Level 4 — Chapter 14 IM

Level 4 — Level 4of Nursing Documentation Using Electronic Health Records includes
chapters 12, 13, and 14. In these last chapters, students learn to perform more complex EHR
documentation functions. Level 4 contains the EHR capstone section. Chapters 13 and 14 present
students with case studies that require them to navigate through all the screens of SpringCharts
as they build Nurse Notes for multiple patients with various disease processes.

Chapter 14 — Learning Assessment

hapter 14 presents the students with 15 exercises for which they will use the resources of
Appendix C. Appendix C contains copies of documents that are typically used in a paper
environment. From these records the students gather information and place it in an
electronic format within the EHR program. These exercises take students through multiple
screens in SpringCharts as they build electronic charts and Nurse Notes from the provided
material.
NOTE:

The documents in Appendix C do not have a patient name or biographical data. Please use your own
name and data.

Learning Outcomes

When you complete Chapter 14, you will be able to:

14.1 Use all aspects of the SpringCharts program successfully

Exercise 14.1

1. Using Source Document 1—Admission Data Base (See Appendix B), complete Allergies and PMHX.

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

sa8@=-208 X7\

Patient
Moore, Paul 04715749
Age: B1yrs 7 mns 22 days.
8301 North Main
Sherman, TX 77521

Mother's Last Name: Fischer
Home #: (214) 543-4567
Mobile #: (214) 543-0921
SS#

Marital Status: Married

Sexc M

Employer: St. John's Hospital
Attending Provider;

~ Allergies
Arnoxicillin
Other Sensitivities:
causes hives

— PMHX

HTN 401.9
Diabetes
Heart Disease

2. Print the face sheet. Record your name on the document and submit to your instructor.
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Exercise 14.2

1. Using Source Document 2—Admission Medication Reconciliation Form (See Appendix B), enter the
Routine Meds in SpringCharts.

T Moore, Paul 04/15/49
File| Edit Windows Actions New u
A BOAXZ/ER BB F EE
Patient Problem List A
Moore, Paul 04/15/49 "rvwne listed
e Rovtin e
Sherman, TX 77521 Lopressor 100 mg i po bid
Mother's Last Name: Fischer E%ﬁ ?gr:qegqliqun;id
H # (214) 543-4567 &
Mgg;lee #:({21 4)) 543-0921 Glucophage 500mg i po bid
oo Nitrolingual 0.4mg sublingual prn chest pain
Marital Status: Married OTC Meds:
gﬁrﬁ)ﬂye St John's Hospital RS Mon
r St pi _
Attending Provider: none listed
— Allergies — Default Pharmacy
Amoxicillin Default Pharmacy Mot Set
Other Sensitivities: Uncharted Tests l 8
causes hives
— PMAX Chart Evaluation
HTN 401.8 Not Done Everyone Age 14 yrs to 105 yrs DT every 520 wk
Diahetes' Not Done Everyone Age 35 yrs to 105 yrs EKG every 104 W]
Hoart Diseags Not Done Males Age 40 yrs to 110 yrs Prostate Needle Bio
Di i Ll

2. Print the face sheet. Record your name on the document and submit to your instructor.

Exercise 14.3

1. Using Source Document 1—Admission Data Base (See Appendix B), add the Social History to
SpringCharts.
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2.

Print the face sheet. Record your name on the document and submit to your instructor.

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

ac@=20@ X7\

Patient
Moore, Paul 04/15/49
Age: 61 yrs 7 mns 22 days.
8301 North Main
Sherman, TX 77521
Mother's Last Name: Fischer
Home #: (214) 543-4567
Mobile #: (214) 543-0921
S5#:
Marital Status: Married
Sex: M
Employer: St. John's Hospital
Aftending Provider:

~ Allergies
Armoxicillin
Other Sensitivities:
tauses hives
PMHX
HTN 401.9
Diahetes
Heart Disease

FMHX

Social History
Nonsmoker.
Alcohol Use: 2 beers a day
Marital Status: Married.
Lives with Spouse.

Exercise 14.4

1.

Using Source Document 1—Admission Data Base (See Appendix B), add the Chief Complaint to

SpringCharts.

7 'Nurse Note 12/07/2018
ol
Pt Moore, Paul 04115149 Chilef Complaint Date: 1210772010 1asi mod 12072010

12072010 Nurse Note B sranal « [F]
Subjective: —
Objective: y {andominal pain
ent:
Plan: fndaus,
Interventions: WlergiesiAllzrgic Reaction,
Evaluation: pnimal biles/attacks, L
Revision: hsthma, )
Date of Sensce: 12072010 laading
Patien! Number 58 Charl ID: not Charted Blood sugar, high
Last Modified: 12072010 ™
Blood sugar, low
Bruising,
Burm
Chest pain
Congestion,
Constipation,
Cough.
Depressed,
Diffcutty swallowing
Diarhea,
Dizingss,
Fatigue,
Chest pain, startad an hour 3ga butis gelting worse. Rates pain = F3l5. e
39 on 0-10 scale and states movement makes it worse Copy 12052010 AllergiesiAliergic Reaction, Runny noss,
Mothing has made it bater P'N*'f Rehy eyes, 350 PM josmd
“lrma]
HET |
™

[om [ Zex | Bem || Brwet [ Xoswe | B [ srese || Msa
SPRINGCHARTS'

Hlectronic Health Recoeds.

(& |
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2.

Using the [Print] button, print the Nurse Note. Record your name on the document and submit to your

instructor.

Exercise 14.5

1. Using Source Document 3—Critical Care Flow Sheet (See Appendix B), complete the Vital Signs
documented at 0700 in the Nurse Note.

2.

Taols

T Murse Note 12/07/2010

Pt Moore, Paul 04115144

Vitals

Date: 1200772010 last mod: 12/07/2010

=~

12/07/2010 Nurse Note
Subjective:
Chest pain, started an hour ago but is getling worse. Rates paina 9 on
0-10 scale and states movement makes it worse. Nothing has made it

Interventions:
Evaluation:
Revision:
Date of Service: 120772010
Patient Number: 59 ChartID: not Charted
Last Modified: 12072010

craphs: [ | (R
Previous Vitals
120052010 Temp: 98.4F HR: 90 Resp: 22

BP: 134/72
O25AT 94.00 %

1205/2010 Temp: 98.6F HR: 84 Resp: 20
BP; 134/74 Wt 208.0Ibs Ht 65.0in BMI: 34 61
O25AT 98 %

O vas
Room Air
[Owygen via
BP check only
EF right arm

o

» W
&

Temp: 982 |F  Resp 22 Pulse 116
BP;174 f|104 HE in Wt Ibs
HC: in BMI Body Fat %

O25AT 86 %

EF left arm
Pt position -
Ft position - supine

Pt position - right side

Pt position - left side
[Temp source - Axillary
[Temp source - Oral
[Temp source - Rectal
[Temp source - Temporal

sitting

0

[ fome | ZLew || et || Blrepot || Xoekte || B | oTEpot || [Mset |

SPRINGCHARTS

Electronic Health Aecoeds

[ s |

Using the [Print] button, print the Nurse Note. Record your name on the document and submit to your

instructor.

Exercise 14.6

1.

Using Source Document 4—Initial Shift Assessment (See Appendix B), add a new Exam in

SpringCharts.
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2.

7 Nurse Note 12/07/2010
Tools

Pt Moore, Paul 04115149 Examination

Date: 12/07/2010 last mod: 12/07/2010

e Es

12/07/2010 Nurse Note =
Subjective:
Chest pain, started an hour ago but is getting worse. Rates paina9o
0-10 scale and states movemnent makes itworse. Nothing has made i
better,
Objective:
Vitals: Ternp: 98.2F HR; 116 Resp: 22 BP; 174104
O25AT 86 %
Neurological: Vithin Normal Limits.
Lungs/Respiratory. Within Normal Limits except for Coeygen 3L per
nasal cannula -
Gastrointestinal: Within Normal Limits.
G {male): Within Normal Limits
Heart riwthm: Sinus Tachyeardia
EXTREMITIES: edema +2 pitting edema bilateralky.

Assessment:
Plan:
Interventions:
Evaluation:
Revision:
Date of Service: 1207/2010

Patiant Mumhar 80 Shart 1IN not S hartad
4 m

O o Abnomals)

rales and rhonchi-
wheezes

rubs

audible murmur

irregular

bowels sounds decreased
bowals sounds high pitched
distended

GLIGI:

Indwelling urinary catheter
LUrine cloudy

Sadiment in uring

Strang smell 1o uring
|Constipated
MNEXTREMITIES:

edema

amputation

7 |lpulses weak or absent

cold to touch

Meurological: Within Normal Limits =
Lungs/Respiratory: Within Normal Limits exceptfor Oxygen 3L
pernasal cannula

Gasfrointastinal: Within Normal Limits

GL {male): Within Normal Limits.

Heart rhythm: Sinus Tachycardia.

EXTREMITIES: edema +2 pitting edema bilaterally.

I

mn

3]

/sl |

TR

B
(R

R R T T B S R

L

SPRINGCHARTS

Electronic Health Records.

Using the [Print] button, print the Nurse Note. Record your name on the document and submit to your
instructor.

Exercise 14.7

1.

Using Source Document 5—Plan of Care (See Appendix B), document the NANDA-I/Dx in the Nurse

Note.

Wlectronic Health Reconds

[ % Nurse Note 12/07/2010 =Sy <7
Toalks
Pt Moore, Paul 04115149 Diagnosis Date: 120712010 lastmod: 120712010
12107/2010 Nurse Note “ | DiaGNosIS
Subjective:
Ches! pain, started an hour ago but Is gefting worse. Rates painafo | & |
0-10 scale and states movemenl makes it worse. Nothing has mada i L. /
bethar =
Objective: F
Vitals: Temp: 98.2F HR: 116 Resp: 22 BP: 1741104 Select Diagnosis
D2BAT B6.00 %
Meurological: Within Mormal Limis,
LungsiRespiratony: Within Nommal Limits except for Ceygen 3L per
nasal cannula.
Gastrointestinal. Within Normal Limits
GU (male): Within Narmal Limits
Heat rhythm: Sinus Tachycardia
EXTREMITIES: edema +2 pitting edema bilaterally.
PMHX + Problem List
Assessment:
Other D Perfusion, Risk for decreased cardiac issue AEB chestpai  [[HTN 401.8
Other O ‘Alteration in confortipain ART chest pain
Other D Knowledge Deficit regarding personal illness
Other Coe Falls, Risk for.
: Other O 11 D07/2010 B:05 PM -
i b ] '
2 “| Previous Diagnoses [ Bowkx
g
Perfusion, Risk for decreased cardiac tissue AEB chestpain = |
Altaration in confortipain ART chast pain E
Knowledge Deficit regarding personal liness
Falls, Risk for s |
| ofDome | sBet | Flrepot | Mopsste | B | orepot || [T)ses
SPRINGCHARTS =
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2. Using the [Print] button, print the Nurse Note. Record your name on the document and submit to your

instructor.

Exercise 14.8

1. Using Source Document 5—Plan of Care (See Appendix B), document the Nursing Outcomes (NOC)
in the Nurse Note.

«

Subjective:

% Nurse Note 12/07/2010 Soes
Tools
B LU e NOC Date: 12/07/2010 last mod: 12/07/2010

12/07/2010 Nurse Note & (> Nursing Out T - [ 7 | |

Vitals |

Chest pain, started an hour ago but is getting worse. Rales paina 90| livnowiedge - Disease Process: Exent of understanding co = | | Exam |

0-10 scale and states movernent makes it worse. Nothing has made
better,

Ohjective:

tals: Temp: 98.2F HR: 116 Resp: 22 BP: 1741104
O2SAT 86.00 %
Meurological: Within Normal Limits,
Lungs/Respiratory. Within Normal Limits except for Oxygen 3L per
nasal cannila
Gastrointestinal: Within Normal Limits
GU {male): Within Mormal Limits.
Heart rhythm: Sinus Tachycardia.
EXTREMITIES: edema +2 pitting edema bilaterally.

Assessment:

Other Dx ‘Perusion, Risk for decreased cardiac tissue AEB chest pai
Other Du Alteration in confortpain ART chest pain.

Other Dw Knowledge Deficit regarding personal iliness.

Other Dx Falls, Risk for,

moma:mn 2072010 8:05 PM

[ "

b iknowte dge - Medication: Exent of understanding conveyed

= |[[Knowtedge - Treatment Procedure: Extent of understanding
Memory: Ability to cognitively retreive and report praviously £
Mobility: Ability to move p fully in own anyi inc
MNausea and Vomiting Control: Personal actions o control 1
MNeurological Status: Ability of the peripheral and central ney
Mutritional Status: Extent to which are ble to
Oral Hygeine: Condition of the mouth, teeth, gums, and ton
Fain Control: Personal actions to control pain

Post Procedure Recovery. Exent to which an individual retu
Quality of Life: Extent of positive perception of cument life cir
Respiratory Status: Movement of air in and out of the lungs | _
Respiratory Status: Gas Exchange: Alveolar exchange of ca =1 g l
Safe Home El ent; Physical 1o minimi

Self-Care: Activities of Daily Living (ADL): Ability to perform t

Sensory Function: Extent to which an individual correctly se

Smoking Cessation Behavior: Personal actions to eliminat

Dx

|\Care Tree |

1

PRIORITY OUTCOMES: Card| I ¥ Status: & y of
blood volume ejectzd from the ventricles and exchange of
carbon dioxide and oxygen atthe alveolar level.

Tissue Perfusion: Cardiac: Adequacy of blood flow through the
coronary vasculature to maintain heart function.

Pain Confrol: Personal actions to control pain

Knowledge - Diabetes Management: Extent of understanding
conveyed about diabetes mellitus, it's treatment, and the

issue ntearity. Skin and Mucous Membranes; Structural ir ™
‘ n L]

Copy [12i07/2010 PRIORITY OUTCOMES: -
Prev ¢ y Status: Ad of blood T
Nate |volume ejected from the ventricles and exchange | =

[ |of carbon dioxide and axygen at the alveolar level. |
;Tlss ue Perfusion: Cardiac: Adequacy of blood
| flow through the coronary vasculature to maintain

it | NEAt function.
- L L Niakatar Cutant at

m

[ oo [ B || Brepon ||
SPRINGCHARTS

Electronic Health Records

X osen, |8 [ com e ][ Miseet. )

A=

2. Using the [Print] button, print the Nurse Note. Record your name on the document and submit to your

instructor.

Exercise 14.9

1. Using Source Document 5—Plan of Care (See Appendix B), update the Nursing Interventions (NIC) in
the patient’s chart.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore
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[ Norse Note 0772080 Eees
Tools
Pt Moore, Paul 04715149 NiC Date: 12/07/2010 last mod: 12/07/2010
152.r|l?.|"2010 Nurse Note = I3  tursing Interventions Classific.. = '_ V4
ubje
Chjesl pain, started an hour ago but is getting worse. Rates pain a8 o) |IFiuiaElectrolyte Management Regulation and prevention o = | | exam |
E;"grscale and states movement makes fworse. Nothing has made | Foot Cars: Cleansing and inspacting e fast forpupose o | g1
Dbieuive: emia ing and treating abov
Vitals: Temp: 98.2F HR: 116 Resp: 22 BP: 174104 Hypoglycemia Management: Preuennnq and freating low bl
ﬁgﬁrﬂuasicg? :‘ilnin Normal Limits. el L
Lus ngsnga spl'ramnr. Within Mormal Limits except for Cipgen 3L per g CIION smiﬁgrl:si::s:_gm' az :a :; Froc
nasal cannula
Gastrointestinal: Within Mormal Limits. Medication Administration: Preparing, giving, and evaluating Teaching
ﬁU (?:::%.r:\ﬁg::lul:qrr;gilﬂligg xaul Care: Promotion of clean, neat, adnra:uve nailsrarlﬂ pre| Evaluation
eal 5 A ausea F an: i of naus: Reassass
EXTREMITIES: edema +2 piting edema bilaterally. tleurnlogic Monitoring: Collection and analysis of patient H”’W
Oxygen Therapy: Administration of oxygen and menitoring ¢ | =22
Assessment: Pain Management Alleviation of pain or a reduction in pain| | ————
Other Cu -Perfusion, Risk for decreased cardiac tissue AEB chestpai | iPatient-Controlled Analgesia (PCA) Assistance; Facilitating g )
E:‘R:: & Alteration in ngi?““’”a'”m chest ml:?lness Physical Restraint Application, monitoring, and removal of
Other O Falls, Risk for, Pressure Ulcer Prevention: Prevention of pressure ulcers fc
Other D 1 210772010 8:05 PM - [Respiratary Momtonﬂu Cuiletllon and analysis of patient d
Dl-- —- | Resuscitation: i gency to sus
L [Seizure Precautions: f ar of potentia ™
Cardiac care, acute. - [ 2 : |
Pain Management: Alleviation of pain or a reduction in paintoa | || | CoPy 12/07/2010 Cardiac care, acute. = !
level of comfort thatis acceptable to the patient . | Vital Signs Monitoring: Collaction and analysis of | |
Vital Signs Monitoring: Collection and analysis of T ¥ . and body t £l
, and body datato _| I_m !data to determi _and prevent com f
determine and prevent complications [E\I Medication Administration Preparing, aiving, and
Medication Administration: Preparing, giving, and evaluating the — tha of p and
e!recu\.enass ulprescnphan and nonprescription drugs |_l"' "0"979“"0"0" drugs
ntta - ==L ~¥ - Nicaaca Brasarc: Aecicting the ﬂ.-'han!_

[Zome | om )| B | Xoses | @ | sreme | D ]

SPRINGCHARTS (e

Bectronic Health Aecords

2. Using the [Print] button, print the Nurse Note. Record your name on the document and submit to your
instructor.

Exercise 14.10

1. Using Source Document 6—Physician Orders (See Appendix B), update the Test in the patient’s chart.

T Murse Noke 12/07 ==on =" |
Toals
Pt Moors. Paul 0471548 Tests Date: 1200772010 last mod: 1200712010
12072010 Nurse Note 21 Test £«©
Subjective: SN Witals
Chest pain, starled an hour ago but is getling worse. Rates paina 9 [ &_'| Y ==
D | o s:ala and states moverment makes it worse. Nothing has made i |- e B
=
Objoctive: 3 =
Is: Ternp: 98.2F HR: 116 Resp: 22 BP. 1741104 Select Test to Order =
023AT 86.00 % ic
Meurological: Within Normal Limits, Serum Prot Electiophorasi 098404

Lungs/Respiratory. Within Mormal Limits except for Oxygen 3L per
nasal cannula,

Gastrointestinal, Within Mormal Limnits,

GLI (male): Within Normal Limits,

Heart riwthm: Sinus Tachycardia

EXTREMITIES: edema +2 pitting edema bilaterally

Assessment;
Other D -Perfusion, Risk for decreased cardiac tissue AEB chest pai
Other D ‘Alteration in confortpaln ART chest pain,

Other D Knowledge Deficit regarding personal iliness, Selected Tests:

Other D Falls, Risk for

Orther Do 1 20772010 805 PM e
Dlan:
‘

ficec
Liver Pangl
jSerum Prot Electrophoresi

[+) Order Selacted Tasts

[(Fowe || apee || Elreon | Koske || @ || orese || Mse |
SPRINGCHARTS =3

Eecironic Health Records.
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2. Using the [Print] button, print the Nurse Note. Record your name on the document and submit to your
instructor.

Exercise 14.11

1. Using Source Document 7—Medication Administration Record (See Appendix B), record the notation
into a MAR in a patient’'s Care Tree

Medication Administration Record
Patient. Moore, Paul Date: 1252010 to Doctor: Stephen Finchman
Date of bith 411511949 Admit: 12/5/2010 Room # 3205

1000( 1100 1200] 1300] 1400|1500 1600 1700|1500/

[tormal Saline 715l
S2remgth 0.9% Dowe Timifte

Duvericns b

Lopressor
[Sareengtn Doy Cose1

[Duecticns PO BIO SH

HCTZ g
[S2ipesgth S0mg Date 1

[Diuvctions PO Dy 54

K-Dur

Sregth 0meq  Dose §

U

\

4]
e,

D

—

il

Duseticns FOED 2

Glucophage
Suength S0y Dose 1

Duwcticns POBD SH

(00 £ 0 0 0 0 0 0 2 0 0 2 0 0 SR D

Deltoid = RO or LD Initial & Name SN _|Student Nurse Initial & MName |
Vastus Lateralis = RVL or LVL  [initial & Name Initial & Mame |
Lower Abdominal = RLA or LLA.  [initial & Name Initial & Name |
Antenor Gluteal = RAG or LAG  [initial & Name Initial & Name |

Posterior Gluteal = RPG or LPG

Medication Administration R
Patient: Moore, Paul Date: 12/5/2010 to Dactor: Stephen Finchman
Date of birth 4151949 Admat: 12/572010 Room # 3205
1000{1100{1200(1300{1400] 1500{ 1600 1700 1500 00(2300
[Nitrolingual 708
srength 0.4mg Dagel
Deections S1 pan chest pan =
Strength Dase
D ecaons
Stergth Dose ' = g .
] 4
= [ aUc
S
Errerngth Dase
D et
e eenpth Dose
Ot e tcete
[2000[2100[2200 23002400 (01000200 0300 o400 0500 500t
[omu[mn[mon{non|'|2u0|"3nofuno[|5on{|aon[\7on|'!aw|'!w| 2100|2200 2300 2400|0100 | 0200 | 0200 0400 oS00 D00
Deltoid = RO or LD initial & MName SN |Student Nurse Initial & Mame
Vastus Laterahs = RVL or LVL  [initial & Name Initial & Name
Lower Abdominal = RLA or LLA  [initial & Name Initial & Name
Antenor Gluteal = RAG or LAG  [inifial & Name initial & Name
Posterior Gluteal = RPG or LPG

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore Page 8
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2. Using the [Print] button, print the MAR. Record your name on the document and submit to your

instructor.

Exercise 14.12

1. Using Source Document 8—Intake and Output Record (See Appendix B), record the notation into an
I&O form in a patient’s Care Tree.

Patient Name: Moore, Paul

Hamsey Scale for Sedation

Level 1 Paticnt snaious and sgitated or restless [or both)

Headrick Faif Risk Model - Assessment Toal

Date: 121542010

» 7 -
Level @ Patient cooperate, oriented sad tranguil 4 -4
Level 3 Paticnt responds to commands ol 3 -3
5 3
Leveld  Potiont aslecp bat responds briskly bo light, . + 3 *3
glabellar tap or loud auditery stimulous. * +3 +3 Harmalfleu Rirk
Level § Patient nzleep with slugaizh response to light, Fowr MabilivyfGeneralined -2 .2 -2 Fef | Lowel WHigh Rirk
glabellar tap of loud suditery stimulouz. e aknons Perrles]  Livald Euiromaly
Level & Patient asloep with no response bo stimali. [} High Rirk
i - Tatal Total
K &
3 g | 3 L
= Oral 3 = & B
LE @ = Intake | S 5] Clutput
7 240 75
8 75 225
] i 75
10 480 i e Y
1 ] ol U |} b
12 1 Sl
13 e T 175
" 75
TOTALS v20 B00| 1320 400 CDO-I

2. Using the [Print] button, print the Intake and Output document. Record your name on the document
and submit to your instructor.

Exercise 14.13

1. Using Source Document 9—Interdisciplinary Education (See Appendix B), record the notation into the
Teaching area of the Nurse Note.

NURSING DOCUMENTATION USING EHRs/Hamilton, Harper, Moore
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T Nurse Note 12/07/2010 S|
Tools
Pt Moore, Paul 04115148 Teaching Date: 12/07/2010 last mod: 12/07/2010

12/07/2010 Nurse Note “| D [omerxPanel - 2]

Subjective: | : = =

Chest pain, started an hour ago but is getting worse. Rates paina 90| || TEACHING:
D-1 0 scale and states movement makes it worse. Nothing has made

Discussed plan of care with patient/significant other
Object Disease process instruction:
Uitals: Temp: 98.2F HR: 116 Resp: 22 BP- 1741104 Dist instruction: |
O28AT 88_ oo %_ i : Medication indication, frequency, considerations instructior|
Meurological: Within Normal Limits. Medication administration instruction

Lungs/Respiratory. Within Normal Limits except for Cieygen 3L per

nasal cannula, Procedure recovery instruction:

Gastrointestinal: Within Mormal Limits. Patient Control Analgesia teaching completed E 9 |
EU (;n?ll;;l: Wilsr_lin Nl_)l_rm;:wLirr;r_ts. Smoking Cessation discussedipamphlst given | |Evaluation
eart rythm: Sinus Tachycardia. Patient not a candidate for instruction due to: Reassess
EXTREMITIES: edema +2 pitting edema bilaterally, Patient has no familyisignficant other [ FlU-Rem
Discharge Instructions: Care Tree
Assessment: Continue home diset as instructed e S
Other Dx ‘Perfusion, Risk for decreased cardiac tissue AEB chestpal  [lcall physician for these signsisymptoms: __E__.
g::; B: 311erapop in égg?n rtipain ART chest Pa':fl'lness Call 911/Go to ER for these signs/symptoms: |
Other D Falls, Risk for. “ “ Staples to be removed 10-14 days post-op
Other D -1 2/07/2010 8:05 PM - Do not shower until staples removed
:‘-‘I.M‘ — , Daily dry gauze dressing change until staples removed

Disease process instruction, =l
Medication indication, frequency, considerations instruction
Dietinstruction, surveillance of blood sugar, exercise.

m

[ Loue || Bew || Elreot [ Xose || B ][ srewet || Mse |
SPRINGCHARTS [ersn

Electronic Health Records.

2. Using the [Print] button, print the Nurse Note. Record your name on the document and submit to your
instructor.

Exercise 14.14

1. Using Source Document 10—Discharge Paperwork (See Appendix B), create a F/U-Rem for the
patient within the patient’s chart.

" Narse Note 1278772000 S|
Tools
Ft Moore, Paul 0415049 FAL-Reminders Date: 1200772010 lastmod: 120772010
12/07/2010 Nurse Note ‘I @ P =
Subjective: L i
Chest pain, started an hour ago butis geting worse. Rates paina9o|  [Tomamow -
0-10 scale and states mavement makes ftworse. Nothing has made | Hy aak
mt:JTer 1 month
Witals: TemD 88.2F HR: 116 Resp: 22 BP; 174104 1 yaar
D2SAT 86.00 % 2 weeks z
Neuralagical: Within Narmal Limits. 3 months i
Lungs/Respiratony. Within Momal Limits except for Ceygen 3L per s ks
nasal cannula wah
Gastrointestinal. Within Mormal Limits. 5 monihs
G {male). Within Normal Limits ‘Call physician ofice Monday to schedule appointment
Heart tirdhim: Sinus Tachycardia FReturn To Clinic as previousty schedulad

EXTREMITIES: edema +2 pitting edema bilataralty, Fetun To Clinke prm

Discharged to home/self care
Assessmen Dischargad to care of family'signficant other
Other an .Pevmsmn Risk for decreased cardiac IIssue AEB chestpal  [Discharged to Homa Haalth Agency

Oiher Dx Alleration in confortipain ART chest pai
Cther D Knowledge Deficit regarding uersonal 1|Insss. D!scnamea lo SHFITCL) k.
Other D Falls, Risk for Dischargad lo Rahab Facility

Olher Dx 1 20772010 8.05 PM Discharged to Hospice Agency
Blan: = i Pturgad to ses Allargist promptly for _
Pturged to see Cardinloist oromothy for
+ ifr

Call physician office Monday to schedule appointment in 2 weeks
Call 911 if you have chest pain
| Actnity as tolerated

3 [T rm—

7

[0 || e || Ereon || Xodee | @ | #rewe | [Msa |
SPRINGCHARTS e

T Eiectronic Feaith Recoeds
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2.

Print the Reminder. Record your name on the document and submit to your instructor.

Exercise 14.15

1.

2.

Using Source Document 11—Nurses Supplement Record (See Appendix B), create an addendum to a

Nurse Note.

= Note 12/07/2010 [E=SiE |
Pt Moore, Paul 04115049 Notes Data: 12/07/2010 last mod: 1200712010
12/07/2010 Note 3 | notes Pansi - [Z I g
Patient Number. 59 Chan ID: not Charted s o numbe [
Cant 12072010 Returned call to number

fLeft message on answering machineivoice mail
Pt called requesting med _

Pt calied with question about mad

Pt reports medication not working

Discussed PU's concems

tadvised to come in today.

Advised Ptto go to ER

Advised Ptto call today and scheduls an appt ASAP
Murse called from hospital

Call from P1's wife

Call from Pt's husband

Call from P's mother

Call from Pt's father.

Call from Pt's daughter

Call from P1's son,

Call from Pt's grandmother

Call from Pt's grandfather,

insurance: Naed to call for authorizabion,

Late =ntry: Pain reasssssment after firsc
Nicrolingual was 5 on 0-10 scale, Pacisnt scated
"It's easing up a bit".

it
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SPRINGCHARTS

Electronic Health Records

Using the [Print] button, print the addendum. Record your name on the document and submit to your

instructor.
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	Level 4 – Level 4of Nursing Documentation Using Electronic Health Records includes chapters 12, 13, and 14. In these last chapters, students learn to perform more complex EHR documentation functions. Level 4 contains the EHR capstone section. Chapters 13 and 14 present students with case studies that require them to navigate through all the screens of SpringCharts as they build Nurse Notes for multiple patients with various disease processes.
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