Level 2 — Chapter 6 IM

Level 2 — Level 2 of Nursing Documentation Using Electronic Health Records includes
chapters 5, 6, 7, and 8. These chapters take the students deeper into EHR features of
documentation and enable them to add to their Nurse Notes using these features. The student is
also introduced to documentation in the ambulatory healthcare setting. Exercises are provided for
the nurse and nurse practitioner to create an Office Visit Note.

Chapter 6 — Nurse Note Documentation — Level 2
n Chapter 6 the student begins to use NANDA-I nursing diagnoses, identify patient goals,
and employ nursing interventions using NIC and NOC verbiage from within the EHR
program as they continue to build Nurse Notes on designated patients with different disease
processes. Level two of the Nurse Note also deals with documentation on the MAR and 1&0O
forms.

Learning Outcomes

After completing Chapter 6, the students will be able to:

6.1 Use NANDA-International (NANDA-I) approved nursing diagnoses to reflect patient needs.
6.2 Identify patient specific goals using Nursing Outcomes Classification (NOC).

6.3 Identify and document nursing interventions using Nursing Intervention Classification (NIC).
6.4 Carry out documentation of medication administration.

6.5 Carry out documentation of intake and output (1&0).

Key Terms & Definitions

Terms and abbreviations encountered in Chapter 6:

Medical Diagnosis: Identification of an illness or disease.

Nursing Diagnosis: “Statement that describes the client’s actual or potential response to a health
problem that the nurse is licensed and competent to treat” (Potter & Perry, 2009, p. 248). The
client may be a person, family, or community.

Objective Data: Information collected by the nurse through observation, auscultation, palpation,
or smell. May include information obtained from the health record such as diagnostic results and
medical diagnoses.

Subjective Data: Descriptions given by the patient or family about the patient’s condition.

Presentation Outline

Lo 6.1 Dx (Nursing Diagnosis)
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Power Point Slides: 1 through 11.
Concept Checkup 6.1

A. List three (3) purposes of standardized nursing language.

Answer:

1. Comparison of nursing activities and outcomes

2. Positive patient outcomes

3. Enhanced quality of patient care

Rationale: In nursing, standard language reflects the nursing process: nursing

diagnoses, nursing outcomes, and nursing interventions. In addition to facilitating the use
of technology, standard language allows for comparison of nursing activities and
outcomes in diverse settings and locations, thereby enabling nursing research to
demonstrate the value of nursing in promoting positive patient outcomes. Another benefit
of standardized terminology is enhanced quality of patient care through promotion of
compliance to standards of care.

B. True or False: The nurse develops nursing diagnoses based on critical thinking about a
patient’s assessment, past health history, and social history.
Answer: False
Rationale: NANDA-I defines nursing diagnosis as “a clinical judgment about individual,
family, or community experiences and responses to actual or potential health problems
and life processes.”

Lo 6.2 NOC (Nursing Outcomes)

Power Point Slides: 12, 13

Concept Checkup 6.2

A. Nursing outcomes may be either or term, and
should include a specific
Answer: Short, long, time frame for achievement
Rationale: Once an outcome is selected, the nurse designates a specific time frame for
achievement of the goal. Nursing outcomes may be either short-term or long term goals.

B. True or False: NOC statements cannot be individualized in SpringCharts.
Answer: False
Rationale: The NOC area can be individualized from inside the NOC window to allow
for Nursing Outcome Classifications that may not be available in the prebuilt text.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 2



Level 2 — Chapter 6 IM

Lo 6.3 NIC (Nursing Interventions)

Power Point Slides: 14, 15
Concept Checkup 6.3

A. What is the purpose of nursing interventions?
Answer: To promote wellness or movement towardwellness
Rationale: Interventions are the activities the nurse provides in order to facilitate
wellness or movement toward wellness.

B. True or False: In the Edit PopUp Text area the nurse can modify the intervention list
including the order of items in the list.
Answer: True
Rationale: In order to individualize pop-up text, the user selects the pencil icon. This
opens the Edit PopUp Text Window where the nurse can add useful text into the open
fields. The order of the intervention list may be modified by using the up and down
arrows on the left-hand side of the screen.

Lo 6.4 MAR (Medication Administration Record)

Power Point Slides: 16, through 20.

Concept Checkup 6.4
A. List the five components of the medication order that must be entered into the MAR.
Answer:
1. Drug name
2. Route
3. Dosage
4. Frequency
5. Time
Rationale: New medications are typed into the MAR, including the drug name, route,
dosage, frequency, and time.

B. In what area of SpringCharts is the MAR located?
Answer: Under the Nursing Documentation tab in the Care Tree within a patient’s chart.

Rationale: The MAR is located within the Nursing Documentation tab within the Care
Tree of a patient’s chart.

Loe.s | & O (Intake and Output)

Power Point Slides: 21, 22.
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Concept Checkup 6.5

A. What tab is used to access the Nursing Documentation Area from within the
Nurse Note?
Answer: The Care Tree tab
Rationale: Like the MAR, in SpringCharts 1&0 documentation is in the Nursing
Documentation area, which is accessed via the Care Tree tab in the Nurse Note.

B. When are intake and output (1&0) totals routinely calculated?
Answer: Each shift

Rationale: 1&0 may be documented hourly and shift totals are calculated by the user
each shift on the 1&0O form.

Exercise 6.1

Chronic Obstructive Pulmonary Disease

Note: (The MAR document is housed in the EHR Materials folder that was installed with the SpringCharts
program. Your instructor or IT staff may need to inform you where this folder is kept.)

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 “COPD” patient and the chart opens.

= Moare, COPD 0U15/88 =leE
File Edit Windows Actions New [

AAf|2dax/Z/r-rilkR e E e

Patient ' Problem List | MooE!t.- COPD 04115149
Moore, COPD 0415149 none lsted 19 Encqiniers
Age: 61 yrs 7 mns 20 days.
8301 North Main Roukkes Mods - Magications
Sherman, TX 77521 OTE Meds: Lab
Mother's Last Name: Fischer Outside Meds Imaging
Home # (114) 543-4567 nons listsd Medical Tasts
Flow Shaet

Marital Status: Married |~ Default y T::RS__'C;:S
g::nmw I-DeTa ult Pharmacy Not Set Excuses/Noles
Attending Provider: |- Uncharted Tests | File Cabinet

Allergh ! Recycie Bin

orires Chart Evaluation Mursing Documentation

Allergies: NKA Mot Done Everyane Age 14 yrs 1o 105 yrs DT every 520 wk | Comespondence
[Other Sensitivities: none Mot Done Everyone Age 35yrs 10 105 yrs EKG every 104 w) £ HaPs

Mot Done Males Age 40yrs to 110 yrs Prostate Needle Bid
i Hx

Repors To Patient

R

FRMHX 1
. _| 022512008 Schizoaffective Disorder 295,70
r Social History ————— 021252008 Schizophreniform Disorder 295 40
Chart Note Prescription Hx
~ raterral — 02/25/2008 Depakote 500mg | bid #50 0
efrals
none listed | Progadurs Hx |
Patient I
FO"E listed ||ND Insurance Info

2. Your patient tells you he has been diagnosed with Chronic Obstructive Pulmonary Disease (COPD)
this past week. Click on PMHX and it populates the right corner box. Click the Edit button below the
right corner box and a new window opens.
¢ Inthe space after Dx at the upper right portion of the window type COPD and click the search

icon. COPD 496 appears in the box below the search button. Click on COPD and it moves to the
Past Medical History box on the left.
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e Inthe lower left corner of the window, click Back to Chart. Your new entry appears in the PMHX
field.

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

dGH=|BQ0& X7\

Patient

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

Marital Status: Married

Sexc M

Employer:

Attending Provider:

— Allergies
Allergies: NKA

Other Sensitivities: none
— PMHX
COPD 496

3. You ask your patient about his smoking history and he says he smokes two packs a day and has done
so for 24 years. Click on the Social History field on the left and it populates the box on the right side of
the screen.

e Click the [Edit] button below the Social History box on the right side of the screen and a new
window opens.

e On the right in the list below Social History click on: Tobacco Use and Packs per Day.

¢ Inthe Social History box on the left, click after Packs per Day and enter 2 for 24 years.

o In lower left corner of the window, click Back to Chart. Your new entry appears in the Social
History field.

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

caa@=|2a0a X 7Y

Patient

Moore, COPD 04/15/49
Age: B1yrs 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: none

PMHX
COPD 496 |

FMHX

obacco Use: 2 Packs per Day. 24

Social History
N
years
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4. Open your Nurse Note. On the top horizontal toolbar, 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.
7 Murse Note 12/05/2010 oo
Tools
Pt Moore, COPD 04115148 Chief Complaint Date: 12/05/2010 last mod: 12/05/2010
12/05/2010 Nurse Note O [srenel =[]
st —
ective: Abdominal pain, »
Assessment: lAnxious, 2 o
Plan: d . Dx
Interventions: AllergiesiAllergic Reaction, NOC
Fvaluation: lanimal bites/attacks, = e
ision: Asthma, 1 —
Date of Service: 12052010 Blaeding,

Patient Mumber. 63 Chart ID: not Charted
]

Last Modified: 12057201 Blood sugar, high

Blood sugar, low
Bruising,

Burn,

Chest pain,
Congestion,
Constipation
Cough,

Depressed,
Difficulty swallowing,
Diarrhea,

Diziness,

Fatigue,

- |Falls,
Copy |02/25/2008 Fever onset day(s) ago. Associated

g Prev | symptoms include . Head Ache Ear Ache Neck Pain

.| Nete |shoulder Pain

| (=)
=

Chief C

(o7 P X |t T ]
SPRINGCHARTS (=]

Hectronic Health Aecords

5. Your patient complains of a cough and shortness of breath. Under the S Panel (for subjective) in the
text box on the right side click on these two items. The text populates in the Chief Complaint box on
the bottom left of the screen.

[+ Murse Note 12/05/2010 ==
fnols
Pt Moore, COPD 04/15/49 Chief Complaint Date: 121052010 Iast mod: 120052010
12/05/2010 Nurse Note O sPanel - 7]
Subjective: 3 == | vials
Objective: Loss of consciousness, al]
Plan: {Memaory loss,
Interventions: {[Nausea,
Evaluation: Mumbness,
Revision: Overdose,
Date of Service: 12052010 IPain
Patient Number. 63 Chart ID: not Charted pal 'm
Last Modified: 1210572010 SpRANOnS.
Pregnancyiabor,
Psychiatric Issues,
Rash,
Rectal bleeding,
Runny nose,
‘Shortness of braath
Sore throat, E
okelTIA,
Sulcide attampt,
iSwelling in legs,
[Thirst,
— [Trauma - Gun shotistabbing,
Cough, Shortness of breath, » ([Trauma - Laceration, X

Copy |02/25/2008 Fever onset day(s) ago. Associated

|sympmms Include . Head Ache Ear Ache Neck Pain
_ | Nete |shouider Pain

8 B

g | |[u=m]

-

[ fome | ew || e || Elrepor || Xosete || B || orecot | [seet |

SPRINGCHARTS =3

Electronic Health Records.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 6



Level 2 — Chapter 6 IM

Click on the Vitals tab located below the CC tab in the vertical navigation bar on the right side of the

screen. Note your Chief Complaints now appear in the Subjective section of the Nurse Note.

e You take your patient’s vital signs, height, and weight. Document the following in the boxes on the
lower left section of the window: Temp 99.4, Resp 26, Pulse 102, BP 144/80, Ht 66 inches, Wt 200
Ibs.

e You measure your patient’'s oxygen saturation on room air and find it to be 87%. Document this in
the O2Sat field. You start oxygen at 2L/minute per nasal cannula and 5 minutes later his oxygen
saturation has increased to 91%. To document this, under the Vitals text box on the bottom right
side of the window click Oxygen via, and O2 Saturation. To document this, click into the Notes
box on the left and document your intervention (O2 initiated at 2L/minute per nasal cannula)
as well as the reassessment (O2 sat increased to 91%).

e Under the Vitals text box on the right click: BP right arm, Pt position— supine and Temp source—
Oral to send this text to the Notes box on the left. The Temp source —Oral can be separated from
the other text by clicking in front of it and striking the enter key on the keyboard.

e Under the Vitals text box on the right click: Pt Complains of pain, Pain location, Pain rating 0-10
scale, Pain Description, Factors affecting pain, and Factors relieving pain to send the text to the
Notes box on the left. Again, place each on a separate line using the enter key.

¢ Fillin the following information in the Notes box that your patient conveys to you: Pain location:
Right lower chest pain from coughing, Pain rating 0-10 scale: 5 on 0-10 scale, Pain description:
aches, Factors affecting pain: coughing, Factors relieving pain: medication.

e

al

T Murse Note 12/05/2010 |
Toals

Pt Moore, COFD 04/15/49 Vitals Date: 12105/2010 last mod: 12105/2010

12/05/2010 Nurse Note

Subjective:
Cough, Shoriness of breath,

Ohjective:
WVitals: Temp: 99 4F HR: 102 Resp: 26 BP; 144730 Wt 200.0lbs
Ht: 66.0in BMI: 32.28

Graphs: i}__ [i
Previous Vitals

02/25/2008 Temnp: 100.9F HR: 96 Resp: 59

O2SATET %
Assessment:
lan:
Interventions:
Evaluation:
Revision:
Date of Service: 12052010
Patient Number 63 Charnt 1D: not Charted
Last Modified: 12052010

BP. 128/89 ' 309.91bs HE 65.7in BMI: 50.47

n Vitals v: [

e hTeT T
[Temp source - Oral
[Temp source - Rectal
[Temp source - Temporal
[Temp source - Tympanic
Mo complaints of pain

Pt Complains of pain
[Pain Location

Pain rating 0-10 scale
Fain Radiation

Pain Description

Factors affecting pain

1 |I[Factors relieving pain
Weight check >

Temp:|99.4 F Resp 26 Pulse 102

BP 144 1 80 Ht |66 in W 200 | Ibs

HE: in BMI: 3228 BodyFat %

Q25AT 8T %

Placed oxygen at 2Uminute per nasal cannula.Oxygen
saturation increased to 91%. BP right arm. Pt position - =

o | ¢
SPRINGCHARTS

Electronic Health Records

B [ oreget || M |

o sn |

Click on the Exam button located below the Vitals. Notice the O (Normals) defaults. In this area select

the following systems that are within normal limits when you assess your patient: HEENT

Gastrointestinal, Musculoskeletal, Heart sounds, Integumentary, and GU (male). Use the enter key to

put these items on separate lines to streamline your documentation.

e Click the drop-down arrow next to O (Normals) and select O (Abnormals). Select the General
section followed by: overweight, restless, and tachypneic. Select the Chest/ABD section followed
by: Respiratory Effort, diminished, wheezes.
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e Click in the Examination box after Respiratory Effort and delete: increased, intercostals retractions,
accessory muscle use, and abdominal retraction so that it reads simply Respiratory Effort,
diminished.

e Click after diminished remove the comma and type: with wheezes.

e Click after wheezes and type: throughout. It now reads “diminished with wheezes throughout”.

 MNurse Note 12/05/2010 [l
Tools
Pt Moore, COPD 04115148 Examination Date: 1205/2010 last mod: 121052010
125010 Nurse Note O oabnomais) = el
ubjective: s
m(,:_oug[\. Shartness of breath, HENT
jective: iy .
Vitals: Temp: 99.4F HR: 102 Resp: 26 BP: 144180 WL 200 0ibs oy [PLECHE memarae
Ht B6.0in BMI: 3228 ral cavity positive for trush
O2ISAT 87 % Sclera reddened
Assessment: [Throat renansitar edama
Plan: CHESTIABD
E“‘::{::"i':":"s Respiratory Effort increased, infercostal retractions, acces
Revision: Postarior
Date of Service: 12052010 (anterior
Patient Numbar 63 Chart ID: nod Chaned Laft ULAL
Last Modified: 12052010 Right LILMLILL E
Leftlung
Right lung
diminished
coarse
crackles
rales and rhonchi
wheezes
Gastrointestinal. V¥ithin Normal Limits il L
Musculoskeletal Within Normal Limits. CUﬂr
Heart sounds: Within Normal Limits. Prev
Intagumentary. Within Mormal Limits Note
GU {malg) Within Normal Limits £ [;i
GEMERAL ovarweight restless tachypneic e
CHESTIABD: Respiratory Effort diminished with wheezes IEE
throughout ikt
ooe | Jex || B || Plrepor | Xosse | @ || sTEee || [T]sa
SPRINGCHARTS =
Electronic Health Recond |

8. Click the Dx button below the Exam button in the vertical navigation bar on the right. Click on the red
NANDA on the left bottom of the screen. The Dx text window populates.
e Click Breathing Pattern, Ineffective and Gas Exchange, Impaired. Click the [D&T] button to date
and time the entry. Click Done.
e Add the related factor (r/t) and as evidenced by (AEB) typing them into the field after each
NANDA diagnosis. Remember to place each nursing diagnosis on a separate line using the enter
key.

= Nurse Note 12/05,2010 [E=REEE ="
Toals
Pt Moore, COPD 0415149 Diagnosis Date: 12052010 last mod: 12005(2010

12052010 Nurse Note DHAGNOSIS

Subjective:

Caugh, Shorness of breath, S
Objective: &

Vitals: Temp: 99.4F HR- 102 Resp: 26 BP: 144/80 Wt 200.01bs
Ht 66.0in BMI: 32.78 WO
QISAT BT % Select Diagnosis ey |
HENT. Wishin Marrnal Limits -
Gastrointestinal. Within Nommal Limits
Musculoskeletal, Within Normal Limits
Heart sounds: Within Normal Limits.
Iritegurnentary. Within Norrmal Lirmits.
G (male): Within Normal Limits
GENERAL ovarweight restiess tachypneic
i fMart

CHE! D Regpil E with wheezes
Assessment:
Plan: PRHIK + Probiem List
Interventions: -
Evaluation: COPD 456
on:
Date of Sendce: 1205201

o
Patient Number. 63 Chart ID: not Chared
Last Modified: 12052010

“| Previous Diasgnoses Bowme
Schizoaffective Disorder 295.70
- |[[Bchizophreniform Disorder 295.40

Breathing Pattarn, inaffective ART COPD =
Gas Exchangs, Impaired AEB increased respiratoryrate and |2
decreased SADD

1H05/2010 10:43 AM -

ome || s ][ e |[ Blrept | Xodee || @ [ ameme [ Tseat |
SPRINGCHARTS =)

Eiectronic Heaith Records
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9. Click the NOC tab in the vertical navigation bar on the right located below the Dx button. Notice that
your NANDA documentation populates the Nurse Note.
e Below the Nursing Outcomes Classification in the upper right box select the following:

(0]

(0]

(0]

(0]

Knowledge—Disease Process: Extent of understanding conveyed about a specific
disease process and prevention of complications.

Respiratory Status: Movement of air in and out of the lungs and exchange of carbon
dioxide and oxygen at the alveolar level.

Respiratory Status—Gas Exchange: Alveolar exchange of carbon dioxide and oxygen to
maintain arterial gas concentrations.

Smoking Cessation Behavior: Personal actions to eliminate tobacco use.

e Use the Enter key on the keyboard to place each outcome on separate lines to streamline your
documentation.

e Use the up and down arrows to place the nursing diagnoses in order of priority.
¢ Individualize the outcome statements for the client by indicating measureable goals and time

frames.

Tools

Plan:
NOC:

T Murse Note 12/05/2010

Pt Moore, COPD 0415149 NOC

Other D :Breathing Pattern, Ineffective ART COPD - u 7_
Other O :Gas Exchange, Impaired AEB increased respiratory rate am

Other Dx decreased SA02
Other Dx 1210572010 10:43 AM

Respiratory Status: Movement of air in and out of the lungs and
exchange of carbon dicxide and oxygen at the alveloar leval moderate
compromised { 3
Respiratory Status: Gas Exchange: Alveolar exchange of carbon IPain Control: Personal actions to control pain
dioxide and oxygen to maintai i deratel
compromised.
Knowledge - Disease Process: Extent of undersianding conveyed
about a speciic disease process and prevention of complications
minimally informed
Smoking Cessation Behavior: Personal aclions to eliminate tobacco
use none at this time. B
Interventions:
Evaluation:
Revision:
Date of Service: 12052010
Patient Mumber. 63 Chart 1D not Charted
Last Modified: 12/05:2010

[ e |

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

Mursing Outcomes Classification «

Mobility. Ability to move purposefully in own environment in¢ = Exam

|Nausea and Vomiting Control: Personal actions to controlr | 750
iMeurological Status: Ability of the peripheral and central ner
iMutritional Status: Extent to which nutrients are available to
QOraI Hygeine: Condition of the mouth, teeth, gums, and ton

arterial gas ¢ ation: [Post Procedure Recovery. Extent to which an individual retu
tQuality of Life: Extent of positive perception of current life cir
Respiratory Status: Movemeant of air in and out of the lungs
\Respiratory Stalus: Gas Exchange: Alveolar exchange of ca
;53[& Home Environment: Physical arrangements to minimi
iSel-Care: Activities of Daily Living (ADL): Ability to perform t
ISensory Function: Extent fo which an individual comectly se
iISmoking Cessation Behavior: Personal actions to eliminat M @
[Tissue Integrity: Skin and Mucous Membranes: Structural ir -

ITissue Perfusion: Cardiac: Adequacy of blood flow through

;Llrlnar,l Elimination; Collection and discharge of urine

F[U-Rem

{vital Signs: Extent to which temperature, pulss, respiration,

il L Weioht Bodv Mass, Extent to which bodv weioht muscle. a ™
Ll m »

Respiratory Status: Movement of air in and out of the lungs and  ~ I

exchange of carbon dioxide and oxygen atthe alveloar level Copy

maoderately compromised Prev

Respiratory Status: Gas Exchange: Alveolar exchange of carbon | & N_mi
dioxide and oxygen to maintain arterial gas concentrations ‘Eﬁ_:
moderately compromised. I 2 |
Knowledge - Disease Process: Extent of understanding :E
convayad about a specific diseass process and prevention of |

| o#oome | A eae l =B Priot
SPRINGCHARTS'

Elacirnnic Health Bearned

Blrepot || X pelete | B

T Export _i_ [T) spet |

EEN)

10. Click the NIC button in the vertical navigation bar on the right below the NOC button. Notice that your
outcomes populate the Nurse Note.
e Select the following interventions:

(0}

[0}
[0}

(0]

(0]

Medication Administration: Preparing, giving, and evaluating the effectiveness of
prescription and nonprescription drugs.

Oxygen Therapy: Administration of oxygen and monitoring of its effectiveness.
Respiratory Monitoring: Collection and analysis of patient data to ensure airway patency
and adequate gas exchange.

Teaching—Disease Process: Assisting the patient to understand information related to a
specific disease process.

Vital Signs Monitoring: Collection and analysis of cardiovascular, respiratory, and body
temperature data to determine and prevent complications.

e Click in the Nursing Interventions Classification box on the bottom, left side of the window, after
the Oxygen Therapy line and type: See Vitals documentation.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore
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Still in the Nursing Interventions Classificat

ion box click after Teaching: Disease Process and type:

Taught pursed lip breathing to patient and significant other. Verbalized understanding and
demonstrated technique with verbal cues. Continue to reinforce.

Respiratory Status: Movement of air in and out of the lungs and
exchange of carbon dioxide and ogygen at the atveloar level moderate
compromised.
Respiratory Status: Gas Exchange: Alvealar exchange of carbon
dioxide and arygen 10 maintain anerial gas concentrations moderatel
campromised
Knowledge - Disease Process: Exent of understanding conveyed
about a specific disease process and prevention of complications
minimally informed
Smoking Cessation Behavior: Personal actions to eliminate tobacco
uge none at this time,

Interventions:

Evaluation:

Revision:
Date of Sendce: 12052010

Patient Nurmber, 62 Chart ID: nol Charted
Last Modified: 12052010

% Murse Note 12/05/2010 = [E (|
Tools
Pt Moore, COPD 04115149 NIC Date: 12/05/2010 Jast mod: 12/05/2010
Other Dx ‘Breathing Pattern, Ineffactive ART COPD - |
Other D :Gas Exchange, Impaired AEB increased respiratory rate ani 3 hursinginteventions Classific.. = ! Z | -
g::gr B: ?gﬂ;ﬂ%ﬁ%ﬁﬁg M Respiratory Monitoring: Collection and analysis of patientd . '_E;“
lan: Resuscitation: Administering emergency measures 1o sus ==
HOC: Seizure Precautions: Prevention or minimization of potentia

Sel-Care Assistance: Assisting another to perform activitie
Skin Surveillance: Collection and analysis of patient data to
Smoking Cessation Assistance: Helping another to stop st
Spintual Support Assisting the patient 1o feel balance and
Suicide Pravention: Reducing risk of selt-inflicted harm witt
Surgical Praparation: Providing cars to a patisnt immediats
[Teaching: Disease Process: Assisting the patient to under:
[Teaching: Prescribed Diet Preparing a patient to corractlyf
[Teaching Prescribad Medication: Praparing a patiant to saf
[Teaching Procedura/Treatment Preparing a patient to unds
Trac zation Care: M of a patient whi
[Tube Care: Management of a patient with an extemnal drain: _
Urinary Catheterization: Insertion of a catheter info the bladi

of an oplimal

. m

ital Signs g: Collection and analysis of cardiovas
Nound Care: Prevention of wound complications and prom =

o ensure airway patency and adequate gas exchange
Teaching: Disease Process: Assisting the patientto
understand information related to a specific disease

process Taught pursed lip breathing to patient and significant
othar. Verbalized understanding and demonstrated tachnigue
with verbal cues. Continue to reinforce.

Vital Signs Monitoring: Collection and analysis of
card ular, respl ¥, and body

determing and prevant complications.

NIC

datato

« m 0

Copy
Prov

Note |
=

[ o | ]
SPRINGCHARTS

Electronic Health Records

[ B || Elrepor |

Xodeie [ B [ @repe || [ |

[ Bs,m

11. . Move the Nurse Note by clicking on the minimize icon in the upper right corner. This will bring

you back to the patient's chart.
Click the New menu and Import Items at th
Document and the File Cabinet window ap

e bottom of the list. Select Import File Cabinet
pears. Type MAR into the Document name. In the Chart

Tab select the drop down box on the right and choose Nursing Documentation. In the Description

field type MAR. Click Attach. Select Existin
Care Tree on the right in the Nursing Docu

g. Click OK. Click Done. The document appears in the
mentation tab.

% File Cabinet Document

MAR
Moore, C

Document Name
Patient

Chart Tab
Folder

File

Description

Consult

_N\.rsinq Documentation « _

Medication Administration Record.xls

P

Created On:
Last Modified:
Signed by:

12-05-2010
12-05-2010

&

OPD 04/15/1949

-

MAR

7 Attach H B sign l
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e Click on the + in front of Nursing Documentation. Highlight the MAR and click [Doc] button at the
bottom right hand side of the screen. The MAR document opens. Enter the Patient, Date of Birth,
Date, Admit date, Doctor, and Room #. Initial and sign at the bottom of the MAR. Include
your credentials.

T Wieare, COPD (UTS/8 =)
File Edt Window: Actions Mew [
AA020BX/rER PeeheEERD
Patient — Problem List - — - |* Moare, COPD 0415149
Moore, COPD 04115148 nen listed ' 5‘:‘""‘:":‘: "
iAge B y7s T mns 20 days. I ehibhrkerad
301 Narth Wain R ks 1| 5= Medications
Sheman, TX 77521 | OTC Meds: | Lat
Mathers Last Name. Fischear Outside Meds Imaging
e - 214} 86545 o Haded Midkct it
5 s . ow Shasts
g:;r.:l Status: Married Default Pharmacy Tax Reconds
Emiakoir Defaun Prarmacy Not Set ExcusssmMoles
Amending Provider | Uncharted Tests |
- i g c I : umnentason
Swrall g bty et Done Evervane Age 14478 10 105 yrs DT every 520 wh| ® 12052010 MAR Moors, COPD 041 51545
Cthir Sendithities: none Mot Done Everyone Age 35 y7s 10 105 yws EKG every 104 w] B Comespondence
PR ot Done Mates Age 4075 1o 110 y7s Prostate Neadie Bio| e
COPD 496 Diagnosis Hx
[T 2252008 Sehizoafleciive Disorder 295.70
i _| 0212542008 Schizopheenitorm Disorder 295 40 FlF%Pﬁmgmg o
Social History Prescription Hx Flle Marme: FC_SaMedicatonAdminist sl
p sy 2 s Y Fila C: 1F ol Consut
Tobacco Use: 2Packs per D 2 | ossianon Depakote S00mg | bid #60 ) el i
Descrpbon/Summary. MAR
s Proceduse Hi | | Last Modmed 12057010
Rforrals e
Airiniieny |[re0 insurance info
e —
Patient Annatationis)
reang listed
Fem | Bem | X B | o

A =] C|U|E|F |G| H] 1 ]J]K|L|M|N|W|F|WU|KR|S U | Vv | W[ &Y ]| £
Medication Administration Record
Patient- Moore, COPD Date: 12/5/2010 to Doctor: Stephen Finchman
Date of birth: 4151949 Admit- 12/5/2010 Room # 3205

|'0500|'0900|'1000|'1100|'1200|’1300(1400(1500(1500(1700(1300(1900 (2000(2100(2200 (2300(2400(0100 (0200(0300(0400(asou(aeoo(amo
[ [ T T 1T 1 [ 1T T 1

e The primary care provider writes an order to continue the patient’s Allegra 180 mg by mouth daily
and Aspirin 325 mg by mouth daily. Add the medications to the MAR by typing the name of the
medication, strength, dose, and directions into the form.. Document that you gave the Allegra
and Aspirin as ordered by typing your initials into the correct time box on the form. Initial and sign
at the bottom of the MAR. Include your credentials.

e Your patient requests Aleve for the pain he is having in his chest due to his cough. You confirm
that the physician has ordered Aleve 550 milligrams by mouth every 12 hours as needed for pain.
Add this medication to the MAR and document administration. Close the MAR by clicking the * X'
on the top right corner of the form. A pop up will ask you if you want to save the changes
you've made, select yes. A pop up will ask you if you want to save the changes you've made,

select yes.. The Update Document window appears. Answer yes to the question, “Do you want to
send a new version to the server?”

Medication Administration Record
Patient: Moore, COPD Date: 12/5/2010 to Doctor Stephen Finchman
Date of birth 4151949 Admit: 12572010 Room # 3205

0800(0900(1000(1100{1200(1300( 1400{1500{ 1600{1700{ 1800{ 1900|2000 00 ilr 00| 00{0300| 04

JAllegra 3
St et B0mg Dol

Dk ections FO dady sH

|Aspinn 8
rroegth Aitmgy Oosel

[Disections PO Dally SN

Jleve
SmeghSSimg  Dosed

D cticans Evty 12 bl s 4 Pk e pin sH
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Update Document

The Attached file may have changed. Do you want to send a new version to the server?
Yes ] [ No ] [ Cancel

12. You are still in the Nursing Documentation area.

e Click the New menu, select Import File Cabinet Document and the File Cabinet window appears.
Type Intake and Output into the Document name. In the Chart Tab select the drop down box on
the right and choose Nursing Documentation. In the Description field type Intake and Output. Click
Attach. Select Existing. Use the search mechanism to select the blank Intake and Output
document from the EHR Materials folder. Click OK. Click Done. The document appears in the
Care Tree on the right in the Nursing Documentation tab.

% File Cabinet Document S
Created On:  12-05-2010
Last Modified:  12-05-2010
Signed by:

Document Name I1&0O

Patient Moore, COPD 04/15/1949 B

Chart Tab Nursing Documentation

Folder  Consult -

File 180 Form.xls

pescription _

I &0 <

&7 Attach H £ sign ! Bl Print P8 Delete ¢~ Done

e Click on the + in front of Nursing Documentation. Highlight the Intake and Output and click Edit at
the bottom right hand side of the screen. The File Cabinet window appears. Click on the blue
hyperlink next to the word File. The Intake and Output document opens. Type in the Patient Name
and Date.

e Your patient has taken in 1000 milliliters (mL) of fluid orally, 400 mL at 0800, 300 mL at 1100, and
300 mL at 1300. He voided 500 mL, 250 mL at 0930, and 250 mL at 1230. Document your shift
totals. (Document the number of milliliters only; you do not need to type in mls.) Close the
I1&0O form by clicking the “X” on the top right corner of the form. A pop up will ask you if you want to
save the changes you've made, select yes. The File Cabinet Document window appears. Click
Done. The Update Document window appears. Answer yes to the question, “Do you want to
send a new version to the server?”
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Patient Name: Moore, COPD

Level 1 Patient anxious and agitated of restless (or both)

Hamsey Seale for Sedation Headrick Fali Risk Model - Assessment Tool

Date:

121542010

Fiecont Hirtary of Falle
Level 2 Patient cooperate, oriented and tranguil Deprassion *d 4 4
Level 3 Paticnt f:;iend: to commands only Alvered Elimination *3 * 3 -3
A P ConfurianiDisariented .3 -3 -3
Level & Paticat azleep but responds briskly to light, I_Dinimd\'a:iu 3 +3 * 3
glabeliar tap or loud suditory stimulows. Faar Judgemaent .3 3 3 - Harmal/Low Rirk
Level § Patient azleep with sluggizh response to light, Faar MabilivytGensralined =2 =2 2 36 |Lovel 1High Rk

labellar tap of loud wuditory stimulous. o aknars

Lewel & Patient azlesp with no recponse to stimuli,

Hers ool Lowal 2Eutremely

High Risk

Update Document SI————

|
] Total Total
| 3

= a g

i | g ne 2

= Oral 3 s & g

= @ = Intake | S5 5] Clutput
7

8 400

3 250

10 E &~ & MF

1 300 p=

12 A \11‘5 250

13 300 e

T |

TOTALS | 1000 8 Hour Toy 500 |

[ =% |

The Attached file may have changed. Do you want to send a new version to the server?

Yes HNo

] [ Cancel

13. Return to the Nurse Note. The Nurse Note may be located at the bottom of the screen due to
minimizing it earlier. Return to the Nurse Note by clicking maximize icon on the right upper side of
the Nurse Note. In the Nurse Note click Done. The Save As screen populates. Click Save.

w Save As

B

Save to Tab: '_Encounters v:

Save As: |Nurse Note

—— C

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

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore
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%! Do Routing Slip? (222

Do you want to send a Routing Slip?

e

15. In the Care Tree, click the + next to Encounters. Click on the date of your Nurse Note and it appears in

the bottom right corner box.

Click Edit below the bottom right corner box. The Nurse Note window opens. Click Sign at the
lower right side of the window. The Sign window opens. Select Permanent Sign and Lock when

finished with your Nurse Note.

=
nons listed ||Nh Insurance Info |

Em:mumn —|

[ Zean || e | [Blruen |

= Moare, COPD B4/15/80 S|
File Edit Windows Actions New [
ABBE2QE@X/-EE PosheBEBPRPE
‘Pationt  ProvlemList - Moare, COPD D4N5i49 .
Moore, COPD 04115149 |mm listed | E:{rfg:;snm Nurse Mote
6301 Mo Ronine Mests 027252008 Offce Visi
Sherman, T 77521 0TC Meds: | ImmunZasans.
Molher's Last Name: Fischer Outside Mads Medications. £
Hame # (214) 543-4567 Misi | Lab
S5F * Imaging
Marital Status. Married Dafault acy Medical Tests
g::p::m Eeraun Pharmacy Not Set | Flow Shests
Aftending Provider Uncharted Tests | Ted Records
Aorgies Chart * File Cabingt
lergies: NEA | Haot Done Evéryone Age 14 yrs 10 105 yrs DT évery 520 wi Recycie Bin
Other Sensilihitles: none Hot Done Everyone Age 3515 to 105 yrs EKG every 104 Mursing Documentation
PR Mot Done Males Age 40 yrs 10110 yrs Frostate Needla Bi ® 1205720101 & O Moods, COPD 0411511585 =
coPD 496 | oeagnosis Hx i i i
FHH 0272572008 Senizoafizcte Disarder 205,70 -
5 | nzrrsrz008 295 40 ‘ 12052010 Nurse Note
Proscription Hx Counﬂ Shorness of broath, A
l&:ﬁ::o Use: 2Packs prDBE M | oo inng meraota S00mg | bk 280 120 | ?,fsﬁ‘%'w, 99.4F HR. 102 Resp: 26 1
! orocedure Hx -] &IBD 200.00bs HE 66.0in BME32.28
Chart Note 1 | OI5AT 87 %
ik N, HENT. Within Mommal Limils.
Referrats rmal Limits.

Within Noi
Musculozkelatal Vithin Nomnal Limits.

OU male} \v\mmn Marmal Limils.

rweight restiess tachypneic
CHESTJ!SD Respiratory ES0rt diminished wih
wheezes thraughout

ent:
Citver O Breathing Pathern, Inefactive ART COPD
Cttvar O ‘Gras Exchange, Impaired AEB increased
Olhar i respiratory rale and decreased S-IO?

) > B

= o

Date: 12/05/2010 last mod: 121052010

' Nurse Note 12/05/2010
Tools
Pl Maore, COPD 04N 5143 Chief Complaint
12/0572010 Nurse Note | I3 |sPanel
Subjective: .
Cough, Snormess of breath, Abdominal pain,
Obje Anxous,

als: Temp 99.4F HR: 102 Resp: 26 BP: 144/80 Wi 200 0lbs
Ht 66.0in BMI: 32.28

Musculoskeletal Within Normal Limits,

Heart sounds: Within Narmal Limits -

Integumentary. Within Normal Limits}] ¥ Sign L

GL {rnale): Within Mormal Limits. r —_

GENERAL: ovarwaight raslless lac!

CHESTIABD: Respiratory Effort: dimi
ment:

Other O Breathing FPattem, Ineffec
Other Dn /Gas Exchange, Impaired
Other D decreased SAOZ,

Other Do 1270572010 10:43 AM

|= [Wliergles/Aliergic Reaction,

QISAT 8T % Animal bitesfattacks,
HENT: Within Norrnal Limits. Asthma,
Gastrointestinal; Within Normal Limits Bleading,

Initial document or Sign and Permanently Lock?

2]

Plan:
NOC:
Ri tatus of alr
ayrhanna of carhon dinvide and
(] p—
atigus,
Cough, Shofness of breath - [Falls, i
Copy | 1200512010
Prev | Cough, Shorness of breath,
_|| Nate 02252008 Fever onset day(s) ago. Assotiated
1 | | symploms include . Head Ache Ear Ache Neck Pain
= ——shoulder Pain
g L
- | L

ooe || wBeo || Flrspor || Xoee | B ||

areput || [Tsea |

SPRINGCHAR]S

Electrankc Health Records

| s |
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Exercise 6.2
Fractured Hip

1. After launching SpringCharts, click on Actions, Open a Chart. Type in your last name and click the

search button. Select your “fractured hip” patient and the chart opens.

7 Moore, Fractured Hip 04/15/49
File Edit Windows Actions New |3

A0 @X/-ER BB EFBPD

Patient — Problem List | =
Moore, Fractured Hip 0471 5149 outine Meds %
Age: B1 yrs 7 mns 20 days. ind immunizations
8301 North Main OTC Meds: i Medications
Sherman, T 77521 Outside Meds Lt
Mother's Last Name: Fischer 'none Esled | imaging
Home ¥ (214) 543-4567 el Medical Tests
S5F Default v Flow Sheels
AN 00 Maihed Default Pharmacy ot Set | Taxt Racords
Ermployer Uncharted Tests | EXLaANIO:
ARending Provider File Cabinst

o= ‘Chart Evaluation Racyeie Bin
Nat Done Everyone Age 14 y1s to 105 yrs DT every 520 wk Mursing Documentation
Allargies: NKA ot Done Everyone Age 3575 10 105 yrs EKG every 104 Comespondsnce
[Other Sensinaties: none Not Done Females Ape 35y7s 10 110y7s Mammograrm ev | = HEPs
Hx eports To Patient

rm | | R ToP

FHHK 1

[ Sochal Histoy ——————————— " pracequre Hx |

Chart Note
nong listed

I.— Insurance
.!NU Insurance lnfo

Referrals
nong listed

Patient Annotation(s)
|:n<|a Hsted

2. Your patient has been admitted for a broken right hip. She tells you she has a history of osteoporosis.
Click on PMHX on the left and the past medical history populates the box on the right lower side of the

screen. Click Edit.

e The Past Medical History screen populates. In the space after Dx type: osteo and click the search
icon. Options appear in the box below. Click on the osteoporosis 733.0, which sends this to the
Past Medical History list.

e Click Back to Chart. The information you added appears in the PMHX box.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore

F Moore, Fractured Hip 04/15/49
File Edit| Windows Actions New u

SAABABOA X /Y

Patient

Moore, Fractured Hip 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

Allergies: NKA

Other Sensitivities: none
PMHX

Osteaporosis 733.00
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3. Open your Nurse Note. Click New, New Nurse Note.

7 Nurse Note 12/85/2010

=loEs

Tools
Pt Moore, Fractured Hip 04/15/49 Chief Complaint Date: 12/05/2010 last mod: 12/05/2010
- ——— —
12/05/2010 Nurse Note O [sranel o ele = |
(S]lal_ajeqﬁve: R - | wials
jective: Abdominal pain, * || Exam
Assessment: lanxious, e M)
Plan: allaraie il React Dx
Interventions: ergies/Allergic Reaction, o
Evaluation: Animal bites/attacks, - =
Revision: Asthma, 3 NIC
Date of Service: 12052010 Sieeding =
Patlent Number: 64 Char ID: not Charted 1ood aar hiah ——u
Last Modifiec: 121052010 000 sugar, gl L :
lood sugar, low Teaching
ruising, Evaluation
Burn, [Reassess |
hest pain, TFiU-Rem |
ongestion, v |
‘Constipation, e
‘Cough, _g_
Depressed,
Difficulty swallowing,
Diarrhea,
Dizziness,
|Fatigue,
< |Fats. _ 2]
|| Copy
E_ _ | Note
il
§ ()
g
- T A— s e = e — T
[ fome | e | sBein || Flrepon || Xoeete || @ | #TEwpe | [Tseat |
SPRINGCHARTS ()
PEPe——" e

4. Your patient complains of pain in her right hip. Select Pain in the S Panel text and it populates the
Chief Complaint box on the bottom left of the screen. Click in the Chief Complaint box after Pain, and

type: right hip.

 'Murse Note 12/05/2010
Tools|

|

Pt Moore, Fractured Hip 04115149 Chief Complaint Date: 1200572010 last mod: 1200512010
12/05/2010 Nurse Note 3 [sPanel - Z =
Subjecti E : it als
Objective: Hyperthyroid, Tl

4 : = d Exam
gﬁﬁ;ssment, Hypothyraid, Dx
Interventions: chting, NOC
Evaluation: lchy eyes, =
Revision: Knee Surgery e

Date of Service: 12052010 Lethargy, T
Pf:;m:::g:’nsc;;“u notChartsd Loss of consciousness, Proc
Memaory loss, Teaching
MNausea, | Evaluation
Mumbness, Reassess
Overdose, FlU-Rem
Pain, Ef Cara Trae
Palpitations,
Pregnancyllabor, ___g___
Psychiatric Issues, =
Rash,
Rectal bleeding,
Runny nose,
Shoriness of braath
Pain right hip, ~» |[Sore throat =
Copy
Prev
_ | Note
=i raa |
3 |
3 e
e |i|l0| I

[Lofome | Zea || e || Bren

[ Xode || B || oremon || M |

SPRINGCHARTS

Elaceranic bipaioh Barnerls

[[@rsm |
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5. 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 Complaint now appears in the Subjective section of the Nurse Note.

e You take your patient’s vital signs. Document the following: Temp 98.4, Resp 16, Pulse 114, BP
162/94, Ht 60 inches, Wt 130 Ibs, O2SAT% 94.

e Also select: BP left arm, Pt position—supine and Temp source—Tympanic.

e Under the Vitals text box on the lower right click: Pt Complains of pain, Pain location, Pain rating
0-10 scale, Pain Description, Factors affecting pain, and Factors relieving pain to send the text to
the Notes box on the left.

¢ Fillin the following information in the Notes box that your patient conveys to you: Right hip pain, 4
on 0-10 scale (she received morphine 4 mg IV in the ED one hour ago), Description: stabbing,
Factors affecting: movement, Factors relieving: medication.

T Murse Note 12/05/2010 = o |
Tools
Pt Moore, Fractured Hip 04/15/49 Vitals Date: 12/05/2010 last mod: 12/05/2010
12/0572010 Nurse Note B L] i
Subjective: Graphs: | [E i) Jl £al
Pain right hip,
bjective: Previous Vitals ~ | EksuL

Vitals: Temp: 98.4F HR: 114 Resp: 16 BP: 162/94 Wt 130.0lbs
HE 60.0in BMI: 25.39

Interventions:

Evaluation:

Revision:
Date of Service: 120572010

Patient Mumber: 64 ChartID: not Charted
Last Modified: 12052010

O vitals - Z

TP AT P —_—
[Temp source - Oral

[Temp source - Rectal

[Temp source - Temporal

[Temp source - Tympanic

Mo complaints of pain

Ti 1984 |F R 16 Pulse 114
o 2 e Pt Complains of pain
BP:162 |f 94 Ht |60 in WE130 |bs Pain Location

Pain rating 0-10 scale

He: in  BMI: 2539 BodyFat % Pain Radiation =
Pain Description

O2SAT 94 % Factors affecting pain
Factors relieving pain

till |EF left arm. Pt position - supine, Temp source: - Tympanic “ | Iwveiont check =

E Pt Complains of pain. Pain Location: Right hip. Pain rating =

| 7 Done | Lk | aBeriot !;_-E]Remd ! 3 Delete | B || areee | Msea |
SPRINGCHARTS o

Blectronic Health Recoeds

6. Click on the Exam button located below the Vitals. The O (Normals) defaults in the right upper box.
Select the following systems that are within normal limits when you assess your patient: HEENT, Heart
sounds, Lungs/Respiratory, Integumentary, and Neurological.

e Click the drop down arrow next to O (Normals) and select O (Abnormals). Select the General
section followed by: avoiding movement. Select the GI/ GU section followed by: indwelling urinary
catheter. Select the Extremities section followed by: edema.

e Click into the Examination box on the lower left after indwelling urinary catheter and type:
inserted in ED. Click after edema and type: right hip. Right leg shortened.
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= Nurse Note 12/05/2010 o (= )
Tools
Pt Moore, Fractured Hip 0415749 Examination Date: 12/05/2010 last mod: 120052010
12/052010 Nurse Note 3  o{abnomals) 2w B
Subjective: E— T
Plaln rlight hip, rales and rhonchi n
jective: whaezes
Vitals: Temp: 98.4F HR: 114 Resp: 16 BP: 162194 WY 130.01bs rubs
HE 60.0in BMI 25.39
O2EAT 94 % audible murmur
essment: imragular
Plan: bowals sounds decreased

Interventions: bowels sounds high pitched

Evaluhtian: distended
Date of Service: 12052010 | [leliliels
Patient Number: 64 ChartID: not Charted Indwelling urinary cathater

Last Modified: 12052010 Liring cloudy

Sediment in uring
Strong smell to uring

(Constipated
EXTREMITIES s
edema 5
amputation
pulses weak or absent
cold fo touch ey
HENT: Within Normal Limits. - & s
Heart sounds: Within Mormal Limits. Copy
Lungs/Respiratory: Within Normal Limits Prov
At gumentary: Within Normal Limits 4 r.".‘“.”l
Meurological: Within Normal Limits | [}ﬁ |
GEMERAL: avoiding movemeant E
GUIGH Indwelling urinary catheter, insertad in ED. Ll
EXTREMITIES: edema right hip. Rightleg shortenad | [imit i

((Fome || Jew ][ e || Elroor | Xosee | B | oreee | Dsa |
SPRINGCHARTS

Hectronic Health Records

[ @sm |

7. Click into the Dx button below the Exam button on the right. Click on the red NANDA on the left bottom
of the screen. The Dx text window populates.

e Click Falls, risk for; Pain, acute; Urinary elimination, impaired; Physical mobility, impaired. Click
the D&T icon to date and time the entry. Click Done.

e Add the related factor (r/t) and as evidenced (AEB) statement by typing them into the field after
the NANDA diagnosis.

e Place the nursing diagnoses in order of priority.

7 Nurse Note 12/05/2010 [ [ |

Tools

Pt Moore, Fractured Hip 0415748 Diagnosis Date: 12/105/2010 last mod: 120105/2010

12/05/2010 Nurse Note DIAGNOSIS
Subjective: . .
Pain right hip,
Objective: [i,
itals: Temp: 98.4F HR: 114 Resp: 16 BP: 16294 Wt 130.0Ibs
HE 60.0in BMI: 25,39 i .
O25AT 94 % Select Diagnosis
HENT: Within Normal Limits.
Heart sounds: Within Mormal Limits.
Lungs/Respiratory. Within Normal Limits
Integumentary. Within Normal Limits
Neurological: Within Mormal Limits
GENERAL: avaiding moverment
GUIGI Indwelling urinary catheter, inserted in ED
EXTREMITIES: edema right hip. Right leg shortened.

Assessment:

Plan: PMHX + Problem List
Int i L

Env:;::l.;n::“g \0steoporosis 733.00
Revision:

Date of Service: 12052010
Patient Number. 64 ChartID: not Charted
Last Modified: 12052010

.% = | Previous Diagnoses | Roxhx
= -

ﬁobuhfy Physical, Impaired ART fractured hip. -]

|Falls, Risk for ART fractursd hip £

Urinary [ d AEB indwelling foley catheter.

121052010 12:38 P -

(e | Jew || e || Elrepor || Xodee | @ [ orewor | M |
SPRINGCHARTS

Hearoni Health Records

a8csm]
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8. Click the NOC button on the right located below the Dx button. The NANDA documentation populates
the Nurse Note.
e Below the Nursing Outcomes Classification select the following:

o Fall Prevention Behavior: Personal or family caregiver actions to minimize risk factors that
might precipitate falls in the personal environment.
o Knowledge—Treatment Procedure: Extent of understanding conveyed about a procedure
required as part of a treatment regimen.
o Mobility: Ability to move purposefully in own environment independently with or without
assistive device.
o0 Pain Control: Personal actions to control pain.
0 Urinary Elimination: Collection and discharge of urine.
e Use the Enter key on the keyboard to place text on the separate lines to streamline your
documentation.
T Nurse Note 12/05/2000 o | |
Tools
Pt Moore, Fractured Hip 04115149 NOC Date: 12/05/2010 last mod: 12/05/2010
12/05/2010 Nurse Note < I3  Hursing Outcomes Classification = | | 2 [
Slll?l;jigfit;vhféip. iNutritional Status: Extent to which nutrients are a\'aiia.bla to .. _E;
Objective: {0ral Hygeine: Condition of the mouth, teeth, gums, and ton D

Vitals: Temp: 98.4F HR: 114 Resp:16 BP: 162/94 Wr 130.0lbs
HEBO.0In EME 35,30 \Pain Control: Personal actions to control pain

02GAT 94 % \Post Procedure Recovery, Extent to which an individual retu
HEMT: Within Mormal Limits. tQuality of Life: Extent of positive perception of current life cir _MIC
Heart sounds: Within Normal Limits. IRespiratory Status: Movement of air in and out of the lungs
:;":ggjﬁsjzggaaﬁi‘\l‘:‘m';xgrmawti'{-;m'w £ |IRespiratory Status: Gas Exchange: Alveolar exchange of ca
Neurological: \:‘\filhin Mormal Limits :Sa(e H-orf\e Environment Pn','sma1'anan.nemenls 1o minimi
GENERAL: avoiding movement . ;Seif-Car-_- Activities of Dally Living (ADLY): Ability to perform t
GUIGI: Indwelling urinary catheter, insered in ED. iSensory Function: Extent to which an individual comrectly se
E’ﬁgﬁ"‘:n%& edema right hip. Right leg shortened. {8moking Cessation Behavior: Parsonal actions to liminat
Ottier D ‘Mability Physical, Impaired ART fractured hip. ;'ss“e agity: Cin and Micous Mambranss: Skudlrsl
Other D Falls, Risk for ART fractured hip [Tissue Perfuslon: Cardiac: Adequacy of blood flow through
Other D Urinary Elimination, Impaired AEB indwelling foley catheter Urinary Elimination: Collection and discharge of urine
L ijer L 1 200572010 12:38 PM Vital Signs: Extent to which temperature, pulse, respiration,|
-nllaer:;nentiumr Weight Body Mass: Extent to which body weight, muscle, a| =
Evaluation: Wound Healing: Primary Intention: Extent of regeneration of
) T |Wound healing: Secondary Intention: Extent of regeneratior

Davicinn:
.

i, s PRIORITY OUTCOME '
Fall Prevention Behavior: Personal or family caregiver actions to # B u !

minimize risk factors that might precipitate falls in the personal Copy
emironment - moderately compromised Frev

Knowledge - Treatment Procedure: Extent of understanding IN::_l?
conveyzd about a procedure required as part of a treatment EﬁJ
regimen. Mo current knowledge hﬁl
Mobility: Ability to move fully in own (anamams |
independently with or without assistive device - severely Ll | limit |

1]

_5I£|/£m | et | E]neput I 3 Deleta | |§~>| T Export | [T seet |
SPRINGCHARTS o]

Electronic Health Records

9. Click the NIC button on the right below the NOC button. Notice that your outcomes populate the Nurse

Note.

e Select the following interventions:

(0}
0}

(0]

(0]

(0]

(0]

Fall Prevention: Instituting special precautions with patient at risk for injury from falling.
Pain Management: Alleviation of pain or a reduction in pain to a level of comfort that is
acceptable to the patient.

Surgical Preparation: Providing care to a patient immediately prior to surgery and
verifying required procedures/tests and documentation in the clinical record.

Teaching: Procedure/Treatment: Preparing a patient to understand and mentally prepare
for a prescribed procedure or treatment.

Urinary Catheterization: Insertion of a catheter into the bladder for temporary or
permanent drainage of urine.

Vital Signs Monitoring: Collection and analysis of cardiovascular, respiratory, and body
temperature data to determine and prevent complications.

e Click in to the Fall Prevention line and type: Patient instructed that she is on bed rest and should
not attempt to get out of bed, verbalizes understanding. Call light within reach.
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e Click in to the Surgical Preparation line and type: Glasses and jewelry removed. Hibiclens scrub to
right side completed.

T Murse Note 12/05/2010 [oE
Tools
Pt Moore, Fractured Hip 04/15/49 NIC Date: 12005/2010 last mod: 1 2052010
152.-1]5m1|1 Nurse Note = I3 | Hursing Inteventions Classific.. = || /2 |
ubjective: _ = :
Pain right hip, ERasnlrator.r Monitoring: Collection and analysis of patient d
b el:t_hre: ) ) ‘Resuscitation g emeargancy 10 SuS 5
ﬂ't[_aé%- E;mé’n?%ggg‘m 114 Resp: 16 BP: 162194 W 130.01bs Eseuzu(e Precautions: Prevention or minimization of potentia -
O25AT 94 % : _|[{sel+-Care Assistance: Assisting another to perform activitie .
HENT. Within Normal Limils, = ||{Skin Surveillance: Collection and analysis of patient data to
Heart sounds: Within Mormal Limits. {8moking Cessation Assistance: Helping another to stop st
:—gﬂsmerﬁm'a‘uﬁ'mﬂ;h‘_‘“m'“ NUITT3|||1-|m“5- (Spiritual Support: Assisting the patientto fes! balance and
Seu?glrzglc;vmthmlrr:ln?r:\?laur:\rirt‘ss {Suicide Prevention: Reducing risk of selt-inficted harm witt
GENERAL: avoiding movement . {Surgical Preparation: Providing care to a patient immediate
GUIGI Indwelling urinary catheter, inserted in ED |Lreachmq Disease Process: Assisting the patient to under:
A;T;Eml;‘rfs ederna nght hip. Right leg shortened, [Teaching: Prescribed Dist Preparing a patient to corectly {
Othar Dx Mobllity Physical, Impaired ART fractured hip. {Teaching:Prescribed Medication: Preparing a patient to saf
Other D Falls, Risk for ART fractured hip Teaching ProcedureTreatment Preparing a patient to unds
Other Dk -Urinary Elimination, Impaired AEB indwelling foley catheter Trac Care: Manag it of a patientwhe | |
Other Dx :12/052010 12:38 PM Tube Care: Management of a patient with an external drain: =
Pl:?)“(f‘ \Urinary Cathetarization: Insertion of a catheter into the blads
Fall Prevention Behavior, Persanal or family caregiver actions to _ |[ventilation Assistance: Promation of an optimal spontaneo
rrinieaira ol factnre fhat miakt nrarinitots falle s the norenns) IVital Signs Monitoring: Collection and analysis of cardiovas
“ t L

i"a’ound Care: Prévention of wound complications and prom = |
|« m ]
L

Fall Prevention: Instituting special precautions with patient at =
risk for injury from falling Copy
Pain Management Alleviation of pain or a reduction inpaintoa = Prov
leval of comfort that is acceptabls to the patisnt.
Surgical Preparation: Providing care to a patient immadiately | EE
prior to surgery and verifying required proceduresiests and
documentation in the clinical record

Teaching Procedura/Treatment Preparing a patient to

o g 8 sgcribe

[ #ome | Aea Do | [Freport [ Xodete | B | @repot || @Msea |
SPRINGCHARTS [&se |

10. Move the Nurse Note by clicking on the minimize icon in the upper right corner. This will bring
you back to the patient's chart.
e Click the New menu and Import Items at the bottom of the list. Select Import File Cabinet
Document and the File Cabinet window appears. Type MAR into the Document name. In the Chart
Tab select the drop down box on the right and choose Nursing Documentation. In the Description
field type MAR. Click Attach. Select Existing. Click OK. Click Done. The document appears in the
Care Tree on the right in the Nursing Documentation tab.

File Cabinet Document '. & |
Created On: 12-05-2010
Last Modified: 12-05-2010
Signed by:
Document Name MAR
Patient Moore, Fractured Hip 04/15/1949 &
Chart Tab Nursing Documentation v
Folder _Consult v
File FC_S6MedicationAdministr. xls
Description ]
|MAR -
£ Attach H 0 Sian H =M Print H X Delete H & Done l
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(0]

¥ Moore, Fractured Hip 04715749

Adergies.
margles: NKA
Crther Sensivites: none

Not Dane Formales Age 35 ys 1o 110y1s

=T
File Edit Windows Actions New [
AA0R_AQ0AX/ArER PR ER B
Patient [ Problem List 12 i =Ié| Asergic 1o Demetol
I necountars
Moore, Fractured Hip 0411549
"+ i Roartine Meids IMETUREaSoNSE
Age: 61 yrs 7 mns 20 days -
sgm Morth Main !'.“'E Meds: | -0 Madications
snaman D HIEN Outside Mods Lab
other's Last Name: Fischer 5 | Irnaging
Home - 14) 543-4567 o Rt Medical Tests
¥ Flow Sheets
Martad Etaht: Moo Detaun Pharmacy biot Set ] Tast Recods
Erngloyir |~ tncharted Tests | Excusssiiotes
sonding Provider | File Cabinat
Chart Evalsation

Mot Done Everyone Age 14 yrs 10 105 yra DT every 520 wi
Mot Done Everyone Age 35yrs 10 105 yrs EKG every 104

Recyria Bin
=& Mursing Documentation

21 V052010 MAR Moore. Frachured Hip 14151

bad (. ©

PHHK Diagrosts Hx I HEFs =
(Osteoporosis 73300 |
P | ! | Fite Documant:
| | Qocumertame. war
C 1 Eile Name: FC_SEMgdicationAdminist s
L ST File Cabingt Folder. Consult
Chart Note : e Documant Name. W
|[Mo Insurance it #
nore listed | el Moditod: 12045010
Referrats
none listed
Patient Annotstion]s)
Ir.nne listed
e | e | X | B | B oo

Click on the + in front of Nursing Documentation. Highlight the MAR and click Edit at the

bottom right hand side of the screen. The File Cabinet window appears. Click on the blue
hyperlink next to the word File. The MAR document opens. Enter the Patient, Date of

Birth,

Date, Admit date, Doctor, and Room #.

Medication Administration Record

Patient: Moore, Fractured Hip Date: 12/5/2010 to Doctor. Stephen Finchman
Date of bith 4151949 Admit. 12/5/2010 Room # 3206
1000)1100(1200) 1300 1400} 1500|1600 (1700|1800 1200|2000 ) 2100(2200| 2300 (24000 o
Serengh Dose
| Directions

0 Add the medications to the MAR by typing the name of the medication, dosage, route,
frequency, and scheduled administration time into the form. Document that you did not
give the patient’s routine medications by typing NPO and your initials in the correct time
box for each medication. Close the MAR by clicking the X on the top right corner of the

form. A pop up will ask you if you want to save the changes you've made, select yes.

The File Cabinet Document window appears. Click Done. The Update Document window

appears. Answer yes to the question, do you want to send a new version to the server.

Medication Administration Record
Patient Moore, Fractured Hip Date: 12/5/2010 to Doctor: Stephen Finchman
Date of birth: 4151949 Admit: 12152010 Room & 3206
1000 1100] 1200 1300] 1400| 1500] 1600 | 1700 1800 | 1500
friereps. Dese
D ections
ey Divse
eections
=
—— [ a ol o = o
[ ‘:ﬂ C f"
DN ectiotes
1| | QANAN\L
Vo
forrenrs. Dese
D ectiong
e, Doz
D ecticn
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Update Document e R

The Attached file may have changed. Do you want to send a new version to the server?
[ Yes J [ No ] [ Cancel ]

11. You are still in the Nursing Documentation area.

e Click the New menu, select Import File Cabinet Document and the File Cabinet window appears.
Type Intake and Output into the Document name. In the Chart Tab select the drop down box on
the right and choose Nursing Documentation. In the Description field type Intake and Output. Click
Attach. Select Existing. Use the search mechanism to select the blank Intake and Output
document. The 1&0 document is found in the EHR Materials folder. Click OK. Click Done. The
document appears in the Care Tree on the right in the Nursing Documentation tab.

w File Cabinet Document —

Created On:  12-05-2010
Last Modified:  12-05-2010

Signed by:
Document Name 1&0
Patient Moore, Fractured Hip 04/15/1949 o)
Chart Tab  Nursing Documentation »
Folder | Consult -
File 180 Form. xls
Description )
[T &0 A
| 9 Attach ” O sign e B Delete 7 Done

0 Click on the + in front of Nursing Documentation. Highlight the Intake and Output and click
Edit at the bottom right hand side of the screen. The File Cabinet window appears. Click
on the blue hyperlink next to the word File. The Intake and Output document opens. Type
in the Patient Name and Date.

" Moare, Fractured Hip 04715788 =le
File Edit Windows Actions New [

sBed@axX/riEkR e B BB

——— P oear Lt = g_-::.;,. R Derare
*U:’Ei:;‘;cgll’s:s'*::g "U:-.:;aug outing Mods Immunizations
B201 North Main OTC Meds: =@ Medications
Sherman, TX 77521 Outside Meds i
Mother's Last Name: Fischer Imaging
Homme # (214) 543-4567 anadlstas J Madical Tests
SEF Difaull 2] Flow Sheels
g:;“:' Status: Warried [I;eraull Pharrnacy Not Set Tt Records
Employer Uncharted Tests | ExcusesMolés
Aftending Provider File Cabinat

- ' Chart Evaluation Recyris Bin

s _ : o Mot Done Everyone Age 14 ys to 105 yrs DT evary 520 wk Hursing Documentation

lergles: NKA Mot Done Everyone Age 35y1s to 105 yrs EKG every 104w ® 1210512010 1 & O Moore, Fractured Hip 041151194
Other Sensitivities: none Mot Done Females Age 35yrs 1o 110 yrs Mammaogram | ® 1205/2010 MAR Moore, Fractured Hip 081 51941
[--m 1 Disgnosis Hx Corraspondants
|USH‘090!09IS 73300 | . m *

FMHY - File Document:

- Procedure Hx Document Name: | &0

[ Social History ———————— J Ul Hame. FC._7610F omts is
jex Fila Cabinet Folder. Consufl
Chart Note
No Insurance info Dl et 10
none listed
Referrals
none listad |

Patient Annotation(s)
Fom\ ligted

ese
Last Modified: 12052010

& ean || ABpin x %4 [ pec
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0 Your patient has been NPO. It is the end of the shift; you empty her indwelling urinary
catheter drainage bag of 400 mL of clear, yellow urine. Document your patient’s 1&0O
including shift totals. Close the 1&0O form by clicking the X on the top right corner of the
form. A pop up will ask you if you want to save the changes you've made, select yes.
The File Cabinet Document window appears. Click Done. The Update Document window
appears. Answer yes to the question, “Do you want to send a new version to the server?”

Patient Name: Moore, Fractured Hip Date: 121512010

Famser Scale for Sedation Headrick Fall Fisk Model - Assessmeat Tool
Risk Factors

Level 1 Patient anxious and agitated of restless Fiecont Hirtary of Falle
Level 2 Pationt cooperate, oriented and tranguil .4
Lewel 3 Paticnt responds to commands oal Altored Climinatinn -3 * 3 =3
m CanfurisndDirarionted 3 .3 3
Lovel d Patient azleep but responds brizkly to light, | DixsinensiVortian +3 +3 *3
glabellar tap of lowd suditory stimulows. Foer dudgement +3 +3 3 0-2  |HermaliLouRisk
Level Patient asleep with sluggish response to light, Fasr MabilitytGoneralined .2 .2 .2 G6  |Level WHigh Rirk
glabellar tap or lowd auditory stimulous, Weaknoss Merelbel  Loval 2Extramaty
Level & Paticnt azlecp with no response to stimali, TOTAL INITIAL RISK SCORI ¥ High Rirk
INTAKE OUTPUT
3 - Total Total
L] 2
= &
-~ [=]
$ 2| 2
° 5 T =
= Oral 3 s @ 5
2 = =
LI @ = Intake | S o Cutput
7
8
9 I
10 1D o d
n ] |
12 Sl
13 e
14
TOTALS |NFOD 8 Hour Toy 400 400
o | |
Update Document - |£|

The Attached file may have changed. Do you want to send a new version to the server?
Yes ] [ Mo ] [ Cancel ]

12. Return to the Nurse Note. The Nurse Note may be located at the bottom of the screen due to
minimizing it earlier. Return to the Nurse Note by clicking maximize icon on the right upper side
of the Nurse Note. In the Nurse Note click Done. The Save As screen populates. Click Save.

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

%' Do Routing Slip? 28 )

Do you want to send a Routing Slip?

e

14. In the care tree, click the + next to Encounters. Click on the date of your Nurse Note and it appears in
the bottom right corner box.

e Click Edit. Click Sign. Select Permanent Sign and Lock when finished with your Nurse Note.
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T Nurse Note 12/05/2010 o E-E
Tools
Pt Moore, Fractured Hip D4/15/49 Chief Complaint Date: 120052010 last mod: 120052010
12/05/2010 Nurse Note I D [spane o el < |
Subjective: . = Vikals
Fain right hip, dominal pain, =
Ol\l}jacli\ru: ouE Faam
tals: Temp: 98 4F HR: 114 Resp: 16 BP:162/94 Wt 130.0lbs lllanergi IFAH ic Reaci Dx
HE 60.0in BMI: 25.39 S A REINIBIOE FREatian, NOC
D2SAT 94 % imal bites/attacks, 2
HENT: Within Normal Limits. N
Heart sounds: Within Normal Limits. t
Lungs/Respiratory. Within Normal Limits. Proc
Integumentary, Within Normal Limits b
Neurological, Within Normal Limits. | % Sign | Teaching |
GENERAL: avoiding : Evaluation
GLYGE Indwelling urinary catheter, in; e " =g
EXTREMITIES: edema right hip. Rig Initial document or Sign and Permanently Lock? Reassess
Assessment: — FfU-Rem
Other Dx :Mobility Physical, Impaired [ inikial only | =1
Other Dx :Falls, Risk for ART fracturd g T
Other D Urinary Elimination, Impai T TR BT |
Ofher Dx 1 200512010 12:38 PM |__Permanent Sign and Lodk. |
an:
NOC: @ cancel
Fall Prevention Behavior, Personal g
minimize riel fartnre that minht nrad
| rminimine el factnre that ikt o —
Fatigue,
Pain right hip, » |[Falls, 1 -
Copy |12/0512010
i Prev | Pain right hip,
! 1%
(e

[ Foue [ B || Elrepon |[ Kode [ B || oreen | Msws |
SPRINGCHARTS

Eectronic Health Records

Exercise 6.3

Colon Cancer

1. After launching SpringCharts, click on Actions, Open a Chart. Type in your last name and click the

search button. Select your “colon cancer” patient and the chart opens.

7 Moore, Colon Cancer 04/15/48
File Edit Windows Actions New [

A0 0@aX//rERE s EBF BB

=—— Problani Ligt ~]° Moore, Colon Cancer 0411543 -
Moore, Colon Cancer 04/15/48 %one listed l Encuur!mr.s
Age: B1yrs 7 mns 20 days. Routing Meds i
8301 North Main 3 Medications
Sherman, TX 77521 none listed | Lab
Mother's Last Mame: Fischer Outside Meds | Imaging L
Horme # (214) 543-4567 e | o Medical Tests s
SSE ) Flow Sheets
Marital Status: Marrled Default & Text Records
g;xp::wr Default Pharmacy Not Set | # Excusesmiotes
Attending Provider -~ Uncharted Tests | 2'9 Cabi;ﬂ
acycle Bin
™ Nw'_'s Chart Mursing Documentation
Allergies: NIA Not Done Everyone Age 14yrs 10 105 yrs DT every 520 wk Comaspondance
Other Sensilivities: none Mot Done Everyone Age 35yrs to 105 yrs EKG every 104 wj| HEPs
PMHX ——— NotDone Males Age 40yrs 1o 110 yrs Prostate Needle Bio) Reports To Patient =
Fone listed | Diagnosis Hx | =l - m ] B
FMHX | - Prescription H
none listed | |
Social History ————————————[ e B |
Fone listed |- e
Chart Note |Na Insurance Info
none listed |
Referrals -
Inone listed |
Patient Annotation{s)
|:one listed
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2. Your patient tells you he recently discovered he was allergic to Dilaudid after his colectomy. He tells
you he broke out in hives all over his body. Click on Allergies in the red box on the left side of the
screen and a red Allergies box opens in the lower right corner of the window. Click Edit below this box.
A new window opens.

e Click into the space after Allergy in the text box in the upper right side of the window and enter
Dilaudid. Click the Search icon. Options appear in the box below. Click on Dilaudid and it moves to
the Allergies field to the left.

e Click on Dilaudid in the Allergies field. The Edit Dilaudid window opens. Enter Hives in the Adverse
Reaction field. Click Save at the bottom of the window.

e Click Back to Chart at the lower left corner of the window. The information you added appears in
the Allergies box.

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

caaE=20@ X7\

Patient

Moore, Colon Cancer 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
S5¥

Marital Status: Married

Sexc M

Employer:

Aftending Provider:

— Allergies
Dilaudid
Other Sensitivities:
causes hives

3. Your patient had a colectomy six months ago for colon cancer. Click on the PMHX box and it
populates in the bottom right corner. Click Edit below the box.

e Click in the space after Dx at the upper right of the screen and type: colon. Click the Search icon.
Colon CA 153.9 appears in the box below.

e Click on Colon CA 153.9 and it moves to the Past Medical History field to the left. Click into the
Other PMHX box on the bottom left of the screen. Type: Colectomy 2009.

e Click Back to Chart. The colon CA and colectomy are now listed in the PMHX.

T Moore, Colon Cancer 04/15/49
File Edit Windows Actions New |3

caa@=20@X 7\

Patient

Moore, Colon Cancer 04/15/49
Age: B1yrs 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
Dilaudid
Other Sensitivities:
causes hives

~ PMHX

Colon CA153.9
Colectorny 2009
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4. Your patient tells you he takes Zofran 8 mg po prn for nausea related to his chemotherapy. Click on
the Routine Meds box and it populates in the bottom right corner. Click Edit.

Click in the space after Brand Name and type: Zofran. Click the search icon.

Click on the Zofran 8 mg to send the medication to the Routine Medications list.

Click on the Zofran 8 mg. The Edit Rx window opens. Click into the Directions field and type: po

prn nausea b.i.d. Click in the calendar to the right of Date Started and choose a date six months

ago. Click Save.

Click Back to Chart. The Zofran is now listed in the Routine Meds.

T Edit Rx
Brand Name: [Zofran

Generic Name: |Ondansetron

Quantity: |30
Quantity Unit: |

Date Started: 06/01/2010

Date Stopped:

Fill Date:

First Data Bank ID: |221962

Default Provider: |demo

Duration: | 1 dayis)

Directions: |nu pm nausea BID

3 Owg Stopped

,7 Treatment completad
Form: | Medication ineffactive
. Side effacts
Srengitv. fma Interacted with other medication
Action: Allergic reaction
High cost
Dose: r
Dose Unit: [
Route: |
Dose Timing: [
Dose Note:

Reason Stopped:
Diagnosis:

viewhocl [ Eswe |[ @cacel |[ Broske | [ Bsweromasar | [ Xodee |[ B[ @ ]

S

T Moore, Colon Cancer 04/15/49
File Edit Windows Actions New |3

20X KHEE

BedRNeEEEFBE

Patient Problem List
Moore, Colon Cancer 04/15/49 l;nne listed
Age: B1yrs 7 mns 20 days. :
8301 North Main Routine Meds
Sherman, TX 77521 Zofran 8mg po prn nausea BID
Mother's Last Name: Fischer Outside Meds
Home #: (214) 543-4567 :
So none listed
Marital Status: Married Default Pharmacy
SexM Default Pharmacy Not Set
Employer:
Attending Provider. Uncharted Tests |
[~ Alergies Chart Evaluation
Dilaudid Not Done Everyone Age 14 yrs to 105yrs DT every 520 wk
Other Sensifivities: Not Done Everyone Age 35yrs to 105 yrs EKG every 104 wi
causes hives Not Done Males Age 40 yrs to 110 yrs Prostate Needle Bio
— PMHX Diagnosis Hx i ]
Colon CA153.9
| liColectomy 2009 Prescrintion Hx
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5. Open your Nurse Note. Click New, New Nurse Note.

T Murse Note 12/05/2010
Tools
Pt Moore, Colon Cancer 04/15/49

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

ent:
Plan:
Interventions:
Evaluation:
Revision:
Date of Service: 12052010
Patient Mumber: 65 Chart ID: not Charted
Last Modified: 12/05/2010

Chief ‘-‘_‘?["I”"“'r Date: 12/05/2010 last mod: 12/05/2010
O [seane z W)

Abdominal pain, z
Amdous, |
Allergies/Allargic Reaction, |
Animal bites/attacks, = NG
Asthma, -
Bleading | e
Blood sugar, high

Blood sugar, low

Bruising,

Bumn,

(Chest pain,

(Congestion,

[Constipation,

Cough,

Depressed,

Difficulty swallowing,

Diarrhea,

Diziness,

| Proc

atigue,

» |[Falls, x:
|| Copy |

Note |

SPRINGCHARTS

Hecuonic Health B) o

(aoZ e |l e ) mBrore o B gt [ X o [ B0 [ om e, et

£

6. Your patient complains of nausea and vomiting. He had a chemotherapy treatment earlier this week.
Select nausea and vomiting from the S Panel text and they populate the Chief Complaint box on the

bottom left of the screen.

Last Modified: 120572010

o Note TURS20TE =en =
Tools
Pt Moore, Colon Cancer 04115149 Chief Complaint Date: 12/05/2010 last mod: 1 205/2010
12/05/2010 Nurse Note O [sranel =] [l cc
Subjective: : L—‘ [ veals
- Objective: Psychiatric Issues, “ Feam
.aalzsessmsnl: Rash, =
an: X
Interventions: Rectal blzeding, =
Evaluation: Runny nose, wE
Revision: Shortness of breath, ic
Date of Service: 12052010 ore throat, ;
Patient Number. 65 Chart ID; not Charted Stroke/TIA,

Suicide atempt,
welling in legs,
irst,
rauma - Gun sholfstabbing,
|iTrauma - Laceration,
rauma - Motor Vehicle Accident,
Urinary Track Infaction,

AWeight gain,

Mausea, Vomiting,

Chief Complaint

- |Weight loss, ]|
| Copy

TEE

1
=
|
|

[(Foe [ Zea || Brie || Elrepot || Xooekte | B | orEpot | [Msa |

SPRINGCHARTS

[Electronic Health Records

[ orse |
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7. Click on the Vitals button on the 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.
e You take your patient’s vital signs. Document the following: Temp 100.2, Resp 20, Pulse 114, BP
110/72, Ht 70 inches, Wt 170 Ibs, O2SAT% 98.
e Under the Vitals text box on the right click: BP left arm, Pt position— supine and Temp source—
Oral and No complaints of pain.
7 Nurse Note 12/05/2010 [F=Ric]
Tools
Pt Moore, Colon Cancer 041 5/45 Vitits Date’ 12005/2010 tast mod 12052010
i e Nale Graphe: | | LB
MNausea, Vomiting, Exam
Dbjective: Previous Vitals s
itals: Temp: 100.2F HR- 114 Resp: 20 BP 11072 Wr 170.0ibs L]
Ht 70.0in BME 2439
QISAT OB %
;hse:lzsmant
nllat::\-remlons:
Evaluation:
Rewvision:
Date of Service: 12052010
Patien! Number, 65 Chart ID: not Charted
Last Modified: 12052010
O v - 7
T
{Temp sowrce - Allary
[Temp source - Oral
{Temp source - Rectal
Temp; 1002 F Resp 20 Pulse 114 (Temp q.(,.._-h:..‘ ympanic
Mo complaints of pain
BRi110 |72 Ht |[T0 lin w170 | ibs Pt Complains of pain
H i EML 2439 BoayFal % Seipsls 2 1
caeAysar |% pan bescrpton
BP et arm. Pt position - supine. Temp source - Oral B Factors affacting pain >
E Mo complaints of pain. - o -
Foene | Few | aBent || [Flreot | Xodee | B '_-er;pm '_ [T spet
SPRINGCHARTS o
8.

Click on the Exam button located below the Vitals. The O (Normals) defaults. Select the following
systems that are within normal limits when you assess your patient: Heart sounds, Musculoskeletal,
GU (male), Lungs/ Respiratory, and Neurological.

e Click the drop down arrow next to O (Normals) and select O (Abnormals). Select the HEENT
followed by: Dry mucous membranes.

Click into the Examination field and type: pt vomited 200 ml green emesis. Bowel sounds
hyperactive. Click after Dry mucous membranes and type: tenting of skin.

7 Nurse Note 12/85/2010

S
Teels
Pt Moore, Colon Cancer 0415148 Examination Diate; 12005/2010 last mod: 120502010
12/05/2010 Nurse Note O o©anomals) - Z | CcC
Subjective: — -
Nausea, Vomiting, HaadacheMigraine -
Objective: P Eximm
i 1 7 1
u'rla,l-% ;;mgmu?ui:r;g HR: 114 Resp: 20 BP: 11072 WE 170.0lbs it bils mneais
O25AT 98 % [Oral cavity positive for thrush
Assessment: Sclera reddenad
m&':_;emlo“s, Throat redtonsilar edema
Evaluation: CHESTIAED
ision: Raspiratory Efort accas:
Date of Senvice: 12052010 Postarior
Patient Nurnber. 5 Chart ID: not Charted lanterior
Last Modified: 12052010 LemULAL
fRight ULMLILL
Lent lung
Right lung
diminished
coarse
cracklas
rales and rhonchi
heezes =
Heart sounds: Within Normal Limits B & 2
Musculoskelstal Within Normal Limits Capy
ERll G (mals): Within hormal Limits ::‘"
Sl | o< Respiratory Within Normal Limits L | Ded
Rl Heurological Within Normal Limits. 3
[l HENT: Dry mucaus mambranés, tenting of skin. Pvomited el
[0 200 mi green emesis. Bowsl sounds hyperactie
Init

JR=EEL
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9. Click into the Dx button below the Exam button on the right. Click on the red NANDA on the left bottom

of the screen. The Dx text window populates.

e Click Fluid Volume, Deficient and Infection, Risk for. Click the D&T icon to date and time the entry.
Click Done.

e Add the related factor (r/t) and as evidenced (AEB) statement by typing it into the field after each
NANDA diagnosis.

o Use the Enter key on the keyboard to place text on separate lines to streamline your
documentation.

T Narse Note 12/05/2008 [F=RESH |
Tools
Pt Moore, Colon Cancer 04/15/49 Diagnosis Date: 12/05/2010 last mod: 12/05/2010

12/05/2010 Nurse Note DIAGNOSIS | —=o
Subjective: : vitals
MNausea, Yomiling, I
Objective: -3 L Exam
Vitals: Temp: 100.2F HR: 114 Resp: 20 BP: 110472 Wt 170.0lbs
Hi: 70.0in BMI: 24.39
028AT 98 % Select Diagnosis l—=——ml
Heart sounds: Within Normal Limits. ——
Musculoskeletal: Within Mormal Limits.
GU {rmale): YWithin Normal Limits
Lungs/Respiratary: Within Normal Limits.
Meurological: Within Mormal Limits.
HENT: Dry mucous membranes, tenting of skin. Ptvomited 200 mil
green emesis. Bowel sounds hyperactive
Assessment:

Plan:
Interventions: PMHX + Problem List

Evaluation:

R:vi:io:l:" Colon CA153.0
Date of Service: 12052010
Patient Mumber. 65 Chart ID: not Charted
Last Modified: 12/0522010

Previous Diagnoses | BbxHx

M
1 .

.Flurd \.-l'olu.rne. Déﬁﬂent hEE dw Mucous rﬁerﬁhranes and -]
tenting of skin.1 2/05/2010 2:24 PM =

[ FLome | e || o | Elrepot || Xosee || @ || orevor || Msat |
SPRINGCHARTS e

10. Click the NOC button on the right located below the Dx button. The NANDA documentation populates
the Nurse Note.
e Below the Nursing Outcomes Classification select the following:
o Fluid Balance: Water balance in the intracellular and extracellular components of the
body.
o0 Knowledge—Disease Process: Extent of understanding conveyed about a specific
disease process and prevention of complications.
o Nausea and Vomiting Control: Personal actions to control nausea, retching, and vomiting
symptoms.
o0 Vital Signs: Extent to which temperature, pulse, respiration, and blood pressure are within
normal range.
e Use the Enter key on the keyboard to place text on separate lines to streamline your
documentation.
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T 'Nurse Note 12/05/2010
Tools
Pt Moore, Colon Cancer 04715149 HO

C Date: 12/105/2010 last mod: 12/05/2010

[ =

12/05/2010 Nurse Note
Subjective:
Nausea Vomlilng,
Obje
itals Ternl:l 100.2F HR: 114 Resp: 20 BP 110/72 Wt 170.0Ibs
HE 70.0in BMI: 24.39
02SAT 98 %
Heart sounds; Within Normal Limits
Musculoskeletal: Within Normal Limits.
GU (male): Within Narmal Limits.
Lungs/Respiratory. Within Morrmal Limits.
Neurological Within Normal Limits.
HENT: Dry mucous membranes, tenting of skin. Ptvomited 200 ml
green am65|s. Bowel sounds hyperactive
Assessment
Other D Fluld Wolume, Deficient AEB dry mucous membranes and te
Other Dx ‘skin.1 2105/2010 2.24 PM
Plan:
Interventions:
Evaluation:
Revision:
Date of Sendce: 12052010
Patient Number. 65 Chart ID: not Charted
1 act Mndificd: 47NE0040

. 1 »

=||{5afe Home E

[ > ] :Nl.using Outcomes Classification = | [_/-_]

Vitals

HMutnl
{0ral Hygeine: Condition of the mouth, teeth, gums, and ton
#ain Control: Personal actions to control pain
Post Procedura Recovery, Extent to which an individual retu
‘Quality of Life: Extent of positive parception of current life cir
Respiratory Status: Movement of air in and out of the lungs
Respiratory Status: Gas Exchange: Alveolar exchange of ca
Physical 1o minimi
Selr-Care: Activities of Daily Living (ADL): Ability to perform t
[Sensory Function: Extent to which an individual correctly se
‘Smoking Cessation Behavior: Personal actions to eliminat
issue Integrity. Skin and Mucous Membranes: Structural ir
issue Perfusion: Cardiac: Adequacy of blood flow through
Wrinary Elimination: Collection and discharge of uring
ital Signs: Extent to which tamperature, pulse, respiration,

Nound Healing: Primary Intention: Extent of regeneration of

T [Wound healing: Secondary Intention: Extent of ragenaratior,

PR!ORIT\" OUTCOME

Fluid Balance: Water balance in the intraceliular and o
extracellular components of the body - severely compromised
Knowledge - Disease Process: Bxdant of understanding

convayad about a specific disease procass and prevention of |2
complications - pt with good base of knowledge.

Mausea and Vomiting Control: Personal actions to control
nausea, retching, and vomiting symptoms - severaly
compromised

al Status’ Exdentto which nufrients are avallable to .

Weight Body Mass: Extent to which body weight, muscle, a_‘-;

i Exam

CDB?I’
Prev
Note

(B¢

(o || s | o | G

SPRINGCHARTS

Electronic Health Records.

[ Xodee [ B ][ oremee ][ Msa

——

11. Click the NIC button on the right below the NOC button. The outcomes populate the Nurse Note.

Select the following interventions:

o Fluid/Electrolyte Management: Regulation and prevention of complications from altered

fluid and/or electrolyte levels.

0 Medication Administration: Preparing, giving, and evaluating the effectiveness of

prescription and nonprescription d

rugs.

o Vital Signs Monitoring: Collection and analysis of cardiovascular, respiratory, and body
temperature data to determine and prevent complications.

HE 70.0in BMI: 24.39
02SAT 98 %
Heart sounds: Within Normal Limits.
Musculoskeletal Within Normal Limits
GU {male): Within Mormal Limits.
Lungs/Respiratory. Within Normal Limits.
Meurological: Within Normal Limits.
HENT: Dy mucous membranes, tenting of skin, Ptvomited 200 ml
green emesis. Bowel sounds hyperactive.
essment:
Other D Fluld Volume, Deficient AEB dry mucous membranes and
Cther O skin 1 200572010 2:24 PM
Plan:
NOC:
Fluid Balance: Water balance in the intraceliular and exraceliular
companents of the body - severely compramised,
Knowledge - Disease Process: Extent of undarstanding conveyad
ofc

[Self-Care Assistance: Assisting another 1o perform activitie

= [[3tn Surveillance: Collection and analysis of patient data to

Smoking Cessation Assistance: Halping anothar to stop st
Spiritual Support: Assisting the patient to feel balance and
Suitide Prevention: Reducing risk of seif-inflicted harm witt
Surgical Preparation: Providing cara to a patient immadiate
(Teaching: Disease Process: Assisting the patient to under:

||[Teaching: Prascribed Dist Preparing a patient to comactly f

(Teaching-Prescribed Medication: Praparing a patient to saf
[Teaching-ProcedureTreaimant Praparing a patient to unds
[Trac Care: @ of @ patient whe

Lrinary Calﬂetenzatlon Insertion of a catheter into the blad
of an optimal spontaneo

about a specific disease process and P
with pnnd hase of bnmadadne
“ 1 L

[Vital Signs Monitoring: Collection and analysis of cardiovas

FluidiElectrolyte Regulation and p ion of =
complications from altgred fuid andlor electrolyte levels
Medication Administration: Preparing, giving, and evaluating the
effectiveness of prescription and nonprescription drugs =
\'11al Slgns Monitaring: Collection and analysis of
ular, , and body temperat
delermme and prevent complications

datato

. i

[Tube Care: Management of a patient with an extenal drain: = |

IWound Care: Prevention of wound complications and prurr -

7 Nurse Note 12/05/2010 =lo s
Tools
Pt Moore, Colon Cancer 04/15/49 HIC Date: 12052010 lastmod: 120052010
12/05/2010 Nurse Note > I3  nNursing interventions Classific.. » L / ]
Subjective: |
MNausea, Vomiting, Respiratory Monitoring: Cn!lﬂcnon and analysis of patientd .
Objective: Resuscitation: A y losus |F
als: Temp: 100.2F HR: 114 Resp: 20 BP: 11072 W 170.01bs ISeizure Precautions: P or of potentia

Copy
Prev

Nok
B
=

o]

[ o Done ][ 7 e H wHeict | [P Report

[ Xoeete || @ || sTEwet |[ [Msee

SPRINGCHARTS
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12. The physician orders Zofran 4mg IV x 1 dose for nausea. Move the Nurse Note by clicking on the
minimize icon in the upper right corner. This will bring you back to the patient's chart.
e Click the New menu and Import Items at the bottom of the list. Select Import File Cabinet
Document and the File Cabinet window appears. Type MAR into the Document name. In the Chart
Tab select the drop down box on the right and choose Nursing Documentation. In the Description
field type MAR. Click Attach. Select Existing. Click OK. Click Done. The document appears in the
Care Tree on the right in the Nursing Documentation tab.

¥ File Cabinet Document (W 53

Created On: 12-05-2010
Last Modified: 12-05-2010
Signed by:
Document Name |MAR
Patient Moore, Colon Cancer 04/15/1949 &
Chart Tab Nursing Documentation

Folder 'Consult v

File Medication Administration Record.xls
Description

MAR

& Attach H £~ sign Bl Print

7 Moore, Colon Cancer 04/15/49

=Ho]
File Edit Windows Actions New u
SAABBOBAX//V-RHE bbb OED
Patient ~ Problem List . Mooeie. Colon Cancer 04/15/49
Moore, Colon Cancer 04115/49 Inone listed In:'::alﬂr::'tlsgns
Age: 61 yrs 7 mns 20 days ” wniz
8301 Morth Main Routine Meds Medications
Sherman, TX 77521 Zofran 8mg po pm nausea BID | Lab
Mother's Last Name: Fischer " Owtside Meds Imaging
l;g;ne 2 (214) 543-4567 none listed | Medical Tests
: ] Flow Eheats
Marital Status: Married Default Z
Sexr M F Text Records
Employer [Default Pharmacy Not Set | ExcusasMotas
Aftending Provider Uncharted Tests ] File Cabinet
5 Recycie Bin
I Chart 1 =@ Mursing Documentation
Dilaudid Mot Done Everyone Age 14 yrs to 105yrs DT every 520 wkl ® 12005/2010 MAR Moore, Colon Cancer 0415154
Other Sensitvilies Mot Done Everyone Age 35475 to 105 yrs EKG evary 104 wi Corraspondence
Fith s IO Mot Done Males Age 40 yrs to 110 yrs Prostate Needle Bin HEPS |
[— PMHX Hx E P = i
|Colon CA 1539 =
|Colectormy 2009 Prescription Hx File Document:
Document Name: MAR
FMHX Procedure Hx File Name: FC_53Madicationadministr s
none listed ] File Cabinet Folder. Consult
x - Insurance Document Name:
Social History | Descripion/Summary. MAR
||Na Insurance Info Last Modified: 12052010
none listed |
Cheart Hote
none listed
Referrals
none listed
Patient Annotation(s)
[:one listed |
| A oean B | X | 4 [ poc
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e Click on the + in front of Nursing Documentation. Highlight the MAR and click Edit at the bottom
right hand side of the screen. The File Cabinet window appears. Click on the blue hyperlink next to
the word File. The MAR document opens. Enter the Patient, Date of Birth, Date, Admit date,
Doctor, and Room #. Add the Zofran on the left in the first open medication slot. Complete the
strength, dose, and directions fields. Document that you gave the Zofran by typing your initials in
the correct time box for the medication. Close the MAR by clicking the X on the top right corner of
the form. A pop up will ask you if you want to save the changes you've made, select yes. The
File Cabinet Document window appears. Click Done. The Update Document window appears.
Answer yes to the question “Do you want to send a new version to the server?”

Medication Administration Record
Patient: Moore, Colon Cancer Date: 12/5/2010 to Doctor: Stephen Finchman
Date of birth 4/15/1949  Admit: 12/6/2010 Room #: 3203
ofosa0|1000{1100(1200{1300{ 1400{1500{ 1600|1700 1800 180¢ 00|2300( 24000 20004000500 os0a 0700)
Zofran 10
S2rength 4mg. Dosesl
| Directions IV «l for hauses SN
Strengeh Doze

XS

Update Document

The Attached file may have changed. Do you want to send a new version to the server?
| Yes J[ No ][ Cancel |

13. You are still in the Nursing Documentation area.

e Click the New menu,select Import File Cabinet Document and the File Cabinet window appears.
Type Intake and Output into the Document name. In the Chart Tab select the drop down box on
the right and choose Nursing Documentation. In the Description field type Intake and Output. Click
Attach. Select Existing. Use the search mechanism to select the blank Intake and Output
document. The 1&0O document is found in the EHR Materials folder. Click OK. Click Done. The
document appears in the Care Tree on the right in the Nursing Documentation tab.

¥ File Cabinet Document

Created On:  12-05-2010
Last Modified: 12-05-2010
Signed by:

Document Name [&0
Patient Moore, Colon Cancer 04/15/1949 &
Chart Tab Nursing Documentation

Folder Consult v

File I1&0 Form.xls
Description

I &0

7 Attach [_ BV Sign ]

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 32



Level 2 — Chapter 6 IM

* Moore, Colon Cancer I4715/48 [
File Edt Windows Actions Mew [

AGB=20AX/-rER DPodHeBEBED

Patient - Problem List o |I* Moore, Colon Cancer DA 5M4G
Moore, Colon Cancer 041548 none listed ] 5:“;00""293'“5:“
Age: B1yrs 7 mns 20 days Tunizatios
2301 Marth Main Routing Mof. Madications
Shemnan, T 77521 Zofran 8mg po pem nauses BID Lab
Mother's Last Name: Fischer Ouskie Mads imaging
Hi (214) 543-4567 edical T
gl’hef (214) 543-456. none Hass Wedical Tests

8
Marital Statug: Maried

Defaut Pharmacy
(Sac M Eemu Phasmacy Not et |
Employer

Attanding Provider Uncharted Tests 1
[ Allergies ——————————  (Chart Evaluation =& Nursing Documentation
Dilaudid Mot Done Eviryone Age 1475 10105 yrs DT eviry 570 wi . 010180 Moors, Colon Cancer 04151594
(Other se:snmhes teot Done Everyone Age 35 yrs 10 105y EKG avary 104w - 10 MAR Moora, Colon Cancer 04015194
Causes hives Hat Done Males Age 40yrs 1o 110 ws Prostate Needie Bio Co dence
PR Diageosis Hx E [
Colon CA 1539 3
Colectonmy 2009 Prescrigtion Hx File Document:
Document Name: |60
FMEHX Procecduse By Fite Name: FC_S210F ormuls dls
rone Bsted | Fibo Cabinat Foider, Consull
| N e—— Dincument Name
‘Sockal History DescrighionSummary. 18 0
| #40 Insurance Info Last Moddied: 12052010
none ksted
Chart Nate
none listed
Referrals
none lsted

Patient Arnnotation(s)
none ksted |

<l e | Brim [ XK Bl PPow |

0 Click on the + in front of Nursing Documentation. Highlight the Intake and Output and click
Edit at the bottom right hand side of the screen. The File Cabinet window appears. Click
on the blue hyperlink next to the word File. The Intake and Output document opens. Type
in the Patient Name and Date.

e Your patient has vomited 240 mL of emesis this shift, 120 mL at 1500 and 120 mL at 1700. Add
emesis to one of the columns at the top of the form and enter the emesis as output. Your patient
has been NPO due to his hausea and vomiting. He has received 1000 mL of IV fluid since
admission. Make sure you document your shift totals. Close the 1&0 form by clicking the X on the
top right corner of the form. A pop up will ask you if you want to save the changes you've
made, select yes. The File Cabinet Document window appears. Click Done. The Update
Document window appears. Answer yes to the question, do you want to send a new version to the

server.
Patient Name: Moore, Colon Cancer Date: |2|5!20I0

Famsey Scale for Sedation HMeadrick Fall Bisk Model - Assessmeat Tool

Lewel 1 Patiest anxious and waitsted of restless [or both)

Level 2 Patiest cooparate, oticnted and tranguil

Lewel 3 Palkn(esiondsmmmmands only

Level 4 Patient selocp but responds beiskdy to light,
glaballse tap ot lowd suditory stimmlous. Faar Judgement

02 |MormaldouRil
F6 |Lewel 11lliah Risk
Weaknsrr Herethaa] LovelBAEutamaly

o fea feo f oo feo | |~ B
ro e oo fes oo | |
L 0 0 6 O -

Paticat aslcep with shuggish responze to light, Fase Makility/Gonsrslize d
alabellar tap or lowd wuditory stimulous,
Patient seleap with ao response to stimuli.

INTAKE OUTPUT

Total Total

Level 5

TOTAL IMITIAL RIS

£ High Bk
1

NG pH

Hourly Times

Oral

BloodlELD Prod
1Y Meds

Urine

Chast Tube

| =
m

Emesis

@ |~

()
(D

TOTALS 8 Hour Total

Bl &

InTAlS 1000 |Howe Taral 240l 4]
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Update Document e e—— L= )

The Attached file may have changed. Do you want to send a new version to the server?
Yes ] [ No ] [ Cancel l

14. Return to the Nurse Note. The Nurse Note may be located at the bottom of the screen due to
minimizing it earlier. Return to the Nurse Note by clicking maximize icon on the right upper side
of the Nurse Note. In the Nurse Note click Done. The Save As screen populates. Click Save.

15. A pop-up appears asking if you want to create a routing slip. Click No.
16. In the Care Tree, click the + next to Encounters. Click on the date of your Nurse Note and it appears in

the bottom right corner box.
e Click Edit. Click Sign. Select Permanent Sign and Lock when finished with your Nurse Note.

 Nurse Note 12/05/2010 =R~
Tools
Pt Moore, Colon Cancer 04/15/48 Chief Complaint Date: 12/05/2010 last mod: 1 2/05/2010
12/05/2010 Nurse Note “] I3 |sPansl o &le << |
Subjective: | — _ a = VRals
Mausea, Vomiting, Abdominal pain, -
Objective: i o pEoxan
Itals: Temp: 100.2F HR: 114 Resp: 20 BP; 110572 Wt 170.0lbs | A . D
Ht 70.0in BMI: 24,38 AllergiesiAllergic Reaction, NOC
025AT 98 % = [iAnimal bites/attacks, : —
Heart sounds: Within Normal Limits. E |—

Musculoskeletal: Within Normal Limits.
GU (male). Within NMormal Limits.

Lungs/Respiratory. Within Mormal Ligpa -
Neurological: Within Normal Limits. | & Sign
HENT: Dry mucous membranes, ten] - -
green emesis. Bowel sounds hyperd | " ;
ASSarsment: Initial document or Sign and Parmanently Lock?
Other Dx Fluid Volume, Deficient A5 r
Other Dx ‘skin.1 2052010 2:24 PM [ intialonly |
fNoe
Fluid Balance: Water balance inthe | | Rermanenk Sion 2ndLock
components of the body - severely ¢ A =
Knowledge - Disease Process: Exe @ cancel
about a specific disease process af]
awith annd hage af L wadl @l
« m ™% Faigue
Mausea, Vomiting, - :;': . al
y [12105/2010
Prev | MNausea, Vomiting,
. [Rasad
]
: e
(]

(o | B | Bre | Xosee | | wreme | e |

SPRINGCHARTS (o5 ]

Electionc Health flacords

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 34



	Level 2 – Level 2 of Nursing Documentation Using Electronic Health Records includes chapters 5, 6, 7, and 8. These chapters take the students deeper into EHR features of documentation and enable them to add to their Nurse Notes using these features. The student is also introduced to documentation in the ambulatory healthcare setting. Exercises are provided for the nurse and nurse practitioner to create an Office Visit Note.
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