Electronic Documentation in Horizon Expert Documentation

HED


Objective: The learner will demonstrate beginner proficiency in documenting on the EMR
I. Navigation of the HED system

 FORMCHECKBOX 
 Logging into the system

· Changing password

· Information Services Help Desk ~ 343-7855

 FORMCHECKBOX 
 Selecting patients (Census vs. Search)

· Alphabetizing columns 

· Patient Status (Active vs. Discharged)

· Patient Detail/Demographic Screen

 FORMCHECKBOX 
 Getting information about your patient

· Allergy button (allergy, no allergy info, NKA)

· Laboratory & Radiology result viewing

· Viewing previously charted information

· HSM Surgical Services Flowsheet

· Emergency Department Flowsheet

                   FORMCHECKBOX 
 Selecting tabs 

· “Show all” button & “Add selection” button

                   FORMCHECKBOX 
 Entering patient assessment information. (Vital sign tab used)

· Drop down boxes

· Significant button 

· Annotations (256 characters, do not use special characters, %, @)

· “Save”, then “Confirm” to save charting

· Save often (yellow check marks on tabs means unsaved data!!)

· Chart Star

       FORMCHECKBOX 
  Modifying or inactivating data

· Only the person who charted info can modify or inactivate info.

· Modified data will be noted in a parenthesis ().

· Inactivated data will be removed from the patients record.

                   FORMCHECKBOX 
 Copying data



· Unchanged data may be copied to the current entry. 

· Data copied becomes legal documentation of the person who copied it.  

                   FORMCHECKBOX 
 View charting 

                   FORMCHECKBOX 
 Vital Signs Practice
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II.  Charting

 FORMCHECKBOX 
 Review HED Charting guidelines 

 FORMCHECKBOX 
 Minimal Data Sets

 FORMCHECKBOX 
 Systems Review

· WNL definitions

· WNL except

· When pt problems are identified and documented under the SystemsRvw, they will flow to the POC. 

                   FORMCHECKBOX 
 Vitals/Intake & Output

· I&O documentation charted as an occurrence is NOT counted when cumulative I&O is done

                  FORMCHECKBOX 
 Nutrition (Nsg)

· Document of diet

· Tube feedings     

       FORMCHECKBOX 
 Environment of Care

· Armbands

· Falls 

· Restraints

· Infection Prec (education flows to POC>EducIntervention)

 FORMCHECKBOX 
 ADL

· “Delegated activities” nurse should verify care has been given

 FORMCHECKBOX 
 IV/Line

· IVs and Invasive Lines are documented 

· Transfusion information

                   FORMCHECKBOX 
 Pain

· Document 0-10 pain scale under vitals, will flow to Pain tab

· Pain assessment is documented every 8 hours

                   FORMCHECKBOX 
 Patient Events

· Chart items as needed

 FORMCHECKBOX 
  Plan of Care

· Initiated at time of admission; must be reviewed/revised by RN every 24 hours. LPNs follow and may add to the POC.

· Pathways/Protocols are initiated with a physician order set and serve as the POC

· Patient/Family Education

· Discharge Plan

      FORMCHECKBOX 
  Glucose Monitoring

· Test number corresponds with a specific time

· Insulin drips

· Make sure you document response to care

                  FORMCHECKBOX 
  Specimen/Procedures

· Point of care done at the bedside

· Procedures that require a “Time out “ with documentation
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