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Duration

Before getting started

Session Expectations

Key Learning Review

4 | 108

8 hours

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

Put your cell phones on silent mode

This is a self-paced learning session

2 x 15 min + 30 min break time will be provided. You can take
these breaksat any time during the session

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

Work through different learning activities at your own pace
At the end of the session, you will be required to complete a Key
Learning Review

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

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

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

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

Follow all steps to be able to complete activities

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

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

Learning Objectives

At the end of this Scenario, you will be able to:
Create Patient Lists
Navigate Multi-Patient Task List

View and Complete Consults

SCENARIO

In this scenario, you begin your shift and will be receiving a consult from the Emergency Department.
To start, log into the Clinical Information System (CIS) with your provided username and password.

As a Mental Health Emergency Nurse you will be completing the following activities:
Create a Location List
Customize the Departmental View
Review Multi-Patient Task List

Review and complete consults from Multi-Patient Task List
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3 Activity 1.1 — Set Up Location List

1 Upon logging in, you will land on Multi-Patient Task List (MPTL) which provides a list of the
patients and consults from your department.

Before you can use the MPTL you will need to set up a patient list. The Patient List is a view of
all the patients that are on a specific unit/department.

1. Select the Patient List L "2U€0t List| from the Toolbar at the top of the screen

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

When you hover over the wrench it will say List Maintenance

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

PowerChart Organizer for TestCD, ICU-Nurse

Task Edit View Patient Chart Links Patientlist Help
i B CareCompass E; Clinical Leader Organizer 1 i-Patient Task List £ Discharge Dashboard &3 Staff Assignment 5 LearningLIVE |_| } @} CareConnect @} PHSA PACS @) VCH and PHC PACS @ MUSE @} FormFast WFI |_

¢ A Exit g AdHoc Il Medication Administration g PMTComversaton ~ & Medical Record Request 4+ Add ~ [ Documents B4 Scheduling Appointment Book [EJiAware s Discern Reporting Portal |
£ () Patient Health Education Materials 3 Policies and Guidelines (@} UpToDate _

DEELLEE]

Modify Patient Lists ==l

Available lists: Active lists:
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4. From the Patient List Type window select Location.

5. Click the Next button in the bottom right corner.

Patient List Type (5=
Select a patient list type:

'.ﬁ.sngnmmt
Assignment (Ancillany)
CareTeam

=E

Prosider Group
Query
Relaticnshp
Schedided

6. Inthe Location Patient List window, a location tree will be on the right hand side. Expand
the list by clicking on the plus + sign next to the facility.

| Location Patient List @
Dtocatons B Locoior ﬂ A
] Medical Services EIEQ' BrEGBett eneral Hospital
[l Encounter Types Eﬁ BCG Medical Imaging =
[l Care Teams Eﬁ EGH Evergreen House
[ Relationships (- [|&p HTH Hilltop House
[l Time Criteria E@ LGH Breath Program
] Discharged Criteria E& LGH Cardiac Home Care
] Admission Criteria Eﬁ LGH Cardiclogy Lab

- ()¢ LGH Cast Clinic

- eé LGH Chemotherapy Clinic

E& LGH Diabetes Education Clinic

Eﬁ LGH Electroencephalegraphy Clinic

- [X]¢fp LGH HOpe Centre

(= [X|&fp LGH Intensive Rehabilitation Outpatient Program IROP
E@ LGH Jeint Replacement Access Clinic JRAC

Xl LGH Lab Northmount -

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

T T

Back Next Finish
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7. Scroll down until you find the provided location. Expand the location and select the
provided unit during training by checking the box next to it

8. Note that location lists are automatically named by the Location, leave the name as is.

9. Click Finish

Loeation Patient List
[l *Locations [LGH 2 East] v LGH Laboratory -
[l Medical Services = LGH Lions Gate Hospital
[JEncounter Types LGH Licns Gate Hospital S
[ Care Teams B Xy d ke
[l Relationships + LI Lo ZE Cardiat Lare
[ Tirme Criteria w5 LGH 3 East
[ Discharged Criteria + Db. LGH 3 Pediatric Observation
[ Admission Criteria - [HD LGH 3 Wiest

- I LGH 4 East
oI LGH A West
- e LGH 5 East

o IS LGH 6 Esst

- (I LGH 6 Surgical Close Observation

- ¥ LGH 6 West

o CFE» LGH 7 East

- I LGH 7 Neura Critical Care -

Enter 2 name for the list: (Limited to 50 characters)
LGH 2 East
[ oak [ e ][ Enen ] I Cancel |

10. In the Modify Patient Lists window select your Location list

11. Click the blue arrow icon to move the Location to the right Active List

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

~
) Mocsty Patient Lists

de g Active lists:

10

Bl

mew || ok | canca |

Key Learning Points
Patient List can be accessed by clicking on the Patient List icon in the Toolbar.

You can set up a patient list based on location.
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& Activity 1.2 — Set up your view of the Multi-Patient Task List

1  The first time you log in, you will need to set up the MPTL. To do this you need to select the
appropriate Patient List and Time Frame to display.

1. Right-click on Assigned Tasks in the grey information bar

2. Select Customize Patient View

i 82 Multi-Patient Task List E; Safety and Attendance B CareCompass E Clinical Leader Organizer 4 PatientList Tracking Shell Schedule 53 Staff Assignment B LearningLIVE |_ | @) CareConnect @) PHSAPACS @)VCH and PHC PACS @) MUSE @) FormFast W1 |_
i A Exit T AdHoC INIMedi on & PM Con
i (@) Patient Health Educ

n Admini

Medical Record Request = Add + [#] Documents s Discern Reporting Portal |_

Materials (£} Policies and Guidelines ) UpToDate |

Custornize Patient View.

Task retrieval completed

No Patients Found Name [Medical Record Number |Location/Room/Bed | Task Status |Scheduled Date and Time | Task Description | Order Details.

Within the Task List Properties window:
3. Inthe Patient List tab, select Choose a Patient List and select Departmental View

4. Select the appropriate location using the location filter (use the + symbol to expand the
location tree until you find the desired unit)

Note: Only choose locations for the department you are working on. If you choose an entire
hospital or too many locations, the system might not be able process all the tasks in the MPTL

5. Ensure View Assigned Tasks is checked as this will ensure tasks display on your MPTL

6. Click the OK button

Task List Properties @I
|| [TimeFiomes | pasent st i

Location Filters

& [A¢H LGH Lions Gate Hospital
- il LGH Lions Gate Hospital
= - [J%E LGH 2 East

—

=3

Departmental View

»

EEVIN VIPs

LGH 3 West [ LGH 2E Cardiac Care
LGH 7 East -.[]%ED LGHICU

LGH 4 West .09 LGH 3 East 3
LGH 2 East = L
SoN = -.[J%&¥ LGH Daycare Pediatri
Pathology ..[]&D LGH Labour and Deli
Laboratory Medicine D@ LGH Special Care Nui
LGH Labour and Delivery o [JE LGH 3 West

LGH 4 East .[I€ED LGH 4 East

Han . [I%%7 LGH 4 West

enterprise -

LGH 6 West Di}?ﬂ LGH Surgical Daycare
RT Learn [} LGH 5 East

LGH 7 West . ICEY LGH 6 East

LGH 6 East =
lAusEen - -1 LGH Endoscopy 5
< i T ] M |

VlewAss\gnedTasks “
6
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After selecting the appropriate Patient List you need to set up the Defined Time Frame.
1. Right-click the (no time frame defined) in the information bar

2. Select Change Time frame Criteria

Task £t View Patient
20 Muit-Patient Task List § Clinical Leader Organizer  Patient List Tracking Shell Tl]schedule 58 Staff Assignment 5 LearmingLIVE _ £ @) CareCannect @) PHSA PACS @) VCH and PHC PACS @LMUSE @) FarmFast WF | _

fon = 1] Medical Record Request 4 Add ~ [ Documents s Discern Reporting Pertal _

s @ UpTobate |,

f iT_0B.Dc oer 2017 19:45 Fri
Change Time Frame Crterie..
Emergency Consult - Scheduled Patient Care | Unit Clerk
Task retrievel compleled
Na Patients Found Name Medical Record Mumber | Location/Roam/Bed | Task Status |Scheduled Date and Time. | Task Description | Grder Details

The Task List Properties window opens.
3. Inthe time frames tab select the Defined Time Frame option

Select Current

Click the OK button

Click on the Refresh button near the top right corner of the window to ensure you can see
the most current orders and tasks

| Task List Properties (3]
Time Frames | Patient List

Choose one of the following:

3 @) Defined Time Frame| () HourInterval () Generic Time Frame :I
fenoe 12 Hour DayShitt 5 |
() Previous 12 Hour Night Shift

4
5. Select the time from the list = 12 hour day shift
6
7

3 8 Hour Day Shift
@
4 & Hour Evening Shift
) Next 8 Hour Night Shift
Showe ey | 16:00 psT
From: |07Dec2017 . 1606 = par
To:  [07Dec-2017 2 1607  per
A o]

The MPTL is now set to view consults.
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Key Learning Points

You must select the appropriate time frame in order to see assigned tasks for your patients
Ensure you set up the correct view for each tab in the MPTL so you can see all of your tasks

Click refresh to ensure you can see the most current tasks
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& Activity 1.3 - Complete Consult

1 Tocomplete a consult, double-click on the patient name in the Multi-Patient List. This will bring
you to the MH Emergency Nursing Assessment form. You will learn about this form of
documentation in more detail later on in this workbook.

Note: You must establish a relationship with a patient in order to access the patient chart. A
relationship will last for 16 hours, after which the nurse will need to re-establish the relationship.
Select Nurse as your relationship from the drop-down menu.

Let’s enter some information into the form.
1. Select History of Presenting Concern from the list on the left

2. Enter = Patient presents to the emergency room with suicidal ideation. Family present with
the patient in the room.

3. Click the green checkmark ¥ to sign your document

MH Emergency Nursing Assessment - CSTLEARMING, DEMODELTA [ = | e ]

VRO A e s @E R

3 rformed on:  29-pNoy-2017 = |z| 1130 £ PST By: TestMH, NurseEmergency-MHL
General Information 0

- History of Presenting Concem T'|_ History of Presenting Concern
Appearance and Behaviour Times New Roman - 12 - o+ B BU/FS
Speech, Affect, Mood
Thought Process and Content
Cogrition, Insight, Judgment

Patient presents to emergency room with suicidal ideation. Family present with patient in room.

Suicidal ldeation

C55RS Risk Assessment

£

Violence and Aggression Screening
Review Violence Risk Alert
Substance Use Assessment
Housing, Employment and Educatic
Legal Status and History

Social History E

Family History

Problem History
Procedure History
Medication History

Allergy

Recommended Disposition

0 m | r

In Progress

Upon signing the document, you will be brought back to the Multi-Patient Task List. The consult
will no longer be listed.
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Key Learning Points

You can access the correct documentation directly from the consult by double-clicking on it

Completing the documentation on a consult will remove the consult from the Multi-Patient Task
List
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B PATIENT SCENARIO 2 - Tracking Shell and Accessing the Chart

Learning Objectives

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

Review the Components of the Patient Chart

SCENARIO

In this scenario, you will navigate Tracking Shell, its functionality, and how it can provide a snapshot of
the patients in the emergency department. You will access the patient’s electronic chart and view the
major components.

As a Mental Health Emergency Nurse you will be completing the following activities:
Review patient information present in Tracking Shell
Access a patient’s chart from Tracking Shell

Review the major components of the patient chart
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3 Activity 2.1 — Tracking Shell

1 Tracking Shell is an electronic list that gives a snapshot of patient information for all patients in the
ED in real time.

1. Click Tracking Shell from the organizer toolbar

i 83 Multi-Patient Task List ¥ Safety and Attendance ¥g CareCompass g Clinical Leader Organizer 4 Patient Lls(ITvs(kmg Shell iihedu\e 53 Staff Assignment [ LeamingLIVE |_| { @) CareConnect @) PHSAPACS @) VCH and PHC PACS @ MUSE ) FormFast WFI |
i A Exit Ff AdHoc & PM C ~ [B] Medical Record Request 4 Add + []Documents (s Discern Reporting Portal |

{ @) Patient Health Education Materials @} Policies and Guidelines @} UpToDate |_

Tra

w1 ED PEM Generic Viiew | ED PEM Look Up | ED SGH Generic Viiew | ED SGH Lok Up. | ED WHC Generic View | ED WHC Look Up |

Patient: CSTLEARNING, DEMOD! - | WR:13 Total: 37 AvgL0OS:423:29 | Filter. <None> -

Shell

& e
Bed Alerts CT,Name Age Allergy Reason for Visit LOS Disposition ~EDMDMLP RN Events Lab |Rad OOD Comment BA
RESUS.102 @ PITIPRACTICE, FOUR 47 years ©}  1:Major trauma (2), bl 26:26 NJEG NT =% 10 60
AC.201 e PITTTHIRTYTWOVILLA, JU 7 years & 1:Respiratory distress 414 AP nT BB 43 =
AC214 & CSTPPTEST. EMMA  5years C 1:Flu like (3) illness. Ic  26:42 %
AC218 CSTPRODMI, STTWOJOE 47 years!| 219:27 + ¢ 23120
AC219 & CSTDEMODIANE, DONOTIST years 33.08 NJBG ML « 20 10 FOR DEMO AT LGH NOV
DTU.01 $ PPCSTTEST, BOB Bayeas | O 1local swelling (3yred  26:52 <* ¥
ACWR CSTDEMOBRETT, DONOT 5T years. led 1'Headache (2), seven  46:28 + @& 40 10 Until what date?
ACWR a DONOTUSELEARN, MON 141 years. le] 1:Chest trauma (1), bl 26:12
ACWR A G B3l DONOTUSELEARN, Kitf 86 years t 1:Cough and fever (2),  24:29
ACWR & CSTDEMOELAINE, DONO' 57 years o 26°59 12/0 Until what date?

ACWR =] & PITTHREESMITH, BETTY 61 years () 1:Suicidal ideation (3), 22:53

ACWR || l’ CSTEDCOX, COURTENEY 54 years O 1:Chest pain (2) and 0 195:08 10
b ACWR & CSTLEARNING, DEMODE! [e] 21:49 < 10/0

ACWR MHDEMOSEVEN, DONCT 40 years Lt %6130 @ + Until what date?
ACWR CSTEDDOOLEY. WILSON 88 years | °! 2316 IV; CW voode =
ACWR LG CSTEDHONG, BRAVO ~ dyears O 451 L ek 130 400
ACWR CSTPRODMED, COFFEE 21 years (2 203 b
ACWR @a CSTEDHONG, DAVID 2T years & 202 + = 130
ACWR CSTSNWINDU, STMACE 45 years | 1:32 +
PreArival CSTLeam, RuralEDNurse 1-Fall resulting in blun 0:10
GSTEDHONG, TOMMY  2Tyears!| °! 3193:56 @ +
CSTPRODREG, NEWEDE 27 years ] 2809-05 +
CSTSNCPOE, STTESTON{24 years ! 2692:26
CSTSNTEST, STWORKFL(AT years | ! 2501:53
@ CSTLABDEMO, POPUP 36 years (% 1487-12 =
TONG, BABYTWO Tweeks O 1295:11 < ¥ = 1% 10
AH CSTZEROTWOASTHMA, £7 years O 1200:10 +
@ TONG, DOROTHY 7 weeks °l 1007:07 & ¥+
RESUS.101/ & WHCCPITFORTYWEBB, R62 years | O 1:Lower extremity inju 3:05 25 %0 10
AC.201 CSTPRODREG, UTVEDAN34 years °! 28:01 el
AC203 1 AC.2 PHCCPITFORTYCUNNINGI B2 years | Ot 4835 ® Y
AC.205 CSTPRODBCDA, STST 62 years ' 1:Analirectal trauma (¢ 1454:35 O = ¥
AC209 1 AC.2 Bl CSTDEMOCHRIS, DONOTIETyears | 1:Respiratory distress 173:07 = = =] What date is this patient :
AC216/AC2 » S O OBl PITTHREESIITH, BETTY 61 years @  1:Suicidal (2), attempt 4:37 @ B o=

Note the various icons that will be useful to you:

B _ \rental Health ED Nurse or Psychiatry Consult
[ = Certified
= Familiar Faces care plan in place

@ = Visitor Restriction
™ - Discharge order placed

You can hover over any icon to view more information. Take some time to hover over any icons
you wish.
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Key Learning Points

Tracking Shell is an electronic list that gives a snapshot of patient information in real time

Icons within the Tracking Shell give provide information at a glance. You can hover to discover
on any icon to see more information
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& Activity 2.2 — Accessing the Patient’s Chart

1 You can access the patient chart through Tracking Shell
Click the blue arrow ¥ beside the patient's name in Tracking Shell to enter the chart.

1. From the Tracking Shell, click on patient’s name to access the patient chart.

@ Mubi-Patient Task Lis Shel 2 schedule &8 Statf Asignment i LeaningUVE || @) CoreConnect @) PHSA PACS @) VCH and PHC PACS @YMUSE @) FormFast WF |_
o et R Asroe 45 Discern Reporting Portal _
; @ UpTeDate
CSTLEARNING, DEMODELTA
Tracking Shell b
ERAGH GensticKiswe | EDAGH L acklip,) £D PEM Genesic View. | ED PEM Lack Up |, £D SGH Genenc View | ED SGH Look Up.| ED WHC Genenic View | ED WHE Look Up
Patient: CSTLEARNING, DEMODH = | WR:13 Totak 37 Avg LOS 12329 | Filter, <Nan:
e
Bod Aletts | CT, Name Age  |Alengy Reax Vist  LOS |Disposibon EDMOMLP RN Evarts b [Rad 0GD Comment it 8A
RESUS,102 @ ER PITTPRACTICE. FOUR 4T years |Ma|or|r: ma (2). bl 26:26 rec | NT =3t 10 60
AC20 Xl Pm'wwwrwavle JUENEENT  1Respiatory distress 414 & P -3 n 3
AC214 & CSTPPTEST EMMA 5 years 1:Fu ke (3) e ¢ 2542 =
AC218 CSTPRODMI, STTWOJOE _ 21927 + ¥ 2120
AC218 § CSTOEMODIANE. DONOTIST years O 3308 [rusc] [IN< « 20 FOR DEMO AT LGH NOV
DTU.O1 0 PPCSTTEST. BOB _ 1local swelling {Iyred  26:52 ek 2
ACWR CSTOEMOBRETT, DONOTSEWSSEN® 1 Headache (2), sever 4628 % @ w1 Unitd what date?
ACWR a DONOTUSELEARN, MON 181 years) O 1.Chast trauma (1), b 2612 Res. %
ACWR . Eomorusﬂfnnm KM 86 yoars 1.Cough and fever (2), 2429 s
ACWR & CSTDEMOELANE, DONO'57 years O 2659 = 1210 Untd what date?
ACWR o & PITTHREESMITH BETTY &1 years (0 1 Suicid: m.ama; 28 v B2
ACWR | | [ cSTEDCOX. COURTENEY 54 years O 1.Chest pain (2) and n 195 08 L cal 10
b _ACWR 5 CSTLEARNING, nEMona-O 2149 i o 00
ACWR MHDEMOSEVEN, DONOT 40 year: ) x1uE @ + Untd what date?
ACWR CSTEDDOOLEY. wmsou_ 1 2316 v ow L
ACWR AG GSTEDHONS, BRAVO  [ijesiail O 151 = =¥ a0 w0
ACWR CSTPRODMED. COFFEE 2iyeam () 20 + ="
ACWR @A CSTEDHONG, DAVIO [ 2Tyeaisn & 202 s el 1310
ACWR CSTSNWINDU, STMACE 48 yaars)| 13 +
PreArtival CSTLeam, RuralEDNuse 1/Fall resutingin blun 0.0
CSTEDHONG, ToMMyY  [BTeaIsN 319356 @ +*
CSTPRODREG, NEWEDE 21 years*1 280905 +
CSTSNCPOE, STTESTON: 28 yeamsl °| 269226
CSTSNTEST, STWORKFL(IT years) 2501:53
CSTLABDEMO, POPUP 36 years @ 148712 +
TONG, BABYTWO Twesks O 123511 ¢ + B wom
AN CSTZEROTWOASTHMA, &7 years & 120010 &+
@ TONG, DOROTHY 7weoks 1 1007.07 8 v
RESUS 101/ » & WHCCRTFORTYWESS REDIMBIO  1lowsrexwemtyinn 3054 @  [EE [FINO'S w0
AC,201 CSTPRODREG, UTVEDAN4 years “1 20 T + ==
AC203/AC 2 PHCCPITFORTYCUNNINGIB2SSIEN & 4335 + & ¥
AC 208 CSTPRODBCDA, STST 62 years () 1 Analhectal trauma (: 125435 & @ = O e T
AC209/AC2 ECSTDEMDCHRIS DONOTISTIVESEN & 1Respiratory distress 17307 & i & [ .-é = 2 = What date is this patient ;
AC216/ACZ » & OOl AITTHREESITH, BETTY 61 years @ 1:Suicidal (2), attempt 437 @ & @ AR o Ml v =

2 The patient’s chart is now open.

Note: If your patient has been in restraints or seclusion and requires those orders to be re-
ordered, you may receive a restraint or seclusion pop-up alert upon your first entry into the chart.

Discern: Open Chart - PRODBCTEST

< ISECLUSION ALERT

Cerner

Seclusion order is expired. Discontinue the order to stop
this alert. If seclusion is still required. obtain/enter a new
order.
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Let’s review the key parts of this screen:

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

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

e Name

o Allergies

e Age, date of birth, gender

e Encounter type and number

e Code status

e Weight

e Process, disease and isolation alerts
e Location of patient

e Attending Physician

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

4. The Refresh icon updates the patient chart with the most up to date entries when
clicked. The time displayed in this icon is the time since you last refreshed your screen. It is
important to click the Refresh icon frequently especially as other clinicians may be
accessing and documenting in the patient chart simultaneously.

eCompass UG Saety st Atiendance B Clica Leader Organicts § Paient Lt Perapasatve Tracting G Therapeuto Note [f5chedule 48 S Asignraent I LusinglVE |-

Discem Regorting Partal _
CSTLEARNING, DEMODELTA -
CSTLEARNING, DEMODELTA
Allargies: Pollan

Menu

Wentsl Health Summan AR ABIS A 0%

el Heath Summary 2] Handol Tool 1] Dree 2+ WS
= Sdoced et —T
Primary Physidan: Plsvea, Rocco, MD
Attending Physician: Phsvea, Rocco, MD
o [ il Mel———_—_______—————————
Referning Physician No resuits found Selected visitw Selected visit
Service: Psychiatry . -
Roon/Bed Acaos b
Admit Date: 1711017
Lt vk Mo resuts found _ Clincial Research (1) =20
Saadnd et
B 140190 -
" B0a
emp. 369 -
Weight Desing ™ -

Classification: all

This Visit (1)
Respiratory distress (3), mild/moderste RC112

Note: The chart does not automatically refresh! When in doubt, click Refresh
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Key Learning Points

The Toolbar is used to access various tools within the Clinical Information System
The Banner Bar displays patient demographics and important information

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

Click the Refresh icon to get the most updated information on the patient
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& Activity 2.3 — Introduction to Patient Summary

il Upon accessing the patient’s chart you will see the Mental Health Summary section open. The
Mental Health Summary will provide views of key clinical patient information.

1.

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

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

Within the Handoff Tool tab, you will notice the different components. You can navigate
through these using the component list on the Handoff and Discharge tabs

i B CareCompass B3 Sefety and Attendance B Clinical Leader Organizer 4 Patient List Perioperative Tracking E& Therapeutic Note [ Schedule 53 Staff Assignment B LesmingLIVE |_

{ @) CareConnect (@) PHSA PACS @} VCH and PHC PACS @ MUSE (€ FormFast WFI _

i (& Tear Off Al Bt " AdHoc Ml Medication Administration & PM Conversation + (5] Medical Record Request = Add ~ 8] Documents ia

CSTLEARNING, DEMODELTA  x

CSTLEARNING, DEMODELTA

Allergies: Pollen

Menu

Mental Health Summary

DOB:01-Jan-1937 MRN:700008217
Age:B0 years Enc:7000000015060
Gender:Male PHN 817

Code Status: Process:Falls Risk

Dosing Wt75 kg
» |# Mental Health Summary

ARARIRA | @0

I Mental Health Summary i3 Handoff Tool =

Allergies (1) =

Informal Team
Communication

e Discharge

tient Task List

Allergies (1) +

Active Issues

Substance Reactions Catagory Status Severity

Vital Signs and Measurements Pollen Moderate

Environment Active
Documents (4)
Assessments (1)

Intake and Output ... Informal Team Communication

Labs ...
Transfer/Transport/Accompan Add new action Add new

iment ...
Diagnostics ...

No actions documented No commey

m

Medications ... All Teams All Teams

Home Medications ...
Oxygenation and

Ventilation .. Active Issues

Micro Cultures ...
Orders ... Add new as: T|
Pathology ...
Histories ...
Lines/Tubes/Drains ...

TR Vital Signs and Measurements

Interdisciplinary Care Plan

Interdisciplinary Rounding Su i BP mmHg
mmary Note HR

MNursing Shift Summary B Tamn Nenr

“. Key Learning Points

Patient Summary provides access to key information about the patient

There are different tabs that can be used to learn more about the patient
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B PATIENT SCENARIO 3 - PM Conversation

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

Utilize PM Conversation

SCENARIO

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

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

Activating a process alert
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& Activity 3.1 — PM Conversation

il Patient Management Conversation (PM Conversation) provides access to manage alerts, patient
location, encounter information and demographics. It is also the place to record patient leaves
such as passes. Let’s look at how alerts are managed.

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

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

1. Click the drop-down arrow to right of PM Conversation &PV cenesston - i the toolbar

2. Select Process Alert from the drop-down menu

£5 CareCompass £ Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List ¥ Discharge Dashboard 43 Staff Assignment E% LearningLIVE |_

i (@ PACS (Y FormFast WFT|_ i 7 Tear Off 3 Bt fAdHoc Il Medication Administr i Communicate + %] Medical Record Request 4 Add ~ [ Documents & Scheduling Appointment I

| CSTLEARNING, DEMODELTA  x Bed Transfer

| csTLEARNING, DEMODELTA DOEB01-Jan-1937 Ceneel Discharge
Age:80 years
Allergies: No Known Allergies Gender:Male

® 4 ¥ PM Conversation

Code Status: Process:
Disease:
Dosing Wt75 kg Isolation:

Cancel Pending Discharge

Cancel Pending Transfer

Menu s & Interactive View and I&0 Discharge Encounter

Patient Summary wEEy BT HEE X Facility Transfer
Orders Leave of Absence
gle Patient Task List [ e Pending Discharge
5 Aduit Quick View Pending Facility Transfer
3 VITAL SIGNS Pending Transfer « [Critical [JHigh [Low [JAbnermal [JUnauth [CJFlag
e Vi ¢ v Modiied Eary Waming System
Interactive View and I&0 v PAINASSESSMENT Print Specimen Labels [Commers__ [Fag_[Date [Ferfomed By
Pain Modalities Pl rocess Alert
IV Drps I Regiter Bhone Message
Insuiin Infusion g E  2-Nevan17
Heparin Infusion Update Patient Information U 14:55 PST 11:54 PST
Apnea/Bradycardia Episodes View Encounter
Mental Status/Cogrition
Sedation Scales View Person
Provider Notfication TEmperatare Lral
- Apical Heart Rate
Environmertal Safety Management
Activities of Dlly ;;ng Feripheral Pulse Rate
V' Measurements Heart Rate Monitored
Erstuinas Glucose Blood Feint of Care SEP/DEP Cuff mmHg
Clinical Re: Individual Observation Record Cuff Location
- . T Mean Arterial Pressure, Cuff mmHg
Transfer/ Transpert Blood Pressure Method
Shift Report/Handoff Cerebral Perfusion Pressure, Cuff H
4 Oxygenation
Respiratory Rate br/min 12
Measured 02% (FI0Z)
Oxygen Activity
Oxygen Therapy
Oxygen Flow Rate
Skin/Nare Check
o Adult Systems Assessment sp02
= = = SpO2 Site
Reference . Adult Lines - Devices SpO2 Site Change
ion 4 Modified Early Warning System
a Adult Educati
% Blood ProductAdministration 4 Temperature
Temperature Axillary
2 Intake
\\,h And o"m_"t Temperature Temparal Artery
e TR R Temperature Oral
% Restraint and Seclusion T MEWS Temperature Score
% Procedural Sedation 4 Heart Rate
o Adult Critical Care Lines - Devices Apical Heart Rate
= — - Peripheral Pulse Rate
CE BT T R Heart Rate Menitored
e Systems Assessment MEWS Heart Rate Score
% Adult Critical Care Systems As it =]
@ Dialysis Treatment Management 4 Respiratory Rate
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PATIENT SCENARIO 3 - PM Conversation

An organization window will display to select location.
1. Inthe Facility Name field, type = LGH Lions Gate and press Enter on your keyboard

2. Select LGH Lions Gate Hospital
3. Click OK
' ﬁOrganizaﬁon @

Please select the facility where pou want to view person
aliazes.

Facility Mame | Facility Alias
LGH Liors Gate [EB (-]

Facility:
LGH Lions Gate Hoszpital

H (] 3 I [ Cancel ]

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

2
1. Click on the empty Process Alert box. A list of alerts that can be applied to the patient will

display. (This box will be empty until you click on it).
2. Select Falls Risk
3. Click Move The alert will now display within the To Selected box

4. Click Complete

(=)o s

Medical Record Murnber: Encounter Nurber: Last Name: First Marne: Middle M ame:
700008217 CSTLEARNING DEMODELTA

2 Process Alert

Prefered Mame: Previous Last Mame: Date of Birth: Age Gender:
01-Jan-1937 80v Male

BC PHM:
9876469817
ALERTS

Process Alert: i i

From Available: To Selected:

Communication B arrier -

=
Select Al

Cytatoxic |
iffi on Ainway

Gender Sensitivity
Nao Ceiling Lift i

II Complete | Cancel

FRODBC TEST.MURSE 21-Mov-2017  15:31

Ready

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

alerts.
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3 1. Click Refresh [& to update the chart

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

CSTLEARNING, DEMODELTA -
CSTLEARNING. DEMODELTA

Atiargs. No Kngen Albegies

[T

“  Key Learning Points

Process Alerts are important in alerting staff members to specific concerns related to the patient

Use refresh after adding an alert to confirm it has been added to the patient’s banner bar
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B PATIENT SCENARIO 4 - Orders

Learning Objectives

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

Review the General Layout of a PowerPlan

SCENARIO

TRANSFORMATIONAL
LEARNING

As a nurse, you will need to be able to review orders for your patient. You will also need to place
orders for your patient in certain situations. To do so you will complete the following activities:

Review Orders Page

Review Order Statuses and Details
Place a Verbal Order

Place a No Cosignhature Required Order
Enter the through MPTL
Cancel/Discontinue an order

Review Components of a PowerPlan
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& Activity 4.1 — Review Orders Page

1 Throughout your shift, you will review your patient’s orders. The Orders Page is where you will
access a full list of the patient’s orders.

To navigate to the Order Page and review the orders:

1. Select Orders from the Menu

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

e Plans
e Categories of Orders
e Medication History
o Reconciliation History
3. On the right side is the Order Profile you can:

e Review the list of orders
Moving the mouse over order icons allows you to hover to discover additional information.
Some examples of icons are:

¢e Order for nurse to review

[@ Additional reference text available

% Order part of a PowerPlan

% Order waiting for Pharmacy verification

4. Locate the Urine Culture order and review the details

= | Orders

)
4 Add | & Document Medication by Hi | Reconciliation ~ | 5% Check Interactions gm
Vi ﬂ Displayed: Al Active Orders | Al Inactive Orders | Al Active Orders
Orders for Signature
? [&] ¢ [orerName Status [Dose .. [Detaile_~
In Plan 4 Admit/Transfer/Discharge
£ Medical M ¥ Admit toInpatient Ordered 39-Mov-2017 15:21 PST, Admit to Psychiatry, Admitting provider: Plisvea, Rocc
Heparin Infusion Standard (Module) (Validated) (Initiated) : ;‘:i;k":.‘“
ions
Suggested Plans (0) W1 5% ibuprofen Ordered 200 ma, PO, QID, PRN pain-mild, drua form: tab, start: 23-Nov-2017 14:23 PST
W . M 5 loxapine Ordered 10 mg, PO, a4h, PRN & tab, stark: 28-Nov-2017 16:16 PST
1 T R M 5 LORezepam Ordered 1 ma, PO, adh, PRN an: g form tab, start: 28-Nov-2017 16:14 PST
[status 4 [CireE

|| Patient Care. rine C&S) Ordered (Collected)

rdered (Collected)

rdered (Collected)

3 M B Differential (CBC and Differential) Ordered
» Consults/Referrals

e
History
Medication History Snapshot
History
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Key Learning Points

The Order Page consists of the Orders View (Navigator) and the order profile
The Orders View displays the lists of PowerPlans and clinical categories of orders

The Order Profile page displays all of the orders for a patient

28 | 108



Nursing: Mental Health Emergency "‘ &
TRANSFORMATION TRANSFORMATIONAL
Our pathto smarter, seamless care LEARNING
PATIENT SCENARIO 4 - Orders

& Activity 4.2 — Review Order Status and Details

1 Orders are classified by status including:

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

e Ordered - active order that can be acted upon

® F N Order Name =~ | Status Dose... |Details Proposal -
g | Insert Peripheral IV..] Processing 20-Nov-2017 11:46 PST
L B Insert Urinary Cath..| Ordered 20-Nov-2017 11:31 PST, Indwelling
6 M Morse Fall Risk Ordered 17-Nov-2017 14:05 PST, Stop: 17-Nov-2017 14:05 PST
Assessment Order entered secondary to inpatient admission. =
& [ Vital Signs 20-Nov-2017 11:25 PST, g4h while awake
4 Medications
& M 5B furosemide Ordered 20 mg, IV, as directed, order duration: 5 day, drug form: inj, start: 17-Nov-
1 - | Administer pre red blood cell transfusion : -

To see examples of order details review the image below:
e Focus on the Details column of the Orders page

e Hover your cursor over specific orders to discover additional information that is not
otherwise visible. Note: This only applies to more complex orders not currently visible for
your screen, refer to example below

¢ Note the start date and that orders are organized by clinical category

|®%| |‘Ry |0rder Name |Status i |Dose .. Detailz
4 Patient Care
» M Vital Signs Ordered kﬁ-Nov-ZUl? 10:42 PST, gdh

4 Blood Products
| B Red Blood Cell Transfusion

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

Red Blood Cell Transfusion

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

Ordered

Order Comment:
Informed consent must be present on patient record
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When new orders are placed in the chart, a nurse must acknowledge reviewing these new orders.

this order needs to be reviewed by a nurse, similar to the “nurse check” flag in the paper
chart

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

[ [¥ [Order Name [status  ~ [Dose ... [Details
4 Patient Care
» ME'\u"ital Signs Ordered 28-Mow-2017 10:42 PST, gdh

4 1

& Details

Orders For Cozignature Orders For Murse Review S Orders For Signature

3. Review order details
4. Click Review

CSTLEARMING, DEMOALPHA - Actions Requiring Review [ = ===
CSTLEARNING. DEMOALPHA DOEB01-Jan-1937 MRMN:700008214 Code Status: Process: Location:LGH 6E; 624; 02
Age:B0 years Enc:7000000015055 Disease: Enc Typednpatient
Allergies: Bees/Stinging Insects, ci... Gender:Male PHN:9876469856 Dosing Wi Isolation: Attending:Plisvca, Rocco, MD
Action Action Da... Entered By Order Details Qrdering ...
Order gszfz‘”sém E"‘I?;:'MD Vital Signs  28-Nov-2017 10:42 PST, qdh E'IXT::'MD d

[¥] Select All [¥] Show All Details

CSTLEARNING, DEMOALPHA

“. Key Learning Points

Orders can be one of three statuses: processing, ordered, proposed

Always ensure to verify the status of orders

30 | 108



Nursing: Mental Health Emergency
PATIENT SCENARIO 4 - Orders

& Activity 4.3 — Place a Phone Order

1

To place a verbal order:

1. ClickAdd T Add

< - # Orders

!ﬂ 3D A byHx | R | & Checkl
1
Medication List | Document In Plan
14
’—‘ Displayed: All Active Orders | All Ac ctive Order
Orders for -
S [Te=®] |v Order Name  ~ Status
Document In Plan = |4 Patient Care
o @ M 6 Admission History Adult  Ordered
[ St Mot TR ARES) @ M ¥ 6 Basic Admission Information Ordered
Suggested Plans (0) [ Adult
- @ M ¥6r  Braden Assessment Ordered
Admit/Transfer/Discharg
Status @ M ¥.65  Infectious Disease Screening Ordered
£ Patient Care
RS | |4 il
< m 13

search

Equal To 17 year

‘ CLINICAL+SYSTEMS m

TRANSFORMATION

Our path to smarter, seamless care

'CSTLEARMING, DEMODELTA - Add Order
CSTLEARNING, DEMODELTA

Allergies: Pollen

Gearch; acetaminophen

£ AR B )

DOB:01-Jan-1937
AgeB0 years
Gender:Male

MRN:700008217

PHN9E76:

469817

2 Advanced Oplions v Type: {5 Inpatient

Search within A1

Enc:7000000015060

Code Status:
Dosing W75 kg

- Filtered Order Sentences

Isolation:

Location:LGH ED; AC; 204
Enc Type:npatient
Attending:Plisvca, Rocco, MD

acetaminophen
mg, PO, once, drug form: oral lig [Grezte...
acetaminophen

120 mg, rectal, g2, drug form: supp [Gr...
acetaminophen

160 mg, rectal, g4, drug form: supp [Gr...
acetaminophen

320 mg, PO, gdh, drug form: oral lig [Gre..
acetaminophen

320 mg, PO, qdh, PRN fever, drug form: ...
acetaminophen

320 mag, PO, q4h, PRN pain-mild, drug f.
acetaminophen

325 mg, PO, once, drug form: tab [Great...
acetaminophen

325 mg, PO, q4h, PRN pain-mild or fever
acetaminophen

325 mg, PO, gdh, PRN fever, drug form: t

325 mg, PO, q4h, PRN pain-mild, drug f.
acetaminophen

325 mag, PO, qdh, PRN pain-mild or fever..
acetaminophen

325 mag, PO, QID, drug form: tab [Greater...

acetzminophen

325 mg, PO, QID, PRN fever, drug form: t...

acetaminophen

325 mg, PO, QID, PRN pain-mild, drug .
acetaminophen

325 mg, PO, QID, PRN pain-mild or fever...
acetaminophen

325 mg, PO, TID, drug form: tab [Greater...
acetaminophen

325 mg, PO, TID, PRN fever, drug form
acetaminophen

325 mg, PO, TID, PRN pain-mild, drug fo...
acetaminophen

acetaminophen
325 mg, rectal, qdh, PRN pain-mild of fe.
acetaminophen
500 mg, PO, once, drug form: tab [Great.
acetaminophen

500 mg, PO, q4h, drug form: tab [Greater...

acetaminophen
500 mag, PO, adh, PRN fever, drug form
acetaminophen

500 mag, PO, adh, PRN pain-mild, drug f...

acetaminophen
500 mag, PO, ah, PRN pain-mild or
acetaminophen

500 mg, PO, QID, drug form: tab [Greater...

acetaminophen
500 mg, PO, QID, PRN fever, drug forr
acetaminophen

500 mg, PO, QID, PRN pain-mild, drug f..

acetaminophen

acetaminophen
325 mg, PO, g4h, PRN pain, drug form: t...

g, PO, 110, PRI pam-rmild or Tever,

acetaminophen
O 325 mg, PO, qh, PRN pain, drug form: tab [Greater Than or Equal To 17 year]

PRN pain-mild or fever...

drug form: oral lig [Gre...

acetaminophen

640 mg, PO, qéh, fever, drug form: oral li

acetaminophen

640 mg, PO, qéh, pain-mild, drug form:

acetzminophen

650 mg, PO, once, drug form: tab [Great.

acetzminophen

650 ma, PO, ah, drug form: tab [Greater.

acetzminophen

650 mg, PO, aéh, pain-mild or fever, dru..

acetaminophen

650 ma, PO, ath, PRN fever, drug form: t..

acetaminophen

650 m, PO, gh, PRN pain-mild, drug f..

acetaminophen

650 mg, PO, qth, PRN pain-mild o fever...

acetaminophen

650 mg, PO, QID, drug form: tab [Greater...
acetaminophen
650 mg, PO, QID, PRN fever, drug form:
acetaminophen
650 mg, PO, QID, PRN pain-mild, drug f..

acetaminophen ace|
650 mg, PO, QID, PRN pain-mild or fever 979
acetaminophen ace|
650 mg, PO, TID, drug form: tab [Greater... | 979
acetaminophen ace|
650 mg, PO, TID, PRN fever, drug form: t... | 979
acetaminophen ace|
650 mg, PO, TID, PRN pain-mild, drug fo... | 1,0
acetaminophen acef
650 mg, PO, TID, PRN pain-mild or fever,... | 1,0
acetaminophen acef
650 mg, rectal, qéh, drug form: supp [Gr.. | 1,0
acetaminophen ace{
650 my, rectal, qéh, PRN pain-mild or fe... | 1,0
acetaminophen ace{
650 mg, rectal, g6k, PRN pain-mild or fe... | 1,0
acetaminophen ace{
650 mg, rectal, QID, drug form: supp [Gr... | 1,0
acetaminophen ace{
975 mg, PO, once, drug form: tab [Great.. | 1,0
acetaminophen ace|
975 mg, PO, QID, drug form: tab [Greater... | 1,0
*

CSTLEARNING, DEMODELTA - TH[IH[IBE Done |
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Just like in current practice, nurses can place verbal and telephone orders. In this activity, we are
going to practice placing a verbal order. Verbal and Phone Orders are only encouraged when
there is no reasonable alternative for the provider to place the order in the Clinical Information
System (CIS) themselves, for example, in urgent situations.

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

2. Inthe Add Order window, type = acetaminophen in the search field and press enter to

3. Select acetaminophen, 325, PO, q4h, PRN pain, drug form: tab [Greater Than or
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The Ordering Physician pop-up window will appear

4. Fill out required fields highlighted yellow:

CLINICAL+SYSTEMS
TRANSFORMATION
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¢ Physician name = type name of Attending Physician (last name, first name)

e Communication type = Phone
e Click OK
e You are brought back to the orders window.

5. Click Done

6. You are brought to the Orders Review window. Review the order details

You will notice that information is pre-populated into the order details section from the order you

selected. You may change information at this point if you wish.

7. Click Sign The orders profile now displays the acetaminophen with a status of Ordered

+ Add

Orders | Medication List | DocumentIn Plan

Document Medication by Hx | Reconciliation ~ | § Check Interactions

Reconciliation Status
© Meds History € Admission ) Discharge

W Oidersfor Signature

Heparin Infusion Standard (Module) (Validated) (Initiated)
IMH Electroconvulsive Therapy (ECT) (Multiphase) (Validated)

View @ B | 7 |Order Name Status  |Start Details
Orders for Signature 4 LGHED;ACG; 204 Enc:7000000015060 Admit: 17-Nov-2017 14:19 PST
Plans 4 Medications
Document In Plan [ acetaminophen Order 01-Dec-2017 14:51 325 mg, PO, qéh, PRN pain, drug form: tab, start: 01-Dec-2017 14:51 PST
E£Medical pST Maximum acetaminophen 4 g/24 h from all sources

Suggested Plans (1) w Details for aCetaminophen

[INon Categorized
|Medication History
Medication History Snapshot
Reconciliation History

Use Patient Supply: |[( Ves (@ No

Related Results

BCCA Protocol Code:

Orders
Admit/Transfer/Dischar B Detaits |59 Order Comments
9e
[H Status
. ©
%;:‘ﬂ:;hfe ] Remaining Administrations: (PRN) Stop: (Unknown)
v
o T — T —
] Continuous Infusions
Blood Products
Gl Laboratory PRN: |@ ves (T No “PRNReasom: pan  |~|
[IProcedures
[ Allied Health
0 Consults/Referrals Drug Form: FitDoseproit: | [v]
Communication Ordes P . .
%EU;TE':“ ion Orders “Start Date/Time: [01-Dec-2017 14:51 PST Stop Date/Time: “ Hlal = Pt

Formulary Detals
Variance Viewer

0Missing Fiequired Detais | [ Oiders For Cosignature | [ Diders For Nurse Freview

7

Key Learning Points

A nurse may enter orders in urgent situations when a provider is unable to enter the CIS

Verbal and phone orders that are entered in the CIS automatically get routed to the provider for

co-signature
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& Activity 4.4 — Place a No Cosignature Required Order

1

Staff who consult on a patient for a period of time have the ability to place a Following Order.
This order lets others know that you are involved in the patient’s care. It also places the patient
back on your Multi-Patient Task List for easy access to their chart. This task will stay on your task
list as long as the order is active. It will never have a status of overdue.

Nurses can place the following types of orders:

e Orders requiring a cosignature of the provider (for example, telephone and verbal
orders)

e Orders that do not require a cosignature (for example, order within nursing scope,
nurse initiated orders)

To place an order that does not require a cosignature (a Following Order). Click the Add button
on the Orders Page. The add order window will open.

1. Type = Mental Health ED into the search window and a list of choices will display

2. Select Mental Health ED Nurse Following

CSTLEARNING, DEMODELTA DOBD1-Jan-1937 MRN:700008217 Code Status:Attempt CPR, Full Code Process:Falls Risk
AgeS80 years Enc7000000015060 Disease:
Allergies: Pollen, Citrus GenderMale PHN9876469817 Dosing WE:75 kg Isolation:

tal Health Medication (Module) (Validated)
Mental Health ED Nurse
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The Ordering Physician window opens.
3. Type in the full name of the patient’s Attending Physician
4. Select No Cosignature Required
5. Click OK

P | Ordering Physician

*Physician name

Plisvca, Rocco, MD

r Date/Time
Mec-2017 2[z] 0ss =l pst

*Communication type

Electronic

5 ] N

You will be returned to the blank Add Order Page

6. Click Done

u CSTLEARNING, DEMODELTA - Add Order

MRN:700008217  Code Si s:Attempt CPR, Full Code
000000015060

17 Dosing WE75 kg

Seach | G, AdvancedOptions + Type: ¢H9 Inpatient -

£ v b B roiderMusing Orders  Search within, Al -

[T)Cardiology Orders

[T Critical Care Orders
[CJDermatology Orders
[CJEndocrinclogy Orders
[()Gastroenterology Orders
[C1General Medicine Orders
[CGeristric Orders

[lnfectious Disease Orders
(Z3Mental Health Orders
[C3Nephralagy Orders
[C3Neurology Orders
[CQNeuresurgery Orders

(08 Orders

[210ral and Maxillofacial Surgery Orders
[C30rthopedic Orders
[(20tolaryngology Orders
[CJPalliative Care Orders
[(Pediatric and Newborn Orders
[Z9Physical Medicine Rehab Orders
[C3Plastic Surgery Orders
[CJRespirology Orders
[CIRheumatology Orders
[T)General Surgery Orders
[CUrology Orders
(intracperative

CSTLEARNING, DEMODELTA - TDI]Ii Done
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You will be returned to the Orders Page and see the order details
7. Click Sign

4 Add | &' Dec dication by Hx | Reconcilia

ion | g Check Interactions Reconciliation Status
|4 © Meds History @ Adrmission © Discharge

Orders | Medication List | Document In Plan

M [ R[@[®[?  [Order Name Stetus [Start Details ]
View 4 LGH MIU; M0O7; 02 Enc:7000000015060 Admit: 17-Nov-2017 14:19 PST
Orders for Signature +|| 4 Consults/Referrals
Plans L a
Document In Plan
CMedical
MH Psychiatric Admission (Validated) (Initiated)
MH Psychiatric Admission (Validated) (Discontinued)
MH Psychiatric Admission (Validated) (Discontinued)
Suggested Plans (1)
Orders -
4 Admit/Transter/Discharge = betails fr Mental Health ED Nurse Following
e nmis]ﬁjomey(omment;]
] Activity - -
0 Diet/Nutrition = (M

[ Centinuous Infusions

1 Medications “*Requested Start Date/Time: [0 2 D 1452 21 psT Reason for Follow-Up:
{C|Blood Products.
[E Laboratory

| Diagnostic Tests
lures

Consults/Referrals =
[ Communication Orders
["supplies
["INon Categorized =
Related Reslts
Formulary Details
Variance Viewer 0 Missing Required Details | [ Orders For Cosignature 7 Sign ||

You are brought back to the patient’s Orders page. The Mental Health ED Nurse Following
Order has a status of “processing”.

- . . 13 ”»
8. Click Refresh This will change the status to “Ordered
You can now view the Following Order on your MPTL

9. Navigate to Multi-Patient Task List from the organizer toolbar

10. Note the order now has a scheduled date and time of “Continuous”

nent g LesmingUVE | | @ CoreConmect @ PHSA PACS. @ VCH and PHC PACS @YMUSE @) FormFast WFT _

Multi-Patient Task List

v @DOd&|E|&

Emergency Consult | Scheduled Patient Care | Unit Clerk

Tesk retrieval completed

Al Patients
A CSTEDTESTMARSH, 5TA
Fil CSTLEARNING, DEMDDELT
CSTPRODAC, ALBINATEST
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PATIENT SCENARIO 4 - Orders

Our path to smarter, seamless care

Key Learning Points

Nurses can place No Cosignature Required order

A Following order is a No Cosignature Required order that lets others know that you are involved
in the patient’s care

A Following order places the patient back on your Multi-Patient Task List for easy access to their
chart
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& Activity 4.5 — Enter the Chart through a Following Order

1 You can enter the patient’s chart through the consult or a Following Order by right clicking on it.
Let’s practice entering the chart.

1.
2.

3.

Right click on the task to open the right click menu

Hover over Open Patient Chart. A menu appears with various chart components from which
you can navigate directly. Let's go back to the Orders Profile

Select Orders

Multi-Patient Task List

Emergency Consult | Scheduled Patient Care | Unit Clerk |

Task retrieval completed

] Al Patients Name Medical Record Number | Location/Room/Bed | Task Status |Scheduled Date and Time |Task Description Order Details
] % CSTEDTESTMARSH, STA | CSTLEARNING, DEMODELTA [700008217 1 LGHED/ACWR __[Per MontalHaalth,
: Chart Done s
6] CSTLEARNING, DEMODELTA Chart Done (Date/Time).. e
[T CSTPRODEC, ALBINATEST Chart Not Done.
MAR
Quick Chart
MAR Summary
Chart Details / Modify... ?

Interactive View and 10
Unchart...

Res:
£z @y, Documen tation
Reschedule This Task... Medication Request
Print » Hist

Order Info..

Order Comment...

CareConnect
Clinical Research

TaskInfo... Form Browser

Patient Snapshot. Emoile i
Immunizations

Select All Medication List

Deselect Al Patient Information

pen Patient Chart ’ Reference
Sort By S

You are brought directly to the orders profile once again.

Key Learning Points

You can enter many components of the patient’s chart through the consult or following order
through the right click menu
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& Activity 4.6 — Cancel/Discontinue an Order

1 A Following order is a continuous order that will stay on your MPTL until it is cancelled or

discontinued. You will need to cancel/discontinue this order when you are no longer involved in
the patient’s care.

To discontinue the Mental Health ED Nurse Following order:

1. Right-click Mental Health ED Nurse Following order

2. Select Cancel/Discontinue

4 Add | 7 Document Medication by e | Recencilistion + | & Check Interactions

Reconcikistion Status
© Meds History 49 Admission €D Discharge
Orders. | Medicatian List | Document In Plan,

"

T Dispaped: AllActive Oiders | lInactve Osders |l Achive O
Ordars for Signature S
™ [F [Order Name Status Dose
= Plans
M @ Urine Culture Ordered 13-Dec- 2017 13:14 PST, once
Decument In Plan
e (Pending ferto specific site Labaratory Test Manusl,
A 5 9 ] Respiratory (lower) Culture (Sput... Ordered (.. b 11-Dec-2017 1535 PST, ence
W Prychlatric Admbsion (Valdstedd fiakisted M B Urine Cuture (Urine CAS) Ordered | Collction: 08-Dec-2017 1157 PST, once
Suggested Plans (1) (Collected) Ferto spe: baratory Test Manual,
</ Orders 4 Respirstory [lower) Cubture {Sput... Ordered [.
24 Admit/Transfer/Discharge M¥ R Cubture {Sput... Ordered (.
FiStatus 5 (Sput... Ordered |.
£ Patient Care. R u Ordered
Activity (Collected)
T Diet/Nutrition W ¥ @ Unine Cutture (Urine C&S) Ordered
| Continuous Infusions: (Collected)
i Meications ¥ % 0 Urine Cubure (Urine C&S) . L jov-2017 1684 PST, ence
= (Colleted) ferto specifc ste Labaratory Test Manusl,

4 Alied Health
4 Gccupational Theragy Following  Ordered

06-Dec-2017 11:29 PST
Ordered secondary to MHA Form 4 x2 (imvoluntary Admissian

o 08-Dec-2017 1421 BST
Orered secondary to MHA Form 4 2 (involuntary Ademissian)

] 1421 P5T
y to MrA Form 4 12 (Involuntary Admission)

o PsT
ed secondary to MHA Form 452 (Involuntary Admission)

]

)

The Ordering Physician window opens.
3. Type in the name of the patient’s Attending Physician (Last name, First name)
4. Select No Cosignature Required
5. Click OK

IP| Ordering Physician =5
@ Order
() Proposal

*Physician name

Plisvea, Rocco, MO |
ler Date/Time
Mec-2017 = E| 1055 = psT

*Communication type

Electronic

5 T

6. Review order and click Orders For Signhature
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¥ Details for Mental Health ED Nurse Following
" Detats |7 Order Commens |
=% h [MF

Discontinue Date/Time: [EREEAN] = E| 1145 = PST Discontinue Reason:

Oiders For Cosignature | [ Oiders For Nuss Rleview E[ Orders For Signature

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

4 LGH 6E; 624; 02 Enc:7000000015055 Admit: 17-Nov-2017 13:58 PST_
EncourageFluids Di ; 28-Now-201711:27 . 28-Nov-201711:39 PST
check this
box
|i Details ‘
0 Missing Required Details Orders For Cosignature Orders For Nurse Review 7

8. Refresh page. Order will no longer be visible on the MPTL

“. Key Learning Points

A following order is a continuous order that will stay on your MPTL until it is cancelled or
discontinued

Once an order is cancelled or discontinued the order will be removed from the patient’s Order
Profile
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3 Activity 4.7 — Review Components of a PowerPlan

1 A PowerPlan is the equivalent of preprinted orders in the current state. They are frequently
ordered at the same time, such as during admission or ECT.

At times it may be useful to review a PowerPlan to distinguish it from single orders. Doing this
allows a user to group orders by PowerPlan.

While on the Orders page:
1. Locate the Plans category to the left side of the screen under View

2. Select the MH Admission

3. Review the orders within the PowerPlan

Add | §° by H ~ Rec tus
+ u y Hx L @ Meds History @ Admission i Discharge

M q;7 @ + AddtoPhase~ LdComments Start 04-Dec-20171134PST  stop: Nome [.]
3 i Component Status Dose. Details

n (Validated) (Initiated)
2017 11:35 PST _ by: TestUser, Nurse-MH

e - Verify that an ‘Admit to' Order has been entered prior to completing the powerplan
um Psychiatric Admission (Validated) (Initiated) ﬂ TS
= = M B [ CodeStotus Ordered 04-Dec-2017 11:34 PST, Attempt CPR, Full Code, Perioperative status: Attempt CPR, Full Code, During chemotherapy: Atte..
Suggested Plans (0) M @2 [ MHAForm 4 :2 Involuntary Admission Ordered Renewal date: 12-Dec-2017 12:00 PST
ik 4 Patient Care
[ Admit/Transfer/Discharge M [ vital Signs Ordered 04-Dec-2017 11:34 PST, quieek
[ Status & Please note further instructions in the details section of the order
[ Patient Care 4 Diet/Nutrition
v M es [F G Ordered 04-Dec-2017 11:34 PST
4 Medications
% Ment
B Ple: tions after placing orders in modules to prevent medication order duplication
{9 Ges
Immunizations

% If already qiven for this vear, no dose required

% When ordering Urine Culture, Urinalysis Macroscopic (dipstick) with Microscopic, if indicated must also be ordered
4 Consults/Referrals
% Consider consultation with Addiction Medicine, Intemal Medicine, Geriatric Medicine, Family Practice and Neurology

Orders For Sigrature

Key Learning Points

PowerPlans are the equivalent of preprinted orders in current state

PowerPlans can be found in the Navigator (View) under the “Plans” category
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W PATIENT SCENARIO 5 - Interactive View and 1&0

Learning Objectives

At the end of this Scenario, you will be able to:
Review the Layout of Interactive View and 1&0O (iView)
Document and Modify your Documentation in iView

SCENARIO

In this scenario, you will be charting on your patient.

You will be completing the following activities:
Review the layout of Interactive View and 1&0 (iView)
Document in iView
Modify the time column
Modify, unchart and add a comment in iView
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& Activity 5.1 — Review the Layout of Interactive View and 1&0

1

2

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

Select Interactive View and 1&0O within the Menu.

'CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse (==
Task Edit View Patient Chart Links Navigation Help

{ ¥z CareCompass F Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List £ Discharge Dashboard &3 Staff Assignment 5 LearningLIVE |
@ PACS @ FormFast W _| § N Tear Off ] Bxit S AdHoc & PM G - 4
CSTLEARNING, DEMOTHETA  x 4= List =p | g Recent + _ - Q
CSTLEARNING, DEMOTHETA DOB01-Jan-1937 MRN:700008216 Code Status: Process: Location:LGH 6E; 624; 04

AgesB0 years ENc7000000015058 Disease: Enc Typelnpatient
Allergies: Allergies Not Recorded Gender:Male PHN:9876469824 Dosing Wi: Isolation: Attending:Plisvca, Rocco, MD

- 2 Medical Record Request 4 Add - [ Documents B Scheduling Appeintment Baok i Discern Reporting Portal |_

Menu LAY 4 - |f& Patient Summary ] Full screen

& 2 hours 43 minutes ago

Patient Summary a & # | 10% - o

Handoff Toal 52| Summary 3| Assessment 33| Discharge 52| @ Q =.
Informal Team Informal Team C icati ~ =
e nformal Team Communication [
CoimarErms Add new action Add new comment

Alergies (2) L
Vital Signs and Measurements No actiens documented No comments documented

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

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

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

Note: For pediatric patients, you will find age-appropriate assessments within the MH Pediatric
Quick View band

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

4. A cell is afield where data is documented

Take some time to explore the various sections within the MH Adult Quick View band. Notice
that your common assessments are located here, such as vital signs, Mental Status Exam and
ongoing Columbia Suicide Severity Rating.
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B CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Tosk Edit View Patient Chart Links Options Decumentation Orders Help

CareCompass §§ Clinical Leader Organizer 4 Patient List & Muti-Patient Task Lis
P @ PACS @) FormFast WFL|_ | T Tear Off Al Exit B AdHoc NIMedication Administration g PM Conversation = -§ Communicate « |:] Medical Record Request =+ Add ~ | Documents B Scheduling Appointment Book i Discern Reporting Portal
CSTLEARNING, DEMOTHETA  ~

CSTLEARNING, DEMOTHETA MRN:700008216 Code Status:
A Enc:7000000015058
Allergies: penicillin, Tape Gen PHNOE76. 4 Dosing Wi:

Discharge Dashboard &3 Staff Assignment iy LearningLIVE |

Progess:

Enc Typednpatient
Attending:Pl

o Ful

Menu

Patient Summar

It 4

Singh Paient Tk Lt o
VITAL SIGNS

MAR Moclfied Early Waming System « [Flcritical [FIHigh  [[Jtow  [FlAbnormal  [7Unauth [ Flag © And @ oOr

PAIN ASSESSMENT
Pain Modalties Rt [Commerts | Fisg | Daie | Performed by

Interactive View and [&0

Inauin Infusion
Heparin Infusion
Apriea/Bradycardia Episades i
Mertal Status/Cogrition
Sedlation Scales
Provider Notfication

wirormertal Safedy Managsment
Activiies of Daly Living
Measuremerta
Glucose Blood Porrt o Care

el Obzervation Record

Contfort Measures
Tranefer/Transpor.
Shit Report/Handoff

* Add iov.2017
15:3 51

Temperature Avilary
Temperature Temporal Artery
Temperature Oral
Apical Haart Rate
Peripheral Pulse Rate
Heart Rate hanitorea
S8#/0BP Cutt
Cutf Location

D Hlean Aterial Pressure, Cuff

Blood Pressure Method

JB Cerebral Perfusion Pressure, Cuft

4 Oxygenation

Respiratory Rate

Neasured 02% (FI02)

Oxygen Actiity

¢ Ouygen Therapy

Oxygen Flow Rate

LD SkinMare Check

il * o Adult Education spoz
Patient Information ¢ Blood Froduct Administration 5p02 sie
5p02 Site Change

Drains Summary

. < & IMakE AT U 4 Modified Early Warning System.
aining

o Advanced Graphing P
% Restraint and Seclusion Temperature Axilary
o, Procedural Sedation Temperature Temporal Artery
% Adult Critical Care Lines - Devices ol __
& Adult Critical Care Quick View e
o Adult Critical Car

Apical Heart Rate
Peripheral Pulse Rate

Dialysis Tre

“. Key Learning Points

Nurses will complete the majority of their documentation in iView

iView contains flowsheet type charting
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Nursing: Mental Health Emergency " .
PATIENT SCENARIO 5 - Interactive View and 1&0

& Activity 5.2 — Documenting in Interactive View and 1&0

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

1. Select the VITAL SIGNS component under MH Adult Quick View

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

3. Document the following data:

e Temperature Oral =36.9
e Peripheral Pulse Rate = 91
e SBP/DBP Cuff = 140/90

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

e Respiratory Rate = 16
e Sp02=99
e SpO2 Site= Hand

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

Note: Please disregard the values that are populated in the cells under the Modified Early
Warning System (MEWS) section. More information about MEW S documentation will be provided
later in this workbook

4. To sign your documentation, click the Green Checkmark v icon
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'CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task Edit View Patient Chart Links Options Deocumentation Orders Help

¥ Clinical Leader Organizer 4 Patient List &2 Multi-Patient Task List ¥ Discharge Dashboard 43 Staff Assignment £ LearningLIVE |_

i QYPACS (Q FormFast WFI _ § 7 Tear Off H] Exit g AdHoc IIMedication Administration & PM Conversation ~ i} Communicate ~

CSTLEARNING, DEMOTHETA  x
CSTLEARNING, DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Code Status: Process:Falls Risk
A Enc:7000000015058 Disease:
Allergies: penicillin, Tape PHi Dosing W: Isolation:
Menu < ~ | M _Interactive View and I80

Patient Summary =1 4 HEE X

Medical Record Request = Add - [ Documents 8 Scheduling Appointment B

% Adult Quick View £l
VITAL SIGNS
Modfied Early Waming System ~ [critical [FHigh [llow [ Abnormal  [[Unauth  [F]Flag
PAIN ASSESSMENT
Pain Modalties
Res IV Drips
Insuin Irfusion
Hepann Infusion
Apnea/Bradycardia Episodes
Mental Status/Cognition
Sedation Scales
+ Add Provider Notfication

Llmsios omuioind Result |Commerts __|Fag__[Cate | Parfomed By

Documentation

4 VITAL SIGNS
Temperature Axillary
Temperature Temporal Artery
Temperature Oral

S ESpe s o e Apical Heart Rate
nd Problems Activities of Daily Living [ b
eripheral Pulse Rate berfer
Measuremerts o
Giucose Biood Poirt of Care Heart Rate Monitored .
SBP/DBP Cuff mm-y140/90

Individual Observation Record Cuff Location

Eofii e Mean Arterial Pressure, Cuff mmHfho7
Transter/ Transport
o Blood Pressure Method
Cerebral Perfusion Pressure, Cuff  mmt
4 Oxygenation
Respiratory Rate migie
Measured 02% (FIOZ)
Summary Onmygen Activity
Omygen Therapy Nasal cann..,
Oxygen Flow Rate Limi
o
. @ Adult Systems Assessment Skin/Nare Check
A o Adult Lines - Devices spO2 Foo

Patient Informatio % Adult Education SpO2 Site Hand 3
Reference % Blood Praduct Administration Sp02 Site Change
b Modified Early Wai System

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

P. CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task Edit View Patient Chart Links Options Documentation Orders Help
CareCompass ¥ Clinical Leader Organizer 4 Patient List 53 Multi-Patient Task List B Discharge Dashboard &3 Staff Assignment 3 LearningLIVE | _
§ @PACS @ FormFastwrt || § ' Tear Off ] Bt 3 AdHoc MIMedication Administration @ PM Conversation = L Communicate -
CSTLEARNING, DEMOTHETA  x @ List = | flaRecent ~
CSTLEARNING, DEMOTHETA DOBO1-Jan-1037 MRN:700008216 Code Status: ProcessiFalls Risk Location:LGH 6E: 624; 04

A years. Enc:70000000150: Disease: Enc Typelnpatient
Allergies: penicillin, Tape Gender:Male PHN Dasing W Isolation: Attendin
Menu ~ | Interactive View and 180

Patient Summary ~HEs/BdHERx

Medical Record Request & Add - (] Documents (BScheduiing Appointment Book (@)Discern Reporting Portal |

le Patient Task List [ s e [
V' VITAL SIGNS
MAR ] W oo e v Elcitical [FlHigh Fltow  [Abnormal [FUnauth  [FFleg OAnd ©O0r
Interactive View and 18:0 AR AN e
Pain Modalties Resut |Comments  |Flag | Date |Peformed By
IV Drps
Insuin nfusion
Heparin Infusion iy 21-Nov-2017
Ppnea/Bradycardia Episodes & 11:26 ps| 10:24 pST
Mental Staus Cogrition 4 VITAL SIGNS
Sedation Scales Temperature Axillary
Provider Notfication Temperature Temporal Artery
Environmental Safety Management Temperature Oral 369
Activiies of Daly Living Apical Heart Rate
Neasurements Peripheral Pulse Rate o1
Glucose Blood Paint of Care Heart Rate Monitared
Incividual Observation Record SBP/DEP Cutt mmHg 14050
Comfot Measures Cuff Location
Transfer/Trenspott 8 Mean Arterial Pressure, Cutt mmFg 107
Shit Report/Handoff Bload Pressure Method
JE Cerebral Perfusion Pressure, Cuff
4 Oxygenation
Respiratory Rate i 16
Measured 02% (FIO2)
Onygen Activity
Oxygen Therapy Nasal cann.
Oxygen Flow Rate i 3
Skin/Nare Check
Patient Information = 5002 9
< Aduit Systems Assessment Spozsite Hana
Reference < Adult Lines - Devices Sp02 Site Change

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

Double-click the blue box next to the name of the section to document in several cells.
The section will then be activated for charting

Documentation will appear in purple until signed. Once signed, the documentation will become
black

The newest documentation displays in the left-most column

You do not have to document in every cell. Only document to what is appropriate to your
assessment
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PATIENT SCENARIO 5 - Interactive View and &0

& Activity 5.3 — Change the Time Column

You can create a new time column and document under a specific time. For example, it is now
12:00 pm and you still need to document your patient’s 10:00 am temperature.

1

1.
2.

3

Allergies: penicillin, Tape

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task Edit  View

L@ PACS @ FormFastWFL _ | ] Tear Off 3] Exit §AdHoc
CSTLEARNING, DEMOTHETA  x
CSTLEARNING, DEMOTHETA

Click the Insert Date/Time icon Fﬁll

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

. Click the Enter key

Patient Chart Links Options Documentation Orders Help

reCompass ¥ Clinical Leader Organizer o Patient List &3 Multi-Patient Task List ¥ Discharge Dashboard 43 Staff Assignment amingLIVE |

- L3C 3] Medical Record Request 4+ Add ~ [ Documents # Scheduling Appeintment Book (sl Discern Reporting Portal
4= List = | i Recer
Location:LGH 6E: 624; 0
Enc Typeinpatient

Attending:Plisvca, Rocco,

& PMC

DOB:01-Jan-1937 MRN:700008216 Code Status:
Age:80 years Enc:70000000150!
Gender:Male PHI

- & Interactive View and 1&0
HEw X NEE X

Dosing Wt:

< Adult Quick View OO0

v Modfied Early Waming System [Find Item] v [lcritical [[High [Flow [F]Abnormal [[]Unauth []Flag ©And @ Or

v’ PAIN ASSESSMENT
Pain Modaities Result |Comments  |Fag  [Date | Performed By
IV Drips
s

9§ 08:13 PsTChange Column Date/Time X
Apnea/Bradycardia Episodss = 2.N0v217 = [+ orod | 2] ST
Mental Status/Cognition TN e axillary = =
‘Ema“j‘“"sci'“ Temperature Temporal Artery
+ Add E:m:’?:" - Temperature Oral 369
o s qam et Apical Heart Rate
d Problems Activities of Daiy Living
5 o Peripheral Pulse Rate a1
G“"Es“m‘& : Paint of Can Heart Rate Monitored
lucese Blood Fei e
SEP/DEP Cuff i
Incividusl Observation Record SopoEe Cn 00
?’”";" /’f?““““ﬂ Mean Arterial Pressure, Cuff Hi 107
S:';‘ = r’:’:‘s"“dvﬁ Bload Pressure Method
R Cerebral Perfusion Pressure, Cuff mmHg

4. Inthe new column, enter Temperature Oral = 37.5 and Sign the documentation. The
documentation is now black and saved into the chart

[P) CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Edt  View Documentation

Task Patient Chat Links Optices Orders  Help

5 CareCompass §i§ Chmical Leader Organizer ¢ Patient List 53 Multi-Patient Task List ik Discharge Dashboard 53 Staff Assignment Bk LeamingLVE _

i QQPACS QFormFast WRL _ | T Tear OFf S Bt S Adtoc am - AC te = () Medical Record Request 4 Add = 8 Documents 84 Scheduling Appointment Book s Discern Reporting P
CSTLEARNING, DEMOTHETA =
CSTLEARNING, DEMOTHETA

ammc at

DOBO1-fan-1937 MRNZ00008216 Process:Falls Rk
Ages0 years Enc2000000015058 Desea
Gender:Male PHNG876

 Interactive View and 1&0
vWEBURER X

Enc Typednpatsent
3 R

Allergies: penicillin, Tape

esday, 221 ec 2017 | PST - Wednesd . 22 17 7
v I Criticat Abeoma Unsuth [ Flag And @ Or
| Jfe; JOu
Aorea/Bradycarda Epsodes AL S
Wertel Shatia/Cogrtion | Tempesature Avittary
Sedation Scales Tesoceal adtery
Yovder |[ Tempessture ovat %9 ws |
| am-:usqw S
Actrviies of Duly Living Peripheral Pute Rate 5
Meart Fate Monitored
Gmaaodeu::“ SEP 08P Cutt 14090
focluidha Domery s Cuft Location
WT’: "‘“‘_T o 1 Mean Arterial Pressure, Cuft 107
bseadlvbr 81008 Pressure Method
epot Handod [ Cevendrat Pedtusion Pressure, Cutt 4

“ Key Learning Points
You can create a new time column and document under a specific time in iView
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& Activity 5.4 — Modify, Unchart and Add a Comment in Interactive
View

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

Let’'s modify the Peripheral Pulse Rate originally documented in Activity 6.2.
1. Click on the Vital Signs section heading in the MH Adult Quick View band
2. Right-click on the documented value of 80 for Peripheral Pulse Rate

3. Select Modify...

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task Edit View Patient Chart Links Options Documentation Orders Help

CareCompass E Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List E Discharge Dashboard 53 Staff Assignmen

LeamingLIVE | _
@ PACS @ FormFast WHL | _ | X Tear Off il Exit B AdHoc IllIMedication Administration & PM Conversation - L Communicate ~ 5] Medical Record Request 4 Add - (6] Documents ® Scheduling Appointment Bock (i Discern Reporting P
CSTLEARNING, DEMOTHETA  x

CSTLEARNING, DEMOTHETA DOB01-Jan-1937 MRN:700008216

Process:Falls Risk
Disease:
Dosing Wt: Isolation:

Code Status:

- | Interactive View and I&0
“~HE& XN x

‘Adult Quick View ]
- Critical High Low Abnormal Unauth Fla D And @ Or
: . - .
v/ PAINASSESSMENT
Pain Modalties Result |Comments  |Flag | Date | Perfomed By
IV Diips Add Resutt..
Insuin Infusion pos
s 22.Nov-201
Hepatin Fiuson & 4 o530 P57 0516 PST View Result Details...
Apnea/Bradycardia Episodes View Comments.
Mental Status/Cogniion
Sedation Scales < Temperaturz Axillary View Flag Comments..
Temperature Temporal Artery
Provider Notfication Temperature Oral . View Reference Material...
Enviormorta Sofcty Nonagomert Apical Heart Rate View Order Info.
ivies o Daly Living Peripheral Pulse Rate T o .
— View History.
Heart Rate Monitored
Glucose Blood Point of Care SBR/DBP Cuff - . 1. 3
Individusl Observation Record it Location
Sh’:;‘ o ";’:{‘“"duﬁ Blood Pressure Method Change Date/Time.
Beonies Cerebral Perfusion Pressure, Cuft mmHg Add Comment..
4 Oxygenation
Respiratory Rate min| 16 Duplicate Results
Measured 2% FI02) Clear
Qunen Activity

4. Enter in new Peripheral Pulse Rate = 80 and then sign documentation

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

P) CSTLEARNING, DEMOTHETA - 700008216 Opened by Testuser, Nurse
Task Edit View Patient Chart Links Options Documentation Orders Help

areCompass £ Clinical Leader Organizer 4 Patient List &8 Multi-Patient TaskList £ Discharge Dashboard &3 Staff Assignment i LeamingLIVE |
£ @ PACS @) FormFast WFI |_ ¥\ Tear Off 3] Bxit S AdHoc IMIMedication Administration & PM Conversation » L3 Communicate » ) Medical Record Request #+ Add ~ [ Documents # Scheduling Appointment Book (s Discemn Reporting Por

CSTLEARNING, DEMOTHETA = 4+ List = | i

‘CSTLEARNING. DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Cade Status: ProcessFalls Risk Location:LGH 6E; 65
Ages0 years Enc:7000000015058 Disease; Enc Typednpatient

Dosing W: Isolation: Attending:plisvca, Ro

Allergies: penicillin, Tape Gender:Male PHNS:
- | Interactive View and 1&0 ] Full scr
EHE YO §HEEX

Orders

= = =
ingle Patient Task List A AR QUi Viow [
v/ VITAL SIGNS
Modified Early Waming System [Find item] ~ [critieal  [High [low [lAbnormal [ Unauth  [ClFlag ©And @ Or
v PAINASSESSMENT
Pain Vodaities Result [Commerts  |Flag |Date | Performed By
IV Drps
ey K
ain Irfusion % 08:33 PST| 08:16 ST | 07:00 PST
Aprea/Bradycardia Episodes e
Mental Status/ Cogrition Temperature Axilary
Sedation Scales
Temperature Temporal Artery
Provider Notfication
Temperature Oral 369 315
Environmental Safety Managemert Anied Heart Rate
Actvties of Dy Living
Peripheral Puise Rate EIN
Measurements
Glucoss Biood Point of Care: Heart Rate Monfared
nect individusl Observation Record SEREP Cult 14050
Conort Messures Cutt Location
T R G Mean Arterial Pressure, Cuff mmHg 107
T et Blood Pressure Method
SRR AT @ Cercbral Perfusion Pressure, Cuff mmHg
. S
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2  The unchart function will be used when information has been charted in error and needs to be
removed.

For example, the temperature documented earlier was meant to be documented in another
patient’s chart. It needs to be uncharted.

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

2. Select Unchart

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Orders

Patient

Task Chart  Links Documentation

Edit  View Options Help

Clinical Leader Organizer % Patient List &3 Multi-Patient Tesk List [ Discharge Dashboard 43 Staff Assignment §5 LearningLIVE |_

CareCompass
i@ PACS @ FormFast WHT | _| § o Tear Off Ml Exit Hgj AdHoc Il Medication Administration & PM Conversation - L Communicate ~
CSTLEARNING, DEMOTHETA

CSTLEARNING, DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Proce:
Age:80 years Enc7000000015058 Disease Enc Typednpatient

Allergies: penicillin, Tape Gender:Male PHR sing wit: Isolation: Attending ceo, 1
Menu - |# Interactive View and I&0 I, Full screen

Medical Record Request + Add - [ Documents £ Scheduling Appeintment Book: i Discer Reporting Pertal

Patient Summary ~EHEHw v X HEBEx
Orders
- —
Single Patient Task List ; Adult Quick Vie =
MAR 5 Modffied Eary Waming System ~ [critical EHigh [Flow [FlAbnormal  [FUnauth  [Flag @ 0or
S PAIN ASSESSMENT
Lo ool Pain Modalties Rest |Commerts  [Fag _|Date |Peromed B
IV Drps Add Result.
Insuin Ifusion
Documentation 22-Nov-2017
Hepan Infusion 3 osisa psr| oaneper | oroopsy|  View Result Detal.,
Medication Reques Apnea/Bradycardia Episodes View Comments...
" Mental Status/Cogrition Temperature Axillary View Flag Comments
is Sedation Scales Temporal Artery Z -
Allergies + Add sty Oral =5 TE View Reference Material...
[ ER———- Environmental Safely anagement Apical Heart Rate View Order Info...
iagnoses and Problems Activiies of Daly Living peripheral Pulse Rats
Measurements cripheral Pulse Rate 8o View History..
Giusoss Biood Poit of Care Heart Rate Monitored b
SEP/DBP Cuff v
reConnect Incividual Observation Record mi Cecston . 100
e T Eomire Mean Arterial Fressure, Cuff mmHg 107 Unchart..
'Srh’a;s;{:‘un:’;‘m;‘ﬂ Blood Pressure Method
ort/Han .
C:rebra\ Perfusion Pressure, Cuff g Add Comment
Growth C nation
Growth Chart Respiratory Rate - 15 Duplicate Results
Immunizations Measured 02% (FIO2) Clear
Oxygen Activity

3. Select Charted on Incorrect Patient from the reason drop-down in the Unchart pop-up
window

4. Click Sign

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task Edit View Patient Chart Links Options Documentation Orders Help

Z CareCompass E% Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List §% Discharge Dashboard &3 Staff Assignment £ LeamningLIVE |

L QYPACS ) FormFast WFI _ T Tear Off il Exit 5 AdHoc MlMedication Administration &, PM Conversation + -} Communicate + () Medical Record Request = Add + [#]Documents £ Scheduling Appointment Book (sl Discem Rep)

CSTLEARNING, DEMOTHETA 4+ List
CSTLEARNING, DEMOTHETA DOE01-Jan-1037 MRN:700008216 Code Status: ProcessiFalls Risk Location:L|

Age:80 years Enc7000000015058 Disease: Enc Typein|
Allergies: penicillin, Tape GenderMale PHNLS876459824 Dosing Wt: Isolation: Atending:P

Menu - | Interactive View and 1&0
Patient Summary =LAl 1
Orders
Unchart - CSTLEARNING, DEMOTHETA - 700008216
e Patient Task List
Unchart | Date/Time Ttem Result Reason Comment
20-Nov-2017 0700 PST  Temperature Oral 37.5DeqC  Charted an Incorrect Patier
e Vi "
Interactive View and &0 =T
Results IV Drps
S Insuin Infusi
Documentation Hepari I
Medication R Aonea/Brady
Mertal Statud
Histories ‘Sedation Sc
* Add Provider Noti
Envinment
nd Problems Activties of
Measuremen|
Glucase Blo
Individual Ot
Corfort Mea
Transfer/Tro
Shft Repot.
Rt comment
Immuniza
Lines/Tubes/Drai
MAR Summary
y <
Medication List o = L Lolair
edication 5 % Adult Lines - Devices. 4 Blood Pressure
Patient Information o Adult Education SEP/DEP Cuff " 14080
[es— o Blood Product Administration @ MEWS Systolic Bload Pressure Score
& 2 Aveu
< Intake And Output ARU
< Advanced Graphing @ MEWS AVPU Scare
< Restraint and Seclusion 4 MEWS Total Score.
o Procedural Sedation @ MEWS Total Score
5 4 Situational Awareness Factors
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5. You will see In Error displayed in the uncharted cell. The result comment or annotation icon

D will also appear in the cell

D0008236 Opemed by Testover. Nurse.

View Prtest Oheft Umks Optis  Dscumentaton  Ovieny  Help

§ Pothene Lst 53 Mt-Patemt Tack Lint [ Orschange Ombcant 33 Ustt Acsigament 1 LamminglML |

=

15 CornCompans i Chnical Lander Organcs
QRS Qfonmtan Wit | - T Tew O ot Yastrioc & .
CSTLEARNING, DEMOTHETA
CSTLEARNING. DEMOTHETA

Miergies parcilin. Tape .

o
r
P
| viraL e
Temotat e dwanry
Tempcators Tamporal Arteny

Actvties of Culy Lurg Pengravs Mg Rate
Heat Bate Mantsons
o Pttt
Gucese Bood Port of Cae SEPTER Cutt frere
nwds Coeereason Pecont O isaien
A a— B Viean 2 ersare, Ut w0
- rreta Biood Frevare Wethod
P8 Papor. Haras

1B Cornew et esiune, S
| & Ouygemation

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

1. Right click on the documented value for SpO2 site, hand
2. Select Add Comment

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task Edit View Patient Chart Links Options Documentation Orders Help

CareCompass 5 Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List ¥ LearningLIVE |

Discharge Dashboard &3 Staff Assignment

{QPACS (@ FormFast WFT _ i T Tear OFf Hff it B AdHoc W Medication Administration & PM Conversation ~ —j Communicate = £] Medical Record Request =+ Add ~ [ Documents B Scheduling Appointment Book (i Discern Repi

CSTLEARNING, DEMOTHETA

CSTLEARNING, DEMOTHETA 9 MRN:700008216 Code Status:
- Enc:7000000015058 Disease:
Dosing Wi: Isolation:

Add Result..,
e Enc Type:ng|

Attending:Pl

Allergies: penicillin, Tape View Result Details...

Menu View Comments...

Patient Summary “E w7 0 F NN

Orders

View Flag Comments...

View Reference Material...

A it -
Single Patient Task List <5, Adult Quick View View Order Info...
= View History...
MAR :; Wodified Early Waming System - [citical [High [Flow [[Abnormal [T Un ) Or
o PAIN ASSESSMENT Mocify...
Interactive View and 1&0 Pain Modalties [Comments — Aiag  [Date Unchart,
IV Drips -
Insulin Infusion hang =lime
s Heparin Infusion 5 3 Add Comment

Apnea/Bradycardia Episades
Mental Status/Cognition

Temperature Axillary

Sedation Scales Clear
) Temperature Temporal Artery
& Add SINCS ORI CRLNE Temperature Oral 369
Envirormental Safety Management Apical Heart Rate View Defaulted Info...
< and Problems i i
and Problem: ;dwmeso;sl!awh\nng Peripheral Pulse Rate 50 View Calculation...
ELEEE Heart Rate Monitored Recalculate...

Glucose Blood Foint of Care
Individual Observation Record

SBP/DBP Cuff mmHg 140/9

Cuff Location View Interpretation

?;":;:ﬂ"fﬁ;:::ﬂ EMm Arterial Pressure, Cuft mmHg 107 Reinterpret
Blood Pressure Method
Create Admin Note...
RO ok Cerebral Perfusion Pressure, Cuff mmHg
4 Onygenation Chart Details...
Respiratory Rate br/rmin) 16 Not Done...
Measured 02% (FIO2)
Oxygen Activity Flag
< Adult Systems Assessment :‘;9"‘ :“"asvt Nasal can Flag with Comment...
— s gen Flow Rate 3
\:M“'t Lines _Dmces Skin/Nare Check Unflag
% Adult Education Sp02 — Unflag with Comment...
< Blood Product Administration SpO02 Site and
o Intake And Output SpO2 Site Change
4 Modified Early Warning System
o Advanced Graphing A= =
< Restraint and Seclusion Temperature Axillary
ot L Lo
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3. Type comment = Right hand and click OK in the Comment pop-up window

u Comment - CSTLEARNING, DEMOBETA - 700008215

Sp02 Site: Hand

Comment

Right hand|

o

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

indicating comments can be found T wil display in the cell. Right-click on the cell to view
comments

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

Tosk Eda

View Patiert Chat Links Options Decumentation Orders  Help

i § CareCompass §§ Chnical Leader Organizes  Patient List &3 Mult-Patient Task Lut §i Discharge Dashboard 33 Staff Assigament fl LearningUIVE

 QAPACS QFormFant Wil . | T Tew Off H bt SAadroc MMIMes:
CSTLEARNING, DEMOTHETA  «
CSTLEARNING, DEMOTHETA

Allergies: penicillin, Tape

~HIv/BIREMS X

* 1) Medical Record Reqoest + Add »

o Adult Quick View
v’ VITALSGNS

’ = v [ Crieat Abncemal Unauth Flag
| o [Conmerts Aoy |uis -
{

X 22.Now. 2017

& X 0839 5T 0816P5T  07:00 P51
4 VITAL SIGNS

Tempetature Axitlary
Temperature Temporal Artery

| Tempesature Oral 3%9  InEmee
Apical Heart Rate
Peripheral Puise Rate 8 “
Heart Rate Monitored
SEP 08P Cutt 14090
Cuft Location
18 Mean Artenial Pressure, Cutt L)

| Blooa Pressure Metnoa

I8 Ceredral Perfusion Pressure, Cuft

4 Oxygenation
Respiratory Rate 15
Meatured O2% 02
Ouypen Actiity
Ouygen Therapy Masal cann...
Orygen Flow Rate 3
Skin/Nare Check
02

Sp0O2 Site Change — —

“. Key Learning Points

Results can be modified and uncharted within iView

A comment can be added to any cell
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B PATIENT SCENARIO 6 - PowerForm

Learning Objectives

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

View and Modify Existing PowerForms

SCENARIO

In this scenario, we will review another method of documentation.
As a nurse you will be completing the following activities:
Opening and documenting on blank PowerForms
Viewing an existing PowerForm
Modifying an existing PowerForm

Uncharting an existing PowerForm
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& Activity 6.1 — Opening and Documenting on PowerForms

1 PowerForms are the electronic equivalent of standardized documentation forms.

Data entered in PowerForms can flow between iView, problems and diagnosis list, allergy profile,
and medication profile.

The AdHoc folder is an electronic filing cabinet that holds any PowerForms you may need to
document.

Note: The next 4 steps refer to only the screenshot below. After reviewing a PowerForm you will
then practice completing one.

Let’s explore the different components of a PowerForm:
1. The title of the PowerForm and the patient you are documenting on
2. Alist of sections that can be documented
3. Sections that have a red asterisk contain required field(s) that are mandatory
4

The mandatory field(s) within the PowerForm will be highlighted in yellow. In some cases,
you will be unable to sign a PowerForm unless all required fields are completed

|AdmissionHistoryAdult-CSTCD, QUEENSYLVIA =
vEO SE e v B
“Performed on:  27-Nav-2017 :E| 1422 |[2]PST By: TestUser, Nurse

eneal lfomion Violence and Aggression Screening -

Bariers to Communication

\Violence and Aggression Screening Additional Information

Review Violence Risk Alert

m

&l
"dvance Care Planning ] Previous history of violent behaviour

[ Current physical aggression or violence
] Current verbal thrests of physical violence
CS5RS Quick Screen [ Other:

CAGE-AID Assessment

% MDeliium Screen

MNicatine De =l st nt
120HN% DEpSnaEnce fesssime If patient has a previous history of or current indication of violence or aggression, complete the remainder of the form as applicable.

Psychosocial

Nutrition Current Patient Presentation Current Presentation Additional Information
Social History ] Attack on objsct i

Procedure History [ Instrument of ham/wsapon

Fornty History [ Physical ham [e.g. strikes. arabs)

] Physical thieat

Unwanted sexual touch

] erbal aggression with anather behaviour or history of violence
] “erbal or wiitten thieat of physical violence

] Other:

Perceived Staff Approach Stressors Perceived Staff Stressors Additional Information

] Enforcing or autharitative

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

] Sudden or unanticipated approach

[ Task focus

O] Unwelcome touch -
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2 Inthis example, we are going to document on the Valuables and Belongings PowerForm.

To open and document on a new PowerForm:

1. Click the AdHoc button BA9H9 from the toolbar
2. Select the Valuables and Belongings PowerForm by selecting the title

3. Click Chart

Task Edit View Patient Chart Links Options Documentation Orders Help
i B CareCompass 55 Safety and Attendance 55 Clinical Leader Organizer 4 Patient List Perioperative Tracking 5 Therapeutic Note [ Schedule &3 Staff Assignment 55 LearningLIVE |
i QY CareConnect (L) PHSA PACS @Y VCH and PHC PACS @3 MUSE &) FormFast WFT | _

P Tear Off ] Exi

i} Patient Health Education Materials @} Policies and Guidelines 3 UpToDate | _

CSTLE=S =
Ad Hoc Charting - CSTLEARNING, DEMODELTA = \@

FRLCGE i Medication Administration & PM Conversation - [2] Medical Record Request 4+ Add - [#] Documents fad Discern Reporting Portal _

B MH Assessments
£3 MH Other Assessments
£ Allltems

B MH Emergency Nursing Assessmert ™ B Standardized Mini Mental State Examination (SMMSE)
[E) MH Initial Adrmission Assessment
) MH Supplementary Admission Assessment

[ MH Treatment and Dischage Planning

[B) Addiction Severity Index

[E) Admission Dischaige Dutcomes Assessment
[ Brief Psychiatric Rafing Scale (BPRS)

B BushFrancis Catatonia Rating Scale [BFCRS)
[E) CABE-AID Assessment

[ Calgary Depression Scale

[ CAPS-5 Past Morth

B CRAFFT Assessment

[E1 C35RS Full Serieen

[ CSSAS Quick Screen

[ Discharge Cheeklst

B GADT

[ Geiiatic Depression Scals - 15

[ Geriatric Depression Seale - 30

[ Michigan Alcohol Screering Test MAST]
) Modfied Overt Aggression Scale

I B Montreal Cognitive Assessment Scare (MoCA)
™ B Murse Disperise Meds

™ B Patch Check

" B Patch Remaval

™ B PHO-2/PHE-S

I B Pre-Transfer/Transpon Checklist

™ B Froblem Gambling Severty Index

™ B PTSD Checklist for DSM-5 [PCLE)

™ B Smoking Cessation

aaaaaaaaaaaaaaaanaaan

B o | (e

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

4. Fill'in the following fields:
¢ Does the patient have any valuables/belongings with them? = Yes

e Under Other Valuables/Belongings, double click in the description column beside
Electronic Devices = Cell phone. Click OK

5. To complete PowerForm, click the green checkmark v to sign and then refresh the screen
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B) yzluables/Belongings - CSTLEARNING, DEMODELTA = ==
10 Sk + ¢ @

5 ormed on:  (4-Dec-2017 :|Z| 1355 = PST By TestUser, Nurse-MH

S

~

"7 <Alphar

ua chlphar
#9 <Alphay
w0 hphas

3 Exll B Ep

Personal Devices

Description Humber of Items Location

Devices <Alphas

Cane <Alphax

Contact Lenses
Dentures, Lower Add Result Comment @

Denture Partial Plate Description

Dentures, U
entures, Upper Cell phene

Gl

Hair Piece, Wig
Hearing Aid. Left
Hearing Aid, Right —

Orthodontic Retainer

Comment

Orthotics

P osthess
F

'Walker
'wheelchair
Other

Other Valuables/Belongings ﬂ
o

Description
Clothing <Alphas
L ewelry <Alpha>

Monetalz |tems <Alphay

iEIecllonic Devices <hlphas

Jewelry/Monetary Items Sent  Valuables Returned per
to Secure Location Inventory List

O Ves (@R
O Other: O Yes
O Other:

TOCATOTT

m

4 1 | »

In Progress

Note: using the Save Form ® con is discouraged because no other user will be able to view
your documentation until it is signed using the green checkmark ¥ icon.

Key Learning Points

PowerForms are the electronic equivalent of standardized documentation forms
The AdHoc button in the toolbar is one way to locate a new Powerform

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

Documents that are saved will not be viewable to anyone except the author. Using the Save
Form icon is discouraged for this reason
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& Activity 6.2 — Modify an existing PowerForm

1

Existing PowerForms can be found in Form Browser. Here, you can view, modify or unchart
PowerForms. It may be necessary to modify PowerForms if the information was entered
incorrectly.

Note: to document or update information, it is recommended to start a new PowerForm and not to
modify an already existing PowerForm

Let’'s modify the Valuables and Belongings form:

1. Navigate to Form Browser from the Menu

2. Right-click on the most recently completed Valuables and Belongings form

Note: For a PowerForm that has been completed and signed ¥ (Auth (Verified)) appears next to
the title of the document. A saved PowerForm that has not been signed will display (In Progress)
will appear next to the title

3. Select Modify

Allergies: Pollen Gender:Male PHN:9876469817 Dosing Wt75 kg Isolation:

Mental Health Summary ‘

4,
5.
6.

Patient Task List Sorthy: Date -

i B CareCompass ¥ Safety and Attendance ¥ Clinical Leader Organizer § PatientList Perioperative Tracking ¥5 Therapeutic Note [fjSchedule 53 Staff Assignment ¥ LeamningLIVE |_
@) CareConnect @ PHSA PACS @ VCH and PHC PACS @) MUSE @) FormFast WFI |

i (@ Patient Health Education Materials €} Policies and Guidelines @} UpToDate
CSTLEARNING, DEMODELTA =

CSTLEARNING, DEMODELTA DOB01-Jan-1937 MRN:700008217

- i ETear Off 3 Exit SAdHoc & PMC

~ 8] Medical Record Request + Add +

P Documents (s Discern Reporting Portal _

Code Status:Attempt CPR, Full Code Process:Falls Risk
AgeB0 years Enc:7000000015060 Disease:

- # Form Browser

+ Add

BDAll Forms
anday, 04-Decemher-2017 PS
e —
1557 PST ED Triage - Adult (Auth (Verified) - TestUser,
3 Sunday, 26-November-2017 PST
. [ 09:48 PST Valuables/Belongings (Auth (Verified)) - Test
=D Tuesday, 21-November-2017 PST
L [H1254psT Follow Up (Auth (EoplE TS

=B Monday, 20-November-2017 PST
- [B16:10 PST Basic Admission Information (Auth (Verified)) - TestUser, Nurse

Unchart
History

Double click your previous response “Cell phone” under Other Valuables/Belongings
Enter = iPhone with a blue case Into the Comment field. Click OK

Click green checkmark icon ¥ to sign and complete the documentation and then refresh the
screen.
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[P) Valuables/Belongings - CSTLEARNING, DEMODELTA = [=]=]
vHO SE+ + ®E 2

[efformed on: 04-Dec-2017 :B 1355 = PST By: TestUser, Nurse-MH

R—

Valuzbles/BeloJ ey <Alphay

Medication #8 <Alphay
Medication #9 <Alpha
Medication #10 <Alpha>

Personal Devices

Description Humber of ltems |Lunaliun

Assistive Devices <éiphay

Cane <hlphas
[Eatts] L= Add Result Comment =
Dentures, Lower

Denture Partial Plate Description

Dentures, Upper Cell phone

Glasses

Hair Piece. Wig Comment

Hearing Aid. Left iPhone with a blue case |
Hearing Aid. Right -

Drthodontic Retainer

Drthotics

Prosthesis
Walker
Wheelchair
Dther

OK Ci |
Other \I’aluahlafllelongirﬂ (o] [smConcclon)

Description |Numher of Items. ‘analinn
Clothing <hlphas
[Jewelry <Alphay

m

Monetary Items <Alphay

Electionic Devices  ||* Cell phone <Aphas

Note: A form that has been modified will display (Modified) next to the title of the document in
Form Browser

“. Key Learning Points

Existing PowerForms can be accessed through the Form Browser
A document can be modified if needed

A modified document will show up as (Modified) in the Form Browser
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& Activity 6.3 — Unchart an Existing PowerForm

1 It may be necessary to Unchart an existing PowerForm, for example, if the PowerForm was
completed on the wrong patient or it was the wrong PowerForm. Let’s say the Valuables and
Belongings PowerForm was documented in error.

To unchart the PowerForm:

1. Right-click on Valuables and Belongings in Form Browser
2. Select Unchart

¥5 CareCompass §5 Safety and Attendance ¥ Clinical Leader Organizer 4 Patient List Perioperative Tracking ¥5 Therapeutic Note 3 Schedule 43 Staff Assignment 5% LearningLIVE |
1@} CareConnect @ PHSA PACS (@) VCH and PHC PACS @ MUSE (@) FormFast WFI |_

(@) Patient Health Education Materials (£} Policies and Guidelines ) UpToDate _ 7 Tear Off HfExit | AdHoc IlIMedication Administration & PM Conversation - [2] Medical Record Request 4 Add
CSTLEARNING, DEMODELTA =
CSTLEARNING, DEMODELTA DOB:01-Jan-1937 MRN:700008217 Code Status:Attempt CPR, Full Code Process:Falls Risk
Age:B0 years Enc:7000000015060 Disease:
Allergies: Pollen Gender:Male PHMN:! 817 Dosing Wt75 kg
Menu

- |A|Documents (ai Discern Reporting Portal | _

Isolation:
- |4 Form Browser

Mental Health Summary |

+ Add
atient Task List Sortby: Date -

B> All Forms
- P Monday

04-December-2017PS
: . [1=713:55 PST Valuables/Belongings (Auth | =d)) - Testlisbiat

View

¢ L[BI15:57 PST ED Triage - Adult {Auth (Verified)) - TestUser Modi

-89 Sunday, 26-November-2017 PST J Unchart

i i [B09:48 PST Valuables/Belongings (Auth (Verified)) - Te: _—

B9 Tuesday, 21-November-2017 PST v

| L[E12:54 PST Medication Administration Follow Up (Auth e

£ Monday, 20-November-2017 PST
.l 16:10 PST Basic Admission Information (Auth (Verified]) - TestUser, Nurse

Clinical Research

Form Browser

3. The Unchart window opens. Enter a reason for uncharting in the Comment box = Wrong
PowerForm

4. Click sign ¥ and then refresh your screen

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

“ Key Learning Points

A document can be uncharted if necessary

An uncharted document will show up as In Error in the Form Browser
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B PATIENT SCENARIO 7 - Dynamic Documentation

Learning Objectives

At the end of this Scenario, you will be able to:
Create a Dynamic Document

Modify a Dynamic Document

SCENARIO

In this scenario, you will be creating a progress note for your patient.

As a nurse, you will be completing the following activities:
Access Documentation from the Menu
Create a new document

Modify your document
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3 Activity 7.1 - Dynamic Documentation

1 Dynamic Documentation is similar to written progress notes. In a dynamic document, you have the
ability to enter free text to document narrative information such as one-to-one sessions or family
meetings.

1. Select Documentation from the Menu

2. Select MH Initial Admission Assessment from the list of documents
Note: Clicking Refresh & will ensure the most recent documents are viewable

3. Review document in Preview Box

Note: Dynamic Documents, PowerForms and group therapy notes can be found here

4. Click Add ##dd

e
£ Safey a 9
i W PHSA PACS @VCH snd PHC PACS @ MUSE @ Formi

£ @ Patient Health Education Materials @ Policies and Guidelines €} UpToDate |
CSTLEARNING, DEMODELTA

CSTLEARNING, DEMODELTA

er § Patient List Perioperatve Tracking B Therapeutic Note [ Schedule 23 Staff Assignment. i LeaminglIVE

Pollen

L mentat
[ 3 s romes a1 € 3 e
Lt
Disphay (A =) [ i PraviousNots | 1 New ks
Senvice Date/Time. Subject Type { e .
25007 04800 g Text f Final Report
23 Now-207 121000 P o are Plan i i« Acknission on 20171611 P
22N 20T 050400 P, U Performed O 20-Now 2017 16:10 PST by Testiser, Nurse.
| Basic Admission Inloimetron B
Allorgies
(As OF 20-N0w-2017 161121 PST)
Allergies (Active)
No Known Allergies Estimated Onset Daie- Unspecified: Craated By TesfUsar,
Nurse; Reaction Status: Actve . C: Drug . Substance
NoKnown Allergies . Type- Allergy . Lipdsted By~ TesiUser,
Nurse; Aeviewed Date: 20-Nov-2017 15:42 PST
Weight
Wanght Dosing - 75 kg
TestUser, Nurse - 20-Now2017 16,10 PST
Result type: Basic Admission Information Adult - Text
Result date Mandzy, 20-Hovember-2017 16:10 PST
Result status Auth (Ve
ic Adr ion Ifor mati
Perfarmed by TestUser, Nurse on Monday, 20-November-2017 1610 PST

Verfied by TestUser, Nurse on Monday, 20-Hovember-2017 16:10 PST
Encounter nfo 7000000015060, LGH HOpa Cantre, Inpatient, 17-Nov-2017 -
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%) 1. Select Nursing Narrative Note from the Type drop-down list
2. Select Free Text Note from Note Templates list

3. Click OK

LEARNING

CSTLEARNING, DEMODELTA - TO000BZ17 Opened by TestUser, Hurse-MH
Tak Edt View Pefient Chen Links Documentation Help

| §§ CoreCompazs §§ Sefety and Attendance. fig Clinicsl Leader Orgaizer § Patient List Perioperstive Tracking i Therspeutic Note [T Schedule 43 Staff Assignment § LeamingLIVE _

@) CareConnect @PHSAPACS @ VCH and PHC PACS @MUSE @) FormFast W |

@ Patient Health Education Msterials (@) Policies and Gudelines € UpToDate | # FTear OfF 3 bt W AdHoc W Medication Administration & PM Conversation = ] Medical Record Request + Add - () Documents. i Discem Reporting Portal _
CSTLEARNING, DEMODELTA

CSTLEARNING. DEMODELTA

Allergies: Pallen

Menu

Postion

“Note Templates
Neme = Descrption
Absence Note Absence Note Template
Interdisciplinary Care Plan
intescicipkinary Rousding Summary Note Admission H &P Admission History & Physical Note Temlate
Mursing Shift Su
Anesthesis Consait Anesthesia Consult Template
Artenatal Tesing Antenstal Tesing Note
“Date:
BHew-2017 i FET APSO Note APSO Note Template
Clinie SOA® Note Clinic SOAP Note Template
“Author:
Confirmation of Neurciogical Determination of Desth Adut (NDD) Acuts and Children age > or = 1 yesr
Consult Note Consult Nete Template
Discharge - ONC Transfer of Core Discharge - GNC Transter of Care
Discharge Summary Discharge Summary
€D Handoft Note €D Handof Note
€D ote €D Mote
D Mote - WorksafeBC €D ote - WerksafeBC
€D Hote Simple €D Mote Simple Template.
€D Supension Handofl Note €D Supervision/Han deff Hote:

2 1. Type = Family visited, patient tearful. Support provided.
2. Click Sign/Submit

¢ - # Documentation 21
#add s WX
.hccluﬂhﬁ | List. v
Tahona - - « BIU= A BE2Sm 8
Family visted, paient tearl, Suspart rcwided]
- Save & Close. Cancel
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4 1. Type = Morning Progress Note in Title text box
Note: You can forward notes to select users by entering the user's name into the Provider Name
text box
2. Click Sign
Sign/Submit Note '?‘@
“Type: Mote Type List Filter:
Mursing Narrative Note Position
*Author: Title: “Date:
Monring Progress MNote| 28-Nov-2017 j 1347 PST
! Forward Options [ create provider letter
lwa Recent Relationships |
Contacts Recipients
Default Name Default Name Comment sign Review/CC
=] 2 =8

Key Learning Points

Dynamic Documents, PowerForms and group therapy notes can be found in the
Documentation section of the Menu

You can create several types of nursing documents, including a narrative note

You can send notes to other users when you have completed your note
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B PATIENT SCENARIO 8 - Results Review

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

Identify Abnormal Results

SCENARIO

In this scenario, you will review your patient’s results. One way to do this is to use the Result
Review.

You will complete the following activity:

Review results using Results Review
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& Activity 8.1 — Using Results Review

1 Throughout your shift, you will need to review results for your patient. You can do this through
Results Review.

Let’s review the components of Results Review
1. Navigate to Results Review from the Menu

2. Flowsheets: display clinical information recorded for a person such as labs, cultures,
transfusions, diagnostic imaging, and vital signs. Flowsheets contain both a Navigator and
the Results Display.

3. Navigator: you can select a category within the navigator to view related results

4. Results Display: display related results

CSTLEARNING, DEMOTHETA  x

CSTLEARNING, DEMOTHETA MRN:700008216 Code Status:Attempt CPR, Full Code Process:Difficult Intubation/Airway
Enc:7000000015058 Disease:
Allergies: penicillin, Tape PHN:9876469824 Dosing Wi: Isolation:

Menu - |# Results Review

Mental Health Summary

i B

Recent Results |Advan:e Care Planning | Lab - Recent | Lab - Extended | Pathologyl Micro Cultures | Transfusion | Diagnostics | Vitals - Recent | Vitals - Extended | Mental Health

[Fovee - eh Quickview

+ Add

Orders

Single Patient Task List

~ @ Table () Group (O List

Show more results

VITAL SIGNS
SBP/DBP Cuff

Quick View
AL SIGNS

[ 14-Dec-2017 11:10 PST | 13-Dec-2017 11:28 PST |

Oxygenation Temperature Oral 37 DegC 38 DegC ‘
+ Add « Basic Oxygen Information ||| Peripheral Pulse Rate 84 bpm
BP/DBP Cuff
gnoses and Problems x| PAIN ASSESSMENT Systolic Blood Pressure 132 mmHg 120 mmHg
Diastolic Blood Pressure 87 mmHg 80 mmHg
Mean Arterial Pressure, Cuff 93 mmHg
nation
Respiratory Rate 22 br/min (H)
Measured 02% (F1I02) 40
spo2 92%

Medication List

Review the most recent results for your patient in the Results Display:

Diagnostic Radiology
XR Chest XR Chest *
Vital Signs | |
| Temperature Oral 36 DegC (L) 36.5 DegC
I”| Peripheral Pulse Rate 80 bpm
| Heart Rate Monitored 60 bpm 60 bpm
[:] Respiratory Rate 20 br/min 0 br/min (L) 0 br/min (L)
| Systolic Blood Pressure 110 mmHg
I”] Diastolic Blood Pressure 70 mmHg
| Mean Arterial Pressure, Cuff 83 mmHg
Cuff Location Right arm Left arm
Basic Oxygen Information
|| Oxygen Flow Rate 3 /min 3 Umin
Oxygen Therapy Nasal cannula Nasal cannula
|"] spo2 98 %

Review the results of your patient’s bloodwork:
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1. Select Lab — Recent tab

!CBC and Peripheral Smear
WEBC Count 1.5x109/L (Y
[~] RBC Count 20010 121 (1)
Hemoglobin 70 g/L (U
[:, Hematocrit 0.15 (L)
MCV 98 flL
] MCH 28 pg
RDW-CV 1S H
"] Platelet Count 10 x10 9/L (1)
NREBC Absolute 50x108/L H
" | Neutrophils 0.04 10 9/L (L)
Lymphocytes 0.15109/L (1)
"] Monogytes 0.23 10 9/L
Eosinophils 0.01:109/L
[”] Basophils 0.01 10 9/L
Metamyelocytes ) 9/ H
"] Myelocytes 9/ [t
Promyelocytes 09/ (H
(7] Blast Cells )2 x10 9/L i
|Blood Film Comment Platelet Estimate - Decre:
| Coagulation and Thrombophilia
INR 1.2
[—] APTT 30 second
|Blood Gases
[” | pH Venous 741
HCOS Venniie 24 mmnl/l

‘ CLINICAL+SYSTEMS
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Note the colours of specific lab results and what they indicate:
e Blue values indicate results lower than normal range
e Black values indicate normal range
e Orange values indicate higher than normal range

e Red values indicate critical levels

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

Key Learning Points

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

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

View additional details of a result by double-clicking the value
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W PATIENT SCENARIO 9 - Allergies

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

Document Allergies

SCENARIO

In this scenario, you will review how to add and document an allergy for your patient.

As a nurse you will be complete the following activity:

Add an allergy
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& Activity 9.1 — Add an Allergy

1 The patient states that they remember having an allergic reaction to citrus, but forgot to mention
this previously.

1. Todocument this allergy, navigate to the Allergies section of the Menu and click Add +

Uk Abwgy Mg

15 CoreCompant 5 Cloncal Lantiet Qrgornter § Potinnt Ut 23 WA Potiert Tosk Loa 1 Dachunge Dothbond 53 oMt Assgrvnast 15 LesswrghA VT

RQPACS QFemian Wi | | T Tewr O Gt W AS0c BIMetermon Admainiuton & P Comvumation + | Commmmntate = ) Meduiol Racond Regorst 4 Add = 15 Cocumants 8 Suheding Appowtrent ook ot Docem Bapating Potsl
CSTLEARNING, DEMOTHETA -+ - =+ wreec- [N - <
CSTLEARNING. DEMOTHETA CORO1 San- 1957 " Code Qi Pocess Location L OH B 624 4

0 youry Cvsease EnC Typempatent
Aiergien: Altergies Not Recorded [ vou Dosng W Ialuscer Atlsecen¥esves, Re<co, MO

Mo ] ~ A Alergles

e b Jren Mt . D Peverse Margy Crack Dagley 22 -
Sobatance Comgwy Sty Rasctors  Swanon  Commerts  Souoe fnacton Suta  Arenend et 8y ot Crent - pdamnd by
poviciin Doy [t Fah Patant  Acaw 0-Now-2017 1330 P5T Testiova Surse 2-Nov-28L7 7.

2. Inthe Substance field enter Citrus and click the Search icon
fields including substance and category are mandatory fields

Note: Yellow highlighted

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

E: LeamingLIVE |

CareCompass £ Clinical Leader Organizer § Patient List &3 Multi-Patient Task List B Discharge Dashboard &3 Staff Assignment
@ PACs @ FormFast WH | |l Tear Off 3ff it SfAdHoc & PMC tion + L4 C = [&) Medical Record Request # Add ~ [] Decuments 4 Scheduling Appointment Book fas Discern Reporting Portal |-
CSTLEARNING, DEMOTHETA + st = | farecent - | ENENIN - @
CSTLEARNING, DEMOTHETA DOB:01-Jan-1937 Code Status: S5t Location:LGH 6E; 624; 04

Ages0 years. ¢ : Enc Type:npatient
Allergies: Allergies Not Recorded Gender:Male Dosing Wt: Isolation: Attending;

Menu rl< - |# Allergies 3, Full screen

B Print 20 minutes ago

Patient Summary

D/A Substance Category ~ Severity  Reactins  Interacton Comments  Source Reaction Status  Reviewed Reviewed By Est. Onset Updsted By

T v penicillin Drug Mild Rash Patient  Active 20-Nov-2017 13:43 PST TestUser, Nurse 20-Nov-2017 T.

w and 180

Toee Alleray - adverse reaction to a diug or substance which is due to an immunclagical respanse.

*Substance

tapdl Floe text Add Camment

and Problems

Reactions) “Severity Info source
Comments
(@) [ AddFree Ted <not ertereds - <notentereds -
At cnot entereds Onset:  <not entereds
— B -
Recorded on behaf of “Category Status Reason:
Summary - hoive -

oK ] [Ok&AddNen | [ Cancel

GEoUp  C Home v [ Folders o Favaiites

|3 System Tracked
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3. The Substance Search window opens. Select Citrus and click OK
7| Substance Search
*Search:  citrus Startswith  »  Within: Terminclogy +
[ Search by Name ] [ Search by Code ]
Terminology: Allergy, Multum Al | .., | Terminology Axis: | <All terminclogy ax E]
Categories
Tem = ITEITFIiI‘IUngY
<No matching categories founds
| e T Teminology Teminology Axis
Cirae-Dlast 258 Mutum Drug ~ Generic Name
Citrus Calcium with Vitamin D d03137 Multum Drug | Generic Name
(e rame )
4. Select Mild in the Severity drop-down
5. Select Patient in the Info source drop-down
6. Select Food in the Category drop-down
7. Click OK
[P] CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse = T

Tosk Edit View Patient Chart Links Allergy Help

CareCompass E% Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List
@ PACS @) FormFast WFT _ i i Tear OFf Ml Exit Sg§AdHoc
CSTLEARNING, DEMOTHETA
CSTLEARNING, DEMOTHETA

ischarge Dashboard 53 Staff Assignment

- 3c -

carninglLIVE |_

& PM G it

DOB:01-Jan-1937 Code Status:
Age:80 years
Gender:Male 646 Dosing Wi:

#  Allergies

MRN:700008216

Allergies: Allergies Not Recorded
Menu LA 4 -

Patient Summa

Reviewed

Substance Category  Severity  Reactions  Interacion Comments  Source Reaction Status

Ord

Medical Record Request 4+ Add ~ ] Documents B Scheduling Appointment Book (s Discern Reporting Portal | _

O Full screen (21 Print

Reviewed By

Est, Onset  Updated By

37 minutes ago

. v Drug Mild Rash Patient  Active 20-Nov-2017 1343 PST Testlser, Nurse 20-Nov-2017 T...
Single Patient Task List
stories Twe Aoy ~  An adverse reaction to a chug or substance which s due to an immunclogical response.

Allergies & Add

“Substance
Diagnoses and Problems

3 Tape B e E3 o allery checking s available for norMubum alergiss ‘acdd Comment
Fieactionls): Info source:
Cqmments
{#8) [ AddFree Test Patient
Orzet  <not entereds|

Growth Chart perserey = |

Immu Recorded on behal of Reason:

Lines/Tubes/Drains Summary

MAR Summar

Medication List

Patient Information

MW Up G Home * [ Folders  Foden Favortes

oK. &AddNew | [

Cancel |

[ System Tracked
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8. Refresh E the screen and the citrus allergy will now appear in the Banner Bar

Note: Allergies in the banner bar are sorted by severity (most to least). If the allergies listed are
longer than the space available, the text will be truncated. Hovering over the truncated text will
display the complete allergies list.

Key Learning Points

Documented allergies are displayed in the Banner Bar

Allergies will display with the most severe allergy listed first

69 | 108



Nursing: Mental Health Emergency " 2

PATIENT SCENARIO 10 - Medication Administration Record crpmm—— seamme
(MAR)

B PATIENT SCENARIO 10 - Medication Administration Record (MAR)

Learning Objectives

At the end of this Scenario, you will be able to:
Review and Learn the Layout of the MAR
Reschedule a Medication Dose

Request a Medication

SCENARIO

In this scenario, you will be reviewing the scheduled and PRN medications for your patient.

As a nurse, you will complete the following activities:
Review the MAR using both the time view and reverse chronological order settings
Reschedule a medication

Request a medication in the MAR
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& Activity 10.1 — Review the Medication Administration Record (MAR)

1
1. Go tothe Menu and click MAR

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

2. Under Time View locate and ensure the Scheduled category is selected and is displaying at

the top of the MAR list

# MAR

Menu
Mental Health Summary W o =B
+ Add

v [

Show All Rate Change Docu...

Documentation
Medication Request

Histories

=+ Add

d Problems

Growth Chart
Immunizations

+ Add

Medication List

Medications

20 mg, PO, gdaily, drug form: tab, start:
12-Jan-2018 13:35 PST

citalopram

Rl g

ranitidine

150 mg, PO, BID with food, drug form: tab,
start: 12-Jan-2018 17:00 PST

ranitidine
g PRN
HY (HYI PRN ...

dose range: 0.5 to 1 mg, PO, qlh, PRN pain,
drug form: tab, start: 2017-Dec-28 11:40 PST
DILAUDID EQUIV
HYDROmaorphone
Respiratory Rate
b
ibuprofen

200 mg, PO, QID, PRN pain-mild, drug form:
tab, start: 12-Jan-2018 13:35 PST

ibuprofen

Temperature Axillary

Temperature Cral

PRN

2018-Jan-17
17:00 PST

150 mg
Mot previously
igiven

2018-Jan-17
02:00 PST

20 mg
Mot previously
given

150 mg 150 mg
Mot previously [Not previously
given given

2018-Jan-17 2018-Jan-17

1mg
Mot previously
given

200 mg
Mot previously
given

to the top of the list for your review

Reference Manual

14:00 PST

;hmratuu Axiltary

|Temperature Oral Link info

o B
PR AnActive Medications (System)  ~ (] [ Tue
) Show All Rate Change Docu... | Medications [ 23Nov-2017 | 23-Now-2017 | 23-Now-2017

10:00 PST

650 mg

B Scheduled Last given: Last given:

@ Unscheduled W-Nov-2017 20-Nov-2017
2 140k 0T 1408 PST

@ PRN

@ Continuous Infusions 3 Event/Task Summary

06:00 PST

S0 mg

Reference Manual...

Numeric Pain Score 0-10) I

nued Scheduled X=

nued Unscheduled mmn | Med Request...

nued PRN 14:18P5T s Reschedule Admin Times...

c cefTRIAXone Addations] Dose...
ontinued Continuous Infus I z S —

HYDROmorphone it 7 Qeven:
3 mg, NG-tube, qéh, start: 20-Nov. Creste Admin Note... Nov-2017
15:54 PST RO frest
HYDROmorphone Alert History
|Respiratory Rate Infusion B
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Next, select in order, Unscheduled, PRN and Continuous Infusions, bringing each section

Review the medications on the MAR. Be sure to review all medication information

If you wish to review the Reference Manual right-click on the medication name and select
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6. Note the icons that may appear on the MAR. Examples include:
medication order has not been verified by pharmacy

" nurse review of the order is required

B, medication is part of a PowerPlan

Upon further review of the MAR you will note the following:

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

8. The dates/times are displayed in reverse chronological order. This differs from current
state paper MARs

9. The current time and date column will always be highlighted in yellow
All Orders with Active Tasks in T =[] ﬁ

e 30Nov 2017 | 30.Nov2017 | S0.Nov 2017 | 20-Nov-2017 | 29Nov-2017 | 25-Nov-2017
10:00 PST 06:00 PST 02:00 PST 22:00 PST 18:00 PST 14:00 PST

79-Nov-2017 | 20Nov 2017 | 29-Nov-2017 | 28 Nov 2017
12:26 pST 12:22 pST 10:00 PST 22:00 PST

5 640mg 640mg 640 mg 640 mg 640 mg
etaminophen (TYLENOL) lastgiven:  Last given: tgiven:  Lastgiven:  Last given: ast given:
mg, PO, qah, drug form: oral lig, start: 29-Nov-2017 14:00 22-H0v-2017  22-Now-2017  22ev-2017  22-Nov-2017  22-ov-2017 AT

12:41 PST 12:41 PST 12:41 PST 12:41 PST 12:41 PST

im acetaminophen 4 /24 h fram all sources

Last given:

Last given:
22 Nov-2
10:00 pST

ous infusion 1,000 mL
bag, start: 29-Nov-2017

sodium chloride 0.9%

Note that different sections of the MAR and statuses of medication are identified using colour
coding:

e Scheduled medications - blue

¢ PRN medications - green

e Future medications - grey

e Discontinued medications - grey

e Overdue - red

Key Learning Points

The MAR lists medications in reverse chronological order

Icons indicate the statuses of medication
You can right click on the Clinical Range bar to adjust the time frame that is displayed
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& Activity 10.2 — Reschedule a Medication
1 Your patient is nauseated and so you need to reschedule their citalopram
1. Right-click on the next dose which you want to reschedule

2. Select Reschedule This Dose

e =

Monday, 04-December-2017 09:44 PST -

06-Dec-2017 05-Dec-2017 05-Dec-2017

09:54 P5T

Medications

Time View

Scheduled

Scheduled

y 20 mg
citalopram Mot previously
20 mg, PO, gdaily, drug form: tab, stark:

20 mg
Mot previously

Unscheduled given

05-Dec-2017 09:54 PST Order Info
PRM citalopram |
— Task Info...
ntinuo
PR Chart Details....
Future
- — 325 mg, PO, q4h, PRN pain, drug form: tab, Quick Chart...
ntinued Scheduled start: D1-Dec-2017 14:51 PST
Maximum acetaminophen 4 g/24 h from all s... Chart Done...
acetaminophen Chart Mot Done...
Temperature Axilla
P A Unchart...

Temperature Oral

Mumeric Pain Score [0-10) Reschedule This Dose...
il PRN
ibuprofen

3. Review the pop-up and click Yes to continue to reschedule this dose.

acetaminophen
650 mg, PO, adh, drug form: oral g,
start: 17-Nov-2017 14:51 PST

Maximum acetaminophen 4 g/24 h from...
“Mﬂl-mophcﬂ

1Yemp«uuu Axillary

Temperature Oral

Numeric Pain Score 0-10)

™

cefTRIAXONe
12,000 mg. IM, q12h, drug form: inj start:
|17-Nov-2017 14:55 PST

| cefTRIAXONE
“abd

ramipeil

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

ramipril

Systolic Blood Pressure

Diastolic Blood Pressure

néd

ranitidine

Rescheduling this dose will only affect the selected dose and will not
affect other future scheduled doses for this order. Do you want to
continue to reschedule this dose only or would you like to reschedule
2ll future adman times?

| Select “Yes” to continue to reschedule this dose. |
&<t NG o reschedule TUture admin Hmes.

Select "Cancel’ to cancel rescheduling.
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4. You want to reschedule the medication administration time to a later time. Change the time
field to 1700 and click OK.

Reschedule acetaminophen for CSTLEARNING, DEMOBETA [E3m]

Currently schedyled date and time
24-Nov-2017| 06:00

Rescheduled date and time

24-Mov=201T =l 1700 Z|P5T

Rescheduling reason

<none> -

ﬂ [ o ][ concel |

Key Learning Points

Right clicking on medication task provides options such as rescheduling a medication dose
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& Activity 10.3 — Request a Medication via MAR
1 The daily dose of citalopram is missing. You need to submit a Med Request to Pharmacy.
1. Right click on the medication order name

2. Select Med Request

22-Nov-2017 22-Now-2017 22-Now-20
Med it
ey 10:00 PST 09:15 PST 06:00 PS

pcetaminophen

550 mq, PO, gih, drug form: tab, start:
21-Now-2017 11:11 PST

Maximum acetaminophen 4 /24 h from..,
pcetaminophen 650 mg Authy
Femperature Axiflary
Femperature Oral
Mumeric Pain Score 1010

rancomycin 2 crac
. V. Q12h, start: 21-Nov-201 78] Order Info...
fancosycn Event/Task Summary
g o)
- PX Reference Manual..
:I';terangﬂe.sto 1 mg, PO, g4h, PRN 1 Med Request...
N P e AR Reschedule Admin Tumes...
m;mr Addtional Dose...

Respiratory Rate View MAR Note
Create Admin Note...

3. Select Cannot Locate under reason

4. Click Submit

Key Learning Points

Right clicking on medication order provides options such as Med Request
Med Request sends a message to pharmacy to send the medication
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B PATIENT SCENARIO 11 - Medication Administration

Learning Objectives

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

Administer Medication Using the Medication Administration Wizard

Document Administration of Different Types of Medication

SCENARIO

In this scenario, you will be administering a scheduled and unscheduled medication.

As a nurse, you will complete the following activity:

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

Documenting patient response to medication (Med Response)

Uncharting a medication
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& Activity 11.1 — Administering Medication using the Medication
Administration Wizard (MAW) and the Barcode Scanner

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

Tips for using the barcode scanner:

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

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

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

2 Itistime to administer medications to your patient. You will scan all medications sequentially.

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

e PO medication: citalopram, 20mg, PO qdaily, drug form: tab

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

Note: 1V medication and fluid administration can be reviewed with your peer mentor on your unit

Let’s begin the medication administration following the steps below

1. Click Medication Administration Wizard (MAW) MilMsdication Administration i the toolbar
2. The Medication Administration pop-up window will appear.

3. Scan the patient’s wristband. A window will pop-up displaying the medications that you
can administer. This list populates with medications that are scheduled for 1 hour ahead of
the current time and any overdue meds up to 7 days in the past
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Task Edit View Patient Chart Links Navigation Help

i & CareCompass Eg Safety and Attendance &5 Clinical Leader Organizer 4 Patient List Perioperative Tracking E& Therapeutic Note EjSchedule 43 Staff Assignment E5 LearningLIVE |
{ @) CareConnect @ PHSAPACS @ VCH and PHC PACS @ MUSE @} FormFast WFI _ _
() Patient Health Education Materials @} Policies and Guidelines € UpToDate |_| i 7% Tear Off ] Exit 5§ AdHof wersation ~ 5] Medical Record Request =+ Add
MH-Nurse, Vicky =

MH-Nurse, Vickv -Jan- MRN:760000329 Code Status:Attempt CPR, Full Code Process:
5 Fne7600000000329 Nispase:

- [ Documents (i Discern Reporting Portal _

Allergies: Peanuts

Menu

Mental Health Summary . MH-Nurse, Vicl MRN: 760000329 DOB: 1975 Jan-14 Loc: M007; 02
Rt . ANIAR A A 0w | - Vieky FIN: 7600000000329 Age: 43 years - Allergies
Add

Patient Task List

4 Plans (0)
4 Scheduled (2)
Medications

o
"] “eitalopram, 20

+ Add
s Please scan the patient's wristband.
- = = Alternatively, select the patient profile manually by clicking the (Next) button.
Franitidine, 150 mg

I

4 Unscheduled (0)

4 PRN (2)
Medications

D HYDROmorphone PR

Ready to Scan 1ef2

Scan the medication barcode for citalopram 20 mg tab

Note: Since you are administering a medication that is outside of the scheduled time, you may
receive an Early/Late Reason pop-up box

4. Select “Patient unavailable” for the reason the medication is being given early or late

Early/Late Reason

hr )

citalopram
20 mg, PO, drug form: tab, start: 05-Dec-2017
09:54 PST

Scheduled date/time : 05-Dec-2017 09:54:00 PST
Performed date/time : 05-Dec-2017 11:59:00 PST

Please specify a reason why the medication is being
documented late:
&

Standard dosing time

First dose given

Given before procedure/surgery

Held for precedure

Medication not available

Mausea or vemiting

Mo IV Access

NPO >
Patient Condition

Note: If you required two tablets to make a required dose, you would scan both to complete the 2
tablet drug administration. After the second scan, the system finds an exact match for the
prescribed dose.
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Now let’s administer the next medication.
1. Scan your medication barcode for hydromorphone 0.5 mg PO

2. You are using the hydromorphone 1 mg tab product barcode. Note that this medication is a
range dose order. A Range Dose Warning pop-up screen will show to remind you of this
dose range.

3. Click OK to acknowledge the alert
W

[ =
Corner | dange vose arning

You are administering a Range Dose order for
HYDE.Omorphone. The range is from 0.5 mg to 1
mg.

Please verify you are administering the correct

dose.
-

4. Click the Missing Details & icon

CSTLEARNING, DEMODELTA MRN: 700008217 B08: 01-Jan-1937 Loc: 620; 02

Ml FIME; TO00000015060 Age BI yoars = pjo Knowwn Alergies ™

| Scheduled Mremenie Detsils Result
' F1-Mov-201T 1109 PST WANCCETICIn 1,000 maq, IV, start 21 -Rov-2007 11109 F5T
l"mﬁﬂ-hﬂl?].‘l:ﬂ.m acetaminophen 50 mg, PO, drag form: tab, start: 21-... acetaminophen 650 mg, PO -
Maximum scetaminophen 4.9/24 b fr._.
m"‘IP‘IN hydramanphane dose amge: 0.5 ta 1 mp, PO, gah, PRN...HYDROmerphane 1 myg, PO, pain_
HYDROmorphone (HY.... DILAUDID EQUIY
=] =
S 2012 s (s
[ 1 M
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5. A charting window will appear. Enter the following details:
e Respiratory Rate = 12
e HYDROmMorphone = 0.5 (changed from 1)

Note: when administering a range dose, the CIS will automatically record the highest possible
range dose. This means that if you administer a dose that is below the highest dose available, you
will need to maodify your documentation.

6. Click OK

[P Charting fon CETLEARNING, DEMOCELTA = R i

HYDROmorphone (HYDROmorphone PEN range dose)
dein iange 0.5 b3 1 mg, PO, gAh, PRH pain, drug foem Bab, it 71-Mov-J017 L1089 PET
DRALCED EQUIV

Prrormed date [ lma ¢ 11-Nov-2007 Hl=| ua v PST
“Pevtoamed by i Tessibser, Mure

Wirsseised by

Midic ticn mat ghwwn within the last 5 daye

—

[ Acknowiedge  Respinstony Fane e Rriul Fourd in previous 5 minutes

"WHWME] L] - Voluwe; 0 ml
e - wl

"Route: PO » Sde

Total Wokama Infused Cheor [ maifde -

Fraszn
| 6 =

7. Click Sign on the MAW

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

8. Navigate back to the MAR from the Menu. The medications will appear as complete on the
MAR.

9. Refresh the page and you will be able to see more details including the time the last dose
was given.
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7 K

06-Dec-2017
08:00 PST

05-Dec-2017
17:00 PST

Show All Rate Change Docu..,

Medications

“a
citalopram

20 mg, PO, gdaily, drug form: tab, start:
05-Dec-2017 09:54 PST

citalopram

[ Scheduled
[ Unscheduled
[ PRN

[ Continuous Infusions ke 150 mg 150 mg
ranitidine Mot previously [ShIEILIIY
150 mg, PO, BID with food, drug form: tab, ~ 9/V=0 given
start: 05-Dec-2017 10:44 PST

tinued Scheduled ranitidine

tinued Unscheduled

“n PRN
acetaminophen

325 mg, PO, g4h, PRN pain, drug form: tab,
start: 01-Dec-2017 14:51 PST

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

Temperature Axillary

Temperature Cral

MNumeric Pain Score (0-10)

tinued

ous Infus

PRN
HYDRO (HYDRO PRN ...
dose range: 0.5 to 1 mg, PO, g4h, PRM pain,

drug form: tab, start: 05-Dec-2017 13:10 PST
DILAUDID EQUIV
HYDROmarphone
Respiratory Rate
)

LORazepam

1 mg, PO, gdh, PRN anxiety, drug form: tab,
start: 28-Nov-2017 16:14 PST

LORazepam

PRN

PRN
loxapine
10 mg, PO, g4h, PRM agitation, drug form:
tab, stark: 28-Nov-2017 16:16 PST
loxapine

05-Dec-2017
14:32 PST

05-Dec-2017
14:30 PST

05-Dec-2017
13:35 PST

325 mg
Mot previously
given

1mg

Med Response Med Response (ER¥Zeiil]
[13:32 PST

1mg
Mot previously
given

10 mg
Mot previously
given

05-Dec-2017
13:32 PST

05-Dec-2017
13:30 PST

05-Dec-2017
12:15 PST

FZU ma Auth [V

:

0.5 ma Auth [V * 0.5 ma Auth [V
12 Auth [Verifii 12 Auth [Verifiec

Note: there is a new Med Response for the PRN medication hydromorphone. For some PRN
medications, the system will ask you to complete a medication response assessment.

“. Key Learning Points

Use the barcode scanner to administer medications

Often times, additional information will be required upon administration such as dose ranges and

vital signs
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& Activity 11.2 — Documenting Patient Response to Medication

(Medication Response)

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

1. Click on the Medication Response cell in the HYDROmorphone row and a Medication

Administration Follow Up window will display.

All Actrve Medications (Systeen)  » |, m

V| Show All Rate Change Docu
Timve View

Mediations

‘;M:m-mopnm
:Ymcwt\n Axilary
{Temperature Orsl
[Numeric Pain Score 0-10)
| "=

588888

000 m .
1,000 mg, IV, G20, start: 21-Now-2017
;umm

vanccmyon
g | PRN

HYDROmorphone (HYDROmOrphone P...
dote range: 0.5 10 1 mg PO, gih, PN
pain, drug form tab, stat: 21 Nov-2017
1109 P51

|Diavom EQUIV

|HIDROmorphone
|Respeaton Rate

1400 PST 12154 PST

2UNow- 2017 ZLNev- 2017 | 21-Now- 201
12:02 PST

2. Inthe Medication Effectiveness Evaluation field, click Yes

1P Fhicaton Admirestratien Folkew Up | CSTUEARMING, DEMODILTA
SEHS CE e+ @E

Palomed orc 1. M 21T

[x] ama ST

m Inbervertesn bale:
r
v | ¥ F
5 5 Performed By TestUter, Murie on 21-Mowr-2017 11:5400 pET

HC Masea ond ' | HYDROmgrphena .55
iFI} pain

Medication effectveness should be assessed for all medcations administered
Meedication Effectine

inciode patient's self ieport whene posible.

When assessing pain, wtkne approprate pain scale and document pain response In Interactine
W,

Medication Effectiveness Evaluation

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

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

has disappeared from the MAR.

“. Key Learning Points

Medication responses can be documented from the MAR under Med Response
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B PATIENT SCENARIO 12 - Modified Early Warning System (MEWS)

Learning Objectives

At the end of this Scenario, you will be able to:
Understand the Purpose of Using the Modified Early Warning System
Document on MEWS
Manage a MEWS Alert

SCENARIO

In this scenario, you will be managing a MEWS alert for your patient.

You will complete the following activities:
Document on the MEWS section in iView to trigger a MEWS alert
Review the MEWS alert

Document provider notification
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2 Activity 12.1 — Document on MEWS Section in iView to Trigger a
MEWS Alert

1 The purpose of the Modified Early Warning System (MEWS) is to aid in the early detection of
patient deterioration so that timely attention can be provided to the patient by healthcare
professionals.

MEWS is scored based on 5 key assessments: Systolic BP, Heart Rate, Respiratory Rate,
Temperature, and level of consciousness. A score is then totaled based on the values
documented. If the score is out of normal or expected range, an electronic alert will be triggered.

Note:

e For MEWS, level of consciousness is assessed using AVPU, which is an acronym for
"alert, voice, pain, unresponsive".

e The MEWS alert is suppressed in some situations such as in palliative/comfort care
patients, and in the ICU

e Pediatric Early Warning System (PEWS) is the equivalent of MEWS for children and youth
aged 16 and younger

Let’s review MEWS documentation:
1. Select Interactive View and I&O from the menu
2. Click on the MH Adult Quick View Band
3. Document the following vital signs in the VITAL SIGNS section

e Temperature Oral = 38
Peripheral Pulse Rate = 105
SBP/DBP = 100/60
Respiratory Rate = 20
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Menu - & Interactive View and I&0
Mental Health Summary By E =] g

+ Add

— -
atient Task List S AGUE CuiiclcViaw

Mofied Early Warring System v [Critical  FHigh
Glucose Blood Point of Care
Foint of Care Testing
1 e
Mental Status Exam
Ongoing Columbia Suicide Severty Rating

[JLow [Abnormal [[JUnauth  [T]Flag

[Resuit [Commerts  [Flag  |Date [Performed By
[

Interactive View and 18:0

2018-Jan-18

Activities of Daily Living %% 0a:30 psT]
PAIN ASSESSMENT

Comfort Measures Temperature Axillary
Environmental Safety Management Temperature Temporal Artery
Morse: Fall Scale Temperature Oral

Fall Prevertion Interventions Temperature Tympanic

Post Fall Evaluation Apical Heart Rate

Individual Obsenvation Record Peripheral Pulse Rate
Provider Notfication Heart Rate Monitored
Transfer/Transport SBF/DEP Cuff

Shift Report/Handoff Cuff Location

[ Mean Arterial Pressure, Cuff
Mean Arterial Pressure, Manual
Blood Pressure Method
SBP/DEP Supine

Pulse Supine

SBP/DEP Sitting

Pulse sitting

SBP/DBP Standing

Pulse Standing

Cerebral Perfusion Pressure, Cuff
4 Oxygenation 3
Respiratory Rate

4. Select the Modified Early Warning System section

5. Note the vital signs documentation has flowed to the MEWS section

6. Double-click the blue band for Modified Early Warning System. A check mark B~
will display, indicating the whole section is activated and the MEWS scores will be
automatically calculate

Note: MEWS score will not auto-populate if above score is not completed

7. Document AVPU
e AVPU = Alert and responsive

8. Document on the Situational Awareness Factors for all cells in this section:
e Select = No.

Note: The purpose of this section of documentation is to gather more information related to the
patient’s status, which provides context for those who see the MEWS alert.

9. Click the green check mark + to sign your documentation. The purple text changes to
black and is now saved in the chart.
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|\“’-lmllt 9
\ATAL SIS

Glucose Blood Foint of Care

Poit of Care Testing

Mezsurements

Mental Status Exam

Ongeing Columbia Suicide Severty Rating

Actviies of Daily Living

PAIN ASSESSMENT

Cormfort Measures

Environmental Safety Managemert

Morse Fall Scale

Fall Frevention Interventions

Post Fall Evaluation

Individual i

Provider Notfication
Transfer/Transpor
Shit Report/Handoff

o MH Adult Systems Assessment

% MH Pediatric Quick View

& MH Pediatric Systems Assessment
g MH Evaluation Tools

% Restraint and Seclusion

o Electroconvulsive Therapy

< Intake And Output

& Adult Lines - Devices

[Find ttem] v [critical  [High

ElLow

[ Abnormal

[[JUnauth  []Flag @ And @ Or

[Resutt [Comments

[Rag

[Date

[Performed By

Modified Early Warning System
4 Temperature
Temperature Axillary

2018-Jan-18

Temperature Temporal Artery Deg
Temperature Oral
Temperature Tympanic
[ MEWS Temperature Score
4 Heart Rate
Peripheral Pulse Rate
@ MEWS Heart Rate Score
4 Respiratory Rate
Respiratory Rate
(@ MEWS Respiratory Rate Score
4 Blood Pressure
SBP/DEP Cuft

bpr]

br/mil

mmH

(@ MEWS Systolic Blood Pressure Seore

2 AVPU
AVPU
[ MEWS AVPU Score.

4 MEWS Total Score
@ MEWS Total Score

4 Situational Awareness Factors
Patient/Family/Caregiver Concerns
Unusual Therapy
Communication Breakdown
Urine Less Than 0.5 mikg/h for 4 hours
SpO2 Below 90% with FiO2 Higher Than 50%
GCS Less Than orEqualto 12

4 MEWS Action Taken
MEWS Action Taken
4 Mental Status Exam
Hygiene and Graoming
Hygiene and Graoming Comments

Note: The calculated MEWS Total Score is 4, which will automatically trigger a MEWS alert in

the system.

10. A Discern Notification window will appear. This is the MEW

A Discem Notification (TESTNURSEICU)
P Task Edit View Help
& A

Subject
L L W

Event Date/Time
28-Mow-2017 14:17:24

i_;._i.lﬁ Al g8 & )100%

DISCERN ALERT

INAME: CSTLEARNING, DEMOALPHA
IDATE: 28 Wowvember, 2017 14:17-24 PST
[MRN: 700008214

BIRTH DATE: 01 Jamuary, 1937

AGE: 80 Years

ILOWCATION: LGH Lions Gate, LGH 6E; 624

INIEWS Score (4)

PRODBC TEST.MURSEICU | TEST.HURSENCU Tuesday, Movernber 28, 1017 ﬁa!m
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Key Learning Points
MEWS/PEWS is a scoring system that can trigger an electronic alert in the CIS

The MEWS score is based on SBP, HR, RR, temperature, and level of consciousness (AVPU =
alert, voice, pain, unresponsive)

If the MEWS score is out of normal range, an alert will be triggered in the CIS to warn the
healthcare team that the patient may be deteriorating and require timely attention

The MEWS alert is suppressed in some situations, such as for palliative/comfort care patients and
in the ICU
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vity 12.2 — Review the MEWS Alert

1 The MEWS alert appears when a MEWS score is calculated to be out of normal range for the

pati
sco

ent. The alert itself provides the following information: patient demographics, the MEWS
re, clinical decision support, and the score criteria.

All nurses who have established a relationship with the patient in the CIS will receive the MEWS
alert upon logging into the system. In this scenario, you will follow the MEWS protocol to
complete the MEWS alert task and document provider notification.

Note: Providers do NOT receive MEWS alerts, therefore it is the nurse’s responsibility to follow
up appropriately with the provider when alerted.

Review the MEWS alert which will help to identify what type of response is appropriate to initiate.

1.

2
3.
4

Review the Patient Demographics
Review the MEWS Score
Review the coloured Clinical Decision Support list to initiate appropriate action

Review the MEWS Criter

& Discem Notification (TEST.NURSEICU) = |

i Task Edit View Help
. NS

Subject Event Date/Time

Rapid Response Early Warning - MEWS l 28-Nov-2017 14:17:24

W clgh el sl s s oo o e

IDISCERN ALERT

INAME: CSTLEARNING, DEMOALPHA
IDATE: 28 November, 2017 14:17:24 PST

IAGE: 80 Years
ILOCATION: LGH Lions Gate; LGH 6E; 624

MRN: 700008214
BIRTH DATE: 01 Jamuary, 1937

IEWS Criteria
emperature Oral : 38 bpm - 1 point(s)
eripheral Pulse Rate : 105 bpm - 1 point(s)
espiratory Rate: 20 br/min - 1 point(s)
ystolic Blood Pressure : 100 bpm - 1 point(s)
Ready PRODBC | TEST.NURSEICU |TEST.NURSEICU |Tuesday, November 28, 2017 0218 PM #

88 | 108



Nursing: Mental Health Emergency " 2

PATIENT SCENARIO 12 - Modified Early Warning System
(MEWS)

Note: It is up to the clinician to take the appropriate clinical steps after receiving a MEWS alert
for a patient. In some cases, the patient may just need to be closely observed and re-assessed.
In others, the Rapid Response Team may need to be called to come and assess the patient
immediately.

You can now click the red X icon i to delete the Discern Notification for the MEWS Alert.

Key Learning Points

MEWS alerts display patient information, MEWS score and score criteria

All nurses who have established a relationship with the patient in the CIS will receive the MEWS
alert

The clinical decision making support in the MEWS alert helps guide the clinician in taking the
appropriate next steps in caring for the patient
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& Activity 12.3 — Document Provider Notification

1 Once you receive a MEWS alert, you assess the patient and decide on further actions to take. In
this scenario, we will contact the most responsible provider to let them know about the MEW S
alert After you notify the provider, you need to document that you have done so.

The MEWS alert automatically creates a task that can be viewed in Care Compass. The task is
called MEWS Alert.

1. Navigate to Care Compass = “"“““"F** from the toolbar
2. Locate your patient. Hover your cursor over the grey bar to the right of your patient’s name

and click the forward arrow = to open the task box. Note the MEWS Alert task.

Note: You may need to refresh your screen to see this task.

¥Z CareCompass i Mlinical Leader Organizer z Patient List &3 Multi-Patient Task List &8 Staff Assignment EG LearningLIVE |_
e eI () PHSA PACS (@ VCH and PHC PACS @ MUSE @) FormFast WFI |_| § SR Tear Off 3 Exit B AdHoc IlliMedication Administration
AR ARIAY s - @0
Patient Ltz CUSTOM  [w] X List Mantanance o Add Patent 5"
- ousant . DOB: 01/01/1837
624-04 4k CSTLEARNING, DEMOTHETA
0yrs | M| Attemot CPR, Full Code
Alrges | Ganerl Dt
707 -02 CSTDEMO, ATHENA
3oy | F o~
proy
W0I CSTCARDDEMO, BOB DO NOT USE
o o -
Ho Knour Alergies
2] Add Dithcult Airwayhatubation Alert
& acetaminophen [TYLENOL) ool
prshrs sy = 39 [ B 04 Dacamoer, 2017 141400 P57 Resnat
Unscheduled
1B vaabies and Belongings
[5) Acmission Discharge Ouicomes Assessment
15:00 (No Actilies)
Je——
1P Comsult o Respratory Tharapy Con s Rasorsory erapy 010552011 09:2 P57, Rauans, Rassan o Cansut: O
‘Ammﬂ-
votoone | [ ooament
Overdue 14:00 15:00 16:00 — — — — S S — —
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3. Hover over the task to display more information about the alert.

ARA% [z - 00D

Locten patent 3 Age:80 Sex DOB:01/01/1937 MRI: TD000E216
624-0¢ |/ CSTLEARNING, DEMOTHETA
8lyrs | M | Attemgt (PR, Ful Code 9
Alerges | General Dt

2| | schedukdfunscheduied | pan

707-13 (CSTDEMO, ATHENA

E ‘acemmmopnen [rYCENOLy sCATIZIUPST A
Alesgies | —

— , BOB.DO NOT USE sceaminophen TYLEMOL)sosarinognen 640 mg, P, drg forn: ol i st 0402017 0500 PST
Tors W -

Ha Known Alergies —

‘acetaminophen (TYLENOL) aostaminaphen 540 mg, PO, drugform: o

| Add Difficult Airway/intubation Alert

& acetaminapben (TYLENOL)

141400 PS poini(s)] 04 December, 2017 14-14:00 PST Systolic Blood

December, 2017 14:1¢:00 PST Tempersture Adbry = 38 [1 pmr{s]] 04 Decamber, 2017 14:14:00 PST Respratory Rate
=n [lnnnus]] mnemrmr 2017 14:14:00 PST Systoic Blood Pressure = 100 [1 paint{s)]

I 2] Admission Discharge

1500 (No Aciites)

4. Click on the MEWS Alert task and then click Document. You will automatically be taken to
the Provider Notification section for documentation.

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

& ﬂ El @ 4 Hours 12 Hours

Vancomycin 1,000 mg, TV, ST Z8-NOv-2UT ZZU0FST

acetaminophen 650 mg, PO, drug form: oral lig, start 29-Nov-2017 02:00 PST
Comment. Maximum acetaminophen 4 /24 h from all sources

acetaminophen 550 mg, PO, drug form: oral liq, start 29-Nov-2017 06:00 PST
Comment. Maximum acetaminophen 4 /24 h from all sources

ranitidine 50 mg, IV, start: 28-Now-2017 06:00 PST

E| MEWS Alert 26-Mov-2017 17:49 P3T, Stop: 26-MNov-2017 17:49 P

Comment: MEWS Criteria: 26 November, 2017 17:41:00 PST Temperature Oral [1 point(s)] 26 November, 2017 17:41:00 PST Peripheral Pulse Rate =110[1p...

Add Difficult Airway/intubation Alert

=
E| Add Difficult Airwayiintubation Alert

‘ Done | Not Done |I Document !
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(MEWS)
5. Inthe Provider Notification section, document the following information:
e Provider Notification Reason = PEWS/MEWS Alert
e Providers Notification Details = MEWS Alert score 4
e Provider informed = name of patient’s physician
e Physician Requested Interventions = No orders received, Continue to Monitor
o Activity View
T’y Provider Notification
Find Item| v [ Critical [[JHigh [JLow [F]Abnormal [F]Ud
Result [Comments  [Flag  [Date
g A 28-Nov-2017
R, Y 14:29 PST

PEWS/MEWS alert
MEWS Alert score 4

Provider Notification Reason

Provider Notification Details
@Unable to Reach Provider
Provider Informed

Plisvce, Noe, MD

Physician Requested Interventions

[lOrders received
(% No orders received

["]other

Physician Requested Interventions X

(% Continue to monitor

clear the MEWS Alert task from the patient’s task list

within iView

green check mark “to sign

Click the green check mark “to sign Completing this documentation will automatically
Click on the Modified Early Warning System section in the MH Adult Quick View band

Complete documentation for MEWS Action Taken = No action necessary. Then click the

% Adult Quick View

A N
dified Early
ASSES
Pain Modalties
IV Drips
Insulin Infusion
Heparin Infusion
Apnea/Bradycardia Episodes
Mental Status/Cognition
Sedation Scales
Provider Motification
Erwironmental Safety Management
Activities of Daity Living
Measurements
Additional Measurements
Prirt of Care Testina
o Adult Systems Assessment
% Adult Lines - Devices
% Adult Education
% Blood Product Administration
% Intake And Output
%/ Advanced Graphing
% Restraint and Seclusion

Mo

Waming System
MEN

% Procedural Sedation

m

Unusual Therapy
Communication Breakdown
Urine Less Than 0.5 ml/ka/h for 4 hours
Sp02 Below 90% with FiO2 Higher Than 50%
GCS Less Than or Equalto 12

4 MEWS Action Taken

(]
M + [ Critical DHigh [FLow [[]Abnormal  [[] Unauth |:|Flag
n 29-Nov-2017 28-Nov-2017
w %% 10:13 PST| 09:29 PST | 15:00 PST

MEWS Action Taken

MEWS Action Taken

4 PAIN ASSESSMENT
Fain Present
Respiratory Rate
Onset
Provoking
Palliating
Quality

Location

bd Mo
[ Maintain scheduled assessments

rif[]Increase frequency of assessments

"] Matified Unit Charge RN

[C] Matified Physician

[] Activate rapid response team [RRT/MET)
[Tl Call code blue

[T] Other

Laterality

Radiation Characteristics
Fain Comment
@Secondary Fain Site

K& Additional Pain Sites
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Key Learning Points
It is the nurse’s responsibility to notify the most responsible provider of MEWS alerts
All provider notification can be documented in iView

The MEWS Alert creates a task that drives the nurse to document Provider Notification
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B PATIENT SCENARIO 13 — Handoff Tool

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

SCENARIO

In this scenario, you will practice activities associated with giving report and documenting
handover.

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

Document Informal Team Communication
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1 Use the Handoff Tool to review patient information with the oncoming nurse.

From the Menu select Mental Health Summary. Select the Handoff Tool tab:

1. You can scroll down the page or access each component by clicking on the Handoff

components on the left

2. You can add any missing information if required directly into the components on the page

3. You can navigate to commonly used note types from this page using the links below the

components

# 8 8 0% . &

3| Handolf Tool

Allergies () 4
Subet eactions
- Pollen
Assessments (1) o o
Intake and Output
Labs
e T ot/ Tampartan Informal Team Communication

et

Diagnoscs ..

Teams

Active Issues

Vital Signs and Measurements +

H
3

Sewty Reacton Type

Moderate Allergy
Allergy

Al Teams

Add new as: This Visit ~

Selected viss

econciliation Status: Tncomplete | Complete Reconciliation

>

i3

cstion: Medical and Patient Stated = | Al Visits

B2
Select Other Note HR

Tems

140/ 90
80a
6.8

o [Tl selected vist | Last 12hours | | [ER1E] |
wow 21, 201

Key Learning Points

Use the Handoff Tool to review patient information with the oncoming nurse

You can add information or create commonly note types directly from the Handoff Tool
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- Activity 13.2 — Documenting Informal Team Communication

1 TheInformal Team Communication Tool can be used to add actions or comments to hand over
to your colleagues much like you would in a Kardex.

Note: The Informal Team Communication is NOT part of the patient’s legal chart. This is not to be
used for legal documentation purposes.

From the Menu select Mental Health Summary
1. Select the Handoff Tool tab

Navigate to the Informal Team Communication component

2
3. Type the following = Patient’s family will come to visit this evening
4

Click Save

Menu ~ |# Mental Health Summary

Mental Health Summary “

2R [ 100% - | S

Orders Adc
b= + Add Mental Health Summary z:;l Handoff Tool Discharge 2| 4
Single Patient Task List

nformal Team Communication |
e d 180 WET Patient’s family will come to visit this evening| H Add new comme
Results R

Vital Signs and Measurements

Documents (1) No comments dox

Assessments (0) All Teams

Intake and Output No actions documented

Il All Teams

Diagnoses and Problems

Transfer/Transport/Accompanim
=

You may complete or delete these informal team communications when they no longer apply.
To complete a task in Informal Team Communication:

5. Click the checkbox to the left of the note. The task will appear as completed and is still
viewable.

To delete a task in Informal Team Communication:
6. Click the small circle with the x to the right of the note

Note: It is important to remove/delete these informal team communications when they no longer
apply.

Informal Team Communication

No active actions documented

TestMH, Nurse-MH 15/12/17 11:27

All Teams Hide Completed (1)

The note will now have disappeared from under the Informal Team Communication component.
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Key Learning Points

The Informal Team Communication component is a way to leave a message for another clinician
An Informal Team Communication message is NOT part of the patient’s legal chart
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W PATIENT SCENARIO 14 - Printing a Document

Learning Objectives

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

Print a Document

SCENARIO

In this scenario, you will be reviewing how to print a discharge summary.

As a nurse, you will be complete the following activity:

Printing a patient a discharge summary
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& Activity 14.1 — Printing a Patient Discharge Summary

1 The Patient Discharge Summary is completed by the provider and summarizes information for
patients about their stay in the hospital. It also includes follow-up appointments and medication
information. It can be found in the Discharge tab of the Patient Summary section of the chart.

1. Navigate to the MH Patient Summary Workflow Page from the Menu

Select the Discharge tab

P w0n

Scroll to find the Provider Discharge Documents component

Select Patient Discharge Summary document. The Patient Discharge Summary appears
in a window on the right side of the screen

ar off # bt AdHoc ImMedicat
CSTLEARNING, DEMODELTA =
CSTLEARNING, DEMODELTA

Allergies: No Known Allers

£ Assessment

Active Issues

nizer § Patient List & Multi-Patient Tack List  Discharge Dashboard &5 Staff Assignment  LeamingLIVE |
n @ PM Comversation = _{Communicate ~ ) Medical Record Request + Add = [ Documents. 8 Schedluling Appointment Bock ) Discern Reporting Pertal _

) —

assificstion: Medical and Patient Stated ~ | Al Vists | &

* Discharge Medications (0)

Provider Discharge Documents (1) + q

Add new as: Chronic ~

Sebected visit [TV elected vist | Last 1 months | | &

O My notes only 7] Group by encounter | Display: Fadility defined view =

Time of Sarvica N Subjuct Authar Last Updatedd Last Updated

22111117 09:04 Discharge Sumemary Testuser, GeneralMedicing.Physician, ND 21117 908 Testuser, GeneralMedicine-Physician, MD

Social Histories Arvts | @

Sacial History ()

Orders (7) octod vt | ¥

O pending Orders(7) | Group by: |Clinical Category [] | Show: All Active Orders [v]

e | ot s St Upctnd [ —

2 Admit/Transfer/Discharge (1)

[ @  Admi to Inpatient 20-Nov-2017 14:36 PST, Admit to General Intemal Medicine, 2001117 14:36 Ordered 20/11/17 14:37 ‘eLeam, Physician-General
Admiting provider: eLeam, Physician-General Medicnel, MD Medicne1, MD
Patient Care (3)
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PATIENT SCENARIO 15 — Transfer and Discharge from ED

2 Navigate to the top right of the document and click Print
1. From the Template drop-down list, choose Document Template
2. From the Purpose drop-down list, choose Patient/Personal

Note: Please only practice the next step and do not send anything to print. Click =3 in place of
clicking Send.

3. Ensure you choose the correct printer from the Device drop list click Send

_\l Medical Record Request - CSTLEARNING, DEMODELTA - 700008217 - Discharge Summary

Template _1_ Purpose
Jocurnent Template Patient/Personal -

MICL Transfer Template

[ Proper autharization received?

Drestination
Requester

Related Providers | Sections B
Camnment

Mame Relationship  Device i

[] TestUser, Murse MNurse
[ TestUszer, Murze Murse
[7] TestUser, Murse MNurse
[ TestUszer, Murze Murse

Device Copie

(@ Device zelected () Device cross referenced [ v] [] 1 =

Preview ] ’ Send l

Key Learning Points

The patient discharge summary is completed by the provider to summarize patient information
such as follow-up appointments and medications.

You can preview documents by clicking on it in the respective workflow page component

You may print documents from the same preview window
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B PATIENT SCENARIO 15 — Transfer and Discharge from ED

Learning Objectives

At the end of this Scenario, you will be able to:
Complete the Depart Process
Initiate a Facility Transfer

SCENARIO

In this scenario, your patient is ready for admission to the HOpe Centre. You will complete the depart
processes to discharge the patient from ED, and transfer them to a bed in the HOpe Centre.

As a Mental Health Emergency Nurse you will be completing the following activities:
Initiate a pending facility transfer to the HOpe Centre
Review patient disposition in Tracking Shell
Complete the Depart Process to discharge the patient from ED

101 | 108



Nursing: Mental Health Emergency " T - |
PATIENT SCENARIO 15 — Transfer and Discharge from ED

Our path o smarter, seamless care LEARNING

2 Activity 15.1 — Patient Disposition and Facility Transfer

1 A facility transfer entails a patient transfer between buildings within the same hospital campus,
such as to the HOpe Centre. Use a Pending Facility Transfer when you know that the patient will
leave your facility, but has not yet left your department. The receiving unit will complete the
transfer.

To start the transfer process, a Pending Facility Transfer must be initiated. Enter the patient’s
chart by selecting their name and double-clicking the blue arrow to the left of their name.

1. Click the arrow next to PM Conversation

2. Select Pending Facility Transfer. Expand the Pending Facility transfer window to see all
fields

3. Inthe Facility field, choose LGH HOpe Centre. Note that the Building field automatically
changes to LGH HOpe Centre as well

4. Inthe Pending Unit/Clinic field, choose LGH MIU
5. Click Bed Availability

Note: At this time, you would complete the facility transfer initiation process by choosing the bed
allocated to the patient. For training purposes, we will not complete this process.

6. Click Cancel to return to Tracking Shell

i §@ Multi-Patient Task List EE Safety and Attendance B CareC i izer § Patient List Tracking Shell 3 Schedule 53 Staff Assignment S LearningLIVE |_ : g} CareConnect @) PHSA PACS (@) VCH and PHC
T Tear Off M Bt S AdHoc I Medication Administration |G, PM Conversation - cal Record Request = Add - [F|Documents (ail Discern Reparting Portal | _
i Q) Patient Health Education Materials ) Policies and Guidelines pToDate |

 Pending Facility Transfer
Medical Fiecord Humber, Encounter Mumber: Full Mame: Date of Bith Age Giender
700008217 7000000015060 CSTLEARNING. DEMODI [01-Jan-1937 : 807 Hale
Encounter Infarmation
Encounter Type: Medical Service: Attending Provider
Inpatient Pspchiatiy Plisve, Linwood, MD
Current Location Information
Facilty: Building Unit/Clinic: Foom: Bed Accommodation Prefered &ccommodation Accommodation Reason
LEH Lions Gate LGH Lions Gate LGH ED Private

Pending Transter Location Information

Facilty Building: Fending Lini/Ciric: Fioom Bed Acommadstion Accommodation Reasor

[[5H HOpe Cenne LGH Hilpe Canbie » | LGHMIU - Bed duailsbily - - - -
LGH Cardiar: Home Care -

LGH Cardiclogy Lab

LGH Cast Clinc

LGH Chematherapy Clinic

LGH Disbetes Education Clinic f D
LGH Electrosncephalography iric -

LGH Intensive Rehabiitation Odtpatient Program IROP Pending Faciity Transfer Lser Name:
LGH Joint Replacement Accesqd Clinic JRAL < TestUser, NurseEmergen
LGH Lab Northmaunt 2 8 il

LGH Laboratory
LGH Lions Gate Hospital
LGH Medical Imaging
LGH Neuro Fiehab Outpatient (fric
LGH Notth Shore Haspice
LGH OCE Medical Daycare
LGH OCE Universal Ciric
LGH Pediatric Asthma Cliric
LGH Pharmacy b
LGH Preanesthesia Clinic
LGH Pulmanary Function Lab
LGH Radiology Dayare
LGH Rapid Access Neuralogy Blinic RAN
LGH Rapid Access Spinal Cinid AASC
LGH Rehab Outpatient
LGH Rehab Spesch LangusgefPathology
LGH Respiratory E dusation Profiram

LGH Respiratory Syncytial ViuedClinic
LGH Trauma Cliric:

I~ LGH Vascular Access " e
3

n
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Key Learning Points

A facility transfer entails a patient transfer between buildings within the same hospital campus,
such as to the HOpe Centre

Use a Pending Facility Transfer when you know that the patient will leave your facility, but has
not yet left your department
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& Activity 15.2 =The Depart Process

1 When your patient is leaving the unit for either admission or discharge you must begin the Depart
Process.

1. Navigate to Tracking Shell from the Organizer Toolbar
2. Select your patient from the list

3. Click the house icon to begin the Depart Process

; &3 Mutti-Patient Task List ¥ Safety and Attendance E CareCompass &5 Clinical Leader Organizer 4 Patien racking Shell [ Schedule 43 Staff Assignment EZ LeamingLIVE | _| i @) CareConnect @) PHSA PACS @} VCH and PHC PACS @) MUSE @} Fon
: # Bt B AdHoc IMIMedication Administration &, PM Conversation ~ [2] Medical Record Request = Add ~ || Documents (s Discern Reporting Portal |_
: () Patient Health Education Materials ), Policies and Guidelines (€} UpToDate | _
CSTLEARNING, DEMODELTA
Tracking Shell
m;w‘ ED PEM Generic View | ED PEM Look Up | ED 5GH Generic View 1 ED 5GH Look Up ] ED WHC Generic View | ED WHC Look Up
Patient: CSTLEARNING, DEMODE ~ | WR: 17 Total: 42 Awg LOS: 367:11 | Filter: <None> -
=8
Bed Alets  |CT/Name Age Allergy |Reason for Visit LOS |Disposition EDMDMLP RN [Events Lab |Rad |OOD Comment BA |
ACWR Bl CSTDEMOBRETT, DONOTST years | @  1:Headache (2). sever. 48:15 4 @ [EB 40 10 KEEP UNTIL DECEMBEF
ACWR a Bl DONOTUSELEARN, MON141 years | O 1:Chest trauma (1), bli 2759 MT ®
ACWR s ¢ BN DONOTUSELEARN, KIM 86years Ot 1:Cough and fever (2).  26:16 HJBG GENES  Cl
ACWR Bl PyLon, MONTY 4 years O 1:Chest trauma (2), bli 055 *
ACWR & CSTDEMOELAINE, DONO 57 years O 28:46 EEs ¢ = 12/0 KEEP UNTIL DECEMBEF
ACWR oo & PITTHREESMITH, BETTY 61years (3 1-Suicidal ideation (3), 2440 i @ v B =
ACWR A CSTEDMONG BRATC S yEaE o 6:33 6% =*
b ACWR B||CSTLEARNING, DEMODE! (] 1 atory distress  23:36 0 @ sl 100
ACWR A 2004 @ 9P Until what date?
ACWR CSTEDDOOLEY, WILSON [88years | “1 2503 1V CVA [, e
ACWR @A CSTEDHONG, DAVID 27 years | &% 349 L cal 13/0
ACWR CSTSNWINDU, STMACE 45 years 9d @ +
ACWR CSTSNERSO, STJYN 26 years 112 +
ACWR CSTSNLION, STBRAVEHE 38 years | () 11 + s
ACWR CSTSNERSO, STGALEN 58 years (2 0:45 + =
ACWR CSTSNORGANA, STLEIA 38 years 038 +
ACWR CSTSNSOLO, STHAN  43iyears| O 028 +
PreArival CSTLeam, RuralEDNurse 1:Fall resulting in blun~ 1:56
CSTEDHONG, TOMIY — 27 years | ! 3195:43 @ +
CSTPRODREG, NEWEDE 27 years “1 2810:51 +
CSTSNCPOE, STTESTON! 24 years | “! 2694:12
CSTSNTEST. STWORKFL(IT years “! 2503:40
@) CSTLABDEMO, POPUP 36 years 1488:59 +=
TONG, BABYTWO Tweeks O 129657 % P+ = 140110
AN CSTZEROTWOASTHMA, €7 years @ 1201:57 o
TONG, DOROTHY 7weeks 1 1008:54 8 s ¥
RESUS,101/ & & WHCCPITFORTYWEBB, Rb62years | 1-Lower extremity inu__4:52 & @ 15 I RN [+l 90 __ 10

To complete a discharge from the emergency department, you will need to complete the depart
process. The depart process allows the clinician to review pertinent patient information before the
patient leaves the department, such as diagnosis, recommendations, and valuables and
belongings.

Note: You can review and edit sections of the Depart Process window by selecting the pencil

?‘ icons on the menu. While not always part of a normal workflow, editing discharge information
can often be necessary
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4. Select the pencil icon f' next to Valuables/Belongings

%] Depart Process
CSTLEARNING. DEMODE....

Location:LGH ED

Medication Reconciliation

%
#

Allergies: Citrus, Pollen g Wt75 kg
Templates:  [ED Patient Summary LGH - Patient
+ B Diagnosis L Lions Gate Hospital Emergency Department il
(4] 231 East 15th Street North Vancouver, B.C. VTL 2L7
Dicers/x £ 604-988-3131

Patient Discharge Summary/Instructions

i

Disposition Documentation

5

Epiration Bacaid

3K

< Valuables/Belongings

5

Patient Summary

Admit

5
£

[Patient Phone: (604)333-8888

%
#

DischargeTransfer Facilty

5
£

Primary Care Provider
Name: Plisvca, Rocco, MD
Phone: (322)366-4896

[Visit Date: 28-Nov-2017 15:47:07

Primary Physician:

|Attending Provider:
Plisvcj. Linwood. MD

e:CSTLEARNING, DEMODELTA
01-Jan-1937 PHN: 9876469817

[Patient Address: 590 West 8th Ave Vancouver British Columbia

eason For Visit: Respiratory distress (3), mild'moderate RC112; Pneumonia
inal Diagnosis: Major depressive disorder, Recurrent episode, Moderate

Encounter: 7000000015060

<

[ ] »

[7] PatientFamiy/Caregiver demonstrates understanding of instiuctions given

Pint | [ignand Close] [ Cancel

5.
Valuables/Belongings PowerForm

6.

Click the green checkmark ¥ to sign your documentation

! TRANSFORMATIONAL

LEARNING

Select Yes; Pt unwilling, or unable to send items home with relative or friend in the

Valuables/Belongings - CSTLEARNING, DEMODELTA

[E=8 I

Olerm+ + | @E R

B B 1536

rmed on:

11-Dec-2017 = PST

Does patient have any

valuables/belongings with them? of p

Patient instructed to send all items home with the 5
1 assistive devices?

By: TestUser, NurseEmergency-MH

Special circumstances incuding

unconscious/incapacitated patients,

[© R
O No

O No: special circumstance

O Yes; ltems sent home with relative or friend
@ “Yes: Ptunwiling, or unable to send itemns home with relative of fiiend

patients coming for day surgery.

If patient unwiling or unable to send
tems home with reletive or friend,
ensure that patient has signed a "waiver
of responsibility for valuables™ form.

Belongings Sent Home With Belongings Labeled

@ Yes
O Other

patient have any Contrabands Removed as
contrabands with them? per Policy
O Yes O Yes
O Mo O Dther:

Contrabands

|Descriplinn

Number of Items

Sent to ‘

Contraband |

Does the patient have any

List any hospital equipment that has been loaned to

Has the hospital equipment

home medications with them?  the patient been returned?
O Yes O M
O Mo O Yes

O Other:

Home Medications

Medication Name/R oute

Home Medications Sent to

Medication i1
Medication #2

<Alphar

<hlphar

»

m
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Note: You may choose to print the Patient Discharge Summary/Instructions at this time if you
wish. This form contains information regarding the patient’s visit to the ED.

7. Select the pencil icon T‘ next to Admit

1 Depart Process ==

CSTLEARNING, DEMODE...DOB:01-Jan-19.. MRN:700008217 Code Status:Attempt CPR, Full C... Process:Falls Risk Location:LGH ED
Age:80 years  Enc:700000001... Disease: Enc Typednpatient

Allergies: Citrus, Pollen Gender:Male  PHN:8876469817Dosing WE7S kg Isolation: Attending:Plisvgj, Linwood, MD

Templates: | ED Patient Summary LGH - Patient

" = Diagnosic A Lions Gate Hospital Emergency Department =
(V] 231 East 15th Street North Vancouver, B.C. V7L 2L7
iders/Fi oA 604-988-3131

m

edtesion Fesee e fam Patient Discharge Summary/Instructions

5
#

Disposition Documentation

5
#

Expiation Riecord

5
#

IName:CSTLEARNING, DEMODELTA

¥ Valuables/Belongings OB: 01-Jan-1937 PHN: 9876469817 Encounter: 7000000015060

5
#

Open Patient Chart

5
#

tient Address: 390 West 8th Ave. Vancouver British Columbia
tient Phone: (604)333-8888

3

Admit

5
¥

ST Trars e P

P
#

[Primary Care Provider
Name: Plisvca, Rocco. MD
Phone: (322)366-4896

[Visit Date: 28-Nov-2017 15:47:07

[Reason For Visit: Respiratory distress (3). mild'moderate RC112; Pneumonia
[Final Diagnosis: Major depressive disorder. Recurrent episode. Moderate

[Primary Physician:

|Attending Provider:
[Plisvcj. Linwood, MD

4 | [} ] »

[] Patient/F amilp/Caregiver demonstrates understanding of instructions given l Fint ] [5@’! and C|DSE] l Cancel

8. Select Admitted to an Inpatient Unit in the Disposition drop-down list
9. Click Cancel

¥4 ED Admit [E=5|Ee8|T>)
Last Wame: First Mame: bdiddle Mame:
CSTLEARNING DEMODELTA
Gender:
Male
Medical Record Mumber: Encounter Mumber:
700008217 7000000015060
(— Patignt Admission
Patient Admit D ate: Fatignt Adrit Time:
17-Now-2017 = 14:19
— ED Departure Tim_e
Lizposition: ED Dfparture Date: ED Dieparture Time:
[ v| 1zoc2m? S[=] 11853 z

Admitted to an Inpatient Unit
— Adritted to Critical Care or an OR

Return to Inpatient Linit
Tranzferred to Day Surgery E Complete

REady

FRODBC TEST.MHEDMUR 12-Dec-217  11:53

Note: At this time, you would complete the admission process by clicking Complete. For training
purposes, we will not complete this process as this will remove the patient from the Tracking
Shell. Departed patients can be found in the ED LGH Lookup tab up to 24 hours after departure.
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PATIENT SCENARIO 15 — Transfer and Discharge from ED

Note: To discharge your patient home or to an external facility, you would choose
Discharge/Transfer Facility.

10. Click Cancel to return to Tracking Shell

Key Learning Points

Review the disposition column of the Tracking Shell for current disposition status

The depart process allows the clinician to review pertinent patient information before the patient
leaves the department

The Discharge/Transfer Facility or Admit fields must be filled out to successfully discharge a
patient
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% End of Workbook

You are now ready for your Key Learning Review. Please contact your instructor for your copy.
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