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A. Patient Name Banner
Verify the name BEFORE entering orders.
Click to view the Patient Information window containing buttons for:
View All Orders.
View Patient Information.
View Patient Allergies.
View Inactive Allergies.
View Patient Order Sets.
Run Med Interaction Checking.
B. ADC VAAN DISML
Displays current orders including those being entered during this session.
Grouped by category and then listed alphabetically by name.
Alerts and patient information are also listed within the categories.
To expand the ADC VAAN DISML to full screen, click in the Order Completer Pane (a.k.a. search box) and press the esc key on your keyboard. Click Close to return to the normal view.
Note: To view orders that have been canceled, completed, or discontinued, click the Patient Name Banner and then the View All Orders button.
Default view for providers and nurses is the ADC VAAN DISML display. Other options include:
Current order sheet display: Displays active orders, past orders due within the last 24 hours, held orders, and orders with pending actions.
Chronological display: Sorts new and active orders in reverse chronological order from the time and date of the order. Only new orders (entered but not yet final-accepted) and previous orders (active) display.
Fonts in the ADC VAAN DISML:
Blue: Order that has not been submitted for final-accept (saved).
Green: Final-accepted (saved) medication, IV fluid, and TPN orders.
Black: Final-accepted non-medication orders.
Red: Various alerts.
C. Order Source/Ordering Clinician Pane
Order Source defaults to Direct for a provider placing orders.
Ordering Clinician defaults to the name of the provider logged in.
Neither field may be changed by a provider.
D. Order Completer Pane (Search Box)
Used to search for orders and prompts.
Orders preceded by “ED” are for Emergency Department use only.
Do not use special characters such as & * @ \ ! | ” ; ’ ~ { or }.
E. Order Detail Pane
Used to select the order. May contain various types of order information such as:
Order search results.
Responses to prompts.
Instructions or information for specific orders.
Pharmacy warning messages (interactions, allergy warnings, contraindications, and prompts).
Bundled orders.
F. Expanded Information Pane (Prompt Box)
This pane displays:
Prompts that are answered to complete an order. RED TEXT indicates a REQUIRED prompt that must be addressed before proceeding.
Recommended default values (appear in green).
Instructions.
Literature link: Connects to PubMed.
HEORx & Order Costs: not used at this time.
Internet: opens internet browser window (security access dependent).
Allergies
A. Document an Allergy
Allergy information must be entered prior to placing medication or IV fluid orders. Nursing enters allergy information into Horizon Health Summary (HHS).
When needed, physicians may enter patient allergy information as a base order in CPOE. If drug allergies are not addressed, order entry may continue; however there will be multiple warnings indicating medications will not be screened for allergies. "No known allergy" or "Unknown" may be entered as appropriate.
Click the Allergies heading in the ADC VAAN DISML to display allergy orders in the Order Detail Pane (top right corner).
Select the allergy option in the Order Detail Pane (top right corner).
A list of codified allergens displays in the left pane.
The most appropriate allergen is selected from the list in the left pane.
If the allergen is not on the list, type in a free text allergen in the Order Completer Pane (search box) and press Enter. A minimum of 3 letters must be typed.
Select the allergen if it now appears in the ADC VAAN DISML.
Enter the Reaction.
Select the Severity.
The allergy information now appears in red font as a pending order in the ADC VAAN DISML. Additional allergies may be documented by repeating the process before submitting for final-accept. Begin by clicking the Allergies category heading.
Click done <F8>.
Click Accept Orders and Exit.
B. Document No Allergy Info
Click the Allergies heading in the ADC VAAN DISML.
Click allergy in the Order Detail Pane (top right corner).
Click No Allergy Info (top of the left pane).
Click done <F8>.
Click Accept Orders and Exit.
C. Document NKA
Click the Allergies heading in the ADC VAAN DISML.
Select nka in the Order Detail Pane (top right corner).
Click done <F8>.
Click Accept Orders and Exit.
Basic Order Entry
A. Medication
Type 2-3 letters of the name of the order in the Order Completer Pane (a.k.a. Search Box: bottom right corner of the window) and press Enter.
Click the desired order in the Order Detail Pane (top right corner of the window).
Address any Pharmacy warning(s) that may appear.
Read the warning message in the Order Details Pane (top right corner).
Address the warning in the Expanded Information Pane (a.k.a. Prompt Box).
Selecting an “override” option opens a follow up box where the override reason is entered.
Enter the order details:
Enter the Dose (required).
Enter the Route (required).
Enter the Frequency (required).
Enter the Priority (required).
Enter any other details that may be needed for the medication (i.e. indication).
Repeat steps 1-4 for additional orders.
Click done <F8>.
Click Accept Orders and Exit.
B. Non-Medication
Type 2-3 letters of the name of the order in the Order Completer Pane (a.k.a. Search Box: bottom right corner of the window) and press Enter.
Click the desired order in the Order Detail Pane (top right corner of the window).
Complete the order details that appear in the Prompt Box (center right section of the window).
The specific prompts that appear will vary depending on the order.
Most orders have predefined default values, which appear in green font, to help expedite the ordering process.
Additional options may appear beneath the default (green option) for use in lieu of the default.
Further instructions may also appear beneath the list of options.
If no options appear, this may be a free text field. Responding to the prompt is done by typing your response in the Search box (a.k.a. the Order Completer Pane) and pressing Enter (example: “Reason for Exam” for a cxr).
Every order must have a Priority and a Frequency specified.
Repeat steps 1-3 for additional orders.
After completing the order details click done <F8>.
Click Accept Orders and Exit.
Note: Final-accepted non-medication orders appear in black font in the ADC VAAN DISML.
Change the View in the Current Orders Pane
Click the ADC VAAN DISML display heading OR click the display <F2> toolbar button.
Continue clicking until the desired view displays.
Complain
Messages sent using the complain button are sent to the Nursing Analysts for follow up.
Click the complain <F7> toolbar button.
Type your message in the long comment box.
To promote more efficient follow up, you can enter both a first and last name and a contact phone number at the end of the message. Otherwise the message may not contain enough information for the analyst to make contact with the message sender.
Click Send the message.
Note: If you have a problem that requires immediate attention please call the Service Desk at ext. 7196.
Complex Medication Orders
Complex Medication orders consist of one or more orders that are linked together. Remember that no matter which complex order type is written, the process begins by entering the first order in the series.
A. Consecutive Order:
Used to order two or more medications that are to be administered consecutively. Unlike tapering doses, consecutive orders may be built for different medications and different routes.
Consecutive orders will have an 'L' preceding all of the linked orders in the ADC VAAN DISML.
Following the completion of the entire first order, the second order will become active. This pattern continues until all medications in the consecutive order build are completed.
Type 2-3 letters of the name of the first order in the Order Completer Pane (a.k.a. Search Box: bottom right corner) and press Enter.
Click the desired order in the Order Detail Pane (top right corner).
Complete the order details that appear in the Prompt Box (center right section of the window).
The Duration for the first medication must be specified now if it was not done while completing the order details.
Click the order in the ADC VAAN DISML.
Click modify.
Click the duration prompt (For how long) in the Order Detail Pane (top right).
Enter the duration.
Press Enter.
Click the pending order in the ADC VAAN DISML.
Click build Consecutive Order.
Type 2-3 letters of the name of the second medication in the Order Completer Pane (Search box) and press Enter.
Click the desired order in the Order Detail Pane.
Complete the order details that appear in the Prompt Box.
Enter another Consecutive Order appears in the Prompt Box once the order details for the second medication have been entered.
Click yes (default) to order another medication and repeat the process OR click no to end the process of building this Consecutive Order.
You can repeat step #4 to specify the duration of the second med if it was not done while completing the order details, if desired.
Click done <F8>.
Click Accept Orders and Exit.
B. Exclusive Order:
An exclusive order is entered for two or more medications but only one or the other is administered, not both. Exclusive orders can be identified by the "-or-" preceding a medication in the ADC VAAN DISML.
Type 2-3 letters of the name of the first order in the Order Completer Pane (a.k.a. Search Box: bottom right corner) and press Enter.
Click the desired order in the Order Detail Pane (top right corner).
Complete the order details that appear in the Prompt Box (center right section).
Click the pending order in the ADC VAAN DISML.
Click build Exclusive Order.
Type 2-3 letters of the name of the second medication in the Order Completer Pane and press Enter.
Click the desired order in the Order Detail Pane.
Complete the order details that appear in the Prompt Box.
Enter another Exclusive Order? appears in the Prompt Box once the order details for the second medication have been entered.
Click yes (default) to order another medication and repeat the process OR click no to end the process of building this Exclusive Order.
Click done <F8>.
Click Accept Orders and Exit.
C. Simultaneous Order:
Used when a medication needs to be ordered in combination with another medication so that the administration of the drugs is simultaneous. Orders are linked by a + in the ADC VAAN DISML.
Type 2-3 letters of the name of the first order in the Order Completer Pane (a.k.a. Search Box: bottom right corner) and press Enter.
Click the desired order in the Order Detail Pane (top right corner).
Complete the order details that appear in the Prompt Box (center right section).
Click the pending order in the ADC VAAN DISML.
Click build Simultaneous Order.
Type 2-3 letters of the name of the second medication in the Order Completer Pane and press Enter.
Click the desired order in the Order Detail Pane.
Complete the order details that appear in the Prompt Box.
Enter another Simultaneous Order? appears in the Prompt Box once the order details for the second medication have been entered.
Click yes (default) to order another medication and repeat the process OR click no to end the process of building this Simultaneous Order.
Click done <F8>.
Click Accept Orders and Exit.
D. Tapering Dose Order
Used to place two or more orders for the same medication that are ordered consecutively and administered in tapering doses. The duration of each medication in the taper must be specified.
Tapering dose medication orders will have an 'L' preceding all the med orders in the tapering relationship in the ADC VAAN DISML.
Type 2-3 letters of the name of the first order in the Order Completer Pane (a.k.a. Search Box: bottom right corner) and press Enter.
Click the desired order in the Order Detail Pane (top right corner).
Complete the order details that appear in the Prompt Box (center right section).
Click the pending order in the ADC VAAN DISML.
Click build Tapering Dose Order.
Click OK to the warning that appears about setting the duration for the previous order.
For order entry convenience, the default duration for most medication orders has been set to “until discontinued.” This poses a conflict for tapering orders because one tapering order must end before the next tapering order can begin.
Enter the order duration (For how long?).
Press Enter.
Click the pending order in the ADC VAAN DISML.
Click build Tapering Dose Order.
Enter the next tapered dose.
Complete the prompts that appear in the Prompt Box.
Enter another Taper Order? appears in the Prompt Box.
Click yes (default) to continue entering tapering doses OR click no to end the process of building this Tapering Dose Order.
If yes (default) is selected in the previous step, repeat steps 6-13.
Repeat the process until all of the desired tapering doses have been entered.
Once the last tapering dose has been ordered, click no when Enter another Taper order appears in the Prompt Box.
The last taper order duration must be changed so the patient receives the last dosing for the specified period. The order must be modified.
Click the last tapering order in the ADC VAAN DISML.
Click modify.
Click the duration prompt (For how long) in the Order Detail Pane (top right).
Click Yes to the warning that appears.
Enter the order duration (For how long?).
Press Enter.
Click done <F8>.
Click Accept Orders and Exit.
Corollary Orders
Corollary orders are suggested compliments to an order currently being entered.
Example: A diltiazem bolus is ordered and a corollary order for a diltiazem infusion displays as an additional order to consider.
Example: Vancomycin inj is ordered and a corollary order for the pharmacist to manage vancomycin therapy displays as an additional order to consider.
When the order is entered, the system will immediately display the corollary order(s) in the Order Detail Pane. Corollary orders will appear in the list regardless of whether or not there is an active order for the suggested item. There is no obligation to place the corollary order however, if desired, it can be selected from the Order Details Pane.
Ordering a corollary order is done by clicking the order name in the Order Detail Pane.
The order entry screens appear along with any appropriate warning messages.
The order entry process is completed as usual.
Cosign Orders
The Cosign button seen on the toolbar in HEO is only used by ED physicians. Non-ED physicians and ordering providers cosign orders via the Physician Portal and Patient Folder.
Critical Care Drips
Critical Care drip orders are placed using the critical care drips >> sub-outline, which is found in the critical care >> outline.
Click critical care >> in the Order Detail Pane (upper right corner).
Click critical care drips >>.
Critical care drips are organized by drug class.
Click the desired drip.
Predefined comments display in the Order Completer Pane (Search Box). The prompts vary depending on the medication being ordered. Prompts provide an opportunity to specify the starting rate, infusion rate and/or titration parameters. Responding to the prompts is required.
Complete the prompts and enter the order details.
Click done <F8>.
Click Accept Orders and Exit.
Delete a Pending Order
Click the pending order in the ADC VAAN DISML.
Click Delete.
Diabetic Care iForm
Insulin orders can be found several different ways including in the Medication outline and in the Diabetic Care iForm.
Click Diabetic Care iForm in the Order Detail Pane (top right corner).
Treatments and procedures, Consults, and Insulin orders appear at the top.
Options for Correctional Insulin appear at the bottom.
For Sliding Scale Insulin, the type of insulin can be selected followed by choosing Option A (Low Dose), B (Moderate Dose), C (High Dose), or D (Lets you create your own coverage).
Diagnosis
In order to meet Meaningful Use objectives, over 80% of all patients must have a codified diagnosis. The discharge diagnosis must appear as an active problem in the patient’s problem list. A codified discharge diagnosis is the single most important piece of information needed for Meaningful Use, as it determines the Clinical Quality Measure for which patient data is reported.
Adding diagnoses as they are identified represents Best Practice, because it maintains the list of active and current diagnoses.
A. Add a Diagnosis
Click the Diagnosis heading in the ADC VAAN DISML.
Click in the Order Completer Pane (Search box).
Type the name of the diagnosis, or the ICD code, and press the Enter key.
Each word in the diagnosis must be at least 2 characters long or a warning message displays.
Select the diagnosis from the pane on the left.
The vertical scroll bar may need to be used to view the full list.
Repeat the process for each additional diagnosis. Begin by clicking the Diagnosis heading in the ADC VAAN DISML.
After the diagnosis/diagnoses have been documented, click done <F8>.
Click Accept Orders and Exit.
B. Discharge Diagnosis
Refer to the Discharge Process section.
C. Label Primary Diagnosis
Click the diagnosis that is to be labeled as [primary] in the ADC VAAN DISML.
Click set as primary diagnosis.
Click done <F8>.
Click Accept Orders and Exit.
Discharge Process
The Discharge Process has been designed to guide you from step to step. Several tasks must be completed when discharging a patient.
Complete the Discharge Medication Reconciliation.
Document the Discharge Diagnosis.
Review the list of active diagnoses and inactivate those that are not applicable to the current admission.
Use the Discharge iForm to write the Discharge order and document the plan of care as well as the patient instructions.
A. Begin the Discharge Process
Click the D/C <F3> button.
Click the Discharge Orders button.
B. Discharge Diagnosis
Designate the Discharge Diagnosis:
Select option 1 if the Discharge Diagnosis is available in the active Diagnosis list in the ADC VAAN DISML and follow the prompts.
Select option 2 if the Discharge Diagnosis is not available in the active Diagnosis list in the ADC VAAN DISML and follow the prompts.
Once the Discharge Diagnosis has been selected the Manage Active Diagnosis iForm opens automatically.
C. Manage Active Diagnosis iForm
This displays a list of up to 20 diagnoses currently documented in the electronic medical record as active.
Select the diagnoses that are not applicable to this admission and click Inactivate Selected Diagnoses.
-OR-
Click Exit Without Inactivating if all of the diagnoses are still active.
Clicking either button opens the Discharge iForm.
D. Discharge iForm
Discharge Tab
Used to write the Discharge order and document the Plan of Care as well as the patient instructions.
Discharge Order:
Select the Discharge order.
Designate the patient’s destination in the To field.
Enter/Review Procedure Information
This is only to be used as a last resort to document procedures performed during this admission that were not documented prior to beginning the discharge process.
Clicking the check box triggers the Procedures screen to open so that you can enter documentation but this will not occur until after the orders in the iForm have been submitted.
Plan of Care
You are required to complete the Diagnosis/ Problem 1 field. This auto-populates with the Discharge Diagnosis that was previously selected.
The corresponding Goal field must also be completed. Clicking Other opens a free text field to the right where you can type the specific goal.
Selecting a goal also opens a list of universal instructions from which you must choose. If you try to submit the orders without completing the Diagnosis/Problem 1, Goal, and Instructions fields a warning message appears directing you to the missing field.
The remaining Diagnosis/Problem fields are optional and can be used as needed for additional free text entries. If more than three diagnoses need to be documented select Special Discharge Instructions and type them in the field to the right.
Follow-up Labwork and Diagnostic Studies
Clicking Follow-up Labwork and/or Diagnostic Studies adds instructions telling the patient to have labwork or diagnostic studies done following discharge. The actual orders for the specific labs or diagnostic studies must be written on a paper prescription and given to the patient
Diet
Placing a Diet order is a 2-step process.
Click the Diet check box.
Choose one or more of the diet options.
Instructions entered on the Discharge iForm are for documentation and patient instructional information only. They are not sent to the ordering department, and do not affect the inpatient care that the patient receives before being discharged.
Activity
Activity orders are also a 2-step process. Click the appropriate check box(es) and complete the type-in fields and/or use the drop downs to complete the instructions.
Follow up with
When completing this section be sure to specify the name of the clinician or group.
When designating when to follow up, use the number drop down in combination with the days, weeks, or months drop down.
The Date field should only be used if the exact date and time of the follow up appointment is known. The time can be changed by double clicking and typing in the correct time. If the date field is used, the date and time displayed
on the calendar will print on the patient’s discharge instructions
Warfarin Monitoring
Specify who will monitor the patient’s Warfarin dose.
Warfarin (Coumadin) Monitoring: Click this radio button if you intend to monitor the warfarin dosing in your office, free-text the instructions, and specify the period of time.
Refer to Bayhealth Anticoagulation Outpatient Clinic: Click this radio button if you want the Bayhealth Anticoagulation Outpatient Clinic to monitor the dose.
Home Health
Click the Home Health check box.
The Face to Face encounter form is used to document why the patient needs in-home care and must be completed in order for Home Health agencies to receive reimbursement.
PHYSICIAN OR NPP CONDUCTING FACE TO FACE ENCOUNTER: Type the name of the physician or non-physician provider that conducted the actual Face to Face encounter.
PHYSICIAN RESPONSIBLE FOR SIGNING THE ENCOUNTER: Type the name of the physician.
DATE ENCOUNTER VISIT OCCURRED: Defaults to the current date but can be changed by clicking the field to display a calendar. The correct date can then be selected.
PRIMARY REASON(S) FOR HOME HEALTH CARE: Auto-completes with the Discharge Diagnosis. This can be deleted, if necessary, or additional information can be typed in up to a maximum of 255 characters.
I certify that, based on my findings, the following services are medically necessary home health services (select one or more): Select the required services.
My Clinical findings support the need for the above home care services…
Check all clinical findings that support the need for the selected home care services.
Certification Section: When completing the certification section, choose the sentence or sentences that apply and use the drop down to select the appropriate detail. Choosing “Other” opens a fill in the blank field for a free text entry.
When the Home Health Care Face to Face Encounter form is printed it contains an electronic signature. The name that displays is pulled from the “Physician Responsible for Signing the Encounter” field.
Stroke Tab
The 3 remaining tabs on the Discharge iForm are designed for specific patient types in order to help meet Meaningful Use or quality measures.
Palliative Care is the only exclusion reason for Stroke Clinical Quality Measure Exclusion.
Selecting any reason for not prescribing from any of the 3 drug categories automatically checks that the medications listed have not been ordered at discharge.
The reasons for not prescribing anticoagulation at discharge only apply to patients with atrial fib or flutter or a history of PAF.
Heart Failure Patients Tab
The heart failure patients tab contains a section for Ejection Fraction information.
A reason or reasons why ACE Inhibitors or Beta Blockers can also be selected if applicable.
Acute Coronary Patients Tab
When using the Acute Coronary Patients tab, selecting any reason for not prescribing a statin or aspirin automatically checks that it is implied that the medications listed have not been ordered at discharge.
Click Submit Orders after all orders, instructions, and documentation have been written.
Click done <F8>.
Review all of the information.
Click Accept Orders and Exit.
The discharge instructions display beneath the Admission category in the ADC VAAN DISML preceded by the word discharge.
Documentation displays beneath the Miscellaneous Orders category.
Discontinue an Individual Order
Click the order in the ADC VAAN DISML.
Click Discontinue.
The provider must designate a Discontinue Reason if this is a telephone or verbal order.
Follow the directions in the Expanded Information Pane (a.k.a. Prompt Box) for when to discontinue the order.
Click done <F8>.
Click Accept Orders and Exit.
Discontinue Orders at the Current Date/Time
Click the D/C <F3> button on the toolbar.
Click the Discontinue Orders button.
Used to select one or more orders to discontinue at the current date/time. This dialog box cannot be used to discontinue orders at a future date.
Click the check box beside all orders to be discontinued or click the Select All button if all orders are to be discontinued simultaneously.
Click the Discontinue selected orders button. The provider must designate a Discontinue Reason if this is a telephone or verbal order.
Click done <F8>.
Click Accept Orders and Exit.
Display a List of All Orders
Type ?0 in the Order Completer Pane (a.k.a. Search Box) and press the Enter key.
A full view list of all orders displays in reverse chronological order along with the Status of each order and the End date.
Dose Calculator
If an attempt is made to place a weight based medication order and no patient weight has been documented in the system, a warning appears after choosing a formula option from the Prompt box.
The message informs you that a patient weight of zero will be used in the calculation.
Click OK to continue.
Click Dose: 0 MG in the Order Detail Pane (top right).
This activates the option for Dose Calculator in the Prompt box.
This feature can only be used for simple dose units such as mg, ml, units, etc. It cannot be used for rate based units such as mg/kg/min, or mg/min, etc.
Click the Dose Calculator link in the Expanded Information Pane (Prompt Box: center pane on the right).
Select the value to be used in the dose calculation: Patient Dosing Weight or Patient Body Surface Area.
Enter the weight or BSA in the appropriate field if necessary.
Note: If a weight or BSA has been documented for the patient, one or both of these fields may be completed automatically when the dose calculator opens. The number can be accepted or changed as needed.
Select how the dose is to be calculated:
Per Administration Calculation: This radio button is chosen by default. The field is completed by entering the dose unit. Selecting a rounding table is optional.
Per Day Calculation: The radio button must be manually clicked to choose this option. The field is completed by entering the dose unit and selecting a frequency from the Divided field. Selecting a rounding table is optional.
Click the Calculate button.
Click the Accept button.
The calculated dose appears in the Order Completer pane (Search box in the bottom right corner). Press the Enter key on the keyboard.
Complete any remaining order details.
Click done <F8>.
Click Accept Orders and Exit.
Draft Orders
Public Draft orders are used when a physician or clinician is writing orders, gets interrupted, and is unable to complete the order entry process. The pending orders can be saved as a Public Draft and completed at a later time instead of letting HEO time out. Public Draft Orders can be viewed and managed by any HEO user.
A. To save orders as Public Draft orders:
Complete the order entry process for the current order.
Click done <F8>.
Click Save Draft and Exit.
The name of the clinician entering the order(s) and the current date/time displays as the name for the Draft Orders.
Click Save as Public Draft.
Save as Public Draft makes the orders available to anyone to playback at a later time.
Save as Private Draft limits the order playback to only the clinician who originally entered the orders.
You are then returned to the Physician Portal.
B. To retrieve Draft Orders:
Open the CPOE portlet for the patient
Click Enter Orders.
Click OK.
Respond to the HEO Message, Draft Orders exist for this patient.
Clicking OK bypasses the draft orders and opens HEO for entry of new orders.
Clicking Manage Draft Orders opens a window where the Draft Order is selected by clicking the radio button.
If there is more than one set of draft orders, verify that the correct radio button is selected.
Choose a button:
Playback: Playback the orders to the HEO Order Screen as pending orders. The start dates/times of the pending orders have been automatically adjusted to the current date/time.
View Only: Displays a list of the pending order names (without details). Clicking OK closes the window and returns to the Manage Draft Orders dialog box.
Delete: Deletes the draft orders and closes HEO. A double check/delete confirmation message appears.
Close: Closes the Manage Draft Orders window and opens HEO.
Click Acknowledge to continue the order entry process.
The pending orders display in the ADC VAAN DISML.
Follow the regular order entry process.
Additions, deletions, and/or modifications can be made.
Click done <F8>.
Review of the orders is particularly important since the order entry process was interrupted.
The name of the clinician who is completing the draft orders displays.
Click Accept Orders and Exit.
Encounter Selection
Before writing any orders, it is important to choose the correct patient and verify that the correct encounter has been selected. Orders entered on the wrong encounter will not be processed!
A. Change Encounter: Patient on your patient list
Click the + to the left of the patient’s name.
The letter “a” appears to the left of all active encounters.
Click the patient’s name for the desired active encounter.
B. Change Encounter: Patient not on your patient list
Click the Pt Search Census portlet.
Enter your search criteria in the designated fields.
Click the Search button.
Click the Visits button to the left of the name.
When using this search method, the letter “a” does not appear beside active encounters.
Click the numeric link for the desired encounter in the Ext. Enc. ID column.
Exit Check
Exit Check is designed to obtain the name of the physician responsible for cosigning the midlevel's orders. Nurse Practitioners, Physician Assistants, Nurse Midwives and Nurse Anesthetists (all midlevel providers) will complete an Exit Check as part of the ordering process.
Midlevels with an exclusive collaborating physician will complete the ordering session by selecting the physician's name. All other midlevel providers will be prompted to search for the name of the cosigning physician.
Expand the Current Orders Pane to Full Screen
Click in the Order Completer Pane (a.k.a. Search Box).
Press the esc key on the keyboard.
Click the Close button in the bottom right corner to return to the normal view.
Final-Accept Button Options
After clicking the done <F8> button, 4 button options appear:
Accept Orders and Exit
Saves the orders to the database, generates and sends requisitions, and returns the physician to the Physician Portal.
Save Draft and Exit
Saves the order as a draft.
Modify Orders Do Not Exit
Returns to the order screen to modify an order or orders before again submitting for final-accept.
Exit Without Accepting Orders
Returns to the Physician Portal without saving any of the orders that were written.
Help Function
Click the help <F6> button on the toolbar.
Click the Display User Manual link.
Type a topic in the Search field on the left.
Click Go.
Click a search result from the column on the left.
Information displays in the space to the right.
Click the X in the upper right corner to close the Help function.
iForm (Order Set)
An iForm is an interactive form containing ordering and patient safety features that should be used when writing orders. They are “Best Practice” for order entry and should be your first choice when writing orders.
iForms are also time savers because you do not have to search for individual base orders and appropriate orders are grouped together. They have been created by experts from Bayhealth and reflect community standards.
The most frequently used iForms appear in the Order Detail Pane. Other iForms can be found by scrolling down and clicking “other iforms>>”. You should be able to use iForms or outlines for more than 80% of your work.
The General Admission iForm contains a majority of the orders that are typically entered on a new admission. The recommended workflow for an admitting physician is to use this iForm first, if appropriate, and then supplement with other order outlines and iForms as needed. Exceptions to this recommendation are OB and Peds, who have a specialty outline, and Surgery.
Click the desired iForm in the Order Detail Pane (top right corner).
A series of tabs appear containing orderable items that have been logically grouped together. The choice of tabs varies depending on the iForm.
Click the desired tab.
The active tab displays in blue.
Select the desired order(s) and complete the order details via:
Drop down box: Used to select from a pre-defined list.
Radio button: Used to choose only one item in a list of options.
Depending upon the response selected, follow-up fields may appear.
Check box: Used to choose one or more options.
Selections made using a check box may trigger follow up options.
Note: A red asterisk identifies required fields, which are hard stop fields. This means that orders cannot be submitted for final-accept until all required fields have been completed. A message appears when the Submit Orders button is clicked directing you to complete missing required fields.
An iForm can be used more than once to enter orders over the course of the patient’s admission. Because of this, logic has been built in so that the hard stop is removed after the first time the required fields are completed and submitted for final-accept.
Repeat steps 2-4 until all desired orders have been selected and the details completed.
Click the Submit Orders button to submit all selected iForm orders from all tabs to the order entry screen simultaneously.
Address any warnings/notices that may or may not appear in the Expanded Information Pane (a.k.a. Prompt Box).
Click done <F8>.
Click Accept Orders and Exit.
A. Admission tab
Patient Status Order:
A caption will appear containing any active patient status orders, along with the date and time of the order.
You must first discontinue an active patient status order before you can enter an identical order. A message appears if you attempt to enter an order for the exact same Patient Status prior to discontinuing the first order.
Clicking OK discontinues the existing order and places the new order. You will not see a change to the order in the caption until the new order has been submitted for final accept.
Clicking Cancel returns you to the iForm and cancels the duplicate patient status order.
You can enter a new order for a different patient status, if desired.
B. Consultations tab
Care Management Consult
Click the check box to select the order.
The reason or reasons for the consult can then be selected.
If Discharge Planning or Other are selected you must enter details in the Comments field.
Non-Physician Consult
Both physician and non-physician consults may be ordered from the Consultations tab. Clicking the check box selects the consult(s) to be ordered.
The reason for the consult is entered by either typing in the box or selecting the reason from the drop down menu.
Follow the standard process to submit the order(s).
Physician Consult
There are fields for ordering up to four consult requests.
When entering a consult, the process begins by selecting either the 'Consult' or 'On Call-Consult' option.
Consult: Used to enter a specific physician's name AND SPECIALTY.
When ordering a consult for a specific physician IT IS IMPORTANT TO SPECIFY THE PHYSICIAN BY ENTERING THE PHYSICIAN'S FULL NAME AND SERVICE OR SPECIALTY.
This helps to ensure that the correct physician is contacted, especially when there are multiple physicians with the same last name. The priority and reason for the consult also need to be entered.
STAT consults require Physician to Physician communication.
On Call-Consult: Used to enter a request for the assigned physician on-call for the service.
When ordering an On Call-Consult, select the Specialty using the drop down arrow.
Select the Priority using the drop down arrow. A STAT consult requires physician to physician communication.
Type the Reason for the consult.
Follow the standard process to submit the order(s).
If a physician consult is entered by a nurse, the follow-up process for nursing is unchanged:
Call the consult.
Document who was notified on the paper consultation and place the form in the chart.
Complete a Care Provider Assignment link for the consulting physician with the patient.
C. DI/ECG tab
The DI/ECG tab contains the x-ray, ultrasound, CT scans, Nuclear Medicine, and MRI exams that are most commonly ordered along with a 12 lead EKG.
Orders consist of check boxes and radio buttons, drop downs, and type in boxes used in combination to create an order.
The most frequent reasons for a particular DI study can be found using the Reason drop down. The reason for the study must be entered. Any additional comments can be communicated to the DI Department using the Comments field.
D. Diet Orders tab
If there is an existing diet order in the system it will appear in a caption at the top of the page. Review the order before proceeding.
Select a base diet order.
Select up to 3 modifiers.
A separate order for implementing fluid restrictions does not count as a modifier.
If a modifier consists of a check box option as well as a drop down, both fields must be completed.
Example:
Once 3 modifiers have been selected, the check boxes for all other modifiers are dithered (grayed out) preventing further selections.
After the diet order is submitted to HEO, the Comments field may be used to add additional diet details if needed.
Fluid Restriction
If an order for a fluid restriction was written using the Diet tab in an iForm you will see a breakdown of the amounts designated for each department.
NPO Orders
Step 1: Click the NPO Options check box, which opens a list of order options preceded by radio buttons.
Step 2: Either accept the default order for NPO or click the radio button for the specific NPO order.
E. iForm Links tab
The iForm Links tab contains links to other commonly used eye forms. You can select one or more of the options listed. Once the submit orders button is clicked, the first iForm that was checked on the list opens and can be used to enter orders.
When the submit orders button is clicked, the second eye form opens, and so on. This time saving feature greatly expedites your order entry process.
Once you are finished entering orders from the selected iForms you can submit them all for final accept.
F. IV Fluids tab
The upper right corner of the tab contains quick click order check box options to order a CBC, BMP, or CMP as AM Labs. Follow the standard process to submit the order(s).
IV Fluid Bolus
a. Click the check box preceding the desired fluid.
b. Select the volume to be infused.
c. Select the rate.
d. Follow the standard process to submit the order(s).
IV Fluids
Select one option from the Plain IV Fluid column on the left.
Select any desired custom additives entering the dose per liter as needed.
Additional additives may be ordered using the Other Additives type-in field. Type the additive name and dose.
IV Rate
The drop down list contains the most frequently ordered rates. If a desired value is not listed, another selection MUST be made. If no value is chosen, an error message appears when attempting to leave the page. If the desired rate is not listed it may be added to the order details after the order is submitted to the order screen (by clicking the Submit Orders button).
Duration
Defaults to Until Discontinued but can be changed.
When to start
Defaults to Routine but can be changed to Stat.
Follow the standard process to submit the order(s).
To Modify an IV Rate From the ADC VAAN DISML:
Click the name of the pending IV order in blue in the ADC VAAN DISML.
Select Modify.
Click Rate in the Order Detail Pane (top right corner).
Select a rate or type the rate in ml/hr in the Search box (bottom right pane) and press Enter.
Press Enter when done modifying the order(s).
Click done <F8>.
Click Accept Orders and Exit.
IV Fluids tab: Lab Results
For ordering convenience, selected lab results may appear in an iForm on the IV Fluids tab.
Opening an iForm containing lab results may trigger a message, which is a reminder that only a portion of available lab results may be displayed in the iForm.
After reading the message, the appropriate response is selected to either Continue or Exit Back to HEO.
The IV Fluids tab displays the most recent electrolyte, BUN, Creatinine, and Glucose results. Results older than seven (7) days will not display.
Note: The result date/time may differ for each of the reported results. Hover over a result to display the individual result date/time.
G. Labs tab
Contains additional tabs for Next AM, STAT, and Today. Orders may be placed from each of the tabs if desired. After selecting an order from a tab, the order details are automatically completed based on the tab from which the order was chosen.
Urine and culture orders can be found on the Stat or Today tabs.
Next AM tab: Orders selected from this tab will be drawn the next morning.
STAT tab: Orders selected from this tab will be drawn and resulted within 1 hour. Physicians entering STAT orders need to communicate this with the unit or the nurse assigned to the patient so that they are aware of the orders.
Today tab: Orders selected from this tab will be drawn at the next regularly scheduled time for the date on which the order is placed.
Note: If, after selecting a test on one tab, a decision is made to change the order priority and order the test from another tab it is important to de-select the order from the first tab.
Follow the standard process to submit the order(s).
H. Medications tab: Daily Rounding Orders iForm
Medications are grouped by class. IV as well as oral order options appear for many orders. Radio buttons provide you with an either or choice.
The pain meds category is organized so that medication orders and dosages are appropriate to a specific pain scale.
Follow the standard process to select and then submit the order(s).
I. Nursing tab
The Nursing tab contains basic nursing orders such as Foley catheter, finger stick blood glucose, NG tube, activity, and Vital Signs.
Three orders on the Nursing tab are mandatory and automatically selected to ensure compliance with CMS Core Measures:
Assess patient for influenza vaccination.
Assess patient for pneumonia vaccination.
Assess patient for Smoking.
When selecting the order to Insert Foley Catheter you must also choose an indication. There is not an order on the Nursing tab to discontinue a foley. This is done by discontinuing the order in the ADC VAAN DISML.
J. Respiratory tab
The Respiratory tab contains Reference Links to supporting information and protocols. Hyperlinks appear as blue underlined text.
Examples:
K. VTE tab
VTE prophylaxis must be addressed on all patients over age 18 when they are admitted. This is a Meaningful Use Clinical Quality Measure. Using the VTE tab in the General Admission eye form will help complete the documentation necessary to identify the correct patient population.
The VTE tab is composed of sub-tabs for VTE Pharmacological Prophylaxis, VTE Mechanical Prophylaxis, and VTE Treatment.
VTE Pharmacological Prophylaxis sub-tab: Displays medication therapies that may be ordered such as Heparin, Lovenox, Arixtra, and Coumadin.
If no pharmacological prophylaxis is ordered, a reason must be selected and mechanical prophylaxis must be addressed on the next tab.
VTE Mechanical Prophylaxis sub-tab: Displays mechanical interventions that may be ordered such as IPC devices and antiembolic stockings, etc.
If no prophylaxis has been ordered, a reason must be checked on both the Pharmacological and Mechanical prophylaxis tabs.
Selecting any option beneath reasons for no mechanical prophylaxis automatically documents that specific devices will not be used. This statement is required by CMS.
VTE Treatment sub-tab:
The VTE Treatment tab can be used to enter medication orders. Assistance with determining the correct dose can be found by clicking the Heparin nomogram link, which opens to the Weight Based Heparin Protocol Orders. The window can be minimized or closed to return to the iForm.
Patient transfers into the ICU require you to address VTE prophylaxis and or treatment orders again. This is generally done via the Transfer Review process. However, if a patient did not receive VTE prophylaxis on the medical unit due to a physician documented reason or exclusion and is transferred to the ICU a reason or exclusion must be documented again if no VTE prophylaxis is to be administered upon transfer.
This can also be done using the VTE tab in the General Admission eye form as previously shown.
Launch CPOE
Open the Physician Portal to the Patient List.
Select a patient from the list.
Click the CPOE portlet.
Verify the patient’s name and encounter details in the HEO Launcher window prior to entering orders.
Inpatients being held in the ED display with a Patient Type of Inpatient and a Location of EDK.
At the current time, CPOE is only being used to enter orders for patient types displaying as Inpatient.
If the wrong encounter is highlighted:
Click Pt Search Census in the column on the left.
Click the Visits button to the left of the patient’s name.
Select the current Inpatient encounter from the list by clicking the number in the Ext. Enc. ID column.
Click the CPOE portlet..
Click the Enter Orders button.
Verify that the correct encounter is highlighted in bold, black font for the correct patient before clicking OK.
The order entry window opens.
Meaningful Use Requirements
Several Clinical Quality Measures related to Meaningful Use must be addressed within a certain period of time from admission. Make note of the admission date and time displayed in the admission date column before selecting a patient from your list in the Physician Portal, especially if the patient is a new admission.
For example, the Diagnostics section of each Stroke tab in the Stroke iForm contains an order for MRI of Brain. There is a 24 hour window from admission to when the MRI must be completed. The fields for admission date and time must be entered by the physician to assist the MRI department to perform the test within the allotted time frame.
A. Discharge Diagnosis
Physicians enter codified diagnoses as an order. A codified discharge diagnosis is the SINGLE most important piece of information needed for Meaningful Use. The Discharge Diagnosis determines the Clinical Quality Measure for which the patient data is reported.
B. SCIP Measure 9
Skip measure 9 requires that surgical patients with a urinary catheter have it removed on post-operative day 1 or post-operative day 2 with the day of surgery being day zero.
If no documentation of catheter removal can be found in the system within 24 hours of the order placement, a SCIP Measure Exit Check iForm is generated.
This iForm displays to all providers submitting orders. The provider has the choice to discontinue the foley catheter, select an indication for keeping the catheter, or defer to another physician. A new Exit Check time line will begin with a varying duration that is dependent on which indication is chosen.
The ultimate responsibility for this resides with the attending physician.
C. Stroke
Use the Stroke iForm to enter documentation and orders designed to meet Clinical Quality Measures, or CQM, for patients with a primary discharge diagnosis of Ischemic or Hemorrhagic Stroke.
In order to meet the Stroke measures, established performance measures must be met unless the patient meets defined exclusion criteria, which appears on the tPA Eval/Orders tab.
Click other iforms >>.
Click stroke iform.
Stroke Measure 5 for Ischemic Stroke mandates anti-thrombotic therapy by the end of hospital day 2 or documentation of an exclusion reason.
TPA orders can be found by scrolling to the bottom of the tPA Eval/Orders tab.
Stroke Measure 10 mandates assessing patients with Ischemic or Hemorrhagic Stroke for Rehab Services. In order to assist you, there is a Rehabilitation Services section at the bottom of the Ischemic Stroke, Stroke/TIA, and Hemorrhagic Stroke tabs. This section must be addressed on all stroke patients.
D. VTE Measure 374: Confirm a VTE Diagnosis
Assesses the number of patients diagnosed with confirmed VTE who received intravenous unfractionated heparin therapy dosages and had their platelet counts monitored using defined parameters such as a nomogram or protocol. Three elements must be met to satisfy this measure:
There must be a diagnosis of VTE (refer to the Diagnosis section of this book).
There must be a confirmation of the diagnosis.
There must be monitoring of IV Heparin via lab blood results.
To meet the confirmation of the diagnosis portion of the measure, a VTE Diagnostic study finding is included in the results section of the Physician Portal.
Click the Results portlet.
Select the report that confirms the VTE.
Check the location of the confirmed VTE.
Click Save.
E. VTE Prophylaxis
See the VTE tab in the iForms section.
Modify an Order in a Pending State
Click the pending order to be modified in the ADC VAAN DISML.
Select Modify.
Click the detail to be modified in the Order Detail Pane (top right corner of the window).
Enter the correct information.
Press Enter.
Click Oops to disregard any changes made.
Click done <F8>.
Click Accept Orders and Exit.
Non-Formulary Medication Ordering
A. iChoice Option Available
Therapeutic interchanges are managed using iChoice. When an order for a drug not on formulary is entered, HEO will use an iChoice when possible. The process begins with a display of a non-formulary drug message. Click OK to close the message.
The Expanded Information Pane (a.k.a. Prompt Box) offers two options.
The first option is for the therapeutic interchange medication.
The second option is to continue ordering the non-formulary drug. Clicking the non-formulary choice requires a reason for non-formulary use. Also, because it is a non-formulary medication, the physician may indicate whether or not the patient may use their own supply.
Enter the order details (Dose, Route, Frequency, etc.).
Click done <F8>.
Click Accept Orders and Exit.
B. iChoice Option Not Available
Therapeutic interchanges are managed using iChoice. When an order for a drug not on formulary is entered, HEO will use an iChoice when possible. Not all non-formulary orders have an iChoice option.
If a non-formulary drug does not have a preferred formulary option, HEO will perform an alpha search and look for the closest match. In this example, Victoza produces results for Vicoden as the closest match.
A miscellaneous med or IV order is then entered.
Type misc in the Order Completer Pane (a.k.a. Search Box) and press Enter.
Click misc med/iv order – 1 ea for ___: in the Order Detail Pane (top right corner).
Type the FULL Drug Name in the Order Completer Pane (Search Box) and press Enter.
Complete the remaining order prompts.
Click done <F8>.
Click Accept Orders and Exit.
Order Duration
Used when placing recurring orders and determines how long an order will remain active.
Only departments that allow recurring orders use the Duration field.
Diagnostic Imaging only allows one time orders.
Lab orders may repeat a maximum of 3 days.
Type the number of Days (D), Hours (H), or Times (T) in the Order Completer Pane (bottom right corner of the window).
Press Enter.
Outlines
An Outline is a collection of orders that have been grouped together to facilitate and expedite the order entry process. Outlines are identified by the ">>" suffix on the order name.
Outlines are organized either by specialty (e.g. anesthesia >>) or by clinical indication (e.g. medication >>).
Click the name of the desired outline in the Order Detail Pane.
A sub-list of order sets (or outlines) displays.
Click the order set name to open the order set.
For physician ease of use, orders within the main order outline are further organized into sub-outlines or individual orders.
Continue to drill down to the desired orders.
Click the desired order.
Enter the order details, as required.
Many orders are “Quick Click” orders, which have pre-populated defaults, while other orders must have some details entered.
Navigating to order other sub-outlines within the main outline is done by clicking << Return to previous list. This 'drill-up' feature returns to the previous order screen.
Drilling up can continue as long as the "<< Return to previous list" option displays.
Repeat the process until all desired orders have been entered.
Click done <F8>.
Click Accept Orders and Exit.
A. Bundled Orders in an Outline
Bundled orders are indicated by a + sign that precedes each order. This means that the orders cannot be entered individually. Clicking the primary order enters that order plus all other orders beneath that are preceded by the + sign.
Once the orders appear as pending in the ADC VAAN DISML they can be modified or deleted like other orders. Orders must go through the final-accept process like other orders.
B. Critical Care Outline
Critical Care Drips can be found in the Critical Care Outline.
C. Insulin Outline
Basal Insulin
Insulin orders do not have default or suggested doses built into the system. The dose must be entered. Orders can be entered for basal insulin, sliding scale insulin, or carb corrected insulin.
Click medication >> in the Order Detail Pane (top right corner).
Click insulin >>.
Click 2. Insulin outline >> beneath BASAL INSULIN/ALL INSULINS
Click the desired order.
Complete the order details.
Click done <F8>.
Click Accept Orders and Exit.
Carb Corrected Insulin
Insulin orders do not have default or suggested doses built into the system. The dose must be entered. Orders can be entered for basal insulin, sliding scale insulin, or carb corrected insulin. There is one option for carb controlled insulin coverage.
Click medication >> in the Order Detail Pane (top right corner).
Click insulin >>.
Click the carb correction insulin order beneath CARB CORRECTION INSULIN.
Dosing: Complete the blanks.
Enter the number of units to be given.
Press the tab key on your keyboard.
Enter the number of grams of carbohydrates consumed in the second blank.
Complete the remaining order details.
Click done <F8>.
Click Accept Orders and Exit.
Sliding Scale Insulin
Insulin orders do not have default or suggested doses built into the system. The dose must be entered. Orders can be entered for basal insulin, sliding scale insulin, or carb corrected insulin.
Click medication >> in the Order Detail Pane (top right corner).
Click insulin >>.
Click sliding scale insulin outline >> beneath SLIDING SCALE COVERAGE.
Click the desired order.
Enter the order details.
Note: To view the sliding scale details before submitting the order for final-accept, click the order in the ADC VAAN DISML and select modify. Press Oops or Enter to complete the modify step without making changes.
Click done <F8>.
Click Accept Orders and Exit.
Pharmacy Communication Order
The Pharmacy Communication order can be used by physicians and providers to communicate medication related information on a specific patient to the Pharmacy. It should be used for messaging only. It should not be used for medication order entry!
Type Pharmacy Communication in the Order Completer Pane (Search box) and press Enter.
Click pharmacy communication – 1 ea misc prn in the Order Detail Pane (top right).
The Pharmacy Communication order opens in the Order Detail Pane with the Comments prompt displayed.
Type the information to be communicated to the Pharmacy and then press the Enter key on the keyboard. This sends the pending message to the ADC VAAN DISML.
Click done <F8>.
Click Accept Orders and Exit.
Once the order is final-accepted, the informational order is sent to the Pharmacy. The order also appears in the nurse's Care Organizer, which communicates the information to Nursing.
Pharmacy Warnings
A. Black Box Warning
Black Box warnings only appear for a selected few orders and appear in the Order Detail Pane (top right corner) when appropriate.
The message content appears every time the drug associated with the Black Box message is ordered. It is designed to provide information to assist with order placement.
Example: Black Box Warning
B. Pharmacy Warning Messages
Require that an action be taken before an order can be completed.
High Alert Medication Indicator
The medication name appears in BOLD, RED (on an iForm only).
Drug/drug or drug/allergy warning
A message will appear in the Order Detail Pane (top right corner).
A drug/allergy warning lists the allergy first.
Example: Drug/allergy warning
A drug/drug warning lists the severity and drug first.
Example: Drug/drug warning
A Pharmacy Warning requiring an action to be taken appears in the Expanded Information Pane (a.k.a. Prompt Box).
Read the warning message.
Address the Pharmacy warnings.
Selecting either “override” option opens a follow up box where the override reason is entered.
Follow the order entry process if proceeding.
C. Medication Screenings: Medication Dose Range Warning
A warning appears when the entered dose is either 4x under or 4x over the recommended dose.
Click OK to return to the order entry screen and modify the dose. The order entry process may then continue.
Playback Orders
If Horizon Expert Orders (HEO) is closed improperly or times out, the system creates a journal of all orders that have not been final-accepted (saved). These pending orders can be retrieved with the next log on.
Pending (journaled) orders are created when:
There is no interaction with the system for a specific period of time (10 minutes).
The application shuts down unexpectedly.
Follow the routine process to open the order entry window.
Click Yes to the playback message that appears.
This plays back the orders in order to complete the session.
The order start dates and times are updated to the current date and time.
Click Acknowledge after reviewing the displayed information.
The Pending order(s) display in the ADC VAAN DISML. The order(s) may be modified or submitted following the routine processes.
Click done <F8>.
Click Accept Orders and Exit.
Note: If the playback results from an interruption in the process of entering Telephone or Verbal orders, the physician must work with the same nurse who originally entered the pending orders. Playback orders will only appear for the user that originally began the order entry process.
PreOrders
PreOrders are orders that are entered in HEO prior to the patient’s arrival at the hospital and can be used for a Direct Admission. An active encounter is not necessary.
PreOrders are stored as signed orders so no cosign is needed but they must be activated, typically by Nursing, once the patient arrives at the hospital and the admission process is completed.
The process to enter the actual orders is the same as that used for any other order. The difference with PreOrders is in the way that you search for the patient and select the encounter in Portal and then submit the orders for final accept. The correct patient is selected using the Medical Record Number (MRN) provided to you by Patient Access (the Admissions Office).
A. Initial Process
The physician or the office staff calls the house supervisor to request a direct admit. The caller must provide the following information:
Patient’s Name
Date of Birth
Admitting Diagnosis
A DIRECT PHONE NUMBER THAT THE ADMITTING OFFICE CAN USE TO NOTIFY YOU OF THE PATIENT’S MRN.
The admitting physician will be called within 15 minutes and provided with the patient’s MRN, which is used to search for the patient in Portal.
You must have this number before you can enter PreOrders.
B. Enter PreOrders
From the Physician Portal, click Pt Search Census.
Type the number provided by the Admissions Office in the Last Name/MRN field and press the Enter key on your keyboard.
Select the patient’s name.
Before proceeding, be aware that medication orders cannot be entered as PreOrders unless there is active allergy information in the patient’s record.
Also be aware that allergies cannot be documented in the PreOrders mode.
Before clicking the CPOE portlet, it is suggested that you review the patient’s allergy information by clicking the Health Summary portlet.
Click the CPOE portlet.
Review the patient’s demographic information to confirm that the correct patient has been selected before continuing.
The Patient Type displays as Outpatient BEFORE the patient arrives at the hospital.
The Patient Type displays as Inpatient once the patient has arrived at the hospital and the admitting process has been completed.
Click Enter PreOrders.
Verify that the encounter highlighted in bold, black font is the correct encounter and click OK.
Select the facility, if requested, by clicking the appropriate radio button and then click Done.
Click Create to write orders, preferably by using an iForm or outline.
Orders are entered as if the patient has been admitted to the hospital.
Remember that PreOrders for medications can only be entered if there is active allergy information in the patient record.
Allergy information cannot be entered in the PreOrder mode.
After entering all desired orders (PreOrders) click done <F8>.
Type the name of the order set in the Set Name* field.
Using a naming convention that identifies them as PreOrders will help the nurse or other clinician who activates the orders to locate the correct PreOrders.
The expiration date automatically defaults to one week after the PreOrders were written.
Click Save as Signed PreOrders.
DO NOT use the Save as Unsigned PreOrders button! This saves the PreOrders and limits access to the entering physician, which prevents order activation by Nursing.
To print the PreOrders (printing is optional):
A. Select the printing option:
Full Orders Report to Local Printer: Prints a report that includes information on the patient, the order set, and a listing of all orders included in the set.
Patient Handout (No Order Details) to Local Printer: Contains patient and physician information but does not contain any orders information.
B. Click Print PreOrders.
To proceed without printing the PreOrders:
Do not select a printing option.
Click Done Printing.
Nursing will receive a message indicating that PreOrders exist for the patient.
Procedures
Surgical procedures performed on a patient automatically cross over from Horizon Surgical Manager. Procedures done outside of the operating room such as in the ED or at the bedside can be manually entered by the physician. This is the responsibility of the person who performed the procedure.
A. Add a Procedure
Click the Procedures category heading in the ADC VAAN DISML.
Click the Add Procedure button.
Click in the Find Procedure field and type a partial description of the procedure.
Select the match to the partial entry from the list of options.
Double click the specific procedure from the list.
The procedure populates the Name field on the right. This is a required field as indicated the asterisk.
Reported by is the only other required field and defaults to patient, which can be changed. As much detail may be entered as desired.
Save and Add Another may be clicked to document additional procedures.
Click Save when all procedures have been entered.
Click OK to close the Procedures window and return to the orders screen.
B. Add a Procedure as Free Text
A procedure may be documented as a free text entry but only as a last resort after searching for a codified procedure.
Click the Procedures category heading in the ADC VAAN DISML.
Click the Add Procedure button.
Click in the Find Procedure field and type a description of the procedure.
If the procedure cannot be found, click Add it as free text procedure.
The name of the procedure as typed in the Find Procedure field populates the Name field on the right. This is a required field as indicated the asterisk.
Italics indicate a free text entry.
Reported by is the only other required field and defaults to patient, which can be changed. As much detail may be entered as desired.
Save and Add Another may be clicked to document additional procedures.
Click Save when all procedures have been entered.
Click OK to close the Procedures window and return to the orders screen.
C. Confirm an Existing Procedure
Click the Procedures category heading in the ADC VAAN DISML.
Select the procedure from the list so that it is highlighted.
Click the Confirm button.
Click OK to close the Procedures window and return to the orders screen.
D. Edit a Procedure
Click the Procedures category heading in the ADC VAAN DISML.
Select the procedure from the list so that it is highlighted.
Click the Edit Details button.
Make the changes to the documentation.
Click Save.
Click OK to close the Procedures window and return to the orders screen.
E. Remove a Procedure
Click the Procedures category heading in the ADC VAAN DISML.
Select the procedure from the list so that it is highlighted.
Click the Remove button.
Select a Reason from the drop down.
Click Remove.
Click OK to close the Procedures window and return to the orders screen.
Renew Orders
The Renew button turns magenta when narcotic or antibiotic orders, which are the only order types that can be renewed at Bayhealth, are within 24 hours of their expiration date and time. Clicking renew allows you to renew selected orders for the same duration time as originally ordered.
Click the renew button on the toolbar.
A list of orders that are expiring or have expired and are eligible for renewal displays.
You may choose to click one of the 3 “All” buttons. “All” action buttons should only be used after careful review of all of the orders listed.
Renew All: Renews all eligible orders, extending the orders for a period of time equivalent to the original order duration.
Do Not Renew All: Does not renew orders. Orders will no longer be eligible for renewal and will expire at the original order end date/time.
Defer All: Defers renewing all orders to another physician. Orders will be eligible for renewal until they expire.
-OR-
You may choose to click one of the 3 order renewal options beside each order.
Click the Continue button.
Click the Override button if a Duplicate Order Warning appears in order to proceed with the order renewal.
Click the done <F8> button on the toolbar.
Click Accept Orders and Exit.
Standard Medication Times
The following table reflects standard medication times (refer to Bayhealth Policy B7700.21).
Some times may differ for:
Pediatrics
Rehabilitation at Milford Memorial Hospital.
STAT or NOW Orders
Separating orders for STAT or NOW administrations from routine or recurring orders is recommended for clarity and patient safety.
Placing one order for the NOW dose and placing a second order for the routine dose is “Best Practice”.
Start On/End On Date and Time
The Start On date is the date the order is scheduled to begin. Orders with a routine priority will display the date and time the order was entered, unless the start date was specified.
The End On date and time only appears for recurring orders.
Switch Orders
Switch orders are acceptable order alternatives used to change a medication dose or route.
Click the order in the ADC VAAN DISML.
Select the appropriate “switch” option.
The option with the same name as the current medication (seen in the upper left corner) is used to change the dose. All medication orders will have this switch order option.
The other option is used to switch the drug route.
Example:
Discontinue the current order.
“When should the order be discontinued?” appears in the Prompt box.
Press or click Enter to discontinue the order now.
-OR-
Type in a date and time and press Enter.
Address any Pharmacy Warning messages that may appear.
Enter the order details.
Click done <F8>.
Click Accept Orders and Exit.
Telephone and Verbal Orders
In support of patient safety, the use of verbal or telephone orders should be reserved for urgent or emergent situations only.
If you give telephone orders, you must stay on the phone while the person taking the orders:
Open’s the electronic medical record.
Completes all required order prompts.
Submits the orders for final-accept.
Reads the orders back for verification.
And then accepts the orders.
Remaining on the phone allows you to address safety prompts associated with orders. The same process applies to verbal orders.
Verbal and telephone orders must be cosigned in Patient Folder.
Toolbar Buttons
A. Print <F1>
Opens a Print menu with 5 options:
Print a Current Orders Sheet
Details for all active orders.
Arranged by performing department.
Print a Current Meds and Results
All Lab results and medication orders for the patient.
Print a Transfer Orders Sheet
Details for all active orders.
Arranged by performing department.
The footer provides space for the clinical staff member to sign.
Print Left Window
Print information in the ADC VAAN DISML.
Print Upper Right Window
Print information in the Order Detail Pane (the upper right window).
B. Display <F2>
Changes the current orders display on the left side of the window to a different view. There are 3 options:
ADC VAAN DISML display: Default view for providers and nurses. Displays current orders including those being entered during this session. Orders are grouped by category and then listed alphabetically by name.
Current order sheet display: Displays active orders, past orders due within the last 24 hours, held orders, and orders with pending actions.
Chronological display: Sorts new and active orders in reverse chronological order from the time and date of the order. Only new orders (entered but not yet final-accepted) and previous orders (active) display.
C. D/C <F3>
Opens the Discontinue/Discharge window. Orders may be discontinued or the Discharge Process begun from this window.
D. Renew
This function is currently only used by physician providers. The button turns magenta when orders have come to their last 24 hours. Clicking renew allows the provider to renew selected orders for the same duration time as originally ordered. The renew function is only used for antibiotics and narcotic medication orders.
E. Cosign
Not in use at this time. Non-ED Physicians perform all order countersignatures using the Physician Portal and Patient Folder.
F. Outlines <F4>
Displays the outlines and iForms "tree" in the Order Detail Pane.
G. Oops <F5>
Will undo the last action taken while entering an order using the Order Completer Pane (Search Box). Examples: You start to enter an order and change your mind or you clicked the wrong order.
H. Help <F6>
Opens the online help for Horizon Expert Orders.
I. Complain <F7>
Provides a mechanism for users to send a message to the system administrator. At Bayhealth, messages sent using the complain button are sent to the Nursing Analysts for follow up.
If you have a problem that requires immediate attention please call the Service Desk at ext. 7196.
J. Stored Orders <F9>
There are two types of stored orders available:
Enter PreOrders: PreOrders are orders that are entered in HEO prior to the patient’s arrival at the hospital. They can be used for a Direct Admission.
Enter Transfer Review: Provides an easy mechanism for the physician to review all current orders for a patient at the time of transfer to a different unit or level of care.
K. More Actions <F10>
Opens a window with additional action buttons:
View All Orders.
View Patient Information.
View Patient Allergies.
View Inactive Allergies.
View Patient Order Sets.
Run Med Interaction Checking.
Note: These are the same options seen by clicking the patient's name in the Banner.
TPN Orders
TPN orders are written in the paper chart, however, an electronic order must also be entered to inform other members of the healthcare team that paper, written TPN orders are being used.
There are three different TPN orders:
TPN Pharmacy to manage orders.
TPN Physician to manage orders.
TPN per Neofax (for use in NICU/SNK only)*.
*Neofax / Neonatal TPN orders are sent electronically.
TPN orders are 'quick click' orders and sent immediately to the Medications category of the ADC VAAN DISML. Placing an electronic order for TPN informs other members of the healthcare team that paper/written TPN orders are being used.
Transfer: Bayhealth to Bayhealth
Inpatients at one Bayhealth facility may need to transfer to another Bayhealth facility for diagnostic evaluation and continued care. When this occurs, the sending physician must complete the Discharge Process, which includes a Discharge Medication Reconciliation.
The receiving facility usually registers the patient as an outpatient pending evaluation and or the presence of comorbidities. If the patient is admitted, the receiving physician completes the Admission Process including an Admission Medication Reconciliation.
Transfer Review
The Transfer Medication Reconciliation in HMR is not used at Bayhealth.
Instead, providers use a CPOE function called Transfer Review. This provides an easy mechanism for you to review all current orders for the patient at the time of transfer to a different unit or level of care.
Before initiating a Transfer Review be aware that orders cannot be modified using this function. They can be modified either before or after the Transfer Review has been done. A suggested workflow before doing a Transfer Review is to:
Discontinue unwanted orders.
Use switch orders to modify medication orders.
Enter Transfer Level of Care orders, which can be done using the Daily Rounding iForm.
And enter any new orders.
Select the correct patient and encounter in the Physician Portal.
Click the CPOE portlet.
Click the Enter Transfer Review button.
Verify that the correct encounter has been selected and click OK.
A list of current, unreviewed orders appears.
Review each order and select the radio button for either:
NC: No change (meaning that the order should be continued as is after the transfer).
D: Discontinue (meaning that the order will be discontinued when the review is completed).
THE MODIFY OPTION IS NOT IN USE AT BAYHEALTH.
-OR-
Use an “All” button to select an action for all of the orders.
Clear All: Changes the status of all orders to unreviewed.
No Change All: Changes the status of all orders to No Change and the orders will be continued as is.
Discontinue All: Changes the status of all orders to Discontinue and they will all be discontinued when the review is completed.
MODIFY ALL IS NOT IN USE AT BAYHEALTH.
Click Save and Exit to save the Transfer Review and exit the screen.
Read the statement in the Confirm Save window before choosing an option. Click Yes to save the changes and return to the Physician Portal for the next step in the Transfer Review process.
These orders are currently in a draft state and must be activated!
Click the Enter Orders button.
Verify that the correct encounter has been selected and click OK.
A Transfer Review Exists window displays with four button options:
View/Edit: Used to review Transfer Review orders.
Activate: Used to activate the orders in the Transfer Review.
Delete and Continue: Used to delete the Transfer Review and continue the order entry process.
Ignore: Used to bypass the Transfer Review and continue the order entry process.
When Activate is clicked, the Confirm Activation of Transfer Review screen shows that the status of the Transfer Review is pending and then lists the Active Orders.
The review action taken precedes each order.
Scroll down and click the Continue Activation button.
Scroll to the bottom of the page and click Done.
View All Orders
Used to view orders that have been canceled, completed, or discontinued as well as active orders.
Click the Patient Name Banner and then click the View All Orders button
– OR –
Click the More Actions toolbar button and then click the View All Orders button
– OR –
Type ?O (letter O) in the Order Completer Pane (search box) and press Enter.
Weight-Based Dosing
A. Weight Documented
Some medications, such as Lovenox, have an order for weight based dosing. If documented, the patient’s weight displays directly beneath the name of the order in the Order Detail Pane. This is the weight that will be used in the selected dose formula.
The order detail for Dose displays dosing formulas.
In the formula, “W” represents the patient’s weight. The “*” means “multiplied by”.
Type 2-3 letters of the name of the order in the Order Completer Pane (a.k.a. Search Box: bottom right corner of the window) and press Enter.
Click the desired “wt based dosing” order in the Order Detail Pane (top right corner).
Address any Pharmacy warning(s) that may appear.
Read the warning message in the Order Details Pane (top right corner).
Address the warning in the Expanded Information Pane (a.k.a. Prompt Box).
Selecting an “override” option opens a follow up box where the override reason is entered.
Enter the order details:
Dose (required).
The patient weight appears directly beneath the name of the order in the Order Detail Pane (top right). This is the weight that will be used in the selected dose formula.
“W” represents the patient’s weight.
“*” means multiplied by.
Complete any other order details that may be needed for the medication.
Click done <F8>.
Click Accept Orders and Exit.
Note: Pharmacy may round the dose according to standard pharmacy principles and best practice.
B. No Weight Documented
If an attempt is made to place a weight based medication order and no patient weight has been documented in the system, a warning appears after choosing a formula option from the prompt box.
The message informs you that a patient weight of zero will be used in the calculation.
Click OK to continue.
Click Dose: 0 MG in the Order Detail Pane (top right).
This activates the option for Dose Calculator in the Prompt box.
This feature can only be used for simple dose units such as mg, ml, units, etc. It cannot be used for rate based units such as mg/kg/min, or mg/min, etc.
Click the Dose Calculator link in the Expanded Information Pane (Prompt Box: center pane on the right).
Select the value to be used in the dose calculation: Patient Dosing Weight or Patient Body Surface Area.
Enter the weight or BSA in the appropriate field if necessary.
Note: If a weight or BSA has been documented for the patient, one or both of these fields may be completed automatically when the dose calculator opens. The number can be accepted or changed as needed.
Select how the dose is to be calculated:
Per Administration Calculation: This radio button is chosen by default. The field is completed by entering the dose unit. Selecting a rounding table is optional.
Per Day Calculation: The radio button must be manually clicked to choose this option. The field is completed by entering the dose unit and selecting a frequency from the Divided field. Selecting a rounding table is optional.
Click the Calculate button.
Click the Accept button.
The calculated dose appears in the Order Completer pane (Search box in the bottom right corner). Press the Enter key on the keyboard.
Complete any remaining order details.
Click done <F8>.
Click Accept Orders and Exit.
EPW - Enterprise Prescription Writer
Enterprise Prescription Writer allows the physician or provider to electronically create and print Prescriptions both upon discharge from an acute care setting and from the Emergency Department. EPW has Additional Features including the ability to Research Medications, Research Indications, and to Update HHS Home Medications.
Create Prescription Templates
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Click Manage Shortlists in the upper right corner of the screen.
Click the Add Template button in the upper right corner of the screen.
Type the name of the medication in the search field.
Press Enter or click the Search button.
Select a medication from the list.
Complete as many or as few of the details as desired for the template.
Required fields are outlined in orange.
Any incomplete details can be added when the template is used to write an actual prescription.
Click OK.
Click Save.
Delete a Pending Prescription
From the Pending tab in the printer queue, click the red X icon in the Actions column for the medication.
Click Yes to confirm that you want to delete the prescription.
Document a Prescription as Not Given
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Click the Submitted tab at the top of the screen in the printer queue.
Select the prescription.
Click the Not Given button.
Select a reason using the Select Not Given Reason drop down.
Click the check box for each prescription not given.
Click Submit.
Launch EPW
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Re-Submit a Prescription
This may be necessary if the printer jammed when the original prescription was printed or the prescription was lost.
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Click the Submitted tab at the top of the screen in the printer queue.
Click the Re-Submit button.
Verify the selected printer.
Click the Print radio button for the desired prescription.
Select a Re-Submit Reason from the drop down in the bottom right corner.
Click Submit.
View Home Medication Information
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Hover over the Home Meds button in the patient banner at the top of the screen
-OR-
Click the Home Medications List button in the column on the left.
Write a Medication Prescription
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Type at least 3 letters of the medication name in the search field.
Press Enter or click the Search button.
Select a medication or template from the list.
Complete the details.
Required fields are outlined in orange.
Click Add/Edit to add the indication for the med.
Select a reason from the Patient Problems or Indications tabs.
Click Add.
Click OK.
Click Save.
Click Submit.
Select a Printer.
Click Submit.
Sign the printed prescription.
Notify Nursing of the existence of the prescription.
Write a Medication Prescription for a Home Med
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Click Home Medications List in the column on the left.
Select the home medication.
The prescription will move to the Pending tab in the printer queue if the details are complete. If not, complete the details.
Required fields are outlined in orange.
Click Add/Edit to add the indication for the med.
Select a reason from the Patient Problems or Indications tab.
Click Add.
Click OK.
Click Save.
Click Submit.
Select a Printer.
Click Submit.
Sign the printer prescription.
Notify Nursing of the existence of the prescription.
Write a Non-Medication Prescription
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Type the name of the non-medication item in the search field.
Press Enter or click the Search button.
Select the item from the list.
Click the Sig Free Form check box.
Type your instructions in the Sig Text:* field outlined in orange.
Complete the details
Required fields are outlined in orange.
Click Add/Edit to add the indication.
Select a reason from the Patient Problems or Indications tabs.
Click Add.
Click OK.
Click Save.
Click Submit.
Select a Printer.
Click Submit.
Sign the printed prescription.
Notify Nursing of the existence of the prescription.
Write a Prescription using your Shortlist
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Click My Medication Shortlist in the column on the left.
Select the medication and/or template.
The prescription will move to the Pending tab in the printer queue if the details are complete. If not, complete the details.
Required fields are outlined in orange.
Click Add/Edit to add the indication for the med.
Select a reason from the Patient Problems or Indications tab.
Click Add.
Click OK.
Click Save.
Click Submit.
Select a Printer.
Click Submit.
Sign the printed prescription.
Notify Nursing of the existence of the prescription.
Write a Work Release Prescription
Click the +HMR/EPW portlet in the Physician Portal.
Click EPW.
Click the Write Prescriptions button.
Type work release in the search field.
Press Enter or click the Search button.
Click the Create Free Form Rx button at the bottom of the screen.
Add text to the required field.
Click Create Rx.
Click the Sig Free Form check box.
Type your instructions in the Sig Text:* field outlined in orange.
Complete the details
Required fields are outlined in orange.
Click Save.
Click Submit.
Select a Printer.
Click Submit.
Sign the printed prescription.
Notify Nursing of the existence of the prescription.
HMR - Horizon Medication Reconciliation
“One-Off’s” for HMR
It is STRONGLY recommended that you write orders for complex medications, High Alert meds such as Insulin, and Non-Formulary meds using CPOE and not in HMR. iForms and additional screenings are available in CPOE.
If you write an order for Sliding Scale Insulin in HMR instead of using CPOE as recommended, check the Comments when you are done.
The sliding scale reported by the patient and documented by Nursing in HHS displays in the Comments, as well as the sliding scale selected when you wrote the order. You must delete one.
If you write an order for a combination med, such as Zestoretic, in HMR only the first med in the combination displays. You must use the Add New Med button to write the order for the second med in the combination.
If a medication is listed as both a home and a hospital medication when completing the Discharge Med Rec, it is recommended that you stop the hospital med and continue the home med.
The Medication Reconciliation Process
The patient is admitted.
The nurse documents home meds in HHS Home Meds (Horizon Health Summary).
The nurse clicks the Ready for Med Recon button in HHS Home Meds once the home meds have been documented.
Needed (A) displays in the Data Monitor view in the Physician Portal indicating that the Admission Med Rec is ready to be completed.
The physician completes the Admission Med Rec.
The admitting physician is expected to initiate and complete the admission med rec process but the attending physician is ultimately responsible for ensuring that it was done.
“Complete” prompt is sent to Nursing.
Nursing updates the list of home meds, as needed, throughout the hospitalization.
Nursing judgment is used when notifying providers of changes to home medication information. The Admission Med Rec is only done once. Medication changes may be made in CPOE.
The Discharge Medication Reconciliation is completed.
You may start the Discharge Med Rec at any time during the hospitalization and save it as a draft.
Consultants may reconcile their meds and Save as Draft.
The Attending physician is ultimately responsible for completing the Discharge Med Rec.
Complete (D) displays in the Data Monitor view in the Physician Portal once the Discharge Med Rec has been completed.
A Complete – Discharge prompt displays on the Nursing Care Organizer.
HHS Home Meds updates with discharge meds.
Nursing reviews Discharge Instructions, which contain a list of meds, with the patient.
The patient is given a printed copy of the Discharge Instructions.
Add New Med
This button can be used to order a new medication for hospital use from the HMR screen. It is STRONGLY recommended that you write orders for Complex and High Alert medications, such as Insulin, in CPOE where iForms and additional screening is available.
Click the Add New Med button.
Type the name of the drug in the *Medications field.
Select an option from the list of search returns.
If “no matches found” or this is an Insulin or High Alert med, consider writing the order in CPOE where iForms and additional screenings are available.
Select the strength/form.
Click Next.
Enter the order details.
Required fields are in bold and indicated by an asterisk.
Click the Edit button to the right of the Indication field to add the indication.
Type the name of the indication in the search field and click Add.
Repeat the process to add an additional indication.
Click OK.
Click Save.
Add Prescription to a Med on the Working List
Click the name of the medication on the Working List.
Complete the details.
Required fields are in bold with an asterisk.
Click Edit to add the indication.
Type the indication in the search field.
Click Add.
Repeat to add additional indications.
Click OK.
Click the Create Rx check box.
Enter a Quantity and Refills.
Click Save.
Admission Medication Reconciliation
From the Home page in the Physician Portal, click the Data Monitor button to view the Med Recon column for prompts.
When Needed (A) displays, select the patient.
Do not click the Needed (A) link.
Click the +HMR/EPW portlet.
If no Admission Med Rec report is listed, click the Reconcile Medications button.
Do not proceed if an Admission Med Rec report is present.
Click Start on the Admission button.
If a draft reconciliation has been saved, Edit and Delete links display. Click Edit to complete the reconciliation.
Select an action button for each Home and Hospital med (if present) listed and follow the prompts.
All hospital meds default to Cont.
Add New Med: May be used, if desired, to order additional meds from within HMR.
It is STRONGLY recommended that Complex and High Alert medication orders, such as Insulin, be written in CPOE and NOT in HMR. iForms and additional screenings are available in CPOE.
Add Comments button: May be used, if desired, to attach a comment to the entire med rec.
Example: Spouse bringing a list of home meds.
Save as Draft: May be clicked, if desired, to save a draft Admission Medication Reconciliation.
The reconciliation should be completed within 24 hours.
Complete on Behalf of: Clicked by mid- level providers to designate the physician.
Complete Reconciliation: Clicked once ALL of the home and hospital meds (if any) listed have been addressed.
Review the list of medications that display in the Working List before clicking Complete Reconciliation.
Admission Med Rec: No Home Meds
An Admission Med Rec must still be completed even if the patient is not on any home medications.
From the Home page in the Physician Portal, click the Data Monitor button to view the Med Recon column for prompts.
When Needed (A) displays, select the patient.
Do not click the Needed (A) link.
Click the +HMR/EPW portlet.
If no Admission Med Rec report is listed, click the Reconcile Medications button.
Do not proceed if an Admission Med Rec report is present.
Click Start on the Admission button.
Reconcile any hospital medications, if present.
Click the Complete Reconciliation button.
Clarify a Home Med
Click the Clar button to the right of the medication.
Type what you want clarified, and be specific, in the Enter your question field.
Click Save.
The med is NOT displayed in the Working List and is NOT ordered for inpatient use.
Once the information has been clarified you can order the med in CPOE.
You do not have to delay completion of the medication reconciliation or perform it twice.
Complete on Behalf Of
This button is clicked instead of the Complete Reconciliation button when the Med Rec has been completed by a Nurse Practitioner or Physician Assistant.
Complete the Medication Reconciliation.
Click the Complete on Behalf Of button.
Select the Clinician using the drop down.
Select the Source using the drop down.
Click the Apply button to identify the Clinician and Source to each individual order or click Apply to All to identify the Clinician and Source to all of the orders.
Discharge Medication Reconciliation
You cannot take actions on unverified meds. Meds must be verified by a Pharmacist before they can appear on a discharge medications list.
Click the +HMR/EPW portlet in the Physician Portal.
Click the Reconcile Medications button.
Click Start on the Discharge button.
If a draft reconciliation has been saved, Edit and Delete links display. Click Edit to complete the reconciliation.
If orders have been updated since the draft was saved you will see a notice. Click Review & Reconcile.
Select an action button for each Home and Hospital med listed and follow the prompts.
Rx for New Med: Order a new home med and write an electronic prescription for the med.
Continue: Continues all home meds on discharge with one click.
Don’t Resume: None of the home meds will be continued on discharge.
Add Comments: Applies a comment to the entire med rec but is not visible by patient.
Add Note to Patient: Information prints on the patient’s home meds list.\
Complete on Behalf of: Clicked by mid-level providers to designate the physician.
Save as Draft: May be clicked, if desired, to save a draft Discharge Med Rec.
This allows a consulting physician to manage specific meds for home use. The Attending can complete the med rec later.
Complete Reconciliation: Clicked once the reconciliation is done.
Review the list of medications that display in the Working List before clicking Complete Reconciliation.
If there are no prescriptions, you are returned to Portal.
If a med on the Working List has a prescription written for it the Prescription Submission screen opens automatically.
Use the drop down to choose a Printer.
Choose an action for each Rx.
No Action, Print, Phone, FAX
Click Submit.
Review Pending & Submitted prescriptions.
Click X to close.
Collect the printed prescriptions from the printer and sign each one.
Notify Nursing of the presence of prescriptions.
Launch a Draft Med Rec
There are two ways to launch a Draft Med Rec from the Physician Portal.
From your patient list:
Click the Data Monitor button.
Click the Draft link in the Med Recon column for the desired patient.
From HMR:
Select the correct patient and encounter.
Click the +HMR/EPW portlet.
Click Reconcile Medications.
Click Edit on the Admission or Discharge button.
Remove a Needed (A) link
There may be times when a Needed (A) notice is sent or re-sent after the Admission Med Rec has been completed. In this circumstance, it is acceptable to remove the link.
From the Data Monitor view in the Physician Portal, click the Needed (A) link.
Choose the appropriate radio button for Not Needed or Complete.
Click OK.
Click the Refresh button.
Rx for New Med
This button can be used to order a new medication and write a prescription for the med.
Click the Rx for New Med button.
Type the name of the medication in the search box.
Click the Search button.
Select a medication or template from the list.
Complete the details.
Required fields are outlined in orange.
Click Add/Edit to add the indication for the med.
Select a reason from the Patient Problems or Indications tabs.
Click Add.
Click OK.
Click Save.
View a Medication Reconciliation Report
A. From your patient list:
Click the Data Monitor button.
Click the desired link in the Med Recon column for the desired patient.
B. From HMR:
Select the correct patient and encounter.
Click the +HMR/EPW portlet.
Click the desired report, if present, from the list beneath the Reconcile Medications button.
Working List:
A. Add a Prescription to a Med
Click the name of the medication on the Working List.
Complete the details.
Required fields are in bold with an asterisk.
Click Edit to add the indication.
Type the indication in the search field.
Click Add.
Repeat to add additional indications.
Click OK.
Click the Create Rx check box.
Enter a Quantity and Refills.
Click Save.
B. Edit a Medication
Click the name of the medication on the Working List.
Edit the order details.
Click Save.
C. Remove a Medication
The way that a medication is removed depends on how it was added in the first place.
If a medication was added to the Working List using an action button in the Home or Hospital Medications sections, click the Clear arrow to the right of the medication name in the Home or Hospital Medications section.
If a medication was added to the Working List using the Add New Med or Rx for New Med buttons, click the X to the right of the medication name on the Working List.
D. Remove a Prescription
If the prescription was added to the Working List using the Rx action button, click the [Remove Rx] link beneath the medication in the Working List. This removes the prescription only. The med will remain on the Working List.
If the prescription was added to the Working List using the Rx for New Med button, click the X to the right of the medication name on the Working List. This removes the prescription and the medication from the working list.
Physician Portal
Physician Portal Log In
A. SSO Log In
The single sign on, or SSO process is the same on all computers with SSO access. This process is commonly referred to as badging in.
To badge in, simply hold your badge near the reader.
If you are new to the system, you will be prompted to change your password during your first log in.
If you have not logged in within the past 13 hours, you will be prompted for your user name and password.
The physician portal log in screen opens and the portal username and password are automatically entered.
After you have completed your session at any station, it is vital to patient safety and privacy that you remember to use the Red Door in the lower right hand corner of the screen to log out.
Badging out will not end your session and may cause problems when logging in to another computer.
The SSO log on must be done once every 13 hours.
B. Accessing the Portal without SSO
Log on to a Bayhealth computer.
Open Internet Explorer.
The Baynet homepage opens. This is the Bayhealth default home screen.
If the bay net home page does not open, enter baynet.bayhealth.org in the address bar and press the enter key to go to the Baynet home page.
Click the Physicians link in the left column then click the Physician Portal button.
Enter your Portal log on Username and Password and click the Log In button.
C. Accessing Portal from Outside the Bayhealth Network
The physician portal can be accessed from anywhere there is an internet connection by using the Citrix Receiver program. The program must be installed to access the physician portal from outside of the Bayhealth network. The procedure for accessing Physician Portal will vary depending on what type of device you are using:
1. Portal for Windows
Start the web browser of your choice.
Chrome is the preferred browser, but any browser can be used with Citrix.
Enter https://citrix.bayhealth.org in the address field and press the enter key.
Enter your user name, and password, followed by clicking the log on button.
Select physician portal from the applications tab.
This will launch a new internet window containing the portal log in screen.
Enter your user name and password, then click the log in button to access the portal.
2. Portal for Mac
Click the Citrix icon on the menu bar.
Select Open Citrix Receiver.
Click the Physician Portal icon.
Enter bayhealth\ followed by your user name. ex: bayhealth\psmith
Enter your password.
Click the Log On button.
The portal window will open.
Enter your user name and password to access the portal.
3. Portal for mobile devices
Physician Portal can be accessed remotely using mobile devices including iPad, iPhone, Android tablet or smart phone, etc. While there are many different types of mobile device, the process for logging in using Citrix Receiver is similar on all of them.
Start by selecting the Citrix icon.
Select the Physician Portal icon to launch the application.
Enter your user name and password.
Click the log in button to access Physician Portal.
Installing Citrix
A. Installing Citrix on Desktop or Laptop
The program must be installed to access the Physician Portal from outside of the Bayhealth network. Citrix has receivers to match any operating system; Windows, Apple, Android, Linux, etc. and each is a different download.
Installation of the correct Citrix receiver on your device is completed by using your device to go to the Citrix Receiver website at http://receiver.citrix.com
If the website does not properly detect your operating system, click the link that says, Where can I download Citrix Receiver on other platforms and devices, then make the proper selection and follow the installation prompts.
The website will automatically detect your operating system and offer a button to click to download the receiver.
The installation is now complete and need only be installed once per device.
B. Installing Citrix on a Mobile Device
While there are many different types of mobile device, the process for installing Citrix Receiver is similar on all of them. The Apple iPad air will be used for this example.
Open the App Store, then type Citrix in the search field.
Choose the Citrix Receiver option from the choices presented
Select the FREE button to start the download.
The download is complete when the button changes to OPEN.
Select the OPEN button to configure the program.
Select the Add Account button.
Enter citrix.bayhealth.org in the address field, and click next.
Enter the user name and password that you use to log into computers at Bayhealth.
Enter bayhealth in the domain field.
Click Save.
Troubleshooting:
A. Adding a Trusted Site
Changes to the internet security options on a Windows computer may be necessary if an error message appears or citrix.bayhealth.org website will not launch. citrix.bayhealth.org may need to be added as a trusted site.
Click the Start button.
Enter inetcpl.cpl in the command box and press the enter key. `
Click the Security tab.
Click Trusted sites.
Click the Sites button.
Enter https://citrix.bayhealth.org and click Add.
Click Close
Click OK