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Documentation Workflow

The new ED Workflow page will make the creation of your progress note a by-product of your normal workflow.

1. From the patient list, open the patient’s chart.

2. The ED Workflows will open.

ED Workflow (VIEWPOINT): Used for anyone creating a full ED Note. It contains the ED Note Documentation
Workflow, Quick Orders, Depart, ED Summary

ED Workflow

LY IR Y

ED Note ED Sumnmary

Triage Documentation

Documents (20)

Home Medications (8)

ED Active Medications

Allergies (1)

Wital Signs Termperature
Past Medical Hx (Problems)

Past Surgical Hx (Procedures) (2)
Social{Family History Heigt
History of Present liness -
Review of Systems

General Information
Domestic Concens H es

Phiysical Exam
Diagnostics (0)

Labs

Qutstanding Orders ...
HNew Order Entry ...

Assessment

Scales and Assessments ...

Create Note

ED Supervisory Workflow (VIEWPOINT):
It contains Supervisory Note Documentation Workflow, Quick Orders, Depart, ED Summary

Menu

ED Supervisory Workflow
+ add

ED Documentation

Diagnostics (0)

MNewr Qrder Entry

Documents (15)

Home Medications (8)

Allergies ...

Problems/Past Medical Histary ...
Procedure History ...

Create Note

< - | #& ED Supervisory Workflow
ARARRH/ 10w -O04
ED Supervisory Quick Orders and Char ED Depart Summary ED Summary
ED Attending Attstaton
Attending Note
vital Signs Font > Sizev HE@E BI U A E
Labs

List of ED documents created and frequently viewed documents
This is most efficient location to access a document you created to modify, addend, sign and forward

List |

gk add ~ 'sign 0 (g Forward | FProvider Letter | [4 Modify | B | 9| B B Ervor ||

Display : |4l

5|

Arranged By: Date | Mewsst At .., % | I4
ED Physician Rec... 06,30,/2014 13:35
Ramirez, Jessica M,

Fat i La Tl LT e E OO =T n W x o )

ED Physician Record
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Customize Viewpoint: Click/Drag Tab and place in 1st position

to change the default view

Each tab can be dragged and dropped into different position. Tab in 1% position will default to open when you click on

this menu item

Menu 4 ~ | # ED Workflow

ED Workflow AR AR I_R_Q|0x - OOQ

ED 5 ED Summary , Quick Orders and Char ED Depart Summary
o

Results R Triage Documentation Triage Documentation

ED Quick Orders

Documents (20)
Orders Home Medications (8)
Medication List ED Active Medications
Documents Allergies (1)
Vital Signs

Past Medical Hx (Problems)

Patient Information

Problems and Diagnoses

Droradra Hickary Past Surgical Hx (Procedures) (2)

Click on Tab above and drag to new position.
Tab in 1st position will default to open when

ED Workflow selected
Temperature Heart Rate
40.0 DegC T 15 bpm

L4 * # ED Workflow

SR AR RS w - O04

ED Summary ED Note Quiick Ovders and Char ED Depart Summary
Patient Information =~ .~ Vital Signs|

Selected visi

Reason For Visit; Mo results found Feee
Primary Physician: Mo results found
Advance Directive: Cure
Last Visit: Mo resuilts found Temp
Code Status: No results found

Re-Arrange items with Documentation Workflow:
First 4-5 items at top load immediately when page is accessed.

< - | # ED Workflow

ARIAR R0 -~ OOG

ED MNote ED Summary Quick Orders
Triage Docurmentation HiStOI')" Of Present
Docurnents (20)

Home Medications (&) Font = Size -
ED Active Medications

| History of Present liness

Click and Drag any
section to desired

Vital Signs
Past Medical Hx (Problems)

ED Workflow

qQ Q

AR AB
ED MNote

100%

-

ED Summary

History of Present Iliness

Review of Systems

Phwysical Exam

Triage Documentation

Documents {20)

location. Improve load

Home Medicatinns (83

Soclal/Famiy History time for sections you

Past Surgical Hx (Procedures) (2) want to use first

Review of Systems
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EDIS Job Aid (@ Comsmana v

Documentation Workflow

Across the top are different Workflows Options: ED Summary for a quick glance at the MPage, ED Note is the Primary
Workflow, Quick Orders, and the ED Depart Summary Workflow for discharging a patient.

On the Left is your Workflow Navigation Components. Click on each component to jump to a different section of your
workflow. You can also scroll down the page to review each section in the workflow.

ED Surnrnary ED Mote Guick Orders and ED Depart Summary |':" — B Q

Triage Documentation

Triage Documentation 11:04 Apr 22, 2014

Documents (7)

Horme Medications (o)

PNEUMONIA, SOB X
Orders Repository

ED Active Medications

Create Note

each section

Allergies (1)
Vital Signs ...
Temperature Heart Rate Elond Prassure Respiratory )
Past Medical Hx (Problems) ... 37 Deqac S0 tpm 120 180 m 18 befmin OF en &> 43 minutes ago
mimt
Past Surgical Hx (Procedures) ... °
SocialfFamiy History .. Waight ) -~
Body Mass Index wisual Acuities

Histary of Present liness ... CIICk eaCh Sectlon 65.01 ks B B
Review of Systems ... tO N aVigate
Phiysical Exarn ...

Advanced Directive Domestic Meglect or Trafma
Labz ..
Diagnostics ...
Outstanding Ord Chart

USENELAY QRS oo Fall Risk Pre-Provider Treatmen SearCh

MNew Qrder Entry ... or NaV|gate by T d |t
Scales and Assessments ... scrolllng tO reV|eW agge ems

Sicide Rk Repository

To view additional details, Click the Section Header. This will navigate you away from the Workflow. To return to the
workflow select the back arrow at the top left hand corner

a2
ol

i
.

£ ED
£ Microbiology
£33 Radialagy

Triage Documentation

Home Medications (2)

ED Active Medication Ordj
Allergies (1)

Wital Signs

Past Megal Hx (Problemns)
F. urgical Hix (Procedures) (3)
Snrial{Farnily Histary (5)
History of Present Tlness
Review of Systermns
Physical Exarn

Lahs ...

Microhiology ...
Diagniostics ...
Cutstanding Orders ...
Mew Order Entry ..,

Assessments & Forms ...

Documents (7)

Mote Type
ED Teaching Physician Record &
ED Teaching Physician Record &
ED Tearhing Physician Recard
ED Teaching Physician Record
ED Clinical Summary

ED Teaching Physician Record &
ED Teaching Physician Record &

I Home Medications (E)I

Subject

ED Clinical Surnmary

Return to the Workflow
Click the Back Arrow

~ | # Medication List

4 add

IMedication

Hi:  Aspirin

=-Medication List

sl admiccion,

o Document Medication by Hx

- Orders for Signature

[ Orders to Renew

Orders Medication List IDocument In Plan I

Yiew

Reconciliation = EgExternal R History | R Plans (0))

Dizplayed: All Active Orde

[s [ [¥]o
H Medications

a

Bx: Ciorg 500 mg oral tablet SO0 MG 1 Tak oo oizk |
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Sections in Documentation Workflow

Triage

Triage provides an easy to read view, based on the Triage Nursing Documentation for this visit.

Triage Documentation

06:06 Jun 25, 2012

Temperature

36.5 peqc

Height

General Information
Mode of Arrival : ALS

AszEssment

Heart Rate Respiratory Rate 02 Saturation Pain
a3 Blood Pressure - . 5
by 7 br k3
& 163 /89 mg i
waight Glasgow Comna Scale
Body Mass Index Visual Acuities
S0 ke 15

advanced Directive

Fall Risk

Meorse Fal Risk

Suicide Risk

Additional History

ESI Level 4 2

T

Green (Standard Risk)

choct nain s har na =l

Domestic Meglect of Trauma

Pre-Provider Treatments
Pre-Arrival/EMS <
Pain initial 10,10, Decreased after nitro, Intial SBP 220

Documents

Documents provides a list of electronic documents based on the timeframe selected. To view more documents, select the
header. This will take you to the Documents section of the menu.

Click on the Note Type to open, view and tag
the document.

The list defaults to most recent document on top,

but the timeframe can be changed

Last 1 years WESLR0H | Lask & years | Mare vI

/
Documents (5) /
Mote Type Subject Authaor Tirme of Ser\ric:

ED Teaching Physician Record

Mote

ED Teaching Physician Record &

ED Physician Record and Teaching  Ramirez, Jessica M,

Mink MD, Jennifer T,

06/25/14 08:57

09/26/13 09:33

[T My nates only [~ Group by encounter Display: Facilify defined view =

Last Updated By Last pdated

Ramirez, Jessica M. 06/25/14 0262

Mink MD, Jennifer T, 09/26/13 fi4s

Visible from Documentation
Workflow:

ED Notes

H&P

Consults

OP Reports

Stress/ Cath and Gl reports
Discharge Summaries

To see Additional Documents
Click the Section Header

Pane View

/

Click on Pane Icon to preview
the documents

Documents (3

/.
Selected visit: Last 24 hours | Last 1 week/| More v| 10

Progress Mote

MORilotS, Test 04/16/14 13:52

Progress Mote
MOPilots, Test

04/16/14 13:26

[T My notes only 7 Group by encounter Display: Facility defined view

04/16/14 12:14 | R

Progress Note =

Lab Results

Progress Note

Subiective

Objective/Physical Exam /

Witals & Measurernents

GEMERAL: [awake], [wel-developed, well-
nourished], [comfortable]

1.0%
st Learrnncephialic, atraumatic],

preview

Unable to tag directly from

Fonjunctival, [pupils
lar riuscles intact
OAT: [normal external

Earsmose T Trornal tympanic membranes],

[normal oropharyns:] 300
MECK: [supple], [full range of motion], [no
rmasses], [no thyromegaly]
CARDIOWASCULAR: [normal 51/52],
[regular rate and rhythim], [no
murmnurfgallopfrub ]

Lahs
HGE 9.4 G/DL 04/15/2014
13:30 EDT (Low)

Lalc
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Sections in Documentation Workflow
Home Meds

Home Meds Carry over from Encounter to Encounter. Although RN’s document the patients Home Meds, it is ultimately the
Provider’s responsibility to ensure they are accurate and do not contraindicate, as this list will populate in your note. To see
if the Med History has been updated for this visit see the Status in the ED Active Medication Orders Section Below.

Home Medications =)

Medication Last Dose Drate Time Compliance Compliance Camments

Hoe:  Aspirin - Mot taking -
Rx: Cipro 500 mg oral tablet 500 MG, 1 TAB, PO, Q12H, 14 TAB - -- --

H;  hydrochlorothiazide-lisinopril, - - -

Rx: Percocet 5325 oral tablet 1-2 tabs, PO, QFH, 12 TAE, PRM: | 06/18f14 16:19 Still taking, as prescribed -
Fain

ED Active Medication Orders

For the full list of medications and administrations, select the Heading to view the MAR Summary screen

Hover to discover Date/Time

and Person who completed
ED Active Medication Orders the Med History Selected visit | =+

Status: | % Meds History | @ adm. Meds Rec 7 Disch, Meds Rec

A
Scheduled (0) Status: Complete

Acontinuous (0] Last Documented: 06/16/2014 16:21 v = Completed

¥ Adrinistered (0) Last 12 hours Last Docurnented By: Ramirez, Jessica M.

= =InProgress

Allergies o = Not Started
Modify Allergies by selecting section header or add an allergy by selecting the plus sign.
Allergies (1) &l visits
Marne ekity v Reaction Reaction Type Cnset Source Comments
TKA - - Allergy - - -
"

A Allergies

Mark All a5 Rewiewsd

ok Add |jMndiFy |

Ho known Allergies | Mo Krown Medication Allsrgies ‘ F¥Reverse Allergy Check Display | Fe

| D..| Substance | Categor | Reactions | SEvE.., | Type | C‘.l Est, Onset | Reaction 5., | Updated B | Source | Reviewed | L.

AV SV S S & 3V S & I &7 3 & & 4

Vital Signs

This section only shows vitals from the current encounter, To view vital signs from previous encounters, select the header
and change the search criteria.

Vlta| Signs + I Selected visit: Selecked visit | Last & months | More
Aug 8, 2013 Jul 24, 2013 ul 17, 2013 Jun 25, 2013
07:06 1308 13144 18155
Temp a6.0 - . 36.8
- Display de_faults to most T
recent vitals, but the 89
HR - - | timeframe can be changed. a3
Respiratory Rate - - 20
Pulse - - - 93
Orygen Source ED - - - MNasal Cannula
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Sections in Documentation Workflow
Past Medical Hx (Problems)

Past Med Hx (Problems) is a combined list of Past Medical History and Problems.

To add PMH and Problems, change the “Add New As”, located above the search field, to Chronic.

Al visits | =
Ensure. that you are Rermove from This Visit
searching under the Resol
Past Medical Hx (Problems) correct Classification eshive Al visits
i Inactivate
(lassification: Al Whel\? adqdlrll?_lPaSt Cancel
edical RAx
Add new as: I |
: Chronic | Mowe to Chranic
This Wisit Mowe to This Visit -
Problemns (4 Shiowy Historical (1)
asthr This isit and Chronic

CAD -

Historical
HTM - Hypertensian ¢ |chronic
o . This Wisit
ranic pain Inactive
Histarical

Search, by typing. This will begin yielding results that you can choose from.

Past Medical Hx (Problems)

Clazzification: All

Add new as: Chronic

[ copd|

COPD, mild (495]

COPD type A (492.8)
COPD, severe (406
COPD type B (491.20)
COPD, moderate (496
COPD mixed type (496]
End stage COPD (496)
COPD bronchitis (491.20)
COPD, very severe (498
Histary of COPD (W12.69)

Remove a Problem

Select the problems you wish to remove . The items selected will turn blue. Select the icon on the top right hand corner and
select Cancel, or Resolve .

Past Medical Hx (Problems) Allvisits | =+
Rermaove frorm This Wisit
Resclve

Classification: Al
Add new as: This Wisit

Inactivate

Canicel

Problems (4) Move to Chronic

) Move to This Yisit
Asthrna

CAD - Coronary artery

HTM - Hypertension &
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Past Surgical Hx (Procedures)

Sections in Documentation Workflow

Past Surgical Hx (Procedures) (3

header

Procedure

AProcedures (3]

Other Irrigation of Wound

< - | #4 Procedure History

Appendectomy

Herria repair

clicking the back

arrow g Add j t ity |D|sp\ay: IActlve

To add a new PSH select the

Surgecn

Procedure
Return to
wo rkﬂOW by Mark all as Reviswed

[

Al Yisits

Implant

Add New Hx

Modify existing ones by
double clicking

Drate

Frocedure = |Lal5ra|ily ‘Prncadule Date |analinn |Lasl Feviewed ‘ E.]| ] | Code
Appendectony 132967011
Hernia repair 34078018
Other Irrigation of Wound &f19/2013 (¥ ] 96.59

Add Procedures

Use your ED favorites to add common procedures. Double click to select Procedure. Click OK when Done or OK & Add
New to add additional PMH/Procedures. Return to workflow by selecting the back arrow on the top left hand corner.

OK & Add New only to add

0K &.Add Hew | | Cancel

*Procedure Laterality Pravider Add |t|on al Proced ures
IAort\c AneUrysm repair ﬂl I Fres Text I ;I I ﬂl [ Free Text
Display As AL Age Aoe Date Date Comments
IADmc aneurysm repair IU I LI I“a‘“.‘“ ﬁB ;I
Location

ﬁl ™ Free Text LI

212 [Gitore |
EXmerd

o Fayorites  ~ [ Folders  Falder Folders

| Temn

| Code

| Teminalogy

| Temninalogy Axis

Mone reparted

2, rysm [epail

] SHOMED CT Procedure
Appendectomy 132967011 SMOMED CT Frocedure
Bariatric Surgery Patient Care
CABG - Coronary artery bupass graft 348641012 SMOMED CT Procedure
Cholecystectamy 64638015 SMOMED CT Procedure
Gastric bypass 2819423013 SMOMED CT Frocedure
Hernia repair 84078018 SMOMED CT Procedure
Heart walve replaced 197896 MO

Remove Procedures

Procedure

tark all as Reviewed I

 Procedures

Make sure you are not currently attempting to add a problem. On the main Procedure History Section, right click on the
procedure you wish to remove.

# Add ] Modiy | Display: [Active

-

[re{ Right Click to remove a

Procedure = |Laterality
Appendectom
£p ) ) Y Add Procedure
Hernia repair )
Cther Irrigation of Wound Madify Procedure
Vigw Details

Add to Favarites..,

procedure

19/2013

Last Reviewed | | | *3 | Code
132967011
4078015

4 es.s59

Properties. ..
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Sections in Documentation Workflow
Social/Family History

Data captured by Nurses. Ensure the date and time are for the current visit. You may want to add additional Social/Family
History details. Choose the drop down arrow. This will open a Form for you to fill out.

Social/Family History (5) < ] Selected visi
ED Provider ial Hx
= Crate/Time
Ever Smoked Tobacco Current Every Day Smoker 06/25/13 18:58
Tobacco Use - Frequency 0.5 pack,day 06/25/13 18:58
ALCOHOL USE Beer 06/25/13 18:58
Alcohol Use - Frequency Occasional 06/25§13 18:58
DRUG LSE Mewer 06/25§13 18:58

Areas to address are the Family History and Pediatric History. Sign by selecting the Green Check Mark on the top left hand
corner of the form.

) ED Provider Family & Social Hx - edis, im9 — IDI
1Q |4 e+ @ER
*Performed on: Igslfg?lfggm jlﬂ I 1239 ﬂ By: Ramirez, Jessica M

Abbreviations - EI Social H iStOf}’

Instructions - ED |

Tobacco % O Fomer Smoker O Tobacco O <05packiday O 15packs/day O 3 packs/day
Use O Curent Some Day Smoker (O Never Smaoker @] Frequency O 05 pack/day O 2 packs/day O » 3 packs/day
moker, Current Status e nknaw iF Ever Smake pack/day b packs/day ther:

O Smoker, C Status Un - O Unknown if Ever Smaked O 1 pack-d O 25packs/day O Oth

4| | 3
Alcohol ] Oceasional O Moderate [ Heaw O wWeekends Only ] Mone O ather:
Frequency

| MNewver ethamphetamines coasional

i [l Methamphetami Drug o |
Drug Use 1 Quit O Prescription dug Frequency O Maderate

[ Cocaine O other: O Heawy

1 Heroin O weekends Only

] Marijuana ] Other:

Family History
Family History O s O asthma [ Cerebral sneurysm [ DT I I - Heart Attack. ] Stoke
O Aottic dissection O cancer [ Diabetes ] Hypertension O FE ] other:
Pediatric Social History
Pediatric Social O] Premature (<37 weeks) [ Bith complications [ Breast fed O Other:
[ Preanancy complications ] Daw care O Battle fed

Immunizations to date O es O Mo O Unknown

per parent/caregiver?
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Sections in Documentation Workflow

History of Present Illness

History of Present Iliness

Selected visit

Tahoma = 12 9~ o G5 @ B I

Capture FOUR HPI elements:
Location (diffuse, localized, bilateral, body part)
Quality (sharp, dull, throbbing, aching, burning)

Severity (1-10 scale, mild, severe, extremely) The documentation will auto-
Duration ( “x” days/hours ago, since “x”) save after a short period of
Timing (constant, colicky, waxes/wanes) time, but you can also click
Context (while... after...during...with...) Save.

Modifying factors (better with, worse with...)
Associated Signs and Symptoms

Save |

Review of Systems
Must Document 10 systems

Review of Systems

Selected visit

Font ~ Size~ o E5 @ B U - £ = £ 8f
ROS Templates Description Autotextl
ROS Templﬂte 10+ syst=m RO5. Navigatz =ach
system f field and dictate abnormals ros
Use Autotext or arstate “ses HPP if addressed in HPI
Dragon Commands RDS ﬂSpErHPl* PDSlperFI. IlAust:I:cu.mznt 'I':IS_hpi
pertinent +,/- in HPl sacticn.
' Field to document pertinent +- ROS .
ROSasabove findings followed by ROS atestatian ros_as_above
Pediatric ROS template Pedistric specific ROS ‘ros_peds
Save
Physical Exam
Must Document 8 systems
ygica| Exam Selecked visit
Font ~ Size~ o4 EHEE| B U A~ = £ £ E 8f
Exam Templates Description Autotext
Exam Template Full 2dult medical exam ‘pe
Brief Exam Template Briefadult medical exam ‘pe_brief
Use Autotext or Male Exam Template Mazle exam with GU ‘pe_male_sxam
Dragon Commands
Female Exam Template Female exam with Pelvic ‘pe_female_sxam
Meuro Exam Template Full adult with detziled neuro ‘pE_neuro
Trauma Exam Template Full Trauma Exam ‘pe_trauma
Brief Trauma Exam Template Brief Trauma Exam ‘pe_trauma_brief Save |
Pediatric Exam Template Full Pediatric Exam ‘pe_peds
Brief Pediatric Exam Template Brief Pediztric EBxam ‘pa_pads_brisf
Pediatric Trauma Exam Template Pediatric Trauma Exam ‘pe_peds_tRumsa
Infant Exam Template Infant Exam ‘pe_infant
Med/Psych Exa ith
Psych Exam Template /Psych Bxam wi Tz rerEi
Llesrsnce




EDIS Job Aid @ .Ve'rsion: 03
Qim%% Effective: 7/11/14

Sections in Documentation Workflow
Labs/ Tagging

Defaults to Latest labs resulted for this encounter. Change the search criteria by selecting the look back options
Labs that you do not need to tag and will automatically pull into the note include:

Fishbone Labs: CBC/BMP, Troponin, BNP, D-dimer, Mg, Ca, LFT’s, Lipase, Ammonia, Lactate, TSH, PT/INR, PTT,
Sed Rate/CRP, Type/Rh, HCG Quant, ASA, Tylenol, ETOH, Valproic, Depakote, Phenytoin, Lithium,
Urine Studies: UA, HCG, Urine Tox

Labs Selected visit: Selected visit | Lask 6 months | More = | =-
Today Jum 18,2014 Jum 16,2014 Jum 14,2014 Jun 13,2014 Jun 12,2014 Jun 11, 2014 Jun 10, 2014 Jun 9, 2014
05:59 0722 0602 06:20 06:12 06:09 0626 06:21 11:30 05348 08118
AChemistry =
EMP - - See Below  See Below  SeeBelow  See Below - See Below - - See Below
CMP See Below  See Below - - - - - - - See Below
LFT - - - - See Below
GLU 73 78 84 82 =E) oz - o3 - =i=] 100
M 133 1S 145 133 139 +134 - +120 = 100 132 -
K 22 | Rightclicktotag | =7 36 3.8 = ESe]r & =
L 101 additional labs 103 102 100 - | Tagged Items Remove A _oH
TOTAL Co2 27 27 25 -
. 18 17 e Laboratory 11: 04
122 BUK t23 B
o, 38 Below “

To view labs from past encounters, click the header and it will take you to the flow sheet where you can change the search
criteria.

- | # Results Review

iz B =
Flowsheet | V5 + | Resp Flowsheet | GIfHWISPeriop | Rehab Swes | Nursingl RRT | Advisory Flowsheet | Mlicr obiewer | ZB-Perinatal Peds-Pering
Flowsheet: | All Resulks Flovwsheet =] .| tevel [auresiTsecT x| asof 14:15] & Table 0 Group O List
Navigator E Results | ofzeiz014 09:37 06(25/2014 08:57 | 10/01j201322:24 | 09/26/2013 08:3
M Chermistry Chemistry
BMP Skatus
[ Hematology Electrolytes Status

Microbiology
View results by selecting the blue hyperlink to open the full report or Select the header to go to the Micro viewer.
Microbiology (22)| Last 6 months | Last 1 years | More ™
—
Order Susceptibility Growth Qrganismis) Source Site Colected Last Updated Status
Urine Cult CULTURE MNES - Urine, Straight 05/28f14 16:03 05/30f14 07:46 Completed =
Catheter
Blood Cult CULTURE MEG -- Blood, Central Line 05/28/14 15:50 0&/02/14 18:11 Completed
wWound Cult % SMEAR Serratia marcescens, Abdomen 05/28f14 15:50 06/02f14 10:48 Completed
NEG/CULTURE Enterococcus fascalis,
POS Staphylococous spp.
(coagulase negative)

~ | Microviewer

O Full serezn

w¥ 0 iinutes &

ijUrward =3 Copy ; Preview | Related Results

Orders I

Display Order Start Date Bstwesn

[l Orders =] [marmozora— H[] [orranamas | H[F] Customize View 4t Previous Order | 1 Hext Crder

Existing Orders
Collect DatefTime: | order | Growth Tnd: | Organism | £, | status | Last Update Date|Tims | SourcefBody Site:

| 83 | Frestext Source
06/26(2014 07:25 Blood Culturs:

Frelminary 08/25/2014 07:25 Blood, Peripheral FF]
O 1)

10
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Sections in Documentation Workflow

Diagnostics

Diagnostics (4)

ST e L KU Lask 24 hours

| Last 3 days | More 'I

Marne

ADiagnostic Tests (0)

Almaging (4)
Chest P& and Lat -
CT abd,Pelvis wiwo Contrast -
Chest PA and Lat -
Chest P& and Lat --

Reazon For Exam

Fesultad Last Updated

03/04/14 0858 -
02f24/14 07.05
02f24/14 0705
01/27{14 10:0Z

I Unauth I

Status Tagging is available in:
e Documents
o Diagnostics
e Lab Results

Crdered

Auth (Verified )
Auth (Werified)

{2 Document Yiewer - ZZTEST, PHYSDOCE - 2600100056

HE B

Zax|BAK|erB|=EE

=lolx]

5400480
[Name: ZZTEST, PHYREDOCA

DOE: 01-341986 Gender F

Med Reck: 2800100056

Financial#: 3800100074

Lacation: Christiana Hospital

[Otdeting Phys: SHIUH, TIMOTHY ¥, MD

(¢! Physician

[Study: CHEST PA AND LATERAL VIEWS

[Service Diate: 02-34-2014 07:06:00

|LAN EVANTASH, MD
(Flectronically Signed)
[Dicttrans Lol Ae

Fro. na aa anta nranian

* Final R4

Highlight any specific section of the
report and click Tag to insert this
information into your Progress note.

[The heart is normal in size and configuration. Eoth lungs are expanded and are clear

Result |

Chest PA

Action List

and Lateral

Exam ©

onpleted

DatejTime
Contributo

Trend

Accession Number 22064263
Status Unauth

27 January 2014 10:07
r System RIS

2515475514

Forward. .. I Print.... I

Clicking an Unauth report opens the Result Details window with more information about the order.
Clicking a Report that is Auth (Verified) report opens the Final report.

Outstanding Orders

Outstanding orders are orders which have not been completed yet.

Outstanding Orders (14)

Selected visit

Electrolytes (Ma, K, CL, CO2)
CBC with diff
PT includes INR

Status

Ordered
Ordered
Ordered

Ordered

06/23/14 11:49
06/23/14 11:49
05/11/14 22:22

11
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Sections in Documentation Workflow
New Order Entry

the search field.

New Order Entry allows you to quickly add an order from your favorites. The Workflow defaults to your ED Orders Home
Folder. For your personal Favorites, click the Favorites Section To access the Quick Orders screen Click the Head-
er or the Plus sign for the order window you are familiar with. You can also search for an order type the order details into

I New Order Entry <

Inpatient «

‘ ﬁ Favorites | ED Orders I

My Favorites

acetaminophen - OXYCODOME (Percocet) 325/5 Dose = 2 TAB, PO, Qrder
Once

Add On Lab Test Orrder
BMP (ELECT/BUMSCRT/CAJGLU) Qrder
BRP, MT Pro Order
CBC with diff Order
@ Central Line Insertion Qrder
Chiest PafLat Chest Pain Order

ot Dl o Chaoed £ Doty L

To order, simply click the Order
(grey) button next to the order

name.

Thuprofen (Motrin f Advil) Dose of 800 MG, PO, Once

IMR includes Protime Ordar
Ketorolac (Toradol) Dose of 20 MG, IV, Cnce COrder
Ondansetron (Zofran) Inj Dose of 4 MG, IV, Once Order
POC Glucose-bedside Once Order
Sodiurm Chloride 0,9% 1000 mL BOLUS BOLUS, 1,000 MLHR, Iy, Crdaer

Infuse owver: 1 HR, Order Start: TN

Sodiurn Chloride 0.9% 500 mL BOLUS BOLUS, S00 MLHR, IV, Infuse Crder
over: 1 HR, Order Start: T;M

Quick Search Entry for New Orders

Be as specific as possible.
1. Type the order, dosage, route and

ambizn 2.5 po

Persunal Shared

frequency.

Zolpidern [ Ambien]

2. Select the correct order from the list.

As you make your selections, the Order Inbox
in the upper right of the Workflow page turns green and
counts the number of orders.
Click the Order inbox.

The Orders for Signature window appears.

Remove the order
by hovering over the
order and clicking

Orders for Signature (1)

the X that appears. =

Zolpidem {(Ambien)

™ Show Diagniosis Table

Dose of 2.5 MG, PO, QHS, PRI for: Insomiia

-]

Click Sign to complete
the order.

Save | Cancel |

Change order information
by clicking Modify.
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Sections in Documentation Workflow

Assessments & Forms

Select the arrow to view the forms you have available. Fill out the details and Sign by clicking the Green Check Mark.

Assessments & Forms 4=

Glasgow Corma Score

Glasgow Coma Scale

Goals of Care

Hunt Hess Scale

MIH Stroke Scale

1.} Glasgow Coma Scale - edis, tim9

VEHO| S+ ®
*Performed on: IDE,I|'25I|'2014 ﬂBIlSH ﬂ

Glasgow Coma Scale

Abbreviations
Inztructions

D owntime:

@ E B

Eye Opening

Best Verbal
Response

Best Motor
Response

Glasgow Coma
Score

) To vaice
' Topain
O MNore

O Oriented

O Confuged

) Inappropriate wards

(@] Incomprehensible sounds

O Nore

O Obeys simple commands
O Localizes bo noxious stiruli
) Wwithdraws

) Abnomal [zpastic] flesion
0 Extensor [rigid) response
O Mo motor response

Utilize Glasgow Coma Scale to
Quantify Level of Consciousnesy

Create Note

Medications

Subjective

Ohijective/Physical Exam
Consolidated Problems
Meswe Order Entry
Cwutstanding Orders (o)

_reate Mote

Now that your review and
documentation are complete,

click Create Note.

13
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Create Note

Complete the following steps:

1.

Choose your Note Type. The Note Type will determine where the document is filed (Location) and will Title your note.

2. Choose the correct Note Template. A Note Template determines the structure of your note and items that auto

populate (Formal).

ED Physician Record is the FULL ED NOTE — used by all providers
ED Teaching Physician Record is the Supervisory/Teaching Note — used by attending only
ED Progress Note is a miscellaneous note when a completely separate note is needed.— used by all providers

xl " F0 F'hyain:?an Recu_rn:_l
B FO Teaching Physician Record
4 Hide Note Details FD Progress Mote
*Typei| =] |Position Note Type List H&F
Consult
Tltle:IED FPhysician Record Progress Mote
*Date:[6/23/2014 4 ooza Discharge Summary
: : OF Feport
>|cnl'\LItI'IOI‘:IE-}'l uh WD, Timothy Y.
*Note Templates
MName 5 Description
Brief Consult Note Consultant Initial Brief Note
Colorectal Surgery Attending Progress Mote Colorectal Surgery Attending Progress MNote
Consult Note Consult Mote
EC Phiysician Record Emergency Department Pheysician Record
EC Phiysician Record and Teaching Mote Cepartment Physician Record with Teaching Mote
ED Teaching Physician Record Emergency Department Teaching/Supervisory Mote
MB Mewborn History and Physical Mewborn History and Physical
MNE Progress Mote Newborn Mewborn Progress Note
MNE Progress Mote Newborn Discharge MNewborn Discharge Progress MNote
OB Progress Mote GYN OB GYN Progress Mote
OB Progress Mote High Risk OB High Risk Progress Mote
OB Progress Note Labor OB Labor Progress Mote
OB Progress Note Postpartum OB Postpartum Progess Note

ED Physician Record is the FULL ED NOTE (H&P, MDM, ED Progress, Final Impression/Disposition)

Automatically pulls in Date and Time of Service, Triage Chief Complaint, Vitals & Measurements, Final Impression/
Disposition, Problem List/Past Medical History, Procedure/Surgical History, Home Medications, Allergies, Fishbone Lab
Results, Diagnostic Orders and has a ED Attending Note Section

ED Physician Record — Resident/PA is the same note template as above with additional fields to document
name of supervising attending. This is the FULL ED Note template to be used by Residents and PA’s

ED Teaching Physician Record is the BRIEF Teaching/Supervisory Note — used by attending when the Resident/
PA completes the ED Physician Record-Resident/PA.

ED Physician Record and Teaching Note is a hybrid FULL ED NOTE with Teaching/Supervisory section for
attending. This will be used as the “ED Teaching Physician Record” during the training phase.
Automatically pulls in Date and Time of Service, Vitals and Measurements, Lab results, Diagnostic Result Orders

This note will also be used as a combined Resident and Attending Note in the future when patients are seen
synchronously and be used with the ED Physician Record note type.

14
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EDIS Job Aid

@ CHRISTIANA CARE
HEALTH SYSTEM

Create Note ED Physician Record Note- Main Note for Attending's

Be aware that Home Meds and Procedures or other information that automatically pulls in may not be up to date. Each
section, has the ability to refresh, add a new line or delete the section. Refresh your note throughout the day for the latest
information. Refresh and Save your note as many times as needed until the patient disposition is achieved.

Best Practice: lItis in everyone’s best interest to make sure that the Past Medical Hx, Past Surgical Hx, Home
Medication list is updated in the Cerner controls from the workflow. This is the only way that changes will carry forward from
encounter to encounter. If you know the medication list is incorrect, please make sure to ask the nurse to update
the home medication list and refresh the section afterwards.

Position Note Type List =

Departmemt Physman Record with Teachmg Mote
Emergency Department Teaching,/Supervisory Mote

ED Phymam Record and Teaching Mote
EC Teaching Physician Record

ED Physician Record

Prodden Lkt

0Fj07/2014 Chrockc
21:38 OM - Disbekies rrcdiue.

Crysphagsa

GERD - Gastro-esophagedl refiur deagse
Basic Information Haaring oss
Triage Chief Complaint; HLD: - Hyparipiaiy
ABDPAIN RAD TO BACK, (P Document any reason mmmw
| Hetory | Exam lrmited by: [_] | you were unable to PO Ts

perform a full H&P

Histore of Present Doess
B5 yo ferile with sudden orset of severe, sharp pain to mid sbdormen, which rackates to back and blaterd Sk, Syrngtonns shiertly after

Progedure) Sugical History
Colersccen (1021/2013), BLATERAL CATARACT SLRGERY, Cssresn
eatng Lndh. Pan associsted with nalsea, emess x 2, Pan wore with movament and deep breath. Pan curently 8710, but was 1010 at worst, o,

Mo hestory of smilar in past
Review of Systems Delete the Entire Section >
Constitutional: no feverthil, + daghorest, no waakniss, no weight koss/gan to document your own Horme Hedications i |

Eyes/Ears/MNose) Thioat: mo vison problems, no sore: thioat, no nasd dranage

Cadoviour: no dhist pan, no papitations

Rt stany: nty shortress of bresth, mo cough

Gartromtesting Genitoringy: tea W]

MusculoskeletalSkanjLymohy no myaigiss, no atheagas, no rashes, no glnd sweling

Heurcloge: no headachas, no dezness, no paesthesis, no dfficuty waking, no dffiuty with speech
Poychiatnc: mo adity, no Sipnission

sl Exam

medication list: pertinent

Home
%= J acetarincphen 325 m orl talet, 650 MG, 2 TAB, PO, Q6H, PAN
positive or negatives

AMLOdgine., 10 MG, PO, OPM

birk tears, 1 DROP, Both Eves, QaM

Centrum Siver, PO, QPM
cyprobepiadng 4 mg ord tabiat, 4 MG, 1 TAB, PO, BID

Dicrvar) B0 iy ol Labiet, B0 MG, 1 TAB, PO, Dy

Doc-HLar, 1 TAR, PO, BID

Hurmudn B, 5 UNIT, Sl.hQ.TID

Hurmud R, 105 unitsfml. njectable sohution, S LNIT, 5ubid, TID AC
Levermi, 10 UHIT, Sub), (RE

100 urits/ml. Suboutaneous soketion, 10 UAIT, Subl), OHS
0% fim, 1 PATCH, Transdemmna, Dely

delayed relaae capmda, 40 MG, 1 CAR, PO, BID

Delete individual Home Rx

Witght & Mognremenis
T: 369 (Crad) HR: T4 RR: 14 BP; 14060
Pullse Doz 58 %

GENERAL: moderate dtress from pan crmepeazole

HEAD: romocechal;

EYES/EARCINGEETHROAT: pupls egull, xtraodulr muschis ntact, mo scheeal ctenus, nonmal phanms

HECK: Mol Fagection

RESPRATORY: nd respiratony distress, dear (o ausutation bilateraly

CARDIOVASCULAR: ereqular rate ard rhythm, ro murms, nbs o galops

ABDOMEN]GL: soft, focal epigastic pain, no nebourd, no guarnding, no onganamegaly, no massis, normal bowel sourds
EXTREMITIES: noretincr, normal rargi of mahon, ro edema)s

hEI.:R-:E.OCGJC: et and oriented x 3, N gross motor dediois, no gross sersory deficits, oranial nenves intact

SKIN: Do rashes

dsseserent Plagy
ES yo farmale with sevire epigastric D-mud-aqu fis] ba-:kandn-rmu\wﬂrq Dfferential inchuckes bllary colc, parcraatits, GERD, gastritts, PUD,
ﬂ Wil chick LFT's, lpuse and CT abdoren and

ED Pragress As you update ED Progress, make sure you use
the .sign Autotext or Insert Signature Command

Firnal Imipsresssion Disposition

Critical Care T

rioyEstatin 40 e cral tabiat,
tizarichne 4 i ordl tablet, PO,

.5 rrgfs i, ceal b, PO, 62
4B, PO, (HS

m&:;mT4mudmdmtwmﬂhﬁ.]TlB.P0,EﬁH,

Alleppes
A

Crug use; Newer

EXG - 12 Lead

Rasholoqy

CTA ABDYPEL (orckwed 0707114 17:40)
CTA Chest (ordenisd 07/07/14 15:27)
Chest PA/Lak (cedered 07/07)14 13:44)

Throughout your
shift Continuously
Save your note

< ]

Mote Detals: Ramirez, Jessica M., 07/08/2014 05:40, ED Physician Record :
1t ! Sign/Submit | Save | Save & Close_Jp  Cancel
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Create Note ED Physician Record — Resident/PA

HIED Physician Record

= | |Position Mote Type List

'I'Itle:lED Fhysician Record — Resident/PA

zzzED Provider Record - Res... Xl Lisk |

Tahoma < |[12 = FERR B I U= fav =E = = = bf

ED Provider Record - Resident/PA

Date and Time of Service
07/01/2014
18:54

Basic Information
Triage Chief Complaint:
Mo Reason For Wisit Recorded

Histary f Examn limited by [_]

[Supervising Physician: [_]

History of Present Illness

Problem
Chronic
AF -
Asthr
CHF -
Chror
Divert
ESRD
HTHM -
Hype

Procedur
Appende:
repair, Hy:

16
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EDIS Job Aid @ C}!%% Version: 03

Supervisory Workflow

ED Mote ED Superyisory ED Depart Su.. ‘ E @, =~
ED Attending Attestation ED Attendmg Attestation Selecked visit | —
Attending Mote

Documnents (o) Font - Sre- HFEIE B I U A-E= == DB

vital Signs

Labs

Diagnostics ()

Problers/Past Medical History ..
Procedure History ..,

Horne Medications ...

Allergies ...

Create Mote

Supervisory: ED Teaching Physician Record Note

Used by attending only, the ED Teaching Physician Record is the BRIEF Teaching/Supervisory Note — used when the
Resident/PA completes the ED Physician Record.

QAR EHIED Teaching Physician Record Position Mate Type List j
'I'Itle:lED Teaching Physician Record
EC Phyysician Record Emergency Department Physician Record
EC Phyysician Record and Teaching Mote Cepartment Fhysician Record with Teaching Mote
EC: Teaching Physician Recort oy Department Teaching/Super '
ED Teaching Physician Record Xl List: | 1v
Tanoma =|[12 ]| B I U®w A- == == of
ED Teaching Physician Record
Date and Time of Service Lab Results
06/23/2014|
12:56

ED Attending Attestation

Attending Note
Witals & Measurements
Diagnostic Results
EKG
EKG - 12 Lead
EKG - 12 Lead

Mote Detals: Ramirez, Jessica M., 06/23/2014 12:56, ED Teaching Physician Record ) .
123/ 9y Sign/Submit Save Save & Close | Cancel |
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Continuing Documentation

Finding a Saved note
Method #1:
From the Message Center

|2 PowerChart Organizer for Ran

Task Edt Wiew Patient Chart Links Inbox Help

i & PatientList &3MPTL [=1Message Center ¥g Quality Measure (af Home ¥% Quick Orders Configuration Bg eQuality Check B Discharge Readiness Bg CM Assignment Worklist 55 U Doub|e CIiCk on the document
i 88 change P suspend aiculator A Ext ®g§adHoc g Communicate + fs, Use this ApplicationjChart Data &8}Suspend Participation [} Depart tO Op en

Saved Documents xl
Inbox | Frozies | Pools g Comrunicate ~ Cpen S8 Message Journal [ 3 Forward Only Select Pafiert | 5 Select Al

visphay: [T o0 Create Date | Location Patient Informa.... | Pati
isplay: | Since 6/30f _I T06,30,2014 1. CHRED Admit Date: O...

= Inbox Items (0)

atient Education

Mame Status Subject LUpdate Date
tim3 Pending ED Physician R... 06/30/20141..

Orders
= Documents (3/2)
sign (0j2)

Messages

= Work Items {1}

Find your saved documents in
the saved documents folder

Dacuments to Create

= olifications Modify the note by selecting
Nk Recepts the [, Icon

Trash

Sent. Ikems

Forwsrd Oty (G Prnt | . select Fationt i W (@gerk Unread | Tnbox View | Sunmery w73 | x =1
edis, tim9 Gel Type:Emergency [06/25/2013 18:53 - Discharge date>]
{EDIS 09
ED Physician Record
Date and Time of Service Problem List
06/30/2014 Chronic
13:36 Asthrna
Basic Information Eﬁr[;élccuuraolgarv artery disease
Triage Chief Complaint: FITH - Hypertersion
Procedure/Surgical History
History | Exam limited by: [_] Other Irigation of Waound (08/19/2013), Hernia repair,
Home Medications
History of Present 1lh Home ] |
listory of Present Tliness Sipii, Not taking
Review of Systems Cipro 900 g ardl tablet, 500 MG, 1 TAB, PO, Q12H
" hydrachlorothiazide-isinopril.
Physical Exam Percocst 5/325 oral tablet, PO, OBH, PRN
Vitals & Measurements Pravachal
Protanix
Assessment/Plan Protonix 40 mg oral delayed release tablet, 40 MG, 1 TAB, PO,
ED Progress Daiy
PROVENti
Final Impression/ Disposition .
Allergies
Patient Instructions: KA
Patient Education Provided: Abdominal Pain. Social/Family Histor
Followup providers and additional instructions given to patient: No qualifying data avalatle. =
e P
| Action Pane L]
[ sign Reason: 5
Addional To:
" Fowand Actors 1207 ] iy [ Tl Ji]
[Comments:
(Limit 255) [
Next | oK | (B E R

Method #2

From the patients chart, within the documents section you will find your note in progress. Open it by selecting the note type
on the left hand side.

Documents (s) Last 6 months [ Last 2 years | More + |

[T My notes only - ™ Group by encounter Display: Faciity defined view ~

Mote Type Subject Authar Time of Service Last Updated By Last Updated
I ED Physician Record (In Progress) I ED Physician Record Rarnirez, Jessica M. 06/30/14 13:35 Ramirez, Jessica M. 06/30/14 13:36
Completed

ED Teaching Physician Record ED Physician Record and Teaching  Ramirez, Jessica M, 06/25/14 02:57 Ramnirez, Jessica M. 06/25/14 08:58

Mote
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Continuing Documentation

1.

Save often.

Assessment/Plan
85 yo female with sevene epigastric pan radiating to back and nauseafvamiting, Oifferential inchudes biiary colic, pancreatitis, GERD, gastritis, PUD,

ABR, Wil check LT, lipase and CT sbcoren and pelvis.

ED Progress

22:04 - 07/07/14 - Timothy ¥, Shiuh, MD
Pain controled with 20fran and diaudid

Chiest ¥R with no free a,

Labs pending

s

sign *

Final Impression: Nausea and voriting, Epigastric pan
Disposition: Discharge Order, From ED, 07/07/2014 18:45

Followup providers and additional instructions given to patient:

Refresh Final Impression/Disposition:

updates based on the admit/
discharge information placed on the
patient

Please retum to the ED if you develop fever 102, change in mental status, loss of consciousness, chest pain, shortniess of breath, severe
nauseafvomiting, blood in your stoolfvomit, severe dbdominal pain, or any other conceming change to your usual state of health,

Critical Care Time

During the care of the patient, results may come in and new information may be added to the patients chart after you
have already started documenting. Refresh each section to pull in new information.

As you update the patients progress within the ED Progress Section, use the .sign autotext to time stamp your work.

Social/Family History
Driig use: Never Refresh Labs for
latest values
Lab Results [
42| wo)z0/
L62
40]30]0.85)
\13.7/
7.7 am
406\

LA LOMMOLL  07/07/14 13:55

TROPT <0.01 NG/ML
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Complete your Note

At this point, if the information in your note still is not correct, it is important that it is correct it manually.

Once you have completed your note, click Sign & Submit. No more changes can be made in the body of the note,
only addendums.

How to forward a note

1) Sign Note, back arrow takes you to ED Documentation, click on document to FORWARD
2) Go to ED Documentation menu option, click forward

EDIS, TIM

EDIS, TIM AQe:S4 years Gendar Male Type:<No - Encoun
Pref Lang:Error Fin# EDISTIM1 Loc ECED

B < - &% ED Documentation

ED Supervisory WorkFiow List

ED Documentation + Add

Display - [ = H Click on document & action above

af .
Orders
ED Phyysician Record {8 M

ED Physician Record 07/01/2014 107
ED Physician Record Shih MO, Timothy ¥.

Medication List

Documents

Basic Information

Forward Only: Documents: EDIS, TIM

P Formard ction: |59 s | | é4
Comments: Reviaw

(Limit 255) |

Forward Only: Documents: EDIS, TIM

Additional j
V F-ctw;d Action; ['lei. 5) ]ﬂ

c e Bhiuh MD, Tmothy ¥,
(Link 255) |

we | o

If note opened from workflow or “old” documents menu option, icons are slightly different, but same actions.

+ Document ¥Viewer - EDIS, TIM - 999999991

d@ B s« x|B

N IEREE ]

[l m Y N kY
LT T

AppenD ED Physician Rec

Basic Information
Triage Chief E:ulmplaint:

ol i . [ |
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Message Center Workflow (Notes Attending needs to COSIGN)

1.

Go to the Message Center at the top left hand side of your screen. Keep in mind that the order of your icons may be

differ from someone else.

2. Once you are in the Message Center, in the Inbox Items, go to Documents and then Sign.

+J} PowerChart Organizer for Shiuh MD, Timothy ¥.
Lirks
Blank R ﬁForms on Demand QED Call Log Depart Help .FirstNet = E_erart gﬁchange ﬂ Calculator ETear OFF Entta

Task Edit  Wiew Patient

;? Patient Lis§ =1Message Center

Chart

Display: I Since 6/2712013 - l

=l Inbox Items (47)

= Orders (43/43)

= Documents (4/4)
Sign {44)

Messages

= Work Items {4)

Daocurnents to Create
Paper Based Documents
Saved Documents {4/5)

Orders ko Approve (43/43)

Inbox  Help

Sign X |

qCommuricate » (F0Open 38 Message Journal [ZReview Al |3 Forward Only | Fy Select Patient | # Select all

Patient Informa. .. | Patient Name Subject Result Status Status Author Create Date
fud Date: 00 p [ P L : erified Pending p A - 06 D
Admit Date: 0... ZZTEST, PHYS... ED Physician R... Modified Pending Resident MD, ... 06/27/2014 1...
Admit Date: 0... EDIS, TIM5 ED Physician R... Auth (¥erified) Pending Resident MD, ... 06/27/2014 1...
Admit Date: 0... EDIS, TIM ED Physician R... Auth {Yerified) Pending Resident MD, ... 06/27/2014 1...

L= These are notes forwarded to you for review and
co-signature. Double-click on note to open.

Inbox ltems => Documents => Sign

3. Double click to open the document and perform your action— modify, sign or refuse/forward to another provider.

) PasweiChark Ouganiner Far Shish MO, Tiwsthy Y.

Jmk [& Yew Patant

D b Paberd Uik |_|Medsade Ditber

Irdsse | Proses | Podk

Dy [Sncn egzarentd -i _l

1= Bl Bers [45)
S Ordeed (H4M3)
e b Appaores (434T)

Sen 2
Mernag
= ok Teeds (4}
Crurmandy ba Cresbe
Paper Burbeed D0ty
Sawves] [iooamants {475)
= metifications
Mokl BocopEn
Py
et e

Sign is default
action. You may
refuse and forward
to another provider
if sant to you i amor

hat ks

Depougvedis 0 DRWARDE D SIGN (MM Z2TEST, PHPSDOOL Nl

Foox e
[Slttark s i Poriin o Domared IQLED Call g (Thiwmgart Hislp [Franiee _ :I_uupa! $charge [ Colodater 110

KFormadOny (vt o & (hHaiirresd Inbo View) Suveary view ] | 3

=T

= |1 Pt Erhaaticn:

Click madify if you need to add an
addendum or note to chart
N IGEEE-

ZETEST, PHYSDOOE A I yaars Gardkr Famale Typeinpationt [01/24/2004 0739 - <M - Dischargn date ]
D08 01/24/ 1955 LocaChA; SA00; 8 MRH 2500100056
ED Physician Record i
Bk M oimation Prokde Lt
Triage Chie | Comglaint; [a5 170
i Ao noneST segment elesvation myocandkl indaection

Hetory f Examn Wrnibed by [ ]

Divdrticite .
Eisindert, & 9T Hypatarson R :1“9“
Firwiew 0 Syt Haipw o, it Srilation ot
Readerd & ROG Sopes
Proseche gl Moy

Ploiical Exam EEparaC Ty, LRy ety Cormpsats

3 Tryrioiiins ey uirifre. by, Ml nepur eyl e oy

T2 37 (Crd) HRzB0 RR: 18

CAP (onmimurily Aguinid orissmonia)

O4F {rongestive heat fabue)

rwora; kidrsry disrs

COPD (chrone obrtruc the pulmonary deess]
Dbt

.=

IO 18208

Eipiceri MO, Tout TN 1608 Compisted
Rt PO, Tt 2T LSDE et
EDRFSIENTS, Teek LT 1608 Compisted
EDRESIENTS, Tesk DETOLA 16208 Coewplebed
EDRFSIENT, Tesk AL 1600 Compisted

FIRTSIOINTS, Tast fFrere AT

© kshes

Comrnanii:
(Lt 1553

Firwarl Arti: |

T
= uynu- ] [

[Ciracalink.on i00002 801107417 27 June 2004 [14:10 B
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Message Center Workflow (Documents you have CREATED and SAVED and need

to finalize and SIGN)

To access your saved documents, go to the Message Center:

Work Items => Saved Documents

) PowerChart Organizer for Shiuh MD, Timothy Y.

Task Edk Mew Patient Chart  Links

: 4 Patient List [_iMessage Center _

Inbox  Help

: [T)elank Rx Y Forms on Demand QYED Call Log [T)Depart Help [[Fwstiiet _ : [.pepart Sgchange | Calculstor |

Saved Documents Xl

_yCommunicate - 15 Cpen jhlessaqew jFWdW Oy Select Patient | 5] Salact Al

Display: [Since 6/27/2013

3

Sign (1/4)

Work Items (4)

Documents to Create
Paper Based Documents

2014 1...

ECED

to be completed and signed

Double Click to open a Saved Document and Sign or Modify the document to finalize your note..

These are YOUR saved documents that need

— 06,/27/2014 1... ECED Admit Date: 0... edis, tim2 Pending
= Inbosx Ttems (44) 06/25/2014 23:43 ECED Admit Date: 06/.,. ZZTEST, FNTRAING Opened
= Orders (4343) 06/25/2014 Z... ECED Admit Date: 0... ZZTEST, FNTRAING Pending
' & 06/25/2014 2... ECED Admit Date: 0... ZZTEST, FNTRAIMNS Pending
Orders bo Approve (43/43)
= Docunents (1]4)

Message Center

Tnbox | Froves Pou!i-

SavedDrcuments % SAYEDR DOG EDIS, TIM7 X

g Forward Orly (hPrint G B (gMarkUnread | Inbos Yiew Summary Vew

B xalseas

Docurents to Crese
Paper Gased Documenis.
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Best Practices

1. Providers should document in REAL TIME and keep their note up-to-date during the course of patient care.

2. “Pay It Forward”: update Past Medical History, Past Surgical History using the Cerner controls in the workflow.
This is the only way to ensure that these updates carry forward from visit to visit. This is a shared responsibility for
all providers at CCHS.

3. Similarly, Home Medications should also be updated in the Cerner control. This is vital for accurate documentation
and medication reconciliation. Please ask the nurses to update home medications if the electronic list is incorrect
and refresh when done.

4. Notes should be created as soon as possible after patient evaluation or case presentation and SAVED to help keep
track of notes in message center.

5. Notes should all be SIGNED at the time of patient disposition (admit, discharge). There is a direct link to your doc-
umentation in DEPART Mpage. Any additional documentation can be done as addenda.

6. Residents and PAs should forward their note to the attending immediately after presenting the case

Attending's will receive these notes in their inbox, but should not sign until the note is completed by the
Resident/PA

IMPORTANT NOTES:
All notes are published and viewable to others after you CREATE and SAVE
Each time a note is saved, an electronic version is archived and can be audited

Workflow for Shift Change

1. All notes MUST be updated and SIGNED at time of shift change/transfer of care. This applies to ALL providers—
Attending's, Residents, PA’s

2. The provider receiving the patient should continue documenting on the same note. OPEN and MODIFY will create a
date/time/signed addendum each time you update the chart and sign the entry. Use Autotext to populate lab results,
recent vitals into the addendum, as you will not be able to refresh template sections.

3. At the time of final disposition, use the ‘admit_ed or ‘discharge_ed Autotext to populate information from depart or
admit process.

4. If the Attending changes while a Resident continues to care for a patient, the Resident should make sure the note was
forwarded to the Attending who received the case presentation and completed the Teaching Note. The Resident may

continue to document on the same chart until their own shift change, at which time the Resident must update, transfer
care and SIGN the note.

The Resident receiving sign out need only forward the note to the new attending if there is significant care or deci-
sions rendered by the new attending.

5. The ED Progress Note may be used if there is a need for extensive continuing documentation

6. Teaching Attending's should continue documentation as addenda to the Teaching Physician Record after shift change/
transfer of care.

7. If a provider transfers patient care and leaves without SIGNING/SUBMITTING their note (In Progress status), the receiv-
ing provider may continue to modify the original document. Because the note was not signed, the receiving provider
will have full edit capabilities and MUST NOT change anything that was previously documented. All documentation
MUST be done at the end of the note and MUST be qualified with the .sign (date/time/sign) Autotext or Dragon Com-
mand.

The receiving provider should then forward the note to all providers initially involved, once the note is com-
plete.

8. Notes can be forwarded at ANY time during the course of patient care. Attendings should review notes from message
center inbox and SIGN. An Attending may add an addenda to the note should any additional comments or clarifications be
required, but ARE NOT REQUIRED to place an attestation or additional documentation as long as the Teaching Note was
completed.

Care should be taken not to SIGN the note until patient care and documentation is complete by the Resident/
PA. This will finalize the note and not allow the Resident/PA to continue documentation within the framework of the
dynamic template.
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