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PC Keys and GEMMS Toolbar

GEMMS KEY DESCRIPTION NOTES
Toolbar
V F12 “OK” (“File”, “Save”)
X F11 | “Exit”
H F9 “Lookup” Displays a list of valid responses to a prompt
“Enter” (“Return”) Moves the cursor forward one field or
Enter :
question
* (Right) Ctrl | “Check mark” (“Block”)
“Down Arrow” key moves you down one item at a time for
J, l a list of items and moves the highlight bar down one item at
a time
f “Up Arrow” key moves you up one item at a time for a list
T of items and moves the highlight bar up one item at a time
“Delete Line” key deletes an entire line that appears in the
F10 field or question (May also use the “Backspace” key to delete
one letter at a time)
Esc “Escape” key gets you out when “Exit” does not work
F6 “Prev Field” key moves you back one field or question
— (Right | Used to view patient’s record from PCI, navigating in MOX
=) Arrow) | and Patient Notes routine. “Right Arrow” in and “Left Arrow”
4 <« (Left | out. (sometimes you may have to use the “Shift” key with
Arrow) | the Arrow key)
: Page Up | Moves back one page or section
: Page Down | Moves forward one page or section
Combination Keys
GEMMS N
Toolbar Keys Description Notes
Gﬁ Ctrl/F12 Displays a Calculator or Calendar
F4/E9 Used for “Canned Text” when documenting patient notes
(choose from a list of partially typed patient notes)
Magic Key Used to get to the Hot Key Menu (another
4 . main menu) and Suspend Session (temporarily locks the
Shift/F12
computer screen when you have to leave and you do not
want to log off)
. Displays Online Documentation about the field and
> Shift/F8 . :
H routine where the cursor is located.
4 shift/Ctrl | Select All and Deselect All
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Shortcuts and Miscellaneous Information

1. CAPS Lock — must be on at all times in Meditech (except when logging in)

2. Date — For today’s date, type T enter and today’s date will populate field.

® N U AW

Type T+1 for tomorrow or T-1 for yesterday.

Time — For now, type N enter and current time will drop in.

Capital X — Type X at any menu and the system will automatically log off.
Spacebar Enter — pulls up the last patient or printer you were working on

c¢Smith,John — A ‘c’ before the name identifies a confidential patient.

*Smith,Jane — A ‘“*’ before the name identifies a VIP patient.

To locate providers whose mnemonic is not easily found, type N\ and
providers last name.



Tips for Entering Orders
. Itis preferred that providers enter their own orders into the computer. However, there

will occasionally be a need for the nurse to enter an order. If entering a telephone or
verbal order, it is very important to keep the ordering provider on the phone or next to

the computer to answer questions regarding medications.

. Order Sets are grouped by disease process and are orders that are commonly used
together in-patient care i.e. Sepsis/Shock includes medications, IV fluids, nursing care
orders, radiology and cardiology. Orders and Meds/Fluids buttons are for individual
items ordered when not using an Order Set or that need to be added within a set.

. POC before an order means ‘Point of Care’ or that the nurse is completing the test. This
is used for Bedside Glucose Sticks, Transcutaneous Bilirubin, and various test in the
Emergency Department.

. All patients should have a diet order even if it is NPO. Each diet order has a primary diet
with options of a secondary diet, modifiers, diet restrictions, and diet texture.

. Consults are used for physician ordered consults. Nurses can request a ‘screen” without
a physician order. For instance, the physician would order a Lactation Consult but
without a physician order, the nurse can order a Lactation Screen.

. Lab orders can be entered up to 7 days in advance, Respiratory Therapy Orders are valid
for 30 days, and all other orders can be entered up to 3 days in advance.

. MMM or Medication Management Message should be used to contact pharmacy
regarding medication needs. For example, Norco is ordered for the patient but needs to
be stocked in the Pyxis.

. Some orders will automatically reflex or add other orders. When ordering an inhaler,
respiratory consult is automatically ordered. When ordering a Cardiac Stress Test, the
Nuclear Medication portion of the test is automatically ordered.

. Some test may be listed more than once due to aliases being added to make finding the
test easier. Example: Chest X-Ray is listed as Chest X-Ray and CXR.

10.Some orders such as Dialysis, Restraints, TPN, Special Labs, Foley — Renewal Order, and

Suicide Precautions continue as paper orders.

11. To look up a physicians’ mnemonic when entering an order, type the first 3 letters of

the physicians’ last name and press F9. This will bring up a list of physicians. Enter the
number to the left of the physicians name and press enter. If the physician name is hard
to locate, type N\ and then the last name.



Entering Orders
To enter orders, select your patient from the ‘Status Board” and click on ‘Orders’. This will

display the ‘Order Summary’ with the order buttons located on the right hand side of the
screen - ‘Order Sets’, ‘Orders’, and ‘Meds/Fluids’. Select the type of order needed. Once in the
order type, you must enter the physicians pneumonic or type the first 3 letters of the
physician’s last name and press F9. Select the correct provider and press ‘enter’.

Order Management @
Ordering Provider | |
Other Provider | |

Order Source

OK | Cancel |

‘Ordering Provider’ is the Physician, Physicians’ Assistant, or Nurse Practitioner who gave the
order. ‘Other Provider’ is where you enter the physician with whom the Physicians’ Assistant
or Nurse Practitioner is associated with so they can co-sign the order. Use the F9 function key
to look up the persons pneumonic. ‘Order Source’ is the type of order received.

C —Plan of Care - Will be used by therapy services at this time. Their plan of care for the
patient will queue back to the provider for a signature.

P — Protocol - These orders queue back to the provider for a signature and “Protocol” is used
for example when we order Flu and Pneumonia vaccines and/or MRSA swabs on admission.

T —Telephone - Order documentation is originated by a clinician authorized to accept
telephone orders and includes documentation of ordering provider and clinician.

V —Verbal - Order documentation is originated by clinician authorized to accept verbal orders
and includes documentation of ordering provider and clinician. Verbal orders should only be
entered by the nurse in emergency situations.

W — Written - : Order documentation is originated by provider and includes the provider’s
written signature.

Z — Department/Process - Orders sourced as “Z-process” do not queue back to the provider
for electronic signature and should only be used when the original order gives titration
variables or specific conditions. The original order should be entered by the provider or
sourced as Telephone, Verbal or Written. A good example of this is when the provider orders
“Transfuse 2 units of packed cells if the hemoglobin drops less than 8.0”. We have the order
to transfuse and 2 days after the order was written, the patient’s hemoglobin drops. The nurse
would order the transfusion and source the order as “Z-process” because we have the original
transfusion order that was signed when entered.




Once in Order Entry, begin typing the name of the order needed. When the item is on
the screen, use the mouse to highlight the item by clicking on it. Click ‘Select’ at the
bottom of the screen or double click order and enter another item if needed using the
same process of highlighting the item and clicking ‘Select’. When complete, click ‘Done’
and complete all required fields.

PR RETN

Any Order Lookup 1 Order{s) Selected @

Search on: PreviewfEdit Go to Favorites J
Poc udl
Order Description Category
POC LA BEDS IDE ED PROVIDER EHTER NLRSIHG ORDS
POC LA Dipstick PROVIDER ENTER NURSING ORDERS
POC LA ED ED PROVIDER ENTER NURSING ORDS
POC 1A HIC/CULT ED ED PROVIDER ENTER NURSING ORDS
More
Select Done ‘ Help | J
| 1\
Click ‘Select’ button to choose Once all orders have been selected, click
the needed item or double click the ‘Done’ button to proceed to ‘Review
the item. Patient’s Orders’.

Required fields include Priority, Start/Service date and time, Series if needed, and red “Req”
fields.

Orders Hp G s ER N e | Directions |QOty
CBC W/AUTOD DIFF CBLOOD OHLY... R |B6/09 Req

Make sure you click ‘Submit’ to complete the order process.

Submit




Editing Orders
Once entered, orders may need to be edited. One example of this would be to update/

change information before the order is submitted. Meditech allows the user several
opportunities to review orders before they are submitted. From the review screen, highlight
the item that needs to be corrected by clicking the item, click the ‘View/Change’ button. This
will take you to back to the ‘Preview/Edit’ screen. Please note that completed orders cannot
be edited or discontinued.

j Allergies /
[ current [ 11 [ Session | View/Change
Renew/Repeat
-] category | Orders [pri [ pate/Tine | Status |  Stop  [My Hold |
+ Adnission Orders C2) DC
+ Condition/Code Statu C1) Undo
+ Dietary 1)
+ Nursing 182 Order Sets
+ Hedications (6 Orders_
+ Laboratory C18) Meds/Fluids
+ Diagnostic Inaging €12
+ Cardiopulnonary (3)
+ Consults €32
+ Other C12 Reconcile Meds
\ - Hew Orders (13 Transfer|
CBC W/AUTO DIFF (BLOOD ONLY) CLABY  |B6/18 AH | Hew | [=
Preferences
Submit
=] Review | Back ‘

Some orders can be updated after being ‘Submitted’. After selecting the patient, click ‘Order’,
locate the order to be updated, highlight it, and click the ‘View/Change’ button. If there is an
asterisk in the ‘Queries’ box, the order can be updated. Click the ‘Queries’ drop down box and
the ordering information will open, and updates can be made. Once updates are completed,
click ‘OK” and ‘Submit’ order.

REGLLAR DIET CFNS) Add to Favorites
Start! B6/89 Breakfast
Diet Start ueries Providers
[REGULAR DIET CFHSD =] [86/89 Breakfast [« [«=]
| Details | Results \ Providers \ History \
Status |H|:tiue

Secondary Diet:\HunE
Diet Modifiers:|
Diet Restrictions:]|
D‘iet Iexture:|
Connent ]
CANPLUS] ARL

0K Close Help |




Patient Admission & Level of Care
** This is very important for billing purposes and needs to be entered as soon as possible.

** Complete all fields within the Admission Status & the Level of Care Order. Please note that
the Admission Status order has multiple pages.

= 2
Enter/Edit Responses : “Admission Status

Enter/Edit Responses : Level of Care
Procedure Ordered

Procedure Ordered
[-Adnission Status [Level of Care

Patient Status:
Adnit to Inpatient

Patient Type:

! t e 1 MEDICAL/SIRGICAL 5 Pl 9 HIRSERY
2 Place in Dutpatient 2 MEDICAL/SURGICAL/TELE 6 LABOR & DELIUERY 10 SPECIAL CARE MURSERY
9 ([P el (A 3 ORTHD 7 6 11 NEONATAL ICIH
4 1 8 POST PARTIM 12 CARDIAC CATH LAB
Patient Status: *
fAssign to Physician! * Patient Type: B
Wedical Reason i I certify that the Preaduission t is complete and signed: [
Conment: |

<5 Page Screen>

Ok Cancel Help | Prev Next

Ok Cancel Help

Change Status
Complete the Change Status order when the patients admission status changes. i.e. Outpatient

to Inpatient or Observation to Inpatient status. This is very important for Case Management as
well as for billing purposes.

Procedurs Orderoed
CHANGE STATUS

i I
I Adnit to Inpatient
Z2 Place in Dutpatient
3 0P begin Observalion

Convert current ADH IH
Assion to Physician:
Hedical Reason:

Connent:

status to

Effective Date: | Effective Tine:

=3 Page Screen=>

Ok | _ cancel | Help Prev |  Next |

Update Attending
This order is used to change the current listed physician to the patients attending physician.

Procedure Ordered
[CHANGE ATTEHD ING

EhangE Attending:
[1]2[374afsl6[?]8[9/8  [oel
[QTWETRITT¥[UTTTOTPTY
[ATSIDIFIGTHIJTKTL
[ZTRTCTUIB[H[H].T. [Lookup
Change Attending: | *
Conrent: *
Ok Cancel Help
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Entering Allergies and Adverse Reactions
Allergy and adverse reaction history must be obtained and entered into Meditech for all new

patients in order for the Pharmacy to process medications. Allergies must be spelled correctly
in order for the system to cross check allergies with medications.

Allergy Management =
CPOE, TEST DEHA - 14/F PRE SDC 1.PATD
lI/A 1BBBBABT725/100BBBEO76ES

The ‘New’ button is used to enter new

[~ Allergy/ADR for Interaction Checks(8) } Type |Severity] Date |ver[cnt| _View Details

~ Uncoded Allergy/ADRCED | \ L [ ] New

__ Deiete |

allergies.

_Eat |
L Confim_|

‘NKA’ button is used when the patient does

_NKA [ Unobin €
Audit Trail not have any allergies to food, medications,
Select All etc.

Deselect All

Undo All

All information must be filed (saved) once

&——— entered into the system. This button will be

Return accessible once information is entered.

To enter allergies, click the ‘New’ button and type in the first three letters of the allergen.

Allergy/Adverse Drug Reaction Lookup - All @
Allergy/Adverse Drug Reaction Uncoded | Orug Non - Drug
I Multiple
AllergylAdverse Drug Reaction Other Name Category
More [ [

Type Severity Verified

& Allergy © Adverse Reaction  Mild © Severe * Yes

“ Intermediate © Unknown “ No

Reaction

| =l Comment

OK Cancel
All fields must be completed and spelled correctly. Once entered, Meditech should be able to

check for medication interactions. Allergies listed in brackets [ ] are not listed in the dictionary
and cannot be checked for interactions. If you notice a bracketed allergy, please double check
the spelling and correct if needed.
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Updating Allergies and Adverse Reactions
Allergies and reactions should be updated as needed. Once in the Allergy screen, use the

‘New’ button to add new allergies. Previously entered allergies can be updated by using the
‘Delete’ and the ‘Edit’ function. To use ‘Delete’ or ‘Edit’, first click on the allergy that needs to
be changed then click the ‘Delete’ or ‘Edit’ function and update the information making sure to
spell all information correctly.

- Allergy/ADR for Interaction ChecksC1) | Type [Severity| Date |Uer|cnt| _View Details , - }
iodine Allergy|Mild  |81/20/14] Yes New Delete’ is used to delete incorrect
ANAPHYLAXIS .
" Uncoded Allergu/ADRCID Delete ﬁr— allergies that were entered
PENCILLIN Allergy|Mild  |02/18/14 Edit
ANXIETY

Confirm

Verify

Audit Trail
Select All

‘Edit’ is used to edit previously entered

information such as spelling.

Deselect All
Undo All

Return
MEDICATION RECONCILIATION
When a patient is admitted, the Medication Reconciliation or Med Rec must be filled out

completely and accurately as soon as possible. Entering the patients’ allergies before starting
the Med Rec will prevent pop-ups during this process. From the Status Board, highlight the
patients name and click Reconciliation Rx. Medical City contracts with PAYORENGINE which
pulls the patients medication information from community pharmacies. This is an automatic
guery once the patient is added into the computer system. This information needs to be
verified with the patient and added to the Med Rec if applicable with the last date and time

completed.
For period 12/84/13 - B6/82/14 C180 days)
[Clonidine  Tab 0, 1HG] 86/62/14
PAYORENG INE
Benicar HCT 48/25 HG TAB 1 TAB 86/62/14
PAYORENG INE
+ [Losartan/Hct Tab 180-25] 85/16/14
PAYORENG INE
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To add medications, click Update Med List button located on the right of the screen. Type the
name of the medication making sure to spell it correctly and select the appropriate
medicationstring. Click ‘Select’ and the computer will have you click the medication string with
the correct dose and directions then click ‘Done’.

Update Med List @
| Common |
[benicar] Lookup by type Medical Equip
Monograph
Undefined Med

Name Strength Dispense Form Trade Name
Benicar 5 MG TAB

Benicar 28 NG TAB

Benicar 48 HG TAB

Benicar HCT 28/12.5 HG 1 TAB TAB

Benicar HCT 48/12.5 HG 1 TAB TAB

Benicar HCT 48/25 MG 1 TAB TAB

More [ [

Select | Done

All information on this screen should be completed as accurately and as soon as possible. If
unable to obtain the information, the Unknown Date/Time or Unknown Dose queries can be
used and attention required should be changed to “ Yes”. This information needs to be
completed as soon as possible and the need for information should be passed on in report to
the next nurse. Not completing this information can delay the patient’s medications.

Last Taken @
Olnesartan (Benicar) 48 HG TAB
48 W6 PO DAILY  TAB

Date Time
—
June 2814 Dose
Sun| Hon| Tue| Wed| Thu| Fri|Sat |
1123 Today Information Source
ﬂ Month J | =
ﬂ Year J Medication Purpose
|
Comments
| [~
" Unknown DatefTime Attention Required?
I Unknown Dose " Yes ¥ No
OK | Cancel | Clear

13



- Hoxe Heds (2) Last Taken Review DC Cont WD
Esoneprazole Hag Trihydrate CHexIUMD 28 HG CAPSILE.D W o (0| O
28 MG PO BID Reported lInk DT/TH
lInk Dose
Levalbuterol Tartrate (Xopenex HFA 45 MCG/ACTD 15 GH W o |0| O
1 PUFF INH RTQ4H Reported lInk DT/TH
lInk Dose

It is preferred that the physician reviews the Admission and the Discharge Med Rec and makes
the decision to Continue, Hold, Discontinue, or Cancel medications; however, the nurse does
have the capability to complete the Med Rec based on the physicians order. The Admission
Med Rec will prompt for an ordering physician and source. The Discharge Med Rec does not
prompt for a physician or source. Therefore, if the nurse completes the Discharge Med Rec, a
Discharge Med Rec Clarification order must be entered detailing the changes made to the Med
Rec and this order will need to be signed by the physician.

x|
Add More Add te Favorites rﬂ

Clear Unchecked Save as Set *

Orders (Wl Start/Service Bl | Directions |0ty -
Discharge Med Rec Clarifica... B3/83 Req -
1t

Definitions for Med Rec
Hold = Provider has indicated to hold this medication.
Cancel = removes the medication from the process med screen. This medication will not
appear on the patient’s printed home med list.

Discontinue = use discontinue if a patient is no longer taking a medication reported in prior
visits.

14



Ordering Medications
To order medications, chose the ‘Meds/Fluids’ option. Type the name of the medication which

should display on the screen. Click on the medication and select the route.

All Medications 0 Order(s) Selected @
Medication Non-Formulary
|HEE| Lookup by Type Monograph

| Prev Page | Favorites Full Fornulary | NHext Page |
Hedications Fluids |
- |Acetarinophen Tab

O |GTUBE

O |HG

QO |06

O |PEG

O |PO

Once the route is selected the common medication doses or ‘Strings’ will be displayed. Select a
string and make adjustments if needed.

Strings for location: LCICU @
Acetaminophen Tab (Tylenol Tah) Add to Favorites
PO Monograph

Show All Locations
Dose Directions PRN Start Stop
| = | =l [NX  [81/88 1638%] | [

Inst Admin Criteria Taper Pending
[= [= 5 T
325 HG 04H PRN
325 HG O6H PRN
650 MG Q4H PRy € Medication String
650 HG 6H PRHN

Weight-based Medications - Some medications such as Lovenox are weight based and require

the patient’s current weight to calculate the medication dose.

===
Calculate Dose
Drug Enoxaparin Inj CLovenox Inj)
Ordered Dose [ HG/KG b |
Dosing Weight 54, 431085 KG
Final Dose 54,4311 MG  _Recalculate |

Patient Information
‘Weight B4 431085 kg
Height 17526 cm
BSA  1.66 M2
Updated 0112412014 14:06

(o] 4 Cancel | Help

Titration Medications - Medications such as Dopamine require Titration information. The

provider needs to set the parameters for this medication and if not entering this order
themselves, need to be accessible to the nurse and to answer appropriate questions.

15



DOPanine Orip HE IV «Per Bage
Prenized at 800 HGE/250 HL
<see Aduin Crit> ASODIR TITRATE

Rate/Dose Directions PRN Start

TITRATE =l [ASDIR =l Wzl 02/10 1504=]
Inst Admin Criteria Taper Additives Fluid Al IV Pending
U 2 - e T

TITRATE ASDIR

*# STANDARD COHC == CORC = 3200 HCG/HL ==

Initial rate: 'd * ncoskg/min
Titrate by: 2 * ncg/kg/nin every [15% ninutes
#* Maxinun titration awount 2.5 wcg/Kg/nin **
boal: CAt least OHE goal paraneter line is REQUIRED)
Maintain SBP betueen 98 * - [110% unHg
Maintain HR between /50 * - [100* BPN
Maintain MAP greater than 65 mnHg
Goal: |
#* Maxinun rate: [40 ncg/Ka/nin **

Premixed Medications - Various medications are premixed and the dosages are pre-set and

cannot be changed. If you attempt to change the dose an error message will appear as shown
below.

Strings for kocation: LCICU

Levof loxkacin ¥50AG IV Clevaguin 750HG 102

L =
%

Rate/Dose Directions PRN Start St

E = W=l [0z/10 15203
Inst  Admin Critena Taper Additives Fluid AltlY - Pending
] ] =z =] =5 [ = s
fall HEG w1 )
Error

a The selected drug is a premixed item. It is not possible
to add other medications into the mix

(o]
Non-Formulary Medications - If there is an (NF) beside the name of the medication, it means
that the medication is not stocked at this facility but will be therapeutically substituted by

pharmacy. You can click on ‘Inst’ or Instruction drop down box to review the substituted
medication.

Lansoprazole Cap CNF) CPrevacid Cap CHF)) _Remove Favorite |
PO 15 HG BID ___Monograph |
<see Instructions> _Show All Locations |
Dose Directions PRN Start Stop
I5 8 = [BID 89, 2I 5l Nz #6703 21065 | =
Inst  Admin Criteria Taper Pending
+H [H ‘E e

G

** This Medication is Non-Foruulary: Pharwacy Will Substitute, **

13 MG DAILY
L] HG BID
k] MG DAILY

16



This is an example of the information contained in the ‘Inst’ drop down box.
Edit Special Instructions @

Special Instructions

k= This Drug is Therapeutically Substituted per P&T ==

Prevacid 151g PO DAILY -> Protonix 48ng PO DAILY
Prevacid 15ng PO BID -> Protonix 48ng PO DAILY
Prevacid 38ng GTUBE BID  -> Protonix Susp 48rg GTUBE BID
Prevacid 38ng HG BID -> Protonix Susp 48rug GTUBE BID

0K Cancel Delete All

Combination Medications - Combination medications may be provided separately instead of

being a compound medication. When pharmacy is supplying separate medications, they are
listed in the medication window as shown below.

Uytorin 18/18 Tab CSUB) Remove Favorite
Ezetinibe Tab (Zetia Tab) 18 MG, Monograph
Pravastatin Tab C(Pravacho... 28 MG <see Instructions> PO 1 DOSE QP _Show All Locations
Dose Instructions Directions PRN Start Stop
" DOSE =l [oPn 21 =l (W=l (86703 2180%] | =l
Inst Admin Criteria Taper Ingredients Pending
o o
1 DOSE OPH Pravastatin Tab 28 HG

** Separate fornulary nedications will be dispensed and aduinistered. **

IV Fluids — IV Fluids that contain medications are ordered under the ‘Medications’ tab. Plain IV
Fluids are ordered under the ‘Fluids’ tab. Bolus’ and continuous rates are entered as separate
orders even when they are the same fluid.

Lactated Ringers 18881 CLR 10. .. #Per Rags _Add to Favorites !
Monograph
Show All Locations
Rate Start Stop
\ =l [06/83 B34e=] | [~
Inst Admin Criteria  Additives Fluid Alt IV Pending
= = [ FEI [E WA
(No Rated
** To order a different rate, select a string below and change the rate *x
KuD (1,888 HL bag)
58 HL5/HR (1,088 HL bag)
79 HLS/HR (1,888 ML bagd
188 HLS/HR (1,888 ML bag)
125 HLS/HR (1,888 ML bagd
158 HLS/HR (1,888 HL bag)
1,888 HLS/HR BOLUIS (1,088 HL bag)
** JU Bolus over 1 hour **

More [ [

Done Cancel Help \

When entering medications various items are adjustable. Items with a pop-down box can be
changed or special instructions can be added in the ‘Inst’ box.

17



Status Board
Once orders have been entered, the nurse is notified of the order by a ‘Flag’ that appears on

the Status Board to the right of the patients name.

RoonsBed | Patient Mame |Mew Or Res [0S RR [C Med Due Protocol |
[Transfusion |MEWS SP02 |HR  BP |[Interv Due
Ack  Res 18 [36.2 1554 Reass*
2 96 80 162/85 |PRH Allergies
Res 20 [36.3 1708 HUHAL» Admin Data
1 96 91 139/76 |PRH Assessment
Res [Ho 18 [36.6 1708 TOBRA» Plan of Care
2 98 /7 122/62 |PRH Reconcile Rx
Res |Ho 28 [37.1 1788 HERRE» eMAR
1 98 94 116456 |PRN Process Int
Res |Yes 15 PRH Pl Loc/List
97 56 115/56 Flowsheet
Ack  Res |Ho 19 [36.7 1708 HUHAL* Monitor
96 85 112/64 |PRH Transfusions
S5tat Res |No 22 |36.4 1608 X0PEH* Review
2 95 104 164/81 |PRH QOrders
Hew Res 28 1402 AUGHE* AckiVer |
98 |63 130471 Print Report |
__Variance |
Archive
__PtNotes |
My List
Discharge
More More | [ = More
Location | Find Patient | Manage List |  Options |  Select Board | Exit |

The Order Management Flags follow a hierarchy of importance and flags may be stacked if
multiple flags are needed.

Stat Stat order not yet acknowledged

Unv Unverified order

Ack New order not yet acknowledged

Xfer Transfer order

Unc Uncollected specimen order

New New-to-user order, acknowledged

Acknowledging and Verifying Orders

To process a new order, begin by clicking the order flag on Status Board. Then we view the
orders that are waiting to be acknowledged. We check the order or orders that we would like
to acknowledge, and then we click the Ack/Ver button.

18



Acknowledging and Verifying Orders

To process a new order, begin by clicking the order flag on Status Board. Then we view the orders that are
waiting to be acknowledged. Check the order or orders that need to be acknowledged and click the
Ack/Ver button.

| All Orders | Heds | Hon-neds
| Order |Eategnru |5rc|5uc Dt/Tn |Pri|Euent |5tatus |Euent Dt/Th
DUONEB NEB SOLN MED E 18/18 1438 R Hew Active 18/18 1425
O RESPIRATORY VIRUS MU... LAB E 18/18 1514 R Heu Active 18/18 1514
O RT: Hebulizer Treatwent RT.PHYS E 18/18 R Heu Active 18/18 1425
[ RT: Hebulizer Treatwent RT.PHYS E 18/18 R Heu Active 18/18 1425

##HEW ORDER#+
| order Info | [0ther Detail | =

Order Info
Edit: STATUS CHAHGE by Ali.Babiker HMD on 18/18/18 B 1438 CHore...)

R¥: BB814578  ACTIVE Start: 18/168/18 1438

Stop:  11/89/18 1431
DUOHEB U/D CALBUTEROL SULFATE/IPRATROPIUM 3 HL UDBOTD
3 ML INH RTQ4H PRH PRN CDaily B RT- EUERY 4 HOURS AS HEEDED)

PRN Reason: DYSPHER

Ackiver | Hold Ack | eMAR | Process Orders)| | Close |

Once we click the Ack/Ver button, we are brought to the Order Record screen where we can view additional
details regarding the order. After reviewing the details, press F12 and confirm the order with “yes” or “no”.
Clicking “yes” completes the acknowledgement process for a non-med order. Medication orders must be
verified through pharmacy prior to administration to patient.

Category |HED.COCHCB Prncedure|RI — RESPIRATORY MED Status\HEI POE
Order Ho. [1818-8542 Pri [ROUTINE Qty|  Date [18/18/18 Tiwe [1438 Order Source [E - E
Signed by
il [A1i.Babiker HD ‘mnuna@
2
Audit Trail
6 (18/18/18 FZE?‘BHPH?.BH ‘ RT: Hebulizer Treatment (RT.PHYS)
7|18/18/18 |1430 BBPHA.QT  |VERIFIED in PHA

R¥: BO314578 DION3AMP - Albuterol/Ipratrop NHeb Soln CDuoneb Heb Soln) 3 HL LD
START 18/18/2818 1430 STOP 11/89/2818 1431 TOTAL DOSES

DOSE 3 CHL)Y

ROUTE INH TNHALATION

516 RT04H PRH Daily B RT- EUERY 4 HOURS AS NEEDED SCH  PRH
{ fidnin Cr Dose Inst Taper 5ch Connents PRH =

19



Transfer Process
When a Transfer order has been entered, the ‘X-fer’ flag will appear on the Status Board. The
Transfer process is a two-step process which includes actions for the Sending Nurse and the
Receiving Nurse. The Sending Nurse clicks the ‘X-fer’ flag, clicks ‘Bypass Transfer Orders”,
reviews the details of the transfer order, and follows the acknowledgement process.
Roon/Bed Patient Hane MEWS [T P Hew Orders Pln . .
Tenp Loc | Age /5 Srvc.  JLANG R BP TR, - oing RN: Click Transfer Flag
4 371 128 Rfer A |
af F EHG» |48 98/272 PRH Lah

Once report has been received, the Receiving Nurse should click the ‘Receive’ button. This will
release the orders from the ‘Transfer’ process and allow other departments to process their
orders. Example — medications will be sent to Pharmacy and lab orders will print in Lab. The
Receiving Nurse can also Acknowledge the orders from the Status Board to release them.

Acknowledge/Verify Single Patient 15 Marked (of15) (=] v
HUR-TEST,HAX - 39/H and 1 ATy u.41008/1 | X
Full Codel+1 75 Kg Receiving nurse selects orders to 0000002773 | ?
| Allergies/ADRs: Ho Knoun Allerges [CPPNTISSMINI g "
= {11 orders ' 0 ' = it |
[ order _—— [catesory  [Pri |Event [Status [Event Dt/Th| o
NS 1888HL HED R Neu Unverified B5/89 1358 )
AZITHROMYCIN  TAB HED R Heu Unverified 05/069 1358
ENOXAPARIN INJ HED R Hew Unverified 05/09 1358
ADHIT ORDER ADHY R Neu Active 85709 1358 -
Case Hanagewent (Consult) CON R Hew Active 05/09 1358 -
CHEST AP/PA & LATERAL DIAG R Neu fActive 05/09 1358
REGULAR FNS Hew Active 05/09 1358 t
CBC W/DIFF LAB R Neu Active 05/89 1358 ~| 4
#*NEW DRDER## a
[ order Info [other petail | =1
| Order Details i
Order: : Date/Tine 85/11/13 0468
Category:  LABORATORY -
Procedure: CBC W/DIFF e
Quantity: P
Ordering Provider: DeBguﬁ/.J Alex MD Signed: 05/09/13 1400
Other Provider: A Signed:
Sig Lvl Provider: Signed: |
Ackiver | | eMAR | Process Orders| Close |

Transfer orders are not activated until the Receiving Nurse either ‘Receives’ the patient or
acknowledges the Transfer Orders. Remember: A delay in receipt of orders will cause a delay

in patient medication being available.
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Discharge Process

When a patient is being discharged, the ‘Discharge’ process must be completed. Click the
‘Discharge’ or ‘Discharge Plan’ button and complete all fields. You know you have completed
all fields when the red fields have turned blue.

- 4 sections not conplete|=|

~ DISPOSITION
Planned DC Date E Tuesday October B3, 2617

= DC Disposition © B1 ROUTINE HOME/SELF CARE O 51 HOSPICE - HEDICAL FACILITY
O B2 DISCH SHORT TERHM GEN HOSP  © 62 REHAB FACILITY/REHAB UNIT
© B3 SNF MEDICARE CERT BED O 63 LONG TERH CARE HOSPITAL
O B4 HON HEDICARE-CAID CE NH BED © 65 PSYCHIATRIC HOSP/HOSP UNIT
O 06 DISCH C/0 HOWE HEALTH SERV © 7?8 DISCH ANOTHER TYPE FACILITY
O 20 EXPIRED O Against Hedical Advice
© 58 HOSPICE - HOME Required

— DISCHARGE ASSESSMENTS
# Assesshents oo DISCHARGE IHSTRUCTIOHS

Required
Forus Custon forns
- ORDERS/MEDICATION
= Discharge Order |Di5|:harge Order Requiredj
Preview Print Pri_n’r Finalize Exit ‘ Submit & ‘ Subm_i’r& ‘
Pt Report Packet Sections | RX/Orders Refresh Exit

The Discharge Order within the ‘Discharge Plan’ notifies the nurse that the patient needs to be
discharged. This is not the order that notifies Registration that the patient has left the building.

Unconditional Discharge — the patient may be discharged as soon as the paperwork is

completed. This will appear as a “STAT” order that the nurse will acknowledge. From there,
the nurse will proceed with the normal discharge process.

e NOTE: Discharge Orders expire in 24 hours.

Discharge Order with Parameters - this order is used when the patient can be discharged

ONLY after specified conditions have been met i.e. waiting for SNF placement, last dose of
medications, lab results, or discharge from another physician.

Once the parameter or condition noted within the order has been met, the nurse either:

1. If the physician requested to be notified once condition is met, the nurse notifies the
physician and gets an unconditional discharge order

OR

2. If the physician did not request notification, the nurse enters a Ready for Discharge order.
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Discharging Patients from Meditech

The Discharge Routine which discharges the patient from the computer can be done by the
nurse or the HUC. From the Status Board, select ‘Print Report’, then ‘Admission Menu’, and
choose either ‘Discharge Patient’, ‘Discharge Observation Patient’ or ‘Discharge SCD

Patient’. Once the required information is completed and the information is filed, the

patient will be discharged from the computer and Environmental Services will be notified to

clean the room.

Discharge Inpatient Page 1
Patient [BBA0BOBEB298
Name  [TEST,MARGLERITE Birthdate [18/83/87 Age [31 Sex [

Primary Care Physician  [CPOEBBI1 CPOE ALLIANCE 1 CHD)
Admit Physician CPOEBB1 CPOE ALLIANCE 1 CHD)
Attend Physician CPOEBB1 CPOE ALLIANCE 1 CHD)

Service [ICU INTENSIVE CARE

Unit # [BBA000AB2E Location [BB.HUE Room [B8.999 Admit Date |10/83/17
Status  [ADN IN Bed [A Admit Time [1034

oA [

Discharge Date [18/108/18]
Discharge Time

Discharge Disposition
Preferred Pharmacy
Discharge Diagnosis
Discharge Comment

HALGREENS49971A [Malgreens Drug Store 04692

Observation

Begin Date Time
End Date Time

Discharge Inpatient Page 2 b
Patient |BBBABBEAE23A TEST,MARGUERITE

1

Delay Tine:

If delay is over 2 hours, reason for the delay:

Page ==l
Select [

1 Discharge Information
2 Inpatient/Obs Discharge
F = FILE =

Meditech Tracker

Unit Supervisors and Unit Clerks have access to the Order Entry Tracker. The Tracker can be
used to follow orders that have been entered — Discharge Order, Change Attending, Transfer,

etc. From the Status Board, click on the ‘Print Report’ button on right side of screen which will

open a larger menu. Click ‘Order Tracker’. ‘All’ is automatically populated into the location
field but should be changed to desired viewing location. Type BB.ADM into the ‘Dept. or

Category’ field .

MNarth Flarida Dresion O (ROAM) Tracker w0
Location{s)Depatment{s)iCategory{ies)

Select Campus Select Location(s).

ALL
Shift Information
From Date | Time |
Selact Only
Prionly (hrder Source
Exclude
Status: Future Orders |

HOAM Tracker Behaviour
Relresh Rale (in seconds)
Secure Name Display?
Interactive Session?

Depl. or Calegory:
BE . ADH

Show Proc(s).
200373

AURS T

CHEATT

CHES T

NCCORD
OBEDPT
(BREGER
UHDCCOHD

Once the location and department fields are completed, a list of order types will populate the

‘Show Proc(s)’ field and the undesired order types can be deleted. Use the right arrow to view

the reports. Once the reports are viewed, you MUST press the Enter key to exit the report.
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Print OM Order Session

If needed, patient’s orders can be printed for viewing. From the Status Board, click the ‘Print

Order Session SheetS’. The ‘Reprint Provider’s Order Sheet’ screen will open. Locate the
patient by typing the patient’s name, pressing F9, and select the correct patient. In the ‘Order
Sheet’ field, press the F9 key and the orders will be listed in chronological order. If searching
for a specific order, the date and time of entry or the provider’s name must be known.

Reprint Provider's Order Sheet ==
Order Sheet for Provider | I
Patient |
COrder Sheet Patient Provider Ord Dt/ Time

Stress Test

Stress tests are performed by the Nuclear Medicine department and is an order set. To order
a stress test, type in ‘Stress’ and choose the correct order set. Please note the special
instructions in the yellow boxes.

| = ‘ STRESS TEST HUC HED ‘ For DOBUTanine Pharnacologic Gtress Test, choose DOBUTanine PLUS Atropine: j
- + Nursing Orders @ C1/1) ‘ 10 nca/ka/min once in 3 ninute stages; Max dose 48 ncg/ka/min @
+ HPD Hursing Directions 18/18 H . a DOBUTanine Inj C(Dobutrex Inj> 188 HG &£
-+ Cardiology ! Exercise Stress Test  C1/1) 1 rewninder - Sodiun Chloride 8.97  188nL € HS 186uLY 32 HL
*x»»CARDIOLOGY HUCLEAR TREADMILL STRESS TEST === PROCEDURE ASDIRECTED 108/18 1638 Stop: 11/89 1631
+ GTRESS TEST EXERCISE 18/18 N & Atropine in addition tu_I]EIBUTaMinE if target HR not achieved by DOBUTanine alone
— + Nuclear Medicine : C1/1) - May FEDEE.I every 3 ninutes to nax total dose of 3Jng @
< HH_HYOCARDIAL PERF SPECT R/S 18/18 N s O Atropine Inj 18/10 1638 Stop: 11/89 1631 s
- " - - IV 8.5 M6 PROCEDURE
- + Cardiology ! Pharnacologic Stress Test  CB/5) 18 rewinders saline flush as needed:
Cons ider huldlng calciun channel blUEKEF?; I’IIF[‘atES. theuphg!llnejtuntammg 0 Sodiun Chloride 0.97 Inj Flush Horwal Saline Inj Flush) &
products, caffeine, beta blockers, and diuretics due to possible interference 18718 1638 Stop: 11/89 1631
uith test results. IV 18 ML PROCEDURE PRN FLUSH
### PHARMACOLOGICAL STRESS ABENTS ##+ - + Rdninistrative Data ! #«#Please do not uncheck - ... /1) [idd
For Regadenoson Pharwacologic Stress Test, choose regadenoson PLUS HS flush: + DRDER SET TRACKING 18/18 N &
Od Regadenoson Inj CLexiscan Inj) 18/18 16308 Stop: 11/83 1631 s -
IV 8.4 H6 PROCEDURE
O -+ Sodiun Chloride 8.9% Inj Flush CHornal Saline Inj Flush) £ = Hong eancel

Patient Preparation:

1) NPO for at least 8 hrs. prior to test for morning studies and NPO after light
breakfast without caffeine for PM studies.

2) Physician should specify on the order sheet what meds to hold (usually Beta
Blockers).

3) Nuclear Med and the Stress Lab need to know the height and weight of the
patient beforehand to determine how they will, or whether they can perform the
test.
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Process for Ordering Dialysis

Dialysis is ordered using the Hemodialysis Order Set. Under ‘Order Set’ type Hemodialysis and
select the hemodialysis order set. Complete required information and ‘Submit’ the orders.

Process Orderset details PG
| Previous Set | Hext Set \ Add More
[ Previous Paoe | Page 1 of 1 [  Hext Page | Clear Unchecked
Edit Multiple
[+ ] HEMDDIALYSIS €1 Additional Sets) |

Hursing Orders  C4/42

Henodialysis Initial Day Orders (4/4)

Henodialysis Subsequent Orders  (B/3)

Setup and prining  C1/1)

Hedications : Heparin (1/3) 4 reninders

Hedication ¢ Intradialytic Hypotension (2/3) 3 reninders
Hedications : Erythropoietin Stinulating Agents (2/2) 3 reninders
Hedications ! Antibiotics (B/7)

Hedications @ fincillary Hedications ¢5/18) 1 reninder
Hedications ! Post dialysis catheter care (B/4) 4 reninders
Laboratory  C1/14)

Adninistrative Data i===Please do not uncheck - v... 1412

O I IR [ IR IR I S [ IS I B
I I (T I O T T (T O iy

=

=

When you FILE the order, the request will print automatically in the Dialysis Department.

Missing Medication Management

To notify Pharmacy of a missing medication, use the ‘Medication Management Message’
order. While you have to list the primary physician to place this order, the physician does not
need to sign this order and the ordering source should be ‘Department Process’. Complete all
required fields and ‘Submit’.

Enter/Edit Responses : Medication Management Message

Procedure QOrdered
[Hedication Hanagenent Hessage

Medications requested

Hed nane/dose: | * Tine due: |  *
Reason for request? | *
If other please connent:

Ok Cancel Help
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Documentation of IV Infusion Stop Times

To document an IV Infusion Stop Time, select the patient and access the patient’s EMAR.

1. Select the medication to document the IV Infusion Stop Time

2.

w

Click on the GREY infusion Start time.

p [start Sched Today =
4 Stop Hedication Tine Tue Wed Thu
Status [Route |Schedule [# [E |#F [¢ | 96/23 |B6/24 |B6/2
|A_|B6/22/15 1700 |KC1 20MED in DSu/NaCl 0.9% 28... IV SXD |DGE@ |BGAAE | BGBA  |AGAA
B7/22/15 1659 6360 |09RA | AapA  |Agen
Active I 1368 1388 | 1300
s 1700 oo | 1700 | 1700
| 11 2 |210 /2108|2100 |2100

Click on a medication
that was given by others,
then click the "Document” button
on the bottom

Confirm the medication at the top of the “Edit Undo Document RX” screen.

Enter the date and time into the “Infusion Complete” field. (NOTE: If a Complete
Date/Time is pre-calculated, the Infusion Complete date / time fields will default that
date and time.)

Confirm the correct infusion completion date and time has been entered.

Click on the “Edit Infusion” button, this will complete the documentation session.

Edit Undo Document Rx 2 00000363 b
KC1 2BHED in D5u/NaCl B.97 28... IV 58D 3
" Non-5cheduled “ hiven
“ Scheduled  Not Given
#6/23/15-1300=] [DOUNT IHE =l
Adninistration Uolure Units
A6/23/15 1444 [1,008 LS
lser Text Site
C.NT.PS5 =] [ = IV -
4

Infusion Conplete |B86/24/15 [8906] 5

6 | [Edit Infusion] | Cancel |
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PCA Documentation

It is mandatory that all PCA Pump totals are documented in the patients EMAR every 12 hours
at 0600 and 1800 AND when the caregiver changes i.e. PACU gives report to Med/Surg nurse
until the PCA Pump is discontinued. The Controlled Substance Handoff intervention is used to
document the PCA. Two nurses must verify the information on the PCA pump and complete
the Controlled Substance Handoff intervention documentation in Meditech. Complete all
fields in the Controlled Substance Handoff intervention on both pages.

Controlled Substance Handoff 10/11 1128 BB0O0D0745508 CPOEJIMMMIE 23

[718]9 [bel
[4]5]6
R
| I8l [alc
Hedication:
Device:

Infusion status:

Medication tine total:
Hedication bolus nl:

Nunber of PCA/PCEA attenpts:
Nunber of PCA/PCEA injections:
Anount infused nl:

Anount handoff nl:

T

Cosign:
Passuord:

= =

(Next Paged [

|
Controlled Substance Handoff 10/11 1128 BB0000745908 CPOEJIMMMIE @ |

Controlled substance conuent:

Enter free text

Sensation level: |
Hotor strength:>

Controlled substance side effects:

fAssess paint |

Assess vitals: [

Enter/Edit RASS/Can: |
Controlled substance courent:

9
(Prev Paged [ CEndd [
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Remember to document the PCA Pump education within the Teach/Educate intervention.

Process Care Items

Current Date/Tine JK
~ | Document Documer
N ow Intery's
D[ Patient/Family Teaching
Patient/Family Teaching 10/11 ]

Discharge/Health beh

1C0Health Behavior +
Z00Hedication +
JOSafety +
4CDischarge +

Physiological topics:
2

Functional topics:
>

CPrev Page) |

W - DO AW N -

‘Medication’ Lookup

Select |
‘Medication’ Options

Cherotherapy care

Hone uedications
Injection adninistration
Hedication actions
Medication prefill prep
Hedication side effects
Hedication treatuent
Opioid safety

Radiation treatnent care

<End of list>

=

P
[: 8 of 64
Order Edit =More
Detail  Text
Gl
P

Follow-up Topics - -

CHext Paged [
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CARE PLANS

Care Plans should be updated every shift to reflect the patient’s needs. Choose 3-4 problems or goals to
work on each shift for your patient. Select your patient from the Status Board and click on Process
Interventions. Highlight Plan of Care and click DN (Document Now) or DI (Document Intervention).

Care Items Sts Directions QD Doc Src D CiN KI Prt

Plan of Care

-Plan of Care + A CP D
Health Behavior Problens

-Fall Risk n PS5
PT/0T/ST/Rehah

Choose the applicable category: Physiological, Psychological, Funtional, or Health behavior. Select the sub
catagory. After choosing 3-4 problems, click End. If you are continueing a problem(s) entered by a previous
nurse, then click End and update the information on the next screen.

Health plan of care 10/111142  BB0000745908 CPOEJIMMMIE (=
Phys iological problen/alteration in:
I00Neurological 7ClRenal 130 Infection
20cardiac 80Urinary elinination 1400 Innunologic response
300Respiratory 900Musculoskeletal 150Thernoregulation
4C0ventilatory ueaning 1600SKin integrity 16006routh and developrent
SO6astrointestinal 1100Per ipheral vascular
6C1Bouel elinination 1200Endocr ine
Physiological problen/alteration inid Psychological problen/alteration in:

Functional problen/alteration in: Health behavior problen/risk:

I

If the problem is new for this patient you will need to complete the expected to field and the target date. If this
problem is being continued, update the expected to field and the target date and you will document whether the
problem is improving, stabalizing or deteriorating.

Gndd [

If the problem has resolved, tehn complete the problem has field as either Resolved, Stabalized, or deteriorated.

Neurological Alteration 10/11 1142 BB0000745908 CPOEJIMMMIE P Neurological Alteration 10/11 1142 BB0000745908 CPOEJIMMMIE @
Neurological alteration problen is! Neurological alteration problen comment:
I Inproving/Resolving Enter free text

2 Stabilizing/Maintaining
3 Deteriorating

Neurological alteration problen expected to:>Improve/Resolve * Neurological alteration problex expected to:>Inprove/Resolve *
Target date:>18/11/18 Target dateis>18/11/18%
Neurological alteration problen is:d Neurological alteration problen is:>Inproving/Resolving
Neurological alteration problen has: | Neurological alteration problen has:>Inproved/Resolved
Neurological alteration problen coment! Neurological alteration problen connent:
CEndd [ CEnd) [
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RESTRAINTS

Two nurses must verify that all alternative measures have been attempted and that the patient
would be safer in restraints. Contact the physician and get a restraint order. The Restraint
documentation is located within the Safety/Risk/Regulatory intervention. Select Yes next to
Assess restraints and enter.

Safety/Risk/Regulatory 10/11 1201 BB0000745908 CPOEJIMMMIE

fAssess Broset violence screening:

I Yes

Isolation statusi>Contact

Assess sepsis:|
fssess vaccines: |
Assess adult skin risk: [
Assess pediatric skin risk: |
Assess fall risk:|
fissess suicide! |
fssess restraintsisyes
Assess Broset violence screening:>
Assess trauna alcohol screening (CAGED! Fgf
fssess stroke depression screening! [ CGEndd [

There are 4 pages. Complete all applicable fields.

:U

estraint Documentation 10111201 BBO000745908 CPOE,JIMMMIE ezl |

m Restraint status:

Start Docurent second tier once
Second tier revieu per restraint episode.
Face to face

Honitor/RH assess

Safety/Rights/Dignity

Discontinue

oA W —

Restraint status!yf %
Clinical justification: *

Alternatives vtilized: *

Level of restraint:
Non-violent restraint device:

Violent restraint device:

Date restraints initiated:
Tine restraints initiated: * (Next Paged [

*** Before the ‘Application date & time of restraints’ can be
documented, the ‘2" Tier Review’ has to be documented by
the nurse that verified the need for restraints. ***

*** All restraints are reported to CMS. The Application date
& time and the discontinuation date & time MUST be
documented ***
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Safety/Rights/Dignity maintained verified is to be completed three times per hour if under continuous audio,
video or in-person observation (e.g. ICU) or every 15 minutes if not being monitored via audio, video or in
ICU. Per current policy (2017), Safety/Rights/ Dignity checks can be charted as one entry at the end of the shift
or when restraints are discontinued.

1 Done nou Three tines an hour is for patients under continuous
2 Three tines every hour audio, video or in-person observation Ce.g., ICUD.
3 Every 15 ninutes per hour To be docunented at the end of the shift.

Last 5 Docunentation History Entries (Past 7 days)

Date Tine Alt Util 2Znd Tier Applicat FaceZFace Safe/Right 51s Mon RN RAssess Debrief

ae/11 B317 |Yes Yes Yes Done nou  |Yes

ar/12 1232 Yes

ar/12 1232 Yes
ar/12 1239 Yes

Patients in restraints are required to be assessed by a Registered Nurse a minimum of every 2 hours. The nurse
will use the ‘Document restraints status monitor’ to chart their restraint assessment including but not limited
to:

Restraint Documentation 10/11 1201 BB0000745908 CPOEJIMMMIE

- Uital signs taken per unit policy or doctors orders: - Honitor/RN assess -

1 Yes Click belou to
2 Ho default systen nornal values
DFT Horns

DFT Norus CGo to Filed

Uital signs taken per unit policy or doctors orders:y =

Free fron injury or pain associated with restraint: | »

Free frow respiratoru/airuay conpronise associated with restraint: !_*
Skin under/around restraint verified Cuhen applicable): !_*
Range of notion done: | #

Circulation distal to restraint verified Cuhen applicable): !7*
Offered nutrition/hydration: !_*

Offered confort reasures: | *

No cognitive changes: | *

Least restrictive restraint in vse: !_*

Meets criteria for release:| *

(Prev Pagey | (Hext Pagey |
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Documant RN assess/discontinue is used when the restraints are being discontinued. Complete all fields especially

the disconinuation date and time. .

Restraint Documentation 10/11 1239 BB0000745908 CPOEJIMMMIE @ Restraint Documentation 10/11 1239 BB0000745908 CPOEJIMMMIE &=

Restraint status: Criteria for restraint release net:

Start Docunent second tier once 1 Yes
Second tier revieu per restraint episode. 2 Ho
Face to face

Honitor /RN assess
Safety/Rights/Dignity
Discontinue

O U n W —

Click box to display previous status docunentation -
Restraint status:>Disconting &

Criteria for restraint release netis *

Clinical justification: |Attenpts self-harn *
Date restraint discontinued: [
Alternatives utilized: |1:1 discussion * Tine restraint discontinued: iz
Level of restraint: [Violent/self-destructive Docunent violent/SD debriefing: [ *

Hon-violent restraint device:

Uiolent restraint device! Geri-chair B

Date restraints initiated: [18/11/18*

Tine restraints initiated: [1239% CNext Paged [ (Prev Page) [ End[

Violent restraints require a ‘Face-to-face' assessment be completed within one hour’ by the physician.

Critical Values

When you receive a Critical Value from the lab, the Critical Value, whether or not the Physician
was Notification and the outcome of the call must be documented in Meditech. In Process
Interventions, highlight Manage/Refer/Contact/Notify intervention.

Manage Refer Contact Notify 10/111243  BBO000745008 CPOEIMMMIE
hain of connand contact nane:
[1l2[3[4[5[6[7(89[a  [oel
[Q[uTETRITI¥[UTITOTPN
[AS[o[FI6[H[J[RTL
[Z[R[cTvlB[H[A[, T, [Lookup

Action:sNotified
Reason notified:sCritical value
Entity attenpted/notified:>

Provider attenpted/notified:>CPOEBBI  |CPOE ALLIANCE 1 CHD)

Manage Refer Centact Notify 10/11 1243 BB0000745508 CPOEJIMMMIE

Sepsis notification: [ - -
(5) 1 r rovider:
TETS Gy GUEnke ’— ue 5) read hack and verified by provider
Fanily nenber notified: 7t
Chain of connand contact nane:> Cext Pa

Other notification coments:

Critical value(s) received fron:
ValueCs) read back and verified: [Ves*
Critical value(s) called to provider: ]E*
Ualue(s) read back and verified by provider>Yes

(Prev Page) |

Manage Refer Contact Notify 10/11 1243 BB0000745908 CPOEJIMMMIE &%

Critical value(s) conrent:
Enter free text

(Hext Page)
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Foley
All catheter orders must be entered in Meditech. When a catheter is ordered, two additional

orders will reflex or add to the Foley order. Foley and CAUTI: Prevention are prechecked but
Do Not Remove Foley is not checked.

Orders PriSeries | Directions I]tg
Foley 87/17 Hou Req
CAUTI: Prevention Protocol ... g¢/17¢ How Avail
O|{Do Hot Rewove Foley:Call Pr... a@¢/17¢ Hou

Click the REQ and complete the information.

Catheters insertion, Daily Care and Removal must be charted in Meditech using the Lines/Drains/Airways
Intervention. Select Drains, select the type of drain, and complete the fields.

Urinary Catheter 10/111331  BB0000745908 CPOEJIMMMIE )

I Tewnporary/induelling
2 Pernanent/induelling
3 External/condon

4 Straight

Urinary catheter tupe:s d

Insertion/applied date: *
o *

Insertion/applied tine

Indication for urinary catheter: | *
Other provider indication! |
Urinary catheter status: |

(Next Paged [

Complete all information within the screen that applies to the process performed. When the insertion date and
time are charted, Meditech will calculate the number of days the patient has had the catheter. Unless you have a
DO NOT REMOVE order, an indwelling catheter should be removed per unit protocol and as soon as possible.

33



CVC

Documentation for a CVC line is completed using the Lines/Drains/Airway intervention. Select Lines and the
choose the type of Line to document. Complete all fields.

CVC/PICC 10/111331  BBOOOO745908 CPOEJIMMMIE 5

CUC nulti lunen + ? PICC single lunen [
CUC single lunen § Unbilical vessel catheter

Herodialysis catheter

Hidline

PA catheter +

PICC nulti lunen +

oW A B —

CUC/PICC location
Location CL/R)
Inserted
CUC/PICC insertion date: *
CUC/PICC insertion time:[  *
Instance list status: [Active *

CUC/PICC procedure type:s| x
i
i
o

Cath/PICC/Dialysis details:
CUC/PICC/Dialysis line status:

*®

*

(Hext Page) [

HIE

HIE or Health Information Management allows the user to access a patient’s medical records from all other
HCA facilities. Select the patient from the Status Board and click the Magic Key icon and select Magic
Key Meu. HIE Clinical Viewer is #18.

Name.CPOE, JIMMMIE Age:57y Gender.Female
Summary > | Encounters | Vitals = Conditions >  Allergies =~ Medications ~Test™ | Immunizations | Procedures | Clinical Documents

Allergies There Is no more data avallable _— m Wore data may be avallable )
2| 2

Date > Allergy To Reaction Facility Severity - Date Medication SIG

4019/2017 Presenvatives ...| HIVES COCMCE Maderate No results found, possibly due to your search criteria
4/19/2017 Soy (Soybean) | MIGRAINE COCMCE Moderate

6I12/2017 Sulfonamides | UMKNOWN COCMCB Moderate

5/82017 Penicillins HIVES COCMCB Mild
M Thera s o mors dala avalatie —

Admission Date ™ Type Facility Attending |j

41812017 pre-admission COCMCB CPOE ALLIAN |j

There is no data available "I _ There is no more data available "‘

Date Category Problem Collected ¥ Test Specimen Facility
No results found, possibly due to your search criteria 7/5/2017 06:46 BASIC METABOLI.. COCHCE
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OCCURENCE REPORTS

To enter an Occurrence Report, you will need to access the MOX Module instead of the Nursing Module.
Occurrence Report is #60. There are 3 options: Employee Occurrence, Patient Occurrence Reports, and Non-

Patient Occurrence Reports. Enter the number for the appropriate report and then sue 11. Enter/Edit. You will
need the patient’s name, gender, and DOB.

Enter/Edit Patient Motification

Patient |cpoe, jinunie Acct No. Sex| Age[

Pt Status Admitted LOS Unit No. DRG Att Phys Notif No. Notif Type Event Dt

Nofification Type

Search @
Sex [F
Birthdate ]21]35a

The Occurrence Report module uses right and left arrows in many places instead of using the Enter key. After
verifying the patient’s information, right arrow.

Master Patient Index Search @
2. Exact Hame Match
Cpoe, jiHiiie 12/83/59 F
Unit # Name B'Date SXMN Last Visit
LB BBAAZ588¢3 CPOE,JIMHHIE 12/83/59 F
<End of list=

See More Data For |

484 HAPPY LANE,HAPPY TOWN.TX.?617¢7 PH #: 222-333-3333
55 #: MAIDEN/OTHER HAME:
COHMENTS:

VISITS: B84/18/17 BBOOOO745388 PRE IN BB.HUE CPOEBBI Res Date: B4/18/17

If you want to enter a new occurrence report, click Yes and select the Notification type from the list provided.
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Enter/Edit Patient Notification 2

Patient [CPOE,JIMHHIE Acct No. Sex| Age[
Pt Status Admitted | Yes/No Confirmation . Type Event Dt
| | |

|'9’| Mo available notifications for this patient. Create a NEW

¥ one?
Notification Type Yes No
L
Notification Type Lookup ]

Select [
Mnemonic Name

1 HED EUNTz  MEDICATION EVEHT

2 hcaBEHAUR  Behavioral Issue

3 hcaBLOOD Blood Adninstration

4 hcaCOMPCND  Treatwent or Medical Conp

5 hcaCOMPLHT  Complaint / Privacy Issue

6  hcaDIAGNOS Diagnostic

7 hcaEQUIP Equiprent / Device

8  hcaFALL FALL

9 hcalAl Infection Prevention Issues

10 hcalNJURY  Patient Injury/Hon-Procedural

11 hcaPERINTL Perinatal

12 hcaPROCED  Inwvasive Procedure

13  hcaPROPSEC Property or Security

Complete the information on all screens, making sure you add your manager and director to the notification list
at the end. Once complete F12 or File. Reminder: F9 is the Lookup key.
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All medications should be scanned into Meditech prior to administering. The medication should be scanned and

SCANNING MEDICATIONS

given at the patient’s bedside. . Once the pharmacy has verified the medication order, the medication will be

listed on the patient’s EMAR.

After logging into Meditech and selecting your patient from the Status Board, click the eMAR button. The
patient’s medication profile will display.

You can click on the

to read the directions.

medication name to expand
the information. Make sure

RED = medication or pain
assessment is late.

A |Start Sched
J Stop Hedicat ion Tine | Wed| & |ndicates that the pain
Status IHI]UIE Schedule |§ |E ﬁﬁ |<-:> | ag/0 reassessment is late.
MHEEHUI? 16308 |Horco 5/32... 1 tab PO (44 PRH CPAIH. .. |
BEA11/17 1631 |Hudrocodone Bi... Chive 1 TAB of 1 tabd
Active =
### High Risk Alert ===, .,
Medication will
MUBEEMI? 0930 |{VYancomycin Trough 1 HISC 0930 Ba3n move to the
08/03/17 1400 top of the list
Active &2 [ and highlight
[rau Uan[unu[in Iruugh pr Times that are light green 30
MUEEEUI? 1880 |Vancomycin 1,508 ng in S gray = medication was 028f minutes prior
02/15/17 1759 given at the time 1000 108 to scheduled
fictive noted. 1800 | 18@( time.
Call Pharnacy if VYanco Troogm—=—ra=
M[IE!EUI? 17080 |Hunalog 3HL Vial SUB0O AC aana paaa
ng/31/17 1701 1130 1130 (1130
fictive B i o 1638 1630 | 1638

Dark gray highlight =
medication not given
and reason was

documented

Always verify the 5 Medication Rights — right medication, right patient, right time, right route, & right dose. At
the patient’s bedside, scan the patient’s armband and then scan the barcode on the medication package prior to

giving the medication. Once you have verified the 5 rights and the computer has confirmed the information, you

can educate the patient about the medication and correctly administer the medication to the patient.
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Blood Administration

Verify that you have an order for blood products and there is a medical reason for the patient to receive blood.
BCTA or Barcoded Transfusion Administration is our method of documentation for blood transfusions. The
Blood Transfusion must be started within 30 minutes of getting it from the Blood Bank so you should have all
supplies ready to start the transfusion before getting the blood. Before going to the Blood Bank to pick up the
blood, complete the BCTA Pre-Issue Checklist. The checklist will be under Process Intervention.

BCTA Pre-issue checklist 10/11 1344 BB0OD00745908 CPOEJIMMMIE 23
Physician order verified/patient consent Signed:

1 Yes

2 Ho

3 Ord verif'd/red necessity

Physician order verified/patient consent signed:3|
Arnband(s) on patient verified:

Previous history of transfusion reactions revieued:
Pre-neds verified and available:

Pre-transfusion vital signs revieued:

IV patency and gavge appropriate:

Blood transfusion equiprent available:

1T T

CEnd) [

A ‘Ready” indicator will appear on the Status Board when blood is ready to be dispensed. After completing the
BCTA Pre-Issue Checklist, take a patient label to the Blood Bank to pick up the blood. The Blood Bank will
have you verify the patient information before dispensing blood.

***DO NOT REMOVE THE UNIT HANG TAG. IT MUST REMAIN ON THE BLOOD UNTIL THE
TRANSFUSION IS COMPLETED ***

Once the blood has been issued, the transfusion must start within 30 minutes. Once at the bedside, two nurses
must verify the blood, complete and sign the hangtag. The Transfusion button will be used for documentation
pertaining to the transfusion. Once the blood has been verified by 2 nurses, click the Transfusions button on the
the Status Board. A new screen will appear and if the patient had prior transfusions that information will appear.
Please note the 30 clock that started at the time of the blood was issued.
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ORIENTAT IDH, DHE Blood Tupe: A POSITIVE

poB: @1/01/88
Patient Harkers:

Lot # Cosign |  Begin | User
Instr [ Assoc Data+ React | End User

Last VS Next VS
Product Unit # Expiration Unit Type Status

W2B821518/872 18/89/15 2359 A POS Issued

acked Cells LR

More
| Assoc Data | |  Document | |

Verify | | | | |

Document vital signs prior to the transfusion. Click the Document button at the bottom of the screen. Click the
Verify button to record the verification of the blood. To verify, scan each item in order and a check mark will
appear next to the item.

Blood Type: A POSITIVE

ORIENTAT ION,DHE
DOB: B1/81/88

Patient Harkers:
Scan Bar Codes (1 of6) (=)
_ Patient Wristband
Lot # _ Blood Bank Wristband
Instr | Assoc Data [+ _ Product Unit Number
_ Product [
_ Source Registration Number
Product Url _ Product Blood Type Status
Issued

Packed Cells LR
Scan Patient Wristband Now

More | |

|  Assoc Data | Document | |

Verify | | | |
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Product Unit
Product Blood Type

09 0CT 2015

Number
Rh POSITIVE
VOLUNTEER DONOR
Product 0 AICHWRRR | DR <
T 0151822159

RED BLOOD: CELLS
LOENE - SALR LAS- 1) ADDED
LFLAOCY TS REDUCED

Once the blood is verified, the transfusion can begin. Use the Begin button to document the start date and time
that the transfusion is started. Note that the status of the blood has changed from Issued to Transfusing.

ORIENTAT ION . DHE Blood Type: A POSITIVE

boB: B1/01/80
Patient Harkers:

Lot # | Cosign | Begin [89/18 1235 User NILLER,DEBRA
Instr | Assoc Datal= React | End| User
Last VS Next VS
Product Unit & Expiration Unit Type  Status
H2B8215187872 18/89/15 2359 A POS Transfusing

Packed Cells LR

More | |
Special Instr | Assoc Data | View Checklist Document Reactions |

Verify | Begin | End Hold | Resume |

Once the transfusion has begun, other documentation key are active at the bottom of the screen. Make sure to
“End” the transfusion when it is complete. Remove the hangtag from the blood bag. Complete the hangtag,

place the top copy in the patient’s chart and return the bottom copy to the Blood Bank.
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Thank you
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