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& SELF-GUIDED PRACTICE WORKBOOK
Duration 8 hours
Before getting started Sign the attendance roster (this will ensure you get paid toattend

the session).

Put your cell phones on silent mode

Session Expectations This is a self-paced learning session.

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

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

Work thorugh the activities at your own pace

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

This will involve completion of 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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W PATIENT SCENARIO 1 - CST Cerner Applications — FirstNet,
PowerChart and Position Picker

Learning Objectives

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

Understand the use case for FirstNet and PowerChart applications

Log into Position Picker

Understand when and how to use Position Picker

SCENARIO

As a Nurse at a rural hospital, you may often float from working in the Emergency Department to
working on an inpatient unit within the same shift. Changing roles within the hospital necessitates
being able to change applications and positions within the Clinical Information System (CIS).

In this scenario, you will complete the following activities:

Review CST Cerner Applications — FirstNet, PowerChart and Position Picker

Access Position Picker and Select the Appropriate Position

7] 186
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2 Activity 1.1 — Review CST Cerner Applications — FirstNet,

PowerChart, and Position Picker

<P

TRANSFORMATIONAL

If you are a nurse who works in multiple areas of the hospital, you will need to become familiar with

a few CST Cerner Applications. These applications are the ones you will log into in order to do
your work and care for patients in that care area.

Below is a list of CST Cerner Applications and the corresponding care areas in which they’re used:

Application Care Areas
Emergency Department (ED)
Firstnet
FirstNet
!‘-_- W Inpatient units
- (Including adult, pediatric, and
Bowerchart Porerchs maternity units)

Powerchart

Powerchart

Pre-op/Intra-op/PACU units

2

Position Picker

Position Picker

All

As a nurse at a rural site, you probably work in more than one care area. For example, you may
work in the ED and then float to an inpatient unit.

As an ED Nurse you will use the FirstNet application to care for your patients. FirstNet

functionality will be covered in another workbook.

As an Inpatient Nurse, you will use the PowerChart application. PowerChart functionality will be

covered in this workbook.

8 | 186
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As a nurse who floats between areas, you will also have to use the Cerner Position Picker
application, which will be explained in the following activity.

Key Learning Points
FirstNet is the application used in the ED by Emergency Nurses
PowerChart is the application used by inpatient nurses in their inpatient units (Nurse — Rural)

You may have to switch your position in the CIS whenever you float to different areas of the
hospital. For example, from the ED to an inpatient unit

9 | 186
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3 Activity 1.2 — Access Position Picker and Select the Appropriate
Position

1 Inthis activity, you will learn how to use the application Position Picker to change positions in the
CIS to reflect the change in your role when you float to different parts of the hospital.

The positions that you will commonly switch between at SGH are:
e Emergency — Nurse: Use in the Emergency Department
¢ Nurse — Rural: Use in inpatient units for adult/pediatric/maternity/newborn patients
e Perioperative — Nurse: Use in the pre-op/intra-op/PACU units

Let’s say you started your day working in the Emergency Department. You logged into Position
Picker at the start of your ED shift and selected Emergency — Nurse as your position. Now you
are being asked to float to the inpatient unit to take care of a patient admitted with pneumonia.

You now need to log into Position Picker and select the inpatient nurse position of Nurse —
Rural.

Review the following steps to see how you will switch your position from Emergency - Nurse to
Nurse-Rural using Position Picker:

Note: The first step is to make sure you have logged off of any Cerner applications including
FirstNet or PowerChart.

1. To access position picker from Cerner Citrix Store Front, click on the Position Picker
application.

i

Positien Picker

£ cerner
All teg
Coding Emergency MM Materrity Megical Oneslogy Phamacy Registration
14 B [maging 7

A Cerner Logon (Position Picker) window will open
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2. Type your assigned username and password
3. Click OK

M Cerner Logon (Position Picker) n

Cemer Usemame

Password

Cemer Domain ~ p0783

[ MR o

Postion Picker Version  2.0.6598.22416

4. A CST Cerner Position Picker window displays stating “Your current position is:
‘Emergency — Nurse”

5. You want to switch your position because you are how working on an inpatient unit, so
select Nurse — Rural

6. Click OK

CST Cerner Position Picker

I Your cument position is: "Emangency - Nursa"
Altemate postions available to you:

7. A window will display: “Your position was successfully changed to: “Nurse — Rural” Please
exit any open CST Cerner applications and log back in.”

8. Click OK

11 | 186
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Position Successfully Changed |

o Your pasition was successfully changed to: “Nurse - Rural”

Please exit any open CST Cerner applications and log back in.

S 8

Congratulations! You’ve switched your position from Emergency — Nurse to Nurse — Rural and
are now ready to start your work on the inpatient unit.

Note: You must log out of any open CST Cerner application (FirstNet or PowerChart) when you
switch to a different position in Cerner Position Picker.

It's important to get into the habit of logging into Cerner Position Picker at the start of every shift
at SGH to check which position you are logged in as before you start your day!

Key Learning Points

Cerner Position Picker is the application you will use to switch positions within the CIS to reflect
the change in your role throughout your shift

Log out of any open CST Cerner application (FirstNet or PowerChart) when you switch to a
different position using Cerner Position Picker

At the start of every shift, first log into Cerner Position Picker and make sure you have selected
the appropriate position

The Nurse-Rural position is used when working on inpatient units to care for
adult/pediatric/maternity/L&D/newborn patients.
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W PATIENT SCENARIO 2 - Log into PowerChart and Create Patient
Lists

Learning Objectives

At the end of this Scenario, you will be able to:
Log into the PowerChart application
Create a Location Patient List
Create a Custom Patient List

Find your patient on your Location Patient List and move them onto your Custom Patient List

SCENARIO

You started your shift in the ED, but you’re now floating to the inpatient unit to look after an 80 year
old male who has been admitted with a diagnosis of pneumonia and prescribed IV antibiotics.

You've already logged onto Cerner Position Picker to switch from the Position of Emergency —Nurse
to Nurse — Rural, and you are now receiving the inpatient into your care.

As an Inpatient Rural Nurse you will complete the following activities:
Log into PowerChart
Set-up a Location Patient List

Create a Custom Patient List

13 | 186



PATIENT SCENARIO 2 — Log into PowerChart and Create "‘ VS |
Patient Lists

TRANSFORMATION TRANSFORMATIONAL
Gur path 1o smarter, seamless care LEARNING

& Activity 2.1 — Log into PowerChart

1 Tolog into PowerChart, complete the following steps:

1. From the Cerner Citrix Store Front, double click on the PowerChart application.

S Cerner

Al | Categories

Q Search All Apps
. Ermergency . i n Jr— . Oncology n Pharmacy . Regisration . Scheduling n Supply Chain
2 14 4 7

mmmmmmm

/| Y
o —

DiscemReporting..783 Mmodal PO783 Notepad

-

. - .
Powerchart P0783 Support Folder User Folder

2. Alogin window will open. Type in the assigned username and password and click
OK

Lsermame :
(=4 ard

Diormain

pl7E3

PowerChart

You are now logged into PowerChart in the position of Nurse — Rural.

Note: The Nurse- Rural position is the position that will allow you to take care of inpatient
adult, pediatric, labour and delivery (obstetric) or newborn patients.
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Key Learning Points

Make sure you have selected to correct position (Nurse-Rural) in Position Picker before logging
into PowerChart
Access PowerChart from Cerner Citrix Store Front

Log-in using your username and password
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3 Activity 2.2 — Set Up a Location Patient List

1 Upon logging into PowerChart, you will land on CareCompass. CareCompass provides a quick
overview of select patient information.

Note: if you are in a role where you are always in charge of a unit, your landing page may be the
Clinical Leader Organizer (CLO). This will be covered later if you are a Patient Care Coordinator,
Charge Nurse or an inpatient nurse who takes on charge duties.

At the start of your first shift (or when working in a new location), you will create a Location List
that will consist of all of the patients in that location/unit.
1. Select the Patient List icon i P2tentList  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 alll

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

PowerChart Organizer for TestUser, Rural-Nurse

ader Orgas LearningLIVE |_ ; @ CareConnect @ PHSA PACS @ VCH and PHC PACS @ MUSE @ FormFast WFI | _

M Exit AdHoc M Medication Administration 8 Medical Record Request . + Add - B Dacuments # Scheduling Appointment Book ' Discem Reparting Portal 8 Conversatian Launcher ¥ Patient Lacator

: @ Patient Health Education Materials & SHOP Guidelines and DSTs & UpToDate _

Modify Patient Lists

Available lists: Active lists:

New 3 Cancel

PO783 TESTNURSERURAL Wednesday, 24-January-2018 09:55 PST|
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»

From the Patient List Type window select Location

o

Click the Next button in the bottom right corner

| Patient List Type @ I

Select a patient list type:
<t

Assignment
Assignment (Ancillary)
CareTeam

Custom
ocationll 4

Provider Group
Query
Relationship
Scheduled

Back Finish Cancel B

6. Inthe Location Patient List window, open the Locations folder by clicking the Plus Sign
| @-E Locations A |ocation tree will be displayed.

]_ Location Patient List @ i
[l *Locations =M e Locations -
A [ Medical Services PRI Grietreoone General Hospital
[l Encounter Types jmﬁ BCG Medical Imaging =
[l Care Teams jmﬁ EGH Evergreen House
[ Relationships jmﬁ HTH Hilltep House
[ Time Criteria - p|ffp LGH Breath Program

[l Discharged Criteria
] Admission Criteria

E
£

£

£

[

[j---Eﬁ LGH Cardiac Home Care

E]---Eﬁ LGH Cardiclogy Lab

- [X|fFp LGH Cast Clinic

[j---Eﬁ LGH Chemotherapy Clinic

[j---Eﬁ LGH Diabetes Education Clinic

[j---Eﬁ LGH Electroencephalography Clinic

EJ---E& LGH HOpe Centre

[j---Eﬁ LGH Intensive Rehabilitation Qutpatient Program IROP
[]---E& LGH Joint Replacement Access Clinic JRAC

-] LGH Lab Northmount S

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

T T

Back Next Finish

7. For this activity, use LGH Lions Gate Hospital as a selected location. Expand the location
by clicking the Plus Sign; B LGH Lions Gate Hospital
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8. Then, click the next Plus Sign: [ LGH Lions Gate Hospital
9. For your practice, select LGH 4 East by checking the box next to the unit

Patient Lists need a name to differentiate them. Location lists are automatically named by
the Location.

10. Click the Finish button [__fasi | in the bottom right corner.

Location Patient List (=23
[ *Locations [LGH 4 East] jmﬁ LGH Chemotherapy Clinic -
] Medical Services jmﬁ LGH Diabetes Education Clinic

lam, |

£
£
[l Encounter Types [j---E& LGH Electroencephalography Clinic |
[l Care Teams [j---E& LGH HOpe Centre
[l Relationships [j---E& LGH Intensive Rehabilitation Outpatient Program IROP
] Time Criteria [j---E& LGH Joint Replacement Access Clinic JRAC
[ Discharged Criteria [j---El& LGH Lab Northmount

[ Admission Criteria El& LGH Laboratory
al i

=8 & LGH Lions Gate Hospital

=- LGH Lions Gate Hospit:

L] LGH 2 East

- [CI2» LGH 2E Cardiac Care

[ [CJ&® LGH 3 East

[ ¥ LGH 3 Pediatric Observation
£

0. [Je2 LGH 3 West,
[ EEE=] o 4 East] O -

Enter a name for the list: (Limited to 50 characters)
LGH 4 East

[ Back || Nex || Finsh mCancel ]

11. In the Modify Patient Lists window click on the available list LGH 4 East.

12. Click the Blue Arrow icon to move LGH 4 East from the Available List column to the
Active List column on the right side.

13. Click the OK button i

~1in the bottom right corner to return to Patient List page.

Modify Patient Lists ==

Available lists: Active lists:
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14. Your Location list of LGH 4 East should now appear, listing all the patients that are currently
on this unit.

£ & |8 E |
All Patients - LGH 2 East

ﬂ VIP Seq Mame Room| Bed|Murse Unit{Building Facility DOB Age Sex

k CSTLABAUTOMATION, TSWESLEY 220 02 LGH2E  LGH Lions Gate LGH Lions Gate 19-Jul-1934 83 years Undifferentiated
CSTPRODMED, LAB-HIGH LGH 2E LGH Lions Gate LGH Lions Gate 01-Jan-1998 20 years Female

ga CSTLABAUTOMATION, TSWASHINGTON 214 01 LGHZ2E LGH Lions Gate LGH Lions Gate 24-Jul-1925 92 years Male
CSTDEMOALEXANDER, DOMNOTUSE LGH 2E LGH Lions Gate LGH Lions Gate 01-Jun-1970 47 years Male

3@ SEXSMITH-LEARN, MATALIE 224 01 LGH2E LGH Lions Gate LGH Lions Gate 14-Apr-1955 62 years Female
CST-TTT, ISLA 2EL 02 LGHZ2E LGH Lions Gate LGH Lions Gate 08-Jan-1946 72 years Female
CST-TTT, TOBIAS 2EL 01 LGHZE LGH Lions Gate LGH Lions Gate 13-Jan-1944 74 years Male
CSTPRODOMC, KRISTINE LGH 2E LGH Lions Gate LGH Lions Gate 12-Jan-2010 8 years Female
CSTOMNCPHARM, STTWO LGH 2E LGH Lions Gate LGH Lions Gate 21-Mov-1996 21 years Female
CSTDEVONC, TESTONE 204 LGH2E  LGH Lions Gate LGH Lions Gate 01-Jan-1960 58 years Male
CSTLABAUTOMATION, TSWAYNE 224 02 LGH2E  LGH Lions Gate LGH Lions Gate 18-May-1934 83 years Male
CST-TTT, RUTH 2EL 03 LGH2ZE LGH Lions Gate LGH Lions Gate 10-Jan-1946 72 years Female
CSTPRODREG, QUTPATIENTIN LGH 2E LGH Lions Gate LGH Lions Gate 10-May-1990 27 years Female

7:\\’\ CSTPRODREGHIM, CHANDLER 212 03 LGHZE LGH Lions Gate LGH Lions Gate 12-Feb-1975 43 years Male
7:\\’\ CSTADTIAMTHREE, ADTONE EMNTRY LGH 2E LGH Lions Gate LGH Lions Gate 21-Apr-1956 61 years Undifferentiated

CSTPRODMED, JAMIE 204 01 LGHZE LGH Lions Gate LGH Lions Gate 28-5ep-1992 25 years Female

’ﬂ LEE-LEARM, PETER 222 02 LGH2E  LGH Lions Gate LGH Lions Gate 17-Mar-1950 67 years Male
CSTPRODREG, SELFPAYTWO LGH 2E LGH Lions Gate LGH Lions Gate 10-May-1990 27 years Female
CSTPRODAC MEGAN 20602 1GHIE LGH linns Gate | GH linns Gate 11-1an-1987 31 vears Female

Note: As a rural nurse, you probably float to multiple areas of the hospital. It is
appropriate for you to create multiple location lists if this is the case.

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

A Location List displays all patients that are currently in that location
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Next, create a Custom List that will contain only the patients that you are caring for. Note: you can

also add patients that you will be covering for during your partner’s break.

Patient List
LH 2 bt
AlPtionts - LGH2Esst
B Moty putent Lits
B cormoomen, s

To create a Custom List, click the List Maintenance icon

2|l

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

Select Custom from the Patient List Type window

Click the Next button

) o
CETLABAUTOMATION, TS
CETOEMOALEXANDER,
] o, R
T comsa

CETPRODONC, K

CSTPRODCD, EMLY CERN
CSTLAGALTOMATION, T5
ST RUTH

CSTPRODREG, OUTPATES
CETABTIAMTHREE, ADTO)

Ooo o

CSTPRODMED, IAMEE
LEELEARN, FETER

o0 o

CSTPRODREG, OUTPATIENTCHARGING
CSTRRODREG, OUTTOOUT
CSTONCPHARM, STONE

7.08:25 PST Piswes, Roeco, MD

Pisueh, Ma MI

6.

The Custom Patient List window opens. In the Enter a name for the list: Type

YourName_Custom (i.e. John_Custom)

Click the Finish button

Custom Patient List

[l Care Teams

[ Locations

[ Medical Services
[ Encounter Types
[l Relationships

[ Admission Criteria
[ Discharged Criteria
] Use Best Encounter

-] Care Team #1
[ Care Team 22
- CJENT

JohnDoe_Custom L\sﬂ

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

[ Back [ nNex |

[

Finish
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7. Inthe Modify Patient Lists window select your Custom List (i.e. YourName_Custom)

8. Click the Blue Arrow icon to move your Custom List to the Active List on the right
side

9. Click the OK button

Modify Patient Lists ==
:
Available lists: Active lists:
JohnDoe_Custom List I 7 LGH 2 East
8

Cre | o (R |

10.You will now see a tab for your Custom List
2 & B 38 | |
| SGH Medical Surgery { JohnDoe_Custom List

All Patients - SGH Medical Surgery

_!ﬁ Patient Name Location MRM Encounter# |Age DOB Gender
fﬁ CSTRHOREG, WINRECSADT SGH MS 106 02 700020889 7000000201357 30 years 03-Mar-1987 Female
fﬁ TESTSQBEE, MICHAEL 5GH M5 108 01 700002627 7000000004242 77 years 31-Dec-1940 Male

CSTHRCM, TWENTY SGH MS 109 01 7000029019 7000000016839 34 years 18-Jan-1984 Female
fﬁ CSTCD, TESTAB SGH MS 103 02 700000734 7000000201003 83 years 13-Oct-1934 Female

CSTPRODREG, SHANNON 5GH MS M5L 02 700002491 7000000007018 32 years 30-May-1985 Female
fﬁ CSTLABSC, TESTSIX SGH MS MSL 03 700020206 7000000200335 63 years 23-Jan-1955 Unknown

CSTHARDIMG, JAMES S5GH M5 114 01 700008753 7000000016359 22 years 08-5ep-1%35 Male

Note: Your custom list will be empty as you have not yet added any patients.

2 At the beginning of each shift or assignment change, you will need to add your patients to your
custom list from your location list.

1. From the Patient List window make sure your location list tab is displayed (i.e. LGH 4 East).
Find your assigned patient’s name in the location list.

2. Right click on your assigned patient’s name and select Add to a Patient List
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3. Select YourName_Custom List

TIFETTUT

T ) )
700004608 7000000015122 83 years 18-May-1934 20-Nov-201

CSTPRODREG,
CSTANTIAMTHI
CSTPRODMED, JAMIE |
LEE-LEARN, PETER
CSTPRODREG, SELFPAYTY
BROWN-LEARN, HENRY
CSTPRODREGINTER, HOF

Patient Snapshot...

Provider Information...
Visit List...

Inactivate Relationship...

Add/View Sticky Notes...

367 7000000013478 71 years 10-Jan-1946 14-Nov-2017
2446 7000000004417 27 years 10-May-1990
3839 7000000015274 61 years 21-Apr-1956
034 7000000013404 25 years 28-Sep-1992 10-Nov-2017
7942 7000000013205 67 years 17-Mar-1950 07-Nov-2017
3287 7000000004955 27 years 10-May-1990
5026 7000000012702 50 years 20-Aug-1967 26-Oct-2017
3882 7000000006995 36 years 14-Jun-1981
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CSTPRODMED, LAB-NOR Sort... }178 7000000006054 21 years 01-Jan-1996

CSTPRODMI, SITSYNGO e 5576 7000000015568 41 years 30-Jan-1976 27-Nov-2017
CSICARDDEMO,BOBDC 3100 7000000015206 70 years 01-May-1947 20-Nov-2017
CSTSYNGOTEST, FRANK O o e 2 : a 11960 02-Nov-2017

CSTAMBTEST, JAMIE
CSTPRODREGHIM, FRAN
CSTPRODREG, OU'IPATIEj N i
CSTPRODREG, OUTTOOL vl =
CSTONCPHARM, STONE
JONES-LEARN, JULIO
MCCOY-LEARN, SHAUNA
CSTPRODREG, PREWORK

Add to a Patient List 12
Copy C

2 26.0ct-2017

1147 7000000001602 38 years 27-Nov-1979 08-Nov-201€

3148 7000000013604 71 years 29-Aug-1946 16-Nov-2017

» 3073 7000000013496 59 years 17-Feb-1958 14-Nov-2017
700003725 7000000005160 27 years 10-May-1990

New Results

Open Patient Chart

4. Return to Patient List window. Select YourName_Custom tab.

5. Click the Refresh icon to update the Patient List window.

6. Now your patient will appear in your Custom List.

P2E@» YN

000 an

l 3 LG € 201 83 CST.TTT, Bium 700007367 300000003 3478 73 years 30.Jun 1946 14 Mow. 2017 3043 P51 Mavca, Focen, MO Memuatnespiasty Shoutder Pascy, hasse, N9 B

Note: You can remove a patient from your custom list by highlighting the patient and clicking the
Remove Patient icon ¥ .

“. Key Learning Points

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

Add patients to your Custom List from a Location List — this helps to ensure you have the correct
patient and the correct patient encounter

When you are no longer caring for a patient on your custom list, you can remove the patient using
the Remove Patient icon ¥
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B PATIENT SCENARIO 3 — CareCompass

Learning Objectives
At the end of this Scenario, you will be able to:
Navigate to and within CareCompass and understand how it fits into your daily workflow

Establish a relationship with your patient(s) and review the patient’s information

SCENARIO
As an Inpatient Rural Nurse, you will complete the following activities:
Navigate in and around CareCompass

Establish a relationship with your patient(s) and review patient information
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& Activity 3.1 — Introduction to CareCompass

1 CareCompass is an innovative, interdisciplinary, summary workflow solution that guides you, as a
clinician, to organize, plan and prioritize care for your patients. CareCompass displays important
details such as allergies, planned physician order sets, plans of care, resuscitation status, reason for
visit, and more.

1. Navigate back to CareCompass by clicking on the CareCompass icon  Bu CareCompass
the Toolbar

2. Click the Refresh icon

3. From the Patient List dropdown, Select YourName_Custom list

areConnect t @) PHSA PACS @ VCH and PHC PACS @ MUSE @) FormFast WFI |

Ext B AdHoc BMIMedication Administration G, PM Conversation = ) Medical Record Request 4+ Add - ) Documents 8 Scheduling Appointment Bock [E§iAware i Discen Reporting Portal _
£ () Patient Health Education Materials (g} Policies and Guidelines (3 UpToDate _

CareCompass creen & 0 minutes ago

AR aRA e -eea . : |
&+ @

(e L | JonnDoe_Custom List X Lst Mantenance 4 Add Patient 5" Establsh Relationships
WO [ 1ohnDoe_Custom List 3 - vt CxraTem rcttis Pl o Care

2EL-03 CST-TTT, RUTH
Tiyrs | F| -

Now the patients that you have moved onto your Custom List are displayed in CareCompass.

2 Let’s review CareCompass

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

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

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

Note: You will establish a relationship in the next activity.

PowerChart Organizer for TestCD, 1CU-Nurse

Task Edit_View Patient Chart _Links Navigation _Help

E: CareCompass £ Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List B Discharge Dashboard &3 Staff Assignment E; LearningLIVE | _| @) CareConnect @ PHSAPACS @ VCH and PHC PACS @ MUSE @, FormFast WFI |_
M Exit B AdHoc & PM G ~ [E) Medical Record Request =+ Add ~ [ Documents B Scheduling Appointment Book [EfiAware (e Discern Reporting Portal |

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

CareCompass

*® = K 0% - G

patient Lst:| JohnDoe_Custom List [w/] E Maintenance <= Add Patient  s° Establish Relationships

Location Patient Vit Care Team Activities Pian of Care
2EL-03 CsT- » RUTH - - -

7iyrs | Fl— -

No Refationship Exists
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Key Learning Points

CareCompass provides a quick overview of patient information

Prior to establishing a relationship with the patient, the only information visible about a patient is
location, name and basic demographics
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1 Now that you have created your custom patient list, you must establish a relationship with your
patients in order to view more patient information or access their chart.

1. Click Establish Relationships

CareCompass

ADIARR S0 -0

LEARNING, CRITICA RE -

O] Full screen

*g(‘ale(‘umpass E% Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List £ Discharge Dashboard 5 Staff Assignment B LearninglIVE | _| | @, CareConnect @ PHSA PACS (@) VCH and PHC PACS @) MUSE
¢ 9] Bt S AdHoc WNIMedication Administration g PM Conversation ~ ] Medical Record Request =+ Add ~ (] Documents 4 Scheduling Appointment Book [EiAware i Discern Reporting Portal |
() Patient Health Education Materials (@) Policies and Guidelines €} UpToDate | _

3 hours 15 minutes ago

Location Patient

50yrs | F | — | No Relationship Exists
1C06 - 01 CSTDEMO, ZEUS

38yrs | M | — | No Relationship Exists
1C01-01 CSTEDPARK, SEAN

27y1s | M | - | Mo Relationship Exists
1C02 - 01 CSTEICIA, BRIAN

32yrs | M | — | No Relationship Exists

110 -01 CSTLABAUTOMATION, TSAD...
41yrs | M | — | No Relationship Exists

1C09 - 01 CSTIABAUTOMATION, TSAD...
50yrs | F | —| No Relationship Exists

patient List: LGH ICU 3 List Maintenance e Add Patient

vist

- CSTADTIAMTWO, PATIENTSEVEN -

I 4" Establish Relationships II

m

Activity Timeline

m

Opens the CareCompass

PRODBC TEST.NURSEICU Sunday, 26-November-2017 16:56 PST

2. An Establish Relationships window opens. Select all or individual patients as appropriate.

Note: In this case, you will only have the one patient to establish a relationship with.

3. Once patients are selected, you will see a checkmark beside each patient’s name.

4. From the Relationship dropdown menu, select Nurse.

5. Click the Establish button.

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

0% - @ ®a
| ]

Establish Relationships
L] B
| - cescons

Student Nurse
D O ame = Date of Birth MRN Encounter # =
£ lim] E%?EDNTT]QualiwatihzaNDﬂ Review 02/28/1967 700005400 7000000008221
HResearch 4

MDEM Unit Coordination 02/01/1979 700004780 7000000013571

[] CSTEDPARK, SEAN M 05/26/1990 700003792 7000000005313 1
D
= ] CSTEICIA, BRIAN M 01/05/1985 700007877 7000000013058

CSTLABAUTOMATION, L
j O Loy M 03/28/1976 700004427 7000000015168
CSTLABAUTOMATION,

[ S F 06/23/1967 700004428 7000000015165
A O SaroiUTOMATION, F 11/15/1947 700004430 7000000015162
rs

O G F 03/01/1988 700007747 7000000012682 <

| EmiEETTn 2

5 e
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Once a relationship is established with your patients, additional information will appear on
CareCompass.

Note: Establishing a Relationship allows others to know why you were entering the patient’s
chart. It is important to select the most appropriate relationship. If you are the Charge Nurse, you
would select “Unit Coordination”.

2 CareCompass provides a quick overview of select patient information including patient care
activities and orders that require review.

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

2. Activity Timeline appears at the bottom of CareCompass. Click the green or red boxes
on the timeline. They provide a visual representation of certain activities that are due for
the patients on your list. Green colour means Scheduled Activities. Red colour means
Overdue Activities.

3. Note that there is also an exclamation mark on the top right corner of the CareCompass
page. This shows the total numbers of new orders or results that you need to review.

eCompass [ Sefety and Attendance Wi Clinical Leader Organizer J Patient List Perioperative Tracking I Therapeutic Note [ Schedule 53 Staff Assignment i LeamingLIVE _

ARARRA 0 - O0d
Patient List: Patient list [v] X UstMantenance 4k Add Patent &° =

624 - 04 CSTLEARNING, DEMOTHETA Preumona Psvca, Rocco, MD Add Plans
B0yrs | M |~ Los: 3d Busniess (322)366-4896 R

No Allergies Recorded | — /n
620-02 CSTLEARNING, DEMODELTA

B0yis M~ csmEARr
Ho Allergies Recorded | -

Preumoni Plsvca, Rocco, MD /ﬂ Add Plans

1s:3d Busness (322)366-4896 L w7

80 years.
01/01/1937
M

624-03 CSTLEARNING, DEMOBETA eurmoni Phsvca, Rocco, MD # tarin Infusion Standard (Module) (Valdated)
Boyrs M|~ MRS 700008217 Is:3d usiness (322)366-4896 L —
Rlergies | - Encounter # 7000000015060 .y
Diet —
624 - 02 CSTLEARNING, DEMOALPHA Fes:staton Status — eumana Plsvca, Rocco, MD g
Boys M~ 3 T0s: 3d Busness (322)366-4896 L e
Ho Known Alkrgies | —

Red Blood Cel (RBC) Transfusion (Module) (Vakdated)

Activity Tmelne E ~

Overdue

3 Notice there may be a red or orange “# exclamation icon next to the patient’s name.
Note: “ Indicates new non-critical results or orders for a patient requiring review.

i Indicates new critical results or STAT/NOW orders requiring review.

1. Click the Exclamation icon.
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GARIARRE 00 -O0Q

Patient List:| Patient list 3% List Maintenance < Add Patient g Establish Relationships
Location Patiznt vist Cars Tezm
624 - 04 CSTLEARNING, DEMOTHETA Pneumonia Plisvca, Rocco, MD
B8Oyrs M| - LOS: 3d Business (322)366-4

No Allergies Recorded | —

620 - 02 CSTLEARNING, DEMODELTA Pneumonia Plisvca, Rocco, MD
80yrs | M| — LOS: 3d Business (322)366-4
No Allergies Recorded | —

624 - 03 CSTLEARNING, DEMOBETA Pneumonia Plisvea, Rocco, MD
B8Oyrs M| - p LOs:3d Business (322)366-4
Allergies  —

624 - 02 CSTLEARNING, DEMOALPHA New Results/Orders Plisvca, Rocco, MD
80yrs M| :lew new resufts and orders. Business (322)366-4
Mo Known Allergies — |

2. Review the list of new orders and results in the ltems for Review window

3. Click Mark as Reviewed when done. This indicates that as the nurse looking after this
patient, you are aware of the new orders that have been placed, or recent results that can
now be reviewed.

§|1uu% - @ ®d

Items for Review X

CSTDEMO, ZEUS M 38yrs ICoe - 01

Results Orders

Mo new results Ordered By Entered By
& Respiratory NAT Panel BCCDC Test User, Physician...  Test User, Physici..
Nasopharyngeal Swab, Routine, Unit collec 18:00 Today

Select All

nl Mark as Reviewed I Cancel

4. Once you have marked the orders/results as reviewed, you are taken back to
CareCompass and the red or orange exclamation icon will disappear.
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Key Learning Points

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

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

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

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

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

! Indicates new critical results or STAT/NOW orders requiring review
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# Activity 3.3 — Review and Complete Tasks in CareCompass

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

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

Let’s locate tasks for your patient:
1. Ensure you are viewing CareCompass.
2. Scheduled tasks for multiple patients are summarized in the Activity Timeline. (You can

click on the red or shaded bars to view task details.)

3. Click the grey forward arrow ‘
patient task list.

to the right of your patient’'s name to open the single

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

Task Edt View Pabent Chan Links Nawgation Help
5 CareCompass JJric! Lesder Organ
@) CareConnect @PHSAPACS @,VCH snd PHC PACS @MUSE @ Formfast WFL |_ | #Ext P dHoc MM Medication Ademinstration
@ Patient Health Education Mateias @) Plicies and Guidelines @) UpToDate |

& Muti-Patiant Task List §; Discharga Dashbosed &3 Staff Assignment g

CareCompass
n & 4 100% - o

pavent Lsz:|Lon S[v] 3 LstMantenance b Add Patent &

CSTPROD, CHECK EMPI
1y F -
Mo Allergies Racorded —

Interdisciplinary (No Acklies)

DOB:01/19/1991

PACUL-27 CSTPRODOST, JUSTINE
2005 | F | - < Current
o Known Alerges | —
' Uninalysis Macroscopic (dipSCK) WA MICTOSCOpAC NUrse Collect Unne, Rouns, Lni colect Cosecton: 2017-4aj-10 10:56 POT, ance
61901 LINESTUBESDRAINS, KATHY Unscheduied
am 2w F -
No Known Alergies 2) Medication History
1800 1o Actwies)
301- 014 LINESTUBESDRAINS, MAX

7 ‘Encounter #:
MR 700002377 7000000003771
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2 The task box contains different tabs which help to categorize patient tasks.
To see different information you can navigate between:

Scheduled/Unscheduled tasks tab

PRN/Continuous tab
Plans of Care tab
4. Patient Information tab

w N

" # CoreCompass iy Chinical Leader Organizer 4 Patient List 3 Multi-Patient Task List 3§ Discharge Dashboard 58 Stof Assignment g LesrmingLNVE

§ @ PAcs @ Formrast WA | it SgfAdvio MMedication Adminstration & PM Conversation =

i Communie ste v ) Medical Record Request + Add = [ Documents 8 Scheduling Appointment Book s Discern Reporting Portal _

CSTLEARNING, DEMODELTA

R ARRE 0% -804

Patiant Lit:| Pratice List ™ [¥] X LstMantenzncs o Add Patent
cose i DoE:01/01/1937 MRN: 700008217
2002 CSTLEARNING, DEMODEL TA
a0y M

o Alergies Recorded |~

(2] Admission History Adut 1710
Comment Orser entered secandary o inpatient ad

e TN 0 RIEE Braden Assessment 17-Hov-2017 14:28 PST, Stop: 17-Now-201
0 = ‘Comment Orer entersd secondary 10 INpabsnt sdmssion.
Alerges. —

Infectious Disease Screening 17-Hov-2017

Commant Grer entered secondar

Morse Fall RISk ASSessment Marse Fall Risk Scale 17-Nov-2017 14:28 PST, SI0p: 17-Now2017 14:28 PST
‘ComMent rser entered s 8canaary 10 INpaet 3dmission.

Unscheduled

B valuabies and Belongings

[2] Admission Discharge Outcomes Assessmeat

1500 (o Activies)

Inierdisciplinary (No Acwiles)

[ Actwmy Tmeine

Overdue 14:00 15:00 16:00

Mot Done | | Document

Note: When a patient is admitted, the Clinical Information System automatically generates multiple
admission tasks. These tasks are tailored to the patient’s age and location. Basic Admission
Information Adult is one of these tasks. If you were admitting a pediatric patient the admission
task would appear as Basic Admission Information Pediatric.
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Complete the Basic Admission Information Adult task:

5. Select Basic Admission Information Adult
6. Click Document

10 Full screen &> 10 minutes ag|

Encounter #:

5 o 3 N: 6
Age: BOyrs DOB:01/01/1937 MRN: 700008217 7000000015060

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

e

Current -

B} Basic Admission Information Adult Basic Admission Information 17-Now-2017 14:28 PST, Stop: 17-Nov-2017 14:28 PST 5

Comment Order entered secondary to inpatient admission

E Admission History Adult 17-Mov-2017 14:28 PST, Stop: 17-Nov-2017 1428 PST
Comment: Order entered secondary to inpatient admission.

Braden Assessment 17-Now-2017 14.28 PST, Stop: 17-Now-2017 14:28 PST
Comment Order entered secondary to inpatient admission.

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

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

Unscheduled

B} Valuables and Belongings

[E] Admission Discharge O Assessm

15:00 (Mo Acivities)
Interdisciplinary (Mo Activities)

Done 6 Document

Note: If a task is associated with documentation, clicking Document takes you directly to the
appropriate documentation within the patient’s chart. Basic Admission Information is
documented using a PowerForm (a standardized electronic documentation form). Clicking
Document takes you directly to the form.
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3 Once you click Document, the Basic Admission Information PowerForm opens. This form is
used to document a patient’s allergies, weight, and to review and document home medications.

Note: Patient information that stays relatively static may be pre-populated throughout the chart if it
was previously entered by another clinician. In this case, allergies and weight are pre-populated as
they were entered while the patient was in ED.

To complete this PowerForm:
1. Review any allergies and select Mark All as Reviewed.

2. Select Weight and review the previously documented weight of 70 kg.

Basic Admission Information - CSTLEARNING, DEMODELTA = (2=
~EHO|SE+ v @
“Performed on:  20-Nov-2017 = D 1537 =1 psT By: TestUser, Nurse
Allergies. =
Allergies B
2
Medication Histor:
(0 Mark All as Reviewed
#Add | 4] Modify No Known Allergies | (33 No Known Medication Allergies | J3¥ Reverse Allergy Check Display all -
DA Substance Category Severity Reactions Interaction  Comments Source Reaction Statu:|

No Known Allergics Drug Active

In Progress
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1. Select Medication History

2. Review current medications that are ordered for your patient.

3. Click the green checkmark ¥ to sign your documentation and Refresh icon to

refresh the page. After signing the PowerForm, you will be brought back to
CareCompass. Completing this documentation has removed the Basic Admission

Information Adult task from the patient’s task list.

Basic Admission Information - CSTLEARNING, DEMOBETA

Lo ]

swrzn | @E R
3

ormed on: 39-Nov-2017 :B 1532 = PST

Allergies

4 Add | &* Document Medication by Hx | Reconciliation ™ | % Check Interactions

4
Displayed: Al Active Orders | All Inactive Orders | 4 Active Medications, &ll Inactive Medications 24 Hrs Back*

View

Medication History || F
* Weight

By:  TestORD, Nurse

Reconciliation Status
0 Meds History 0 Admission 0 Discharge

Show More Orders...

Orders for Signature I [Dose ... |Details

|Order Name [Status =

=/ Medication List

] Admit/Transfer/Discharge 4 Medications

7] Status E

I Patient Care

I Activity

| Diet/Nutrition

I Continuous nfusons]

[l Medications

[ |Blood Preducts

[ |Laboratory

[ | Diagnostic Tests
I"Procedures

1" |Respiratory

17| Allied Health

[ Consults/Referrals

-["]Communication Orders
" |Supplies

" INon Categorized
Medication History

-Medication History Snapshot
Reconciliation History

Ordered
Ordered

vancomycin

YDROmorphone
(HYDROmerphene P...
acetaminophen
(TYLENOL)

DILAUDID EQUIV
Ordered

E

1,000 maq, IV, 12, start: 29-Nov-2017 15:29 PST
dose range: 0.1 to 0.5 mg, IV, qéh, PRN pain, drug form: inj, start: 28-Nov-2...

650 mg, PO, g4h, drug form: tab, start: 29-Nov-2017 15:24 PST
Maximum acetaminophen 4 g/24 h from all sources

m

i

I

In Progress

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

detailed instructions on how to complete this when necessary.

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

that the provider will complete.
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5 Let's complete another admission task for your adult patient.
Complete the Morse Fall Risk Assessment task:

Note: For Pediatric Patients, the Humpty Dumpty Fall Risk Assessment will be tasked on
admission.

1. Select Morse Fall Risk Assessment

2. Click Document

O Full screen & 32 minutes ago,

ARARIRY I - @04
Patiant Lit: | Praice List = X LstMantenance o Add Patient & E ez * @
— — CSTLEARNING, DEMODEL - -01/0 e
foctt Petert - DOR-01/01/1937 700000001 5060
&20-02 CSTLEARNING, DEMODELTA
8iys M~ | | Scheduled{Unscheduled || pRiy/Continuous | Plans of Care || Patient Information
No Known Alergiss | —
SREF 2 4Hous | 12 Hous
624-02 CSTLEARNING, DEMOALPHA
Sy M~ current
Alergies | —
2] Admission History Adult 17-Nov-2017 1428 PST, Stop: 17-Hov-20
624-03 CSTLEARNING, DEMOBETA Comment Order entered seco admission.
:'i“ " Braden Assessment 17-30v-2017 14:28 FST. Stop: 17-Now 2017 1428 ST
Bkl Comment Order sntered secondary o in
62404 CSTLEARNING, DEMOTHETA Infectious Disease Screening 17-Now-2017 1428 PST
Zs = Comment Order entered secondaryto inpatient admission
Alerges —
Morse FallRisk Assessment Morse Fail Risk Scale 17-Hov-2017 1428 PST, Siop: 17-Nov-2017 1428 PST
Comment Order entered secondary o inpatient admission.
Unscheduled
{8 Valuables and Belongings
[5] Admission Discharge Outcomes Assessment
10:00 (No Ackifes)
Interdiscipinary (No Aciiies)
Actiiy Tmelne ‘
2
Overdue 091 10:00 11:00 — S S— S S S S— e

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

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

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

Document using the following data:

History of Fall in Last 3 Months Morse = Yes

Type of Fall Morse = Unanticipated physiological
Activity at Time of Fall Morse = Dressing/undressing
Secondary Diaghosis Morse = Yes

Use of Ambulatory Aid Morse = Crutches, cane, walker
IV or IV Lock = No
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A Morse Fall Risk Score is automatically calculated based on information input during
documentation. Note for this activity the calculated score is 65. A score >45 means the patient is
at high risk for falls. A Falls Risk alert should be placed on the patient’s chart which will be

covered in Acitivity 5.2.

2. Click the green checkmark ¥ to sign your documentation. You will notice that your
documentation changes from purple text to black text. This means it is now recorded in the

patient chart.

NE,«-.. GEEB X

"M‘ Quic 2

< Adult Systems Assessment |
NEUROLOGICAL m v Critical ) c Abnormal Unauth
Morse Fall Scale |
Fall Prevention Interventions [;"?‘ [ Jomments l'ﬁ_‘; l','.-f':
Post Fal Evaluation (|
Pupis Assessment )
Glasgow Coma Assessment ¥ 29-Nov-2017 28-Nov-2017
CIWA-A X 17:45PST| 18:17PST 1813
Neurovascular Check
\ Extremies A @ History of Fall in Last 3 Months Yes

O Type of Fall Unanticipat...
mm:im O Activity at Time of Fail }Aamyaj;nmolhu x
Puses “Secondary DIagnosis | ] Ambulating
Edama Assessment Use of Ambulatory Ald |L_|Bathing
P = IV or IV Lock Dusslnw\mdnssm
v RESPIRATORY Gait | :Fall from arms

Brasth Sounds Asssssment Mental Status |_IFall from bed
Mobiization of Secretions @ Morse Fall Score Fall from chair
Vertiation Assessment 4 Fall Prevention Interventions {CIFat from commode
VAP Bunde Fall Intervention - Mobility | Fall from play device
Vertiation Fall Prevention - Environment IL EFaH from Rehab Therapy device
GASTROINTESTINAL Fall Prevention - Elimination | ‘Fall from stretcher/exam table
GENITOURINARY Manage Sensory Impairment L :Tram!emnq
INTEGUMENTARY 4 RESPIRATORY ,:Undergomg diagnostic procedure
Braden Assessment Respiratory Symptoms Reported | Unknown

Note: When text appears in blue it means there is a hyperlink attached. Clicking on the
hyperlink opens a window that provides additional information to clarify or support

documentation decisions.

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

1. Navigate back to CareCompass by clicking

2. Open the single patient task list by clicking grey forward arrow ‘

patient’s name

3. Select Urine Culture (Urine C&S)

ES CareCompass

in the Toolbar

to the right of your

4. Click Done. A Nurse Collect box appears. Review the information and click OK.
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{ [P Nurse Collect (Chart Done) - CSTLEARNING, DEMOALPHA (=25
Date/Time: | (NI |[2[7] 101 5 PST
Performed by:  TestUser, Nurse
1 l oK l l Cancel

et g5 LeamingLIVE

% CareCompass JRIvical Leader Organcer  Patient Ust. 53 Muki-Patient Task Lit_ 5 Discharge Dashbos
QPACS Q@ Fomiastwil _ | et Hadr

i) Medical Record Request 4 Add + ] Document: 8 Schedu

foc MBMedicaton Adminitrstion g PM Conversstion +

CareCompass

AR AR A8 0% - 00d
Patient Lsz: Pratice List ** [V] X Lsthantenance 4 Acdpatent &
" Encountar #:
ocaten e DOR:01/01/1937 MRIN: 700008217 7000000015060
624 -02 CSTLEARNING, DEMOALPHA
sors M - 0  |[odnaimchedind ||
Alrges -
e FYT T
@400 CSTLEARMING DEMOBETA
s M~
Alerges — 1 Admission History Adut 17.How2017 1423 PST. Siop 17462017 14
Comment Orde sntred sscondary o npatentaamissin.
620-02 A\ CSTLEARNING, DEMODELTA
wors ;
Mo Known Allerges  —
624-04 CSTLEARNING, DEMOTHETA
sos M- °
Noia =
oo Insent Per ral IV Catheter 22-Nov-2017 11
\nsuchon ot sksady msadied
# acetammophen ¢
B Urine Cuture (Urine C&S) Nurse Collec Liine (spaci sie), Rousne, Uit Collect Collecton 22-Now 2017 1705 PST, oace
Comment SPECIL COLLECTION REGUIREMENTS Piase sfer o specitc st LaboraeyTestanual.
Unscheduled
@ Valusties and Belongings
(@ Admission Discharge Outcomes Assessment
1800
& acetaminophen
Interdisciplinary
1P Consutto Pharmacy Conut
| 4 P TN
‘ Actwiy Timelne

Once you document the task as Done, it will no longer appear on the task list!

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

“. Key Learning Points

Tasks are electronic notifications that alert nurses to patient-related activities that require
completion

Tasks can be viewed and completed from CareCompass by clicking “Document” or “Done”
Completing a task will remove it from the patient task list

CareCompass task lists should be reviewed frequently throughout the shift
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B PATIENT SCENARIO 4 — Access and Navigate the Patient Chart

Learning Objectives

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

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

SCENARIO

In this scenario, we will review how to access the patient’s chart and navigate the different parts of
the chart to learn more about the patient.

As an inpatient nurse you will be completing the following activities:
Introduction to Banner Bar, Toolbar, and Menu

Introduction to Patient Summary
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3 Activity 4.1 — Introduction to Banner Bar, Toolbar, and Menu

If you have completed Nursing Emergency workbook, you may skip over this activity

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

CareCompass
A 5, & 100% - o
patient List: LGH 6 East % List Maintenance ¢ & @21 8
Lecatien Petiert vt Care Team Tstio... | Ackiibes
Thrs = nu i rsiges L T— =L N "
624 - 01 CSTPRODMI, LGH-SIX-EAST pain - 0
60yrs | F |~ | No Allergies Recorded LOS: 4w 2d -
624 - 02 CSTLEARNING, DEMOALPHA Pneumonia Plisvea, Rocco, MD — 9
80yrs M~ | No Known Allergies i Los: 1hrs Busness (322)366-4896 -
624 -03 CSTLEARNING, DEMOBETA Preumonia Plisvca, Rocco, MD — 13
& . -
80yrs | M| | Alergies LOS: 1hrs Bushess (322)3664896 PRI/ Continuous
624 - 04 CSTLEARNING, DEMOTHETA Pneumonia Plisvca, Rocco, MD -7
80yrs M|~ | No Allergies Recorded L0S: 1hrs Busiess (322)366-4836 -
628 - 01 CSTLABNEWBORN, UTNEONATE testing Pliseem, Gerard, MD — )
10m 2w | M |~ | No Allergies Recorded LOS: 9m 3w Busness (290)377-3776 -
630 - 02 CSTPRODGOSLING, SNRYAN STUFF Plisvcc, Trevor, MD 2
40yrs | M | Attempt CPR, Full Code | Allergies LOS: 2maw Busness (399)196-8015 -
GEL- 01 CSTLEARNINGDEMO, TEAMQR stuff Plisvcb, Stuart, MD — 32
45yrs || S-Ho CPR, Critical Care, May Intu... | Alergies  LOS: 24d Business (261)173-2664 " | ‘PRejcontnuous
GEL- 03 CSTPRODREG, CMTESTQUICK JAN idk Caulton, NOLDAP, Greg 0
Siyrs | F | — | No Allergies Recorded LOS: 22d - m
6EL- 05 CSTPRODBUCKET, SNLIST STUFF TestCST, GeneraMedicine-Physican1 AMB, MD — )} il
Actiity Timeline v
Overdue 15:00 16:00 17:00 18:00 19:00 20:00 21:00 22:00 23:00 00:00 01:00 02:00
PRODBC_TESTNURSE Friday, 17-November-2017 16:32 PST

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

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

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

¢ Name

o Allergies

o Age, date of birth, etc.

e Encounter type and number

e Code status

e Weight

e Process, disease and isolation alerts
e Location of patient

e Attending Physician

3. The Menu on the left allows access to different sections of the patient chart. This is similar
to the coloured dividers within a paper-based patient chart. Examples of sections include
Orders, Medication Administration Record (MAR) and more.
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4. The Refresh icon updates the patient chart when clicked. It is important to refresh the
chart frequently especially as other clinicians may be accessing and documenting in the

patient chart simultaneously.

Note: The chart does not automatically get updated until you click the Refresh icon .

DEMOTHETA -

by TestUser, Nurse
Edit _View Patient Chart Links Navigation Help

[E=E =R

ical Leader Organizer 4 Patient List &3 Multi-Patient Task List §% Discharge Dashboard &3 Staff Assignment E% LeamingLIVE |
Off Al Bxit T AdHoc I Medication
CSTLEARNING, DEMOTHETA  x

unicate ~ |2 Medical Record Request =+ Add ~ [ Documents 8 Scheduling Appointment Book (uDiscern Reporting Portal |_

CSTLEARNING. DEMOTHETA

Allergies: Allergies Not Recorded
7

DOBO1-Jan-1037
Age:80 years
Gender:Male

- |# Patient Summary

Dosing Wi:

Code Status:

Process:
Disease:
Isolation:

AR ORISRz - 00

Handoff Tool

Informal Team Communication

23| Summary 2| Assessment % | Discharge 2|+

Active Issues Add new action

Allergies (o)
Vital Signs and Measurements No actions documented

Documents (0) All Teams

‘Transfer/Transport/Accompan
iment ...

Assessments Active Issues

Add new comment

No comments documented
All Teams

Gassifcaton: Medical and Patient Stated - | A1Vis | 2|

Lines/Tubes/Drains ..
Intake and Qutput ..
Labs ..

Imaging ...
Medications ...

Home Medications ...

Allergies (o) +

Add new as: This Visit +

Anvisis | Q|

Orders ...

Oxygenation and .
Ventlation ..

© Allergies not recorded. Add an allergy.

Pathology ..
Histores ..

Create Note

R ion Status:

Complete R

Note: The Clinical Information System (CIS) will allow you to have up to two patient charts

open at a time

“. Key learning Points

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

The Banner Bar displays patient demographics and important information

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

The patient chart should be refreshed regularly to view the most up-to-date information
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& Activity 4.2 — Introduction to Patient Summary

If you have completed Nursing Emergency workbook, you may skip over this activity

1 When the patient’s chart is first opened, you will see the Patient Summary page. The Patient
Summary summarizes key clinical patient information, orders, medications, lab results, and so on.
This will be the place in the chart that is accessed during handover for nurses to review critical
patient information.

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

Note: The Quick Orders tab can be used to enter orders for the patient. Order entry will be covered
later on in this book.

2. Each tab has different components of information. You can use the scroll bar on the right
hand side to look at all the components on the page.

3. The Handoff Tool tab has a list of the components on the left hand side. You can click on
any item in this list and it will bring you to that component rather than using the scroll bar on
the far right of the screen.

Task Edit View Patient Chart Links Navigation Help

£ CareCompass s Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List Tracking Shell ] Case Selection &8 Staff Assignment ") | @ CareConnect @ PHSA PACS @VCH and PHC PACS @ MUSE @ FormFast WFI |_
ear Off A Exit "@AdHoc IMedication Administration (51 Medical Record Request &4 Result Copy b Related Records + Add - B Decuments & Scheduling Appointment Book s Discern Reporting Portal & Conversation Launcher ;

@ Patient Health Education Materials @ SHOP Guidelines and DSTs @ UpToDate B

CSTCD, QUEENSYLVIA = « List = | Wrecent - [EREEENN - <
‘CSTCD. QUEENSYLVIA DOB:17-0ct-1977 3 Code Status:Previous code status details available.28..Process:Violence RiskFalls Risk Location:LGH Cardiac Lab
Agei0 years 5 916 Disease: Enc Type:Outpatient
Allergies: Hamsters, Peanuts, Spiders, White ash  GenderFemale DHIN Dosing W4T kg solation: Attending:
Menu MK - |# Patient Summary DL Full screen
Patient Summary Q) » anlaa o8
Women's Health Overview BlABAjox -|
ord + Ad | Handoff Tool 52| Summary 52| Assessment 52| Discharge 32| Quick Orders zgh E Q .

Single Patient Task List

11 minutes ago

Informal Team .
MAR FTTe A 1nformal Team Communication [&| 2
MAR Summary
ry Active Tssues Add new action ‘ Add new comment ‘
Interactive View 2 £ Allergies (4)
Vital Signs and No actions documented No comments documented
Measurements
All Teams
Documents (o) Al Teams
Transfer/Transport/Accompa
niment (0)
Active Issues Classification: Medical and Patient Stated ~ | anviss ||
Assessments

Lines/Tubes/Drains ...
Add new as: This Visit ~
Intzke and Output

Labs ... Name Classication Actons
Micro Cultures ... Pregnant Medical Ths Vst Chrenic
Diagnostics .. » Historical Show Previous Visits []

Current Medicatiens ...
Home Medications ...

i >
Orders ... Allergies (4) 4+ Alvists | |

Oxygenation and
Ventiaton .. M ;B . . . e —— - — b

P0783 TEST.NURSERURAL Fridav. 26-Januarv-2018 09:46 PST

Note: When looking after a maternity patient you will use the Women’s Health Overview page
instead of the Patient Summary page. This will be covered in the OB workbook.
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Key Learning Points

Patient Summary provides a summary of critical patient information that can be utilized during
handover for medical/surgical patients

Clicking on the tabs within the Patient Summary (such as Handoff Tool, Summary, Assessment,
Discharge, and Quick Orders) will provide an extensive overview of the patient’s status

Using the scroll bar will allow you to view all of the components within each tab
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m PATIENT SCENARIO 5 —Patient Management Conversation (PM
Conversation) and Conversation Launcher

Learning Objectives
At the end of this Scenario, you will be able to:
Print Specimen Labels in PM Conversation

Understand and add Process Alerts in PM Conversation
Bed Transfer

SCENARIO

Patient labels and patient specimen labels will print on admission, but throughout your shift you may

need to reprint some of these labels. As a nurse, it is also important to know how to add a process
alert, record patient transfers and discharge a patient in the CIS.

As an inpatient nurse, you will complete the following activities:
Print specimen labels using PM Conversation
Add a process alert using PM Conversation

Transfer a patient to a different bed
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3 Activity 5.1 — Printing Printing Specimen Labels in PM Conversation

1 The following steps show you how to print specimen labels using PM Conversation.

Note: Please read the following steps only. Do not do this in the system as a means of saving
paper/labels.

1.  With your patient’s chart already opened, click on the downward arrow '~ to the right

of PM Conversation in the toolbar "M Conversation -

2.  Select the Print Specimen Labels conversation

|
i B CareCompass E Clinical Leader Organizer 4 Patient List & Multi-Patient Task List Tracking Shell [Case Selection &8 Staff Assignment _| i @4 CareConnect @ PHSA PACS @ VCH and PHC PACS @ MUSE @ FormFast WFI |_
EZTear off # Exit FfAdHoc Ml Medication Administration 21 Medical Record Request i Result Copy [ERelated Records # Add - [BlDocuments & Scheduling Appointment Book s Discern Reporting Portal & Conversation Launcher :
| @ Patient Health Education Materials @ SHOP Guidelines and DSTs @ UpToDate | & PM Conversation -

Print Specimen Labels B

Process Alert \

3. A Print Specimen Labels window will open up with patient specific data pre-filled

4, Review the patient specific data and click OK

E | Print Specimen Labels H = =
N
edical Record Mumber: Encounter Mumber: Lazt Marmne: First M arme: Ficddle Marne:
700002368 7000000200389 C5TCD QUEENSYLVIAZERD
Frefemed Mame: Previous Last Mame: [rate of Birth: Age: Gender:
14-Jan-1977 2 41y Female
BC PHM:
9878174753
Location
Facility: Building: LU ik Clitic: Raoar: Bed:
LGH Lions Gate LGH Lions Gate LGH 4E 408 1]
Current Encounter Information
Encounter Type:
Inpatient
L
Ready PO783 TEST.NURSE Z26-Jan-2018  10:14

2. Collect your labels at the corresponding label printer on your unit

Key Learning Points

Using PM Conversation allows you to print specimen labels which contain patient specific
information
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3 Activity 5.2 — Adding a Process Alert in PM Conversation

If you have completed Nursing Emergency workbook, you may skip over this activity

1 Process Alerts are alerts about patient information that should be quickly conveyed to care
providers to prevent critical physical or mental harm to the patient or care providers.

The purpose of process alerts is to quickly provide the user significant “face up” information about
the patient. These alerts can appear in multiple areas of the chart including the banner bar,
CareCompass, Summary Pages, and Tracking Boards.

Examples of these alerts include:
e Communication Barrier
e Cytotoxic
¢ Difficult Intubation/Airway
e Falls Risk
e Family Development
o Gender Sensitivity
¢ No ceiling lift
e On Research Study
o Palliative Flag
e Seizure Precautions
e Special Care Plan
e Violence Risk

e Visitor Restrictions

In Activity 3.3, you documented your patient’s Morse Fall Score as 65 which puts him at high risk
for falls. You need to place a process alert for Falls Risk on his chart.

Follow steps below to add process alert to your patient’s chart using PM Conversation:

1. Click the drop-down arrow to the right of PM Conversation button @FPMeenestien = jn the
toolbar

2. Select Process Alert from the drop down menu
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P CSTLEARNING, DEMOALPHA - 700008214 Opened by TestUser, Nurse
Task

Edit View Patient Chart Links Mavigation Help

ES CareCompass Eg Clinical Leader Organizer ;? Patient List &3 Multi-Patient Task List %3 Staff Assignment EZ LearningLIVE = QCareConnect QPHSA PACS QVCH and PHC PACS QMUSE
H ZTear Off !]ﬂExlt @AdHoc HiMedication Administration)

CSTLEARNING, DEMOALPHA = Bed Transfer

CSTLEARNING, DEMOALPHA Cancel Discharge MRN:700008214 Code Status:1-No CPR, Supportive Care, No Intubation
Cancel Pending Discharge Enc:7000000015055
Allergies: Pollen, Bees/Stinging Insects Cancel Pending Transfer PHN2 56 Dosing Wi:

al Record Request 4+ Add - ﬁDocuments 8 Scheduling Appointment Book nai) Diiscern Reparting P

Menu n Cancel Transfer

Patient Summary & . ) D\s(ljlarge Encounter
Orders Facility Transfer
Handoff Toal L £ Ab ge 2% | Assessment £2 | Quick Order
Single Patient Task List Fave ot Absence
Modify Discharge
Informal Tean| o
_ Pending Discharge Team Communication
MAR Summary Qe Pending Facility Transfer
s malEe Allergies (2) Pending Transfer ffion
Vital Signs an: Print Specimen Labels
Documentation + Add Documents (6 Process Alert ity will come visit this evening
Medication Request Transfer/Tran Update Patient Information lthCareWorker-MH 14/12/17 14:47
ent (0) View Encounter
& Add Assessments View Persen Show
and Problems Lines/Tubes/Drains
Intake and Qutput Active Issues

The Organization window will display to select a location.
3. Inthe Facility Name field, type = LGH Lions Gate Hospital and press Enter on your
keyboard

Note: Alternatively, you may type LGH and click on the Search icon E]to look for the full name
of the facility by scrolling down.

4. Select LGH Lions Gate Hospital
5. Click OK

% Organization

Fleaze zelect the facility vahere pou want bo view perzon
sliazes.

Facility Name | Facility &lias -

H Medical agmg -
LGH Meuro Rehab Outpatient Clinic
LGH Morth Shore Hospice

Facility:
LGH Lions Gate Hozpital

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

1. Click into the empty Process Alert box. A list of available alerts that can be applied to the
patient will display. (The box will turn green when you click into it).

2. Select Falls Risk
3. Click Move. The alert will now display within the To Selected box
4. Click Complete

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 alerts.

= Process Alert — O
tedical Fecord Humber: Encounter Mumber: Lazt Mame: First Mame: tiddle Mame:
700002368 C5TCD QUEENSYLVIAZERD
Preferred Mame: Previous Last Mame; Date of Birth; Age Gender;

14-Jan-1977 = 41y Female
BC PHM:
9878174753

— ALERTS

Process Alert:
From duailable: To Selected:
Communication B arrier Y
Cytataric
Difficult Intubation/dinyay
Fallz Rizk el Select Al
amily Uevelopment
Gender Sensitivity

Complete “ B Cancel

Ready PO783 TEST.MURSE 26-lan-2018 1616

3 1. Click Refresh icon k& to update the chart

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

CSTCD, QUEENSYLVIAZERO  * 4= List = | @ Recent -

CSTCD, QUEENSYLVIAZERO DOB:14-Jan-1977 MRN:700002368 Code Status: Process:Falls Risk 2 Location:LGH 4E: 408; 01
Age:41 years. Enc:7000000200389 Disease: Enc Type:inpatient

Allergies: Adhesive Bandage, penicillin Gender:Female PHN:9878174753 Dosing Wt:52.1 kg Isolation: Attending:Plisvcb, Stuart, MD

Menu 7 - f& Patient Summary . Full screen 1 <0 minutes agc

Congratulations! You just activated a Falls Risk process alert on your patient’s chart!

Note: Similar steps can be taken in PM Conversation to remove a process alert.
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Key Learning Points

Using PM Conversation allows you to print specimen labels which contain patient specific
information

A Process Alerts indicates “face up” critical information about a patient that can help to prevent
physical or mental harm to the patient or care providers

A process alert can be activated or removed using PM conversation
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1 conversation Launcher *
Discharge Encounter, or Quick Register a patient in the CIS.
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Transfers and Update

is used to enter Bed Transfers, Facility Transfer,

Let’s say you receive notification that a patient is being transferred from the ED to your inpatient
unit and there is no unit clerk available to enter the bed transfer for you. You’ve been given the

patient’s demographics (name, DOB and MRN).

You will need to locate the patient in ED bed using Conversation Launcher. This is located in the

toolbar.

1. Click Conversation Launcher from the toolbar.

Task Edit View Patient Chart Links Navigation Help

E% CareCompass E: Clinical Leader Organizer 4 Patient List 53 Multi-Patient Task List Tracking Shell [Case Selection 43 Staff Assignment

@ Patient Health Education Materials @ SHOP Guidelines and DSTs @ UpToDate _

CSTCD, QUEENSYLVIA  x
CSTCD, QUEENSYLVIA

DOB:7-0ct-1977

Age:40 years

Allergies: Hamsters, Peanuts, Spiders, White ash  Gender:Female
Menu 2 [¢

Dosing WEAT kg

- | # Patient Summary
Patient Summary

ARNARRE[100% vO®d

Women's Health Overview

ZTear Off M Exit TAdHoc MMMedication Administration & Medical Record Request i Result Copy EsRelated Records + Add ~ I8 Documents & Scheduling Appointment Book i Discern Reporting Portal & Conversation Launcher i
1

Code Status:Previous code status details available.28...Process:Violence Risk Falls Risk
Disease:
Isolation:

_ i@ CareConnect @ PHSA PACS @VCH and PHC PACS @ MUSE @ FormFast WFI

4= List = | f&iRecent - _ - Q
Location:LGH Cardiac Lab

Enc Type:Outpatient

Attending:

ILFull screen & 1 hours 26 minutes ago

O + Ad Handoff Toal 53| Summary 53 | Assessment &3 | Discharge

Single Patient Task List

Informal Team ~
Communication

Informal Team Communication

2| Quick Orders 2| +

mary

z Active Issues
View and 1&0

Add new action |
Allergies (4)

‘Add new comment ‘

Vital Signs and
Measurements

No actions documented

Documents (o) All Teams
Transfer/Transport/Accompa
niment (0) ]
Active Issues

No comments documented

All Teams

Medical and Patient Stated ~ ‘ anvists ||

Assessments ...
Lines/Tubes/Drains ...
Intzke and Output ..
Labs ... Hama
Wicro Cultures ... Pregnant
Diagnostics ... » Historical
Current Medications .

Home Medications ...

Allergies (4) +

Orders ...

Add new as: This Visit ~

Classfestion Aetions

Medical This Visit Chronic

Show Previous Visits [

Alvists | |

Oxygenation and
Ventilztion ... v

A Person Mgmt: Conversation Launcher window will open.
Click OK

Click Bed Transfer
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) Person Mgmt: Conversation Launcher = B
AddMadify | EERRIETEED Cancel Cancel Cancel Cancel Cancel Dizcharge Facility
Person izcharge Encounter Pending... Pendi... Transfer Encounter Transfer
r\ L]
e 4w @ A e G f ¢
Leave af I adify Mewbarn Newborn Pending Pending Pending Pre-Register  Pre-Register
Abzence Digcharge iy Quick Reg Discharge Facilt... Transfer Outpatient  Patient To..
i Js > S
B e = ¢ m e ¥ = M
Print Specimen Process Alert Quick Reg Refenal Fegister Fegister Stllborn  Update Patient Wigw
Labels Management  Dutpatient Patient To... Information Encounter
Wiew Person wH Quick
Feg
3

The Encounter Search window will open.

**Note: You will not be able to complete the following steps in the classroom setting. Please
only review the following steps and screenshots for your learning purposes.

4. At this point, you would search for the patient using three identifiers: the patient’s first name,
last name and DOB.

5. Click Search. All the patients that match your search criteria will be listed in the top half of the
window, with their corresponding encounters in the bottom half of the window

6. Click on the name of the correct patient and verify MRN and DOB to ensure this is the correct
patient.

7. A patient may have more than one encounter on their file. The correct Inpatient encounter

must be selected. (In this case the encounter would be the active inpatient encounter in SGH
Squamish Emergency)

Note: The Bed Transfer conversation only works for Inpatient encounter types

8. Atfter clicking to select the correct patient and encounter, click OK.

50 | 186



PATIENT SCENARIO 5 —Patient Management Conversation (PM
Conversation) and Conversation Launcher

Gur path 1o smartar, seamless cars

LEARNING

BCPHN

. ‘ CLINICAL+SYSTEMS y
. TRANSFORMATION TRANSFORMATIONAL

WIP Deceased Aleits BC PHN MRN DOB Age

Name Gender Addess Addiess(2) City  PostalZip Code  Home Phane  Historical M

M

‘ 73 9876334358 700003077 CSTEDDEMO. SGHCHESTRAIN 19-Feb-1973 38vears Male 123 surey

MRN:

700008077

Last Name:

|esteddema

First Wame:

| sghchestpain

DOE:

13Febr1979 H

PostaliZip Code,

£ny Phone Number

Encountsr #:

Facility Encounter # Wisit H# Unit/Clinic

Wisit :

Historical MRN:

| soacn | [

[ o B Cancel || Freview
1. The Bed Transfer window will open. Yellow fields are mandatory. Please enter:
e Medical Service= General Internal Medicine
e Unit/Clinic= SGH MS
e Attending Provider= Plisvcl, Antonio (begin typing and it will auto-complete)
e Acommodation Reason= Not Applicable
2. Click Bed Availability.
= Bed Transfer - 8
_| ] Fontooozois ] LTI SITIAEE] O1aaioms S |l | Fsoeasnes

|5GH Sauamish

Unit/Clinc
| [sGHMs |
1

Bed Availabiliy ‘

| Wetappicatis
1

] :

| Cunent Physician Infomation

Atending Provider

Admitting Provider:

— Transtes Information

Transfer Date:

Transfer Time:

Bed Transfer User Name.

B |

|2 [TestUser. RuralNurse

Comple

PO783 TESTHURSERURAL 01F

ancel

2018 1301

51 | 186




PATIENT SCENARIO 5 —Patient Management Conversation (PM
Conversation) and Conversation Launcher

The Bed Availability window will open.

g

CLINICAL+SYSTEMS
TRANSFORMATION

Our path 1o smarter, seamess cars

3. Select a bed that is either Available or Dirty. Click OK.

[

Facility: SGH Squamizh
. Buiding: SGH Squamizh

Room
iy 103
sy 103
sy 108
|| 105
- 108
sy 106
sy 107
sy 107
iy 108
sy 109
=y 110

= 111
<

Bed | Murse unit

01 SGHMS
02 SGHMS
01 SGHMS
02 SGHMS
01 SGHMS
02 SGHMS
01 SGHMS
02 SGHMS
01 SGHMS
01 SGHMS
01 SGHMS
01 SGHMS

Bed Availability

|zolation | Person
INFECTIONCOMTROL, SECOND
TESTSGEB. FELICITY
CSTPRODEMPL. SGHSWAPBED
CSTRHOED-MOMNSURVIVOR, UNMERGE CANDY
INFECTIONCOMTROL, THIRD

CSTLABMEEOEMPL, UTwWU

TESTSGEE. MICHAEL
CSTHRCM. TWENTY
CSTPRODMED, TEST-FOUR
TESTCSTSM. TEN TEN

Bed status
Azzigned
Azzigned
Azzigned
Azzigned
Azzigned
Dirty
Azzigned

Azzigned
Azzigned
Azzigned
Azzigned

In | Out | Sex
Female
Female
Female
Female
tale

t ale

tale
Female
tale
M ale

TRANSFORMATIONAL
LEARNING

Medical rec A
TO0004346
FO0002625
TO0004732
FO0020356
0004347

Fo0001210

Fo0002627

7000090143

700000511

Tooo0Ezn v
>

Cahicel

If you selected a bed that is listed as Dirty, you will get a Location Information window asking
you to confirm the selection. Click Yes.

Location Information

0 This bed has a status of: Dirty, &re you sure you want to select it?

Yes
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You will now be returned to the Bed Transfer window. Note that the Room and Bed mandatory
fields are now filled in. Now you need to complete the transfer.

1. Enter the following:

Transfer Date: type “T” as a shortcut for Today
Transfer Time: type “N” as a shortcut for Now
2. Click Complete

= Bed Transfer — B
U0 FOUOUIZO0 /T LS TTHIRTY, STTTHRET UT-Jul-T9bb = 217 Male A
BC PHM:
9876320868
Current Encounter Information
Encounter Type: Medical Service:
Emergency Emergency

Current Location Data

Facility: Building: Uit /Cliric: Fioom: Bed: Accommodation:
5GH Squamizh SGH Squamizh SGH ED AC 1133
Accommodation Beazon: Fatient Accom Requested:

Mews Encounter Information

Encounter Type: Medical Service:
Emergency General Intemal Medi.. w

Mews Location D ata
Building: Uit Cliric: Fioom: Bed: Accommodation:
SGH Squamish v | |SGHMS w Bed Availability 103 w | 02 v | Ward

Accommodation R eazor:
v

Current Physician Information
Aftending Provider: Admitting Provider:
Provider. Emergency ||, Q\
Trarsfer Infarmatiorn
Lrsnior Dlabe: Trowcfar Tirna: Bed Transfer User Mame:

01-Feb-2018 = | v | |1E:26 = |lUseL Rural-Nurse
W
(oo

Ready PO783 TESTMURSERURAL 01-Feb-2013  16:26

The patient will now viewable on the SGH Medical Surgery location list.

Key Learning Points

Conversation Launcher from the toolbar can be used to transfer a patient to a new bed

The Bed Transfer Conversation only works for patients with Inpatient Encounter types
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1 During hospitalization, a patient may have a changeover of attending physician, medical service,
isolation status and so on.

Some of this information will display on the banner bar of the patient’s chart and you will need to
update this information so that other clinicians or departments are aware of any changes.

In this activity, you will learn how to update the isolation precaution for a patient but note that this
same Conversation (Update Patient Information) can be used to update the Attending Physician

and Medical Service.

From the Patient Chart, do the following:

1. Click Conversation Launcher & conversation Launcher

2. Select Update Patient Information.

in the Toolbar.

) Person Mgmt: Conversation Launcher = ||E -
Add/Modify  Bed Transfer Cancel Cancel Cancel Cancel Cancel Discharge Facility
Perzon Dizcharge Encounter Pending... Pendi... Trangfer Encounter Transfer
¥\ "
L $H & S v ¢
Leave of Fdodify Mewbomn Mewborm Pending Pending Pending Fre-Reqgister  Pre-Register
Abzence Dizcharge Madify Quick Reg Dizcharge Facilit... Tranzfer Outpatient  Patient To...
de e - e
e — R “rhe
2 & = § m € 3 #
Frint Specimen  Process Alett  Cluick Feg Fieferal Fieqister Reqister Stillborn it
Labels tanagement  Outpatient  Patient To... Encounter
View Perzon WH Quick
Fieg

oK | | Cancel

The Encounter Search window opens.

3.

4
5.
6

Type your patient’'s MRN, First Name and Last Name

Click Search

Select the appropriate active patient encounter

Click OK

54 | 186



PATIENT SCENARIO 5 —Patient Management Conversation (PM
Conversation) and Conversation Launcher

g

CLINICAL+SYSTEMS
TRANSFORMATION

Gur path 1o smartar, seamless cars

TRANSFORMATIONAL
LEARNING

Bl

C PHN;

WIP Deceased  Alets BCPHN

MRN Name

Doe

Age

Gender Address
9876397108 700003079 CSTHRCM, TWENTY 18-Jan-1984  24Years Female 700 Main St

Addiess (2] Ciy
Vancauver

Postal/Zip Code Home Phane

Histarical MAN
[778I575-6757

MR
| 700009018
ast Name:

|csthiem

First Mame:
twenty

DOg
[~ ]E[]

Gender

PastaliZip Code:

Any Phone Number:

Ei

neounter #:

Encounter #

Wisit B

Enc Type

Med Service

Unit/Clinic

Wisit #:

Historical MRN:

[ R

< I >

Disch Date

The Update Patient Information window opens.

Click the Encounter Information tab

From the Isolation Precautions dropdown, select Airborne.

ok Cancel

Presview.

Yellow fields are mandatory fields that need to be entered. Review any yellow fields and
click Complete.

e erembomeen - CEN

Meical Flecord Mumber Ensounter Mumber Last Hame: First Hame Middlls Name: Prefeired Hame Previous Last Name Date of Bt
700009019 | [7000000016839 | [csTHRCM | [rwEnTY ] | | | 18yan-1984 =1y
Age Gender BC PHN
| ALERTS | Patient Infomation| Encounter Infevmatmﬂnancel Insurance Summary | Addiional Cantacts
A~
Encounter Type: ALC Cateqaries: ALC Time: pensation Date;  ALC Decompensalion Time: ~ Medical Service Admit Categan:
Inpatient v v [V : =1l *  GenerdlIntemalMedicne v | Elestive v
Admit Sourcs: Artival by Ambulancs: Reason for Visit Disaster Flag
Clinic ~ | Ho Ambulance v [Test v
[— Location
Facilty: Building: Urit/Clinic Flaom: Bed Aecammadation Aecommaodation Reasan Patient Accom Flequested:
SGH Squamish ~  SGH Squamish ~  SGHMS v 109 v ool v Pivate v Medically Necessary Ask Patient v
Aceom Form Signed solation Precaulions
No Ll | v
= Aitbarme
B Aitbome and Contact
Aditling Provider: Aitbome, Droplet, and Contact  |mary Care Provider [PCFL PCP Verlisd2: Consulting Frovider 01:
Contact
Plisvet, Stuart, MD Conieciine jsvea, Roceo, MD | [0 [es v| JIEN]
| Additional Informetion Droplet
Diaplet and Contact
izhor Status: Draplet and Cantact Plus
) |
- Comment
Comment:
~ -]
~ v
Ready FO783 TESTNURSERURAL 02Fcb2018 1044
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Document Selection window opens.

6. Click OK if no new specimen labels are needed.

% Document Selection @
Document Frinter Copies
Lab Blood Specimen Label 5A0_T=t|_ta2 1
Lab Mon-Blood Specimen Label | 530 Tstf|_t3 1

I Do mot print docurents: I Edit E

Isolation information is now updated on the Banner Bar.

CSTPRODREG, MATINAEMPIED 1 st = frecent - [N - 2
CSTPRODREG. MATI ED DOBH p MRNE Code Status: Process: Location:LGH 2E; 212; 03

Age:12 years Enc:7000000016045 Disease: Enc Typenpatient
Allergies: No Known Allergies Gender:Female PHN:9876703548 Dosing Wt: | Isolation:Protective | Attending:Plisveb, Stuart, MD

Key Learning Points

Isolation Precautions are updated via the Conversation Launcher in the toolbar via the Update
Patient Information conversation

Isolation Precautions can be located in the Encounter Information tab of Update Patient
Information.
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B PATIENT SCENARIO 6 - Orders

Duration Learning Objectives

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

Review the General Layout of a PowerPlan

SCENARIO

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

As an inpatient nurse you will complete the following activities:
Review the Orders Profile
Place a no co-signature required order
Review order statuses and details
Place a verbal order
Complete an order

Review components of a PowerPlan
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& Activity 6.1 — Review Orders Profile

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

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

e Plans

e Categories of Orders
e Medication History

e Reconciliation History

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

¢ Review the list of All Active Orders
¢ Move the mouse over order icons to hover to discover additional information.

Some examples of icons and their meanings are:
¢« Order requires nurse review

[@ Additional reference text available
(5% Order is part of a PowerPlan (Order Set)
@ Order requires Pharmacy verification

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

3¢ 0 - A Orders Fulscreen @ Print >0 minutes ago

+Add | 3 He

Orders | Medicabon Lit | Document in Plan

Medcal
MED Geners! Medicine Admission (Vaidated) (| |4 5“3
Gl General Admision (prototype) ntiated) | | |
Suggested Dians ()

20171324

i Admit/Transfer/Discharge.
U Status

) Patient Care:
7POT  SYSTEM, SYSTEM Ce sv

2.00.20171317POT  SYSTEM, SYSTEM Cemer

2.0 20171347PDT  SYSTEM, SYSTEM Cemer sv

24-0ct-20171347PDT  SYSTEM, SYSTEM Cemer sv

20-0-20171317POT  SYSTEM, SYSTEM Ce

03-Nov-2017 1341 PDT _ Test
03.Now-2017 1340 PO, Indwelling 03-Nov-2017 1340 POT _Test

2-0ct-2017 1324 PDT

1324907
1341 PDT, Advance diet to Requiar, Provider

Medication Hatery Snsptht
Recenciation Hitory

ange: 3250 650 mg, PO, qih, PRN pai
Maimum scetaminophen 4 /24 b from ol sources

Note: Changing the display filter settings may allow you to see orders with other statuses such as
discontinued, completed, cancelled, and pending.
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PATIENT SCENARIO 6 - Orders o ot e ssrins

1 ]

Key Learning Points

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

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

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

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

Activities (NIA)

To place an order that does not require a cosignature:

1. Click Add within the Orders page

4

Add | < Document Medication by Hx | Reconciliation ~

View
Orders for Signature
Plans
Document In Plan
- Medical

TM Red Blood Cell (RBO)

Suggested Plans (0)

{__| Admit/Transfer/Discharg

{_|Status
\Ui| Patient Care

A b b
nt

L1

m

Medication List l Document In Plan

;% Check Interactions

Displayed: All Active Orders | All Active Order
o~ (B \'d Order Name = Status

4 Patient Care
& M 3‘_’;6’\{' Admission History Adult Ordered
& v Eéo" Basic Admission Information Ordered

Adult

& M ;y;&'d' Braden Assessment Ordered
& 4 35’0" Infectious Disease Screening  Ordered

« m

The Add Order window opens

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

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

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

[C)Der] Seline Lock PIV

CJEnd Saline Lock PIV (When tolerating cral fluids well)
2 Gag Saline Suppression Test

DaGen Agitated saline bubbles [contrast media]

= Inzert Saline Lock

U”: Remove Saline Lock

Caned Aldesterane Post Saline Suppression
Oral EC Echo wi Contrast Saline

[Z30nt| EC Eche w/ Contrast Saline 20 Add on

LAt Irrigate wath Erteral 0.9% Saline

CIPal-Enter to Search

Cacey Lock Peripheral IV (When talerating oral fluids well]

C3Ger Agitated saline bubbles [contrast redia] (rml. [V, on

‘ CLINICAL+SYSTEMS y
. TRANSFORMATION TRANSFORMATIONAL
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vee, drug fear: inj

[C)Pediaing and Newbam Graers
[ZJPhysical Medicine Rehab Grders
[C3Plastic Surgery Orders

JRespiralogy Orders
CJRheumatclogy Orders
CaGeneral Surgery Orders
CUrolagy Orders
CJintracperative

(CJ0B Orders

The Ordering Physician window opens.

LEARNING

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

4. Select No Cosignature Required

5. Click OK

@ Order

() Proposal

*Physician name

i Ordering Physician I E

Flisvca, Rocco, MD

*Communication type

i =] =]
ec-2017 EIEI 1055 PST

Electronic

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

CSTLEARNING, DEMOALPHA - mnnu

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

| 3@ 2% [orderiame Status

Start Details
2 LGH 6 624; 02 Enc7000000015055 Admit: 17-Now-2017 13:58 FST

> peuait: for Saline Lock Peripheral IV (Saline Lock IV)

& Detads | Order Comements |

o OF

“Requested Start Date/Time: ] = = bt Specilinstrucions: [When tolerating ralfluds well

L ——
5|

8. Click Refresh
“. Key Learning Points

Nurses can place nurse initiated orders as no cosignature required orders

Order sentences help to pre-fill additional information or details for an order
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& Activity 6.3 — Review Order Statuses and Details

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

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

¢ Ordered- active order that can be acted upon

< | m

o B Vi 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
& 4 Morse Fall Risk Ordered 17-Nov-2017 14:05 PST, Stop: 17-Nov-2017 14:05 PST
Assessment Order entered secondary to inpatient admission.
&b L Vital Signs 20-Nov-2017 11:25 PST, géh while awake
4 Medications

& v [ furosemide Ordered 20 mg, IV, as directed, order duration: 5 day, drug form: inj, start: 17-Nov-

Administer pre red blood cell transfusion

b

m

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

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

&

| K ‘Order MName

|Statu5 - |Dose... Details

4 Patient Care

» M Vital Signs

4 Blood Products

| B Red Blood Cell Transfusion

Ordered UE-Mov-2017 10:42 PST, g4h

Ordered

Order Comment:
Informed consent must be present on patient record

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-MNov-2017 11:04 PST

When new orders are placed in the chart, a nurse must review these new orders and document

their review. Below we outline the steps for how this should be done.

Note: Do not follow these steps in the system, instead refer to the screenshots to understand the

process.
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that needs to be reviewed by a nurse.
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2. As anurse you would click the Orders for Nurse Review button to open the review

window.
|®%| |\7 |Order MName Status T |DD5E... |DEtE\|S
4 Patient Care
Ordered 28-Mov-2017 10:42 PST, gdh

» ME'ﬂtal Signs

4| 1

& Details

Orders For Cosignature Orders For Murse Feview |52

Orders For Signature

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

3. Read through the list of new orders

4. Click Review to acknowledge that you are aware of the new orders

CSTLEARNING, DEMOALPHA - Actions Requiring Review
CSTLEARNING, DEMOALPHA DOBO1-Jan-1937 MRNJ00008214 Code Status:

Age:B0 years Enc:7000000015055
Allergies: Bees/Stinging Insects, ci... Gender:Male PHN9876469856 Dosing Wt
Action Action Da... Entered By |Order Details

= = =]
Process: Location:LGH 6E: 624; 02
Disease: Enc TypeiInpatient
Isolation: Attending:Plisvca, Rocco, MD

Ordering ...

28-Nov-201 Plisvcf,

/]
Order 7104256 .. Dillon, MD

Vital Signs  28-Nov-2017 10:42 PST, géh

Plisvcf,
Dillon, MD

Select All Show All Details

CSTLEARNING, DEMOALPHA

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

“. Key Learning Points

Always review and verify the status of orders

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

emergency situations.

Note: Verbal and phone orders that nurses enter in the CIS will be automatically routed to the

ordering provider for co-signature.

Place a verbal order:

1. Select Orders from the Menu

2. Click = Add

3. The Add Order window opens

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

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

@ Published Desklup——Pm;?-C - Citrix Receiver — gung - — -— EIM

‘CSTLEARNING, DEMOALPHA Add Order | %) [E=REET

‘CSTLEARNING, DEMOALPHA DOB01-Jan-1937 MRN:700008214 Code Status:

Allergies: Bees/Stinging Insects, ciprofloxacin,...Gender:Male PHN 256 Dosing Wt

Age:0 years ENc7000000015055 Dis

Isolation:
VO AdvancedOpfions v Type B Inpatient -

Search witin: Al -

lace losses 11, IV [Greater Than or Equal To 1 month]
an or Equal To 1 month]

Than or Equal To 17 year

(2000 meg/mL) standard
(5000 meg/mL)

CSTLEARNING, DEMOALPHA - 700008214
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The Ordering Physician window opens.

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

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

Oldeﬁng Physician Ordering Physician

@ Order

@ Order
() Proposal () Proposal

*Physician name *Physician name

I| [QI I Plisvca, Rocco, MD 6 .

*Order Date/Time *Order Date/Time
08-Dec-2017 = E 112 =l psT 08-Dec-2017 Z B 112 = psT
*Communication type *Communication type
Yerbal
ol t

g e Required
Cosignature Required

Cosignature Required
Paper{Fax PaperfFax
Electronic Electronic

oK ﬂ ok | canca

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

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

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

o
+ Add | #* Document Medication by Hx | Reconciliation ~ | J& Check Interactions

Reconciliation Status
D Meds History @ Admission @ Discharge
Orders [ Medication List | DocumentIn Plan

14
View [status  [start [Details
Orders for Signature S
Plans B
Document In Plan
= Medical > Detils for Sodium chloride 0.9% (NS) continuous infusion 1000 mL
Heparin Infusion Standard (Modul = . . .
Suggested Plans (0) 5 Details ]ﬁ@%‘c‘mmnonsnm.ls]
Orders Base Solution Bag Volume Rate Infuse Over
LJAdmit/Transfer/Discharge | |Efsedit i (NS) conti infusion[1000 mL EE 133 hour
[status Additive Additive Dose Normalized Rate Delivers Oceurrence
[i|Patient Care =
[Activity Total Bag Volume 1000 mL
{|Diet/Nutrition Weight:
[l Continuous Infusions
[l Medications -
P {[|Blood Products 2
kN L ] E Infusion instructions
Related Resuits
Formulary Details

Variance Viewer

0 Missing Required Detaiks | [ Orers For Cosignature

T O

PRODBC TEST.NURSE Tuesday, 28-November-2017 15:35 PST ||

9. Click Sign and click Refresh

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

" & ] sodium chloride 0.9% (NS) continuous i..] Ordered m |
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Key Learning Points

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

sterile in mid procedure

Required fields are always highlighted yellow

Verbal and phone orders that are entered in the CIS automatically get routed to the ordering
provider for co-signature
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& Activity 6.5 — Complete or Cancel/Discontinue an Order

‘ CLINICAL+SYSTEMS y
TRANSFORMATION TRANSFORMATIONAL

LEARNING

When a one-time order has been carried out, the order needs to be removed from the patient’s

order profile. This is do

ne by completing the order.

Assuming we have inserted a saline lock PIV for our patient. Let's complete the order.

1. Review the Orders Profile

2. Right-click the order Saline Lock Peripheral IV

3. Select Complete

Age:80 years Enc:7000000015055
Gender:Male PHN:9876469856  Dosing Wt: e
Modi
~ | Orders ety
Copy
4 Add | " Document Medication by Hx | Reconciliation v | Z® Check Interac] Cancel and Reorder
I Suspend
Orders | Medication List | Document In Plan | Sk
‘ Activate ]
LI . - N Complete I
View Displayed: All Active Orders | All Active O - - |
T [ Cancel/Discontinue |
- Orders for Signature - -
= ? ‘ N B b4 Order Name Void
= Plans r
~Document In Plan 5 q Reschedule Task Times... .
(= Medical ' .
- = i Document Intervention...
e I 3 Sy B
".Bowel Protocol (Module) (Va M a e Siqnsp | Add/Modify Compliance
Seggesked Moess (4) g v jz Basic Admissid Order Information...
(=) Orders E }
[ | Admit/Transfer/Discharge B E  Admission Hisl omments...
[ |Status Results... ,
it 4| 11 | ‘ Reference Information... |
|« " | » —]
[ Related Results \ |z Details Print :
4. Click the Orders for Signature button.
|®% | = | | i |Order Name Status |Dose |Detai|s =
4 Patient Care

I m

& Details

Orderz For Cozignature

[ Orders For Murse Review ]

n Orderz For Signature
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5. Review order for signature and click Sign. You will return to the orders profile where the
order will show as processing.

Orders for Signature

|@% |® | =23 | ¥ |Order Mame Status Start Details
4 LGH 3W; 331; 01B Enc:7000000015869 Admit: 01-Dec-2017 00:24 PST
4 Patient Care

& Details

0 Mizzing Reguired Details Orders For Cozsignature Orders For Hurze Review Sign

~
6. Refresh the screen and the order will no longer be visible on the Orders Profile.
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2 Now let's Cancel/Discontinue an order.
1. Review the Orders Profile
2. Right-click order Encourage Fluids

3. Select Cancel/Discontinue

Menu < - [# Orders

Patient Summary

Add | " Document ion by H | - | g Check
Orders
Orders [ Medication List | DocumentIn Plan

Single Patient Task List

L
e Displayect: 41l Active Dicers |41 Inactive Drders | All Orders (A1l Statuses]
Orders for Signature
v and 180 Plans [&] % [Order Name — ~ Status | Dose... |Details
: Ll @65 vital Signs Completed 30-Nov-2017 09:41 PST, Stop: 30-N
Document In Plan
| " » M ©6  Pulse Oximetry Ordered 30-Nov-2017 09:41 PST, q8h, with vi
Peripherally Inserted Central CatheterInsetion PICC) (Modlle) P M & Neqative Pressure Wound Therapy Ordered 30-Nov-2017 09:26 PST, 125 mmHa,
MED Gomerat Mesicinn Admision (Vaidutod Init ME Morse Fall Risk Assessment Ordered 17-Nov-2017 1417 PST, Stop: 17-N
e e (et (it sl Order entered secondary to inpatien
e e Bt |, Y Intensive Care Delirium Screening Cheeklist 1CDSC) Ordered 05-Dec-2017 12:00 PST, BID, To be d
Szt () (S =] Insert Peripheral IV Catheter Discentin... 22-Nov-2017 10:55 PST, ¥ not alread
Orders W Infectious Disease Screening Ordered 17-Nov-2017 147 PST
Admit/Transfer/Discharge Order entered secondary to inpatien
Status 4 Encouraqe Fluids 2 Renew
Patient Care =] Central Venous Catheter Care
L Maodify
Activity having
Diet/Nutrition ™M ¥ Braden Assessment Copy o 17N
Continuous Infusions Cancel and Reorder inpatien
[/ Medications ME Basic Admission Information Adult — b 17;_N
inpatien
Blood Product: R
h‘:} A M ¥ Admission History Adult Activate P 17N
ratory inpatien)
[] Diagnostic Tests 4 Activity e
[IProcedures W @b Activity as Tolerated Cancel/Discontinue 3
Respiratory 4 Diet/Nutrition e
Allied Health ™ B¢ General Diet
Patient Information Consults/Referrals 4 Contintos Infusions Reschedule Task Times
e £ Communication Orders sodium chloride 0.9% (NS) continuous infusion 1,000 mL Dacument Intervention... aform:
[]Supplies [ sodium chloride 0.9% (NS) continuous infusion 1,000 mL Add/Modify Compliance 3 form:
[“INon Categorized =] sodium chloride 0.9% (NS) continuous infusion 1,000 mL = durati
#1Medication History [ sodium chloride 0.9% (NS) continuous infusion 1,000 mL Order Information... § form:
[t s i Ll "»E % heparin additive 25000 unit + dextrose 5% premix 500 mL Comments ing rate,
fiReconcilistion History . rceed 4
4 Maedications
— A Reference
<
< n 5 Print >
Related Results = Details Advanced Filt
E vanced Filters.
Formulary Details —
Variance Viewer Ordlers For Cosignatue | | Onders For Nurse Review Customize View.

v | Disable Order Hyperlink —

4. Ordering Physician window will appear. Fill out required fields highlighted yellow below
and then click OK
e Physician name = Type name of Attending Physician (last name, first name)
e Communication type = No Cosignature Required
Ordering Physician

() Proposal

*Physician name

Plisvca, Roceo, MD

*Order Date/Time

28-Nov-2017 :E| 1128 = pst
*Communication type

Phone

Verbal

Proposed

Cosignature Required
Paper/Fax
Electronic

ok [ Gt |
(o [ concel |
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5. Review order to discontinue and click Orders For Signature
> Details fo Encourage Fluids |
Details ] B’=_| Order Comments]
=B (M
Discontinue Date/Time: = B 1135 = psT
Discontinue Reason: | | v |
Orders For Cosignature Orders For Nurse Review 5
6. 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
|:| & Encourage Fluids 0j + 28.Mewe-201711:27  28.Mewe-2017 1120 DST
A Details ‘
0 Mizging Required Details Orders For Cosignature Orders For Murse Review B

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

“. Key Learning Points

Right-click to mark an order as completed or cancel/discontinued

Once an order is cancelled or discontinued the order will be removed from the patient’s Order

Profile
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3 Activity 6.6 — Review Components of a PowerPlan

If you have completed Nursing Emergency workbook, you may skip over this activity

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

1

Let’'s review a PowerPlan. From the Orders Profile:

1. Locate the Plans category to the left side of the screen under View

2. Select the Bowel Protocol PowerPlan

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

- |# Orders

4 Add | & Document Medieation by Hx | Reconcilistion = | J% Check Interactions

Orders | Medication List | DocumentIn Plan
M 4% © + AddtoPhose~ dComments Storts 04-Dec-2007 L1 PST  Stop: None [.]
L & v Component Status Dose Detol
[Bowel Protocol (Module) (Validated) (Initiated)
Last updated on: 04-Dec-2017 11:11 PST _by: TestORD, GeneralMedicine-Physician, MD.
4 Medications
% I patient has GFR less than 30 m
rol Medicine Admizsion (Validated) (P & This is a general bowel protocal ine) labour and delivery, pallative care, and spine patient
78 CONTRAINDICATIONS: Complete bowl o
a {% Do NOT give SUPPOSITORIES or ENEMA if Leukemia / BMT patient or if pancytopenic o neutropenic
Suggested Plans (0) & Day1
|Orders B Select polyethylene alycol 3350 (preferred) OR lactulose
|6l Admit/Transfer/Discharge {% Day 2 (continue Day 1 treatment)
% eferred) OR magnesium cascara
M s F s Ordered 12 mg, PO, qHS, PRN constipation, drug form: tab, start: 04-Dec-2017 11:11 PST
wel movement after 48 hours. Please continue day1 treatment (Bowel Protocol Day 2)
& Select magnesium hydroxide AND cascara liquid 3
<% Day3 (continue Day 1 and Day 2 treatment] !
[ I "
Related Results =
 Deta
Variance Viewer Orders For Cosignature Orders For Signatre.

PRODBC_ORDTESTPR Monday, 04-December-2017 11:11 P}

Key Learning Points

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

The order profile page displays all of the orders for a patient
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@ PATIENT SCENARIO 7 - 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 I&O (iView)

Document and Modify your Documentation in iView

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

Modify, unchart or add a comment in iView

TRANSFORMATIONAL
LEARNING
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! TRANSFORMATIONAL

LEARNING

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

toe assessments will be charted in iView.
You are currently on the Orders profile page. To navigate to iView:

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

Task Edit View Patient Chart Links Navigation Help

3 CareCompass Ea Clinical Leader Organizer # Patient List & Multi-Patient Task List Tracking Shell [l Case Selection &3 Staff Assignment

_| i @ CareConnect @PHSA PACS @ VCH and PHC PACS @ MUSE @ FormFast WF |_

EETEM Off # Exit ¥ AdHoc MMedication Administration (8] Medical Record Request Wt Result Copy [EsRelated Records + Add ~ B Documents & Scheduling Appointment Book s Discern Reporting Portal & Conversation Launcher :

{ @ Patient Health Education Materials € SHOP Guidelines and DSTs @ UpToDate |

CSTHRCM, TWENTY  x
[CSTHRCM. TWENTY

DOB:18-Jan-1984 MRN:700008019 Code Status:
Age:34 years 839
Allergies: Allergies Not Recorded GenderFemale

Menu -

Dosing Wt:
- | #4 Patient Summary
Patient Summary

~
ARAR2a00% veoQ

‘Women's Health Overview

4= List = | M Recent - _ - Q
0

£ 26 minutes ago

Handoff Tool 53 | Summary 52| Assessment 3| Discharge

Ord + Ad|
Single Patient Task List
Informal Team ~

MAR Communication Informal Team Communication

£3 | Quick Orders 2

MAR Summary Active Issues

Add new comment

Add new action ‘

Allergies (0)

Vital Signs and
Measurements

No actions documented No comments documented

AT
Documents (0) All Teams s
Transfer/Transport/Accompa
niment (0) )
Active Issues

Classification: Medical and Patient Stated ¥ ‘ aivists | &

Assessments ...
+ Ad|

. Lines/Tubes/Drains ...

Add new as: This Visit ~
Intake and Output ..
Labs ...
Micro Cultures ..
Diagnostics ...

Allergies (o) +

Current Medications ...

A visis | Qe

Home Medications ...
‘D Allergies not recorded. Add an allergy.
Orders ...

Oxygenation and
Ventilation ... \

v

P0783 TEST.NURSERURAL Fridav. 02-Februarv-2018 11:15 PST

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

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

within it.

2. The set of bands below Adult Quick View are collapsed. Bands can be expanded or

collapsed by clicking on their name.

3. A section is an individual flowsheet that contains related assessment and intervention
documentation. For example, VITAL SIGNS is a section within the Adult Quick View

band.

4. Cells are fields within the flowsheet where data is documented.
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@ PACS @) FormFast WFI
CSTLEARNING, DEMOTHETA
CSTLEARNING, DEMOTHETA
Allergies: penicillin, Tape

Menu

Patient Summary

> e
3 Uine sk Povces| Skin/Nare Check
< Adult Education sp02

Patient Informati % Blood ProductAdministration 5p02 site

Reference

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

% CareCompass B3 Clinical Leader Organizer s Patient List & Multi-Patient Task List ¥% Discharge Dashboard 53 Staff Assignment 5

Orders  Help

eamningLIVE |_

Tear Off M Exit FgfAdHoc Medical Record Request = Add « [#)Documents &4 Scheduling Appointment Book (s Discern Reporting Portal

- Ldc

DOB01-Jan-1937 MRN:700008216 Code Status:
Age:B0 years 3 D
GenderMale Dosing W: s

Process:

& Interactive View and 180

le Patient Task List

+ [ citical

Erow

[ Abnormal

[C]Unauth

[E High [ Fiag
w and 180 PAIN ASSESSMENT

Pain Modalties Resuft [Comments  |Fag |Date | Performed By
IV Drips
Insuiin Infusion —
Heparin Infusion LRCH 20-Nov-2017
&l G 15:38 PST

Apnea/Bradycardia Episodes
Mental Status/Cogntion

Sedation Scales

Provider Notfication
Environmental Safety Management
Activities of Daily Living
WMeasurements

Glucose Blood Poirt of Care
Individual Observation Record

Comfort Measures
Transfer/Transport
Shift Report/Handoff

Temperature Axillary
Temperature Temporal Artery
Temperature Oral
Apical Heart Rate
Peripheral Pulse Rate
Heart Rate Monitored
SBP/DEBP Cuff
Cuff Lacation

[ Mean Arterial Pressure, Cuff mmHg
Blood Pressure Method

JE@ Cerebral Perfusion Pressure, Cuff

4 Oxygenation
Respiratory Rate
Measured 025 (FIOZ)
Oxygen Activity
Oxygen Therapy
Oxygen Flow Rate

and Problems

& Adult

5pO2 Site Change
4 Modified Early Warning System
4 Temperature
Temperature Aillary
Temperature Temporal Artery
Temperature Oral
@ MEWS Temperature Score
4 Heart Rate
Apical Heart Rate
Peripheral Pulse Rate

% Intake And Qutput

o Advanced Graphing

o Restraint and Seclusion

o Procedural Sedation

< Adult Critical Care Lines - Devices

% Adult Critical Care Quick View

% Adult Critical Care Systems Assessment
o Dialysis Treatment Management

2

3 As an inpatient nurse at Squamish General Hospital, you may take care of any or all of the following
types of patients:

Adults
Pediatrics
Labour & Delivery

Newborns

1. Notice the list of bands that you see in your iView currently include:

Adult bands or Pediatric bands
OB bands

Antepartum/Antenatal bands

Note: The age of the patient will automatically default the system to display either Adult bands or
Pediatric bands. In this scenario you are looking after an adult patient, which is why you only see
Adult and OB bands. If your patient is a child, the system will default to display only Pediatric
bands.
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2. Click into these bands to familiarize yourself with the documentation content within them.

Note: It is not possible to omit the OB bands for male patients. As a nurse looking after a male

patient you just won’t need to click into any of these bands.

CSTHRCM, TWENTY x TC
‘CSTHRCM, TWENTY

Allergies: Allergies Not Recorded

Menu

Patient Summary

=
Documentation
Notes

+ Add
+ Add

+ Add
nd Problems

+ Add

Medication List

DA -Jan-1984
Age:34 years
GenderFemale

MRN:700008019
Enc:7000000016839
PHN:9876397108

~ | # Interactive View and 180

HEwwyTdHEE X

Code Status:

Dosing Wi:

4= List = | i Recent - _ - el

Process:

Isolation:

Location:SGH MS; 109; 01
Dis Enc Type:Inpatient
end

Trevor, MD

B Print & 1 hours 59 minutes ago

< Adult Quick View o i
-~
Modfied Eary Weming System = . . . o
PAIN ASSESSMENT. Find Item| O Critical [0 High [ Low [0 Abnormal [ Unauth [J Flag And or
Pain Modalties
IV Drps
Insulin Infusion i (2 TS A~
Hepain Infuson il [ 13:27 ps1
Apnea/Bradycarda Episodes
Mertal Status/Cogrition Temperature Aillary
Temperature Oral
Sedation Scales
. w Apical Heart Rate
Provider Notfication et
<« Adult Systems Assessment eripheral Fulse Rate
< AdUItLi Dy SBP/DBP Cuff
S AdultLines - Devices Cuff Location
% Adult Education [ Mean Arterial Pressure, Cuff
< Blood Product Administration Blood Pressure Method
Intake And Output Central Venous Pressure
- d Graph SBP/DBP Supine
S Advanced Graphing Pulse Supine
@ Restraint and Seclusion SBP/DEP Siting
o Procedural Sedation Pulse Sitting
& 0B Triage SEP/DBP Standing
v Pulse Standing
< Antepartum e
< Antenatal Testing Respiratory Rate
& Labour and Delivery Measured 02% [FIO2)
< Newbom Delivery Data Owgen Adivity
) Oxygen Therapy
& OB Recovery and Postpartum Oepgen Flow hute
< 0B Special Assessment Skin/Nare Check
OB Systems Assessment spo2 .

PO782 TFST NUIRSFRURAI

Fridav. 0?-Februarv-2018 13:27 PST

Note: Maternity documentation and functionality will be covered in the OB workbook.

“. Key Learning Points

Nurses will complete most of their documentation in iView

iView contains flowsheet type charting

As an Inpatient Rural — Nurse, you will see documentation content for adults, pediatrics and
maternity patients in iView
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3 Activity 7.2 — Documenting in Interactive View and 1&0

1 Let's practice documenting in iView:

1. Click on the Adult Quick View band and then click on the Vital Signs section.

2. In the flowsheet on the right, double-click the blue box next to Vital Signs,
section to document in several cells. You can move through the cells by pressing the Enter
key.

3. Document using the following data:

e Temperature Oral = 36.9

Peripheral Pulse Rate =91

SBP/DBP Cuff = 140/90
Mean Arterial Pressure, Cuff = 107 (Auto populated result)

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

e Respiratory Rate =16

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

e Sp02=99

e SpO2 Site = Hand

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

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

4. To sign your documentation, click the green checkmark icon 4
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(CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task Edit View Patient Chart Links Options Documentation Orders Help

ES Clinical Leader Organizer ’;Y‘ Patient List &3 Multi-Patient Task List

; CareCompas: 5 Discharge Dashboard &3 Staff Assignment

@ PACS Q) FormFast W1 | _| { 3 Tear Off H]l Bt g AdHoc MMIMedication

CSTLEARNING, DEMOTHETA

CSTLEARNING, DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Code Status: Process:Falls Risk

Age:B0 y Enc:7000000015058 Dis

Allergies: penicillin, Tape Gend PHN: Dosing Wt: Isolation:
Menu < - | #&_Intarartive View and 1&0

Patient Summary = 41 e

Orders

eamingLIVE |

&PMc T ate = ¥ Medical Record Request 4 Add » [ Documents &4 Scheduling Appointment §

=]

Single Patient Tas

VITAL SIGNS
= SIS Find ftem + [citical  [High [low [[Abnormal [Unauth [T Flag
Interactive View and I8:0 PAIN ASSESSMENT

Pain Modalities Resutt |Comments  |Flag__ | Date | Performed By
Results IV Dips
nsuln Infusion —
cumentation Heparin Infusion ] 3}@
Apnea/Bradycardia Episodes AL SIGNS.
Mental Status/Cognition
Temperature Axillary
Sedation Scales
Temperature Temporal Artery
Alerg Provider Hotfication T
emperature Oral 369
Ermvevementsd SofulyjHemoaner Apical Heart Rate
s and Problems Activiies of Daly Living
Peripheral Pulse Rate 91
Measurements Heart Rate Monitored
Glucose Biood Point of Care corr ete Monitore
SEP/DBP Cuff mmH} 1407
nect Indivicual Observation Record Cm’ Loeation 1a0m0
@ R ?"”“:‘ y_f“”"“ﬁ Mean Arterial Pressure, Cuff mmH{ 107
Sh’ﬂ'f"' i :L“”dm Bl00d Pressure Method
Report/Han Cerebral Perfusion Pressure, Cuff  mimH
4 Oxygenation
Respiratory Rate br/mig 6
Measured 02% [FIOZ)
Oxygen Activity

Oxygen Therapy Nasal cann.

Oxygen Flow Rate
%
g/ Adult Systems Assessment Skin/Nare Check

Medicati + Add < Adult Lines - Devices <p02 =

Patient Information 9 Adult Education 5pO2 site Hand 3
Reference 9 Blood Product Administration 5pO2 Site Chan
; Modified Early Warning System

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

-~ OOROEIIE Oparad by Testloas. Sorse
Tosh Tdt Ve Prtimt O Lisks Oyl Docwmenisbon Ovdes Help
15 ComCamprnt 15 Clowcol Loadur Orgoret § Prtoert Lt 5 Mt Putient Toik 1t 1 Onscharge Dnhboant 52 et Acgromnd 15 Lowmengi VE

QP40 Qromdust | T w0 st A0t BBVt Admmatiaton & PM Commution + o Communcats + ) Madcl hacord Regonst & Add + B Docummnts 88 Schaiding Appowmmmnt Bock ol Dacamn Raposing Portsl

Frockafal Location LGH 66 824 04
0 v

SHaw /72000 mx

| Aot G Vi 1B ———
F::xnmn— o= ) PG i’ Unesh g i WO
| ASSESMENT
o A I I | | ome
u e
- N s esf sesemn
AL N
[v—pv—
Tomperamnas Tempons arary
Tempacature Cvu e
Al it Rate
Pergnacnl hsve dare ™
Ghose Bond Port of Con et Bats Montoced
el st Pt 28008 Curt 1090
Lt Vam rer. O Locaman
Yo Tt 1 i Araras Presae, ot W

P P, et

Meaiurnd 0% 9903

ot e

| i
L ————— ﬂ

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

1. Click the Adult Systems Assessment Band in iView
2. Click the Genitourinary section in the Adult Systems Assessment band
3. Notice that there is nothing in this section that you can see about bladder scanning

4. Click the Customize View icon K to search for a section regarding bladder scanning

% Adult Quick View

% Adult Systems Assessment
NEUROLOGICAL
Morse Fall Scale
Fall Prevention Interventions
Post Fall Evaluation
Pupils Assessment
Glasgow Coma Assessment
CIWA-Ar
Meurovascular Check
Neuromuscular/Extremities Assessment
CARDIOVASCULAR
Cardiac Rhythm Analysis
Fulses
Edema Assessment
Facemaker
RESPIRATORY
Breath Sounds Assessmert
Mobilization of Secretions
Ventilation Assessmert
VAP Bundle
Ventilation
GASTROINTESTINAL

il

[ cewmoummary 2 |

: GENITOURINARY
@Urinam Symptoms Reported

Urinary Elimination

Urine Voided

Urine Amount Unmeasured

Patient Voided, Unknown Amount

Episodes of Bladder Accident

Diaper/Brief Check

Last Wet Diaper/Brief

Urine Colour/Characteristics

Urine Odour

Eladder Distention

Last Menstrual Period

Menses Present

4 Genitalia Assessment

INTEGUMENTARY
Braden Assessment
Incision, Wound/Skin/Pin Site !
MUSCULOSKELETAL Activity
PSYCHOSOCIAL Mability

Nutrition

Friction and Shear

At ] Bl @@Bladin Score

e

m + [DCritical [High [CLew [ClAbnormal  [C] Unay
| Result ‘Cummerﬂs |F|ag | Date
&F 01-Dec 2017
4 % 16:07 PST

5. A Customize window opens displaying all the content within the Genitourinary section.

Click the Collapse All button to see all of the section names at a glance.

| CSTLABRECURRING, ELLA - 700003104

X5

Customize | Preferences I Dynamic Group§|

Display Name

4 GENITOURINARY
Urinary Symptoms Reported
Mecturia Number of Times
Urinary Elimination
Urine Voided
Uring Amount Unmeasured
Patient Voided, Unknown Amount
Episcdes of Bladder Accident
Diaper/Brief Check
Last Wet Diaper/Brief
Urine Colour/Characteristics
Uring Odour
Bladder Distention
Last Menstrual Period
Menses Present
Vaginal Packing

Fanitaliz Arearcmmant

On View

ORANNERARAENAREERE

Default Open =
O

a m

Search for [tem:

In Section:

4

5 =TTy

OK

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

7. Click OK
5| CSTLABRECURRING, ELLA - 700003104 =
Customize | Preferences | Dynamic Groups i
Display Name On View Default Open =

» Ventilation O L
» Respiratory Evaluation Scores O O +
» GASTROINTESTINAL s
b GI Ostomy O O
» Enema Administration O O
» GENITOURIMARY O
» Genitalia Assessment O O
¥ Urinary Diversion O O
»_Bladder Scan/Postvoid Residual [
» INTEGUMENTARY O
¥ Braden Assessment
» Incision/Wound/Skin/Pin Site O
» MUSCULOSKELETAL O
» Musculoskeletal Intervention O O 5
» PSYCHOSOCIAL
» Ongoing Columbia Suicide Severity Rating O O L
4| 1 +

Search for Itemn: -
In Section:

Collapse All | [ Expand Al ] Thancel |

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

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

10. Document the following assessment findings:

¢ Random Scan Bladder Volume = 300

e Press Enter on the keyboard and click green checkmark icon ¥ to sign your
documentation
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o Adult Systems Assessment
NEUROLOGICAL Find Item) v [FlcCritical [ Higt Low
Morse Fall Scale
Fall Prevention Intervertions Resul [Comments  ]Rag
Post Fall Evaluation
a0 5 01-Dec-2017
Glasgow Coma Assessment ¢ -Dec-2
CIWA A H i ¥ 16:26 psT
Neurovascular Check 4 GENITOURINARY
Neuromuscular/Extremiies Assessment @ Urinary Symptoms Reported
CARDIOVASCULAR Urinary Elimination
Cardiac Rimythm Analysis Urine Voided
Pulsas Urine Amount Unmeasured
Edema Assessment Patient Voided, Unknown Amount
Pacemaker Episodes of Bladder Accident
Diaper/Brief Check
Last Wet Diaper/Brief
Urine Colour/Characteristics
Urine Odour
Bladder Distention

Last Menstrual Period
Menses Present

4 Genitalia Assessment
__ Madder Scan/Postvoid Residual
1=\ (sl Voided Within 15 Minutes Prior to Scan
Braden Assessment " Post Void Bladder Volume
Incision/Wound/Skin/Pn Ste Random Scan Bladder Volume
MUSCULOSKELETAL Was Patient Catheterized
PSYCHOSOCIAL Post Void Residual Catheterization ...

“. Key Learning Points

Documentation will appear in purple until signed. Once signed, the documented text will become
black and be recorded to the patient chart

The latest documentation displays in the left most column

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

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

Use the Customize View icon E to find additional documentation that isn’t automatically visible
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& Activity 7.3 — Change the Time Column in iView

If you have completed Nursing Emergency workbook, you may skip over this activity

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

1.

2.

5.

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

Click the Insert Date/Time icon Fﬁll

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

0700.
Press the Enter key

~ |# Interactive View and 1&0

PAIN ASSESSMENT
P s

IV Drps

Insuin Infusion

e:

Heparin Infusion
Apnea/Bradycarda Episodes
Mental Status/Cognition
‘Sedation Scales

Provider Notification
Environmental Safety Management
Activties of Daly Living
Measurements

Glucose Blood Point of Care
Individual Observation Record
Comort Measures
Transfer/Transport

Shit Report/Handof

o Adult Systems Assessment
o Adult Lines - Devices.

o Adult Education

% Blood Product Administration

@ Intake And Output

% Adult Quick View I
! Modied Early Waming System [Find kter]

v [critical FlHigh Fllow  [FAbnormal  [Funauth  FFlag ©And ©Or

[Comments  |FAea |Date [Performed By

Temperature Axillary
Temperature Temporal Artery
Temperature Oral
Apical Heart Rate
Peripheral Pulse Rate
Heart Rate Monitored
SBP/DEP Cuff
Cuff Location

Mean Arterial Pressure, Cuff
Eﬁ\ond Pressure Method

Cerebral Perfusion Pressure, Cuff
4 Oxygenation

Respiratory Rate

Oxygen Activity
Owygen Therapy
Oxygen Flaw Rate
Skin/Nare Check
5p02
5pO2 Site
5pO2 Site Change
4 Modified Early Warning System
4 Temperature
Temperature Axillary
Temperature Temporal Artery
Temperature Oral

06-Dec-2017

120780

5 da

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

- A
o

Allergies: pemicillin, Tape
Mews

5 CareCompun J} Choncal Lunder Oguncmr § Petient Lt 33 Multi- Pt Tash Lt 5 Discharge Oimidbound 53 S0t Ausgmment Iy LesmmgUNE |

. ) Madical Racord Regenst 4 A8t = W

@D Ceredent Pertunon Prinue Cult

Soen | Temperstore huiiory
Seduton Leaneutal
i Sl bt i | remperatins com s ws |
o Ooly Wossasa | e
Atvan e Froonenm Puse Rate "
Hend Bate Mantsred
Ghucone Bood Port of Cve | sancescun e
CuM Location
o~ T tean Artenst Prersure, Curt 20
e el 5

“. Key Learning Points

Documentation time can be adjusted in iView

If required, you can create a new time column and

document under a specific time
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If you have completed Nursing Emergency workbook, you may skip over this activity

1

Dynamic Groups allow the documentation and display of multiple instances of the same
grouping of data elements. Examples of Dynamic Groups include wound assessments, |V Sites,

and more.

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

insertion.

1. Click on the Adult Lines — Devices band

2. Now that the band is expanded, click on the Dynamic Group icon L& to the right of the

Peripheral IV heading in the flowsheet.

P cs DEMOTHETA - pened by TestUser, Nurse
sk Edit View Patient Chart Links Options Documentation Orders Help
5 anizer 4 Patient List &3 Mutti-Patient Task List £ Discharge Dashboard &3 Staff Assignment 5 LearningLIVE |

on
CSTLEARNING, DEMOTHETA  x

CSTLEARNING, DEMOTHETA DOB:01-Jan-1937
Age:80 years

Allergies: penicillin, Tape Gender:Male
i< - |t Interactive View and 180

Code Status:

Dosing Wt Isolation

ion - g Communica edical Record Request 4 Add - 6] Dacumen its B Scheduling Appointment Book il Discern Reparting Porta

v [Ccritical [JHigh [Elow [Abnormal  [[lUnauth [Flag

[Resutt [Comments  [Fag  [Date | Perfomed By

3. The Dynamic Group window appears. A dynamic group allows you to label a line, wound,

or drain with unique identifying details.

Note: You can add as many dynamic groups as you need for your patient. For example, if

a patient has two peripheral 1Vs, you can add a dynamic group for each IV.

Select the following data to create a label for your IV:

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

e Peripheral IV Laterality: Left

e Peripheral IV Catheter Size: 20 gauge
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) CSTLEARNING, DEMOTHETA - 00003216 Opened by Testlser, Nurse

CSTLEARNING, DEMOTHETA

Allergies: penicillin, Tape

o Adutt Education
% Blooa Product Administration
 Intaee And Output

 Advanced Graphing

% Resiaint and Seclusion

5 Procedural Sedation

g Adult Crifical Care Lines - Deices

5 Adult Crifical Care Quick View

w5 Adult Crifical Care Systems Assessment
B | oisisis

Sups
Upper am
st

Paripheral IV Lateraity:

TRANSFORMATIONAL
LEARNING

5. The label created 4 =Peripheral Forearm Left 20 gauge=  Wil| display at the top, under the Peripheral IV
section heading. Now other users will know which dynamic group represents this particular

V.

6. Double-click the blue box next to the name of the section to document in several

cells. You can move through the cells by pressing Enter on the keyboard.

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

e Activity = Insert

e Patient Identified = Identification band

e Total Number of Attempts =1

e Line Insertion = Tourniquet

e Line Status = Flushes easily
e Line Care = Secured with tape

e Site Assessment = No phlebitis/infiltration present, catheter patent
e Dressing Activity = Applied
e Dressing Condition = Intact

7. Click green checkmark icon ¥ to sign your documentation. Once signed the label will be
accessible for other clinicians to complete further documentation within the same dynamic

group.
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CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task Edit View Patient Chart Links Options Documentation Orders Help

i B% CareCompass E% Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List 2 Discharge Dashboard &3 Staff Assignment EZ LearningLIVE |

i @ PACS @) FormFast WAL _| i T Tear OFf ]l Bxit 8§ AdHoc IMIMedication Administration &, PM Conversation ~ 3 Communicate ~ [ Medical Record Request = Add - [ Documents B Scheduling Appointmer
CSTLEARNING, DEMOTHETA =

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

Age: B0 years Enc:7000000015058

Allergies: penicillin, Tape Gender:Male PHN 9824 Dosing Wt:

Menu <

Falls Risk

Disease:
Isolation:
~ | Interactive View and I&0

Patient Summary =, [ A T LR
0

Patient Task List TN T ]
o Adult Systems Assessment
MAR <« Adult Lines - Devices ~ [Ecitical [FHigh [Dlow [DAbnormal  [JUnauth [[Flag
Interactive View and [8:0 Peripheral IV == [Commerts |Flag | Daie [Performed By
Subcutaneous Catheter
Certral Line
Pain Modalties 24_Nov-2017
Urinary Catheter ¥ 09:44 PST
Gastrointestingl Tubes 5
Ateriovenous Fistula/Graft
v ‘Waming/Cooling Insert
<> Patient Identified Identificati...
<> Total Number of Attempts 1
< Unsuccessful Attempt Site <
<> Line Insertion Tourniquet
Line Status Flushes easily
Line Care Secured wit...
<&@ site Assessment
Site Care
Dressing Activity Applied
Dressing Condition Intact
Patient Respanse |

& Adult Education

& Blood Product Administration
& Intake And Output

< Advanced Graphing

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

¢ indicates the additional documentation cells that appear as a result of these responses
being selected. These cells are not mandatory.

2 When a line/tube/drain is documented as ‘insterted’ you will see it display in the
Lines/Tubes/Drains Summary Page from the Menu.

1. Click on Lines/Tubes/Drains Summary from the menu

2. Notice that the Peripheral Forearm Left 20 gauge IV is now listed here with the insertion
date and time listed, as well as where the line was placed (Unit Origin).

3. Look at the screenshot below. Notice that the Lines/Tubes/Drains Summary page
displays information about any Active or Discontinued Lines/Tubes/Drains that have been
documented on for your patient. Here you see when and where the line was inserted, how
long it's been insitu, the indication, other details and the site exam.
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TESTCSTSQ. TEN TEN 584 Code Status:
Allergies: Peanuts, Taps Dosing Wt
ad - A Summar; ¥ <> 0 minutes age
AR RR AR 0% ~ OO
Ecandal Ly

Active (4) B

4 Lines (3)

4 Periphersl 1V's (1)

¥ Urinary Cathater (1)

T 5

Last 30 Days
A Tubes (1)

4 Gastric Tubes (1)

Gastrointestinal Tuba Type - Mare, it 0BI0212015 0345 0Days OHs 47 Mins  SGH Squamish | SGHMS |
Masogastric (HG) lube 10

-~ Pangharal IV Cathter Type: - Lef, Antecutital 09022018 08:56. 0Days: QWS 48MnS  SGH Squamish | SGH MS
Pergheral 11110
A Centsal IV (1)
-~ Coniral Lina Accsss Typs: Contral  Triola Right, Intsmal jugular vein  0/02(2018 08:56. 0Days: OHrs: 49Mins  SGH Squamish | SGH MS Cantral Ling Site 4
venous catnster 111101 Candition: No
compiications
b Artaisl Line (1)
4 Tubes (1)

G Tube Site Condibon Ho -
complications

4. Click on Z*®™™2 and the system will take you back to the iView section for further

documention.

3 You can inactivate a dynamic group when it is no longer in use, such as when a drain or tube is

removed.

Let’s say your PIV has been discontinued. To inactivate your Pheripheral Line dynamic group

complete the following steps:
1. Document that the line was discontinued using the following date:
e Acivity = Discontinued
¢ Removal = Catheter intact, no resistance

¢ Removal Reason = No longer indicated

2. Click green checkmark icon ¥ to sign your documentation

Menu - | f Interactive View and I&0
Patient Summary =y [ @ 2 BE&Ex
Orders
- ick Vi —
Single Patient Task List & Adult Quick L)
@ Adult Systems Assessment
MAR « Adult Lines - Devices Find Ttem| ~ [Dcritical  [High L

| Comments

Peripheral IV [Fesut
[

Subcut Cathet:
Interactive View and 18:0 Hheiianeaus =

Central Line

Results Review Pain Modalties

_ Urinary Catheter 14:13 PST
Documentation &= Add Gasrontesn lubes [T
Medication Request Arteriovenous Fistula/Graft A Peripheral Forearm Left..

— v Waming,/Cooling G Activity Discontinued

el < Removal Catheter intact, no resi..
Allergies =+ Add £» Removal Reason Mo longer indicated
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3. Right-click the dynamic group label = 4 =Peripheral Forearm Left 20 gauge=  gnd select Inactivate.

T
2 Peripheral Forearm Left 20 gauge
&y Lclivity Expand
Line Status CO”ap;e
Line Care Close
< site Assessment :
Site Care Remove
Dressing Activity View Result Details...
Dressing Condition o
Patient Response CELTEE
| Inactivate
Unchart... 3

4. The section is now greyed out and inactive for documentation.

A Peripheral Forearm Left 20 gauge
& Adtivity

Line Status

Line Care
@Site Assessment

Site Care

Dressing Activity

Dressing Condition

Patient Response

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

4 If you accidently inactivate the wrong dynamic group you can re-activate the dynamic group.
To do this:
1. Right-click the dynamic group label for the Peripheral Forearm Left 20 gauge, select
Activate.
4 Peripheral Forearm Left 20 gauge
@hdwlw Expand
Line Status Collapse
Line Care Close
@Site Assessment
Site Care Remove
Dressing Activity | ils...
Dressing Condition -
Patient Response Activate
Inactivate
Unchart...

You and other users can now access this dynamic group for further documentation.

Note: Any user can re-activate an inavtive dynamic group if necessary.
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Key Learning Points

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

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

When a line, tube or drain is removed, it should be documented as discontinued and the
dynamic group should be inactivated so that other users know not to keep documenting on it.

Right click to activate the dynamic group. Any user can activate an inactive dynamic group.
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& Activity 7.5 — Modify, Unchart or Add a Comment in Interactive View

Rate value. Let’s modify the Peripheral Pulse Rate.

1. Click on the Vital Signs section heading in the Adult Quick View band

2. Right-click on the documented value of 91 for Peripheral Pulse Rate

3. Select Modify...

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

Task Edit View Patient Chart

areCompas:

CSTLEARNING, DEMOTHETA
CSTLEARNING, DEMOTHETA

Tape

Interactive View and [8:0
Result:

cumentat

+ Add
nd Probl

Links

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Options  Documentation

Clinical Leader Organizer ;p Patient List &3 Multi-Patient Task List

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

Orders.

Help

MRN:700008216 Code Status:
Enc:7000000015058

Daosing Wt:

# Interactive View and 180

ischarge Dashboard &3 Staff Assignment

earmingLIVE |

Isolation:

P @QPACS @ FormFast WFL _ | 7 Tear OFf Hfl Edt % AdHoc Il Medication Administration & PM Conversation = 3 Communicate ~ 5] Medical Record Request = Add - /] Documents # Scheduling Appeintment Book (s Discern Reporting Pd

4= List = | g

Locati

H 6E; 6

Enc Typednpatient

Attending:|

svea, Re

o Full sc

PAIN ASSESSMENT

Fain Modalties

IV Drips

Insuiln Infusion

Heparin Infusion
Aprea/Bradycardia Episodes
Mental Status/Cagrition
Sedation Scales

Provider Notification
Envirermental Safety Management
Activities of Daily Living
Measurements

Glucose Blood Point of Care
Individual Observation Record
Comfort Measures

Trensfer/ Transpart

Shift Report/Handoff

Temperature Asillary
Temperature Temporal Artery
Temperature Oral

Apical Heart Rate

Peripheral Pulse Rate

Heart Rate Monitored
SBP/DBP Cuff
Cuff Location
Mean Arterial Pressure, Cutt
Eﬁlood Pressure Method
Cerebral Perfusion Pressure,
4 Oxygenation
Respiratory Rate
Measured 02% (FIO2)
Ouunen Artivity

Cuff

v [citical  [[High [low  [JAbnermal  [[JUnauth  [C1Flag
Result |Comments __ |Flag__ | Date | Performed Bv
Add Result.
Tk 22.-Nov-2017 -
kel §% o Citos View Result Details...

View Comments...
View Flag Comments..
View Reference Material...
View Order Info...

View History...

Modify.

Unchart..

Chenge Date/Time..
Add Comment..
Duplicate Results

Clear

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

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

Task Edit View Patient

5 CareCompass

i @ PACS @) FormFast WFI

CSTLEARNING, DEMOTHETA =

CSTLEARNING, DEMOTHETA

Allergies: penicillin, Tape

Chart  Links

FTear Off | Exit Fgf AdHoc

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

Options  Documentation

linical Leader Organizer ,;? Patient List &3 Multi-Patient Task List

Orders.

ischarge Dashboard &3 Staff Assignment

DOB:01-Jan-1937

- & Interactive View and 1&0
“w“HEvyIIREEx

MRN:700008216

- dc

Code Status:

Dosing Wt:

arminglIVE | _

Process:Falls Risk
Disease:
Isolation:

) Medical Record Request 4 Add « 8] Documents # Scheduling Appointment Book (e Discern Reporting Por

Location:LGH 6E: 6|
Enc Typednpatient
Attending:Plisv

4 List = | @

Ro

v
v

o Adult Quick View

VITAL SIGNS
Modfied Early Warming System
PAIN ASSESSMENT

Pain Modalties

IV Drips

Insuiin fusion

Heparin Infusion
Apnea/Bradycardia Episodes
Mental Status/Cogrition

Sedation Scales

Provider Notfication

Envirormental Safety Managemert
Activites of Daly Living
Measurements.

Glucose Blood Point of Care
Individual Observation Record
Confort Measures

Transfer/ Transport

Shift Report/Handoff

@

Resutt

+ [ Critical

[EHigh

|Comments

[ Low

[[labnormal  [[]Unauth  [7]Flag

|Flag__|Date |Performed By

g:‘ﬁ'

4 VITAL SIGNS
Temperature Axillary
Temperature Temporal Artery
Temperature Oral
Apical Heart Rate
Peripheral Pulse Rate
Heart Rate Monitored
SBP/DBP Cutf
Cuff Location

Mean Arterial Pressure, Cuff
Blood Pressure Method

Cerebral Perfusion Pressure, Cuff
4 Oxygenation

22-Nov-2017

4 08:33PST 08:16 PST  07:00 PST
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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, a set of vital signs is charted in the wrong patient’s chart.

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

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

Allergies: penicillin, Tape

Pati

mmary

ent Task List

=+ Add

Interactive View and 18:0

and Problems

=+ Add

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

& PMC

- L4c

PH

MRN:700008216
Enc7000000015058

Code Status:

4 Dosing Wt:

: CareCompass Eg Clinical Leader Organizer 4 Patient List 53 Multi-Patient Task List E5 Discharge Dashboard 43 Staff Assignment E% LearningLIVE |_
PACS (@) FormFast WFL _| { T Tear Off 3 Exit §AdHoc
CSTLEARNING, DEMOTHETA
‘CSTLEARNING, DEMOTHETA

Dise
Isolation:

Process:Falls Risk

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

. Full screen

Modfied Eary Waming System
PAIN ASSESSMENT

Pain Modalties

IV Dips

Insuiin Infusion

Heparn fusion
Aonea/Bradycardia Episodes
Mental Status/Cogrition
Sedation Scales

Provider Notification
Environmental Safety Managemert
Activiies of Dally Living
Measurements

Glucose Biood Pairt of Care
Individual Observation Record
Confort Measures

Transfer/ Transport

Shift Report/Handoff

Temperature Aillary
re Temporal Artery

JFind item] ~ [Gitical [High [[low [Abnormal  [FUnauth  [7]Fla ©And @ 0r
o 9
Result |Comments |Fag  |Date | Performed B
Add Result...
% 22-Nov-2017
o % 08:34 PST|_ 08:16PST | 07:00 PST, Ve R B

View Comments...

View Flag Comments

Temperature Oral

View Reference Material...

Apical Heart Rate
Peripheral Pulse Rate
Heart Rate Monitored
SEP/DEP Cuff
Cuff Location
Mean Arterial Pressure, Cuff
Emwd Pressure Method
Cerebral Perfusion Pressure, Cuff
4 Oxygenation
Respiratory Rate
Measured 02% (FIO2)
Oxygen Activity

View Order Info...

50
mmHg 140/90

mmHg 107

View History...

[ Unchart E

Add Comment..
Duplicate Results

Clear

3. The Unchart window opens, select Charted on

down.
4. Click Sign

Incorrect Patient from the reason drop-
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CSTLEARMING, 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 ¥5 Discharge Dashboard &3 Staff Assignment ¥5 LeamingLIVE |_

QU PACS Q) FormFast WL _ { 0: Tear OFf ] Bxit B AdHoc Wl Medication Administration & PM Conversation - L Communicate ~ 3] Medical Record Request =+ Add ~ (8] Documents B4 Scheduling Appointment Book fa Discern Rep

CSTLEARNING, DEMOTHETA  x 4= List

CSTLEARNING, DEMOTHETA MRN:700008216 Code Status: Process:Falls Risk Location:L{|
Age:80 years Enc:7000000015058 Disease: Enc Typeln||
Gend ale PHN:9876469824 Daosing Wi: Isolation: Attending:P

- |#& Interactive View and I&0
Patient Summary v EH ey 00 HER %

Orders

Unchart - CSTLEARNING, DEMOTHETA - 700008216

< Adult Quick

Single Patient Task i

v VITALSIGN:
WModfied Ea
v’ PAINASSEY
Pain Modait
IV Diips
Insulin Infusi
Heparin Infu
Medicati i Apnea/Brady
Mental Statu
Sedation Sc:
Frovider Noti
Envionmentg
Diag and Problems Activiies of
Measuremen]
Glucose Blo
CareConnect Individual O!
Confort Mea:
Transfer/Tra
Shift Report

Unchart | Date/Time Ttem Result Reason Comment
24-Nov-2017 07:00 PST  Temperature Oral 37.5DegC  Charted on Incorrect Patier

MA

Interactive View and 180

umentatic

Allergies + Add

Reason

Charted on Incorrect Patient -

Comment

Growth Chart

Immun

/Tubes/Drains Summary

ummary

icati & Add \EM"“ - B WNEWS. Fate score
R 4 Blood Pressure
nation o Adult Education SBR/DBP Cuff mmHg 140/90
o Blood Product Administration @@ MEWS Systolic Blood Pressure Score
4 AVPU
& Intake And Output wveU
% Advanced Graphing [ MEWS AVPU Score
@ Restraint and Seclusion 4 MEWS Total Score

@ Procedural Sedation (@ MEWS Total Score
T — 4 Situational Awareness Factors

5. You will see In Error displayed in the uncharted cell. The result comment or annotation icon

D will also appear in the cell.

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

CareCompass B Clinical Leader Organizer s Patient List &3 Multi-Patient Task List B Discharge Dashboard 53 Staff Assignment B LearningLIVE |

: (@ PACS Q) FormFast WFI |_

CSTLEARNING, DEMOTHETA =

CSTLEARNING, DEMOTHETA DOB:01-Jan-1937 MRN:700008216 Code Status: Process:Falls Risk
Enc:7000000015058 Disease:
Allergies: penicillin, Tape PHNS Dosing Wi: Isolation:

ZTearQﬁ ﬂlaﬂt %AdHoc il Medication Administration & PM Conversation - L3 Communicate ~ (] Medical Record Request 4+ Add ~ EDocuments B Scheduling Appointment Book i Di

Menu
Patient Summary
< -

Single Patient Tas CEPLIHEL 2 E

VITAL SIGNS
MAR Modified Early Waming System v [CCritical  [[JHigh [CJLew [[]Abnormal [[]Unauth []Flag

o PAIN ASSESSMENT
TS NS Pain Modalties Result [Comments _ |Feg__|Date [ Perfomned By
Iis Revie IV Drips:

Insulin Infusion

Documentation Heparn fuion 22-Nov-2017
% 08:37 PST| 08:16 PST | 07:00 PST

Medication = Apnea/Bradycardia Episodes 4 VITAL SIGNS

Mental Status/Coanition

Temperature Axillary
Sedation Scales B
emperature Temparal Artery

Provider Netfication Temperature Oral 369 | InEror

Environmental Safety Management Apical Heart Rate :

Activities of Daily Living .

eripheral Pulse Rate 80
Measurements
Glucose Blood Point of Care Heart Rate Monitored
SBR/DEBP Cuff g
Individual Observation Record /D8P C . 13010
Comfort M Cuff Location
ort Measures Mean Arterial Pressure, Cuff mmHg! 107
Transfer/ Transport
- i Blood Pressure Method

Form Browser Cerebral Perfusion Pressure, Cuff mmHg|
Growth Chart 4 Oxygenation
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3 Acomment can be added to any cell to provide additional information. For example, you want to
clarify that the SpO2 site that you documented was on the patient’s right hand.

Let’s add this comment.

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

areCompass

PACS ) FormFast WFI

CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse
Task Edit View Patient Chat Links Options Documentation Orders Help
H linical Leader Organizer 4 Patient List &l Multi-Patient Task List
Tear OFf L Exit B AdHoc Wl Medication Administration & PM Conversation = g Communicate ~

CSTLEARNING, DEMOTHETA

CSTLEARNING, DEMOTHETA

Allergies: penicillin, Tape
Menu

Patient Summary

Orders
Single Patient Task List
MAR

Interactive View and 1&0

entatio

Medication Request

=+ Add

and Problems

nnect
Clinical Research

Form Bre

es/Drains Summary

Medication Li
Patient Info

Reference

DOEB:01-Jan-1937

“EHEs» O d NN x

MRN:700008216
Enc:7000000015058

Code Status:

Dosing Wt:

Discharge Dashboard & Staff Assignment g LearningLIVE |_

D 5e:
Isolation:

o Adult Quick View

v’ Modfied Eary Warming System
V' PAIN ASSESSMENT
Pain Modaities
IV Drips
Insulin Infusion
Heparin Infusion
Apnea/Bradycarda Episodes
Mertal StatusCogrition
Sedation Scales
Provider Notfication
Envirormental Safety Management
Activiies of Daiy Living
Measuremerts
Glucose Blood Point of Care
Individusl Observation Record
Comfort Measures
Transfer/Transport
Shift Report/Handoft

% Adult Systems Assessment
@ Adult Lines - Devices

o Adult Education

< Blood Product Administration
o Intake And Output

o Advanced Graphing

@ Restraint and Seclusion

At

0o

v [ Critical

Result

[FIHigh  [FlLew  [C]Abnormal [ Un,

|Commerts  |Aag _ |Date

Temperature Axillary
Temperature Temparal Artery
Temperature Oral
Apical Heart Rate
Peripheral Pulse Rate
Heart Rate Monitared
SBF/DBP Cuff
Cuff Location
Mean Arterial Pressure, Cuff
Esmud Pressure Method
Cerebral Perfusion Pressure, Cuff
4 Oxygenation
Respiratory Rate
Measured 02% (FIO2)
Oxygen Activity
Qxygen Therapy
Oxygen Flow Rate
Skin/Nare Check
5p02

80

mmHg 140,9¢

mmiig 107

Hasal cani

5pO2 Site

Medical Record Request =+ Add - [ Documents B Scheduling Appointment Book (i Discem Reps

Add Result...

View Resutt Details.
View Comments..
View Flag Comments...
View Reference Material...
View Order Info...

View History..

View Defaulted Info...
View Calculation...
Recalculate...

View Interpretation
Reinterpret

Create Admin Note..
Chart Detail...

Not Done...

Flag
Flag with Comment...
Unflag

Unflag with Comment...

Enc Typednf|
Attending:Pl

) Or

5pO2 Site Change
4 Modified Early Warning System
2 Temperature
Temperature Axillary
E: E?

Lot

3. The comment window opens, type Right hand and

click OK.

Sp02 Site: Hand

Comment

Comment - C5TLEARNING, DEMOBETA - 700008215

Right hand]

K

i

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

indicating comments can be found ] wil display in the cell. Right-click on the cell and

select View Comments... to view a comment.

on Orders  Help

i § CareCompass B Chincal Leader Organzer § Pationt List &3 Mult--Patient Task Lat i} Discharge Dashboard 53 Staff Asuigament [l LearningtUIVE

{QPACS QFoemFat Wil . | T Tew OFf M) Bt g AsHoc BMIMedication A * ) Medical Record Reqoest + Add » 1 Documents 8 Schediing Apped
CSTLEARNING, DEMOTHETA  ~

CSTLEARNING, DEMOTHETA ~Jan-193 ProcessFalls Risk
s £0C7000000015058 Disease:

Allergies: penicillin, Tape 5 PHNSE76469824
v * & Interactive View and I&O

& PMC atica v 4G

22-Now. 2017

Hepan bkusion Xf 0839 95T 0816951 0700 5T
-
s Yo
Temperature Axitiary
Sedation Scales Temperature Temporal Artery
Provder ”“‘;: (| Tempernture Ora 39 InEmer
Apical Heart Rate
Achvies of D"” Useo Peripheral Pusse fate 0
Heart Rate Monitored
Ghucose Bood Port of Core SEP08P Cutt 14090
m‘“""“" Racond Cutt Location
T "“"‘T .. I8 Mean Artenial Pressure, Cutt 107
”"‘w"'/ P | Biooa Pressure Metnoa
Hndl 1 Ceredral Pedtusion Pressure, Cuft
4
Respiratoey Rate 16
Measured O2% 02
Onypen Actwity
N Adt Systems Assessment Openihernpy. i
en e
§Acut Lings - Devices s.'lfm,. Check

o Adut Education $p02 5
& Blood Product Administration Sp02 Site m
«me $p02 Site Change
Modified Earty Warning Systes —
Y Adnanced Graghing 4 Temperature u

“. Key Learning Points

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

A comment can be added to any cell in iView
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B PATIENT SCENARIO 8 — PowerForms

Learning Objectives

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

View and Modify existing PowerForms

SCENARIO

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

As an inpatient rural nurse, you will be completing the following activities:
Opening and documenting on a new PowerForm on an AdHoc or as needed basis
Viewing an existing PowerForm
Modifying an existing PowerForm

Uncharting an existing PowerForm
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3 Activity 8.1 — Opening and Documenting on PowerForms

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

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

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

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

1. Title of the current PowerForm you are documenting on

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

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

Admission History Adult -- CSTLEARNING, DEMODELTA E = I@

VEHO[EE e+ @

*Performed on:  27-Nov-2017 :B w2 =] PsT By: TestUser, Murse
General Informati - E g =
e remEten Violence and Aggression Screening 5

Bariers to Communication

Violence and Aggression Screening Additional Information
[ Mo i al this time

# [dvance Care Planning [ Previous history of violent bshaviour

[ Cunent physical agaression or vidlencs
] Curtent verbal thieats of physical violence
CSSRS Quick Screen ] Other:

CAGE-AID

Review Violence Risk Alert

m

& eliium Screen

Nicotine Dependence Assessment
a 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 Histary ] Attack on obiect

Procedure History [ Instrument of harm/weapon

] Physical ham (2.0, stikes, giabs)

] Physical threat

Urwanted sexual touch

] verbal agaression with another behawiour ar history of vidlence

Family History

] Werhal or wiitten threat of physical violsncs

] Otker

| #

Perceived Staff Approach Stressors Perceived Staff Stressors Additional Information

] Enforcing or authaoritative

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

[ Sudden or unanticipated approach

[ Task focus

] Unwelcome touch i

In this example you are going to document on the Advance Care Planning PowerForm.
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To open and document on a new PowerForm:

1. Click AdHoc "B AdHoc from the Toolbar. (Remember that AdHoc is your filing cabinet for
different forms.)

B et View Patient Chart Links Options Documentation Orders Help

{ B CareCompass [ Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List E Discharge Dashboard & Staff Assignment ¥z LeamingLIVE |_

: (@ CareConnect @ PHSAPACS (@ VCH and PHC PACS @ MUSE @ FormFast WF |_ ¢ T Tear Off i Exit| § AdHoc JWliMedication Administration & PM Conversation » 5 Medical Record Request 4+ Add ~ [ Documents 8 Scheduling Appointment Book
§ @ Patient Health Education Materials ) Policies and Guidelines ) UpToDate _ 1

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

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

[F) Ad Hoc Charting - CSTLEARNING, DEMOALPHA =s
B Admissiony Trande Dischaige I @ Admitsion Decharge Dulcomas Astssment
£ Asmsments I [ admission History 4.
3 Pedistiic Giowth Charts I O Admission Hinbory Pedistc
S A Berve 5 Ldvonco Care Pharri
I @ Basic Adwisson ndcemslicn
I @ Dischage Checkint

I~ @ Dischaige Coodinstor Assessment
D Discharge Plannieg Assessment
I @ Esprstion Recod

I @ Irfectiou: Disease Screering

I B Pie TraruteuTianspon Checkin
™ Transport Ticket

I @ Vahasbies and Belongngs

You want to document that your patient has an advanced care plan but it's at home and his
family will bring it in.

3. Fillin the following fields:

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

4. To complete PowerForm, click green checkmark icon ¥ to sign and then click the
Refresh icon .
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Advance Care Planning - CSTCD, QUEENSYLVIA = 2=
[N N =
ormed on:  27-Now-2017 = |Z| 1442 £ PST By: TestUser, Nurse
7 Advance Care Pig = it
- cvonco Coro 4 Advance Care Planning
] O res
Advance Care Plan ;E Patient Wishes to O No Documenting "Yes”
O Unablet +this i Receive Further automatically fires
nahie o answer at this ime Information on consult for follow up.
Advance Care
Planning
Type of Advance Advance Care Plan i Advance Care Plan
Care Plan ] Section 7 Standard Representative Agreement Details
] Section 9 Enhanced Representative Agresment
] advarce Care Plan Form
] Na Cardiopulmenary Resuscitation - Medical Order
[ Refusal of Blood Product
] Tissue, Body, or Organ Danation
] Other:
Location of Advance |C' Copy to be obtained from previous records Reason Copy Cannot
Care Plan ' Copy placed on paper chart Be Obtained
@ Family to bring in copy from home
O Awailable as scanned document in EHR
Documenting "Unable to [ Unable to obtain copy
obtain copy” automaticaly | Qther:
fires consuft for follow up.
=

< | [0 | »

In Progress

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

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

The AdHoc button “B4dHec in the Toolbar allows you to locate a new Powerform on an as
needed basis

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

Always Sign the PowerForm using green checkmark ¥ so that other users can see it in the
chart
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& Activity 8.2 — Viewing an existing PowerForm

1 Throughout your shift, you may need to view previously documented PowerForms.
FormBrowser is where you can find any PowerForm that has been signed by any user.

To view a PowerForm:
1. Select Form Browser from the Menu

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

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

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

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

(CSTLEARNING, DEMOTHETA - 700002071 Opened by TestUser, Nurse =8 b=a
Task Edit View Patient Chart Links Options Help
§ B CareCompass B Clinical Leader Organizer 4 Patient List 3 Multi-Patient Task List EZ Discharge Dashboard 53 Staff Assignment ¥ LeaminglIVE | _
§ i) CareConnect @), PHSAPACS @} VCH and PHC PACS @ MUSE @} FormFast WFI |_| i 781 Tear OFf Hfl Exit B AdHoc &PMC |8 Medical Record Request 4 Add ~ [ Documents # Scheduling Appointment Book
() Patient Heatth Education Materials £} Policies and Guidelines £} UpToDate _

RNII DEMO A ol
DEMO A DOB 9 RN:7000020
ge:40 yea 0000000

B -

Sortby: Form -

[H 22-Nov-2017 08:44 PST (Auth (Verified)) - TestCST, Nurse3 €D

E-2Nursing Discharge Checklist
| [H 27-Nov-2017 1552 PST (In Progress) - TestUser, Nurse E

PRODBC TEST.NURSE Menday, 27-Novenber-2017 16:02 PST

“. Key Learning Points

Existing PowerForms can be accessed through Form Browser

A PowerForm can have different statuses (e.g. Modified, In Error, Auth Verified and In
Progress)
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& Activity 8.3 — Modify an existing PowerForm

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

Note: If new or updated information needs to be documented, it is recommended to start a new
PowerForm and not to modify an already existing PowerForm.

Let’s modify the Advanced Care Planning form.
To modify a PowerForm select it from within Form Browser:

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

2. Select Modify

P All Forms
= Advance Care Flanning
| - |21-Nov-2017 15:49 PST (Auth (Verified)) - TestUser,

iew

| =-INOV=-2V - o]e d) - U U

[H 21-Nov-2017 15:20 PST (In Progress) - TestUser, NuI Modify d
12 21-Nev-20171533-PST (In Error) - TestUser, Nurse Unchart
- B Allergy Rule History

17-Nov-2017 14:48 PST (Auth ified)) - TestORD,
H o ol i Change Date/Time

3. Change the selection for Advance Care Plan from Yes to No
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[P) Advance Care Planning - CSTLEARNING, DEMOBETA E=H EoR ==
VEQ|EE s + @B 2
*Performed on:  272_Mew-2017 = El 1628 s psT By:  TestUser, Nurse
| ssvnce e il A jyance Care Planning [

O Yes
Advance Care Plan & Patient Wishes to © Neo Documenting "Yes™
T his Receive Further automatically fires
- 0 answer 3t this tine Information on consult for follow up.
Advance Care
Planning
Type of Advance [ Advance Caee Plan Advance Care Plan
Care Plan ] Section 7 Standsid Representative Agresment Details C

[ Section 3 Enhanced Representative Agreement
] Advance Cace Plan Fom

] Mo Cardiopulmonary Fesuscitation - Medical Ordes
] Rehusal of Blood Product

[ Tissue. Body, of Organ Donation

[ Other.
Location of Advance |0 Copy to be obtaned frofn pevios: iscaids Reason Copy Cannot
Care Plan (O Copy placed on papes chat Be Obtained

) Family to biing in copy from home

(O Avallsble 3z seanned document in EHR
Documenting "Unable to | Unable to obtain copy

obtain copy” automaticaly | giher

fires consult for folow up.

. n »
Auckl Alcgbiod)

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

icon .

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

“. Key Learning Points

A document can be modified if needed

A modified document will show up as (Modified) in the Form Browser
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& Activity 8.4 — Uncharting an existing PowerForm

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

To unchart the PowerForm, within Form Browser:
1. Right-click on Advance Care Planning

2. Select Unchart

EAII Forms
=) »_..~_.,‘ -November-2017 PST
08:30 PST Advance Care Planning (Modified) -

-] 1
- B Tuesday, 14-November-2017 PST vicw
[B 09:41 PST Nursing Discharge Checklist (Auth (V{ Modify
- B Thursday, 26-October-2017 PDT
[E 10:12 PDT Admission History Adult (Auth (Verifi History
u09:38 PDT Admission History Adult (Auth (Verifi :
- 7 Monday, 02-October-2017 PDT | [ ChangeDate/Time

3. The Unchart window opens.

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

[Pl Advance Care Planning (Unchart]|- CSTLEARNING, DEMOALPHA (=)
v o|lwm
*Peformed onc 21 Now-2017 1529 © PsT By:  TestORD, Nurse

Uneharting this form will change the status of all the results associated with this
1. form to'In Error’

Comment:

Nrong Poweﬂul[‘]

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

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

EEWednesda]r. 22-November-2017 PST
{ E B8:30-PST-AdvaneeCare Planning (In Error) -[TestORD, MNurse
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Key Learning Points

A document can be uncharted if needed

An uncharted document will show up as In Error in the Form Browser
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W PATIENT SCENARIO 9 — Document an Allergy

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

Document Allergies

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

Review allergies

Add an allergy
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& Activity 9.1 — Review Allergies

1 When your patient is admitted, you need to review his allergies. Allergies in the CIS carry forward
from previous encounters.

First notice that an allergy to Peanuts appears in the top left corner of the banner bar:

Task EGit View Patient Chart Links Navigation Help

¥ Clinical Leader Organizer $ Patient List 8 Multi-Patient Task List Tracking Shell (JCase Selection 38 Staff Assignment # LearningUIVE |_ | @ CareConnect € PHSA PACS @ VCH and PHC PACS @MUSE @ FormFast WFI

,.,
]
2

ETear Off # Exit WAdHoc MIMedication Administration i3 Medical Record Request & Result Copy TsRelated Records + Add + #Documents 8 Scheduling Appointment Book & Discem Reporting Portal & Conversation Launcher @ Patient Locator |
Q Patient Health Education Materials € SHOP Guidelines and DSTs Q UpToDate _

CSTLABMEKOEMPI, UT (U - - List = Recent - [ -
CSTLABMEKOEM! * JTWU DO08:13-Dec-1867 MRN:T00001810 Code Status Location:SGH MS; 107: 01
e 002633 sease:

Allergies: Peanuts Hr 108 Dosing W70 kg

Menu

You need to verify that Peanuts is still an active allergy for your patient and that it has been
recorded correctly in the CIS.

1. Click on the Allergies control from the Menu

2. The Allergies page opens and you note that the patient has an active, severe food allergy
to Peanuts

3. You confirm this information with the patient
4. Click the! MarkAll as Reviewed | button

5. Notice that the Reviewed date and the Reviewed By columns have been updated

¥ CareCompass s Clinical Leader Organizer § Patient List & Multi-Patient Task List Tracking Shell £ Case Selection & Staff Assignment i LearningLIVE |, | @ CareConnect @ PHSA PACS @VCH and PHC PACS @ MUSE @ FormFast WFI |,
ETear Off A exit WAdHoc 1 Medication Adminisiration 1 Medical Record Request 4 Result Copy [aRelated Records + Add - B Documents 8 Scheduling Appointment Book & Discern Reporting Portal 8 Canversation Launcher § Patient Locator
@ Patient Health Education Materials € SHOP Guidelines and DSTs & UpToDate

CSTLABMEKOEMPI, UTWU - » + List = recent - [ NS - ©
CSTLABMEKOEMPI, UTWU ¥ 5 o tus: Location:SGH MS: 107; 01
En

[ Mark All as Reviewed JE]

*add | Modif Mo Known Allergies | @ No Known Medication Allergies | # Reverse Allergy Check Display | Al

O, Substance Categury  Severty  Reactions Iwacion  Comments  Sowce  RescionSishs  Revewsd Revmnd 8y Sot.Onmst UpdatedBy

Na Known Allergies anm Concelen  07-Te0m20160. Testser 0o
Peanuts Food  Severs Active | 07-Feb-20180_ Testuser, Ru. or-reb-_JE

o

Note: Refer to your site policies for further information about patient allergies
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Key Learning Points

You can review patient’s allergies by accessing the Allergies control from the menu
Verifying Allergies with patients is an important part of the admission process

Clicking the | Mark All as Reviewed | button in the Allergies control lets other users know when the
patient’s allergies were last reviewed and by who
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& Activity 9.2 — Add an Allergy

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

1. From the Allergies page, click + Add

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

nical Leader Organizer 4 Patient List &3 Multi-Patient Task List E Discharge Dashboard &3 Staff Assignment £ Lean

@ PACs @ FormFastWrL |- § o Tear Off AL Exit g AdHoc I Medication Administratior
CSTLEARNING, DEMOTHETA  x

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

Age:80 years Disease:

Allergies: Allergies Not Recorded Gender:Male 2 Dosing Wi: Isolation
L - |#% Allergies

Process:

‘ No Known Allergies | (3No Known Medication Allergies | &¥Reverse Allergy Check Display Al -
Category Severi ity Reactions Interaction  Comments Source Reaction Status Reviewed Reviewer d By Est. Onset Updated By
penicillin Drug Mild Rash Patient  Active 20-Nov-2017 1337 PST TestUser, Nurse 20-Now-2017 T..

Drains Summary

2. Inthe Substance field type tape and click the Search icon .
Note: Yellow highlighted fields including substance and category are mandatory fields that
need to be completed.
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[P) CSTLEARNING, DEMOTHETA - 700008216 Opened by TestUser, Nurse

Task

Edit

View Patient

Chat  Links

CareCompass £ Clinical Leader Organizer
@ PACS @ FormFast WF |
CSTLEARNING, DEMOTHETA
CSTLEARNING. DEMOTHETA
Allergies: Allergies Not Recorded
Menu 2

Patient Summary

H1ear off A it 5 AdHoc

Allergy  Help
4 Patient List & Multi

Discharge Dashboard &3 Staff Assignment g Learning IVE |

& PM C it

Age:80 years
ale

v | Allergies

- LAcC -

MRN:700008216
Enc7000000015058
PHN

Code Status:

g wt:

Medical Record Request = Add ~ []Documents 4 Scheduling Appointment Book s Discern Reporting Portal |

+ List = 1

Location:LGH 6E; 624; 04

Enc Typeinpatient
Attending

1 Ful screen

Orders Substance Category  Severity  Reactons  Inferacton  Comments  Sowrce  ReactonStatus  Reviewed Reviewed By Est. Onset Updated By
Single Patient Tosk L v Drug Mild Rash Patient  Active 20-Nov-2017 1343 PST TestUser, Nurse 20-Nov-2017 T..
umentation & Add
Medicati
G e Allergy - sdverse reaction 10 a diug or substance which is due to an mmunological response.
“Substance
tape] Flee test Add Comment
Resctions} *Severity Info source.
Comments
AdifieeTed | crolerleeds v snotentmedy v
AL <not entered: Onset <not entered>
Immunizations Rlecorded on behalf of Status Reasan:
Lines/Tubes/Drains Summa 2 Thctve -
MAR Summary
Medication List o) (oxasinen.| [__conl_)
Patient Information
@ Up £ Home = [ Folders Folder Favortes
|3 System Tracked

Enc:7000000015058
PHMN

AT LGS,

B | Substance Search

tape

v
Disease:
Isolation:

tapentadol Multum Drug ~ Generic Name
t <nat en
Al <)
Recorde
Add to Favorites
v | Foldg

*Search: Statswith  ~  Within: Terminology «
Res
Search by Mame ] [ Search by Code ] 20
Terminology: | Allergy, Multurm All Terminology Ais: | <Al terminology =x| [ ]
Categories
Term = Teminclogy
<No matching categories found:
dverse reaction
Teminclogy
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Select Mild in the Severity drop-down

4
5. Select Patient in the Info source drop-down
6. Select Other in the Category drop-down

7

Click OK

Clinical Leades Organizes 4 Patient List & Multi-Patient Task List § Discharge Dashbosrd 33 Staff Assignment §§; LearingLIVE _
QPACS @ FormFast WHL i 0 Tear Off )l Exit 9 Adtioc WM Medication Administration g PM Conversation » —§ Communicate = ) Medical Record Request s Add » R Documents 8 Scheduling Appointment Book e Discem Reporting Portal _

CSTLEARNING, DEMOTHETA
CSTLEARNING. DEMOTHETA DOBD1-1a0-1937 MRN700008216

jies: Allergies Not Recorded

Revened Revened 8y Est. Crset Updated By
20-Nov-2017 1343 ST Testuses, Nurse 20-Nev-2017 1.

v peniitin Dug M Rwh Patent  Actve

Tyoe Ay - an
“*Substance
= B e 3 Moo chckris vl o i, FrT—
[— Severty o soace
™ v

BUp () Home [ Favodtes | - 23 Folders Favibes

[Ea'Symom Trackes

8. Click the Refresh icon and the Tape allergy will now appear in the Banner Bar.

5 CareCompass i Clinical Leader Organizer $ Patient List & Multi-Patient Task List Tracking Shell 20 Case Selection &8 Staff Assignment Fk LeamingLIVE _ | @ CareConnect @ PHSA PACS @ VCH and PHC PACS @ MUSE & FormFast WFI |
ETear Off MExit WAdHoc MMedication Administration ) Medical Record Request Wt Result Copy BuRelated Records + Add - BDocuments # Scheduling Appointment Book & Discern Reporting Portal & Conversation Launcher ¥ Patient Locator |
Q Patient Health Education Materials € SHOP Guidelines and DSTs € UpToDate _

CSTLABMEKOEMPI, UTWU  ~
CSTLABMEKOEMPI, UTWU

4 List = W Recent =
Location:SGH Ms; 107: 01

Code Status:

Dosing W70 kg

Allergles: Peanuts, Tape 8

Mark All as Reviewed
*add | X Modity No Known Allergies | (@ No Known Medication Allergies | #* Reverse Allergy Check Display Al

0. Substce Cotegory  Severty  Reactens iactn Comnents  Sace  ResconStana  Revewsd Revewedsy  EstOmet  Updutndsy
No Known Allergies Orug Canceled 07-7e0-20180. Testuser, fu. 07-Teb-
Peanuts Food Severe Active 07-Feb-20180.. TestUser, Ru... 07-Feb-...
Tape Other Mild Active 07-Feb-2018 0. TestUser, Ru. 07-Feb-...

Allergies

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

allergies list.
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Key Learning Points

Documented allergies are displayed in the Banner Bar for all who access the patient’s chart

Allergies will display with the most severe allergy listed first
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& PATIENT SCENARIO 10 - Review Medication Administration Record
(MAR)

Duration Learning Objectives

10 minutes At the end of this Scenario, you will be able to:
Review the Layout of the MAR

Request a Medication from Pharmacy
Reschedule a Single Dose of a Medication

Reschedule all administration times of a medication

SCENARIO

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

As a rural inpatient nurse, you will complete the following activities:

Review the layout of the MAR
Request a medication from pharmacy
Reschedule a Single Dose of a Medication

Reschedule all future doses of a medication
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TRANSFORMATION
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& Activity 10.1 — Review the MAR

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

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

continuous infusions.

1. Go to the Menu and click MAR

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

Menu
Patient Surnmary

Orders

Single Patient Task List

Documentation

M on Request

Allergies

Diagnoses and Pro

CareCennect

= Add

blems

s Summary

& Add

- =) KE

[ Scheduled
[ Unscheduled
[ PRN
[ Centinuous Infusi
[# Future
ed Scheduled

cheduled

Continuous Infus

14-Dec-2017

14-Dec-2017
15:08 PST

Medications

a
acetaminophen

650 mg, NG-tube, g4h, drug form: tab, start: 14-Dec-2017 15:09 PST
Maximum acetaminophen 4 g/24 h from all sources

acetaminophen

Temperature Axillary

Temperature Cral

Mumeric Pain Score [0-10)

.

ranitidine

50 mg, IV, q12h, start: 14-Dec-2017 15:09 PST

ranitidine

=

vancomycin

1,000 mg, IV, g12h, stark 14-Dec-2017 15:08 PST

vancomycin

HYDROmorphone (DILAUDID PRN range dose)
dose range: 0.5 to 1 mg, NG-tube, g4h, PRN pain, drug form: tab, start:
11-Dec-2017 10:43 PST

HYDROmorphone

Respiratory Rate

“m PRN
salbutamol

5 mg, nebulized, g4h, PRN short
start: 12-Dec-2017 10:32 PST
salbutamol

of breath or wheezing, drug form: neb, Lo iE)
110:42 PST

3. Next, select in order, Unscheduled, PRN and Continuous Infusions, bringing each
section to the top of the list for your review. (Your patient may not have any unscheduled
medications ordered at this time.)

Note: Unscheduled means that there is no specific date and time associtated with administering a
medication. An example of an Unscheduled medication is one that is meant to be administered
prior to a procedure, but the procedure date/time is undetermined.
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TRANSFORMATION

Our path 1o smarter, seamess cars
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4. Review the medications on the MAR e.g. acetaminophen 650 mg PO Q4H. Be sure to
review all medication information.

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

o =
:m' All Active Medecations (System) ] ,:J| m Tue
7] Show Al Rate Change Docu... | Ao, [ 23-Nov-2017 | 23-Now-2017 | 23-Nov-2017 |
2 s 14:00 PST 10:00 PST 06:00 PST
Time View
% 2 550 mg 650 mg 650 mg
i Scheoied 25t givery Last givers Lait gever:
B Unscheduled 0-Now-2017 0 Nov-2017 20.-Nov-2017
Lank oY 1408 PST

B PRN ¥ der Info

B Continuous Infusions 3 Te R - Event/Task Summary

@ Future Temperature Oral Link info
Numeric Pain Score -1

@ Discontinued Scheduled Vs o l Reference Manual... B

@) Discontinued Unscheduled :‘“m::o':¢2h 2 2 Med Request...

@ Discontinued PRN 14:18 PST 3 Reschedule Admin Times....

~ - cefTRIAXONne Addstional Dose...

B Discontinued Continuous Infus - View MAR Note 3 mg
HYDROmorphone : ¥ Qeven:
3 mg. NG-tube, g4h, start: 20-Nov. Creste Admin Note... g)o;gon
mgorphm Alert History
Respiratory Rate Infusion Bdling

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

B, _ Indicates the medication is part of a PowerPlan

&7 =

P All Medications (System) - Q m

7] Show All Rate Change Docu... - 2018-Jan-16 | 2018-Jan-16 | 2018-Jan-16 | 2018-Jan-16 | 2018-Jan-16

g Medications
09:13 PST 08:00 PST 07:00 PST 06:00 PST 02:00 PST

i 50 mg
ranitidine Mot previously
50 mg, IV, g8h interval, start: 2017-Dec-27 13:00 PST given
Faor ventilated patients
ranitidine

PRN sodium chloride 0.9% (sodium chloride 0.9% (NS) bolus) 500 mL

el 500 mL, IV, once, drug form: bag, first dose: Routine, start: 2017-Dec-27 Mot previously
ntinuous 05:00 PST, stop: 2017-Dec-27 05:00 PST given
Future adium chlorids 0 0%
continued Scheduled _ 6
200 mg, IV, qdaily, order duration: 3 day, drug form: inj, start: 2017-Dec-27
12:14 PsT, stop: 2017-Dec-30 07:59 PST
VITAMIMN B1 EQUIV
" E 1,000 mg
. Mot previously
1,000 mg, IV, g12h, administer over: 60 minute, drug form: bag, start: given
12-Jan-2018 10:00 PST, bag volume (mL): 250
vancomycin
[oa] pen IS LT
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Upon further review of the MAR you will note the following:

7. The Clinical Range is defaulted to display 24 hours into 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 Tir + E] u u

SeNov201T | 30Nov-D0L7 | S0Nov-20LT | 25 Nov201T | 23-Nov-2017 | Z3-Nov-20L7 Z9-Nov-2?17 T-Nov 2017 | B5Nov-01T | ZB-Nov-201T
10:00 PST 06:00 PST 02:00 PST 22:00 PST 18:00 PST 14:00 PST 4 12:22 PST 10:00 PST 22:00 PST

Show All Rate Change Docu.. Medications

640 mg
Last given:
22-Nov-2017

640 myg 640 mg 640 mg 640 mg 640 mg
acetaminophen (TYLENOL) Last given: Last given: Last given: Last given: Last given:
640 mg, PO, g4, drug form: oral lig stark: 20-Now-2017 3400 22-N0V-2007 22Hov-2017 — 2:-Nov-2017 22-0ow-2017 22-Nov-2017
PST

1241 ST 1241 PST 12:41 PST 1241 PST 1241 PST

Maximum acetaminophen 4 g/24 h from all sources
acetaminophen

Temperature Axillary

Temperature Oral

Humeric Pain Score (0-10)

[7] Discontinued Scheduled 2 1,000mg 1,000 mg
ISr———r———— i Last given: Last given:
onfinge = vancomycn =
[ Discontinued Unscheduled 000 mi, Y, 12, st 23-Nov-2017 1222 PST 2Hov-017 22-Nov-2017
10:00 ST 10:00 PST 10:00 ST

[7] Discontinued PRI
——— |Gy
[ Discontinued Continuous Infus

PRN mg
ot previously

"

HYDROmorphone (DILAUDID PRN range dose)

dose range: 0.5 to 1 mg, PO, qlh, PRN pain, drug form: oral liq
start: 29-Nov-201712:24 PST

HYDROmarphone

Respiratory Rate

sodium chloride 0.9% (NS) continuous infusion 1,000 mL
order rate: 75 mU/h, IV, drug form: bag, start: 20-Nov-2017
12:23 PST, bag volume {mL}: 1,000

Administration Information

sodium chloride 0.9%

Note: different sections of the MAR and statuses of medication administration are identified using
color coding:

e Scheduled medications- blue

e PRN medications— green

e Future medications - grey

e Discontinued medications- grey
e Overdue-red

Key Learning Points

The MAR is a record of the medication to be administered to the patient by a clinician

The MAR lists medication in reverse chronological order

The MAR displays all medication orders, tasks, and documented administrations for the selected
time frame
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# Activity 10.2 — Request a Medication and Rescheduling Medication
Administration Times

Let’s say you can't find the Vancomycin IV medication vial. You need to submit a Med Request to
Pharmacy.
1. Right click on the medication order name vancomycin 1,000mg, 1V, q12h

1

2. Select Med Request...

Menu < - [ MAR
Patient Surmmary = " g =
Orders o m
T Al Medicati Syt h
Single Patient Task List selcatons Gysem) B
Show All Rate Change Docu... icati e | e
g Medications 10:58 PST 10:00 PST

and &0

650 mg, NG-tube, g4h, drug form: tab, start: 11-Dec-2017 10:42 PST
Maximum acetaminophen 4 g/24 h from all sources

acetaminophen

Temperature Axillary

Temperature Oral

Mumeric Pain Score (0-10)

]

+ Add

+ Add vancomydin
1,000 mg, IV, ql2h, start: 11-Dec-2017 10:43 PST Order Info...
and Problems
vancomycin Event/Task Summary
Link Info...

tinuous Infus| =
HYDROmorphone (DILAUDID PRN range dose)
Clinical Rese dose range: 0.5 to 1 mg, NG-tube, g4h, PRN pain, drug form: tab, sta
11-Dec-2017 10:43 PST
HYDROmorphone
Respiratory Rate

Reference Manual...
Reschedule Admin Times...
Additional Dose...

View MAR Note...

Create Admin MNote...

CareConnect

Theﬂp eurtic Class View 5 mg, nebulized, g4h, PRN shortness of breath or wheezing, drug fo
start: 12-Dec-2017 10:32 PST

Route View salbutamol

. Alert History...
Medication List + Add Plan View

ins Summary

Infusion Billing

3. Inthe Reason dropdown menu, select Cannot locate.
4. Select a priority option. Select Low.

5. Click Submit

Medication Request
CSTLEARNING, DE... 8lyears M DOB: 01-Jan-1937

ceFAZolin 1,000 mg, IV, g8h, start: 08-Feb-2018 14:00 PST

Last request: --
View History

*Reason:
Cannot locate = 3

* Priority
@ Low

© Medium
© High

* Comment

Submit I [ Cancel
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Note: Only enter Low for Priority of Medication Request unless absolutely necessary. Pharmacy
will receive this Medication Request message and be aware that they need to send the medication

to the patient’s location!

If you are wondering what the status is on a Medication Request, you can find out by following these

steps:
1. Right click on the medication order name vancomycin 1,000mg, 1V, q12h

2. Select Med Request...

Menu L4 - |4 MAR

Patient Summary

Orders

*4
P Al Medications (System) - [

Show All Rate Change Docu...

Single Patient Task List

— 14-Dec-2017 | 14-Dec 2017
Medications 10:58 PST 10:00 PST

edule e |
cheduled "

650 mg, NG-tube, g4h, drug form: tab, start: 11-Dec-2017 10:42 PST
Maximum acetaminophen 4 g/24 h from all sources

acetaminophen

Temperature Axillary

Temperature Oral

Mumeric Pain Score (0-10]

ocumentation & Add

Medication Request

7
+ Add vancomycin
1,000 mg, IV, g12h, start: 11-Dec-2017 10:43 PST Order Info...
vancomycin Event/Task Summary
- — Link Info...
tinuous Infus
Reference Manual...

HYDROmorphone (DILAUDID PRN range dose)
dose range: 0.5 to 1 mg, NG-tube, g4h, PRN pain, drug form: tab, sta

Med Request... 2

Reschedule Admin Times...

11-Dec-2017 10:43 PST

HYDROmorphone
Respiratory Rate Additional Dose...
) View MAR Note...
tic Class Vi 5 mg, nebulized, g4h, PRN short of breath or wheezing, drug fo Create Admin Note...
s Summary The start: 12-Dec-2017 10:32 PST . .
. Route View salbutamol Alert History...
Medication List + Add Plan View Infusion Billing
lick h : ; bl View History
3. Click on the View History blue text .
Medication Request

TESTCSTSQ, TENTEN  33years M DOB: 19-Nov-1984

vancomycin 1,000 mg, IV, g12h, start: 07-Feb-2018 11:49 PST

Last request: Pending (1) - 17 min ago

View History €]

*Reason:

I *Priority
® Low
1 Medium
) High

* Comment
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4. The Medication Request History window appears. You can review information about any
medication requests here.

5. When you are finished reviewing, click Done

Medication Request History — B

vancomycin 1,000 mag, IV, q12h, start: 07-Feb-2018 11:49 PST
Status Reason: Priority/Doses Event Time

Requested by TestUser, Rural-Nurse  Change in scheduled ti . High 07-Feb-2018 13:02 PST

Pendin
9 please change administration times to 0500 and 1700

oo I8

Note: You will also find a Medication Request tab in the Menu. This page will give you
medication request information about multiple medications at a time.

acess:

4 plans (0)
4 Scheduled (2)

Hedications

= 5
(7] “acataminoghen, 650 mg, PO, th, drog for: tab, sart: 07-Feb:2018 11:48 PST, Baximusm acetaminaphen 4 /24 h from all suurces Ll ‘"”" - Conmat
Priocity
[
¥ i R Comment:
] vancomyin, 1,000 mg, IV, q12h, start: 07-Feb-2018 11:49 PST et ‘Hm ~] e
prioity )
Tow -
- Unscheduled ()
4PRN (1)
Hedications
e 5
[ ] 70140010 P range dase, doss range: 0.5 o 1 ma, PO, adh, PR mam, dru form:tab, strt: 07-Fet-2018 11:47 PST s ‘mm =] S
Fronty

4 Continuous. (0)
Submit

Patient
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PATIENT SCENARIO 10 - Review Medication Administration
Record (MAR)

Key Learning Points
Right clicking on the medication order name in the MAR provides options such as Med Request

Med Request sends a message to pharmacy about the medication

Click on View History from the Medication Request window to review any medication requests
that have already been made.

Accessing Medication Request from the Menu gives you information about multiple medications
at a time.
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# Activity 10.3 — Reschedule a Single Dose of a Medication

1 Let’s say your patient wasn't available to receive a medication when it was due. In cases like this,
you may need to reschedule a single dose of a medication on the MAR.

To reschedule a single dose of Vancomycin, complete the following steps:

1. Right click on the blue medication task for vancomycin 1,000mg, 1V, q12h

2. Select Reschedule This Dose...

DOB15-Mov-1884 MRN:700003210 Code Stats: Pracess: Location:SGH MS; 111; 01
Age:33 years E Disease: 0
GenderMale PHN9878031741

All Active Medications (Systenr [+ I

& Show All Rate Change

Scare 0
s 1o0ma
ancomyein Hat given
00 mg, 1V, qi2h, start: 07-Feb 2018 11,49 1100 7 daye 1
L P Bl ocer nfo...

= Task Info.

» RN
[HYDROmorphone IILAUIDID PRN range do...
st range 05 to 1 mag, PO, aén, PRM pain,
|drug form: tab, start: 07 Feb-2018 1147 PST
[HIDROmorpnone
[Reipiratary Rate

4mg  Chart Details...
i

Reschedule This Dose_ [

Therapeutic Class View
Route View
Plan View
Taper View

PO783 TESTNURSERURAL Wednesday, 07-February-2018 11:57 PSTj

3. A Reschedule dose only window appears. This warning tells you that only one dose will be
rescheduled and not all future doses. Click Yes.

Reschedule dose only

Rescheduling this dose will only affect the selected dose and will
=== not affect other future scheduled doses for this order. Would you
like to continue?

Note: you may see a different message on your screen, but in the future you will see this
message
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4. A Reschedule vancomycin window appears. Fill in the time that you are rescheduling this
dose to.

5. Select Patient Unavailable from the Rescheduling reason drop down list
6. Click OK

|
Reschedule vancomycin for TESTCSTSQ, T...

Currently scheduled date and time
07-Feb-2018 11:49

Rescheduled date and time

07-Feb-2018 = ~ | 1300 :ﬁ
L3

Rescheduling reason

Patient Unavailable

5

0K Cancel

This dose of Vancomycin has now been rescheduled to the new time on the MAR.

Key Learning Points

Right clicking on the medication task on the MAR provides options such as Reschedule This
Dose...

Using this function will only reschedule one dose and not all future doses
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1 In some cases, all administration times of a medication may have to be completely adjusted. If this
is the case, you can either call pharmacy, or notify pharmacy through the CIS by following these

steps:

1. Right click on the medication order name vancomycin 1,000mg, 1V, g12h

2. Select Med Request...

Menu < - [ MAR

Her B

All Medications (System)

Patient Summary
Orders

Single Patient Task List

Show All Rate Change Docu...

MAR Summary

iture

ntinued Scheduled

Diagnoses and Problems

- ntinued Continuous Infus|
CareConnect

- )

Medications

»

iinophe;

Maximum acetaminophen 4 g/24 h from all sources
acetaminophen

Temperature Axillary

Temperature Oral

Mumeric Pain Score (0-10)

n
550 mg, NG-tube, q#h, drug form: tab, start: 11-Dec-2017 10:42 PST

14-Dec-2017
10:58 PST

14-Dec-2017

10:00 PST

3
‘vancomycin
1,000 mg, IV, q12h, start: 11-Dec-2017 10:43 PST

'vancomycin

HYDROmorphone (DILAUDID PRN range dose)

11-Dec-2017 10:43 PST
HYDROmorphone
Respiratory Rate

|

Therapeutic Class View
Route View
Flan View

ins Summary

== Add

of breath or

dose range: 0.5 to 1 mg, NG-tube, g4h, PRN pain, drug form: tab, sta

5 mg, qih, PRN
start: 12-Dec-2017 10:32 PST

salbutamal

Order Info...
Event/Task Summary

Link Info...

Reference Manual...

Med Request... 2
Reschedule Admin Times...
Additional Dose...

View MAR Note...

Create Admin Note...
Alert History...

Infusion Billing

3. Inthe Reason dropdown menu, select Change in scheduled times of order

Select a priority option. Select High.

4
5. Write a Comment “please change administration times to 0500 and 1700
6

Click Submit

Medication Request

TESTCSTSQ, TENTEN 33years M DOB: 19-Nov-1984

vancomycin 1,000 mg, IV, gizh, start: 07-Feb-2018 11:49 PST

I

Last request: -
View History

*Reason:
Change in scheduled times of order

= Priority
) Low
) Medium

n
* Comment

Ip\ease «change administration times to 0500 and 1700 B
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You have now submitted a request to pharmacy to change the existing scheduled medication
administration times. When pharmacy completes this request, the administration times will be

updated on the MAR.

Key Learning Points

From the MAR, right click on a medication and select Med Request to ask pharmacy to
reschedule administration times for a medication

Once pharmacy completes the request, the MAR will be updated with the new administration
times.
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B PATIENT SCENARIO 11 - Medication Administration

Learning Objectives

At the end of this scenario, you will be able to:
Administer medications using Medication Administration Wizard
Document administration of different types of medications
Document patient’s response to a medication
Document continuous infusions (non-barcoded)
Document titratable medication infusions

SCENARIO

Your patient is on several medications including PO medications, PRN medications, intermittent IV
medications, and continuous infusions. You will be using a Barcode Scanner to administer these
medications. The barcode scanner is meant to scan both your patient’s wristband and medication
barcodes to correctly populate the MAR.

As a critical care nurse, you will complete the following activities:
Administer medication using the Medication Administration Wizard (MAW) and barcode scanner
Document administration of different types of medications
Document patient’s response to a medication on MAR

Document continuous infusion (non-barcoded)
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2 Activity 11.1 — Administering Medication Using 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 wrist band helps to ensure the correct
patient is identified. Scanning the medication also ensures 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:

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

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

o Itis time to administer the following medications to your patient. You will scan all three medications
sequentially.

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

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

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

¢ |V medication: vancomycin 1 g, IV, premixed bag

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

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

1. Review medication information in the MAR and identify medications that are due. Click
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Medication Administration Wizard (MAw) MVedetion fdminsttien iy the Toolbar

P CareCompass B Clinical Leader Organizer '} Patient List 33 Multi-Patient Task List §5 Disc
| QPACS QFormFast WA _ T Tear O o) it O AdHoc| BMedication Administratiodll
CSTLEARNING, DEMOBETA  ~

CSTLEARNING, DEMOBETA DO801-Jan-1937
Age=S0 years

Allergies: penicillin GenderMale
Menu . MAR

2. The Medication Administration window opens.

[P} Medication Administration =3EoE ==

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

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

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

Ready to Scan tof2

3. Scan the patient’s wristband barcode and the Medication Administration window will open
displaying the medications that you can administer.

Note: this list populates with medications that are scheduled for 1 hour ahead and any overdue
medications from up to 7 days in the past.
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Medication Administration =
Nurse Review | [ LestRefreshat11:02PST |

CSTLEARNING, DEMOTHETA MRN: 700008216 DOB: 01-Jan-1937 Loc: 406; 01

Male FIN#: 7000000015058 Age: 80 years ** Allergies ™

Scheduled Mnemeonic Details Result ~
r ] 11-Dec-2017 10:42 PST acetaminophen 650 mg, NG-tube, drug form: tab, start: 11-Dec-2017 10:42 PST
Maximum acetaminophen 4 g/24 h from all sources
C b 11-Dec-2017 10:43 PST vancomycin 1,000 mg, IV, start: 11-Dec-2017 10:43 PST
r bl PRN hydromorphone dose range: 0.5 to 1 mg, NG-tube, g4h, PRN pain, drug form: tab, start: 11-...
HYDROmorphone (DILAUDID PRM range dose)
r “#@@Cnntinucus insulin regular titrate, IV, 1 unit/h starting rate, 0 unit/h minimum rate, 20 unit/h maximum r...
insulin reqular (human) additive 100 unit + sodium chloride 0.9... Protocol for Patient NOT currently receiving insulin infusion  Blood glucas...
r =3 continuous norepinephrine titrate, IV, 0 mcg/min minimum rate, 20 mcg/min maximum rate, titrate instr...
norepinephrine additive 8 mg + dextrose 5% (D5W) titratable i...
C [E] Continugus Sodium Chloride 0.9% order rate: 125 mL/h, IV, drug form: bag, start: 10-Dec-2017 15:52 PST, bag..
sodium chloride 0.9% (NS) continuous infusion 1,000 mL Al
r Continugus Sodium Chloride 0.9% order rate: 75 mL/h, IV, drug form: bag, start: 11-Dec-2017 10:43 PST, bag .. |E
sodium chloride 0.8% (NS) continuous infusion 1,000 mL m
4] . | +
Ready to Scan Zof2 Sign

4. Scan the medication barcode for acetaminophen 325 mg tab. Filtered Tasks window
opens.

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

Filtered Tasks
IP-CriticalCareNurse, Terry MRN: 760000277 DOB: 1977-Jan-13 Loc: 710; 04
Male FIN#: 7600000000277 Age: 41 years ** No Known Medication Allergies **

Scanned:
Medication Strength |Volume

lacetaminophen 325mg 1tab

Qualified Tasks:

Scheduled Nnemaonic Details Qualifications
2018-Jan-17 02:00 PST acetaminophen 650 mg, NG-tube, drug form: tab, start: 2018-Jan-1§ Underdose
Maximum acetaminophen 4 g/24 h from all sources
2018-Jan-17 06:00 PST acetaminophen 650 mg, NG-tube, drug form: tab, start: 2018-Jan-14 Underdose
Maximum acetaminophen 4 g/24 h from all sources
2018-Jan-17 10:00 PST acetaminophen 650 mg, NG-tube, drug form: tab, start: 2018-Jan-1

.Underdose
Maximum acetaminophen 4 g/24 h from all sources n

Scan additional ingredients or choose a task to continue. OK

5. Now scan the second acetaminophen 325 mg tab barcode to complete the 2 tablet drug
administration. After the second scan, the system may find more than one exact matches.
In this activity, the system displays three exact matches for the prescribed dose of
acetaminophen at 02:00, 06:00, and 10:00.

6. Select the one that is close to the current time you administering acetaminophen. In this
Activity, let’s select 06:00.

7. Click OK
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Filtered Tasks

IP-CriticalCareNurse, Terry MRN: 760000277 DOB: 1577-Jan-13 Loc: 710; 04

Male FIN#: 7600000000277 Age: 41 years ** No Known Medication Allergies ™
Scanned:

Medication Strength | Volume

lacetaminophen 650 mg 2 tab

Qualified Tasks:

Scheduled Mnemaonic Details ST

2018-Jan-17 02:00 PST acetaminophen 650 mg, NG-tube, drug form: tab, start: 2018-Jan-1..JExact match
. ; f

018-Jan-17 06:00 PST acetaminophen 650 mg, NG-tube, drug form: tab, start: 2018-Jan-

G Maximum acetaminophen 4 g/24 h from all source}

018-Jan-17 10:00 PST acetaminophen 650 mg, NG-tube, drug form: tab, start: 2018-Jan-1..JExact matcl

Maximum acetaminophen 4 g/24 h from all sources

.[Exact match

Scan additional ingredients or ct a task to conti I oK n;ncel

8. The Early/Late Reason window opens and asks why the medication is being documented
early or late. This is a mandatory field to be filled out. For this activity, select First dose
given. Then click OK.

Early/Late Reason

]

acetaminophen %
650 mg, NG-tube, drug form: tab, start:
2018-Jan-17 06:00 PST

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

Scheduled date/time : 2018-Jan-17 06:00:00 PST
Performed date/time : 2018-Jan-17 09:06:00 PST

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

Frtdsegven |59 8
Comment :
" OK ncel ]

9. You will return to Medication Administration window. The blue checkmark ¥ indicates
the task for scanning the prescribed dose of acetaminophen is completed.
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[P) Medication Administration

= o]

Nurse Review

Last Refresh at 11:21 PST |

IP-CriticalCareNurse, Juan MRN: 760000270 DOB: 1977-Jan-13

Male k FIN#: 7600000000270 Age: 41 years

2018-Jan-17 10:06 PST - 2018-Jan-17 12:36 PST

Loc: 706; 01

** No Known Allergies ™

Now let’s scan the next medication.

1. Scan your medication barcode for hydromorphone 1 mg tab

Schadulad A i Datails Racult -
IV v ﬂ@ 2018-Jan-17 06:00 PST acetaminophen 650 mg, NG-tube, drug form: tab, star... acetaminophen 650 mg, NG-tube,
Maximum acetaminophen 4 g/24 h fr...
Maximum acetaminophen 4 g/24 h from ...
8 ¢ 2018-Jan-17 10:00 PST Vancomycin 1,000 maq, IV, administer over: 60 minute,...
[ é'td  prN Dextrose 50% in Water 12,5 g, IV, g15min, PRN hypoglycemia, a...
dextrose 50% (dextrose...For blood glucose 4 mmol/L or LESS: ad...
[ &' PRMN hydromarphane dose range: 0.5 to 1 mg, NG-tube, g4h, ..
HYDROmorphone (HYD... DILAUDID EQUIV
] =) PRN magnesium sulfate 5 g, I¥, once, PRN hypomagnesemia, ad...
Dose as per ICU Electrolyte Replacement... L
- W{;@PRN potassium chloride 20 mmol, IV, q30min, PRN hypokalemia, ... 3
Dose as per ICU Electrolyte Replacement...
| S B prn potassium chloride 40 mmol, NG-tube, TID, PRN hypokalemi...
Dose as per ICU Electrolyte Replacement...
[ () PRMN sodium phosphate 15 mmol, Iv, g4h interval, PRN hypophos...
SODIUM phosphate Dose as per ICU Electrolyte Replacement...
(ml W{’@Cont\'nuous insulin regular titrate, IV, 1 unit/h starting rate, 0 unit/h ..
insulin reqular (human) ... Protocol for Patient NOT currently receivi...
(ml 5""@ Continuous norepinephrine titrate, IV, 0 mcg/min minimum rate, 20 ... P
norepinephrine additive...
r g Continuous Vas0pressin titrate, IV, 0 unit/min minimum rate, 0.04 ... =
Ready to Scan 2of2 Back |

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

range. Click OK to acknowledge the alert.

Range Dose Warning

Cerner

You are administering a Range Dose order for
HYDROmorphone. The range is from 0.5 mg to |
mg.

Please verify you are administering the correct

dose.
(——— !g!
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3. You want to give hydromorphone 0.5 mg NG. Click the Missing Details €3 icon to fill in
pertinent information about hydromorphone.

Medication Administration =1 Eo (|
Nurse Review | [ LestRefreshatinoapst |
CSTLEARNING, DEMOTHETA MRN: 700008216 DOB: 01-Jan-1937
FIN#: 7000000015058 Age: 80 years
Scheduled Mnemonic Details Result s
v 1'%  11-Dec-2017 10:42 PST acetaminophen 650 mg, NG-tube, drug form: tab, star... acetaminophen 650 mg, NG-tube  _
Maximum acetaminophen 4 /24 h fr...
Y9 11-Dec-2017 1043 PST vancomycin 1,000 mq IV, start: 11-Dec-2017 1043 PST
(A= PRN hydromorphone dose range: 0.5 to L mg, NG-tube, q4h... HYDROmorphone 1 mg, NG-tube, pain_
HYDROmorphone (DL..
‘a8 continuous insulin regular titrate, IV, 1 unit/h starting rate, O unitsh ..
insulin reqular (human) ... Protocol for Patient NOT currently receivi
Il =& continuous norepinephrine titrate, Iv, 0 mcg/min minimum rate, 20 ...
norepinephrine additve.
] Continuous sodium Chloride 0.9%  order rate: 125 mi/h, IV, drug form: bag, ..
sodium chloride 0.9% (.
i Continuous Sodium Chloride 0.9%  order rate: 75 mL/h, IV, drug form: bag, . e
sodium chloride 0.9% (. E
Ready to Scan 2of2 Back

4. A charting window will appear. Notice that the HYDROmorphone dose field is pre-filled with
1 mg. This is because you scanned a 1mg barcode. It is essential that you change this
entry because you are giving 0.5mg.

Charting for: TESTCSTSQ, TEN TEN
<9

A

HYDROmerpheone (DILAUDID PRN range dose) [}
dose range: 0.5 to 1 mg, PO, g4h, PRN pain, drug form: tab, start: 07-Feb-2018 11:47 PST

~
*Performed date / time : | 07-Feb-2018 =l v || 1506 = PST
*Performed by : |TestUser, Rural-Nurse Q,
Witnessed by : N
Medication not given within the last 5 days.
Respiratory Rate:
l_ Acknowledge Respiratory Rate No Result found in previous 5 minutes. Trenc
*HYDROmorphone: mg v| Volume: |0 ml
Diluent: | <nonex v mi
*Route: FO v | Site:
Reason: pain v
Total Volume: 0 Infused Over: | 0 v
- 07-Feb-2018 07-Feb-2018 07-Feb-2018 07-Feb-2018 07-Feb-2018 07-Feb-2
1400 PST 1500 PST 1600 PST 1700 PST 1800 PST 1900 P<
v

129 | 186



>
PATIENT SCENARIO 11 - Medication Administration 3»;1::3;3:;::;2: TRANSFORMATIONAL

5. Enter the following details:

o Respiratory Rate = 20 breaths/min
e Hydromorphone = 0.5 mg (changed from 1 mg)

6. Click OK. You will return to Medication Administration window.

B Charting for: TESTCSTSQ, TEN TEN S |

A

HYDROmorphone (DILAUDID PRN range dose)
dose range: 0.5 to 1 mg, PO, g4h, PRN pain, drug form: tab, stark: 07-Feb-2013 11:47 PST

*Performed date / time:  07-Feb-2018 v 1521 *| psT
“Performed by : TestUser, Rural-Nurse 'Y
Witnessed by : Y

Medication not given within the last 5 days.

Respiratory Rate:

F Acknowledge Respiratory Rate No Result found in previous 5 minutes. Trenc

“H\'DI!Omorphune: mg v | Volume: 0 ml

Diluent: | <none:x v mil
*Route: PO v Site:
Reason: pain v
Total Volume: O Infused Over: | O minute v

- 07-Feb-2018 07-Feb-2018 07-Feb-2018 (07-Feb-2018 07-Feb-2018 07-Feb-2
1400 PST 1500 PST 1600 PST 1700 PST 1800 PST 1900 P¢

Let’s scan your last medication.
1. Scan the barcode for vancomycin 1 g IV bag.

2. The system finds an exact match for IV vancomycin showing in Filtered Task window.

Note: If the system finds more than one exact matches of prescribed dose for IV vancomycin,
select the one that is close to the current administering time. Enter reason in Early/Late
Reason window when appropriate (see steps in above activity that demonstrated scanning
acetaminophen).
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IP-CriticalCareNurse, Juan MRN: 760000270 DOB: 1977-Jan-13 Loc: 706; 01

Male FIN#: 7600000000270 Age: 41 years

** No Known Allergies ™

Scanned:

Medication | Strength |Volume
wvancomycin 1,000 mg 250 mL

Qualified Tasks:

Scheduled Mnemonic | Details Qualifications
2018-Jan-17 02:00 PST vancomycin 1,000 mg, IV, administer over: 60 minute, drug for... Exact match
2018-Jan-17 10:00 PST vancomycin 1,000 mg, IV, administer over: 60 minute, drug for... Exact match

Scan additional ingredients or choose a task to continue. oK

CSTLEARNING, DEMOTHETA MRN: 700008216 DOB: 01-Jan-1937 Loc: 406; 01

Male FINE: 7000000015058 Age: B0 years ** Allergies **

i Scheduled Mnemonic Details Result =
v "%  11.Dec-2017 10:42 PST acetaminophen 650 mg, NG-tube, drug form: tab, star... acetaminophen 650 mg, NG-tube &
Maximum acetaminophen 4 a/24 h fr
11-Dec-2017 10:43 PST vaneomE'n 1000 mg, IV, start: 11-Dec-2017 10:43 ... vancomycin 1 000 mg IV
PRN hydromorphone dose range: 0.5 to 1 mg, NG-tube, qdh... HYDROmorphone 0.5 mg,
HYDROmorphone (DL.. Respiratory Rate : 12 br/min
r "'G'\ECommuous insulin regular titrate, IV, 1 unit/h starting rate, O unit/h ...
insulin reqular (human) ... Protocol for Patient NOT currently receivi...
I B9 continuous norepinephrine titrate, 1V, 0 mcg/min minimum rate, 20 ..,
norepinephrine additive_.
- L) Continuous Sodium Chionde 09%  order rate: 125 mi/h, IV, drug form: bag..
sodeum chicnde 09% (...
r Continuous Sodium Chioride 09%  order rate: 75 mL/h, IV, drug form: bag. ...
sodaum chioride 0.9% (... i
Ready to Scan 20f2 Back 1_5'9"

4. The Charting window opens. The premixed volume (250 mL) of Vancomycin prepared by
pharmacy is auto-populated and will flow to Intake section of 1&0.

5. Click OK after verification.

Note: If the volume has to be manually entered by the nurse, the value will not flow to the Intake
section of 1&0.
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Charting for: Validate, IP-CriticalCareNurse =[O

vancomycin

1,000 mg, IV, administer over: 60 minute, drug fora: bag, start: 20138-Jan-16 0200 PST, bag
volume (mlk 250

*Performed date / time :  16-Jan-2013 sz 1039 - PST | &
“Performed by : TestUser, ICU-Nurse

Witnessed by :

*vancomycin: 1,000 mg v {Volume: 250 m
Diluent: <none> v ml

*Route: IV v Site: -
Total Volume: | 250 Infused Over: &

an-16 2018-Jan-16 2018-Jan-16 2018-Jan-16 20!

1000 PST 1100 PST 1200 PST

87.5 1625

Not Given
Reason:

Comment... |

Note: When nurses mix their own medications, the barcode on the vial of the medication will be

scanned. In this case, the nurse will have to manually enter the following information into the
charting window:

e The Diluent Type

e The Diluent Volume

When the Diluent Volume is manually entered, the value will flow to the Intake section of 1&O. If the
diluent volume is left blank, no medication volume will be populated in I&O.
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[P] Charting for: Validate, IP-CriticalCareNurse = [ S

bl

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

Performed date / time: 16-Jan-2018 E[=] 1oz =l est |8 |
*Performed by : TestUser, ICU-MNurse
Witnessed by :
*wancomycin: 1,000 mg ~ Volume: 0O ml
|D|Iuent: dextrose 5% - | ml |
*Route: IV - Site: -

Total Volume : l:l Infused Owver: 0 minute  »

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

< . ] »

Mot Given

Reason: |

[comment..

I ok | canca |

6. Now that you have scanned all the medications that you will be administering at this time,
you can complete your medication checks and administer the medications to the patient.
Then, click the Sign button [__sim __ to sign off the medications as administered.

»‘”l pedi ——
B Medcation Adminisition. ra@@
Nurse Review [ LestRefresh at11:02 PST
CSTLEARNING, DEMOTHETA MRN: 700008216 DOB: 01-Jan-1937 Loc: 406; 01
Male FINZ: 7000000015058 Age: 80 years * Alleroies **
Scheduled Mnemonic Details Result 2
v D  11-Dec-2017 10:42 PST acetaminophen 650 mg, NG-tube, drug form: tab, star... acetaminophen 650 mg, NG-tube -
Maximum acetaminophen 4 /24 h fr...
v 11.Dec-2017 10:43 PST vancomycin 1,000 mg, IV, start: 11.Dec-2017 10:43 ... vancomycin 1 000 mg, IV
v @ PRN hydromorphone dose range: 0.5 to 1 mg, NG-tube, qéh.. uvommmosmg,uempm,
- HYDROmorphone (DL.. Respiratory Rate : 12 br/min
@ continuous nsuln regular titrate, IV, 1 unt/h starting rate. O unt/h .
4% msuln reqular (human) .. Protocol for Patient NOT currently recem..,
39  Continuous norepinephrine titrate, IV, 0 mcg/min minimum rate, 20 ...
norepinephrine additive...
8 Continuous Sodum Chlonde 0.9%  order rate: 125 mi, IV. drug form: bag....
sodium chionde 0.9% (.
Continuous Sodwm Chioride 0.9%  arder rate: 75 mi/h, IV, drug form: bag. ...
sodium chionde 0.9% (... %

Ready toScan = 5

7. A warning window opens stating that a partial dose of hydromorphone was given, do you
want to continue? Click Yes. (This is to remind you to document the correct dose
administered 0.5mg in the previous charting window).
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Warning £ |

& HYDROmorphone 0.5 mg is not the correct dose as indicated on the
i_li_ order profile.

The correct ordered dosage is HYDROmorphone 1 mg. Continue?

=]

Congratulations, you have successfully administered three medications!

8. The medications will now appear as Complete on the MAR.

MeSialions NNow 01! | NNow 1)  N-Nowd1)  JiNew20l)  Ji-Now20L?  21-New201)
1400 P3T 1254 P51 1157 951 1334 PSY 1141 PSY 11,00 PSY

o rm—nophen
450 mg, PO, afh, Srug form: tab, start:
21 Now 2017 1341 PS5

Noumenc Pon Score D30y

p——————
e

v

W oy

1,000 mg, IV, GLIN, start 21 Now 2017 Comgarte
1109 51

"IN Sy —

HYDROmorphone ONTDROmorphone P
Gose range 0.5 10 1 mg PO, odh, PN
P, Grug form Ld, stat 71 Now 2017
1109 P51

|ORALIOID (QuEV 7
DR Omerphone
Lorpwatony Rate

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

All Active Medications (System) v |

Vi Show All Rate Change Docu.. 2WNow 2017 | JUNow 017 | 21-Now-2017 | 21-Now-2017
‘ ity 1400 ST 12:54 $5T 1202 PST 11:54 ST

acetaminophen

1650 mg PO, gbh, drug form: 1ad, start:
21 Now-2017 11111 PST
Maneum

Tempersture Axitary
Temperature Oral
Numeric Pain Score 0-10)
e J

vancomycin
1,000 mg, IV, QL3N start: 21-Nov-2017
1109 PST

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

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

Closed Loop Medication Administration is the process of scanning the patient’s wristband
barcode to identify the correct patient, followed by scanning the barcodes of any medications
being administered to match the medications to the medication orders.

When scanning the barcode of a pre-mixed IV medication that has been verified by pharmacy, a
volume will automatically populate and flow to 1&O.

When scanning a vial of an IV medication that needs to be mixed by a nurse, the diluent volume
needs to be entered in order for the medication volume to flow to 1&0O.

If you need to administer more than one medication, scan all of the medications and then sign
them off rather than scanning and signing off one at a time.
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3 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 and a Medication Administration Follow Up
window will display.

Medications 11-Dec-2017 | 11-Dec-2017 | 11-Dec-2017 | 11-Dec-2017 | 11-Dec-2017 | 11-Dec-2017
18:00 PST 14:00 PST 12:18 PST 11:19 PST 11:18 PST 08:00 PST
Scheduled

= 650 mg 650 mg

acetaminophen Last giver: Last given:
650 mg, NG-tube, g4h, drug form: tab, start: 11-Dec-2017 10:42 PST el 1 -Dec-2017

Maximum acetaminophen 4 g/24 h from all sources 11:18 PST j11:18 PST

acetaminophen 650 ma Auth Ve

Temperature Axillary
Temperature Oral
Numeric Pain Score (0-10)

=

vancomycin
1,000 mg, IV, g12h, start: 11-Dec-2017 10:43 PST

vancomycin 1.000 mg Auth 1

i)

HYDROmorphone (DILAUDID PRN range dose)
dose range: 0.5 to 1 mg, NG-tube, q4h, PRN pain, drug form: tab, start: 1
11-Dec-2017 10:43 PST

HYDROmorphone *0.5 ma Auth v
|[Respiratory Rate 12 Auth (Verifiec

PRN Med Response img
Last given:

11-Dec-2017

11:18 PST

2. Let’s say the 0.5mg tablet of Hydromorphone relieved your patient’s pain. In the Medication
Effectiveness Evaluation field, click Yes to indicate the medication was effective.

3. Click Sign icon *” to complete the document. You will return to MAR.

[ S T T

=2

4. Click the Refresh icon to update the screen. Now that you have documented the
medication response it has disappeared from the MAR.
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\q
acetaminophen

acetaminophen
Temperature Axillary
Temperature Oral
Mumeric Pain Score (0-10)

3

cin

vancomycin

k]

11-Dec-2017 10:43 PST
HYDROmorphone
Respiratory Rate

Medications

650 mg, NG-tube, g4h, drug form: tab, start: 11-Dec-2017 10:42 PST
Maximum acetaminophen 4 g/24 h from all sources

1,000 mg, IV, q12h, start: 11-Dec-2017 10:43 PST

HYDROmorphone (DILAUDID PRN range dose)
dose range: 0.5 to 1 mg, NG-tube, g4h, PRN pain, drug form: tab, start:

PRN

11-Dec-2017
22:00 PST

650 mg
Last given:
11-Dec-2017
11:18 PST

1,000 mg
Last given:
11-Dec-2017
11:18 PST

11-Dec-2017
18:00 PST

650 mg
Last given:
11-Dec-2017
11:18 PST

11-Dec-2017
14:00 PST

650 mg
Last given:

11-Dec-2017
11:18 PST

11-Dec-2017
11:26 PST

1mg
Last given:
11-Dec-2017
11:18 PST

11-Dec-2017 11
11:18 PST

650 mag Auth Ve

1,000 mg Auth [\

*0.5 ma Auth [V
12 Auth [Verifiec

“. Key Learnings Points

Some PRN medications require further documentation on how the patient responds to the drugs.
This can be done under Med Response from the MAR.
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& Activity 11.3 — Administering Continuous IV Fluids (Non-barcoded)
and Documenting in &0

1 To administer normal saline continuous IV infusion, complete the following steps:

1. From the MAR, notice the Continuous Infusions section. Review the order details for the
sodium chloride 0.9% continuous infusion.

Note: the status is Pending meaning it has not been administered yet.

| < - [# MAR TFullscreen  SIPrint & L minutes ago
Patient Summary i lé o =
Orders + Add -
Al Orders with Active Tasks in Tir +
Sogle atet Ts i ) o
Show All Rate Change Docu... Medications 28-Nov-2017 | 28-Nov-2017 | 28-Nov-2017 | 28-Nov-2017 | 28-Nov-2017 | 28-Now-2017 | 28-Nov-2017 | 28-Nov-201 »
12:09 PST 12:00 PST 10:00 PST 08:59 PST 07:56 PST
Time View isodium chloride 0.9%
di i (NS) i infusion 1,000 mL Pending
order rate: 75 ml/h, IV, drug form: bag, start: 28-Nov-2017 (A CA L]
1343 PST, bag volume (mLJ: 1,000 given
Administration Information
P sodium chloride 0.9%
Discontinued Scheduled
dit i (sodit (NS) bolus)
250 mL, IV, once, administer over: 60 minute, drug form: bag,
start: 20-Nov-2017 14:00 PST, stop: 20-Nov-2017 14:00 PST
sodium chloride 0.9%
Discontinued Continuous Infusion L |
00
BUpivacaine-fentanyl 0.08%-2 mcg/mL epidural (maternity) ...
6 mL/h continuous rate, 0 mL intermittent bolus, 0 min to first
bolus, 0 min bolus frequency, 5 mL PCEA dose, 5 min PCEA
lockout interval, max PCEA doses/h: 5, epidural, drug form: m
bag, start: 24-Nov-2017 15:55 PST, pump type: CADD Solis,
therapy: epi...
Therapeutic Class View [BUpivacaine fentany]
Route View sodium chloride 0.9% (NS) continuous infusion 1,000 mL 4
Plan 50, 1V, drug form: bag, start: 21-Nov-2017 12:10 PST, bag
v volume (mL}: 1,000 -
Taper View [ [ +

2. To administer the infusion, click on Medication Administration "Msdicstion Administrstion. gy
the toolbar.

Tosk Edit View Patient Chat Links Options Melp
: Bk CareCompass B5 Chnical Leadier Organczer ." Patient Uit 53 Muit-Patient Tark List B Dischaege Doshbosed 58 Staff Assignment I LearmenglLIVE

| () CareConnect (QQPHSAPACS IQQ VCH and PHC PACS I MUSE @ FormFast WA . | 0 Tear OFF s Bt W Acoc IS 12l i L I covversation =

| €} Patent Heaith Education Matenals () Pokcies and Guidelines ) UpTeDate _ i

| Launch Medicatico Admunestration Wizard

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

Medication Administration E=2

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

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

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

Ready o Scan et

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

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

Medication Administration ===
Nurse Review | [ LastRefreshat1353PST |
CSTLEARNING, DEMOALPHA  MRN: 700008214 DOE: 01-Jan-1937 Loc: 624; 02
Male FIN#: 7000000015055 Age: 80 years == Allergies ™
[ \
Scheduled Mnemonic Details Result b
| % “®28-Nov-2017 10:00 PST cprofloxacin 200 mg, IV, administer over: 60 minute, d...
| 3F “w28-Nov-2017 10:00 PST hydromorphone 3 mg, NG-tube, start: 28-Nov-2017 10:00...
HYDROmarphone
C| W “®28-Mov-2017 10:00 PST vancomycin 1,000 mq, IV, start: 28-Nov-2017 10:00 PST
™| %5 “=28-Nov-2017 12:00 PST piperacillin-tazobactam 3375 q, IV, start: 28-Nov-2017 12:00 PST
[l “®28-Nov-2017 14:00 PST acetaminophen 650 mg, PO, drug form: tab, start: 28-Mo...
Maximum acetaminophen 4 g/24 h from ...
[ “728-Nov-2017 14:00 PST hydromorphaone 3 mg, NG-tube, start: 28-Nov-2017 14:00...
HYDROmorphane
Il “928-Nov-2017 15:00 PST moxifloxacin 400 mg, IV, administer over: 60 minute, d...
MQxIfloxacin
(| “®PRN fentanyl dose range: 25 to 50 mcg, IV, g5min, PR...
fentanyl (fentanyl PRM r...
(| @ Continuous norepinephrine titrate, Iv, 0 mcg/min minimum rate, 20 ...
norepinephrine additive...
[l Continuous Sodium Chloride 09%  order rate: 50 mL/h, Iv, drug form: bag, ...
adium chloride 0 9% [
cd Continuous Sodium Chloride 0.9% order rate: 75 mL/h, IV, drug form: bal:lm ml, IV, 75 mL/h, <Site>_
E a | sodium chloride 0.9% ... !
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6. Fill in the following information, in this case:

e Performed time = 0600

e Sijte=

7. Click OK

Arm, Lower - Left

“ CLINICAL+SYSTEMS y
TRANSFORMATION TRANSFORMATIONAL
LEARNING

Gur path 1o smartar, seamless cars

sodium chloride 0.9% (NS) continuous infusion 1,000 mL
arder rate: 75 mL/h, IV, drug form: bag, start: 11-Dec-2017 10:43 PST, bag volume (mL): 1,000

Antecubital Fossa - Left

Arm, Lower - Right
Arm, Upper - Left
Arm, Upper - Right
Chest, Anterior - Left

*Rate (ml/h) ; JAntecubital Fossa - Right
I Arm, Lower - Left la

Jlves [INo sodium chloride 0.9% (NS) continuous infusion 1,000 mL
*Performed date / time:  11.Dec-2017 ‘EI PST Comment...
*Performed by: Testlser, ICU-Murse
Witnessed by :
"Bag#: 1
*Site : E
“Volume (ml); “howAll>

Begin Bag

Chest, Anterior - Right
Foot - Left

OK

|7 T

. Foot - Right
Groin - Left

| Groin - Right

Hand - Left

Hand - Right

Jugular, External - Left
lugular, External - Right

8. Click the Sign button = *

CSTDEMO, ZEUS
Male

MRN: 700004780

FIN#: 7000000013571

02-Dec-2017 10:09 PST - 02-Dec-2017 12:39 PST

Murse Review

| [ LastRefreshatil:24 PST |

DOB: 01-Feb-1979
Age: 38 years

Loc: IC06; 01

** Allergies **

Scheduled Mnemonic Details Result
O3 = 02-Dec-2017 08:00 PST thiamine 200 mg, PO, drug form: tab, start: 02-De...
Vitamin B1

C he) 02-Dec-2017 12:00 PST piperacillin-tazobactam  3.375 q, Iv, start: 02-Dec-2017 12:00 PST

I ‘=l pRN Dextrose 50% in Water 12.5 g, IV, g15min, PRN hypoglycemia, dr...
dextrose 50% (dextrose...For blood glucose 4 mmol/L or LESS: ad...

([l b ] PRMN fentanyl 25 meq, IV, g5min, PRN pain-breakthrou..

] el PRM fentanyl dose range: 25 to 50 mcg, IV, g5min, PR...
fentanyl (fentanyl PRN r...

) m PRN hydromorphone dose range: 0.5 to 1 mg, I, qLh, PRN pa..
HYDROmorphone (HYD... DILAUDID EQUIV

([l el PRN salbutamol 100 mcg = 1 puff, inhalation, g1h, PRN s...
salbutamol (salbutamal ...

m 9 PRMN sodium citrate 3 mL, instillation, g4h interval, PRN other ..
sodium citrate (sodium ... PRN Reason: For capping of dialysis cath...

) “=<%E9 continuous insulin regular titrate, Iv, 1 unit/h starting rate, 0 unit/h ...
insulin reqular (human) ... Protocol for Patient NOT currently receivi..

Il “"®mE)  continuous narepinephrine titrate, v, 0 mcg/min minimum rate, 20 ...
norepinephrine additive... =

L Continuous Sodium Chloride 0.9% order rate: 25 mL/h, IV, drug form: ba... 1,000 mL, IV, 25 mL/h, Jugular, Internal - Rig
sodium chloride 0.9% ...

Ea! i

Ready to Scan 20f2

B 3

140 | 186



‘ CLINICAL+SYSTEMS
TRANSFORMATION TRANSFORMATIONAL

PATIENT SCENARIO 11 - Medication Administration T LEARNING

9. You will return to the MAR where the sodium chloride 0.9% continuous infusion at 75mL/h is
now shown as complete.

LTI 3 W 0, 1A, 1V I

O Full screen EZPrint o> 1n

All Medications (System) - =

Show All Rate Change Docu... Medications

02-Dec-2017 | 02-Dec-2017 | 02-Dec-2017 | 02-Dec-2017 | 02-
12:00 PST 11:24 PST 11:16 PST 11:15 PST 10}

Time View ErI)
[ Scheduled

. | |norepinephrine additive 8 mg

| |dextrose 5% (D5W) titratable infusion 250 mL

titrate, IV, 0 mcg/min minimum rate, 20 meg/min maximum rate, titrate instructions:
titrate to maintain MAP goal, start: 15-Nov-2017 15:18 PST, bag volume (mL): 250

= | |Administration Information
NOReEineEhrme |
dextrose 5%

[ Unscheduled

[ Continuous Infusions

[ Future

sodium chloride 0.9% (NS) continuous infusion 1000 mL

[# Discontinued Scheduled order rate: 25 mi/h, IV, drug form: bag, start: 15-Now-2017 15:18 PST, bag volume Complete

= ~ | |{mLy: 1,000
Therapeutic Class View Administration Information Beain Bag 1.000
Route View sodium chloride 0.9%
e Ar

You have now documented that the Sodium Chloride infusion was initiated at 0600 at a rate of
75mL/hr.

Note: Making sure the hourly volumes are recorder in the Intake and Output record will be covered
in the next activity.

Key Learnings Points
Continuous infusions are administered using MAR and MAW

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

All fluids administered through MAR and MAW should flow to the Intake and Output record within
iView. Always double check the volumes flow correctly. (Sometimes manual entry is necessary)
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B PATIENT SCENARIO 12 — Document Intake and Output

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

Review and Document Intake and Output

SCENARIO
As a nurse, you will complete the following activities:
Navigate to intake and output flowsheets within iView

Review and document in the intake and output record
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& Activity 12.1 — Navigate to Intake and Output Flowsheets Within
IView

Intake and Output (1&0) is found as a band within iView and is where a patient’s intake and output will
be documented. From here, you are able to review specific fluid balance data including 1 hour totals, 12
hour totals, 24 hour totals, and even cumulative balances over the patient’s entire hospital stay.

The 1&0 window is structured like other flowsheets in iView. Values representing a patient’s 1&0O are
displayed in a spreadsheet layout with subtotals and totals for specific time ranges. The left portion of
the 1&O screen lists different intake and output categories.

Notice that the time columns in 1&0 are set to hourly ranges (e.g. 0600-06:59). You will need to
document under the correct hourly range column.

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

2. Select the Intake and Output band

TESTCSTSQ, TEN TEN DOB:18-Mor Code Status: =3
o1

Allergies: Paanuts, Tape

Ll - AN and &0 reen  @@Print & 0 minutes ago

o Adult Quick View [T ]

i il
% Adult Lines - Devices Today's Intake: 250 *' Qutput © 7' Balance: 250 Yesterday's Intake: 0 7 Output @ *  Balance: 0
A Adull Education ¥ Feb2013 08Feb-2018
& Blood Product Administration 1500, 1400. 1000 OT00. | 0600.  MHour NightShm 0500.

1200. 1200-  11:00- 0:00. 0800 5 04:00 -
T . 2 1SSEPST  14SSPST  1358PST 1ZSOPST  11S9PST  DSEPST  ORS9PST  OBSOPST  O7S8PST  0G59PST  Total Totsl  0S59PST  0e59PST O
& - 50

e Balance 250

o Advanced Graphing

& Restraint and Seclusion

& Procedural Sedation

0B Triage

Patient Information K Anteparum

 Antenatal Tesbng.

o Labiour and Delivery

% Newbom Delivery Data

% DB Recovery and Postpartum
o DB Special Assessment

% DB Systems Assessment

% Pediatric Systems Assessment <
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2 The Intake and Output band expands displaying the sections within it, and the 1&0 window on
the right. Let’s review the layout of the page.

The intake and output screen can be described per below:
1. The l&O navigator lists the sections of measurable 1&0 items

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

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

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

4. To change the date/time range being displayed:

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

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

- | Interactive View and &0 EFull screen @& Print & 1 hours 46 minutes ago

=] L]

< Adult Quick View
<« Adult Systems Assessment

i Admission to Current

< Adult Lines - Devices Output: 0 Balance: 0 Yesterday's Intake: 0 Qutput: 0 Balance: 0 E Today's Results
%
< Adult Education 06-Feb-2015 Other 6-Feb-2018
& Blood ProductAdministration 12:00 - 11:00 - 10:00 - 09:00 - 0800-  07:00- 06:00-  24Hour Night Shift  05:00 - 0400 - 03:00 - 02:00 - 01:00 - '
1259PST  TT59PST  0:SIPST  09:59PST  08SIPST  OT:53PST  06:SIPST  Total Total  0559PST  0459PST 0359PST  02:59PST OTSIPST 0

< Intake And Output

P

4 Output Total
4 Stool Qutput

Stool Count (Number of Stools)

Unnary Catheter, Intake
Pre-Amival Fluid

Gl Tube

< Restraint and Seclusion

< Pracedural Sedation

< 0B Triage

< Antepartum

< Antenatal Testing

< Labour and Delivery

< Newborn Delivery Data

< 0B Recovery and Postpartum
<} 0B Special Assessment

< OB Systems Assessment

< Pediatric Systems Assessment < >

Key Learning Point

Intake and Output (1&0) is found as a band within iView and is where a patient’s intake and output
will be documented and reviewed.

144 | 186



‘ CLINICAL+SYSTEMS
TRANSFORMATION TRANSFORMATIONAL

PATIENT SCENARIO 12 — Document Intake and Output T LEARNING

& Activity 12.2 — Review and Document in the Intake and Output
Record

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

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

Review to ensure the appropriate values are displaying in the 1&0O record.
1. Continuous Infusions: sodium chloride 0.9%

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

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

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

Today's Intake: 250 Output: © Balance: 250 Yesterday's Intake: 0 Output: © Balance: 0
R 08-Feb-2018 08-Feb-2018
15:00 - 14:00 - 13:00 - 12:00 - 11:00 - 10:00 - 09:00 - 08:00 - 07:00 - 06:00 - 24 Hour Might Shift  05:00 - 04:00 -
15:59 PST 1459 PST | 13:59PST  12:59PST  11:50PST  10:50PST  0%:50PST  0&53PST  O7:S8PST OG5 PST  Total Total 0553 PST  0459PST 0

4 Intake Total 250

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

A Medications 220
vancomyein + dextrose 5% 250 n
A Oral
Oral Intake
4 Output Total
4 Stool Output Once you double click in
Isjt‘_m‘ gﬂt"ttﬁN“’"bE'“’ Stools) the blank cells, the hourly
BTy volume of the continuous
Balance 250 \ infusion will populate /}

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

1. Locate the Oral section in the 1&0O navigator

2. In the flowsheet on the right, document the following by clicking into the appropriate cell.
e Oral Intake = 50 mL

3. Locate the Urine Output section in the 1&0 navigator

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

e Urine Voided =375 mL
5. Click Sign
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M Interactive View and 180 DO Full screen @ Print &0 minutes

o Adult Quick View
o Adult Systems Assessment —_—
< Adult Lines - Devices. Today's Intake: 250 "L Qutput: 0 L Balance: 250 Yesterday's Intake: 0 Output: 0 Balance: 0
< AdutEgucation Rim
"Bmﬁmdmmnishaﬁm 15:00 - 14:00 - 13:00 - 12:00 - 11:00 - 10:00 - 500 - 08:00 - 0T:00 - 06:00 - 24 Hour  Night Shift  05:00 - 04:00 -
e =

z

4 Continuous Infusions

Cther Intake Sources
sodium chioride 0,%% (NS) continuous
Negative Pressure Wound Therapy infusion 1,000 mL 1

Surgical Drain, Tube Inputs 4 Medications 250

Transfusions vancomydn - dextrose 5%
Uinary Catheter. Intake
Pre-Anival Flid Oral Intake
O Output 4 Output Total
Blood Qutput

4 Stool Qutput
Staol Count (Number of Stools)
4 Urine Qutput

Chest Tube Output
Continuous Renal Replacement Therapy

?:m: Output [ Urinevoidea mL37s
ube Balance 25071
Gl Ostomy Output

Other Output Sources

Paracentesis Outpt

Pericardiocentesis Output

Negative Pressure Wound Therapy

Stool

Surgical Drain, Tube Outputs

Thoracentesis Ouiput

Usnary Catheter. Ouiput M

Now you can see fluid balances for your patient:
1. 12 hour Day/Night Shift Total
2. Hourly Total

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

% CareCompass £ Clinical Leader Organizer 4 Patient List 33 Multi-Patient Task List ¥ Discharge Dashboard 53 Staff Assignment
{ @ PACS @ FormFast WFI _ { i Tear OFf HJl Exit % AdHoc Il Medication Administration & PM Conversation ~ _} Communicate +
CSTLEARNING, DEMOTHETA  x

CSTLEARNING, DEMOTHETA DOB:01-lan-1937 MRN:700008216 Code Statu: Process:Falls Risk Location:LGH 6E;
AgeB0 years Enc:7000000015058 Disease: Enc Typednpatient
Allergies: penicillin, Tape d PHN 4 Dosing Wt Isolation: Attending:Plisvca, Roct

Menu i [ Full screen  @Print |

LeamingLIVE |_
Medical Record Request 4 Add - [ Documents B Scheduling Appointment Book (s Discern Reporting Portal |_

Patient Summary

Ordes + Add

B T ——
D QYT Sl SCE T E Today's Intake: 1366 m. Output: 375 i Balance: 991 . Yesterday's Intake: 0 m. Output O i Balance O il
@ Adult Lines - Devices g e
— " Nov-
! %
Interactive View and 80 KL= Day Shift - 1600- | 1500-  1400-  1300-  1200- | 1100- | Jogo- | 0900-
<« Blood Product Administration Total OPST | 16:59PST | 15:59 PST | 14:59PST | 13:50PST 1259 PST | 11:59PST | 1D:59 PST | 09:59 PST
3 Intake And Output 4 Intake Total 1366 a 428 528 a 103 a
Documentatio Vo Gie .|| 4 continuous itusions 466 £ B A 103 a
Medication Request Gl Ostomy Intake w3E
parin additive 25000 unit - dertrose 5% premix
e h ditive 25000 unit + destrose 5%
o Tryreliate 500 mL o166 A = % A B o4
7 el sodium chioride 0.9% (NS] continuous infusion 1,000
Allergies & Add Other Intake Sources | ml L 300 75
< s Problems Negative Pressure Wound Therapy 4 Medications o o
= oblems Surgical Drain, Tube Inpuis. vancomycin = dextrose 5% 1L se0 s00
Transtusions e E 5 0
oy 4 Gastrostomy (G) tube Left upper quadrant 12 Frenth.
Estalbiad Intake L300 300
Q‘D“w oo Flush L s 50
00d Outp
Imigant I i
Chest Tube Outout T o o
Continuous Renal Replacemert Therapy
OralIntake L s 50
u T Do || 4 Other Intake Sources
e ot a Sulq';m'l:lain Tube Inputs
Other Output Sources. 4 Output To! 375 375
MAR Summary Paracentesis Oulput LSl
Pericardiocertesis Outout
Medica Negative Fressure Wound Therapy 4 Gastrostomy (G) tube Left upper quadrant 12 Frenfh
Stoal Outout Output n
Surgical Drain, Tube Outputs Irrigant Out
Troracentesis Ouiput Residual Discarded
Urinary Catheter, Output 4 Other Output Sources
Urnary Diversion u 4 Stool Output. |
v Une Output Stoal Count (Number of Stools} |
e -| T = | =
@ Advanced Graphing Urine Voided U s |
o Restraintand Seclusion 4 Urine Output mL/kg/hr |
o Procedural Sedation Balajee 991 ;ﬂzz« ENRETEIIN
@ Adult Critical Care Lines - Devices
« Adult Critical Care Quick View

Note: It is important that you verify all volumes are entered correctly. The system automatically
calculates fluid balances based on the volumes entered.
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You can also unchart, modify or add a comment to any result.
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5 CarvCompuss ) Chrical Leacker Organtier p Pasiere List 23 Mut- Patiert Tank Lt} Occharge Dachiboaed 52 Stalt Assigrment

QIS QFomfut Wi | |0 Tewe O 6 S Actioc BBIMedication

amc

CSTLEARNING, DEMOTHETA

Atergies: penicillin, Tape

(T2

- )C

5 LowmingtME |
= ) Mesbcal Record Peguest 4+ ASd » 13 Documonts 88 Scheduling Appowament Bock i Discern

Procered ol Risk

Diedse

Tondday. 214 112017 0ROQ PST - Fridey. 24 2035 IST
Todey's Intake 1366 Owtput: 375 Balance 991 Yenterdey's btske 0 Owper 0 Basnce 0
o T
100 1000 0900 00 700 0600
LSS PST  10SHMST  ORSBMST  CRSIFST  OFSIMT  OASB ST
| & tntake Totat - [~ RPN T PO O ) w0
A Cortramnn rhemmas s B . WA W oa W w2
o3
NEDIN 300N 15000 Undt « Sestrote TN premes
500 mL A 2 . B A S 7 n
- ” s ” »
|| 4 Mesation 0o
ancomyon « dedtrese SN
| 4 Gatrostommy 06 Tuie Left wppes quadvant 12 sonh
L
Muth “ Add Revsr_
‘ Imigant n Ve Pt Detads
- Ot % Defaued i
Oum rtake » Vi Defsusted it
t1] i Other et Scmrcen Veew Cerr
[ 4 Sovgunl Do, Tube Inputs &
| | cutpet vouu - inchen
4 Lmavis Ovipnt Change Dute/Time...
4 Gl Tore 74 A
4 Ganbontomy (G tutw Left upper quackant 17 liemch ¥
Oupu
Brigert O Add Comment._.
Revduel Dotaded
| 4 Other Ovtput Soumcen
| & Stool Outpat
ool Count Phumbder of Stosky
1| 4 rise Cutpnt 3
Urine Voided s
) g/

SHU . W W

2] ]

Now let’s say your patient just vomited and you need to document the Emesis Amount. You
need to add in this section because it is not yet active in the 1&0 band

1.
2.

Amount. Click OK

Click the Refresh icon .

Click on the customize view icon E

Open the Emesis Output section by clicking the arrow | * to expand the section.

A Customize window will open, listing all available sections that can be manually added

Scroll down to the Emesis Output section and click the box & under the Default Open
column

You want to document the volume the patient vomited, so click the box ' next to Emesis
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L] TESTCSTSQ, TEN TEN - 700003210

Customize | Preferences | Dynamic Groups

Display Name On View Default Oper
Output

» Blood Output

» Chest Tube Output

» Continuous Renal Replacement Thera...

Emesis Output

Emesis Count

giooagd

Emesis Description

Emesis Amount

mEEmAOa

Emesis/Projectile Volume, Est
» Gl Tube O
» Gl Ostomy Output O v
< >

Search for ltem: v

In Section:

ollapse A xpand Al SSancel

Once you refresh your page, you will see the Emesis Output section is now available in &0 and
you can document against Emesis Amount.

In the appropriate time column, document Emesis Amount = Moderate in the cell

1. Notice the downward arrow icon € next to Emesis Amount, this means there are
conditional cells that display if Emesis Amount is documented on. In this case,
Emesis/Projectile Volume, Estimated is the conditional field that is now available to
document on.

2. Enter the following volume Emesis/Projectile Volume, Est = 150 and press Enter on
your keyboard.

3. Click green checkmark icon ¥ to sign. You will now see this volume displayed in the
patient’s fluid balance.
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~ETRN 5

< Adult Quick View

< Adult Systems Assessment
< Adult Lines - Devices

< Adult Education

< Blood Product Administration
< Intake And Output

Utnary Catheter, Intzke:
Pre-Amval Fluid

=
Blood Output
Chest Tube Output
Continuous Renal Replacement Therapy

Gl Tube

Gl Ostomy Output

Other Output Sources
utput

Surgical Drain, Tube Outputs
Thomcentesis Output
Uiinary Catheter, Quioit

[<]] [ |
Today's Intake: 300 Output: 525 Balance: -225 Yesterday's Intake: 0 Output: 0 Balance: 0
m 03.Feb-2013 08-Feb 2018
1500- | 1400 | 1300- | 1200- | 1100- | 10:00- | 0900- | 0B00- | O7:00- | O0KOD-  Z4Hour Nightshift 0500 | 0400. | |
1S59PST  1459PST  1359PST  1250PST  1LSOPST  1059PST  0959PST  0BSOPST  O759PST  0GSOPST  Total Total  05:59PST | 0459PST | O
4 Intake Total 300

Key Learning Points

Time columns are organized into hourly intervals with a column for a 12 hour (Day/Night Shift)

Total and 24 Hour Total

Continuous infusion volumes will flow into &0 by double clicking on each hourly cell

IV medications need to have the Diluent Volume entered upon administration in order for the

volume of the med to flow to 1&0O

Some values will require direct charting in the Intake and Output band e.g. oral intake

Use the Customize View icon F to add sections to 1&0 that may not already be active
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B PATIENT SCENARIO 13 - Modified Early Warning System (MEWS)

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

Understand the purpose of using the Modified Early Warning System
Document on MEWS
Manage a MEWS alert

SCENARIO
In this scenario, you will be managing a MEWS alert for your patient.
You will complete the following activities:
Document on the MEWS section in iView to trigger a MEWS alert
Review the MEWS alert

Document provider notification
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# Activity 13.1 — Document on MEWS Section in iView to Trigger a
MEWS Alert

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

MEWS is scored based on 5 key assessment parameters: systolic blood pressure, heart rate,
respiratory rate, temperature, and level of consciousness. A score is then totaled based on the values
documented. If the score is out of normal or expected range, or if new documentation for situational
awareness factors indicates a change for the worse, an electronic alert will be triggered to warn nurses
that the patient may be deteriorating and require timely attention.

Note:
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 critical care areas

1 You will navigate to and review MEWS documentation.
1. Select Interactive View and 1&0 from the menu
2. Click on the Adult Quick View Band
3. Document the following vital signs in the VITAL SIGNS section

e Temperature Oral = 38

o Peripheral Pulse Rate = 105
e SBP/DBP =100/60

e Respiratory Rate =20

Menu - |#4 Interactive View and I&0
hti=lc O N N R

Mental Health Summary

Orders =+ Add

= ;
tient Task List MTACUILGuICk VCw

Modfied Eary Waming System [Find ltem]

Glucose Blood Point of Care
Point of Care Testing

1 )

Mental Status Exam

Ongoing Columbia Suicide Severty Rating

Activities of Daily Living

PAIN ASSESSMENT

Comfort Measures

Environmental Safety Management

Morse Fall Scale

Fall Prevention Interventions

Post Fall Evaluation

Individual Observation Record

Provider Notification

Transfer/Transport

Shift Report/Handoff

~ [ciitical  FlHigh [Flow [[JAbnormal  [[Unauth [Flag
[Feformed By

[Result [Commerts __ |Flag__|Date

Interactive View and 18:0

2018-Jan-18
08:39 PST|

Temperature Axillary
Temperature Temporal Artery
Temperature Oral
Temperature Tympanic
Apical Heart Rate

Peripheral Pulse Rate

Heart Rate Monitored bp
SBF/DEP Cuff mmHg

Diagnoses and Problems

CareConnect Cuff Location
B Mean Arterial Pressure, Cuff mmHg
Mean Arterial Pressure, Manual mmHg
Blood Pressure Method

SBF/DBP Supine mmHg
Pulse Supine bpm
SBR/DBP Sitting mmHg
Pulse Sitting n

Patient Information

Reference

Pulse Standing

Cerebral Perfusion Pressure, Cuff mmHg
4 Oxygenation
Respiratary Rate br/min

SEP/DEP Standing mmHg
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Note: The vital signs documentation has flowed into the MEWS section

[ ]

TRANSFORMATIONAL
LEARNING

5. Double-click the blue band to the right of the Modified Early Warning System section,
under the current time column. A check mark I will display, indicating the whole
section is activated and the MEWS scores will be automatically calculated

% Adult Quick View
VITAL SIGNS
Modffied Eardy Waming System
PAIN ASSESSMENT
Pain Modalities
IV Drips
Insulin Infusion
Heparin Infusion
Apnea/Bradycardia Episodes
Mental Status/Cognition
Sedation Scales
Provider Motification
Environmental Safety Management
Activities of Daily Living
Measurements
Glucose Blood Point of Care
Individual Observation Record
Comfort Measures
Transfer/ Transport
Shift Report/Handoff

% Adult Systems Assessment
% Adult Lines - Devices

% Adult Education

% Blood Product Administration
\:{Inmke And Output

% Advanced Graphing

%/ Restraint and Seclusion

@/ Procedural Sedation

@ OB Triage

@ Antepartum

o Antenatal Testing

% Labour and Delivery

% Newbaorn Delivery Data

% OB Recovery and Postpartum
% OB Special Assessment

% OB Systems Assessment

% Pediatric Systems Assessment

v | [ Critical [J High

[ Low [J Abnormal

i

| Result |C0mmsms
|

[Fag

| Date

- Maodified Early Warning System
A Temperature

08-Feb-2018
16:11 PST

Temperature Axillary

Temperature Oral

A MEWS Temperature Score

4 Heart Rate
Apical Heart Rate
Peripheral Pulse Rate

@ MEWS Heart Rate Score

4 Respiratory Rate
Respiratory Rate

[ MEWS Respiratory Rate Score

4 Blood Pressure
SBF/DBP Cuff
SEP/DBP Supine
SEF/DBP Sitting
SEF/DEP Standing

@ MEWS Systolic Blood Pressure Score

A AVPU
AVPU

@R MEWS AVPU Scare

4 MEWS Total Score

@ MEWS Total Seore

4 Situational Awareness Factors
Patient/Family/Caregi
Unusual Therapy
Communication Breakdown
Urine Less Than 0.5 ml/ka/h for 4 hours
Sp02 Below 909 with FiO2 Higher Than 50%
GCS Less Than or Equal to 12

4 MEWS Action Taken
MEWS Action Taken

4 PAIN ASSESSMENT
Fain Present
Respiratory Rate

ver Concerns

6. Document AVPU

e AVPU = Alert and responsive
7. Document on the Situational Awareness Factors:
e Forthe purpose of this practice scenario, select No for all cells in this section.

Note: The purpose of this section of documentation is to gather more information related to how

the patient is doing, which provides context for those who see the MEWS alert.

8. 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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~Hu+[/|Fulax

< Adult Quick View
VITAL SIGNS
Modified Eary Waming System
PAIN ASSESSMENT
Pain Modalties
1V Drips
Insulin Infusion
Heparin Infusion
Apnea/Bradycardia Episodes
Mertal Status/Cognition
Sedation Scales
Provider Notification
Environmental Safety Management
Activities of Daily Living
Measurements
Glucose Blood Poirt of Care
Individual Observation Record
Comfort Measures
Transfer/Transport
Shift Report/Handoff

% Adult Systems Assessment
% Adult Lines - Devices

% Adult Education

%y Blood Product Administration
% Intake And Output

% Advanced Graphing

% Restraint and Seclusion

% Procedural Sedation

% OB Triage

% Antepartum

% Antenatal Testing

% Labour and Delivery

% Newborn Delivery Data

Respiratory Rate
8 MEWS Respiratory Rate Score
4 Blood Pressure
SEP/DBP Cuff
SEP/DEFP Supine
SEP/DEBP Sitting
SEBPF/DEP Standing
@A MEWS Systolic Elood Pressure Score
A AVPU

v| O critical O High O Low [ Ab
! Result |Comments | Hag ‘ Date
08-Feb-2018
16:11 PST
Modified Early Warning System
A Temperature
Temperature Axillary DegC
Temperature Oral DegCl3g
[l MEWS Temperature Score 1
A Heart Rate
Apical Heart Rate n
Peripheral Pulse Rate n105
I MEWS Heart Rate Score 1
A Respiratory Rate

Y o)
[ MEWS AVPU Score 0
A MEWS Total Score
B MEWS Total Score 4
A Situational Awareness Factors =
Patient/Famil ver Concerns Mo
Unusual Therap: No
Communication Breakdown Mo
Urine Less Than 0.5 ml/kg/h for 4 hours Mo
Sp02 Below 90% with FiO2 Higher Than 30% No
GCS Less Than or Equal to 12 Mo g_

! TRANSFORMATIONAL

LEARNING

Note: The patient has a slight fever with a soft BP and a higher heart rate, indicating that they
may be getting sicker and need timely attention from the health care team. The calculated MEWS

Total Score is 4, which will automatically trigger a MEWS alert in the system.

9. A Discern Notification window will appear. This is the MEWS alert.
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Discern Notification (TESTNURSERURAL)

Event Date/Time

Subject
Rapid Response Early Warning - MEWS

08-Feb-2018 4:20:35 ...

100% ~|

[ EREF BN ESRES E

'

2= 0

DISCERN ALERT

INAME: TESTCSTSQ. TEN TEN

[DATE: 08 February. 2018 16:20:35 PST
IMRN: 700003210

BIRTH DATE: 19 November, 1984

IAGE: 33 Years

[LOCATION: SGH Squamish; SGH MS; 111

IMEWS Score (4)

IEWS Criteria

|PO783 [TEST.NURSERURAL [TEST.NURSERURAL |Thursday, February 08, 2018 [04:23 vﬂ

Ready

The next activity will provide you with more information about this alert.

“. Key Learning Points

MEWS stands for Modified Early Warning System and is a scoring system that can trigger an

electronic alert in the CIS

The MEWS score is based on systolic blood pressure, heart rate, respiratory rate, temperature,
and level of consciousness (AVPU = alert, voice, pain, unresponsive)

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

The MEWS alert is suppressed in some situations, such as for palliative/comfort care patients

and in critical care areas
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3 Activity 13.2 — Review the MEWS Alert

1 The MEWS alert appears when a MEWS score is calculated to be out of normal range for the
patient. The alert itself provides the following information: patient demographics, the MEWS
score, clinical decision support, and the score criteria.

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

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

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

1. Review the Patient Demographics

2. Review the MEWS Score

3. Review the coloured Clinical Decision Support list to initiate appropriate action

4. Review the MEWS Criteria
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72 Discer Notification (TEST-NURSEICU) == EoR =
i Task Edit View Help
HP” AT
l Subject Event Date/Time
Rapid Response Early Warning - MEWS | 28-Nov-2017 14:17:24
Bt as™ Jooas
[DISCERN ALERT

INAME: CSTLEARNING, DEMOALPHA
IDATE: 28 November, 2017 14:17:24 PST
NMRN: 700008214

BIRTH DATE: 01 Jamuary, 1937

IAGE: 80 Years

ILOCATION: LGH Lions Gate; LGH 6E; 624

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 2

Note: Itis up to the nurse to take the appropriate clinical steps after receiving a MEWS alert for
a patient. In some cases, the patient may just need to be closely observed and re-assessed. In

others, the provider or Rapid Response Team (where available) may need to be called to come
and assess the patient immediately.

You can now click the red x icon i in the top left hand corner to delete the Discern
Notification for the MEWS Alert.

“. Key Learning Points

MEWS alerts display patient information, MEWS score, and score criteria

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

The clinical decision making support in the MEWS alert helps guide nurses in taking the
appropriate next steps in caring for the patient
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& Activity 13.3 — Document Provider Notification

! TRANSFORMATIONAL
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Once you receive a MEWS alert, you assess the patient and decide on further actions to take. In this
scenario, we will contact the most responsible provider to let them know about the MEWS alert. After

you notify the provider, you need to document that you have done so.

called MEWS Alert.

E= CareCompass

from the Toolbar

1. Navigate to CareCompass

HRARIAY W - 00Q
Patent Lit: CUSTOM  [] X LstMamtenance 4 Add Pabent &

Locsien Pt D08:01/01/1837
6404 f CSTLEARNING, DEMOTHETA
80yrs | M| Attempt CPR, Ful Code e
Mlerges | General Diet

70703 CSTDEMO, ATHENA
J0ws P - ACETMMINGENEN (1 TLENUL) 3051
Alergias | — Comment Maxmum acetam)
2201 CSTCARDDEMO, BOB DO NOT USE
Toyrs [ M~

Mo Known Alergies | —

Unschaduled
0 Vanaties and Beiongmos
(%] Admission Discharge Outcomes Assessment

1500 (Ho Actlies)
Interiscipinary

te = 22 [2 poinl(s)] 04 December, 2017 14:14.00

19 Consult 1o Respiratory Therapy Consust o Rasprstory Therapy 01
Gxygen Therapy 0-1o-2017 02 41 ST, Roulne, Tirs
‘Aml’h!l!
Respirat
Insin -
vot bone | | Document
Overdue 14:00 15:00 16:00 - - — — — _ i

The MEWS alert automatically creates a task that can be viewed in CareCompass. The task is

3. Hover over the task to display more information about the alert.
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ARAR A W - 004

P

«Lst: CUSTOM  [v] X LitMantenance < Add Patient ¢

vancomyeln 1000 mg. V, st
(2] Ada itficat Arwaynubaton Aert

& acetaminophen (TYLENOL) =

e
MEWS Crter: 04 December, 2017 14:14:00 PST Temperature Axry = 38 (1 pont(s)] 04 December, 2017 14:14:00 PST Respratory Rate
- 22 (2 pone(s)) 04 December, 2017 14:14:00 PST Systolc Bood Pressure = 100 [1 pont(s)]

5] Admission Discharge Out sment
15:00 {No Acoviies)

ocstion Pt Age:80yrs Sech
624-04 A\ CSTLEARNING, DEMOTHETA
B0yrs | M Attampt CPR, Ful Code M- -
Alergies Geners Dt
707-03 CSTDEMO, ATHENA
I - acewammopnen 1 LENGL) o O DRI B USURE 2T UL UTPST
Alorgies ~ ek
, acetammophen (TYLENOL) acstaminophien 640 mg. PO, drug form oral i, start 04 =
-0 G,MQ“‘D,“" 02 808 0O HOT. U1SE ‘Comment Matmum acetaminophen & 024 hfom a8 sources
o Yuoi Mlesgis | acetammophen (TYLENOL) acs 40 mg, PO, drug form: ora ia =
Comment Maximum acetamin 4 htrom a8 sources

Do8: 01/01/1937 MR 700008216

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

Vancomy<in 1,000 Mg, TV, STart Z8-Nov-Z0T7 ZZ00FST

| PRN/Continuous || Plans of Care

| Patient Information

4 Hours 12 Hours

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

acetaminophen 650 mag, PO, drug form: oral lig, start: 29-Nov-2017 06:00 PST
Comment: Maximum acetaminophen 4 g/24 h from all sources

ranitidine 50 mg, IV, start: 29-Mov-2017 06:00 PST

MEWS Alert 26-Nov-201 - 5T, Stop: 26 2017 1749 PS
Comment: MEW mber, 2017 :00 PST Temperature Oral =
Add Difficult Airway/Intubation Alert

[Z] Add Difficult Airway/intubation Alert

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

=

-

| Done

‘ Not Done || Documentél

158 | 186



PATIENT SCENARIO 13 - Modified Early Warning System

‘ CLINICAL+SYSTEMS y
TRANSFORMATION TRANSFORMATIONAL

(M EW S) Our path 1o smarter, seamless cars LEARNING
5. In the 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 = type name of Attending Provider (last name, first name)
e Physician Requested Interventions = No orders received and Continue to Monitor
ey v —_—,—,—
Provider Notification v [[Critical [[JHigh [FJLow []Abnormal [F]Und
Result |Comments  [Fag  [Date
N 28-Nov-2017
'3 0 12:29?57
B Provider Notification
Provider Notification Reason PEWS/MEWS alert
Provider Notification Details MEWS Alert score 4
@Unable to Reach Provider ...
Provider Informed Plisvce, Noe, MD
Physician Requested Interventions  |Physician Requested Interventions X
[l Orders received
1 No orders received
¥ Continue to monitor
[]Other
6. Sign documentation. Completing this documentation will automatically clear the MEWS Alert
task from the patient’s task list.
7. IniView, navigate to Adult Quick View. Click on Modified Early Warning System
8. Complete documentation for MEWS Action Taken = Notified Physician. Then Sign.
%

Adult Quick View
JTA
Modified Eary Waming System
PAIN ASSESSM a
Pain Modalities
IV Drips
Insulin Infusion
Heparin Infusion
Apnea/Bradycardia Episodes
Mental Status/Cognition
Sedation Scales
Provider Notification
Enwi l Safety M
Activities of Daily Living
Measurements
Additional Measurements
Print of Care Testinn
%y Adult Systems Assessment
g Adult Lines - Devices
g Adult Education
% Blood Product Administration

%5: Intake And Cutput

% Advanced Graphing

% Restraint and Seclusion
% Procedural Sedation

G

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

4 MEWS Action Taken

m * [C] Critical I:‘High [[JLow  [[lAbnormal [ Unauth I:‘Flag
Uked 29-Nov-2017 28-Nov-2017
il %F 10:13 PST| 09:29 PST  15:00 PST

MEWS Action Taken |
2 PAIN ASSESSMENT
Fain Present
Respiratory Rate
Onset
Provoking
Palliating
Quality
Location

br/mir

MEWS Action Taken

[[IMo action necessary

[[IMaintain scheduled assessments
[increase frequency of assessments
[ Matified Unit Charge RM
% Motified Physician

[ ] Activate rapid response team [RRT/MET)
[C1call code blue
[ other

Laterality
Radiation Characteristics
Pain Comment
@Secondar}r Pain 3ite
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 about Provider Notification.
Once the documentation is complete, the task drops off the patient’s task list.
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B PATIENT SCENARIO 14 - Results Review

If you have completed Nursing Emergency workbook, you may skip over this activity

Duration Learning Objectives

5 minutes At the end of this Scenario, you will be able to:
Review Patient Results
Identify any Abnormal Results

SCENARIO

In this scenario, you will review your patient’s results. One way to do this is from Results Review.

You will complete the following activity:

Review results using Results Review
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3 Activity 14.1 — Review Results Using Results Review

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

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

imaging.
Flowsheets are divided into two major sections.

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

2. The grid to the right is known as Results Display.

Recent Results | Advance Care Planning | Lab - Recent | Lab - Extended | Pathology | Microbiology Cultures | Microbiology Other | Transfusion | Diagnostics | Vitals - Recent | Vitals - Extended | Delivery Record

Flowsheet: | Quick View v || .| Level: QuickView v| @Table OGroup OlList
Navigator [ -
[@ Coagulation and Thra Showing results from (22-Nov-2017 - 01-Feb-2018)  Show more results
6 Measurements ‘Quick View 01 Feb 2018 0:27 PST | 25Jan-2018 09:52 PST | 24-Jan-2016 13:03 PST | 23-Jan-2016 15:26 PST | 19-Jan-2018 13:00 PST | 18-Jan-2018 15:57 PST | 17-Jan-2018 13:07 PST | 16-Jan-2018 10:07 PST | 09-Jan-2018 14:
Coagulation and Thrombophilia
[ VITAL SIGNS " R Poc S
[ SBP/DBP Cuff Measurements
. ] Height/Length Measured 149 cm 148 cm 149 cm
B Oxygenation 7] Birth Lengtn 45am
Basic Oxygen Informd [I] Weight Measure d 6kg 60 kg
in

PAIN ASSESSMENT

5kg
33em
6ko
37 DegC 36 DegC
ral 36 DegC 1)
] Apical Heart Rate 57 opm
| Peripheral Pulse Rate 70 bpm
| Heart Rate Monitored 63 bpm 80 bpm
120 mmHg 120 mmHg 120 mmHg
70 mmHg 80 mmHg 80 mmHg
Right leg Leftam
93 mmHg
Automatic
w/min (H)
en A
Kygen Therapy imp
] Oxygen Flow Rate 7Umin 20 Umin g

3. Notice the different category tabs across the top of the resulst review page. You can select
any of these tabs to see results for that category.

4. Also notice selection of items in the Flowsheet drop down menu. You can select any of
these Flowsheets to see related results.
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'l:cent Results ‘ Advance Care Planning | Lab - Recent | Lab - Extended | ay | Cultures | i Other | Tt i Di Vitals - Recent | Vitals - Extended | Delivery Recurd
Flowsheet: | | Quick View 4 D Level: | Quick View v|®Table OGroup O List
All Results
Advance Care Planning View
Acti s of Daily Living
[|Ambulatory View jfrom (22-Nov-2017 - 01-Feb-2018)  Show more results
Anesthesiology View -
N g uick View | 01Feb-2018 09:27 PST | 25-Jan-2018 09:52 PST | 24-Jan-2018 13:03 PST | 23-Jan-2018 15:26 PST | 19-Jan-2018 13:00 PST | 18-Jan-2018 15:57 PST | 17-Jan-2018 13:07 PST | 16-Jan-2018 10:07 PST | 09-Jan-2018 14 A
Anti-Caagulation mbophilia
| Assessments View EETG]
Delivery Record sured 143 cm 149 cm 143 cm
Diabetic Flowsheet 45 om
B 6kg 60kg
Diagnostics View
Dialysis View oht
skg

Early Warning Alerts Flowsheeterence 33m
Education View 5k
Forms View b 37 DegC 36 Degt
Infection Control View 36Deot

3 57 opm
Lab View ite 70bpm
LinesTubesDrains e 59 bpm 0 bpm
Mental Health View sure 120 mmHg 120 mmHg 120 mmHg
Microbiology Other View ssure 70 mmHg 50 mmHg 50 mmHg

Right leg Leftam
Obstetrics View ure, Cuff 93 mmHg
Orthopedic View a Automatic
Pain View 22 br/min (H) 73 br/min (H)
Respiratory View P2
Initiate 02 Therapy
Quick View Simple mask
Transfusion View - Limin 20Umin h
. >

Trauma View
Vitals View

Review the most recent results for your patient:
1. Navigate to Results Review from the Menu

2. Review the Recent Results tab

3. Review the Lab — Recent tab

A Results Review

oy}
[ Recent Resuits | Advance Care Planning

Flowsheet  Quick View voa

Lab - Extended | Pathology i i Cultures i gy Other | Transfu Diagnost Vitals - Recent | Vitals - Extended | Delivery Record

evel:  Quick View v ®Table O Group O List

Results Review
Showing results from (22-Nov-2017 - 01-Feb-2018)  Show more resulls

entation Coagulation and Thrg

& Measurements ik Voew 1. Feb 2016 05:27 P57 | 75-1an-2013 0332 T | 24Jan 2015 1505 Por | 75-Jan 2015 15:26 75T | 19.Jan-2018 1300 P57 | 15-1an-2018 15,57 ¥ | T7-Jan 2013 15:07 T | 16-1an201 10:07 57 | 03an 20161 m
[ VITAL SIGNS |5 .
60 SBP/DBP Cuff (R
= HeRNLAEngth Messused s 1a5cm 1a8cm
IEd Oxygenation 7] Birth Length s
» Basic Oxygen Informa [ et Messarsa ok sk
| wieight Desing
* PAIN ASSESSMENT | [source of Dosing weight
| | Birth Weight Sk
I ot tesg Creumterence 3
7] wieight Discharge (7]
VITAL SGs
[ empetn ey o S0esc
I7] Temotrature Orat 36069
[] Apical Heart Rate 57 bpm
I7] perioneral Puse Rate 7088
-] Heart Rate Monitored 83 bpm 20 bpm
S8P/DBP Cutt
B e eea e o mr e
I7] Diastoie Bisod Prssure 70wt 2 mnitg s0mmHg
cutt Location Right eg Leftam
[ wean asteria ressure, cutt 53 mnig
Blood Pressure Method Automatic
[oxvoenaton
IE] Respicatan Rate 22 bmin 4 75 umin 4
I Measurea 025 P02 E)
Grgen Adhity Initate 02 Therapy
wgen merapy senple mask
[ Grygen Fiow Rate T Umin 2 Umin v
< >
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4. Review your patient’s recent lab results.

CBC and Peripheral Smear

VEC Count
RB nt
Hemoglobin

Hematocrit
MCV

MCH

ROW.CV
Platelet Count
NREC Absolute
Neutrophils
Lymphocytes
Monocytes

Myelocytes

Promyelocytes
Blast Cells
Blood Film Comment

15091 1)
20010 121 ()
gl
015

98

B po

101091

0041091 1L
015091 @)
0231091
0.01 1051
001 1091

Platelet g-,mn.n

Note the colours of specific lab results and their indications:

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

Orange values indicate higher than normal range
Red values indicate critical levels

TRANSFORMATIONAL
LEARNING

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

Key Learning Points

Flowsheets display clinical information recorded for a patient such as labs, transfusions, medical

imaging, etc.

The Navigator allows you to filter certain results in the Results Display

Results are colour coded to represent low, normal, high and critical values

View additional details of a result by double-clicking the value
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B PATIENT SCENARIO 15 — End of Shift Activities

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

Perform End of Shift Activities

SCENARIO
In this scenario, you will practice activities associated with giving report and documenting handover.
As a nurse, you will be completing the following activities:

Documenting Informal Team Communication

Documenting a Nursing Shift Summary Note

Handoff Tool

Documenting Handoff in iView
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PATIENT SCENARIO 15 — End of Shift Activities

& Activity 15.1 — Documenting Informal Team Communication

1 Within the Handoff Tool there is an Informal Team Communication component that can be
used for documentation of informal communication between all interdisciplinary care team
members. Use the Add new action section to create a list of to-do action items. Use the Add
new comment section to leave a comment for the oncoming nurse or other team members.

Note: Items documented within the Informal Team Communication component are NOT part of
the patient’s legal chart.

From the Menu select Patient Summary
1. Within the Handoff Tool tab
2. Select the Informal Team Communication component

3. Under Add new action type Re-order Morphine. Click Save.

Menu ~ | Patient Summary

by SR ARRA | - 08

Orders

Handoff Tool 52| Summary 52| Assessment 82 | Discharge

Single Patient Task List

Informal Team 2

Communication Informal Team Communication

Active Issues Re-order Morphine |

Allergies (3)

Vital Signs and Measurements 164 characters left

Documents ... [ Available to All

Transfer/Transport/Accompan
iment ... No actions documented

mn

Assessments ... All Teams

Lines/Tubes/Drains ...

Intakn 2nd Outra

4. Under Add new comment type Dressing changed. Will require new pain medication order
tomorrow. Please re-order Morphine. Click Save

22 | Handoff Tool 2| -+ o — @,

»

Dressing changed. Will require new pain medication tomorrow. Please re-order Morphine. i

m

932 characters left
[ Available to All I[ Save nncel | 4
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It is important to remove/delete these Informal Team Communications when they no longer
apply.

To do this:

5. Click the small box to the left of the action note, or the small circle with the x to the right
of the note.

Informal Team Communication

L] Re-order Morphing D
TestUser, Nurse 04/12/17 16:53

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

Key Learning Points

The Informal Team Communication component is a way to leave an informal message for
another clinician

You can leave an action item or a comment

Any Informal Team Communication message will NOT be considered part of the patient’s legal
chart
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& Activity 15.2 — Documenting Nursing Shift Summary

If you have completed Nursing Emergency workbook, you may skip over this activity

1 Nurses should document within PowerForms and iView as much as possible and should avoid
duplicate documentation via narrative notes. However, a harrative note can be used to document
information that may require more details than can be documented otherwise. If a Nursing Shift
Summary note is required, follow these steps.

1. Review patient information in the Handoff Tool

2. Click on the Nursing Shift Summary blue link

Handoff Tool 52| summary 5| Assessment 5¢| Discharge 2| + Q
Infc l Te Cor i - N
— Informal Team Communication |2

Active Issues

Allergies (3) Add new action Add new comment

Vital Signs and Measurements

Documents (1) No actions documented No comments documented
Transfer/Transport/Accompanim Al Teams Al Teams
ent (o)
Bssessments ..
Lines/Tubes/Drains ... Active Issues Classification: All A ‘ Arvsts | |
Intake and Outpu ..
oy Add new as: This Visit and Chronic ~
Imaging ...
Name Classficaton Aetions
Mediications . [ — & Medical This Visit
[l e i Se Diabetes Medical Thisvist  Chronic
ek = Peripheral vascular disease Medical Thever Chronic
Oxygenation and Ventilation ...
Pathology ...
Histories .. Allergies ) + aviss | &
Create Note
Interdisciplinary Care Pian Substance Reactions Category Status Severity Reaction Type: Source Comments
Interdisciplinary Rounding Summ Bees/stinging Insects Environment Active - Allergy
ary Note ciprofloxacin = Drug Adtive = Alergy

INursing Shift Summary |24 diphenhydrAMINE - Drug Active - Allergy - —
Select Other Note Status: Complete ilati

Vital Signs and Measurements 4 Selected vist | ETEd | ||

3. For this activity, type the following note = Wife visited, very teary. Provided support and will
follow up tomorrow.

4. Click Sign/Submit and a Sign/Submit window will pop up.

CSTLEARNING, DEMOALPHA =
(CSTLEARNING. DEMOALPHA 1837 8z rocess: Location:LGH 6E: 624; 02

#add 1 WY

e Free TextMote X Lt ar
Tahoma [ - K BIU®mA-[Bs3m of

Dressing changed. Will require new pain medication order tomarrow. Please re-order Morphine.
a

+ Ad

* A
o Do 4 R e
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5. Click Sign in the Sign/Submit note window

Sign/Submit Note — =
“Type: Note Type List Filter:
[oston 9
“Author: Title: “Date:
TestUser, Rural-Nurse [Free Text Note | [osrep-01s  |i[1651 |esT
~ Forward Options | [ Create provider letter
| m Recent | Relationships [Q Frovider wame
Contacts Recipients
Default Name Defalt Name Comment Sign | Review/CC
=]

6. Click the Refresh icon

7. Once the page is refreshed, you will be able to see your Nursing Shift Summary note
saved under Documents in the Handoff Tool.

+ A Patient Summary

AR AR [100% ~08d

20 minutes age
Handolt Tool e -

o Documents (1)

Tima o Sarvcn Nota Type Ruther
| 08/02/18 16:47 Free Text Nate Nursing Shift Summary TestUser, Rural-Hurse

Transfer/Transport/Accompaniment (o) + +

PRI <clecied vist [Ty gregryreg S

Assessments

Selected vist| &

Lines/Tubes/Drains (4)«

selectad visn | &
Tvoe Location e
Current Medications ... 4 Lines 3)
I e Arterizl Ling Radial artery
Orders Pesipheral IV -

a Central Line Central venous catheter Triple Internal jugular vein Right FEB 08, 2018 08:56
4 Tubes/Drains (1)

Urinary Catheter

Urethral Indwelling/Continuous 12 French
¥ Discontinued (1)

Perphersl Antecubital Left

FEB 08, 2018 08:58

Trkaka and Dutrik

A4

Selected visit (24 hour periods starting at 06:00) | &%

P0783 TESTNURSERURAL Thursday, 08-February-2018 16:53 PST

Now this note is in the patient’s chart and other care team members can also view it by
completing the following steps:

1. Click on the Documentation tab from the Menu
2. Find and click on the Nursing Shift Summary Note

3. Note the Final Report can be read on the right side of the screen
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*add W B Gy Forward [ Provider Letter | [ Modify | W | & & | Il i Ervor ||| fPreview
tist ap

Dipley: | A Prysiion Nelan.cn) |

Arranged By: Date. Newest At Top A

* Final Report *

Nursing Shift Summary 04-Dec-2017 17:09:00 PST
it M St Blaal] | vite veited, very teary. Provided support; wil folow up tomortom
Result type: Nursing Shift Summary
Result date Monday, O4-December-2017 17:09 PST
Result status: ~ Auth (Verfied)
Result tite: Free Text Note
Performed by:  TestUser, Nurse on Monday, 04-December-2017 17:10 PST
Verified by: Testuser, Nurse on Monday, 04-Decembes-2017 17:10 PST

Encounter info: 7000000015058, LGH Lions Gate, Inpatient, 17-Nov-2017

“. Key Learning Points

A Nursing Shift Summary note is used to write a narrative note about what happened in a given
shift for oncoming nurses

The note must be signed in order for it to be recorded to the patient chart and viewable by other
team members

Nurses and other team members can view signed notes from the Documentation tab in the Menu
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& Activity 15.3 — Handoff Tool

1  Use the Handoff Tool to review patient information with the oncoming nurse.
From the Menu select Patient Summary. From the Handoff Tool Tab:

1. Scroll down the page or access each component by clicking within the Handoff
components on the left

2. It will be helpful to review these components to provide clear patient information when
giving handover to another nurse.

Menu v + # Patient Summary
Patient Summary
AR AR R A 100% - [
nkaton *  Documents 1) sected vist JIPEETYTNISY seiected vt | Last 12 hours | More <] | s
My notes only ] Group by encounter | Display: Faciky defined view ~
Tima of sarvies. Subjuct Mote Typs Auther Lt Upcatec! Lt U
08/02/18 16:47 Free Text Note Nursing Shift Summary TestUser, Rural-Nurse 08/02/18 16:49 TestUser, Rural-Nurse
Transfes Transport/accompa
e Transfer/Transport/Accompaniment (o) + o selected vt [Nl Last 2 hous | Last 12 bours | | o>
L
I
L Selected vs | ¥
»
" ces Scroll to view more
Microbiology Other . information
History Lines/Tubes/Drains (1)« THeed Ver |
4 Lines (3)
Arterial Line
Parioheral IV ocubital Lokt -
central Line Central venous cathetes Trigle Tntemal juguiar ven Right FEB 08, 2018 08:56
4 Tubes/Drains (1)
Unnary Cathetes Urethwal Indweling)/ Continuous 12 French FEB 08, 2018 08:58
¥ Discontinued (1)
Care Plan
Interdiscpinary Reunding... W v
Trtake and Ouitnit Seleced v (24 hour periods starting ot 08:00) | ¥

“. Key Learning Point

Use the Handoff Tool (within the Patient Summary page) to review detailed patient information
when giving handover to another nurse
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& Activity 15.4 — Documenting Handoff in iView

TRANSFORMATIONAL
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1 As an inpatient rural nurse, you can document that you have given eeport or handover in iView
by completing the following steps:

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

2. Select Shift Report/Handoff section from Adult Quick View

3. Document using

the following data:

4. Sign your documentation

Menu
Patient Summary

Orders

Clinician Receiving Report = Name of Nurse 1
Clinician Giving Report = Name of Nurse 2
Lines Traced Site to Source = Yes

Orders Reviewed = Yes
Isolation Activity = leave blank if not on isolation

Single Patient Task List

o Adult Quick View

s Summary

Medication List =+ Add

VITAL SIGNS

Modified Eady Waming System
PAIN ASSESSMENT

Pain Modalities

IV Drips

Insulin Infusion

Heparin Infusion
Apnea/Bradycardia Episodes
Mental Status/Cognition
Sedation Scales

Provider Notification
Envirenmental Safety Management
Activities of Daily Living
Measurements

Glucose Blood Point of Care
Individual Observation Record
Comfort Measures

Transfer/ Transport

Shift Report/Handoff 2

[Find ftem| ~ [ Critical

[High [[low

] Abnormal

[Comments [Fag

[Date

- Shift Report/Handoff
Clinician Receiving Report
Clinician Giving Report
Lines Traced Site to Source

Sara Smith
Ves

Orders Reviewed

Isalation Adtivity

—

“. Key Learning Point

Document that you have given or received report in the Shift Report/Handoff section in iView
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B PATIENT SCENARIO 16 - Printing a Discharge Summary

Learning Objectives

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

Print a Discharge Summary

SCENARIO
In this scenario, you will be reviewing how to print a discharge summary.
As a nurse, you will be completing the following activity:

Printing a patient discharge summary
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& Activity 16.1 — Printing a Patient Discharge Summary

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

P WD

Navigate to the Patient Summary Workflow Page from the Menu
Select the Discharge tab
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.

e § PabentUist 58 Mut-Patient Task List B Discharge Omshboard
@QPACS @ Farmnfact WA _ i TearOFf 9] it T Adbioc MMMedicaton Adm
CSTLEARNING, DEMODELTA =

CSTLEARNING. DEMODELTA

¥ CareCompiss 5 Cinicel Laader Organia 2 Suaff Assignenent [ LeseningLIVE

-+ Commaricate - i Mecical Record Request + Acd - | Documentz 8 Scheduing Appoimiment Book. i Discer Reporing Portl
- L

Code Status: Location:LGH 6&: 620; 02
Ene Type

Allergles: Na Knawn Allergles

B AR anas s -oed
m— 2| summ

Active Issues

Add new 25: Chromic +

I Provider Discharge Documents (1) 4 q [RISTNY 1ast 50 Notes. &

Mmooy [ o

sunter | Display: Faciny defined view ~

N7 004 Discharge Summary Testuser, Genorabiedicee. Pysician, WD 201117 09:08 "o
Social Histories o E
Socl Hstory
Orders (1) —
[ pending Orders (7) | Grous by Ciinical Catogory [se] | Show: | All Actva Orders =

e e s s —— —

4 ndmit] Transfer/ Discharge (1)
[5] @ admitto inpsvent 20-Hov-2017 14 /1117 14:36 Ordsred 201117 137 ‘sLeam, Physcan-Genersl
Aeimiting provder: eLearn, Madicel, O

aPatient Care (3)
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2 Navigate to the top right of the document and click Print.

CLINICAL+SYSTEMS

‘ TRANSFORMATION

Our path 1o smarter, seamess cars

1. From the Template drop-down list, choose Document Template

2. From the Purpose drop-down list, choose Continuing Care

TRANSFORMATIONAL
LEARNING

Note: Please only practice the next step and do not send anything to print. Click =5 in place of

clicking Send.

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

| Medical Record Request - CSTLEARNING, DEMODELTA - 700008217 - Discharge Summary

MICU Tranzfer Template

Related Providers | Sections

Mame

[ TestUser, Murse
[ TestUser, Murse
[ TestUser, Murse
[ TestUser, Murse
[ TestUser, Nurse

=l

Relationship  Device

Murse
Murse
Murse
Murse
Murse

m

Purpoze
Continuing Care

[ Proper authorization received?

Destination
Fequester E]
Comment

A
Device Copies

@ Device selected

() Device cross referenced

Presiew

’ Send

Key Learning Points

The patient discharge summary is completed by the provider to summarize for the patient,

information about their hospital stay, follow-up appointments and medications

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

You may print documents from the same preview window
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B PATIENT SCENARIO 17 - Clinical Leader Organizer (CLO)

Learning Objectives

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

Review the Clinical Leader Organizer

SCENARIO

As an inpatient charge nurse, you will be completing the following activities in order to review your
patients for the day:

Review the Clinical Leader Organizer (CLO)
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3 Activity 17.1 — Review Clinical Leader Organizer (CLO)

1 Clinical Leader Organizer (CLO) is an interactive organizer that supports communication and
coordination across the continuum of care. Clinical Leader Organizer provides a high-level
overview of patient data which is useful for understanding patient care goals and assists charge
nurses in assigning appropriate patients to nurses.

With CLO, charge nurses, nursing managers and other users can view the following data for
each patient: patient name; location; active discharge orders; high risks; isolation precautions;
restraint information; elopement risk; pending transfer; diet order; falls risk; suicide precaution;
skin integrity; ventilator; airway information; telemetry order; central line insitu; catheter insitu;
visitor information; care team; non-invasive ventilation; and oxygen therapy.

Note: Patient Care Coordinators and nurses who are always in charge will land on the CLO page
when logging into the system. Inpatient nurses who are only occasionally in charge will land on
CareCompass but can navigate to CLO when necessary.

Let’s review Clinical Leader Organizer:
1. Select Clinical Leader Organizer from the toolbar

2. Confirm that the displayed Patient List is your unit. In this Activity, use SGH Medical
Surgery

3. Click Establish Relationship

PowerChart Organizer for TestUser, Nurse

Task Edit View Patient Chart Links Navigation Help

iR Carecu-;‘;- Patient List &3 Multi-Patient Task List ¥ Discharge Dashboard &3 Staff Assignment &5 LeamninglLIVE |

@ PACS @ FormFast WL _| i Hf] Bxit ®g§AdHoc WMedication Administration & PM Conversation - [2] Medical Record Request =+ Add ~ [/ Documents 8 Scheduling Appointment Book i Discern Reporting Portal _

 {Q) Patient Heslth Education Materials () Policies and Guidelines i) UpToDate | _

Clinical Leader Organizer

4 8, ® | 100% - -]
Clinical Leader Organizer 2|+

patient List: |[EIERTE=Y Maintenance || Estabiish Relationships

Patient Location Dis. Hi Care Team Air. Fall Sui Iso. Tel Central ox.

*CSTPRODRFG, PRO 27 yr= M - No Relationship Exists
CSTPRODREGAAA, B.. m F LGH 3w = No Relationship Exists

*MEDPROCESS, TES. 44y F  LGH3W  305-01A No Relationship Exists
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2 Establish relationships with all of the unit’s patients as a Nurse.
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1. Select Unit Coordination from the Relationship drop-down

2. Click top checkbox to select all patients

3. Click Establish

Establish Relationships 52
Relationship || unit Coordination v
Eﬂm Sex DOB MRN A
W] CSTLAEMEKOEMPL,... M Dec 13, 1967 700001810
] TESTSQEB, MICHAEL M Dec 31, 1940 700002627
] CSTLABAUTOMATIO... F Aug 7, 1989 700004649
W]  CSTPRODEMPL, SGH... F Jan 1, 1950 700004732
/] CSTPRODREG, SHA.. F May 30, 1985 700002491
W] CSTPRODMED, TES... M Qct 19, 1983 700000511
| CSTDEMCTOM, DON... M Jan 1, 1966 700005615 v
[ select All || Deselect All || Establish

TRANSFORMATIONAL
LEARNING

3 CLO contains several different columns displaying patient data. The first time you access CLO, all
columns in the configuration are displayed in the dashboard. You can customize your columns to
view relevant patient data. Hovering over the column titles enables you to see the full name of the

column.

1.
2.
3.

4.

Hover over a column heading to see the full title of the column

Click the Menu icon =~

Click the green checkmark beside a viewable topic(s) of your choice to de-select it from the

viewable columns

Click Apply

Note: Columns can also be reordered by dragging the column name into the order you prefer.
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Clinical Leader Org;
) g, 8 [100% - o
Clinical Leader Organizer 2| 4
Patient List: LGH 7 East List Maintenance
Patient Location A Fal S ko. | Td. Cetal. O s Ve e Viewable o
Patient 48
¥CSTPRODPET, RAV.. Mys  F  IGHTE  718-01 B A - 75 Y [  LenathofStay: 2 menths Location -
*CSTPRODREG, HLS.. 2Ty Fo= = 0 Length of Stay: — Discharge 1
High Risk. 1
CSTPRODCOW, SNT.. 1Mys M IGH7E - Length of Stay: — Care Team
Airway 0
CSTSCHHARVEY, ST 26y M LGH7E - Length of Stay: - =
*TESTSQBBVPP, SA_ 37ys M LGHTE — n Length of Stay: § months 2 wesks suicide 0
Isolation 1
*TESTSQBBVPP, SA.. B3y M LGH7E - 55 . Length of Stay: 6 months 2 weske Telemetry 0 =
STESTSQBBVPP, SA.  6ys M LGHZE - Length o Stay: 6 months 2 wesks Central line 1
Oxygen Therapy 0
*TESTSQBBVPPE, SA. 45y= M IGHTE - Length of Stay: 6 manths 2 wssks Skin Tntegrity
Ventilator 1
TESTCSTSQ, SIXLAU. 17y:  F | LGH7E - Length of Stay: § months 2 wesks =
s
CSTLABADDON, DEM.. 33y F IGH7E  722-03 - 5 Length of Stay: 5 menths 1 wesk Catheter 0 B
Restraints 0
CSTPRODOSLAB, DE_. 53y M LGH7E  724-01 Length of Stay: 5 months Flopement 0 L
SWINRECS, INPATIE. 67ys  F LGH7E  708-01 Length of Stay: 5 manths Notin View -
4
*CSTLABAUTOMATL..  #lys M LGH7E - Length of Stay: 5 menths _ i

Clicking on icons within
when an icon is clicked.

CLO provides additional information. The system displays a pop-up box

1. The topic(s) that you de-selected previously are no longer viewable columns in your CLO

view

2. Click on an icon within the CLO to see additional information

Clinieal Leader Organizer S Print
] & & | 100% - o
Clinical Leader Organizer R+ =
Patient List: |LGH 7 East =.
Patient. Location Dis... Hi. Care Team Air.. Fall Iso. Tel Central... Ski ve. visit Ca. Re. Ek. Pe.. Diet |
*CSTPRODPET, RAV.. 34y FLGH7E  718-01 B A - 75 Y [ | Lenoth of Stay: 2 monirs -
*CSTPRODREG, HLS. ys F - - Length of Stay: - _
Isolation
CSTPRODCOW, SNT. 104 yrs M LGH 7E Patient Isolation Length of Stay: --
CSTSCHHARVEY, ST. 26 yr= M LGH 7E - - 31-0ct-2017 08:52 PDT, Contact Plus Length of Stay: -- .
Ordered at: 10/31/2017 8:52 AM
*TESTSQBBVPP, SA.  37ys M LGH7E Length of Stay: 6 months 2 wesks
*TESTSQBBVPE, SA.  89ys M IGH7E - Length of Stay: 6 months 2 wesks _ L
*TESTSQBBVPE, 5A. 66 yrs M LGH7E Length of Stay: 6 months 2 weeks
*TESTSQBBVPP, SA 45 yr= M LGH 7E - Length of Stay: 6 months 2 wesks ~
TESTCSTSQ, SIX LAU.. 17y FLGHTE Length of Stay: 6 months 2 wesks
CSTLABADDON, DEM.. 3y= F LGH7E  722-03 = 25 Length of Stay: 5 months 1 wesk _
CSTPRODOSLAB, DE.. S53yrs M LGH 7E 724-01 Length of Stay: 5 months “ L
*WINRECS, INPATIE. 67y F  LGH7E  708-01 = Length of Stay: 5 months _

Note: Customization of the CLO is only visible to the user customizing their views.
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Key Learning Points

Clinical Leader Organizer (CLO) is an interactive organizer that supports communication and
coordination across the continuum of care

CLO provides a high-level overview of patient data

CLO can be customized to display patient information pertinent to your workflow
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Activity 17.1 — Review Clinical Leader Organizer (CLO)
W PATIENT SCENARIO 18 — Reports

Learning Objectives

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

Run a report in the CIS

SCENARIO
As an inpatient charge nurse or nurse manager, you will be completing the following activities:

Run a report for your unit/organization in the CIS
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& Activity 18.1 — Running Reports for your Unit/Organization

1 The reporting functionality in the Clinical Information System (CIS) allows users to run reports at a
unit and/or organizational level. Reports are important for performing audits and in informing safe
patient care. Some of the reports that can be generated include the following: number of falls;
catheterized patients; and isolated patients.

Assuming you are a charge nurse, generate a report for Patient Census by Location.

) Discern Reporting Portal

1. Navigate to Discern Reporting by selecting the button in the

Toolbar to open the Reporting Portal window

Task Edit View Patient Chart Links Options Documentation Orders Help
i §% CareCompass 5 Clinical Leader Organizer 4 Patient List &3 Multi-Patient Task List 43 Staff Assignment &5 LearningLIVE |_| { @) CareConnect @} PHSA PACS @) VCH and PHC PACS @ MUSE @} FormFast WFI | _

EzTear Off ﬂﬂ_Exit %AdHoc Il Medication Administration & PM Conversation ~ ] Medical Record Request = Add ~ [/ Documents B Scheduling Appointment Book |l Discern Reporting Portal -

QPatient Health Education Materials QPolicies and Guidelines QUpTuDate =

Note: It may take a moment for the Reporting Portal window to open.

2. Locate Patient Census by Location by typing it into the search box

Note: This report can also be located by scrolling down the page

s Reporting Portal =[S

Reporting Portal

£ Cerner Welcome: TestORD, Nurse | Settings | Help

Reporting Portal

y All Reports (37) [AESITEN0)] 2> Last »> [©
Filters
Report Name Categories Source ¢  Favorite + [l
> Source Arterial Line NUrsing Supervisor Public
b Categories Bed Status Nursing Supervisor Public
Braden Assessment - Current Inpatients Nursing Supervisor Public
Recent Reports L
Moderate Sedation Braden Q Assessment - Current Inpatients Nursing Supervisor Public I
Braden Assessment - Current Inpatients
Central Line Days - Current Inpatients Nursing Supervisor Public
Diet Orders - Current Patients
8raden Q Assessment - Current Inpatients | Central Line Days - Discharged Inpatients Nursing Supervisor public
Patient Census by Location
Chartine after Dischares Nursine Supervisor Public

3. Click the name of the report to expand the field
4. Click Run Report
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Filters

Report

» Source

» Categories

Recent Reports

Moderate Sedation

Braden Assessment - Current Inpatients
Diet Orders - Current Patients

Braden Q Assessment - Current Inpatients

Patient Census by Location
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patient census by location X

All Reports (1) My Favorites (0)

Report Name ~  Categories ¢ Source ¢ Favorite 3

Patien »y Location Nursing Supervisor Public A

Description: Suggested Report User: Reporting Application:
Passed Testing: NO (replace with YES after completed) ca
Tested By: Tested Dare:

BC_ALLPM_CENSUS_LOCN LYT:DBA

Support Reference Number:
0075c058-e494-4781-9467-3622315fa02

The Discern Prompt window opens. This window is where you indicate the information you
would like in the report.

Select the following information:

1.

2
3
4.
5

Encounter Type = Inpatient

Site = Squamish General Hospital

Facility = SGH Squamish General Hospital
Unit/Clinic(s) = All Nurse Units

Click Execute

(] Discern Prompt: BC_ALL PM_CENSUS_LOCN_LYT:DBA

*Qutput to File/Printer/ MINE MINE v

*Qutput Type
() Exportable(CSy) @) Frintable(PDF)

*Encounter Type(s) [] Emergency ~
Inpatient
[ Minar Surgery R
< >
Health Organization “Wancouver Coastal Health Authority v
*Site Squarizh General Hospital g
*Facility [ Al Facilties

[] HTH Hilltop House
SGH Squamish General Hospital

Unit/Clinic(s] Al Murse Units ~
[[] SGH Emergency Department

[[] SGH Emergency Department Hald

[[] SGH Endoscopy 'wait List

[] 5GH Matemity

[1 56H Medical Surgen n
IncludeVIP Patients? ez v
Page break on Unit? ™ v

Execute 5 7

[ Retum to prompts on close of output

Ready

The Patient Census by Location report will now display.
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3

Review the Report.

g
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1. Navigate the Report by clicking the Next Page £ icon

TRANSFORMATIONAL
LEARNING

2. To print the report, click on the Print = icon. Note: For this activity, we will only view and

not print the actual report.

w1 Reporting Portal

Reporting Portal Diet Orders - Current Patients

Braden Q Assessment - Current Inpatients Patient Census by Location X

E I _é,l 2 2 08 100% - |4
Patient Census By Location

Fadility: LGH Lions Gate

Encounter Type: Inpatient
Submitted By: TestORD, Nurse Unit/Clinic{s): All
Submitted On: 30-NOV-2017 1513 Privacy Patients: INCLUDED
Room/ MRN Patient Age Gender Service Admit LOS Attending Provider LOA EncounterType  Visitor Status
Bed DateTime
Uniticunie:  LGH2E
20401 700000034  CSTPRODMED. JAMIE I5Vesm  Femak Generzl nEmal MedEne 10-NOV-2017 1052 20035 PIBCGT DIA. MD npatent
20402 700006576  CSTPRODML STSYNGO 41¥eam  Femak General intemal Medbine 27-NOV-201T 1313 3days  Pleuoe, Trevor, MD npatient

Key Learning Points

T wid Discern Reporting Portal

Specific information can be selected to be included in each report

functionality in the CIS allows users to run reports
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End of Workbook

% End of Workbook

You are ready for your Key Learning Review. Please contact your instructor for your Key Learning
Review.



