AMERICAN
DATA

Nurses Notes

Nurse Main Access Screen

Nursing Main
Access

Part 1: Nurse Access

Clicking the Nurse button opens the main Nurse Access screen. Buttons in the first column
take the user to areas within ECS for more information.

Daily Tasks Buttons

To Do List
Click the To Do List button to open additional choices.
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Initiate or Edit To Do List

1. Toinitiate or edit the Nursing To Do List, select the desired name(s) and click the Edit
To Do List button.

2. A Write screen will appear. Entries appearing at the bottom of the screen show what is
already in the To Do List for this resident.

3. Working from left to right, select items to add to the nursing to do list. Select a start
date, and an end date if desired. To edit the items in the To Do list, refer to Editing
Nurses Notes below.

View / Sign To Do List
Clicking any of the buttons under the To Do menu opens the Nursing To Do List under the
Electronic Sign screen:

Nursing To Do List

@American Data - ECS =~ H 8=
[Tuuma. [ Easy - [To Do List Access] | Electronic Sign 53
Hame(s) | | 4 [ Edwards, Jack © = b| | Tasks | MursingToDo 1/AM Sign... Change | Remove | Dates | Motfy | Seript | More.. | Save Exit
Room: 108-1 Doctor: Dr. James Black
Code Status: DNR Pharmacy: Home Town Pharmacy
Entries ‘Time [:e::
Edwards, Jack C 03/26/1923 94 Yrs M Site 1 North 108-1
Entry Date: 12/11/2017
DIGESTIVE SYSTEM recent Gl complaints start on: 12/11/2017 end on: 12/15/2017 am
CHARTING:
Entry Date: 05/17/2010
MC CVA MC daily am am
Entry Date: 08/15/2017
STOP AND WATCH: 08/15/2017 09:39AM Overall needs more help Pain - new or worsening; participated less in activities am
Entry Date: 11/09/2017
STOP AND WATCH: 11/09/2017 10:44AM Seems different than usual Talks or communicates less am
Entry Date: 12/11/2017
FALL ASSESSMENT: falls monthly, as of: 12/11/2017 am

To document on a particular item, click in the cell on the right under today’s date. A Write
screen will load.

Write screen

E Name(s) | 4 B edwards, Jack € = b | Topic(s) |4 Nurse Charting f Fall Risk Assessment / All = b
ol Fall Risk Assessment | Prior to Admission Fall Risk Predictive Factors
szve | A View 24 Hour Report \ FALL [N LAST MONTH: |FALL INLAST 2-6 MONTHS: |FRAC TURE FROM FALL: MENTAL STATUS:

o L3
Sign 4 Falls Documentation ‘ no no no alert, crient, aware (0 pts)
Clear [ yes I yes I yes ] [ comatose (0 pts) ]
More... [ unable to determine I unable to determine I unable to determine ] decr safety awareness (2 pts)

Late Entry for: peoor recall, judgement, (4 pt)
Time:

Document a note by clicking on red question words and canned phrases.

e When finished documenting on this screen, click the arrow pointing to the right after
the Topic window. This will save the entry and load the next Write screen.



e When no more new topics load, click Sign to save to save the entry and return to the
prior screen.

Items on the To Do list may be marked Held or Refused by clicking on the appropriate button
at the top of the list, and clicking on the cell under today's date.

When finished charting on the To Do List, click Exit to return to the Nurse Access screen.
When the To Do List closes, an Exception Report will display showing items on the To Do List
that were either left blank, or marked Held or Refused. The nurse may choose Return to open
the To Do List again, or Exit to go back to the Nurse Access screen.

BM List

The BM List button will take the user to a view screen which displays a list of residents for
whom nurse aides have charted a small BM or no BM for the past 3 days. Nurses will typically
use this list to determine which residents may need PRN laxatives. The list can be reviewed, or
printed if desired using the Print button underneath More options at the top of the screen.
Click the Exit button to return to the prior Nurse Access screen.

Lab Calendar

The Lab Calendar button creates a report showing residents who have labs scheduled for
the current month. Select a different date range by clicking onto Control. The report may be
printed by clicking on the print button at the top of the screen. Click the Exit button at the
top of the screen to return to the Nurse Access screen.

RN Cosign

The RN Cosign button will open an Electronic Cosign screen displaying all of the physician
orders on the selected residents which require a nurse’s co signature. This functionality is
used if the facility requires an RN to sign off on Physician Orders that are transcribed by

LPNs/HUCs.

Click in the box under the date to enter the user’s initials and cosign the entry. Orders may be
reviewed and cosigned all at once using the Sign All button at the top of the screen. When
finished, click the Exit button to return to the prior Access screen.

Nurse Charting Buttons

The middle section of the Nurse Access screen consists of buttons which take the user to
various Write screens. Select a name [more than one may be selected by holding the Ctrl
button on the keyboard and clicking on multiple names]. Click the desired button, and a
Write screen will appear.

Example: Select a name on the left, and click the Systems button. Another screen appears to
select a specific symptom or body system to chart on.



Hearing,

Nurse Menu Respiratory Digestive Skin s h, Vision
; Musculo- Neuro/ Mental
Al skeletal State
Hydration E[:::zﬂﬂe Mental Status
Urinary Eyel Ear Psych- Social

Select a charting button (e.g., Respiratory). A Write screen appears in the Nurse Charting
topic Respiratory Condition.

Subjective Objective
RESPIRATORY FINDINGS: RESPIRATIONS:
no problems noted nasal discharge, pattern quality
sudden onset: cold symptoms, regular, labored,
[ short of breath with exertion, ] sore throat, irregular, noisy,
[ short of breath sit at rest, ] sudden congestion, elevated, audible wheezing,
[ short of breath lying flat, ] problem with trach: depressed, shallow,
tachypnea, [ problem with CPAP/BiPAP: ] hyperventilating, deep,
sternal retractions, apneic, diaphragmatic,
stridor, (on room air) dyspneic, stridor,
orthopnea, [ (on oxygen) ] orthopneic,
no SOB, (mask)

respiratory distress,
asthma attack,
difficulty breathing,
abdominal breathing,
dyspnea on exertion,
dyspnea,
cough,
wheezing,
painful coughing,
painful respirations,
A Pain Assessment
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When finished in this Topic, click the Save button at the end of the screen. This will advance
the user to the next topic (if there is one) or save the entry and exit the user back to the
previous screen.

The user can see if more than one screen is linked to a documenting button by clicking the
drop-down arrow in the Topic window.

Topic @'Nurse Charting / Vital StatisticsSyrmptarms £ Al @

Murze Charting / ital Statistic k

Some screens, such as Medicare Charting screen, consist of words specific to the condition
selected and pull from various topics. When the user is in a Medicare Charting
documentation screen, the Topic window will be blank.

Admission Assessment

The Admission Assessment button loads a trigger Write screen that displays specific
documentation requirements based on the selected resident’s condition. This is also called
Trigger charting.

Select the desired resident(s) and click the Assessment button and Admission Assessment
to load the Trigger Screen. A 3-way split screen will appear. The top right half of the screen is
a Write screen, the bottom right half is a view screen, and the left half of the screen is a
trigger list. The view screen will display previous charting and care plans.

SE American Data - ECS - H 8 [ B3
['nmnm [ Easy - [Assessments Access] [ Write [ Setup TopicMords | Triggered Entries 5 | o
=) Name Trigger Name(s) (< B Edwards, Jack C = b Topic(s) | 4 Nurse Charting / Immunizations / All = b
=] Load Refresh
o Immunizations Admission Status TB Skin Test (PPD)

8 Edwards, Jack C A
N N— save | [A Vaccine IMMUNIZATION STATUS ON ADMIT: PPD ADMINISTERED: PPD RESULT.

. & Admit 01 - Admit Sign * View Immunization Record PPD current admission negative; repeat in 14 days:

g % ﬁ"‘z z: - ‘I{"'t'a"l'““""‘“‘"“ Clear PPD not current annual negative

3 mit 03 - Vitals

» & Admit 04 - Circulatory More... PPD status unknown step 1 positive |

i Admit 05 - Respiratory Late Ent =
' ry for: step 2
> 6] Admit 06 - Nervous !
> Admit 07 - Hydration flu vaccine current SITE: CHEST X-RAY RESULT:

> Admit 08 - Urinary
> Admit 09 - Digestive
> -] Admit 10 - Muscular-Skelet flu vaccine status unknown right forearm
> & Admit 11 - Skin/Feet
>4 Admit 12 - Endocrine
»- 6] Admit 13 - Sensory
> i) Admit 14 - Behavior

Adit 15 - AIMS Evaluation
> Admit 16 - Continence Evah
> Admit 17 - Fall Risk Evaluati
>} Admit 18 - Pain Evaluation

flu vaccine not current left forearm negative

PPV current
PPV not current

PPV status unknown

> & Admit 19 - Self Med Adm prior to admission

» B} Admit 20 - Skin Breakdown = =

> Admit 21 - Side Rail Evaluat in hospital - d
» §] Admit 22 - Elopement Evalu < i v

» i@ Admit 23 - Rehab/Restorat
> -] Admit 24 - Bed Mobility
>} Admit 25 - Transfers

> Admit 26 - Locomotion/Wal
> & Admit 27 - Dressing

> Admit 28 - Eating

> -6 Admit 29 - Toilet Use

> Admit 30 - Personal Hygien:
> Admit 31 - Bathing

>} Admit 32 - Elimination

> Admit 33 - Condition Stabilit | Ext | Name(s) | = Topic | Tasks | DateFrom | DateTa | control | Go Edit et Ful | more

> &} Admit 34 - Sight & Hearing =m =

) Admit 35 - Mood Edwards, Jack C 03/26/1923 94 Yrs [ Site 1 North 1081 =
»-B) Admit 36 - Cognitive 0 03/27/2006 03:10PM HEB PPD ANNUAL left forearm

> Admit 37 - Meds
> - Admit 38 - Psych-Sodial

»H) Admit 40 - Sleep Evaluation | | 07/03/2007 03:49PM ATN PPD ADMINISTERED: _annual 06/03/2007

ADMINISTERED:

D 01/06/2011 10:01AM HEE PPD RESULT: 0

10:02AM HEB PPD RESULT: neg

12/13/2011 10:29AM HEB PPD ADMINISTERED: annual 11/15/2011
SITE: left forearm




Icons in the Trigger Screens
Maximizes the View screen.
B(Green)
= Maximizes the Write screen.
L(Blue)
Opens the Name Selection screen.
Mame
L oad Brings up the information into the
o Write/View screen t work the trigger.
Trigger Reloads the trigger list.
Refreshes the screen.
Refresh

1. The first step is to review the information in the view screen. To enlarge the View

portion of the screen, click the small green maximize view icon =, Scan through the
information, then click the maximize view icon again to make the view screen smaller.
2. The second step involves documenting the nurse’s note. If desired, enlarge the Write

screen by clicking on the small blue maximize write icon (&,

3. Document the notes by working from left to right.

4. When finished documenting on that triggered area, click the next trigger that has a
green checkmark. The checkmark next to the trigger previously worked will now turn
Red, indicating that it has been completed.

e To load the new trigger, click the Load icon above the trigger list. Document
following the steps outlined above.

5. Click onto Name to switch to a different resident.

6. Click the Exit button to return to the Nurse Access screen.

Chart Review Buttons

View Chart

The View Chart button allows the user to review selected information. Select the desired
resident(s), click either Topic or Task, and select the desired Section/Topic or load the
desired Task. Then click Go. To narrow the dates for review, click the Control button at the
top of the View screen, enter Start and End dates, and click OK and Go. The View screen may
be printed by clicking on the Print button located under the More option. Click Exit to return
to the Nurse Access screen.

CNA Review

The CNA Review button loads a selection window showing the CNA charting tasks. Select the
desired name(s) and OK, and then the desired task(s) and click OK. This will display all
charting completed on that shift or in the past one day. Click the Exit button at the top of the
screen to return to the Nurse Access screen.



Wiew Entries Tasks @

Task Hame

CH& Charting [pazst 1 day]

CHA Shift Beviews Ak [1 Day]
CHa Shift Reviews Might [1 Day]
CHA Shift Beview PM [1 Day]

Load ] ’ Cancel

Shift Report
The Shift Report button will bring up another screen for the user to select particular blocks of

charting to review. Select the button for the shift or time range you wish to review charting
for. Select the residents whose charting you wish to review, and click OK. Click the Exit
button at the top of the screen to return to the Nurse Access screen.

Incompletion Reports
Click one of the CNA Incompletion Reports button and select the report you would like to

run. Select the resident(s) you would like to run the report on. Click OK. The Incompletion
report will load. The incompletion report will load. Click the arrows to move forward and
backward pages of the report if it is multiple pages. Click the printer icon if you would like to

print the report.

CNA AM SHIFT: "DAILY" INCOMPLETION REPORT Page 1
= =
= = -
) S H
o L =] ° £ 3 c £ =) 3
) ] £ o
© £ = |9 o | s 12 12 (8 (8 [ |2 IS |5 |8 |«
£ 5 ° c = ° B = = > > @ T o = e e
G o 4 8 s 5 > S S ° ] o S S = 5 c
z 4 m [ w = & s s = = o) > » o A @
Morris, Luke J 103-1 X X X X X X X X X X X X X X X
1 1 1 1 1 1 1 1 1 1 1 1 i 1 1 1 1

Other Buttons
Other buttons in the Nurse Access Screen will allow the user to view, document, and edit in

other areas of the chart. For specific information regarding using the buttons titled Physician
Orders, Edit CNA Flow Sheets, and Care Plans please refer to handouts specifically regarding

these areas.



Nursing Reports
Clicking the Nursing Reports button brings the user to a Reports Access screen:

Immunization
Record

Blood Glucose

Nurse Menu
Levels

Coumadin
Tracking

Discharge Med
List

Intake/ Output
Totals

Status

Blood Glucose Levels

Clicking the Blood Glucose Levels button runs a report on selected residents showing blood
glucose levels for the chosen time period. The user may print using the Print icon at the top
of the screen. Click the Exit button at the top of the screen to return to the Reports Access
screen.

Coumadin Tracking

Clicking the Coumadin Tracking button runs a report on selected residents showing the
Coumadin order and associated lab results for the chosen time period. The user may print
using the printer icon at the top of the screen. Click the Exit button at the top of the screen to
return to the Reports Access screen.

Discharge Med List

Clicking the Discharge Med List button runs a report on selected residents showing the
discharge medication orders for the resident. This report may be used for medication
teaching or at the time of discharge from the facility. The report may be printed using the
printer icon at the top of the screen. Click the Exit button at the top of the screen to return to
the Reports Access screen.

Intake/Output Totals
Clicking the Intake/Output Totals button runs a report on selected residents showing the
intake and output charted by Nurses and/or Nursing Assistants for the past week. The user
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may print using the printer icon at the top of the screen. Click the Exit button at the top of the
screen to return to the Reports Access screen.

Immunization Record

Clicking the Immunization Record button runs a report on selected residents showing the
immunizations documented under Nurse Charting. The report may be printed using the
printer icon at the top of the screen. Click the Exit button at the top of the screen to return to
the Reports Access screen.

Nurses Notes

Clicking the Nurses Notes button runs a report that shows the documentation of nurse’s
notes. You will first be prompted to select a time period or date range for which to run the
report. The report may be printed using the printer icon at the top of the screen. Click the
Exit button at the top of the screen to return to the Reports Access screen.

SBAR

Clicking the SBAR button generates a listing of all SBAR forms that have been filled out on
the selected resident(s). The user must first select a form that they'd like to view. It can be
printed by clicking American Data-ECS>Print. Click the Exit button at the top of the screen to
return to the Reports Access screen.

Status Summary

Clicking the Status Summary button runs a report that shows the resident’s code status,
most recent set of vital signs, allergies, diagnoses, new physician orders (past 7 days),
weight/vital changes (past 7 days), nurses notes (past 7 days), meal intake (past 7 days), and
fluid intake (past 7 days). The report may be printed using the printer icon at the top of the
screen. Click the Exit button at the top of the screen to return to the Reports Access screen.

Lab List

Clicking the Lab List button runs a report that shows all labs that are due today. This is based
on the physician order entries completed for lab orders. The report may be printed using the
printer icon at the top of the screen. Click the Exit button at the top of the screen to return to

the Reports Access screen.

More Reports

Clicking the More Reports button will display a list of all the reports available to the user.
Highlight the desired Report(s), select Start/End dates if desired, and click OK. The report
may be printed using the printer icon at the top of the screen. Click the Exit button at the top
of the screen to return to the Reports Access screen.

Schedules

The Schedules button will take the user to the schedule access screen. Click into any of the
View options to see that specific schedule. Scroll down and scroll over to view the entire day.
Double-click the box with the appointment to view details of that appointment. Change the



dates viewed by clicking on the Day/Week/Month/Year buttons at the top of the screen, or
by clicking the forward and back arrows by the Now button. Click the Exit button at the top
of the screen to return to the Nurse Access screen.

EAmerican Data - ECS =+ .
‘ Toolbar ‘ Easy - [SNF Schedule Access] | View Schedule 53 |

@[S 2 || control | Tasks | Write |ViewWord View Topic| Reports |Next Opening|  Exit
Topic ||Schedule / Activity Schedule / All - | List | Day Week |Month| Year | <3|Now = Thursday - December 14, 2017
Provider [ In-House Visits, (Schedule) with Client M Anderson, Charlene + Show &ll CheckIn Done

Care Conference,

In-House Visits, Out O Fadiity Appts, Transportation,
PT, (Schedule) SLP, (Schedule) QT, (Schedule) (Schedule)

(Schedule) (Schedule) (Schedule)
06:00am Work Hours (set length) Wark Hours (set length)

Time Activities, (Schedule) Feauty Shop, (Schedule)|

06:15am
06:30am
06:45am
07:00am Adams, Suzanne C
07: 15am fs"}“ T
07:30am

07:45am

08:00am | Work Hours (Shrs) Zirbel, Brooke E Maynard, Joseph 5 Work Hours (Shrs)
08:15am fon

08:30am Madison, Caroline A Morris, Luke 1 Care

D3:45am e

09:00am Edwards, |Edwards, |Maynard, Josephs | Wikson, Beth A | Work Hours (setlength)| Work Hours (3hrs)

Einstein, Albert

09:15am
09:30am Monroe, Alexander
09:45am ———
10:00am Hershey, Darlene Adams, Sutzan've C Brown, James R Trim

10: 15am Einstein, Albert < Russell, Carrie Spa
Tt Treatment (30 min)

Edwards, Jack C Self
Care Mangement Trg

10:30am Everdeen, Katniss
10v5m Hot/Cold Packs

11:00am Adams, Suzanne C

11:15am
11:30am
11:45am

L

12:45pm

01:00pm Zirbel, Brooke E Gait
01:15pm

01:30pm Einsteir [Maynar|Edward|

01:45pm
02:00pm
02:15pm

02:30pm Zetk,
02:45pm

03:00pm

Cleaning, Supplies, and Maintenance Buttons

The Cleaning, Supplies, and Maintenance buttons may be used to document information
regarding supplies used for a resident, or to request housekeeping or maintenance services.
Information documented under these screens is not considered part of the resident’s medical
record, and can be set up to send the entry to the required staff.

Internal Memo

Write Internal Memo

1. Click on the Write Internal Memo button.

2. Once in the Internal Memo topic, the user will be presented with a pop up that states,
“This task has clients associated with it. Do you want to override your currently
selected clients?” Always click Yes. (Messages written in this topic most likely will not
have anything that belongs in their medical record, which is why a fake client is
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created to attach to this Internal Memo task so that all the messages written are on the
fake client's record.)

3. Document the message to be sent.

4. Make sure to select to whom the message will be sent. The user can choose a user
group(s), or click pick user on Save for a user list to pop up once the entry is saved;

the user can then select the individual(s) to whom the message will be sent.

Part 2: Wound Nurse Access

Clicking the Wound Nurse button opens the main Wound Nurse Access screen.

Wound Nurse Charting Chart Review Reports PUSH Graphs
Weekly Wound
. Wound PUSH Scores | PUSH Scores
Main Menu e Care Plans Repg;ts(}l\nult Area 1 Area 6
Weekly Wound| - New Wounds PUSH Scores | PUSH Scores
Note Due HLET by Unit Area 2 Area 7
Skin/Feet Wound Graph | | PUSH Scores | PUSH Scores
Condition by Unit Area 3 Area 8
Braden Braden Scale PUSH Scores | PUSH Scores
Assessment Report Area 4 Area 9
; PUSH Scores | PUSH Scores
Skin Care Plan| More Reports Area 5 Area 10

Wound Assessment

Clicking the Wound Assessment button opens a Write screen in the Nurse Charting topic
Wound Charting. Enter information, working from left to right in the documentation screen.
Specify between a pressure injury, wound, or a daily progress note. If completing charting
for pressure injury or a wound, use a separate Area question word for each problem. Make
sure to document from start to finish through the screen for each Area documented. Clicking
the Save button at the end of the screen will save the entry and return to the Wound Nurse
Access screen.
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Wound Charting Write screen

EAmerican Data - ECS

Name(s) | 4 I Edwards, Jack C

E

Exit

Wound Charting

Save

* View PUSH Scores

[Tm:lbar [ Easy - [Wound Nurse Access] | write © |

- b

Weekly Summary

| VENOUS /ARTERIAL ULCER:

Sign

* View Current Skin Treatments | no venous or arterial ulcer

Topic(s) | 4 Nurse Charting / Wound Charting / All

PRESSURE INJURY:

ne pressure injuries

'[PRESSURE INJURIES ON ADMIT: |

no pressure injuries en admit

Determination of Risk

PRESSURE INJURY RISK:
Select all that apply:

Clear

Maore...

Late Entry

Time:

[vennus ulcer, partial thicknes

pressure injury (stage 1)

pressure injur (stg.1) on admi

has stage 1 or greater injury,

[ venous ulcer, full thickness

pressure injury (stage 2)

pressure injur (5tg.2) on admi

has scar over bony prominence

arterial ulcer, partial thick

pressure injury (stage 3)

pressure injur (Stg.3) on admi

has non-removable drsg/device

arterial ulcer, full thickness

pressure injury (stage 4)

pressure injur (5tg.4) on admi

skin assessment tool used,

[ unstageable - non-remove drsg

unstageable - non-remove drsg

clinical skin assessment done,

[ unstageable - slough/eschar

unstageable - slough/eschar

None of the above risk determ

[ unstageable - deep tissue unstageable - deep tissue }

Edit Ful
Site 1 North 108-1
Skin: Apply a new ace elastic bandage and gauze LOCATION: on right arm(s) where open
scab is located twice a day AM HS

Go Mare...

Exit Tasks Date To Control et

EC Edwards, Jack C 03/26/1923 94 Yrs
H10/03/2014 03:28PM HDC TREATMENT:

Mame(s) |«  Tapic Date From

ADMINISTRATION administer until healed
INSTRUCTIONS: L
Ho7/25/2014 01:59PM HDC TREATMENT: Skin: Apply transparent dressing LOCATION: left arm(s) two times per week Tuesday
Thursday Midday
ADMINISTRATION administer until healed
INSTRUCTIONS: e

Weekly Wound Note Due

The Weekly Wound Note Due should be run on all residents each week. It will display any
resident’s that have a pressure injury or wound that has not yet had charting completed on
the healing progress in the past six days. To see which residents trigger for this charting,
click the arrow to the right of the resident’s name. It will flip through all names and only stop
on those who do require this charting. Complete charting and then click the arrow to the
right again to go to the next resident.

1m]] Mame Trigger
\a Load Refresh
= Adams, Suzanne C =k

Selected Items
>~ Wound Murse - Weekly Wound C
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Weekly Wound Report (Mult Res)

The Weekly Wound Report button runs a report on selected residents showing the
documentation related to wound development and healing. The report may be printed using
the printer icon at the top of the screen. Click the Exit button at the top of the screen to
return to the Nurse Access screen.

PUSH Graphs

The PUSH Graph buttons will display the Graph reports list. Select the desired PUSH graph
for the resident’s wound areas. The report may be printed using the printer icon at the top of
the screen. Click the Exit button at the top of the screen to return to the Nurse Access screen.

These graphs will only work if you use the PUSH scoring tool when documenting pressure
injuries.

Part 3: Restorative Nurse Access
Clicking the Restorative Nurse button opens the main Restorative Nurse Access screen.

Restorative Write PROM | Write Walking Weekly Minute

wE T 0T Assessment Plan Plan Totals
bl Write AROM | Write Dressing Minutes
Restorative
. Plan Plan (Calender)
Mursing Plan
Write Splint/ Write Eating
Brace Plan Plan
Write Bed Write
Mobility Plan | Frosthesis
Plan
Write Write
Transferring | Communication
Plan Plan
Write Other
Plan
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Restorative Assessment

Clicking the Restorative Assessment button opens a Write screen in the Nurse Charting
topic Restorative Nursing Assessment. This screen may be used to document regular notes
regarding the restorative nursing program. Follow the instructions above to enter
information, working from left to right in the documentation screen. Clicking the Save button
at the end of the screen will save the entry and return to the Restorative Nurse Access screen.

View Restorative Nursing Plan

The View Restorative Nursing Plan button will open a view screen to display the restorative
nursing orders for the selected residents. Orders may be reviewed and edited from this
screen (see Editing Nurse Charting below). The screen may be printed if desired using the
print button at the top of the screen. Click the Exit button to return to the prior Nurse Access
screen.

Write (Restorative Nursing Program) Plan
The buttons on the right of the screen will open Write screens for the restorative nurse to
write nursing restorative orders.

Example: Select a resident, and click the Write AROM Plan button. Another screen appears
to document the order:

RNA AROM Write screen

Name(s) | 4 [ Einstein, Albert = P| | Topic(s) | 4 CNAfRNA-AROM/All - b

RNA/AROM Order

Bxit

Save [ACTIVE ROM: A View Data (Calendar,
o _ LUE - 1x/day - 1x/wk. Increase range of motion

Clear RLE LLE [10reps 2x/day AM2| 2x/wk.
More... Neck Shoulder 15reps 3x/day AM3 3 x/wk. Increase strength

R Wrist L Wrist | 20 reps | 4x/day - 4 x | wk. Maintain strength

R Hand L Hand Sxiday [PM 2 | Sx/wk. |
Fingers Gxiday PM3 | 6x/wk.
R Ankle L Ankle Txiday | NOC | every day
R Elbow L Elbow

R Knee L Knee

Prevent decline in strength

R Hip L Hip
1 " |
ACTIVE ROM: RUE 5 reps 2x/day AM PM 5 x / wk. Monday Tuesday Wednesday Thursday Friday
GOALS: Prevent decline in ROM

Click the View Data (Calendar) button to save the order and view a calendar showing the
dates the order will appear on the Restorative Aide assignment:
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Calendar Screen

Calendar

Exit Conkrol G0 Export | Print [Ty Name Month |December < = | Year 2017 | [C]view Reports Anakyze | Legend

Name Topic Event Totals |1 2|3 4 |5 6 7|8 9 10 1112 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 AN
Einstein, Albert RMNA - AROM AMI1 12 L 4 X N N X X X N N XN X

RNA - AROM PM1 12 X X X X X X X X X X X X
TOTALS:

RMNA - AROM AMI1 12 1 1 11 1 1 1 1 1 1 1 1

RNA - AROM PM1 12 1 1 1 1 1 1 1 1 1 1 1 1

Click the Control button to see a different range of dates on the Calendar. Click the Exit
button to return to the prior screen. Click the Exit button again to return to the prior Nurse
Access screen.

Part 4: Nurse Supervisor Access

Clicking the Nurse Supervisor button opens the main Nurse Supervisor Access screen.

Internal

Nurses Sup.

Access Daily Tasks Scheduling Memo To Do List
. Current - Write Internal Add/Edit To Do
Main Menu 24 Hour Repol Infections View Chart QA Reports Scheduling Memo List
Resident/
10ayChart | Risk Review | | View Reports Family
Concerns
DON Incident | oot Audit 02 Tanks
Review
New Order RUG Forecast Status
Review Tasks Summary
Quality
i I::hy§ e Intake Totals Measure
osign Reports
Daily Tasks

24 Hour Report

The 24 Hour Report button will open a view screen to display all nurse charting in the past
24 hours for the selected residents. The screen may be printed if desired using the print
button at the top of the screen. Click the Exit button to return to the prior Access screen.

1 Day Chart Review

The 1 Day Chart Review button will open a view screen to display all charting in the past 1
day for the selected residents. The screen may be printed if desired using the print button at
the top of the screen. Click the Exit button to return to the prior Access screen.
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DON Incident Review
The DON Incident Review button will open an electronic Cosign screen displaying all of the
incidents on the selected residents which require a DON cosignature.

Mame(s) | 4 E Marris, Luke = | Tasks | DOMIncdentReview Sign  SignAll | Change | Remove | Dates | More... Save Exit
Room 103-1 Option 3

Physician Dr. Jack Cameron Option 4 Dec

Entries [Titie[14]

Morris, Luke J Room:103-1

05/17/2016 INCIDENT TYPE: fall LOCATION: shower/tub RESIDENT POSITION: lying left MENTAL STATE: normal for resident ACTIVITY

AT THE TIME: transferring EQUIPMENT INVOLVED: shower chair INJURY: no apparent injury moves all extremities DID RESIDENT HIT

HEAD? no FIRST AID: none needed POSSIBLE CAUSE: slid from chair STAFF INVOLVED: CNA WITNESSES: staff name: SuzanneNEURO
CHECKS: pupils equal, round, and react to light and accomodation (immediately after) bilateral hand grasp firm PHYSICIAN DON
NOTIFICATION: physician notified Dr. Jack Cameron FAMILY NOTIFICATION: family notified son, George Baker ACTIONS: continue to
observe TEACHING DONE: safe use of assistive device, SHIFT: AM shift DAY OF WEEK: Thursday DATE OF INCIDENT: 05/12/2016 TIME

OF INCIDENT: 03:16PM **written by Burk, Heike E RN**

Click in the box under the date to enter the user’s initials and cosign the entry. Incidents may
be reviewed and cosigned all at once using the Sign All button at the top of the screen.
When finished, click Save and then Exit button to return to the prior Access screen.

New Order Review

The New Order Review button will open a view screen to display changes in physician
orders for the selected residents. Only orders that have been changed within the past one
day will display on this view screen. The screen may be printed if desired using the print
button at the top of the screen. Click the Exit button to return to the prior Access screen.

RN Phys Order Cosign

The RN Phys Order Cosign button will open an Electronic Cosign screen displaying all of the
physician orders on the selected residents which require a nurse'’s co signature. This
functionality is used if the facility requires an RN to sign off on Physician Orders that are
transcribed by LPNs/HUCs.

Click in the box under the date to enter the user’s initials and cosign the entry. Orders may be
reviewed and cosigned all at once using the Sign All button at the top of the screen. When
finished, click Save and then Exit button to return to the prior Access screen.

Current Infection

The Current Infections button opens a View screen showing any unresolved infections that
have been documented on the selected residents. To resolve an infection so it no longer
appears on this view screen, the user must use OUTCOME word appended onto the existing
entry.

Risk Review

The Risk Review button will open a view screen to display all charting related to Falls,
Wounds, Weight Loss, and Physician Orders for the selected residents. The user will be first
prompted to select a date range, if desired. The screen may be printed if desired using the
print button at the top of the screen. Click the Exit button to return to the prior Access
screen.
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Chart Audit

The Chart Audit button will prompt the user with several different report options. These
include Admission, IDT Assessments, Nursing Assessments, Quality Checks, and Therapy. To
run just a select group of the reports, use the CTRL key on the keyboard to highlight the
reports interested in. If wanting to view them all, leave them all highlighted and click Load.

Quality Audits Report (one part of the Chart Audit)

Quality Audits
( X = Incomplete items found within the residents chart)
Date: 12/14/2017

n o =
& 3 n ==
slel_|29|=|7|la]|o |2
>2lwla |S |2 |ale|e
g g = — =] 'E [==] 8
w | = al= a @ le | |o
e sl |38 [=2[2]|2(|2|e |2
@ 2|22 |8 Tl | = |Q
5 | £ TSIz |® |2 |~
al|z]|8 |8 = |Ss|lol@2le|= |=s
= E|o o o = |l= | &
o | £ o|e . le |l m
(] = c = = b= — 5 w |0 [11]
= |3 ||l || |=|E5E|o |
E|l2lE|2|lo e =2 |2|=Z |=
@ ZE|E|IE|= |2 |Z2|=|= |@ |- '
W = - o _—
E o Z|=|= S - <
o o c | 2 o m |0 g wn = | Z |Z
=z F |od | |o | |= o |5 |O |O
Edwards, Jack C X| X X X
Einstein, Albert X | X| X X X
Hershey, Darlene X X X X
Jefferson, Thomas X| X X X X
4 3|1 3] 4 4 4

Rug Forecast Tasks

The RUG Forecast is a reporting capability that can display real-time information related to
state and federal RUGs/CMIs, Therapy days/minutes, Medicare Days, and ADLs. Thisis a
powerful tool that can assist you with planning assessments, identifying best reference dates,
and tracking and monitoring therapy and Medicare days.

When clicking on the RUG Forecast button, the user will be presented with the RUG control
screen. Select a Task or specific RUG items. Narrow down the date range and select
residents. Once finished selecting all items, click OK to run the report.
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12/12  12f13  12/14  12/15 1216  12/17  12/18

Edwards, Jack C RUG (Calendar Z0100) CDh1 co1 CDh1 co1 CDh1 co1l CDh1
RUG (Z0100) PAl PA1l HD1* HD1* HD1* HEd* RHC*
CMI: Z0100 1 1 36 36 36 36 45
COT Observation Period 4 5 6 B : 2 3
Possible Reference days Tue Wed Thu Fri Sat Sun Mon
MC Days i] 0 i] 0 a 0 i]
MC Days Left a 0 a 0 a 0 a
RUG {Calendar Z0200) SE2 SE2 SE2 SE2 SE2 SE2 SE2
RUG {Z0200) PAl PA1 CC1* CCl RMC RMC™* RMC
CMI: 20200 0.749 0.749 1.663 1.663 2.051 2,051 2.051
ADL a 0 14 14 14 14 14
Therapy Days: OT ] 0 1 2 3 4 5
Therapy Days: FT ] 0 1 2 3 -
Therapy Days: SLP ] 0 ] 0 ] 0 ]
Therapy Minutes: Concurrent o] 0 o] o] u] 0 o]
Therapy Minutes: Group i] 0 45 92 138 1358 134
Therapy Minutes: Individual ] 0 107 214 244 274 381
Therapy Minutes: OT i] 0 30 60 30 120 150
Therapy Minutes: FT i] 0 89 177 189 189 277
Therapy Minutes: SLP a 0 a 0 a 0 a
Therapy Minutes; Total 0 0 119 237 279 309 427

Intake Totals

The Intake Totals button will display a report of any residents that have had fluid intake of
1500ml or less (within the past three days). If residents have had more than 1500ml, then
they will not display at all on this report. The screen may be printed if desired using the print
icon at the top of the screen. Click the Exit button to return to the prior Access screen.
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QA

QA Reports
QA Reports Falls Infections Pain Bx/Mood Skin Weights Re-hosp. Other
. . Weight Loss Quality .
) Fall Graph (past| | Infection Graph Pain Graph Bx/Mood Graph| | PU Graph {past Incident
Main Menu month) {past month) (past month) (past month) month) Graph {past INTERACT Measure Calendar
month) Reports
) . Weight Loss .
Fall Graph (past| | Infection Graph Pain Graph Bx/Mood Graph| | PU Graph (past Fallincident
year) (pastyear) {past year) {past year) year) Grapy (past QA (Ganges) | Grapng
Antibiotic Use o Antipsychotic | | Weekly Wound | | Weekly Weight Average Incident Types
R (past year) A'“"!' Med List Charting Graph Length of Stay (Graph)
Calendar
P PRH PR View Familyl | Fallincident
. Pain Review . Skin Review Food Intake .
Infection Detail - Psychotropic - Resident Summary
EPR Calendar EPTE) R Concerns Report
) Psychatropic Monthly Weight Write Internal
Infection Types Drug Graph Tracking View Reporis Memo
Psychatropic Monthly Weight
Med Report Graph
Psychotropic
Meds (MAR)
Behavior
Review
{Charting)

Resident/Family Concerns

When clicking the Resident/Family Concerns, the user is presented with a documenting
screen which is only found within the Quality Assurance module. This allows the user to
document any concerns presented to them by residents or family members. Any progress or
notes made on these can also be documented within here. Click Save at the end of the
screen to save the entry and exit back to the access screen.

Part 5: Infection Control Nurse Charting

Clicking the Infection Control button opens the Quality Assurance>Infection Control
documenting screen. This is where anything related to infections can be completed. Once
an infection is resolved, the user will need to click the original entry in the view portion of the
screen and select Edit>Append. They will then select OUTCOME and document what the
outcome is as well as the Date Resolved. This will then clear the infection off of the Active
Infection view task. Click ~Print Infection Control Log to view all of the infection control
tracking.
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‘o Adams, Suzanne C 03/26/1923 94 Yrs F Site 1 West 2041
"Z12/14/2017 12:46PM HDC ORIGIN OF INFECTION: healthcare acquired infection - this facility
SITE OF INFECTION: urinary

UNIT: C unit

LAB: urine culture and sensitivity
TREATMENT: oral antibiotic, repeat culture ordered,
ISOLATION: none

RISK FACTORS: none

REPEAT INFECTION? yes

DATE OF INFECTION: 12/14/2017
12:48PM HDC +OUTCOME: resolved

DATE RESOLVED: 12/16/2017

Part 6: Viewing, Editing, Printing Nurse Charting

View Nurse Charting
1. Click the View Chart button, Select name[s] and click OK.
2. Select more than one resident by holding the CTRL key on the computer keyboard
3. Click either the Topic or Task button:

e TOPIC is used to pick and choose folders. Click the Topic button and click the
appropriate folder(s). Select more than one folder by holding the CTRL key on
your keyboard, click OK.

e TASK s used to load a predetermined set of folders in a customized viewing
format. Click the Task button and select the appropriate task, click the Load
button.

4. If desired, click the Control button to select a start date and end date for
documentation to view, then click OK.

5. Click the Go button.

6. Click the Exit button when finished.

Edit Nurse Charting
1. Follow steps above for viewing information
2. Click the entry that needs to be edited. The entry will turn red. This is called ‘tagging’
the entry.
3. Click the Edit button.
Click the desired editing feature. Refer to the table below for editing features.
5. When using Append, DC and Explain or DC and Copy, make the desired change and
then click the Next button.
6. Click Go to see the changes.

&

20



Editing Function Example
Feature
Append / Append | Information is permanently Cosigning a student’s documentation
All attached to the entry; further
editing will not be able to be
done to the entry except to
discontinue
New A new, separate entry made in Not typically used when editing
the same topic area department notes. Can be used to
see where an entry was charted
Copy An exact copy of the entry is An entry was accidentally

made

discontinued and needs to be
made active again

Copy One (All) to
Other Resident[s]

An exact copy of the entry is
made and placed in another
resident’s chart

An entry was accidentally made in
the wrong resident’s chart. Use
ALL if more than one entry was
selected

Discontinue and
Append

Entry is discontinued and user
is taken to a Write screen to
document additional notes

An error was made in documenting
the entry and the user would like
to explain why the entry is being
discontinued

Discontinue and
New

Entry is discontinued, a new
entry is made in its place

Not typically used when editing
department notes

Discontinue and
Copy

Entry is discontinued, copy of
entry is displayed allowing
user to make changes to the
original entry

User forgot to use a button word
when documenting and would like
to ‘insert’ the word into the entry

Discontinue

Entry is discontinued

Not typically used when editing
department notes

Discontinue All

All highlighted entries are
discontinued for one resident

Not typically used when editing
department notes

Discontinue
Multiple Resident
Entries

All highlighted entries are
discontinued for multiple
residents

Not typically used when editing
department notes

Skip

Allows user to skip a highlighted
entry

Highlighted an entry that does not
need editing
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