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PREFACE

This document targets all users of the Indian Health Service Electronic Health Record
(RPMS-EHR). The RPMS-EHR represents a novel approach to electronic health

records. Built on the VueCentric® Framework, the RPMS-EHR is a highly
customizable window into a patient’s health record. Because of its flexibility, the
RPMS-EHR can be tailored to meet the needs of a wide range of user roles: providers,
nurses, pharmacists, clerks, and so on. This document describes the functional
components of the RPMS-EHR. Because the exact layout and configuration of the
RPMS-EHR will vary among user roles and healthcare facilities, the components
available to a given user will also vary. As a result, each available component occupies
its own chapter and some chapters might not be applicable to all settings.
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1.0

1.1

111

1111

Introduction

The Indian Health Services Electronic Health Report (EHR) application is based on a
component framework. This means that the application the user sees is actually
composed of functional components most suited to the user’s role in patient care.
Thus, the application used by a ward clerk will look much different from that used by
a physician. This User Manual is organized into chapters, where each chapter is
devoted to a particular functional component (e.g., order entry). Depending on a user’s
role, some chapters will be valid while others will not.

Rules of Behavior

This mandatory section was written by the IHS. It does not explain any of the
functionality of the RPMS-EHR software.

RPMS User

In addition to these rules, each application may include additional RoBs, which may
be defined within the individual application’s documentation (e.g., PCC, Dental,
Pharmacy).

Access
RPMS Users shall:

* Only use data for which you have been granted authorization.

* Only give information to personnel who have access authority and have a need to
know.

» Always verify a caller’s identification and job purpose with your supervisor or the
entity provided as employer before providing any type of information system
access, sensitive information, or non-public agency information.

» Be aware that personal use of information resources is authorized on a limited
basis within the provisions Indian Health Manual Chapter 6 OMS Limited Per-
sonal Use of Information Technology Resources TN 03-05, August 6, 2003.

Users Shall Not:

» Retrieve information for someone who does not have authority to access the infor-
mation.

» Access, research, or change any user account, file, directory, table, or record not
required to perform your OFFICIAL duties.

» Store sensitive files on a PC hard drive, or portable devices or media, if access to
the PC or files cannot be physically or technically limited.

» Exceed their authorized access limits in RPMS by changing information or search-
ing databases beyond the responsibilities of their job or by divulging information
to anyone not authorized to know that information.
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1.1.1.2 Logging On To The System
RPMS Users shall:

Have a unique User ldentification/Account name and password.

Be granted access based on authenticating the account name and password entered.
Be locked out of an account after 5 successive failed login attempts within a speci-
fied time period (e.g., one hour).

1.1.1.3 Information Accessibility
RPMS shall restrict access to information based on the type and identity of the user.
However, regardless of the type of user, access shall be restricted to the minimum level
necessary to perform the job.

Users Shall

Access only those documents they created and those other documents to which
they have a valid need-to-know and to which they have specifically granted access
through an RPMS application based on their menus (job roles), keys, and FileMan
access codes. Some users may be afforded additional privileges based on the func-
tion they perform such as system administrator or application administrator.
Acquire a written preauthorization in accordance with IHS polices and procedures
prior to interconnection to or transferring data from RPMS.

Behave in an ethical, technically proficient, informed, and trustworthy manner.
Logout of the system whenever they leave the vicinity of their PC.

Be alert to threats and vulnerabilities in the security of the system.

Report all security incidents to their local Information System Security Officer
(ISSO)

Differentiate tasks and functions to ensure that no one person has sole access to or
control over important resources.

Protect all sensitive data entrusted to them as part of their government employ-
ment.

Shall abide by all Department and Agency policies and procedures and guidelines
related to ethics, conduct, behavior and IT information processes.

1.1.1.4  Accountability
Users Shall:

Behave in an ethical, technically proficient, informed, and trustworthy manner.
Logout of the system whenever they leave the vicinity of their PC.

Be alert to threats and vulnerabilities in the security of the system.

Report all security incidents to their local Information System Security Officer
(ISSO)

Differentiate tasks and functions to ensure that no one person has sole access to or
control over important resources.

Protect all sensitive data entrusted to them as part of their government employ-
ment.
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» Shall abide by all Department and Agency policies and procedures and guidelines
related to ethics, conduct, behavior and IT information processes.

1.1.1.5 Confidentiality

Users Shall:

» Be aware of the sensitivity of electronic and hardcopy information, and protect it
accordingly.

» Store hardcopy reports/storage media containing confidential information in a
locked room or cabinet.

» Erase sensitive data on storage media, prior to reusing or disposing of the media.

» Protect all RPMS terminals from public viewing at all times.

» Abide by all HIPAA regulations to ensure patient confidentiality.

Users Shall Not:

» Allow confidential information to remain on the PC screen when someone who is
not authorized to that data is in the vicinity.

» Store sensitive files on a portable device or media without encrypting.

1.1.1.6 Integrity

Users Shall:

* Protect your system against viruses and similar malicious programs.

» Observe all software license agreements.

* Follow industry standard procedures for maintaining and managing RPMS hard-
ware, operating system software, application software, and/or database software
and database tables.

» Comply with all copyright regulations and license agreements associated with
RPMS software.

Users Shall Not:

* Violate Federal copyright laws.

» Install or use unauthorized software within the system libraries or folders.

» Use freeware, shareware or public domain software on/with the system without
your manager’s written permission and without scanning it for viruses first.

1.1.1.7 Passwords

Users Shall:

» Change passwords a minimum of every 90 days.

» Create passwords with a minimum of eight characters.

» If the system allows, use a combination of alpha, numeric characters for pass-
words, with at least one uppercase letter, one lower case letter, and one number. It
is recommended, if possible, that a special character also be used in the password.

» Change vendor-supplied passwords immediately.
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» Protect passwords by committing them to memory or store them in a safe place (do
not store passwords in login scripts, or batch files.

» Change password immediately if password has been seen, guessed or otherwise
compromised; and report the compromise or suspected compromise to your 1SSO.

» Keep user identifications (ID) and passwords confidential

Users Shall Not:

» Use common words found in any dictionary as a password.

» Use obvious readable passwords or passwords that incorporate personal data ele-
ments (e.g., user’s name, date of birth, address, telephone number, or social secu-
rity number; names of children or spouses; favorite band, sports team, or
automobile; or other personal attributes).

» Share passwords/IDs with anyone or accept the use of another’s password/ID,
even if offered.

* Reuse passwords. A new password must contain no more than five characters per 8
characters from the previous password.

» Post passwords.

» Keep a password list in an obvious place, such as under keyboards, in desk draw-
ers, or in any other location where it might be disclosed.

» Give a password out over the phone.

1.1.1.8 Backups

Users Shall:

» Plan for contingencies such as physical disasters, loss of processing, and disclo-
sure of information by preparing alternate work strategies and system recovery
mechanisms.

» Make backups of systems and files on a regular, defined basis.

» If possible, store backups away from the system in a secure environment.

Users Shall Not:

* Violate Federal copyright laws.

* Install or use unauthorized software within the system libraries or folders.

» Use freeware, shareware or public domain software on/with the system without
your manager’s written permission and without scanning it for viruses first.

1.1.1.9 Reporting

Users Shall:

» Contact and inform your ISSO that you have identified an IT security incident and
you will begin the reporting process by providing an IT Incident Reporting Form
regarding this incident.

* Report security incidents as detailed in IHS SOP 05-03, Incident Handling Guide.

Users Shall Not:
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1.1.1.10

1.1.1.11

1.1.1.12

1.1.1.13

» Assume that someone else has already reported an incident. The risk of an incident
going unreported far outweighs the possibility that an incident gets reported more
than once.

Session Time Outs

RPMS system implements system-based timeouts that back users out of a prompt after
no more than 5 minutes of inactivity.

Users Shall:

» Utilize a screen saver with password protection set to suspend operations at no
greater than 10-minutes of inactivity. This will prevent inappropriate access and
viewing of any material displayed on your screen after some period of inactivity.

Users Shall Not:

» Utilize a screen saver with password protection set to suspend operations at no
greater than 10-minutes of inactivity. This will prevent inappropriate access and
viewing of any material displayed on your screen after some period of inactivity.

Hardware
Users Shall:

» Avoid placing system equipment near obvious environmental hazards (e.g., water
pipes).

» Keep an inventory of all system equipment.

» Keep records of maintenance/repairs performed on system equipment.

Users Shall Not:

* Do not eat or drink near system equipment.

Awareness
Users Shall:

» Participate in organization-wide security training as required.

» Read and adhere to security information pertaining to system hardware and soft-
ware.

» Take the annual information security awareness.

» Read all applicable RPMS Manuals for the applications used in their jobs.

Remote Access

Each subscriber organization establishes its own policies for determining which
employees may work at home or in other remote workplace locations. Any remote
work arrangement should include policies that:

e Areinwriting.
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* Provide authentication of the remote user through the use of ID and password or
other acceptable technical means.

» Outline the work requirements and the security safeguards and procedures the
employee is expected to follow.

» Ensure adequate storage of files, removal and non-recovery of temporary files cre-
ated in processing sensitive data, virus protection, intrusion detection, and pro-
vides physical security for government equipment and sensitive data.

» Establish mechanisms to back up data created and/or stored at alternate work loca-
tions.

Remote Users Shall:

* Remotely access RPMS through a virtual private network (VPN) when ever possi-
ble. Use of direct dial in access must be justified and approved in writing and its
use secured in accordance with industry best practices or government procedures.

Remote Users Shall Not:

» Disable any encryption established for network, internet and web browser commu-
nications.

1.1.2 RPMS Developers

Developers Shall:

» Always be mindful of protecting the confidentiality, availability, and integrity of
RPMS when writing or revising code.

» Always follow the IHS RPMS Programming Standards and Conventions (SAC)
when developing for RPMS.

* Only access information or code within the namespaces for which they have been
assigned as part of their duties.

» Remember that all RPMS code is the property of the U.S. Government, not the
developer.

» Shall not access live production systems without obtaining appropriate written
access, shall only retain that access for the shortest period possible to accomplish
the task that requires the access.

» Shall observe separation of duties policies and procedures to the fullest extent pos-
sible.

» Shall document or comment all changes to any RPMS software at the time the
change or update is made. Documentation shall include the programmer’s initials,
date of change and reason for the change.

» Shall use checksums or other integrity mechanism when releasing their certified
applications to assure the integrity of the routines within their RPMS applications.

» Shall follow industry best standards for systems they are assigned to develop or
maintain; abide by all Department and Agency policies and procedures.

» Shall document and implement security processes whenever available.

Developers Shall Not:
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Write any code that adversely impacts RPMS, such as backdoor access, “Easter
eggs,” time bombs, or any other malicious code or make inappropriate comments
within the code, manuals, or help frames.

Grant any user or system administrator access to RPMS unless proper documenta-
tion is provided.

Not release any sensitive agency or patient information.

1.1.3  Privileged User

Personnel who have significant access to processes and data in RPMS, such as, system
security administrators, systems administrators, and database administrators have
added responsibilities to ensure the secure operation of RPMS.

Privileged Users Shall:

Verify that any user requesting access to any RPMS system has completed the
appropriate access request forms.

Ensure that government personnel and contractor personnel understand and com-
ply with license requirements. End users, supervisors, and functional managers are
ultimately responsible for this compliance.

Advise the system owner on matters concerning information technology security.
Assist the system owner in developing security plans, risk assessments, and sup-
porting documentation for the certification and accreditation process.

Ensure that any changes to RPMS that affect contingency and disaster recovery
plans are conveyed to the person responsible for maintaining continuity of opera-
tions plans.

Ensure that adequate physical and administrative safeguards are operational within
their areas of responsibility and that access to information and data is restricted to
authorized personnel on a need to know basis.

Verify that users have received appropriate security training before allowing access
to RPMS.

Implement applicable security access procedures and mechanisms, incorporate
appropriate levels of system auditing, and review audit logs.

Document and investigate known or suspected security incidents or violations and
report them to the ISSO, CISO, and systems owner.

Protect the supervisor, superuser or system administrator passwords.

Avoid instances where the same individual has responsibility for several functions
(i.e., transaction entry and transaction approval).

Watch for unscheduled, unusual, and unauthorized programs.

Help train system users on the appropriate use and security of the system.
Establish protective controls to ensure the accountability, integrity, confidentiality,
and availability of the system.

Replace passwords when a compromise is suspected. Delete user accounts as
quickly as possible from the time that the user is no longer authorized system.
Passwords forgotten by their owner should be replaced, not reissued.
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Terminate user accounts when a user transfers or has been terminated. If the user
has authority to grant authorizations to others, review these other authorizations.
Retrieve any devices used to gain access to the system or equipment. Cancel logon
IDs and passwords, and delete or reassign related active and back up files.

Use a suspend program to prevent an unauthorized user from logging on with the
current user's ID if the system is left on and unattended.

Verify the identity of the user when resetting passwords. This can be done either in
person or having the user answer a question that can be compared to one in the
administrator’s database.

Shall follow industry best standards for systems they are assigned to; abide by all
Department and Agency policies and procedures

Privileged Users Shall Not:

Access any files, records, systems, etc., that are not explicitly needed to perform
their duties.

Grant any user or system administrator access to RPMS unless proper documenta-
tion is provided.

Not release any sensitive agency or patient information.

1.2 Package Management

Because the EHR provides access to sensitive clinical data, all appropriate precautions
as outlined by the Health Insurance Portability and Accountability Act (HIPAA) of
1996 and the Federal Privacy Act of 1974 must be undertaken. Unauthorized use or
disclosure of this information is a violation of federal law and can result in criminal or
civil penalties.

1.3 Package Operation

Operation of each functional component is described in the respective chapters.
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2.0 Activity Time

The Activity Time panel refers to how much provider time was involved in providing
and documenting the service or performing an activity. The activity is always recorded
in minutes. EHR will calculate the total activity time for both the Encounter Time and
Travel Time fields.

To add values to the Activity Time panel, you can either click in the Encounter Time
or Travel Time fields and directly type the time spend, or click on the up and down

arrows (@) to adjust the value up or down in one minute increments.

ﬂ Activity Time: DOCTOR,TEST

Encounter Time: I 3n E [mitLtes)
Trawvel Time: IE E [rmitLtes]

Tatal: BO minutes
Figure 2-1: Activity Time Panel
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3.0 Adverse Reactions

Adverse Heactions

Agent - | R eaction |
ACETAMINOPHEM/COD...  MNAUSEAMWOMITING

CALAMIME HIWES

GEMNTAMYCIM

Figure 3-1: Sample Adverse Reactions Panel

The Adverse Reactions component shows a list of the causative agents associated with
the patient’s allergies or adverse reactions, in alphabetical order. You can sort any
column by clicking on its heading.

Adverse Reactions apply to allergies and to adverse drug reactions. Allergies/adverse
reactions can be entered via the allergy tracking package.

3.1 Refresh

You can select Refresh from the right-click menu to re-display the patient’s
information in this component so that recent changes will be reflected.

3.2 Adverse Reaction Detall

When configured as a pop-up, the Adverse Reaction Detail displays when a table entry
is selected in the Adverse Reaction panel:

_loix

Cauzative agent: PENICILLINSG ﬂ
SJigne/svynptons: RASH

Drug Classes: PENICILLINS

Originated: HAGER  MARY G CLINICAL COORDINATOR
Verified: Mo

Observed/Historical:Historical

4 o

E?zr:;l E‘% Frint... | Cloze |

Figure 3-2: Sample Adviser Reaction Detail Pop-up
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Click Close to dismiss the pop-up.

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

Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

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

“Right-Click Menu to Edit Text” on page 365 for more information.
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4.0 Appointments and Visits
The Appointments component lists the appointments for the current patient. The list
includes future appointments created through scheduling where no visit currently
exists.
Appointments and Yisits
A ppaintrent"izit | Date = | Statuz |4
1GEMERAL 16Feb-200511:47  AMBULATORY
O1GEMERAL 18-Jan-20051301  AMBULATORY
O1GEMERAL 14-Jan-2005 1351 AMBULATORY
(1GEMERAL 254002004 1014 AMBULATORY
1GEMERAL 13-4u0-2004 1440 AMBULATORY
O1GEMERAL Of-Julk-2004 16:24  AMBULATORY
O1GEMERAL 21May-2004 1437 AMBULATORY
29 PHARMACY 20:4pr2004 12200 AMBULATORY
1GEMERAL 194pr-2004 11:26 AMBULATORY
29 PHARMACY 154p-2004 12200 AMBULATORY
O1GEMERAL 144pr-2004 1328 AMBULATORY
05 DERMATOLOGY 14-4pr-2004 10:04  AMBULATORY
29 PHARMACY 14-4pr-2004 10:04  AMBULATORY
05 DERMATOLOGY OF-4pr-2004 1010 AMBULATORY |
O1GEMERAL 02-4pr-2004 10:21 AMBULATORY
29 PHARMACY 24Mar-2004 0835 CHART REVIEW
29 PHARMACY 24Mar-2004 0829 AMBULATORY hd
Figure 4-1: Sample Appointments and Visits Panel
The date range of appointments that appear on this panel is controlled by a parameter
that is setup by the Clinical Applications Coordinator.
The default sort is by date (newest first). You can sort any column by clicking its
heading.
4.1 Refresh

Select Refresh from the right-click menu to re-display the patient’s information in this
component so that recent changes will be reflected.

4.2 Appointment/Visit Detalil

When configured as a pop-up, the Appointment/Visit Detail displays when a table
entry is selected (this is the contents of the Visit File).

User Manual

12

Appointments and Visits

September 2007



Electronic Health Record (RPMS-EHR) vl.l

=lolx|

i'[RI-I: 3423 DO%: 23-May-2006 10:14 VISIT IEN: 76 &

———————————————————————————— FC ACUTE CAPE YISIT =--==========secccceessssse===
<FPage L=

AUTHOR: HAGER,MARY FATIENT MAME: DEMO,MOTHER R

SICGHED BY: HAGER, MARY G STATUS: COMPLETED

WISIT: MAY 23, 2006@L0:14 LOCATION: TEST CLINIC

DEMO,MOTHER B i3 a 48 year old FEMALE who
presents for
Chief Complaint: Sore arm after falling from chain while tring to change
a light bulb
HISTORY OF PRESENTING INJURY
Prowided to provider by patient

Basic Data
When did injury occur? 7 hours ago.
Where did injury occur? Home
Recent alcohol or drug use:
Ko

4 oy

o Figure 4-2: Sample Appointment/Visit Detail Pop-up

Click Close to dismiss the pop-up.

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

Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

The detail pop-up has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word). See
“Right-Click Menu to Edit Text” on page 365 for more information.
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5.0 Awaiting Review

You use the Awaiting Review (@) icon on the Patient/Visit Tool Bar to
simultaneously sign several orders and documents (like notes).

Follow these steps:

1. Click the Awaiting Review icon (@) on the Patient/Visit Tool Bar.

2. The Review/Sign Changes dialog displays.

Review/Sign Changes for Demo,Raven Danielle

Signature will be applied ta checked itemsz

Orders - Other Unsigned

Hold H¥DROCHLOROTHIAZIDE TAR 25MG TAKE TWw0 TABLETS B
Dizcontinue ERYTHROMYCIM SUSP 200MG /AL TAKE 1 TEASPOO

E lectronic Signature Code;

Sign I Cancel I

Figure 5-1: Sample Electronic Signature Dialog for Simultaneous Signing

3. Eachitem that requires a signature will have a check in the checkbox in front of it.
Uncheck any items that you do not want to sign by clicking the checkbox to the
left of the item. Optionally, you can click on a group heading to alternately check
and uncheck all of its member items.

4. Enter your electronic signature code and click Sign. The checked items will now
be signed.
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6.0

Chief Complaint

The Chief Complaint component is where you enter/edit information about the current
patient’s chief complaint/patient requests/diagnosis.

Chief Complaint IF' Eoft | |

| Chéef Comglaint

USER,DEMO 1.] Patient complains of Chest Pain

Figure 6-1: Chief Complaint Panel

The pretext of each pick list item can be configured by your local CAC. The pretext of
the complaint in the above example is “Patient complains of” and what appears after
the pretext is what pick list items the user selected.

The Chief Complaint dialog has three methods for entering a chief complaint: (1)

using the Symptoms radio button, (2) using the Patient Requests radio button, and
using the Diagnosis radio button.

6.1 Entering Symptoms

Follow these steps to have the symptoms automatically populate the Chief Complaint
dialog.

1. Click Add (or select the “Add Chief Complaint” option on the right-click menu)
to display the Chief Complaint dialog.

iw. Chiel Complaint ) _3_(]

Elmcl
_:][.'d‘lcdl

[ Seyenty Diuration
Razh C Minat
Rurining Hose =
Ciriuz P ? Moderate: r j
Sore Throat Severs -
Chills Hoarseness Uinary Problem R Y gr.u:
Cold Irdection Yenereal Dizease f-»!"_._.l._': i o
Cough Insomnia Vision Problem s " Weeks
Decreazed Appelite Joint Pain £ Let  Months
Diarthea Lacesation  Bol  Yeus
Dizoiness Nauzea [__J.,
E ai Ache P airy ]
@ Symplom  © Disgnosiz  © Patient Request Clear I

Figure 6-2: Chief Complaint Dialog

The pick list can be configured; see your local CAC.
2. Enable the Symptoms radio button on the Chief Complaint dialog.

3. Highlight the chief complaint and then click the Append Symptom button. This
will add the chief complaint to the top panel on the Chief Complaint dialog.
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4. If there is more than one chief complaint, highlight the complaint and then click
the Append Symptom button, then highlight the next complaint and then click the
Append Symptom button, etc. In this case the text box could look like this:

1.] Patient complaing of Back Ache, Chest Pain, Cough. ;I
| . | [
Figure 6-3: Multiple Chief Complaints

5.  Complete the Severity and Duration panels, if necessary.

6. You can remove all of the text in the text box by clicking Clear.

7. The Chief Complaint field has a right-click menu that you can use to edit the text
of the complaint. See “Right-Click Menu to Edit Text” on page 365 for more
information.

8. When complete, click the OK button on the dialog. You return to the Chief

Complaint panel, with the specified symptom information in the panel.
(Otherwise, click Cancel.) Each record shows the author and the text of the
complaint.

6.2 Entering Symptoms Having a Location

The symptom that have an asterisk following its name is one that requires you to enter
a location (for example, Infection).

Follow these steps to enter symptoms having a location:

1. Highlight a symptom (that have an asterisk following its name).

2. The Location panel becomes available.
Click the drop-down list at the bottom of the Location panel and make a selection.
Enable the appropriate radio button in that panel to determine the location of the
symptom.

3. Complete the Severity and Duration panels, if necessary.

4. Click the Append Symptom button. The Chief Complaint dialog could look like
this:
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S > |

1.] Patient complains of Infechion (& left Ear for 2 Days. ;I Ok,
]
. Eve Pain Pair f.,’-‘”.'-” [
iety Feves Rash® ¥ L ER :,
ack Ache Head Ache Rurnining Hose Moderate d
st Pain Hemonhoadal dizcomboet® Sz Pan " Severs  Hours
3 Hoarseress Sleeplessness” B p——
old [ - = T hroat FLW ? 2
ough Insomnia Wenereal Disease Fight Woeks
eciested Appelite Joint Pan® Wision Problem & Left " Months
iarihea Lacesation” " Both " Years
[ Masea E = |;
ai Bk Decurs late st night e ]
(s E.lﬂ'ﬁm r Disease ' Pmﬂw; Claa |

Figure 6-4: Sample Chief Complaint with Location Specified
5. You can remove all of the text in the text box by clicking Clear.

6. When complete, click the OK button on the dialog. You return to the Chief
Complaint panel, with the specified symptom information in the panel.
(Otherwise, click Cancel.)

6.3 Entering Patient Requests

Follow these steps to have the patient requests automatically populate the Chief
Complaint dialog.

1. Enable the Patient Requests radio button on the Chief Complaint dialog.

w, Chief Complaint

Cazt Removal Wtk Excuess
Consult

E wam

| iz aton

| njection

Mied Fefill
Medical Supply
Phypsical
Prenatal Visit
Schiool Excuse
fo/ell child wizit

" Spmplom " Diagnosiz 1+ Patient Request Claar | Append

Figure 6-5: Patient Requests
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The pick list can be configured; see your local CAC.

2. Select the patient request and click the Append Symptom button. This will add
the request to the top panel of the Chief Complaint dialog.

3. If there is more than one patient request, highlight the request and then click the
Append Symptom button, then highlight the next request and then click the
Append Symptom button, etc. In this case the text box could look like this:

1.1 Patient requests Immunization, ked Fefill. ;I

[

Figure 6-6: Multiple Patient Requests

4. You can remove all of the text in the text box by clicking Clear.

5. When complete, click the OK button on the dialog. You return to the Chief
Complaint panel, with the specified request in the panel. (Otherwise, click
Cancel.)

6.4 Entering Diagnosis

Follow these steps to have the patient diagnoses automatically populate the Chief
Complaint dialog.

1. Enable the Diagnosis radio button on the Chief Complaint dialog.

%
oK |
T
=
Back Pan
Diiabetes
Hypedtension

T Symplom  * Diagnosis  © Patient Request Clear I 'ﬁmﬂ_l

Figure 6-7: Sample Chief Complaint for Diagnosis

The pick list can be configured; see your local CAC.
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2.

Select the diagnosis and click the Append Symptom button. This will add the
diagnosis to the top panel of the Chief Complaint dialog.

If there is more than one diagnosis, highlight the diagnosis and then click the
Append Symptom button, then highlight the next diagnosis and then click the
Append Symptom button, etc. In this case, the text box could look like this:

1.] Patient reports Back Pain, Diabetes, d

=

Figure 6-8: Multiple Diagnosis
You can remove all of the text in the text box by clicking Clear.

When complete, click the OK button on the dialog. You return to the Chief
Complaint panel, with the specified diagnosis in the panel. (Otherwise, click
Cancel.)

6.5 Editing a Chief Complaint Record

Follow these steps to edit a chief complaint record:

1.

2.

Select the chief complaint record you want to edit.

Click Edit (or select the “Edit Chief Complaint” option on the right-click menu)
to display the Chief Complaint dialog.

You can change any information on this dialog. See Entering Symptoms as a
guide as to how you can change the dialog.

When all information has been updated, click OK. You return to the Chief
Complaint panel. (Otherwise, click Cancel).

6.6 Deleting a Chief Complaint Record

Follow these steps to delete a chief complaint record:

1.

2.

Select the chief complaint record you want to delete.

Click Delete (or select the “Delete Chief Complaint” option on the right-click
menu) to display the “Delete Chief Complaint?” information message.

Delete Chief Complaint? |

h_?/ fre you sure ol wank to delete the chief complaint?

Yes

Figure 6-9: Delete Chief Complaint Information Message
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Click Yes to remove the selected chief complaint record. (Otherwise, click No.)

6.7 Visit Detall

Select the “View Visit Detail” option on the right-click to view the Visit Detail
pop-up for the selected record. See “Visit Detail Information” on page 365 for
more information about this feature.
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7.0 Consults

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

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

7.1 Basic Operation

The Consults process involves the following steps.

1.

The clinician orders a consult. From within the patient’s EHR medical record, the
clinician enters an order for a consultation. The ordering clinician might first have
to enter Encounter Information.

The consult service receives an alert and a printed report (SF 513). The receiving
service can then accept the consult, forward it to another service, or send it back
to the originating clinician for more information.

The consult service accepts or rejects the consult request. To accept the consult,
the service uses the receive action. The service can also discontinue or cancel the
consult. Cancelled consults can be edited and resubmitted by the ordering
clinician. A consult service clinician sees the patient.

The Edit/Resubmit action is available for cancelled consults. The consult must be
capable of being resubmitted and the user must be authorized to resubmit
consults.

The consult service enters results and comments. Resulting is primarily handled
by writing a note to complete the consult.

The originating clinician receives a CONSULT/REQUEST UPDATED alert that
the consult is complete (if the provider has that alert turned on). The results can
now be examined and further action can be taken on behalf of the patient.

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

The Consults component presents a list of consults in a tree view. Consults are
represented by the IZ] icon.
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9. Right-click in the Consults text and you can select the Find in Selected Consult
option from the pop-up menu. This option allows you to search for the specified
text. A Replace Text option is also available, but it is only active when a consult is
being edited.

10. The field below the list of consults shows a list of documents related to the
highlighted consult. These related documents are also in a tree view.

7.2 Viewing Consults

When you select a specific consult, you will see an area that lists any notes associated
with the consult. You can also click on a note entry to view the full text of the note. See
“Icon Legend for Consults Window” on page 60 for information about the icons on
the Consults window.

An asterisk (*) preceding the title indicates that there are significant findings for that

consult.
ot .
*Littlewolf Pegay LYNH | Visit not selected ; ! Ho
|V vt oo & al ot u)
Fie Miew Action [iphons
Al Coonulty Sep 23 [c] ENT-AUDMOLOGYT ConsConmt & 30
= E' AN conaulty Current Pat. Status: futpatient

Ix

Ll grd;r e ENT=-RAIDIOLOGY

d o Service: -

H '5".]11[” I:[I]Eﬁ'ﬂ From Service: O1CENERAL

Raguasting Provider: DOCTOR,TEST

Sarvice i3 te Be rendared on an OUTPATIENT bBasis
Pla=w: Consuleane s choice
Urganoy: Rousine

Orderable Ites: ENT-AUDIOLOGY

Consult: Consult Requestc
Peasorn For Reguest: —]
'I I LI FATIENT IE BEING REFERRED TO CROW ENT=AULIOLOGT
DEPARTHERT FOR EVALUVATION.
ten 1. PATIENT IS A WRWLY DIACMOSISED WITH
Mew Procedue o ’

= Ji Related Documents

¥
B Sep2304 ENT 2. ATTENTION:

AUDTOLOGY-F. HOEER

3. SERVICES DESIRED:This pacient needs hearing tested in both ears.

4. APDITEOHAL COMMENTS:

Figure 71 Sample of Text of Selected Consult
Follow these steps to view consults for the selected patient:

1. Go to the Consults window and highlight the consult to view (from the All
Consults list.)
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2. The text of the consult will appear in the right panel. Any notes associated with
that consult will appear in the Related Documents panel. To view the text of a
related note, click on the note.

3. You can print the contents of a selected consults by selecting File = Print. See

‘Printing a Consult” on page 59 for more information.
7.3 Consult Status

You can determine the status of a consult by the letter (abbreviation) that follows the
date. In the following example, the status of the highlighted consult is a (for active).

All Congulks
= Fg'_}; All conzults
- [H May 10,06 [a] PHYSICAL THERAPY Cons Consult #: 4

P [¥] Map 03,08 (o) DIETETICS Cons Consult #: 3

Figure 7-2: Example of Consult Status

The following table describes the status of a consult.

Abbreviation | Name Description

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

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

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

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

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

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

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

7.4 Changing Views

Changing the Consults view allows you to view the list of consults based on one of
several criteria. This action could speed up the selection process.

7.4.1  Types of Views

You can change the Consults view to only include the following problems:

» All Consults (this displays all consults for the current patient)

» Consults by Status (you select a status and sort order)

» Consults by Service (you select a service and sort order)

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

7.4.2 Custom View

Select the Custom View option on the View menu to further focus the list of consult
notes you want to view.

Fie | View #Action Oplions

AlCe A Consults

[ Consults by Statys
Consults by Service
Consulks by Dake Bange

Cushom Yiew

Save a5 Default Yiew
Return o Default Yiew

Jcon Legend
Figure 7-3: Selecting the Custom View Option

From the List Selected Consults dialog, you can choose to display consults by any
combination of service, status, date range, group, and sort order.

List Selected Consults

Senvice Shatus
m = Discontinued -
J Complete
" : Pernding
=Ml Emg Active
Cardiology Seheduled
Chaplin Partial Results
Contact Lens Request Canceled ll
Ekg Beginn
eginning U ate
E rdacrinology I _I
Ent-Auichology
Eveglazs Request Ending D ate
Horme Dxygen Request ITI.'_IDA":" '_I
Mukribion R equest
Pharmacy Giroup By
Podiatiy finone] =
Frosthebcs Request
Prudmorsary [~ Soak Dirder
Respaataiy Thetapy " Ascendng [cldest fist]
Text Congudt ; .
i+

Wed CHid Coneul . *  Descendng (newest fist] |

ok |  Concel |

Figure 7-4: List Selected Consults Dialog for Custom View

After clicking OK, the consults with the specified features display in the upper, left
panel of the Consults window.
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7.5 Consult Participants

The Consult Originator initiates a new consult. The Consult Receiver takes the
appropriate action concerning the consult.

7.6 Initiating Consults

You can initiate a consult request by using either the Consults or the Orders
component. Both techniques are described below.

When the new consult is complete, this triggers a notification so that the recipient can
take appropriate action.
7.6.1 New Consult using the Consults Component

The following steps describe how you enter a generic consult. Your site might have
quick orders to replace the generic consult; quick orders will not be described.

Make sure that a visit is selected. Follow these steps to enter a new consult on the
Consults tab:

1. On the Consults window, click the New Consult button (or select Action - New
—> Consult) to display the Order a consult dialog.

€. Order a consult
Corsul ko Serice/Specially Urgency Abtention
I =] [rouTing EN B
.gugnl?rgpﬂ{am-ﬂ-:dﬂﬁm> ﬂ Patient will be ceen a2 arc Place of Consull stion
ob < Test Congults - o - : =
Cado <Cardolonss = R R [CONSULTANT'S CHOIC =]
T atcbslom - =
Reason for Request | _J

ﬂ Accept Drder Cuat

Figure 7-5: Order a consult Dialog

2. There are two ways to select a consult.
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Method 1: Click the = button to display the tree view of the consult services.

= .-“-‘-._II Services
Dental

Dietetics
i Phpgical Therapy

Figure 7-6: Sample Tree View of Consult Services

Method 2: Select a consult from the list below the “Consult to Service/Specialty”
field.

Congult to Service/Specialty

Dietary <Mutntion Request: ;I

Ek
Fwt sFnb-dodinlamns LI

Figure 7-7: Sample Consult Service to Select

After you select a consult to service by using either method, you need to complete
the steps below. In certain cases, your selection might cause a template to display;
this template information will complete the Reason for Request field.

Type the reason in the Reason for Request field (required). This field has a right-
click menu to aid in editing the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.

The message box in the lower, left panel gives critical information. This panel has
a right-click menu to allow you to select the text and paste it into another free-text
field in the EHR or into another application (like MS Word). See “Right-Click
Menu to Edit Text” on page 365 for more information.

Make sure the following have the correct values:

Inpatient or Outpatient

Urgency

Place of Consultation

Attention (use if you talked to someone about this consult)

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

The input method is determined by how it is set up in RPMS. If it is set to FREE
TEXT, then you can type any text from 2 to 80 characters in length. If it is set to
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LEXICON, then you must use the Lexicon button to select a coded diagnosis
from the Clinical Lexicon.

7. Click Accept Order.
8. If there are no other consults for this patient, click Quit.

9. You can sign the consult now or later. If you do not sign it now, it will not appear
on the Consults tab (this is how it operates in RPMS). In addition, if you do not
sign it now, the application will notify you that the consult needs your electronic
signature.

10. The status of the consult will be (p) for Pending (showing that it has not been
accepted by the service filling the order).

7.6.2 New Consult using Orders Component

The following steps describe how you enter a generic consult. Your site might have
quick orders to replace the generic consult; quick orders will not be described.

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

1. Select the Orders window.

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

€ Order a consult
Consul 1o Senice/S pecially Urgeney Ablenlion
I 1| [rouTine EN B
Audiclogy <Ent-Audiclogy ﬂ Patient will be seen az anc Place of Consulation

Bob <Test Consult>

r' i 0+ . r =
Caicio «Candiology> _ Iw _ Outpatient [CONSULTANT'S CHOIC x|
ikl i 3 -

Reason for Request | s

il Accept Ordar out |

Figure 7-8: Sample Order a Consult Dialog

Note: The consults order can be labeled differently or might not be available from
your Write Orders field.
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You complete this Order a consult dialog like you do when you initiate a new consult

using the Consult component. See “New Consult using the Consults Component”
on page 25 for more information.

7.7 Completing Consults

A consult can be completed using either the Consults component or the Notes
component. Both methods are described below.

The Complete action updates the CPRS status of a consult from Active to Completed.
The Completed status links you to TIU so that you can enter findings.

This action informs the system that you are finished with the consult. An alert is sent
to the Consult Originator and marks the record as complete.

This action not only updates the current status on the consult but also updates the Last
Activity field to COMPLETED.

7.7.1  Completing a Consult using the Consults Component

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

1. Select the Consults window.
2. Select Action = Consult Results - Complete/Update Results.
3. The Consult Note Properties dialog displays.

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

Consult Note Properties

Progress Note Tite: | [ ok |

AUDIOLOGY <ENTAUDIOLOGY CONSULTS ”

CHILD <WELL CHILD CONSULT NOTE> - _ Cencel |
CONSULT <ENT-AUDIOLOGY CONSULTS _

COMSULT <PHARMACY CONSULT NOTE>

CONSULT <WELL CHILD CONSULT NOTE>

ENT <ENT-AUDIOLOGY CONSLILT»

ENT-ALDIOLOGY CONSULT ~|

Drate/Time of Note: |29—S ep-2004 1026 _I

At ||:I|:-c|:-|:-|,T est j

Figure 7-9: Sample Consult Note Properties Dialog

The application automatically populates the date and time of the note as well as
the author. You can correct these fields if necessary.
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7.7.2

10.

The note titles listed on the Consult Note Properties dialog come from the
CONSULT document class. The Clinical Applications Coordinator is responsible
for this document class.

Click OK.

Create your note by typing the text in the right panel, by using templates (click the
Templates button), and by including any reminders (click the Reminders button).
Be sure to include any test results. See “Using the Templates Button” on

page 263 or “Using the Reminder Button’ on page 264 for more information.

You can change the title of the note by clicking the Change button (above the text
of the note in the right panel) or by selecting Action - Consult Results >
Change Title. This action causes the Consult Note Properties dialog to display.

The right panel has a right-click menu for editing the text of the note. These
features are the top-most options on this menu.

Paste il
Reformat Paragraph Chri+R
Check Grammar

Check Speding

Figure 7-10: Edit Options on Right-Click Menu

The “Reformat Paragraph” option can be used when there are two sentences that
are separated by a return and you want them to become one paragraph. In that
case, place the cursor before the first sentence and then select the “Reformat
Paragraph” option.

From the Action = Consult Results menu, select either Sign Note Now or Save
without Signature. These same features are available on the right-click menu.

If you “Save Without Signature” the status of the consult becomes (pr) for Partial
Results. If you “Sign Note Now” the status of the consult becomes (c) for
Completed. See “Electronic Signature” on page 63 for more information about
signing the note.

Completing a Consult using the Notes Component

Make sure a visit is selected. Follow these steps to complete a consult using the Notes
component:

1.

2.

Select the Notes window.

Click the New Notes button (or select Action > New Progress Note).
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3. Inthe Progress Note Properties dialog, select a consult note title for the Progress
Note Title field so that the note can be auto-saved.

4. If you pick a consult title, the application will search for any non-completed
consults and ask you to attach your note to the consult. You must pick a consult in
order to use a consult note title.

Progress Mote Properties

(ISR VIS (VS l.WELL CHILD CONSULT NOTE [ o |

CRISIS MOTE -

CLIMICAL WAFRNING j Cancel I
Adverze React/dllargy

ADVAMCE DIRECTIVE

FATIEMT CHART REVIEW

WELL CHILD CONSULT NOTE

Date/Time of Note: [12400-2005 1024 .
Atk |D1:-l:,hu,Test :]

This progress nate tile must be associated with a conzult request.
Select one of the following of press cancel and choose a diffesent title.

Congull Bequest Date  Senvice Procaduwe St HH
Oct 07 041336 ENT-4UDIOLOGY COMPLETE 1
Dct 07041335 ENT-ALDIOLOGY PARTIAL RESLILTS 1
Sep 2304 1224 ENT-ALDIOLOGY COMPLETE 1

Figure 7-11: Sample Progress Note Properties Dialog

Additional items will appear on the dialog for titles that require entry of a
cosigner or an associated consult after you complete the Consult Title.

If necessary, change the note date and time by clicking the I button next to the
date and selecting a new date.

If necessary, change the note author by selecting the author from the Author drop-
down list.

5. Click OK.

6. Type your note, including any test results.
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7.7.3

7.

8.

9.

You can use the Templates button to insert template information in the text of the
note. In addition, there is a right-click menu to aid in editing the text.

Paste Ctri+-¥
Reformat Paragraph Chi+R
Check Grammar

Check Spefing

Figure 7-12: Edit Options on Right-Click Menu

From the Action menu, select either Sign Note Now or Save without Signature.
These same options are available on the right-click menu in the text of the note.

See “Sign Note Now” on page 65 for more information.

The note will appear on the Notes component as well as on the Consults
component.

10. If you “Save Without Signature” the status of the consult becomes (pr) for Partial

Results. If you “Sign Note Now” the status of the consult becomes (c) for
Completed.

Administratively Complete a Consult

If a person is set up as either an Administrative User or on an Administrative User
Team, this option exists to perform an Administrative Complete action. An
Administratively Complete does not have results attached to it.

Follow these steps to administratively complete a consult.

1.

2.

Select the Consults component.
Select the consult that you want to administratively complete.

Select Action - Consult Tracking = Administratively Complete to display the
Administratively Complete dialog.
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Administratively Complete

Signihcant Findings - Current slatus: Yes
i ‘fes { Mo " Unknown

Comments

Rdministratively completed this consult 9=95-=04

D atetime of this action Respongible Person
_| chrzon, Caroln -

0K, | Cancel |

Figure 7-13: Sample Administratively Complete Dialog
4. Enable the appropriate radio button in the “Significant Findings” panel.

5. Add comments about the consult in the “Comments” field. This field has a right-
click menu to aid in editing the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.

6. Enter the date/time in the “Date/time of this action” field, or click the = button to
select the date and time from a calendar.

7. When the Administratively Complete dialog is finished, click OK. (Otherwise,
click Cancel.)

8. You will see “COMPLETE/UPDATE?” in the Activity Grid of the text of the
consult, along with any comments below that row in the grid.

7.7.4  Using the Information in a Signed Consult

You can select text in the text of the consult. The right-click menu contains text-editing
options (like copy). Then you can paste the selected text into another free-text field
with the EHR application or into another application, like MS Word. See “Right-

Click Menu to Edit Text” on page 365 for more information.

7.8 Consult Tracking and Consult Results Features

If someone has been chosen as a “service individual to notify an update user or an
update user’ or an “administrative user’, that person will be able to track the consults
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using the EHR. This means, if that person has update status for cardiology, that person
will not be able to track ENT consults, for example.

The Action = Consult Tracking menu contains several features for tracking a consult.

Becene
Schedule
Cancel (Derry)
i :
Forward
Add Comment
Snificant Find

Display Detads
Display Resigts
Display SF 513
Print SF 513

Figure 7-14: Tracking Consult Options

You can determine which options are available for a particular consult because the
active ones are those you can select.

The Action - Consult Results menu contains several features for entering results for a

consult.

CompletefUpdate Results...

Add to Signabure List

Eik Moke...

Save Without Signature
Shogn Mobe MNow, ..
Identify Additional Sigriers

Print Note

Figure 7-15: Consult Results Optibns

The EHR application does not use the “Attach Medicine Results” nor the “Remove
Medicine Results” options. These options require a medicine package not available in

the EHR.

The following table explains what the different information about the consult does:

Information Type

What It Does

Comments Adds a note to the text of a consult regarding how to administer the consult.
Note Updates the consult and changes its status from Active to Complete. The note
becomes a Related Document of the consult.
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Information Type What It Does

Addendum Allows one or more people to add their medical opinions about the consult. This
becomes a Related Document of the consult.

Significant Findings Allows the Consult Receiver to enter significant findings about a consult. This
marks the consult with an asterisk (*).

7.8.1 Receive a Consult

The Consult Receiver uses this feature to acknowledge receipt of a new consult in the
Service and to change the current CPRS status of the consult from Pending to Active.

This action puts the receiving service on record as accepting responsibility for
completing the consult. Follow these steps:

1. Select the Consults window, and select the Consult you want to receive.

2. Select Action = Consult Tracking = Receive to display the Receive Consult

dialog.
Commenkts
=
[]
[ratestime of this achion  Achon by
_| [Dnctnl.Tesl: j
ok | cawe |

Figure 7-16: Sample Receive Consult

3. Enter comments about receiving the consult in the Comments field, for example,
if there is anything unusual about the consult. This field has a right-click menu to
aid in editing the text. See “Right-Click Menu to Edit Text” on page 365 for
more information.
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4. You can change the date and/or time if you need to. Enter the date/time in the

“Date/time of this action” field, or click the = button to select the date and time
from a calendar.

5. If this action should be by another person, select a name from the drop-down list
for the “Action by” field.

6. When the Receive Consult dialog is complete, click OK. The status of the consult
becomes (a) for Active.

7. The received consult information is added to the text of the consult in the Activity
grid, followed by any comments added.

Actiwvity Date/Time/Zone Besponsible Person  Entered By
CPRS BELEASED OBRDER lo/07/04 13:36 DOCTOR, TEST LOCTOR,TEST
PRINTED TO 1los07/04 13: 36

EBAD OHCPR 33 COMPR

RECEIVED

DOCTOR, TEST DOCTOR, TEST

4 13:37

to .

lentered)

Consult received and handled 7 Jeanotte

Figure 7-17: Sample of Received Consult in the Text of the Consult

7.8.2 Schedule a Consult

The Consult Receiver uses this action. The Schedule a Consult does not actually
schedule an appointment or link to a scheduling package. It does allow a convenient
way to annotate a consult after an appointment has been scheduled by some other
means. The Comments most likely will explain when the consult is scheduled.

This action changes the status of the consult to (s) for Scheduled.
Follow these steps to schedule a consult:

1. Select the Consults window.

2. Select the Consult you want to schedule.

3. Select Action = Consult Tracking - Schedule to display the Schedule Consult
dialog.
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Schedule Consult
Comments
Scheduled with Sars| =]
™ Send alet
[rateftime of this acion  Responsible Peison
x| [Doctor.Test |
ok | Cancel |

Figure 7-18: Sample Schedule Consult Dialog

4. Type the comments about the scheduled consult in the Comments field. This field
has a right-click menu to aid in editing the text. See “Right-Click Menu to Edit
Text” on page 365 for more information.

5. Enter the date/time in the “Date/time of this action” field, or click the =l button to
select the date and time from a calendar. The date/time here must established by
the healthcare facility as to its meaning. Either it is the date the Schedule a
Consult dialog was completed or it is the date for which the consult is scheduled.

6. If this action should be by another person, select a name from the drop-down list
for the Responsible Person field.

7. If you want to send an alert about the scheduled consult, check the Send alert
checkbox to display the Send Alert dialog.
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Send Alert |

Select or enter name Currently zelected recipients

Droctor, Test

Droctor, Tony
Doctor YCPRS
Dantraix.ames S

Doty Patay K. _I
Doyle Clanisza

Drawle ks

DavleJames D

Doyle, Sandy L

DR Y alerie

DrreweJermy

Drill Doug ;I

ak | Cancel

Figure 7-19: Sample Send Alert Dialog

8. Select a name in the “Select or enter name” field. That name will appear in the
“Currently selected recipients” field.

9. Toremove a name from the “Currently selected recipients” field, select it.

10. When the Send Alert is complete, click OK to have an alert sent. (Otherwise,
click Cancel to not send an alert.)

11. When the Schedule Consult dialog is complete, click OK; the status of the consult
change to (s) for Scheduled. (Otherwise, click Cancel.)

12. The scheduled consult information is added to the text of the consult in the
Activity grid, followed by comments that were added.

Aotiwity Date/Time/Zone Besponsible Person Entered By
CPEZ BELEASED ORD'ER 100704 13:36 DOCTOR,TEST LOCTOR,TEST
PREINTED TO 1007404 13: 36

BAOD OQHCP 23 COMPER
RECEIVELD 10507704 DOCTOR,TEST DOCTOR,TEST

lentered) 10,/07704 13:37
Con=ult received and handled over to G. Jeahotte

SCHEDULED

10707704
lentered) 10,07/
Scheduled consult with Dana

Figure 7-20: Sample of Scheduled Consult in Text of the Consult

DOCTOR,TEST DOCTOR,TEST

7.8.3 Cancel (Deny) a Consult

The Consult Receiver uses this feature to cancel a consult for completion. You must
enter a comment concerning the reason for this action.

User Manual 37 Consults
September 2007



Electronic Health Record (RPMS-EHR) vl.1l

The Consult Originator is automatically sent an alert that the request has been
cancelled (if the provider has the CONSULT REQUEST DENY/HOLD turned on).
The Consult Originator then has the option of editing and resubmitting the request.

Follow these steps to cancel a consult:

1.

2.

Select the Consults window.
Select the Consult you want to cancel.

Select Action - Consult Tracking = Cancel (Deny) to display the Cancel (Deny)
Consult dialog.

Cancel (Deny) Consult

D atetire of this achion  Ackion by

_| [D ochor, Test j

Figure 7-21: Sample Cancel (Deny) Consult Dialog

4. Type the reason for the denied consult in the Comments field. Be specific enough
so that the Consult Originator can correct and resubmit the consult. This field has
a right-click menu to aid in editing the text. See “Right-Click Menu to Edit
Text” on page 365 for more information.

5. Enter the date/time in the “Date/time of this action” field, or click the =l button to
select the date and time from a calendar.

6. If this action should be by another person, select a name from the drop-down list
for the “Action by” field.

7. When the Cancel (Deny) dialog is complete, click OK to have the cancelled
consult information added to the text of the consult in the Activity grid, followed
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by any comments that were added. The status of the consult becomes (x) for
Cancelled. (Otherwise, click Cancel.)

7.8.4 Edit/Resubmit a Consult

The Consult Originator or the Consult Receiver uses this feature to edit a cancelled or
denied consult and then resubmit the consult. When a consult is cancelled or denied
for clerical reasons (such as insufficient data), then the information on the consult can
be edited and resubmitted with this action. Alternatively, the Consult Originator can
perform this function from the alert.

Follow these steps to edit and resubmit a consult:
1. Select the Consults component.
2. Select the cancelled or denied consult that you want to edit and resubmit.

3. Select Action = Consult Tracking = Edit/Resubmit to display the Edit/Resubmit
a Cancelled Consult dialog.

£ Edit/Resubmit a Cancelled Consult

Consult bo Seivice/S peciaky Uigerncy Abterition
: z ) Place of Congultation
i : . Fatient wall be seen as an:
Disckoy Comment< ) [ICarcstaion)| et S s o 2o CONSULTANTS CHOICE =]
" I Provisional Di :
Mew Comments: I _I
Feazon for Consult
B

4. ADDITIOMAL COMMENTS:
5. RECOMENDATIONS-TREATHENT CGOALS:The testing should determine if the
pacient hesds a hearing aid.

Resubmit I Cancel I

Figure 7-22: Sample Edit/Resubmit a Cancelled Consult

Click the Cancellation button to review the reason for denial on the Cancellation
Comments pop-up. (Click Close to dismiss the pop-up.)
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€. Cancellation Comments

CANCELLED: Sep Z3, Z004@10:35:06 BY: DOCTOR,TEST
Nead to have more information about the blow to The head, like which side
and what analysis did you use To determine there might be a hearing loss?

Figure 7-23: Sample Cancellation Comments Pop-up

4. You can add a new comment in the Reason for Consult field (on the Edit/
Resubmit a Cancelled Consult dialog).

5. If needed you can add more comments in the “New Comments” field. This field
contains a right-click menu to aid in editing the text. See “Right-Click Menu to
Edit Text” on page 365 for more information.

6. When the Edit/Resubmit a Cancelled Consult dialog is complete, click Resubmit.
(Otherwise, click Cancel.)

7. The edit/resubmit information is added to the text of the consult in the Activity
grid.

EDIT/RESTTEMITTELD 10/07/04 17:18 DOCTOR,TEET DOCTOR, TEET

Figure 7-24: Sample Edit/Resubmitted Information in Text of Consult

7.8.5 Discontinue a Consult
The Consult Originator uses this feature to stop a consult request after it has been
signed (the Consult Receiver uses cancel). A comment can be added concerning the
reason for discontinuing the consult. You use this feature, for example, to cancel a
duplicate consult order.
The Discontinue action differs from the Cancel action in that there is not the Edit/
Resubmit action available on a discontinued order.
This action changes the status of the consult to (dc) for discontinued. A notification is
automatically is sent to the Consult Service, with information about why the consult
was discontinued.
Follow these steps to discontinue a consult:
1. Select the Consults component.
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2. Select the consult that you want to discontinue.

3. Select Action = Consult Tracking - Discontinue to display the Discontinue
Consult dialog.

Discontinue Consult

Comments

This consult needs more information about the blocked nasal pasfage exam. ;I

Datetime of thiz achon  Achion by

[ x| [Doctor.Test =

ok | caece |

Figure 7-25: Sample Discontinue Consult

4. Type the reason for discontinuing the consult in the Comments field. This field
has a right-click menu to aid in editing the text. See “Right-Click Menu to Edit
Text” on page 365 for more information.

5. Enter the date/time in the “Date/time of this action” field, or click the = button to
select the date and time from a calendar.

6. If this action should be by another person, select a name from the drop-down list
for the “Action by” field.

7. When the Discontinue Consult dialog is complete, click OK. (Otherwise, click
Cancel.)

8. The status of the consult changes to (dc) for discontinue.

9. The discontinue consult information is added to the text of the consult in the
Activity grid, followed by any comments that were added.

DOCTOR, TEST DOCTOR,TEST
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7.8.6 Forward a Consult

You use the this feature when the incorrect service receives the consult. For example,

this

action could be used when Cardiology Service has mistakenly received a consult

that should have been sent to Hematology Service.

Follow these steps to forward a consult:

1.
2.

3.

Select the Consults component.
Select the consult that you want to forward.

Select Action - Consult Tracking - Forward to display the Forward Consult
dialog.

Forward Consult

Comments
=
Pham <Phamacys :l
Fhar
Piiest <Chaolin: ﬂ
= &l Serices -
Cardiclogy
Chaglin
Ekg
Endocrinology
E nt-duwachology
Mubiition R equest
Pharmacy
Podiatry | ;I
Puimicnary
Respiraton Thetapy :|
Urgency Db/ Mirmes of Hres: achion Responsible Ferson
|Froutine - | ] [DoctonTest -
Altention
| k| 0K Cancel |
Figure 7-27: Sample Forward Consult Dialog
4. Select the correct service in the “To service” panel.

5. If appropriate, type in or select the Attention care giver in the Attention field.

6. Type the reason for forwarding the consult in the Comments field. This field has a
right-click menu to aid in editing the text. See “Right-Click Menu to Edit Text”
on page 365 for more information.

7. Enter the date/time in the “Date/time of this action” field, or click the I button to
select the date and time from a calendar.

8. When the Forward Consult dialog is complete, click OK. (Otherwise, click
Cancel.)
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9. The forward consult information is added to the text of the consult in the Activity
grid, followed by any comments that were added.

FORWARDED FROM 04 LOCTOR,TEST LOCTOR,TEST
lentered) 10, 04

ENT-AUL IO

Thi=s consult was sent to us in mistake.
Figure 7-28: Sample Forwarded Consult Information in Text of the Consult

7.8.7 Add a Comment to a Consult

The Add Comment action allows you to append a comment to a consult when
important information about the consult needs to be added to the original order or
when a caregiver needs to furnish information before the consult is ready to be closed
out.

Anyone can add comments to a consult. These differ from Addendums in that a
comment should contain information needed to administer the consult, while an
addendum is a medical statement by a patient care professional about a specific
consult.

Follow these steps to add a comment to a consult:
1. Select the Consults window.
2. Select the consult to which you want to add a comment.

3. Select Action = Consult Tracking - Add Comment to display the Add
Comment to Consult dialog.

Add Comment to Consult

Comments

Pt i bringing care giwver to this wvisic. -

[~ Send alet
Datetime of this achon

0K Cancel

Figure 7-29: Add Comment to Consult Dialog

User Manual 43 Consults
September 2007



Electronic Health Record (RPMS-EHR) vl.1l

4. Type the text of the comment in the Comments field. This field has a right-click
menu to aid in editing the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.

5. Enter the date/time in the “Date/time of this action” field, or click the = button to
select the date and time from a calendar.

6. If you want to send an alert about this comment, check the “Send alert” checkbox
to display the Send Alert dialog.

Send Alert x

Select or enter name Cunently selected recipients

Im Docior, Test

Ll
Doctor.Tory
Doctor VCPRS
DontmJames 5
Dioty Patiy K |
Drosde Claiizsa
Dol I
Dopde James D
Do, Sandy L
DR Valsnia
Direaw Jeary

DillDoug ;|

oK | Cancel |

Figure 7-30: Sample Send Alert Dialog

Select a name in the “Select or enter name” field. That name will appear in the
“Currently selected recipients” field.
To remove a name from the “Currently selected recipients” field, select it.

When the Send Alert dialog is complete, click OK to have an alert sent.
(Otherwise, click Cancel to not send an alert.)

7. When the Add Comment to Consult dialog is complete, click OK. (Otherwise,
click Cancel.)

8. The added comment information is added to the text of the consult in the Activity
grid, followed by any comments that were added.

Facility

Aotivity Late/Tine/Zone Besponsible Person  Entered By
CPRS BELEASED OBRDER 09728,/04 10:25 DOCTOR, TERST DOCTOR, TEST
PRINTELDL TO 03/28/04 10:28

BAOD OHCP 33 COMPE

LDDED COMMENT DOCTOR, TEST DOCTOR, TEST

The patient also nee
right side of the nose.

for blocked nasal passage on the

Figure 7-31: Sample of Added Comment in the Text of the Consult
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7.8.8  Significant Findings for a Consult

The Consult Receiver uses this action to mark a consult has having significant

findings. When this action is completed, an asterisk (*) precedes the name of the

consult.

The significant findings action allows a clinic or service to append a significant

findings flag onto a consult (whether completed or not).

Follow these steps to enter significant findings for a consult:

1. Select the Consults component.

2. Select the consult to which you want to add significant findings.

3. Select Action = Consult Tracking - Significant Findings to display the Update
Significant Findings dialog.

Signilicant Firdings - Cusrent status: Yes

" ez ™ Mo " Unknown

Comments
Pt experiencing 60% loss in breathing efficiency. Z‘
-]
[ Send alert
[Dratm/time of this achon
ok | cace |
Figure 7-32: Sample Update Significant Findings Dialog

4. Enable the appropriate radio button in the Significant Findings panel.

5. Type information about the findings in the Comments field. This field has a right-
click menu to aid in editing the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.

6. Enter the date/time in the “Date/time of this action” field, or click the =l button to
select the date and time from a calendar.
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7. If you want to send an alert about the significant findings, check the “Send alert”
checkbox to display the Send Alert dialog.

Send Alert Ed |

Select ar enter name Currently zelected recipients

] |:||::t|:|r_,T ext DDCtDr,T ezt

Droctor, Tony

Dactor WVCPRS

DontriixJ ames 5

Draty Patsy K, _I
Drawle Clanisza

Dravle. ke

Doyle James D

Drawle,Sandy L

DR W alerie

DirewJermy

Dril.Doug ;I

ak | Cancel

Figure 7-33: Sample Sent Alert Dialog

Select a name in the “Select or enter name” field. That name will appear in the
“Currently selected recipients” field.

To remove a name from the “Currently selected recipients” field, select it.

When the Send Alert is complete, click OK to have an alert sent. (Otherwise,
click Cancel to not send an alert.)

8.  When the Update Significant Findings dialog is complete, click OK. (Otherwise,
click Cancel.)
9. An asterisk (*) will be before the consult containing significant findings.

All En:-nslt
Em“'

E E Oct 07,04 [2) *ENT-AUDIOLOGY Conzs Conzult #: 35
Figure 7-34: Sample of Consult with Significant Findings in Left Panel

10. The signification findings information is added to the text of the consult in the
Activity grid, along with comments that were added.

3IG FINDING UPDATE los07/04 14:-06 DOCTOR,TEST
Significant findings were: (1) left 2 of patient needs corrective

len 12) lump in throat was not cancerous.

Figure 7-35: Sample of Significant Findings in the Text of the Consult
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7.8.9

Display Results of a Consult

This display gives only the signed results and addendum information, making it easier
to focus on the information you need. It also gives author information on unsigned

and/or released notes.

Follow these steps to display the results of a consult.

1. Select the Consults component.

2. Select the consult of which you want to display the results. Then select the
associated note in the Related Documents.

3. Select Action - Consult Tracking - Display Results to display the results of the

selected consult.

Al Corsulls

Sep 2304 5] "ENT-AUDIOLOGY ConsConsult 8: 30

Ef; All conzulty

[5] Ot 0704 [3) ENT-AUDIOLOGY Cors Congult 8: 35
5] Det 07,04 [p] ENT-AUDIOLOGY Cors Consull 3 36
[2] Oct07.04 [p] ENT-AUDIOLOGY Cors Consult #; 34
[#] Sep 2604 (p) ENT-AUDIOLOGY Con Conault 8 32
Bl Gep 2304 [c) "ENT-AUDIOLOGY Cons Consull : 30
|5) Sep 2204 (p) PODLATRY Cone Consul 8: 25

] dusg17.04 [p) CARDIOLOGY Cong Corsat & 10

Hew Condult

Hewi Procadurs

= B Felabed Docurments

B Sep 2304 ENT-AUDIOLDGY COMSULT (#1718 01GI

Sigmificant Findings: **Ves**

TITLE: ENT-AUDIOLOCY CONZULT

DATE OF NOTE: ZEP 23, ZO004@LlZ:Z5 ENTEY DATE: SEP 23, Z004@L:
AUTHOR: DOCTOR,TEST EXP COSICHNER:
URCENCY: STATUS: COMPLETED

"LITTLEWOLF ,PECCY LYNN
ADE-346-1454

CROW ACENCY MONTANA E530ZZ
L1

faxf TEST DOCTOR
HEDICAL RECORD ADPFIN
Signed: 0372372004 1Z:28

Figure 7-36: Sample of Results of a Consult

7.8.10 Display Details of a Consult

The details of a consult includes:

e Current Primary Care information

» Current Eligibility information

* Order information
» Activity record
» All signed notes

* Information about unsigned notes
* Notes, Results, and Addenda
« All other fields associated with the consult

You use this when you have displayed the results of a consult and would like to return

to the details of a consult.
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Follow these steps to display the details of a consult:
1. Have the results of a consult displayed in the right panel.
2. Select Action - Consult Tracking = Display Details.

3. The details about the consult display in the right panel.

Sep 2304 fel  ENT-AUDIOLOGY CorsCorsult B 30

g Al corgills Currant Pat. Status: fhatpatient
I5] Ot 0704 (5] ENT-AUDIOLOGY Cons Consult #; 35
Oct 07,04 [p] ENT-AUDIOLOGY Cone Corsult #: 36 Order Information

Det 07,04 [p] EMT-AUDIOLOGY Cons Coneit 3 3 | To Service: EET e LOCCET

From Ssrvice: OLGENERAL
Sep 28.04_[p] ENT-AUDIOLOGY Lons Conaul # Pequesting Provider: POCTOR, TEST

Service is to be rendered on an OUTPATIENT basis

I®

e) "ENT AUDI0LOGY Cors Consilt 3 30

Sep 224 [p] PODRATAY Cons Corvult 8: 26 Flace: Consultant s choice
fg 1704 [p) CARDMLOGY Cong Coneult B 10 Urgenay: Routine
Orderable Item: ENT=AUDIOLOGY
Consult: Consult Regquest —

Rearon For Request:
PATIENT I5 BEINGC REFERRED TO CROW ENT=AUDIOLOGY
DEPARTHENT FOR EVALUATION.

Hew Conaak
Hewi Procedue

= B Felated Document:
[ Sep 2304 ENTAUDIOLOGY CONSULT [#118) 0161

1. PATIENT I3 A MEWLY DIAGNOSISED WITH:

Z. ATTENTION:
Figure 7-37: Sample of Details of a Consult

7.8.11 Display SF 513 for a Consult
Follow these steps to display the SF 513 information about a consult:
1. Select the Consults component.
2. Select the consult about which you want to display SF 513 information.
3. Select Action = Consult Tracking - Display SF 513.

4. The SF 513 information displays in a pop-up window. (Click Close to dismiss the
pop-up).
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€ Sep 23,04 (c) *ENT-AUDIOLOGY Cons Consult &: 30

Consult Recuest: Consult

To: ENT-AUDIOLOGY
From: OLGENERAL

REASON FOR REQUEST: (Complaints and findings)
DEPARTHENT FOR EVALUATION.

1. PATIENT IS A NEWLY DIAGHOSISED WITH:

2. ATTENTION:
AUDIDLOGY=E. EOEER

i3

PATIENT I3 BEING REFERRED TD CROW ENT-AUDIOLOGY

SERTITEATE DTS TATH: Thd - wmard ame wesdes hamed s e ame s d den Tommis  mew-

Figure 7-38: Sample SF 513 Information about a Consult

-
| »

7.8.12 Print SF 513 for a Consult
Follow these steps to print the SF 513 information about a consult:
1. Select the Consults component.
2. Select the consult about which you want to print SF 513 information.
3. Select Action = Consult Tracking = Print SF 513 to display the Print SF 513
dialog.
€. Print SF 513
Sep2304  [c)  “ENT-AUDIOLOGY ConsConcub #: | Frint
30 v Chart Copy
" ‘Woek Copy
- Devies
|
Windows Printer ﬂ
.................... ST L 1 —
3 «BAD OIM IFRINTER
9 ¢<BAD CHS 9 FRINTER> &0
33 <BAD OHCP 33 PRINTER>
35 <BAD OIM 35 SECRE TARY PRINTERS 80
46 <NULL DEVICE>
74 <CR PCC DATA ENTRY PRINTER>
139 <CR LAB LABEL PRINTER> hd|
Riight Margin [ Page Length
[ ok | cace
[T Save asuser's default priribes l |
Figure 7-39: Sample Print SF 513 Dialog
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Enable the appropriate radio button in the Print panel.

Normally the right margin and the page length values (measured in characters) are
already defined by the printer. Select a printer to which you want to output the
information.

Whatever you select adds a label to the dialog box, such as: Print Chart Copy on:
<selected device>.

Check the “Save as user’s default printer” checkbox if appropriate.

Click OK to have the information output to the selected printer. (Otherwise, click
Cancel.) You return to the Consults component.

7.8.13 Make Addendum to a Consult
An Addendum is a medical statement by the patient care professional about a specific
Note; it supplies supplementary information on the patient. It differs from a Comment
in that an Addendum is about medical matters, where Comments, which can be written
by anyone, should contain information needed to administer the consult.
This action allows one or more people to add their medical statements about the results
of a consult. Contrast this to Add Comment, which adds a note to the consult before it
is resulted.
Follow these steps to add an addendum to a consult.
1. Select the Consults component.
2. Select the note about the Consult.
3. Select Action = Consult Results - Make Addendum (or select the “Make
Addendum” option on the right-click menu).
Notice the word “Addendum” appears above the consult note. Any diagnoses
appears in the lower panel.
4. Type the supplementary information about the patient’s condition in the right
panel.
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Addenadium lor PHARMATY COMSULT NOTE Sep 27 20000927 TESTOOCTOR  Charge
Wt (/30T D1GEMERAL —i

Subect |

| i

=[] 5

Disgroser: Disbeles Mol Typs | [Prmary]. Hypet ansion

Figure 7-40: Sample Addendum in Right Panel

As with other TIU objects, you can add information to the addendum by clicking
the Templates button and/or the Reminder button. Both buttons add boilerplate
information to the addendum text. See “Using the Templates Button” on

page 263 or “Using the Reminder Button’ on page 264 for more information.

5. You can change the properties of the addendum, click the Change button or select
Action - Consult Results - Change Title to display the Addendum Properties

dialog.
Addendum to: [Addendum to: ENT-AUDIOLOGY CONSULT Addendum to ok |

Addendum to; ENT-AUDIOLOGY CONSULT Addendum to

Date/Time of Hote: [23:5ep-20041212  ...|
Autior: |Dncrm_1'est j

Figure 7-41: Sample Addendum Properties Dialog

Change the information on the Addendum Properties dialog as needed. Then click
OK. The information above the text of the addendum will reflect your changes.

6. When the addendum is complete, you can save it without a signature or sign it
now.
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To save it without a signature, select Action - Consult Results - Save Without
Signature (or select the “Save Without Signature” option on the right-click menu).

To sign it now, select Action = Consult Results = Sign Note Now (or select the
“Sign Note Now” option on the right-click menu). See “Sign Note Now” on
page 65 for more information.

7.9 Notes Associated with a Consult

The notes associated with a consult appear in the lower left panel of the Consults tab
under Related Documents.

The tEl icon indicates a note, while the [*| icon indicates an addendum.

-E=- Related Documents

- P Sep 23.04 ENT-
- Oct 08,04 A

| i

Figure 7-42: Sample of Related Documents for a Consult

There are several edit features associated with notes. They are found on the Consult
Results menu as well as on the right-click menu (in the text of the note).

ik Zh| 3
Cop () i
Paste Chel+y
Reformat Paragraph Ckr|+R

Find im Selected Mate/Consult
Replace Text

Check Grammar
Check Spelling

Figure 7-43: Edit Features for Notes

7.9.1  Add to Signature List for Notes of Consult

The “Add to Signature List” feature places the unsigned note with other orders and
documents you need to sign for the current patient on the Notification window.

Follow these steps to add the note of a consult to your signature list:
1. Select the Consults component.

2. Select the consult having the unsigned note.
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Select an unsigned note.

Select Action = Consult Results - Add to Signature List (or select the “Add to
Signature List” option on the right-click menu.)

The selected note will appear on the Notifications window (along with other
documents and orders).

7.9.2 Delete Note of Consult

The delete note applies to a note or addendum associated with a consult (that is not
complete).

Follow these steps to delete a note:

1.

2.

Select the Consults window.
Select the note (or addendum) of a consult that is not complete.

Select Action - Consult Results - Delete Note (or select the “Delete Note”
option on the right-click menu) to display the Confirm Deletion information
message.

Confirm Deletion

:\’l) Oct 08,04 Addendum to ENT-AUDICLOGY CONSULT, 01GEMNERAL, TEST DOCTOR
Delete this nobe?

Figure 7-44: Sample Confirm Deletion of Note

Click Yes to delete the note. (Otherwise click No.)

If you selected to delete the note, it will be removed from the Related Documents
of the selected consult.

7.9.3 Edit Note of Consult

The edit note applies to a note or addendum associated with a consult (that is not
complete).

Follow these steps to edit a note:

1. Select the Consults component.
2. Select the note (or addendum) of a consult that is not complete.
3. Select Action = Consult Results - Edit Note (or select the “Edit Note” option
on the right-click menu).
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The text of the note appears in the right panel where you can change the note. You
can use the Templates button or the Reminder button to add text to the note. See

“Using the Templates Button’ on page 263 or “Using the Reminder Button”
on page 264 for more information.

When the note is complete, you can sign now or save without signature.

To save it without a signature, select Action - Consult Results = Save Without
Signature (or select the “Save Without Signature” option on the right-click menu).

To sign it now, select Action - Consult Results = Sign Note Now (or select the
“Sign Note Now” option on the right-click menu). This will require you to add
your electronic signature to the next dialog.

7.9.4 Identify Additional Signers for Consult Note

Upon occasion, a signed note might need additional signers, such as for people in a
training capacity.

Follow these steps to identify additional signer for a signed note associated with a

consult:

1. Select the Consults component.

2. Select the note of the consult for which you need additional signers.

3. Select Action = Consult Results - Identify Additional Signers (or select the
“Identify Additional Signers” option on the right-click menu) to display the
Identify Additional Signers dialog.

Identify Additional Signers
Atk [t editable) Expected Cosigner [not editable)
[Unkmwr‘n I j
Select of enter additional signers Custent addtional signets
|
Acton Enc -
udanms, Rlobet C j
Augualar ks
AlcoholsmoounselonSteven Hol
Alcoholzmcounselor Steven Rol
Alden, Contract
Al K sty
Alder M atlan
Alden b ary J
Allard Brian Albert
Allard |hs
{ﬁ.!lard.Ll::VE- y ;l
ok | cowe
Figure 7-45: Sample Identify Additional Signers Dialog for Notes to Consults
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4. Select the additional signers from the scroll list of the “Select or enter additional
signers” panel.

5. The additional signer names will appear in the “Current additional signers” panel.
If do not want a particular name in this panel, select it and the selected name will
be removed from the panel.

6. When this dialog is complete, click OK. (Otherwise, click Cancel.)

7. In the text of the progress note near the bottom, you will see:

* AWAITING SIGNATURE * <selected names>

7.9.5 Print Note

The print note action prints the information about the selected consult note.
Follow these steps to print the information within a note:

1. Select the Consults component.

2. Select the note of the consult that you want to print.

3. Select Action - Consult Results = Print Note (or select the “Print Note” option
on the right-click menu) to display the Print dialog.

€ Print !E E
Sep 2304 ENT-AUDIOLOGY CONSULT [#118). Print
MGEMERAL, TEST DOCTOR % Chart Copy

" Wk Copy

Davice

|

Windows Prnter -
.................... ikl Pirders—--—emmma-.

3 <BAD OIM 3PRINTER:

9 <BAD CHS 9PRIMTER: B0

33 <BAD OHCP 33 PRIMTER:

35 ¢BAD OIM 35 SECRETARY PRIMTER> &0

48 <MULL DEVICE»

74 <CRPCC DATA EMTRY PRINTER>

139 <CR LAB LABEL PRIMTER: ﬂ
Right Mange | Page Lm;r.h|

[ | Savs 55 default privier ok | conce |

Figure 7-46: Sample Print Dialog

4. Enable the appropriate radio button in the Print panel.

5. Normally the right margin and the page length values (measured in characters) are
already defined by the printer. Select a printer to which you want to output the
information.
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6. Whatever you select adds a label to the dialog box, such as: Print Chart Copy on:
<selected device>.

7. Check the “Save as user’s default printer” checkbox if appropriate.
8. Click OK. The information about the note outputs to the selected printer.

9. You return to the Consults window.

7.10 Defaults for Editing/Saving Consult Notes

You can configure the defaults for editing and auto-saving consult notes. This action

will define the interval to auto-save your notes as well as identify any default
cosigners.

Follow these steps to set the defaults for editing and saving consult notes:

1. Select Tools > Options - Notes to display the Options dialog.
Options HE

Mates
Conhgure defaults for editing and zaving notes,
Notes...
Drocument Tithes
Conhgure document st preferences.
Document Titles...
ok | cance |

Figure 7-47: Options Dialog

2. Click the Notes button to display the Notes dialog.
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€ Notes E ‘
Inberval for sutosave of notes [sack
20 j [T Ask subject for progress notes
Detaul cosigner: ™ ey note tile
]<nur‘£> j
[ ok ] cece |

Figure 7-48: Notes Dialog

3. Change the interval for auto-saving your notes, if necessary. The units of measure
are seconds. You can type the new interval, or click the up and down arrows to
change the settings in five second intervals.

4. If you want a default cosigner for your consult notes, select the person from the
drop-down list for the “Default cosigner” field. This name will appear in the
Expected Cosigners field on the Identify Additional Signers dialog when you
select “Identify Additional Signers” on the Consults window.

5. Check the “Ask subject for progress note” checkbox if you want to enter a subject
line when you write a new note. This will group your notes by particular subjects.
The sort and search options in TIU can use the subject line to find them. This
means you could have a subject line for bronchitis and then later find how many
notes you wrote for people with bronchitis.

[BLOOD PRESSURE MACHINE EDUCATION Oct 18,2004=11:57 DOCTOR.TEST  Change... |
Wat: 1047804 D1GEMERAL
Subject: !|

|»

Figure 7-49: Sample New Note for Entering a Subject Line

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

7. When the Notes dialog is complete, click OK. (Otherwise, click Cancel.)

7.11 Document List Preferences for Consults

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

1. Select Tools = Options = Notes and click the Document Titles button to display
the Document Titles dialog.

Document Lizt Preferences

Document class:
=l D efauit
Dacument e <o defaull specified:
Your st of tithes:
ENT-ALIDIOLOGY COMSULT ﬂ sdd |
PHARMACY COMSULT NOTE

WELL CHILD CONSULT NOTE _I — | _I

Figure 7-50: Document Titles Dialog

2. Select Consults from the drop-down list for the “Document class” field.
3. Highlight the title you want from the “Document titles” scroll list.

4. Click Add to add that selected title to the “Your list of titles” field.

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

6. If there is atitle you do not want in your list, highlight it and click the Remove
button.

7. You can arrange the order of the list of titles by using the up and down arrows.

8. You can have atitle in the your list be the default title by highlighting the title and
clicking the Set as Default button. In this case, the title will appear below the
“Default” label on the dialog. If this is the correct default, then click the “Save
Changes” button.

9. You can remove the default by selecting it and clicking the Remove Default
button.
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€ Document Titles

Document List Preferences

Document class:

Congult -

|Consus | Default:

D ocument hiles: ENT-AUDIOLOGY DOMSULT
|ENT-ALIEIIEILI:IL‘:Y COMSULT Your st of ithes:

ENT-ALUDIOLOGY COMSLILT

EMT-ALDIOLOGY CONSLILT

PHARMACY COMSULT NOTE
WELL CHILD CONSULT MOTE

|

i

j Remosve Defaul

Figure 7-51: Document Titles Dialog to Remove Default

10. When the Document Titles dialog is complete, click OK. (Otherwise, click
Cancel.)

7.12 Printing a Consult
You can print a selected Consult by selecting the Print option on the File menu.

If necessary, you can set up the printer by selecting the Printer Setup option on the File
menu. See “Printer Setup” on page 366 for more information.

You can specify to print a Chart Copy or a Work Copy of the consult.

Follow these steps:

1. Select File = Print to display the Print SF 513 dialog.

€. Print 5F 513 H=E

Sep 2304 [e] "ENT-AUDIOLOGY CansCorcuk 8: Frint
30 + Chart Copy

" ‘Work Copy
-~ Device

Windows Printer -
SRR 1 P X = ) T P .

3 <BAD OIM 3FRINTER>

9 <BAD CHS 9PRINTER: £0

33 <BAD OHCP 33 FRINTER:

35 <BA0 OIM 35 SECRETARY PRINTER: a0

46 <MULL DEVICE:

74 <CR PCC DATA ENTRY PRINTER>

133 <CH LAB LABEL PRIMTER> LI

Right M.angen | Page Length

[ ok | cowca |
[T Save asuser's delault printed

Figure 7-52: Sample Print SF 513 Dialog
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Enable the appropriate radio button in the Print panel.

If you select Chart Copy, the output will be labeled: MEDICAL RECORD.

If you select Work Copy, the output will be labeled: ** WORK COPY - NOT
FOR MEDICAL RECORD **

Whatever you select adds a label to the dialog box, such as: Print Chart Copy on:
<selected device>.

Normally the right margin and the page length values (measured in characters) are
already defined by the printer. Select a printer to which you want to output the
information.

Check the “Save as user’s default printer” checkbox if appropriate.

Click OK to have the information output to the selected printer. (Otherwise, click
Cancel.)

7.13 Consult Templates

You can make a consult template by selecting the appropriate option on the Options
menu. See “Appendix B: Templates” on page 369 for more information.

7.14 Icon Legend for Consults Window

Select View - Icon Legend on the Consults window to view the icon legend pop-up.

a

Motes Consuls |
Conzults tieeview

Top level grouping

Selected subgrouping
Consull iequest

Procedure iequest
Intestaciity consult request
Intesfachity procedune request

g

wt B4 D@

Documents tieeview

Top level - all ielated documents
Dracusment

Addendum
Drocument vath addenda

Document vath attached image(s]
Child document has attached mage{s)
Document's mages cannot be viewed

BN FoEwE

Figure 7-53: Icon Legend for Consults Window

This pop-up provides information about the various icons on the Consults window.
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8.0 Crisis Alerts

Alerts
Crigiz flert | [ ate |
CLIMICAL wWaRMIMG 13-Jun-2006 10:58

Figure 8-1: Sample Crisis Alerts Panel

The Crisis Alerts component shows a list of notes from the document classes CRISIS,
CLINICAL WARNINGS, and ADVANCED DIRECTIVE. These are notes that are
deemed important enough that everyone should be aware of them. You can sort any
column by clicking on its heading.

8.1 Refresh

You can select Refresh from the right-click menu to re-display the patient’s
information in this component so that recent changes will be reflected.

8.2 Crisis Detall

When configured as a pop-up, the Crisis Detail displays when a table entry is selected:

& Crisis Detail

| TITLE: PATN CONTELCT

DATE OF NOTE: MAY 23, 2006[10:23 ENTRY DATE: MAT 23, Z006@10:23:24
AUTHOR: HAGER,MARY & EXP COZIGNER:
TRGENCY: 3TaTU3: COMPLETED

Patient has signed a pain contract with physician.

Patient will be seen in pain clinic. FPlease do not order or renew any pain

medications without contacting the pain clinic.
Jes/ MARY - HAGER

Signed: 05723720068 10::24
A
Fant - .
- I | 5
Sine: Prirt....

=10l =i

Y

el

| Cloze |

Figure 8-2: Sample Crisis Detail Pop-up

You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows). Note that this

does not change the size of the text on the output (when you print).
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Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

The detail pop-up has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word).
Click Close to dismiss the pop-up. See “Right-Click Menu to Edit Text” on
page 365 for more information.
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9.0

9.1

Electronic Signature

Most orders or documents, such as progress notes, reports, or health summaries,
require an electronic signature. Generally, orders that require a signature are not
released to services or activated until they are signed.

NOTE: there are two exceptions to this rule:

* Orders that can be designated as “signed on chart.”

» Generic orders that do not require a signature.
To electronically sign an order or a document, you must have an electronic signature
code. If you do not have a signature code, you must create one yourself. You must

keep your signature code a secret and use it properly to help keep an accurate medical
record.

The EHR provides three methods for signing orders and documents. You can sign
orders and documents together from the Review/Sign Changes dialog or you can sign
orders and documents separately using the Sign Selected Orders and Sign Documents
Now commands.

Review/Sign Changes Dialog

The Review/Sign Changes dialog allows you to simultaneously sign several orders
and documents.

You can sign orders and documents by performing any of the following:

» Select File &> Review / Sign Changes to sign orders or documents and stay in
the current patient record.

» Select a new patient.
* Log out.
» Click the Awaiting Review icon (@) on the Patient/Visit Tool Bar.
After performing one of the above actions, the Review/Sign Changes dialog displays.
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Review/Sign Changes for Demo,Raven Danielle

Signature will be applied to checked itemsz

Orders - Other Unsigned

Hold H¥DROCHLOROTHIAZIDE TAR 25MG TAKE TWwW0 TABLETS B
Dizcontinue ERYTHROMYCIM SUSP 200MG/SML TAKE 1 TEASFOOD

Electronic Signature Code:

Sign I Cancel

Figure 9-1: Sample Electronic Signature Dialog for Simultaneous Signing

Follow these steps to complete this dialog:

1. Each item that requires a signature will have a check in the checkbox in front of it.
Uncheck any items that you do not want to sign by clicking the checkbox to the
left of the item. Optionally, you can click on a group heading to alternately check
and uncheck all of its member items.

2. Enter your electronic signature code and click Sign. The checked items will now
be signed.

9.2  Sign Selected Orders

The Sign Selected Orders command allows you to select a number of orders and sign
them all simultaneously. However, you cannot sign documents with this command.

Follow these steps to sign a number of orders:
1. Select the Orders window.
2. Highlight the orders you want to sign.

NOTE: To select a range of items, click the order at the beginning of the range;
then hold down the SHIFT key and click the order at the end of the range. To
select multiple, individual orders, select the first order, hold down the CTRL key,
and click the next order.

3. Select Action - Sign Selected (or select the Sign option on the right-click menu).

4. The Review/Sign Changes dialog displays.
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Review/Sign Changes for Demo,Raven Danielle

Signature will be applied to checked itemz
Orders - Other Unsigned
Dizcantinue ERYTHROMYCIMN SUSP 200MG/SML TAKE 1 TEASFOO

Electronic Signature Code:

Ixxxxx)i

Sign I Cancel |

Figure 9-2: Sample Electronic Signature Dialog for Signing Selected Orders

5. Enter your electronic signature code and click Sign. The checked items will now
be signed.

9.3  Sign Note Now
The Sign Note Now command allows you to select an unsigned note and sign it.
Follow these steps to use the Sign Note Now command:
1. Go to the Notes window and select an unsigned note.

2. Select Action = Sign Note Now to display the Sign Document dialog.

Sign Documenk

&ug 31,06 DM EDUCATION, DIABETES. DEMO USER

Signature Code
|| (] I Cancel |

Figure 9-3: Sign Document Dialog

3. Enter your electronic signature code and click OK. The signed note moves to the
Signed Notes list in the left panel.
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10.0 Evaluation and Management

The Evaluation and Management (E&M) component allows you to select the type and
level of service provided at the patient visit. This adds the selected information to the
Visit Services and Historical Services components.

Tvpe aof Service: Level of Service:
| | - | History and Exam | Complexity |.-“-‘-.|:||:|r|:|:-:. Tir

gnnsultt._atlnr;ﬂ dic [] Brief Murse izt 5 min
Erclen\;ﬁ;:;;y EDLD,;EE [] Problem Focused | Straitformard 10 min
Emergency 5ervices [ Expanded Lo 15 min
I:Ilgher ER S_ervices [] Detailed b oderate 25 min
Imitial Hozpital ':E'“_E [ Comprehenzive  High 40 min
Subgzequent Hozpital C
Obzervation Inpatient |
Hospital Dizcharge

[ritial Inpatient Consult
Follow-up [npatient I::::;I 1 b

Figure 10-1: Sampl'e Evaluation and Management Component

This component can be configured so that a particular user or class cannot add/edit
E&M information.

10.1 Type of Service

The E&M component can be configured so that Confirmatory, Emergency, and
Hospital are suppressed from the Type of Service field.

Type of Service:

Office Visit

Conzulkation

Preventive Medicine
Confirrnatany Conzult
Emergency Services
Other ER Services

Iritial Hospital Care
Subszequent Hozpital Care
Obzervation Inpatient Can
Hozpital Dizcharge

Initial Inpatient Conzult
Fallaw-up [npatient Consu
Mewborn Care

Figure 10-2: Sample Type of Service Component

Each type of service has different levels of service associated with it, and these choices
display in the Level of Service field.

For “Office Visit” and “Preventive Medicine” types of service, you must indicate
whether the patient is new or established.
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10.2 Level of Service

You must have a visit selected to select a Level of Service.

Level of Service:

|Hist|:|r_l,l and Exam |Enmple:-:it_l,l |.-’-'-.|:||:|r|:|:-:. 1

[] Brief Murse Yizsit 5 min

[ Problem Focuzed | Straitforward | 10 min
[ Expanded Low 15 min
[] Detaied Maoderate 28 min
[ Comprehensive High A0 min

4 3

Figure 10-3: Sample Level of Service Field

The level of service for each type of service displays in the Level of Service field with
checkboxes next to each choice along with the corresponding CPT code or other
identifier. Making selections in this panel will add visit data to the Visit Services
component.

Any row in the grid contains the “View CPT Long Name” option on the right-click
menu. Selecting this option gives the provider guidance on what level of
documentation is needed in order to select a particular E&M code.

Select this option to display the CPT Long Name pop-up.
[« CPTiongheme x|

33211: Difice Or Dtkver Qutpatient Yisit For The Evalustion And Managernent 0 d
An Establshed Patient. That May Hot Requee The Presence OF A Physician

Usisally, The Presentreg Problemls] Ave Minimal Tupicalls, 5 Minutes Ade Spent
Pedorrng O Supervizing These Serices.

118

Figure 10-4: Sample CPT Long Name Pop-up

This pop-up contains a right-click menu for editing the text. For example, you can
copy-paste text using this menu. See “Right-Click Menu to Edit Text” on page 365
for more information. Click OK to dismiss the pop-up.
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10.3 Adding Service Information to Visit Services/Historical
Services

Make sure a visit is selected. Follow these steps to add service information to the Visit
Services and Historical Services components:

1.

Click the type of service you want in the Type of Service panel. The correspond-
ing levels of service display in the Level of Service field.

For “Office Visit” and “Preventive Medicine” types of service, you must indicate
whether the patient is new or established.

Figure 10-5: New Patient and Established Radio Buttons

Click the checkbox next to the level of service you want. In most cases you will
only be able to select one item, but some types of service can have more than one
item selected.

After completing this process, the information is added to the Visit Services and
Historical Services components (the new record will be in blue lettering).

If you uncheck the selection in the Level of Service field, this removes the
information from the Visit Services and Historical Services components.

If you remove the “new record” from the Visit Services component, that action
also removes it from the Historical Services component.
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11.0 Exams
The Exams panel is where you can add, edit, or delete a patient exam.
#7 Exams: add | Edt | Delte ||
Visit Date | Exams | Fiesult | Comments | Provider | Location |
01/29/2004 DIABETIC EYE EXAM MOORE.CATHERIME M CROW HO
01/29/2004 RECTAL EXAM NORMALMNEGATIVE  test MOORE CATHERINE M CROW HO

Figure 11-1: Exams Panel

The Location of the exam (not historical) defaults to the provider’s location (in the
Exams grid).

This component can be configured so that a particular user or class cannot add/edit an
exam.

11.1 Adding an Exam
The Add function creates a current or historical exam or creates a refusal for an exam.
Make sure a visit is selected. Follow these steps to add a patient exam:

1. Click Add in the Exams component (or select the “Add Patient Exam” option on
the right-click menu) to display the Exam Selection dialog.

Cods | Exams | [=—x
03  ABDOMEN EXAM | Select |
23 AUDIOMETRIC SCREENING

24 AUDIOMETRIC THRESHOLD Cancel
31 AUDITORY EVOKED POTENTIAL

06  BREAST EXAM

07  CHEST EXaM

M0 DENTAL EXAM

22 DIABETIC EXAM

03  DIABETIC EYE EXaM

23 DIABETIC FOOT CHECK

28 DIABETIC FOOT EXAM, COMPLETE

02  EAREXAM [

3 EYE EXAM - GENERAL

18 EYE MUSCLE BALANCE EXAM

32 FOOT EX&M - GENERAL

16 GENERAL DEVELOPMENT EXAM

01 GENERAL EXAM

17 HEARING EXAM

03 HEART EXAM

10 HERMIA EXAM =

Figure 11-2: Exam Selection Dialog

2. Highlight the exam you want to add. Use the scroll bar to view all available
exams. Note that you can sort either column by clicking its heading.

3. Click Select to display the Add Exam dialog. (Otherwise, click Cancel.)
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x|
Exam|[FALL RIS = P
Rest | - | Cancel
Cormrment :--I
=l | ¢ cunen
Provides [TETER SHIRLEY | | Histosieal
" Refusal

Figure 11-3: Add Exam Dialog

4. To redisplay the Exam Selection dialog, click the =] button next to the Exam field.
11.1.1 Current

1. Enable the Current radio button when the exam if for the current visit.

2. Select the result from the exam from the Result drop-down list. See “Exam
Results Definitions™” on page 73 for the definitions of the various exam results.

3. Type a comment about the exam (if applicable) in the Comment text field. This
field has a right-click menu to aid in editing the text. You use this field to note
abnormal findings, for example.

4. If the provider of the exam is different from what is displayed in the Provider
field, click the = button to display the Lookup Utility, where you can select the
proper provider. See “Using the Lookup Utility Dialog for Provider” on
page 355 for more information.

11.1.2 Historical

Note: you can add an historical exam by having NO visit selected and clicking the Add

button. The Document an Exam will display with the Historical radio button enabled.

1. Enable the Historical radio button when the exam is for an historical visit.
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x
Exam [FALL RISK. -] o
Resuk | =l Cancel

Comnmant LI
_J " Curent
Provider [TETER SHIRLEY =] |# Historca
Histosical £ sAehusst
Event Date [ =
(o | =
& Faciity " Other

Figure 11-4: Historic Event Panel

Select the result from the exam from the Result drop-down list. See “Exam
Results Definitions™ on page 73 for the definitions of the various exam results.

Type a comment about the exam (if applicable) in the Comment text field. This
field has a right-click menu to aid in editing the text. You use this field to note
abnormal findings, for example.

If the provider of the exam is different from what is displayed in the Provider
field, click the =] button next to display the Lookup Utility, where you can select

another provider. See “Using the Lookup Utility Dialog for Provider” on
page 355 for more information.

Complete the Historical group box.

Enter a date in the Event Date field by either manually typing it or by clicking the

=1 button to select from a calendar. It must be a past date; otherwise, you get an
alert.

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

If the location is an official IHS facility, enable the Facility radio button. You can
select the location from the Lookup Utility dialog by clicking the = button. If you
manually enter a facility name, it must be an official IHS facility; if not, when you
leave the field, the Lookup Utility dialog will display. See “Using the Lookup
Utility Dialog for Location” on page 354 for more information.

If your site has been configured with a default outside location, type OTHER in

the Location field. Then when you display the View Visit Detail pop-up, the
default outside location will display at the LOC. OF ENCOUNTER field.

If the location is not an official IHS facility, enable the Other radio button. Enter
the non-official location (for example, Dr. Ray Beck).
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11.1.3 Refusal

1.

Enable the Refusal radio button when the patient refuses an exam.

x|
Exam [INTIMATE PARTNER VIOLENCE - e
Reason | =l Cancel
Comment |UMABLE TO SCREEN E
REFUSED SERVICE =l | Cusent
Provider [TETER SHIRLEY = | | Historical
& Refusal

Figure 11-5: Sample Refusal to Exam

Select the reason for the refusal from the drop-down list for the Reason field.

Type a comment about the refusal (if applicable) in the Comment text field. This
field has a right-click menu to aid in editing the text.

If the provider of the exam is different from what is displayed in the Provider
field, click the = button next to display the Lookup Utility, where you can select
another provider. See “Using the Lookup Utility Dialog for Provider” on
page 355 for more information.

11.1.4 Completing the Document an Exam Dialog

1.

After all fields have been completed, click Add to add the exam to the Exams
panel. (Otherwise, click Cancel.)

After clicking Add on the current or historical dialog, the record is added to the
Exams component.

After clicking Add on the refusal dialog, the record is added to the Exams
component as well as to the Personal Health component.

11.2 Editing an Exam

You can edit a selected exam by clicking the Edit button (or by selecting the “Edit
Patient Exam” option on the right-click menu). The Document an Exam dialog
displays, with the radio button selected (you cannot change) and the fields populated
with data entered during the Add process. You can edit any of the fields on the dialog.
See “Adding an Exam’ on page 69 for more information about the fields.

After all fields have been edited, click Save to have your changes saved. (Otherwise,
click Cancel.)
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11.3 Deleting an Exam

You can delete a selected exam by clicking the Delete button (or by selecting the
“Delete Patient Exam” option on the right-click menu) to display the “Remove Patient
Exam?” information message.

Remove Patient Exam?

:;:) fire you sure you want to delete the DIABETIC EYE EXAM Exam event?

Figure 11-6: Remove Patient Exam Information Message
Click Yes to have the selected exam deleted from the Exam component. (Otherwise,
click No.)

If you click Yes to a refused exam record, that action also removes it from the Personal
Health component. (Vice-versa is also true).

11.4 Display Visit Detail

The Exams panel has the “Display Visit Detail” option on the right-click menu for a
selected record. See “Visit Detail Information’ on page 365 for more information.

11.5 Exam Results Definitions

This section addresses the meaning of the exam results (when adding or editing an
exam).

11.5.1 Intimate Partner Violence
The Intimate Partner Violence (IPV) exam code is used to document results of
screening for current and lifetime exposure to IPV victimization.
The table below provides definitions for Intimate Partner Violence results.
Result Definition
Negative The patient denies being a current or past victim of domestic violence.
Past The patient denies being a current victim, but discloses being a past victim of
domestic violence.
Present The patient admits being a victim of domestic violence.
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11.5.2

Depression Screening

The Depression Screening exam code to used to document the results of a brief
screening for depression. A positive result does not mean that a diagnosis of
depression can be made; it is an indication that further evaluation is warranted.

The following table provides the rating that can be assigned to the following question:

“Over the last two weeks, how often have you been bothered by any of the following
problems?”

Problem Frequency Rating

Little interest or pleasure in doing things Not at all

Several days
More than half the days
Nearly every day

Feeling down, depressed, or hopeless Not at all

Several days
More than half the days
Nearly every day

WIN P OlW N+ O

11.5.3

The following table provides the scores and what the results should be.

Result Definition

Negative Rating 0-2

Positive Rating 3-6

Diabetic Eye Exam

The Diabetic Eye exam code to used to document the administration and results of a
diabetic eye exam.

The table below provides definitions for Diabetic Eye Exam results.

Result Definition

Normal

The patient’'s eye exam had normal results.

Abnormal

The patient’s eye exam had abnormal results. There is a need to address
abnormal findings in the Comment field (on the dialog).

11.5.4

Diabetic Foot Exam, Complete

The “Diabetic Foot Exam, Complete” exam code is used to document the
administration and results of a formal diabetic foot exam.
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The table below provides definitions for “Diabetic Foot Exam, Complete” results.

Result Definition
Normal The patient’s foot exam had normal results.
Abnormal The patient’s foot exam had abnormal results. There is a need to address
abnormal findings in the Comment field (on the dialog).
11.5.5 Diabetic Foot Check

The Diabetic Foot Check exam code is used to document the administration and
results of a simple diabetic foot exam

The table below provides definitions for Diabetic Foot Check results.

Result Definition
Normal The patient’s simple foot exam had normal results.
Abnormal The patient’s simple foot exam had abnormal results. There is a need to
address abnormal findings in the Comment field (on the dialog).

11.5.6 Dental Exam
The Dental Exam code is used to document a dental exam.

The table below provides definitions for Dental exam results.

Result Definition
Normal The patient’s dental exam had normal results.
Abnormal The patient’s dental exam had abnormal results. There is a need to address
abnormal findings in the Comment field (on the dialog).
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12.0 Health Factors

Health Factors are data elements used by RPMS to record health status information

about the patient. Tobacco use is an example of a health factor.

% Health Factors: Add | E dit |DE|EtE|
izt D ate

Health Factaor Cateqgaory Comment

03/25/2000 Previous Smoker  Tobacco

Figure 12-1: Health Factors Panel

Health Factors describe a component of the patient’s health and wellness not
documented elsewhere or as an ICD or CPT code. Health factors are not visit specific

and relate to the patients overall health status.

Health Factors influence a person’s health status and response

to therapy. Some

important patient education assessments can be considered health factors such as

readiness to learn, barriers to learning, and learning preferences.

This component can be configured so that a particular user or class cannot add/edit a

health factor.

12.1 Adding a Health Factor

Make sure a visit is selected. Follow these steps to add a Health Factor:

1. Click Add (or select the “Add Health Factor” option on the right-click menu) to

display the Add Health Factor dialog.

x|

| Preme [

# ALCOHOL/DRUG #dd

+ BARRIERS TO LEARNING

# LEARMNING PREFERENCE

# READINESS TO LEARMN

# RUBELLA IMMUNITY STATUS

# STAGED DIABETES MAMNAGEMENT

# TB STATUS

= TOBACCO s
CESSATION-SMOKELESS
CESSATION-SMOKER
CURREMT SMOKELESS
CURREMT SMOKER ﬂ
FUIMPAERT S & CLadmEe e =

Comment:

Figure 12-2: Selecting a Health Factor

# DIABETES SELF MONITORING cancel
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2. To expand a Health Factor category, click the plus sign button next to the Health
Factor Category. Highlight the Health Factor you want to add. See “Health
Factor Definitions” on page 78 for the definitions of the various health factors.

3. You can add a comment about the selected health factor in the Comment field for
clarification about the documented health factor. This has a right-click menu to
aid in editing the text. See “Right-Click Menu to Edit Text” on page 365 for
more information.

4. Click Add to have the selected Health Factor display in the Health Factors panel.
Notice that it displays in blue lettering; this indicates that this health factor is
associated with the current visit. (Otherwise, click Cancel.)

12.2 Deleting a Health Factor
Make sure a visit is selected. Follow these steps to delete a Health Factor:
1. Highlight the Health Factor you want to delete.

2. Click Delete (or select the “Delete Health Factor” option on the right-click menu)
to display the “Delete Health Factor?” information message.

Delete Health Factor?

Figure 12-3: Delete Health Factor Information Message

Click Yes to delete the selected health factor from the Health Factors panel. (Oth-
erwise, click No.)

12.3 Editing a Health Factor
Follow these steps to edit a Health Factor:
1. Highlight the Health Factor you want to edit.

2. Click Edit (or select the “Edit Health Factor” option on the right-click menu) to
display the Edit Health Factor dialog with the health factor highlighted.
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Bl Edit Health Factor

ltems
| RUBELLA IMMUMITY STATUS
| STAGED DIABETES MANAGEMENT
| TB STATUS
| TOBACCD
CESSATIOM-SMOKELESS
CESSATION-SMOKER
CURRENT SMOKELESS
CURRENT SHMOKER
CURRENT SMOKER & SMOKELESS
EXPOSLIRE TO ENVIRONMENTAL TOBACCO SMOKE
NON-TORACCO USER
PREVIOUS SMOKELESS
PREVIOUS SMOKER

FREEE FEEE LS aE

1] [# & [+

Figure 12-4: Sample Edit Health Factor Dialog

3. You can change the health factor item by highlighting another one in the Items
list. See “Health Factor Definitions’” on page 78 for the definitions of the

various health factors.

4. You can change the text of the Comment field. There is a right-click menu to aid
in the editing. See “Right-Click Menu to Edit Text” on page 365 for more

information.

5. Click Save to have the health factor information changed. (Otherwise, click

Cancel.)

12.4 Display Visit Detalil

The Health Factors panel has the “Display Visit Detail” option on the right-click menu
for a selected Health Factor record. See “Visit Detail Information” on page 365 for

more information.

12.5 Health Factor Definitions

The following provides information about the definitions of various health factors

(when you are adding or editing them).

12.5.1 Alcohol/Drug

CAGE is a screen tool for alcohol abuse. It can be modified for drug use by
substituting “drug use” for “drinking” and replacing the fourth question with “Do you

ever use drugs first thing in the morning to take the edge off?”

The patient is asked the following four questions:
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1. Have you ever felt you ought to Cut down on your alcohol intake?
2. Have people Annoyed you by criticizing your drinking?
3. Have you ever felt bad or Guilty about your drinking?

4. Have you ever had a drink first thing in the morning (Eye-opener) to take the edge
off or get rid of a hangover?

The table below provides definitions for the Alcohol/Drug health factors:

Health Factor Definition
CAGE 0/4 Answers NO to all four questions
CAGE 1/4 Answers YES to one of the four questions
CAGE 2/4 Answers YES to two of the four questions
CAGE 3/4 Answers YES to three of the four questions
CAGE 4/4 Answers YES to all four questions

12.5.2 Barriers to Learning

Barriers to Learning health factors are patient specific. They usually are not visit
specific, but rather related to the patient’s overall health status. Barriers are assessed
by observation and interview, and then documented to alert other healthcare providers
that may provide education. It is important to accommodate and overcome barriers to
enhance patient learning. Barriers should be assessed annually or anytime the situation
warrants assessment.

The table below provides definitions for Barriers to Learning health factors.

Health Factor Definition

Blind The patient is blind and cannot compensate with low-vision devices.

Cognitive The patient may have difficulty learning because of impaired thought

Impairment processes.

Deaf The patient is deaf and cannot compensate with increased volume or hearing
devices.

Does Not Read The patient is unable to read English.
English

Hard of Hearing | The patient has a problem hearing that can be compensated with increased
volume or hearing devices.

Interpreter The patient does not readily understand spoken English.
Needed
No Barriers The patient has no apparent barriers to learning.
User Manual 79 Health Factors

September 2007



Electronic Health Record (RPMS-EHR) vl.1l

Health Factor Definition

Social Stressors | The patient’s ability to learn is limited due to social stressors from current
personal difficulties or on-going mental or behavioral health issues.

Values or Beliefs | The patient has values or beliefs that may impact learning; this may also
include traditional Native American/Alaska Native values or beliefs that may
impact the medical or clinical aspects of healthcare.

Visually The patient has difficulty seeing even with best corrected vision. The difficulty
Impaired can be compensated with the use of other measures, devices, or both to
improve vision (large print, better lighting, magnifying glasses).

Fine Motor Skills | The patient has fine motor skills impairment that can interfere with tasks
Deficit requiring manual dexterity.

12.5.3 Diabetes Self Monitoring

Diabetes Self Monitoring health factors are used to document when patients perform
self-monitoring of blood glucose (blood sugar testing) at home.

The table below provides definitions for Diabetes Self Monitoring health factors.

Health Factor Definition
No The patient did not perform self-monitoring of blood glucose.
Refused The patient refused to perform self-monitoring of blood glucose.
Yes The patient performed self-monitoring of blood glucose.

12.5.4 Learning Preference

Learning Preference is listed in the medical record as a Health Factor. Although a
patient may have a predominant way of learning, it is important to use a variety of
teaching methods to optimize an education encounter. Learning preference can be
evaluated when the provider deems it necessary.

The table below provides definitions for Learning Preference health factors.

Health Factor Definition
Do or Practice The patient states that doing or practicing a new skill is a preferred style of
learning new information.
Read The patient states that reading is the preferred style of learning.
Small Group The patient, or the patient’s family, states that participating in small groups is a

preferred style of learning new information.

Talk The patient, or the patient’s family states that talking and asking questions is a
preferred style of learning.
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Health Factor Definition

Media The patient, or the patient’s family states that media (kiosk, videos, interactive
displays) is a preferred style of learning.

12.5.5 Readiness to Learn

Readiness to Learn health factors can be assessed through both observation and
interview. With few exceptions (emotional, social, and cognitive), Barriers to Learning
tend to be more physical and slower to change.

The table below provides definitions for Readiness to Learn health factors.

Health Factor Definition
Pain The patient/family has a level of pain that limits readiness to learn.
Receptive The patient/family is ready or willing to receive education.
Severity of lliness The patient/family has a severity of illness that limits readiness to learn.
Unreceptive The patient/family is NOT ready or willing to receive education.

12.5.6 Rubella Immunity Status

The Rubella Immunity Status health factors are used to document Rubella immunity
during and after pregnancy.

The table below provides definitions for Rubella Immunity Status health factors.

Health Factor Definition

Rubella Immune Immunity to rubella is documented.

Rubella Non-Immune | The patient is not immune to rubella.

Rubella Status Immunity to rubella is uncertain.
Indeterminate

12.5.7 TB Status

The TB Status health factors are used to document TB treatment status in affected
patients.

The table below provides definitions for TB Status health factors.

Health Factor Definition

TB - TX In Progress The patient is currently receiving TB treatment.
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Health Factor

Definition

TB - TX Complete

The patient has completed a course of TB treatment.

TB - TX Incomplete

The patient has not completed a course of TB treatment.

TB - TX Untreated

The patient’s TB has not been treated.

TB - TX Unknown

The patient’s TB status is uncertain.

12.5.8 Tobacco

The Tobacco health factors are used to document tobacco use and exposure to tobacco

smoke.

The table below provides definitions for Tobacco health factors.

Health Factor

Definition

Ceremonial Use Only

The patient uses tobacco for ceremonial or religious purposes only.

Cessation Smokeless

The patient is transitioning from a Current Smokeless tobacco user to a
Previous Smokeless tobacco user. The time period between stopping
smokeless tobacco and 6 months.

Cessation Smoker

The patient is transitioning from a Current Smoker to a Previous Smoker. The
time period between stopping smoking and 6 months.

Current Smokeless

The patient is currently using smokeless tobacco (chew, dip, snuff, etc.).

Current Smoker

The patient currently smokes tobacco (cigarettes, cigars, pipe, etc.).

Current Smoker and
Smokeless

The patient currently uses both smoke and smokeless tobacco.

Exposure to
Environmental
Tobacco Smoker

The patient is exposed to second hand smoke at work or outside of the home.

Non-tobacco User

The patient does not and has never used tobacco products.

Previous Smokeless

The patient has quit smoking smokeless tobacco for 6 months or more.

Previous Smoker

The patient has quit smoking tobacco for 6 months or more.

Smoke-free Home

The patient has no exposure to smoke at home.

Smoker in Home

The patient is exposed to tobacco smoke at home.
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13.0 Historical Diagnosis

The Historical Diagnosis component shows the historical visits for the current patient
and information regarding the diagnosis for the visit.

h Historical Diagnosis Add to PL | SetasT sPﬂ\-’I
Visik Date| POV Namative (1D |ICD Name | Faciity -
03/23/2007 m&ﬁ:;ﬁ%;ﬁ V072  Prophplact Imrunotheiapy  Demo Hospital

05/22/2006] HYPERTENSION Hypadansion Nos Demo Hospital
05/22/2006 | o€ 2 DUABETES 25000 [obetesfnspec Mot porio Hospita
12M6/2004 hypeitendion 4m.1 Benign Hupertenson Demo Hozpital
09/25/2000 LE‘E@E;”‘BETES 250,00 Eﬂrﬁ* liAmapec Not |0 Hospital
09/25/2000 HYPERTENSION 4019 Hypertension Nos Demo Hospital

DE/20/2000 Laboratory Procedues W72E  Laboratory Examination | Demo Hospital

0417/2000 |0 13 DL BETES 2000 peoetesunspec Mot porng Hospital |

Figure 13-1: Sample Historical Diagnosis Component

13.1 Setting an Historical Diagnosis as Current POV

Make sure you have a visit selected. Follow these steps to add a selected historical
diagnosis as the current POV:

1. Highlight an existing historical diagnosis in the Historical Diagnosis component.

2. Click the Set as Today’s POV button (or select the “Set as Current POV” option
on the right-click menu).

3. The selected diagnosis will display in the Visit Diagnosis component.

13.2 Adding an Historical Diagnosis to the Problem List

Make sure you have a visit selected. Follow these steps to add a selected historical
diagnosis to the Problem List component:

1. Highlight an existing historical diagnosis in the Historical Diagnosis component.

2. Click the Add to PL button (or select the “Add to Problem List” option on the
right-click menu).

3. The selected diagnosis will display in the Problem List panel.

13.3 Viewing Visit Detalil

The Visit Diagnosis panel contains the “View Visit Detail” option on the right-click
menu. See “Visit Detail Information” on page 365 for more information.
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14.0 Historical Services

The Historical Services component allows you to see a record of all the codes applied
to any of the patient’s visits. The information listed for each entry will at a minimum
contain the date of the visit, CPT code, Description, and the facility at which the visit
took place; additional information that might be listed is the quantity of the item used
(if applicable), and the primary diagnosis information, including up to two modifiers,
related to the CPT code used.

You can view the records by a variety of categories: surgical, medical, anesthesia,
radiology, laboratory, dental, miscellaneous, and all codes.
iﬁ_ Histmrical Servicos g = | ﬂij!
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Figure 14-1: Historical Services Component

14.1 Add to Current Visit Button

Follow these steps to add a service to the Visit Services component:

1. Highlight the historical service record and click Add to Current Visit (or select the
“Add to Current Visit” option on the right-click menu).

2. The selected historical service is added to the Visit Services component, with a
visit date as yesterday.

This action also adds another record to the Historical Services component, with a
Visit Date as yesterday. The “new record” will be in blue lettering.

If you delete that record from the Visit Services component, it also deletes it (the
new record) from the Historical Services component. (Vise-versa is also true.)

14.2 Add Historical Service Record

You might use this feature when you have a new patient (for example) and you want to
record a historical service.

Click the Add button (or select Add Historical Procedure on the right-click menu) to
display the Add Historical Service dialog.
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Figure 14-2: Add Historical Service Dialog

You can enter an option from the Pick List or Procedure tab.

14.2.1 Using the Pick List Tab

1.

2.

Check an item on the Pick List tab.

Enter a date by clicking the =l button to select a date from a calendar (must be a
past date.)

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

information. See “Right-Click Menu to Edit Text” on page 365 for more infor-
mation.

If the location is an official IHS facility, enable the Facility radio button. You can
select the location from the Lookup Utility dialog by clicking the =l button. If you
manually enter a facility name, it must be an official IHS facility; if not, when you
leave the field, the Lookup Utility dialog will display. See “Using the Lookup

Utility Dialog for Location’” on page 354 for more information.

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

If the location is not an official IHS facility, enable the Other radio button. Enter
the non-official location (for example, Dr. Ray Beck).

Click Save to add a record to the Historical Services component. (Otherwise,
click Cancel.)

When the record is added, the display changes to the record’s type of service so
that you can view the services in that category. For example, if you selected
Barium Enema, the record will display with other Radiology services.
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14.2.2 Using the Procedure Tab

1. Make sure you are on the Procedure tab.
w, Add Historical Service x|
— =
[MOTE: If the Proceduie is not selected it defaults to 00033 - Uncoded CPT Code] Dil
Harrative =
=
Date | =
Location | |
* Facilty " Dther

Figure 14-3: Add Historical Service Dialog Procedure Tab

You can manually populate the Procedure field, if needed. Otherwise, click the ==l
button to display the Procedure Lookup dialog. See ““Using the Procedure

Lookup Dialog” on page 360 for more information.

The selected procedure populates the Procedure field and Narrative fields on the
Procedure tab.

If you do not populate the Procedure, it becomes populated with 00099 (after you
save).

The Narrative field is required. If you only populate the Narrative field, make sure
that the description is adequate for the coder to populate the Procedure field.

The Narrative field is limited to 80 characters. If you enter more than 80, the
Narrative Too Long information message displays.

Marrative Too Long 5 x|

9 Provider narrative is langer than the aliowable field length of 80 characters,

&7

Do wank bo truncate e narrative bo 80 characters?

Figure 14-4: Narrative Too Long Information Message

Click Yes to have the EHR truncate (cut off) the narrative text to 80 characters.

Click No to return to the Add Historical Service dialog where you can edit the
narrative text yourself. This field contains a right-click menu to aid in editing the
text. See “Right-Click Menu to Edit Text” on page 365 for more information.
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Enter a date by clicking the =l button to select a date from a calendar (must be a
past date.)

Populate the Location field. This field has a right-click menu to aid in editing the
information. See “Right-Click Menu to Edit Text” on page 365 for more infor-
mation.

If the location is an official IHS facility, enable the Facility radio button. You can
select the location from the Lookup Utility dialog by clicking the = button. If you
manually enter a facility name, it must be an official IHS facility; if not, when you
leave the field, the Lookup Utility dialog will display. See “Using the Lookup
Utility Dialog for Location” on page 354 for more information.

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

If the location is not an official IHS facility, enable the Other radio button. Enter
the non-official location (for example, Dr. Ray Beck).

Click Save to add a record to the Historical Services component. (Otherwise,
click Cancel.)

14.3 Delete Historical Services Record

Follow these steps to delete an existing historical services record:

1.

2.

Highlight the historical services record that you want to delete.

Click the Delete button (or select the “Delete Historical Procedure” option on the
right-click menu) to display the “Delete Entry?” information message.

T 3

"?r'/ Are you sure you wank bo delete the procedure entry?

Figure 14-5: Delete Entry Information Message

Click Yes to have the highlighted historical service removed. (Otherwise, click
No.)

14.4 View Visit Detail

The Historical Services component has the “View Visit Detail” option on the right-
click menu. Use this option to display the Visit Detail for a selected record. See “Visit

Detail Information’ on page 365 for more information.
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15.0

ICD Pick-Lists

The ICD Pick-Lists component shows the ICD Pick-List items for the selected pick-
list category (below the ICD Pick-Lists button). How the pick-list items are arranged
in the Display field is determined by what checkbox fields are checked.

|CD l"nk-l.hll:] Diplagr I Fieg Aark F Code 1 Descriphon L'dri: :"';i

15.1
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3556100+ Serde Cataraci 7 2 - Asbgma WL 0+ Menkal e Beharooesl Problama 'With Lesmer
355 3 - Catmract 3T 4 Pygukwpopiy Y520 - O Disperas
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Figure 15-1: Sample ICD Pick Lists Component

» The default view of the ICD Pick-List categories (Show All unchecked) means
that you will only see those pick-lists that either have no assigned clinic, hospi-
tal location, provider, or provider discipline and those pick-lists that match any
of the parameters just mentioned with those of the currently selected visit.

» Show All, when checked, means to display all pick-lists including those not
related to the visit.

* You must have a visit selected in order to view the pick-list categories and their
items.

Providers can edit the ICD Pick-Lists as well as those with the BGOZ VPOV EDIT
key. A person with the BGOZ CAC key has full manipulation privileges of all ICD
pick-lists even though that person has not been assigned as a manager of them. Those
with the BGOZ VIEW ONLY key cannot edit the pick-lists.

Displaying the Pick-List Items
Follow these steps to view the pick-list items:
1. Select a pick-list category from the list below the ICD Pick-Lists button.

2. The field below the checkbox fields shows the pick-list items for the selected ICD
pick-list category.

3. When the Code field (only) is checked, the pick-list items will show their ICD
codes.

Pharmacy
Adminigtrative
Audialogy

Podiatry Wit

[1.93599 - Penipheral Meuropathy 11101 - Orychomycoziz
107310 -Vermuca B Foot W arts [1110.4 - Dermatophytoziz OF Foot
[1073.19 - Plantar “*art [r] Fook [1111.1 - Chronic Tinea Pedis

[1094.0 - Charcot B Foot [1215.9 - Heuroma L Foat

Refractive
5 ample Picklist i
[ Shaow Al
Figure 15-2: Sample ICD Pick-List Items Listed by Code
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4. When none of the checkbox fields are checked, the pick-list items will be
alphabetical order.

F'har.m.ac_l,l _ [1 12t Metatarzal Joint Fuzion Right Foot [C] Anemia
Administrative [] 5th Digit[toe]amputation [] Angiopathy
[1 Abrazion L Ankle [] Angiopathy
[ Achilles Tendonitis L [ Ankle Equinous
Refractive
Sample Picklist  JL40_| i

[~ Showal

Figure 15-3: Sample ICD Pick-List Items When No Checkbox is Checked

5. When the Freq. Rank field (only) is checked, the pick-list item will be listed by
frequency of use.

ICD Pick-Lists: | | Display: W Freq Banki [T Code [ Description Eu:uls:l 2 Ij”

F'har.m.ac_l,l . [71007: Mole Between 2 Toesz B Foot []005: Hypoglycemia

Administrative 1002 Arthritis [ 006: Anemia

ﬁ';d":'l':'g-"' []003: Mewramna L Foot [] 007: Angiopathy

Podiatrn wir []004: Ulcer B Foot []008: 1zt Metatarzal Joint Fusion Right Foot

Refractive

Sample Picklist 0] i
™ Show &l

Figure 15-4: Sample ICD Pick-List Items Listed by Frequency

6. When the Description field (only) is checked, the description of each pick-list
items will display.

1CD Pick-Lists: | | Dizplay: [~ Freq. Fank [ Code W Desciiption |:D|SZ|2 Iiﬂ

P'h-f:r_m_eu:j,I _ [ Abnormality OF G ait [ Acute Osteompelitiz, Site Unzpecified

-":"-'jl'l'!"'llﬂfatl\"e [ Abrazion Or Friction Burn OF Hip, Thigh, Leg[” ] Adhesions And Ankyplogiz-trm) [bory Or Fibrow

%Edm'ﬂw [ Achilles Bursitis Or Tendinitis [] Anemia, Unspecified

SRwTE—— [] Acute Ozteormyelitiz Invalving Ankle And Fod ] Ankyloziz OF Joint OF Other S pecified Sites

Refractive

Sample Picklist [ i
™ Show Al

Figure 15-5: Sample ICD Pick-List Items Listed by Description

7. If the description of the pick-list items overlap, use the “Cols” field to increase or
decrease the number of columns (range is 1 to 9).

15.2 Adding Pick-List Items to Visit Diagnosis Component

Make sure you have a visit selected. Follow these step to have selected pick-list items
display in the Visit Diagnosis component:

1. Check the checkboxes in front of one or more pick-list items.
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2. Asyou check each box, it is added to the Visit Diagnosis component.
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Figure 15-6: Sample of Checked ICD Pick-List Items to Visit Diagnosis Component

3. If you uncheck (the one you just checked) a checkbox, the “Remove POV?”
information message displays.

4?
.

X

Are you sure you wankt to delste the purpose of wisit?

fes

Figure 15-7: Remove POV Information Message

[ _f

Click Yes to delete the record from the Visit Diagnosis component. (Otherwise,
click No.)

ICD Pick-Liste: | | Display [ Freq Rack ¥ Codd [ Deseipion Colz[2 7]
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Figure 15-8: Sample of Unchecked ICD Pick-List Item from Visit Diagnosis Component

15.3 Managing the Quick-Pick Items

Follow these steps to manage your quick-pick items:

#dd | Edt | Deiets |

1. Click the ICD Pick-Lists button to display the Manage ICD Quick Picks dialog.
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Figure 15-9: Sample Manage ICD Quick Picks Dialog

2. The drop-down list for the ICD Pick Lists field shows the pick-list categories. The
items in the ICD Pick List Items group box are the quick-pick items for the
selected category.

3. You can manage the quick-pick items on this dialog using the buttons on the
dialog. These actions are described below.

15.3.1 Adding a New Quick-Pick Item

This process adds a new quick-pick item to the ICD Pick List Items group box on the
Manage ICD Quick Picks dialog. Follow these steps:

1. Click Add to display the Diagnosis Lookup dialog. See “Using the Diagnosis

Lookup Dialog for ICD” on page 359 for more information about using this
dialog.

2. Select one of the items on the Diagnosis Lookup dialog and click OK to have the
selected item added to the ICD Pick List Items group box on the Manage ICD
Quick Picks dialog.
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Figure 15-10: New Item Added to List

15.3.2 Renaming a Quick-Pick Item

This process renames a selected quick-pick item in the ICD Pick List Items group box
on the Manage ICD Quick Picks dialog.

Follow these steps to rename a quick-pick item:

1. Highlight the quick-pick item in the ICD Pick List Items group box on the
Manage ICD Quick Picks dialog that you want to rename.

2. Click Rename to display the Rename Item dialog.

Quick Pick Mame: [Blergic rhintis ok

ICD Code: 477.9 Cancel

ICD Name: ALLERGIC RHINITIS NOS

ICD Descoption: Allergic Rhanitis, Cause Unspecified

Figure 15-11: Sample Rename Item Dialog

3. You can type the new name in the Quick Pick Name field. This is the only thing
that you can change on this dialog. Please note that this field has a right-click
menu to aid in editing the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.
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4.  After this dialog is complete, click OK to have the “new” name appear in the ICD
Pick List Items group box on the Manage ICD Quick Picks dialog. (Otherwise,
click Cancel.)

15.3.3 Deleting Quick-Pick Items

This process deletes one or more quick-pick items in the ICD Pick List Items group
box of the Manage ICD Quick Picks dialog. Follow these steps:

1. Highlight the items you want to delete on the ICD Pick List Items group box.

2. Click Delete to display the “Delete Entries?” information message.

5
‘-?r/ Are WO SUre you want to delete the selected entries?
Yes ] No |

Figure 15-12: Delete Entries Information Message

3. Click Yes to have the selected items deleted from the ICD Pick List Items group
box of the Manage ICD Quick Picks dialog. (Otherwise, click No.)

15.3.4 Copying a Quick-Pick Item

This process will copy quick-picks from one category to another or import them from
PCC+. Follow these steps:

1. Click Copy to display the Copy ICD Preferences dialog.
x|

MOTE: Thiz utibty wil copy the ICD pick ksts fom one calegom to
another and alowrs importing from PCC+,

Souce: & EHR PCCs
[:np;.lFlnn':| :J
Copy Te: | PODIATRY WR =]
0K | _Canesl |

Figure 15-13: Copy ICD Preferences Dialog

2. Enable the EHR or the PCC+ radio button, whichever source you want to use.
3. Click the drop-down list for the Copy From field and select the “from” source.

4. If you need to change the Copy To field, click the drop-down list and select one.
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5. Click OK to have the ICD pick list items added to the ICD Pick List Items group
box on the Manage ICD Quick Picks dialog. (Otherwise, click Cancel.)

15.3.5 Query Function

The query function allows you to execute a query that uses the ICD pick-lists from a
specified source to populate the current ICD pick-list category. This is useful when
you create a new category.

Follow these steps to query:

1. Click Query to display the POV Query dialog.
w5, POY Query

Target Categon: ([T

Erom Dale: [3/23/2004 .| IoDate:[3/23/2005 _.[| Concel

Erovader: ||

Figure 15-14: POV Query Dialog

2. You can change the Target Category field by clicking the drop-down list and
selecting another category, if needed.

3. The date fields have a calendar from which to select a date.

4. The Clinic and Provider fields have Lookup Utilities dialogs from which to select

the appropriate clinic/provider. See “Using the Lookup Utility Dialog for

Provider” on page 355 and “Using the Lookup Utility Dialog for Clinic” on
page 355 for more information.

You must select either a Clinic or a Provider.

5. After completing the dialog, click OK to have the items appear in the ICD Pick
List Items group box on the Manage ICD Quick Picks dialog; this might take
some time, depending on the date range and the clinic. (Otherwise click Cancel.)

There will be a progress bar that appears in the Active Query field on the Manage
ICD Quick Picks dialog. You can click Cancel if you want to cancel the query; in
that cause you return to the Manage ICD Quick Picks dialog. When the query
process is complete, the Information message displays.

x

l’) The pick list query has finished,
-

Figure 15-15: Information Message About the Query
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15.3.6 Importing Quick Picks
You can import quick-pick items from a file that resides on your hard drive.
Follow these steps to import a quick-pick list:
1. Click Import to display the Open dialog.
Open EE
Look rc | ‘23 My Documents x| «~®BcFE
fi =] Open I
{IHS ICD PickLists [* 2gi | Cancel /l
Figure 15-16: Open Dialog :
2. You select the location of the file in the Look in field.
3. You select the file and that populates the File name field.
4. Click Open to have the items added to the ICD Pick List Items group box on the
Manage ICD Quick Picks dialog. (Otherwise, click Cancel.)
15.3.7 Resetting the Frequency of Use
The EHR system keeps track of how many times each ICD code is attached to a visit.
When copying over a pick-list or set of ICD codes from another source, you will
inherit the tracking information recorded for the copied codes. To start tracking your
facility’s frequency information you can zero-out the count of the copied codes and
start over. This is useful when you import quick-picks.
Follow these steps to reset the frequency tracking information:
1. Select the pick-list from the ICD Pick List field for which you want to reset the
frequency.
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2. Click the Zero Freq. button to display the Clear Frequency Values information
message.

£

5 Mote; the frequency values are either populated by & query or incremented when an tem i added to a visit,
-
\\) Do you wank bo reset the frequency values to zero For all items in this pack ist?

e |

Figure 15-17: Clear Frequency Values Information Message

3. Click Yes to have all frequency values set to zero. (Otherwise, click No.)

15.3.8 Exporting Quick-Pick Items

This process exports the selected quick-pick items to a file on your hard drive.
Follow these steps to export quick-pick items:

1. Highlight one or more items in the ICD Pick List Items group box of the Manage
ICD Quick Picks dialog that you want to export as a quick-pick.
2. Click Export to display the Save As dialog.
Save As EE
Save e [ {3 My Documents x| + ) 5

<3|

Hiztory

©

Deskiop

'-ll_.\-.l

My Documents

P

o
Iy Computer

File name: i
Saveaslype:  [IHS ICD PickLists [*.2g)

[ -
My Hetwork P..

Led L4
i

Figure 15-18: Save As Dialog

3. Select the location in the Save in field.
4. Specify the name in the File name field.

5. Click Save.
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6. The EHR displays the ICD Pick List Exported information message, confirming
that the export was completed. (Click OK to dismiss the message.)

ICD Pick List Exported — =

i. ,' 1CD pick list was saved bo the file named; C:\Documents and Settings\steter|My DocumentsiLUnzippediped pick ket. zgi

Figure 15-19: Sample ICD Pick List Exported Information Message

15.4 Managing Quick-Pick Categories

Click the ICD Pick-Lists button to get to the Manage 1CD Quick Picks dialog.
ICD PickLists: | Alergy =|  EditPick Lists |

Figure 15-20: Location of the Edit Pick Lists Button

Click the Edit Pick Lists button to display the Manage Categories dialog.

| General |DOCTOR.TEST |DENTIST [DAMIELS
DOCTOR TEST

Figure 15-21: Sample Manage Categories Dialog
Note: If there are no categories in the ICD Pick-Lists field, the Add Category dialog
displays when you click the Edit Pick Lists button.

15.4.1 Adding and Editing a Category

You can add a category to the ICD Pick Lists field; in addition you can edit an existing
category.

» All free-text fields have a right-click menu. See “Right-Click Menu to Edit
Text” on page 365 for more information.

» To add a category, click Add on the Manage Categories dialog to display the
Add Category dialog.

» To edit a category, select a category and click Edit. The Edit Category dialog
displays with the existing information on it.
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&, Add Category [ x]
Category Name: |Behavioral Heakh - B i]

_ x|
Eancell

Hosp. Locatior |

Cligic: |4lcohol And Substance

Provider: [DOCTOR.TEST

ER Yy N

Prov. Disciphne [PSTCHIATRIST

Managers: [[OCTOR, TEST

Add |

Dedete

Figure 15-22: Add Category Dialog for New Category

Follow these steps to complete the Add Category dialog:

1.
2.

You type the name of the category in the Category Name field.

Each = button at the end of the Hosp. Location, Clinic, Provider, and Prov.
Discipline fields have Lookup Utility dialogs where you can search for entered
criteria. This is how you populate these fields. See “Using the Lookup Utility

Dialog for Hospital Location” on page 357, “Using the Lookup Utility Dialog

for Clinic” on page 355, “Using the Lookup Utility Dialog for Provider” on
page 355, “Using the L ookup Utility Dialog for Provider Discipline” on

page 358 for more information.

You need to choose how the pick-list will display from one of the methods listed
below. If you do not select a display method, the pick-list will be available to all
users in all locations.

Hospital Location The pick-list will be available to anyone who is in the selected

hospital location.

Clinic The pick-list will be available to anyone who is in the selected the

clinic.

Provider The pick-list will be available to the selected provider.

Provider Discipline | The pick-list will be available to anyone who is in the selected

provider discipline.

3. The current logon user becomes the manager of the category (when adding a new
category). This person’s name appears in the Managers field when editing the
category.

4. To add managers for the category, click the Add button by the Managers field to
display the Add Manager dialog.
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(S AddMonager M=k
— 0 =

Lancel |
Figure 15-23: Add Manager Dialog

Type in a few characters of the provider’s last name in the Provider field and then
click the =l button to search for the provider. The lookup utility for the providers

displays. See ““Using the Lookup Utility Dialog for Provider” on page 355 for
more information. The selected provider will display in the Managers field.

(Otherwise, click Cancel.)

If you need to delete a provider, select the provider’s name in the Managers field
and click Delete. The “Delete Manager?” information message displays.

Delete Manager? x|

:!r) Are you sure you want to delate this manager?

Figure 15-24: Sample Delete Manager Information Message
Click Yes to remove the provider’s name. (Otherwise, click No). In certain cases,

you cannot delete the selected manager; in that case, the application displays an
alert about the condition.

When the Add Category dialog is complete, click OK. (Otherwise, click Cancel).

If this is a new category, it will display on the drop-down list for the ICD Pick
Lists field on the Manage Categories dialog. Also, the “new” category will
display in the list below the ICD Quick-Picks button.

You will need to add quick-pick items to the “new” category (the easiest way is to
use the Query button).

15.4.2 Deleting a Category

Follow these steps to delete an ICP Pick-List category:

1.

Select a category on the Manage Categories dialog and click Delete to display the
“Delete Category” information message.

Delete Category? e |

‘?rj Are you sure you wank bo delsbe this category?

Figure 15-25: Delete Category Information Message

Click Yes to remove the selected category from the Manage Categories dialog.
(Otherwise, click No.)
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16.0 Immunizations

The Immunizations component allows you to view, edit, and add immunization
information for a patient into the Resource and Patient Management System (RPMS).
It requires that version 8.0, or later, of the RPMS Immunization package be installed.
This component allows the provider to see immediately which vaccines the patient has
received and which ones are needed.

}y Immunization Record ;l
Forecast -~ Contraindicationz .
TEADULT past due Add iz |
. = Ge VARICELLA Hx of Chicken Pox 262007
HEF A FED past due i
Vaccinations | | | | |
Yaccine Vigit Date | Aged@izit | Location Reaction | Yolume | [nj S'teil
DTaF [PEDLARE-) 0772971938 3Imths  Best Pediatics
DTaP (PEDIARIX) 10/0411938  Smihs  DEMO HOSPITAL 5 Left jﬂ
1| | »

Figure 16-1: Sample Immunization Panel

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

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

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

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

16.1 Web Reference Search

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

Condition 1: If there are records present, select one and click the L] button (or select
the Web Reference option on the right-click menu) to go to the UpToDate Reference
Web site for the topic associated with the selected record. You can change to another
Web site by selecting from the Reference Site drop-down list (on the Web site).
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Condition 2: If there are no records present, click the LV button (or select the Web
Reference option on the right-click menu) to display the Web Reference Search dialog.

i, Web Reference Search x|

Feference Site: I UpToDate j

Search Term: | Search

Figure 16-2: Web Reference Search Dialog

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

16.1.1 Functional Operations

Add (Vaccinations)

Click the Add button in Vaccinations to add an Immunization record
(current, historical, or refusal).

Edit (Vaccinations)

Select an Immunization record and then click the Edit button to display
the Edit Vaccination dialog. The application automatically populates the
Edit Vaccination dialog with the data from the selected Immunization
record.

Delete (Vaccinations)

Select an Vaccination record and then click the Delete button. The
application displays a confirmation dialog. Select “Yes” to have the
application remove the selected record from the RPMS.

Add (Contraindications)

Click the Add button for Contraindications to enter a new
contraindication for the patient.

Delete (Contraindications)

Click the Delete button for Contraindications to delete a selected
patient contraindication.

The right-click menu on the
Vaccinations panel:

Add Yaccination
Edit Yaccination
Delete Yaccination

Print Official Record
Print Due Letter
Case Daka

Display Visit Detail

‘w'eb References

The right-click menu on the Contraindications panel:

add Contraindication
Delete Contraindication
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16.1.2 Business Rules

Rule Meaning
Security Keys In order to add, edit, or delete an Immunization record you must be

assigned the PROVIDER key or the BIZ EDIT PATIENTS key and

cannot hold the BGOZ VIEW ONLY key.
CPT and ICD Codes For each new vaccination record entered, the CPT or ICD codes

Automatically Added and Deleted | specified in the Immunization file for that vaccine will be respectively
added to the V CPT and V POV files if it does not already exist for
the visit. In addition, for non-nasal and non-oral vaccinations the
code 90471 will be added for an initial immunization on a visit and
90472 for each subsequent one. Likewise, 90473 and 90474 will
added for nasal and oral vaccinations. If the vaccination is

subsequently deleted the codes discussed above are removed.
Deleting Vaccinations In order to delete a vaccination you must either have entered it or be

the primary provider; in addition, the visit cannot have been billed or
exported.

16.2 Vaccinations

The Vaccinations grid allows the provider to see immediately which vaccinations the
patient has received or refused.

- Vaccinalions :
Pwiﬂecudl Due Letter I Eagul:laal Add I Edit | Yl i he I

Vaccine Visk Date | Agef@Vish | Location Reaction | Volume | Inj Ste Lot

HEF B ADLT  D5/09/2008 48yre  |DEMO HOSPITAL

HEF & &DLT | 05/03/2006 48y  DEMD HOSPITAL 1 Ledt Dreltoad 14

' | | ﬂ

Figure 16-3: Sample Vaccinations Panel

16.2.1 Adding a Vaccination Record

You add new vaccinations regardless of whether the patient is a child or adult, or is
included in the immunization registry or not.

» New vaccinations or refusals are those that are given for a visit. It is important
to note that the date and location of the vaccination correspond to the currently
selected encounter in the EHR.

* You can enter historical vaccination information where you specify the date
and location.

Make sure a visit is selected. Follow these steps:

1. Click Add (or select Add Vaccination on the right-click menu) to display the
Vaccine Selection dialog.
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w, Yaccine Selection

r Search Criteria:

SearchVahe: ||
O}

[ geach |

(" Show Only active Yaccines with a Lot Number

Sedact one of the follovang reconds:

x|
+ Show Al Actree Vaccines Cancl |
ﬂ

Irrrrariization Brand Name

BOTULINUM ANTITOXIN  Botox

CHOLERA Genenc-ntramusculas

CHVIG Cytaliam

DT [PEDIATRIC) Diphithesnia and Tetamus Tosoids
DTaP Tripedia

DTaPHep B-IF Pedians:

HEBIG Hepatitiz B e Globulin (H
HEP &, ADULT WALDTA aduk formulation

HEP &, PED/ADOL, 2 DOSE VAQDTA pedistric/ adolescent fios
HEP AHEPE Towirune j

Figure 16-4: Selecting a Vaccine Dialog

The selection list on the Vaccine Selection dialog is initially populated with all
active vaccines. This can be changed to “Show Only active Vaccines with a Lot
Number” by enabling that radio button.

You can filter the list by entering a search value. The search value can either be
the first few letters of an Immunization name, HL7-CVX code, or a Brand name.
A long description of the vaccine can be displayed by hovering the mouse over a
vaccine entry in the grid.

2. To select a vaccine, do one of the following: (a) double-click the vaccine entry in
the grid, (b) highlight the vaccine and click OK, or (c) highlight the vaccine and
press [Enter]. The Add Immunization dialog displays.

. Add Immunization x|

Vaceine |HEP &, PED/ADOL, 2 DOSE _| "
Adrinistered By |TETER.SHIBLEY
I —I Cancel
Lot | =
|Fijection Site I j & Curent
" Histarical
Walume I,E ﬂ
" Refuzal
Wac. Info. Sheet [08/04/2004  w |

Figure 16-5: Sample Add Immunization Dialog

3. You can change the Vaccine field by clicking the = button to display the Vaccine
Selection dialog (where you can select another vaccine).

The following applies when the Current radio button is selected:
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10.

If a compound vaccine is selected, then a separate immunization record will be
added for each component. Such as in the above example, three separate
vaccination records are added for DTaP, Hep B and IPV.

Note: if you delete any one record (in the example), that deletes all of them.

The Administered By field defaults to the current user. If needed, you can change

this by clicking the = button to display a lookup utility. See “Using the Lookup
Utility Dialog for Administered By on page 353 for more information.

For common vaccines, the application automatically loads default values for the
Lot, Volume, and Vaccine Information Statement fields.

The Vaccine Information Statement (V1S) date is required to give to a parent/
patient for each vaccine administered as evidence of Informed Consent. You can

change the date by clicking the = button and selecting from a calendar.
You can edit any of the fields, as needed.

If a manager of the Immunization package has specified that Lot Numbers are
required, then they will be there as long as there are active lots assigned to the
vaccine.

When the Add Vaccination dialog is complete, click OK to add the vaccination
record to the Vaccinations grid. (Otherwise, click Cancel.)

For each new vaccination record entered, the CPT or ICD codes specified in the
Immunization file for that vaccine will be respectively added to the VV CPT and V
POV files if it does not already exist for the visit (unless it is configured not to add
the CPT code for the immunization). In addition, for non-nasal and non-oral vac-
cinations the code 90471 will be added for an initial immunization on a visit and
90472 for each subsequent one. Likewise, 90473 and 90474 will added for nasal
and oral vaccinations. If the vaccination is subsequently deleted the codes dis-
cussed above are removed.

16.2.2 Adding Historical Vaccinations
You enter historical immunization information on the Add Immunization dialog by
selecting the Historical radio button to display the Add Historical Immunization
dialog.
A second way to add historical vaccination record is NOT to have a visit selected and
click Add to select a vaccine and then display the Add Historical Immunization dialog
(with the Historical radio button selected).
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isj. Add Historical Immunization x|
Vaceine [HEF A, FED/ADOL, 2 DOSE [= | o
Documented By |TETER.SHIRLEY
I —I Cancel

Event Date I _I
Locatian: I _I " Current

* Facility ™ Other " Historical
" Refusal

Figure 16-6: Sample Add Historical Immunization Dialog

The Documented By field defaults to the current user (you can change this).

The Event Date field must be a previous date that you can enter clicking the =1 button
and selecting from a calendar.

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

If the location is an official IHS facility, enable the Facility radio button. You can
select the location from the Lookup Utility dialog by clicking the = button. If you
manually enter a facility name, it must be an official IHS facility; if not, when you
leave the field, the Lookup Utility dialog will display.

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

If the location is not an official IHS facility, enable the Other radio button. Enter the
non-official location (for example, Dr. Ray Beck).

Click OK when the dialog is complete. This adds an historical vaccination record to
the Vaccinations grid.
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16.2.3 Immunization Refusal

You enter the immunization refusal information on the Add Immunization dialog by
selecting the Refusal radio button to display the Add Immunization Refusal dialog.

. Add Immunization Refusal x|
Waccine IHEF'A, PED/ADOL, 2D00OSE _I oK
Documented By |[TETER.SHIRLEY
I —I Cancel
Event Date I _I

" Current
" Histarical
f+ Refuzal

Figure 16-7: Sample Add Immunization Refusal Dialog

The Event Date must be a past date that you can enter clicking the = button and
selecting from a calendar.

Click OK when the dialog is complete. This adds an immunization refusal record to
the Vaccinations grid as well as adding a refusal record to the Personal Health panel.

16.2.4 Editing a Vaccination

In order to edit an Immunization record you must be assigned the PROVIDER key or
the BIZ EDIT PATIENTS key and cannot hold the BGOZ VIEW ONLY key.

Make sure a visit is selected. Follow these steps to edit a vaccination:
1. Highlight an immunization record you want to edit.

2. Click Edit (or select Edit Vaccination on the right-click menu) to display the Edit
Vaccination dialog. The existing information about the selected record will
display.
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. Edit Immunization B

Vaccine [HEIG

Lot [
Injection Site: | Left Am 50
Voume [5 <
Vac. Info. Sheet [03/22/2007 |

Beachion: | ﬂ

Administered By [USER.DEMO -]
=)
=

Doze Ovemide: | :J

Figure 16-8: Edit Vaccination Dialog for Current Visit

3. See “Adding a Vaccination Record” on page 102 for editing the fields in the
top panel.

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

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

5. You can enter a reaction by selecting from the drop-down list for the Reaction
field.
When a entered reaction is ‘Anaphylaxis, Convulsions, Lethargy, or Fever >104’,
then a corresponding contraindication is automatically added.
Otherwise you are asked if it should be added as a contraindication for the patient.

Save bo Contraindications?

\E) Do yiou wish b save the Reaction of “Irritability” as a Contraindication for the Patient?

o |

Figure 16-9: Information Message when Saving Contraindication

Click Yes to save the reaction as a contraindication. (Otherwise, click No.)
If you answer yes, a contraindication of ‘Other Allergy’ is added.

6. When the Edit Vaccination dialog is complete, click OK to change the
information about the selected record. (Otherwise, click Cancel.)

16.2.5 Deleting a Vaccination

Follow these steps to delete a vaccination:
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1. Highlight a vaccination record you want to delete.

2. Click Delete (or select Delete Vaccination on the right-click menu) to display the
“Remove Vaccination?” information message.

X
-.?,/ Are you sure you wank ta delste the INFLUENZA vaccination?
Yes || No I

Figure 16-10: Sample Remove Vaccination Information Message

3. Click Yes to remove the vaccination from the Vaccinations panel. (Otherwise,
click No.)

If you delete the refusal immunization record on the Immunization component,
that action also removes it from the Personal Health panel. (Vise-versa is also
true.)

16.2.6 Buttons in the Vaccinations Panel

The following information provides information about the buttons on the Vaccinations
panel.

16.2.6.1 Print Record Button

Select a record and click the Print Record button to display and print the Print Record
pop-up. This pop-up shows the immunizations that the patient has received.

=lo|xi

OFFICIAL TMMUNIZATION RECORD
IHS Health Clinic
26187 Lands End Dr

South Ridng, VA 20152

29-Har-2007
BOY DEHO Dave of Birch: lé-Apr-1933 (3 yrs)
3433 SHITH 5T Charc#: 45444

OELAHOMA CITY, OK 32245

fur records show that BOY has received the following

immunizations:

Tmmumization Dace Received Location

DTaF [PEDIARIX) 29=-Tul-1998 Best Pediatrics

DTaPF [PEDIARIX) 04-0ce-1998 Demo Hospital -
Ll '
Font 5 Pri

: k...

Size: | Close |

Figure 16-11: Example of Official Immunization Record

You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows). Note that this
does not change the size of the text on the output (when you print).
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Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

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

“Right-Click Menu to Edit Text” on page 365 for more information.

Click Close to dismiss the pop-up.

16.2.6.2 Due Letter Button

Select a record and click the Due Letter button to display and print the due letter. This
letter is a reminder to make an appointment for the patient for the needed
immunizations. The Due Letter button must be configured in the Immunization
package in order to work.

=lal;
|

IHS Healeh Clinic
26167 Lands End
South Riding, VA 20152

29-Har-2007

Dace of Birth: 16-Apr-1998 (& yrs)
Chart#: 45444 I

Parent/fuardian of

EOYT DEHMD

3433 SMITH 5T

OELAHOMA CITY, OK 32245

Dear Parent or Guardian:

Your child, BOY, is due for immunizations. According to our
records, the following immunizations have already been received:

Impunization Date Received Location

DTaP [(PEDIARIX) 29-Jul-19398 Best Pediatrics

DTaP [PEDIARIX) 04=-0ce=1998 Demo Hospital _I'
il ’

Figure 16-12: Example of Due Letter

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

Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.
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The pop-up has a right-click menu where you can copy selected text and paste it into
any free-text field within the EHR or into another application (like MS Word). See

“Right-Click Menu to Edit Text” on page 365 for more information.

Click Close to dismiss the pop-up.

16.2.6.3 Case Data Button

You use the Case Data button to view/edit the Immunization Register data for the
patient. The user must have the BIZ EDIT PATIENTS key turned off in order to use
this button.

Because the Immunization Register is a very actively managed register and reports
only those patients that have an ACTIVE status, the panel is used to case manage the
immunization register.

Click the Case Data button to display the Edit Case Data dialog.
x

Case Manager | (=] 0K
Parent/Guandian [ Cancel

Other Info |

Begister % Active © Inactive

Forecast Influ/Prieumo | =]
Mother's HB 3465 Status | =]

Figure 16-13: Edit Case Data Dialog

Active/lnactive (radio buttons): This indicates the status of the patient in the
immunization register. All children from birth to 36 months that live in the GPRA
communities are automatically ACTIVE. On review of children, some are changed to
INACTIVE is they fit the MOGE criteria (Moved or Going Elsewhere).

When you choose the change to INACTIVE status, you need to justify or explain why.
In the Moved To/Elsewhere field, you indicate where the patient went, such as El Rio
Clinic, for example. The Inactive Date is very important because the child will be
included in all reports up to that inactive date. Because children and their parents don’t
report that they have move away (they just stop coming to the clinic), this function
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16.2.7

give those producing GPRA reports a way to have a more accurate denominator to
track and do the (GPRA) reports.

Inactive Date IEIE.-"EIEJEEIEIE _I Inactive Reazon |MENEE ettt

Moved Elzewhere
boved TodTx Elzewhers I Treatment Elzewhers

Deceaszed
Previouzly [nactvated

Eorecast Influ/Preurmo N hotivaed
ever Activate

Muther's HR=AG Statos | Ineligible, non-Ben
Figure 16-14: Sample Inactive Group Box

If you include the name in the Parent/Guardian field, that information will be included
in the reminder letters.

The Other Info field is where the case manager can enter anything that might be
valuable.

You can populate the remaining field by selecting from the drop-down lists.
Click OK to update the immunization register with the entered data.

Display Visit Detalil

The Vaccinations panel has the Display Visit Detail option on the right-click menu.
User this option to display the Visit Detail for a selected record. See “Visit Detail

Information” on page 365 for more information.

16.3 Contraindications

If the patient has had a contraindication to an immunization, you can record it with the
corresponding reason being specified. In addition, you can add a refusal (parent or
patient) to the contraindication. Any contraindications entered for the patient will be
displayed in the Contraindications panel, and you will be alerted if the associated
vaccine is subsequently selected.

— Contraindications
Add | Delete

WARICELLA, He af Chicken Pox  26-M ar-2007

Figure 16-15: Sample Contraindications Panel

16.3.1 Adding Contraindications
Follow these steps to add a contraindication for the current patient.
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1. Click the Add button on the Contraindication Panel (or select Add
Contraindication on the right-click menu) to display the Enter Patient
Contraindication dialog.

i, Enter Patient Contraindication

Vaccine: [-] Add
| Contraindication Beazon -

LCancel

Carrier

Corwulzion

Eog Allergy

Fewver:104

H= OF Chicken Pox

IrrrriLre:

Immune Deficiency

Irarmune Deficient Household

Lethargy/hwpotonic Epizode

M eomycin Allergy 2

Other Allergy

Parent Refuzal j

Figure 16-16: Adding a Contraindication Dialog

2. Click the =d button at the end of the Vaccine field to display the Vaccine Selection
dialog. Here you select a vaccine. See “Adding a Vaccination Record” on
page 102 for more information about selecting a vaccine. The selected vaccine
will display in the Vaccine field of the Enter Patient Contraindication dialog.

If you add an Immunization for which the patient has a related contraindication,
the application displays an alert and asks if you want to continue.
5
9 The patient has the following contrandscations
.;r,/ For HBIG of:
== Imimiures
Do you wish bo continua?
Yo
Figure 16-17: Contraindication Alert
If you click Yes, you can continue on the Enter Patient Contraindication dialog
(otherwise, click No).

3. Highlight the Contraindication Reason. You might have to use the scroll bars to
find the correct reason.

4. When the Enter Patient Contraindication dialog is complete, click Add to add the
contraindication record to the Contraindication panel. (Otherwise, click Cancel.)
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The current date is recorded on the Contraindication record.

16.3.2 Deleting Contraindications

Follow these steps:
1. Select a Contraindications record you want to delete.

2. Click Delete (or select Delete Contraindication on the right-click menu) to display
the “Remove Contraindication?” information message.

Remoye Contraindication? |

?r) Are you sure you wank to delete the contraindication of 23-Mar-2007 with Convulsion for this Patient?

o

Figure 16-18: Remove Contraindication Information Message

Click Yes to remove the selected record. (Otherwise, click No.)
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17.0 Lab Orders

The Lab Orders component shows a list of the current patient’s labs results. You can
sort any column by clicking on its heading.

Lab thders

POTASSIUM BLOOD PL..  COMPLETE
LURIMALYSIS [DIPSTICE. ... COMPLETE

Figure 17-1: Sample Lab Orders Panel

The two parameters that affect the number of days back that outpatient and inpatient
lab results will be retrieved are:

ORQQLR DATE RANGE OUTPT
ORQQLR DATE RANGE INPT

The package settings are 30 days for outpatient and 2 days for inpatient.

17.1 Refresh

You can select Refresh from the right-click menu to re-display the patient’s
information in this component so that recent changes will be reflected.

17.2 Lab Order Detall

When configured as a pop-up, the Lab Order Detail displays when a table entry is

selected:

£: Lab Order Detail
FLUCOSE ELOOD SERUM 3P LE #150562 -

Collection time: Mar 03, Z005@05:01:04

Test Name Eesult Tnits Fange
FLUCOSE =41

o

Kl -

Fort [~52] Pit. |  Close |

Figure 17-2: Sample Lab Orders Detail Pop-up

You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows). Note that this
does not change the size of the text on the output (when you print).
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Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

The detail pop-up has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word). See
“Right-Click Menu to Edit Text” on page 365for more information.

Click Close to dismiss the pop-up.
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18.0 Labs Window

The Labs window displays the lab test results for the current patient.

Fin
Labsratory Forodte - Mt Recont

Moat Tincevd Lok fLerults
Lamslatren Oidetl  Prerwaous
20 T eski By Duws o £ > ¥ L o
Sabniaead Tasti By | sy 22 2006 1609
W ok theel
Girapi 1 [ E
M robmidegy
Eratuivec, Paftuology
B B

Lk St

= : DLOO: Aocesmicon: O OSZZ 25 Frowider
ALE Eval: *** FOTE NE¥ RIFERERCE BANCES AS OF L/l
ALC Bval! BEFERINCE BANCEE 50 WOT AFPLY FOB INDT
ALC Bwsl; MWESCGLODINE OTHER THAN ¥, §, AND C. ALTEGMATE MITHIZS FOR
ALC Dwal: ASSISSING GLYCERMIC CONTEOL IN THESE INDIVISUALS HAT BE
ALE Bval! AFFROJRIATE

AGER FLET &

JALLE WITH WARTANT

EEY. "1™ = bnoomal Low. W™ = ibnoerad Hgh. ™ = Cafical Valie
Figure 18-1: Sample Lab Test Results Window

18.1 Viewing Lab Results

Follow these steps to view lab results:

1. Select the Labs window.

2. Inthe Lab Results box, click the type of results you want to see.
NOTE: The plus sign (+) by a lab test means it has a schedule.

3. Some of the results will need you to determine ones you want to see. In this case,
the Select Lab Test dialog will display; select the tests that you want to view.

4. Also, you might need to choose a date range (such as, Today, One Week, Two
Weeks, One Month, Six Months, One Year, Two Years, or All Results). In
addition, you can define a date range.

5. To define a date range, select Date Range in the Date Range panel to display the
Date Range dialog.
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pateRange |

Erter & dabe range -

Begn Dale End Date

|| = | =]
Ok | Cowel |

Figure 18-2: Date Range Dialog

Type the dates in the date fields (you can use the t-2 format, if needed) or click the
== button to select from a calendar.

6. If there is a dialog box, click OK to have the selected test results display on the
Labs window.

7. You can print the lab test results by selecting File = Print. See “Printing the Lab
Results” on page 127 for more information.

8. Please note that in non-table form lab results, you can freeze and unfreeze text
like you can do when viewing reports.

18.1.1 Most Recent

The Most Recent lab result view shows you the lab tests in reverse chronological
order. You can then step through them one at a time using the forward and backward
buttons or go to the first or last lab result using the buttons with the double arrows.

Eie
Lab Regults Laborahoay Aesulls - Most Recent
cu.;,f'_.“ﬁé‘ : Diidest Prenous Colectsd T 4 ’
Al Tests BY Dabe o £ . 3 3 |
bt Tasts B Sep 29, 2003 11:52 > Mozt Recent Lab Rezull
Wiorkcsheet
Gragh Tea B [Fiag [ [Fetflonge
Melacroshiclcagy 402 H mgdL 110
Anstomic Pathalog | IREA NITROGEN B gL 7.2
f:gi,‘:‘: CREATININE 03 i e

SODIUM 15 I remlL 140- 148

FOTASSILM 47 melL 36-52

CHLORIDE 100 mmolL 100 - 108

coz | menlL n-3

CALCIUM a0 mgs'dl BE-105

Spaciman: PLASMA; Aecaddicon: CHEM 0323 32 Frevider: JEFFERSOH, TRIBAL

KEY: "L" = Abriwmal Low, "H'™" = Abnomaal High, " = Crlical Value

Figure 18-3: Sample Most Recent Lab Results
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18.1.2 Cumulative

The Cumulative report is the most comprehensive lab report. It displays all of the
patient’s lab results for the selected time period. When selecting a large data range, this
report can take some time to display. The results are organized into sections. You can
automatically scroll to that section by selecting it from the Headings scroll list.

Fie
Lab Ragults Labswatedy Feeults - Curmisines - A0 Reube
Most Hecart -—-- CHEM I ---- -
0 Tests B Date pppams ETEL DE/LE DE/DS D4s2E 04716 Dafarancs u
Selected Tests BY 2003 2003 2003 2003 2002
E:’mw 11:52 1E: 36 11:1% 15:45 13:439 Thics Rarges
mmw CLUCOSE 402 H 278 H 240 H 193 H 4ZE H  mgrdlL  70-110
Bloged ark: UREL B 8 5 5 g 12 ng/dL 9-22
Lashy Stz CREAT a.3 o.s 0.9 0.9 1.0 mgfdl -T=-1.2

HA 135 1 134 L 123 L 140 129 L mmol/L  140-142

B 4.7 4.0 4.0 4.0 3.9  mmol/L 3.6-5.%
Headngs oL 106 85 L %5 L 104 93 L mmel/L  100-108

al |c0Z 8 8 Z5 z7 25 mmnl S L Z1=32

Hemaloogy ch 5.0 B.6 L 5.4 3.5 9.3 ngfdl  8.8-10.5
Ll Dipshck PO4 mgsdl Z.4=4.9
Lree Micro Exs MG LS L mg/dL 1.8=2.4
Group 2 T.9R0T 7.3 7.3 7.9 gu/dl  &.4-8.2
Cosgudation = | |atetmIn 2.3 L 231 3.4 gfdl  3.4=8

ALE PHO Lig 117 118 UL EO=138
DatsRarge |,.r 24 28 3 UL 15-37
?ﬂm kLT 57 53 8 WAL 20=gE

LEH
pos e LD 1 UsL 25-70
D"#Hl?*h- CK UsL A=232
Six Mot CEEE .3 ngfal 0=5
ires e TROP. I 0, o0 NG/ML  0=,09
T oo fems HYOGLOE 35 wgdl A0, 52,5 »

KEY: “L" = Abrosmal Low, "H" = Abriomal High, ™ = Crscal Vakss
Figure 18-4: Sample Cumulative Lab Results

18.1.3 All Tests by Date

The All Tests By Date report displays all lab results (except anatomic pathology and
blood bank) for a selected time period. The data is displayed in the order of the time of
collection.
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(]
Lab Rasulls Labosaboey Results - Al Tests B’ Date - Al Results
Mast Recent 4
Carnudaiive Providesr : JEFFERSON, TRIBAL =
Spacimen: PLASHMA, CHEM 032% 32

Selected Testz B 03/25/0% 11: 52
'E\"uk!i‘unl Tes: nans Fasule unite Bef.  range
H':h GLUCOSE 402 B mgldl 0 - 110
M:mb: EF‘WH"-:W UREL NITROGEN 8 sy /dL T - ZZ
Elosod Bank CREATININE 0.9 ng/dl = 1.2
Lab Slahs S0DIUR 135 L mmel/L 140 - 148

POTASSIUR 4.7 muol/L 3.6 - 5.2

CHLORIDE 100 suol/L 1006 - 108

coz 28 muol/L 21 - 32

CALCIUM 5.0 mgsdl 8.8 - 10.5

L ——————
FProwider : JEFFEREON, TRIEAL
Specimen: URINE. UA 0929 &
DF/25/03 11152

Date Riange Test name Result units Ref. E e
R APPEARANCE CLEAR
Dhate Range: URINE COLOR TELLOW
Today SPECIFIC GRAVITY 1.000 1.001 - 1.0%
E::“;z:s URGBILINOGEN 0.2 mg/dL HORX = 1
D Morth URINE BLOGE REGATIVE HEG = TRACE
Sic Mionths URINE BILIRUBIN HEGATIVE HEG
Dne et URINE BETONES RECATIVE HEG
T e Ysms URINE GLUCOSE 1+ WEG

PROTEIN HEGATIVE HEG = 4

DURINE FH A

&.0 UNITS 4 = ]
Figure 18-5: Sample All Tests By Date Lab Results

18.1.4 Selected Tests by Date

The Selected Tests By Date report is useful when you only want to review only
specific tests. Microbiology results can also be selected. This selection displays the
Select Lab Test dialog.

€ Select Lab Tests [_To[=]
Laboratory Tests
[Froten. i 2| Tests to be displayed
Prostabc Specihc Anligen - Primaclone
Pratern g E Procainaride
Probean C Resistance, Actnat
Proben C, Antigenic
Protern Elechio [Ur]
Protein Elechiophoresis Remoyve &1
Protein Level, Urine

Probein S Evaluation Remove One
Probein, L !Coﬁz _I
Prates, Total

Proteus 0x19

Proteus EMIE L‘

| o P

ok | Cancel |

Figure 18-6: Sample Select Lab Tests Dialog for Selected Tests by Date

The “Remove All” and “Remove One” buttons on the Select Lab Tests dialog apply to
the items in the “Test to be displayed” field.
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After selecting the tests, the report displays on the Labs window for the selected time
period. You can select more tests by clicking Other Tests (to display the Select Lab
Tests dialog).

Ede

Lab Pepy Latadany Ry - Sslevinnd Tostn B (oo - Ty it

Wer Fleeed g
Curadaree Prowidar : DYROE, BONIRT G 1
Al T it B Dt Speeimen: FLLTHL CHER 0WlE 39

[ oot Tt B ] 0OFLE/0D 16

._:ﬁw Tart mams Parult units Pat Tangs
FROTEIN, TORAL Tl m L 6,4 = §.3
ALDUHIN 3.3 & grdal ¥4 - §
ALEALINT FEOZFRATASE 134 iR - L

Gragh
Ve ambag.
Zradaa: Fabakey
Ficedd Bard

Lab Stehn ALT

AST
SELTROWTN, TOTAL o.& =g aL

man: L
04/0E/D3 11313
- Fakts mbina Paruit  unis " Bef.  rangs
ik """I FRITELN, TOTAL 1.3 L £.4 - 0.2
mmin 1.3 8 gidl 3
b ALEALINT MRIFFILTAEE il [ =
Vate Harge ALT 53 L e &5
Roday AST i L -
O ek BILTRUNIN, TOTAL 0.3 wgal

...............................................................................
Frovidar FERNER, 7OLENE X
Epecinen: PEATRL CHER G458 39
EEY: L™ = lrcrmadi Low. 1 = dlbwcemasl High, ™ = Cofical Vol

Figure 18-7: Sample Selected Tests By Date Lab Results

18.1.5 Worksheet

The Worksheet is similar to the Selected Test by Date report. It does not display
microbiology results, but it has many features for viewing lab results. It is very useful
for displaying particular types of patterns of results.

18.1.6 Selecting Tests for Worksheet

Tests can be selected individually or by test groups. Any number of tests can be
displayed. When selecting a panel test, such as CBC, the panel will be expanded to
show the individual tests. Tests can be restricted to only display results for a specific
specimen type. For example, displaying glucose results only on CSF can be
accomplished by selecting the specimen CSF and then selecting the test Glucose.

To add a lab test, select it and then click Add to have it appear in the Tests to be
displayed field. You can remove a test in the Tests to be displayed field by selecting it
and clicking Remove.

The Remove All button removes all of the test in the Tests to be displayed field.
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€, select Lab Tests [_ O] x]
[ Persons with defined Test Groups Define Test Groups
oM G ot ID-:h:tu:lr.TesI | Hew I
1)0-HCG, HGE, HCT, Fe, H. Pyl Hecines
3) Irnipra, lrdluen, Rsveull, Moo —I
Labweastory Tests
IHW Add I Tests to be dsplayed
Lytes Pl - Co2
Lytess J Tocreate a New Chiaride
M.Prieu Ab Panel Test Group, fmit |-y
Macrocytosis selection lo 7 bests.
Maciophages Sadhum
Magnesium Polassmm
Matemal Serum Alpha-Fetopr Remoe A1
Matemnal Serum Scieen 3
MEACPE _| RemoveOne
MBCEK
MCH =
MCHC Arange
MCKMB 2
bests for
Mebaial dhsplay.
Mebeoin hd |
Sreci
[orw 7] OK Cancel |

Figure 18-8: Selecting Lab Tests for Test Group

18.1.7 Establishing Test Groups

Test groups allow you to combine tests in any manner. For example, a test group could
combine CBC, BUN, Creatinine, and Platelet count. You can save those test groups for
later use. You can also select test groups that other users have created. You cannot
exchange or delete other’s test groups, only your own. Test groups are limited to seven
tests, but you can have an unlimited number of test groups.

To define your own test groups, select those tests you want and click New. If more
than seven tests are selected, the New button will be disabled. The selected tests
appear in the Test Groups field.

If you want to delete a test group, select it, and click Delete.

If you want to replace an existing test group with other tests, select the test group,
make any changes to the tests to be displayed, and click Replace.
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R
Persons with defined Test Groups Diafine Ted Gioups |
T éat Gices [Doctor. Test = N

1) 3-HCG, HGE, HCT, Fe, H Pyl
Al Iminwa, Influen. Bsveul. Mono
4] Co2, CL. HCT, MCY, MNa. K
5] Pedgh, 1Mhisti, 170hpro

I

Labosakory Tesls
I oad l Tests to be displaped
Pediatne THR Glucose s I 2

Pediatic 2HR Ghicose }ﬂ cieale aMew ) onos Vial Cuibure
Pediatic 30Min Glcose est Group, i RSV Cullure
Padistic Fastng Glucose selection to 7 tests.  Fypwms o

#CKMB

1HR GTT

1-Metrylhztidine Remove All

1/2HRGTT

17 Hydhospprogesterone Remove One

17 Dhp R CH|

17-Alpha Hydrewypeogesteror ~

17-Hypdiospprogeshe one 'ﬁ'"m%f

17-0h J'ﬂi::m o

17-0hp e

170h play.

170k Progestenre ;1

Soeci

[iy 7] ok | concel |

Figure 18-9: Establishing a New Test Group

NOTE: These test groups are the same as those you might have already created using
the Lab package. The seven-test restriction is a limitation of the Lab package.

18.1.8

Displaying Lab Tests for Worksheet

After you click OK on the Select Lab Tests dialog, the Worksheet lab tests display in
table format. Comments are footnoted with a ** and show in the panel below the table.

The Worksheet display has the following features:

You can select other tests by clicking the “Other Tests” button (to display the
Select Lab Tests dialog).

You can display the test results vertically or horizontally by enabling the
appropriate radio button in the Table Format panel.
You can filter the results to only show abnormal values by checking the

“Abnormal Results Only” checkbox. This will quickly show tests that have
results beyond their reference values.

You can select the format of the display by enabling the appropriate radio but-
ton in the Other Formats panel.
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i
Lab Rends Labseatony Remds - Wodkchest - Two Veas
Mt Fiecoeent Taibs Fommat [~ Oither Foamats
Curndatres = Horizoni i Vietic (% Comenent '
A0 Tests B Date | i .d ; a | | e g Euq;h
Selected Tects B [~ Abnomal Resubs Ok r I r
Gitoh Date/Time  |Specimen [WBEC FEC |HGR [HETAVEN MDY lMcH [MEHE
Wicacbaclogy 1 1 I5L 141 &5 1=1] 5H T4H
Anateri: Pahologe 11,1 3/03 1327 Blood
Bl 8 ool L1117 1213 Bl =
i 110603 0700/ Blocd canc cans canc A N cars =
pe2amsllecd = |55 45 W5 &5 % BH B
0821 403 16:57] Blocd
ST /08 0% 24 Llne:
B 3 S f i
£ »
Diabe Range
Daste Rarge
Today
e ' ek
T Wenkt
One Month
o Monthy How LL, Z002QLZ:13 " Comments: L
Dlre 1mst DEMG
GLUCOSE reported incorrectiy as L10 by [EL83). (¥
A Flesuliy

Figure 18-10: Sample Worksheet Lab Results

18.2 Graphing Lab Results

You can choose to view lab test results as a graph. Each occurrence of a test is a point
on the graph. EHR draws lines between the points to form a visual representation that
can help you see trends. The results are shown in blue. Dotted red lines show the high
and low reference values for the test.

You can use the following features by clicking the checkbox when viewing the graph:

Zoom lets you enlarge a part of the graph by clicking and dragging from above and
to the left of the area to below and to the right of it.

3D makes the graph into a simple three-dimensional representation.

Values places the numerical results next to each point on the graph.
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The figure below shows an example of the graph feature being used. Comments are
footnoted with a ** and show in the panel below the graph.

Eile

Lah Fesults Laboealony Fresuits - Graph - All Fendts

Mast Recent

Curmudative [~ Zoom [ 3D [ sk
Al Teds 8Y Date

Selected Tez BY

it ol

S [+ cascoze (Pinzmn) — et Low 70 Fef Hgh 110 |
Anabomic: Fatholog
Brkewond] B ek
Lab Slatus

mgkL

5 8 88 8

1

Date Rlangs 1nnesT 119 1NN 1112000 1A 2001 112002 1A 2003
[Drate Fangs.

Enewed- May 02, L¥3ERLI:59 ** CommantE:

Two Weskz CALLED ER BW WITH CLUCOSE PESULTS:

O Month

Six Monthi

O Yom

Tt 'eane

Figure 18-11: Sample Graph Lab Results
18.3 Test Description
You can view a description of a selected lab test.

Select File = Test Information to display Lab Test Description pop-up.

ol
m "RAST. LATEX [retied] Z‘
= D4 El Defaul uigency: ROUTINE
= COR Highiest urgency allowed: ROUTINE
5 F _| Collection sample: BLOOD 10mL REDtop

rea Testosterons Mirsmoum vob fin mis} 10
% Free Testosterone [Rietved) M orclex fr 1
4 CoaTRAT SOUENCH
. SitesSpecimen: SERLUM
Chemayme Unds %
Chemzyme [Retived)
“Citomegalovingg Cult Shel
‘Crtomegalovingg Cult Shel [Reine
"HCWY-Rina By PCR
*HCV-Rna By PCA
*Manual Diff
*Pddandatoay Dif

“Pddanual Diff (PCC Lab

Aubdlalon = =
Close |

You can highlight the name of the lab test in the field. Otherwise, enter a few

characters in the field and the list will scroll to the first name containing those
characters; highlight the test name.

Figure 18-12: Sample Lab Test Description

User Manual 124 Labs Window

September 2007



Electronic Health Record (RPMS-EHR)

vl.l

The right-hand panel will display a description of the highlighted test. You can select
text in this panel and paste it into another free-form field or into another application
(like MS Word). See “Right-Click Menu to Edit Text” on page 365 for more
information. Click Close to dismiss the pop-up

18.4 Microbiology

Microbiology shows you the results from microbiology for the selected time period.

Eie
Lab Rents Lsborstory Resulls - Macrobiokogy - Al Renlls
Meost Hiecent -=== MICROBIOLOGY ---- -
Cuismudative hccassion: MI OZ 4438 Beceived: Oce 27, 2002 00:16 m
AlTests B Date  fon))gerion sasple: SWAB/THROAT Collection dare: Q¢ 27, 2002 00:16
Sedeched Tests BY Give/Ipacinen: PHARYHX
ok ihest Pesvidar: LIPPERT,DAVID F
Gi Comment on specisan: ~ANTIBIOTIC=HONE
Aratomc Palhalog:
Elboced Brank.
L Shabuss Tase (8) srderad: THDOAT CULTURE samplemsd: Ose 23, 2002
* BACTERIOLOCY FINAL BEPORT => Oge 29, 2002 TECH CODE: 1830
Bactariology Pemark (5):
N0 CROUP A BETA STREP ISOLATED
R PP p——
---- HMICROBIOLOGY —---
hecession: MI 01 1870 Peceived: kpr 13, 2001 Z1:20
Collestion sasple: SWAS/THROAT Collescion dace: Apr 13, 2001 21:19
Sive/Specisan: PHARYIDD
Provider: PENNER,JOLENE E =
m Commant on specimen: -0 TREATMENT
Drabe Rangs...
Today
?:Efﬂg Test(s) ordered: THROAT CULTURE complaced: Apr 16, 2001 10:21
E:Hmr * BACTERIOLOGY FINAL BEPORT w» Apr 16, 2001 TECH CODE: 423
Dree Ve Bactariclogy Resark (s):
o faais N0 BETA STREP RECOVERED
R ——
-==- HICROBIOLOGY =---- -

Figure 18-13: Sample Microbiology Lab Results

18.5 Anatomic Pathology

Anatomic Pathology shows you the results in this section for the specified time period.
The results are organized into sections. You can automatically scroll to that section by
selecting it from the Headings panel.

Fie |

Lab Flesuts Lok sty Fesults - Analoes Patholgy

Mk Racerd

Cumidative ===~ CYTOFATHOROGY ====

&l Tegts By Dste  |Dace Spec taken: Auy 06, 2003 LI:08 Pachologist:

Selecied Tes Byl |Date Spac rac'd: Tach:

Work chesd BEMORT INCOMPLETE Aecappian B 3

Eﬁﬂ‘l Pubmiticed by: EB44 Fractitioner:

ek I L Ly e L TR
Papore mot vecified

L T L P S ————

Labs Siatus

Heuadreg:

Figure 18-14: Sample Anatomic Pathology Lab Results
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18.6 Blood Bank

Blood Bank shows any blood that was requested. It also shows the results of any
screening and if the patient has any blood products in the blood bank.

Ele
Lab Resds Lahorstory Rissulls - Blood Bank
|HmIR¢cm -=== BLOOD BANK ----
Curmisires
Al Test: BY Dsbe lgroon AED FH  ABSCEN DAT
Sl T Bl -
'E""'"‘*"““ & 07/02F2002 L0:Z0 o FOZ
raph &. ABM BAND @YYE S8E5: 2 UNITS CROSSED & DEADY

|Mﬂm
Hnaatoimic P,
Lab Stahuz

Figure 18-15: Sample Blood Bank Lab Results

18.7 Lab Status

As the name implies, you can use this option to check on the status of labs that have
been ordered for the selected patient. The orders are grouped by date and show the
order number, the type of lab ordered, the provider, the urgency, and the status.

Eie
Lab Aesults Labotalory Resulls - Lab Status - Al Resdls
Mast Recant
Cumidatree Orders for dats: 08731504
A Ttz B Diate Tast Tegency  Status Accession
Selected Tests B | oy rder g 141215 Provider: DOCTOR, TEST
Workshest BLOOD  PLASHA
E'::"I 1HR GTT ROUTINE Regquested (SEND PATIENT) for: 08/31/2004
gnatomsc Paholog | anrs for dare: 09,2903
Tast Pegency SEatuE Aecagsion
Labk Order £ 165371 Provider: JEFFERSON,TRIBAL
BLOGE
CBC ONLY (o DIFF)
ROUTINE Test Complace O325,/2003 12:20 HEN 09%2% 31
Lak Order § 163371 Provider: JEFFERSOM, TRIBAL
URINE
URINALYSIZ (DIPSTICK OHLY)
ROUTINE Test Complace 0F/Z5/2003 12:22 U 0925 &
Lak Order § 163371 Peovider: JEFFERSON,TRIBAL
ELOOD  PLASMA
e e BASIC METABOLIC PAWEL
?ﬂm EOUTINE Test Completae O3 22003 L2:0é CHEH 0925 32
?urfouw.fﬁs Orders for date: O0B/18/032
(ires Mesith Tast Fegency Status Accession
Six Morths Lak Order #§ 165300 Provider: BYRON,DOBERT ©
D fear BLOOD
Tee v anis CEC ONLY (N0 DIFF)
FOUTINE Tese Conplacs OB/LE 2003 18:05 HEN DBLE 36
Lak Order § 165300 Provider: ETRON,ROBERT ©
Figure 18-16: Sample Lab Status Lab Results
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18.8 Printing the Lab Results

You can print the selected lab results by selecting the Print option on the File menu to
display the Printer Selection dialog. See “Printer Setup” on page 366 for more
information.

When the Printer Selection dialog is complete, click OK. (Otherwise click Cancel).

The contents of the selected lab test results will output to the specified printer.
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19.0 Medications Panel

The Medications component shows the prescriptions ordered for the current patient.

Medications

b edication | Statuz | |zzue Date |A

SIMVASTATIN ... EXPIRED 18-M ar-2004
GLIPIZIDE TABE  PENDIMG
TOBRAMYCING.. PEMDING
AMOXICILLIM P... PEMDING
ACETAMINOPH... PENDING
SIMVASTATIN ... PENDING LI

Statu Inpatient/Outpatien
o Al = Active H oAl T Ouw n

Figure 19-1: Sample Medications Panel

You can sort any column by clicking on its heading. In addition, you can select the
status and type of medications (inpatient or outpatient) displayed on this panel.

19.1 Refresh

You can select Refresh from the right-click menu to re-display the patient’s
information in this component so that recent changes will be reflected.

19.2 Medication Detall

When configured as a pop-up, the Medication Detail displays when a table entry is

selected:
& Medication Detail N (=],
SIMVASTATIN Z0MG TALE®* =
Prescription #: 145
Prescriber: USER,DEMO
Sig: TAFE ONE TAELET MOUTH QOFM
Days Supply: 30
Quantity: a0
Last Filled: LABSOG
Fefills Bemaining: 11
Filled: 5/8/706 (Window)
Pharmaciszt: HAGER ,MARY
Start Date: L5/5/06
Stop Date: 546507
Status: ACTIVE o
Order #103 -
ki LI_I
Fant I AI - | |
. 3
S Frint... Cloze
Figure 19-2: Sample Medication Detail Pop-up
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You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows). Note that this
does not change the size of the text on the output (when you print).

Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

The detail pop-up has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word). See
“Right-Click Menu to Edit Text” on page 365 for more information.

Click Close to dismiss the pop-up.
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20.0 Medications Window

The Medications window lists the outpatient and inpatient medications that have been

ordered for the current patient.

Fila Ve  Achon

v = ¥ +
Actrve Dinky  Cheorsc Ok 180 days Pl F Hmws
Arton |I:I"nl'|:| Dlifmstiosnt W e st | Shaduy I lsmuesd I Last Filesd I Espaey | | Fal | Prowick
ATERDLOL 250G TAE™ (e £5 o 50 dasn . ;
¥ " ig TAKE OME HALF TABLET MOUITH EVERY Dl THE Aciien | Z24dap- 2005 | Z2Wa-2008 . Mooy 2006 157 | HAGERMARY'O
GLYBURIDE SMG TAE™ Oay 30 b 30 deg
¥ e MOLTH e e TOELP LONTROL  ATve 2206 244m 2006 23Map2007 155 MAGEFMARY G
HYTIROCHLOROTHIATIDE 25K Tl Gt i 3 dags
Sy TAKE DME HALF TABLET MOUTH EVERY MORMING MBuzirew do -G J2Me-JE T2 L) 158 HAGER MARY G
J ] 0 i L
THE BLOOD FRESSURE
ME TFORMIN S00MG TAD™ Diy. 160 for 30 days i
¥ 55 TAKE OME TABLET MOUTH TWACE A DAY THC Ao IR ZHWAE D0 3 150 HAGERMARY G
ASPIRIN BTG TAE" Oy 50 for 3 days g : 7
g e ALl ol bk - RS oive | I I Mg 200 MmO 3 159 | HAGERMARY G
LOSARTAN 2505 TAR™ Dt 0 bor 00 dayn
Sig TAKE ONE TABLET MOUTH EVERY DAY THE HIGH B R L Ay A 1 e
Aciion | Ingabert Mk it | Siaus | sSwpbae |

Figure 20-1: Sample Medications Window

The following are features of the Medications window:

* You can use the icons at the top of the window to perform various functions.
* You can determine the columns that display by right-clicking on a column

heading and selecting the options.

* You can take action on existing medications by using the options on the Action

menu or by using the options on the right-click menu.

* You can view the medication order details or the administration history about

the selected medication by using the options on the View menu.

* The order of the columns (for outpatient) can be configured in the RPMS.

20.1 Icons on the Medications Window

The Medication window allows you to display and use the list of medications for the
current patient in several ways: (1) Restrict Medication Activity, (2) Active Only, (3)
Chronic Only, (4) Print Medication List, and (5) New. The following table gives the

features of these buttons.
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Button Activity
Click the Restrict Medication Activity button to display the Restrict Medication
Activity dialog.
180 days

Restrick Medication Ackivity

Show only medications active within the last
[1-1000 days]):

150

k. Cancel

Figure 20-2: Restrict Medication Activity Dialog

You can change the number in the free text field, if needed. After you click OK,
the Medications window will show only medications that were active with the
last specified days (for the current patient).

The default time can be configured in the RPMS.

Click the Active Only button to display the medications for the current patient
) | that have a status of “active’ in the Pharmacy package. These are the medica-
tions that the patient is actively taking.

Click the Print button (or select File = Print) to display the Print Medication
~, | | Listdialog.

Prir... Print Medication Lisk x|
Drayz to Retneve: I 180

v Active Only [~ Chranic Only

Lizt Detait
’75' Brief " Detaied

Frir... Cancel

Figure 20-3: Print Medication List Dialog

You can change the various setting, as needed.

After you click Print, the Print Setup dialog displays, where you select the
printer and other settings; click OK on this dialog to output the information to
the selected printer. The output contains any adverse reactions for the patient
and the following:

» Brief outputs the information in the Medication, Prescriber, Status, and
Refills Left columns (not just the ones in the current view)

» Detail outputs the information in all of the columns (not just the ones in the
current view)
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Button Activity
Click the New button to display the Medication selection dialog. (This is the
& same as selecting the New Medication option on the Action menu.) After mak-
New.. ing a selection, the Medication Order dialog displays. See “New Medication”
S on page 143 for more information.
Click the Chronic Only button to change the display to show only chronic medi-
v cations for the current patient (applies to Outpatient meds only)
Cheonic Orly

20.2 Column Heading Right-Click Menu

You can determine the columns that display for Outpatient Medications by right-
clicking on any column heading. This feature assists those with smaller monitors to
view only the needed information.

v Issued

v Last Filled

v Expires

v Refills Remaining
w R #

v Provider

Shiows &ll

Hide All

Restore Defaults

Save Setkings
Figure 20-4: Column Heading Right-Click Menu

The top options on the right-click menu lists the columns heading names that you can
check or uncheck. Only the checked options will display (along with the minimum
Outpatient Medications data).

Show All: If you currently have a special display and want to display all of the
columns, highlight this option.

Hide All: If you want to display only the minimum Outpatient Medications data,
highlight this option. Only the Action, Chronic, Outpatient Medications, and Status
columns display.

Restore Defaults: This returns you to the default view of the Outpatient Medication
(established when Save Settings was selected).

Save Settings: This saves the current view of the Outpatient Medications as the
default. Each time you access the Medications window, this (saved) view will be the
default view.
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20.3 Action Menu

The Action menu contains options allow you to take action on existing medications or
to order a new medication.

Achon

Change...

Copy bo Mew Order...
Biscontinue § Cancel...
Process...

Transfer to Inpatient...
Refil...

Renew...

Chronic Medication b
Figure 20-5: Action Menu Options

New Medication lets you order a new medication. See “New Medication” on
page 143 for more information.

Change lets you change something pertaining to an already prescribed medication.
See “Change” on page 153 for more information.

Copy to New Order lets you copy the selected medication to a new order.
Discontinue/Cancel lets you discontinue or cancel a selected medication.

Hold lets you place the selected medication on hold.

Process lets you (the user) process the selected med orders.

Transfer to Inpatient lets you transfer a selected outpatient medication to inpatient.
Transfer to Outpatient lets you transfer a selected inpatient medication to outpatient.
Refill lets you refill the selected medication.

Renew lets you renew the selected medication.

Chronic Medication lets you mark selected medications as chronic or as not chronic.

20.3.1 Copy to New Order
You might use this feature to create a new medication order from an expired one.
Make sure a visit is selected for the current patient. Follow these steps to copy an order
to a new order.
1. Select the medication you want to copy to a new order.
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20.3.2

2.

Select Action - Copy to New Order (or select the Copy to New Order option on
the right-click menu) to display the Copy Medication Order dialog.

& Copy Medication Order =10 x|

Diemo. Toddler is cursnty st CHART REVIE'W

4.

€, New Order E

Mo hreating specially iz avaldable.

(* Releacze copied ciders mmediatel
i Delay release of coped orders until Cancel I

Figure 20-6: Copy Medication Order Dialog

Enable the Release copied orders immediately radio button to create the same
order over again.

The Delay release of copied orders requires that there has been the setup for
delayed orders. You use the Delay option if the patient is being transferred and
you have all of the orders set to auto-dc on the transfer. This option will not be
discussed in this topic.

Click OK to display the New Order dialog.

Hedicartion: ACETANINOPHEN TAE 3IZSHG o
Instructions: S75MG ORAL Q4H
Pacient Instructions: WF/H
Seare: 0
Days Supply: 30
Quantivy: 5S40
RPefillz: 5
Pick Up: WINDOW

Dwsmavirur: DATTT TS

L«

Figure 20-7: Sample New Order Dialog

If you click Edit, you get the Medication Order dialog for the particular
medication. See “Qutpatient Medication Orders” on page 144 or “Inpatient

Medication Orders” on page 149 for completing the dialog.
If you click Accept, a new order is created using the medication information
displayed on the New Order dialog. (Otherwise, click Cancel.)

The specified medication will have “New” in the Action column. You can sign the
order now or later.

Discontinue/Cancel

When an order is discontinued, the application changes the order’s Stop Date/Time to
the date/time the action is taken. Pending and Non-verified orders are deleted when the
medication order is discontinued and will no longer appear on the patient’s profile. An
entry is placed in the order’s Activity Log recording who discontinued the order and
when the action was taken.
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Make sure a visit is selected for the current patient. Follow these steps to discontinue

an order:
1. Select the medication order(s) you want to discontinue.
2. Select Action = Discontinue/Cancel (or select the Discontinue/Cancel option on
the right-click menu) to display the Discontinue/Cancel Orders dialog.
€, Discontinue / Cancel Orders
The following ordess will be descontineed -
CIMVASTATIN TAE 20MG
TAKE ONE TABLET BY MOUTH EVERY DAY TAKE WITH SUPPER
Luantity: 30 Refils: 3
Rieason for Discontinue [select one]
Duphcate Drdar
Fegquesting Phwsician Cancelsd
Oigolete Ordes
Entesed in ernod I 0k I Cancel I
Figure 20-8: Sample Discontinue/Cancel Orders Dialog
3. Select the appropriate reason to discontinue from the Reason to Discontinue field
and click OK. (Otherwise, click Cancel.)
4. The specified medication will have “DC” in the Action column.
20.3.3 Hold

Only active orders can be placed on hold. Orders placed on hold will continue to show
under the ACTIVE heading on the profiles until it is removed from hold. An entry is
placed in the order’s Activity Log recording the person who placed/removed the order
from hold and when the action was taken.

Make sure a visit is selected for the current patient. Follow these steps to place a
medication on hold:

1.

Select the medication order you want to be placed on hold.
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2. Select Action = Hold to display the Hold Order dialog.
=ioj ]

The followng order will be placed on hold:

‘GLYBURIDE MG TAB™
TAKE 584G MOUTH EVERY DAY TO HELP CONTROL BLODD SUGARS
Quantity: 50 Reflls: 3

Enter a reaton for the hold:

l

Figure 20-9: Sample Hold Order Dialog

3. Enter areason in the free text field.
4. Click OK.

5. The word “Hold” will appear in the Order column for the selected order and the
Status = Unreleased.

6. You must the hold order now or later. After signing, the Status = Hold.

Once the medication is on Hold, you can remove it from hold by selecting the
medication and selecting Action - Release Hold to display the Release Order
from Hold dialog.

20.3.4 Process

The Process | =] putton allows you to select more than one medication order to
process. The process allows you to change, refill, renew, etc. each medication in turn.
Otherwise, you can choose the medication order individually and select the
appropriate process (change, refill, etc.)

Select one or more medications and then select Action = Process or click the Process
button to display the Medication Order dialog.

User Manual 136 Medications Window
September 2007



Electronic Health Record (RPMS-EHR) vl.l

& Medication Order x|

|!-5.I'-'IIHEI CAPROIC ACID TAE

| Dosage ™ Comples

Dietads I

AMINOCAFROIC ACID TAB SDOMG
TAKE OME TAELET MOUTH TWICE A D&Y 5 I

kip
Quantity: &0 Feflls: 0 Chiorec Med: MO -
7| __ADR Quit I

Figure 20-10: Medication Order Showing Process Actions

The active radio buttons on the dialog determine what action you can take on the
displayed medication.

The Action you select determines the label on the button on the button above the Quit
button in the lower right corner of the dialog.

Radio Button Button Label Action of the Button

None Skip Skips to the next medication
Change Change Changes the medication
Renew Renew Renews the med order
Refill Refill Orders a refill for the med
Hold Hold Puts the med order on hold
D/C D/C Cancels the med order

Click the ADRs button to display to show the Patient Postings information about the
current patient. See “ADRs Button” on page 143 for more information.

If you click the Details button, the system displays the Medication Details pop-up.
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hHIHDCAPRDIE ACID TAE S00MG
TAEE ONE TABLET HOUTH TWICE A DAY
Quantity: &0 Refills: 0 *UNSIGHED®

Acotivity:
0370572006 09:49 New Order entered by USER,DEMOD
Drder Text: AMINOCAFROIC ACID TAE SO00HG

TAFE ONE TAELET MOUTH TWICE A DAY
uancity: &0 Refills: 0

Hature of Order: ELECTRONICALLY ENTERED

Ordered by: II3ER, DEMD

Figmature: HOT SIGHED

Current Data:

Treating Specialty:

Ordering Location: DIAEETES
Frart Date/Time:

Ftop Date/Time:

Current Status: UNRELEASED

Orders that have not been released to the =zervice for action.
Order #103
Order:
Hedication: AMINOCAFROIC ACID TAB S500MG
Instructions: S00MG ORAL BID
Fig:

TAEE ONE TABLET HOUTH TWICE A DAY
Patient Instructions:

Days Supply: 30

Juantity: &0 o
:J [

F '
e | 9 Pint. | Close |
Figure 20-11: Sample Medication Details
20.3.5 Renew
Only active orders or those that have been expired in a certain number of days can be
renewed. The “maximum number of days following the expiration” can be configured
for your site. You must have Outpatient Pharmacy 7.0 loaded in order to renew a
medication order.
After a renewed order is accepted, the Start Date/Time for the renewed order becomes
the Stop Date/Time of the original order.
Once an order has been renewed, it cannot be renewed again or edited.
Make sure a visit is selected for the current patient. Follow these steps to renew a
medication order:
1. Select the medication you want to renew.
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2. Select Action > Renew (or select the Renew option on the right-click menu) to
display the Renew Order dialog.

ol

The following order will be renewed:

ASPIRIMN TAB.EC B1MG
TAKE OME TABLET MOUTH EVERY DAY
Cluantity: 90 Refillz: 3 [pick up at MWindow]

Ehange... | k. I Cancel |

Figure 20-12: Sample Renew Order Dialog

3. If you need to change the Refill/Pick Up information, click inside the green box
and the button changes:

~ioix]

The lollowing ordes will be renewed:

Figure 20-13: Sample Renew Order Dialog with Changed Button Label

Click the Change Refill/Pick Up button to display the Change Refills dialog.
1ol x]

[SIMVASTATIN TAE 20MG
TAKE ONE TABLET MOUTH GPM
Guantity: 30 Relfillz: 11 (pick up at Window]

Frefil: Pick Lp
f11 [at Window |

o] coon |

Figure 20-14: Change Refills Dialog

You can manually change the number of refills and change the Pick Up
information by selecting from the drop-down list.

When the Change Refills dialog is complete, click OK. You return to the Renew
Order dialog. (Otherwise, click Cancel.)

4. Click OK on the Renew Order dialog. (Otherwise, click Cancel.)
5. The specified medication will have Status = Unreleased and Action = Renew.

6. After signing the order, this changes the order to have Status = Pending.
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20.3.6 Transfer to Inpatient

This action will transfer a selected outpatient medication to an inpatient medication
for a patient with the status of Outpatient. The EHR will tell you if the medication
cannot be changed to an inpatient medication. Follow these steps:

1. Select the outpatient medication you want to transfer (you can select more than
one, if needed).

2. Select Action - Transfer to Inpatient (or select Transfer to Inpatient option on
the right-click menu). The application checks the status of the patient.

3. The Transfer Medication Order displays.
-loix

Dremo Faties 12 conrently st DIABETES
Mo lreating specialty iz avalable.

(* Delay releaze of ransfered orders until

;

Admit To lcu
Admit To'Ward

Figure 20-15: Transfer Medication Order Dialog

Select one of the options in the lower field, such as Admit to Ward.
4. Click OK to display the Admit Patient dialog.
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x|
Event [ADMIT TO WERD |
Treating Specialty. | =
Aendng | =
Frimaty: | ~|
Instructions: |
ADMIT TO WARD =] |Accept Order|
Z __oa |

Figure 20-16: Admit Patient Dialog

Complete the fields on this dialog by selecting from the drop-down lists. The
Attending field is the only required field.

The Instructions field is a free-text field.
5. Click Accept Order to display the Medication Order.

& ~edication Order (Delayed Admit To Ward) x|
|ASPIRIN TABEC Change |
Dosage . Complex . -
Dozage Rloute Schadule
[ [oRAL [paiy [~ PRN
gt BID -
162G i
354G i MOWE-FB
MO
s t o =l
Comments:
s |
P
ROUTIME =
ADR's |
ASFIRIN TABEC =
BIMG PO DAILY P
=l _ cocel |

Figure 20-17: Sample Outpatient Medication Order

6. Complete the medication order and click Accept Order. See “Outpatient

Medication Orders” on page 144 for more information about completing the
dialog.
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7. The selected medication will appear in the Inpatient Medications panel with New
in the Action column.

8. After you sign the order, the Status becomes Pending.

20.3.7 Transfer to Outpatient

This action will transfer a selected inpatient medication to an outpatient medication

for a patient with the status of Inpatient. Follow these steps:

1. Select the medication from the Inpatient Medications panel that you want to
transfer to outpatient (you can select more than one, if needed).

2. Select Action - Transfer to Outpatient (or select the Transfer to Outpatient
option on the right-click menu). The application checks the status of the patient.

3. The Transfer Medication Orders dialog displays.

€ Transfer Medication Order
Demo.Cyrthia is cumently at LAME DEER:
Mo beating specially iz available.
* Release tansiened orders immediately A V] —
" Delay ieleaze of ransfened orders untl Cancel |
Figure 20-18: Transfer Medication Orders Dialog

4. Click OK. The Medication Order displays.

5.  Complete the Medication Order and click Accept Order. See “Inpatient
Medication Orders” on page 149 for more information about completing the
dialog.

6. The selected medication order will appear in the Outpatient Medications panel
with New in the Action column.

7. After you sign the order, the Status becomes Pending.

20.3.8 Refill

You can refill only outpatient medications that are active and have refills available

(and NOT a med that has been renewed). Make sure a visit is selected for the current

patient. Follow these steps:

1. Select the medication you want to refill.

2. Select Action = Refill (or select the Refill option on the right-click menu) to
display the Refill Order dialog.
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& refill Order =10 x|

Request refillz for the following order:

HYDROCHLOROTHIAZIDE TAR 25MG
TAKE OME-HALF TABLET MOUTH EVERY MORMIMG THC ELOOD PRESSURE
[uantity: 30 Befillz: 11

Fick Up
(r-‘ Cliric ¢ Mail ¢ ‘Window [ ok | cancel

Figure 20-19: Sample Refill Order Dialog

3. Enable the appropriate radio button in the Pick Up panel.
4. Click OK to have the medication refilled. (Otherwise click Cancel.)

5. The selected medication will have “Refill” in the Action column.

20.4 New Medication

204.1

20.4.2

Make sure a visit is selected.

Select Action = New Medication (or select the New Medication option on the right-
click menu or click the New button) to display the Medication Order dialog where you
select a medication. The medication order can be for inpatient medications or
outpatient medications; this is determined by the visit selected.

See ‘“‘Outpatient Medication Orders” on page 144 or ‘“‘Inpatient Medication
Orders” on page 149 for more information.

ADRs Button

The ADRs button appears on many of the medication order dialogs. Click the ADRs
button to show the Patient Postings information about the current patient (allergies as

well as Crisis Notes, etc.). See “Patient Postings” on page 223 for more information.

Display Restrictions/Guidelines

Various medication order dialogs might have the Display Restrictions/Guidelines link
on them. Click this link to view the Restrictions/Guidelines pop-up.

Notice that you can print the text of the pop-up by click Print. Click Close to dismiss
the pop-up.
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€. Restrictions/Guidelines

The Crow Service Unit PAT commictes has selected Lovastatin as

our first line drug. Patients need to be on a dose for 4-6 weeks to
datermine effect. After failure with Lovastatin the next drug to try is
Simvastatin., Atorvastatin is be used only after treatment failures or
documanted side effects with Lovastatin and Simvastatin.

The following chart provides selected HMG Cok reductase inhibitors and
the adult dosage range for primary therspeutic indications:

CEMNERIC BRAND

DRIG HAME HAME (U3} DOSAGE RANGE* (mg)

sEsEEEEEEEEEEEE T ———————

Arorvastatin Lipicer 1o o 80 mg PO QD

Fluvrastatin Lezcal 20 ca 80 my PO QD

Fluwastatin XL Lescal 80 mg PO QD

Lovastatin Hevacor Z0 ca 30 my PO QD

Pravastatin Pravachol Pl ] co 40 wmg PO QD

Simwvastatin Zocox 1o co 40 wg PO QD

STATIN DOSE EQUIVENCY TAELE

Potency Rating Expressed in NG's

Ceneric Name Brand Name 1 2 3 4 £
Atorvastatin Lipitor 10 20 40
Fluvastatin Lescol 20 40 20

Lowvastatin Hevacor 10 20 40 20
Pravastatin Pravachal 10 20 40
|Simvastatin Zocor & 10 Z0 40 a0

| o]

Figure 20-20: Sample Restrictions Guidelines Pop-up

20.5 Outpatient Medication Orders

These instructions include ordering a simple and complex dose outpatient medication
(NOT using a quick order). Follow these steps:
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x
| No queck. orders avalsble]
ABACAVIA TAE  MF EI
ABILIFY  «ARIPIPRAZOLE TAB »

ACCOLATE  <ZAFIRLUKAST TAB »

ACCUTANE <ISOTRETIMOIN CAFDRAL > NF
ACETAMIMOPHEN DROPS SOLN ORAL
ACETAMIMOPHEMN ELIXER ELI<IR
ACETAMIMOPHEN SUPPRTL

ACETAMIMOPHEN TAB

ACETAMIMOPHEN TAB CHEWABLE
ACETAMIMOPHEN/BUTALBITALACAFFEIME CAF ORAL  MF
ACETAMINOPHEN/CODEINE ELEXIR
ACETAMINOFPHEN/HYDROCODONE TAR

&CFTIC &CINASALICYLIC &Xin LN 1IN TOR

e | Du’tl

Figure 20-21: Sample Medication Order for Selecting an Outpatient Drug

1. Find the appropriate item by scrolling the medication list. Otherwise, type enough
letters of the medication’s name in the top field to have the EHR search for the
name. Be careful to choose the correct item because some lists can have similarly
named items associated with the desired medication or medication quick order.

2. The EHR application searches the quick orders first and then the medication list.
Select the quick order or medication name and click OK.

Note: If the selected medication is a controlled substance that requires the
signature of a provider with a DEA number, the DEA# Required warning
message displays. Before an order for a controlled substance can be entered, the
provider selected for the encounter must be able to sign the order. You might need
to exit the Medication Order dialog, change the provider, and then reenter the
Medication Order dialog.

DEAZ Required i x|

i j Provider must have a DEA# to order this medication

E=C]

Figure 20-22: DEA# Required Warning Message

20.5.1 Simple Dose for Outpatient Medication Order

The following is for ordering a simple dose, outpatient medication:

1. If needed, you can change the type of medication by clicking Change.
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2. Highlight the dosage. (The associated cost is displayed to the right of the dosage.)
x|
[ALENDROMATE TAB Change |
| Dosage | Complex —
|Dosage Roule Schedue |
[ORAL {OwEEK I FAN|
[owG 1 BID A|
200G I Dally
70MG ; MOWE FR |
| i -
[ == ......_....:. i
=
=
Day: Supply Quantity Refil: |~ Pick Up | Prionity
[0 o o % & Cinic © Mal C Window | [ROUTINE +]
[ Chionic Med ' '
[% TAKE WITH FULL GLASS OF WATERDO NOT LAY DO
ADRs |
i‘hi’é”ﬁ%ﬁ?ﬁﬁu TAKE WITH FULL GLASS OF WATER-DO NOT LAY B
D i 0 =
uantity: ehlls: [Li e ] ;I Quit
Figure 20-23: Sample Outpatient Medication Order Dialog (Simple Dose)

3. Select a route from the Route field.

4. Choose a schedule from the Schedule scroll list. (Select PRN, if desired.).

5. The application completes the Days Supply field and calculates the quantity field
based on the formula: days supply x schedule = quantity. If necessary, highlight
and change the numbers in these fields.

Note: If you change a number, the application will attempt to recalculate the
other field. If you check PRN, be sure that the Quantity field is correct before
accepting the order.

6. Enter the number of refills.

7.  Select the location where the patient should pick up the medication from the Pick
Up field.

8. You can change the Priority by selecting from the drop-down list. The following
are the only two options you should select:

Done: when given in the clinic
Routine: the default
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9. Add comments in the Comments field (if desired). This field has a right-click

menu to aid in editing the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.

10. Under certain circumstances, a checkbox might appear under the Days Supply
field. If the medication is service-connected, make sure the box is checked.

11. Check the Chronic Med checkbox if you want the medication order to be flagged
as Chronic (after signing the order).

12. Click Accept Order.
13. If you are finished ordering outpatient medications, click Quit.

Note: The order must be signed before it can be forwarded to the Pharmacy
service. You can either sign the order now or wait until later.

20.5.2 Complex Dose for Outpatient Medication Order

The following is for ordering a complex dose, outpatient medication:
1. Click the Complex tab.

Note: Once you begin a complex medication order, you must remain on the
Complex tab until you finish the order. If you switch tabs, all complex dosages
will be erased, and you will be forced to start the order again.

I
[AI:E TYLCHOLIME CHLORIDE SOLN.OPH Change
Dosage | Complex
I _ 1
Dosage | Pows | Schedde | Duration [thensand||
[T oROP 1%
L2 DROPS 1%
O : 4
| =
X
Days Supply  Quandily Refl:  — Pick Up | Frioiity
| =4 =0 ji"merf‘wm_HnunNE'
[~ Chaonic Med
ADR's
ACE TYLCHOLIME CHLORIDE SOLM OPH 3
Refillz: O Chiorc Med: NO a Dider
z  aw |
Figure 20-24: Sample Outpatient Medication Order (Complex Dose) '
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2. If needed, you can change the type of medication by clicking Change.

3. Click the Dosage field and select the appropriate dosage.

4. Click the Route field and enter a route.

5. Enter a schedule in the Schedule field. (Select PRN if desired.).

6. Enter a duration in the Duration field. If you want to change the time units of
measure (for example from Day to Week), select the units of measure first, then
enter the duration number.

As you complete one row of instructions, those instructions appear in the lower,
left panel of the Medication Order dialog.

7.  Select the appropriate modifier: And, Then Except. Leave this cell blank for the
final dose.

8. Repeat steps 3-7 until you have completed the complex dose. This process will
add rows to the complex dosage instructions.

9. The application will display a default value in the Days Supply and Quantity
fields. The quantity is calculated based on the formula: Days Supply x Schedule =
Quantity. If necessary, you can change the value in these fields.

Note: If you change a number, EHR will attempt to recalculate the other fields.

10. Enter the number of refills in the Refills field.

11. Select the location where the patient should pick up the medication from the Pick
Up field.

12. Add comments if necessary. This field has a right-click menu to aid in editing the
text. See “Right-Click Menu to Edit Text” on page 365 for more information.

13. Under certain circumstances, a checkbox might appear under the Days Supply
field. If the medication is service-connected, make sure the box is checked.

14. You can change the Priority by selecting from the drop-down list. The following
are the only two options you should select:

Done: when given in the clinic
Routine: the default

15. Check the Chronic Med checkbox if you want the medication order to be flagged
as Chronic (after signing the order).

16. Click Accept Order.
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17. If you are finished ordering outpatient medications, click Quit.

20.6 Inpatient Medication Orders

Note: The order must be signed before it is sent. You can either sign the order

now or wait until later.

These instructions include ordering a simple dose and ordering a complex dose for
inpatient medication (NOT using a quick order). Follow these steps:

1. Find the appropriate item by scrolling if necessary. Otherwise, type enough letters
of the medication’s name in the top field to have the EHR search for the name. Be
careful to choose the correct item as some lists can have similarly named items
associated with the desired medication or medication quick order.

2. The EHR application searches the quick orders first and then the medication list.
Click the quick order or medication name and click OK.

x|

| [No quack orders avalable]

ACETAZOLAMIDE INJ -

ACYCLOVIR INJ

ADRIAMYCIN  <DDXORUBICIN INJ SOLN 3

ALDOMET ESTER  <METHYLDOPATE INJ >

ALPROSTADIL INJ

ALTEPLASE <ALTEPLASE IMJSOLN> NF

ALTEPLASE IMJ.SOLN  NF

AMICAR  <AMINDCAPROIC ACID INJ,SOLN >

AMIKACIN INJSOLN ~ NF

AMIKIN  <AMIKACIN INJ SOLN > NF

AMIND ACIDS/DEXTROSE INJ

AMINDCAPROIC ACID INJ SOLN

AMINDPHYLLINE INJ.SOLN

AMIDDARONE IMJ

AMPHOTERICIM B INJ

AMPICILLIM INJ

AMPICILLINASULBACTAM I

AMCFF  «PFFAF IR IBLI & ;I

ADR's
i
z  om |
Figure 20-25: Sample Medication Order for Selecting an Inpatient Medication
Note: EHR uses a look up from Pharmacy to check if the selected medication is a
controlled substance that will require the signature of a provider with a DEA
number. A warning message will appear to the provider “Provider must have
DEA# to order this medication” as shown below. Before an order for a controlled
substance can be entered, the provider selected for the encounter must be able to
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sign the order. You might need to exit the dialog, change the provider, and then
reenter the dialog.

DEAZ Required x|

i J Provider must have a DEA# to order this medication

E==]

Figure 20-26: DEA# Required Warning Message

20.6.1 Simple Dose for Inpatient Medication Order

The following is for ordering a simple dose, inpatient medication:

1. Make sure you are on the Dosage tab. Select the desired dosage from the Dosage

field.
x|
[AMPICILLIN (M Change |
o ol | B
Dosage Rouls Scheduls
| [INTRAMUSCULAR I PAN
TGMATVIAL - BID EI
1GM/TVIAL INTRAVENOUS DAILY
ZGMAVIAL NASAL MO WEFR
TAM 5 M
Lbreiond | PEOTRETE =
Comments:
< |
[ Give Additional Dozse Now
ROUTINE »
ADR's |
AMPICILLIM INJ -]
W Accept Order
= ow |

Figure 20-27: Sample Inpatient Medication Order (Simple Dose)

2. Select values for the Route and Schedule fields and check PRN if appropriate.

3. Add comments, if desired. This field has a right-click menu to aid in editing the
text. See “Right-Click Menu to Edit Text” on page 365 for more information.

4. The application displays when the first dose of the medication is expected to be
given. If you want to give the first dose now, check the Give First Dose Now
checkbox.
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Make sure that you are careful about using Give First Dose Now. When you click
the checkbox, a new order is created and sent to Inpatient Medications. Check to
make sure the Now order and the original schedule you entered do not
overmedicate the patient. If a provider selects Give First Dose Now with a simple
dose, the application displays the following warning message. (Click OK to
dismiss the warning message.)

Give First Dose Now i x|

] First Dose Mow is in addition to those fisted in the table.
,,!l) Plaase adjust the duration of the First row, If necessary.

Figure 20-28: Give First Dose Now Warning Message

You can change the priority by selecting from the Priority drop-down list. The
following are the only two options you should select:

Done: when given in the clinic

Routine: the default

Click Accept Order.

Note: If you do not complete the mandatory items or if the information is

incorrect, the application sends a message that tells you that the information is
incorrect and shows you the correct type of response.

When finished ordering inpatient medication order, click Quit.

Note: The order must be signed before it is sent to pharmacy. You can either sign
the order now or wait until later.

20.6.2 Complex Dose for Inpatient Medication Order

The following is for ordering a complex dose, inpatient medication.

1. Click the Complex (Dose) tab.
Note: Once you begin a complex order, you must remain on the Complex tab
until you finish that order. Do not attempt to start from or switch back to the
Dosage tab. If you do, all complex dosages will be erased and you will be forced
to start again
2. If needed, you can change the type of medication by clicking Change.
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x
[FHYTONADIONE INJ Change
| Dosage | Complex :
| Dosage | Rose | Schedde | Dusaiion [thenvand||
=
[TTMGB5ML
2GR AML
| |1oMG ML
=] 20MG /2ML 5
Comments:
‘ =
H
[T Give Additional Dose Now ity
ROUTINE =]
ADR's ]
PHYTOMADIONE 1M 2]
Accept Dider
.4

Quat |

Figure 20-29: Sample Inpatient Medication Order (Complex Dose)

3. Click the Dosage cell and select the appropriate dosage.

4. Click the Route cell and enter the route.

5. Click the Schedule cell and enter how often the medication should be taken
(select PRN if desired).

6. Click the Duration cell and enter a number and select units (days is the default) a
patient should use the specified dose.

7. Add the appropriate modifier: And, Then, Except (Except is only for Outpatient
Meds). Leave the cell blank for the final dose.

8. Repeat steps 3-7 until you have completed the complex dose. This process will
add rows to the complex dosage instructions.

9. Add comments, if desired. This field has a right-click menu to aid in editing the
text. See “Right-Click Menu to Edit Text” on page 365 for more information.

10. The application displays when the first dose of the medication is expected to be
given. If you want to give the first dose now, check Give First Dose Now.
Make sure that you are careful about using Give First Dose Now. When you click
the checkbox, a new order is created and sent to Inpatient Medications. Check to
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11.

12.

13.

make sure the Now order and the original schedule you entered do not
overmedicate the patient. If a provider selects Give First Dose Now with a simple
dose, the application displays the following warning message. (Click OK to
dismiss the warning message.)

Give First Dose Now § x|

] First Dosea Mow is in addition to those listed in tee table.
,,!l) Please adjust the duration of the first row, f necessary.

Figure 20-30: Give First Dose Now Warning Message

Select a priority from the Priority drop-down list. The following are the only two
options you should select:

Done: when given in the clinic

Routine: the default

Click Accept Order.

Note: If you do not complete the mandatory items or if the information is

incorrect, the application sends a message telling you that the information is
incorrect and shows you the correct type of response.

When finished ordering inpatient medication orders, click Quit.

Note: The order must be signed before it is sent to pharmacy. You can either sign
the order now or wait until later.

20.7 View Menu Options

The following are the two options on the View menu.

Change: This function changes the medication order (but not the medication).

Chronic Medication: This function marks selected medications as chronic or not

chronic.
20.7.1 Change
You can change the dosage, route, schedule, etc. of an existing medication order. This
option does not allow you to change the medication itself (the Change button will not
be active).
Follow these steps to change a medication order:
1. Select the medication you want to change (cannot be a cancelled order).
2. Select Change on the right-click menu to display the Medication Order dialog.
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x
[SIMETHII.'.EINE TAB CHEWABLE Change
Dosage l:l:lmphsc
Doszage Routs Scheduls
[160mG [ORAL I~ PAN
| BB AM -l
I ———— P Qs =
|
Qo0 |
Comments:
=
Days Supply Oy (TAB) Refls Pick Up - Prioiity
=4 S = ;
a0 = [240 HF | & Civie © Mal © Window | [ROUTINE -
[~ Cheonic Med
[+ -#A&Y USE AT BEDTIME IF MEEDED
ADR's
SIMETHICONE TAB.CHEWABLE S0MG ﬂ
CHEW TwD TABLETS MOUTH FOUR TIMES A DAY -MAY USE AT BEDTIME IF
NEEDED
Guanbty: 240 Reflls: 1 Chrorsc Med: MO _I : |
- ﬂl.ﬂ.

Figure 20-31: Sample Medication Order to Change

3. Complete the changes as appropriate on the Medication Order dialog. See either

“Qutpatient Medication Orders” on page 144 or “Inpatient Medication
Orders’ on page 149. for more information about completing the dialog.

4. Click Accept Order to change the medication order. (Otherwise, click Cancel.)

5. You can sign the changed order now or later.

20.7.2 Chronic Medication

The Chronic Medication feature, an option on the right-click menu, marks selected

medications as chronic or as not chronic.

Chronic medications apply to outpatient medications only; they have a + mark in the
Chronic column. Once the medications are marked as chronic, you can sort the list by
clicking on the Chronic column heading until all of the chronic medications are listed

at the top.

Follow these steps to use the Chronic Medication features:

1. To select all chronic medications, select Chronic Medication = Select All on the

right-click menu.
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2. Tomark (outpatient) medications as chronic, select the medications. Use the Shift
or Ctrl key in combination with the left mouse button to select the medications.
Hold down the Ctrl key to select medications that are not adjacent (on the list).

Hold down the Shift key and click the first and last medications to select a range
of medications.

3. Select Chronic Medication = Yes on the right-click menu. The selected
medications will have a + mark in the Chronic column.

4. To mark medications as not chronic, select the chronic medications you want to
use. Use the Shift or Ctrl key in combination with the left mouse button to select
the medications.

Hold down the Ctrl key to select medications that are not adjacent (on the list).

Hold down the Shift key and click the first and last medications to select a range
of medications.

5. Select Chronic Medication > No on the right-click menu. The selected
medications will have no + mark in the Chronic column.

20.8 View Menu

The View menu has options to view either the medication order details or the
administration history of the medication order.

20.8.1 Detalils

This function display the details of a selected medication.
Follow these steps to view the details:
1. Select a medication.

2. Select Action - Details (or select the Details option from the right-click menu) to
display the Medication Details pop-up.
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£ Dutpatient Medication Details

IMVASTATIN LOMG Quantity: 30 Refills: & TAKE 1 TARLET BY MOUTH EVERY EVENING TO
LOWER CHOLESTEROL
<Renewed by Fharmacy>

Iv [l

Activity:

O3SLE 2002 New Order (Renswval) sncered by SCHEY,BLAINE (PHARMACIST)
Order Text: SINVASTATIN 10MG Quantity: 30 Refills: § TAKE 1 TABLET

BY MOUTH EVERY EVENING TO LOWER CHOLESTEROL

HRature of Order: WRITTEN
Ordered by: ETRON_ RPOBERT G (FHYSICIAN)
S1lgnATUre: ON CHART WITH WRITTEN OPDERS

D2 FLESZ004 L0234 Disconciraed by FISHER, ALBERT ANTHONY
Feason for DC: Bepawed by FPharsacy

Current [ata:

Traating Specialoy:

Drdering Locacion: EYRON, B-DE

Frart Dace,/Tims: 0371872003

Frop Dace/Tine: 02,187/ 2003

Currant SEacud: DISCONTINUED

Drdera chat have besn seopped prior me axpiraTien oF coapleticsn,
Drder FSE4343

Order:

Medication: SIMVRSTATIN TAE
Dhamrt LEy: L]

Refills: 5

CommantE:

TAFE L TARLET BY HOUTH EVERY EVENING TO LONER CHOLESTEROL

Pispense Drugs {unitsfdorel: SIHVASTATIN 10MG O

Last Filled: 918,500
Fefills RFemaining: B
Filled: 2718503 (Window) released 3/18/03
MENEWED FROM RX 8 8057593
FPrescriptiond: B0E7593k
Fharsscist: SCHEY, BLAINE
CLL L L LD L L LD LD DL DL L] L] I NI SN I EEEEEEEEEEEEEEEEE

Medicarion Adminiscracion Hiscory

PATIENT: ®LITTLEWOLF, PECCY LYHNW
ECICATION: SIMVASTATIN
1

Figure 20-32: Sample Medication Details Pop-up

Please note that the label for the Medication Details pop-up will contain
“Qutpatient” if you selected an outpatient medication. Likewise, it will contain
“Inpatient” if you selected an inpatient medication.

3. You can print the information on this pop-up by clicking Print.

4. Click Close to dismiss the pop-up.

20.8.2 Administrative History

This function display the administrative history of a selected medication (does not
apply to IV Fluids).

Follow these steps to view the administrative history:

1. Select a medication.
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2. Select View - Administrative History (or select the Administrative History
option on the right-click menu) to display the Administrative History pop-up.

€, Outpatient Medication Administration History x|

Medication Administration History

FATIENT: *LITTLEWOLF, PEGGY LYNN
JMEDICATION: SIMPASTATIN

Location &t Sch Administration D[ate Adzin By Injection Fite
Hedication & Dorage

Figure 20-33: Sample Administrative History Pop-up

Please note that the label for the Administration History pop-up will contain
“Qutpatient” if you selected an outpatient medication. Likewise, it will contain
“Inpatient” if you selected an inpatient medication.

3. You can print the information on this pop-up by clicking Print.

4. Click Close to dismiss the pop-up.
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21.0 Notifications

Notifications are messages that provide information or prompt you to act on a clinical
event. Clinical events, such as critical lab values or a change in orders, trigger a
notification to be sent to all recipients identified by the triggering package (lab, for

example).
Muotifications lor All Palients

1 L T Patient [ Motification | - Legend

3 PATIENT DEMO  [955%35) Abromnsl labs - [GLUCDSE] 1 Pricsity
a DEMOFEMALE & [21334) Visi it mizting & purpose of vist @ Low
@ o' DEMOFATHER ([5455) Ty Out J Medam
i DEMOMOTHER R [3423) Abnomaal labs - [LIPID PROFILE DEMO) & High

3 DEMOMOTHER A [3423) Imagreg Flesuls: CHEST 2 VIEWS PALLAT e

1/ Indo Orie

i) InioOny

TRIE

[ Shiow AN

Figure 21-1: Sample Notifications Window

Each patient’s name (in the list) has an identifying number (patient’s Health Record
Number).

You can display (as a tooltip) detailed information about a notification by hovering the
cursor over the particular notification.

v’ . FISHER.ADAM LYNN  [33644)
v ["‘\"-S FISHER ADAM LYMN - [33644)

Patienkt: FISHER,ADAM LYMM - (33644)
Subject: Abnormal lab; WEC 13 0401 10:35
Sender: LOZIER, DOMMA

Delivered: 01-Apr-2005 10:51

Priarits: Mediurm

Type: Infio Cnly

JUUREYOR

Figure 21-2: Sample Tooltip for a Notification

The Notifications component can be configured so that the Legend appears on the left
or right OR not appear at all.

21.1 Show All Checkbox

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

21.2 Information-Only Notifications
When a notification has a ¥ checkmark in the second column, the notification is
classified as an information-only notification. You can process all of the information-
only notifications by clicking the Info Only button or by selecting Process Info on the
right-click menu. You can delete this type of notification by selecting one and clicking
Delete; see Deleting a Notification (next section) for more information.

21.2.1 Deleting an Information-Only Notification

You can delete a selected Info Only notification by following these steps:
1. Select an Info Only notification.

2. Click Delete to display the Confirm information message.

.t

DEMO,BOY  (45444)
Here is a scheduled message

X

Are you sure you want to delete?

Yes Mo Cancel Al

Figure 21-3: Confirm Information Message

3. You can do any of the following:

Click Yes to delete the selected notification.

Click No to not delete the selected notification.
Click Cancel to leave the Confirm dialog.

Click All to delete all of the Info Only notifications.

21.2.2 Using the Info Only Button

If you click the Info Only button (or select Process Info on the right-click menu), you
move to the first information-only notification. You can process all the information-
only alerts by clicking this button.

The Processing Notifications buttons appear on the Notifications window (see ““Using
the All Button” on page 166 for more information).

The following dialog displays (after clicking the Info Only button):
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@ DEMO,FATHER  (5465) ]
Subyject: Hotice

From: USER.DEMD

Onc 13-Mar-2007 14:43

Here iz & notice from wser demo ﬂ

Select an aclion for this information-only alen:

Delels | Skip | Carcl | Ddele.ﬁ.l| Skip Al |

Figure 21-4: Action for Information-Only Notification

The name of the patient and the patient’s Health Record Number displays in the
heading part of the dialog. The patient name might not be there; in this case, it is
substituted with the Information-Only Alert label.

The Subject, From, and On information comes from the information-only alert itself.
You can do one of the following things on this dialog:

Delete: Removes the current information-only alert from the Notifications window.
Skip: Moves to the next information-only alert and displays information about it.
Cancel: Cancels the dialog.

Delete All: Removes all of the information-only alerts from the Notifications window.

Skip All: Stops the processing of the information-only alerts.

21.2.3 Scheduling a Notification

You can schedule a notification to appear on the Notifications window. This process
schedules a notification for delivery to the specified recipients at a future date and
time. The information you input will appear as an information-only notification for the
recipients at the specified delivery time.

Make sure to select a patient. Follow these steps to schedule a notification:

1. Select Schedule on the right-click menu to display the Notification Scheduling
dialog.
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@ rotification Scheduling =10] x|
— Scheduled Notihcations
v [ Schedue | Patient | Message |

@  054p-2007 0B:25 BRADLEY LADON...  Fead resuls

Figure 21-5: Notification Scheduling Dialog
This dialog lists all of the scheduled notifications. The first column shows the priority,
Schedule shows the date and time, Patient shows the patient the scheduled notification
is associated with (it might be blank), and Message shows the message for the
scheduled notification.
The buttons on this dialog have the following functionality:
Add: adds a new scheduled notification.
Delete: removes a scheduled notification.
Modify: changes a selected scheduled notification.
Refresh: updates the dialog with the most recent changes.
Close: dismisses the Notification Scheduling dialog.

21.2.3.1 Add

To Add a new scheduled notification, click Add to display the Schedule a Notification
(for the selected patient) dialog.
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schedule a Motification on Bradiey,Ladonna Kaye x|
[ Associate with Bradiey Ladonna Kave
Defver on Pricmty:
I e ‘ @ Low :J
Subject
[
Feciseris
[TETER SHIRLEY =
Message:
=)
=
| __Concel |

Figure 21-6: Sample Schedule a Notification Dialog

1. If you remove the check from the “Associate with” field, this causes the
scheduled notification to have the Patient cell on the Notification Scheduling
dialog to be blank. In addition, the Patient cell on the Notifications component
will be blank (when the scheduled notification displays).

2. You can enter a date and time in the “Deliver on” field or click the == button to
select a date and time. Please note that date and time are required.

If you select a date and time that is not in the future, the Error alert displays. Click
OK on the alert and select a future date and time.
eror x|
@ Delivery date musk be on ar after boday,
Figure 21-7: Error Alert

3. You can specify a particular priority by selecting from the drop-down list for the
Priority field.

4. Enter the text for the Subject field. This field has a right-click menu to aid in
editing the text. See “Right-Click Menu to Edit Text” on page 365 for more
information.
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5. The default recipient is shown in the Recipients field. You can change the name
by clicking the =] button.
6. You can add a message by entering it in the Message text box. This field has a

right-click menu to aid in editing the text. See “Right-Click Menu to Edit Text”
on page 365 for more information.

7. When the Schedule a Notification dialog is complete, click OK. (Otherwise, click
Cancel).

The notification will appear on the Notifications window at the specified date and
time.

8.  When the scheduled notification appears on the Notifications component, a pop-
up alert appears in the lower right corner of the EHR screen.

Mew Motification &
high pricriky

Figure 21-8: Sample New Notification Pop-up Alert

If you click the X, this dismisses the pop-up.

If you click on the text of the pop-up, this selects the scheduled notification on the
Notifications component.

21.2.3.2 Delete

To remove a selected scheduled notification from the Notification Scheduling dialog,
click Delete to display the Confirm information message

]
3/ Are you sure you wank ko delete the selected schedulad notification?
[ e ] tio

Figure 21-9: Confirm Information Message

Click Yes to delete the selected scheduled notification. (Otherwise, click No.)

21.2.3.3  Edit

To edit a selected scheduled notification, select it and click Modify to display the
Reschedule a Notification dialog.
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Reschedule a Notification Regarding DEMD,FATHE x|

Dedrver or: Fricity:
[13Mar-2007 14:00 = [@iw =]
Subject
Mew Methods Class
Recapeents:
ILISEFI DEMOD j
Mezsage:
=l
=
0k | cocel |

Figure 21-10: Reschedule a Notification Dialog

1. You can edit the fields as described in adding a new scheduled notification. See

‘Add” on page 161 for more information.

2. When the Reschedule a Notification dialog is complete, click OK. (Otherwise,
click Cancel.)

21.3 Forwarding a Notification
You can forward a selected notification to other recipients by following these steps:
1. Select a notification you want to forward.

2. Click Forward (or select Forward from the right-click menu) to display the
Notification Recipients dialog.
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Motification Recipients

— Usets Recipierts

ACTON ERIC =]
ADAMS ROBERT C
ALCOHOLISMCOUNSELOR STEVE
ALCOHOLISMCOUNSELOR STEVE

ALDEN CONTRACT 1]
ALDEN MARLAN

ALDEN MARY J

ALLARD ERIAN ALBERT

|ALL&RDLORI S = ﬂ
-

[~ Ginoups: J
I

AR USER

ADT MGR

APS0 DRUG AWP/AAC MOTIFICAT
BHL QUERY

BLS EXFORT FILE SENT

BMC CHS ALERT hd |
Comirent

| ok | Canc:all

Figure 21-11: Sample Notification Recipients

AR MAMNAGER :|
|

3. You can select Users and/or Groups to become recipients of the selected
notification.

The list in the Users panel comes from the NEW PERSON file. The list in the
Groups panel comes from the MAIL GROUP file.

4. To search for a user or group, enter a few characters in the text box, and the list
below the text box scrolls to the first name it can match with the characters.

5. To add the user or group to the Recipients field, click the right-pointing arrow
(2,

6. To remove a user or group from the Recipients field, select the user and/or group
and click the left-pointing arrow (|T).

7. To remove all of the users and/or groups from the Recipients field, click the
double arrow (ﬂ).

8. You can add comments in the Comments field. This field has a right-click menu
to aid in editing the text. See “Right-Click Menu to Edit Text” on page 365 for
more information.

9. When the Notification Recipients dialog is complete, click OK. (Otherwise, click
Cancel.)

10. You can view the entered comments by hovering your cursor over the notification
and viewing the tooltip for it.
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21.4 Processing Notifications

21.4.1

21.4.2

You can process (non information-only) notifications: (1) by clicking the All button, or
(2) by selecting a notification and clicking the Selected button.

Using the All Button

If you click the All button (or select Process All on the right-click menu), you move to
the tab where the particular item can be processed. The EHR might display a dialog
that asks for your electronic signature, for example. You can choose to enter your
electronic signature and then choose the “Next” button in the Processing Notifications
area of the tab to move onto the next item requiring some action on your part.

Proceszsing Motifications...
B Mext MW Stop

Figure 21-12: Processing Notifications Area

Otherwise, you an ignore the necessary processing and click the Next button.

Of course, you can stop all processing by clicking the Stop button.

Using the Selected Button

Select the notification you want to process and then do one of the following: (a) click
the Selected button, (b) select Process Selected on the right-click menu, or (c) double-
click the notification. You move to the tab where the item can be processed. You can
complete the processing (like by entering your electronic signature).

21.5 Personal Preferences for Notifications

You can control what notifications you want to have notify you. You cannot turn off
mandatory notifications, however. Also, you can choose a surrogate to receive your
notifications within a particular date range. In addition, you can delete pending
notifications.

Follow these steps:
1. Select Tools = Options to display the Options dialog.

2. Make sure you are on the Notifications tab.
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options x|
Motifications | Order Checks | Teams | Notes | Repots |
Motifications
' [T Send me a MailMan bubstin for lagged orders
Sunogate Setings... | [ Bemove Pending Notifcation.. |

Sunogate: <no surrogate designated:
Y'ou can bum on of off these notiicabons except those that are mandaton,

Aleat | orvon | Comment | &

[l Abrcemal Imaging Results On Mandatory B

O Abrosmal Lab Resul (Infa) i

[ Abnoemal Lab Resuts faction)  On

[ Admizzion On

O Corsubt/Prac Interpretation ]|

[ Corcult/Request CancelHold On

[ Consub/Request Resohstion On

O Conzub/Request Updated o =]
3 Cancel | ooy |

Figure 21-13: Options Dialog

21.5.1 Turning On/Off

Check (or uncheck) those notifications you want to turn on (or off) in the lower grid.

The notification having “Mandatory” in the Comment column cannot be unchecked

(turned off).

21.5.2 Remove Pending Notification

In order for the Remove Pending Notification button to be active, your Clinical
Applications Coordinator must set it up for you. Click it to remove pending

notifications. The Confirm information message displays.

CAUTION: This will clear all the current nakifications you have pending.

\F/ If wou say YES, these changes will take place immediately,
Are you sure vou want ko erase all of wour notifications?

Figure 21-14: Confirm Information Message to Clear Pending Notifications

Click Yes to clear all pending notifications. (Otherwise, click

]

No.)
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21.5.3 Surrogate Settings

You can have a surrogate receive your notifications (optional). Click the Surrogate
Settings button on the Options dialog to display the Surrogate for Notifications dialog.

Surrogate for Notifications EE

<no suragale desgnsted:
IIrm:{r-:m}
Surrogate: il <changad>
u E g |
ok | concel |

Figure 21-15: Surrogate for Notifications Dialog

1. Select a surrogate from the drop-down list for the Surrogate field. After selecting
the surrogate name, the “Surrogate Date Range” button becomes active.

Surrogate for Notifications 7] x|
Aguilar Ths
Remove Susrogabe I from: <rows
Surogate: i < 0
!ﬂ.gl.:l.ar_lhs

0k | Cancel |
Figure 21-16: Sample Selected Name for Surrogate

2. Click the Surrogate Date Range button to a date range (optional); otherwise it will
always be in effect.

Erter & date range to begn and end when thiz will be
in effect. Otherwize it vall alvways be ineffect.

Start D ate Stop Date

|| = |
[ ok ]|  coce |

Figure 21-17: Date Range Dialog for Surrogate Date Range

Enter the Start and Stop dates or click the = button to display a calendar from
which to select a date and time.

Click OK on the Date Range dialog. You return to the Surrogate for Notifications
dialog, with the date range displayed on it. You have the option of removing the
surrogate and/or selecting a different date range.
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Surrogate for Notifications EHE
Aguilas Ihes
Remove Sunogate | from: Oct 15.2004@16:58
Sux ) unti: Oct 31, 20047200:00

|Aguilar Ihs =] | Sunogate Date Fiange.. |

ok | concel |
Figure 21-18: Sample Surrogate for Notifications with Date Range

3. Click OK on the Surrogate for Notifications dialog. This saves the Surrogate
information for your notifications. (Otherwise, click Cancel).

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

Hotifications ] Order Checks | Teams | Notes | Reports |
Huotifications
'_ I Change wowr nobfication options.
- ™ Send me aMaian bullstin for Asgged orders
Sunogate: Agudar lhs (from Oct 152004057 6:58 until Dct 31, 2004=200000)
‘'ou can burn on of olf these notificabions except thase that are mandatory.

Natiication | Onsott | Comment | =

[ Abremal Imaging Fesuls On W ardatony L
[¥] &bnotmal Lab Fiesut [Inda) On

O abroemal Lab Aesults (Sction] o

O Admizsian O

O Coruad/Proc Interpratation i

[#] Coneubt/Request CancelMold On

[ Consut/Request Resolution On

[#] Corneub/Request Updated On ;I

0k | coel | Apow |

Figure 21-19: Sample Options Dialog with Surrogate and Date Range

5. When the Options dialog is complete, click OK to accept the on/off switches for
the notifications. (Otherwise, click Cancel.)
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22.0 Orders

Orders are placed using options from the Write Orders field. You can place orders for a
variety of items and procedures, such as medications, consults, lab tests, as well as
information about a patient’s adverse reactions.

Fie Vew bAchon (iphora
Wagwr Dlacders dictren Qe [rackudes Perdng & Flecen dcwey] - AL SERVICES
[ S | Ddes | pusen | Poss [muw]oek] owt | sws |
Lab :Ifum::b'l“m DEHD UAME £2 DNCE Indcston: TYPE 2 DOABETES MELLITUS LB Stat 1 Haget M T
HETFORMIN 145 0FAL S00MG iwt DAZLE
‘il Diiciers Out Meds  TAKE DHE TABLE T WHOUTH TWALE & D&Y THC BLODD SUGAR - TWF Step DSFZIO7  MegeiM st
DrapsdOvdn Grasartty. 150 Flofill 3
e tuferpe Fleacts HYDROCHLOROTHIAAIDE TR 25MG Siae OSZ20E
Lisbie sty Out Mech  TAKE ONE SALF TABLET MOUTH EVERY MORKIKG THC BLODD PRESSURE Siop DSFZI07  Hageeh sl
| macrg: w20 Pleflls 11
Dhutgsatiord Madcifions AGPER TAREC HMG Sk D506
I — Ot Mech  TAJE ONE TABLET WOUITH EVEFTY D" flap DSTLAT  Haged acive
e O Gty ) Fledile 3
Lt D, Do TLYBUFIDIE 4G TaE™ oy
Fashokongy Duck: Daasi Chit, Mecki | TAKE 565 MOUTH EVERY Dv' T0 HELP CONTROL BLODD SLIGARS Stap DSGAMT | Hage M .
Cupk Med Grack: Clackssy Craanfity S0 Fefll: 3
Lot Fegaa:iors by PERICILLING Silat 1ZATH
[ o, P e s Haga bl achv
Oz

Figure 22-1: Sample Orders Window

The Orders window displays information about each order, such as which service the
orders are associated with, the start and stop date of each order, the name of the
provider who entered the order, and the status of the order.

The Orders window has the following features:

» The View Orders category field contains the name of the order category being
viewed (in the right panel). In addition, it can contain the name of the order
within that category.

» The Write Orders type field contains the list of order types that can be selected.
* The right-hand panel contains a list of the orders being viewed.

» Order checks are performed on all orders (after you click Accept Order and
before you sign the order) to prevent errors (such as duplicate orders) from
occurring.

* You can specify that an order become active immediately, or specify that an
order be event delayed (inpatient only) and activated when the selected patient
is admitted, transferred, or discharged.

* You can save common or standard orders as quick orders so they can be placed
more quickly.
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NOTE: The orders listed in the Write Orders field will vary from site to site. Because
of this, some of the orders discussed in the following sections might not be available to
you. The ORWOR WRITE ORDERS LIST parameter determines the names that
appear in the Write Orders field.

Please note that this section does not cover the “Change Release Event” option on the
right-click menu. Release events are for inpatients. Many of the IHS site are outpatient
only and do not use any inpatient events. Sites that do have inpatients will start setting
up these events when they have inpatient training.

22.1 Viewing Orders

You can control which orders appear on the Orders window by defining specific
criteria. For example, you can specify that only unsigned orders associated with a
specific service or section appear. Unsigned orders appear on the Orders window in
bold, blue lettering.

Follow these steps:

1. On the View menu, select one of the following view options (in top of the menu):

|File View Action Dptions
Active Orders (includes pending, recent ackivity)
Current Orders (activef/pending status only)
Aubo DC fRelease Event Orders
Expiring Orders

Unsigred Crders
| \Wiibe
Dela
'E'IE’:E Save as Defaulk View. ..
Imag Retu to Defauk View
Outp :
npal  Detals...
i Fh Resuts...

Texd  Rasults History...
Lab1

Rad  Refresh F5
Figure 22-2: View Menu Options

|W.'.-w

Cusbom Order View...

2. The appropriate orders will appear in the right-hand panel.
3. Select the Refresh option if you want to update the current Orders window.

4. If you would like to filter the orders further, continue with step 5.

22.1.1 Custom Order View

5. Select View = Custom Order View (or select Custom Order View on the right-
click menu) to view the Custom Order View dialog.
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€ Custom Order Yiew Hi=1E |
Orders - Al
Dpcer Shabuzs Senvice/Section
=R | - = H!m!g A
Actve [nchedes pending, rec + PHARMALCY
Cumant [Actve & Pending stz - LABORATORY
Disconbnued 4 IMAGING
Compleled/E xpired #- DIETETICS
Expiing CONSULTS
Pending VITALS/MEASUREMENTS =
On Hold + MURSIMG
Mew Orders SURGERY
Ungigned iz HoMAS =
blaaind . I | P FTILIFEF L AEPT A S F P A
| | LIJ 41 | L’J

I Onbp List Orders Placed Duwing Time Penod

| = o =

¥ Reverss Chionolagical Sequence oK I Covcel |
W Group Orders by Service

Figure 22-3: Sample Custom Order View Dialog

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

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

» Select a service or section from the Service/Section scroll list. (Click the + sign
to expand a heading.)

» If you would like to limit the orders to a specific date range, check the Only
List Orders Placed During Time Period checkbox and enter the from and
through dates. Click the == button to choose a date from a calendar.

» Check the Reverse Chronological Sequence checkbox if you want the oldest
orders to appear at the top of the orders list.

» Check the Group Orders by Service checkbox if you want the orders to be
sorted according to the service with which they are associated.

7. Click OK. The orders that meet the criteria you specified on the Custom Order
View dialog will display on the Orders window.

8. The criteria for the displayed orders appears above the Service column (in the
right panel).

If all of the active orders are not displayed on the Orders window, the £ icon will
appear above the last column on the right side of the screen.

Current Orders [Active & Pending Statuz Only] - ALL SERVICES %
Figure 22-4: Example of Active Orders Not Displayed
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9. Ifyou choose Active Orders, you will see the Active and Pending orders that have
seen activity in the past number of hours your site specifies in a parameter. (Some
sites use this to see all activity in the past 24, 48, or 72 hours. The Clinical
Applications Coordinator can set the number of hours.)

22.1.2 Default View for Orders

A default view for your orders is one you particularly use the most and want it to be
the view that displays when you enter the Orders window. Follow these steps:

1. Establish the view that you want as your default view.

2. Select View - Save as Default View to display the Save Default Order View
information message.

Save Default Order Yiew E |

5 The ourrent order view is:
-/
Actiee Orders

Sork order dakes in reverse chronological crder
Group orders by service

Do yow wish to save this as your default view?

Figure 22-5: Sample Save Default Order View Information Message

3. Click Yes to save the view as your default view. (Otherwise, click No.)

4. If you are in another view on the Orders window, you can return to your default
view by selecting View = Return to Default View.

22.2 Medication Orders

When ordering medications, you can order Outpatient or Inpatient Medications,
including IV Fluids and Unit Doses. Outpatient medications and Inpatient medications
are defined by Pharmacy.

NOTE: If a medication is preceded by an asterisk (*), the asterisk indicates that the
order was changed by the pharmacy service.

If you would like to view additional information about a medication order, double-
click the order or select a medication order and choose View - Details to display the
Order Details pop-up. See “Order Details” on page 189 for more information.

To order outpatient medications, select Outpatient Medications on the Write Orders
field. The ordering activities are the same ordering them on the Medications window.
See “Outpatient Medication Orders” on page 144 for more information.

User Manual 173 Orders
September 2007



Electronic Health Record (RPMS-EHR) vl.1l

To order inpatient medications, select Inpatient Medications on the Write Orders field.
The ordering activities are the same ordering them on the Medications window. See

“Inpatient Medication Orders” on page 149 for more information.

22.2.1 ADRs Button

The ADRs button appears on many of the medication dialogs within the Orders menu.
Click the ADRs button to show the Patient Postings information about the current
patient (contains the patient’s allergies as well as Crisis notes, etc.). See “Crisis
Alerts” on page 61 for more information.

22.2.2 Holding Pharmacy Orders

Only active pharmacy orders can be placed on hold. Orders placed on hold will
continue to show under the ACTIVE heading on the profiles until they are removed
from hold. An entry is placed in the order’s Activity Log recording the person who
placed/removed the order from hold and when the action was taken.

The Hold option might not active on your system. This option is controlled by a
parameter that must be turned on in the RPMS.

Make sure a visit is selected. Follow these steps to place an order on hold:

1. On the Orders window, select the pharmacy order you want to be placed on hold.

2. Select Action - Hold (or select Hold on the right-click menu) to display the Hold
Order dialog.

& Hold Order -0 x|

The following order will be placed on hold:

*GLYBURIDE BMG TABR**
TAKE BMG MOUTH EVERY D&y TO HELP COMTROL BLOOD SUGARS
Cuantity: 30 Refills: 3

Enter a reazon for the hold:

[ I Cancel |

Figure 22-6: Sample Hold Order Dialog

3. The “Enter a reason for the hold” is a required, free text field. See “Right-Click
Menu to Edit Text” on page 365 for more information about editing the text.

4. Click OK.

The pharmacy order will have Status = Hold on the Orders window.

5. You can sign the order now or later. See “Sign Selected” on page 193 for more
information.
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22.2.3

22.2.4

Releasing a Pharmacy Order from Hold
The Release Hold option might not be available on your system. This option is
controlled by a parameter that must be turned on in the RPMS.

Make sure a visit is selected. Follow these steps to release a pharmacy order from
hold:

1. On the Orders window, select a pharmacy order with a Status = Hold.

2. Select Action - Release Hold to display the Release Order from Hold dialog.

@ nelease Order from Hold =10 x|

The following order will be releazed from hold:

*Hald GLYBEURIDE 5MG TAB*
TaKE BG MOUTH EVERY Dy TO HELFP COMTROL BLOOD SUGARS
Quantity: 90 Refills: 3

k. I Cancel

Figure 22-7: Sample Release Order from Hold Dialog

3. Click OK. (Otherwise, click Cancel.)

The selected pharmacy order will have Status = Unreleased on the Orders
window.

4. You can sign the order now or later. See “Sign Selected” on page 193 for more
information.

Renewing Medications

The Clinical Applications Coordinator can set the renew limit for expired medication
orders. This is the maximum number of days following the expiration of a prescription
that it may still can be renewed.

Only active orders or those which have been expired less than renew limit (discussed
above) can be renewed. You must have Outpatient Pharmacy 7.0 loaded in order to
renew a medication order. The Duration for the order (to renew) must have a Stop Date
after the current visit date.

After a renewed order is accepted, the Start Date/Time for the renewed order becomes
the Start Date/Time of the original order. The original order’s status is changed to
Renewed (after signing the order).

Once an order has been renewed, it cannot be renewed again or edited.

Make sure a visit is selected. Follow these steps to renew a medication order:
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1. Select the pharmacy order to be renewed. You can select more than one order.

2. Select Action > Renew (or select Renew on the right-click menu) to display the
Renew Orders dialog.

=

The following orders will be renewed:

HYDROCHLOROTHIAZIDE TAE 25MG

TAKE OME-HALF TABLET MOUTH EVERY MORMING THC ELOOD PRESSURE
Cluantity: 30 Befillz: 17 [pick up at \Window]

*GLYBURIDE BMG TAR™

TAKE BMG MOUTH EVERY D&y TO HELFP COMTROL BLOOD SUGARS
Cluantity: 90 Refillz: 3 [pick up at “Window]

Ehange... | k. I Cancel |

Figure 22-8: Sample Renew Order Dialog for Two Orders

3. If you need to change the Refill/Pick Up information, select the order’s text in the
Renew Orders dialog and the button label changes:

=10l x|

The following orders will be renewed:

TAKE 580G MOUTH EVERY Dy TO HELP COMTROL BLOOD SUGARS
Quantiy; 30 Refils; 3 (pack up at "Wirsdow]

Change Refils/Pick Up... | ok | cancel |

Figure 22-9: Renew Order with Change Refills/Pick Up Button

Click the Change Refills/Pick Up button to display the Change Refills dialog.
= b

[SIMVASTATIN TAE 20MG
TAKE ONE TABLET MOUTH OPM
Quantity. 30 Rehlls: 11 [pick up at ‘Window]

Refils Pick Up
f11 [ st wirdows ~|

[ ok ] _Comcel |

Figure 22-10: Change Refills Dialog

You can manually change the number of refills and can change the Pick Up
information by selecting from the drop-down list.

Click OK on the Change Refills dialog to return to the Review Orders dialog.

4. You can repeat the above process, if needed. Click OK on the Renew Orders
dialog. (Otherwise, click Cancel.)
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The renewed pharmacy order appears on the Orders window with Status =
Unreleased.

You will need to either sign the order now or later. See “Sign Selected” on
page 193 for more information.

After signing the order, this changes the order to have Status = Renewed.

22.3 Ordering Lab Tests

When ordering lab test, a parameter in the RPMS establishes the number of days back
in time to look for duplicate lab orders. This is part of the order checking process.

Make sure a visit is selected and that the current view is Active Orders. Follow these
steps to place an order for a lab test (this is the “generic” lab order method):

1. Select Lab Tests in the Write Orders field. (The lab tests order might be labeled
differently or might not be available from the Write Orders field.)

2. The Order a Lab Test dialog displays.

x|
Avalable Lab Tests
|
T S B e
;;;dm ::LME:- ) UJ EpscE =
100454 cAMGIOTEMSIN COI
100462 <ACETYLCHOLINE | Urgency [ROUTINE =]
100435 <ALDOLASE>
100457 <ALFALINE PHOS I
100504 <ALDOSTERONE> *|
Collection Type Cobection Date/Time How Olten’?
|5:rb:!F‘aherHuLah :1 |T|:IDF'.";" _! I ICE _-J !
| =
=] .ﬂcccp‘rﬂldﬂl
=l Qi |
Figure 22-11: Sample Order a Lab Test Dialog
You can search for a lab test by entering a few characters in the free text field
below the “Available Lab Tests” label. In this case, the list will scroll to the first
lab test containing those characters, if no quick orders begin with those
characters. (Remember the system searches the quick orders first, then the list of
available lab tests.)

3. All free form fields, like Collective Date/Time, contain a right-click menu to edit
the text. See “Right-Click Menu to Edit Text” on page 365 for more
information.
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4. Select the desired lab test in the Available Lab Tests list box.

5. The field in the lower part of the dialog shows information about the selected lab
test. This field has a right-click menu for copying selected text. You can paste this
text into another free-text field in the EHR or into another application (like MS
Word). See “Right-Click Menu to Edit Text” on page 365 for more
information.

Avalable Lab Tests 1HR TOLERANCE TEST, GLUCOSE
LLR TOLERANCE TEST CLUCHENRNENN .
T
1 L&5E | M
o <I-EEHPI1:I:GR&H> [ | ke -
"HCV-RMA BY PCR
1 HR GLUCOSE SCREEN Ugency [ROUTINE =]
1HR TOLERAMCE TEST, GL
1.25 DIHYDROXY VT D, pg/r
125DIHYDROXY <1.250IH 2] -
Collection Type Cobection Date/Time How Lang?
[SendPaterttoLab | [TODAY = N =
Clirical Indicalion
| =l
1HR TOLERANCE TEST, GLUCOSE BLODD SERUM SPOMCE =] Accept Order|
= ouw |
Figure 22-12: Sample Lab Order Showing Information in Lower Part of Dialog
In some cases, a warning message will display in the lower part of the dialog.
(Click outside the message to dismiss it.)
H @ SUBMIT FULL LAVENDER TOP TUBE TO LAE. ] =
DO NOT FREEZE.
= =
Figure 22-13: Sample Warning Message for Lab Order

6. You can change the default values for the Collect Sample, Specimen, and/or
Urgency fields. If you cannot change a field, the text label (to the left of the field)
will be dimmed.

7. You can change the collection type from the Collection Type drop-down list.

8. You can manually change the collection date and time (cannot be earlier than the
current date/time). Otherwise, click the == button to select from a calendar.

9. The Clinical Indication field is required (in order to save). Select an option from
the drop-down list to populate this field.

If you want to enter free-text in this field, select the “Other” option to display the
Clinical Indication dialog.
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Clinical Indication
Enter an indication for thiz order:

il
[ ok ] cowe |

Figure 22-14: Clinical Indication Dialog

Enter the text of the clinical indication into the field (free-text field).
Click OK to add the text to the Clinical Indication field.
If you click Cancel, the Clinical Indication field will be blank.

10. Complete the “How Often?” and “How Long?” fields (if necessary).
11. Click Accept Order.
12. When finished ordering lab tests, click Quit.

NOTE: The Lab Test order must be signed before it is sent. You can either sign
the order now or wait until later. See “Sign Selected” on page 193 for more
information.

22.4 Ordering Imaging/Radiology

Make sure a visit is selected and that the current view is Active Orders. Follow these
steps to order any type of imaging or radiology (like nuclear medicine) order:

X
[maging Tpe History & Reason for Exam
GEMERAL RADIDLOGY 3
Imaging Procedue
ABDOMEMN 3 0R MORE VIEWS -
ABDOMEN KB
CALCANEDUS 2VIEWS =l
CHEST 2VIEWS PALLAT
CLAVICLE Requested Date L Transport : Prelip Scheduled
FACIAL BONES. LESS THAN 3VIEWS o {Topay  ..| [ROUTIME j {AMBULATOR' =| | =
Available Modfiess _ Selected Modifisrs  Categow S Homit.410
[ |OUTPATIENT =] [oRe ] I lsolation
[BILATERAL EXaM Examg Over the Last 7 Daps
LEFT  Pracrint
OFERATING ROk Ui
PFORTABLE ExAM
RIGHT " Yes
" Mo
Fiesmove |
=| Accept Drder
= om |

Figure 22-15: Sample Order an Imaging Procedure Dialog
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1. Select Imaging in the Write Orders field. The imaging order might be labeled
differently or might not be available from the Write Orders field.

2. The Order an Imaging Procedure dialog displays.
3. Select the imaging type from the Imaging Type drop-down list (required field).
4. Select a procedure from the Imaging Procedure scroll list (required field).

5. Enter a history and a reason for the imaging order in the History & Reason for
Exam field (required). This field has a right-click menu to aid in editing the text.

6. Select one or more modifiers from the Available Modifiers field, if needed.

The modifiers you select will be displayed in the Selected Modifiers field.
NOTE: You can remove a modifier by selecting it and clicking Remove.

7. If necessary, change the Requested Date, Urgency, Transport, and Category fields.
8. Complete the Submit To field (if necessary).
9. Check the Isolation checkbox (if necessary).

10. If necessary, select the time that the PreOp Scheduled field by doing one of the
following:

* Enter a date (e.g., 6/21/01 or June 21, 2001).
» Enter a date formula (e.g., T-2).

«  Click the 2=l button to select from a calendar.
11. Select a radio button in the Pregnant group box. (required).
NOTE: The Pregnant group box only displays for female patients of reproductive
age (12 to 55 inclusive).
12. Click Accept Order.

13. When you are finished ordering imaging/radiology procedures, click Quit.

You can either sign the order now or wait until later. See “Sign Selected” on
page 193 for more information.

22.5 Text Orders

Text only orders such as Parameters, Activity, Patient Care, and Free Text orders are
different kinds of orders that are placed for nursing and ward staff to take action on.
They print only at the patient’s ward/location, and are not transmitted electronically to
other services.
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Examples of text only orders include:

Order Type Order

Parameters Vital signs

Activity Bed rest, ambulate, up in chair

Patient Care Skin and wound care, drains, hemodynamics
Free text Immunizations

Predefined nursing orders (quick orders) might be available under various sub-menus.

22.5.1 Entering Text Orders

Make sure a visit is selected and that the current view is Active Orders. Follow these

steps to place a text only order:

1. Select Text Only Order in the Write Orders field. The text only order might be
labeled differently (such as word processing) or might not be available from the
Write Orders field.

2. The Text Only Order dialog displays.

x|
Ouder: |
Start Date/Time: [NOW =
Stop Diate/Time: | = |
=] Accept Cider
= ou |
Figure 22-16: Text Only Order Dialog

3. Complete the text for the order in the Order field. The field has a right-click menu
to aid in editing the text. See “Right-Click Menu to Edit Text” on page 365 for
more information.

4. Enter a start date and time and a stop date and time by doing one of the following:
» Enter adate (e.g., 6/21/01 or June 21, 2001).

» Enter a date formula (e.g., T-2).
» Click the ellipsis button to select from a calendar.

5. Click Accept Order.

6. When finished ordering, click Quit.
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NOTE: The Text Only order must be signed before it is sent. You can either sign
the order now or wait until later. See “Sign Selected” on page 193 for more
information.

22.5.2 Complete Text Order

You can cause a (signed) text order to be dropped from the Active Order list. Follow
these steps:

1. Select the signed Text Order.

2. Select Action = Complete to display the Complete Order dialog.
=IE

The lollowing aider will be maiked az completed:
»» Need lemp taken

Electronic Signature Code

| nn]cm|

Figure 22-17: Sample Complete Order Dialog

3. Enter your electronic signature and click OK. The text order will be dropped from
the Active Order list. (Otherwise, click Cancel).

22.6 Adverse Reactions/Allergies

Adverse Reactions apply to allergies and to adverse drug reactions. You can also enter
no known allergies.

22.6.1 Ordering Adverse Reactions/Allergies

Make sure a visit is selected for the current patient and that the current view is Active
Orders. Follow these steps to enter an allergy from the Orders window:

1. Select Allergies from the Write Orders field to display the Look up Allergy/ADR
dialog. The allergy order might be labeled differently or might not be available
from the Write Orders field.

2. Enter the causative agent in the text field. This field has a right-click menu to aid
in editing the text. (At a minimum, you must enter the first three letters of the
agent.)

3. Click Search.

4. If there are no matching agent, the field will be empty and the following message
will appear in the lower part of the dialog.

|N|:| matching items found, Click OF ko use your entry amyway,
Figure 22-18: No Matching Agent Message
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In this case, repeat Step 2, if necessary.

5. If there are matches, they will appear in the “Select from one of the following
items” field.

Look up Allergy/ ADR

Erites causative agent For Alleigy of Adverse Diug Reachion:
[Erder at beact 3 charactedns)

fuive _Seach_|
Select hom one of the followang fems

AT WA Allergees File [no matches)
=+ Drug Ingredients File (1)
WiME
WA, Drug Class File [no mstches)
2 National Diug File - Generic Drug Hame [no matches)
& +f Mational Drug fle - Trade Name [1)

I | Mo Krown Allergis [1].4 Cancel

Select From the matching entries on the list, or search again.
Figure 22-19: Sample Look Up Allergy/ADR Dialog

6. Select an agent. (Click + to expand a heading.)
7. Click OK to display the Enter Allergy Information dialog.

If a patient does not have known allergies, the “No Known Allergies” will have a
check in the checkbox.

If a patient does have known allergies, the Current button will be active (as shown

below).

Observer - -
™ No Known Allesgies _ID.:ra*l. |[Doctor, Test | & DObsetved  Historical
Causatrve agent: ~| Reaclion Date/Time
|COUGH FORMULADH || mll [=
Twpe of Reacton: Draritmiz) ames 5 Senvenby
fors T 3

| Sigre/Symptoms Selected Spmptoms Corrments
JANAIETY
ALOPECLA =]
AMAPHYLAXIS 7
ANEMLA
AMORE®1A
|AF‘NE.-5. ~| Date/Time | Remove |
[Reaction to COUGH FORMULA-DM =] Accept |
= Cuit |
Figure 22-20: Sample Enter Allergy Information Dialog
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10.

11.

12.

13.

14.

15.

16.

17.

To view a patient’s current allergies, click Current to display the Patient Postings
pop-up (showing the patient’s allergies, etc.). See ““Patient Postings’” on
page 223 for more information.

Change the Type of Reaction field (if necessary).
Select an observer from the Observer scroll list. (required)
Indicate whether the entry is an observed or historical allergy. (required).

If needed, enter a reaction date and time in the Reaction Date/Time field. Click
the == button to select from a calendar.

If you are entering an observed allergy, enter a severity. (The Severity field is not
available for historical allergies.)

If needed, choose the appropriate signs or symptoms from the Signs/Symptoms
scroll list.

The signs and symptoms you select will appear in the Selected Symptoms field.

You can select a date and time for a specific symptom by selecting the symptom
and clicking Date/Time (optional) to select from a calendar.

You can remove a sign or symptom by selecting the symptom and clicking
Remove (optional).

Enter any comments for the allergy in the Comments field, as needed. This field
has a right-click menu to aid in editing the text. See “Right-Click Menu to Edit
Text” on page 365 for more information.

Click Accept.
When finished ordering allergy (adverse reaction) orders, click Quit.

NOTE: The information goes to the Allergy file.

22.6.2 Entering No Known Allergies

This action applies to patients that do not have an recorded allergies.

Make sure a visit is selected and that the current view is Active Orders. Follow these
steps to enter an assessment of No Known Allergies:

1. Select Allergies from the Write Orders field. The Allergy order might be labeled
differently or might not be available from the Write Orders field. In this case,
select the appropriate order.

2. The Look up Allergy/ADR dialog displays.
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3. Check the No Known Allergies checkbox in the lower portion of the dialog.

Enler cavgative agent for Alergy or@dveses (g Hesction
[Enter at lsazt 3 characters]
7 o Known Allergie: ok | Canesl

Figure 22-21: No Known Allergies Checkbox

4. Click OK.

5. The Enter Allergy Information dialog displays.

€. Enter Allergy Information

Dbserver

© NoKummlbges _Curent | B [ Obvened € Hinoica |
Cauzative agant T = Reaction DabesTime
Chck button bo zearch ar. | oy
IL ck button to zearch _I Doctor VCPRS _I | _.J
T vpe of Rieachion Drontmi J ames 5
| I Do Feisy K =l
Siars -'I':..'.II oo Celeclad S ol 0% 1 Coammernts
AGITATION -
AGRANULOCYTOSIS
ALOPECLA
AMAPHYLAXS
ANEMLA Py, T
|anorEXas =] Dete/ine | Remave |
Moo Known Alengies =] Accept |
o ou |

Figure 22-22: Sample Enter Allergy Information for No Known Allergies

6. Click Accept.
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7. Arow is added to the Orders window that appears as follows:

Sewicel Order | Diuration | Prowider | Nursel Clerk | Ehartl Statusz
Allergy Mo Known Allergies Doctor, T unrelease

Figure 22-23: Row Added to Orders Window for No Known Allergies

8. After you sign the order, the Status becomes Active.

22.7 Change Orders

You can change the elements of an existing order. For example, you might need to
change the Dosage of a pharmacy order. This function cannot be used for controlled
substances.

Make sure a visit is selected and that the view is set to Active Orders. Follow these
steps to change an order:

1. Select the order (cannot be a cancelled order) to change.

2. Select Action > Change (or select Change on the right-click menu) to display the
order dialog for the selected record.

3. Complete the changes, as appropriate, on the order dialog.
4. Click Accept Order.

5. You can sign the changed order now or later. See “Sign Selected” on page 193
for more information.

22.8 Discontinue Order

When an order is discontinued, the application changes the order’s Stop Date/Time to
the date/time the action is taken. Pending and Non-verified orders are deleted when the
medication order is discontinued and will no longer appear on the patient’s profile. An
entry is placed in the order’s Activity Log recording who discontinued the order and
when the action was taken.

The list in the Reason to Discontinue field is controlled by a parameter in the RPMS.

Make sure a visit is selected for the current patient. Follow these steps to discontinue
an order:

1. Select the order you want to discontinue.

2. Select Action - Discontinue/Cancel (or select Discontinue on the right-click
menu) to display the Discontinue/Cancel Orders dialog.
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£: Discontinue / Cancel Orders

The following orders will be discontinued -

BUUFROFEN TAE BO0MG

TAKE OME TABLET BY MOUTH THREE TIMES A DAY
L uantity: 15 Refillz: 3

Reazon for Dizcontinue [zelect one]
Duplicate Order

R equesting Physician Cancelled

Obzaolete Order
Entered in eror ak I Cancel I

Figure 22-24: Sample Discontinue/Cancel Orders Dialog

3. Select the appropriate reason to discontinue from the Reason to Discontinue field

and click OK.

The word “Discontinue” will appear in the Order column for the selected order
and the Status = Unreleased on the Orders window. (for medication orders)

Discontinue ERYTHROMYCIN SUSP Doctor, T
200MG/SML Stop: 10731704
TAKE 1 TEASPOONFUL BY MOUTH
EVYERY & HOURS
Quantity: 200 Rehlls: 0
*UMSIGNED=
<Requesting Phyzician Cancelled:
Figure 22-25: Example of Discontinued Medication Order

unreleazed

Other types of orders, like imaging, will have Status = Discontinue and the reason

will appear in the Order column.

CLAVICLE Start: 03/14/07
Imaging <Entered in emar: Stop: 031407 zer,Dr
10:45

Figure 22-26: Example of Discontinue Imaging Order

22.9 Copy to New Order

dizcontinued

You can copy an existing order to a new order. This process lets you: (1) copy the
exact elements of the existing order to create a new order or (2) change the order

elements to create a new order.

Make sure a visit is selected. Follow these steps to copy an order to a new order:

1. Select the order to be copied.
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2. Select Action > Copy to New Order (or select Copy to New Order on the right-
click menu) to display the Copy Orders dialog.

€. Copy Orders
"Littlewsalf Peggy LYNM iz cusrenty st 0NGENERAL

Mo reating speciaky iz avadable.
{* Release copied orders imediatehi
" Delay release of copied orders Cancel I

Figure 22-27: Copy Orders Dialog

3. Make sure the “Release copied orders immediately” radio button is enabled. (The
Delay release of copied orders is used for inpatients only.) Click OK.

4. The New Order dialog displays.
|

Mediearisn: ASPIRIN TAB,HC 81MG -
Imseruceions: S1NG ORAL DAILY
Sig: TAKE ONE TABLET MOUTH EVERY DAY
Patient Inscruccions:
Seare: 0O
Days Supply: 50
Quancicy: 30
Refilis: 3
Pick Up: WINDOW =|

Accept | Edt | Cancel |

Figure 22-28: Sample New Order Dialog

You can do one of the following on this dialog:
If you click Accept, this means the order elements are the ones you want to use.
If you click Cancel, this will stop the Copy to New Order process.

If you click Edit, the order dialog will display. You can change the elements of the
order on this dialog. After you complete the edit process, click Accept Order.

5. You can sign the order now or wait until later. See “Sign Selected” on page 193
for more information.

22.10 Order Comments

This function allows you to add comments to an order. The comments appear on the
Order Details pop-up.

Make sure a patient is selected. Follow these steps to add order comments:
1. Select the order to which you want to add comments.

2. Select Action = Order Comments to display the Comments for Order dialog.
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£ Comments for Drder

TACETAMINOPHEN SOLN ORAL 100MGML
GIVE 2.3MLS BY MOUTH EVERY 4 TO &6 HOURS FOR FEVER GREATER THAM
101

Comments:
I

[k ] cawe |

Figure 22-29: Sample Comments for Order Dialog

3. Enter the comments in the Comments field. Please note that there is a right-click
menu to aid in editing the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.

Click OK when the dialog is complete.
4.  You can view the comments on the details for the order. (See the next section).

22.11 Order Detalls

You can view the details of an order that provides information about the order. Follow
these steps:

1. Select an order on the Orders window.
2. Select View - Details (or select Details on the right-click menu).

3. The Details dialog displays. The following shows the comments highlighted.
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f. Order Details - 573182

GIVE £.3MLS BY MOUTH EVERY 4 TO & HOURS FOR FEVER GREATER THAN 101 ll

usrtity: 16 Refills: 4

Aotivity:
A0 0072004 19:00 HMew Order sntersd by DOCTOR,.TEST (FHYSICIAM)
Order Text: ACETAMINOFHEN SOLE, ORPAL
SWISH AROUND Z.3MLS BY MOUTH EVERY 4 TO & HOURS FOR
FEVER GREATER THAN 101 Pedfills: 4
Hature of Order: ELECTRONICALLY ENTERED
Elec Signaturs: DOCTOR, TEST (PHYSICIAN) om 1070172004 17:02
A0FOLFE004 49010 Changs sntersd by ADAMS RUBERT ©
Charged to: ACETAMINOPHEN SOLE, ORAL  1O0MG ML

GIVE Z.30LS BY MOUTH EVERY 4 TO & HOURS FOR FEVER
GREATER THAN 101
fuancity: 15 Refills: 4

Hature of Order: SERVICE CORRECTION

S1gnaturs: SERVICE CORRECTION TO SIGNED ORDER

fard/Clinic Cumtsr: Taks w 2 o, of w !

Current Data:
Treating Specialty:

Ordering Location: 12 OPTORETRY
Start Date/ Time: 1001/ 2004
Stop Date Time: 10022005
Current Status: ACTIVE

Orders that are active or have been accepted by The service for processing.
we.g., Distetic orders are sctive upon being ordered, Pharmacy orders are
mctive when the order is verified, Lab orders are active when the sample
has besn collected, Radiology orders are active upon registration.

Order #573123

Order:

Hedication: ACETAMINOPHEN SOLN,ORAL 100FG/PL

Trxrrart i nne - F AMLE NRAT. N4RH =
il | »

Figure 22-30: Sample Order Details Pop-up

4. Note that you can print the text of the details by clicking Print. Click Close to
dismiss the pop-up.

22.12 Results History
Follow these steps to view the results history of a lab order:
1. Select an order whose results you want to view.

2. Select View - Results History (or select Results History on the right-click
menu).

3. The Order Results History pop-up displays.

4. You can print the text of the results by clicking Print.

22.13 Miscellaneous Ordering Features
Several convenience features are available to facilitate order entry and tracking:

» Alerting user when order results are available
* Flagging an Order
» Unflagging an Order
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* Quitting an Order
» Sign Selected

22.13.1 Alerting User when Order Results are Available

You can select a recipient to receive a notification when order results are available.

NOTE: A recipient must have the Flag Order For Clarification alert set to ON in
order to receive the alert. To set this, select Tools = Options; use the Notification
tab.

Follow these steps to notify a user when the results of an order are available:
1. Select an order.

2. Select Action = Alert when Results to display the “Alert when Results
Available” dialog.

@ Alert when Results Available =10 x|

The following order will zend alerts when resultz are available:

RAST, GLUTEM BELOOD SERUM 5P OMCE Indication: HYPERTENSION LB #35

Alert Recipient;

ILlser,D emo j ]:4 I Cancel I

Figure 22-31: Sample Alert when Results Available Dialog

3. Choose an alert recipient from the Alert Recipient drop-down list.

4. Click OK.

22.13.2 Flagging an Order

You can flag an order to draw attention to it. When an order is flagged, the order will

appear on the Orders window with a red flag icon ™ before the Service column. The
order will remain flagged until someone unflags the order. The application records the
name of the person who flagged the order and the date and time that it was flagged.

You can choose an alert recipient to receive a notification about the flagged order.

NOTE: A recipient must have the Flag Order For Clarification alert set to ON in
order to receive the alert. To set this, select Tools = Options; use the Notification
tab.

Follow these steps to flag an order:

1. Select the order that you would like to flag.
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2. Select Action - Flag.

3. The Flag Order dialog displays.

£ Flag Order =] E3

SIMVASTATIM TAR 20MG
TAKE OME TABLET BY MOUTH EVERY Dty
[uantite: 30 Refillz: 1

Reazon for Flag
[
Alert Recipient

I j | k. I Canicel |

Figure 22-32: Sample Flag Order Dialog

4. Enter a reason for the flag in the Reason for Flag field. This field has a right-click
menu to aid in editing the text.

5. Choose an alert recipient from the Alert Recipient drop-down list, if necessary.
6. Click OK to complete the flagging process.

The corresponding order will now have a flag indicator:

w SIMVASTATIFN TAR 20ME Start TEAZ4 Doctor, T active
TAKE ONE TABLET BY MOUTH EVERY | Stop: 08411405
Dy
[uantite: 30 Refills: 1
Figure 22-33: Sample Flagged Order on Orders Window
22.13.3 Unflagging an Order
It is easy to remove the flag from an order. You can enter a reason for removing the
flag, but this is not required.
In the Order Detail display for the unflagged order, the name of the person who
removed the flag and the date and time that it was removed is recorded.
£ Order Details - 573200;1 [ ]
== TPR B/F
Actiwvity:
100472004 16:55 MNew Order entered by DOCTOR,TEST (PHYSICIAM)
Order Text: TPE EBSF
Nature of Order: ELECTRONICALLY EMTEREL
Elec Signature: DOCTOR,TEST (PHYSICIAN) on lO/0E/Z004 05: 34
Flagoged biy: ] . 2
Tniflagged by:
Figure 22-34: Sample of Order Detail Showing Flag and Unflag Information
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Follow these steps to unflag an order:

1. Select the flagged order you want to unflag.

2. Select Action = Unflag to display the Unflag Order dialog.
M[=] E3

£ Unflag Order

SIMVASTATIMN TAB 20MG
TAKE OME TABLET BY MOLUTH EVERY D&Y

Cluantity: 30 Retills: 1

FLAGGED: Oct 04, 200401 6:46 by DOCTOR . TEST
rerminder

Comment [optional]

k. I Cancel |

Figure 22-35: Sample Unflag Order Dialog

3. Enter acomment, if desired. See “Right-Click Menu to Edit Text” on page 365

for more information about editing the text.

4. Click OK to complete the unflagging order process.

22.13.4 Quitting an Order

If you start an order (does not apply to Text Only order), complete the information and
then click Quit, the application displays the Unsaved Order information message.

Unsaved Order |

& , Accept the Following order:
-

17-HYDROXYPROGESTEROME BLOOD  SERUM SP ¢

Yes Mo

Figure 22-36: Sample Information Message After Clicking Quit
Click Yes to save the order and exit the order dialog.

Click No to not save the order and exit the order dialog.

22.13.5 Sign Selected

When you have an unsigned orders (appears in bold, blue lettering) on the Orders
window, you can sign it. Follow these steps:

1. Select an unsigned order on the Orders window.

Orders

User Manual 193
September 2007



Electronic Health Record (RPMS-EHR) vl.1l

2. Select Action = Sign Selected (or select Sign Selected on the right-click menu)

to display the Review/Sign Changes dialog. See “Review/Sign Changes Dialog
on page 63 for completing the dialog.

22.14 Quick Orders

22.14.1

22.14.2

Quick Orders are commonly placed orders with no special conditions. Many sites
create Quick Orders to help clinicians quickly place common orders. You can also
create personal quick Orders from the order dialogs themselves.

Types of Quick Orders
There are two types of quick orders: (1) site-wide quick orders and (2) personal quick
orders.

Site-wide Quick Orders

Many sites have created an entire set of Quick Orders that they use. The IRM staff at
each site can customize the Write Orders field with a selection that will bring up the
Quick Order menus they have created. This item might be called Assign New Orders,
Common Orders, or whatever the site deems appropriate. When a clinician clicks on
this item, EHR brings up the menu containing Quick Orders and other orders defined
by the site. Sites can set up orderables to be Quick Orders. See your Clinical
Applications Coordinator if you have items you want to have set up as site-wide Quick
Orders.

Personal Quick Orders

You can create personal Quick Orders while in the base ordering dialog.

Creating Personal Quick Orders

Make sure a visit is selected for the current patient and that the current view is Active
Orders.

Follow these steps to create a quick order.

1. On the Orders window, select the type of order and complete the information
about the order on the particular dialog.

2. Select Options - Save as Quick Order to display the Add Quick Order dialog.
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£ add Quick Order {Lab) H[=]

17 HYDROXYPROGESTERONE BLODD SERUM SP

Erter the name that should be used for this quick order.

ﬂ

Comenon List for Lab
<Mew Quick Dides:

ok | Cancel |

Figure 22-37: Sample Add Quick Order Dialog

3. Enter the name of the quick order in the “Enter the name that should be used for
this quick order” field. This field has a right-click menu to aid in editing the text.
See “Right-Click Menu to Edit Text” on page 365 for more information.

4. The name appears in the “Common List” field.

5. The edit features for the Common List field are discussed in the “Editing the
Common List” on page 196 section.

6. Complete the Add Quick Order dialog.
7. Click OK to create the quick order.

8. You return to the order dialog.

9. Click Accept Order on the order dialog.

10. You will find the quick order added to the order dialog the next time you access
that type of order.

11. The quick orders will appear before the list of available orders on the order
dialog. In the following example, “hydro-blood serum” is the quick order name.
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Ayvailable Lab Tests
I
hydro-blood serum ﬂ

17 HYDRO=YPROGESTERO!

17 0HP 1 7-HYDROXYPROL

17-aLPHA HYDRO=YPROGE!
17-HYDRO=vPROGESTEROE

17-MH < 17-HYDRMYPROL

Figure 22-38: Sample of Quick Order on Order Dialog

22.14.3 Editing the Common List

The common list contains the quick orders for a particular type of order. Follow these
steps:

1. On the Orders window, select the type of order for which you want to edit the
common list.

2. When the order dialog displays, select Options - Edit Common List to display
the “Edit Common Order List” dialog.

€ Edit Common Order List {Lab)

—

Common List for Lab

Fpdrceny-blood zemum
Fydro-bdood semum

i

Delete

ok | cace |

Figure 22-39: Sample Edit Common Order List Dialog

3. You can arrange the quick orders listed in the “Common List” field by using the
up and down arrows.

4. If you want to rename a quick order in the Common List field, highlight the quick
order and then click Rename to display the Rename dialog.
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10.

11.

f,.:, Rename !E[

Rename Quick Order

hwdro-blood serum

(] 4 I Cancel |

Figure 22-40: Sample Rename Dialog for Quick Orders

Enter the new name in the “Rename Quick Order” field. This field has a right-
click menu to aid in editing the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.

Click OK to have the “new” name appear in the “Common List” field of the Edit
Common Order List dialog.

If you want to delete a quick order in the Common List field, select the quick
order and then click Delete to display the Remove Quick Order information
message.

Remove Quick Order B |
@ Remove the Following quick arder Fram your list?

hrydro-blood serum

Figure 22-41: Sample Remove Quick Order Information Message

Click Yes to remove the quick order from the Common List field.
Finish the Edit Common Order List dialog as needed.
Click OK to accept your changes to the common list.

Your changes to Common List will appear on the order dialog next time you
select that particular type of order.

22.15 Order Checking

Order Checking is based on a system of rules that review orders to see if they meet
defined criteria. If they meet the criteria, an electronic message is sent to the ordering
provider before the order is completed (such as duplicate order, drug-lab interaction,
etc.). The provider can then choose to cancel the order or override the order check and
place the order.
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22.15.1 Prepackaged Order Checks

22.15.2

The Order Checking system lets users determine when order checks and notifications
are sent. To accomplish this, the application includes several prepackaged order
checks as well as three menus for setting Order Checking parameters such as enabling
and disabling specific order checks. Order Checks can also be configured to be
mandatory by the Clinical Applications Coordinator or IRM. If this feature is enabled,
individual order checks cannot be edited by the end users. Non-mandatory order
checks can be enabled or disabled through the Tools = Options menu.

Order checks exported with EHR

e ALLERGY-CONTRAST MEDIA INTERACTION

* ALLERGY-DRUG INTERACTION

* AMINOGLYCOSIDE ORDERED

+ BIOCHEM ABNORMALITY FOR CONTRAST MEDIA

» CLOZAPINE APPROPRIATENESS

e CT & MRIPHYSICAL LIMITATIONS

« DRUG-DRUG INTERACTION

 DUPLICATE DRUG CLASS ORDER

 DUPLICATE DRUG ORDER

» DUPLICATE ORDER

» ESTIMATED CREATININE CLEARANCE

* GLUCOPHAGE-CONTRAST MEDIA

* LAB ORDER FREQ RESTRICTIONS

* MISSING LAB TESTS FOR ANGIOGRAM PROCEDURE

* ORDER CHECKING NOT AVAILABLE

 RECENT BARIUM STUDY

» RECENT ORAL CHOLECYSTOGRAM

+ RENAL FUNCTIONS OVER AGE 65
NOTE: All of these order checks are exported in the disabled state at the system level.
Sites can then turn them on for individuals or teams, as determined by the site. Clinical

Application Coordinators, individuals, or services can also disable individual order
checks, if they so choose.

Personal Preferences for Order Checks

You can control what order checking you want to have executed for your orders. You
cannot turn off mandatory order checks, however.

Follow these steps to turn on or off order checks:
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1. Select Tools = Options to display the Options dialog. Then click the Order

Checks tab.
Dptions HE
Order Checks -
- Erable or dizable your order checks.
v
“ow can bum on or off these notifications: except those that are mandabony.
Order Check | oot | Comment | =
B sdleagy-Contrast Media Intesaction  On
[ Alleigy-Dinag Intesaction On
B Aminoglycoside Ordesed On
Biochem Abnomalty For Contrast. . On .
[F CT & Mii Physical Limitations On
Clozapine Appropnateness On
[#] Critical Diug Intersction On
[4] Dizperce Dug Mok Selected On
Duplicate Drug Class Ordes On
[#] Duplicate Dnug Order On
[ Duplicate Opicid Medications i =|
0k | cawel | s ||

Figure 22-42: Order Checks Tab of Options Dialog

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

3. When the Options dialog is complete, click OK to dismiss it.

22.16 Printing an Order
You can print a selected order by selecting the Print option on the File menu.

If necessary, you can set up the printer by selecting the Printer Setup option on the File
menu. See “Printer Setup” on page 366 for more information.

Follow these setup to print a selected order:

1. Select File - Printer Setup to display the Print Orders dialog.
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(@ Printorders S < E.J

One of mare of the lollowing prnts are available for this 228 of orders.
Check thoze you desire and salact a device, il necaszan.

Greyed temz e not avadable,

Fiint to device:
[T Chat Copes |

I Labek I

I© Bequsitions I

[& ok Copies I Chamge

Print All Checked lleme | Cancel Print |

Figure 22-43: Print Orders Dialog

2. You need to check at least one checkbox in order to print.

(@ priotorders S |= E.J

Oni o micoe of the following peints are available for this et of orders.
Check those you desire and select a device, if necessany.

Gireyed tems ae not avalable,
Print to device:

[T Labele I Changs

Figure 22-44: Print Orders Dialog with Checked Item

3. You can change the “Print to device” field by clicking the Change button.

The Printer Selection dialog displays.
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x|

—Remote Printers 1
LASER 132 ;l
R<LABEL 96

WUECEMTRIC TECH SUPFORT 78

.Emll_

Save as your default printer [

wr. | [0 ] L e |

Figure 22-45: Sample Printer Selection Dialog

Select a printer. If you need to change the setup for the selected printer, click the
Setup button.

If other setups are needed (after selecting your printer), click the Setup button to

display the Print Setup dialog. See “Printer Setup” on page 366 for more
information.

4. After the Printer Selection dialog is complete, click OK. (Otherwise, click
Cancel).
5. Click the Print All Checked Items button on the Print Orders dialog. The contents
of the (checked) orders output to the selected printer.
NOTE: the Cancel Print button only closes the Print Orders dialog.
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23.0 Patient Education

The Patient Education component enables you to view, edit, delete and add Education
events for a patient.

23.1 Education Component

The Education component displays the current patient’s education events from the
RPMS. This information appears on the grid below the “Education” label. The
following fields are displayed for each Education record: Visit Date, Education Topic,
Comprehension, Status, Objectives, Comments, Provider, Education Length, and
Location of the Education.

‘ﬁ Education i/)| show Standard | &dd | Edit | DEleke
Yisit Date = | Education T opic | Comprehiension | Status | Objectives =
030542007 Allergies-Mutnition GOOD
01/0542007  Anemia-Dizease Process GOOD
05/22/2006 Diabetes Melituz-Dizease Process  GOOD
0301 /2006 Asthma-Exercize GOOD

2/16/2004 | Hypertension-Medications GOOD |
03/02/2004  Abdominal Pain-Medications GOOD
09/25/2000  Diabetes Melituz-E sercize GOOD
I:IEia’EEIa"EDDD Laboratony-Tests | GOOD GOAL MET _ILI
4 3

Figure 23-1: Sample Education Component

You can sort the Patient Education information by clicking on a column heading. If no
Education information is present in the RPMS for a patient, the grid will be empty.

23.1.1 Functional Requirements

Operation Description

Add Click the Add button to select an education topic and then display the Add
Education dialog (except for selection by Pick List).

Edit Highlight an Education record and then click the Edit button to display the Edit

Education dialog. The application automatically populates this dialog with the data
from the selected Education record.

Delete Highlight an Education record and then click the Delete button to display a
confirmation asking if you want to delete the selected record. If you select “Yes” the
selected record will be removed from the RPMS.

Show Standard Click this button to display the Standard and Desired Outcome Statement for a
selected Education record. You can print the information.

|£J Click this button to go to a Web site for a specified topic.

The right-click menu on the Education component has the following options: Add
Patient Education, Edit Patient Education, and Delete Patient Education. These
options do the same thing as clicking the Add, Edit, and Delete buttons (respectively).
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23.1.2 Business Rules

Rule Description

Security Keys In order to add, edit or delete an Education record you must be
assigned the PROVIDER key and cannot hold the BGOZ VIEW
ONLY key.

Deleting Education Events In order to delete an education event you must either have entered it
or be the primary provider, and the visit cannot have been billed or
exported.

The Patient Education component can be configured so that a user or class cannot add/
edit patient education information.

23.2 Web Reference Search

The Web Reference Search for the Patient Education component depends on if any
records are present or not.

Condition 1: If there are records present, select one and click the LVl button (or select
the Web Reference option on the right-click menu) to go to the UpToDate Reference
Web site for the topic associated with the selected record. You can change to another
Web site by selecting from the Reference Site drop-down list (on the Web site).

Condition 2: If there are no records present, click the LY button (or select the Web
Reference option on the right-click menu) to display the Web Reference Search dialog.

. Web Reference Search x|

Reference Site: I pToDate j

Search Tem: | Search

Figure 23-2: Web Reference Search Dialog

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

23.3 Education Topic Selection

To add an Education record, you must first select an education topic. The selection can
be done using one of five different selection dialogs by either clicking on one of the
icon buttons or enabling one of the radio buttons.

Many of the selection dialogs have the Display Outcome & Standard button. After
selecting a topic and clicking the button, the outcome and standard for the selected
education topic displays.
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23.3.1 Selection by Category List

To select the Education Topic using the by Category List (E‘) method, you must
expand the category of interest to display its associated education topics and then
either double-click on the desired entry or select it and click the Select button.

w, Education Topic Selection i

Bl @42
Select By + Categany List ¢ Diseasse & Topc Enty
 MameLookup ¢ Piocedurs & Topic Enty

" Pick List

x|

| Dbesrms
= ABDOMINAL PAIN
+ ADMINISTRATIVE FUNCTIONS
+ ADMISSION TD HOSPITAL
+ ADVANCE DIRECTIVES
# Alcohol and Other Drugs
+ ALLERGIES
+ ALZHEIMERS DISEASE
+ ANEMIA
= ANESTHESIA

COMPLICATIONS

EQUIFMEMNT

FOLLOW-UP

INCENTIVE SPIROMETRY

INTUBATION

LITERATURE

PN MANAGEMEMT

POSTOPERATIVE

PREOPERATIVE

PROCEDURES

TURM, COUGH, DEEP BREATH

= Select
Cancel

Display

Dutcoms &

»|  Standsd

Figure 23-3: Selecting Education Topic by Category List

After clicking Select, the Add Patient Education Event dialog displays.

23.3.2 Selection by Name Lookup

To select the Education Topic using the Name Lookup (ﬂ) method, select an entry by
either double-clicking the education topic entry in the list or highlighting the topic and

clicking Select.

To access an entry, you can either manually scroll the list or add the first few
characters of its name to reposition the scroll list. Highlight the desired name.
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Ix

m. Education Topic Selection

B @2

Select Bie  Category List " Disease & Topic Enby " Pick List
{* Mame Lockup (" Procedure & Topic Enty

jal Select
Adeokol And Other Drugs-Compbeations
Alcokod And Other Drugs-Contirn Of Care =4 Cancel
Aokl And Other Drugs-Culuralspintual Aspects O Health

Aleobal And Other Drugs-Disease Plocess

Alcohol And Other Drugs-Exercize

Alcobod And Other Drugs-Lifestde Adaptations

Aleoked And Other Drugs-Medical Mutrition Therapy

Aokl And Other Drugs-Medications

Alcobol &nd Other Drugs-Nutrition

Aleoked And Other Drugs-Patient Information Litersture

Aleokod And Other Drugs-Placement

Alcobol And Other Drugs-Prevention

Alcobol And Other Drugs-Screening

Alcobol And Other Drugs-Siress Managenent

Alcokol And Other Drugs-Tests

Alcobal And Other Drugs-wellness

Allergees-Diseate Process

Allengess-Follow-up Diisplay
AllergesLifestyle Adaptions Jj Dutome &
| | * Standmsd

Figure 23-4: Selecting Education Topic by Name Lookup

After clicking Select, the Add Patient Education Event dialog displays.

23.3.3 Selection by Disease and Topic Entry

To select the Education Topic using the Disease and Topic Entry (ﬂ) method, you
must select both a Diagnosis code and a corresponding topic and then click the OK
button.

You can select the diagnosis from an ICD table lookup or pick the purpose of visit
(POV) for the current encounter if it has been entered yet.

User Manual 205 Patient Education
September 2007



Electronic Health Record (RPMS-EHR)

vl.l

k|- @A
Select Bue  Category List (v Dizease & Topic Enbiy
" Mame Lockup " Procedure & Topic Entry

" Pick List

Enter both the Disease/Conditionflliness and
the Topic for the Education activity.

r Drzease/Condtion/Tiness Selechor:
Disease/liness |
POV

Topic Selection

ANATOMY AND PHYSIOLOGY -
COMPLICATIONS

DISEASE PROCESS

EQUIFMENT

EXERCISE

FOLLOW UP

HOME MANAGEMENT

HYGIENE

LIFESTYLE ADAPTATION

PATIENT INEORMATION LITERATURE
MEDICATIONS

NUTRITION hd

[1]4

Cancel

Figure 23-5: Selecting Education Topic by Diagnosis and Topic Entry

Follow these steps to complete the Education Topic Selection dialog:

1.

The Disease/llIness field can be populated in one of two methods:

Method 1: Select the information in the POV field; the information will populate

the Disease/llIness field.

Method 2: Click the = button by the Disease/llIness field to display the Diagnosis
Lookup dialog. See “Using the Diagnosis Lookup Dialog” on page 362 for

more information.

Select one of the items on the lookup dialog and click OK to have the selected
item added to the Disease/llIness field on the Education Topic Selection dialog.

Select an item from the Topic Selection field and click OK.

After clicking OK, the Add Patient Education Event dialog displays.

23.3.4 Selection by Procedure and Topic Entry

To select the Education Topic using the Procedure & Topic Entry (ﬁ) method, you
must enter both a CPT code and the corresponding topic and then click OK.
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. Education Topic Selection i

k|~ @A

Select By. ( CategoyList ( Disease& TopicEntiy  ( Pick List

{~ Mame Lockup ¢ Piocedure & Topic Entry

Enter both the CPT Service and the Topic for
the Education activity.

= Sernce Selechon:

ceT|

Wit Setvices

Topic Selaction

AMATOMY AND PHYSIOLOGY
COMPLICATIONS

DISEASE PROCESS
EQUIPMEMNT

EXERCISE

FOLLOW P

HOME MANAGEMENT
HYGIEME

LIFESTYLE ADAPTATION
PATIEMT INFORMATION LITERATURE
MEDICATIONS

MUTRITION

0K

Cancel

Figure 23-6: Selecting Education Topic by Procedure & Topic Entry

Follow these steps to complete the Education Topic Selection dialog:

1. The CPT field can be populated in one of two methods:

Method 1: Select the information in the Visit Services field; this information will

populate the CPT field.

Method 2: Click the = button by the CPT field to display the Procedure Lookup
dialog. See “Using the Procedure Lookup Dialog” on page 360 for more

information.

Select one of the items on the lookup dialog and click OK to have the selected
item added to the CPT field on the Education Topic Selection dialog.

2. Select a topic in the Topic Selection field and click OK. After clicking OK, the

Add Patient Education Event dialog displays.

23.3.5 Selection by Pick List

To select the Education Topic using the Pick List (@) method, you select one or more

options from a Pick List.

One of two conditions are possible: (1) the Pick List field is populated or (2) the Pick

List field is empty.
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Populated Pick List

;ﬂ
B 2| @A 2] 1703iem
Select By ( Category List ¢ Disease & Topic Ertry {* Pk Lt
~ Mame Lookup Procadurs & Topic Entn

Pick Lists |E|:-i.:.bms Education =] (1]4 |
] Diabbetes Melbius-Compbeations c |
[] Dishetes Melitus-Disease Process -
] Diabetes Melbtus-Foot Cae
[[] Diatbetes Melbtus-Liesde Adaptabions

[] Dishstes M albius-Hutrition
[] Disbetes Melbtus-Presenton

Tvpe of Training  Individual " Grouwp
Comprehension Level [GOOD |
Length | [rin

Figure 23-7: Populated Pick List Selection Method

The education category is displayed in the drop-down list next to the Pick Lists button.
If there is more than one category, select one. In the above example, the education
category is Diabetes Education.

You can check one or more items from the displayed Pick List.

Select the Type of Training, Comprehension Level, and length of time (in whole
numbers) that specifies the number of minutes for the education. If you select more
than one education topic, the Length of time is divided equally amongst the topics.

Click OK to add those items to the Education grid.
Empty Pick List

When the selection dialog is empty, you need to create a pick list.
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Sulmlﬂr':"‘l.‘.ihguym " Dizeasad Topc Entiy 5 Pick List
" Name Lockup  Procedure & Topic Entry

Pick Lits: | =] oK

Type of Training:  Indnidual " Group
Comprehension Leyek [GO0D =]

Length[  (min)

Figure 23-8: Selecting Education Topic by Pick List

Follow these step to create a new Pick List.

1. Click the Pick Lists button to display the Manage Education Quick Picks dialog.

w. Manage Education Quick Picks ZI.

Education Topic BickLists | Disbetes Education »|  EdtPickLists
Ed.mlkn‘lnﬁn Pick List ltams
Fie Edmr opic /

1 |ASTHM, UMSPECIF
Dm-mm-:m IHFUFIHATIEIN IJTEFt.-!tT URE
DM-COMFLICATIONS
D-FOLLOW UP
PT-TREATMENT

i

Figure 23-9: Sample Manage Education Quick Picks

2. Click the Edit PickLists button to display the Manage Categories dialog.

User Manual 209 Patient Education

September 2007



Electronic Health Record (RPMS-EHR) vl.1l

w. Manage Categories ; —HJ

Figure 23-10: Manage Categories Dialog
3. Click the Add button to display the Add Category dialog.

x|
Category Name: |

| (1] 4 I

Hosp. Locatior [ _ Coneel |
Clirwc: |
Provider [
Piov, Discipline |

b Ll

Managers:

A |

Delete |
Figure 23-11: Add Category Dialog

4. Populate the Category Name.

5. You need to choose how the pick list will display from the methods listed below.
If you do not select a display method, the pick list will be available to all users in

all locations.
Hospital Location The pick list will be available to anyone who is in the selected hospital
location.
Clinic The pick list will be available to anyone who is in the selected the
clinic.
Provider The pick list will be available to the selected provider.

Provider Discipline | The pick list will be available to anyone who is in the selected
provider discipline.

6. To prevent other users from editing your pick list, add your name, and any other
user allowed to edit your menu (in the Managers field).

7. Click OK when complete.

8. You need to add education codes to the pick list category after its creation.
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9. Onthe Manage Education Quick Pick dialog, choose your pick list category from
the Education Topic Pick Lists field.

wm. Manage Education Quick Picks zl

e

§|§

Dy

i

b

Figure 23-12: Manage Education Quick Picks Dialog with no Pick Lists

10. Click the Add button and search for the code on the lookup utility. Select an
education code you would like to add and click OK. The education codes will be
added to the pick list. Repeat this step as needed to add more codes

w. Manage Education Quick Picks z[
Education Topic BickLists: | Disbetes Education =] E:iPid:Liml
D TERATURE Add
DM-COMPLICATIONS Fanama
DM-FOLLOW UP
PT-TREATMENT Delste
Copy
ey
Zeno Freg,
Import
Export
Figure 23-13: Manage Education Quick Picks with Pick Lists
Additional options can help you manage the pick list.
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Button Meaning
Rename Highlight the education code you want to rename and click the

Rename button. A window will open enabling you to rename the
education code. Note: renaming the code does not result in changing
the way the education code is documented.

Delete Highlight the education code you want to remove from the pick list
and click the Delete button.

Copy Click the Copy button to copy education codes from another menu to
your new pick list.

Query Click the Query button to list the most commonly used patient
education codes used by a provider or a clinic.

Zero Frequency Every time you use an education code, the frequency is recorded and

displayed on the pick list. This function will reset the frequency for all
of the education codes.

Import This button is used to import an education code pick list from another
user.
Export This button is used to export an education code pick list to your

desktop computer. This file can be shared with other EHR users.
11. Completing the Education Topic Selection dialog:

x|
k|| @I

Select By ( Categary List ¢ Diseass & TopcEntiy  + Pick List
i~ Mame Lockup  Procedure & Topic Enry

Pick Lists: Il Diabetes Education ﬂ Ok

7] Asthma, Unzpacifed-Medications
| Dia-Pabent Infoimation Litetslue Cancel
[] Dm-Complications _
Dive-Follow Up
Pt-Treatment

Type of Trsining @ Indvidusl  © Group
!:Wprel'mionl,agﬂl:lﬁﬁﬂﬂ d
L’Bﬂ'l'ﬂ'l-I i)

Figure 23-14: Education Topic Selection Dialog to Complete

Select one or more options in the field below the Pick Lists button. Select the
Type of Training, Comprehension Level, and length of time (in whole numbers)
that specifies the number of minutes for the education. If you select more than one
education topic, the Length of time is divided equally amongst the topics.

Click OK to have the selected items populate the Education component.
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23.4 Adding an Education Event

After selecting an education topic, you can add either new or historical Patient
Education events:

* New Patient Education are those that are given for a current visit
» Historical Patient Education are those that were given in the past and are typi-
cally would be for an outside facility or place

It’s important to note that for non-historic visits, the date and location of the Education
must correspond to the currently selected encounter in the EHR (which can be for past
dates).

In order to add an Education record you must be assigned the PROVIDER key and
cannot hold the BGOZ VIEW ONLY key.

& add Patient Education Event : x|
Education Topic [Mhrn-:-om.:se Frocess Ll
(astte)
Type of Trainng (¢ Individual { Group Cancel
Comprahension Leysl |l
Length {mnini) [ Historical
Comement b
Outcame B
Standard
Provided By [TETER,SHIRLEY 1'
Stabus/Outcome ﬁﬂs Liearring Haalth |

" GoalSet  GoalMet ( Goal Mok Met ‘

Figure 23-15: Add Patient Education Event Dialog

In conjunction with adding education event information, you can add health factor
information as well as a refusal for a selected topic.

The following information is divided into three parts: (1) Completing the Patient
Education Information, (2) Entering Historical Patient Education Information, (3)
Completing the Health Factors and Refusal Information.

23.4.1 Completing the Patient Education Information

Follow these steps to complete the Add Patient Education Event dialog for the current
visit:

1. Select the type of training, if needed.

2. The default for the Comprehension Level is Good and should be changed accord-
ingly, along with the Provided By field, if necessary.
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The patient’s Comprehension Level (also called Level of Understanding) can be
classified as the following:

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

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

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

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

Refused

You can add a comment to the patient education code that provides further
description of the encounter. Comments can be used for describing the name of a
lesson plan or education material provided to the patient (limited to 100 charac-
ters). The Comment field has a right-click menu to aid in editing the text. See

“Right-Click Menu to Edit Text” on page 365 for more information.

If another provider is needed for the Provided By field, click the = button to
select from a lookup utility.

Goals are optional for the patient education documentation. Goals can be docu-
mented as Goal Set, Goal Met, or Goal Not Met. The free-text field in the Status/
Outcome group box is limited to 20 characters (that describes something about
the goal).

Click Display Outcome & Standard to display the Outcome and Standard state-
ment for the displayed education topic, if needed.

When the Add Patient Education Event dialog is complete, click Add to have the
education topic added to the Education component. (Otherwise, click Cancel.)

23.4.2 Entering Historic Patient Education
When you check the Historical checkbox on the Add Patient Education dialog, the
Historical group box is added to the dialog.
Another way to enter the historical patient education event is to have NO visit selected
and click the Add button. The Add Patient Education Event with the Historical
checkbox checked will display.
The historical record contains the Historical group box.
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~ Hatorical

2% ndd Patient Education Event i x|
Education Topic [Asthma-Disease Process ;I
S
Typeof Training (% Indwidual  ( Group Concel |
Comprefension Level [G'JDD ﬂ
Length {mint) ¥ Historical
Comment ‘ Display
Oubcome &
Standard
Provided By [TETER, SHIRLEY _:__!
aEfOuCone gﬂs Learning Health l

{ GoalSat (" GoalMet  Goal Not Met ‘

Event Dste I—;l
Location | ]

% Facility (" Other

Figure 23-16: Historical Patient Education Event

The Event Date and Location determine the date and location of the education event.

The Event Date must be a past date. Either manually enter it or click the ellipsis
(=) button to display a calendar from which to select a date.

The Location can be either an IHS Facility or Other (at another facility or office).

If you enable the Facility radio button, you can enter a valid IHS Facility name or
click the =1 button to display a lookup utility from which to select one. If the
manually-entered facility name is not a valid one, the EHR displays the lookup

utility. See “Using the L ookup Utility Dialog for Location” on page 354 for
more information.

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

If you enable Other, you can enter the name of another place or office where the
education event took place (like Dr. Brown’s Office).

You complete the fields in the other parts of the dialog like you do when entering a
non-historical education event.

23.4.3 Completing the Health Factors and Refusal Information
This part of the Patient Education dialog is optional. By clicking the Patient’s Learning
Health Factors button, you can add health factors information for the selected patient.
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This information is divided into two parts: (a) completing the health factors
information and (b) completing the refusal information.

Follow these steps to complete the health factors information:

1. Click the Patient’s Learning Health Factors button on the Patient Education dialog
to display the Add Health Factor and Add Refusal dialog.

Add Health Factor | Add Refusal

Items

# LEARMNING PREFEREMNCE Cancel
# READINESS TO LEARN

Figure 23-17: Add Health Factor and Add Refusal Dialog

23.4.3.1 Add Health Factor Tab

2. You need to expand one of the Items in order to select a health factor under that
item.

# LEARMING PREFEREMCE
= READINESS TO LEARN
READINESS TO LEARN-NOT READY
READINESS TO LEARM-PAIN

READIMESS TO LEARN-RECEFTIVE
READIMNESS TO LEARN-SEVERITY OF ILLMESS
READINESS TO LEARM-UNRECEPTIVE

Corrment :

Figure 23-18: Expanded Item for Particular Health Factor
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3. Highlight the particular health factor and click Add.

This adds the particular health factor to the Health Factor component and it
displays in the Patient’s Learning Health Factors field on the Add/Edit Patient
Education dialog.

23.4.3.2 Add Refusal Tab
1. Make sure you are on the Add Refusal tab to add a refusal.

I x|
#dd Heath Factor | Add Refusal |
_ s |
Refusal Type ([ Education Toges [ Measwement
[1EKG ] Medication/Tinag Cancel
TR ) PP Smear
[ Imeniruzation | Racholadgy E cam
] Lab ] Skin Test
[ M arnenasg am
Exam [CHEST EXaM E
Date Refused [04,10/2007 =]

Commenk

Figure 23-19: Add Refusal Tab

Do not use the Education Topic refusal type. This method does not record the

refusal for patient education correctly. See “Entering a Patient Education
Refusal” on page 217 on how to correctly enter a patient education refusal.

2. You can check any of the checkboxes (only one) in the Refusal Type field. The
label for the second field will reflect what is checked in the Refusal Type field.
See “Refusal” on page 237 for more information about entering a refusal.

3. The Comment field is a free-text field that contains a right-click menu to help you
in editing the entered text. See “Right-Click Menu to Edit Text” on page 365
for more information.

4.  After you complete this dialog, click Add to have the information added to the
patient refusal file.

It shows up in the Personal Health component under refusals (it does not display
in the Patient’s Learning Health Factors field on the Add/Edit Patient Education
dialog).

23.4.4 Entering a Patient Education Refusal

Follow these steps to add a patient education refusal:
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3.

Use the Disease and Topic method of selecting a disease and topic on the Educa-
tion Topic Selection dialog.

Click the = button to search for a Disease/llIness. The Diagnosis Lookup dialog
displays. Search for refusal in the Search Value field.

Diagnosis Lookup

Lookup Oplion: ¢ Lesicon & ICD
Search Vake: [refus Search

Selact from one of the following items:
Code | Diagnosiz |
36968 | Profnd Impair/near Mam

WEA 5 Vacom Mo Adran Refuse Caege
VE40E Vacor NoAdmn Refuze Patient
VE4DE Vaccn NoAdmin R efuse Patient

I™ Retun Search Teat as Nanative QK | ;an-ml|

Figure 23-20: Diagnosis Lookup for Refusal of Treatment

Select the Refusal Of Treatment diagnosis and click OK. (Do not check the
“Return Search Text as Narrative” checkbox.)

4. The diagnosis is added to the Education Topic Selection dialog.
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m, Education Topic Selection

| 2| @I 42| oems

Select By ( Category Lt &+ Dizease & Topic Erdry " Pick List

~ Mame Lockup  Procedure & Topic Entiy

Enter both the DiseasefConditionflliness and

the Topic for the Education activity.
Dizease/Condbon/lliness Selechon

melﬁe!mal Oif Treatment

oV

— Topic Selecton

AMATOMY AMD PHYSIOLOGY
COMPLICATIONS

DISEASE PROCESS
EQUIPMENT

EXERCISE

FOLLDW UP

HOME MANAGEMEMT
HYGIEME

LIFESTYLE ADAPTATION
PATIENT INFORMATION LITERATURE
MEDICATIONS

HUTRITION

=

Figure 23-21: Refusal of Treatment Added to Education Topic Selection Dialog

5. Select a topic from the Topic Selection field and click OK.

6. This diagnosis is added to the Add Patient Education Event dialog.

2% ndd patient Education Event
(Refusal OF Treatment) Hﬁ" __|
Iype of Training  + Indevidual Group Cancel |

| =
Oubcome &
Standard

Provided By [USER,DEMO =]
| Patient’s Learning Health

Stabus/Outcome

(" GoalSet (" GoalMet  Goal Mot Met

Figure 23-22: Refusal Of Treatment Added to Add Patient Education Event

7. Complete this dialog and click Add to have this saved on the Patient Education

component. (Otherwise, click Cancel).
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23.5 Editing an Education Event

In order to edit an Education record you must be assigned the PROVIDER key and
cannot hold the BGOZ VIEW ONLY key.

Make sure a visit is selected. Follow these steps to edit an education event:
1. Select an Education Event you want to edit.

2. Click the Edit button (or select Edit Patient Education on the right-click menu) to
display the Edit Patient Education Incident dialog.

£% edit Patient Education Incident i x|
Education Topic [Abdomnal Pain-Follow-Up ;l
(Abdomia Par)
Type of Training (% Individual Group Cancel

Comprefension Level |

Provided By |usen.n|-:r-10 .._|

— Stabus/Outcome Factore
™ GoalSet ( GoalMet ( GoalNot Met |

Figure 23-23: Sample Edit Patient Education Incident Dialog

3. See “Education Topic Selection” on page 203 for information about how to
select another education topic for the Education Topic field.

4. You can update all of the data fields of the original education event. See “Adding
an Education Event” on page 213 for completing the dialog.

If the selected record is an historical patient education event, you cannot change
the event date or place (in the Historical group box).

5. When the Edit Patient Education Event dialog is complete, click Save to update
the education topic in the Education component. (Otherwise, click Cancel.)

23.6 Deleting an Education Event

In order to delete an Education record you must be assigned the PROVIDER key and
cannot hold the BGOZ VIEW ONLY key.

NOTE: Any Health Factor/Refusal information entered for the selected education
event is NOT removed by the Delete function.

Make sure a visit is selected. Follow these steps to delete an education event:
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1. Select an Education Event you want to delete.

2. Click Delete (or select Delete Patient Education on the right-click menu) to dis-
play the “Remove Patient Education?” information message.

Remove Patient Education?

Figure 23-24: Delete an Education Event Information Message

3. Click Yes to delete the selected record. (Otherwise, click No.)

23.7 Outcome and Standard Statement

You can display and print the Outcome and Standard Statement for a selected
education event by clicking the Show Standard button (or by selecting Show Standard
on the right-click menu) on the Education component. The same thing happens when
you click the Display Outcome & Standard button on the Education Topic Selection
dialog and on the Add/Edit Patient Education dialogs.

_ioix
HYPERTENSION-MEDICATIONS =]
OUTCOME :

If on medication, the patient will verbally summarize their medication
regimen and the importance of full participation with therapy.

STANDARD :

1. Review proper use, benefits and commor side effects of prescribed
medications.

2. Explain the importance of avolding over-the-counter medications
without checking with a physician.

4 o
5

Pint. |  Ciose |

Figure 23-25: Example of Outcome and Standard Statement

The Standard pop-up contains the outcome and standards for a selected education
topic.

Click Close to dismiss the pop-up.

You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows). Note that this
does not change the size of the text on the output (when you print).
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Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

The Standard pop-up has a right-click menu where you can copy selected text and
paste it into any free-text field within the EHR or into another application (like MS
Word). See “Right-Click Menu to Edit Text” on page 365 for more information.

23.8 Display Visit Detall

The Education component has the “Display Visit Detail” option on the right-click
menu. Use this option to display the Visit Detail pop-up for a selected record. See
“Visit Detail Information” on page 365 for more information.
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24.0 Patient Postings

Pozting

Click the Postings button A | to display the Patient Postings pop-up.

£ patient Postings

Allergies Severity Signg / Syrmptomsz
Lizinopril Coughing
Acetaminophen Dermatitis

Criziz Moteg, "Warning Maotes, Directives

ALLERGIES
CRISIS MOTE 20-0ct-2004 10:44

Figure 24-1: Sample Patient Postings Pop-up

If you click an item in the Allergies field, you get a pop-up with information about the
selected allergy. You can print the information by clicking Print.

£: Lisinopril Coughing

Canzative agent: LISINOPRIL —
Signs/symptons: COUGHING

Drugy Classes: ACE INHIEITORS
Originated: DOCTOR, TEST PHYSICIAN
WVerified: Hao

Observed/Historical:Historical

] pE
Elijzr:;l 95‘ Frint... | Clogze |

Figure 24-2: Sample Information About the Selected Allergy

If you click an item in the Crisis Notes, Warning Notes, Directives field, you get a
pop-up with information about the selected note. You can print the information by
clicking Print.
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€ CRISIS NOTE 20-0ct-2004 10:44

TITLE: CRISIS NOTE *I
DATE OF MOTE: OCT 20, 2004[10:44 ENTRY DATE: OCT 20, Z004@10:45:36
ATUTHOR: DOCTOR,TEST EXP CO3IGHNER:
TRGENCTY : 3TaTT3: COMPLETED

This is crisis note
fes/ TELT DOCTOR

MEDICAL RECORD ADMIN
Signed: 1072072004 10:45

& _"|;I
gnizr;t EE Pint.. | Close |

Figure 24-3: Sample Information About the Selected Note

Posting

The Posting button AR can have one or more codes on it. The following table
describes the meaning of these codes.

Code Meaning
A There are allergies present.
C There are Crisis Notes present.
D There are Directive Notes present.
W There are Clinical Warnings present.

The codes for crisis notes, directive notes, and clinical warnings come from the title of
the note when the clinician entered the progress note. For example, you can select the
title “Crisis Note” to enter a progress note classified as a Crisis Note.

Progress Mote Properties A

Progress Mote Title: |05k
CRISIS <CRISIS HOTE:

Lo |

Cancel |

Chwf < CLIMICAL WARMING:
DELETED <DELETED PROGRESS MOTE:

DELETED PROGRESS MOTE

DIABETES «<DIABETES PROGRAM MOTE:

DIABETES PROGRAM MOTE LI

Date/Time of Mate: IEIE-N ov-2004 14:33 _I

Authar: ID octor, Test ;l

Figure 24-4: Selecting Title for Crisis Note
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25.0

Patient Selection

The Patient ldentification Header component shows the current patient’s name,
hospital number (SSN or HRN), date of birth, age and gender.

*Littlewolf, Peggy L'YNM
2184 20-har-1938 [EE)
Figure 25-1: Sample Patient Identification Header

Most functions in the EHR require that a patient be selected. This component can be
configured so that the last patient selected will be the current patient once you re-enter
the EHR; see your Clinical Applications Coordinator about this functionality.

25.1 Patient Selection Dialog

Clicking on the patient identification header or selecting Patient - Select displays the
Patient Selection dialog.

Patient Lists Patients Demographacs
- [FLitiewolt uaria b “Littlewoll Juanita K
€ Providers = HRIN: 5870
" Team: Femals, age: 50
F ?I-'.:g “Ackery John W
C Wads "Decrane Beirice Jopce
 Pessonal Li (A mran DOB: 15Ma1954
s a “LittlewolfJuarita K

|| || “Lithevecki Paggy LYHH

"Andesho e Aladine

"Aadeshuize Caban Gens

"Rudeshaize James Lavrence

“Fideshaise Justn Paul Batiart I
“Hlideshorse Mary Jane abert Detai
“Aadeshoize Foberd W

“Standscrvarbul Bredt C.

Suamen,Viciod Curtiz

Abbey Ateah

Abbey Brent

Abbotte Wwilkar J ames

Abe Lyrdon Paul

Abe. Tyson Edward

Abefla Lynethe .|

Abeila,Shely
Al D aces Mosle

| Ao, D s W

Al Ira Richard
| Aibel Jaemes L

Abel Krster Hope
Akl Miiam LN
Abel Sandea Les

Abel, Timathy Alan

AbelVincert Lee ﬂ o I Caneel ]

Figure 25-2: Sample Patient Selection Dialog

This dialog is divided into three group boxes labeled Patient Lists, Patients, and
Demographics (from left to right).

25.1.1 Patients Group Box
The Patients group box contains a list of patients from which you can select one. This
list has two parts separated by a horizontal line.
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F
D &ina, By
TestJohn

Test Inpatient M
Demo Teen

Drema.Boy
Drerno,F ather
Dermo Female &
DemaInpatient F
Deena Motk R
Drernn, Teen
Do, Toddler
Patient, Demo
Patient, Sersitive
Test, John

T et Inpatient M
TestJohn

Test Palent A
Test Patierd B
Test Patert C
Tes Pabert D
Test Pabers E
Tzl Pabert F
Test Patent G

-]
Figure 25-3: Sample Patients Panel

25.1.1.1 Short List and Long List

The top part, known as the short list, changes according to the list type selected in the
Patient Lists group box. The bottom part, the long list, represents a list of all patients
registered to the site to which the user is connected.

You can preview a patient by single-clicking an entry from either the short or long list.
The patient’s information is presented in the Demographics group box. To make the

highlighted patient the active patient, either double-click the highlighted name or click
OK.

25.1.1.2 Patient Identifier

In addition to selecting a patient from the list, you can type a patient identifier into the
lookup text box at the top of the Patients group box. Valid identifiers are the patient’s
name (last, first), hospital number (SSN or HRN), Last+4 (first initial of last
name-+last 4 digits of the SSN), birthday, and potentially other lookup identifiers set up
for your site. Typing an identifier followed by a short pause will cause all matching

entries to be displayed in the short list (or for patient names, the list scrolls to the first
matching entry).

Patient Name Must be entered as LAST,FIRST (note - no space between last and first name.

Chart numbers Must be at least four characters in length. If the chart number < four characters,
add preceding zeros. Example, chart number 32 should be entered as 0032.

Birthdays Must be in the format: BMMDDYY. For example, a birthday of March 4, 1982
would be entered into the EHR as: B030482 - B for birthday, 03 for March, 04 for
the fourth day, and 82 for the year 1982.
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25.1.2 Demographics Group Box
The Demographics Group Box, located on the right of the Patient group box, shows
information about the currently highlighted patient. A red font color indicates that this
is also the currently active patient. For all other patients, the font color will be black.
25.1.3 Patient Detail Button
Clicking Patient Detail presents the patient detail view, as shown below. Because this
view is site-customizable, its contents might differ significantly from what is shown
here.
=1oj x|
iI‘EST,PﬂTIEHT A T78-65-4321 OCT 12,1948 -
COORDINATING MASTER OF RECORD: WOT LISTED
hddress: 590 CHERRY TREE LANE Temporary: N0 TEMPORARY ADDRESS
TULSA,0E 77676
County: UNSPECIFIED From/Ta: HNOT APFLICABLE
Phonme: 803 443-4567 Fhone: NOT APPLICABLE
Office: UNSPECIFIED
Bad hddr:
Confidential Address: Confidential Address Categories:
NHO CONFIDENTIAL ADDRESS
From/To: NOT APPLICABLE
PO5: UNSPECIFIED Claim #: UNSPFECIFIED
Relig: CATHOLIC Bex: MALE
Race: UNANSWERED Echnicity: UNANSWERED
Primary Eligibilitcy: UNSPECIFIED
Other Eligibilities:
JFratus : PATIENT HAS NO INPATIENT OF LODGER ACTIVITY IN THE COMPUTER
Future Appointments: NONE
Remarks:
Fervice Comnection/Rated Disabilivies:
Service Connected: NO
Rated Disabilities: NOT A VETERAN o=
Al J—I
Fort -
Sge: | Pint. |  Ciose |
Figure 25-4: Sample Patient Detail Pop-up
See “Visit Detail Information” on page 365 to review how to use the controls on this
Pop-up.
25.2 Patient Lists Group Box
The Patient Lists group box provides radio buttons to indicate the categories with
which patients are associated. For example, the Provider radio button would display
those patient lists associated with a particular provider.
User Manual 227 Patient Selection

September 2007



Electronic Health Record (RPMS-EHR)

vl.l

These radio button are a means of filtering the patient lists. You can select of one of
several types of patient lists. The available entries depend upon how your site is
configured. Some list types can be disabled or site-specific custom lists might be
present.

25.2.1 Al
The patient list entitled “All” is always available. This list includes all patients
registered to the facility to which you are connected. If the “All” list type is selected,
the short list represents a history list of the most recently selected patients.
25.2.2 Other Entity Types
Selecting any other list causes a list of entries to appear below the radio buttons. These
entries are specific to the selected entity type. For example, the following graphic
shows that the user has selected the “Wards” type which in turn presents a list of
selectable wards.
Patier Lists | -Patients |G eneral}
| = |Demo.Fakher
s Demno Inpatient F 16 =
; ';‘ews T::ﬁnnaplﬂf:ﬂm 3Ge j
(" Specialies
E wdz Dema, Bo
Personal Lists Demo Famals A
C A Demo.irpabont F
o Demalicher
[ - | (o, oddier
le Patient, Demo
Murzey Patient Senstive
Obward Test, John
Peds Wad TestInpatent M
| restohn
Test.Pabend &
Test.Patierd B
Test,Patiend L
Test.Patierd D
Tesl Pabert E
sl
ezt Fahent
[ Test Phily
Figure 25-5: Patient Selection by Wards
Selecting a ward then produces a list of patients registered to that ward in the short list
of the Patients group box.
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25.2.3

Save Settings Button

To save the currently viewed list as the default, click Save Settings to display the Save
Patient List Settings information message.

Save Patient List Settings

Save "Pediakric" Ward
as your default patient list setting?

Figure 25-6: Sample Save Patient List Settings Information Message
Click Yes to create a shortcut to that list at the top of the group box.

f* Default Pediatics
™ Providers
Teamsz
" Specialies
™ Clinics
" Wards
™ Perzonal Lists
= Al

Figure 25-7: Sample of a Defined Default Patient List

25.3 Personal Lists

For user-managed lists, such as personal lists, enable the Personal Lists radio button
and then click the Manage List button. Clicking this button activates the list manager
function. In this mode, the application replaces the Demographics group box by the
Manage Personal Lists group box as shown below.

The field below the Manage Personal Lists label contains a list of personal list names.
Selecting one of these names displays the member patients in the field below the
Personal List label. These members can be managed using the buttons to the
immediate left. Besides managing a list’s members, you can also create, delete, and
rename personal list names using the New, Delete, and Rename buttons, respectively.

To exit the list management mode, click OK to save any pending changes, or click the
Cancel button to cancel pending changes. The application returns to the patient
selection mode.
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Patient Selection

- Patient Lists | [ Patients

Lattlsveol Juarda I,

Mo Perzonal Lists Found

0]

“Ackerly.John W
Decrane Beinice Jopce
“Litthsoldman. Sue

“Litheweclt Peggy LyWH
“Fideshorss Aladine

I

Ll |
T-_iz
:

g

Personal List Nore selecied

“Rideshorze, Caban Gene

“Rideshorza James Lavrence

“Rideshorze Justin Paul

“Hideghooze, Maty Jane

“Rideghorze Fobert W

S tandsowerbul Brett C,

e Waclon Culis

Abbey Atesh

Abbey Heent

Abbathe \Wilkam J ames

Abe Lyndon Paul

Abe.Tyzon Edward

Abaita Lynethe |

Abeita Shedy
Abel D aces Mosle

I Abel Duans W

el Jra Richasd
| bl James L

Abel Kristen Hope
kel Miniam LyYHN
Abel Sandia Les

Aibel Tarathy Alsr 0K
|iabel Vincert Lee jd

Figure 25-8: Sample Patient Selection Dialog for Personal Lists

: e R

Cancel

25.4 Managing You Personal List Names

The field below the Manage Personal Lists label contains the names of your personal
lists.

25.4.1 Creating a New Personal List Name
Click the New button in the Manage Personal Lists group box to display the Create a
New List dialog.
|
Lizt Mame
[
0k | Comeel |
Figure 25-9: Create a New List Dialog
Type the name of the new personal list in the text box (free-form text field). See
“Right-Click Menu to Edit Text” on page 365 for more information about editing
the text. Click OK to have the name added to the Personal Lists field.
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25.4.2

25.4.3

M anage Personal Liste——

Speciality Patients

Figure 25-10: New Name Added to Personal List Names Field

Rename a Personal List Name

To rename a selected personal list name, click the Rename button to display the
Rename List dialog.

Renameist 8 x|

Mew Name

ﬂxlcm|

Figure 25-11: Sample Rename List Dialog

Type the new name in the text box (free-form text field). See “Right-Click Menu to
Edit Text” on page 365 for more information about editing the text. Click OK to save
the edited name.

Deleting a Personal List Name

To delete a selected personal list name, click the Delete button to display the Confirm
information message.

EIUEE =

? ) Do youwish bo delets the selackad entry?

ol

Figure 25-12: Confirm Information Message

Click Yes to remove the selected personal list name from the Personal Lists field.
(Otherwise, click No.)

25.5 Managing the Patient Names in a Personal List

The patients in a selected personal list appear the in field below the Personal List label.
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To add a patient to a selected personal list, select the patient name in the Patients group
box and then click Add. The patient name appears in the Personal List field for the
selected personal list.

Personal List: Spacishly Fabents

Dervenn, T onchcller

Figure 25-13: Name Added to Personal List of Patients

The following table describes the functionality of the buttons.

Button What It Does
Add Adds the currently highlighted patient to the list.
Import Adds all patients displayed in the short list of the Patient panel. Because the short list

can be changed by selecting different list types in the Patient Lists panel, the import
feature can be used to import entries from any other list.

Current Pt Adds the currently active patient to the list.

Remove Removes the highlighted entry from the list (Remove button) while clicking Remove
All clears the personal list entirely.

Apply Saves all pending changes.

Restore Restores the list to its last saved state.

25.6 Clearing the Patient Context

The functionality of clearing the patient context must be set up by your local CAC.
The Clear function can be one of the following: (1) a menu on the toolbar (where the
Patient menu is located, for example) or (2) an option on a menu, for example an
option on the File menu or the Patient menu.

This feature clears the patient information from the EHR. This means that no patient
data display on any tab. In order to use the EHR after using the Clear feature, you must
select a patient and visit.
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26.0 Personal Health
The Personal Health component has features where you can record data regarding:
Asthma Status, Status Infant Feeding, Birth Measurements, Reproductive History,
Refusal, Treatment Contract, and Functional Status.
Various options are available from the drop-down list, depending on the selected
patient.
*‘i Personal Health  Toadd, select afom.. =] Add [ Edit | FJr.-'f.-';'-l
Funclionsl 5 tatus
Refusal
Reproductive Histo
Figure 26-1: Personal Health Panel
What choices are on the drop-down list depends upon the appropriate BGOZ keys that
are assigned; contact your CAC about the available keys.
This component can be configured so that a particular user or class cannot add/edit
reproductive history information.
The following do not require a visit to selected in order to add, edit, or delete: birth
measurements and refusals. The other options do require a visit.
26.1 Asthma
The Asthma option on the drop-down list is where you record information about the
current patient’s asthma status on the current visit. Those users who have key to access
the Asthma Registry (BATZMENU) key will be able to manage the registry through
the EHR under this option. If you do NOT have the Asthma Registry key, then the
Asthma Register group box will NOT display.
Select the Asthma Status option and click Add to display the Add Asthma Record
dialog.
You populate the various fields about the current patient’s asthma condition by either
manually entering the data or by selecting from the drop-down lists.
When all data has been entered, click OK to add a record to the Personal Health
component.
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w, Add Asthma Record E_I
seveny [N ~|  Asthma Management Flan | v oK. |

— Lung Function —— [ Triggers -
FEV 1 [_| F.mr.lubaumﬁmlml vl ﬂ
FEFs7s [ | Particulate Matter [ +]

EEFestPF [ | DustMie [ =]
~ Asthma Regi
ﬁlm Activate |
| I , i | EI

J . o

Figure 26-2: Add Asthma Record Dialog with Asthma Register

26.1.1 Add to Asthma Registry

The following gives the process to Activate the current patient in the Asthma Registry.

— Asthena Registy
Status Inactive ﬂl
| | ' | -
- @ 0 -

la | E

Figure 26-3: Asthma Registry Inactive

Click the Activate button to display the Please Confirm (to activate) information
message.

Please Confirm ]

\:.’/ Are: you sUre you want to activate this patient in the asthma registry?

s |[[e ]

Figure 26-4: Please Confirm to Activate

Click Yes to display the Update Asthma Register dialog. (Otherwise, click No.)
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w, Update Asthma Registry *EJ

LastAshmaVist [ .| oK |
He Appt r—;I Cancsl |

Figure 26-5: Update Asthma Registry Dialog
You enter asthma-related visit information on this dialog and click OK. The Asthma
Registry group box changes on the Add Asthma Record dialog.

Asthma Begistry
Status Active Inaclivate Edit |

Last Asthma Visit 2/5/2007
Calculated Date Due 31272007
Hext Appointment
Caze Managei
Comments

Figure 26-6: Sample Asthma Registry Active

26.1.2 Inactivate/Edit Asthma Registry

Once the Asthma Registry is active for the current patient, you can inactivate or edit
the information.

Click the Inactivate button to display the Please Confirm (to inactivate) information
message.

|

.,?J Are you sure you wank to inactivate this patient in the asthma registry?

|

Figure 26-7: Confirm Inactivate Asthma Status

Click Yes to inactivate the patient in the asthma registry; the patient’s status will
be Inactive. (Otherwise, click No.)

Click the Edit button to display the Update Asthma Registry dialog, where you can
change the asthma-related visit information.
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26.2 Functional Status

The Functional Status option on the drop-down list is where you record the activities
of daily living.

Select the Functional Status option and click Add to display the Enter Functional
Status Record dialog.

|
~ Activitie of Daly Living || Instumental Activities of Diaily Living .
Todeting [Indepandert =] Finances: [Neads Help =] Ok
Bathing | Needs Help =l Cooking: | Totaly Dependent = | P ‘
Dressing [Needs Help =] Shopping | Totaly Dependent |
Transtess: | Totaly Dependent = Housewerk: |Needs Help =
Eeeding |Independent | Medications: |Independant |

Cogtinence: | Totaly Dependent ¥ | Transpottation: | Totally Dependent =

Change of Status: ([T Paterd iz Caregiver [Nu ﬂ

Figure 26-8: Sample Enter Functional Status Record Dialog

You can select any one drop-down list to record these associated activities.

Click OK to add the record to the Personal Health component.

26.3 Infant Feeding

The Infant Feeding option on the drop-down list is where you record information
about infant feeding choice for the current patient on the current visit. This applies to
patients < 5 years old.

Select the Infant Feeding option and click Add to display the Infant Feeding Choice
dialog.

. Infant Feeding Choice [ x| |

[1 Excluzsive Breastfeeding
[] Mogtly Breastfeeding

2 Formula

[ Mozt Farmula
[ Formula Oy

Figure 26-9: Infant Feeding Choice Dialog

The list allows only one selection. To change a selection, de-select it.

Click OK to add the record to the Personal Health component.
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26.4 Refusal

The Refusal option on the Add drop-down list is where you record that the patient
refused treatment or assessment on the current visit. A refusal demonstrates that an
intention was attempted but the patient declined or stated not to perform the treatment

or assessment.

Select the Refusal option and click Add to display the Enter Refusal dialog.

[ Medscation/Tinug

[[] PAP Smear

[ Radiology Exam

(] Skin Test
Refusal tem | =
Date Refused [04/17/2007 =

Comiment

x|

_ |
[=1]

Figure 26-10: Enter Refusal Dialog

Each refusal type is described below.

26.4.1 EKG

Check the EKG checkbox on the Enter Refusal dialog.

[[] Medhcation/Thug
] Exan [[] PAP Smeat
[ Irnnisrization [[] Radiclogy Exam
JLab [[] Skin Test
| Mammogram
] Measwement
£es e =]
Date Refused [06/23/2007 =]

Comiment

Figure 26-11: Enter Refusal for EKG

Click the = button for the EKG field to display the Lookup Diagnostic Procedure for
EKG where you select a Diagnostic Procedure for EKG (if any).
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The Date Refused field defaults to the current date. You can change the date by

entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.

You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.

After you click Add, this adds a record to the Personal Health component.

26.4.2 Exam
Check the Exam checkbox on the Enter Refusal dialog.
]
Refuzal Tope EKG Medhcation/Tirug
vEE | | FiF S Add
] Ireranization [ jﬂadid:;-ﬂéwn _l
Lab (] Skin Test Canxcel
| Mammogram
Measmement
Evam | -]
Date Relused [04/17/2007 =]
Comiment
Figure 26-12: Enter Refusal for Exam
Click the == button for the Exam field to display a lookup utility where you select an
exam name.
The Date Refused field defaults to the current date. You can change the date by
entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.
You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.
After you click Add, this adds a record to the Personal Health component as well as to
the Exams component.
26.4.3 Immunization
Check the Immunization checkbox on the Enter Refusal dialog.
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w, Enter Refusal

Refuzal Type | EKG [ Madcation/Tirug
| Exam [[] PAP Smear
v [T | P diclogy Exam
CLab [ Skin Test
|| Mammogram
| Measwemant
— =
Date Refused [0417/2007 =
‘Commiment

x|
e
C-amdl

Figure 26-13: Enter Refusal for Immunization

Click the = button for the Immunization field to display the Vaccine Selection dialog

where you select a vaccine.

The Date Refused field defaults to the current date. You can change the date by
entering it manually or by clicking the = button to select from a calendar. The date

cannot be a future date.

You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.

After you click Add, this adds a record to the Personal Health component as well as to

the Immunizations component.

26.4.4 Lab

Check the Lab checkbox on the Enter Refusal dialog.

Refusal Type [JEKG [ Medication/Drug
] Exam [[] PAP Smeat
[ lirninization [] Radiclogy Exam
< R 5\ T
| Mammogranm
] Measwement
Lab | [--]
Date Refused [04/17/2007 =]
Cormiment

x|
|
Cameill

Figure 26-14: Enter Refusal for Lab
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Click the = button for the Lab field to display a lookup utility where you select an lab
test name.

The Date Refused field defaults to the current date. You can change the date by

entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.

You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.

After you click Add, this adds a record to the Personal Health component.

26.4.5 Mammogram
Check the mammogram checkbox on the Enter Refusal dialog.
x|
Refuzal T EKG MehcationTins
= Exam [[] FAF Smear ’ Add |
] Ivamwarization [[] Radiclogy Exam
Lab [] Skin Test Cancel
Ll M ammogram
M easwement
Mammogram [MAMMOGRAM L]
Date Refused [06/23/2007 [=]
Comment
Figure 26-15: Enter Refusal for Mammogram
Click the = button for the Mammogram field to display a lookup utility for radiology
where you select a radiology exam for mammogram.
The Date Refused field defaults to the current date. You can change the date by
entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.
You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.
After you click Add, this adds a record to the Personal Health component.
26.4.6 Measurement
Check the Measurement checkbox on the Enter Refusal dialog.
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x

Rafuzal Twpe | 1EKG [ Medcation/Tinug
] Exam [[] PAP Smeat ll
[ Drrranization [[] Radiclogy Exam
[]Lab [] Sk Tt Canecel |
| Mammogram
0 M ez ment

Measuement ' E

Date Refused [04/17/2007 =

Comiment

Figure 26-16: Enter Refusal for Measurement

Click the == button for the Measurement field to display a lookup utility where you
select a vital measurement name.

The Date Refused field defaults to the current date. You can change the date by

entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.

You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.

After you click Add, this adds a record to the Personal Health component.

26.4.7 Medication/Drug
Check the Medication/Drug checkbox on the Enter Refusal dialog.
(s EnterRefusal x|
Refusal Type [ EKG [} ecication/Druc [
] Exam [] PAP Smear |
] Irvevwarization [[] Radiclogy E xam et
JLab (] Skin T |
| Mammogram ™
] Measuwemsnt
Medication/Drug || =]
Date Refused [04,17/2007 =1
Comament
Figure 26-17: Enter Refusal for Medication/Drug
Click the =1 button for the Medication/Drug field to display a lookup utility where you
select a drug name.
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The Date Refused field defaults to the current date. You can change the date by

entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.

You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.

After you click Add, this adds a record to the Personal Health component.

26.4.8 PAP Smear
Check the PAP Smear checkbox on the Enter Refusal dialog.
x|
Refuzal Type EKG Medhcation/Thnug
Exam R FAF Smear Add
] Irnerwarization :v: Fadiclogy Exam _I
Lk [1Skin Test Cancel
| Mammogram
M easuement
PAP Smear [PAP SMEAR (=
Date Refused [06/23/2007 o]
Comiment
Figure 26-18: Refusal for PAP Smear
Click the = button for the PAP Smear field to display the Lookup Lab Test for PAP
Smear to select a lab test for PAP Smear.
The Date Refused field defaults to the current date. You can change the date by
entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.
You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.
After you click Add, this adds a record to the Personal Health component.
26.4.9 Radiology Exam
Check the Radiology Exam checkbox on the Enter Refusal dialog.
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x
Refusal Tvpe [ EKG [ ] Medcation/Drug
] Exam [[] PAP Smear il
] Irerwanization Kl R adickogy E xam
[ Lab ]Sk Cancel |
| Mammogram
] Measuwement
Badiclogy Exam [ =y
Date Refused [04/17/2007 =
Comiment

Figure 26-19: Enter Refusal for Radiology Exam

Click the = button for the Radiology Exam field to display a lookup utility where you
select a radiology exam name.

The Date Refused field defaults to the current date. You can change the date by

entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.

You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See

“Right-Click Menu to Edit Text” on page 365 for more information.

After you click Add, this adds a record to the Personal Health component.

26.4.10 Skin Test
Check the Skin Test checkbox on the Add Refusal dialog.

x|
Refusal Tupe [EKG [ Medcation/Dug
] Evarn [ FAF Smear ll
Al czalion —
CILab Cancel |
| Mammogram
] Measwement
e =]
Date Refused [0417/2007 =
Comiment
Figure 26-20: Enter Refusal for Skin Test
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Click the =l button for the Skin Test field to display a lookup utility where you select a
skin test name.

The Date Refused field defaults to the current date. You can change the date by

entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.

You can enter comments about the refusal in the Comment field. This field is a free-
text field that contains a right-click menu to help you in editing the entered text. See
“Right-Click Menu to Edit Text” on page 365 for more information.

After you click Add, this adds a record to the Personal Health component as well as to
the Skin Tests component.

26.5 Birth Measurements

The Birth Measurements option on the drop-down list is where you record birth
measurement information about the current infant on the current visit. This applies to
patients < 8 years old.

Select the Birth Measurements option and click Add to display the Update Birth
Measurements dialog.

il

Ta enter Buth Weight in b and a2z, enter bwo values seperasted by

a hyphen. Alzo you can enter K after the value for kilograms [kg]. oK
and ikewize for grams enter G after the value, -

Examples: 7 2 foe 7 Ibs 2 023 E_l

32K for 3.2 kilograms
J2000 for 3200 grams

Biirth 'weight | [Ibs-az)
Bitth Order |

Feeding Choices must contain a number and then eithes a D for Days,
W for Weeks, M for Months or Y for pears,

Formnula Started
Breast Feading Stopped
Solids Started

Mother or Guardian [ _]

Figure 26-21: Sample Update Birth Measurements Dialog

The unit of measure for birth weight is automatically changed for the following:

» Changes to kilograms if “k” or “K” is typed.
» Changes to grams if “g” or “G” is typed.
» Changes to Ibs.-oz. if a hyphen or space is typed.
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The resulting value is appropriately validated.
The Mother or Guardian field has a lookup utility where you can search for a name.
Click OK to add the record to the Personal Health component.

26.6 Reproductive History

The Reproductive History option on the drop-down list records important data
regarding the current patient’s reproductive history on the current visit. This applies to
female patients only.

Select the Reproductive History option and click Add to display the Update
Reproductive History dialog.

|
Glz Zlelo Eiclo Sisao Eialo B WR[omAE -] ok |
Famly Plaring Method | =] DaefPBegan[ .| . |
[ Pegnant  EstDefverr [ .| Deterined By |Dat =l

Figure 26-22: Sample Update Reproductive History Dialog

When you are entering data for the G, P, LC, SA, or TA fields, you can either directly
type the number in the field, or click on the up and down arrows (&) to adjust the value
up or down by increments of one.

Panel (Name) Action to Take

G (Gravidity) Enter the number of times this patient has been pregnant.

P (Parity) Enter the number of times that the patient has given birth.

LC (Living Children) Enter the patient's number of living children.

SA (Spontaneous Abortions) Enter the number of naturally occurring expulsions of a nonviable
fetus.

TA (Therapeutic Abortions) Enter the number of abortions induced when pregnancy constitutes
a threat to the physical or mental health of the mother.

LMP (Last Menstrual Period) Enter the date of the patient’s last menstrual period using the
calendar (click the =] button).

Follow these steps to complete the remaining fields:

1. Family Planning Method: Enter the patient’s method of family planning from
the drop-down list.

2. Date FP Began: Enter the date the patient began her current method of family
planning using the calendar (click the =l button).

3. Pregnant: Click the checkbox if the patient is pregnant. This will activate the Est.
Delivery and Determined By fields.

If you have Est. Delivery and/or Determined By fields populated and uncheck
Pregnant, then the Est. Delivery and Determined By fields become blank.
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4. Est. Delivery: Enter the patient’s estimated delivery date using the calendar (click
the =l button) or by manually entering the date.

5. Determined By: Select from the drop-down list the method by which the esti-
mated delivery date was determined.

Click OK to add the record to the Personal Health component.

26.7 Treatment Contract

The Treatment Contract option on the drop-down list is where you record that the
treatment contract was made with the patient.

Select the Treatment Contract option and click Add to display the Add Treatment
Contract Record dialog.

x|
Type: — ]
¥ Pain —_—
" Mental Health Cancel

Date Iritiated: Inam 842005 _|

Provider: [USER.DEMO ]

Figure 26-23: Add Treatment Contract Record Dialog

Select either type of contract in the Type field.

The Date Initiated field defaults to the current date. You can change the date by

entering it manually or by clicking the = button to select from a calendar. The date
cannot be a future date.

The Provider field has a lookup utility where you can search for a name. See “Using
the Lookup Utility Dialog for Provider” on page 355 for more information.

Click OK to add the record to the Personal Health component.

26.8 Right-Click Menu

The Personal Health panel contains the following right-click menu:

add
Edit
Delete

Display Wisit Detail
Figure 26-24: Options on Right-Click Menu

Overview of the options:
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The Add, Edit, and Delete options work like the Add, Edit, and Delete buttons on the
Personal Health component.

Display Visit Detail: select a record and click Display Visit Detail to display a popup
showing information about the visit (you can view and/or print the information). See
“Visit Detail Information” on page 365 for more information.

26.9 Ways to Edit Personal Health Data

The Personal Health panel could look like this for a pediatric patient:
Fersonal Health

[Toodd. selectatom.. =] Add || Edi | Delee

Birth | Bith Weight=7 Ibs 3 ozs (3.26 kgs] ; Bith Order=2; Fosmula Started=6m; Breast
Measurements | Stopped=0m: Sobds Stated=4m; Mother=Demao mother R

Figure 26-25: Sample Personal Health for Child

There are two ways to edit Personal Health data:

First Way: Editing can occur by double-clicking on the existing record in the grid. The
appropriate dialog displays.

Second Way: Select an existing record and click Edit (or select Edit on the right-click
menu). The appropriate dialog displays.

26.10 Deleting Personal Health Data

Select a record in the Personal Health panel that you want to delete and click Delete
(or select the Delete option on the right-click menu). The “Remove Record?”
information message displays.

Remove Record? _?:CJ
\ ?) HAre you sure you wankt bo delebe the selected Asthma Stabus record?
Figure 26-26: Remove Record Information Message

Click Yes to remove the selected record. (Otherwise, click No.)
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27.0 Pharmacy Refill Counseling Macro

The Pharmacy Refill Counseling macro is available to be placed on the pharmacist’s
VueCentric template. The macro enables rapid visit creation and documentation of
Purpose of Visit and Patient Education for high volume workflow situations, such as
dispensing medication refills.

The macro is launched from the Pharmacy Ed button.
Fharrm Ed
Figure 27-1: Pharmacy Ed Button

Please note the following about the Pharmacy Ed button:

» If no patient has been selected, the button will not be selectable.

» If the macro has not been run on that patient on that day, the button is select-
able and launches the macro.

» If the macro has been run on that patient on that day, the button will not be
selectable.

27.1 Medication Counseling Dialog
Make sure a patient is selected. Follow these steps:
1. Click the Pharmacy Ed button to display the Medication Counseling dialog.

2. The patient and visit information are automatically displayed on this dialog (in the
Patient Context Details and Visit Context Details fields).

3. The POV radio buttons only appear if the macro creates a standalone visit. If the
macro is appending pharmacy education to an existing current visit, there is no
need to insert a separate POV.
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Patieni Contest Delals
N.ama Do HAK
Dl Fathes [5-hew- 15655 S
Wicll Conted Dokl
Prorviden Dale of Visit Tima of Vit Lacalbion
USER.DEMGD MSep2iE 143 FHARMACY

NOTE: This lorm is designed for use DHLY by phasmaciits in documenting modicalion
nunulnqlliuli-n-ndimﬁmlmﬂlp:f’uld Mo othes use i silerded

Pispean of Wik
™ WEE &0 - Hadestin Courasing

7 WVES 1T - Madcston Couraslng By Posy
Counvelng Togec Comprohanyion Tma
™ Minfometion
[T M -Pabeni Lissius
M MFoslin
™ Madeston Dapense T o Proy

[ Mdnm Indssachon

el B

Figure 27-2: Sample Initial Medication Counseling Dialog

The Patient Education area provides five Medication category topics with check
boxes: Information, Patient Literature, Follow UP, Medication Dispense to Proxy,
and Drug Interaction.

If you check any one of the check boxes, then the Comprehension, Time, and
Comment controls become active.

v EM-InfDrmatil:unE I GOOD j I_'l

Eumment:l

Figure 27-3: Sample Activated Patient Education Category

The Comprehension drop-down box contains the selectable patient education
comprehension options. The default is GOOD and can be changed through the
Medication Counseling Configuration menu. See ““Medication Counseling
Configuration Menu’ on page 250 for more information.

The Time field is a free numeric entry in minutes. Allowable entries are defined in
the corresponding RPMS Patient Education file; the default is 1 and can be
modified. See “Medication Counseling Configuration Menu’ on page 250 for
more information.

The Comment field is a free text field where you can add comments. It contains a
right-click menu to edit the text. See “Right-Click Menu to Edit Text” on
page 365 for more information.
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Below is a sample completed Medication Counseling dialog.

Medication Counseling

Patierit Contest Details:
Hame Dop HHM
Demo, Fathes 05-Mx-1955 B4E5
Visit Context Dretails:
Provide: Date of Visit Time of Vizit Location
USER.DEMO MSep-2006 1505 PHARMALCY

HOTE: Thiz form is designed for uze ONLY by pharmacists in documenting medication
counseling at the ime medications are dizpenzed. Mo other use iz intended.

Puspose of Vet

" WE5.19 - Medicabon Counselng By Proxy
Counseling Topic Comprehension Time

¥ M-rdormation [6ooD = [

Comment:[Med counseing completed on the DM dug

[T M-Patient Literstue

I M-FollowLp

™ M-Medication Dispense To Prosy

¥ M-Diug Interaction [Fair = 1

I:mnt[F'f coungeled on dieg interaction among the DM dugs

[« |  __coca |

Figure 27-4: Sample Completed Medication Counseling Dialog

6. Once the dialog is complete, click OK to create the pharmacy counseling visit and
the data is filed. (Otherwise, click Cancel to close the dialog with no action nor
visit created.)

27.2 Medication Counseling Configuration Menu

Several features of the Pharmacy Counseling Macro dialog can be modified through
the Medication Counseling Configuration menu in RPMS. Each option can be set at
the Division or System level.
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LT

Fie Edt Help

DEMO HOSPITAL RPHS-EHE Management

DCHP
DCTH
LPOW
EDTX
ELST
HL
PL3T
FHL

Hedication Counseling Configuration

Default Comprehension Value
Default Counsel Tims
Default POV

Edit Disclaimer Text
Education Topics

Hospital Location for Visit
POV lisc

POV Narrative Texc

Select Hedication Counseling Configuration Option:

Figure 27-5: Medication Counseling Configuration Menu in RPMS

The options on the menu have the following features:

Default Comprehension Value: allows the default for Comprehension to be set as
Good, Fail, or Poor.

Default Counseling Time: allows the default duration for medication counseling to be
set to any number between 1 and 999 minutes.

Default POV: allows a site to set the purpose of Visit code radio button to be pre-
selected when the macro is launched.

Edit Disclaimer Text: allows you to edit the bolded disclaimer text, as shown below:

MOTE: Thiz form iz dezigned for uze OMLY by pharmacists in documenting medication
counszeling at the time medications are dispenzed. No other uze iz intended.

Figure 27-6: Sample Bolded Disclaimer Text

Education Topics: allows a site to modify the list of available education topics by
selecting from the available entries in the standard table. The default education topics
displayed in the component are the five Medication education topics in the standard
IHS patient education table.

Hospital Location: allows you to change the default Hospital Location. The default
Hospital Location for the component is Pharmacy.

POV List: allows a site to select different ICD-9 codes that they want to use instead of
the default POVs displays on the Medication Counseling dialog.
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POV Narrative Text: allows you to define the Provider Narrative once the set of
POVs that will be used in the component are selected. This narrative will be stored
along with the 1CD-9 codes. If no Provider Narrative is defined, the standard 1CD-9
code language will be used.

Purpoze of Vizit:
 %E5. 49 - Medication Counzeling
= WER.19 - Medication Counzeling By Prox

Figure 27-7: Sample POV Panel

In the above screen capture, “Medication Counseling” is the narrative text for V65.49
and “Medication Counseling By Proxy” is the narrative text for V65.19.
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28.0 Problem List Panel

The Problem List component lists the active problems for the current patient. You can
sort any column by clicking on its heading.

Problem List
Prablem | D ate |
ACME ROSACEA, 05-Jun-1997

ARTHRITIS, RHEUMATO...  13-Apr-2001
ATYPICAL CHEST PAIN 15-5ep-1957
chronic O with perforation 07 -Apr-2005
Dk TYPE 2 . Uncontrolled  02-Jul-2003

E zzential Hupertenszion 07-Apr-2005
HALLLE= WaLGUS 16-Dec-2004
Right andkle fracture 07-Apr-2005

Simple Chroniz Bronchitis 22-Dec-2004
Simple Tvpe Schizophreni...  28-lan-2005

strep throat 07-&pr-2005
TEB STATUS UNEMOWHN 28-Jun-1993
YWhaoping Cough NEC 13-t ar-2005

Figure 28-1: Sample Problem List Panel

28.1 Refresh

You can select Refresh from the right-click menu to re-display the patient’s
information in this component so that recent changes will be reflected.

28.2 Problem Detall

When configured as a pop-up, the Problem List Detail displays when a table entry is

selected:

& problem Detail -0 x|

Im Type 2 Uncntrld (250.02) =

Onset: 1/31/05

Status: ACTIVE/

SC Cond: TTNEOTH

Exposure: None

Prowvider:

Clinic:

Recorded: , by HAGER, MARY G

Entered: 1/31/05, by —

Tpdated: 1/31/05 -

ki Ll_l

Fant - .

Size- I 95 Frint... | Claoze |
Figure 28-2: Sample Problem List Detail Pop-up
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You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows). Note that this
does not change the size of the text on the output (when you print).

The detail pop-up has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word). See
“Right-Click Menu to Edit Text” on page 365 for more information.

Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

Click Close to dismiss the pop-up.
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29.0 Problem List Window

If you hold any of the ORES/ORELSE/PROVIDER keys, you are viewed as a clinical
user, and have full access privileges to all problem list options. Those with the BGOZ
PROBLEM LIST EDIT key can add or edit the problem list. Those with the BGOZ
VIEW ONLY key cannot edit data in this component.

@ Broblom List  [ZE55 otas Todw's POV add | £6t | Do

[} | Prowider Masialive | Stabus | Modfied | Priotty | Holes | Onset |ICD  |ICD Hame |

SOUC3 TYPE 2 DIABETES MELLITUS Actve (/1172000 0371 /2000 25000  DRABETES IIUNSPEC NOT UNCONTR

SOUCT HYPERTEMSION Actwes | (20472000 MAS1%3 M9  HYFERTENSION NOS

SOUCZ  TOBALCCD USE Actve | I2A4/2000 D204/2000 3051 TOBACLCD USE DISORDER

Figure 29-1: Sample Problem List Window

The Problem List window (known as the Problem Management component) has the
following features:

» The field by the Problem List label determines what problem category will be
displayed in the (lower) grid. This can be configured by your local CAC.

» The Set as Today’s POV button creates the selected problem as today’s POV
(in the Visit Diagnosis component).

» The Problem Management component can be configured so that a user or class
cannot add/edit a problem.

29.1 Types of Problem Lists

Click the drop-down list next to the Problem List label to select a category of problem
list to display in the panel.

Active Only *i

Al Problermsz

|nactive Only
Perzonal Hizton
Family Histor
Figure 29-2: Types of Problem Lists

The “All Problems” option will display all categories of the problems for the current
patient. You can filter the list by selecting active, inactive, personal history, or family
history; this means, for example, if you select “Family History” only those problems
with a category of family history will display in the Problem List grid.

These categories are determined by the Status field of a problem (when you add or edit
a problem).

29.2 Adding a Problem

You add a problem to the problem list if you consider it is important enough and that it
will become an ongoing issue.
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All free-text fields have a right-click menu to aid in editing the field. See “Right-
Click Menu to Edit Text” on page 365 for more information.

Make sure you have a visit selected. Follow these steps to add a new problem to a
patient’s problem list:

1. Click the Add button (or select the “Add New Problem” option on the right-click
menu) to display the Problem Maintenance dialog.

x|
. . «| 1-high
Problem D SOUC-[3 Erntpl_zl P S | Cancel ]
ID: | []
(MOTE: If the ICD is not selected it defauls to 3339 - Uncoded Diagnosis)
Nanatrve ‘ =]
-]
i Status
Date of Onzet | ;[ ' Active Problem " Personal History

" Inactve Problern ¢ Family Histony
Note (360 characters) '

[~

Figure 29-3: Problem Maintenance Dialog for Adding Problem

2. If you know the ICD for the problem, you can type that in the ICD field (a free-
text field). (If you do not complete this field, then the EHR uses the ICD code of
.9999.)

Otherwise, click the =l button to display the Diagnosis Lookup dialog. See

‘Using the Diagnosis Lookup Dialog for ICD” on page 359 for more informa-
tion. The selected diagnosis populates the ICD and Narrative fields of the Prob-

lem Maintenance dialog.

3. The Narrative field is required (free-text field). This field is limited to 80
characters.

If it is longer than 80 characters, the Narrative Too Long information message dis-
plays.
=
9 Narrative is langer than the aloweable field length of 80 characters,
H:’J Do wank bo runcate it to 80 characters?
ves [l ]

Figure 29-4: Sample Narrative Too Long Information Message
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Click Yes to have the application truncate the text of the Narrative field to 80
characters.

Click No to close the information message. Return to the Narrative field and edit
the text.

4. You populate the Date of Onset with the date the symptoms started. Click the =
button to select a date from the calendar. It must be a prior date; if not you get the
Invalid Future Date alert.

5. Enable the appropriate radio button in the Status group box. “Active Problem” is
the default for a new problem.

6. You can add Notes if needed (free-text field), using 3-60 characters. If you add
notes, the EHR assigns it a note number, records the note, assigns it the current
date, and uses the current logon person as the author. If you enter text outside the
number of characters (3-60), the system displays an error and saves the record
without a note.

7. You can specify a priority for a problem (there is no default or assigned priority).
This overrides the chronological order of the problem on the Problem List grid.

Use the up and down arrows to change the priority.

8. You use the Problem ID number to group problems logically, such as by putting
problems together, within the problem list. The Problem ID number is
automatically assigned.

On problem editing, the existing problem number can be altered, if the facility for
the problem differs from the user’s current logged-in facility. The user will be
asked if it should be changed to the logged-in facility. When a problem number is
altered (for both adding and editing a problem), it is checked to ensure that the
number has not already been used for the facility.

9. When the Problem Maintenance dialog is complete, click Save. The application
assigns the problem an ID number, an Entered date, and a Modified date (both
dates will be the same). This information appears in the Problem List grid.
(Otherwise, click Cancel.)

29.3 Editing a Problem

The application allows you to change information about an existing problem in the
Problem List grid. Most likely, you will change the problem from the Active status to
the Inactive status.

Make sure you have a visit selected. Follow these steps:

1. Highlight a problem in the Problem List grid.

User Manual 257 Problem List Window
September 2007



Electronic Health Record (RPMS-EHR) vl.l

2. Click the Edit button (or select the “Edit Problem” option on the right-click menu)
to display the Problem Maintenance dialog for the selected problem.

i Problem Maintenance

Problem ID: SOUC-[T Eruirl_ﬂéﬁ save | concel |

ICD: |Simple Cheornic Eronchitis _|
[MOTE: i the ICD i not selected it defaults to 9993 - Uncoded Diagnosis

Marative: Simple Cheonic Bronchtis ;I

H

Shaftues:
= Active Problem Personal Histony
™ Inactive Problem ¢ Famiy History

Diate of Drset: [12/22/2004 =]

Note # | Manative [ ke Authos

Noles:

pasnae | [

Figure 29-5: Problem Maintenance Dialog for Editing a Problem

3. You can change the fields on this dialog. See “Adding a Problem” on page 255
for information about these fields.

4. The Notes part of the dialog has its own buttons: Add Note and Delete Note. All
notes associated with the problem display in this field.

5. To add a note, click Add Note to display the Add Note dialog.
x|

Hate [3-60 characters]:

-
[-

2k, | Cancel |

Figure 29-6: Add Note Dialog

Enter the text of the note (free-text field).

If you enter more than 60 characters, the system truncates the note to 60 charac-
ters and saves the note (after clicking OK on the Add Note dialog).

If you enter less than 3 characters, the system displays the Note too Short alert.
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Notetooshort x|

@ Maote must be at least 3 characters in length,

Figure 29-7: Note Too Short Alert

Click OK to return to the Add Note dialog (to enter the text of the note).

6. Click OK to have the note information appear on the Problem Maintenance
dialog. (Otherwise, click Cancel.)

7. If you want to delete an existing note, highlight the note and click Delete.

8. The application displays the “Delete Note?” information message with
information about the selected note.

Deleterotez . B

q/ Are yvou sure that you wish to delete the note bithed:
W .
1 = MNaw NObe

Yes

Figure 29-8: Delete Note Information Message

Click Yes to remove the note from the Problem Maintenance dialog. (Otherwise,
click No.)

9. After correcting any information about the problem (including adding or deleting
a note), click Save (on the Problem Maintenance dialog) to have the corrected
information appear in the Problem List grid. (Otherwise, click Cancel.)

29.4 Deleting a Problem

Make sure you have a visit selected. Follow these steps to remove a problem on the
patient’s problem list:

1. Highlight the problem in the Problem List.

2. Click the Delete button (or select the “Delete Problem” option on the right-click
menu) to display the “Delete Problem?” information message.

#
qf} Are you sure thst you wish bo delete the problem titled:
-

S0UCT = HYPERTENSION

Figure 29-9: Delete Problem Information Message
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3. Ifthis is the correct problem, click Yes to delete the problem from the Problem
List. (Otherwise, click No.)

29.5 Set as Today’'s POV

You use this button when you have a selected problem in the Problem List component
and you want it to become a row in the Visit Diagnosis component. This same
functionality is available on the right-click menu.
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30.0 Progress Notes

The application, in conjunction with Clinical Reminders, adds a facet to Progress
Notes creation. As clinicians use the new reminder functionality to meet Clinical
Guidelines, they can check the appropriate checkboxes in dialogs that sites will build
to document an encounter, including entering encounter data, placing orders if wanted,
and entering predefined text into their Progress Note.

30.1 Creating a New Progress Note

Make sure a visit is selected. Creating a new progress note involves two things: (1)
selecting a title for the note and (2) entering the note contents.

30.1.1 Selecting a Note Title

1.

2.

Select the Notes window.

Click the New Note button (or select Action - New Progress Note) to display the
Progress Note Properties dialog.

Progress Mote Properties

Progress Note Tite: | [ ok |

ACCUCHECK, <ACCUCHECK TEACHINGS =

ACCUCHECK TEACHING ﬁ _ Cencel |
ADIR <ADVAMCE DIRECTIVE>

ADVANCE <ADVANCE DIRECTIVES

ADVANCE DIRECTIVE

ADVERSE <ADVERSE REACTION/ALLERGY>

ADVERSE REACT/ALLERGY <ADVERSE REACTION/ALLERGY> ¥

Dale/Time of Note: [285ep-2004 1632 ...

Bithor |Dn|:ra|_Iest j

Figure 30-1: Sample Progress Notes Properties

NOTE: This dialog will not display if you selected a default title. See “Document

List Preferences for Progress Notes” on page 281 for more information. Go to
the next section to continue.

3. Select a title for the note from the Progress Note Title scroll list. You can search
for a title by entering a few characters in the text field; this causes the scroll list to
move to the first title containing those characters.

4. If the selected title is associated with a consult, you must select a consult from the
list (that appears in the lower part of the dialog).

5. If necessary, change the note date by clicking the -/ button to select a new date/
time.

6. If necessary, change the author by selecting a new one from the drop-down list.
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7.

Click OK to return to the Notes window where you enter the text of the note.
(Otherwise, click Cancel.)

30.1.2 Entering Note Text

8. Enter the note contents in the text panel by:
Coping and pasting from other documents.
Typing the text.
Inserting predefined text from a template (click Templates). See “Using the
Templates Button” on page 263 for more information.
Completing reminders (click Reminder). See ““Using the Reminder Button”
on page 264 for more information.

9. The text of the note contains a right-click menu for editing the text.

ik Zh| 3

Copy Crl+C

Paste Chel+y

Reformat Paragraph Ckr|+R

Find in Selected Mate/Comnsulk

Replace Text

Check Grammar

Check Spelling

Figure 30-2: Text Editing Part of the Right-Click Menu

You use the “Reformat Paragraph” option when there are two sentences that are
separated by a return and you want them to become one paragraph. In that case,
place the cursor before the first sentence and then select the “Reformat
Paragraph” option.
The Grammar and Spelling options require that MS Word be loaded on your hard
drive.

10. You can select some text and select Copy into New Template on the right-click
menu to display the Template Editor dialog. See “Creating a Template While in
a Note” on page 377 for more information.

11. When finished, you can continue working or select an item from the Action menu,
such as Sign Note Now or Save Without Signature. These same actions are
available on the right-click menu for the text of the note. See “Sign Note Now”
on page 65 for more information about this feature.

12. In the case where you checked “Ask subject for progress note” on the Notes
dialog, enter the subject of the note in the Subject field. See “Defaults for
Editing/Saving Notes” on page 280 for more information.
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13. You can print the contents of any selected note by selecting File = Print. See
“Printing a Progress Note” on page 283 for more information.

30.1.3 Using the Templates Button

You use the Templates button to insert pre-defined text into the current note in
progress. You can select more than one template. This applies to new notes and when
you edit notes.

Follow these steps to insert a template into the current progress note:
1. Click the Templates button.

2. The lower, left panel changes, showing the available templates.

¥ Templates

Figure 30-3: Sample Templates Panel

3. You need to expand the top level grouping to view the names of the templates.

4. Select the template you want to insert. You can insert the text of the template in
the following ways:

» Double-click the template name. The pre-defined text will appear in the text of
the note at the current cursor location.

» Select Copy on the right-click menu. Move your cursor into the text of the note
where you want to insert the pre-defined text. Select Paste on the right-click
menu. The pre-defined text will appear in the text of the note at the current
cursor location.

» Hold down the left button on your mouse and drag-and-drop the template into
the text of the note. The pre-defined text will appear in the text of the note at
the current cursor location.

5.  Some templates might have information that needs to be completed before
inserting the text of the template.

6. You can dismiss the Templates panel by clicking the button next to the Templates
label.
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30.1.4 Using the Reminder Button
You use the Reminder button to insert reminder information into the current progress
note. You can select more than one reminder. This applies to new notes and when you
edit notes.
Right-Click Menu
If you right-click on a reminder in the Reminders panel, you can perform several
functions before adding the reminder to the progress note.
Clinical Maintenance
Education Topic Befinition
Reminder Inguiry
Reference Information »
Evaluate Reminder
Reminder Icon Legend
Figure 30-4: Right-Click Menu for Reminder
Clinical Maintenance: This option displays the Clinical Maintenance pop-up
(discussed below in step 8).
Reminder Inquiry: This option displays the Reminder Inquiry pop-up. This pop-up
shows the reminder definition that describes which patients are selected for this
reminder You can print the contents by printing Print. Click Close to dismiss the pop-
up.
IHE-TD IMTUHIZATION Ho. 18 1=
Print MNama: Tacanus Shot
Class: TISH
Spomsor:
Review Date:
LEJ T P CPRS, DATA EXTRACT, REPORTS
Figure 30-5: Sample Reminder Inquiry Pop-up
Reference Information: This option displays the path to the Clinical Reporting
System (select it to go to the Web site for more information).
Clirical Mainkenance
F‘.m‘rn:’-erqu.l'r
Reference: Information ] Chracal Reporting Sysbem ‘
Evaluate Remnder
Reminder Icon Legend
Figure 30-6: Sample URL Displayed for Reference Information
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Evaluate Reminder: This option displays the evaluation information message. This
message tells you if a reminder is due, applicable, etc.

Blood Pressure Evaluat x|

\i.) Blood Prassure is Due,

[ ]

Figure 30-7: Sample Evaluation Information Message

Icon Legend: This option displays the Icon Legend pop-up the describes the meaning
of the icons on the Reminders panel.
x|

Templates FRleminders ]Hnta: | Corsuis | Suigey |

Reminder category
Reminder it dus
Reminder rol due, but apphicable
Reminder ot apphicable
Reminder status not evakuated

DO P

Unpioceszad azsociated reminder dialog
Processad assocated dislog

&0

Figure 30-8: Icon Legend for Reminders Panel
Adding a Reminder to a Note:
Follow these steps to insert reminder information into the current progress note:
1. Click the Reminders button.

2. The lower, left panel changes, showing the available reminders.

% Remindess

B Due
P-Hgh&le
% Tetanus Shot
& Apphcable
| rmearazation Forecast
% MME Immorization
-3 Not Apphicable

[+ Al E valuated

&

Figure 30-9: Sample Reminders Panel

You might need to expand a top level grouping to view the available reminders.
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3.

Select a reminder. In most cases, the Reminder Resolution dialog for the selected
reminder displays.

£ Reminder Resolution: HEP B Peds

Il-u_' Documentation of Hep B -

C.;ar | Chracal b ot | Wizt Infio I <Back| Hext » I Finizh | I:ancef‘l

CLINICAL RENINDER ACTIVITY

Hep B Immunization Given
[T Parienr received hep b ped ar thif sncounter.
Injection sice

[T Given in left arn

[C Given in right arm

[T Given in left thigh

[ Giwen in right thigh

Sica: '|

=

Lot number

Commant: * |

HEP E Peds:
Documentation of Hep B
Injection site .lI

Procedures: HEPB VACC PEDJADOL 3 DOSE IM

* Indicates a Requined Field

Figure 30-10: Sample Reminder Resolution Dialog

You need to complete this dialog by first checking the appropriate checkbox that
applies to the visit. The remaining questions to answer are determined by which
checkbox you selected.

The area below the buttons will show the predefined text to be placed in the note
as a result of your selection.

The area in the lower part of the dialog displays Patient Care Encounter (PCE)
data for the reminder. Items for the current reminder are in bold lettering.

You use the following buttons to perform the described functions. The other
buttons are described in the following steps.

Clear: this removes information for the current reminder only.

Back: this moves to the previous reminder in the tree view that has a dialog.

Next: this moves down the tree view to the next reminder with a dialog.

Click Clinical Maint to display the Clinical Maintenance pop-up. This pop-up
shows the possible resolutions and findings associated with the reminder. Notice
that you can print this information. Click Close to dismiss the pop-up.
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€. Clinical Maintenance: Hibtiter Tnammun

--5TATUS-- --DUE DATE-- --LAST DONE--
H/A 10/1/2004

Resolution: Last done 10/01/2004
10/00/2004 Computed Finding: Hibtiter: valus - 1
Patient does not meet any age criterial

Pt |[ Close |

Figure 30-11: Sample Clinical Maintenance Pop-up

9. Click Visit Info to display the Other Visit Information pop-up. You use this pop-
up to enter service-connected information as well as the vital sign entry date and
time. If service-connected information is required for the encounter and note title,
this dialog will appear when you click Finish.

Other Yisit Information
Vital Entry Date & Time: [10-Sep-2004 1052 .o.|
ez Mo Wisk Related To
== :
il
rr
rr
|l
oK | o |
Figure 30-12: Sample Other Visit Information Pop-up
When finished, click OK to save the information on the Other Visit Information
dialog; otherwise, click Cancel to not save the information.

10. When the Reminder Resolution dialog is complete, click the Finish button.
(Otherwise, click Cancel.)

11. The Primary Encounter Provider dialog displays if the note requires a primary
provider.
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Primary Encounter Provider x

Please Select the Primary Provider for this Encounter.

[ ok ] conce |

Droctor, Test &
Dochar, Tar j
Doctar WCFRS

Dorbrs James 5

Doty Patsy K _J
Dol Clagizsa

Drowde b

Drowde.) ames D

Drovle.Sandy L

DR Valerie

Drevedeny

Diil Doua hd

Figure 30-13: Primary Encounter Provider Dialog

The person selected must have the Active Person Class assigned,; if not, the
Invalid Provider alert displays. Select the name and click OK.

12. The reminder information is added to the note.

13. You can dismiss the Reminders panel by clicking the button next to the
Reminders label.

30.1.5 Add to Signature List

The “Add to Signature List” feature places the unsigned note with other orders and
documents you need to sign for the current patient on the Notification window.

Follow these steps to add the note to your signature list:
1. Select an unsigned note.

2. Select Action - Add to Signature List (or select the Add to Signature List option
on the right-click menu).

3. The selected note title will appear on the Notifications window (along with other
documents and orders).

30.2 Editing a Progress Note
This feature applies to unsigned, saved progress notes.
Follow these steps to edit a progress note:
1. Select the Notes window.

2. Select the unsigned note (in the left panel) you want to edit.
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3. Select Action - Edit Progress Note (or select the Edit Progress Note option on
the right-click menu).

4. The text of the note displays in the right panel. The label in the left panel reads:
Note being edited <name of note>.

5. Make changes as needed (like you do when you create a new note). See
“Creating a New Progress Note” on page 261 for more information.

6. When the note is complete, select an item from the Action menu, such as Sign
Note Now or Save Without Signature. These same actions are available on the
right-click menu in the text of the note. See “Sign Note Now™ on page 65 for
more information about this feature.

30.3 Deleting a Progress Note

This action applies to a selected new or an unsigned note. You must be on the Notes
window.

Follow these steps to delete a selected note:

1. Select Action - Delete Progress Note (or select the Delete Progress Note option
on the right-click menu in the text of the note) to display the “Confirm Deletion”
information message.

Confirm Deletion E
@ Ock 01,04 MURS CENTRAL LINE DRSG CHAMGE , 01GEMERAL, Dockor, Test

Delete this progress note?

Figure 30-14: Confirm Deletion Information Message

2. Click Yes to delete the note from the Notes window. Otherwise, click No (you
remain in the note).

30.4 Viewing Progress Notes
Follow these steps to view the text of a progress note:
1. Select the Notes window.

2. Select a document title from the left side of the window. (Click the + icon to
expand a heading.)

NOTE: If a note has an addendum, the B icon will appear in front of the note
title. You can view the addendum by clicking the + icon to expand the note title
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and then select the appropriate addendum. See “Icon Legend for Notes
Window” on page 284 for more information about these icons.

3. The text of a progress note displays on the upper, right side of the Notes window.
Other information about the patient appears in the lower, right side.
Al Sigresd Metes Vigk 05/23/06 PC ACUTE CARE WISIT, TEST CLIMIC, MARY G HAGER [Map 23.06811:21)
= B Al signed notes TITLE: PC ACUTE CARE VISIT -
B Map 2306 PCACU |paTE 0F MOTE: BAY 23, 2006E11:21 ENTRY DATE: MAY 23, Z006811:21:41
[ May 1606 DIETET AUTHOR: HAGER, MARY G EXP COSIGNER:
URGENCT: STATUS: COMPLETED
DEHD . HOTHER R i & 48 yvear old FEMALE who
presents for
Chief Complaine: Sors ars afver fsllimyg from ohadn while tring to changs
& lighe bull
HISTORY OF PRESENTING INJURY
Prowided to provider by patlient
4| Ll Basic Data ;l
/ Temglates | [Disgrses: FRACTURE OF ULNA B
Procadues: Cadl, Apphc, Elbow To Fings
N Mote Patiert E ducations: DM-FOOT CARE ll

Figure 30-15: Sample Text of Note

30.4.1 Collapsing and Expanding Top Level Groupings

You might need to expand or collapse the top level grouping. You can do this
manually, such as clicking the + icon to expand a grouping, or select the appropriate
option on the right-click menu (left panel).

30.4.2 Viewing all the Progress Notes Under a Particular Heading

Follow these steps to view all the progress notes under a particular heading:

1. Select the Notes window.

2. Double-click the heading that you would like to view.

3. The notes that are related to that heading will appear in a table in the upper right
side of the window.

4. To view the details of a specific note, select the note from the table. You can also
sort the table by clicking on the column heading (click the column again to sort
the table in inverse order).

5. The text of the notes displays in the lower, right side of the window.

User Manual 270 Progress Notes

September 2007



Electronic Health Record (RPMS-EHR) vl.l

Lact 100 Signed Motes Adm 0773101 _Addendum to ACUTE PAIN NOTE, 1A(12), BETH WODZINSKI (Jan 0
= [ Allunsigned notes for LANGLEY PETER T Dae | Tite | Authos [ Location ]
Jan 2202 ACUTE PAIN NOTE TA(TE | [F]Jan0702  Addendum lo ACUTE PAIN NO.. WodanskiB. 1A[182) =

Dct31.01 CRISIS NOTETAME2LPE | B jano702  ACUTE PAIN NOTE WodanskiB... 1A0142)

Oct 0300 ACL ¥R CHECE PN, 1AME: B Hov 19.01

Bl Octa30l ACLMR CHECK PN, TA(1AZ CARDIDLOGY CS COMSULT TiostDebbie  1A[1E2]
* £

El]i'ln'.' 02001 Joefs Test Mot Fuzsell Joel TA[1E2)
; *R PN 14[18:
E: £$ iEEbTE Fﬁﬁc:ﬂit'- f-ﬁ-f:'li;' [ Moy M0 Addendum to Joels Test Note Russell Joel 1401E2)
Jul 1801 ID CHILD MARGY TWO, CA Nov 0101 PATIENT EDUCATION NaberDavi.. 1A[142)
Jul DE.D1 ACUTE PAIN MOTE PULMIC Sep2701  CARDIAC CATHETERMNOTE  KiegJleand  14[182) =
[l Jun 2301 ACUTE PaIN NOTE, CaRD L. |
& P& Al vigned noles TITLE: hddandum -
DATE OF HOTE: JAN 07, 2002816:51:50 ENTRY DATE: JAM 07, §
AUTHOR: WODZINSEI.EBETH EXPF COZIGHER:
URGEHCY : STATUS: COMPLETEL

Oh, look, an addendus.

Fas/ BETH WODZINSKI

Sigmed: 0170772002 16: 82

! Templates -
=== QOriginal Document ===
Mew Mote |11 | b

Figure 30-16: Text of Notes Display
30.4.3 Viewing All Signed Notes
Follow these steps to view all signed notes:
1. Select the Notes window.

2. Select View > Signed Notes (All). This also is an option on the right-click menu
in the left panel.

The appropriate progress notes appear on the Notes window.
30.4.4 Viewing All Unsigned Notes
Follow these steps to view all unsigned notes:
1. Select the Notes window.

2. Select View = Unsigned Notes. This also is an option on the right-click menu in
the left panel.

The appropriate progress notes appear on the Notes window.

30.4.5 Viewing All Uncosigned Notes

Follow these steps to view all uncosigned notes:

1. Select the Notes window.
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2. Select View = Uncosigned Notes. This also is an option on the right-click menu
in the left panel.

The appropriate progress notes appear on the Notes window.

30.4.6 Viewing All Signed Notes by a Specific Author

Follow these steps to view all signed notes by a particular author:

1. Select the Notes window.

2. Select View - Signed Notes by Author (or select the Signed Notes by Author

option on the right-click menu) to display the List Signed Documents by Author
dialog.

List Signed Documents by Author

Author

|Dar_~|cu,'|'est

| 1] 4 I
Doctorn, Tony _Il:amel

Docto VCFRS J
Dodan Bwan M

Dolan E dra

Dolan [k

Doney Sash & j

Sort Order
" Ascending [ohdest first]
(" Descending [newest fist]

Figure 30-17: gList Signed Documents by Author Dialog

Select the author of the note(s) that you would like to view.

4. Inthe Sort Order group box, select Ascending (oldest first) to view the oldest
notes first, or Descending (newest first) to view the newest notes first.

5. Click OK to display the appropriate notes on the Notes window. (Otherwise, click
Cancel.)
30.4.7 Viewing All Signed Notes for a Date Range

Follow these steps to view all signed notes for a specific date range:

1. Select View - Signed Notes by Date Range (or select the Signed Notes by Date
Range option on the right-click menu).

2. The List Signed Documents by Date Range dialog displays.
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List Signed Dacuments by Date Range

Beginning Date

| =
Ending Date Cancel
TODAY =] 4'
—Sort Order

" Azcending [oldezt first)
= Decscending [newsest first])

Figure 30-18: List Signed Documents by Date Range Dialog
3. Enter a beginning and ending date by doing one of the following:

* Enter a date (e.g., 6/21/01 or June 21, 2001).
* Enter a date formula (e.g., T-2).

« Click the == button to display a calendar.

4. Click OK to display the appropriate notes on the Notes window. (Otherwise, click
Cancel.)

30.4.8 Viewing Notes in a Custom View
Follow these steps to define a custom view for the progress notes:

1. Select View - Custom View (or select the Custom View option on the right-click
menu) to display the List Selected Documents dialog.

List Selected Documents

Status M ax Mumber bo Return
Swapeed dacumerits [all| l1|II
Urnizagned documents
Urcosigned documents
Sigred documentsauthar
Sigred documents/date range
IDc-cIc\r,Test I =
= | =
Dolan Edna =
Mote Tree Yiew Sort Mote: List
—Sol Deder —Som Cleder
" Cheonological " Ascending
% Reveize chronological # Descending
Scut By
Group By J I ;J
[~ Show subject in kst
Where etherof: [~ Tille Contairis:
™ Subject
Cleas Soit/Group/Search | ok | cance |

Figure 30-19: List Selected Documents Dialog
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2. Select the type of documents from the Status field that you want in the custom
view.

3. Enter the maximum number of documents in the “Max Number to Return” field.
This determines the maximum number of documents to display in the left panel of
the Notes window.

4. Select the author of the note in the Author field, if necessary. The default is the
current logon person.

5. If you want the documents to be in a particular date range, use the Beginning Date
and Ending Date fields. These have calendars from which to select the dates.

6. Determine the sort order of the Note Tree view by enabling the appropriate radio
button in the Sort Order panel in the Note Tree View group box.

7. Determine the sort order of the progress notes by enabling the appropriate radio
button in the Sort Order panel in the Sort Note List group box.

8. You can group the progress notes by selecting a choice from the drop-down list
for the Group By field.

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

10. Another way to display the progress notes is by using the choices in the lower
group box. You can check the Title or Subject checkbox and enter what the title or
subject should contain (in the Contains field). After you dismiss the dialog, those
particular progress notes will display in bold text in the left panel.

11. Click Clear Sort/Group/Search to do the following:

» Change the radio button in the Note Tree View group box
» Change the radio button in the Sort Note List group box
* Remove the selection in the Group By field

12. When the dialog is complete, click OK to display the progress notes in the left
panel using the specified characteristics from the List Selected Documents dialog.
(Otherwise, click Cancel.)

30.4.9 Default View
You can have a particular view of the notes become your default view by selecting
Action - Save as Default View.
In the case where you have a view of the notes and you want to return to your default
view, select Action - Return to Default View.
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30.4.10 Details About Progress Note

You can show source, edit, and signature information about a progress note. Select the
note and then select View - Details to view a pop-up containing the details of the note
(displays in the right panel of the Notes window).

Rafersnce Dace:
Enery Date:
Expected Signer:
e Gney!

Source Information

OCT 01, ZOO4@L0:20
OCT 01, Z0048L0:20:36
DOCTOR, TEST

Naons

duchor:

Enterad By:
Expected Cosigner:
Dacumant STATul:

DOCTOR, TEST
TH

Hone
COMPLETED

Line Count: None TIU Document #: 123

Sukject: Hone
Associated Problems Ho linked problems.
Edic Informatiom

Verified on: None
No edits since sntry.

Verifiaed Ey: Hone

Fignature Inforaaticn
Siguned Dace: OCT 05, ZOO4@09:39:32 Sigmed Ey: DOCTOR, TEST
Sigmarwure Heds: ELECTRONIC
Cosigred By: None
Cosigracura Mode: Nena

Cosigned Date: None

Docusent Eody
Education Intervention: Accu Check Temching
Readiness to learn:

{ hgoad {}faizr™* {}poor™

*Earrisrs to learning:

Figure 30-20: Sample of Progress Note Details

30.5 Leaving the Application Before Completing a Note

If you try to exit the EHR application without signing or saving the note in progress,
the application displays the Warning message.

%

' The encounter is changing and there is a note currently being edited.
s Do you wish to save iF

Yes o | cael |

Figure 30-21: Warning Message

Complete one of the following steps to complete the Warning message:
1. Click Yes on the Warning message to save the note.

If there is text in your note, the application displays the Review/Sign Changes
for <current patient> dialog where you can add your electronic signature.
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Review/Sign Changes for Fisher,Adam LYNN
Signature will be applied bo checked items
Documents
[v] Oct 27.04 GEMERAL MEDICIME NOTE , MGEMERAL, Doctor, Test

Electronic Signature Code:

" [ DontSign | Cancal |

Figure 30-22: Sample Review/Sign Changes Dialog

If you do not add your signature, the EHR application saves the note as not
signed and you exit the application.

If you do sign the dialog, it saves the note as signed and you exit the
application.

If you click Cancel, you return to the note on the Notes window.
If there is no text in your note, the application displays the Empty Note dialog.

Empty Mote ﬂ

Qck £7,04  GEMERAL MEDICIME MOTE , 01GEMERAL, Dockar, Test

This nake contains no texk and will nok be saved,
Do ol wish ko delete this noke?

Yes Mo |

Figure 30-23: Sample Empty Note Dialog

Click Yes to delete the note and you exit the application.

Click No to return to the note on the Notes window.

2. Click No on the Warning message to not save the note. The application displays
the Confirm Deletion information message.

Confirm Deletion E

@ Cck 01,04 MURS CEMTRAL LINE DR3G CHAMNGE , 01GEMERAL, Dockaor, Test

Delete this progress note?

Yes

Figure 30-24: Sample Confirm Deletion Information Message
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Click Yes to delete the note from the Notes window and you exit the application.
Click No and you return to the note on the Notes window.

3. Click Cancel on the Warning message to return to the Notes window to complete
the note in progress.

30.6 Changing a Document's Author, Title, Reference, etc.

The application collects document information, such as title, author, date, related
consult, and related admission, when you create a document; this allows the document
to be auto-saved. If you do not have a default title, the application will prompt you for
this information.

When you are working on a Progress Note, Consult, or a Discharge Summary, you will
see a Change button to the right of the title, author, and other information. Use this
button to change the reference information. You can also change the document title
without losing the text you have entered. The application asks if you want to keep the
text or not.

NOTE: You can only edit this information on unsigned notes. Once a note is saved,
you cannot edit it.

Follow these steps to change a document’s reference information:

1.  While in the unsigned note, click Change (to the right of the title, author, and
other information).

2. Inthe Progress Note Properties dialog, make the necessary changes. See

‘Selecting a Note Title”” on page 261 for more information.
3. Click OK.

4. If the new title you choose have boilerplate text, the application displays the
Boilerplate Text dialog.

Boilerplate Text

The zelected title has azsociated bailerplate test.

Chooze from:

% | grore the boilerplate text [text of note will nat change]:

i~ Append the boilerplate text ko the text in the note.

™ Feplace the text in the note with the boilerplate text.

Preview Test |

Figure 30-25: Boilerplate Text Dialog
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5.

£, Boilerplate Text Preview

6.

PICC

» Ignore Boilerplate Text: choose this option to ignore the boilerplate text, the
new title's boilerplate text will not be imported. It will change the note title, but
keep any text you have entered.

» Append Boilerplate Text: choose this option to have the boilerplate text from
the new title be placed after the existing text. Use this option if you want to
keep your current text and then add the boilerplate text after (at the end) the
current text.

* Replace the Text: choose this option to replace the text with the boilerplate
text. You lose the current text and it is replaced with the boilerplate text.

If you are not sure, click the option and then click Preview Text. The Boilerplate
Text Preview pop-up displays, showing you what it would look like. (Click Close
to dismiss the window.)

{Indicate type with "X" in blank)

Hickman

=

Figure 30-26: Sample Boilerplate Text Preview

When you have the right choice, click OK on the Boilerplate Text dialog.

30.7 Creating an Addendum

Once a note is signed, you cannot edit it. You can, however, create one or more
addenda to a note.

Follow these steps to create an addendum to a Progress Note:

1. Select the Notes window.

2. From the left panel, select the (signed) Note to which you want to add an
addendum.

3. Select Action > Make Addendum (or select the Make Addendum option on the
right-click menu).

4. Enter the text of the addendum. Use the text editing options on the right-click
menu, if necessary. You can enter the text using the techniques for progress notes.
See “Creating a New Progress Note” on page 261 for more information.
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5. Select the Action menu and then one of the available signature options:

e Save without Signature

» Sign Note Now (See “Sign Note Now” on page 65 for more information.)

NOTE: The availability of these options depends on your authorization level.

30.8 Identifying Additional Signers

Upon occasion, a signed progress note might need additional signers, such as for
people in a training capacity. (This does not apply to signed Consult notes.)

Follow these steps to identify additional signer for a signed progress note:

1. Select the Notes window.

2. Select a signed progress note that needs additional signers.

3. Select Action - Identify Additional Signers (or select the Identify Additional

Signers option on the right-click menu in the text of the note) to display the
Identify Additional Signers dialog.

Identify Additional Signers

Augthor [nod ediable) Expected Cosigner [not aditabls]
|D ochar, Tesk J

Select or enter additional signers Curent additional signers

]
Acton Enc ﬂ
[ |

Adame Robert C

Augualar |hs
AlcobolizmoounselorSteven Rol
Alcoholizmeounselon Steven Rol
e, Corbiact

Ailedern K atiy

Alden M ailan

Alden M any J

Allard Brian Albert

Allard, b

Allard Loni 5 ﬂ

oK | cm|

Figure 30-27: Identify Additional Signers Dialog

4. Select the additional signers from the scroll list of the “Select or enter additional
signers” panel.

5. The additional signer names will appear in the “Current additional signers” panel.
If do not want a particular name in this panel, select it and the selected name will
be removed from the panel.
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6. The information in the Expected Cosigners field comes from the Default cosigner
field on the Notes dialog. See “Defaults for Editing/Saving Notes” on page 280
for more information.

7. When this dialog is complete, click OK. This dismisses the dialog.

8. Inthe text of the progress note near the bottom, you will see:

* AWAITING SIGNATURE * <selected names>

30.9 Personal Preferences for Notes

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

30.9.1 Defaults for Editing/Saving Notes

You can configure the defaults for editing and auto-saving progress notes. This action

will define the interval to auto-save your notes as well as identify any default
cosigners.

Follow these steps to set the defaults for editing and saving notes:

1. Select Tools > Options > Notes to display the Options dialog.

Motes
Conhguie defaults for editing and saving notes.
Hotes... I
Document Titles
Conhgue document ist prefersnces.
Document Titles... I
ok | Caca |

Figure 30-28: Options Dialog for Notes Window

2. Click the Notes button to display the Notes dialog.
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f..:, MNotes
Interval for autozave of notes [sec):
H 20 :II [ Ask subject for progress notes
Default cosigner: [ “Yerify note titlz
|¢nanes =

[k I Cancel |

Figure 30-29: Notes Dialog

3. Change the interval for auto-saving your notes, if necessary. The units of measure
are seconds. You can type the new interval or click the up and down arrows to
change the settings in five second intervals.

4. If you want a default cosigner for your progress notes, select the person from the
drop-down list for the “Default cosigner” field. This name will appear in the
Expected Cosigners field on the Identify Additional Signers dialog when you
select “ldentify Additional Signers” on the Notes window.

5. Check “Ask subject for progress notes” if you want to enter a subject line when
you write a new note. This will group your notes by particular subjects. The sort
and search options in TIU uses the subject line to find them. This means you
could have a subject line for bronchitis and then later find how many notes you
wrote for people with bronchitis.

[BLOOD PRESSURE MACHINE EDUCATION Oct 18,2004=11:57 DOCTOR.TEST  Change... I
Wat: 1047804 D1GEMERAL
Subject: !|

| »

Figure 30-30: Sample New Note for Entering a Subject Line

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

7. When the Notes dialog is complete, click OK. (Otherwise, click Cancel.)

30.9.2 Document List Preferences for Progress Notes

You can configure your document list preferences. This means that when you select
your discharge summary title, your preferences are listed at the top. In addition, you
can select a default title; that note title will come up automatically (if you check the
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“Verify note title” checkbox on the Notes dialog). See “Defaults for Editing/Saving
Notes” on page 280 for more information.

Follow these steps to determine your list preferences.

1. Select Tools - Options = Notes and click the Document Titles button to display
the Document Titles dialog.

£, Document Titles

Document List Preferences

;! Drefault:
<o defaull speciied:
Your st of tithes:

ACCUCHECK. <ACCUCHECK TEACHING: L |
ACCUCHECE TEACHING 'w

ADIR <ADVAMCE DIRECTIVE> TTR— |
ADVAMCE <ADVAMCE DIRECTIVE>

ADNVANCE DIRECTIVE L
ADVERSE <ADVERSE REACTION/ALLERG —I
ADVERSE REACT/ALLERGY <ADVERSE RI

ADVERSE REACTION/ALLERGY x| SetasDefsu |

Figure 30-31: Document Titles Dialog for Progress Notes

2. Select Progress Notes from the drop-down list for the “Document class” field.
3. Highlight a document title from the Document titles scroll list. Click Add.

4. The highlighted document title will appear in the “Your list of titles” field.

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

6. If there is a title you do not want in your list, highlight it and click Remove.

7. You can arrange the order of the list of titles by using the up and down arrows.

8. You can have a title in the your list become the default title by highlighting the
title and clicking Set as Default. In this case, the title will appear below the

“Default” label on the dialog. If this is the correct default, then click Save
Changes.

9. You can remove the default by selecting it and clicking Remove Default.
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£ Document Titles

Document List Preferences

Drocument class:

P ex M -

| TOQIEss f:tee _l Dafault

Drocurment bes: BLOOD PRESSURE MACHIME EDUCATION
| Your list of titkes:

ACCUCHECK <ACCUCHECK TEACHING: | Add |
ACCUCHECE TEACHING |

ADIR <ADVAMCE DIRECTIVE e |
ADVANCE <ADVAMCE DIRECTIVE>

ALVANCE DIRECTIVE

ADVERSE <ADVERSE REACTION/ALLERG —I

ADVERSE REACT/ALLERGY <ADVERSE R
ADVERSE REACTION/ALLERGY w| FRemave Defaul

IDKIEan:all.

Figure 30-32: Document Titles Dialog to Remove Default

10. When the Document Titles dialog is complete, click OK. (Otherwise, click
Cancel.)

30.10 Printing a Progress Note

You can print a selected Progress Note (new or saved) by selecting the Print option on
the File menu.

If necessary, you can set up the printer by selecting the Printer Setup option on the File
menu. See “Printer Setup” on page 366 for more information.

Follow these steps:

1. Select File - Print to display the Print dialog.

(I i

May 23.06 PCACUTE CARE YISIT. TEST CLIMIC, M&RY G Frint
HAGER {+ Chart Copy

" Work Copy

Frint. . I Cancel |

Figure 30-33: Print Dialog

2. Enable either the Chart Copy or the Work Copy radio button.

If you select Chart Copy, the output will be labeled: MEDICAL RECORD.

If you select Work Copy, the output will be labeled: ** WORK COPY - NOT
FOR MEDICAL RECORD **

3. Click Print to display the Printer Selection dialog. See “Printer Setup’ on
page 366 for more information about this dialog. (Otherwise, click Cancel.)
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30.11 Templates

You can create a Note template by selecting the appropriate option on the Options
menu. See “Appendix B: Templates” on page 369 for more information.

30.12 Icon Legend for Notes Window

Select View - Icon Legend on the Notes window to view the icon legend pop-up.

Icon Legend i x|

Templates | Reminders Motes |Ems:.ﬂ=| Surgery |

Top level grouping

Selected subgrouping

Standalone note

Addendum

Standalone nole with addenda
Irterdizciplnaty note
Irterdiscipinary note wath addenda
Interdizcipinan entry
Irtetdiscipinay enty with addenda

g

B0
BE P PEDEER

D ocument with attached image(s)
Child document has attached images)
Document's images cannol be viewed

ER L

Figure 30-34: Icon Legend for Notes Window

This pop-up provides information about the various icons for the Notes window.
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31.0 Reminders

The Reminders component shows a list of the preventive health measures or specific
disease guidelines that are due for the current patient. You can sort any column by
clicking on its heading.

Reminders
Reminder | Date |
P-Hghd1c DUE MOw
Tetanuz Shat DUE WO

Figure 31-1: Sample Reminders Panel

31.1 Refresh

You can select Refresh from the right-click menu to re-display the patient’s
information in this component so that recent changes will be reflected.

31.2 Reminder Detall

When configured as a pop-up, the Reminder Detail displays when a table entry is
selected:

~lol x|
| E

Applicable: Due every 2 years for ages 51Y to 807 within cohort.

Patient does not have evidence of being screensd for colorectal
Cancer

Patient is at an age to be screened for colon cancer

4 J—I
Pint. |  Clse |
Figure 31-2: Sample Reminder Detail Pop-up

Click Close to dismiss the pop-up.

Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how your
application is configured.

You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows). Note that this
does not change the size of the text on the output (when you print).
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The detail pop-up has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word. See
“Right-Click Menu to Edit Text” on page 365 for more information.
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32.0 Reports

The list of available reports is configured for your site. You will see these reports in
the Available Reports field.

Avwailable Repots Health S ummasy
#- Chnical Repaoits
G Heakh Summarny

Irnagineg [lacal only)

Lab Status

Doy Ordes Suminmsty

Dirder Summarny fos a Date Ran
Chart Copy Summay
Dutpatient R Profile

Wiskh Summany

Visst Summary [Brief)

Figure 33-1: Sample Available Reports on the Reports Component

A Health Summary is a clinically-oriented, structured report that extracts many kinds
of data from the computerized record and displays them in a standard format. The
individual patient is the focus of health summaries. The Health Summary report covers
a wide range of health-related information such as demographic data, allergies, current
active medical problems, and laboratory results.

32.1 Viewing a Report
Follow these steps to view a report:
1. You might want to change the date range for the report because the default is one

week. See “Default Date Range for All Reports” on page 291 for more infor-
mation.

2. Select the report you want to view from the Available Reports field (click the +
sign to expand a heading). The report names are displayed in the tree view format.

3. Some reports have a Date Range that would filter the particular report by date.

The report should display in the Reports window after any of the preceding steps.
You can then scroll through and read the report.

If the report is not in tabular form, you can navigate through the report by using
the “Go to Bottom” or “Go to Top” options on the right-click menu.
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32.1.1 Reports in Tabular Form
Reports that display in tabular form look like a table having rows of data.

Cinical Reporls Aleigies
Abeigy Resctant | Aleigy Type | Vertication Date/Time | Obseived Historical |
ACETAMIND DRUG 11772004 07.57 HISTORICAL
GENTAMYTIN DRUG 12372004 1209 HISTORICAL
CALAMIME DRUG 121472004 16:10 HISTORICAL
NEOMYCIN  DRUG 01/19/20051544  HISTORICAL
ZO0FRAN DRUG /2002005 03:58 HISTORICAL
CHLORHE-... DRUG 02092005 1520 HISTORICAL

Comments

1271372004 12:08 by ADAMS, ROBERT C (0ESERVED)
SEVERE SWELLING OF EYE LID3
Facilicy: CROW HO

Figure 33-2: Sample Report in Tabular Form

You can copy data from the table by selecting Copy Data From Table on the right-click
menu. Likewise, the Select All From Table on the right-click menu will select all of
the information. You then can paste the information into free-form text field in the
EHR application or into another application, like MS Word. See “Right-Click Menu

to Edit Text” on page 365 for more information.

32.1.2 Reports Not in Tabular For
Reports that do not display in tabular form look like free-form text on a page.

Dutpatient R Prolile
hotion Fx Profile Fun Date: HAY 32,2005 Page: 1 j
Sorted by drug classification for Bx's currently active
and for thosé Rx's that have been inactive less than 120 days. Sice: CROW
Hame : DEMO, RAVEN DANIELLE ID#: 12253 Action Date:
DOE  : OCT 15,1970 Address
Fhonhe
WEIGHT (Fgr) ¢ 100.00 [03/08/Z005) HEIGHT (cm): 180,34 (D3/08/2005)
DISABILITIES:
ALLERGIES: CHLORHEXIDINE, GENTANYCIN, WEOMYCIN, ZOFRAN,
ADVERSE REACTIONS: ACETAMINOPHEN/CODEIME, CALAMINE,
1] | |r|

Figure 33-3: Sample Report Not in Tabular Form
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32.1.3

You can copy and paste the information into free-form text field in the EHR
application or into another application, like MS Word. The right-click menu contain
the “Copy” and “Select All” options for this function. See “Right-Click Menu to Edit
Text” on page 365 for more information.

Freeze Text

The right-click menu that is available while you are viewing a report (not in tabular
form) has the “Freeze Text” option. Select some text in the report and then select this
option. This causes the selected text to display in a panel above the text of the report.
As you scroll through the report, this selected text remains in a panel above the text of
the report.

Heakh Sumenan |ic Adult FBeguls

Frmaa Tt
HT WT EP FU THF EMI SRR YU V¢ = Paned
09,/30/03 197 122/60 665 98 E Ll =i
09/29/03 198 139/69 68 a8 TEE TN _J
=

------------------ ALLERGIES (FROM PROBLEM LIST) —-—----———mmmmmmmeo v

rerww NONE RECORDED wrwww

Tixd of
[MEASUREMENT PANELS (max 5 visits or 2 years) Repon

tr* N0 HEIGHT FOR FATIENT.

semmmmmmemmmmmmmmmmmmmmms ACTIVE PROBLENS =s=sss=sssssssssssssssssss===-

ENT. MODIFIED

CRL 05/03/93 05/03/93 HONTOBACCO USER
CRz 06/28/93 06/268/93 TB STATUS UNENOWM
CRICRL 06/28/93 - POS PPD 02/28/74 ;J

Figure 33-4: Example of Freeze Text While Viewing a Report

There is a right-click menu in the panel where the “Freeze Text” displays. This allows
you to select some text (in that panel) and paste it into another free-text field within the
EHR application or into another application (like MS Word).

32.1.4 Unfreeze Text
You unfreeze the text in a report that had the “Freeze Text” applied to it by selecting
that text and selecting the “Unfreeze Text” option on the right-click menu. This causes
the panel above the text of the report (that contained the “Freeze Text”) to close.
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32.2 Available Reports

The reports available for your site are listed on the Reports window. The + sign
indicates that the topic is a heading that can be expanded.

The parameters that control the reports are shown in the following table.

Parameter What It Does

ORWRP REPORT LIST Determines what appears on the list of reports.

ORWRP HEALTH SUMMARY LIST If setto YES, you will see all health summary types.
If set to NO, the site will set up which ones to be
viewed.

CIAOHSM HEALTH SUMMARY TYPE Determines the allowable IHS health summary
types.

32.3 Printing a Report

You can print the information in a report to any Vista/RPMS or Windows printer. You
can also print graphics on a Windows printer.

Follow these steps to print a report:
1. Select the report you would like to print.

If the report is not in tabular format, right-click on the text of the report and select
Print.

If the report is in tabular format, click on the row that contains the data you want
to print (to select more than one row, press and hold either the Shift or Control
key). After you have selected the appropriate row(s), right-click on the area or
row you have selected and select Print.

2. The Printer Selection dialog displays. See “Printer Setup’ on page 366 for more
information about completing this dialog.

3. Click OK and the report will output on the selected printer. (Otherwise, click Can-
cel.)

The output will have the name of the patient and the patient’s hospital number
(SSN or HRN) at the top of the report.

32.4 Sorting a Report (Table View)
Follow these steps to sort data in a report table:
1. Click the column heading you want to sort by.

2. The table will be sorted alphabetically (A-Z), numerically (0-9), or by date (most
recent-least recent).
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3. Ifyou click the column heading again, the table will be sorted in inverse order (Z-
A, 9-0, or least recent-most recent).

4. To perform a secondary sort, click on another column heading.

Note: If you hold the cursor over the table, a hover hint will appear indicating the
criteria used to sort the table.

32.5 Personal Preferences for Reports

You can change the default date range and occurrence limits for all reports or for
individual reports.

32.5.1 Default Date Range for All Reports

You can change the default date range and occurrence limits for all reports on the
Report tab (excluding health summary reports). Most likely you will want to change
the default date range for the reports. Follow these steps:

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

2. Select the Reports tab.

Oplions ﬂ E
Nolifications | Order Checks | Teams | Notes [Fieportz]]

All Repotts -
Change the default date range and occusrence limats fios
% all repaits on the Repoits component [excluding health
summany reports] ,
Set Al RBeporls...

Change the indnidual date range and occurence mits
for each report on the Reports component [exciuding
health summary reparts] .

Set Indhvicual Fleport . |

oK I Cancel ;
|

Figure 33-5: Options Dialog for Reports

3. Click the Set All Reports button to display the Change Default Report Settings
dialog.
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Change Default Report Settings 7] x|
All of the reponts except for
Start Date: [610/2008 | Heath Summary repoits wil
be displaved on the Repoits
Stop D ate: |5|,r3,.-g|;||;;3 _J Eﬁ from ﬂa:;i:;:m
Max

UseDefauts | Ok | Cancel |
Figure 33-6: Change Default Settings for Available Reports

4. You can change the (default) Start and Stop dates by typing the date or by using

the == button to select from a calendar. The default dates are Monday through the
next Sunday of the current week.

5. You can change the maximum of available reports by typing a new number in the
“Max” field.

6. If you want to return to the default values (for the date range and maximum occur-
rences), click Use Defaults to display the Confirm information message.

ErEE———— x|
I.I

2

D0 you realty want to change al of the reports settings to the default values as Following?
Start date: 11/16/2004

End date: 112312004
Max occurences: 10

Click Yes, all of the reports except for health summary reports will have these same settings.

[¥es )| concel |

Figure 33-7: Sample Confirm Information Message to Reset Default Dates

Click Yes to have all reports (except health summary) to have the dates displayed

in the message and the maximum occurrences of the reports. (Otherwise, click
Cancel.)

7. Click OK when you are finished with the Change Default Report Settings dialog
and to save the settings you have adjusted on this dialog. This will affect all
reports except for the Health Summary report. (Otherwise, click Cancel.)

32.5.2 Default Date Range for Individual Reports

You can change the default date range and occurrence limits for individual reports on
the Report tab (excluding health summary reports). Most likely you will want to
change the default date range for the reports. Follow these steps:

1. Select Tools - Options - Reports.
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2. Click the Set Individual Report button on the Options dialog to display the Cus-
tomize Individual CPRS Report Setting dialog.

Customize Individual CPRS Report Setting HE

Type the first few letters of the report pou ane looking fior:
]

Report Name Stast Date ISInp Date Max [ il
10/11,2004 101872004 10

Adt History 10112004 1018/2004 10

Advance Dective 104112004 10/18/2004 10

Al Tests BY Date 10/11/2004 10/18/2004

Blood Avalability 10/11,2004 101872004 10

Blood Transhusion 10/11,/2004 1018720046 10

Cytology 10/11/2004 1018/2004 10 |

0K | Cancel| o |
Figure 33-8: Sample Customize Individual CPRS Report Setting Dialog

3. You can search for the report by entering at least three letters of the report name in
the field. Please note that this field has a right-click menu to aid in editing the text.
Otherwise, you can scroll through the list.

4. You can change the Start and Stop dates by typing the date in the particular cell or
by clicking inside the date and using the = button to select from a calendar.

5. You can change the maximum of available reports by typing a new number in the
“Max” cell.

6. If you plan to change any other report defaults, click Apply. Then repeat Steps 3
through 5.

7. When you are finished with the Customize Individual CPRS Report Setting dia-
log, click OK. The settings you have adjusted on this dialog will affect the indi-
vidual reports except for the Health Summary report. (Otherwise, click Cancel.)
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33.0 Skin Tests

The Skin Tests component allows you to view, edit, delete and add Skin Test
information for a patient into the Resource and Patient Management System (RPMS).

33.1 Features of the Skin Test Component

The Skin Test History panel contains a history of the patient’s skin tests. The Add,
Edit, and Delete buttons are only active when the appropriate process can be executed.
For example, the Add button becomes active only when the user can add a record.

E . 5kin Test History

Wisit Date | Skin Test | Location | Agel@hfisit | Fesulk | -

add | Edi | Do

1240642003 PPD Dema Indian Hozpital yrz Pending
094272002 PPD Demo Indian Hozpital 3wz Pending
124152000 PPD Demo Indian Hozpital JByrz  Pending
124542000  PPD Demo Indian Hozpital Fayre Pending
0340842000 PPD Demo Indian Hozpital 3 yrz Pending _ILI
4| | b

Figure 33-1: Skin Test History Panel

33.1.1 Functional Operations

Operation Description

Add Click the Add button to select a skin test from a pick list and then to
complete the Add Skin Test dialog.

Edit Select a Skin Test and then click the Edit button to display the Edit

Skin Test dialog. The application automatically populates the Edit

Skin Test dialog with the data from the selected Skin Test record.
Delete Select a Skin Test and then click the Delete button. The application

displays a confirmation dialog. Select “Yes” to have the application
remove the selected record from the RPMS.

33.1.2 Business Rules

Rule Meaning
Security Keys In order to add, edit, or delete a Skin Test record you must be
assigned either the PROVIDER key or the BIZ EDIT PATIENTS

key and cannot hold the BGOZ VIEW ONLY key.
CPT Codes Automatically Added | For each new Skin Test record entered, the CPT specified in the

and Deleted Skin Test file for that vaccine will be respectively added to the V
CPT file if it does not already exist for the visit. If the Skin Test is
subsequently deleted the codes (that were automatically added)
are removed.

Deleting Skin Tests In order to delete a Skin Test you must either have entered it or be
the primary provider and the visit cannot have been billed or
exported.
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33.2 Adding a Skin Test

Make sure that a visit is selected. Follow these steps to add a skin test record:

1. Click Add (or select the “Add Skin Test” option on the right-click menu) to
display the Lookup Skin Test dialog.
x|
iwch\l’#.lel I Seach | L’
_Coreal |
Select ane of the folowing records
Skin Test / |
CHLAMYDIA
coco
MONOVAC
MUMPS
FFD
SCHICK
TETANUS
TINE
Figure 33-2: Lookup Skin Test Dialog
You can search for a skin test by entering a few characters in the Search Value
field and clicking Search.
2. Select a skin test from the Skin Test panel and click OK to display the Add Skin
Test dialog.
x|
Skin Test |COCCI
N [ = I _I S ave
Administered By |TETER SHIRLEY [=]] Cancel
Results IF'ENDING j
= Cument
™ Histarical
i~ Refusal
Figure 33-3: Sample Initial Add Skin Test
3. The default for the *Administer By’ field is the current user. You can change this
field by clicking the = button and using the Lookup Utility dialog to select
another name. See “Using the Lookup Utility Dialog for Administered By’ on
page 353 for more information.
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The default Results is Pending. If you do not enter a results value, the result of
Pending will initially be recorded until the final results are entered. Results can be
recorded up to 48 to 72 hours following the initial entry of the skin test, regardless
of the visit lock status.

If you do enter Results (other than Refused), the Add Skin Test dialog changes.

&, add Skin Test x|
Skin Test [MUMPS [ :
ave
Adminigtered By ITETEFLSHIFELEY _I Eemea]
Results |[EuE{RE=
_ . f+ Current
Rieading [0 j (mm)
" Histarical
Date Read [02/12/2007 . | ® Sl
Reading Provider I _I

Figure 33-4: Add Skin Test Dialog With Results Selected

The Reading field allows only numeric data. You enter by clicking the up and
down arrows E) to increase or decrease by increments of one. This field does not
display when Results = No Take.

Click the =l button for the Date Read field to select a date, if needed.

You can select a name for the Reading Provider field by clicking the I button and
using the Lookup Utility dialog to select another name. See “Lookup Utilities”
on page 353 for more information. This utility will work like the Lookup Utility
for Provider one.

Click Save to add a record to the Skin Test component.

33.2.1 Adding Historical Skin Test Record
You add historical skin tests on the Add Skin Test dialog by selecting the Historical
radio button to display the Add Historical Skin Test dialog.
A second way to add historical skin test record is NOT to have a visit selected and
click Add to display the Add Historical Skin Test dialog (with the Historical radio
button selected).
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A Add Historical Skin Test x|
Skin Test |COCCI
_ I —I Save
Documented B_I,IITETEFLSHIFELEY _I Cancel
Results I j
" Curent
Exvent Dat ||:|2.-"'| 22007
e EEE —I % Histarical
Laocation: I _I " Refusal
& Facility " Other

Figure 33-5: Sample Add Historical Skin Test

You can change the Skin Test, Documented By, Results, and Event Date (must be a
previous date) fields. See “Adding a Skin Test”” on page 295 for more information
about the fields.

If the location is an official IHS facility, enable the Facility radio button. You can
select the location from the Lookup Utility dialog by clicking the =l button. If you
manually enter a facility name, it must be an official IHS facility; if not, when you
leave the field, the Lookup Utility dialog will display. See “Using the Lookup Utility
Dialog for Location’ on page 354 for more information.

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

If the location is not an official IHS facility, enable the Other radio button. Enter the
non-official location (for example, Dr. Ray Beck).

Click Save to add the historical skin test record to the Skin Test component.

33.2.2 Refusals for Skin Test
You document the patient refusal for a skin test by selecting the Refusal radio button
on the Add Skin Test dialog. The Add Skin Test Refusal dialog displays.
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A add Skin Test Refusal x|

Skin Test |COCCI
=2 I —I Save
Documented By ITETEFLSHIFILEY _I Cancel
Resuls [REFUSED =]
™ Cument

Event Date [02/12/2007 | T
IEtarnca

* Fefuzal

Figure 33-6: Sample Add Skin Test Refusal

You can change the Skin Test, Documented By, and Event Date (must be a previous
date) fields. See “Adding a Skin Test” on page 295 for more information about the

fields.

Click Save to add a skin test refusal record to the Skin Test History component as well
as adds a refusal record to the Personal Health component.

33.3 Editing a Skin Test

Highlight a skin test you want to edit and click Edit (or select the “Edit Skin Test”
option on the right-click menu) to display the edit dialog.

You can update all of the data fields of the original Skin Test. See “Adding a Skin
Test” on page 295 for more information about the fields.

To save your updates, click Save. (Otherwise, click Cancel.)

33.4 Deleting a Skin Test

Make sure a visit is selected. Follow these steps to delete a skin test record:

1. Highlight a skin test you want to delete and click Delete (or select the “Delete
Skin Test” option on the right-click menu) to display the “Remove Skin Test?”
information message.

Remove Skin Test? |

@ Are you sure wou wank to delete the CHLAMYDIA skin besk?

Figure 33-7: Remove Skin Test Information Message

2. Click Yes to remove the selected record. (Otherwise, click No.)

User Manual 298 Skin Tests
September 2007



Electronic Health Record (RPMS-EHR) vl.1l

If you delete a refused skin test record on the Skin Test History panel, that action
also removes it from the Personal Health panel. (Vice-versa is true.)

33.5 Print Record Button

Highlight a skin test record and click the Print Record button. A pop-up showing the
Official Immunization Record Letter displays.

@ -loix|
| OFFICTAL IMMUNIZATION RECORD =]
IHS Health Cliniec
26187 Lands End D
Scuth Pidng, Yh 20152

0Z=0ct=2006
FEMALE DEHO Date of Birth: 10-Aug-1976 (30 yr=)
123 SESANE STREET Chart#: 21334

TALEQUAH, 0K 40879

Our records show that FEMALE has receiwed the following

inmunizations:
Tesunization Date Receiwved Location
3Kkin Teat Dace Received Location Result
A ;I_‘
Fork - . | |
Sizw Prird... Close

Figure 33-8: Sample Official Immunization Record Letter

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

Click Close to dismiss the pop-up.

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

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

“Right-Click Menu to Edit Text” on page 365 for more information.
33.6 Display Visit Detalil

The Skin Test component has the “Display Visit Detail” option on the right-click
menu. Use this option to display the Visit Detail pop-up for a selected record. See

“Visit Detail Information” on page 365 for more information.
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34.0 Super-Bills

Super-bills are lists of CPT codes for billing and for documenting services performed.
Each super-bill is attached to a visit. The Super-Bills component shows the super-bill
items for the super-bill category (below the Super-Bill button). How the super-bill
items are arranged in the Display field is determined by what checkboxes are checked.

Super-Bill: | | Diplay [ Freg Rk & Code [ Deserpton Cole[7 2]

TI0E0 « Dhebidds Shn, Farhal 1T T Mol 11 7% « Figrnireal 08 N ad Had
TI040 « Drabandde S, Full 1170 - Dhebwnchs M, 195 RS0 « By T ernchion 5 Pt aresi
TS « Drabwndds Shir i 11720 - Debwnds M, 6 Or W JOED - Dvseislwrpttl, Jow Wit in
1108« Wi Shrs Lasasn 11750« Rerniresl OF Nad Plate ZOETE - [[vaenlwrpeesl, Joarid M in
] |

Figure 34-1: Sample Super-Bills Panel

* The default view (Show All unchecked) means that you will only see those
super-bills that either have no assigned clinic, hospital location, provider, or
provider discipline and those super-bills that match any of the parameters just
mentioned with those of the currently selected visit.

» Show All, when checked, means to display all super-bills including those not
related to the visit.

* You must have a visit selected in order to view the super-bill categories and
their items.

The Provider can automatically edit this component as well as those with the BGOZ
VCPT EDIT key. A person with the BGOZ CAC key has full manipulation privileges
of all Super-Bill lists even though that person has not been assigned as a manager of
them. A person with BGOZ VIEW ONLY key cannot edit any data in this component.

This component can be configured so that a particular user or class cannot add/edit
super-bills. In addition, it can configured so that only CACs can add/edit super-bills.

34.1 Displaying the Super-Bill Items
Follow these steps to view the super-bill items:
1. Select the super-bill category from the list below the Super-Bills button.

2. The field below the checkboxes show the super-bill items for the selected super-
bill category. You can check more than one checkbox.

3. When the Code field (only) is checked, the super-bill items will show their CPT

codes.
Super-Bille: | | Ditplay [ Freq Rank W Codd [ Descrption Cobe[3 =)
TO0E0 - Drasrage U1 Shin Absces: TI0ES - Trm Shin L 11720 - Debnde Nad, 1.5
11040 - Debnds Shor, Fahal 11100 - Baopsy, Sk Lemon 11721 - Debnde Had, & Or Mo
11041 - Dedeide Skin, Ful 11441 - Exc Face#rm BJernang 061 Cim 11730 - Remorval OF Nad Plate
11042 - Dedaide ShiruMismue TS - T M) 11750 - Remoresl OF Ml Bad
N i

Figure 34-2: Sample Super-Bill Items Listed by Code
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4. When none of the checkbox fields are checked, the super-bill items will be listed
in alphabetical order.

SuperBills | Disgisy [ Fieq Rerk [ Code [ Deserption m.la_::[
Diressng-wound Cane Fuderary OF Anfbectec, Im 1 Benad [up To 50 Mg] Dedestrogen [up To 20 Mgl
5 | Aergy Irgection (2 Of More] Betamethazone [per 4 Mg | Depo Medrol (80 Mg)
[ ABerge Irgeschon [sirgie) Compazne [up To 10 Mg) Depo-medrol [20 Mg)
Ampecilin [per 1.5 Gm) ICr Bicillin [up To 1,200,000 Lirets) | Depo-medeol (40 Mg)
Astramorph Per 10 Mg Cr Bicilln [up To BO0.000 Linss] 1 Depo-prorvesa [150 Mg)
Orthe
Pediaincs i | LI

Figure 34-3: Sample Super-Bill Items Listed When No Checkbox is Checked

5. When the Freq. Rank field (only) is checked, the super-bill items will be listed by
frequency of use.

SuperBills: | | Displey. ¥ Fing Flankl [ Code [ Desciption Cole[7 2]

iy 11001 lennirazaton ddrer 005 Debnde Mad, & Or Mo | O PV, 3% re &2, Im [ER==
b D02 leemurization Admen, Each A ] D0E: Debide Skin, Patsal 0D Trim Madlz) 1 4; Cloge Wasioid Fishuly

[ 1003 lrgachon, Scifm 007 Pobovwus, lpw, Sc 1 00T: M Waceme, Sc 015 Hep A Vace, Pedlada, 2 D
%W [ 00: Dbap Vacers, < T, lm 00 Tdaccam > T Im 1 012 Pl accrs, whols, Im MG Heph Yace Pad/adel 3 Do
Supphes

4 | ]

Figure 34-4: Sample Super-Bill Items Listed by Frequency

6. When the Description field (only) is checked, the description of each super-bill
item will display.

Super-Bills: | Display: [ Freq Rark [~ Code P Descrption Colz[Z 2]
Alariy | éxpphzation OF Shait Asm Splnl [foseams To Hand]: Dynarme: [ Asthwccanbesis. Aspeabon Ardor Ingschon; [ndemediabe Jeant O Bueza
(b Apphication 0 Shaor Asm Splnt [Foream To Hand]: Stabic Asthrocenbesis. Aspiation Ard/on Injection; Magos Jork Or Buisa [eg. 51
E | ixpphcation Of Shait Leg Cast [below Knes To Toses) [ dathiocenbesis, Aspeabion Ard/or Ingection; S mall Jord Ot Bursa (=g, Fa
gma'*' ot | Epplcation, Casl; Hared A Lowe Foeeaim [gauntet] Asndsion OF Had Plate, Pastisl O Complste, Simple: Singe
5 e
L i |

Figure 34-5: Sample Super-Bill Items Listed by Description

7. If the description of the super-bill items overlap, use the “Cols” field to increase
or decrease the number of columns (range is 1 to 9).

34.2 Adding Super Bill Items to Visit Services/Historical Services

The following information addresses two cases: (1) when the super-bill item does not
contain the “Default to Add” association and (2) when the super-bill item does contain
the “Default to Add” association. (See “Editing the Associations” on page 306 for
more information about super-bill item associations.)

34.2.1 Super-Bill tem Has No Default to Add Association

If you check a checkbox in the super-bill codes list, that adds that code to the Visit
Services and Historical Services components.
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4“* Histosical Services [r————— 3] aid | Eiete
Vi Ot OPT Codls | Dlsscmpien Faciiy | Dy | Darasenn Fim blociber 1 | o 2 (= |
MATZEY | 10D DRAMAGE OF SN ASSESS [ y

AN7/2007 | 10061 DRANAGE OF SI0M ABSCESS DewcHosplsl 1 N

MAD/Z07 1427 Dimsinucsion OF Esersv O Progrntsrvs Flefirepatty jog. Distte Aetropaityl,  Caei Ho 1 7|
| |
EI Swperllilln | [ipley [~ Fing Rk ¥ Code [ Drscopion Eahj?'ﬁ

w100 - Mbwoena | & D Shom | 15001 - Rispuwe. Supe Wil £ | 120000 - Flepar. Sapr Wind, (| 120114 - Repes, Sipe 'aind. H_ 1000 - Closune Smple, o
~ EEEEESEERENT 2000 - Fiepse, Sipe Wel 0 12007 - Flepar, Supe Wind, [ 12015 . Rieguw, Sugs 'aived | 12001 - Clstuns, Lagees 0 '
0160 - dibgcess, Purchpe [ 12004 - Rapas. Supe ind £ 130001 - Flepar, Supe Wind, B 7] 12006 - Repas, Sups wid, {7 1300 - Clogure, Lages OF W
VO < Crobafriche, Irfmct Shorl ) 20005 - Rangunr, Sige Wi, 0] V2TT03 - Flsater, S 'Wined ] 12011 T - Flopaw, Sugn "alved, [ 1300 - Dhovtuns, Lagesr 0 '

al | x|
ﬂ Shoer AF
' Evalantion and Masagaman = Wisil Senices I
" ™ HewmPaherl F Eslabiched %‘A ii |
ﬁﬁm w#$w [ Code Mmave l:ll,- | Dot Pn_ldndﬂ'l ot 2
| Hislery ared Exan | Complesty |Bppess. Time | CFT Codes c-:g:. Dhamage 0 Shan Alvee: [,
Loniukshon Ensd Hupse Ved 5 Fn T [a mﬂlcbnl\llmr ] |

Flgure 34-6: Sample of Checked Super-Bill Items to Visit Services Component

Likewise, if you uncheck (the one you just checked) a checkbox, that removes that
code from the Visit Services and Historical Services components. The “Delete
Procedure?” information message displays.

Delete Procedure? x|

? ) e you sure you want to delste this procedure?

Figure 34-7: Delete Procedure Information Message

Click Yes to remove the procedure. (Otherwise, click No.)

34.2.2 Super-Bill tem Has Default to Add Association

This addresses when the super-bill item is not checked in the Super-Bills component
(and therefore the item does not exist in the Visit Services or Historical Services
component). This particular type of Super-Bill item will have at least one “Default to
Add” association.

EI ke Froq Rk I Code [~ Bescpion Cofs 2]

Figure 34-8: Same Super-Bill Item with Default to Add Association

When you click on the super-bill item name (item 001 in the example), the Items to
Save dialog displays.
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wm, [tems bo Save

Figure 34-9: Sample Items to Save Dialog

Click Save to have the Super-Bill item (with the checked data types) added to the Visit
Services and Historical Services components. (Otherwise, click Cancel to not have the
super-bill item added to either component.)

When you click Save and the Education Topic is checked, the Add Patient Education
Event dialog displays.

&% ndd patient Education Event x|

Eduucation Topic: [AED-NUTRITION ;{

(Abdominal Pain)

Type of Training: = Individual " Group
Comprehension Level: | SR8 =
: :1 ) Outcome &
Cogimant: Standard

Pravided By: [Liser, DEMO -]
“Sikatiis Ot come - +
 GoalSet (" GoalMst (" GoalNotMet
|

E‘Eg

Figure 34-10: Sample Add Education Event Dialog

After you click Add, the topic is added to the Education component (after you change

patients or leave and re-enter the EHR). (Otherwise, click Cancel to not save the topic
in the Education component)

34.2.3 Checked Super-Bill tem Has Default to Add Association

This addresses when the super-bill item is checked in the Super-Bills component and
the item exists in the Visit Services and Historical Services components. This
particular type of Super-Bill item will have at least one “Default to Add” association.

If you click a checked super-bill item (on the Super-Bill component), the Items to
Delete dialog displays.
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[m ttemstobelete
The following items are associated with

the selected CPT code and may be Delete Cancel |
selected for deletion:

TREATMENT OF RETIMAL LESION
[ ICDDiagnosis  KERATODERMA, ACOUIRED
[]  Education Topic ADDEXERCISE
[1 Education Topc ANNUTRITION

Figure 34-11: Sample Items to Delete Dialog

Here you can modify the Super-Bill item that exists in the Visit Services and Historical
Services components by deleting any data types associated with the super-bill item.

You can check any data type. Click Delete to delete the data types associated with the
Super-Bill item in the Visit Services and Historical Services components. (Otherwise,
click Cancel to not change the super-bill item in either component).

34.3 Managing the Super-Bill Items
Follow these steps to manage the super-bill items in your super-bill category:

1. Click the Super-Bills button on the Super-Bill component to display the Manage
Super-Bills dialog.

i
SuperBll | Dressing weund Care v|  Add/Edk Super B
(& Supes-Bil lbems
! oot |
[+ Absces. ! D, Skn Simple Edt
n Abseers. Purchae Disnage TMED Dedete
| 1 Betadne Swhifwps Pes Ba Ad4247
n Burn Scab fritial, Escha TE035 Copy
| 0 Buenfs] Irdtial T 158 Degr, Lol T Ordy 16000
|0 Buenis) Disss/debed 2mal 16020 Luery
| 0 Euen(z]. Dress/debeid medium 16025 Zem Fieg
o Burnfz]. Diess/debeide lage 1E030
| 0 Clogure Simple, Spk Wind 12020 Impont
o Closure, Lapes OFWrd, £2 Som 1203 Extot
| 0 Closure, Layes OF Wind, 2.6-7.5cm 12032
flo Closure, Laper OF Wind, 7512 S5cm 1203 Ext
1 Diobdid Infoct CLen 1inn 1|
 Associstions -
|
‘ Data Type | Dats Recond
CPT DRAINAGE OF SEIN ABSCESS

Figure 34-12: Sample Manage Super-Bills Dialog
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2. The drop-down list for the Super-Bill field shows the super-bill categories. The
items in the Super-Bill Items group box are the super-bill items for the selected
category.

The checkboxes at the bottom determine the additional requirements for the
association.

Please note if you do not have any super-bill categories (that you own), that after
you click the Super-Bills button the “Add Category?” information message
displays.

Add Category? e |

“'?r) You do mot have edit access to any categories. Do you wish to add a new category?

Figure 34-13: Add Category Information Message

Click Yes to display the Add Category dialog. See “Adding and Editing a
Category” on page 312 for more information. (Otherwise, click No.)

34.3.1 Adding a New Super-Bill Item

This process adds a new super-bill item to the Super-Bill Items group box on the
Manage Super-Bills dialog. Follow these steps:

1. Click Add to display the Procedure Lookup dialog. See “Using the Procedure
Lookup Dialog” on page 360 for more information about this dialog.

2. Select one of the items on the Procedure Lookup dialog and click OK to have the
selected item added to the Super-Bill Items group box on the Manage Super-Bills
dialog. (Otherwise, click Cancel.).

Suupest Bl [berms

Fieq |[Nanalive |_CPT [ UritChvg[a]
i Clasune, Lages OFWind, <2 Sem 120031 £319.00
0 Clasure, Layer O1'wind, 2 6-7 Sem 12032 $43300
0 Chasuate, Layee O, 7612 Sem 12034 $546.00
0 Debltide, Irnlect Skin 11000 $1E300
0 Disbesde, \w/eursd Wa Anassth STEO

3 Db GO1ES

0 Diressrg, b Pads AEZST

0 Gavze | Adaphc] AEXZ2

1 Gatze sterda{dud 33 22 balla] BEAOZ

1 BE195

21175 | $10916.0

T - I

Figure 34-14: Super- Bills Items Group Box with Added Item

Associations are used to link additional PCC documentation with a super-bill
item, such adding an education topic, a health factor, or an exam to the procedure.
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34.3.2 Editing a Super-Bill Item

This process edits a selected super-bill item in the Super-Bill Items group box on the
Manage Super-Bills dialog. Follow these steps to edit a super-bill item:

1. Highlight the super-bill item in the Super-Bill Items group box on the Manage
Super-Bills dialog that you want to edit.

2. Click Edit to display the Edit Pick List Item dialog.

w, Edit Pick List Item [ }J
Lict b Mame |Ah=suss, | & D, Skin Sienple] | ok, I
CPT Code 10060 Exit I
CPT Hame Dranage OF Skin Abscess

CPT Descaiption Incision And Drainage Of Abscess (eg. Cabuncle, Suppurative
Hidradenies, Culaneous O Subcutaneous Abecess, Cyst, Fununcle,

s Paorwchia); Simple Or Single

Agsocialions Audd j Edit [redete

s = Aita |wu Prohibit
DA Tme | Dasiecoy | Mcl_m@;nmJ
CPT DRAINAGE OF SKIN ABSCESS = 0 v

Figure 34-15: Sample Edit Pick-List Item Dialog

3. You can do two things on this dialog: (1) rename the super-bill item (in the List
Item Name field) and (2) change the associations (in the lower grid).

34.3.2.1 Rename the Super-Bill ltem
You can rename the super-bill item. This action changes the Narrative for the super-
bill item.

4. Edit the information in the List Item Name field. This field has a right-click menu
to aid in editing the text. See “Right-Click Menu to Edit Text” on page 365 for
more information.

5. When finished, click OK. (Otherwise, click Exit.)

34.3.2.2 Editing the Associations
You can add, edit, or delete associations for the super-bill item. Associations are used
to link additional PCC documentation with a super-bill item, such adding an education
topic, a health factor, or an exam to the procedure.
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The Edit function is very similar to the Add function. The Delete function is straight-
forward, a confirmation displays asking if you want to delete the (selected)
association. Below are the steps to add an association.

1. To add an association, click the Add button. The Add/Edit Pick List Association
dialog displays.
. Add,Edit Pick List Association x|
Pick List ltem [iressing Changs [for Other Than Bums)
Association 5 |
Lookup T able
CPT Modiher ﬂ
[] Education Topic
| Exam
Heakh Factor
[TICD Disgrosis
ICD Pioceduns
[C] Irnmniriization
Skin Test
et |
¥ Automatically Add [requre)
[ Delaut to Add [checked)
¥ DontAddif sheady entered in visk
Figure 34-16: Add/Edit Pick-List Association Dialog
2. When you check an item in the Lookup Table field, a Lookup Table for the
checked item displays. Here you can select an item and it populates the field
below the Lookup Table; the name of the field below the Lookup Table field
changes to whatever is checked in the Lookup Table. In the illustration, CPT is
checked in the Lookup Table field, so the field below the Lookup Table field is
labeled CPT.
3. The checkboxes at the bottom determine the additional PCC documentation
requirements for the association.
[T Automatically Add [require)
[ Default to Add [checked)
v Daon't Add if already entered in visit
Figure 34-17: Check Boxes for Associations
When the Super-Bill item associations have the following checked:
Automatically Add: you do not have a choice; it automatically adds the selected
association to the Visit Services component.
Default to Add: the association will be added to the Visit Services component
unless deselected on the Items to Save dialog.
NOTE: either Automatically Add or Default to Add can be checked (NOT both).
Don’t Add: you cannot add the same data element (like CPT) twice.
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4. After the Add/Edit Pick List Association dialog is complete, click OK. This adds
a new association for the Pick-List item on the Edit Pick-List Item dialog.

34.3.2.3 Completing the Edit Pick-List Item Dialog

5. Click OK on the Edit Pick-List Item dialog to save your changes on the Manage
Super-Bills dialog. (Otherwise, click Cancel).

34.3.3 Deleting Super-Bill Items

This process deletes one or more super-bill items in the Super-Bill Items group box of
the Manage Super-Bills dialog. Follow these steps:

1. Highlight the items you want to delete on the Super-Bill Items group box.

2. Click Delete to display the “Delete Entries?” information message.

Delete Entries?

\?) Are you Sure you want to delate the selected entries?

Figure 34-18: Delete Entry Information Message

3. Click Yes and the items are removed from the Super-Bill Items group box of the
Manage Super-Bill dialog. (Otherwise, click No.)

34.3.4 Copying a Super-Bill Item

This process will copy super-bill items from one list to another or import them from
CPT Categories. Follow these steps:
1. Click Copy to display the Copy CPT Entries dialog.

. Copy CPT Entries

HOTE: This wlility wil copy the CPT entries from one pick kst to another
and alto allows mporting the entnes for & CPT Categony.

Sowce: & EHR Super-Bils ( CPT Categoies

Copy From:

Copy To: [DIABETIC =l

ok | cance |

Figure 34-19: Copy CPT Entries Dialog

2. Enable the EHR Super-Bills or the CPT Categories radio button, whichever
source you want to use.
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3. Click the drop-down list for the Copy From field and select the “from” source.
4. If you need to change the Copy To field, select from the drop-down list.

5. Click OK to have the super-bill items added to the Super-Bill Items group box on
the Manage Super-Bills dialog. (Otherwise, click Cancel.)

34.3.5 Query Function

The query function allows you to execute a query that uses the super-bills from a
specified source to populate the current super-bill category. Follow these steps:

1. Click Query to display the CPT Query dialog.
Tatget Supedbil |FTNLRd
Erom Date: [3/23/2004 .| IoDate[3/23/2005 .|

Data Source: [ Third Pasty Biling [+ PCC [~ CHS

Data Sets: [ Medical ¥ Suwgical [~ Anesthesia
IT Laborstory [~ Radiology [~ Supplies

cinic: |
Bovider. ||

Figure 34-20: CPT Query Dialog

2. You can change the Target Super Bill field by clicking the drop-down list and
selecting another option, if needed.

3. The date fields have a calendar from which to select a date (click the =l button).
4. Check the appropriate Data Source and Data Sets checkboxes.

5. The Clinic and Provider fields have Lookup Utilities dialogs from which to select
the appropriate clinic/provider. See “Using the Lookup Utility Dialog for
Clinic” on page 355 and “Using the Lookup Utility Dialog for Provider” on
page 355 for more information.

You must enter either a Clinic or a Provider.

6. After completing the dialog, click OK to have the items appear in the Super-Bill
Items group box on the Manage Super-Bills dialog. (This might take some time,
depending on the date range and the clinic.) Otherwise, click Cancel.
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The Information pop-up displays when the query is finished. Click OK to dismiss
it.

X

\_i,{) The CBT pick kst query has fnished.

Figure 34-21: Finished Query Dialog

7. Items with only one instance or that seem inappropriate, such as a long function
test in an optometry super-bill, can be deleted before others see the super-bill.

34.3.6 Importing Super-Bills

You can import super-bill items from a file that resides on your hard drive. Follow
these steps:

1. Click Import to display the Open dialog.

open 2| x|
Look inc | (L) My Documents s ~®EcrE-

My Computer

-

T Fie name: I j | Open I
=l

Files of type: {IHS SuperBills [" 03]

Figure 34-22: Open Dialog

2. You select the location of the file in the “Look in” field.
3. You select the file and that populates the “File name” field.

4. Click Open to have the items added to the Super-Bill Items group box on the
Manage Super-Bills dialog. (Otherwise, click Cancel.)

User Manual 310 Super Bills
September 2007



Electronic Health Record (RPMS-EHR) vl.l

34.3.7 Resetting the Frequency of Use

The EHR system keeps track of how many times each CPT code is attached to a
service. When copying over a super-bill or set of CPT codes from another source, you
will inherit the tracking information recorded for the copied codes. To start tracking
your facility’s frequency information you can zero-out the count of the copied codes.
This is useful when you import super-bills. Follow these steps:

1. Select the super-bill category from the Super-Bill field for which you want to
reset the frequency.

2. Click Zero Freqg. to display the Clear Frequency Values information message.

Clear Frequency Yalues

,:_f Note: the frequency values are either populabed by a query or incremented when an
o ikem is added to a visit,

Do you wank bo reset the Frequency values bo zera for all ibems in this SuperEil?

_ e |

Figure 34-23: Clear Frequency Values Information Message
3. Click Yes to have the frequency values set to zero. (Otherwise, click No.)

34.3.8 Exporting Super-Bill Items

This process exports the selected super-bill items to a file on your hard drive. Follow
these steps:

1. Highlight one or more items in the Super-Bill Items group box of the Manage
Super-Bills dialog that you want to export as a super-bill.

2. Click Export to display the Save As dialog.

savens 2%
Savein | L] My Documents = BB

| DakaCiom docs

My eBocks

Pty Music

2 My Pictures
ity Shapas

|
5
:
L Lo}

|5M|
EEE

Saveasttye:  [IHS SupedBils ["29)
Figure 34-24: Save As Dialog
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3. Select the location in the “Save in” field.
4. Specify the name in the “File name” field.
5. Click Save.

6. The EHR displays the Super Bill Exported information message about the export.
Click OK to dismiss the message.

SuperBill Exported ¥

\ir) SuperBill was saved ko the file named: C:\Documents and Settingsisteter\My DocumentsiLindppeditestt. zgs

Figure 34-25: Sample Super-Bill Exported Information Message

34.4 Managing Super-Bill Categories

Click the Super-Bills button on the Super-Bills component to get to the Manage Super-

Bills dialog.
&, Manage Super-Bills H=] E3
Super-Bill | Diabetic ~|  Add/Edit Super-il |

Figure 34-26: Location of Add/Edit Super-Bill Button

Click the Add/Edit Super-Bill button to display the Manage Categories dialog.

1

Diabete: |USER.DEMD Add

D ressing-waound Cate HAGER MARY G 1
[rrmwsmization Superbdl HAGER MaRY G Edi
Injections Superbil HAGER MARY G '
Murse Supesbl HAGER MARY G A

Ob Gy S upeabill LUSER.DEMO Ext I
{0 phomredry HAGER MaRY G il

Oitha HAGER MARY G =]

Figure 34-27: Sample Manage Categories Dialog
Note: If there are no categories in the Super-Bill field, the Add Super-Bill dialog
displays when you click the Add/Edit Super-Bill button.

34.4.1 Adding and Editing a Category

You can add a category to the Super-Bill field; in addition you can edit an existing
category.

» All free-text fields have a right-click menu. See “Right-Click Menu to Edit
Text” on page 365 for more information.
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» To add a category, click Add on the Manage Categories dialog to display the
Add Category dialog.

» To edit a category, select a category and click Edit. The Edit Category dialog
displays with the existing information on it.

%
Categary Name [Ob Gyn Superbil oK I
Hosp. Location | Cancel |

Eravider |

Prow, Dizciplne |

e Ll

Managers ER MARY G

|

Delete

Figure 34-28: Sample Edit Category Dialog

Follow these steps to complete the dialog:

1. You type the name of the category in the Category Name field (free-text field).

2. Each =l button at the end of the Hosp. Location, Clinic, Provider, and Prov.
Discipline fields have Lookup Utility dialogs where you can search for entered
criteria. This is how you populate these fields. See “Using the Lookup Utility
Dialog for Hospital Location” on page 357, “Using the Lookup Utility Dialog

for Clinic” on page 355, “Using the Lookup Utility Dialog for Provider” on
page 355, “Using the L ookup Utility Dialog for Provider Discipline” on

page 358 for more information.

You need to choose how the super bill category will display from the methods
listed below. If you do not select a display method, the super bill category will be
available to all users in all locations.

Hospital Location The super bill will be available to anyone who is in the selected
hospital location.

Clinic The super bill will be available to anyone who is in the selected the
clinic.

Provider The super bill will be available to the selected provider.

Provider Discipline | The super bill will be available to anyone who is in the selected
provider discipline.

3. The current logon user becomes the manager of the category (when adding a new
category). This person’s name appears in the Managers field when editing the
category. (Note: the Add and Delete buttons do not display on the Add Category
dialog.
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To add managers for the category, click the Add button on the Edit Category
dialog to display the Add Manager dialog.

. Add Manager [_ O]

ak.

Provider: | I_I

Figure 34-29: Add Manager Dialog

LCancel

Type in a few characters of the provider’s last name in the Provider field and then
click the =l button to search for the provider. The lookup utility for the providers
displays. See ““Using the Lookup Utility Dialog for Provider” on page 355 for
more information. The selected provider will display in the Managers field.
(Otherwise, click Cancel.)

If you need to delete a provider, select the provider’s name in the Managers field
and click Delete. The “Delete Manager?” information message displays.

Delete Manager? x|

P ) Areyou sure you wank to delste this manager?

-

Figure 34-30: Sample Delete Manager Information Message

Click Yes to remove the providers name. (Otherwise, click No.) In certain cases,
you cannot delete the selected manager; in that case, the application displays an
alert about the condition.

When the add/edit dialog is complete, click OK. (Otherwise, click Cancel.)

If this is a new category, it will display on the drop-down list for the Super-Bill
field on the Manage Super-Bills dialog. Also, the “new” category will display in
the list below the Super-Bills button on the Super-Bills component.

You will need to add super-bill items to the “new” category (the easiest way is to
use the Query button). See “Managing the Super-Bill Items” on page 304 for
more information about this process.

34.4.2 Deleting a Category

Follow these steps to delete a super-bill category:

1.

Select a super-bill category and click Delete to display the “Delete Category?”
information message.

User Manual

314 Super Bills
September 2007



Electronic Health Record (RPMS-EHR) vl.l

Delete Category? £

? Are yoU SUre you want bo delate this category?

o

Figure 34-31: Delete Category Information Message

2. Click Yes to delete the category and have it removed from the Edit Super-Bills
dialog. (Otherwise, click No.)
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35.0 Triage Summary

The Triage Summary panel provides triage information about the current patient and
the current visit.

@ Chief Complaint: bad cold for three days j

Vitals: WT:113 (54 kg). TMP:95
(35 C], HT:E5 [165 cm],
BF:120/80. PL: 48, R5:16,
F&:9,B5:110 BMI = 19.8 LI

Thl e =l badsicbt
Figure 35-1: Sample Triage Summary Panel

The Triage Summary panel has a right-click menu:

Copy to Clipboard
Prink
Figure 35-2: Triage Summary Right-Click Menu

The “Copy to Clipboard” option copies all of the text in the triage summary panel. You
can then paste this information into a free-text field within the EHR or into another
application (like MS Word).

Follow these steps to use the Print option:

1. Select the “Print” option on the right-click menu to display the Nursing Summary

pop-up.
£ Nursing Summary
Chief Complaint: AI
Vitals:
2kin Tests: COCCI
Education: IM-FOLLOW-UP; IM-INFORMATION:; IM-PATIENT LITERATURE: IM-TF

.

1| | 5

Eli:lzr:;l 95‘ Frint... | Cloze |

Figure 35-3: Sample Nursing Summary Pop-up

2. You can adjust the font size in the Font Size field. This adjusts the size of the text
on the pop-up (but does not change the font size on the output, when you print).

3. You can print the information by clicking Print to display the Printer Selection
dialog. Here you can select a printer on which to output the text of the Nursing
Summary.

4. Click Close to dismiss the pop-up.

5. The Nursing Summary contains a right-click menu to edit the text. See “Right-
Click Menu to Edit Text” on page 365 for more information.
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36.0 View Patient Detall

The View Patient Detail button @ provides a way to view detail information about
the current patient. Click this button and the Detail pop-up displays.

& petail for Demo Female A =10] x|

DEMO,FEMALE A& 333-22-5555 AUG 10,1976 =
COORDINATING MASTER OF RECORD: NOT LISTED
Address: 123 SESAME STREET Temporary: N0 TEMPORARY ADDRESS
TALEQUAH, 0K 40679
County: UNSPECIFIED From/To: HOT APPLICABLE
Fhone: UNSPECIFIED FPhone: HNOT APPLICABLE

Office: UNSPECIFIED
EBad Addr:

Confidential Address: Confidential Address Categories:

K0 CONFIDERTIAL ADDRESS
From/To: NOT APPLICABLE

PO5: UNSPECIFIED Claim #: UNSPECIFIED
Relig: UNSPECIFIED Zen: FEMALE
Race: UNANSWERED Ethnicity: UMANSWERED

Primary Eligibilicy: UNSPECIFIED
Other Eligibilicies:
Status : PATIENT HAS NO INPATIENT OFR LODGER ACTIVITY IN THE COMPUTER

Hext of Kin Information:
Wame: DEMO,MALE (HUSBAND)
123 S5ESAME STREET

TALEQUAH, OELAHOMA o
A ﬂ—l
Fors
Gl 1 _ Close |

Figure 36-1: Sample Detail for the Current Patient

Click Close to dismiss the pop-up.

You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows).

The detail pop-up has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word). See
“Right-Click Menu to Edit Text” on page 365 for more information.

User Manual 317 View Patient Detalil
September 2007



Electronic Health Record (RPMS-EHR) vl.1l

37.0 View Reminders
The EHR includes functionality for Clinical Reminders. Reminders are used to aid
clinicians in performing tasks to fulfill Clinical Practice Guidelines.
By observing the color and design of the Reminders icon (in the Patient/Visit toolbar),
you receive immediate feedback on the most important types of Reminders available
for the selected patient. The following icons could be visible:
Icon Indicator Meaning
i Due The patient meets all of the conditions for the reminder, and the
appropriate amounts of time has elapsed.
3 Applicable The patient meets all of the conditions for the reminder, but the
appropriate time has not elapsed. For example, a flu shot is given once a
year, but it has not been a year yet.
&) Other This is not a reminder for this patient. For example, the reminder is for
patients with diabetes but this patient does not have the disease.
& None This icon indicates that there are no due or applicable reminders, nor are
there any reminder categories available.
Click the Reminders button and the Available Reminders pop-up displays.
€. available Reminders
Ayailable Beminders Dus Date | Last Occunrence | Priont
Tetanus Shat DUE MOWw
M-8 Applcable
#H-0 Mot Applcable
M-8 Al Evausted
Figure 37-1: Sample Available Reminders Tree View
The Icon Legend dialog includes a description of the different icons that appear on the
Reminders tree view. Select View - Reminder Icon Legend on the Available
Reminders dialog.
x|
Templates Fermindars ]Hutn | Corsuits | Sugesy |
& E Reminder cateqoy
¥ Reminderis due
73 FReminder nol dus, but applcable
€)  Reminder nol applicable
P Reminder shatus not svalusted
o Unpeocessad associated reminder dialog
of  Processed associsted dislog
0K
Figure 37-2: Icon Legend on the Available Reminders Dialog
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38.0

Visit Diagnosis

The Visit Diagnosis component shows the purpose of visit information. This
information can come from other components in the EHR application as well as by
adding a new visit diagnosis.

Visit Diagnosis: i) Add | Edit Iﬂdﬂui
Provides Namative [ICD [ICD Name [Pricaily | Cause Iripay Date | Injury Cause|
hypedtenion 4.1 mGRNTENSIDH Primary

TR o DRSSV oo

Figure 38-1: Sample Visit Diagnosis Component

Providers can add or edit the visit diagnosis component as well as those with the
BGOZ EDIT DIAGNOSIS key.

This component can be configured so that a particular user or class cannot add/edit
POVs. In addition, it can be configured to determine the maximum number of entries
shown in the POV history.

38.1 Web Reference

The Web Reference Search for the Visit Diagnosis component depends on if any
records are present or not.

Condition 1: If there are records present, select one and click the L] button (or select
the Web Reference option on the right-click menu) to go to the UpToDate Reference
Web site for the topic associated with the selected record. You can change to another
Web site by selecting from the Reference Site drop-down list (on the Web site).

Condition 2: If there are no records present, click the LY button (or select the Web
Reference option on the right-click menu) to display the Web Reference Search dialog.

x
Feference Site: I UpToDate j
Search Term: | Search

Figure 38-2: Web Reference Search Dialog

Select a Reference Site, if needed; the default is the UpToDate site. After entering a
term and clicking Search, you go to the selected Web site for the specified term. You
can change to another Web site by selecting from the Reference Site drop-down list
(on the Web site). The drop-down list for the Reference Site field (on the Web
Reference Search dialog) can be configured.
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38.2 Adding a New Visit Diagnosis

38.2.1

Providers can add a visit diagnosis as well as those with the BGOZ EDIT

DIAGNOSIS key.

Make sure you have a visit selected.

Click the Add button (or select the “Add New POV” option on the right-click menu) to

display the Add POV for Current Visit dialog.

Ic0 | =
[NOTE: If the 1D is nct selected it defaults to_3399 - Uncoded Disgnoss)
Harrative =
2|
Date of Qriset | =] smarilj Maodfiet | 5|
T POV s Infuy Related
ol c
IrqayDote [ .| Place | =
&l I~ |

Problem List

Education. ..

Figure 38-3: Add POV for Current Visit Dialog

Completing the Fields on the Add POV for Current Visit

Follow these steps:

1. If you know the ICD for the diagnosis, you can type that in the ICD field. Other-
wise, click the = button to display the Diagnosis Lookup dialog. If you do not
complete the ICD field, then the EHR uses the ICD code of .9999. See “Using the

Diagnosis Lookup Dialog for ICD” on page 359 for more information. The
selected diagnosis on this lookup utility populates the ICD and Narrative fields.

2. The Narrative field is required.

This field is limited to 80 characters; if it is longer than 80 characters, the Narra-
tive Too Long information message displays (after you click Save on the Add

POV for Current Visit dialog).
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5
-rpr)' Provider narrathie is langer than the alowabls Fisld length of 60 characters.
.‘_-'I

Do wank bo bruncate He narrative bo 80 characters?

Figure 38-4: Sample Information Message When Narrative Field is Too Long
Click Yes to have the application truncate the text of the Narrative field to 80
characters.

Click No to close the warning. Return to the Narrative field and edit the text. The
Narrative field has a right-click menu to aid in editing the text.

3. By checking the “Primary Diagnosis” checkbox, this will designate the diagnosis
as primary which may influence subsequent billing activity for the visit. If you do
not check the checkbox, the Priority becomes Secondary.

4. The Stage field allows any whole number from 0 to 9. Use this for diagnosis that
have stages. For example, use in cancer, retinopathy, ulcers. Use the arrow
buttons to enter/change the value.

5. Use the Date of Onset field to indicate when the current symptoms started. Click
the =] button to select the date from a calendar.

6. You use the Modifier field to reflect the status of the diagnosis as of this visit. The
Consider, Doubtful, Follow Up, Maybe, Rule Out, Probable, Resolved, Suspect
options are only used for Inpatient.

For example: abdominal pain, rule out cholecystitis.
For inpatient, you would code the cholecystits and use the Rule Out modifier.
For outpatient, you would code the abdominal pain.

7. If you want the visit to appear in the Problem List component as well as the Visit
Diagnosis component, check the “Add to Problem List” checkbox.

8. If thisis an injury related POV, you need to check the “PQOV is Injury Related”
checkbox and complete the fields in that group box.

—v POV is Injury Felated

% First Yisit = Beisit

Injury D ate M _I Flace I j
Injuny caused by I J
Azzociated with I j

Figure 38-5: Sample Injury Related Group Box

Enable the appropriate radio button about the visit.
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Click the = button at the end of the of the Injury Cause field to select form a
Injury Cause lookup utility. The Injury Cause field has a right-right menu to assist
you in editing the text.

The Injury Date defaults to today’s date. You can change the date by clicking the
= button and selecting another date from the calendar.

Click the drop-down list for the Place field to select a location where the injury
occurred. The Place field has a right-right menu to assist you in editing the text.

The “Associated with” field is for employment-related situations; this helps the
Business Office for a possible workman’s compensation and the alcohol-related
in statistical reporting. Select an option from the drop-down list.

Click Save to have the “new” visit diagnosis added to the Visit Diagnosis
component. (Otherwise, click Cancel).

38.2.2 Using the Education Button

You use the Education button (after you have selected the ICD Diagnosis) to add
patient education and health factor (or refusal) information. The added education
information populates the Patient Education component.

Follow these steps:

1.

Click Education (or select Patient Education on the right-click menu) to display
the Document Patient Education dialog.

&% Document Patient Education x|
Save
AMNATOMY AND PHYSIOLOGY
COMPLICATIONS Cancel

DISEASE PROCESS

Patient's Learning Health
ﬂ Fackars:

[~ Stabus foukcome
" GoalSet " GoalMet (" Goal Mot Met

Figure 38-6: Document Patient Education Dialog
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Completing the Fields on the Document Patient Education Dialog

2.

The information in the Topic Selection group box is like selecting a patient
education topic using the Disease & Topic method.

If you want to select another disease/illness, click the == button to display the

Diagnosis Lookup dialog. See “Using the Diagnosis Lookup Dialog” on
page 362 for more information.

You must select a topic from the Topic Selection group box (before clicking
Save).

Select the type of training, if needed.

The default for the Comprehension Level is Good and should be changed
accordingly, along with the Provided By field, if necessary.

The patient’s Comprehension Level (also called Level of Understanding) can be
classified as the following:

Good - examples: verbalizes understanding; able to return demonstration or
teach-back correctly.

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

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

Group - No Assessment — examples: education provided in group; unable to
evaluate individual response.

Refused

You can add a comment to the patient education code that provides further
description of the encounter. Comments can be used for describing the name of a
lesson plan or education material provided to the patient (limited to 100
characters). The Comment field has a right-click menu to aid in editing the text.

If another provider is needed for the Provided By field, click the =l button to
select from a lookup utility.

Goals are an optional component of the patient education documentation and can
be documented as Goal Set, Goal Met, or Goal Not Met. The free-text field in the
Status/Outcome group box is limited to 20 characters (this is called the
Obijective).

When the Document Patient Education dialog is complete, click Save to have the
education topic added to the Education component. (Otherwise, click Cancel.)
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Completing the Health Factors Information

This part of the Patient Education dialog is optional. By clicking the Patient’s Learning
Health Factors button, you can add health factor or refusal information for the selected
patient.

Follow these steps to complete the health factors information:

1. Click the Patient’s Learning Health Factors button on the Patient Education dialog
to display a dialog with two tabs.

BARRIERS TD LEARNING
# LEARMNING PREFEREMNCE
# READINESS TO LEARN

Figure 38-7: Add Health Factor and Add Refusal Dialog
Add Health Factor

2. You need to expand one of the Items in order to select a health factor under that
item.

# LEARMING PREFEREMCE
= READINESS TO LEARN
READINESS TO LEARN-NOT READY
READINESS TO LEARM-PAIN

READIMESS TO LEARN-RECEFTIVE
READIMNESS TO LEARN-SEVERITY OF ILLMESS
READINESS TO LEARM-UNRECEPTIVE

Figure 38-8: Expanded Topics for Add Health Factor Tab
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3. Highlight the particular health factor.
4. You can add a comment about the particular health factor, if needed.

5. Click Add. This adds the particular health factor to the Health Factor component,
and it displays in the Patient’s Learning Health Factors field on the Add/Edit
Patient Education dialog.

Add Refusal
1. Make sure you are on the Add Refusal tab to add a refusal.

2. The Refusal tab functions just like the Refusal option on the Personal Health
component. See “Refusal” on page 237 for more information.

I x|
#dd Heath Factor | Add Refusal |
_ s |
Refusal Type ([ Education Toges [ Measwement
[1EKG ] Medication/Tinag Cancel
TR ) PP Smear
[ Imeniruzation | Racholadgy E cam
] Lab ] Skin Test
[ M arnenasg am
Exam [CHEST EXaM E
Date Refused [04,10/2007 =]

Commenk

Figure 38-9: Add Refusal Tab

Do use the Education Topic as a refusal type. This process does not record the
patient education refusal correctly. See “Entering a Patient Education Refusal”
on page 217 on how to correctly add a education refusal.

3. After you complete this dialog, click Add to have the information added to the

refusal file. The refusal information displays as Refusal data in the Personal
Health component.

38.3 Editing a Visit Diagnosis

Providers can edit a visit diagnosis as well as those with the BGOZ EDIT
DIAGNOSIS key.

NOTE: if you want to edit only the patient education information about the visit, select
the record and then select the Document Education option on the right-click menu.
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Make sure you have a visit selected. Follow these steps to change a visit diagnosis:
1. Highlight the visit diagnosis record you want to change.

2. Click the Edit button or select the “Edit POV” option on the right-click menu to
display the Edit POV dialog.

[medtpoy |
Ico |3e.a 13 -VISUAL DISCOMFORT
[NOTE: If the ICD iz not selected it defaults to 3399 - Uncoded Diagnosis|

Marrative |le Driscomfort

o ] 2]
(i

I—' Eﬂ'ﬂﬂ.‘l"
Date of Onset | = S!anul_j' Modifer |
e Add to
T POV s Injury Related " oL
r\- Fagh Wit r ey e
npueyp Crate I— Place | =l
iy || S
Al ) -.'i.! j

Figure 38-10: Sample Edit POV

3. See “Adding a New Visit Diagnosis” on page 320 for information about the

fields and other controls on this dialog.

4. When the dialog is complete, click Save to save the edited information.
(Otherwise, click Cancel.)

38.4 Deleting a Visit Diagnosis

NOTE: Any Health Factor/Refusal information entered for the selected visit diagnosis
is NOT removed by the Delete function.

Make sure you have a visit selected. Follow these steps to delete a visit diagnosis:
1. Highlight the visit diagnosis you want to remove.

2. Click the Delete button or select the “Delete POV” option on the right-click menu
to display the “Remove POV?” information message.

Remove POV? x|

? Are you sure you wank bo delete the purposs of wisit?

'b-.

Figure 38-11: Remove POV Information Message
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3. Click Yes to remove the selected visit diagnosis. (Otherwise, click No.)

4. If you added Patient Education data for the selected visit diagnosis, you will be
asked if you want to delete the data.

._q
9() D yous also want to delete the Follovang related education event?
-

== YISUAL DISCOMPORT=COMPLICATIONS

Figure 38-12: Sample Remove Education Events Information Message

Click Yes to remove the education event from the Patient Education component.
(Otherwise, click No.)

38.5 Adding POV to the Problem List

Make sure you have a visit selected (it can be a locked visit). Follow these steps to add
a POV to the Problem List component:

1. Select arecord in the Visit Diagnosis component.
2. Select the “Add to Problem List” on the right-click menu.

3. The selected visit will appear in the Problem List component.

38.6 Viewing Visit Detall

The Visit Diagnosis component contains the “View Visit Detail” option on the right-
click menu. See “Visit Detail Information’ on page 365 for more information.
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39.0

Visit Information

The visit information appears on the Patient/Visit Tool Bar. In most cases, you must
have a visit selected for the current patient.

When there is no visit selected, the component displays that information.

Vigit not zelected
DOCTOR.TEST
Figure 39-1: Component Showing Visit Not Selected

If there is a visit selected, the component displays that information.

‘ 01GENERAL 15-0ct-2004 12:10

COCTOR.TEST
Figure 39-2: Component Showing Information About the Selected Visit

39.1 Selecting a Visit

If an encounter provider and/or location has not be assigned, EHR will prompt you for
this information when you try to enter progress notes, create orders, and perform other
tasks. The Encounter Settings for Current Activities dialog displays, in this case.
(Otherwise, you can click Visit Information component and the same dialog displays.)

This dialog has these tabs:

» Appointment/Visits that shows the historical visits for the current patient.
» Hospital Admissions that shows the locations in the hospital and a list of pro-

viders.
* New Visits that shows the visit location, time, type of visit, and a list of provid-
ers.
39.1.1 Appointment/Visits Tab
The Appointment/Visits tab shows the appointments for the current patient within a
selected date range.
Your site can be configured so that after a specified number of days, a visit becomes
locked and the PCC data cannot be modified.
39.1.1.1 Appointment/Visits Not Locked
The appointment/visits that are not locked will not have a padlock icon in front of the
visit.
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Encounter Settings for Current Activities

39 PHARMACY 01-0ct-2004 1200 - DOCTOR.TEST

Encounter Location

Appointments / Wizt . Hozpital Admizzions . New Wizt
Locahion | DatesTime | Twpe

06 DIABETIC 20-0ct-2004 10048 AMBULATORY
MGEMERAL 15-0ct-2004 12214 AMBULATORY
DGEMERAL 15-0ct-2004 10622 AMBULATORY
39 PHARMALY 01 -Oet-2004 12200 AMBULATORY
JIFHARMALCY 27-Sep-2004 1200 AMBULATORY
29 PFHARMALCY 22-5ep-2004 12200 AMBULATORY
06 DIABETIC 21-5ep-2004 11:36 AMBULATORY
EVENING CLINIC - PAP 21-5ep-2004 11:36 EVENT [HISTORICAL)
Encourter Providers
All Prowiders Prowaders fios this Encounter
i

BACKBOME MARY & :'

CHRISTIANSOMN LEANM _I

DAMIELS0N MIKE ﬂ

DOCTOR,TEST

FISHER ALBERT ANTHONY -1 ¢

E Date Range. . | ggﬁfﬁ thu [1].4 I Cancel

Figure 39-3: Sample Visit Not Locked

The Date Range can be configured for your site.

If you want to select a past visit, you can change the date range of the displayed visits
by clicking Date Range to display the Date Range dialog.

Shiawe appaintments J visits in the dabe range:

From Through
[20-Sep-2004 ] [21-0ct-2004
[ok ] cace |

Figure 39-4: Date Range Dialog for Selecting the Date Range

Do the following on the Appointments Tab:
1. Select a location of the visit.

2. Select a provider for the visit (or search for one by entering the first few
characters of the providers last name in the field below the All Providers label).

3. Add or remove providers by using the arrow keys in the Encounter Providers
group box.
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4. Select the primary provider by highlighting the name in the “Providers for this
Encounter” group box and clicking the Bl button.

5. Click OK when everything is correct. The selected information will appear in the
top panel of the Encounter Setting for Current Activities dialog.

39.1.1.2 Appointment/Visits Locked

If the property for an existing visit is LOCKED, a padlock icon will display next to the
visit.

Encounter Settings for Current Activities

| ¢Salact a location below,>
i Encourter Locstion
e ———— e v -
Appointments /Visls . Hozpital Admiszions . New Visit
_é Location | Date/Time | Type |
TEST CLIMIC 09-M 22008 10:56 AMBULATORY
| Encounter Providers
A8 Provaders
=
i |
! T T

DateRonge.. | 3 FebZloBthu 0K |  Comced |

Figure 39-5: Existing Visit with Padlock

This means that you cannot change PCC data associated with the visit (for example,
vitals). If you try, you get a warning message.

Active ¥isit Not Selected x|
L] E &n ackive visit has nok been selected,
L

Figure 39-6: Warning Message Active Visit Not Selected

You can select a locked visit, select a provider, and write a note (for example)
concerning the visit.
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39.1.2 Hospital Admissions Tab

The Hospital Admissions tab shows the hospital visits for the current patient.

39.1.2.1 Hospital Admissions Not Locked

Those hospital admission visits that are not locked will not have a padlock icon in
front of the visit.

Encounter Settings lor Current Activities: 5

I GEMERAL 16-Dec-2004 16:08

[~ Encountsr Location
| L = 2
Appointments / Vists | Hozpital Admizzions . New Visit

GEMERAL 16-Dec-2004 1608

|- Encounter Providers
Al Providers
|USER DEMO

Figure 39-7: Sample Visit Not Locked
Do the following on the Hospital Admissions tab:
1. Select a location of the visit.
2. Select a provider for the visit.

3. Click OK when everything is correct. The information you selected appears in the
top panel of the Encounter Setting for Current Activities dialog.

39.1.2.2 Hospital Admissions Locked

If the property for an existing visit is LOCKED, a padlock icon will display next to the
visit.
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Encounter Settings for Current Activities

| HEWBORN 28-Mov-1386 12232

| Encounter Location
I Appointments / Visits | Hospital Admizsions 4 New Visit :

| Location | Date/Time |
[ & MED-SURG 09Nov-1987 17.26

i MEWBORN

|~Encounter Providess
Al Frovadeds

[TETER SHIRLEY

TIGER PATRICE.

|
|
o] comu |

Figure 39-8: Sample Locked Hospital Admissions Visit

This means that you cannot change PCC data (for example, vitals) associated with the
visit. If you try, a warning message displays.

Active Yisit Not Selected x|
L] E &n ackive wisit has not been selected.
L

Figure 39-9: Warning Message Active Visit Not Selected

You can select a locked visit, select a provider, and write a note (for example)
concerning the visit.

39.1.3 New Visit Tab

Your Clinical Applications Coordinator determines who (user/class) has access to the
New Visit tab.

If you do want to create a new visit, there are the following conditions:
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(a): when the patient has not checked in and the system assumes you are the provider

Figure 39-10: Sample Encounter Settings for Current Activities Dialog (Patient Did Not Check In)

(b): when the patient has checked in and you want to choose a primary provider

Encounter Settings for Current Activities

| <Sislact a location below,>
“Encourter Locstion
Appaintments /Vists | Hospital Admissions | New Vist
Wigit Location Drater of Vesit
l I Friday . Mach ‘I?.Mﬂ
CHAFIT REVIEW .. -
L 2] Time ofVisit
CT SCAN ‘_J I‘IE::H P iIJ
DIABETES ey
LABORATORY e
PEDIATRICS [ Ambudatory =]
S = [~ Cieate aVisit Now
~Encounter Providess
Al Provaders
{USER DEMD
ZIFPER KIMBERLY
-

[ oc ] o |

Encounter Settings lor Current Activities

| <Salact a location below.>
‘Encourter Locstion
Appointments / Visits | Hospital Admissions | New Visit
Wizt Location Date of Visit
f [ Fiday . Mach 17.2006 =
CHART REVIEW = -
CT SCAN _l Time of Yisit -
CT SCAN J |'|2.33F'|'-'| —
DIABETES ;
LABORATORY Type of Vist
PEDIATRICS JAmbulatory =l
uild | [~ Create aVist Now
I~Encountar Providers
&0 Pronaders Providers fof thiz Encounter
I3
BACKBONE MARY A =]
CHRISTIANSON LEANN
DAMIELSOM MIKE - .'ﬂ
DOCTOR,TEST
FISHER ALBERT ANTHONY =] il

0K Cancel
| | |

simm—

Figure 39-11: Sample Encounter Settings for Current Activities Dialog (Patient Checked In)
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Most likely you would NOT use the “Create a Visit Now” check box.

Do the following on the New Visit tab:

1. Select a location of the visit.

2. Select a date for the visit by clicking the drop-down list for the Date of Visit field
to select from a calendar. The default is the current date.

3. Select a time of the visit by manually entering it or by clicking the up and down
arrows to change the time. Select either the hour, minute, or second to change the
time by using the arrows. The default is current time.

4. Select the type of visit by selecting from the drop-down list for the Type of Visit
field. The table below explains the meaning of the options.

Visit Type Meaning

Ambulatory Used for face-to-face visits with a healthcare provider or for visits
involving medication ordering or refills.

Historical Used for documenting historical services or services provided at another
location.

Telephonic Used for telephone calls.

Chart Review Used for documenting information in the patient’s record that is not
historical and did not involve another type of visit (examples: case
management, follow-up on a test results that did not require intervention).

In-Hospital Used for daily activities, such as consults, sending patient for labs,
pharmacy, immunizations, etc.

Day Surgery Used for ambulatory surgery.

Observation Used for an observation visit.

Nursing Home Used for nursing home visit.

Not Found Used for home visits to document that the patient was to have a home
visit but the patient was not there.

5. Select a provider from the scroll list (or search for one by entering the first few
characters of the providers last name in the field below the All Providers label).

6. Add or remove providers by using the arrow keys in the Encounter Providers
group box.

7. Select the primary provider by highlighting the name in the “Providers for this
Encounter” field and clicking the 2| button.

8. Click OK when everything is correct. The information you selected appears in the

top panel of the Encounter Setting for Current Activities dialog.

39.1.4 Second Visit on Same Date

If you create a second visit on the same date, the Similar Visits dialog will display.
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simitar visits x|

The following vigits are similar to the requested visit. Pedform
one of the following actions:

- To use one of these visits, select it and click Select.
= To ignore these visits and create a new one, chick Ignore.
« To return to the preceding dialog, click Cancel

Location Vizit Dale Pimmaiy Provider
LABORATORY  21-Mar-20061313  USER.DEMD

Select | lgricre I Cancel |

Figure 39-12: Sample Similar Visits Dialog

The instructions on the dialog guide you in completing this dialog.
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40.0 Visit Services

The Visit Services panel displays the procedures that have been provided for the
patient visit. You can add, edit, or delete any of the services listed in this panel (when
the editing buttons are active).

Visit Services: i | add | Ed | Delete |
Codo | Nartsiive — _ _ b Disgnosis | P Modber 1 | Modiie 2 | Provider

Figure 41-1: Visit Services Panel

40.1 Web Reference Search

The Web Reference Search for the Visit Services panel depends on if any records are
present or not.

Condition 1: If there are records present, select one and click the LUl button (or select
the Web Reference option on the right-click menu) to go to the UpToDate Reference
Web site for the topic associated with the selected record. You can change to another
Web site by selecting from the Reference Site drop-down list (on the Web site).

Condition 2: If there are no records present, click the LY button (or select the Web
Reference option on the right-click menu) to display the Web Reference Search dialog.

x
Reference Site: I pToDate j
Search Tem: | Search

Figure 41-2: Web Reference Search Dialog

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

The drop-down list for the Reference Site field can be configured.

40.2 Adding a New Visit Service

You must have a visit selected. Follow these steps to add a new procedure:
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40.2.1

Click Add (or select Add New Procedure on the right-click menu) to display the Add
Procedure for Current Visit dialog.

x
CodaSel = CPT Code 1 ICD Procedue Code 1 Transaction Code g |
e
Procedue |] EI Cancsl
[NOTE: I the Procedurs is not selecied # defaults to 00033 - Lincoded CPT Code|
i Princpal
Haratros B Procedure
=
Diisgnasis
15t Modhier. | -]
2nd Modfer: | -]
Quantiy [0 i'

Figure 41-3: Add Procedure for Current Visit Dialog

You use the CPT code radio button to enter CPT code information about the visit. See
“Using CPT Code” on page 337 for more information.

You use the ICD Procedure Code radio button to enter ICD Procedure code
information about the visit (for hospital visits or when you need to add an ICD
Procedure Code). See “Using the ICD Procedure Code” on page 339 for more
information.

You use the Transaction Code method if your facility uses transaction codes (to assign
costs). See “Using the Transaction Code” on page 340 for more information.

Using CPT Code
Make sure the CPT Code radio button is enabled.

1. Type the name of the procedure in the Procedure field or use the lookup function
by clicking the == button to display the Procedure Lookup Dialog. See “Using the

Procedure Lookup Dialog” on page 360 for more information about completing
this dialog. What you select on the dialog populates the Procedure and Narrative

fields.

If you leave the Procedure field blank, the application populates it with .00099 for
uncoded CPT code.

2. The Narrative field is required.
This field is limited to 80 characters; if it is longer than 80 characters, the Narra-

tive Too Long information message displays (after you click Save on the Add
Procedure for Current Visit dialog).
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Marrative Too Long = x|

9 Provider narrative is langer than the alowable Field length of 80 characters,

-
-
/ Do wank bo truncate the narrative to 80 characters?

Figure 41-4: Sample Information Message for Narrative Too Long
Click Yes to have the application truncate the text of the Narrative field to 80
characters.

Click No to close the information message. Return to the Narrative field and edit
the text. The Narrative field has a right-click menu to aid in editing the text.

3. The Principal Procedure checkbox indicates whether or not the procedure you are
adding is the primary one for the visit. When checked, this means this is the
procedure for which to bill. When checked, the “Prim” cell on the grid will
contain Y; when not checked, the “Prim” cell will contain N.

4. The selections in the Diagnosis field come from the purpose of visit. Check the
appropriate selection(s) in the Diagnosis selection panel, if needed.

5. The Quantity field applies to the checked diagnosis; for example, you would enter
the number of toenails removed. If applicable, type (or select with the up and
down arrows) the quantity of the item used in the Quantity field.

x|
Save |
ocedue: |Diabetic M t Pr , Dristitian vist -MEDICARE T National Cod
a- H.{ IC Managemen l:-glram 1A ¥iE Inm EMPOLATY M E ﬂl
[NOTE: If the Frocedure is not selected & defaulls to 00099 - Uncoded CPT Code)

Baerative: | Dizbetic Management Program, Dietitian vist [ron-MEDICARE Temporary NallanarfﬂdE];i =2 E'mbd! g

=

[ttt Bl (s W A comip | fjue Conl Modifie 1 ‘tl :J

Modilier 2n | =l

ﬂuarﬂy.iﬂ E

Figure 41-5: Add Procedure for Current Visit with Data

6. Each Modifier panel has a Lookup Utility to aid in populating it. You can select
up to two modifiers for a diagnosis. You use the modifier to reflect the status of
the procedure as of this visit.

The selections checked in the Diagnosis and the items in the Modifier fields might
influence subsequent billing activity for the visit.
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40.2.2 Using the ICD Procedure Code
This feature should be disabled for this version of the EHR because ChargeMaster
features are not used. The remaining information will be valid once ChargeMaster is
used.
Make sure the ICD Procedure Code button is enabled. This is used for hospitals, for
example or when you need to add an ICD Procedure.
x
CodeSet © CPT Code = ICD Procedue Code 1 Transacton Code = |
[MOTE: Il the Procedus is not selected i delaults o 3339 - Lncoded Opsration)
Hanalive ElF
z
Diagnasi Dperating Prov | =
I Infection
Anesthesiologat | =
AnedthesiaTima [0 =
Figure 41-6: Add Procedure for Current Visit Dialog
1. Type the number of the ICD procedure in the Procedure field or use the lookup
function by clicking the = button to display the Lookup ICD Procedure lookup
dialog. See “Using the Lookup ICD Procedure Utility” on page 363 for more
information. What you select populates the Procedure and Narrative fields.
If you leave the Procedure field blank, the application populates it with .9999 for
uncoded operation.
2. The Narrative field is required.
This field is limited to 80 characters; if it is longer than 80 characters, the Narra-
tive Too Long information message displays (after you click Save on the Add
Procedure for Current Visit dialog).
arrative Tootong 5
b ] Provvider nasrative i langer than the abowable Field length of 80 characters,
“-’j Do wank bo truncate the narrative bo 80 characters?
Yes
Figure 41-7: Sample Information Message for Narrative Field Too Long
Click Yes to have the application truncate the text of the Narrative field to 80
characters.
Click No to close the information message. Return to the Narrative field and edit
the text. The Narrative field has a right-click menu to aid in editing the text.
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The Principal Procedure checkbox indicates whether or not the procedure is the
primary one for the visit. When checked, this means this is the procedure for
which to bill.

The selections in the Diagnosis field come from the purpose of visit. Check the
appropriate selection(s) in the Diagnosis selection panel, if needed.

The Operating Prov field should contain the operating provider name for the
procedure. You can use the lookup utility to search for a name.

The Anesthesiologist fields should contain the anesthesiologist’s name. You can
use the lookup utility to search for a name.

The Anesthesia Time field is measured in minutes. Use the up and down arrows to
change the setting.

40.2.3 Using the Transaction Code

Make sure the Transaction Code radio button is enabled. You use this when your
facility if using transaction codes.

w. Add Procedure for Current Yisit x|

CodeSet ™ CPTCode © ICD Procedws Code 1+ Transachon Cods

Transachon Code: [ _'I

CAM: Charge:
Senvice Classfication:
CPT
CPT Modifier;
A evenise Coda:
Department:

Figure 41-8: Transaction Code Entry

Type the transaction code in the Transaction Code field or use the lookup function

by clicking the =l button to display the Lookup Transaction dialog. See “Using
the L ookup Transaction Code Utility” on page 364 for more information.

Once the transaction code is selected, the remaining fields become populated.

40.2.4 Completing the Add Process

1.  When the Add Procedure for Current Visit dialog is complete, click
Save.(Otherwise, click Cancel.)
2. The Add process adds a record to the Visit Services and Historical Services
components. The “new” records will be in blue lettering.
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If you delete one of these “new” records, it deletes the other one.

40.3 Editing a Visit Service

You must have a visit selected. Follow these steps to edit an existing visit service:

1. Select the record you want to edit and click Edit (or select Edit Procedure on the
right-click menu). The Edit Procedure for Current Visit dialog displays, showing

the existing information.

w, Edit Procedure for Current Yisit ' x|

Save I
aduse: |ICapilary Blood Draw
roceduse: | Cancel |
[NOTE: If the Procedure is not selected & defaults 1o 00053 - Uncoded CPT Code|
Masrative: | Cobection Of Capdlary Blood Specimen [eg. Finger. Heel, Ear Stick] e Wﬁme

1as Capdlary Dz Mec/nos X
M Capalary Dz Nec/n Hm'1$t|Hmu—5u|?‘|_lrl

1L (el [

Magdiier 2nd |

Quantiy: 1 E

Figure 41-9: Sample Edit Procedure for Current Visit

2. You can edit any of the fields on the dialog. See “Adding a New Visit Service”
on page 336 for more information about editing the fields on this dialog.

3. When the edits are complete, then click Save to save your edits. (Otherwise, click
Cancel.)

40.4 Deleting a Visit Service

You must have a visit selected. Follow these steps to delete a visit service:

1. Select the visit service record you want to delete. Then click Delete (or select
Delete Procedure on the right-click menu) to display the “Delete Entry?”

information message.
5|

"-\-?’J Ase you sure you wank bo delete the procedure entry?

Figure 41-10: Delete Entry Information Message

2. Click Yes to remove the selected record. (Otherwise, click No.)
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40.5 View Visit Detall

The Visit Services panel has the “View Visit Detail” option on the right-click menu.
See “Visit Detail Information” on page 365 for more information.
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41.0 Vitals Measurements

The Vital Measurements component displays the vital measurements for the current
patient. You can sort any column by clicking on its heading.

¥ital Measurements

Wital | " alue | Date + |
THMP SE8F[3ELC) 18-Jun-2007 10:23
PU a0 Amin 22-hay-2006 12:22
RS 20 min 22-hay-2006 12:22
HT 40in [101.E cm) 22-May-2008 12:22
WT N b[13E1 ka) 22-Map-2008 12:22
Bhdl 1318 22-hay-2006 12:22

Figure 41-1: Figure 3- 3: Sample Vital Measurements Panel

The XIAOCVVN CIAOCVVM VITAL LIST parameter determines which vital signs
appear on the Vital Measurements panel. The CIAOCVVM TEMPLATE parameter
determines the parameters that appear on the Vital Measurement Entry dialog. Your
Clinical Applications Coordinator sets both parameters.

41.1 Entering Vital Signs

Make sure a patient and visit are selected. Follow these steps to enter new vital signs
for the current patient:

1. Select the Enter Vitals option on the right-click menu of the Vital Measurements
component to display the Enter Vitals dialog. Make sure you are on the Enter
vitals tab of the dialog.

Erter vilals ; .
Drefault Urde [ 18 Jur 2007 03:43 Rargs Unite
L Tempesshure F
Pule E0 - 100 iy
02 Saburstion %
Peak Flow
Blsod Preassue 40 -150 mimHg
Hesght n
\Wheight b
Pan
Haad Cicumfersnce
Fundal Height
Fetal Hearl Tones
Edema
‘et Circumbersnce 17 -40 in
Wision Comected
Wision Unconected

gl

Heve D ateTime pedate Riesst

Figure 41-2: Sample Vital Measurement Entry Dialog
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Your local CAC determines the vital measurements available on this dialog.

The Default Units option on the drop-down list is configured in the RPMS. When this
option is displayed, this means when you enter a vital measurements value, the units of
measure is determined by the Default Units.

41.1.1 Changing to Units of Measure

2.

You can select the units of measure (other than the Default Units) by clicking the
drop-down list and selecting one.

Drefault Units E

U5 Units
Metric Units
Figure 41-3: Options on the Units of Measure Drop-Down List

After you select another units of measure, the Confirm information message

displays.
,:J
‘::..) You must commit pending changes before changing unts,

Do you wank bo commit these changes now?

o |

Figure 41-4: Confirm Information Message for Changing Units

Click Yes to commit your current changes and to use the “new” units of measure
for the vital measurements input. (Otherwise, click No.) After clicking Yes, the
currently-entered vital measurements are displayed on the Triage Summary
component; in addition, the currently-entered vital measurements change to the
selected units of measure.

41.1.2 Adding/Changing a Current Value

4. You can change a current value or enter a new value on the Vital Measurement
Entry dialog.
Changing: Select an existing value and enter the new value.
Adding: Put the cursor in the cell you want to change and enter the value.
When you leave that cell, the background color of the cell changes to yellow.
Fiespirations Smin
02 Saturation 52 %
Peak Flow
Blood Pressure 30 - 150 mmHg
Height in
- ] Weight 125 b
Figure 41-5: Sample Vital Measurement Entry Dialog with Changed Value
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5. You will receive an alert if you enter a value that is outside the acceptable range
(various ranges are on the dialog). In most cases, the alert informs you of the
acceptable range.

41.1.3 Adding Measurements for a New Date/Time

You can add measurements for a new date/time. For example, you might want to
record more than one blood pressure for the same visit.

6. Click New Date/Time to add another column showing the current date and time.
Entas witals

| Dotz Urits v | 18vun20070343 | 18920071015 | Range | ums
@  Temperohae %6 I F
Fuise BO-100 | /min
frin
%

Respuation:

102 5 aluestson
Peak: Flow

Elood Prattue 30- 150 mmHg
Height in
Wwhaight 123 4558656 b

Pain 5

Head Cecumisencs 12

Fundlal Hesght cm

Fetal Heart Tones

Edema

‘wiaish Cecumissenca 17- 40 in
Wision Coereced

Wition Lncomeclesd

Hew Date/Time | vioe | Resst |
Figure 41-6: Sample Vital Measurement Entry Dialog with New Date

7. You can enter the appropriate new vital measurements in the “new date/time”
column.

You can enter more than one “new date” measurements for a visit (by clicking the
New Date/Time button); this adds another column to the grid.
41.1.4 Clearing Measurements

You can clear all of the measurements currently being entered by clicking the Reset
button. The Confirm information message displays.

Confirm

\?l) You will lose pending changes. Do wou wish bo continue?

Figure 41-7: Confirm Information Message
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Click Yes to remove all of the current values. (Otherwise, click No to retain all values.)
You remain on the Enter Vitals dialog.

41.1.5 Updating Enter Vitals

8.

When the Vital Measurement Entry dialog is complete, click Update. Any
changed/added measurements are reflected on the Vital Measurements panel as
well as on the Enter Vitals dialog. All updated data is added to the Triage
Summary component. You remain on the Enter Vitals dialog.

41.2 View Vitals Tab

Select the View Vitals tab to review the vital measurements taken in the past.

nter vita View Vitalz
Vital | Wahse | Date = |
THP SBEF [37C) 23-May-2008 11:10
PU &8 Jmin 23-May-2006 11:10
RS 20 feniny 23-Ma-2006 11:10
BP 130400 mmHg 23-Map-2006 11:10
WT 165 b [74.84 kg)  23-May-2006 11:10
P4 [ 23-Map-2008 11:10
D2 %X 10-ha- 2006 1344
HT Edin 16256 cm)  05-bay-2006 1304
BMI 2832 05-bap- 2006 1304
Wil 20in [76.2 cm) 05-bap-2006 1304

Figure 41-8: Sample Historical Vital Measurements Information

If you need to enter new vital measurements for the patient, do one of the following:
(1) select the Enter Vitals option on the right-click menu from this tab or (2) select the
Enter Vitals tab. This moves you to the Enter vitals tab where you can enter the
information.

41.3 Viewing a Graph for Selected Vital Measurement

This section deals with graphs for adults. Follow these steps to view a current vital
measurement:

1.

Click once on the vital sign (in the Vital Measurements component) that you want
to view in the graph.

2. This opens the Vitals window. The top part of the window shows a spreadsheet of
the most recent vital sign measurements for the current patient.
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3. You can choose how far back you want to display the vitals by highlighting a
option under the Enter Vitals button.

@vials =
O gy 200085 1300 | 100 e 2000050 13004 | 230 ey 200006 171100 { 1 B Juane U7 102043 | 1 Bune 20007 1015 -
02 5.shuation E] ] X
Blood Pressune 30 90-150 mmHg
Hisight n
[l 165 e 165 12146 L]
Head Cecumimence 12 n
Boaky Maass Index 2 e
Fain 3 ] 1] 5
izt Creurbesance El] 1740 n -
L4] Ll
T’:,:"w‘*"' | [— RetRange #—Sysiolc 8- Déastoic ||
e o T T S T M
T hesdi 145 i i ; ;
Ore Morth 140
ENHTMH: 155
Tom Yom 130 | » .
125
Diste Hangs 120
: gns
| Drediuskt Lirits _'] £ 110
105
[ Walues 100
[ 3 L L R e — -
[ Age 75 i 1
2R 105 A1 05 05 B 05 104 05 120 105 20 106 AR DS B S

Figure 41-9: Sample Vitals for Selected Vital Measurement

4. You can determine the units of measure by selecting an option on the drop-down
list (Default Units, Metric, US Units).

5. You can enter new vitals by clicking the Enter Vitals button to display the Enter
Vitals dialog. See “Entering Vital Signs” on page 343 to complete this dialog.

6. You can select another measurement you want to view by selecting a row in the
grid in the upper part of the dialog.

7. You can choose what type of graph you want to display by selecting one or more
of the following:

The Values option places the numerical results next to each point on the graph.

Zoom lets you enlarge a part of the graph by clicking and dragging from above
and to the left of the area to below and to the right of it.

3D makes the graph into a simple three-dimensional representation.
Grid adds grid marks to the graph.

Percentile: shows the percentile increments on the right-side of the graph (if any).
This option is limited to height, weight, head circumference, and BMI.

Age changes the lower scale (like the x-axis) to age increments.
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BREEEBRER

|+Bc-d:.rHa55hdI:x |

1208 A 903 2E0S205 290520 022305305 2053 GBS 0SE0054E054 1 08200527 055405

Figure 41-10: Sample Graph with Values

41.4  Viewing Growth Chart for Selected Vital Measurement

You can view a growth chart of a selected Vital Measurement for a child. The
application supports percentiles for stature, weight, head circumference, and BMI.

Follow these steps:

1. Click once on the vital sign you want to view as a growth chart.

2. This opens the Vitals window. The top part of the window shows a spreadsheet of
the most recent vital sign measurements for the current patient.

3. The graph displays in the lower, right part of the window.

4. You can choose how far back you want to display the vitals by highlighting a
option under the Enter Vitals button.

5. You can determine the units of measure by selecting an option on the drop-down
list (Default Units, Metric, US Units).

User Manual 348 Vital Measurements

September 2007



Electronic Health Record (RPMS-EHR)

vl.l

152007 10:23

T ernperstue

%8

[Patze

Finspaation:

Hoight
[Weight

Bleschy M iz I

E rbes Wilals.. I

Tooday

O ek,
v s
Ore Morh
St Morths
O 'fea
Twio Yemis

[rste Hangs
Cvesd it Lt "]

W ahues

[~ Zoom
o

¥ Grd

[ fge

¥ Peiceribes

e EEESLLZEE

NEHBdER

- FR[UEMEY -

1AO2 1HO3 1AD4 1HIDS 1A08 1A DT 1A08 1A0E 1AAD 1AA1 1AAZ 1AA3 1A74

Figure 41-11: Sample Vitals for Selected Vital Measurement

You can enter new vitals by clicking the Enter Vitals button to display the Enter
Vitals dialog. See “Entering Vital Signs” on page 343 to complete this dialog.

You can change what vital measurement you want to view by selecting it from the
grid in the upper part of the Vitals window.

The graphs are compared to national averages developed by the National Center
for Health Statistics in collaboration with the National Center for Chronic Disease
Prevention and Health Promotion (2220). The standard is to display the following

percentile curves: 51, 10t 25t 50t 75t 9ot and 95t

You can choose what type of graph you want to display by selecting one or more
of the following.
Values places the numerical results next to each point on the graph.

Zoom lets you enlarge a part of the graph by clicking and dragging from above
and to the left of the area to below and to the right of it.

3D makes the graph into a simple three-dimensional representation.
Grid adds grid marks to the graph.

Percentile: shows the percentile increments on the right-side of the graph. This
option is limited to height, weight, head circumference, and BMI.
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Age changes the lower scale (like the x-axis) to age increments.

Figure 41-12: Sample Graph of a Selected Vital Measurement
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42.0 Glossary

Term
Action

Business Rules

CAC

Clinical Coordinator

Consult

Cover Sheet

CPRS

Discontinued Orders

GUI

Notifications

Order Cancellation

Order Checking

Definition

A functional process that an individual uses in the EHR, such
as Edit, Complete, or Delete. An action is also called a
protocol.

An action in Consults can be selected throughout processing
to 1) control screen movement, 2) add new consult orders, or
3) process existing orders.

Definitions that restrict access to certain function by
determining which User Class/subclass can perform specific
functions within documents.

Clinical Applications Coordinator. The CAC is a person at a
medical facility assigned to coordinate the installation,
maintenance, and upgrading of CPRS and other software
programs for the end users.

See CAC for definition.

Referral of a patient by the primary care physician to another
hospital service/specialty, to obtain a medical opinion based
on patient evaluation and completing of any procedures,
modalities, or treatments the consulting specialist deems
necessary to render a medical opinion.

Consults in EHR are used to request and track consultations
from one clinician to another clinician or service.

A screen of the CPRS patient chart that displays an overview
of the patient’s record.

Computerized Patient Record System, the VistA package that
provides access to most components of the patient chart.

Orders that are discontinued or cancelled.

Graphical User Interface, a windows-like screen with pull-
down menus, icons, pointer device, etc.

Alerts regarding specific patients that appear on the patient
chart.

A request to stop performance of a consult request; the order
can be edited or reactivated.

A component that reviews orders as they are placed to see if
they meet certain defined criteria that might cause the
clinician placing the order to change or cancel the order (e.g.,
duplicate orders, drug-related test interactions, etc.).
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Order Discontinuation

PCE

Progress Notes

Quick Orders

Result

Service

TIU

User Class

VistA

A request to stop (discontinue) performance of a consult
request.

Patient Care Encounter is a VistA program that is part of the
Ambulatory Data Capture Project (ADCP) and also provides
Clinical Reminders, that appear on Health summaries.

A series of notes tracking a patient’s progress during
treatment.

Quick Orders allow you to enter any kinds of orders without
going through as many steps. They are types of orders that
physicians have determined to be their most commonly
orders items and that have standard collection items, routes,
and other conditions

A consequence of an order. Refers to evaluation or status
results. When you use the Complete Request action on a
consult or request, you are transferred to TIU to enter the
results.

A clinical or administrative specialty (or department) within a
medical facility.

Text Integration Utilities, a RPMS document management
application. This package does document handling that
includes Consults, Discharge Summary, and Progress Notes,
and will later add other document types, such as surgical
pathology reports.

Groups defined by personnel job functions used to designate
access to documentation functions such as Editing,
Completing, or Deleting.

User Classes are for those who handle patients.

Veterans Information Systems Technology Architecture.
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43.0 Appendix A: Lookup Utilities & Other Functions

This appendix is used for reference information about various lookup utilities and
other functions in the EHR.

43.1 Lookup Utilities

The following provides information about using the various lookup utilities.

43.1.1 Using the Lookup Utility Dialog for Administered By

You access the Lookup Utility by clicking the = button at the end of the Administered
By field. You use this dialog to search for and select a person’s name for the
Administered By field.

x
Search Value [ J C ek | 4,
Cancel

Figure 43-1: Initial Lookup Utility Dialog for Administered By

Follow these steps to complete the Lookup Provider dialog:

1. To search for a person’s name, type a few characters of the person’s last name in
the Search Value field and click Search.

The appropriate names display in the lower part of the dialog. If this is not the
name for which are looking, repeat Step 1.

N |
Search Criteria

Search Value: [br

Sedect one of the followang reconds:
Provider / -

BRADBURY MARK E

BRADY CALVIN

BRAND CAROL A

BRAND ROBERT

BAAND SHERI L

BRAND MWwILLLAM

BRAMDEBERRY KRISTEM

BRASHER.DIANE P

BRASHER.LESLIE L ﬂ

(ol TN Wl W TR T

Figure 43-2: Lookup Utility Dialog for Administered By with Data

2. Highlight the appropriate record in the lower panel and click OK. The selected
record will populate the Administered By field. (Otherwise, click Cancel.)
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43.1.2 Using the Lookup Utility Dialog for Location

You access the Lookup Utility by clicking the = button at the end of the Location
field. You use this dialog to search for and select a location for the Location field.

w, Lookup Location

. =
Search Value | Seaich %.;l

Seldect one of the following reconds

Location / |-

ABERDEEM ADMINISTRATION

ABERDEEM 20

ABERDEEM URBAN

ACL HOSPITAL

ACL-ATGS CENTER

ADAK

ADAK MEDICAL CLIMIC

ADDICTION RECOVERY UMNIT

AFTERCARE/ADOL OP PROG

AHHJ-BE-MAH-DIZ HALPwAY

AIN-DAHANG HALPWAY HS :I
Figure 43-3: Initial Lookup Location Dialog

Follow these steps to complete the Lookup Location dialog:

1. You can scroll the list to the location and select it. Otherwise you can search for a
location.

2. To search for a location, type of few characters in the Search Value field and click
Search.

The appropriate locations will display in the lower part of the dialog. If this is not
the location for which you are looking, repeat Step 2.

x|
Search Value [cher Seaich
Cancel

Setect one of the following recoeds

Locabion /
CHER NTH BARTLESVILLE HLTH CLM
CHER MTH YINITA HEALTH CLIMIC
CHEROKEE CHEM, DEP, LINIT
CHEROKEE CO HOLIMIC

CHEROKEE IMD1AM HOSPITAL
CHEROKEE HATION EYE CLIMIC
CHEROKEE MATION GA-DIU-GI CLIM
CHEROKEE MATION MUSEDGEE HC
CHEROKEE MATION TAHLEQUAH CLIM
CHERDKEE 5C

CHEROKEE WOMEN'S WELLMESS CTR ll
Figure 43-4: Lookup Location Dialog After Search
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3. Highlight the appropriate record in the lower panel and click OK. The selected
record will populate the Location field. (Otherwise, click Cancel.)

43.1.3 Using the Lookup Utility Dialog for Provider

You access the Lookup Utility by clicking the = button at the end of the Provider
field. You use this dialog to search for and select a name for the Provider field.

Follow these steps to complete the Lookup Provider dialog.

X
Ok
Search Value | Search Ll
Cancel

Figure 43-5: Initial Lookup Provider Dialog

1. Type a few characters in the Search Value field and click Search.

2. The appropriate names will display in the lower panel of the dialog. If this is not
the data for which are looking, repeat Step 1.

x|
Seanch Yalue |ha Seach |
Cancel
Select one of the following reconds

Provider /

HAMSTRASCOTT

Figure 43-6: Sample Lookup Provider Dialog After Search
3. Highlight the appropriate name in the lower panel and click OK. The selected
record will populate the Provider field. (Otherwise, click Cancel.)
43.1.4 Using the Lookup Utility Dialog for Clinic

You access the Lookup Utility dialog by clicking the = button at the end of the Clinic
field. You use this dialog to search for and select a value for the Clinic field.
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x|

SearchVaie | [Coowch | ——

Selact one of the following records

Caze Management Services
Cast Room

Chart Reviiec Mod
Chestdnd Th
Chioocachs :IHT

Figure 43-7: Initial Lookup Clinic Dialog

Follow these steps to complete the Lookup Clinic dialog:

1. Alistof clinics display in the lower part of the dialog. You can highlight one and
click OK. Otherwise you can search for one.

2. To search for a clinic, type a few characters in the Search Value field and click
Search.
The appropriate clinics will display in the lower panel of the dialog. If this is not
the clinic for which are looking, repeat Step 2.
. Lookup Clinic .!.I

Seaich Vaue [in Search =
Cancel
Infant Stirndation
Intemal Medicine
Figure 43-8: Sample Lookup Clinic After Search

3. Highlight the appropriate record in the lower panel and click OK. The selected

record will populate the Clinic field. (Otherwise, click Cancel.)
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43.1.5 Using the Lookup Utility Dialog for Hospital Location

You access the Lookup Utility dialog by clicking the = button at the end of the Hosp.
Location field. You use this dialog to search for and select a value for the Hosp.
Location field.

w. Lookup Hospital Location

DIABETES

GEMERAL

ICU

LABORATORY

HURSERY

08 waRD

PEDIATRICS E
Figure 43-9: Initial Lookup Hospital Location Dialog

Follow these steps to complete the Lookup Hospital Location dialog:
1. You can scroll the list and select a location. Otherwise, search for a location.

2. To search for a location, type a few characters of the hospital location in the
Search Value field and click Search.

The appropriate hospital locations will display in the lower panel of the dialog. If
this is not the hospital location for which are looking, repeat Step 2.

w, Lookup Hospital Location N .’.‘J
Search Value [pe Seaich |
Cancel
Select one of the following records
Location

FEDS WARD

Figure 43-10: Sample Lookup Hospital Location After Search
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3. Highlight the appropriate record in the lower panel and click OK. The selected
record will populate the Hosp. Location field. (Otherwise, click Cancel.)

43.1.6 Using the Lookup Utility Dialog for Provider Discipline

You access the Lookup Utility dialog by clicking the = button at the end of the Prov.
Discipline field. You use this dialog to search for and select a value for the Prov.
Discipline field.

x|
Search Vahe | | Search | L’

Cancel

Select one of the following records
Dm |-

ADMINISTRATION

ALCOHOLISMASUE ABUSE COUMSELOR

AMBULAMCE DRIVER

ANESTHESIOLOGIST

AUDIOLOGIST

AUDIOLOGY HEALTH TECHMICIAN

AUDIOMETRIC TECHMICLAM

CARDIOLOGIST

CASE MANAGERS

| CHIROFRACTOR i)
Figure 43-11: Initial Lookup Discipline Dialog

Follow these steps to complete the Lookup Discipline dialog:

1. Alist of provider disciplines display in the lower part of the dialog. You can high-
light one and click OK. Otherwise you can search for one.

2. To search for a provider discipline, type a few characters in the Search Value field
and click Search.

The appropriate provider disciplines will display in the lower panel of the dialog.
If this is not the disciplines for which are looking, repeat Step 2.
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w, Lookup Discipline

COMTRACT PSYCHIATRIST

CONTRALCT PSYCHOLOGIST

CONTRACT SOCIAL WORKER

Figure 43-12: Sample Lookup Discipline After Search

Highlight the appropriate record in the lower panel and click OK. The selected
record will populate the Prov. Discipline field. (Otherwise, click Cancel.)

43.1.7 Using the Diagnosis Lookup Dialog for ICD

You access the Diagnosis Lookup dialog by clicking the = button at the end of the
ICD field. You use this dialog to search for and select the diagnosis for the ICD field.

Lookup Optiore & Lesicon ICD

Search Vahe | | Seaich |

Select rom one of the following items:

W Retun Search Test as Nanatve ok | Cancel |
Figure 43-13: Diagnosis Lookup Dialog

Follow these steps to complete the Diagnosis Lookup dialog:
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1. Enable the appropriate radio button for the search. The Lexicon Utility uses a
common language of terminology. The Clinical Applications Coordinator can
make the Lexicon the default radio button.

2. The “Return Search Text as Narrative” checkbox (when checked) allows the EHR
to populate the Narrative field with whatever you enter in the Search Value field.
Otherwise, the Narrative field is populated with whatever is selected for the ICD
field.

3. Type a few characters of the diagnosis in the Search Value field and click Search.

4. The appropriate diagnosis appear in the lower panel of the Diagnosis Lookup
dialog.

Diagnosis Lookup

Lookup Optiore % Lexicon ¢ ICD

Search Vakse: |cou Seach |

Sedect from one of the following tems:
Code | Disgnosis -

VeSS Courseling NEC

964 2 Coumadin T osicity

0338 ‘whioping Cough MEC
WED.41  Ewercize Counseling

03239 Whoopmng cough <Swmptoms
WES.49  Other Specified Counseling
4843 Prieumonia in whooping cough
VES40  Oiher Unspecilied Counseling
V2509  Conbacsplion, counssling MEC
0335/484.3 ‘Whooping cowgh, with preumonia

Whb43 LCounseling on Injuy Prevention
VER3 Distary Swveillance and Counzehng

0333  ‘whooping Cough -

[ FebhanSearch Test as Marratve ak | Cancel |

Figure 43-14: Selecting a Diagnosis

5. If this is the wrong set of diagnosis codes, enter a new diagnosis in the Search
Value text field, and then click the Search button. If necessary, repeat this until
you find the correct diagnosis.

6. You can sort the Code or Diagnosis column by clicking on the column heading.
Use the scroll bar to view the entire list. When you have found the correct
diagnosis, highlight it and click OK (or double-click the diagnosis). (Otherwise,
click Cancel.)

7. The selected diagnosis will populate the ICD and Narrative fields.

43.1.8 Using the Procedure Lookup Dialog

Follow these steps to use the Procedure Lookup dialog:
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1. Click the = button at the end of the Procedure field to display the Procedure
Lookup dialog.
i Procedure Loakup
Lookup Optior: (% Lewicon ¢ CPT
Search Vahue: | Search |
Inchuded [ Medical [¥ Swgical [# HCPCS [T E&M
Code Sets: [ Radiology [ Labaratory [~ Anesthesia
Sedect from one of the folowing kems:
1 | k]
[~ Retun Search Text as Narative } | Cancel |
Figure 43-15: Initial Procedure Lookup Dialog
2. Enable the appropriate radio buttons where you want to search for the procedure.
3. The “Return Search Text as Narrative” checkbox (when checked) allows the EHR
to populate the Narrative field with whatever you enter in the Search Value field.
Otherwise, the Narrative field is populated with whatever is selected for the
Procedure field.
4. Search for a procedure by entering a few characters in the Search Value field and
clicking Search. The related procedures display in the lower part of the dialog.
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Lookusp Optiore % Lewicon ¢ CFT
Search Value |cut Search

Inchuded ¥ Medical [ Swigeal | HCPCS I ExM
CodeSels: [~ Hadwlogy | Laborstore | Anesthesa

Sedect from one of the following ibems:
Code | CPT -
Cutaneous; Vescolonmsy
50345 Cutaneous AppendicoVesicoshomy
2E420  Cubdowan Verpunicbae [under sge 1)
6425  Cubdown Vermpunchue [a9e 1 of over)
E4774  Excision of Neuroma of Cutanecus Nesve
44540 Closure of Intestinal Cutaneows Fistula
53025 Meatolomy for Cutting of Meastus [mfant]
50727 Rewigion of Unnary-Cutaneous Anastomosis
43520 Pyloromgotomy with Cutting of Pylone Musale
53020 Meatotomy for Cutting of Meatus [except mdant]
07856 Cublting of a tempotomardibular joint rmusche [rsstonng]
BATE2  Excision of Neurohbroma or Neurolammoma of Cutaneous Nerve ﬂ

[ FRetun Seach Texd as Narative oK Cancel |
Figure 43-16: Procedure Lookup Dialog After Clicking Search

5. Ifthis is the wrong procedure, re-enter the characters in the Search Value field and

click Search until you attain the correct procedure.

6. You can sort the Code or CPT column by clicking on the column heading. Use the

scroll bar to view the entire list. When you have found the correct procedure,
highlight it and click OK or double-click the procedure. (Otherwise, click

Cancel.)

7. The selected procedure will populate the Procedure and Narrative fields.

43.1.9 Using the Diagnosis Lookup Dialog

Follow these steps to use the Diagnosis Lookup dialog:

1. Click the ellipsis (z=) button by the appropriate field to display the Diagnosis

Lookup dialog.
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Diagnosis Lookup

Lookup Option: & Lesicon ¢ ICD

Search Vahe | Seaich
Select from one of the following items:

W Retun Search Text as Nanative Ok | Cancel |
Figure 43-17: Diagnosis Lookup Dialog

2. Enable the appropriate button where you want to search. The Lexicon Utility uses
a common language of terminology. The Clinical Applications Coordinator can
modify this utility so that the Lexicon radio button is the default one.

3. The “Return Search Text as Narrative” checkbox (when checked) allows the EHR
to populate the Narrative field with whatever you enter in the Search Value field.
Otherwise, the field is populated with the selected description.

4. Add a few characters in the “Search Value” field. Click Search. A list displays in
the lower panel, where you can select an item.

Select one of the items and click OK to have the selected item added to the
appropriate fields on the dialog.

43.1.10 Using the Lookup ICD Procedure Utility
Follow these steps to use the Lookup ICD Procedure dialog:

1. Click the = button at the end of the Procedure field to display the ICD Procedure
Lookup dialog.
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. Lookup 1ICD Procedure x|

Search Value [ [Cseaen | x|

Sefect one of the following records
| Procedure

161 360 degree spinal fusion single incision approach

3BT ABDOMIMAL-CORONARY ARTERY BYPASS

#8572 ADVANCEMENT OF PEDICLE GRAFT

41.08 ALLOGENEIC HEMATOPDIETIC STEM CELL TRANSPLANT WITH PURGING
41.05 ALLOGENEIC HEMATOPOIETIC STEM CELL TRANSPLANT WITHOUT PURGING
5285 ALLOTRANSPLANTATION OF CELLS OF ISLETS OF LANGERHANS

75.37 AMNIDINFUSION

¥350 ANGIDOPLASTY OR ATHERECTOMY DF OTHER NOM-COROMARY VESSELIS)

78 AQUAPHERESIS e
i | 2

Figure 43-18: Sample Lookup ICD Procedure Dialog

2. You can select from the list in the lower grid or enter a search value and click
Search to search for the ICD Procedure.

Select one of the items and click OK to have the selected item added to the
appropriate fields on the dialog.

43.1.11 Using the Lookup Transaction Code Utility
Follow these steps to use the Lookup Transaction Code dialog:

1. Click the = button at the end of the Transaction Code field to display the Lookup
Transaction Code dialog.

w, Lookup Transaction Code x|

Search Valus | Seaich o

Figure 43-19: Sample Lookup Transaction Code Dialog
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2. You can select from the list in the lower grid or enter a search value and click
Search to search for the transaction code.

Select one of the items and click OK to have the selected item added to the
appropriate fields on the dialog.

43.2 Right-Click Menu to Edit Text

All of the free-text fields in the EHR contains a right-click menu to edit the existing
text.

LInda

Zuk
Copy
Paste
Delete

Select Al
Figure 43-20: Right-Click Menu to Edit Text

The options on this menu do the following:

Undo: Removes the last edit to the text.

Cut: Removes the selected text and places it on the clipboard.
Copy: Places the selected text on the clipboard.

Paste: Places the text on the clipboard at the current cursor location.
Delete: Removes the selected text.

Select All: Selects all of the text.

43.3 Visit Detall Information

Several EHR components have the “View Visit Detail” or “Display Visit Detail”
option on the right-click menu. Select an existing record on the component and then
select that option to display the pop-up containing information from the visit file.
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& visit Detail o =T
RN: 5465 DOS: 25-Sep-2000 09:00 VISIT IEN: 46 =
----------------------------- PC FOLLOWUP VISIT ----——-———-—m-mmmmmmmmmmmcmme
<Page 1> —
AUTHOR: RUDD,MILES PATIENT NAME: DEMO,FATHER
SIGMED BY: RUDD,NMILES STATUS: COMPLETED
VISIT: SEP 25, 2000809:00 LOCATION: TEST CLINIC

Diabetes Juarterly Exam
Date of Visit: SEF 25, 2000
Patient's Primary Care Provider: De. Fudd

Chief Complaint: Evaluation and Management of Type 2 DM.

SUBJECTIVE: Mr. Demo has had Type 2 DM for less than 1 year. He is
currently treated with metformin. He has seén improvements in his blood
sugars. However, 13 has been 5 months since hiz last visit., He reports
that he has been compliant with his medication=. He has successfully
stopped using tobacco as of 3 months ago.

A
Fonk [T g2 Print.. |
Size:

.

Ciose_|

Figure 43-21: Sample Visit Detail Information

Click Close to dismiss the pop-up.

You can change the font size of the text displayed in this pop-up by adjusting the size
in the Font Size field (enter manually or use the up and down arrows). Note that this

does not change the size of the text on the output (when you print).

Click Print to choose a printer and to output the (entire) contents of this pop-up to the
specified printer. Note that the Print button might be there; it is according to how the

component is configured.

The detail pop-up has a right-click menu where you can copy selected text and paste it
into any free-text field within the EHR or into another application (like MS Word). See
“Right-Click Menu to Edit Text” on page 365 for more information.

43.4  Printer Setup

You can specify the number copies of the current document as well as specify which

printer to use. Follow these steps:

1. Select File - Printer Setup to display the Printer Selection dialog.
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Printer Selection x|
Local Printers 1
|

Shbucdir-b1 wing\HP4500-Color
Whbuedie-bl winghSTeber

Micrazoft Office Document Image \Wiibes
Fau

Adobe PDF

1-5tep RoboPDF

~FAemote Printers

LASER 132 -
RHLABEL 95 j

WUECEMTRIC TECH SUPFDRT 78

Copies: [1

Save as pour defaul printer [~

s, | [0k ] | cae |

Figure 43-22: Printer Selection Dialog

2. You can select either a local printer or a remote printer.

3. You can specify the number of copies in the Copies field. The default is 1.

4. You can indicate that your selected printer (in Step 2) as your default printer by
checking the “Save as your default printer” checkbox.

5. If other setups are needed (after selecting your printer), click the Setup button to
display the Print Setup dialog. Most commonly, you use this dialog to specify the
orientation of the output.
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Shhucdi-blwinsh\S Teter

Statsr:  Ready
Type: HF Lazenlet 2100 Senes FS
‘Where:  8N2

Comment Shitley Teter (OIT Tucson)

i~ Paper | |- Drientstion
Sige:  [Letter =  Porrai

""Lmdmm

Source:  [Automaticaly Select =l

Metwork... | [ o ] cancef]

Figure 43-23: Print Setup Dialog

When the Print Setup Dialog is complete, click OK to return to the Printer
Selection dialog.

6. When the Printer Selection dialog is complete, click OK. (Otherwise click
Cancel).

The contents of the document will output to the specified printer.
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44.0

Appendix B: Templates

Templates are created to enable someone to add boilerplate information to a free-text
field. For example, you can use templates to add information to your progress notes.

If the system level for the Parameter for Templates in TIU is full access, all users can
make personal templates. Only those in the status of Clinical Coordinator can create
template fields.

The idea of template fields comes from a type of document you can create in MS Word
called Forms. Forms are protected documents that restrict the user of the form to
editing only specific areas of the text. The unprotected areas of a Form are called Form
Fields. In the EHR we can simulate protected documents by using Template Dialogs.
Within a Template Dialog, users of the template are restricted to editing only specific
areas of text that contain Template Fields.

Template fields are added to boilerplate text in the same manner as patient data
objects. Special text is used in the boilerplate to represent the template field. This text
must be in the format: {FLD:Field Name}. The template field will appear in the dialog
where this special text is located.

44.1 Creating a New Template

Follow these steps to create a new template:
1. Go to the Notes, Consults, or Discharge Summary window.

2. Select Options - Create New Template to display the Template Editor dialog.

=loix|
Edt_deson Took Now Tengiste |
Shared Templates Parsonal Templates Personal Template Froperties
* Shamsd Templabes - E HyTernpld:: - Hmﬂ Eﬁm
+ Drocusmert Tilhes Mo Template
= Consull Aieasons for Reguest % Mon Forrmdsiy/ Restic Tmﬁ.!‘ rHﬂ!’.[ T esmplate 3
B NOMFORMULARY DF || 512 =l
P [ Well Chid Conauk 5 Active Ty
ﬂ [B Mutritioe Consul o o
Phmmacy Conzult =G
Carole OB visk ; =
B Op-Keldar = | Eachid =0
B P Fareatis 1stvist = T = Hide Driatgil ey
1 o Bl
P Hidelnactive 4| 8| elete X| [ 00000 o T
Temglste Bodeiplats ™ Allow Long Lines Linet Caurn
™ Eht Shaied Templatas I~ Show Tempiste Hotes ok Concel | appy |

Figure 44-1: Template Editor Dialog
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3. The “Edit Shared Templates” should be unchecked. Enter a name for the template
in the Name field of the Personal Template Properties panel (it cannot be New
Template).

4. You enter the text of the template in the Template Boilerplate panel. This panel
has a right-click menu to aid in entering and editing the text. For example, you
can Paste copied text from another free-text field within EHR into the Template
Boilerplate panel.

Uredo -2
Cuk ke
Copy Chr-C
Select Al ChrH-a
Trsect Patient Data (Object) QI
Insert Template Field Chri4F
Chesck: for Errors Cri+E
PrewviewPrint Template ChrieT
Check Grammar G
Check Spefing Cirle5

Figure 44-2: Right-Click Menu for Template Boilerplate Panel

The top part of the right-click contains options for editing the text. You must have
MS Word loaded on your computer in order to use the “Check Grammar” and
“Check Spelling” options. All of the text editing options work like they do in MS
Word.

5. If you want to enter patient data in the template boilerplate panel, select the “Input
Patient Data (Object)” option on the right click menu to display the Insert Patient
Data (Object) dialog.

£, Insert Patient Data (0 = |

Actvee Medicatons -
Aclve Med: Combined
Actve Problems

Address-One Lne

Acmittireg D

Admitting Provider

Alsrgies/ b

Blood Fressure (Ihs]

Birea 'With Caplion

Brra

Chief Complaint Today

Comirurity

Cuntent Addiess

Cunent Admisson

Curtent Attending

Cunant et

Cunent Inpt Service ll

Irsest Dbject Doe |
Figure 44-3: Insert Patient Data (Object) Dialog

6. You can enter a few characters in the top field to have the scroll list move to the
closest match, or you can scroll through the list and highlight it. When you find
the one you want, click Insert Object to display that object in the Template
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Boilerplate panel of the Template Editor dialog. You can add as many objects as
you want.

You can add text before and/or after the name of the object.
7. When all objects have been entered, click Done.

8. The Template Boilerplate panel could look like this:

Templste Boderplate [~ Allow Long Lines Line: 3 Coburnr: 12
IPATIENT MAME|

IFATIENT DATE OF EIRTH|

ILAST PAIM|

Figure 44-4: Sample of Objects in Template Boilerplate Panel

9. You can check to see what the template would look like by selecting the
“Preview/Print Template” option on the right-click menu.

€. Template: Discharge Summary =10] %]

DEMO, RPAVEN DANIELLE
OCT 15.1%70
0 {l0/28/2004 L10O:14)

[ StayonTop Pt || Chse |

Figure 44-5: Sample Preview/Print Template

10. Another way to insert boilerplate text is to use the “Insert Template Field” option
on the right-click menu to display the Insert Template Field dialog.
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o [=]
|
583 AUDID AUDIDLOGISTS ComboBox 4]
583 AUDID BRANCH ConboBox |
583 AUDI0 CONDUCTIVE Combo Box
583 AUDID FU “ Combo Bow
583 AUDID HA DCCLUSION Check Boses
583 AUDID HAC * Cornbo Box
583 AUDIO REFERRAL SOURCE Cormbo Box
583 ALIDIO SENSORINEURAL Combo Box
533 AUDIO TIME Combo Box
583 AUDID TYPE OF VISIT Cormbo Box
583 DERM ANESTH2 Cormbo Box
583 GEN ADEQUATE/INADEQUATE Cornbo Box
583 GEN PERCENT Edt Box
533 GEN WAS/WAS NOT ConboBox
(=t Nl o TRl T o =1 Fmrmlbim D
* Indicates a Requied Field frevey | [nsedFied | Done ||

Figure 44-6: Insert Template Field Dialog

11. You can enter a few characters in the top field to have the scroll list move to the
closest match, or you can scroll to the selection and highlight it.

You can text before and/or after the template field.

12. After you highlight a selection, you can preview it by clicking the Preview button
to display the Preview Template Field dialog.

€ Preview Template Field: GEN CURRENT o [=] |

* Indicates a Requiad Field Preview | ok | Concet |
Figure 44-7: Sample Preview Template Field Dialog '

If you click the Preview button (on the Preview Template Field dialog), the next
window will show what it will look like in a progress note, for example.

13. The last column in the Insert Template Field dialog shows what type of field it is.
The following table shows examples of the different types of template fields.
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Type of Field | What It Might Look Like & When Used
Combo Box
Allows the person using the template dialog to select an option from a drop-down list.
Edit Box |
Allows the person using the template dialog to enter a short answer.
Word |
Processing
I
Allows the person using the template dialog to enter text within that field (unlimited
amount); scroll bars will appear when needed. This allows more text input than the
Edit Box.
Check Box [ Pt counseled re: cerumen softening with return wisit scheduledé

Allows the user of the temple dialog to check that box, if applicable. This allows
answering a question with more than one choice, for example.

Radio Buttons

T Tntermittent

Allows the person using the template dialog to make a choice of one of the radio
buttons (usually there are two or more radio buttons).

Display Text Battery safety information, use of and
adaptation to new features/circuity for
prewvious hearing aid user.
Allows the person using the template dialog to read text but edit it. Usually used as
instruction-type information.

Date | il
Allows the person using the template dialog to click the button at the end of the field to
display a calendar from which to select a date. There can be several types of Date
fields, such as Date & Time, Date & Required Time, Year Only, Year & Month, Combo
Style (month, day, and year are separate).

Button fraz
Allows the person using the template dialog to click the button to answer a question.
Click the (Yes) button and it becomes No. Other functions could be available such as
+/-.

Number o |
Allows the person using the template dialog to enter a number or click the up and
down arrows to increase or decrease the number in increments of one.
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14. When you select a template field, it could look like this in the Template
Boilerplate panel.

Template Boderplate [ Allov Long Lines Lire: 1 Cobume 27
{FPLD: 583 PC CAREGIVER TEE)

Figure 44-8: Sample of Template Field in Template Boilerplate Panel

15. You can check your template for errors by selecting the “Check for Errors” option
on the right-click menu. The application checks your template and will display a
warning if it finds an inactive field.

zl
@ Text contains template field errors:
The Following template fislds were not found;

“POD RIGHTLEFT/BL BUTTON"

| R " |
i

Figure 44-9: Sample Error Alert

If there are no errors, then the Confirm information message displays.

Confem

«p | NoErrors Found in Boderplate,

_‘__'F
Figure 44-10: Confirm Information Message Showing Not Errors In Boilerplate
16. If you do get an Error alert, it is necessary for you to correct the error, otherwise,

the template will not be valid. If you ignore the error, the field will be treated as if
it were not in the boilerplate.

17. If is necessary to save your work on a template quite often. Once you have a new
feature to your template and it looks just fine, click Apply. If you do not do this
and you go to another feature on the Template Editor, such as checking the Edit
Shared Templates checkbox, you would lose your work since the last Apply (or

OK).
18. If you change the Template Type to Dialog, the Dialog Properties become
available.
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The “Display Only” checkbox causes the selected field to be display only (cannot
be edited). For example, if there is no check box next to the text in the template
dialog, that text will not be added to the progress note.

The “Only Show First Line” checkbox causes only the first line to display in the
template dialog but actually contains several lines of text. If the person using the
template dialog selects it, then the remaining items will display (the ones that
were hidden). This is useful if there are two radio buttons, and depending upon
which choice was selected, the remaining questions or parts of the template will
display.

19. One of the problems with using special text to represent template fields in a
boilerplate is that the special text can take up much more room than the actual
field. For example:

L: {FLD:AUDIO AIR CT} {FLD:AUDIO AIR CT} {FLD:AUDIO AIR CT} {FLD:AUDIO AIR CT}
{FLD:AUDIO AIR CT} {FLD:AUDIO AIR CT} {FLD:AUDIO AIR CT} {FLD:AUDIO AIR CT}

To help with this problem, check the “Allow Long Lines” checkbox; this allows
up to 240 characters per line. However, this does not allow long text lines (text
still wraps at 74 characters).

20. When you have completed the template and want to go onto something else, click
OK on the Template Editor dialog. That saves your template in the Personal
Templates panel and dismisses the Template Editor dialog.

21. If the template needs more work, select Options - Edit Templates on the Notes,
Consults, or Discharge Summary window to display the Template Editor dialog.
You locate your template in the Personal Templates panel.

44.2 Creating a Template from a Shared Template

You can add a shared template to the your personal template and then edit that
template to suit your needs. This might be a better option that trying to create a
template from scratch.

Follow these steps to create a personal template from a shared template:
1. Go to the Notes, Consults, or Discharge Summary window.
2. Select Options - Edit Templates to display the Template Editor dialog.

3. Check the “Edit Shared Templates” checkbox and select a shared templates you
want to copy (you might need to expand a top-level grouping). The Template
Boilerplate panel shows the contents of the selected (shared) template.
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€. Template Editor =10] x|
E6 Achon Took NewTengise |
Shaeed Tempdstes | Parsonal Templabes | Shared Template Propsite:
£3 Mumze Trage ] E My Templates anr[l:alwﬁucssmm
= B Genatics I"__-ﬁ
" Bamﬁummuwtm J Foncion e (&) Disen B
Emﬂln: Diepiaszion Scals F !l:tp' !I ~ Diiakog Proparier——
Genstne Mire-Mental Stabus Exam ,_J I Hide s rmm
[ Coow Pre-Op HEP in Templatez | [~ Only Show Fid Lne
#-21 Emengency Room D"Iﬂﬂ I5 e e b
#-£3 General Medcne |- Ci
¥ Genecology J TR | Hede Drisfog e
#-*1 Mental Heakh ]
; z _|Nurbamlﬁllt|,lm
@ tidncie +[8]oux D ikl ] | TR
Tempiste Bodaiplats [ Al Long Lines Line: 32
Caragiver Assessmant ﬂ
Caregiver Name: (FLD:GEN TEXT BOX)
hge: (FLD:GCEN TEXT BOM SHORTjyears
Address: ({FLD:GEN WORD PROCESSING)
Phone: (H) {FLD:GEN TEXT BOX} (W) {FLD:GEN TEXT BOX)
Felationship to Patient: ([FLDB:GEN TELT BOX) _Ij
l! L3
Group Bodeiplsts Linec32  Coha1 =
IE.il.'iq:Ltur ASSassRant j
¥ Edi Shared Templates [ Show Template Notes ok | cancet | |

Figure 44-11: Sample Template Editor to Select Shared Template

4. Notice that there are two arrows below the Copy label. You use these to move the
shared template and the personal templates from one area to another.

5.  After selecting the shared template, click the right arrow ( "|) to move it into the
Personal Templates panel. You might have to expand the top-level grouping to see
the template.

Pessonal Templates |
= a My Templates -

Lane onAed Bzzaccment

Dischange Summary

#-65 Mon Formulanyd Restic |
NOM-FORMULARY DF
B Well Child Corsult
Mutrition Congult
Phamnacy Consult

51 (5 Carcle OB visi

. B Do - Keller s
1| | >

~ Hﬁa;mﬁﬂnmm

Figure 44-12: Sample of Copied Template into Personal Templates Panel

6. After you select the copied template, the Template Boilerplate panel shows the
contents of it. Here you can edit the template contents to suit your needs (see
“Creating a New Template” on page 369 for some hints).

7.  After you have completed the edits on the copied template, click OK. The
template stays in the Personal Templates panel of the Template Editor dialog.
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44.3 Creating a Template While in a Note

You can create a template by using the text in a note as the boilerplate text for a new
template. Make sure a visit has been selected. Follow these steps to create a template

while in a note:

1. Beinanote on the Notes, Discharge Summary, or Consults window.

2. Select the text of the note that you want as a new template.

3. Select the “Copy into New Template” option on the right-click menu to display

the dialog.
& TemplateBdtor =lojx|
E& goion Tods HowTorplote |
Shared Templates Peszonal Templates |[~Peszonal Templale Propertes 1
- Shaied Templales - g My Templabes || ame
- Docyrment Titkes Mewi Template |
- Cormull Feasons for Flequest g Dischaige Surmmany Ten m. T“)B:I Tamplate 3
M3 Mon Foomdaop Restne || D50 -
[ HOM-FORMULARY DF | 'n' ;h,-l . Fiaioa e
i! [ el Chid Coneul ':E ; o :
Hutrition Coresult | rTe e | [ On e
FFH'MEM&L’ | Iy I— fird
4B Caicis D visi (| J Escs I~ O i
B Do - Kebs x HECURIRSE | S - Hide Djalor (e
.I | ¥ Hodeplas : et
R Hidenacive 4| | Detee | [T =f00 5000 T
Template Boderplate [ Allow Long Lines Line: 37 Ciohumn 1
TITLE: ACCUCHECE TEACHING
DATE OF HOTE: OCT 0L, Z004A10:20 ENTHY DATE: OCT 01, Z2004310:20:36
AUTHOR: DOCTOR,TEST EXF COSIGNER:
TREENCY ; STATUZ: COMPLETED
*®* ACCUCHECK TEACHING Has ADDENDA ***
Education Intervention: Accu Check Teachking
Readiness to lemrm:
I Edit Shased Templales [~ Show Template Notes oKk | Caest | Ay |

Figure 44-13: Sample Template Editor Dialog After Selecting Copy into New Template

4. Enter a name for the template in the Name field of the Personal Template

Properties panel (it cannot be New Template).

5. The selected text displays in the Template Boilerplate panel.

6. Use the hints in creating a new template to edit the template boilerplate text, if

needed.

7. When the Template Editor dialog is complete, click OK. That saves your template
in the Personal Templates panel and dismisses the Template Editor dialog.
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44.4 Managing Your Personal Templates

You can manage you personal templates in several ways, such as rearranging them,
deleting them, making them inactive, or copying them.

Follow these steps to manage your personal templates:

1.

2.

Go to the Notes, Consults, or Discharge Summary window.
Select Options - Edit Templates to display the Template Editor dialog.

You can rearrange your personal templates in the Personal Templates panel by
selecting one and then clicking either the up or down arrow. This action moves
the selected template in another part of the tree view.

If you want to delete or make a template inactive, select it and then click Delete to
display the Confirm information message.

x|

a | Once you delete a bemplate you may not be able to rebrieve it,
h?«‘ Rather than deleting, you may want to inactivate a template instead,
You may inackivate this template by pressing the Ignore button now.

Are you sure you want to delebe the "PA 15t visit" Templabe?

Figure 44-14: Sample Confirm Information Message

Click Yes to remove the template from the Personal Templates panel.
Click No to not remove the template from the Personal Templates panel.

Click Ignore to make the template inactive. If the Hide Inactive field is checked,
then you will not see the selected template in the Personal Templates panel. If you
uncheck that field, you will see it.

You can copy a selected personal template to the Shared Templates panel by

clicking the left arrow ( 48 ). Once it is there, you cannot copy is back to the
Personal Templates panel; however, you can delete it or make it inactive while in
the Shared Templates panel.

44.5 Template Icon Legend

The Template Icon Legend provides information about the icons associated with the
template name.

1.

Go to the Notes, Consults, or Discharge Summary window; be sure to be on the
Template Editor dialog.
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2. Select Tools = Template Icon Legend to display the Icon Legend pop-up.

. x|
Templates | Reminders | Motes | Consuls | Sugery |
Eﬂ Template rool
[ COM object template (avadabls]
&  COM object template [not availatie)
Shared Template lcons | Personal Template Icons
B Template B Template
B Ternplate " B Template
£ & Template folder £ & Template folder
Gnowup temnplabe Giroup template
Girgap tamplate * Group template =
Template dislog Template dislog
= Template dialog * ; Template dialog *
‘@ Reminder dialog ‘@  PReminder dialog
| |
= Indicates lamplate has beer exchuded from it parend group bolerplste
(i3

Figure 44-15: Icon Legend for Templates

44.6 Importing Templates
You can import templates (that are saved on your hard drive) into the Personal
Templates panel of the Template Editor. Make sure a visit is selected. Follow these
steps to import a template:
1. Go to the Notes, Consults, or Discharge Summary window.

2. Make sure you on the Template Editor dialog (select Tools - Edit Templates).

3. Go to the place in the Personal Templates panel where you want the imported
template to reside.

4. Select Tools—> Import Template to display the Open dialog. You need to go to the
place where the templates are stored.
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20
Look irc |3 Templates ] ~BcBE
]l'..-'.-.' harge Summary . banl
My Documents
-
o 8
My Compaer
‘.
-
My Network. L300 | Dischaige Summary tinl | ! Open |
Flaces
Files of lype: | Template Fies =] Cancel |
o

Figure 44-16: Sample Open Dialog to Import a Template

5. Select the template you want to import; its name will display in the File name
field.

6. Click Open to import the template. It will be in the Personal Templates panel at
the location that you selected. (Otherwise, click Cancel.)

44.7 Exporting Templates

You can export a template and save it on your hard drive. Make sure a visit is selected.
Follow these steps to import a template:

1. Go to the Notes, Consults, or Discharge Summary window.
2. Make sure you on the Template Editor dialog (select Tools - Edit Templates).
3. Select the template you want to export.

4. Select Tools - Export Templates to display the Save as dialog.
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20
Savern | < (RS ] «e®@crE-
e | oo
] | CacheSys
My Recent | dell
EEEi |2 Documents and Settings
w.' |3 Pick-List For Export
| Program Files
Deskiop I TEMD
| Templates
. |_JUser Documentation
My Documents jﬁmm
| WUTemp
.,
g 2
My Computer
N
-
File name: Dizcharge Summary - Save
: | = |
Saveaslype: | Template Files | Cancel |
7.

Figure 44-17: Sample Save As Dialog

5. The name of the selected template appears in the File name field.
6. You need to go to the place where you want to save the template.

7. Click Save to save the file in the designed place. (Otherwise, click Cancel.)

44.8 Managing Template Fields

You can add, edit, or rename the template fields. Only those with a user class listed in
the new TIU FIELD EDITOR CLASSES parameter can create or modify template
fields.

1. The existing template fields are listed in the Template Fields panel.

2. You can create a new template field, copy an existing template field, or delete an
existing template fields.

44.8.1 Deleting Template Fields
Follow these steps to delete existing template fields:
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Go to the Notes, Consults, or Discharge Summary window and select Tools >

Edit Template Fields to display the Template Field Editor dialog.

€. Template Feld Editor i = .|

Delee |  Copy |  Mew |
PBSACUTE Coambea s I.“*Hﬂ i

VABN SUFERVISION Conbo ]| e [ComboBox ] Fiedlen: [¢ 3 Tetlen 0 =

VACOM RED WP Defaul o acuce =

VA'TOMZL WP _

VACOMIMED Teat tems. e

VADURATION Radio g

VAEtM HEADER Test e

VAEEM L1 Test

VA'ESM L2 Tes ;

WA'ELM L3 Test Line: 5

WA'ELM L4 Text Cot1 |4 | ]

VAELM LS Test

VA'EDIT B1D Edi L”::‘* I |

VAEDIT B3 Edi " Miscelaneous [ Indent — E

VAEDIT B5O Edt [T Inactve. [ Separate Lines Inedent Fietd: En_j

VA'EDIT BED Edt Requied Escliide From Nole Indent Test: [0 =4

VA-FUND OF KN Radi e =l

VAGEM INFO1 Teut Notes

WVAGEN INFO2 Text

VAHLP BSWELL Combo _|

VAHEM/ONE CC HR Rado

WETE N HIST Radn T

[ Hide Inactive Fields  * Indicates s RequiedField  Preview | 0K | Cancel | Appb |

2.
3.

N

Figure 44-18: Selected Template to Delete

The Warning message displays.

" WARNING ***

Thits kemplste field has been saved, and may have been used in one or mone
boderplates, Bolerplabes can be Found in bemplates, ttles, reasons For request
and reminder dislogs. Deleting this template Fisld will cause any boderplates
that use it ta no lenger Function correcthy. Ruather than deleting, vou may wank

to mactivate this template field instead, You may inactivate
pressing tha Ignore button now,

Are you sure you want to delete the YA*HP BSACUTE bemplate field?

No

| _tonore |

Select the template you want to delete and click the Delete button.

x|

this bemplate by

Figure 44-19: Sample Warning Message

Click Yes to delete the template field. It will be removed from the Template Fields
panel of the Template Field Editor dialog. This is not recommended, as stated in
the Warning.

Click No to not delete the template field. It will remain in the Template Fields
panel of the Template Field Editor dialog.
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Click Ignore to cause the template field to be inactive. You will not see it in the
Template Fields panel of the Template Field Editor dialog if the “Hide Inactive
Fields” checkbox is checked; uncheck that checkbox and you will see it.

44.8.2 Copying/Creating New Template Fields

You can copy a template field, rename it, and then change any attributes about the
fields, if needed. When creating a new template field, you must give it a name before
you can specify any attributes. Follow these steps to copy a selected template field or
to create a new one:

1. Go to the Notes, Consults, or Discharge Summary window and select Tools =
Edit Template Fields (or select Options - Edit Template Fields).

2. The Template Field Editor dialog displays.

_ _laix]
Action Delete |  Copp |  New |
Template Fields
Hame: Im
|"~I'.-5.'HEH.-’EINEEEHF1
VA"HEM/ONC CC HFY o Feldlen | Hiedlen] =
Ibems Evaluation and management of acute -

MUR CV IMM Check problemis)

NUR DATE [MM Date Evaluation and management of chromic

NUR DT 84 Check problem(s)

NUR DTT b4 Check Health maintenance

NUR DtT.ﬁP|HH Check . Perform a procedure

NUR FTEXT IMM WP Line: 3 Cive treatmant >
NUR HAW IMM Check Cot1 |4 »
NUR HEA IMM Chack 1l

NUR HBAF IMM Check | M ;‘“ ! |

NUR HEI MM Check | Miscallaneous E  Indent - =1
NUR HEN (MM Check I™ Inactive  [# Sepaate Lines Indent Field [0 =
MNUR IBOC IMM Check Required ExrlideErom N ots Indent Test: [0 =
MUR IPOC IMM Chack . - rj -
NUR IFRF MM Check Mates:

NUR WM IMM Check

MUR L/R IMM Button

NUR LDV IMM Check _|

MUR MMR IMM Chack

NIIR MMR IM1 Chisrk ll

[ Hide Inactive Fields  * Indicates a Required Field  Preview | 0K | _ Concel |  Aech |

Figure 44-20: Copying a Selected Template Field

3. If you want to copy a template field, select it and click the Copy button.
If you want to create a new template field, click the New button.

4. You must (first) change the name. If you do not, you cannot change any of the
other fields on the Template Field Editor dialog.
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5. The information about the copied template fields appears in the appropriate fields.
Name: [VA*H&P BSACUTE_1
Type:  |Combo Beos =] Field Lenc |8 :II TestLen: |0 :Il
D st |m:- acute j
lbams: no acuta
mild
moderate
Line: 5
Cal 1 P I ﬂ
LM Text:
Miscellaneous 1 Indent
I Inactive [ Sepoate L Inders Field [0 =
I Reguied [ Exchude From Mok Indent Text [0 =
Figure 44-21: Fields to Edit on Template Field Editor Dialog
6. Select the type of field from the drop-down list for the Type field. Template Fields
with Items include Combo Box, Button, Check Box, and Radio Button. You can
check the “Separate Lines” checkbox to cause the items to appear on separate
lines.
Each of these template field types can specify an optional Default field value from
the pre-defined list of items.
The following table provides information about each field type.
Field Type What It Does
Edit Box Allows the person using the template dialog to enter text.
The Field Length is the size of the Edit Box in the dialog (up to 70 characters).
The Text Length is how much text can be type into the field (up to 240 characters).
Default is the optional edit box default text (up to Field Length characters).
Combo Box Allows the user of the template to select one item from a drop-down list.
Field Length is the size of the Combo Box in the dialog (up to 70 characters).
Text Length (if not zero) allows other text, not in the pre-defined items, to be typed
into the combo box (up to 240 characters).
Button Allows the user of the template to select one item by cycling through each item as
the button is clicked.
If the Default is blank, the button will initially appear without any text.
Button size reflects the longest text item.
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Field Type

What It Does

Check Box

Allows the person using the template dialog to select as many items as needed.
The Default item will initially be checked (if any).

If multiple items are checked the text will be separated by commas.
bbby e o T T DT

W asthma €, Dialog Preview

I_ Haart Asthma, Hypercension, Anenia
[T Diabevas

[ Hypartensi
W Anemia

Radio Button

Allows the user of the template to select one radio button from any number of radio
buttons (one radio button for each item).

The Default item will initially be checked.

If there is no default item, then there will be no initial default.

Date

Default will evaluate to the current date/time. There are six types of date fields:
Date 1ll-Nov-2004 s

Date & Time and Date & Required Time 11-Nov-2004 14:05 |
Combo Style Haw =11 zlBoos =

Combo Year Only B90¢ =

Combo Year & Month: 238 =lzoos =

Number

This type of field allows numeric values between a specified range. It always has a
default value. The Minimum and Maximum value can range from -9999 to +9999.
The Button Increment values can be as high as 999.

Word
Processing

This type of field allows an unlimited amount of text to be entered (scroll bars will
appear if needed). Field Length and Number of Lines indicate how wide and high
the field will appear in the dialog.

Hyperlink

This type of field is text-only fields that allows linking to Web pages. In addition, it
does not allow you to specify text. It cannot be marked as Required. However, it
can be marked as Exclude From Note — dialog instructional text. This type of field is
useful in boilerplate Titles and Reasons for Request. Hyperlink text is either the
Default (if specified) or the actual URL address. Address specifies the URL link.

Text

These types of fields provide a mechanism for embedding predefined (not editable)
text into the dialog. Predefined Text is entered in the Items property of the field.
They do not allow the person using the template dialog to specify text. They cannot
be marked as Required. However, they can be marked as Exclude From Note —
dialog instructional text. These types of fields are useful in boilerplate Titles and
Reasons for Request.

Separate Line Property: Check Box and Radio Button Fields have a Separate Line
property, that will display each check box or radio button on a separate lines of
the dialog. If left unchecked, they will display in a row. The Separate Line
Property has no affect on generated text.
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10.

11.

12.

13.

14.

15.

The Indent Field and Indent Text can help with some spacing issues.

For example, if there are four items in a row, but the last three really are a sub-set
of the first one, then you would use Indent Field for the last three.

When you have generated text, you use the Indent Text to line up the text lines
under columns, for example.

As you work along, you should click Apply to save your changes or work.

Check “Required” if the field is required. This causes an asterisk (*) to appear
next to the field in the template dialog.

Click the Preview button to see what the template looks like.

Notes can be kept about specific Template Fields. You can use this to track
changes or to keep other kinds of notes. Currently, the only place Template Field
Notes can be viewed is the Template Field Editor.

When you want to stop work and do something else, click OK. This saves your
template field on the Template Field Editor. (Otherwise, click Cancel to not save.)

44.9 Finding Templates

You can find shared templates and/or personal templates on the Template Editor
dialog. Follow these steps to find templates:

1. Go to the Notes, Consults, or Discharge Summary window and select Tools =
Edit Templates (or select Options - Edit Templates).

2. The Template Editor dialog displays. Select Action - Find Share Templates. You
can also find the other option “Find Personal Templates” where the search process
is the same (both can be selected).

3. This causes a check mark to be placed by the option(s) you selected. The dialog
for Personal Templates will be open.
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G rempintebator 18/
Edh Acton Lok NowTeplte |
Ehared Templates | Petzonal Templates [~ Perzonal Template Propertes
1 Fid = H My Tempistes (| Boame: [My Tarnplates
I~ Maich Case I~ Whole Wards Driy| Ferls Tl 7
% [ Shaied Templales oL
= Diocarnsnt Titlas [Mialea I J
= Corsull Reasons for Aequett R || At r=Diilog Frope i
il = Hide Iterm | )
Wiewkise || 1= o
Bapiste |1 Hioe Didog ltems. |
Temgplote Bobeplste [ ABow Long Lines Lne  Coumm —_———————
I Ecit Shared Templates [ Show Template Notss of | comest | imh |

Figure 44-22: Sample Shared Template to Find Template

4. Type a word or phrase in the name of the template you want to find in the field
next to the Find (it will be dimmed) button.

5. If necessary, check the “Match Case” and/or “Whole Words Only” checkboxes, if
needed.

6. Click the Find button. The application will search for the word or phrase that you
entered. When the first template is found, it will highlight it.

Shared Templates
[heatth Find N-mtl
[~ Match Case I~ ‘WholeWords Dnly
B a Shated Templates -
78 Medzation Education
= g Diabetes Template j
=8 History
SR Female Prevertive Heakth
A5H Patient Data
[+ £=58 Physical Exam
Flan =|

Figure 44-23: Sample of Found Template

7. You if this is not the template you want, click the “Find Next” button to search for
the next template name. If you selected both shared and personal templates, the
search will continue from shared to personal templates.

User Manual 387 Appendix B
September 2007



Electronic Health Record (RPMS-EHR)

vl.l

8.

i)

Search Complete.

[ o ]

When no more template names are found, the Information warning message
displays. Click OK to dismiss it.

Information x|

Figure 44-24: Sample Information Pop-up

44.10 Default Templates

You might have a long list of personal templates, and there is an easy way of quickly
getting to the template you most frequently use by marking the template as your
default template. This process can be completed on the Notes, Consults, and/or
Discharge Summary windows.

Follow these steps to make a template your default template:

1.

| T Templates

= a My Templates

B Mutrikion Cor

B Phamacy C
w5l Carole OB vi

B Op-Keler

[E P Fascitis 1

B Op-MBa
#-E Podiatry

B PodExam

B vesicular Tir

B D/CS«Pt

Bl MML exam

B caca?

B FOPM

B CiC - mpcoti

r

WA Coding/Billing1
Dischange Summary

F-0 Hon Fosmularyy’ Rest
B HOMFORMULARY

[/ ell Child C o

Copy Template Text
Insert Template
PreviewfPring Template

ok Defaulk
w Mark as Default

Find Templates
Collapse Tree

Edit Templates
Creabe Mew Template

Tempdate Lcon Legend

Go to the Notes, Consults, or Discharge Summary window. You can repeat this
process on each window.

Click the Templates button and go to the template in the “My Templates” top
level grouping and right-click in the Templates panel.

Select the “Mark as Default” option on the right-click menu. This will be checked
the next time you access the right-click menu.

Crr+C

Figure 44-25: Sample of Marking a Template as Default
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4. If you are in another section of the template hierarchy, you can right-click in the
Templates panel and select the “Goto Default” option. This will take you to your
default template.

5. Remember, you can “Mark as Default” on each window—Notes, Discharge
Summary, and Consults.

User Manual 389 Appendix B
September 2007



Electronic Health Record (RPMS-EHR) vl.l

45.0 Appendix C: RPMS-EHR Menus

This appendix is used for reference information about the RPMS-EHR menus. These
menus display above all tabs in the application.

45.1 User Menu

The User menu options allow you to lock the application or to exit the application.

| User Patient Tools H
Lock Application, .

Exit
Figure 45-1: User Menu Options

45.1.1 Lock Application Option

You use the Lock Application menu option to lock the RPMS-EHR application (thus
only you can resume the application) or to log out.

Click the Lock Application menu option to display the Lock By dialog.

@ Locked by USER,DEMD = [=

The application has been locked. To resume, enter
your verify code below or click logout to terminate.

| ] _ou |

Figure 45-2: Lock By Dialog

45.1.1.1 Resume the Application
1. If you want to resume using the application, enter your (valid) Verify code in the
text box. After entering the code, click Resume (to return to the RPMS-EHR
application).

& Locked by USER,DEMO = [=] |

The application haz been locked. To resume, enter
your venify code below or click logout to terminate.

| ““““““ IFImangm|

Figure 45-3: Lock by Dialog While Entering Verify Code

2. If you enter the incorrect code, the Locked by dialog changes.

& Locked by USER,DEMD —[=[=]

The application has been locked. To resume, enter
your verify code below o click logout to terminate.

== | Resune I Legousd |
Invalid password. Please ty agam...
Figure 45-4: Invalid Code Warning on Dialog
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You must enter a valid code. Otherwise, you must click the Logout button to
dismiss the Locked by dialog.

45.1.1.2 Logout the Application

1. If you want to logout of the application, click the Logout button to display the
Confirm information message.

Coofirm £

?r) Are you sure you want bo ety

I T

Figure 45-5: Confirm Information Message

2. Click Yes to dismiss the information message and to leave the application.

Otherwise, click No to return to the Locked by dialog.

45.1.2 Exit Option

Click the Exit option to leave the RPMS-EHR application. If there are any actions that
are necessary before leaving, a dialog will display requesting the information or
action.

45.2 Patient Menu

The Patient menu allows you to refresh the data in all components, to display patient
information, and to select another patient.

Figure 45-6: Patient Menu Option

45.2.1 Detail Option

Click the Detail option to display the Patient Detail pop-up. This pop-up provides
information (can be customized for your site) about the current patient.
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45.2.2

[@ patienvetad =10/

DEMO, FEHALE A 333-22=555% AUG 10,1976 ;I
0 0 0 0 O 0 0 O
COORDIRATING MASTER OF RECORD: NOT LISTED
Address: 1253 JESAME STREET Tesporary: W0 TEMFORARY ADDRESS
TALEQUAH, OF 40673
Coumty: UNSFECIFIED From/To: WOT AFFLICABLE
Fhome: UNSPECIFIED Fhone: HOT APPLICABLE
Office: UNSPECIFIED
Bad Adde:
Confidential Address: Confidential Address Categories:

NHO CONFIDENTIAL ADDEESS
From,/To: HOT APPLICABLE

FO5: UNSFECIFIED Claim #: UNSPECIFIED
EFelig: UNSFECIFIED Zex: FEMALE
Race: UNANSWERED Echnicity: UHANSWERED

Primary Eligibility: UNSPECIFIED
Ocher Eligibilicies:;

Statua + FATIENT HAS NO INFATIENT OF LODGER ACTIVITY IN THE COMFUTER
Fature Appointsenta: NOKE

Remarks:

Primacy Cate Information:

Primary Practitioner: HAGER,MARY G

Primacy Care Team: GREEN

Service Cornection/Rated Disabilities:

Serwice Cormected: NO
Bated Disabilivies: NOT A VETERAN

Hexe of FKin InfoEmAation:

Wame: DEMO,MALE [HUSEAND)
123 SESAME STREET
TALEGUAM, GELAMGHA

Figure 45-7: Sample Patient Detail Pop-up

Select Option

See “Patient Detail Button” on page 227 for more information about this pop-up.

Click the Select option to display the Patient Selection dialog. Here you can select
another patient and perform various other functions.
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Patient Selection

Patieri Lisls Patinis Desographecs

O em, P emale A

5 e - HRN: 21334
ki Female age X

™ 5 poriaking

(i

Lisks hgrmacs, Fonemanlin s DO 108 19TE

7917

Do, Ty
Dherred, T skl
st Darres

P stesr Sennitve
Teat, Jobws Pusont Dot
Tinsl Arguadeard M
Tasllobn

Tast Pabend &
Test Psbend B
Vst Pt C
Vst Padmnd D
TestPatiand E
Tl Pustesnd F
Vst Patesrd
Tosl Pl

- DKIEatdl

Figure 45-8: Sample Patient Selection Dialog

See “Patient Selection Dialog” on page 225 for more information about this dialog.

45.2.3 Refresh Data Option

Click the Refresh Data option to update the current patient information on all
components. This differs from the Refresh option on a component because Refresh
Data updates the information on all components whereas Refresh only does it for the
particular component.

45.3 Tools Menu

The options on the Tools menu provide access to the calculator, to a chat session, and
to setting your personal preferences.

Tooks Help
Calculator, .,

Figure 45-9: Tools Menu Options

45.3.1 Calculator Option

Click the Calculator option to display the Calculator view. This uses the Windows
calculator.
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453.1.1

45.3.1.2

S
Edit ‘\iew Help
| i}
| Backspace CE i C

MC T 8 3 ! st
MR 4 B B - -4
WS 1 2 3 1%
M+ i] /s “ -

Figure 45-10: Calculator View

The default view shows a Calculator that operates like a hand-held calculator, with
basic functions, such as Percent.

The Calculator view has menus that provide various options for using the calculator.

Calculator Edit Menu

Eu:i: Yiew Help
Copy Clri+C

Figure 45-11: Calculator Edit Menu Options

Copy: you use this option to copy the data in the field where the numbers appear in the
calculations. The copied data goes to the Windows clipboard.

Paste: you use this option to paste the numerical data from the Windows clipboard
into the field where the numbers appear in the calculations. This pasted data
overwrites whatever is there.

Calculator View Menu

View Help
® Standard
Scientific
DR g gy
Figure 45-12: Calculator View Menu Options

The current Calculator view has the ball symbol in front of it.

Standard: Click this option to display the default Calculator window. See

‘Calculator Option” on page 393 for information about this option. This causes the
Calculator view to display when you select Tools - Calculator.
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Scientific: Click this option to display a scientific Calculator window. This causes the
Scientific Calculator view to display when you select Tools - Calculator.

=10
Edit View Help
j 0.

Er‘Hu @ Dec C Ot  Bin | Degess (" Radans  ( Grads

Ir ] I™ Hyp | I_ |_ Eatkspare[ CE | C
Sta F-E | | MLC T g 8 ! Mod | And
Ave dms | Exp n MR 4 5 [ - O Hon
S o) ¥y | log M5 1 2 3 * Lth | Mot

cos | k3 il b+ 0 +/- . * = [t
Drat tan | x°2 1/x P " B C [ E

Figure 45-13: Scientific Calculator Window

This calculator operates like a scientific calculator where in addition to the
arithmetical calculations, you can perform other functions, such as logarithmic

ones.
The View menu on the Scientific Calculator is different from the default
Calculator.
Wiew Help
Standard
® Scientific
Hex Fs
® Decimal Fé&
Cickal o
Binary F&
® Degress Fz
Radians F3
Grads F4
Digit grouping

Figure 45-14: View Menu on Scientific Calculator

Digit Grouping: Click this option to view numbers as logically grouped. For example,
it adds commas to large numbers.

45.3.1.3 Calculator Help Menu

Help Topics

About Caloulator
Figure 45-15: Calculator Help Menu

Help Topics: this option opens the online help system for the calculator.
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About Calculator: this option displays the version of the calculator.

45.3.2 Chat Option

Click the Chat option to display the Chat Session dialog.

Al
Frta Corts Doty
L | S :'.-||-||| Poocmm | L |
RN WRATL Fi 1 [ %
o s
Heiuag
=1
2
- o e |

Figure 45-16: Sample Chat Session Dialog

Highlight the names of the Participants you would like to invite to the chat
session. Holding the Control key while clicking the names will enable you to
select more than one person.

Choose the Invite option on the right-click menu in the Participants field.
Type your message in the Message field and click the Send button.

A small green balloon will appear in the lower right-hand corner of the recipient’s
screen. By clicking on the green balloon, the recipient will be joined to the chat
session.

The message you entered will be displayed in the Dialog window for all
participants to view.

Clicking the Clear button will erase all of the messages display in either the
Message or Dialog fields.

45.3.3 Options
Click Options to display the Options dialog. Here you can set your personal
preferences for the RPMS-EHR application.
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453.1.1

45.3.1.2

45.3.1.3

options x|
Notiications | Order Checks | Teams | Notes | Reports|

Motficabons

' ™ Send me a MaiMan bullatin for sgged crders

Surtogate Setings.. | [ Bemove Pending Naticaton. |

Sumogate: <no surogate designated:
Yol can turn on of off these notifications except those that are mandatod,

Aot | Dn/OK | Comment | -

4 Abncemal Imaging Results On Mandatony B

O Abrsoemal Lab Riesud Infa) o

[A Abrcimal Lab Resuls faction]  On

B Adrmizsion On

O Coneubl/Proc Interpretation o

[A Corult/Bequest CancelHold On

[F Concub/Request Resolution On

O Conult/Fiequest Updated 1] ﬂ
oK Concel | iy |

Figure 45-17: Options Dialog

Notifications
You use the Notifications tab to control what notifications you want to have notify
you. You cannot turn off mandatory notifications, however. See “Personal
Preferences for Notifications” on page 166 for more information about the
Notifications tab.

Order Checks
You use the Order Checks tab to determine what order checking you want to have
executed for your orders. You cannot turn off mandatory order checks, however. See

“Personal Preferences for Order Checks” on page 198 for more information about
the Order Checks tab.

Teams
You use the Teams tab to view team membership and the patients associated with
those teams.
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Options ﬂ E
Notifieations | Otdet Checks [ Teams || Notes | Reports |
Team:
@ Wiew your team memberships and the patents associated
wath teoce beams.
Team: [nfomabion...
ok I Cancel I pF I

Figure 45-18: Teams Tab

1. Click the Teams Information button to display the Team Information dialog.

2
View team mdormation by selectng teams. You can subecibe o remove
woursell from teams.

‘You ane on these teams: Pabtiants on selected teams:

T eam Adult Desno I npateent F
TestIrpatent M
Team members:
Hager May
Remaove yoursell fiom this team I T aylor, Thomas DDS
y Llzet Diema
Subzcnbe to a beam:

o |

Figure 45-19: Sample Team Information Dialog

The team information is setup by your local Clinical Applications Coordinator.
2. Asyou highlight a team in the “You are on these teams” field, you can view the

patients on the selected team as well as the team members.

3. You can remove yourself from a team by selecting the team name in the “You are

on these teams” field and then clicking the “Remove yourself from this team”

button. The Confirm information message displays.
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5

:!r) Do 'you wank ko remove yourself From Team-Inpt?

Figure 45-20: Confirm Information Message to Remove Yourself from Team

Click Yes to remove yourself from the team. The team name will be removed
from the “You are on these teams” field. (Otherwise, click No.)

You can subscribe to a team by clicking the drop-down list for the “Subscribe to a
Team” field and selecting another team. The Confirm information message

displays.
2

2)  boyouwenttoson TeamIrpt?

o |

Figure 45-21: Sample Confirm Information Message to Join Team

Click Yes to join the team. The selected team name will display in the *“You are on
these teams” field. (Otherwise, click No.)

45.3.1.4 Notes

45.3.1.5

You

See

use the Notes tab to do two things:

Configure the defaults for editing and auto-saving progress notes. This action
will define the interval to auto-save your notes as well as identify any default
cosigners. See XX for more information about this feature.

Configure your document list preferences. This means that when you select
your discharge summary title, your preferences are listed at the top. In addi-
tion, you can select a default title; that note title will come up automatically (if
you check the “Verify note title” checkbox on the Notes dialog). See XX for
more information about this feature.

“Personal Preferences for Notes” on page 280 for more information about

either feature.

Reports

You
(ori

use the Reports tab to change the default date range and occurrence limits for all
ndividual) reports on the Report tab (excluding health summary reports). Most

likely you will want to change the default date range for the reports. See “Personal
Preferences for Reports” on page 291 for more information.
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45.4 Help Menu

The Help menu contains options to access the online help and to view the version
number.

Help
Conbents
HelpOn  #

Figure 45-22: Help Menu

Contents: this option displays the Visual Interface Manager online help, where you
can view online help about the framework and other topics.

Help on: this option displays a cascading list of components for which there is online
help.

About: this option displays the version of the Visual Interface Manager.
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46.0 Contact Information

If you have any questions or comments regarding this distribution, please contact the
OIT User Support (IHS) by:

Phone: (505) 248-4371 or
(888) 830-7280

Fax: (505) 248-4297
Web: http://www.rpms.ihs.gov/TechSupp.asp
Email: support@mail.ihs.gov
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