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% SELF-GUIDED PRACTICE WORKBOOK

Before getting started | Sign the attendance roster (this will ensure you get paid toattend the
session).

Il 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 breakat
any time during the session.

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

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

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

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

You will be using the train domain to complete activities in this workbook. It has been designed
to match the actual Clinical Information System (CIS) as closely as possible.
Please note:
Scenarios and their activities demonstrate the CIS functionality not the actual workflow
An attempt has been made to ensure scenarios are as clinically accurate as possible
Some clinical scenario details have been simplified for training purposes

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

Follow all steps to be able to complete activities

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

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

Learning Objectives

At the end of this Scenario, you will be able to:
Create a Location Patient List
Create a Custom Patient List
Find patients on your Location Patient List and move them onto your Custom Patient List

SCENARIO

Scenario: A 28-year-old, MRSA positive mother is admitted for C-section at 33 weeks for severe
preeclampsia. The newborn is admitted to NICU for monitoring and will require phototherapy. Patient
has arrived from LD OR; you have received handover, and are ready to assume care.

As an inpatient nurse you will complete the following activities:
Set-up a Location Patient List

Create a Custom Patient List

6 | 113
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- Activity 1.1 — Set Up a Location Patient List

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

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

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

1. Select the Patient List icon [ P2Hent List| from the Toolbar at the top of the screen.
T

A2

2. The screen will be blank. To create a location list, click the List Maintenance icon
When you hover over the wrench it will say List Maintenance.

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

Task Edit View Patient Chart Links Patient List Help

i BZ CareCompass ¥ Clinical Leader Organized 4 Patient Lis i-Patient Task List E Discharge Dashboard 53 Staff Assignment B LeaminglIVE | _| | @) CareConnect ) PHSAPACS @ VCH and PHC PACS @ MUSE @} FormFast WFI |

i f] Exit B AdHoc WIMedication Administration g PITCORVEraton - 5] Medical Record Request & Add ~ [ Documents f Scheduling Appointment Book [EJiAware i Discern Reporting Portal |

() Patient Health Education Materials £} Policies and Guidelines &} UpToDate |

Modify Patient Lists ===

Available lists: Active lists:

4. From the Patient List Type window select Location
5. Click the Next button in the bottom right corner.
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Patient List Type =
Sebect a patient list fype:

[Assigrment
Agzsignment (Ancillary)
CareTeam

ustorm

Prowsder Group
Query
Eelaticnihig
Scheduded

) (oo

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

| Location Patient List == ||
[ *Locations - (i [ .
t ] Medical Services Jmﬁ BEGE eneral Hospital I
[ Encounter Types jEﬁ BCG Medical Imaging =
[l Care Teams jE& EGH Evergreen House
[ Relationships jE& HTH Hilltep House
1 Time Criteria jE& LGH Breath Program

[ Discharged Criteria
] Admissien Criteria

=

[E

[E

[E

[E

- B<|ffa LGH Cardiac Home Care

(+-- BE|éfa LGH Cardiology Lab

[]...E& LGH Cast Clinic

(+- B|{fa LGH Chemotherapy Clinic

EJ"'E& LGH Diabetes Education Clinic

[j—--Eﬁ LGH Electreencephalography Clinic

[3...@& LGH HOpe Centre

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

- B¢ LGH Lab Northmount 22

Enter 2 name for the list: (Limited to 50 characters)

T T

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

8. Patient Lists need a name to help identify them. Location lists are automatically hamed for
the location you select.

8] 113
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9. Click the Finish
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[ “Locations [LGH 2 East]
[ Medical Services

O Encounter Types

[l Care Teams

[ Relationships

[ Time Critenia

[0 Discharged Criteria

] Admission Criteria

LGH Laboratory

LGH Lions Gate Hospital
=[Ol LGH Lions Gate Hospital

S px]LGH 2 Esst

-
I
+
*
+
*
+
*
+
*
+
*
+

I LGH 3 East

I LGH 3 West

- CIED LGH 4 East

Oy LGH & West

- CIED LGH 5 East

I LGH6 East

O LGHE West

- CIED LGH 7 East

T L&Y (GH F Cardiac Care

-1l LGH 3 Pediatric Observation

- CKE» LGH 6 Surgical Close Observation

k= LGH 7 Meuro Critical Carne

LGH 2 East

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

o

@

m

[

Back ||

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

LEARNING

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

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

Madify Patient Lists

Active lists:

0K Cancel
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Key Learning Points

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

You can set up a patient list based on location

& Activity 1.2 — Create a Custom Patient List

CLINICAL+SYSTEMS
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1 Nextyou need to create a Custom List that will contain only the patients under your care.

PwnbNpE

Select Next

Patient List I

LS #

LGH 2 East

APt LGH2E
Moy Patent L

5 Available lsts: Active lists:
al LGH2East
5

comemonLEtaNDES. of
1 soosmmsssann ara]
A cormma

@ corom romes

8 csrm mmsemr

To create a Custom List, click the List Maintenance icon
Click New in the bottom right corner of the Modify Patient Lists window.
From the Patient List Type window select Custom.

Yl

Botasty Shouider
bplasty Shouider

CETPRODOS, ORDERSFIM

Patient List Type
CSTPRODONC, KRISTINE
STONCPHARM, STTWO

CSTDEVONC, TESTONE

Select 2 patient list type:

CSTPRODCD, EMALY CERN
CSTLABAUTOMATION, T5|

CSLIT, RUTH

CSTPRODREG, OUTPATIE]
CETADTIAMTHREE, ADTO)
CETPRODMED, IAMIE

LEE-LEARMN, PETER

CSTPRODREG, SELFPATTY
BACAVN-LEARN, HENRY
CSTPRODREGINTER, HOR
CSTPRODMED, LAB-NORMAL
CSTPRODML STTSTNGO
CSTCARDDEMO, BOB DO HOT USE
CSTSYHGOTEST, FRANK
CSTAMETEST, JAMIE
CSTPRODREGHIM, FRANK

O Cos o

New
-15%
V1976 27-Mav- v

41947 20-Nov-2017 17:30 FST Plisve,
b-1960 02-Nov 3017 14:27 FDT Plswce,
01987 26-0ct-2017 13:36 FOT Flisvca,
v-1980

CSTPRODAEG, OUTPATIENTCHARGING Toa003: 1530

CSTPRODREG, OUTIOOUT

Ciocs

CSTONCPMARM, STONE

7 sones-tearn, jouo
0 mccovicsn, stauma

T0O00B073 7000000013496 59 years 17-Feb-1958 14-N0v-2017 1393 ST Plisvea, B

CSTPRODREG, PREWORK ‘T000UT725 7000000005160 27 yesss 10-May 1950

CSTPRODHIM, STESTSX TO0D7350 T00D000015682 17 years 01-Oct-2000 29-Hov-017 0825 FST Plisvca, Racso
£ cereennuen recroEsgs AZbox198 Blisuca Boczo MO

Pusvch, hia

in the Patient List.

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

YourName_Custom (for example Sara_Custom).

6. Click Finish.
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Custom Patient List
'] Care Teams

O] Locations
] Medical Services
O] Encounter Types
O] Relationships
O] Aderissian Critens
[ Discharged Criteris
] Use Best Encounter

[ Care Team &1
] Care Team 52

Enter & name fod the hit: (Limibed to 50 charsctars)
JahnDoe_Custom Lisy

Bock [ Nea |

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

TRANSFORMATIONAL
LEARNING

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

9. Click OK

L L -
Modify Patient Lists ==
Available lists: Active lists: ‘

I

8
.
e ) o TR

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

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

2. Hover your cursor over Add to a Patient List.

3. Select YourName_Custom List.

11 | 113
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PATIENT SCENARIO 1 — Patient List

| CST-TIT, RUTH
L
ALY ARATH
CSTPRODMED, JAMIE
LEE-LEARN, PETER
CSTPRODREG, SELFPAYT)
1 BROWN-LEARN, HENRY
CSTPRODREGINTER, HO
CSTPRODMED, LAB-NOR
CSTPRODMI, SITSYNGO
CSTCARDDEM®O, BOB D
CSTSYNGOTEST, FRANK

== =

==y =

Patient Snapshot...

Provider Information...

Visit List...

Inactivate Relationship...

Add/View Sticky Motes...

Sort...
Hide

Customize Columns...

700004608 7000000015122 &3 years 18-May-1934 20-Nov-201

B =07 7000000013478 71 years 10-Jan-1946 14-Nov-2017

446 7000000004417 27 years 10-May-1990
839 7000000015274 61 years 21-Apr-1956
034 7000000013404 25 years 28-5ep-1992 10-Nov-2017
942 7000000013205 67 years 17-Mar-1950 07-Nov-20173
287 7000000004955 27 years 10-May-1990

026 7000000012702 50 years 20-Aug-1967 26-Oct-2017
882 7000000006995 36 years 14-Jun-1981

178 7000000006054 21 years 01-Jan-1996

576 7000000015568 41 years 30-lan-1976 27-Mov-2017
100 7000000015206 70 years 01-May-1947 20-Nov-2017

385200000000 3042357 wearellEeh 1960 02-Nov-2011

CSTAMETEST, JAMIE Add to a Patient List » JohnDoe_Custom List 92 26-0ct-2017
CSTPRODREGHIM, FRAN T o or years T 80
Copy Cti

CSTPRODREG, OUTPATIE 90

CSTPRODREG, QUTTOO! PR = 856 7000000004416 27 years 01-Jan-1990

CSTONCPHARM, STOME New Results 147 7000000001602 38 years 27-Nov-1979 08-Nov-2016
] JONES-LEARN, JULIO 148 7000000013604 71 years 29-Aug-1946 16-Nov-2017
1 MCCOY-LEARN, SHAUNA Open Patient Chart b 3073 7000000013496 59 years 17-Feb-1958 14-Nav-2017

CSTPRODREG, PREWOR

700003725 7000000005160 27 years 10-May-1990

4. Navigate to your custom list by clicking on YourName_Custom tab. The tab will be empty.

CSTLEARNING, DEMOTHETA x DONOTUS

Patient List

Task Edit View Patient Chart Links Patientlist Help

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

AENEGH 4 EEBE AR L

LGH Emergency Department | LGH4 East | LGHA West | LGH2 East | LG5 East | JohmDoe Custom Il

i #] Bt % AdHoc W Medication Administration G PM Conversation + L3 Communicate + 4 Add ~ B8 Scheduling Appointment Book (3] Documents (i Discem Reporting Portal [ iAware |

& Mutti-Patient Task List (1 Message Centre E5 CareCompass  Clinical Leader Organizer i Ambulatory Organizer 4 Patient List f]Schedule &3 Staff Assignment E5 LeaminglLIVE |_| | @) CareConnect (@} PHSA PACS (@} VCH and PHC PACS @ MUSE @} FormFast W |

@ Print | 0 minutes ago

| B

0 [tocstion[Hame [MRN [Encounter# [age [DOB  [admitted

[Aditting Physician|Reason for Visil Pimary Care Physician Visitor Status]

ﬂ LGH 6E 622 04 CSTPRODOSSYSTEM, DAVID 700005100

72 years 21-Mar-1945 30-Nov-2017 10:31 PST Plisvca, Rocco, MD_System Testing TestOs, Physicians, MD |

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

patient assigned to you today

Note: you can remove a patient from your custom list by highlighting the patient and clicking the

Remove Patient icon i .

“. Key Learning Point
You can create a Custom List that will consist of only patients that you are caring for on your shift
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PATIENT SCENARIO 2 - CareCompass

B PATIENT SCENARIO 2 - CareCompass

Learning Objectives

At the end of this Scenario, you will be able to:
Navigate CareCompass
Select the correct Patient List
Review and complete tasked activities

SCENARIO

As an inpatient nurse you will complete the following activities:
Review CareCompass

Establish a relationship in the system with your patients and review patient information

Review and complete tasks in CareCompass

L)

TRANSFORMATIONAL
LEARNING
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¥ Activity 2.1 - Review CareCompass

CareCompass displays key information about your patients, including important details such as
allergies, resuscitation status, reason for visit, and scheduled medications/tasks, orders, and results.

1 . L . ES CareCompass |,
1. Navigate back to CareCompass by clicking on the CareCompass icon in

the toolbar.
2. Select YourName_Custom from the Patient List drop-down.

Task Edit  View Patient Chart Links Mavigation Help

cal Leader Organizer ’;'r‘ Patient List &3 Multi-Patient Task List Ef Discharge Dashboard 48 Staff Assignment EZ LearningLIVE = e
: Medication Administration & PM Conversation ~ £ Medical Record Request 4+ Add ~ #|Documents # Scheduling Appointment B
: () Patient Health Education Materials (€} Policies and Guidelines €} UpToDate =

e & 100% -
PR dl.JohnDoe_Custom List % LisyMaintenance = Add Patient g Establish Relationships
LGH 2 East -

e Bl JohnDoe_Custom List

2 Visit Care Team
2EL- 0O CST 11T _BUTH - -

Flyrs |F | —
Mo Relationship Exists

W
1. Click the Refresh icon . Your selected patient is now visible on your custom list.

Task Edt View Patient Chart Links Navigation Help

B CareCompass

ader Organizer § Patient List g Multi-Patient Task List §

e Dashboard 53 Staff Assignment [ LeamingUVE |_ § @) CareConnect @} PHSA PACS @) VCH 2nd PHC PACS @) MUSE @) FormFast WH | _
i # Edt 3 AdHoc EMMedication Administration g PM Conwersation = ) Medical Record Request + Add = 18| Documents 8 Scheduling Appointment Book [ iAware (s Discem Reporting Portal _
¢ @) Patient Health Education Materizls (€] Policies and Guidelines (@} UpToDate _

CareCompass 90
# a8 - 4 3 }
Patient List: [TV RONECIE] v| % Lt Mantenance e Add Patient  g° Estabish Relationships ¥ @
LGH 2 East =
R JofinDoe_Custom List Care Team Ackvis PanoiCars
-0 CST-TTT, RUTH - - - - ]

Tyrs | F| -

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 dropdown menu enables you to select the appropriate patient list you
would like to view.

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

14 | 113
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relationship in the next activity.)

Tack Edit View Patient Chart Links Navigation Help

‘ cumicaLs sysTEMs M

TRANSFORMATIONAL
LEARNING

] Bt #§AdHoc MlIMedication Administration & PM Conversation + 5] Medical Record Request # Add » | Documents B Scheduling Appointment Book [EJiAware i Discem Reporting Portal | _
(€} Patient Health Education Materials €} Policies and Guidelines £} UpToDate

ES CareCompass G Clinical Leader Organizer  Patient List &3 Multi-Patient Tack List S Discharge Dashboard 43 Staff Assignment EZ LearningUIVE | _ | @) CareConnect @ PHSAPACS @) VCH and PHC PACS @ MUSE @) FormPast W |_

AN AR | 004

i

|Pat\ent List: JohnDoe_Custom L\sl Maintenance < Add Patient  &* Establish Relationships
Location Patient Visit Care Team Activities Plan of Care
2EL-03 CST-TTT, RUTH
Tlyrs |F |-
No Relationship Exists

“. Key Learning Points

CareCompass provides a quick overview of patient information

Prior to establishing a relationship with the patient, the only information visible about a patient is

their location, name and basic demographics

15 | 113
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- Activity 2.2 — Establish a Relationship and Review Patient
Information in CareCompass

1 Now that you have created your custom list, you must establish a relationship with each of your
patients in order to view more patient information or access patient charts

1. Click Establish Relationships

BRI ADS R wx -|®0dad

Patient List:| Karen, [w] 3% List Maintenance s Add Patient || ¢ Establsh Relationships 1

-

Location Patient Visit Cara Team
SCN - 07 MATTEST, BABY AMY - B
am|F |-

Mo Relationship Exists

SCM -13 CSTMATTEST, BABY BOY MEWBORN

am | M| - LOS: 4m
Mo Known Allergies | Milk/Dairy Free Diet (Diet Milk/D_..

Plisvca, Rocco, MD
Businaess (322)366-4896

SCM-15 MATSITTWENTYONE, BABY BOY MEWBORN

am2w | M| - LOS: 4m 2w
Allergies | Breastfeed with Supplementation, NPO

Plisvch, Max, MD
Business (501)241-1078

2 1. From the Relationship drop-down select Nurse
2. Click Establish

Establish Relationships

~ Retstionshiy | [ EEE R
Secondary Murse
Name Chart Rev?ew 1 Dte of Birth MRN

Encounter #

7000000009642

maTTESY, ENES

Quality / Utilization Review
Research

Unit Coordination

08/29/2017 700006306

Select A Deselect All

2

Once a relationship is established with your patients, additional information will appear on
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4

CareCompass.

Note: 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 select patient information including patient care
activities and orders that require review.
1. You can hover your cursor over icons, buttons, and patient information to discover additional
details.

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

er Onganizes § Patient List Perioperativ Tracking §§ Thesapeutic Note BlSchedule &3

n Administration @ PM Conversation « _ Communicate = ) Medical Record Request 4 Add + ) Document 5 # Scheduling Appointment Bock s Discem Reporting Portal

# a8 % - @
Patient List: Patient list [v] % ustMantenance ok Add Pavent & @: @
624 - 04 CSTLEARNING, DEMOTHETA Eneumana Plives, Rocco, MD Add Plans
B0y M~ j5: 3d Husness (322)366-48% T
No Allergies Recorded | — ./n
620-02 CSTLEARNING, DEMODELTA Pneumona Plevea, Rocco, MD /ﬂ Add Plans
Blyrs M — ARNING. DE 4 I5:3d Business (322)366-4896 L wms
No Allergies Recorded — Age
108 01/01/1937
62403 CSTLEARNING, DEMOBETA Sex M sumana Plivs, Roceo, MD Jarn Infusion Standard (Module) (Vaidatad)
B0y M~ 1R 700008217 Is: 3d Husness (322)366-48%
Alerges |~ Encounter # 7000000015060
Dkt —
624 -02 CSTLEARNING, DEMOALPHA 75 Statu sumona Plevea, Rocco, MD Red Blood Cel (REC) Transfuson (Madule) (Vaidated)
Blyrs M - 9 T0s: 3d Husness (322)366-4896
No Known Alergies —
s 2 | S
overdue 00 12:00 13

Notice the orange exclamation o symbol next to your patient’s name. This indicates that there
are new orders and/or results for a patient requiring review. Note that there is also an exclamation
mark on the top right of the CareCompass page, this is the sum of patients with new orders.

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

1. Click the orange exclamation o symbol.

17 | 113



TRANSFORMATIONAL

PATIENT SCENARIO 2 - CareCompass oo LEARNING

andBk s % 00% ME R B

Patient List: | Nikki ¢ List Maintenance == Add Patient &~ Establish Relationships

Location Patient Visit Care
LGH 3w

309 -01B A CSTIEFARNPEDS, SKYE meconium aspiration Test]

Sw | F | Attempt CPR, Full Code LOS: 5w Busir|

Mo Known Allergies | —

LGH LD
LDR2 - O1A CSTMATTEST, BABY GIRL A NEWBORN -
4m2w | F | — LOS33d
Mo Known Allergies  —
ZZL GH 2PO
3EL - 04 Y CSTIFARNPFEDS, Al FX left leg laceration, struck by car while r... -
Fyrs | M | Attempt CPR, Full Code LOS: 22d
Allergies | General Diet Pediatrics
5 1. Review new orders and results in the Items for Review window

2. Click Mark as Reviewed when done

ltems for Review

CSTLEARNPEDS, ALEX W 7yrs

Orders

Results
MNo new results

Ordersd By

& Greup-and Screen (Cancel) Plisvce, Trevor SYSTEM, SYSTEM Cerner
Blood, Routine, Collection: 27-Now-2017 08:28 PST,... 04:32 Today

Entered By

G0 Red Blood Call Transh PEDINED (Cancel)

Plisvee, Trevor SYSTEM, SYSTEM Cerner
Routine, Administer: 1 unit, IV, once, Administer eac. 04:32 Today

Comment: For children GREATER than 25 kg use a

Select All

2 Mark as Reviewed |

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

“. Key Learning Points

A relationship must be established with patients in order to access their patient chart
Remember to select the correct role when establishing your 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
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PATIENT SCENARIO 2 - CareCompass

¥ Indicates new critical results or STAT/NOW orders

& Activity 2.3 — Review and Complete Tasks in CareCompass

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

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

Let’s locate tasks on your patient.
e Ensure you are viewing CareCompass

e Scheduled tasks for multiple patients are summarized in the Activity Timeline. (You
can click on the red or light green shaded bars to view task details.)

¢ Click the grey forward arrow ‘ to the right of your patient’s name to open the Single
Patient Task List
¢ Review the tasks for your patient in the task box

kList §§ Discharge Dashboard 53 Staff

[ TN TR —— s 8 Sheling Appeivtment Bosk @ Discern Reporing Poral

E a4 - o

tent Ltz Lon S[w] 3 LstMantenance 4 Add Patient & »

CSTPROD, CHECK EMPL
Ho Allergies Recorded | —

PACU1-27  CSTPRODOST, JUSTINE

61901 LINESTUBESDRAINS, KATHY
smaw Fl-

2] Medication History

Mo Known Alergies |~

18:00 (No Acthities)

301-01M lﬁs‘n;ﬂamm MAX Interdisciolinary (No Ackvies)
s M| — =

Alerges | —

Activty Trmeline

. , - | [}
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2 The task box contains different tabs which help to categorize patient tasks.
To see different information you can navigate to:

Scheduled/Unscheduled tasks tab

PRN/Continuous tab

Plans of Care tab

Patient Information tab

P bR

£ 4 CaneCompass ¥4 Clinical Lesder Organizer  PatiantList &8 Multi-Patient Task List & Discharge Dashboard &3 Staff Assignment & LearmingLIVE |,
{ @PACS @ FormFast WA |, | #bit G AdHoc MM Medication Administration g, PM Conversation = i Communicate = ) Medical Record Request # Add + [ Documents 8 Scheduling Appointment Book (= Discer Reporting Poral |,

CSTLEARNING, DEMODELTA

CaraCompass

LR R AR N L L 3]

patient Lisz:| Pratice List ™ [v] % ustmantenance 4k Addpavent o @3 @

SexM DOB:01/01/1937 MRN: 700008217

Encounter ¥:
700000001 5060

62002 CSTLEARNING, DEMODELTA
Bilyrs [ M~
No Allergies Recorded | —

624 -02 CSTLEARNING, DEMOALPHA
Bilyrs [ M —
Ho Kneven Alergie:
62403 CSTLEARNING, DEMOBETA
i @ (=] Admission History Adult 17-1 8PS
1o Comment Crder en
652404 CSTLEARNING, DEMOTHETA Braden Assessment 17-1: 428 PST 428
0ys [N |~ entersd secondary
Allergie
Infectious Disease Screening 17-Nov-2017 1428 FST
1 Order antared secondary o inpatient agmission
Hor FallR PST, Siop: 17:0 1 T
secondary o inpati
Unscheduled
Vahiables and Belongings
[ Admission Discharge Outcomes Assessment
15:00 o Acthéties)
Interdisciplnary (rio Acitss)
‘Athftv Timeine
Not Done | | Document
Overdue

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. Admission History
NICU is one of these tasks.

Complete the Newborn Admission Assessment task:

1. Select Admission History NICU
2. Click Document

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

3 Once you click Document, the Admission History NICU PowerForm opens. This form is where you
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document the patient’s measurements.
The blue text at the top next to the EGA at Birth field is a reminder that data from the mother’s chart
should be result copied to the baby’s chart prior to baby’s admission to the NICU. The Gestational
Age at Birth must be manually entered by the nurse in order for the PMA to auto-populate.

CLINICAL+SYSTEMS

‘ TRANSFORMATION TRANSFORMATIONAL
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Note: If the baby’s chart has been properly result copied by the postpartum team, the fields on the
Admission History NICU form should already be filled out. However, practice using a powerform by
manually entering the following data.

General Info

Medication Histor:
Problem History
Family History
Social History
Procedure History

Alergies

Admission History NICU - CSTLEARNPEDS, SKYE
YEHO|I4FE v @
*Performed on:  30-Nov-2017 :E| 0042 = psT

Birth History F

EGA at Birth
EGA at Birth is result copied from
the maternal chart, this value wil
need to be transcribed into the
Gestational Age at Birth control to
calculate the PMA.

Gestational Age &t Birth l:l

Medications Taken by Mother While Pregnant

Maternal Antepartum Steroids Received

Method

= |5

By: TestUser, NICU-Nurse

Comment

Continue to complete this PowerForm:
1. Enter a Weight Measured of 1.950 kg. Notice it automatically shows weight conversions.

2. Enter Length Measured as 43 cm.

3. Click the Green Check Mark ¥ to Sign.
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)| Admission History NICU - CSTMATTEST, BABY GIRL A

BOo|lsm+ ¢ mE

B B ogs2 =] PST
[ 2 vessel cod

] Brachial plesus injury, suspected

[ Cephalohematoma

[ Cleft lip/palats

] Congenital anamaly, suspectsd

] Convulsions

"Performed on:  30-Nov-2017

General Info

Medication Histor

[ Genetic abnomalites, suspected
O] Genitalia sbnomality

O Hip dislocation, suspected

O Infection, suspected or proven
O Intrauterine growth restriction

O] Meconium aspiration, suspected

] Respiratory distress

Fropiem HStoN (7] B, ome prematuiy lecs than 28 weeks) [] Petechise/bnising
Family History ] Fever, Neonatal
Social History

[ Sice, lage for gestational age
] Skin enptions
] Other.

Procedure History
Date, Time of Birth

x| 1108 =

Allergies

15Jul-2017

Birth Head
Circumference

Apgar 1 Minute,

History History

Birth Weight

f41.550 2kg
19509

Birth Length

T
B

16.93in
43.00 cm
14710

ThtSin

Apgar 5 Minute,

Birth Order Multiple Gestation Description
[CHS CE ' Singlston ' Quintuplsts
OB OF @ Tuwins O Sestuplets
[N (@] 1 Triplets ' Sepuplets
[a] O Quadmplats

Apgar 10 Minute,
History

Apgar 15 Minute,
History

Apgar 20 Minute,
History

i |

Resuscitation at Birth

Newborn Output

‘D T-piece resuscitator O crap

‘ (O Mane

= |5 |fm]

By:  TestUser, NICU-Nurse

8 Let's complete one final task. You have collected a MRSA Culture (Nares) from your patient.

Open the task box
Select MRSA Culture
Click Done

o~ w0 Dn e

Navigate back to CareCompass

A Nurse Collect box appears. Review the information and Click OK
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\CH and PHC PACS. @ MUSE @) FormFast WFL |

ation Launcher [EJifmars

& PM Comversstion = 8 Scheding Appointment Bock: |

AR ARA S 0 -leed

Pationt Lst:[Karen.[v] % st Mantenance 4 Add Patent &

SCH - 07 MATTEST, BABY AMY
3mF -
No Known Alergies | —

DOB: 07/18/2017 MRN: 700005211

Scheduled/Unscheduled || pRr/Cont

&80 F
SCN-13 CSTMATTEST, BABY BOY
Smaw (M -
Mo Known Alerges  Mik/Dary Free Diet (Diet Mik/Dary Free)

SCN - 15 MATSITTWENTYONE, BABY BOY
amiw M
Mlergies | Breastfeed with Supplementation, HPO

VRE Culture Hurse Collect Perineum, Routing, Uni Collect, Co 7-How2017 1507 PST, on

Commeat SPECIAL COLLECTION REQUIREMENTS: Fléase fefé 10 $pecii site Laboralory Test Manual,
VRE Culture (VRE Screen) Nurse Colled Perineur, Routing, Unil Callect, Collecion: 07-How-2017 1507 PST, on
Commeat SPECIAL COLLECTION REQUIREMENTS: Flease feféf 10 pecii site Laboralory Test Manual,

Unscheduled (1o #ctiviies)
100

# Qentamicin 25 MK, IV, St 20-Hav-2017 10,00 PST
Interdisciplinary

Oxygen Theray
nstuct

[

Note: For the purpose of this workbook and activities, other orders present in the task box will be
addressed later. The additional Admission tasks will not be addressed in this workbook but would be
completed in your clinical setting. CareCompass should be reviewed throughout the shift to view new
orders and results, 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 within CareCompass by clicking “Document” or “Done”.
Completion of a task will remove the task from the patient task list.
CareCompass should be reviewed throughout the shift.
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B PATIENT SCENARIO 3 - Accessing and Navigating the Patient
Chart

Learning Objectives

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

SCENARIO

In this scenario, we will review how to access the patient’s chart and navigate the different pages 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 Neonate Overview
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& Activity 3.1 — Introduction to Banner Bar, Toolbar, and Menu

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

[
) &, &, | 100%

G

Patient List: | Nikki 3% Lst Mantenance < Add Patient & @2 @
Location Patient Visit Care Team Activities Plan of Care
Lol

309-01B A\ CSTLEARNPEDS, SKYE f meconium aspiration TestUser, GeneralMedicine-Physician, MD %) PED General Admission (Validated)
Sw | F| Attempt CPR, Ful Code LOS: 5w Business (604)001-0125 — O PED General Adrmission (Validated)
No Knawn Alergies | ~ PRN/ Continuous PED General Admission (Valdated)

PED Newbom Level 2 Admission (Prototyne

LGH LD

zzLGH 3P0

LDR2 - D1A CSTMATTEST, BABY GIRL A NEWBORN - “J zzOB Labour and Delivery Admission (Protot
4maw Fl—
No Known Allergies | —

EL-04  [A\ CSTLEARNPEDS, ALEX left leg laceration, struck by car whie r... Add Plans
7yrs | M| Attempt CPR, Ful Code & L05: 22d —— ]
Allergies | General Diet Pediatrics Ty s

Los: 8d — 30

Activity Timelne

Overdue 14:00

15:00 16:00 17:00 18:00 19:00 20:00 21:00 22:00 23:00 00:00 01:00

2 The patient’s chart is now open, let’s do an overview on this screen.

1. The Toolbar is located above the patient’s chart and it contains buttons for you to navigate
to other parts or functions of the Clinical Information System (CIS).

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

1.

© N o ok wN

Name

Allergies

Age, date of birth, etc.

Encounter type and number

Code status

Weight

Process, disease and isolation alerts
Location of patient

3. The Menu on the left has pages similar to a paper-based patient chart which contain colored
dividers. The Menu contains pages such as Orders, Medication Administration Record
(MAR), and more.

4. The Refresh icon updates the patient chart when clicked. It is important to
refresh the chart regularly especially as other clinicians may be accessing the chart
simultaneously.

Note: The chart does not automatically refresh. When in doubt, refresh!
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Chart urphn s sesmis e

% CareCompass Tracking Shell g Patient List FC Discharge Dashboard =* Activity Assignment &3 Staff Assignment 2 LearningLIVE <) T IgY, CareConnect ig PHSAPACS @ VCH and PHCPACS 0§ MUSE L3 FormFast WFT B

T Tear Off A Exit §AdHoc Il Medication Administration ] Medical Record Request i Result Copy [E, Related Records 4 Add - (8] Documents (ai Discern Reporting Portal #& Conversation Launcher [EfiAware & PM Conversaf

: () Patient Health Education Materials @} Policies and Guidelines £} UpToDate _
4= List =p | [ Recent ~ 8l

CSTLEARNPEDS, SKYE =
CSTLEARNPEDS. SKYE DOB:31-Oct-2017 MRN:700007829 Code Status:Attempt CPR, Full Code Process:On Research Study Location:LGH 3W: 309; 01B 2
: Enc Typeinpatient

Age:d weeks Enc:7000000012937 Disease:
PHN:98764 Dosing Wt:195 kg Isolation: Attending:TestPET, Pediatrician-Physician, MI))

Allergies: No Known Allergies Gender:Female
Menu 3 - | # Neonate Overview

Neonate Overview ADIADA & 00% R A

Interactive View and [&0
nieracive 0 . Neonate Workflow &2 | Quick Orders £3 | Pregnancy Summary 2% | Discharge

0 Full screen ¥ 6 minutes aig

&2 | Handoff Tool 2|+ (=)

Neonate Overview |2 1
Task Timeline L
5 Date of birth: Oct 31, 2017 07:00
Task Result

Pending

Newborn ID Band Check

Newborn Hearing Screening Overall Result
Clinical Rese Newborn Screening Date, Time Drawn

mn

Diagi and Problems Bilirubin Check
Newborn Cardiac Screen Result

H

“. Key Learning Points
The toolbar is used to navigate to other parts or functions of 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 3.2 — Introduction to Neonate Overview and Task Timeline

1 Upon accessing the patient’s chart you will see the Neonate Overview page open. The Neonate
Overview will provide key clinical information about the patient.

There are different tabs such as Neonate Workflow, Quick Orders, Pregnancy Summary,
Discharge, and Handoff Tool that you can review to learn more about the patient.

Click on the different tabs for an overview of the patient.

= |# Neonate Overview

# % 8 100% - )
Neonate Workflow

2| Quick Orders #2 | Pregnancy Summary 31| Discharge £2 | Handoff Tool E@I +

Neonate Overview

Click the Refresh icon to get the most updated information on the patient.

. . . ¥ 0 minutes ago
The icon will reset to 0 minutes 1 9°]

3 Click the Neonate Workflow tab and select the Task Timeline section.

The Task Timeline provides the nurse a quick overview of all the tasks that needs to be completed
for the baby prior to discharge. It is separated into Pending and Completed sections.

Neonate Overview

Clinica
Di 'roblems
Historie:

Immunizations

< - & Neonate Overview

a

I Full screen

L]

i) &, 100%
Neonate Workflow

Neonate Overview

Task Timeline
Documents (0)

Vital Signs

Labs

New Order Entry

Micro Cultures ... ks
Pathology ...

Imaging ...

Order Profile ..

Billrubin Nomogram 35
‘Weeks and Greater ...

Histories ...

I

23| Quick Orders £3| Pregnancy Summary 23| Discharge

Date of birth: Jul 19, 2017 06:05

2l
leck

Newborn 1D

Newborn Hearing Screening Overall Result
Newborn Screening Date, Time Drawn
Bilirubin Check

Newborn Cardiac Screen Result

Newbom Car Seat Check

Newborn Hepatitis B Vaccine

Newborn Head Ultrasound

Maternal Drug Exposure Test

Retinopathy of Prematurity (ROP)

sight Diccharg
Completed
o TesuTs foun

22 | Handoff Tool 2+

Other disciplinary members, such as a hearing screener, can document the hearing screen result
and the data will reflect on the Task Timeline, it will be viewable by the assigned nurse and
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provider.

Key Learning Points
Neonate Overview will provide key information about the patient

Click the Refresh icon to get the most updated information on the patient

The Task Timeline provides a quick multi-disciplinary overview of what needs to be completed
prior to discharge.
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W PATIENT SCENARIO 4 — PM Conversation

Learning Objectives

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

SCENARIO

Unit clerks will often update the patient information in the system. In some situations, the nurse will
need to update patient information such as process alerts (e.qg. falls risk alert) in the chart. In this
scenario, you will be reviewing PM Conversation and some of its functionalities. You will then learn

how to add a process alert.

PM Conversation
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PATIENT SCENARIO 4 — PM Conversation

# Activity 4.1 — PM Conversation

1 Patient Management Conversation (PM Conversation) provides access to manage alerts (such as

violence risk, falls risk or isolation precautions), patient location, encounter information and
demographics. Let’s look at how alerts are managed.

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

The patient’s parents have requested visitor restrictions. To add a process alert for visitor
restrictions:

1. Click drop-down arrow to right of PM Conversation in the toolbar
2. Select Process Alert from the drop-down menu

Discharge Encounter

Print Specirmen Labels

An organization window will display to select location.
1. Inthe Facility Name field, type = LGH Lions Gate and press Enter on your keyboard
2. Select LGH Lions Gate Hospital
3. Click OK
" & Organization ==

Pleaze zelect the facility where pou want to view person
aliazes.

Facility Nare | Facility &lias

LGH Liohs Gate

LGH Lions Gate Hospital | 2

Facility:
LGH Lionz Gate Hozpital

H Ok I I Cancel
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2 The Process Alert window opens To activate the process alert:
1. Click into the empty Process Alert box. A list of alerts that can be applied to the patient will

display.

N

Select Visitor Restrictions
3. Click Move _M=__| The alert will now be within the To Selected box
4. Click Complete

% Process Alert =)o)
Medical Record Humber. Encounter Mumber. Last Mame: First Marne:
700007829 CSTLEARNPEDS SKYE
Midcle Mame Prsfeirad Name Previous Last Name Date of Bith
31-0ct-2017
Age: Gender: BC PHN
L] Female 9876493256
I ALERTS
Frocess Alert
From Available: To Selected
0On Research Study -
Palliative Flag Mave >
Seizure Precautions
Special Care Plan |:| Select Al
iolence Risk =
Wisitor Restrictions il

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

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

Process:Visitor Restrictions 2 Location:LGH 3W; 309; 01B
Disease: Enc Type:npatient
Isolation: Attending:TestUser, GeneralMedicine-Physici...

'O, Full screen 1 =¥ 0 minutes ago

“. Key Learning Points

sing PM Conversation allows you to manage alerts, patient location, encounter information and
demographicsU

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

Learning Objectives

At the end of this Scenario, you will be able to:
Review Orders Page 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. To do so you will complete the following activities:

Review the Orders Profile

Place a No Cosignature Required Order
Review Orders Statuses and Details
Place a Verbal Order

Complete an Order

Review components of a PowerPlan
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¥ Activity 5.1 — Review Orders Profile

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

To navigate to the Orders Profile and review the orders:
1. Select Orders from the Menu

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

1) Plans

2) Categories of Orders
3) Medication History

4) Reconciliation History

3. On the right side you can:

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

Order for nurse to review

Additional reference text available

Order part of a PowerPlan

v e e

Order waiting for 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.

4 384 | 4 Document Madcation by M | Raconchistions | N Chack wactions

Ovdors | Mndsation Ut | Dacement i Flan

View
Ovdens e Sgnature
P

scetarminephen (acetimnophen PN Ond
e deve
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Key Learning Points
The Order Page consists of the Orders View (Navigator) and the Order Profile.
The Orders View displays the lists of PowerPlans and clinical categories of orders.
The Order Profile page displays all of the orders for a patient.
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& Activity 5.2 — Place an Order (No Cosignature Order)

1 Throughout your shift, you will review your patient’s orders. Nurses can place the following types of

orders:
1) Orders requiring a co-signature of the provider e.g. telephone and verbal orders

2) Orders that do not require a co-signature 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.

+ Document Medication by Hx | Reconciliation v | 5% Check Interactions
1
Medication List l Document In Plan
[\
[ isplaved: All Active Orders | All Active Order
Orders for Signature -
B 9 N B ¥ Order Name ~ Status
— | 4 Patient Care
Document In Plan 8 7S
. Medical 6 M ¥ 6  Admission History Adult Ordered
e oC CER UK @ M ¥6  Basic Admission Information Ordered
Suggested Plans (0) Adult
T & ™~ __*‘_ Braden Assessment Ordered
Admit/Transfer/Discharg
Status & M ¥ Infectious Disease Screening Ordered
£ Patient Care
B obhehv ¥ m
e »

The Add Order window will open.
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.
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CSTLEARNING, DEMOA... DOED1-Jan-19
Ages0 years

MRN:7000082... Code Status
Enc

(L)Gas Saline Suppression Test

(C3Geq Agitated saline bubbles [contrast media]
C36€7 Agitated saline bubbles [contrast media)
CIn'q 1 cert Suline Lock

~ Remove Saline Lock

(CINed Post Saline S
(30raf EC Echo w/ Contrast Saline

(30nt| EC Echo w/ Contrast Saline 20 Add on
(30tq Irrigate with Enteral 0.9% Saline
CIPal-Enter to Search

Process:
Drsease

TRANSFORMATION TRANSFORMATIONAL

LEARNING

Our path to smarter, seamless care

Location:LGH 6E: 624: 02
Enc Typeidnpatient

endingPlisvca, Rocco, MD

P 3
(Z)Physical Medicine Rehab Orders
(JPlastic Surgery Orders

«

(JRespicology Orders
(JRheumatology Orders
()General Surgery Orders
(CJUrology Orders
Cintracperative

(JOB Orders

The Ordering Physician window opens.

3. Type in the name of the patient’s Attending Physician

4. Select No Co-sighature Required

5. Click OK
B[O Py |

@ Crder

) Proposal

*Physician name

—

Flisvca, Rocco, MD

g

R

=]
= PST

Phone

Electronic

115
No Cosignature Required

E ok || cancel

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

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

(B BT | Dederbame S St Detads
4 UGH B 624;02 (acsPOOGODIIHES Adit: 1T-Harw- 2017 1338 FST
4 Pathewt Care
T Sk Leck Pepheral_ Ordes 71N 01103721

i JILT 1071 P, When tderating eal s el

> betahr o Saline Lock Peripheral IV (Saline Lock IV)
EF Detads | 5 Order Cememarst |

s

“Requested start DoeTme: WEEE | 2|[<] 17

Specialitrutiont: [When triesging cral fusch wel

]
8. Click Refresh

“. Key Learning Points

Nurses can place Nurse Initiated orders as No Co-sighature Required Orders
Order sentences add additional information to an order
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& Activity 5.3 — Review Order Statuses and Details

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

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

4) Ordered- active order that can be acted upon

o B i 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. £
1 Vital Signs 20-Nov-2017 11:25 PST, qdh while awake
4 Medications
& M »E furosemide Ordered 20 mg, IV, as directed, order duration: 5 day, drug form: inj, start: 17-Nov-
. _ Administer pre red blood cell transfusion - ak

To see examples of order details review the image below:
1. Focus on the Details column of the Orders Profile

2. Hover your cursor over certain order details to see complete order information
3. Note the start date and that orders are organized by clinical category

& ¥ |Order Name Status  ~  |Dose.. [Details
4 Fatient Care
» B Vital Signs Ordered p3-Nov-2017 10:42 PST, qdhf
4 Blood Products

| | Red Blood Cell Transfusion Ordered Routine, Administer: 1 unit, IV, once, Administer each over: 120 - 180 Minutes, Irradiated, Please call...

Infermed consent must be present on patient record
Red Blood Cell Transfusion
Details:

Routine, Administer: 1 unit, IV, once, Administer each over 120 - 130 Minutes, Irradiated,
Please callwhen ready for pick up, 28-Nov-2017 11:04 PST

Order Comment:
Informed consent must be present on patient record

When new orders are placed in the chart, a nurse must review these new orders and document
their review. Below we outline the steps for how this should be done. Note: Do not follow these

steps in the system but instead refer to the screenshots to understand the process.

that needs to be reviewed by a nurse.

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

Page 38 of 113



TRANSFORMATION TRANSFORMATIONAL

PATIENT SCENARIO 5 - Orders Orprbm s mmiemenn LEARNING
_é%_ | ¥ |Order Name |Status  ~ |Dose.... |Details
4 Patient Care
» Mg vital sians Ordered 28-Nov-2017 10:42 PST, adh
< | i *
A Details
Orders For Cosignature i 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.

e Review order details
e Click Review

CSTLEARNING, DEMOALPHA DOB01-Jan-1937 MRN:700008214 Code Status: Process: Location:LGH 6E; 624; 02
AgeB0 years Enc:7000000015055 Disease: Enc Typednpatient
Allergies: Bees/Stinging Insects, ci... Gender:Male PHNS876469856 Dosing Wt: Isolation: Attending-Plisvca, Rocco, MD
Action Action Da... Entered By Order Details Orderning ...
B | ode o ;'l‘l‘l‘;:-m Vital Signs  28-Nov-2017 1042 PST, qth ;Iiﬁ::'mo d

(V] Sedect All V! Show All Details

CSTLEARNING, DEMOALPHA [Feiew 7 Cancel |

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 A Verbal Order is only accepted when there is no reasonable alternative. Nurses should enter the

order as promptly as possible.

The pediatrician gives you a verbal order for the Erythromycin 5 mg/g eye ointment to be

administered.

To place a verbal order:

1. Select Quick Orders tab from the Neonate Overview section.

2. Select the appropriate order from the Medications Section.

Click the Orders for Signature icon at the top right corner.

3
4. Check to make sure the order selected is correct, click Sign.
5

The Ordering Physician window will pop up, fill in the appropriate information, physician

name (last name, first name).
6. Select verbal as communication type. Click OK.

[ - |# Neonate Overview

Neonate Overvi i #

0 Full screen ¥ 0 minutes ago

53| Handoff Tool 5| 4 =

a8 [10% - 4
Neonate Workflow 52| Jouick Orders 2| Pregnancy Summary 2| Discharge

Venue: | Inpatient
Medications Orders for Sigi (1)
» Analgesic/Sedatives/CNS
» Antimicrobials Medications
» Biologicals. erythromycin 5 mg/g eye oint

» €V Drugs
» Endocrine Meds
» GI Drugs

4 0phthalmic

4

pIoparacaine 0 5% eve drop
erythromycin 5 m/q eye oint 2

Diagne and Problems » Resp Drugs

» Topicals
» Uncommon Medications
s

Immunizations
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=] dg jering Physi imﬂ =

@ Order @ Order

_) Proposal _) Proposal
*Physician name *Physician name
|| | Plisvca, Rocco, MD
*Order Date/Time *Order Date/Time
20-Nov-2017 ] 2 = psT 20Nov-2017 2[5] e = psT
*Communication type *Communication type
_Phone Ph |
verbal ||| ——

Toposed
No Cosignature Required No Cosignature Required
Cosignature Required Cosignature Required
Paper/Fax Paper{Fax
Electronic Electronic
B =

“. Key Learning Points
Required fields are always yellow

Verbal and telephone orders are limited to extenuating circumstances. For example, during a
code situation.
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& Activity 5.5 — Complete or Cancel/Discontinue an Order

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

Assuming we have inserted a saline lock PIV for our patient. Let's complete the order.
¢ Review the Orders Profile
¢ Right-click order to Saline Lock Peripheral IV
e Select Complete

Suspend
Activate
Add | 4FD t Medication by Hx | R iliation = | ;@ Check Interacti e
L 4" Document Medication by Hx | Reconciliation = | & eck Interactions 3
Orders | Medication List | Document In Plan | " Cancel/Discontinue
Void
4
Vi Dizplayed: All Active Orders | All Inactive, Reschedule Task Times...
‘. Decument In Plan - i
L iy
& Orders | | 4 Admit/Transfer/Discharge e 7 P
|| Admit/Transfer/Discharge 4 oo Admit to Inpa Order Information...
us
|| Stat 5
gpat'l:tﬁa M &' @ Code Status Comments...
@Adlerly re 4 Patient Care Results...
: v -
] Diet/Nutrition ClET Pulse Oximetn Reference Information...
| 5 . M (=S Weight e ,
.gﬁmﬂnuouslnﬁlslons W ¥ Encourage Fl m
-|E| Medications -
» ¥ & Monlt?rlntak Advanced Filters...
[ |Blood Products =] Vital Signs -
|f|Laboratory = M ¥ Humpty Dum Customize View...
e Click Orders For Signature
@Q = % |Order Mame Status Dose ... |Details -
A Patient Care
ﬁ | Saline Lock Peripheral IV (Saline Lock IV Complete
4 i b
=

Qrders For Cosighature Orders For Hurse Review n I Qrders For Sighature

e Review Order for signature and click the Sign button. You will return to Orders
Profile where the order will show as processing.
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Orders for Signature

Order Name Status Start

» @B v

4 Patient Care
B 52 i C lat
e S3linelockPenpheratm B

Details

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

20 Mo 20171511

DO
NOT
CHECK

‘Z Detail

0 Missing Required Detail Orders For Cosignature

Orders For Nurse Review

oo

~
o Refresh the screen and the order will no longer be visible on the Orders

Profile.

2 Now let’'s Cancel/Discontinue an order:
a) Review the Orders Profile

b) Right-click order Breastfeed with Supplementation

c) Select Cancel/Discontinue

TS T a e

- | # Orders

+ Add | 4" Document Medication by Hx | Reconciliation~ | 5% Check Interactions

Orders | Medication List | Document In Plan |

Ll
View Displayed. All Active Orders | All Inactive Orders | All Active Orders
:-Suggested Plans (0) o
i Y
S | ‘@ | |\7 ‘Ordar Name Status ‘D
g - 2 A Diet/Nutrij
Admit/Transfer/Dischar B
o WLE 2 Breastfeed with Suppl... Qrdered
__| | 4 Laboratory

MRSA Culture Ordered

(Collected)

i

4 Communication Orders
=] E =] Motify Treating Provi.., Ordered

.6 Diet/Nutrition "

éDContmunusInfus\on;

%DMEdlCEt‘D"‘S W 6@ Motify Treating Provi... Ordered
EDBIood Products ME® Motify Treating Provi... Ordered
- [E Laboratory
M hreerer o e A
LH| m | r
Related Results |i Details
Formulary Details

Wariance Viewer

Orders For Cosignature Orders For Hurse Review

Renew

Meodify

Copy

Cancel and Reorder
Suspend

Activate

Complete

ancel/Discontinue

oid

Reschedule Task Times...
Document Intervention...

Add/Medify Compliance

Order Information...
Comments...

Results...

Reference Information...

Print >

Advanced Filters...

Custornize View...

v Disable Order Information Hyperlink

d) Ordering Physician window will appear. Fill out required fields (required fields are always

yellow) and click OK.

1. Physician name = type name of Attending Physician (last name, first name)
2. Communication type = No Cosignature Required
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Ordering Physician

@ Order

) Proposal

*Physician name

Plisvca, Rocco, MD

*Order Date/Time

28-Nov-2017 = E 1128 =) psT
*Communication type
Phone

Yerbal

Proposed
Cosignature Required
Paper{Fax

Electronic

][ Cancel ]

|ﬂ [ ok

e) Review fields and click the Orders For Signature button

TRANSFORMATION TRANSFORMATIONAL

LEARNING

v Details for Breasleed with Supplementation

| Details ] [i:.' QOrder Comments ]

=B

3| ¥

Discontinue Date/Time: [ = |z| 1048 = psT

Discontinue Reason: | ‘ ~ ‘

Orders For Cosignature Orders For Murse Review 5

Oiders For Signature

f) Review Order for signature and click Sign. You will return to Orders Page

4 LGH 3W; 309; 01B Enc:7000000012937 Admit: 31-Oct-2017 15:49 PDT
4 Diet/Nutrition
[] £ ¥ Breactfeed with Suppl. Diccontin. 28-Mew.2017 1040, 28-New-2017 10:50 PST

Do not

check this
box

& Details

0 Mizsing Fequired Detalls

Orders For Cosignature Orders For Murse Review

s BN

g) Refresh the page. Order will no longer be visible on Order Profile.
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Key Learning Points
Right-click to mark an order as completed or discontinued
Both of these actions will remove orders from patient’s Order Profile
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& Activity 5.6 — Review Components of a PowerPlan

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

Let’'s review a PowerPlan. From the Orders Profile:
1. Locate the Plans category to the left side of the screen under View
2. Locate the PED Newborn Level 2 Admission

3. Review the orders within the PowerPlan

= Medical

\.PED General Admission (Walidat
PED Newborn Level 2 Admissic
+-PED General Admission (Valida
_.PED General Admission (Valida
PED General Admizsion (Validat:

PED Newbom Level 2 Admisio

Sunnactad Dlane M
< mm 3

 PED Enteral Tube Feeding (Mod

4 Patient Care

@ Verify that an 'Admit to' Order has been entered prior to completing the powerplan

= ﬁ @ Weight

= 4£ @ Oximetry - Continuous
= ﬁ g Cardiorespiratory Monitoring

4 Centinuous Infusions

1 ¥ B [F Total Fluid Intake Ped/Neo

4 Medications

RV

itamin K

Discontinued
Discontinued
Discontinued

Discontinued

Discontinued

LY QdComments Start: 10-Nov-201708:33PST  Stop:  27-Nov-2017 09:15 PST
View =
.Orders for Signature i 2 K Component Status Dose ... Details e
F1Plans PED Newborn Level 2 Admission (Prototype) (Discontinued)
Last updated on: 27-Nov-2017 09:15 PST  by: Elearn, Luke Demo-Wong
-Document In Plan = K - =
A Admit/Transfer/Discharge T

10-Mov-2017 08:33 PST, gdaily
10-Nov-2017 08:33 PST
10-Nov-2017 08:33 PST

10-MNov-2017 08:33 PST, Weight (kg): 1,956, Neo ...

1o 1M once drug form: ini start 10-Mow-201 a

Key Learning Points

The Orders page 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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B PATIENT SCENARIO 6 - Interactive View and 1&0

Learning Objectives

At the end of this Scenario, you will be able to:
Review the Layout of Interactive iView
Document and Modify your Documentation in iView

SCENARIO

In this scenario, you will be charting on your patient. You will need to complete the following
activities:

As an inpatient nurse you will be completing 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 Interactive View
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- Activity 6.1 — Navigate to Interactive View and 1&0

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

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

B = | Interactive View and 180 TiFullscreen  {@Print ¥ 0 minutes ago
A~-B= ]

@ NICU Quick View n o
Caregiver Rounding
ez TR JFind item] v [Dcitical [High [low [Abnormal [Unauth [Fieg And @ 0r
Newborn Vital Signs
Equipment Alamn Limits (Low/High) [Besit IComments — Faq [Dat [Pefomed Bv
Environment

Comfort Measures i 4 05-Dec.2017
= & 1407 P51

Parental Involvement
Newbom/Pediatic Feeding
NICU Daily Nuriert Totals
Urine Output

Stool Output
Mezsurements

Newbom Phototherapy
Provider Notfication %
Trensfer/ Transport

Shit Report/Handoff
Glucose Blood Poirt of Care

o NICU Systems Assessment

\T’ NICU Lines - Devices - Procedures
@ NICU Procedural Sedation

o NICU Education - Discharge

o Advanced Graphing

o Intake And Output

o Blood Product Administration

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

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

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

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

e Cells are fields where data is documented.
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Interactive View and I&0
MAR

Al

Orders

Result:

Documentation

ination
Clinical Research
Diagnoses and Problems
Histories
Immuniz:

rains Summary

Medication List + Add

Medicati

PATIENT SCENARIO 6 - Interactive View and 1&0
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Fullscreen

Newbom Vial Signs
NEUROLOGICAL
Seizure Assessment
Newbom Head and Neck
Musculaskeletal Newbom Assessment
Neanatal Abstinence Scaring System
CARDIOVASCULAR

Edema Assessment

Pulses

RESPIRATORY

Ereath Sounds Assessmert
Bprea/Bradycardis Episodes

firway Management

Chest Tubes

Unbilicus Assessmert
GASTROINTESTINAL
Gastontesting Tubes
Newbom/Pediatric Feeding

Genitalia Assessmert

Bladder Scan/Postvoid Residual
INTEGUMENTARY

o NICU Procedural Sedation
< NICU Education - Discharge
@ Advanced Graphing

o Intake And Output

@ Blood Product Administration

+ DCrtical [ High

Ctow [ Abnomal

[unauth  [Fisg ©and @Or

[Besut [Commen:

[Fag  Thate

[ Pedommed By

Newborn Vital Signs
Temperature Axillary
Apical Heart Rate
Heart Rate Monitared
Il Respiratory Rate
SBP/DBP Cuff
Cuff Location
EMm Arterial Pressure, Cuff
Cerebral Pertusion Pressure, Cuft
GLU Whole Blood POC Result
GLU Whole Blood POC Non-numeric Result
4 Oxygenation
Respiratory Rate
Measured 025 (FIOZ)
Omygen Actiity
Owygen Therapy
Oxygen Flow Rate
Humidification Temperature
< End Tidal CO2
spo2
5p032 Site
SpO32 Site Change
Near Infrared Spectroscopy, Cerebral
Near Infrared Spectroscopy, Body
Near Infrared Spectrascopy, Other

017

“. Key Learning Points
Nurse will complete most of their documentation in iView
iView contains flowsheet type charting
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& Activity 6.2 — Documenting in Interactive View and 1&0

1 With the NICU Quick View band expanded you will see the Newborn Vital Signs section. If the
patient is on monitoring, results will be automatically fed from the device into the chart using BMDI.
You will learn more about BMDI in a hands-on practice at the bedside. Follow the steps below for
times you may need to manually enter vital signs.

o Select the Newborn Vital Signs component under NICU Quick View
e Double-click the blue box next to the name of the section to document in several cells. You
can move through the cells by pressing the Enter key.
o Document the following data:
o Temperature Axillary = 37.2
o Apical Pulse Rate = 160
o SBP/DBP Cuff = 65/35
o Mean Arterial Pressure, Cuff = (double-click the empty cell for automated result)

Note: The Calculation icon i@ 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.

o Respiratory Rate =44
o Sp02=97
o SpO2 Site= Foot

Notice that the text is purple. This means that the documentation has not been signed and is not
part of the chart yet. Once the documentation is signed in iView, it is completed in the chart and is
available to others accessing the patient’s chart.

e To sign your documentation, click the Green Checkmark icon 4
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PATIENT SCENARIO 6 - Interactive View and 1&0

# Interactive View and I&0

o Activity View

o NICU Quick View
Caregiver Rounding P IFind fiem| v [OCritical [FHigh [ElLew [FA
hlesabom Clhan o

Thicd 28-Nov-2011
=T ¥ 10:57 Py
Capillary Refill Central
- Newborn Vital Signs

m

Environment
Comfort Measures

Parental Involvement . Temperature Axillary
IY Drips Apical Heart Rate
Mewbom/Pediatric Feeding Heart Rate Monitored
MWICU Daily Mutrient Totals Respiratory Rate 44
Urine Qutput - SBP/DEP Cuff 65/35
%y NICU Systems Assessment Cuff Location
% NICU Lines - Devices - Procedures g’““” Arterial Pressure, Cuft h
v - Cerebral Perfusion Pressure, Cuff
9. NICU Frocedural Sedation GLU Whole Blood POC Result
Q{NICU Education - Discharge GLU Whaole Blood POC Mon-numeric Result
@ Advanced Graphing 4 Oxygenation
%ﬁflr‘ltakeﬁndOutput Respiratory Rate a4

WV ——— Measured 02% [FI02) L
% Blood Product Administration Oxyaen Therapy

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

Note: NICU Quick View is for frequently accessed charting while NICU Systems Assessment is
the head to toe documentation area. 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.

Key Learning Points

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

The newest documentation is to the left

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
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PATIENT SCENARIO 6 - Interactive View and 1&0

& Activity 6.3 — Change the Time Column in iView

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

1.
2.

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, the date will be today’s date and
time of 1000.

Click the Enter key.

Menu rig - |4 Interactive View and &0

‘JwEHds Yy IFEEE %

Neonate Ov

< NICU Quick View

]
% NICU Systems Assessment
Mewbom Vital Signs. - m » [itical [ High [FLow [CAbnermal [ Unauth [0 Flag
NEUROLOGICAL B
Seizure Assessment [Besut [Comments [Faa TDate [Perfomed By
Newbom Head and Neck )

Musculoskeletal Newbom Assessment

Necnatal Abstinence Scoring System

Change Column Date/Time

05-Dec2017 =[] =

PST

CARDIOVASCULAR Temperature Axillary Degl
Edema Assessment Apical Heart Rate O p ey
L Pulses Heart Rate Monitored opm
3 RESPIRATORY £ Respiratory Rate b
Breath Sounds Assessment SEP/DBP Cuff mmHg
Apnea/Bradycandia Episodes Cuff Location
Ay R Mean Arterial Pressure, Cuff mmHg
Chest Tubes g&rabral Perfusion Pressure, Cuff mmrg
S EEAEETE GLU Whale Blood POC Resuit
nation BESIEHIES R GLU Whale Blood POC Non-numeric Result
Gastrointestingl Tubes A0 e =l

4.

v to sign

Menu < - | Interactive View and I&0
Neonate Ov s @ @ MW e
Interactiv
\Z: NICU Quick View =
9 NICU Systems Assessment
Newbom Vital Signs .|| e = [ Critical  [FlHigh [Flew [[]Abnormal  [[]Unauth [ Flag
NEUROLOGICAL ¥
Seizure Assessment [Besut: [Comments [Aza TDate [Pedormed By
:ewbo‘md?:ad |Er3d::d€ - i 05-Dec-2017
usculoskeletal Newbom Assessment ‘ﬂ’@ 9 14:15PST 14:14 PST | 1412 PST  14:11 PST
Neonatal Abstinence Scoring System bo — d
E:RD'[LTSCULAR emperature Axillary 9 . n Error n Errar
lema Assessment pical Heart Rate oo Y
. : Pulses Heart Rate Monitored bpm
Single Patient Task List RESFIRATORY E Respiratory Rate
. Breath Sounds ﬂs.sessr.nent SBP/DEP Cuff H;
—_— Apnea/Bradycardia Episodes Cuff Location
CareConnect Airway Management Mean Arterial Pressure, Cuff Hg
ChesTtITubes Cerebral Perfusion Pressure, Cuff g
Umbilicus Assessment GLU Whole Blood POC Result
Care Coordination GASTE'O‘NTESI‘TN‘ GLU Whole Blood POC Non-numeric Result

In the new column, enter Temperature Axillary = 37.1 and click the Green Checkmark icon

“. Key Learning

Points

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

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

For the purposes of this scenario, assume that your patient requires a peripheral IV (PI1V) to be
inserted. After inserting the IV successfully, you are now ready to document the details of the IV
insertion.

1. Click on the NICU Lines — Devices —Procedures band.

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

Menu E ¢ * | # Interactive View and 120
Neonate Overview . L E Hw v & "] . . fa x

Interactive View and I&:0

» [Critical  [High [Flow [[JAbnormal [[JUnauth  [[]Flag

Fenpheral [\
Central Ling
Aterial Line
Chest Tubes
v Waming/Cooling
Preprocedure Time-Out

05-Dec-2017
BZ 2 416.85T

- Peripheral IV

m

s

3. The Dynamic Group window appears, a dynamic group allows you to label a line, wound, or
other patient care with specific details. You can add as many dynamic groups as you need
for your patient. For example, if a patient has two peripheral IVs, you can add a dynamic
group for each IV.

Select the following to create a label:
a) Peripheral IV Catheter Type: Peripheral
b) Peripheral IV Site: Hand
c) Peripheral IV Laterality: Left
d) Peripheral IV Catheter Size: 26 gauge

4. Click OK
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E% CareCompass £ Clinical Leader Organizer Tracking Shell 4 Patient List 57 Activity Assignment 43 Staff Assignment EZ LearningLIVE |_| ) CareConnect €} PHSAPACS @) VCH and PHC PA

T Tear OFf Al Exit Fg AdHoc I Medication Administration 2 Medical Record Request @ Result C Dynamic Group - CSTLEARNPEDS, ALEX - 700007827 wersation)
() Patient Health Education Materials &} Policies and Guidelines £} UpToDate _
CSTLEARNPEDS, ALEX =

CSTLEARNPEDS, ALEX

Label:

Peripheral Hand Left <Peripheral IV Catheter Size:» -

Allergies: penicillin

| W

Peripheral IV Catheter Type:

Menu - |#& Interactive View and I&0
Neonate Qverview N EH e » 09 W m e Midline
Interactive View and 180
o NICU Quick View
(

< NICU Systems A
= ' Peripheral IV Site:
2 NICU Lines - Devices - Procedures FIFia
Peripheral IV Antecubital |
Central Line Basilicvein = =
Artenial Line Cephalic vein
Chest Tubes ;he:t
v Waming/Cooling igi
Preprocedure Time-Out External jugular
Foot
Forearm
Frontal vein

Great saphenous vein

Median cubital vein
Pasterior auricular vein
Small saphenous vein
Superficial temporal vein
Upper arm

‘Wrist

Peripheral IV Laterality:
Left

i
4 NICU Procedural Sedation —1
o NICU Education -Dischrge g
@3 Advanced Graphing
.

fakn And Out

5. The label created will display at the top, under the Peripheral IV section heading.

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

Now document the activities related to this PIV:
e Activity = Insert
Patient Identified = Identification band
Total Number of Attempts =1
Line Insertion = Tourniquet
Line Status = Flushes easily
Line Care = Secured with tape
Site Assessment = No phlebitis/infiltration present, catheter patent
Site Care = Armboard
Dressing Activity = Applied
Dressing Condition = Intact

7. Click the Green Checkmark icon 4 to sign. Once signed the label will be accessible for
other clinicians to complete further documentation within the same dynamic group. The label
does not need to be re-created.
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Interactive View and I&0

Ny LT
A
%y Activity View =
ﬂ'll(:llmickﬁew
g NICU Systems Assessment Find Item| v [OCrtical [High [Flow [CAY
% NICU Lines - Devices - Procedures w5
. $ 28-Nov-2017
Peripheral [V L] 2
— B ¥ 11:06 PST
Arterial Line 5
Chestiubes A <=Peripheral Hand Left 26 gauge =
v  Waming/Cooling ©;'d!l:.ltl’: - [nsert
Preprocedure Time-Out £» Patient Identified Identificati...
<» Total Number of Attempts 1
» Unsuccessful Attempt Site &
<» Line Insertion Tourniquet
Line Status Flushes easil
Line Care Secured wit..
. Site Assessment Mo phlebiti...
= &
%y MICL! Procedural Sedation Site Care Armboard, ...
g MICU Education - Discharge Dressing Activity Applied
%’Advanced Graphing Dressing Condition nDr\f. Intact
%{ Intake And Output Patient Response |

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 You can inactivate a dynamic group when it is no longer in use. For example, when an 1V, drain
or tube is removed.

To inactivate your PIV dynamic group section:
¢ Right-click the dynamic group label for the Peripheral Forearm Left 20 gauge, and select
Inactivate.

A Peripheral Forearm Left 20 gauge

¢Sy Expand
Line Status Co”ap;e
Line Care Close
©5ite Assessment :
Site Care Remove
Dressing Activity View Result Details...
Dressing Condition o
Patient Response AEIEE
1
Unchart...

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

If you accidently inactivate the wrong dynamic group you can re-activate the dynamic group.
To do this:
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¢ Right-click the dynamic group label for the Peripheral Forearm Left 20 gauge,

select Activate.

A Peripheral Forearm Left 20 gauge
@ Activity

Line 5tatus

Line Care
@Site Assessment

Site Care

Dressing Activity

Dressing Condition

Patient Response

Expand
Collapse
Close

Remove

Activate

Inactivate

Unchart...

ils...

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

“. Key Learning Points

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

or drains

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

When a dynamic group is no longer in use, such as when an IV, drain or tube is removed, you

can inactivate it
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& Activity 6.5 — Modify, Unchart or Add a Comment in Interactive
View

1 Modify

You realize upon reviewing your earlier charting that you wrote the incorrect Peripheral Pulse
Rate value. Let’s modify the Peripheral Pulse Rate originally documented in Activity 5.2.

1. Click on the Newborn Vital Signs section heading in the NICU Quick View band.
2. Right click on the Peripheral Pulse Rate (160) cell.
3. Select Modify....

7 " =
% NICU Quick View O View Result Details... I
5 MICU Systems Assessment View Comments...

INewbom Vital Signs .|| CEEEE - [[Citical [FlHigh [FlLlow [ Abnormal [l B d

View Flag Comments...

Seizure Assessment [Besuit [Comments [Fao TDote View Reference Material... M
:ewbcfmll'k?adlat;l'ld::dt s View Order Info...

uscL lewbom i = R 14:26 PST| 14:25 PST - - 1
Neonatal Abstinence Scoring System ‘ﬂ, ta . 2 e aa
CARDIOVASCULAR Temperature Axillary
Edema Assessment Apical Heart Rate 160
;LII»:ISSeI:IR'QTORY Heart Rate Monitored S

= Change Date/Time...

Respiratory Rate b
SBP/DEP Cuff mmHg
Cuff Location

Mean Arterial Pressure, Cuff nmHg
gCarebral Perfusion Pressure, Cuff mmHg
GLU Whole Blood POC Result 4
GLU Whole Blood POC Mon-numeric Result
4 Oxygenation

Eesniratnry Rate

Breath Sounds Assessment
Apnea,/Bradycardia Episodes
Airway Management

Chest Tubes

Umbilicus Assessment
GASTROINTESTINAL
Gastrointestinal Tubes
MNewbom,Pediatic Feeding

Add Comment...
Duplicate Results
Clear

View Defaulted Info...

View Calculation...

4. Enter in new Apical Pulse Rate = 155 and click the Green Checkmark icon 4 to sign.
5. 155 now appears in the cell and the Corrected icon _« will automatically appear on bottom

5y NICU Quick View Q
% NICU Systems Assessment
-|| = - ElCitial Elbigh Ellow [FlAbnomal [F]
NEUROLOGICAL B
i [Besutt [Comments [Hag T[Date
Newbom Head and Neck .
Documentation L erEl i B, L BN ¥ 14:38 PST| 14:25 PST
' : Neonatal Abstinence Scoring Jrgtem | Newborn Vital Signs
Allergies CARDIOVASCULAR Temperature fxillary DegC
SEDiEEE Apical Heart Rate bpm| 155 4.
Ehices Heart Rate Monitored bpm
Single Patient Task List RESPIRATORY = Respiratory Rate »
— Breath Sounds .ﬂs.siessmem SBR/DBP Cuff mmHg
Apnea/Bradycardia Episodes Cuff Location
Airway Management Mean Arterial Pressure, Cuff
Chest Tubes Cerebral Perfusion Pressure, Cuff
IrEEs e GLU Whaole Bload POC Result
SeETROlTET AL GLU Whole Blood POC Mon-numeric Result

2 Unchart

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

¢ Right click on the Temperature Oral (37.2) cell.
e Select Unchart...
A MICD Guick View D P i e
5 MICU Systems Assessment o View C 5.

Newbom Vital Signs R + [Citical  FIHigh [Flow [ Abnormal [ Unauth S momment
NEUROLOGICAL = View Flag Comments...
Seizure Assessment (st I |Comments [Fa  [Dde View Reference Material...
e e 05-D¢g View Order Info...
Musct Newbom it | 4§ 14:29 PST| 14:25PST  14:15 PST :
Neonatal Abstinence Scoring System Newborn Vital Signs View History...
CARDIOVASCULAR Temperature Axillary DegC 37.2 Modify...
Edema Assessment Apical Heart Rate bpm 155 ta 1
Pulses Heart Rate Monitored bprm WSl
RESPIRATORY E Respiratory Rate br/min ange IME...
Breath Sounds Assessment SBR/DBP Cuff mmHg
Apnea/Bradycardia Episodes Cuff Location Add Comment...
Airway Managsment Mean Arterial Pressure, Cuff mmHg Duplicate Results
Plesgittics Cerebral Perfusion Pressure, Cuff mmHg Clear
LTI m e e GLU Whale Bload POC Result mmol/L
GASTROINTESTIMNAL L1t et P e ne B O 2 o Lo

e The Unchart window opens, select Charted on Incorrect Patient from the

Reason dropdown.
Click Sign

. Unchart - CSTLEARNPEDS, ALEX - 700007827

= [E =]

Unchart | Date/Time
05-Dec-2017 14:15 PST

Item

Charted on Incorrect Patient

Temperature Axillary

Result
37.2 DegC

Reason

Comment
Charted on Incorrect Patier

ViR sion )| cancel |

e You will see In Error displayed in the uncharted cell. The Result Comment or
L]
Annotation icon will also appear in the cell.
W v vew s |
3 NICU Systems Assessment
- ind Itemn - Critical High Low Abnormal Unauth Fla
O Origh O ] ] [T Flag
NEUROLOGICAL 7
e [Besutt [Commert [Aaa TDate [Peformed Bv
LK< 05-Dec-2017
LR R R ET B wl BN ¥ 14:31 PST| 14:25PST  14:15PST 1414 PST | 1412 PST | 14:11 PST
Neonatal Abstinence Scoring System bo al Sig
CE:HDB,:;“CUMR Temperature Axillary DegC! In Error n Error In Error 371
lema fAssessment Apical Heart Rate bpm 155

Pulses Heart Rate Monitored bpm
RESPIRATORY = Respiratory Rate br/min
Ereath Sounds Assessment SBP/DBP Cuff mmHg
Apnea/Bradycardia Episodes Cuff Location
e e = Mean Arterial Pressure, Cuff mmHg
e jiihes Cerebral Perfusion Pressure, Cuff mmHg

GLU Whole Blood POC Result mmel/L
EMTRDINTEF_PEN‘ GLU Whole Blood POC Non-numeric Result
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A comment can be added to any cell to provide additional information. For example, you want to
clarify that the SPO2 site that you documented was on the patient’s right foot.

1. Right-click on the SPO2 Site (Foot) cell.
2. Select Add Comment.

Menu

Necnate Ovel

Interactive View and 180

TRANSFORMATIONAL

Umbilicus Assessment
GASTROINTESTINAL
Gastrointestinal Tubes
Newbom/Pediatric Feeding
Genitaliz Assessment

Bladder Scan/Postvoid Residual
INTEGUMENTAR

Mear Infrared Spectroscopy, Body
Near Infrared Spectroscopy, Other
@Respwatmns
Indrawing Location
Indrawing Severity
Muscle Use Location
Tone Newborn

< - |# Interactive View and 180
o v 84
Add Result...
" -
% NICU Quick View L] View Result Details...
%

R S R e View Comments...
Newbom Vital Signs - m « [ Critical [ High Elew E
NEUROLOGICAL = View Flag Comments...
Seizure Assessment [Beaut [Cormerts [Fzg View Reference Material...
Newbom Head and Neck: B -

§ View Order Info...
Musculoskeletal Newbom Assessment % E’@ AF 1432 Jiew e
Neonatal Abstinence Scoring System ’ View History...
DEE Oxygen Therapy
CARDIOVASCULAR Diygen Flow Rate —
Sie e Humidification Temperature B
;E'ZE:‘HMURY ks @ EndTidal CO2 Rz
£ 5p02 Change Date/Time...

Breath Sounds Assessmertt Sp02 Site Fand
Apnea/Bradycardia Episodes 5p02 Site Change Add Comment...
Airway Management Near Infrared Spectroscopy, Cerebral uplicate Resuits
Chest Tubes

Clear

View Defaulted Info...
View Calculation...

Recalculate...

View Interpretation

The Comment window opens, enter Comment = Right foot and click the OK button.

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

indicating comments can be found T wil display in the cell. (Right-click on the cell and
select View Comments... to view a comment.)

Umbilicus Assessment
GASTROINTESTINAL
Gastrointestinal Tubes

Mear Infrared Spectroscopy, Body
Mear Infrared Spectroscopy, Other
@Respirations

Indrawinn | ncatinn

o NICU Quick View n
% NICU Systems Assessment
Newbom Vital Signs P m - [ critical  [JHigh [Low [C]Abnormal  [C] Unauth
NEUROLOGICAL I
Seizure Assessment (Beat (Commeris [Fas —
Newbom Head and Neck B
M loskeletal Newbom it T Sog
uscul it "ﬂ‘ 4 14:34 PST) 14:32 PST | 14:25 PST
Neonatal Abstinence Scoring System Oxyg%]’herapy
CARDIOVASCULAR Oxygen Flow Rate
Edema Assessment Humidification Temperature
Pulses & End Tidal CO2
RESPIRATORY E Sp02 —
Breath Sounds Assessment SpO2 Site Hand o |
Apnea/Bradycardia Episodes Sp02 Site Change
Airway Management Near Infrared Spectroscopy, Cerebral
Chest Tubes

Key Learning Points
Dynamic groups are created within specific sections of Interactive View and 1&0O

Dynamic groups allow for the documentation and display of grouped data elements such as
multiple 1V or wound sites

Results can be modified and uncharted within Interactive View and 1&0
A comment can be added to any cell
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B PATIENT SCENARIO 7 - PowerForm

Learning Objectives

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

SCENARIO

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

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

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

Viewing an existing PowerForm
Modify an existing PowerForm
Unchart an existing PowerForm

L)

TRANSFORMATIONAL
LEARNING
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- Activity 7.1 — Opening and Documenting on PowerForms

1 Throughout your shift, you will document on your patient.

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 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:

o Title of the current PowerForm you are documenting on

e List of sections within the PowerForm for documentation

e Ared asterix denotes sections that have required field(s)

e 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.

General Information
% Violence and Aggression Screening
Review Violsnce Risk Alst
“vancs Care Planning
i MDelirum Screen
CSSRS Quick Scresn
CAGE-AID

Additional Information

[P Admission History Adult -- CSTLEARNING, DEMODELTA =R R =
VEO SR+ ¢ @
“Performed on:  27-Nov-2017 :E| 1422 2 psT By: TestUser, Nurse

Violence and Aggression Screening

T Cunent physical aggression or viclence
T Cunent verbal thieats of physical violence

] Other:

Nicatine Dependance Assessment
Psychosacial

Nutrition

Social History

Procedure Histary

Famiy History

| 8

1f patient has a previous history of or current indication of violence or aggression, complete the remainder of the form as applicable.

Current Patient Presentation

Current Presentation Additional Information

Tl Attack on obiect

1 Instrument of ham/weapon

Tl Physical ham (2.0 strkes, grabs)

] Physical threat

Unwanted sexual touch

T etbal aggression with another behaviour of history of violence
] erbal or writter thieat of physical violence

] Other

Perceived Staff Approach Stressors

Perceived Staff Stressors Additional Information

] Enforcing or authoritative

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

C] Sudden or unanticipated spproach

O Tk focus

O Urwelcome tauch

m

In this example we are going to document on the Admission History NICU PowerForm.
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To open and document on a new PowerForm:

1. Click AdHoc i AdHoc on the Toolbar

e

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

2. Select the Admission History NICU PowerForm by selecting the title. Then click Chart.

3. Inthe Admission History NICU fill in the following:

e Location of Birth: Home
¢ Reason for Transfer: High level of care required

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

P2
Refresh screen

Note: The Admission History NICU PowerForm pulls data from the result copy information from
within the same facility. Also, using the Save Form ® icon is discouraged because no other users
will be able to view your saved documentation until it is signed. To sign use the green checkmark
icon ¥ .

Admission History NICU - CSTLEARNPEDS, SKYE

Vme sme ¢+ @m -

*Performed on:  28-Mov-2017 = |z| 1117 = psT
Admission/Transfer Information |

Birth History Location of Birth Reason for Transfer Hospital Transferred From
Medication Histor: (@] ) High level of care required
Problem History ' Home ) Growth or discharge plarring
Family History C Other: (8] Med\.cal or diagnostic services
' Surgical anastomosiz

Social History ' Other: Infant Referred By
Procedure History
Allergies

Admit Date/Time to NICU Admit Length Admit Weight

S E = ‘ o] | g

Admit Head Circumference Dosing Weight
\ o] o
General Information |
Security Tag 1D Band Number 1D Band Recipient #1 Relationship Name of ID Band
Applied ‘to Baby Recipient #1
] s ‘ | |O Biological father ) Grandmather ‘ |
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Key Learning Points

PowerForms are electronic forms used to chart patient information

The AdHoc button “B44Ho< 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 7.2 — Viewing an existing PowerForm

1 Throughout your shift, you may need to view previously documented PowerForms.
To view a PowerForm:

1. Select Form Browser in the Menu

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

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

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

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

MICU
Test

Single Patient Task List

Form Browser

CareConnect

Key Learning Points
Existing PowerForms can be accessed through the Form Browser
A form can have different statuses (e.g. In Progress, Auth Verified, Modified, and In Error)
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# Activity 7.3 — Modify an existing PowerForm

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

LEARNING

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

PowerForm and not to modify an already existing PowerForm.

Let's modify the Admission History NICU form.

To modify a PowerForm select it from within Form Browser.
1. Right-click on Admission History NICU form in Form Browser
2. Select Modify

= All Forms

Madify
Unchart

Histary
Change Date/Time

3. Admission History NICU form opens. Change the charting for Location of Birth to

Hospital.

Admission History NICU - CSTLEARNPEDS, SKYE

[{mel«me s+ @@=

“Performed on:  28-Nov-2017 = E| 17 = esT
General Info Py -
Admission/Transfer Information |
Birth History Location of Birth Reason for Transfer Hospital Transferred From
Medication Histor | [~ O High level of care required
Problem Histary O Home ) Growth or discharge planning
O Other: O Medical or disgrostic services
Family Hist
SR O Suical ansstomosis
Social History ) Other Infant Referred By
Procedure History
Allergies
Admit Date/Time to NICU Admit Length Admit Weight
- El - | °m| | tg
Admit Head Circumference Dosing Weight
| a ]
General Information |
Security Tag 1D Band Number ID Band Recipient #1 Relationship Name of ID Band
Applied ‘to Baby Recipient #1
T ea | T | [C Biclagical father  © Grandmother [ |

%]
4. Click green checkmark < to sign the documentation and then click Refresh icon .
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When you return to this document in the form browser, it will show the document has been
modified.

Page 66 of 113



PATIENT SCENARIO 7 - POWerFOrm TRANSFORMATION TRANSFORMATIONAL

Our path o smarter, seamless care LEARNING

& Activity 7.4 — Unchart 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.

To unchart a PowerForm within Form Browser:

1. Right-click on Admission History NICU
2. Select Unchart

E2 All Forms

Modify
I Unchart I
History

Change Date/Time

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

[P Advance Care Planning (Unchart)}- CSTLEARNING, DEMOALPHA (3w
v Q%
*Performed ont 21 -Nov-2017 1529 = P5T By:  TestORD, Murse

Uncharting this form will change the status of all the results associated with this
h form to ‘In Error’

Comment:
Wrong Powerfo rm||
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4. Click the green Check Mark button v to sign the documentation. Refresh your screen
and you return to the previous window.

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.

TestUser, NICU-Murse
Auth (Verified)) - TestU

|]§ H20-PST-AdmmissienHisters MIED (In Error) -
[ 09:08 PST NICU Bazic Admiszion Information

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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B PATIENT SCENARIO 8 - Document an Allergy

Learning Objectives

At the end of this Scenario, you will be able to:
Review and Document Allergies

SCENARIO

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

As an inpatient nurse you will be complete the following activity:
Add an allergy
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& Activity 8.1 — Add an Allergy

1 About an hour after securing the patient’s |V with tape, you notice mild redness to the patient’s

skin under the tape. The patient’s mom states a similar thing happened when he had a bandage
applied following an immunization.

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

< = | # Allergies T Full screen  B)Print

| [ MacAlizsReviewed

Add \f;, | No Known Allergies | (¥No Known Medication Allergies | J¥ Reverse Allergy Check Display i -
D. Subs 1 I Category  Severity  Reactions Interacton  Comments  Source ReactionStatus  Reviewed Revi.. FEst.Onset  UpdatedBy

Adhesive Band Othy

Lat Othy

5
5
v penicillin Drug WModerate  Rash

Active 27-Nov-20170...  Elear... 27-Nov-2...

2. Enter in the Substance field = Tape and click the Search icon . Please note Yellow
fields (Substance and Category) are mandatory fields that need to be completed.

~ [ Allergies DFullscreen  @@Print & 1 minutes age|

D. Substance Category  Severity  Reactions Interaction  Comments  Source Reaction Status  Reviewed Revi.. Est.Onset  UpdatedBy
: L M "

[ »

ok
Phy

Type Allergy

adverse reactionto a drug o substance whichis due o an immunclogical esponse.

Add Comment

“Severity i
Conenls
B[ eddfiesTen | cotentesd . crotentsed

At cnot entered> Orsst <not ertered>

P = B
Recodedonbehafal  *Category Stats Reason:

. e -
s [ ok ][oOkaAddNew | [ Cancd |
Histo

3. The Substance Search window opens. Select Tape and click the OK button.
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Disease:
PHN Dosing Wi: Isolation:
7| Substance Search -
*Search: tape Startswith  »  Within; Terminclogy -
Retiewe
[ Search by Name ] [ Search by Code ] 204Mov
Terminclogy: Allergy, Multum All| | ... | Terminology Axis: | <All terminclogy ax E]
Categories
Tem = Teminology

«MNo matching categories found=

An fdverse reaction

Tee te: Teminology Teminclogy Awxis
*Sevel tapentadol d07453 Muttum Drug ~ Generic Name
e Tept <not en
Ak <n
Recorde
Add to Favorites Cancel

rites | [ Foldg

4. Select Mild in the Severity dropdown

5. Select Patient in the Info source dropdown
6. Select Other in the Category dropdown

7. Click OK

U’ﬁ Alergy = Anadverse reaction to & diug of substance which it due to an immunalogical response.

*Substance
Tape Fres test E3' o sleray checking s available for nonutum slisrgies. 4dd Comment ¥

Reactios} “Severity
Addfree Tet | | Mid Nurse

rfo source

Comments

A oot enter Orset  <riot ente

Veas v
Recorded on behalf of

II 3 ! OK & Add New Cancel

8. Click the Refresh icon Ml and the Tape allergy will now appear in the Banner Bar.

Note: Allergies in the banner bar are sorted by severity (most to least). If the allergies listed are
longer than the space available, the text will be truncated. Hovering over the truncated text will
display the complete allergies list.
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- Lt o i Recent - | I - <
Process:Falls Risk Location:zzLGH 3PO: 3EL: 04
Disease: Enc TypeInpatient

CSTLEARNPEDS, ALEX x
CSTLEARNPEDS, ALEX DOB:30-Oct-2010 MRN:700007827 Code Status:Attempt CPR, Full Code

Dosing W25 kg Isolation:Droplet and Contact Attending;
T Full screen  E)Print ¥ 0 minutes ago

IAIIergies: penicillin, Tape

Mark All as Reviewed

& Add ‘ijhf, ‘ No Known Allergies | + No Known Medication Allergies | ¥ Reverse Allergy Check Display Al -

D. Substance Category  Severity  Reactions Interaction  Comments  Source Reaction Status  Reviewed Revi.. Est. Onset Updated By

Adhesh b Mile Rash led 37 Nev-20170. Elear 27 Mev 2.

No-Known Alcrgi Brag
v penicillin Moderate  Rash

Tape Mild

27-Now-20170...  Elear. 27-Nov-2...
05-Dec-20171... Test.. 05-Dec-20...

“. 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 first
Yellow fields are mandatory fields that need to be completed

Page 72 of 113



PATIENT SCENARIO 9 - Review Medication Administration Record " 2

MAR TRANSFORMATION TRANSFORMATIONAL
Our pathto smarter seamless care LEARNING

W PATIENT SCENARIO 9 - Review Medication Administration Record
(MAR)

Learning Objectives

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

SCENARIO

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

Note: Pediatric nurses are still required to calculate safe dosages per policy. On the WOW, nurses can

@
click the Windows button =2 % in the lower left corner of the screen to access the Windows calculator.

As a nurse, you will be completing the following activities:
Review and learn the layout of the MAR
Request a medication in the MAR

Page 73 of 113



PATIENT SCENARIO 9 - Review Medication Administration Record P" I

MAR TRANSFORMATION TRANSFORMATIONAL
Our pathto smarter seamless care LEARNING

# Activity 9.1 — Review the MAR: Time view and reverse
chronological order

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

You will be locating and reviewing your patient’s schedule, unscheduled and PRN medications.
1. Goto Menu
2. Click MAR

3. Locate Time View and Scheduled

*
T Al Medications (System) - = I

28-Nov-2017
12:00 PST

28-Nov-2017

& Add Show All Rate Change Docu...

e I
2

Scheduled

Medications

: . 3
Documentation & Add cholecalciferol (vitamin D3)

Unscheduled 400 unit, PO, gdaily, start: 28-Nov-2017 11:33
PST

Allergies + Add

PRN vitamin D3
Continuous Infusions \\r':émin m Mot previgusly
Future 1 mg, IM, once, drug form: inj, start: given
28-MNov-2017 12:00 PST, stop: 28-Nov-2017
Discontinued Scheduled 12:00 PST

vitamin K

Growth Chart
Single Patient Task List

Formr

CareConnect

Care Coordination

4. Click Scheduled, to ensure all your scheduled medications display at the top of the MAR
list.

5. Next, select in order, Unscheduled, PRN and Continuous Infusions, bringing each
section to the top of the list for your review

Time View

PRMN
Continuous Infusions
Future
Jiscontinued Scheduled
inued Unscheduled

yntinued PRN

Discontinued Continuous Infus|

6. Review the MAR Medications. Be sure to review all medication information. If you wish to
review the Reference Manual right-click on the medication name and review the
Reference Manual
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a5
All Active Medications (System) = B m

Show All Rate Change Docu...

23-Nov-2017
06:00 PST

23-Nov-2017
10:00 PST

23-Nov-2017
14:00 PST

Medications

Time View
a1 = 650 mg
= SEiBibie lacetaminophen ast given Last given: Last given:
[ Unscheduled 650 mg, PO, g4h, drug form: tab, start.  [PO-Mov-2017 20 Mov-2017 - 20-Mov-2017
170-Nov_2017 14:04 PST 408 PST 1408 PST 14:08 PST
[ PRN Maximum acetaminophen 4 g/24 Order Info...
" " acetaminophen
< Infusions E ke Si
[ Continuous Infusiens Tz i Al went/Task Summary
[ Future Temperature Oral Link Infa...
MNumeric Pain Score [0-10)
ntinued Scheduled o Reference Manual... I
cefTRIAXONe Med Request...
iﬂg :‘% U LT, ST Al Reschedule Admin Times...
= cefTRIAXone Additional Dose...
ous Infus
el View MAR Note... T
HYDROmorphone given:
3 mg, NG-tube, g4h, start: 20-Nov Create Admin Note... ov-2017
15:54 PST . 7 PST
HYDROmorphone Alert History...
Respiratory Rate Infusion Billing

Note the icons that may appear on the MAR. Examples include:
@ _ The medication order has not been verified by pharmacy
64" _ indicates that nurse review of the order is required
B9 |ndicates the medication is part of a PowerPlan

Upon further review of the MAR you will note the following:
7. The Clinical Range is defaulted to display 24 hours in the past and 24 hours

TRANSFORMATIONAL
LEARNING

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

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

ayed).
from current

AllOrders with Active Tasks in T =[] u

=0 Nov-2017
10:00 PST

Show All Rate Change Docu...

S0 MOv 2017 | S0MOV 2017 | 29Nov 2017 | 29Nov 2017 | 29-Nov 2017 | 29.NOW-2017 | 20-Nov-2017 | 20-Nov-2017 | 28-Now-2017
06:00 PST 02:00 PST 22:00 PST 18:00 PST 14:00 PST 12:26 PST 12:22 PST 10:00 PST 22:00 PST
o

640 mg

m 640 mg

etaminophen (TYLENOL) g Last given: Lastgien:  Lastgiven:  Last given:

g, PO, qéh, drug form: oral liq, start: 29-Nov-2017 14:00 22-Nov-2017  22Nov-2017  22-Nov-2017  22-Nov-2017  22-Nov-2017
12:41 PST 12:41 pST 12:41 pST 12:41 pST 1241 PST

inophen 4 g/24 h from all sources

2

€ 0-10)

1,000 mg
Last given:
22-Nov-2017
10:00 PST

ncomycin
11,000 mg, IV, q12h, start: 29-Nov-2017 12:22 PST

ncomycin
PRN

e (DILAUDID PRN range dose)
01 mg, PO, qLh, PRN pain, drug form: oral liq,
4 PST.

Note that different sections of the MAR and statuses of medication administration are identified

using colour coding:
Scheduled medications- blue

[ )

e PRN medications— green

e Future medications - grey

e Discontinued medications- grey
e Overdue-red
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Key Learning Points
The MAR is a record of the medications administered to the patient by clinicians.

The MAR lists medication in reverse chronological order

The MAR displays all medications, medication orders, tasks, and documented
administrations for the selected time frame.
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1 You can't find the Vitamin K injection for your patient so you need to submit a Med Request to

Pharmacy.

1. Right- click on the medication order name
2. Select Med Request...

_ Order Info... -

- [ KN

Meq

Scheduled
L] | =
| |cholecalciferol (vita

400 unit, PO, gdaily,
PST
vitamin D3

12:00 PST

1] Ld
28-Mov-2017 12200 PST, stop: 28-Nov-2017

Event/Task Summary
Link Infao...

Reference Manual...

Reschedule Admin Times...
Additienal Dose...

View MAR Mote...

Create Admin Note...

Alert History...

Infusion Billing

vitamin K

B8-Nov-2017
11:33 PST

400 unit
t previously
en

3. Select Cannot Locate under reason

4. Click Submit
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[P Medication Request =3 | | [B) Medication Request ==

CSTLEARNING, DE...  80years M DOE: 01-Jan-1937 CSTLEARNING, DE...  80years M DOB: 01-Jan-1937

vancomycin 1,000 mg, IV, gi2h, start: 21-Nov-2017 11:09 PST vancomycin 1,000 mg, IV, qi2h, start: 21-Nov-2017 11:09 PST
Last request: - Last request: -
View History View History
+Reason: *Reason:
e Cannot locate -
(None) +
[1111] Med scanning - barcode damaged | | * Priority
[1111] Med scanning - med not identified @ Low
) Medium
() High
*Comment

Contaminated

m

Damaged

1V medication - different concentration
1V medication - different diluent

IV medication - different volume
Medication error - extra dose required
Pass medication L
Patient’s own med - sending to pharmacy

Patient's own med - supply not available Submit |

| | Provide oral medication as solid form =

Cancel

“. Key Learning Points
Right-clicking on medication order provides options such as Med Request

Med Request sends a message to pharmacy to send the medication
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W PATIENT SCENARIO 10 - Medication Administration

Learning Objectives

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

SCENARIO

In this scenario, you will be administering IV and PO medications. You will be using a Barcode
Scanner to administer medication. The scanner scans both your patient’s wristband and medication
barcodes to correctly populate the MAR. The medications to be administered are: Cholecalciferol
(Vitamin D3) 400 units once daily, Gentamicin IV, and Vitamin K injection.

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

Administration Medication using the Medication Administration Wizard (MAW) and the Barcode
Scanner

Documenting administration of different types of medication
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& Activity 10.1 — Administration Medication using the Medication
Administration Wizard (MAW) and the Barcode Scanner

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

1 Tips for using the barcode scanner:
¢ Point the barcode scanner toward the barcode on the patient wristband and/or the

medication (AUD - Automated Unit Dosage) 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

2 Itis time to administer the following medications to your patient. You will scan both medications
sequentially.

¢ PO medication: Cholecalciferol PO, using liquid Vitamin D3 drops
¢ IV medication: Gentamicin IV

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

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

L . . . i Medication Administration | |
Medication Administration Wizard (MAW) in the toolbar.

Task Edit View Patient Chart Links Options Help

: ¥ CareCompass Tracking Shell 4 Patient List &5 Discharge [

: " Tear Off M Exit ¥ AdHod Il Medication Administration
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Medication Administration

CSTLEARNPEDS, SKYE
Female

Ready to Scan

MRN: 700007829 DOB: 31-Oct-2017 Loc: 309; 01B
FIN#: 7000000012937 Age: 5 weeks ** No Known Allergies **
Please scan the patient's wristband.
Alternatively, select the patient profile manually by clicking the (Next) button.

3. Scan the patient’s wristband, the system displays all the medications that you can

administer.
P Medication Administration = EcR |
Nurse Review | [ LestRefreshat15:08PST |
CSTLEARNPEDS, SKYE MRN: 700007829 DOB: 31-Oct-2017 Loc: 309; 01B
Fo=To FIN#: 7000000012937 Age: 5 weeks ** No Known Allergies =
| |
Scheduled Mnemonic Details R
[ '8-Mov-2017 11:33 PST cholecalciferal 400 unit, PO, start: 28-MNov-2017 11:33 PST
cholecalciferol (vitamin D3)
[ % “#29-Nov-2017 08:00 PST cholecalciferol 400 unit, PO, start: 29-Nov-2017 08:00 PST
cholecalciferol (vitamin D3)
| % “®30-Nov-2017 08:00 PST cholecaldferal 400 unit, PO, start: 30-MNov-2017 08:00 PST
cholecalciferol (vitamin D3)
[T % “®01-Dec-2017 0800 PST cholecaldiferal 400 unit, PO, start: 01-Dec-2017 08:00 PST
cholecalciferol (vitamin D3)
| & “®o2-Dec-2017 0800 PST  cholecaldiferal 400 unit, PO, start: 02-Dec-2017 08:00 PST
cholecaldiferol (vitamin D3)
[ 8 “#03-Dec-2017 08:00 PST cholecalciferol 400 unit, PO, start: 03-Dec-2017 08:00 PST
cholecalciferol (vitamin D3)
| % “®04-Dec-2017 0800 PST  chalecaldiferal 400 unit, PO, start: 04-Dec-2017 08:00 PST
cholecalciferol (vitamin D3)
[ % “#05-Dec-2017 0800 PST  cholecaldiferal 400 unit, PO, start: 05-Dec-2017 08:00 PST
cholecalciferol (vitamin D3)
(l Continuous Sodium Chloride 09% order rate: 5 mL/h, IV, start: 28-Nov-2017 13:15 PST, bag volume (mL): 250
sodium chloride 0.9% (NS) continuous infusion 250 mL
4 1 2
Ready to Scan 2of2 Sign
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4. Scan the medication barcode for Cholecalciferol liquid. After the scan, the system finds a
match for the prescribed dose. Choose the appropriate administration time.

Medication Administration

CSTLEARNPEDS, SKYE
Female

MRN: 700007829
FIN#: 7000000012937

= ol

Murse Review

] [ LastRefreshat1516PST |

DOE: 31-Oct-2017
Age: 5 weeks

Loc: 309; 01B
™ No Known Allergies ™

v 928 Nov-2017 11:33 PST

29-Nov-2017 08:00 PST
W “®30-Nov-2017 08:00 PST
' “m01-Dec-2017 08:00 PST
W “®02-Dec-2017 0800 PST
& “703-Dec-2017 08:00 PST
W “®04-Dec-2017 08:00 PST
% “m05-Dec-2017 08:00 PST

“W05-Dec-2017 16:00 PST
Continuous

oad O O o o O g

cholecalciferol

cholecalciferol

cholecalciferol (vitamin ...

cholecalciferol

cholecalciferaol (vitamin ...

cholecalciferol

cholecalciferol (vitamin ...

cholecalciferol

cholecalciferaol (vitamin ...

cholecalciferol

cholecalciferol (vitamin ...

cholecalciferol

cholecalciferaol (vitamin ...

cholecalciferol

cholecalciferol (vitamin ..

gentamicin
Sodium Chloride 0.9%

sodium chloride 0.9% (..

i Eesnlt
400 unit, PO, start: 28-Nov-2017 11:33 ... cholecalciferol 400 unit, PO_

400 unit, PO, start: 29-Mov-2017 08:00 PST
400 unit, PO, start: 230-MNov-2017 08:00 PST
400 unit, PO, start: 01-Dec-2017 08:00 PST
400 unit, PO, start: 02-Dec-2017 08:00 PST
400 unit, PO, start: 03-Dec-2017 08:00 PST
400 unit, PO, start: 04-Dec-2017 08:00 PST
400 unit, PO, start: 05-Dec-2017 08:00 PST

9.75 ma, Iv, once, drug form: inj, start: ...
order rate: 5 mL/h, IV, start: 28-Nowv-201...

Ready to Scan

20of2

5. Scan your second medication barcode for Gentamicin IV. The system finds a match of the
IV medication. The following warning box appears, click “OK”.

Warning

=5

'@' gentamnicin 20 mg / 2 mL is not the correct dose as indicated on the

@/’ order profile.

The correct ordered dosage is gentamicin 7.824 mg.

Note: This window appears because the barcode for medications needing reconstitution is
for the entire contents of the vial, not the ordered dose.
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6. Click the red “X” to bring

N[C‘ MRN: 760000305 DOB: 2018-Jan-31 Loc: SCN; 01
Male FINE: 7600000000305  Age: 2 days

** Mo Known Allergics **

2018-Feb-02 07:43 PST - 2018-Feb-02 10:13 PST

Scheduled Mnemanic Details Result
[E32018-Feb-02 0200 PST chalecalafers| 400 unit, PO, drug form: oral g, start: 20..,
cholecaliferal (vitamin ...
2018-Feb-02 02:00 PST gentamicin 7.824 mg, IV, drug form: inj, start: 201... gentamicin 20 mg, IV .
Target Dose: gentamicin 4 mg/kg 201...
2018-Feb-02 0700 PST phytenadions 1 mg, M, once, drug form: inj start: 201...
witamin K
Fl » (412018 Feb-02 08:00 PST chalecalciferol 400 unit, PO, drug form: oral lig, start... cholecalciferol 400 unit, PO_
cholecalciferol (vitami...
Ready to Scan Zofd Back |

7. Complete the necessary information:
Gentamicin: 7.824 mg
Volume: 0.5 mL
Diluent: sodium chloride 0.9% in 5 ml
Click “OK”

€]
icin

7824 mg, IV, drug form: inj, stort: 2018-Feb-02 02:00 PST
Target Dose: gentamicin 4 mg/kg 2017-Dec-29 13:19:26

*Performed date / time : 02-Feb-2018 ) e est
“Performed by : Train, NICU-Nursel
Witnessed by :
*gentamicin: § 20 mg ~ Volume: ml
*Route: IV v Site: -
Total Volume: | 2 Infused Over: 0 minute v

2018-Feb-02 2018-Feb-02 2018-Feb-02 2018-Feb-02 2018-Feb-02 2018-Feb-02
0800 PST 0900 PST 1000 PST 1100 PST 1200 PST 1300 PST
2

« m 'l

[7] Not Given

Reason: |
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Note: Powdered medications require this extra step in order to administer partial doses. This is
because the medication barcode on the vial will be for the entire contents of the vial. You

will always need to update the window to the actual dose administered and the diluent amount for
accurate ins and outs.

8. You have scanned both medications. Review the information and then click next.

( Murse Review | [ LestRefreshat08:SEPST |

NICU-Nurse, Merle MRN: 760000305 DOB: 2018-Jan-31
Male FIN#: 7600000000305 Age: 2 days

Loc: SCN; 01

** No Known Allergies **
[ 2018-Feb-02 07:43 PST - 2018-Feb-02 10:13 PST ]

Scheduled Mnemonic Details Result
(il 4 @miS-Febpz 02:00 PST cholecalciferal 400 unit, PO, drug form: oral lig, start: 20...
haipg cholecalciferol (vitamin ...

" v [Eme& 02:00 PST P-mldn 7.824 mg, IV, drug form: inj, start: 201...gentamicin 7.824 mg + sodium chloride 0.9% 5 mL, I
Target Dose: gentamicin 4 ma/kg 201...

| % E92018-Feb-02 07200 PST phytonadione 1 mg, IM, once, drug form: inj, start: 201...

witamin K
¥ » (392018-Feb-02 08:00 PST cholecalciferol

400 unit, PO, drug form: oral lig, start... cholecalciferol 400 unit, PO
cholecalciferol (vitami...

(H [T

RM’ o Sean 20'3 - E

9. Review and click Sign.

[P} Medication Administration

o ol

thU-Nurse, Merle MRN: 760000305 DOB: 2018-Jan-31
Male FIN#: 7600000000305 Age: 2 days

Loc: SCN; 01

** No Known Allergies **

(]
cholecalciferol (vitamin D3)
400 unit, PO, drug form: oral liq, start: 2018-Feb-02 08:00 PST

Performed Diluent: <none> - mlL

Date/Time : 2018-Feb-02 0911 PST

Performed By : Train, NICU-Mursel Total Volume: 1 Infused Over: o minute *

vitamin D3: 400 unit 2018-Feb-02 2018-Feb-02 2018-Feb-02 2018-Feb-02 2018-Feb-02 2018-Feb-02
0800 PST  0S00PST  1000PST  1100PST  1200PST 1300 PST

Route : PO

1

< [T

srson =
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You have now successfully administered the two medications. You can go back to MAR to review
the results.

10. Click on the “Refresh” button, you will be able to see more details.

S ~2018-Feb-02 | 2018-Feb-02 | 2018-Feb-02
e  09:34 PST 07:00 PST
cholecalciferol (vitamin D3)
400 unit, PO, qdaily, drug form: oral liq, start:
2017-Dec-29 13:19 PST
vitamin D3 400 unit Auth
2
' gentamicin ]

7.824 mg, IV, q36h, drug form: inj, start: 1
29-Dec-2017 14:00 PST
Target Dose: gentamicin 4 mg/kg 2017-Dec-...

gentamicin
@ 1mg
vitamin K Not previously
1 mg, IM, once, drug form: inj, start: given
2017-Dec-29 14:00 PST, stop: 2017-Dec-29
14:00 PST

vitamin K

NOTE: In the event of administering a PRN medication, the system will ask you to complete
a Medication Response assessment. The data entry box appears beside the dose. Ensure

v

to click the green check mark to sign for this documentation. Refresh screen.

11. To cancel your documentation on administered medications, right-click on the medication,
select Unchart...

28-Nov-2017
12:00 P5T

Medications

\W
cholecalciferol (vitamin D3)
400 unit, PO, qdaily, start: 28-Mov-2017 11:33 [ _|
PST

kitamin D3 I

— fiew Details...
vitamin K View C t

1 mg, IM, once, drug form: inj, start: S - eMMENES.
28-Mov-2017 12:00 PST, stop: 25-Nov-2017 View Order Info...
12:00 PST _

vitamin K B
Discontinued Scheduled ] | Unchart...

\W

caffeine Forward/Refuse...

10 mg/ka/h, IV, once, start: 28-Nov-2017 13:00
PST, stop: 28-Nov-2017 13:00 PST

taffeine [10 maskasm autl
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12. Provide a reason for uncharting the medication in the Unchart window.

{Unchart) - CSTLEARNPEDS, SKYE

=

v Q% F

*Performed ont 28-MNow-2017 = 1133 “| P5T

L ‘In Error’

Comment:

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

By:  TestUser, MICU-MNurse

Patient spit up, dose wasted|

13. Click on green check mark < to sign. “In Error” appears in your MAR

29-Nov-2017
08:00 PST

Medications

400 unit

cholecalciferol (vitamin D3) Mot previously
400 unit, PO, qdaily, start: 23-Nov-2017 11:33  tUEL

PST

vitamin D3

28-Mow-2017 | 28-Nowv-2017
12:00 PST 11:33 PST

400 unit
Mot previously
given

*In Error

“ Key Learning Points
Use barcode scanner to administer medications

Often times, additional information will be required upon administration
Medication volumes will flow from the MAR to Intake and Output
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W PATIENT SCENARIO 11 - Results Review

Learning Objectives

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

SCENARIO

L)

TRANSFORMATIONAL
LEARNING

In this scenario, you will review your patient’s results. One way to do this is result review.

You will complete the following activity:
Review results using Result Review
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1 Throughout your shift, you will need to review your patient’s results. One way to do this is to

navigate to Results Review on the Menu

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

Flowsheets are divided into two major sections.
1. The left section is the Navigator. By selecting a category, you can zoom immediately to its

contents, which are displayed as values in the grid on the right. T

2. The grid to the right is known as Results Display.

Ian _ Leved  Lad View

Navtpatio

2o TR0 ond Forpred virwr
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Review the most recent results for your patient:
Navigate to Results Review from the Menu

1.

2.
3.
4

Review the Recent Results tab

Review each individual section within to see related results

Select Lab - Recent
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Menu < - |#% Results Review

Patient Summary i

Orders

Single Patient Task List Recent Results || Advance Care Planning | Lab - Recent | Lab - Extended | Pathology | Micro Cultures | Transfusion | Diagnostics | Vitals - Recent | Vitals - Extended
M nmeﬂ ick View v Level:  Quick View v @Table ©Growp () List

Interactive View and 180

Results Review [+

o ]

TEEEE Show more results

SBP/DBP Cuff Quick View ‘ 28-Nov-2017 18:17 PST | 28-Nov-2017 18:13 PST
VITAL SIGNS

Oxygenation |~ Temperature Oral 38 DegC 38 DegC
DAIN ASSESSMENT [ Peripheral Pulse Rate 105 bpm (H) 105 bpm (H)
SBP/DBP Cuff
I systolic Blood Pressure 100 mmHg 100 mmHg
[7] Diastalic Blood Pressure 60 mmHg 60 mmHg
Oxygenation
|| Respiratory Rate 22 br/min (H) 22 br/min (H) |

Reference

5. Review your patient’s recent lab results:

CBC and Peripheral Smear [ ]
WBC Count 15091 (U

[”] RBC Count 20010 121 ()
Hemoglobin 7091 (Y

] Hematocrit 015 ()
MCV 98 fL

7] McH 28 pg

| RDOW-CV 15 H

| "] Piatelet Count 10 x10 9/L (1)

NRBC Absolute 501091 (H
| Neutrophils 0.04 x10 9/L (1)

Lymphogytes 0151091 (1)

] Monocytes 0.23x109/1
Eosinophils 0.01 10911

| Basophils 0.01 1091
Metamyelocytes 1091 H

| Myelogytes 23x1091 H
Promyelocytes )8 x10 9/1 H

" | Blast Cells 02 x10 9/1 (H

Blood Film Comment Platelet Estimate - D@

Note the colours of specific lab results and what they indicate:
e Blue values indicate results lower than normal range

e Black values indicate normal range
e Orange values indicate higher than normal range
o Red values indicate critical levels

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

“  Key Learning Points

Flowsheets display clinical information recorded for a patient such as labs, cultures,
transfusions, medical imaging, and vital signs
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The Navigator allows you to filter certain results in the Results Display
Bloodwork is colour coded to represent low, normal, high and critical values

View additional details of a result by double-clicking the value
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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 be completing the following activities:
Navigating to intake and output flowsheets within iView

Reviewing and documenting in the intake and output record

Page 91 of 113



CLINICAL+SYSTEMS

‘ TRANSFORMATION TRANSFORMATIONAL
Our path o smarter, seamless care LEARNING

PATIENT SCENARIO 12 - Document Intake and Output

- Activity 12.1 — Navigate to Intake and Output Flowsheets Within
IView

Intake and Output (1&0) is found as a band within Interactive View and 1&0 (IView) and is where a
patient’s intake and output will be documented. From here, you are able to review specific fluid balance
data including 1 hour totals, 12 hour shift totals and daily (24 hour) totals.

The 1&0 window is structured like other flowsheets in IView. Values representing a patient’s 1&0 are
displayed in a spreadsheet layout with subtotals and totals for time ranges. The left portion of the
display lists the categories of input and output sections. Notice that the time columns in 1&0 are set to
hourly ranges. You will need to document under the correct hourly range column.

1 1. Click Interactive View and 1&0 from the Menu
2. Select the Intake and Output band.

Menu 4 * |# Interactive View and 130 0 Full s¢
Neonate Overview 5y 5 9
Interactive View and 12:0| 1

& NICU Quick View “H
g NICU Systems Assessment

5 NICU Lines - Devices - Procedures =
%/ NICU Pracedural Sedation L BNov 2l

13:00 - 12:00 - 11:00 - 10:00 - 09:00 - 08:00 -
%NICU Education - Discharge 13:59 PST  12:58 PST  11:59 PST  10:59 PST = 0%:59 PST  08:59 PST

Teday's Intake: 0 Output: 0 Balance: 0 Yesterday's Intake: 0 Output: 0 Balance: 0

- Intake Total

 Advanced Graphin
4 Oral
[ :“ Intake And Qutput n O:I Intake

I : *I| 2 output Toal
Contlnu:.)us Infusions 4 Stool Output
Medications = Stoal Count (Number of Staols)
Chest Tubes 4 Urine Qutput
Enteral - B
Gl Tube Urine Voided
I Ostomy Inteke 4 Urine Qutput mL/kg/hr
Urinary Diversion Intake Balance
Oral
Other Intake Sources
Negative Pressure Wound Therapy

Surgical Drain, Tube Inputs

g Blood Product Administrafion L

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:

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

The dark grey highlighted sections (for example, Oral) are active and are automatically
populated in the flowsheet. To add others, click on the sections in the | &0 navigator

2. The information bar displays the selected time range and indicates the type of data view
displayed. Change the range by right-clicking on the grey bar and selecting:

e Admission to Current
o Today’s Results
e Other (Selecting appropriate Clinical Range).
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3. The I&0O summary at the top of the flowsheet displays a quick overview of today’s intake,
output, balance, and more.

- |4 Interactive View and I&0 O Fullscreen  @Print &0
=EHyv ®xd
7
% NICU Quick View ‘Bl ? Un—
v
R ] | Today's Intake: 43.6667 m Output 30 ml Balance: 13.6667 .
%, NICU Lines - Devices - Procedures !
v = % 1l 28-Nov-2017
% NICU Procedural Sedation 1300-  1200- = 11:00- | 10:00-  0%:00-  0800- = 07.00- 06«
% NICU Education - Discharge 13:59 PST 1259 PST  11:59 PST  10:59 PST  09:59 PST | 08:59 PST  OT:59 PST  06:5¢
% Advanced Graphing 4 Intake Total 5 25 5 3.6667
4 Continuous Infusions 5 5 5 3.6667

s
. Intake And Output sodium chloride 0.9% (NS) continuous

Enteral - infusion 250 mL 5 5 5 36667

Gl Tube 4 Medications

Gl Ostomy Intake 4 Enteral

Urinary Diversion Intake i A Oral 20
v 0=l 1 Oral Intake 0

Other Intake Sources | | 4 Output Total 20 10

Negative Pressure Wound Therapy 4 Stool Qutput

Surgical Drain, Tube Inputs Stool Count (Number of Stools)

Transfusions - Urine Output 20 10

Urinary Catheter, Intake Urine Voided 20 10

Fre-Amval Fluid A Urine Qutput ml/kg/hr
- FrR-r— L Balance,  -15 ML 15mL smL 3.6667 111

“. Key Learning Point

Intake and Output (1&0O) is found as a band within iView and is where a patient’s intake and output

will be documented
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PATIENT SCENARIO 12 - Document Intake and Output

& Activity 12.2 — Reviewing and Documenting in the Intake and
Output Record

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

Review that appropriate values are displayed in 1&0 record.
1. Continuous Infusions: Sodium Chloride 0.9%

e Values are displayed in each hourly time column since initiation.
e Values will pull from Medication Administration Wizard (MAW) documentation.

2. Medications: Values will pull from Medication Administration Wizard (MAW)
documentation.

~ | # Interactive View and I&0 ‘O Full screen  EAPrint & 0 minutes §
= 4
% NICU Quick View n
7 NICU Systems Assessment
\Jrlcu u_’ — Pm"'m Today's Intake: 43.6667 1L Output: 30 L Balance: 13.6667
\ nes - - ures iﬁ
= U] 28-Nov-2017
¥
%, NICU Procedural Sedation 13:00 - 12:00 - 11:00 - 10:00 - 09:00 - 08:00 - 07:00 - 06:00 -
% NICU Education - Discharge 13:59 PST 1259 PST  1L:59 PST | 10:59 PST | 09:59 PST 0859 PST  OT:59 PST | 0&:59 PST
o Advanced Graphing 4 Intake Total 5 25 5 3.6667
4 Conftinuous Infusions 5 5 5 3.628
¥
\Inlake GO S G sodium chloride 0.9% [MS) continuous
Enteral - infusion 250 mL 5 S 5 = 1
Gl Tube icafi 1
Gl Ostomy Intake Tl Enteral
y Urinary Diversion Intake ‘: A Oral 20
Oral 1 Oral Intake 20
Other Intake Sources | | 4 Output Total 0 10
Megative Pressure Wound Therapy A Stool Output
Surgical Drain. Tube Inputs Stool Count (Number of Stools)
Transfusions =
- Urine Qutput 20
Urinary Catheter. Intake Urine Voided 20 10
Pre-frmval Fluid A Urine Output mL/ka/hr
e o Balance| -15 15 5 3.6667

For this example, your patient drank 20 mL and voided 10 mL. Let’s document these values.
1. Locate Oral section in the 1&0O navigator.
2. In the flowsheet on the right, document the following by clicking the cell.
1. Oral Intake (mL)= 20
2. Urine Voided (mL)=10

3. Click the Green Checkmark icon ¥ to sign.

4. A separate column exists for your shift total and balance (1). The balance for the hour is
displayed at the bottom of the hourly time column (2).
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Today's Intake: 43.6667 ml  Output: 30 mL Balance: 13.6667 ml
i'<|l| 28-Nov-2017 2&-Nov-2017
18:00 - Day Shift 17:00 - 16:00 - 15:00 - 14:00 - 13:00 - 12:00 -
18:59 PST Total 17:59 PST = 16:59 PST = 15:59 PST | 1459 PST | 13:59 PST = 12:59 PST
A Intake Total 43.6667 5 5 25
4 Continuous Infusions 23.6667 5 5 5
sodium chloride 0.9% (M5} continuous
infusion 250 mL L 23,6667 3 3 5
A Medications
4 Enteral
4 Oral 20 20
Cral Intake L 20 20
4 Stool Qutput
Stool Count (Mumber of Stools)
A Urine Qutput 30 20 10
Urine Voided L 30 20 10
A Urine Output mL/kg/hr 2
Balance 13.6667 - 51T -1511 157
5. Additional functions and fields can be viewed by right clicking the cell.
< - | Interactive View and I&0
I=Erye®«4
Interactive View and [8:0
< NICU Quick View 00
%
RIS E e Today's Intake: 0.98 mL  Output: 0 mL Balance: 0.98 L Yesterday's Intake: 0 mL  Qutput: 0 mL  Balance: 0 o
% NICU Lines - Devices - Procedures iﬁ T
A U] -Dec-:
RG] || | NICU Procedural Sedation 1500 1400-  1300-  1200-  1100-  10:00-
o NICU Education - Discharge 15:59PST | 14:59 PST 1359 PST  12:59PST | 11:59 PST  10:59 PST
v Advanced Graph 4 Intake Total 098
+ Add \“’I lﬂknc.: d;p mlg 4 Continuous Infusions
+ Add E" ‘: k.':a o sodium chloride 0.9% (N5) continuous
s -
Continuous Infusions:
Single Patient Task List Chest Tubes 2 Gl Tube i View Result Details...
Form Enterel 4 Nasogastric (NG) tube Nare, left 5 French View Defaulted Info...
g:g‘;:fm Intake Intake n View Comments...
Flush
g‘;ﬂw Diversion Intake E Irrigant In Unchart...
Other Intake Souroes 49l Change Date/Time...
Negative Pressure Wound Therapy 7 ?:llsl:::i‘:s Modify...
Surgical Drain, Tube Inputs
Tranfusions A Output Total Confirm
Urinary Catheter, Intake 4 Stool Qutput Add Comment...
A Stool Count (Number of Stools] e
0 — 4 Urine Qutput
- Blood Output Urine Voided Mot Done...
Chest Tube Output PR P G o o — View Interpretation
(é;mmuool:-: Iilnenal Replacement Therapy Balance 0.98 Reinterpret
esis Qutpr
Gl Tube
Gl Ostomy Output
Other Output Sources =

%/ Blood Product Administration

“. Key Learning Points

Continuous Infusion, Medication, and Dynamic Group documentation will pull values into

Intake and Output

Some values will require direct charting in the Intake and Output band. For example, Oral

Intake

Time columns are organized into hourly intervals
In the 1&0 navigator, the dark grey highlighted sections are active and are automatically

populated in the flowsheet.

Values can be modified and uncharted within Interactive View and 1&0
A comment can be added to any cell by right clicking
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B PATIENT SCENARIO 13 — Neonatal Daily Classification

A patient’s Neonatal Daily Classification should be documented and current prior to the daily discharge
coordinator call with BC Women’s NICU (usually done at 1130.)

From the Menu, go to Interactive View and 1&0O

Select NICU Systems Assessment

Locate and click Newborn ADL from the NICU Systems Assessment menu

If needed, click on the text Neonatal Daily Classification to open the reference text for
scoring the patient.

5. Enter a classification of 1b.

6. Click the green check mark to Sign.

pPwnNpRE

o NICU Quick View h
ky NICU Systems Assessment |

k& Mewbom Vital Signs - m w | [ Critical  [E] High FLlew [DA|
NEUROLOGICAL i
Seizure Assessment ! Result [Commets [Fag |
Newbom Head and Neck .
Musculoskeletal Newbom Assessment U] o 28-Nov-2017
Neonatal Abstinence Scoring System e, G 14:24 ST
CARDIOWASCULAR
Edema Assessment Mewborn Location
Pulses Meonatal Daily Classification
RESPIRATORY L Suction Device
Breath Sounds Assessment Suction Pressure
Apnea,/Bradycardia Episodes Resuscitation Device at Bedside
Airway Management - Oral Care
Wertilation 1 Bath Mewbaorn
Chest Tubes Skin Care
Umbilicus Assessment Umbilical Cord Care
GASTROINTESTINAL Crib Wheels Locked
Gastrointestinal Tubes ID Band Check
Newbom/Pediatric Feeding ID Band Number
Genitalia Assessment IV Tubing Labeled
Bladder Scan/Postvoid Residual
INTEGUMENTARY
MNewbom ADL
Provider Motitication
Transfer/ Trangport 5

7. If needed, click on the text Neonatal Daily Classification to open the reference text for
scoring the patient.
Enter a classification of 1b.

Click the Green Check Mark ” to save.

To generate/print the Neonatal Daily Classification report:

1. Click on the Discern Reporting Portal button on the top banner.

2. A Reporting Portal window will pop up.

3. Click on the Neonatal Daily Classification section on the left hand side and select Run
Report.
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lsi Reporting Portal

Reporting Portal

%Cerner

Reporting Portal
Filters

»  Source

» Categories

Recent Reports

Baby Born in 24hrs

Birth Log Book

MNeonatal Daily Classfi

Run Report

View Previous Run

All Reports (10)

Report Name

Baby Born in 24hrs

Birth Log Book

Delivery Summary Report

My Favorites (0)

- Categories

Maternity — Miscellaneous

Maternity - Miscellaneous

Maternity - Miscellaneous

Extractable Birth Log Book Report - Maternity - Miscellaneous

F~+~lw~llBaing Endorsement

4

————— ctivity Lag
Run Report in Background

Daily Classfication

weAtvIty Report

OB Arrival by Hour

Maternity - Miscellaneous

Maternity - Miscellaneous

NICU-RN

Maternity - Miscellaneous

Maternity - Miscellaneous

(=[O e

Welcome: TestUser, NICU-Nurse | Settings | Help

|o
i -
* Source * Favorite + [

Public
Public
Public

Public

m

Public

Public

Public

Public

Public

4. A window will pop up and prompt you for appropriate info regard the report being run. Enter

the following data:

e Site: Lions Gate Hospital

e Facility: LGH Lions Gate Hospital
e Nurse Unit: LGH SCN Special Care Nursery
e Start Date: yesterday

e End Date: today

5. Click Execute to run the report.
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5| Discern Prompt: BC_ALL_MAT_NICU_CLASS_LYT:DBA [ro [~ [
*&lte [Lians Gate Hospital V]
*Facility [7] EGH Evergreen House

| LGH HOpe Centre
V] LGH Lions Gate Hospital
| LGH Marth Shore Hospice il

*Nurse Unit [7] LGH OF LGH Operating Foom -
DIGHF’&I—'II1 L GHPACI
LGH S5CH LGH Special Care Mursemn M =
I LiaH =d LGH E Surgical Cloze Ubservation .
[T LGH SDCC LGH Suraical Davcare Centre ol
q | 1 | »
*Start Date 27-Nov-2017 H[x]
*End Date 28-Now-2017 H[x] s
1| 1 | *
|[ Execute " [ Cancel ]

[] Retum to prompts on close of output

Ready

Note: The report pulls data from what has been documented in the patient’s chart. It is important
for the bedside nurse to keep the classification score updated on the Daily Neonatal Classification in
order for this report to relevant.

Key Learning Points
The Daily Newborn Classification should be updated prior to the daily discharge coordinator call.

The report generates data based on what is entered; therefore information should be kept
accurate.
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B PATIENT SCENARIO 14 - End of Shift Activities

Learning Objectives

At the end of this Scenario, you will be able to:
Perform End of Shift Activities

SCENARIO

In this scenario, you will be reviewing how to access and preview discharge documents in the
patient’s chart. You will then practice printing a discharge summary.

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

Completing a Nursing Shift Summary Note
Complete Discharge Documentation
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1 Nurses should document within PowerForms and iView as much as possible and should avoid
duplicate documentation via narrative notes. However, a narrative note can be used to document
information that may require more details than can be documented otherwise. If a Nursing Shift
Summary note is required, follow these steps.

1.

2
3
4.
5
6

7

From the Menu, select Neonate Overview
Click Handoff Tool tab
Review information in Handoff Tool
Click on the Nursing Shift Summary blue link
Enter required data. Feeding well, mom visited by lactation consultant
Click Sign/Submit
e Click Sign in the Sign/Submit note window

"]
. Click Refresh icon

LK 4 ~ |# Neonate Overview ] Full screen & age
% &, &, | 100% . o
Neonate Workfiow 52| Quick Orders 52| Pregnancy Summary 52| Discharge 52 | [Handoff Tool |E 2|+ 21 =
Lines/ 1uDes/ Urains p
Labs
- n
TS Informal Team Communication Ly
iment ...
Add new action Add new comment e
Imaging ...
Medications .
TR TG il [] tolerating feeds well. mom received vit & administration teaching. test 3
TestUser, NICU-Nurse 14/11/17 10:55 TestUser, NICU-Nurse 30/11/17 10:17
Orders ... B
All Teams
Micro Cultures ... All Teams
Oxygenation 2nd Iy
Ventilation .
Allergies ... Documents (2) Selected visit JERET L UStedl Selected visit | Last 12 hours | More +] | *
Pathology ... [ My notes only (] Group by encounter | Display: Facility defined view v
s S| | rme of servie Subject Note Type Author Lact Updated Last Updated By
G 14/11/17 11:17 Discharge Summary Interdisciplinary Care Plan TestUser, NICU-Nurse 14/11/17 11:18 TestUser, NICU-Nurse
Interdisciplinary Care Plan 14/11/17 11:15 Discharge Summary Interdisciplinary Care Plan TestUser, NICU-Nurse 14/11/17 11:16 TestUser, NICU-Nurse
Interdisciplinary Rounding Su
mmary Note
Nursing Shift Summary P8 Assessments celected vt |
Select Other Note L4

Note: The Nursing Shift Summary is a formal legal document.

2 Informal Team Communication can be used to communicate with other staff.

Leave a comment for the oncoming nurse.

1.

2.
3.
4

Select the Handoff Tool tab from the Neonate Overview page
Select the Informal Team Communication component

Enter the following data. Mother will be staying the night.

Click Save
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Home Medications (0)

Orders ...

[[] Nesd to thaw more EBM for the next shift
TestUser, NICU-Nurse 30/11/17 11:41

Micro Cultures ...

&y

Oxygenation and

All Teams

All Teams

Mother will be staying overnight. 3
Testuser, NICU-Nurse 30/11/17 11:41

Our path o smarter, seamless care LEARNING
| e &, & | 100% @

Neonate Workflow 58| Quick Orders 32| Pregnancy Summary 52| Discharge b ‘l Handoff Tool | 8|+ 21 =
Linesf 1UDes/UraINs pr
Labs

- ~
Transfer/Transport/Accompan Informal Team Communication <
iment ...

‘ Add new comment

Imaging ...
Medications ...

Note: The Informal Team Communication has two text boxes, one for actions and one for
comments. These are both informal documentation and are meant for informal staff communication.
The text input into the actions box will generate a checklist while the text input into the comment box

will display as a comment.

3 Use Handoff Tool to Review Patient

PwnNpE

Select Neonate Overview from the Menu
Select the Handoff Tool tab

Scroll down the page or access each component by clicking within the Handoff Menu
Add missing information if required

Handoff Took

Active Issues

[ ]

Classfication: Medical and Patient Stabed = | AllVists | &
Informal Team Communication
Add new as: This Visit +
~  Pneumonia Megical This vist
Diabetes Medical Cheonic
Peripheral vascular disease Medical Chronic
Allergies (2) +
Scroll to view
Sumance Easctons Cateaory stabs E— Resction Type Sour - more
Medications
Bees/Stinging Insects  — Environment Active ASergy -
Home Medications ()
dghenhyGrAMINE — Drug Active - Adergy -
Orders (19)
Reconciliation Status: Tncomplete | Complete Reconclliation
Oxygenation and Ventiation (o)
Pathology (0) . B
Vital Signs and Measurements 4 Selected vist PO seiied it | Lot 32 o | 2
Histories
Create Not
. Respiratary Rate wjm *20a
Interdisciplinary Care Plan
Interdisciplinary Rounding Sumem
any
Nursing Shift Summary Documents (1) selected visa J PRI URRN] Selected visit | Last 12 hours | More ~| &Y
Select Other Nate 1 My notes only ] Grouy oter | Display: Multile note typ
wolswicn  mbwa  namm whe sy wd
2011017 16:37 Free Text Note Wursing St Summary TestORD, Nurse 2001117 1638 TestORD, Murse

4 Document Shift Report/Handoff

1. Select Interactive View and I&0O from the Menu
2. Select Shift Report/Handoff section from NICU Quick View
3. Document using the following data:

e Clinician Receiving Report = CST Nurse 1

¢ Clinician Giving Report = CST Nurse 2

e Lines Traced Site to Source = Yes

e Orders Reviewed = Yes

e Isolation Activity = leave blank if not on isolation

Click Green Checkmark icon

to sign your documentation.
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PATIENT SCENARIO 14 - End of Shift Activities

Menu ~ | # _Interactive View and I&0

Neonate Overview Q . . @ %

Interactive View and I&0 1

5 NICU Quick View

L
Caregiver Rounding
M Mewbom Overview v [OCritical [[High [FLow [ Abnormal
Order + Add Newbom Vital Signs
e S Adc
= Equipment Alarm Limits (LowHigh) [Result [ Comment [Fag  IDate
Results iew Environment e
: Comfort Measures 1] i< = 05-Dec-2017
Documentation + Add P — % ,;if ER S 15:32 PST|
Allergies & Add IV Drips :
Newbom,/Pediatric Feeding b'" eporunnorr
Growth Chart NICU Daity Nutient Totals Clinician Receiving Report CST Mursel
Clinician Giving Report CST Murse 2
T e Dt [ e Urine Output
Single Patient Task List Stool Output Lines Traced Site to Source Yes
Form Browser Measurements Orders Reviewed B
Newbom Photothera Isolation Activity 3
CareConnect Py

Provider Notification

Care Coordination

Clinical Research

and Problems

“. Key Learning Points
Nursing Shift Summary is a permanent part of the chart
Informal Team Communication is an informal note and not a permanent part of the chart
Headings within Handoff Tool page can be clicked to access the corresponding part of the chart
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& Activity 14.2 — Complete Nursing Discharge Checklist

1 The patient remains in NICU receiving routine care for five weeks. The pediatrician then visits the
patient and is satisfied the patient has stabilized and is safe to be discharged home.

Complete the Nursing Discharge Checklist and review and print the Discharge Summary to give to
the parents.

1. Select Neonate Overview from the Menu

2. Navigate to the Discharge tab

3. Select Discharge Documentation component
4. Click on the blue downward arrow

5. Select Nursing Discharge Checklist

Menu ? ¢ ¥» - | Patient Summary

Patient Summary AR ARIAA | 10% -O0A

Handoff Tox 22| Summary | Assessment =4 | Discharge E B4

Active Issues

Discharge Documentatio
Provider Discharge

e = . Drscharge Planning Assessment
) Nursing Discharge Checklist 5
Social Histories Vaheables/Belongings

Orders (3) Discharge Coordinator Assessment

Discharge Documentation (2) 3 Discharge Medications (s) +

* Discharge Medications (s) * To satisfy this requirement, the provider must the h Medi
Status: O
Madicabon - Rasponiible Drovdas Comphane
%" atorvastatin (atorvastatin 10 mg oral tablet) 1 tab, PO, qHS, 0 Refills TestUser, GeneralMedicine-
Physician, MO
%" bisOPROLOL (bisoprotol 5 my oral tablet) 1 tab, PO, qdaily, 0 Refill(s) TestUser, GeneralMedicine-
Physician, MD
o ferrous fumarate (ferrous fumarate 300 mg oral tablet) 1 tab, PO, gdaily, 0 Refill(s TestUser, GeneraiMedicine-
Physician, MD
w furosemide 40 mg, PO, gdaily, for 30 day, 30 tab, 0
Y lidocaine topical (lidocaine 29 jelly) 10 ml, topical, as directed, PRN: constipation, 0 Refils TestPET, GeneralMedicine-
Physician, MDY

Complete the Nursing Discharge Checklist.

6. Document using the following data:

e Follow Up Information Provided= Yes
Discharge Education Provided= Yes
Patient Discharge Summary Provided= Yes
Prescriptions Given= Yes
Medications Returned Per Inventory List=N/A
Home Equipment/Supplies Arranged= N/A
Community Services Arranged Post Discharge= Yes
Transportation Arrangements Made= Yes
Accompanied By= Mother, Father
Discharge Transportation= Personal vehicle

7. Click Green Checkmark v to sign your documentation.
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Key Learning Points

The Nursing Discharge Checklist needs to be completed for patients being discharged and can
be found under the discharge tab
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& Activity 14.3 — Completing the Nursing Discharge Summary
Newborn

1 To complete the Nursing Discharge Summary for the Newborn:
Navigate to the Neonate Overview
Select the Discharge tab

1.

2
3.
4

Scroll to find the Discharge Documentation and click the blue arrow =

Select Nursing Discharge Summary Newborn document.

< - |# Neonate Overview 1 E

da W3 BIR % | 00%

- @@ a

Social Histories

MNeonate Workflow 22 | Quick Orders &3 | Pregnancy Summary B@l Discharge n Handoff Tool b

Social History

(0) “ Pregnancy ()}

s | Discharge Documentation «

Discharge Planning Assessment
Mursing Discharge Checklist
Valuables/Belongings

Discharge Coordinator Assessment

Discharge Medications (0)' Nursing Discharge Summary Newborn

# To satisfy this requirement, the provider must complete the Discharge Medication reconciliation

Open the document and enter data as appropriate.
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u MNursing Discharge Summary Mewborn - CSTLEARMNPEDS, SKYE

= e

VEO S E « ¢ | @E R

= B 1450

*Performed on:

28-Nov-2017 = PST

Education Newbc
Indicates date and time after discharge order when patient has received all discharge
instructions and necessary discharge arrangements have been made

Clinical Discharge Date and Time

Arrangements .

By:  TestUser, NICU-Nurse

-

m

Discharge Weight
BNoval7 =[x 1450 z a7 kg
Mode of Discharge Discharge Transportation
O Ambulatory 1 wheelchair O Ambulance @ Personal vehicle
@ Carried O Other: O Cab O Other:
) Shretcher

O Mom-ambulance transport

Accompanied By

[l Fostermather ] Grandmother [ Stepfather O] ather: ] Other:

< T J b

Infant Feeding at Discharge

] More [ Foster father ] Ministy worker ] Stepmother b ng|
Mather O Friend [ Sibling O Step sibling [ Pasteurized donor milk.
Father O Grandfather O spouse O Security [ Breast milk substitute

Discharge Comment

Segoe Ul 9

-

-

t®m@ BUSS

| 1

] »

In Progress

6. Use the Green Check Mark 4 to Sign when complete

“. Key Learning Points

The Nursing Discharge Summary Newborn needs to be completed for newborns being

discharged and can be found under the discharge tab
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B PATIENT SCENARIO 15 - Printing a Document

Learning Objectives

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

SCENARIO

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

As a nurse, you will be completing the following activities:
Printing a Patient a Discharge Summary
Printing the Newborn Record, Newborn Liaison, and the Birth & Labour Record

L)

TRANSFORMATIONAL
LEARNING
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- Activity 15.1 — Printing a Patient Discharge Summary

1 The Patient Discharge Summary is completed by the physician and needs to be printed and

handed to the patient upon discharge.

To print the Patient Discharge Summary.

Note: This summary will be handed to the patient upon discharge.

From Neonate Overview, scroll down to Provider Discharge
Select Patient Discharge Summary

Review the Patient Discharge Summary

Click the Print button*

PwnNpRE

Documents.

*Close out of the following screen as we will not be printing within this activity

Handoff Tool £3| Summary 23| Assessment

DB Provider Discharge Documents (3) 4

52| Discharge 2 4+

aQ /=

[P Lost2 years | Last 1 months | | &Y

Provider Discharge 1
Documents (3)

[ My notes only [ Group by encounter

Social Histories. Time of Service

05/10/17 18:25

Subject

Orders (9) Discharge Summary

Discharge Documentation (1) Patient Discharge Summary
TestUser, GeneralMedicine-Physician, MD

12/07/17 14:52

* Discharge Medications (5) 2 Patient Discharge Summary

12/07/17 14:51 Discharge Summary
Most Responsible Provider

Test, PET, MD

Primary Health Care Provider
Dr. Eric Grafstein

. o () e
Social Histories &) Nens

Date of Admission
June 30, 2017

N Other consulting providers involved in patient’s hospital care
Details TEST.MDNEPH

Sodial History (1)

Category

Alcohol Use: Pastuser  Type: Beer, W]
Copy of this form provided to:
(X) Patient

(X) Primary Health Care Provider / Family Physician

Problem List/Past Medical History
Diabetes type 2, controlled
Hyperlipidemia
Hypertension
Historical

No historical problems

Orders (9)

Type | Order

4 Patient Care (5)

Primary Health Care Provider was notified in the first 24 hours pest admission

Display: Facility defined view ~
Patient Discharge Summary (Auth (Verified))
Last Updated: 12/07/17 14:54

I

—Allernies.

Key Learning Points

The Patient Discharge Summary is completed by Physicians and must be printed for patients

upon discharge

The Patient Discharge Summary can be accessed within the discharge tab
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- Activity 15.2 — Printing the Newborn Record, Newborn Liaison,
and Labour & Birth Summary

1 Certain documents will need to be printed prior to transfer or discharge; the most common ones are
the Newborn Record, the Newborn Liaison, and the Labour & Birth Summary.

1. Select the Newborn Liaison from the Menu.

Reference

- | MNewborn Liaison

& | =, #®, | 100% -

Liaison Record - NEWBORN

Surname: CSTLEARNPEDS
Given Name(s) SKYE
Age at discharge:

Sex: Female

Corrected Gestational Age at Discharge:

MRMN-700007829 PHN:- 9878483256
Hospital/Place of Birth: LGH Lions Gate Hospital

Primary Contact: Contact 2:

Address: Relationship: Address: Relationship:
Phone: Cell Phone: Phone: Cell Phone:
Temporary % Emergency Contact:

Address: Phone: Address: Relationship:
Begin Date: End Date: Phone: Cell Phone:

PROVIDERS

Attending Provider (MRP): TestUser. GeneralMedicine-P Admitting Provider: TestUser. GenerallMedicine-Physici
Hospital Consultant/Referral: TestUser. GeneralMedicing

Primary CareProvider: Smith. Jenni
BIRTH SUMMARY

Birth Date: 31-OCT-2017 Birth Time:
Birthweight: 1.950 kg
Head circumference: Length:
Voided: No Passed
Risk Factors, Fetus:

MNeonatal Complications:

NEONATAL RESUSCITATION
Resuscitation at Birth:

Spontanecus Respirations Onset:
Seconds to spontaneous respirations:
Intubated: IPPW:

Cord Gas Resulis: ARTERIAL pH:

Discharmge weight: 3.7 kg

Type of Birth:

Apgar Score 1Tmin: 5 mins:
Mewborn Rh: ABO:
meconium:  No
No
CPAP: Oxygen:
PCO2 PO2 CHCO3:

Gestational Age:

Chest Compressions:

10min:

BASE:

N : | S Print § : :
To print this document, click on the Print icon at the top right corner. We will not be
printing documents but to do so you would check to make sure the correct printer is selected and

click OK.

Note: The Newborn Record, the Newborn Liaison, and the Labour & Birth Summary are located on
the Menu. These records reflect the documented data on the patient; the more thorough the
documentation is the more complete and relevant these records will be.

Key Learning Points

You can preview documents by clicking on it in the respective workflow page component.
You may print documents from the same preview window.
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W PATIENT SCENARIO 16 —Conversation Launcher

Learning Objectives

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

SCENARIO

Conversation Launcher opens many different functions, but you will frequently use it for transfers.
This could be transfers within the hospital or transfers to external facilities (which would still require
provider orders per policy.)

You may notice that Conversation Launcher also has links to Process Alerts and Specimen Labels;
however, PM Conversation has been configured as the preferred shortcut for these two functions

because it skips the need to search for the patient’'s name. You learned about PM Conversation in
Scenario 4.

Conversation Launcher
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# Activity 16.1 —Conversation Launcher

Conversation Launcher allows the nurse to process transfers and discharges. Let’s practice a

transfer.

1. Click Conversation Launcher in the toolbar. The window will open. Examine

the icons to explore available functions.

E=8(E8C x |

t Y PHSA PACS @ VCH and PHC PACS @} MUSE @} FormFast WFI

- @iAware #|Documents (sl Discern Reporting Portal

& Conversation Launcher

2. Click the Bed Transfer icon

an

‘& Person Mgmt: Conversation Launcher

[E=8 =R

m (X H X X X 94 = ¢ 4

Carcel Cancel Cancel Cancel Cancel Discharge Faciliy Leave of Madify

€

Wiew View Person
Encounter

4 6 C B ®

Pending Pending Pending  Print Specimen Process lett  Register Fegister  Update Patient
Dischaige  Encounler  Pending Fend. Tiansfer  Encounter  Transfer Gbsence  Dischage  Dischaige  Faciit Transfer

oy =

Oulpatient  Phone Information

3. The Encounter Search window will open. Search for your <patient’'s name>, select the

correct Encounter, and click OK.

'-K Encounter Search

BC PHN: WIP Deceased Alets BCPHM MRN Name DOB
10760000305 760000305  NICU-Murse, Mere 2018-Jan-23 11:25
MAN ] 10760000206 760000306  NWICU-Murse, Heiman  2018-Jan-29 11:25
] 10760000207 760000307  MWICU-Murse, Harvey  2018-Jan-2911:25
Last Mame |71 10760000308 7E0000308  NICU-Murse, Louis 2018-Jan-29 11:25
nicu d 3B 10760000209 760000303 MICU-Nurse, Jimmy 2018-Jan-23 11:25
. 10760000210 7E0000F0  MICU-MNurse, Stanley  2078-Jan-29 11:25
i sltame; 10FE0000311  7EOO00311  NICU-MNurse, Shannon  2018-Jar-29 11:25
10760000312 7EO000312  NICU-Murse, Abel 2018-Jan-23 11:25
DOE: ] 10760000313 760000313 NICU-Murse, Joseph  2018-Jan-29 11:25
L z E| ] 10760000314 760000314 NICU-Murse, Brent 2018-Jan-29 11:25
EimiiE /1 10760000215 760000315 NICU-Murse, Elbert 2018-Jan-29 11:25
- 4] 10760000216 7E0000FTE  MICU-Murse, Stuart 2018Jan-23 11:25
4] 10760000217 7E00003T  MICU-Murse, Meal 2018Jan-23 11:25
Postal/Zip Code: o o ‘ .
Ay Phone Humber: c\\ily Encounter # Wisit # Enc Tupe Med Service  Unit/Clinic  Room  Bed
Encourter #:
Wisit #
Histarical MAN:
« I | r

3C [ ok [ cmed | [ Pevew. |
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The Bed Transfer window will open. Yellow fields are mandatory.

1. Inthe Unit/Clinic field, select LGH SCN.
Click the Bed Availability button.

3. The Bed Availability window opens and any available or dirty room can be selected under
the Bed Status column. Unfortunately in this training environment every bed is filled with
training patients, so click Cancel to close the Bed Availability window.

4. If you had been able to select an available bed, the Bed and Accommodation mandatory
fields would be automatically filled in.

5. If you were completing the transfer, under Transfer Date, type ‘T’ (today). And under
Transfer Time, type ‘N’ (now.)

6. Once all mandatory fields were filled out, you would then click Complete to complete the

transfer.
- —_ e
W& Bed Transfer (=@ ] =] o= le=]
Current Encaunter [nfarmatian P
Encounter Type: Medical Service: Y | C PACS (@) MUSE (@} FormFast WFI :
P!
Hewbomn MNeonatology
Bed Availability o | -E |3
Current Location Data
Facility: Building: Unit/Clinic: Faciity: LGH Lions Gate
LGH Lions Gate LGH Lions Gate LGH SCN Building: LGH Lions Giate
Room Bed | Murse unit | lsolation | Persan Bedstatus | In | Out | Sex | Medical rec nbr | Financial nbr Duplicat =
B;: Q;:T”da“”"' Mg R W SOM 0 LGH SEM MICU-Murse, Mele | Assigned Male 7EODOO30S  7EO0DOODOCS0S  False
SCH 02 LGHSCM MICU-Nurge, Herman Assigned Male  7EO00030E TEO00O0OOO306  False
™
e (Emea e e iomeen gy SCH 03 LGHSCH NICU-Nurse, Havey | Assigned Male | 7EQ0O0Z07 | 7EOOOOOOOO3OF False =
E’;‘W‘:“e' Type ’aed‘“‘sle”'w @y SCH 4 LGHSCH NICU-Hurse, Louis | Assigned Male 7EO000308 7GOO000DO0G0S  Fake
t -
emem eanatology i@y SCH 05 LGHSCH NICU-Hurse, Jimmy | Assigned Male | 7E0000308 | 7GOO000DO0G0S  Fake
Hew Lacation Diata gy SCH 05 LGHSCN NICU-Nurse, Starley | Assigned Male 760000310 7600000000310  False
g 1 Unit/Clinic: sy SCM 07 LGHSCM HICU-Nurse, Shannon | Assigned Male | 760000311 7600000000311 False
L (e Bt JGHECH - Bed Availabilty @ SCN 08 LGH SCN NICU-Nurse, Abel Assigned Male 760000312 7GOODODODOIZ Fake
Fod [————— Somommodation Fiogson  SOM 09 LGH 50N MICU-Hurse, Joseph | Assigned Male | 7EONOOGTZ  7BODOOOOCCZNS  False
- & SCH 10 LGHSCH MICLU-Hurse, Brent Aasigned Male 7EONOOGT4  7BODOOOOOCZTS  False
e Frosa e & SCM 11 LGHSOM MICU-Hurse, Elbert | Aasigned Male | 7EONOOGTS  7BODOOOOCCZNS  False
Alterding Provider Admilting Provider: W SOM 12 LGH SOM MICU-Nurse, Stuart | Aasigned Male 7EONOOGTE  7BODDOOOOCZNE  False -
Train, Pediatrician-Physicianz IEJ Train, Pediatrician-Physicianz @ d 111} *
Trarefer Information oK ] l Cancel I
Transfer Date: T ransfer Time: Bed Transfer User Mame:
“““““““““““ =| Train, NICU-Nurse2 |
. B
Fieady TRAIMT TRAMMNICUZ 31-Jan-2015  10:30

Key Learning Points

Conversation Launcher is a multifunctional component that manages patient location, alerts,
encounter information and demographics.

Conversation Launcher facilitates bed management between room, units and facilities.
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% End Book One

You are ready for your Key Learning Review. Please contact your instructor for your
Key Learning Review.
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