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Introduction

EDUCATIONAL OPPORTUNITIES

Classroom training is one piece of your Epic education. Other opportunities to learn more before go-live include:
E-learning:
E-Learnings can be rewatched.
There are also recommended after class e-Learnings to reference.
Independent practice - Schedule time for practice sessions after class

Access our Epic Playground environment and continue your self-exploration through guided exercises found
in this workbook.

At your workstation, you have a Training Tent Card with your login information that will be
needed for today’s training.

If you have questions at any time, please don’t hesitate to ask. We will take a couple of breaks
along the way to recharge and refresh.

Any preliminary questions before we get started?

Logging into epic

Fromyour ED Nurse Training Tent Card, enter the User ID that starts with TRN into the User ID box. Your password is Logins; then
click on the Log In button. The Message of the Day will display. Customarily, this will display upcoming system downtimes. Be aware
of whatis in the Message of the Day. Click OK.

SCENARIO:

It is the start of your shift,and you are readyto getreport and assume care of your patients.

Try it out:

Your default workflow will be to use the ED Manager. Click Sign in to document the start of your shift.

| & [FERETE
ED Manager (Aspirus Wausau Hospital)
CEeiresh &3 Arrival  &@s Discharge ﬁTxTaam

Care Area (3 of 19 occupied)

e Enteraphone number and selectyourroleifitis notdefaulted in.

Chart §af ED Narrator | [ ED Manager Dept Stalus =1 Message Log 18 Legend | #3Request Outside Records ' Viti
= As the patient moves through their ED visit their patient status
Y4 Patient Status | Bed Status . .
A | g oo | [l e [ v o o N changes, their Status color will change as well. To manually change
1) . . . . .
o I g or o Inprosess Resty for e val the patient’s status, right-click in their row, andselect the

- Ready for Transfer - Ready for Discharge - Ready for Admit appropriate Statusfl‘om the status menu.

- Observation - Boarder . BetaviralHealth

Expired - Send to L&D - Send to OR/Cath Lab M
X Cle




Arrlve a patient

Click#= Arrival in the ED Manager. The Patient Lookup window opens.
2. Enter your Henry patientinformationand click Find Patient. The Patient Select windowopens.

[g
H|

ED Manager (As;

e Double-clickthe appropriate patient. 7 Refresh
L=

e If the search did not find a matching patient, click Continue and then create your Henry patient’s other requiredinfo
(SSN, DOB, and Gender)

e ClickNew inthe Patient Lookupwindow.

To avoid creating duplicate patients, the New button is not available until you search for a patient.

@=

3. In the Arrival Information section of the Expected Pt Navigator, click Arrived. Trince

BestPractice

e The currentdate and time appear in the Arrival date and Arrival time fields, and the status changes | Arvalinfo 7
to Waiting. BAEELREGA™

4. Enter anyother informationyou have, such as means of arrival.

TRA! EEN
e Hiswife drove himto the emergencyroom.
e Hiscomplaintis Chest Pain.
e Documentthe patient's Travel Screening.

*  DocumentthatHenryhasnotbeenin contact with someone whohas COVID. He has not had a positive testin the
last 14 days.

+  Hedoesnothave any new or worsening symptoms. (Tip: youmust select None of these if the patient does not
have new or worseningsymptoms). He has nottraveled outside the U.S. in the last month.

5. Click¥ Close. Now what care area does he appearin on the ED Manager? L—

Arrival Info

6. Inthe Triage Navigator you must enter a Triage Starttime. Care Everyunere

Chief Complaint
Vitals

Allergles
Falls Risk

Enter a chief complaint

Home Meds

1. In the Chief Complaintsection.Enterthe first few letters of the complaintin the Chief Complaintfield and Acuy
press Enter. A list of matching complaints appears. rage Noles

Verify Rx Benefits
Disclaimer

e Henry’schief complaintis chest pain. Ol ot
2. Enteracomment,if necessary. Thoeo Srosiy

Tip! To move in the navigator click the section or use the keyboard shortcuts which saves and closes the current section:
o Click Next or press F8 to close and save the current section while opening the section immediately below.
o Click Close or press F9 to close and save the section.

Document vitals

The information you enterin the vitals section automatically files to the patient's flowsheet.

Atthe top of the Vitals section you will see customization option checkboxes. Select Show Row Info, this will allow you to see
additional informationregarding screenings or documentation parameters.

1
Time taken: 91572021 0918 + Add Group <k Add Row & Responsible More ~ [] Show Last Filed Value [ | Show Details || Show All Choices
1. Inthevitalssection, confirmthetime and date that you took the patient'svital signs in the Time taken fields at the top of

the section.
2. Use the fields and buttons to enterthe patient's vitals.




*  Documentasetof vitals using clinical details of your choice.

Tip! When entering a patient's weight (Ib, #), you must enter the units. When entering the patient's blood pressure or height, you can
use a space between the two values. Units to use for height include 5f7i,5'7", or170cm.

3. Click | toaddacommentorclick - toflagdataas significant.

Review the patient’s allergies

1. Openthe Allergies section.
2. Reviewthe patient's allergies. If necessary, update the list:

* Henryreportsthathe has had a mild allergic reaction to penicillin resultingin itching, rash, and hives.

+  After you enter the agentyou will see hard stops for Reactions and Reaction type. Enter the reported information.

PENICILLINS
Agent: |F'ENICILLINS }Dl Comments:
Reactions: [ o [ severity: abg, (EEEE SR EN
Noted: 09/15/2021
Reaction type: 1]
+" Accept ¥ Cancel

e To addanallergy, search for theagentand enter details about the allergy.
e To update anallergy, click the agent's name and edit the details as necessary.
e Toindicate thatthe patient doesn'thave any allergies, select the No KnownAllergies check box.

3. Afterreviewingthe patient's allergies with the patient, click¥" Mark as Reviewed.

Want to save a click? Review the patient's allergies with the Allergies navigator section closed. If

the patient's allergies haven't changed, you can mark them as reviewed without having to open the
section.

Marking a section of the chart as reviewed is similar to initialing the paper chart. The chart is
updated to indicate that you're the most recent person to mark the information as reviewed.

Document Other Triage Info

This section contains requiredinformationthat we need to gatherfromthe patientand document.

+ Reviewand documentthe in the areas of this section, including the MDRO Education, Trauma/Abuse Assessment,
Values/Beliefs and the Suicide Questionnaire.

Document patient history

The History sectionshows any pertinent medical historyfor the patient, as well as any surgical, family, and social history. As you
review this information with the patient, documentall positivesand any pertinent negatives. If you don't need to update the history,
click % MarkasReviewed.

If you need to make achange:

1. Openthe Historysection.
2. Clickthe buttonsto update the patient's history.

To enter more information about a problem or procedure, such as a date or comment, click 4,



3. To documentaproblemor procedure thatisn'tlisted, enteritin the ¥ Add field. History #

e To documenta pertinent negative, search foritin the™ Add field and clickde © Medical History
Pertinent Negative. No past medical history documented.
4. Click " MarkasReviewed. /£ Surgical History

Update Henry’s medical, surgical, social, and family history as needed to make sure itis complete:

Tip: If the patient can only give you the yearenterthe date as 01/01/Year. If they can give you the

MNone

He states that he has had an appendectomy, tonsillectomy, and has a history of ¥ Social History

hypertension.

None

Henry quitsmoking cigarettes one yearago and never used smokeless tobacco. iii Family History 2

None

month.' MO/Ol/Year. +" Mark as Reviewed = Never Reviewed

If you verbally reviewed family historywith the patientand no changes are necessary, click¥’ Mark as Reviewed. If you needto
make changes:

1.
2.

Enter or update the relative's name and status.
Record pertinent positives and negatives for that family member:

e Indicate a pertinent positive by clicking the cell at the intersection of the relative and the problem.
e Indicate a pertinent negative usingthe Neg Hx row at the bottom.
e Leave acommentby right-clickingin acell. Viewa comment by hovering your mouse over thecell.

Click ¥ Mark as Reviewed.

Review home medications

1.
2.

©

Open the Home Medications section.
If the patientis taking a medication that appears on thelist, click the buttons to indicate that she is taking the med and to
indicate her lastdose.

Mark today or yesterday as the most recent dose for all unselected meds using the Mark
Unselected buttons on the top right of the navigator section.

If a patientis taking a medication differently than it was prescribed, recordthe variance:

a. Clickthe name of the med and change the orderto match what the patientreports.
b. Click Add Med Noteto add additional free-text comments as needed.

If a patientis no longer taking a medication thatappears on the list, discontinue it:

a. Hover overthe medication name, and then cIickx on the far right.
b. Enterareason for discontinuingthe medication.

To add a medication the patientreports taking:

a. Searchfor the medicationin the+ Add fieldand double-lickitin the list that appears.
b. Enterinformation aboutthe medication, suchasthe dose, whenthe patient started taking the med, and the frequency
with which she takesit.

Click ¥ Mark as Reviewed.

Henryis not currently taking any home medications and has not taken anything for his pain, but reports that he takes a multi
vitamin once a day.



(@ This is a list of the patient's home medications. Please verify the list and add new medications as needed.
Mew Prior to Admission Med ok Add
View by: | Alphabetical ﬂ

Pharmacy: | No Pharmacy Selected

New Prior to Admission Medications
& Multiple Vitamins-Minerals (multivita-
X min with minerals) tablet
Take 1 tablet by mouth once daily. Last Dose: 9/15/2021

+  Selectthe appropriate Med List Status for your jobrole.

*  The section muststill be markedas reviewed, evenif there are nomedsto
document.

If you can'tcompletelyreview thelist of medications, change the Med List Status accordingly.

IR Yesterday | Past Week | Past Month | > Month | Unknown | Net Taking | (9/15/2021

ed List Status:

+ Mark as Revie provider Complete

Check Interactions | Informants

Time

]

+ Add Status Comment
Pharmacy Complete

RN Complete
In Progress
Unable to Assess

You can document the patient's preferred pharmacy by clicking No Pharmacy Selected. If a
@ preferred pharmacy has already been documented for the patient, that pharmacy's name appears

next to the button.

Document acuity

1. Openthe Acuity navigator section.
Click the appropriate buttons to document acuity.

2
3. Clickl | toadd acomment,if necessary.
4. Once anacuityisassignedclosing the sectionsaves yourworkand ends Triage.

*  Assign Henry an acuity of 3.

Document an ED Note

Go to ED Triage Notes and complete afreetexta note for Henry in the far-right pane.
®  Type, Chestpain onsetis 30 minutes ago, is new, and radiating to leftarm, etc.

~iBend| Q1 Spare X Cancel
5]

® Hover overHenrys name, whatis his current status?

®  Signthe note. °

Let’s go back to the ED Manager.

Assign a patient to a bed

1. Inthe ED Manager, selectyour patientin the Waiting area.

My Note dm A -

ED Triage Notes

Senice:

Date of Senice: (0311572021 - | [0842
I™ Cosign Required

Summary:

% BRYOSI+E

o
b

285 400R

Chest paint onset is 30 minutes ago,
radiate to left arm|

2. Draganddrop your patient's nameto an open bedor row, or on the bed orrow for the bed held for them.

If you choose an open bed, the patientis assigned to that bed.

If you choose a heldbed, yousee awarning with the option to continue. Click Yes to assign the patientto thatbed.

Assign yourself to a treatment team

1. Youcaneditapatient'streatmentteam easily in the ED Manager.

2. Rightclick onthe patientand click Assign Me, or to add others use the Treatment Team option.

*  Assignyourselfto Henry.

ZzTRNE! T

Airbrush TEaTenT e

Alrdrill Patient Status

Airfilter, Lab Status

Airhose Imaging Status

Airpunch  Gonsulis Status

Anglegri Reg Stalus

3. Atthe end of your shiftif you still have patients assigned to you, you will needto reassign them. L e ——

Arcﬂe\djp To Wallmeat.



4. Whenyou =*" ofthe departmentyou will be promptedto reassignyour patients. You can either assign themall to the
same person, or you canassign themindividually to different nurses. Use the quick buttonto select peoplesignedin on
your unit.

Sign Out - Crispix, Jenni, R.N. (Registered Nurse)

Reassign all patients to

[ENERGENOVPOORRO0M) 112, Richard (80 Y M) Reassign to
Urologic Symptoms |
+ Accept ¥ Cancel

Don’tsign outorreassign your patient now, we will keep working with Henry throughout.

See when tasks are due in the ED Narrator

Atimer appearsin the Alerts Toolboxat the top of the ED Narrator to help you keeptrack of tasks you needto complete. This timer
provides avisual reminder of whena patient's vitals and pain assessments are due.

The timer becomes active when you document your first set of vitals in the Triage Navigator. The nexttime you go to the ED
Narrator, the timerappearsin the Alerts Toolbox, measuring how longit's been since you last took the patie nt's vitals and
performed a pain assessment.

Document vitals

1. Inthe ED Narrator, click the Vitals/Pain/1&0/Rounding toolbox.

2. Clickthe Vitalslink.

3. Inthe Vitals formthatopensinthe EventLog, documentthe patient's vitals.
4. Clickl ! toaddacomment,if necessary.

You can mark any values you enter in the ED Narrator as significant to help call them out to the

physician. To do so, hover over the vitals row you want to flag. A flag icon (" ) appears next to
the L] icon. Click it to mark the values in that cell as significant. Click it again to remove it.

Associate and validate data from devices

If a deviceisalreadyassociated with a patient, skip to step 5. Otherwise, beginwith step 1 to first associate a device with the
patient.

In the ED Narrator toolbar, cIick"C Data Validate.

In the Flowsheets toolbar, click = nextto Hide Device Data, and then click™ Associate Devices.

In the +Add field, look up the device youwant to associate with the patient.

Once you've selected the device, clickthe Variables link to confirm which vitals you want pulled into the flowheet, and then
close the Associate Devices window.

5. In the Flowsheets toolbar, cIickthe‘iD@ Hide Device Data button in the toolbar.

W NPE

If the button looks Iike‘flﬂ, unvalidated device data does notappearin flowsheets. Click the button to show it.

If the button looks IikeqﬂD, unvalidated device data appears in flowsheets in cells that have slash marks throughthem.

6. Clickthe time linksto choose howoften youwantto importdatafromthe monitor. Forexample, if you wantto import data
every 15 minutes, click the 15mlink.

7. Verify thatthe readings make sense. For example, if the patient's documented heart rate is 300, the monitoris probably
malfunctioning. To fix incorrect data, clickthe value and change it manually.

8. Selectthe columnsyou'vevalidated and click File.



To file one column, hover overthe time header and click the arrow that appears. Choose File Selected.

To select multiple columns, click in the first columnand drag your mouse to the last column. Click File Selected.

Try it out:

In the ED Narrator toolbar, click the carrot next to Data Validate. < Data Validate - h
*  Fromthe dropdown select Associate Devices.
* Click ADD and selectadevice to associate.

The Associate Devices window opens.
+  Confirmyou have selected the right device and click Accept and Close.

Now selectthe DataValidate | * DaaValidate - 1y tton. You can change the view so data displays in one-minute intervals. When

you see unvalidated data, you need to review it and then file it. We will not be able to validate today. “@l &l o Tm o tam 20
Data with slashes has notbeen filedto the patient chart. To validate data, highlight the data you € im Sm m 15m W0m h 4
want to file to the chart. Right click and select File Selected. This pulls the datainto your patient’s 10/24720

094 | 094
Copy Column to Last Column

chart.

Copy Column to Anather Column

New data will not appearbecause no device is actually attached to your created patient.

File Selected \

In a Real-World Environment....

If we were able to add a deviceto our patient that was actually connected, we couldnow go to the
ED Narrator and confirmthat you see Vitals events for the data you reviewed. Once you have associated your device, youcan
review Vitals and validate from the ED Narrator!

EventLog | Patient Summary  Physical Diagram  QOrders

& Show [ |Deleted []Orders [/]Stalus Changes []Notes
Time = Event Details

10:00 [UNVALIDATED DEVICE Vital Signs - Temp: 36.7 °C Pulse: 75 Resp: 16 BP: 114/71 MAP (mmHg): 85
DATA] Oxygen Therapy - Sp02: 98 %

If the data isn't gathered continuously, like BP from a manual cuff, a reading must be taken close to
the time listed in the column. Otherwise, the data can't be imported.

=D

Data can only be imported when the system shows the patient in the bed the device is attached

to. If you are unable to validate a patient's device data, first confirm his location on the ED
Manager.

[ L

Document an assessment

When you document assessments in the narrators, you chart by exception, marking systems as within defined limits (WDL) or as an
exception to WDL(X).

1. In theright-hand toolbox, expand the Assessments group. Hoverovera button or click®* to expand asection.

2. Clickthe link for the assessmentyou wantto perform, such as a Cardiac assessment.

3. Inthe Assessmentforminthe EventLog, click WDLor X. If you click X, new fields appear. Use them to document
abnormalities.

4. Click! ' toaddany necessary comments.

5. Click %" Accept.

A '“'icon appears next to a flowsheet assessment in the narrator toolbox when it's been
documented on. Hover over the green check to see when the last assessment was completed. A
blank circle means the assessment has not yet been documented on.




EventLog  Patient Summary  Physical Diagram  Orders ¥ Expand Al A Collapse Al

Show: [ JDeleted [/]Status Changes [ Flowsheets/Assessments [/INotes [/]Orders [Z]LDA
# stow [Jodetet 2 B L Ry r— i~ Besuretocheck your
Time~ Event Details User
suggested Row Info box so you
Cardiac Assessment = Cardiac Assessment knOW Whatyoulre
Time taken: | 1102 09/16/2021 shovi:|[MIRow Info | [JLast Filea []Details [] Al Choices Respiralory Assessment -
4 AddRow <k AddGroup & ValuesBy < Create Note Previously Filed ¥ Chartlng-
v Cardiac Assessments
== Respiratory Assessment B d h .
52 Cardiac (WDL) WDL=Within Defined Limits X=Exceptions to WDL 4 Cardiac Assessment ased on ci Ief
Within Defined Limits (WDL) = . .
+ Presence of S1, 52 withou! murmur of rub  Neurological Assessment complamt there will
= Rhythm and rate regular = Stroke Assessment
- Absence of chest pain and peripheral edema 4 GCS Assessment
« Absence of pacemaker, internal defibrillator, or other thythm regulating device be SqueStEd
« Absence of cyanosis =k HEENT Assessment
= No new weakness or shortness of breath with routinefusual activity 4 Skin Color/Condition assessments.
=+ Peripheral Vascular Assessment
+ Accept % Cancel
Accept Cancel
+ Musculoskeletal Assessment
=k Gastrointestinal Asseszment
09:01  PERIPHERAL IV 09/15/21 Site Assessment: No redness, swelling or pain, dressing intact Line Stetus: Saline Lock Dressing Status: Dry and ~ EDRNSO )
0845 RightForearm intact =+ Genitourinary Assessment
Assessment = Psychosocial Assessment

For Henry, select X= Exceptions to WDLand mark some exceptions pertaining to his chest pain.

Write an ED Note

In the toolboxes on the left you will find the ED Notes toolbox. Use the * button to add an

. . . . . Wounds/Incisi ¥

ED Note. In the EventLog your note will open, if you wouldlike alargerfieldto edit, use the I e

# iconto open a pop-out window. || ED Notes M
IER Flowsheets ¥

Try it out:

In anote use whatwe call adot phrase, type: .triage

A window will pop up, selectthe male triage note and hitenter.

Scroll to the top of the note and clickat the beginning of the firstline.
Use the f2 key on your keyboard to find the wildcard (* **) and SmartTools that you will need to complete.

The wildcard fields are free text fields that need to be entered. You don’t have to delete the ***, if you start typing it will fill
in the field.

When you complete a *** wildcardfield use the f2 keyto open the next SmartTool.

In aSmartTool a blue box means you can pick multiple options, and yellow means you pickone option.

Use left-click to select your option, and right-click to save and move on to the next SmartTool.
Symptoms: Chest pain Onset: 1 [[BLY INTHS/YEARS:24450]

Onset 1days Pain Severity: {0-10:10686} on pain scale
Pain Severity: on pain scale
3 ~ Temperature: {MN/A 13742}
Temperature: [N/A 13742} |4
What has been tried?: {N/A g » What has been tried?: {N."’A 1 3?42}
Madiral hy ralatad tn currant nrnhlam- Th/A -137491 Mardiral hy ralatad tn currant nroahlam- Thiid 137471

Tip! F2 to get you through, left to pick, right to stick.

SmartTools are used in many places within Epic, you will also see them if you need to give a patienta Work or School Excuse.

Place an order

Use the Ordersactivity to enterorders.

SCENARIO:

While Henry waits to be seenby a provider, you are going to get some orders started.

Try it out:

Open Henry’s chart (dismiss any popupsfor now) and go to the Orders activity. Notice the suggested Order Sets in the
Quick List.

Double clickthe ED RN Chest Pain Protocol >18 Y/O order set.

10



Orders [ 4
QuickList | Active  Signed & Held  HomeMeds  Order History

Order Sets

suggested (3) |AsEms ED RN Chest Pain Protocol » 18 /O Aspirus ED RN IV Meds Aspirus ED RN Palpitations > 40 Years Old
® Comman Orders | O Imaging
I Lab Ilr\fectious I Medications ~

There are several orders pre-selected.
Note the red exclamation point for the Labs-Chest Pain RN Protocol.
@ SelectChestPain—Onset< 3 Hours.

i
Some orders have ayieldsymbo. — thereare recommendeditems that you shouldact upon. Theyare nothardstops and you can
continue to place orders without addressing.

* Clickonthe EKG orderinthe listatthe right. Address the yield sign.

+  After you finish modifyingthe orders, Sign the orders.

* Reviewany order validationsand click Accept.

* Selectthe order mode of Per Protocol WITH signature.

+  Searchfor anordering provider by typingin the name Ron Add if it does not auto complete select Ronnie Adder.

The provideryou selectappearsby default as the authorizing provider. Your training nurse name auto populates as well.

Quick lists are targeted lists of common orders that automaticallyappear in the Orders activity based on certain clinical information
that's been documented, such as chief complaint. You can select medications, labs, and protocols from quick lists without having to
search.

1. Goto Orders> Quick List.
2. Clickaquicklist button to see the ordersin thatlist.

The Quick Orders, Imaging, and Nursing Communication lists include common emergencyorders for all patients in the ED.

Targeted quicklists, such as Chest Pain or Peds Quick Orders, can also appear basedon clinicallyrelevantinformationin th e patient's
chart.

3. Selectthe checkbox foreach orderyou wantto place.
4. Reviewthe ordersinthe Orderssidebarand click%" Sign.

If you selectan orderthat's alreadyactive for the patient, it appears highlighted with a number in the Orders sidebar. Click the
number to review possible duplicates before signing the order.

New Orders
odium chloride 0.9 % infusion
5 mL/hr, Intravenous, Continuous, Starting Today at 1320

Similar active orders that may be duplicates

sodium chloride 0.9 % infusion Discontinue

150 mLyhr, Intravenous, at 150 mL/hr, Continuous, Starting Sat 3/25/17

at 0630

[Joan't show this alert automatically

If the order youwantdoesn'tappearin a quick list, search foritindividually.

1. Enterthefirstfewletters of the order in the Place neworders or ordersets field in the sidebarand press Enter.

2. Selectthe orderyou wantin the medicationsearch window that appears and click%" Accept. The order appears in the
sidebar.

3. Clickthe Summary Sentenceto openthe Order Composer and make changesto your order.

When you'refinished selectingorders, cIick“"" Sign. The Providers window opens.
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Enter an appropriate order mode.

5.
6. Enterthe orderingprovider.
7. Verifythatan appropriate provideris also listed in the fields under Authorizing Providers. Click+" Accept.

Click & to remove an order you don't want.

Place multiple orders with an Order Set

Order Sets help you quickly place multiple related orders. For example, there are Order Sets for pneumonia, hypertension, and
abdominal pain.

' Use an Order Set to order blood transfusions. Blood Order Sets include pre-transfusion labs, the
® blood bank request, the transfuse order for the nurse, and transfusion-related meds.

Choose an order Set
Search for an Order Setin the Place neworders or ordersets field, the same way you search forindividualorders. To preview an

Order Set, click-@ .With an Order Setselected, click+ OpenOrder Sets.

If the ordering provider wants you to use his customized Order Set, click OAdvanced and enter
the ordering provider's name in the User field. Select the check box beside the Order Set and
click Accept. Then click ¥"Open Order Sets.

Select orders
In an Order Set, select the appropriate orders for your patient. Some orders might be preselected foryou.

Check boxes D ) indicate that you can choose one or more orders withina section.

Option buttons (- _:') indicate thatyou can choose only one order within a section.

A stop sign (0) indicates arequiredsection.

Respond to medication warnings

Medication warnings appear whenyou sign an order that mightinteract dangerously with other medications, food, or allergies. A
warning mightalso promptyou to check the dose of the medication, duplicate therapies, or IV compatibility.

When awarning appears, youcan either remove the order or override the warning.

1. Click Remove nextto eachorderthatyou wantto cancel. If you removeall orders, the+’ Override and Accept button

changesto+” Accept atthe bottom of the window.
2. To enter anoverridereason forindividual medications, select an override reason next to each one.

3. To enter oneoverridereasonfor all of the medications on the list, select an override re ason at the bottom of the window.
4. Click+" Override and Accept whenyou arefinished entering override reasons, or click %" Acceptif you chose to remove
all orders.
CHECKYOURWORK:

Go to the Event Login the ED Narratorand verify that your protocolorders appear with an event of Orders Placed. | (=) narrator

Find and acknowledge new orders

Acknowledging an order lets others know that you have seen the new order, and are taking res ponsibility for making sureitis
carried out. Checkfor any new orders to acknowledge by following these steps:
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1. Onthe ED Manager review the Unack (Unacknowledged) column. The &) icon indicates that there are orders to be

acknowledged.

2. Selectthe patient'srow, and then cIickE ED Narrator on the ED Manager toolbar.

3. Inthe Acknowledge Orders toolbox on the left side, click the Acknowledge All link, or acknowledge individual orders by

clicking theirname.

You can also find and acknowledge new orders in a patient's chart. If a patient has new orders,
they appear in the Acknowledge Orders group in the ED Narrator. Click an order's name to

acknowledge it, or click Acknowledge All.

Orders to acknowledge (11) e &
lew Orders v Acknowledge All

Orders to acknowledge

Recently Acknowledged

Use the drop-down under Recently Acknowledged to review orders or undo recent Acknowledgedments.

Document medication administrations

1. Inthe ED Narrator, scan the patient'swristband.

2. Scanthe barcode onthe medication youwantto administer.

If the dose has multiple components, such as two tablets, scan eachcomponentindividually. The partial doseis denoted by a0

icon.

If the patient has multiple meds due atthe same time, scan themall now.

If you can'tscan the barcode, click the medin the Active Meds & Bloodtoolboxgroup. In the Warning window, select the correct

overridereason, such as Barcode Unreadable, and click Accept.

3. Verify thatthe action, dose, and other details are correct forall meds.

4. Click+" Accept.The administration appears in the Event Log, with your initials in the User column.

For your Henry patient start the saline from the MAR toobox.

*  Selectthe NewBag action.

You will not be able to scanin training, please use the MAR

Edit Override action.
Click Continue Administration on the Medication not
verified pop-up.

Add a Line

If your patient doesnot have an existing line, the LDA Avatar will

pop-up toadd aline.

Selectthe appropriate LDA.
* Clickonthe site location on the avatar.

*  Filloutthe date (t=today), time (n-10=10 minutes ago).
*  Thencompletethe size, catheter length and other pertinent

information (exceptremoval).
Click Accept.

The MAR Administration window will open, verify the information is correctand Accept.

+ decspt

' oy =Tem=
@ order ke
This order mus be linked to a ine before administering il. There are ne linkable lines aclive al the time
FELE SR of his adminisiration
Active LDAS and Wound Care [ acive [

<S

.y

View back

X Cancel
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Fix 2 mistake in medication administration documentation

This is justa demo, the New Bag action is the correct action as it was originally entered.
1. Inthe ED Narrator, locate the medication administrationin the Event Log.
2. Clickthe blue administration link.

3. Onthe Administrationwindow, select the Edit administrationcheckbox on the lowerleft

Action Dat
Title 3

Given

Patch Applied 55

underneath the order summary. If an Administration Warning window appears, enteran override New TPN Bag 55

reason and click Accept.

In the Action field, choose the appropriate selection fromthe list.
Enter an appropriate selectionin the Reason field.

Make any other changes oradd acomment.

Click o Accept.

Overview of the MAR

Nouk

Given by Other 8§
Held WH

Refused

Missed WH
Canceled Entry
Patch Removed
No Dose Required

Dose Completed

® To jump to the MAR from the ED Narrator, click MAR & in the Active Meds & Blood toolbox

group.
Get oriented to the MAR

*  Eachrowonthe MARrepresents amed that has been ordered fora patient.
+  Duetimesand pastactions (such as Given)appearon amed's row.

+  To see more information about a specificmed, including recent actions and the linked line, clickin the white space forthe med.
+  Some rowsonthe MAR are different colors. Active meds appear with light blue rows. To see what the otherrow colors mean,

hover overthe & legend.

*  Each columnonthe MAR represents one hour of time. Any due times within that hour appearin the hour's column. For

example,ifamedisdue at 1045, itappearsin the 1000 column.

*  The ALL tab opensfirst. To narrow the list, use the othertabs to see only meds that meet certain criteria (such as PRN) or meds

that are specificto certain treatments (suchas Chemo).

L]
+ Differenticons appearon the rows fordifferent meds. To see whateachicon means, checkthe4® Legend.

*  Youcanhover over aniconto see whatitmeans, or click it to take an action. For example, click

information.

Try it out:

to review medinteraction

Add an order for penicillin to your Henry patient. You will need to select an override reason because of his allergy. Once completed,

come back to the MAR to view.

MAR [
& [ Report [ MAR Note R Messages 1§ Legend [B] Link Lines
ALL | Pended Due Continuous PRN Sched Pyxis/Override  One Time/Scheduled
Go to Now or| """ § Not Scanned Show All Detalls | Hide All Admins || & | B
Thursday September 16, 2021
4 | 0700 0800 0900 1000 1100 1200 1300 »
saline 0.8% flush 1-50 mL®  Dose: 1-50 mL : IntraCatheter - as needed : Medication Administration, IV Maintenance 0 R A

1137 Given 20 mL.

Order Priority: STAT
Priority: STAT
Linked Line: PERIPHERAL IV 09/16/21 1128 Radial;Right

Ordered Admin Dose: 1-50 mL Last Admin: Today 09/16/21 at 1137 (Given) Product: saline 0.9% flush 0.9% Soln

Recent Actions
09116
1137

penicillin 500 units/mL in NS 2,835,000 unit IV syringe®  Ordered Dose: 25,000 Unitsfkg x 113.4 kg - Admin Dose: 2,835,000 unit 0 R
IntraVenous - once
1157 Due

Admin Instructions
Final concentration of 500 units/ml
Order Priority: STAT

Priority: STAT
Linked Line: Not Linked

Ordered Admin Dose: 5,670 mL = 2,835,000 unit of 500 Next Actions Product: penicillin 500 units/mL in NS 500

unitimL 09116
1157
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Customize the MAR

A. You can make some changes to the way meds appear on the MARusing the buttons that are always visible:

. . . . Show All Details
To see details for all medications, click -

Hide All Admins

To hide administrations and due times, click .Hiding administrations makes each row thinner, so you can see

more meds atthe same time.
B. You can make other changes to the way meds appearby cIicking*‘III and using the additional options:

. . Sort b :IM dication N . .
Choose an optionin the ortby{Medicaton Name |} fieldto change the way meds are sorted. For example, you might sort by
route so you can prepare all the due PO meds before you prepare the IV meds.

Select BZJExpand Medication Details 1 so.0 medication details forall meds everytime you open the MAR.
C. To see med information for pastand future shifts, click the 4 and P arrowsin the timeline.

D. To see information for a specific date, enterthatdate in the L = Select Date field. Return to the currenttime by clicking Goto Now

MAR @

= [E Report [5 MAR Mote R Messages 18 Legend [f] Link Lines

ALL Pended Due Continuous PRN  Sched Pyxis/Override One Time/Scheduled Q 9

"go to Now or | § Not Scanned [ Show Al Details | Hide All Admins  + [IE

= | Sort by:IMedication Mame 9 | Font size:INorma]E | [ Expand Medication Delailsl
Thursd tember 16, 2021
‘El 0700 0800 0900 1000 1100 1200 1300 1400
lesaline 0.9% flush 1-50 mL®  Dose: 1-50 mL : IntraCatheter : as needed : Medication Administration, IV Maintenance 0 R

1137 Given 20 mL

Order Priority: STAT

Priority: STAT
Linked Line: PERIPHERAL IV 09/16/21 1128 Radial;Right
Ordered Admin Dose: 1-50 mL Last Admin: Today 09/16/21 at 1137 (Given) Product: saline 0.9% flush 0.9% Soln
Recent Actions
09/16
137

Handle unreadable barcodes

1. Documentthe administrationmanually by clicking in the cell forthe med'sdue time, selecting the correct Override reason,
and clicking Accept.

2. Click R nextto the order.Send a message to pharmacywith a Reason of Barcode Doesn't Scan.

Understand and act on MAR warnings

The color of awarning can helpyou determine how likely an actionis to cause potential patient harm. Warning colors general ly
progressin severity from white (the lowest severity) to yellow, then orange, then red (the highest severity).

Use keyboard shortcuts to quickly Accept (Alt+A) or Cancel (Alt+C) a warning.

Dose, rate, and unit warnings
Dose, rate, or unit warnings appear when youenter a dose, rate or unitin the MAR that's different from what was ordered.

These warnings appear whenyou're titrating a medicationthat was ordered with a fixed dose and rate. If you have been authorized
to adjustthe medication, enteran overridereason andclick Accept
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Enter a disposition for the patient

Notice there are three tabs underneath Disposition — Discharge, Admit/Transfer, and Expired. Let’s start under
the Discharge tab. Click on that now.

1. Open the Disposition navigator section in the Dispositionactivity. Disposition

® When a patient's status is Ready for Discharge, his chart automatically opens to the
Disposition Navigator.

2. Enteradisposition, if the physician hasn'talready documented one.

* In Henry’s Dispo Navigator open the Dispositionand Follow-Up section.

* SelectHome. To see otherDispooptions youcan usethe | buttonin the search bar.

* Indicate that Henry should follow up with his PCP tomorrow if symptoms worsen. Since he
doesn’thave a PCP listed, click * e and use the search magnifying glass and search ste
phil. Selectthe correctlocation (Wausau) for Steven Phillipson so that follow-up documentation
can be sentappropriately.

DISFOSITION
3. Add more textin the Comments field by typing or using SmartTools, if Clinical Impression
necessary. Disp & Follow-Up

4, Complete any SmartLists or wildcardsin the Comments field.
I Discharge Inst

Remember: To use your quickkeys to save your workand move on to the next Addl Dispo Info

section. F8 to navigate.
Cognitive/Function

Enter Discharge Instructions Running Infusions
Using the link in the Discharge Instructions section G0 o RefErencesiAaciments £ add LDA Avatar
neededpatient educationto their discharge. Comm Mgt
+  Reviewthe suggested documents for Henry, select the appropriate SEC_ERROR_D...
education, and search for additional helpful education. Patient Education
*  Youcan editthe education in this tab, or in the Discharge Instructions ) .
activity to make it patient specific. PR F LSS
*  Whenyou check the boxnext to the document it will attach to the
discharge instructions.
Clinical References &, wmasterindex © @ X
Releyant Documents | Additional Searchl W Patient Instructions
Lab result lookback days: [o - Master Index Language: [ENGLISH =]
- [1% Medication Related Documents I Attach preview document
O
S ;Z::E::::: g ;z:;:i:::z;‘;J;EEM?%?:;E_m_lgg_mp (ENGLISH) Heparin injection 2

Enter AddI Dispo Info
In this activity you will indicate patient conditionupondischarge.

* Henrywill be leaving by himself, in good condition. Select the correctindicationsfor his

discharge.
*  Make sure thatyou have your Row Info on!

Continue onin the Navigator completingthe: saline 0.9% 250 mL bolus E
250 mL : IntraVenous
+  Cognitive/fuction status to indicate the patient’s well being. Last Action at 9/16 12:40:

+  Runninginfusions and the LDA Avatar to document the stop and New Bag

removal actions.
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o Thisis more easily taken care of in the ED Narrator, where youcan stop Existing LDAs (1)

A

the infusion and documentthe IVremoval. oe
o Whenyouendthe infusion youwill needto enterthe volume given.Use | ¥ vk ismia-Lid ©
the Calculate button in the infusion pop-upto autofill the volumerow. Radial Right
S Removed ¥
saline 0.9% 250 mL bolus
Last admin: 9/16/21 1249 Estimated end: 9/16/21 1349
Stopped at: |09/16/21 1262 @

+ Accept X Cancel

Communication Management is used to sendany letters or information needed.

Selectthe Patient buttonfor the To:field.

Use the Other buttonto open the Template search.

Find the Off work letter template.

Use f2 to getyou through the SmartTools in the letter.

Left-click to pick Work, and right-click to save and openthe nextlist.

Enter any relevantinformationin the *** wildcardfields, or delete themif not needed. Then f2 to the

next SmartTool or Wildcard.

o Because there’sno providerlisted for Henry the SmartTool to pullin the provider name in the letter
(@ENCPROVNMTITLE@) will not populate.

Patient educationto indicate how the discharge instructions were communicated and received.

O O O O O O

Prepare the After Visit Summary

Print the AVS

1.
2.

Go to the Preview/Print AVS section of the Disposition navigator.
A preview of the After Visit Summaryappears. The top of the previewincludes an explanation of what
documentationneedsto be completed and whether it's required. If thereis a hard stop you will be unable
to print.

*  Henry’sAVSwill notbe printed as he hasn’tbeen registered.  Resolve these issues before printing

+ Addressany other hard stops thatcome up thatyou can. | @ Tis patient has not been registered
Change the language the AVS will printin by selecting alanguage from the Language dropdown in the
lower-leftcorner.
Change the fontthe AVS will printin by selecting a fontsize in the lower-left corner.
Review the AVS and cIick& Printin the lower-left corner. The patient's dischargeinstructions are printed
along with the AVS.

The AVS is updated based on any documentation you and other clinicians enter. To

review how an AVS looked when you printed it for the patient, select the
Encounters tab in Chart Review. Select the ED visit and, in the Disposition section
in the sidebar, click the AVS link.
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Different Discharge Reports

You will see three different sections, basedon the path of your discharge will direct which Care Hand-off
sections of documentation to complete and what reports to print for your patient. Belongings
DISCHARGE T REING
Handoff New Healthcare Location: this is used when a patientis discharged to Pt
another healthcare facility. Discharge Request
Discharge Check. ..

Discharge to Nursing Facility: this is used whena patientis dischargedto a skilled
nursing facility.

*  Transfer Out: thisis used when a patientis discharged from current facility and
transferring to another facility.

Discharge Doc
Print Discharge. ..

Transport Request

@ The Transfer Formis also known as the EMTALA formand is required Transfer Form
documentationwith everytransfer to a new facility. Transfer Docume...
Take a momentand click throughthe reports to see what you will need to Trans Fax Datel...

documentand printfor patients. Make sure your row info is on so thatyou can see
all the details necessary.

View and enter charging information

In order to maintain accuracyand consistency, chargingis done automatically whenever possible based on the
documentationin a patient's chart. However, you needto review the charges in the system, change them if
necessary, and file them.

E Charge Capt...

1. Openthe Charge Capture activity. If you don’t seethe activity, you may needto click o

to view more activity tabs.
2. To viewcharginginformation, cIic Facility Charge Calculator under the Facility Charge subsection. The

charge calculatoropens.

[ Legend

Selectthe Legend tab on the right side to see how the system calculates charges. If you wantto accept

the chargesthatthe system calculated by default, click Accept. To close the charge calculator and enter more
charges, click Cancel.
® |f youclick Accept, butthen edit the chart, or add missing charges you will needto update your
charge using the Facility Charge Calculator again.
3. To manually enterothercharges, go to the Search for new charge fieldand search by charge nameor
click™ Add to choose fromallist.
4. Browse the preferencelists and select the check boxesnextto the charges you wantto enter.
5. Inthe Chargesto be Accepted Upon Closing the Sectionsubsection, review the charges youselected and
click@ Accept Charges to file them.
If you didn'tselectany new charges, you canclose the Charge Capture sectionto file charges.

+  Checkouthow many points you’ve gotten on Henry using the Facility Charge Calculator button. Click
Cancel.
Atthe top of Charge Capture, in the Billing Provider field, enter Adder, Ronnie.
Now in IV Administrationadd in two fitting IV charges using the quick buttons.
Click on the Accept Charges button to add themto the FCC.

*  Usethe Add field to search for wristbrace and add oneto the FCC. (Thisis notclinicallyaccurate, thisis
justfor a training example)

*  Gobacktothe ED Narrator and document a Cardiac Intervention (found in the Interventions toolbox on
the rightside).
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*  Expand the Additional Interventions toolboxand add a Thermoregulation Intervension of ice andwarm
blankets.
Now go back to Charge Capture and see how many points you have. Ifitseemsincorrect, you can use
the Legend to see how many points somethingis worth, and edit the numberrow on the right. For
example: CardiacInterventions are 30 points peroccurrence.

*  Click Accept when youfeel the chargeis complete.

*  Close outofHenry’s chartand go back to the ED Manager.

Dlscharge a patient from the ED

On the ED Manager, select the patientyouwant to discharge and clickf® Discharge.
2. Enter the patient's discharge information, including the discharge date, time, disposition, and destination.
3. Click#® Discharge. The patientis discharged and disappears fromthe ED Map, Track Board, and ED

Manager.
TI")’ it out: @ ED Discharge

For Henry’s ED Discharge you’llneed to enter a Referring Provider: ron add and ED Discharge
Tab for text completion. ’ P
Navigate to Discharge on the left. E=tetsasennopuEC A

*  Filloutthe date (t=today) and time (n=now) ¥ Crispix, Henry

*  The hard stops need to be addressed for disposition and destination. Use the
button in each field to see your options and select the appropriate value for home Provider
discharge.

There is no hard stop in the Discharge diagnoses field, but youmustenterafree text diagnosis here or

you will not be able to discharge him.

Now use the * Pichara®

Continue.
Back in the ED manager, notice that Henry is gone!

What if | accidentally discharge a patient?

1. In the toptoolbar find the UndoED Discharge/Dismiss.
2. Inthe Undo Discharge window, select the patient.
3. ClickUndo.The patientreturnsto the ED bed he was in before being discharged.

E ~~CENTRAL TIME™" - EMERGENCY DEPARTMENT - JENNI C.
Use the steps above to bring m FZ|ED Manager $= ED TrackBoard &HED Chart §=PatientLists i In Basket -, MyReports | 9 Undo ED Discharge/Dismiss

Henry back to the ED EIEIEIER
Manager. Read the ED Manager (Aspirus Wausau Hospital)
warnings, butclick continue.

Knowledge Check!

Now you’re going to arrive a new patient with a shoulder dislocation.

button in the lower rightto sendhim on his way. Read the warnings, butclick

Enter aname and personal information of your choosing.
*  Gothroughthe arrival and triage narrator documenting information in each area with clinical data.

Trainer Check- if you have questions or need assistance ask now!

Go to Orders and searchfor anon-suggestedorder set, type: Blood and select the order set Aspirus ED
Adult Blood Administration.

Address the hard stop.

Use the drop down arrows in eachsection to view available orders. Add a saline infusion.
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*  Backinthe Orders activity, add a medicationfromthe QuickListand any otherorders you’dlike.

*  Click Sign and address hardstops to accept.

* Backinthe Narrator, acknowledge orders, add a line via the Line Placement toolbox, then administer your

medications.

*  Picktwo assessmentsin the Assessments toolboxto complete on your patient. Don’tforget to checkyour

Row Info, and make sure you document some exeptions.

Sedation Narrator

We use many narrators in Epic, the workflow for each

narrator is similar. You will practice on the Sedation O rage ED Narrator | () orders|| (B mar .
Narrator with your new patient. fte + ¥2h PrintAVS + & Trauma | 3 Code | [ Sepsis Checklist

*  Openthe Sedation Narrator on your patient’s chart.
1. Acceptthe SedationDocumentation Starttime and page all staff you selected.
2. Use the arrived buttonin the Staff toolboxto mark all as arrived.
3. Gothroughthe narratordocumentingthe pre,intraand post procedure.
4. Whenyou’redone usethe Sedation Documentation End to file the end time.

Event Log  Patient Summary QOrders Add LDA
(@ Device data isn't always filed at the exact time a device collects the data. To see the exact fime a device collected data, refer to the ‘Device Time' field. % Don't Show Again

QuickBar

Pulse Resp
spo2 p
Temp ETCO2
+/ File
Load Past Event
& Show []Deleted [F]Stalus Changes
Time Event Details User
Staff Paged

Time: | [EERE] @] 091712021

¥ Expand Al 4 Collapse Al

Staff (3) 78 St A
New Mark Al B &,
Allen, Katherine, R.N. = 2,
Crispix, Jenni, RN = &,
Radke, Chad H, D.0 [=1%

Sedation Events ()
+ Sedation Documentation Start
+ Sedation Documentation End o

»

Pre-Procedure Documentation § A

# Assessmenls
4 Pre-Sedation Confirmation
< Sedation Scales

X Allen, Katherine, R-N. O |
% Crispix, Jenni, RN o
¥ Radke, ChadH, D.O. [} [

" Accept X Cancel

12:00 Sedation Documentation Start EDRN50 X

Knowledge Check!

Go backinto the ED Narrator.

4 Vitals/Pain Assessment @
intra Procedure RPN
Documentation am =
4 Time Qut

< Sedation Start Time
o Intra-Sedation Vital Signs
# Sedation Scales

Post Procedure
Documentation

4 Post Sedation Vitals Signs
# Sedation Scales
4 Post Sedation Care

*  Complete documentationin the ER Flowsheets, Restraints, Patient Education in the toolboxes on the left.
*  DocumentaTest or Order Completed, an Intervention and an Additional Intervention in the toolboxes

ontheright.

+ AddanED Note and type: .shou to find a SmartText note (.shoulderinjurycv) and enter to select, to

documentashoulderinjury.
*  Workthroughthe SmartTools. F2 will get you through! Acceptto file your note.

Admit a patient

When a patient will be admitted, go to the Disposition activityand use the Admit/Transfertab. Typicallythe
providerwill have verbalized whether the patient will be discharged or admitted, and set the appropriate
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disposition for the patient. When thatdispositionis setyou will seethe patient’s row on the ED Managerchange
status (color). Remember, you canhover to discover what the status means, or you can usethe ** legendto see
what the status the color change indicates.

*  Openthe Disposition activity in your new patient’s chart.

+  Use the Admit/Transfertab to work throughthe Dispo
navigator. Discharge | Admit/Transfer || Expired

*  Open the Disposition and Follow up activity, and select
Inpatient.

*  Workthroughthe navigator filling out Addl Dispo Info, Running Infusions and Patient Education.

o If the infusions will not continueto run on the flooryou will need to stop them and remove the
line, if the infusion will continue youdo not need to do any additional documentation.

* In the Care Hand-off section you will document when and to whom you gave thereport.

+  Belongingsis where you will account for all of the patient’s belongings and if they will stay with the
patientatbedside, be senthome, or be sentto the safe. You will also document if medications were
broughtto the ED by the patientand if so, that they were indeedsenthome or stored safely.

o Documentafewthings here soyou canseehow differentlists populate foreachselection you
make.

+ Ifthere are signed and held orders for your patient (remember: the admitting provider would have placed
these), you will seethemin the Signed and Held Orders: Release Below section. Do notrelease these
orders, the Inpatient Nurse will release once the patientis on the floor.

*  Whenthe patientisleaving the ED, on the ED Manager click, drag and dropyour patientinto the Off The
Floor/Off Unit area.

* Inthe toolbar clickMore to find the Admit button. B uscete nore- el

+ In the ED Encounter section of the Admit Narratorfill in hard stop areas. You will also
need to Edit Providers and add a provider. = Eventiant

* In the Transfer section address the hardstops, and selectaroom.

Disposition

#™ Patient Station

&% Transfer

* To completedocumentationuse the
warnings thatcome up.

button, continue throughthe . Pattent Transport

Open a discharged patient's chart
m EIZ'I Manager EE ED Track Board| &3) ED Chart| §= PatientLists =4 In Basket | £ My Reports

!_\I_V_II_\ B Reports
If you remember the name, or they’re arecent patient you can use ED Chart to searchfor themor to view
your recent patients.
+ If youdon’trememberthe name youcan find patients usingthe My Reports activity.
o Use the Library and search for ED My Patients. Click on the report for your context locationand click
PRt viewit.

o Tosave areportto the My Reports section use the star to make itafavorite.
. WH ED My Patients Last 24 Hours

o Whenthe reportopensyou canclick on the patient to view a summary of the ED visit.
o Toopenapatient'schart, select the patientand click®® ED Chart.

If you have incomplete documentation on a patient’s chart you will get messages in your In Basket that will direct
you on whatis missing. Those messages will often open the patient chart for you, if the documentation calls forit.
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FYI:

Epic, and what Epic can do for you.

Use this section to try out other workflows and learn more about what you can do in

In addition to this section you can find much more information on the Aspirus Intranet,
including a wealth of Tip Sheetsto help guide you through issues or less common workflows.

On the Intranet, hoverover Work Tools & Resources to get the dropdown menu, and select
EMR Info Center. There you will find the Tip Sheets to search through, as well as other

information to help you navigate Epic.

Work Tools & Resources

Documents & Forms
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Arrive an anonymous patient

Arrive a patientas an anonymous patientif he can'tidentify himself. For example, arrive a patient as anonymous if
the patientis unconsciouswithoutidentification or family members to identify him.
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Click#= Arrival.

In the Patient Lookup window, enter the patient's sex.

Selectthe Anonymous checkbox. The New button becomes available.
Click New. The Expect Navigator opens.

Enter the patient's arrival informationin the Arrival Info section.

Indicate an expected arrival

If you know a patientis heading to the ED, indicate that he is expected.
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Click#= Arrival.

Enter the patient'sinformation, and click Accept. The Expect Navigator opens.

Open the Arrival Infosection, enter an expected date, time, and any otherinformationyou know.
Click % Close. The patientappears in the Expected care areain the ED Map and ED Manager.

To indicate thatan expected patient has arrived, drag and drop the patient fromthe Expected carearea
to the Waiting care area or to the bedyou held for them.
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Indicate the expected arrival of a patient whose identity is temporarily

unknown

In some cases, you'll need to document on an expected patient whose information is temporarily unknown. For
example, the patientis en route and EMS know the identity but can't communicate it over the radio. However, you
need to start pre-arrivaldocumentation of the interventions done thus far by EMS. Once the patient arrives at the
ED, you'll eitherreconcile the temporary patient record with the patient's actualrecord, create a new patient
recordif the patienthasn'tbeenseen atyour organizationbefore, or mark the patientas anonymous if you're still
unable to determine her name.

1. Click#= Arrival.
2. Enterasmuchinformation asyou know about the patient, includingage and sex.

a. Ifyoudon'tknowthe patient's SSN, enter222-222-2222
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Selectthe Temporary check box.

4. To create an ED encounterfor the patient, click New. The patientappearsin the Expected care area, and
the Temporary Patient Navigatoropens.

5. In the TemporaryPatient Navigator, enteras much information about the expected arrivalas you can.

Note that the patient cannot be arrived or roomed and orders can't be acted on

= .
until a registrar or nurse identifies the patient using the Ey Identify Pt button from
the Track Board or ED Manager.
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|dentify and merge temporary patients

When an expected, temporary patientarrives to the ED, you can either merge the temporary patient recordwith a
real patientrecord or mark the patientas anonymous. After youidentify the patientor mark them asanonymous,
you canroomthemand acton orders forthem.

|dentify a patient as anonymous
1. Selectthe temporary patient'srow on the Track Board and clickE® Identify Pt on the Track Board toolbar.
2. Click Identify as Anonymous.

|dentify a patient whose identity is known
If you know a patient's identity, searchfor a matching record in your system first. If one exists, merge the
temporary record with the existing record. If there's no matching record, create a new patientrecord.

1. Selectthe temporary patient'srow on the Track Board and click=® Identify Pt on the Track Board toolbar.

2. Click Attemptto Merge.

3. If the patient'sidentity matches an existing record in your system, select the existing record. Otherwise,
jump to step 4.

a. Reviewthe temporarypatientinformation in the Source Patient columnwith the known patient's
information in the Target Patient column. The Merge Result columnshows what the demographics
for the Target Patient will be after the mergeis complete.

Selectan appropriate merge reason and add acomment.
Click Merge. Click Merge again to confirm merging the Source and Target patients.

i. Ifthere are differences betweenthe Source and Target Patient demographics, you receive a
warningto review the differences before continuing. To continue past the warning, click Merge.

d. Click Continuewhenthe merge statusis complete.
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4. If the patient'sidentity doesn't match an existing record in your system, click Cancel and then contact the
registration teamto have them create a new patient record usingthe patient's identifying information.

5. Afteryou've mergedwith an existing record, the temporary patientrow on the Track Board updates to
show the patient's name.
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If you need to change the Target Patient demographics, talk to the registration staff.

Hold a bed

If necessary, you canhold a bed foran expected patient, making sure thatit's saved until he arrives. Mark a bed as
held directly from the ED Manager or ED Map, or hold a bed while documenting an expected patient.

Hold a bed from the ED Manager or ED Map

1. Findanemptybedinanappropriatecareareaforthe patient's condition.

2. Right-clickthe emptybed andselect Hold.

3. Inthe Bed Hold window, enter the expected date, time, and any other information youknow.
4. Click Accept.

The bed row changes color on the ED Map and ED Manager to reflect the heldbedstatus.
In the ED Map, the commentyou entered appearsin the bed.
To view the informationin the ED Manager, hover your mouse over that row.

Hold a bed while documentingan expected patient
1. Inthe Arrival Info section of the Expect Navigator, use the Held room and Held bedfieldsto reserve
space for an incoming patient.

The bed row changes color on the ED Map and ED Manager to reflect the heldbedstatus.

Dismiss a patient who leaves without being seen

1. Inthe ED Map, ED Manager, or Track Board, click the patient's row or card in the Waitingor Expected
area.

2. Click* Dismiss.

Enter the departure date and time.

4. Choose adisposition.
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a. Optionally,add acommentabout why the patient left without beingseen.

5. Click Dismiss. The patient has beendismissed and disappears from the ED Map, Track Board, and ED
Manager.

What if | assign a patient to the wrong bed?

In the ED Manager, select the patientin the wrong bed and dragand drop him to the right bed. Or follow these
steps to move the patient back to the Waiting care area if the patient was roomedin error:

1. Inthe ED Map or ED Manager, select your patientand drag him backto the Waiting care area. The Move
Patientto Waiting Room window appeatrs.

2. Selectthe Patient roomed in errorcheckbox.

3. SelectRestore patientto Waiting.
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4. Under Change patient status to, selectan appropriate status for the patie nt, such as Waiting for Room.
5. Click Accept. The patientappears in the Waiting care area.

See if lab and imaging results are available

1. To checkthestatusof lab and imaging results, look atthe Lab Status and Rad Status columns on the Track
Board.

2. The numbersin the column indicate how many labs or imaging studies have beenresulted, how many are
expected to be resulted during the encounter, and how many were ordered. Anasteriskin the Lab Status
column indicates that part of a panel order has beenresulted.

Rad Status Lab Status L RN
3. Forexample, [1*/2/2] (A) means: J o)
4. Two labs were ordered o] U [oiase] oG
5. Bothare expected to be resulted this encounter 8l ®y 2z
6. Oneorderhasbeenresultedand partofapanel orderhasbeen resulted Eﬂ:: CBC AMD DIFFERENTIAL "
7.

When you hover overthe status cell, you can see which images orlabs were
ordered and whether aresultis abnormal or critical (B). Abnormaland critical results are marked in the
tooltip with an exclamation pointor a double exclamation point, respectively.

Understand locked chart messages

1. To preventyou and yourcolleagues from double-documenting on a patient, the system locks parts of
a patient's chart whenyou're documentingcertain clinical information. For example, whenyou're
documenting allergies, other clinicians can't document on that patient's allergies. When part of a
chartislocked, you canstill see that part of the chartand documentin other parts.

2. To avoidlockingthe chartforotherusers, leave clinical documentationite ms whenyou're not
actively documentingin them.

3. Whenachartislocked,amessage appears telling youthatyou can't documentin that part of the
chart.

Most chart lock situations are intuitive, like the allergies example above, but this
one is less obvious: When someone is editing a patient's problem list, no one can
edit that patient's allergies.

If your computer terminates unexpectedly when you're documenting in a chart,
contact the help desk to unlock the chart for other users.

@=""

Rewew past visits

In a patient's chart, select the Chart Review activity tab. The first tab, SnapShot, is a collection of useful
reports and links to information in the patient's chart.

2. The Encounterstab shows the patient's prior admissions, office visits, and ED visits, if any exist. The most
recentencounterappears at the top.

3. Clickthe encounter youwantto view. Details appear at the bottom of the screen. If they don't, click]

Preview.
4, Selectanothertab, such asLabs, to review otherinformation like the patient's test results.

Click Y Filters to narrow down the information you see. The filter options and
. criteria you see are based on the information in a patient's chart, so they vary by
patient.
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Personalize your report toolbar

You can modify the report toolbar by addingor removing buttons, or by changing the order of the buttons or
giving them new names. The report toolbarappears in many activities, suchas Patient Lists and Summary, and
looks something like this:

Summary ®

& | A | Boverview [E Flowsheet [FvS E wt [F Labs [E Radiology Results | More v | Qverview »

1. Click % andselectthe reports that you want to appear as toolbar buttons.
Click Add Current to quicklyadd the reportyou are viewing.

2. Entershortdisplay names (button names) so more buttons canfit on the toolbar.

Clickthe arrows (™ and ) to change the button order. The first report will appearas a button on the
leftside of the toolbar.
4. Click Accept. The report buttons appear on the toolbar.

Pull a med on override before an order has been
entered

If the order fora medication hasn't beenenteredinto Epic yet, the meddoesn'tappear on the patient'sautomatic
dispensing station (ADS) profile. If the patient needs the med STAT and you can't wait for the orderto be entered,
you can pullthe med on override fromthe ADS and administerit. After the medhas beenadministered, the order
must be enteredand you needto link the administration to the order.

' Pull the med from the ADS only for standing protocol orders or for verbal or telephone orders
® | from the ordering provider.

1. Pullthe medonoverridefromthe ADS, choosing the exactdrug, form, and concentration fromthe
provider's verbal order or the per protocol order. A brightly colored override pull row appearsin the
Active Meds & Bloodtoolbox on the ED Narrator.

2. Selectthe override pull rowin the Active Meds & Blood toolboxand document medication administration
as usual.

After you administer the medication, an orderfor the med must be signed. In most cases, the provider enters the
order. If necessary, you mightalso enter the order using the telephone with readbackor verbal with readback
order mode.

After the order has beensigned, link it to the med you administered.

' The order must exactly match the med you gave. If the order doesn't match, you won't be able
® | to link the override pull to the order.

Active Meds & Blood (2) i3 MaR

Find the medication orderin the Active Meds & Blood toolbox.
o

Click

Onthe left, selectthe med youpulled on override.

Ontheright, selectthe duetime for the orderthat was just

entered. If there isno duetime, select New administration.

7. Click Accept.The orderis now linkedto the override pullin the

system.

oukWw
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Pull 2 med on override when it hasn't been verified

If the order fora medication hasn't beenverified yet, that med doesn'tappearon the patient's automatic
dispensing station (ADS) profile. If the patient needs the med STAT and you can't wait for verification, youcan pull
the med fromthe ADS on override, link the medto the correct order, and administerthe med.
1. Pullthe medonoverridefromthe ADS. ;“E‘:m:’;ia"“’d @ &wmc oA
Choose the exactdrug, form, and R ik Lines (1 a2 )
concentrationfromthe originalorder. pewm
2. Findthe medication override pullin the g s

208
Active Meds & Bloodtoolbox on the ED (""““ %%

‘morphine 2 MG/ML injection - ADS Override Pull [OVERRIDE]

Narrator. [ Admin Instructons

3. Click"%.
Il Select Override Pull or On-The-Fly Order: P8 Link to Related Medication Order:

4' on the IEft' SeleCt the mEd yoU pU”ed morphine 2 MG/ML injection - ADS Override Pull g 1y morphine injection 2 mg

on Override. User Epic at 09/21/17 0630] Freq: Once  Route: Intravenous

. (@) 09/21/17 1132 Start: 092117 1125
5. Ontheright,selectthe scheduled @) © tiew saminsaton
o . . PR ue:

administration of the original orderand (§)° T

click Accept. The override pullis now (ST This is a One-Time Order:

. . () Never Link

linked to the orderin the system.
6. Administer and document the med as ————

usual onthe ED Narrator.An% icon
appearsin the administration window
when you document administration details.
® |f there isn't a Linktorelated orderlink, the product you pulled doesn't match the product that was
ordered. If you pulled the wrong product, return it to the machine and then pull the correct product.
@ |f the provider ordered the incorrect product, either you or the provider needs to discontinue the
order and place the correct order. See the Orders guide for information on how to place orders.

Send a message to pharmacy

Send a message
1. Inthe MAR,cIickR‘ nextto the med.
2. Indicate whyyou're sending the message, and then enter your message.
3. ClickSend. The message is sentto the pharmacy.

When the pharmacyreplies to your message, the R iconturns to .The numberin the bubbleindicates the
number of unread messages.

To send a patient message thatis not medication-specificor to see alist of sent messages, cIickR‘ Messages. All
messages sentin the past 12 hoursappearin the message window.

View replies
When you receive aresponse from the pharmacy, a™* icon appearsin the R Messages buttonon the MAR

toolbar. If you sent the message about a specific medication, the iconalso appears in that medication'srow on the
MAR.

1. Click to read the reply fromthe pharmacy and see the message history.

2. Clickthe Markasread link or the Markall as read link. The icons show updated numbers of unread
messages. If all messages are markedas read, the icons disappear from the MAR.

Click Mark as unread when you've read a response that you want other nurses to review as
well, like when a shift change is coming up.

See when the pharmacy responds and read messages without opening the patient's chart. In

Patient Lists, the icon appears in the New Messages column, and messages appear in the
Rx Med Messages report.
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