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% SELF-GUIDED PRACTICE WORKBOOK

Duration

Before getting started

Session Expectations

Key Learning Review

8 hours

Sign the attendance roster (this will ensure you get paid toattend
the session).

Put your cell phones on silent mode.

This is a self-paced learning session.

A 15 min break time will be provided. You can take this break at
any time during the session.

The workbook provides a compilation of different scenarios that
are applicable to your work setting.

Each scenario will allow you to work through different learning
activities at your own pace to ensure you are able to practice and
consolidate the skills and competencies required throughout the
session.

At the end of the session, you will be required to complete a Key
Learning Review.

This will involve completion of some specific activities that you
have had an opportunity to practice through the scenarios.

Upon completion of the Key Learning Review, both you and your
instructor will provide feedback and sign the review.
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i USING TRAIN DOMAIN

You will be using the train domain to complete activities in this workbook. It has been designed to
match the actual Clinical Information System (CIS) as closely as possible.

Please note:
Scenarios and their activities demonstrate the CIS functionality not the actual workflow
An attempt has been made to ensure scenarios are as clinically accurate as possible
Some clinical scenario details have been simplified for training purposes

Some screenshots may not be identical to what is seen on your screen and should be used for
reference purposes only

Follow all steps to be able to complete activities

If you have trouble to follow the steps, immediately raise your hand for assistance to use
classroom time efficiently

Ask for assistance whenever needed
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B PATIENT SCENARIO 1 — Patient List

Learning Objectives

At the end of this Scenario, you will be able to:
Create a Location Patient List

Create a Custom Patient List

Add a Patient from a Location Patient List to a Custom Patient List

SCENARIO

An 80 year old male presents to the ED with a fever and productive cough. He is admitted with a

diagnosis of pneumonia and prescribed IV antibiotics. You begin your shift and receive the patient
into your care.

As an inpatient nurse you will complete the following activities:
Set up a location patient list

Create a custom patient list
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PATIENT SCENARIO 1 — Patient List

3 Activity 1.1 — Set Up a Location Patient List

1 Upon logging in, you will land on CareCompass. CareCompass provides a quick overview of

2

patient information.

Note: if you are a Patient Care Coordinator or Charge Nurse, your landing page will be the Clinical
Leader Organizer (CLO).

At the start of your first shift (or when working in a new location), you will create a Location List
that will consist of all patients assigned to your unit.

1. Select the Patient List [ P21t List| from the Toolbar at the top of the screen.

iz
2. The screen will be blank. To create a location list, click the List Maintenance icon s

3. Within the Modify Patient Lists window, select New in the bottom right corner.

PowerChart Organizer for TestCD, ICU-Nurse

Task Edit View Patient Chart Links Patientlist Help
i BZ CareCompass Eg Clinical Leader Organizer 1 i-Patient Task List §% Discharge Dashboard 43 Staff Assignment EZ LearningLIVE | _| | @) CareConnect @ PHSA PACS @ VCH and PHC PACS @ MUSE @) FormFast WF | _

Exit 5 AdHoc M Medication Administration g PRTCERVEreSon » & Medical Record Request # Add ~ (] Documents 8 Scheduling Appointment Book [EJiAware (s Discern Reporting Portal |
@) Patient Health Education Materials €} Policies and Guidelines €} UpToDate |_

Modify Patient Lists (==

Available lists: Active lists:

7| 147
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4. From the Patient List Type window select Location.
5. Click Next

Patient List Type =
Saelect a patient list Bype:

'Asngnmmt
Assignment (Ancillary)
CareTeam

=P

Prosider Group
Query
Relaticnihip
Scheduled

6. Inthe Location Patient List window a location tree will be on the right hand side. Expand
the list of locations by clicking on the tiny plus [+] sign next to Locations.

Note: Please do not rename Location Patient List. Name for Location will auto-populate.

| Location Patient List @
Dtocatons B Lecsion ﬂ z
[ Medical Services Jgﬂ BEGBeit eneral Hospital
[ClEncounter Types jEﬁ BCG Medical Imaging =
[l Care Teams jmﬁ EGH Evergreen House
[l Relationships - B HTH Hilltop House
[l Time Criteria jE& LGH Breath Program
[ Discharged Criteria ) Eﬁ LGH Cardiac Home Care
] Admission Criteria jEﬁ LGH Cardiclogy Lab

]Eﬁ LGH Cast Clinic

]E& LGH Chemotherapy Clinic

jmﬁ LGH Diabetes Education Clinic

jmﬁ LGH Electroencephalography Clinic

]Eﬁ LGH HOpe Centre

- [X|ff# LGH Intensive Rehabilitation Outpatient Program IROP
]E& LGH Joint Replacement Access Clinic JRAC

- p<)f¥fp LGH Lab Northmount 2

Enter a name for the list: (Limited to 50 characters)

T T

Back Next Finish

8 | 147
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7. Scroll down until you find the location assigned to you. (You may need to further expand a
facility to select your specific unit. To select check the box next to the unit name.

8. All patient lists need a name to help identify them. Location lists are automatically named for
the location you select.

9. Click Finish
Loeation Patient List (===
[7] *Locations [LGH 2 East] LGH Laboratory =
[ Medical Services LGH Lions Gate Hospital
[ClEncounter Types LGH Licns Gate Hospital d 3
[C]Care Teams M e LGH 2 East] 3
[] Relationships + LJay Lo JE Cardiac Lare
] Time Criteria 5 2 LGH 3 East
[ Discharged Criteria - Clew LGH 3 Pediatric Observation
[ Admission Criteria o 2 LGH 3 West
- CIED LGH 4 East
w5 LGH 4 West
- e LGH 5 East
o ¥ LGH 6 East
- I LGH 6 Surgical Close Observation
- LGH 6 West
- I LGH 7 East

+

= LGH 7 Meure Critical Care -

Enter a name for the list: (Limsted to 50 characters)
LGH 2 East

Back [ Mea ||[ Fush || Concs |

10. In the Modify Patient Lists window select the Location list you've created.

11. Click the blue arrow icon to move the Location to the right, under Active Lists.

12. Click OK to return to Patient Lists. Your Location list should now appear.

[B) Modidy Patient Lists (===

(o

Active hate:

Bl

Hew ||| ok ]| canca |
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Key Learning Points

Patient List can be accessed by clicking on the Patient List icon in the toolbar

You can set up a patient list by location
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PATIENT SCENARIO 1 — Patient List

& Activity 1.2 — Create a Custom Patient List

1 Next you need to create a Custom List that will contain only the patients under your care.

1.
2.
3.
4.

Select Next

BEe e

From the Patient List Type window, select Custom

M

CLINICAL+SYSTEMS

‘ TRANSFORMATION

Our path 1o smarter, seamless care

To create a Custom List, click the List Maintenance icon

.)'_.i—"

in the Patient List

Click New in the bottom right corner of the Modify Patient Lists window

All Patients - LGH 2 East

Name
CSTLABAUTOMATION, Tsf
CSTPRODMED, LAB-HIGH
CSTLABAUTOMATION, Tsf
CSTDEMOALEXANDER, D
SEXSMITH-LEARN, NATAL|
ST, I5LA

CST-TIT, TOBIAS

CST-TIT, KIMBERLY
CSTPRODOS, ORDERSFI
CSTPRODONC, KRISTINE
CSTONCPHARM, STTWO
CSTDEVONC, TESTONE.
CSTPRODCD, EMILY CERI
CSTLABAUTOMATION, Ts|
CST-TIT, RUTH
CSTPRODREG, OUTPATIES
CSTADTIAMTHREE, ADTO|
CSTPRODMED, JAMIE
LEE-LEARN, PETER
CSTPRODREG, SELFPAVIY
BROWN-LEARN, HENRY
CSTPRODREGINTER, HOI
CSTPRODMED, LAB-NORI
CSTPRODMI, STSYNGO.
CSTCARDDEMO, BOE DO
CSTSYNGOTEST, FRANK
CSTAMBTEST, JAMIE

CoCE0y

CoCsCs O3 O3 CuCsCscs

o

CsCsCs

CSTONCPHARM, STONE
JONES-LEARN, JULIO.
MCCOV-LEARN, SHAUNA
CSTPRODREG, PREWORK
CSTPRODHIM, STESTSIX

CsCs

Modify Patient Lists

Available lists:

Active lists:

E

LGH 2 East

visit Primary Care Physician Visitor Status
In testing Plisvea, Rocca, MD

is TestCST, GeneralMedicine-Physiciant ORD, MD

In testing Plisvca, Rocco, MD

Acquired Pnuemonia Plisuco, Wesley, MD

plasty Shoulder
plasty Shoulder

plasty Shoulder

Plisvey, Charise, NP
Plisvcy, Charise, NP
Plisvcy, Charise, NP

Patient List Type

Select a patient list type:

[Assignment.
Assignment (Ancillary)

Location

edical Service
Provider Group
Query

A

NOT USE

CSTPRODREGHIM, FRANK
CSTPRODREG, QUTPATIENTCHARGING
CSTPRODREG, OUTTOOUT

451 _CSTPRODMED TESLSIERRA

700004178 21 years 01-1an-1996
700006576 7000000015563 41 years 30-Jan-1976 27-Nov-2 isveb,
700008100 7000000015206 70 years 01-May-1947 20-Nov-2017 17:30 PST Plisvc, D|
700007383 7000000013043 57 years 11-Feb-1960 02-Nov-2017 14:27 PDT Plisvee,
700008640 7000000012733 25 years 23-Feb-1992 26-Oct-2017 13:55 PDT Plisvea,
700004995 7000000008263 37 years 11-Nou-1980

700002490 7000000004418 27 years 10-May-1990

700001556 7000000004416 27 years 01-Jan-1990

700001147 38 years 27-N0v-1979 08-Nov-2016 14:32 PST
700008143 7000000013604 71 years 29-Aug-1946 16-Nov-2017 03:42 PST Plisvca,
700008073 7000000013496 59 years 17-Feb-1958 14-Nov-2017 13:03 PST Plisvca,

700003725 7000000005160 27 years 10-May-1990

Scheduled

Back

Finish

700007350 7000000015632 17 years 01-Oct-2000 29-Nov-2017 08:25 PST Plisvca, Rocco, MD test

00008220 ) ueArs 170011957 15 NOw.2017 7547 ST Plisuca. R

MO rest

Plisvch, Max| MD
Blisuca Bacca MO

name for the list = YourName_Custom (for example Sara_Custom).

6. Click Fi

nish

Custom Patient List
[ Care Teams
[l Locations
] Medical Services
[ Encounter Types
[ Relationships

[ Core Teom 91
[C]Care Team 52

mli

[ Aderission Criterin
O] Dischanged Critenia
[ Use Best Encounter

Enter & name for the list: (Limited to 50 charscters)
JahnDoe_ Custom Lisf

[ Back

TRANSFORMATIONAL
LEARNING

The Custom Patient List window opens. Custom Lists need a unique name. Type in a

11 | 147



PATIENT SCENARIO 1 — Patient List

g

CLINICAL+SYSTEMS
TRANSFORMATION

Our path 1o smarter, seamless care

&

TRANSFORMATIONAL
LEARNING

7. Inthe Modify Patient Lists window select your newly created Custom List

8. Click the blue arrow icon to move your Custom List to the right, under Active Lists

9. Click OK

{ [P) Madify Patient Lists

Available lists:

Active lists:

Bl

LGH 2 East

[ o 8

At the beginning of a shift and with any assignment changes, you will need to add patients from
your location list to your custom list. To do this:

1. First find your patient on your Location List. Right-click your patient’s name.

2. Hover your cursor over Add to a Patient List

3. Select YourName_Custom List

CST-TIT, RUTH
1
i ADTIAMTH
] CSTPRODMED, JAMIE
1 LEE-LEARN, PETER
CSTPRODREG, SELFPAYT|
1 BROWN-LEARN, HENRY
CSTPRODREGINTER, HOI
CSTPRODMED, LAB-NOR
CSTPRODML, SITSYNGO
CSTCARDDEMO, EOB D
CSTSYNGOTEST, FRANK
CSTAMBTEST, JAMIE
CSTPRODREGHIM, FRAN
CSTPRODREG, QUTPATIE
CSTPRODREG, OUTTOO!
CSTONCPHARM, STONE
] JONES-LEARN, JULIO
] MCCOV-LEARN, SHAUNA

===

Patient Snapshot...
Provider Information...
Visit List...

Inactivate Relationship...
Add/View Sticky Motes...

Sort...
Hide

Customize Columns...

700004608 7000000015122 B3 years 18-May-1934 20-Nov-201
i =57 7000000013478 71 years 10-Jan-1946 14-Nov-2017

446 7000000004417 27 years 10-May-1990
839 7000000015274 61 years 21-Apr-1956
034 7000000013404 25 years 25-5ep-1992 10-MNov-2017
942 7000000013205 67 years 17-Mar-1950 07-Nov-2017
287 7000000004955 27 years 10-May-1990
026 7000000012702 50 years 20-Aug-1967 26-Oct-2017
852 7000000006995 36 years 14-Jun-1981
178 7000000006054 21 years 01-Jan-1995
576 7000000015568 41 years 30-Jlan-1976 27-MNov-2011
100 7000000015206 70 years 01-May-1947 20-Nov-2017

SRE-Z00000001 304327 yearsll.EelalS60 02-Nov-2017

Add to a Patient List

Copy Ct

Mew Results

Open Patient Chart

3

JohnDoe_Custom List 92 26-Oct-2017
T ycarT 30
2 1453 4 a0

856 7000000004416 27 years 01-Jan-1990

147 7000000001602 38 years 27-Mov-1979 08-MNov-201¢
148 7000000013604 71 years 29-Aug-1946 16-Nov-2017
073 7000000013496 59 years 17-Feb-1958 14-MNov-2017

CSTPRODREG, PREWOR

700003725 7000000005160 27 years 10-May-1990
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4. Navigate to your custom list by clicking on YourName_Custom tab. The tab will be empty.

5. Click the Refresh icon to refresh your screen. Now your patient will appear in your
Custom List. Please ensure the patient you have just added to your custom list is the
patient assigned to you today

PowerChart Organizer for TestUser, Respiratory Therapist =3 <
Task Edit View

;&2 Multi-Patient Task List =1 M

Patient List

& P oBEE R EE|
LGH Emergency Department | LGH 4 East | LGH4 West | LGH2 East | LGH 6 East || JohnDoe_Custom | ‘l

T [tocton [uame VRN Jencourters [age [por  [aamies amiting Py Resson for VilPrmary Care Pysiian Vrtor seot]
Z]LGH 5E 622 04 CSTPRODOSSISTEN, DAVID 700005100 7000000015807 72 yars 2L Mar-1945 3-Hoy-2017 1031 ST Plsua, oo, MD_System Testing TestOS, GeneralMecicine. Pysician, MD

Note: you can remove a patient from your custom list by selecting the patient and clicking the
Remove Patient icon ™ .

Key Learning Point

You can create a custom list that will consist of only patients that you are caring for on your shift

13 | 147
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B PATIENT SCENARIO 2 — CareCompass

Learning Objectives

At the end of this Scenario, you will be able to:
Navigate CareCompass
Select the correct Patient List

Review and complete tasked activities

SCENARIO

As an inpatient nurse you will complete the following activities:
Review CareCompass
Establish a relationship in the system with your patient and review patient information

Review and complete tasks in CareCompass

14 | 147
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# Activity 2.1 — Review CareCompass

1 CareCompass displays key information about your patients, including important details such as

allergies, resuscitation status, reason for visit, and scheduled medications/tasks, orders, and
results.

1. Navigate back to CareCompass by clicking on : Hs CareCompass in the Toolbar

2. Select YourName_Custom from the Patient List drop-down

PowerChart Organizer for TestCD, ICU-Nurse

Task Edit  View Patient Chart Links

==
L5 T Medication Administration & PM Conversation ~ 5] Medical Record Request 4= Add - ::E:Dmcument; B Scheduling Appointment By

{ (£} Patient Health Education Materials @}, Policies and Guidelines £} UpToDate | _

ARNIARIR A 0% -

patient Lisf: NEMIENSE IR v| % LstMaintenance = Add Patient " Establish Refationships
LGH 2 East =
jremees B JohnDoe_Custom List

2 Visit Care Team
2EL-0 CST-T1T _RIUTH

Tiyrs | F| -
No Relationship Exists

Mavigation Help

cal Leader Organizer x;;(\ Patient List &3 Multi-Patient Task List EZ Discharge Dashboard %3 Staff Assignment X LearningLIVE = e

¥
3. Click the Refresh icon . Your patient is now visible on your custom list.

PowerChart Organizer for TestCD, ICU-Nurse

Chart Links Navigation Help

| Leader Organizer 4 Patient List &8 Multi-Patient Task List B Discharge Dashboard 43 Staff Assignment ¥ LearningLIVE | | } @} CareConnec t @) PHSA PACS @ VCH and PHC PACS @ MUSE @) FormFast WFI

& PM C tion ~ 5] Medical Record Request 4+ Add ~ [#) Docurment ts (B Scheduling Appointment Book [ iAware (aa Discern Reporting Portal
i @) Patient Health Education Materials @) Policies and Guidelines €} UpToDate _

CareCompass

ADAR R 004

0 minutes ago
Patient List: EENONETRINEN V] 3% Let Maintenance 4k Add Patient  g® Establsh Relationships _ |
LGH 2 East =
[rs="=3ll JohnDoe_Custom List v — _—
2EL-03 CST-TTT, RUTH -
Fayrs | F |~

Ho Relationship Exists
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2 Let's review CareCompass.

1. The Toolbar is a quick way to navigate the Clinical Information System (CIS) using the
various buttons.

2. The Patient List drop-down menu enables you to select the appropriate patient list you
would like to view.

3. Until you establish a relationship with your patients in the system, the only information
visible about them is their location, name and basic demographics. (You will establish a
relationship in the next activity.)

PowerChart Organizer for TestCD, ICU-Nurse

Tesk Edit View Patient Chart _Links _Navigation _Help

%5 CareCompass ¥ Clinical Leader Organizer Jp Patient List &3 Multi-Patient Task List ¥ Discharge Dashboard 43 Staff Assignment ¥ LearningLIVE |_| ; @) CareConnect @) PHSA PACS @} VCH and PHC PACS @ MUSE @) FormFast WH |
] Bxit g AdHoc & PM C ion - ] Medical Record Request 4+ Add + [B]Documents B Scheduling Appointment Book [EgiAwsre fu Discemn Reporting Portal |

(€ Patient Health Education Materials ) Policies and Guidelines €} UpToDate _

CareCompass I Full sereen

) 2, & 100% - &

|pangnt List: JohnDoe_Custom List [v] 2 Maintenance < Add Patient g Establish Relationships

Location Patent Vst Care Team Activises Plan of Care
2EL-03 CST-TTT, RUTH - B -

Tlyrs | F|— .

No Relationship Exists

Key Learning Points

CareCompass provides a quick overview of patient information

Prior to establishing a relationship with the patient, the only information visible about a patient is
their location, name and basic demographics
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Information in CareCompass

order to view more patient information or access their chart.
1. Click Establish Relationships

CLINICAL+SYSTEMS

‘ TRANSFORMATION

Our path 1o smarter, seamless care

Task Edit View Patient Chart Links Navigation

} @ PACS @ FormFast WHI |

£y | & 100% - I~

; Ei CareCompass F Safety and Attendance 5 Clinical Leader Organizer 4 Patient List Perioperative Tracking ¥ Therapeutic Note [} Schedule 43 Staff Assignment £ LeaminglLIVE |_

 H it g AdHoc Il Medication Administration & PM Co

nversation + L Communic

Help

ate + ] Medical Record Request 4 Add + ] Document ts # Scheduling Appointment Book i Disd

Patient List:| Patient list

X Lt Mantenance 4 Add Patient | &* Establsh Relationships !i

_— - —
624 - 04 CSTLEARNING, DEMOTHETA - -
80yrs M| —
HNo Relationship Exists
620 - 02 CSTLEARNING, DEMODELTA - -
80yrs M —
No Relationship Exists
624 - 03 CSTLEARNING, DEMOBETA - -
80yrs M| —
HNo Relationship Exists
624 - 02 CSTLEARNING, DEMOALPHA - -
Blyrs M —
No Relationship Exists
% 1. From the Relationship drop-down select Nurse
2. Click Establish
Establish Relationships
* Refationship
Student N
Mame ucen drse Date of Birth MRN Encounter #
CSTLEARN. gua\ltyfhutwlwzatlun Review 01/01/1937 700008216 7000000015058
CSTLEARN uﬁﬁeggfmmm 01/01/1937 700008217 7000000015060
CSTLEARNING, DEMOBETA M 01/01/1937 700008215 7000000015056
CSTLEARNING, DEMOALPHA M 01/01/1937 700008214 7000000015055

Deselect Al

2 ErEETE

M

3 Activity 2.2 — Establish a Relationship and Review Patient

TRANSFORMATIONAL
LEARNING

1 Now that you have created your custom list, you must establish a relationship with your patient in

Once a relationship is established with your patients, additional information will appear on

CareCompass.

Note: A relationship will last for 16 hours and the nurse will need to re-establish the relationship at

the next shift.
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3 CareCompass provides a quick overview of select patient information including patient care
activities and orders that require review.

1. You can hover your cursor over icons, buttons, and patient information to discover
additional details.

2. Activity Timeline appears at the bottom of CareCompass. It provides a visual
representation of certain activities that are due for the patients on your list.

Attendance | Clinical Leader Organizer  Patient List Peioperstive Tracking [ Therspeutic Note [T Schedule &3 Staff Assignment s LesrminglLNE |

# 4 6 10% - ]
Patient Lat: Patient list [v] % ustMaintenance e Add Patent &7 @2 @
62404 CSTLEARNING, DEMOTHETA Preumonia Pisvc, Roceo, MD Add Plans
Bilys M| — Los: 3d Busness (322)366-48%6 =
2002 CSTLEARNING, DEMODELTA Prcumonia Plsvca, Roceo, MD ‘/n Add Plans
Biys M - T—— " is: 30 Busness (322)366-48%6 I
No Allergies Recorded |~ Age 80 years
B 01/01/1937
62403 CSTLEARNING, DEMOBETA Sex W umonia Pisvca, Roceo, MD 13 Infusion Standard (Module) (vakdated)
Bilys M|~ 481 700008217 Is: 3d Busness (322)366-48%6
Mergies — Encounter # 7000B00015060
624 -02 CSTLEARNING, DEMOALPHA © cation Sta ‘eumona Plseca, Roceo, MO Red Biood Cell (RBC) Transfuson (Module) (Valdated)
B0yrs M| — o T0s: 3d Busness (322)366-4896 T 1

Ho Known Allergies| —

Overdue 11:00

4 Notice the orange exclamation L symbol next to your patient’'s name. This indicates that there
are new orders and/or results requiring review. Note that there is also an exclamation mark on the
top right corner of the CareCompass page, this shows the total number of patients with new
orders.

Note: b Indicates new critical results or STAT/NOW orders.
¥ Indicates new non-critical results or orders for a patient.

1. Click the orange exclamation “* symbol.

# &, & | 100% - o
Patient List: Patient list 3 List Maintenance 4 Add Patient
Location Patient. Visit Care Team
624 -04 CSTLEARNING, DEMOTHETA Pneumonia Plisvca, Rocco, MD
80yrs | M — Los: 3d Business (322)3664

No Allergies Recorded | —

620 - 02 (S"LEQRNWG’ DEMODFILTA Pneumonia Ph&'\lG, Rocco, MD
80yrs | M| — L0s: 3d Business (322)366-4/
No Allergies Recorded | — 1

624 -03 CSTLEARNING, DEMOBETA Pneumonia Plisvca, Rocco, MD
80yrs ' M| — p LOs: 3d Business (322)366-4/
Allergies | -

624 - 02 CSTLEARNING, DEMOALPHA B ey Plisca, Rocco, MD

View new results and orders.

80yrs | M —
No Known Allergies | —

Business (322)3664
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1. Review new orders and results in the Items for Review window

2. Click Mark as Reviewed when done

Items for Review i

Resuits Orders
Mo new results Ordered By Entered By
heparin 25000 unit + dextrose 5% premix 500 mL... (Vodify Dhingra, Vinay Test User, Nurse
titrate, IV, 18 unit/ka/h starting rate, 8 unit/ka/h minimum r. 10:43 Today
Comment: - Initial starting rate not to exceed 40 mL/h (2
HYDROmorphone (HYDROmorphone PRH range dose) Dhingra, Vinay Test User, Nurse - ICU
dose range: 1 to 2 mg, PO, g4h, PRN pain, drug form: tab, s. 11:54 Today
Comment: DILAUDID EQUIV
( PRNra... (D Dhingra, Vinay Test User, Nurse - ICU
dose range: 0.1 to 0.5 ma, IV, q4h, PRN pain, drug form: inj 11:54 Today

Comment: DILAUDID EQUIV

Select All

Once you have marked the orders as reviewed, you are taken back to CareCompass and the
orange exclamation symbol will disappear.

“. Key Learning Points

A relationship must be established with patients in order to view more detailed patient information
and access their chart

Remember to select the correct role when establishing a relationship with patients

A relationship will last for 16 hours and the nurse will need to re-establish the relationship at the
next shift

CareCompass provides a quick overview of patient information including patient care activities,
scheduled and unscheduled tasks and new orders and results for the patient

““ Indicates new non-critical results or orders for a patient

o Indicates new critical results or STAT/NOW orders

19 | 147



" CLINICAL+SYSTEMS M
PATIENT SCENARIO 2 — CareCompass o NSFORMATION AR EMATIONAL

- Activity 2.3 — Review and Complete Tasks in CareCompass

1 Tasks are activities that need to be completed for the patient. Tasks are generated by certain
orders or rules in the system and are displayed in a list format so clinicians are reminded to
complete specific patient care activities. They are meant to supplement your current paper to-do
list and highlight activities that are outside of regular care.

Note: Not all orders trigger tasks. For example, vital signs assessments are part of routine daily
care and are not tasked. Sputum specimen collection however is not a regular occurrence and is
tasked.

Let’s locate tasks for your patient:
1. Ensure you are viewing CareCompass.
2. Scheduled tasks for multiple patients are summarized in the Activity Timeline. (You can
click on the red or light green shaded bars to view task details.)
3. Click the grey forward arrow ‘ to the right of your patient’s name to open the single
patient task list.

4. Review the tasks for your patient in the task box.

tient Tack List §§ Discharge Dashboard 23 Staff Assignment §§ LearmingLIVE _

ornFast WrL || | €t 9 actioc Wl Medication Adminstration g PM Conversation = () Medical Record Request 4 Add - [BDecuments 8 Scheduling Appointment Book el Discern Regorting Portal |

eiss @) Poicies snd Guidelines @ UpTaDste

Patient Lt Lo S[&] % Lt Mantenance 4+ Add Patent g

DOB: 01/15/1991

Patact
CSTPROD, CHECK EMPI

No Allergies Recorded | — )
P WD s | s
PAQU1-27 CSTPRODOST, JUSTINE
26y F - Current
SETIELE = [ Urinalysis Macrascopic (dipstick) with Microscopic Nur
619-01 LINESTUBESDRAINS, KATHY Unschedubed
T

Mo Known Alargies 21 Modicaton History

18:00 (No Acthities)

301 - 01M LINESTUBESDRAINS, MAX Interdiscipinary (o Acslies)
325 M-
Alergies | —

Actity Tmeine
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2 The task box contains different tabs which help to categorize patient tasks.
To see different information you can navigate between:

1. Scheduled/Unscheduled tasks tab

PRN/Continuous tab
Plans of Care tab
Patient Information tab

AW

1§ CareCompass § C § Patient Lt TaskList §§ Discharge Dashboard 23 Staff Assignment. § LeamingLVE
§ QPACS @ FormPest WH _

i off exit S AcHoc MMMedication Administistion g PM Conversation = — Communicate = 1) Medical Record Request 4 Add =

B Documents B Scheduling Appeintment Book e Disce Reporting Portsl

Blad|w: - 0804

: Pratice List ™ W UstMaintenance  dF Add Pavent &7

et DOB:01/01/1937
620 -02 CSTLEARNING, DEMODELTA
0vrs M-
Ho Allergies Recorded |~
624-02 CSTLEARNING, DEMOALFHA
BOys M-
Mo Known Alergies
624 -03 CSTLEARNING, DEMOBETA
B0ys M- o
Alerges | —
62404 CSTLEARNING, DEMOTHETA
a0yrs M-
Alarges -~
Marse Fall Risk Asses 017 14:28 PST, Stop: 17-How-2017 1428 PET
Comment Order entered secondary o inpattent admission
Unscheduled
B Valuables and Belongings
[5] Admission Discharge Dulcomes Assessment
500 (No Achities)
Imterdiscipinary (Mo Actviies)
‘mmym-n
o
Overdue 14:00 15:00 16:00 — — — — — —
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Note: When a patient is admitted, the Clinical Information System automatically generates multiple
admission tasks. These tasks are tailored to the patient’s age and location. Basic Admission
Information Adult is one of these tasks.

Complete the Basic Admission Information Adult task:

5. Select Basic Admission Information Adult
6. Click Document

L Full screen &> 10 minutes ag1

Encounter #:

g : 3 - .
Age: 80yrs DOB: 01/01/1937 MRN:700008217 7000000015060

Scheduled/Unscheduled || pRi/Cantinuous || Plans of Care || Patient Information

FEE

Current
ﬁ Basic Admission Information Adult Basic Admission Information 17-Nov-2017 14:28 PST, Stop: 17-Nov-2017 14:28 PST 5

Comment: Order entered secondary to inpatient admission

(8] Admission History Adult 17-Nov-2017 14:28 PST, Stop: 17-Now-2017 14:28 PST
Comment: Order entered secondary to inpatient admission

Braden Assessment 17-Nov-2017 14:28 PST, Stop: 17-Nov-2017 14:28 PST
Comment: Order entered secondary to inpatient admission

Infectious Disease Screening 17-Nov-2017 14:28 PST
Comment: Order entered secondary to inpatient admission

Morse Fall Risk Assessment Morse Fall Risk Scale 17-Nov-2017 14:28 PST, Stop: 17-Nov-2017 14:28 PST
Comment: Order entered secondary to inpatient admission

Unscheduled
Valuables and Belongings
g ission Discharg

15:00 (No Activities)
Interdisciplinary (No Activities)

| [vaxoor] vomment]

Note: If a task is associated with documentation, clicking Document takes you directly to the
appropriate documentation within the patient’s chart. Basic Admission Information is documented
using a PowerForm (a standardized electronic documentation form). Clicking Document takes you
directly to the form.

Once you click Document, the Basic Admission Information PowerForm opens. This form is
used to document a patient’s allergies, weight, and to review and document home medications.
Note: Patient information that stays relatively static may be pre-populated throughout the chart if it
was previously entered by another clinician. In this case, allergies and weight are pre-populated as
they were entered while the patient was in ED.
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To complete this PowerForm:
1. Review any allergies and select Mark All as Reviewed.

2. Select Weight and review the previously documented weight of 75 kg.

[P) Basic Admission Information - CSTLEARNING, DEMODELTA [ o 5=
YEHO| g HE+ | B2
*Performed on: | 20-Nov- = [=] pST By:
erformed on:  20-Moy-2017 EIE w7 E y:  TestUser, Nurse
Alergies - -
Allergies B
Medication Hista
1 Mark All 35 Reviewed
4 Add | ] Modify ‘ No Known Allergies | (3 No Known Medication Allergies ‘ 2% Reverse Allergy Check Display Al -
D/A Substance Category  Severity Reactions Interaction  Comments  Source Reaction Status
No Known Allergies Drug Active
1 n L3
] »
In Progress
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2. Review current medications that are ordered for your patient.

TRANSFORMATIONAL
LEARNING

W
3. Click the green checkmark ¥ to sign your documentation and Refresh icon to
refresh the page. After signing the PowerForm, you will be brought back to
CareCompass. Completing this documentation has removed the Basic Admission

Information Adult task from the patient’s task list.

Basic Admission Infermation - CSTLEARNING, DEMOBETA

lo o=

YEO|CE+ v ®E R
3 edoni  29-Noy-2017 :E 1532 = PST

Medication History
* Weight

edcaton Hito] ]

View

Orders for Signature
-1 Medication List
| Admit/Transfer/Discharge
[ |Status
| Patient Care
[T Activity
{7 Diet/Nutrition
[t Medications
[ |Blocd Products
[ |Laboratory
| Diagnostic Tests
["Procedures
I | Respiratory
[ Allied Health
[ |Consults/Referrals
| Communication Orders
[ISupplies
.["IMon Categorized
1 Medication History
Medication History Snapshot
|Reconciliation History

4 Add | 4 Document Medication by Hx | Reconciliation = | 4% Check Interactions

= Print 20 minutes ago

Reconciliation Status

Meds History @) Admission @ Discharge

Al
Displaped: All Active Orders | All Inactive Orders | All Active Medications, Al Inactive Medications 24 Hrs Back®

By: TestORD, Nurse

Show More Oiders. .

[ [¥ |OrderName [Status =~ | Details
4 Medications
B %  vencomycin Ordered 1,000 mg, IV, gl2h, start: 29-Nov-2017 15:20 PST
i % HYDROmorphone  Ordered dose range: 0.1 to 0.5 mg, IV, q4h, PRN pain, drug form: inj, start: 20-Nov-2...
(HYDROmorphone P... DILAUDID EQUIV
B Y8  acetaminophen Ordered 650 mg, PO, qdh, drug form: tab, start: 29-Nov-2017 15:24 PST
(TYLENOL) Maximum acetaminophen 4 g/24 h from all sources

n

T

]

In Progress

Note: An accurate and comprehensive medication history is needed before medication
reconciliation can be completed by the provider. This is known as the Best Possible Medication
History (BPMH). For patients admitted from the ED, a pharmacy technician will complete the
BPMH where possible. Where a pharmacy tech is unable to do so, the BPMH may need to be
completed by the admitting nurse. Please refer to the BPMH Quick Reference Guide for detailed
instructions on how to complete this when necessary.

Information documented in the BPMH pulls forward into the Admission Medication Reconciliation

that the provider will complete.
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5 Let's complete another admission task.
Complete the Morse Fall Risk Assessment task:
1. Select Morse Fall Risk Assessment

2. Click Document

TRANSFORMATIONAL
LEARNING

) A & W% - @

Patent List: Pratice List % LstMantenance o Add Patent  oF
620 - 02 CSTLEARNING, DEMODELTA
Boyrs | M|~

o Known Alergies

00B: 01/01/1937

lE diUnscheduied [ 5

Encounter #:
7000000015060

62402 CSTLEARNING, DEMOALPHA
Boys M —
Alerpes

62203 CSTLEARNING, DEMOBETA
BOyrs M -
Aarpis |~

624 - 04 CSTLEARNING, DEMOTHETA
B0yrs M -
Alerges —

IEE] BT o 12 Hours

Current

=) Admission History AQUIL 17-Now-2017

Camment Order entred secondary to inpaient admission.

Braden Assessment 17-14 ST, Sto 2
Camment Order enteres yto inpaient admission.
7-Now2017 1428 PST

ondary to inpatient admi

Morse Fall Risk ASsessment Marse Fail Risk Scale 174
Camment Drder antered secondary 1o inpakient admi

017 1428 PST, Stop: 17-Hov-2017 14:28 PST

Unscheduled
0 Vahuables and Belongings:
%) Admission Discharge Outcomes Assessment

10:00 (No Activilies)
Interdisciplinary (Ne Actities)

Actity Timelne

Overdue

Note: Clicking Document for Morse Fall Risk Assessment takes you directly to Interactive View
and 1&0 to complete the appropriate documentation. Interactive View and 1&0 provides access to
a variety of electronic flowsheets for documenting patient care, assessments, vital signhs and

intake/output.

g Clicking Document takes you into the patient chart and to the appropriate documentation section.

1. Double-click the blue box next to the section name Morse Fall Score. The entire
section is now active for documentation, allowing you to move through the cells by pressing

Enter on the keyboard after entering a value.
Document using the following data:

e History of Fall in Last 3 Months Morse = Yes

e Type of Fall Morse = Unanticipated physiological

e Activity at Time of Fall Morse = Dressing/undressing

e Secondary Diagnosis Morse = Yes

o Use of Ambulatory Aid Morse = Crutches, cane, walker
e |VorlVLock=No

e Gait Weak or Impaired Fall Risk Morse = Weak

¢ Mental Status Fall Risk Morse = Oriented to own ability

A Morse Fall Risk Score is automatically calculated based on information input during
documentation. Note for this activity the calculated score is 65.
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2. Click the green checkmark ¥ to sign your documentation. You will notice that your
documentation changes from purple text to black text once signed. This means it is now
recorded to the patient chart.

CIWA-A
Neurovascular Check
Neuromuscular/Extremities Assessment
CARDIOVASCULAR

Cardac Rimthm Analysis

Pulses

Edema Assessment

Pacemaker

v/ RESPIRATORY

Breath Sounds Assessment
Mobiization of Secretions

Ventilation Assessment

VAP Bundle

Ventilation

GENITOURINARY
INTEGUMENTARY
Braden Assessment

IV or IV Lock

Mental Status
@ Morse Fall Score
4 Fall Prevention Interventions
Fall Intervention - Mobility
Fall Prevention - Environment
Fall Prevention - Elimination

Manage Sensory Impairment
4 RESPIRATORY

v [[Citical [FlHigh [Flow [[JAbnormal  [7] Unauth
| Comments [Fag  |Date
29-Nov-2017 28-Nov-2017
A% 17:45PST| 18:17PST  18:13
& History of Fall in Last 3 Months Yes
O Type of Fall Unanticipat
O Activity at Time of Fail ivity at Time of Fall x
Secondary Diagnosis [JAmbutating
Use of Ambulatory Ald ["]Bathing

Dressing/undressing

[_IFall from arms

[_IFall from bed

["]Fall trom chair

[_IFall from commode

["]Fall from play device

[_|Fall from Rehab Therapy device
[|Fall from stretcher/exam table
[ITransterring

[_JUndergoing diagnostic procedure
[Junknown

7 Let's complete one final task. You have collected a urine sample from your patient.

Navigate back to CareCompass by clicking

1
2. Open the task box
3

. EZ CareCompass

Select Urine Culture (Urine C&S)

in the Toolbar

4. Click Done. A Nurse Collect box appears. Review the information and click OK.

i CareCompass 1 e gen § Patient List Tesk List 5

48 St Assignment J LearningLIVE |_

_ e S adHoc &

AR ARIAY x -O00Q

=D 4 Add - B Documents #4

Patient Lit:| Pratice List [M] X tstMantenance o Add Patient " @09 @
Location st i CSTLEARNING, DEMODELTA Age:Boyrs sacu D08:01/01/1937 MRN: 700008217 ot °
624-02 CSTLEARNING, DEMOALPHA

80yrs M| - @ Scheduled/Unscheduled || pRitjContmuous || Plans of C Patent Informaton
Alerges —
[ T ——
624-03 CSTLEARNING, DEMOBETA
soys M- 2
Alerges — (%) Admission History Adult 17-}ov-2017 1428 PS 71428 PST
‘Comment Order entered secondar fo npatient admission
620-02 4\ CSTLEARNING, DEMODELTA
BOys M|~ < Bradon Assessment 17-Hov-2017 1 V2017 1428 PST
o Known Alergies | — Comment Order antered secon ion.
626-04 CSTLEARNING, DEMOTHETA Infectious Disease Sereeaing 17-N0+-2017 1428 PST
805 M~ o ‘Comment Ordee entered secondaryto npatient admission
Newasi— Insart Peripheral IV Catheter 22-H2v-2017 1100 PST. It not seady Inserted
Instruction ¥ not already insened
@ Valuabies and Belongings
"
=] Admission Discharge Outcomes Assessment
1800
& acetaminophen 550 Mg,
Comment Wamum a
Interdisciphnary
1P Consult to Pharmacy por d, Heparin Infusion Standard (Modul
nstruction: Disc
= -
Actwty Treine

26 | 147



‘ CLINICAL+ SYSTEMS ’
TRANSFORMATION TRANSFORMATIONAL

PATIENT SCENARIO 2 — CareCompass LEARNING

Note: For the purpose of this workbook, all additional Admission tasks will not be addressed. In
your clinical setting these admission tasks will need to be completed. It is important to review
CareCompass and patient task lists throughout your shift to ensure timely review of new orders,

tasks and more.

Key Learning Points

Tasks are activities that need to be completed for the patient

Tasks are generated by certain orders or rules in the system and show up in a list format to notify
the clinician to complete specific patient care activities

Tasks can be viewed and completed from CareCompass
Completing a task will remove it from the patient task list

CareCompass should be reviewed frequently throughout the shift
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W PATIENT SCENARIO 3 — Accessing and Navigating the Patient
Chart

Learning Objectives

At the end of this Scenario, you will be able to:
Access the patient’s chart from CareCompass

Navigate the patient’s chart to learn more about the patient

SCENARIO

In this scenario, we will review how to access the patient’s chart and navigate the different parts of
the chart to learn more about the patient.
As an inpatient nurse you will be completing the following activities:

Introduction to Banner Bar, Toolbar, and Menu

Introduction to Patient Summary
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3 Activity 3.1 — Introduction to Banner Bar, Toolbar, and Menu

1 From CareCompass, click on patient’'s name to access the patient chart.

CareCompass O Full screen 1 hours 30 minutes ago
# ] 8 100% - o
Patient List: LGH 6 East % List Maintenance o & 31 @
Locaton patient vat Care Team jsolsto...  Actites
Tine = ou e s L =S, N -
624 - 01 CSTPRODMI, L GH-SIX-EAST Pain - 0
60yrs | F |~ | No Allergies Recorded LOS: 4w 2d -
624 - 02 CSTLEARNING, DEMOALPHA Pneumonia Plisvca, Rocco, MD -
80yrs M — | No Known Allergies i LOS: 1hrs Busiess (322)366-4896 -
624-03 CSTLEARNING, DEMOBETA PReumonia Plisvca, Rocco, MD — 13
@ : -
80yrs | M | ~ | Allergies L0S: 1hrs Busness (322)366-4896 T T
624 - 04 CSTLEARNING, DEMOTHETA Pneumonia Plisvca, Rocco, MD - 7
80yrs M|~ | No Allergies Recorded LoS: 1hrs Busness (322)366-4896 -
628 - 01 CSTLABNEWBORN, UTNEONATE testing Plisvem, Gerard, MD — 12
10m2w | M |~ | No Allergies Recorded LOS: 9m 3w Busness (200)377-3776 -
630 - 02 CSTPRODGOSLING, SNRYAN STUFF Plisvcc, Trevor, MD 2
40yrs | M | Attempt CPR, Full Code | Allergies L0S: 2m 3w Business (399)196-8015 -
6EL- 01 CSTLEARNINGDEMO, TEAMQR Stuff Plisuch, Stuart, MD ——3)
45yrs | U| 5-Ho CPR, Critical Care, May Intu_. | Allergies  LOS: 24d Busiess (261)173-2664 T
6EL- 03 CSTPRODREG, CMTESTQUICK JAN idk Caulton, NOLDAP, Greg 0
Slyrs|F |~ | No Allergies Recorded LoS: 22d - W
6EL- 05 CSTPRODBUCKET, SNLIST STUFF TestCST, GeneralMedicine-Physicanl AMB, MD — 04 a4
Actiity Tmeline v
Overdue 15:00 16:00 17:00 18:00 19:00 20:00 21:00 22:00 23:00 00:00 01:00 02:00
PRODBC_TEST.NURSE Friday, 17-November-2017 16:32 PST

% The patient’s chart is now open. Let’s review the key parts of the screen.

1. The Toolbar is located above the patient’s chart and it contains buttons that allow you to
access various tools within the Clinical Informatics System.

2. The Banner Bar displays patient demographics and important information that is visible to
anyone accessing the patient’s chart. Information displayed includes:

e Name

o Allergies

e Age, date of birth, etc.

e Encounter type and number

e Code status

e Weight

e Process, disease and isolation alerts
e Location of patient

e Attending Physician

3. The Menu on the left allows access to different sections of the patient chart. This is similar
to the coloured dividers within a paper-based patient chart. Examples of sections include
Orders, Medication Administration Record (MAR) and more.

W
. < . . .
4. The Refresh icon . updates the patient chart with the most up to date entries when
clicked. It is important to refresh the chart frequently especially as other clinicians may be
accessing and documenting in the patient chart simultaneously.
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Note: The chart does not automatically refresh. When in doubt, refresh!
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[ DEMOTHETA - pened by TestUser, Nurse
Task Edit View Patient Chart Links Navigation Help

F; CareCompass £ Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List % Discharge Dashboard 53 Staff Assignment B LearmingLIVE |

CSTLEARNING, DEMOTHETA

CSTLEARNING, DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Code Status:
Enc7000000015058 Di

Process:
se:
Allergies: Allergies Not Recorded Gender:Male PHN:987 Dosing Wt Isolation:

Menu ks - | Patient Summary

@ PACS @ FormFast WFI |_| § i Tear Off Hff Exit S AdHoc Wi Medication Administration & PM Conversation ~ _j Communicate ~ [2) Medical Record Request = Add + [f] Documents £ Scheduling Appointment Book (s Discern Reporting Portal | _

Fatient Summary AR AR R 0% - OO
Handoff Tool 2% | Summary 3| Assessment 52| Discharge
ommunicatio Informal Team Communication [2]
Active Issues Add new action Add new comment £
Allergies (0) =
Vital Signs and Measurements No actions documented No comments documented
Documents (0) All Teams All Teams []
Transfer/Transport/Accompan
iment
Assessments = Active Issues Classification: Mediical and Patient Stated ~ ‘ Avisis | |
Lines/Tubes/Drains ...
Intake and Output ... Add new as: This Visit ~
Labs ...
Imaging ... e
Medications ...
Home Medications .. Allergies (o) + Alvis | |
Orders ...
Oxygenation and u © Allergies not recorded. Add an allergy.
Ventilation ..
Patient Information
Pathology ...
Reference Hists N
stories ..
Reconciliation Status: Incomplete | Complete Reconciliation
Create Note N -

“. Key learning Points

The Toolbar is used to access various tools within the Clinical Information System

The Banner Bar displays patient demographics and important information

The Menu contains sections of the chart similar to your current paper chart

The patient chart should be refreshed regularly to view the most up-to-date information
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& Activity 3.2 — Introduction to Patient Summary

1 Upon accessing the patient’s chart you will see the Patient Summary page open. The Patient
Summary will provide views of key clinical patient information.

1. There are different tabs including Handoff Tool, Summary, Assessment, and Discharge
that can be used to learn more about the patient. Click on the different tabs to see a quick
overview of the patient.

2. Each tab has different components. You can navigate through these using the component
list on the left side of each tab.

[ CSTUEARPERG, DEMOTHETA - M0008216 Dgencd by TeitlPser Marse
P [ qatien  alp

sk Edf Wiew Putiest Chan  Lieks  Maviget

Lt [ Descharge Duhboand 28 Stalf Ansgrmant [ LemmingLlV |

CSTLEARNING. DEMOTHETA
Allergles: Allorgias Not Recorded
’

B AR A4 - 0803
HanteltTol = :g] = XYL
_Inforrnal Team Communication =
Al Tes
_Active Issues Closshcuson: Wodical and Pationt stated v | Miveta |
A v 2 This Wisit = |
Allergies (g + avats | 2
l O Mlergies not reconded, 444 an abegy.
Recenolaton Stus: Incomplets | Complete Reconciiagon
Vital Signs and Measurements + setorred viot: [P Sebectod wa | Lo a2 0ewrs | | [T |
Documents (o) seteaed vor [JIPTETIONY Sobeced var | Lo 3 bues | Hire ] | 2
1 ey st oty [ oo by emcsunter | Dol Mtk nte boes =

W
2 Click the Refresh icon . Notice the time since last refresh is displayed and will reset to 0

minutes

“. Key Learning Points

Patient Summary provides access to key information about the patient

Click the Refresh icon to get the most updated information on the patient
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W PATIENT SCENARIO 4 — Patient Management Conversation (PM
Conversation)

Learning Objectives

At the end of this Scenario, you will be able to:

Use PM Conversation

SCENARIO

Unit clerks will often update the patient information in the system. In some situations, the nurse will
need to update patient information such as process alerts (e.qg. falls risk alert) in the chart. In this

scenario, you will be reviewing PM Conversation and some of its functionalities. You will then learn
how to add a process alert.

As an inpatient nurse you will complete the following activities:

Use PM Conversation
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& Activity 4.1 — PM Conversation

1 Patient Management Conversation (PM Conversation) provides access to manage alerts (such as
violence risk, falls risk or isolation precautions), patient location, encounter information and
demographics. Let’s look at how alerts are managed.

Within the system, process alerts are flags that highlight specific concerns about a patient. These
alerts display on the banner bar and can be activated by any clinician including nurses.

Since the patient has a high Morse Fall score a Falls Risk process alert should be added to the
patient’s chart. To do this:

1. Click the drop-down arrow within PM Conversation @PVcenessten = in the Toolbar

2. Select Process Alert from the drop-down menu

4 Communicate - ) Madical Record Request 4 Add + #Documents #8 Scheduling Appointment Book & Discen Reporting Portal

CSTLEARNING, DEMODELTA - st = Gmeecet - [N - <

CSTLEARNING, DEMODELTA Code Status: Process: Location:LGH 6E; 620; 02
9t Disease: En

Allergies: No Known Allergies . Dosing W75 kg olation

Menu o

Unauth  [IFiag and @ 0Or

P I | T |

o017
3 155 st 1154957

A AGult Critical Care Lines - Devices.
' Adult Critical Care Quick View Heart e
(mmummmmm (@ MEWS Heart Rate Score
B Diahsis Treatment Management | 4 Respieatory Rate
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An organization window will display to select location.

1. Inthe Facility Name field, type = LGH Lions Gate and press Enter on your keyboard

2. Select LGH Lions Gate Hospital
3. Click OK

& Organization @

Please select the facility where you want to view person
aliases.

Facility Name | Facility Alias
LGH Lions Gate 1_ E]

Facility:
LGH Lionz Gate Hozpital

H Ok I [ Cancel I

2 The Process Alert window displays. To activate the Falls Risk process alert on the patient’s chart:

1. Click into the empty Process Alert box. A list of alerts that can be applied to the patient will

display. Note: This box will be empty until you click into it.
2. Select Falls Risk
3. Click Move ¥ The alert will now display within the To Selected box

4. Click Complete

72 Process Alert EIIEI
Medical R ecord Mumber: Encaounter Murber: Last Marne: First M ame: Middle M arme:
700008217 CSTLEARNING DEMODELTA
Prefered Mame: Frevious Last Mamme: Drate of Birth: Ager Gender:
01-Jan-1937 a0y Male
EC PHM:
9876469817
ALERTS
Process Alert: E
From &wvailable: To Selected:

Communication Barrier
Cytotoxic

| »

l.m

ionAirway

Select Al

Gender Sensitivity

Mo Ceiling Lift ¥
m Complete I Cancel
Ready FRODEC TEST.MURSE 21-Mew-2017 1531

Note: Multiple alerts can be activated at once. Alerts can be removed using the same process in
PM Conversation. Site policies and practices should be followed with regards to adding and

removing specific flags and alerts.
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1. Click Refresh EM to update the chart

2. Once complete, the process alert will appear within the banner bar of the chart where it is
visible to all those who access the patient’s chart.

CSTLEARNING, DEMOOELTA -
[CSTUEARNING, DEMODELTA

Atiergoen. Mo K Altergies
[ ’

“. Key Learning Points
Using PM Conversation allows you to manage alerts, patient location, encounter information and
demographics

Updating Process Alerts in PM Conversation allow clinicians to see specific concerns related to
the patient in the Banner Bar
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m PATIENT SCENARIO 5 - Orders

Learning Objectives

At the end of this Scenario, you will be able to:
Review the Orders Profile and Place Orders
Complete an Order

Review the General Layout of a PowerPlan

SCENARIO

As an inpatient nurse, you will need to be able to review orders on your patient. You will also need to
place orders on your patient in certain situations.
As an inpatient nurse you will complete the following activities:

Review the Orders Profile

Place a no co-signature required order

Review order statuses and details

Place a verbal order

Complete an order

Review components of a PowerPlan
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PATIENT SCENARIO 5 - Orders

& Activity 5.1 — Review Orders Profile

1 Throughout your shift, you will review your patient’s orders. The Orders Profile is where you will
access a full list of the patient’s orders.
To navigate to the Orders Profile and review the orders:
1. Select Orders from the Menu

2. On the left side of the Orders Profile is the navigator (View) which includes several
categories including:

e Plans

o Categories of Orders
e Medication History

o Reconciliation History

3. On the right side is the Orders Profile where you can:

e Review the list of All Active Orders
Moving the mouse over order icons allows you to hover to discover additional
information.
Some examples of icons and their meanings are:

Order requires nurse review

Additional reference text available
Order is part of a PowerPlan (Order Set)
Order requires Pharmacy verification

7@ e 2

4. Notice the display filter default setting is set to display All Active Orders. This can be
modified to display other order statuses by clicking on the blue hyperlink.

il S = f Orders
4 Add | 4 Document He ac
Orders | Medication List | Document In Plan
1
e
Orders for Signature
[ o I rder Name Status Dove . [Dctats  ~ Stop Ordering Physician [
Document In Plan 4 Admit/Transfer/Discharge
Medical & e Admit to Inpstient Ordered 04-Dec-2017 10:15 PST, Admit to General Internal Medicine, Admitting provider: TestORD, . 04-Dec-2017 1015 PST Te
4 Stas
MED General Medicine Admission (Validated) (P a AL a
Code Status Ordered 24-0ct-2017 1324 PDT, 5-No CPR, Critcal Care, May Intubate, Perioperative status: Attemp. el
: Glﬁwuvdl;-dd_(m"d Gritiated) | |, o 0 e
ggested Pians (0) M@ Insert Peripheral IV Catheter Ordered 24-0ct-2017 1324 PDT, Unless already i H-00-2017 1324907 _ ele e
pedes P4 Ordered 28-0ct-2017 1324 PDT, Stop: 24-Oct-2017 1324 PDT, On admission 24-0¢-20171324P0T e ey
L Admit/Transfer/Discharge » M@ Ordered 2-0ct-2017 1324 PDT, ah e i el
il Status o Ordered 2 317 op: 24 1 24-0ct-20171317 POT  SYSTEM, SYSTEM Cemer S
i/ Patient Care Order e 00,
U Activity i 14 Ordered 24-0ct-20171317POT  SYSTEM, SYSTEM Cemer sy
i Diet/Nutrition r
Continuous Infusions [ 14 Ordered 24-0. 20171317907 SYSTEM, SYSTEM Cemer v
Medications.
s 14 Ordersd J0DTIITPOT  SYSTEM, SYSTEM Cemer s
Laborator
Dlgrosti Tes (i 14 Odered 24-0ct-20171317POT _ SYSTEM, SYSTEM Cemer sv
Procedures av Ordered 240207 13ATFOT SYSTEM, SYSTEM Cemer s
Respirstory secondary to inpatient admission.
|Allied Health Ordered 03-Nev-2017 13:41 POT 03-Nov-201713:41 POT  Test e
Consults/Referrals 4 Ordered 03-Nov-2017 1340 PDT, indweling 03-Nov-201713:40 POT e
Communication Orders 4 Activity
Supplies i T A=) Ordered 20-0ct-2017 1324 POT
Non Categorized 4 Diet/Nutrition
| Medrcation History ME Ordered 24-0ct-2017 1324 PDT
Medication History Snapshot o Ordered. 03-Nov-2017 13341 PDT, Advance diet to Reqular, Provider must order starting diet. RN of R.
| Reconciliation History |4 Medications
[ 1 Ordered drug form: tab, start: 24-Oct-2.
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Key Learning Points

The Orders page consists of the orders view (Navigator) and the order profile

The Orders View displays the lists of PowerPlans (order sets) and clinical categories of orders

The Order Profile displays All Active Orders for a patient and can be filtered
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1 Throughout your shift, you will review your patient’s orders. Nurses can place the following types

of orders:

e Orders that require a cosignature from the provider e.g. telephone and verbal orders
e Orders that do not require a cosignature e.g. order within nursing scope, Nurse Initiated

Activities (NIA)

To place an order that does not require a cosignature:

1. Click Add within the Orders page

Medication List | Document In Plan|

Add | < Document Medication by Hx | Reconciliation ~ | % Check Interactions

l v u Displayed: All Active Diders | All Active Diders
~Orders for Signature -
gnatu N v Order Name
=Plans = =
i - | 4 Patient Care
~Document In Plan =
\i\Medi:aI fh M ¥ 6 Admission History Adult Ordered
e e RE & M :!:6"0" Basic Admission Information Ordered
-Suggested Plans (0) Adult
"m E 4 :!,l?u" Braden Assessment Ordered
[ Admit/Transfer/Discharg
{|Status & 4 ﬁ!_én“ Infectious Disease Screening Ordered
|Li| Patient Care
[ A a2 2. MECH 1
[ w >

The Add Order window opens

1. Type saline lock into the search window and a list of choices will display

2. Select Saline Lock Peripheral IV (when tolerating oral fluids well)

Note: In this example “(when tolerating oral fluids well)” is an order sentence. Order sentences
help to pre-fill order details. Also, you will see 3 similar orders, select any one of these. All 3
orders will lead to the same order but allow for variation in search terms used.

[P) CSTLEARNENG, DEMOALPHA
CSTLEARNING, DEMOA... DOB01-Jan-19..MRN:7000082... Code Status:
Age:80 years

Allergies: Bees/Stinging Inse... GenderMale

Enc:700000001..
PHN9B764698...Dosing Wt

()Gag Saline Suppression Test
(3Gen Agitated saline bubbles [contrast media]

J Anitated saling hubhbles [contract mpdial (i

‘Sea‘h muu] I AdvancedOptiors  « Type (9 Irpatient

Process:
Disease:
Isolation:

[E=3 oy =
Location:LGH 6E: 624; 02
Enc Typednpatient
Attending:Plisvca, Rocco, MD

(Car Lock Penpheral IV

C)Cray Lock Peripheral IV (When tolerating oral tly
(10

(ZJEnd Saline Lock PIV (When tole

{(JRespirology Orders
(_JRheumatciogy Orders
(JGeneral Surgery Orders
JUrclogy Orders
C)intracperative

(JOB Orders
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3. Type in the name of the patient’s Attending Physician (Last name, First name)

4. Select No Cosignature Required
5. Click OK

P'| Ordering Physician

@ Order

(2 Proposal

*Physician name

Plisvca, Rocco, MD |
r Date/Time
*ec-2017 z E 1055 = psT

*Communication type
Phone

1k
No Cosignature Required

Electronic

E ok || cancal |

6. Click Done and you will be returned to the Orders Profile and see the order details.

CSTLEARNING, DEMOALPHA - ruun

7. Notice that the Special instructions box is pre-filled with When tolerating oral fluids

well. Click Sign.

R[@[B |7 [Order Name [status  [start Details
4 LGH 6E; 624; 02 Enc7000000015055 Admit: 17-Nov-2017 13:58 PST

4 Patient Care

= Details for Saline Lock Peripheral IV (Saline Lock IV)
' Detais | 7 Order Comments |
Bh (¥
*Requested Start Date/Time: < El 1027 = psT Special instructions: (When tolerating oral fluids well
0 Missing Reauired Detais | [ Drders For Cosignature | [ Orders For Nurse Reeview .‘;l

-
8. Click Refresh
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PATIENT SCENARIO 5 - Orders

Key Learning Points

Nurses can place nurse initiated orders as no cosignature required orders

Order sentences help to pre-fill additional information or details for an order
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& Activity 5.3 — Review Order Statuses and Details

1  Tosee examples of different order statuses, review the image below:

o Processing- order has been placed but the page needs to be refreshed to view
updated status

e Ordered- active order that can be acted upon

o B ¥ Order Name || Status Dose ... |Details Proposal -
g Insert Peripheral IV..J Processing 20-Nov-2017 11:46 PST
Ll Insert Urinary Cath..] Ordered 20-Nov-2017 11:31 PST, Indwelling
& v Marse Fall Risk Ordered 17-Nov-2017 14:05 PST, Stop: 17-Nov-2017 14:05 PST
Assessment Order entered secondary to inpatient admission. =
& L Vital Signs 20-Nov-2017 11:25 PST, q4h while awake
4 Medications
& M o (¥ furosemide Ordered 20 mg, IV, as directed, order duration: 5 day, drug form: inj, start: 17-Nov-
- - Administer pre red blood cell transfusion ' -

To see examples of order details review the screenshot below (your screen may be different):

e Focus on the Details column of the Orders Profile
e Hover your cursor over certain order details to see complete order information
¢ Note the start date and that orders are organized by clinical category

|®%| |\7 ‘Order MName |Statu5 M |Dose... Details
4 Patient Care
» M Vital Signs Ordered UE-Mov-2017 10:42 PST, g4h

4 Blood Products
| B Red Blood Cell Transfusion

Routine, Administer: 1 unit, IV, once, Administer each over: 120 - 180 Minutes, Irradiated, Please call...
Infermed consent must be present on patient record

Red Blood Cell Transfusion

Details:
Routine, Administer: 1 unit, IV, once, Administer each over: 120 - 180 Minutes, Irradiated,
Please callwhen ready for pick up, 28-MNov-2017 11:04 PST

Ordered

Order Comment:
Informed consent must be present on patient record

When new orders are placed in the chart, a nurse must review these new orders and document
their review. Below we outline the steps for how this should be done. Note: Do not follow these
steps in the system but instead refer to the screenshots to understand the process.
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1. A Nurse Review icon §¢" appears to the left of the order. This identifies the order as one
that needs to be reviewed by a nurse.

2. Click the Orders for Nurse Review button to open the review window.

|®%| |\7 |Order Name ‘Status - |Dnse... |Deta\|5
4 Patient Care
» M E Vital Signs Ordered 28-Mov-2017 10:42 PST, gqdh
el
4 I +
& Details
Orders For Cosignature Orders For Murse Feview |52 Orders For Signature

An Actions Requiring Review window opens. This window displays any new orders that have
been placed by other clinicians that need to be acknowledged as reviewed by the nurse.

3. Read through the list of new orders
4. Click Review to acknowledge that you are aware of the new orders

CSTLEARNING, DEMOALPHA - Actions Requiring Review = | -=) =]
CSTLEARNING, DEMOALPHA DOB01-Jan-1937 MRMN:700008214 Code Status: Process: Location:LGH 6E: 624: 02
Ages s c: 00015055 Disease: Enc Typednpatient
Allergies: Bees/Stinging Insects, ci... Gender:Male | 69856 Dosing Wt Isolation: Attending:Plisvca, Rocco, MD
Action Action Da...|Entered By | Order Details Ordering ...
Order ismNauzvsém El\lwi;nﬂ,'mn Vital Signs  28-Nov-2017 10:42 PST, gdh E"‘IT;:T'MD d

Select All Show All Details

CSTLEARNING, DEMOALPHA

All new orders have now been reviewed and the Orders for Nurse Review button is no longer
available.
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PATIENT SCENARIO 5 - Orders

Key Learning Points

Always review and verify the status of orders

Hover over items in the chart to view additional order information
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& Activity 5.4 — Place a Verbal Order

1 Similar to current practice, nurses can place verbal and telephone orders. In this activity we are
going to practice placing a verbal order. Verbal Orders are only encouraged when there is no
reasonable alternative for the provider to place the order in the CIS themselves. For example, in
emergency situations.

Note: Verbal and phone orders that nurses enter in the CIS will be automatically routed to the
ordering provider for co-signature.

Place a verbal order:
1. Select Orders from the Menu
2. Click = Add
3. The Add Order window opens
4

Type ns continuous in the search field and press Enter on the keyboard to view search
results

5. Select sodium chloride 0.9% (NS) continuous infusion with order sentence order rate:
75mL/hr, IV drug form: bag [Greater than or equal to 17 year]

_
(@ Published Desktop - ProdBC - Citrix Receiver (= 2 ]

MRN:700008214 Code Status: 55 Location:LGH 6E; 624;

ENc7000000015055 Enc Typeinpatien
856 Dosing Wt Isolation: Attending:Plisvea, Rocco, MD

Advanced Options  w  Typs: @9 Inpatient -

Search: | ns co

A G sy @B E Foe Search witin: Al -

dextran 40 10% continuous infusion in NS
sodium chioride 0.3% (RS] continuous in fusion
sodium chloride 0.9% (NS) conti infusion replace losses1:1, IV [Greater Than or Equal To1 month]

ord h, IV, drug for er Than or Equal To 17 year]
sodium chloride 0.0% (NS} continuous infusion
order rate: 75 mL/h, IV, order duration: 24 hour, drug form: bag [Greater Than or Equal To 17 year]

ter Than or Equal To 17 year]

ur, drug form: bag [Greater Than or Equal To 17 year]
9% (NS) centinuous infusion
L/h, IV, order duration: 24 hour, drug form: bag [Greater Than or Equal To 17 year]

or Equal To 17 year]
egular PED co
egular PED co

nitroprusside PED continuous in fusion (200 meg/mL)
nitroprusside PED continuous infusion (2000 meg/mL) standard
nitroprusside PED continuous infusion (5000 meg/mL)

CSTLEARNING, DEMOALPHA - 700008214 m 7
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The Ordering Physician window opens.

6. Fill out required fields highlighted yellow with details below and click OK

¢ Physician name = type name of Attending Physician (last name, first name)
e Communication type = Verbal

Oldeﬁng Physician COrdering Physician

@ Order

@ Order
) Proposal ) Proposal

*Physician name *Physician name

I| m I Plisvca, Rocco, MD 6

*Order Date/Time

*Order Date/Time
08-Dec-2017 2] m2 =l psT || 08Dec2017 5] me =1 pst

*Communication type

Verbal
o Cosignature Hequired

Cosignature Required
PaperfFax
Electronic

*Communication type

Cosignature Required

PaperjFax
Electronic

OK a oK ] [ Cancel

Note: If this were a telephone order, the communication type of Phone would be selected.

Click Done to close the Add Order window (refer to first screenshot within this activity)

8. Orders for Signature window opens and order details are displayed. Fill out data entry
fields as needed

9. Click Sign and then click Refresh to update Orders Profile

= Add | & Document Medication by Hx | Reconciliation ~ | &% Check Interactions Reconciliation Status

© Meds History @ Admission @ Discharge

14 |Ordes for Signature |

View |8|® |3 [ % [0rder Nome [Status[Start [Details =
Orders for Signature * || 4 Continuous Infu: In
Plans. e sodium chloride 0.9%... Order 28-Nov-2017 15:34.... order rate: 75 mL/h, IV, order duration: 24 hour, drug form: bag, start: 28-Nov-2017 15:34 PST, .. |

e
> Details for $odium chloride 0.9% (NS) continuous infusion 1000 mL
@Dmns‘mﬁjmminnan;nmig]
Base Solution Bag Volume Rate Infuse Over
[|Admit/Transfer/Discharge | [Edsodi i (NS) continuous infusion 1000 mL EE 133 hour
[Status Additive Additive Dose Normalized Rate Delivers Occurrence
IE|Patient Care =
[ Activity | Total Bag Volume 1000 ml
[ IDiet/Nutrition Weight
[ Continuous Infusions
[ Medications -
" Blood Products ad []
< . ] ¢ Infusion instructions
Related Results ﬂ
Formulary Details
Variance Viewer {0 Missing Fiequired Dstalls | [ Diders For Cosignature | ([ Diders For Nurss Fievie

T 9

PRODBC TESTNURSE Tuesday, 28-November-2017 15:35 PST ||

10. The orders profile now displays the continuous infusion with a status of Ordered.

& M codium chloride 0.9% (M%) continuous |i Crdered m
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Key Learning Points

Verbal orders are only encouraged to be entered when a physician cannot enter the order
directly into the CIS themselves, for example in an emergency situation or when the physician is

sterile in mid procedure
Required fields are always highlighted yellow

Verbal and phone orders that are entered in the CIS automatically get routed to the ordering
provider for co-signature
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& Activity 5.5 — Complete or Cancel/Discontinue an Order

1 When a one-time order has been carried out, the order needs to be removed from the patient’s
order profile. This is done by completing the order.

Assuming we have inserted a saline lock PIV for our patient. Let’'s complete the order.
1. Review the Orders Profile

2. Right-click the order Saline Lock Peripheral IV

3. Select Complete

Age:80 years Enc:7000000015055
Gender:Male PHN:9876469856  Dosing Wt: S
Modi
~ ' # Orders ¥
Copy
4 Add | * Document Medication by Hx | Reconciliation v | 2% Check Interac Cancel and Reorder
1 Suspend
Orders | Medication List | Document In Plan | T
Activate
‘ ki Complete |
Displayed: All Active Orders | All Active Of
View | | Cancel/Discontinue |
Orders for Signature - —
& Plans ’ > ¥  |Order Name Void
=| | 4 Patient Ca |
Document In Plan 3 )t r & | Reschedule Task Times... ‘.
(= Medical 2 = v v " .
' TM Red Cell (RBO Tr: . § & Saline Lock Per Document Intervention...
i Blood Insert Peripher: Add/M /
. Bowel Protocol (Module) (Va = ftf‘ \7':; Siqer:lsp e“j Add/Modify Compliance
Zuggested R} M Basic Admissio Order Information...
(=) Orders
o - s | C ts...
[ Admit/Transfer/Discharge & M ¥ Admission Hist ommen
[ Istatus 7 Results... ‘
H ‘E’!ﬁ!ﬂf,’"-—'- s < | LLL | Reference Information... L]
| Related Results | |= petaits Print g
4. Click the Orders for Signature button.
|®% | = | | ' |Order MName |Statu5 |D05e |Detai|5 =
A Patient Care
i | rrl 3
a Details
Orders Far Cosignature [ Orders For Murze Review n Orders For Signature
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5. Review order for signature and click Sign. You will return to the orders profile where the
order will show as processing.

Qrders for Signature

|®%|®|@?|‘? |OrderName

|Statu5 |Start

Details

A LGH 3W: 331; 01B Enc:7000000015869 Admit: 01-Dec-2017 00:24 PST
4 Patient Care

[J&h  sslinelockParipharsh. Complate 09-Dec-201714:16.,

a Details

1 Mizzing Required Details

Orders Far Cosignature Orders Far Murse Review

5 .

~
6. Refresh the screen and the order will no longer be visible on the Orders Profile.

Now let’'s Cancel/Discontinue an order.

1. Review the Orders Profile

2. Right-click order Encourage Fluids

3. Select Cancel/Discontinue

Menu

Patient Summary

Orders

Single Patient Task List

and Problems

nect

earch

Patient Information

Reference

- | Orders
ld | < Document by Hx | ~| &% Check
Medication List | Document In Plan
o ) )
o Displayert: Al Active Drders | Al Inactive Orders | Al Dnders [&1 Statuses)
-Orders for Signature
e [&] % [Order Name  ~ Status _ |Dose... |Details
i L] B6s"  Vitel Sians Completed 30-Nov-2017 09:41 PST, Stop: 30-N
{ Document In Plan
£ Medical > M 6 Pulse Oximetry Ordered 30-Nov-2017 09:41 PST, gBh, with vi
! Peripherally Inserted Central Catheter Insertion (PICC) (Module) (P =] Negative Pressure Wound Therapy Ordered 30-Nov-2017 08:26 PST, 125 mmHa,
H - = N - ¥ Morse Fall Risk Assessment Ordered 17-Nov-2017 1417 PST, Stop: 17-N:
- MED General Medicine Admission (Validated) itiated) Order entered secondsry to inpatien
e e = e =P VAR e ) Intensive Care Delirium Screening Checklist (ICDSC) Ordered 05-Dec-2017 1200 PST, BID, To be d
P = (p he Insert Peripheral IV Catheter Discontin... 22-Nov-2017 10:55 PST, If not alread
Orders ME Infectious Disease Screening Ordered 17-Nov-2017 14:17 PST
Imit/Transfer/Discharge Order entered secondary te inpatien|
tatus W Encourage Fluids Renew
atient Care =] Central Venous Catheter Care Moty
i having
jet/Nutrition M E Braden Assessment Copy p:17-N
ntinuous Infusions Cancel and Reorder inpatien)
edications M E Basic Admission Information Adult Suspend p:17-N
tien)
["IBlood Products o — i nes
Ad History Adult Activate :17-N
HLaboratory ME mission History Adu ;?npmn
[ | Diagnostic Tests 4 Activity
{ClProcedures M 967" Activity as Tolerated
Respiratory 4 Diet/Nutrition e
lied Health M E6s  General Diet
nsults/Referrals 4 Continuous Infusions Ml R T
mmuni ion Urders sodium chloride 0.! continuous infusion 1, ml ocument Intervention... orm:
ication Orde: dium chloride 0.9% (NS) fusion 1,000 mL Dy t Interventi form: b
[ISupplies 5] sedium chloride 09% (NS) continuous infusien 1,000 mL Add/Modify Compliance form: b|
["INon Categorized = sodium chloride 0.9% (NS) continuous infusion 1,000 mlL r durati
1 Medication History = sodium chloride 0.9% (NS) continuous infusion 1,000 mlL Order Information... form: b|
Medication History Snapshat L1 "5 B¥ heparin additive 25000 unit + dextrose 5% premix 500 mL. Comments.. ing rate,
|Reconcillation History e . prceed 4
i W F Reference 0
«
i » Print »
Related Results = Details Advanced Fil
Formulary Details fvanced Filters.
Variance Viewer Orclers For Cosionatue | [ Diders For Nurse Review Customize View.
V| Disable Order Information Hyperlink —
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4. Ordering Physician window will appear. Fill out required fields highlighted yellow below
and then click OK

Physician name = type name of Attending Physician (last name, first name)
e Communication type = No Cosignature Required

Ordering Physician

@ Order

@ Proposal

*Physician name

Plisvca, Roceo, MD
*Order Date/Time

28-Nov-2017 z E 1128 = pst
*Communication type

Phone

¥Yerbal

Proposed
No Cosignature Required

Cosignature Required

Paper/Fax
Electronic

5. Review order to discontinue and click Orders For Signature

~ Details fr ENcourage Fluids |

Details ] B’E' Order Comments]

=%k ¥

Discontinue Date/Time:  EElEEANN = IZI 1133 =N

Discontinue Reason: | | ~ |

Orders For Cozsignature Orders For Murse Review

88 Orders For Signature

6. Review Order for signature and click Sign. You will return to the order profile.

4 LGH 6E; 624; 02 Enc:7000000015055 Admit: 17-Now-2017 13:58 PST

.4 Patient Care

[ & Encourage Eluids i ; 28-Maw-201711:27. ., 28-Mew-201711:30 PST
& Details ‘
0 Mizzing Required Details Orders For Cosignature Orders For Murze Review

BTN 6

7. Refresh the screen and your order will no longer be visible on the order profile.
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Key Learning Points

Right-click to mark an order as completed or cancel/discontinued
Once an order is cancelled or discontinued the order will be removed from the patient’s Order

Profile
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3 Activity 5.6 — Review Components of a PowerPlan

1 A PowerPlan in the CIS is the equivalent of pre-printed orders in current state and is often referred
to as an order set. At times it may be useful to review a PowerPlan to distinguish its orders from
stand-alone orders. Doing this allows a user to group orders by PowerPlan.

Let’s review a PowerPlan. From the Orders Profile:
1. Locate the Plans category to the left side of the screen under View

2. Select the Bowel Protocol PowerPlan

3. Review the orders within the PowerPlan (e.g. Sennosides 12mg, PO, gHS, PRN)

liation » | S Check Interacti Re n Status
FronT | o8 Checknteractons © Meds History @ Admission ) Discharge

M a}7Q © +# AddtoPhase- QdComments Start 04-Dec-20171LILPST  Stop: None [..]

& v Component Status Dose Details
[Bowel Protocol (Module) (Validated) (Initiated)
= - Last upd: -Dec-2017 11:11 PST _by: TestORD, GeneralMedicine-Physician, MD
4 Medications
edical < If patient has GFR less than 30 mL/min use Bowel Protocol Renal
s ision((Vah £ edi[B 8 Thisis a eneral bowel protocol (Gener bowel protacols such as elderly care, Iabour and delivery, pallative care, and spine patient
Bowel (Module) (Validated) (Initiated| % CONTRAINDICATIONS: Complete bow: my, short bowel syndrome
2 <8 Do NOT give SUPPOSITORIES or ENEMA if Leukemia / BMT orif pancytopenic of neutropenic
Suggested Plans (0) 2 Day1
|Orders <% Select polyethylene glycol 3350 (preferred) OR lactulose
{H Admit/Transfer/Discharge <9 Day2 inue Day 1 treatment)
|/ Status <% Select sennesides (preferred) OR magnesium hydroxide with cascara
[ Patient Care ¥ wde (7 Ordered 12 mg, PO, gHS, PRN constipation, drut b, start: 04-Dec-2017 11:11 PST
it If no bowel movement after 48 hours, tinue day 1 treatment (Bowel Protocol Day 2)
< Select magnesium hydroxide AND cascara liquid 3
<% Day3 (continue Day 1 and Day 2 treatment]

e Giders For Cosgrature Wi P o

PRODBC_ORDTEST.PR Monday, 04-December-2017 11:11 PS}

Key Learning Points

The Orders Profile consists of the navigator (View) and the order profile
The navigator (View) displays the lists of PowerPlans and clinical categories of orders

The order profile page displays all of the orders for a patient
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W PATIENT SCENARIO 6 - Interactive View and 1&0

Learning Objectives

At the end of this Scenario, you will be able to:
Review the Layout of Interactive View and I1&O (iView)

Document and Modify your Documentation in iView

SCENARIO

In this scenario, you will be charting on your patient.
As an inpatient nurse you will complete the following activities:
Navigate to Interactive View and 1&0O (iView)
Document in iView
Change the time of documentation
Document a dynamic group in iView

Modify, unchart or add a comment in iView

53 | 147



| !v)
1 1 ‘ %M‘é@b&ﬁﬂf&ﬁ TRANSFORMATIONAL
PATIENT SCENARIO 6 - Interactive View and 1&0 o LEARNING

# Activity 6.1 — Navigate to Interactive View and 1&0

1 Nurses will complete most of their documentation in Interactive View and 1&0 (iView). iView is
the electronic equivalent of current state paper flow sheets. For example, vital signs and pain
assessment will be charted in iView.

Select Interactive View and 1&0 within the Menu.

[P) CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse =N
Tesk Edit View Patient Chart Links Navigation Help

{ g CareCompass E Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List E% Discharge Dashboard &3 Staff Assignment E% LearningLIVE |
{ @QPACS @ FormFast WFL _ § T Tesr Off Hf Bxit B AdHoc + L3¢ ~ 2] Medical Record Request 4+ Add ~ 8] Documents B4 Scheduling Appointment Book s Discern

CSTLEARNING, DEMOTHETA
CSTLEARNING, DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Code Status: Process:
Age:B0 years 8
Allergies: Allergies Not Recorded Gender:Male s Dosing Wt:
*I< - |#& Patient Summary

ARIAR(R R 00%

MLAL ]

Handoff Tool 52| Summary 32| Assessment 53| Discharge 2] 4 Q /=
Informal Team Inf 1T C icati ‘ .,‘ M
Commumication nformal Team Communication <

Active Issues Add new action Add new comment

Allergies (0)

LEIS EEE e No actions documented No comments documented

2 Now that the iView page is displayed, let’s view the layout.

1. A band is a heading that has a collection of flowsheets (sections) organized beneath it. In
the image below, the Adult Quick View band is expanded displaying the sections within it.

2. The set of bands below Adult Quick View are collapsed. Bands can be expanded or
collapsed by clicking on their name.

3. A section is an individual flowsheet that contains related assessment and intervention
documentation.

4. Cells are fields where data is documented.

P/ CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Patient  Chart Links n  Orders  Help

izcharge Dazhboard 53, Staff Assign)

§ LearmingLIVE |
edical Record Request + Add ~ (5] Documents B4 Seheduling Appeintment Book s Discern Reporting Partal | _

CSTLEARNING, DEMOTHETA =
CSTLEARNING, DEMOTHETA

illin, Tape

log Warming Sysiem ~ | [Flcitical  [FHigh  [FLow
PAIN ASSESSMENT
Pain Modallee e |Commeris [flag | iste | Performed By

7] Abnermal  [“]Unauth [ Flag

lim % 20.Nov-2017
o 153 ps1

Temperature Axillar

Temperature Temporal Atery

Temperature Oral

Apical Heart Rat
Fipheral puise Rate

Trane "
Shift Repor/Handoff

T Oxygen Therapy
Oxygen Flow Rate
AR e =Dvdces Skin/Nare Check
45, Adult Education sp02
% Blood Product Administration 5pO2 Site
5p02 Site Change

(lnum And Qutput

o Avanced Graphing

o Restraint and Seclusion

o, Procedural Sedation

‘ Adult Critical Care Lines - Devices
5 Adult Critical Care Quick View

a
5 Adult Critical Care Systems Assessment
Dialysis Treatment Management

54 | 147



‘ CLINICAL+SYSTEMS ’

TRANSFORMATION TRANSFORMATIONAL

PATIENT SCENARIO 6 - Interactive View and 1&0 T, LEARNING

Key Learning Points

Nurses will complete most of their documentation in iView

iView contains flowsheet type charting
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3 Activity 6.2 — Documenting in Interactive View and 1&0

1 With the Adult Quick View band expanded you will see the Vital Signs section. Let’s practice
documenting in iView.

1. Select the Vital Signs component under Adult Quick View

2. Double-click the blue box next to the name of the section to document in several
cells. You can move through the cells by pressing the Enter key.

3. Document using the following data:

e Temperature Oral = 36.9

e Peripheral Pulse Rate =91

e SBP/DBP Cuff = 140/90

e Mean Arterial Pressure, Cuff = 107 (Auto populated result)

Note: The Calculation icon @ denotes that the cell will populate a result based on a calculation
associated with it. Hover over the calculation icon to view the cells required for the calculation to
function. For example, Systolic Blood Pressure (SBP) and Diastolic Blood Pressure (DBP) are
required cells for the Mean Arterial Pressure calculation to function.

e Respiratory Rate =16

e Oxygen Therapy = Nasal cannula
e Oxygen Flow Rate =3

e Sp02=99

e SpO2 Site = Hand

Notice that the text is purple upon entering. This means that the documentation has not been
signed and is not part of the chart yet.

Note: Please disregard the values that are populated in the cells under the MEWS section. More
information about MEWS documentation will be provided later in this workbook.

4. To sign your documentation, click the green checkmark icon 4
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u CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task Edit Chart  Links

View Patient Options  Documentation Orders  Help

QPACS @ FormFast WFL || | Tl Tear Off ] Exit BgAdHoc
CSTLEARNING, DEMOTHETA
CSTLEARNING, DEMOTHETA

& PMC

- L4C

MRN:700008216
ENC7000000015058
PHN:987646982

Code Status:

Allergies: penici

Menu < - | #M__Interactive View and I&0

FEFY N 4 CEEE

Dosing Wt:

Patient Summary

Orders

% CareCompass %5 Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List &5 Discharge Dashboard &3 Staff Assignment 5 LearningLIVE |_

ate - 2] Medical Record Request 4+ Add ~ @] Documents 4 Scheduling Appointment B

gle Patient Task List ]
VITAL SIGNS
Modified Early Waming System JFind ktem] - [critical [FlHigh [Fllow [FAbnormal  [[]Unauth [ Flag
A PAIN ASSESSMENT
EES S e L Pain Modaities Resul |Commerts  |Flag _|Date [Petformed By
IV Dips
Insulin Infusion =
cumentation 4 Add Heparin Infusion ﬁﬁ@ 2
Medication Request Apnea/Bradycardia Episodes 4 VITAL SIGNS
Mental Status/Cognition T
emperature Axillary
Sedation Scales
e Temperature Temporal Artery
+ Add o Temperature Oral 36.9
Environmental Safety Management spical Heart Rate
nd Problems Activiies of Daly Living
Peripheral Pulse Rate a1
Measurements
Glucose Biood Point of Care Heart Rate Monitored
~ SBP/DBP Cuff 140/90
CareConnect ndvicual Observation Record ot Location
Clinical Research Corfort Measures Mean Arterial Pressure, Cuff mmH} 107
Transfer/ Transport
Shift Report/Handoff Blood Pressure Method
Cerebral Perfusion Pressure, Cuff mmH:
4 Oxygenation
Respiratory Rate 16
Measured 02% (FIOZ)
Oxygen Activity
Oxygen Therapy

%
% Adult Systems Assessment Skin/Nare Check
o3 Adult Lines - Devices Sp02

% Adult Education

9 Blood Product Administration

Medication List

Patient Information

Reference

Oxygen Flow Rate

Nasal cann...

f )
spo2 site Hand 3
SpO2 Site Change.
Modified Early Warning System

5. Once the documentation is signed the text becomes black. In addition, notice that a new
blank column appears after you sign in preparation for the next set of charting. The
columns are displayed in actual time. You can now document a new result for the patient in
this column. The newest documentation is to the left.

wh Tt Ve Pt Ohed

15 ConComprnt 16 Closcal Landte Orgonssnt  Prtient Lt 53 W Puient
QPACH R Pt ot W11
CSTUEARNING, DEMOTHETA
CSTLEARNING. DEMOTHETA

M B Oncherge Cdboant R U Acsgoment 1y Lowmmgi M

Code Yaten

Atergies pemicting Tape - . Doseny W

Moo

“SHa« /7Bl Emx

Frocmsfaly bk

e O )t N Aec BBVt Adwmataton g PM Commation + _f Communcats + ) Madcal bacon Rugunst 4 Add + B Docummts 8 Schadiing Sppommmant ook it Dacun Rapesing Portsl

LocationLON 66 024 04

- =

—

|8 it ik Virw ﬁ Lo M My
bosi s -] o Pl P Unean g ane WO
: | 1 o= ] aome
w =
£ R R
[rv—p——
o Tompernt arery
e
v
Pargnans usve dare "
16
»w
bospeton hate "
Mediand 0N 10D
Coppom Ay
Coppen Inerapy v oo
Copgen from hate )
S Crecx

Note: You do not have to document in every cell. Only document to what is appropriate for your
assessment and follow appropriate documentation policies and guidelines at your site.

57 | 147



PATIENT SCENARIO 6 - Interactive View and 1&0

g

CLINICAL+SYSTEMS M

TRANSFORMATION

Our path 1o smarter, seamless care

TRANSFORMATIONAL
LEARNING

Let’s pretend that you just did a bladder scan on your patient and now you want to document.

1. Click the Adult Systems Assessment Band in iView

2.
3.
4

Click the Genitourinary section in the Adult Systems Assessment band
Notice that there is nothing in this section that you can see about bladder scanning

Click the Customize View icon F to search for a section regarding bladder scan

% Adult Quick View
% Adult Systems Assessment n
NEUROLOGICAL
Morse Fall Scale
Fall Prevention Interventions
Post Fall Evaluation
Pupils Assessment
Glasgow Coma Assessment
CIWA-Ar
Neurovascular Check
Neuromuscular/Exdremities Assessment
CARDIOVASCULAR
Cardiac Rhythm Analysis
Pulses
Edema Assessment
Pacemaker
RESPIRATORY
Breath Sounds Assessment
Mobilization of Secretions
Ventilation Assessment

- GENITOURINARY
@Urinary Symptoms Reported

Urinary Elimination

Urine Voided

Urine Amount Unmeasured

Patient WVoided, Unknown Amount

Episodes of Bladder Accident

Diaper/Brief Check

Last Wet Diaper/Brief

Urine Colour/Characteristics

Urine Odour

Bladder Distention

VAP Bundle .
Ventilation Last Menstrual Period
GASTROINTESTINAL Menses Present
4 Genitalia Assessment i3]
INTEGUMENTARY 4 Braden Assessment
Braden Assessment Sensory Perception
Incision./Wound/Skin./Pin Site Muoisture
MUSCULOSKELETAL Activity
PSYCHOSOCIAL Maobility
Mutrition
Friction and Shear
o Al Linne  Cimicns B Eraden Score

m v [ Critical |:|Hig|h [[Low [Abnormal [ Unay
[Result [Comments [Fag  [Date
o d 01-Dec-2017
4 f 16:07 PST

5. A Customize window opens displaying all the content within the Genitourinary section. Click
the Collapse All button to see all of the section names at a glance.

7| CSTLABRECURRIMG, ELLA - 700003104

sl

Customize | Preferences | Dynamic Groups

Display Mame

A GENITOURIMNARY
Urinary Symptoms Reported
Nocturia Mumber of Times
Urinary Elimination
Urine Voided
Urine Amount Unmeasured
Patient Voided, Unknown Amount
Episodes of Bladder Accident
Diaper/Brief Check
Last Wet Diaper/Brief
Urine Colour/Characteristics
Urine Odour
Eladder Distention
Last Menstrual Period
Menses Present
Vaginal Packing

fReni#alia Arcercmmant

On View

ONEEREEEEERRAAEEE

Default Open =

O

4 [

Search for Item:

In Section:

4

[ Collapse All {

Band Al |

OK

Cancel
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6. Now that all the sections are collapsed, find the Bladder Scan/Postvoid Residual section
and click on the box &'under the Default Open column.

7. Click OK
7| CSTLABRECURRING, ELLA - 700003104 (=)
Customize | Preferences | Dynamic Groups i
Display Mame On View Default Open =+
b Ventilation O L
» Respiratory Evaluation Scores O O =
b GASTROINTESTINAL -
» GIOstomy O O
» Enema Administration O O
b GEMNITOURIMARY O
b Genitalia Assessment O O
» Urinary Diversion [ O
> Bladder Scan/Postvoid Residual [
» INTEGUMENTARY O
b Braden Assessment
b Incision/Wound/Skin/Pin Site O
» MUSCULOSKELETAL O
» Musculoskeletal Intervention O O 5
b PSYCHOSOCIAL
» Ongeing Columbia Suicide Severity Rating O O —
4| 11 2
Search for Item: A
In Section:

Collapse All | [ Expand all [|[ ok | | Mjncel |

8. You will now see that the Bladder Scan/Postvoid Residual section is listed under the
Adult Systems Assessment Band

9. Click the small arrow BInext to the Bladder Scan/PostVoid Residual section to expand
the section.

10. Document the following assessment findings:

¢ Random Scan Bladder Volume = 300

e Press Enter on the keyboard and click green checkmark icon ¥ to sign your
documentation

59 | 147



PATIENT SCENARIO 6 - Interactive View and 1&0

‘ CLINICAL+SYSTEMS ”
TRANSFORMATION TRANSFORMATIONAL

MUSCULOSKELETAL
PSYCHOSOCIAL

“. Key Learning Points

9

Our path o smarter seamiess care LEARNING

o Adult Systems Assessment

NEUROLOGICAL Find Item v [Flcitical [FlHigh FlLow

Morse Fall Scale

Fall Prevention Interventions Resut |Comments |FRzg

Post Fall Evaluation

Pupils Assessment 2

Glasgow Coma Assessment i 01-Dec-2017

CIWA A i 3% 16:26 PST

Neurovascular Check 4 GENITOURINARY

Neuromuscular/Extremiies Assessment @ Urinary Symptoms Reported

CARDIOVASCULAR Urinary Elimination

Urine Voided
Urine Amount Unmeasured
Patient Voided, Unknown Amount
Episodes of Bladder Accident
Diaper/Brief Check
Last Wet Diaper/Brief
Urine Colour/Characteristics
Urine Odour
Bladder Distention
Last Menstrual Period
Menses Present
4 Genitalia Assessment
Hladder Scan/Postvoid Residual
‘oided Within 15 Minutes Prior to Scan

Random Scan Bladder Volume

Was Patient Catheterized
Post Void Residual Catheterization ...

Documentation will appear in purple until signed. Once signed, the documented text will become

black and be recorded to the patient chart

The latest documentation displays in the left most column

Double-click the blue box next to the name of the section to document in several cells,

the section will then be activated for charting

You do not have to document in every cell. Only document to what is appropriate to your

assessment.

Use the Customize View icon E to find additional documentation that isn’t automatically visible
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& Activity 6.3 — Change the Time Column in iView

1 You can create a new time column and document under a specific time. For example, let's
pretend it is now 12:00 pm and you still need to document your patient’s 07:00am temperature.

1. Click on the Adult Quick View Band and select the Vital Signs section

2. Click the Insert Date/Time icon Fﬁll

3. A new column and Change Column Date/Time window appears. Choose the appropriate
date and time you wish to document under. In this example, use today’s date and time of
0700.

4. Press the Enter key

- | Interactive View and I&0

wHue @G BEEx

< Adult Quick View 2
Modfied Ezrly Waming System [Find Item]

v [ciitical [lHigh [[low [[Abnormal  [Unauth  [TFlag ©And @ Or
PAIN ASSESSMENT
Pain Modalties [Resut [Comments [Aag [Date [Performed By
IV Drips [
Insuin Infusion &
Heparin Infusion | 06-Dec.2017
Apnea/Bradycardia Episodes Change Column Date/Time x| 0 PST ] 15:00 PST 3F 14:00 PST T 13:00 PST T 12:00 ST F]
Mental Status/Cognition 5 06-Dec-2017 = o700 %] PST
Sedation Scales Temperature Axillary Degd}
Provider Notification Temperature Temporal Artery
Envionmertal Safety Management Temperature Oral 369
Activities. of Daily Living Apical Heart Rate
Measrement Peripheral Pulse Rate
Glucose Blood Poirt of Care Heart Rate Monitored bp
Individiual Observation Record SER/DEP Cuff mmHg 120580
Comfort Measures Cuff Location
Transfer/Transport Mean Arterial Pressure, Cuff mmHg
Shift Report/Handoff Eﬁ\uud Pressure Method
Cerebral Perfusion Pressure, Cuff ity
4 Oxygenation
Respiratory Rate
Measure d 02% (FIOZ)
Oxygen Activity
Oxygen Therapy
Oxygen Flow Rate
Skin/Mare Check
sp02 89 4o
SpO2 Site.
< Adult Systems Assessment SpO2 Site Change
¢ Adult Lines - Devi 4 Modified Early Warning System
4 Temperature
< Adult Education Temperature Axillary
< Blood Product Administration Temperature Temporal Artery
< Intake And Output Temperature Oral 369

5. In the new column, enter Temperature Oral = 37.5 and click green checkmark icon ¥ to
sign your documentation. The documented text is now black and recorded in the chart.

b Lander Onguncmr 5 Patent
QPACs Qromdes Wi | | T Tew O fiter Adioc SMadcation A

23 Mt Pt Tash Lt

[Pl CSTULARNSNG, GEMOTHITA - MODORIA Opened by Testiver, Nurse
Toh U ¥ o1 Unky Optiens Decumentation  Ovden  Melp

15 Oochurge Omidboard 53 S Acsgrment I}, LesmmgtUNVE |

CSTLEARNING, DEMOTHETA
CSTLEARNING. DEMOTMETA DOROT- lan 1977
AQe SO >
Allergier: pemicillin, Tape Jon

Mevs » <

~H3« /7D I0NEMmXx

I VTN SGNS

PAN ASLSITMENT
T Waseres

Sntera thve View snd VO

* A Interactive View and 150

& e - 4

ate ) Medcl Pacord Reguust 4 A8 = I Documents B8 Shadulng Appontmunt Bock el Dvscams Faperting 3

ProcessFal Rk
Dreate

2 y 229 - ¥ 1
= - Joman Flag And B0
- 1 -
Y
P M ooy 5T 0B3PS 0700 PST

| & VITAL SN
Temperstore Aniiary
Jemtesitens Tonnoca Ao

»9 ]Y\J

Head Eate Mertsred
129,009 Cumt
Cumt Location

D tean Atensd Prevswre, Cumt
$re0d Nevire Metnog

(@D Ceretent Pertunon Peie, Cunt

1%
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Key Learning Points

Documentation time can be adjusted in iView

If required, you can create a new time column and document under a specific time
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- Activity 6.4 — Document a Dynamic Group in iView

1 Dynamic groups allow documented data to be the documentation and display of multiple
instances of the same grouping of data elements. Examples of dynamic groups include wound
assessments, IV Sites, chest tubes and more.

For the purposes of this scenario, assume that your patient requires a peripheral 1V (PIV) to be
inserted. After inserting the IV successfully, you are now ready to document the details of the IV
insertion.

1. Click on the Adult Lines — Devices band

2. Now that the band is expanded, click on the Dynamic Group icon L& to the right of the
Peripheral IV heading in the flowsheet.

P! CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task Edit View Patient Chart Links

Options  Documentation Orders  Help
: i CareCompass % Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List §% Discharge Dashboard &3 Staff Assignment E LeamingLIVE | _
{QPACS @ FormFast WFL _ § FTear OFf 3 Exit g AdHoc - LAC
CSTLEARNING, DEMOTHETA  x

CSTLEARNING, DEMOTHETA Code Status:

~ 2] Medical Record Request = Add + [ Documents E Scheduling Appointment Book fws Discem Reporting Portal |_

Allergies: penicillin, Tape i SHN:S 24 Dosing Wt:

Menu

+ Add

Patient Task List

~ [Ecritical  EHigh [[Low [[JUnauth  [[]Flag

[Resutt [Commenis  |Flag [Date | Performed By

[C] Abnormal

21 _Hov-2017

Gastrointestinal Tubes
Aneriovenous Fistuia/Graft
v Waming/Cooing
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3. The Dynamic Group window appears. A dynamic group allows you to label a line, wound,
or drain with unique identifying details. You can add as many dynamic groups as you
need for your patient. For example, if a patient has two peripheral IVs, you can add a
dynamic group for each IV.

Select the following data to create a label:

o Peripheral IV Catheter Type: Peripheral
e Peripheral IV Site: Forearm

o Peripheral IV Laterality: Left

o Peripheral IV Catheter Size: 20 gauge

4. Click OK

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task Edit View Patient Chart Links Options Documentation Orders Help

i B CareCompass EE Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List 5% Discharge Dashboard &3 Staff Assignment £
i @ PACS @ FormFast WH |_| § (ElTear OFf M Bxit g AdHoc - LAC
CSTLEARNING, DEMOTHETA = 4= List = | i Recent -
CSTLEARNING. DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Code Status: Process:Falls Risk Location:LGH 6E; 624; 04
ye Enc:7000000015058 i Enc Typeinpatient
Allergies: penicillin, Tape Gender:Male PHN Dosing wi: Attending:Plisvea, Roeco, MD
Menu > | Interactive View and I&0 Dynamic Group - CSTLEARMING, DEMOTHETA - 700008216 (=3

eamingLIVE | _

& PM C Medical Record Request = Add + [#|Documents 4 Scheduling Appointment Bock (i Discern Reporting Portal |

Patient Summary vwEHEey O HEE % Labet:
Peripheral Forearm Left 20 gauge "
< -
At Guck Viow = - o]
< Adult Systems Assessment
o AduitLines - Devices Fod e Posteirsunclar e 1| ome w0
Perpheral IV ] Small saphenous vein
Resutt Superficial temporal vein
‘Subcutaneous Catheter [77 Upperam
Eicllie wrist
Pain Modalties
Unnary Catheter Y
Gastrointestinal Tubes Peripheral IV -
Aneriovenous Fistula/Graft 4 Central Line Peripheral IV Laterality:
v Waming/Cooling [
[IRight
[CIMedial
and Problems
[ Lateral
[C]anterior m
[1Pasterior
[]pistal
[1Proximal
Peripheral IV Catheter Size:
14 gauge L
20 gauge
o Adult Education 22 gauge
</ Blood Product Administration 125 gauge
Reference Infake And Cutout 2 souse
= =
<« Advanced Graphing Other
</ Restraint and Seclusion 3
o Procedural Sedation
</ Adult Critical Care Lines - Devices
< Adult Critical Care Quick View
3/ Adult Critical Care Systems Assessment
o Dialysis Treatment
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5. The label created will display at the top, under the Peripheral IV section heading.

6. Double-click the blue box next to the name of the section to document in
several cells. You can move through the cells by pressing Enter on the keyboard.

Now document the activities related to this PIV using the following data:

e Activity = Insert
e Patient Identified = Identification band
e Total Number of Attempts =1
e Line Insertion = Tourniquet
e Line Status = Flushes easily
e Line Care = Secured with tape
e Dressing Activity = Applied
e Dressing Condition = Intact
7. Click green checkmark icon ¥ to sign your documentation. Once signed the label will be
accessible for other clinicians to complete further documentation within the same dynamic
group.

P| CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task Edit View Patient Chart Links Options Documentation Orders Help

i ¥% CareCompass Fg Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List ES Discharge Dashboard 43 Staff Assignment B LearningLIVE |_

: @ PACS @ FormFast WFL |_| | T Tear Off ] Bt ¥ AdHoc IliMedication Administration & PM Conversation = _j Communicate ~ [5] Medical Record Request 4 Add
CSTLEARNING, DEMOTHETA =
CSTLEARNING, DEMOTHETA Code Status:

- [ Documents & Scheduling Appeintme

Allergies: penicillin, Tape ) 9 Dosing Wt:

& Add

% Adult Quick View O
o Adult Systems Assessment

atient Task List

o Adult Lines - Devices ~ [critical [FlHigh [Fllow [FlAbnormal  [F|Unauth  [[Flag
_us T Resul [Comments _[Fiag_|Date |Performed By
Central Line

Pain Modalities 24-Nov-2017

Urinary Catheter B = HF 09:44 PST
Gastrointestinal Tubes . Peripheral IV 5
Aterovenous Fisula/Graft
¥  Waming/Cooling & Activity Insert
& Patient Identified Identificati...
< Total Number of Attempts 1
<& Unsuccessful Attempt Site <
& Line Insertion Tourniquet
Line Status Flushes easily
Line Care Secured wit..
& site Assessment
Site Care
Dressing Activity Applied
Dressing Condition Intact
Patient Respanse

o Adult Education

 Blood Product Administration
o Intake And Output

@ Advanced Graphing

Reference

Note: A trigger icon @ can be seen in some cells, such as Activity, indicating that there is
additional documentation to be completed if certain responses are selected. The diamond

icon € indicates the additional documentation cells that appear as a result of these
responses being selected. These cells are not mandatory.
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You can inactivate a dynamic group when it is no longer in use. For example, when an 1V, drain
or tube is removed.

To inactivate your PIV dynamic group section:

1. Right-click the dynamic group label for the Peripheral Forearm Left 20 gauge, and select

Inactivate.

Pe [ =ra

A Penipheral Forearm Left 20 gauge

& ACLivity Expand
Line Status Collapse
Line Care Close

<+> Site Assessment )
Site Care Remove
Dressing Activity View Result Details...
Dressing Condition L
Patient Response LELEE

1
Unchart...

Note: The inactivated dynamic group remains in the view, but is unavailable, meaning clinicians
cannot document on it. If there are no results for the time frame displayed, the inactive dynamic
group is automatically removed from the display.

If you accidently inactivate the wrong dynamic group you can re-activate the dynamic group.

To do this:
2. Right-click the dynamic group label for the Peripheral Forearm Left 20 gauge, select
Activate.
- = =
-~ Peripheral IV
A Peripheral Forearm Left 20 gauge
<& Activity BT
Line Status Collapse
Line Care Close
©Site Assessment
Site Care Remove
Drressing Activity i ils...
Dressing Condition .
Patient Response HEIER
Inactivate
Unchart...

You and other users can now access this dynamic group for documentation.
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Key Learning Points

Examples of dynamic groups include wound assessments, |V sites, chest tubes, and other lines
or drains

Once documentation within a dynamic group is signed the label will be accessible for other
clinicians to complete further documentation within the same dynamic group

When a dynamic group is no longer in use, such as when an IV, drain or tube is removed, you
can inactivate it
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& Activity 6.5 — Modify, Unchart or Add a Comment in Interactive View

1 You realize upon reviewing your earlier charting that you wrote the incorrect Peripheral Pulse

Rate value. Let’'s modify the Peripheral Pulse Rate.
1. Click on the Vital Signs section heading in the Adult Quick View band
2. Right-click on the documented value of 91 for Peripheral Pulse Rate

3. Select Modify...

(CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task  Edit

CareCompass

i @ PACS @ FormFast WFI

CSTLEARNING, DEMOTHETA =

CSTLEARNING, DEMOTHETA

Menu
Patient Summary

Orders

Single Patient Task List [BauILOuick s &
MAR [Find ltem] = [citical [[High [Elow [JAbnormal  [unauth [[Flag @ And @ Or
e —— v/ PAINASSESSMENT
nieractive Hew a Pain Modalties Result [Commeris  |Flag |Date [Pedomed By
IV Dips Add Result...
Insuin Infusion —
0 L] 22-Nov-2017
Heparin Infusion = e TR View Result Details...
Apnea/Bradycardia Episodes e
Mental Status/Cogrition
o Temperature Axillary View Flag Comments...
Temperature Temporal Artery
Provider Notfication Temperature Ora %0 View Reference Material...
o e e e Apical Heart Rate View Order Info...
nd Proble Activties of Daily Living = =
e ———— L View History...
Heart Rate Monitored
Glucose Blood Point of Care <BPIDBP Cutt 1 3
Individual Observation Recerd ot Location L Moy
?"'f;" /’f:E’“’e’“ Mean Arterial Pressure, Cuff H 107 LT
S:; = mmm Blood Pressure hethod Change Date/Time...
[E=dits Cerebral Perfusion Pressure, Cuff H P a——
4 Oxygenation
Respiratory Rate 16 DprEri=ie
Measured 023 [FIO2) @
Qvoen Actiity

View Patient Chart  Links

Options  Documentation

linical Leader Organizer 4 Patient List &3 Multi-Patient Task List E Discharge Dashboard 48 Staff Assignment
§ T Tear OFF Al Exit § AdHoc

Orders

DOB.01-Jan-1937
AQe:80 years
Gendel

- |# Interactive View and 1&0
“EHEs B HER X

& PMC

MRN:700008216

- 4C

Code Status:

Dosing Wt:

LearninglIVE |_

Medical Record Request # Add + ] Documents 8 Scheduling Appointment Book s Discern Reporting Pa

4. Enter in new Peripheral Pulse Rate = 80 and then click green checkmark icon ¥ to sign
your documentation.

5. 80 now appears in the cell and an icon _a will automatically appear on bottom right corner to
denote a modification has been made.

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task Edit  View

CSTLEARNING, DEMOTHETA

Allergies: penicillin, Tape
Menu

Patient Summary

Orders

Patient  Chart  Links

Options  Documentation

CareCompass F: Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List ¥% Discharge Dashboard 53 Staff Assignment

DOBO1-Jan-1937
Age:80 years
Gende le

- | Interactive View and 180

“EH@w 4 HEEx

Orders

MRN:700008216
000000015058
PHN:9876469824

Code Status:

Dosing Wt:

carningLIVE |

Process:Falls R
Dis
Isolation:

i @ PACS @ FormFast WFL _| | 7 Tear Off ] Exit §§ AdHoc IllliMedication Administration & PM Conversation » L3 Communicate = [&] Medical Record Request 4+ Add ~ [ Documents f8 Scheduling Appointment Book fa Discem Reporting Pol

CSTLEARNING, DEMOTHETA =

4= List = | T H
isk Location:LGH 6E:; 6

— =
Single Patient Ta S Adult Quick View
v/ VITAL SIGNS
MAR Modfied Early Waring System + [Ditical [High [[low [Abnormal [ Unauth [Flag ©And ©Or
V' FAINASSESSMENT
Pain Modalties |Commerts  |Flag | Date | Performed By
IV Dips
Insuin Infusion T
Heparin Infusion a5 S
¥ 08:33 PST 08:16 PST 07:00 PST
Apnea/Bradycardia Episodes P =
Mental Status/Cogrition B :
emperature Axillary
Sedation Scales =
emperature Temporal Artery
Provider Notfication H
emperature Oral 369 375
Ecers il ety e Apical Heart Rate
Diagnoses and Problems Activities of Daly Living =
Peripheral Pulse Rate 80 al
Measurements
Glucose Blood Foint of Care Heart Rate Monitored 1
_ SBP/DBP Cuff 140/90
CareConnect ndividual Observation Record Tt Location
Clinical Research Confot Meastres Mean Arterial Pressure, CUff H 107
T e Blood Pressure Method
FCHRET T Cerebral Perfusion Pressure, Cuff
4 Oxygenation
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The unchart function will be used when information has been charted in error and needs to be
removed. For example, a set of vital signs is charted in the wrong patient’s chart.

For this scenario, let's say the temperature documented earlier was meant to be documented on
one of your other patient’s charts and needs to be uncharted.

1. Right-click on the documented value of 37.5 for Temperature Oral
2. Select Unchart

'CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task

Edit View Patient Chart Links Options Documentation Orders Help
CareCompass E5 Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List ¥ Discharge Dashboard
{ @ PACS @ FormFast WFI | | 3 Tear Off A Exit g AdHoc
CSTLEARNING, DEMOTHETA

CSTLEARNING, DEMOTHETA

&3 Staff Assignment ¥ LearningLIVE |

- 4C ~ 8 Medical Record Request # Add ~ ) Documents & Scheduling Appointment Book /i Discern Reporting Portal |

4= List =
Location:LGH 6E: 624: 04
Ene Type:npatient
Attending:Pli

Code Status:

Allergies: penicillin, Tape Dosing Wt: Isolation:

Menu

Patient Summary

~~EH@Ew v 03 HHARx

+ Add

Orders

7 ok Vie =
le Patient Task List i, Adult Quick o
v’ Modfied Early Waming System [Find tem] - [[critical [[High [[Jlow [Abnormal [[]Unauth [Flag )And @ Or
v’ PAIN ASSESSMENT
Pain Modalities Result |Commerts  |Fiag | Date | Performed Bv
IV Dips Add Resutt.
Insuin Infusion a
n 22-Nov-2017
Heparin Irfusion ! e Al =l o View Result Details...
Aonea/Bradycardia Episodes .
Wents! Status. Cognion Temperature Axillary e G
Sedation Scales Temporal Artery 9
Provider Natfication Temperature Oral %o =5 View Reference Material...
and Problems Z (,;;Sﬁjy it Apical Heart Rate View Order Info...
oviems el el Peripheral Pulse Rate a0 v
Measurements View History...
Glucose Bood Point of Care Heart Rate Monitored
SBP/DBP Cuff 140/90
Individual Observation Record “uff Location =
:""‘:‘ /’f;““’“ Mean Arterial Pressure, Cuff 107 Uncha
o R: "3’:‘5""‘;‘0ﬂ Blood Pressure Method
ort/Han
Cerebral Perfusion Pressure, Cuff Add Comment...
4 Oxygenation
Respiratory Rate 16 Duplicate Results
Measured 02% (F102) Clear
Oxygen Adtivity

3. The Unchart window opens, select Charted on Incorrect Patient from the reason drop-

down.

4. Click green checkmark icon ¥ to sign your documentation

Task Edit View Patient

Chart

Links.

CSTLEARNING, DEMOTHETA
CSTLEARNING, DEMOTHETA

Allergies: penicillin, Tape

Menu

Patient Summary wEEs Y DY NN e
rde Unchart - CSTLEARNING, DEMOTHETA - 700008216
ingle Patient Task List
AR Unchart Date/Time Item Result Reason Comment
MAR 4 24-Mov-2017 07:00 PST  Temperature Oral 37.5DegC  Charted on Incorrect Patier JAnd  © Or
Interactive View and 180 WA IN ASSE
Pain Modalti
IV Drips
Insuin Infusi
Heparin Infus
Apnea/Brady
Mental Statu
Sedation Sc
+ Add Provider Nott
Environmenty
and Problems Activiies of
Measuremen|
Glucose Bo .
CareConnect ndividual O
Comfort Mea| | [R£2500 a
Tt Charted on Incorrect Patient -
Ll —
Summary
:
. Adult Systems
Medication List =+ Add \,M o B WTVEWVS RESpiratory Rate Store
RECT = - 4 Biood Pressure
Patient Information & Adult Education SBP/DBP Cuff mmHg 140/90 —
Reference < Blood Product Administration @ MEWS Systalic Blood Pressure Scors
: a AVPU
& Intake And Output avpU
< Advanced Graphing [ MEWS AVPU Stare
& Restraint and Seclusion 4 MEWS Total Score
o Procedural Sedation @ MEWS Total Score
> 4 Situational Awareness Factors

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Options  Documentation

Orders

Help

CareCompass [ Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List £ Discharge Dashboard 45 Staff Assignment
$ QA PACS @) FormFast WFT|_ i T Tear OFf Al Exit g AdHoc

&Pm

G

DOB:01-Jan-1937

PHM:987646!

MRN:700008216
Enc:7000000015058

=Y

Code Status:

Dosing Wt:

LearningLIVE _

Disease:
Isolation:

Process:Falls Risk

~ £ Medical Record Request 4+ Add + [ Documents & Scheduling Appointment Book a Discern Rep

Enc Typein|
Attending:P
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5. You will see In Error displayed in the uncharted cell. The result comment or annotation icon

D will also appear in the cell.

P. CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task  Edit Chart  Links

Orders.

View Patient Options  Documentation Help

Discharge Dashboard &3 Staff Assignment

CareCompass 5% Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List
{@APACS @ FormFast WL _| 7 Tear OFf Hf Exit HfAdHoc IIMedication
CSTLEARNING, DEMOTHETA =
CSTLEARNING. DEMOTHETA

LeamingLIVE |
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4 Oxygenation

A comment can be added to any cell to provide additional information. For example, you want to
clarify that the SpO2 site that you documented was on the patient’s right hand.

Let’'s add this comment.

1. Right click on the documented value for SPO2 site, hand
2. Select Add Comment

. (CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task Edit Chart  Links

View Patient Documentation  Qrders

i @ PACS @) FormFast WHI |
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e Blood Pressure Method
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Orygen Adtiity Flag
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3. The comment window opens, type Right hand and click OK.

[P) Comment - CSTLEARNING, DEMOBETA - 700008215

SpO2 Site: Hand

Comment

Right hand|

e

! TRANSFORMATIONAL

LEARNING

4. Anicon indicating the documentation has been modified “ will display and another icon

indicating comments can be found T will display in the cell. Right-click on the cell and

select View Comments... to view a comment.

mation  Orders  Help

i s CareCompass £ Chnical Leader Organizer  Patient List &3 Mult-Patient Task Lt §i§ Discharge Dashboard 53 Staff Asugement iy LearningUIVE
QAPACS QFormFat W1 . | T Tew Off Mt SPadrioc « 2) Medical qo
CSTLEARNING, DEMOTHETA -

CSTLEARNING, DEMOTHETA

& PMC atice » 4

ProcessFalls Risk
Disease:

Ksolation:

EncT000000015058
PHNO876469824 Dosing Wt

G sle

Allergies: penicillin, Tape <
ol * A Interactive View and I&0

+ Add + 1 Documents 88 Scheduling Appod

~HBEvw/OIREMS X
' Adult Quick View
v/ VITAL SGNS
Modted Eady Waring Systen
PAIN ASSESSMENT
Pain Modsites
IV Orps.
Inauln fuson
Hepaen Irfusion
Apnes/Bradycarda Epacdes
Mertal St /Cogriion Temperature Axitiary
Sedation Scales Temperature Temporal Artery
Provder "‘”‘;‘; Temperature Oral %9 InEmer
Emaonmentsl Managenert Apical Heart Rate
S d S e Periphersi Puise Rate ® .
Bood Port of Core Heart Rate Monitored
Shaceee SEPDEP Cutt 14090
S Qtuseration Fpoond | custLocation
m:“““ 18 Mean Arterial Pressue, Cust 107
i R-vcn'/ e | Blooa Pressure Metnoa
D Ceredral Perfusion Pressure, Cuft
4 Oxygenation
Respiratory Rate pLY
Measured O2% 0
Ouypen Actity
Systams Assessment Onygen Therapy Nasal cann.
S Orypen Flow Rate 3
AUt Lines - Devices Skin/Nare Check
o Adut Educaton $p02
<« Blood Product Administration 5p02 Site
(WMW $p02 Site Coc
R Adanord Graghing u

“. Key Learning Points

Always sign your documentation once completed
Results can be modified and uncharted within iView

A comment can be added to any cell in iView
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i PATIENT SCENARIO 7 — PowerForms

Learning Objectives

At the end of this Scenario, you will be able to:
Document in PowerForms through AdHoc Charting

View and Modify existing PowerForms

SCENARIO

In this scenario, we will review another method of documentation.

As an inpatient nurse you will be completing the following activities:

Opening and documenting on a new PowerForm on an AdHoc or as needed basis

Viewing an existing PowerForm
Modifying an existing PowerForm

Uncharting an existing PowerForm

TRANSFORMATIONAL
LEARNING
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3 Activity 7.1 — Opening and Documenting on PowerForms

Throughout your shift, you will document on your patient. One way of documenting on your
patient is to complete PowerForms.

PowerForms are the electronic equivalent of paper forms currently used to document patient
information. Data entered in PowerForms can flow between other parts of the chart including
iView flowsheets, Clinical Notes, Allergy Profile, and Medication Profile.

The AdHoc folder in the toolbar is an electronic filing cabinet that allows you to find any
PowerForm on an as needed basis.

Note: Do not attempt the next 4 steps, in the system and instead review the screenshot below.
Review the screenshot below for a general overview of PowerForm features:

1. Title of the current PowerForm you are documenting on

2. List of sections within the PowerForm for documentation
3. Ared asterisk denotes sections that have required field(s)
4

Required field(s) within the PowerForm will be highlighted in yellow. You will be unable to
sign a PowerForm unless all required fields are completed.

[P Admission History Adult - CSTLEARNING, DEMODELTA = ==
vEHO| G+ @
*Performed o 27-Nov-2017 ;E| 12 [ PST By: TestUser, Nurse

Violence and Aggression Screening -

Violence and Aggression Screening Additional Information

General Information
Barmiers to Communication
% violence and Aggression Sareening

Review Violence Risk Alert

d at this time|
1 of viclent behaviour
] Current physical aggression or vislence
] Current verbal threats of physical vilence

m

% Bdvance Care Planning

jum Screen

RS Quick Screen ] Other:
CAGE-AID Assessment L4
Nicotine Dependence Assessment
? If patient has a previous history of or current indication of violence or i the inder of the form as applicable.
Psychosocial
Nutition Current Patient Presentation Current Presentation Additional Information
Social History ] Attack an obisct
Procedure History [ Instrument of harm/weapon
Physical harm [2.0. stikes, grabs
Family History ) Phy eo orabs)

] Physical threat
Unwanted sexual touch
] Werbal aggression with another behaviour or history of violence

] Werhal or written threat of physical violsnce

] Dther:

Perceived Staff Approach Stressors Perceived Staff Stressors Additional Information

] Enforcing o authoritative

] Denial o delay of request, action o item
] Rushed or fast pace

[ Sudden or unanticipated approach

] Task focus

] Unwelcome touch -
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In this example we are going to document on the Advance Care Planning PowerForm.

To open and document on a new PowerForm:

1. Click AdHoc "B AdHoc on the Toolbar

Edit View Patient Chart Links Options Documentation Orders Help

i B CareCompass 5 Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List E Discharge Dashboard &3 Staff Assignment §5 LearningLIVE |

i @ CareConnect @ PHSAPACS (@ VCH and PHC PACS @ MUSE @ FormFast WFI | _| i T Tear Off Hj Exit] 5§ AdHoc & PMC ~ &) Medical Record Request =+ Add - [ Documents 8 Scheduling Appointment Book
£ Q) Patient Health Education Materials Y Policies and Guidelines (@) UpToDate _

Note: The Ad Hoc window contains two panes. The left side displays folders that group similar
forms together. The right side displays a list of PowerForms within the selected folder.

2. Select the Advance Care Planning PowerForm by selecting the title and clicking Chart

[B) Ad Hoc Charting - CSTLEARNING, DEMOALPHA =1 5
B Ademission/Trarudes/Tischarge I [ Adeission Dischange Dutcomes Assessment
£ Asesmants ¥ @ Admission Hittery Adat
3 Pedistric Giowth Chats I~ @ Admission History Pedistic
Q Aberns o] svance Care Plarei]
I [ Basic Advission bnformation
F O Dischaige Checkist

I~ @ Discharps Coodinalor Assessment
I [ Dischage Planning Astessment
I @ Expeation Recod

@ infectious Disease Screening

¥~ @ Pre-Tranuden/Transpost Checkbst
I @ Tansport Tackst

¥ O Vishusbiss and Belongngs
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3. Fillin the following fields:

e Advanced Care Plan = Yes
e Type of Advance Care Plan = Advance Care Plan
e Location Of Advance Care Plan = Family to bring in copy from home

4. To complete PowerForm, click green checkmark icon ¥ to sign and then click the
Refresh icon .

Advance Care Planning - CSTCD, QUEENSYLVIA o @)=
d @ | % Fl | @
4 ormed on: 37-Nov-2017 = |E| 1442 ~| psT By: TestUser, Nurse

M Advance Care Planning
Advance Care Plan EE Patient Wishes to 8 :ZS Documenting "Yes"
) Unable to answer at this time Hereive I_:urther ey s
Information on consult for follow up.
Advance Care
Planning
Type of Advance Advance Care Plan ™ Advance Care Plan
Care Plan [l Section 7 Standard Representative Adresment Details
[ Section 9 Enhanced Representative Agreement
[l &dvance Care Plan Form
[l Mo Cardiopulmonary Resuscitation - Medical Order
] Refusal of Blood Product
] Tissue, Body, or Digan Donation
] Other:
Location of Advance ' Copy to be obtained from previous records Reason Copy Cannot
Care Plan ) Copy placed on paper chart Be Obtained
@ Family ta bring in copy from home
O Awailable a5 seanned document in EHR
Documenting "Unable to ' Unable to obtain copy
obtain copy” autormaticaly | Qe
fires consult for follow up.

< | 1} 3

In Progress

Note: using the Save Form & icon is discouraged because no other user will be able to view
your saved documentation until it is signed. To sign use the green checkmark icon ¥ .

Key Learning Points
PowerForms are electronic forms used to chart patient information

The AdHoc button “B4dHe< jn the Toolbar allows you to locate a new Powerform on an as needed
basis

PowerForms may be broken up into several sections. Section headings are displayed to the left
side of PowerForm

Always Sign the PowerForm using green checkmark * so that other users can see it in the chart
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PATIENT SCENARIO 7 — PowerForms

& Activity 7.2 — Viewing an existing PowerForm

1 Throughout your shift, you may need to view previously documented PowerForms.
To view a PowerForm:
1. Select Form Browser in the Menu

2. For a PowerForm that has been modified, (Modified) appears next to the title of the
document

3. For a PowerForm that has been entered incorrectly and has been uncharted, (In Error)
appears next to the title of the document

4. For a PowerForm that has been completed and signed, (Auth (Verified)) appears next to
the title of the document

5. When a PowerForm is saved, it is not complete and cannot be viewed by another user. (In
Progress) appears next to the title of the document.

(CSTLEARNING, DEMOTHETA - 700002071 Opened by TestUser, Nurse [ & ]
Tesk Edit View Patient Chart Links Options Help
{ E2 CareCompass E; Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List E; Discharge Dashboard &3 Staff Assignment &5 LeamingLIVE |
§ (@) CareConnec + (€, PHSA PACS @ VCH and PHC PACS @ MUSE @ FormFast WL _ | T Tear OFf Hff Exit # AdHoc & PMC ~ 2] Medical Record Request = Add ~ [|Documents # Scheduling Appointment Book
{ @ Patient Health Education Materials €}, Policies and Guidelines @}, UpToDste |_

RNII D O 4 Q
DEMOTHETA bos 5 RN:7000020
oy 0000000
7 o Bro (m]
Sertby: Form -

- F>Admission History Adult

Basic Admission [nformation 3
[[§ 22 Mov-3017 00:44 PST (In Error) - Multi Centributors
[ 22-Nov-2017 08:44 PST {Auth (Verified)) - TestCST, Nurse3 CD 4

¥ Nursing Discharge ist
I [ 27-Nov-2017 15:52 PST (In Progress) - TestUser, Nurse Ia

m

PRODBC TEST.NURSE Monday, 2/-November-2017 16:02 PST

“. Key Learning Points

Existing PowerForms can be accessed through the Form Browser

A PowerForm can have different statuses (e.g. Modified, In Error, Auth Verified and In Progress)
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& Activity 7.3 — Modify an existing PowerForm

1 It may be necessary to modify PowerForms if information was entered incorrectly.

g

TRANSFORMATION
Our path 1o smarter, seamless care

CLINICAL+SYSTEMS ”

TRANSFORMATIONAL
LEARNING

Note: if new or updated information needs to be documented, it is recommended to start a new

PowerForm and not to modify an already existing PowerForm.

Let’'s modify the Advanced Care Planning form.

To modify a PowerForm select it from within Form Browser:

1. Right-click on the most recently completed Advance Care Planning form within Form

Browser
2. Select Modify
P All Forms

Advance Care ITlanning

= D Allergy Rule

DZI-Nov-ZOH 15:20 PST (In Progress) - TestUser, Nu
21-Nov201715:31-PST (In Error) - TestUser, Nurse

_ 17-Nov-2017 14:48 PST (Auth (Verified)) - TestORD,

iew

Modify

Unchart
History

Change Date/Time

3. Change the selection for Advance Care Plan from Yes to No

4. Click green checkmark ¥ to sign the documentation and then then click the Refresh icon

o]

Advance Care Planning - Validate, IP-CriticalCareNurse

Lo = s

4 RN =
:E|1305 < psT

“Performed on:  19-Jan-2018

Advance Care Plan [©i a
nable 1 at this time:

[ &dvance Care Plan
[C] Section 7 Standard Representative Aqrsement

Type of Advance
Care Plan

] Section 9 Enhanced Representative Agieement
] &dvance Care Plan Form

] Mo Cardiopuimonary Resuscitation - Medical Order
] Refusal of Blaod Product

] Tissue, Bady, or Organ Donstion

] Other:

O Capy to be obtained from previous recards
(O Copy placed on paper chart

O Family to biing in copy from home:

O Available as scanned document in EHR
1 Unable to obtain copy

O Other:

Location of Advance
Care Plan

Documenting "Unable to
obtain copy"” automatically
fires consult for follow up.

Patient Wishes to
Receive Further
Information on
Advance Care

Planning

By: TestUser, ICU-Nurse

Documenting “Yes"
automatically fires
consult for follow up.

Advance Care Plan
Details

Reason Copy Cannot
Be Obtained

.

(T

| v

Advance Care Planning N

O Ves
O Mo

In Progress

When you return to this document in the form browser, it will show the document has been

modified.
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Key Learning Points

A document can be modified if needed

A modified document will show up as (Modified) in the Form Browser
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& Activity 7.4 — Uncharting an existing PowerForm

1 It may be necessary to unchart an existing PowerForm if, for example, the PowerForm was
completed on the wrong patient or it was the wrong PowerForm. Let’s say the Advanced Care

Planning form was documented in error.

To unchart the PowerForm, within Form Browser:

1. Right-click on Advance Care Planning

2. Select Unchart

P AIForms

ember-2017 PST

= D Tuesday, 14-November-2017 PST

B 09:41 PST Nursing Discharge Checklist (Auth (Vd
= Thursday, 26-October-2017 PDT

[ 10:12 PDT Admission History Adult (Auth (Verifi

B 09:38 PDT Admission History Adult (Auth (Verifi
= £ Monday, 02-October-2017 PDT

| |08:30 PST Advance Care Planning (Modified) - m

Modify

Uncharta

History
Change Date/Time

3. The Unchart window opens.

Enter a reason for uncharting in the comment box = Wrong PowerForm

Hmmec-enhnnhgmhu_t}l CSTLEARNING, DEMOALPHA ==
¥ QS
“Performed onc 1. Noyw-2017 = 1529 = PST By:  TestORD, Nurse

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

Comment:

Arong Powel‘fﬂlﬂq

4. Click green checkmark ¥ to sign the documentation and then click the Refresh icon .

Uncharting the form will change the status of all the results associated with the form to In Error.
A red-strike through will also show up across the title of the PowerForm.

Wednesday, 22-November-2017 PST
g

EIE

] QGGQ—P-SHd-vaﬁee—Gafe-Pl-aﬂ-mﬁﬁ (In Error) - Il'estORD Murse
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PATIENT SCENARIO 7 — PowerForms

Key Learning Points

A document can be uncharted if needed

An uncharted document will show up as In Error in the Form Browser
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m PATIENT SCENARIO 8 — Document an Allergy

Learning Objectives

At the end of this Scenario, you will be able to:

Document Allergies

SCENARIO

In this scenario, we will review how to add and document an allergy for your patient.
As an inpatient nurse you will complete the following activity:

Add an allergy
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PATIENT SCENARIO 8 — Document an Allergy

& Activity 8.1 — Add an Allergy

1 You notice mild redness to the patient’s skin where there is tape applied. The patient then states
that he remembers having a similar allergic reaction years ago to tape, but he forgot to mention it
in the ED. To document this tape allergy:

1. Navigate to the Allergies section of the Menu and click + Add

P| CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse = =
Task Edit View Patient Chart Links Allergy Help

CareCompass ¥ Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List 5% Discharge Dashboard &2 Staff Assignment ¥ LearningLIVE | _

@ PACS Q) FormFast WF ETear Off H Exit g AdHoc Il Medication Administration & PM Conversation » L Communicate ~ [2] Medical Record Request = Add ~ [/] Documents 8 Scheduling Appointment Book (ad Discern Reporting Portal | _

CSTLEARNING, DEMOTHETA  * 4 List = ot - | - 2

CSTLEARNING, DEMOTHETA DOB:01-1an-1937 MRN:700008216 Code Status: Process: Location:LGH 6E: 624; 04
Age80 years Enc:7000000015058 Disease: Enc Typednpatient
Allergies: Allergies Not Recorded Gender:Male PHN: 23 Dosing Wi: Isolation Attending:Plisvca, Rocco, MD

Menu rlg - |#& Allergies

Patient Summary
| 4 Add /Imw;. ‘ No Known Allergies &No Known Medication Allergies | #¥Reverse Allergy Check Display -
Substance Category Severity Reactions Interacton  Comments Source Reaction Status Reviewed Reviewed By Est. Onset Updated By

v penicillin Drug Mild Rash Patient  Active 20-Nov-2017 13:37 PST TestUser, Nurse 20-Now-2017T.

DFullscreen @ Print &> 0 minutes ago

Patient:

Reference
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2.

In the Substance field type tape and click the Search icon
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Note: Yellow highlighted fields including substance and category are mandatory fields that
need to be completed.

Task Edit View Patient Chart

PACS @ FormFast Wi
CSTLEARNING, DEMOTHETA
CSTLEARNING, DEMOTHETA

Allergies: Allergies Not Recorded
Menu r

Patient Summary

reCompass §5 Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List E% Discharge Dashboard &3 Staff Assignment 2
HTear 0ff A it FhAdHoc

P CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Links  Allergy  Help

5 Learning LIVE |,

Medical Record Request =+ Add + [ Documents & Scheduling Appointment Book i Discern Reporting Portal

MRN:700008216
Enc7000000015058
PH

DOB:01-Jan-1937

MD

@Print <> 20 minutes ago

and 180

Substance

Category

Severity
Mild

Reactions
Rash

Interaction  Comments

Source

Reaction Status
Active

Reviewed Reviewed By Est, Onset  Updated By

20-Nov-2017 T..,

penicillin Drug Patient 20-Nov-2017 13:43 PST TestUser, Nurse

ummary

e ey

‘adverse reaction to 8 dug of substance which s due to an immunological response.

*Substance
Reaction(s) *Severity Info source
Comments
dd Fres Text <ot entered> v <notertereds -
Ak <notentered> Onset  <not entered>. ii
Slel] 3
Recorded on behalf of *Category Status Reason:
- Aclive -

] [OKaaddew | [ cancel

]

M Up  (h Home < [ Folders Foider Fauortes

|2 System Tracked

VIR e I L

Enc:7000000015058

PHN:

7| Substance Search

*Search:

tape Startswith  +  \Within: Terminology +

Search by Name Search by Code

J | I

Terminclogy:

Allergy, Multum All Terminology Axis:

<All terminclegy ax E]

Categories
Term = Teminclogy
<No matching categories found:
dverse reaction
Term « Code Teminclogy Teminclogy Ads
Tape | 14538838 | Allerg | Allerg
*Sevel tapertadol d07453 Multum Drug ~ Generic Name
<nat en
Ak <n|
Recorde
1 Foldg
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Select Mild in the Severity drop-down
Select Patient in the Info source drop-down
Select Other in the Category drop-down
Click OK

P c DEMOTHETA -

N g &

TestUser, Nurse

CSTLEARNING, DEMOTHETA  x
CSTLEARNING, DEMOTHETA -19 : Code Status:

Allergies: Allergies Not Recorded G ! Dosing Wt: y
Menu LS - |# Allergies E @IPrint & 37 minutes ago

Substance Category  Severity  Reactons  Interaction Comments ReactonStatus  Reviewed Reviewed By Est. Onset Updated By

v penicillin Drug Mild Rash Patient  Active 20-Nov-201713:43 PST Testlser, Nurse 20-Nov-2017 T.
Type Allergy - to 2 dug ar duzloan respanse.

*Substance

Taps oot Mo slergy checking s svaisbls for noreutum allegies. ‘4dd Comment
Reaction(s} Info source

AddFiee Tedt

Patient -

2
R

&AddNew | [ Cancel

@ Up (A Home - [ Folders Folder Favoiites

2 System Tracked

CSTLEARMNING, DEMGOTHETA
CSTLEARNING, DEMOTHETA DORSL han- 1007

Adergiex: pesiciin Tape

Yo

D Lo Mdergy Creck

oM betwnn oy Sty Ansners P Cwwets  Sesn Racn SUta  Reveend Peiwemtty
v ponie O Mg ran Pt At 20-Now XA T 1045 P51 Testihoer Nourse
Tape Omvar My Prtart Actve 20 Now- 207 1445 P5Y TastUner Nune

Note: Allergies in the banner bar are sorted by severity (most to least). In this case penicillin
causes a more severe reaction than tape. If the allergies listed are longer than the space
available, the text will be truncated. Hovering over the truncated text will display the complete
allergies list.

84 | 147



" CLINICAL+SYSTEMS M
PATIENT SCENARIO 8 — Document an Allergy oL TRANSFORMATION TRANSFORMATIONAL

Key Learning Points

Documented allergies are displayed in the Banner Bar for all who access the patient’s chart
Allergies will display with the most severe allergy listed first

Yellow fields are mandatory fields that need to be completed
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m PATIENT SCENARIO 9 — Review Medication Administration Record
(MAR)

Learning Objectives

At the end of this Scenario, you will be able to:
Review and learn the layout of the MAR

Request a Medication

SCENARIO

In this scenario, you will be reviewing the scheduled and PRN medications for your patient today.
As a nurse, you will complete the following activities:

Review and learn the layout of the MAR

Reschedule a medication

Request a medication in the MAR
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& Activity 9.1 — Review the MAR

The MAR is a record of medications administered to the patient by clinician. The MAR displays
medication orders, tasks, and documented administrations for the selected time frame.

You will be locating and reviewing your patient’s scheduled, unscheduled and PRN

medications.

1. Go to the Menu and click MAR

2. Under Time View locate and ensure the Scheduled category is selected and is displaying
at the top of the MAR list.

Menu
Patient Summary
Orders
Single Patient Task List
MAR
Interactive View and I&0
Results Review
Documentation
Medication Request
Histories
Allergies

Diagnoses and Problems

CareConnect
Clinical Research
Form Browser
Growth Chart
Immunizations

Lines/Tubes/Drains Summary

MAR Summary

& Add

Medication List

f MAR
'./] 60" =

All Active Medications (System) E] m.’

[¥] Show All Rate Change Docu...

, Medications

EISchedulcd

[ Unscheduled

& PRN

@ Continuous Infusions

= [SISCG}\T» n urecTS‘cV R ediuvlgir

E Discontinued Unscheduled

[ Discontinued PRN

@ Discontinued Continuous Infus

650 mg, PO, g4h, drug form: oral liq,
start: 17-Nov-2017 14:51 PST

acetaminophen

j | Temperature Axillary

Temperature Oral

S |Numeric Pain Score {0-10)

b
cefTRIAXone

2,000 mg, IM, q12h, drug form: inj, start:
17-Nov-2017 14:55 PST

cefTRIAXone

a6
ramipril
2.5 mg, PO, q12h, drug form: cap, start:
17-Nov-2017 15:22 PST

ramipril

Systolic Blood Pressure

Diastolic Blood Pressure

n6d
ranitidine
50 mg, IV, g8h, start: 17-Nov-2017 15:35
PST

ranitidine

acet phen 4 g/24 h from...
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3. Similarly, you can select Unscheduled, PRN and Continuous Infusions to bring each
section to the top of the list for review.

4. Review the medications on the MAR e.g. acetaminophen 650 mg PO Q4H. Be sure to
review all medication information.

5. If you wish to review the Reference Manual right-click on the medication name and select
the Reference Manual.

Y All Active Medications (System) « m

7 Show All Rate Change Docu... | R 23-Nov-2017 | 23-Nov-2017 | 23-Now-2017
2 oo 14:00 PST 10:00 PST 06:00 PST

650 mg 450 mg
a5t givery Last givers Last given:
“New-2007 20-Nov-2n7 20-Nov 2017
208 DEY 1400 24y 1208 PST

B Scheduled
B Unscheduled
@ PRN

@ Continuous Infusions 3 Temperature Altary Event/Task Summary
B Future Temperature Oral Link Info
- Numeric Pain Score 0-10)
@ Discontinued Scheduled = I Reference Manual...
e = efTRIAXONe Med Request...
@ Discontinued Unscheduled b
— 1,000 mg, IV, q12h, start: 20-Nov-2

@ Discontinued PRN 14:18 PST Reschedule Admin Times...
cefTRIAXoNe Additional Dose...

Discontinued Continuous Infus - Mippe— o
HYDROmorphone s e gvers
3 mg, NG-tube, qih, start: 20-Nov. Create Admin Note... Nov-2017
15:54 PST Ry 7 85T
HYDROmorphone e E Y
2 Date 1ot an B

Note the icons that may appear on the MAR. Examples include:
@ _Indicates the medication order has not been verified by pharmacy
" _ |ndicates the order needs to be reviewed by the nurse

B, _ Indicates the medication is part of a PowerPlan
Upon further review of the MAR you will note the following:

6. The Clinical Range is defaulted to display 24 hours in the past and 24 hours into the
future. This totals a period of 48 hours. (If you prefer to see only your 12 hour shift, you
can right click on the Clinical Range bar to adjust the time frame that is displayed).

7. The dates/times are displayed in reverse chronological order. (this differs from current
state paper MARS)

8. The current time and date column will always be highlighted in yellow.

Al Orders with Active Tasks in Tir + .| m
Show All Rate Change Docu... = 30-Nov-2017 T9-NOV-2017 | 25-Now-2017 | 29-Nov-2017 | 26-NoV-2017
looorst | osoorst | oasorst | saoovst | asoorst | wwopst | azssst | tazrest | avaorsr | soavst |
640mg 640 mg 640 mg 640mg 640
acctaminophen (TYLENOL) Last g Lastgiven:  Lastgven:  Lastgven:  Lastgier
340 Mg, PO, g, drug fom: oral liq, start: 29.Now.2017 14:00 22-Nov2017  22-Nev2017  22-Now2017  22-Nw2017  22-Nov2017
psT 1Z41PST  1Z4LPST  1z41PST  1ZaLPST  1z#1pST

8

inophen 4 g/24 h from all sources

1000 mg
Last given:

22-Nov-2017
10:00 PST
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Note: different sections of the MAR and statuses of medication administration are identified
using colour coding:

e Scheduled medications- blue

¢ PRN medications— green

o Future medications - grey

o Discontinued medications- grey
e Overdue-red

Key Learning Points

The MAR is a record of the medication administered to the patient by a clinician
The MAR lists medication in reverse chronological order

The MAR displays all medications, medication orders, tasks, and documented administrations for
the selected time frame
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& Activity 9.2 — Request a Medication

1 You can't find the Vancomycin IV medication vial. You need to submit a Med Request to
Pharmacy.

1. Right click on the medication order name

2. Select Med Request...

| 22Nov-2017 | 22.Now-2017 | 22-Now-20

10:00 PST 09:15 PST 06:00

peetaminophen 650 mg Auth|
Temperature Axiflary
Temperature Oral

ric Pain Score 0-10

Order Info...

hi-de)
Vancomyan Event/Task Summary
Link Info -
5! ’,_‘ Reference Manual...
“ﬂﬁilswll!”bm’;‘“ |M¢dhques( g
drug form: start:
1:09 PST i Reschedule Admin
PRAUDID EQuIV B
HIDROmorphone Additional Dose...
Respiratory Rate View MAR Note
Create Admin Note...

Alest Hastory.

3. Select Cannot Locate under reason
4. Click Submit

| [P) Medication Request =

CSTLEARNING, DE... BOyears M DOB: 01-Jan-1937 CSTLEARNING, DE... B)years M DOB: 01-Jan-1937

vancomycin 1,000 mg, IV, ql2h, start: 21-How-2017 11:09 PST vanoomycin 1,000 mg, IV, q12h, start: 21-Now-2017 11:09 PST
Last reguest: - Last request: -
View History View History

* Reason: * Reason:
| = Cannot locate -
[Mone) P

I Med scanning - barcode damaged * Priority

111111 Med scanning - med not identified @ Low

11111 Med scanning - task not found Medium

Lzl ity High

* Comment

fal s
%
Eg
2
5
k=3
&
[

Damaged

IV medication - dfferent concentration
IV medication - different dilsent

IV medication - diferent volume
Medication error - extra dese required

Pass medication

Patient's own med - sending to pharmacy

Patient’s awn med - supply ot avadable | Comel | Submit l! Cancel
|| Pravide oral medication as solid form =

“. Key Learning Points

Right-clicking on medication order provides options such as Med Request

Med Request sends a message to pharmacy to send the medication
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m PATIENT SCENARIO 10 — Medication Administration

Learning Objectives

At the end of this Scenario, you will be able to:
Administer Medication Using the Medication Administration Wizard
Document Administration of Different Types of Medication

Documenting patient response to medication (Med Response)

SCENARIO

In this scenario, you will be administering IV intermittent, IV continuous and PO medications. You will
be using a Barcode Scanner to administer medication. The scanner scans both your patient’s
wristband and medication barcodes to correctly populate the MAR. The medications to be

administered are: acetaminophen 650 mg PO Q4H, hydromorphone 0.5 mg — 1 mg PO Q4h PRN,
vancomycin 1 g IV Q12h and IV normal saline at 75 mL/hr.

As a nurse, you will be completing the following activities:

Administering medication using the Medication Administration Wizard (MAW) and the barcode
scanner

Documenting administration of different types of medication

Documenting patient response to medication (Med Response)
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2 Activity 10.1 — Administering Medication using the Medication
Administration Wizard (MAW) and the Barcode Scanner

Medications will be administered and recorded electronically by scanning the patient’s wristband and
the medication barcode. Scanning of the patient’s wrist band helps to ensure the correct patient is
identified. Scanning the medication helps to ensure the correct medication is being administered. Once
a medication is scanned, applicable allergy and drug interaction alerts may be triggered, further
enhancing your patient’s safety. This process is known as closed loop medication administration.

1 Tips for using the barcode scanner:

Point the barcode scanner toward the barcode on the patient’s wristband and/or the
medication (Automated Unit Dose- AUD) package and pull the trigger button located on the
barcode scanner handle

To determine if the scan is successful, there will be a vibration in the handle of the barcode
scanner and/or, simultaneously, a beep sound

When the barcode scanner is not in use, wipe down the device and place it back in the
charging station

2 It is time to administer the following medications to your patient. You will scan all three
medications sequentially.

Occasionally a dose requires scanning two pills to make up the full dose. At other times, the dose
requires only part of a pill.

PO medication: acetaminophen 650 mg PO, the drug form is tablet (acetaminophen 325
mg X 2 tabs)

Range dose medication: hydromorphone 0.5 mg PO, PRN for pain, using hydromorphone
1 mg tab product barcode

IV medication: vancomycin 1 g, IV, mixed by the nurse

Note: IV normal saline does not have a barcode to be scanned as it is a Stores Item. Stores
items are documented on the MAR differently and we will practice this later on.

Let’s begin the medication administration following the steps below.

1. Review medication information in the MAR and identify medications that are due. Click

[ Medication Administration

Medication Administration Wizard (MAW) in the Toolbar
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: i CareCompass i Clinical Leader Organizer -" Patient List &3 Multi-Patient Task List §§ Disc
QL PACS QFormFast WA _ ( FoTear Off M it 5 AdHoc| M Medication Administratiodll]
CSTLEARNING, DEMOBETA  ~

CSTLEARNING, DEMOBETA D0801-Jan-1937
Ages0 years

Allergies: penicillin Gender:Male
Menu N v MAR

2. The Medication Administration window will open

[P Medication Administration = =]

LINESTUBESDRAINS, MAX MRN: 700002077 DOB: 23-Feb-1985 Loc: 301; 01M

Male FIN#: 7000000003266 Age: 32 years == Allergies ™

Please scan the patient's wristband.
Alternatively, select the patient profile manually by clicking the (Next) button.

Ready to Scan 1of2

3. Scan the patient’s wristband, a window will open displaying the medications that you can
administer.

Note: this list populates with medications that are scheduled for 1 hour ahead and any overdue
medications from up to 7 days in the past.
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CSTLEARMNING, DEMODELTA MEN: 700008217 DOB: Ol-Jan-1937 . .
Male FIN: 7000000015050  Age: B years -
21-How-2017 09:57 PST - 21.-Mow-2017 12:27 PST
L_ Scheduled Maemenic Details
YW 21-Hov-2017 1109 PST vancemyein 1,000 e IV, start: 71-Mov-2017 1109 PST
"R21-Mov-2017 11:11 PST  acetaminophan 650 mg, PO, drug form: tab, start: 21-Mov-2007 11:11 PST
Masirmum acetaminophen 4 q/24 b from all sowrces
I'_ WeRN hydromarphane dose range: 0.5 10 1 Mg, PO, gdh, PRM pain, dnag form: 1ab, s1ar: 20-Mow-
HYDROmMorphone (HYDROmOrphose PRN range dose) DILAUDID EQUIY
El 5
FReady to San 1a2 Back al

4. Scan the medication barcode for acetaminophen 325 mg tabs.

Note: Underdose appears in the qualifications column for the medication. This is because
you have only scanned 325mg of the total 650 mg of acetaminophen required

0O08: 01 Jan 1937
Age: B0 years

MRN: 700008217

CSTLEARNING, DEMODELTA
Male

FINZ: 7000000015080

Loc: 620; 02

** Ko Known Allergies **

Medcaton Strength | Voleme

scetaminophen 325 mg 1 tab

Qualified Tasks:

Elb

Schedded Mnemons Detads Quallicatons
1-Now-2017 11:11 PST acetaminophen 650 mg, PO, drog formy: tab, start: 21-Nov-2017 110 D
Maimum acetaminophen 4 9724 h from all sources
Scan additional ingredients or choose a task to continue. Canced |
— o)

-~

5. Now scan the second acetaminophen 325 mg tab barcode to complete the 2 tablet drug
administration. After the second scan, the system finds an exact match for the prescribed

dose.
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CSTLEARNING, DEMODELTA PRN: TR00ITLT De8: O Jan 1637 Loc 6207 02
i FIE: TOOS00G15088  Age: B yean =

" Hao Krcrwn Allevgien

g B gt Mo 2017 L1109 BT
50 mgi, PO, drieg b Wb, stais 21 seetaminephen 650 mg, PO,
r T LT S dorse rasge: 35 10 § ey RO, gdh, RN p
WDROmerphans HHD_ DRLAUDE EGLES
Rerady b S derd bk | [ g ]
o = r

Now let’s scan the next medication.
1. Scan your medication barcode for hydromorphone 0.5 mg PO

2. You are using the hydromorphone 1 mg tab product barcode. Note that this medication is a
range dose order. A Range Dose Warning screen will display to remind you of this dose
range. Click OK to acknowledge the alert.

CTLEARMENG DEMOOELTA (1 of 1)

=4 -
e Range Dose Warning
You are administering a Range Dose order for
HYDROmorphone. The range is from 0.5 mg to |
mg.

Please verify you are administering the correct

dose.
-

3. Click the Missing Details & icon.
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CSTLEARNING, DEMODELTA MRN: 700008217 DOS: 01-Jan- 1937 Loc: 620; 02

e FINZ: 7000000015060 Age: B0 yoars = o Krntrerm Allevgies, **

T1 M- 2007 ORST ST - 71-Mew-2017 1227 PST

Scheduled Mnemanic Oetails Result
B 21-Nov-2017 1109 PST vancomyon 1000 mq [V, start: 21-Nov-2017 1109 BST
¥ o [(921 Nov-2017 11:11 PST scetaminaphen €50 mg, PO, drug form: tab, start: 21-... scetaminophen 650 mg, PO _
Maximum scetaminophen 4 g/24 h fr._.
uPRN By drarmarphong dote range: 0.5 to 1 mg, PO, géh, PRN..HYDROmorphone 1 mg, PO, pain_

Rirady 1o Scam

2el2

4. A charting window will appear. Enter the following details:

e Respiratory Rate =12

e Hydromorphone = 0.5 (changed from 1)

5. Click OK

(Bommiecnumensonoans o (o8|

G3ta 1 mg, PO, ol PN '-u—' Start: 71 Mow-2017 1109 ST
lm - pan, orug b, |

"Pestormed dote | e :  I1-Hov-2017 Y] u» oSt 3
“Performed by s Testuser Nurse &
Veraised by : =

Mhddec stion mot grvin withe the kst § days.

Resgiratery )
7 Ackmeatedge  Pesgantory Fate Mo Fanul found o precaus § st [oeed
1 =
“HTDRCmcr phone mg - Volume: 0 L]
—
Ddoent:  <menes - ol
“Rowte | PO - Ske:
Rassen: paen -
Total Volume: 0 Infused Ovur: 0 e
A-Now-X17 N-Mov-2017 I-MNew-200T I-MNow-2017 J-Mow-2017 J1-Mew-2017
1000 PET 1100 PET 1200 PET 1300 PET 1800 PEY 1500 PET
. - '
Mot Gewn
Faascn - -l 5 -
[ _oc | el |
o re
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Let’s scan your last medication.
1. Scan the barcode for vancomycin 1 g IV bag.

2. The system finds an exact match of the IV medication in Medication Administration
window. Since this medication is prepared by pharmacy and is reconstituted in 250 ml
diluent of D5W, the volume of diluent will be auto-populated and will be forwarded to the
intake and output record. Click vancomycin 1,000 mg IV bag in the Results column.

Medication Adrinistration = @
Nurse Review | [ LastRefreshat102pST |
CSTLEARNING, DEMOTHETA MRN: 700008216 DOE: 01-Jan-1837 Loc: 406; 01
FIN#: 7000000015058 Age: 80 years ** Allergies **
i} Scheduled Mnemeonic Details Result i
¥ v ("%  11-Dec-2017 10:42 PST acetaminophen 650 mg, NG-tube, drug form: tab, star... acetaminophen 650 mg, NG-tube -
Maximum acetaminonhen 4 a/24 h fr.
VY 11-Dec-2017 10:43 PST vancomycin 1000 mg, IV, start: 11-Dec-2017 10:43 ... vancomycin 1 000 mg, IV h
v v [J»  PRN hydromorphone dose range: 0.5 to 1 mg, NG-tube, q4h... HYDROmorphone 0.5 mg, , pain_
HYDROmorphone (DI... Respiratory Rate : 12 br/min
I W{;@Continuous insulin regular titrate, Iv, 1 unit/h starting rate, 0 unit/h ...
insulin reqular (human) ... Protocol for Patient NOT currently receivi...
(Il ‘4@ Continuous norepinephrine titrate, Iv, 0 mcg/min minimum rate, 20 ...
norepinephrine additive...
[l @ Continuous Sodium Chloride 0.9%  order rate: 125 mL/h, Iv, drug form: bag,...
sodium chloride 0.9% (...
(Il Continuous Sodium Chloride 0.9%  order rate: 75 mLh, Iv, drug form: bag, ... -
sodium chloride 09% (... E
Ready to Scan 2of2 Back

3. The Charting window opens. The premixed volume (250 mL) of Vancomycin prepared by
pharmacy is displayed and will automatically flow to 1&0. Click OK after verification.

Note: If the premixed volume is entered manually by the nurse, the value will not flow to 1&O.
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Charting for: Validate, IP-CriticalCareMurse = ==

i)
vancomycin

1,000 mg, IV, administer over: 60 minute, drug form: bag, start: 2018-Jan-16 02:00 PST, bag
volume (mLj: 250

*Performed date / time : 16-Jan-2018 = E 1039 =1 psT

*Performed by : Testlser, ICU-Nurse

Witnessed by :

*vancomycin: 1,000 mg ~ |Velume: 250 ml B

Diluent: <none> - ml
*Route: IV w Site: -
Total Volume: | 250 Infused Over: 60 minute -

0200 PST 1000 PST 1100 PST 1200 PST 1300 PST 1400 PST

87.5 162.5
4| 1 | »

JZGIS—Jan—lG 2018-Jan-16 2018-Jan-16 2018-Jan-16 2018-Jan-16 2018-Jan-16 J

[ Mot Given

Reason:

[_oc Kl

CLINICAL+SYSTEMS

‘ TRANSFORMATION

Our path 1o smarter, seamless care

M

TRANSFORMATIONAL
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Note: Nurses often mix own IV medications. If so, the barcode on the vial of the medication will
be scanned. Enter the type and amount of diluent manually in the Charting window
(screenshot below). The diluent volume will flow to 1&O after you click OK. If the diluent volume is

left blank, no medication volume will be populated in 1&0.

Charting for: Validate, IP-CriticalCareMurse = [ E [

bl

vancomycin
1,000 mg, IV, drug form: inj, start: 2018-Jan-16 10:24 PST

*Performed date / time : 16-Jan-2018 :|Z| 1025 = psT | A

*Performed by : TestUser, ICU-Murse

Witnessed by :

*wancomycin: 1,000 mg ~ Volume: 0 ml
|D|Iuent: dextrose 5% I ml |
*Route: [V - Site: -
Total Velume: |0 Infused Over: 0 minute -

2018-Jan-16 2018-Jan-16 2018-Jan-16 2018-Jan-16 2018-Jan-16 2018-Jan-16
0900 PST 1000 PST 1100 PST 1200 PST 1300 PST 1400 PST

| [ ] »
[T] Mot Given

Reason :

I OK I [ Cancel ]
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4. Now that you have scanned the patient and scanned all the three medications, you can
complete your medication checks and administer the medication. Assuming this is
complete, now you can sign for the medications administered.

CSTLEARNING, DEMODELTA MR T0000821T DO 88 Jan- 1997
[ R .
1 1 3
Sttt O ] Dvieny
P 7 w28 Mee 2017 1109 95T verasrpiia 1,000 mg, IV, starn 21 Now 2017 1100 .
P o/ D'%25 tow 2007 1511 P5Y st img Ao 059 mg. PO, drwg fern b, st 21 . soetaminephen 030 mg. PO >
Manimum scetarminechen £ o/26h fr
P AaDwmn hydsamarphone dose range: 0.5 to 1 g, PO, qéh, PRN_ NYDROmaorphone 0.5 mg. PO, pain -
WYOROmarphane (HY... CRLAVDID 1QUIV Rensiratory Rate : 12 be/min

Kty b S 192 n[z

5. After you click Sign, a warning window displays for you to double check the range dose
medication. Click Yes to continue.

= LF =
‘Warmirg fc]
&  HYDROmsaphone 0.5 mag is neot the corect dose as indicated on the
] A cnter peotae. L
= The cerreet ordered dosage i HVDROmerphone 1 mag. Cortinug? =

6. Congratulations, you have successfully administered three medications! The medications
will now appear as Complete on the MAR.

21-Nov-2017
11:0r% PST

IL-Micer- 3OLT
10:54 P5T

Tl-Mow-2017
11:18 PST

I1-Now-2017
1157 5T

21-Nov-2017
154 PST

T1-Mow-2017
Lioisd PST

ki

aetaminaphen i
650 mg, PO, gdh, drug formc tab, itart o
Mo 2007 101010 PST
Lamimyrs

Temptrature Dral
Hhameri Pain Scane -39
a =

WATHCHTFTin
1,000 mg, IV, g1I%, start: 71 -Now-217 Complete
1005 P51

HYCHROmot phans

dose range: 0.5 1o 1 mg, PO, gh, FRN
pain, drug form: Eals, vart J1.Now. 2017
11:08 PST

HLALIDD LUy

HDROmedphand
Redpiratary Ruie
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7. Click the Refresh icon and you will be able to see more details including the time the
last dose was given.

ANl Active Medications (System)  w | m - Moaday, X
V| Show All Rate Change Docu 2UNow- 2017 | 21-Nov-2017 | 21-Now-2007 | 21-Now- 2017
PG 1400 PST 12:54 PST 12:02 PST 11:54 PST
Time View
£
acetaminophen
2 650 mg, PO, gth, drug forme 1ad, start:
21 Now. 2017 11101 PST
7
2 |Temperature Axmary
7 Temperature Oral

| Numeric Pain Score 0-10)
)

01

o vancomy<in

1,000 mg, IV, ql2%, start: 21-Now. 2017
(11209 P57 |
| vancomyon 1.000 ma Auth

" PRN 1mg

HYDROmorphone (HYDROmMOophone P... Lat grvens

doie range: 05101 mg PO, RN 21 Naw-2017

o, Grap farm tah, Taet: 11 Mew 2017 o Musyonss R

1109 P51

DILAUOID

[espessypte
Etnpvuaq Rate 012 Auth (v d

Note: there is a new Med Response box that displays for the PRN medication hydromorphone.

For some PRN medications, the system will ask you to complete a medication response
assessment. We will address this in the next activity.

“. Key Learning Points

Use barcode scanner to administer medications

Medication volumes will flow from the MAR into the Intake and Output section of iView

Often times, additional information will be required upon administration
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3 Activity 10.2 — Documenting Patient Response to Medication

(Medication Response)

When you administer some PRN medications, it is necessary to document how the patient
responds to the medication. You can do this directly in the MAR.

1. Click on the Medication Response cell and a Medication Administration Follow Up

window will display.

A Mecrtons Srten) ~ =] I

U] Show AllRate Change Docu... |
Time View

Medications

1400 PST

| acetaminophen

(650 mg, PO, Qth, drug form: tad, start:  §

120 Now. 2017 1111 PST

7 | Maximm acetaminophen 4 9724 b from.
acetaminophen

7 Temperature Axiary

@ Temperature Orsl

|Numeric Pain Score 0-10)

i ]

|vancomycin
1,000 mg, IV, g2, start: 21-Now. 2017
11209 PST

2UNow 2007 ZLNow- 2017 | 21-Now- 201
12154 PST

12202 PST

2. Inthe Medication Effectiveness Evaluation field, click Yes.

B aliow Up | CSTLEARNING, DEMODELTA
Y EHE CH e+ BE

Pedomed 6 11 Mee 11T

=] 1 FPST
TR eenon e

Vil Sgr Resee

5 . Performed By TestUser, Murde on 21-M0v-2007 11:54:00 P5T
HC1 Msosea and

HYDREOmerphone 0.5mg
PO, pain

Madication effectwenes should be assessed for all medications administened
Bedication Effectie

Medication Effectiveness Evaluation

) Ohee

@ Cme

nclode patient's ool report whene possble.

When assessing pain, wtikne Jpproprate pan scale and document pain responde n Inberactive
Wi,

When assessing medication effectiveness the appropriate scale must be used. Evalation must

3. Sign and Refresh the screen. Now that you have documented the medication response it

has disappeared from the MAR.
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All Active Medications (System) = [] m

Show All Rate Change Docu...

Medications

Time View
Scheduled el
acetaminophen

Unscheduled 650 mg, PO, g4h, drug form: tab, start:

e 1 -Now-2017 11:11 PST

PRN Maximum acetaminophen 4 g/24 h from...
e | 3C2taminophen
Temperature Axillary

Future Temperature Oral

Mumeric Pain Score (0-10)

\q
vancomycin
1,000 mg, IV, g12h, start: 21-Nov-2017
11:09 PST
vancomycin

ontinuou

Discontinued Continuous

) PRN
HY! (HYDROm h =
dose range: 0.5 to 1 mg, PO, gd4h, PRN
pain, drug form: tab, start: 21 -Nov-2017
11:09 PST

DILAUDID EQUIV

HYDROmorphone

Respiratory Rate

1 mg
Last given:

21-Mov-2017
11:54 PST

21-Nov-2017
12:12 PST

21-Nov-2017
11:54 PST

650 ma Auth [Ve

1.000 mg Auth v

*0.5 mg Auth [V
12 Auth [Verifiec

“. Key Learning Point

TRANSFORMATIONAL
LEARNING

Some PRN medications require further documentation on how the patient responds to the
medication. This can be done from the MAR under Med Response.
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& Activity 10.3 — Administering Continuous IV fluids (Non-barcoded)

1 To administer normal saline continuous IV infusion, from the MAR:

1. From the MAR, review the order details for the sodium chloride 0.9% continuous
infusion. Note: the status is Pending meaning it has not been administered yet.

il <

=]

21

- A MAR

g B

‘O Fullscreen  (EIPrint £ 1 minutes ago

All Orders with Active Tasksin Tir + (] [EI < |

Show All Rate Change Docu...

Time View
P
Therapeutic Class View
Route View
Plan View
Taper View

Medications 28-Nov-2017 | 28-Nov-2017 | 28-Nov-2017 | 28-Nov-2017 | 28-Now-2017 | 28-Nov-2017 | 28-Nov-2017 ‘ 28-Nov-201
13:45 PST. 12:09 PST 12:00 PST 10:00 PST 08:59 PST 08:48 PST 08:00 PST 07:56 PST

Sodium chioride 0.9%

i (NS) conti infusion 1,000 mL
order rate: 75 mLh, IV, drug form: bag, stark: 28-Nov-2017
13:43 PST, bag volume (mL): 1,000
Administration Information

Pending
INot previously
lgiven

i (NS) bolus)
over. 60 minute, drug form: bag,
stop: 20-Nov-2017 14:00 PST

BUpivacaine-fentanyl 0.08%-2 mcg/ml epidural (maternity) ...
6 mL/h continuous rate, 0 mi intermittent bolus, 0 min to first
bolus, 0 min bolus frequency, 5 mL PCEA dose, 5 min PCEA
lockout interval, max PCEA doses/h: 5, epidural, drug form: il
bag, start: 24-Nov-2017 15:55 PST, pump type: CADD Solis,
therapy: epi

BUpivacaine fentanyl
sodium chioride 0.9% (NS) continuous infusion 1000 mL
50, IV, drug form: bag, start: 21-Nov-2017 12:10 PST, bag

volume (mL): 1,000
« [ — »

2. To administer the infusion, click on Medication Administration MiMedicstion Administiation gy

the toolbar.

PJ CSTUEARNING, DEMOALPHA - 700008214 Opened by TestUser. Nurse

Tosk Edt View Patient Chant

Links Options

belp

: B CareCompans B Chnical Leacker Organczer "‘ Patient Lt 53 Muits-Patient Tark List B Dischasge Doshbosed 58 Staff Assignment 1§ LearmnglIVE

| @ CareConnect @ PHSAPACS @ VCH and PHC PACS @ MUSE @ FormFust WA | | T Tear OF L6t wmmmm« -

$ QPM Health Education Matenals QPok-ﬂ and Guidelines QUpYeOut =

ledication Admunstration Wizard

CSTLEARNING, DEMOALPHA -

3. The Medication Administration window opens prompting you to scan the patient’s
wristband. Scan the barcode on the patient’s wristband.

Medication Administration

LINESTUBESDRAINS, MAX

Male

Ready to Scan

MRN: 700002077 DOB: 23-Feb-1985 Loc: 301; 01M
FIN#: 7000000003266 Age: 32 years

Alternatively, select the patient profile manually by clicking the (Next) button.

** Allergies **

Please scan the patient’s wristband.

3
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4. A list of ordered medications that can be administered appears in the Medication
Administration window. The next step would be to scan the barcode on the medication,
but with items that do not have a barcode, such as Normal Saline, we cannot do this.
Instead, scroll down to manually select the small box on the left beside the order for the
Sodium Chloride 0.9% (NS) continuous infusion 1,000mL, order rate: 75ml/hr, IV.

5. Click on the Task Incomplete icon @ and another charting window will open for the
sodium chloride 0.9% (NS) continuous infusion 1,000mL

TP Medication Administration = ==

Nurse Review | [ LestRefreshot13:53PsT |

CSTLEARNING, DEMOALPHA MRN: 700008214 DOB: 01-Jan-1937 Loc: 624; 02

Male FIN#: 7000000015055 Age: 80 years == Allergies ™

28-Nov-2017 12:38 PST - 28-Nov-2017 15:08 PST

Scheduled Mnemonic Details Result i
C| % “®28-Nov-2017 10:00 PST ciprofloxacin 200 ma, IV, administer over: 60 minute, d...
T % “=28-Nov-2017 10:00 PST hydromorphone 3 mg, NG-tube, start: 28-Nov-2017 10:00...
HYDROmorphone
| % “®28-Nov-2017 10:00 PST vancomyein 1,000 mq, IV, start: 28-Nov-2017 10:00 PST
I % “=28-Nov-2017 12:00 PST piperacillin-tazobactam 3.375 g, IV, start: 28-Nov-2017 12:00 PST
— *®28-Nov-2017 14:00 PST acetaminophen 650 mg, PO, drug form: tab, start: 28-No...
Maximum acetaminophen 4 g/24 h from ...
C 7 28-Nov-2017 14:00 PST hydromorphone 3 mg, NG-tube, start: 28-Nov-2017 14.00...
HYDROmorphone
C "3 28-Nov-2017 1500 PST moxifloxacin 400 mg, IV, administer over: 60 minute, d...
MOXIfloxacin
C “WPRN fentanyl dose range: 25 to 50 mcg, IV, gSmin, PR...
fentanyl (fentanyl PRM r...
C @ Continuous norepinephrine titrate, IV, 0 mcg/min minimum rate, 20 ..
norepinephrine additive...
4 5 Continuous. Sodium Chloride 09%  order rate: 50 mL/h, Iv, drug form: bag, ...
odium chloride 099 (
a Continuous Sodium Chloride 0.9% order rate: 75 mL/h, IV, drug form: ballm mL, IV, 75 mL/h, -:'.ii0e>v
| sodium chloride 0.9% ...

6. Fill in the mandatory information, in this case: Site = Arm, Lower-Left and click OK
For the purpose of this scenario, please fill in Performed time = 0600

[P) Charting for: CSTLEARNING, DEMOALPHA = -

sodium chloride 0.9% (NS) continuous infusion 1,000 mL
arder rate: 75 mL/h, IV, drug form: bag, start: 28-Mov-2017 13:29 PST, bag volume [mL): 1,000

Yes No sodium chloride 0.9% (NS) continuous infusion 1,000 mL

*Performed date / time :  28.Nov-2017 Ell o500 |= PST

*Performed by: TestUser, Nurse Q)
Witnessed by : Q)
"Bag#: 1
*Site : H
*Volume (mL) : <Show All>

Antecubital Fossa - Left
*Rate (mL/h}: Antecubital Fossa - Right

Arm, Lower - Right

Arm, Upper - Left

Arm, Upper - Right

Chest, Anterior - Left Begin Bag

Chest, Anterior - Right
Foot - Left ok ] [EE
Ennt - Rinht
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7. Click Sign and you will be brought back to the MAR where the sodium chloride 0.9%
continuous infusion at 75mLh is now shown as complete.

13:29 PST, bag volume (mL): 1,000
Administration Information
sodium chlaride 0.9%

sodium chloride 0.9% (NS) continuous infusion 1,000 mL
order rate: 75 mL/h, IV, drug form: bag, start: 28-Nov-2017

Complete

Note: do not use the following steps in the system, just review the screenshot below for

reference.

8. All fluids administered through MAR and MAW should flow to the Intake and Output
record within iView. Sometimes the volumes flow automatically. For continuous infusions
the hourly volumes will need to be populated by double-clicking in the hourly cells. Always
double check the volumes flow correctly

< Adult Quick View

% Adult Systems Assessment
@ Adult Lines - Devices

g Adult Education

% Blood Product Administration
< Intake And Output

] Intake

Medications

Chest Tubes

Enteral

Gl Tube

Gl Ostomy Intake

Urinary Diversion Intake

Cral

Cther Intake Sources

Megative Pressure Wound Therapy
% Advanced Graphing
% Restraint and Seclusion
% Procedural Sedation
% Ambulatory Infusion Center Monitoring
% Ambulatory Nursing Procedures

[ | »

- Continuous Infusions
sodium chloride 0.9% [M5)
continuous infusion 1,000 mL

4 Oral
Oral Intake

£ Other Intake Sources

4 Negative Pressure Wound Therapy

2 Surgical Drain, Tube Inputs L_'@

A Qutput Total

4 GITube
A Gastrostomy (G) tube Left upper...
Cutput
Irrigant Out
Residual Discarded
4 Other Qutput Sources
< Megative Pressure Wound Therapy
4 Stool Qutput
Stool Count (Number of Stools)

=

Today's Intake: 1000 Output: 0 Balance: 1000 Yesterday's Intake: 0 Qutput: 0 Balance: 0
B, i 04-Dec-2017
09:00 -  0B00-  07:00- | 06:00- 24 Hour Night Shift
09:59 PST | 08:59 PST | 07:59 PST | 06:59 PST Total Total
4 Intake Total

Once you double click
in the blank cells, the
hourly volume of the
continuous infusion

will populate

Key Learning Points

Continuous infusions are administered using MAR and MAW

Non-barcoded IV fluids cannot be scanned, but the patient’s wrist band should still be scanned
through MAW to help identify the correct patient

All fluids administered through MAR and MAW should flow to the Intake and Output record within
iView. Always double check the volumes flow correctly. (Sometimes manual entry is necessary)
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B PATIENT SCENARIO 11 — Results Review

Learning Objectives

At the end of this Scenario, you will be able to:
Review Patient Results

Identify any Abnormal Results

SCENARIO

In this scenario, you will review your patient’s results. One way to do this is result review.
You will complete the following activity:

Review results using Results Review
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3 Activity 11.1 — Review Results Using Results Review

1 Throughout your shift, you will need to review your patient’s results. One way to do this is to
navigate to Results Review on the Menu.

Results are presented using flowsheets. Flowsheets display clinical information recorded for a
patient including labs results, iView entries (e.qg. vital signs), cultures, transfusions and diagnostic
imaging.

Flowsheets are divided into two major sections.

1. The left section is the Navigator. By selecting a category within the Navigator, you can view
related results, which are displayed within the grid to the right.

2. The grid to the right is known as Results Display.
Recent Resulty | Advance Care Plavwng | Lab - Bacent  Lab - Lxtemded Pumvology | Mero Culumes | Tranwusan | Dagrastios | Vitals - Recent | Vitaks - Extended

[Fromiree [N [ 2] tem Lotvien . STk OGup Ol

Showing resolts o (23-0ct- 2017 - 25-Oct-2017)

Lab View
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1. Navigate to Results Review from the Menu

2. Review the Recent Results tab

3. Review each individual section within to see related results

4. Select Lab -

Menu
Patient Summary

Ord

Single Patient Task List

Recent
< - |# Results Review
i

LEARNING

Recent Results | Advance Care Planning | Lab - Recent || Lab - Extended | Pathology | Micro Cultures | Transfusion | Diagnostics | Vitals - Recent | Vitals - Extended
Flows| ick View Level:  Quick View -~ @Table © Group ()

Monday, 27-November-2017 15:43 PST - Friday, 01-December-2017 15:43 PST (/

VITAL SIGNS

Show more results

List

SBR/DBP Cuff _— S‘GNSQukk View | 28-Nov-2017 18:17 PST | 28-Mov-2017 18:13 PST |
Oxygenation | Temperature Oral 38 Degl 38 DegC ‘
+1 PAIN ASSESSMENT E,::[;:z:z:flfpu\se Rate 105 bpm (H) 105 bpm [H)
[7] systolic Blood Pressure 100 mmHg 100 mmHg ‘
[T] Diastalic Blood Pressure 60 mmHg 60 mmHg
(Oxygenation
[-] Respiratory Rate 22 br/min [H) 22 br/min (H) |
Reference
5. Review your patient’s recent lab results.
CBC and Peripheral Smear | |
| WBC Count 1.5x10 9L ()
"] RBC Count 20010 121 ()
"] Hemoglobin 7091 (1
"] Hematocrit 015 ()
| MCV 98 fL
7] MCH 28 pg
| ROW-CV 153 % (H
"] Piatelet Count 10 x10 9/L ()
| NRBC Absolute 5.0 x10 9/L (H)
"] Neutrophils 0.04 x10 9/L (1)
| Lymphogytes 0.15x109/L (1)
"] Monogytes 0.23x109/L
| Eosinophils 0.01 x109/L
"] Basophils 0.01 x10 9/1
| Metamyelogytes 0.73 x10 9/L (H
7] Myelocytes 0.23 x10 9/1 (H)
| Promyelocytes 0,08 x10 9/L [H

7] Blast Cells
Blood Film Comment

0.02 x10 9/1 (H
Platelet Estimate - lg
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Note the colours of specific lab results and what they indicate:

¢ Blue values indicate results lower than normal range
e Black values indicate normal range

e Orange values indicate higher than normal range

e Red values indicate critical levels

To view additional details about any result, for example a Normal Low or Normal High value,
double-click the result.

Key Learning Points

Flowsheets display clinical information recorded for a patient such as labs, cultures, transfusions,
medical imaging, and vital signs

The Navigator allows you to filter certain results in the Results Display
Bloodwork is colour coded to represent low, normal, high and critical values

View additional details of a result by double-clicking the value
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m PATIENT SCENARIO 12 — Document Intake and Output

Learning Objectives

At the end of this Scenario, you will be able to:

Review and Document Intake and Output

SCENARIO

As a nurse, you will be completing the following activities:
Navigating to intake and output flowsheets within iView

Reviewing and documenting in the intake and output record
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3 Activity 12.1 — Navigating to Intake and Output Flowsheets Within
IView
Intake and Output (1&0) is found as a band within iView and is where a patient’s intake and output will

be documented. From here, you are able to review specific fluid balance data including 1 hour totals, 12
hour shift totals and daily (24 hour) totals.

The 1&0 window is structured like other flowsheets in iView. Values representing a patient’s 1&0O are

displayed in a spreadsheet layout with subtotals and totals for specific time ranges. The left portion of
the 1&O screen lists different intake and output categories. Notice that the time columns in 1&0 are set
to hourly ranges (e.g. 0600-06:59). You will need to document under the correct hourly range column.

1 1. Navigate to the Interactive View and &0 from the Menu

2. Select the Intake and Output band

P| CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Murse

Task Edit View Patient Chart Links Options Documentation Orders Help

i I CareCompass B Clinical Leader Organizer & Patient List &3 Multi-Patient Task List ES Discharge Dashboard &3 Staff Assignment B LeamningLIVE |
@ PACS @) FormFast WF _ | T Tear Off ] &t 5§ AdHoc IMlMedication Administration &, PM Conversation ~ L Communicate + 5] Medical Record Request = Add ~ (@] Documents B Scheduling Appointment Book (e |

CSTLEARNING, DEMOTHETA =

CSTLEARNING, DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Code Status: Process:Falls Risk
Age:B0 years El Disease:
Allergies: penicillin, Tape Gender:Male PHN: Dosing Wi: Isolation:

Menu ~ |# Interactive View and I&0
Patient Summary

Ord,

< Adult Quick View
VITAL SIGNS
Modified Early Waming System [Find Item] v [Ccritical [FHigh [[iow  [CAbnormal  [[lUnauth  [[]Flag ©And @ Or
PAIN ASSESSMENT

Single Patient Task List

Pain Modalties Result |Commerts  |Flag  |Date | Performed By
IV Drips
Insulin Infusion o
Heparn nfusion i 5 22.Nov-2017

“Hf 09:08 PST|  08:16 PST 07:00 PST
Apnea/Bradycandia Episodes = &

A VITAL SIGNS.
Temperature Axillary
Temperature Temporal Artery

Mental Status/Cogrition
Sedation Scales
Provider Notification

A s —
e eai Tl Peripheral Pulse Rate bpm 80 A
Measurements ' .
e e Heart Rate Manitored bp

lucose Blood Paint of Care SBR/DBP Cuff mmHg 140,90

Individual Observation Record Cuff Location

?umf;rl TTEEsmn Wean Arterial Pressure, Cuff mmHg o7
ranster/ [ranspor Elood Pressure Method

St o) Cerebral Perfusion Pressure, Cuff
4 Oxygenation

Respiratory Rate br/min ®
Measured 02% (FIO2)
Oxygen Activity

;] Adult Systems Assessment Oxygen Therapy Nasal cann..
Oxygen Flow Rate min 5

- —
\MI" Lines VDE"":EEi Skin/Nare Check
o Adult Education Sp02 &

& 5p02 Site Hand o
S  Intake And Output 5p02 Site Change
Reference % 2 _ Modified Early Warning System

£y 2 i 4 Temperature
4 Restraint and Seclusion Temperature Asillary
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2 The Intake and Output band expands displaying the sections within it, and the 1&0 window on
the right. Let’s review the layout of the page.

The intake and output screen can be described per below:

1.

CSTLEARNING. DEMODELTA

The 1&0 navigator lists the sections of measurable 1&0 items

The dark grey highlighted sections (for example, Oral) are active and are automatically
visible in the flowsheet.

To add other Intake or Output sources, you will need to click on the Customize View
icon F to select the appropriate section to be added in.

The grey information bar indicates the date/time range that is currently set to be
displayed.

To change the date/time range being displayed:

¢ Right-click on the grey bar and select a new date/time range (Admission to
Current, Today’s Results or Other)

The 1&0 summary at the top of the flowsheet displays a quick overview of today’s intake,
output, balance, and more.

Allergies: Polien

5 AU Quick View
At Systems Assessment

Certious khusions

Key Learning Point

Intake and Output (1&0) is found as a band within iView and is where a patient’s intake and output
will be documented
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& Activity 12.2 — Reviewing and Documenting in the Intake and Output

Record

1 Let’s practice reviewing and documenting in the 1&0O record.

Previously a peripheral IV and sodium chloride infusion were initiated. An IV vancomycin dose

was also given.

Review to ensure the appropriate values are displaying in the 1&0 record.

1. Continuous Infusions: sodium chloride 0.9%

e Double-click in each hourly time column since the sodium chloride infusion was
initiated (at 0600). Values will populate to reflect the order of 75mL/hr.

Note: a partial volume will display if the infusion was not initiated on the hour.

2. Medications: vancomycin

¢ Value should display as a single dose amount
¢ Values will pull from Medication Administration Wizard (MAW) documentation

6265 50 50

Today's Intake: 876.5 Output: 375 Balance: 501.5 Yesterday's Intske: 0 Output: 0 Balance: 0
L 20-Nov-2017 9-Mov-2017
10:00 - 09:00 - 08:00 - 07:00 - 06:00 - 24 Hour  Might Shift  05:00 - 04:00 - 200 - 02:00 - a
10:59 PST 059 PST  08:59 PST  OT:58 PST  06:59 PST Total Total 05:59 PST  04:59 PS 03:59 PST 0259 PST 01

75

A Medications.

510.25
+

Oral Intake
A Other Intake Sources

4 Surgical Drain, Tube Inputs
4 Output Total

A Emesis Output

A Gl Tube

Output
[rrigant Cut
Residual Discarded

Output
Irrigant Qut
Residual Discarded

HYDROmerphone - sodium ¢hil..
I vancomycin - dextrose 5% SO0 ﬂ
A Oral 50

A Negative Pressure Wound Therapy

e

Lo

4 Nasogastric (NG) tube Nare, left

4 Gastrostomy (G) tube Left upper...

S0

375

Once you double click
in the blank cells, the
hourly volume of the
continuous infusion

will populate
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Now let’s practice documenting some intake and output values. For this activity, your patient
drank 50 mL and voided 375 mL and now you need to document these values.

1.
2.

Locate Oral and Urine Output sections in the 1&0 navigator

In the flowsheet on the right, document the following by clicking into the appropriate
cell.

e Oral Intake =50 mL
e Urine Voided =375 mL

Click Sign

Tek

™
B ComCompen i Cloncal Lender Ongarnte b Pationt Lt 23 Mt Potient Task Lt 15 Dochange Detbonnd 53 S Assgrorant 1 LammingiVE
QFACS Q Famniont WH

IO Opened by e . y

View Pt Ot Lisks  Optrw  Dowumeststms  Orfers Ml

i Towe OO S Lk N AS e BEMScmen Admrvatisin & PN C

- 4¢ = Medal & B g Sgportred bodt ot Dncom Cagoting #0d

CSTLEARNING, DEMOTHETA -
CSTLEARNING, DEMOTHETA

Alergies: peniilin. Tape

Moo

1T MO0 ST« Febley, ;
Vesterdey s btk O

Todey's Intske 1318

"o

Outpet @ = Bulace 1306 Cutper 0+ Balsece ©

3100 . 1200 0900 2000 e e
HASPST  10WPST  ORIIPST 0B PST 0TS PET 0638 PST
™ e RPN w
4 D ian VO ™ TSR YRR e iy

W Mo
Tetst

Pgare abiive 19000 wnd » dedipe N pormn
200 - » A 4 B4 BT o

w0
ety « dedbenie YN »o
4 @Tube e m
3 Controstmmy 1l hobe Le® ey ot LI Premch
yime
i—=

’ PR

0
()

Outpne
Fgant Out
Fertan oyiaeded

a M0 L 8 L W ]
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A separate column exists for the fluid balance of your patient:
1. 12 hour Day/Night Shift Total
2. Hourly Total

! TRANSFORMATIONAL

LEARNING

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task  Edit

View Patient Chart Links Options Documentation Orders Help

CareCompass i Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List £ Discharge Dashboard &3 Staff Assignment
i @PACS @ FormFast WF |_ | T Tear Off 3 Bxit S AdHoc
CSTLEARNING, DEMOTHETA

CSTLEARNING, DEMOTHETA

LeamingLIVE |
* [2) Medical Record Request = Add ~ [|Documents B Scheduling Appointment Book (s Discer Reporting Portal | _

& PMC tion + 3G

DOB:01-Jan-1937 MRN:700008216 Code Status: ProcessiFalls Risk

= List =
Location:LGH GE; 624; 04

Orders
- .
Single Patient Task List \/M““""“ = ﬁ K |
oo \/’""" ST AssenSMent Today's Intake: 1366 i Output 375 i Balance: 991 n Vesterday's Intake: 0 . Output 0 i Balance: 0
o Adult Lines - Devices e
e Vi ™ 22 Nov.201
C %
Interactive View and 180 S Adult Education Dayshift  §700- | 1600- | 1500- 1400 | 1300-  1200- | 1%00- 0:00- | 09:00-
R o Blood Froduct Administration otal | 1}:S9PST | 16:59PST | 1S53PST  14:59PST  1359PST  1259PST | 1059PST | 1b:so pST | 09:59 PST
e % Intake And Output Al T 1366 4 528 . 103 a
Documentation o s 4 Confinuous Infusions 6 = B 4 103 4
Medication Request Gl Ostomy ke 3 .
T e SN heparin additive 25000 unit ~ dedrose 52 premix
& 0mL L 166 o = B L o=
Other take Sources. ") 7
Negative Pressure Wound Therapy 4 Medications = s
Surgsl Dran, Tubs lnputs vancomycin ~ dextrose 5% oLl 500 500
Transiusions T R -
L Er e 4 Gastrostomy (6) tube Left upper quadrant 12 frenfh
Pre-Arival Fid ke T o
= Blood Output Flush w5 50
Iigant In oL
Chest Tube Output T o ‘ “
Continuous Renal Replocement Therapy
= Oral Intake L s %
o oo 4 Other Infake Sources
e 4 Surgical Drain, Tube Inputs
Other Output Sources Al OputiTotal 375 | 375
Paracentess Output 2 Emesis Qutput
Peiicardoseriesis Ouiput
Negative Pressure Wourd Therapy 4 Gastrostomy (6) tube Left upper quadrant 12
oo Output
Surgical Drain, Tube Outpuis Irigant Out
Thoracentesis Outpu Residual Discarded oL
Urinary Caiheter, Output 4 Other Output Sources
Urinary Diversion 4 Stool Output |
V' Urine Ouiput Stool Count (Number of Stools)
Urine Ouiput mLkg/hr 4 Urine Output 375 | 375
<« Advanced Graphing Urine Voided |
« Restraint and Seclusion 4 Urine Output mL/kg/he |
 Procedural Sedation Balagce. 28
< Adult Crifical Care Lines - Devices
o Adult Criical Care Quick View

Age:80 years
Gender:Male

- |# Interactive View and 1&0
=H/®x4g

PHN:

ENc7000000015058
4

Dosing Wt:

ea
Isolation:

Enc Typednpatient

Note: It is important that you verify all volumes are entered correctly. The system
automatically calculates fluid balances based on the volumes entered.

You can also unchart, modify or add a comment to any result.

1. Right-click on a cell to see additional functions.

1 CareCompust

Hep

Nrvical Leackes Organtinr ‘§ Pasient List 53 Mt Putiont Task Lt ) Occharge Duchboaed 53 Stalt Rasigrament

auminghNVE |

QPACS Q FermPut WL | (T Tear O g6 S Adtioc BMIMedication Admminition & PM Convarintion = o Commmunicate = ) Medical Record Reguest 4 ASd « B3 Documents B8 Schedubing Appomemmnt Boch et Discem

CSTLEARNING, DEMOTHETA -

CSTLEARNING, DEMOTHETA Procescfals Risk

Asergies: penicillin, Tape
[

J ORO0 PST - K

[N i ol Today's rtske 1366 - Output 375 -~ Balance 991 Vesterday's tske 0~ Outpur 0~ Boance 0
N AN Lines - Deices: o T
N AR Eaxaton 1100 1000 o900 800 oM. w0
N (eod Product Admisist stcn 1L PST 109 ST ORI ST 0B #ST BT 06T
+ Wtake Asd Outpat | 4 ttake Totat s 54 AW a4 ® A W w
[t ‘“";"'"""- - O S -

Gl Cutomy beshe v 309

DRI 23O T5000 Undt - estrote SN o

= :-vmn-- pr-pay a B A B4 AaT

Ot riake Sourson RN : s 7 ” »

Naguve Presase Wiound Thengy 4 Medication 0o
| Sl Con, Tiba boute aecomytn + dertrose SN 300

Trardmora

Unry Catter bk 2 Grteestormy () e Lt wppes quannt 12 foemh

Fre Jemest Pt e 1
o i 3 Add Resr

N““"“"‘M‘w Imgart Vi Riesuit Detads..

Cartrous Reral Regiacanart Dersey T ~ o Dot

Gl Tube. v 4 Other Intuke Souon - "

oy wear 4 Suvgrnl O, Tbe Inguts &

| Unchant

| OOt Somen oo s
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Now let’s say your patient just vomited and you need to document the Emesis Amount. You
need to add in this section because it is not yet active in the 1&0 band

1. Click on the customize view icon F

2. A Customize window will open, listing all available sections that can be manually added

3. Scroll down to the Emesis Output section and click the box X under the Default Open
column

4. Open the Emesis Output section by clicking the arrow > to expand the section.

5. You want to document the volume the patient vomited, so click the box ' next to Emesis
Amount. Click OK

6. Click the Refresh icon .

5 | CSTLEARMING, DEMODELTA - 700008217 ==

Customize | Preferences | Dynamic Groups

Display Marne On View Default Open =
Chest Tube Output

.

Continuous Renal Replacement Therapy

O
[
A Emesis Qutput

Emesis Lount

Emesiz Description

Emesis Amaount
Emesis/Projectile Volume, Est
Gl Tube

GI Ostomy Output

Other Qutput Sources

Paracentesis Output
Pericardiccentesis Qutput

m

Megative Pressure Wound Therapy
Stool Output
Surgical Drain, Tube Qutputs

Thoracentesis Output
Urinary Catheter, Output
Urinary Diversion

OO00REOOROER

Search for Item: A

In Section:

[collapse All [Expand Al |

oK ]lEnceI |
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Once you refresh your page, you will see the Emesis Output section is now available in 1&0
and you can document against Emesis Amount.

1. Inthe appropriate time column, document Emesis Amount = Moderate in the cell

2. Notice the downward arrow icon € next to Emesis Amount, this means there are
conditional cells that display if Emesis Amount is documented on. In this case,
Emesis/Projectile Volume, Estimated is the conditional field that is now available to
document on.

3. Enter the following volume Emesis/Projectile Volume, Est = 150 and press Enter on
your keyboard.

4. Click green checkmark icon + to sign. You will now see this volume displayed in the
patient’s fluid balance.

al Care Quick View

Today's Intake: 0w Output: 0 1l Balance: 0 Vesterday's Intake: 0 1 Output O 1 Balance: 0
o Adull Cillical Care Lines - Devices

o Intake And Output LUl

01-Dec-2017 30-Nov-
our NightShift 0500~ | 0400- | 0300-  0200- | 0L0D- | 0000- 2300
Total 0550 PST 0459 PST XSO PST  0250PST  OLSOPST | 00:50 PST | 2359 F

OL-Dec-2017
100~ 1000 09:00-  0800-  0700- | 0600- 24 H
Chest Tobes - I1LSIPST  10:59PST O35 ST | OR:SOPST | 07:59 PST | 0G:59PST | Total
4 Intake Total
4 Medications
4 Enteral

S Oer OUp Saurces
2 StoslOutput
Stool Count (Number of Stools)

Chest Tube Output

Cortinuous Renal Replcamert Therany
Emesis Output

Gl Tube

rine voidea

Balance
Gl Ostomy Output
Paracentesis Output

Pericardiocentesis Output
Negalive Pressure Wound Therapy

Key Learning Points

Time columns are organized into hourly intervals with a column for a 12 hour (Day/Night Shift)
Total and 24 Hour Total

Continuous infusion volumes will flow into &0 by double clicking on each hourly cell

IV medications need to have the Diluent Volume entered upon administration in order for the
volume of the med to flow to I&O

Some values will require direct charting in the Intake and Output band e.g. oral intake

It is important to verify all volumes in I&0O are accurate. The system automatically calculates fluid
balance totals based on these volumes

Values can be modified and uncharted within Interactive View and 1&0

Use the Customize View icon ﬁ to add sections to I1&O that may not already be active
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m PATIENT SCENARIO 13 - Modified Early Warning System (MEWS)

Learning Objectives

At the end of this Scenario, you will be able to:
Understand the purpose of using the Modified Early Warning System
Document on MEWS
Manage a MEWS alert

SCENARIO

In this scenario, you will be managing a MEWS alert for your patient.
You will complete the following activities:
Document on the MEWS section in iView to trigger a MEWS alert
Review the MEWS alert

Document provider notification
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2 Activity 13.1 — Document on MEWS Section in iView to Trigger a
MEWS Alert

The purpose of the Modified Early Warning System (MEWS) is to aid in the early detection of patient
deterioration so that timely attention can be provided to the patient by health care professionals.

MEWS is scored based on 5 key assessment parameters: systolic blood pressure, heart rate,
respiratory rate, temperature, and level of consciousness. A score is then totaled based on the values
documented. If the score is out of normal or expected range, or if new documentation for situational
awareness factors indicates a change for the worse, an electronic alert will be triggered to warn nurses
that the patient may be deteriorating and require timely attention.

Note:

1

For MEWS, level of consciousness is assessed using AVPU, which is an acronym for "alert,
voice, pain, unresponsive".

The MEWS alert is suppressed in some situations such as in palliative/comfort care patients,
and in critical care areas

You will navigate to and review MEWS documentation.
1. Select Interactive View and 1&0 from the menu
2. Click on the Adult Quick View Band
3. Document the following vital signs in the VITAL SIGNS section

e Temperature Oral = 38

o Peripheral Pulse Rate = 105
e SBP/DBP = 100/60

e Respiratory Rate =20

Menu - | Interactive View and 1&0
Mental Health Summary =g S TH v o 60 @ [ %

Orders + Add

= =
Single Patient Task List T b
Modfied Early Waming System [Find teml ~ [critical  [lHigh [Fllow [[Abnormal  [Unauth  [[Flag
Glucose Blood Poirt of Care
Point of Care Testing [Resuit [Commerts__ [Fag_|Dete [Performed By
Interactive View and [8:0 1 Measuremerts [
Mental Status Exam
Ongoing Columbia Sicide Severty Rating 2018-Jan-18
Activiies of Daily Living P 08:39 PsT]
PAIN ASSESSMENT
Conmfort Measures Temperature Axillary
e p—— Temperature Temporal Artery
Morse Fal Scale. Temperature Oral
Fall Prevention Intervertions Temperature Tympanic
ces and Problems Post Fall Evalution »:wcal Heart Rate
Individual Observation Record eripheral Pulse Rate
Provider Notfication Heart Rate Monitored
- Transfer/Transport SBF/DEBP Cuff
CareConnect Shit Report/Handoft Cuff Location
Clinical FEB Mean Arterial Pressure, Cuff
Mean Arterial Pressure, Manual
m Br Blood Pressure Method
- SBP/DEP Supine
uth Chart Pulse Supine
SBP/DEP Sitting mmHg
Pulse Sitting
e SBP/DBP Standing mmHg
Patient Information Fulse Standing bpm
Cerebral Perfusion Pressure, Cuff mmHg
Reference 4 Oxygenation 3
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4. Select the Modified Early Warning System section

Note the vital signs documentation has flowed into the MEWS section

6. Double-click the blue band to the right of the Modified Early Warning System section,
under the current time column. A check mark I will display, indicating the whole
section is activated and the MEWS scores will be automatically calculated

7. Document AVPU

e AVPU = Alert and responsive
8. Document on the Situational Awareness Factors:
e For the purpose of this practice scenario, select No for all cells in this section.

o

Note: The purpose of this section of documentation is to gather more information related to how
the patient is doing, which provides context for those who see the MEWS alert.

9. Click the green check mark + to sign your documentation. The purple text changes to
black and is now saved in the chart.

* | Interactive View and 1&0

odified Early Waming Syster 4 [Find Ftem] v [critical [JHigh [[Jlow [FAbnormal [[JUnauth [[]Flag © And @ Or
Glucose Blood Point of Care

Pairt of Care Testing [Resutt [Comments  |Fag |Date [Performed By

Measurements [

Mertal Status Exam

Ongoing Columbia Suicide Severty Rating
Aciiviies of Daily Living

PAIN ASSESSMENT

Comfort Measures

Environmental Safety Managemert
Morse Fall Scale

Fall Prevention Intervertions

Post Fall Evaluation

Individual Observation Record
Provider Notfication
Transfer/Transport

Shift Report/Handoff

g, MH Adult Systems Assessment

% MH Pediatric Quick View

&/ MH Pediatric Systems Assessment
g MH Evaluation Tools

& Restraint and Seclusion

o/ Electroconvulsive Therapy

< Intake And Output

& Adult Lines - Devices

%
Modified Early Warning System
4 Temperature
Temperature Axillary

2015-Jan-18
5 =

Temperature Temporal Artery
Temperature Oral
Temperature Tympanic

[ MEWS Temperature Score

4 Heart Rate
Peripheral Pulse Rate
@ MEWS Heart Rate Score
4 Respiratory Rate
Respiratory Rate
@A MEWS Respiratory Rate Scare
4 Blood Pressure
SBP/DBP Cuff
(@ MEWS Systolic Blood Pressure Seore

2 AVPU
AVRU
(@@ MEWS AVPU Score

4 MEWS Total Score
@ MEWS Total Score

4 Situational Awareness Faclors
Patient/Family/Caregiver Concerns
Unusual Therapy
Communication Breakdown
Urine Less Than 0.5 mi/kg/h for 4 hours
5p02 Below 90% with FiO2 Higher Than 50%
GCS Less Than orEqualto 12

4 MEWS Action Taken
MEWS Action Taken

A Mental Status Exam
Hygiene and Graoming

Hygiene and Graoming Comments

Note: The patient has a slight fever with a soft BP and a higher heart rate, indicating that they
may be getting sicker and need timely attention from the health care team. The calculated MEWS
Total Score is 4, which will automatically trigger a MEWS alert in the system.
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10. A Discern Notification window will appear. This is the MEWS alert.

|8 Discem Motification (TEST NURSEICL) Lo | = e
P Task Edit View Help
& AE R

Event Date/Time

Subject
Rapid Responn gq- 28-Now-2017 14:17:24

[ IR AR I'.ll:= N e W
DISCERN ALERT

INAME: CSTLEARNING, DEMOALFPHA
DATE: 28 November, 2017 14:17:24 PST
[MRN: 700008214

BIRTH DATE: 01 Jamuary, 1937

AGE: 80 Years

[LOCATION: LGH Licns Gate; LGH 6E; 624

NIEWS Score (4)

PRODBC TEST.NURSEICU [TESTNURSEIU Tuesday, Novernber 28, 2017 Nn’

“. Key Learning Points
MEWS stands for Modified Early Warning System and is a scoring system that can trigger an
electronic alert in the CIS

The MEWS score is based on systolic blood pressure, heart rate, respiratory rate, temperature,
and level of consciousness (AVPU = alert, voice, pain, unresponsive)

If the MEWS score is out of normal range, an alert will be triggered in the CIS to warn the health
care team that the patient may be deteriorating and require timely attention

The MEWS alert is suppressed in some situations, such as for palliative/comfort care patients
and in critical care areas
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3 Activity 13.2 — Review the MEWS Alert

1 The MEWS alert appears when a MEWS score is calculated to be out of normal range for the
patient. The alert itself provides the following information: patient demographics, the MEWS
score, clinical decision support, and the score criteria.

All nurses who have established a relationship with the patient in the CIS will receive the MEWS
alert upon logging into the system. In this scenario, you will follow the MEWS protocol to
complete the MEWS alert task and document provider notification.

Note: Providers do NOT receive MEWS alerts, therefore it is the nurse’s responsibility to follow
up appropriately with the provider when alerted.

Review the MEWS alert which will help to identify what type of response is appropriate to
initiate.

1. Review the Patient Demographics

2. Review the MEWS Score

3. Review the coloured Clinical Decision Support list to initiate appropriate action

4. Review the MEWS Criteria
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" Discem Notification (TEST.NURSEICU) [E=3 o ===
i Task Edit View Help
AL
l Subject Event Date/Time
Rapid Response Early Warning - MEWS | 28-Nov-2017 14:17:24
Qs aley s e foon  -|a e sy
ISCERN ALERT =

INAME: CSTLEARNING, DEMOALPHA
IDATE: 2% November, 2017 14:17:24 PST
NMRN: 700008214

BIRTH DATE: 01 Jamary, 1937

JAGE: 80 Years

ILOCATION: LGH Lions Gate; LGH 6E; 624

MEWS Criteria

emperature Oral : 38 bpm - 1 point(s)
eripheral Pulse Rate : 105 bpm - 1 point(s)
espiratory Rate: 20 br/min - 1 point(s)
ystolic Blood Pressure : 100 bpm - 1 point(s)
| -

Ready PRODBC | TEST.MURSEICU |TEST.NURSEICU |Tuesday, Movember 28, 2017 0Z18 PM

Note: It is up to the clinician to take the appropriate clinical steps after receiving a MEWS alert
for a patient. In some cases, the patient may just need to be closely observed and re-assessed.
In others, the provider or Rapid Response Team (where available) may need to be called to
come and assess the patient immediately.

You can now click the red x icon i in the top left hand corner to delete the Discern
Notification for the MEWS Alert.

“. Key Learning Points

MEWS alerts display patient information, MEWS score and score criteria

All nurses who have established a relationship with the patient in the CIS will receive the MEWS
alert

The clinical decision making support in the MEWS alert helps guide the clinician in taking the
appropriate next steps in caring for the patient
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# Activity 13.3 — Document Provider Notification

LEARNING

Once you receive a MEWS alert, you assess the patient and decide on further actions to take. In this
scenario, we will contact the most responsible provider to let them know about the MEWS alert. After

you notify the provider, you need to document that you have done so.

The MEWS alert automatically creates a task that can be viewed in CareCompass. The task is

called MEWS Alert.

EZ CareCompass

1. Navigate to CareCompass from the Toolbar

| Leader Organizer 4 Patient List & Multi-Patient Task List &3 Staff Assignment ¥ LearningLIVE | _

- o

PACS (@) VCH and PHC PACS (@) MUSE @) FormFast WFL|_| | 7 Tear Off H Exit #gjAdHoc Wil Medication Administration & PM Conversation + [£] Medical Record Request = Add + [8]Documents £ Scheduling Appointment Book (s Discern Reporting Portal | _

2. Locate your patient and open the task box. Note the MEWS Alert task.

pavent Lst[ CUSTOM  [w] X ListMantenance e Add Paent  &°

\\\\\ Patent Age:gDyrs

DOB:01/01/1837
624-04  dh CSTLEARNING, DEMOTHETA
BOYTS | M | Attemot CPR, Ful Code ™
Abergies Genaral Diet

07 -03 CSTDEMO, ATHENA
oy F - acet@mmoBen (I TLENL Gce
Alorges | - Comment Madmum scatam
n2-m CSTCARDDEMO, BOB DO NOT USE acstaminophon (TYLENOL) actar
e Comment iaximum scetaminaph

o Known Alergies | ~ aceiaminophen (TYLENOL)

Comment Maxmum ace

ancomycin 1,000 mg, 1V, start Dd-Dec-2017 10:00 PST

2] Add Dificut Arway ntubation Alest

B Vawables and Belongings.
[T Admission Discharge Outcomes Assessment

15:00 (Ho Actiites)
Intermscipinary
1P Consull 1o Respiratory Therapy Consulllo Res

Oxygen Therapy 20-H10v-2017
Actwy Tmeine

Respiratory Therapy Following
Instruction: Deecompressing respir

respiratory stahis

Overdue 14:00 15:00 16:00

MRN: 700008216

HotDone | | Document

3. Hover over the task to display more information about the alert.

STLEARNING, DEMC

HEARAY 0 -8
Patient List: CUSTOM % Lst Manterance 4+ Add Patient "

Abergis | General Dt

Locer Pt Sexcm DoB:01/01/1937 MRN: 700008216
624-04 gk CSTLEARNING, DEMOTHETA
B0yrs | M | Attemor CPR, Ful Code 9 C Panent

4 Hours 12 Hours

‘ 70703 CSTDEMO, ATHENA
e ACOTATIROPAG {1 YCEOL] SCOESTOPgT 53 T 0 O TOTT Orar i ST - 2077 U200
Alergies | - Comment Wasmum acetaminaphen 4 g24 h from ail sources
acetaminophen (TYLENOL) acetarminophen 64 2017 06-00 PST
TR Comment Maximum acetaminophen 4 24

21z-01 CSTCARDDEMO, BOB DO NOT USE
o Known Alergies |~

acataminophen (TYLEMOL) acst
Comment Wasimum acetami

2017 10:00 P

vancomyein 1,000 mg, I, Siat 04-Dc-2017 10
(2] Ad Dcult Airwayntubation Alert

& acetaminophen (TYLENOL) acstamn

ecember, 2017 14:14:00 PST

Nect I
MEWS Critera: 04 December, 2017 14:14:00 PST Temperature Axllary = 38 [1 pont(s]] 04 Decermber, 2017 14:14:00 PST Respratory Rate
- 22 [2 ponts)] 04 December, 2017 14:14:00 PST Systolc 800d Pressure = 100 [1 pont(s)]

MEY

|2 Aamission Discharge sment
15:00 (o Acties)
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Click on the MEWS Alert task and then click Document. You will automatically be taken to
the Provider Notification section for documentation.

Scheduled/Unscheduled | PRN/Continuous | Plans of Care Pa

tient Information

S BEF

4 Hours

12 Hours

vancomycin T,UuU mg, 1V, STan Z8-Nov-2UT T ZZ00FST

ranitidine 50 mg, IV, start: 29-Nov-2017 06:00 PST

Add Difficult Airway/Intubation Alert

E| Add Difficult Airway/Intubation Alert

acetaminophen 550 mg, PO, drug form: oral lig, start: 28-Nov-2017 02:00 PST
Comment: Maximum acetaminophen 4 g/24 h from all sources

acetaminophen 650 mg, PO, drug form: oral lig, start: 28-Mov-2017 06:00 PST
Comment: Maximum acetaminophen 4 g/24 h from all sources

E| MEWS Alert 26-Nov-2017 17:49 PST, Stop: 26-Mov-2017 17:49 PST

Comment: MEWS Criteria: 26 November, 2017 17:41:00 PST Temperature Oral = 38 [1 point(s)] 26 November, 2017 17:41:00 PST Peripheral Pulse Rate =110[1 p._..

Done Not Done

Document

In the Provider Natification section, document the following information:

e Provider Notification Reas

on = PEWS/MEWS Alert

Providers Notification Details = MEWS Alert score 4
Provider informed = type name of Attending Provider (last name, first name)
Physician Requested Interventions = No orders received and Continue to Monitor

Sign documentation. Completing this documentation will automatically clear the MEWS Alert
task from the patient’s task list.

o Adult Quick View
v VITAL SIGNS
v Modified Eary Waming System
v PAIN ASSESSMENT
Pain Modalties
IV Drips

Insulin Infusion
Heparin Infusion
Apnea/Bradycardia Episodes
Mental Status./Cognition
Sedation Scales

Pravider Notification
Environmental Safety Management
Activities of Daily Living
Measurements
Glucose Blood Poirt of Care
Individual Observation Record
Comfort Measures
% Adult Systems Assessment
% Adult Lines - Devices
% Adult Education
%y Blood Product Administration

% Intake And Output

v

&
-
I m [ Critical DHigh [ Low [ Abnormal [ Unauth DFIag
[Best [Comment [Fan  [Date [Pedam
1 2018-Jan-26
B 15:05 PST 15:01 PST  14:52 PST  14:40 PST
Provider Notification

m

Motification Reason
Maotification Details
Provider at Bedside
@Unable to Reach Provider
Provider Infarmed
Provider Response Time

PEWS/MEW...
MEWS alert...|
Train, Gene... |
2018-J3n-26...

Provider Requested Interventions

Provider Requested Interventions X

4 Envil Safety

nmental Safety Implemented

ge Sensory Impairment

s Ability-Uses Call Light wy Success
aal Call Device

[CJOrders received
[[IMo orders received
Continue to monitor
[[]other

A Activities of Daily Living
A Functional Assessment
Bathing
Personal Hygiene
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7. IniView, navigate to Adult Quick View. Click on Modified Early Warning System

8. Complete documentation for MEWS Action Taken = Notified Physician.

9. Click Sign

# Interactive View and 1&0

Pain Modalities
IV Dripz
Insulin Infusion
Heparin Infusion
Apnea/Bradycardia Epizodes
Mental Status/Cognition
Sedation Scales
Provider Notification
Environmental Safety Management
Activities of Daily Living

v Measurements
Glucose Blood Paint of Cars
Individual Observation Record
Comfort Measures

L4 Mult_Sys_lelﬁs Assessment
oy Adult Lines - Devices

oy Adult Education

gy Blood Product Administration
g Intake And Output

g Advanced Graphing

%y Restraint and Seclusion

“. Key Learning Points

m

B MEWS Systolic Blood Pressure Scare

4 AVPU
AVPU

B MEWS AVPU Score

4 MEWS Total Score

B MEWS Total Score

4 Situational Awareness Factors
Patient/Family/Caregiver Concerns
Unusual Therapy
Communication Breakdown
Urine Less Than 0.5 ml/ka/h for 4 hours

GCS Less Than or Equal to 12
A MEWS Action Taken

SBP/DEP Supine nmHg
SEP/DEP Sitting nmHg
SBP/DBEP Standing nmHg

SpO2 Below 90% with FiO2 HigherTha...I

i
m v [[JCritical [[JHigh [[JLow [JAbnormal [[]Unauth [C]Fla
[Beantt [Comments [Fzn  [hate [Pedn
Qb" 2018-Jan-;
=t H¥ 15:05PST| 1501 PST  14:52PST | 14:40 P

1

Alert and res...
i

MEWS Action Taken x
[[IMo action necessary

[]Maintain scheduled assessments
[(increase frequency of assessments
[IMotified Unit Charge RN

d MO ed P

[T Activate rapid response team (RRT/!

[]call code blue ‘

MEWS Action Taken

[lother

4 PAIN ASSESSMENT
Pain Present

It is the nurse’s responsibility to notify the most responsible provider of MEWS alerts

All provider notification can be documented in iView

The MEWS Alert creates a task that drives the nurse to document about Provider Notification.
Once the documentation is complete, the task drops off the patient’s task list.
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B PATIENT SCENARIO 14 — End of Shift Activities

Learning Objectives

At the end of this Scenario, you will be able to:

Perform End of Shift Activities

SCENARIO

In this scenario, you will practice activities associated with giving report and documenting handover.
As a nurse, you will be completing the following activities:

Documenting Informal Team Communication

Documenting a Nursing Shift Summary Note

Handoff Tool

Documenting Handoff in iView
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& Activity 14.1 — Documenting Informal Team Communication

1 Within the Handoff Tool there is an Informal Team Communication component that can be
used for documentation of informal communication between all interdisciplinary care team
members. Use the Add new action section to create a list of to-do action items. Use the Add
new comment section to leave a comment for the oncoming nurse or other team members.

Note: Items documented within the Informal Team Communication component are NOT part of
the patient’s legal chart.

From the Menu select Patient Summary
1. Within the Handoff Tool tab
2. Select the Informal Team Communication component

3. Under Add new action type Re-order Morphine. Click Save.

Menu - | Patient Summary

Patient Summary S &, & | 100% . &4

Orders

drder Handeff Tool &2 | Summary &% | Assessment 22 | Discharge

Single Patient Task List
Informal Team 2 Inf 1T C icati
T T E R nrormal Ieam Communication
Adive Issues Re-order Morphine |
Allergies (3)
Vital Signs and Measurements 164 characters left
Documents ... [ Available to All

Transfer/Transport/Accompan | =
iment ... No actions documented

Assessments ... All Teams

Lines/Tubes/Drains ...

Tntaka cad Sudoud

4. Under Add new comment type Dressing changed. Will require new pain medication order
tomorrow. Please re-order Morphine. Click Save

%2 | Handoff Tool R i — @,

<

»

Dressing changed. Will require new pain medication tomorrow. Please re-order Morphine. N

m

932 characters left
[ Available to Al I[ Save nncel | A

It is important to remove/delete these Informal Team Communications when they no longer
apply.
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To do this:

5. Click the small box to the left of the action note, or the small circle with the x to the right
of the note.

Informal Team Communication

L] Re-order Morphing D

TestUser, Nurse 04/12/17 16:53

The note will now have disappeared from under the Informal Team Communication component.

Key Learning Points

The Informal Team Communication component is a way to leave an informal message for another
clinician
You can leave an action item or a comment

Any Informal Team Communication message will NOT be considered part of the patient’s legal
chart
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& Activity 14.2 — Documenting Nursing Shift Summary

1 Nurses should document within PowerForms and iView as much as possible and should avoid
duplicate documentation via narrative notes. However, a narrative note can be used to document
information that may require more details than can be documented otherwise. If a Nursing Shift
Summary note is required, follow these steps.

1. Review patient information in the Handoff Tool

2. Click on the Nursing Shift Summary blue link

Handoff Tool 52| Summary 63| Assessment 63| Discharge 82 +
Informal Team Cor t -
———e Informal Team Communication

5
11}

|2
Active Issues
Allergies (3) Add new action Add new comment
Vital Signs and Measurements
Documents (1) No actions documented No comments documented
Transfer/Transport/Accompanim Al Teams Al Teams
et @
Assessments ..
Lines/Tubes/Drains ... Active Issues Classification: All A ‘ avsts | Q|
Intake and Output ...
Labs .. Add new as: This Visit and Chronic +
Imaging ...
Name Classification Actions

Medications . ~ Preumonia 2 Medial Thisvist  Chion
Home Medications .. 0T Medical Thisvist  Chronic
iz = Peripheral vascular disease Medical This Vit Chranic
Oxygenation and Ventilation ...
Pathology ...
Histories ... Allergies (3) + avisits | Q|
Create Note
Interdisciplinary Care Pian Substance Reactions Category Status ety Reaction Type Source p—
Interdisciplinary Rounding Summ Bees/stinging Insects  — Environment Active - Allergy
ary Note ciprofloxacin - Drug Active = Allergy
frursing shift summary P4 GiphenhydrAMINE Drug Active - Allergy -~
Select Other Note “ Recondiliation Status: Incomplete | Cemplete Reconciliation

vital Signs and Measurements + selected vist /PP Selected vist | Lot 12 hours | | [ENTED) | |

3. Enter required data. For this activity type Wife visited, very teary. Provided support and will
follow up tomorrow

4. Click Sign/Submit
e Click Sign in the Sign/Submit note window

CSTLEARNING, DEMOALPHA -
CSTLEARNING, DEMOALPHA

Allergies: Bees/Stinging Insects, ciprafloxacin, diphenhy

LI - ' f Documantation
b add &) WY
* Add Free Text Mote X | List ar
M Tanoma [ - T BIUmA- Bz:3=
=
P Dressing changed. Will require new pain medication order tomorrow. Please re-order Morphine.
r
;
&+ Add
v
-
f
-
M + 2dd
:
4 soe | [one e
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5. Click the Refresh icon

Once the page is refreshed, you will be able to see your Nursing Shift Summary note saved
under Documents in the Handoff Tool.

Handoff Tool 2| summary 57| Assessment 2| Discharge 2| Quick Orders 2| + Q =

Informal Team Communication [ My notes only  [£] Group by encounter | Display: Multiple note types v
Active Issues

Time of Senvice Subject Note Type Author Last Updated Last Updated By

=@ I 01/12/17 11:49 Free Text Note Nursing Shift Summary Testuser, ICU-Nurse 01/12417 11:52 Testuser, 10U-Nurse |

Vital Signs and Measurements 2117 1552

Nursing Discharge Checkist Nursing Discharge Checklist - Texta TestUser, Nurse 27/11/17 16:15 TestUser, Nurse

Documents (2)

Transfer/Transport/Accompanim
ent (0)

Assessments (0) Transfer/Transport/Accompaniment (o) + - Seleced vist TR Lost2 hours | Last 2 hours | | |

Lines/Tubes/Drains =

I

Intake and Qutput

Labs

Micro Cultures (0) Assessments Selected vist | |
Home Medications (7)

Diagnostics (o)
Medications
Orders (3) Lines/Tubes/Drains (0) » Selected vist | ¥

Oxygenation and Ventilation (0)

Location Inserted
Pathology (0)

Histories

Create Note

Now this note is in the patient’s chart and other care team members can view it by completing the
following steps:

1. Click on the Documentation tab from the Menu
2. Find and click on the Nursing Shift Summary Note

3. Note the Final Report can be read on the right side of the screen

» e * A Documentat

et >
HAsd W a0 J 4 Forwerd HProviderLetter | [ Modity | B | & @ | B in vor |[[fPreview

tist a
Dispy (A Prgmcintioes <] ] & Provious Nolo | 3 Nowt o
Amanged By Date Newest At Top | * Final Report *

Nursing Shift Summary 04-Dec-2017 17:09:00 PST

Free Text Note TestlUser, Nurse: Pending Refresh

Vilfe visited, very teary. Provided support; willfollow up tomorrow

Result type: Nursing Shift Summary

Result date: Manday, 04-December-2017 17:09 PST

Result status:  Auth (Verified)

Result tite: Free Text Note

Performed by:  Testuser, Nurse on Monday, 04-December-2017 17:10 PST

Verified by Testuser, Nurse on Monday, 04-December-2017 17:10 PST
Encounter info: 7000000015058, LGH Lions Gate, Inpatient, 17-Nav-2017 -
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Key Learning Points

A Nursing Shift Summary note is used to write a narrative note about what happened in a given
shift for oncoming nurses

The note must be signed in order for it to be recorded to the patient chart and viewable by other
team members

Nurses and other team members can view signed notes from the Documentation tab in the Menu
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& Activity 14.3 — Handoff Tool

1 Use the Handoff Tool to review patient information with the oncoming nurse.
From the Menu select Patient Summary. From the Handoff Tool Tab:

1. Scroll down the page or access each component by clicking within the Handoff
components on the left

2. This is where you can add any missing information if required

Handort Tool 2| summary 23| Assessment 22| Discharge 2| + Q /=

Active Issues Gassification: Medical and Patient Stated + | Al Vists | &

Informal Tezm C

Active Issues . -
Add new as: This Visit v
Allergies (2)
Vital Signs and Measurements. Name Classification Actions.
D) ~ Pneumonia Medical This visit
‘Transfer/Transport/Accompanim Diabetes Medical Chronic
@ Peripheral vascular disease Medical Chronic
Assessments (0)
Lines,Tubes/Drains
Intake and Output Allergies ) + Al Visits | P
Labs B
Scroll to view
Imaging (0)
substce | Reacoons Categary status ety 7 Reaction Type sowe | Commens more
Medications
N Bees/Stinging Insects - Environment Active - Allergy
L ) diphenhydiAMINE - Drug Active = Alergy = =
Orders (19)
Reconciliation Status: Incomplete | Complete Reconciliation

Oxygenation and Ventilation (0)
Pathology () . >

Vital Signs and Measurements == selected visit:[JETE5g >

Histories

oV 20, 2017
15557

Respiratory Rate br/min Ta
Interdisciplinary Rounding Summ
ary Note
Nursing Shift Summary Documents (1) selected vist OEEETYUNOOl selected vist [ Last 12 hours [ More ] |
CTRERETD [ My notes only  [] Group by encounter | Display: Multiple note types =
Time of Service - ‘Subject Note Type: Author Last Updated Last Updated By
20/11/17 16:37 Free Text Note Nursing Shift Summary TestORD, Nurse 20/11/17 16:38 TestORD, Nurse:

Key Learning Point

Use the Handoff Tool to review patient information with the oncoming nurse
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& Activity 14.4 — Documenting Handoff in iView

LEARNING

1 Document that you have given Report or Handoff in iView by completing the following steps:

1. Select Interactive View and I1&0O from the Menu

2. Select Shift Report/Handoff section from Adult Quick View

3. Document using the following data:

e Clinician Receiving Report = Nurse 1

e Clinician Giving Report = Nurse 2

e Lines Traced Site to Source = Yes

e Orders Reviewed = Yes

e Isolation Activity = leave blank if not on isolation
4. Sign your documentation

Menu
Patient Summary
Orders

Single Patient Task List

MAR Summary

Interactive View and 1&0

Hi

Diagnoses and Problems

CareConnect

ins Summary

Medication List + Add

A Interactive View and I&0

=LY 4 LL R

% Adult Quick View

Insulin Infusion

Heparin Infusion
Apnea/Bradycardia Episodes
Mental Status/Cognition
Sedation Scales

Provider Notffication
Environmental Safety Management
Activities of Daily Living
Measurements

Glucose Blood Point of Care
Individual Observation Record
Comfort Measures

Transfer/Transport
Shift Report/Handoff 2

)
VITAL SIGNS
WModified Early Waming System m w [ Ciitical [[High [FlLow [ Abnormal
PAIN ASSESSMENT
Pain Modalities [Result [Comments  [Fag  |Date
IV Drips

- Shift Report/Handoff

Clinician Receiving Report Lana William.
Clinician Giving Report Sara Smith

Lines Traced Site to Source Ves

Orders Reviewed E 3

Isolation Activity

“. Key Learning Point

Document that you have given or received report in the Shift Report/Handoff section in iView
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m PATIENT SCENARIO 15 - Printing a Document

Learning Objectives

At the end of this Scenario, you will be able to:

Print a Document

SCENARIO

In this scenario, you will be reviewing how to print a discharge summary.
As a nurse, you will be completing the following activity:

Printing a patient discharge summary
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& Activity 15.1 — Printing a Patient Discharge Summary

The Patient Discharge Summary is completed by the provider and summarizes for patients,
information about their stay in hospital. It also includes follow-up appointment and medication
information. It can be found in the Discharge tab of the Patient Summary section of the chart.

Navigate to the Patient Summary Workflow Page from the Menu
Select the Discharge tab

1
2
3. Scroll to find the Provider Discharge Documents component
4

Select Patient Discharge Summary document. The Patient Discharge Summary appears
in a window on the right side of the screen.

i ES CareCompass &5 Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List % Discharge Dashboard 43 Staff Assignment EZ LeamingLIVE |_
i @ PACS @ FormFast WA _ | 7 Tear Off Hffl Exit 5 AdHoc ication Admi &PMC ion + L4 Cor dical Record Request 4 Add + [ Documents £ Scheduling Appointment Book fua Discern Reporting
CSTLEARNING, DEMODELTA  x

CSTLEARNING, DEMODELTA MRN:700008217 Code Status: Process:Falls Risk
E Enc:7000000015060 D

Allergies: No Known Allergies Y PHN 817 Dosing W75 kg

Isolation:
< - | Patient Summary 1

AN AR R W Q04

Handoff Tool 52| Summary 52| Assessment sxgl Discharge E
Active Issues

Active Issues

nuajy

Provider Discharge
Documents (1)

Add new as: Chronic ~
Social Histories

Orders (7)

Discharge Documentation (0)

* Discharge Medications (0)
Provider Discharge Documents (1) + 3

Time ofservies Subject Note Type 4 Author Last
22/11/17 09:04 Discharge Summary Patient Discharge Summary TestUser, GeneralMedicine-Physician, MD 22/1

Social Histories

Scial History (O]
Orders (7)
[ Pending Orders (7) | Group by:
Type  Order - Start Status Status Upd
4 Admit/ Transfer/ Discharge (1)
O & Admit to Inpatient 20-Nov-2017 14:36 PST, Admit to General Internal Medicine, 20/11/17 14:36 Ordered 20/11/17

Admitting provider: eLearn, Physician-General Medicine1, MD

4Patient Care (3)
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Navigate to the top right of the document and click Print.

1. From the Template drop-down list, choose Document Template

2. From the Purpose drop-down list, choose Continuing Care

TRANSFORMATIONAL
LEARNING

Note: Please only practice the next step and do not send anything to print. Click =3 in place of

clicking Send.

3. Ensure you choose the correct printer from the Device drop list click Send.

" | Medical Record Request - CSTLEARNING, DEMODELTA - 700008217 - Discharge Summary |
Purpoze
Continuing Care 2
MICU Transfer Template
[ Proper autharization received?
Destination
Requester
Related Providers | Sections E]

Comment

Marie Relationship  Device .

[T TestUser, Murse Nurse

[T TestUser, Murse Nurse

[T TestUser, Murse Nurse

[T TestUser, Murse Nurse il

g IesltlL!sel,Nurse [\llurse T Comies

w
@ Device selected

() Device cross referenced

Preview

’ Send

Key Learning

Points

The patient discharge summary is completed by the provider to summarize for the patient,
information about their hospital stay, follow-up appointments and medications

You can preview documents by clicking on them in the respective workflow page component

You may print documents from the same preview window
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Complete the following activities if you are one of the following:
" Patient Care Coordinator

" Charge Nurse

" Inpatient Nurse who takes on charge duties
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W PATIENT SCENARIO 16 — Navigating Clinical Leader Organizer
(CLO)

Learning Objectives

At the end of this Scenario, you will be able to:

Review the Clinical Leader Organizer

SCENARIO

As an inpatient charge nurse, you will be completing the following activity in order to review your
patients for the day:

Review the Clinical Leader Organizer (CLO)
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3 Activity 16.1 — Review Clinical Leader Organizer (CLO)

1 Clinical Leader Organizer (CLO) is an interactive organizer that supports communication and
coordination across the continuum of care. It provides a high-level overview of patient data such
as location, visit summary, risks and more. It is a very useful tool for understanding patient care
goals and assists charge nurses in assigning appropriate patients to nurses.

With CLO, charge nurses, nursing managers and other users can view the following data for each
patient: patient name; location; active discharge orders; high risks; isolation precautions; restraint
information; elopement risk; pending transfer; diet order; falls risk; suicide precaution; skin
integrity; ventilator; airway information; telemetry order; central line insitu; catheter insitu; visitor
information; care team; non-invasive ventilation; and oxygen therapy.

Note: Patient Care Coordinators and nurses who are always in charge will land on the CLO page
when logging into the system. Inpatient nurses who are only occasionally in charge will land on
CareCompass but can navigate to CLO when necessary.

Let’s review Clinical Leader Organizer:
1. Select Clinical Leader Organizer from the toolbar
2. Confirm that the displayed Patient List is the Location List you created in Activity 1.1
3. Click Establish Relationship

PowerChart Organizer for TestUser, Nurse

Task Edit__View Patient Chart Links Navigation Help
: 55 CareColl WM & Cinical Leader Organizer |4 Patient List 53 Multi-Patient Task List 3 Discharge Dashboard &3 Staff Assignment 5 LearmingLIVE | _

EQPACS } FormFast WFI | _ iﬂﬂ&(lt EéAt:IHoc Il Medication Administration G PM Conversation » 3 Medical Record Request 4+ Add - [F|Documents B Scheduling Appointment Book (s Discern Reporting Portal =
¢ () Patient Health Education Materials €} Policies and Guidelines ) UpToDate =

Clinical Leader Organizer

44 &, #, | 100% - P
Clinical Leader Organizer 2|+

Patient List: |[KegReR=-d aintenance “ Establish Relationships

Patient Location Dis.. Hi... Care Team Air... Fall Sui... Iso.. Tel. Central..  Ox

*CSTPRODREG, PRO.. 27 ys M - Mo Relationship Exists
CSTPRODREGAAA, B 11m.. F LGH3W - No Relationship Exists

*MEDPROCESS, TES. 44 yrs F LGH3W  305-01A No Relationship Exists
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Establish relationships with all of the unit’s patients as a Nurse.
1. Select Nurse from the Relationship drop-down
2. Click top checkbox to select all patients

3. Click Establish

Lelationships
Dis. Establish Relationships 57
L — 1
L P
[ & ooB e =
] 5
5-014  NoRe ) CSTMATTEST,BABY.. M Nov 9, 2017 700008024 B
77
7o0M N ] CSTLABVIRTUAL VL. F Mar 20, 1962 700001989
7
7-01A  NoRe  [7] FORD-LEARN, HARRY M Oct 13, 2010 700008093
7
7-018 % @ comRoDwT MAR. F ul 16, 1986 700008120
1-01A  NoRe
[7] CSTPRODREGHIM,B.. M Nov 16, 2017 700008170
L
1om K
) CSTSMITH,CSTDAN M Nov 14, 1845 700008053
7-01M  NoRe
CSTPRODMAT, BAB..  F Nov 19, 2017 700008260
" -
5-01M
7
5- 018 No Re Select All H Desele Establish Il Cancel ‘

CLO contains several different columns displaying patient data. The first time you access CLO, all
columns in the configuration are displayed in the dashboard. You can customize your columns to
view relevant patient data. Hovering over the column titles enables you to see the full name of the
column.

1. Hover over a column heading to see the full title of the column
2. Click the Menu icon =~

3. Click the green checkmark beside a viewable topic(s) of your choice to de-select it from the
viewable columns

4. Click Apply

Note: Columns can also be reordered by dragging the column name into the order you prefer.

Clinical Leader Organizer O Fullscreen @Print > 3 minutes ago

Y a8 [100% - A
Clinical Leader Organizer 2|+

Patient List: |LGH 7 East List Maintenance

Patient 48

*CSTPRODPET, RAV.. 34y F IGH7E  718-0 E A - 75 l& @ Length of Stay: 2 months Location il
*CSTPRODREG, HLS. ¥ys  F - = 0 e T = Discharge 1

High Risk 1
CSTPRODCOW, SNT.. 104ys M LGH7E - - Length of Stay: ~ e

Airway 0
CSTSCHHARVEY, ST.. 26y= M LGH7E - = Length of Stay: — =
*TESTSQBBVPP, SA..  37y= M LGH7E - 7 Length of Stay: 6 months 2 weeks suicide 0 Eﬂ

Isolation 1
*TESTSQBBVPP, SA. 8y M ILGH7E - 55 @ Length of Stay: 6 moths 2 wesks e z L
*TESTSQBBVPP, SA.  66ys M  LGH7E - Length of Stay: 6 morths 2 weeks Centralline 1

Oxygen Therapy 0
*TESTSQBBVPP, SA.  45y= M LGH7E - Length of Stay: 6 months 2 weeks Skin Integrity

Ventilator 1
TESTCSTSQ, SIXLAU.. 17y FOLGH7E  ~ Length of Stay: 6 morths 2 weeks et

s

EOLCIETYPEL. Bw B LEE - - = Length of Stay: 5 months 1 week Catheter 0 B

Restraints 0
CSTPRODOSLAB, DE..  53ys M LGH7E  724-01 - Length of Stay: 5 menths T f R
*WINRECS, INPATIE.. 67vs  F IGH7E  708-01 - Length of Stay: 5 menths Not in View i

*CSTLABAUTOMATL. A yrs M LGH7E - Length of Stay: 5 manths
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Clicking on icons within the CLO provides additional information. The system displays a pop-up
box when an icon is clicked.

1. The topic(s) that you de-selected previously are no longer viewable columns in your CLO
view

2. Click on an icon within the CLO to see additional information

Clinical Leader Organizer

) & &, | 00% - b
Clinical Leader Organizer 2| 4 =
Patient List: [LGH 7 East =.
patent ocaton 1 B A Rl me. | e cawal | ox. | se. | vel | vt o e s o |
*CSTPRODPET, RAV.. 34y F  lGH7E 71899 m A - 75 l& @ Length of Stay: 2 months - ﬂ il
*CSTPRODREG, HIS. My= F - - Length of Stay:
Iealstion
CSTPRODCOW, SNT..  104ys M | LGHT7E patient Isolation Length of Stay: —
CSTSCHHARVEY, ST 26 s M LGH 7E - - 31-Oct-2017 08:52 PDT, Contact Plus Length of Stay: -
Ordered 2t 10/31/2017 8:52 AM
*TESTSQBBVPP, SA 37 yr= M LGH 7E - Length of Stay: 6 months 2 weeks
*TESTSQBBVPE, SA. 89y M LGHTE - = IIE Length of Stay: 6 months 2 weeks
*TESTSQBBVPE, SA.  G6y= M LGH7E - Length of Stay: 6 months 2 weeks
*TESTSQBBVPP, SA.  45y= M LGH7E -~ Length Of Stay: 6 months 2 weeks
TESTCSTSQ, SIXLAU.. 17y F  LGH7E - Length of Stay: 6 months 2 weeks
CSTLABADDON, DEM... 33y F LGH7E  722-03 = 25 Length of Stay: 5 months 1 week
CSTPRODOSLAB, DE.  53y= M | IGH7E  724-01 - Length of Stay: 5 months ,, .
*WINRECS, INPATIE. 67ys  F  LGH7E  708-01 = Length of Stay: 5 months

Note: Customization of the CLO is only visible to the user customizing their views.

Key Learning Points

Clinical Leader Organizer (CLO) is an interactive organizer that supports communication and
coordination across the continuum of care

CLO provides a high-level overview of patient data

CLO can be customized to display patient information pertinent to your workflow
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B PATIENT SCENARIO 17 — Reports

Learning Objectives

At the end of this Scenario, you will be able to:

Run a report in the CIS

SCENARIO

As an inpatient charge nurse or nurse manager, you will be completing the following activities:

Run a report for your unit/organization in the CIS
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# Activity 17.1 — Running Reports for your Unit/Organization

1 The reporting functionality in the Clinical Information System (CIS) allows users to run reports at a
unit and/or organizational level. Reports are important for performing audits and in informing safe
patient care. Some of the reports that can be generated include the following: number of falls;
catheterized patients; and isolated patients.

Note: Only Patient Care Coordinators, Educators, managers, or nurses who are frequently in
charge will have the ability to run reports in the system.

Assuming you are a charge nurse, generate a report for Patient Census by Location.

1. Navigate to Discern Reporting by selecting the isi Discern Reporting Portal

Toolbar to open the Reporting Portal window

button in the

Task Edit View Patient Chart Links Options Documentation Orders Help

i B CareCompass E5 Clinical Leader Organizer 4 Patient List 83 Multi-Patient Task List &3 Staff Assignment &5 LearningLIVE |_| @} CareConnect ) PHSA PACS @ VCH and PHC PACS @} MUSE € FoumEastll

§ T Tear Off N Bxit o AdHoc Il Medication Admini: & PMC ion + [ Medical Record Request 4 Add ~ [&]D ] ing Appoi Book |ad Discer Reporting Portal | _

: @) Patient Health Education Materials ) Policies and Guidelines ) UpToDate _

2. Locate Patient Census by Location by typing it into the search box

Note: This report can also be located by navigating through the pages

= Reporting Poral |

Reporting Portal

£ Cerner

Welcome: TestORD, Nurse | Settings | Help

Reporting Portal

§ LSS el My Favorites (0) 2> Last > [©
Filters
Report Name Categories ¢ Source 4 Favorite + =
» Source Arterial Line Nursing Supervisor Public
» Categories Bed Status Nursing Supervisor Public
Braden Assessment - Current Inpatients Nursing Supervisor Public
Recent Reports
Moderate Sedation Braden Q Assessment - Current Inpatients Nursing Supervisor Public
Braden Assessment - Current Inpatients .
Central Line Days - Current Inpatients Nursing Supervisor Public
Diet Orders - Current Patients
Braden Q Assessment - Current Inpatients Central Line Days - Discharged Inpatients Nursing Supervisor Public
Patient Census by Location
Charting After Discharee INursing Supervisor Bublic

3. Click the name of the report to expand the field
4. Click Run Report

Reporting Portal

All Reports (1) IO EeUIEA0) o

Filters
Report Name ~  Categories ¢ Source ¢ Favorite

» Source Nursing Supervisor Public

Patien by Location
escription: Suggested Report User: Reporting Application:
Passed Testing: NO (replace with YES after completed) ca

Tested By: Tested Date:
Run Report in Background

»  Categories

Suggested Report Frequency: Aternate Name:
BC_ALL PM_CENSUS_LOCN_LYT:DBA

Recent Reports
Moderate Sedation Support Reference Number:
0075c058-e484-4781-8467-3622315fa02
Braden Assessment - Current Inpatients

Diet Orders - Current Patients
Braden Q Assessment - Current Inpatients

Patient Census by Location
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The Discern Prompt window opens. This window is where you indicate the information you

would like in the report.
Select the following information:
1. Encounter Type = Inpatient
Site = Lions Gate Hospital

2

3. Facility = LGH Lions Gate Hospital
4. Unit/Clinic(s) = All Nurse Units

5

Click Execute

7] Discem Prompt: BC_ALL_PM_CENSUS_LOCN_LYT:DBA [l =2 2]
*Qutput to File/Printer/MINE  INE -l
*0Output Type
) Exportable(CSY) @ Frintable{FDF)

*Encounter Type(s) [7] Deceazed -~

[ Emergency ™

Inpatient B

'4_‘|' o T 3

Health Organization [Vancouver Coastal Health Authority

*Site [ Liohs Gate Hospital

BE

T || &ll Facilities

[7] EGH Evergreen Houze
[ LGH HOpe Centre

LGH Lions Gate Hospital
[ LGH Maorth Shore Hospice

=

Unit/Clinic(s] Al Nurse Units

[ LGH 2 East

[ LGH 2E Cardiac Care
[ LGH 3East

[ LGH 3'west

[T LGH 4 East

Include VIP Patients? [Yes

Page break on Unit? [No

4 I

2

5 [ .

[ Return to prompts on close of output

Ready

The Patient Census by Location report will now display.
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1. Navigate the Report by clicking the Next Page & icon

2. To print the report, click on the Print = icon.
Note: For this activity, we will only view and not print the actual report.

v

TRANSFORMATIONAL
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= Reporting Portal
Reporting Portal Diet Orders - Current Patients Braden Q) Assessment - Current Inpatients Patient Census by Location X
dalesgala s -
Patient Census By Location
Facility: LGH Liens Gate
Encounter Type: Inpatient
Submitted By: TestORD, Nurse Unit/Clinic(s): All
Submitted On: 30-NOW-2017 15:13 Privacy Patients: INCLUDED
Room/ MRN Patient Age Gender Service Admit LOS  Attending Provider LOA EncounterType Visitor Status
Bed Date/Time
Unihic nic: LGHZE
20401 700000034 CSTPRODMED, JAMIE 25 Yeam Female @eneralinemal Medtine 10-NOV-2017 1052 20days Plbsct, Dilon, MD inpatient
0402 700006576 CSTPRODMI SITSYNGO 41 Yeas Female @eneralinemal Medtine 27-NOV-201T 1313 3days Plbsce, Trevor, MD inpatient

Key Learning Points

The reporting functionality in the CIS allows users to run reports

Specific information can be selected to be included in the report
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% End of Workbook

When you are ready for your Key Learning Review, please contact your
instructor.
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