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Lesson 4: Documenting ED Provider Notes

This lesson introduces the Sunrise Emergency Care functions that are
common tasks completed as part of the emergency visit workflow. This
lesson highlights the Provider documentation workflows.

Learning Objectives

After completing this lesson, you should be able to:
Update the Status Board with the assigned Provider.
Document the ED Provider Note.

Modity and cancel documents.

Enter, maintain and complete orders.

Use the Acronym Expansion feature.

Use the Add Specimen function to status nurse collect specimen as
collected.

B Identify additional documentation that may be used for ED patient care
workflow.
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Adding the Assigned Provider

At start of provider assessment, the ED Provider assigns him/her self to the

approptiate Provider column (ED MD, ED NP/PA, RES) in the Status

Board and updates the STS (Status) column.

TO ADD THE ASSIGNED PROVIDER:

1. Locate the patient in the Adult All View.

2. Double-click in the appropriate Provider column cell and select your
name from the drop-down.

TO UPDATE THE PATIENT STATUS:

1. Locate the patient in the Adult All View.

2. Double-click in the STS column cell and select Treatment in Progress
(TIP).

Documenting the ED Provider Note

The ED Provider Note is used for provider documentation of the patient
assessment throughout the emergency visit.
TO DOCUMENT THE ED PROVIDER NOTE:

1. At the bottom of the Status Board, click the Quick Launch Doc(s)
drop-down and select ED Provider Aware Note.

ED Triage Swvare MNote

ED Reassessment

ED Murse Note

ED Murse Procedures
i

ED Physician Disposition

Quick Launch Wifarkflow
Doc(s) ' Managernent
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& The Structured Notes Entry window appears.

I structured Notes Entry - Allscript: Aravrder Aware Note
[ create | preview | Date of Serv !-or - 2. 2000 Lm Tlmlz_2?‘:
c l;E Copy Farward Lﬂ Refer to Mote e Froview « j Maddy Temgplate t!nl Acropyen Expangion E} Orders j’
g TP | ROS2 | PMH | MDRO/POA | MDM | PE | Crilical Care | EKG Read | Progress Note | Shift | Consull | Fajs =
:i Complaint The patient is a (AgeY] [Gender] complaining of [CCCP trg chief cmplnt] Time Seen  q7-23-2020 (R)(@BT) 1227 2
o
i I” Document Free Text Objective Statemen
w
é Chief Complaint Quote  stomach acha for last 24 hours... taking Pepts Bismel, but no religf, I Possitile Admission
2 [ Femptate . |Hbeu-yrm- Umited By B ,cuiny T ainered ws [ condition ™ age—
Historian B8 = oopent © mother © father © spouse © signiwant otber © daughter © son © IMS € police ™ Document Via Bod...

Temp () Method W Pulse  Resp  BP 5pO2 (%)

Severity B £ mild € moderate © severe

Pain(Now) B r r,r3r rsCgrrglol

Pain(Maxd B a3 rarsrgrrrgcs

1] | I

teed Help?  Mark Nate &5 Results pending Priceity Incomplete Lodked E&M Calculation Charge Capture Superfill

(save ) ((savesprnt ] ([cancel |

Note: A ‘book’ icon will display on a Section Tab if documentation has been
copied forward (referenced) from Nursing documentation (for example, the ED
Triage Note or ED Nurse Note). Hover your cursor over the icon to display
the documentation reference.

HPI ROS | ¥ PMH | ¥ MDRO/POA | PE | MDM \|_

Hi Chief Complaint Cuote referenced from ED Triage Aware Note 03-Feb-2020 12:06 |

Requesting Documentation Co-Signature

Note: For Providers or Clinicians who must have documentation reviewed and
approved under the care of a supervising MD, the user can request the Co-Signer
within the document window.

2. To add a co-signature request for document, do the following:

a). Within the note, click the Document Info tab at the far left margin.

Structured Notes Entry - Allscripts, Trainer - ED Provider Aware Note

orward Ej Refer to Mote s Preview - E‘
¥ HPI | ROS2 | PMH | MDRO/POA | MDM | H

Complaint The patient is a [AgeY] [Gender] con

oju|JuBLIIG

Chief Complaint Quote  stomach ache for last 24 hours.... tak]

suopas

Template Abdominal pain, N/V/D
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b). Click the Co — Signer(s) checkbox.

Co - Sigher(s)

- | ]

"

Note: You can request up to 2 co-signatures.

& The Co-Signature window appears.

® Co-Signature 1 - Allscripts, Trainer
Co-Sign By Me () Current Providers (O Other
Care Provider:  [&usimus, Jaosn ‘ Sgarch
Filter
Occupation; m :l
Org. Unit: m :I
Name Oceupation Org Unit Specialty
» eusmus, Jaosn] [ Emergency Medicine Emergency Medic
Mehta, Ninfa WD Attending Emergency Medicine Emergency Medit
(]l O]
Assign T
Select 41l
[+] ED Provider Aware Note
e et

). In the Co-Signature window, do the following:

O Current Providers: Selected by default. Select this option, and then
select from the list of displayed Providers currently assigned in a care
provider role to the patient.

O Other: Select this option to search for the Requesting Provider by
name.

d). Click OK.

&> The selected Provider displays in the Co-Signer field.

Co - Signer(s)

i~ I|Mehta, Minfa I

™ |
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3. Document the appropriate Sections of the note per your emergency
provider assessment protocol. The following table outlines the sections

of the note.
Section Description
HPI Capture History of Present lliness assessment.

Complaint | Pulls forward a summary statement (including the patient’s age,
gender and the chief complaint) captured in the ED Triage
Note or ED Nurse Note.

Example: The patient is a 46-year-old female complaining of chest pain.

Chief Complaint Quote | Pulls forward the Chief Complaint Quote documentation from
the ED Triage Note or EDNurse Note.

Template | Auto-populates the selected template from the ED Triage Note
or ED Nurse Note.

The Provider can adjust the problem-based template by
selecting from the drop-down.

Based on the template selection, the appropriate assessment
parameters will display below the Historian section.

Historian B8 patient € mother  father ( spouse € significant ather © daughter " san © EMS

resenting Symptoms B || Location W | Quality | ]
_pos| neaf answer alt I~ generalized I~ aching

pos| neg|anorexia L] ™ epigastric ™ band-like

pos| neg|constipation (§8 I right upper quadrant I cramping

pos| neg|disphoresis 8 I™ left upper quadrant I™ deep pain

Historian | Auto-populates from documentation in ED Triage Note or ED
Nurse Note.

Time Seen | Auto-populates the current date and time upon opening of the
note. Adjust as needed.

Document Free Text | Click the checkbox to expand the Objective Statement free
Objective Statement | text box.

Possible Admission | Click the checkbox to indicate the patient is a candidate for
possible admission based on assessment.

gispo
If selected, the Possible Admit =# icon badge will appear in
the Dsp (Disposition) column on the Status Board.

Document Via Body | Click the checkbox to open the Body Image view. Use the
Image | toolbar buttons to annotate or draw on the image.
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Section

Description

Whole Body Front/Back

G N\NOXONTAEFLO £ A |

Available Vitals at Note

Pulls forward the most current vital signs assessment at open

Open (Read Only) | of the note.
Additional HPI | Click the document additional HPI complaint(s) checkbox to
expand additional free text sections.
Additional HPI ¥ document additional HPI complaint(s)
Assaciated Symptoms Radiation
ROS2 Capture Review of Systems assessment.

The Template selection will pull forward from the HPI section.

0 Based on the Template selected, the associated
Systems sections will appear auto-expanded.

0 Expand any additional systems sections as
needed.

Use one of the preferred methods to document this section:

o Within each respective system, manually select Positive (pos) and
Negative (neg) assessment values.

o Apply your defined default preferences. In the My Default bo,
select APPLY (sex ## years).
Note: The gender and age level are applied based on the selected
patient.

In order to use this option, you must first define your default

criteria:

1. Select your default pos/neg preferences for each
respective system.

2. Scroll to the bottom of this section and select Save in
the My Default box.
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Section Description

MY DEFAULT

" SAVE (male 18+ yrs)

e Reason Not Obtained: Capture reason not able to obtain review
of systems.

o All Other Systems: If selected, indicates ALL the remaining
systems not documented are reviewed and are negative.

Caution: This indicates that you are documenting review of EVERY system.

PMH Capture review and updates to patient history.

Allergies/Intolerances | Existing Allergy History will auto-populate into this section of
the note.

Allergy history should be reviewed at each new patient visit
encounter to ensure the most accurate information is reflected
in the patient’s chart.

To add/edit allergy history from within the note:
1. Click the Allergies Summary button.

Allergies Summary

The Allergies/Intolerances Summary View window appears.
Bl “tergies/intclerances § ripts, Tramor e

{gs,

Allergies/Intolerances Summary Yiew - Allscripts, Trainer 3

D Actrve Oly | ] | Actd Hiew | i Clase

2. Click Add New.

If this is a new patient with no existing allergy history, the Allergy Type window
appears.

B Allergy Type
Allergy Type ®

i~ Mo Known Allergies.

i Allergy Status Unknown
Reason: ﬂ

Close

| Enter New Allergy/Intolerance |

3. Do one of the following:
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Section Description

0 Select No Known Allergies to indicate the patient has no known allergy history.

0 Select Allergy Status Unknown to indicate inability to capture allergy history.
Select a required Reason from the drop-down.

0 Select Enter New Allergy/Intolerance button to add allergy history.
4. For this example, select Enter New Allergy/Intolerance.
The Allergy/Intolerance (Adding New) window appears.

& Allergy/intolerance(Adding New) - Vaughn, Debbie

|Allergy/Intolerance Details ®

Category: @ Allergy (" Intolerance

e [ © N —
Allergen: E] & (]
Reaction: 2]

Deseription:
[~Onset Date;

€ my | | /| |

1 Full Date [ ~]

Confidence Level: I M

Infa Source: I M

Confirmed By: ‘ | [ Me ]
Reason: \ |
Entered: ‘ ‘
Last Modified: ‘ |

[ Attach Document... | [ Attachments.. |

5. Select the appropriate Category. (Allergy is the default.)
6. Select a Type from the drop-down. (Drug is the default).
For this example: Select Food.
7. Select the Allergen from the drop-down.
For this example: Select Peanuts.
The Reaction Details window appears.
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Section Description

& Reaction Details

Reaction Details ®

 Unknown

(& Selectallreactions thatapply

Reaction Severity =
Anaphylais

Short of breath

Wheezing

Unconscioush...

Hives

Chest pain

Facial redness

Resp Symptoms

Urticaria

Dizziness z,

OMOOOOaaaans

8. Select the appropriate Reaction(s).
9. Optional: Select the Severity from the drop-down.
10. Click OK.

11. Optional: Enter any additional details as required: Description, Onset Date,
Confidence Level, etc.

12. If adding multiple allergies, click Apply and repeat the above steps to add the
allergy details.

13. When complete, click OK.

The Allergies/Intolerances Summary View window reappears with the added
allergy history.

Important: If the patient has No known drug allergies, and you attempt to Close
the Allergies/Intolerances Summary View window, the following message
appears.

1 altergies/intalerances Summary View - Aliseripts, Traing lelal g ]

Adaigar

Allergies fIntolerances Summary ¥iew - Allscripts, Train|

[ et (S0 e

1

. I D
Dneres Active Dby a ek Nw || 1k WA, (] Clase

Select a required Reason from the drop-down if unknown or click Add NKDA to
indicate the patient has no known drug allergies.

Reminder: You can also add Allergy history outside the note via the Sunrise toolbar button.

Outpatient Medication | Existing Home Medication History will pull into this section of
Review | the note.




SUNY
OWNSTATE

¥ Health Sciences University
Univeraity Hospital of B

Section Description

Home Medication history should be reviewed at each new
patient visit encounter to ensure the most accurate information
is reflected in the patient’s chart.

To add/edit home medication history from within the note:
1. Click the Outpatient Medication Review button.

Outpatient Medication Review

Note: Use the Add Home Medication button to add home medications using the Quick Entry
method. This method does not provide the ability to update existing home medication history.

Add Hon; Medication
The Outpatient Medication Review window appears.

Alscrigta, Traioer 1000008 / 10000011 S5y (07041985 fres
B
Albergies: o Krmen Drusg Albergoes, Pearat
B OBE M. S AT dYE
2 | frarrm Mo E ik D Vot Sistn 4 Mook e spilied
[ [omthare Pocerobaten Ststas. ot Dume rslened Prasmacy <o
Ao O

Dot Firmst Fivves Artrvm Morbesatiorn (Mordbesf} oot by e Chans e Do
o il e e -

&3

(save Campiet | [Save mesmpeens | [ cancel |

Note: If the patient has existing home medication history, the information will appear in the display
window for review and validation.
2. Ifthe patient indicates no history of home medications, do the following:
o0 Inthe upper right corner, click the Med Status: <Not yet specified> hyperlink.

IM&d Status: <Not Et 2eciﬂedd

Preferred Pharmacy: <Nones

The Outpatient Medication Status window appears.

10
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- 100230 / 1000000257 53y (07-04-1965) Ie
prm Code Status:
=] 5
Date/Time Dutpaticnt Medication States Entered in Application Entered by Uses Vindt 1D
Lak l

0 Inthe Outpatient Medication Status drop-down, select No Current
Medications and click Save.

3. To add home medication history, do the following:

+
o Click the Add New Home Medication o toolbar button.

The Add Home Medication window appears.
@ 2 Home Medseation - Allsenpls, Tramer

Madicatson Nanse

Gese I Unknown  Dosage Units Rouite Freguency -
1 [l [+ =is

Last Dose Taken Date  Last Dose Taken Ti
[ fal

ime.
»

‘6| [ o]

Mired Heig?

0 Inthe Medication Name field, begin typing the name of the medication.
For this example: Begin typing Lasix.
0 Select the appropriate item from the search results list.

Clear
D

|_D WY la siof

.| Full Catalog

Lasix

o Continue with selecting across for the appropriate: Route, Dose and
Frequency.

11
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Clear
O lasix
Full Catalog oral Lasix 10 mg/mL oral liguid ¢ 1 tablet once a day
Lk injectable Lasix 20 mg oral tablet other..

Lasix 40 mg oral tablet
Lasix 80 mg oral tablet

other...

The Add Home Medication window appears with the selected details.

Clear
Medheatoen Mame:
Lase: £) mg eeal ablet | s ot C it G
Do [ Uninawn  Desage Usits Bmute Frequeney C ty orce 3 day
| B S |eabis) | [ (znee 2 cuy |57]
Tt Dice Taken Dake  Last Dicae Taken Tie
2 | I
Felicow Lip Repesn ko Seurc
@1 El
Suat Dt Erel Dlte
= [E5Himi = Inteenal Mema
et I Sarnple Tracking S
[i] swve asasnotrer || concs |
Beed Helg!?

4. Complete the required Last Dose Taken Date field by selecting one of the
following:

5. Complete any additional information as required.
6. Click Add Another to add additional home medication(s).
7. When complete, click Save.

The added medications appear in the Outpatient Medication Review window with
a green checkmark next to each item.

Allscripts. Tradner 0000 10000018 Sy (UT-0419%5] Mse

e
Allewgias: K Knsun D Allergies, Peanst

E*- cans UT «»1.;[@ 5] Q[-E“W

e S Catent it e Mo

i s..... ol Fretames ramesy sMonex
& oo,
: S by e s Dy (S
i b v g
- IIQQRW
Lsce 40 mg oenl kit
1 abx] cally crm 2 ey .
[V s e Souree:
Flekla: Mome Oty 0 Last Dose Takes Date/Time T
(Cngraey Sewes. MyEWH
Lt Mssifad O7-27-00 255 Follow up Pansca
Lotrel 5 gy 20 g oral capsuks
1 capls) orally once a day
L d _mm ks Susce [P
Frfils Moo o T Data T
Crgratrg Sce My .
Lawt Mogited 07-27-200 1256 Falow up Reason -

8. To add the Preferred Pharmacy:

12
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Section Description
0 Click the Preferred Pharmacy link (upper right corner).

Med Status: Patient Currently Takes Medications

Preferred Pharmacy: <None:

The Manage Pharmacies window appears.

Prefered Prarmaces for : Mberpts Traees

e W
Detaust Pame PrammacyType Adress1 o Gy sate Zp Coce
<
O Seach Pharmacy
Hame: Sue Prarmacy Type: =
ik Iy Suppents EFCS
Pheee Fax Supports Canc

[Lome |

0 Inthe Search Pharmacy Name field, begin typing the name of the pharmacy.
Include any additional search modifiers (for example, Zip).
0 Optional: To further filter the search results, select the following:
= Pharmacy Type: Select to filter pharmacies by Retail or Mail Order.
= Supports EPCS: Select to filter pharmacies who support Electronic
Prescribing of Controlled Substances.
= Supports Cancel: Select to filter pharmacies who support electronic
Cancel of prescriptions.
0 Click Search.
0 Select the preferred pharmacy from the Search Results list, and then click the
Add to Preferred button.

o

© Seasch Prarmacy

Name: | dusne | S [, | Pharmacy Trpe: I#l

Gty | broakhm e [ S [
Dechn = | Supports EPCS |
= =5 o — = Search |

Supports Cancel

AN Duene Resde 14207 Rewad Ka Ko 1417 AVENUE U BROOKLYN NY 1293319

AN Guane Reade 12211 Resd No  No  431813THAVE BROCELYN N 1291338

‘h Duane Resde 14215 Respd Ko HNeo 3000 OCEAN AVE BROOKLYN NY 112352406 =
1 v

The add pharmacy appears in the Preferred Pharmacies section (top
pane).

13
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Section Description
Preferred Prammacies for @ Allsonpts, Tramer
Remove
HName PharmucyType Address] Addressd ity State Tip Code
(A Ouaee Reade 14184 | |
N TS Prarmacy & 2431 2472 FLATBUSH AVEH BRCOKLYN NY 11244
L1}

o0 When complete, click Close.

9. When complete, click Save Complete.
Reminder: You can also add Home Medication history outside the note via the Sunrise toolbar button.

Health History Existing Past Medical, Surgical and Family History will pull
into this section of the note.

Health history should be reviewed at each new patient visit
encounter to ensure the most accurate information is reflected
in the patient’s chart.

To add/edit health history from within the note:
1. Click the Health History (Entry or Modification) button.

Health History

Note: Use the Health History (Quick Entry) button to add problem history using the Quick Entry
method. This method does not provide the ability to update existing health history.

Health History
i i Triage Male S5y (07-C4-1085)
Allscripts, Trainer ABergy - Mo Known Deug Allergier: Food: Peanut
= ~ o A 3 -, '
+2 @ % & O ¢ 4 % @& 2 p% B @
Show! Discantinue Delete Flag Healih + TypeDefaukt Reger Cleas S Column *  Geid
Modify Cancem ! Fiter Filters Selection  Options s
Allseripts, Trainer Health haes: Cormently showing - Health lisue Types AIE Statas GActive Oniyk Entered By TAIE ty 1Mok Supqre .
N Commuanity Healll1suns are availain
Health Itsues My Raikad | Famy History | | (l ]
g Ba@s Health lisue Cade KD KO- SHOMEDCT Type ¥ OweetOate
= Complaiet ECLP (1)
=1 o
Acdd New Health bave [ Acvion Lin =
sie [P S [Pl S e
Q[ , -
Q

2. Inthe Add New Health Issue section, select the appropriate problem Type from the
Select a Type list.

For this example: Select Past Surg Hx.
The Health Issue Details area opens.

14
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Section Description
Heslth lssue Details [ Action List )
Bpe: [Past sura vec 2| ot [ace Bl i Save Changes
Code: Coding Scheme: Body Sl!e:l B.. Cancel
Apaly
scope [ Gameral |
Catalod Name: | ()
Back
Heattn ssue: [
Desoiption: | 1
=

3. Inthe Health Issue field, type the description name of the event.
For this example: Type appendectomy.

4. Recommended: In the Onset Date field, indicate the M/Y or Full Date of the
surgical event.

Click Save Changes.
Now, in the Select a Type list, select Family History.

In the Full Catalog Search field, type htn and press Enter.
Click Add next to Family history of hypertension.

The Family History window appears.

© N o u

s =l=n)|

9. Click the checkbox next to the family member(s) to associate the health issue
history.

10. Optional: Document additional information as needed, such as: Name, Age at
Diagnosis, Still Living, etc.
The added entries appear in the Health Issues list in the top pane.

11. Click Close.
Note: You can also add Health History outside the note via the Sunrise toolbar button.

Substance Use & Will pull forward documentation from the ED Nurse Note. Add
Social Screening or update as needed.

Any selection of Yes will auto-expand additional observation
sections to document appropriate details.

15
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Section

Description
Current or Former Substance Use Psycho Social Screening
EI Never| Answer All EI N | Answer All
E m;&kohuf B EI ancems for safety a
YES| never|Catfeine Us EI ﬂleelings of depressic
EI Mlcigarerte EI Mleels like hurting oth
EI never |Electronic Ciggrette EI Mleels like hurting self
EI never |Recreational Djug/Medication
ves| never|Tobacco =

History Review
Attestation

Indicate review of nurses’ notes.

MDRO/POA Capture History of MDRO (Multi-Drug Resistant Organisms)
and Device or Pressure Injury Present on Arrival.
Documentation from the ED Triage Note will pull forward to this
note.

MDM Capture Medical Decision Making assessment.

PE Capture Physical Exam assessment.

The Template selection will pull forward from the HPI section.

Use one of the preferred methods to document this section:

o Within each respective system, manually select normal or
comprehensive exam assessment values.

o0 Normal: Selection of this option will apply the system-defined
‘normal’ statement. Modify Statement as needed.

O neemal @ comprahanuve szam

Masify Statement Wek appeanng. well rounshed, swake. alert, orented 10 PEron. place. e/ SEUItIoN and in £0 3PPt SSITESS.

o Comprehensive Exam: Selection of this option will expand a
‘template’ of observation parameters for documentation.

GASTROINTESTINAL

@ narmal © comprehensives exam

Abdominal Exam W | Masses L]
I soft

™ fum ™ no arganomegaly  no pulsating masses

™ organomegaly ispecly)  no mass on exsmination

I rigid I psoas sign ™ masses noted

o Apply your defined default preferences. In the My Default box,
select APPLY (sex ## years).

Note: The gender and age level are applied based on the selected
patient.

In order to use this option, you must first define your default
criteria:

1. Select your default pos/neg preferences for each

respective system.

16
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Section

Description
2. Scroll to the bottom of this section and select Save in
the My Default box.
MY DEFAULT

 SAVE (male 18+ yrs)

o mark ALL systems normal: If selected, indicates documentation
of ALL systems ‘normal’.

Caution: This indicates that you are documenting review of EVERY
system.

Select the Document Via Avatar checkbox to open the Avatar
section to annotate Problem and Context Quality on the
respective body area. Click and Drag the appropriate body
area.

e
Sratsen T » Contet/Onatity T
_— twrsteg
setechine R ]
samle i gy
-
wher
= tozsnderyieven
ot
sicion
e
ey
lenentaster
st
S . /—
iy
™ ]
Lo BATAN mwieg |

o Click the arrow below the Avatar to turn the body position (front —
back).

oy

Critical Care

Capture documentation details for critically ill patient
assessments. Selecting the patient was critically ill checkbox
will expand additional observations.

Critical Care Indication

= patient was entically il

Fatient was critically ill with a high probability of imminent or life threatening deterioration

Critical Care Provided -
I™ direct patient care (not related to procedure) I additional history taking
I™ interpretation of diagnostic studies I documentation
I comsultation with ather physicans ™ conducted a detailed discussion of DMR status

I consult wy pt's family directly relating to pts condition I telephone consultation with the patient's family

Critical Care Time Spent L]

© hess than 20 munutes

 30-74 rmin (30 rminutes=1 hr 14 min
75104 minutes (1 hr 15 min-1 hr 44 min)
105124 manustes {1 he 45 mmn=2 hr 14 i)
" 135-164 minutes (2 br 15 min-2 hr 44 min)
165194 minutes (2 hr 45 min-3 br 14 min)
194 minutes or kenger (3 hr 14 min-kenger}

™ Document exact time

EKG Read

Capture EKG completed / EGK interpreted details.

17
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Section Description

Progress Notes Use this section to document re-assessment / patient
progress throughout the ED visit.

Shift Use this section to document Change of Shift / Provider
Hand-off.

Consult Use this section to document request for Consult.

Faculty Use this section for documenting Attending review and

attestation for Mid-Level and Resident documentation.

Chart Review Compiles a summary view of all documented observations
within the note.

HISTORY DF PRESENTING ILLNESS

Tha gatest i & L] [Garder] omplainiag of [CECF g chind amslet], Trin wick shee By e 9t FabedB 2820 1735, The patsenty. haf complait Quot ads: eramging pn in sbdseiast 1y

i & el schTiss o P evariling SyTOpEONTS: Rt @ vormiling. Mt deives ancr i, Comtipaton, chaphar sk, i, BStenmion, fever and sl Bood. Locatied in the: e
ptom. arted yesterday. The tinerg is radial omet. Mocfing Faddoes: Beter with Lang down, Pertient Fasiony o i relatec 10 reaon dor vai

Sasheread matase sed meigh less
T P, SEROR, PHPEKICCS Ind tadcandl

Placing Orders Within the Note

4. To place orders within the note, click the Orders O9E toolbar
button.

Requesting Order Co-Signature

Note: For Providers or Clinicians that may have the ability to place orders but
must place orders under the care of a supervising MD, the Requested By window
will appear to indicate the Requesting Provider and Source (such as Written or
On Behalf Of).

18
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Requested By

Requested By O Me I (#) Cument Providers () Other I

Filter

Occupation: :|

Oig Unit: :I

Name I Role 0Org Unit H

Ausmus, laosn Attending Emergency Medicine |

Mehta, Minfa Attending Emergency Medicine |

& \ D
| Source: | wdrittent |- I
On Behalf O
Help

® Requested By — Select the appropriate to indicate the requesting
provider:

O Mae: Select when orders can be placed on your own behalf and does not
require to be placed under the cate of a Supervising Provider.

O Current Providers: Selected by default. Select this option, and then select
from the list of displayed Providers currently assigned in a care provider
role to the patient.

O Other: Select this option to search for the Requesting Provider by name.
® Source — Select the ordering source for the authorized order request
from the drop-down:

O Written: Indicates the orders are being transcribed from a written
document source that is already considered ‘signed’. This option will not
trigger a provider co-signature to Signature Manager.

O On Behalf Of: Indicates the orders are being placed via a non-written
source (such as “Verbal’). This option will trigger a provider co-signature to
Signature Manager.

& The Order Entry Worksheet appears.
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Order Entry Worksheet - Allscripts, Trainer

Allscripts, Trainer 1000006 # 10000011 55y (07-04-1965) Male
AD-CU.BOSA Patient Name: | Salvacion, Jesus
Allergies: No Kn_mlscripts, Trainer | Peanut
Requested By (8)Me () Other Cross, Randsl Saurce: allergy Details
Date: |7.7. =S | Time: | I [ |
Session
Type: ‘ Standard |- ‘ FReason: ‘ ‘
Start OFf Browse g Add...
[} Admit / Discharge / Transfer [E) Tups here to enter order name] Wiew...
[} Cardiclogy M Order Cost
Cerlral Supply/Proceduues Lz 5
B Conzults &ddd to Eavorites
Gastroenteralogy & Hepatalogy
Laboratary Iessage
[ Meurology
Mursing Referrals i s ﬂ
Nutitional Services o
[ OPD Encournter Fams
Order Sets Edit...
[ Outpatient Order Sets B
= elete
[ Patient Care 2
Pharmacy oy
[} Radiclaay
[ Restiratoru Care = Add Specimen...
|I Indication...
Mark as Done
Subrmit Orderts) for Allscripts, Trainer Hide Worksheet [ cancel  |[ Help ]

The following table describes the components of the Order Entry

Worksheet.

Field Name ‘ Description

Patient Header

Displays the Patient Header information.

Allergy Details button

Opens the Allergies Summary View window.

Requested By

Displays how the order was requested: Me or Other (if
placing orders on behalf of another care provider).

Date If you do not enter a requested date, today’s date is
assumed on the order entry form.
Note: If entering multiple orders and date may differ, leave blank and
specify on the individual order form.

Time If you do not enter a requested time, the current time is

assumed on the order entry form.

Note: If entering multiple orders and date may differ, leave blank and
specify on the individual order form.

Session Type

Provides the ability to change the order submission
status (Standard, Hold, Discharge, etc.). The default is
Standard.
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a). In the Start of Browse, expand Order Sets > Emergency Care.

Star Of Browse |=| Contents of /Drder Sets/Emergency Department’

[} OPD Encounter Forms (4] [Tvpe here to enter order name
' Order Cost
1 T Surgery Order Sets ) Abd-Pelvic Pain (Peds) Order Set =]
EHS ) Abdominal Pain Order Set
& 5l Emergency Department jj Allergy Order Set
HICU ) Aftered Mental Status Order Set
OB/GYN ) Chest Pain 7 CYS Order Set
Pediatric Order Gets ) Critical Care Order Set
Physical and Rehabilitation Medicine j) Diabetes / DKA Order Set
Fulmonary & Ciical Care Medicine (] ) Dialysis Screening Order Set
Fienal Department ) DKA (Peds) Order Set
Fiheumatology Order Sets J) D¥spnea/Cough Order Set
Outpatient rder Sets ) EENT/Dental Order Set
Patient Care ) Extremity Problem Order Set
[ Phamacy = j Extremity Trauma Order Set
W O] Fahila nfant 20 . 60 Dave uctse =

Note: You can also type the name of the order/order set in the search
field to initiate @ manual search.

sbdarminal —

Order
Abdominal Girth (Monitor

Abdominal Girth)

EE Abdominal Limited Sono with
Elastography (US Liver Limited
with Elastography)

I ﬁ Fbdominal Pain Order Set I

b). Select the order/order set from the search results list and click Add
(or double-click on the order).

For this example: Select the Abdominal Pain Order Set.

& The Order Set Details window appears.

Albacripts. Trainer M08 / 10000011 55y 107041965} [T -)
AD-CLBOSA Sabvacion, hewss
Allergies: i Knaws Drug Allergies, Prarut
Abdominal Pain Order Set [0 arders of 60 are sebected ]
G llasperitne
Foascn bot Tl Hpalhisiums Had rdenl

| =

LADORATORY

0 o wim i © [orathmmbi Tems O Ihspanic Furction Banel

0 [ Comprehemive O et 0 [ Rapid Re;

Metabolic Faned

0 [Bnic Metabolic Pas! 0 0 Dy st

6 | Urnadydds @ Clexmn O CIType wnd Cross
W | i Cuitare O | Tope 3 [l Addtional Lab Orders
DusKaETIC

0 L abd ARG 12 e

Addstional Radiciaqy

MURSIHG

o ok ) Coemen )

Note: Some order items that are routinely ordered for this problem type
have been pre-selected by default. Deselect as needed.

c). Click the checkbox next to the order item(s) to add from the order
set.

For this example: Select the CT Abdomen and Pelvis Without IV
Contrast.
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Note: Any order forms that have required entry data fields will auto-open
when selected. Any order form field displaying a red star indicates

1000008 # 10000011 S5 40704 YRS [P 7 ]
AD-CUBGA Savacion, jes
Allergies: N Knawn Drig Afergies, Peandt
iz WAL Centenst Sraes :mpaRr:
Terptate Masve:
I &
Foonpamet Dae Fiepamsted Term/Uiparcy  Teaesgan Widhesd Ol
b5 & [ Hespewisgh
- i [ L] ] Ppeeipi gt ) o
1752 k] -
Fieaien ot Shuly Cordrambesdns Fiekevard foss st 7 daya|
: = a L =
Wiking D
[ el BpesliThecking
Appucgpeats Use Cinia Triy
= E—
pacil Irstucsiorn
Wk D 3
[ ok Cancel
© Cotem),

d). Complete the required fields as appropriate, and then click OK.
e). Click OK on the order form when complete.

Note: When placing Radiology orders and a diagnosis has not been added
prior to placing orders, the following message appears indicating that you
must add a Working Diagnosis before the order can be placed.

Sunrise ED Manager

Please SELECT aWorking Diagnosis,
£ l S, Order CAMNOT be placed without avalid applicable DX Code 11,

f). To add the Working Diagnosis do the following:

0 Click OK to remove the message window.
O In the Working Dx field, click the #l button at the end of the field,

&> The Health Issues Manager window appears.
O In the Select a Type list, select ED Diagnosis.

&> The Health Issue Details box opens.
O In the Health Issue field, type a free text diagnosis description.
O In the Action List, click Save Changes.
0 Click Save to Order.

&> The added health issue appears in the Working Dx field on the order form.
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Working Dix

abdominal pain ’a

@). Click OK on the order form.

h). Select any additional orders on the order form as needed.

7). When complete, click OK.
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&> The orders are added to the Order Summary section.
j). Click the Submit Order(s) button.

&> You are returned to the note.

5. Optional: To save the note in ‘Incomplete’ status (and complete
charting later), click the Incomplete checkbox at the bottom of the
window.

6. To save and close your document, click Save.
Maintaining Documents

This section introduces Sunrise functions used for maintaining documents,
such as modify or cancel a document, and the Acronym Expansion feature.

Modifying a Document

You can Modify a previously saved document to add additional or change
existing documentation.

TO MODIFY A DOCUMENT:
1. In the Documents tab, select the document to modify.

2. Do one of the following:
® Click the Modify % tab-level toolbar button.
e Right-click on the document and select Modify Document.

&> The Structured Notes Entry window opens in Modify mode.

3. Add or update documentation as needed, and then click Save.

Cancelling a Document

The Cancel Document function allows you to cancel a previously saved
document.

TO CANCEL A DOCUMENT:
1. In the Documents tab, select the note to cancel.

2. Do one of the following:

e (lick the Cancel / Delete Time Column tab-level toolbar button.

e Right-click on the document and select Cancel Document.
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& The Cancel Document window appears displaying a warning message
concerning the removal of the document from the patient’s chart.

Note: When you cancel a document, any patient data such as, Orders,
Allergies, Problems, etc., will not be removed from the chart. This is very
important to remember if you cancel a document entered on the wrong
patient.

® Cancel Document - Cross, Train

Cancelling this document will remove the document from this chart You will not
be able to re-instate the document.

Any data entered into other areas of the chart while in this note will remain
(Orders, Allergies, Prescriptions, etc). This data will need to be removed from
the corresponding areas of the chart.

Click OK to cancel decument.
Click Cancel te return without cancelling decument.

Reason: |- |

3. Select a Reason from the drop-down and click OK.

= The x] icon appears next to the document with a strikethrough.

03-May-2011

Q 2312 Critical Result / Test Motificati.. In Progress 03-May-201123:..

Creating Acronym Expansion Text

The Acronym Expansion Maintenance window allows you to add, edit or
remove a list of acronyms and expanded text for the acronyms you define.
This feature may prove beneficial when documenting structured note fields
where you type free-text narrative statements.

TO CREATE AN ACRONYM EXPANSION TEXT:

1. Access Acronym Expansion using one of the following:
e From the Sunrise menu bar, select Preferences > Acronym Expansion.

e From within a Structured Note Entry window, click the Acronym
Expansion toolbar button.

&> The Acronym Expansion Maintenance Dialog window appears.
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¥ Cross, Randall - Acronym Expansion Maintenance Dialog

Define Acronym Expansion ®
Acronym Expanded Text Type
2. Click Add.

&> The Acronym Expansion — Add\Edit\View Dialog window appears.

Cross, Randall - Acronym Expansion - Add\Edit\Wrew Bialog

Add Acronym and Expanded Text (
Acronym:
[E]
Expanded Text:
[x]
Apply Of -;ancgl

3. Type the acronym in the Acronym field.
Important: Do not use the following characters, except as the first character:
e . (period)

® 7 (question mark)

: (colon)

; (semicolon)
¢ | (comma)

e | (exclamation mark)

These characters are acronym terminators, which are reserved characters
that you enter to open the acronym search window. (For example, .wbc
is an example of a valid acronym; w.b.c. is not a valid acronym).

4. In the Expanded Text field, enter the full text of the acronym.
Note: The max number of characters is 20,000.
5. Do one of the following:

e C(lick OK to save your changes.
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e C(Click Apply to save your changes and add another acronym.

TO USE ACRONYM EXPANSION IN A STRUCTURED NOTE:

1. Ina structured note free text field, type the acronym.

ADMIT REASON

Stated Reason for Admissicn

.abd

2. Tap the space bar on the keyboard.

&> The full text of the acronym expands.

ADMIT REASON

Stated Reason for Admission

Patient complains of sudden pain that began around the navel area 3 days ago and now the pain is on
the right side of the lower abdomen. The pain worsens with cough and walking. Some episades of

Note: To initiate a ‘wild card search’ on your list of acronyms, type the
terminator followed by an asterisk (for example, .*).

2 scromymis)

Pain Rating (0-10)

2 am
Rest o
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Lesson Review

Having completed this lesson, you should be able to:
Update the Status Board with the assigned Provider.
Document the ED Provider Note.

Modify and cancel documents.

Use the Acronym Expansion feature.
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