Level 1 — Chapter 4 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 4 — Nurse Note Documentation — Level 1

hapter 4 begins Nurse Note documentation. Students work with their diabetic, congestive
heart failure, and pneumonia patients and electronically document their chief complaints,
vital signs, and physical exam.

Learning Outcomes

After completing Chapter 4, the studentsz will be able to:

4.1 Describe the components of a Nurse Note.

4.2 Carry out documentation of a Nurse Note.

4.3 Use Chief Complaints.

4.4 Carry out documentation of Vitals (Vital Signs).

4.5 Carry out documentation of an Exam (Assessment).

Key Terms & Definitions

Terms and abbreviations encountered in Chapter 4:

Nurse Note: In SpringCharts, documentation of nursing care of a patient within an acute care
facility including the patient’s chief complaints, vital signs, physical assessment, goals,
interventions, etc.

BMI: Body Mass Index. Measurement of choice for studying obesity. Calculated by a
mathematical formula that divides weight by height in meters squared. (BMI = kg/m2).

Presentation Outline

Lo 4.1 Nurse Note Components

Power Point Slides: 1, 2, 3, 4, 5.
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Concept Checkup 4.1

A. The SOAPIER acronym stands for:

Answer:

S. Subjective

O. Objective

A. Assessment

P. Plan

I. Intervention

E. Evaluation

R. Revision
Rationale: The SOAPIER format:
The Subjective component consists of the patient’s description of his/her current health
condition. It generally includes the symptoms, the history of the present illness, and a
review of the patient’s body systems as stated by the patient. The Objective component
contains the nurse’s observations and generally includes the vital signs and findings from
the physical assessment.
The Assessment component details the nursing diagnosis(es) (NANDA-I) based on the
examination. Nursing diagnoses should be listed in order of priority. The Plan component
includes the nursing goals applicable to the patient stated in Nursing Outcomes
Classification (NOC) format. In the planning phase, the nurse sets the anticipated time
frame for goal attainment. Outcomes are reviewed periodically, typically every shift to
determine patient progress. The Intervention component is made up of the list of patient-
specific actions that the nurse takes stated in Nursing Intervention Classification (NIC)
format. These interventions, including patient education, are designed to positively
impact the patient and move the patient toward achieving the planned goals. The
Evaluation component involves reviewing the outcomes that have been set and the
patient’s progress toward achieving these goals. The Revision component, based on the
evaluation, involves streamlining, adding, and reassessing goals to continually make
them appropriate and achievable for the patient.

B. What icon allows the nurse to view the patient’s Face Sheet from the Nurse Note screen?
Answer: Show Chart Summary
Rationale: Upon opening a new Nurse Note form, the Show Chart Summary icon at the

bottom right side shows the patient’s Face Sheet Overview panel. This panel allows the
nurse to access the Patient’s Chart without having to exit the Nurse Note window.

Lo 4.2 Documenting a Nurse Note - Level 1

Power Point Slides: 6, 7, 8.

Concept Checkup 4.2
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A. True or False: When documenting patient care, the nurse must select tabs from the
Navigation panels in the order listed.
Answer: False
Rationale: The navigation tabs along the right side of the screen enable the nurse to
proceed through the Nurse Note in a logical flow; however, the various panels may be
selected in any order.

B. Which icon allows nurses to copy highlighted text from a previous Nurse Note into the
current Nurse Note?
Answer: Copy Prev Note
Rationale: The Chief Complaint, Exam, NOC, NIC, Teaching, Evaluation,
Reassessment, and Follow-up areas allow the addition of notes from previous encounters
in the bottom right window. A clinician can highlight previous note text and copy it to the
present note by clicking on the Copy Prev Note icon.

Lo 4.3 CC (Chief Complaint)

Power Point Slides: 9, 10
Concept Checkup 4.3

A. How does the nurse move Chief Complaints that are documented to the body of the
SOAPIER format?
Answer: By selecting any other navigation tab
Rationale: The selected text is moved into the body of the SOAPIER format by clicking
on any other navigational tab.

B. True or False: The Chief Complaint pop-up text can be individualized for a specialty area
of nursing practice.
Answer: True
Rationale: The Chief Complaint area can also be individualized to allow for symptoms
that are specific to a certain area, for example, orthopedics or neurology. In order to
individualize pop-up text, the user selects the pencil icon to open the Edit PopUp Text
window.

Lo 4.4 Vitals (Vital Signs)

Power Point Slides: 11, 12, 13, 14.

Concept Checkup 4.4
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A. What two measurements are needed for the BMI to be automatically calculated?
Answer: Height and weight
Rationale: The BMI is automatically calculated for the user based upon the patient’s
height and weight.

B. What are the four standard measurement graphs in SpringCharts?
Answer:
1. Height
2. Weight
3. Blood Pressure
4. BMI
Rationale: SpringCharts displays four vital charts (Height, Weight, Blood Pressure, and
BMI) by accessing the Height/Weight Graph or BP/BMI Graph icons at the top right in
the Vitals panel.

Lo 45 Exam (Physical Assessment)

Power Point Slides: 15, 16

Concept Checkup 4.5

A. True or False: If the nurse is unable to find the appropriate pop-up text to describe an
assessment, the nurse can type directly into the Examination field itself.
Answer: True
Rationale: Using the defaulted text, O (Normals), the nurse clicks on systems that are
within normal limits upon examination to send that text to the Examination text field in
the lower left section of the window. Using the O (Abnormals) drop-down selection box
the nurse can easily choose the applicable text and modify it as necessary. The user also
has the ability to type text if the desired text is not available by clicking directly into the
Examination text field.

B. What is the purpose of permanent sign and lock? When should it be used?
Answer: Permanent sign and lock prevents further changes to an entry, even by the user
who locked it. It should be used when an entry is completed.
Rationale: Once the Nurse Note is locked, which is accomplished by clicking the Sign
button, then Permanent Sign and Lock, it cannot be unlocked or edited, even by the user
who permanently locked it. Nurses should sign and lock each entry as completed to
prevent editing of entries by other users.

Exercise 4.1

Diabetes
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1. After launching SpringCharts, from the top horizontal toolbar click on Actions, Open a Chart. Type in
your last name and click the search button. Select your “diabetes” patient and the chart opens.

7 Moore, Diabetes 04/15/48
File| Edit Windows Actions New u

sAaf@=20@ax/-rgER el R

Patient — Probilem List

* Moore, Diabates 0415049

r [ e e — Mot Done Fernales Age 35 ws 10 110 yrs Mammaogram av}

Inone listed I Diagnosis Hi e |
B Prescriglion Hx
none listed e e E
1L ]
Eone listed Ii msurance
Chart Note |MNo Insurance Info
nong listed
Referrals
none listed ]

Patient &nnotation(s)

Fone listed |

Maare, Diabetes 04715049 Inane isted | Encounters

Age: 61 yrs T mns 20 days {

8301 North Main | Routine Meds | Medications

Sherman, TX 77521 none listed Lab

Mothers Last Name: Fischer | Outside Meds Imaging

Home # (214) 5434567 e | Madical Tasts

o | Flow Sheets

Marital Status: Married Default v TextRacords

E:nlmr Drefault Pharmacy Mot Set | Exc

Aftending Provider |~ Uncharted Tests | ;Ii Cnbn;il
scyCie Bin

IﬂWW:kA Chart Evaluation I Hursing Documantation
Allergies Mot Done Evaryone Age 14 yrs 10 105 y1s DT every 520 wk Comespondance
Other Sensihilies: none Mot Done Everyone Age 354%s 10105 yrs EKG every 104 HEPs

Reports To Patient

E=E

2. Your patient tells you she discovered she has an allergy to shellfish this past week. In the second
section of the left side of the chart, click on Allergies and it populates the right corner box. Click the
Edit button below the red Allergies box and a new window opens.
« On the right side of the screen in the “Allergy” field type in shellfish and click the search button.
Shellfish appears in the box below the search button. Click on Shellfish and it moves over to the
patient’s chart on the left.
« Click on the word Shellfish on the left and the Edit Shellfish window opens. In the Adverse Reaction field

type: “airway closes”. Click Save. In lower left corner of the window, click Back to

Chart.

* Click on the Allergies field on the left and when it populates the right corner box you can see the

note, “airway

closes” that you entered.

Moore, Diabetes D415/
File Edit Windows Action: New u

Lrs

Home # (214) 543-4567

A0 EaX/-ER P heBbEBFRE

Patient 1~ Problem List » |* Moore, Diabates 0471549
Moore, Diabetes 0471549 none listed | Encounters
Age 61 y1s T mng 20 days I
3301 North Main | Pauting Wads ] Medications
Sherrman, TX 77521 | none isted i Lsb
Mother's Last Name: Fischer |~ Outsige Meds > imaging

| none listed I;I:UIC;;::;IS
W

Marital Status: Mamried |~ Default Pharmacy Text Retords
Sex F | | a
Employer :laelaull Pharmacy Mot Set Extusasiotes

(Amending Provider |~ Uncharted Tests ] +-® File Cabingt
+ Recycle Bin
Allergies Chart i Mursing Documentation
Shelfish Mot Done Everyone Age 14 yes 10 105 yrs DT every 520 wh | Cortespondance
Other Sensitivites: none Mot Done Everyone Age 35y1s 10 105 ys EKG every 104 w) HEPs

[ESER

Patient Annotathon(s)
J:ona listed |

PRAHX Mot Done Females Age 35y15 10 110 yvs Mammogram ev | | Reports To Patient
|;c|r|e listed f Diagnosis Hx 1150« W
Prescrighion Hx Allarﬂias:
nane listad SN 1 Shellfish entered 124052010 7:10 AM by dema
ctcdelili et ! Procedure Hx nate” airway closes
|- Social History  —————————————) 1| W Patient humber. 60 gnau ||:|“§l
listed ~ Insur Modified
ronale J L Last Moulified By : demo
Chart Note Ma Insurance Info Mote: Allergy Reviewed Pending
nang listad
Referrals
none listed |

-l FLean | Beam x4
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3. You ask your patient about her smoking history and the patient says she smokes a pack a day and has
done so for 20 years. Click on the Social History field on the left and it populates the box on the right

side of the screen.

« Click the Edit button below the Social History box on the right side of the screen and a new window

opens.

« On the right in the list below the Social History pop-up text click on: Packs per Day. This text is added
to the text in the Social History box on the left.
« In the Social History box on the left, click after Packs per Day and type 1 for 20 years.
* In lower left corner of the window, click Back to Chart. Your new entry appears in the Social History

field.

Patient

Moore, Diabetes 04/15/49
Age: 61 yrs 7 mns 20 days.
8301 North Main
Sherman, TX 77521
Mother's Last Name: Fischer
Home #: (214) 543-4567
SS#:

Marital Status: Married
Sex F

Employer:

Attending Provider:

— Allergies

Shellfish
Other Sensitivities: none

— PMHX

none listed

FMHX
none listed

— Social History
Packs per Day: 1 for 20 years

4. Open your Nurse Note. On top menu bar, click New, New Nurse Note. The Nurse Note opens to the
Chief Complaint tab at the top of the vertical navigation bar on the right side of the window.

T Murse Mote 12/05/2010
Tools
Pt Moore, Diabetes 04/15/43

Chief Complaint

Date: 12/05/2010 last mod; 12/05/2010

[E=RICE

12/05/2010 Nurse Note
Subjective:
Objective:
Assessment:

Plan:

Interventions:

Evaluation:
Revision:
Date of Service: 120572010
Patient Number: 60 Chart ID:
Last Modified: 12052010

u 'S Panel

Abdominal pain,
Anxious

animal bites/attacks,
lasthma,

Bleeding,

Blood sugar, high
Blood sugar, low
iBruising,

Burn,

‘Chest pain,
[Congestion,

not Charted

‘Constipation,
iCough,

Depressed,
Difficulty swallowing,
Diarrhea,
Dizziness,

Fatigue,

» [IFalls,

Allergies/Allergic Reaction,

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore
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5. Your patient complains of a headache and high blood sugar. Under the S Panel (for Subjective) in the
text box on the right side click on blood sugar, high and headache. The text populates the Chief
Complaint box on the bottom left of the screen. Click before headache in the Chief Complaint box on

the left bottom of the screen to place the cursor and click the Enter key on your keyboard. This places
the two complaints on separate lines.

T Narse Note T/05/2010 E=RICH
Tools
Pt Moore, Diabetes 04715149 -hief Complaint Date: 12105/2010 last mod: 12/105/2010
12/05/2010 Nurse Note 3 sPanal -~ | £
Subjective: ]
Objective: Burn Rl==
Plan: nant (Chest pain, ===
Interventions: Congestion, o
Evaluation: Constipation, e
Revision: Cough, |
Date of Service: 12/05/2010 Depressed,
Patient Number. 60 Chart ID: not Charted " ; I proe |
Last Modified: 121052010 Difficutly swallowing, = :
Diarrhea,
Dizziness,
Fatigua,
Falls,
Flulirus, =7
Headache, p——
Heartoumn, £
Hemorrhoids,
Hypertansion
Hyperthyroid,
Hypothyroid,
ichting
Blood sugar, high » |liehy eyes |
Headache Copy
Prav
g _ || Note
: =
[T ]
- JU=1
1
o Done | / Ed | Bt || [E] Repart | X Delete | [ ” ST Export [T) spel |
SPRINGCHARTS e
Electronic Health Records —

6. Click on the Vitals button located below the CC button in the navigation bar on the right side of the
screen. Note that your Chief Complaints now appears in the Subjective section of the Nurse Note.
* You take your patient’s vital signs. Document the following in the boxes on the lower left section of
the window: Temp 100.4, Resp 18, Pulse 98, BP 154/84, Ht 64 inches, Wt 200 Ibs, Sa02 94%.
« Under the Vitals text box on the lower right click: BP right arm, Pt position—supine, Temp source—
Oral, and Room Air. This sends this text to the Notes box on the left. You can separate the Temp
source—Oral and then Room Air from the other text by clicking in front of it and striking the enter key
on the keyboard.
» Under the Vitals text box on the right scroll down to click: Pt complains of pain, Pain location, Pain
rating 0—10 scale, Pain Description, Factors affecting pain, and Factors relieving pain. This sends the
text to the Notes box on the left.
* You question your patient to determine the characteristics of her pain. Type in the following
information in the Notes box following the appropriate labels: Pain location: Headache right above
eyes, Pain rating: 0-10 scale; 8, Pain Description: throbbing, Factors affecting pain: noise, Factors
relieving pain: medication. If you make a mistake, you may place your cursor in the lower left
Examination box and delete unwanted text.
* When you select another tab on the horizontal navigation bar on the right side of the window, the
Vitals, including the pain assessment, populate under the objective heading in the upper left box.
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7 TNurse Nate 12/05/7010 == ]
Tools
Pt Moore, Diabates 041549 Vitals Date: 120052010 lastmod: 12052010
12/05/2010 Nurse Note 2 ] 1
Subjective: Graphs: | §E 1l [g_ J
EBlaod sugar, high T
Headache, Previous Vitals b=
Objective: L
tals: Termp: 100.4F HR: 98 Respc 18 BP: 154184 Wi 200.0ibs [
i B4.0in BMI 34 33 120052010 Temp 'IBDIF.HR 98 Resp: 18
DISAT 94.00 % BP154/34 W 200.01bs HE 54.0in BMI: 34.33
mant: OISAT 94 %
Plan:
Interventions:
Evaluation:
Revision:
Dite of Sendce: 12052010
Patlent Number. 80 Chart 1D: 9
Last Modified: 12052010
O (v -[Z
[Room Al )
wygen via
[BF check only
[EF right am
[BP l&ft arm
Temp: 1004 F  Respi3 Pulse 23 ilPt position - sitting
I[Pt position - supine
BR{154 /|84 Ht 6400 |in W °00.00 | lbs [Pt posttion - right side
[Pt posaion - e side
HC in  EML 3433 BodyFat % i'l'emn aouwres- Adllary
02SAT94.00 % iT-_'-mD SCI;I{-'!-OI_al
l[Temp source - Rectal

[Tamp sowrce - Temporal -

Pain Location: Headache nght above éyes. Pain rating 010 » :
stale: & Pain Descripion: throbbing Factors affecting pain: - M

FDoe || ARt [l repet |[ X
SPRINGCHARTS

Ehectronic Health Rsconds

neoeee'm'fmmm_'msu;

! B sign

7. You complete your admission physical assessment. To document your findings, click on the Exam
button located below the Vitals. The O (Normals) defaults in the text box in the upper right box of the

window.

« In this area select the following systems that are within normal limits when you assess your patient:
Musculoskeletal,
Heart Sounds, Integumentary, and GU/GYN(Genitourinary/Gynecologic)(female). As you click on each
system, the text populates the Examination box on the lower left side of the window. Use the enter key
to put these items on separate lines to streamline your documentation.
« Click the drop-down arrow next to O (Normals) and select O (Abnormals). Select the General
category followed by: overweight. Select the Neuro category followed by: numbness and tingling. If you
make a mistake, you may place your cursor in the lower left Examination box and delete unwanted

HEENT (Head, Eyes, Ears, Nose, and Throat), Lungs/Respiratory, Gastrointestinal,

text.

« Click in the Examination box after numbness and tingling and type: in fingers and toes, worse over

the last year.

Tool:

Pt Moore, Diabetes 0415149

7 [ Nurse Note 12/95/2010

Diagnosis

Date: 121052010 last mod: 1 2005/2010

= = ]

025AT

12052010 Nurse Note
Subjective:
Blood sugar, high
Headache,

e;nclmz
itals: Ternp: 100 4F HR: 98 Resp: 18 BP- 154/84 Wi 200.0lbs
HE 64.0in BMI; 34.33

94.00 %

HENT: Within Normal Limits.

Lungs/Respiratory. Within Norrrial Limits

DIAGNOSIS

Select Diagnosis

&

Gastrointestinal: Within Normal Limits.
Musculoskelatal Within Normal Limits
Hean sounds: Within Normal Limits.
Integurnantary. Within Mormal Limits
GLIGYM (female): Within Normal Limits.
GEMERAL: owverweight

yaar
Assessm
Plan:
Interventions:
Evaluation:

evision:

Niwte of Sandea: 470570490

i

ent:

NEURD: Nurnbnesstingling in ingars and toes, warse over the last

PMHX + Problem List

Previous Diagnoses: FoxHx

SPRINGCHARTS

e K TR RN T
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8. Click Done. The Save As screen populates. Accept the default entries of Save to Tab: Encounters and
Save As: Nurse Note. Click Save.

v Save As &

Save to Tab: n_En__c

Save As: Nurse Note

9. A pop-up appears asking if you want to create a routing slip. Click No.

%' Do Routing Slip? (2R |

Do you want to send a Routing Slip?

(e[ @m]

10. In the Care Tree, in the upper right corner of the chart window, click the + next to Encounters. Click on
the date of your nurse note to view it in the bottom right corner box.

 [Maore, Disbetes D4/15/48 F=Son |
File Edit Windows Actions New |3
AGBBOAX/HERE PP EE
Patient Problem List - Ho&g:‘gl;:‘ff!:s 0415043 A
Moore, Diabetes 0411549 Fune listed | ackiigh
Age: 61 yrs T mns 20 days Fouling Meds ® 1200512010 Murse Note
B301 Morth Main Immunizations
Sherman, TX 77521 none listed Medications
Mothers Last Mame: Fischer Outside Metds Lab 2
g’g;ne #(214) 5434567 L s | Imaging 1
] Medical Tasts
Marital Status: Married Default ¥ F|:w Sheats
gf:;:w_ l-DEfauH Pharmacy Not Set | Tex Records
Aftending Provider | Uncharted Tests | Extusasilolas
#-# File Cabinat
S:":rr“:’s Chart #-% Recyche Bin
s Mot Dane Everyone Age 14 yrs to 105 yrs DT every 520 wk Nursing Documentation
Other Sensitivities: none Mot Done Everyonie Age 3575 10 105 yrs EKG every 104 Comespondencs
PMHK . NotDone Females Age 35 yrs to 110yrs Mammogram ev HEPs il
Fu ne listed |- Diagnosis Hx iF K T v
P Prescription Hx || 12052010 Nurse Note |
none listed Subjective:
Social History — Hx | Elood sugar, high
IT’acks per Day. 1 for 20 years s ob aalc;l":'gmp o o
Chart Note I|l~l|:|lnsurancelnlh | g;s?&.ug'l; U;w%zug L0lbs Mt 64, Dm BHI 3433 -
none listed | Efm s‘:;mhm Normal duh miits i |
ngsfespiratory. in Mormal Limits.
Reforcak Gasirointestinal: Within Normal Limits
none listed Eus:ulnskelﬂ%\hﬂiahﬁ Norrral Limits
" eart sounds: Within Normal Limits
Patient Annotation(s) Imeoumemaﬂ' yithin Normal Limits.
none listed GENE WG (e m;le) Wllhm MNormal Limits
NEURGD: Mumbn ess.mnollng infingers and toes,
warse over the last year
Assessment:
Plan: § . § § | livdl)
T T i
-|| & e ] et | [5] Repen |[_X LBﬂ |
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11. Click Edit below the bottom right box. Click Sign. Select Permanent Sign and Lock when finished with
your Nurse Note.

[ Nurse Note 12/05/2010 [F=SicH |
Tools
Pt Moore, Diabetes 04115149 Chief Complaint Date: 12005/2010 last mod: 1 205/2010
12/05/2010 Nurse Note ‘] 3 [spane ra
Subjective: . l—‘
Blood sugar, high Abdaminal pain - |
Oyaeacluia:::! Anxious,
tals: Temp: 100.4F HR: 98 Resp: 18 BP: 154/84 Wt 200.0lbs AlergiesiAliengic Reaction,
Ht 64.0in BMI: 34,33 1animal bites/attacks, 2
O28AT 94.00 % Asthma, 1
HENT: Within Normal Limits.

Bleeding,

Lungs/Respiratory: Within Normal Limits. =
Gastrointestinal. Within MNormal L
Musculoskeletal: Within Normal Lim|
Heanl sounds: Within Normal Limits.|
Infegumentary. Within Normal Limits|
GLIGYN (female): Within Normal Ling
GENERAL: overweight

MEURO: Numbnessingling in finge)

year.
Assessment:
Plan:
Interventions:
Evaluation: @ cancel
Revision: = .

a i T r

v Sign > =2 |

Initial decumeant or Sign and Parmanently Lock?

— Fatigue.
Bload sugar, high - |IFalls, iz
Headache Copy |12/05/2010
Prev | Blood sugar, high

Note |Heagache

m

Chief Complaint

[Fome | Xose ][ B ) reve: | Msd ]

RINGAHAKTS [ Brse |

Blectronic Health Records.

Exercise 4.2

Congestive Heart Failure

1. After launching SpringCharts, from the top menu toolbar click on Actions, Open a Chart. Type in your
last name and click the search button. Select your “CHF” patient and the chart opens.

T T
File Edit Windows [Actions| New [3

siB2daxX//-RER PR ee

0 aiert Antcoaguiant

Patient Problem List =
Moore, CHF 04015649 Fm\e listed I Encounters
Age: 61 w5 7 mns 20 days
8301 North Main Fruris Mas Medications
Sherman, TX 77521 Nexiurm 40mg | po daily Lab
Mather's Last Name: Fischer TriCor 48mg | po q d Imaging
Home £ (214) 543-4567 L Mets: Medical Tests .
oo Multiple Vitamin FlonChin
Marital Status: Married Outside Meds Text Rac’nrds
Sec M
Employer. none listed | ExcusesMotes
Attending Provider. ~ Defaun v Fila Cabinet
Recycie Bin
= Allergies dDefaull Pharmacy Mot Set | Hursing Documentation
o, e Bt
Causes Mausea Chart Evaluation Hary

PIMHX
HTN 4019 Not Done Everyone Age 35yrs to 105 yrs EKIG every 104
TN Not Done Males Age 404rs 10 110 yrs Prostate Needla B

ot Done Everyone Age 14 yrs to 105 yrs DT every Sioma i
i

FMHK
HTN 4019
HTM Mother Father

Hx

— Sockal History

Caffes: Often

(Soft Drink: Occassionally
Nonsmokar

| ]
| Prescription Hx |
~ Procedure Hx i

[Nn Insurance Infa

Chart Note
none listed

Referrals
Body, Able | M.D

|
|

Patient Annotation{s}
ane lgted

N

Rapors To Patient =

m "
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2. Your patient tells you he was diagnosed with Congestive Heart Failure while on vacation last month in
Florida. Click on PMHX on the left and the past medical history populates the box on the right lower
side of the screen. Click Edit below that box.

« The Past Medical History screen opens and populates in a new window. In the field after Dx in the
upper right of the window, type: CHF and click the search icon. Options appear in the box below. Click
on the CHF, Acute 428.0, which sends this to the Past Medical History list on the upper left side of the
window.

* Click Back to Chart in the lower left corner of the window. The information you added appears in the
PMHX box.

T Moore, CHF 04/15/49
File Edit Windows Actions New u

da@=BAO®& X 7Y

Patient

Moore, CHF 04/15/49
Age: 61 yrs 7 mns 20 days.
8301 North Main
Sherman, TX 77521
Mother's Last Name: Fischer
Home #: (214) 543-4567
SS#:

Marital Status: Married
Sex: M

Employer:

Attending Provider:

- Allergies
Allergies: NKA
Other Sensitivities:
Causes Nausea
— PMHX
CHF, Acute 428.0

CREL IS

3. Your patient also informs you the physician in Florida started him on Maxzide 75/50 mg one pill by
mouth daily (every AM) at the time of his CHF diagnosis. Click on the Routine Meds box and it
populates in the bottom right corner. Click Edit and a new window opens.

« Click in the field after Brand Name on the upper right side of the window and type: Maxzide. Click
Search. Click on the correct dosage. This adds the medication to the Routine Medications list in the
upper left box of the window.

* Click on the Maxzide that is in the Routine Medications list in the upper left. The Edit Rx window
opens. Click on the calendar to the right of Date Started in the left column and choose a date one
month ago. Click Save.
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T [Edit Rx

Brand Name: |Macide

r =
Generic Name: )e/Hydrochiorathiazide

Form: '7
Strength: |75/50mg
Action: l—
Dose Unit: ’—
Route: l—
DoseTiming: |
Dose Note: ﬁ
Duration: | dayls)
Directions: [ipoqam
cuantty: fo
‘Quantity Unit: [—
Refits:
Date Started: 111162010

Date Stopped:

Fill Date:

Reason Stopped:
Diagnosis:

First Data Bank ID: |

Defauft Provider: |dema

I | Drg stopped

[Treatment complated
Medication ineffective

Side effects

interacted with other medication
Allergic reaction

High cost

5l e

vatoce [ Bowe ] [(Qcaes ] [(Bioke | [ Bsmutetn ] [ Koo ] (P])(.G.) [6]

(=0

 Click Back to Chart at the lower left side of the window. The Maxzide is now listed in the Routine

Meds.

T Moore, CHF 04/15/49
File Edit Windows Actions New [

A= 2BOAXZrRER e il BEE E B

Patient

|— Problem List
n

Moore, CHF 04/15/49 one listed |
Age: 61 yrs 7 mns 20 days. :
8301 North Main Routine Meds
Sherman, TX 77521 Manzide ?EA_ISUmg Ipogam
Mother's Last Name: Fischer OTC Meds:
Home #: (214) 543-4567 Outside Meds
SS#: s |
Marital Status: Married LONE Sl
gE‘J(: M Default Pharmacy

mployer: |—
Attending Provider: J Default Pharmacy Not Set

- ~ Uncharted Tests

Allergies |
Allergies: NKA . Chart Evaluation
Other Sensitivities: Not Done Everyone Age 14 yrs to 105 yrs DT every 520 wk
Causes Nausea Not Done Everyone Age 35 yrs to 105 yrs EKG every 104 w

PMHX Not Done Males Age 40yrs to 110 yrs Prostate Needle Bio

CHF, Acute 428.0 Diagnosis HX | I
FMHX | - Prescription Hx i

C Social History -—-I Procedure Hx |
Chaﬂ tobe ‘ Insurance

none listed !;io Insurance Info

4. Open your Nurse Note. Click New, New Nurse Note.
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% Nurse Note 12/05/2010
Tools
Pt Moore, CHF 04/15/49

12/05/2010 Nurse Note
Subjective:
Objective:
Assessment:

Plan:

Interventions:

Evaluation:

Revision:
Date of Service: 12052010
Patient Number. 81 Chart ID: not Charted
Last Modified: 12/052010

[~

Chief Complaint Date: 12/05/2010 last mod: 12/05/2010
O [sPanel x| L7
Abdominal pain, _A;
nxious,

WllergiesiAllergic Reaction,
Animal bites/attacks,
Asthma,
Bleeding,
Blood sugar, high
Blood sugar, low
Bruising,
Burn,
{Chest pain,
ongestion,
Constipation,
ough,
IDeprassed,
Difficulty swallowing,
Diarhea,
Dizziness,

[

|Fatigue,

Chief Complaint

- |IFalls,
Copy
| Prev

O BT Ty LT B . T W

SPRINGCHARTS'

‘Blectronic Health Records

[ @5 |

5. Your patient complains of shortness of breath and says he has swelling in his legs. Select these two
items in the S Panel text and they populate the Chief Complaint box on the bottom left of the screen.

Date of Senice: 12052010
Fatient Number. 61 Chart ID: not Charted
LLast Modified: 12052010

Rash,
Rectal bleeding,
Runny nose,

horness of braath
Sora throat,
Stroke/TIA,
[Suicide attempt,
Swelling in legs,
[Thirst,
[Trauma - Gun shotstabbing,
[Trauma - Laceration,
[Trauma - Motor Viehicle Accident,
Urinary Track Infection,
faginal Discharge

mn

Shorness of breath, Swelling in legs,

Chief Complaint

» |Mertigo,
| Copy
| Prav

1

-
.‘

T Murse Note 12/05/2010 = @
Tools
Pt Moore, CHF 04/15/4% Chiefl Complaint Date: 12/05/2010 last mod: 120052010
12/05/2010 Nurse Note O [sPane | [ E
Subjective: ' s — als
Objective: |loverdose, -
Assessment: P2
Plan: .
(ntanentione Falpitations,
Evaluation: Pregnancyllabor,
Revision: Psychiatric Issugs,

6. Click on the Vitals button located below the CC button on the right side of the screen. The Chief
Complaints now appear in the Subjective section of the Nurse Note.
« You take your patient’s vital signs. Document the following in the boxes on the lower left section of
the window: Temp 98.4, Resp 24, Pulse 104, BP 162/84, Ht 72 inches, Wt 210 Ibs.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore
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« When you take the pulse oximetry reading, your patient’s oxygen saturation is 88%. Enter this value
in the 02SAT (Sa02) field. You start oxygen at 2 liters/min per nasal cannula and direct him to breathe
in through his nose and out through his mouth. His O2 Saturation increases to 94%. Under the

Vitals text box on the right click: O2 Saturation. Click into the Notes box and type the text explaining
your assessment and intervention.

« From the Vitals box on the lower right side of the window, also select: BP left arm, Pt position—
Supine and Temp source—Tympanic and No complaints of pain.

T Nurse Note 12/05/2010 =S|
Tools
Pt Moore, CHF 04/ 5/49 Vitals Date: 12/05/2010 last mod: 12/05/2010
12/05/2010 Nurse Note - | | |
Subjective: Graphs: 1_@_| |_E
Shoriness of breath, Swelling in legs,

Objective: Previous Vitals
Witals: Temp: 98.4F HR: 104 Resp: 24 BP: 162/84 Wt 210.0lbs
HE 72.0in BMI: 28.48
O2SAT 88 %

Assessment:

Plan:

Interventions:

Evaluation:

Revision:

Date of Service: 12052010

Patlent Number. 61 Chart ID: not Charted

Last Modified: 12/052010

u Vitals - /l

BP chack only -
BP right arm

BP leftarm

Pt position - sitting

Pt position - supine

Temp:| 984 F Resp 24 Pulse|104 Pt position - right side =
- Ptposition - left side
BPI162 | 84 Ht 72 in Wt210 | Ibs Temp source - Axillary

[Temp source - Oral
[Temp source - Rectal
[Temp source - Temporal

HC: In  BMI: 2848 BodyFat %

025AT 88 %
Temp source - Tympanic

Placed oxygen at 2 liters/imin per nasal cannula and directed  + Mo complaints of pain A
2 et a

ptto breathe in through his nose and out through his mouth, | [I[™

[Fome | L || Bre ][ Flrepat || Xoses | B | *reeet || Msa |
SPRINGCHARTS (s |

Electronic Health Records. /]

7. You complete your admission physical assessment. To document your findings, click on the Exam
button located below the Vitals. Notice the O (Normals) defaults in the text box in the upper right box of
the window. In this area select the following systems that are within normal limits when you assess
your patient: HEENT, Integumentary, Musculoskeletal, GU (male), and Neurological. As you click on
each system, the text populates the Examination box on the lower left side of the window. Use the
enter key to put these items on separate lines to streamline your documentation.

* Click the drop down arrow next to O (Normals) and select O (Abnormals). Select Chest/ABD followed
by: tachypneic, Posterior Left UL/LL Right UL/ML/LL crackles.

* Click into the Examination box on the lower left and delete the UL on the Left and the UL/ML on the
right so that it reads Posterior Left LL Right LL crackles. Click your Enter key on your keyboard to put
the cursor on the next line.

* Type: Cardiac: heart sounds—S3.

* From the O (Abnormals) select Extremities followed by: edema. Click into the Examination box and
type: bilateral LE +2 pitting on left, +1 pitting on right.
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on
Date of Service: 12052010
Modified: 121052010

Patient Nurnber: 61 Chart ID: not Charted
L

distended

GLIGH:

Indwealling urinary cathatar
Liring cloudy

Sediment in uring

Strong small (o uring
Constipated
EXTREMITIES.

edema

amputation

weak or absent
n

HENT. Within Mormal Limits

Cardiac: heart sounds - 53.

on the right

Integumentary. Within Marmal Limits.

Musculoskalatal: Within Morm:al Limits

Meurological: Within Mormal Limits.

CHESTIABD: tachypneic, Posterior Left LL Right LL crackles,

EXTREMITIES: edema bilateral +2 pitting on tha Ieft, +1 pitting

7 'Nurse Note 12/05/2010 [Ef'i-?-‘_-a
Tn_o_li
EL Modre, CHE:0AH 540 Examination Date: 1210512010 last mod: 12/0512010
12/05/2010 Nurse Note 3 [obnomals) o ] |
Subjective: s | s
Shorness of breath, Swelling in legs, crackes =
Objsciiva: ales and thonchi Ze
Vitals: Temp: 98.4F HR: 104 Resp: 24 BP: 16284 Wt 210.0lbs B
HE 72.0in BMI: 28.48 wheazes
O25AT 83 % rubs
.g?sewme nt audible murrmur
an: o
nterventions: I gf-ﬂl-"al
Evaluation: owels sounds decreased
Revision: bowels sounds high pitched

Copy
Pray
Note

B
3

| [init

Some || Jes || o || Bl | Xosee | B ||

ot Export | [Tseat |

SPRINGCHARTS

Ebectranic Health Records

[c8csm.]

8. Click Done. The Save As screen populates. Accept the default entries of Save to Tab: Encounters and
Save As: Nurse Note. Click Save.

w Save As ﬁ
Save to Tab: :Encwrters v:
Save As: |Nurse Note
| —— =

9. A pop-up appears asking if you want to create a routing slip. Click No.

¥ Do Routing Slip?

Do you want to send a Routing Slip?

(e[ @m]
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10. In the Care Tree in the upper right corner of the chart window, click the +next to Encounters. Click on
the date of your nurse note to view it in the bottom right corner box.
« Click Edit. Click Sign. Select Permanent Sign and Lock when finished with your Nurse Note.

T |Nurse Note 12/05/2010
Taols
Pt Moore, CHF D4/15/49

Chief Complaint

[ =

Date: 120572010 last mod: 12/05/2010

12/05/2010 Nurse Note
Subjective:

Shortness of breath, Swelling in legs,
Objective:

HE 72.0in BMI 2848
0ISATHE %

HEMNT. Within Normal Limis.
Integumentary. Within Normal Limits.
Musculoskeletal Within Normal Limits.
MNeurological: Within Mormal Limits,
CHESTIABD: tachypneic. Posterior
Cardiac: heart sounds - §3,

Is.Te.mn. 98.4F HR: 104 Resp: 24 BP: 162/84 WL 210.0ibs

v Sign

O sranel
Abdominal pain,
lAmdous

nimal bitesiattacks,
Wsthma,
Bleading,

Allergiesiallergic Reaction,

gl e/a

EXTREMITIES: edema bilateral +2 pif |

Plan:
Interventions:
‘ Evaluation:

| on:

Senice: 12052010
Patient Murnber. 61 Chart ID: 12
Last

Initial document or Sign and Permanentty Lock?

§
;

Shortness of breath, Swelling in legs,

1210512010
Shortness of braath, Swelling in legs,

m

SPRINGCHARTS

Hlectronic Health Records

[(Fome [ aBrx [ Flrepon

Exercise 4.3

Pneumonia

1.

After launching SpringCharts, from the top menu toolbar click on Actions, Open a Chart. Type in your

last name and click the search button. Select your “pneumonia” patient and the chart opens.

7 Moore, Preumonia 04/15/45

[ESEEN
File Edt Windows Actions New [
Aaf20@axXx/ B8 e eBEERD
Patient Problem List = [ Moore, P D4/15049
Moote, Preurnonia 0411549 _|:|ona listed | Encounters
Age: 61 yrs 7 mns 20 days I Meds
B301 North Main RRing Medications
Sherman, TX 77521 riddia-fatad Lab
Mothier's Last Narmi: Fischir i Outside Meds Imaging |
Home # (214) 5434567 oo Hétad | Megical Tests C
I Flow Shasts
L
Marital Status. Maried Default W Taxt Racords
Emplayer Default Pharmaty ot Sat I ExtusesMoles
Attending Provider | Uncharted Tests | ::_C?m;::
vecycle
Aergles Chart Nursing Docementation
lergies. NKA Mot Dene Everyona Age 14yrs o 105yrs Ome520w| Conespondente
Cther Sensitvilies: none Mot Done Everyone Age 35y 10 105 y1s EKG every 104 HEPs
PMHX P{n_t.lj)nnz Females Age 35yrs to 110 yrs Mammogram ev L Ruports Ta Patient
Fone ligled Diagnosis Hx |= . in "
FRRY, | Prascription Hs ]
none listed | — J
Social History ——————————_ e |
[;oneﬂs!en —
Chart Nate [Ma Insurance info
none listed
Referrals
none listed ]
Patient Annatation(s)
Fone:men |
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2. Your patient tells you her mother was recently diagnosed with breast cancer. Click on FMHX on the left
and the FMHX populates the box on the right lower side of the screen. Click Edit below that box.
« The Family Medical History window opens. In the space after Dx at the top right type: breast cancer
and click the search button. Breast Cancer 174.9 appears in the box below. Click on the listing, which
sends this to the Family Medical History list on the left upper box in the window.
« Click Mother under the Preference section in the lower right box.
« Click Back to Chart at the lower left side of the window. The information you added appears in the
FMHX box.

T Moore, Pneumonia 04/15/49
File Edit Windows Actions New u

Sda@=20@&a X/l

Patient

Moore, Pneumonia 04/15/49
Age: B1 yrs 7 mns 20 days.
9301 North Main
Sherman, TX 77521
Mother's Last Name: Fischer
Home #: (214) 543-4567
SS#:

Marital Status: Married

Sex F

Employer:

Attending Provider:

— Allergies

Allergies: NKA
Other Sensitivities: none

— PMHX
none listed

FMHX

Breast Cancer174.9
Mother:

3. Your patient also informs you she takes the over-the-counter medication Zyrtec® 10 mg by mouth
daily for allergies she has been having for the last 2 weeks. Click on the Routine Meds box and it
populates in the bottom right corner. Click Edit below that box.

e Click in the field after Brand Name on the upper right side of the window and type: Zyrtec. Click
Search. Click on the correct dosage/frequency. This sends the medication to the Routine Medications
list at the upper left.

« Click on the Zyrtec that is in the Routine Medications list at the upper left. The Edit Rx window opens.
Click in the calendar to the right of Date Started in the left column and choose a date 2 weeks ago.
Click Save.
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T Eat R [E=55
Brand Name: (Zyrtec [ »] :D(ug Stopped - [ /-:
Generic Name: |Cetirizing
— Treatment completed
Form: | Medication insflactive
|Bide effacts
: 1
Strengt: [10mg Interacted with other medication
Action: Allergic reaction
= High cost
Dose: |—
Dose Unit:
Route:
Dose Timing:
Dose Note: |
Duration: day(s)
Directions: || po q am
Quantity: 30
Quantity Urit: |
Refils: [prn.

Date Started:  11/2272010

Date Stopped:

Fill Date:

Reason Stopped:
Diagnosis:

First Data Bank ID: 467730

Defauft Provider: |demo

MewHEID: B save ] @ cancsl i & Lookup | B save to Master ii X Delate .i [ ]| (2] ii 8 |

|

N fon brnsrmns

« Click Back to Chart at the lower left side of the window. The Zyrtec is now listed in the Routine Meds.

T Moore, Pneumonia 04/15/49
File Edit Windows Actions New [

A0 X/Z/rriEBRE BB FE

Patient Problem List
Moore, Pneumonia 04/15/49 ’;cne listed
Age: B1 yrs 7 mns 20 days. :
8301 North Main Routine Meds
Sherman, TX 77521 Zytec 10mg i po g am
Mother's Last Name: Fischer Outside Meds
Home #: (214) 543-4567 .
S none listed
Marital Status: Married — Default Pharmacy
Sex F 3 Default Pharmacy Not Set
Employer:
Aftending Provider. Uncharted Tests [
— Allergies Chart Evaluation
Allergies: NKA Not Done Everyone Age 14 yrs to 105 yrs DT every 520 wk
Other Sensitivities: none Not Done Everyone Age 35 yrs to 105 yrs EKG every 104 wi
— PMHX Not Done Females Age 35 yrs to 110 yrs Mammogram ey
none listed Diagnosis Hx | 1
N Prescription Hx |
Breast Cancer174.9
Mother: r Procedure Hx 1

4. Open your Nurse Note. Click New, New Nurse Note.
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T Nurse Note 1270572000
Tools

il

Pt Moore, Pneumonia 04/15/48 Chief Complaint Date: 12/05/2010 last mod: 12/05/2010
12/05/2010 Nurse Note O [seane = 74 =
g%?jecxue: = - Vitals
ective: Whdominal pain, - Exam
Assessment: i
Plan: Andous, D |
Interventions: AllergiesiAllergic Reaction, Noc |
Evaluation: WWnimal bites/attacks, = ==
Revision: lasthma, 1 s
Date of Service: 12052010 Bleading, Tast
Patient Number. 62 Chart ID: not Charted Blood high Proc
Last Modified: 12052010 acc sugar, v
Blood sugar, low Teaching
Bruising, Evaluation |
Burn, Resssess |
[Chest pain, T FlU-Rem
Congestion, e
Constipation, -
Cough, _& = |
Depressad,
Difficulty swallowing,
Diarrhea,
Diziness,
Fati
atigue,
» |[Falls, X
|| Copy |
Prav |
L Note |
5 ‘ B¢
5 :
2 ()
L T
| it

[Lofowe [ Zex | e ][ Breor || Xouee [ B ][ orewn || D |

SPRINGCHARTS

Electronic Health Records

(m)

5. Your patient complains of chest congestion, a terrible cough, and shortness of breath. Select these
three items in the S Panel list at the upper right and they populate the Chief Complaint box on the

bottom left of the screen.

Fatient Number: 62 Char ID: not Charted
Last Modified: 121052010

lood sugar, high
lood sugar, low
ruising,
um,
hest pain,
ongestion,
Constipation,
ough,
epressed,
ifficulty swallowing,
iarrhea,
izziness,

Chief Complaint

Chest Congestion, Cough, Shortness of breath,

T Nurse Note 12/05/2010 == |
Tools
Pt Moore, Pneumonia 04/15/49 Chiel Complaint Date: 12/05/2010 last mod: 1 2005/20410
12/05/2010 Nurse Note O sPanel | L)
gll:[ajec_tive: . —
jective Abdominal pain, -
Assessment Anxious
Plan: d )
Interventions: WllergiesiAllergic Reaction,
Evaluation: Animal biteslattacks, 3
Revision: Asthma, 7
Date of Service: 120572010 leeding,

.

—
W
E=
gma
i
®

[ElEm s

(Lo [ Zew || Bra || Elrepot || Xoekte | B | orEpet | [Msa |

SPRINGCHARTS

Electronic Health Records

| B~ s
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6. Click on the Vitals button located below the CC button on the vertical navigation bar on right side of the
screen. The Chief Complaints now appear in the Subjective section of the Nurse Note.
* You take your patient’s vital signs. Document the following in the boxes on the lower left section of
the window: Temp 101.4, Resp 24, Pulse 110, BP 120/72, Ht 68 inches, Wt 140 Ibs, Sa02 92%.

* Also select: BP left arm, Pt position—Supine, Temp source—Oral, No complaints of pain, and Room
Alir.

% urie Nate 12/05/2018 T i )
Teal:

L Moore, Prsumania 04nSHY Date. 13042010 tastmod. 1 2042010

ALNEFN0 Hurse Hote
Subjocthve: Graphs: | §E =B
Chel Cangestion, Cowgh, Shodness of breat, -
Objective: Previous Vitals: !
Witats Temnp: 101 4F HR- 110 Resp: 24 BF 120077 Wt 140,005 B |
Ht &8 0in BNE 2128
OI5AT 92 % —ar
ant:
Plan:
Intervantions:
Evaluation:

nn:
Date of Sorvice: 12052010

Patient Number. 52 Cha IDx not Chared
Last Modified: 12052010

Tomp 1018 F Resp 24 Fulse 110
BR(120 iz ME82 i w0 ms
n BMt 2128 BodyFat -
OTBAT 92 %
[l |5 ot arm F1posson - supine Temp squrce - Oral
Rl (Mo comelaints of pain Room Ax
o e | SEm B
SPRINGCHARTS

7. You complete your admission physical assessment. To document your findings click on the Exam
button located below the Vitals. The O (Normals) defaults in the text box in the upper right box of the
window. In this area select the following systems that are within normal limits when you assess your
patient: HENT, Heart Sounds, Integumentary, Musculoskeletal, GU/GYN (female), and Neurological.
As you click on each system, the text populates the Examination box on the lower left side of the
window. Use the enter key to put these items on separate lines to streamline your documentation.

* Click the drop down arrow next to O (Normals) and select O (Abnormals). Select the General section
followed by: tachypneic. Select the Chest/ABD section followed by: Anterior wheezes Left UL/LL
Posterior Left UL/LL crackles.

* Click into the Examination box on the left. Delete the LL on the anterior left and delete the UL after
the Posterior Left so that it reads: Anterior wheezes Left UL Posterior Left LL crackles

« In the same area, click after crackles and select Enter on the keyboard. Type in: Productive cough,
moderate amount of thick yellow sputum.

= Murse Hote LL/S/2010 Py
Took
Pt Moore, Pneumonia D1 549 Examination Date: 12052010 fast mod: 12052010

12057010 Nurse Hote o O {Abncamals) o /

Subjective:

Chest Congestion, Cough, Shomness ofbreath,
Objective:
Witals: Tanp: 108 4F HR: 110 Resp: 24 BF 12072 W 140005
HE 68.0in BMI 21.28
OISAT92 % J Mot increased. mtercostal reraclions. acces:
Assessment;
:’Ian: i
ntervantions: izl
Evaluation: Lt ULLL
wision: Fight ULMULL

Date of Service: 12052010 Laft lung
Palient Nuriber 52 Char D pot Charted g tung
Last Modified: 12162010

wheazes

Futs

taudinle murmir

rreguiar

i3 scunds decreased

Witrin Hormal Limits

|
Prov
[ Mo
3
i

8 it
ornick yellgw spusum

oo | Fra | e | Flosmet | Modse | B | oTimet | [Tsed
SPRINGCHARTS

th Avcory

& s
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8. Click Done. The Save As screen populates. Accept the default entries of Save to Tab: Encounters and

Save As: Nurse Note. Click Save.

S

 Save As
Save ko Tab:
Save As: Nurse Note
E———

9. A pop-up appears asking if you want to create

a routing slip. Click No.

%! Do Routing Slip?

Do you want t

o send a Routing Slip?

e

10. In the Care Tree, click the + next to Encounters. Click on the date of your nurse note to view it in the

bottom right corner box.

* Click Edit. Click Sign. Select Permanent Sign and Lock when finished with your Nurse Note.

7 'Nurse Note 12/05/2010
Tools
Pt Moore, Pneumonia 04115148

12/05/2010 Nurse Note
Subjective:
Chest Congeslion, Cough, Shorness of breath,
hjective:
ftals: Temp: 101 4F HR: 110 Resp: 24 BP: 120072 Wt 140.0lbs
HE 68.0in EMI: 21.28
Q25AT 92 %
HENT. Within Normal Limits
Heart sounds: Within Normal Limits.

Chief C

Integumentary. Within Normal Limits,
Musculaskeletal Within Normal Li

(==

omplaint Date: 12/05/2010 last mod: 12/05/2010

O seane - Z ]

[sbdominal pain, -
(Anaious,

iliergies/Aliergic Reaction
{Animal bitesrattacks, &

isthma,

GLUIGYN (female). Within Narmal Lind & Sign
Meuralogical: Within Normal Limits.
GEMERAL: fachypneic. CHESTIABD
Posterior Left LL crackles, Productivg
yellow sputum,

Assessment:

Initial document or Sign and Parmanantly Lock?

!

Intisl Only |
Plan: —
Interventions: [T TR [P VO |
Evalustion: | Pesmanent Sign and Lodk
Revision: T ———
Date of Senvice: 12052010 l @ cocel
Patien! Number 62 ChadID: 3
1 met 4 -
Al " E Fatigue,
Chast Congestion, Cough, Shorness of breath, « |[Falls, =
Copy |12/05/2010

Prev | Chest Congastion, Cough, Shoriness of breath,

ECAE TR
SPRINGCHARTS

“Hectrunic Heath Records

J

[(Xoser | B [ oreen || Mwa |

L& |
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	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.
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