





Table of Contents

INErOAUCHION . .ceeiceetcceetccetecceeecneeeecraeeecneeeessaeeessaneecssansessnssesssnsessssssssssnanes 6
OVEIVIEW ..ttt s e 7
StUAY CheCKList........coviiiiiiiiiiiiciccc e 9

Getting Started ... sssssasesasasanes ()
Log in to Hyperspace .........cccoeciiiiiiiininiiiiiiiiiiicicc s 11
Log Out of HYPerspace...........ccooiiiiiiiiiiiiicccccee e 12
Understanding WOorKSspaces ...........ccccviiiiiniiiiiiniicccieeeee s 13

Managing Patients Under Your €are .........uuueeeeeeeeeeeeneeennneneneneeesesssesesesesssssssssess 14
Understanding the Patient Lists ACtivity ..........ccccccoviiiiiniiiiiccccece 14
Patient List Directory ... 15
Patient List Display Pane..........ccccocoiiiiiiiiiiiiiiicccces 15
Report Display Pane ...t 16
The Report TOOL Bar.......ccccciviiiiiiiiiciiieiiceeeeteeee et 17
Customizing the Patient Summary Toolbar.............cccoiviiiiiniiniiiiiccecce, 17
Create a My List ......cccoiiiiiiiiiiiiiiiccc e 18
Copying a Standard My List Column Layout .........cccceceevveiniinniiniiniiceecnnee, 19
Populate your My List using the System List..........cccoeceviecineiniiinniiicincceccnnen, 20
Updating Treatment TEAm ..........ccccovueiniiiiiiniiiniiiiicicteccee e 21
Add a New Attending Provider ..o, 22

General ACLiVities ......uuiieiicnneiiinneiecineieinneecnnetecnseeecnsaeeecsssseesssasecsssssecssasesns 23
Patient SUMMATY ..o 23
Chart REVIEW ..o 23
ResUIts REVIEW ..o 25

Nurse to Nurse Handoff........iiciiinnniiinniiinnntinnniinnnntecnnenecnesecsneeessneeens 27

SEArt Of Shift ittt seeeeeecssseeeessssnsssessssnsanees 28
Patient SUMMATY ... 29
Acknowledging Orders.............ccooiiiiiiiiiiii s 30
ACHVE OIders.......ooiiiiiiiiiic s 30
FYT s 31
Immunization ACtIVITY .......ccooiviiiiiiiiiii e 33

AdLRTZIOS......cooiiiiiiiicc s 36



HISEOTY o 39

Medications ACHVITY ......c.ccuiuiiiiiiiiiiiicr e 40
ASSESSIMEIIE ...ttt 40
VAl SIZNIS ..o 40
Pain ASSESSINENL .......ccuciuiiiiiiiiiiii e 41
Order Entry ACtiVItY......ocoiiiiiiiii e 41
IMLAR ..ottt bttt ebe e 46
DOC FIOWSREELS ...ttt 56
ReSTTAINES ... 63
Order MOdes.......c.coueuiiiiiiiiiiiiiicce et 64
Lab Orders......c.ooueuiieiiiiciicicee et 64
BloOod TransfuSiON ........c.ccuvucirieiiiiiiinicicectee et 68
LDAS .ttt 70
I/ O = DIAINS ..uvieeieiieieeeie sttt ettt ettt et s e ae et e e teesbeesbeessessaessesssesseessesssessaensesssansenssans 73
INOTES ..o 77
Arriving @ Patient....ciciiiiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeesesesesesesesesesssssesesssessssees 8l
Primary FOCUS.......cccciiiiiiiiiicc s 81
RN Arrival Navigator.......ccoviiiiiiiiiiiiiiii s 82
Admitting @ Pati€nt ....ccccieiiiiiiiiiiiiiiiiiiieienieieieeeieeeeceeeeeeeeceeeseseceseeeeeseseessesesssssessssees 84
Admission NaVIGAtor .........ccoeivieiiinieiniiiiicieceetree ettt 84
ED Encounter SUIMMATY .......cccceoiiiiiiiiniiiiiiiieieeceese et 85
BelONGINGS......oiiiiiiiiiiiiciiccec e 85
ALLBTEIES.....oueiiiieiiieiiieetetee ettt 87
Patient’s Home Meds (PTA) .....ccocoviiniiniciniciinciriceeceeeteeseeeeese et 89
SUTESCIIPLS ...ttt 92
Immunization HX ..o 92
History within RN Admission Navigator ..., 93
AdMIL SCTEENIS........ouviniieiiicittceec ettt ettt 93
ACHVE LDAS ..o 94
PIAN Of CATE....uiiiiiiieiciic ettt ettt 94
Patient EAUCATION ......cc.ocoiiiiiiiiiiciccecce et 94
FYT ettt ettt 95
Patient EdUCAtioN....iiicineeiiiinnetiennnnettecnnnneeieessnnnetecssssnneeeesssssnsssessssnnassessses 96



[ FT 3 0 L OF: 1 - 99

Documenting Plan of Care...........ccccociniiiiniiiniiiiiiicicccceeeeeeee e 99
Initiate @ Plan of Care ... 100
Discharging a Pati€nt........ueeeeeeeeeeeeeeeennnneeeeeneeeeeeeeeeeneeeeceeeeeeeceeesesssesssssssssssssssses 104
Review and Acknowledge Discharge Orders............cccccoviiiiiiiniiiiiinnicciecees 105
Review the Discharge Order Report ..........cccccciiiiiiiiiiiniiiiiiccccccccenes 106
Remove Lines, Drains, AITWays.........ccccouiiiiiiiiiiiiiiiiiicccccsesns 106
BelONGINGS ..o s 106
ReSOIVE Plan Of Care........ccvueivieinieiiiriciniciieicttcteeeetet ettt ettt 107
Resolve Patient EAUCAtION ........cccovvueiriiiniiiiiiiiciiicceeccecceeceevee e 107
Unresolved EdUCAtioN........ccco.ciiiiniiiniiinciecncnec ettt 109
Discharge NOte (AVS) ...ttt 111
Review /| Process ChecK.. ... iieinnneiieininneienissnnneeecssssneeesssssnnseesssssnassesssssassens 113
Y o] o =T T [ QPPN 115
Create a Note Using a SmartText ..o 115

PractiCe SCONATIOS ..cceeeeeeeeeeeeeeeeee e e e e eeeeeeeeaaeeeeeens Error! Bookmark not defined.



NOTES




Introduction

Welcome to Epic training. This user support guide is designed to be utilized as your
classroom workbook and your go-live support guide. This workbook describes the
steps you need to complete your daily work, as well as advanced tips to help you
optimize your use of the system.

Overview

Hyperspace makes your job easier by allowing you to focus less on paperwork and
finding information, and more on helping the people who need you. This Hyperspace
system manages all areas of hospital information electronically, giving you immediate
access to the information you need.

With Hyperspace:

e Information that is gathered in one department is immediately visible to those
who need to know in other departments.

¢ Interdepartmental communications are instantaneous and in many cases
automatic.

e You can view the complete history of each patient in moments because there is
only one patient record for inpatient and ambulatory care.

e Care providers, including Emergency Department physicians, never need to wait
to see a patient’s chart.

e Ata glance, floor staff and physicians can see the status of any patient and know
who is currently on staff.

Hyperspace gives you the tools to make faster and better-informed decisions, decrease
your paperwork, maintain high standards, complete protocols, and reduce Costs for
each department. That means you spend your time and energy doing your work, not
writing about it.
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Study Checklist

Ensure you can define the following key terms:

e Patient Workspace

Patient Summary Activity

Chart Review and Results Review
o Allergies

e Order Entry

Ensure you can perform the following tasks:

Patient Summary Activity

e List four Reports available in the Patient Summary Activity
e Customize order reports in Patient Summary Activity

Patient Workspace

e Identify two methods to open a Patient Workspace
e Define information available in the Patient Header
e Identify the anatomy of the Patient Workspace

Chart Review

e Identify function of Chart Review
e Know the tabs
e Sort information by categories and column headers

Results Review

e Two ways to access
How to search for results
View Reference Ranges
Time Mark Results

Arriving a Patient
e Be able to navigate
e Know how to arrive a patient

Admitting a Patient
e Be able to use the admission navigator
¢ Know how to document belongings
e Know Surescripts

Patient Education
e must be able to create a new learning assessment



Discharge a Patient

Be able to review and acknowledge discharge orders, reports
Return belongings

Resolve Plan of Care and Patient Education

Print and Preview AVS

Ensure you fully understand and can explain the following concepts:

Flowsheet Documentation

Mar Administration and downtime

ADT/Unit Census Functionality

Documenting and reviewing notes

Documenting Vitals, HX, Allergies and Immunizations.



Getting Started

Included in this Chapter:

e Log In to Hyperspace
e Log Out of Hyperspace
e Understanding Workspaces and Activities

Log in to Hyperspace

To log in to Hyperspace, you need a user ID and a password. You also need to know
the specific department where you want to log in. The way you access the login screen
depends on your facility’s setup. There might be a Hyperspace icon on your Windows
desktop that you can double-click to open the login screen.

On your desktop, double-click the Hyperspace icon.
Enter your user ID in the User ID field.

Press TAB and enter your password.

Press ENTER. The Department field appears.

Enter your department.

Press ENTER to log in to Epic.

A

HYPERSPACE °
20 JB

HYPERSPACE ° "
: Department: | @ i
i
P F
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Log Out of Hyperspace

To maintain patient confidentiality, you should log out of Hyperspace when you are
done working or need to leave the computer for any reason; the next time you log in
you are taken to your home workspace.

To log out, click log it iy the upper right corner of the screen.

EpicCare

Security Reminders: It is your responsibility to keep your login and password safe. Do not
share your password with anyone. Your Epic ID and password can be equated to your
signature. Anything you do while logged into Epic has your electronic signature attached, so if
you let someone else document under your log in, you will be held accountable for their
documentation. This also means that anytime you walk away from a computer you should log

out of Epic.

o=
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Understanding Workspaces

A workspace is an area within Hyperspace where you perform tasks. Each patient’s
hospital chart opens in a separate workspace. When working in a hospital chart, the
tasks that you perform within that workspace are specific to that patient. For patient
safety reasons, your facility might choose to allow only one patient chart to be open at a
given time. Allowing only one patient chart to be open at a given time helps to ensure
that you do not accidentally document on the wrong patient.

Epic ~ By Home B Patient Lists B Unit Census BIMy Repots @ Today's Pts | Epic ~ By Home BEjPatient Lists (g Unit Census SIMy Reparts | Today's Pts |
BEXN  Arthur,Ann x BE; | Arthur,Ann x
: =, 07162012 Ht Mane ey Arthur,Ann 1days, F, 07/16/2012  Ht None By
1001455937 Bed: 278A Wt - BS 1001455937 Bed: 278A Wt -~ BS
;U Chart Cover siiv Chart Cover
=l Chart Cover | |F] Index Report = Chart Cover | |H Index Report
Patient n 4= L Patient 137 - "
Allergies Allergies
Hon-Urgent Message To Physician (Sticky Note) Non-Urgent Message To Physician (Sticky Mote)
Doc Floveshests Doc Flowwsheets
Problem List {click to update Problem List {click to update)
IntakeiOutput @ ¢ £ ) Iritak e it put @
None None
MAR MAR
Immunizations [ e ot Mzl Contact Information
Plan of Care E3 @ FAS blan of Care Hane on File
CYT—— Family Contact Information {Sticky Note) Leztert coucaton Famnily Contact Information (Sticky Note)

An activity is a tool within Hyperspace that supports specific tasks, such as reviewing
the patient’s chart, documenting vitals, or documenting medication administrations.
For example, you can document vitals in the Documentation Flow sheets activity, and
you can document medication administrations in the MAR activity. You can access
activities using the tabs on the left side of the screen in a patient’s chart.

Use the following keyboard shortcuts to navigate through activity and workspace tabs:

Tip: Navigate Easily Through Activities and Workspaces

Press and hold CTRL+UP  Cycles you up through the activity tabs in a patient’s

ARROW hospital chart. The selected activity opens when you
release the CTRL key
Press and hold Cycles you down through the activity tabs. The selected

CTRL+DOWN ARROW activity opens when you release the CTRL key

Press and hold CTRL+TAB Cycles you through workspaces to the right. The selected
workspace opens when you release the CTRL key

Press and hold Cycles you through workspaces to the left. The selected
CTRL+SHIFT+TAB workspace opens when you release the CTRL key
Press CTRL+W Closes the current workspace. This does not apply to the

home workspace

Getting Started 13



Managing Patients Under Your Care

The Patient Lists activity is the most common home workspace, meaning it is often the
tirst screen you see after logging in to Hyperspace. When you need to find a patient, see
a basic report about her, or open her chart, use the Patient Lists.

Included In this Chapter:

Understanding the Patient Lists Activity
Patient List Directory

Patient List Display Pane

Report Display Pane

Create a My List

Understanding the Patient Lists Activity

In Patient Lists you can:

e Create a custom list of just your patients
e View reports about patients without having to open their charts
e View all of your patients without searching through all patients in your facility

e Quickly see warning flags, such as flags for new test results and overdue
medications

The Patient Lists activity is divided into three sections: the patient list directory, patient
list display pane, and report display pane.

=) EpicCare
Patient Lists ?  Actions -
e | K - + & =) B LE7) @
Create Froperties Remowe  Add Patient Copy OpenChart | Sign QutRpt Patient Report Doc Flowsheet AR
=65 My Patient Lists My patients (3 Patients) as of 1016 @33 -2
B
=i “éy Zﬁ:wi:‘:nn Room/Bed = Patient Mame/Age/Sex Admitting Provider  Unack Ord  Code St Med Overdue Signed/Held Due Task Traatment Team =]
§ Gant, Peter C 27BF27BA Arthur, A (1 days F) JSwrjEney,Terramce £ O
1§ Thayer, Bernice B ! .
) shared Patient Lists 305/305F Gant, P (B9 y.0. M) Ifluggy‘ Wichael L, & O &%

3 System Lists : ' Thayer, B (23 y 0. F) Miller, | Heath D | g | | | | [ |
£73 Discharged Patients - e

7 Expected Inpatients

=7 Hospital OF Visits

7 Pre-admits Today & Tomatr

4= [ [§] patiet Uit Report. | [F hursing PL Report | Repart: [Patient List Report [P & x
[Thayer, Bernice B #1001456297 (Acct: 3352074) ¢ Inpatient
Attending Provider: Michael L Tuggy, MD
Allergies: Ho Known Allergies Calonizatior: None He 152.4 om (57 Articipated Dx Pregnancy Eiil; 2734 kg/m?
Last verifiect OTATH2 Code Stetus: FULL Currert At 53504 kg (140 ) B34 164 m?

Sddmission ¥t 63.504 kg (140 1b)
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Patient List Directory

Along the left side of the screen is the patient list directory. This list contains folders of
available patient lists at your facility, including lists by unit or specific statuses, such as
recently discharged patients.

Elffl by Patient Lists
' E..EE My patients
. Arthur, Ann

.} Gant, Peter C

Patient list directory

At the top of the directory is the My Patient Lists folder. This is where you can create
your My List and add patients under your care so you can directly access your patients
without having to search for them in the system lists, which often contain hundreds of
patients.

Patient List Display Pane

The patient list display pane in the upper right section contains additional information
about each of the patients on your list.

My patients (3 Patients) as of 0940 E - |
. Admitting Unack Mled . Treatment

Room/Bed Patient Mame/&geiSex Provider Ord “ Code St Overdue Signed/Held  Due Task Team

452/452F Thayer, B (23 y.0. F) Miller, J Heath,

305/305F Gant, P (B9 y.o. M) Tuggy, Michael % '®) ot

Arthur, A {1 days F)

If the unit list contains a large number of patients, you might want to click X on the
reports display pane to hide the report and maximize the space for patient names. To

view the reports pane again, clickj, which appears in the upper-right corner of the
patient list display pane after the report display pane has been hidden.

Managing Patients Under Your Care 15



Report Display Pane

The report display pane in the lower right section contains a report with information on
the patient selected in your patient list.

4= PatientListRepnrt NursingPLRepnrt | Report: “\Jursing PL Report |,0| PN

Arthur, Ann #1001455937 (Acct: 3351582) : P (&dm: 076 1 Inpatient

Attending Provider: Terrence J Sweeney, MD
Allergies: Ho Known Colonization: Mone HE: - Anticipated Do Premature Bhl; --
Allergies Code Status: FULL Current W - BSA; -
Last verified: O7FMEM12 Admizzion W --

FY1 Information

Mo FY1 flags far this patient

Staff Communication {Sticky Hote)

Hon-Urgent Message To Physician {Sticky Note)

Due Medications (Through this shift)

Scheduled

1. You can view all available reports by clicking “~ next to the Report field and
selecting the report you want.

L | Patient Lisk Report Mursing PL Report | |

[Arthur, Ann #100145593;

Attending Provider: Terrel
Allergies: Ho Known & Eearch; “ | 'o |
Lazt verified: OFMEM2

/9 Record Select

Repart Mame I Report Display Mame | 1D I
ACCORDION - ETOH ETOH 95122146620
Mo FY| flags for this patiert | ACCORDIOM - RESTRAINT AUDIT Restraint Audit 95126646620
CARE COOR REVIEW Care Coor Review 951204350007
ST R | CARE CODRDIMNATION - PLR CARE COOR SMNAPSHOT 349907
CDIP REFORT COIP Report 300739
DEFAULT - PLR Patient List Report 349991
MEDICAL STAFF - PLR Quick Round 349919
Scheduled NEOWATOLOGY PLR Neonhatolog 309400
Mene = Mursing PL Report 34992
NURSING UNIT SECRETARY - PLR U Sec PL Report 349926
ONC SPRINGBOARD Chema, Supportive, and ... Chema/Bio/Sup/Therap 95120277600
ONC TREATMENT PLAN CURREMNT AND NEX... TP Current/Planned 95120577600
ONC TREATMENT PLAN SPRINGEOARD Springboard Report 95120177600
PEDS T QUICK REPCRT Peds T Quick Report 95121846005
SCI REVIEW FLOWSHEET Treatment Review 95120177200
SwW_AMB_EPISODE-ENCOUNTER OB REPO... OB HTML Report 95120354050

16 records total, all records loaded.

Accept I LCancel

To return to the Patient List activity:

2. In the activity toolbar, click BES P atient Lists , or
3. In the Desktop menu, select Patient Lists

Managing Patients Under Your Care 16



The Report Tool Bar

The Patient Summary Toolbar is configured with several reports, based upon your role.
To switch reports, simply click the report button on the toolbar and that report will

open.

Index Beport

&=

Index Report

Active Crders Murse Snapshot Chart Cover RM TransFer/&rrival Report

There are other reports not visible on the toolbar. They can be found by clicking the
selection button. You can add, remove and change the order of reports on the toolbar to
meet your charting needs.

r

?  Resize %

| Report: |Index Heport

Select Report
for View Only

Add, Remove &
Change Report

Customizing the Patient Summary Toolbar

1. Click the 2] in the right hand corner of the Patient Summary activity.

2. Click the - in the first open row.
3. Type ‘Nurse Snapshot’.
4. Click “Accept’.

This process can be used whenever you see the

}f?ﬂ .

Add the following reports: Active Orders, RN Transfer Arrival, and Nurse Snapshot

Put the reports in the order below:

1. Index Report

2. Active Orders

3. Nurse Snapshot

4. Chart Cover

5. RN Transfer/ Arrival

Managing Patients Under Your Care 17



Create a My List

A My List is a patient list specific to you - only you can see it. It appears every time you
log in to Hyperspace and contains only the patients that you add to it.

1. Right-click the My Patient Lists folder in the directory, and select Create My List

from the menu.

2. In the New List window, enter a name for your list in the Name field. Enter a name

that is easily identifiable to others as your list, such as your name. Consider that

many other clinicians create My Lists and it’s important to have a unique and

identifiable title.

3. Select the columns you want to appear in your My List by selecting the column in

-
the Available Columns list and ClickLl.
4. You can select multiple columns at the same time by pressing CTRL while clicking.

5. If you want to adjust the order in which the columns appear, select a column in your

Selected Columns list and click j and J to move columns up and down. Click

Accept to save your list.

General | IAdvan:ed |

IName' Gragory B's List Jio: 211

Owner:

INFATIENT. NURSE [IPRM]

 Layout

Available Columns |ﬁl Selected Co

Actual Length of Stay (Daws)
ACUity

Acuity Abbr

Acuity lcon

Adm Type

Admission Comments
Admission Source
Admission Time

-
[

Copy...

Header preview

Accept Cancel

Create My List

- Layout

Awvailable Calumns

|;| Selected Calumns

TT Initials

TT Initials

Tx Ordls
Unacknowledged Orders

Unit

Foom/Bed
Patient Name
AgefSex

Managing Patients Under Your Care
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Variance
‘Weight (k) =
C = -
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Copying a Standard My List Column Layout

You might want to set up your My List in the same way as another nurse on your unit.
You can copy a previously formatted group of columns without having to individually

select the same columns she has on her My List.

To copy a My List column layout already in use:

Capy..

Click and enter ‘+ nursing’ to copy. This copies the columns designated for

nursing, not the patients on it.

General |Adganced |

Mame: ‘ D ‘

Owner: (GARLIC, CARRIE [14301] |

~ Layout

138424

Awsallable Columns | o Selected Calumns

ACWEly Dose
Accommodation Code
Active DOC Ord
Actual WT (kg)

Aty Abbr
Acuig lcan /0 Record Select

-]

i [=] E3

AD Location Status

o Search: ‘+ Aursing|
Admission Date

a

Admission Source / Patient List Name
Admigsion Time + NURSING TEMPLATE

Copy...

Header prewiew:

1 record loaded.

Patient List ID

4

Accept I

Cancel

Managing Patients Under Your Care
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Populate your My List using the System List

System lists are lists of patients sorted by departments or units. As you can imagine,
these lists can be quite extensive and finding a specific patient can be time consuming,.
However, when adding patients to your My List at the beginning of a shift, the system
list is one of the first places you look. After you have identified the patients currently on
your unit, you can easily add the patients to your My List.

1. With your department selected in the system list, scroll up in the directory until you

see your My List.

2. Find the name of your patient in the patient list display pane.

3. Drag-and-drop the patient’s name into your My List. To do this, click on the
patient’s name and then, with the mouse button held down, move the cursor over to
the top of your My List folder and release the button after the folder is highlighted.

Folders

- 1j System Lists
= All Wy Patients
=1 Charge Murse
) Consults - Ancillany
= Consults - Physician
= Units
ff EbH Emergency
it EMH Gl
Hif ErH bed Surg
i EbH Murseny
fH"H' ErH PACU

+

[ 0 o e A

Folders Inpatient. Nurse (5 Patients]

=3 My Patient Lists

+ Inpatient. Nurse
=l Shared Patient Lists
-3 System Lists

<3 All My Patients

+.£3 Charge Nurse

AgefSex

12vo /F

RDDm;BBd \

Zane, Lucy |
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Updating Treatment Team

To update the Treatment Team and change the Attending Provider:
1. Select the Patient and Right click
2. Click on Treatment Team

Private
Bed - Patient AgelSex Encounter  Allergies Attend Prov A
Flag
J00F Boot, Peter B2 y.o. /M Penicilling TUGGY, M E
C C
ame Ermdall, BY y.o. F b Peniciling  TUGGY, M E
Peter C C
FParker, Peter W E:
C Prinkt Lisk 87
03P Gomez, B9 y.a. /M Pl e LSt M E
Peter C Wiew Legend C
204P Waa, Peter B3 y.o /M v Misw Report ME
C C
305P Gant, Peter 69 y.0. / M Treatment Team M E
I #ssign Me o
306F Banzai, B3 1.0,/ M End My Assignments M E
Peter C P.Sjgn :lthnlars . o
307F Wharfin, 69 y.0. / M End Others' Assianments | 1y g
Peter C List Memberships C
305F Erlddy, Feter BY y.o. /M v Show Folders , Il E
3090 YWidmark, BY yo. /M Copy Patient M E
3. Click on the Blue Hyperlink for the Attending Provider
Attending Provider
& Michael L Tugey, MD
4. Enter an End Date and Time and click Accept
Attending Pravider
[& Michael L Tuggy, MD
Start: [tor122011 || [03:08 PM [
End: [tneooiz  |=| o502 O
ED Provider: “
X Delete |/ Accept |3
Managing Patients Under Your Care
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Add a New Attending Provider

1. Toadd a New Attending Provider click on the second Add plus + symbol

Parker,Peter C - Treatment Team Assignment

B Admitting and Attending Providers

Search for admitting o sdd | |Search for attending e Add S
B d Start End

rovider Add an attending provider a n

Z New Attending Provider

Provider: ‘ [*] |P‘

Start: \m 82012 |EI| |05.12 P |CD\

Ena: \ = | <]

ED Provider: Yag J Mo

|+ Accept

2. Enter the new Attending in the Provider box and click Accept

A Adrmitting and Attending Providers

Search for admitling g Add | [Search for attending b Add oM
Frovider Start End

[Zf New Attending Provider

Provider: [TEST, DOCTOR [117114] =l

Start: [r82o12 [m| [vs12Pm [e]

End: | = | ]

ED Pravider: Ves J Ma

|/ Accept

3. The Attending Provider is changed

Attending Provider
& Doctor Test, MD

4. Review the Nursing Unit Secretary PL (Patient List)

ater W- Fenicilling |TEST, D

J03R Garmes B v T
4= [5 Patient List Repart USec PL Report | |

Parker, Peter C #1001456102 {Acct: 27) (
Attending Provider: Doctor Test, MD

Allergies: Penicillins Colonization: Mone Ht: 180 cm (5" 10.87") Articipated Duw: Bibdl: 30.50 kgfm 2
Last verifizd: 10012011 Code Status: FULL Current it 99,8 kg (220 Esophages| Cancer BSA 223 m32
b 0.3 0z)

Admission W 998 kg
(220 k0.3 0z)

FY1 Information
Mo FYl flags for this patient

ADT Active Orders
Mone
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Patient Summary

When you open a patient chart, the default Activity is Patient Summary. Patient
Summary is an activity that provides you with current patient specific reports that
update in real time.

Avocado,Mike F 68y.0., M, 1122171943 HL180cm (5 10.677)  BME30.8.. Alleries i 150 None | Code: FULL
1001456084 Bed:901P Wit 89,8 ky (220 b 0.3 .. BSA 22. Sulfa(Sulfohamide.. col:None Aftnd: TUGGY, MICHAEL L [101140]

ae Index Report |7 | |Resize
4= | [ index Report | [F] Active Orders Murse Snapshot Chart Cover RN Transfer/arrival Report | Report: |Index Report 2

Patient

Allergies Used as the default, this Index Report reliably presents Sticky Notes and convenient access to other reports
Patient FYl
Mo FY1 flags for this patient

Dot Flowshests

Irtake/Output
Family Contact Information {Sticky Note)

MAR

Immunizetions

Plan of Care — .,

el S

Motes Mone:
Lurse Snapshot Plan of Care

Crder Revision Unit Secretary Snapshot Core Measurs Report
History. Pi's Sched Events

Results Rewview Progress Motes (48h Transterifrrival Rpt

Medcations joters |
Auctive Orders CancelD/CiCompleted Ordsrs

History HeleUnsioned Crcers Ordler History

= Order History Past 12 Hours Requisition Reprint
iy Active Orders by Order Set
Ralaii
N AR Acdministration Meds
B R Patiert's Home Meds Prior to this st

Phys Biling Infa

2
B
b
®
S

Eever Resp
RN Admission WS Graph Blood Managermert
[lie} ¥s

RN Tranzfer

Lab & Imaging Results

Rt vl Labs Epidemiology PL Rept

RN Discharge Lok Lah Resutts with History
bicro Results Snapshat

Short Stay Rad

Commonly Printed Reports
Discharge Meds Facesheet

Lab Orders - HSD Post Acute Referral (SMFHome Care) Report
Dowrtime Onc T Summ
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Chart Review

The Chart Review Activity stores current and historical patient information; both
inpatient and ambulatory. It is divided into various category tabs that help distinguish
the types of information you can review.

You will perform the following tasks with guidance:

e View present and historical data, both ambulatory and inpatient
e Sort information by categories and column headers
e View reports



Category Tabs

Chart Review is divided into categories. These categories act as filters to separate the
patient information. This allows for convenience and the ability to quickly locate the
information you want to review.

Tab Definition

Encounters Contains reports detailing the patient’s office visits, ED
visits, and hospital stays. An encounter is any clinical
contact with the patient. The encounter reports show
orders, notes, allergies, medications and other
documentation pertaining to the specific visit.

Notes/Trans Contains all notes written for the patient as well as all
transcribed notes.

Scan Doc Contains scanned documents (i.e. consent forms, etc.)

Labs Contains all lab orders with their corresponding results.
Use this tab to view the status of lab results or to see if
the lab has drawn a specimen. (e.g., Final Result,
Preliminary Result, In Process).

Microbiology Contains cultures (i.e. blood, nasal swab)

Imaging Contains imaging orders and their associated
interpretations. It does not currently include a scan of the
actual film.

Procedures Contains reports of procedure orders such as ECG or
PT/OT procedures.

Cardiology Contains reports of all orders related to cardiology.
Currently, it only includes narrative results.

Meds Contains a record of all of the patient’s medications, both
historical and current.

Other Orders Contains nursing orders and other order types not
displayed on the other category tabs.

Contains Episodes of Care for a patient. Episodes are

Episodes collections of encounters grouped by some common
theme, e.g., pregnancy or Workers” Compensation.
Contains all letters that have been created for the

Letters )
patient.

AdvDir Contains Advance Directive
Contains non-encounter-specific reports, such as

Misc. Reports immunization, health maintenance, or financial
summary reports.

Referrals Contains all referral orders.

General Activities
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Results Review

The Results Review activity allows you to view both past and present lab and imaging
results based on a date rage you prefer. You can view reports, images and reference
ranges.

Two ways to access Results Review

You can access Results Review from within the patient’s chart and your My List.

1. If anicon displays in the New Rslt Flag column for a patient on your My List,
double click the icon to open Results Review in that patient’s chart.

Patient Lists T | Aclions «
° | & - % BB E] B 5 B
Create Properies Remove  Add Patient Copy Qpen Chart | SignOutRpt Patient Report Doc Flowsheet MAR
I%‘ﬁﬂlgpaﬂem Lists My List (1 Patient) as of 1809 | 2% - | 4]
w53 iy List — -
@ Shared Patient Lists Mew Resultsf Unacknowledged Unacknowledged Medication Orders _I
--ﬁ Systemn Lists Y
--B Discharged Patients
-5 Expected Inpatients
&7 Hospital OP Visits
w7 Pre-admits Today & Tomarrg
2. If a chart is open, click the Results Review activity tab.
u & | Results Review - Date Range Wizard
= =, :
Patient Summary = = ‘ E = ‘ e E @ @
Allergies
Doz Flowesheets
IritakefOutpnt
AR Select an initial date range:
Immunizations Mew results since time mark last set Plewr result view
Today's data Extended view
Plan of Cars Diata for last 30 days Extended view
Pationt Education Data for last & manths Extended view
Diata for last 12 months Extended wiew
Motes Data for the current hospitalization Extended view

Order Entry
Crdar Revizion
Results Review
Medications
Histary:

SYNOpEis

Demographics

Chart Review

Phys Biling Infa ¥ Show date range wizard before starting Results Review

R Acmissi
mission Set Default | Accept |

Rkl Transfer
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3. Select Data for the current hospitalization and click Accept. The results display in a
table format.

Two ways to Search for Results

1. You can type: To search for a particular result, type the name of the test in the Search
field or expand the results tree to the left.

2. You can click: You can also expand a selection by clicking on the + sign. You can
click on a single result or on a classification section.

Results Review (Last refresh: 8/2/2012 6:17:18 PM) ? | Resize 5
<{mBack =P ‘ [ view - FElHide Tree | F~RefRange ‘ I 8 B @ Time Mark [ Refresh B8 Legend i options

Search:[AETIE0T] =] New results (No timemark sef)

ALLTOPICS
B E0RATORY RESULTS
- % HEMATOLOGY

& CHEMISTRY ©BC

| & COMMON CHEMISTRIES wec £8 168
| =/LVER STUDIES Fec 156
§ o -ASTIGOT) HEMOGLOEIN 147 5
o & NUTRITION
: & ENDOCRINE

3 2 1 |
1271572011 172272012 anz2oz an2mz2 j
1023 1024

HEMATOCRIT 129 z

& MCROBIOLOGY /IMMUNOLOGY &Y 5s @
& OTHERS PLATELET CT w1
3R CHEST 2VIEWS DIFFERENTIAL
XA KNEE IVIEWS-RIGHT JEESHNGHICSHABSALUTEE a7
BANDS % 75
LYMPHOCYTES 2 #p
MONOCYTES®Z |
T T — .
BASOPHILS % i
P 7
MISC HEMATOLOGY
NEUTROPHILS 5
FLOW CYTOMETRY
LYMPHOCYTES ir
COMMON CHEMISTRIES
R — -

POTASSIUM EX | 45
CHLORIDE 767 182

View Reference Ranges

To view the reference range for a particular result, either click Ref Range to see a
column with the ranges next to each lab component or hover the mouse pointer over a
result to display the reference ranges for that component in the status bar at the bottom
of the panel.

View Image and Radiology Result Reports

To view the report for Radiology/Imaging results, double-click the Bicon. The report
will display.

Mew Results
Flag

Time Mark Results

Time marking distinguishes new results from those you have already reviewed. Any
new results entered into a patient’s chart will display in bold font. After you have
reviewed those results, click Time Mark. The results will change from bold to regular
font.

When new results are entered into the chart, an icon will display on your My List and
the patient header. Once you time mark, the icon will disappear.

General Activities 26



Nurse to Nurse Handoff

Get patient assignment
Meet with prior shift nurse to receive report.

Prior nurse will hand off patient to oncoming nurse.

Ll

While receiving report from the prior shift note, together both nurses;

a. Review patients and care

b. Review Nurse Snapshot

c. Review active order

d. Review orders to be acknowledged

e. Review MAR

Handoff
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Patient Summary

When you open a patient chart, the default Activity is Patient Summary. Patient
Summary is an activity that provides you with current patient specific reports that
update in real time. These reports are similar to the reports found in Patients Lists and
will vary based upon your role and department.

Orders to
Acknowledge

P Do vier AetrgwegR Sror:

(e Razorgrurg Fryedes
EOATEEE b ELOODCOLTURE St (AT K0, St DR 0000, MOV Bxytre, Descortres Renser: [upleaty, Sivtct Baried J Shultech PN g HOTIRE
Copceied Comment Qe £ 08 BC 1 2 T ey

Askrawtedge &

umm '.'ﬂl"d.l
| History &
Active Orders Requi Reprint

Held/Unsigned

rAR Adrin P E I Meds

Witals & 10 7]
v Gy
=
Ly Epeniog: 7, Fam
Labs &FRad r ™ Lt Py wh sy
] Beoul Srepeht
]
oy prstespiorts |
Uit o Fiites
g ey - 16D A ey 516 B Lo Erger
Eceritrie (v e S
Pt gpooptd |
ML Sregshd Bl Frss Sracened
WL ey Yot gy Sornary
M- Dbt St L T
Pibth O M P e

Important Reports:
Index

Active Orders

Nurse Snapshot
Chart Cover

RN Transfer/ Arrival

SAR R



Acknowledging Orders

Acknowledge Medication Orders

Medication orders populate the Index Report in the Patient Summary Activity and must
be acknowledged. Once an order is entered into Epic by the practitioner, it populates
the Index Report and Active Orders Report as EEEEIETTETE | The nurse then

reviews the new orders and acknowledges them. The acknowledgement signifies that
the nurse has read and understood the orders and will complete the task.

=l
1. Click the [/ Inde=x Report report button. appears near the top of

the report.
2 Click | Acknowledge Al |

when you've reviewed and understood the task.

View Orders To Be Acknowledged

You have entered several orders. It is a best practice to acknowledge orders after you
enter them. Go to the Index report in Patient Summary and individually acknowledge
your orders.

Nursing Communication orders

Nursing Communication Orders are physician orders indicating a course of action or
those situations where patient specific information is communicated.

Active Orders

‘Active orders” are located on the Index Report on the Patient Summary activity. An
Active Orders report may also be wrenched in. Active orders is a task management tool
to help you manage the daily care for your patients. The tasks that display are
triggered by the orders transcribed Epic. You can view current, future and completed
tasks.

Active Orders Report is utilized throughout the shift, from start of report until the end
of the shift. You can view, document and organize tasks for your patient.
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FYI

An FYI flag is a way to communicate patient information to all health care providers
and assigned treatment team members across facilities. FYI flags can be viewed from
the Index Report and the Nurse Snapshot.

FYI is located under More Activities. By clicking the , located across from the FYI
activity, will enable the FYT activity to become a permanent fixture under the activity
tabs. FYIs may be edited and/or deactivated. All FYIs are permanent records in the

patient’s file, even if deactivated.

1. To create an FY]I, click More Activities, located in the bottom left portion of the

screen.

1001456107

s ¥
Patient Summary:
Allergies
Doc Flowsheets
IrtakefOutput
M AR
Immunizations
Flan of Care
Patient Ecucation
Motes
Order Entry
COrder Revision
Results Review
Medications
History:
Synopsis
Demographics
Chart Rewigw:
Phrys Billing Info
R Admizsion
RM Transfer
R Arrival
RM Dizcharge

Short Stay

I More Activities H

Start of Shift

More Activities  »

£* EnterEdit Results

@ Episodes of Care Click the Star; this

w will n:lake ita. . >
Graphs favorite and it will

become an

ERF orowth Chant activil} button.

% Images
Letters

il Reference
Flowsheets

# Cancer Staging

8 MD Admission
R MD Rounding
R MD Transfer

R MD Discharge

Document List
BFA Review
& Printays

g Request Outzide Recards
2% Care Teams

m Cumulative Dose Tracking
Guick Disclosure

List Disclosures

Qrder Bewview

Ballard Transfer Order Form

B

'}

R Ballard Downtime Discharge Medications Form

+ R Cherry Hill Downtime Discharge Medications Form

'}

R lzzaguah Downtime Discharge Medications Form
First Hill Admit Order Form

B

n#

T First Hill Transfer Order Form

v v v B DN RnDeS 30D e s (D)

[
:

Y X R N X X R N Xr N RPN

31



2. Click the star, across from FYI. This will make FYI a favorite on your activity buttons

3. FYl displays, click Flag.

Fyl ? [Close X
© Select New Flag
[ GER) to create new FY1
~Existing FYls
[~ Show inactive Eilter. |'| Refresh

Entry Date/Time = | Contact | User

| Type | Summary | Status |

4. Click , to view the categories

Entry Date/Tirme ~ | Contact | User

Externally-Entered Coverage
Interpreter

Legal Lock Up

Locked

Ma Clinical Disclosure
COrgan Donar

Organ Recipient

Record Errar Alert

Research

Restricted Data

Safety Alert - High Risk
Security

Sedation

See Alert in Misys

Self Pay TPO Release Restricton
Sensory Deficit

Special Meeds
Stellar’Summit

28 categories loaded.

FYI
1. Click to select
Neuﬁla the Category
- & 2. Select a Category l
~MNew Flag 1
Flag type ¢
| 0 |,D| ,O'Eategur'r Select
s | w w | (DD e ||nsert | Search: || | pe I
/ Title L=l
*Bloodless Pragrarm
*Patient Preference: Mo Code
Eehavioral
Bld Mgt Conservation
Elood Transfusion Restriction
Break the Glass Encounter -
Code Triage -
L. Dialysis
-Existing FYls e g

Accept I Cancel
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5. Type “.dt” which is the smartphrase for Downtime

—Mew Flag
Flagtype | -dt is the dot phrase for Downtime

Downitirne #
2 EML’@ R |Insert Smart Text || =l =R =
dt

Expansion

Ahbrey

6. Double click DT.
7. Message appears in FYT as:

—New Flag
Flag type
| Downtime [1009] Fsl
Py o | (D ED P [insert SmartTest [FIE=E=E 4=}
Epic downtime an 1/24/2011 fram 1000 to 1640, Please refer to paper documentation.

8. Click Accept
Immunization Activity

In addition to the screening of patients for required vaccinations, vaccination records
should be reviewed upon the first 24 hours of admission and updated as necessary.

Immunization shows any immunizations on record.

BB | AvocadoMike F X EpicCare
Avocado,Mike F 68y.0, M, 112211943 Ht 180 cm (5' 10,87 EBMl: 30.8... Allergies 1=0: Mone Code FULL [ra] 00
1001456081 Bed: 001P Wit 09.8 kg (22016 0.3 .. BSA 22, Penicilins COL: None Aftnd: TUGGY, MICHAEL L [101140]
G & | Immunizations - All Types ?
E2 min Trpes ~ EJIncomplete Admins Histarical Admins = NewAdmin [ Immunization Repo efres|
Patient Summary | ERAIASMIN T Ell lete Ad Histarical Ad Hewi Ad 1 tion Report [@] Refresh
Allergies |
| Administration History
Dot Flowshests
Adrinistered On Mext Due [~ Show Deleted [ Show Deferred
IntekeiOutput
MAR:
FLUVACCINE, SPLIT 12222011 91311842 e Mew
e TDVACCINE NO PRESERVATIVE  12/22/2011 9i311842 A Mew
GREATER THAN 6'YO IM —
Plan of Care
Palient Ecuisation | |/ Mark as Reviewed | Never reviewed.

Nurses are required to update Immunization history upon admission through the RN
Admission.
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1. Click Immunization activity button
2. Click Historical Administrations. Select Historical Admins.

Immunizations - All Types

Bl Admin Types - ElIncomplete Admins |8 Historical Admins -

Histarical Admins
|4 Administration History

@ Single Historical Immunization
AdminSTEred Un

Immunizations

B plew Admin B Immuonization Report [ Refresh [l storace Unit

Mext D

FLUVACCINE, SPLIT 122052011

TD WACCINE NO PRESERVATIVE 1202011
GREATER THAN 6 YO IM

|of Mark as Reviewed | Never reviewed.

3. Select Ped or Adult patient

Immunizations - All Types

Historical Immunizations

B8l Admin Types ~ EllIncomplete Admins Q‘Histnricalﬂxdmins - lS’ﬂewﬂdmin @Immunizatiun Report @Refresh nsturage Lnit

Template to use: SW_AMEI_F'ED_HISTORICAL_IMMUNIZA’j
_ S AMB PED HISTORICAL IMMUNIZATIO|
Irmmunizations S 5

1 |HEP B wACC, PE
2 HEP B WA PEOCATINL 2 DOsFE k4 [35
Start of Shift
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4. Select Row with correct immunization. Example Swine Flu vaccine.

—Historical Immunizations o
Template to use: ISW AME ADULT HISTORIC Gllcklng the Calendar

opens the Date Entry

Immunizations Date
23 |FLUACCINE, SFLIT [9]
24 | FLUWACCIMNE, MASAL [104] R
B Date Entry |
8/9/2012 | January | | N |
| February | | 2003 |
| March | 2004 |
4 August 2012 [ ] | a"-\pril | | 2005 |
Sun Mon Tue Wed Thu Fri  Sat | Ma | | 006 |
29 30 31 2 3 4 J
5 6 7 o e v« || June [ oo |
282 4 15 1B H 1B | July | | 2008 |
19020 1 & k3 A Xk
2/ 27 2@ 29 3 3 1 | o009 |
2 2 4 &5 B £ B | September | | 2010 |
[ETod
s | October I
e | T
| December | | - |
Accept Cancel |
1 12 e e e TTTT =R T L Tl |
Historical Immunizations
Template to use: |SW_AMB_ADULT_HISTORICAL_I Auto populates, otherwise enter '‘Comments™ '
Imrmunizations Diate Confirmed. #Comment '
| JC / |
23 | FLU WACCINE, SPLIT [9] |74 [ ‘A
24 |FLUWACCINE, NASAL [104] 8/2/2012 PTRPT[1] | |

5. Click accept.

Enter Patient Reported Vaccinations

Your patient has indicated that he received a HIN1 shot at his local CVS just last
week.
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In the Admission navigator, you can view the Immunization Summary Report, showing
the recent Pneumovax administration and add any vaccination reported by the patient.

Click the downward arrow next to Historical Admins and select Historical Admins.
Select SW_AMB_ADULT_HISTORICAL_IMMUNIZA.

Find FLU VACCINE (H1N1 - Swine) [172].

Click the date column next to Flu Vaccine.

Type t-7, Enter.

The Confirmed column, defaults and PT RPT[1] defaults automatically.

Click Accept

NOo Ok o

Allergies

Knowledge of a patient’s allergies and reactions is imperative to providing safe,
effective patient care. The Allergy activity allows you to do the following:

e Review known allergies
e Unable to assess allergies
e No known allergies

e Add allergies

e Modity current allergies
e Delete allergies

Review

It is required that allergies be reviewed with the patient on each admission, transfer and

whenever there is a change in allergy status. | M riasReyifes) requires speaking
directly to the patient and reaffirming their allergies.

If a patient has never been seen to this facility, there will be no allergy information in
his/her chart and you will enter all allergies for that patient. If your patient does have
prior entries, you will review the allergy list with the patient to see if anything has
changed and then modify the list accordingly.

If your patient has no information on file, you should see this:
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Allergies/Contraindications

I [ Add ]

[T Mo Kniown Allergies
Mewer Updated

@ Mo Active Allergies

You can use the boxto the upper left to add an allergy ar a contraindication for this patient.
Some iterns are currently hidden due toyour view settings, (= Display Hidden AllergiesiContraindications

| j of Markas Reviewed | Last Reviewsd by Julia & Smith, RN on 7i30/2012 at 1:01 FM

Unable to Assess Allergies

Any time you are unable to assess the patient’s allergies, you should follow the steps
below. There are many reasons why you may be unable to assess the patient’s allergies
when they are first admitted: such as confusion, severe pain or unconsciousness. ‘No
known allergies’ is to be documented.

No Known Allergies:

1. Click the ‘No Known Allergies” box

Allergies/Contraindications
eﬂnﬁdd ﬂ Wiew Drug-Allergy Interactions

¥ Mo Known &llergies
ast Updated by Cartie Garlic, BN on FrEA172012 12:54 P

2. The Allergies in the Patient Header will now say No Known Allergies

Adding an Allergy
1. In the Search field, type “penicillins” then click the “Add’ button (or press Enter).

[penicilling] |l Add |

2. In the Agent Select window, select the allergen of ‘penicillins” with the allergen type
of Drug Class.

Click “Accept’.

4. Click in the Reactions field

@

Feactions: | 0 o
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Click the _ © |

Select ‘Hives” and then click “Accept’

Click on the row beneath ‘Hives'.

Click on the “Selection” button.

Select ‘Itching” and then click “Accept’. (You can add as many reactions as the
patient reports. Each time you add a reaction, a new field becomes available.)
10. Click the “Selection” button in the Severity field.

Sevarity: -

11. Select ‘Medium” and then click “Accept’.
12. Write a comment, as needed, in the Comment box.

13. Click & Accept

X9

Modifying a Current Allergy

You patient remembered he also experienced shortness of breath when he received
penicillin. You need to add this to the list of reactions for his allergy.

1. Click the ‘Penicillin” allergy to edit the details of that entry.
2. Click the next blank Reaction field and type “short’. Press ‘Enter’
3. Click “Accept’.

Deleting a Current Allergy

1. Click Penicillins
2. Click ‘Delete’

Allergies/Contraindications
aﬂ-Add ﬂ, Wiew Drug-Allergy Interactions | /G [T Del

Add a new agent

Mo known Allergies
Last Updated by Carrie Garlic, RN on 7r3152012 1:.02 P

[Z7 PENICILLINS
Agent: [PENICILLINS | Comments
at@ M
: &

Reactions: Shortness of Breatt Moted: 752012 E
Rash
s valduntl. [

Past Updates I% Delete I «f  Accept
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History

The History section allows you to indicate past medical history, past surgeries, and
important lifestyle habits, such as tobacco, alcohol, or drug use and sexual activity of a
patient. This section is not encounter specific so information documented here will be
available after discharge. History may be found on both the Activity and RN Admission
Navigator. You can update the information directly in the Surgical History, Medical
and Family History sections.

1. Open the History activity

. SIS
Penicillins

Pertinent Megatives

IS0 Maone
COL: Hone

Code: FULL
Attnd: TUGGY, MICHAEL L [101140]

|Date (Free Text) |Cnmmenls

A

Crder Revision
Results Review
Wedications
History
Synopsis
Demographics
Chart Reviesw
Phys Billing Info
RN &dmiszion

R Transfer

RHM &rrival

~Medical History Worksheet

vocado,Vike y.0., M, ~180cm . 30!
1001456140 Bed: 001P Wt 098 kg (220 b 0.3 .. BSA 2.2
(iooiameran] | Histery
- TR | P s ety
Patient Sumimary
prose—— Surgical Past Medical History
— v FaE":_ i 1 | Hypertension [401 34H]
oe Tweness o 7 | Esophageal reflux [530.61]
IntakefOutaut tatus 3 |
= Social
JAR Substance and Se...
Immunizations ADL and other Co...
——— Social Documenta...
Socioeconomic
Patient Education - Specialty
Hotes Birth History
Crrcler Entry

Wiew Audit Trail

Restore

1 Cardiology
1 Derrmatology
1 Endocrinology

1 Gastroenterology
1 Genetic Problems
1 Gynecology

1 Hematology

1 Infectious Diseases
|71 Blannatnlnmw

1 ENT/Otolaryngology

Add to History

1 Allergies/lmmunology

=

2. In the Medical Surgical section:

History

| Medical |
Surfidia]

= Farnily
Medical Histary
Status

~ Social
Substance and Se...
ADL and other Co...
Social Documenta...
Socioeconomic

= Specialty

Birth History

Past Medical History

Pertinent Megatives

Date (Free Text) |Cummenls

Past Medical History
HI
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®

Click to indicate whether your patient has or has had surgeries listed.

Add comments by clicking ‘Comment’. Free text your comment(s).

5. In the Family Medical History section, record the medical history and status (alive or
deceased) of the patient’s family members.

6. The Family Status section allows for a review all previously submitted information
pertaining to family medical history.

7. Social section allows for sexual history and substance use.

=

Medications Activity

Medication is a major part of a nurse’s job, and it is also one of the most vital aspects of
patient care and safety. The electronic Medication Administration Record (MAR)
displays medications and facilitates documentation of administrations.

Assessment

When you complete a Head to Toe assessment, you must document on each system.
Epic requires you to determine if the assessment is WDL (Within Defined Limits) or if
there is an Exception to WDL. A set of "normal values" has been determined for each
body system and is displayed in the Details Window.

Vital Signs

Vital signs are documented in the Doc Flowsheets activity, under the VS flowsheet. This
flowsheet will be used throughout your shift to document your patient’s pain.

Your patient is now running a fever and has a headache. Let’s document his vital signs.

Doc Flowsheets

1. Click the activity.

2. Click the | "= Acute Care [ b,

3. Enter the following in the Vitals group:

Observation: Pt. awake

Temp: 100.2

Temp Source: Oral

Pulse Rate: 65

BP: 146 84 (be sure to include the space)
BP Cuff Location: Left arm

BP Method: Automatic

SpO2: 97

5@ e ap o
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Pain Assessment

Your patient informs you he is experiencing mild lower back pain. You assess the
level of pain using a verbal scale.

1. Click the Doc Flowsheets activity.
2. Locate Pain Description on the navigator.

3. Click the Pain Description. Note that the Pain Description is brought to the top of
the flowsheet.

4. Add a column to document an assessment for the current time.

Use the following information to complete the pain assessment:

Field Data
Pain Site Back

Pain Orientation | Lower

Pain Quality Aching
Pain Scale 6

Pain Assessment, located directly beneath the Pain Description, asks whether Add’l
Pain Documentation is needed. If Yes is selected , Pain Management is added to the

flowsheet.

Complete the rest of the assessment using your own values.

1. Enter the following in the Pain Description #1:
a. Pain site: Chest
b. Pain Orientation: Right; Left
c. Pain Quality: Aching
2. Enter the following in the Pain Assessment:
a. Pain Scale: 6
b. Sedation level: Awake and responding

Order Entry Activity

The Order Entry activity is a convenient workspace to search, customize and sign
orders. After the medication orders to the pharmacy are entered, you will be able to
enter the non-medication orders.

Start of Shift



Avocado,Mike F 68y.0,M, 112211943 Ht 180cm (5'10.67%  BMI 308.. Allergies 150 None Code: FULL w00
1001456084 Ded: 901P Yt 99,8 kg (220 b 0.3 ... DSA 2.2.. Peniciling C0OL: None Atinc: TUGGY, MICHAEL L [101140]
@V Place orders
R — e & % . & @ 2 3 [ ‘ v =
PrefList Settings  Providers Reports Order Sat
Allergies New order. | Em
PosFlawsheete _ order modz: [VORBITORE (Co-sign reguirec ] New order defaulls Nol using defails
IntakefOutaut
AR
Immunizations
Plan of Care
Patiert Education
Motes
Order Entry
Crder Revision
Order Modes
Nursing and Pharmacy will utilize the following Order Modes to place orders:
Order Definition Physician Example
Mode Cosign
Required
VORB / Order(s) is being Yes Entering an order for a
TORB placed as a result of a medication given as a result of a
verbal or telephone VORB during a procedure,
order from an LIP orders taken as a result of a
phone discussion related to a
change in the patient’s
condition.
Emergency | Unit Secretaries who Yes Code Blue
enter non-medication
orders during a true
emergency
Standard Order is within your No Specialty beds or other
scope of practice and equipment the patient might
it will not generate a need
message for a co-
signature for the
physician.
Per Order is being placed No Ordering SCDs after the “DVT
Guideline as a result of an LIP Protocol” order has been paced
ordering a protocol. or ordering an IV restart once
the IV has been ordered. MRSA
test of patients in the ICU,
orders from the normal hospital
newborn orderset.

Start of Shift
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Place Medication Orders

Your patient’s blood pressure has consistently been recorded at 160/95 for the past
30 minutes. After calling the physician, he asked you to place an order for an oral
dose of Metoprolol (Lopressor), 25 mg, PO, BID with meals.

Use the scenario above to place an order for Metoprolol.

1.

2.
3.

o

Go to Order Entry.

Type “metop” in the order search field.

Select METOprolol (LOPRESSOR) tablet and click Accept. The Order Composer
displays.

Click 25 mg.

Verify BID with meals.

Click Accept.

METOprolol (LOPRESSOR) tablet

Cral, WWITH BREAKFAST AMD DINKER, First Dose Tomarrow at 0500
HOLD FOR HR LESS THARN S0 OR SBP LESS THAR 90 AND CALL MD per CSMC default par

Reference Links: 1. Black Bos Warning 2. Micromedes
Doz 1] ma | 125mg ” 25 mg ” 50 mg ” 100 mg |
Floute: Cal ;D m| Oral [by feeding tube if not taking b
Fraguency: \WITH BREAKFAST AND [0 \with Breakfast and Dinner []
For: j * Doses © Houws © Days
Stating:  [12/272011 | H

First Dioge: O] Include Now Az Scheduled

Sign the medication order

1.
2.
3.

Verify VORB/TORB as the Order Mode.
Sign Dr. Michael Tuggy as the ordering provider.
Click Accept.

Pharmacy Verification

Administration warnings will remind the nurse if a medication has not been verified by
the Pharmacy, asking if the nurse still wants to administer the medication. Nurses can
call the pharmacy to request that medications be verified.

Administration Warning

\‘_:/ DOPamine (INTROPIN) (1600 mcg/mL) 400 mg in D5W 250 mL
infusion has not been verified by a pharmacist. Are you sure you
want to administer it?

Yes No ‘
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Acknowledge Medication Orders

Medication orders populate the Index Report in the Patient Summary Activity and must
be acknowledged individually like all other orders .

Nursing Communication Orders

Nursing Communication Orders are physician orders indicating a course of action or
those situations where patient-specific information is communicated.

Only orders appropriate to support scope of practice for a nurse will be available to
physicians.
You will perform the following tasks with guidance:

e Advance Diet as Tolerated
e May leave unit

Advance Diet as Tolerated Order Process

This is a nurse communication order that directs the nurse to enter new diet orders
based on the patient's progression in diet tolerance. An example of this can be to
advance the diet from NPO to clear liquids, to full liquid, etc.

Enter a Clear Liquid Diet

1. Click Order Entry.

2. Type “clear liquid” in the order search field.

3. Select DIET CLEAR LIQUIDS and click Accept. You can click the Summary
Sentence to add any additional details to the order.

4. Click Accept.

5. Click Sign.

The Providers window displays.

6. Select per guideline as the order mode.
7. Enter Dr. Michael Tuggy as the Ordering Provider.
8. Click Accept.

Once the order is signed, it will display as an order to be acknowledged in Patient
Summary.
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Generic Communication Order

A generic Nursing Communication order will be made available to physicians and should
be utilized only when a discrete order is not otherwise available. For example, the patient is
allowed to leave the unit.

1. Click Order Entry activity.

2. Highlight Communicate to Nurse.
3. Click Accept.

4. Order is placed, click Order details.

Place orders

B 4 % m B

PreflList Interactions Seftings FProviders Reports

E NE WE

Fended Orders Held Orders Pend Orders

Mew order: || | Search |

OrdermDIﬂE:lVDHBfTDRB (Co-sign requimtj MWew order defaults Mot using defaults
Procedures {1 Order)

COMMUNICATE TO NURSE

Click Order Details

5. Type, ‘Patient may leave unit’, click Accept.

COMMUNICATE TO NURSE | Accept | Cancel || Remove
Fatient is allowed to leave unit.
Comments (FB) @ ety 0 o | (D g0 o [nsent smanttext RIREI=E 1=
Platient is allowed to leave unit. -]
I Accept I Cancel || Remave |

6. Communication appears as:

Procedures (1 Order)
COMMUNICATE TO NURSE »4; i | Remove |
Patientis allowed to leave unit
F7- Prew Order F8- Next Order
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MAR

Overview

The MAR is a very interactive workplace. The legends help you define the color

schemes and notations that display throughout the MAR.

The electronic MAR is organized by rows and columns. Each row represents a different

medication order. Each column represents a one-hour block of time. Scheduled
administration times display as a due time at the intersection of a row and column.

MAR

m B B o

Refresh  Report  MAR MNote  Legend  ShowAll Admins

Current Time | 1' Wed 0400 -- Wed 1200 :I Start Date: |8/8/2012 @-‘

Time Toolbar

Scheduled | PRI | Continuous | All| Respiratory | Dialysis | Intraop | PACU| Procedure | ANE Intraop

Discontinued:

[ et Medication Hame  +

Completed:

Future:

Motin Use.

Read-only:

Cahinet Ovel

Admission {(Current) from 8/7/2012 in First Hill 9 Southwest

(0E00
—

Administration
Times

diphenhydr AMINE {aka BENADRYL) tablet 25-50 m [+]
Order Dose: 25-50 my
Admin Amount: 1-2 Tab (1-2 x 25 mg Tah)
Route: Oral
Freo: Q6H
Order Start Time: 08/07/12 1315
| Lastaactions | Next 3 Scheduled
08/07 |08/03 |08/08 |02/08 |08/02 |08/08
1800 | 000O | OBOO0 | 1200 | 1300 | 0000
References: Micromedes
R
docusate sodium {aka COLACE) capsule 250 m [+]
Qrder Dose: 250 mg
Admin Amount: 1 Cap (1 * 250 mg Cap)
Route: Oral
Freog: DALY
Order Star Time: 0807112 1315
[Last 3 actions | Next 3 Scheduled
08/07 |02/08 |02409 0210
1315 0900 | 0900 | 0900
References: Micromedes
R

Contact Pharmacy -

NON Urgent m

atters

0900

Unlike a paper MAR, the electronic MAR automatically rearranges itself as new orders
are entered or existing orders are either completed or discontinued.

In the paper world, nurses use a paper version of the MAR that is fairly similar to the

electronic version. The biggest difference is that medications listed on the paper MAR
are either hand-written or based on labels that are printed out of the pharmacy system.

Nurses then penciled in the times that meds are due or when a dose is given, held or
missed. The electronic MAR handles these updates automatically based on orders

placed by the physician and verified by the pharmacy.

You will perform the following tasks with guidance:

Access and navigate the MAR activity
Document medication administration actions
Send messages to the pharmacy

Verify medication orders
Verify rates
Document IV infusions
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¢ Document TPN
¢ Document PCS

Access the MAR Activity
Two ways to access the MAR

1. From you're my List, select a patient’s name and click the MAR button on the
toolbar, [OR]

Patient Lists

Qpen Chart

[+] =S = *ﬁ @ é

Create  Propeties | Remave Add Patient Copy

z Bt (E7) @

Sign OutRpt Patient Report Doc Flowsheaet MAR

2. Open the patient’s chart and click the MAR activity on the left hand side

Calwd v
Patient Summary
Alleries
Doc Floweshests

Irt ke Output

MAR

Immunizations

The Time Toolbar

You can change the time block you are viewing by clicking the arrows on the either side
of the time field. To change the date, click the Calendar icon in the Start Date field and
select which day you would like to view. TO return to the current shift, click the
Current Time button.

MAR Tabs

The MAR tabs filter medication based on certain criteria. Each tab represents a specific
type of medication order. When you click on a tab, only medications of that type will
display.

Scheduled Medications are to be given at specific times

All Lists all ordered medications

Continuous Medications infused intravenously. Maintenance
fluids and medication drips
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PRN Medications that are given as needed. These orders all
have PRN frequencies. These orders do not have
scheduled times on the MAR

Respiratory Medications that are related to Respiratory
Dialysis Medications that are related to Dialysis
Intraop Used for Reference, to see what meds were given

Intraop. Inpatient RN’s do not document here.

PACU Used for Reference, to see what meds were given in
PACU. Inpatient RN’s do not document here

Procedure Used for Reference, to see what meds were given in
the procedure suite. Inpatient RN’s do not document
here

ANE Intraop Used for Reference, to see what Anesthesia meds were

given Intraop. Inpatient RN’s do not document here.

MAR Status Key/Legend

The MAR is color coded to help you easily recognize the status of medications. There
are two legends. One helps define the medication status and the other defines the icons,
administration types and links.

Scheduled tinuous | ANl Respiratory | Dialysis | Intraop | PACU| Procedure | AME Intraop w
Medication Color Code

Discontinued: Cornpleted: Future: Motin Use: Read-only: Cabinet Overtide: Active:

MAR Status Key

The medication statuses are color-coded and shade the medication row on the MAR
table. The key to define these colors is located directly under the MAR tabs. Below is a
quick reference list of some of the main color coding you might see on the MAR, and
what each color means:

MAR Icons and Administration Types

MAR
(& B B a2 53

Refresh  Report  MAR Mote §Legend §ShowAllAdming

Curent Tme | [ Wed 0800 - Wed 1600 |p»|  start Date: 82012 [
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On the Activity Toolbar, there is a Legend button. Click Legend and you will find a
definition for every icon and administration type that displays in the MAR table.

Legend
~Legend ~Admin Types
@ Drug interaction Action Abbr. Display |
¥ Dual signoff required Given Given Time
R, Send a message 1o pharmacy Mot Given Mot Given {Time)
) . ) o Dispensedto Field Dispensed to (Time)
@ ot verified by pharmacist. Mat in the exception list Field
& Mot verified by pharmacist. In the exception list. Canceled Entry Canceled Fitrre
© “value does not match ordered valus Dispenseld to Dispenseld to Time
Anesthesia Anesthesia
% Administration linked to override pull Mew Bag MewBag Time
g Owverride order Restarted Restarted Time
||F§ Orn-the-ly order Stopped Stopped Time
'v Wisd ted administrati Fate Change RateChange Time
? Misdocumented administration Notin Use Notin Use Time
W Erroneously marked as misdocumented. WMAR Unhold WMAR Unhold Tithe
@ Corrected administration Bolus Bolus Time
7 Misfiled data Push Push Time
o Rate Verify Rateterify Time
3D Medication from a related encounter Coe Altemative — =F'
@ Fatient has had a significant height or weight change since this Pausad Paused Time
medication was ordered Pending Pending g'ﬁme
[C] Comment exists for administration or Line/DrainfAireay linkage putomatically Held  Auto Held Time
Due Due Time
Admin by Surgeon  Adm by Surg Time
rLinks Self Administered  Gelf Admin Time
Admin Mark as ‘Given' by clicking the link Med
Fi hest Fl hest with | Mew Syringe/Pump  Syringe/Pump Time
IR Tt pwshesl wilh general rirs Given by Another  Adm by Anoth  Time
Flowsheet Flowsheet with order specific rows (Comrment) LI
x|

MAR Note

You can add general comments to the MAR by creating a MAR note. For example, you
could add a note that, “The patient needs PO meds crushed in applesauce.”

MAR

Fefresh  Report gMAR Mote § Legend Show Al Admins
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Review Allergies

It is required that allergies be reviewed with the patient on each admission, transfer and

whenever there is a change in allergy status. [ TETE TR requires speaking
directly to the patient and reaffirming their allergies.

You can view the allergies on the patient header, but must go to the Allergy activity to L.

| Markas Reviewed | ¢y, patient has multiple allergies and they are not all visible on

the patient header, hover your mouse over the allergies and they will all display.

The patient has no known allergies. You need to review the patient’s allergies and
mark them as reviewed

1. Click the Allergies activity
2. Select the checkbox for No Known Allergies.
3. Click Mark as Reviewed.

Document a Scheduled Medication

1. Select the patient’s medication and administration time.

AT 8 Medication Hame -

diphenhwdr AMINE {aka BENADRYL ) tablet 25-50 m [*] 1200

Admission (Current) from 8/7/2012 in First Hill 9 Southwest

Crder Dose: 25-50 my
Admin Amount 1-2 Tah (1-2 = 25 my Tab)

Raute: Oral

Freq: Q6H " -
Order Starl Time: 08107112 1315 Select Medication
| Last3nctions | Next 3 Scheduled and Time

0808|0805 |08/08 (0308 [08/09  08/04
0000 | 0500 | 1200 | 1600 | 0000 | OS00

References: Micromedex

R,
2. Medication box will appear.
[ diphenhydrAMIHE (aka BEHADRYL) tablet 2550 €}  pction: Time: Doses: Comment:
mgq
Order Dose: 25-50 my LGien i | (€] |Ora| | mg =
Admin Amount: 1-2 Tab (1-2 = 25 Date: Site:
mg Tab) [era2012 [ [ Ks)

Raoute: Oral
Freg: Q6H
Order Start Time: 08107112 1315

| Last3Actions | Next 3 Scheduled
nains |osio o3 0sme (o8 0a/ms
0000 | 0s00 | 1200 (1800 | 0000 | 0600
References: Micrornedes |J Accept |x Cancel
Flowsheet

Review the administration details.
4. Click Accept.

E

In this case, the dose
must be entered.

»
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View Administration Action on the MAR Table

Locate the medication on your MAR. It will be listed on either the All or Scheduled tab.

The administration action displays in green with your initials and the time of the
administration.

N8 | Medication Hame ;I 0900 1000 1100 1200 1300

Admission (Current) from 8/7/2012 in First Hill 9 Southwest
diphenhydr AMINE {aka BENADRYL ) tablet 25-50 mqg O Given

Crder Dose: 25-50 my 1200 CG
Adrnin Arnount 1-2 Tab {1-2 = 26 mg Tahb) 26 mg
Roaute: Oral
Freq: Q6H
Order Start Time: 08/07/12 1315
| Last3Actions | Next3 Scheduled
08i0g |08i08 [08/08 [08/08 (0809 |08r09
0500

Qoo | s00 | 1200 | 1800 | o000
Edit Details of an Admini

References: Micromedex

ed Medication

1. Click the Given documentation in the cell for Benadryl.

2. Select the Edit administration check box to enable editing. The fields become active.

ool memmtn L e [ oo | o
[ Ehenmli“E (aka BEHADRYL) tablet 2550 €  pction: Time: Route: Dose: Comment:

O rder Dose: 25: 50 mg [Given ] [m O a ] [ mg =
Admin Amount. 1-2 Tab (1-2 = 25 Date: Site:
mg Tab)
Routs: Oral 81872012 [ 1A
Freq: Q6H =l
Order Start Time: 08/07/12 1315

| Last3 actions | Next 3 Scheduled

08/06 (0808 0808 0808 0809 0809
0000 | 0500 | 1200 | 1800 | 0000 | OBOO

References: Micromedex
Flowsheet

Check off Edit
Administration box

»

¥ Edit administration

3. Change the dose to 30
O T R N T

[F diphenhydrAMINE (aka BENADRYL) tablet 2550 @)  pction:

Time: Dose
mq
Order Dose: 25-50 mg Ileen j |12DD |®| |Ora| | mg
Admin Amount: 1-2 Tab (1-2 = 25 Date: Site:
Tah,
rIggutea: (;ral |8W2012 I@I | |90|
Freg: Q6H

OrderStan Time: 0810712 1315
Last 3 Actions | Next 3 Scheduled
’m’m’m’m’m 0809
Qooo | 0600 (4200 | 1800 | 0000 | 0800
References: Micromedesx
Flowsheet

¥ Edit administration
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Document Overdue Medications
Identify Overdue Medications

A scheduled medication not administered within an hour of the scheduled time is
overdue. A number of tools exist to alert clinicians of overdue medications. From
Patient List, a column on you My List shows an icon for patients with overdue
medications and MAR activity will show a red flag for overdue medications.

My List (1 Patient)

Bed ~ Patient AgelSex Admitting Provider Admit Dx Unack Ord

301F  |Avocado, Mike F o/ Tuggy, Michael L, MD

Fnemaonia

Gy MR
= oe 5
Patiert Summary @ D B an .
Refresh  Repot  WMAR Mote  Legend  ShowAll Admins

Allergies
P Curent Time | | |»|  start Date: [5/9/2012

Intake/Output Scheduled | PRN| Continuous | All| Respiratory | Dialysis | Intraop | PACU | Procedure | AME Intraop
MAR Discontinued: Completed: Future: Motin Use: Read-only:
Immunizations Sort by: iy

Review Overdue Medications

1. Open your patient’s chart.
2. Click the MAR activity.
3. Click the Overdue button. A list of all overdue medications displays.

Overdue Documentation

% overdue Scheduled Administrations =~ .None Code: FUL|
e levofloxacin 800 mg injection PL: None Attnd: TUG
o 0805812 0500

= diphenhydrAMIMNE (aka BEMADRYL) tablet 25-50 my
o 08/08/12 0600

» docusate sodium {aka COLACE) capsule 250 mg m

o 08/09712 0900
a0[)

& hepatin (porcine) (PF) 000 units/0.AmL injection 5,000 Units tin Use: Real

12 in First Hill 9 3

4. Click close after reviewing overdue medications.
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Document an Overdue Medication

You saw that the docusate sodium (Colace) is overdue. The medication was
unavailable at the time it was due.

1. Go to MAR activity.
2. Click on the Overdue button.
3. Locate docusate sodium (Colace).

Overdue Documentation

@ Overdue Scheduled Administrations

o |evofloxacin 500 mg injection
o 08r09r 2 0400

lane Code: FULL
Hone Aftnd: TUGGY

e diphenhydraMIMNE (aka BENADRYL) tablet 25-50 mog
o 08509712 0600

:, o 02509712 0900

¢ docusate sodiom (aka COLACE) capsule 250 mo

Read- heparin fporcihe) l:lDDJ:LII‘ﬂEHt administration For this scheduled time

Use: I8 .

2 in First Hill 9 Sc¢

The blue underline is the hyperlink.

Click the hyperlink

4. The Medication displays.
5. Medication box appears.
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[¢ docusate sodium (aka COLACE) capsule 250 mg o Action: Time:

Comment:
Order Dose: 250 my
Admin Amount: 1 Cap (1 = 250 mg os00_[O] |O'E‘ | -
Cap) Date: Site:
Route: Oral Given [Sele B
Freq: DALY Admin by Surgeon B ‘0,12 L2
Order Start Time: 08/08/12 1315 Self Administered Med N R =
Last 3 Mot 3 Schouled Given by Another (Camment) Click the drop down window
Actions € Chedule Downtime Docurmentation and select "Not Given'

neoe [0ams [0ero oar1 [nanz 23‘;':'2 E‘Hjlfhafgliman
1315|0800 | 0900 | 0800 | 0800 ctot ¥ Ehy
References: Micromedes =]

By selecting 'Not Given' a
Elowshest

Reason window will populate

Dizspensed to Anesthesia
Canceled Entry

Bolus

Push

Rermaved

Irfugion Stopped

Infusion Restarted
Completed

Chemo Dose Check

2 Category Select _[O[xIma @ action: Time: Comment:
[oaon @] |0ra\ | spoke to Jon 4
- Reason: Date: Site: Doe,
/o Title B pharmacist
¥ B
HR too high s - |SJ’BJ’2012 @ | |"o| is aware of
HF too low urgency. -
1% Fluids Infusin
Ived has not arrivec By selecting "Not Given' a
M b eleess Reason window will populate
Order changed
Cther (Enter Camment) Additional comments, if
Earameter; nml rnet necessary
[v docusate sodium (aka COLACE) capsule 250 mq o Action: Time: Dose: Comment:
Order Dose: 250 myg
Adrmin Amount: 1 Cap (1 x 250 mg INDt Given ﬂ [a00 [@] |Ora| | [250 |mg spoke to Jon
Cap) Reason: Date: Site: Doe,
Route: Oral - pharmacist,
Frew DAILY Med has not 4,0] [prai2012 =] [ 2] e avore mE
Order Start Time: 08/08M2 1315 urgency. ;'
Last 3
‘ Actions Hext 3 Scheduled
08i08 |08/09 |08/10 |08/11 (0812
1315 | 0900 |0900 | 0900 | 0300
References: Micromedes
Flawsheet IJ Accept IX Cancel

Upon returning to the MAR, the medication is noted with:

L0 )| Medication Hame  »

1800 | 0000 | 0600 | 1200|1800 | 0000

References: Micromedex

R

docusate sodium {aka COLACE) capsule 250 m 0 Hot Given
Crder Dose: 250 myg (0900} CG
Admin Amount. 1 Cap (1 * 250 mg Cap) [C] denotes J——>»|ic]
Route: Oral
Free: DAILY the comment
Order Start Time: 08/08M12 1315

|Last 3 Actions | Next 3 Scheduled

08/08 |08/09 (080 |08/11 (08112
135 | 0900 (0900 | 0900 | 0300

References: Micromedex
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Send a Message to Pharmacy

Pharmacy messages may be sent through Epic, however these messages are for non-

urgent matters.

Order Star Time: 08/08/12 1300
[ Last3actions | Next 3 Scheduled

08/08 (08/08 |08/08 09/09 0810 0810
1315 | 2100 | 0900 | 2100 | 0900 | 2100

References: Micromedex

levofloxacin 500 my injection

(13
Order Dose: 500 my b categories loaded

L= P

MAR Send Message to Pharmacy . 5] ? | |Resig
3 B o = 2. Message | 3. Indicate reason for F
- a é Patient: Avocado,Mike F
a ears :
Refresh  Report  MAR Mote  Leg pp message
Subject: |docusate sodium (aka ZOLACE) capsule 250 mgw @
1. Message to Pharmacy | Thu 1500 | Stant g |M' - ot \;3| * Routine
o Beason: izsing medication
selected. This is for g ® low
NON-urgent matters. piratory | Dialysis | Intraop Message:
d: Completed: ﬁ) ah@ N (DD * Inzert SmartText E == ‘ % Active:
I
" [ 4. Insert message here
References: Micramedex
R

docusate sodium (aka COLACE) capsule 250 [ ;I

Order Dose: 250 my

Admin Amount: 1.Cap (1 % 250 mg Cap) T o

Route: Oral pack 3] & B2

Freg: DAILY )

Order Start Time: 08/08/12 1315 in the last 12 hours Wiewy Al

‘Las1 3 Actions | Next 3 Scheduled Mo recent messages for this order p

02/08 |08/09 |08/10 (08111 (0812 P category Select O] x|
1315 | 0300 | 0900 |0S00 | 0800
Search: || | b |
References: Micramedex
I R, I | / Title |

heparin (porcine) {PF} 5000 units/0.5mL injection 5,000 Units Change administration times

Order Dose: 5,000 Units \ g medication

Admin Amount 0.5 mL = 5,000 Units Conc: FreOp medication needed

5,000 !Jnrls!l].ﬁ mL b |Replacement med needed

Erzﬁ.edfgﬂcmaneous Responding to your message

Admin Amount; 1000mL = 500 mg Conc: 500

mg/100 mL Accept I

Cancel

Document a PRN Medication

Even though PRN medication do not have scheduled times, there are limitations to how
often they can be administered. Before giving a dose of a PRN medication, you should

verify the time of the last dose.

You can check for an action on the MAR activity and select PRN tab. The last date and

time will display allowing you to calculate when the next dose is appropriate.

A nurse can document giving a PRN medication much like any other administration.
Start by selecting the medication and clicking in the time you are going to administer.
The administration window displays.The dose shows a range. Enter the dose being

given. In the Comment box, type Pain Score 6/10, then Accept.

acetaminophen (aka TY1L ENOL) tablet 325 650 /&,
[t
Cirder Dose: 325-650 mg
Admin Amount: 1-2 Tab {1-2 = 325 mg Tab)
Route: Oral
Freo: Q6H PRM
PRMN Reasons: Pain or Fever
Admin Instruction: Do not exceed the
Tollowing armount of acetaminophen frarm all
Sources in 24 hours:
Under 45kgs - 90mofkoiday
4S5kgs and over - 4 gramsiday

Micromedex is a resouce
Crder Start Time: 08/08/12 1300 used for dosing-

[Last 3 Actions [Mext 3 Scheduled
[ 1 [
F

References: Micromede:s:
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Document a Medication Infusion

1. From the MAR activity, select the Continuous tab.
2. Select a time, 1300 column was the time selected.

Scheduled | PRN| Continuous | Al
Discontinued:

(11134104 Medication Hame

Respiratory | Dialysis | Intraop |PACU| Procedure | AME Intraop

Completed: Future: Motin Lse: Read-onky:
1300

Admission {(Current) from 8/8/2012 in First Hill 9 Southwest

D5-1/2NS {D5-0.45% NaCl) + KCl 20meqgl [V solution 1,000 mL &

Crdered Infusion

Crder Start Time:

Crder Dose: 1,000 mL
Route: Intravenous
Freq: CONTINUOUS

Rate: 100 mLhr

Digpensed Yolume: 1,000 mL

08/08/12 1300

[Last 3 Actions [Next 3 Scheduled

nafog
1315

Il

=

References: Micromedex

R,

3. The Administration window displays.
4. New Bag is the default Action

solution 1,000 mL

Route: Intravenous
Freg: CONTINUQUS

Ird D5-1/2HS (D5-0.45% HaCl) + KCI 20meqd IV

Order Dose: 1,000 mL

Ordered Infusion Rate: 100 mLhr
Dispensed Volume: 1,

000 mL

& Action: Time: Dose: Comment:
EEEE <] |Intraven0us | [1,000 [mL 9] =
Date: Site: Rate:
[zaz012 [H| [ 2] [100 | raLsr
Order Concentration: ;I
1 mUimL

Qrder Start Time: 08/08/12 1300

Last 3
Actions

Next 3 Scheduled

el [

Elowsheet

References: Micromedex

5. Verify the

5 rights.

6. Click Accept.

Doc Flowsheets

Doc Flowsheets Basics

You will use flowsheets to document many aspects of patient care including
assessments and interventions. Flowsheets contain discrete data which can be used for
research, core measure and occurrence reporting as well as other management reports.

Some flowsheets will be available through navigators, while others are only available in
the Doc Flowsheets Activity because of length.

Dot Flowsheets

1. Click the

activity tab.

2. The flowsheet that opens by default is the VS flowsheet.
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3. To access other department specific flowsheets you can click the name of the
flowsheet on the toolbar.

Doc Flowsheets
(=] 2 g e
File Add Row  Add Group Add LDA

7 Resize ¥

wr N ae
[ o = & Activity Toolbar
Graph GotoDate ValuesBy Refresh  Legeng

Blood Transfusion Record RT- ﬂ 3 Crit Care EI

= 5]

sugw Device Data | Details

i

LastFiled

W3 Crit Care | Crit Care Asmnt | WS Acute Care | Assessment| MNursing Care | VO-Draing | Lines/Airways | Restraint

WS Crit Care W |Mode: Expanded [ Columns m Sm 10m 15m 30m 1h 2h 4h 3h 24h Based on: 0700 | Reset Mow
Observation ~ Admission (Current) from §/2/2012 i b st Hil 3 5o
Heat Rate & Rhythm I el
B0t RS 7 1023 | 1258 | 1303 | 1322 1000 ‘
Hermadynarmics 2 ser\riun
servations
Glu.cose Mar?agement Ird Temp J3 001 | &
Anticoagulation I Temp Source iral
Fain Description #1 (. squiation] 0/Other Pressures (
Pain Assessment- G v [EERRE L
Pain Wanagerment ¥ |Heart Rate
Oxygenation I E”‘Ze RT:;: = 98
ardiac m

Pulmonary Exercise Ird 152 Add HR‘;FJhythm -
Respiratory Secretions Blood Pressure
Sedationilnterruption ¥ [gp 165/92
Miscellangous Care M | map 1
Mursing ¢ ¥ 1BP Method
Sman Moves  BP Cuff Location “Left Arm
Mability anll Safety I “GE Add BP/CVP Row(s) i

Hemodynamics J
o) ; Add Readings? I

Zl G lucose Management

Height and Weight M |Lab Glucose 204

Finding Flowsheets Not on the Toolbar

The Flowsheet toolbar row can only hold so many buttons. Sometimes nurses may
need to use flowsheets that do not readily appear on the button bar. There are 2
different ways to find hidden flowsheets. Additional flowsheets may be found by

clicking the ﬂ or the LI , to the right of the flowsheets.

1. Click on the ﬂ button at the end of the Flowsheet row. This will move the hidden
flowsheets into view.
Select any of the Flowsheets that appear. It will open automatically after selecting it.

Click on LI in the Flowsheet window.
Scroll through the list and view the available flowsheets.
The user may also search or scroll through the list and view the available flowsheets.

Select any flowsheet on the list
Click “Accept’.

NS D
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Adding a Column: For Current Assessment

Before documenting in the flowsheets on a patient’s chart, it is crucial that you first add
or insert a column to designate the time the assessment was performed. To enter data
for the current time, use the ‘Add Column’ button.

¥
Add Col

1. Click

2. A new column appears with current date and time. This is the column in which the
user will document data for actions or assessments that they have just performed.

3. Click the ‘Temp’ cell in the time column that we just added and type "99.3F" (must
insert ‘F’; “C’ is optional).

4. Click in the next cell below for the “Temp Source,” then click on LI and select
‘Oral’.

5. Click “Accept’.

6. Your patient has abnormal values for “‘Heart Rate” and ‘BP’. Fill in your own
abnormal values.

Inserting a Column: For Past Assessments

Occasionally, it is necessary to document actions that were performed in the past,
because the nurse could not document directly after performing an assessment.

i
1. Click [ertcol]

In the calendar window, enter the time the assessment was done (e.g., one hour ago)
and then click “Accept’. This inserts a column on the flowsheet for the appropriate time.

2. The nurse can now document in the column with the correct time.
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3 Ways to Enter Flowsheet Data
Selection button (Selection Tool)

If you click in a cell and a Selection button icon displays on the right side of the cell,
this indicates that there is a pre-built list of options to use when documenting in this
particular cell.

1. Click the Temp Source cell. A selection button displays to the right of the cell.
2. Click the selection button.
3. Click Oral to select, your selection will display in the field.

Use Details to Document a Shift Assessment

An alternative method to document in a flowsheet is the Details Window. This function

displays all choices of a cell in a single box and allows you to enter data with minimal
checks.

The Details Window provides the following information:

e The row of the flowsheet that is currently in use.

e The responses available for selection in the current row.
Value descriptions and definitions.
Last filed value information.

1. Click the Heart Rate field
2. Click the Details button on the activity toolbar.

The Details window displays. The Details Window is a fixed window on the right side
of your screen.

Free Text (Typing)

When no selection button is in a field, you must type data into that cell because there
are no options for you to choose. The majority of free text fields are fields where
numerical values are to be entered.

is the selection button, which requires a certain criteria to be selected.

You cannot free text in a field with a selection button . By typing a few letters in
your search area | EEI, matching options may populate the field.
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Enter/Edit Flowsheet Data

If you document in a flowsheet and edit unsaved entries that display in blue font before
clicking file, there will be no tracking of your edit. However, if the information is filed
displaying in black font, an audit trail will track those edits.

Enter Vitals at Current Time

1. Click the Temp cell and type "99.3F".

=

2. Click |t
Return to the Temp cell and delete 99.3F and enter “104.3F” and press Enter.
4. There is now a dark red triangle in the upper right corner of the cell indicating the

40 (1047

®»

cell has been edited.

Add Flowsheet Comments

You can add comments to any cell in a Doc Flowsheet. Comments are a way for you to
further explain a single piece of data or indicate specific information that may not be
listed as a choice in the field. Adding comments is one of the preferred methods for
nurses to document in a chart.

1. While in the “Temp’ cell, click on the .

2. In the Comment box, enter ‘patient complained of chills” then click “Accept.” The
comment icon has changed to indicate a comment was written.

Create Flowsheet Notes

Besides adding a comment for a single piece of data, you can also create an entire note
for either a single piece of data or for multiple entries that merit further explanation.
Flowsheet notes display in the notes Activity as a Progress Note for all other clinicians
to view.

The patient has an elevated temperature of 104.3. You want to indicate that you
contacted Dr. Michael Tuggy.
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1. Click the Temp cell. The data highlights in blue.

2. Right click in the cell and select New Note. The flowsheet Notes window displays.

Ohservation
Obzervations

Ternp

Significant Daka

Temp Source

Meuro/Other Pressures Mew Mote

Heart Rate & Rhythm

File Selected

Heart Fate

3. Click Insert Data. The data that you highlighted will display in the new not.
4. Scroll down under the data table and type a note stating: New onset. Notified Dr.

Michael Tuggy. Orders received.

E Flowsheet Notes

| Inzert Data | [ compact

| 08/02/12 1258 ﬂ
Observation

40.1 =T (1042 °F)
Temp (Fatient complained of

| chills)
Mewy onset. Motified Dr. Michael Tugoy. Orders
received |
=

Q-& Pend | &  Sign | Lx Cancel

5. Click Accept. A yellow icon displays next to the time for that column

T

401 (10...

ma

View Flowsheet Comment
1. Double-click the yellow icon and the note will display [OR]

2. Right click any cell that has the = icon and click View Notes. The note will display.

Start of Shift
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View Flowsheet Legend
To obtain additional information regarding the data entered in the flowsheet, the
Legend is accessible through the Toolbar.

Doc Flowsheets

B % e R TE m® hn &2 . B it B 2 ]
File Add Bow  Add Group  Add LDA Add Col  Insert Col Show Device Data Cetails | LastFiled Graph Goto Date “alues By Refresh Jlegend
Flowsheet Cell Legend
~Cell lcons
| Abnarmal " Edited
= Comment exists Significant

Click the icon to add a comment

Click the icon to edit an existing comment
Click the icon to view the volurme calculations.
[ i@l Click the icon to link a praduct to the line.

[ [ Click the icon to go to a product's administration.

* Datain the cell was saved with a previous flowsheet row definition OR data in the cell was filed with a unit other than the unit
specified in the flowsheet row.

? Data flagged as misfile

Indicate Significant Data

Marking data significant creates a yellow highlight to call attention to the information.

0.1 (104

Significant Data

Mewy Maoke
View Maoktes

1. Right click in the Temp cell.
2. Select Significant Data.
3. Click in any other cell.

File Selected

The entire cell is highlighted in yellow. When reviewing patient reports, data marked
significant displays highlighted in yellow for all users.

Document a Pain Assessment
This flowsheet will be used throughout your shift to document your patient’s pain.

Click the Doc Flowsheets activity.

Click the VS Flowsheet.

Locate Pain Description in the group directory.

Click Details in the activity toolbar.

Add a column to document an assessment for the current time.

G PN
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Restraints

During the rounding process, the provider can manage existing restraints orders by
modifying, re-ordering (expected every 24 hours), or discontinuing orders as
appropriate.

After a certain period of time, restraints orders are built to automatically expire based
on the specific order (adult, pediatric, violent, and non-violent).

Face -to-face evaluations are to be completed by Physicians every 24 hrs. to maintain
restraints.

e Medical restraints are evaluated with 12 hrs. of admission
e Violent restraints are evaluated within 1 hr. of admission

Order Medical Restraints

Your patient is confused and has been pulling at his IV lines since returning from
surgery. You call the physician to recommend the patient be placed under non-violent
restraints for his safety. The physician agrees and asks you to place the orders in Epic.

1. Click Order Entry activity
2. Type ‘restraints in the New order search field. Press Enter.
3. Select ‘Restraints Non-Violent’. Click Accept.

The Summary Sentence displays:

4. Click the Summary Sentence. The Order Composer displays.

Start of Shift 63




Order Modes

Nursing and Pharmacy will utilize the following Order Modes to place orders:

Order Definition Physician Example
Mode Cosign
Required
VORB / Order(s) is being Yes Entering an order for a
TORB placed as a result of medication given as a result of a
a verbal or VORB during a procedure,
telephone order orders taken as a result of a
from an LIP phone discussion related to a
change in the patient’s
condition.
Emergency HUCs who enter Yes Code Blue
non-medication
orders during a true
emergency
Standard Order is within your No Specialty beds or other
scope of practice equipment the patient might
and it will not need
generate a message
for a co-signature
for the physician.
Per Order is being No Ordering SCDs after the “DVT
Guideline placed as a result of Protocol” order has been paced

an LIP ordering a
protocol.

or ordering an IV restart once
the IV has been ordered. MRSA
test of patients in the ICU,
orders from the normal hospital
newborn orderset.

Lab Orders

Specimen Collection Workflow: Lab Collect vs. Unit Collect

The system recognizes whether the nurses on your unit collect specimens or not. If you

are a Unit Collect, once the order is entered into Epic, a task will display on the Active

Orders report with hyperlink. If not, the requisition will print in the Lab or Blood Bank

for collection.

The default order class can be changed by the nurse for all lab orders in the Order

Revision activity.
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1. Go to the Patient Summary Activity.
2. Locate Lab Orders.

3. Locate Urinalysis with Culture if Indicated.

Lab Orders
Lah Active Orders I i C
* Mlone **
Lah Active Orders Expand
Start Orelered
0807120700 [ CBC &M DRAW 0700, Routine 030612 1311
0807420000 [ URINALYSIS WITH CULTURE IF INDICATED CHCE, Routine ICﬂHect I 0806121311
4. Click Collect. 1\

5. Collect initiates lab slip needed to submit the specimen.
6. Retrieve the lab slip and take it with you to the room to collect the specimen.

Reprint Lab Labels

1. Go to Patient Summary activity.
2. Click Index Report

3. Locate Orders.

4. Click Requisition Reprint

Orders

Active Orders _ CancelDUCiCompleted Orders
HeldUnzigned Orders REQUISITION REPRINT Crder Histn

Oroder Histary Past 12 Hours Requizition Reprint
Active Orders by Order Set

Pathology and Cytology Orders

Pathology & Cytology orders are entered into Epic.

Pathology and Cytology orders will appear on the Active Orders report as a task to be
completed, if on a Unit Collect. The nurse will print the requisition, which accompanies
the specimen to the lab, the labels, and document the collection.

Results for both Cytology and Pathology will appear in Results Review under the
Pathology/Cytology/Histology section.

Specimen Source Documentation

In some instances a Physician may place an order using VORB/TORB indicating the
specimen source in the Order Composer. When this happens and the lab order is unit
collect, you will be required to indicate the specimen source when printing.
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Assign the Authorizing Provider

1. Click Sign Orders. The Providers window displays.

Place orders

B & % 9w B & & & =
PrefList Interactions Settings  Providers Reports Pend Orders  Sign & Hald

o
Sign Orders

B=

Crder Set

2. Verify the Order Mode is Standard, Per Guideline, Emergency or VORB/TORB.

. 2
1# Providers

™ Filter providers by treatment te

Ordering provider.

Authotizing Providers
For procedures: ‘ [*] |p|
For medications: ‘ |.p|
- Cosigners
For procedures: ‘ |
For medications: ‘ |
Accept Cancel |

3. Type ‘'Tuggy, Michael” in the Ordering Provider field. Dr. Tuggy’s name will auto

4.

populate the remaining Authorizing Providers fields.
Click Accept.

Add-on Lab Orders

Dr. Michael Tuggy wants to place an additional lab order for a Serum Magnesium.

Ll e

Type “mag” in the New Order field, and press Enter.

Select Serum Magnesium and click Accept.

Click the Summary Sentence. The Order Composer displays.
Click the selection button in the Priority field and select Add-On.
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Assign the Authorizing Provider

1. Click Sign Orders.

2. Verify that the Order Mode is VORB/TORB.

3. Type “Tuggy, Michael” in the Ordering Provider field.
4. Click Accept.

Enter Multiple Orders

You can enter multiple orders and sign them all at once. After searching for the first
order, click Select & Stay in the Preference List Search window. It will create a
shopping cart of orders in the Selected Orders pane, to the right. Once you have
completed entering all orders, click Accept. You can then set parameters for each order
selected. When all orders are as the physician has requested on the telephone, sign all
the orders as you would for a single order.

| | Search Browese (F4) FS) Eacilty List (F&) Databaze Lookup (F7)

V| Ordlet Panels

ST (GOT), SERUNM) DCCUTenGes Routine Lab Blood ORD-MASTER PI

_ |0 x

Clear Selected

Procedures
SGOT (AST (GOT), SERUM)

(&) Has Inline defaults

1 loaded. Mo maore fo load. Select & Stay

Accept Cancel
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Blood Transfusion

Blood Transfusion Order

The patient’s hemoglobin is low. You call Dr. Tuggy and he has given you a telephone
order for 1 unit of packs of RBCs. You work on a unit collect floor. After calling the lab,
you determine the specimen drawn earlier is insufficient for further testing.

There are two orders placed when ordering a transfusion. Type and Crossmatch (blood
bank lab order) and Transfuse order (nursing order). Both orders will display on the
Index and Active Orders reports to be acknowledged.

If a Transfuse RBC order is placed and a Crossmatch is needed, an alert will appear that
allows the Crosmatch to be ordered. Both Type and Screen and Crossmatch are
prerequisites for Transfusion.

1. Click Order Entry

‘ 5 )V Place orders
5] 4 K 2 [ " A ok [~ v B

Pref List Settings N Providers  Reporis Fended Orders Order Set

Patient Summary

Allergies

new order. || [search |

Doe Flawsnscts Order mode: |VOREJ’TORB (Co-sign requirec »]  mew order defaults Mot using defaults
IntakeOutput

MAR

Immunizations:

Plan of Care

Patient Education

Motes

Order Entry

2. Click Order Sets and type ‘Gen Blood Comp’

Order Set

& Order Sets
| Gen Blood Compl | Add | 2 Advanced

[¥ Blood Components and Transfusion Orders - Adult
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3. Type ‘Gen Blood Comp’

@V Place orders

Patiert Summary @ Q‘ ﬁ - &R l @ ‘.ﬁ ﬁ E J %
Pref List Settings Providers  Reports Pended Orders Order Set
Allergies
Mew order: ||

| 5earch |
Order mode: | YORBTORE (Co-sign requirecj Mew arder defaults Mot using defaults

Do Flovesheets

IntakedOutput
MAR
Immunizations
Flan of Care
Patiert Education
hotes

Order Entry

4. Make sure the check mark is on Blood Components and Transfusion Orders - Adult
and click Open Order Sets.

[ Order Sets $ &
[ Add | |9 Advanced [ 1. Make sure box is selected I
0d Components and Transfusion Orders - Adult el
< Buggestians [ 2. Click Open Order Sets l
™ ED Pneumnonia Treatment el [~ ED RN GUIDELINE: GHEST PAIN S0B [l
I~ ED Respiratory Infections Treatrment 5‘1
Right click on an Crder Setto add to favorites. I@ Open Order Sets lx Clear Selection J|#% Bemove Open_
|kl Restore  Jof Close F9 |

4 Previous F7 | 4L Mewt F8

5. Order set opens and physician will provide specifics for order.

Order Set ? [ Close
[ Orders 4 1L

Select/Release Sign and Held Orders | Select Pended Orders s New Order || Clear All Orders | | hlext

é Pharmacy | R, BARTELL DRUGS #10 - SEATTLE, ¥4 - 1101 MADISON STREET [Patient Preferred] & 206-340-1171
| Routing | Dx Assaciation || Edit Mulfiple |
Order mode: [WORE/TORE (Co-gign required) v | Providers
Order Sets
> Manage User Order Sets
<~ Blood Components and Transfusion Orders - Adult
Last revised 03/26/11
“ Red Blood Cells - Blood Product Only
Any of the orders can be changed to suit ordering need.

| Pend Orders | | Sign & Haold | Sign Orders |

Add Order

Order Processing Options

« Routine crossmatch: requires 4-6 hrs

+ Emergency crossmatch: complete crossmatch; 1-2 hrs
« Release uncrossmatch; Type specific units; 60-30 min,
o Uncrossmatched O negative:  from hospital bank; 10-15 min
+ OB Hemorthage pack: 25 min (1st product delivered)

BLOOD AND BLOOD COMPONENT ADMINIETRATION: ADULT Clinical Palicy and Procedure
= 1 unit, Routine crossmatch.
M RED BLOOD CELLS
< 2 units, Routine crossmatch.
" RED BLOOD CELLS
= 1 unit, Emergency crossmatch.
M RED BLOOD CELLS
< 2 units, Emergency crossmatch.
" RED BLOOD CELLS
= 2 units uncrossmatched, O negative.

- Please remember to call the Lab when placing this order - Cherry Hill: 22650 - First Hill: 52212 - Ballard: 16380 - Issaguah: 30550
[ RED BLOOD CELLS

< Autologous - Red Blood Cells

= Autologous 1 unit, Routine crossmatch.
[T AUTOLOGOUS BLOOD

= Autologous 2 units, Routine crossmatch.
[T AUTOLOGOUS BLOOD

<> Red Blood Cell - Transfusion Orders
--> Please be sure to mark indications for transfusion within order.
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LDAs

Document an IV Line Insertion

You have just placed a 20 gauge IV in the right forearm of your patient on the first
attempt.

Click the Doc Flowsheets activity.

Click the Lines/ Airways Flowsheet.

Add a column to document an assessment for the current time.
In the Activity Toolbar, click Add LDA selection button icon.

Ll

Doc Flowsheets

= e ~ ~E g m* i - E

File Add Rowy Add Group §Add LDA Add Col  Insert Col Show Device Data i Details

i

Last Filed

5. Type Peripheral IV. The Properties window displays. Highlight and Accept.

Select LDAs

Peripheral IV |,D|

Selected LDAS

Display Marme Record Name
2336 Feripheral Line - Adult LDA ADULT PERIPHERAL IV G
B 2939 Peripheral Line - Peds/MNeonate LDA PEDS PERIPHERAL IV G

2 records total, all records loaded.

Accept I Cancel

Walue Comment Titne Recd User Taken User Recd

Start of Shift 70




6. Fill out information accordingly and Accept.

Lines, Drains, Airways, Tubes, and Wounds Properties
Select LDAs Pick an Existing Peripheral Line - Adult
‘p‘ Placemert Date |Pla:ement Time ‘anat\nn Size |Descriptinn Anesthetic ‘Attempts |l
 Mewy
Selected LDAS
Peripheral Line - Adult
| 2
Define Properties
l Peripheral Line - Adult ]
Placement Date: | = @ =
Placement Time: @
Right | Left |[Hand | wrist || Forearm | Bl
Upper Arm || Antecubital || Foot |
Location: Ankle H Scalp ‘
EJ=External Jugular |
other (Comment)
14ga || 16ga || 18ga H 20ga || 21ga H 22ga | @
Size: ga || I |17 ] 1oz 2]
RIC 7F 2 Cther (Commenty |
Firrcvintine: [Cwvtinnad T Konow innad || rhar (Cammand t |l ;UI
alue Comment Time Recd User Taken User Recd Show L‘
Aucit
B
Add Mew | Edit |
Next | Accept & Stay | Accept | Close |

When you accept the LDA properties, a Peripheral IV Group is added to the
Lines/ Airways flowsheet. Next you will document your site assessment using the rows
in the new Peripheral IV group.

Document the Assessment

Based on what you have just learned about flowsheets, document the assessment
finding for the line you just started.

1. Add a column to document an assessment for the current time.

2. Place your cursor in the Site Assessment row in the new column.
3. Click Details.

Use the following information to complete the site assessment:

Field Data

Drsg Status CD&I

Site Condition WDL

Securing Device | Taped

Status Patent

Interventions Elevated
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Discontinue an Active Line

If the flowsheet indicates a LDA that is not currently present upon your assessment of

the patient, it is the responsibility of the Nurse on duty to discontinue the line and

update the flowsheet accordingly. The Nurse can do this even if they were the not the

clinician who discontinued the LDA.

Lines are not automatically discontinued at the time of discharge. If a nurse does not

document the removal of the line at discharge, it will show as active in Patient
Summary reports the next time the patient is admitted to the hospital.

Peripheral Line - Adul... ¥

Double Click
"Placement”

ﬂsessment Mursing Care | 110-Draing | LinesiAirways | Restraint

Linesfairways v |mode: Expanded [

Blood Transfusion

& im sm 10m 15m 30m

1300 | 1400

ment Date/Time: )

Drsg Type

Drsy Status
Site Condition
Securing Device
Status
Interventions

{NE]

Patent
Elevated

Lines, Drains, Airways, Tubes, and Wounds Properties

Peripheral Line - Adult 08/07/12 1351 Right:Wrist 18ga

| Property

Walue

Placement Date
Placement Time

Location

Size
Description
Anesthetic
Atternpts
Remaoval Date
Rermoval Time

Select "Edit"

vz
1351
Rightarist

18ga

“alug Comment Time Recd User Taken User Recd Shiow
Right; Wrist 050712 1351 Carrie Garlic, RN CG Auciit
-

Accept | Close |
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Lines, Drains, Airways, Tubes, and Wounds Properties

Peripheral Line - Adult 08/07/12 1351 Right;Wrist 18ga

[
[=___[O] @

Flacement Date:

Flacement Tirme:

Remaoval Date:

[l

Indicate removal date & time; |
t=today; n=now

Remaoval Time:

Location: | Left Hand| | Farearm || Upper Arm || Antecubital | @
’W”—Ankle Scalp—”—EJ:External.Jugular || Other (Comment) |
- 14ga |[ 160a |[EEREN| 200a || 210a || 220a || 245a || 3 |17 ][ 112 |[2'] &l
RICTF 2 || other (Commenty |
Description: | Winged || Mon-winged || Other (Comment) | &
Anesthetic: | Buffered Lidocaine 1% || Lidocaine 1% || MNone || Other (Comment) | &
¥l || ¥2 || ®¥3 || ¥4 || s} || i} || Unzuccessful attermnpt | @
Afternpts: 2nd Inserter called | witrasound guided
[Cither (Comrnent |

If date & time of removal is
unknown, use current date & time.
Include ‘comment’ here (i.e. LDA
not removed in Epic but removed
previously from patient).

El

Walue Comment
BiTi2012

Time Recd
080712 1351

User Taken User Recd Showy
Carrie Garlic, RH CG Auchit

y
8

Upon completion,

-

B

click "Accept”

Accept

Edit |

1/O - Drains

Intake and output values are documented on their own Doc Flowsheet, utilizing the

flowsheet functionality. When a drain or catheter is added to the I/O - Drains
Flowsheet, rows are automatically added to allow for documentation of the drain.

Doc Flowsheets

8 i € € o
FEile Add Row  Add Group  AddLDA  Casca

Oral Intake
Diet Intake

Piggyback/Other

D5 12 NS wiKC| 20mEq Volume:
1V Fluids - Misc

WMise IV Fluid

Miscellaneaus V' Fluid

Other Intake

Cther Intake

Additional Urine Rows?

“Voided Amount
» Calar Vellow.
Appearance Clear
Unmeasurable Output

OR Intake & Output
Show hore Rows?
OR Crystalloid

OR Red Bload Cells

OR Urine Output
OR Estimated Blood Loss

S Crit Care | Crit Gare Asmnt | Mursing Gare | /O-Drains | | ingsémirways | Restraint | Blood Transfusion Record | RT - ADULT | Triage Start

Graph Goto Date “all

m h = &

AddCol InsertCol Show Device Data | Details

mif

LastFiled

de

& im 5m 10m 15m 30m ih Zh 4n Sh 2éh Saced on 070D | Reset Now
n {Current) from 7/31:2012

1900 ‘ os00 | 1100

200 280
Ate 33%  Afe 50%
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Document I/O

It is the end of the shift, you are collecting your final I/O for the shift. Your patient has
600 ml or oral intake throughout the shift today. In addition, there is a 500 ml of clear,
yellow urine in the Foley bag. Document these end of shift totals.

1. Open the patient’s chart.
2. Click on “Doc Flowsheets” activity
3. Select the ‘I/O-Drain’ flowsheet

mn
Click ["sent8l] The Date/Time Entry window appears.
In the Time field, enter 1000 to reflect this occurrence.
In Oral Intake row, enter 600

Under Urine, enter 500 for the Voided Amount

Enter the color and appearance.

PN

Document Tubes and Drains

Documenting the insertion of tubes and drains is done in the I/O - Drains flowsheet.
Enter the properties and then complete an assessment. Output from tubes and drains is
documented on the I/O - Drains, as well as ongoing assessments (site conditions,
status, etc.) and removal documentation.

Document NG Tube Properties

Once a NG Tube has been added in the I/O - Drains, NG Tube volumes and residual
rows display and can be recorded on the I/O - Drains flowsheet.

Use the following information to complete the nutrition assessment:

Field Data
Type of Feeding Tube NG Tube
Taped at (cm) 30
Interventions Flushed
Suction N/A
Residual 10 ml
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Skin/Wound/PU Flowsheet

Skin, wound, and pressure ulcers are documented in the flowsheet. Like
LDAs, you will first document the properties and then complete an assessment.

Document a Pressure Ulcer

Doc Flowsheets

=] ci ~E ~E bE m¥
Eile Add Row  Add Group §add LDA Add Cal

1. Select

2. Type ‘Pressure’ and Enter, select highlighted ‘Pressure Ulcer” and click Accept.

Lines, Drains, Airways, Tubes, and Wounds Proper!

[Selectinas

‘Preasure ‘}J|

Selected LDAS

O Line/Drain/ Airway Name Select

Search ‘ }3_|
5

Display Mame Record Mame

Pressure Ulcer WOUND - PR RE ULCER LOA G
B 16650 Skin Lesion / Mon-Pressure Ulcer  WOLIND - SKIN LESION / NOM-PRESSURE ULCER LDA G

2 records total. all records loaded.

I Accept I Cancel

3. Add New

SeieciLoAs [Fick an Evisting Prassure Uicer
o | |cememone oncassot e Joverston _JLocsten _|rancvaioma _|renaen rine
Define Properties
Pressure Ulcer
Erope valve
Placemeni Time. 1448
Onentation Rignt
Loeation Antesubitl
Remoral Date
Removal Tima
vaus  Conment  TeaRecd User Taken User R =
v a2 146 Carte Garks, R0 G
[ Eat
Newt accopragor | peot | gose |
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4. Fill out ‘Properties” and Accept.

Lines, Drains, Airways, Tubes, and Wounds Properties B
Select LDAs Pick an Existing Pressure Ulcer

_ Flacement Date | Placement Tine | Criertation | Location | Removal Date |Removal Time
[CHGE 1445 Right Artecubital

Selected LDAs

Pressure Ulcer

Define Properties

Pressure Ulcer

Placement Date: || = @ =
Placement Time o1

Right || Left |[mid [ Anteror || Lateral | &

Posterior || Inner | Outer || Upper |

Fill out
Properties

Qrientatian
Lower || Quadrant || Distal || Proximal | |

Other (Comment)
Abdomen || Ankle || Antecubital  |[arm | &
milla || Back || Breast | Buttocks |
calf || Cheek || Chest || chin || Cocop |
Ear || Etow | Eve || Face |
Eincer (Commen faubichaney ] =

Value Comment Time Recd User Taken User Recd Show B
Audit

Accept 1 =
Add Hew Edit

Nei | Acceotsgtay Becent close |

The Pressure Ulcer group will display with the properties identifying the date, location,
orientation, and location.

5. Chart the pressure ulcer assessment.

Doc Flowsheets

B | 3 % % W | o % ® | oW | B =
File Add Row  Add Group  Add LDA Cascade Add Col  Insert Caol Show Device Data Cietails | LastFiled Graph Goto Date

ﬂSAcuteCare Azsesement | Mursing Care | O-Draing | Linesifirways | Restraint | Blood Transfusion Record | RT - ADULT | POCT - M:

Azzessment Mode:  Expanded [ E']m am 10m 15m o 30

Meuro Admission (Current)...

13

0|

Extremity Senson...

FPeripheral Vascular 0
HEEMT

Cardiac

Pressure Ulcer 08/07/12 1456 Right Elhow
Properties Placement Date/Time: 08/07/12 1456 Orientation: Right Location: Elbow
Ulcer Size (Approximate){cm) | [

Staging (done by CYWOMN Only)

Site Assessment

Fespiratory
Additional Respira...

Respiratory Secret... Drainage Character

Gl Ulcer Covering
Mutrition Dressing Status
Gl Interventions

U B B B N R BV B |

Dressing Change

Your patient has a pressure ulcer with a small amount of serosanguineous drainage
on his right elbow that was present on admission. You need to document the initial
assessment. It is currently covered with a gauze dressing.
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Notes

The Notes activity stores all notes related to the current encounter only. The activity is
divided into tabs to help find a specific note type quickly. RNs will use the Notes
activity to document patient information. Notes entered in the Notes Activity are a
permanent part of the patient’s record.

RN’s have the ability to enter a progress note to document.

Notes

. _ ae Activity
@ B X v % B m - @ @4 B B 2 m & € o

New MNote Addendum Copy Filter  LoadAll Shewe by Motes Time Matk  Route  Refresh  Legend  Search  Bookmark  Print

All Notes |HaP| Consults | Procedures Progress Notes | Periop Motes | D/C & Other | ED Notes | Letter | Incomplete Category Tabs

4 of 4 notes displayed. All loaded.
Author Name Authar Type Status Type MNote Time ™ File Time g
Benson Angelhair, LICSW Fiespiratory Care Practitione ¢ Signed Progress MNotes 08/03/2012 1340 08/03/2012 1342
Carie Blues, RN Fegistered Nurse & Signed Progress Motes 08/03/2012 1234 08/03/2012 1238

lan C Doten, MD Fhysician & Signed ED Provider Notes 08/02/2012 1312
th Feqg urse Signed ) [ 2012 B

Julia & Smith, RN Registered Hurse Signed ED Notes 08/0242012 1256

Pt cfo sob onset 1 week ago, wiorsening in the past couple of days. Productive cough, green sputum. Increasing fatigue, states, "hot and cold". Denies chest
pain, coughing up blood, nausea, vomiting, or abdominal pain. i Note Display Pane

Document a Note
Document that the discharge information was faxed to the home health company.

1. You should still be in your Patients chart.

Notes

2. Select in the activity list and the Notes activity opens.

=
. Mew Mote . . .
3. Click the Note window opens to with current date and time.

4. Type of Note: Progress Note

E avocado,Mike F - New Note by GARLIC, =101 x|
ol ! ! - Progress
T o B ProIe
™ Cosign Required B0 Boakmark
% | B o0 gD P [reetsmonrent (BB [ £ B
O Category Select o [=] E3 o
Search ’E ‘ ’O_I
/. Title [ Mumber
Frocedures 3

2 categories loaded

ﬂ I Accept I Cancel | _’l_l
W Pend o  Sign ®  Cancel

5. Click Accept.
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Document your note.

[ Arocodopice P tew ote by Gamiic,came TP
Type: ‘Prugress Motes ‘ﬁ| Date: |84"7f2012 ‘EI| Time: ‘1516 |ij||
™ Cosign Required 0 Bookmark

% B2 [reisnted @B @ ARES

Discharge information was faxed to the home health company today @ 13:30, -

Clicking 'Sign’ is
equivalent to your
signature

o

Wi Pend fs§  Share qu Sign IX Cancel

6. Sign your note

View Existing Notes

When you select an entry in the upper pane, the note will display for your review in the
lower pane.
1. Click Notes activity.

2. Select a note written by a registered nurse. The note displays in the lower pane for
your review.

All Motes | Hap | Consults | Procedures | Progress Motes | Periop Motes | D/C & Other | ED Notes | Letter | Incomplete
2 of 2 notes displayed. All loaded.

Author Name Author Twpe Status Type Mate Time ™ File Time
lan C Doten, MD Physician @} Signed ED Prowider pa/o1/2002 132 08/01/2012 1314
Julia A Smith, BN Registered Mursi @ Signed ED Motes 08/01/2012 1256 08/01/2012 1257

Julia A Smith, RN Registered Signed ED Notes

08/01/2012 1256
Murse

Ptwif cfo sob onset 1 week ago, worsening in the past couple of days. Productive cough, green sputum. Increasing fatigue,
states, "hot and cold”. Denies chest pain, coughing up blood, nausea, womiting, or abdominal pain.
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3. Select a note written by a physician. The note displays in the lower pane for your
review.

Note Category Tabs

You can sort notes by category. The default category is All Notes. When you want to
view a different type of note, click the corresponding category tab and only those types
of notes display.

Addend a Note

You can create an addendum for any note that has been saved. The addendum will
become the new note of record. However, the original note will be linked to the
addendum and remain a permanent part of the patient record.

You accepted the occurrence note but became aware there was an additional witness.
You need to add Olive Oil, RN to the list of witnesses in the note.

1. Select the note you just wrote.

2. Click Addendum.

Hotes

| X v

Copy Delete

Mew Mate § Addendum

The original note will display in the top pane and remains a permanent part of the
patient record. The same note displays in the lower pane but it is editable.
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Notes

& S| X v 3 O = @ ) &

as £ oa C
New Mote  Addendum Copy Delete Filter LoadAll Show by Botes My Lastkote Time Mark  Route Eefresh  Legend Search  Bookmark  Print
All Motes |H&P| Consults | Procedures | Progress Noles | Periop Motes | D/C & Other | ED Mates | Letter | Incomplete
1 of 1 note displayed. All loaded.
Authar Name Author Type Twpe MNote Time ™ File Ti

Kl
Carrie Garlic, RN Registered Nurse Addendum FPrograss Notes 08i07/2012
Discharge information was faxed to the home health company today @ 13:30.
Spoke to Balsamic Vinegar at home health company and he states that their fax is not working
[* Revision Histony...
The new note is linked to the original note using the Revision History.
Delete a Note
1. Highlight note to be deleted.
2. Select ‘Delete’” button on the Toolbar.
Notes ? | |Resize
s ] X ' # | = @ & & ] £ 2s} =]
Mew Mote Addendurmn  Copy Delete Filter LoadAll Show My Motes My LastMote Time Mark  Route  Refresh

Legend  Search  Bookmark  Print
All Notes | HEP| Consults | Procedures | Progress Notes

Petiop Motes | D/C & Other | ED Mates || Letter
1 of 1 note displayed. All loaded.

Incomplete

Author Name Author Typ Status Type Mote Time ™ File Tirne
Carrie Garlic, BN Gl d MNurse Addendum 0 21516

Admission (Currenty from 8672012 in First Hill 8 Southwest

3. Box appears requiring reason for deletion.
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Arriving a Patient

The Transfer navigator streamlines the review and documentation for a patient being
sent out of a unit and a patient arriving to a unit. It is a single navigator with two
templates: one for transfer out and the other for arrival in. Both the sending and
receiving nurse will use the same navigator, but will complete their documentation on
the appropriate template. Once you select the activity, the Transfer template displays by
default. If you are the receiving nurse completing the patient’s arrival, you need to click

the Arrival template.
Avocado,Mike F 68y.0., M, 11161943 HEt180cm (5" 10874  BMI30.8.. Allergies 150 None Code: FULL
1001456140 Bed: 901P W 99.8 kg (220 0.3 .. BSA 22.. Penicilling COL: Hone Aitnd: TUGGY, MICHAEL L [101140]
w & | Transfer

Patiert Summary Transter [* Nurse Snapshot...

) Murse Snapshot [» Active Orders Rpt...
Alergies Active Orders Rpt
Doc Flowwsheets Plan of Care B! plan of care

Go to Plan of Care
IntakeiOutput Prugre?s Motes
Belongings &’ Progress Notes i

AR + Create Mote || B Go to Motes j Refresh
Immunizations My Progress Notes (last 24 hours)
Plan of Care Author Service Author Type Cosign Status File Time Note Time

Carrie Blues, RN Registered Nurse Signed 08032012 1238 08/03/2012 123

Patiert Education
Motes

Oroder Entry
Qrder Revision

Results Review

Mesications Carrie Blues, RN Registered Nurse Signed OBI0H201Z 12,
&7 Addend || 3¢ Delete [0 Bookmark
Histary T T o
| 08/02/12 1258
Synopsis Observation
Termp 01 °C (1042 °F)
Demographics (Patient complained of
Chart Review chills)

Mews onset. Motified Or. Michael Tuggy. Orders received
Phrys Billing Info

RM Admission
RH Transfer
& Belongi §
RH &rtival Mew Reading | Go to Doc Flowsheets
FiM Diseharge Mo data found
Short Stay

Primary Focus

1. Plan of Care
a. This should be reviewed prior to transfer
b. Updated as needed
2. Progress Notes
a. A note should be documented to explain the reason for transfer
b. Enter as a Progress note.
3. Belongings
a. Verify belongings
b. Make sure belongings are transferred with patient.

The Transfer activity allows these navigators to be easily accessible during a transfer.
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RN Arrival Navigator

Prior to the transfer of a patient to a new unit, the physician places the transfer order.

Tthe physician then “signs and holds” the transfer order.

1. Go to RN Arrival Navigator.
2. On the right portion of the screen, under Orders, click the hyperlink:

{ Click HERE to launch Order Release Navigator }

3. Review the Reconciled Transfer order that were signed and held by the physician.

@ typerspace - | 2 SOUTH - Playground =] E3
5 - Qyreme (Dchadue E3n Baskss £3Chan Ay Er tor 47 Topheas Canl T Triage Call 3 Hospan Cran 508 BpiogOut -
N B B R A 5 bBstam x -
Bus 1 days, F, 08122012 10 Nene BV Nooe  Alergies 120 Nene e HAL ey
e 2808 Wt~ A Neow NoKnown ASerges 0 Nooe Aans SWEENEY, TERRENCE S .7
wv Reloase Current Ouders 7 Resae &
-
SMC Standard =] ¥ t Sl oMes beseden (8132012 [ 9] Retresh
Dermogy srec s =
Mo atons Signed & Held Orders
Aot gy
- Unreconciled Transfer Orders “os o co v ov v
Oegher Lriry
wdor Raview Reconciled Transfer Orders
Lot revered by Michaet L Tuggy, MO on $4342 1447
Orcter Revigion % 90 10 MD transfes Arvgatr
hoymeimmasins [~ CARDNO RESPIATORY MONTOR ( v (A
[T Gextrose 10% IV sobation 748 ml. v B
B Pt [~ TURL COOE/FURL RESUSCITATION v -
Plen of Care ™ MEASING TEST, NEWSORN m®
Tiscrarge Vter [ EANT FELOMG, v B
Fast Note [~ BANT PROTOCOL " r
CHANGES - T
™ WTAKE ANO OUTPUT « v B
1
o ™ OFC AND LEWGTH m
NO Travaser Order " langih on 80 ’ "
oy 1™ OpMmckogy consun - PROVIER 10 PROVEXR CONSILT ' "o |2
" > -
Beloase Cutte = v =
Cuse
More Achvibes o
CARRIE M (=] 240 PM

4. Scroll down and click ‘Select all reconciled transfer orders’

| Select All Reconciled Transfer Orders | | . Release |

5. Click Release.
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vncmd://SMC_IP_ORDREC_ARRIVAL_LAUNCHER_%25V_%25V951267050/?key=SMC_IP_ORDREC_ARRIVAL_RELEASE_ORDERS

6. Go to Patient Summary, Index Report [or] Active Order Report.

Mew Orders

Start
0813121500

08/2212 0400

091112 0400

0812121430

0812121430

0812121430

0812121430

Orders to Acknowledge

Acknowledge All

TRAHNSFER PATIENT Start: 08/13M2 1500, Enct: 081312 0000, -, Routine

Question Answer Comment:
Bed Reason Change In Level Of Care
Transfer Date 8132012

‘WA STATE HEWBORH METABOLIC SCREEH Start: 08/2212 0400, Enct: 08/2212 0000, PKU
DAY10, Routine, Status: Canceled

Comments: Repeat Washington State Metabolic Screen on Day of Life 10 or prior to discharge,
whichever comes first.

‘WA STATE HEWBORN METABOLIC SCREEH Start: 09/11/M2 0400, Enci: 0911412 0000, PKU
DAY30 , Routine, Status: Canceled

Comments: Third Metabolic Screen on all infants hospitalized longer than 21 days. Draw on
Day of Life 30 or prior to discharge, whichever comes first. Please document time/date all
draws sert.

Ophthalmology consult - PROVIDER TO PROVIDER CONSULT Start: 081212 1430, Encl:
08/1212 0000, ONE TIME, Routine

Comments: Per ROP protocol for babies 30 weeks gestation or less, or less than 1500 grams
at hirth.

Provider: (Mot yet assigned)

GQuestion: Has consulting provider confirmed receipt of this request? Answer: No

HEARING TEST, HEWBORH Start: 081212 1430, Enct: 0812112 0000, ONE TIME, Routine
Comments: Please contact Pediatrix Medical Group to perform before discharge if less than 33
weeks gestational age at birth. To be seen within two weeks if medically stable.

PEDIATRIC THERAPY SERVICES CONSULT Start: 081212 1430, Enct: 08112412 0000, ONE
TIME, Routine

Guestion: Select pedistric therapy service to be peformed. Answer: EVALUATE AND TREAT
INFANT FEEDING, Start: 081212 1430, End: 081212 1430, UNTIL DISCONTINUED, Routine

Ordering Provider

Michael L Tuggy, MD Acknowledge Ne|
Terrence J Acknowledge Ne
Sweeney, MD
Terrence J Acknowledge Ne
Sweeney, MD
Terrence J Acknowledge Ne|
Sweeney, MD
Terrence J Acknowledge Ne|
Sweeney, MD
Terrence J Acknowledge Ne|
Sweeney, MD

Terrence J Acknowledge Ne
Sweeney, MD

7. Acknowledge Transfer orders.
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Admitting a Patient

Admission Navigator

The Admission Navigator streamlines the review and documentation for an admission.

Whether the patient is admitted from the ED or a Direct Admit, you only use this

navigator once during the entire hospital stay.

Access the Admission Navigator

1. Open your patient’s chart.

2. Click the RN Admission activity. The Admission Navigator displays.

Av
10|

Patient Summary
Allerges

Dac Flowsheets
Intakefutput
MAR
Immunizations:
Plan of Care
Patient Education
Mates

Ordler Entry
Order Revision
Results Review
Medications
Histary
Synopsis
Demographics
Chart Review:
Phys Biling Info
RH Admisgion
Rk Transfer

RN Arrival

RM Dischargs

Short Stay

68y.0,, M, 11/15/1943 Hi180em (5'10.87") Bl 30.8... Alleries I1S0: Mone Code: FULL
Bed: 901P WiE99.8 ky (22010 0.3 .. BEA 22, Peniciling COL:None Attnich TUGGY, MICHAEL L [101140]
? | Close
Amizsion [* ED Encounter Summary...
ED Encounter Sum... @’r‘ i clickio open
Belongings Mew Reading | Go to Doc Flowshests
Allergies
Bt's Home Meds Mo data found.
Disclaimer [ Mllergies clickto npen
Verify Rx Database Reaction Gemerity Type Moted walid Until Updated
Reconcile Dispens... Mlergi
Pharm Preference _:mmrs, — Rash TN
Immunization H [Z Penicillins sl Past Updates...
History || of Markas Reviewed & Last Reviewed by Julia A Smith, RN on 8142012 at1:01 PM
Admit Screens
Active LDAs [ Home Medicati click o apen
Plan of Care Activa? Last Dose Infarmant Start Date End Date Provider
Patient Education ﬁ; diltiazem (AKA CARDIZEM) 240 myg Oral SR 24Hr Cap 452652010 0372212 0372213 Michael L
Tuggy, MD
CY A Sdmit Only Take 1 Cap by mouth every day.
Swallow Sereen 89 famotidine (PEPCID) 20 mg Oral Tab + 47262010 - - Historical
NIH Stroke Scale _ Provider
Take by mouth twice a day.
& levothyroxine (AKA SYNTHROID) 100 mcy Oral Tab Y4 472672010 0110812 0107113 Michael L
Tuggy, MD
Take 1 Tab by mouth every day,
J Mark as Eewewed_ Last Reviewed by Julia A Smith, RN on 8/142012 at1:02 PM  {Histon)
B SureScripts Payer Disclaimer Q]

Certain information may not be available or accurate in this report, including over-the-counter medications, low cost prescriptions, prescriptions
paid for by the patient or non-participating sources, or errars in insurance claims information. The provider should independently verify medication
history with the patient

@Verify Hational Pharmacy Datahase clickto open
@ No pharmacy henefits eligibility data found for this wisit.
The patient may not have insurance artheir insurance does not send pharmacy benefits

B Reconcile Medication Dispenses Q]
Torun the dispense histary query please verify the patient's pharmacy benefits.
B Pharm Preference ('_.S]
Go to Demographics
“ Immunization History Q]

Mame Dates Previoushy Given Next Due
FLU WACCINE, SPLIT 120152011 827/1842
TD ¥ ACCINE NO PRESERY ATIVE GREATER 120152011 82771842
THAR & VO IM
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ED Encounter Summary

Admizsion ““ ED Encounter Summary

ED Encounter Sum... <]
Belongings

Allergies ns Colonization: None Ht 180em (5" 1057 Articipated Dy Pheumonia Bl 30 80 kgin 2
Pt Home Mads Last verified: 0892 Coce Status: FULL Current Wt 998 kg (220 b 0.3 0z) BSA 223 m2

) ) Admizsion vt 998 kg (2201 03
Disclaimer oz
Werify Rx Database
Reconcile Dispens. . FATIENT IS HIGH FALL RISK i
Fharm Preference
Immunization Hx ED Dispaosition
History Admit ‘wihat is the ED IMPRESSICH for this patient's admission?: pneumania
Admits Patiert Class: Inpatient [1]

ritscreens Hospital Ares: FIRST HILL [120]

Active LDAS Transfer Date: 4(26:2010
Elatn UI ggre . ED Arrival Information

Alien ueaton Expected Arrival Acuity Means of Arrival Escorted By Service Admizsion Type Arrival Complaint

- 8972012 12:54 Level 3 Car Daughter Medical Emergency -

Cia, Balmit Only
Swallow Screen F¥1 Information

MIH Stroke Seale Ho FY| flags for this patient i . i _
Provides information

Research Study Enrollments *

Mo research study enrollments for this encourter regardlng patlent: such as _
CHIEF COMPLAINT am_\ral info, as_sessment,

RESPIRATORY DISTRESS chief complaint and ED _
Diagnhosis Notes

ED Notes from 8/9/12 1253 to 8/9/12 15:10:24
Julia A Smith, RH 582012 12:57

Ptwif cfo sob anset 1 week ago, worsening in the past couple of days. Productive cough, green sputum  Increasing fatigus,
states, "hot and cold". Denies chest pain, coughing up blood, nausea, womiting, or abdominal pain.

Allergies as of 012

hloted Type Reactions

Belongings

Itemization of patient belongings are done in the RN Admission activity. The
Belongings navigator allows for an itemization of all the patient’s belongings. In the
event additional belongings are not listed in the template, a row may be added.

S [ Belongings - Belongings 4 &
ED Encounter Sum Time Taken:
-  #d Group [add Row] add Lo
Belongings & | pate: (/1072012 ¥ Show LastFiled Value ;\/{E o
| Values By | Create Note |
?“‘Ie’a‘“ o Time:[1240 [0 ¥ Shaw Row Info e
s Home Meds
Disclaimer 0 flag data &s significant, ngfit click on the row name™
Werily Rx Database |E Essentials
Reconcile Dispens Dentures?
Pharm Preference Last Filed Value:
Immunization Hx Upper;Lower taken at 08109712 1727 by Barbara J Shulock, RN
History | observedinmouth || Indenture cup withfamiy || Athome || Insecuredarea || with Security |
Admit Screens Dentures Location B - o 5
Active LDAS | Patients Room | other (Comment) |
Flan of Care Last Filed Yalue: Select Flowsheet Row
Observed in mouth taken =t 08,0912 1727 by Barbara J Shulock, RH
Hearing Aids?
CVA Admit Only 9

Swallow Sereen %ﬁvil‘mﬂmﬂﬂﬂ21721h Barbara J Shulock, RH Display name
NIH Siroke Scale jone teken v Barhara | Shulock,

Vision Assist? i B 5 fecept | Cancsl |
Last Filed Walue:

Glasses taken at 08109112 1727 by Barbara J Shulock, RN

\ision Assist Location [ withpatient || Inthesafe | IntheSecuredArea || Homewithfamiy || WithSecurity || Patients Room

Last Flledt Value:
‘With patient taken =t 08/09/12 1727 by Barbara J Shulock, RH

Other ltems With
Patient? GE o 8

Lact Flledt Value:
Hotaken 5t 08/09/12 1727 by Barbara J Shulock, RN

|2 valuables
| Add Group | Add Row | Add LDA |
| Values By | Create hote |
[k Restre | Close F9[[% GCancel | |4 Previous 7|4 Next F8|

Admitting a Patient 85



The patient has a 5 ct. diamond ring that will need to be added.

1. Select the Add Row.

2. Select Flowsheet Row displays.

3. In Row, type ‘Jewel’

4. The Row Name Select display appears. Select Jewelry, click Accept.

5. Valuables is now listed at the bottom of the Belongings display

I?Belungings - Belongings 4+ &
Tin{Cose Bsbngings - eonoings]

Date: ¥ Show Last Filed Value (Aad Braup | Add Bow Add LDA
Time:1253  [O@] ¥ Show Row Info (stialuesiPliGreatciote)

**Tofiag data as significant, right click on the row name™
|2 Essentials
Dentures? ?E| None || Upper || Lower || Partial | " B

Last Filed Yalug:
Mo data fled*

eairg Aty 5R[one | REw | oo | @) B9

Last Filed Yalue:
Mo data flied*

Yision Agsist? GE|None || classes || contacts | B B

Last Filed Yalug:
Mo data fled*

Other ltems With
Patios GE[ro[[ves| B B m

Last Filed Yalue:
Mo data fled*

|z valuables] [’4
Jewelry ||| watch IRingsI Earrings H Mecklaces | B E

Last Filed Yalue:
Mo data fled*

_AddQroup__AddEow__AddI:DA_
values By | Create Mate |
(K] FRestore  of Close F9 ¥  Cancel | A+ Previous F7 | & Mewt F8

6. Clicking ‘Ring’, displays the location of the jewelry.

[EValuables
Jewelry BE| Mone || waten | Rin

Last Filed “alue:
**No oata flied™

B Earings_|werrEres | @ B By selecting 'Rings’, Jewelry Location
appears and requests the location.

Jewelry Location | In the Safe || Horne with Family || With Security || Patient's Roorm | m E
Last Filed “alue:
*ia data file™ [ Select Location

_Al:ll:l Group __Al:lcl BUW__AEld I=DA_

_Values ﬂy__ Create bote |

K Restore _IJ Close FQI_X Cancel | 4+ Previous F7 (|4 MNext F8

7. Select the location, click Close.
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Allergies

Knowledge of a patient’s allergies and reactions is imperative to providing safe,
effective patient care. The Allergy activity allows you to do the following;:

& Allergies 4 4+
I [ Add | @ View Drug-Allergy Interactions | % [~ Deleted [~ Expired
Reaction Severity Type Moted Walid Until Updated
Allergies
& Penicillins Rash Tharzo1z Past Updates...
| vI J Mark as Reviewed & Last Reviewed by Julia A Smith, RN on 8972012 at 1:01 PM
« Clozse FO 4 Previous F7 | b Next F8
Review

It is required that allergies be reviewed with the patient on each admission, transfer and

whenever there is a change in allergy status. [ TETET TR requires speaking
directly to the patient and reaffirming their allergies.

If a patient has never been seen to this facility, there will be no allergy information in
his/her chart and you will enter all allergies for that patient. If your patient does have
prior entries, you will review the allergy list with the patient to see if anything has
changed and then modify the list accordingly.

If your patient has no information on file, you should see this:

Allergies/Contraindications

[ |4 Aad |

[~ mo Known Allergies
Mewer Updated

@ Mo Active Allergies

You can use the box to the upper left to add an allergy or a contraindication for this patient.
Some iterms are currently hidden due to your view settings. =4 Display Hidden AllergiesiContraindications

| j of Mark as Reviewed |[E Last Reviewed by Julia A Smith, RM on 753002012 at 1:01 P

Unable to Assess Allergies

Any time you are unable to assess the patient’s allergies, you should follow the steps
below. There are many reasons why you may be unable to assess the patient’s allergies
when they are first admitted: such as confusion, severe pain or unconsciousness. ‘No
known allergies’ is to be documented.
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No Known Allergies:

1. Click the ‘No Known Allergies” box
Allergies/Contraindications
Q-Add ﬂ Yieww Drug-Alleroy Interactions
W Mo Known Allergies
ast Updated by Carrie Garlic, RN on 7312012 12:54 P

2. The Allergies in the Patient Header will now say No Known Allergies
Adding an Allergy
1. In the Search field, type “penicillins’ then click the “Add” button (or press * Enter’).
9 [penicilling] | Add |
3. Inthe Agent Select window, select the allergen of ‘penicillins” with the allergen type

of Drug Class.
4. Click “Accept’.
5. Click in the Reactions field

Feactions: F+)

. | e 9|
7. Click the -
8. Select ‘Hives” and then click “Accept’
9. Click on the row beneath ‘Hives'.
10. Click on the “Selection” button.
11. Select ‘Itching” and then click “‘Accept’. (You can add as many reactions as the

patient reports. Each time you add a reaction, a new field becomes available.)
12. Click the “Selection” button in the Severity field.
13 Deverty: -
14. Select ‘Medium’” and then click “Accept’.
15. Write a comment, as needed, in the Comment box.
16. Click [/ fccept
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Modifying a Current Allergy

You patient remembered he also experienced shortness of breath when he received
penicillin. You need to add this to the list of reactions for his allergy.

1. Click the ‘Penicillin” allergy to edit the details of that entry.
2. Click the next blank Reaction field and type “short’. Press ‘Enter’
3. Click “Accept’.

Deleting a Current Allergy

1. Click Penicillins
2. Click ‘Delete’

Allergies/Contraindications

el Add
Reaction Sewerity
Allergies
& PENICILLINS
Agent: |PENICILLING | Comments
a%, W

Reactions:  [Rash Noted: 7/20/2012

Walid until:

|

Fast Updates IQ Delete I

Patient’s Home Meds (PTA)

The first step in prior to admission medication review, during admission or otherwise,
is to work with the patient or the patient's representative to review the prior to
admission medications. This involves the review of any PTA medications already on
record in the patient chart, verifying the name, dosage, route, frequency, and last dose
(if taking); then adding any additional medications. Prior to Admission Medications can
be updated and documented during the admission process. While a physician has the
ability to update PTA Meds, this is a responsibility carried out primarily by the nurse.

The listings in the PTA Meds section will fall under two types:

(1) Prescribed (2) @ Patient Reported
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[ Home Medications 4 4L

Home Med List Comment: MNone Entered < Add Mote

+Add Check Interactions | Infarmants
Sortby: | PatientReported ¥| W Show Details | Pharmacy BARTELL DRUGS #10 - SEATTLE, WA - 1101 MADISON STREET Mark All Today || Mark All Vesterday
Prescribed
Last Dose Taking?
£ diltiazemn (AKA CARDIZEM) 240 mg Oral SR 24Hr Cap Today | Yesterday | PastW¥eek  Pastbonth | = Month | Unknown 4262010 ﬂjx @

Take 1 Cap by mouth svery day
240 mg, DAILY Starting 33002012, Last dose on Sat 3650/13, Disp-90, R-3, Oral, Fax, Lest Dose: 4262010
Refills: 3 ordered  Sent to BARTELL DRUGS #10 - SEATTLE, WA - 1101 MADISON STREET

£ levothyroxine (AKA SYNTHROID) 100 meg Oral Tab Today | Yesterday | PastWieek  PastMonth | = Month | Unknown (4262010 AR ]
Take 1 Tab by mouth every day. — —
100 meg, DAILY Starting 1/15/2012, Last doss on Tus 1415113, Disp-30, -3, Oral, Fax, Last Dose: 4/26/2010
Refills: 3 ordered  Sent to BARTELL DRUGS #0 - SEATTLE, WA - 1101 MADISON STREET

Patient Reported

Last Dose Taking?
ﬁQfﬂmMiﬂine (PEPCID) 20 mg Oral Tab Today | Yesterday | PastWeek  Pasthonth | = Month | Unknown |4i26/2010 7 @
Take by mouth twice a day., Last Dose: /262010 — —
Med List Status: | Complete 2
«of Mark as Reviewed | Last Reviewed by Capitals, Carrie, RN on 810/2012 at 850 &AM (History)
(KKl Restore of  Close F9 4 Previous F7 | &  MNewt F8

The steps should be taken:

1. Verify list is accurate.

2. Add note if uncertain about specific meds.

3. Document medication list status and make a selection.
4. Mark as Reviewed.

UPDATE PTA MEDICATIONS

The patient reported to the ED nurse 6 medications and confirmed an active
prescription for Tylenol #3. The last dose for all medications was today at 0600 except
Zocor was taken yesterday at 2000 and Nitrostat was taken sometime last month. The
patient reports that they are also taking Lisinopril 20 mg daily.

Use the scenario above to complete the PTA Meds section.

Review the Medications

1. Review the medications with the patient or representative.

2. Verity the listed medication names (if any), dosage, route, frequency, and the date
and time of last dose taken.

3. Medication list status update.

4. Once you have finished reviewing the medications with the patient, you can mark
the list as reviewed by selecting the Mark as Reviewed function at the lower left of
the PTA Meds section. Your name, along with the date and time you reviewed the
meds list will appear.

5. Click Mark as Reviewed.
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Add a New PTA Med

today at 08:00.

The patient tells you they are taking Lisinopril, 20 mg tablet. Their last dose was

Search: lisin

D |Name |F|:|rmulary
11686 LISINOPRIL10 MG PO TABS  Yes

4174 LISINOPRIL 20 MG PO TABS  Yes <€
13185 LISINOPRIL 30 MG FO TABS  Yes

16565 LISINOPRIL 40 MG PO TABS  Yes

1508 LISINOPRIL FO Ma <€

Delete a Medication Entered in Error

Choose this

Not That

Any medication listed in the PTA Med List which has been entered in error may be
deleted immediately with the X button at the end of the row, if the list has not been

Pharmacy Preference

This is completed by the Pharmacy button in the home medications sections.

Admin

P Moo Mode 4

-' o Mank st Bevewne
e Mode aoms )
Mome Movt Lint Comermnt: More Crimne 4 A2 hote

T Com X

4

&+ a CROCh MM AIons  fgrmants
Faert Kepatwa -| m Phasmacy Sekcied
) ¥
il prescripon st P
Ned  Sumperied Seech
o2 ERe Mae Type -
2 s
|}
0 v
w
- P
' Accept rcul ]
2 P Proference
-
TLaPv
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Surescripts

Disclaimer

B SureScripts Payer Disclaimer E
Certain information may not be available or accurate in this report, including over-the-counter medications, low cost prescriptions, prescriptions
paid for by the patient or non-participating sources, or errors in insurance claims information. The provider should independently verify medication
history with the patient.

Verify RX Database

[ Verify National Pharmacy Database 4 L

9 Mo pharmacy benefits eligibility data found for this visit.
|/ Check Again |

{kk] Restare Lo Close PO 4k Previous F7 [ L Mext F8

Reconcile Medication Dispenses

EN:! ile Medication Disg B=

To runthe dispense history guery please verify the patient's pharmacy benefits.

Immunization HX

In the Immunization History Section, you can view a patient’s previous immunization

record or you can update the history by clicking the hyperlink:

o Enter Previous Pneumovax Immunizations within the last 5 years

e Enter Previous Flu Immunizations within the last year

“ Immunization History @ LI
Name Dates Previously Given Next Due
FLU % ACCIME, SPLIT 12232011 Qi411542
TD WACCINE MO PRESERWATIVE GREATER 124232011 9i41542
THAM 60 IM

Enter Previous Preumovayx [mmunizations within the last 5 years

Enter Previous Flu Imrmunizations within the last year
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History within RN Admission Navigator

Avocado,Mike F 68y.0., M, 11716/1943  HE 190 em (5'10.87") BNl 30.8.. Alergies 150: None GCodle: FULL
1001456140 Bed; 9019 Wit 99.8kg (22010 0.3... BEA. 22, lins COL: None Aftnd: TUGGY, MICHAEL L [101140]
Admit ? | Close
v
Patiert Summary dmission [ History &
ED Encounter Sum B Medical Histary 5
Allergies
Belongings o Add| e Periinent Negative
Doc Flowshests | Allergies
Pi's Home Meds No Known Problems ves | Mo [ Strake ves | Mo [
ntekeOutput Diselaimer Kidney Disease Yes | Noj[) Mental Health Condition Yes No [
MAR Verify Rx Database Arthritis Yes | No [ Heart Disease Yes | No [
(r——— Resoncile Dispens. Cancer Yes ] Heart failure Yes | No [
Fharm Preference Diabetes Yes | No [ High Blood Pressure Yes Mo [
Plan of Care Thyraid Diseage Yes Mo [ Asthma Yes | No [
Petiert Education CORD Yes | No [ Anesthesia Reaction Yes | No [
- Adrit Screens Liver Dysfunction? Yes | No [ Methicillin Resistant Staph Aureus(MRSA) Yes | No [
es e I
T AdlivelDAs [2° Other Medical Histary  Hypertension; Esophageal reflux
| orcer ety Flan of Care
———————— Patient Education
AT B surgical Histary 5
Resuts Review CV Adrit Oniy e Add | e Pertinant Negative
Swallow Sereen
Wedications MIH Stroke Seale Negative Surgical History Yes | Noj[) Brain Surgery ves | Na [)
- Appendectomy Yes | No [ Back Surgery Yes | No [
Colon Surgery Ves | No [ Eye Surgery Ves | No [
Synopsis Hemia Repair Ves | No [ Tonsillectomy Ves | No [
Demographics Hysterectomy ves No|[] Brreast Surgery ves Noj[]
Kidney Tr Yes | N Yes | N
et o ¥ Transplant es | No [} Thoracic Surgery es | No [}
Adtificial Joints Yes | No [ Heart Surgery Yes | No [
Phys Billng Info Broken bones/fiactures Ves | No [ Wascular Surgery Ves | No [
T Cosretic Surgery Yes | No [ Abdarminal Surgery Yes | No [
Skin Biopey Yes Mo [
R e 5 .
= (2 Other Surgical History - Mo other history onfile -
RN Arrival
FH Discharge O social History 5
Srort stay Tobacco Use? Tobacco type? EEE Cigers | Pies
Packsiday? Years? 1510, 15 20 35 30 40 50
Smokeless Tobacco Types Snut | Chew
Quit Date L &
Ready to Quit Yas o Counseling Given Yes | No,
Comment
Alcohol Use? Yes | No Comment
o —— .

Admit Screens

The documentation needed are:

e Spiritual/Cultural background screen
e Abuse screen

e Smoking Cessation screen

e Pressure Ulcer screen

(&' Admit Screens - Admit Screens 4+ 4
Time Taken:

Date: ¥ Show Last Filed value |Add Groun | Add Row | AddLDA
Tme[1414 0] 7 Show Rownfo (Values By Graate Mete)

o flag data as signiicant,right click on the row name**
\ [zl Reason for Hospital Stay
Reason I | B &

Last Fied Ve
o data fled™
Row Informatior
Tybe nthe patlents reason for hosptalzation.
Infarmation Source?  BE| Patient || Partner | Spouse || Sibling || Parent || Child | GrandParent || Guardian | [0 m 8
Last Fled Value:
o date et
Row Informatior
If cther than patient, enter the name:
\ [ Discharge Preparedness
ConcemsWarries About
Hosp Stay/Self Care B,
After Discharge?
Last Fied Vlue:
o data fled™

Any Referall) Noaded? Mo Financial Counselor || Gpiitual Care || Social Senices (Care Coardination) || other (Commenty |
ny Reforalls) Nesdd? T g

Last Flled Velue:
Mo data filed™
Fow Information:
May we refer yolito meet with & Financisl Counssler, Spirtual Care andior Socisl Servicss?

Whao will help you at chilg || Parent || Parner || sibting | Spouse || Grangparent || Gluargian || custodialparent | other (Gommeny |
home? B B

Lest Fled Vlue:
Na data e

Narme of Escort (f
Required) ‘ a8

Last Filed Value:
N data filed

| = Communication Screen

Hearing Impaimment [ mane || Minimal ][ Moderate but o || wearsHearingaids | Afects Comrmunic [ °m 8
Last Fed Value:

o data e

Vision Impairrment [ Mane || Corrects with I [ Limiteg wiolasse Il Requires Aids o [ 19| 5]

Lt Fled Vlue:
"o data filec™

[= SpiritualfiCultural Background
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Active LDAs

5 Active LDAs

Go to Doc Flowsheets

Doc Flowsheets

Blood Pressure
Herodynarmics
Glucose Management
Anticoagulation

Pain Description #1 (.
Pain Assessment- C
Pain Management
Owygenation
Pulmonary Exercise
Respiratory Secretions
Sedationfinterruption
Miscellanenus Care
Mursing Care

Srart Moves

Mobility and Safety
DVT Prophylaxis
MOIPravider Motification
Heinht and Weirht

B % % e W | oo & ® 8 | m | B
Glicking Doc File Add Rowe Add Group Add LDA  Cascade | Add Col  [nsed Col ShowDevice Data  Details | LastFiled | Graph Got
Flowsheets
tak W3 Crit Care | 1#0-Drains | Linesfirways | Crit Care Asmnt | Mursing Care | Triage Starl | WS Acute Care | T PTA | ACUITY | Inte
akes you
- WE Crit Care Mode: Expanded E im Sm 10m 15m 30m 1h 2h 4h Bh 24h Basedon 0700 ‘ Reset  Mow
dlrec“Y to the 3 Obseration Admission (Current) from §/9/2012 in First Hill 9 South..
flowsheet
Heart Rate & Rhythm

1023 | 1258 | 1303 | 1322 1400
Ohservation
Observations

Heart Rate

Pulse Rate a3
Cardiac Rhythem

IGE Add HR/Rhythm Rows

Blood Pressure

BP 166/82
MAP

EPF Method

BP Cuff Location “Left Arm

i LE 4dd BR/CYP Rowis)
Hemodynamics

Add Readings?
Glucose Management
Lsh Gl 204

JE R s R A< B B B B B B B B B B B |

<

vl

Temp 383 (101)
Termp Source Oral
IGE Meurn/Other Pressures

Plan of Care

Care.

Allows you to begin the Plan of

Back Forward  Document Modify Problerm Apply Template Resobe Problems Delete Problerm  ClearAll Filters  Filters T Reviewed Legend

=

i~ L] & o 8

Plan of Care

=]
Plan of Care Progress Mote:

Hypertension
Esophageal reflux
Tobaceo use disorder
Hypothyroidism

Event Log Non-Hospital Problem List

Multi-Disciplinary Problems {Active)

There are no active problems

Codes Priority Class hloted
401.9 Unknown
53081 Unknown
3051 21232011
2448 1/3072012

Patient Education

Allows you to begin Patient Education.

Assessment 2
Assessment |unresulved Edi i | Ed i Reviewl Manage Ed i |
Create New | ™ Show anly incomplete assessments
E
Mo Assessments
=
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FYI

An FYI flag is a way to communicate patient information to all health care providers
and assigned treatment team members across facilities. FYI flags can be viewed from
the Index Report and the Nurse Snapshot.

1. To create an FYI, click More Activities, located in the bottom left portion of the

screen.

2. Click FYL

ﬂ% Avocado,

Avocado,lV
1001456084

Clinical Batch Reports
B8 Data validate
#* EnterEdit Results

Plan of Care
Patient Education
Motes

COrder Entry
Crder Revision

Resuts Rewview

Demographics
Chart Revigwne

Phy= Billing Infa

I More Activities :I

@V # Episodes of Care

Patient Summary ‘! Fl
Allergies Graphs
Doc Flow sheets M s Gl

e Imanes
IritakeCutpt

Letters

hAR

il Reference
Immunizations Flowsheets

#: Cancer Staging

8 MD Admission

#8 MD Rounding

8 MD Transfer

8 MD Discharge

8 MD Post Procedure
&8 MD Procedure

Medications

— MD OB
History @

§ Oncology Treatment
SYNOpEs

8 DC-Repdmit
&} Patient List htembership
Label Print

. Print tAR

Rkl Admiszion
By scans

R Transter
Q9 Document List

it rrival BRA Review

R Dizcharge é Frint &S

Shart Stary & Reguest Outside Records
28 Care Teams

Fl i
Curnulative Dose Tracking

Quick Disclosure
List Disclosures
Order Review

Ballard Transfer Order Form

First Hill Admit Qrder Form

B B G B B B

R Ballard Downtime Discharge Medications Form
R Cherry Hill Dowentirne Discharge Medications Form gy

R lssaguah Downtirme Discharge Medications Form <y

First Hill Transfer Order Form

B Ep Bp Ep Np NP B Rp v N Ep v v v M Ep Bp Ep Ep R oEp Bp B oNp MR 3P Ep Rp R B ERQubgRb N ER R

e
7
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NOTES




Patient Education

Patient Education is used to document teaching done for patients and/ or their family
members/caregivers. When you apply a Plan of Care template, an associated title is added to
Patient Education. Each title has one or more topics and teaching points associated with it.
When education is complete, the learner’s progress is documented and the topics are resolved.

&= Hyperspace - F 9 SOUTHWEST - Classroom 4 —[=] x|
Epic - | faytome B Patient Lists G Unit Census Bny Reports @i Today's Pts g Provider Finder [ Calculator [=)Status Board §Patient Station [ggview Sched » 0y P& B Logout ~
88 Asparagus,Mike F X EpicCare
Asparagus,Mike F 68y.0., M, 1111011943 H:180cm (5 10,879 Bhil: 308.. Allergies 150: Mone Code: FULL
100145605 Eed: 900P WE99.8 kg (22010 0.3 .. BS4 22, Peniciling COL: None Afind: TUGGY, MICHAEL L [101140]

G & | Assessment ?

Assessment |unresulved Educatiunl Education Reviewl Manage Educatiunl
Patiert Summary

Create New | ™ Shaow anly incomplete assessments
Allergies

Doc Fowshests
L hoAssessmemts
IntaksiOutput

MAR

Immunizations
Plan of Care
Patient Education

Wiyiew and edit patient education informatiar]

Order Ertry

|3 KN

Order Revision
FResults Review
Medications
Histary
Synopsis
Demagraphics
Chart Review
Phys Biling Info
RN Admission
FM Transfer
RN Arrival

RM Discharge
Short Stay
Treatment Plan Man

Oncology Treatment

Mare Activities El

CARRIE G E@i  Inpatient Orders 5:23 PM

Create a New Learning Assessment

The Learning Assessment should be documented upon admission. Whenever there is a change
in the patient’s ability to learn. A new assessment should be documented and filed in the chart.

1. Click Patient Education activity.
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2. Click Create New.

ssessment

As: |unr Ived Ed i IE' ion R

| Manage Education |

I Create New I ™ Show anly incomplete assessments

B
Mo Assessments

3. Learning Assessment display appears.

LEARNING ASSESSMENT

LEARNER

Learner Comment

LANGUAGE
JErimary language for educational purposes? |

Primary [anguage comment

2]
Reading ability?

Reading ability comment.

LEARNING 3 MEN
Prefared learning method®

Wrho wiould you include?
Barriers to learming?

Barriers o leaming comment;

patient T Famity [ caregiver T Mother [ Father [ Friend
Other (Comment) ] Ptimary Learner r Secondary Learner

English r Spanish I Vietnamese ™ Cantonese ™ Somali ™ Mandarin
Russian | Korean [ Cambodiankhmer [ Signlanguage T Other (Comment)

ves O Mo
Reads English ™ Cannot read Enalish T Reads primary language {other than English)
Cannotread any language

Wiiritten ™ verbal ™ Demonstration ™ Hands on ™ viden r Read lips
Medical Play ] Other (Comment)

Mone [ cutural T Religious T Emational T Desirefmotivation T Physical
Cognitive I communication ] Other (Commenty

Assessment Comment

4. The selected areas must be answered:

Learner?

e anop

Primary Language for educational purposes?
Interpreter needed?

Reading Ability?

Preferred learning method?

f. Barriers to Learning?

5. Upon completion, click File, bottom right side.
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Plan of Care

The Plan of Care is a guide for nurses and other caregivers in addressing issues that
stem from or contribute to a patient’s illness.

Plan of Care is structured around patient care requirements. Each problem has a list of
one or more goals that must be measureable. There are interventions associated with
each Plan of Care. However, the documentation of interventions takes place in Notes
activity as a Progress Note.

EHyperspace - F 9 SOUTHWEST - Classroom 4 oy =1 |
Eplc ~ | fyHome BRjPatient Lists (EUnit Census BIny Reports gfiToday's Fts i Provider Finder [ Calculator [E)Status Board (EPatient Station fglview Sched » 5 () SPrint - Slog Out +
E% Asparagus,Mike F X EpicCare

As aragus,mike F 68y.0, M, 11101943 HE1BO0cm (5'10.877  Bhil 30.8.. Allergies 150: None Code: FULL
100145605, Bzl 901 Wt 88.8ky (220 b 0.3 . BSA 2.2.. Peniciling COL: None Atind: TUGGY, MICHAEL L [101140]
G & | Plan of Care 7
- L) oe
Patient Summary - = L] 4 =3 v F¥ a8
Apply Template Filters Reviewed Legend
Alergles
Plan of Care |
Dor Flowshests
IntakeiCutput B R s p arag us, Mike F #1001456057 {Acct: 3351571) A ) In
e :—:" Event Log HNon-Hospital Problem List
Codes Priority Class Moted

Immunizations Hypertension e Urknwn

Esophageal reflux 53081 Unknaoswen
Plan of Care Tobacco use disorder 3051 121002011

Hypothyroidism 2448 11712012
Patient Edfyioy, and edit Plan of Carel
Motes Multi Disciplinary Problems (Active)
Orcler Entry There are no aclive problems.

Order Revision
Results Review
Medications
Histary
Synopsis
Demographics
Chart Review
Phys Biling Infa
RN Admizsion
RN Transter
RN Arrival

RM Discharge
Short Stay
Trestment Plan han...

Oncology Treatment

4 |+
Showing all problems, goals. and interventions.
More Activiies Expand All | Caollapse All | Problems Goals
CARRIE G. g(;;; Inpatient Orders 5:22 P

Documenting Plan of Care

Documenting the progression of Plan of Care Activity is a responsibility shared by all
clinicians. You are responsible for documenting the patient’s progression throughout
their length of stay in the hospital. Plan of Care is multi-disciplinary and used by
clinicians as well as dietary and therapies.

e Plan of Care is to be initiated within 24 hours of admission
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¢ During the first 24 hrs: The nurse will apply templates of current patient

problems.

e Plan of Care should be reviewed every shift.

e The nurse must document against each goal every 24 hours to indicate if the
patient is progressing. If the patient is not progressing, a variance should be
documented. An explanation should be entered in a Progress Note.

e The Plan of Care activity helps to reduce redundancy in communication and

services.

Initiate a Plan of Care

with poor dietary intake.

Olive Oil, RN is creating a plan of care for a 39-year old Adult pneumonia patient

1. Click Plan of Care Activity.
2. Click Apply Template.

Plan of Care

= = »

Apply Template

Template |adult

/s =} v - Y ¥ a8
Apply Ternplate Filters Reviewed Legend
3. We are applying a template to an Adult patient.
]
=
,ORecnrd Select _ O] x ;I

Search:

| %I Termplate Marme

I Ternplate [D I

B ADULT MEW -
B ADULT MEW -
B ADULT MEW -
B ADLILT MEW -

ADULT MEW -
B ADULT MEW -

CARE MAMAGEMENT DISCHARGE PL... 182

FUNCTIONAL TRAINING 178
GEMERAL PATIENT MAMAGEMENT 164
NUTRITION 176
PHYSIOLOGIC INSTABILITY 162
PSYCHOSO0CIAL/SPIRITUAL CARE 163

b records total, all records loaded.

Accept I

Cancal

4. Type ‘Adult’ in the template field and press Enter.
5. Select Adult New - Physiological Instability, click Accept.

Plan of Care
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6. Check off the boxes that pertain to patient’s individualized Plan of Care.

Apply Template |
Template: |ADULT MEW - PHYSIOLOGIC INSTABILITY [182] |,0|
Select check hoxes to apply to care plan 1=

™ NEUROSENSORY - ADULT @
[T Achieves stable o improved neuralogical status @
[~ absence of seizures @
™ Remains free of injury related to seizures activity @
[T Achieves maximal functionality and self care @
I~ CARDIOVASCULAR - ADULT [d]
™ Maintains optimal cardiac output and hemodynamic stahility @
™ absence of cardiac dysrhwthimias or at baseline @
¥ RESPIRATORY - ADULT [d]
¥ Achieves optimal ventilation and oxygenation @,
V¥ GASTROINTESTINAL - ADULT @
™ Minirnal or absence of nausea and womiting @

™ Maintaing or returns to baseline bowel function @

¥ Hiaintaine adequate nutritional infaike [l

[T Establish and rmaintain optimal ostamy function @
I~ GEMITOURINARY - ADULT @
[~ absence of urinary retention @
r Urinary catheter rermains patent @
I~ METABOLIC/FLUID AND ELECTROLYTES - ADULT [l
r Electrolvtes maintained within normal limits @
- Hemaodynamic stability and optimal renal function maintained @

™ Glucose maintained within prescribed range @ Lo
I~ SKINTISSUE INTEGRITY - ADULT [d]

™ Skin integrity rermains intact @

r Incisiongs), wounds{s) or drain site{s) healing without S5 of infection @

[T oral mucous membranes remain intact @

v
T ucsmaTol nee amn T (A J

Clear All | Accept Cancel |

7. Click Accept.

Plan of Care |

EHEE Owerview
: =| Plan of Care Progress Mote:
vent Log ADULT - PHYSIOLOGIC INSTABILITY 1

ULT - PHYSIOLOGIC INS
RESPIRATORY - ADULT (S

- @ Achieves optimal ventilat | Goal: Achieves optimal ventilation and oxygenation
E-E GAZTROIMTESTIMAL - ADL |\ TERYERTIONS:
- @ Maintains adequate nutri | 1 Assess for changes in respiratory status
2. Assess for changes in mentation and behavior
3. Position to facilitate oxygenation and minimize respiratory effort
4. Oxypen supplementation based an oxygen saturation ar ABGS
A, Initiate Smoking cessation Protocol as indicated
6. Encourage broncho-pulmonary hygiene including cough, deep breathe, Incentive Spirometry
7. Assess the need for suctioning and aspirate as needed
8 Assess and instructto repart SOB or any respiratory difficulty
9. Respiratory Therapy suppot as indicated

Displav:. ™ Description

GASTROINTESTINAL - ADULT

Goal: Maintaing adeguate nutritional intake

INTERVENTIOMS:

1. Monitor percentage of each meal consumed

2. Identify factors contributing to decreased intake, treat as appropriate
3. Assistwith meals as needed

4. Monitor 180, WT and 1ab values

5. Obtain nutritional consult as needed

4 Previous Template
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Plan of Care

Display: ¥ Description

lan of Care Progress Maote:

vent Log ADULT - PHYSIOLOGIC INSTABILITY
RESPIRATORY - ADULT

Problems

Goal: Achieves optimal ventilation and oxygenation
GASTROINTESTINAL - ADL ||\ TERVENTIONS:

- ® Maintaing adequate nutri | 1, Assess for changes in respiratory status

2. Agsess for changes in mentation and behavior
3. Position to facilitate oxygenation and minimizegde

&. Encourage broncho-pultnonary hygienggfcluding cough, deep breathe, Incentive Spirametry
7. Assess the need for suctioning and g

8. Assess and instructto report SOB gfany respiratory difficulty

9. Respiratory Therapy support as iplicated

GASTROINTESTINAL - ADULT

Goal: Maintaing adeguate nutritional intake
INTERVENTIOMNS:

1. Monitor percentage of each meal consumed

2. Identify factors contributing to decreased intake, treat as appropriate
3. Agsistwith meals as needed

4. Monitor 180, WT and lah values

5. Obtain nutritional consult as needed

4 Previous Template

8. Click Accept.

Plan of Care

EI {EE Chveryiew

Display: ¥ Description I wieb Links [ Detail I Outcormes

-|1=| Plan of Care Progress Mote:

= . ADULT - PHYSIOLOGIC INST | corceinG as EXPECTED
= = PIBATOEY - ADULT
A ® Achieves optimal ventilat

INTERVEMTIOMNS:

3. Assistwith meals as needed
4. Monitor &2, WT and lab values
A. Dbtain nutritional consult as needed

E Document § % Edit Goal

Weh Links

Total Parenteral Mutrition-Adult

Enteral Feeding-Adult

Enteral Feeding Procedures-Adult

Gavage Feeding

Tatal Parenteral Butrition & Lipids-Pediatric

=5 Event Log Maintains adequate nutritional intake

1. Monitor percentage of each meal consumed
EI'" GASTROINTESTINAL - ADL 2. ldentify factors contributing to decreased intake, treat as appropriate

9. Select goal to document (green button)
10. Select Document for Interventions

Plan of Care

102




Plan of Care Documentation

RESPIRATORY - ADULT
IZ? Achieves optimal ventilation and oxygenation
| Add Variance |

7 Description
INTERVEMNTIONS:
1. Azsess for changes in respiratory status
2. Assess for changes in mentation and hehaviar
3. Position to facilitate oxygenation and minimize respiratory effiort
4. Cygen supplementation based on oxygen saturation or ABGs
5. Initiate Smoking cessation Protocol as indicated
6. Encourage hrancho-pulmonary bvgiene including cough, deep breathe, Incentive Spirometny
T. Assessthe need for suctioning and aspirate as needed
8. Assess and instruct to report S0B or any respiratony difficulty
9. Respiratory Therapy support as indicated

Outcome:
& Select one of
Outeorne: | the outcomes
aL
i% B W [PROGRESSING AS EXPECTED
WARIANCE - SEE NOTE _I
Click 'Next' allows for
movement to the next
problem
K Restore | | 4+ Previous F?,I% Mext q

Document Care of Plan Goal Outcomes

During the first 24hrs of admission, the nurse will mark the Plan of Care as reviewed.
After this, the nurse must review the Plan of Care during each shift.

Resolve Care Plan Goals

Whenever a goal is achieved, you should resolve it at that time.

1. Click Plan of Care.
2. Select the ‘Resolved’ outcome.
3. Click Accept.

Resolved goals are noted with a green check mark and displays grayed out. The
interventions are also grayed out.

Plan of Care

& = B 7 =] v - B F | v -+

Back Forward Document Modify Froblem Apply Template Resolve Problems Delete Prahlem  ClearAll Filters  Filters Feviewed | Legend
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Discharging a Patient

The Discharge Navigator streamlines the review and documentation for a patient being
discharged from the hospital. It displays reports and reminds you to discontinue LDAs,
reconcile patient belongings, and resolve care plans and patient education. You will access
this navigator at the end of a patient stay once there is an order for discharge.

=islx]
Eplc ~ | fyHome BRjPatient Lists (EUnit Census BIny Reports gfiToday's Fts i Provider Finder [ Calculator [E)Status Board (EPatient Station fglview Sched » 5 () SPrint - Slog Out +
E% Asparagus,Mike F ® EpicCare
As aragus,mike F 68y.0, M, 11101943 HE1BO0cm (5'10.877  Bhil 30.8.. Allergies 150: None Code: FULL
100145605, Ezil 500P Wt 88.8ky (220 b 0.3 . BSA 2.2.. Peniciling COL: None Atind: TUGGY, MICHAEL L [101140]
uv Discharge ? | Close X
Patient Summary RH Discharge Plan of Care Rpt... I
Alergies Flan of Care Rpt B Plan of Care Ql
Plan of Care Go to Plan of Care
Doc Flowshests Patient Education
D Order Rpt B patient Education [
IntakeOutput G T T
Orderst Order Sets o to Patient Education
MR Order Status Rpt DC Order Rpt...
Belongings
mmnizslens - B click the link below... @]
Plan of Care DC Mate { Orders/ Order Sets }
m
Patiert Education s __ S — ]
Notes DC Fallow-Up ge Ureers g Review
DC Instructions Qrder Details Provider Order Origin
Orcler Entry Krames Link diltiazem (AKA CARDIZEM) 240 mg Oral SR Take 1 Cap by mouth every day Michael L Tuggy, MD Prior to Admission
24Hr Cap |l |
Orier Revision DC Preview (4v5) levothyroxine (AKA SYNTHROID) 100 meg Oral - Take 1 Tab by mouth every day. Michael L Tuggy, MD Prior to Admission
Results Revisw Tab
famnotidine (PEPCID) 20 g Oral Tab Take by mouth twice a day Historical Provider Prior to Adrmission
jecications DE-1/2NS (D5-0.45% MaCl) + KCl 20meg/L v 1,000 ml, at 100 mlhr, Intravenaus, Curtis F Weal Jr., MD Inpatient
Histary solution 1,000 mlL CONTINUOUS, Starting Fri 7/27/12 at 1315,
Until Dizcontinued
Synopsis metoclopramide {aka REGLAN) injection 5-10 5-10 mg, Intravenous, G&H PRN, Starting Fri Curtis F Weal Jr., MD Inpatient
T —— g FH27N2 at 1268, Until Discontinued, Mausea or
“omiting, Routine
Chart Review: ondansetron (PF) (aka ZOFRAN) injection 4-8 A-8 my, Intravenous, Q8H PRN, Starting Fri Curtis F Veal Jr., MD Inpatient
" my Fi271M2 at 1253, Until Discontinued, Other, If not
Lulp 2] controlled by Dopamine Receptor Antagonist
RM &cmission medication
heparin (porcine) (PF) 5000 units0.5ml injection 5,000 Units, Subcutaneous, Q12H, First dose Curtis F Weal Jr., MD Inpatient
RN Transter 5,000 Units on Fri 7/27/12 at 1315, Until Discontinued
RN Arrival acetaminophen (aka TYLENOL) tablet 325-850  325-650 g, Oral, Q6H PRMN, Starting Fri Curtis F Weal Jr., MD Inpatient
g 272 at 1300, Until Discontinued, Pain or
RH Discharge Fever
docusate sodium (aka COLACE) capsule 250 260 my, Oral, DALY, First dose on Fri 7/2712  Cudis F Veal Jr., MD Inpatient
5" iew and edit dicharge nfommation] mg at 1315, Until Discantinued
Trestment Plan Man... diphenhydrAMINE (aka BENADRYL) tablet 25-  25.50 mg, Oral, QBH, First dose on Fri 7/2742  Cudis F Veal Jr., MD Inpatient
a0 my at 1315, Until Discontinued
(et et levofloxacin 500 mg injection 500 mg, Intravenous, DAILY, First dose on Fri Curtis F Weal Jr., MD Inpatient
FH7N2 at 1315, Until Discontinued
Reviewed Discharge Orders (but not yet released)
None
Released Discharge Orders
Mone
ADT Active Orders
None
Wore Activities > Referral Active Orders
= Mnne |
CARRIE G. E@¢:  Inpatient Orders 5:36 P

Access the RN Discharge activity

Review and Acknowledge Discharge Orders

Once the attending physician places discharge orders, you will have an icon in the
Unacknowledged Orders column on your my List.

1. Double-click the icon in the Unacknowledged Orders column. The patient chart
opens to the Patient Summary Index report.
2. Acknowledge each discharge order.
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Discharge Orders Needing R
Order Details Provider Order Crigin
omeprazole (AKA PRILOSEC) 20 my Oral CpDR Take 20 mg by mouth every day. Michael L Tuggy, MD Prior to Admission
tocopherol, aka VITAMIN E, 100 unit Oral Cap  Take 400 Units by mouth every day. Michael L Tuggy, MD Prior to Admission
diltiazem [AkA CARDIZEM) 240 mg Oral SR Take 1 Cap by mouth every day. Michael L Tuggy, MD Prior to Admission
24Hr Cap
levothyroxine (AKA SYNTHROID) 100 mog Oral - Take 1 Tab by mouth every day. Michael L Tuggy, MD Prior to Admission
Tab
famatidine (FEPCID) 20 my Oral Tab Take by mouth twice a day. Histarical Provider Prior to Admission
05-1/2M5 (D5-0.45% NaCl) + KCI 20meg/L v 1,000 mlL, at 100 mbLfhr, Intravenous, Curtis F %eal Jr., MD Inpatient
solution 1,000 mlL COMTINUOUS, Starting Thu 8/2/12 at 1315,
Until Discontinued
metoclopramide (aka REGLAN) injection 5-10 5-10 my, Intravenous, Q6H PRM, Starting Thu Curtis F Veal Jr., MD Inpatient
mg 8/9/12 at 1268, Until Discontinued, Mausea or
“omiting, Routine
ondansetron (PF) (aka ZOFRAN) injection 4-8 4-8 my, Intravenous, Q8H PRM, Starting Thu Curtis F Veal Jr., MD Inpatient
mg 8/9/12 at 1289, Until Discontinued, Other, If not
controlled by Dopamine Receptor Antagonist
medication
heparin (porcing) (PF) 5000 unitsD.5mL injection 5,000 Units, Subcutaneous, Q12H, First dose Curtis F Veal Jr., MD Inpatient
5,000 Units on Thu 88712 at 1315, Until Discontinued
acetaminophen (aka TYLENOL) tablet 325-650  325-B50 my, Oral, Q6H PRN, Starting Thu Curtis F Veal Jr., MD Inpatient
mg 8/9/12 at 1300, Until Discontinued, Pain or Fever
docusate sodium (aka COLACE) capsule 250 250 my, Oral, DAILY, First dose on Thu 8942 Curtis F Veal Jr., MD Inpatient
mg at 1315, Until Discontinued
diphenhydrAMINE (aka BEMADRYL) tablet 25-  25-50 my, Oral, Q6H, First dose on Thu 8812 Curtis F Veal Jr., MD Inpatient
a0 my at 1315, Until Discontinued
levofloxacin 500 my injection 800 my, Intravenous, DAILY, First dose on Thu  Curtis F Yeal Jr., MD Inpatient
8/9/12 at 1315, Until Discontinued
Reviewed Discharge Orders (but not yet rel 1)
None
Rel | Discharge Orders
None

Review the Discharge Order Report

The purpose of the Discharge report is to provide a review of the following;:

e Outstanding documentation items
e Discontinued orders

e Unresulted Labs

e Due Medications

Remove Lines, Drains, Airways

The Line, Drain, Airway section lists all active LDAs. It serves as a reminder to you to
document the removal of LDAs that will not be discharged with the patient.

Belongings

Use the Belongings section to help reconcile the belongings of a patient at discharge.
Before the patient leaves the unit, complete a new reading for the items indicating who
has possession of the items when the patient leaves the hospital.
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Resolve Plan of Care

All Care Plans should be resolved at or before the patient is discharged. To resolve:

Click Plan of Care.

Select Document.

Select Resolved.

Click L& MNex

NS O L=

Click the green buttoned items - @

Resolve Patient Education

All Patient Education should be resolved at or before the patient is discharged.

ke | to move on to next item to resolve.
Once all has been resolved, click Accept and File.

Go to Outcome, select =, this will provide a drop down menu

Unresolved Education

As t Unresolved Educati |£.

Title/Topic/Teaching Point:

Manage Education

DIABETES MELLITUS Education Summary:

1+ [z5] DIABETES MELLITUS

Add Title Add Paoint Delete

Understanding Diabetes - DM
Mo learners for this teaching point at this moment.

Blood Glucose Monitoring - DM
Mo learners for this teaching point at this moment.

Meal Planning - DM
Mo learners for this teaching point at this moment.

Medication (Oral Agents) - DM

Mo learmers for this teaching point at this moment

Medication (Isulin} - DM

Mo learners for this teaching point at this moment.

Low Blood Glucose Managetment - DM
Mo learners for this teaching point at this moment.

High Blood Glucose Management - DM
Mo learners for this teaching point at this moment.

Foot Care - DM
Mo learners for this teaching point at this moment.

Education Materials:

Select "Expand All

N, [ Espenaar | colspsean |

Resalve

Corrments

Multiple

Eile
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Unresolved Education

A Unresolved Ed : Ed :

Title/Topic/Teaching Point:

Manage Education |

Point Description/Learner Progress:

DIABETES MELLITUS

Blood Glucose Monitoring - Dk
Meal Planning - DM

Medication (Oral Agents) - D
Medication (Isuling - Db

Low Blood Glucose Management - D
High Blood Glucose Management - D
Foat Care - DM

Follow-up after Discharge - DW

| 1. Select Education l

|2 Select Lerner I

Description:

Teach learner(s) the definition of disbetes mellitus and the main types. Diabetes is a disease that changes the way our bodies
use food for growth and energy. Most of the food we eat is broken down into glucose (sugar). Glucose is the main source of fuel
for the body. After digestion, glucose passes into the blood strearm where it is used by cells for growth and energy. A hormaone, —
insulin, must be present for the glucose to get into the cells where energy is released. The pancreas makes the insulin and
regulates how rmuch is released to maintain normal blood glucose. This is called glucose metabolism

Bl

Learner| Ready? Methad ‘Has ‘Eﬂmments

‘Dale‘

Taught By Time ‘ Statuz ‘
P l Fe) Ay ALANCHE, CARRIE GH05201. 1545 Active
3. Continue onto
‘Readiness’, "Method" [OR] Select
& 'Response’ [OR] ‘Apply Defaults
a
r Learner Readi Method R
P: Patiert R: Ready * E: Explanation * U Communicfied Understanding
F: Family MR: Mot Ready D: Demonstration DU: Demonstrged Under standing
5 Significant U Unable H: Hancout NR: Meeds Reiforcement
< Caregiver Cr Other I Interareter ML: Mo Evidendg of Learning
o Cther W Wideo RT: Refused T@eching
M Mother C: ClassiGraup RD: Return Defgonstration
[ Dad M. Medical Play l '

Education Materials:

Delete

|I Apply Defaults I Copy Previous |

Provider References:
Diahetes Basic Care Skills

Understanding Diabetes - DM

[

As: Unresolved Ed | Review | Manage Ed i |
Title/TopicTeaching Point: Point Description/Learner Progress:
ERY ETES MELLITUS Description: =
~off Inderstanding Disbetes - DM Teach the learner(s) the importance of keeping follow-up appointments, especially after hospitalization. Ask learner to identify
o JBlood Glucose Moritoring - D the health-care provider who manages his/her diabetes care - primary care provider or diabetes specialist. Teach learneris) to
f JMeal Planning - DM have phone or clinic visit contact with diabetes provider soon after discharge to report BG levels and for further guidance on
of [Medication (Cral Agerts) - D diabetes management
o [Medication Clsuling - D
o fLow Blood Glucose Managemert - DM =
+f JHigh Blood Glucose Management - DM
o [Foot Care - Dt Learner| Ready?| Method | Res..| Comments Taught By |Date  [Time  [Staws |
FIRES] & E cu A sl ANCHE, CARRIE 8M0/201: 1601 Done
All Education has been
[
r Learner Readi Method Resy
P Patient R Ready * E: Explanation * CL: Communicated Understanding
F: Family MR Mot Ready D: Demonstration DL: Demonstrated Understanding
: Significant U Unahle H: Handout NR: Needs Reinforcement
C: Caregiver Cx Cther I Irterpreter ML: Mo Evidence of Learning
©: Cther W Widea RT: Retused Teaching
Ni: Miather C: ClassiGroun RD: Return Demonstration
O Dad Wt: Medical Play
Education Materials: Delete Apply Defaults Copy Previous |
Follow-up after Discharge - DM
Provider References:
Diabetes Basic Care Skills
Add Title Add Point Delete [l Expand All Collapse All Resole Comments Multiple I Eile
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Unresolved Education

Pneumonia patient who is having difficulty breathing and is on oxygen therapy, and is
requiring education on deep breathing and oxygen therapy use.

Under “Unresolved Education” Tab

1. Add Title >

2. Type “Adult” >

3. Highlight NSG General Nursing Inpatient Adult >
4. Accept

5. Select cough/deep breath and oxygen therapy as seen below:

Add Education Title/Topk

Please select the education tifle you want 1o add

[NSG GENERAL NURSING - INPATIENT ADULT L

P L4 GENERAL NURSING - INPATIENT ADULT
r B core NURSING - INPATIENT ADULT

o Equipment

o Eall precautions

o Infection control

o |solation pracautions

o Medications

o Nutrition f Digt

o Orientation

o Pain management

o Yascular access device

~ _@ MISC NURSING - INPATIENT ADULT

o Aclvitdpositioning

o Agdvanced giregives

ministralio

w oo liw sl iz tisfw

o Bowe! care

o Central ling infection prevention

o Coyghideep breathingt

o Diseaseicondtion

o Function £ care of linesidralnstubes

o Multi-drug resistant organism infection prevention
e Nausea management

o (xygen theragy

X1 AT SV LT )
.

Accept | Cancel l

6. Accept

Discharging a Patient




7. Select the plus signs to the left of the teaching points to expand:

=5l GENERAL HURSING - INPATIENT ADULT I
= D MISC HURSING - INPATIENT ADULT I

Es o Oxygentherapy

8. To document:

Go through Learner, Readiness, Method, and Response for each point you teach.

9. Select file

2 SOUTH - Playground

Epic - QyHome @ Schedule B3 Basket EJChant YyEncountsr §F Telephone Catt T2 Triage Call SMospital Chart » 1 @ @Pint - Mrog o -

5 8 ‘ R A &2 cotecamn x| nxén
w 2 : r.mz um - BMI None 150:None Coos FULL ﬂ
I .oe | Unresolved Eda:nﬂon
~ a Assessment Unresolved Education |ﬂmnm|mum|
{ l"llo/lopldfnalng Point: Point Descripti e
[ 00 GENERAL WURSING - WPATENT ADULT Description: -
 Protiem Ust | = ) MISC MURSING - INPATIENT ADULT tnstruct leamer(s) on purpose of and how to pedorm COB (pllow spint 35 appropaats), and proper
| tastary | R (S e (Frequency and restrictions pee MD order)
'——4 o Ouxypentherapy e ~ — ;]
{ Notes | Lewmes| Roady? Method | Res_| Commerts Taught By Doe |Tme !Stnm |
| Demouaetion sl e
| Medcabons
| Adergies
i, 2R B B
o Raviewd - Leamner Resdiness —— - Mothod ~Resp
P Patort | R Rooncy * £ Explanaton * | QU Commarscatnd Lirdee stardng
| Crow Rewson F Fomdy N Nt Roady | 0 Demonstration | 01 Dewrerntrated Unee standiog
i $ Srefcant Ut Uil | M Hornscut | N Neods Rentoecament
‘..‘ CPPT e LR | C Corogpver O Cther | 1 Mterpeeter 3&mm«m
‘M O Otrwr v Vigeo | RY. Ratused Teaching
R M Metree | & Cussivoun | RO Return Demorstration
vweoups 0. 003 | Mt Mckes Py
!!-'9',0-0 | Education Materials: Delete |  aoplyDofauts | Copy Prevous |
Patsert Education _.J
wa | Expandan | comspsean| meson | c | gl | el |
203PM




Discharge Note (AVS)

Discharge instructions are comprised of the organization-approved discharge
instruction SmartText note. These instructions are discussed with the patient or
caregiver and include the necessary information for follow-up care. Upon reviewing
this information with the patient, the After Visit Summary is printed and provided to
the patient or caregiver.

Discharge instructions are a collaboration between Physicians and Nurses.

Preview and Print the After Visit Summary

The After Visit Summary (AVS) is a summary of the visit and includes the discharge
instructions. SMC requires all patients to receive an AVS at the time of discharge.

1. Click the Discharge activity.
2. Click Preview AVS.

The After Visit Summary Displays.

The AVS will display the medications listed in sections to inform the patient what to do
with the medication:

Current Discharge Medication List
COMNTINUE these medications which have NOT CHANGED
Details Al Noon Pha Eedtime

omeprazole (AKA PRILOSEC) 20 Take 20 mg by mouth every day. [] [1] [] [1]
mg Oral CpDR
tocopherol, aka WITAMIN E, 100 Take 400 Units by mouth every day. [] [1] [] [1]
unit Oral Cap
diltiazem (AKA CARDIZEM) 240 Take 1 Cap by mouth every day. [] [1] [] [1]
mg Oral SR 24Hr Cap Qty. 90 Refills: 3
levathyroxine (AKA SYNTHROID) Take 1 Tab by mouth every day. [] [1] [] [1]
100 meg Cral Tab Qty. 90 Refills: 3
famotidine (PEPCID) 20 mg Cral Take by mouth twice a day. [] [1] [] [1]
Tab

e NEW RX - new prescription
¢ RESUME these medications have NOT CHANGED
o STOP TAKING these medications

1. Scroll through the document to review the contents.

2. Select Print within the AVS summary when ready.

Discharge Medication Orders

Discharge medication orders placed by physicians will become prescriptions .
Physicians are still required to sign the printed prescription.

Physicians will enter discharge prescriptions using their designated discharge
navigator. Prescriptions (except Narcotics) should be processed to maintain the

Discharging a Patient



accuracy of the medication list and ensure the after visit summary (AVS) given to the

patient is complete.

Prescriptions non-controlled substances, 3 per page will print. For controlled substance
prescriptions, 1 prescription per page will print. Each page must be signed by the
ordering physician.

Discharging a Patient



Review / Process Check

1. Which of the following statements about acknowledging orders is true?

a. Acknowledging new orders means tht the user is taking responsibility for
carrying them out

b. An order needs to be acknowledged before it becomes active

An order needs to be acknowledged before the lab can collect it

a o

. Acknowledging new orders means the order has been carried out

2. Toadd a patient to your My List, find the patient on a unit system list, then drag up
to the My List folder.
a. True b. False

3. What does it mean to mark as reviewed?
a. I'have looked at this information.
b. Ihave verbally verified this information with the patient.
c. lunderstand this information.
d. I'have reviewed the information that is pertinent to me.

4. When a patient is discharged from the hospital, they will automatically be removed
from the My List:
a. True b. False

5. In which of the following ways could you see all of the overdue medications for a
particular patient?
a. Go to the Overdue tab on the MAR
b. Look at the Due Meds report from Patient Lists
c. Open the history activity
d. None of the above

6. You can search for specific results in the Results Review activity:
a. True b. False

Review / Process Check 113



10.

11

12.

13.

Review / Process Check

Which activity should you use to document collecting a lab specimen from a
patient?

a. Care Plan

b. Order Entry

c. Order Revision

d. Active Order

When documenting an allergy you can specifiy details such as agent, type, reaction
and severity:
a. True b. False

The physician has just ordered a new morphine PCA for your patient. Where
should you go first to document starting the infusion?

a. Doc Flowsheets

b. MAR

c. Order Revision

d. Patient Summary

In the Arrival Navigator, if the nurse sees Signed and Held orders plaed by a
provider, it is withing his/her scope to release these orders.
a. True b. False

. What can you use (instead of the slash key) to quicky document blood pressure?

a. Tab key
b. Apostrophe
c. Space bar
d. Hyphen

Which button will display all of the items added to a patient’s Care Plan or
Education record?

a. Expand all

b. Show all

c. Show Details

d. Filters

If you document teaching a point in Patient Education, the Care Plan automatically

updated.
a. True b. Fasle
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Create a Note Using a SmartText

A SmartText template is a pre-written form containing fields used to enter pertinent
information.

Select a SmartText

1. Click the Notes activity.

2. Click New Note.

3. Click the selection button in the Type field and select Progress Notes-Nursing. Click
Accept

4. Type ‘occur’ for occurrence in the Insert Smart Text field and press Enter.

5. Select Occurrence Note and click Accept. The Occurrence Entry note displays in the
note field.

SmartText Required Fields
The following defines the SmartText required fields:

Icon Symbol

Wildcard *** must be selected and replaced with data

SmartList | {dropdown list within brackets} an option from the list
must be selected.

- A multiple select SmartList

Yellow A single select SmartList




Complete a SmartText

Use the following information to complete the SmartText:

Field Entry

Date Today’s date

Time 10:00 a.m.

Occurrence Fall

Objective/Factual The patient accidentally tripped over
Description of Occurrence his wife’s foot and fell. The patient

continued to the restroom and
contacted me after returning to the

bed.
What Patient tripped and fell over his
wife’s foot.
When 9:45 a.m. this morning
Where In the patient room 502
Witnesses Marilyn Smith, wife
Physician Notification Paged Dr. Michael Tuggy

Patient/Family Notification Marilyn Smith, wife

Action Taken Documented a Pain Assessment.
Patient reported no pain due to fall.

6. After you complete the note, click Accept.



Tent Card Patient Scenario: Mike Patient

Department: F 9 Southwest

PATIENT SCENARIO:

Mike is a 68 year old male who was brought into the First Hill Emergency Room for
shortness of breath following a fall off of a 7 foot ladder. A chest x-ray confirmed a right
sided hemothorax, and the ER physician inserted a single atrium with an initial output
of 100cc of bloody drainage. He is transferred your unit where the surgical thoracic
resident initiates orders.

1. Log into Epic using your assigned username and password.

2. Select F 9 Southwest as your department ( remember to put a space between F and 9
and between 9 and Southwest).

3. This is the first time you're logging into Epic so you must set up you're my List.
Create My Practice List.

4. Add your patients from your assigned tent card to My Practice List.

5. From the Patient Lists tree on the left side of the screen, click the plus sign next to
the System Lists.

6. Click the plus next to System Lists, click the plus next to Nursing Units First Hill,
click on

F - 9 Southwest. The list of patients currently admitted to F - 9 Southwest appears in

the window on the upper right.

7. Open your Mike patient chart by double-clicking his row in Patient Lists.

8. Your Patient Summary, Chart Cover is the report that opens.

9. Click the Index Report

10. On the Index Report, locate Active Orders

11. From the Index Report, add the Active Orders report.

12. Now go to the RN Admission activity. In the RN Admission, you will document:

a. Belongings. He has a wallet

b. Allergies: The patient is allergic to penicillin and the reaction is rash; Mike has
recently discovered that he’s allergic to pineapple with a reaction of vomiting.
Upon completion, “Mark as Reviewed”.

c. Review the patient’s home meds and add the following medications:

i. Ibuprofen 600 mg, oral daily
ii. Lipitor, 20mg, daily
iii. Both medications were taken yesterday

d. History: Hypertension, Esophageal Reflux, High Cholesterol and had a
tonsillectomy in 2002 with Anesthesia and no reaction. Document all that was
not previously listed in History.

e. Social History: The patient quit smoking last year, which has already been
documented. Document that they also drink on an average of 2 glasses of wine
per week.

f.  Admit Screens: work through the admit screens and answer all questions



g. Plan of Care and Patient Education: you are not ready to begin this section. Move
to the next section.
h. The Admit is now complete.

13. From the Patient Summary, the Active Orders report shows tasks that need to be
done and documented shortly after the patient’s arrival.

14. Go the Doc Flowsheets, locate the I/O-Drains flowsheet. The patient had a chest
tube placed prior to coming to the floor, but it still needs to be added to the chart.
Document the addition of the LDA (Chest Tube to 20mmhg continuous suction).
Document the assessment of the chest tube and document an output of 100mL upon
insertion.

. Go to the VS Acute Care flowsheet to document vitals. Document:

Temp: 98.9F

Pulse: 96

Resp rate: 20

BP: 110/ 65 taken on right arm, while sitting

SP02: 96 %

Room Air

Pain Description: Head, Aching

Pain Scale: 6

Safety Measures: Standard safety measures

Height: 6'2” (F=feet; I=inches)

Weight 2101b

16. Go to the Assessment flowsheets and document:

a. Patient has a hacking cough with copious yellow secretions
b. Patient is not at an elevated risk for fall
c. Elevated risk for infection

17. After the assessment, you notice that a UA has been ordered . You realize that the
urine collection from earlier is enough for the UA. You have collected the specimen
and need to print the requisition to send with the specimen to the lab.

18. Write a Progress Note and accept it.

19. Go to the MAR activity. After the patient rated their headache at a 6 on the pain
scale, you offer them acetaminophen which they agree to take.

a. Document that you gave 650mg of acetaminophen
b. 25mg of Benadryl has been scheduled for every 6 hours; the patient has declined
it, because it makes them sleepy.

20. Go to the Plan of Care activity. Apply the Adult Physiological Instability template.
Apply the applicable goals (goals should address the issues that are keeping the
patient in the hospital). Document on the Plan of Care as appropriate.

21. Go to the Patient Education activity. Create the Learning Assessment.

Go to the Assessment tab and click Create New

Document learner, readiness, method, and response for all points and click file

Go to the Unresolved Education tab.

Click Add Title

Type NSG General Inpatient Nursing Inpatient Adult

—_
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f. Select the appropriate teaching topics from the template, click Accept

22. 30 minutes have gone by since you gave the patient acetaminophen. Reassess the
pain and document it on the Doc Flowsheet. The patient’s pain is now a 7/10.

23. The patient’s pain scale is high and the acetaminophen is not assisting the patient,
you have decided to call the provider to get a stronger pain medication. You speak
to the provider and they ask you to place a verbal order for Oxycodone 5 mg Q4
hours PRN Pain.

24. Go to the Doc Flowsheets activity and select the VS Acute Care flowsheet.

25. Document the VORB/TORB located under the MD/Provider Notification section.

26. Go to the Order Entry activity to place the order for Oxycodone 5 mg Q4 hours PRN.

In the New Order area, type Oxycod

Select the appropriate medication, click Accept

Click on the medication’s hyperlink

Review and click Accept.

. Click Sign Orders.

27. Close the Patient’s chart and log out.
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NOTES




