be selected.

x

Yiews Range [Date Range

& Date Range From Date [06/17/2013  =[=] [0000 =
" Admission - Current Topate  [e252013 ] o

QK I Cancel I

To view all PowerForms from admission to the current date, select Admission — Current in the
View Range group box.

Click OK.
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Change the Default time range

To change the defaulted time range for retrieving completed PowerForms, complete the following steps.
If these preferences are saved, the new time range is used for PowerForm retrieval the next time the
Form Browser is opened.

Options

1. Select the Form Browser tab. Completed PowerForms for the
selected patient are retrieved for a defaulted time span.

Properties...

2. From the Options menu, select Properties to open the Form
Browser Properties dialog box.

3. Inthe Sort By box, select the way the PowerForms will sort (by date, form name, status,
encounter date, or encounter form).

4. Inthe Date Range group box, select Date Range to specify how far back or forward the
system should search for PowerForms, and the increment value and units of that search (for
example, five days).

5. In the Offset group box, change the entries to match you preferences. (Options in this group
box are not available if Admission — Current was selected in the Date Range group box.)

e Back box: Enter a number to indicate how far back from now to search for charted
PowerForms. Select a unit such as a day or a week in the Units box.

e Forward box: Enter a number to indicate how far forward from now to search for
charted PowerForms. Select a unit such as a day or a week in the Units box.

e Increment Value box: Enter the number of units of time measure that are increased
or decreased each time the left or right arrow buttons on the information bar are
clicked.

e Units box: Click the down arrow and select the unit of time measure (year, month,
week, day, hour, or minute) desired.

6. Click OK to save these settings for the current session of Form Browser, or click Save to
save your preferences for all sessions. Click Cancel to return to the previous window without
saving any entries.
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Viewing a Completed PowerForm

To view information that has been entered for a patient as it was charted on a PowerForm, complete the

following steps:

e Select the Form Browser tab. A list of PowerForms completed for this patient during the time

range displayed on the information bar is displayed in a tree. The tree may be sorted by

date, form, status, encounter date, or encounter form by making a selection from the Sort By

box.

e Double-click a folder under the ‘All Forms’ folder to open and display the available
PowerForms.

¢ Right-click the PowerForm occurrence and select View, or select View from the Options
menu to open the PowerForm.

~ | #% Form Browser & 16 minutes ago

Sork by IForm ;I
E2all Forms
=P Critical
~H Viow 1 zskiser, Resident
= EDED Pri Moy
B nef24iz Unchat estLlser RN, EDMurse
(| - L . estLlser RN, EDMurse
Print
Hiskary

Change DatefTime

The completed PowerForm is displayed in the form viewer in a read-only format. If the
PowerForm is subdivided into sections, a list of their names is displayed in the left panel. The
first section is displayed. Use the arrows on the toolbar to navigate among the sections.

e Click [ in the upper right corner to return to the previous window.
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Modifying a PowerForm

To modify the information on a completed PowerForm, complete the following steps:

1.

Select the Form Browser tab. A list of PowerForms completed for this patient during the time
range displayed on the information bar is displayed in a tree. The tree may be sorted by
date, form, status, encounter date, or encounter form by making a selection from the Sort By
box.

Double-click a folder to open and display occurrences of the PowerForm.

Right click the PowerForm occurrence and select Modify, or select Modify from the Options
menu to open the PowerForm in modification mode.

If the PowerForm is subdivided into sections, a list of the section names is displayed in the left
panel. The first section is displayed. Use the arrows on the toolbar to navigate among the
sections.

4.

5.

Enter corrections and additions.

Click il to chart the information.

NOTE: If the data you modify within the PowerForms also displays in iView, that modification will be
updated with a modify symbol

Changing the Date/Time of a Charted Result

To change the date and time a result was charted, complete the following steps:

1.

2.

Open the patient chart to the Form Browser tab.
Double-click a folder to display occurrences of the PowerForm.

Right-click the PowerForm occurrence and select Change Date/Time from the context menu,
or select Change Date/Time from the Options menu.

The Adjust Result Date/Time window opens. Enter the correct result date and time, or use
the spin boxes to select the date and time.

To enter a comment, click in the Comments box to place the cursor, and enter the comment.

Click il to Sign your changes and return to the Form Browser tab. To cancel your entries
and return to the Form Browser tab, click N
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Uncharting a PowerForm

Results that were entered in error (charted to wrong patient, for example) can be uncharted from the
Flowsheet or from the PowerForm that originally captured the data. To unchart results that were entered
in error by using the PowerForm, complete the following steps:

1. Open the patient chart to the Form Browser tab.

2. Double-click a folder to display occurrences of the PowerForm.

3. Right-click the PowerForm occurrence and select Unchart to open a comments dialog box.

4. When Uncharting always enter “EID” Error in Documentation.

Critical Issues {Unchart) - ZZTest, Betty U ll
v 0% F
*Performed on: | paf19j2015 :”3 I 1605 il Byt TestUser RM, EDMurse

Uncharting this form will change the status of all the results associated with
I \ this form to "In Error’

Comment:
Errar in Docurnentation or [EID)

5. Click il to chart the information. The results displayed on the Flowsheet for this patient
now display as In Error and the Form Browser displays the PowerForm with a strike through.

Tuesday. February 26, 2008 - Thursday. August 14, 2008 [Admission - Current]

Sort by : IDate ;I

El--EThursday, August 14, 2008
i b |2 HRen-Pre-fAresthesiafMarse-fesessrert (In Errar) - YOUNG-CUFFIE, PATRECE Y
E 10:53 Pre-Anesthesiafhurse Assessment (Modified) - YOUNG-CUFFIE, PATRECE ¥
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Viewing Document History

To view a PowerForms documentation history, complete the following steps:
1. Open the patient chart to the Form Browser tab.
2. Double-click a folder to display occurrences of the PowerForm.

3. Right-click the PowerForm occurrence and select History from the context menu, or select
History from the Options menu.

4. The Action List for <PowerForm name> dialog box opens, listing the name of the contributor,
the name of the proxy (if any), and the date and time the action took place.

Caontributar Mame | Prowsy | Action Date/Time |
IMPATIEMT . ML, 03/24/2011 15:20
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Documents Tab

Some PowerForms can also be reviewed from the Documents tabs within the patient’s chart. However,
none of the Phase 4A PowerForms will be available in the documents tab.

To view other documents, select a Documents Tab from within the patient’s chart. Expand the folder
sections and select the desired PowerForm to review in the Documents window.

I7Test, Betty U - 1164 Opened by TestUser RN, EDNurse — | I:I| Xl
Task Edit Wiew Patient Chart  Links  Index Documents Help
Tracking List :;1 Patient List | _ IaED Palicies = Issue Collector Q.ﬂ.dmitting List aMed Zode Sheet QNursing Palicies aMedicaI Resources ; ETear Cff ;

ZZTest, Bett... «x List frecent ~ | [ - <

Y/ Test, Betty U Age:3 years Sex:Female Loc:CHKD-ED
DOB:06,/17/2010 EMR:00001164 Fin#:000075167 Emergency [06,/1

Allergies: codeine, sulfa drugs Clinical{Dosing) Wt:...

Menu - | # All Documents [EIPrnt & 0 rirt

=z e xBR|o=ES

P CHKD - Ingt, ED, DaySi =
= B KD Emergency Depl | lypy £p pre_Arrival Note (Verified)
£ KD ED Powerlg Pre-Arrival S
21 KD ED Pre-ani re-Arrival Summary
. m 0 !
£ KD ED Primary 1 | [Name: Betty, Trainer Current Date: 0B5/25/2013 10:24 EDT
Gender:
Date of Birth: o
Age:
- Pre-Arrival Type: Fre-Arrival
All Documents ETA: 06/25/2013 10:44 EDT
e _ Primary Care Physician:
s Presenting Problem:
Form er | | Pre-Arrival User: TestUser RN, EDNurse
4 »
Patient Information
fidvanced Growth Chart & Bybype Children’s Hos pital of The King's |
i By status Emergency Department
" By date Pre-Arrival Note

" performed by
" By encounter Callback needed: _

Mur -_-||;||;1 -Haru:lnanF il ﬂ e e _'|ﬂ
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Practice Scenario for PowerForms

_I Chart the ED Primary Triage Assessment form

Your patient was just admitted to the ED with a chief complaint of wheezing.
Complete the Acuity Level Form for your patient.

PRACTICE 1:

7

AU NI N N RN RN NN

Q

AN

AN NN

Q

Triage Assessment

The has a patent airway and they are wheezing with congestion, slight fever

Pulse is strong, capillary refill <2 seconds

Skin description = warm/pink/dry

LOC = Awake and alert

Chief Complaint = wheezing

Recent exposure = no to all

Infection Control = Contact Precautions

History of Present liness = wheezing x 6 hours, Hx of asthma

Triage Focused Assessment = no acute distress

NPO = today at (2 hours ago)

Vital signs — Oral = 38, Pulse Rate = 75, BP = 110/65 from L arm, RR = 18, SPO2 96, using
your clinical Calulator enter Ht = 60 inches, Wt = 78 Ibs and weight determined by stand up
scale. Pain = Numeric 3 (mild headache)

Health History = Asthma/Mental Behavior Health History=none/Feels like hurting
self/others=No

Right-click in the Health History section and add a comment about the patient’s behavior.
Recent lllness = Hospilized for Acute asthma 08/01/2012, responded to therapy and
discharged to home after 2 days

ESI level 3 with many resources

No P-BRAT needed

Allergies = Verified with No known allergies

Home Meds = Prednisone (dose unknown), Atrovent Inhaler 2puffs 30 min prior to arrival
Triage Treatments Initiated = Medication per Ed protocol, Ibuprofen 200mg Tab PO (this is
practice only)

General = Accompanied by Mother and Father. All immunizations are current with no domestic
concerns, no barriers to care and learning needs have been assessed

PRACTICE 2:

Chart the ED VS Acuity Level Form

g
7
7

Patient’s acuity level has changed to a Level 4
Chart the appropriate changes on the Acuity Level Form
Notice the change on the Tracking List
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PRACTICE 3:

@ Chart an ED Specimen Collection PowerForm from the Tracking List
& Access the charted form from FormBrowser and make a modification

PRACTICE 4:

& Chart a Med Response PowerForm

PRACTICE 5:
& Chart An ED Transport Details Form
& The patient was transported to Dialysis
& Complete any additional information needed
& Sign your form

PRACTICE 6:
& You realize the ED Transport Details form was charted on the wrong patient.
& Access the charted form in Form Browser and unchart the form due to error in
documentation
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Section Il Patient’s Chart

The Patient Chart consists of a combination of tabs that allow the clinician to access information that is
pertinent at that moment.

ZZTest, Betty U - 00001164 Opened by TestUser RN, EDNurse — | I:llil

Task Edit  Wiew Patient Chart  Links  Mavigation  Help

Tracking Lisk I;} Patient List |_ QED Folicies = Issue Collector lan.dmitting Lisk ﬁMed Code Sheet laNursing Folicies aMedicaI Resources '; ETear Qff

FZTest, Bett... =x List
'/ Test, Betty U Age:d years Sex:Female Loc:CHKD-ED

DOB:06,/17,/2010 EMR:00001164 Fin#:000075167 Emergency [06/17/2...
Allergies: codeine, sulfa drugs Clinical{(Dosing) Wt:1...

Menu n L4 = ﬁ ED Summary @F'rint ¥ 0 minutes ago

g ARARIRAR [ - OOD

ED Summary =. =
- i Seatch
¥ A = = ~ [ D) 0 3 = ™~ [ Do = = -~
Isse Tl Erfre) Lask 1 wears For all visits Lask & monkhs for all visits
Critical Airweay 058-19-2013 ‘ Mo results found ‘ I My Dacuments
Mote Type Authar Crate|Tim
— Lha
S =l kD ED TestUser, 0F, 24/ L
thief Complaint:  Wheezing - '-‘_as_tt 2 days for the selected Povvertlote Resident 12
Pediatric e 1347
Reason For Wisit: Mo results found e T°1d;" Eieyiols KD ED Testlser, 06/12/
lali gl - - )
Prirnaty Mo results found e Et f— Powyertote Resident 13
Phvysician: d 16:08
M ETEEET Last Wisit: Na results found e
_ Clinical 72 -- = = =
Patient Information ~ Height UBE5/12 ) ~
Selected visit EP 100, % - - [ oot wew Crier
a0
Mo results found ‘
062513 Favurit(
g = 10533
D . ~ )
= Termp %25 _ _ Favarites
Al Visits 06/25/13 Mo Favorites Found
Mo results found ‘ 10:33 -
Eespiratory & 16 - - D a Orde =x ~ll T

Like most Windows applications, PowerChart utilizes a menu bar and a toolbar.

The menu bar contains textual options of system actions available based on the particular window that is
open.

Remember, you must close both the Organizer and the Patient Chart to log completely out of
PowerChart.
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Chart Tabs

From within a patient’s chart specific information such as orders, results and documentation are available
in the Chart Tabs. The Chart Tabs provide actions based on the window that opens. Depending on your

role and security, the availability and order of the tabs may differ.
The new and/or revised chart tabs are listed below:

e Task List - The Task List displays the tasks clinicians need
to perform for the selected patient.

e iView I&0/2G - Interactive View, also known as iView/I&O
2G, is a flowsheet of a wide variety of patient data in a single
area. Head to toe assessments, Vital signs and I/O are
documented on this tab. In iView you can document, view,
modify and unchart results.

e ED Summary - The ED Summary tab displays clinical data

as staff contributes documented results to the patient's EMR.

Some of the information that will populate this tab include:
Patient Information, Diagnosis & Problems, Allergies, Vital
Signs, Diagnostic Results, Laboratory and Pathology results,
etc. Actions such as entering orders, home meds and
adding allergies may be completed directly from the ED
Summary. Customization and user preferences can be set
to enhance your view and workflow.

e PowerOrders - The Orders section allows you to view and
enter orders. The Document Medication by HX sub-tab
allows you to enter a patient’s medication history.

e Medication Lists - The Medication List tab enables you to
view all documented medication therapies for a patient. You
can also document the patient’s medication history here by
clicking on the Document Medication by History tab and
clicking ADD. Search for the medication and select it from
the search window. Enter as many details as you are aware
of. If you do not know the details, for example the mother
says the patient takes Tylenol at home but does not know
any other details, simply select Tylenol without the details. If
there are no home medications “NO KNOWN MEDS”
should be documented here.

e MAR - From within the MAR the Nursing Staff can document
medication administration, IV Events, and reschedule
medication doses if needed.

MMenu

ED Summary
PowerCrders
Medication List
MAR

FAR. Surnmarsy

Surnrmary Documents

Al Docurnernks

Allergies

Farm Brt

Patient Information
Advanced Growkh Chart
Imrmunization Schedule
Problems and Diagnoses
Histaries

Mursing Handoff

Appoinkrents

Infusion Billimg Yiew

g add
= add

o= add

e Mar Summary - The MAR Summary tab displays the patient's medications in a view only mode.
This tab will be utilized by providers to view medication administration information. By hovering
over a medication, additional information regarding that medication may be viewed.
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e Flowsheet — The Flowsheet Tab provides a view only flowsheet of all documented result
information. Combined results of 48 hours in the past and 24 hours in the future may be viewed
as a table, group or list. Be aware that other clinicians may have a different view which lists the
sub tabs in Results Review as individual tabs in the menu.

e Summary Documents - The Summary Documents tab allows you to view such things as
operative reports or H&P’s.

e All Documents - All Documents tab displays all documents entered into the system.

e Allergies - The Allergies tab is used to view and enter allergies for a patient. If no allergies are
noted, “NO KNOWN ALLERGIES” should be documented.

e Form Browser - The Forms Browser tab allows you to see charted information in its entirety that
was done for a selected patient via PowerForms.

e Patient Information — The Patient Information tab includes information such as the Patient’s
Demographics, Visit list, and PPR Summary.

e Advanced Growth Chart - The Advanced Growth Chart tab provides a graph of a child’s growth
compared to the national standard. Gender specific Height, Weight and Head Circumference
charts are available for ages 0-36 month and Height and Weight charts are available for ages. 2-
18 years. Information can be entered by CHKDHS ambulatory sites that have access to clinical
documentation. It can be viewed by all inpatient staff with view access to PowerChart. All staff
should follow their unit policies concerning viewing and documenting within growth charts.

e Immunization Schedule - The Immunization Schedule tab allows you to view past
immunizations administrations documented by CHKD staff at sites that have access to clinical
documentation. Immunizations that are administered while the patient is an inpatient will be
documented in the eMAR and the information will populate in the Immunization Schedule.

e Problems and Diagnosis - The Diagnosis and Problems tab provides a view of Diagnosis &
Problems that have been entered for a selected patient. Anything that presents a problem to the
patient’s overall health may be listed in the Problem List. Only designated roles such as Infection
Control Nurses and Physicians can enter problems on the Problem List.

e Histories - The Histories tab has two sub-tabs and allows you to view and designated staff to
document the patient’s procedure history and the patient’s family history.

0 Procedures: CHKD Operating Room Staff will document procedures that take place at
any CHKD operating room facility. This information can be viewed by all staff that have
security to view information in PowerChart.

o Family: Any Family History that has been recorded by a CHKDHS site that has access to
clinical documentation can be viewed here by staff that have access to view information
in PowerChart. Staff with access can also add Family History as appropriate by clicking
the ADD button and entering the appropriate health history for the selected family
member.
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e Nursing Handoff — The Nursing Handoff Tab is similar to the ED Summary Tab that displays a
consolidated view of clinical data as staff contributes documented results to the patient's EMR.
This tab can be used at shift change or when handing off patient care from Nurse to Nurse.

e Appointments — The Appointments tab is a view only tab that displays Future appointments and
Past appointments that have been scheduled for your patient by CHKDHS outpatient locations
who are currently using PowerChart EMR documentation.

o Reference Text Browser — The Reference Text Browser tab displays Drug Reference,
Education Leaflet and other Reference Material.
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ED Summary Tab

The ED Summary pulls information entered or viewed in different areas of the chart into a single
convenient view. The ED Summary contains a quick view of information such as Diagnoses, Problems
documented in the Problem List, Allergies, Vital Signs, Triage Information and Patient Education.

The ED Summary M-Page supports interactive workflows. For example, physicians can enter orders, and
PowerNotes (documents) directly from ED Summary.

You can “jump” to certain areas of the chart from the Patient Summary by clicking on the hyperlink at the
top of the specific section.

You can also hover over sections and view additional information about the documented result.

- | #4 EDSummary [ENPrint ¥ 3 minutes ago
AL R A we OO
ED Summary | | _Search | ==
= (Betem el Last 1 vears for &l visits Last & months for all visics
Critical Airway 06-19-2013 ‘ Mo results found ‘ - Iy Documents
~ Mate Type Authar Drate)Time ¥
Patient Information ~3 i ~ | EDED Powerklote  TestlUser, 06f24/13
» Resident 1347
Chief Complaint: YWheezing - Pediatric Last 2 days for the selected visit KD ED Powerhiote  TestUser, 06/19/13
Reason Faor Visit: Mo results found Today Prewious Resident 1508
Primary Physician: Mo results found Dosing Waight 16 - -
Last Wisit: Ma results found ORIZSI13 1033 P New O ~L
Clinical Height 78 -- --
p D6[2E13 1033 All Orders -
Diaghoses oA 100/ 20
Selected visit OBIZSI1E 1033 |2 Search tiew Crier
‘ Mo results found ‘ Temp L] - - Favorites
06/25/13 1033
i Al | Respratory Rate +1h - - Favorites
&l Wisits 06f2513 10335 Mo Favorites Found
Sp02 o3
‘ Mo resultts found ‘ 06/E5/3 1033
i Selected wisit
Al visits Status Ordered
CECA Ordered  UA/20/13
codeine Hives 10:01
sulfa drugs Abdorninal pain Last 24 hours for the selected visic ¥R Chest 1 Wiew Partable Ordered  05/10/12 hd
The Vital Signs section will display the ‘Last 2 days for the i ~
selected visit’. Both Today’s results and Previous results will Lok @ty Ui sl e
dISplay. Today Previous
Diosing Weight 16 - -
Results recorded for Today or Previous may have been o gl
. . .. . . Clinical Height 73 - -
recorded during a previous ED visit or a previous PCP visit. I -
Make sure you also look at the date and time the result was P e v——
eight: 73 cm
documented. neszs _
Temp 4 Date/Time: 06/25/2013 10:33
You can hover over a result to display additional information. oeizs)) Status: Auth (Verifiec)
Respiratory Rate | Mormal Lo
e Mormal High:
Spo2

ezs| Critical Lo
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Customizing the ED Summary Tab

Inpatient Summary MPage Tab within the patient chart can be customized by you to display the headers
based on your individual preferences.

View Layout — allows you to view the screen in one, two or three columns

Enable Drag and Drob — allows you to rearrange the order of sections and display sections such
as Vital Signs under your patient information section.

Expand All — expands all the sections within the ED Summary Tab.

Clear Preference — resets the ED Summary to the default view.

Once you change any of these settings they become your default view for all patients.

*% *kkkkkkhhhhhhhkkkkxk *%%

In order to Customize your screen click the pull down arrow in the upper right-hand corner of the Inpatient
Summary MPage.

EAPrint &> 10 minutes ago

- | #4 ED Summary

a4

=, #®, | 100% - oy

ED Summary

Search

View Layout
Enable Drag and Drop

Issue

Critical Airway 06-12-2013 I My Docurnents

Last 1 years For all visits Last & months For al visits Expand Al
Clear Preferences
Help

Date Entered

- T BN Dmverhlete TocH laor

[
1
¥
I

Left-click on the Header that you would like to move and drag and drop it to your desired location.

Note some Headers such as Patient Information can be moved but will only be displayed in the
original column. Before moving headers be sure to consider the screen resolution for your view
and how you would like the information displayed.

To default the sections to display as opened or closed click Expand All (to display all as open) or
Collapse All (to display all as closed).

You can also choose to display individual sections open or closed.

Clicking the down arrow beside a section will default only that section to Expand.

Procedure History

Clicking the Up Arrow beside a section will default only that section to Collapse.
Family History

Once the headers have been moved to your desired location and all defaults are set as desired,
click on Save Preferences to complete and retain your changes.
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If you would like to restore the Inpatient Summary MPage its original view, select Customize View again
to continue moving the headers or Clear Preferences to restore the screen to its original view.

Sections within the ED Summary can also be customized by clicking on the pull down within the section
and selecting a color. This can be used to make sections that you frequently visit or sections that you
want to stand out be more visable.

ED Summary

Issue Color Theme
Critical Airweay Default Expanded +

-
Patient Information g

Chief Comnplaint: Wheezing - Pediatric | -
Reason For Wisit: Mo results found -

o
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Viewing Information from Form Browser Tab

Information or results entered during the charting process for the patient are available on the patient’s
chart. The charted results can be viewed within the related Flowsheet.

Charted PowerForms and PowerForms in process are available within the Form Browser. The Form
Browser is a convenient way to view the complete details of any charting that have been completed via
PowerForms. The user can see the charted information in its entirety and is better able to view related
items.

Form Browser Basics

The Form Browser window displays a directory tree that lists all the charted, in progress, and uncharted
PowerForms for the selected patient. Open a PowerForm to view the information. An icon is displayed to
the left of an occurrence. A red icon beside the PowerForm indicates a required field was not completed
for that form, and a blue icon indicates that required fields are completed.

|*3 TRAINER, BETTY M - 00001147 Opened by Test, RN = ||:|I£I

Task Edit  Wiew Patient Chark  Options Help

v

¢ [J] Patient Access List ;(t Patient List S Multi-Patient Task List | _ EaKiD Katches Access |- : [ 1ssue Callector ': EETear Qff Enttach ﬂﬂSuspend ﬂﬂ_Exit =

e

TRAINER, BE... x List frecent - | [ERENE - <

TRAINER, BETTY MOCK Age:6 months Sex:Female Loc:NI-POD C; 0410; C Iso:Droplet Precautio...
DOB:12/28/2012 EMR.:00001147 Fin#:000075126 Inpatient [0 5

Allergies: amozicillin, Eggs, Latex, penicillins Clinical(Dosing) Wt:N...

Menu 1| ¢ ~ | #4 Form Browser ¥ 0 mint

Sork by ¢ IDate - l ‘

MAR

Form Browser
Tuesday, July 02, 2013

B 10:05 NICU Admission History (CHKD) (Auth (Verified)) - Test, RN
B 10:07 Corkact Information (CHKD) (Auth (Yerified)) - Test, RN

B 09:55 Pediatric Admission History (CHKD) (Auth (Verified)) - Test, RN
=P Friday, June 28, 2013

E 16:21 Pediatric Admission History (CHED) (Auth (Yerified)) - Test, R
E 15:42 Pediatric Admission History (CHED) (Auth (Yerified)) - Test, R
E 10:35 Conktact Information (CHKD) {Auth (verified)) - Test, RN

Allergies & add

< -  #4 Form Browser

You can sort the PowerForms by Date, Form type, Form Status,
Encounter Date, or Encounter Form by selecting the Drop-down
menu.

If the sort criteria of ‘Form’ or ‘Date’ is selected, then the status of the
PowerForm (Authenticated, Verified, Modified etc.) also displays.

I= Encounter - Date
= Encounter - Form
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Form Browser Tab Displays

The Form Browser tab displays a default time range. A user can change the time range for the current
session by completing the following steps:

6. Select the Form Browser tab. Completed PowerForms for the selected patient are retrieved
for a defaulted time span.

7. Right-click the information bar (where the time range is displayed) and select ‘Search
Criteria’, or select ‘Search Criteria’ from the Options menu to open the Form Browser dialog
box.

~ | # Form Browser & 2 minutes ago

i
1 Search criceria [
L -

8. To view PowerForms within a specific date range, select Date Range in the View Range
group box, and then enter the From and To dates and times. Use the small up and down
arrows to increase or decrease the date and time. The large down arrow opens a calendar
on which the month and day can be selected.

x|

View Range [Date Range

" Date Range From Date [05/23/201 3 :|E| [ooao :|
@& Admission - Current ToDate  [DR/03/2013 :|E| [2353 :|

(] 4 | Zancel

9. To view all PowerForms from admission to the current date, select Admission — Current in the
View Range group box.

10. Click OK.

Remember: If the date that the form was charted is not included in the Information Bar, then the
PowerForm will not show up in Forms Browser.
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Change the Default Time Range

To change the defaulted time range for retrieving completed PowerForms, complete the following steps.
If these preferences are saved, the new time range is used for PowerForm retrieval the next time the
Form Browser is opened.

Select the Form Browser tab. Completed PowerForms for the selected patient are retrieved
for a defaulted time span.

From the Options menu, select

Properties to open the Form Browser X

Properties dialog box. Defaul |
Jork b r Cffset
In the Sort By box, select the way the o by B B
PowerForms will sort (by date, form [Cate |
name, status, encounter date, or Forward [T
Date R, —
encounter form). r‘a;atznafnge increment Vase [T
In the Date Range group box, select 1 Admission - Current Units EE
Date Range to specify how far back or
forward the system should search for
PowerForms, and the increment value

and units of that search (for example, ok | cancel |

five days).

In the Offset group box, change the entries to match you preferences. (Options in this group
box are not available if Admission — Current was selected in the Date Range group box.)

e Back box: Enter a number to indicate how far back from now to search for charted
PowerForms. Select a unit such as a day or a week in the Units box.

e Forward box: Enter a number to indicate how far forward from now to search for
charted PowerForms. Select a unit such as a day or a week in the Units box.

e Increment Value box: Enter the number of units of time measure that are increased
or decreased each time the left or right arrow buttons on the information bar are
clicked.

e Units box: Click the down arrow and select the unit of time measure (year, month,
week, day, hour, or minute) desired.

Click OK to save these settings for the current session of Form Browser, or click Save to
save your preferences for all sessions. Click Cancel to return to the previous window without
saving any entries.
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Viewing a Completed PowerForm

To view information that has been entered for a patient as it was charted on a PowerForm, complete the
following steps:

Tip:

e Select the Form Browser tab. A list of PowerForms completed for this patient during the time

range displayed on the information bar is displayed in a tree. The tree may be sorted by

date, form, status, encounter date, or encounter form by making a selection from the Sort By

box.

e Double-click a folder under the ‘All Forms’ folder to open and display the available
PowerForms.

¢ Right-click the PowerForm occurrence and select View, or select View from the Options
menu to open the PowerForm.

- | #% Form Browser & 5 minutes ago

Sork by IDate ;I

EAII Forms

=2 Tuesday, July 02, 2013
: E 10:08 WNICU Admission Hlstory (CHKD) (P.uth (Verlﬁed)) Test, BRI

E 10:07 Contact Informakion (=

: E 09:55 Pediatric Admission H|

EI--UFr:da-,r, June 28, 2013

----- Bl 16:21 Pediatric Admission Hi

----- Bl 15:42 Pediatric Admission Hi

----- E 10:35 Conkact Infarmation |

IUnchart
Prink

Hisktary
Change Date|Time

The completed PowerForm is displayed in the form viewer in a read-only format. If the
PowerForm is subdivided into sections, a list of their names is displayed in the left panel. The
first section is displayed. Use the arrows on the toolbar to navigate among the sections.

e Click [ in the upper right corner to return to the previous window.

If the date that the form was charted is not included in the Information Bar, then the PowerForm will not
show up in Forms Browser.
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Viewing Results from the Flowsheet Tab

You can review results and information that have been entered for a patient using the FlowSheet Tab.
You can also customize your view to display Table (default), Group, and List views.

The Table View allows you to view the documented information in a flowsheet format.

- | # Results Review fEIPrint &> 0 minutes ago

i B =
Recent Results Lab I Radiology | Patient Care I

Flowsheet: IPt Care Doc VI I Lewel: IPt Care Doc - | i Tahle  Group € List

Navigator ] Pt Care Doc [ o7jozjzo1z0mi48 | 06f25/2013 16:21 | Oefzafzol 4

= Oral Pain Assessment

= Pain Scale Murmeric (0-100
@ Lirirne Cnakpoak D Pain Score

] Wikal Signs Hiskory of Painful Experiences) abrasions

Pain Assessment {Elbow Right}

5]
= FPain Assessment Guality .
Crur akion .
Respiratory Assessment I I
= Mon-pharmacological Inkerventions Table VleW
[l Comviden Therapy & Ouoyaenabil | alle.izricn cocr

The Group view allows you to view the documented information In groups. |n the example below you can
view a group of all Emergency Department Documentation, Primary Triage Assessment Details, etc.

- | M Results Review BIPFiNt &> 0 mint
i B =
Recent Results Lab I Radiology | Patient Care I
Flowshest: IPt Care Doc LI _I Lewel: IPt Care Doc LI " Tshle * Group © List
[ |
Mavigator = Pt Care Doc [ | | I [ [ =]
= Cral Oral G rou p il
- 06/26/2013 14:54 H
@ Lrime Cukpuat 06/26{2013 14141 V|eW
) ital Signs 06/26/2013 14:30
: 06/26/2013 14:19 10 mL [2
e D6/26/2013 12:16 zomL
[ Respiratary Assessment 05/26/2013 12:00 40 mL
| |Urine Outpuk I:l Urine
[ ©>vgen Therapy & Cxyvgenatl | e toet5013 12:00 20 mL
[ Pulse Crximeter ¥ital Signs 0] Tergl™ | HeT | Respir[ | Swstol | Diastal” | Me:Blood Pre
O6/27(2013 11:29 38.8 Der
[ Symecology/Obstetrics Infarmy | o im0y 3 11,28 38,5 Dec 00 bp 110 mmHh &0 mmHg | 90 mmk Right arn
= Menstrual History 06/Z7/Z013 11:00 38.8 Dec 90 bp 110 mmH 80 rimHg Right arn
0&8/27/2013 10:56 Drake! Tine Dake’, Drake! Tirne Dake’\ Time In Erro Datel Timp =
[l Pswchosorial Assessment P =L

The List View allows you to view the information documentation for a select date/time in a list format.

- | M Results Review SIFrint &¥ 0
i B =
Recent Results | Lab | Radiology I Patient Care I
Flowshest: IPt Care Doc -] | Lewvel: I 1 i Table & Group & List

= I List View  § =

|
Ewvent Date |Event |Result . Skatus -

SpO2Z Site Right, Ring finger
06/27/20153 11:29 Temperature Cral 536,86 DegZ H (36.4 - 37.4)
06252015 10:34  Car Seak Monitoring Procedure In Error *

Criteria For Testing In Error *

Car Seat Used In Error *

Wisual Inspection of Car Seat/Bed In Error *
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Allergies Tab

Allergies can be accesses and entered from the Allergies Tab or the patient’s Banner Bar within the
patient’'s chart. Allergies can also be accesses and entered from the Tracking List within FirstNet.

If the patient has any allergies recorded, you can view these allergies by selecting the Allergies Tab within
the patient’s chart, the Allergies hyperlink within the patient’'s demographics bar or the Allergies Icon on
the FirstNet Tracking List. If “no known allergies” have been recorded this will reflect on the banner bar,
the Tracking List Allergy Icon and the allergy profile window.

Each recorded allergy will be listed, along with the allergy category, reactions, and severity.

o Double clicking on either the (1) Allergies Tab in the patient’s chart, (2) Allergies Hyperlink in the
Banner Bar or (3) Allergies Icon on the Tracking List

e Access the allergy profile window.
e Allergy documentation can be added, cancelled or modified if needed from this view.

e Click Refresh to display the most up-to-date information.

Accessing Allergy Tab

Double-clicking on the Allergies Tab and access the allergy profile window. The patient’s Allergy
documentation can be added, cancelled or modified if needed from this view. Click Refresh to display the
most up-to-date information.

Menu < - | #4 Allergies EIFrink ¥ 5 hours 19 minutes ago

IMark &ll as Reviewed |

= Add | j Madify | Mo known Allergiss | & Mo Known Medication Allergies | M'.'-.‘ Reverse Allergy Check

D, | Substance | Cakegor: | Reactions | Seve,,, | Type | C. | Est, Onsek | Reaction 5., | Updated B

+" amoxicillin Drug Diatrhea, ... Allergy Active 06281201,
Eggs Drug Hives Allergy Active 07/03/201.
Latex Drug Rash Allergy Active 07031201,

+" penicillins Drug Rash Allergy Active 06/28/201.

Patient Information

MAR Summary

Allergies & add
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Accessing Allergy Profile Window from the Banner Bar

Double clicking on the Allergies Hyperlink from the patient’s banner bar and access the allergy profile
window. The allergy documentation can be added, cancelled or modified if needed from this view. Click
Refresh to display the most up-to-date information.

TRAIMNER, BE... x List 3 it

TRAINER, BETTY MOCK Age:6 months Sex:Female Loc:NI-POD C; 0410; C Iso:Droplet Precauti..
DOB:12/28,/2012 EMR:00001147 Fin#:000075126 Inpatient [0

Clinical(Dosing) W:N. |

- | # Allergies B rrint o
Mark all as Reviewsd I

gk add | j Modify | Mo Enown Allergies | o Mo Known Medication Allergies | ,{:& Reverse Allergy Check [
D, | Substance | Category | Reactions | SEVE.., | Tvpe | . | Est, Cnsek | Reaction 5... | |pdated By | Source
+"  amosicillin Drug Diatrhea, ... Allergy Active Oejzalzol,..

Eggs Drug Hives Allergy Active O7f03f201. ..

Latex Drrug Rash Allergy Active 0703201, ..
+" penicillins Drug Rash Allergy Active oefzalzol., ..

Accessing Allergy Profile Window from the Tracking List

Double clicking on the Allergies Icon the Tracking List and access the allergy profile window. The allergy
documentation can be added, cancelled or modified if needed from this view. Click Refresh to display the
most up-to-date information.

FirstMet Organizer for TestUser RN, EDNurse — | I:Illl

Task Edit  Miews Patient Chart  Links  Patient Actions  Provider  List  Help

Tracking Lisk ,-];\ Patient List | _ IaED Palicies | _ Issue Collectar a.ﬂdmitting Lisk aMed Code Sheet al\lursing Palicies ; ETear Off ;
Patient, Test = | fijRecent - _ - Q
Tracking List [BIFrint ¥ 0 minutes ago
Minor Care Al Beds | Providers Checkout | mccheckewt | PendnaMion | 72HowDC | 72HRDCLWES
ED Nurse | Al ED Patients I Al Beds I ‘i aiting Room | Minor Care
+ , ﬁ 25 % Filker: Occupied Beds - Total 12 wWR:7 [ ' i u } 234> . ri .
Bed MiAcMName Agefl A Reason For Visit  |CalllPre~ATT RES BN VS5 LeOrdTasks
4
9 LLOYD E 8y O Abrasion® Zubi &% 3 gl
10 Little K. 6 Pre-
12 Bl seomp-= 6yt O Abscess® Er B0 MEEM2* X =F
15 Jennifer P 2 ye Pre-
WH EPICCSGONE C 7yl
wrR [l evrER s 3y Abscess* = 2> 5r
WH Diane Pre~
WR 3 ety 3yl Wheezing - Pediatri Pre- KH ™ of
WR . Hagus = 12 O Abrasion* - an
WR 3 MOCKUFPGRADE R 12 & Allergic reaction® g™
wR By~ 4yl Abdominal distentio DW a* f  4n

Introduction to Clinical Documentation for Emergency Department Nursing 42



Introduction to Clinical Documentation for Emergency Department Nursing

Allergy Icons

Indicates that a patient has no known allergies

] Indicates that no allergies have been entered and No Known
= Allergies have been entered

ﬂ Indicates that the patient has allergies documented
» Indicates that the patient has no known medication allergies

Manipulating the Allergy Profile Columns

The Allergy Profile has several pieces of functionality to allow the clinician to more easily see an overview

of the allergies

and adjust the sort of the allergies based on a particular data point.

To sort the allergies based on a particular data point, click on the column. The system will adjust the
sorting of the columns in either alphabetical or reverse-alphabetical order.

Several icons are also available on the view for ease in seeing information:

v

The green check-mark icon will display when a particular codified allergy
is recognized by Multum for Drug/Allergy Interactions.

The paper clip icon will display when additional comments are available
on a particular patient.

See Viewing Allergy Interaction below.

Allergy Interactions

If a patient is on a medication that may cause an interaction with a known allergy, the Allergy Alert will
display when the medication allergy or when the reverse allergy search is done.

If you wish to continue adding the medication in spite of the reaction, enter an override reason and select

continue.
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Allergies Profile Window Components

Column
D/A

Substance
Category
Reactions

Severity

Type

Comments
Est. Onset

Reaction
Status

Updated By
Source
Reviewed
Reviewed by

Interaction

Description

A green check in this column indicates that the allergy qualifies for Drug/Allergy
interaction checking. No check indicates that no interaction checking is available for
the allergy.

Displays the known allergens for the patient.
Displays the allergen category (i.e. Drug, Food).
Displays recorded reactions to the allergen.

Indicates the severity experienced by the patient to the allergy.

e MILD: Requires minimal therapeutic intervention, such as discontinuation of
drug(s).

e MODERATE: Requires active treatment of adverse reaction, or further
testing or evaluation to assess extent of non-serious outcome.

e SEVERE: Any serious outcome resulting in life- or organ-threatening
situation or death, significant or permanent disability, requiring
intervention to prevent permanent impairment or damage, or requiring
/ prolonging hospitalization.

Displays the type of reaction.

e Allergy — An adverse reaction of the immune system to the exposure of a
substance.

e Intolerance - An adverse reaction of the digestive system to the exposure of
a substance.

e Secondary Effect — An adverse reaction that is the direct result of another
reaction (such as an allergy to peanuts that results in a rash that causes the
secondary effect of itching.)

e Sensitivity — An adverse response to a substance that does not occur in
normal situations.
e Other — Any reaction type that does not fit into any other category as listed.

Displays comments recorded for this patient’s allergy.
Indicates the estimated onset date of the allergy.

Lists the status of the allergy.

e Active — The patient currently experiences reactions to this allergen.

e Proposed — The allergy has been reported, but not confirmed by a clinician.

e Resolved — The patient has experienced an allergic reaction to a substance,
but the reaction has not re-occurred.

e Canceled — The allergy was entered in error.

Displays who last updated the allergy.

Indicates the source of the information, such as Patient, Family, or Physician.
Displays if and how the listed allergy was reviewed.

Displays who reviewed the listed allergy information.

Indicates the interactions associated with the allergy.
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Adding Allergies

There are several methods for entering allergies into the system. The preferred method is shown below.

1. Select Add New / Drug Allergy from the Allergies

window.

- | #M aAllergies

Mark All 55 Reviewed

Ak add | [ modfy |

2 Mo known Allergies | (3 No Known Medication Alergies

BEIFrint & 0 minutes ago

| 2% reverse allergy Check.

D. [ Substance [ categor [Reactions [ Seve... [ Tvpe

[ = [ Est. onset

[Reaction 5... | Updated By | Sa

- | #4 Allergies

IMark Al as Reviewed |

ok add | j Madify | T No Known Allergies | (Mo Known Medication Allergies

[BIPrint ¥ 1 minutes ago

‘ N:\‘ Reverse Allergy Check

0, | Substance | Categar: | Reactions | Seve. ., | Twpe | C, | Est, Onset | Reackion 5... | Updated B | So
Drug Allergy...
IWadify ... Drug Side-Effect. ..
Wiew .. Other,..
Yiew Histarsof,, . K
f— Mo Enown Allergies (MEA)
I q No known Medication Allergies (MKMA)Y
Display. .. 3
Chieck Interaction
Preferences...
< | o

The Add Allergy / Adverse Effect window will open.

2. Click the Catalog tab.

Seatch I |

Searrh bv:  —————Searrh firr —————————
’7(:' Mame (" Cade ’75' Substance (7 Reaction

Far items with these vacabularies/principal bypes:

Select - |

I'-z'ocabularies: Allergy, Multum allergy Category, Multum Drug |

M arme IVocabuI... IEode IF'rincipaI Types

5
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3. Indicate if the allergen is a common drug, —
. . IITest_. Betty U (MRN: 00001164) - Add Allergy/Adverse Effeci
food, or environmental allergy by expanding :
the applicable category (click the + sign My Favorites | Search Catalog
beside it). [Sekests |
[Marfe |~
=] Comnmon Allergy Reactions
— Anaphplaxiz
— Anxiety
— Asthma
— Abdominal pain

4. Double click the desired allergen. The
substance tab will populate with the selected allergen.

2, Reaction bype
’VI Allergy j II une-mediaked adverse reaction ko substance exposure (the allergen). | ‘

3. Reaction symptoms 4. Allergy details

. . Status: Active +| ¥ Mark as Reviewed
5. Indicate the reaction type from the e
. . Reason: lﬁ Reviewed: __71031201313:54
drop down box. Selection options are

*Severity: <nok entered > ~| Recorded on behalf of;
Allergy, Intolerance, Secondary

Info source: |<r|c|t entered> j | ﬁl

EffeCtY SenSItIVItyY and Other Onset: | <not entared)j Icnnt enteredzj I‘*.ﬂ“.r‘“‘x ::”3

6. Expand the Common Allergy Reaction folder (click the + sign beside it).

Ao CRU N CE O (N R UE RGNS I B 9 77 7201, Bty 1) (MRN: 00001164) - Add Allergy/Adverse Effect
experiences by double-clicking. More )
than one can be selected. These My Favaorites | earch | Catalog |
reactions will populate in the Select |
Reactions symptoms section of the [Name |
Add Allergy / Adverse Effect window. (> Allergy Reaction Favorites
8. Indicate Allergy Details such as Status 4. allergy details
(Active, Proposed, Resolved, and Seatus: | active v | 7 Mark As Reviewed
Canceled), Severity (Mild, Moderate, or ressons [T ] Reviewed: frjosizots 35 |
Severe), Info Source (who provided the rSeverity:
. . . everity: |<not entered> 'I Recorded on behalf of:
information regarding the allergy), and
. . f : d -
Onset. Any allergy that is entered in o sourcss | <ootentsred> o] | L]
the EMR ShOUld be entered as an Onsek: | <nok entered:j |<n0t entered:j I""x’"".n""""" jB
“active” allergy (do not use the
“proposed” feature).
Add any necessary comments,
if applicable. > Cm;"::t: :
ommen | d
€ Chronological
¢ Reverse chronological
=

9. Click Apply and OK to save your changes for the patient. The allergy that you added will appear.
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Adding NKA (No Known Allergies) from the Allergy Profile

There may be occasions when “NKA” (No Known Allergies) need to be recorded for a patient and that
patient has only drug allergies and in some cases only food or environmental allergies. This information
can be documented by clicking on the appropriate icon at the top of the Allergies profile window.

No Known Allergies should continue to be used when the patient has no medication, food,
environmental or other allergies

No Known Medication Allergies should be used when the patient has no allergies that are
categorized as medications (drugs), but may have allergies of other categories (including food
and environmental.)

Mark Al as Reviewed |

' No Known Allergies ' \No Known Medication Allergies

o Add | M 'FReverseAllerqm'U'W Display: |Active |
['0. T substance [Category | Reactions | Seve... | Type | C. | Est. Onset | Reactionss... | UpdatedBy | Source | Reviewed | L.|

No Known Medication Allergies Drug Allergy Active 05/16/201... 05/16/201..

Cancelling NKA (No Known Allergies) from the Allergy Profile

There may be occasions when “NKA” (No Known Allergies) was recorded for a patient and allergy
information to be documented was revealed at a later time.

In the example below the initial documentation was “NKA” (No Known Allergies).

e An allergy for Acetaminophen is then added to the Allergy profile

e The system generates a message as seen below

e Answering Yes, will add the new allergy to the patient’s allergy profile and cancel the NKA (No
Known Allergy) that was previously selected

e Then click OK

Tips and Tricks

¢ Both PowerChart and PowerForms share the same data area with regard to patient allergies.

¢ Reactions can also be entered as free-text (manually typed in) in steps 6 & 7. Simply type in the
name of the reaction (ie.. ‘Vomiting’) and click Add as Free Text. The entered reaction will appear

in the Reaction Symptoms box, but with a handwriting icon to indicate that the
reaction was manually entered.
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The Power Orders Tab

The PowerOrders tab within the patient’s chart is used to place, view, modify, cancel and generally work
with various types of orders. There are two main sections of the Orders tab: the Clinical Categories
Navigator and the Existing Order Profile.

Z7Test, Bett... =« - | - <
ZZTest, Betty U Age:3 years Sex:Female Loc:CHKD-ED

DOB:06,/17/2010 ENMR:00001164 Fn#:000075167 Emergency [06/ 17/
Allergies: Allergies Not Recorded Clinical{Dosing) Wt:

Menu LR 4 ~ | #% PowerOrders EIFrint &> 0 minutes ago

4 add | < Docurent Medication by Hx | R Plans (0): Error =
Orders |Medicati0n List |
PowerOrders & add o l! Dizplayed: Al Active Orders | Al Inactive Orders | Al Orders 5 Days Back Show Mare Orders...
iew
Medication Lisk Add - s
SHlEaten = o Eg :s::ma $t :e_ | $ | | L |Order Mame Status Details 1=
- Wt les
MaR e T [E IV Solutions
o i i ) | Sodium Chloride 0,9%. Ordered Soln, I¥ Continuous
MAR Summary Egl;g:j::c Tests 1000 L After NS Bolus com)
et IF]Cardition Iﬁ At ] DSy 112MS 1000 ml Ordered Soln, I Continuous
] activiy B Medications
[E IV Solutions M S 5 lidocaine {Lidocaing 1%... Ordered 0.2 mL, Soln, Subcy
[ |5pecial W E e B abuterol Ordered 2.5 mg, Inhalant, h
& add Give back to back b—
dr
A 4 :£ e’ & ipratropium g, Soln, Mebu
Clinical thma scare ==
o Categories M 6@ abuterdl Orders g, Tnhalart,
Navigator Profile back ta back b
th Chart =] W ipratropium g, Soln, Mebu
thma scare ==
Immunizat hedule — -
H Respiratory -
Problems and Diag {7 wital Signs < S — I R
- [~ IMon Categorized -
i 5 —
| ’ ‘z Details ‘
Mursing Handoff Related Results
Formulary Details - Orders For Murse Review | rders Far Signatue I

Clinical Categories Navigator Overview
The left side of the Orders tab is the Navigator, which lists clinical categories.
The Navigator allows you to select the categories from which you want results displayed.

When the check mark on the left is selected, the category of orders from the profile section is
I@ displayed. When it is unchecked, the category and its orders are hidden.

Order Profile Overview

The right side of the Orders Tab is the Order Profile. The Order Profile lists patient orders and
medications, as well as their statues and detailed information.

Tips and Tricks

The Medication List sub-tab on Orders Profile displays medication orders for the patient. Clicking on the
Medication List sub-tab or the Medication List tab takes you to the same list.
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Detail Screen Adjustments

The order detail screen can be adjusted up or down. Place your mouse on the Details bar and a double-
sided arrow appears. Hold the left mouse button and move the window up or down.

The upside-down triangle on the left corner of the details bar can be clicked to hide this screen.

The order detail can also be expanded left and right. Place your mouse on the side of the clinical
categories navigator, and a double-sided arrow appears. Hold the left mouse button and move the
window left or right. The upside-down triangle on the right corner of the clinical categories navigator can
be clicked to hide this area.

ZZTest, Bett... =« List

- I -

Emergency [06/
Clinical{Dosing) Wt:1...

Loc:CHKD-ED
Fin#:000075167

Sex:Female
EMR:00001164

ZZTest, Betty U Age:3 jears
DOB:06,/17/2010

Allergies: Allergies Not Record—.

Menu e ~ | # PowerOrders EAFrint &¥ 0 minutes ago

[ Ner?
== Add | " Document Medication by Hx | R Plans (0} Error =
Orders |Medicati0n List |
o H Dizplayed: All Active Orders | Al Inactive Orders | All Drders 5 Days Back Show bare Orders. ..
iew
:g :s:::ma - :: :es = % | \'d |Order Marne Stakus Dietails =
i - <
Orders sthma -1 E I¥ Solutions
’ . . .
MAR Summary [C]Diagnostic Tests M e 5 fggglm I_Chlor'u:le 0.9%  Ordered Soln, Iv Conkinuaus
] consits m After M3 Bolus com
Fle ek [ |condition W DSy 11205 1000 mL Ordered Soln, Iv Continuous
Summary Documents [Cactiviey = |lailtest s
| i idocaine iLidocaine 1%... Ordere .2 mlL, Soln, Subcy
[E IV Solutions W lidacaine (Lidocaine 1%... Ordered 0.2 ml, Soln, Suby
[ 5pecial vt :£ e B albuteral Ordered 2.5 ma, Inhalank, &
[ |Laboratory Give back to back b=
[ |Patient Care vl :£ S B ipratropium Ordered 0.5 ma, Soln, Nebu
[EMedications If asthma score ==
| Diet W albuteral Ordered 2.5 ma, Inhalark, &
[ |Physiologic Testing Give back to back b
| ambulatary Charges W mda E ipratropium Ordered 0.5 ma, Soln, Mebu
I |Procedures If asthma score ==
[ERespiratory E Respiratory =
Problems and Diag | wikal Signs ‘ I B I _'IJ
[ IMon Categarized -
Histaries — .
4] | L4 ‘Z Details ‘
Tursing HandofF Related Resulks
Farmulary Details Orders For Murse Review | Wrders For Signature I
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Practice Scenario for Chart Tabs

Practice Scenario #1

Enter a Penicillin allergy for your patient.

Cancel the Sulfa allergy for your patient.

Practice Scenario #2

Document Medication by History for your patient by accessing this tab and clicking ADD.
Search for the medication Motrin Suspension and select it from the search window.
Enter as many details as you would expect to get from the parent.

Practice Scenario #3

Mom also indicates that your patient has an allergy to Peanuts and Latex.

Add these allergies for your patient.

Practice Scenario #4

Customize your view of the ED Summary Tab and save the changes.

Now change the ED Summary Tab back to the default view.

Practice Scenario #5

Review the information on the Nursing Handoff Tab
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Section IV Power Orders

As a patient’s condition warrants, it may be necessary for a health care provider to request orders to
facilitate patient care. eKiDs PowerChart is used to process orders.

When placing an order it is important to make sure that you have selected the right patient, provider, test,
priority code, date, and time. For most orders, this information will default in, but you may occasionally
need to change the order details.

It is in good practice to review the practice and procedure manual for additional mandates in placing
orders within your office.

General Steps for Placing an Order

Select the patient from the patient list or from the Schedule.
Click the Add button on the PowerOrders tab.
Locate/Select the order.

The provider will populate, based on who the patient was scheduled with (the Attending Provider).

o M w DN PRE

Order details will populate, based on pre-built order sentences within the system. However, this
information can be changed, as necessary.

Review orders and verify accuracy.
7. Sign the order.

8. ‘Refresh’ to refresh your screen and see the correct status of the orders.

Searching for Orders

Wl

nu=a

From the Orders tab within the Patient’s chart, select the
Add Icon to open the Add Order window.

PowerOrders

_ As a shortcut, you can also select ALT+R from your
< Plans (0): Mo Benefit Found = | kevhoard to open the Add Order window.

Lad
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Add Order Window

When the Add Order window is initially opened, the Quick Folders displays by default because they are
specified as ‘Home'. The Quick Folders offer the ability to drill through and find commonly ordered items

by a defined category. (The ‘Home’ location within the Add Order Window can be changed and is
discussed later in this manual).

ZZTest, Betty U - Add Order _ ol x|

ZZTest, Betty U Age:3 years Sex:Female Loc:CHKD-ED

DOB:06,/17/20. . EMR:00001164 Fin#:000075167 Emergency [0...
Allergies: Allergies Not Recorded Clinical{Dosing...

Find: || iy IEDntains vI Type: & I.":"."D[dE[S j
£ m i ™ L Folder: Common ED Order.Search within: I-"—‘*" j Al location: IEHKD vI

[CJED Cormmon Lat

[CJEC Common Radiclogy
[CJED Common Medications
[CJED PowverPlans

[C2ED Mursing Crders
[CJED Triage Meds

ZZTest, Betty U - 00001164 Dane |

The Starts With / Contains Drop-down Box is also located within the Add Order Window. You can
direct the system how to locate an orderable using either starts with or contains (i.e. contains the word
chest or starts with chest). You only need to type in the first few letters of the order and the system will
use completion matching to automatically bring up orders that match what you entered.

Z1Test, Betty U - Add Order _ Ol x|

ZZTest, Betty U Age:3 years  Sex:Female Loc:CHKD-ED

DOB:06,/17/20...EMR:00001164 Fin#:000075167 Emergency [0...
Allergies: Allergies Not Recorded Clinical (Dosing...

e @ I.-’-‘xllEIrders =]
hir: I-"—"-" j At location: IEHKD vl

Find: | a4
EJ m o ™ L Folder: Commarn

[C2ED| Cornrnon Lab

[C2ED| Cornrmon Radiology
[C2ED| Cornrman Medications
[CJED|PowerPlans
[CIED|Mursing Orders
[CJED| Triage Meds

ZZTest, Betty U- 00001164 Done |
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L2

The Up icon ﬂ within the Add Order window will take you up a level when you are in a subfolder.

The Home icon ﬂ within the Add Order window will take you back to the folders that are defined
as your Home. By default, these are the Quick Folders unless changed.

The Favorites icon ﬂwill within the Add Order window will take you to your favorites folder. Set-up
and maintenance of the Favorites folder is discussed later in this manual.

The Folders icon ﬂ within the Add Order window will return you to your Quick Folders.
The Type dropdown displays a selection list of types of orders that you can enter.

Find:

1l - Ld Common ED Order Search within: I-"-"-" j Al location: IEHKD vl

i h IW Tl Type: @ Iﬂ"DrdEfS j

Ordering Physician Window

Nursing Services will be required to select the appropriate communication type when adding an order in
PowerChart.

Paper/Fax -> used when transcribing a written
physician order into the system. This will NOT
route to provider for signature.

17.’ Ordering Physician ﬂ

*Physician name

Phone Read back -> used when entering an order Il ﬁl
received via telephone by provider. This WILL *Order Date,/Time

route for signature. ID?“’E"_“"“E':'13 :IB |D15? :’

*Communication type
Verbal Read back -> used when entering an order PaperfFax
received verbally by provider. This WILL route for Phone Read back
Signature_ Verbal Read back
Protocol
Order Management
Electronic Order Follow-Up

0F I Cancel |
Order Management -> used for order profile
management. For example, order is for XYZ to occur for 3 times. If this is not a tasked order,
this will need to be manually discontinued at appropriate time. This will NOT rote for signature.

Protocol -> used when entering protocol orders.
This WILL route for signature.

Electronic Order Follow-Up -> used if there is a communication order by provider for lab/rad
order entry at specified time or when defined criteria are met. For example, communication
order by provider states: ‘Obtain XYZ lab with electrolytes supplementation, blood products, or
ventilator changes’. ‘Electronic Order Follow-Up’ would be the communication type used when
the lab order is placed by nurse. This will NOT route for signature.
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Documenting Medication by History

Documenting medication by history is used to enter medication orders that the parent or guardian has
administered to the patient at home or for meds that were not completed in PowerChart (prescribed by a
different provider).

To document medication by history, complete the following steps:

1. Click Document Medication by HX from the Orders or the Medication List tab.

The Document Medication by Hx window will open.

ZZTest, Bett... =x List frecent - | - 2
Z7Test, Betty U Age:3 years Sex:Female Loc:CHKD-ED

DOB:06/17/2010 EMR:00001164 Fin#:000075167 Emergency [06,
Allergies: Allergies Not Recorded Clinical{Dosing) W

Menu L 4 - | #4% PowerOrders E]F'rint ¥ 0 minutes ago

= Add | q:." Document: Medication by Hx | R Plans (00: Error =

PowerOrders & add |:| Dizplayed: &ll &ctive Orderz | All Inactive Orders | &1l Orders 5 Days B ack Show More Orders..

ED Summary

2. Click Add.

The Document Medication by Hx Window will open.

Document Medication by Hx _ | I:II XI

- Test, Betty U Age:3 years Sex:Female Loc:CHKD-ED
DOB:06/17/72010 ENMR:00001164 Fin#:000075167 Emergency [06/1...

Allergies: Allergies Not Recorded Clinical{Dosing) W...

Medication History
= Add rl_ Mo Known Home Medications I Unable Ta Obtain Information

Pl Document Medication by Hx
| (=1 |Order Mlarne |Status |Detai|s Last Dose Date/Time |InF0rmati0n
Last Documented On 06,24 /2013 11:40 (TestU

B Documented Medications by Hx
q:," acetaminophen (Tylenol)  Docurmented By moukh, O Refill{s), Start Date/Tirme 06/24/13 11:39:00, Mainte. ..

3. Enter the first few letters of the name of the medication in the Find field.

ZZTest, Betty U - Add Order - | 0 Xl
~ Bo Age ea B emale D D-ED
DOB:06 1 R:0000 b #:0000 b £ £ 0
ot Recorde al{Do
Firn albul Search Cantaing w| Tume: &F |Medications by History  w
Yper
albuteral 2 g oral tablet —
I 2 11 ilomeS sarch within: | Medizations Vl At location: ICHKD Vl
albuteral 4 mg oral tablet
e Abuked 5 intravenous solution \aritin Flovent HEA
Al Alburx 5% intravenous solution oncerta hydroxyurea
4l albuteral 2 mgfs mL oral syrup igoxin Intuniv
3 Alburyx 25% inkravenous solution iphenhydr AMINE keflex
A albuked 25% intravenous solution lonase Miralax
] Alburnare 5% intravenous salution lovent Ornnicef
celiri Abuminar-5 intravenous solution lovent Diskus Prevacid
P Albutein 5% intravenous solution »
o
ZZTest, Betty U - 00001164 ﬂl

4. When the medication is found, select it by clicking on it.

Note: If the medication is not found or if you simply wish to enter the medication with no details
click the ‘Search’ button to display additional choices.
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5. The Order Sentences will appear, if applicable. Select the appropriate sentence, or click None.

6. Click OK.

7. Continue looking up and adding additional medications, as necessary.

8. When finished click Done.

9. Make maodifications to the details window, as necessary. If details are unknown, click Document

History to include the known information

Document Medication by Hx — I:II XI

ZZTest, Betty U

Sex:Female 5
EMR:0D001164 Fin#:000075167 Emergency [06/1...

Allergies: Allergies Not Recorded

Medication History
+ add [ PSS Kmann hme Medications I Unable To Obtain Infarmation

Clinical{Dosing

Pl Document Medication by Hx

= |Order’ Mame

|Status

|Deta||s Last Dose Date|Time |InFnrmal -

|

B pocumented Medications by Hx
&f acetaminophen (Tylenoll  Documented By mouth, O Refil{s), Start Date/Time 06/24/13 11:39:00, Mainte...

Last Documented On 06/24,/2013 11:40 (Te:

| Ne

= Details for albuterol

EF Details ]G_:J Order Comments ] 7 Compliance ]

Special Instructions:

Samples

PRI

eR Mote to Pharmacy:

Requested Refill Date

Type OF Therapy:

Dose Route of Admi... Frequency Duration Dispense Feefill
'SEE ]nstru(tlunsl | | o | += % bl |52
Start DateiTime: [07/03/2013 | = [=]| [1422 = =

a
a
N

7 acute
(® mMaintenance

== =

TS A Ea e

Dosument Histary | Cancel |

10. When finished (and after you have reviewed the order), click Document History. The Medication
that you entered will appear in the Medication List (the tab beside the orders tab) with a status of

Documented.
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Nurse Review

The Orders for Nurse Review Button will display at the bottom of the PowerOrders window. The button
will only be available to click on if there are orders to be reviewed. If there are no new orders to review
the button will be dithered or grayed-out.

ZZTest, Bett... = c - | - <

ZZTest, Betty U Age:3 years Sex:Female

DOB: 06 /2010 EVR:00001164 E| ! Emergency [06,
Allergies: Allergies Mot Recorded Clinical(Dosing) Wt:1...

< - |# PowerOrders EIFrint & 0 minutes 2

nuay

= add ‘ q:}’ Document Medication by Hx ‘ R Plans {0): Error

Orders |Med|cat|nn List |

14

o Dizplayed: All Active Oiders | Al Inactive Orders | &)1 Orders 5 Daps Back, Shaow Mare Orders.
iew

ED Asthma - Wt. less than 20 kg (I | $ | | v
ED Asthma - Wt. less than 20 kg (I
Ers

Diagnostic Tests

|Order Marme: Status Dietails -

E I¥ solutions
Iﬂ R G| Sodium Chioride 0,9% COrdered Saln, IV Continuous, Rate: 250 mL/he, Infuse aver: 4

el 1000 mL After NS Bolus complete, Continue NS at maintenanc
Condition Iﬂ k] DSy 1/ZM5 1000 mL COrdered Saln, IV Continuous, Rate: 250 mL/he, Infuse aver: 4
Activity E Medications
1¥ Solutions “alE lidocaine (Lidocaing 1%... Ordered 0.2 mL, Soln, Subcutaneous, AS DIRECTED, PRN, ne
Special It 3 “méia B albuterol Crdered 2.5 mg, Inhalant, Nebulized, A% DIRECTED for 3 dos
Lahoratary Give back to back treatments up ko 3 doses or until &
Patient Care 4 E “méia B ipratropium Ordered 0.5 g, 5oln, Mebulized, A5 DIRECTED For 3 dose(s)
Medications If asthma score == B; Give with first 3 Albuteral Tree
Diiet: ] albuteral Ordered 2.5 i, Inhalant, Nebulized, A5 DIRECTED for 3 dos
Fhysiologic Testing Give back ko back treatments up ta 3 doses aor until a—
Ambulatory Charges M T B ipratropium Ordered 0.5 mg, Soln, Mebulized, A5 DIRECTED For 3 dose(s)
Procedures IF asthma score == 8; Give with first 3 Albuteral Trez
IRespiratory E Respiratory
Vital Signs =] Wl g5 Pulse Creimetey Continu... Ordered Daily
Mon Categorized B v g Pulse Owimetry Continu,,, Ordered Daily
Medical Supplies 1 RTMedicated Aerosol Ordered  STAT, 0.5, myg, Soln, Nebulized, AS DIRECTED 3 dose
le=tiEn ({3 Treatment RT Treatment Notification: ipratropium, AS DIRECTE =
nciliation History 4] | _,IJ
=
4 | v Baiail ‘
Related Results I &
Formulary Details IE Orders For Murse Review | I [rders Far Signature.
| |
1 ]

72 Test, Betty U - Actions Requiring Review

ZZTest, Betty U ge:: ars Sex:Female Loc:CHKD-ED
/ EMR:00001164 Fin#:000075167 Emergency [0
Allergies: Allergies Not Recorded Clinical{Dosing) W...
Action Action Date/Time ™ Entered By Order B
/] Order 06272013 10:07 EDT TestUser MD, EDAttending Communication Crder
C | ICkl ng on th e O rd ers for N urse 7] Order 06(27/2013 10:07 EDT Testser MD, EDAttending Communication Grder
Review button launches the Actions E order 06f27/2013 10:07 EDT Testlser MO, EDAttending Peripheral ¥ Insertion
ReqUIrlng ReVIEW Wi ndOW- From ] Order 06272013 10:07 EDT TestUser MD, EDAttsnding Pain Assessment |
here all orders are selected.
= Order 06272013 10:07 EDT TestUser MD, EDAttending Vital Signs
= Order D&f27j2013 10007 EDT TestUser MD, EDAttending Pulse Oximetry Continuous
YOU can dese|ect A” by Un-CIlelng = Order 06{27/2013 10:07 EDT TestUser MD, EDAktending Fositioning
the Select All in the bottom of the E  order D6/27/2013 10:07 EDT TestUser MD, EDAttending Precautions
W|nd0W and pIaC| ng a CheCk m ark ] Order 06272013 10:07 EDT TestlUser MD, EDAttending Communication Crder
beSIde On Iy those Orders you WISh to = Order D&f27j2013 10007 EDT TestUser MD, EDAttending difyedroergatamine
review.
) Drder 06/27]2013 10:07 EDT Testlser MD, EDAttending ondansetran
i Eiii' im.'v?mmq 1007 FOVT Teet lcer MN_Fitrandinn mataclone amicde f
»

[ select all WV Show All Details

ZZTest, Betty U Review Carfiel

When you have completed your order review select the Review Button at the bottom of the wind
Those orders will be removed from this list and noted as reviewed. The eyeglass icon will also be
removed from the Notification column within the PowerOrders window.
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Entering a PowerPlans

A PowerPlan is a care planning tool that allows you to manage orders as they relate to a pre-defined plan
of care. PowerPlans define decisions, activities and expectations for a specific problem. The plan serves
as the primary catalyst for a number of activities such as orders, diagnostics and medication
administration to be executed by the care team. PowerPlans are commonly grouped together for the
purpose of completing specific clinical pathways. The PowerPlans in FirstNet are created based on the
Existing Clinical Pathways already used at CHKD.

A PowerPlan is accessed from PowerOrders in the same way individual orders or care sets are found.

= Orders placed as a PowerPlan will stay grouped and identified with a PowerPlan Icon.
= Orders can be added to the PowerPlan.
= PowerPlans can be discontinued in two ways:

= Discontinue the entire Plan
= Discontinue selected order(s) within the plan

Notifications in the Orders Profile Window

Icons will display in the Notification column within the order profile window of PowerPlans. Hovering over
these icons will display the definition of the icon as noted below:

Notifications:

Mortar and Pestle — This order is yet to be verified by a pharmacist
PowerPlan Icon — This order is part of the plan: (PLAN NAME)
Caduceus — This order is yet to be cosigned by the ordering Physician

Eyeglasses — This order is yet to be reviewed by a nurse

S EETFTETY

Clipboard — This order is yet to be reviewed by a nurse
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Searching for a PowerPlan

Steps to Search for a PowerPlan:

1. Click the Add icon

2.

o+ Add

from the PowerOrders Window.

functionality is the same as searching for any orderable.

OR

In the Find box, you can search for a plan by typing the title in the search window. This

You can also select the folder at the bottom of the window specified for PowerOrders and
select the needed PowerPlan from that folder.

Z7Test, Betty U - Add Order

ZZTest, Betty U

Allergies: Allergies Not Recorded

=10l x|
Age:3 years Sex:Female Loc:CHKD-ED

DOB:06,/17/20...EMR:00001164 Fin#:000075167 Emergency [O...
Clinical{Dosing...

Find: |

o B -

Common ED OrderS earch within: IA" VI At location: ICHKD VI

fii] IEontains j Type: & IAIIDrders

[

[ZJED Common Lab

[ZJED Common Radiclogy
[ZJED Common Medications
[CJED PoveerPlans

ED Mursing Sede
gED Triageg

(88 Z#ED Adult Chest Pain (89 5#ED Evaluation for Fever in ... (SSED SCAN

[SHED altered Mental Status/Inge. .. (5535ED Fever & Meutropenia [S=3ED Seizure
[ 53ED Asthma - Wit less than 2., [S935ED Fractures
(8% 5ED Asthma - wt. greater th... ([B=ED GYN

[S%ED Headache
[SWED Mew Onset Diabetic

[S|ED CsF
(8% 3#ED Diabetic Ketoacidosis

4 |

[S|ED wPS

[ 3ED Sickle Cell with Pain andy. |
[S=3ED Status Migraine
[SMED Syncope

ZZTest, Betty U - 00001164 Dane |

3. The yellow icon [E] displayed in front of the search results indicates these are power plans.
This icon is identical to the care set icon except for the yellow color.

4. Clicking the icon beside the CarePlan = will display existing Clinical Pathways

D Adult Chest Pain

lkered Mental Statusz/lngestion

[ Agthma - Wit < 20 kg

[ dsthma -t >= 20 kg

CSF

D Diabetic Ketoacidosiz

[ Evaluation for Fever in Young...
[ Fever & Heutropenia

D Fractures

eadache

Fdlntranasal Medications

ert P

ine Fluzh - Central/Midline

ing Fluzh - IF MOT OM COMTIN. ..

ttp:/fwebint1.chkd. net;: BOB2/MDOrders/ShowForm.aspx? FormiD=33 JEI_

. 3 = | @ hitp:jpwebint 1 chkd.net: 3082 MDOrdersshonFor 7| ¢/ X [Live Search L
>i‘z e (-6 P - @ &

@ @ @ E_ = i1 | | EI Tools Sign Commen

coodog

Children's Hospital of The King's Daughters, Inc.
601 Children’s Lane, Norfolk, VA 23507-1910

Emergency Department
ADULT CHEST PAIN ORDERS

Date:

‘Pasisas Labol o7 MRN, Accté, Patiaat Nams, DOB, Dits of Sarvics

& Routine order, siznanwe below activates fiis order. To omit, cross firough and initial order

TInstrctions:
Chack the box to sctvate this order.

Time

Initials

A Allergies © NKA  Other:

A 12-lead EEG stat

A Repeat EKG if patient becomes pain-free

A 4IPMO; wiaNC

A Insert PIV

A_Pulse ovimatry/ cardiac momitor
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Sections of a PowerPlan

The sections to the PowerPlan are laided out in order, similar to a physicians pre-printed paper order
sheet. Each section heading is colored blue to help identify the beginning of a new section.

~ | #% PowerOrders & [ minutes ago
= Add Docurment Medication by H | Rx Plans (0): Ervor =
Orders | Medication List |
A af == add to Phass + Start: I Mo J Duration: I Mone J
Yiew
Orders For Signature - I@ |l§ | L4 | |C0mponent |Status Order Comm... | —
Plans — Asthma - Wt. less than 20 kg (Initiated Pending), Ordered as: ED Asthma - Wt less than 20 kg
& Medical = Qiagniostic Tesks
ST,EED Asthma - Wt. less than 20 [l @ 3R Chest 2 Wiews P& fLateral
-ED Status Migraine (Initiated) |l @ ¥R Chest 1 Wiew Portable
Insert PI¥ {Initiated) B tienk Care
~ED Asthma - Wt. less than 20 ki |7 [ Notify Provider Vital Sians
“-ED Asthma - Wt. less than 20 ki i @3 Insert PTY
Orders H Wedications
{C|Diagnostic Tests = [ abuterol Give back to ...
-DCons.uI_ts ™2 @ ipratropium If asthma sc... —
-DCDH-EI.I'ZIDH |l [ albuteral (albuterol MDI) !
-Dnctlwty S | . l;fstemic Corticoste_r_gids
:%;:;:Jallutmns Il % @ prednisoLOMNE (prednisoLOME base) Max 40 mg
[Wlaboratory - @ dexamethasone ll
O . N
[FJPatient Care - [ @ methyPREDNISolone {methylPREDMISolone sodium succin. .. IMax 40 mg
[E|Medications — dvanced
[ Ipiet |l @ albuterol Treatment #4
[ |Physiologic Testing - @ albuterol Treatment #5
[ |ambulatary Charges - @ albuteral Treatment #6 -
[ |Procedures | - LlJ
-|Ei|Respiratory l
E | 3 |z Details ‘
Related Results
Formulary Details Orders For Signature I

Preselected Orders

The checkmarks on the left are preselected orders (as seen in the image above) for your PowerPlan.
You can select additional orders or deselect by unchecking the preselected orders.

To allow additional viewing space on the right side of the PowerPlan window, you can collapse the
Navigator on the left.
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Navigation through the PowerPlan

There are several ways to navigate down the PowerPlan.

1. One way is to collapse each section after completing it.

¥ b 4 ~ | # PowerOrders

o= 3dd Diocument Medication by He | R Plans (0): Ervar =

== Add Docurment Medication by Hx | Rx Plang

Orders |Medication Listl — IM dicati L'I:I
edication Lis

i

IZE S w C i o= addto Phase Start: | Mow
Crrders For Signature B
Flans ED Asthma - | % | i | |Cu:um|:u:unent
= Medical B Diagnostic Tes |53 ED Asthma - Wt. less than 20 kg (Init
EE;:A:th:a — i IFIss'tt'h?ndiu F B Diagnostic Tesks
g atus Migraine (Initiate .
“Insert PIY (Initiated) B Patient Care r [ R Chest2 views F
~ED Asthma - Wt. less than 20 k 2l I @ WR Chest 1 Wiew Pd
“ED Asthma - Wt. less than 20k | [T H Patient Care
Qrders B Medications 2 @ Matify Provider Vitg

2. Navigate down the PowerPlan by clicking the scroll down bar on the right.

- |#4% PowerOrders &> 3 minutes ago

= Add Diocument Medication by Hx | R Plans {03 Error =
Orders IMedication List |

M af =4k Addto Phase = Start: INow J Duration: INone J

| % | ' | |C0mp0nent |Status Crder Corm, .. | |Details -
ED Asthma - Wt. less than 20 kg (Initiated Pending}, Ordered as: ED Asthma - Wt less than 20 kg
B Diagnostic Tests

O [ ¥R Chest 2 views PAfLateral

i [ ¥R Chest 1 view Portable

B Patient Care

I~ @ Motify Provider Vital Signs Children 2-5 yrs HR = 160; 6-12 v...

O B Insert PIv

B Medications

I~ @ albuterol Give back to ... 2.5 mg, Inhalant, Mebulized, A5 D...

I~ @ ipratropium If asthma sc... 0.5 mg, Soln, Mebulized, A5 DIRE. ..

I @ albuteral {albuterol MDI) ll Select an order sentence
Syskemic Corticosteroids

I o @ prednisoLOME (prednisolLONE base) Max 40 mg 2 mgfkg, Liquid, By mouth, Once

- @ dexamethasone ll Select an order sentence

I % @ methyIPREDNISolone {methylPREDMISolone sodium succin... Max 40 mg 2 mgfkg, vial, Iv Push, Once
Advanced

I @ albuterol Treatment #4 2.5 mg, Inhalant, Nebulized, Once

I @ albuterol Treatment #5 2.5 mg, Inhalant, Nebulized, Once

I @ albuterol Treatment #6 2.5 mg, Inhalant, Nebulized, Once

I @ albuterol Treatment #7 2.5 mg, Inhalant, Mebulized, Once -

‘Z Details

Orders For Murse Review Orders For Signature |

Introduction to Clinical Documentation for Emergency Department Nursing 60



Introduction to Clinical Documentation for Emergency Department Nursing

Medication Section

The medication section of the PowerPlan will display the most commonly used medications for the
selected plan. The Order sentences for each medication listed on the right.

A drop down arrow is displayed when there are more commonly used order sentences for that
medication.

B Medications
= @ albuterol Give back ta ... 2.5 mq, Inhalant, Nebulized, AS D...
= @ ipratropium IF asthma sc...

4

= Select an order sentence
7 puffis), Inhaler, Inhalation, Cnce
- % @ predrisoLOME (prednisoLOME base) Maix 40 g 4 puffis), Inhaler, Inhalat?on, COnce
r & puffis), Inhaler, Inhalation, Cnce
it

@ dexamethasone X
=¥ oethlPEEDHN - . p 5], Inhaler, Inhalation, Once

® B albuterol (albutercl MDD
Swstemic Corticosteroids

Select the appropriate order sentence details that is defaulted or use the drop down arrows if needed.

Certain Medications may prompt you to include information in the Ordering Physician Window. If this
displays also add the correct communication type for the med order.. Enter the information as you would
for any orderable.
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Required Details

Although some of the order details may be listed, the blue circle with white X indicates there are more
Required Details that need to be satisfied.

If an order has a required detail, the detail must be satisfied before signing the order.
System required details are noted in several areas:

1. Blue Circle with a white ‘X’ next to the Orderable
in the Order Review window.

2. Blue circle with a white ‘X’ in the Details Tab.

3. Order detalil

is Bolded with an asterisk and

Highlighted Yellow within the Details section.

4. Order detail fields that use radio buttons are
Bolded with an asterisk.

5. Notification in bottom of the details window,
stating how many required details are missing.

Z7Test, Bett... =
ZZTest, Betty U

Age:3 years

DOB:06,/17/2010

Allergies: Allergies Not Recorded

<

nuag

- | # PowerDrders

o= Add | "Document Medication by Hx | R Plans (0} Error =

Orders IMedicatiUn List |

M

Sex:Female
EMR:00001164

Laboratory

w Details for CBCA

Details\ﬁ?—' 0

*Frequency: |

*Tube Feed: { Yes { No ‘

1 Mizzing Fequired Detailz I

Lisk il Recent - _ - Q

Loc:CHKD-ED
Fin#:000075167

|§|F‘rint ¥ 6 minutes ago

Emergency [06/17/2...
Clinical(Dosing) Wt:1...

| $ |® | = | ¥ ‘Order Mame |Status

[start

Dtails

5 CHKD-ED Fin#:000075167 Admit: 06/17/2013 14:40 EDT

B Diagnostic Tests
h BED R chest 2 views PAL.., Order
h B €3 R chest 1 view Fortable Order

5 Patient Care

& [ Notify Provider vital Signs Order

& [ Communication Crder Order
= Medications

& [ albuteral Order

& [ ipratropium Order

B Respiratory
& & Pulse Crimetry Conkinu. .. Order

07/03(2013 14:48
07/03(2013 1448

07/03/2013 14:45
07/03/2013 14:46

07/03(2013 14:48

07/03(2013 14:48

07/03(2013 14:48

Study Priority = Stat, Call Results To ED Attending
Skudy Priarity = Stat, Call Results To ED Attending

Children 2-5 yrs HR = 160; 6-1Z yrs HR. = 140; = 12 yrs HR =120
IF 02 sats <93%, initiake 02 therapy to maintain 02 sats == 93%.

2.5 mq, Inhalant, Mebulized, AS DIRECTED for 3 dosels)

Give back to back treatments up to 3 doses or until asthma scare <8
0.5 mg, Saln, Nebulized, AS DIRECTED for 3 dose(s)

If asthma score == &; Give with first 3 Albuterol Treatments

Daily

‘Z Details

I 4 Wizzsing Required Details " Orders For Murse Review

Sign
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The detail window for your order opens. The Reason for Exam has an asterisk and is bold indicating it is
a required field. The field itself is yellow, another indication this field is required. Click the drop down

arrow to select the reason for the exam.

> Details for XR Chest 2 Views PAjLateral

Details ]B?.' Order Comments ] £F3 Offset Details ]

=2k 95

*Requested start date and time: [17/03/2013 | [« [112 =]

‘et Reading Interpretation = STAT:  ves (@ Mo

Frequency

Duration unit

Pertinent Medical/Surgical Hx and P...

*Isolation Code

Anesthesia Requested: ™ oves (Mo

*Priority (Obtain Study): [Stat

*Call Results/Critical Results To: |ED Attending

Duration: |

*Reason for Exam: | [

Special Instructions:

Sedation Requested; ™ ves (Mo

4 Miszing Required Details I Orders For Murse Review I

Sign |

You can complete or change other details to the order, if needed. Once you have finished collecting all

order details you can sign the order.

Missing Detail Notification

If you attempt to sign the order without satisfying the missing system required details, you will get a

warning prompt.

a The system does not allow signakture while any arder ko sign is missing required

order details,
Please complete the required details.

To display the first order detail that is missing, click 'First Dekail',

X|

Cancel | ¥ FirstDetaiII

From the warning screen, the First Detail button will take you directly to the first missing required detail.

The Cancel option will close the warning prompt.
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Offset Details

Allows you to establish different start times for orders within a PowerPlan.

¥ Details for XR Chest 2 Views PA{Lateral
Details ] [§5/ order comments ] i Dffset Details ]

ED Asthma - W, less than 20 kg (Initiated Pending)  Phase start; 07003502013 1443

Skart offset: I [ I LI Clear |

Actual start dateftime: 0700312013 14:48

4 Mizzing Reguired Details | Orders For Murse Review | Sign I

Ordering Physician window

When completing the PowerPlan the final step is to complete the Ordering Physician. This is the same
step as when entering individual orders.

Ordering Physician il

#*Physician name

[ 44|

*0Order Date;/Time

[orozzms H[=] [las =

*Communication type

Yerbal Read back
ProtocolfStanding Order
Order Management

oK I Cancel

Select the appropriate Communication type for your order:

Paper/Fax — the order is written on paper or faxed for entry

Phone Read Back — the order was taken over the phone

Verbal Read Back — the order was a verbal order

Protocol/Standing Order — The order was entered based on Standing Protocol order
Order Management —Used to clean up orders that need to be DC’d. For example if the
physician orders a urinary cath insertion, a urinary cath care order may be placed too. If
the urinary cath insertion order is DC’d the physician may not cancel the cath care order.
The nurse could cancel this order using the Order Management Communication Type.

O O O OO
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Decision Support Alerts

Decision Support Alert Window may display if medications ordered for your patient are contraindicated.
The example below shows a Duplicate Alert since the same medication has been ordered twice.

& Decision Support: ZZTest, Betty U - 00001164 ;Iglil

The new order has created the following alerts:

ipratropium &

4 Duplicate [2]
Severity Substance Details Skatus Inkeraction Information Reference Information
L] ipratrapium 0.5 my, Hebulized, &5 DIRECTED Ordered ipir sty opim-ipratropiomn E]
L] Ml 0.5 mg, Nebulized, 45 DIRECTED Ordered M Bl ]
4| | 5
Size Columns ko Window I @ Apply to allinteractions Qverride Reasan:
€ apply only to required interactions I ;I

ZZTest. Betty U - 00001164 | continue I Remove Mew Orderl

To override the alert select the reason from the Override Reason Drop down menu to address each alert
separately.

Or

You can select the Overide Reason in the bottom right corner to address all the alerts with the same
response.

Next, Select the Continue button or Select Remove the New Order button based on clinical judgment.

As always follow Hospital Policies and Procedures when handling these alerts.

Tip:
Clicking the hyperlink in the Interaction Information section will display additional information
related to the reason for the allert
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Discern Alerts

Discern Alerts are generated for Medication Dose Range Alerts. In the example below the ordered dose
is over the suggested dose range for METOCLOPRAMIDE. You can choose to Cancel the Order, Ignore
the alert or Modify the order and click OK.

= Dose Range Alert

The following violation was found:

The ordered dose {2 mg/kg IV Once} is OVER the
suggested dose range for this medication
{metoclopramide)

Suggested SINGLE DOSE range: 0.1 - 0.2 mg/kg.
{0.7 - 1.4 mq for this patient's Weight. Clinical {Dosing)
{7kg) recorded on 06/22/2012 15:53)

Adjusted variance SINGLE DOSE range: 0.09 - 0.22
mg/kg. (0.63 - 1.54 mg for this patient's Weight.
Clinical {Dosing) {7kg) recorded on 06/22{2012 15:53.)

~Alert Action

" Cancel order

& Ignore alert

 Modify order

Alert History |

Choosing Ignore alert will prompt you to enter an override reason. Select the reason for overriding the
med alert and select OK to continue and order the me.

Override Reason Form

Appropriate for Digease State
Multiple R outes/Frequencies
Intalerance, not true allergy

| Conflicting order(s] wil be d/c'd

: or Inappropnate slert
Current/previouzly talerated med
Dioze adjusted/mitigating med given
Other [pleaze specify details)

Additional Freetext Overide Reason:

[~
" o
K

Cancel | ]

As always follow Hospital Policies and Procedures when handling these alerts.
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PowerPlan Statuses

Initiated:

Initiated Pending phases move to a status of Initiated when you sign the Initiate action.
As the phase moves to a status of Initiated, the orders within it will have a status of
Order. All components (orders, outcomes, and interventions) within a phase get their start
date and time from the start date and time of the phase. Exceptions are those orderable
items previously assigned a start offset, to indicate that they are to start so many
minutes, hours, or days after the start of the phase or orders that have a specific start
date and time set in the order details.

Completed:

This status denotes a plan, phase, or order whose stop date and time have elapsed,
meaning that this plan, or portion of it, has been administered and is finished. A phase
will also go to a Completed status when all included components in the phase are in a
final status.

Discontinued:

Plans can be discontinued automatically at patient discharge. Phases and plans can also
be discontinued manually by taking a Discontinue action on them.

Void:

Phases and plans are voided when a Void action is taken against them.
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Removing an Order

To remove an order prior to signing, highlight the order in the navigator window, right click and select
remove. When the order is removed, it no longer appears within the patient record because it was never
submitted.

NOTE:

After a PowerPlan has been signed and submitted, it cannot be removed using the Remove option. If the
order is no longer needed, right click on the PowerPlan in the Navigator and select Discontinue.

< - | #% PowerOrders

= Add ; Document Medication by Hx | R Pls

Orders | Medication List |

Yiew
Orders For Signature
Plans
& Medical
D Status Migraine {Initiated)
-Insert PI¥ {Initiated)
D Asthma - WE lesc bhan 70 L,

Orders
D Diagnostic Tesh Evidence

D Consults Plan Information. ..
Tl cnnditinn .

A window will display which will allow you to check any components of the PowerPlan that you want to
keep. Otherwise, all the components will be discontinued.

Discontinue - ED Asthma - Wi. less than 20 kg Xl
Keep omponent Stakus Order Details
Patient C@re
[ @Nntifv Provider Wital Signs Ordered Children 2-5 wrs HR = 160; 6-12 wrs HR = 140; > 12 yrs HR >120
Medicatiofjs
r @albuternl Crdered 2.5 mg, Inhalant, Mebulized, A5 DIRECTED for 3 dosels)
Give back ko back treatments up to 3 doses or until asthma score < 8
r @ipratmpium Crdered 0.5 maq, 5oln, Mebulized, A3 DIRECTED for 3 doseds)
If asthma score == §; Give with first 3 albuterol Treatments
r prednisolLOMNE Crdered 32 mg, Liquid, By mouth, Once, STAT, Stop: 06/24/13 14:45:00
(prednisoLOME base) Max 40 mg
Respirat
T M[FreakFlows Ordered AS DIRECTED, Children = S vo. Before and after each Albuterol Tx.
r @Pulse Cimetry Ordered Doaily
Conkinuous
[ @’Cnmmunicatiun Ordet Ordered If OZ sats <93%, initiate 02 therapy to mainkain 02 sats == 93%.
-
(04 I Cancel |

Click OK at the bottom of the screen when you are done to continue the Discontinue process.
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Right-click Functions
Depending on the order you may or may not see all of these functions.
= Modify — When available, allows you to modify an existing signed order

= Copy - Allows you to copy the existing order and make modifications before signing
the new order

= Cancel Reorder—used to cancel an order and re-enter the same order with the
details modified as needed

= Complete - Allows you to complete orders that do not generate a task (example
Nursing communication orders (do not use for medication, lab or radiology orders)

= Discontinue/Cancel - Allows you to cancel a one-time existing signed order or
discontinue a continuing order. Recommended to use Cancel / DC and place new
orders when changing a medication’s Route or Concentration

= Void — Allows you to void orders that should never have been placed, for example
orders that were placed on the wrong patient

= Order Information - Displays the order information window.
=  Comments — Allows you to view any comments on the order
= Results — Allows you to see any related results associated with the order

= Reference Information — Allows you to see reference information in the system
related to the order

= Print — Allows you to reprint the orders sheet, a requisition for that order or a consent
attached to the order

» Advanced Filters — Allows you to create and save filters to view subsets of orders

= Disable Order Information Hyperlink — Allows you to disable the hyperlink on the
Order Name
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PowerOrders Profile Toolbar

<§

g 9 = addtoPhase - Start: ||:|5;24;2|:|1314:45 Stop: INl:une

Merge View

The Merge View can be used to review active orders adjacent to pending PowerPlan orders.

1. Click on the appropriate PowerPlan from the Navigator window.

. R ]
2. Click Merge View icon

& 4 addtopPhase - Start: ||:|6;'24;'2|:|1314:45 Stop: |N-:-ne

| | 'y | |Component Skakus Crder Comm...
% ED Asthma - Wt. less than 20 kg (Initiated), Ordered as: ED Asthma - Wt less than 20 kg
Last updated on: 06,24,2013 14:45 by: TestUser RN, EDMurse
H Patient Care

Iﬁ &g’ @ Matify Provider Vikal Signs Crdered

H Medications
M -ﬁﬁ’of‘ @ albuterol COrdered Give back to ...
il -Eﬁ’of‘ @ iprakropium Ordered If asthma sc...

View Excluded Components

Allows you to view the components of the PowerPlan that were not originally selected. To select and
additional component

Click on the appropirate PowerPlan from the Navigator window.

Click View Excluded components.

Click the check box beside the component to add

Complete the Ordering Physican window

Complete any needed details for the order

Click Orders for signature

Click Sign.

© N o g k~ w NP

Click the Refresh button

= Add ta Phase ~  Stark: I 06242013 14:45 Stop: I Mone

; | | = | |Cc\mpc\nent Skatus Crder Comnn =
% ED Asthma - Wt. less than 20 kg (Initiated) 06/24 /2013 14:45, Ordered as: ED Asthma - Wt less than 20 kg
Last updated on: 0624 /2013 14:45 by: TestUser RN, EDMurse

Diagnostic Tesks

[F =R chest 2 Views PAjLateral
[ =R cChest 1 View Portable
Paktient Care
M =8 @ Makify Provider Wital Signs COrdered
B Insert PIV
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Discontinue Button

The Discontinue Button opens up the discontinue window where selected components of the PowerPlan

can be removed.

Deselected items will be discontinued from the Powerplan.

In the Keep column you can select the items you wish to remain as part of the plan.

4§ Qg,:+ Add ko Phase = Start: ||:|5124x2|:|13 14:45  Stop: INDne

E

| W | |Cu:um|:u:unent Skatus Qrder Comm,.

ED Asthma - Wt. less than 20 kg (Initiated), Ordered as: ED Asthma - Wt less than 20 kg
Last updated on: 06,24,2013 14:45 by: TestUser RN, EDMurse
B Patient Care

Iﬂ & E Mokify Provider Vikal Signs Ordered
B Medications
v -Euﬂ:{‘ E albukerol Crdered Give back to ..
v —:’iﬁlg" @ iprakropium COrdered If asthma sc...
1. Click on the Discontinue Button
2. Click on the items in the Keep column you wish to keep

Note: Any items not selected will be discontinued from the plan.

Discontinue - ED Asthma - Wt. less than 20 kg Xl
kKeep  [omponent Skatus COrder Details
Patient Cage
- @Natify Provider Yikal Signs  Ordered Children 2-5 yrs HR, = 160; 6-12 wrs HR = 140; = 12 yrs HR =120
Medicatior
r @albuterol Crdered 2.5 ma, Inhalant, Mebulized, A5 DIRECTED for 3 dose(s)
Give back to back treatments up ko 3 doses or until asthma score < 8
r @ipratrnpium Ordered 0.5 ma, Soln, Mebulized, AS DIRECTED For 3 dosels)
If asthrma score == 8; G@ive with first 3 Albuterol Treatrments
r @prednisuLONE Crdered 32 ma, Liquid, By mouth, Once, STAT, Stop: 06/24/13 14:45:00
{prednisoLOMNE base) Max 40 mg
Respirator|
- @Peak Flows Ordered A5 DIRECTED, Children =5 wo. Before and after each Albuterol Tx,
Pulse Ciximetry Crdered Doaily
r @Continuous
- @Communication COrder Ordered IF O2 saks <93%, initiate O2 therapy to maintain 02 saks == 93%,
oK Cancel
3. Select the OK button
4. Enter the reason for discontinuing the components
5. Complete any needed details for the order
6. Click Orders for Signature
7. Click Sign.
8. Click the Refresh button

Introduction to Clinical Documentation for Emergency Department Nursing




Introduction to Clinical Documentation for Emergency Department Nursing

Right Click Functions for PowerPlans

Additional functionality is available for PowerPlans in the Navigator section of PowerOrders. By Right-
clicking in on a Powerplan you can access the following functions:

< 30 minutes ago

- | # PowerOrders s

== Add ,-;." Docurnent Medication by Hx | R Plans {07 Errar =

Orders | Medication List |

M 43% @ +addtoPhase~  Stark: | 08i24/2013 14:45  Stop: | None

Yiew
Glrs ey e " | b | | i | |C0mp0nent Skatus Order Cormrm_* |
Flans — ED Asthma - WE. less than 20 kg (Initiated) 06,/24,/2013 14:45, Ordered as: ED Asthma - Wt less than 20 kg
& Medical Last updated on: 06/24/2013 14:45 by: TestUser RN, EDNurse

=ED Status Migraine {Initiated) B Diagnastic Tests
“Insert PI¥ {Initjee ™

[ R Chest 2 Views PAjLateral
[ R Chest L View Portable

ED Asthma - Wt. B Discontinue |,
?rders E 1 & @’ Matify Provider Vital Signs Ordered
D Diagnoskic Tests @j Insert PIV
|:| Consults Flan Information. ..
g-QCDndition = ] —:ﬁﬁ’d‘ @ albuteral Ordered Give back bo —
Discontinue
Performs the same function as the Discontinue button on the toolbar. The Discontinue Button
opens up the discontinue window where selected components of the PowerPlan can be removed.
In the Keep column you can select the items you wish to remain as part of the plan. Deselected
items will be discontinued from the Powerplan.
Evidence

Opens the CHKD Pathway for selected plan
Plan Information

Opens to a Plan Information window which displays the progression of the plan.

Introduction to Clinical Documentation for Emergency Department Nursing 72



Introduction to Clinical Documentation for Emergency Department Nursing

Discontinue Selected PowerPlan Orders

1. Click the PowerOrders tab.

2. Right-click the desired plan found in the Navigator window

3. Select Discontinue

4. Unclick the selected order(s) you wish to continue.

5. Complete the Ordering Physician Window (Enter Physician and Communication Type)
6. Complete required details

7. Click Orders for Signature; the discontinued orders display.

8. Click Sign.

9. Click Refresh .

+ Add to Phase

To add an additional order to a PowerPlan that was not included in the orderset complete the following
steps:

1. Click on the approprate PowerPlan from the Navigator window.

2. Click Add to Phase and select Add Order.

3. Enter the order name in the Find field.

4. Click Search.

5. Double-click the desired order.

6. Click Done.

7. Complete order details.

8. Click Sign.

9. Click the Refresh button to refresh.

Note: If you select the regular ADD button the order will not become part of the plan. You must use the

Add to Phase button to include it as part of the PowerPlan.
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Adding Preferred Pharmacies

In PowerChart, you can specify a preferred pharmacy for patients.
A Patient Pharmacy button appears on the toolbar.

7ITest, Betty U - 00001164 Opened by TestUser RN, EDNurse — I Dlll

Task Edit  Wiew Patient Chart  Links  Options  Current  Add  Help

Tracking List ,;:(\ Patient List |_ QED Puolicies = Issue Collector ﬁndmitting Lisk Med Code Sheet QNursing Policies QMedicaI Resources QKiD Katches Access =
ETear OFf @nttach IﬁmSuspend !]ﬂ_Exit @ Calculatar @Message Sendef E‘; Patient Pharmacyll h Encounter Locakion Histary Viewer =

_
By selecting this button, you are able to enter the preferred pharmacy for the patient.

Custom Patient Preferred Pharmacies

ZZ7Test, Betty U Age:3 years Sex:Female Loc:CHKD-ED
DOB:06/17/2010 EMR:00001164 Fin#:000075167 Emergency [06/1...
Allergies: Allergies Not Recorded Clinical{Dosing) W...
The default pharmacy is displayed in the Patient Preferred tab with bold text.
Patient Preferred Search
Pharmacy Mame Phatmacy Mame Address Cross-Street
I VS At # fi )
Address CWS Pharmacy # 1930 6100 LAKESIDE AVEMUE RICHMOND WA 23228
I - 5 Pharmacy # 2307 7590 STAPLES MILL ROAD RICHMOMND Wi 232285
iCIt 5 Pharmacy # 2389 9501 WOODMAN RD. RICHMOMND Wi 232285
Skate
| wa
Zip Code
| 23228
Phaone
Fharmacy Type: Filker Fesulks By:
% Retail [T specialky
© Mail order [ 24-hour
Long-term Care
Search I
[ Remember search options
1 | »
Close |

To add a Preferred Pharmacy, complete the following steps:

1. Click the Patient Pharmacy button from within the patient’s chart.
The Custom Patient Preferred Pharmacies window will appear.

2. Search for the pharmacy by entering the name, city , state and or zip code. Remember, the more
information that you enter, the more the system will narrow the search and return results quicker.

3. Select the Pharmacy Type (if needed)

4. Select to filter results by: Speciality, 24-hour or Long-Term Care.
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5. When the desired pharmacy is located, right click and select ADD.
The pharmacy will be added to the Patient Preferred Pharmacy tab.

Note: if multiple Pharmacies are added to the Patient Preferred Pharmacy tab, you can right click on the
“set the preferred pharmacy”. You can also Remove a Pharmacy but you cannot Remove one entered

from a location other than the ED.

Fatient Prefarred | Search |

FPharmacy Hame | Address

| ity

| State | Zip Code |

S Pharmacy # 1372

CY¥S Pharmacy # 2338 700 MERRIMAC TRAIL WILLIAM. .
E404 | LU i G TON

Remave

YA 5
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Practice Scenario for PowerPlans

After CPOE is implemented, physicians should typically enter their requested orders. However, at times
nursing will need to enter these orders.

Ask instructor for the correct physician’s name to use for all of the following orders.
Scenario 1:

Dr. has asked you to enter a PowerPlan for Oxygen Therapy.
Include the following orders:

Oxygen Therapy at 2lpm to keep the SpO2 greater than 96.
Pulse Oximetry Continuous

Add to Phase an iSTAT ABG to the Oxygen Therapy PowerPlan
Scenario 2:

Dr. has written an order for the ED Status Migraine Plan.
He is with the patient now and asked you to enter the order.
Include the following orders:

Vital Signs

Pain Assements

Insert PIV Nursing Assessment

Precautions

Positioning

Pulse Oximetery Continuous

Oxygen Therapy 1llpm via mask

Sodium Chloride 0.9% (0.9% Sodium Chloride Bolus)
Sodium Chloride 0.9% (0.9% Sodium Chloride)
Sumatriptan 6mg syringe, subcutaneous, once

Scenario 3:

Dr. asked you to enter an order for the ED Asthma PowerPlan for your
patient. Keep in mind the patient’s weight when entering the plan.
Include the following orders:

Notify provider of vital signs
Peak flows

Pulse Ox continuous
Albuterol 5mg inhalant
Dexamethosone 8mg

XR chest 1 view portable

The patient is also complaining of chest pain and has a history of irregular heart rhythm. Add an
order for a cardiac Doppler ultrasound and an iISTAT ABG to the ED Asthma PowerPlan. (Make
sure to use the Add to Phase option when adding this order).
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Scenario 4:

Dr. is planning to write prescriptions for the patient upon discharge
and asks you to obtain the information for the patient's preferred pharmacy.

The patient’s preferred pharmacy is The CVS Pharmacy at 700 Merrimac Trail in Williamsburg

Scenario 5:

Dr. asked you to enter an order for the ED Adult Chest Pain
PowerPlan. Request the following orders in the PowerPlan::

Monitor

Oxygen Therapy 2L nasal cannula
Pulse Ox Check

Aspirin

Morphine (morphine 1V) 5mg
iISTAT Chem 8 Components

EKG and repeat as indicated

Scenario 6:

Cancel the Albuterol 5mg inhaled and ordered by Dr. with the ED Asthma
PowerPlan because it was ordered in error. Add to plan an order for Albuterol MDI in its place.

Scenario 7:

The ED Adult Chest Pain PowerPlan was entered in error for Dr. .
Discontinue the entire PowerPlan. (Since you signed this PowerPlan you cannot “remove” it.

Scenario 8:

Add an ED Seizure PowerPlan for your patient. The physician is Dr.
Include the following:

Seizure Precautions

Insert PIV

Pulse Oximetry Continuous

Oxygen Therapy

D5W % NS w/KCI 20 mEq in 1000ml
Carbamazepine 100mg

CBCA

Cabam Level, last dose today at 0800

iISTAT Collection Blood Gases

EEG Awake/Drowsy w/stem for seizures, no isolation
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SECTIONV  Task Management

Introduction

Task Lists are used to identify tasks that clinicians need to perform and to document those tasks.

In the Emergency Department you will always use the Single Patient Task List that displays within your
patient’'s chart. The Single Patient Task List displays only those tasks for the selected patient.

Tasks in the Emergency Department are generated by orders placed for a patient. Not all orders will
generate tasks.

Features

Assigned tasks retrieval

Ability to modify types of tasks being retrieved
Filterable views

Ability to document tasks

Ability to reschedule tasks

Ability to view order information

Objectives

In this lesson, you will learn how to:

Retrieve assigned tasks.
Complete / chart assigned tasks.
Manage views of task lists.

Customize task lists.
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Single Patient Task List

The Single-Patient Task List is found by opening a patient’s chart and selecting the Task List tab.

It lists all tasks for a specific patient and displays limited additional information, such as the task status,
scheduled date and time, and the details of the order associated to the task.

Task Completion Methods

Depending on the type of task, the completion method may differ. Tasks can be completed by any of the
following methods:

Chart Done or Chart Done Date/Time
PowerForms
iView (Activity View Windows)

Accessing the Task Lists

To access the Task List from any location within PowerChart complete the following steps:

1. Open a patient’s chart and select the Task List tab.

I1Test, Betty U - 00001164 Opened by TestUser RM, EDNurse _ | I:Illl

Task Edit  Wiew Patient Chart  Links TaskLlist  Options  Help
ETracking Lisk ,;‘:(\ Patient List | _ EQED Falicies - Issue Collectar Qndmitting Lisk QMed Zode Shest QNursing Folicies QMedical Resources QKiD Katches Access -

ETear Off znttach ﬁm5uspend ﬁﬂ_Exit @ Calculator @Message Sender E.‘; Patient Pharmacy ~h Encounter Location History Yiewer -

ZfTest, Bett... =

ZZTest, Betty U Age:3 years Sex:Female Loc:CHEKD-ED
DOB:06/17/2010 EMR:0000116<4 Fin#:000075167 Emergency [06/
Allergies: Allergies Not Recorded Clinical{Dosing) W
T € - | % TaskList BIPrint > 2 ho n
Task List = v @ E g R |
&= add Scheduled Patient Care
&= pdd Task retrieval completed
| |Task Skakus |Task Drescription |Mnemonic
© "9 @, rending InfFusion Eilling DS 1J2MS 1000 mL 4
= add
! < | r
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To access the Task List while on the Tracking List complete the following steps:

1. Open your patient’'s Chart from the Tracking List.

or

2. Look up the patient by clicking on the associated | - 4| icon.

Single Patient Task List Components

The SPTL is displayed as a tab on the patient's chart.

7 Test, Betty U - 00001164 Opened by TestUser RN, EDMurse — | I:Illl

Task Edit  Wiew Patient Chart  Links TaskLlist  Options  Help
§Tracking Lisk ’::3:‘ Patient List | _ EQED Policies = iIssue Collector Qndmitting List QMed Code Sheet aNursing Policies QMedicaI Resources QKiD Katches Access | _

ETear Off Eﬁ\ttach mSuspend jlﬂ_Exit @ Calculator @Message Sender @, Patient Pharmacy & Encounter Location History Viewer = Refresh

ZZ7Test, Bett... = List Button

22 Test, Betty U Age:3 years Sex:Female Loc:CHKD-ED
DOB:06/17,/2010 EMR:00001164 Fin#:000075167 Emergency [06/
Clinical(Dosing) W

Allergies: Allergies Not Recorded
Menu Ll < - | # TaskList

Task at-a-Glance Bar 6 B |

Information Bar

o add Scheduled Patient Care

& add Task retrieval completed
|Task Skakus |Task Descripkion Mnemaonic
Pending Infusion Billing LSy 1725 1000 mL 3
Component _
P Description

The Refresh Button displays the time that

Refresh Button the data were last refreshed.

The Information Bar in the SPTL located
Information Bar above the Scheduled Patient Care sub-
tab displays the selected date range for
tasks

The TAG (Task-at-a-Glance) bar is the
first untitled column in the Single or Multi-
Patient Task List.

Task-at-a-Glance Bar
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Information Bar

The Information Bar in the SPTL displays the selected date range for tasks.

The tasks that are displayed on the task list are generated from the date range in the system. If the
date is inaccurate, the current tasks may not display.

I7Test, Betty U - 00001164 Opened by TestUser RN, EDNurse

— |I:I| Xl
Task Edit  View Patient  Chart  Links TaskLlist  Options  Help

! Tracking List 111} Patient: List | _ QED Policies | _ [l 1ssue Callector Qndmitting List QMed Code Sheet QNursing Palicies QMedical Resources QKiD Katches Access | _

ETear Off Eﬁttach mSuspend ﬂﬂ_Exit ﬂ Caloulator @Message sender &, Patient Pharmacy  h Encounter Location History Viewer =

ZZTest, Bett... «x Lisk
27 Test, Betty U Age:3 years Sex:Female Loc:CHKD-ED
DOB:06,/17/2010 EMR:00001164 Fin#:000075167 Emergency [06/17/2...

Allergies: Allergies Not Recorded cl I{Dosing) Wt

Menu L 4 - | #% TaskList B Print

Task List v @ E é & |

o Add Scheduled Patiel e

& add Task retrieval completed
| |Task Skakus |Task Descripkion |Mnemonic |
______________ @ Iﬂﬂo Pending Infusion Billing DSy 1f2M3 1000 mL 3

To change the date range:
1. Right-click on the date range in the Information Bar and select Change Time Frame Criteria.

2. Enter the date range information you want on the Task List Properties dialog box that opens.

Task List Properties ll

Time Frames |

Choose one of the following:
’7(" Defined Time Frame € Hour Interval % Generic Time Frame ‘

Range

12 Hour Day Shift (a)
12 Hour Might Shift (B)
@ Hour Day Shift (D)

@ Hour Evening Shift (E)
@ Hour Might Shift (R

7 Previous
& Current
& Hext

Shiow me riy: |15:DD vl

Fom: [o8202m3 | =[] 57 =]
o [ezezn: ] el =

Cancel |
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Task-at-a-Glance Bar

The TAG (Task-at-a-Glance) bar is the first untitled column in the Single Patient Task List. This column
displays a color or color/symbol to assist you in identifying the status of each task.

- | # Task List EIFrint ¥ 0 minukes ago

v & E @ B[

Scheduled Patient Care

Task retrieval completed
| |Task Status |Scheduled Date Time |Mnem0nic Order Details Task Description
&£ InProcess 0&/28/2013  15:42 CHED Pediatric Admission Histary
- InProcess O6/28/2013  16:21 CHED Pediatric Admission Hiskary
! InProcess 070212013 0:55 CHED Pediatric Admission Histary
! InProcess 07/02/2013  10:08 CHED MICU &dmission History
FF g overdue 07/03/2013  0&6:00 ISTAT Collection  GElucoss Lewel iSTAT Collection
L L o) i} i1 4 14 a—T AT il L 1 1 1 a—T AT il L

In the screen shot above, two tasks are in an overdue status, indicated by the alarm clock icon in the
Task-at-a-Glance-Bar. Overdue tasks will always display on the Task List regardless of the date range.

Check the TAG (Task-at-a-Glance) column to determine the status of a task or to open Quick Chart or
Chart Done for a selected task.

Status Indication

To see the indicator definitions, select Task-at-a-Glance Legend from the Options menu.

Quick Chart

Single-clicking the TAG bar opens the Quick Chart or Chart Done functionality for Pending, Overdue, or
Canceled/Discontinued tasks. You can chart some tasks simply by clicking the icon on the task-at-a-
glance bar. .

Scheduled Patient Care

Task retrieval completed

|Task Skatus |5chedu|ed Date/Time Mnernanic |Order Details Task Descripkion
Crverdus O7/03/2013  06:00 iSTAT Collection Glucose Lewvel iISTAT Calleckion
Civerdues O7/03/2013  14:00 iSTAT Collection  Glucose Lewvel iaTAT Collection
Civerdues O7/03/2013  ZZ:00 iSTAT Collection  Glucose Lewvel iaTAT Collection
Crverdus O7/04/2013  00:00 MARChart Check 07f04/13 0:00:00 MARChart Check.

Once selected the Charted Done Window displays. Clicking OK will chart the task for the date and time
displayed. You can also change the date and time if needed prior to selecting OK.

|+ iSTAT Collection (Chart Done) - TRAI ll

Date/Tine: | IRNTEME =] [0905 =]
Performed by: ITeSt,HN ﬁl

a4 I Cancel I
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Chart Done for Lab “Need to Collect” Task

When a “Need to Collect” lab task is displayed on your patient’s task list you can hover over that task to
view the Order Details for the Task.

| Pending Meed to Callect: 1 Blue Yolurme 1.80 mlL, Accession # 1
Wolume 2,80 ml, dccession # 12-21 2-000025 4

Order Details Grouped by Container

Bld Anaerobe - Accession #BL-12-0000030 A - Yolume 3.00 mL- RT -
Pending
C Bld Anaer; Blood Central Yenous Line, Routine, BT - Routine, 07/30/12
101800, 0743012 10:18:00, Murse collect, Print label /M Ordered; Dispatched
Bld Aerobe - Accession #FG-12-0000006 A - Yolume 3.00 mL- RT -
Pending
C Bld Fun; Blood Central Wenous Line, Routine, AT - Routine, 07/30/12 10:18:00.
0743012 10:18:00, Murse collect, Print label 74N ; Ordered; Dispatched

Order Yiew I

Single-clicking the TAG bar for the “Need to Collect” task opens the Associated Container Task Window.

Associated Container Tasks - ZZTest, Betty U - 00001164 ll

Please select the containers which should be completed with this action

V¥ RedjGold, Accession #13-189-000133 A, 0.7 mL

[orjoazorz | [=] [ose0 | =]

Performed By: ITestUser FM, EDMurse Ml

Ok | Cancel |

Once the window opens, you can chart on all of the components to be drawn at that time. Deselect those
that will not be drawn by deselecting the check mark by the component. You can also change the date
and time at the bottom of the window if needed and then select OK to chart as done.

Any components of the task not completed at that same time will generate an additional task for that
component(s) on the task list to be completed a later time.

REMINDER: You must also go back to the Tracking List to document the procedure collection via the
associated PowerForm by clicking the “ED Specimen Details” icon from the toolbar. Another option to
complete the procedure collection documentation is to enter this information directly in iView.
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Task-at-a-Glance Legend

The Task-at-a-Glance Legend provides an explanation of the symbols used on the Task-at-a-Glance Bar.
To open the Task-at-a-Glance Legend, complete the following steps:

1. From the Options menu, select Task-at-a-Glance Legend.

Task Edit  Miew Patient  Chart  Links  Task Lisk Help
 Tracking List 4 Patient List _ | @YED Polidies _ : [Z]1 Task List Properties. ..

= e Task Display. ..

= R h e Crder Wiew

DOB uo Task, e
L - - L - - 1 2 O (] -
[]
Select Al

v @ 1= f Deselect Al
|:. Indicators

Automatic Refresh 3

Srhadulad P

2. Review the Legend, and click OK when finished.

Task-at-a-Glance Legend il

A task in a Pending status.

J A task in a Pending status that cannot be Quick Charted or Quick Charted as Done.
I Atask in a Canceled / Discontinued status.

" | Ataskin a Complete status.

£ A task that was completed as Chart Not Done.

ﬂ A task in an In Process status.

¥ | Atask in an Overdue status.

jﬂ A task in an Overdue status that cannot be Quick Charted or Quick Charted as Done.

m'"m A task in a Pending ¥Yalidation status.
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Task List Toolbar Buttons

- | #4 Task List BIFrint & 2 minutes ago

T

Definitions of buttons used on the Task List toolbar are shown below:

Button Action

il Chart Done—Allows you to chart the task as Done.
(Results are entered as Done.)

Not Done—If a task is unable to be performed, click this
button. The status of the task then becomes Complete.

@

Quick Chart—Same functionality as Chart Done. Allows
you to chart the task as Done. Not available in all
departments. (Results are entered as Done.)

i

Un-chart—If a task was started or completed accidentally,
Un-chart reinitializes the task to a Pending status.

&

Reschedule This Task—Opens the Reschedule dialog box
so a task can be rescheduled.
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Options Menu

The Options Menu can be accessed by clicking on Options on the menu bar from the Task List.

The Options menu contains the following commands:

Command

Action

Task List Properties

Opens the Task List Properties dialog box so time frames or patient
lists can be selected

Task Display

Displays the Viewing dialog box for the selected task so filters can be
viewed or changed. (Ex: Completed orders, Discontinued Orders, All
Orders)

Order View

Displays a column (third from the left) with icons that show the task is
a single task (icon is a gray square) or that there is a list of tasks that
belong to the same order (plus or minus sign). The plus sign displays
when only one of the group of tasks related to an order is displayed.
The minus sign displays when all tasks associated with an order are
displayed. Tasks cannot be sorted in this mode.

Task View

When checked, the Order View column does not display. Tasks are
not grouped by order, and they are allowed to be sorted. (This cannot
be unchecked.)

Task at-a-glance Legend

Displays the task status icon legend.

Selects all tasks that are not selected.

Select All
Deselect All Deselects all selected tasks.
. Toggles on or off the Indicators column. (Example: Nurse review
Indicators

glasses)

Automatic Refresh

Allows you to indicate how often the screen is to be refreshed, every
5, 15, or 30 minutes. You also may turn off this indicator by selecting
Off. (It is imperative to refresh your display normally by clicking the
Refresh button even if this option is used.)

Introduction to Clinical Documentation for Emergency Department Nursing



Introduction to Clinical Documentation for Emergency Department Nursing

Task Display Filter

The Task Display provides a means to filter the tasks by their status. The system always displays tasks

in an Overdue status. The default in the Emergency Department is to display all task statuses for the
selected patient, Completed and Pending. Filters can be changed if needed.

Complete the following steps to change the filter:

1. Select Task Display from the Options Menu. The Viewing window appears.

ANK, BETTY L

Options | Help

Task Lisk Properties. ..

| Task Display...

Order View

Task View
Task-at-a-Glance Legend. ..
Select Al

Deselect All

Indicators

Aukomnatic Refresh

Viewing: Scheduled Patient Care

[~ Status

I al

W Completed

[~ Pending Yalidation

¥ Overdue

¥ Pending

¥ InProcess

[ Discontinued / Canceled

™ suspended

[~ Time Parameters

 al
¥ scheduled
[# FRN

¥ Continuous

 Medications

I all Medications
I~ s
= TP

[T Response

[ Location Fiters

- Task Types

- IE Mo Location Filer
-] Location Groups
B-E] Al Locations

= al Find: |

Assessment

Basic Care

Car Restraint
Cardiac Rehabilitation
Cardiology

Chosen Task Types:

Bt T Monitoring
Continuous Infusion Biling
Emergency Care

General Assessments
Murse Collect

Mursing

Case Management Mursing Tasks

Child Life Patient Activity

Clinical Pharmacy Patient Care

Collection PO Asmt/ T fMonitoring

Conkinuous Asmt‘Tx‘Monltonni PO Msg/RT Inptatient
PRMN Response

Critical Care Respiratary AsmtiTx/Maonitaring

Diagnostic Cardiology

Dietary -

£k,

Liginal Setin: |

Saye I K I Cancel
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Under Status, select applicable statuses of the tasks that you want displayed on your task list.

Status Explanation

All Displays all tasks.

Completed Displays all tasks with a status of completed. These
will default to remain on the task list in the
Emergency Department.

Pending Validation | This task status will not be used.

Overdue Displays all tasks with a status of Overdue. The
system automatically displays tasks with this status,
and this cannot be deselected.

Pending Displays all tasks that have not been charted (tasks
that are waiting to be completed).

In Process This task status will not be used.

Discontinued / If the order that triggered a task is discontinued

Cancelled /cancelled, the associated tasks will also become

discontinued /cancelled.

3. Click OK. Tasks with any of the selecting statuses are displayed.

Refresh Button

The Refresh Button tells you the last time the data on display were refreshed. Click the button to perform
a manual refresh and to display up-to-date information.

~ | #4% Task List BIFrnt & 4 minutes ago

v O H BRI

Scheduled Patient Care

Task retrieval completed

| |Task Skakus |Task Descripkion |Mnemu:uniu:
@ E, pending Infusion Eiling DSW 17205 10

Tips and Tricks

It is_imperative to refresh your display by clicking on the Refresh Button. Otherwise, the data that you are
looking at may not be up-to-date.
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Setting Up the Task Lists to Display Tasks

Filters provide the ability to limit the tasks that are displayed on the task list, thereby, keeping the task list
more manageable. Task lists can be filtered by time (ex. to see tasks for only one day or one shift) and
by status (ex. to show only Pending tasks or all tasks).

Filtering Tasks Using the Time Frame Filter

Complete the following steps to change the Time Frame Filter:

1. From the Options menu, select Task List Properties

I7Test, Betty U - 00001164 Opened by TestUser RN, EDNurse

Task Edit  Wiew Pakient  Chart  Links  Task List

: Tracking List 4 Patient List |_ : @Y ED Policies |_ : [Z]13

ZZTest, Bett... =« Task Display. ..
ZZTest, Betty U Order Yiew

Task View

Allergies: Allergies Not Recorded
Task-at-a-Glance Legend. ..

MMernu
Select all

Task List Deselect Al

e Indicators

ED Surnmary &utomatic Refresh

— - 1 P P T T

Right-click the Information Bar and select Change Time Frame Criteria.
- | #4 Task List BIFrint & & minutes ago

v @ H B BI|&E

(Both options will open the Task List Properties window.)
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2. When the Task List Properties window is displayed, select the appropriate Time Frame Option.

Task List Properties ll

Time Frames |

“haonse one of the Following:
’71"' Defined Time Frame ¢ Hour Interval @ Generic Time Frame ‘

F.ange
€7 Previous | |12 Hour Might Shift (B)

& & Hour Day shift (D)
* Current & Hour Evening Shift (E)
& next & Hour Might Shift (M)

12 Hour Day Shift {4)

Show me my': IUQ:UU - I

To

Fom: 0672072013 <[] [ =

[erzarzz =[] [158 =

OK I Cancel

Defined Time Frame

A predefined time frame, such as a shift, that has been built into the
database. With the defined time frame option selected, the Range
selection becomes active. The Range selection allows you to view
tasks for the current shift, the previous shift, or the next shift.

Hour Interval

A filter of only one hour’s time for the current day. When this option
is selected, the Show Me My portion of the Task List Properties
window will become active, allowing you to specify a specific hour’s
worth of tasks to view.

Generic Time Frame

A time frame to be defined by the user for unique shifts or for past
task data retrieval. With the Generic Time Frame option selected,
the From / To portion of the Task List Windows becomes active,
allowing you to view tasks from the past or the future.

3. Click OK when finished.

Considerations

. If you select the day shift of 0700 to 1500, when 1501 arrives the view will be set to 0700 to 1500 for

the next day.

. There is a limit of 1,000 tasks that can be retrieved. For this reason, you should not ask the system

to retrieve more than three months worth of tasks when using the Generic Time Frame option.

. If you work a schedule that is not included in the Defined Time Frame, use Generic Time Frame and

enter the date and time information of your scheduled shift.
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Task List Right-Click Menu

When you right-click a task on the task list, a context menu is displayed.

depending on what task you have right-clicked.

Command Action
Chart the task as Done.

Chart Done (Results are entered as Done.)
Chart the task as Done, allowing
you to set the date and time to

Chart Done stamp on the results. (Results

(Date / Time)

are entered as Done.) This
option also allows you to chart a
task for someone else.

Menu options may vary

Chart Not Done

Indicate selected tasks were not
done. Must enter a reason why
the task was not done.

Reschedule This

Allows you to reschedule tasks
that cannot be completed at the

Task current time.
Displays who entered the order,
Order Info who ordered it and when, and

the "owner" department

Create Admin

Opens the Create Admin Note
Dialog box and allows the user

Scheduled Patient Care

Task retrieval completed

hart Done
Zhart Done (Date/Time, ..

Zhart Mot Done,..
Guick Chark
Chart Details...
Inchatk, ..

Reschedule This Task, ..

Prink

Crder Info...
EwentfTask Summary
arder Comment, ..
Order Ingredients. ..
Create Admin Mote. ..
Reference Manual. ..

Patient Snapshat. ..

Select all
Deselect Al

Note to create an admin note.
Opens Online Reference
Information, including Preps, etc.
Manual Information available, nothing
appears when this option is
selected.
) Displays site-defined information
Patient such as the patient’s diagnosis
Snapshot and allergies.
Selects all tasks that are not
Deselect All Deselects all selected tasks.
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Charting Tasks as Done and Done(Date / Time)

To chart atask as done (performed / completed) with a date / time stamp, complete the following

steps:
1. Select the task from the Task List.

2. Right Click the Task and select Chart Done (Date / Time).

x-F-F N

Scheduled Patient Care

Task retrieval completed

Task Skatus
| Pending

Task Description

Chart Done

i lume 10,00 L, Accession # 13-182-000132 &

Wnchark,. .

Reschedule This Task. ..
Prink

order Info;. .
Order Comment, ..
Reference Manuali.

Patient Snapshot. ..

Select Al
Deselect Al

e Pending me 0,70 mlL, Accession # 13-189-000133 A
O w T, pending Chart Done (Datei Time). ..
Chart Mok Done. ..
ik Chart
hart Betails [ Modif...

DWW 112M5 10

3. Inthe Chart Done window, enter the date and time that the task was completed. If the task was
completed by a clinician other than you, enter their name in the Performed By field.

i’Bhuna :I

Perfarmed by ITestLlserFEN, EDMurse ﬁl

[ o ]

N7 (082013

Drate/Time:

X|

Zancel

4. When finished, click OK.

5. A checkmark will appear in the Task-at-a-Glance column, indicating that the task was charted as
Done. Once the screen is refreshed by clicking on the Refresh Button, the task may disappear
from the task list (this may vary, depending on if the task list is filtered to show ‘All’ or ‘Completed’

tasks.)
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Rescheduling Tasks

Occasionally a task cannot be completed at the time it was scheduled. Tasks that cannot be completed
but can be completed at a later time (example: the patient is unavailable at the scheduled time), should

be rescheduled. Rescheduling a task will simply move it from the current schedule to the new schedule.

If you are unable to complete a task at the scheduled date and time, it may be possible to reschedule it.
The ability to reschedule a task is a database setting. The standard setting allows the ability to
reschedule a task for 72 hours after its scheduled date and time. However, additional rescheduling
parameters are listed below:

Overdue
(The length of time Retention Time Reschedule Time
th?éma;ﬁ]s:(nc;n (The length of time that a (The number of
Department . charted task will remain hours up to which a
pending status . ~
. on the task list before it is task can be
before it is dropped.) rescheduled.)
considered bped. '
Overdue)

Peripheral 24 Hours 30 Days 72 Hours
Vascular Lab
EEG 24 Hours 30 Days 72 Hours
Hospital School 24 Hours 15 Days 72 Hours
Program
Infection Control | 24 Hours 15 Days 72 Hours

Screening - 48 hrs | 1 Week Screening - 72 hrs
Nutrition Consults — 24 hrs Consults — 72 hrs

Diets — 4 Hours Diets — 24 Hours
PT, OT,and ST | 24 Hours 15 Days 72 Hours
Respiratory 1 Hour 15 Days 24 Hours
Therapy
Sleep Lab 24 Hours 30 Days 72 Hours
Pulmc_)nary 24 Hours 30 Days 72 Hours
Function
Cardiology 24 Hours 30 Days 72 Hours
Social Work 24 Hours 15 Days 72 Hours
Nursing 1 Hour 5 Days 72 Hours
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To reschedule a task:

1. From the Task List, select a Pending task.

2. Right-click the task, and select Reschedule This Task from the menu. The following dialog box

appears:
Reschedule iSTAT Coll il

Currently scheduled date and time

0710872013 10:06

Rescheduled date and time

[oerors ][] [ 2]

Rescheduling reason

a4 Cancel

3. Select the Rescheduled date and time and a rescheduling reason.

4. Click OK. The task displays with the new date and time.

Tips and Tricks

The OK button remains unavailable unless the rescheduled date and time fall within the defined range.

See the Rescheduling Parameters Chart above for more information.
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Charting Tasks as Not Done

To chart a task as Not Done (performed / completed), complete the following steps:

1. Select the task from the Task List.

2. Right Click the Task and select Chart Not Done (or select ‘Chart Not Done’ from the Task Menu)

- | #4 Task List

v @0 # B @

BIFrint ¥ 1 minutes ago

Scheduled Patient Care

Task retrieval completed

| |Task Skatus |Task Description

|Mnem0nic
Pending

Meed to Colleck: 1 Urine Cnkr Wolurme 10,00 ml, Accession # 13-159-000132 &

Pending PMeed to Collect: 1 Red/Gold Yolume 0,70 mL, Accession # 13-189-000133 A
& |Pending isTAT Collecting
© "o B, Pending Infusion Billing

Chart Done

Chart Done (DatefTime). ..
Chart Mot Done. ..
Cuiicl chavk

lisTAT Collectio
DY 1/2H5 10

3. The Not Done window will appear. Select a reason that the task was not completed from the
Drop-Down Menu. Enter any related comments in the Comment field.

x
v O|%

*Performed on: [D7j08/z013 :”3 [toos :I By: TestUser RN, EDMurse
*Reason Not Done: [N
Camment:

4. Once areason that the task was not performed is selected, the Sign (checkmark) icon will
become active, allowing you to sign the task as Not Done.

X
‘Jolw

< iSTAT Collection (Mot Done) - ZZTest, Betty U

*Performed on: Ig?mal{zgm ﬂB I 1009 ﬂ By: Testlser RN, EDMurse

*Reason Not Done:

Error in Documentation

Comment:

5. The Chart Not Done Icon will appear in the Task-at-a-Glance column, indicating that the task was
charted as Not Done. Refresh the screen by clicking on the Refresh Button. The task may

disappear from the task list (this may vary, depending on if the task list is filtered to show ‘All’
tasks, or only Pending and Overdue tasks.)
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Uncharting Tasks

To unchart a task that was previously charted incorrectly:

Select the task from the Task List. (If the task List is no longer displaying the task, change the Task

Display filter so that all tasks are being displayed.)

Right Click the Task and select Unchart (or select Unchart from the Task List Toolbar).

v @ H 8 B (&

Scheduled Patient Care

Task retriewal completed

Task Status  [Task Description

Chart Dane (DatefTime).. .
Chiark Mat Dene...

Guick Chatk

Chart Details | Madify, ..

Unchart. ..

The Unchart window will appear. You must insert a comment regarding why you are uncharting
the current task.

iSTAT Collection (Unchart) il
(«plI<m
*Performed on: I 07/08/2013 iIB I 1006 i’ By: TestUser RM, EDMurse

Uncharting this form will change the status of all the results associated with
l . this form to "In Error’

Comment:
|EID - Error in Du:ucumentation|

Once Unchart Comments have been entered, the sign (checkmark) icon will become active. Click the
checkmark to sign that you are uncharting the task.

The task will return to the Task List with a status of Pending. Any associated forms that were
completed when you previously charted the task will be marked ‘In Error.’
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Viewing Additional Task Information

To view additional information about a task, right click on the task list and select one of the options listed
below.

AR 4 T e

Chart Done

Chart Done (DatefTime). ..
Chart Mot Done. ..

Quick Chart

Chart Details | Madify, .
Unchatt,.,

&d Hoc Charting. ..

Reschedule This Task...

Order Infa...

Qrder Comment, ..
Create Admin Maoke, .,
Reference Manual,, .

Patient Snapshat, ..

Select Al
Deselect All

Open Patient Chart }

Order Information: Displays who entered the order, who ordered it and when, and
the "owner" department. Select the appropriate tab to view order details, comments,
validation information, additional information, history, and results.

Create Admin Note: Use this selection to add an administrative note regarding a
task.

Order Comment: If there is a comment attached to the order, it is displayed here.
Order comments also may be viewed in the Order Details column. If the comment is
too long for the space provided, an ellipsis (...) is displayed. Drag the column line to
the right of the Order Details column heading name to enlarge the space to show the
additional information.

Reference Manual: Opens Online Reference Information, including Preps, etc. If
there is no Reference Information available, nothing appears.

Patient Snapshot: Displays site-defined information such as the patient’s diagnosis
and allergies.

Troubleshooting Q & A

Q: When | multi-select all the tasks on my task list, all of the completion options are grayed out.
Why?

A: If more than one task is selected and they do not have the same method of completion, all of the
completion options are grayed out.

Q: Why does the OK button remain grayed out when | attempt to reschedule a task?

A: The OK button remains unavailable unless the rescheduled date and time fall within the defined range.
See the Rescheduling Parameters Chart for more information.

Q: Why is there an alarm clock on the task list?

A: If a patient has an overdue task, the alarm clock icon is displayed to the left of the patient’'s name in the
navigator.
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Practice Scenario for TASK LISTS

1. From the Task List, Chart an iSTAT task using the
Chart Done Option

2. Unchart the IiSTAT task. EID (Error in
Documentation) is the reason.

3. Chart a Need to Collect task (requiring only one tube)
using the Chart Done Option. Return to the Tracking
List and click the ED Specimen Collection Details
PowerForm icon to open the PowerForm and chart
the collection details.

4. Click on the Peripheral IV Insertion Task and note
what happens.
Do not complete this task at this time but return to
the task list in the patient’s chart.

5. Right click on a task and select Order Info. Review
the information and close the window.

6. Right click on a task and select Reschedule. Reason
was no |V access at this time.

7. Chart a Need to Collect Task requiring multiple tubes.
Return to the Tracking List and chart the ED
Specimen Collection details regarding the one tube
collected. Note another task appears on the Task List
for the remaining tube(s) to be collected.

8. Chart the task(s) for the remaining tubes and
complete the appropriate PowerForm from the
Tracking List.

9. Find your Task-at-a-Glance legend and review the
possible task statuses. Review and identify the ones
on your patient’s Task List.
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SECTION VI Introduction to eMAR

= —~_
—— |

Introduction

The eMAR (electronic Medication Administration Record) is used to view and chart all active medications
(scheduled, unscheduled, PRN, Continuous infusion and Titratable Drips) and PRN response tasks for a
specific patient. The eMAR displays the medication orders, tasks, and documented administrations for
the selected time frame and selected order status.

Features

. Provides an easily accessible online comprehensive view of a patient's medication administration
record

Prevents medication records from being lost or misfiled

Provides information regarding all statuses of medications

Can chart tasks directly from the eMAR

Can access patient information from the eMAR

Can filter information based on needs and preferences

Intended Audiences

All staff that will need to document patient medication administration

Objectives

In this lesson, you will learn how to:

Access the eMAR in eKiDs PowerChart
Set the correct timeframe

Navigate in the eMAR

Chart a medication task

Unchart a medication task

Chart a medication task as Not Done
Modify a medication task
Reschedule a medication task

Add an Administrative Note

View Order Information

Review the MAR Summary Tab
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Accessing the eMAR

When you have successfully logged into your application, you can access the eMAR from the patient’s
chart. As a reminder, depending on where you work, you can open a patient’s chart from the Patient
Access List by double clicking on their name, by right clicking on their name and selecting Open Chart
or by selecting Chart from the menu and then selecting the part of the chart you want to open. If you
work in the Emergency Department, you can access the patient’s chart and eMAR from the FirstNet
Tracking List.

You can also search for a specific patient by entering their name or medical record number in the field
beside the binoculars, or by clicking on the binoculars on the toolbar to open the search window.

1ZTest, Betty U - 00001164 Opened by TestUser RN, EDNurse — | Dlll

Task Edit  Wiew Patient Chart  Links  Tasklist  Options  Help
ETrackjng List :;? Patient List |_ EQED FPalicies = EIssue Collector a.ﬁ.dmitting Lisk QMed Code Sheet ﬁNursing FPalicies i iTear [olid ;

ZeTest, Bett... x -

ZZTest, Betty U Age:3 years Sex:Female Loc:CHKD-ED
DOB:06/17/2010 EMR:D0001164 Fin#:000075167 rgenc:y [06/17/...

Allergies: Allergies Not Recorded Clinical{Dosing) W

Menu r g ~ | & Task List fBIFrint & 5 minutes ago

.T.askl_isl: ] v @ @ é %|
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MAR Chart Tab

The MAR (also referred to as the eMAR) is available as a chart tab within the patient’s chart. To open the
MAR, simply click on the MAR tab.

Menu

| lacetaminophen
160 ma, Liquid, By mouth, Once,
| ... |BTaT, Stop: o6/27i13 10:05:00

acetaminophen

Pain Scale

Pain Score, Inpatient

G s I

dihydroergotamine

.5 ma, Saln, I¥ Piggyback,

IOnce, STAT, Stop: 06/27/13

10:05:00, Infuse over: 60
inute(s), DHE 0.5mg in NS 100
L I¥ Set

ditrydroergotamine

y Chart: (5

diphenhydrAMINE

edule {20 ma, Liquid, By mouth, Once,

[5top: 06/27/13 11:00:00

Diagnoses diphenhydrAMINE

(5

metoclopramide

& mq, By mouth, Once, Stop:
Ef27/13 11:00:00
metoclopramide:

()

pndansetron

[ ma, Liquid, By mouth, COnce,

fStop: 062713 11:00:00
ondansetron

b )0

prednisoLONE {prednisol0...
2 ma, Liquid, By mouth, Once,

20 mg

S5mg

2mg

Therapeutic Class Yiew

Time Frame

To indicate a specific time frame for which tasks and results for orders are to be displayed, right-click the
information bar and select Change Search Criteria. The Search Criteria dialog box is displayed, and the
dates and time can be changed as needed from the default 12 hours back and 12 hours forward.

Note: Alternatively, the date can be modified by clicking the left or right arrows on each end of the
information bar.

To set the search criteria for active orders to the current 24-hour period, right-click the information bar and
select Set to Today.

Use the overdue icon next to the date/time bar to have the system automatically adjust the clinical range
to include any overdue medications during the look back period which is a 48 hour range, 24 hours back
and 24 hours forward. This alarm clock icon only displays if there are overdue medications.
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MAR View Options

Time View

By default the MAR is sorted by administration status such as Scheduled, Unscheduled, PRN, etc. This is
referred to as the Time View.

06/27/2013
10:05

06/27/2013
10:08

06/27/2013
11:00

Medications

lacetaminophen
160 ma, Liquid, By mouth, Once,
ETAT, Stop: 06/27/13 10:05:00
acetaminophen

Pain Scale

Pain Scaore, Inpatient

G a9
dihydroergotamine

0.5 mg, Soln, 1V Piggyback,
Ionce, STAT, Stop: 06J27013
10:05:00, Infuse awver: 60
minuke(s), DHE 0,5mg in M3 100
mlL Iv Set

Therapeutic Class Yiew dibydroergokamine -

[ Continuous Infu

Therapeutic Class View

The Therapeutic Class View. To switch to this view, simply click on the Therapeutic Class View button
on the Navigator. This will sort the MAR by Therapeutic Class groups. NOT AVAILABLE AT THIS TIME.

EIFrint &> 21 minutes ago

nuag

06,/27/2013
10:05

06,/27,/2013
10:08

06,27/2013
11:00

Medications

tacetaminophen

160 mg, Liquid, By mouth, Once,
ETAT, Stop: 06/27/13 10:05:00
acetaminophen

Pain Scale

Pain Score, Inpatient

Q@ e (3
dihydroergotamine

10.5 mg, Saln, IV Piggyback,
Ionce, STAT, Stop: O&JE7I13
10:05:00, Infuse ower: 60
rinute(s), DHE 0.Smg in NS 100
| L It Set

I Therapeutic Class Yiew I dihwdroergotamine -

[ Centinuous Infu

In the example above, under the Therapeutic View Class Group of anti-infectives, the sub group of
sulfonamides has been selected and is brought into view on the MAR. To switch back to the default
view, simply click on Time View on the MAR.
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MAR Sections

The MAR window includes two sections; the Navigator section and the Medication Section.

BFrink & 31 minutes aga

nua

Medication Section

I 06/27,2013 | 06/27/2013 | 06/27/2013 A
edications 10:05 10:08 11:00
Scheduled ]

© ads LY
lacetaminophen

160 mag, Liguid, By mouth, Once,
GTAT, Stop: 06/27/13 10:05:00
acetaminophen

Pain Scale

Fain Score, Inpatient

Q aés 5
dihydroergotamine

1.5 mg, Soln, IV Piggyback,
Ionce, STAT, Stop: 06/27113
10:05:00, Infuse over; 60
minuke(s), DHE 0.5mg in M3 100
L IV Set

Therapeutic Class Yiew ditvydroergokamine -

[7] Continuous Infusions

Navigator

[Mock [TESTEDRN |27 June 2013 10039 4

Navigator Section

In the Navigator, the medications that are displayed can be controlled by selecting or deselecting the
check box next to the medication type (Scheduled, Unscheduled, PRN, Continuous Infusion, etc.) or right-
clicking a medication type and selecting Hide or Show. Clicking on a medication type will bring that
category to the top of the list if that category is active for the selected patient.

Tirme “figwy

Scheduled: Medications scheduled to be given at certain
times and/or frequencies

Unscheduled: Medications to be given in conjunction with
some other event such as “with diaper change” or “with meals”

PRN: Medications given as needed

Continuous Infusions: Infusions that are given on a
continuous basis. 1V drips are included in this section.

Medication Section
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The Medications section displays all medications for the patient for the selected filter and time frame. Use
the scroll bar to locate medications if necessary. Adjust the dates by clicking on the arrows.

| 1| >| 24 July 2010 9:00 - 29 July 2010 8:56 [Clinical Range] 1| >|

The medication's name, order details, and order comments (if any) are displayed. If an order consists of
multiple ingredients, each ingredient and its ordered dose are displayed on a separate line. If any of these
lines is too long to fit the space, an ellipsis (...) is displayed. Drag the column line to the right of the
Medications column heading name to enlarge the space to show the additional information.

FRHN
acetaminophen PR i@
[Acetaminophen 325 mg .| cetaminophen [Acetaminophen 325 mg
Doze: 325 mg = 1 tab(z], PO, ah]
gEhr, PRM., pain oze: 325 mg =1 tab[z], PO, gBhr, PRM, pain
Don't administer >dam per 24 k.| Don't administer >4am per 24 hours

Various icons may be displayed directly above the medication name. For example, this icon indicates that
there is a pharmacy comment attached to the order.

Please refer to Appendix A at the back of this manual for a detailed description of icons in use at
CHKDHS.

Administration dates and times appear to the right on the same row as the order detail. It is on this row,
under the appropriate administration date and time, that charting is performed.

I7Test, Betty U - 00001164 Opened by TestUser RN, EDNurse _ I I:II XI
Task Edit  Wiew  Patient  Chart  Links  Options  Help

Tracking Lisk ';t‘ Patient List | _ QED Policies = Issue Collector andmitting Lisk aMed Code Shesk QNursing Policies e EZTear CIFF ;
ZZfTest, Bett... = Lisk (™

FZTest, Betty U Age:3 years Sex:Female Loc:CHED-ED
DOB:06/17 /2010 EMR:0D0001164 Fin#:000075167 Emergency [06/17...
Allergies: codeine, sulfa drugs Clini

[ = Ll ]

06/27/2013
10:05

06/27/2013 ||| J06,/27/2013 Current Date and Time
10:08 4 ~o% Column

Medications

B Scheduled
Scheduled

Q wo Js

lacetaminophen

160 mg, Liquid, By mouth, Once,

5TAT, Stop: D6/27/13 10:05:00

acekaminophen

Pain Scale

Pain Score, Inpatient

G ae J 5

dihydroergotamine

0.5 mg, Soln, I Piggyback,

Ionce, STAT, Stop: 06/27/13

10:05:00, Infuse owver: 60

uled

[ “ontinueous Infusions

rinukes), DHE 0.5mg in NS 100
L IV Set
Therapeutic Class Yiew dibwydroergotamine

-

[ Mok [TESTEDRM [27 June 2013 [13:33 2

Important Notes
e The date and time column highlighted in yellow is the current date and time.

e Be sure to click the Refresh button to view the most current and up to date information.
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Overdue Medications

Overdue medication tasks within the set timeframe are displayed with a red background. Click on the
alarm clock icon next to the filter window to display overdue medication tasks outside the specified time
range. Medications become past due 60 minutes past their due time. For example, if a medication is due
at 8:00 it will become overdue at 9:00. STAT meds are also displayed with a red background with STAT
in the cell.

EFrint ¥ 3 hours 55 minutes ago

_— 06/27,/2013 | 06/27;2013 | 06/27,/2013 -
R 10:05 10:08 11:00

prednisolOMNE

“néa [

prochlorperazine 2.5

[.5 ma, IM, Once, Stop: - Mg
| peizzi13 11:00:00

| |prochlorper azine

O e I3

Godium Chloride 0.9% {50...
20 L, Soln, IY Piggyback,
Ionce, STAT, Stop: 06/27/13
10:05:00, Infuse over: 60
inuteds)
Sodium Chloride 0.9%

\erapeutic Class Yiey |

Discontinued Medications

Discontinued meds will display grayed out in their category for 48 hours at which time they will drop off
the MAR.

Scheduled Medications

Scheduled medication tasks are displayed in the appropriate time cell on a blue background. The ordered
dose displays in the cell.

@' i 250 mg
meg. AEC Possder, PO, TID, Routie, 07 AEADS 14: 00000 CDT

Multi-ingredient medications will display as Pending instead of the dose.

o

m B0 - scin B .,

Injection, IV, qgke, Lt e i I
/20,2006 D855 COT Clindampcin 90 mogfkgdc ..

For an uncharted task for a new medication, the system displays the notation “Not given within 7 days.”

PRHN Z mog
lorazepam [Lorazepam 2 mgs 1 mL Yial) Mot given within 7
2 mag. 1 mL. Soln. I, gS8hr. PRERN_ an=iety dayps.
02/2712 7:53:00, 7 dav(=]. Stop date 0330531 =2

FE2Z2:00
|Dilute with equal wol of solution prior to W admini... | |
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PRN Medications

PRN medication tasks are displayed in a separate section of the MAR, under the heading PRN. PRN
medications display with a green background. The notation PRN is displayed in the upper right corner of
the order.

125 mg
Mot previously
given

125 mg, 5 ml, Liguid, PO, BID, PRM, pronitus,
0727410 8:05:00, PI-POD A

| diphenhydrAMINE

For a charted PRN task, the system displays in the MAR the last date and time a dose was administered.
When a PRN medication is charted as administered, the system generates another task for the current
time.

If the medication or other task charted has been set up to require the clinician to chart a response to the
intervention at a certain interval afterwards, the PRN response task is displayed in the appropriate time
cell. For example, if a response should be charted 30 minutes after the administration of a pain
medication, the system would display a PRN response task 30 minutes after the time the medication was
administered. This PRN response task is displayed on the MAR.

0370672011 030652011 0370672011 03/06/52011 0370652011 034

Medications

11:21 11:27 12:00 12:21 13:00 1
PEN 325 mg
acetaminophen [Acetaminophen 325 mg Last given:
Tab] 03/06/2011 11:21 KD Med Respor

Cose: 326 mg =1 tab(z), PO, gBhr, PRM, pain
Don't adminizter »>4gm per 24 hours

In this example, the administration of Tylenol has triggered a PRN Response task for 60 minutes later. At
the designated time, the clinician will click on the PRN Response task and complete the form that is
associated with the PRN response task, in this example, the Pain Follow Up form needs to be completed.
If the KD Med Response task is nhot completed within a designated amount of time, it will become overdue
and turn red on the MAR.

Iy
acotaminophon
FParformed by INFPATIENT . NURSE 1 on 03/06/20171 11:27

ncataminophan 325ma
PO pain

Pain Follow Up

Pain Scale Pain Score Patient Response Actions

0 FACES |
) FLACC

O NIPS

€ Murrsic: [0-10)

) Ouches

) Mot greer for paie

O Mo huther £
) MO Pravide
O Aol o
) Dt

complately 1alieved
invpeenad

eschibe Provider Notified Notification Comment

@

. ]
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Continuous Infusions

Continuous Infusion tasks are displayed in a separate section of the MAR, under the heading Continuous
Infusion. The system displays the order ingredients and pertinent order details such as rate, bag volume,

and duration. For an uncharted new continuous Infusion , the system displays the notation Not Previously
Given.

| D5W-1/2H5 w/KCI 20 mEq in 1000 mL

D5 -1/2M5 w/KC] 20 mEq in 1000 mL Pending
1.000 mL Mot previouszly
[, Rate: 83.33 mL/hr qQiven

For a charted continuous infusion task, the system displays in the MAR the date and time when the last
bag was started.

D5W-1/2H5 w/KCl 20 mEq in 1000 mL Pending
1.000 mL Last bag started:
[V, STAT, Rate: 83.33 mL/hr 028/2011 843

Modified Medications

Modifications by pharmacy to orders are shown with a yellow delta (as shown below) above the first dose
to be administered after the date and time of the order modification.

e
0.125 mg

Right click on the medication task to open detailed order information regarding the modified order.

Charted Medications

After a medication task is charted, it is displayed with a gray background, and the pending status is
updated to Complete with a blue check mark above the word to represent a completed task.

W

Complete

Be sure to click the Refresh button to make sure you are looking at the most up to
date information. When the screen is refreshed the Complete cell will go away and
the charted detail will display below the order detail including the dose administered.

@ £ minutes ago

ipratropium [lpratropium 0.5 mg/2.5 mL
Inh]
Dioze: 0.5 mg=25mlL, INH, gEhr

|| ipratropium 1.5 mag Auth [Merifie
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Charting Activities in the eMAR

Components of the Medication Charting Window

To chart a medication task, open the patient’s chart and select the MAR chart tab.

Medications

06/27,/2013 | 06/27/2013
10:05 11:00

06,/27/2013
14:12

06,/27/2013
14:14

06,/27/2013
14:19

Pain Score, Inpatient
O wor Y
dihydroergotamine
.5 mg, Soln, I¥ Piggyback,
nce, STAT, Stop: 06/27/15
10:05:00, Infuse aver: 60
inuteis), DHE 0.5mg in WS 100
L IV Set
dihdroergotamine
[
diphenhydrAMINE
(20 mg, Liquid, By mouth, Once,
[ftop: 06{27/13 11:00:00
diphenhydraMINE
b JEd
metoclopramide
E ma, By mouth, Once, Stop:
6/27/13 11:00:00
metoclopramide

STAT

20mag

5 Auth (verified)

Click the pending task, or right click and select Chart Details to open the charting window.

P 03/06/2011 03/06/2011 03/06/2011

Medications 13:37 15:00 17:00
albuterol [Albuterol Continuous 15
mq/hour]
Diaze: B0 ml, IMH, g2hr, Main Pharmacy 50 mL
Delivers 15 mosh 25 mL/h) via Continuous Med . Order Infa. ..
albutero =
dexamethasone/neomycin/polymyxin B Guick Chart..,
ophthalmic [Maxitrol Ophth Oint 3.5 gm])
Dose: 1 app, OPHTH, BID. TC-POD B Tt Doriz..
M eomycin-PalumysinD examethazone Chark Mot Done...

lrchark, .

dexamethasone/neomycin/poly B ophth

|(furozemide [Furozemide 10 mg/1 mL Liqg)
Doze: 6.4 mg =064 mL, JT, BID

Reschedule This Dose. ..

0340652011 030672011 03/06/201 4
18:00 19:00 21:00
50 mL 50 mL
1 app
6.4 mg

Depending on the type of task, the components of the medication charting window will vary. All required

sections will be highlighted in yellow.

If a medication is given for pain, indicate the pain scale used and the pain score. If the medication can be
given for pain but was given for another reason (EX: inflammation) select “not given for pain” as the Pain

Scale indicator.

Complete the fields with the appropriate information and click the green check mark in the upper left hand

corner of the window to chart the information.

Introduction to Clinical Documentation for Emergency Department Nursing

108



Introduction to Clinical Documentation for Emergency Department Nursing

To clear your entries, click the blue circle with a line through it.

[ W)
] 7o
acetaminophen (Acetaminophen 325 mg Tab)

Dose: 325 mg = 1 tabis). PO, ghi, PAN, pain ]
Donit administer > dgm per 24 hours

*Performed date / time [03/06/2011  [&][=] 1416 [5]

*Performed by [INPATIENT , NUR'SE 1 |
Witnessed by [ |

Last Documented Admiristration: 03/06/2011 11:21 EST by INPATIENT . NURSE 1 ﬂ

Pain Scale [ Numeric (0-10) | Tiend
Pain Score, Inpatient ﬁ Trend
*acetaminophen [325 |ma =] Wolume: [0 il
Diluent | <none> =11 o
“Route: IPD ;l Site: I ;I
Reason: Ipain ;I
Total Volurme: IU_ Infuged Over. g | =
jUM‘I 03/06/2011 03/06/2011 03/06/2011 03/06/2011 03

1300 1400 1500 1600 1700

. | . I .

4| | i
™ Mot Given
Reason: I ;I

Performing Information - Use this box to confirm the clinician administering the medication and the
date/time that it was done.
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Medications that Require a Witness

A witness to a medication administration can be captured in the performing information section if the

order has been defined to require a second signature, which is determined by policy. Enter the witnesses

name in the “Witnessed by” field or click the binoculars to perform a search.

v @

morphine: 77 Test, Betty Ll il

ey
morphine
1.6 mag, Svringe, IY Push, Once, STAT, Skop: 0700813 10:32:00, =50 ka, Max Sma

*performed &
*Pe

i

(= CERNER

Camment. .. |

Pail
Pain Scaore, I
] User Mame:
*morphine: I TESTRIE
Giluent : IE Passward:
[l
*Route : —
Damain: j
Total Yolume : I MOk, ]
ﬂ 0900 | | ba12
. ' b
[~ Mok Given
Reason @ I ;I

A

When the witnesses name is entered, click the green check mark to sign. The witness will then be
verified by entering their User Name and Password. Click OK to complete charting the medication

administration.

Note: It is important to make your eKiDs password and Network password the same for those users

accessing PowerChart via Zero Clients.
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Last Documented Administration - This box is only available on PRN medications and will display the last

documented administration of that order.

Last Documented Administration: 09/23/201012:17 EDT by MaRtOcCi | JeSslch A
albuterol 2.5 mg

For medications typically given for pain, a Pain Scale is required. This information will flow automatically

to the iView Flowsheet.

Pain Scale INumeric (0-10] ;I Trend

I - -
~HIv/BEREA

Fain Scare, Inpatient Ia Trend

If given for fever or something other than pain, select... Not given for pain.

Pain Scale Mat given for pain ~| Tiend

FACES

Fain Score, Inpatient | FLACC
MNIFS

Murneric [0-10]
Qucher

| - M ok arven for oain | pe—

Depending on the order, additional information may be required. Any mandatory information will be

highlighted in yellow.

TR = =

Ly

"“Witnessed by |

"Hag B I
“Site [ =
“Wolume [ml] 50

*Rate (ml/hi) [

Considerations

e Some information may default into the medication charting window. Be sure to review the information

for accuracy and edit as needed.
e Hospital policy must be followed for documenting a witness.
e There is a link to Nursing Policies on the PowerChart toolbar.

Z7Test, Betty U - 00001164 Opened b

Task Edit  Wiew  Patient

 Tracking List 4 Patient List | _J
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iView/I&O 2G

Any fluid intake given with medication administration will flow to and be recorded in iView 1&0. The
amount recorded will display in the MAR with the date and time administered.

*morphine PCA |3EI Img ;I Yolumne: |3EI il

Diluent: I <nones LI I il

*Houte: I [t LI *Site:

Total Walume: |3|:| Infuzed Ower; ||:| I ;I

J 037064201 0370672011 J03/06/2011 0370642011 0370642011 03

Left pper Arm

1300 1400 1500 1600 1700
I T— | | |

It will also automatically display in the 1&O section in iView.

4] 05 March 2011 6:00 - 08 March 2011 5:59 4 ¥] MORH
Today's Intake: 30 Output: O Balance: 30 Yesterday's Intake: Output: Balance:

[ 2 03/06/2011
1400~ | 1300 | 1200- | 1100- | 10:00- | 500- | 800
1459 | 1353 | 1259 | 1153 | 1059 3.59 859

= Continuous Infugions
DEw-1/2M 5wk CL 20 mEqin 1000 mL 1,000
mlL mL
i
DEw-1/3MS w/kCl 20 mEq in 1000 mL 1,000

= Medications 30
morphine PCA ml 30

= Ural
(ral Intake Type
Oral Intake mL
Oral Intalke Time roirtel=]

Introduction to Clinical Documentation for Emergency Department Nursing 112



Introduction to Clinical Documentation for Emergency Department Nursing

Immunization Documentation in the eMAR

At times immunizations may be ordered for your patient.

In this example a Hepatitis B Pediatric vaccine was ordered and administered, and should be

documented in the eMAR.

As usual, begin documentation by clicking on the task or right clicking and selecting Chart Details to open

the charting window. Review the defaulted information for accuracy and complete the required yellow

fields.

The information regarding the vaccine, Manufacturer, Lot Number and Expiration Date will be on the label
of the vaccine. Enter this information in the designated fields and sign to complete.

| 9 measles/fmumpsfrubella virus vaccine: ZZTest, Ben XI

+ ®

measles/mumps/rubella virus vaccine {M¥IR ¥accine)
0.5 mL, subg, Once, Skop: 07/03/13 9:21:00

*Performed date / time : | IgUEfERb e i’ E I 1014 il
*performed by : |Test, RM ﬁl
*Manufacturer : I =~

*Lot Number : I
*Expiration Date : I”"/”"/”""" i’

*¥accines For Children : I LI
Waccine Information Statements

*Given: [07/03/2013 ==
*Statements : *Published :

Measles, Mumps, Rubella (English) =] [oarzoz002 :”ZI #_| _|

*measles/mumps rubella virus vaccine: |D.5 |mL LI Yaolume : | ml
*Route : ISubcutaneous LI *Site : I LI
Total Yolume : I 0.5 Infused Owver : I o I ;I
j j
ol 1]
[ Mok Given
Excepkion : Exception Reason
I = =l
Comment. .. |

In the Vaccine Information Sheet Given On date, enter the date the patient’s parent/guardian was given
the information sheet regarding the Vaccine. If a vaccine was given that contains multiple components

click the blue cross to open additional fields to document the date the VIS was given for those

components.
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Charting Additional Data Elements

Some medications require the charting of additional data elements that will display in the charting
window. While these elements may not be required by the system to complete charting, they may be

required by hospital policy.

acetaminophen: ZZTest, Betty Ll

v Q

X|

'Lﬂﬁldn
acetaminophen {Tylenol)
160 ma, Liquid, By moukh, Once, Skop: OF08/13 11:00:00

*performed by : ITestLlser RM, EDMNurse

Witnessed by I

+performed date / time : | TR :I B [t047 :’
i)
i)

Pain Scale: I - I Trend

Pain Scare, Inpatient: |

Diluent I::nu:une:b LI I ml

*acetaminophen: IlEuIZI Img LI Yolume ; IEI ml

*Route : IB';.f maouth LI Site I

Tokal Wolume IIZI Infused Cwver IEI I

0200 1000 1100 1200

< |

[T Mot Given

1300

Feason : I

Carment. .. |

[

Jn?maxzuw 07/08/2013  07/08/2013  07/08/2013  07/08/2013

07/08/201
1400

i

v

Be sure to consult hospital policy to make sure all required data elements are completed prior to signing

in accordance with hospital policy.
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Rescheduling a Single Medication Dose

In the event that a single dose of medication cannot be given at the scheduled time, it can be
rescheduled. For example, if a patient's medication is due, but they are in radiology at that time, that
dose of medication can be rescheduled from the MAR.

Steps to Reschedule a Medication Dose

1. From the MAR right click on the medication task.
2. Select Reschedule This Dose from the drop down menu.

Qrder Info...
r Chark Details. ...
Quick Chart, ..
Chatt Done. ..
Chart fot Done, .,
| ocharE

I Reschedule This Dose, I
3. Enter the new date and time in Reschedule acetaminophen for Z il

the Reschedule window.

4. Enter the Rescheduling Currently scheduled date and time
Reason, per policy 070812013 11:00
5. Click OK

Rescheduled date and time
[07/08/2013 :IE [1100 :I

Rescheduling reason

I none = ;I
K I Cancel

Considerations
e Medications cannot be rescheduled in the past.

o Before rescheduling any medications, check to make sure it is appropriate to do so.
e Always follow polices for rescheduling meds

Rescheduling Admin Times

Rescheduling the Administration times of a medication will reschedule all doses from that point forward.
This will only be done by pharmacy. However, nursing can stagger doses by individually rescheduling

all available doses on the MAR.
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Message Sender

One way to request another dose from the pharmacy is through the Message Sender button on the
toolbar. Click the Message Sender button on the toolbar to open a Pharmacy Request Form. Highlight

Med Request Form under Templates to default patient information and then click on Pharmacy for the
destination.

Message Sender il

Templates: Destinations:
Med Request Farm i

Message:
Pharmacy Request Form

FPatient ZZTest, Betty U

MM 64

FIM:75167

Loc:CHKD-ED

Reguest. Meed an additional dose of ...

Send | Cancel |

Enter the request and medication that your are requesting then click the Send button. A requisition will
print in the pharmacy.
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Administering Additional Medication Doses

When it is appropriate for the patient, an additional dose of medication can be administered and
documented in the eMAR. For example, the patient needs an additional dose of a scheduled medication,

the physician has written a new order and you have scanned it to the Pharmacy and then received the

new medication. Selecting Additional Dose will generate an additional task on the eMAR for you to

document the medication administration for this dose.

1. From the MAR right click the medication details.

2. Select Additional Dose from the dropdown menu.

Medications

Scheduled

+¥
lacetaminophen {Tylenol)
160 ma, Liguid, By mouth, Once,

07,08/20
10:47

Btop: 07/00  order Info...
AcEtamingl  EuenkiTask Summary
Pain Scale
- Reference Manual...
Pain Score o
S Rescheduls &dmin Times. ..
alhuter;il additional Dose, .,
1 puffis), 1  Create Admin MNote. ..
once, SEOR alert History...
albutercl Infusion Eilling
T« AN

3. Complete the fields in the medication administration screen.

4. Chart the medication

acetaminophen: ZZTest, Betty U

v @

\a

acetaminophen (Tylenol)
160 myg, Liguid, By mouth, ©nce, Stop: 0700813 11:00:00

HETws
|
P

*Performed date / time : | NG

*performed by : ITestUser RM, EDMurse

Witnessed by ! I

Pain Scale: I - I Trend

Pain Scare, Inpatient: I:l Trend

*acetaminophen: |160 mg 'l Wolume : |0 ml
=] m|

Diluent ; I <none

*Route : IBy mouth

Total Yolume @ ID Infused Over: [0 I 'I

07/082013
= oo
< |

[ Mot Given
Reason I j
Comment... |

07/06(2013  OFf0B/2013  OF/D3{2013  07/0B/2013

= site: | =l

07/08/201;
1400

0
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Viewing Event/Task Summary
Steps to view a summary of medication events:

1. Right click on the medication and select Event/Task Summary from the dropdown menu.

R

amoxicillin [Amoxicillin 80 mgf 1 mlL Susp]

100 ma. Liquid. By md  opdar Infa, ..
|G:0000, Stopr 06428~ ' °

— Event)Task Summary
amoxicillin Ref i |
B ﬁd"ﬁ?@ eference Manual. ..
buprofen Reschedule Admin Times. .,
300 mg. Caplet, By mi additional Dose. ..
ibuprofen Create Admin Moke, ..
Pain Scale alert Histary ..,
Pain Score, Inpat [ oy

= e}

i s

netoclopramide
*mgika, Saln, IV, Once, STAT
dax 10 mag

The Event/Task Summary screen for that medication appears.

Curens Clicer Ininersstion
potassum chionde
20 mEq TabER, Dl B0 A o, 5 tart date 020507 1H1S00C5T J

Figragas Dider lnlormial iey
Mo pravious ordar modifcations. |

E vty T ik Sty
Previnn

Bhary 2712000 TROOPM ICET Ovil 20wEq
Pt

D ZN/2007T 30000 FRECST O Z0mEq

T Cusrest DadeTirra
2 00T B 00 P C5T
11aPH 00 PH

] [
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Modifying a Charted Task

Sometimes it may be necessary to modify a charted task.

Steps to modify a charted task:

1. From the MAR, right click the result to modify and select Modify from the drop down menu.

Dose: 015 mg = 25 L. INH, gBhr

ipratropium

[05 mas

multivitamin [Multivitamin Drops UD 1 mL]
Doge: 1 mL, PO, Daly, TC-POD B
Mix patient's dose in 3-5ml of breast milk or form ..,

View Details...

Yiew Camments. ..
Yiew Order Info...

multivitamin Add Cnmmerlt. "
omeprazole (Omeprazole 2 mg/ 1 mL
Suszp] T |

Doze: Emg=3ml, PO, BID

2. Enter the modifications on the charting form.

< O
<&

ipratropium (lpratropium 0.5 mg/2.5 mL Inh)
Dose: 0.5 mg = 2.5 mL, INH

*Performed date / time |G3/08!201‘| E[ﬂ E = |
*Performed by JING 1UF ﬁl
Witnessed by | .@;J

“ipratropium ]0.5 Irng ;l Volurme: ||2 ml

Diluent: |<none> Ea i ml
"Route: |INH Ll Site: I ;'
Total Volume: [— Infused Over. 5 I =1

0370672011 | 0370672011 | 03/06/72011 | 03/06/2011 0370672011 | 03
1200 1300 1400 1500 1600 |

-

< : : : [ |
T Mot Given
Reason: I ;]

Comment... |

¥ on the toolbar.

3. Click the Sign Form icon
4. Enter a comment regarding the modification by clicking the comment button.
Considerations

e Any date and time changes made will apply to all elements of the charting form.

» [[12] 250 mq Modified]

e Modified results are preceded by a “c

e Some modifications may also trigger a new KD Med Response form.
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Uncharting a Medication Task

Sometimes it may be necessary to unchart a medication task that was charted in error.

Steps to unchart a charted task:

1. From the MAR right click the result in the appropriate date and time box for the medication

2. Select Unchart from the dropdown menu

furozemide

ipratropium [lpratropium 0.5 mg/2.5 mL

Inh]

Doze: 0.5 mg=25mlL, INH, gEhr

ipratropium 0.5 g Auth [y Visw Dekai
[multivitamin [Multivitamin Dropz UD 1 mL) !ew S
Dose: 1 mL, PO, Daily, TC-POD B VIEHNLTITTIENLS e
Mix patient's doze in 3-5ml of breast milk or form . View Order Infa. ..
multivitamin &dd Camment. ..
omeprazole [Omeprazole 2 mg/ 1 mL Modify. ..

Susp] ﬁ
Dose: & ma = 3 mL, PO, BID Unchart...

Shake well.

3. Enter a comment in the comment field, EID (error in documentation)

v || H
o [Jhe ] By: INPATIENT . NURSE 1 ||

Uncharting this form will change the status of all the results associated with this foim
! E to “In Emor’

Comment:
EID (Error in Documentation)|

4. Click the sign form " icon on the toolbar.

5. The status of the result and all other results associated with this form are changed to

_m and the task is returned to a pending status.
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Charting a Medication Task as Not Given

At times it may be necessary to chart a medication task as not given. For example, if it is necessary to
document vital signs prior to administering a medication and the vital signs indicate the medication should
not be given, the task should be documented as Not Given.

Steps to chart a medication task as Not Given:

1. From the MAR, right click Pending task in the appropriate date and time box for the medication.

2. Double click on the task OR Select Chart Details from the dropdown menu.

Scheduled

albuterol [Albuterol Continuous 15
mg/hour]

Doze: S0 mL, IMH, g2hr, M ain Pharmacy
Delivers 15 mg/lh [25 ml/h] via Continuous Med |

Chart Details, . ..

albuterol |
dexamethasone/neomycin/polymyxin B LUK CRars
ophthalmic [Maxitrol Ophth Dint 3.5 gm) Chart Done. .,

Doze: 1 app, OFHTH, BID, TC-FOD B Chart Mot Done. ..
Meomycin-Polurmpsin-Dexamethazone

dexamethasone/neomycin/poly B ophth Unichiaft..) ) |
furosemide [Furosemide 10 mg/1 mL Lig) Reschedule This Dose...

3. From the charting window, select Not Given and enter a reason from the dropdown menu.

~ @

albuterol (Albuterol Continuous 15 mg/fhour)
Dose: 50 mL. IMNH ., b ain Pharmacy
Delivers 15 mgdh [25 ml/h] wia Continuous BMed RHebulizer. Cancentration = 0.6 mgsSml

=Performed date # time [03/06/2011 El[=] [7s3= =l

“Performed by IINF'.-'l‘-.TIENT . MHURSE 1 MI

whitheszed by I MI

“albuterol IED I mlL et I “Folume: ID ml

Diiluient: I < Pones - I I mil

“Route: IINH vI Site: I vI

T otal Waolurme: IED Infuzed Owver: ID I =
0350652011 0350652011 o3s/06/52011 0350652011 0350652011

- 1500 1600 1700 1800 1900

2 |
L IV Mot Given
=l

otenzion

4. Additional comments can be entered by clicking on the Comment button.

~
5. Click on the Sign Form icon on the toolbar.

6. Not Given L Not Given: Hupotension | is displayed in the appropriate date and time box for the
medication.
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Tip and Tricks

@ 0 minutes ago

e If the date and time box for the medication does not show “Not Given”,
click the Refresh button to update the system to the most current information.

e If a parent or caretaker gives the meds, document as normal and indicate “parent/caretaker
gave meds” in a comment.

e Chart Not Done is not used at CHKD at this time and should never be selected.
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Viewing Order Details in the MAR

Order details are easily accessible from the MAR.

Steps to view order details from the MAR:

1.

From the MAR, right click on the Order Details box and select Order Info from the dropdown

menu.
Medications
Scheduled
iEECY

amoxicillin [Amoxigais

400 rng, Liquid, By md

1E:00:00, Stop: D642

amoxicillin

W Reference Manual. ..
ibuprofen Reschedule Admin Times. ..
200 mg, Caplet, By i Additional Dose, ..
ibuprofen Create Admin Moke. ..
M Alerk Histarst ..

%a;;f 0T Inpab 6o Eillirg

metoclopramide
2 mgfkg. Soln, IV, Once, STAT
Max 10 mg

Click the appropriate tab from the Order Information window to display the desired information.

Task Miew Help
4l o X7

Wiitten order by KARP, GLEMNDA S
Pharmacy Department

cefazolin [CeFAZolin 100 mg/ 1 mL Inj)

Original order entered by Pharmnet , Pharmacist on 08/03/2010 at 3:01.

i Additional Info | Histor Comments | Results

Details

™| Stiength dose | 100 |
Strength dose unit | mag |
Volume dose [1 |
Yolume dose unit [CmL |
Drug Form | SwingeVial |
Route of administration LIV |

Close the Order Information window by clicking the X in the upper right hand corner or the Exit

icon on the toolbar.

X
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Viewing Admin Details in the MAR

Medication Administration details are easily accessible from the MAR.

Steps to view Administration Details from the MAR:

1. From the MAR right click the box that contains the Medication Administration results.
2. Select View Details from the dropdown menu.

‘325 mad

View Comments. ..
Wiew Order Info...
&dd Comment. ..
Madify. ..
Unchart...

3. Select the appropriate tab(s) to access the desired information.

— Result Histony

Walue | Walid From | Walid Until
325mg  08/03/201010:15  Cument |

acetaminophen 325 mg I

Route PD
Givenon 03 August 20010 at 10:15

Reason for Medication by INPATIEHT ; HURSE 1 on 03 August
2010 10:15

pain, mild

4. To print the result details click the Print button.

5. Click the Close button or the X in the upper right hand corner to close the Result Details window

and return to the MAR.
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Creating an Admin Note

For nurse to nurse communications an administrative note can be created and associated with a
medication, for example, “patient likes to take medication with applesauce”.

Steps to Create an Administrative Note:

1.

2.

3. Enter the note in the Admin Note form.

From the MAR, right click the name of the medication the admin note will be associated with.

Select Create Admin Note from the dropdown menu

Medications
Scheduled

Bey

amoxicillin [Amoxicillin 80 mg/ 1 mL Suzp]

B85 S, g Crer I
amoxicillin Ev?nt,l'Task 5ummiary

F Reference Manual, .,
i?uﬁcrr;Er[nE] Reschedule Admir Times. ..
800 ma, Caplet, By m bddibice sl Cuecs
Pain Scale A A T
Pain Score. Inpat ¢ Billing
1 Gy 5

metoclopramide
2 maskag, Saln, [V, Once, STAT
Max 10 mg

T o]

1% Cream 30 gm)
1 app. Cream, TOF, AS DIRECTED, PRN. dry skin,
08/03/10 2:00:00, Main Pharmacy

hydrocortisone topical (Hydrocortisone

Make sure patient does not rub affected area after
cream is applied |

=l

=

Tip and Tricks

Eleail ||TI Il:ancel I
%

4. Click OK to save the note and return to the MAR.

Only one Admin Note icon will display on the
MAR, but multiple entries can be made on
the same note.

Admin notes become part of the patient’s
permanent record, so be sure to only enter
appropriate information!

When an admin note is created, an icon depicted by a yellow piece of paper is displayed on the MAR
above the medication name. Click on the icon to open the note.

cortizone topical [Hydrocortizone 1%
ream 30 gm]
app. Cream, TOP, AS DIRECTED, PRM. diy
kin, 0840310 9:00:00, Main Pharmacy

PRN

|hydrocortisone topical

To clear one entry, highlight the text and
hit the Delete key.

To clear the entire contents of the
Admin note, click the Clear key.
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Viewing the Reference Manual from the MAR

Reference Manual materials can be accessed and viewed from the MAR.

Steps to view Reference Manual Materials from the MAR:

1.

2.

From the MAR, right click on the medication for which you want Reference Manual materials.

Select Reference Manual from the dropdown menu.

B8y

Medications

Scheduled

amoxicillin [Amoxicillin 80 mg/ 1 mL Susp)

400 mag, Liguid, By m

16:00:00, Stop: 06/2

amoxicillin
6

ibuprofen

800 mg, Caplet, By m

ibuprofen
Pain Scale

Order Info, ..
Event)Task Summary
Reference Manual. ..

Reschedule Admin Times, ..

Additional Dose, ..
Create Admin Mote. ..
Alert Histary, ..

Pain Score, Inpat
1 6o
metoclopramide
2malkg, Saln, IV, Once, STAT
Max 10 mg

Infusion Eilling

3. Any Reference Manual materials available will display.

albuterol (Albuterol 2.5 mg/ 3 mL Inh)

Phamacology, Wamings, Preguancy, Lactation, Side Effects, [V Compatladity, Dosage, Addibicnal Dorage

Pharmaenlogy (Tog)

Pharmacology

Afbuterol is am adrenoceptor agomist with selectvaty for beta-2 receptors and tnle beta-1 actvity

The stumndstion of beta-2 receptors m large and smal aways resulls in bronchoddsion. Albuterol also caures varodlabon, wisch may result m refles tachycarda md pagaakons
Alhuterol it spproved for ure in the or prevention of reversible ohstnactive srway disease, and for the prevestion of exercize-indinced athma

Fharmacokinetics

Altuterol is avadlable for mhalation as an d-dose inhiales, as a chlorofh bem (CFC) free zhaler, a3 & sebaion for nehulizstion and evally as an sunediste or & sustened release tabler
“The CFE Eee metered-duss mhaler s ot comsdered bo be therapeube aly equvalers bo buteral inbders thal contam CFC a5 # propellant

Albuterel admaastered by inhalatien has an onset of sction within 15 minutes and reaches peak action in 1 to 1.5 howrs. The duration of actien ranges from 3 to 4 hours

The bsnavailahikty of aral aluteral ranges from 44% to $0% in patients with normal renal and hepatic fimction. Administration of albterol with meals delays absorption but does ot affect the extent of
shiorpaion. Nebukzed aluteral provides a systemic boavallabibty of 2 % tn 7 6%

The plasma protein binding awerages 8% in patients with normal renal and hepabe function
The wabarne of dstributicn averages 9.1 Likg in pabeets with nomal eenal and hepatic finttion

The plasma clearamee ranges from 6.3 to 7.7 mbJeminleg in patients with normsal renal amd hepatic metion There are no conehssive duta on the pharmacokinetie dispusition of alunsrol in patienns with renal
deease, however, existmg data suggest a reduced clearance

The ebnmation half-Ee ranges Fesn 3.5 to 4.0 bours afles snghe dozes of sbaterol m paliests wath nesenal renal and hepatic fawction. Alber mulliple doses ever several days, the half-bfe averages 6.5 hosz
Pafients with & mean creassame clesrance of 4 mUimin demonemated a half-kfe of 4 3 bours deepe & decreass in plasma clearsnce

Alhuteral undergors presystemee metaholizm in the gastrointestnl mucosn After intravenous administration, 4% f the dnag iz eliminated unchanged in the urine, and 1 7% iz eliminsted ar the ndfate
conjugate. After oral sdministration, 5% of the drug is eliminated unchanged in the urine and 48% is efminated as pulfate conjugate e

There are o data on the pharmacoienetic disposiion of albuteral in patients with krer dysfuncion, although bittle change would be expected
There are o data on the hemodialyss or pertensal dialysis clearance of albisersl

Warnis {Top}

(Severty. Ceneral Warntng Sxtors) =l

To print the materials, right click and select Print.

Considerations

While these reference materials are available for the user’s information, CHKD will continue to use the

reference materials and patient education materials that are currently being used.
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Charting Continuous Infusions

Components of the IV Charting Form

The components of the 1V charting form consist of the following:
Order Details Displays

Any icons associated with the order

The name of the IV fluid and any additives (these are in bold face type)
IV order details

Any order comments

D5 -1/2H5 w/KC] 20 mEq in 1000 mL 1000 mL @
[%, Rate: 83.33 mL/hr

IV History Displays

e |V events for the given date range
e |V results for the given date range
e Charting event icons (click to chart the event)

03/06/2011 4:52 - 0370772011 4:52 ne

Ho resultz found

Order History
o Displays the versions of the order that is being charted on

e If an order has been modified, the user can select the version to be charted on by clicking
the 7= icon.

| Dextrose 5% with 0.2% NaCl infravenouzs solution 1000 mL + potaszium chionde 20 1 ™
IV, Routine, 07710/06 17:47:00 COT, 100 mL /A, 10 be, 1000 !I

Order Ingredients NO CHANGES ALLOWED HERE.

e Displays the IV name and ingredients, if any
e The Yes and No checkboxes indicate whether the ingredients are used in the bag D§jng chgfed

” W e o DEW-1A2MS wAKC 20 mEqg in 1000 ml 1,000 ml =
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IV Detail
e Displays the required information for charting the event

o Details of this section vary depending on the IV event

*Infuse volume [mL] I— I Bolus Comment... I
*From [ozrzzrzinn ][] [oesa = Clear |
*Ta [ozooeszin ][] [1es2 = e |
Infused Owver 271 Howrs 53 Minutes

*Performed by IINF'ATIENT MURSE 1 ﬁl

*Bag # |2—

*Site ICV'L, Subclavian, L, Brovn ;I e

Considerations
1. Click the Clear button to clear information on an uncharted event.

2. Multiple events can be charted in one session by clicking the Apply button and clicking the Sign
Form icon when charting is complete.

3. Continuous Infusion events flow to iView I&O
Adding a Comment
4. To add a comment, click the Comment button.
5. If more than one comment is made, comments will be listed in chronological order.
6. More than one clinician can add a comment.

7. Double click inside a comment box to modify.

Once a comment has been added to an event, one of three icons is displayed to the right of the date/time.

a A pushpin indicates that a comment exists for this event.
E A piece of paper with a red ¥ indicates that the event has been modified.

A piece of paper with a red X and a pushpin indicates that the event has been modified and has a comment.

B

Floating Tasks
When a continuous infusion administration event is documented, another task is automatically created for

the current time.
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IV Charting Options
Charting Begin Bag Events

Steps to chart a Begin Bag Event:
1. Access the IV task
2. Double click the pending task or right click and select Chart Details to open the charting window.

3. Select Begin Bag from the IV history section (this will default if the bag has not been previously
charted)

4. The charting form for the event is displayed.

5. For each new fluid bag, you must chart a Begin Bag event.

Dextrose 5% - NaCl 0.45% 1,000 mL: ZZTest, Betty L EI

v 0| m

+F

D5W 1/2MNS 1,000 mL
Soln, I% Conkinuous, Rate: 250 mlfhr, Infuse over: 4 hr

5@ Begin Bag
Ie CNange

oa Infuse

H :l Bolus

B3 Rate Change

No results found

D5W 1,/2NS 1,000 mL ™=
Soln, I% Conkinuous, Rate: 250 mlfhr, Infuse over: 4 hr

¥ ves [T Mo DSW 1/2MS 1,000 mL

*performed date / time : M :I B W :I M
*Performed by : [Testlser RN, EDNurse | cear |
Witnessed by ;| | apply |

*Bag # : |3—

*Site : [pry, ac, L |

*¥olume {mL): I 1000

*Rate (mL/hr): | oo

!=Begin Bag
In Progress -
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Complete the IV detail section:

1.

2.

erformed Date/Time: The current date and time defaults. Modify if needed.

Performed By: Defaults the name of the logged in user. Search for another user by clicking
on the binoculars.

Bag #: Enter the Bag# that is being started.
Site: Select the IV insertion site from the list.

Volume (mL.): The volume entered on the order is defaulted by the system. If infusing a different
amount, enter it here.

Rate (mL/hr): The rate is defaulted by the system to the rate entered on the order.

Comment: Click the comment button to open the dialog box. Enter a comment and click OK. If a
comment is entered, an asterisk is displayed next to the IV event.

*Performed date / time : [07,/08/2013 :|E| [1109 :| Camment. ..

*Performed by : ITestLlser FM, EDMurze ﬁl Zlear I
witnessed by I ﬁl apply |
*Bag # : |3—

*Site: |p1v, AcC, L |

*olume {(mL): | 1000

*Rate {mL/hr): I =5

Begin Bag

Click Apply to save entries. The results are now displayed on the appropriate line in the date and
time column for which the IV event was charted.

Click the check mark on the toolbar to sign the new or modified results and return to the MAR.

To return to the initial window without saving changes, click the Clear button.
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Charting Infuse or Bolus IV

Steps to chart an Infuse or Bolus IV Event:
1. Access the IV task.

2. Double click the Pending task or right click and select Chart Details to open the charting window.
3. Select Infuse or Bolus from the IV history section.

4. The charting form for the event is displayed.

Dextrose 5% - MaCl 0.45% 1,00
v Q|m

“m

D5W 1,/2NS 1,000 mL
Soln, It Conkinuous, Rate: 250 mLfhr, Infuse owver: 4 hr

5@ Beqgin Bag

.=.H Site Change Mo results found
o Infuse

H :l Biolus

Eﬂ Rate Change

X

D5%W 1,245 1,000 mL
Soln, It Conkinuous, Rate: 250 mLfhr, Infuse over: 4 hr

¥ ves [T Mo DSW 1/2MS5 1,000 mL

(=]

*Infuse yolume {mL): | ™ Bolus M
*From: [og/252m3 =[] [z = A

*To: [oraziia | ] [o = 2T

Infused Ower : 311 Hours 43 Minubes

*Performed by : ITestU ser BN, EDMurze ﬂl
*Bag #: |2
Site : |pry, AC, L ]|

5. If an IV solution that contains ingredients is being initiated, indicate whether the ingredients are
included in the bag by selecting the Yes or No check box in the order ingredient section of the

form.
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6. Complete the IV detail section:

10.

11.

12.

13.

14.

D5W 1/2NS 1,000 mL =
Soln, IV Conkinuous, Rate: 250 mLthr, Infuse aver: 4 hr

¥ ves [T mo DSW 1/2NS 1,000 mL

*Infuse volume (mL) : I ™ Bolus Commeni. .. |
*From: [og/252m3 ] [y =+ Gezr |
*To: [ormezos =[] [0 = apely |

Infused Ower @ 311 Hours 43 Minutes

*Performed by : ITestLlser AM. EDMurse ﬂl
*Bag & : I 2
*Site: [p1y, ac, L |
Infuse
| |In Progress o

Infuse volume (mL): Enter the amount being infused/bolused.

From/To Dates/Times: Modify the defaulted dates and times if needed.

Infused Over: Calculated by the system

Performed By: Defaults the name of the logged in user. Search for another user by clicking
on the binoculars.

Bag #: The # of the bag currently being infused is defaulted.

Site: Select the IV insertion site from the list.

Comment: Click the comment button to open the dialog box. Enter a comment and click OK. If a
comment is entered, an asterisk is displayed next to the IV event.

Click Apply to save entries. The results are now are displayed on the appropriate line in the date
and time column for which the IV event was charted.

Click the check mark on the toolbar to sign the new or modified results and return to the MAR.

To return to the initial window without saving changes, click the Clear button.

Considerations

If an order is placed for a bolus of the same continuous infusion 1V fluid, select Bolus from the IV
Charting Events.
Continuous infusion events flow to iView 1&O.
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Charting Rate Change IV Events

Steps to chart a Rate Change IV Event:

1. Access the IV task.

2. Double click the Pending task or right click and select Chart Details to open the charting window.

3. Select the Rate Change event.

4. The charting form for the event is displayed at the bottom of the window.

vo|l®m

Dextrose 5% - NaCl 0.45% 1,000 mL: ZZTest, Betty U

-

DswW 1/2NS 1,000 mL

Soln, IY Continuous, Rate: 250 mLfhr, Infuse aver: 4 br

5@ Eeqgin Bag
B site Change
5 a Infuse

| I}
=H Rate Change

D5W 1,/2NS 1,000 mL
Soln, Iv Continuous, Rate: 250 mLfhr, Infuse over: 4 hr

Mo results found

[¥ ves [T Mo DSW 1)2NS 1,000 mL

*Performed date / time : ID?;"DB.-"EEI'I 3 i’ B |-| 116 i’

*Performed by : ITestLlser AN, EDMurse

44|

Witnessed by I

*Bag # : |2
*Rate {mL/hr}): |25|:|

4|

Camment, ..

Zlear:

el g

Apply

Rate Change

|In Progress i

5. If an IV solution that contains ingredients is being initiated, indicate whether the ingredients are

included in the bag by selecting the Yes or No check box in the order ingredient section of the

form.
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6. Complete the IV detail section:

D5W 1/2NS 1,000 mL
Solm, v Continuous, Rate: 250 mlfhr, Infuse over: 4 br

[¥ ves [T Mo DSW 1f2MS 1,000 mL

*Performed date / time : [07,08/2013 :IEI [1118 :| Comment. ..

*Performed by : ITestLlser FiM, EDMurze ﬂl Zlear
wWitmessed by I ﬂl Apply
tBag & : I 2
*Rate {(mL/hr): |25|:|

e[l s

Rate Change

| In Progress 5

o Performed date/time: Modify the defaulted date and time, if needed.

o Performed By: Defaults the name of the logged in user. Search for another user by clicking
on the binoculars.

7. Bag #: The # of the bag currently being infused is defaulted.

8. Rate: Enter the new rate.

9. Comment: Click the comment button to open the dialog box. Enter a comment and click OK. If a
comment is entered, an asterisk is displayed next to the IV event.

10. Click Apply to save entries. The results are now are displayed on the appropriate line in the date
and time column for which the 1V event was charted.
11. Click the check mark on the toolbar to sign the new or modified results and return to the MAR.

12. To return to the initial window without saving changes, click the Clear button.

Considerations

When a continuous infusion IV is DC’d or stopped, change the rate to zero at the appropriate time so the
correct amount will flow to 1&0O.
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Charting Site Change IV Events

Steps to chart a Site Change IV Event:

Access the |V task.
1. Double click the Pending task or right click and select Chart Details to open the charting window.
2. Select the Site Change event.

3. The charting form for the event is displayed at the bottom of the window.

Dextrose 5% - MaCl 0.45% 1,000 mL: ZZTest, Betty L EI
v o m

.

D5W 1/2NS 1,000 mL
Soln, It Conkinuous, Rate: 250 mLfhr, Infuse over: < br

Mo results found

i :| Bolus
B Rate Change

D5W 1/2N5 1,000 mL
Soln, It Conkinuous, Rate: 250 mLfhr, Infuse over: < br

¥ ves [T Mo DSW 1/2NS 1,000 mL

*performed date / time : IIII?HEIEHEEHS :”3 |111a :I Camment, .,

=
*Performed by : |Testliser RN, EDNurse ﬁl il
*Bag #: [2 _ Aonly |

*Site: |p1v, AC, L |

Site Change

| N Frogress F

4. If an IV solution that contains ingredients is being initiated, indicate whether the ingredients are
included in the bag by selecting the Yes or No check box in the order ingredient section of the
form.
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5.

10.

11.

Complete the 1V detail section:

D5W 1,/2NS 1,000 mL = I
Soln, IV Continuous, Rate: 250 mLjhr, Infuse over: 4 hr

[ ves [T Mo DSW 1/2NS 1,000 mL

*Performed date / time: [07/08/72013 <[] [17718 Commert... |
*Performed by : |Te&t|_lser R, EDMurse Clear |
*Bag #: I z Apply |

*Site: [pry, ac, L |

2 |

Site Change

[Tr Progress S

o Performed date/time: Modify the defaulted date and time, if needed.
e Performed By: Defaults the name of the logged in user. Search for another user by clicking
on the binoculars.

Bag #: The # of the bag currently being infused is defaulted.
Site: Enter the new insertion site.

Comment: Click the comment button to open the dialog box. Enter a comment and click OK. If a
comment is entered, an asterisk is displayed next to the IV event.

Click Apply to save entries. The results are now are displayed on the appropriate line in the date
and time column for which the IV event was charted.

Click the check mark on the toolbar to sign the new or modified results and return to the MAR.

To return to the initial window without saving changes, click the Clear button.
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Modifying IV Events

Sometimes it may be necessary to modify an IV event. Modifications can be done from the MAR.

Steps to modify an IV Event:

1. From the MAR, right click on the IV event to be modified.
2. Select Modify from the dropdown menu.

3. From the charting window, enter the information to be modified.

4. Click Apply.
5. To add a comment, click on the Comment button.

6. Click on the check mark on the tool bar to chart the modified information and return to the MAR.

Uncharting IV Events

If an IV event is charted in error or if the details are incorrect, it can be uncharted from the MAR.

Steps to Unchart an IV Event:

1. From the MAR, right click the IV event that was charted in error.

2. Select Unchart from the dropdown menu.

3. The charting window will display with the previously entered information.

Dextrose 5% - NaCl 0.45% 1,000 mL: ZZTest, Betty Ul il
<0 @

k7]
D5W 1,/2NS 1,000 mL
Soln, Iv Continuous, Rate: 250 mLthr, Infuse ower: 4 hr

07082013
11:21 EDT
8] Bedin Bag
B Site Change PV, AC, L
£ :| Infuse
aal Bolus
=H Rate Change 250 mLjhr

D5W 1/2N5 1,000 mL ||
Soln, I¥ Continuous, Rate: 250 mLthr, Infuse over: 4 hr

[# ves [T Mo DSW 1f2MS 1,000 mL ‘

*Performed date / time : IU?:‘UEHUH i”ﬂ |1121 i’

*Performed by : ITestUsel RM, EDMurse ﬂl Unchart. .. j
witressed by ;| ﬂl Apply
*Bag #: |3—
site: [prac,L 7]

*¥olume {mL): | 1000

*Rate (mL/hr): [25g

Begin Bag
|auth (verified) A
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4. Click the Unchart button and enter a comment regarding the reason in the comment window and
click OK.

[Furcrar x|

Performed date /time: [T7052010 =[] 22 =

Performed by : I TestUser RM, EDMurse

Comment
EID)

I Ok |I Cancel |

5. Click the check mark on the toolbar to sign the modified result and return to the MAR.

Viewing History of IV s

From the MAR clinicians can view a history of IV s and details regarding the s.
Steps to View a History of IV s and details:
1. From the MAR right click on the IV event.

2. Click View History from the dropdown menu.

Wiew Dekails., ..
Yiew Camments, ..
YWigw Crder Info. ..

View Hiskary. ..

todify...
Unichart, ..

3. The charting window displays in a view only mode with charting event details in chronological
order.

4. If comments are attached to the event, the Comment button will be available to click on and open
the comment.

5. Click the X in the upper right hand corner to close the window and return to the MAR.
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Charting Titratable Drips in eMAR

Titratable IV Drips should always be started in eMAR. Changes can then be charted either in (1) iView in
the flowsheet — IV Drips section or in (2) the eMAR.

Best Practice:

Users have the ability to select where they prefer to document the rate change for IV Drips. However, it is
recommended that the rate change be charted in the IV Drips section of iView for ease of
workflow, unless the user is already in the eMAR when making a rate change.

Titratable Drips/Dosing Weight

When the physician writes an order for a titratable drip:

1)

2)

3)

If the physician specifies a certain weight to be used, pharmacy will update the “dosing weight”
on the banner bar. This will be the new weight to be used for all drips.

If the physician does not_specify a weight, nursing staff will use the dosing weight that is indicated
on the banner bar. They WILL not adjust based on daily weights, etc. (note: if the RN notices a
discernable difference they should confer with the MD or Rx). NICU leadership will work to
educate staff regarding this practice change.

Pharmacy staff in the NICU will continue to review weights at least weekly and update the banner
bar when appropriate. The NICU pharmacists also state they monitor the weights frequently. If
they notice a significant weight change, they will discuss with the physician to determine if the
dosing weight on the banner bar needs to be updated sooner.

Nursing Workflow

1.

2.

3.

Pharmacist updates Clinical Weight and enters order in PowerOrders “Review Clinical Weight”.
Nurse sees Nurse Review icon (eyeglasses) and New Result icon (clipboard) on PAL.
Nurse reviews order.
Nurse clicks on New Result icon
a. You can see what the Clinical Weight has been changed to.
PowerOrders tab (Patient Care section)

Task List — this is a done/not done task. Once the task is documented, the order will be
completed.

This task does not have any info, this is simply a means to let the nurse know that Pharmacy
changed the Clinical Weight. The nurse can see the updated Clinical Weight in the Banner Bar,
in Results Review, and on the Inpatient Summary MPage.
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eMAR IV Drips Process in eKiDs PowerChart

ORDER TASK DOCUMENTATION
Titrations
eMAR Dose/Rate Change
Pharmacy Begin Bag
iView
a. The order is placed by Pharmacy and displays in PowerOrders
Dizplayed: All Active Orders | Al Active Orders Show ore Drders. .
| $ | |B'3 | i |Dlder MHame |Status |Start - Detailz 1=
= Diagnostic Tests
v o s *R Chest 2 Views PA/L.. Ordered (Exam ... 08/20/2012 16:30 Study Priority = Stat, Call Results To ED Attendin
Ll : ﬁﬁ’d‘ [ #R Chest 1 View Portable Ordered (Exam ... 08/17/2012 1456 Study Priority = Stat, Call Results To ED Attendin__|
= Activity
" i [ Fozitioning (Ordered 083/17/2012 14:44 Fozitioning = Elevate Head of Bed, Complete Orc
= IV Solutions
v & DB w/ KCI 20 mEgqin ... Ordered oa/z2s202 1002 Soln, IV Continuous, Rate: 100 mL/hr, Infuse ove
v DOPamine 1600 MCGA... Ordered 08/22/201210:00 1.000 mlL, Bag, I¥ Continuous, 45 DIRECTED, F
|vf D8w-1/2M5 w/kCI 20 ... Ordered 0a/22/2012 351 Soln, IV Continuous, Rate: 20 mLAhr, Infuse over
Iﬁ DEW1/2NS wR L1 20 .. Ordered 08/21/2 2 &80 Saln, IV Continuousz, Rate: 20 mbLdhr, Infuze over
A DEwW-1/2NS w/RCI20 . Ordered 08172012 1532 Saln, 1Y Continuous, Rate: 1,000 mLhr, Infuse o
M il 0.9% Sodium Chloride Ordered 08172012 1451 Soln, IV Continuous, Rate: 1,000 mLAkr, Infuge o
= 1000 mL Afrer NS Bolus complete. Continug NS at maintet
= Laboratory
v h: CBCA Ordered [Dispatc... 08/23/2012 1419 Collect Priority= Stat, Reporting Priority= 5T - Stal
Iﬁ Sed R ate-west Ordered [Digpatc... 08/20/2012 1723 Caollect Priority= Stat, Reporting Priority= 5T - Stal
v &5 WEC w/Diff Ordered [Digpate... 08/20/2012 1730 Collect Priority= Stat, Reporting Prionitp= 5T - Stal
Iﬁ Albumin Level [Albumin ... Ordered [Digpatc... 08/20/20012 16:51 Caollect Priority= Stat, Reporting Priority= 5T - Stal
v C RSY Culture [Culture ... Ordered [Dispate... 08/20/20012 16:47 Specimen Source= Mazal Wash, Collect Priority=
Iﬁ ¥ AST [SGOT) Ordered [Dizpatc... 08/17/20012 1553 Caollect Priority= Stat, Reporting Priority= 5T - Stal
v g [ B Carbam Level [Carbama... Ordered [Dispate... 08417/2012 15:32 Collect Priarity= Stat, Report Priority= ST - Stat, 0
3 I o LZ R Aao) O n.T...,.-.A Mmoot NOAT M T 1R27 Cllamt Dieimeibie Chob Dlemerbiiss Dleimribes ©T cilll

b. The Drips are then listed under Continuous infusion on the eMAR.
G O -d
H

I <| >| 23 August 2012 3:29 - 24 August 2012 3:29 [Clinical Range]

Tirne View I I i 2 | 08/23/2012
15:29

Continuous Infusions
Pending
Insulin Reg 1 unit/ 1 mL Inj 25 unit Last bag started:

FRM j Saln, %Y Continuous, 08,2212 11:15:00 03/23/2M 21523
Requires AN double check. See Chart for Rate ..
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c. Enter the dose from the physician’s order and the rate will automatically calculate.

_ Insulin Regular 25 unit: EDHolmes, Russell E _ I I:II Xl
v Q| m
Insulin Reg 1 unitf 1 mL Inj 25 unit

Soln, IV Continuous, 08/22/12 11:15:00
Fequires BN double check. See Chart for Rate & Dose

afr] 08/23/2012 3:30 - 08/24/2012 3:30 <[ r
08/23/2012
15:23

‘'l Begin Bag Bag #1
|=H Site Change  [ART Line, Asilla, L

Rate Change .08 mLAhr
nzulin Regular | 0.1 unit/kg/hr

Insulin Reg 1 unit/ 1 mL Inj 25 umt @
Soln, I% Continuows, 08/22/12 11:15:00

F ve: I Mo Insulin Feg 1 unitd 1 mL Inj 25 unit/50 mL

“Performed date / time [ng/23/2012  [=[=] [15a0 ] Comment. . |
“Performed by ITestUset RM. EDMurse MI Clear I
“Witneszed by ITestUset RM. EDMursel MI Apply I

*Bag # |1—

“Hate [mL/hr] 7.09

*Insulin Regular Dose ID'I— Im
“weight 3545 kg | 08/23/2012 15:18

Rate Change

| |In Progress i

Documentation for the IV Drip will be available on the iView Flowsheet Band. When selected from the
navigator — IV Drips will appear on the working view. We will discuss documenting IV Drips in the
Flowsheet Band later in the manual.

s Hale v @50l Il %

&j{ ED Flowsheat
Yital Signs

Asthma Score [T Citical ™ High [~ Low [ abromal T Unaut
Meuro Check
Pain Score [ Fresult | Comments [Flag |Date
r' v’ IV Drips 08/23/2m2
= A | e e =l s ! :l 15:33 15:23
CAREGIVER INTERACTION =1V Drips
onitar Alarms Inzulin Reg 1
T unit! 1wl Inj 2. Fate ml b 709
Lah Procedures inzulin reqular unit/kgh 034
- 03/23/201215:18 3545 kg
Bed Type “Witness Required
Patient Pozition | | |
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Things to Remember:

e Do not click to fill in hourly totals in Intake and Output section until the end of the hour.

e If the documented titrations are covered in the order, you do not need to fax a copy of the order to
pharmacy when the rate is adjusted.

e If there is a new order, make sure you do not just change the rate in PowerChart. You also need
to send the order for the rate change to the Pharmacy so that they can be aware of the changes.

e Only titratable drips will appear in the IV drips section in iView.
e |V fluids and TPN will not show up in this section.
e Reminder: Nursing Informatics recommends that dose/rate changes be charted in the IV

Drips section of iView for ease of workflow, unless the user is already in the eMAR when
making a dose/rate change.
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Infusion Billing

The Billing Process is completed at the end of each bag admistered for your patient. This allows a full
report to be created and delivered electronically as part of the patient chart to MRSI at the end of the
Patient’s Visit. Note: This step is also included in the Depart Process for Nursing.

ED Infusion Billing Details - ZZTest, Betty LJ _ | Dlll

VEHO | SE v BE B

*Performed on: [ 07/08/2013 ilEI f 1128 ﬂ By: TestUser RN, EDMurse

ED Infusion Billing [
[Tahoma 52 | ENES 4|e|@ B|U|Z|S]

| Infusion Billing Report
061713144010 07/08/1311:28

77 Test. Betty U FIN 75167 MRM 1164 Emergency

Dextrose 5% - NaCl 0.45% 1000 mL
Soln, IV Continuous, Fate: 250 mLhr, Infuse over: 4 hr

Start Date/Time End Date/Time Site Duration
0EA1313170 0EAM31321:M Pl AC. L 4 hr
06/258/1311:27 Incomplete Flv, AL, L Mot Included
07/0841311:21 Incomplete Flv, AL, L Mat Included

Total Volume for Order: 1000 mL
Total Duration for Order: 4 hr

When a continuous infusion is ordered, it will appear on the FirstNet Tracking List under the Infusion
Billing column.

FirstNet Organizer for TestUser RN, EDNurse — | O

Task Edit Yiew Patient Chart  Links  Patient Actions  Prowvider  List  Help

Tracking List 3%\ Patient List | _ EQED Paolicies = Issue Collectar Qﬁ\dmitting List QMed Code Sheet aNursing Puolicies QMedical Resources ; EETear fali3 Enttach

Tracking List EPrint ¥ 0 minutes|

ED Nurse |n|| ED Patients | All Beds | Waiting Room | Minor Care | Minor Care All Beds | Providers | checkout | MC checkout | Pending Micra | 72 Hour DE | 72 HR DC Lwes |

o= % %9 7 § Fiter: Occupied Beds ~Totak1z w7 [ R B U A2 8 deb IO
Bed MiAcMame Age AllReason For Yisit  CalllPre- ATT RES RN V5 Le¢Ord Tasks Infusion BillgE|
1 TestP Pre-
9 5ILLOYD E 8 ye:* Abrasion* Zubi a* of dp
10 Little K 3 Pre-
12 B scomn-= B ye: () Abscess® ET 60 [EEM2* Cf
15 Jennifer P 2 yez Pre~
WhH EPICCSGONE C 7yez !
wR Bl Rz 3 ye: ) Abscess® =2 or
WR Diane Pre~

) WR 3_ Bety = 3ye: | Wheezing - Pediatri Pre- KH g* o dr

B e

Introduction to Clinical Documentation for Emergency Department Nursing 143



Introduction to Clinical Documentation for Emergency Department Nursing

Steps for completing the Infusion Billing Report:

The IV is then documented in the MAR by clicking on the appropriate task.

| 1| >| 02 August 2012 1:37 - 03 August 2012 1:37 [Clinical Range]
Tirne Yiew Medications l]BJ'-:J32_i21I]1 2

Continuous Infusions

Pending
0.45% Sodium Chloride 1000 mL Hat given within 7
1.000 L, Routine, 08/02/12 13:40:00, 100 days.

mLAhr, Infuse aver: 10 br, Total wolume: 1,000,
110 kg

Administration Information

Sodium Chloride 0.453%

After a begin bag has been documented, the IV icon ﬁ= for Infusion Billing will appear on the MAR.

Note: The ﬁ= Billing icon will also appear when documenting a bolus as given.

IEIF'rint o 0 minukes ago

/

Time Yiew

07/08/2013 | 07/08/2013 | 07/08/2013 =
11:21 11:34 11:36

Fl Scheduled

[ Hnscheduled H;Eir Pending
e ————_—| D5 1,/2NS 1,000 mL Last bag started:
[ PR Boln, Iv Continuous, Rate; 250 07 /08{2013 11:21
L | mL/br, Infuse overs 4 br EDT

7 Conkinuous Infusions

The Billing task will also appear on the Task List within the patient’s chart. The Billing task that displays
launches the same Stop date/time window as the icon from the MAR.

- | #% Task List [SIFrint ¥ O minutes ago

v Q8 & B (@

Scheduled Patient Care

Task retrieval completed

| |Task Skakus |Task Descripkion Mnemonic
- Trifusion Billng DS 11215 10

You can chose to document the Billing task from the MAR or the Task List.

Note: Documenting on the Infusion Billing task from either location will launch the same Billing window
as seen below.

Introduction to Clinical Documentation for Emergency Department Nursing 144



Introduction to Clinical Documentation for Emergency Department Nursing

Once the Billing window opens, it will default in several values such as the start date and time from
when the bag started.

Infusion Billing: ZZTest, Betty U - 000075167 — | I:Illl

x‘T

DWW 1/2MS 1000 mL
Saln, IY Continuous, Rate: 250 mLthr, Infuse over: 4 hr

b Show Previous Infusions
Current Infusions
Event Date|Time Bag# Skart End Duration Infuse Yolume
o U6/25/2013 11:27 EDT 2 oe/zzms | =] [z = oe/zazns | =] 157 = [i 4 Hours, 0 Minutes [tooo | mL
- 07f08/2013 11:21 EDT 3 A MA Mot included

Takal Yolume For Crder: 2,000 mL

Takal Infusion Duration For Order: & Hours, O Minutes

Sign Cancel |
e The end date time will also default in according to the duration.
e The Rate change will also display on the form.
Current [nfusions
Evenit Date/Time Bagf Sttt End Duration Infuse Vehume

O/28/ 003 OFAL EDT b ]

FooORABGBADT 1 [EEED jE:‘mj BN jE“Wj 2 Hous, 9 Minutes Bate=0, | [1om

e Note: If this time if too far into the future, the sign button will be dithered or grayed out and you
will not be able to sign.
e The dates, times, and Infused Volume can be manually corrected to reflect the actual values.

o Edit the End Date and Time as needed by clicking in the field and making the appropriate
adjustments or selecting the up/down arrow beside the field.

e Once the appropriate edits have been included the Sign button becomes available.

® Select sign at the bottom of the window to complete the Billing Task.
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MAR Summary Tab

The MAR Summary tab provides a view only condensed display of medication administration information
and a high level overview of the medications that are prescribed for the patient. The Summary allows the
user to modify the view to accommodate their individual needs.

Right click on the blue bar on the MAR to change the time frame and intervals that you want to display on
the MAR Summary.

Menu = ﬁ MAR Summary

+ add
 add Date Range | Filters I Options
MAR

MAR Summary Date Range

F ID?JDBQD‘I =

I ]
Summaty O & Through 07./08/2013 =
Al Docurments . Column Time Intervals lm

+ add

Ok | Cancel |

Time Interval Settings

Time interval settings can be set per session or as a user default. The following displays the MAR
Summary set with a 4 hour time interval.

- | # MAR Summary & 1 minutes ago

s

07/08/2015  07/08(2015 07/08/2013 07/08/2013  07/05/2013 07/05/2015 | ==
0000 - 0359 | 0400 - 0759 0800 - 1159 1200 - 1559 1600 - 1959 2000 - 2359

hx @1100
acetaminophen (Tylenol)
160 mg, Liguid, By mouth, O...

T . Wem
albuterol {albuterol MDI})

1 puffis), Inhaler, Inhalation. ..

[
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MAR Summary Display

Order/Administration Details

The drug name will display

The order entry details will display

Order comment information does not display.

The column in which the current date and time falls is highlighted in yellow.

Pending administrations display the scheduled admin time highlighted with blue background.

" (=1500

simethicone
20 ma, Lig. PO, g6kr, Routine, 06/04/08 3:00:00 COT

Charted medications display with the dose given and the time administered.

-

. . 20 mg 0300
simethicone
20 mg, Lig, PO, gBhr, Routine, 06/04/06 30000 COT

“Not Given” or “Not Done” administrations display with an orange border for easier viewing. The Not
Given or Not Done reason and the charting time display.

Discrete results charted with the medications display under the result.

51'5(' . . Mot Given: Bradycardia @0300
digoxin [Lanoxin]
0,125 mg. Tab, PO, Daily, Routine, 06/04/06 3:00:00 CO'T - Apical Heart Bate: 52 bpm

Overdue Medications display with a red background and the overdue icon.

simethicone
20 g, Lig. PO, gbhr, Routine, 06/04/06 9:00:00 CO'T

Discontinued medications display with a gray background and will remain on the MAR Summary for a
designated period of time.

# g’
acetaminophen
325 mg, Tab, PO, gdhr, PRM. for fever, Routine, 0B/0E/068 ..

Continuous infusion results display include the event charted (e.g. Begin Bag, Bolus, Rate Change)
and limited information charted for the event.

1000 Begin Bag: 1,000 mL

Sodium Chlonde 0.45% intravenous solubion 1000 ml
[, Routine, 06/04/06 8:13:00 COT, 100 mLAhr, 10 hr, 1000

Titratable drugs will display the documented ingredient dose rate
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Hover Text/Tool Tips

You can hover your mouse over the medication name to access more complete information regarding
the order, scheduled administration or the results charted. You can also access Order Information and
the Event Task Summary.

ZZtest Maaa Age:11 months S
PRIVACY RESTRICTION PRIVACY RESTRICTION. PRIVAC...DOB:10/09/2009 ER
Allergies: penicillins

E MAR Summary
2
= g;fl.-’-\ll Active Medications [Systern) LI I |_4| 28

09/28/20010| 09/28/2010| 09/28.2010| 09/28/2010 | 09/28/2010
0000 - 0359 | 0400 - 0753 | 0200 - 1159 | 1200 - 1553 | 1600 - 1953

methylPREEDMISolone [MethylIPREDNISolone 40 mg/
1 mL Vial]
40 mg. 1 ml. ¥ial, IV, BID, 030310 3:00:00, PI-FOD &

walproic acid [Walproic Acid 50 mg/ 1 mL Liq)
250 mg. 5 mL. Liguid. PO, gBhr. 02/03410 12:00:00, kain
Fharmacy

acetaminophen [Acetamir b 226 ma Tahl
2258 ma. 1 tabls]. Tab, PO. gEH

3:00:00, PI-FPOD & acetaminophen [Acetaminophen 325 mg Tab)
325 ma. 1 tabls). Tab, PO, gBhr, PRM. pain, mild, 030310 3:00:00, PI-POD A
Order Comment: Don't administer > 4gm per 24 hours

| Event/T ask Surnrmary I | Order [nfo I

Tips and Tricks

You can also access Order Information, Event Task Summary and Reference Materials by right clicking in
the medication cell.

albuterol [Albuterol 2.5
2.5 ma, 3 mL, Inhalant, INHEg3hr, . wheezing,
05/03410 9:00:00, PI-POD Crder InFo

docuszate [Docusate 1T mg C Event/Task Summary

100 ra, 1 cap(s), Cap, PO, BID, PR Reference Manual. ..
9:00:00, Main Pharmacy

hydiocortizone topical flysvsessisemeslinGrmmmism—
am]
1 app. Cream, TOP, A5 DIRECTED. PRM. drw zkin, 08039 ..

polyethylene glycol 3350 [Miralax 17 gm Packet]
17 am. 1 Packetis]. Packet. PO, BID. PR, constipation,
08402410 8:55:00, Main Pharmacy

Identifying Icons in the Mar

Ip Admin Note—Indicates that there is a nurse-to-nurse communication attached
to the order, such as "Do not allow patient to walk unassisted”. Opens the
Admin Note window where the note can be viewed and cleared if desired

%2 Phamacy Comment—Indicates that there is a pharmacy comment attached to
- the order. Opens the Order Information For <medication name> window with
the Comments tab active
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Practice Scenario for eMAR

Since some meds in the ED will go to a DC’d status when given, you may need to right click on the med
column and select Additional Dose for practice purposes.

1. Chart a Medication task.

2. Unchart Medication task.

3. Chart a Med as not given.

4. Modify a Med task.

5. Reschedule a Med task.

6. Add an Admin Note.

7. Chart a Begin Bag event

8. Change the dose/rate of a titratable med

9. Chart the Infusion Billing Task.
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SECTION VII Introduction to Interactive View
(iView)

Introduction

Interactive View or iView is a clinical charting tool that allows staff to record the completion of tasks, and
enter patient results to be stored as part of the patient's electronic medical record. Clinicians are able to
record results for their patients such as Vital Signs, Assessments and Intake & Output data. iView
enables you to chart results throughout the patient’s stay displaying these results in a flowsheet format
replacing the need for paper flowsheets, kardex and other paper documentation forms.

Depending on your role within CHKDHS, different views or bands are available for iView within the

patient's chart. However, your views are based on the location(s) where you work and your individual
security.

Features

iView, users can:

) Document results in flowsheet format.

. Search for selected documentation and view completed documentation from within the iView bands.
. Sign and complete iView documentation results as they are entered.

. Modify results as needed

o Unchart results that were charted in error and add comments to results as needed

o Customize charting sections.

Objectives

In this lesson, you will learn how to:

. Complete documentation in iView.

. Access customization tools to add and remove items from the iView sections.
. Select the appropriate bands/section for documentation.

. Modify, edit and update previously charted results.

. View and search for selected results in iView.

Introduction to Clinical Documentation for Emergency Department Nursing 150



Introduction to Clinical Documentation for Emergency Department Nursing

The Interactive View (iView/I&O 2G)

The Interactive View or iView (iView/I&O 2G) can be accessed from within the patient’s chart in eKiDs
PowerChart.

The Interactive View chart tab is located on the menu bar within the patient’s chart. It is a means of
viewing a wide variety of patient data in a single area including current and past documentation. You can
customize what sections are displayed, what data is included, and how that data is organized. In iView
results can be added, modified and uncharted. You can directly chart and view result details from iView.
Some of the results recorded in iView are Vital Signs, Assessments, Intake and Output data as well as
treatments and procedures. These results are charted throughout the patient’s stay and will display in a
flowsheet format known as iView.

Once in the patient’s chart, click once on the iView/I&0O 2G tab to access.

1147 Opened by Test, RN — Ol x|

Task Edit ‘Wiew Patient Chart  aAsOf  Options  Documenkation  Orders  Help

B Patient Access Lisk :t‘ Patient List S Mulki-Patient Task List = EQKiD katches Access = Issue Collectar ; EETear Off znttach :ﬁﬂSuspend =

TRAINER, BE... =x
TRAINER, BETTY MOCK Age:5 months Sex:Female

DOB:12/28/2012 EMR:00001147 Fin#:000075126 Inpatient [0 f
Allergies: Allergies Not Recorded Clinical{Dosing) W

Menu n - | M iview/ 18026 BIPrint & 6 min.

iview/ I & 0 2G =y

g Intake And Output < i |
0 Intak.e - Today's Intake: @l Qutput: @l Balance: Ol Westerday's Intake: Ol Cukpu
Continuous Infuzions ——
Medications % i 06/26/2013 -
I% Site Check 09:00 - 05:00 - 07:00 - 061
Teelamt SUmRERs Dralle = 09:59 05:59 07:59 06
Npatient aummary Intake Total _

Eresctasding
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Major Components of iView

- | iview/I802G

" @& B el il x

[Infornmtion Date Range Bar:l

EIFtint & 2 minutes ac

% Intake And Output

[l

[

Temperature Skin

Environment Temperature
Incubator Set Temperature
Radiant Warmer Set Temperature
Readiant Warmer Heater Qukput
% Hurnidification

Communication

Sections

% NICU Flowsheet
v Yital Signz I 'I ["critical THioh T low T abnormal T Unauth T Flag i and 18
I Drips [Fresul [ Comments [Flag  [Date [ Performed By
i [
Pain Scare
Pain il OEf26(2013 06/25/2013 ) -
Comfort Measures R, ol ¥ 09:43 05:00 09:37 Date and Time Column
v Fulze Oximeter 4 Yital Signs
Gastric Tubes Temperature Axillary
Hutrition Temperature Oral a3 T 37

[Interactive View Area]

Ry Skin - Wounds - Tubes - Dra...
ey Lines - Devices

Sp02 Sike Changed
SpOZ Probe Changed

Heart Rate a5 ~ a0 Al
Navigatur Respiratory Rate &0 . 65 T
SBPJDBP Cuff o0/70 s l00fED T
@ Mean Arterial Pressure 77 al g7
IMean Arterial Pressure
< Bload Pressure Site Right arm Left arm
SERYDER Line
Mean Arterial Pressure, Invasive
. NICU Systems Assessment spoz - Rt
a{\“emilators :Egg ::'t:: - Right, Finger Right, Index ...

~ N-PASS Sedation Score

gTreatmems - Procedures
Crying) Trritability

Behavior State
Facial Expression b
Extremities Tone

M-PASS Vital Signs

K oraphs @?ec_latf-n Score Caloulation |

Ry Measurements

ry Events

wy Behavioral

by Transfer - Transport - Disch...

L4

1. Navigator - The navigator is a table of contents for the Interactive view and displays the different
views available to you. Each view is called a band. The sections with a “checkmark” indicate that
data has been charted in that section.

2. Band — The view within the navigator that holds related sections.

3. Interactive View Area or Working View Area — This is the area where you can document results, view
existing results, and modify the information documented.

4. Section — Contains related groups of items used for completing the patient’'s documentation. These
sections can be defaulted in by the system or you can customize what is included in the section as
needed for documentation.
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5. Date and time columns — The date and time columns will display for each section displaying the date
and time of documentation within the selected cells.

Information Date Range Bar — This is the blue bar across the top of the Interactive View Area
allowing you to set a range for how you would like to view and display the information in this area.

I<w o S

6. The Search Criteria can be set to display a Clinical Date Range or Today's Results. If the date range
exceeds 3 days, the load time will be extended presenting a warning.

\*} Search Criteria il

Result Lookup

" Clinical Range From I 06/26/2013 jB I Qo0 ﬁ
% Today's Results To I 05,/26/2013 :”3 I 2359 i’

" Last I 7e Hours

Ik I Zancel

7. Questions — Items under each section selected for responses or Results for the patient's
documentation. Ex: Question -- Heart Rate

8. Results — These are your responses to the questions. Ex: Result 48.8
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iView Toolbar and Icons

The iView Toolbar and Icons are located within iView and will provide the needed functionality to
complete your documentation.

Icons in the iView toolbar will display based on the action that is being performed.

v’

Example: After you have completed adding results to a cell the icon will display in the toolbar.

- | & iview/ I8 02G

s H e v 0 E %

Available icons include:

Description
Icon

Collapse Navigator — Hides the navigator to increase the view on the screen. Clicking the
button again will restore the navigator window to the original view.

[

Split Window — Allows two views on the screen. It splits the view to the right of the navigator,
allowing multiple interactive views at one time. Select the band to populate the top window.
Then click in the bottom half of the split screen window and select the appropriate band to
view in that window. Clicking the Split Window button again will remove the split screen

|

Show Empty Columns/Rows — Displays columns that contain results. Clicking this icon again
will remove the empty columns/rows.

12

Review Results — Marks all new results visible in the interactive view sections as reviewed.

Sign — Allows you to sign and save documented results and is available only after you have
initiated documentation.

X &

@l Cancel — Allows you to cancel the charting session without saving the changes you entered.
This button is only available when documentation has been initiated.

Forward and Back Browser-Style Buttons

- M iview/ I8 026G BIFrint w¥ 5 minutes ago

The Backward button allows you to access previous tabs within the patient’s chart.
The Forward button moves you to where you were in the patient’s chart prior to clicking the back button.

The Drop-down arrow allows you to jump to a certain tab within the patient’s chart (i.e. Medication List
tab).

The Home button takes you to the defined home tab . This cannot be changed.
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Reviewing the iView Bands

The Bands on the iView provide a location where information can be entered directly into fields and saved
to the patient’'s chart. The sections under the bands can be customized to add or remove sections as
indicated in order to complete the patient’'s documentation providing ease of documentation and result
review.

Not all users will be able to view all the documentation. While some users may be able to view
documentation in selected bands, they may not be able to document in selected sections based on their
security.

Views in iView will vary based on the user’s role. The following are examples of the different bands
available based on security. Notice that some users have several bands while others may only have a
few. Also, notice that the order of the bands may differ based on your role.

The location of the patient also determines which bands are available for view and documentation.
The bands will be discussed in greater detail later in the manual.

Flowsheet Band

The Flowsheet Band allows you to document for many of the areas currently documented using the front
page of a typical paper flowsheet. It contains sections such as the vital signs section and the pain
section.

System Assessment Band

The System Assessment band allows you to chart the patient assessments and replaces the narrative
nursing note used today. It contains all the components of a complete head-to-toe assement with the
exception of the Skin Assessment. This section also includes activities such as ADLs and Fall Risk
Assessment.

Skin — Wounds — Tubes — Drains Band

The Skin — Wounds —Tubes — Drains Band provides a location to document general skin assessment,
assessment of abnormalities, incisions and wounds. It also includes a section to document any tubes
and drains such as gastric tubes and hemovac drains.

Lines — Devices Band

The Lines — Devices Band provides sections similar to the existing CVL flowsheet where they are
currently documented. PIVs that are documented on today’s flowsheet in the narrative section will also
be documented on the Devices Band.. The Lines — Devices Band is also similar to the Infiltration
Flowsheet that is used today to document IV infiltration.

The Lines — Devices Band is also where BMDI (Bedside Monitoring Device Interface) will be associated to
you patients. The BMDI will be discussed later in the manual.

Treatment — Procedures Band

The treatment and Procedures Band provides a location to document various treatment and procedures
such as chest PT, blood transfusions, and lab procedures such as lab draw and specimen collection.
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Events Band

The Events Band provides a location to document events such as seizures, apnea, bradycardia,
bronchospasm, desaturation, color change, suction site and the name of a provider notified and RT
notified.

The Events Band also provides a location to easily view documentation of Vital Signs. The Vital Signs
that are documented in the Flow Sheet Band will auto populate in the Vital signs section on the Events
band. Vital signs documented in the Events Band will also flow to the Flowsheet Band.

Behavioral Band

The Behavioral Band provides sections for psychosocial assessments and restraint documentation that is
currently documented in the restraint flowsheet.

Transfer — Transport - Discharge Band

The Transfer — Transport — Discharge Band provides a location to document both transfers In-house and
outside of the facility.

Intake and Output (I&0) Band

The iView Intake and Output 2G flowsheet is a record of a patient’s fluid intake and output for a specified
time period, typically one hour increments. However, the hourly increments can be adjusted if required
for documentation.

Clinicians can view the individual resulted amounts of each output or input event. Discrete amounts of
each event can be viewed, as well as shift totals and daily totals displayed in a spreadsheet format.

The information can also be viewed in a split screen format within iView allowing you to see two individual
flowsheets at one time. However, even though you can view the documentation for continuous infusion
and medications in iView, documentation for medications and Continuous infusion will be completed in
the MAR.

Intake and Output Summary

Accumulated hourly totals, shift totals, daily totals, subtotals, and fluid balance can also be viewed from
the Intake and Output band by clicking on the Date Range Information Bar. Examples of Intake and
Output documented in this area would include oral intake, gastric tube intake, urine output, stool output,
drain output.

As results are entered into the Intake and Output band in iView, a quick view summary of the information
is displayed at the top of the flowsheet. Intake and Output totals for Today’'s recorded results and
Yesterday’s results are displayed for quick review. The Today'’s totals are updated as documentation for
the current day is entered.

Graph Band

When populated, the Graph Band will display graphs of documentation such as Vital Signs for
Temperatures. The example below displays graphed information for three documented Oral
Temperatures. This band is available based on your user security and login.
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Activity Bands

The purpose of the Activity Band is to allow ease of documentation. It provides the clinician with the
section(s) to document a task without having to search for the task in iView.

The Activity Band will display at the top of the existing iView Bands. The Activity Band will only be
available when orders meeting criteria specified by CHKDHS have been entered. These orders will
create tasks within the Task List in the patient’s chart. Once documentation is completed via the Activity
Band, the Activity Band will drop from the iView until another order and task meeting the specified criteria
is generated.

s EHE Y BN x

N O [ ]
E Peripheral Set
Peripheral IV Doc Set | vl [Ccritical  TrHigh T low [ abnarmal 7 Unauth T Flag © oand % or
[Result [Camments [Flag  [Date [Performed By |
[ ]
i 2 06/26/2013
Ty 1103

I]
73 Peripheral I¥ Doc Set
4 Peripheral I¥ Doc Set &

g Intake And Output

% NICU Flowsheet

% NICU Systems Assessment
% Ventilators

5 Skin - Wounds - Tubes - Drains
% Lines - Devices

% Treatments - Procedures

% Measurements

% Events

% Behavioral

Q{ Transfer - Transport - Discharge
% Graphs

Once documentation is completed via the Activity Band and the chart is closed, the Activity Band will drop
from the iView until another order and task meeting the specified criteria is generated. Upon reentering
the patient’s chart the documentation can then be viewed under the appropriate section. In the example
below the Bladder Scan is now viewed in the Treatments — Procedures Band.
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iView Band Icons

Insert date/Time — Displays your charting in time increments such as Q1 min, Q1 hr, etc. You
can also click on Insert Date/Time allowing you to change both the date and time to document a
single occurrence.

i 06/26/2013

' 11:07 [Change Column Date Time X
- Vital Signs uejzejz013 =[=] [ =

Double clicking this icon presents a Change Column Date/Time Window where changes can be
applied.

View overdue task -- Displays all task that are overdue for your patient. This icon will only
display for your patient if there are overdue task.

x

TRAINER, BETTY MOCK 0410 C
MRN:00001147 Medical
Tasks appearing in this window are accurate as of 08/26/2013 11:08 . Please select the refresh button to update the display,
Task Type Filker I < All Tasks = = l
| Date / Tirne — | Priarity | Status | Task ‘ Type | Details

= Owerdue [B)

0B/26/201 3 00:00 Overdue MAR/Chart Check Patient Care 06/26/13 0:00:00

(0B/25/2013 00:00 Overdug MaR/Chart Check Patient Care (062513 0:00:00

(0B/24/2013 00:00 Overdue MaR/Chart Check Patient Care 0B/24/13 (:00:.00

(0B/23/2013 00:00 Qwerdue &R/ Chart Check Patient Care 0B/2313 0:00.00

(0B/22/2013 00:00 Owerdue MARChart Check Patient Care 0B/2213 0:00:00

08/21/2013 0300 Dverdie  Incubator Change Palient Care ”DE;’dz;ﬂlgig”EE”SYSTEM

Select Al | Deselect Al | Brint Requisitions | Print: Latels | Chart Mot Done | Guick Chark | Chart |

Clicking on Task will launch a task window where any overdue task can be charted and
completed. Note: If you launch a task for a Medication you will be taken to a MAR task
window. Medication documentation will always be completed in the MAR.
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Customize View — Remove and add options for a selected section.

B TRAINER, BETTY MOCK - 00001147 x|

Customize |Freferences| Dynamic Gruupsl

Display Name on Wi Default Open
A ¥ital Signs
Temperature Axilary
Temperature Esophageal
Temperature Oral
Temperature Rectal
Temperature Rectal Probe
Temperature Skin
Temperature Temporal Artery
Environment Temperature
Incubator Set Temperature
Radiant Warmer Set Temperature
Radiant Warmer Heater Output
o Humidification
Apical Heart Rate
Peripheral Pulse Rate
Heart Rate
Respiratory Rate
SBP/DER Cuff
Mean Arterial Pressure
Mean Arterial Pressure
Blood Pressure Site
"

|»

IEREREEOOSEREEOROOROE

a

Search For Them: ;I

In Section;

Collapse AIII Expand All | ok | Cancel |

Clicking on this icon will launch a window where you can add and removed sections and
guestions in order to document needed clinical information for your patient.

Change I/O Total Start Time -- Allows you to change the I/O start time and date from the
defaulted time.

Views PRN and Continuous Task. This icon will only appear on the iView Band if PRN and
continuous task are ordered for the chart that is currently open.

x|

| TRAINER, BETTY MOCK 0410 C
i MRN:00001147 Medical

Tasks appearing in this window are accurate as of 06/26/2013 11:19 . Please select the refresh button to update the display.
Task Tvpe Filter I < All Tasks = - l

[Date / Time = [Prioity [ Status [Task [Tvpe [Details

|
|
|
1
| B PRN / Continuous (1]

O PR Pending I5TAT Collection POC Msg/RT Inptatient  Blood Gases g24h, PRM Order

Select all | Deselect Al | PrintRequisitionsl Erint Labels | ChartNotDonel Quick Chart | Chiatk |

Clicking on Task will launch a task window where any PRN task can be charted and completed.
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Working with iView Bands

Once you have opened the patient’s chart and reviewed the information available in iView, you should
determine which bands are necessary to complete documentation of results in the patient’s chart.

1. Review available bands and determine which bands are necessary for documentation.
2. Click on the Band and the Section tile within the navigator.

3. Once selected, it will be highlighted in yellow within both the Navigator and View area.

4. The sections with ¥ a check mark to the left indicate that these sections already have
documentation from a previous time and/or date.

| iView/ 18026 fENPrint ¥ 0 minutes ago
“HEwvONE X
%{ Intake And Output D%—ﬁ
g NICU Flowsheet
v il Signs I *I [Ccrtical Trich Tlow T abnormal [ unauth 7 Flag Coand ©or
IV Drips : Fesult |Eomments |Flag |Date |Performed By
M-PASS Sedation Score
Pain Score v
Pain s sl 4
Comfort Measures = ,ﬁ{ B WS %00
v/ Pulse Osimeter - Communication ]
[astic Tubes Provider Notified
Mutrition RT Notified
Method of Communication
Motification Comment

The Vital Signs section is an example of a section that is repeated in different bands for ease of
documentation and viewing of results. This allows the clinician to document in one location and it
will then automatically populate the documentation on the additional bands.

Example: Vital Signs are in the Flowsheet Band and the information documented will
automatically populate in the Vital Signs section of the Events Band.

At this time, lets enter a Heart Rate in vital signs by right clicking in the field and selecting Add
Result. Enter a heart rate and click the green check mark on the toolbar to sign. Click on the
Events Band and note that it also appears there.

Note: Once a section contains documentation it will remain available for future documentation and also
viewing previous documentation. However, if results are not entered within 48 hours the fields will
collapse from view optimizing your work space. Previous documentation remains available for review by
expanding the date and time range to view results.
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Customizing the iView Bands

The bands within each section can be customized to add or remove the sections that are needed to
complete a patient’s documentation. Items you customize are items specific to your individual patient.
These items can be added throughout the patient’s stay based on need. Once customized for your
patient they will be available in iView when you and other users with charting privileges access the
patient’s chart to document

Adding a Section to an iView Band

At times it may be necessary to add an additional section to the patient’s chart if that section is not readily
available. The sections can be added and removed based on need to ensure all necessary
documentation is added.

To add a section:

1. Click on the section you wish to customize.

2. Once you click on the desired section it will be highlighted in yellow.

3. Then click on the A Customize View Icon at the top of the spreadsheet.
4. A pop up window will appear displaying options for the selected view. The options with a check
mark in the box will display on the flowsheet. The options with no check mark can be selected to

display by clicking on the appropriate box. Cl

5. You can also uncheck items in this window and they will not appear on the flowsheet unless there
has been prior documentation completed for those item.

6. Searching for an assessment starts within the band. The search function only searches one band
at a time. The screen shot below depicts the steps needed to perform a search. Start by
reviewing the flowsheet and looking through the sections within a band.

In the example below a search was performed for a Newborn Tone. By typing “tone” in the
Search for Item window both Tone and Tone Newborn is displayed as an option to select.

Bl TRAINER, BETTY MOCK - 00001147
" 2

Customize |

i

Default Open

7. Clicking on the box [l beside the appropriate [, ozzerke

selection (in this case Tone Newborn) and then » ueass saia
clicking OK will populate the flowsheet with Tone
Newborn for documentation.

lotified
SEP(DEP Cuff
SEPDEP Line
SEPDEP Sitting

HEEEOONMEAMNER =
0oooo000REON

i
SERIDBP Standing

(— Tane Mewborn ] BPIDG urie
Sedation Score Caleulation

Simply Thick Amount
Sirnply Thick Arnount
i ition Aroun

d GI Tube

By Clicking in the “Search for Item” window you can
type the name you are searching for or use the pull
down arrow to scroll through a list of items. The

Search for Item: | &L

Search for Item only searches for the band that is
currently open. You may need to check other bands to

In Section:

Callspse all | | Expand &l OF Cance

find the item you need.
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Removing a Section within an iView Band

If you have added a section in error or discover the section is not needed, following the steps above
unclick the section that is no longer needed on the flowsheet and click OK.

For sections that have been added using the Customize Icon, such as the example below, right clicking
on the section name or section header will allow you to remove the section. However, the section cannot
be removed once it contains documentation.

Temperature fxillary
Temperature Cral

Temperat;
Ervironme

T

L v LT L

Rernove

Removing section name

Behavior Stz
Facial Expre
Extremities

no —

Expand
Collapse
Close

Remove

1135

O6/26/2013
05:00

At this time let’s right click on a section that has not been documented on. Notice Remove is an option.
Right click on heart rate in Vital Signs and notice Remove is grayed out.

Introduction to Clinical Documentation for Emergency Department Nursing

162



Introduction to Clinical Documentation for Emergency Department Nursing

Additional Buttons in the Customize View

The view area of the iView flowsheet contains the sections and questions of the flowsheet. This view can
become cluttered and become difficult for viewing information.

The “Collapse All” button will allow you to collapse the sections showing only the title of the sections.

Selecting “Expand All” button will return the screen to the full view.

Collapze All |

You can also collapse sections within the View Area once your items have been selected in order to
make it easier to view and less cluttered on your screen.

[k Cancel

1. Clicking the “Collapse Navigator” icon & \vithin the tool bar of the flowsheet will collapse the
navigator to allow more viewable space on the screen for completing documentation.

2. Clicking it again will expand the view.
3. Clicking on the plus signs beside the sections will temporarily collapse the section.

4. Clicking on the minus again will restore it to the original view.

The collapse function of the sections does not stick. It is a temporary setting and when you
refresh the flowsheet it will automatically re-open the sections.
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Setting Time Frames

Setting the Time Frames for which you would like to view your documentation is customized by the
individual users and saved with your security log in. Time frames typically default to 12 hours but can be
changed to range from 24 hours to 72 hours, display today’s results, or additional customized options as
needed.

To set the Time frames in iView:

1. Right click on the blue banner bar at the top of the iView Window.
2. Choose the selection that best fits your needs. Click once on your selection.
3. This will change the view as you have indicated.

Last 24 hours, Last 48 hours, Last 72 hours Views

In the example below “Last 24 Hours” was selected. This will display the last 24 hours of documentation
in your flowsheet for your patient.

- | #& iview/ I8 02G SIFrint & 13 minutes agq

EHE«y O HE X

nua

& Intake And Output %
g NICU Flowsheet Last 24 hours
ns I vl I criiel [ Last 48 hours mal [ Unauth [ Flag Coand o
I\ Dips | Fo Last 72 hours | = | — |
sl Y ate erfarmie
N-PASS Sedation Score | Today's Results Y |
Pain S core Other,..

By selecting “Today’s Results” the results completed for just today’s date will be displayed.

- & iview/ &0 2G [EPrint > 0 rinutes ago

=HEw /X HE X

& Intake And Output ﬁ | |E

&/ NICU Flowsheet

I vl [Cotieal Trigh Tiow T abnormal [ Unauth 7 Flag " and & or

Selecting Other... will allow you to select a Clinical Range, Today's Results or the Last number of hours
you wish to view.

1. Select the parameters you wish to view. X|

2. You can also set the date and time range
you wish to view
3. Click OK.

Result Lookup
@ Clincarange Tom [06/26/2013 (=] [0o00 =

© rodaysresuts T 10672672013 =] [2359

© last (12 Howrs

OF I Cancel I
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Changing Date and Time

The charting time will default to the current date and time.

[FF  zoonczooom-zoowezonszmss — [h[ ]

| v[ [Ccritical THigh T low [ abnormal [ Unauth [ Flag Cand O Or
[Resul | Camments [Flag  JDate [Pertarmed By |
| |

il 06/26/2013
+ ¥ital Signs
Temperature Bxillary

Insert DateTime J

v Actual

Temperature Oral IS miin “hange Column Date Time 4
Temperature Skin 210 rmin 0ef26/2013 ﬁ B I-M —
Environment Termperature Q15 min |

You can change the date and time for the entire column.

v" Right Click on the column to change. Click on the Insert Date/Time. You can now change the
date and/or the time for the column in the Change Column Date/Time window.

v' Date and/or Time can also be changed by clicking on the Insert Date/Time Icon.

v' Changing the date and time for an individual cell can be performed by right clicking on the cell
and selecting Change Date/Time.

I 'l ["critical THish T low [ abnormal [ Unauth [T Flag

[Fresult [ Comments [Flag  [Date [Performe

e D6/26/2013
B9, BN 4% 11:43 T 1143 0s00

- Yital S5igns
Temperature Axilary

Temperature Cral 11
Temperature Skin Add Result....
Environment Temperature
Incubator Set Temperature
Radiant \Warmer Set Temperature
Radiant WWarmer Heater Oukput
% Hurnidification
Heart Rate
Respirakary Rate View History. ..
SEPIDEP Cuff

Il Mean Arterial Pressure

Mean Arterial Pressure
% Elnnd Draccurs Site b

Yiew Resulk Details, ..

Wiew Comments, .

Yiew Flag Comments, ..,
Yiew Reference [Material. .,
Yiew Grder Infa, ..

v" A pop up window will display.
v' Enter the appropriate date and/or time and click on sign.

The result entered will then be signed and completed and displayed in the new time slot. The new
information will also display in a new column with the new date and/or time indicated.
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Modifying Date and/or Time of Completed Result

There may be occasions where the date and/or the time of a completed result needs to be modified in
order to reflect the most accurate time of documentation.

To Modify the Date and/or Time of a completed result:

Select the Band in iView where you wish to Change Date/Time.
Select the correct date and cell to Change Date/Time.

Right click on the cell and select Change Date/Time.

The Change Result Date/Time window will open.

Select the correct Date and/or time you wish to change by either keying the information in or
clicking on the arrow keys located to the right of each individual field.
6. A comment can be added if indicated

7. Click to sign and complete.

8. A new column will display on the spreadsheet indicating the new date and/or time that was
indicated.

IS

Establishing Charting Times

Charting times can be reset and established to accommodate the frequency of when procedures are
performed. The clinician can change the documentation time by right clicking on the date/time cell. A
pop up will then display and you can select to display your charting time increments such as Q15 min, Q1
hr, etc.

As a reminder, clicking on Insert Date/Time allows the change of both the date and time

[«"  261une201300:00-26June20132359 b [ |

I crtical  THioh T low T abnormal [ Unauth [ Flag and & or
Result | Carmrnents | Flag | Date | Pertormed By
i % O5f26/2013 -]
Rl & 11:59 i
Temperature Cral [ ] 4 InsettDate/Time
Temperature Skin v Actual
Erviranment Temperature i
Incubator Sek Temperature = nur
Radiant “Warmer Set Temperature Q10 min
Radiant Warrmer Heater Oukput 15 min
% Huridification Q30 min
Heart Rate g Qlhr
Respirakary Rate g  Q2hr
SBP/DEP Cuff onf Q4 hr
[l Mean Arterial Pressure 7 Q8hr
Mean Arterial Pressure Q12 hr
.f'i\l:!l A O s Sk T

Select the time frame that is needed for the section you are documenting.
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The following is an example of a populated flow sheet when Q2 hr has been selected.

[ ZlneX000-FMeeAszmH [V

I vl [criticsl THoh Tlow [ abnomal [ Unauth [ Flag C and & or

Result [Comments  [Flag  [Date [ Pertormed By
s 0612612013 [ |
%,‘{ 12:00 11145 11130 ] 11115 ] 11:00  10i45 10:30 10:15 10:00 09:45 0930

Temperature Oral
Temper abure Skin
Eriranment Temperature

v This will change your ongoing charting frequency for the selected time frame. To change
‘ °; the time frame to display current time, right click in the time cell and select actual.
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Overdue Tasks

Clicking on the View Overdue task icon % on the flowsheet toolbar displays tasks that are currently
overdue. Depending on the task, results can be entered into the flowsheet, an Adhoc form or in the MAR.

| vI I critical THigh TClow T

Result | Cormments
1Ko}
e L BN 12:00

< ¥ital Signs
Temperature Axillary
Temperature Cral

The following is an example of an Overdue task. You can select to chart on one or all of the tasks by
clicking or unlocking in the checked box to the left. By default, all tasks are selected.

Using the Select All and Deselect All will toggle the check mark off and on.

Once the task to be documented has been selected using the buttons at the bottom of the screen charting
can begin.

x

TRAINER, BETTY MOCK 0410 C
MRN:00001147 Medical
Tasks appearing in this window are accurate as of 08/26/2013 11:08 . Please select the refresh button to update the display,
Task Type Filker I < All Tasks = = l
| Date / Tirne — | Priarity | Status | Task ‘ Type | Details
= Owerdue [B)
(6/26/2013 00:00 Overdue MR /Chart Check Patient Care 06/26/13 0:00:00
(6/25/2013 00:00 Overdue MR/ Chart Check. Patient Care 06/25/13 0:00:00
06/24/2013 00:00 Overdue Ma&R/Chart Check. Patient Care 06/24/13 (:00:00
06/23/2013 00:00 Overdue MR /Chart Check. Patient Care 06/23/113 (:00:00
(0B/22/2013 00:00 Owerdue MARChart Check Patient Care 0B/2213 0:00:00
08/21/2013 0300 Dverdie  Incubator Change Palient Care ”DE;’ dz;ﬂlgig”,;E”SYSTEM
Select Al | Deselect Al Brint Requisitions Print: Latels Chart Mot Done Guick Chark Chart
o,
e The Chart Meds Button should not be used. All Medication documentation should be

) completed from the eMar.
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If the overdue task is a medication, after selecting the task and clicking on Chart you will be
taken directly to a MAR screen to complete documentation. This will be discussed further

with the MAR documentation training.

|*§ albuterol: TRAINER, BETTY MOCK

v Q

M“T

albuterol (albuterol (conc))
5 ma, Inhalant, Mebulized

*performed date [/ time :

=M IE=
*Performed by : ITest, R ﬁl
Witnessed by : I ﬂl

*albuterol: IS Img LI Yolume ; IIII ml

Diluent ; I«::nu:une:b ;I I ml

*Route : Ir'-.IeI:nuIized ;I Sike I

[~

Tatal Yalume ; IIII Infused Ower IIZI I

[~

0af2e/2013 | 0&f26/2013 | 06f28/2013 | OR/25/2013 | O&f26/2013 | O&)26[201:
1100 1200 1300 1400 1500 1600
4| | I
|_ Mok Given
Reason @ I ;I
Cormenk. .. |
| VA
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Documenting Results

Now that you have established the correct time to begin your documentation, be aware that there can be
several system generated tasks that will be created by a rule in the system. Once the task is accessed
via the PAL by double clicking on the appropriate icon, the system will display the appropriate iView
location or Adhoc form where documentation can be completed.

Some of the system generated tasks that will be documented in iView or on a PowerForm include:

Additional orders that will create tasks to be documented in iView include:

Documenting in a single section:

If it is necessary to only document a single section use the following steps:

. . . . B
1. Double click in the section header to activate ﬁ'IE - ___ D6/26/2013
_ . 5 B 1216 0800
all the cells within that section. = . i<l ~
Temperature Cral DiediC 38 T
2. A El will be present on the header bar. Environment Temperature DeqC
Heart Rate b 5 Al
Respiratory Rate tir i 60
3. Continue to click in the cells in that section SEPJDER Cuff mimHg 9070 ta
and document as needed. [ Mean Arterial Pressure rmmH3 77 -l
< Elnod Pressure Site Right arm
) ) ) SER/DEP Line mmHg
4, You can also right click on a single cell and Mean Arterial Pressure, Invasive
click on Add Results to enter documentation in 5p0z %y %
a single cell. (This is like we did for the Heart 3p02 Site Right, Finger
Rate) SpO2 Site #2
5p02 Site Changed
5p02 Probe Changed
Not all fields in a section need to be completed. Follow policy regarding documentation!
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Documenting in Multiple sections

If more than one result or a group of results needs to be entered in a single time frame, the entire column
can be activated.

To activate the entire column complete the following steps:

1.

Double click in time cell under the date to
activate all the available cells within that
section.

A will be present on the header bar of each
section and the first chartable field will be
selected.

Continue to click in the appropriate cells in the
sections and document as needed.

The example below displays the Vital Signs and
Pain sections checked and all available for
documentation.

Documented results will display in purple text until signed.
Additional functionality of adding comments to a cell will be
discussed in the section titled Interacting with iView.

iilll ?Sf
Rl

A NEUROLOGICAL
Meurological Syskem
Level of Consciousness
AffectiBehavior
_ry Description
Tone Mewbaorn
Anterior Fontanel Description
Movernent Mewborn
Meurological Comment

b RESPIRATORY

- Breath Sounds Assessment
Breath Sounds Ausculkated
All Lobes Breath Sounds
Lung Sounds Left
Lung Sounds Right

4 Oxygen Therapy
Oueygen Therapy
Creygen Flow Fate
Fioz2
Spoz

A CARDIOYASCULAR
Cardiovascular Swstem
Cardiovascular Symptoms
Capillary Refill Upper Extremities
Capillary Refill Lower Extremities
Precordial Ackivity
Cardiovascular Comment

A GASTROINTESTINAL
Gastrointestinal Swstem

06,26/2013

& 1323

[l
[ I=l |

0s:00

a3

Documentation in iView should be completed by documenting based on the Hospital Policy

of “Charting by Exception”.

In other words, if you are documenting and the result you

document is “meets acceptable parameters” you do not need to populate the other items

unless necessary to provide the additional appropriate information in the chart.

=

iil| o

» MEUROLOGICAL
Meuralogical Swstem

06262013
&% 1373 08:00

meurological System

Tone Mewharn

Lewvel of Conscinusness Meets acceptable parameters
AffectBehaviar Exception ko normal parameters
Cry Descripkion Same as previous assessment

Mot assessed
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Reference Text

ﬁh ‘Fﬁf

Reference Text is the Decision Support Reference information B =

providing the clinician with useful information related to the

Meurological Svstem

selected cell. This information can be beneficial to the clinician
when completing documentation. (Click on System
Assessment, Genitourinary)

Level of Cons
Affect/Behavi
Cry Descriptio

Meurological System

) Reference Text

Reference Text can be identified as a section title that is underlined and highlighted in blue also known as
a Reference Text hyperlink. A single click on the hyperlink in the section will provide access to the

information related to that section.

Double clicking on the Hyperlink will move you directly to the Decision Support Reference Text.

example below WDL information for the Genitourinary System is provided.

Decision Support

Neurological System

Reference |

[ficucogcal usterd = e
€ CarePlan information  Chart guide € Nurse preparation € Patient education

@ Policy and procedures € scheduling information

PERRL (Pupils egual, round and reactive to light)

« Posterior fontanel 1x1 cm at birth, closed after 2 months of age.

Good suck/swallow reflex { > 32 weeks gestation)
= Good root/gag reflex (> 36 weeks gestation)

NICU- in addition to above:
e Absence of dysmorphic features
»  Facial symmetry [
« Mo evidence of birth traurma
» Sutures open & moveable with palpation
= Reflexes present: gag, palmar grasp and rooting, appropriate for gestational age
e Good muscle tone with age appropriate gross motor movernent all 4 extremities
» Posture: Flexion noted in extremities appropriate for gestational age
= Intact spinal column
-

ity

»  LOC: Alert/Oriented/Interested in environment as appropriate for age and development
s (Good muscle tone with age appropriate gross and fine motor movement all 4 extremities
» Fontanels soft, flat, firm in guiet sitting position, Fontanels closed after the age of 18 months.

e Anterior fontanel- 1-5 o in length and width, closes between 3-18 months of age.

Tips and Tricks

In the

Based on your security and available bands you will be able to add textural, numeric and free text

documentation in the selected cells.

You can also add comments to any cell as needed when documenting.
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Types of iView Documentation

Based on your security and available bands you will be able to add textural, numeric and free text
documentation in the selected cells.

You can also add comments to any cell as needed when documenting.

. Pain Aszociated Symptams 36
Multi Select Fitiane YIE

A multi select window will appear on the spreadsheet for certain [[_|Dizziness
documentation allowing you to select one or more items when charting. |[[_]Fainting spells
This type of list can be recognized by the open box L] beside each item. [ |Nauz=a

[ ]%amiting

Simply click in the box beside one or more of the options to complete your ||| Humbress/Tingling
documentation. Selecting other will allow you to enter a free text entry. [ ]v/ision Distubance

Make sure to use the available options when possible. [ | Speech Changes
Examples: SPO2 Site, Pain Associated Symptoms (] Other
Alpha Select :
Blood Pregzure Site X
Right arm
An alpha select option will allow you to select one item for documentation. | Left am
Click once on the item you choose to document in the selected cell. Eigflthlt leg
eft leq

IInable to obtain

Numeric

A numeric field allows you to place a number or value in the selected field. IE: Temperature, SpO2 or
Blood Pressure.

|5 pd2 ?{EB ﬂ |Pain Duration ke dd Free Text ;I
Pain Interventions Information Here for
Pain Alleviating Factors Pain Duration LI
Free Text

This is an Alfa-numeric field that allows you to

type anything related to the question to be ||([ther Cae ddd Free Test i
answered in the selected cell. The information Infammation HEIE"

entered can be viewed by right clicking on the
cell and clicking on View Results Details or j

simply hovering over the cell to display the

information entered.
Example: Flowsheet/Nutrition...Oral Intake type
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Comments

Comments can also be added to any type of field by right clicking on the Resulted(ed) field and selecting
Add Comment.

EC 06/26/2013
@ EN B 1216 000
+ Wital Signs |
Temperature Cral 35 -
Ervironment Temperature Add Resul...
Hearl.: Rate 85 Yiew Result Details, ..
Respiratory Rate &0 e
SEP/DEP Cuff a0z .
B Yiew Flag Camments, ..
[ Mean Arterial Pressure 77 ) )
} . Wiew Reference Material. .
<& Blood Pressure Site Right ) der Inf
SEPJDEF Line \u'few O_r er Infid.. .
Mean Arterial Pressure, Invasive it Flistor,..
sp02 : _ 9 Maodify...
SpoZ S?te Fight, Unchart...
5P S?I:e #2 Change DatefTime. ..
SpZ Sike hanged dd Comment
] L0 [=] |
Spz Probe Changed e

A window will pop up allowing you to add additional information to any field that you have Resulted.

Tub Bath: Independent

Comment

ou can add vour comments here to any Answer(ed) cell. After completing yvour comment gligk OK
at the hottom of this window.

There will be a small triangle in the top right comer of the cell indicating that & comment has been
added,

] [
Once your documentation has been completed and signed, you can view the additional comments
by right clicking on the cell with the triangle indicating a comment and selecting view comments |

[ oK ] _Comcel |

The following is an example of a cell containing a comment -- ||n,:|___ @
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Signing/Cancelling Documentation

Completed documentation needs to be signed upon completion in order to save the information as part of
the patient’s electronic medical record.

Once you have completed your documentation you can sign that documentation by clicking the check

mark v on the iView toolbar.

- | f iView/ 180D 2G [SIPrint & 1 hours 28 minutes ago
=EHale v QM x
% Intake And Output | —_I—I_l
% NICU Flowsheet
v Wital Signs [T critical THigh T low T abnormal [ Unauth [ Flag
[V Drips
Fesult Comments Fla Date
N-PASS Sedation 5o | [Flog |
Pain Score
Pain 1 5 06{26/2013
Comfort Measures ) _{‘;f A 1z:1e 03:00
v Pulze Oximeter A ¥ital Signs
b
Gastric Tubes Temperature Oral I8 ta
utrition Ervironment Temperature
Commurnication Heart Rate a5 a5 al
Respiratary Rake ] fin} -l
SER{DER CUFF 0,60 070 fal
[ Mean Arterial Pressure 67 77 ~

The Cancel button & is also now available if you wish to cancel the document Results without signing.
Selecting Cancel will remove any unsigned documentation that you have entered.

Tips and Tricks for Signing Documentation

Selecting the Refresh button prior to signing documentation will remove any unsigned documentation
that you have entered. Also, any customized items added to the section that have not been previously
documented on will be removed.

- | #& iview/I& 0 2G [B)Print &¥ 1 hours 29 minukes ago

The following message will display as a warning. If you answer yes, all documentation entered during
this charting session will be lost.

werrive X

i©) | ou have unsigned results in the MICU Flowshest inkeractive view,
" Do you wank to continue?
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Troubleshooting Unsigned Documentation Messages

When documenting in iView any unsigned documentation will display in purple as seen below.

iy o6l
R, Ll 3 12:18
A Yital signs

Temperature Cral
Environment Temperature

Heart Rate a5

Respiratary Rate ]

SBPJDEP Cuff a0ya0
[l Mean Arterial Pressure 67

@Elnnd Pressure Site
SEPIDEP Line
Mean Arterial Pressure, Invasive
Spoz ]
SpoZ Sike
Spioz Site #2
Sp0Z Site Changed
Sp0Z Probe Changed

Troubleshooting Tip #1

In the event that you attempt to close the patients chart prior to signing your documentation the following
warning will be displayed.

warnine X]

% ouhave unsigned resulks in the NICU Flowsheet interactive wiew.
D you wank bo continue?

Yes ([}

Clicking A will exit the patient’s chart and your documentation will not be saved.

Clicking — will return you to the flowsheet to complete and sign your documentation.
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Troubleshooting Tip #2

In the event that you leave iView and select a different section of the chart from the menu bar, such as
MAR prior to signing your documentation, the results you entered will remain in purple until they are
signed. You can then go back to iView and complete and sign the documentation.

If you were to close the patient’s chart from the MAR prior to signing the following message would

display.

warng X]

\‘_:‘:?r) ou have unsigned results in the TCU Flowsheet interactive view, Do wou want ko continue?

Selecting
documentation.

Selecting

Mo

documentation.

Click

would allow you to exit the patient’s chart and remove any unsigned

will allow you to go back to iView and complete and sign your

Introduction to Clinical Documentation for Emergency Department Nursing 177



Introduction to Clinical Documentation for Emergency Department Nursing

Calculations — Built in Calculations

Calculations are present throughout the iView Band indicated by a small calculator @ shown to the left
of the section name. The system will automatically calculate fields that have been designated with a
calculation icon once the cell has been selected. Depending on the setup of the equation, the system
may display a value when other values are documented or create a running total in the field.

Hovering over the calculator will display the formula used to populate the field.

SBP/DEF Cuff mmH gl‘l 10480 110480
kean drterial .. mmHag|30 a0 )

M ean Arterial Pressure

EA ([ Systolic Blood Pressure - Diastolic Blood Pressure |/ 3 ] + Diastolic Blood Pressure

To view complete calculation information:

1. Right click in the field and select, View Calculations. The calculation, T
K . . View Calculation. ..
value and date/time entered will display. e —
Create Admin Hote, ..
Chart Detals, ..
Mot Dome. ..
m TRAINER, BETTY MOCK - 00001147, Mean Arterial Pressure il
Mean Arkerial Pressure = { { Systalic Blood Pressure - Diastaolic Blood Pressure ) [ 3 ) + Diastolic Blood Pressure
90 = { { 110.000000 - §0,000000 3§ 3} + 50.000000
Mame | Value DakelTime |;
Systolic Blood Pressure | 110 mmHg 26 June 2013 12116 |
Diastalic Blood Pressure | 80 rarmHg 26 June 2013 12:16 |
Mean Arterial Pressure | =0 mmHg 26 June 2015 12:16 |
4 [
Close |

The box includes:

Equation — the calculation used.

Equation using actual values — the value(s) that contributed to the equation is displayed in the
equation.

Name column — the name of the result that contributed to the calculation. In the example
above is blood pressure.

Value column — the result for each item that contributed to the calculation.

Date and Time Column — the date and time the contributing results were documented.

2. Click Close to return to iView.
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Documenting Intake and Output

The iView Intake and Output 2G flowsheet is a record of a patient’s fluid intake and output for one hour
increments. Clinicians can view and record the individual resulted amounts of each output or input event.
Accumulated hourly totals, shift totals, daily totals, subtotals, and fluid balance can also be viewed from
the Intake and Output Band by clicking on the Date Range Information Bar.

Intake and output values documented in like sections on other bands will flow into the Intake and Output
bands displaying those values. Examples of values documented on other bands are Nutrition information

for input, Gastric Tubes input, Blood Transfusions input.

F ~ |#& iview/ I8 026G BIFrint &> 13 minutes ago
2
"a v B %
5y Intake And Output ] |
D Intak.e X Today's Intake: g Cutput: O Balance: g vesterday's Intake: O Output: O Balance: g
Continuous [nfusions - —
Medications ity 06f26/2013 -
I Site: Chack 1z:00 - 11:00- 10000 - 09:00 - 05:00 - 0700 -
D[a|l = 12:59 11:59 10:59 09:59 0559 07:59
. -~ Intake Total
Breastfeeding e _ o |
Gashic A I¥ Site Check
Transfusions Line Site Check
o A Oral
Dialpsis Intake O:; Infake
Urostary Intake @Oral Infake Ty
Other Intake Sources P
| Outout 4 Dutput Total
Urinlnne Dutput A Urine Output
Urostom Urine Woided
Ermesis Sutput Urine Catheter
. Urine Counk
Gastic Tube Dutputs rfne OL_ln -
Stool Dutnut Urine Weighed Diapers
Gl Dstomp 12 Hr Weight Based Uring Cukput
Other Dutyput Souces 24 Hr Wheight Based Urine Cukput
. . 4 Stool Dutput
Surgical Draing/Tubes aroed
Chest Tubes Stool count
. Bal
Continuous Aenal Replacement T ance
« | »

Defaulting Volumes from IV Rate:

When clicking on the hourly cell to document Continuous infusion the flowsheet will
The volume displayed in the cell is based on the documented rates from the Rate and

into the cell.
“Begin Bag” events.

default the volume

If no (Begin Bag) previous documentation has occurred on the continuous infusion, the system will not
default a volume into the cell. The initial documentation or Begin Bag documentation should occur in the

eMAR.

T‘a'\t\-\“g

RnoWIedes -
wseihad 20N
\“\c\&\)h\'\n o

Sl
ired 10T ©
quirt «..AaaN

It is recommended that all documentation for Continuous IVs
and medications be completed in the eMAR for consistency.

Continuous IVs that have previously been documented in the
eMAR can be documented in the hourly cells within iView.
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Functions of | & O Totals include:

e |&0O Totals Display on Interactive View from the eMAR documentation and can be included in
sections of iView that contain other relevant data.

e |&0 Totals can be used in selected calculations on the iView.

Types of 1&0 Totals/Calculations include:

Rolling Totals — Documentation that will be continuing for a period of time. Example:
Urine totals for the last 24 hours.

Shift (Interval) Totals — Documentation for certain periods of time. Example: 12 hour shift
total, 24 hour total.

CHKDHS defined totals — Calculations defined by the organization to enhance
documentation workflow.

Weight based calculations — Calculations based from the patient's weight. Example:
Urine Output mL/kg/hr.

Recalculation logic- when volumes are changed or added on 1&0 2G that affect the totals
used on the iView, totals can be recalculated to keep them in sync.
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|&O Totals

In the 1&0 2G flowsheets, there are several components that will count toward the 1&0 Totals displayed
at the top of the flowsheet. These items are labeled Today’s Intake: and Yesterday's Intake:

e The balance for Today's Intake will display for the current calendar date.
e The balance for Yesterday’'s Intake will display the balance for the previous day’'s calendar date.

- | #& iView/I802G [EIPrint &¥ 0 minutes ago

" 5 v ¥ %
& Intake And Output [ i !

& Intake Today's Intake: 40 Qukput: 20 Balance: 20 Yesterday's Intakes O Qutput: g Balance: g

Continuous |nfusions -
Medications ﬁ ik 06/26/2013 -

I Site Check 12:00- 11:00- 10:00 - 09;00 - 0g;00 - 0700 -
v |jra|lE = 12:59 11:59 1059 09:59 08:59 0759

Breastfesdin 4 Intake Total 40

Components that count toward the I1&0O Totals

The following are the INPUT Items that are resulted in the Intake and Output sections.

e Results for the items with YES will display in the Today’s & Yesterday’s Intake & Output totals.
e Results for the items with NO will NOT Display in the Today's & Yesterday's Intake & Output

totals.
INTAKE
DESCRIPTION TOTALS TOTALS
INCLUDED DESCRIPTION INCLUDED
Intake Intake
Continuous infusion YES Transfusions
Medications YES blood volume YES
infused
IV site check Dialysis intake
line site check NO _hemod|aly3|s net YES
intake
CAPD net
Oral solution YES
intake
oral intake type NO Other intake
sources
oral intake YES Other intake YES
oral intake time NO oral contrast YES
Breastfeeding bladder irrigation YES
breastfeeding time NO ﬂurir:jamtenance YES
Gastric tubes intake
gastric tube intake YES
gafstr_|c tube amount YES
of irrigant
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OUTPUT
INCLUDED
INCLUDED IN

DESCRIPTION IN TOTALS DESCRIPTION TOTALS

OUTPUT OUTPUT

Urine Output YES Gastric ostomy
gastric ostomy

urine voided YES output YES
Other output

urine output initial YES sources

urine catheter NO Other output YES
bladder irrigation

urine count NO net output YES
blood draw

urine weighed diapers | YES amount YES
Surgical

urine diaper count NO drains/tubes
Surgical

weight based urine drains/tubes

output YES output YES

Urostomy Chest tubes

Urostomy output YES chest tube output | YES
Continuous renal
replacement

Emesis output therapy

emesis YES CAVH YES

emesis count NO

Gastric tube outputs | YES

Gastric tube output-

initial YES

gastric tube output YES

Stool output YES

stool count NO

stool volume YES

stool color NO

stool description NO

emesis description NO

combine weighed

diapers YES

combined diaper count | NO

Introduction to Clinical Documentation for Emergency Department Nursing

182



Introduction to Clinical Documentation for Emergency Department Nursing

Documenting a Continuous IV in iView with no previous documentation:
1. From the patient’s chart, access the Intake and Output band.
2. Right click on the cell beside the Continuous infusions.

3. The charting window will display from the eMAR to complete your documentaiton if nothing has
been previously documented for the .

4. Complete the required fields in the charting window
5. Select Apply
6. Sign the charting by clicking the Sign (green checkmark) button.
7. The information documented will flow to the 1&0 flowsheet.
v Q| m
&
i | DOW-1/2NS w/KCl 20 mEq in 1000 mL 1000 mL
Today's Intake: Output: Balance: ‘esterday's Intake: Outp | IV, Rate: 83.33 mlshr
A T T 0272472011 B:00 - 02/2772011 5:59 A
11:59
= ‘il Begin Bag
- g;‘nlinunu: Infusions I |« | E ISr::zs[;hange No results found
D5w-1/2N5 wKCI 20 mEq in 1000 ml 22 Bolus
1.000 L ml Rate
— Medications =
- :;': :,ile T Rﬁ%}l ;gg%.:ﬁﬁl 20 mEq in 1000 mL 1000 mL B
Oral Intake Type 7 ve: [T Mo DEW-1/2NS wkCl 20 mEqin 1000 ml 1,000 mL Change |
Oral Intake L
[T — e v o) m Lomment. |
*From EEEIE EIEEE Clear |
Ta [0272572011 EEI [T108 E bpnly |
Infused Over 49 Hours 3 Minutes
*Performed by ITestLIser . Murse Full ﬁl
*Bag # |1
*Site |ovL. Subclavian, L Ble x| Infuse
I [In Progress 4
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Documenting a Continuous Infusion in iView with previous documentation

1. From the patient’s chart, access the Intake and Output band.

Right click on the appropriate hourly cell for the Continuous infusion as seen below.

3. The amount infused during the hour will automatically be populated in the cell based on the

infused volume that was previously entered. (Note:

4. Sign the charting by clicking the Sign (green checkmark) button. v

If the Continuous Infusion was stopped
during the hour and the rate changed to zero, the value populated will reflect that total.)

gy Intake And Output

<]

]

Irtake : - Balance: 20

Today's Intake: 40 Cutput: 20

‘Yesterday's Intake: O

Cutput: O

Balance: 0

Continuous |nfusio
Medications

IY Site Check

v Oral
Breastfeeding
Gastric
Transfusions
Dialyziz Intake

Q#ﬂl
14:00 -
14:59

13:00 -
13:59

A Intake Total
+ Continuous Infusions

DS w KiZl 20 mEq in 1000 mL 1000 mL
A T Site Chacl

06/26i2013
1z:00-  1100-
12:50 11:59
40

10:00 -
1059

-

0s00- |
09:59

NOTE:

If you are documenting at a later time and need to document in several hourly cells, always

populate the result for the cell with the earliest time first. This will ensure that the totals are calculating

accurately.

Example: As seen above, if the last continuous infusion was documented in the 1500-1559 cell and it is
now 1800. Documentation should be completed in the 1600-1659 cell first, then the 1700-1759 cell next.

Adding Multiple Results in a Single Hourly Cell

Multiple results can be added in a single hourly cell based on the documentation needs of the patient. An

example of documentation that might be added to a single cell in the 1&0 is Combined Diaper Count.

To add a result:

1. From the patient’s chart, access the Intake and Output band.
2. Right click on the section above on the appropriate hourly cell.
3. Select the cell(s) to document.

4. Enter the result and press Enter or Tab.

5. Sign the charting by clicking the Sign (green checkmark) button. v

(If additional results need to be entered later in the hour repeat the above steps.)

Note: You can also add an additional input or output “source” by clicking the Customize View button. ac

This will discussed in detail later in the manual.
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Documenting Oral Intake

Oral Intake for your patient such as Formula, Juice or ice chips should be documented in the Flowsheet
band under Nutrition. This allows you to document the Oral Intake Type and Oral Intake amount in the
same time cell. The results will then also be displayed in the Intake and Output band allowing you to view
all the results and totals given within a selected hour.

Multiple results can be added in a single hourly cell based on the documentation needs of the patient.
To add a result:
1. From the patient’s chart, access the Intake and Output band.

2. Right click on the section above on the appropriate hourly cell.
3. Select the cell(s) to document.

4. Enter the result and press ENTER OR TAB.

5. Sign the charting by clicking the Sign (green checkmark) button. v

(If additional results need to be entered later in the hour repeat the above steps.)
Note: You can also add an additional input or output “source” by clicking the Customize View button. . Y
This will discussed in detail later in the manual.

In the example below you will see multiple Oral intake items added to the 1500-1559 timeframe. This is
noted by the (4) in parenthesis in the cell below.

-~ | 4 iview/I%0D2G EIFrint & 0 minutes ago
“ v ® 6B x
g Intake And Output ¥ |i—’_|
g NICU Flowsheet
v Wital Signs I 'I [Ccrtical THich T low T abnormal [T Unauth [ Flag Coand (®
[ D : [Rezult [ Comments [Flag  [Date [Performed By |
M-P&55 Sedation Score |
Pain Score v e
Pain i . O6/26/2013 A
Comfort Measures i B & 1427 1419 12116 12:00 08:00
v Pube Oximeter h__
Gastic Tubes @Oral Intake Type
& additives
Communication Oral Intake 10[2] 20 [ 40 |
LTkl Ti

When all results were entered and signed right click on the number beside the result, in this example (4)
and select “View Results Details” to view the additional items entered.

k-
Cral Intake | add Result.. |
Cral Intake Time
Mipple Tvpe Wiew Result Details, .
Feeding Interventions Yiews Comments, ..
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The Results Details window will display. Notice “Results 1 of 4” denotes the result that you are currently
viewing. Selecting “Next” will allow you to view the additional items that were entered in the hourly cell.

I
/13 Result Details - TRAINER, BETTY MOCK _ ol x|

i Resulk History

walid From walid Lnkil
013 14127 Current

Result |Action List

Oral Intake 10mL

| Date/Time 26 June 2013 14:19
Contributar System PowerChart
Status  Auth {Werified)

Source Clinician

Trend

475692755 Result 1 of 2 == Prey Mexk = Print. .. | Close I

Introduction to Clinical Documentation for Emergency Department Nursing 187



Introduction to Clinical Documentation for Emergency Department Nursing

Documenting Intake with Witness Required

In response to policy, documentation of Breast Milk for Oral Intake requires a witness to the
documentation in iView. The witnesses’ electronic signature allows the entry for Breast Milk to be
electronically verified, completed and signed.

Take the following steps when entering Breast Milk for Oral Intake:

1. Select Breast Milk as a result for Oral Intake Type, the Breast Milk Double Check window opens.

Select ‘Yes’
CNowton @ |
@Oral Intake Twpe Ereast milk,
<» *Breast Milk Double Checked *Breast Milk Double Checked X
£» Breast Milk. Concentr ation Yes
<> additives *Witness Required
Cral Inkake 10 [2] 0

2. The “Witnessed By” box opens. Click in this box to search for the appropriate witness.

|1} Witness Required - TRAINER, BETTY MOCK - 000( — | Dlll

Please enter & witness For the Following results:

Item Dake/ Time Result Fitnessed B
Breast Milk Double Checked 06f26/2013 1430 Yes |

a4 | Cancel I

When the search window opens, search for the person that is the Witness in the Witness By field. (Do
not enter the same person entering the documentation.)

Provider Selection _ I I:II XI
Last Mame: First Mame: Suffis
Search I
I I I =
Hew Prowvider I
Title: Alias Alias Type:
[ = [ 3 [ T
T
I Lirnit by aroup - | Mo data filkering
I~ Limit by arganization -w | Mo data filkering
™ Limit by position A I Mo data fitering
™ Limit by relationship -w | Mo data filkering

I View physicians anly

Mame [ Organizations [Services [Aliases [Positions

R | Cancel |
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1. The witness name is now in the Witnessed By box. Click OK

Ikem

i |-} Witness Required - TRAINER, BETTY MOCK - 00001147

Flease enter a witness for the Following results:

(=

Ereast Milk Double Checked

[Date/Time

!Result

[*witnessed B |

06/26[2013 14:30

[zuBane, ETTYL )

Ok | Cancel |

2. Select Witness Sign.

'} Witness Signature - TRAINER, BETTY MOCK - 00001147

Results For witness ELBAMK, BETTY L

Ikem
Breast Milk Double Checked

_Datell'Time
{06/26/2013 14:30

Resulk
s

Wiktness Sign I

Cancel

3. The Witness must enter their Password into the prompt.

HNAM Authorizing Signature - THOMPSJA

Domain :

4. The results then become verified.

T
ﬁll‘

@Oral Intake Type

breast mill
£ Breast Milk Double Checked |Yes
<» Breast Milk Concentration Kralioz |
<& additives |
Oral Intake mL | 20
Cral Inkake Time minute(s) |

i
E,ﬂ‘ HF 1438 1400
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5. If you right-click on the result and select view result details, you can view the history and see the
witness by information.

| ) Result Details - TRAINER, BETTY MOCK — ol x|

Result History

Yalue Walid From Walid Linkil

05/26/2013 14:38  Current

' Besult Action List |

Action I Performed By I Performed Date I Action Status I Comment I Proxy Personnel I R
Perfarm Test, RN 06/26/2013 14:31 Campleted
VERIFY Test, RN 06/26/2013 14:31  Completed

Witness TestUser, Murse Full 06/26/2013 1437 Compleked

4| | »
4FRE9Z770 Prink... | Close I

Modifying Intake and Output
To modify Intake and Output results:

(Modifying results will be discussed in more detail later in the manual.)
1. From the patient’s chart, access the Intake and Output band.
2. Right click the result you want to modify and select Modify.

3. Change the result amount and press Enter.

4. Complete and Sign v your documentation.

Introduction to Clinical Documentation for Emergency Department Nursing 190



Introduction to Clinical Documentation for Emergency Department Nursing

I&O Totals/Calculations

As documentation is entered in the Intake and Output section many of the results entered will apply to the
calculations displayed. (Note: additional information related to the result types that apply to the
calculations is located in the Appendix in the back of this manual.)

Rolling Totals — Documentation that will be continuing for a period of time. Example:
Urine totals for the last 24 hours.

Shift (Interval) Totals — Documentation for certain periods of time. Example: 12 hour shift
total, 24 hour total.

CHKDHS defined totals — Calculations defined by the organization to enhance
documentation workflow.

Weight based calculations — Calculations based from the patient's weight. Example:
Urine Output mL/kg/hr.

Recalculation logic- when volumes are changed or added on 1&0 2G that affect the totals
used on the iView, totals can be recalculated to keep them in synch.

Below you can see the the calculations for:

Today's Intake — displaying the daily Intake and Output totals for the patient
Intake Total — displaying the Intake Totals for each hourly cell.
Output totals — displaying Output Totals for each hourly cell.

Balance - displaying the balance for the intake and output results entered.

%y Intake And Output I I |
i . Today's Intake: 225 Output: 20 Balance: 205 ‘Yesterday's Intake: o Output: O Balance: o
v Continuous Infusions = = — —
Medications P i 06/26/2013 =
IV Site Check 14:00 - 13:00 - 1z:00 - 11:00 - 10:00 - 09:00 - 0&:0C
v i 14:50 13:50 12:50 11:50 10:59 09:59 05:5
n - Intake Total
Breastfeeding = =
Gastiic 4 Continuous Infusions 95
Transfusi »
Do DS ) K 20 mEq in 1000 ml 1000 mL 55
g 4 1¥ Site Check
Urostorny Intake B .
Line Site Check
Other Intake Sources
| Olutput 4 Oral 70 )
7 Urini., .- Oral Intake 70 &0
Urostarm . < Oral Intake Type Ereast milk
B Ereast Milk Double Checl es
Emesiz Sul Lt i3 ble Checked
5 LD = Dutput Total 20 1
Gastric Tube Dutputs -
Stool Dutput 4 Urine Ouktput 20
e Urine voided 20
Y Urine Catheter
Other Output Sources N
5 " Urine Count
Surgical Drains/Tubes . . N
Chest Tubss Urine Weighed Diapers
12 Hr Weight Based Urine Output
I Continuous Renal Fleplalc:ement The 24 Hr Weight Based Lirine Output
4 2 4 Stool Output
% NICU Flowsheet Stool Count
g NICU Systerns Assessment Balance| 165 1 40 1

Shift totals displaying 24 Hour Total, Night Shift Total and Day Shift Total are also displayed.

% iﬁll 0&f27I2013
o700 - os:00 - 24 Hour Might Shift o0s:00 - Dray Shift
07159 0&6:59 Takal Tokal 05:59 Tokal

- Intake Total =z

A Continuous Infusions 95 a5

oy
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Interacting with iView (Right Click Functions)

We have already learned that you can right click in a cell that contains documentation results and enter a
comment. In many of the cells you can also right click and add an Answer or result.

L ! f

add Result, .,

By Right Clicking on the Results in the cell you can also perform a variety of functions when those options
are available. Dithered options (options that are not highlighted) are not available. Available options will
be indicated by the dark print as seen in the examples below.

Right Click Options in the Intake and Output section include: Add Result. ..

Wiew Result Details. ..
Wiew Defaulted Infa. ..
Wiew Comments, ..

Unchart. .,

Change Date/Time. ..
Modify. ..

Canfitm

&dd Comment. ..
Zlear

[t Drome, .

Right Click Options available in other bands include: add ResulE. .

Wiew Result Details, ..

Wiew Eomments, ..

Siew Flag Comments, . .
Yiew Reference Material,.
Wiew Drder Info. .,

Wiew Histary. ..

Madify...

Unchart. ..

Change Date/Time, ..
Add Comment. ..
Clear

Yigw Defaulted Inka...
Wigw Zalculatian, . .
Recalculate, .,

Create fSdmin Mote, ..
Chark Details. ..

[dat Cane, ..

Flag

Flag with Carnment. ..
[Unmfl&Eg

IImfl&gwith Comment. ..
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Add Results — Adds results to the selected cell.

Clear -- for a selected cell.

View Results Details — Allows you to view all
results entered into selected cell.

View Defaulted Info — Views defaulted information in
a selected cell.

View Comments — Allows you to view all the
comments entered in a selected cell.

View Calculation — Allows you to view a calculation
in a selected cell when available.

View Flag Comments - Allows you to view the
flagged comments in a selected cell.

Recalculate — Allows you to recalculate a value in a
selected cell when available.

View Reference Material — Allows you to view
reference material when available in a selected
cell.

Create Admin Note — Creates an Admin Note for the
selected cell.

View Order Info -- Allows you to view order
information when available in a selected cell.

Chart Details — Allows specific detail or comments to
be charted for a selected cell.

View History -- Allows you to view history when
available for a selected cell.

Not Done — Allows you to select the Result as not
done for a selected cell.

Modify — Allows you to modify a selected cell.
Note that a modified cell will display a blue
triangle showing the item in the cell has been
modified.

o o

Flag -- Allows you to create a flag for a selected cell.

K A

Unchart -- Allows you to unchart a selected
cell. The uncharted cell will display an “in
Error” value and can been viewed by selecting
View Results Details or View Comments.

I Errar

Flag with Comments — Allows you to create flag with
a comment for a selected cell. The additional of a
comment will display a triangle in the top corner.

w0

Change Date/Time — Allows you to change the
date/time for a selected cell.

Unflag — Allows you to unflag when a flag is
available for the selected cell.

Add Comment -- Allows you to add a comment
for a selected cell.

Unflag with Comment — Allows you to unflag with a
comment for the selected cell.
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Modifying an iView Result

To modify the information in a signed cell in iView, complete the following steps:

1.

Select the Band in iView you wish to modify.

Select the correct date and cell to modify.

Right click on the cell and select modify.

Result.

Click il to chart the information.

Uncharting an iView Result

Edit the information displayed by either unchecking, or changing the Result to your new

To Unchart a Result in iView, complete the following steps:

1.

Select the Band in iView you wish to Unchart.

Select the correct date and cell to Unchart.

Right click on the cell and select Unchart.

A window will appear with a check mark beside the selected item to Unchart.

[ Unchart - TRAINER, BETTY MOCK - 00001147 _ ol x|

Inchart

[rateTime Item Result Reason ommenk
06/26/2013 14:41 Oral Inkake 10 mL

Reasan

carmment

Sign Cancel I

A Reason for Uncharting must be entered following hospital policy.

Select the pull down window to enter a reason for Uncharting.

Click to sign the reason for Uncharting.

“In Error” will display in the field indicating that it was uncharted.
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Changing the Date and Time of Documentation in iView

To change the date and/or time of a Result documented in iView, complete the following steps:

1. Select the Band in iView where you wish to Change the Date/Time.

2. Select the correct date and cell to Change Date/Time.

3. Right click on the cell and select Change Date/Time.

4. The Change Result Date/Time window will open.

5. Select the correct Date and/or time you wish to change by either keying the information in or

clicking on the arrow keys located to the right of each individual field.

6. A comment can be added if indicated.

| '} Change Result Date/Time - TRAINER, BETTY MOCK - 00001147
Select the correct result datejtime:ﬂ vefzsfz013 | <[] [1454 :I]

—alx|

Dake|Tine Item Result Carmment
06/26/2013 14:41 Ciral Intake 10 mL EID
Cammenk

EID|

Sign I

Cancel

1. Click to sign and complete.

2. A new column will display on the spreadsheet indicating the new date and/or time that was

indicated.

F 1456 1454

10 A
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Adding and Viewing Comments at the Results Level

Comments should be included with the result when modifying or uncharting documentation to explain why
the result has been changed. If a result has been documented in error and Uncharting is the option
selected, always enter EID (error in documentation)
To add a comment to the information in a signed or unsigned cell in iView, complete the following steps:
1. Select the Band in iView where you wish to add a comment.
2. Select the correct date and cell to modify.

3. Right click on the cell and select Add Comment.

4. Enter comments you wish to add to the cell.

5. Click to add the comment to the cell.

l'_J Comment - TRAINER, BETTY MOCK - 00001147 ll

Heart Rate Monitored: 85 bpm

Camment
Add any additional comments here...|

Cancel |

To View Comments:

1. Right-click on the result and select “View Comments” or select the “View Comments” option
from the “Options” menu.

2. The "Result Detail” window will display with the comment tab showing

\** Note: You cannot add a comment to a cell that does not contain a result or value.

~
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Flagging a Result

To Flag a documented result indicating the result is significant, complete the following steps:

1. Select result that has been a signed. (Holding down the CTRL key will allow you to select
several results at one time.)

2. Right click on the cell(s) and select Flag from the list of functions.

3. The cell(s) will then appear with a small flag in the left corner.

+ Pulse Oximekter
Spoz2 ¥ooog

4, Results can also be flagged with a Comment by selecting Flag With Comment from the
functions list, entering your comment and clicking okay.

5. The comments can be viewed by right clicking on the cell with the comment and selecting
View Flag Comment or simply hovering over the cell(s) with the mouse and the comment will
display.

Qflmakenndomput ﬁ
& NICU Flowsheet
v Vitd Signs I 'IrCriticaI [high Tlow T abnormal [ Unauth T Flag ' and &
I\ Dripz
NAPASS Sedafion Soors !Hesu\t [Comments  [Flag  [Date [ Petformed By
Pait 5 oore
Fain s 06f26/2013
Comfort Measures %,;{‘ 8 1502 1501 14:57 14:54 14:41 14130 14
Pulze Quimeter 5p0z oo ¥ oo
Gastric Tubes Spi02 Manitar Limits, High ¥ 06/26/2013 15:01 EDT Sp0Z 96 %
v/ M 3pOZ Monitor Liiks, Low Flag Comments by Test, RN on 26 June 2013 15:02.
Comrounization 5p02 Ste Sp02 decreased after walking for » 20 minutes
502 St #2 1
n? ke Chanasd

Viewing Reference text

Reference text is commonly used to remind users of policies or procedures associated with their
documentation. Items with reference text display in blue font and are underlined. This is a hyperlink to
the reference information when available.

e You can single click on the item to launch the reference text or hover over the item to display the
reference text icon.
e By clicking on the icon or on the words “Reference Text” the reference text window will be

launched ) Beference Text

e The Reference Material can also be viewed by Right clicking on the cell
where documentation is completed and selected View Reference Material.

Or

¢ Right clicking on the hyperlink and selecting View Reference Material.
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Viewing Results

Viewing Result Details in iView

You can view results in various different ways within iView. Details about the results, comments
associated with the result, a view of the history of the result, and a view of order information can be seen
from iView.

Sections within the iView bands that contain results will display a check mark beside them indicating that
results are present.

Viewing a Specific Item:

~ | f iview/1&02G

Clicking on the Find Item pull down will help in | == H ¢ » 60 G I W %
filtering and searching for a specific item.
1. Select the item that you are looking for | |%Intake And Output
_ g NICU Flowsheet
from the drop-down box. S s e
. . I Drips
2. Once selected the results display in the N-PASS Sedation Score GE
white box below the drop down box. Pl Sz v e
Pain i'<|l|‘°l§"
Comfort Measzures % .s{‘
i Spoz

Viewing Results and Result Details within the bands:

To View documentation results/Results in iView, =13
complete the following steps: Result History
“alid Lnkil
Current
1. Select the Band in iView you wish where you
wish to view a result.
i Result | Comments | Action List
2. Select the result to view. 5002 96%
Mormal Low 90 Mormal High 100
3. Right click on the cell and select View Result Date/Time 26 June 2013 15:01
. . . - Contributor Systern PowerChart
Details. The result details will display. status Auth (verified)
Source Clinician
4. Print these results by clicking on Print. Trend
Frint... I
5. In the example below the option to trend the
results is available. This is a hyperlink that :
will allow you to view additional information. "™ frke | [T ]

Click on Trend.

| 9 Prior to June 26, 2013 15:01 EDT XI
. Range |Status
062602013 12:16 SpOzZ 93 {90 - 1007
O6f26/2013 08:00 SpOzZ 98 {90 - 1002
06252013 09:37 SpOzZ 97 {90 - 1007
Close I

6. The screen that displays will show trended data for any information entered prior to the result

you are entering.
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Viewing Results in the Intake and Output Band

To View documentation results/Results in the iView Intake and Output band, complete the following
steps:

1. Select the Intake and Output band in iView. The system will default to today’s date and
results.

2. Right click on the blue Information Date Range Bar and it will allow you to select to view
Today’s Results or Other.

- | #% iview/I802G [EIPrint & 9 minutes ago

5 Intake And Output
T, Ttae A B Today's Results

L] Intak.e X Today's Intake: 225 Qukput: 20 EBalance: 205 ‘Yesterday's Il Othet... Balance: O
Vv Continous [nfugions

3. Selecting Other gives the option to choose from Today’s Results or Clinical Range.

4. Choosing Clinical Range activates the From and To date range fields where you can indicate
the dates to view.

It is recommended to only view 3 days at a time in order to allow the results to load timely.

\1} Search Criteria il

Result Lookop
% Clinical Range] Fram IDE'."[EE."[E':' 13 :”3

{ Today's Resulks To I 06/28/2013 ﬁlﬂ

0 I Zancel |

5. Click OK.

6. Use the scroll bar along the bottom and side of the window to view all results within the
selected range.

Note: If a date range exceeding 4 days is entered you will receive the following warning.
Selecting OK will continue to load the information but may take an extended amount of time.

Search Criteria Warning il

'6 The requested date range exceeds 4 days and may extend load

I time,

= Select OK ko continue with the selected date range or seleck
Zancel bo return ko the previous date range,

oK | Zancel I
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Viewing Results in other iView Bands

To View documentation results/Results in using other iView bands such as the Flowsheet band, the
Systems Assessment band and others as seen below, complete the following steps:

1. Click the band in to view. The system will default to the Last 12 Hours to display results.

2. Right click on the blue Information Date Range Bar and it will allow you to select to view
Today’s Results, results from the Last 24 — 72 hours or Other.

- & iview/ 18026 EIPrint & 13 minutes ago
s HEw v DNl x
% Intake And Output ﬁ [
& NICU Flowsheet Last 24 hours
v ital Signs I Find Item vl I critieal T High Ciow T abrormal T Lask 48 hours Coand & or
1% Diips Lask 72 hours
Result Ci t Fl. Dt P dB
N-PASS §edation Scors I e [Conmenis  [Flag  [Dals TodaysResite |2 FmedEs l
Pain Score Other,.,
c o ol

3. You will be prompted to select one of the following

a. Clinical Range — this will activate the From and To date range fields where you can
indicate the dates to view.

Note: If a date range exceeding 4 days is entered you will receive the following warning.
b. Today's Results — this will display results for today’s date.

c. Last Hours — this field will allow you to enter the number of hours in the past for
which you would like to view results.

'} Search Criteria il

Result Lookup

" Plinical Range From I 06/26/2013 jB I =01 ﬁ
" Joday's Results Ta I 06/26/2013 :”3 I 15559 i’

= Jast |12 Hours

0k, I Cancel

4. Click OK.

5. Use the scroll bar along the bottom and side of the window to view all results within the
selected range.
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Viewing Critical, High, Low or Abnormal Results

A critical, high, low, abnormal or flagged result can be searched and found using the filter at the top of
iView window. By clicking in the check mark beside one of these values any result falling within the
selected range will populate in the Result view window below the filter.

Descriptions:

Critical result — Any critical result in the view will display in red text with an exclamation point to its
immediate right.

High result — Any high result in the view will display in orange text with an up arrow to its immediate right.
Low result — Any low result in the view will display in blue text with a down arrow to its immediate right.

Abnormal result — Any abnormal result in the view will display in brown text with a lightning bolt icon to its
immediate right. Unsigned

——
[l
| critical ™ High Wiow T abnormal T Unauth T Flag  and * or
Fiezult [ Comments [Flag  [Date [Ferformed By
= vital Signs
= Temperature Oral
Aa 38 Degl ~ 06/26/2013 08:00 EDT Test, R
= SEFP/DEP Cuff
4 110 mrHg/80 mmHg 0B/2B/20M 31216 EDT
Ao IO mmHg 70 mmHg 0B/26/2013 08:00 EDT

Viewing Specific Results within a Band

This search window can also be used to search for results for a specific item within the band you are
viewing. Type the item description in the Find Item window. A list of item names will appear in the drop
down for you to select from.

D]

 oand % or

I critical ¥ High Wiow T abnarmal

[T unauth [ Flag

In the example below SpO2 is entered in the Find Item window and the results display in the window
below.

% Intake And Output ol .J—l_l—
% NICU Flowsheet
v Yital Sigrs “ Apical Heart Rate v|I|_Critica| [CHigh Tlow T abrormal T Unauth T Flag  and % O

I Dirips

N-PASS Sedation Score e [Comerts _[Flag__[Date [Ferformed By

Pain 5 =] Yital Signs

an seers Apical Heart R ate

Pain
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Result Indicator Icons

The Results Indicator Icons will be displays beside the results in the individual cell to when an applicable
action is resulted. A quick reference to the indicator legend can be viewed at any time by clicking Options
in the Organizer Toolbar and then Show Legend.

To access these icons

1. Click on Options on the eKiDs task bar.

2. Click on Show Legend.

3. The Legend will display the icons indicators and their purpose:

1:_) Legend

Result Icons

A 3

JER g o9 w0 B o«

“Fod o0

-

Crikical

High

Lo

Abnormal

Ureveerified BMDT

Unsigned

Correcked

Unauthenticated

Calculation

Recaloulation Meedead

Cannaok Convvert Unik of Measure
Flag

Previously Flagged

Multiple Flagged Results
Actions

[&0 Totals Tkemns

Resulk Comment or Annokakion
Add a dvnarmic group.
Reference Text

Trigger For Conditional Field

CrderfTrigger For Conditional Field

Conditional Field
COrderConditional Field
Expand Medication

Collapse Medication

Mavigator Icons

¥ Section With Results
¥ section with Critical Results

Order Icons

“® Rejected by Pharmacy

ta Request Pharmacy Yerification
&d" Murse Review

{3 Pharmacy Comment

E Admin Moke

E&, Hard Stop Renewal

Z soft Stop Renewal

£ Modified Order
E] Power Plan Qrder

a Corrupk Proktacal Infarmation.

X|

Docurnentation Dose Unik is Loading

Task Icons

A overdue task

:l Current task,

PRMMConkinuous task

‘EJ! Processing task

BMDI Icons

Eh Mo Monitor Associated
E?a Monitar Associated

%}, Associate | Disassociate Monitor Alert

Close

Documentation  Oreders  F

Opkions

View Result Dekails, ..
View Flag Comments. ..

Shows Empty Columns fRows

Timescale Inkervals 3

Troubleshooting
Results

When viewing results or looking for
entries previously posted remember
these troubleshooting tips:

Check the Timeframe Bar at the top
of the screen to ensure the date and
time you are expecting correctly
displayed in the Timeframe Bar.

Make sure you “Refresh” iView so
that the most up to date information
is displayed.

If you still can’t find the results you
are looking for, check the forms
browser to see if they may have
been charted on a Powerform.
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Viewing Critical, High, Low or Abnormal Results

A critical, high, low, abnormal or flagged result can be searched and found using the filter at the top of
iView window. By clicking in the check mark beside one of these values any result falling within the
selected range will populate in the Result view window below the filter.

Descriptions:

Critical result — Any critical result in the view will display in red text with an exclamation point to its
immediate right.

High result — Any high result in the view will display in orange text with an up arrow to its immediate right.
Low result — Any low result in the view will display in blue text with a down arrow to its immediate right.

Abnormal result — Any abnormal result in the view will display in brown text with a lightning bolt icon to its
immediate right. Unsigned

[l
~ || " critical pHigh Wiow T pbnormal T Unauth T Flag O oand % or
Fiezult [ Comments [Flag  [Date [Ferformed By

= Wital Signs
= Temperature Oral

Aa 38 Degl ~ 06/26/2013 03:00 EDT Test, RN
= SBEP/DBP Cuff
A 110 mrHQA30 mmHg 06/26/2M 31216 EDT
Aa 0 mmHQ 0 mmHg 06/26/2013 03:00 EDT

Viewing Specific Results within a Band

This search window can also be used to search for results for a specific item within the band you are
viewing. Type the item description in the Find Item window. A list of item names will appear in the drop
down for you to select from.

< v ]
~|II” critical  WHigh  Mrow T abnormal [ Unauth [ Flag 0 opnd F or

You can also search and filter an item by using the look up window. Search for an item by using the drop
down arrow or start typing the name of the item in the “Find Item” field. Note: when typing in the name it
must be exactly as it appears in the flow sheet.

In the example below the search was for “Apical Heart Rate”. In the results areas you can see that
“Apical Heart Rate” can be found under “Vital Signs” in the customized view.

@ Intake And Output u ‘J—,—|
@ NICU Flowsheet
¥ Vital Signs apical Heart Rate w || critical T righ TCilow [ abnormal [ Unauth T Flag  and % or
l:g;g; S edation Soare Fesul = [ Comments [Flag  [Cate [Ferfarmed By
Pain 5 = Yital Signs
a!n — Apical Heart R ate
Pain
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Complex iView Charting

In addition to routine flowsheet documentation there are additional features available that will assist in
documentation ease and functionality. These include:

. Titratable Drips

. Dynamic Groups

. Conditional Logic

. Activity View Functionality

IView Titratable IV Drips Process in eKiDs PowerChart

As we discussed previously in the eMAR section of this manual, the IV Drip documentation should always
begin in the eMAR where the Begin Bag is charted. Documentation for the IV Drip will then be available
on the iView NICU Flowsheet Band. When selected from the navigator — IV Drips will appear on the
working view.

ORDER TASK DOCUMENTATION

Titrations

Pharmacy eMAR Dose/Ra_te Change

Begin Bag
iView

The IV Drips are available on the iView in the NICU Flowsheet band. When selected from the
navigator the IV Drips will appear on the working view.

-~ & iView/I&02G

v ey v @l E %

% ED Flowsheet ﬁ

Wital Sighs
Respiratory Ongaing
Azthma Score
Meura Check Result
v Fain S core
Pain
I Cirinz
M uitrition > I¥ Drips

HCTTTTIE S 3RFE T A ACTIVITIES
E.-'-‘-.FElEGI"-;"EFI INTERALCTIOMN Bed Type
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The drips will display in alphabetical
order. All of the inactive drips will
appear grey and be listed at the bottom
of the screen.

g Critical Care

ital Signz
Oxpgen Therapy
Hemadynamics
I Drips

Pain Assessment
Sedation/D efiium Assessment
Pacemaker
Measurements
Patignt Position
Hygiene

Safety

Aictivity

o Patient Assessment

| - | [T Citical ™ High T Low [ &

| Result

| Comments G

471472011

| 1E11

Q{Adult Skin - Patient Position

g Drains and Tubes

% Premix Diluent 260 mL Rate

DOPamine

ES
0P amine additive 400 mq [2

co/ka/min] + Destiose 5% Premix .. Rate
DOParnine
Heparin 25,000 units Drip/premis std®
250 L. Rate
hePARIN
% 6]
Heparin 25,000 units Drip/preris std®
50 L Hate
heHAl

) o Critical Care
Once the begin bag has started the rate Via Sigs
and dose appears in iView. Oiygen Therapy «| I Cticsl T Hih [ Low [~ Abwomal [
Hernadyhiamics
v WDiss Resul [Comments  |Fg  |Da
Pait Assezsment
Sedation/D eliium Assessment i I
V' Meassenents 2 5% 1518
Patiert Position _
Hygine 58P /DBP iy
lely Mear BP
Ao BFsie
SBP / DBP Arterial A
MAP Anterial
RTF
Heart Rate bpm
Cardiac: Rhwthms
b/
SPO2 b4
B0z min/Hy
5i02 %
W5 Observation & Intervent
= IV Drips [
6
0 [2 measkadmin + De.. Rate LA 509
DOPanine meg/kgmin 2
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Charting can be activated which in turn opens the rate field for adjustments and documentation.

I_ Last 12 Hours I_
I vI [ Critical ™ High [~ Low I &bromal [ Unauth [ Flag  and * Or
Result | Camments |Flag  |Date | Performed By

n 09/06/2011
il 1347 1228

= I¥ Dnips
& Site
DOPamine 1600 Beqin Bag
MCGA 1 ml 250 mL Bolus
B ag 400 mg Rate

DOPamine micrgram/ka g /g0 1998 2 300 kol

Adjustments to the dose will automatically calculate the rate.

I_ Last 12 Hours
I vl [ Citical [~ High T Low [T Abnomal [ Unauth [ Flag
Fiesult | Comments |Flag  |Date | Pe
L] 09/06/2011
wd 1256 1347 [ 12:28
= IV Drips
" Site I5RT Line, Brac... ART Line, Brac...
DOFamine 1600 Begin Bag 1 1
MCEGA 1 ol 250 ml Boalusz mL
Eag 400 mg Rat] LU= e o
DDPaminI microgram/gsh [r4000 17.291.
I 09/06/2011 1228 2,300 kg
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Documenting a Discontinued Drip

=

It may be necessary to document on IV drips
that have already been discontinued in
PowerChart. In order to document on a
discontinued drip, simply activate charting by
clicking on the 1V drips band or right clicking in
the rate cell and adding results. Then proceed
to enter the documentation.

IV drips that have been discontinued will stay
on your iView until the order discontinued date
falls outside of the timeframe bar.

V Drip Dose/Rate Changes

4/13/2011

1353

1351 | 11:30

SEF /DBF
Mean BP

< EF Site

SBF / DBEF Arterial
MAP Arterial

RTF

Heart Rate
Cardiac Rhythmsz
Temp [C)

Temp Source
Resp Rate [Spont)
Spoz

EwCOZ

Sz

WS Observation & Intervent

= I¥ Drnips

rrH g

bpra

birrniry
o
mm/Hg
4

1 g’
DOPamine additive
400 rog [2 megrkgl...

Begin Bag
Rate

Lshr

DOPamine megdkgdmin
—

1 E.99
315 2

Dose/Rate changes can be charted directly from iView by activating charting and entering the dose in the
appropriate cell. This will automatically update the rate.

WS Obsgervation & Intervent [
— I¥ Drips

2

1 1 T

400 rog [2 meglkagl... Rate mL/h

ENch
DOPamine additive  Beagin Bag

4
DOPamine meg/kg/min04,/14/2011 15:17:00 67.800 kJ 1.57
DOPamine additive  Begin Bag 2 1 1
400 mg [2 meglkgl... Fate LAk 4 4 4
DOParnine meglkalming o7 157 157 157

Things to Remember:

o Do not click to fill in hourly totals in Intake and Output section until after the end of the hour so
that the correct amount calculates properly for the entire hour. Example: Rate changed to 0
stopping continuous infusion and then restarted.

. IV fluids and TPN will not show up in this section.

¢ Reminder: Nursing Informatics recommends that dose/rate changes be charted in the IV
Drips section of iView for ease of workflow, unless the user is already in the eMAR when

making a rate change.

Always chart from the earliest hour to the most current. Example: 7am, 8am, 9am and then 10am.
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Dynamic Groups

Dynamic Groups are used to create multiple instances within a section for the same types of
documentation within iView and 1&0 2G flowsheet allowing the clinician to setup and create multiple
charting sections for the same types of patient care documentation.

Throughout the flowsheet there are many dynamic group options. The dynamic group icon fe s
displayed to the right of the section title. Only those bands that can have the same types of
documentation contain the dynamic group icon. As many sections as necessary can be created to define
each instance needed for results.

Examples of documentation using Dynamic Groups are:
e Multiple Wounds
e Multiple Central Lines
e Multiple Drains and Tubes
e Patient Education for multiple events or actions

e Pain Assessment of multiple areas

e Caregiver Interaction

To create the dynamic group:

1. Select the Band in iView where the dynamic group is to be created. In the example below we are
adding a Dynamic Group to the Pain Assessment. The new dynamic group will display at the end
of the list for this section.

Click on the icon L&,
iﬁ =
LI o

A <Pain Location> <Pain Laterality >
Caliby
Curation

L Mon-pharmacaloaical Interventions

% 1528 15:01

Pain

L:J Add a dynamic group.
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2. Double click on the blue bar under the time.

3. A pop up box will open and allow you to label
the group. Using the available options, you can
add descriptions within the label. This allows
results to be added and then reviewed easier
while ensuring documentation is completed in
the correct section.

17) Dynamic Group - TRAINER, BETTY MOCK - O

Label:

<Pain Location:= <Pain Laterality =

Pain Location

Abdomen Pa
Ankle

Arm

Back
Eladder
Butbock
Chest

Ear

Elbow
Epigastric
Eve

Finger
Flank.

Foat
Fronkal
Generalized
Groin

Hand

Head

s

Pain Laterality

[IBilateral
[CLeft
[Cright
[Cupper
[CLower

cancel |

4. Select the appropriate labels within the

window and click OK .

The labels you have selected will
populate on the flowsheet.

Az
ﬂﬂ %

5. Now you are ready to complete the
documentation and sign.

6. To add a second Dynamic Group, click on
the icon and follow the steps above.

% 58 When documenting on an
existing dynamic group
examine the title to ensure it is
the label that corresponds to the data you
wish to doocument.

02/2242011

=

P 1326 10:52

Pain Score

Fain Cluality

Pain Duration

Pain [nterventions

Fain Alleviating Factors

Fain Agagravating/Precipitating Fact..
Pain Azzociated Symptoms

Pain Activities Impacted

Pain Scale

Pain Score

Pain Quality

Pair Duration

Pair Interventions

Pain Alleviating Factors

Pain &garavating/Precipitating Fact. .
Pain &zsociated Symptoms

Pain Activities Impacted
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Removing Dynamic Groups

If a Dynamic Group has been created or is no longer necessary it may be deactivated so that no
additional charting can be added to that group.

There are four available methods for removing or deactivating the Dynamic Groups in the event it was
added in error or the group is no longer needed for documentation. This will made the group unavailable

for charting.

1.

If the group was added prior to documentation results being signed, it can be removed by:

a. Clicking the refresh button.
b. Be aware that clicking on refresh will not only remove the Dynamic Group but it will

remove any unsigned documentation.

If the group was added and labels were NOT assigned prior to your result documentation
being signed, the group will be removed from view.

a. Sign and finish your results.
b. If no labels or results are contained within the unwanted Dynamic Group it will be

removed from view.

If the group was added and labels were assigned prior to your result documentation being
signed, the group will remain in view.

a. Sign and finish your results.
b. Deactivate the group by right clicking on the section name added in error.
c. Click on Inactivate.
d. The Dynamic Group will turn grey and remain in view for 72 hours but the result cells will
be inactive.
il 4 C
=g ¥ 15:3¢4 | 15:23 15:01
A Elbow Right
Cuuality Throbbing
Cruration 30
Mon-pharmacological Interventions Cold

Alleviating Factors
Aggravating/Precipitating Factors
Aszociabed Symptoms

Activities Impacted

Comment __ |
C B - S
Gty Expand 4 Elbow Right
Duration Collapse Cualicy Throbhing
Mon-pharmacolog Close Duration E0
Alleviating Factar: Remove Mon-pharmacalogical Interventions Cold
Aggravating/Prec]  wiew Result Details. .. Alleviating Factors
Associated Symph Ackivate Aggravating/Precipitating Factors
Activities Impacte Associated Symptoms
Commenk Orehart . Activities Impacted
A Pulse Oximeter Comment
Spoz A Finger Left
SpioE Monitor Limits, High Cuuality Throbhing
4 Duration 30
Mon-pharmacological Interventions Cold

Alleviating Factors
| Aggravating/Precipitating Factors
| Associated Symptoms

Activities Impacted

Conmment
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4, Completing the following steps will also deactivate the Dynamic Groups.
a. Onthe Tool Bar click Options.
b. Click on Customize View.
c. Click on the Dynamic Groups Tab.
d. Unchecking the group to be deactivated but the result cells will be inactive.
e. Click OK.

[CE TRAINER, BETTY MOCK - 00001147 X|

.Custumizel Preferences Dynamic Groups |

.
Dy niamic Group Mame active
Pain
Elbovy Right
Finger Left Ol
(0] 4 Zancel

A Dynamic Group can also be Inactivated if it were deactivated in error or needs to be
f%’_; available for additional documentation purposes.
)

v

Introduction to Clinical Documentation for Emergency Department Nursing 211



Introduction to Clinical Documentation for Emergency Department Nursing

Conditional Logic

Conditional Logic Icons @’are located within various sections in iView. When documenting the results in
the cells associated with the Conditional Login icon, there are certain results that will automatically
generate (conditional logic) additional questions to be resulted.

The example below shows conditional logic for PIC Activity.

<+ RESPIRATORY

espirakbory Svskem
spiratory Sympkoms
Zhest Motion

Aeration
Fespiratory Comment

In this example, When the result “Discontinue is selected, two additional questions appear for
documentation.

ﬁll 5}
L =T FF 1542
A RESPIRATORY
Fespiratory Svsktem
{J}Respiratnry Svmpkoms Fetracting
{» Retraction Location o
<> Retrackion Severity &

As with all documentation in iView, if results are not entered within 72 hours the fields will collapse from
view allow for optimization of your work space.
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Activity View Band

The purpose of the Activity View Band is to allow ease of documentation while providing a direct and
concise approach to adding results. It is a specific list of questions for an ordered task that pulls the
appropriate fields together so that the results can be entered quickly and completely. It provides the

clinician with the section(s) to document a task without having to search for the task in iView.

e The Activity Band will display at the top of the iView Bands.

e The Activity Band will only be available when orders meeting criteria specified by CHKDHS have

been entered.

e These orders will create task within the Task List in the patients chart. Examples include:

Bladder Scan, Daily Weight, Circumcision.

e Once documentation is completed via the Activity Band, the Activity Band will drop from the iView

until another order and task meeting the specified criteria is generated.

1. The order is entered.

< - | #% PowerOrders
== Add ® Document Medication by Hx | 2% Check Interactions R Plans (0): Mo Benefit Found =
)
Orders | Medication List |
= 4 Dizplaped: All Active Orders | All Inactive Order=s | All Orders 5 Daps Back
Tew
g--zrders ey StEpeiiure |®% | * | | 'y |Order Marne Skatus
5"0"?;;5 H I¥ Solutions
DDiagnDstic Test= B _Laboratory
[Flconsults =Hj Patient Care
[l Condition |ﬁ; Peripheral 1% Insertion ... Crdered

2. The task is appears on the Patient’'s Task List.

- | # Task List BFrint ¥ 0 minutes

v QR B RIR

Scheduled Patient Care |

Task retrieval completed

_ T Ttaskatatis  |arhedled DateiTime. [Moemanic Taweder Retails [Task Resrrintinn
Pending O6j26f2013 1544 Petipheral IY Insertion (PIY Insertion) D6/26/13 15:44:00 Peripheral Iv Insertion
Pending 06)27(2013  00:00 MaRJChart Check, 06,2713 0:00:00 MAR/Chart Check
Pending PRM ISTAT Collection Blood Gases qz4h, PRM Crder iSTAT Collection

3. Double clicking on the above task will bring you to the Activity View Band to complete
documentation.

- | M iview/ I 8 0 2G SIPnt & O minuk

e B @l 6w »” & b Be N x

5 Activity View |_| v |

Feripheral IV Doe Set | v[ T critical T Hioh T iow T abnormal T Unauth T Flag  and 7 or

[FResult [Comments [Flag  [Date [Performed By
[

P 06/26/2013

'y 15:40
iy Peripheral I¥ Doc Set I
4 Peripheral I¥ Doc Set E&

Once the documentation has been signed and completed, refresh your view. The documentation
will no longer reside in the Activity Band. It will reside in the appropriate location within iView for

future review or documentation.
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Practice Scenario for iView

IView Documentation Tips and Practice

Flowsheet — Communication

e The purpose of this section is to document communication between
staff.

e Nurses can document communication with physicians, other nurses, or
RTs.

e Clins can document communication with nurses (ie. "Notified nurse of
temp. of 38.7").

e RTs wil also have access to this section to document their
communication with other staff members.

SERARAT iView!l & 0 2G
m=HE& v Xl B x

% Activity View [ 4] Last 12 Hours

< ED Flowsheet

Vital Signs I vl [T Gitical ™ High I~ Low

Agthma Score

Meuro Check. Resul |E0mment3
Pain Score
Fain
ACTIVITIES/SAFETY
I:.&H.EGNEH INTERACTIOM II-\T‘&F‘ 08M 542012
Monitar Alarns ol F 10:49
E Carnmurication — Communication |
Lab Pracedures Pravider Motified
RT Matified
RM Motified

Method of Communication
Muotific.ation Comment
Returning Call Comnment
Provider Returning Call

From iView chart the following information on your patient:

Chart Vital Signs including oral temp, HR, RR, BP and 02 sats

Chart a Pain Score of 6 and add a dynamic group for left leg and right leg
Document that the provider (Dr ) was notified of pain

Chart a Neuro and Respiratory Assessment

Chart Skin Condition

Chart Height and Weight Measurements

Document Intake of Juice and Milk in the nutrition section

Document Urine Output during current time period

Document an Apnea event

©oNoGA~WNE
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Practice Scenario

Please be aware that because you are working in the practice environment you will be

entering all of the orders for your practice patient.

Background

5 yo Patient arrives in the ED with complaints of pain
in left leg, fell off monkey bars.

Step 1

The patient arrives in triage. Obtain and document
the patient’s vital signs.

Step 2

Patient gets moved into an ED Room. The Fracture
PowerPlan is initiated. Check the tracking board to
view new orders.

Step 3

Start the PIV as ordered. Document this from the
task list. (If your patient does not already have the
order, you will have to enter the order for the task to
fire)

Step 4

The physician has ordered a CBC and BMP.
Document the collection of the lab on the task list.
Document the lab draw in the Lab Procedures
section in iView (This can also be documented by
clicking on the microscope quick link on the tracking
board to complete the PowerForm.)

Step 5

The patient vomits. Document the emesis in the
Intake and Output band. In addition, document that
you natified the physician in the Communication
section.

Step 6

The doctor asks you to assist with the splint
application. Document that you assisted in the
Treatments-Procedures band.
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BMDI — Bedside Medical Device Interface

The Bedside Medical Device Interface also known as BMDI, allows the system to default in information to
the clinical documentation in iView in the appropriate section based on the monitor attached. The data
from the monitor is downloaded based on specifications predetermined by CHKD. Monitors will typically
download data every 60 seconds.

BMDI Features:

e Captures designated patient data every minute

¢ Monitors will typically download data every 60 seconds

e You can Edit captured data if applicable

¢ Allows you to change the date and time if needed

e You can view and select acquired data from the past 4 hours

e You can disassociate a monitor when it is no longer needed
BMDIs are set up in groups with IDs that are unique to the monitor and monitor groups. For example,
NICU Monitor 123 may be set up in a group for just NICU monitors. Once the patient has been
associated with a particular monitor the data will also be associated with that patient. This will allow you
to accept the results from the monitor such as heart rate, blood pressure and SPO2 “based on your
clinical judgement” and the appropriate patient information will then default into iView. If data from the
monitor is not accepted and authenticated by you it will be purged after a predetermined amount of time.
In this phase of the implementation data that can be retrieved from your monitors include:

» Sp02

» Peripheral Pulse Rate

» Heart Rate Monitored

» Respiratory Rate

» Systolic Blood Pressure

» Diastolic Blood Pressure

» Mean Arterial Pressure

» Systolic Blood Pressure — invasive

» Diastolic Blood Pressure — invasive

» Mean Arterial Pressure — invasive
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Device Association Steps

1. Access iView/l & O 2G. If the patient you are accessing does not have any monitors already

associated the Associated Monitor screen will automatically launch.

(Note: the Associate Monitor Icon is NOT available when accessing the Intake and Output band.)

TRAINER, BE...
TRAINER, BETTY MOCK

Sex:Female
EMR:00001147

Age:5 months
DOB: 1! 2012
Allergies: Allergies Not Recorded

- & iview/1802G

-«BEEM.A/ B x

ap

I

Loc:NI-POD C; 0410; C
Fin#:000075126

- I - 2
Iso:Droplet Precautio...
Inpatient [05/23/20...
Clinical{Dosing ) Wt:N...

BIFrint &> 0 minutes aga

% Intake And Output

D ]

@ NICU Flowsheet
g NICU Systems Assessment

I VI [Mcritical THigh T low [ abnormal [ Unauth T Flag

© and & or

@ ventilators Result [Carnmnents [Flag  [Oate

[Perfarmed By

% Skin - Wounds - Tubes - Drains
@ Lines - Devices

% Treatments - Procedures

@ Measurernents

3 Events

@ Behavioral
%{ Transfer - Transport - Dischar...

s 06/26/2013

To manually display the Associate Monitor window,select any of the bands starting with the
flowsheet band and the Associate Monitor Icon will become active and available to select.

- Associate Monitor - TRAINER, BETTY LOU, Unit [ALL]

Eh The current perzon iz ot azsociated o any monikar.

ol x|

Device List:
b aritar-ID | Murze-nit | Faam | Bed | FPerzan Mame | DatedTime *
MICU-66 NI-POD A 0466 A
FR-2 MICU-F armily Baom Farmily R FRZ
2. To launch the Associate Monitor window, click on the Associate Monitor icon B onthe
toolbar.
3. In the Monitor-ID column select the Monitor ID number that you would like to associate with your
patient.
1] Associate Monitor - TRAINER, BETTY MOCK, Unit [NI-POD B] _ | |:||£|
Eh The current person is not associaked to any monitor,
Device Lisk:
Monikor-10 | Purs e-Linik | R.oom | Eed | Perzon Mame | Diate| Time
WICL-01 MI-POD B 0401 B 03j24j2013 07
MICU-02 MI-POD B o400z 5]
Bl rcu-oz MI-POD B 0403 B 01/16§2013 02
WICLI-04 MI-POD B 0404 B
Bl 1cu-os MI-POD B 0405 B 03/19j2013 19
E!aNICU—DEn MI-POD B 0406 B 03 4Z0153 21
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4. Verify that the monitor ID, Nursing Unit, Room and Bed are correct.

e Top Window — Patient Name is always displayed in the blue bar
e Monitor ID: shows the Cerner monitor name.

e Nurse-Unit: Displays the NICU POD of the monitor.

e Room: room number

e Bed: bed number

5. To associate a patient, click on the appropriate monitor (line will highlight in blue).

6. Double-Click in the Date/Time cell if you wish to change the date and time you are associating
the monitor to the patient to the actual time you placed the patient on the Bedside Monitor.

—afx

1I]:- Associate Monitor - TRAINER, BETTY MOCK, Unit [NI-POD B]

Eh The current person is not associated to any monitor,

Drevice Lisk:
MMonitar-10 I Murse-Lnit I Room I Bed I Person Mame Dake/ Time
MICU-01 MI-PCD B 0401 E 032412013 07
MICU-02 MI-POD B 0402 5]

A window will appear allowing you to
change the Date/Time.

If no date time change is needed, you

1]+ Change Association Da

Select Aszociation D ate/Time:

EEEE S M =

X

If you need assistance to select the commect association date/time,

please select Cancel and then select View Acquired Data.

can proceed to step 8 to associate your
patient. UK

| Cancel I

7. Click the Associate button and the patient's name is displayed in the Patient Name column.

Once you have associated your patient a warning will appear as displayed below. This is a final
check to ensure the patient is associated to the correct monitor.

Click Yes to proceed or No to go back and make any needed correction.

x

[TRAIMER, BETTY MOCK] is not associated to any monitor;
Do you want to associate monitor [NICU-02] to TRAINER, BETTY MOCK

at 16:017?
Yes | Mo I

NOTE: Default look-forward time is 5 minutes and default look-back time is 30 minutes. For example, if
the time column chosen is 13:00, then only data from the chosen monitor will be retrieved from between
12:30 and 13:05. Your patient will remain on the monitor until they are disassociated.
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View Acquired Data

Data acquired by the monitor can be viewed by clicking the ‘View Acquired Data’ button at the bottom the
the window.

e Click on the ‘Associate Monitor’ icon to access the ‘Associate Monitor’ window

¢ Highlight your patient's name

il Associate Monitor - TRAINER, BETTY MOCK, Unit [NI-POD B] _ | I:Il >

ﬁa The current person is associated to the Following devices:

Monitor-I10 | Murse-Linik | R.oorm | Bed | Drake f Timne: |
MICU-02 NI-POD E 0402 E 06262013 16:01
Device Lisk:
Monitor-10 | Murse-Linik | Fuoom I Eed | Person Mame I DakeTime
MICU-01 MI-POD B 0401 E . 03y24y2013 07
BANICL-02 MI-POD B losoz [B [ TRAINER, BETTY MOCK 6 316
EbNICU-US MI-FOD B 0403 B 01716/2013 02
MICU-04 NI-POD E 0404 B
By m1cu-ns MI-POD B 0405 B 03§19/2013 19
EbNICU*UE; MI-POD B 0406 E 03/14y2013 21
MICU-07 MNI-POD E 0407 E
EbNICU*US MI-POD B 0408 E 02y28y2013 20
«| | »
[ Shaw all Lacations/Manitors Wiew Acquired Data Disassociate Associate: | Close

e Click on View ‘Acquired Data’ button

1 Acquired Data Viewsrs - Moniter [MICLI-02] = J ] 3
Sebect Ampociabion Dinkbe T
[oerzrams =[=] e =
—= OO 21 000 | 38 0 2 2101 3 00/ 5 00 | 38 W, 6 0 1 3 00 5, 0 | 3 0, 6 N1 3 2, 0 L 3 0, 0 20NN 3 e 265 20 L 3 0 = |
B 1zma | yzos _aZns 1706 17T 1208 1Z0m | a0 12 |
s LERE =S
Pudie 127 L3 135 (e 13 {ras) 27 124 124 e
Respirat ory Rate 1 k] 2z EL] ] -5 <] 41 45 =
Hegert ake 125 134 a3l 133 132 () 33 12E i3 iz
SPLE S El=r LD - LoD A0 Lod Fle i) () a w
ISP Syrstolic
STEP Dhast ol
NIEBP Mean
«| 1 W
| |

Data can be viewed in one minute intervals. If you identify data you would like to include in your
documentation:

1. gotoiView and insert date and time of the data
2. double click on the time field and the results will populate
3. sign-off on the results by clicking the green checkmark.
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Tips and Tricks

The default is for you to only see those monitors associated with your patient’s location. In the event that
you need to see monitors for locations outside of the one where your patient resides, simply click the
“Show all locations” check box located in the bottom left of the Associate Monitor Window.

» A snapshot of data is captured every minute.
» Captured patient data is available for viewing for 4 hours

» The data may have a slight delay in appearing as it must come from the device — to the gateway
— to the server then to eKiDs PowerChart; this may cause a delay of about one minute.
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Changing the Date/Time of an Association

The date/time can be changed at any time either before associating a monitor to your patient or after the

monitor has been associated.

Before a Patient is Associated with the Monitor

If changing the date/time before the monitor has been associated simply follow the steps for Associating

the patient.

1. Access iView/l & O 2G and Click on a band below the 1&0 Band

2. Launch the Associate Monitor window click on the Associated Monitor icon Be on the toolbar.
Remember, If the patient you are accessing does not have any monitors already associated the

Associated Monitor screen will automatically launch.

In the Monitor-ID column select the Monitor ID number that you would like to associate with your

patient.

3. Verify that the monitor ID, Nursing Unit, Room and Bed are correct.

4. Click on the appropriate monitor.

I]- Associate Monitor - TRAINER, BETTY MOCK, Unit [NI-POD B] _ I I:Il XI
E]G The current person is associated ko the Following devices:

Monikor-ID | MNurse-Lnit I Eed I Dake/Time

MICU-02 MI-POD B E 06)26/2013 16:01
Device List: I

Monikor-1D MNurse-Lnit I ied I FPerson Mame II Cake/Time

MICU-D1 MI-FCOD B |
By m1cu-nz ML-POD B B

5. Prior to selecting the Associate button you can click the date/time box on the device row.

6. The Change Association Date/Time window is displayed.
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7. Change the date/time as needed.

Select Association DatefTime:

|0B/27/2013

e e

O

If you need assistance to select the correct association date/time,
please select Cancel and then select ¥iew Acquired Data.

Zancel

8. Click the Associate button and the patient's name is displayed in the Patient Name column.

9. Once you have associated your

patient a warning will appear as a

final check.

After a Patient is Associated with the Monitor

[TRAINER, BETTY MOCK] is not associated ko any manitar;
Do you want to associate monitor [NICU-04] to TRAINER, BETTY MOCK

at 09:007

Yes Mo

If needed, you can change the date and time the BMDI device was associated. IF the device has already
been associated to a patient and actively capturing data for a period of time, this function will allow you to
obtain the data needed prior to the associated time

1. To change the date/time of an association, you must first disassociate the patient with
the monitor by highlighting the monitor and selecting Disassociate.

IRES ricU-04
By r1cU-05
Bl M1cU-06

WICL-07

By r1cu-08

|

MI-POD B
MI-POD B
MNI-POD B
MI-POD B

0405
0406
0407
0405

TRAIMER, BETTY MOCE

oo m o

06/27/2013 09

| »

I~ show all LocationsMaonitars

Wiew Acquired Data | I Disassociate |I Associate. | Close |

2. Then double click on the date/time box of the associated monitor. This allows you to
change the time of the association. Click OK.
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3. Enter the new date/time in the window and select okay.
The date/time you entered is displayed in the Date/Time field on the monitor device row.
2. Click Associate to re-associate the BMDI device to your patient at the specified date and time and
select Close to close the window.

A warning will appear. This is a final check to ensure the patient is associated to
the correct monitor. Click Yes to proceed or No to go back and make a
correction.

Retrieving Data from you BMDI

Now that the BMDI device has been associated with the appropriate patient and monitor you can retrieve
data from the monitor in iView.

To Retrieve Data from your BMDI complete the following steps:

1. Double click the blue band to retrieve data for the appropriate time column to open the cells.
(You can right click to add Date and Time to insert a specific time column.)

TRAINER, BE... =

TRAIMNER, BETTY MOCK Age:5 months Sex:Female
DOB:12/28/2012 EMR: 00001147

Allergies: Allergies Not Recorded
- | iview/ I8 026G

= H e » 80 Fc W x

o Intake And Output

% NICU Flowsheet
Yital Signs I <] Caritical Trigh Fiew T
B s [Result [Comments
M-P&55 Sedation 5 core
F'a!n Score iﬁll ol Q6f27/2015
Pair S, L S o:ze

Comfort Measures

Gashic Tubes Temperature Cral

NUt”tan_ ) Ervvironment Temperature
Comrmunication Heart Rate

- ¥ital Signs

Respiratory Rate
SEPJDEP Cuff
B8 Mean Arterial Pressure
&> Eland Pressure Site
SEBF/DEF Line
Mean Arterial Pressure, Invasive
SpoE
SpOZ Site
SpO2 Sike #2
SpO2 Sike Changed
Sp02 Probe Changed

2. Data for the selected time frame will automatically populate in the defined cells.

3. Using your clinical judgement, review and Sign the entry or make needed edits if applicable prior
to signing.
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In addition to other vital signs, the BMDI also pulls in the invasive blood pressure monitoring and mean
arterial pressure (MAP), invasive. Specific to NICU, the Vital Signs section of the NICU Flowsheet band
have been setup to default open the following DTA's:

e SBP/DBP Cuff — this is composed of the following 2 DTA'’s:

o0 Systolic Blood Pressure
o Diastolic Blood Pressure

e Mean Arterial Pressure — this is the MAP from the monitor
e SBP/DBP Line - this is composed of the following 2 DTA’s:

o0 Systolic Blood Pressure, Invasive
o Diastolic Blood Pressure, Invasive

e Mean Arterial Pressure, Invasive — this is the MAP from the monitor

As long as the patient is associated to a monitor and the nurse double clicks on the section to activate
charting the system will pull in the results (cuff or line) into the correct fields.

There are also two Mean Arterial Pressure fields; one that the monitor calculates and one is a calculated
field within iView. The system will pull in the Mean Arterial Pressure that is calculated by the monitor.

Below is an example of the data that will default into iView when selected.
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Temperature Axillarny DegC 371 3¢ 370 364
Temperature Skin DegC 371 371 373 36.6
Emvironment Temperature  DeqgC 28.2 2a.B 285 286
Incubator Set Temperature 28.3 285 28.5 28.5
¥ Humidification v

Hear Rate bpm 156 165 180 168 159
Respiratory Rate brfmin| 54 43 44 34 53
SBP/DBP Cuff mmHg B2/26 70460
Mean Arterial Fressure 34 B4
Blood Fressure Site Fightleg
SBR/DEBF Line mmHg

bean Atenal Pressure, Invasive
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Disassociating a Patient from the Monitor

It is important that clinical staff disassociates the patient from the monitor in iView when the device is no
longer needed. This helps to ensure that the correct results from YOUR patient are populating in iView
as expected.

You should always Disassociate your patient from the monitor in iView if:

e The patient is being placed on a different monitor — they need to be disassociated from the first
monitor before placing them on a new or different monitor.

e The patient is being transferred to a different bed space — transferred to a new bed or location.

e The patient has been discharged — the monitor must be disassociated so that new patients
admitted to that bed space can be associated to that monitor

e The date/time of the monitor association needs to be changed.

o |f the monitor is no longer needed.

To disassociate a patient with a monitor:
1. Open the patient’s chart and go to lview/I&02g and access an appropriate band
2. Click on the associate monitor icon on the toolbar.

3. Highlight the monitor/person name for the monitor you want to disassociate.

Click Disassociate at the bottom of the screen and the patient’'s name is removed from the
Patient name column and the patient is no longer associated with that monitor.

4. The patients name is now removed from the monitor in the Associate Monitor Window

NOTE: If you are moving a patient to a different monitor you must first disassociate the patient from one
monitor and associate that same patient to another monitor. When doing this a warning is displayed
stating the patient is already associated to a previous monitor. Click Yes to disassociate the patient from
the previous monitor and associate the patient to the new monitor you have selected.
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Viewing Acquired Data

Viewing Acquired Data is a convenient way to view results being recorded for the selected patient at
CHKDHS. The data is captured every 60 seconds and the data is available to be pulled in as acquired
data.

Data that has been acquired by the monitor is available for viewing for 4 hours and can be pulled into
your iView flowsheet in the appropriate cells and columns. When retrieving acquired data, there may be
a slight delay before it appears on your iView flowsheet as it must come from the device — to the gateway
— to the server then to eKiDs PowerChart. This may cause a delay of about one minute.

To view the Acquired Data that was collected since the time the patient was associated to a monitor
complete the following steps:

1. Open the patient’s chart and go to Iview/I&02g and access an appropriate band.

2. Click on the associate monitor icon on the toolbar.

- & iview/ 18 02G

3. Select the “View Acquired Data” button at the bottom of the Associate Monitor Window.

1] Associate Monitor - TRAINER, BETTY MOCK, Unit [NI-POD B] _ | I:Ilil

Ea The current person is associated to the Follawing devices:

IMonitor-100 | Murse-Lnit | Room | Bed | Date/Time |
MICU-04 MI-POD B 0404 B 06/27/2013 09:16
|
!
! Drevice List:
IManitor-10 | Murse-nit | Roam | Bed | Person Mame | Drake Time
MICU-01 MI-POD B 0401 B
By h1cu-03 MI-POD E 0405 ] )
BI04 loan4 |6 | TRAINER, BETTY MOCK
By nicu-os NI-POD B 0405 B
By nicu-os NI-FOD B 0406 B
MICU-07 MI-POD B 0407 B
By uici-ns NI-POD B 0405 B
| | »
I~ show all LocationsManitars wmsassmate | fssociate | Cluse I
| | |

4. The Acquired Data Viewer Window will then open for your monitor.
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Steps to Insert Acquired Data

Once you have viewed and selected the data you wish to insert in iView, note the appropriate date/time of
the data and complete the following steps:

Al Acquired Data Viewer - Monitor [NICU-01] — | Dlil

Select Association Date, Time:

[pza2ms H[=] [orz— =]

L o
Acquired Data 06,/27/2013|06,/27,/2013/06/27/2013|06,/27,/2013(06,/27/2013|06,/27/2013(06,/27,/2013|06/27,/2013 IJE)’2T/2013|I]E;
05:37 05:38 05:39 05:40 05:41 05:42 05:43 05:44 05:45
NICU-01
Pulse 159 160 159 131 161 160 154 159 1e0 =
Heart Rate 159 160 158 135 161 160 154 159 159 15
SPD2 % a5 g9 g9 a5 8a g9 85 a7 85 a9

NIBP Systolic
NIBP Diastolic
NIBP Mean

1. Insert a new Date/Time column in iView
2. Enter the Date/Time indicated for the result you wish to document from the Acquired Data.
3. Double Click on the yellow band of the section for the Date/Time where you wish to insert results.

4. Review the results for accuracy and sign as appropriate.
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Section VIII:  Nursing Depart Process

The Depart Process dialog box allows you to efficiently manage the activities associated with the process
of documenting and departing a patient in FirstNet. The window serves as a launch pad for depart-related
solutions, PowerForms, registration conversations, and tracking events. The Patient Demographics
Banner is displayed at the top of the window to provide you with pertinent information about the selected
patient.

Depart Process Window Components

The Demographics Banner displays general information of the
patient you are departing.

[E pepart Process
ZZTest, Betty U Age:3 years Sex:Female Loc:CHKD-ED
DOB:06,/17 /2010 EMR:00001164 Fin#:000075167 Emergency [06/17/20...
Allergies: Allergies Not Recorded Clinical{Dosing) Wt:16 ...
Templates:  |Patient_Summary_PROD_092012 ~|  PtEdGummary | ElirN
Patient Education A I oo T ST T T : -
¥ PAED Pinted L The Clinical tab displays the
s < Visit Summary information for
ED Discharge Motes v\{ .
= 1% Stop Times * e the patlent.
ED Infuzsion Biling @ etails vy, indnne - " ragentimomaton
ocpat 1 The Pt Ed Summary tab
displays the Education material
listed for the patient.
Flimaly Care Fluvider,
Depart Actions display B

the actions that need to be
Completed before the Chief Complaint:
patlent can be departed Date and Time Signed In: 61772013 2:40 PM

Visit Information

Discharge Information
IZZTest, Betty U has been given the following follow-up instructions:
Follow-up Instructions:
Medication List:
New Medications
Printed Prescriptions

amoxicillin-clavulanate (Augmentin ES-600 oral liquid) 45 mg/ky, By mouth, Twice daily, 10 day
Refills: O

Medications to Continue Taking That Have Changed

=
< | »

- Print I Save I Cloze I

The Depart Process window is where you will.complete the Depart Actions before the patient is to be
discharged or admitted to the hospital or admitted to the Surgery department.
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The following are the Depart Actions for completion:

Patient Education — In this section you can review and edit patient education as needed.

Pt ED Printed -- Indicates that the Patient education information has been printed.

Task List — Launches you to the Task List where task are verified as completed or completed
prior to the patient’s discharge.

ED Discharge Notes — Launches the ED Discharge Notes Powerform for completion.

Billing — Displays the Billing Details Report

&Depart — Will depart the patient from the Emergency Department.

**Note: Completion of this section is done by RNs, techs, and secretaries.

VVV VVY

Selecting your Patient

Prior to departing the patient you will need to select the correct patient from the Tracking List.

e Select the patient you wish to depart by clicking on the patient’s name from the tracking list.

e Once the patient’s name is highlighted as seen below, select the Depart Process Icon on the tool
bar.

e This will launch you to the Depart Process window.

FirstMet Orgamzer for TestUser RN, EDNurse - I I:Ilil

Task Edit  Wiew Patient Chart  Links  Patient Actions  Prowider  List  Help
ETracking List & Patient List - QED Folicies - EE]Issue Collector Qndmitting List QMed Code Sheet QNursing Folicies QMedicaI Resources : EZTear OfF ;

Tracking List EFrint & 0 minukes ago

ED Nurse |.q|| ED Patients | All Beds | Waiting Room | Minor Care | Minar Care &ll Beds | Providers | Checkout | MC Checkout | Pending Micra | 72 Hour DC | 72 HR DE Lwes |

+ g k 7, & Fiter: Occupied Beds - Tokal: 12 wRie [ ‘3 i o ,&t 2 8 4wk |
Bed MNiAcMame Age AllReason For Yisit Calll Pre- ATT RES § B LeOrd Tasks Med Infi Events
1 Test P Pre-
7 5 EPICCSGONE C 7 ye:* Abrasion® Pat 4
9 5 LLOYD E 8 ye:* Abrasion® Zubi a4* of ok 9 g
10 Litlle K 6 Pre.
12 Bl scorn- = 6 yez Abscess* ET B0 MEEE2* Cf 2 A O
15 Jennifer P 2 yes Pre-
wRr | B eveR 2 3 ye: ) Abscess® = 2~ =R 4 i A &
WR Diane Pre~

b WR | 3 Zerrs 3 yez | Wheezing - Pediatri Pre- KH &* f =ar 20 i € U

WR . Bagus = 12 ye > Abrasion* ET a* [+ Y
WR 3 MOCKUPGRAOE R 12 ye® Allergic reaction® &* = O
wR By~ 4 yez"! Abdominal distentio DW 4* of sk 2 or ¥

4 | o

Note: If your patient is deceased, you will receive the following message upon selecting your patient.

Discern: Open Chart - Patlent‘s Name

IAlert! - The patient has been marked as
deceased in the system.

This message will only display once the Deceased field has been set to “Yes” in a patient’s record.
Click OK to move on to the patient’s record.

You will be able to view this information in the Patient Information tab also.
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Discharge Actions

Patient Education

The Patient Education Section Launches the Patient Education Window. Information relative to the
patients discharge needs can be selected at this time.

To complete the Patient Education section, complete the following steps

ZZTest, Betty U

e Select the icon next to Patient Education.

Allergies: Allergies Not Recorded

This will open the Patient Education window.

Fatient Education
Pt ED Prirted
Task List

B
#

The diagnoses that match your diagnosis will appear in the 7

Suggested folder.

B
7

3
7

ED Discharge Motes
[=1 I Stop Times

E
F

3
7

E
ED Infusion Biling Details
&Depart

3
B

B
B

e Select from the available options. The Patient Education will populate once a diagnosis is
selected.

®he

7 Test, Betty U Sex:Female Loc:CHKD-ED
EVMR:00001164 Fin#:000075167 Emergency [06,/17/2...

Allergies: Allergies Not Recorded Clinical(Dosing) Wt:16...

Instructions IFD"DW Up |

Search: I Istarts with LI Language: IEnglish VI Suggesle T Personal Al [ECuslom

= F'_atient E ducation Abragion CHED [CLUSTOR] tiene-M eonatal_CHED [CUSTOM) Arrn Sling_CHKD [CUSTOM)

e Custom bscessSurger}lElincEH KD [CUSTOR) Allergic Conjunctivitiz CHED [CUSTOM) Agzzault_CHED [CUSTOM)

foe Bandage CHED [CUSTOM) Allergic Reaction_CHED [CUSTOM) Baby Bottle Tooth Decay CH

. Acetaminophendbuprofen Doge Chart_ CHED [CUSTOM) Allergic Rhinitis_CHED [CUSTOM) Baby ‘walker Dangers CHED
Acetaminophendlbuprofen Doze Chart_ CHED[Custorn) [CUSTOM]  Anal Fizsures CHED [CUSTOM) Backache CHKD [CUSTOM]

dcne Yulgaris_ CHED [CUSTOM) Anemia-lron Deficiency CHED [CUSTOM) Bacteremia-Pozsible CHED (1

2

Selected Instructions Times Mew Roman - |1z - . < .L] g] .L] EE = -
3 Abrasion_CHED [CUSTOM)

ABRASIONS AND MINOR CUTS -

Tour child has scraped a thin layer off the surface of the skin — this is called an abrasion.

Tour child does not need stitches or any other special treatment to fix the wound. It will
eal on its own. Expectitto heal well in 1to 2 weeks. Until it heals, it can become

infected. Tou can help prevent infection by using an antibiotic ointment Bacitracin,
eosporit, of Triple Antibiotic Ointment are good chotces. Tou can get these without a
rescription. Clean the wound twice a day with mild scap & water. Dry the wound, then
ut on a thin layer of the antibiotic cintment. Keep the wound covered with a bandage for
e first day or two, then you can leave it open to the air to help it heal faster.

Vou may give your child acetaminophen (Tylenol) or ibuprofen (Motrin or & dwil) every &
ours if needed for pain.

Natch carefully for signs of mfection, such as:

Sign | Frint | Cancel

**Note: If no patient education is suggested or if a Free Text diagnosis was entered, you will have to
search for it by typing the diagnosis in the Search box provided.

If needed, you can edit information in the Patient Education document before printing out for the
patient. This will help to personalize the document to the patient’s diagnosis.
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To edit the information, simply type the information you would like to add in the document.

e Once complete, select Print if you would like to print the information.

e If complete, select Sign.

When the Patient Education is signhed, the document is automatically saved to the Documents tab within

the patient’s chart.  If the document
of making a new one.

is signed multiple times, it overwrites the existing document instead

Selected Instructions

1l
>

e Sl -l EAERY G E[E]

x Lea CrampsE|

**Note: If the wrong
patient education is
selected, simply click on
the ‘X’ to remove the
selection.

|»

Leg Cramps

cur doctor wants you to have this information about leg cramps. Leg cramps that occur during
wercise can be caused by poor circulation. However, muscle cramps that ocour at rest or during

e night are usually not due to any serious medical problem. Heat cramps may cause muscle
pasms dunng hot weather. There 15 no clear cause for muscle cramps, although dehydration may

e afactor for those who exercise in the heat. Imbalances in the level of sodinm, potassivm,
alcium of magnesium in the muscle tissue may also be a factor b

reatment includes making sure your diet has encugh fluids and essential minerals for the
nscle to work normally. Avoid strenuous exercise for several days if you have been having
recuent leg cramps. The most effective first aid for leg cramps is to stretch and massage the
ramped muscle for several minutes. Medicines such quinine may be helpful in some patients
th night cramps. If your leg cramps become worse, or vou notice the foot to be cold, numb, or
lue, you should contact your doctor or the emergency room nght away.

Sign | Print Cancel

Building Favorites for Patient Education

By right clicking on the selected patient education in the Selected Instructions window, you are able to

add frequently used instructions to th

e following folders:

e Add to Personal Favorites — Adds patient education to your Personal folder.
Add to Departmental Favorites — Adds patient education to your Department Folder.
e Save as Personal Custom Instruction — Adds your custom diagnosis to the patient

education selection list.

Selected Instructions

Remave from Persanal Favarites

Times Mew Roman -1z - . -

Ed
=]
=
[T}
ull
M

M

SEONS AND MINOR. CUTS

Add b Departmental Favorites
Remove from Depattmental Fayvorites

d has scraped a thin layer off the surface of the skin —this is called an abrasion.
Bd does not need stitches or any other special treatment to fiz the wound. It will

Save as Personal Cuskom Instruction
Save as Public Custom Instruckion

s own. Expectitto heal well in 1 to 2 weeks. Until 1t heals, 1t can become
ou can help prevent infection by using an antibiotic cintment. Bacitracin,

Print Single Instruction

, ot Trple Antibiotic Cintment are good choices. You can get these without a
»llon. Clean the wound twice a day with mild soap & water. Dry the wound, then

put on a thin layer of the antibiotic ointment. Eeep the wound covered with a bandage for
the first day or two, then you can leave it open to the air to help it heal faster.

You may give yvour child acetaminophen (Tylenol) or ibuprofen (MMotrin or Adwil) every 6
hours if needed for pain.

Watch carefully for signs of infection, such as:

a Tneveacing rednece arsnd the urenined

Once you add a patient education to one of the folders, simply click on that folder and the added patient
education will be available for selection.
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Pt ED Printed

Displays verification that ED Educational/Discharge materials have been printed which is indicated by the
check mark beside Pt ED Printed.

CE Depart Process
ZZTest, Betty U

Allergies: Allergies Not Recorded

L

Templates: I Patient_Surmary_PROD_092012

Patient Education
¥ PtED Printed
Task List
ED Dizcharge Motes
= 1% Stop Times

=
H

T
H

E
H

5
H

=
§

/]

ED Infusion Biling D etails:

=
H

E
H

LDepart

Task List

The Task List section launches to the patients Task list.

The expectation is for users to make sure that all tasks have been completed and that this list is clear
prior to discharging the patient from the ED.

ZZTest, Bett... =x List mrecent - | -

ZZ7Test, Betty U : Sex:Female Loc:CHKD-ED
DOB:06, EMR:00001164 Fin#:000075167 Emergency [06/17/ ...

Allergies: Allergies Not Recorded Clinical{Dosing) Wt:...

Menu v ~ | # Task List BIFrint & O min
I| Task List I / @ E é R |
|

Scheduled Patient Care

Task retrieval completed

| |Task Skatus |Task Description IMnEmmanic el
v Carnplets Meed ko Callect: 1 Urine Crtr Yolume 10,00 mL, Accession # 13-159-000132 &
MAR Summary ﬂ Complete Meed ko Collect: 1 RediGold Yolume 0,70 ml, Accession # 13-182-000133 &
ars Complete iSTAT Callection iSTAT Callection &l
Flowshest & g Complets  iSTAT Collection iSTAT Collaction  Pg
SR BEAGERS 3] Complete Meed ko Collect: 1 Red Wolume 2,80 mL, Accession # 13-159-000159 4
. ko Cwerdue Meed bo Collect: 1 RedfGold Yolume 0,70 mL, Accession # 13-159-000136 A
All Documents & Cverdue Meed to Collect: 1 Red Yolume 2,80 mL, Accession # 13-189-000137 A
_ o Crverdue CHED IMed Response morphing 1.
Allergies @5, Pending Infusion Billing DSW 1/2N5 1000 ml 5
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ED Discharge Notes

ED Discharge Notes are REQUIRED documentation. This section launches the ED Discharge Notes
PowerForm where notes are completed for discharge.

=10l x|

VEO|SE e s @E R

*Performed on: ,W j El lﬁ :I By: TestUser RN, EDNurse
ED Discharge Notes =
ED Transter Deetails ED Discharge Notes

Outstanding Tasks
Medication

albuteral (albuterol)

ipratropium (ipratropium})

albuteral (albuterol)

ipratropium (ipratropium)

prednisoLONE (prednisoLONE base) 06-24-2013 14:45

Sodium Chloride 0.9% (Sodiurm Chloride 0.9% BOLUS=) 06-27-2013 10:05
Sodiumn Chlaoride 0.9% (Sodiur Chloride 0.9% 1000 rL)

prochlorperazine (prochlorperazine) 06-27-2013 11:00

diphenhydrAMINE (diphenhydrAMINE) 08-27-2013 11:00

metoclopramide (metoclopramide) 08-27-2013 11:00

1v Removal Documented Tolerated PO ¥S,/Pain Documented Per Palicy

O es ‘ ‘O Ves ‘ ‘O Yes

LoC Respirations Pulses Skin Description
O fuwake and alert ] Clear O Stiong O] “wham/pink/diy
O Frequently diowsy. easy to arouse I Unlabared O Weak O] wam

O Normal sleep, easy to arouse 1 Slightly Labored O Apsent O Coal

O Sornolert, difficult to arouse [ Labored O] Pink

O Awake and initable ] Wheezing O] Dry

O Lethargic 1 Congestion ] Pale

O Dbtunded ] Stider O] Cyanatic

O Stuporous ] Grunting ] Mottled

O Comatoss ] Diaphoretic
O Jittery

O Urresponsive

O Bassline WHL for Patient

< »

InFrogress

e If a user tries to continue the depart process without signing the ED Discharge Note PowerForm
they will receive the following prompt:

Depart Process Gap Checking 5'

Instructions: The following request elements are incomplete. Select a reasan to overide
the requiremet.

Auctions Reasons
ED Digcharge Motes

{]8 | Cancel I

e However, they are able to select an override reason from the dropdown if appropriate

Reasons
-

Medication anly
Fatient expired
Patient left Akdd
Fatient left priar to Dr exann
Suture remoyal only
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Billing

The Billing Process is completed prior to discharging your patient from the Emergency Department. The
full Billing Report is created to be sent to MRSI at the end of the patient’s visit as per your Department’s
Policy.

NOTE: If the Patient has had IV’s during their stay in the ED, the Billing Form will need to be completed
for all patients upon discharge from the ED to surgery, any inpatient floor, home , etc.

The Infusion Billing Process should be completed when the patient is moved to 1C or when all 1V fluids
have finished for discharged patients.

During the Depart Process, the user will need to sign off on the billing for MRSI (billing purposes).
If previously completed a check mark will appear next to ED Billing.

If the Billing Process was not completed prior to discharge, it will display highlighted yellow as a required
item to complete.

IV Stop Times

Clicking the pencil icon beside the IV Stop Times will display infusion that have been completed and any
outstanding Infusions that need to be stopped.

EHl Infusion Billing: ZZTest, Betty U - 000075167 — | I:Ilil

xo'l

D5W 1/2NS 1,000 mL
Saln, IY Continuous, Rate: 250 mLthr, Infuse over: 4 hr

b4 Show Previous Infusions
Current Infusions
Ewvent Date/Time Bag# Start End Duration Infuse Yolume
W 06/25i201311:27 EDT z [EETEEN= [ | = 6252013 | 7] [1527 - [i=/ 4 Hours, O Minutes [toon | m
[ 07/08/201311:21 EDT 3 [ ha Mot included

Tatal Yolume For Crder: 2,000 ml

Total Infusion Duration for Order: & Hours, 0 Minutes

Sign Cancel |
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ED Infusion Billing Details

Infusion Billing Clicking the pencil icon beside the Billing Section of the Depart Process Window will
launch the Billing Form.

ED Infusion Billing Details - ZZTest, Betty U

YEHO | wE +» | ®@®FH R
*Performed on: [o7/08/2013 ﬂlﬂmﬂ By TestUss

ling

ED Infusion Billing
[Tahama E2 } ENES 4|8 B|U|Z|5|

I Infusion Billing Report
06/17/1314:40t0 07/08A12315:15

ZZTest, Bettp U FIN 79167 MRHM 1164 Emergency Location: CHKD-ED

Dextrose 5% - NaCl 0.45% 1000 mL
Soln, [V Continuous, Riate: 250 mLAhr, Infuse over: 4 hr

Start D ate/Time End D ate/Time Site Duration Infuse Yolume P |

0E/1371317:01 061913 21:01 FIV.AC. L 4 hr 1000 mL TestUser RN, EDMurse
0B/25/1311:27 0B/26/1319:27 FIV.AC. L 4 hr 1000 mL TestUser RN, EDMurse
07/081311:21 07/08/1319:21 FIvV.AC, L 4 hr 1000 mL TestUser RN, EDMurse

Total Yolume for Order: 3000 mL
Total Duration for Order: 12 hr

Completing the Infusion Billing Form

In the event the Billing Process needs to be completed you can complete it either from the Task List, the
task icon on the MAR or the icon available from the tracking list. See documentation in the MAR section
of this manual for the complete process.

Correcting the Billing Form.
In the event a correction needs to be made to the Billing Form complete the following steps:
1. Go to the MAR in your patient’s chart.
2. Right Click on the medication section for the infusion that needs to be corrected.

3. Select * Infusion Billing’ from the drop down menu.

ZZTest, Bett... = i Recent ~ _ - Q
ZZTest, Betty U ge:: : Sex:Female HKD-ED
/ EMR:00001164 Fin#:000075167 Emergency [06/

Allergies: Allergies Not Recorded Clinical{Dosing) Wt:

Menu / BFrint ¥ 0 minutes ago
Task List

T 07/08,/2013 07/08/2013 07,/08/2013 -
=i (o e e
Continuous Infusions
2 Pending
e 1Sy 1,/2NS 1,000 mL Last bag started:
Boln, It Continu 07082013 11:21

EDT

L | mLihr, Infuse ov Order Info...
A istratiol EventiTask Summary

0 ml
Dextrose 5% wil - Yiew History...

@ nda 3 Reference Manual...
Bodium Chlorit  sddtions Dose..

i, [ il Create Admin Mote...
Lihr, Infuse ov,

|aFter M5 Bolus cg AR History
Administratiol [T}
Sodium Chlaride Complete Order
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4. Click on Modify

Infusion Billing: ZZTest, Betty U - 000075167 _ | O il

k: ]

D5W 1,/2NS 1,000 mL
Saln, I¥ Continuous, Rate: 250 mLfhr, Infuse over: 4 hr

Previous Infusions

IModify

Start End

06/19/2013 17:01 EDT 06/19/2013 21:01 EDT
06/25)2013 11127 EDT 06/25/2013 15:27 EDT
07/08j2013 11:21 EDT 07[08/2013 15:21 EDT

Duration
B’:J 4 Hours, 0 Minutes
3 4 Hours, 0 Minutes

B’E‘ 4 Hours, 0 Minutes

Infuse Yolume
1,000 mL
1,000 mL

1,000 mL

Total Yolume Far Order: 3,000 mL
Total Infusion Duration For Order: 12 Hours, O Minutes

Sign Cancel |

5. Make any applicable adjustments

Infusion Billing: ZZTest, Betty U - 000075167 — | I:Ilil

b ]

D5W 1/2NS 1,000 mL
Soln, I¥ Continuous, Rate: 250 mLfhr, Infuse over: 4 hr

Modify Previous Infusions
Ewvent Date/Time Bag# Stark

06/19/201317:01 EDT 1 | EZTER M | =
I 06/25(2013 11:27 EDT 2 IUS/’25./'2013 ﬂB IHZ? ﬂ
07/08(201311:21 EDT 3 | ZEZE R | | =

End

e o [
[z =] e =]
e e |

Duration Infuse Vaolume
[§%! 4 Hours, D Minutes II,UT il
B,:J 4 Hours, 0 Minutes II,DT mL
[§%! 4 Hours, D Minutes II,DT il

Tokal Yolume For Order: 3,000 mL

Tokal Infusion Duration For Order: 12 Hours, 0 Minutes

Sign Zancel

6. Click Sign

7. If a correction was made AFTER you have signed off on the infusion in the Billing
section, in the Depart Process or on the Tracking List toolbar, you will need to repeat the
process to create the Billing Report (as discuss in the MAR section of this manual) to

reflect those corrections.

Introduction to Clinical Documentation for Emergency Department Nursing 236




Introduction to Clinical Documentation for Emergency Department Nursing

& Depart

When you are ready to discharge the patient select the “& Depart” section of the Depart Process. A
window will display warning that you are about to Discharge the Patient. Clicking OK with begin the
Discharge Process. Clicking Cancel will return you to the previous screen.

pvirackdepart : il

You are about to Discharge Patient: <Trainer, Diane=.
I % Please click "CK" to continue or "Cancel” ta return ko the previous
SCrEEM,

Ok I Cancel

e The Set Disposition Window displays the disposition options.

x

Yiou are moving thiz patient to the checkout location.
Select a dizpogition below if heeded.

I [Mone] j

01 Home
—{ 02 Admitted az inpatient =
103 0R

04 Left \Without Being Seen
05 Eloped L
0& Againzt Medical Advice
07 Transferred ta Other

02 Expired ED

R v

e If trying to discharge without completion of required actions the following message will pop up
requiring you to select a reasons for the missing actions. Once completed the Set disposition
Window will display.

e Clicking in the Reasons window will display a listing of reasons to select from.

Depart Process Gap Checking XI
Instructions: The following request elements are incomplete. Select a reazon to override
the reguirement.

Actions Reasons
Diagnosis
Med Rec
] ;% I Cancel I
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APPENDIX A — Downtime Procedures

Scheduled Downtime will be necessary at times for both Eclipsys and PowerChart. During
the times when the system is not operational, you must use Downtime procedures.

Please make sure to check with your Management Team to familiarize yourself with your Department’s
Downtime procedures and their location. These procedures may be specific to your area.

Eclipsys Downtime

When Eclipsys is down, but eKiDs PowerChart is up you may continue to process orders on all currently
Registered or Admitted patients. If the patient you need document on is not in PowerChart, then you
must follow the Nursing Downtime Procedure.

eKiDs PowerChart Downtime

If PowerChart is down, it will be necessary to following the Nursing Downtime Procedure.

Monthly Downtime

System Monthly Downtime
eKiDs 2" Wednesday from 0001-0300
PowerChart
ECLIPSYS 2" Wednesday from 0001-0300

» Unscheduled downtime will be announced through the overhead paging system.

» To report an issue, error or malfunction of the computer equipment, or with an application, call the
I.S. Help Desk at 8-7075.

» If you have questions about your username/password or system/application security, call the I.S.
Help Desk at 8-7075.

» Refer to Downtime Procedures Policy and manual in your department for complete downtime
procedures. Also refer to Kdnet for the most up-to-date EMR downtime policies.
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Downtime Procedures — Cerner 724
How to Access the 724 Application

Cerner 724 is a read-only display of Cerner modules (PowerChart, SurgiNet, FirstNet, RadNet, and
PathNet) to view information during downtime.

Cerner 724 enables users read only access to view information that was available in the applications
prior to Cerner going into downtime. During a scheduled downtime, Cerner 724 becomes available

immediately to users. Conversely, for an unscheduled downtime availability may be delayed by
approximately 15 — 30 minutes while the switch over process is completed.

To open 724, from KDnet login to Citrix Web Access and do the following steps:

1. Click on the 724

Folder icon. Main = Cerner Apps NonProd = Mock
2. Click the Cerner
Applications Application icon you
) want to access as
@ - » 1 shown below.
= oL
] Appbar Firstnet_Mock PowerChart_Mock

d
)
&

£ Cerner’
Cerner Millennium
3. Log in using your Domain User Name and “
Password . You will see a red screen displaying: :2;";;’:5 I— :;’;";;'::
Cerner Millennium  *DOWNTIME READ- EE—|

ONLY**

Once you are logged into the application the information will look somewhat the same. Much of the
information will be grayed out. The buttons you usually select to add or edit information will not be
accessible.

When the user selects the VMware client, the window will display the option to select the “724Cern”
environment, which will provide READ- ONLY access to the Cerner modules.

Remember, whether you use Citrix or VMware to access the application, you will be able to READ-ONLY,
no charting can take place in the application.

For more information, you may view the Gazette Newsflash on KDnet.
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APPENDIX B — Nursing Policy for Downtime

For the most up-to-date copy of the Downtime Procedure for entering Patient Assessment
and Medication Administration Data into the Electronic Medical Record (EMR) go to:

http://kdnet.chkd.net/policies/nursing/ND/ND.04.1.doc

% Children’s Hospital
of The King’s Daughters

Health System
NURSING POLICY/PROCEDURE/COMPETENCY

Individuals Reviewing Policy:

Policy No.: 105-04-ND.04.1 Marti Bevan, RN
Director, Nursing Informatics
Effective Date: 07/22/11 H. Brent Loftis, RN MSCIT
Director, IS Applications
Previous Revision: New Shelly Gilson, RN

Chairperson

Deborah Hardway, BSN, RN

Patient Care Services Director
Jo-Ann Burke, MBA, BSN, RN

Vice President, Patient Care Services

SUBJECT: DOWNTIME, PROCEDURE FOR ENTERING PATIENT ASSESSMENT AND
MEDICATION ADMINISTRATION DATA INTO THE ELECTRONIC MEDICAL RECORD
(EMR)

POLICY: A structured manual process is used by nursing and respiratory therapy staff for charting
assessment data and medication administration during scheduled maintenance downtime
or unexpected computer system downtimes. When computer systems return to
operational status nursing and respiratory therapy staff are responsible for ensuring that
appropriate data is entered into the computer system in a timely manner.

DEFINITIONS: Downtime is defined as any period of time, scheduled or unscheduled, during which the
Cerner PowerChart System is unavailable for use by nursing staff.

Downtime Level Definitions:
Level One: Downtime that lasts less than 4 hours

Level Two: Downtime that lasts 4 hours or more
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PROCEDURE:

Types of Downtime:

A. Scheduled Downtime

1. Inthe event of a scheduled downtime of the PowerChart System the
Information Systems (1.S.) Department notifies all system users of the
planned date, time and estimated level of the downtime (see definitions
above). This information is communicated to all users via e-mail
communication at least two weeks before the scheduled downtime is to
occur.

2. A follow-up communication to remind staff of the scheduled downtime occurs
one week prior to and the day of the scheduled downtime. This information
is communicated to all users via e-mail communication.

3. LS. makes every attempt to schedule downtime during off-peak business
hours (i.e. weekends, overnight hours).

B. Unscheduled Downtime

1. Inthe event of an unscheduled downtime of the PowerChart System the I.S.
Department communicates the downtime information to Nursing and
Respiratory Therapy Staff via an overhead announcement in the Main
Hospital which states the estimated level of the downtime if currently known
(see definitions above) and e-mail communication if available. Off-site
locations are notified of the unscheduled downtime via phone call or text-
page to Nursing Management at that location.

2. Updates are provided if the downtime level is increased as soon as that
information becomes available. These updates are provided via overhead
announcement in the Main Hospital and by calling or paging nursing
management at off-site locations.

3. When the system becomes accessible once again an overhead
announcement is made in the Main Hospital and e-mail communication is
sent to all nursing and respiratory therapy staff members. The operator
announces “Level __ downtime is now resolved. The Cerner PowerChart
system is fully operational.”

Nursing Responsibilities:

1. Nursing and respiratory therapy staff are notified of downtime (scheduled or
unscheduled) by I.S. The unit charge nurse and charge respiratory therapist on
duty obtain the “Downtime Documentation Packets” available on the unit. This
packet contains up-to-date paper documentation forms that the unit nurse and
respiratory therapists need immediately to ensure there is no interruption to the
provision of care. On most units this consists of the appropriate unit Flow Sheet
and Supplemental Nursing Notes Sheets for nurses and Respiratory Flow Sheets
for respiratory therapy staff. Those forms that are unit specific are also available
on an as needed basis.
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2. The charge nurse and charge respiratory therapist distribute a packet of paper
documentation forms to each nurse and respiratory therapist on the unit. These
paper documentation sets include the following forms per unit (listed in bold for

nursing):

TCU

TCU Nursing Flow Sheet, Supplemental
Nursing Notes Sheets

NICU

NICU Flow Sheet, Supplemental Nursing Notes
Sheets

NSDU/7D

NICU Flow Sheet, Supplemental Nursing Notes
Sheets

PICU

Pediatric Critical Care Flow Sheet,
Supplemental Nursing Notes Sheets

7B

Inpatient Rehabilitation Nursing Flow Sheet,
Supplemental Nursing Notes Sheets

Also available: Inpatient Rehabilitation Unit
Guidelines of Care, Nursing Goal Status Sheet
(Progress)- Rehabilitation Goals, Weekly Team
Rounds Nursing Progress Report

7C

General Care Flow Sheet, Supplemental
Nursing Notes Sheets

Also available: Evening Shift Nursing Burn Care
Note

7H

Outpatient Flow Sheet, Supplemental Nursing
Notes Sheets

8B

General Care Flow Sheet, Supplemental
Nursing Notes Sheets, CVL Flow Sheet

8C

General Care Flow Sheet, Supplemental
Nursing Notes Sheets

CCBDC

CCBDC Flow Sheet, CCBDC Additional
Notes/Doctors’ Orders Sheets. Also available:
Bleeding Disorders Center Nursing
Documentation Sheet

Kidney Center

Hemodialysis Flowsheet, Hemodialysis
Supplemental Flowsheet, Prisma/Prismaflex
Flowsheet (pgs. 1 and 2)

Also available: Manual Peritoneal Dialysis Flow
Sheet,

ED

ED Flow Sheet, ED Supplemental Flow Sheet

Also available: P-BRAT Tool, ED Asthma Therapy
Flow Sheet, ED Adult Chest Pain Orders, ED Pre-
Op/Procedure Nursing Plan of Care

PACU/Day
Surgery

Pre-Op: Surgical Services/Cardiac Cath Lab
Checklist, Pre-Anesthesia Evaluation Form

Post-Op: PACU Flowsheet, Peri-Anesthesia
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Medication Administration Record, Outpatient
Medication Reconciliation Form

Respiratory Respiratory Flow Sheet
Therapy

Bereavement Checklist

Bronchiolitis Flow Sheet

Calorie Count Flow Sheet

CVL Flow Sheet

Child/Infant Neuro Flow Sheet

Diabetic Flow Sheet

Diabetic Ketoacidosis Flow Sheet
Interdisciplinary Admission Database

IV Infiltration/Extravasations Flow Sheet
Laboratory Downtime Forms

Neonatal Interdisciplinary Admission
Database

Neurology Flow Sheet

Neurovascular Assessment Flow Sheet
Nursing Orders for Screening
Nursing/Pharmacy Communication Form
Respiratory Flow Sheet

Respiratory Flow Sheet- Asthma Pathway
Restraint Flow Sheet

Seizure Flow Sheet

Skin Breakdown Flow Sheet

Suicide Precautions/Close Watch Flow Sheet

Supplemental
Forms
(Available on
Units on an as
Needed Basis)

3. Supplemental documentation forms (see list above) are also available as
appropriate for each unit. Staff nurses and respiratory therapists on each unit
are responsible for obtaining the additional supplemental documentation forms
as needed on a per patient basis.

4. Information Services is responsible for printing active Medication Administration
Records (MAR), Last Dose Medication Lists (24 hours) and up-to-date order lists
for all patients. These paper MARSs, Last Dose Medication Lists (24 hours) and
Current Order lists are then delivered to the charge nurse on the appropriate
units by the staff in the 6" floor Data Center and I.S. staff. The charge nurse is
responsible for distribution of the MARs, Last Dose Medication Lists (24 hours)
and order lists to unit staff nurses.

5. Nursing staff are responsible for adding a downtime notation to the orders
section of the patient’s paper chart. The notation states that a downtime
began at a particular time and date and is signed by the nurse assigned to
the patient. This notation reminds nursing staff to enter orders into the system
when the Electronic Medical Record returns to operational status

6. All new medication orders that are written during the downtime are transcribed
onto the paper MAR provided to staff nurses by |.S. Staff. These entries are
written in the same format as the printed medication orders already on the form.
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7. Nursing staff and respiratory therapy staff use paper documentation forms to
record all necessary patient care information until the Electronic Medical Record
returns to operational status. Paper forms are accurately completed and become
a permanent part of the patient’s medical record. All new orders received during
the downtime are transcribed onto the paper order lists provided by I.S. This
ensures that all order lists remain current and up-to-date and serves as a tool for
order entry when the system is restored to operational status. Any orders
previously recorded in the patient’s chart that were not entered into the
PowerChart system prior to the downtime are noted in order to provide an easy
reference for order entry when the system again becomes operational. These
orders also are transcribed onto the paper order list provided by I.S.

8. When the Electronic Medical Record functionality is restored I.S. communicates
this information to nursing staff and respiratory therapy staff as stated above.
Upon resolution of the downtime nursing staff are responsible for entering
specific patient information into the Cerner PowerChart system according to the
Level of downtime experienced. Once this information is entered the staff nurse
reviews all of the information entered into the PowerChart system and verifies its
accuracy with the paper documentation.

a. Level One: Nursing Staff enters all information collected during the
downtime (i.e. assessment data, vital signs recorded, medications
given, interdisciplinary admission database, new orders received,
etc.) into the PowerChart system for each patient assigned to them.
All assigned nursing tasks completed during the downtime are
documented with the actual time of completion.

Respiratory Therapy Staff are responsible for entering all information
collected during the downtime (i.e. medications given, treatments
performed) into the PowerChart system for each patient assigned to
them. All assigned respiratory therapy tasks completed during the
downtime are documented with the actual time of completion.

b. Level Two:

Nursing Staff enters the following information obtained during
downtime for each assigned patient:

[

last set of vital signs

[

any new height or weight measurements

[

any new allergy information

any new ongoing orders

any new medication orders (orders must be scanned to
pharmacy)

[

interdisciplinary admission database/neonatal
interdisciplinary admission database form (for patients who
were admitted during downtime)

¢ all medications given during the downtime period on the
MAR.

Respiratory Therapy Staff enters the following information obtained
during downtime for each assigned patient:

e any new ongoing orders
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e any new medication orders (orders must be scanned to
pharmacy)

e all medications given during the downtime period on the
MAR.

NOTES:

Nurses and respiratory therapists must be mindful to change the current system
default time of medication administration and tasks listed in the Power Chart
system to document the actual time the medication was given or the task was
completed.

One time only non-medication orders are not entered into the PowerChart system
if the orders were obtained and completed during the downtime.

9. Nursing staff must write a note in each patient’s chart in the “Inpatient Care
Notes” section noting that a downtime occurred and the length of the downtime
(i.e. System downtime occurred from 2400-0400).

10. All paper documentation used during the downtime is sent to Medical Records for
inclusion in the patient’s permanent medical record. The paper order list
provided by I.S. is the only document that is not sent to Medical Records- it is a
reference tool for the staff nurse and respiratory therapist only, and not a
permanent part of the patient’s medical record.

11. Nursing staff and respiratory therapy staff resume documentation within the
Cerner PowerChart Electronic Medical Record immediately upon resolution of
downtime. Paper documentation is discontinued when the PowerChart system is
available.

Special Circumstance: Downtime occurs during a shift change:

e The nursing staff and respiratory therapy staff who relinquish
patient care are responsible for ensuring that all paper
documentation is completed the end of their shift.

e The nursing staff and respiratory therapy staff who assume
patient care are responsible for documenting certain data
collected by the nursing staff and respiratory therapy staff
from the previous shift when the Cerner PowerChart system
is once again operational. This documentation includes:

1. Any new height, weight or allergy information
obtained during the downtime. (Nursing)

2. All medications given during the downtime. (Nursing
and Respiratory)

3. An Interdisciplinary Admission Database or Neonatal
Interdisciplinary Admission Database for any
patients admitted during the downtime. (Nursing)

e The nursing staff and respiratory therapy staff who assume
care of the patient ensure the EMR reflects the correct time
for data collection. Entries on the MAR must be corrected for
the time that the medication was actually given and for the
staff nurse or respiratory therapy staff who administered the
medication (corrected within the “Performed By” section of
the administration record).
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Downtime Process — Emergency Department (E.D.)

Note: For new patient arrivals, the emergency room staff will agree on a set time prior to the
planned downtime to start the paper process (i.e. for a planned downtime at midnight, staff will
agree to initiate paper documentation for any new patients arriving after 2330). This will allow
support staff the opportunity to print the appropriate reports for existing patients.

¢ Pertinent patient information will be printed and distributed prior to downtime
(outstanding orders, tasks, meds)

e During downtime

0 RN staff will utilize normal paper process for documentation of care, meds, etc.

0 Any new orders prescribed during downtime will be written on paper

o All patient care documentation related to orders written on paper (or
electronic orders not completed prior to the downtime) will be documented
on paper (see additional information below for medication documentation)

e Upon completion of the downtime (for patients still present in the E.D.)

o0 All paper documentation will be scanned in to the medical record (will be
available in forms browser)

o0 Nursing will enter an ED Nurse Note to signify when the downtime started and
when downtime was complete (this is necessary so caregivers know to look in
forms browser for any pertinent documentation occurring during the downtime)

o Any new orders will be entered in the EMR

0 RN staff will resume documentation electronically

o Pharmacy will back enter medication orders written during downtime and

nurses will need to document in the EMR to satisfy the med tasks
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APPENDIX C — TRANSFER TO 1-C

In the event a patient is admitted and transferred to 1-C there will be an indicator on the
tracking board that the patient is being admitted.

e Once a patient goes to 1-C ALL documentation will be done using the paper chart. This includes
all assessments, medications (MAR) and IV fluids, etc.

e Upon arriving in 1-C the patient’s status changes to the 1-C location. Clinicians will continue to
have access to the EMR but should only document information relative to the patient's care
delivered while in the ED.

e All ED documentation MUST be completed before a patient is transferred from 1-C to any other
unit in house. If not completed prior to that time, the bands for the ED documentation will no
longer be available.

It is imperative that you enter the correct date/time that the task was performed while the patient was in
the ED if you are charting after the fact.
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Tap & Go Authentication leverages Proximity Cards for advanced authentication. This
technology provides quick access to caregivers to allow you to log on by entering your
username and password once at the beginning of your shift. After
your initial log in for the day, you can use your proximity card to tap
into any Zero Client in your work area to instantly gain access to the
clinical patient information needed. Tap & Go Authentication is also
referred to as Instant Access or Single Sign On (SSO).

To start using Tap & Go, you must register your Proximity Card
(employee identification badge). Once the card is registered, you
can use it to tap into a Zero Client in your work area and access
patient information without needing to re-enter your password each
time. When you have finished, simply tap the card again on the
badge reader to disconnect from the Zero Client.

Steps To Register a Proximity Identification Badge

1. Tap your ID badge on the Card Reader

%Chﬂdr@n’& Hospital
of The King’s Daughters

User name: |

Password: |

Log on to:

) (o

OneSign Logon

0 Password O Prox Card

2. Select the option to Enroll this card now
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Enroll Proximity Card — Imprivata OneSign

Enroll a new Proximity Card

You used a proximity card that is not
enrolled with OneSign.

Youmustenroll each proximity card to
Associate that card with your network account.

Enroll this card now

Don'tenroll this card Badge 00002EDCS3

- ) ~
Cancel enrolling this card )

R

e You can cancel the enrollment of the card by clicking on the hyperlink (circled)
in the lower right corner of the screen.

3. Enter your network username and password:

Enroll Proximity Card — Imprivata OneSign

%Chﬂdr&n’s Hospital
of The King’s Daughters

User narme: |

Password:

[ Next >

OneSign Logon

« Password o Prox Card

Note: This is the same password you use to log into APl or your email.
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4. Click Next
5. Enter your password to proceed with logging in. The user name field will be dithered (grayed) out

with your user name displayed. Once your password is entered, you will be able to access the

Enroll Proximity Card — Imprivata OneSign

Greatjob! You proximity card has been
successfully been enrolled in OneSign.
You can use the card to sign in and out of
yourwaorkstation.

Click Done to go to your desktop.

Badge 00002EDCS3

system as usual.

Login with proximity card 00002EDCS3

Imprivata
OneSign _ PColP™
VMWare View

User name:

Password:

Log on to:

Onesign Logon

O Password O ProxCard

Important Note:

The follow message will display if the enrollment process cannot be completed:
You can select the option to “Enroll using a different account”; this action will restart the process.
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Enroll Proximity Card — Imprivata OneSign

Unfortunately, OneSign couldn’t finish
enrolling your proximity card.

Whatwould you like to do?

[ Enroll using a different account I

Don't enroll this card

Complete Personal Security Questions

1. When you access the Zero Client desktop, you will be prompted to set up personal security
guestions. To proceed with this step, click the Set up questions now button. If you select the

option “ask me again later”; you will be prompted each time you log in until this step is
completed.

OneSign Security Questions

Efimprivata

‘You can set up your personal security questions and answers now.
Some services will not be available until you do so,

Ask me again later |

2. Select and answer Personal Security Questions:

You can choose from a list of questions by clicking on the down arrow; type your response in the space
available to the right of each question.
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£ OneSign Self-Service x|

imprivata

Answer or change your security questions

Question 1
Question 2

—Please Select a Question— - _

Question 3
—Please Select a Question-- - _

Question 4

—Please Select a Question— - _

Question 5

—Please Select a Question— - _

3. Click Next to complete registering your personal security questions.

{5 OneSign Self-Service

imprivata

er or change your security guestions

V Your security que

a5e angther gperation

4. Click Close to complete the process.
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Zero Client - Automatic Lock

Tap & Go is configured so that the Zero Client will automatically lock if it has been sitting idle for 15
minutes or more without any activity. When this happens; the screen will display the steps to “unlock”
the computer as well as the name of the person that was logged on when the computer automatically
locked.

To log back into the Zero client, you must first press CTRL + ALT + DELETE to unlock the computer; you
can then use your proximity card to log back in. If you are different user; you will be required to restart
the computer. Any unsaved data by the “logged in user” will be lost.

Sample message:

Press CTRL + ALT + DELETE to unlock this computer
Jones, Jessie (CHKD) is logged on

Daily Log In and Grace Period

With Tap & Go, you can use your CHKD ID badge for identification and then enter a password to log in.
Once authenticated, a "grace period" is established during which the caregiver can subsequently log on to
the Zero Client or any other Zero Client simply by tapping a badge on the card reader.

The first time you “tap in” each day, you will need to enter your password if it has been more than
eight hours since you last authenticated by entering your log in credentials. Once your log in
credentials (username and password) is entered, the system provides you an 8-hour grace period. The
grace period represents the time period where you will be able to use instant access to tap in and out of
the Zero Client without re-entering your password.

Login with proximity card 00002EDICS3

Imprivata
OneSign ﬂ PColP™
YMWare View

User mane: Jonesll

Password:

Log omn to: | I

OneSign Logo

O Password

Once you reach the expiration of the grace period, you simply need to re-enter your password to initiate a
new grace period.

Remember, the duration of the grace period set at CHKDHS is 8 hours.
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Frequently Asked Questions

1. Is Tap & Go set up to work on PC’s too?
No, at this time it is only set up to work on Zero Clients.

2. With Tap & Go, do | ever need to enter my password after | register my proximity card?
Yes, the first time you log into the system each day, you will need to enter your password. Once
you tap in, the log in screen will appear with your username dithered (grayed) out. Click in the
password field to authenticate to the server and begin accessing the system.

3. What is a “Grace Period” and how does it work?
At CHKDHS, the “Grace Period” is the length of time that the user can be logged into the computer
and not have to enter their password. Remember, the “Grace” period is 8 hours.

4. What should I do if I have lost my proximity badge?
It must be reported as soon as possible to the Information Services Help Desk to prevent
unauthorized access to the system.

5. Can I still log in without my proximity badge?
Yes; you will need to enter your log in credentials in the username and password fields.

6. What if | come up to a workstation and the username is dithered with another user’'s name
displayed, what should | do?

To use the workstation, you must first click Cancel to request a new desktop before you are able to
access the workstation using Instant Access. Once you click Cancel, you can tap your proximity
badge on the card reader to proceed to log in.

7. What if | don’'t answer the personal security questions?

You will continue to be prompted to answer them each time you log into the Zero Client. Once the
guestions are answered, you will not be prompted again.
8. How long does it take before the Zero Client automatically locks from inactivity?

Fifteen (15) minutes.
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Tap & Go / Zero Client Quick Reference Tips

If you... Then...

Need to register a new proximity badge Tap the un-registered badge on the card reader
and follow the screen prompts (steps 1-5in this
guide).

Lost your proximity badge Report it immediately to the IS Help Desk

Need to walk away from the workstation Tap your badge on the card reader to

disconnect or press the <F4> key; you can also
click on the disconnect icon on the desktop.

Are asked to re-register your proximity badge Call the IS Help Desk and report the badge
after completing the process number displayed on the screen.

Need to log into a workstation that does not Enter your login credentials for the application
have a badge reader to use PowerChart

Confirm Zero Client Configurations:

e Click on Options in the upper left corner of the screen
e Select Information menu option; ensure firmware version is 3.5.1
e Select the Configuration menu option; select the Session tab

Important Reminder:
If for any reason a user cannot use their Proximity Card to log in/out; staff can still sign in manually by
entering their UserName and Password on the log in screen.
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Configure the Session tab — To Connection to a Peer Device
Connection Type: View Connection Server + Imprivata OneSign™
Bootstrap URL.: https://onesignprodl.chkd.net
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