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Class Exercise
Recap
At the end of the last lab, you made an appointment to address back pain for the new patient as a front desk receptionist allowing them access to the patient portal.  As a patient, you accessed patient portal, signed a few consent forms and filled out intake forms, corrected your home address and provided a pharmacy as well as sent a secure message to the practice and received a response from the doctor.  At the end of the lab, you, as a patient, came in for your appointment and were marked as arrived by the front desk receptionist.
Lab Scenario:
As an NP, you notice that your next appointment has arrived and is waiting in the waiting room.  You take the patient into the exam room and begin your assessment.  Since the patient is new to your practice, you perform new patient assessment, record social history, family history, reconcile existing medications and record pre-existing conditions.  You find out that your patient is on medication for hypertension and has chronic asthma since the age of 5.  Once that’s completed, you perform a physical examination and use the order set for backpain to prescribe treatment to the patient.  You review the CDSS reminders for the patient and provide referrals accordingly.  Then you send all the medications to the lab, print out referrals and visit summary for the patient before the patient checks out and leaves their appointment.  


Optional Training for This Lab: 
In eCW University, under course catalog, watch the following videos:
· Focused Learning: Basic Navigation
· Focused Learning: Tracking Board
· Educational Videos from Lab Prerequisites section related to Progress Note Documentation.
Follow the Steps Below to Complete the Lab.
As a staff member complete the following steps:
1. Login to eCW as an assigned staff member. (If you were not assigned a staff member credentials, use any login provided on “Lab Instructions eClinical Works” page in Brightspace.)
2. Once eCW opens, hover over “S” Jellybean at the top and choose “Tracking Board”. 
3. On the tracking board, use the arrows at the top, next to the name “Tracking Board” to navigate to the correct date of the appointment for your patient.  
4. Click on the name of your patient to begin the medical encounter. 
5. Once the chart opens, ensure that two octagonal circles in the title bar of eClinicalWorks are green [image: ], if they’re red in the center, click the two buttons until they’re green.  This should open a header containing patient information and a panel on the right-hand side of the patient chart.
6. The chart should be opened to the “Progress Note” template and there should be “Chief Complaint” of back pain listed.
7. Click on “Chief Complaint” to start documenting your encounter.
8. Once the “Progress Note” opens, click on the very first button in the toolbar with letter “A” which stands for “Allergies/Medical History”. 
9. In the top half of the screen, in the search bar, start typing hypertension.  As you type, note it is pulling out the diagnosis from nomenclature in the EHR.   
10. Add “Hypertension” and “asthma” chronic conditions to the medical history.  
11. Then click on “Add ICD” code and locate codes for “Essential (primary) hypertension” and “Unspecified asthma with status asthmaticus” and add them to the diagnosis list.
12. How are the two hypertension diagnoses listed in medical history different?
13. Delete 1 set of hypertension and asthma without ICD10 codes from the medical history list.
14. Under Allergies, add Amoxicillin as an allergen with hives as a reaction.  
15. Take a snapshot of the filled out “Allergy/Medical History” dialog and submit it in your lab report back to the instructor.
16. Continue to the 2nd icon in the toolbar of the Progress Note, Complaints.
17. Verify the Chief Complaint already appears here and it’s the main reason why the patient came into the clinic today, the back pain.
18. Take a snapshot of the “Chief Complaint” dialog and submit it in your lab report back to the instructor.
19. The 3rd icon in the toolbar is “Current Medications”, navigate to this screen and enter patient’s medications.  The patient is currently taking 50 mg tablets of Losartan for their blood pressure, Fluticasone Salmeterol 115-21 MCG/ACT inhaler twice a day and Ibuprofen 600 MG every 6 hours for back pain.  
20. Enter all medications mentioned into this dialog. 
21. Note the “Moderate Interaction” warning that appears at the top under the toolbar.  Click on this Interaction to learn more about it.
22. Take a snapshot of the Interaction dialog once it opens and include it in your lab report.
23. Explain which medications have an interaction? What type of interaction is it?  Describe the interaction and why it is dangerous.
24. Continue onto the 4th icon in the toolbar, Vitals.
25. Fill in the Vitals information for your patient: blood pressure of 130/98, heart rate of 89, temperature of 98.5F, oxygen 98%.  Record weight and height that fits your patient (come up with these numbers on your own), BMI should be calculated automatically.  Note blood pressure values are red, hover over these values to see normal range.  
26. Take a snapshot of the Vitals dialog once it is completed and include it in your lab report.
27. Continue onto the next icon in the toolbar, HPI or History of Present Illness.  This is where you’re going to fill out the information related to the current chief complaint which is back pain.  The patient describes the pain as debilitating, preventing them from doing normal activities easily such as loading dishwasher, sitting down and standing up, and any other activities that require banding down and straightening up. The pain is sharp in nature and has been present for two weeks.  It started after a visit to the gym.  Patient has been controlling pain with ibuprofen; however, the pain is not going away, and the medication does not relieve the pain completely.
28. Note, you have multiple ways to record the history of present illness.  You can choose a template on the left-hand side under Musculoskeletal section and fill in the relevant information for each symptom. Alternatively, the clinical notes may be entered in the text box at the bottom right.  There’s also an option to use keywords by pressing 3 dots at the bottom right corner [image: ] to speed up the entry of the note where you may also add new keywords to help you generate similar types of notes in the future.  There’s also a way to create “Smart Notes”.  “Smart Notes” must be built out before they can be used, and we’ll address this topic at a later date.
29. Select one of the 3 ways listed above to document the history of present illness described in bullet point 27 above and record the information.
30. Take a snapshot of your note once it’s completed and include it in your lab report.
31. Why did you choose this method to enter the note?  What did you think about it?  Do you think it is helpful to the clinicians or do you think there may be a better way to record the history of present illness?  Explain.
32. The next section includes Family History.  Fill out the family history of the patient’s family, use your family as an example or feel free to make one up.
33. Take a snapshot of the history once it’s completed and include it with your lab report.
34. Continue onto Social History by clicking the next button on the toolbar. 
35. Click on the “Tabacco Control (Standard)” details column and it will pop up Tabacco Control questionnaire.  
36. Next choose the Sexual History section under social history and click on the Details to fill in sexual history, details of sexual history, sexual abuse and other relevant information on this page.  (This information can be made up)
37. Continue to Drug/Alcohol history under social history and fill in DAST-10, AUDIT-C forms.  Note, the forms are calculating patient’s risk at the bottom using point system and as a result, you as a clinician could use these medical calculators to make recommendations.  (Once again, it’s up to you how you want to fill all these forms out in terms of social history, this information can be made up)
38. Fill In Household, Miscellaneous and Drug and Alcohol Risk Assessment forms in the similar fashion.  
39. Take 6 snapshots, one of each tab under Social History and include all of these in your lab report.
40. What are your thoughts on the calculators used to assess drug and alcohol risk assessments, tobacco use, alcohol misuse/abuse etc. How do you think these are useful to the clinician?  How do you think these are useful to the patient?
41. Next continue onto Surgical History and Hospitalizations.  The patient had appendectomy in 2009 and was hospitalized after the surgery for a duration of 5 days.  
42. Take a snapshot of the Surgical and Hospitalization history and include it in your report.
43. Continue to ROS (Review of Systems).  Once again you have a choice of entering the notes from the review here in different ways. You may choose “Musculoskeletal” template and fill in the symptoms based on relevant symptoms described, alternatively, you may type in notes in the text box at the right bottom and the third option is to use keywords specified under 3 dots at the top of the textbox at the bottom right.  Choose one way to enter your review.  Additionally, feel free to include any other observations for your patient and review of any other symptoms.
44. Take a snapshot of the Musculoskeletal tab and include it in your lab report. 
45. Continue onto the General Examination tab and perform physical examination of your patient and record the observations. Examine patient’s back and record the information in one of 3 ways discussed in sections above.  
46. Take a snapshot of the Musculoskeletal/Back examination and include it in your lab report.
47. Continue onto Assessment button in the toolbar and click “Problem List” button to generate a list of selected assessments.  Click “PL” to narrow down your list to the problems you have identified so far.  Note that while your Problem list includes hypertension and asthma, it doesn’t have a diagnosis for back pain.  Click on the “Problem List” button in the middle on the right.
48. Click “Add ICD” and locate sciatica in the list and add it to the list of problems, then click OK.
49. Double click on 3 diagnosis codes in the top window and they should appear in the middle as selected problems for assessment.
50. Take a snapshot of the Assessment dialog and include it in your lab report. 
51. Continue onto your Treatment Plan by clicking “Rx” button on the toolbar.  
52. Review the contents of this dialog very carefully.  Note the list of diagnosis and the information to the right of these diagnoses [image: ].  Also note the “Allergies” button in red and “Moderate Interaction” alert in orange.  You may click on each to explore the contents. 
53. Take a snapshot of this dialog and include it in your lab report. 
54. On this dialog we need to prescribe treatment for the patient, which we will do in lab #3.
55. Write your first impression/reflection of the eCW Electronic Health Record patient intake process in a paragraph or two using the following guidelines and submit as part of your lab report:
1. Usability
	a. Well organized
	b. Intuitive
2. What are the benefits of using eCW?
3. What are the issues with using eCW?
4. Communication with the patient through secure messaging and web encounters.
5. How technically savvy does the staff need to be to integrate eCW into their workflow?


Lab report should contain answers for steps: 12, 15, 18, 22, 23, 26, 30, 31, 33, 39 (6 images), 40, 42, 44, 46, 50, 53, 55 (17 images, 5 written questions, 22 points total)
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