Level 3 — Chapter 11 IM

Level 3 — Level 30of Nursing Documentation Using Electronic Health Records includes
chapters 9, 10, and 11. These chapters take the students deeper into EHR features of
documentation and enable them to add on to their Nurse Notes using these features. Student
learn such EHR administrative features as working through a ‘to do’ list, sending and receiving
internal messages, etc.. A whole chapter in Level 3 is devoted to patient education in which the
student learns patients’ rights and nurses’ responsibilities. The Nurse Note documentation is
taken to a more complex level and the student completes notes that were created in Levels 1 and
2.

Chapter 11 — Nurse Note Documentation—Level 3
hapter 11 takes the student deeper into the nurse note — continuing to move from simple
to complex. The students document the last steps of the SOAPIER outline, adding
teaching (Plan), responses (Evaluation), and reassessment (Revision). Nurse Notes are
built from working with stroke, cellulitis, and chest pain patients. The students also create ‘todo’
items and reminders from within the Nurse Note.

Learning Outcomes

After completing Chapter 11, the students will be able to:

11.1 cCarry out documentation of patient education and response.
11.2 \dentify patient response to interventions.

11.3 Carry out documentation re-assessment/revision of goals.
11.4 Use Todo/Reminders within the Nurse Note.

Presentation QOutline

Lo 11.1 Teaching (Patient Education)

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

Concept Checkup 11.1

A. Inwhich tab is patient education documented in SpringCharts?
Answer: The Teaching tab

Rationale: SpringCharts offers the nurse the ability to document patient education by clicking on the Teaching tab
on the right side of the screen of the Nurse Note

B. Where is the documentation of patient education placed in the SOAPIER nurse’s note?
Answer: Interventions section.
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Rationale: When the nurse moves to the next navigation tab, text entered in the teaching
tab is automatically placed in the Interventions section of the SOAPIER note.

Lo 11.2 Evaluation

Power Point Slides: 5, 6.

Concept Checkup 11.2

A. True or False: The Evaluation tab does not automatically pull the NOC information that
was previously selected into the Evaluation field.
Answer: True
Rationale: Since the nurse evaluates the outcomes selected earlier under the NOC tab, it
IS necessary to copy the outcomes being evaluated into the evaluation area of the nurse’s
note. To do this, the nurse clicks on the NOC tab and highlights and copies the text in the
NOC free text area in the lower section of the screen. After returning to the evaluation
tab, the nurse clicks into the text field on the left and pastes the outcomes. At this point,
the nurse is prepared to document the patient’s progress toward a goal or resolve a goal
that has been achieved.

B. List three common statements used to evaluate outcomes.
Answer:
1. Outcome met this shift
2. Outcome not met this shift
3. Ongoing outcome
Rationale: Evaluation pop-up text provides common prebuilt evaluation statements such
as Outcome met this shift, Outcome not met this shift, and Ongoing outcome.

Lo 11.3 Reassessment

Power Point Slides: 7, 8.

Concept Checkup 11.3

A. Name two items that are frequently reassessed by nurses:

Answer:

1. Vital Signs

2. Pain
Rationale: The patient needs frequent reassessments following a procedure such as a
heart catheterization or surgery. This type of reassessment data is best documented in the
reassessment tab of SpringCharts. Under the reassessment navigation tab on the right side
of the Nurse Note screen is a list of items that are typically reassessed such as vital signs
and pain.
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Lo 11.4 F/U-REM (Follow-up Reminders/ToDo List)

Power Point Slides: 9, 10.

Concept Checkup 11.4

A. Is anew ToDo/Reminder launched from within a patient’s chart automatically linked to
the patient?
Answer: Yes
Rationale: In the lower left window of f/u panel within an Office Visit or Nurse Note
screen, the “create a reminder” icon is available enabling the clinician to set a personal
ToDo/Reminder or to send one to another person in the clinic. The ToDo/Reminder is
automatically linked to the patient’s chart.

B. True or False: A ToDo/Reminder can be sent for a future date.
Answer: True
Rationale: In the New ToDo/Reminder window a user clicks the Send button to send the
reminder immediately, or clicks Send Later and designates a future date when the
reminder should appear in the recipient’s To/Do List.

Exercise 11.1
Stroke

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 “stroke” patient and the chart opens.
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2. Your patient is having difficulty communicating due to the stroke she suffered early this morning. Her
significant other tells you she has a past history of Transient Ischemic Attack (TIA) and Pneumonia.
Click on PMHX and it populates the right lower corner box. Click the [Edit] button below the box and a

new window opens.

« In the space after Dx at the upper right portion of the window type TIA and click the search button.
TIA 435.9 appears in the box below the search button. Click on TIA and it moves to the Past Medical
History box on the upper left.
« In the space after Dx type Pneu and click the search button. Pneumonia, bacterial 482.89 appears in
the box below the search button. Click on Pneumonia, bacterial 482.89 and it moves to the Past
Medical History box on the left.
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« In the lower left corner of the window, click Back to Chart. Note your new entry in the PMHX field.
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T Moore, Stroke 04/15/49
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3. You ask the patient’s significant other about her social history. He states that she drinks 3 to 5
cocktails a day and has done so for the last 10 years. Click on the Social History field on the left and it

populates the box on the lower right side of the screen

* Click the Edit button and a new window opens.

« In the right upper box below Social History click on: Heavy Drinker. Heavy drinker appears in the
Social History box on the upper left.

« In the Social History box on the upper left, click after Heavy Drinker and type: 3-5 cocktails per day

for the last 10 years.
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« In lower left corner of the window, click Back to Chart. The text you added appears in the Social

History field.
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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.
[ Nurse Note 12/11/2010 Sl e
Taalks
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5. Your patient has no verbal complaints due to aphasia.

¢ Click into the Chief Complaint field in the left lower box and type: Difficulty communicating—

expressive aphasia.
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6. Click on the Vitals button on the located below the CC button on the vertical navigation bar on the right
side of the screen. Note that your Chief Complaints now appear in the Subjective section of the Nurse
Note.

* You take your patient’s vital signs. Document the following in the boxes on the lower left section of the
window: Temp 98.2, Resp 16, Pulse 76, BP 177/96, Ht 68 inches, Wt 183 Ibs.

* You measure your patient’'s oxygen saturation on room air and find it to be 89%. Document this in the
02Sat% field. You start oxygen at 2 L/minute per nasal cannula and five minutes later her oxygen
saturation has increased to 94%. To document this, click into the Notes box on the left and
document your assessment and interventions by typing in the field.

« Under the Vitals text box on the right click: BP right arm, Pt position—supine and Temp source—
Oral, No complaints of pain. This text is sent to the Notes box on the left. Separate the Temp source—
Oral text from the other text by clicking in front of it and striking the enter key on the keyboard.
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7. Click on the Exam button located below the Vitals on the vertical navigation bar on the right. Notice the
O (Normals) defaults in the right upper box. Select the following systems that are within normal limits
when you assess your patient: HEENT, Gastrointestinal, Heart sounds, Integumentary, and GU/GYN
(female). Remember that you can use the enter key to put these items on separate lines to streamline
your documentation.

* Click the drop down arrow next to O (Normals) and select O (Abnormals). Select the General section
followed by: generalized weakness. Select the Neuro section followed by: Aphasia.

* Click in the Examination box on the left lower side of the screen after Aphasia and type: non-verbal at
this time. Follows simple commands—squeezes hands and blinks eyes on request.

* You are still in the Examination box, click in front of generalized weakness. Delete generalized and
type: right sided. Type: Facial droop, right sided.
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8. Click into 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. Remember to place
nursing diagnoses in order of priority. Click the following:

* Mobility Physical, Impaired.

« Communication: Impaired, Verbal

* Falls, Risk for

* Aspiration, Risk for

« Social Interaction, Impaired. Click the [D&T] icon to date and time the entry. Click [Done].

» Add the etiology (related factor) and symptoms (as evidenced by) by typing into the field after each
NANDA diagnosis.
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Tools
Pt Moore, Stroke D41 549 Diagnosis Date: 12111/2010 lasimod: 121172010

127112010 Nurse Note DIAGNOSIS
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i
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9. Click the NOC button in the vertical navigation bar on the right located below the Dx button. Notice that
your NANDA documentation populates the Nurse Note.
* Click into the Nursing Outcomes Classification text field on the lower left and type:
« Aspiration Prevention: Personal actions to prevent the passage of fluid and solid particles into the

lung.

« Below the Nursing Outcomes Classification on the right upper side select the following:

>

>

Communication: Reception, interpretation, and expression of spoken, written, and non-verbal
messages.

Fall Prevention Behavior: Personal of family caregiver actions to minimize risk factors that
might precipitate falls in the personal environment

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

Mobility: Ability to move purposefully in own environment independently with or without
assistive device. Remember that you can use the enter key to put these items on separate
lines to streamline your documentation.

T Murse Note 12/11/2010 (o [@ &=
Tools
Pt Moare, Stroke 04715149 NOC Date: 1211142010 last mod: 12/11/2010
12/11/2010 Nurse Note w I3  nursing Outcomes Classification = l / | [
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; . [ & e Dx
maéss E,imgm?szi';{m 78 Resn: 16 BR1TT6 WEAB3.00s Knowledge - Cardiac Disease Management: Extent of unde
OZSAT 89 % |Knnwreags - Congestive Heart Failure Management Exten e
HEENT: Within Normal Limits. Knowledge - Depression Management: Extent of understar | ———
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Heart sounds: Within Normal Limits, = =
Integumentary wlrnnm Normal le'ns Knowledge - Diet Extent of understanding conveyad about
GUIGYN (farnale): Within Normal Limits. Knowledge - Disease Process: Extent of understanding co
GEMERAL: right sided weakness. Facial droop right sided Knowledge - Medication: Extent of understanding conveyed
MNEURD: Aphasia, non-verbal at this 1|!'ne. Follows simple Knowledge - Treatment Procedure: Extent of understanding
commands—squeszes hands and blinks eyes on raguest. Memory: Ability to cognitively retreive and report previously s _
Mobility: Ability to move fully in own ing = T
Assessment: Nausea and Vomiting Control: Personal actions to control 1 | ——=——1
gmer & :gobilﬂ\f Ph\'st;cat. Ilmna_lreg Q’RThSII[.:E% —_— Meurological Status: Ability of the peripheral and central ner &
er Dy :Communication: Impaired, Verbal inability to speak. allabl
Other D Falls, Risk for ART right sided weakness. Mutritional Status: Extent to which nufrients are available to

Other D :Social Interaction, Impaired AEE inability to speak Oral Hygeine: Condition of the mouth, teeth, gums, and ton
Other D :Aspiration - Risk for ART stroke affecting right side. 12011420 _ ||Pain Control: Personal actions to control pain
Plan: Post Procedure Recovery: Extent to which an individual retu

Quality of Life; Extent of positive perceotion of current life cir ™
‘ m »

m "

Aspiration Prevention: Personal actions to preventthe passage #
of fluid and solid particles into the lung Copy
Communication: Reception, interpretation, and expression of Prev
spoken, writlen, and non-verbal messages E
Fall Prevention Behavior: Personal or family caregiver actions fo
minimize risk factors that might precipitats falls in the personal
environment.
Knowledge - Disease Process: Extent of understanding
svad ab & proce aye

| ¢ Done ] £ Edi ] % print |_ [ report | X Delete | = l.qrrawt ;l [T] spet
SPRINGCHARTS -
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10. Click the NIC button on the right below the NOC button. Notice that your outcomes populate the Nurse

Note.

* Select the following interventions:

>

>

Respiratory Monitoring: Collection and analysis of patient data to ensure airway patency and
adequate gas exchange.

Embolus Precautions: Reduction of the risk of an embolus in a patient with thrombi or at risk
for thrombus formation.

Emotional Support: Provision of reassurance, acceptance, and encouragement during times
of stress

Fall Prevention: Instituting special precautions with patient at risk for injury from falling
Medication Administration: Preparing, giving, and evaluating the effectiveness of prescription
and nonprescription drugs.

Teaching: Disease Process: Assisting the patient to understand information related to a
specific disease process.
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» Vital Signs Monitoring: Collection and analysis of cardiovascular, respiratory, and body
temperature data to determine and prevent complications.

« In the Nursing Interventions Classifications box on the lower left click after the Embolus Precautions
entry and type: Sequential compression devices (SCDs) placed on bilateral lower extremities
« Click after the Fall Prevention line and type: Fall prevention teaching with family, verbalized
understanding. They will inform the nurse when they leave the room or if the patient needs to get out of
bed.
« Strike the enter key to put the cursor on a new line. Type: Aspiration Precautions: Prevention or
minimization of risk factors in the patient at risk for aspiration

T Nurse Note 12/11/2010 E=H ﬂ_gl
Tools
Pt Moore, Stroke 04/15/49 NIC Date: 12/11/2010 last mod: 12111/2010

Other Dx .'Comm'unic'aiion:’Imbaired. Verbal AEB inability to speak. - T -
Other Dx :Falls, Risk far ART right sided weakness. o Mursing Interventions Classific... ~ | VA |
Cther Dx Social Interaction, Impaired AEB inability to speak. - - i e e .
Other Dx ‘Aspiration - Risk for ART stroke affecting right side.12/11/20 Resnna_tcr\_f Monl!onn_g Collection and analysis of patientd . I
Plan: Resuscitation: Administering emergency measures to sus

NOC: Seizure Precautions: Prevention or minimization of potentia
Aspiration Prevention: Personal actions to preventthe passage of flul fiseir. Care Assistance: Assisting another to perform activitie
and solid particles inta the lung Skin Survelllance: Collection and analysis of patient data to

Communication: Reception, interpretation, and expression of spoken

wiritten, and non-verbal messages. Smoking Cessation Assistance: Helping another to stop st

Fall Prevention Beh P ar family ¢ iver actions to Spiritual Support Assisting the patient to feel balance and «
minimize risk factors that might precipitate falls in the personal Suicide Prevention: Reducing risk of self-inflicted harm witt
E(mml;r;ngeen!. Disease Process: Extent of understanding conveyed Surgi:_al Ffle_paralion' pm“di_ng cgre_ 10:a patant immedlatst
about a specific disease process and prevention of complications. [Teaching: Disease Process: Assisting the patient to under
Mobility: Ability to move purposefully in own environment independent| ||[Teaching: Prescribed Diet Preparing a patient to correctly
with or without assistive device. = [llTeaching:Prescribed Medication: Preparing a patient to saf
Inlerueqtin_ns: [Teaching:Procedure/Treatment: Preparing a patient to unds
F‘:zli's’ﬁ::f:m' [Traction/immobilization Care: Management of a patientwhg | |

Date of Service: 121112010 [Tube Care: Management of a patient with an external drain: =
Patient Number: 66 Chart ID: not Charted Urinary Catheterization: Inserion of a catheter into the blads
Last Modified: 12/11/2010 Ventilation Assistance: Promotion of an aptimal spontaneo
~ |[Vital Signs Monitoring: Collection and analysis of cardiovas

& ] Ls Vound Care: Prevention of wound complications and prom =

Respiratary Monitoring: Collection and analysis of patientdata = | ‘ X o)
to ensure airway patency and adequate gas exchange. Copy

Embolus Pracautions: Reduction of the risk of an embalusina ||| Prev

patient with thrombi or at risk for thrombus formation. equential {m\

compression devices (SCDs) placed on bilateral lower M

extremities IED

Emotional Support: Provision of reassurance, acceptance, and L
encouragement during times of stress
e e Sy

¢ Done “ & Edi “ o print i [ report || X< Delete ] B “ T Export ]594 .
SPRINGCHARTS el
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11. Your receive orders for Lovenox 250 (3 mg/kg) subcutaneous every 12 hours. 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 the bottom of the list. Select Import File Cabinet Document
and the File Cabinet window appears.

e 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. Use the search mechanism to select the blank MAR document. 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.
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File Cabinet Document [

Created On:  12-11-2010
Last Modified: 12-11-2010
Signed by:
Document Name MAR
Patient Moore, Stroke 04/15/1949 D
Chart Tab Nursing Documentation
Folder _Consult -
File Medication Administration Record.xls
Description
MAR

- &7 Attach H &)~ Sign

¢ Click Done. The document appears in the Care Tree on the right in the Nursing Documentation tab.
* Click on the + in front of Nursing Documentation.

" Moore, Stroke 04/15/49 =iy =
File Edit Windows Actions New u

SAAHE=20BAXREERE BB EEBE

Patient r Problem List h Medical Tests *
Moore, Stroke 047157409 |none listed | Flow Shaats
Age: B1 yrs T mns 26 days Test Records
8301 North Main Pitinn Mads Excusesiiotes
Sherman, TX 77521 o ey Fila Cabinst
Mother's Last Name: Fischer ~ Outside Meds B Recycie Bi
Home # (214) 543-4567 ‘E\-;-- .—3-1, .
ot ] none listed Mursing Dacumeantation
Marital Status: Married Default 2. L, ’-':1‘ AR Maare, Strok:
Sex F |- ] omespondence ]
Employar Diefault Pharmacy Not Set HEPs e
Attending Provider Uncharted Tests | Repaorts To Patient

Allergies Chart | ﬁz;r;svalu ations

MNEA

Mot Done Everyone Age 14 yrs to 105 yrs DT every 520 whk |
Not Done Everyone Age 35y1s to 105 yrs EKG every 104 w)
L —— Mot Done Fermales Age 35yrs to 110 yrs Mammograrm av |

F =

llerg
|Olhe: Sensilivities: none Physician Orders

Telephone Messages

144359 Diagnosis Hx =il = )
Preumonia, Baclenal 482.89 l
Hx File Document:
i Document Name: MAR
none listed Procedure Hx File Mame: FC_53Medicationfdministrus

I 1/ || File CabinatFoider. Consul
Social History Document Name: MAR
Descripion/Summary. MAR
Last Modified: 12/112010

’:—maw Drinker; 3-5 cocktails per day for

-
Mo Insurance Info |
the last 10 years

Chart Note
none listed

Referrals
none listed

Patient Annotation(s)
Fone fisted |

../Edn . aff Print '.f X . M [ poc

« Highlight the MAR and click Edit at the lower right 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 #.

* On the left enter the Lovenox on the blank field above Strength and Dose. In the Dose field type 250
mg.

« Under directions type subq every 12 hrs. Indicate the scheduled administration times of 0900 and
2100.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 11
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12.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore

* Type your name and initials in the Initial & Name area at the bottom of the document.

o

ool

0800 0500|1000 1100|1200 1300|1400] 1500( 16001 1700( 1800|1500 2000|2100 | 22002300 | 2400{0 [o "“r" [os00fo
Deltoid = RD or LD Initial & Name SN |Student Nurse Initial & Name
[Vastus Lateralis = RVL or LVL Initial & Name Initial & Name
Lower Abdominal = RLA or LLA  |initial & Name Initial & Name
Anterior Gluteal = RAG or LAG Initial & Mamea Initial & Mame

Posterior Gluteal = RPG or LPG

* Type your initials in the 9am top time box and type RLQ (right lower quadrant of abdomen) in the

bottom box to indicate the injection location.

Medication Administration Record

Patient: Moore, Stroke
Date of birth

Date: 12/5/2010

4/15/1949

Admit: 12/512010

to

Doctor: Stephen Finchman

Room #: 3251

o{og00{1000{1100

1200{1300| 1400|1500

1600(1700| 1800

000|2100{ 2200|2300 24000

(]

Lovenox

| Sareragth Dogse 250mg

Ditections subq evedy 12 hours

95N|

RLO

2

* Click the [save diskette] icon to save your work.
« Click the X on the far right upper corner to close the MAR. A pop up will ask you if you want to
save the changes you've made, select yes. The File Cabinet Window is still present.

¢ Click [Done]. A pop-up appears “The Attached file may have changed. Do you want to send a new
version to the server?” Click Yes. The window closes.

pX{

Update Document N

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

Your patient is NPO until a swallowing assessment is completed.

* Click the New menu, Import Items at the bottom of the list.

* 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.

¥ File Cabinet Document [

Created On:
Last Modified:
Signed by:

12-11-2010
12-11-2010

Document Name  1&0

Moore, Stroke 04/15/1945%
Nursing Documentation
I80 Form.xs

Patient

Chart Tab

Folder

File

Description
I1&0

&

:E?htta(h H B Sign ]

B Print

Page 12
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The 1&0 document is found in the EHR Materials folder.

« Click [Done]. The document appears in the Care Tree on the right in the Nursing Documentation tab.
¢ Click on the + in front of Nursing Documentation.

* Highlight the Intake and Output and click Edit at the lower right side of the screen.

% 'Maare, Stroke 04/15/48

neumaonia, Bacterial 482 89

PMHK Mot Done Females Age 35yrs to 110 yrs Mammagram ev|
[m 4359 | Diagnosis Hx NC |
P L

F=Son "%
File' Edit Windows Actions New [
caB|QdAX/-rER BeesheBbEERE
Patient ~ Problem List # Medical Tests -
Moore, Strake 04/15/49 none listed Flow Shasts
Age: 61 y1s 7 mns 26 days. Rowt Text Retords
8301 North Main s Mots | ExcusesMotes
Sherman, TX 77521 none listed Fila Cabinet
Mother's Last Name: Fischer Outside Meds Rec/cie B
Home # (214) 543-4567 e it
soE none listed N: 5u S
Marital Stalus: Married Defauk Pharmacy
b & 121172010 MAR Moore, Stroke 04151949 R
Default Pharmacy Mot Set e E
Uncharted Tests | HE&Ps
- Chart Char Evaucnons.
Allergies: NKA | bl
Other Sensitiities: none lotOone Everjong ie 14ts 10105 wre LT aweey 320K ) Notes
Mot Done Everyone Age 35 yrs 1o 105 yrs EKG every 104 Physician Orders
Talaphons M -

Hx File Document:
P | D ame. 180
niong listed | Procedure Hx File Name: FC_S0I0Formxds xls
- ] File Cabinet Foider. Consult
Social History D me. 180
i Descripion/Summary. | &0
Heavy Drinker: 3-5 cocklails per day for |N° Insurance Info -
Lelasliﬂy@ars Last Modified: 121112010

Chart Note
none listad

Referrals
none listad

J
Patient Annotation(s)
I'l;one listad

VA E AT

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.

* Your patient urinated 200 mLs in the bedpan at 0930. Document this.
* Click the [save diskette] icon to save your work.

Patient Name: Moore, Stroke Date: 121512010
Famsey Scale for Sedation HNeadrick Fall Risk Model - Assessment Tool
Rizk Factors
Lewel 1 Patient anxious snd agitated of restless [or both] Rezent Hirtary of Falle
Level 2 Patient cooperate, oriented and tranguil Daprasrinn .4 .4 -4
Level 3 Patient responds to commands onl Altorsd Elimination 3 .3 * 3
IE!!!!!SEE_ Confurian/Direriented 3 3 3
Level & Patient azlecp but responds brizkly to light, IDiIx'nnun‘VoRiu + 3 +3 -3
glabellar tap or loud auditory stimulous. Poor Judaement 3 +3 3 0-2  |MormalflowRisk
Level S Patient azleep with zluggizh rezponse to light, Poor Mobility/Generalized +2 +2 +2 36 JLovel WHighRisk
glabellar tap or loud auditory stimulous. Yo akners Feesii]  LowaiZiEctromely
Level 8 Patient aglecp with no response to stimuli. TOTAL IMITIAL RS g High Birk
INTAKE OUTPUT
v Total Total
A 3
= &
2> =]
: 2 » nNGpH| &
H 3 5 "
= Oral 4 b & F
) [ = Intake | S 5 Output
7
8
%UU
10 Sy
1 4 il
12
13 e el
1" [
TOTALS 8 Hour Total
—i

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 13
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13.

* Click the X on the far right upper corner to close the 1&0 sheet. A pop up will ask you if you want to
save the changes you've made, select yes. The File Cabinet Window is still present.

« Click [Done]. A pop-up appears “The Attached file may have changed. Do you want to send a new
version to the server?” Click [Yes]. The window closes.

XS

Update Document

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

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. Click in the Teaching button on the vertical navigation bar on the right.

« Under the Other Tx Panel at the upper right select the following: Discussed plan of care with
patient/significant other.

« Click into the Teaching text box on the lower left of the screen and type: Patient unable to participate
verbally in discussion but nods understanding.

T 'Nurse Note 12/11/2010
Tools
Pt Moore, Stroke 0415/49

= o |

Teaching

Date: 12111/2010 last mod: 12/11/2010

Other Ox ‘Communication’ Imbalreu, Yerbal AEB inabllity to speak - i C
Other D Falls, Risk for ART right sided weakness. O | oerTxPanel | | 7 | —
Other Dx ‘Social Interaction, Impaired AEB inability to speak. - i
Other Dx ‘Aspiration - Risk far ART stroke affecting right side 12711720 |[TEACHING =
Plan: Discussed plan of care with patient/significant other
NOC: ) ) . Disease process instruction:
Aspiration Prevention: Personal actions to prevent the passage of flui .
and solid particles into the lung. Ptatinsiuchon NIC
C i - Reception, interp ion, and exp of spoken| ||[Medication indication, frequency, considerations instructior) || ————
wiritten, and non-verbal messages Medication administration instruction EESIEN |
Fall Prevention Behavior: Personal or famity caregiver actions to Procadurs recovery instruction | Proc
gmrrgralz:'éﬁtk factors that might precipitate falls in the personal & |Ipatient Control Analgesia teaching complatad s
Knowledge - Disease Process: Extent of understanding conveyad Smoking Cessation discussedipamphiet given i
about a specific disease process and prevention of complications, Patient not a candidate for instruction due o
Mobility: Ability to rmove purposefully in own environment independent Patient has no family'signficant ather
with or without assistive device. Discharge Instructions:
Ir}l'tlecr“ventmns: [Continue home diet as instructed.
Respiratory Monitoring: Collection and analysis of patient data to Call physician for these sig ymptoms
ensure airway patency and adequate gas exchange (Call 911/Go o ER for these signsisymptoms
EThh%lus Pé_ecau:iqn:%ﬁe[ﬁutﬁ%n UT[lhe g?k of an em1?|jllu5 inapatier |istaples to be removed 10-14 days postop
with thrombi or at risk for thrombus formation. equential compressior ? -
devices (SCDs) placed on bilateral lower exremities. < |22 not shower undl staples remavad
i - - = . Daily dry gauze dressing change until staples removed
Mav shower 7 davs after suraery, bl
‘ m »
Discussed plan of care with patient/significant other Patient =
unable to participate verbally in discussion but nods %"W
understandin il
= L _ | | Note
B
= E
™

[ Fows || Jea || A || Eneon || Xoses [ @ | oromes | e |

J

SPRINGCHARTS

Electronic Health Records

[ @7son |

|

14. Click into Evaluation on the vertical navigation bar on the right. Using the Evaluation text on the right
side, add the text below manually. (The NOC item for the patient is referenced by the first word.)

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore

« Communication: Outcome met this shift for reception and interpretation as evidenced by nodding and
following instructions to move left side. Outcome not met this shift for expression of spoken messages
due to aphasia.

* Fall Prevention Behavior: Outcome met this shift, no falls. Ongoing outcome.

* Knowledge—Disease Process: Outcome met this shift—teaching completed with family and patient.
Continue to reinforce. Ongoing outcome.

» Mobility: Right-sided weakness limits mobility. Bed rest maintained this shift. Ongoing outcome.

« Continue current interventions.

Page 14
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« Use the Enter key on the keyboard to place text on separate lines to streamline your documentation.

=eEs

7 Nurse Note 12/11/2010

Tools
Pt Moore, Stroks 04115149 Evaluation Date: 12/11/2010 last mod: 12/11/2010
~ Other Dx “ation. | Irnpsued Verbal AEB inability to speak. o u = [ /

m T )
Gther Dx Falls, Risk for ART right sided weakness. Evaluation

Other D ‘Social Interaction, Impaired AEB inability to speak. =
Other Dx Aspiration - Risk for ART stroke affecting right side 121,20 |[Outcome evaluated
Plan: Ongoing outcome
"Escn:lranon Prevention; Personal actions to prevent the passage of flul Cutioma mel tnis
T il
and solid parcles info the lung. pulcams natmet i shit
Variance reason - ptuncoop

Reception, ion, and exp
wnnan and non-verbal messages Variance reason - pt condition declined
Fall Prevention Behavior: Personal or family careaiver actions to Variance reason - diagnosis changed
ariance reason - ptfamily decision regarding treatmant

minimize risk factors that might precipitate falls in the personal =
‘ariance reason - this goal no longer primary goal at this time

environment.
\||Outcome acheived

of spoken|

Knowledge - Disease Process: Exent of understanding conveved
about a specific disease process and prevention of complications.

Mability. Ability to move by in own F Continue current imerventions
with or without assistive device. i<ey Intervention(s) today
Interventions: n 2 i ’
NIC: “S‘IEI'IT verbalized IJI'.| erstanding ) g
Resuira!owMunitnring: Collection and analysis of patient data to - bl — —

Patient not open to instruction at this time

Family not open to instruction at this ime

Patient demonstrates procedure corractiy
Family'significant other demonstrates procedure correctly

ensure airway patency and adequate gas exchange.
Embolus Precautions: Reduction of the risk of an emnulus in a patier
with thrombi or at risk for thromb
devices (SCDs) placed on bilateral lower exremities.
e ' 13

e - AlContinue to reinforce teaching

Communication: Qutcome met this shift for reception and il
interpretation as evidenced by nodding and following
instructions to move left side. Outcome not met this shift for
of spoken ges due to aphasia

Fall Prevention Behavior: Outcome met this shift, no falls.
Ongoing outcome.

Knowledge—Disease Process: Outcome met this
shift—teaching completed with family and patient

B [ omepo | M ]

[ Lome | Zea || Beie [ Flrepon | Xosme |

SPRINGCHARTS

Electronic Health Recoeds

15. Click into Reassess. Under the Reassessment text box on the right click:
New/Added Intervention. The text moves to the Reassessment text box on the lower left side of the
screen.
« Click after New/Added Intervention: and type: Add Thicket to all liquids for dysphagia.

===

= Narse Note 12/11/2010

Tools
Pt Moore, Stroke 0415148

Reassessmaent

Gther D -Communication: Impaired, Varbal AEE manilih' tospeak. -
Other Dw ‘Falls, Risk for ART right sided weaknes:
Other Dx “Social Interaction, Impaired AEB |nab|||l\|'to speak.
Other D Aspiration - Risk for ART stroke affecling right side 1211720

Plan:

NOC:
Aspiration Prevention: Personal actions to prevent the passage of flul
and solid particles into the lung
C ication: Reception, ion, and
writlen, and non-verbal messages.
Fall Preverition Behavior: Persanal of family caregiver actions to
minimize risk factors that might precipitate falls in the personal
erwiranmant.
Knowiedge - Disease Process: Edent ofunderstanding conveyed
about a specific disease process and prevention of complications
Mobility. Ability fo rmove in own
with or without assistive device.

Interventions:

NIC:

of spoken

Respiratory Monitoring: Collection and analysis of patient data to
ensure ainway patency and adequale gas exchange.
Embolus Precautions: Reduction of the risk of an emhnlus in a patier
‘with thrombi or at risk for fi
devices (SCDSJ piaceu on bilataral lower extremi es.

‘ L L]

I3 Reassessment

amp source - Oral

‘@mp source - Ractal
‘@mp source - Temporal
#Mp source - Tympanic
Weight

- |IiMo complaints of pain

Pt complains of pain

Pain location

Pain rating 0-10

Pain radiating

Pain description

Factors affecting pain
Factors relisving pain
(Outcome changefreconsidaration
Specific Outcome changad:
{Reason for change:
HewRevised Outcome:

7 |IMewiAdded Intervention:

Reason for adding Intervention

NewiAdded Intervantion: Add Thicket to all liquids for -
dysphagia

(26D

wpected outcomea

Date: 1211/2010 last mod: 121172010

[ FiRem |

|

SPRINGCHARTS

Electronic Health Records

Foome || Zex | Beiw || Elrepon || Xoderw | @ | orews || [Msea

N

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore
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16. Click into F/U-Rem. Notice your documentation from the Reassess area populates the Nurse Note. On
the lower left side of the screen below the F/U-Reminders text click on the icon of a finger with a piece
of string tied around it.

» The Add to ToDo/Reminder List . . . window populates. Click into the free text field at the upper left
and type: Move patient close to nursing station when room available.

« Notice that your patient’'s name displays in the middle left side of the window. F/U-Rem is linked to a
patient when accessed within the Nurse Note. Choose your name in the To drop down box.

¥ New ToDo/Reminder o [E [
Add to ToDo/Reminder List. 3 [toDoRemingers  ~ [/
Dressing change
Move patient close to nursing station when room available. __Prain r‘:“' at
eac
) r ) (Call family when pt goes to OR per their reque:
Tl Mo (demo ¢ To Dialysis at
Askiorder DME for pt discharge
Call reportto
Stroke Moore 04/15/49 Do discharge paperwork
Do staffing for next shift
‘ B8 Link to a Patiert
Send on 12/11/2010 ‘ =0 Send Later
"= Send | | @ cancel |

Click [Send].
« Look to the far left of the screen to the SpringCharts fields that are open outside of the Nurse Note.
Your new entry is visible in the ToDo List in dark pink below the calendar.

T Suburban Medical G
17. Click Done. The Save As screen populates. Click Save. File Edit Productivity {
v Save As |__Z§_| |]:| @ -

A0 A0 |

Save to Tab: _-Encounters -

5 6 7 8 9 1011
Save As: |Nurse Note 12 13 14 15 16 17 18
19 20 21 22 23 24 25
26 27 28 29 30 3

-~

= Dalton, Sally E
L 05/28/97

10/13/2008

===

Teach regarding
bipolar disease
process.
Bipolar Affective
% Do Routing Slip? L ) Disorde Moore

, 04/15/69
Do you want to send a Routing Slip? Taleanil

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

1]

Move patient close

to nursing station
Y when room

[ w = I [ @ o } availahle.

Stroke Moore

04715149

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 16
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19. 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 [EdIit]. Click [Sign]. Select [Permanent Sign and Lock] when finished with your Nurse Note.

[ Nurse Note 12/11/2010
Tools
Pt Moore, Stroke 04115149 Chied Complaint

g

E=|

Date: 1211/2010 last mod; 121112010

12/11/2010 Nurse Note ‘| @ [sPanel »| |l
Subjective: : — .
Difficulty communicating—expressive aphasia abdominal pain, »

Objective: £ llanxious
H:_asl\sa. g;mg“?%gfa_‘l‘-iﬂ. 76 Resp: 16 BP: 177/96 Wt 183.0lbs AllergissiAllergic Reaction,
Q25AT 89 % Wnimal bitesiattacks, =
HEENT: Within Normal Limits. Asthma,
Gastroimestinal: Within Narmal Limits

Heart sounds: Within Normal Limits.
Integurmentary. Within Normal Limits -
GLIGYN (female); Within Mormal Lin] % Sign
GEMERAL: right sided . F

NEUR®D: Aphasia, non-verbal atthis i :
ComAanils-=suuseses handeand 4 Initial dacument or Sign and Permanently Lock?

Assessment:
Other Duc Mobility Physical, Impaired
Other Dx -Communication; Impaired
Other D -Falls, Risk for ART right sii
Other Dx :Social Interaction, Impairel
Other D “Aspiration - Risk for ART g

Blan:

‘ L

Difficulty communicating—expressive aphasia - [Falls, 2 =)
Copy (121112010
E Prev | Difficulty communicating—expressive aphasia

o

g

[ Foue | e || Blrwee [ X
SPRINGCHARTS

Ehectronic Health Records.

Exercise 11.2

Cellulitis

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

= Moore, Cellulits 04/15/43
File' Edit Windows Actions New 3
S8020@aX/ iR PRl O e
Patient rnmm ~|[* Moore, Cellulitis 04715049 |

{E=HIoH 5

Moore, Cellulitis 04/15/49 none listed E"°0Uﬂ|§f_9
Age: 61 yrs 7 mins 26 days. I

8301 Norih Main Routing Meds Medications
Sherman, T 775211 none listed Lab
Mother's Las! Name: Fischer

Home # (214) 543-4567

Outside Meds | Imaging
]

none listed Medical Tests .
" . Flow Shesis
K:;llal Status: Mamied Default VY Tant Racords
Employer Default Pharmaty Mol Set Ext.
Attending Provider: Uncharted Tests ;"9 Cabl;el
ecycle Bin
W Chart Evaluation Mursing Dotumentation
lergies: NKA ) Mot Done Everyone Age 14 y1s to 105 yrs DT every 520 wi Comespondence
Other Sensitivities: none Mot Done Everyone Age 35 yrs to 105 yrs EKG every 104 HEPS
PMHX — MNotDone Females Age 35 yrs 10 110 yrs Mammogram ev 1 Raports To Patient =
Fane listed ] Diagnosis Hx | ¥ m ’
i Prescription Hx (
nane listed I
1C 2 ]
[;r.lne listed
Chart Note |No Insurance Info
none listed
Referrals
nong listed

]
Patient Annotation{s)
[;Une listed |

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 17
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2. Your patient tells you she scraped her arm getting groceries out of her car a week ago and now her
entire right arm is infected. She tells you she has taken Synthroid 0.1 mg by mouth daily for the past
year. The Synthroid is not in her Routine Meds list. You check her chart and find that her physician has
ordered this medication to be continued during her hospital stay. Click on Routine Meds and it
populates in the bottom right corner of the screen. Click Edit below this box.

» The Routine Med screen populates. In the space after Brand Name in the upper right portion of the
window type: Synthroid and click the search icon. Options appear in the box below. Click on the
Synthroid 0.1mg po daily, which sends the medication information to the Routine Meds list at the upper
left side of the window.

= Moore, Cellolits 04/15/48 =S
i Windows Act T > |
A
o Aerges Allergic to:
8 social Ef Routine Medications [ﬂ >4 Search |BrandName | synthroad & Search
Synthroid 0.1 mg i po q 4 #30 M =
S e
B P
A Referras .
(%8 Chart Note Previous Prescriptions: | |5 Fx Hx

B [ Routine Mads

B Outside Mads

5| Problem st Notes and OTC Meds
0 chat adert
[ patient Anotations O RoutneMeds =[]
ASA 81 my daily
MuRtiple Vitamin
Caltium supplements
Harbals
Omega-3
B Backcto chart |
= prine F5

* Click on the Synthroid in the Routine Meds field on the left side of the screen. The Edit Rx window
opens. Put a date of one year ago in the Date Started and click Save.

 Edit Rx (=5

Brand Name: [Smihioid O  Owg stoppad = .

Generic Name:  Levothyroxing
[Treatment completed
Madication inafatiive
Side effects
Interactad with othér madication
Action: Allergic reaction

High cost

Strength: 31 mg

Dose:
Dose Unit:
Route:
Dose Timing:
Dose Wote: |
Duration: | dayls)
Directions: | poqa
Quantity: [30
Quantity Unit: |
Refills: .'i
Date Started: 120052009
Date Stopped:
Fill Date:
Reason Stopped:
Diagnosis: i
First Data Bank ID:

Default Provider: demo

ViewNDCID | JB Save @ cancel & Lok B 5ave to Master 3 Daiste 34 2 S

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 18
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« In the left lower portion of the window, click Back to Chart. Your entry appears in the Routine Meds

field.

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

SAlA0=20aAX//FER el BFTE

Patient Problem List
Moare, Cellulitis 04/15/49 I;one listed
Age: B1 yrs 7 mns 26 days. -
8301 North Main Routine Meds
Sherman, TX 77521 Synthroid 01 mgipogd
Mother's Last Name: Fischer Outside Meds
Ié{g;we #.(214) 543-4567 hiong fistsd
Marital Status: Married Default Pharmacy
sexF Default Pharmacy Not Set
Employer:
Aftending Provider: ~ Uncharted Tests [
— Allergies Chart Evaluation
Allergies: NKA Not Done Everyone Age 14 yrs to 105 yrs DT every 520 wk
Other Sensitivities: none Not Done Everyone Age 35 yrs to 105 yrs EKG every 104 w
— PMHX _Not Done Females Age 35 yrs to 110 yrs Mammogram ev |

3. 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.

' Murse Note 12/11/2010
Tools
Pt Moore, Cellulitis 04115/49

| 12/11/2010 Nurse Note
Subjective:
Objective:
Assessment:
Plan:
Interventions:
Evaluation:
Revision:
Date of Service: 12/112010
Fatient Number. 67 ChartID: not Charted
Last Modified: 12/11/:2010

=loEs

Chief Complaint

Date: 1211172010 last mod: 12/111/2010

[ »] S Panel

Abdominal pain,
Anxious,
AllergiesiAllergic Reaction,
wnimal bitesfattacks,
Asthma,

Blezding,

Blood sugar, high
Blood sugar, low
Bruising

Burmn,

Chest pain,
Congestion,
Constipation,
Cough,

Care Tree

)

Difficulty swallowing,
Diarrhea,
Diziness

|
|
|
|
|
|
Depressed,

Fatigue,

Chief Complaint

» |[Falls,
Copy |
Prev |

Note |

[38)
(mEm
[ e ]

]

[Fome || Zex [ Brix | Elrepat || Xoeete | @ | sreeot [ [Dsa |

SPRINGCHARTS

Blectronic Health Aecords

| & s

4. Your patient complains of pain and swelling in her right arm. Select Pain and select Swelling in legs in
the S Panel text and it populates the Chief Complaint box on the bottom left of the screen. Click in to
the Chief Complaint box after Swelling in legs and delete legs and type: right arm.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore
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¥ MNurse Nate 12/11/2010 [F=Eoh =
Ll
Pt Moors, Callulitis 04715149 Chief Complaint Date: 1211172010 1ast mod: 121172010
12/11/2010 Nurse Note O sFanal = | &
| Subjective: | —
Objective: [Palpitations, Bl
Plan: ot |P!epnanc'n‘lah9r_ =
_“mr;m ntions: iF‘s‘,‘( hiatric Issues,
Evaluation: [Rash

(Rectal bleeding

Date of Serdce: 121112010 [Runny noss.
Fatient Number. 67 Chart ID; not Charted lehormess of braath,
Last Modified: 121112010 I il
{Sore throat,
StrokalTA,

{Suicide atternpt,

Sweiling in legs

{Thirst,

(Trauma - Gun shot'stabbing

{Trauma - Lacaration

(Trauma - Molor Viehicle Accident,

Urinary Track Infaction, =
'aginal Discharge,

ertigo,
ting.
Pain. Swelling in right arm w

Copy
Prav
_ || Note

3 )
T

[ VDW_, e R [ — r —_— T |

SPRINGCHARTS ]

Electronis Heath Recordy leeSreriten ]

5. Click on the Vitals button on the located below the CC button in the vertical navigation bar on the right
side of the screen. Note that your Chief Complaints now appear in the Subjective section of the Nurse
Note.

* You take your patient’s vital signs. Document the following: Temp 102.4, Resp 18, Pulse 102, BP
148/74, Ht 55 inches, Wt 180 Ibs., 02Sa% 92.

* Also select: BP left arm, Pt position—supine and Temp source—tympanic.

» 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. The text is sent to the
Notes box on the left. Use the enter key to place each entry on a separate line.

« Fill in the following information in the Notes box that your patient conveys to you: Pain location: Right
arm pain, Pain rating 0-10 scale: 3, Description: aching, Factors affecting pain: movement, Factors
relieving pain: aspirin.

T Nurse Note 12/102010 =R
Tools

Pt Moore, Cellulitis D4/15/4% Vitals Date: 1211172010 last mod: 1211/2010

12/11/2010 Nurse Note — -

Subjective: Graphs: | i || [gj :
Fain. Swelling in right arm o

Ohjective: Previous Vitals - 2

jective:

Vitals: Temp: 102.4F HR: 102 Resp: 18 BP: 148/74 Wt 180.0lbs
Ht 55.0in EMI: 41.83

OISAT 92 %

essment:
Plan:
Interventions:
Evaluation:
Revision:
Date of Senvice: 121112010
Patient Number. 67 Chart ID: nof Charted
Last Modified: 121172010

O s - 7] &
Eemp source - Adllary - |
emp source - Oral
[Temp source - Ractal
[Temp source - Temporal
Temp source - Tympanic

Temp: 1024 F Resp 18 Pulse|102 o complaints of pain
= [Pt Complains of pain
BPI148 1|74 Ht (55  |in Wt 180 | lbs P 3in Location
[Pain rating 0-10 scale £
HE i BM: [4183| BooyFat % Fah e 3
O28AT 42 % IPain Destription
IF actors affecting pain
BP laft arm. Pt position - supine. Temp source - Tympanic | [l actors ratisving pain -
Pt Complains of pain. Pain Location: right arm, Pain rating A
asn 3 Coatous astosts Lot

| Foome || Zew | e | Flrepon || Xosse | B | oreeet | [Msed |
SPRINGCHARTS wan )

Elctronic Health Records PRI,
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Click on the Exam tab located below the Vitals. Notice the O (Normals) defaults in the right upper box.
In this area select the following systems that are within normal limits when you assess your patient:
HEENT, Heart sounds, Lungs/Respiratory, GU/GYN (female), and Neurological.

¢ Click the drop-down arrow next to O (Normals) in the right upper box and select O (Abnormals).
Select the Skin section followed by: abrasions. Select the Extremities section followed by: edema

« Click into the Examination box on the lower left after abrasions and type: 4 cm by 6 cm abraded area
to right forearm. Inflammation present. After edema type: to right arm, 14 cm circumference measured
and marked.

T Murse Note 12/11/2010 o & [
Tools
Pt Moore, Cellulitis 04/15/49 Examination Date: 121112010 lastmod: 12/11/2010
12/11/2010 Nurse Note I3 o (Abnormals) ~ | Z | |
Subjective: _— — | |
Pain, Swelling in right arm, rales and rhonchi - | Exam
Objective: heezes . L
Vitals: Temp: 102.4F HR: 102 Resp: 18 BP: 148/74 Wt 180.0lbs rubs D
Ht: 55.0in BMI: 41,83 [ i
02SAT 97 % audible murmur
Assessment: imegular
Plan: bowels sounds decreased
Interventions: bowels sounds high pitched
Evaluation: distended
Revision: ende
Date of Service: 12/1122010 GUIGI
Patient Number: 67 Chart ID: not Charted Indwelling urinary catheter
Last Modified: 12/11/2010 Urine cloudy
Sedimentin urine
Strong smell to urine
Constipated
EXTREMITIES: L
edema 5
amputation
pulses weak or absent |
cold to touch -|
HEENT: Within Normal Limits. o | I e il L
Heart sounds: Within Mormal Limits | | Copy |
PRl Lungs/Respiratory. Within Mormal Limits. Prev
=3l GUIGYN (female): Within Normal Limits _ || Nete |
F=gll IMeurological: Within Normal Limits. L | @i ]
-3 SKIM: abrasions. 4 cm by 6 cm abraded area to right forearm. =
[l (nflammation present. | || EEBEED |
EXTREMITIES: edema to right arm, 14 cm circumference | | linit ]
measured and marked. - | ===l

[ Soome | Jew | aBeox || Flrepot || Xoeete | B | sTewor || [Tseet |
SPRINGCHARTS' =3

Electronic Health Records

Click into 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.

» Click Infection, Risk for: Pain, Acute; Skin Integrity, Impaired. Remove the “Risk for” after Infection as
this is an actual problem. Click the D&T icon to date and time the entry. Click Done.
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| W DxText . 28 ]
Memory, Impaired » |Message Body -
Mability Physical, Impaired S Panel 7
Noncompliance (specify) Letter Body
Nutrition, Imbalanced: Less than body requirements O(Mormals)
Nutrition, Imbalanced: More than body requirements O (Abnormals) =
Pain, Acute OtherTx Panel
Pain, Chronic Flu Panel
Post-Trauma Syndrome Notes Panel
Sedentary Lifestyle Procedure Text =
Self-Care Deficit: Bathing/Hygiene Report-Probs
Sel-Care Deficit Dressing/Grooming — |Report-Recs
Self-Care Deficit: Feeding |ROS-Normals
Self-Care Deficit Toileting |ROS-General
Sensory Perception Disturbed (specify) [ ||[ROS-HEENT
. |~ |ROS-Resp

Skin Integrity, Risk for Impaired |[ros-cv

Social Interaction, Impaired [ROS-GI
Spiritual Distress __||rROS-GU

Spiritual Distress, Risk for ROS-Neuro
(Therapeutic Regimen Management, Ineflective ROS-Musc/Skel
IThought Process, Disturbed - [Excuse Text

< | n | » Orders -

[_Date ][ mme J{ D&t ] inkias |

11:07 AM

(Lo ] [(@ems | [ Zsmrowien

Infection. Pain. Acute Skin Integrity, Impaired. 12/11/2010

-

Use the enter key to place each nursing diagnosis on a separate line. Consider your assessment data
and add one additional nursing diagnosis.
« Add the etiology (related factor) and symptoms (as evidenced by) by typing them into the field after
each Nursing diagnosis to individualize the diagnosis for your patient.
« Place the nursing diagnoses in order of priority.

£

ttals: Temp: 102.4F HR: 102 Resp: 18 BP: 148/74 Wt 180.0lbs
HE 55.0in BMI- 41.83

O25AT 92 % Select Diagnosis

HEENT: Within Normal Lirnits,
Heart sounds: Within Normal Limits.
Lungs/Respiratory. YWithin Mormal Limits.
GLIGYM {fermale): Within Mormal Limits.
Meurological: Within Normal Limits,
SKIN: abrasions, 4 cm by 6 em abraded area 1o right forearm,
Inflammation present
EXTREMITIES: edema to right arm, 14 cm circumference measured
and marked. I
Assessment: PMHX + Problem List
Plan: |
Interventions:
Evaluation:
Revision: L
Date of Service: 121112010
Patient Number. 67 Chart 1D not Charted

1 aet

Diagnosis

T Nurse Note T2/IU200 EleEs
Tools
Pt Moore, Cellulitis 04115149 Diagnosis Date: 1211172010 last mod: 1211/2010
12/11/2010 Nurse Note “| DpiaGNOSIS
Sl[ljh]eclive: | S
ain, Swelling in right arm,
Ohjective: |AJ

m

Madifiad: 471472040
m (]

“| Previous Diagnoses

S oxHx

Infection AEB localized swelling and inflammation, -
temperature. Pain ART swelling and inflammation. Acute Skin |- |
Integrity, Impaired AEB open area on right arm. 12/11/2010 |
1107 AM

[ fome || Zea || aBrox || Flrepon || Xosete |[ @ | @rewor |[ [Tseet |

SPRINGCHARTS'

“Electronic Health Records

(&)
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8. Click the NOC tab on the right located below the Dx tab. Notice that your nursing documentation
populates the Nurse Note.
* Below the Nursing Outcomes Classification at the upper right select the following:

» Infection Severity: Severity of infection and associated symptoms
» Tissue Integrity: Skin and Mucous Membranes: Structural intactness and normal physiological
function of skin and mucous membranes.
» Knowledge—Disease Process: Extent of understanding conveyed about a specific disease
process and prevention of complications.
» Pain Control: Personal actions to control pain.
» Vital Signs: Extent to which temperature, pulse, respiration, and blood pressure are within
normal range.
» Consider the nursing diagnoses above and add other NOCs as indicated.
» Use the Enter key on the keyboard to place text on separate lines to streamline your
documentation.
T 'Nurse Note 12/11/2010 [= & =
Tools
Pt Moore, Cellulitis 041 548 NOC Date: 1211172010 lastmod: 12111/2010
12/11/2010 Nurse Note s n Mursing Outcomes Classification - - / | LC
Subjective: | == B =
Pain, Swelling in right arm, Mutritional Status: Exient to which nuirients are 10 . Exam
Objective: Oral Hygeine: Condition of the mouth, teeth, gums, andton | ———
Vitals: Temp: 102.4F HR:102 Resp: 18 BP: 148/74 Wt 180.01bs Pain Contral: Personal actions to contral pain o
g;gﬁf'ﬁ aw 41,83 Post Procedure Recovery: Extentto which an individual retu | L
HEENT: Within Normal Limits, [Quality of Life: Extent of positive percepltion of current life cir
Heart sounds; Within Mormal Limits, Respiratory Status; Movement of air in and out of the lungs

SKIN: abrasions. 4 cm by 6 om abraded area to right forearm, [Self-Care: Activities of Daily Living (ADL): Ability to perform t
Inflammation present Sensory Function; Extent to which an individual correctly se
EXTREMITIES: edema to right arm, 14 cm circurnference measured Smoking Cessation Behavior Personal actions to eliminat
and marked :

Assessment: [Tissue Integrity: Skin and Mucous Membranes: Structural ir

Other D Infaction AEB localized lling and infl tion,
Other D :ART swelling and inflammation. Acute Skin Integrity, Impaire—||Urinary Elimination: Collaction and discharge of uring
Other D open area on right arm. 120172010 11:07 AM [Vital Signs: Extant to which temperature, pulse, respiration, _
::I':'e';;emi el Weight: Body Mass: Extent to which body weight, muscle, a| =
Evaluation: B Wound Healing: Primary Intention: Extent of regeneration of
Rasdeinn: ~ |Wound healing: Secondary Intention: Extent of regeneratior
4 i L PRIORITY OUTCOME: -
Infection Severity: Severity of Infection and associated - il :
symptoms Copy
Tissus Integrity: Skin and Mucous Membranes: Structural Prev
intactness and normal physiological function of skin and 2| | Nete
mucous membranes [
Knowledge - Disease Process: Extent of understanding ﬁ
conveyad about a specific disease process and prevention of e —
complications. it

Lungs/Respiratory: Within Normal Limits
GUIGYN (female): Within Normal Limits.
Neurological: Within Normal Limits.

m

= ||Respiratory Status: Gas Exchange: Alveolar exchange of ca
Safe Home Environment Physical arrangements to minimi

[Tissue Perfusion; Cardiac: Adequacy of blood flow through

[[fome || Zea || sBeie || Flrepor || Xosets | B || orewon || [Tseat |
SPRINGCHARTS (e
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9. Click the NIC button on the right below the NOC button. Notice that your outcomes populate the Nurse

Note.

YV WV V VYV

\ A%

Select the following interventions:

Intravenous (1V) Insertion: Administration and monitoring of intravenous fluids and
medications

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

Pain Management: Alleviation of pain or a reduction in pain to a level of comfort that is
acceptable to the patient

Skin Surveillance: Collection and analysis of patient data to maintain skin and mucous
membrane integrity

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

Wound Care: Prevention of wound complications and promotion of wound healing

Click after the Intravenous (IV) Insertion line and type: 1V started with 20-G catheter in left
forearm, first attempt.
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» Click after the Wound Care line and type: Neosporin applied to abrasions on right arm per
physician order.
» Consider the nursing diagnoses and outcomes above and add other interventions as

7 'Nurse Note 12/11/2010 (=
Tools
Pt Moare, Cellulitis 041 549 HIC Date: 12111712010 last mod: 121172010
12/11/2010 Nurse Note “l K3 | Nussingintsrventions Classine.. « [ o2 |
Subjective: ) ) [
Pain. Swelling in right am Respiraiory Manitaring: Collection and analysis of patientd .| = gae
Objective: & ol SINNG eMargancy me % 1o Sus T
H““ésg ;]mnmgm‘uﬁ ‘BF‘S HR:102 Resp: 18 BP: 14874 VX 180.01bs [Seizure Pracautions: Pravention or minimization of potentia
025AT 82 % [Self-Care Assistance: Assisting ancther to parform activitie
HEEMT: Within Normal Limis £ Iiskin Survelllance: Collecbon and analysis of patient data to
Heart sounds: Within Nommal Limits. [Smoking Cessation Assistance: Helping an

LungsiRespiratory. Within Normal Limits, 1 port Bing g
GUIGYN gamate) wilhin Norma, Limits (Spiritual Support Assisting the patient to fes

Meurological: Within Normal Limits. FSuicide Pravanton: Reducing risk of salkinflictad harm witt

SKIN: abrasions, 4 cm by B cr abraded area 1o right foreanm [Surgical Praparation: Prowding care to a patient immediate
Inflammation present [Teaching: Disease Process: Assisting the patiant 1o undar:
EK?REHLI\TIHES edema ta right arm, 14 cm circumfarence measured Teaching: Prescribed Dist Preparing a patient 1o comectly {

Ay e [Teathing Prescribed Medication. Praparing a patient ta saf
Cther Dx Infection AEE localized swelling and inflammation, tempera  [|T#3ching Procedurereatmeant Prapaning a patiant to unds
Qthier Do ART swalling and inflarmation. Acute Skin Integrity, Impasn 8 obilization Care: of a patiant whe &
Oher D open area on right arm. 121172010 1107 AW Tube Care: Management of a patient with an extemal drain.

PPFO'E- (utinary Catheterization: Insertion of a catheter into the blady

Agsistance: Promobon of an optimal
onitoring: Collection and analysis of cardiovas.
evention of wound complications and prom =
"

[ n Severity: Sevarity of infection and associ
S Mz nie Mamhrana.

Tizoua Intanrhe Slin

In 35 (V) Insartion and 0 of
intravenous fluids and medications IV starfed with 20-G Capy
cathater in left foream, first atlampt = | P
Medication Administration: Preparing, giving, and evaluating the 5
Mackvaness of pras and nonpraseription drugs B
1119
nit

Wound Care: Prevention of wound complications and

promotion of wound haaling Naospordn applied to abrasions

on right arm per physician order

Bain Allaiation ofpainoraraductioninpaintoa =

[ofome || Zex || sBrm || Flreer || Xosse || B | o7 e | M |
SPRINGCHARTS' ==
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10. Your patient is NPO so you do not administer her oral medication. 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.
» To document this, click the New menu, 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. Use the search mechanism to select the blank MAR document as
before.

=

% File Cabinet Document

Created On:
Last Modified:
Signed by:
Document Name  MAR
Patient Moore, Cellulitis 04/15/1949
Chart Tab Nursing Documentation w |

Folder  Consult -

File Medication Administration Record.xs
Description
MAR

&P Attach H & Sign }
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¢ Click [Done]. The document appears in the Care Tree on the right in the Nursing Documentation tab.
* Click on the + in front of Nursing Documentation.

= Muore, Celluitia 04/15/49 (= s
File Edit Windows Actions New u

sad=-0@aX/ R PR

Patient ~ Problem List | Hnm:‘_cellu:llls [TOETT)
Moare, Cellultis 041549 |nane listad | F;:._urn;l:ms
Age: 61 yrs T mng 26 days. ey
8301 North Main Froitoe Mexts Medications
Sherman, TX 77521 Synthroid 0.1 mgipo qd Lab
Mather's Last Mame: Fischer Outside Meds Irvaging
Home £ (214) 543-4567 i Wk | Madical Tests
s8¢ Flow Shasts
Marital Status: Mamied '~ Defaull Pharmacy Tedt Racords
ggmrn‘rmr 3];etault5'narmacv Mot S@t ExcusesMotes
Attending Provider | Uncharted Tests | File Cabinet
. Recycle Bin
Allergies ; Chart Evahuation =% Mursing Documentation
Allarglas: N Mot Done Everyone Aga 1447s 1o 105 yrs DT evry 520 wh 2121112010 MAR Moors. Cllubs | :
Other Sensithities: none Mot Done Everyone Age 3515 to 105 yrs EKG avery 104 Correspondence
PR Mot Done Females Age 35 yrs 1o 110 yrs Mammogram ef] HEPs o
| :
(e listed Diagnosis Hi | N K m v
FhES | Prescription Hx File Document:
nione listed | 1 Document Name: MAR
— Procedure Hix File Mame: FC_B4MedicationAdministrds
l— Social History ————————— ] FDue CaDlne’E‘FurEErMERnnsun
- ocument Name.
e [led |' insiance Descripion/Summary. MAR
Chart Note (Mo Insurance info Last Modified: 12/112010
none listed |
Referrals
none listed |
Patient Annotation(s) _|
EDHE listed

-| & e 55 Prnt | x | 4 || B pee |

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 #.

« On the left enter the Synthroid on the blank field above Strength and Dose.

« In the Strength field type 0.1 mg and in the Dose field type 1. Under directions type po daily. Add
0900 as scheduled administration type.

e Type your name and initials in the Initial & Name area at the bottom of the document.

* Type NPO in the 0900 top time box and your initials in the bottom box.

« Click the [save diskette] icon to save your work. Your shift coordinator receives an order for Lactated
Ringers at 100 mL/hr IV and Clindamycin 600 mg IVPB every 8 hours from the physician.

« On the left enter the Clindamycin on a blank field above Strength and Dose. In the Strength field type
600 mg and in the Dose field type 1.

« Under directions type IVPB every 8 hours. Add 0800, 1600, and 2400 as scheduled administration
times.

« Type your initials in the 8am top field to indicate the time you initiated the Clindamycin.

« Click the save diskette icon to save your work.

« On the left enter the Lactated Ringers on a blank field above Strength and Dose. In the Dose field
type 100 mL/hr. Under directions, type continuous IV infusion.

« Type your initials in the 8am top field to indicate the time you initiated the Lactated Ringers.

« Click the [save diskette] icon to save your work.

Medication Administration Record
Patiert: Moore, Cellulitis Date: 121522010 to Doctor: Stephen Finchman
Date of birth 41151849 Admit: 12572010 Room # 3267

1000 1100|1200 1300{ 1400{ 1200{ 1600 1700|1200 000 2400( 0100 o[0s00

| 3 NPO
Evegh timg Do |

Dirwctions: pa daly sn

Clindamycn .
Givegph W00y Diote 1

Dwestions: VP eveey 8 hours

Lactated Ringers a8 i”_‘
reegh Dt Werii
h==1

_——r a0 e TI
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« Click the X on the far right upper corner to close the MAR. A pop up will ask you if you want to
save the changes you've made, select yes. The File Cabinet Window is still present.

* Click [Done]. A pop-up appears stating “The Attached file may have changed. Do you want to send a
new version to the server?” Click [Yes]. The window closes.

Update Document : XS

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

11. Your patient remains NPO, so she has no oral intake during your shift. In order to document intake and
output, import the 1&0 form.
* Click the New menu, Import Items at the bottom of the list.
« 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 as before.

¥ File Cabinet Document 28

Created On: 12-11-2010
Last Modified: 12-11-2010

Signed by:

Document Name 1&0

Patient Moore, Cellulitis 04/15/1949 &5
Chart Tab Nursing Documentation «
Folder Consult -
File I&0 Form.xls
Description _

I &0 2

7 Attach I &V Sign | B Print P8 Delete ¢ Done I

¢ Click [Done]. The document appears in the Care Tree on the right in the Nursing Documentation tab.
* Click on the + in front of Nursing Documentation.
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% Moore, Cellulitis 04/15/43 [ (= [
File Edit Windows Actions New u
a0 X/riR PesheBrEEEBE
Patient ~ Problem List - — 2| Mosre, Celluiis 04115143
Moore, Cellulilis 0415149 Inone listed ] fr;"‘,fa‘r:";':ons
Age: 61 y1s 7 mns 26 days. Roui zZ
8301 Morth Main ine Meds Medications
Sherman, TX 77521 Synthroid 0.1 mgipogd Lab
Mother's Last Mame: Fischer Outside Meds Imaging =
Home #: (214) 543-4567 e | Medical Tests
Flow Sheals
Marital Status: Married Default Pharmacy Text Racords
H ¢
gf:pluw |Be(aull Pharmacy Not Set | BrrusesNoles
Attending Provider Uncharted Tests 1 File Cabinat
Recycla Bin
.llb.(ghs Chart Mursing Documentation
Allergies: NKA Mot Done Everyone Age 14 y1s to 105 yrs DT every 520 wk 12011120101 & O Moora, Callulitis 04/ 511948
Ptriar Eacialthtiins. narie Mot Done Everyone Age 35 yrs to 105 yrs EKG every 104 ® 121112010 MAR Moore, Celluliis 041151549
PMHX — NotDone Females Age 35yrs 1o 110 yrs Mammogram ev | Cormaspondsnce il
[r;one listad l Diagnosis Hx | oy i '
Falat | Prescription Hx File Document:
none listed Document Name: | &0
F Hx File Mame: FC_36I0F ormuds s
[‘ Social History 1 ] ;Ie Cabinet FDIaEII SCOD" sult
rione listed I ocument Name:
| ] DescriptionSummary: 180
Chart Note Mo Insurance info Last Modified: 121112010
nong listed |
Referrals
nong listed |
Patient Annotationis)
[;one listed I
_i/EauiﬂanIX;MIB’M;

« 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 the Patient Name and Date.

« She has received 600 mLs of Lactated Ringers since 0800, and it is currently 1400, so document the
intake including the shift total.

« Your patient has voided 350 mLs over the course of the shift, 150 mLs at 1000 hours and 200 mLs at
1330 hours. Document her output, including the shift total.

Patient Name: Moore, Cellulitis Date: 121512010
FHamsey Scale for Sedation Hendrich Fall Risk Model - Assessmeat Tool
Rizk Factors
Level 1 Patient anxious and agitated or restless (or both) Recent Hirtary of Fall 7 7 + 7
Level 2 Patient cooperate, oriented and tranguil | Deprarsion + 4 .d -4
Level 3 Patient re :iond: to commands only Altorod Elimination + 3 3 -3
Canfurion!Dirarisnted 3 3 +3
Level 4 Patient azlecp but rezponds brizkly to light, DizzinersiVertiqn + 3 + 3 3
glabellar tap or loud auditory stimulous. Pasr Judgement 3 -3 +3 0-2  |HermaliLeu Rirk
Level 5 Patient asleep with sluggizh response to light, Paar Mability/Gensralized +2 +2 +2 36 |Level tiHigh Rirk
glabellar tap or loud suditory stimulous, Weaknort Merelbonl  Lovel 2IExtromely
Level & Patient asleep with no response to stimuli. I I 1 High Rirk
INTAK OUTPUT
i Total Total
] 2
- a
2 | =F
2 Oral I 2 & 3
LB o F= Intake = [ Output
7
8 100
;) 100
10 - 1 pqisn
1n
| 12
13 e 200
14 100
TOTALS E00| 600 350 3508
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« Click the [save diskette] icon to save your work. Click the X on the far right upper corner to close the
MAR. A pop up will ask you if you want to save the changes you've made, select yes.

The File Cabinet Window is still present.

« Click [Done]. A pop-up appears stating “The Attached file may have changed. Do you want to send a
new version to the server?” Click Yes. The window closes.

Update Document — X

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

[ Yes J[ No M Cancel]

12. Click into 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. Click in the Teaching button on the right.

« Under the Other Tx Panel at the upper right select the following: Discussed plan of care with
patient/significant other.
« Medication indication, frequency, considerations instruction.

T Murse Note 12/11/2010 (o=
Toals
Pt Moore, Cellulitis D4/15/49 Teaching Date: 12111/2010 lastmod: 1211/2010
12/11/2010 Nurse Note “I 3 oheTxPansl ~ L7
Subjective: C—— s
Pain. Swelling in right arm [TEACHING. e Exam
Objective: Discussed plan of care with patientsignificant other
Vitalz; Temp: 102.4F HR: 102 Resp: 18 BP: 148/74 Wi 180.0lbs M isease 7 > bx
HE 55.0in BMI: 41.83 B Iseasa procass instruction;
025AT92 % Diet instruction
HEENT: Within Normal Limits Medication indication, frequency, considerations instructior
Heart sounds: Within Normal Limits Medication administration instruction

Lungs/Respiratory. Within Normal Limits.

GLIGYN (lemale); Within Normal Limits Procedure recovery instruction:

Meurological; Within Normal Limits Patiznt Control Analgesia teaching completad 3
SKIN: abrasions. 4 cm by 6 cm abraded area to right forearm, C tion disc pamp given b
Inflammation present. ) Patient not a candidate for instruction due to:

EXTREMITIES: edema fo right arm, 14 cm circumference measured Patient has no familysignficant other

and marked. FjU-Rem

Assessment: Discharge Instructions.
Other Duinfection AEB localized swelling and inflammation, tempera |[Continue home dist as instructed
Other D ART swelling and inflammation, Acute Skin Integrity, Impaire  ||call physician for these signsisymptoms
PlaOI:P:er D lopen area on right arm. 121 1/2010 11:07 AM Call 911/Go 1o ER for these signs/symploms
NOC: ples to be d 10-14 days post-op
Infection Severity. Severity of infection and associated symptoms. _ |[Bo not shower until staples removed
i —" - Sh t: . Daily dry gauze dressing change until staplas ramovad
Mav shower 7 davs after suraery =
Discussed plan of care with patient/significant other - 2 k

Medication indication, frequency, considerations instruction

oe || Jea | Beaw | Flrepot || Xosete || B || aTewor [ [[se
SPRINGCHARTS e

Electronic Health Records

13. Click into Evaluation on the right. Using the Evaluation text on the right, add the text below by clicking
on it. (The NOC item for the patient is referenced by the first word.) Add text manually where directed
to type.

* Infection Severity: Ongoing outcome.

» Knowledge—Disease Process: Outcome met this shift. Type: continue to reinforce.
* Pain Control: Outcome met this shift.

« Vital Signs: Ongoing outcome.

» Add an outcome for the nursing diagnosis that you added earlier.

« Continue current interventions.
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7 Nurse Note 12/11/2010 [E=SIcE

Tools
Pt Moore, Cellulitis 041 5/4% Eva.l_ualmn Date: 12111/2010 last mod: 12/11/2010
12/172010 Nurse Note “1 3@ [evalatien - Z
ubjective | ) —
OhPam Swellmg In right arrm Outcome evaluated:
Vitals. Te Temp: 102.4F HR: 102 Resp: 18 BP: 14874 Wt 1800bs | [[O"92In0 outeome i
HE 55.0in EMI 41.83 = Jloutcome met this shift
D28AT 92 % Qutcome not met this shift
HEENT: W‘lmin‘mmll'nal Limits. [|[Variance reason - ptuncooperatival pli
Heanrt sounds: Within Normal Limils. | variance reason - pt condition declined
Lungs/Respiratory: Within Normal Limits
GUIGYN (female): Within Normal Limits. arfance reason - diagnasis chianged
Newrological: Within Normal Limits. Variance reason - ptifamily decision treat t
SKIM: abrasions. 4 cm by 6 cm abraded area fo right forearm. \Wariance reason - this goal no longer primary goal at this time
Inflammation present. Outcome acheived
Em&:ggs_ edema to right arm, 14 cm circumference measured Continue current interventions Fl-Rem |
ent: ey intervention(s) today: CETE |
Other Dx ion AEB localized and infl P atient verbalized understanding e
Other D ART swelling and inflammation. N:Lrhe Skin Inhegmf, Impam Patientfamily verbalized understanding g |
Plg‘“]‘“ Dx;open area on right arm. 12/11/2010 11.07 AM Patient not open to (nstruction 3t this time
NOI'E: Family not open to instruction at this time
Infection Severity. Severity of infection and associated symploms. .. |Patient demonstrates procedure corectly
Tigcira Intaarite Slin and Mirans Mamhranas: Qtnichiral intactnace F yisig ant other procedure corractly
5] 1 L lcontinue to reinforce teaching
Infection Severity: Ongoing outcome =
Knowledge—Disease Process; Outcome met this shift, Copy

continue to reinforce.

Pain Control: Qutcome met this shift. |
Vital Signs: Ongoing outcome (BE]
Continue current interventions. =

=

| (]

[

[ foome || Zea || sBeax || Flrepot || Xoekte | @ | srEpet |[ [[sa

SPRINGCHARTS [T
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14. Click into Reassess. Click into the Reassessment text box on the left and click: Temperature and
Temp source: Oral. Click into the Reassessment box on the left and separate the two entries by using
the enter key. After temperature type: 100.4 after Tylenol administration in ED.

 Nurse Note 12/112010 PR |
Tools
Pt Moore, Cellulitis 04/15/43 Reassessment Date’ 1211142010 last mod: 121172010
;z;;]mmu Nurse Note 1 3O Reassessmsm - L7 =]
ubjecti o — 5
Pain. Swelling in right arm, lood Prassure -
Objective: P left arm
Vitals: Temp: 102.4F HR: 102 Resp: 18 BP: 14874 Wt 180.0lbs = P
HE 55.0in BMI: 41.83 right arm
02SAT 92 % t position - sitting
HEENT: Within Mormal Limits, tposition - supine
Heart sounds: Within Normal Limits. \ position - right sid
Lungs/Respiratory. Within Normal Limits. I‘m!t!"" |"2| ‘;l': |
GLIGYN (fernale): Within Normal Limits. PSRl Jelsice =
Meurological: Within Mormal Limits, ulse
SKIN: abrasions, 4 ¢ by 6 cm abraded area to right forearm. esp
Inflammation present. X ‘smperature
Emih[\ggs. edemna to right arm, 14 cm circumference measured amp source - Avillary
ent: emp source - Oral
Other O Infection AEE localized swelling and Inflarmmation, termpera emp source - Ractal —_—
Other Dx :ART swelling and inflammation, Acute Skin Integrity, Impaire emp source - Temporal &
pyOher Ox:open area on ight am. 1211112010 11:07 AN amp source - Tympanic
NOC: Weight
Infection Severity: Severity of infection and associateﬂ symp!ums . |[No complaints of pain
4 Tiecua Intanrihe Stin and Nnrn:llc . Pt complains of pain
L— Pain location
Temperature 100.4 after Tylenol administration in ED - i Fain ra}'i_nq 0-10 e
Temp source - Oral |
ELIAVEIE TS I Mseet |
SPRINGCHARTS B
Electronic Health Records -

15. The family has gone to the cafeteria to get something to eat but they want to accompany your patient
to surgery and wait in the surgical waiting room.
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¢ Click into F/U-Rem. Notice your documentation from the Reassess area populates the Nurse Note.
On the lower left side of the screen below the F/U-Reminders text click on the icon of a finger with a
piece of string tied around it.

* The Add to ToDo/Reminder List window populates. Under the ToDo-Reminders text field on the right
click on: Call family when pt. goes to OR per their request. This populates into the text field on the

left. Notice your patient’'s name displays in the middle left section of this window. F/U-Rem

is linked to a patient when accessed within the Nurse Note. Select your name in the To drop down box.

T New ToDo/Reminder o [E [E=
Add to ToDo/Reminder List.. 3 [rono-Remingers  ~ [/ ]
Dressing change
Call family when pt goes to OR per their request Pain pill at
Teach
; r 1 Call family when pt goes to OR per their reque:
To: demo (demo > To Dialysis at
Askiorder DME for pt discharge
Call report to
Cellulitis Moore 04/15/49 Do discharge paperwork
Do staffing for next shift
‘ ) Link o a Patient ‘
Send on 121 1/2010 ’ =0 Send Later ‘

(o | [ Qo

Click [Send].
* Look to the far left of the software, to the SpringCharts fields that are open outside of the Nurse Note.
You will see the dark pink ToDo List below the calendar with your new entry visible below it.

= e

16. Click [Done] at the bottom left of the screen. The Save As screen populates. VSR
Click [Save] File Edit Productivity (

B eam

¥ Save As X ] 1

B

Save to Tab: |Encounters =

5 6 7 8 8 101
12 13 14 15 16 17 18
Save As: |Nurse Note 19 20 21 22 23 24 25
26 27 18 20 3 31

process. N .
Bipolar Affective

Disorde Moore
oo i

1200812010

e

17. A pop-up appears asking if you want to create a routing slip. Click [No]. Move patient close
to nursing station ©
| when room
= - - 2 available.

% Do Routing Slip? . Sirake Moore

| 04/15/49

m

Do you want to send a Routing Slip?

-

Call family when g
goes to OR perth|
request [

[ MYes }[ ®No ] Cellulitis Moore

| 04115/49
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18. 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 [EdIit]. Click [Sign]. Select Permanent Sign and Lock when finished with your Nurse Note.

——- - —_—
 Nurse Note 12/11/2010 [o (= &=
Tools
Pt Moore, Cellulitis D4/15/49 Chief Complaint Date: 121172010 last mod: 121172010
1211172010 Nurse Note ‘I @ |sPana =[] :
Subjective: O —— s
Pain, Swelling in right arm. pain. ~|
O Tomp: 102.4F HR: 102 Resp 16 BP- 14874 W 1800Is |5 |(™0U5. [ o
HE 55.0in BMI: 41.83 5 T {Allergies/Allergic Reaction, NOC
Q28AT 92 % inimal bites/attacks, L | —
HEENT: Within Normal Limits. lasthma, 1 i
Heart sounds: Within Nommal Limits. Bleading,
Lungs/Respiratory. Within Normal Lirmits
GUIGYM (famale). Within Norrmal Lirme
Neuralogical: Within Normal Limits. | & Sign r
SKIN: abrasions. 4 cm by 6 cm abrag -
Inflammation present B
EXTREMITIES: edema to right arm, 1 | Inhiat or Sign ani | Logk?
and marked, [
ent: Initial Only
Other Due -Infection AEB localized sw | — ——=
Other Dw ART swelling and inflammm I T T
Other D ‘open area on right amm, 13 | [ Eermenack. Sign od Lock ]
Plan: | > B
WoL | [Owm]
Infection Severity. Sevarity of infactiog | ~
Tizens Intanthe Skin snd Mieane M) =
< il —
LS L S =" Yratigus,
Pain. Swelling in right arm. - |[Falls, =
Copy 1211172010
Prev | Pain. Swelling in right arm.
Mote
- Rasaadl
=

[ Fome [ B | Bl || Xosee || B || remen || [ |
SPRINGCHARTS

[ @sm
Electronic Health Records !'

Exercise 11.3
Chest Pain

1. After launching SpringCharts, click on Actions, Open a Chart. Type in your last name and click the
search button. Select your “chest pain” patient and the chart opens.

= Maore, Chest Pain 04/15/48

=3 o8 5
File Edit Windows Actions New
A2 0X/-ER PeshieBBEE PR
Patient = st =] Moore, ChestPain 0411549 -
Moaore, Chest Pain 0411549 Inone listed ‘ Engoiintsra
Age: 61 yrs T mns 26 days |~ Routi .
8301 Narth Main tine Meds Medications
Sherman, T 77521 none listed Lab
Mother's Last Name: Fischer | Owtside Meds Imaging
Home # (214) 543-4567 e Hate | Medical Tests 1
S5F ) | Flow Shasts
Marital Status: Married Default F TextRecords
gfnznl";'rer' |-Befaull Pharmacy Mot Set [ ExcusesiNokis
Attending Provider |~ Uncharted Tests i File Cabinet
Recycie 8in
AJII Mler szm Chart Nursing Documentation
ergies: Ni Mot Done Evervone Age 14 yrs 10 105 yrs DT every 520 wi Contespondence
Other Sensitiilies: none Mot Dane Everyone Age 35 yrs 10 105 yrs EKG every 104 HaP's
PRI - Mot Dane Males Age 40yrs to 110 yrs Prostate Needle Bi Reports To Patiant i
ane listed |- Diagnosis Hx | = T v
Pl Prescription Hx |
none listed
T Hx
Social History = | |
Fona listed -
Chart Note {Mo Insurante Info
nione listad
Referrals
none listed |
Patient Annotation(s) _l
FO]‘\S listed
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2. Your patient informs you he has heart disease, Diabetes, and high cholesterol. Click on the PMHX box

and it populates in the bottom right corner. Click [Edit].

« In the Preferences box on the far right bottom of the screen click the three conditions your patient

related. They appear under other PMHX on the left.

T 'Moore, Chest Pain 04/15/48

sie Windows Actions New [

A Alerges J £ Past Medical History B4

[ chart bote | Previous Dx

Other PMHX

Diabstes
Hean Disease
High Cholesterol

| Patient Annotations: i Preferences

Dx I_ _@_

fasthma
Bronchitis
iCancer
Diabetas
[Gout

Heart Disease

 Click Back to Chart. The items are now listed in the PMHX.

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

cafd=20@ X 7Y

Patient

Moore, Chest Pain 04/15/49
Age: B1 yrs 7 mns 26 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

Diabetes
Heart Disease
High Cholesterol

3. Your patient has been married for 47 years. He is a nonsmoker and drinks 24 ounces of beer a day.
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« Click in the Social History box. The box appears on the far bottom right hand side of the screen. Click
[Edit].

« Under Social History click Nonsmoker, Ounces per day, and Married. The items appear on the left
side of the screen under Social History. Click into the area and type the information into the field as
your patient related it to you. Use the enter key to move each item to a separate line.

T 'Moore, Chest Pain 04/15/48 =0 =
st Windows actions New [
= ] == 3 [socialx - [Z]
Aberges 5 | 0
ocial Histo r
FO— B e m I| B Hallucinogens. -
5 il | B Heroin
" g - Neonsmoker Inhalanis
24 Ounces of beer par Day Sterolds
& PR Married for 47 years, Monogomous.
—— Mutlt Sexual Pariners.
B HeteroSexual
] J Homosexual, =
e ] Married
P Referrals Single
Divorce
. ot Widow.
m M L widower, >
88 Roune ik
Preferences
B Cutside Meds
g [Tobacco Use
Bt kiconol Use
: [Caflaine Use:
0 chart Alert Hicit Drug Use
i — 08 Saxually Active
A arital Status:
8 tiops Living Arrangements
[Occupation:
Education
1 Back to chart
=B rink £5

¢ Click [Back to Chart].

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

eEaBO@ X /|

Patient

Moore, Chest Pain 04/15/49
Age: 61 yrs 7 mns 26 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

| Diabetes

Heart Disease
High Cholesterol

FMHX
none listed

Social History

Nonsmoker.
24 Ounces of beer per Day.
Married for 47 years.
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4. Your patient has been taking Nitrolingual 0.4 mg sublingual every 3—-5 minutes x3 doses prn chest pain
for the last month. 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: Nitro. Click the search icon.
* Click on the Nitrolingual 0.4 mg to send the medication to the Routine Medications list.

7 Moaore, Chest Pain 04/15/48

t Windaws Action: New [
g NEA

0 Aderges Allergic to:

g Social Hx B8 Routine Medications

- Mitrolingual 0. 4mg as needed #30 rfx0

& erauc

R P
28 referrals
m (Chart Note

L] ﬁ Routine Meds
: | Problem List Notes and OTC Meds
[ chart Alest

Patient Annotastions.

| Y Backto chart

=% print £S5

m] b

f= o=

Search |BrandName | nitroingual

|y search |

Mifralingual 0.4mg as neaded

Previous Prescriptions: 1 ﬂ Rx Hx i _-'

u Routing Meds - /
ASA B1 mg daily
Multiple Vitamin
Calcium supplements
Herbals
Omaga-3

« Click on the Nitrolingual 0.4 mg in the Routine Medications list. The Edit Rx window opens. Click into
Directions and type: sublingual every 3—5 minutes x 3 as needed for chest pain. Click in the calendar
to the right of Date Started and choose a date one month ago.

7 Edit Rx
Brand Name: [Nitrolingual
Generic Name: |Mitroghycerin SL
Form:

Strength: 0.4mg

Action:
Dose:
Dose Unit: |
Route:
Dose Timing:
Dose Note: |
| dayig

Directions: | sublingual every 3-5 minut

Duration:

Quantity. |30
Refills: 0
Date Started: | 12/05/2010

Date Stopped:

Fill Date:

Reason Stopped: |

Diagnosis: |

O g Stopped [ .Z.)

[Treatment completed
Medication Inaffactive

Side effects

Intaracted with other medication
\Allargic reaction

High cost

First Data Bank ID:

Default Provider:

la48938

damo

ViewNDCID | B Save | @ Cancel :' & Lockup '_ B Save to Master | XDelete:

(P4][®][&
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Click Save.

« Click [Back to Chart]. The Nitrolingual 0.4 mg is now listed in the Routine Meds.

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

Sld=20aAaX//ER BB E EE

Heart Disease
High Cholesteral

Patient Problem List 2
Moore, Chest Pain 04/15/49 l;one listed |
Age: 61 yrs 7 mns 26 days. .

8301 North Main Raine Moss : :

Sherman, TX 77521 Nitrolingual 0.4rmg sublingual every 3-5 minutes ¥ 3 as nee

Mother's Last Name: Fischer Outside Meds

gg;r;te #:(214) 543-4567 fiGhe stad .
Marital Status: Married Default Pharmacy

Sex: M

Employer: Default Pharmacy Not Set

Aftending Provider: - Uncharted Tests - 1
- Moyt Chart Evaluation

Allergies: NKA Not Done Everyone Age 14 yrs to 105 yrs DT every 520 wk

Other Sensitivities: none Not Done Everyone Age 35 yrs to 105 yrs EKG every 104 wi

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

||Diabetes |3

Diagnosis Hx [:

FMHX

Prescription Hx |

r Procedure Hx |
none listed
S ~ Insurance
Ty No Insurance Info
Naonsmoker.
24 Ounces of beer per Day.
Married for 47 years.

5. Open your Nurse Note. Click New, New Nurse Note.

= Nurse Note 12/11/2010
Tools
Pt Moore, Chest Pain 0415148

=EE

Chief Complaint Date: 121172010 lastmod: 121172010

2/11/2010 Nurse Note
Subjective:
Objective:

Plan:

nterventions:

Evaluation:

Revision:
Date of Service: 1211172010

Patient Number: 68 ChartID: not Charted
Last Modified: 12/112010

n :S Panal

IAbdominal pain,
Andous,
Allergies/Allergic Reaction,
nimal bites/attacks,
Asthma,

Blzading,

Blood sugar, high
Blood sugar, low
Bruising,

Burmn,

Chest pain,
Congestion,
Constipation,
Cough,

Depressed,

Difficulty swallowing,
Diarhea,

Dizziness,

|

Fatigue,

Chief Complaint

~ |[Fals. >
| peeey
Prov |

Led
€]
E:

=

[ o ][ P | o )| s | Xosee || @ | sromer || M |

SPRINGCHARTS

Electronic Health Records

(@5 ]
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6. Your patient complains of chest pain. Select Chest pain from the S Panel text and it populates the
Chief Complaint box on the bottom left of the screen.

T Nurse Note 12/11/2010
Tools
Pt Moore, Chest Pain 041 5/49 hief Complaint

q

(= =

Date: 121172010 last mod: 121172010

12/11/2010 Nurse Note O sPansl [.Z ]
g:?iﬁw i —
jective: \hdominal pain, - Exam
em?sme"‘: Anxious, Dx
Intensentions: AllergiesiAllergic Reaction,
Evaluation: Animal bites/attacks L
Revision: Asthma, b
Date of Service: 12/112010 Blseding,
Patient Number. 68 Chart ID: not Charted Blood sugar, high
Last Modified: 12/11/:2010
Blood sugar, low
Bruising,
Burn,
Chest pain,
Congestion, e
Constipation, B
Cough r @
Depressed,
Difficulty swallowing,
Diarrhea,
Diziness,
Fatigue,
Chest pain » |IEalls, o

§

:

[[#oone | Zea | sBrie | Flrepot [ Xoete | B [ @TEpe | [T)spa |

SPRINGCHARTS e

Bectronic Health Records

7. Sensing the urgency of responding to your patient’s chest pain, you assess his vital signs and pain
level. Click on the Vitals button on the located below the CC button on the vertical navigation bar on
the right side of the screen. Note that your Chief Complaints now appear in the Subjective section of
the Nurse Note.

* You take your patient’s vital signs. Document the following: Temp 99.2, Resp 18, Pulse 114, BP
110/72, O2SAT% 97. You defer measuring height and weight due to the patient’s chest pain.

* Under the Vitals text box on the right click: BP left arm, Pt position—supine and Temp source—Oral.
These items populate the Notes textbox on her left.

 Under the Vitals text box on the right click: Pt Complains of pain, Pain Location, Pain rating 0-10
scale, Pain Radiation, Pain Description, Factors affecting pain, and Factors relieving pain.

* Click into the Notes section on the left and add the following information: pain location substernal, 10
on 0-10 scale, radiating to the jaw, description “feels like an elephant is on my chest”, Factors
affecting pain—-“everything,” Factors relieving pain—"nothing so far.”
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T Nurse Note 12/11/2010
Tools

Pt Moore, Chest Pain D4/15/49 Vitals Date: 12/11/2010 last mod: 12111/2010

12/11/2010 Nurse Note ol [ il [

Subjective: Graphs: L ﬁ J | I-i ]
Chest pain.
bjective: Previous Vitals
Vitals: Temp: 88.2F HR: 114 Resp: 18 BP 110072
O28AT 97 %

Assessment:

Plan:

Interventions:

Evaluation:

on:
Date of Senvice: 1211122010

Patient Number: 68 ChartID: not Charted
Last Modified: 12112010

3 vas -
L
emp source - Oral
‘emp source - Rectal
‘emp source - Temporal
emp source - Tympanic

N

— = = - [Factors relisving pain
0-10 scale: 10, Pain Radiation: 1o the jaw, Pain Description
“feels like an elephant is on my chest. Factors affecting pain

Temp: 992 |F  Resp1g Pulse|114 o complaints of pain
t Complains of pain
BPi11D |y 72 H i W Ibs ain Location
' N ain rating 0-10 scale
HC: in BME Body Fat % ain Radiation B
ain Description
028AT97T | % actors affacting pain

Weight check >

[[Fome |[ Zex | sBeror || Flrepot | Xodete || @ | orepee || [Tsea |

SPRINGCHARTS

Ebectronic Health Records

& son |

You quickly assess your patient while another nurse obtains his Nitrolingual. 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, Musculoskeletal, GU (male),

Lungs/Respiratory, and Neurological.

« Click the drop-down arrow next to O (Normals) and select O (Abnormals). Select the General section

followed by: diaphoretic. Select the Chest/ABD section followed by: irregular
« Click into the Examination field in front of irregular and type: heart rhythm

bowels sounds decreased
bowels sounds high pitched

I "

HEENT: Within Mormal Limits. =
Musculoskeletal: Within Normal Limits
GU (male): Within Mormal Limits,
Lungsi/Respiratory. Within Normal Limits
Meuralogical: Within Normal Limits
GEMERAL: diaphoratic

CHESTIABD: heart rhythm irregular.

FEmIN]

Examination

" Narse Note 12/1/2018 (=B s
Tools
Pt Moore, Chest Pain 04115743 Examination Data; 121172010 lastmod: 1214112010
121172010 Nurse Note O |oonomais) = [
Subjective: :
ngheswam. CHESTIABD
ective: i )
Viale. Temp: 00.2F HR: 114 Resp: 18 BP- 11072 pﬂespur_awr\r Effort increased, intercostal retractions, acces:
028AT 97 % Sstaror
Assessment: Anterior
Plan: Left ULLL
Interventions: Right ULMLLL
Evaluation:
ision: Laft lung
Date of Service: 121112010 JRiantlung
Patient Number: 68 Chart ID: not Charted diminished
Last Modified: 12/1172010 coarse
crackles
rales and rhonchi
wheezes
rubs
audible murmur
irregular

[P [ Zex | e | Flrwer || Xoss || 8| +owe || Do ]
SPRINGCHARTS

Electronic Health Records.

[ sem |
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9. You administer the Nitrolingual to your patient for his chest pain. 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.
* In order to document, click the New menu, 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 dropdown box on the right and
choose Nursing Documentation.
Click Attach. Select Existing. Use the search mechanism to select the blank MAR document as

before.

Document
Patient
Chart Tab

Folder
File

MAR

File Cabinet Document

MAR

Moore, Chest Pain 04/15/1949
Nursing Documentation
Consult = .

Name

Created On:
Last Modified:
Signed by:

12-11-2010
12-11-2010

&

Medication Administration Record.xls

Description

* Click [Done]. The document appears in the Care Tree on the right in the Nursing Documentation tab.
* Click on the + in front of Nursing Documentation.

= Maore, ChestPain 04/15/48 o[ )
File Edit Windows Actions MNew u
ci020@xX/-ER PR
Patient Probilem List = | Moare, Chast Pain 04/15/48
Moore, Chest Pain 0415049 none listed | Encouners
Age: 51 yrs 7 mns 26 days Routi
301 Narth Main v Mads | Medications
Sherman, TX 77521 Nitralingual 0. 4mg sublingual every 3-5 minies x 3 as nee | Lab
Mother's Last Name: Fischer Outside Meds ] Imaging
Home #.(214) 543-4567 o liched | Medical Tests
) ! Flow Shaets
Mea;ﬂal Status: Married Defaull Pharmacy Tant R
Emplover Default Pharmacy Not Set t“. u? 8%
Attending Provider |+ Uncharted Tests File Cabinat
] Recycle Bin
Allergles Chart Hursing Dotumentation i _
Allergies: NKA Mot Done Everyone Age 14 yrs 1o 105yrs DT every 520 wk 211172010 MAR Moara, Chast Pain 04/15/1949 |
Cther Sensitvities: none Mol Done Everyone Age 35yrs 10 105 yrs EKG every 104 w) Comaspondence
— PMHK — — Mot Done Males Age 40 yrs 10 110 yrs Prostate Needle Big HEPs
Diabetes Diagnosis Hx I 8
Hear Disease - 3
High Chalesterol Prescription Hx ' File Document:
| Document Name: MAR
FMHX Procedure Hx File Name: FC_81MedicationAdminist ds
none listed J File Cabinet Folder. Consull
- DEIE umerln Na'Sme SR
~ Social History | escripion/Summary.
Mo Insurance Info
Nonsmoker i Last Modified: 12/112010
24 Qunces of beer per Day.
Married for 47 years
Chart Note
none listed
Referrals
none listed |
Patient Annotation(s)
l:nne listed L s
-| & Eam o pint X [#4] [ Doc
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« Highlight the MAR and click Edit at the bottom right 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 #.

+ On the left enter the Nitrolingual on the blank field above Strength and Dose. In the Strength field
type 0.4 mg and in the Dose field type 1.

* Under directions type sublingual every 3-5 minutes x3 doses prn chest pain.

* Type your name and initials in the Initial & Name area at the bottom of the document.

(GBGG (0900[1 000 [I 100 {I 200 [I 300 [MOO [I 500 [I 600 [I 700 [l&aﬂ [l 500 [ZDDD[Z‘IDG (2200[2300 [ZADD F] 100 (DZUD (0300 F]ADEI (DE-DD F]GDEI (DTDD

Deltoid = RD or LD Initial & Mame SN |Student Nurse Initial & Name
Vastus Lateralis = RVL or LVL Initial & Name Initial & Name
Lower Abdominal = RLA or LLA  [Initial & Name Initial & Name
Anterior Gluteal = RAG or LAG  [Initial & Name Initial & Name
Posterior GM = RPG or LPG

* Type your initials in the 10am top time box. Click the save diskette icon to save your work.

Medication Administration Record
Patient: Moore, Chest Pain Date: 12/5/2010 to Doctor Stephen Finchman
Date of birth 41511949 Admit: 12/5/2010 Room # 3104
1000(1100(1200|1300( 1400(1500| 1600 [ 1700| 1800|1900 | 2000|2100 2200{ 2300| 2400 |0100| 0200|0300 0400 05 700
Mitrolingual SN
Stength 0.4mg Dose 1
Directions sublingual every 3-5 minutes
€3 pan chest pain

» Click the X on the far right upper corner to close the MAR. A pop up will ask you if you want to
save the changes you've made, select yes. The File Cabinet Window is still present.

* Click [Done]. A pop-up appears “The Attached file may have changed. Do you want to send a new
version to the server?” Click [Yes]. The window closes.

Update Document . XS

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

|
L

10. Your patient’s chest pain is relieved after the initial dose of Nitrolingual so you develop his plan of care.
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. Click into the
Dx button below the Exam button on the right. Click on the red NANDA lettering on the left bottom of
the screen. The Dx text window populates.

« Click Pain, Acute. Click into the text field after acute and type: chest.
Click the [D&T] icon to date and time the entry.
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| ¥ DxText -
Noncompliance (specify) » |Message Body
Mutrition, Imbalanced: Less than body requirements S Panel
Nutrition, Imbalanced: More than body requirements Letter Body
Pain, Acute O(Normals)
Pain, Chronic O (Abnormals)
Post-Trauma Syndrome OtherTx Panel
Sedentary Lifestyle fju Panel
Self-Care Deficit: Bathing/Hygiene Notes Panel
Self-Care Deficit: Dressing/Grooming Procedure Text
Self-Care Deficit: Feeding Report-Probs
Self-Care Deficit: Toileting Report-Recs
Sensory Perception Disturbed (specify) —|ROS-Normals
Skin Integrity, Impaired ROS-General
Skin Integrity, Risk for Impaired ROS-HEENT
Social Interaction, Impaired - |[ROS-Resp

||Spiritual Distress ~[ROS-CV
Spiritual Distress, Risk for ROS-GI
Lﬂ'IEIaDELItiC Regimen Management, Ineffective ROS-GU
Thought Process, Disturbed ROS-Neuro
Tissue Integrity, Impaired ROS-Musc/Skel
Tissue Perfusion, Ineffective (specify) = |Excuse Text

< | m | b Orders

L

[oate | tme ][ Dot [ ntis |

Pain, Acute chest 12/11/2010 12:18 PM

| /oone || Q@cancel || A Edepoplprex: |

Click [Done].

« Add the etiology (related factor) and symptoms (as evidenced by) by typing them into the field after

the nursing diagnosis to individualize the nursing diagnosis.

|
Vitals: Temp: 99.2F HR: 114 Resp: 18 BP- 11072
Q25AT 97 %
HEENT: Within Mormal Limits. Select Diagnosis
Musculoskeletal: Within Normal Limits. —
GU {rmale); Within Mormal Limits.
Lungs/Respiratory. Within Mormal Limits.
MNeurological: Within Normal Limits.
GENERAL: diaphoretic.
CHESTIABD: heart rivthm irregular,
Assessment:
Plan:

Interventions:
Evaluation: PMHX + Problem List

TS =N
Tools
Pt Moore, Chest Pain 04/15/43 Diagnosis Date: 12111/2010 last mod: 12/11/2010
12/11/2010 Nurse Note DIAGNOSIS €C
Subjective: . Vitals
Chest pain.
Objective: & Exam

Revision:
Date of Service: 12(11/2010

Patient Mumber: 68 Chart ID: not Charted
Last Modified: 1211722010

*| Previous Diagnoses

;i
@
2
=]
]
(=]

Pain, Acute chest 1211720101218 PM

7= B8 [ T T [ . R [
SPRINGCHARTS (s

EBlectronic Health Records
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11. Click the NOC tab on the right located below the Dx tab in the vertical navigation bar on the right.
Notice that your NANDA documentation populates the Nurse Note.
Below the Nursing Outcomes Classification select the following:
» Cardiopulmonary Status: Adequacy of blood volume ejected from the ventricles and
exchange of carbon dioxide and oxygen at the alveolar level.

\ 4

heart disease,

Pain Control: Personal actions to control pain.
Knowledge—Cardiac Disease Management: Extent of understanding conveyed about
its treatment, and the prevention of complications

Vital Signs: Extent to which temperature, pulse, respiration, and blood pressure are

>
within normal
>

range.

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

7 Nurse Note 12/11/2010 ===
Tools
Pt Moore, Chest Pain 04/15/43 NOC Date: 121172010 last mod: 121172010
12/11/2010 Nurse Note I3  nursing Out Classi * | Vi
Subjective: = | ksl
Chest pain, Mutritional Status: Extent fo which nutrients are 1 o] ™ Exam
Objective: Oral Hygeing: Condition of the mouth, teeth, gums, and ton —
ggg':.i_?;g'w 2F HR: 114 Resp: 18 BP:110/72 Fain Control: Personal actions to control pain : _'”'
HEENT: Within Narmal Limits. FPost Procedure Recovery. Extent to which an individual rety |
Musculoskeletal: Within Mormal Limits. Quality of Life: Extent of positive perception of cument life cir s )
GU {male): Within Normal Limits. Respiratory Status: Movement of air in and out of the lungs
Lungs/Respiratory. Within Normal Limits. Respiratory Status: Gas Exchange: Alveolar exchange of ¢a
Neurological: Within Normal Limits o B .
GENERAL: diaphoretic Safe Home Environment: Physical arrangements to minimi
CHEST/ABD: heart rindhim iregular. Self-Care: Activities of Daily Living (ADL): Ability to perform t
Assessment: Sensory Function: Extent to which an individual correctly se
Igrt'ljel Dx Pain, Acule chest 1211720101218 PM lismaoking Cessation Behavior: Personal actions to eliminat
itsrvantions Tissue Integrity: Skin and Mucous Membranes: Structural ir
Evaluation: Tissue Perfusion: Cardiac: Adequacy of blood flow through
Revision: Urinary Elimination: Collection and discharge of uring
Date of Service: 1211172010 Vital Signs: Extent to which temperature, pulse, respiration,
Patient Nurnber 68 Chart ID: not Charted | Weight Body Mass: Extant to which body weight muscle, a =

Last Modified: 1211122010

Vound healing: Secondary Intention: Extent of regeneratior

F’ound Healing: Primary Intention: Extent of regeneration of
PRIORITY OUTCOME: ¥

|
Cardiopulmonary Status: Adequacy of blood volume ejected A & T
from the ventricles and exchange of carbon dioxide and oxygen Capy |
atthe alveolar level, Prov

Pain Control: Personal actions to contral pain = M
Knowledge - Cardiac Disease Management Extent of | 35|
understanding conveyed about heart disease, its traatment, (R i
and the prevention of complications s’
Vital Signs: Extent to which temperature, pulse, respiration, and l imit |

m »

[ ¢#Done | Ze= | Bt | (B Repart. | Xoeetz || B | @TEpo | [T] spe ]
SPRINGCHARTS =3

Hectronic Health Records

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

Note.
o]
o

(0]

Select the following interventions:

Intravenous (1V) Insertion: Administration and monitoring of intravenous fluids and
medications.

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

Pain Management: Alleviation of pain or a reduction in pain to a level of comfort that is
acceptable to  the patient.

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.
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T Nurse Note 12/11/2010 [ (= [
Tools
Pt Moors, ChestPain 04/15/49 NI Date: 12111/2010 lastmod: 121172010
12/11/2010 Nurse Note = 3  nursing Intsrventions Classific.. » | / !
Subjective: - § — ks
Chest pain. [Respiratory Moniforing: Collection and analysis of patientd . Exam
Uhl““_""ﬂ- ) ) ) Resuscitation: Administering v s to sus =
ggg'f{g%";f 99.2F HR: 114 Resp: 18 BP: 110172 Seizure Precautions: Prevention or minimization of potentia
HEENT: Within Normal Limits. Sel-Care Assistance: Assisting another to perfarm activitie
Musculoskeletal: Within Normal Limits. Skin Surveillance: Collection and analysis of patient data to

GU {male): Within Mormal Limits. Smoking Cessation Assistance: Helping another to stop st

Lungs/Respiratory. Within Mormal Limits. 1 . 4
Meurological: Within Normal Limits Spiritual Support Assisting the patient to feel balance and

GENERAL- diaphorefic Sulcide Prevention: Reducing risk of seifinflictzd harm wit
CHESTIABD: heart riwthm iregular. Surgical Preparation: Providing care to a patientimmediate
Assessment: eaching: Disease Process: Assisting the patient to under:
Other Du :Pain, Acute chest 12111720101 2218 PM eaching: Prescribed Diet Preparing a patientto correctly
p,&%"é aaching Prescribad Madication: Preparing a patient to saf
C y Statu v of blood volume ejected from the eaching:Procedura/Treatment. Preparing a patient to unds
wentricles and exchange of carbon dioxide and oxygen at the alveolar Traction/ bilization Care: Manag it of a patient wh
lewel. Tube Care: Management of a patient with an external drain _
Eg:‘wfggg"g' g:{';gf:'"a;;f;‘s to control pa"‘E i s Urinary Ca!netenzanon. Insertion of a catheter into the blad)
comveyed about heart disease, its freatment, and the prevennon m‘ _ |[ventilation Assistance: Promotion of an optimal spontanao
ramnlicatinne Wital Signs Monitoring: Collection and analysis of cardiovas
A L} ¥ |wound Care: Prevention of wound complications and prom =
V) Inset " and monitoring of L i *
|ntrawen0us fluids and memcallons Copy
Medication A ation: Preparing, giving, and g the Prev
effectivenass of prescription and nonprescription drugs. =
Pain Management Alleviation of pain or a reduction in painto a [ Bi |
Lo )

level of comfort that is acceptable to the patient. = ]
Teaching: Disease Process: Assisting the patient to gﬂ
understand information related to a specific disease process | linit |

[ ¢ Done |: dt | et | Plrepot | Xopeete | B || @TEmort ! [Tspet |
SPRINGCHARTS ora)

Electronic Health Records

13. In order to document intake and output, import the 1&0 form. 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, Import Items at the bottom of the list. 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.

v File Cabinet Document I.A"

Created On: 12-11-2010
Last Modified: 12-11-2010
Signed by:

Document Name I1& O
Patient Moore, Chest Pain 04/15/1949 )

Chart Tab Nu'su'ng Docwnentatlon v

Folder Consult v
File 180 Form.xls

Description
I &0
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¢ Click [Done]. The document appears in the Care Tree on the right in the Nursing Documentation tab.
* Click on the + in front of Nursing Documentation.

7 Moare, Chest Pain 04715/48
File |Edit| Windows Actions New [

AB=20daX/-rEERE PO EBBE

Patient
Moore, Chest Pain 0401549

Flow Shegts

Age: 61 yrs 7 mng 26 days.
B301 Morth Main
Sherman, TX 775211
Mother's Last Name: Fischer
Home # (214) 543-4567

=32 )

Marital Stalus: Married
Sex M

Emplayer

Attending Provider;

Allergies
Allergies: NiA
Other Sensithities: none

— FMHK

Diabates

Hear Disease

High Chalestaral
FMHX

nong listed

~ Problem List g s

none listed ] Test Records
Foutine Meds Gomenrtii

Nilralingual 0.4mg sublingual every 3-6 minutes x3 as n | Fha.Cabinat

MNitralingua 0 sublingual every 3-5 minutes x 3 as nee Recyeis Bin
Outside Meds Mursing Documéntation

none listed | ® 1211720101 & O Moors, Chest Pain 04151949
Defaun Pharmacy C_Desn-"-' ;. Chest Pain 041151549 |

Defaull Pharmacy Not Sel l HEPs =
Uncharted Tests | Reparts To Patiant

Chart Evaluation |
Mot Done Everyone Age 14 yrs 1o 105 yrs DT every 520 wk
Mot Done Everyone Age 35yrs to 105 yrs EKG every 104
Mol Done Males Age 40 yrs 10 110 yrs Prostate Needle Bi |

" Diagnosis Hx |'=

Presciiption Hx
Procedura Hx |

Chart Evaluations

Motes

Physician Orders

Telephong Messages

Prescriptions b
m b

File Document:
Document Name: MAR
File Name: FC_81MedicationAdministrads
File Cabinet Folder. Consulf

r Social History
Nansmaoker.

Mo Insuranc Info

24 Ounces of beer per Day.
Married for 47 years

Chart Note
nong listed

Referrals
none listed |

Patient Annotation{s)
Fone listed

Document Name
Descri - MAR
Last Modified: 12/112010

| Z o | i [ X5 [ o |

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.

« Your patient consumed 240 mLs orally today at 1130. He voided 200 mLs at 1000 when he first

arrived. Document these items. Your shift is not over, so don't fill in shift totals at this time.

¢ Type in the Patient Name

and Date.

 Your patient consumed 240 mLs orally today at 1130. He voided 200 mLs at 1000 when he first

arrived. Document these items. Your shift is not over, so don't fill in shift totals at this time.

Patient Name: Moore, Chest Pain Date: 12152010
Fam Scale for Sedation Meadrick Fall Risk Model - Assessmeat Tool
Rizk Factors bt
Lowel 1 Patient anxicus and agitated of restless (or both) Fezent Hirtmry of Fallr 7
Level 2 Patient cooperate, oriented and tranguil -4 +4 +4
Level 3 Patient responds to commands only -3 +3 +3
Level & Paticnt asleep but responds briskly to light, Dizzinssrifartisn 3 +3
glabellar tap or loud suditory stimulous. Pasr Judgement -3 3 3 I 02 | MarmaliLow Firk
Level § Paticat azlecp with luggish rezponze to light, Fanr Mebilivy/Gonsralized +2 2 .2 3-8 |Lewel WHiqh Rirk
albellar tap or loud auditory stimulous. Wakmar Level2/Extromaly
Level & Patient aslecp with no response to stimuli, TOTAL INITIAL RE; High Rirk
e A i SuTEuT
H Total Total
§ 3
= &
£ 9 vi NGpH| 3
[ o - -
2 Oral 3| = 2 i
LB B = Intake | 3 5] Output
7
8
S 4
. ST
11 240 p=— 1 Hh!
12 Sl i) i
13 e
" |
TOTALS 8 Hour Total
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« Click the [save diskette] icon to save your work. Click the X on the far right upper corner to close the
MAR. A pop up will ask you if you want to save the changes you've made, select yes. The File
Cabinet Window is still present.

« Click [Done]. A pop up appears “The Attached file may have changed. Do you want to send a new
version to the server?” Click [Yes]. The window closes.

Update Document — X3

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

14. 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. Click in the
Teaching button on the right.

* Under the Other Tx Panel select the following: Patient not a candidate for instruction due to: and it
populates into the Teaching area on the left of the screen.
* Click into the Teaching area after the selected text and type: acute chest pain.

GU {male). Within Mormal Limits.

T Murse Note 12/11/2010 =50y )
Tools
Pt Moore, Chest Pain 04/15/49 Teaching Date: 1201172010 last mod: 1211 1/2010
12/11/2010 Nurse Note = 3 otherTxPanel - Z | .
Subjective: = == e
5 lc';pel;} pain TEACHING: - | [Exam
jective: B e mer i
Vitals: Temp: 99.2F HR: 114 Resp: 18 BP: 11072 Pigcussed plan of cara with palensigniicant other Dx
O2SAT 97 % Disease process instruction: NOC
HEENT: Within Mormal Limits = liDiet instruction ———|
Musculoskeletal: Within Mormal Limits Medication indication, frequency, considerations instructior e

Medication administration instruction
Lungs/Respiratory. Within Normal Limits.

Neurological; Within Mormal Limits. Procedure racovery instruction:
GEMERAL: diaphoretic Patient Confrol Analgesia teaching complated A
CHEST/ABD: heart rhythm irregular Smoking Cessation discussedipamphlet given r
El?‘i . . Patient not a candidate for instruction due to F :
Plgr?Je' D :Pain, Acute chest 1211/201012:18 PM Patient has no familysignficant other e
Ngé: Discharge Instructions: et |
Cardiopulmaonary Status: Adequacy of blood volume ejected from the Continue home diet __ as instructed —
renl:'lt,les and exchange of carbon dioxide and oxygen at the alveolar Call physician for these signsisymploms &
evel. .
Pain Control: Personal actions to control pain. Call911/Go 1o ER fo.r thass sugn$rsymp1oms
Knowledge - Cardiac Disease : Extent of under Staples to be remaoved 10-14 days post-op
corveyed about hear disease, its treatment, and the prevention of — _ |{Do not shower until staples removed
e BAOH. St s - < Daily dry gauze dressing change until staples removed

Mav shower 7 davs after surger.
Ll i
Patient not a candidate for instruction due to: acute chestpain. =

Teaching

[[fome | Zea |[ e || Elrepot | Xosete | @ [ orepor | [Msea |

SPRINGCHARTS (s ]

Hectronic Health Records

15. Click into Evaluation on the right. Using the Evaluation text on the right side, add the text below by
clicking on it. (The NOC item for the patient is referenced by the first word.) Add text manually where
directed to type.

« Cardiopulmonary Status: Type: Chest pain controlled by Nitrolingual. Ongoing outcome.

» Knowledge—Cardiac Disease Management: Outcome not met this shift. Variance reason—pt
condition.

« Pain Control: Outcome met this shift. Type: Chest pain resolved with Nitrolingual.

« Vital Signs: Ongoing outcome.

« Continue current interventions.
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T Nurse Note 12/11/2010
Tools
Pt Moore, Chest Pain 04/15/43

Evaluation

Date:

1211/2010 last mod: 12111/2010

E=R ol

12/11/2010 Nurse Note

Subjective:
Chest pam

Ohjective
Witals: Temp 99.2F HR: 114 Resp: 18 BP. 11072
O2SAT 97
HEENT: W‘rlhin Normal Limits.
Musculoskeletal: Within Mormal Limits.
GU (male): Within Normal Limits
Lungs/Respiratory. Within Normal Limits.
Meurological: Within Normal Limits.
GENERAL: diaphoretic.
CHESTMAED; heart rhthmn imegular,

Assessment:
01nele Pain, Acute chest 121120101218 PM
an:

NOC.

y Sta of blood volume ejected from the
venlrrtles and emchange ‘of carbon diokide and oxygen at the alveolar
el

Pam Contral: Personal actions tU contral ﬂall'l
Knuwledge Cardiac Disease M

yed about heart di | its freats it, and the p ion of
romnlicatinne

i b

g t Extent of g

|Evaluation

(Outcome evaluated:
(Ongoing outcome
Qutcome met this shift
Qutcome not met this shift

Variance reason - pt uncoop e |
Variance reason - pt condition declined
[Variance reason - diagnosis changed
[Variance reason - ptfamily decision regarding treatment
[Variance reason -
(Outcome acheivad

(Continue current interventions
ey Intervention(s) today.

Pauen! verbalized understanding

Fatient not nnan to instruction at this time

Family not open to instruction at this time

Pahent demonstrates BfUtEGUI’e comectly

F ficant other trates procedure comectly
Curﬂmu& to reinforce teaching

Cardiopulmonary Status: Type: Chest pain controlled by
Nitralingual. Ongoing outcome.

Knowledge—Cardiac Disease Management: Quicome not met
this shift. Variance reason—pt condition

Pain Confrol: Qutcome met this shift. Type: Chest pain resolved
with Mitralingual

Vital Signs: Ongoing outcome.

Continue current intarventions

this goal no longer primary goal at this time|

SPRIN}:C

[aazamasl| 4. e Bt ][ X pete, [ B ][ T o [ et ]

 Murse Note 12/11/2010
Tools
Pt Moore, Chest Pain 0415749

Reassessment

Date: 1211172010 last mod: 1211172010

=k

12/11/2010 Nurse Note
Subjective:
Chesl pain
Objective:
Vitals: Temp: 99.2F HR: 114 Resp: 18 BP: 110/72
O25AT 97 %
HEENT: Within Mormal Limits
Musculoskeletal: Within Mormal Limits
GU {male): Within Normal Limits.
Lungs/Respiratory: Within Mormal Limits.
Meurological: Within Mormal Limits.
GEMERAL: diaphoretic
CHESTIABD: heart rhythm irregular,
ent:
Other D Pain, Acute chest 1241172010 1218 PM
an:
NOC:
Cardiopulmonary Status: Adequacy of blood volume ejected from the
ventricles and exchange of carbon dioxide and oxygen at the aheolar
lewvel,
Pain Control: Personal actions to control pain.
Knowledge - Cardiac Disease Managsmem Extent ofundershndlng
of

about heart di L its B , and the p
camnlicatinne

mn

-

Reassessment

5l 676

Blood Pressure
BF left arm
BF right arm
Pt position - sifting
Pt position - supine
Pt position - right side
Ptposition - left side
Pulse
Resp
emparature
emp source - Axillary
emp source - Oral
emp source - Rectal
emp source - Temporal
Temp source - Tympanic
Weight
Mo complaints of pain
Pt complains of pain
Fain location

patient reports pain has decreasedto a 0 on a scale of 0-10
four minutes after taking the Nitralingual

NIC

m

‘eaching

\Pain rating 0-10
Copy
Prev

Note |

[ Some | Zea || aBeme | Flrepot | Xosete || B | orEee | [[sea |

SPRINGCHARTS

Hectronic Health Records

Y

16. Click into Reassess. Click into the Reassessment text box on the left and type: patient reports his pain
has decreased to a 0 on a scale of 0—10 four minutes after taking the Nitrolingual.

17. Click into F/U-Rem. Notice your documentation from the Reassess area populates the Nurse Note. On
the left side of the screen below the F/lUReminders text, click on the icon of a finger with a piece of
string tied around it.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 45



Level 3 — Chapter 11

IM

¢ The Add to ToDo/Reminder List . . . window populates. Under the ToDo-Reminders text field on the

right click on: Teach. It populates into the text field on the left.

« Click after the word Teach and type: cardiac disease management when patient receptive. Select

your name in the To drop down.

T New ToDo/Reminder

(=[G Es

Add to ToDo/Reminder List..

Teach cardiac disease management when patient receptive.

To: demo 'demo -

ChestPain Moore 04/15/49

‘ B8 Link to a Patiert

Send on 12/11/2010 ‘ =0 Send Later

[-¢5em]|®cm]

% (2]

D :ToDO-Remindars

Dressing change

iPain pill at

[Teach

(Call family when pt goes to OR per their reque:
[To Dialysis at

\sklorder DME for pt discharge

Call reportto

Do discharge paperwork

Do staffing for next shift

* Notice that your patient’'s name displays in the middle left portion of the screen. Click [Send].
« Look to the far left of the software, to the SpringCharts fields that are open outside of the Nurse Note.

Your entry appears in the dark pink ToDoList below the calendar.

18. Click [Done]. The [Save As] screen populates. Click [Save].

F= Suburban Medical G
& ——

File Edit Productivity (

¥ Save As

| § & ea H
) |

Save to Tab: :Encomters

Save As: Nurse Note

demo
December 201

5 M T W Th F

1 2 3

4

5 6 7 8 9 10N
12 13 14 15 16 17 18
19 20 21 22 23 24 25
26 27 28 290 30 AN

to nursing station
when room
available,

Stroke Moore
04115149

19. A pop-up appears asking if you want to create a routing slip. Click [NO].

Call family when
goes to OR perth
request

pXS

% Do Routing Slip? |

Do you want to send a Routing Slip?

(e ][O ]

Cellulitis Moore
04115149

"

Teach cardiac
disease

management wh
patient receptive.
Chest Pain Moor

04/15149

20. In the Care Tree, click the + next to Encounters. Click on the date of your

e
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Nurse Note and it appears in the bottom right corner box.
« Click [Edit]. Click [Sign]. Select [Permanent Sign and Lock] when finished with your Nurse Note.

™ Norse Note 2112000 oo E=
Tools
Pt Moore, Chest Pain 04115149 Chief Complaint Date: 12111/2010 last mod: 12111/2010
12/1172010 Nurse Note “| @ [sPansl - [Z ) :
Subjective: || [
Chest pain. |abdaminal pain, Bl
Objective: Amxious !
tals; Temp: 99.2F HR: 114 Resp: 18 BP; 11072 - i . . Dx
Q2SAT 97 % = |WiergiestAllergic Reaction, NOC
HEENT: Within Normal Limits. Animal bites/attacks, = N
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	Level 3 – Level 3of Nursing Documentation Using Electronic Health Records includes chapters 9, 10, and 11. These chapters take the students deeper into EHR features of documentation and enable them to add on to their Nurse Notes using these features. Student  learn such EHR administrative features as working through a ‘to do’ list, sending and receiving internal messages, etc.. A whole chapter in Level 3 is devoted to patient education in which the student learns patients’ rights and nurses’ responsibilities. The Nurse Note documentation is taken to a more complex level and the student completes notes that were created in Levels 1 and 2.
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