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W UNDERSTANDING YOUR WORKBOOK

This is a self-paced classroom; your workbook is designed to introduce you to different steps in the
system. Your learning is organized into Activities and Key Learning Points that are based on Patient
Scenarios.

You will receive scenarios for two patients in this workbook. Each scenario is intended to mimic various
activities you perform in the Emergency Department. Some activities might be organized differently
than your typical practice, however this is to build the skills needed to move to more complex activities.

Each activity, contains a brief introduction and a series of numbered steps. Screenshots of the system
will be included. Match the numbered steps with the numbers shown in the screenshot:

1 Checkin is required at the start of shift.
After logging-in, you may receive an automatic prompt to Check In or you will need to do so
manually .

@ To manually Check In, select the menu
unchPoint screen. Select Check In.

icon in the upper right hand corner of the ED

ider Check In window, the Provider and Provider Role fields are automatically
populated a ould be reviewed. You are able to input a Display Name that can be seen

hPoint | EDLaunchPoint 4 aacily identify which patients you are
characters will be displayed.

by all users on ED
assigned to. Only the firs

3. You can colour customize the Dis ame.

4. More fields are available to add further re

Be mindful of the mandatory fields highlighted in yellow and d with an asterisk™.

Once all relevant fields are completed, select OK.

cotrmntr,sirwn e o [4] slf | s oa

Icons are shown within the text to indicate what to look for in the system (such as the check-in =" icon).
Bolded text indicates that you need to click on something or pay attention to a feature in the system.

If you have any questions, do not hesitate to talk to your Instructor. Remember, your classroom
learning is only one portion of the different activities you will engage in to learn the system.
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% SELF-GUIDED PRACTICE WORKBOOK

Duration

Before getting started

Session Expectations

Key Learning Review

12 hours (3 sessions of 4 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

Work through differentlearning activities at your own pace

At the end of each session, you will complete a Key Learning
Review

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

Page 6 of 139



B PATIENT SCENARIO 1

Learning Objectives

At the end of this Scenario, you will be familiar with:

Check In

Patient Assignment

Locating a patient and establishing a relationship

ED Patient Summary Page in your patient’s chart

Reviewing orders and medications

Charting, rescheduling and retracting medication administration
ED Nursing Quick Orders

Documenting a patient’s home medications and history

Entering telephone orders
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& Activity 1.1 — ED LaunchPoint Multi-Patient List Overview

Emergency Providers and Clinicians use a Cerner application called FirstNet. Within FirstNet,
the ED LaunchPoint Multi-Patient List displays all of the patients on the unit and helps you
easily access your patient’s chart.

If you need a refresher on this concept, you can review the e-Learning module called
“Introduction to the Clinical Information System” on the CCRS-Learning Hub Website.

D

rsks @ Polcies and Guidelines @ UpToDste | @ CareConnect @|PHSA PACS @LVCH and PHC PACS @ MUSE @) FormFast W |_
Poral her e

NE |, | @ Patient Health Education

) Medical i Documents

HEARASY s -O8G

(oL | [ty poterts I, Feosty | ik | ke | WK | fA | Trese | W | T
i [ I+] My Patients Department
Som: C1CHa Labavs W @i Empty Becs Gt 1 Last Houe: 0 Toar: 0 WR: 185 Preaiol: O Cuten: 203 Las our: 0. Todar: 1. Median L0S: 5 s 21 min @

IACWR 207 - P S ————— I
ACWR NI fz_:nhanmrse raum... Redness and swelling x 3 days after cutting foot -
ACWR H :;—n:mnu..., atim... Radness and swelling x 3 days aftar cutting foot ¥
ACWR ﬁi S:;:Jrhdnﬂum - t:idn&ind swelling x 3 days after cutting foot ¥

IM WR @! ;;’;:kb-mﬂum.—Fdllm Redness and swelling x 3 days after cutting foat ¥

Im:wu ﬁl Eg.rm“u..,,ﬂﬂ,m . Redness and swelling x 3 days after cutting foat =P

I e ﬁl ;:-I':lrhinﬂurwfahm‘.:. Redness and swelling x 3 days after cutting foot =P

' ' Rednes and sweling 3 days e cuting oo
IM'W“ [ ox3days .

QEeeRRRR0NREaE
lpleiele(elp(o(e(e(e(e(e(o)e

-
IR AN AN ANAN ENAN ENAN AN AN AN AN LY

I.nrwu ﬁl :‘:'IFJ'haﬂN"'ﬂ'Fahm - Redness and swelling x 3 days after cutting foot P
ACWR WI ?::nhannurse Fatim... Redness and swelling x 3 days after cutting foat P
ACWR H et Redness and swelling x 3 days after cutting foot ~
ACWR NH S;);\:vbmnurs& Falml.... Redness and swelling x 3 days after cutting foot ¥
AcwR ﬂ! :'-D—Irjrbanllumrallm - Redness and swelling x 3 days after cutting foat %] .

& 4

-UrbanMurse-Fatim.. Redness and swelling x 3 days after cutting foat
I"“w“ Hi)l'»m Musrse-Fat n g x 3 days. ng

TRAINL TRAIN.EDNURSE] Friday, 2018 February-02 15:12 PST

1542
02Feb-20E |

When you first login to the FirstNet system, the ED LaunchPoint Multi-Patient List

feEbLaunchPoint \will be your landing page. We will refer to this as ED LaunchPoint. ED
LaunchPoint refreshes automatically every 60 seconds offering important, up-to-date
information at a glance, which allows you to see an overview of the status of all of your patients
while also providing quick access to more specific patient information.
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= Part A - Toolbars

At the top of your screen are Toolbars. They give you options for the FirstNet software and can
also navigate you outside of FirstNet.

1. Options Toolbar
2. Navigation Toolbar
3. Action Area Toolbar

FirstNet Organizer for Iraim,
I-Task Edit View Patient Chart Links Navigation Help
¢ s ED LaunchPoint Tracking Shell £5 Results Callback Worklist £z LearningLIVE || : @ Patient Health Education Materials @ Policies and Guidelines @} UpToDate || : @ CareConnect @ PHSA PACS @ VCH and PHC PACS @ MUSE @ FormFast WFI |_ 9

Exit S AdHoc TN @ PMC + [ Medical Record Request @ Documents (s Discern Reporting Portal & Conversation Launcher [€giAware

Recent Patients Drop Down Menu

4
5. Full Screen (minimizes Toolbars)
6. Refresh Icon

7

View Navigation

T — T
Tosk [0 View Potient Chort Links Nevigation Help

6 ED LaunchPoint Tracking Shell ¥ Resutts Callback Worklist ¥ LeamingLIVE | @@ Patient Health Education Materials @} Policies and Guidelines @ UpToDate _ @) CareConnect @) PHSA PACS @} VCH and PHC PACS @Y MUSE &) FormFast WH |

i L et S adHoc I Medication Administration g PM Conversation - ) Medical Record Request [ Docurents i Discem Reporting Portsl & Conversation Launches [T idware _

AR ARALE 0 - O8aQ

[P ] [ onrmes ResusiDTU_|_pcs/NTK_| Aass | Bk | A | T | Wk | @ wan‘mu»y,mw

8 WR = 12
- My Patients Department
Show:  [Jcritcal Labs/vs [FIWR 7] Hide Empty Beds ment: 1 Last Hour: 0 Today: 0 WR: 185 Preamhals:0 Cument: 203 LastHourO Today: 1 Median LOS: S hrs 27 min &

8. Add Patient Icon (Prearrival and ED Quick Reg)
9. Provider Statistics

10. Department Statistics

11. ED LaunchPoint Search Bar

12. Menu Icon (Change Location and Check In)

[ it Grganaes for T, Moo Emargeneyt =T
Tosk [0 view Ptient Chert Links Newigation rielp

6 ED LaunchPoint Tracking Shell ¥ Resutts Callback Worklist ¥ LeamingLIVE | @@ Patient Health Education Materials @} Policies and Guidelines @ UpToDate _ @) CareConnect @) PHSA PACS @} VCH and PHC PACS @Y MUSE &) FormFast WH |

i L et S adHoc I Medication Administration g PM Conversation - ) Medical Record Request [ Docurents i Discem Reporting Portsl & Conversation Launches [T idware _

AR ARIA A 0% MLL

| y Pabars ResiDTU_| _Acee/INTK | aie | INTK_| A | Tiage | wh_| [11] Tran, Mo mergeoc [ =+ |
8

L = 12
I—:‘ My Patients Department
show: [ Critcal Labs/vs [@IWR 7] Hide Empy Beds wrent: 1 LastHour: 0 Today: 0 WR: 185 Preamivals: 0 Curent: 203 Last Mo 0 Today: 1 Median LOS: 5 frs 27 min ~

You can rearrange your Toolbars to fit your preferences by clicking and holding the vertical row

of dots ¢ beside each Toolbar. Drag the section to where you like. Ideally, you will maximize
your viewing area, so the toolbars take up two rows (rather than three).
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& Part B — Patient List

From the ED LaunchPoint Multi-Patient List there are different ways to view patient information.
From left to right, you will notice a number of different column headers that organize patient
information. You can always hover over these visual indicators to learn more.

1. Throughput Status Column
The narrow colour bars indicate the patient’s throughput status.

Awaiting Triage I Prearrival Note Unassigned (No Provider) i Evaluation in Progress

Orders Complete I Inpatient Bed Requested I Ready for Discharge
_

2. Room Column
Displays the patient location and important alerts.

ACWR Noncritical alerts do not ACWR Critical a!erts will display cellsin
WSEC change to colour of the Pass. SIRS red. Multiple alerts will show a
cell. folded corner.

3. LOS Column (Length of Stay)
Identifies how long a patient has been in the unit.

4. Acuity Level Column
The patient’'s CTAS Score.

5. Patient Information Column
Displays basic patient demographics and visual alert icons. Hover over icons for icon
definition. Here are some examples:

o Allergies & Isolation

Right-clicking in the Patient Information Column displays a list of actions and areas of the
chart you can launch. This list acts as a shortcut, navigating you directly to where you
need to go.

Organize your patients alphabetically by clicking the Sort Column icon in the column
header.

A screenshot of ED LaunchPoint highlighting the above columns can be found on the next
page.
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ED Alerts Overview

It is possible to notify and display care plans for patients who have management issues and are
frequent patients in the ED.

Alerts can be displayed in ED LaunchPoint. Alerts are hierarchically organized, for instance, a
Violence Alert is displayed before a WSBC Alert. Alerts will display in the following order:

Violence

Section 28,

Mental Health Act Certified

Medically Cleared

Domestic Concerns

No Visitors,

Familiar Faces Care Plan (FFSCP) Exists
Hospital High Utilizer

Patients with a WorkSafe BC (WSBC) claim

Hovering over the room will bring up a list of alerts:

ACWR 2N H ED-UrbanNurse-Fatim...
Violence 25y F 9

@ Assigned Location: ACWR
ACWR MNon Critical Alert: Viclence, Section 28, FFSCP Exists

Because there are a number different considerations that may flag additional alerts, Process Alerts
are also used to give you a visual cue.

Process Alerts will appear on the Banner Bar:

ED-UrbanNurse-FatimahU, Fatimah  x

imahU. Fatimah MRN:760000459 Code Status:
Enc:7600000000459
PHIN:10760000459 Dosing W74 kg

Violence Risk Special Care Plan
Difficult Intubation/Airway No Ceiling Lift

Fall Risk Visitor Restrictions
Seizure Precautions Cytotoxic

Gender Sensitivity Palliative Flag
Communication Barrier On research study
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6. Assignment Column
Displays initials of the Provider, Mid-Level Provider (Nurse Practitioner, Resident, and
Medical Student), and Nurse assigned to the patient.

Click in a patient’s Assignment column to Assign/Unassign yourself to a patient or to
view additional details about who is currently Assigned

Patient Details Column
Shows the Coded Chief Complaint documented during Triage until the attending

Provider documents a Diagnosis. The Provider's Diagnosis will be displayed in capital
letters preceded by “Dx”; |Dx: CELLULITIS FOREARM|

The Comment button allows users to display a comment to other staff.

Vital Signs Column

Clicking the arrow

collapse the display showing patients’ most recent vital signs.

Nurse Activities Column

Outstanding activities that require attention.

i

A Esit 9 Ao WMMesication

» beside the Vital Signs Column header allows you to expand and

e |- o]

ED LaunchPoint

AR ARRE 1w -88d

[ ] [y patents IS ResusiOTu_|

view:

Show: [ orical Labsvs WR zflmzen-rpr,a

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

ACWR

[

Iv]

[ e [ vk [ Fa [ Tiwe | WR |

My Patients
Curent: 1 LastHou 0 Toder: 0

] B .
,m:)s o I:rbanlmrse Fatim...
A H g I:rhanmlrse Fatien...
ED-UrbanNurse-Fatim...
2yF :
ED-UrbanNu i
yF
ED-Urbaniu .
ZyF 5
915,::; D Urbanhorss Fatin..
[ H E(D-I:rbanlnrse-?ahm‘ -
£D-UrbanNurse-Fatim...
ByF ;
A H ot I:rbanlmrse Fatim._.
ED-UrbanNurse-Fatim...
By F
ED-UrbanNurse-Fati...
By F )
ED-UrbanNurse-Fatim...
»yF
MI ED-UrbanNurse-Fatim...
ZyF )

edness and swelling x 3 days after cutting foot

frednass and swelling x 3 days after cutting foot

fredness and swelling x 3 days after cutting foot

frednass and swelling x 3 days after cutting foot

edness and swelling x 3 days after cutting foot

edness and swelling x 3 days after cutting foot

edness and swelling x 3 days after cutting foot

edness and swelling x 3 days after cutting foot

edness and swelling x 3 days after cutting foot

fredness and swelling x 3 days after cutting foot

fredness and swelling x 3 days after cutting foot

fredness and swelling x 3 days after cutting foot

edness and swelling x 3 days after cutting foot

Department

WR: 185 Preamivals: 0 Cument: 203 uanu:o Today: 1 Mac.ﬁﬁ.s«s-wmr

[E;

o e e -
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10. Patient Care Activities Column

& Medications

[ Labs

e ECG

&  Imaging

[+] Patient Care

J Consult

ARARAA s - @0d

View:
Show:
AC,201
AC,202
AC,203
AC,204
AC,205
AC,206
AC,207
AC,209
AC,210
AC,211
AC,212
AC,213
AC,214
AC,214
AC,215

AC,215

722:47|

722:47|

722:47|

722:47|

722:47|

72247 |

722:47|

722:47|

722:47|

1298:40|

298:40|

;] R ] ]
N e B N 5
2 I 2 &
3 S f S < =

w

(C#2 | [ my patients Resus/DTU_| Aate/INTK | Aate | INTK | FA_|

[v] My Patients
[ Critical Labs/vs FWR [ Hide Empty Beds

*Pharm- Emerg, Audrey Myocardial infarction

ayF o
“Ph: Faith

aF o

“Ph: Rose

aF o

*Pharm-Emerg, Chart... [: myocardial infarction
awF o

“Pharm-Emerg, Jo Myocardial infarction
K g, Leshie: i

4 F o

I g, Tasha

a7y o

“Phe Bessie

aE o

“Pharm-Emerg, Nicole myocardial

Myocardial infarction

*Pharm-Emerg, Karen
ayF o
“Ph g, Blanca
ayF o
“Ph Rasalie
AWF o
Alison tion
o ol ]
“Pharm-Emera, Frica Chest pain
e o]
“Pharm-Emerg, Allie Chest pain
Y
i g Wendy
IV F [+

Current: 0 Last Hour: 0 Today: 0 Median Door to Doctor: —

Testlser, Emerpency-Physician,

Department
WR: 163 Preamivals: 1 Current: 200 LastHour: 0 Today:2 Median LOS: — Median Door to Doctor: —
o

i a
10 =
i a
10 =
i a
10 —
i
10 p—
¢ a
0l = =
i a
10 —
i a
10 =
i
10 =
7 ] a Unassigned
10 =
] a Unassigned
10 =
7 a Unassigned
10 =
i o
10 =
i
10 p—
10 i
i
10
Fd i a
10 =1

When Providers input orders that are applicable to one of the above categories a status bar will

display to show the order’s progress.

e An unfilled status bar outlined in red indicates the order was recently
= entered but has not yet been attended to.

Partially filled status bars indicate the order’s progress.

ﬁ Full green status bars indicate a completed or resulted order.

Orders with critical results will be highlighted in red.

@E\l An Imaging icon layered with a document indicates the Radiologist’s

report is complete.
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You can hover over these icons to see the basic details on what was ordered.

Order Name Date/Time Ordered By Status
Urinalysis Macroscopic (dipstick) with Microscopic if 05/01/18 Plisvow, Tyler,
indicated 19:02:21 ™MD

Bilirubin Total and Direct ‘]'gg'gzl_l'l 193 n'i;\'m TYler,  completed
Glucose Random ‘l'gf'gzl_"llﬁs ﬂg‘”“"l Tyler,  Completed
Hemoglobin A1C ‘1‘3!321:"1138 :I'E"“" Tyler,  completed
Basic Metabolic Panel (Lytes, Urea, Creat, Gluc) s/1j1e Plisvow, Tvler,  Completed
Arterial Blood Gas s/01/18 Flisvow, Tvler,  Completed
Electrolytes Panel (Na, K, CI, COZ, Anion Gap) s/01/18 Flisvew, Tvler,  Completed
Comprehensive Metabolic Panel - Emerg s/01/18 Flisvew, Tvler,  Completed

05/01/18 Plisvew, Tyler,
E=s 19:01:57 MD Completed

11. Status Column
Like the Throughput Column (1), the Status Column identifies the patient’s stage of care
in the unit. A key icon indicates the patient requires registration by a clerk.

Triage Awating Triage liga=oned Ho ED Provider Assigned EElmiEEEE Provider Assigned, Orders Pending

547:50 00:00

v Completed Discharge Ordered = Admitted to Hospital
mde" w 00:00
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& Activity 1.2 — Check In

Check in is required at the start of shift.

After logging-in, you may receive an automatic prompt to Check In or you will need to do so
manually.

1. To manually Check In, select the menu ~ icon in the upper right hand corner of the
ED LaunchPoint screen. Select Check In.

2. Inthe Provider Check In window, the Provider and Provider Role fields automatically
populate but should be reviewed.

Enter a Display Name which will be seen by all users on ED LaunchPoint to easily
identify which patients are assigned to you. Only the first three characters will be
displayed.

Although not mandatory, it is recommended to set a Default Relationship.

3. You can colour customize the Display Name.

4. More fields are available to add further relevant details.

Be mindful of the mandatory fields highlighted in yellow and marked with an asterisk*.

Once all relevant fields are completed, select OK. You will only need to fill out your details once,
as all changes are saved until you manually change them.

ED LaunchPoint

# a & 100% - [~}
My Patients. Department
VS IWR [ Hide Empty Beds Current: 3 Last Hour: 0 Today: WR: 15 Prearrvals: 2 Current: 24 Last Hour: 4 Today: 9 Median LOS: 5 hrs 48 min -~
’ “CSTPRODOSSYSTEM, & Triage
nowe Bl ow | n |es £
0 n\ nt head S val in Progres:
uanmm rm‘lm*O [ B - D ulT S =il a Evalin
I;u ,209 MH csToEmOCHRIS, o - = ow IS Dx: COPD with acute e — @) S . . | — = I; 2| £ i & a fiie
‘ T i erad Cocahan
assio! ED Nurse =)
ACWR w9 CSTEDTESY, Tm";t 1 Froen Cormert = Triage
CSTEDRYAN, JIMIIM Chest pain (3) and respiral [ wvslabis T sains Asinrred Tasii . Unassigned
Lrowe a0 N . ,
meu m csTEonoNS, 0AVID s Trisge
“CSTSNFETT, STIANGO a —
o [T . E O
“CSTSNFETT, STBOBA a ]
,
ACWR m IyM 1 I — 00:14 422
CSTEDWILSON, DOOL... Triage
LM v [ )
AC,203 PHOCPTTFORTYCUNN... hip fracture CSTOEMOCHAIS, DONOTUSE . £ 3 s —
| 62y M o CETFRODOSSYSTEM, IAN
cwr CSTPRODREGINTES, .. ) trisge
meu E sosTmopossySTEN... e s 2 Trsge
CSTPRODMI, STTWOD.. testing MI label printing a Unassigned
e B ST — K @ e =
—

You have now successfully checked in as an available clinician®.

! To reflect the language utilized by the CIS, Nurses may be referred to as clinicians. Physicians may be referred
to as Providers. Midlevel Providers includes Nurse Practitioners, Medical Students, and Residents.
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3 Activity 1.3 — Customizing ED LaunchPoint

When checked in, you will be able to view your Patient List on ED LaunchPoint Multi-Patient
List. ED LaunchPoint is a tool used to assign yourself patients. Filter your view according to the
criteria in the steps below:

Take a moment to review the tabs at the top of ED LaunchPoint.

1. Try selecting different tabs such as My Patients, All Beds, and Triage.

2. Below the tabs, there is a drop-down list that you can use to further specify your view.
Select the drop-down arrow and chose your desired view.

3. Below the drop-down view options, you can choose additional options such as Critical
Labs/VS, WR (Waiting Room), and to Hide Empty Beds.

To view patients in the waiting room, be sure the Waiting Room check box is selected MWk
Let’s try the following steps:
1. Select the Triage tab | Tnace |

2. Change the view drop-down list to My Patients and Unassigned.
3. From the additional check box options, choose to show the patients with Critical Labs/VS.

ED LaunchPoint 'O Full screen ¥ 0 minutes ago

Y & & [ 100% - o

\ My Patients | All Beds | Resus/DTU | Acute/INTK | Acute INTK | FA WR \ | TestUser, Nurse-Emergency | =~
View: |I‘v1y Patients and Unassigned 1' | My Patients
Show: Critical Labs/vs [JWR []Hide Empty Beds I Current: 3 Last Hour: 0 Today: 0 ~

My Patients
Unassigned

To make the patients in ED LaunchPoint reappear, Select All Beds tab, View All and check the
WR box.

After Go Live, Quick Reference Guides (QRGs) will be available on hand until you get used to the
customization functions.
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SCENARIO

Fatimah Abassi is a 25 year old UBC student who arrived to the Emergency Department (ED)
shortly before your shift.

After cutting her foot a few days ago, the area around the wound has become progressively
redder, hot to the touch, and is now draining purulent exudate. She attended a walk-in clinic
immediately after the injury and was advised there were likely no breaks or fractures, but was
prescribed Tylenol 3.

Today, walking causes severe pain; she was feeling weak and had a fever. Her only medical
history is mild asthma, for which she occasionally uses an inhaler, and hyperthyroidism, which
she regulates with medication.

You'll need to establish a relationship and gather some history on Fatimah and document her
home medications as the Provider is considering admission. Additionally, you will need to
administer medication.

Note: For the training session, Fatimah Abassi will be displayed as a variation of “ED-Nursing-
Fatimah, Fatimah”.
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3 Activity 1.4 — Establish Relationship

To access a patient’s chart, you will either need to be assigned to the patient or will need to

manually Establish a Relationship.

You can assign yourself to patients using the Assignment column in ED LaunchPoint. The
Assignment Column is useful as it displays the Nurses and Providers that are assigned to each

patient.

To manually Establish a Relationship, locate Fatimah on the ED FirstNet LaunchPoint and

continue with the following steps:

1. To the right of the patient's name, click in the blank space of the Assignment Column.

2. A Provider Assignments window will appear.
3. Select the Assign button to assign yourself as the RN.

O Full screen

<> 0 minutes ago

ED LaunchPoint

ARNIARRHR[100% - 00

Resus/DTU_ | Acute/INTK | Acte | INTK | FA | Trage | WR |
View: My Patients Department

Show: [ Critical Labs/Vs ]WR [ Hide Empty Beds Current: 0 Last Hour: 0 Today: 0

» &

Train, Nurse-Emergencyl | =~

WR: 185 Prearrivals: 0 Current: 202 LastHour: 0 Today: 0 Median LOS: --

Redness and swelling x 3 days after cutting foot

oS CEsCDinEn F
e — I ED-UrbanNurse-raum...
ED-UrbanNurse- Fatlm
ACWR I 5y F
ACWR 1001:4 I ED-UrbanNurse- Fatlm
ED-UrbanNurse-| Fatlm
ACWR 1001:4 I P
ACWR I ED-UrbanNurse- Fatlm
Ei
ACWR 1001:4 ED-UrbanNurse- Fatlm mergency
25y F
ACWR 1001:4] I ED-UrbanNurse-| Fatlm

Redness and swelling x 3 days after cutting foot

Redness and swelling x 3 days after cutting foot

Redness and swelling x 3 days after cutting foot

Redness and swelling x 3 days after cutting foot

Provider Assignments

ED-UrbanNurse-FatimahW, Fatimah
25y F DOB:09/01/93

ACWR
MRN: 760000461

“Mi chief complaint here i
CWR = I VALIDAI‘E EMERGE... Unassigned
Redness and swelling x 3 days after cutting foot
ACWR 1001: EI::‘UrhanNurse Fatim... ) g q P [+] _

You can repeat these steps to Unassign yourself from a patient.

The display name you entered when you checked in now appears in the Assignment Column
beside Fatimah’s name. Now everyone who views the ED LaunchPoint Multi-Patient List will
know you are Fatimah’s Nurse. You can hover over display names to view the first and last name

of the associated user.
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& Activity 1.5 — Patient Chart Overview

Clicking on Fatimah’s name from ED LaunchPoint will open the patient’s chart. The Patient
Summary Page will always be the user landing page when initially opening a chart.

The Patient Summary Page pulls information from other areas of the chart and gathers them in
one place to review.

Before moving on, orientate yourself to the Patient Summary page. Some of this overview might
be familiar from the eLearning modules.

The Banner Bar at the top of the screen shows patient demographic information and alerts.
Information that you need quick access to is available at-a-glance. If you have multiple charts
open (maximum 4 charts at a time), the Banner Bar will display in different colours to help
differentiate between charts.

1. The Menu allows you to navigate to different parts of the patient chart. Clicking the
thumbtack icon allows you to unpin B the Menu to maximize your viewing area.

2. The Tabs at the top of the Patient Summary page organize viewable content based on
activities.

* The ED Summary tab is your “home” tab.

* The Handoff tab gathers pertinent patient information for shift handover.

* Both the Summary and Assessment tabs are intended to mimic the SBAR

format.

ED-UrbanNurse-FatimahW, Fatimah

I £D-UrbanNurse-FatimahW, FatimahD!

1 Allergies: No Known Allergies

Menu

Patient Summary

Juick Orders

Medicatio

it Information

= MRN:760000451
Ag s Enc:7600000000451

Code Status:

Dosing Wt74 kg

SR AR R - 000

it | faRecent - [N - C.

ummary 52 | Handoff Tool

82| Summary

Selected visit

Patient Information
Chief Complaint : Redness and swelling x 3 days
after cutting foot
Travel Outside Canada No
the Last 30 Days :

Triage Vital Signs

Respiratory Rate : 24 bi/min

Sp02: 94 =
.I obles Ili.—_ Vi
" Home Medications (0) [~

Al Visits

Last 72 hours fior all visits w

Temp

HR

Height/Length Estimated

Height/Length Measured

Peripheral Pulse Rate

Respiratory Rate

115/76

110/70

04/02/18 08:00

Inpatient «

persona

Last 6 months for

all visits w

[ My Documents

ED Note Provider

Selected visit
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4. CIS allows for collective documentation, meaning your colleagues can be documenting in

the same chart at the same time as you. The Refresh button updates the page to
ensure the most up-to-date information is available, as the Patient Chart does not auto-
refresh.

5. Navigation Icons

i, @ Search specific text on screen
i. = *® Change the magnification
ii. @ Return Home

6. The Components in the Patient Summary page helps organize patient information based
on clinical topic areas.

7. The k= Icon allows you to minimize Components to organize your view as needed.

The == Icon allows you to change different settings, such as the Default Expanded
setting.

ED-UrbanNurse-FatimahW, Fatimah

ED-UrbanNurse-FatimahW, FatimahD0B:1993-Jan-09 “ode Status: Process:
s C 6 Disease:
Allergies: No Known Allergies der:Female PHN 46 Josing Wt74 kg Isolation:

Menu ~ |f& Patient Summary 10 Full screen > 0 minutes ago

Simwiuy S EX IR N
0 3

ED Summary 32 | Handoff Tool 52| Summary 22| Assessment 2| -+ E Q —.
Selected visit Last 72 hours for all visits w Last 30 days for the selected visit
o H No results found |
Patient Information 1
_ N Temp b
Chief Complaint : Redness and swelling x 3 days i h A
after cutting foot o
Travel Outside Canada No e Inpatient +
the Last 30 Days : BP - 115/76 110/70
0402/ 04/02/18 08:00
Triage Vital Signs 09:38 Q search New Order
Temp : 37 pesc e s No Favorites Found
HR: n 9:38
Respraton foe: AepiLengi e T e ——
Sp02 :

Last 6 months for all visits w

Height/Length Measured

[ My Documents

Motz Type Author Dat=/Time
100 ED Note Provider TestUser, Emergency-04/02/18 10:22

Peripheral Pulse Rate
04/02/18 08:00 Physician, MD
09:38
o Respiratory Rate - 20 20

o 040218 04/02/18 03:00 Selected visit
I cocial uictan - | -

Now that you have learned a bit about the Patient Summary page, you can move on to the next
activity.
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& Activity 1.6 — Conduct Nurse Review

When the user conducts a Nurse Review, it is the act of acknowledging you are aware of an
outstanding activity. You will still need to document the activity is completed in the system.

1. Starting from the ED LaunchPoint screen, click the white space below Fatimah’s name. The
Single Patient View will open to the Patient Summary Tab.

ED LaunchPoint

# 2 8 100% - @

@ All Beds Resus/DTU | Acute/INTK | Acste | INTK | FA | Triag
v vy Patients
Show: []Critical Labs/VSs [IWR [#] Hide Empty Beds Current: 1 La

0O LOS L Patient Information i EDMD LP R Pat
: g —Fatim_ . Redness and swelling x 3 days
w1 I Hmwml«‘ [ |

2. Click the Pill # icon in the Single Patient View to see outstanding activities.

3. Click the number/glasses icon in the Nurse Activities Column to open Single Patient View.

4. Click the Nurse Review 6’ buttons associated with the oustanding orders (medications,
labs, or patient care). The button will highlight.

If more than one activity is outstanding, click the Review All [1# checkbox to highlight all
orders under a heading at once.

5. The Review All | Revievst | pyttons will review all pending orders. Only use this if you are
ready to act on all the orders given.

6. Click Review. Your orders will be ready for action.

ACWR ED-UrbanNurse-FatimahW, Fatimah ACWR X
25y F DOB: 09/01/93 MRN: 760000461 FIN: 7600000000461

‘ n

Activities ok | @ efesh

Orders to Review (4) Medications (4)  Labs =-

5 Orders to Review (4)

4 | Medications

cefTRIAXone 2,000 mg, IV, start: 2018-Feb-05 08:00 PST, ceftriaxons

[7] dimenhyDRINATE 50 ma, 1v, once, drug form: inj, start: 2017-Dec-28 11:00 PST, stop: 2017-Dec-28 11:00 PST, dimenhyDRINATE
Comments: GRAVOL EQUIV

cefTRIAXone 2,000 mg, 1V, first dose: NOW, start: 2018-Feb-05 02:00 PST, cefiriaxene
PRN (1)
acetaminophen 650 mg, PO, q4h, PRN pain, orug form: tab, start: 2017-Dec-28 10:07 PST, acetaminophen
Comments: Maximum acetaminophen 4 a/24 h from ail sources
Continuous Infusions (1 Begin Bag)

sodium chloride 0.9% (NS) continuous infusion 1,000 mL order rate: 100 mL/h, IV, drug form: bag, first dose: NOW, start: 2017-Dec-28 09:57
PST, bag volume (mL): 1,000, Sedium Chioride 0.9%

B Labs @
B3 cec Biood, urgent, Collection: 2018-Feb-05 09:31 PST, once =
Ia Basic Metabolic Panel (Lytes, Urea, Creat, Gluc) Blood, Urgent, Collection: 2018-Feb-05 00:31 PST, once E
I@ Differential (CBC and Differential) Blood, Urgent, Collection: 2018-Feb-05 09:31 PST, once =
|3 Fibrin D-Dimer (D-Dimer Quantitative) Blaod, Urgent, Collection: 2018-Feb-05 09:31 PST, once 4 =
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& Activity 1.7 — Medication Administration Record (MAR) Overview

To administer medications, you must navigate to the MAR screen. There are multiple ways to get

there:

a. Right-click on your patient’s name from the ED LaunchPoint Multi-Patient List.

(B FirstNet Organizer for Train, Nurse-Emergencyl
Task Edit View Patient Chart Links Navigation Help

D LaunchPoint Tracking Shell ¥ Results Callback Worklist 5

] Exit. 5§ AdHoc Il Medication Administration & PM Conversation + 2] Medical Record Request ] Documents (sl Discern Reporting Portal & Conversation Launcher [£gidware | _

[E=3 EER =

arninglIVE | _| § @) Patient Health Education Materials @} Policies and Guidelines @) UpToDate | | § @} CareConnect @) PHSA PACS @ VCH and PHC PACS @ MUSE @) FormFast WFT |_

ED LaunchPoint

BRA(00% - 00d

ED-Urban timah\W, Fatimah

(I All Beds

Resus/DTU | Acute/INTK | Acte [ INTK [ FA | Triage | WR |

N )

Show: [ Critical Labs/VS WIWR [ Hide Empty Beds

My Patients

Current: 1 Last Hour: 0 Today: 0

Department

WR: 185 Prearivals: 0 Current: 202 LastHour: 0 Today: 0 Median LOS: -~ A

Room ED P > &
mmmm _ Redness and swelling x 3 days after cutting foot ﬂ a
ACWR Patient Summary v & a4 i
e d swelling x 2 days after cutting foot
ACWR T and swelling x 3 days after cutting foo! o 4 ﬂ a
55 and swelling % 3 days after cutting foot ﬂ a
ACWR Results Review & 4
Handoff Tool d swelling x 3 days after cutting foot
ACWR ] I ;;)—grbanumse—ra— Attach Presmrival ess and swelling x 3 days after cutting fool o 4 ﬂ a
Y Request Event » — —
ED-UrbanNurse-Faf  Start Event + less and swelling x 3 days after cutting foot ﬂ a
LEhu ﬁ I 25y F Complete Event » & 4 o —
ED-UrbannNs F Set Events roency
-UrbanNurse-Fat
ACWR 250F Assign/Unassign Others & a4 n a
Patient Summary Report — —
ess and swelling x 3 days after cutting foot ﬂ
ACWR I - Discharge Process é a a
¥ F = =
*VALIDATE, EMERGE... chief complaint here Unassigned
ACWR Jeym 5 2
ED-UrbanNurse-Fatim... Redness and swelling x 3 days after cutting foot ﬂ
ACWR 1002:3 L 5 £ a a i5

‘Train, Nurse-Emergencyl | =-

TRAINL TRAIN.EDNURSEL Monday, 2018-February-05 09:44 PST

b. Click on the MAR or Wizard button in Single Patient View after reviewing medications.

& s v

Activities

Medications (4)

E Medications

Orders

& Refresh

cefTRIAXone 2,000 mg, IV, start: 2018-Feb-05 08:00 PST, ceftriaxone

dimenhyDRINATE 50 mg, IV, once, drug form: inj, start: 2017-Dec-28 11:00 PST, stop: 2017-Dec-28 11:00 PST, dimenhyDRINATE
Comments: GRAVOL EQUIV

cefTRIAXone 2,000 mg, IV, first dose: NOW, start: 2018-Feb-05 02:00 PST, ceftriaxone

PRN (1)
acetaminophen 650 mg, PO, g4h, PRN pain, drug form: tab, start: 2017-Dec-28 10:07 PST, acetaminophen
Comments: Maximum acataminophen 4 g/24 h from all sources

Continuous Infusions (1 Begin Bag)

sodium chloride 0.9% (NS) continuous infusion 1,000 mL order rate: 100 mL/h, IV, drug form: bag, first dose: NOW, start: 2017-Dec 28 02:57
PST, bag volume (mL): 1,000, Sodium Chioride 0.9%

Document

c. From the patient chart, you can click on the MAR band from the menu.
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The Medication Schedule Table lists the names of medications and the times to be given like a
paper MAR. Scheduled medications are highlighted blue in the menu, PRN medications are green.

The icons on the table designate different types of orders and statuses:

&

1. Nurse Review

PowerPlan 9

STAT/NOW Order €

a A w N

ABASSI, FATIMAH =
ABASSI, FATIMAH

Allergies: No Known Allergies

Menu n
Patient Summary

Orders

Overdue Activities T

Request Pharmacy Verification

DOB:02-Sep-1991
A years
Gender:Female

MRMN:700008504

Code Status:

Dosing Wt:

Kursing Quick Orders

MAR
Interactive View and 180

ocumentation

and Problems

CareConnect

Clinical Rese

Medication List =+ Add
Patient Information

Single Patient Task List

Medications

& one
2 g, IV, once, drug form: inj, first dose: NOW,
start: 30-Nov-2017 15:39 PST, stop:

30-Nov-2017 15:39 PST

dimenhyDRINATE
50 mg, IV, once, drug form: inj, first dose:
NOW, start: 30-Nov-2017 15:39 PST, stop:
30-Nov-2017 15:39 PST

GRAVOL EQUIV

10 mg, IV, once, drug form: inj, first dose:
NOW, stark: 30-Nov-2017 15:50 PST, stop:
30-Nov-2017 15:50 PST

lopramide
4 JE

nsetron
& mg, IV, once, drug form: inj, first dose:
MOW, start: 30-Nov-2017 15:50 PST, stap:
30-Nov-2017 15:50 PST
ondansetran
PRN

acetaminophen
650 mg, PO, q4h, PRN pain, drug form: tab,
start: 30-Nov-2017 15:50 PST

Maximum acetaminophen 4g/24 h from all ...
acetaminophen

Temperature Axillary

Temperature Oral

Numeric Pain Score (010}

ibuprofen
400 mg, PO, q4h, PRN pain, drug form: tab,

start: 30-Nov-2017 15:50 PST
ibuprofen

Temperature Axillary
Temperature Oral

PRN|

ﬁ\f@@ PRN|

650 mg
Mot previously
given

400 mg
INot previously
given

G PRN| STAT
- ot previousiv

30-Nov-2017 | 30-Nowv-2017
15:50 PST 15:39 PST

Now
ot previously
given

NOW
ot previously
given

NOW
INot previously
given

Now
ot previously
given

See your CIS Icon Quick Reference Guide for more information.
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& Activity 1.8 — Chart Medications

Now that you have reviewed Fatimah’s orders, you are ready to administer medications.

The Medication Administration Wizard (MAW) is the most common method of documenting
medications. Practice administering IV Ceftriaxone using this method.

1. Access the MAW by clicking the Medication Administration button or opening the Single

Patient View and clicking the barcode icon.

[B) FirstNet Organizer for Train, Nurse-Emergencyl
Task Edit View Datient Chart Links Navigation Hel

{ i ED Laugchpoint Tracking Shell 2o Re: allback Workl

A bt

ED LaunchPaint

ARARR A0 - O8A

(=] angeis WEEEE )\ | ED UrbanNurse FatimahW, Fatimah

25y F DOB: 09/01/93
view:
Show:  []critical Labs/vs MIWR [ Hide Empty 8 * 4 (4 ﬂ

0o Los Patient Information
B co oo ACtivities
ACWR 1002:4] [ED-UrbanNurse-Fatin
25y F
aammmes | WMedications (4)

ED-UrbanNurse-Fatin
ACWR 1002:4] I 25¢F

e I £o-Urbanurse-raul |1 | Medications
2 cefTRIAXone 2,000 mg, IV, start: 2018-Feb-05 08:00 PST, ceftriaxone
ACWR 1002:4 I e

A | =0-urbannurse-Fatin cef TRIAXone 2,000 ma, IV, first dose: NOW, start: 2018-Feb-05 02:00 PST, ceftriaxone
A . 25vF

PRN (1)

ED-UrbanNurse-Fatim  Continuous Infusions (1 Begin Bag)
ACWR 1002:4]
-I =

i E
Comments: GRAVOL EQUIV

i 65
Comments: Maximurm acetaminophen 4 g/24 h from il sources

VALIDATE Ememee | P 28 volume (mi: 1,000, Sodium Chlorde 0 8%
ACWR  [REEH I & |

28yM
o . ;)Y'I:rhanﬂurse{aﬁn

' ED-UrbanNurse-Fatin
ACWR 5 S

ACWR 010:22 1 76”";’”’fgly'”””"'

01 mg, FO, g4, PRN pain, drug form: tab, start: 2017-Dec-28 10:07 PST, acetaminophen

[ Orders | @ Refresh

50 mg, 1V, once, drug form: inj, start: 2017-Dec-28 11:00 PST, stop: 2017-Dec-28 11:00 PST, dimenhyDRINATE

sodium chloride 0.9% (NS) continuous infusion 1,000 mL order rate: 100 m/h, IV, drug form; bag, first dose: NOW, start: 2017-Dec-26 09:57

Document:

[E=SEoR &)

@ PHSA PACS @ VCH and PHC PACS @ MUSE

ACWR X

MRN: 760000461 FIN: 7600000000461

Open Ad Hoc charting dialog

TRAINL TRAIN.EDNURSEL Monday, 2018-February-05 09:54 PST

2. A new window opens requesting you to scan the patient’s wristband.

For IV medications you mix yourself, this will not work, as the minibags do not have compatible

barcodes.

If no wristband is available, click Next. If wristbands are available in your classroom, scan the

appropriate wristband.

[B) Medication Administration

ED-UrbanNurse-FatimahW, Fati... MRN: 760000461
Fe I

Please scan the patient’s wristband.

1of2

Ready to Scan

DOB: 1993-Jan-09
FIN#: 7600000000461 Age: 25 years

Alternatively, select the patient profile manually by dlicking the (Next) button.
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3. The next screen displays a list of medications ordered that are available for administration.

Select Ceftriaxone.

4. Click Sign.

[B) Medication Administration =

Nurse Review ] [ LastRefreshatoasspst |

ED-UrbanNurse-FatimahW, Fati... MRN: 760000461 DOB: 1593-Jan-09 Loc:;

FIN#: 7600000000861  Age: 25 years e

Scheduled Mnemonic Details Result
v @ " 2018-Feb-05 02:00 PST ceftriaxone 2,000 mg. IV. first dose: NOW, start: 2018-Feb-... cefTRIAXone 2|
cefTRIAXone
o 2018-Feb-05 07:00 PST dimenhyDRINATE 50 mg, IV, once, drug form: inj, start: 2017-Dec...
GRAVOL EQUIV
] % %»  2015-Feb-0505:00 PST ceftriaxane 2,000 mg, IV, start: 2015-Feb-05 08:00 PST
cefTRIAXaNE
C PRN acetaminophen 650 mg, PO, q4h, PRN pain, drug form: tab, sta...
Maximum acetaminophen 4 g/24 h from all so...
I @ continuous Sodium Chloride 0.9% order rate: 100 mU/h, IV, drug form: bag, first d...

sodium chloride 0.9% [N5] ...

ol i v

Ready to Scan 2ot B

An alternate way to document medication administration is directly through the MAR.

Use this method to chart Fatimah’s acetaminophen dose.

1. Hover over acetaminophen in the Medications Column to see additional information, such
as the dosage amount, the delivery method, and when the first dose was administered.

2. Double-click the acetaminophen cell you are hovering on to administer the medication.

T, Full screen

=) Print

¥ 1 minutes ago

2018-Feb-06 | 2018-Feb-05 2018-Feb-05

Medications

2,000 mg, IV, gdaily, first dose: NOW, start:
2017-Dec-28 09:56 PST

cefTRIAXone

dimenhyDRINATE

* 2,000 mg Auth

2017-Dec-28 11:00 PST, stop: 2017-Dec-28 given
11:00 PST

GRAVOL EQUIV
dimenhyDRINATE

tinuous Infus PRN 650 mg
acetaminophen Nat previously
650 mg, PO, g4h, PRN pain, drug form: tab, given
start: 2017-Dec-28 10:07 PST
Maximum acetaminophen 4 g/24 h from all s... k [ ]

2018-Feb-05
07:00 PST

mg
50 mg, IV, once, drug form: inj, stark: Mot previously

acetaminophen
Temperature Axillary
Temperature Oral

acetaminophen Last Given:
Mo result within 7 days

Mumeric Pain Score (0-10)

Continuous Infusions

ED-UrbanNurse-FatimahW, Fatimah - 7600000000461

NOW

sodium chloride 0.9% (NS) continuous infus... Mot previously
Therapeutic Class View order rate: 100 mL/h, rt: :I]ug form: bag, first given
Route View dose: NOW, start: 2017-Dec-28 09:57 PST, bag
volume [mL): 1,000
Plan View Administration Information
Taper View sodium chloride 0.9%
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3. The Charting Form will open.
Review any information that auto-populated and change or add information as necessary.

Click the green Checkmark ¥ to sign for the medication administration.

harting for: ABASSL, FATIMAH ===
v
acetaminophen ®
650 mg, PO, g4h, PRN pain, drug form: tab, start: 30-Nov-2017 15:50 PST
Maximum acetaminophen 4g/24 h from all sourees

*Performed date / time: 01-Dec-2017 2= oa3 =] psT

*Performed by : TestUser, Nurse-Emergency

B @

Witnessed by :

No record of last documented administration.

Temperature Asillary:| D=0 | Trend
Temperature Orak[ 07| Trend

Numeric Pain Score (0-10): ¥ Trend

“acetaminophen: mg - Velume: 0 ml

Diluent: EHELES - ml

o :s‘te ‘

Reason:  pain -

Total Volume: | 0 Infused Over: 0 -

01-Dec-2017 01-Dec-2017 01-Dec-2017 01-Dec-2017 01-Dec-2017 01-Dec-2017
*| o0 psT 0800 PST 0900 PST 1000 PST 1100 PST 1200 PST

ol W i

[ Mot Given

Reason:

You may be prompted to enter a reason the dose is late, as the training system clock does not
reset with the rest of the system. Choose a reason you feel is appropriate.

4. This dose is now complete and this activity will fall from the MAR. The administration time will
be recorded with a date and time stamps to differentiate between outstanding and
administered medications.

PRN Med Response 650 mg
acetaminophen Last given:
650 mg, PO, g4h, PRN pain, drug form: tab, 2015-Feb05

start: 2017-Dec-28 10:07 PST 10:13 PST
Maximum acetaminophen 4 g/24 h from all s...
acetaminophen

Temperature Axillary

Temperature Cral

Mumeric Pain Score [0-10)

i+ 650 ma Auth 0
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& Activity 1.9 — ED Nursing Quick Orders: New Order Entry

Despite the acetaminophen, Fatimah’s foot pain persists and she needs additional analgesia.

The physician tells you to give her 30 mg ketorolac IV, but does not have time to enter the order
herself. Providers are expected to enter their own orders. However, there are instances when
Nurses may need to place verbal/telephone orders in the system.

1. Select Nursing Quick Orders from the menu.

Take a moment to explore this part of the system. The heading of each Component will help
identify the various categories on this page.

2. Search and select Ketorolac 30mg, 1V, once in the search bar of the New Order Entry
component.

ED-UrbanNurse-FatimahW, Fatimah < B i Recent - -Q
ED-UrbanNurse-FatimahW, Fatimah DOE]QQ an-09 MRN:760000461 Code Status:

s Enc:7600000000461
Allergies: No Known Allergies PHN:10760000461 Dosing Wt:74 kg

LAY 4 - ﬁ Nursing Quick Orders

ARIARIRE 0w - 004

Nursing Quick Orders 53| ED PEDS Nursing Orders 2| 4 hy =
Venue:|Inpatient ~

g s o

PowerPlans icati =- (A " Imaging o[ Newordereny = O Entry
» General Orders » IV Fluids ECG 12 Lead urgent » XR Lower Extremity Right Inpatient
¥ Triage Adult ¥ ECG

b XR Lower Exremity Left

Critical Care )
Frequent =@ Consults of ketorolac 30)
Conditions ¥ Code / ACLS
» Intubation ED Perform Best Possible Medication Difficult Airway/Intubation pless= L)
» Asthma/COPD Bpc== History (BPMH) complete process lert
¥ Cardiac / Chest Pain » Sedation - Procadural » Allied Health ) E
» Neuro / Stroke [ TIA » Injuries
¥ Sepsis [ Fever ¥ Isolation Discharge Patient TN, Discharged Home

¥ Trauma

Services
Discharge to External Site TN

Medication List

Patient Information

2. Thbe Inbox has now turned green E Select the green Orders for Signature
Inbox.

3. The Orders for Signature window will appear. You will notice the options: Sign, Save,
Modify, and Cancel.

The Save option is used to plan orders in situations such as for when a patient who has
not yet arrived or will need care after a procedure.

For now, select Modify to change order details such as dose and frequency.

Orders for Signature (1) 2

Medications

ketorolac
(30 mg, IV, once, drug form: inj, first dose: NOW)

Sign 4 Maodify Cancel
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4. An Ordering Physician window will appear asking for the B Ordering Physician

Hospital Policy and Protocols govern the level of sign-off privilege

name of the ordering Provider and Communication Type.

@ Order
. . ) Proposal
Select the Order @ 9rder  putton. These Orders will activate
. . *Physician name
immediately. T
“p | . *Order Date/Time
Proposals ~ "P**  are suggestions Nurses send to the 201 7hug 04 [z 20 2 ppr
Provider for review and signing. These are not active until *Communication type
the Provider signs them. s
Proposed
L. . . No Cosignature Required
Physician Name: (provided by your instructors) gosig?Famre Required
aper{Fax
Date and Time: Default to T; N (today and now) Flectronic

Communication Type: Verbal

you have regarding Order Communication Type.

5.

Select OK.

The Order Details window will open and allow you to tailor this order to meet the patient’s

needs. Select the order name and the Details for Ketorolac section will appear.

Change the Frequency to g6h by selecting the dropdown arrow and scrolling through to

find your selection. Review the order details for accuracy
Select Sign.

[B) £D-UrbanMurse-FatimahWV, Fatimah | = =]

ED-UrbanNurse-FatimahW., ... DOB:1993-1an-09 MRN:760000461 ~Code Status: Process: Location:LGH ED

Age:25 years Enc:76000000004... Disease: Enc Type:Emergency
Allergies: No Known Allergies Gender:Female PHN:10760000461 Daosing Wt74 kg Isolation: Attending:Train, GeneralMedicine-Ph...

Add Document Medication by Hx | Reconciliation ~ | % Check Interacti Recanciliation Status
+ Add | Document Medication by Hx | Reconciliation - | 4% Check Interactions conciition St son © Dectarpe

Orders | Medication List | Document In Plan|

I Orders for Signature
View | [T @[=]¥ [order Name Status|start [Details

++Orders for Signature 4 LGH ED Enc:7600000000461 Admit: 2018-Jan-02 07:45 PST
=1Plans

Document In Plan M| 5 5 ketorolac Order 2018-Feb-0510:30 ... 30 ma, IV, gbh, drug form: inj, first dose: NOW, start: 2018-Feb-0510:30 PST
Suggested Plans (0)
Orders
[H Admit/Transfer/Discharge
["Istatus
|ci| Patient Care
[T Activity
|| Diet/Nutrition
[E] Continuous Infusions
[ Medications
["|Blood Products
[HLaboratory
[ | Diagnostic Tests
[ |Procedures
[ Respiratory
[ Alied Health > Detils tor ketorolac
[ Consults/Referrals
[ Communication Orders
[Clsupplies © | N
["INon Categorized @ . . TReview Schedule Remaini inistrations: (L Stop: (L

|

Medication History |_—‘_| I "
Frequency: |[3 -

~Medication History Snapshot equency: | EEJ 8

Reconciliation History O v @ o

Diagnoses & Problems DEN Reason: s

Related Results

Variance Viewer 0 Missing Frequired Details | | Orders For Cosignature E I

Decails][f,w Order Comments |
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3 Activity 1.10 — Best Possible Medication History (BPMH)

While often performed by a Pharmacy Technician (when available), Nurses should be familiar with
BPMH, as they share responsibility for collecting this information.

1. Select Medication List from the chart Menu.

2. Click the Document Medication by Hx button in the upper left corner of the Medication
List screen.

ED-UrbanNurse-FatimahW, Fatimah

ED-UrbanNurse-FatimahW, Fatimah D

Allergies: No Known Allergies
Menu 7

Patient Summary

Orders

g Quick Orders

ummary
Interad ew and 1&0

umentation

d Probler

Growth Chart

Immunizations
Lines/Tubes/Drains Summa
Medication List =+ Add
Patient Intormation

Single Patient Task Li

MRN:760000461

Code Status:

Enc7600000000461

Gender:Female

- % Medication List

ication List | Document In Plan

PHN:10760000461

Dosing Wt74 kg

Process:
Disease:
Isalation:

Location:LGH ED
Enc Type:Emergency
Attending:Train, GeneralMedicine-P

BPrint 0 mine

@ Meds History @ Admission @ Discharge

View

Orders for Signature

= Medication List

7] Admit/Transfer/Discharge
[ Status.

"I Patient Care

7] Activity

{7 Diet/Nutrition

ntinuous Infusions

{JBlood Products

] Laboratory

|| Diagnostic Tests
{JProcedures

1| Respiratory

[T Allied Health

{71 Consults/Referals

] Communication Orders
JSupplies

I Nen Categorized

| Medication History
Medication History Snapshot
|Reconciliation History

Displayed: &ll Active Orders | All Active Medications

Shaow Mare Orders.

[ T%  order Name Status

[Dose ..

[Details

4 Continuous Infusions
sedium chloride 0.9%... Ordered
4 Medications

order rate: 100 mL/h, IV, drug form: bag, first dose: NOW, start: 2017-Dec-28 09:57 PST, bag ...

Related Results

M ¥ ketorolac Ordered 30 ma, IV, ah, drug form: inj,first dose: NOW, start: 2018-Feb-05 10:30 PST
M 5 E cefTRIAXone Ordered 2,000 ma, IV, qdaily, first dose: MOW, start: 2017-Dec-28 09:56 PST
4 dimenhyDRINATE Ordered 50 mg, IV, ence, drug form: inj, start: 2017-Dec-28 11:00 PST, stop: 2017-Dec-28 11:00 PST
GRAVOL EQUIV
™ acetaminophen Crdered 650 mg, PO, g4h, PRN pain, drug form: tab, start: 2017-Dec-28 10:07 PST
Maximum acetaminophen 4 g/24 h from all sources
= Details

Formulary Details

Drders For Cosignature

Oiders For Signature

3. In the next window, click the +Add + Add

button in the upper left-hand corner.

IB) Document Medication by Hx

Medication History
[] No Known Home Medications [] Unable To Obtain Information

P Document Medication by Hx

Use Last Compliance

Reconciliation Status
© Meds History @ Admission @ Discharge

[= Jarder Name

[status [ Details

Last Dose Date/Time _|Information Source | Complian...| Compliance Comm...

© Medication history has not yet been documented. Please document the medication history for this patient encounter.

& Details

0 Missing Required Details

senc
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4. Fatimah tells you that she takes 10 mg of Methimazole daily for Hyperthyroidism.

Type Methimazole in the Search Field.

Options will appear while you type as the system will try to predict the order you require

based on what is being entered into the Search Field.

Notice some results have a medication name with Order Details in grey text.

These are referred to Order Sentences. Selecting one of these options will automatically
populate Order Details. This is in opposed to selecting an option with no Order Sentence,

which the user would need to manually enter the detail for the order.

5. Select the first option methimazole.

. ED-UrbanMurse-FatimahW, Fatimah - Add Order
ED-UrbanNurse-Fatima... DOB:1993-Jan-... MRN:760000461 Code Status: Process:

Age:25 years  Enc:760000000.. Disease:
Allergies: No Known Allergies GenderFemale PHN:10760000... Dosing Wt74 kg Isolation:
Search: methiml L Type <& Document Medication by Hx
= E TR
methIMAzole (5 mg, PO, gdaily, order duration: 30 day, drug form: tab, dispense gty: 30 tah)
- Vi ” Fr— e —
5 methIMAzole (10 mg, PO, qdaily, erder duration: 30 day, drug form: tab, dispense gty: 30 tab) k
s = — =
= I g X 3 F -7

methimazele 5 mg oral tablet

methimazole 5 mg oral tablet (1 tab, PO, g8h, drug form: tab, dispense gty: 90 tab)
methimazole 5 mg oral tablet (1 tab, PO, g8h, drug form: tab, dispense gty: 270 tab)
methimazele 10 mg oral tablet

methimazole 10 mg oral tablet (1 tab, PO, g8h, drug form: tab, dispense gty: 90 tab)
methimazole 10 mg oral tablet (1 tab, PO, g&h, drug form: tab, dispense gty: 270 tak)
methotrimeprazine

methotrimeprazine (0.08 mg/kg, PO, TID, drug form: tab, dispense qty: 30 day)
methotrimeprazine (0.12 mg/kg, PO, BID, drug form: tab, dispense qty: 20 day)
methotrimeprazine (2 mg, PO, TID with food, PRN agitation, order duration: 30 day, drug form: tab, dispense qty: 90 tab)
“Enter” to Search

=)

Enc Type:Emergency
Attending:Train, GeneralMedici...

ED-UrbanNurse-FatimahV¥, Fatimah - 760000461
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6. Using the same steps, document the inhalers Fatimah uses to control her asthma.
Salmeterol 50 mcg inhaler twice daily as needed
Formoterol 12 mcg inhaler once daily

If you don’t see an accurate sentence press the Enter key or select the Magnifying Glass
icon to bring up all options. If no options appear correct, choose only the drug’s name.

[E) ED-UrbanNurse-FatimahW, Fatimah - Add Order o=
ED-UrbanNurse-Fatima... DOB:1993-Jan-... MRN:760000461 Code Status: Process: Location:LGH ED
Age:25 years  Enc:760000000... Disease: Enc Type:Emergency

Allergies: No Known Allergies GenderFemale PHM:10760000... Dosing Wt74 kg Isolation: Attending:Train, GeneralMedici...

Search;  formoterol| L Type <& Document Medication by Hx  »

formoterel 6 meg inhalation powder
ED E g P!

formoterol 6 mcg/puff inhaler

[Z3Con formoterol 6 meg/puff inhaler (1 cap, inhalation, gl2h, drug form: cap)

[Z3Con formoterol 6 meg/puff inhaler (1 puff, inhalation, BID, order duration: 30 day, drug form: inhaler, dispense qty: 1 inhaler)
(Z3Con farmoterol 6 mcg/puff inhaler (2 cap, inhalation, ql2h, drug form: cap)

formoterol 12 meg inhalation powder

formoterol 12 mcg/puff inhaler

formoterol 12 meg/puff inhaler (1 cap, inhalation, ql2h, drug form: cap, dispense gty: 60 cap)

formoterol 12 meg/puff inhaler (1 cap, inhalation, ql2h, drug form: cap, dispense qty: 180 cap)

formoterol 12 meg/puff inhaler (1 puff, inhalation, BID, erder duration: 30 day, drug form: inhaler, dispense gty: 1 inhaler)

formoteral inhaler

B & innndele - inhaler (2 puff, inhalation, BID, erder duration: 30 day, drug form: inhaler, dispense gty: 1 inhaler)

= hasndedaadassiadl g, inhalation, BID, order duration: 30 day, drug form: cap, dispense gty: 60 cap)
formoterol inhaler (24 mcg, inhalation, BID, order duration: 30 day, drug form: cap, dispense qgty: 60 cap)

formoterol inhaler device

“Enter” to Search

ED-UrbanMurse-Fatimah¥, Fatimah - 760000461

7. A pop-up window appears. Select (None), as no options match Fatima’s regimen.

. Order Sentences EI

Order sentences for: formoterol (formeterol inhaler)

@IQ order duration: 30 day, drug form: cap, dispense gty: 60 cap

24 mcyg, inhalatien, BID, order duration: 30 day, drug form: cap, dispense gty: 60 cap

Reset [ ok [ cancel

8. Click Done
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9. Select Formoterol to bring up the details.

10. The inhaler reads “12 mcg, two inhalations qdaily, PRN Shortness of Breath”. Document
this in the appropriate fields using the drop down menus that appear when you click the
fields. Typing the beginning of your desired detail will shorten the list.

11. Click on the Compliance Tab and fill in today’s date using t under Last dose date/time.
12. Click Document History

[E) Document Medication by Hx [ = [ -=-| ]
ED-UrbanNurse-Fatimah... DOB:1993-Jan-09 MRN:760000461 Code Status: Process: Location:LGH ED
Age:25 years Enc:7600000000... Disease: Enc Type:Emergency

Isolation: Attending:Train, GeneralMedicine...

Allergies: No Known Allergies  Gender:Female PHN:107600004..Dosing Wt74 kg

Medication History
Mo Known Home Medications Unable To Obtain Information

Pl Document Medication by Hx

= Add Reconciliation Status

Use Last Compliance ) Meds History ) Admission [ ] Discharge

|@?|0rderName |Status |Deta\|s Last Dose Date/Time |Information Source ‘Complian...|Comp|ianceComm...

o Medication history has not yet been documented. Please document the medication history for this patient encounter.
4 Pending Home Medications

q;f’ methIMAzole Document 10 mg, PO, gdaily, order duration: 30 day, drug form: tab, di...
= e =Bl ) ?
Document 12 mcg, inhalation, gdaily, PRN shortness of breath, refill(s):...

= 5
9 & formoterol (formoter...

= Details i formoterol (formoterol inhaler)

Details]@;' Order Comnii il

Dose Route of Administr... Frequency Duration Dispense Refill
@ 12mcg |0 inhalation |_J qdaily | |.U ‘ = = I L
PRN: | shortness of breath) | v | Special Instructions: ‘ .
1
0 Mizzing Required Details [ Leave Med Histary Incomplete - Finish 1 2 [ Docurment Histary ]I[ Cancel ]
| |
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Click Medication History Snapshot to view the medications you documented.

The patient’s Med History Reconciliation status will now show as complete with a checkmark

v

ABASS], FATIMAH
ABASSL FATIMAH

Allergies: No Known Allergies
Menu L3

Patient Summary

Orders

Nursing Quick Orders
MAR

wand

Documentation =+ Add
Medication Request
Hi

Allergie: + Add

Diagnoses and Problems

Patient Information

Single Patient Task List

MRN:700008504
ENc7000000015814

PHNS
- |4 Medication List

Medication List |Document In Plan

= Add | < Document Medication by Hx | Reconciliation =

Code Status:

Dosing Wt:

& Check Interactions

List [}
Location:LGH ED; ACWR

Enc TypeEmergency
Attending:Provider, Emergency

00 Full screen

@ Print

tus
+ Meds History | @ Admission @ Discharge

o - | - 2

&> 5 minutes ago

View

Orders for Signature
(£ Medieation List

Expand Alll Collspse All

Medioation History Snapshot

(o mhsvist_ ] |

BMorths | [

trea | [ aiviss |

[Order Name/Details

[Last Updated

I| Continuous Infusions

{C|Blood Products

[ Laboratory

[ Diagnostic Tests

I IProcedures
[T|Respiratory

[ Allied Health

[] Consults/Referrals

[] Communication Orders
[ISupplies

["INen Categorized

] Admit/Ts g

[Cstatus 4 30-Nov-2017 12:27 PST - TestUser, Nurse-Emergency

{F]Patient Care & formoterol (formeterol inhaler) 12 mea, inhalation, adaily, 0 Refills) 30-Nov-201712:27 PST]
ElActivity & methiMAzole 10 ma, PO, adaily, for 30 day, 30 tab, 0 Refillis) 30-Nov-201712:27 PST
{7 Diet/Nutsition & salmeterel (salmeterel inhaler device) 50 mea, inhalation, BID, PRN: shertness of breath, 0 Refill(s) 30-Nov-2017 12:27 PST

Related Results

Formulary Details

The patient's Home Medications is also visible on the Patient Summary page.

Click the Refresh button to update the page if the changes are not seen.

ABASSI, FATIMAH
ABASSIL FATIMAH

: No Known Allergies

Patient Summary

Orders

Nursing Quick Orders

+ Add

ledication Reque
Hista

Allergies +
Diagnoses and Problems
CareConnect

Clinical Research

Medication List
Patient Informati

Single Patient Task Li

& Add

PHN

MRN:700008504
Enci7000000015814

- |f& Patient Summary

AN ARIR R 00%

Code Status:

Dosing Wt:

ML I

Disea:

Isalation:

Location:LGH ED; ACWR

Enc Type:Emergency

Attending:Provider, Emergency

T Full se

en

e

ED Summary
or . szgisur

Temp :

HR :

Respiratory Rate :
Sp02: 100

Pain Documented at Triage

Numeric Pzin Score 8

22 | Handoff Tool b

g

Summary

ks

Peripheral Pulse Rate

Assessment

Personal

Favorites

) My Plan Favorites

Documents

Routing:

| No

» Administered (0) Last 24 hours
4 Suspended (0)
» Discontinued (0) Last 24 hours

(0-10) : 2
Respiratory Rate 16 - - Last & manths for all visits w
[ My Documents
Sp02 = = .
ED Screening - Adult - TestUser, Nurse-  30/11/17
Text Emergency 11:01
- - Tk
e G e 2 ] T ™ T
inhalation, qdait, 0 Refils) ey ’
Last 72 hours for all visits w
Hi: methIMAzole 160 mg, PO, qdaily, for 30 | P
day, 30 tab, 0 Refill(s) | ‘ FUIEAES «
Hy: salmeterol (salmeterol inhaler device) 50 ‘ Selected visit L
fog, inkalation, BID, PRN: shortness of breath, 0 Refill ; =7 ascheduled (0) S
= TS 4 Continuous (0)
A 4PRN/Unscheduled Available (0)
W Renew (V%) @ compl esults found
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& Activity 1.11 — Documenting Patient History

Documenting a Social, Family, and Procedure History is not a mandatory task, however,
documenting patient history helps all clinicians and providers get a complete picture of the patient.

Documenting a patient’s procedural history does not replicate the Provider's documentation of a
patient’s medical/problem history.

Select Histories from the Menu.

The patient’s history is organized by the Family, Procedure, Social History, and Implants Tabs.
The Display drop-down options allow you to organize existing information within this section.

The Checkboxes —'on the right side of the screen allows documentation of Negative,
Unknown, Unable to Obtain, and/or Patient Adopted.

ED-UrbanNurse-FatimahW, Fatimah = List i Recent - | [ ERIEHINNN -
ED-UrbanMurse-FatimahW, Fati... DOBE:1993-Jan-09 MRN:760000461 Code Status: Process: Location:LGH ED

Age:25 years Enc:7600000000461 D se; Enc Type:Emergency
Allergies: No Known Allergies Gender:Female PHN:10760000461 Dosing Wt:74 kg Isolation: Atts Train, GeneralMedicine-Ph

Menu L ~ |#& Histories O, Full screen & 1 minutes ago

Patient Summary
ahent Summary Family | Procedure | Social History | Implants|

g Quick Orders

Mark. all a3 Reviewed

Family

* A [ Mody IDlspIay Condion Vien . I IDNegative ] Unknown [ Unabls to Oiksin DF‘atientAduptedI

Condtion + [

Single Patient Task List

Fatimah reports the following history:
e Her father has Type 2 diabetes
e She had her tonsils removed when she was 11 years old.

e She exercises an hour a day, drinks socially (1-2 glasses of wine with friends) and doesn’t
smoke.
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Add Family History

Click the + Add * % jcon in the Family Tab.

Click the Father column to make the + sign appear next to the Diabetes row.

If you accidentally click in the wrong section, just click in the unshaded side of the column to
remove your selection.

[ Focus Mode w  Add Family Member
Relationship  Father Mother  |randmother (Mirandfather (M3randmother (PGrandfather (P)
Mame
Helth Status El El Ell El El El
B QuickList Q,
B General Family History Q,

Alcohol abuse.
Alzheimer's disease.
Breast cancer.
Cancer.

Colen cancer
Dementia.
Developmental delay.
Diabetes double click for details
Heart attack.
Hypertension.
Mental disability.

Osteoporosis,
Prostate cancer
Seizures

Stroke.
Substance abuse.

Suicide.

Tuberculosis.

- Add Group oK Cancel
o ]

3. Double-click the family member’'s + sign to open the Update Family Member window and
enter some additional details in the Life Cycle and Severity drop-down options.

4. Click OK to save this section.

%] Update Family Member - Father ==

" Hide Farrily Member Information

First Name. Last Name: Sex Bith Daie
=l
7| Decease d Age at Death
0
Conditor: Onsetge: Aoz
Comment n

~ Hide Additional Details

Life Cycle: [ == i

[Active | ! - -

Mild
Moderate
¥ Hide Conditional Details Severe

[l Include Al Children

Diabetes meliius due to genetic defect in beta cell function
Diabetes mellitus due to genetic defect in insulin action
betes m iue to

cresic injury
Disbetes melitus during pregnancy. chiidbith and the puerperum
Diabetes melitus in remission
Diahetes mellitus without complication
Ginival disease co-occurrent with diabetes melius

oussay's syndrome:
Secondary diabetes melitus

elitus

Tune 7 dishetes melins

4 | .
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Document Surgical History

1. Click the Procedure Tab and click the +Add * #* putton.

2. Type Tonsillectomy in the yellow *Procedure field and click the Search 18 icon.

- | Histories

Procedure | Socil History | Implants

T Full screen

¥ 4 minutes ago

Procedues

Procedurs Last Reviened Procedure Daie (@]

Provider Comments

Tonsilectomy| I:\FleaText [ Free Text

TTEPiE] % Age Ao Date Date

0 -] [ ==

Location

[ Free Tent

W Up (4 Home <7 Favorites ~ Folders

Cancel

21 ED NURSING

Clicking the Search icon next to mandatory fields ensures the data entered is properly

coded in CIS.

The Common Surgeries and Procedures folders in the lower half of your screen can be

customized for ease of use.
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1. The Procedure Search window opens.

From Fatimah’s description, she had a Tonsillectomy and adenoidectomy.

Select this procedure and then click OK.

a. When searching for a procedure, there are assistance icons available. These functions
are useful when taking verbal history or a patient is unsure of a procedure’s details.

7| Procedure Search
*Search: Tonsillectomy Starts with  +  Within: Terminclogy «
[ Search by Name ] [ Search by Code ]
Terminology: | SNOMED CT E] Terminology Axis: | <Al terminology ax E]

ny\hewiynonym ¥z Concept Family k‘MultiAxia\ %Crossl\t‘lapping |

|Term - ‘Code |Termino\ogy |Termino\ogy Pods
Tonsillectomy 268434012 SNOMEDCT  Procedure
BIETECTomy BT 26567608, SNUMED T T Fr 1 FIrang
3 “onsillectomy and adenoidectomy SNOMED CT
OISOy e 0T 0RO DA SNOMED T T FFT Ry
Tonsillectomy planned 284207019 SNOMEDCT | Context-depend...
Tonsillectomy planned 21F1FD46-4AB1-.. SNOMEDCT  IMO Context-dep.
Tonsilectomy sample 452546013 SNOMEDCT | Specimen
Tonsillectomy with adenoidectomy 48410019 SNOMEDCT  |Procedure
Tonsillectomy with adencidectomy SCBF3DAF-61F4-.. |SNOMEDCT |PFT Finding

|

4. Returning to the Histories page, enter 11 in the Age section.
5. Click OK

- Procedure | Social History | Implants

Tonsilectomy and adenoidectamy [ Free Test [ Free Test

Display &3 iy Date “ear
Tonsillectomy and adenoidectamy 4 Al ears ~ 2002 :

Lacation
[T Free Test

Procedures
Procedure ‘Lasl Reviewed Procedure Date | .Dl
*Procedure Provider Comments
-

O & Add New

] [ Cancel ]
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Document Social History

Select the Social History Tab and click the + Add button.
Fatimah mentioned that she exercises daily, drinks a few glasses of wine with friends, and does

not smoke.

1. Fill out each component. The + # or — = signs open and hide sections.

2. Once you have completed filing in these sections, click OK.

Physical Activity Consult

activi
seled to modify physical activity

Sleep number of hours per night

Education About Screen Time

= Tobacco
Us Tobacco use per day:
Type:
Number of years:
Total packyears:
P More
= Alcohol

. Frequency:  Occasional Use

Comment:

- Comment:

ABASSI, FATIMAH -
ABASSL FATIMAH

Al Vises
Akohol; Details
Exercae: Details
Tabacco: Details

Favartes

1 My Plan Favorites

Lzt & manths for ol vists we

Testser, Nurse Emergency
Testiusar, Nurse-Ememgency

¥ Administered (0) Last 24 hours

4 Suspended (0)
b Discontinued (0) Last 24 hours
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# Activity 1.12 — Rescheduling and Uncharting Medications

Fatimah went for imaging and you have to reschedule her medication:

1. Inthe MAR screen, right-click the [Medication].
2. Select Reschedule This Dose.

Scheduled
Unscheduled
PRN

Future

Continuous Infi

01-Dec-2017
22:00 PST

01-Dec-2017
10:00 PST

01-Dec-2017
09:40 PST

01-Dec-2017
09:37 PST

Medications

2g NOW
Mot previously Not previously
given

2 g, IV, ql2h, drug form: inj, first do:
start: 01-Dec-2017 09:37 PST
cefTRIAXone

Order Info...

Chart Details....

Quick Chart...

Chart Done...

Chart Not Done...

Lnchar

2 | Reschedule This Dose...

LaST gIVen:

0-Nov-2017
[11:13 PST

lidocaine (lidocaine 1% inj)

15 mlL, IV, as directed, drug form: inj, start:
01-Dec-2017 10:00 PST

Mix with equal parts sodium chloride 0.9% ...
lidocaine

T —
] PRN
acetaminophen

325 mg, PO, g4h, PRN pain, drug form: tab,
start: 01-Dec-2017 09:30 PST

Maximum acetaminophen 4 g/24 h from all 5.
acetaminophen

Temperature Axillary

Temperature Oral

Mumeric Pain Score (0-10)

e PRN 50 meg
fentanyl (fentanyl PRN range dose) Mot previously
dose range: 25 to 50 meg, IV, glOmin, PRN given

pain, drug form: inj, start: 01-Dec-2017 09:30
PsT

fentanyl
Respiratory Rate
(5 PRN 400 mg
ibuprofen Mot previously
400 mg, PO, once, PRN pain, drug form: tab, given

start: 01-Dec-2017 09:30 PST
ibuprofen

Temperature Axillary
Temperature Oral

adB PRN ==

i PRN range dose) Mot previously

Therapeutic Class View
Route View
Plan View
Taper View

dose range: 2 to 5 mg, IV, g10min, PRN pain, given
drug form: inj, start: 01-Dec-2017 09:30 PST
morphine

Respiratory Rate

Discontinued Scheduled I

3. A pop-up window opens. Selecting Yes will reschedule only this dose. Choosing No will
reschedule all future administration times.

Click Yes.

Reschedule dose only or reschedule all future admin times @

Rescheduling this dose will only affect the selected dose and will not

$ affect other future scheduled doses for this order. Do youwant to
continue to reschedule this dose only or would you like to reschedule
all future admin times?

Select 'Yes' to continue to reschedule this dose.
Select 'Ne’ to reschedule future admin times.
Select 'Cancel' to cancel rescheduling.
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4. Enter the Rescheduled date and time and Rescheduling reason.
5. Click the OK button.

[BE) Reschedule ceftriaxone for PYLON, MONTY  [23s]

Currently scheduled date and time

01-Dec-2017 22:00

Rescheduled date and time

0L-Dec-2017 :E| 2200 =l psT

Rescheduling reason

:
5 QK Cancel

The medication task will appear at the later time on the Medication Schedule Table.
1. Document the reason for uncharting using the free text field.

For the purpose of this activity, document “Wrong chart” in the Comment section.

2. Click the green Checkmark ¥ icon to sign.

Unchart) - PYLON, MONTY [l
4 a K]

*Performed on:  (1-Dec-2017 0951 = PsT By: TestUser, Nurse-Emergency

Uncharting this form will change the status of all the results associated with this form to 'In

L Error’

Comment:

rong chart selected, same order given for different patlent.|

The erroneous entry will be changed to *In Error and the task returned to its original scheduled
date and time.

Double-clicking the *In Error field will bring up a Result Details window where information about
the charting error details are available.

[ PRN
acetaminophen

325 mg, PO, g4h, PRN pain, drug form: tab,
start: 01-Dec-2017 09:30 PST

Maximum acetaminophen 4 g/24 h from all s...
acetaminophen

Temperature Axillary

Temperature Cral

Mumeric Pain Score [0-10)

325 mg
Last given:
30-Mov-2017
11:13 PST

*In Error
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3 Activity 1.13 — Add a Telephone Order

The physician calls to order a Chest X-Ray for Fatimah, which you must now enter into the chart.

From the patient’s chart, open the Patient Summary screen.

Under the New Order Entry component, type XR Chest in the search field and a drop
down menu with associated orders will appear.

3. Select XR Abdomen 2 Views and Chest 1 View from the list.

4. Click the Orders for Signature Inbox.

ED Summary E] | Handoff Tool 2 ‘ Summary 52 | Assessment B ‘ +
Triage Documentation & [ vital signs & [ Flagged Events (0)
Selected visit Last 72 hours for ol visits w Last 30 days for the selected visit
[ s o \ = [T s e |
- Temp - 368 -
Problem List o W1/17 1058 New Order Entry ()
P — - = 120177 Inpationt
Home Medications (5) o 1717 1409
Al isits HR - %0
wuem oo xR cne ¥
Hy: ASA (ASA Daily Low Dose 81 mg oral delayed release tablet) 1 fah, 0, ~ »
adsily, 0 Refil(s) Peripheral Pulse Rate = Ti10 =
formoterol (formoterol nhaler) 0 7671 R XX Chest Immgretion
Hx: formoterol (formoterol inhaler) 0 efi/(s;
Respiratory Rate - 19 - XR Chest PH Probe
Hx: methIMAzole (methimazole 10 mg oral tablet) 0 Rel(s) I YR Chest Staff
Hx: NIFEdipine (NIFEdipine 10 mg oral capsule) 1 eap, PO, TID, 0 Refills) sp02 - 00 -  XR Chest B |
H: salmeterol (salmeterol inhaler device) See nstructions, 50 mcg inhalation W17 10:58 YR O e Exposire
as directed, 0 Refills) -
abs 1
‘ ¥ Renew | ‘ @ CancelioC ‘ ‘ @ Complete ‘ ! =
Last 72 hours for all visits v s
Routing: | sz || [ Mo Type A Dase/Time
‘ No results found ‘ ED Patient Summary TesteD, Nurse Emergency3  30/11/17 15:10
Sodial History (2) o ED Screening - Adult - Text TestED, Nurse-Emergencyl  20/11/17 15:52

ED Patient Summary TestUser, Emergency-Physician, 22/11/17 15:27
ED Screening - Adult - Text TestUser, Nurse-Emergency 21/11/17 09:37
i ED Triage - Adult - Text TestUser, Nurse-Emergency 21/11/17 09:37
ED Triage - Adult - Text TestUser, Nurse-Emergency  21/11/17 09:37

‘ No results found ED Patient Summary TestUser, Resident 20/11/17 15:54

5. The Orders for Signature window will open. Click Sign.

Orders for Signature (1)

Di: ic Tests

XR Abdomen 2 Views and Chest 1 View

Sign Save Modify Cancel
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The Ordering Physician window opens asking you to identify the details.

As above, the option of Order or Proposal are given. Selecting the Order option makes orders
immediately active. Proposals are Nursing suggestions the Provider can accept or reject and are

not active until signed by a provider.

Imaging tests are automatically Orders.

6.

Enter the Physician name

If the name is unique, it will fill in as you type. If multiple matches are detected, click the

Magnifying Glass to select the provider's name from a list.

Select Phone for Communication type.

Click OK.

9.

[B) Ordering Physician ==

071-Dec-2017

Order Date/Time

“Communication type

3E| 018 2 psT

Phone
Verbal

Electronic

No Cosignature Required
Cosignature Required
Paper}Fax

g - |

If details are missing from the order, it will not process until they are filled in.

Click 1 Missing Required Details [ 1MisingRequied Detail | ot the bottom of the screen.

10. On returning to the Order Details screen, fill in the Reason for Exam as Rule out

Pneumonia.

11. Next, change the *Priority of the exam to STAT.

12. Click the Sign button.

Detaits | [ Order Comments |

» Details for XR Abdomen 2 Views and Chest 1 View

*Requested Start Date/Time: 01-Dec-2017

= PST

*Reason for Exam: ‘Trauma

Provider Callback Mumber: ‘

pregnant: (T Ves (Mo

Special Handling: |

Other Reason for Portable: |

*Priority: | STAT

Special Instructions / Motes to Scheduler:

m

Transport Mode: |

If Portable, specify reason: |

CC Providerl: |

EI 0 Missing Required Details | Orders For Cosignature
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The order status appears as “processing”.
Click the Refresh icon to update the order status.
It should now display as Ordered (Exam Ordered).

Review the order status on ED LaunchPoint by hovering over the Radiology # icon. The bar
under the icon shows the order’'s completion status.

ARABIAA 0 -84
(o2 | [ myruens T resiory | ccso | sce | wime | e | Tome | R Tt e Emergency | =~
er A = My Patients Department
Show: [ Critical Labs/VsS )WR [ Hide Empty Beds Cwrrent: 3 Last Hour: 1 Today: 1 WR: 28 Prearivals: 1 Curent: 44 Last Hour: 3 Today: 6 Median LOS: 24 hrs 27 min -~

o o v . » - [ (=4 # V & o
» EDTESTDEMO, TRIAGE shortness of breath I r) Eval I Progress
row . a ¢ &
) EOTESTSMITH, J0€ ead injury (2), ered hos of consciousness 6CS 10-13 NC111 ‘ n
= |- s N - I - | s w ma s owm ow |8 £ 0 0+ & B
(3030 Dysuria (2)/possibl i ‘tract infection and fe r, looks itic GUD... Eval in i
1914 |- o Lo e vesstiewinary EEEEESS v | um s w i . @ B i progrss
wu o —_— = =
MHDEMOSEVEN, DON... -
from a
IAC,mZ oiz44 I""""‘m"""””"' o w " v  mps om % s wm | - i 4+ @ o J sdnees
PITPRACTICE, FIVE Wack trauma (2), high rsk mechaniem: and)or moderate repicatory ... o P a
It\mne s o - I - | s w s o w o on |ew £ a i
“PITTHREESMITH, BE... Suicidal (2), attempted and uncertain flight or safety risk MHO11; Hallu... Jﬂ [
mﬂ i a [ B choe ¥  jmps e w0 1w w0 # s i i = 2 _J:
3 - vickdal ideation (3, plans and scoess Ml
ACWR PN . PITTHREESMITH, BE. Suicidal ideation (3), plans and access MHO12 - m s . . - Io N & a J -
Certfied 61y F > = -— - R
I - oy PIOF a2}, bt igh ik mechanism o nkry andfor hemody... o Lo . . w I‘, P | & Evalin Progress

PCS] local swellw 3)/redness, rule out cellulitss, looks unwell SKD81
DTU,01 3 PPosTESTBOR o . s/ ® % w prasmaned

IANICE : Major depression; Anxicty; Borderfine schizophrenia; Diabetes: An... X X . e 1 a agea
PSV(HAD] e o v 120/80 ™ 368 18 100 50 Ii’ 13 U= @ . i BEED
ACWR s | | FYRON, MO o o Ip s # &| @ Balinpogss |
anym @0 b =
. Unkmown, Mate e Order tome ote Tane Stats =g
RESUS, 101 XR Abdomen 2 iews and Chest 1 01/12/17 Testuser, Emergency Physcian,  Exam
[ ToEs i et £ 020
Ty Lower extr 3), obwious deformity 00052; Direct referal to... T
oo ORIy e iy ey 3, s ey 012 Dt ks % 7 % o= wJewf 1 L &8
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Patient Scenario 1 Summary: Key Learning Points

Activity 1.1 ED LaunchPoint Multi-Patient List Overview

The ED LaunchPoint Multi-Patient List functions as a tracker for all patients in the ED

Much of the information you need about patients is available from ED LaunchPoint

Filter using Zone Tabs, the View menu or Show checkboxes

Click and hold the vertical row of dots beside each section of icons to rearrange the Toolbar
Each column in ED LaunchPoint contains important information

Alerts are found in the Room column (colours and text) and patient information column (as icons)
ED LaunchPoint shows associated Providers and Clinicians, as well as orders’ status at-a-glance

Patient disposition and documentation status are also easily viewed

Activity 1.2 Check-In

——

The menu icon leads to opening the Provider Check In window

The Provider Check In window allows quick information entry relevant to the user’s role

Sections marked with an asterisk* identify mandatory fields

Activity 1.3 Customizing ED LaunchPoint

The ED LaunchPoint Multi-Patient List is used to track patients in the ED
You can customize the Multi-Patient List view by navigating the tabs at the top of the page
The Multi-Patient List can be further customized by using the drop-down view options

In addition, you can choose to show patients who have Critical Labs/VS, are in the WR
(Waiting Room), and Hide Empty Beds

Activity 1.4 Establish Relationship

Relationship must be established to view patient information and patient orders
Click in the Assignment column to the right of a patient’s name to Assign yourself as a clinician

An abbreviated notation of the assigned clinicians’ names will appear in the Assignment column
beside the patient’s name
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An abbreviated notation of a clinician’s name will appear in the Assignment column beside the
patient’s name

Hover over the abbreviated name will show more details about the associated user

Using the same steps will allow you to Unassign from patients

Activity 1.5 Patient Chart Overview

The Patient Summary page pulls information from other areas of the chart into one place to view
The Banner Bar highlights important, at-a-glance information you need to know about the patient
The Menu list displays different areas of the patient’s chart

The tabs at the top of the Patient Summary page organize viewable content based on activities

The Refresh & button updates your page to ensure the most recent information is available
Navigation Icons search specific text, change the magnification, and return to the Home screen

Components in the Patient Summary page organize patient information based on clinical topic
areas

Activity 1.6 Conduct Nurse Review

Single Patient View provides a quick way to review orders

&’

The glasses icon demonstrates orders requiring Nurse Review

Activity 1.7 Medication Administration Record (MAR) Overview

There are three ways to navigate to the MAR. Choose what is easiest for you

The Medication Schedule Table functions the same way as a paper MAR

Most medications have associated icons (ie. STAT orders are indicated by 3)

Activity 1.8 Chart Medications

There are different ways to document medications

The Medication Administration Wizard is barcode scanner compatible

IV minibags you mix will not work with the barcode scanner

Double-clicking in the time column for a medication will open the Charting Form

Once you have completed the Charting Form, the medication will show as Complete
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Activity 1.9 ED Nursing Quick Orders: New Order Entry

Nurses may enter verbal/telephone orders when providers are unable, though this practice is
discouraged

Access to ED Nursing Quick Orders is through the Patient’s Chart

Any orders not appearing in a component can be searched out using the New Order Entry
component

Activity 1.10 Best Possible Medication History (BPMH)

Access your patient’'s Medication List from the Menu on the left side of your patient’s chart.
Use the Document Medication by Hx button to enter your patient’s home medications.

The Search bar will autofill as you type the medication name. You can select from the drop-down
list that appears or click enter to search for an appropriate regimen.

Add additional details such as dose, frequency, and compliance in Order Details.

Documented home medications appear in the Medication History Snapshot and the Home
Medications component of the Patient Summary page.

Activity 1.11 Documenting Patient History

Patient history is organized by Family, Procedure, Social, and Implants

The Checkboxes on the right side of the Histories screen allow you to quickly document a lack of
available history (i.e. No history or unable to obtain)

The +Add button lets you document your findings

Clicking the Search (binoculars) icon ensures all entered data is properly tracked in the system

Activity 1.12 Rescheduling and Uncharting Medications

Right-clicking in the MAR allows you to reschedule, unchart, or modify medication administration
Medications can be rescheduled once or every time following, be sure to choose the correct option
Uncharting is a way to show erroneous entries

Uncharted medications will still appear in the MAR, but will appear *In Error

Additional data on an uncharted item can be found in the Result Details
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Activity 1.13 Add a Telephone Order

Search for orders using the New Order Entry search box on the Patient Summary screen
“Order” will be active when complete, “Proposal” needs a physician signature to activate
Orders will not be filled until all mandatory fields are completed

Any nurse-initiated orders will be sent to the physician for a co-signature
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W PATIENT SCENARIO 2

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

Write a pre-arrival note and attach it to a patient chart
Use ED Quick Reg to enter a patient into CIS
Triage a Patient

Use the Interactive View (IView) and Ins & Outs: Patient Charting (IView) to document
assessments

Enter Nursing Quick Orders
Chart procedural sedation

Document lines, tubes, drains and infusions using IView

SCENARIO

Monty Pylon is a 41 year old male who accidentally slipped and fell down a flight of stairs onto a
concrete pylon.

Due to the fall, he sustained a blunt force injury to the chest. Monty’s wife called 911 immediately,
reporting the patient had lost consciousness for about a minute.
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3 Activity 2.1 — Pre-Arrive Your Patient

The paramedics call the ED while on route and give a brief report of the patient. The following
process replaces written notes, books, or other method of recording incoming patient information.

You will document this incoming patient as a Pre-Arrival. Documenting a Pre-Arrival is not a
mandatory activity. Using the Pre-Arrival function is a tool you can use if you chose.

1. Starting from the ED LaunchPoint Multi-Patient List, click the Add Patient . *2 | icon and
select Add Prearrival.

2. A PowerForm window will open. This PowerForm is for Pre-Arrival, where information
about an incoming patient can be documented.

PowerForms are electronic versions of common forms used by hospital personnel. Access

PowerForms at any time by clicking the Ad Hoc B¢ button in the toolbar.

ED LaunchPoint
. Pre-Anival Form o (=]
C-A Testliser, Nurse-Emergency | =
Aelering Saurce LestHame Fist Hame hge  Gendar Room ssigmest
-  Prefmival 0] -
[[]#ide Empty Beds Estmaled Dafe Estimaied Time: lay: 5 Median LOS: 1 hrs 59 min
Bt [z
My Patients Preserfing Problem
I.Ac,g:JQ 170:15 f_?gmc"m’“;"'; o € | & =
g - S | Puse Rep  SEP DB Sas 02 Pan Tenn Weigh  Glcoss L —] &
Unassigned
AG,201 oz [ PTTTHIRIVINOVRLL. || ooq Swcke  CPRinProgess  Tiouma Team Acfvain u Unassigned
Tsolation ¥M &0 =
CSTEDHONG, BRAVO Unassigned
FA,506 59 aym @@ | EHSiterons | ¢ d i @
CSTPPTEST, EMMA Assign
PPCSTIEST, B0B Unassigned
=
Db1U01 ﬁ S5H M Other nfomion
Provi .
AC,203 pHCCPITFORTYCUNN.. | [ProvideriReferral info: .| # Unassigned
AC203 62y M ] —
CSTPRODMI, STTWOL... N g Unassigned
. 216:35| . : - Z
AC,218 M [Nursing/EHS Additional Info: I : g:\‘ P
Cancel

Use the italicized patient information provided below to complete the Pre-Arrival Form.

Areas highlighted in yellow indicate mandatory fields that need to be populated before completing

the form. Non-highlighted areas are not required.

Last Name: Pylon
First Name: Monty
Gender: Male

Presenting Problem: Fall resulting in blunt force chest injury and elbow laceration.

Click OK when done.
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3 Activity 2.2 — Incoming ED Patient: ED Quick Reg

The responsibility for ED Quick Reg varies from site to site. It is important to know this procedure
in case you are ever called upon to perform it, regardless of your role.

The paramedics arrive with Monty Pylon. Use ED Quick Reg to put Monty in the system:

1. Starting from the ED LaunchPoint Multi-Patient List, click the Add Patient @ icon and
select ED Quick Reg.
2. A pop-up window will prompt a Person Search.

Though you might typically enter a patient’s PHN, for the purposes of this learning activity
you will enter some basic demographics.

Input Monty’s first name, last name, and date of birth. The patient informs you his birthday
is June 30, 1976.

Click Search.
3. If Monty has previous encounters in CIS, the information will populate and you would select
his name and click Add Encounter.

For this scenario, you find Monty does not have any previous encounters. Select MPI
Search.

[ vide Empe|

BC PHN [N persons found from the MFT Search

CSTPRODML, STTW| [+] Unassigned
219:19
AC,218 - Pt o — 218:56 ]
inTi,302 [ENEN . csTEDDEMO, GI a =
INTK.302 72y M Last Mame: — Z
INTK,301 CSTEDDEMOSTONE R a PR
INTK.301 ATy M — o
. cSTLearn, Ruraled] | nop Pre-Arrival L
PreArrival - . =5 i 008

RESUS,10:

Postal/Zip Code:
AC,202

Ay Phons Number

AC,204

AC,205

AC,206

AC,207

AC,210

AC,211

AC,212

AC,213

AC,215
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4. The External Master Patient Index (MPI) pop-up message will populate with search
results identifying “No candidates found.”

The MPI is a province-wide list of all PHNs. The training system does not allow access to
this list, so no candidates will be found. In reality, any patient with a PHN would appear on
this list, and you would Add Encounter. Out of Province or Foreign patients would not
have a PHN, so you would follow the procedure in this book.

Click Close and you will now be able to click the Add Person button in the Person
Search window.

34 External MPI o |5
MPI Search Results Information

The system received the following error from the external MPI system.:

No candidates found. Please refine your search. [FC.0.0018.0]

Close

5. An External MPI window opens to Request PHN. Again, mandatory fields are highlighted
in yellow. Enter the details as provided.

Select Submit when done.

6. The ED Quick Reg window will populate. Enter the mandatory patient information.

Click Complete.

7. A Document Selection prompt will appear asking to print patient documents.

Choose which documents and labels to print or choose to print nothing in this window. It is
possible to access these documents at a later point in time if needed.

For this activity choose to print nothing.

% Document Selection @
Document Printer Copies
Armband Label lgh_cst_t2 1
Lab Blood Specimen Label Igh_cst_t2
Lab Mon-Blood Specimen Label | lgh_cst_t2 1
FPHEA Faceshest Igh_2flreopyrm_1 1

I|:| Do nat print documents I Edit
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Monty Pylon is now in the Waiting Room in ED LaunchPoint.
A key icon =® appears in the Status Column indicating the patient needs full registration.
If you are at a rural site and registration is part of the work that you do, you will learn about

registration in CIS in a different workbook.

Currently, Monty appears on ED LaunchPoint twice — once as a PreArrival and the other in the
Acute Waiting Room.

Notice patients with similar names have their names italicized. This way, users are visually alerted
to patients with similar names to avoid charting on the wrong patient.

ED LaunchPoint

BN ARIR A% - O0F
[__my Patients Resus/DTU | AcutefINTK | Acute | INTK | FA [ Trage | WR | TestUser, Nurse-Emergency | =+
View My patients T
Show: [ Critical LabsiVS IWR [ Hide Empty Beds Current: 2 Last Hour: 0 Today: 1 WR: 25 Preamivals: 1 Current: 39 LastHour: 1 Today: 15 Median LOS: 13 hrs 21 min a
Roon L0s Patint Information EDMD MLP RN | Potient Detais «  TER o wr [
PYLON, MONTY Triage
ACWR 04:14 a1y m 9 2 T
. PYLON, MONTY Fall resulting in blunt force chest injury and elbow la... Pre-Arrival
PreArrival ETA 00:00
Respiratory distress (3), mild/moderate RC112
ACWR 5 CSTLEARNING, DEMO... piratory. 3), / 6.9 16 % 75 £ a5 [} a J ]
80y M fe 3 - —_— — E=3
) CSTPRODOSSYSTEM, .. e Triage
ACWR 055 > % I 5 - i
CSTSNWINDU, STMACE a
ACWR ﬂ asym o I 2 = 2332
R 4830 DONOTUSELEARN, K- (o 'sar E Cough and fever (2), looks septic ID010 e H @ FYE| in Progress
86y F o 03:25
“ Chest trauma (1), blunt, severe respiratory distress... i
ACWR DONOTUSELEARN, M... | uri o m (), t, piratory. 5 ™ I N i @ gyal in Progress
WSBC 4y M o] — 03:42
PRODBC_ TEST.EDNURSE Thursday, 30-November-2017_13:28 PST]
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& Activity 2.3 — Attaching a Pre-Arrival

You will now attach Monty Pylon’s PreArrival to his associated ED Quick Reg: This saves on
duplicate documentation and creates a clear history of Monty’s arrival to the ED.

1. Right-click on the name of the patient you ED Quick Registered. This will be the Monty
Pylon in the ACWR. Select Attach PreArrival.

ED LaunchPoint

L) = % Jw00% - a
[ my patients Resus/DTU_ | Acute/INTK [ Acute | INTK [ FA | Trage | WR | TestUser, Nurse Emergency | =~
view: My Patients Department
Show: [critical Labs/vs MIWR [ Hide Empty Beds Current: 2 Last Hour: 0 Today: 1 WR: 25 Prearrivals: 1 Curent: 39 Last Hour: 1 Today: 15 Median LOS: 13 hrs 21 min -~
Patient Informatio 1
PYLON, MONTY Triage
ACWR LEURE A Patient Summary 2 e
View :
. PYLON, MONTY Nursing Quick Orders sulting in blunt forc chest injury and elbow la... Pre-Arrival
PreArrival M v MAR

ETA 00:00
Orders Profile

CSTLEARNING, DEM( atory distress (3), mild/moderate RC112
ACWR 45:40 | oy M Results Review 369 16 1] 75 I & 15 ) a .’

doff Too
ACWR 03:55 jvs»rnpnonossv 1 | attach preamval 2 I s e Triage
y

Request Event

Start Event y
CCSTSNWINDU, STMA by
ACWR 25:23 Complete Event » I 2 a 343
45y M =y 23:32
Set Events
520 “DONOTUSELEARN, | hssign/Unassign Others and fever (2), looks septic ID010 0 H @ Eval in Progress
86y F Patient Summary Report 5
P Discharge Process trauma (1), blunt, severe respiratory distress...
ACWR DONOTUSELEARN, 1.... " Fard® P o R (1), blunt, piratory 55 L6 I B i & Eval n Progress
WSBC 4y m e 4

PRODBC TEST.EDNURSE Thursday, 30-November-2017_13.28 PST|

2. A window will appear to select the Pre-Arrival to attach to Monty. Select the appropriate
patient name from the Available Pre-Arrivals section.

3. The information you captured during the PreArrival documentation will appear. Review the
displayed information ensuring correctness before attaching.

4. Once reviewed, select Attach. Monty’s name will move from the Available Pre-Arrivals
section to Attached Pre-Arrivals.

5. Click Close when complete.

| Select Pre-Arrival to attach to patient CSTLEARN, RURALEDNURSE =N B |
Attached Pre-arivals Referring Source Last Name First Name tige Gender =
C5TLeamn FiuralEDHurse Male
Fioom Assignment Estimated Date Estimated Time
Fredurival (1] 29-Nov-2017

Prasenting Problem
Fall resuliing in blunt force chest injury and elbow laceration.

m

Pulse Resp =1=1 DEF Sats oz Fain Temp wieight Glucose
4

Auvailable Pre-smivals

GCS Stroke CPR in Progress Trauma Tearn Activation

C5TLearn. RuralEDMuise

EHS Interventions

Allergies

Other Information
Provider/Referral Info: &

MNursing/EHS Additional Info:

5 .

If you cannot find your PreArrival or ED Quick Reg patient, click on the All Beds tab and select
the WR box as the patient may not appear until the “WR” box at the top is checked.
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After successfully attaching the PreArrival to the ED Quick Registered patient the PreArrival
will disappear from the ED LaunchPoint screen.

The information is now combined into the Quick Registered file; you can select Close and begin
the Triage process.

Remember to clean up pre-arrivals that do not get attached per your facility policy, as the lists
will become cluttered over time.
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& Activity 2.4 — Triage
Monty Pylon has been ED quick registered, and is now ready to be Triaged.
Triaging patients may not be part of your role, but you will learn how to use this functionality.
Always confirm with your Unit Supervisor if you are unsure of your responsibilities.
1. Monty’s name appears on ED LaunchPoint with a “2” marked in the Nurse Activities &
Column.

This means there are 2 activities outstanding for this patient.

2. Click the Task icon  in the Nurse Activities Column.
The Single-Patient View, a summary window of the patient’s information, will open.

The Single-Patient View allows you to quickly access documentation, overviews of
outstanding orders and tasks, and notice any alerts without having to open the patient’s
chart.

You can also access the Single-Patient View by clicking the white space around the
patient’'s name.

ED LaunchPoint

) &, # | 100% . o
[I][ My Patients Resus/DTU | Acute/INTK | Acste | INTK | FA | Trage | WR |
U= My Patients Department

show: [ Critical Labs/VS IWR [ Hide Empty Beds Current: 3 Last Hour: 0 Today: 0 WR: 29 Prearrivals: 0 Current: 45 Last Hour: 0 Today: 4 Median LOS: 10 hrs 47 min

Room Los Patient fo tio EDMD MLP RN Patient Details 4 BP HR TEMP RR 0z WT (c]
PYLON, MONTY P
73:41 /
PEE - +: [ oo E1 &2 W s % @ o
Dx: Major i Anxiety; line schizoph...
PSYCH,401 f2g 5;:0:) SHIEIpIRTES i . e v 120/80 70 36.8 18 100 50 I & n| ¥ i b
RESUS, 107 [N ) prrieracrice, Four - o Malor traunia (2), blunt, high risk mechanism of inj... 28712 o . o @ I é 2 & i
No Visitors a7y F G@ = =
' PITPRACTICE, FIVE Neck trauma (2), high risk mechanism and/or mods... I &
AC,206 116:33 H per O’ H u 133/15 8 19 100 70 & 13
ACWR IPPHYTWO, DOROTHY Hypertension (3) (SBP 200-220 or DBP 110-130) ar.. E
3 180/58 70
Poss. Septic o8y F e}
Dx: DIABETES INSIPIDUS
ACWR foT7Y PY [PPHYONE, JANE 120/80 70 20 92 70 E i
76y F o =
EDTESTSMITH, JOE Dx: CONCUSSION; Head injury I & i e
96:42 - 33/15 88 36.2 18 100 80 27
RS o< |- [ - A @ 13y . P i
EDTESTDEMO, TRIAGE shortness of breath I &
-0 [l .3 @ k4
. Cut leg doing yard work on weekend Reason for Vis...
/ DEMARCO-LEARN, MU... [ g doing y: \ 86/58 o - I .
Poss. Septic 49y M e}
b CSTSNWINDU, STMACE H
45y M o}
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3. Monty Pylon reports he recently returned from Addis Ababa, Ethiopia three days ago.

When you select Yes, patient in the Travel Outside Canada last 30 days, a new window
will appear asking for details. Fill them out appropriately, and then click the arrow icon © in

the top left.

The travel information you enter here will automatically be pulled into the Infectious

Disease Screening section of your patient’s chart.

. ED Travel History

ey

g% @

ED Travel History .

Location of Recent Travel

[ i
[ &frica-Central

O] africa-East

O] africa-Sauth

O Africarwest

O sia

[ sustralia/Mew Zealand
[l Carbbean

[ Central America

[ china

[ Eastem Euope
O India

] Mesico

[ Middle E ast

[ Ruzsia

[l South Ameica
] Urited States
] westem Europe

»

m

4. The ADE Risk Screen will follow the same procedure. In this case, Monty tells you he has

not taken any medications in the last two weeks.

Click the No button and close the window with o

ADE Risk Screen - PYYLON, MONTYY
olls@

ED Adverse Drug Event Screen

1. Have you taken any medications in the last 2 weeks?

2. Do you either: Have any pre-existing medical problems or have
you taken antibiotics in the past 7 days?

3. Are you 80 or older or have you stopped, started, or changed any
of your medications in the past 28 days?

O Yes

O Yes

ii
z s
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5. Enter vital signs (use your discretion) and select “No Known Allergies” under the
Document Allergies field.

6. Complaint-Oriented Triage (COT) is the standard Canadian triage listing and descriptors
are now mandatory for all ED patients per Health Authority policy.

Start by selecting the 4 &dd icon in this section. Search ‘chest’ in the diagnosis field.

7. Select Chest trauma (2), blunt, high risk mechanism of injury and/or hemodynamic
compromise.

The number 2 represent the CTAS level for this specific item. You will be returned to the
ED Triage - Adult PowerForm.

5 | Diagnosis Search (3]
*Search:  chest Starts with +  Within: | Terminalogy
[ Search by Name ] Search by Code ]
Terminology: | <All terminologies> [ ] Terminology Axis: | <All terminclogy axes> ()

Hm View Synonym = Concept Family EE Multi Axial ™y Cross Mapping

Term ~ [code Teminology Teminology Ads
Chest pain (1) and severe hypotension or shock CV021 003Cv021 coT
Chest pain (1) and severe respiratory distress CW020 o03cvo20 coT
Chest pain (2) and moderate hemodynamic compromise CVI28  003CV28 coT
Chest pain (2) and moderate respiratory distress CV027 oD3cvo27 coT
Chest pain (2), cardiac features CV022 0Dacva22 coT
Chest pain (2). ripping or tearing, non-cardiac features CV030 004Cvo30 coT
Chest pain (3) and respiratory symptoms, looks unwell CV025  004CVO25 coT
Chest pain (3). no cardiac features or history CV023 0D4cvo23 coT
Chest pain (3). resolved, significant cardiac history CV025 003cva29 coT
Chest pain (4) and minor chest injury and minimal/no respiratory... 004CV024 coT
Chest pain (4) and respiratory symptoms, looks well CV026 0D4CV026 coT
Chest trauma (1), blunt, severe respiratory distress and/or shoc... 804TR015 coT
Chest trauma (1). penetrating, severe respiratory distress and/o... 803TR005 coT
Chest trauma (2). blunt, high risk mechanism of injury and/or he....

Chest trauma (2), penetrating (any) TRO06 203TRO0G coT
Chest trauma (3), blunt, low risk mechanism of injury, moderate ... 804TR017 coT
Chest trauma {4), blurt, low risk mechanism of injury, mild pain ... 304TRD18 coT

8. Select OK within the COT section to add Diagnosis.

Be certain that you complete the COT Descriptor, or you will receive a Pending Actions
Exist message when you sign the form.

9. Use the CTAS score from the COT descriptor to assign a Tracking Acuity.

The scrolling function on a computer mouse is not compatible with the system. If used,
previous selections will be altered.

10. Select the Checkmark to sign and complete the PowerForm

You will be returned to the Assessments Tab in the Single-Patient View. The ED Triage - Adult
task should fall from the task list. If it does not drop away, click the Refresh icon in the upper right
corner of Single-Patient View.

Overdue Nurse Activities are marked with a red bar == below the associated task’s icon. The
colour bar below each icon will help prioritize your tasks at a glance.

Page 58 of 139



3 Activity 2.5 — Documenting Multiple ED Nursing Activities

In the next activity, you will build on your documentation skills to complete multiple Nursing
Activities.

Before we get started, take a moment to think of some of the icons you are becoming familiar with
or might recall from your eLearning:

e ED LaunchPoint Multi-patient List = et
e Overdue Activity &

e Nurse Review/ Orders to Review &

o Activities |

e Medications <

o Labs —

A

e ECG =
¢ Radiology s
e Patient Care =

Consult 2 -
Orders for Signature Inbox
Add Order button

Refresh button

PowerPlans %

Orders for Signature
Sign ¥

The next activities required for Monty should be ED Screening-Adult and ED Assessment Adult.

Note: Remember that your unit’s workflow and the patient’s condition will always determine the
order in which your provide care. The order presented here is an example used to build your skills
using this system.
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In the last documentation activity, you were asked to complete only one Nurse Activity. In this
activity, we’ll attend to multiple activities:

1. Click on the Nurse Activities !¢ * icon on ED LaunchPoint.

2. Click the Document all [181'icon associated with ER Screening-Adult and ED
Assessment-Adult. Clicking the checkbox beside the Document icon will select all
documentation activities.

3. Click on the Document button in the bottom right corner of the Single-Patient View.

ACWR PYYLON, MONTYY ACWR X
41y M DOB: 29/06/76 MEN: 700008802 FIN: 7000000016428
& .
ACt|V|t|es Orders > Refresh
Assessments (2) ==
EI Assessments 2 O
ED Assessment Adult 12-Dec-2017 08:18 PST, Stop: 12-Dec-2017 08:18 PST, ED Assessment Adult E ’@
Comments: Order placed due to patient arrival to the Emergency Department
ED Screening - Adult 12/12/17 08:03:15 S|

Close

EI‘ Document (1} |
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4. The ED Screening - Adult PowerForm will open automatically. Enter information relevant
to Monty’s condition based on your clinical knowledge.

5. Review the information you’ve entered and select the checkmark to Sign the document.

D Screening - Adutt - PYYLON, MONTYY =3 EchR ==
[ -. Sl%me s @E

“Performed o 12/12/2017 :E o0s2s 2] psT By: TestUser, Nurse-Emergency

: ;
General Screening Information B

Demonstrates Signs and Symptoms

of the Following Conditions Falls Risk Violence and Aggression Risk Suicide Risk Assessment

] Stioke @ Not afallrisk Mo risk assessed at this time O Document Suicide Risk Assessment
O History of falls in the last 3 morths ] Previous history of violent behaviour
O Use of ambulstory id o unstable gait T Cunert physical aggression of viclence:
O Altered mental status ] Cunert verbal thieats of physical violence Infectious Disease Risk Screen

O Patiert is atallrisk

‘0 DocumentInfeclious Disease Risk Screen

Family History Immunizations Current Domestic Concerns
[© Document Famiy Histo | O s Tl Mane
O No ] Feels unsale at home
Social History O None received ] Injuries
O Unknown T Meglect
|O Documert Social History ‘ O Ot O] i
Procedure History
[© Decunent Pracede Histoy |
Languages Interpreter Called Reason Unable to Obtain Information
Englsh [ Portugese O Ves [0 <] -
] French [ Puniabi
[ Cantonese  [] Russian
1 Farsi O Spanish
] Italian ] Vietnamese
] Japaness ] Other:
[ Kerean
] Mandarin

f

In Progress

In the Clinical Information System (CIS) there are several different ways to sign documentation.

For example, in PowerForms signing-off is done with a Checkmark * . In Orders you click Sign.
These different methods mimic current state and differentiate between clinical documentation
activities.

It is possible to Save and continue with documentation later.
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Once the ED Screening- Adult PowerForm is signed, the system will bring up Interactive View
and Ins & Outs (I & O) section of your patient’s chart to complete the ED Rapid Assessment.

The Rapid Assessment must be completed, or it will remain as an outstanding item on ED

LaunchPoint. This section of the Interactive View (or IView) is intended to document the

Emergency Primary Assessment used in everyday practice.

< - |# Interactive View and I&0

“EHEw/BdHEEx

% ED Adult Systems Assessment
ED Rapid Assessment
Primary Airway Assessment
VITAL SIGNS
PAIN ASSESSMENT
Measurements
RESPIRATORY
Airway Management
Breath Sounds Assessment
Vertilation
Ventilation Assessment
CARDIOVASCULAR
Cardiac Rhythm Analysis
Pulses
Edema Assessment
Pacemaker
NEUROLOGICAL
Cranial Nerves Assessment
Pupils Assessment
Glasgow Coma Assessment
Mental Status/Cognition
Stroke
Seizure Assessment
Dizziness
Headache Assessment
CIWA-Ar
Neurovascular Check
Neuromuscular/Extremities Assessment
GASTROINTESTINAL
Gl Ostomy
GENITOURINARY
Urinary Diversion
INTEGUMENTARY
IncisionWound./Skin/Pin Stte

»

B fter] v [OcCritical [DHigh [Clow [Cl&bnormal  [JUnauth [ Flag @ And @ Or
[Resut [Comments [Fag  [Date [Performed By
3 11-Dec-2017

#F 15:59 psT)

P
. ED Rapid Assessment

4 ED Respiratory

4 ED Circulation

4 ED Neurological
4 Primary Airway Assessment
4 VITAL SIGNS

4 Oxygenation
A4 PAIN ASSESSMENT

m

Notice some of the information you previously documented in the ED Triage Adult PowerForm
has been pulled into your IView documentation.
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To complete the ED Rapid Assessment section of IView, do the following steps:

ED Assessment Adult will automatically open the ED Rapid Assessment fields for
completion.

Use the mouse, tab or arrow keys to navigate through the cells.

In some cases, selecting an option will automatically move to the next field.

Unsaved information appears in purple, indicating it is unsigned. Once signed, the text will
turn black.

Click the Checkmark * to Sign your ED Rapid Assessment.

PYYLON, MONTYY  x Lt | faRecent - | [N -
PYYLON, MONTYY Code Status: Process: Location:LGH ED; ACWR

Disease: Enc Type:Emergency

Dosing W: Isolation: Attending:Provider, Emergency

0 Full screen

~ [Dcritical ElHigh Elew [JAbnormal [ Unauth [ Flag

ED Neurological [Result [Comments  [Flag _|Date [Pedormed By

" 12.Dec2017
Ty 08:32 PST_08:04 PST
[T 20 Rapid Assessment
Do

Patient Airway Status
A etion Ds

etails

< ED Adult Systems Assessment
< ED Adult Interventions:

< ED Lines

< Adult Procedures

<« ED Trauma Ass essment

% ED Procedural Sedation

< Intake And Output

<« Blood Product Adrinistration
<« Advanced Graphing.

o Restraint and Seclusion

Below average range results appear in blue once you have signed your documentation.
Abnormally high results will be highlighted orange and critically high results will appear in red.
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3 Activity 2.6 — ED Bed Assignment

As a CTAS 2, Monty should be seen by a physician within 15 minutes. You direct the paramedics to
take Mr. Pylon to the Resuscitation room, but need to move him in the system. He is currently listed
as ACWR, meaning he is in the Waiting Room. You return to the ED LaunchPoint Multi-Patient List
and walk through the following steps:

1. Review the Room column. If ACWR appears beside patient name, assign appropriate
bed/room to that patient by double-clicking under the Room column beside the patient’s
name.

2. Click the bed from the list and click the OK button.
3. Your patient is now assigned to a bed. The bed assignment you selected should show up in
the Room column next to your patient’s name.

Tip: The numbers shown in brackets shows the number of patients in the room, not the number of
beds available.
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3 Activity 2.7 — ED Trauma Assessment and Documentation
1. From ED LaunchPoint, right-click on Monty’s name and select IView.
2. This opens the Navigation Pane within IView. Select ED Trauma Assessment.

3. Using the text below, complete the ED Trauma Assessment fields. Double-clicking at the
top of a column allows you to Tab through each of the fields rapidly.

ED Trauma Activation:
e Trauma Team Activated: Activation depends on your facility and the severity of the injury.

Clicking Yes on the Trauma Team Activation field will send a task out to call for the
Trauma team if your site has one.

This task could be sent to the Unit Clerk or Charge Nurse to act on depending on your
unit's procedures.

Trauma Mechanism of Injury:
e Prior to Arrival Place of Injury: Home
e Mechanism of Injury: Fall
¢ Injury Fits Reported Mechanism: Yes
e Fall Height: 15ft
¢ Fall Landing Surface: concrete
Primary Breathing Assessment:
¢ Breath Sounds Assessment: Breathing spontaneous
e Breath Sounds Auscultated: Anterior and Posterior
e All Lobes Breath Sounds: Diminished, Moderately decreased

e Breathing Depth: Shallow

When entering a date or time, using the shortcuts t (today) or n (now) will auto-populate the field
with today’s date or the current time, respectively.
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W
5, ED Trauma Assessment
EDT: sk

~ | Interactive View and &0

~Hu PR EEEx

@ ED Adult Systems Assessment
% ED Adult Interventions
@ ED Lines

v Treuma Mechanism of Injury
Primary Assessment

v Primary Ainway Assessment
Primary Airway Intervertions
Primary Breathing Assessment

v Primary Circulation Asssssment
Primary Circulation Interventions

v’ Primary Disabilty
Expose/Environment
Expose/Environment Interventions

Ingision/Wound,Skin/Pin Site
MUSCULOSKELETAL

4 ED Procedural Sedation

@ Intake And Output

« Blood Product Administration
@ Advanced Graphing

@ Restraint and Seclusion

=
4 Trauma Mechanism of Injury
Prior to Arrival Place of Injury
&> Mechanism of Injury
Injury Fits Reported Mechanism
< Fall Height
& Fall Landing Surface
Notification of Child Services
Notification of Law Enforcement
} Primary Assessment
» Primary Airway Assessment
A Primary Airway Interventions
Airway Interventions
4 Endotracheal Tube Ed
4 Tracheostomy Tube Ed
A Pharyngeal Airway 3
A Primary Breathing Assessment
Breathing Assessment
4 Breath Sounds Assessment
Breath Sounds Auscultated
Al Lobes Breath Sounds
Lung Sounds Left
Lung Sounds Right
Left Upper Lobe Breath Sounds
Right Upper Lobe Breath Sound

L)
[Find item)| - [Crtical [ High

| Result Comment
n 30-Nov-2017

Home
Fall

Ves

151t
concrete

HEEA

[}

Anterior an..
Diminished,.

Right Middle Lobe Breath Sou...
Left Lower Lobe Breath Sounds
Right Lower Lobe Breath Sound.

v

4. Once you have entered the information above, click Sign .

If you leave the band you are charting in prior to signing, you will be prompted to save your

work.
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3 Activity 2.8 — ED Nursing Quick Orders: PowerPlans

After completing triage and assessment, you may want to enter orders for Mr. Pylon.

Rural nurses have a different workflow. The on-call physician might not be on site, you would
potentially be juggling to call in nursing staff or, if you are in Squamish, pull nurses from other
units. This activity may not mimic how you do things exactly---the idea is to teach you the skills
you need to get your work done.

In Scenario 1, you placed a single Nursing Quick Order. In this section of the activity, you will learn
to search, select, and modify a PowerPlan .

PowerPlans are a set of orders related to common conditions, similar to Pre-Printed Order Sets
(PPOS) you may currently use in practice. The rules and policies governing your scope of practice
in regards to PPOS are the same here.

Common Orders and PowerPlans are listed in the Nursing Quick Orders screen, however you can
also quickly search for specific Orders and PowerPlans using the New Order Entry Component.

Dr. Hong orders the ED Trauma PowerPlan 3% for Mr. Pylon. He verbally dictates the order to you:

1. From the Nursing Quick Orders band, click on the Frequent Conditions component and
select Trauma. Select the ED Trauma PowerPlan Next, open Sedation-Procedural in the
Critical Care component. Select ED Procedural Sedation (Module) and proceed by
clicking the green Orders for Signature icon.

- |# Nursing Quick Orders I Full screen &> 1 hours 14 minutes ago

#a 2 8 0% - a

Nursing Quick Orders 32| ED PEDS Nursing Orders 2|+ @ =
Venue: | Inpatient  ~|
"~ PowerPlans [) Medications == " Imaging [ New Order Entry olE

» General Orders. » IV Fluids ECG 12 Lead Urgent » XR Lower Extremity Right Inpatient

¥ Triage Adult » ECG ¥ XR Lower Exremity Left |

Critical Care =0 B

Conditions ¥ Code { ACLS

. (LT Public | Share
» Intubation ED Perform Best Possible Difficult Airway/Intubation Please bl iere,|
» Asthma/COPD — Medication History (BPMH) complete process alert

» Cardiac / Chest Pain ey » Allied Health » Equipment/Supplies Disposition =-(5
¥ Neuro / Stroke / TIA 4= ED Procedural Sedation » Injuries. Orders

) Sepsis [ Fever (Module) (Validated) o » Isolation
4 Trauma Procedural Sedation (Module) Discharge Patient T:n, Discharged

54 ED Trauma (Validated) eo (validated) Home without Support Sarvices
Trauma Z Discharge to External Site T:n

The Orders for Signature window will appear. Click on Modify. Modify is mandatory for all
PowerPlans.
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4. The Ordering Physician window appears next.
Enter the Provider's name, and the type of
communication required. As this is a trauma,

select Verbal order. Click OK.

. Ordering Physician

4
rder Date/Time
01-Dec-2017 - E 1018 | psT
*Communication type
Phone
VYerbal

Electronic

Mo Cosignature Required
Cosignature Required
Paper{Fax

5. The Order Details window will appear. Familiarize yourself with this window:

To the left is the View panel where orders are separated into categories. Since you
ordered a PowerPlan, you can see the ED Trauma PowerPlan is filed under Plans.

The right side is individual order choices within the PowerPlan, grouped by type.

Inside the PowerPlan, there are modules, which act like a “Plan within a Plan”, that

is, an order set for a specific problem.

Select Propofol and Fentanyl from check boxes. Next, click ED Trauma (Validated) from the

list on the left.

+ Add | J* Document Medication by Hx | Reconciliation = | 5% Check Interactions

Orders | Medication List I Document In Planl

Reconciliation Status
" Meds History © Admission @ Discharge

L @} = 5 4 Addto Phase- l&Checkmer‘ts IAComments  Start:  Mow E] Duration: MNone E]
=1 Medical e P ‘®%|V | |Cnmponent Status |Dose.‘. | |Detai|s
i rfrnop, ST I ST ED Procedural Sedation (Module) ( ) (Initiated F ing)
: 4 Patient Care
m} r @ Nitrous Oxide Gas Administration PRM, for sedation
4 Medications

3 Orders 5 . [l ketamine 200 mg, IV, as directed, drug form: inj
El Admit/Transfer/Discharge Have ketamine 200 mg IV drawn up f...
A status I [F proPOFal 200 mag, IV, as directed, drug form: inj
[ Patient Care Have proPOFol 200 mg IV drawn up f...
7] Activity v m’ fentanyl 100 mcg, IV, as directed, drug form: inj
| Diet/Nutrition Have fentanyl 100 mcg IV drawn up f...
[H| Continuous Infusions @ To order ketofol, select both ketamine and proPOFol
[ Medications i @3 @ ketamine 100 mg, IV, as directed, drug form: inj
[ |Blood Products ) Have ketamine vial(s) ready at beside ...
[t Laboratory B | EE] @ proPOFol 100 mg, IV, as dir.ected, drug furm:.inj
[F] Diagnostic Tests Have proPOFol vial(s) ready at beside ...
" |Procedures
[|Respiratory
"] Allied Health
[T anculte Refarrale ~

4 T | b

Diagnoses & Problems & Details
Related Results
Variance Viewer Orders For Cozignature [ Orders For Signature ] [ Cancel ]
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Dr. Hong tells you to select the following:

6. ED IV Fluids (Module): Click the checkbox beside the module. A list of bolus and
maintenance fluids will open. Select the following fluids:

a. Plasmalyte (plasmalyte bolus)

Sodium chloride 0.9% (sodium chloride 0.9% (NS) con... You must then choose the
correct order sentence (250 mL/h, IV, drug form: Bag, first dose: NOW, bag volume (mL):
1000) from a drop down menu.

c. Once you have finished selecting the ED IV Fluids details, you’ll need to select the Return
to ED Trauma | # feemte @ Teums teigsid) | 1y ytt01 to get back to your previous window.

Note: Notice how the ED IV Fluids is written in blue now to indicate this component of the
PowerPlan has been modified and is pending your signature. The View panel will now show
modules you have modified for quick access if further revision is needed.

B PYLON, MONTY = =R
PYLON, MONTY DOB:15-Jun-1976 MRN:700008127 Code status: Process: Location:LGH ED; ACWR
Ageial years Enc7000000016059 Disease: Enc TypeEmergency
Allergies: Demerol HCI GenderMale PHN9876478292 Dosing Wt: Isolation: Attending:TesteD, Emergency-Physician, MD
4 Add | §F Document Medication by Hx | Reconcilistion = | S Check Interactions g‘fﬂ?ﬁi&lﬁa% dssion © Dischorge

Orders |Medication List | Docurnent In Plan

I ¢ G Retumn to ED Traums (Validated)

Orders for Signature o [I®[¥] [Component Status [Dose... | _|Details
| |ED Trauma (Validated), ED IV Fiuids (Module) (Vaiidated) (initiated Pending)

Plans
Dacument In Plan
£ Medical

- — C [ _sodium chloride 0.0% (sodium chloride 0.9% (NS) bol... 500 mL, IV, once, drug form: bag, first dose: NOW
B#ED.quma WValidated) (Initiated (g = plasmalyte (plasmalyte bolus) | > |500 mL IV, once, drug form: baa, first dose: NOW
. - e [ dextrose 5%-sodium chioride 0.45% (dextrose 5%-sod. 500 m, IV, once, drug form: bag, first dose: NOW
FEED Pain / Nausea / Vomiting (M{ | |— [} dextrose 10% (dextrose 10% (D10W) bolus) 250 ml, IV, once, drug form: bag, first dose: NOW
ED Procedural Sedation (Module) (V. e
G ED Trauma (Validated) (Initiated) ~ sodium chloride 0.9% (NS) continuous infusion 1,000 ...| baq. first dose: NOW, baq volume (mL): 1.000

Suggested Plans (0) [ KCL 20 mmol/L-sodium chioride0.9% (KCL 20 mmol/...
Orders

[l [ K<L 40 mmol/L-sodium chloride 0.9% (KCL 40 mmol/...
17| Admit/Transfer/Discharge [m [F plasmalvte (plasmalyte continuous i
[Status - [ lactsted ringers (lactated ringer:
| Patient Care [ [ dextrose 5%-sodium chleride 0. di... | order rate: 100 mL/h, IV, dru , firs
[l Activity [mi BA_deur sodium chloride 0.45% (dextrose 5%-sad.. | order rate: 100 mLth, IV, drug form: bag, first dose: NOW
"] Diet/Nutrition [ Return to ED Trauma (Validated)
[ Continuous Infusions

7. ED Pain/Nausea/Vomiting (Module)

a. Choose Morphine (morphine PRN dose range) and select dose range: 1to 5 mg, 1V,
g10min, PRN pain, dose form: inj.

b. dimenhyDRINATE —Select the drop-down arrow and choose the higher dosage: 50 mgh,
IV, g4h, PRN nausea or vomiting, drug form; inj, first dose: NOW GRAVOL EQUIV. The
Order Details window will open to confirm the change you’ve selected for the
dimenhyDRINATE portion of your ED Trauma PowerPlan.

= Details for dimenhyDRINATE

= Dmils]@ Order [omments] 1 Offset Details ]
=% h (4
*Route of Administration: | IV v *Frequency: | ath L
PRN: *PRN Reason: | nausea or vor
oo || oot ||

Orders For Casignature | ((Save as My Favorite Oiders Far Signature

!!
»

L[]
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c. Scroll down on the right side or press the down arrow * to collapse the Order Details
window, then select Return to ED Trauma|4"‘*"“'”t° ED Traums (Voidted |

Reconciliation Status

4 Add | J Document Medication by Hi | Reconciliation - | §% Check Interactions O e vimmens ) Admission @ Dischorge

Orders | Medication List | Document In Plan |

M <% (9 Retum to ED Trauma (Validated)

2 oxyCUDUNE
(B scetaminophen/caffeine/codeine (TYLENOL #3 EQUIV
tak)

[T] Admit/Transfer/Discharge
["]Status

Patient Care

[ Activity

[] Diet/Nutrition

[ Continuous Infusions

T, PU; once, drag Torm: tab, Tirst dose:
1 tab, PO, once, drug form: tab, first dose: NOW
Each tablet contains up to 325 mg acetaminophen, caffeine 15 mg and codein...

e = [ T3[7 ] [component Stus Toorew [ ot -
Document In Plan r - [F ketorolac |15 mg, IM, once, drug form: inj, first dose: NOW
& Medical = |2 B ketamine 075 mg/kg, nasal-both, once, drug form: i, first dose: NOW |
) Masimum 50mg (LmL)/nare. Divided equally between nares.
FAFED Trauma Vaiidated) @ | |\ © (& erarmine 0.3 ma/ka, IV, once, drug form: inj, first dose: NOW
“5FED Pain/ Nausea / Von | |~ [F ketamine cantinuous infusion (5 ma/m) standard order rate: 2 ma/ka/h, IV, order duration: 1 hour, drug form: bag
e Analgesics: Opioids
* ED Pain / Nausea / Vomit | |— HYDROmorphone |05 mag, PO, once, druq form: tab, first dose: NOW
-ED Procedural Sedation (M | | = [F HYDROmorphone (HYDROmorphane PRM range dose) | dose range: 0.1 t0 0.5 mg, IV, q10min, PRN pain, drug form: inj
1ED Trauma (Validated) (Inil ¥ | biauoio equiv
L ED IV Fluids (Module) (Va | |~ [ morphine ¥ |5 ma, M, once, drug form: inj first dose: NOW
- ED Pain / Nausea / Vomit | |~ & morphine |5 ma, subcutaneous, once, drug form: inj, first dose: NOW
* ED Intubation (Module) (| | | (F morphine |5 ma, PO, once, drug form: tab, first dose: NOW
Suggested Plans (0) marphine (marphine long acting) ~ |15 mn_PO_once_drg form: can-lang acting first dose: MOW
Orders [ morphine (marphine PRN range dose) ¥ | dose range: 1 to 5 ma, IV, g10min, PRN pain, drug form: inj
-
-

50 mg. IV, q4h, PRN nausea or vomiting, drug form: inj
GRAVOL EQUIV

25 mg, IM, qdh, PRN nausea or vomiting, drug form: inj
GRAVOL EQUIV

25 mg, PO, q4h, PRN nausea or vomiting, drug form: tab
GRAVOL EQUIV

m

(4] dimenhyDRINATE

Blood Products

(& dimenhyDRINATE
|| Laboratory

L d
-

|| Diagrostic Tests (& metoclopramide 10 ma, IV, once, drug form: ini, first dose: NOW
{[CProcedures & metoclopramide 10 mg, IM, once, drug form inj, first dose: NOW
[ IRespiratory [F ondsnsetron ¥ |4 mq, IV, once, drug form: inj, first dose: NOW
[C] Allied Health [F ondansetron 4 ma, IM, once, drug form inj, first dose: NOW
mc I7id w4 maq, PO, once, drug form: tab, first dose: NOW
[“]Communication Orders s} Return to ED Trauma (Validated)

[CSupplies

I"INon Categorized
i1 Medication History

Medication History Snapshot
| |i1Reconciliation History -

8. Anticoagulants

a. Tranexamic acid -1 g, 1V, once, drug form: inj, first dose: STAT Loading
dose/Administer over 10 minutes.

Review and confirm the changes you’ve made and select Return to ED Trauma.
9. Hematology
a. Review and confirm the auto-selections made are appropriate for Mr. Pylon.
10. Chemistry
a. Deselect: HCG Quantitative Blood and review the remaining Chemistry Order Details.
11. Virology
a. HIV — ensure this is selected
12. Urine Studies
a. Review and confirm no Urine Studies are required.
13. Diagnostic Tests

a. CT - Trauma Head to Pelvis
b. XR - Chest
c. XR —Pelvis
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14. Cardiac
a. Electrocardiogram 12 Lead STAT

15. ED Consult to Trauma Services?

16. Click Orders for Signature from the lower right corner. If any medications ordered have
the potential for an adverse reaction with your patient’s allergies or home medication, a

Decision Support Alert would be triggered.

A summarized list of the Order Details you have selected will appear. Take a moment and review

and confirm the Order Details for your ED Trauma PowerPlan, click Sign in the lower right corner.

QOrder Name Status Start Details
| 1 FD:; ACWR Enc:7000000016058 Admit: 05-Dac-2017 11:04 PST
4 Continuous Infusions
] sodium chloride 09%... Order 11-Dec-2017 12:19... order rate: 250 mL/h, IV, drug ferm: bag, first dose: NOW, start: 11-Dec-2017 12:19 PST, bag volume (mL): 1,000
4 Medications
ﬁ =] plasmalyte (plasmalyt... Order 11-Dec-2017 12:19... 500 ml, IV, once, drug form: bag, first dose: NOW, start: 11-Dec-2017 12:19 PST, stop: 11-Dec-2017 12:19 PST
& &] marphine (morphine... Order 11-Dec-2017 12:19... dose range: 1 to 5 mq, IV, g10min, PRN pain, drug form: inj, start: 11-Dec-2017 12:19 PST, stop: 18-Dec-2017 12:18 PST
@ E  dimenhyDRINATE Order 11-Dec-20171219 50 mg, IV, qbh, PRN nausea or vomiting, drug form: inj, start: 11-Dec-2017 1249 PST
PST GRAVOL EQUIV
& =] tranexamic acid Order 11-Dec-201712:19  1g, IV, once, drug form: inj, first dose: STAT, start: 11-Dec-2017 12:19 PST, stop: 11-Dec-2017 12:19 PST
Loading dose. Administer over 10 minutes
4 Laboratory
& [ & Group and Screen Order 11-Dec-2017 12:19... Blood, STAT, Collection: 11-Dec-2017 12:19 PST, once
& E] Differential (CBC and ... Order 11-Dec-2017 12:19... Blood, STAT, Collection: 11-Dec-2017 12:19 PST, once
& ] INR Order 11-Dec-2017 12:19... Blood, STAT, Collection: 11-Dec-2017 12:19 PST, once
& &] PTT Qrder 11-Dec-2017 12:19... Blood, STAT, Collection: 11-Dec-2017 12:19 PST, once
ﬁ (4 @ Rapid Metabolic Pane... Order 11-Dec-2017 12:19... Blood, STAT, Cellection: 11-Dec-2017 12:19 PST, once
ﬁ =] Lipase Order 11-Dec-2017 12:19... Blood, STAT, Cellection: 11-Dec-2017 12:19 PST, once
& [ & Liver Panel (Bilirubin, ... Order 11-Dec-2017 12:19... Blood, Urgent, Collection: 11-Dec-2017 12:19 PST, once
& ] Ethanal Level Order 11-Dec-2017 12:19... Blood, STAT, Collection: 11-Dec-2017 12:19 PST, once
& & Calcium Level Order 11-Dec-2017 12:19... Blood, STAT, Collection: 11-Dec-2017 12:19 PST, once
ﬁ ] Osmolality Order 11-Dec-2017 12:19... Blood, STAT, Cellection: 11-Dec-2017 12:19 PST, once
ﬁ E] Tropenin 1 Cardiac Qrder 11-Dec-2017 12:19... Blood, STAT, Cellection: 11-Dec-2017 12:19 PST, once
ﬁ E] HIV1/2 Antibedy and... Order 11-Dec-2017 12:19... Blood, STAT, Cellection: 11-Dec-2017 12:19 PST, once
4 Diagnostic Tests
S E] CT Trauma Head to P... Order 11-Dec-2017 12:19... 11-Dec-2017 12:19 PST, STAT, Reason: Trauma, Special Instructions: Trauma Head to Pelvis Protocol
& & XR Chest Order 11-Dec-2017 12:19... 11-Dec-2017 12:19 PST, STAT, Reason: Trauma, Transport: Portable
& &] XR Pelvis Qrder 11-Dec-2017 12:19... 11-Dec-2017 12:19 PST, STAT, Reason: Trauma, Transport: Portable
= |
0 Missing Required Details Orders Far Cosignature:

Note: For additional assistance with entering Orders, refer to your Nursing Quick Orders
Reference Guide.

% Note: If this is not relevant to your site, disregard this step.
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& Activity 2.9 — Documenting Procedural Sedation

Your patient requires procedural sedation for the insertion of a chest tube.

1. In ED LaunchPaoint, click Mr. Pylon’s Nurse Activities column to open the Single Patient

ED LaunchPoint

ARNARRE s - @@
[#2 ] [y Patients Resus/DTU_ | Aute/INTK | Acte | INTK | FA | Trage | WR | TestUser, Nurse-Emergency | =~
View: My Patients B
show:  []Critical LabsVS [IWR [ Hide Empty Beds Current: 4 Last Hour: 0 Today: 1 WR:30 Preamivals: 0 Current: 40 Last Hour: 2 Today: 6 Median LOS: 10 hrs 40 min ~

Room LOs Patient Information EDMD MLP RN | PatientDetails ‘ 8P HR TEMP RR 02 wr ]

- PYYLON, MONTYY Dx: Pneumothorax; Arm lace... E =
RESUS,102 02:12 H At R n m 102/72 6.8 94 1

* Dx: Major depressive disorde...
{‘Cf:o:l s 168:20 i3 eucf FH EL5 PSVCHIA":; J v 130/85 70 36.8 18 100 Ii’ 74 4 o
Suicide Prec... L —] =]
' CSTDEMOIAN, SURGE... Dx: Appendicitis P i a
130:50 [E Y P E ) GENERAL 5. | FOR DEMO 120/75 Ed % 7 & 7 &
LAST, FIRST Dx: FRACTURE COLLES CLOSED
@ 1 [ e E NT 120714 76 110 14 99 £ 4 L4 S a 4
- Chest t 3), bl low...
AC,212/AC WM . “CSTPRODREG, MATI... est trauma (3), blunt, low. a
No Visitors 12y F o] a

2. Click the checkbox beside the eyeglasses icon [ 1#to review your outstanding orders. Both
medication orders will highlight.

You review the Provider’s analgesic selections for procedural sedations and prepare the syringes.

3. Click Review (2). Exit Single Patient View by clicking the x or outside the window.

PYYLON, MONTYY RESUS,103 X
RESUSf103 41y M DOB: 29/06/76 MRN: 700008802 FIN: 7000000016428

s | m | v
ACtIVItIES Orders @ Refresh

Orders to Review (2) Medications =

ﬂ Orders to Review (2)

Medications 2

PRN (2)

BB proPoFel 200 mg, v, 35 directed, drug form: inj, start: 12-Dec-2017 11:00 PST, propofol =
Comments: Have proPOFol 200 mg IV drawn up for ED procedural sedation at bedside. Hold first dose until directed

ﬁ fentanyl 100 mcg, 1V, as directed, drug form: inj, start: 12-Dec-2017 11:00 PST, fentany!
Comments: Have fentany! 100 meg IV drawn up for ED procedural sedation at bedside. Hold first dose until directed

Review All (2) Review &ll (2) and Close E’\ Review (2) || [ close

PRODBC TEST.EDNURSE Tuesday, 12-December-2017 10:21 PST

4. Right-click on Monty’s name and select IView.
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5. Select the ED Procedural Sedation band.

- | # Interactive View and 1&0
“EHE O dHEEx

O Full screen  fEIPrint & 1 minutes ago

Temperature Oral DegC
v Procedural Sedation/Analgesia Monforing | | 2£F/DBP Cuff mmtlg
V" Postsndsion Monkoirn Peripheral Pulse Rate m
. ®I;Esmra:uryRate
espirations
Discharge Crteria aoan
4 Preprocedure Time-Out
4 Procedural Sedation - Medication  [[J
4 Procedural Sedation/Analgesia Monit...
SEP/DEP Cuff mmH
Peripheral Pulse Rate
Respiratory Rate
(&> Respirations
5p02
4 Interventions Sedation
4 Postsedation Monitoring
SEP/DEP Cuff mmHg
Feripheral Pulse Rate
Respiratory Rate
Respirations
5p02

o Intake And Output & skin Colour General
% Blood Product Administration 4 Sedation Scales

o Advanced Graphing DDesciascCatess,
o Restraint and Seclusion

3638
102/72
11 T 97
Y
Regular, L.
94
102772
11 * 97
S
Regular, L.
94

102772
EEER -]
2% T+
Regular, L.,
94
Usual for e..

< ED Adult Systems Assessment Ilu m |
o EDAdult Interventions
o ED Lines - [Citical [JHigh [llow [[Abnormal [ Unauth  [Flag ©And @ 0r

<
YA TR EHEIEE [Resk [ e [Pefomed By
& ED Trauma

3/ ED Procedural Sedation U] 12-Dec-2017
LS Bl H 10:28 PST 08:32 PST | 08:04 PST

B Time-O Presedation Monitoring

The ED Procedural Sedation band allows documentation of the administration for multiple
medications and monitors patient vital signs.

6. You can label your medications with Dynamic Grouping before beginning the procedure.

Click the Dynamic Grouping icon ‘& next to Procedural Sedation — Medication.

I
-~ Procedural Sedation - Medication

=

i

SBP/DEBP Cuff nmHg
Peripheral Pulse Rate ap
Respiratory Rate
@Respirations

5p02

4 Interventions Sedation
A Postsedation Monitoring
SEP/DEP Cuff nmHg

Regular, L.

112 T

.

7. The Dynamic Group window appears. Select the ordered medication (proPOFol) and click

OK.

[B) Dynamic Group - PYYLON, MONTYY - 700008802 [
Label:

Propofol (mg)

Procedural Sedation Medication:

Buscopan (mg)
Fentany! (mcg}
Glucagen (mg)
Ketamine (mg)
Midazolam (ma)

Propofol (mg)

Succinlycholine (mg)
Other

| 7 [
|
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8. Repeat the process for fentanyl. Both medications should have rows in IView now. You can
enter doses individually, and View will automatically track the total medication given.

ﬁ 12-Dec-2017
il T 10:41 PST| 0832 PST |~ 08:04 PST
Oxygen Therapy
Oxygen Flow Rate L
K> End Tidal CO2 mmHg
\BLEWE\ of Consciousness
4 Preprocedure Time-Out
Patient ID Band on and Verified
Allergy Visual Cue Present
Pracedure Verification
Procedure Consent Complete
@Procedure Site Verified
Procedure Comments
Participants Present for Procedure
4 <Propofol (mg)>
Dose
Total Administered
4 =Fentanyl (mcg)>
Dose
Total Administered
4 Procedural Sedation/Analgesia Monit...
Procedural Sedation/Analgesia Start Ti...
Pracedure Start Time

SEF/DEP Cuff mmHg 102/72
Apical Heart Rate opm
Peripheral Pulse Rate bpm 112 T a7

Heart Rate Monitored

Cardiar Dhuthm

9. Double-click the column header to begin pre-sedation monitoring. As with other IView
sections, you can use Tab or the arrow keys to navigate more rapidly through the fields.
Enter vitals that would be common to this patient’s condition.

- Presedation Monitoring
Sedation Monitoring Phase
Last Oral Intake
Temperature Axillary
Temperature Oral
Temperature Tympanic
SBPF/DEP Cuff
Apical Heart Rate
Peripheral Pulse Rate
Heart Rate Monitored
Cardiac Rhythm
Respiratory Rate

@Respirations

In practice, vital signs are automatically entered by the Bedside Medical Device Integration
device (BMDI) — the monitoring equipment will feed vital signs into CIS automatically.

10. Click on the Preprocedure Time-Out column header to complete your verification sections.

- Preprocedure Time-Out
Patient ID Band on and Verified
Allergy Visual Cue Present
Procedure Verification
Procedure Consent Complete

@Procedure Site Verified

£» Procedure Site Marked
Procedure Comments
Participants Present for Procedure

hest tube ..
areq Foklke
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11. The Provider directs you to begin sedation. You administer and document the following in
the Procedural Sedation — Medication band:

a. ProPOFol: 30 mcg
b. Fentanyl: 25 mcg

12. Click the green checkmark in the upper left corner to sign after each administration of
analgesic to ensure your administration times are accurate.

- |# Interactive View and I&0 T Fullscreen  fSIPrint ¥ 12 minutes age

= 12 g 2!
<« ED Adult Systems
o/ ED Adult Interventions
o ED Lines v [Flciticsl FlHigh Fllow [ Abnormsl  [F]Unauth [ Flag % And
<
<, Adult Procedures [Resat [Commerts  [Fag |Date [Performed By ]
% ED Trauma Assessment .
< ED Procedural Sedation Ljcs ;g;c;o;; .
i E“d:::r:;x:gi Allergy Visual Cue Present Ves
ELT Procedure Verification Verified
chmd“d“u:‘ ;h_cmh‘a‘ cia Mor] | Procedure Consent Complete Ves
Ao < K& Procedure Site Verified ves
SZdamn ;C"aI;" — & Procedure site Marked No
e Procedure Comments (Chest tube
- Participants Present for Procedure Greg Fakke. .,
. Procedural Sedation - Medication % o
4 Fentanyl (mcg)
Dose 25
Total Administered
4 Fropafol (mg) =
Dose 0
Total Administered
4 Procedural Sedation/Analgesia Monit...
Procedural Sedation/Analgesia Start Ti... i
Procedure Start Time
SEP/DBP Cuft 112775
Apical Heart Rate 94
Peripheral Pulse Rate o4
<[ m ] v || Heart Rate Monitored o4
o Intake And Output Cardiac Rhythm Normal sin...
< Blood Product Administration Respiratory Rate 18
- K Respirations Unlaboure...
o Advanced Graphing 002 oo
o/ Restraint and Seclusion Oxygen Activity Initiate 02 ... -

13. Click the Procedural Sedation/Analgesia Monitoring band below to document your vitals.

14. Return to the Procedural Sedation-Medication band and administer another round of
sedative and analgesic, repeating the same doses you entered above.

15. Sign for this administration.
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- |# Interactive View and 180

[=

&¥ 3 minutes ago

o ED Adult Systems Assessment
<3/ ED Adult Interventions

4 ED Lines

o Adult Procedures

o ED Trauma Assessment

< ED Procedural Sedation

v’ Presedation Monitoring

v Preprocedure Time-Out

v Procedural Sedation - Medication

v Postsedation Monitoring
Sedation Scales
Discharge Criteria

N | v
o Intake And Qutput

< Blood Product Administration

< Advanced Graphing

o Restraint and Seclusion

4 Procedural Sedation - Medication  [[&
4 Fentanyl (mcg)
Dose
Total Administered
4 Propofol (mg)
Dose
Total Administered

Procedure Start Time
SBP/DBP Cuff
Apical Heart Rate
Peripheral Pulse Rate
Heart Rate Monitored
Cardiac Rhythm
Respiratory Rate

K> Respirations

sp02

Oxygen Activity

Oxygen Therapy

Oxygen Flow Rate

K% End Tidal CO2

2 Interventions Sedation

25 25

30 30

11275
94
o4
a4
.. PNormal sin...
18
... Unlaboure...
100
nitiate 02 ...
.. Nasal cann...
6

[Find Iteml v [Critical  [High [[low [[JAbnormal [[Unauth []Flag ) And
[Resutt [Commerts _ |Fag | Date [Performed By ]
i 14-Dec-2017 -
< =T % 08:52 PST| 08:37 PST
< Procedure Site Marked HNo
Procedure Comments Chest tube ...
Participants Present for Procedure Greg Fokke...

m

16. Enter another set of vitals within the Procedural Sedation/Analgesia Monitoring and sign.

17. The Provider completes the procedure. Navigate to the Postsedation Monitoring band.

18. Click on the column header to document the Sedation Monitoring Phase, the Procedure
Stop Time, and post-sedation vitals. Entering “t” in the date field automatically enters

today’s date, and entering an “n” will insert the current time (i.e. now).

19. In the Sedation Scales band, there are multiple sedation scales below the Sedation
Monitoring Phase section. Use whichever scale is dictated by your unit protocol to monitor
Monty’s post-sedation recovery. Following the same Post-Sedation Monitoring steps as

above, document Monty’s recovery as you would using your unit’s protocol.

20. Complete the activity by signing your document.
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& Interactive View and I&0 (=] & 4 minutes ago

=a 5 @Il v 0§ W W Fa x

& ED Adult Systems Assessment | [T T ST e e

@ ED Adult Interventions
& ED Lines [Find Item| w [ Critical  [[JHigh [Cllow [C]Abnormal  [[]Unauth [T Flag @ And
%’:mms [Result [Comments [Fag  [Date [ Performed By |
% ED TraumaAssessment
% ED Procedural Sedation Iy 1 . 14-Dec-2017 i
v B il xx ity jﬂ’ : ' 09:06 PST| 09:01 PST 08:52 PST 08:37 PST
v Preprocedure Time-Out Owxygen Flow Rate L/min [ ] ]
v Procedural Sedation - Medication K& End Tidal CO2 mmHg E 32
: 5 " 4 Interventions Sedation
Monpharmacologic Sedation Interv...
Procedural Sedation Comments
Postsedation Monitoring
Sedation Monitoring Phase Recovery Fresedation..,
Procedure Stop Time 14-Dec-201...
Sedation Stop Time 14-Dec-201...
KB sedation Total Time minutgzg
SBEF/DEP Cuff mmHd114/70 110,86 114/88 112/75
Apical Heart Rate bpn 78 74 88 a4
Peripheral Pulse Rate bpn 78 74 88 a4
Heart Rate Monitored bprfzs 74 85 94
Cardiac Rhythm Mormal sin... [Mormal sin.,. Mormal sin.,,. Normal sin..,
Respiratory Rate br/mirhig 14 16 18
@Respirations Unlaboure... lUnlaboure... Unlaboure... Unlaboure.., |
Sp02 “3100 100 100 100
Owxygen Activity Discontinu... Initiate O2 ...
Oxygen Therapy [Ambient ox... Nasal cann... Nasal cann... [Nasal cann...
Oxygen Flow Rate |-'milm [ [ ] =
Postprocedure Disposition 1
< lII 4 Postprocedure Comments
g Intake And Output 4 Sedation Scales
%mmmmm Sedation Scale Used
%{, } 1 Graphing A4 Duchxge(:nlnia L&
= - — MNausea and Vomiting
%, Restraint and Seclusion Bleeding o
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& Activity 2.10 - Documenting Lines, Tubes, and Drains

The paramedics inform you they inserted an 18 gauge peripheral intravenous line into Mr. Pylon’s left
forearm in the field. This will need to be documented.

IV Line Insertion

1. Inthe patient’s chart, select Interactive View and 1&O from the menu.
(Interactive View can be abbreviated to IView; I1&0O stands for Ins & Outs)

Alternatively, if you are in LaunchPoint, right clicking on Mr. Pylon’s name will open a drop-
down menu where you can select [View.

2. Click the ED Lines SKEDLines pang,
Select Peripheral IV from the navigation pane.

Click the Add Dynamic Group [& icon i.e. the line label. A Dynamic Group window will
open.

5. Fill in the fields as per the paramedic’s report:
o Peripheral IV Catheter Type: Peripheral
e Peripheral IV Site: Forearm
e Peripheral IV Laterality: Left
e Peripheral IV Catheter Size: 18 Gauge

Click OK. If you need to modify this, you will need to click the name of the label (ie. <Peripheral
Forearm Left 18 gauge>).

% Adult Procedures

% ED Trauma Assessment
‘% ED Pracedural Sedation

& Intake And Output

1% Bload Product Adminisiration
& Advanced Graphing

% Resiraint and Seclusion

nnnnn

o[ nen ]

ODBC_TESTEDNURSE Fridsy, 01-December-2017 1537 PST
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More fields will populate under the Peripheral IV section.

1. To begin documenting, double-click the outlined field beside the label of the section in which
you would like to document. This will allow you to use Tab/Arrow functionality.

A =Peripheral Forearm Left 18 gaug...

@ Activity Present on...

& POA (Insert Date/Time if known) | 1211202017 2 E oaso| = PST
Line Status i
Line Care

@ Site Assessment

Site Care

Dressing Activity
Dressing Condition
Patient Response

2. A drop-down menu will present you with options for documentation.
3. Notice how some topics have a € icon, this indicates this field has conditional logic. This
means certain responses will generate additional fields.

Document Present on admission in the Activity field (it is sometimes possible to select
multiple items to document).

You will now see additional fields have appeared with a < icon, indicating a field is
associated with a conditional logic response.

s 01-Dec-2017 Tk 01-Dec-2017
R ¥ 16:08 PST al ¥ 16:08 PST
3 Periphera
A <Peripheral Forean A =Peripheral Forearm Lef..
& Adtivity W Dl ctivity Activity x
Line Status & POA (Insert Date/Time if ... |[_]Insert
Line Care Line Status [Jassessment
& site Assessment * Line Care [JBlood drawn
Site Care @Site Assessment [|Discontinued
Dressing Activity Site Care Present on admission
Dressing Condition Diressing Activity 2 [CJother
Patient Response Dressing Condition
Patient Response

Use the following information to complete the rest of your documentation:

You recall the paramedics telling you they inserted the 1V around 0740. Upon assessing the
site, it is saline-locked and flushes easily.

Note: if “t” (representing today) is input into a date field, the current date will automatically
enter. When “n” (representing now) is input into a time field, the current time will automatically
enter.

Remember text will appear purple until your form is signed. To sign, click the checkmark Y in
the upper-left corner to sign your documentation.
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Chest Tube Insertion
You will also need to document the chest tube you helped Dr. Hong insert.

1. In IView, click the ED Lines ERLmes. hand and locate Chest Tubes in the navigation pane.

2. Add a Dynamic Group £¢ and use the following information:
Chest Tube Number: #1

e Chest Tube Location: Lateral, Right
e Chest Tube Type: Chest tube
e Chest Tube Size: 28 French

[E) Dynemic Group - CSTLEARN, SAGEYPOO - 700004832 |

Label:

#1 Lateral, Right Chest tube 28 French

Chest Tube Number

#2
#3
#4
=5
=5
#7
#3
=29
=10

n

Chest Tube Location:

Lateral

[ 1Mediastinal

Chest Tube Type:

Pigtail drainage catheter ke

Notice how the Label in the Dynamic Group window changes based on the information entered.
This process is called Dynamic Grouping. The system automatically generates this label to
differentiate this chest tube from other lines, tubes, and drains.

Once you have entered the Chest Tube information, click OK.

The Chest Tube is now labelled based on the data you entered and is available within your ED
Lines subsection for charting.

Using the following information to document the #1 Lateral, Right Chest Tube French insertion in
the subsection that is now available:
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Activity: Insert

Chest Tube Collection Device: Pleural drainage system
Suction Chamber Centimeters: -20 cm water suction
Air Leak: Continuous

Drainage Description: Air

Dressing: Gauze, Sterile petroleum gauze

Patient Response: Tolerated procedure.

Once completed, click the green checkmark Y to sign your documentation. The lines you
documented will follow the patient throughout their encounter (to the inpatient unit, for example)
until discontinued.
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3 Activity 2.11 — Chart IV Events and Continuous Infusions

In this activity, you will document the initiation of a Normal Saline (NS) infusion and how to document
any changes made to that infusion. Unlike most medications, infusions do not have a bar-code
compatible with CIS, and must be entered manually. The provider has ordered a nhormal saline
infusion for Fatimah Abassi.

Navigate to the MAR screen, and click Continuous Infusions. Double-click the current time for
sodium chloride. The Charting Form window will open.

1.

2.
3.
4.

Verify the defaulted information and enter any additional information. Remember, yellow fields
marked with an asterisk (*) are mandatory.

Choose the left hand for the IV Site, and add a comment regarding site care/insertion.
Click Begin Bag [8gn820  pytton.
Click the Apply = #eply  button.

The upper portion of the window is now populated with the bag information you’ve just entered, and
will update/change as you add information.

5.

Click the green Check-mark Y 1o Sign when finished.

harting for: ABASSL, FATIMAH ==
| @
sodium chloride 0.9% (NS) continuous infusion 1,000 mL Change Order Version
arder rate: 100 mL/h, IV, drug form: bag, first dose: NOW, start: 01-Dec-2017 08:18 PST, bag
volume (mL}: 1,000
3 f@ Begin Bag
: No results found
J Infuse
H Bolus
E Rate Change
Yes No sodium chloride 0.9% (NS) continuous infusion 1,000 mL
*Performed date / time:  (1-Dec-2017 =[] vs20 =l pst
*Performed by : TestUser, Nurse-Emergency Clear
Witnessed by : 4 Apply
*Ragtty g
*Site:  Hand - Left -
"Volume (mL): 1000
*Rate (mL/h): 100
Begin Bag
In Progress

Page 82 of 139



Next, you will document additional infusion bags, rate changes, and an IV site change from the
Charting Form window.

1. Double-click the current column of the Continuous Infusion.

‘Continuous Infusions
' e NOW
sodium chloride 0.9% (NS) continuous infus... Mot previously
order rate: 100 mL/h, IV, drug form: bag, first
dose: MOW, start: 01-Dec-2017 08:18 PST, bag
volume [mL): 1,000

Administration Information

sodium chloride 0.9%

Click Begin Bag when the Charting Form appears. A second bag will populate.
Click Apply. A new column appears with information about the second infusion.
Click the green Check-mark * to Sign.

r

[E) charting for: ABASSL FATIMAH (23]
A B
(4

sodium chloride 0.9% (N5) continuous infusion 1,000 mL

order rate: 100 mL/h, IV, drug form: bag, first dose: NOW, start: 01-Dec-2017 03:15 PST, bag
volume (mL}: 1,000

01-Dec-2017 | 01-Dec-2017
08:20 PST 08:33 PST

[HBegnBag pog#1
ite Change Hand - Left Hand - Left

s Infuse

Change Order Version

ﬂ Bolus
Bl Rate Change 100 mL/h 100 mL/h

Yes Mo sodium chloride 0.9% (NS} continuous infusion 1,000 mL
*Performed date / time: (1-Dec-2017 z |z| 0823 =l pst

*Performed by : TestUser, Nurse-Emergency

Clear

Witnessed by :

*Bag ®#: 3
*Site:  Hand - Left -
*Volume (mL): 1000

*Rate (mL/h):  1p0

Begin Bag

In Progress
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To document an IV site change, bring up the Charting Form as in the previous examples:
5. Select Site Change &Es=chongs

6. Select the new site in the lower half of the window.

7. Click Apply. The site will change in the upper window.

iChmﬁgfunABASﬁ,FATMAH E
v Q| m

]

sodium chloride 0.9% (NS) continuous infusion 1,000 mL

order rate: 100 mL/h, IV, drug form: bag, first dose: NOW, start: 01-Dec-2017 05:18 PST, bag
volume [mb): 1,000

| Change Order Version |

30-Mov-2017 20:51 PST - 01-Dec-2017 20:51 PST
01-Dec-2017 01-Dec-2017
08:20 PST 08:33 PST
Hag #1 Bag#2
Hand - Left Hand - Left

Q Bolus
B3 Rate Change 100mlsh 100 mL/h

MYes [INo sodium chloride 0.9% (NS) continuous infusien 1,000 mL

*Performed date / time: [1-Dec-2017 % IZI 0851 % PST
*Performed by : TestUser, Nurss-Ememgency Clear
*Bag&#: 3 T Apply
ﬂ L Hand - Right -

Site Change

In Progress
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To alter the infusion rate for the current IV bag:

Enter the new *Rate (mL/h) of 150.
Click Apply.

AP w N PE

Click Rate Change EfeicChanss  tg pring up additional fields.

Click the green Check-mark ¥ to Sign your charting and make changes permanent.

[E) Charting for: ABASSI, FATIMAH
< 8|3

il

&

volume (mL): 1,000

sodium chloride 0.9% (NS) continuous infusion 1,000 mL
order rate: 100 mL/h, IV, drug form: bag, first dose: NOW, start: 01-Dec-2017 08:15 P5T, bag

Change Order Yersion

01-Dec-2017 | 01-Dec-2017 | 01-Dec-2017
08:20 PST 08:33 PST 08:51 PST

fEEIBegin Bag Bag #1 Bag #2

ﬂ Site Change Hand - Left |Hand - Left Hand - Right
mal Infuse

aa Bolus

4 Ed Rate Change Jl00 ml/h 100 mLsh

Yes No

sodium chloride 0.9% (M5) continuous infusion 1,000 mL

Change

*Performed date / time : [J1-Dec-2017

=] [oeee
*Performed by :  TestUser, Nurse-Emergency

Witnessed by :

*Bag #: ;

*Rate (mL/h) :

150 I

: PST Comment...
Clear
3
Rate Change

In Progress

Details about the new bag and site/rate changes appear as Administration Information on the
MAR. This information is also visible in the Interactive View and 1&0O under the Adult Quick View

band > IV Drips.

Continuous Infusions

Pending
sodium chioride 0.9% (NS) continuous infus... GEaeEl SR

order rate: 100 mL/h, IV, drug form: bag, first 2017
dose: NOW, start: 01-Dec-2017 08:18 PST, bag

volume (ml}: 1,000

Administration Information
sodium chloride 0.9%

Rate Change 156 Site Chanae Har Beain Bag 1,000 Beain Baag 1.000
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B Patient Scenario 2 Summary: Key Learning Points

Activity 2.1 Pre-Arrive Your Patient

Documenting a Pre-Arrival is not a mandatory activity. Using the Pre-Arrival function is a tool that is
available for your use.

To document a Pre-Arrival, click the Add Patient . *L |icon and select Add Prearrival. The Pre-
arrival PowerForm will open. Fill out the appropriate fields.

PowerForms are electronic versions of common forms used by hospital personnel. Access

PowerForms at any time by clicking the Ad Hoc B¢ button in the toolbar.

Activity 2.1 Incoming ED Patient: ED Quick Reg

Click the Add Patient | *£~ | icon and select ED Quick Reg to begin quick registration process

If patient has previous encounters, select Add Encounter | AddEncounter |

If patient has no previous encounters, select MPI Search | MPsessh |

Fields highlighted in yellow are mandatory

If your patient does not appear, try clicking the Refresh Bl button
Right-click on the name of the patient you ED Quick Registered and select Attach Prearrival

If you are unable to locate a PreArrived or Quick Registered patient, select the All Beds tab. Select
the WR box as patient may not appear until the “WR” box is checked

Activity 2.4 Triage

LaunchPoint will show outstanding tasks in the Nurse Activities column

Access the Triage PowerForm by opening the Single-Patient View and clicking the = icon

Within the PowerForm, complete the COT Descriptor and Problems, Tracking Acuity and screening
forms

Do not use your mouse wheel to scroll, as it will change your entry on a drop down menu

If the ED Triage Adult tasks does not disappear once completed, click the refresh button located in
upper right-hand corner of the Single-Patient View

Access the Single-Patient View by clicking the white space around the patient’s name

Overdue Nurse Activities are marked with a red bar == below the associated task’s icon
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Activity 2.5 Documenting Multiple ED Nursing Activities

Common icons:

O

ED LaunchPoint Multi-patient List = tneror
Overdue Activity T

Nurse Review/ Orders to Review &
Activities | *

Medications <

Labs —

|

ECG —
Radiology ®
Patient Care =

Consult 2 -
Orders for Signature Inbox
Add Order button

Refresh button

PowerPlans =

Orders for Signature

Sign ¥

ED Screening-Adult is allows you to chart any precautions your patients may have

I e Y Y Y I O

O

Signing documents is completed with different buttons (i.e. ¥, ¥, and [ Sian )) depending on
the form used

In iView, you can use the Tab key or arrow keys to move more rapidly through assessment fields
(cells) or you can click on fields as required

Purple text indicates an unsigned form. Once signed, normal values will turn black, below normal
range values blue, above normal values orange and critical values will be red

Activity 2.6 ED Bed Assignment

Review the Room column. If ACWR appears beside patient name, your patient is not in an
assigned bed

Double-clicking ACWR in the Room column next to your patient’s name. This will open the Room
Assignment window. Here you will be able to choose the appropriate bed.

The numbers shown in brackets shows the number of patients in the room. For example, Room AC
204(0).

Page 87 of 139




Activity 2.7 ED Trauma Assessment and Documentation

The ED Trauma Assessment is accessed through the iView Navigation Pane
Double-clicking the top of the column allows you to toggle through the fields using your Tab button
Clicking the Trauma Team Activation field sends a task to notify the Trauma Team

Use “t” as a shortcut to enter today’s date and “n” to enter the current time when prompted

Activity 2.8 ED Nursing Quick Orders: PowerPlans

PowerPlans are sets of orders related to common conditions, similar to the Pre-Printed Order Sets
(PPOS) you might already be familiar with

Orders conflicting with the patient’s allergies or condition will trigger a Decision Support Alert
You can modify PowerPlans within the Order Details window

Modules are used to group orders for similar conditions within the PowerPlan

Activity 2.9 Documenting Procedural Sedation

The Provider’s orders for administering Procedural Sedation will appear as a task in your activities
column.

Clicking within the activities column will open the Single Patient View.

Click the checkbox beside the [ 14 icon to review your outstanding orders. Both medication orders
will highlight.

Navigate to the ED Procedural Sedation section in iView

Click the Dynamic Group icon t& to prepare a Dynamic Group for each analgesic to be
administered

Activity 2.10 Documenting Lines, Tubes, and Drains

Document on lines, tubes, and drains by selecting the ED Lines band in iView

The Add Dynamic Group ¢ icon will prompt a window where descriptors of a line, tube, or drain is
entered that will auto generate an identifying label in the system
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Activity 2.11 Chart IV Events and Continuous Infusions

Continuous infusions are accessed through the MAR

The Charting Form allows you to initiate an infusion

Once started, you can change the bag, site and rate for a particular infusion with the

Charting Form
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W PATIENT SCENARIO 3

Learning Objectives

At the end of this Scenario, you will be able to:
Collect specimens for POC testing and lab tests
Review test results
Prepare transfer documentation for a patient
Document “to go” medications
Discharge and Admit ED patients

Perform nursing handoff

SCENARIO

Monty Pylon is a 41 y.o. male who suffered a blunt force injury to the chest and elbow laceration due
to falling down a flight of stairs onto a concrete pylon. His injuries are being treated, and diagnostics
are processing.

Your second patient, Fatimah Abassi, has been in your unit all day. The area on her foot around the
wound is red, tender, hot to the touch, and has some purulent drainage. She has been receiving
antibiotics.

Kim Wong, an 86 year old woman just arrived, complaining of fever, cough, and shortness of breath.
She lives independently with regular support from community services. Her vital signs at triage are:
Pulse = 110, BP = 110/60, PO temp = 38.4, RR = 20 and SpO2 = 94% on Room Air.

She is assessed by the nurse as having a patent airway, laboured respirations with a regular
respiratory pattern. Her skin colour is normal for ethnicity and is dry and warm. Her capillary refill is
less than 2 seconds. She is oriented x4 and alert and responsive.
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& Activity 3.1 - Alerts

The CIS has a number of different ways to display alerts on your patient. You will remember from
your eLearning that alerts are displayed within the Banner Bar, the patient room column, and the
patient information column. In this activity, you will learn how to add a process alert on a patient.

Ms. Wong fell as she was trying to get out of bed to go to the bathroom. One of the other Nurses
found her on the floor in her room and she is currently being assessed by the Physician for
injuries. You want to alert others that she is a Falls Risk. To add the Falls Risk alert to Ms. Wong’s
Chart, you will need to complete the following steps:

1. Click on Ms. Wong’s name on the ED LaunchPoint screen.
2. Ms. Wong’s chart will open. Click the arrow '™ next to the PM Conversation

@ PM Conversation 1 1on on your Toolbar.

3. From the drop-down list that appears, select Process Alert.

¥ PM Conversation [(ERNEIEIRE
Process Alert 3
Quick Reg

Update Patient Information

View Encounter

4. The Organization window will appear. In the Search Bar, enter LGH and hit Enter.
5. Ensure you click on LGH Lions Gate Hospital.
6. Select OK.

Plzaze zelect the facility where you want to view person
aliazes.

Facility Mame | Facility Alias
[or 4 [

LGH Joint Replacement Access Clinic JRAC |,
LGH Lab Morthrmount

401 SO0 300
LGH Liohs Gate Hospital
H Medical Imaging

Faility:
LGH Lions Gate Hospital

ak. I | Cancel |

7. The Process Alert window will open. Click within the white square marked Process Alert.
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8. The various alerts available will appear. Select Falls Risk.

9. Select Move to activate this alert.

10. Select Complete.

Medical Record Murnber: Encounter Murnber: Last Mame: First M arme: Iiddle Mame: Preferned Mame:
700008091 WONG | KIM
Frevious Last Mame: [rate of Birth: Age: Gender: BLC PHM:
| | [01-Mar1932 | 2[ | [85Y | [Female | [as76480883 |
ALERTS
Frocess Alert:
To Selected:

From &vailable:

Communication B arrier

Cytotaxic

Select Al

Gender 5 ensitivit

Complete I| Cancel

P0783 EDTEST.MNURE 01-Feb-2018  10:31

Feady

Look to your patient’s Banner Bar to ensure “Falls Risk” displays within the Process Alerts section.
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& Activity 3.2 — Nurse Specimen Collection

The Interactive View and Ins & Outs (“IView”) screen documents continuous infusion
administration, Vital Signs, and head-to-toe assessments. In this activity, you'll use IView to
document the collection of patient lab specimens. You can document any point of care specimen
collection in View.

Ms. Wong still needs to go to the bathroom, so you decide to do a Point-of-Care urine test (“‘Urine
dip”). After assisting her to the facilities and back, you test the urine. To document your collection:

Open Ms. Wong’s chart by clicking her name in ED LaunchPoint.
Open the Interactive View and 1&0 band.
Select Adult Interventions on the menu.

1

2

3

4. Select Specimen Collect.

5. Click the column header, and then select the field in the Urine Collection row.
6

Select Clean Catch, then highlight Collection Comment and write Patient required
assistance to bathroom.

WONG, KIM DOB:14-May-1931 £ Code Status:

Age:B6 years

Allergies: No Known Allergies Gender:Female
Menu re - | Interactive View and 180
Patient Summary ny Hallew " @ W& x

Orders

o ED Adult O
% ED Adult Interventions
MAR Kaivities of Dally ving Rl iter] ~ [FlCritical  [F]High [FlLew [F]Abnormal  [F]Unauth [ Flag

Activities of Dally Living Education
Asrosol/MDI/DP| Therapy Resutt |Commen19 \ Fag |Da15 |Performed By

Nursing Quick Orders

v Arway Management
Ambuiate
Bladder Scan/Postvoid Residual
Cardioversion
Care Team Member at Bedside
Cast Application and Removal Information

01-Dec-2017
Chaperone Assist 0 o :
Enema Administration
Epistaods

Blood Collection
Blood Culture Site #1
Blood Culture Site #2
Urine Collection lean catch
Respiratory Collection
Elood Gas Type
Culture Site

Eye Interventions

Fareign Body Removal

Ice Pack Application
Incision/Wound,Skin/Pin Ste
Jewelry Removal, Therapeutic
Lumbar Puncturs

[

’\NAUSCELC;?KELHAL Collection Comment Il

lerve: Blo 4 Shift Report/Handoff
Pacemaker Clinician Receiving Report 6 =
Paracentesis

Clinician Giving Report

Pericardiocentesis Lines Traced Site to Source

Procedure Assist
Provider Notification
Rectal Intervertions

Orders Reviewed
Isolation Activity
4 Point of Care Testing

4 B Occult Blood 1 Fecal POC
IOracertesis I
o ) Occult Blood 2 Fecal POC
Single Patient Task List v Warming/Codling Oceult Blood 3 Feeal POC
Vv Pa?lent Status Rounding INR POC
—~ Shﬂ Report/Handoff | K& urinalysis Dipstick POC Type
% ED Lines Pregnancy Test Urine POC
o Adult Procedures 4 Glucose Blood Point of Care
« ED TraumaAssessment GLU Whale Blood POC Meter S...
= GLU Whale Blood POC Testing ...
Cd edati
%EDP'MMHIS on GLU Whale Blood POC Source
% Intake And Output GLU Whole Blood PO... mmo
% Blood Product Administration GLU Whaole Blood POC Non-nu...
< Advanced Graphing GLU Whole Blood POC Interve...
% Restraint and Seclusion

7. Click the green check mark ¥ to sign. The text should change from purple to black.
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To flag this procedure so other clinicians are aware Ms. Wong required assistance providing a
sample, right-click on the field in IView and select Flag with Comment... Write “Needed

assistance to bathroom”.
Your comment will be visible in the Patient Summary screen to all

clinicians under the Flagged

Events Component. This can be done with any procedure or event. In combination with the
Process Alert you added in the previous activity, you can see how your documentation creates

guidance for Ms. Wong’s care.

- | Patient Summary

AR ARA& 0w -0

ED Summary 23| Handoff Tool 23| Summary 23| Assessment 23| +

= e

P o e — |

" Flagged Events (1) )

Selected visit Last 72 hours for all visits w Last 30 days for the selected visit
Today Pravious. . . -
Patient Information . - Date
Temp T34 Urine collection Clean catch 01/12/17 12:57
Chief Complaint : - Fever, cough, SOBx 2 days 01217 11:32 Needed assistance getting to bathroom..
B 110/60
Triage Vital Signs e R —————————————
BP: 110/60 s e 100 T New Order Entry L
Temp: 3840ec otprzitr 1138 w2 Inpatient
HR.
Respiratory Rate 1 Glasgow Coma Score ) 157 ‘
5p02: i Q Search New Order
Peripheral Pulse Rate 100 T10 _
12017 11 o Personal Public Shared
Pain Documented at Triage R R
Respiratory Rate 20 (RS
Numeric Pain Score (0-10): 7 e
oy My Plan Favorites
Sp02 %4 F
o2y
Problem List o Documents (2) ~)
Weight Dosing 68 —
— 11711 Last 6 months for all visits w
p oz
Home Medications (0) ) o | =
Al Visits " || CJ My Documents
‘ [ @ Mo known home medications exist for this patient. ]| Last 72 hours for all visits w- o T et Dk
ED Screening - Adult - Text TestUser, Nurse-Emergency  01/12/17 11:32
TestUser, Nurse-Emergency  01/12/17 11:32

| x |
Social History (0) v ‘ No results found ‘
|

| ED Triage - Adult - Text

L : :

Last 18 months for all visits &

selected visit

Procedure History (0) o
[ et ound \

I
| 4 Scheduled (0)
| 4 cont

Selected visit

|| o results found ‘

4 PRN/Unscheduled Avalable (0)
) Administered (0) Last 24 hours
4 Suspended (0)

(0) 1 ast 74 hours.
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The urine scan reads high in leukocytes. After notifying the provider, she orders a urine culture on

the sample you collected.

On ED LaunchPoint, there are new orders for Ms. Wong indicated by the task number I inthe

Nurse Activities “ column. Hover-to-discover the outstanding activities. To document

completion of this task:

1. Click the task number | * in the Nurse Activities column to open the Single Patient View.
2. There is an outstanding Urine Culture Lab collection required. Click the Nurse Review

icon ",

3. Click Review .

WONG, KIM

ACWR 86y F DOB: 14/05/31
N ﬁ
Activities
Orders to Review (3) Labs (1)

E Orders to Review (3)

1] Labs

a Urine Culture Urine, Midstream, Urgent, Unit Collect, Collection: 01-Dec-2017 11:51 PST, once, Nurse Collect
Comments: SPECIAL COLLECTION REQUIREMENTS: Please refer to spedific site Laboratory Test Manual.

|m CBC Blood, Urgent, Collection: 01-Dec-2017 11:51 PST, ance
Ia Differential (CBC and Differential) Blood, Urgent, Collection: 01-Dec-2017 11:51 PST, once

Review All (3) Review All (2) and Close

ACWR X
MRN: 700008557 FIN: 7000000015906

Orders i Refresh

Os  Oa 09

&
&

e

Note: If you review an outstanding activity, but cannot attend to it right away, click the Not Done

g . 3
< icon (or Not Done all ek

“to-do” list.

for multiple activities). This ensures activities don’t drop off your
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4. Once reviewed, the specimen collection must be documented. Click on the Document B

icon.

5. Click the Document (1) button.

WONG, KIM
ACWR 86y F DOB: 14/05/31

& E 1 v i
Activities
Orders to Review (2) Labs (1)

ﬂ Orders to Review (2)

b
Labs

|ﬁ CBC Blood, Urgent, Collection: 01-Dec-2017 11:51 PST, once

Review All (2) | | Review All (2) and Close

Im Differential (CBC and Differential) Elood, Urgent, Collection: 01-Dec-2017 11:51 PST, once

Urine Culture Urine, Midstream, Urgent, Unit Collect, Collection: 01-Dec-2017 11:51 PST, once, Nurse Collect
Comments: SPECIAL COLLECTION REQUIREMENTS: Please refer to specific site Laboratory Test Manual.

ACWR X
MRN: 700008557 FIN: 7000000015906

Orders @ Refresh

L& & []9
4 Ag

&
&

H ]

6. The Nurse Collect window appears. Ensure the date and time is correct and click OK.

i
7. Review the Pending lab orders =.

i @ E.L

| Labs Oder Sttus (3 pendin)

Pending Orders

Re-order | Order Date/Time Ordered By Status
TestUser,
L] CBC 01/12/17 11:52:00  Emergency- Ordered
Physician, MD
TestUser,
L] Differential (CBC and Differential) | 01/12/17 11:51:35  Emergency- Ordered
| Physician, MD
TestUser,
L] Urine Culture 01/12/17 11:51:35 | Emergency- Collected

Physician, MD

Hide Favorites Orders

The Urine culture’s status is now “Collected”.

& Refresh

Page 96 of 139



& Activity 3.3 —Results Review

You want to review Ms. Wong’s lab tests.
1. Click on Kim Wong’s name in ED LaunchPoint.
2. Select Results Review on the Menu.

Results Review is arranged with tabs along the top of the screen for various lab results.

WONG, KIM  ~
WONG, KIM

-May-1932  MRN:700008619 Code Status:
Enc:700000001¢
Allergies: No Known Allergies Dosing Wt:

Menu 4  Patient Summary

Patient Summary

Process:Falls Risk

ttending:TesteD, Emergency-P

T Full scre >0

PO T et Vitals - Extended ‘

Recent Results |Advan:e Care Planning | Lab - Recent ‘ Lab - Extended | Pathology | Micro Cultures | Transfusion | Diagnostics | Vitals - Recent H

Flowsheet:  Lab View =[] Levet  LsbView

v @Table () Group (O List

Results Review

Documentatio Navigator
CBC and Peripheral Smear

Medication R Show more results

Blood Gases Lab View

13-Dec 2017 07:45 PST | 13-Dec2017 07:30 PST | 13-Dec-2017 07:15 PS ~

Blood Gases

[ pH Arterial

pCO2 Arterial

02 Arterial

CO3 Arterial

["] Base Excess Arterial
\Ventilation Arterial
(Oxygen Administered Arterial
neral Chemistry
Sodium

Potassium

Chloride

Carbon Dioxide Total
Anion Gap

Caleium

General Chemistry

and Problems Urine Analysis

g

dication Li

Patient Informati

Single Patient Task List

70710

40 mmHg

76 mmHg

22 mmol/L —
2mmolA *

Room air

UNKNOWN

135 mmoliL 136 mmoliL 3

7.5 mmal/L () 6.2 mmal/L (H)

95 mmol/L 101 mmoliL

22 mmol/L 25 mmol/L

5.5 mmol/L (H) 15.2 mmol/L L4
3.6 mmol/L

20 mmola

60 umol/L

114 ml/min

I 3

3. To show a graphical view of the results, select the results of interest.

4. Click fit in the left corner.

~ | Results Review

Vitals - Extended

=1 Print

. Full screen

&1 minutes age

Recent Results | Advance Care Planning ‘ Lab - Recent | Lab - Extended | Pathology | Micro Cultures | Transfusion | Diagnostics | Vitals - Recent ‘

Flowshest:  Lab View v o] Level  LabView

~ @ Table

) Group () List

Navigator %]
CBC and Peripheral Smear

Show more results

lood Gases e

13-Dec-2017 07:45 PST ‘ 13-Dec-2017 07:30 PST

13-Dec-2017 07:15 P5 =

[C] pO2 Arterial

[C] HCO3 Arterial

[C] Base Excess Arterial
Ventilation Arterial

eneral Chemistry
Urine Analysis

Oxygen Administered Arterial
(General Chemistr

135 mmol/L
Potassium 7.5 mmol/L [}
Chloride 95 mmol/L
Carbon Dioxide Total 22 mmol/L

3.6 mmal/L

2,0 mmal/L
] Creatinine 60 umol/L
| Glomerular Filtration Rate Estimated 114 mU/min

| Bilirubin Total

"] Bilirubin Direct

| Alanine Aminotransferase
"] Alkaline Phosphatase

"] Albumin Level

Uriom o enlrabuien A3

25.5 mmol/L (H)

1l

76 mmHg
22 mmol/L
2 mmal/L *
Room air
UNENOWN
136 mmol/L
6.2 mmol/L (H)
101 mmol/L
25 mmal/L
15.2 mmaol/L E
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5. A graphing screen will appear showing the values’ trend over time.

Sodium
- CereEmedMomaHgn
| B = - o - o oo
=
[=]
E st— Genzraized Morma Low
. . . . . . , . .
12/13/2017 7:00 AM PST T:1Z2 AM PST T:24 AM PST T7:38 AM PST T:48 AM PST
T7:08 AM PST T:18 AM PST T:30 AM PST T:42 AM FST
Potassium

T:1Z AM PST T:24 AM FST T:36 AM FST
T:06 AM FST T:18 AM PST T:30 AM FST T:42 AM PST

3
121372017 7:00 AM PST

mnmolfL

6. The Flowsheet Seeker , beside the graphing icon, creates a window that allows you to
navigate the Results Review flowsheet. As with the text equivalents, black areas are normal
values, blue are abnormally low, orange abnormally high and red are critical values.

A Results Review ‘O Full screen @Print &9 minutes ago

Vitals - Extended

Recent Results | Advance Care Planning ‘ Lab - Recent ‘ Lab - Extended | Pathology | Micro Cultures | Transfusion | Diagnestics | Vitals - Recent |

—
Flowsheet: Lab View B Flowsheet Seeker v ©@Table ) Group () List

m
ks [+

|

Navigator .
[E] CBC and Peripheral
@ Blood Gases — 1 13-Dec-2017 08:30 PST | 13-Dec-2017 08:15 PST | 13-Dec-2017 08:00 P5 =

= L
[E] General Chemistry [

[ Urine Analysis

oride is
Carbon Dioxide Total

Anion Gap

Calcium

Glucose Random 3.6 mmol/L

Urea

Creatining

Glomerular Filtration Rate Estimated

Bilirubin Total 26 umol/L [H)

Bilirubin Direct 10 umoliL [H)

Alanine Aminotransferase

Alkaline Phosphatase

Albumin Level

Hemoglobin ALC 50%*
Mean Blood Glucose 5.8 mmol/L

m

e

< | . "
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3 Activity 3.4 — Patient Transport Ticket

1. From ED LaunchPoint, right-click on Ms. Wong’s name and select the Handoff Tool.

2. Select Transfer/Transport/Accompaniment from the Table of Contents on the left.

v |#& Patient Summary

AR AR A 100%

ED Summary Assessment 2|+

‘lHandoﬁ Tool b isumman b

Active Issues

s =
ottt v [T s [ ]| |

| Transfer/T ransport/Accompaniment # o
Allergies (0)

Informal Team
Communication

LGH ED

(=5 Orientation Assessment Oriented x 4 TestED, Nurse-Emergencyl
(IR ELrEsw, Respirations Trreqular, Laboured TestED, Nurse-Emergencyl
Diagnostics ... Skin Temperature Warm TestED, Nurse-Emergencyl
Medications ...

Home Medications ... B .
Lines/Tubes/Drains (0)«

Vital Signs and Measurements Transfer From
poaeits]() Transfer To st. Pauls
2 [ e ——y—
iment
Assessments (3) Assessments (3) selected vt | & | -
Lines/Tubes/Drains
Intake and Output = o
aResults (3)

05/12/17 08:07
05/12/17 08:07

05/12/17 09:07 I

Selected vist | |

Orders ...

Oxygenation and Type Locatio
Ventilation .. 4 Lines (0)

Pathology . No resuls found

Histories ... 4 Tubes/Drains (0)

Create Note } Discontinued (0)
Interdisciplinary Care Plan

Interdisciplinary Rounding Su «

3. The Handoff tool is to help provide handover.

In the Transfer/Transport/Accompaniment section, select the blue downward arrow to
review documentation options available to you. Select Pre-Transfer/Transport Checklist.

Transfer/Transport/Accompaniment <<

Transport Ticket

Pre-Transfer/Transport Cheddist

aluables/Belongings
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4. Click the <MultiAlpha> field below the Documents and Printing section to display a checklist
of documents that need to accompany the patient.

5. In the Results Details window, select documents relevant to the patient’s condition. For
critical patients, you may want print a portion of the patients chart via Medical Record
Request. Click OK when finished entering information.

[B) Result Details = e

Documents and Printing

Printed ticket to ride [as applicable)
] Printed patient chatt (whole or sections) via medical record request
[ Transport order set from FormsFast (critical care only)

Progress note

Other: Valuables

Comment

[ ok ][ conce |

6. Select the blue downward arrow ¥ +to open the Transport Ticket PowerForm. Complete

the relevant information, being sure to scroll down to review all fields.

7. Sign ¥ the document when done.

ransport Ticket - WONG, KIM = (=
vEO|GHE+ + @E [
“Performed on:  12/13/2017 : oss4 | =] PST By: TestUser, Nurse-Emergency
& Tr rt Ticket H i
ransport Ticket T

Status Orders and Allergies

o qualifying data available.

Allergies
o Known Allergies

Active Process Alerts

Tl Communication barier ] Gender sensitiviy [ Palative care

] Cotatosic [l Mo celing it O Seizurs pracaution

[ Difficut intubstion/aine ] On research study ] Visitor restiictions

[ Fallrisk. ] Special care plan [ iclence risk.

< 0 1 '

Transfer From and To/Mode/Equipment

Transfer To Transfer From Mode of Transport
O Stetoher ® Ambulatory
O Wheelchair O Carried
O Bed O Other

Equipment Accompanying Patient

Sensory Deficits/ Activity Restrictions/ Additional Information

ry Deficits

£ ent equipment O Defibilator montor ] R itation drugs
C: O Fetal heart monitc O Sucti
Cardio/respiratory moritor ] v pump. ] Oth

i
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8. You know Ms. Wong came to the department with belongings. Open the Valuables and
BelongingsPowerForm with the blue downward arrow ¥ <to confirm she has everything

with her.

9. When you are finished with each PowerForm, be sure to sign with the green checkmark .

10. All completed Powerforms are available for print in the Documents section and the transport
is now listed in the patient chart.

~ |# Patient Summary

iment

Assessments (3)
Lines/Tubes/Drains
Intake and Output
Labs

Micro Cultures (0)
Dizgnostics (0)
Medications

Home Medications ..
Orders ...

Oxygenztion nd
Ventilation ...

Pathology ...

05/12/17 09:02
05/12/17 09:02

ED Screening - Adult
ED Triage - Adult

ED Screening - Aduit - Text
ED Triage - Adult - Text

TestED, Nurse-Emergencyl
TestED, Nurse-Emergencyl

AR ARIRE w0 00 a

ED Summary 22| Handoff Tool 52| Summary 83| Assessment + Q =.
Active Issues m

Alergies (0) Documents (4) PERIRTE Last 50 Notes 12
I Tz [] My notes only (] Group by encounter | Display: Facilty defined view ~
Communication

Vital Signs and Measurements Time of Service Subject Note Type Author Last Updated Last Updated By

Documents (4) 08/12/17 15:42 Transport Ticket Transport Ticket - Texta TestUser, Nurse-Emergency 08/12/17 15:49 TestUser, Nurse-Emergency
Transfer/Transport/Accompan 08/12/17 15:39 ‘Transport Ticket Transport Ticket - Text TestUser, Nurse-Emergency 08/12/17 15:39

05/12/17 09:02
05/12/17 09:02

Testuser, Nurse-Emergency
TesteD, Nurse-Emergencyl
TestED, Nurse-Emergencyl

T

Transfer/Transport/Accompaniment =

selected uist: [FRERTR] Lost 2 hours | Last 12 hours | | 2|

LGH ED

Transfer From
Transfer To St Paul's
Assessments (3) Selected visit | < |

11. These documents need to be printed for transport and Unit Clerk is not available.

Scroll up the patient’s chart in the Handoff Tool to the Documents section and click the
name of the document to print. A preview window will open with options to Open, Review, or

Print.

tice Mty @) Pl nd uidelions @LUpTeDute | | @) Lol

LTS

Wl Teod

-oea
E

0812017 o3

Vital Signs and Measurements

B
=
Temo

Raspaatery fee

Oxygenation and Ventitation (o)

= B itoware W C

omnect @ PHIAPACS R VCH

md PHEPACS @UMUSE @ Formfast W1

+
Transpost Tickel Entored On 08-Doc- 2017 1548 PST
Partomued On: 08 Doc 2017 1542 PST by Testllser, Nurse £
Tramspart T
Astroty Rupiritoms Wk shot datane
Conygan Tharapy - Nassi cann

Alacgs
N Kaown ABrgas

Srans ooy and Alogios N qualhypng data avadable

Testlser, Nuser Emrgency - 05-Dec- 2017 15.43 PST

E Fatent squigmant, Cardoraspisicry mankr, Cpgen
Seoncxy Deficits - Fearing deSct. i sar. Heaeng defice. right o
Testliser, Nussa-Essargancy - 09-Dec-2017 1542 PST

Repeat the same steps to print all of the documents needed for transport.
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& Activity 3.5 — Nurse Dispensed Medications

Ms. Wong is ready to be discharged; however she will take home antibiotics. When issuing “Meds
to Go”, depending on where you work, you might make a note in the patient’s chart, having a peer
sign off distributed meds, or working with the Pharmacy Tech to have meds dispensed for the

patient to take home.

In CIS, you document “to go” medications in both a PowerForm and the MAR. Use the following
steps to issue Meds to Go for Ms. Wong.

1.

Ms. Wong has outstanding tasks in ED LaunchPoint. Click the Nurse Activities icon to open

Single Patient View.

Review “" the Amoxicillin Take Home Med order.
Click the Review button.
Click the MAR icon from the Single Patient View to be brought to the MAR.
WONG, KIM ACWR X
ACWR 85y DOB: 25/05/32 MREN: 700008619 FIN: 7000000016025
4 < K ® a s
= —}
ACthltles 4 Orders 2 Refresh
Orders to Review (4) Medications Labs (1) Patient Care ==
ﬁ Orders to Review (4)
Medications mES
ﬁ amoxidillin (amoxicillin take home med) 500 mg, PO, once, administer over: 21 doses/times, drug form: misc, start: 05-Dec-2017 1. 2
PST, stop: 05-Dec-2017 11:00 PST
Comments: Order comment: Take Home Med, BCCDC STI pack, TID. Dispense 21 doses.
Labs O« Cmba [
() @ Urine Culture Uring, Midstream, STAT, Unit Collect, Collection: 05-Dec-2017 09:19 PST, once, Nurse Collect & E ’@
Comments: SPECIAL COLLECTION REQUIREMENTS: Please refer to spedific site Laboratory Test Manual.
Patient Care O«
I Discharge Patient 05-Dec-2017 09:19 PST, Discharged Home with Support Services &
Possible SIRS 05-Dec-2017 09:06 PST, Stop: 05-Dec-2017 09:06 PST &
Comments: SIRS Criteria: \r\r05/12/17 09:02:00 Peripheral Pulse Rate = 110 bpm (H) [greater than or equal to 95]]05/12/17 09:02:00 Temperature
Oral = 38.4 C (H) [greater than or equal to 38.3]||05/12/17 09 ... =
Review All (4] Review All (4) and Close 3 | Review (1) | | Close
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Prepare the medications you will be sending with Ms. Wong. Click the field within the

Amoxicillin Take Home Meds row in the MAR.

[B) wonG, Kam - pened by TestUser, Nurse-Er
Task Edit View Patient Chart Links

rgency

=

Options  Help

ED LaunchPoint Tracking Shell g Results Callback Worklist ¥ LearningLIVE |_| | @), Patient Health Education Materials @) Policies and Guidelines @, UpToDate |_| { @) CareConnect @, PHSAPACS @, VCH and PHC PACS
§ i Tear Off Al Exit S AdHoC MlMedication Administration (2] Medical Record Request ] Documents s Discem Reporting Portal & PM Conversation Conversation Launcher [EiAware | _

WONG, KIM = List
WONG, KIM

Code Status: Process:Falls Risk
Disease:
Isolation

Location:LGH ED:; ACWR
Enc Type:Emergency
Attending:TestED, Emergency-Physiciand,

Allergies: No Known Allergies Dosing Wt

Menu

‘O Fullscreen @& Print
Patient Summary

Orders

Nursing Quick Orders

&> 0 minutes ago

14-Dec-2017
08:00 PST

13-Dec-2017
13:42 PST

Medications

500 mg
Mot previously  Not previously
given given

[amoxicillin amoxicillin take home med)
500 mg, PO, qdaily, order duration: 7 day,
drug form: kit, start: 13-Dec-2017 13:42 PST,
stop: 20-Dec-2017 07:59 PST

amaxicillin

5

n Request

d Problems

Patient Inf

Single Patient Task List

PRODBC TESTEDNURSE Wednesday, 13-December-2017 13:46 PST

As you are not witnessing the patient take the medication, check the Not Given box.

Enter Dispensed in the reason field, as the medication was given to the patient.

Sign your MAR documentation by clicking the green checkmark in the Charting window.
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Charting for: WONG, KIM ==l

8 M

ki)

amoxicillin (amoxicillin take home med)
500 mg, PO, drug form: kit, start: 13-Dec-2017 13:42 PST, stop: 13-Dec-2017 13:42 PST

“Performed date / time: 13-Dec-2017 =[] 1359 =] psT

"Performedby: TestUser, Murse-Emergency

Witnessed by :

*amoxicillin: | 500 mg Velume: 0 ml
Diluent: | <nocne> | ml

*Route: PO Site:
Total Volume: | 0 | Infused Over: .0

m ] »

|

oy
Given other route

Held for procedure
Medication not available
Medication sent to OR
Nausea or vomiting

No consent

No IV access

Mot appropriate at this time
NPO

Other
Patient out on pass
Patient refused
Patient request
Patient status
Patient unavailable

9. Click the Ad Hoc button from your Toolbar.
10. Select Nurse Dispense Meds.
11. Click Chart in the lower right corner.

. WONG, KIM - 700008619 Opened by TestUser, Nurse-Emergency
Task Edit View Patient Chart Links Options Help

ES Results Callback Worklist ES LearningLIVE _ aPat\ent Health Education

ll Medication Administration 5] Medical Record Request (] Documents (s Disce

[E) Ad Hoc Charting - WONG, KIM =3 =
& ED Foms 7 B ED AllergiesAweight/Medications
23 Inpatient Forms [T B ED Disposition Documentation
&3 Alllkems [ B ED Oider Adult Assessment Form

7 B ED Phone Call For Corsults Form
[T B ED Scresning - Adult

[T [ ED Screening - Peds

[T B ED Trauma/Upgrads

[T B ED Triage - Adult

I~ B ED Triage - Peds

[T B Admission History Adult

[T B Admission History Pediatic

[T B Advance Care Planning

™ [ Called to Triage

[T B Expiration Record

7 B Famiiar Faces Shared Cars Plan
E bk Procedure

dlie Checklist

Reportable Cases
[ B SBIRT Sereening
[T B Valuables and Belongings
[T B Violence Risk Alett Scieen

Close

12. Fill in the Medication Name (Amoxicillin, 500mg tablets).
13. Enter instructions for the patient (Take with food).
14. Note any written material provided (Pharmacy print out).
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15. Select the person to whom you gave the medication (Patient).

16. Enter a peer’'s name in the “Witnessed by:” searchable field to document your witness.

17. Click the relevant fields in the Medication Education section given your patient’s age and
support needs. An X will appear in the selected field. Click again to remove, if needed.

18. Click the green checkmark to sign your documentation.

\urse Dispense - WONG, KIM o [ -E- |
vRO|EE s v @B
erformed on:  13-Dec-2017 :E TR By: TestUser, Nurse-Emergency

Nurse Dispense

Name of Medication and Barcode

|Amox\c\\lm 500 mg PO daily |Take with Food

Written Material Given

for

Medication Dispensed to:

Pharmacy print ouf Patient
Parent/Guardian
Other.

Witnessed by:

Medication Education

F i al | further teaching [Needs practice/supervision| Comment
Med Generic/Brand Name, Purpose. Action|
Med Dosage, Route, Scheduling
Med Special Administration. Storage
«

In Progress

»

You have completed documentation for Nurse Dispensed Medications.
When you discharge Ms. Wong, you can click on the “Comment” header in the Patient
Summary/Instructions page of the Depart Process window if you would like to add more written

instructions for your patient. You will have to scroll down to find this section within the Depart
Process window.
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WONG, KIM 0 : : Process:Falls Risk Location:LGH ED; ACWR
3 ) " Enc Type:Emergency
Allergies: No Known Allergies : e N solation: Attending: er, Emergency

Templates: |ED Patient Summan LGH Patient

)

Diagnosis

Dizposition D ocurmentation

A
H

E=piration Record

A
H

‘Y aluables/Belongings

3
H

Open Patient Chart

3
H

Interactive Yiew and [0

3
H

Laboratory or Other Results This Visit (last charted value for your 31/01/2018 visit)
Mo Laboratory or Other Results This Visit

Patient Surmmary
Admit

3
f

2
H

Dizcharge/Transfer Facility

T
H

Comment:

[ Patient/FamilyCaregiver demonstrates understanding of instructions given Frint | |Bign and E‘DSE| | Cancel
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& Activity 3.6 — Discharge Process

The ED Physician has visited Ms. Wong and determined she has pneumonia. Dr. Bonilla has

prescribed a 7-day course of Amoxicillin and placed an Order to Discharge.

The patient Status Column on the far right of the screen indicates readiness to discharge with the

m icon. The timer in the icon shows how long a discharge order has been in place.

1. Starting from ED LaunchPoint, right click on the white space around Ms. Wong’s name.

2. From the drop-down list, select Discharge Process Discharge Process

ED LaunchPoint

ANADIR R0 -[OOd

show: [ Critical Labs/vs [M]WR [ Hide Empty Beds

Room LOS Patient Information

EDMD
'I WONG, KIM
ACWR b= 86y F @] m

[ +2 | [ myPatients Resus/DTU | Acute/INTK | Acute [ INTK | FA |
View:  [All My Patien

Current: 5

p RN Patient Details

m Dx: Pneumonia

WHCCP]T@ Emergency Workflow
AC,201 52:21 i Quick Orders

el Documentation

Orders Profile
ACWR 0545 TYLON. M

41y M Results Review
Diagnoses and Problems
PSYCH,401 m :E OFD BCTE Attach Prearrival
Discharge

PPCSTTES| Admit
76:08 ]
DTU,01 - 55y M Request Event

o Start Event
RESUS, 101 . PITTPRAC] "
- 75:42 Complete Event
No Visitors 47y F

Set Events

PITPRACT] i i
AC,206 48-37 H Assign/Unassign Others
47y M Patient Summary Report

Lower extremity injury (3), ol

] Dx: Major depression; Anxiet]

local swelling (3)/redness, r

v v v | w w

Major trauma (2), blunt, high

F MNeck trauma (2), high risk m«

Dx: Acute pneumothorax

AC,202 b0 PITO D|§charge Process
' 49y M

AC,204[AC 10, JIMMYJ10J0

NIB

e

m Dysuria (2)/possible urinary
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3. The Depart Process window opens. All documentation required to discharge Ms. Wong is
located here. The components include:

1. The Patient Banner Bar at the top of the screen ensures important information is
available
2. The Templates menu offers a drop-down list of any unit discharge documents.

3. The sections act as a menu for your discharge documentation

4. A Checkbox where you can confirm you have attended to the patient’s discharge
instructions. This step is not mandatory, but helpful when discharging patients who
need assistance or support.

5| Depart Process = @
WONG, KIM DOB:25-May-1932 MRN:700008619 Code Status: Process:
Age:85 years Enc:7000000016... i
1 Allergies: No Known Allergies GenderFemale  PHNS 3 Desing Wt
Templates: | ED Patient Summary LGH - Patient
+ = Diagnosis r Lions Gate Hospital Emergency Department |+
Ei 231 East 15th Street North Vancouver, B.C. VIL 2L7
Disposition Dacumentstion wh, 604-988-3131
Expiration Record i Patient Discharge Summary/Instructions
¥ Waluables/Belongings wl, E
u] Patient Chart wl, . -
pen TEEr mner [Name:WONG. KIM
Uit e CAE D ““ | | IDOB: 25-May-1932 PHN: 9876416673 Encounter: 7000000016025
Patient Summary ol R
Admit v [Patient Address: 123 FirstNet Street Vancouver British Colimbia
Discharge/Transfer Faciliy oA [Patient Phone:
IPrimary Care Provider
Name:
Phone:
[Visit Date: 05-Dec-2017 09:01:00
[Reason For Visit: Respiratory distress (2). moderate RC111; fever, cough, & SOB
IFinal Diagnosis: PNEUMONIA
[Primary Physician:
ITest, ED Physician - Emergency Four
|Attending Provider:
|TestED, Emergency-Physician4, MD
lal 1T s i i L1 Ll L b | b L tellesn TL P al a2
n [ Patient/Familyp/Caregiver demonstrates understanding of instructions given I [ Frint ] [Sign and C|DSE] [ Cancsl

Review the Patient Discharge Summary/Instructions. The information is automatically
populated with information from the rest of the chart.

You can review and edit sections of the Depart Process window by selecting the pencil T‘
icons on the menu. While not always part of a normal workflow, editing discharge information can
often be necessary.
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1. Click the pencil ** | icon next to Disposition Documentation Disposition Documentation

2. The ED Disposition Documentation PowerForm opens. Use the following conditions to

fill it out:

1. Patient Condition: Stable
2. Disposition: Discharge

YEHO | EE e 3| @E 2
*Performed on:  Q1-Dec-2017 :El 1534 ] psT

Jalisbles Belns  Patient Condition Disposition Vital Signs
Admission Stable it ) Dpen vital signs documentation
Discharge ] Unstable: Discharge

] Other:

Valuables/Belongings

O Open valuables/belongings ‘

AMA/LWBS comment

Vital Signs Disposition .

AMA/LWBS .

The Discharge PowerForm will open for your documentation:
3. Discharge to care of: Family member

Mode of Discharge: Wheelchair

Mode of Transportation: Personal vehicle

N o o s

her mother.

Family/Support Contacted Regarding Discharge: Yes
Discharge Comments: Ms. Wong’s daughter, Amy Wong has arrived to pick up

8. Once you have completed these fields, click the circular arrow {0 return

9. Click ¥ to sign.

[Z| Discharge - WONG, KIM
O g @m

Discharged to care of Mode of Discharge Mode of Transportation Family/Support Contacted
Regarding Discharge

] Self mbulatary (] Ambulance
] Spouse/Significant ather [] Carried (] Cah
O] Parent/Guardian [] Stretcher [] Mon-ambulance transport
Farnily mermber whheelchair Personal vehicle
] Law Enfarcement (] Other: (] Other
ther:

Discharge Comments

Ms. Wong's daughter, Amy \Wang, has arived to pick up her mother|

Discharge .
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3. Click the Vital Signs button © to open the vital signs documentation. Document Ms.
Wong'’s Vitals within normal range. Then, click © to return.

4. Next, confirm Ms. Wong'’s Valuables/Belongings. Click the field ® under
Valuables/Belongings to open valuables/belongings documentation.

VEHO|%FE e s @ER

*Performed on:  01-Dec-2017 = E| 1534 2! PST

L ————

“lusbles Belons Patient Condition Disposition Vital Signs
[] Stable O Admit

] Unstable ® Discharge
O] Other:

B Ipen vitsl signs dacumentation

Discharge

Valuables/Belongings

O Open valuables/belongings

AMA/LWBS .

AMA/[LWBS comment

Note: Due to Ms. Wong'’s use of a hearing aid and dentures, the Nurse on the shift prior

utilized the Ad Hoc Charting function to document Ms. Wong’s belongings. You will
notice that the information previously documented has been pulled in to the

Valuables/Belongings Bl Valuables/éelongings - po\yerForm automatically.

5. The nurse on shift used Ad Hoc charting to document Ms. Wong’s belongings, so they
should all appear in the PowerForm. Review the belongings that are documented within the

Valuables/Belongings B Velusbles/Belongings: po\yerForm to ensure they include the following:

e Dentures, Lower

e Dentures, Upper

e Glasses
e Hearing Aid, Left
o Jewelry
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You notice that there is no detail regarding Ms. Wong'’s jewelry. You ask her what she arrived with,

and she replies “Only my wedding ring!” You double-click the Description "#*¢™"" field and an

Add Result Comment 5 AddResult Comment \vindow opens. Note that Ms. Wong’s only jewelry on
her person is her wedding ring. Then click OK . You will now see Ms. Wong’s jewelry

description updated.

6. Now that you have confirmed all of Ms. Wong’s valuables and belongings, click the Yes
field ® under the Valuables Returned per Inventory List section as Ms. Wong has all of

her items on her person.

7. Click the returnicon © to return to Disposition Documentation.

[Z| Valuables/Belongings - WONG, KIM
7 KL

Medication H4
Medication #5
Medication HE6
Medication H7
Medication #8
Medication #3
Medication #10

e
<Alphar
<Alphar
<Alphar
<Alphar
<Alphay
<Alphay
<Alphay

Personal Devices

Description Number of Items Location

Assistive Devices <Alphas
Cane <blphar
Contact Lenses <blphar
Dentures. Lower On person
Denture Partial Plate <Alphas
Dentures, Upper On person
Glasses On person
Hair Piece, Wig <Alphar
Hearing Aid. Left <Alphax
Hearing Aid. Right <Alphay
Orthodontic Retainer <Alphax
Orthotics <Alphar
Prosthesis <Alphar
walker <Alphar
Wheelchair <Alphas
Other <blphar
Other Valuables/Belongings

Description Mumber of Items Location
Clothing <élphay
Jewely ‘ On person
Monetary ltems <&lphax
Electronic Devices <Alphas

‘to Secure Location

Jewelry/Monetary Ttems Sent  Valuables Returned per

Inventory List

O Ves
O Other

M
‘fes
Other

m

8. Click the green checkmark < to Sign your documentation.

9. Click the pencil z' next to Discharge/Transfer Facility.
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10. On the next screen, choose Discharged Home without Support Services from the
Discharge Disposition drop down menu, as she is receiveing no formal community

supports.

11. Click Complete.

Al Discharge Encounter

[E=S R =

Medical Recard Number Encourter Mumber Full Name: Diate of Bithu Age: Gender
700008557 7000000015906 WONG, KIM 14-May-1931 : 86Y Female
BC PHN
9876418534

[
Encounter Type Medical Service: Facilly Building Urit/Clric: Room
Emergency Emergency LGH Lions Gate LGH Lions Gate LEH ED ACWR
Bed: Isolation Precations:

Registration Dae:
01-Dec-2017

Registration Time:
11:29 =

[— Discharge Information

Discharge Datz:
M-Dec-2017 :E 1820

[— Deceased Detalls

Dischaige Time,

Discharge Usemame:
TestUser. Nurse Emergency

Ready

PRODEC 7 1620

12. If you have additional comments to add to the Patient Discharge Summary/Instructions,
scroll down this window and double-click on the section heading “Comment”to enter free
text instructions. Then, click Sign and Print to discharge the patient and print instructions.

5| Depart Process.
WONG, KIM

MRN:700008557

Allergies: No Known Allergies

Code Status:

isease

Expiration Fiecord

#

~ Valuables/Belongings

B

Open Patiert Chart

B

[Name:WONG, KIM

Interactive Yiew and 150 [DOB: 14-May-1931

B

Patient Summary
Adit

B

B

Discharge/Transfer Faciity

B

[Primary Care Provider

Phone: (363)272-3603

[Primary Physician:

Attending Provider:

[Patient Instructions

[Patient Address: 590 Moffat Drive Richmond British Columbia
[Patient Phone: (604)278-4848

Name: Plisved, Mohammed, MD
[Visit Date: 01-Dec-2017 11:29:00
[Reason For Visit: Respiratory distress (3), mild/moderate RC112

[Final Diagnosis: 1:Pnecumonia

[Test User, Physician - Emergency
(TestUser, Emergency-Physician, MD
General Instructions: Please foll ow up with your family doctor/specialist. If you cannot follow up with your

\doctor, or if your condition worsens, retur to the Emergency Department

[Rest. fluids, Amoxicillin. Return to ED extremely SOB

Isolation:

Templates: [ED Patient Summary LGH - Patiert

~ = Diagnosis 4 Lions Gate Hospital Emergency Department il
u 231 East 15th Street North Vancouver, B.C. VIL 2L7

~ Disposiion Documentation e 604-988-3131

Patient Discharge Summary/Instructions

PHN: 9876418334 Encounter: 7000000015906

m

aregiver o

You will learn how to admit a patient to the inpatient unit in the next section.
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& Activity 3.7 — Admit to Inpatient

1. You notice outstanding activities for Ms. Abassi. Click the Activities icon to open the Single
Patient View. You see that Dr. Hong decides to admit Ms. Abassi to Critical Care.

2. Click the eyeglasses icon to review the Admit to Inpatient Order, and then click Review.

ACWR ABASSI, FATIMAH ACWR X
26y F DOB: 02/09/91 MRN: 700008504 FIN: 7000000016560
¢ A a
ACthltleS Orders & Refresh
Orders to Review (1) Assessments (2) Patient Care =
& ratient care Oe
I Admit to Inpatient 13-Dec-2017 09:24 PST, Admit to Critical Care, Admitting provider: TestUser, Emergency-Physician, MD 2
Review All (1) Review All (1) and Close | reviewcy || [ cose |

3. Close the Single Patient View and right-click on Ms. Abassi’s name and select Discharge
Process. In CIS, the process to discharge or admit a patient is often referred to as the
“Depart Process.”

4. As mentioned in the previous activity, in the Patient Discharge Summary/Instructions section
scroll down and click on the word “Comment” to add instructions for your patient. Any
comments you provide will be available to the patient when they are ultimately discharged
from hospital on their discharge documentation.
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] Depart Process
ABASSL FATIMAH

Allergies: No Known Allergies

DOB02-5ep-1991  MRN:700008504 Code Status:

Age:26 years
Gender:Female

Enc7 016560
PHN:9876421485 Dosing Wt

Templates: [ED Paliert Summary LGH

4

Patient |

Location:LGH ED: ACWR
Enc Type:Emergency
Attending:TestUser, Emergency-Physicia...

[= (=]

Diagnosis
Disposiion Documentation
Expiration Recard
Valuables/E elongings
Open Patient Chart
Interactive Yiew and 150
Patient Summary

Admit

Discharge/Transfer Facilty

NN N NN AN

o TeTICE TS UE AT U VIO S T e U ST S UL DTEATT

NextDose (\[a)a[erTme)
Stop Taking the Following Home Medications
None
Med ications managed by another provider. Follow their direction regarding the use of these medications.

None

Administered Medications:

| 7 Smart Edit Control = |2
Laboratory or Other Results This Vi a . _
No Laboratory or Other Results Thid & B & x |5 (X[ B U 7 [&
4 |
| (3 PaterFamipiCaregver cemorstates wncersanding o nsictors giver | Pint | [Bignsnd Close] [ Cancel

The Depart Process window has a banner bar to ensure users are charting on the right
patient, for the right encounter.

5. Click the pencil icon < | to edit sections as needed. Use the following information to
document in the different sections of the Depart Process window:

e ED Disposition Documentation:
e Patient Condition: Stable

e Disposition: Admit

e Admission Window:

¢ Nurse Receiving Report: Amy Tan, NP

e Lines Traced to Source: Yes

e Orders Reviewed: Yes

e Patient ID band on and verified: Yes

e Allergy Sticker on and verified: Yes

e Transfer to: LGH Critical Care

e Mode of Transport: Stretcher

e Transportation Equipment: IV pole

e Accompanied by: Porter & Nurse

e Vital Signs: document current vs
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¢ Valuable/Belongings: None. Family took home

Diagnoziz v,
Digpozition Documentation il
Expiration Record il
Yaluablez/Belongings il
Open Patient Chart il
Interactive View and [0 vl
Patient Surnmary ity
Admit vk,
DigchargeTransfer Facility il

6. Sign ¥ each section before proceeding to the next.
Review the Patient Summary to ensure the documentation on this patient is correct.

7. Click the pencil icon beside the Admit band to finalize the admitting process.

8. The ED Admit window will appear. Remember, sections highlighted in yellow are mandatory
fields.

9. From the Disposition drop-down list, select Admitted to Critical Care or an OR. If the patient
will not be moved for some time, estimate the expected departure time.

10. Click Complete in the lower right corner.

¥4 ED Admit e =]
Last Mame: First Marmne: Middle Mame: Gender:
ABASSI FATIMAH Female
Medical Fecord Mumber: Encounter Humber.
700008504 F000000071 6560
Patient Admizsion
Fatignt Adrit D ate: Patignt Adrit Time:
13-Dec-2017 09:24

ED Departure Time

Dizpasition: ED Dgparture Date: ED Departure Time:
led ta Critical Care or an OF| 13D pc-2M7 = |ZI 1218 =
Admitted to an Inpatient Linit

Admitted to Critical Care or an OF
Return ta [npatient Unit
Transferred ta Day Surgery

Ready FRODEC TESTEDNURSE 13-Dec-2017 1216
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11. You will return to the Depart Process window. Click Sign and Close.

ABASSIL FATIMAH DOB02-Sep-1991  MRN:700008504 Code Status: Location:LGH ED Hold; ACWR
A S Enc:7000000011
Allergies: No Known Allergies g Dosing Wi:
Templates: [ED Patient Summay LEH - Fatient
~ = Diagnosis 4 Lions Gate Hospital Emergency Department .
E 231 East 15th Street North Vancouver, B.C. V7L 2L7
o 604-988-3131

Disposition Dacumentation Patient Discharge Summary/Instructions

%
#

%
f

Expiration Record

Yalusbles/Belongings

%
f
m

[Name:ABASSI, FATIMAH

(e P ezt [DOB: 02-Sep-1991 PHN: 9876421485 Enceunter: 7000000016560

P
§

Interactive Wiew and 150

5,
#

[Patient Address: 73 West Sth St. Vancouver British Columbia
[Patient Phone:

Patient Summary
Adit

5,
#

%
#

Dischaige/Transer Faciity

%
f

[Primary Care Provider
Name:
Phone:

[Visit Date: 13-Dec-2017 09:13:00

[Reason For Visit:
[Final Diagnosis: 1:CELLULITIS FOOT OR ANKLE: 2:Sepsis

[Primary Physician:

[Test User, Physician - Emergency

|Attending Provider:
[TestUser, Emergency-Physician, MD

General Instructions: Please follow up with your family doctor/specialist. If you cannot follow up with your
idoctor, or if your condition worsens, return to the Emergency Department.

[Allergy Information:

7] Patisnt/F amily/Caregiver demanstrates undsrstanding of instructions given Eﬂ [Sign and Close |

You have now successfully completed the Depart Process to admit this patient to Critical Care.
The Unit Clerk will see this patient is waiting for transfer to Critical Care. The patient will fall off
your ED LaunchPoint screen, but will remain on the Tracking Shell (visible in the department)
for 48 hours.
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& Activity 3.8 — Nursing Handoff Documentation

It's the end of shift, and time to report to the oncoming nurse. The Handoff tool offers a summary
of your assignment to assist in transferring care.

To begin documenting the Handoff process:

1. Right-click on the white space around Monty Pylon’s name in ED LaunchPoint.

2. Select Handoff Tool on the drop-down menu.

ED LaunchPoint

@DIARR R0 - 00a

[ +2 | [ My patients ResusDTU | Acute/INTK [ Acute [ INTK | FA | Triage [ WR |

View:  [Al

Show: [] Critical Labs/vs []WR [¥] Hide Empty Beds

Room LOS Patient Information EDMD MLP RN
WHCCPITFORTYWEB...
118:20 ]
rcoon TS s "
ACWR REID-LEARN, MARCUS Cut
MDE
Poss. SIRS 7y M o

PYLON, MONTY

ACWR

-

4y M G E m_

PRODBCTEST, JANI
PSYCH,401 Es=ild 3y F

resus, 107 [ prrieracTIc, Fo
No Visitors. 47y F {

Patient Summary
View

Nursing Quick Orders
MAR

Orders Profile
Racults B ovicw

My Patients
Current: 3 Last Hour: 0 Today: 0

Patient Details

ﬂ Lower extremity injury (2), obvious deformity OCD5...

leg doing yard work on weekend Reason for Visi...

AC,206 H ey
s oo o
I g::?YONE, JANE

AC,210 ﬁ! ;:{T;srsnm, 0e

ACWR

Handoff Tool

Hre

Atadl

Request Event

Start Event

Complete Event

Set Events
Assign/Unassign Others
Patient Summary Report
Discharge Process

DIABETES INSIPIDUS

ACWR

92-53 EDTESTDEMO, TRIAGE
Sy F

@]

n ﬂ shortness of breath

Major depression; Anxiety; Borderline schizophr...
r trauma (2), blunt, high risk mechanism of inj...
Jtrauma (2), high risk mechanism and/or mode...

ertension (3) (SBP 200-220 or DBP 110-130) an...

d injury (2), altered loss of consciousness GCS 1...

Department
WR: 29 Prearrivals: 0
BP HR TEMP RR

110/70 98 37 18
140/70
120/80 70 36.8 18
| 28/12 80 16
1 33/15 88 19
| 80/58
120/80 70 20
1 33/15 88 136.2 18
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With a peer, review the sections within the Handoff Tool. You can skip sections using the
Menu on the left. Refresh will bring up any important results you are waiting for.

Though this may not follow your typical workflow, you can use the Create Note function at
the bottom of the menu to create a shift summary. Click Nursing Shift Summary.

- | Patient Summary
ARDIARIR R [wx -0
ED Summary %2 | Handoff Tool 52| Summary 5% | Assessment by
Actlve Issues B .
Active Issues
Allergies (1)
Informal Team Iaddiner
Communication
Vital Signs and Measurements Mame Classifi
Documents (0) No Chronic Problems
Transfer/Transport/Accompan » Historical
iment (0)
Assessments (0)
Lines/Tubes/Drains Aller'gl'es (1) +
Intake and Output
Labs
Micro Cultures (0) Substance Reactions Category Status Severity
= Demerol HCl - Drug Active

Diagnostics (0)
Medications
HETE TS ) Informal Team Communication
Orders (13)
Oxygenation and Ventilation Add new action Add ne
(o)

ogy (0) Mo actions documented No com

es All Teams All Tean
Create Note
Interdisciplinary Care Plan . .

pinary Vital Signs and Measurements +

Interdisciplinary Rounding Su

I! Nursing Shift Summary |7
Selert Othar Note S -

Page 118 of 139



5. You will be brought to the Documentation section of Monty’s chart. Using the information
you’ve just reviewed with your peer, create your Nursing Shift Summary.

Note: If you feel like you need to paint a picture of your patient’s care, you can also use the
Nursing Shift Summary Note or, for more complex cases, the Nursing Shift Summary,
Treatment Record Note. Hovering over the icons on the toolbar will give you different
options to highlight or format your documentation.

6. Typing “,” will bring up a menu of auto-text statements based on standards developed
among health authorities. To narrow the field, start typing the area you'd like to note after
the double-commas (ie. “,ed”). The field auto-populates with normal findings, so you will
have to change any abnormal headings.

7. Once you have completed your Nursing Shift Summary, click Sign/Submit .

- |# Documentation 'O Full screen & 9 minutes ago
Fadd 5 HILY
Free Text Note X| Free Text Mote Xl List | 4
‘Tahoma -||S:?-|| [FEE R Y B I U= /- = £ £ 'El'[|

ned
bedcsabp- |
Led_csa_nol *
&d_pe_adult_comprehensive *
Led_pe adult_quick *
&d_pe_pediatric_comprehensive *
L.ed_pe_pediatric_quick *
ed_pe_trauma_major_blank *
2d_pe_trauma_major_norm *
..ed_pe_trauma_minor *

Note Details: Nursing Shift Summary, TestUser, Murse-Emergency, 04-Dec-2017 09:29 PST, Free Text Note ﬂ‘ Sign/Submit | | Sane | | SaveBuGlose | | Cancel
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8. A pop-up Sign/Submit Note will give you the option to forward your note to a Provider. For
this activity, enter a peer’'s name within the search bar and select the appropriate name
from the list that appears.

9. Click Sign

(B sign/Submit Note o (2
“Type: Note Type List Fiter:
Nursing shift summary al
*Author: Title: *Date:
se-E Free Text Note 04-Dec-2017 4 o929 psT
~ Forward Options
[ Favorites Re\anunsmp. [Q Provide
Contacts Recipients
Default Name Default Name Comment Sign Review/CC

Testuser, Float-Physician, MD ®

Cancel

Your Nursing Shift Summary Nursing shift summary il now be displayed in the Documentation
section of Monty’s chart. You can modify your documentation later, if needed. An electronic

‘stamp’ shows the changes you made and identifies a modification has been made, similar to
drawing a line through and initialing errors on paper charting.

- |# Documentation O Full screen  (Z)Print

dhAdd [ sign JN 2 Forward | [ Modify | B | 4 @ | I B0 Error

List 4k

Dizplay E] 4 Previous Mote ‘ A Mest Note
. . . 14 -
T .
‘ Service Date/Time Subject Type Facility | * FII'IHI Report * =l
04-Dec-2017 09:29:00 PST Nursing Shift Summary Pending Refresh
U-Nov-Z0 DRV [EUV ummary ED Fatient Summary FiLions Late CONSTITUTIONAL: [well 2ppearing in no acute distress]
29-Mov-2017 15:52:00 P... ED Screening - Adult  ED Screening - Adult - Tet  LGH Lions Gate SKIN: [Warm, dry, and intact without rash]
29-Nov-201715:03:00 P... ED Triage- Adult ~ ED Triage - Adult - Te¢  LGH Lions Gate EYES: [extraocular movements are grossly intact, clear conjunctival
29-Nov-2017 14:32:35 P... ED Pre Amrival Note  ED Pre Arrival Note LGH Lions Gate HENT: [Normocephalic, atraumatic, moist mucus membranes]
: ) NECK: [no obvious swelling, normal range of motion]
22-Nov-2017 15:27:58 P... ED Patient Summary ED Patient Summary LGH Lions Gate PULMONARY: [normal chest rise and fall, no respiratory distress or stridor
21-Mov-2017 03:37:00 P... ED Screening - Adult ED Screening - Adult - Tet  LGH Lions Gate CARDIOVASCULAR: [regular rate, distal extremities are warm and well perfused]
. . . GASTROINSTESTINAL: [nondistended, non-tender]
21-Mov-2017 09:37:00 P... ED T - Adult ED T - Adult - Text LGH Li Gat '
o 112ge - Adu 11age - Adu tons bate GENITOURINARY: [deferred]
21-Mov-2017 09:37:00 P... ED Screening - Adult  ED Screening - Adult - Text  LGH Lions Gate NEUROLOGIC: [normal speech, moves all extremities] =
21-Nov-2017 09:37:00 P... ED Triage - Adult ED Triage - Adult - Text LGH Lions Gate MUSCULOSKELETAL: [no gross deformities, atraumatic]
20-Nov-2017 15:54:47 P... ED Patient Summary ED Patient Summary WHC Whistler PSYCHIATRIC: [normal mood and affect]
15-Mov-2017 16:07:00 P... Allergy Rule Allergy Rule - Text WHC Whistler
Result type: Mursing Shift Summary
Result date: Monday, 04-December-2017 09:29 PST
Result status: Auth (Verified)
Result title: Free Text Note
Performed TestUser, Nurse-Emergency on Monday, 04-December-
by: 2017 09:49 PST b
. TestUser, Nurse-Emergency on Monday, 04-December-
Verified by:
erified by 2017 09:49 PST
< m ) Encounter 7000000015877, LGH Lions Gate, Emergency, 01-Dec- -
<< Previous  Mest >
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Patient Scenario 3 Summary: Key Learning Points

Activity 3.1 Process Alerts

Process Alerts will display in a patient’s Banner Bar, in the room column, and/or in the Patient
Information column

Click the arrow '~ next to the PM Conversation @ 7 Conversation 1o in the Toolbar to add a
Process Alert. Be sure you have the right facility/unit selected

Activity 3.2 Nurse Specimen Collection

The Nurse Activities column indicates any outstanding tasks remaining

Clicking the task number icon will open single patient view, allowing you to review and document
any lab specimen collection you performed

Point of Care specimen collection should be documented in iView

Activity 3.3 Results Review

The Results Review page is where all patient-related results are displayed
Different tabs can be used to view specific results
The graphing icon is used to easily visualize changes over time

The Seeker icon helps navigate the Results Review page

Activity 3.4 Patient Transport Ticket

Ticket to Ride is used for when a patient requires transport

When completing Checklists, double-click a column-header to select all line items deselect or
modify as needed

Use the <MultiAlpha> fields to provide a list of equipment and supplies specific to this patient’s care
needs

Chart printing can be done through Medical Record Request

To print, scroll up the Documents section and click the name of the document to print

Activity 3.5 Nurse Dispensed Medication
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Document Meds to Go in a PowerForm and on the Medication Administration Record (MAR)
Use the AdHoc Nurse Dispense PowerForm to document a peer witness for medication dispense

Click on the “Comment” header within the Depart Process window to document additional
administration instructions for your patient

Activity 3.6 Discharge Process

Once a discharge order is given, the patient’s Status column icon will change
Use the pencil icons to fill out discharge charting as necessary
Some fields will automatically populate from items in the patient’s chart

The Discharge/Transfer Facility fields must be filled out to successfully discharge a patient

Activity 3.7 Admit to Inpatient

The Discharge Process (“Depart Process”) is used to admit patients
In the Depart Process window, click the pencil icon to edit sections as needed

To finalize the admitting process click the pencil icon beside the Admit band

Estimate the expected departure time when an admitted patient is awaiting for a bed

Activity 3.8 Nursing Handoff Documentation

The Handoff tool summarizes patient information to help with handover reports
The menu allows you to skip irrelevant sections in the report

Nursing Shift summary Notes can be compiled from information in the patient chart with greatly
reduced typing using the auto text feature
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B PATIENT SCENARIO 4 — Documenting a Critical Scenario

Learning Objectives

Review Quick Reg

Review Triage

Back-Entry of Medications

Back-Entry of Medical Interventions and Fluid Balance
Nursing Shift Summary

You have explored the basic functionality of FirstNet, and will now learn how to apply these skills in a
trauma scenario as well.

When a critical trauma comes onto the unit, you will use your clinical judgement to decide what is
necessary.

Any charting your team needs to do on paper will be scanned into the system by Health Information
Management (HIM), so the electronic record accurately depicts the patient’s care. “Back-entry” for Ins
& Outs, continuous infusions, and a Nurse Shift Summary explaining that you had to resort to paper
documentation, and why, will be necessary. The ED Provider will document a summary of the care
provided, coupled with your documentation and the scanned paper record, will provide a cohesive
report of the care your patient received while avoiding duplicate documentation as much as possible.

SCENARIO

Paramedics rush into the ED with a patient involved in a high speed MVA.

Patient presents with neurological symptoms including dizziness, nausea, and visual changes.
Possible haemothorax, pelvic fracture, and numerous cuts and abrasions. Vital signs collected in the
field: BP 98/palp, P 130, RR 30. Most of the external bleeding was controlled, but any relief of
pressure causes the bleeding to restart.

She is taken directly to the Resus room and work begins rapidly.
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3 Activity 4.1 — ED Quick Reg

1. ED Quick Reg the patient. While your colleagues work on the patient, you gather basic
information from the paramedics.

From the ED LaunchPoint screen, click the Add Patient icon and select ED Quick Reg.

L+ |

Add Prearriva

2. Enter the following information into the Person Search window and then click Search:
Last Name: McDowell
First Name: Tanya
DOB: 15-JUL-1980

3. Click the MPI Search button to search for previous encounters in the provincial system.

Click the Add Person button to enter Tanya into the system.

4. The External MPI window will appear. Enter the following information into the External MPI
window and click Submit.

Sex: Female

Address 1: 122 Main Street

City: Vancouver

Province/State: British Columbia
Remember, only the yellow fields are mandatory.

5. The ED Quick Reg window will open.

As this is a trauma situation, only enter mandatory information. Enter MVA as the Reason
for Visit, and then click Complete in the lower right corner.

Note: If your patient will be immediately triaged, you do not need to complete the Reason
for Visit as the patient’s chief complaint will be documented by the Triage Nurse.
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% ED Quick Reg =R =

Ul X The PHN Request was successful. |

Last Mamne: First Mame: Middle Mame: Date of Birth: Age: Gender: a
MCDOWELL TANYA 15-Jul-1980 = |Z| ary Female ~|
BC FHM: Arive Date Arrive Time: Medical Record Mumber: Encounter Number:
9876405964 14-Dec-2017 = E 1359 = 700008957
Primary Care Pravider [PCP): Attending Pravider: Reazon for Visit: Wisitor Status:
Provider, Emergency 2 -

Location
Building: Uit/ Clinic: Encounter Type: Medical Service: Dizaster Flag:

LGH Lionz Gate * LGHED +  Emergency »  Emergency - -

WIP - Person Level:

Registration D ate: Reaistration Time: ED Quick Reg User Mame:
14-Dec-2017 : 1359 = TestUser, Nurse-Emergem
Dizease Alert:

6. The Document Selection window will open where you can print the patient’s armband label,
lab blood specimen label, lab non-blood specimen label, and facesheet.

7. Tanya appears on the ED LaunchPoint Multi-Patient List. Click in the Assignment column
to assign yourself as Tanya’s Nurse. When done, your initials will appear.
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2 Activity 4.2 — Triage

The ED Quick Reg process is complete for Tanya. You will now Triage her by completing the
minimum required documentation.

At any point in time, you can resort to paper documentation if you decide this is what the patient
needs.

Let’s complete Triage documentation, reflective of Tanya’s status as a critical patient.
1. From the ED LaunchPoint screen, click the number 2 in the Nurse Activities column for
Tanya McDowell.

2. The Single Patient View window will open. Click the Document icon next to the ED Triage-
Adult Assessment and click Document (1) in the lower right corner of the window.

A CWR *MCDOWELL, TANYA ACWR X
37y F DOB: 15/07/80 MRN: 700008957 FIN: 7000000016705

4 2

ACt|V|t|es Orders @ Refresh
Assessments (2) =
2 | Assessments O Oa
ED Triage - Adult 14/12/17 14:03:07 S
ED Screening - Adult 14/12/17 14:03:07 a @
I Document (1) I ‘ Close |

In this instance, you will not be attending to the ED Screening-Adult documentation as your
colleagues are documenting their rapid assessment of Tanya on paper.

3. Completing only minimal documentation, enter the following information and then click the
green checkmark + to sign your Triage documentation:
Chief Complaint: MVA, Hypotensive Trauma
Travel Outside Canada last 30 days: Unable to Obtain
Direct to Care Space: Yes

ADE Risk Screen: Unable to Obtain
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4. Under Allergies/Home Medications, select Document Assessment.

The ED Allergies/Weight/Meds window will appear.
Click the No Known Medication Allergies icon ‘¢ Ne Known Medication Allergies

This will prompt an Allergy window to appeatr, click OK.

Input patient’s weight: 70kg, Estimated

[E) D Allergies/Weight/Meds - MCDOWELL, TANVA =
O g m
Allergies . 7
Mark All as Reviewed
4 Add | 4 Modify ‘ ) No Known Allergies | (3 No Known Medication Allergies |¢:—-‘Reverse Allergy Check Display - Active

D. Substance Category  Type Severity  Reactions Interaction ~ Comments  Source Reactiq

Dosing Weight Source of Dosing Weight

7 kg O Measure: d O Reparted
@ Estimated

When complete, select the Circle Back icon © in the top left corner to return to the Triage
PowerForm.

You will notice an icon & appear. This indicates the information you entered in the ED
Allergies/Weight/Meds window is being used to populate other fields on this form.

5. Under COT Descriptor and Problems, click the Add icon 4 2dd.

Search and select Major trauma (1) penetrating and shock and/or airway compromise
TROO1. Ensure to select OK or you will be unable to complete the Triage form.

Set the Acuity Score to 1 (as indicated in the bracketed number (1) within the COT
Descriptor).

Do not scroll with your mouse once you have selected the CTAS as you will change the
CTAS score.
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Allergies/Home Medications . CTAS

Allergies/Home Medications Allergy Band On and Verified

Tracking Acuity: COT Modifiers

@ Documert assessment “FTI‘E O ‘Yes 1 - Resugcitation
O M4t - Mo known allergiss

COT Descriptor and Problems

s

Diagnozis [Problem) being Addressed thiz Visit

Clinical D = Date O Type
< m | 3
*Diagnosis Laterality Responsible Provider
|Mai0r trauma (1], penetrating and shock and/or aina | [ I Free Text Unilateral right - =
Dizplay Az *Clinical Service *Date Comments
Major trauma (1), penetrating and shock and/or ainway cc - Mon-Specified » 14Dec-2017 % IZ| |
*Type *Confirmation *(Classification Ranking
Reason For Visit ~  Complaint of +  Murging - - |
¥ Show Additional Details
| ok | [ oksaddMew | | 4ddProblem Disgrosis | | Cancel
[ Up % Home ~ [ Folders [ Previous Diagnosis  Folder  Favorites =

[ System Tracked

Click the green checkmark « to sign your Triage documentation
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3 Activity 4.3 — Back-Entry of Medications

At this point in Tanya’s care, her blood pressure drops significantly so you resort to paper
documentation.

Once Tanya’s condition is stabilized, you return to the system to document a summary of Tanya’s
care, any continuous infusions, and a summary of the Ins & Outs. You received verbal orders from the
Provider, started an 1V, intubated your patient, and went through your trauma protocol. Only
documentation of care needs that continue and a brief summary of the out of system care provided is
required.

1. Document any continuous infusions so the oncoming Nurse knows to carry on these orders.
From ED LaunchPoint, right-click on Tanya’'s name and select Nursing Quick Orders to
document any verbal orders that will need to continue.

2. Inthe New Order Entry search field, type NORepinephrine and select NORepinephrine
titratable infusion (32 mcg/mL).

This order will be added to your Orders for Signature Inbox 1 :

3. Search and select ProPOFol titratable infusion (10mg/mL). You will modify the Order Details:

Starting Rate: 30mcg/kg/minute
Titrate Instructions: Titrate as per protocol

4. From the Medications component, select sodium chloride 0.9% (NS) bolus 1,000mL. This
should be documented as it impacts ongoing fluid balance calculations.

5. Click the Orders for Signature Inbox ! button to modify your Order Details.

6. Click Modify.

Orders for Signature (3) &
Clear All
(801TROO1)
Major trauma (1), penetrating and shack and/ or airway compromise TRO01

Continuous Infusions
NORepinephrine titratable infi
(32 mog/mL) standard
proPOFol PED titratable infusion (10
mg/mL) standard
sodium chloride 0.9% (NS) bolus
(1,000 mL, IV, once, drug form: bag, first dose:
NOW)

Show Diagnosis Table | Sign | ‘ Save || Meodify || Cancel |

7. The Ordering Physician window will appear. Enter the Physician’s name and define the
Communication Type as Verbal.

8. You will be brought to the Orders Details window (or Scratchpad). Click the Missing
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9.

Required Details button in the lower left corner.

[E) MCDOWELL, TANYA
MCDOWELL, TANYA

DOB:15-Jul-1980

MRN:700008957
Enc:7000000016905

PHN: 405!

4 Add | & Document Medication by Hx | Reconcilistion - | % Check Interactions

Orders | Medication List | Docurnent In Plan|

Code Status:
Enc

Dosing

70 kg

Reconciliation Status
Meds History @ Admission @ Discharge

Locatiol

o [
LGH ED: ACWR
Type:Emergency
nding:Provider, Emergency

|4 Diders for Signature

Orde 0 g
1Plans
% DocumentIn Plan
-Suggested Plans (0)
Orders

[status

[T Activity

|| Diet/Nutrition

["] Continuous Infusions
" |Medications

[C]Blood Products
["ILaboratory

[ Diagnostic Tests
[C]Procedures

" Respiratory

(] Allied Health

[ Consults/Referrals
[F]Communication Orders
[TJ5upplies

["]Non Categorized

(11 Medication History
-Medication History Snapshot
Reconciliation Histery

[| Admit/Transfer/Discharge

>

m

[®[@[B ] [order Name

Status

Start Details

4 LGH ED; ACWR Enc:7000000016905 Admit: 20-Dec-2017 14:00 PST

4 Continuous Infusions

[] f €3 NORepinephrine addi... Order
] ¢ €3 proPOFol additive 1,000 Order

mg + total volume. 1.

4 Medications

&

sodium chloride 09%... Order

20-Dec-2017 14:07
20-Dec-2017 14:08
PST

concentration= 10 mg/m|

20-Dec-2017 14:08..

titrate, IV, 0 mcq/min minimum rate, 20 mca/min maximum rate, start: 20-Dec-2017 14:07 PST, baq volume (mL): 2...
titrate, IV, 5 mcg/kg/min minimum rate, 300 meg/kg/min maximunm rate, start: 20-Dec-2017 14:08 PST, bag volum...

1,000 mL, IV, once, drug form: bag, first dose: NOW, start: 20-Dec-2017 14:08 PST, stop: 20-Dec-2017 14:08 PST

Diagnoses & Problems

|i Details

Related Results

Variance Viewer

[ 2 Missing Requied Details |

Orders For Cosignanure

Enter the titration details as your facility policies dictate. (Bolded text marked with an asterisk

indicates a mandatory field).

10. Click Sign.

[B) MCDOWELL, TANVA
MCDOWELL, TANYA

DOB:15-Jul-198

MRN:700008957
Enc:7000000016905

4 Add | J* Document Medication by Hx | Reconcilistion - | 5% Check Interactions

Code Status: Process:
Enc T

Dosing WE70 kg Atten

Reconciliation Status
© Meds History @ Admission @ Discharge

Location:LGH ED; ACWR

o o]

Emergency

-chng:Pra'.'\der: Emergency

Document In Plan
Suggested Plans (0)
Orders.

[Status

Patient Care

[T Activity

| Diet/Nutrition

[ Continuous Infusions
["IMedications
[C|Blood Products
"] Laboratory

| Diagnostic Tests
[CJProcedures
["IRespiratory

[ Allied Health

7] Consults/Referrals

[ |Supplies
[INon C;

[]Communication Orders

[ Admit/Transfer/Discharge

4 Medications
[1dh  sodium chloride0.9%... Order

NORepinephrine add
proPOFol additive 1,000
mg + total volum:

Order

Orders | List | Document In Plan|
| Orders for Sigrature
View [#]@ B % [Order Name Status Start Details
Orders for Signature 4 LGH ED; ACWR Enc:7000000016905 Admit: 20-Dec-2017 14:00 PST
Plans 4 Continuous Infusions

20-Dec-2017 14:

20-Dec-2017 14:08... 1,000 mL, IV, once, drug form: bag, first dose: NOW, start: 20-Dec-2017 14:08

PST, stop: 20-Dec-2017 14:08 PST

@

=%

> Details for proPOFol additive 1,000 mg + total velume. 100 mL
De@ails]m@cOntinuou; Details |

Medication History

Recenciliation Histery

Medication History Snapshot

Diagnoses & Problems

Related Results

‘Route of Administration: [V |~
*Minimum Rate: | 5 mecg/kg/min

Iitarting Rate: |Eﬂ meg/min| ‘

*Maximum Rate: | 300 mcg/kg/min

itrate Instructions:

Variance Viewer

[ 1 Missing Riequired Details |

Orders For Cosignature
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3 Activity 4.4 — Back-Entry of Interventions and Fluid Balance

Fluids given during a trauma that are not continuous do not need to be entered in the system
individually. However, you would need to document the total amount given so your team is aware
what has been administered. Complete the following steps to document your Ins & Outs.

1.

10.

From the patient’s chart, select Interactive View and | & O from the Menu on the left side of
your screen.

From the IView Table of Contents, select Blood Product Administration.

Since documentation for this line is being done much later, you will need to change the time to
accurately reflect when it occurred.

To modify the time of your documentation, right-click on the Time column header and select
Insert Date/Time.

= 5@ 4

< ED Adult Systems Assessment 0 O
< ED Adult Inferventions
< EDLines JFind item] = [Citical  [IHigh [Fllow [ Abnormal  [JUnauth  [Flag ©And @ O0r
o Adult Procedures

X ED Trauma Assessment

[Ferfomed By

< ED Procedural Sedation
o Intake And Output
< Blood Product Administration

Central Line:

VITAL SIGNS

Transfusion Data

Cell Saver Product

Blood Products Transfusion Education

< Advanced Graphing
4 Restraint and Seclusion

Enter a time that is about 3 hours ago. Then, hit Enter.
Click the Dynamic Group icon E¢ in the Peripheral IV band to document Tanya’s IV.

In the Dynamic Group labelling window, document a typical IV you would insert during a
Hypotensive trauma.

Double-click the field under the modified time within the Activity row and select Insert to
indicate this record pertains to starting the IV.

Document any other items necessary for this IV insertion, such as Site Assessment or Line
Status as you typically would using paper documentation. Save your charting when done.
Under the Blood Product Administration band, select Transfusion Data.

Your team administered 4 units of Red Blood Cells (1380 mL) and 2 units of Plasma (220 mL).
Double click the fields for each administration, ensuring you are clicking below the modified
time column.
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=wEHEle v &9 WML x

5 ED Adult Systems Assessment O
% ED Adult Interventions
%y ED Lines [Find Ftem| * [DCritical [[High [Clow [C]Abneormal  [[]Unauth [T Flag
o Adult Procedures |Resu?t |Commerﬂs |F|ag | Date |Performed By
%y ED TraumaAssessment
% ED Procedural Sedation n . 15-Dec:2017
wd 3% 07:06 PST | 04:00 PST

o Intake And Output

%{ e R Respiratory Rate

Measured 029 (FIDZ)

Perpheral IV Oxygen Activity

Central Line Oxygen Therapy

WVITAL SIGNS Oxygen Flow Rate
SkNare Check

Cell Saver Product Sp02

Blood Products Transfusion Education Sp02 Site

5p02 5ite Change
- Transfusion Data

Albumin 5% Volume Transfused
Albumin 25% Volume Transfused
Cryoprecipitate Volume Transfused mL
Fibrinogen Volume Transfused

Plasma Volume Transfused mL B20
Platelets Volume Transfused
Red Blood Cells Volume Transfused mib 1,630

IV Immune Globulin Volume Trans.., L
Other BElood Volume Transfused m

Unsaved text will remain purple until you sign your documentation by clicking the green
checkmark «'.

Now, document the 1 L Normal Saline bolus that was administered.
1. From the Table of Contents, click MAR.

2. You will notice the norepinephrine, proPOFol, and sodium chloride display as outstanding.
Double click the sodium chloride field that states “Not previously given.”

3. The charting window will open. Since documentation of this administration is delayed modify
the Performed date/time section.

4. Review the remaining administration details and sign your charting.

PST 1700 #ST | OB PST

A
sedium chloride 0.9% (sodium chloride 0.9% (NS) bolus)

1000 ML IV, 0nce, orug foree g, st dose NOW, tar:L-Dec-2017 0802 5T, top
15 Decan? a0d T
“Performed date / time: -+ =l 2 st
“Performed by : Testser, Nurse-Emergency =)
[ &

"y
order rate: 3.36 mUh, 1V, sarts 15-Dec 2017
(0801 ST, bag valume () 25
25 meg/ml “sadium chloride 0.9%: 1,000 mt - Volume ml
Administration Information

wine

Diluent:  <nonex - m

“Route: IV v Site:

Total Vohme: | 1006 Infused Over: 0 -
15-Dec-217 15-Dec-2017 15-Dec-2007 15-Dec2i? 15-Dec-dl? 15-Dec-2017

#| omopsT omoPsT  000PST  1000PST  1100PST  120PST

1000

Het Given

5. Modifying the time of administration will trigger an Early/Late Reason window to appear.
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Select Patient Condition from the drop-down reason list and click OK.

Refresh the page and you will see Sodium Chloride has dropped off the MAR as a task and
is now recorded as having been administered at the modified time.

Double-click the most outstanding field for Propofol. The charting window will appear.

Change the Performed date/time to the actual start time and document the 1V site, dose

(rate). If desired, select the Comment button to indicate administration was out of system
due to the patient’s condition.

7. Click Apply, then sign ¥ the document.

Charting for: MCDOWELL, TANYA 23]
Q@
hr)
proPOFol additive 1,000 mg + total volume. 100 mL Change Order Version
titrate, IV, 30 mcg/min starting rate, 5 mcg/kg/min minimum rate, 300 mcg/kg/min maximum
rate, titrate instructions: Titrate per protocol, start: 20-Dec-2017 14:08 PST, bag volume [mL): 100
concentration= 10 mg/mL
fﬁ Begin Bag
E Site Change
oal Infuse No results found
H Bolus
ﬂ Rate Change
ﬂ proPOFol
Yes No proPOFol additive 1,000 mg
Ves Mo total volume, 100 mL
|"Performed date / time: 20-Dec-2017 z IZI 1355 = psT |
*Performed by : TestlUser, Nurse-Emergency Clear
Witnessed by : Apply
*Bag#: 1
*Site:  \Wrist - Right - I
*Volume (mL): 100
*Rate (mL/h): 18
*proPOFol Dose:  3g| meg/min -
Begin Bag
In Progress

Repeat the process for Norepinephrine.
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9. Navigate to the Interactive View and 1&0O section of your patient’s chart. Select Intake and
Output.

Notice that all products administered when the patient was in critical condition are now
accurately displayed.

The black triangles in the upper corners of the cells indicate there are additional details or
comments that can be viewed.

Right-click and select View Comments to see the comment you entered for modifying this
item’s administration time.

~ | Interactive View and I&0 O Fullscreen  g@IPrint > 0 minutes age
“«Hv®xd
4y ED Adult Systems Assessment m
o
K EDE D Today's Intake: 1000 i Output: O mi Balance: 1000 ml  Yesterday's Intake: 0l  Output: 0 mi  Balance: 0
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KRR T2 T 14:00 - 13:00 - 12:00 - 11:00 - 10:00 - 09:00 - 08:00 - 07:00 - 0800~ 24 Hour  Night Shif
@ ED Trauma Assessment 1450 PST  13:59PST 1259 PST  11:59PST  10:59PST | 09:50 PST 0S:59PST  07:59 PST  06:59 PST | Total Total
< ED Procedural Sedation A LLE ] 1000
4 Conti Infusi
o Intake And Output MO NS
0 intake E NORepinephrine additive 8 mg +
v’ Continuous Infusions dextrose 5% (D5W) titratable infusi... ml
Yo
Chest Tubes proPOFol additive 1,000 mg + total
Enteral volume. 100 mL L
Gl Tube Medications 1000
Gl Ostomy Intake sodium chloride 0.9% T |
Uninary Diversion Intake 4 Oral View Result Details...
el 1 Oral Intake ol View Defaulted Info...
Other Intake Sources 4 Output Total
Negative Pressure Wound Therapy 4 Stool Output View Comments... R
Surgical Drain, Tube Inputs Staol Count [Number of Stools) — by
Transfusions 4 Urine Output TEEE
Urinary Catheter. Iniake Urine Voided - Change Date/Time...
Pre-Arival Fluid Balance 1000771 Modify...
Ouiput -
Blood Output Confirm
Chest Tube Output Add Comment...
Continuous Renal Replacement Therapy e
Emesis Output
Gl Tube Not Done...
Gl Ostomy Output View Interpretation
Other Output Sources
b - Reinterpret
o Blood Product Administration
@ Advanced Graphing
3 Restraint and Seclusion T [—— .

Page 134 of 139



& Activity 4.5 — Nursing Shift Summary

In this activity, we will summarize your activities while the patient was critical in a Nursing Shift

Summary. Though you will follow your unit’s policy and protocols, let’'s assume you need to create a
note about Tanya’s clinical progression on your unit.

1. Within the patient’s chart, select Patient Summary from the Table of Contents.

2. Select the Handoff Tool Tab. In the Handoff Tool Tab of menu, find the “Create Note”
heading and select Nursing Shift Summary.

< » - | Patient Summary

) &, &, | 100% . o4

ED Summary 52| Handoff Tool 5 | Summary 32| Assessment 52| 4 Q /=

Active Issues . w
Active Issues Loading... Clssification: Medical and Patient Stated - | Al Vists | &

Allergies (0}

Informal Team Communication

Vital Signs and Measurements

Allergies (0)

Al visits | Q¥

Documents (1)

Transfer/Transport/Accompanim
ent (0)

14/12/17 14:17 ED Triage - Adult

‘Substance Reactions Category Status. Severity Reaction Type Source. Comments
[asesi=p * No Known Drug Active Allergy
Lines/Tubes/Drains ... Medication Allergies L4
Intake and Output Reconciliation Status: Incomplete | Complete Reconciliation
Labs ...
Micro Cultures ... Informal Team Communication &
Di ti .

SR Add new action Add new comment

Medications ...
Home Medications ..

No actions documented No comments documented
Orders ...

All Teams All Teams
Oxygenation and Ventilation .
Pathology ...
Histories ... Vital Signs and Measurements 4 Selected visit:J Eaagl] Selected visit | Last 12 hours &
Create Note
Interdisciplinary Care Plan
Interdisciplinary Rounding Summ ~
ary Note Documents (1) <
Nursing Shift Summary [ My notes only  [T] Group by encounter | Display: Facility defined view ~
S Tie of Service Subject Note Type Author Last Upated Last pdated By

ED Triage - Adult - Text

TestUser, Nurse-Emergency 14/12/17 14:17 TestUser, Nurse-Emergency

3. The Documentation section of your patient’s chart will open.

A Free Text Note will open where you can write a summary of Tanya’s progress and the out of
system activities. Hover over and select the area outlined in the screenshot below to begin
documenting. Write a typical summary for a MVA Hypotensive Trauma patient.

4 Add 15

Free Text Note X | List

| Aial -l | «

=i |

Select Sign/Submit when complete.
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4. The Sign/Submit Note window will appear.

You can forward your documentation to someone’s attention if you chose. Your practice will

govern whether this is necessary or not.

Click Sign to complete your documentation.

B sign/Submit Note
“Type: Maote Type List Filter:
MNursing Shift Summary All
“Author: Title:

TestUser, Nurse-Emergency Free Text Note

~ Forward Options

“Date:
15-Dec-2017 £ o924

.wa Recent | Relationships I

Contacts Recipients
Default Name Default Name

Comment

PST

Sign Review/CC
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Patient Scenario 4 Summary: Key Learning Points

Activity 4.1 ED Quick Reg

During a trauma you only need to complete the mandatory fields highlighted in yellow

Click in the Assignment Column to ensure you assign yourself as your patient’s Nurse

Click the Add Patient _*% | jcon and select ED Quick Reg to begin quick registration process

If patient has previous encounters, select Add Encounter | AddEncounter |

If patient has no previous encounters, select MPI Search [ wPsesch |

Yellow fields are mandatory

If your patient does not appear, try clicking the Refresh B button
Right-click on the name of the patient you ED Quick Registered and select Attach Prearrival

If unable to locate PreArrived or Quick Registered patient, select the All Beds tab and select the
WR box as patient may not appear until the “WR” box is checked

Activity 4.2 Triage

If a patient is unconscious, you can select unable to obtain as needed

You can identify that a patient’s weight is estimated if needed

Access the Triage PowerForm by opening the Single-Patient View and clicking the & icon

Within the PowerForm, complete the COT Descriptor and Problems, Tracking Acuity and screening
forms

Do not use your mouse wheel to scroll, as it will change your entry on a drop down menu

If the ED Triage Adult tasking does not drop away, be sure to click the Refresh button in the
upper right-hand corner of the Single-Patient View

Access the Single-Patient View by clicking the white space around the patient’s name

Overdue Nurse Activities are marked with a red bar == below the associated task’s icon

Activity 4.3 Back-Entry of Medication

Only documentation of care needs that continue and a brief summary of the out-of-system-care
provided are required

Enter verbal orders given when out-of-system as you would in Activity 2.7
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Enter the titration details as your facility policies dictate, keeping in mind that bolded text marked
with an asterisk indicates a mandatory field

Sodium chloride (NS) bolus administered should be documented as it impacts ongoing fluid balance
calculations

Activity 4.4 Back-Entry of Medical Interventions and Fluid Balance

Fluids given during a trauma that are not continuous do not need to be entered in the system
individually. You would only document the total amount given so your team is aware what has been
administered.

To document Blood Products given, navigate to the IView Table of Contents and select Blood
Product Administration.

Ensure you change the time to accurately reflect when it occurred. To modify the time of your
documentation, right-click on the Time column header and select Insert Date/Time

Document your IV within the Central Line section of the Blood Product Administration band by
starting a Dynamic Group Label, just like you did in Activity 2.9

Document Saline Bolus within the MAR by double-clicking the sodium chloride field that states “Not
previously given”

Back-entry of items administered within the MAR will require you to modify the Performed date/time
section.

Remember that modifying the time of administration will trigger an Early/Late Reason window to
appear, so you will need to document the reason for late administration ex. Patient condition

Review all products administered when the patient was in critical condition by navigating to the
Intake and Output section of [View

The black triangles in the supper corners of the cells indicate there are additional details or
comments that can be viewed

Activity 4.5 Nursing Shift Summary

Remember, Nursing Shift summary Notes can be compiled from information in the patient chart with
greatly reduced typing using the auto text feature

Within the Handoff Tool section of your patient’s chart, scroll down the Table of Contents on the left-
hand side to create different types of documentation

When completing your documentation, you can decide to forward your department to the
necessary Providers as desired
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3 End of Workbook

You are ready for your Key Learning Review. Please contact your instructor for your Key Learning
Review.
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