Level 1 — Chapter 3 IM

Level 1 — Level one of Nursing Documentation Using Electronic Health Records includes
chapters 1, 2, 3, and 4. These early chapters deal with the history and development of the EHR
and trace the impact of standards development, certification, and the government’s involvement
with the EHR in the healthcare community. The theory, purpose, and types of nursing
documentation are discussed with a focus on the MAR and the relevance of NIC and NOC. In
Level one students are introduced to SpringCharts™ and learn essential documentation on an
industry standard EHR program. They are introduced to the Nurse Note and are given hands-on
practice in documenting chief complaints, vitals, and physical assessment on ten different disease
case studies.

Chapter 3 — Essential Documentaion

hapter 3 begins the hands-on training in nursing documentation on the industry standard

SpringCharts EHR program. The individual program must be either downloaded from the

McGraw-Hill Online Learning Center or the networked program must be installed by the
IT department before students start this chapter. Students learn to set up their user preferences
and create 10 patients with different disease processes from which they document findings for
the remainder of the course. Chapter 3 also introduces the students to the electronic chart,
specifically learning about the Face sheet and the Care Tree.

Learning Outcomes

After completing Chapter 3, the students will be able to:

3.1 Describe the basic features of SpringCharts EHR.
3.2 Describe the history of SpringCharts EHR.

3.3 Apply user preferences.

3.4 Carry out setting up and editing patients.

3.5 Use pop-up text.

3.6 Explain the concept of an electronic chart.

3.7 Use the electronic chart’s face sheet.

3.8 Use the SpringCharts EHR care tree.

Key Terms & Definitions

Terms and abbreviations encountered in Chapter 3:

Care Tree: List of categories in the EHR that includes encounters (progress notes), tests, excuse
notes, letters, reports, and other current records.

Category Preferences: Table on the SpringCharts server that enables the clinic administrator to
create customized predetermined lists of healthcare data that are displayed in SpringCharts on
each computer to enable rapid selection of items to build the face sheet.
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Chart Alert: Text that appears in red above the Encounters category on the EHR’s care tree to
notify the user of important patient information.

Encounters: A tab in the SpringCharts Care Tree that stores many documents created from
encounters with the patient.

Face Sheet: Portion of the EHR that contains more constant patient information such as
allergies, problem list, past health history (PMHX), etc.

FMHX: Family Medical History. SpringCharts category for recording family health history in
the patient’s Face Sheet.

Graphic User Interface: Software program screen that can display icons, sub-windows, text
fields, and menus designed to standardize and simplify the use of the computer program
by typing in fields and by using a mouse to manipulate text and images.

Imperial Units: Having to do with weights and measures that conform to standards legally
established in Great Britain and widely used in the United States.

Metric Units: Having to do with weights and measures relating to the metric system, also known
as the International System of Units. Commonly used in healthcare measurement.

OV: Office Visit. Used in SpringCharts to designate the graphic user interface window in which
the encounter note is created.

PMHX Past Medical History: SpringCharts category for recording past health history in the
patient’s face sheet.

PMS: Practice Management Software. (PMS) A software program that manages financial
transactions, billing of insurance claims, patient statements, etc.

User Preferences: Setup window in SpringCharts that enables each user to preset the default
practice name, provider name, schedule, and various other features that are displayed when the
user logs into the program.

Presentation Outline

Lo 3.1 SpringCharts Features

Power Point Slides: 1, 2, 3, 4.

Lo 3.2 A Brief History

Power Point Slides: 5, 6

Concept Checkup 3.1
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A. List three features of SpringCharts EHR that promote its use as the instructional software

for this textbook.
Answer:

1. Ease of use

2. Richness in features

3. Customizable for multiple healthcare specialties
Rationale: The CCHIT-certified SpringCharts EHR™ software has been chosen as the
training tool for this textbook because of its ease of use, richness in features, and its
ability to be customized to suit a wide range of healthcare specialties. SpringCharts is an
international program and is used by over 1,500 physicians and thousands of nurses,
medical assistants (MA), nursing assistants (NA) and other healthcare personnel

B. List three areas in which SpringCharts EHR qualified for ONC certification.
Answer:
1. Functionality
2. Interoperability
3. Security
Rationales:
Version 10 of SpringCharts EHR was certified with ARRA in 2010 to qualify for
financial rebates to physicians under the HITECH ACT for Ambulatory EHRs. That
means that SpringCharts EHR has met a comprehensive set of criteria for:
e Functionality—setting features and functions to meet a basic set of requirements.
e nteroperability—establishing basic functionality enabling standards-based data
exchange with other sources of healthcare information in future versions of the
product.

e Security—ensuring data privacy and robustness to prevent data loss.

Lo 3.3 User Preferences

Power Point Slides: 7, 8, 9.

Concept Checkup 3.2

A. What two default options may be selected for reports and letters?
Answer: primary provider, practice name
Rationale: In the Set User Preferences window, each user sets:
1) The primary provider’s name that appears as the default for the user on reports and
letters. The list of providers is based upon those set up in the administration panel of the
SpringCharts server. 2) The practice name or healthcare facility that defaults for
letterheads. Although the provider’s and the practice’s name are chosen here as “default,”
they can be changed within the program at the time of creating various letters and reports.
A clinic may have several practices set up in various locations but use the same database
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for SpringCharts across the Internet. This enables the complete patient health record to be
viewed by any of the practices.

When is the Tracker Group option used?

Answer: When a facility has multiple locations

Rationale: The Tracker Group displays the list of patients in the Patient Tracker window
of the Practice View screen. Clinics that have several locations and work from the same
patient database over the Internet are able to track patients separately for each location.
The various tracker groups are set up in the administrative panel of the SpringCharts
server. Show All displays all patients in the Patient Tracker window from all locations. If
the healthcare facility has only one location, the Tracker Group field is left blank.

When is the Rx Print Attending option used in SpringCharts?

Answer: If there are Nurse Practitoners or other support providers at the healthcare
facility prescribing medications.

Rationale: The selection of a practitioner in the Rx Print Attending field prints this name
as the attending provider on the pharmacy prescription forms. Based on state laws, nurse
practitioners and other support providers may be required to indicate the attending
physician when creating prescriptions.

Exercise 3.1

Setting Your User Preferences

Note: If you have not downloaded the SpringCharts program to your computer, please review the front matter
of this text for downloading instructions before commencing the following exercise.

1.

Double-click on the SpringCharts icon on your desktop.

Note: This is the only time you double-click while using SpringCharts. Once the program is opened all functions
are activated by a single click of the mouse.

2.

SpringCharts is designed to allow each user to select default functions. These preferences adjust
when the user logs on. Select the File menu on the main window and choose Preferences > User
Preferences. Set up your preferences based on the items selected in the Set User Preferences
window (shown in Figure 3.1).

3. Click the [Save] button to save your material.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 4



Level 1 — Chapter 3 IM

W Set User Preferences
User Name: demo

Preferences 2"I Password [ Signature-;

Your Provider: John 0. Smith, RN. --:
Your Practice: Suburban Medical Group, 101 Eim Street ~
Appt Schedule: | v
Auto Log Off (min): never ~
Tracker Group -
OV Form View: @ Large Screen

") Classic
Search Mode: Rapid Select
@ Standard Select
PopUp Text Insert: Insert at End
@ Insert at Cursor
Measurements Use Metric (kg,cm)
@ Use Imperial (bs,in)
Time @ Use 12 Hour Time
) Use 24 Hour Time
Font @ Large Font
Small Font

Rx Print Attending |None v

{ B save i @Cancel J‘ B-ﬁ] J

Lo 3.4 Setting Up and Editing Patients

Power Point Slides: 10, 11

Exercise 3.2
Adding a New Patient

1. Inthe New Patient window of the New menu on the main screen enter yourself as a patient. Note the
first name is filled out first. Fill out as much information as you can. The PMS ID field can be left blank.
This field automatically populates when patient data are transmitted from a practice management
system program. Save the information.

Note: Steps 2 and 3 guide you in adding 10 additional patients into SpringCharts for use in the exercises in
this text.

2. Once again, open a New Patient window and record the patient’s first name as Diabetes. Record your
date of birth. Click the [Copy Patient] button and type your last name (or a portion of it) in the Choose
Patient window. Click on the binocular to search. Click on your name. Note the family information that
is copied from an existing patient. The new patient should have your last name, address, and home

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 5



Level 1 — Chapter 3 IM

phone number. You do not need to complete any more information. The program uses the home
phone number to link patients together from the same household. Save the information.

7 New Patient [oE=
First Name™: |ﬁlabetes [ Home Phone: |(214) 543-4567
Mi: [_ Home Fax: |_ ]
Last Name™  [Moore Work Phone: |
Date of Birth™ 04151349 _' Work Fax:
Address: (3301 North Main Pager:
City:  [sherman Mobile Phone: | ]
State: Tx - PMS 1D:
77521 Patient ID:
Male () Female Mother's Last Name:  [Fischer
Marital Status: - Attending Provider ID: |
Employer: | Anending Provider: |
EMail: |
ss# | Other Provider Details [(add |
Cat ] [
o Name Role Edt Del
* Required T R ,| o :

3. Repeat step 2 and set up nine more patients. Use the following list of diseases and assign a disease
as the patient’s first name. For each patient add the first name (disease process), your date of birth,
and then copy your own information into the record by accessing the [Copy Patient] button. Patients’
First Names: CHF, Pneumonia, COPD, Fractured Hip, Colon Cancer, Stroke, Cellulitis, Chest
Pain, and Bipolar Affective Disorder.

% New Patient [= ==
First Name™: !CHF Home Phone: |(214) 543-4567
m: [ Home Fax:
Last Name™: [Moore Work Phone: |
Date of Birth™ 04115184 g Work Fax:
Address:  [3301 MNorih Main Pager: |
City: |Sherman Mohile Phone:
State: T > PMS ID: |
752 Patient ID:
Male Female Mother’s Last Name: |F.|sc.r;e.r
Marital Status: = Attending Provider ID: |
Employer: Attending Provider: |
EMail:
SS4: Other Provider Details
Categary: |Name Role Edt
*Jagunes B Previous Updates [ Bswe |[ @caxel |[ Bfcopypatient |
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=1

 'Mew Patient
First Name™: |Pneumorua Home Phone: W
Mi: |— Home Fax:
Last Name™: [Monre Work Phone:
Date of Birth™: | 04/151949 'f' Work Fax:
Address: |8301 Morth Main Pager:

City:  [Sherman

State: |TX i)

77521

Marital Status: | =

Mobile Phone:
PMS 1D:

Patient ID:
Mother's Last Name:

Attending Provider ID:

—
—
—
S
—
[

-

|Fiscner

Il

Employer: | Attending Provider:
EMail: |
S5#: Other Provider Details Add
Comyony: = Name Fole Edt Del
Required B Previous Updates Exemp LE Save l_@ Cancel | L@ Copy Patient.
7 New Patient ==
First Name™: }COPD Home Phone: [{214) 543-4567
Mi: ]— Home Fax:
Last Name™  |Moore Work Phone:
Date of Birth*: |04/1511949 = Work Fax:
Address:  [3301 North Main Pager:
City: ;gnerrnan Mobile Phone:
State: |TX v PMS ID:
[Frs2 Patient ID:
@ Male Female Mother's Last Name: !Fiscner
Marital Status: | v: Attending Provider 1D:
Employer: ] Attending Provider: [
EMail: |
Ss#: Other Provider Details Add |
Catagory; ) Name Role Edt Del
* Required

[ B Save l .Qcamd ] Mcnpme ‘!
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T New Patient ==

: =~ " . [
First Name™: |Fra:tured Hip Home Phone:  [(214) 543-4567

Mi: |— Home Fax:

Last Name™: |Moore Work Phone:

Date of Birth*: | 0411511949 i Work Fax:

,7
l.—
,7

Address: [8301 MNorth Main Pager: '7
17
]7
17

City: [Sherman Mobile Phone:

State: [T v PMS ID:
77521 Patient ID:
) Male () Female Mother's Last Name:  Fischer
Marital Status: = Attending Provider 1D:
Employer: | Attending Provider: ]
EMail: [
S54: Other Provider Details Add |
Category: | %) Name Role S
* Required B Frevious Updates et [ B save [ @ Cancel H 3] Copy Patient |
 |New Patient =
First Name*: icolon Cancer Home Phone: f{2|4] 543-4567

Mi: ]— Home Fax:

Last Name™  [Moore Work Phone:

Date of Birth*:  |0415/1949 ezl Work Fax:

[7
I
—

Address: (3301 North Main Pager: l—
1
I
—

City: iEherman Mobile Phone:

State: [TX v PMS ID:
77521 Patient 1D:
Male () Famale Mother's Last Name:  [Fischer
Marital Status: v: Attending Provider 1D: [
Employer: | Attending Provider: [
EMail: |
SS#: Other Provider Details Add
Cat k - [ ]
WRENE: | . Name Fole Edit Del
* Required = . = [ P
B Previous U = [ B save H @ cancel | | [34] copy patient
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Marital Status:

Attending Provider ID:

—
[

T New Patient [E=SE
First Name™: |Strnl<a Home Phone: [{W
MI: r Home Fax: [—
Last Name*:  |Moors Work Phone: |
Date of Birth™: 041151940 [ WorkFax: |
Address: |83El| North Main Pager: ﬁ
City: [sherman Mobile Phone: |
State: [TX v pmsi: [
,W Patient 1D: ii
O Male (0 Female Mother's Last Name:  [Fischer

Marital Status:
Employer:
EMail:

55#:
Category:

" Required

-

|

|
:

B Previous

Attending Provider 1D:

Attending Provider:

Other Provider Details

Mame

Employer: Attending Provider:
EMail: |
Ss#: Other Provider Details _Add |
Cat . [ ]
Megan |Name Role Edit Del
* Required B Previous Upd Exempt || JH Save ] [ @ Cancel ] | [#4] copy Patient ]
T New Patient =
First Name™: |Cellu|itis Home Phone:  |(214) 543-4567
Mi: r Home Fax:
Last Name™: [Moore Work Phone:
Date of Birth™ 041511949 Work Fax:
Address: |83El1 Morth Main Pager:
City: [Sherman Mobile Phone:
State: X~ PMS ID:
77521 Patient ID:
Male () Female Mother’s Last Name: |Fischel

Role Edit

Del

Exempt

| Bswe || @caxel JEB@]CW\«PM J
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7 Mew Patient

First Name™:
Mi:

Last Name™:
Date of Birth™:
Address:
City:

State:

Marital Status:
Employer:
EMail:

SS#:
Category:

* Required

'lcne stPain

r

[Moore

041151949

3301 North Main

[Sherman
-3
[r7521

Male Female
[
I
[.

B e date

Home Phone:
Home Fax:
Work Phone:
Work Fax:
Pager:
Mobile Phone:
PMS ID:

Patient ID:
Mother's Last Name:

Attending Provider ID:
Attending Provider:

Other Provider Details

(214) 543-4567

il

|Fisc her

i

Name

Role Edit Del

Exempt [ B save | @ cancel

| MCupva ]

T Mew Patient

==

First Name™:
MI:

Last Name™:
Date of Birth™:
Address:

City:

State:

Marital Status:
Employer:
EMail:

SS#:

Category:

* Required

iBIB olar Affective Disorde

-

[Moore

0411511949 =

18301 North Main
|sherman
™ -

E? 751

Male

-

Home Phone:
Home Fax:
Work Phone:
Work Fax:
Pager:
Mobile Phone:
PMS ID:
Patient ID:

Mother's Last Name:

Attending Provider 1D:

Attending Provider:

Other Provider Details

iName

(214) 543-4567

—
—
-
[
o
—

|F|scher

i

Role Edt Del

[ Bsae || @conce || B copypatent |

Note: If SpringCharts is used for simulation activities in the lab setting, the simulation name may be inserted as
the first name. Using your last name identifies the patient chart as your work.
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4. Open your own chart by clicking on the open a chart icon on the tool bar. (see margin illustration.)
Type in your last name and click the binocular icon to search. . Select your name from the list. (If there
is another student in the same network who has the same name as you, the date of birth can be used
to identify your chart.)

5. Inyour patient’s chart, click on the File menu and select the Household List submenu. The ten patients
that you added to SpringCharts are listed. The home phone number connects the patients together.

Lo 3.5 Customizing Pop-Up Text

Power Point Slides: 12, 13

Concept Checkup 3.3

A. @ What is the purpose of this icon?
Answer: To access the Edit PopUp Text window so that a user can add or modify PopUp
Text.
Rationale: SpringCharts pop-up text can be edited from multiple locations. In any
dialogue box within SpringCharts that displays pop-up text, the edit icon gives access to
the Edit PopUp Text window where text can be added, deleted, or modified.

B. What does the following mean: the pop-up text is stored in SpringCharts “by user”?
Answer: It means that each user has a personal set of pop-up text that can be modified
without affecting any other user’s pop-up text.

Rationale: Pop-up text is stored in the SpringCharts database by the user login name;
therefore, each user has a personal set of pop-up text that can be modified without
affecting any other user’s pop-up text.

Exercise 3.3
Adding Pop-Up Text

1. Let's add some pop-up text that facilitates documentation of your patient’s recent admission to the
hospital for elective knee surgery. Click on the File menu in the Practice View screen and select
Preferences>PopUp Text.
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W Edit PopUp Text -
5 Panel i | & ]
I::bﬁ'ao‘ﬁf 1 ] 4 ]Pt&’!dlemmd_.
O (AL 1| ] & ]Paﬁeﬂc*drumest'n;(eﬂ_
w,:;::‘i [t J $ [Pt caled with question sbout med,
Motes Panel | 1 | 4 | Medication not working.
Procedure Text I -
Report-Probs '] | 4 |Pleass call.
Report-Recs 1 | 4 ]Remned:altomnber.
:mcs = [ 'ﬂ‘_] 4 JLeﬂ message on answering machine/voice mal,
ROS-HEENT i ] 4 |DismsiedPt'scu1cems.
R:::c? e ?_] 4 ]lcivisedtocmhbod!v.
ROS-GI [t J & | advisedPtio gotoER
RORGWNQ | T+ | £+ ]katoreﬁl, Please call Pt when Rx called in.
m«l .t 3 |ICaI(ode\f and schedule an appt ASAP,
Orders | L) s
Diagnosis Cf ] B |ca|ednmemdsbum
Problem List
Social Hx # ] s
Chart Note 1l ﬁ J & |Caledpmntsnd-mgadmapptnmu Finchman for _
Allergy Notes |
Fie Cabinet ! ‘9‘ J
Routine Mads ! Me(ﬁedfranhosa(d
| | Vitals .I_ = =
[ fome || @came |[ e |[ BE |

2.  Choose the S Panel and scroll down until you find an empty line. Type: Knee Surgery. Using the
arrows to the left, move the text up until it is alphabetized.
[ Edit PopUp Text
— Tt ] 8 JFs
Urgenk Messages t [ 8 |ruwns,
Chart Alart ¥
e ; 1 | $  |Headache,
Test Noka t || 8 |Heartbun,
Evaluation T ]: 4 _EHwertenmn.
== 4 [ 8 |Hywerthyroid,
PE-Eyes f || 8 Hpothyroid,
PEENT ) R -~
PE-NeckiChest B i & et
PE-CV [ 3 |rehyeres
i B[ 8 reesuoery
PE-Female @ ]' 3 "Letharqv
PE:;:;&: _‘E ];’ _vﬂv_ J | Loss of consciousness,
e — O O e
..MSE T l! 4 ‘!Nsusea‘
My List 13 + [ 3 [F—
My List 14 )
My List 15 T i & g Overcose
My List 16 t |8 |pan
m::.mn T ]I— & |papiations,
MinTemplates ’ @ ][ & | Pregnancyfisber
[ Foone || Qe |[ Beeex || B |
3. We want to also make sure we have appropriate text in the Nursing Outcomes Classification panel.

Locate this category. Scroll down in this panel and find an empty line at the bottom. Type: Wound
Healing: Primary Intention: Extent of regeneration of cells and tissue following intentional closure. On
the next line type: Wound healing: Secondary Intention: Extent of regeneration of cells and tissue in an

open wound. Using the arrows to the left, move the text up and position it above PRIORITY

OUTCOME:. Click on the [Done] button.
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Edit PopUp Text

Mutrticnsl Ststus: Extert bo which rutrients are svalable to mast metsbole nesds

e sl Hygaine: Condition of the mouth, teeth, gums, and tongue

Pain Control: Personal actions to control pain

Post Procedure Recovery: Extent to which an indvidual returrs b baselne Function following 8 precedure(s] regquiing anesthess or sedation
Quality of Life: Extent of positive perception of current ife orcumstances

Respiratory Status: Movement of ar in and out of the lungs and exchange of carbon daxide and axygen at the sbveloar level

Resprstory Status: Gas Exchange: Alveolr exchangs of carban daxide snd oxygen b mantan art

s concentrations

Safe Home Ervirarment: Phrysical arrangements o minimize anvironmental Factors that might cause phrysical harm of infury in the home

Salf-Care: Activities of Disby Living (ADL]: Abity to pa o basic physicl Easks and per:

are activitien indapendently with o without assistive devices
Sanaoey Function: Extert to which an indhidusl comect dabion, sounds, propricception, taste and smel, and visual mages

Smoking Cessation Behavior: Personal actions to elminate tobaoro use

Tissue Entegrity: Shan and Mucous Membranes: 1 f shin and mucous membranes
Tissue Perfusion: Cardiac: Adequacy of blood flow through the coronary vasculsture to maintsin heart function
LUrinary Elmination: Collection and dacharge of wrine

Vsl Signs: Extent o which tarpersture, pue, tespi stion, nd blood pressire ire whin normal range

4 da|duda|duidaidnldulldadaldadudndudad

Wesght: Bady Mass: Extert to which body weght, musde, and fat are congruent to height, frame, gendar, and age

&

Wound Healing: Primary Intention: Extent of rege of cals and b

[ 8 | woundhesing: Secondary Intention: Extent of regeneration of cells and bissue in an open wound

I Y Y Y Y Y Y Y Y Y Y Y Y e

4 |PRIORITY OUTCOME

o Done @D cancel o ik (24

Lo 3.6 Understanding The Electronic Chart

Power Point Slides: 14, 15, 16, 17.

Concept Checkup 3.4

A. What is stored in the electronic chart?

Answer: Patient health data

Rationale: The electronic chart is the repository for patient health data created through
computer automation in the healthcare setting. Similar to the traditional paper chart, it
holds such static information as the patient’s demographics, allergies, health history, and
health problems as well as the dynamic information including encounter notes, nurse
notes, tests, letters, and reports concerning the patient.

. What charts are included in the Recent Charts menu?

Answer: Charts opened during the current logon session

Rationale: The Recent Charts menu provides a drop-down window that allows the user
to access charts that have been opened during the current logon session.

. How many users can open a patient’s chart simultaneously?
Answer: Multiple users can open a patient’s chart at the same time.Rationale: A patient’s
chart can be opened by multiple users in SpringCharts at the same time.

D. How many users can edit a patient’s chart simultaneously?
Answer: Multiple users can edit a patient’s chart at the same time.
Rationale: All users can be editing the same chart at the same time. However, because of data

protection, the same specific area of the chart cannot be edited simultaneously by
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different users. Many different patient electronic charts can be opened simultaneously by
the same user.

Lo 3.7 The Face Sheet

Power Point Slides: 18, 19, 20.

Concept Checkup 3.5

A. Where is information to complete the patient’s past health history, routine medications,
and current health problems in the electronic face sheet obtained?
Answer: From paper intake forms that the patient completes or from interviewing the
patient
Rationale: Information to complete the electronic face sheet is taken from the paper
intake forms that the patient completes containing information such as past health history,
routine medications, and current health problems. These intake forms are typically
completed by patients in the waiting room while they wait to be seen or admitted. The
paper intake forms may be designed to cover the same categories and data flow that
appear in the SpringCharts Face Sheet.

B. What section of the Face Sheet is not printed out on the face sheet form?
Answer: The Chart Alert section
Rationale: A newly completed Face Sheet can be printed for new patients. This allows
patients an opportunity to confirm the accuracy of their health information.. All
information in the Edit Face Sheet window is printed except the Chart Alert, preventing
the Chart Alert information from being seen by the patient.

c. Where are the preference lists for the social history, past health history, and family health
history sections of the Face Sheet set up?
Answer: Category preferences table on the SpringCharts server
Rationale: The social history, past medical, and family medical history sections contain
health history items that are set up in the category preferences table on the SpringCharts
server. The category preferences table enables the administrator to create predetermined
customized lists of healthcare data. The lists are displayed in SpringCharts on each
computer and enable rapid selection of items from these checklists to build the Face
Sheet.

Lo 3.8 The Care Tree

Power Point Slides: 21, 22
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Concept Checkup 3.6

A. Can preset categories in SpringChart’s Care Tree be changed?
Answer: Preset categories cannot be altered or edited
Rationale: There are preset categories in the care tree that cannot be altered or edited.
When certain documents and tests are saved, they are automatically positioned in these
appropriate care tree categories. The preset list includes all categories from Encounters
through Recycle Bin.

B. How many custom categories can be added to the patient’s care tree?
Answer: 30 categories
Rationale: An additional 30 categories can be added to the care tree list. This provides
all users the opportunity to store created documents and imported files under these added
categories.

Chapter 3 Review Key

Using Terminology

BERBOONOR~LNE
WOTM— XC<OI

0.
1.
2.

m>»Q0

Rationales:

1. The dynamic Care Tree on the right side lists encounters (progress notes), tests, and other
current records and documents.

2. The social history, past medical, and family medical history sections contain health
history items that are set up in the category preferences table on the SpringCharts server.
The category preferences table enables the administrator to create predetermined
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customized lists of healthcare data.

3. The Chart Alert allows the inclusion of important text that appears in red above the
Encounters category on the charts’ care tree. The text can be typed in the Chart Alert
window or selected from predefined text in the Chart Alert pop-up text list.

4. The electronic chart is the repository for patient health data created through computer
automation in the healthcare setting. Similar to the traditional paper chart, it holds such
static information as the patient’s demographics, allergies, health history, and health
problems as well as the dynamic information including encounter notes, nurse notes,
tests, letters, and reports concerning the patient.

5. Encounters is a tab in the electronic Care Tree that stores many of the documents that are
created from encounters with the patient.

6. Practice Management Software (PMS) is a software program that manages financial
transactions, including charges, payments, insurance billing, and patient statements.

7. The patient chart is composed of a series of panels on the left for displaying and editing
the comprehensive Face Sheet. The Face Sheet contains more constant patient
information such as allergies, problem list, and past health history (PMHX) and is used in
both inpatient and outpatient settings.

8. Family Medical History (FMHX) is the category for recording family health history in
the patient’s face sheet.

9. Imperial Units are weights and measures that conform to the standards legally established
in Great Britain. This measurement system is still widely used in the United States.

10. The User Preferences Setup window in SpringCharts enables each user to preset the
default practice name, provider name, schedule, and various other features that are
displayed when the user logs into the program.

11. Past Medical History (PMHX) is the category for recording past health history in the
patient’s face sheet.

12. Metric Units are weights and measures relating to the metric system, which is mandatory
in a large number of countries; also known as the International System of Units.
Commonly used in healthcare measurement.

Checking Your Understanding

Rationales:

1. SpringCharts EHR provides practitioners a unique view of the entire chart at a glance. It
resembles having a paper chart open in front of you. The user does not have to navigate
to other areas of the program to view various elements of the chart.

2. The first twelve categories in the Care Tree are preset and cannot be modified. In addition
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to the twelve preset categories 30 categories can be added to the Care Tree from the

server.

SpringCharts can store up to one million patient ID numbers.

4. The Edit PopUp Text window allows for 60 line items to be added to any pop-up text
category. These text lines can be individual words, sentences, or complete paragraphs. In
addition to the 34 preset category headings that come with the installed program (and
therefore cannot be altered), 20 customizable categories are in the side menu.

5. The social history, past medical, and family medical history sections contain health
history items that are set up in the category preferences table on the SpringCharts server.
The category preferences table enables the administrator to create predetermined
customized lists of healthcare data.

6. The patient chart is composed of a series of panels on the left for displaying and editing
the comprehensive Face Sheet. The Face Sheet contains more constant patient
information such as allergies, problem list, and past health history (PMHX) and is used in
both inpatient and outpatient settings. Information to complete the Face Sheet may be
taken from intake forms that the patient completes.

w

19.A,B,C
Rationale:

The first twelve categories in the Care Tree are preset and cannot be modified. In addition to the
twelve preset categories, 30 categories can be added or edited from the server.

20. A
Rationale:

The CCHIT-certified SpringCharts EHR™ software has been chosen as the training tool for this
textbook because of its ease of use, richness in features, and its ability to be customized to suit a
wide range of healthcare specialties. SpringCharts is an international program and is used by
over 1,500 physicians and thousands of nurses, medical assistants (MA), nursing assistants (NA)
and other healthcare personnel.

21.B

Rationale:

The User Preferences Setup window in SpringCharts enables each user to preset the default
practice name, provider name, schedule, pop-up text insert, default measurement units, font size,
create a new password, and various other features that are displayed when the user logs into the
program.

22.C

Rationale:
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When creating a new patient chart fields marked in red are required fields for the patient record
to be saved and a chart created.

23.B
Rationale:

SpringCharts pop-up text can be edited from multiple locations. In any dialogue box within
SpringCharts that displays pop-up text, the edit icon gives access to the Edit PopUp Text window
where text can be added, deleted, or modified. Pop-up text is stored in the SpringCharts database
by user login name; therefore, each user has a personal set of pop-up texts that can be modified
without affecting any other user’s pop-up text.

24. A

Rationale:

The patient chart is composed of a series of panels on the left for displaying and editing the
comprehensive Face Sheet. The Fface Sheet contains more constant patient information such as
allergies, problem list, family health history (FMHX), social history, routine medications and
past health history (PMHX) and is used in both inpatient and outpatient settings.

25.C

Rationale:

A document saved under a category in the Care Tree can be moved to another category by
selecting the [Change Tab] button within that document.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 18



	Level 1 – Level one of Nursing Documentation Using Electronic Health Records includes chapters 1, 2, 3, and 4. These early chapters deal with the history and development of the EHR and trace the impact of standards development, certification, and the government’s involvement with the EHR in the healthcare community. The theory, purpose, and types of nursing documentation are discussed with a focus on the MAR and the relevance of NIC and NOC. In Level one students are introduced to SpringCharts™ and learn essential documentation on an industry standard EHR program. They are introduced to the Nurse Note and are given hands-on practice in documenting chief complaints, vitals, and physical assessment on ten different disease case studies.
	Chapter 3 – Essential EHR Documentation

