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1. Overview

1.1 What is eRIC?

A unique clinical system created by ICU clinicians for critically ill patients.

Based on iMDsoft's MetaVision 6, eRIC is a system that integrates clinical data every
minute from bedside monitors, ventilators and other specialised equipment in one
configuration for Adult, Paediatric and Neonatal ICUs using evidence-based clinical
practice.

Once deployed across the 43 ICUs of NSW, eRIC will be one of the largest enterprise-
wide ICU clinical information systems in the world.

1.2 Why s it necessary?

ICUs are highly complex environments and the most data-intensive part of any hospital.
Compared to regular wards, in an ICU thousands more data points are recorded daily. A
specialised electronic solution is required to provide the complex, minute-by-minute patient
monitoring and analysis necessary to safely manage the critically ill.

1.3 What are the benefits?

/’—"-\ For patients

| &, | With afocus on clinical safety and evidence based practice; eRIC is expected to
3 ‘/2’ contribute to a reduction in mortality rates across the state.

Better patient
outcomes

For clinicians

,3 ' Purpose-built by NSW clinicians, for NSW clinicians, eRIC is a holistic system
R4  that supports clinicians in caring for critically ill patients by reducing the risk of
S~ clinical error.

By clinicians,
for clinicians

( | For the hospitals of NSW

omeouion  IMproved efficiencies in patient flows and work practices with the ability to
acossNSW henchmark across the state.
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1.4 Intended Audience

This User Guide is intended primarily to be used by ICU Clinicians who will be using eRIC on
a daily basis. This group will include:

= |CU Management Staff

= ICU CIS Manager

= |CU Nursing Staff (Super Users and End Users)
= |CU Medical Staff (Super Users and End Users)
* |ICU Administrative Staff

= |CU Data Manager

*= |ICU Allied Health Staff

* ICU Pharmacists

It may also be accessed and used by Non-ICU Ad hoc and Non-ICU Read Only Staff

1.5 Purpose

This User Guide is intended to provide the requiste information that will enable you to:

Develop a high level understanding of eRIC

Manage to effectively use the common parts of eRIC’s screen

Navigate effectively around eRIC tabs, views and forms

Create an electronic admission for a patient admitted to ICU using eRIC

Develop a high level understanding of the menus, tabs and views that will be used to plan

the ICU daily routine in eRIC

= Effectively use the relevant forms in eRIC to document assessment, management plans,
completion of tasks and clinical events

= Prescribe and validate doses, tasks and actions in eRIC

= Understand medication terminology specific to eRIC

= Undertake the prescription and validation of medications, including fluid therapy, enteral

feeds and parenteral feeds, blood and blood products prescription and administration in

eRIC

Understand speciliased medication prescription and administration processes in eRIC

Discontinue medications in eRIC

Understand discharge and transfer terminology specific to eRIC

Comprehend the procedures in eRIC involved in discharging / transferring / transporting a

patient from ICU.

1.6 Scope of this User Guide

This version of the User Guide is for version 6.4 of Metavision. It provides information on
currently available functionality and specialised workflow process. This will continue to
evolve and information will be supplemented accordingly with addendums.

Updates will be provided to the ICU CIS Manager and they will be responsible for updating
material accordingly into the User Guide.
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1.7 Structure of the User Guide

The User Guide comprises of five modules.
Module 1: Introduction

Module 2: Admission

Module 3: Daily Routine

Module 4: Medication

Module 5: Discharge and Transfer

The User Guide can be used for the following:
= As areference document for face-to-face training (Slide Notes in the training slides
refer back to the user guide for more detailed information)
» |tshould be used as a reference manual post training.

There are also a number of other tools that can be used to help you for self-directed
learning. The hard copies will be located in the eRIC Resource Folder.

Soft copies can be accessed on the ACI eRIC Intranet webpage.

Intranet Link: eRIC section on the ACI intranet

The eLeaning will be available on HETI / My Health Learning.
http://hetionline.health.nsw.gov.au

Learning Material includes:

= PowerPoint training slides

= elearning modules (Videos and Simulations)

= Quick Reference Guides (QRGS)

= Activity sheets

= Training Case Study
When working through the activities in the slide packs you can refer to the User Guide.
Ideally you will have access to a simulation ‘eRIC training environment’ allowing you to log-in
and to complete the activities.

1.8 Important Information

NOTE: This is used to annotate an important piece of information that needs
attention.

1.9 Disclaimer

This User Guide is provided to assist you with understanding how to use eRIC effectively. In
recognising that different structures, procedures and protocols exist in current ICU
environments, it cannot and does not provide guidance specific to your practice.

This guide is not an exhaustive list of all actions your ICU may need to undertake and should
be used in conjunction with the other provided resources.

In addition, requirements, processes, forms and other information in the User Guide is
subject to change, so you will need to check the currency and accuracy of information with
your local ICU CIS Manager.

10|Page
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2 Introduction Module

This module will introduce you to ‘Getting started’ with eRIC. It will provide you with an
understanding of the screens, tabs, views and forms whilst enabling you to acquire the skills
required for navigating eRIC.

2.1 What is a Clinical Information System?

A Clinical Information System (CIS) is an information system designed to be used
specifically in the critical care environment. It integrates the many computer systems found
in a modern hospital, such as pathology and radiology, with an electronic patient record. This
provides easy bedside access for clinicians.

With a CIS, patient information that was formerly recorded by staff caring for the patient on
paper charts is collected and entered into a computer located at each bedspace.
Observations, including blood pressure, heart rate, oxygen levels and temperature along
with medications and fluids are all recorded in this clinical information system. As necessary,
staff will also enter notes. Once the patient is discharged from the Intensive Care Unit, the
relevant information is printed and placed in the patient’s medical record. An electronic
Handover of Care document (eHOC) is also generated and published to eMR.

eRIC is the CIS that will be used across NSW Health for Intensive Care Units.

2.2 Getting Started

a [ Log in with your ]
.. 4 L
MetaVisionSuite

StaffLink login

’
Enter your current ]

Proven Clinical Information Systems StaffLink password
te

B connect to archive datab...

LLogin

= |n order to use eRIC you will have to login with your personalised StaffLink username and
password

NOTE: It is important to realise that anything done within eRIC will be attributed to the
person logged in.

Before entering anything into eRIC make sure you are logged in. This is easy to check and
can be seen in the Status Bar. This is at the bottom left of your screen.

Messages i) [ Active user: Daniel Wilkams || ! PMB-ICU | [Status: Admitted | |

Make sure that when you are finished updating eRIC you log off.
The system is currently set to auto log out in 5 minutes without any mouse and keyboard
activity.
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2.3 Troubleshooting inability to Log-In to eRIC

eRIC Login Screen message ‘Incorrect user name or password’ (you may have
forgotten your username and/or password)

25110810

e MetaVision

-
Meta"ls ‘0‘ Incorrect user name or password

Proven Clinical Ir ok *Critical Care

. Connect to archive DB

Login

Step 1: Ensure your StaffLink ID and password are entered as per your computer
credentials.

Step 2: If you still get the above error message, call State Wide Service Desk 1300 28 55 33
to reset your StaffLink password. You will be issued a temporary password and will need to

login to StaffLink and reset your password before logging in to eRIC.
Step 3: You can now login using your health ID and new password.
Step 4: If you still get the above error message, contact your local CIS Manager.

\\ // \\ 4 12 | Pa g e
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There is some important terminology that every eRIC user must know. This is outlined in the

table below:

Term

Description

Login

Log in to eRIC using your user name and password.

Logout

Log out of eRIC.

This is a simple action that brings you back to the login screen and allows a
different user to use eRIC.

On-the-fly

Changing things temporarily without customising. You can modify eRIC’s
appearance and most functionality at any time, but your changes will not be
saved.

Parameter

Parameters are the building blocks of eRIC.
A parameter can be a physiological measurement, a lab result, or any other
data describing the patient’s condition.

Validate

Confirm/verify parameter value, condition, or action.
Validate that a medication has been administered to a patient.

NOTE: This action is taken to confirm the data entered is correct. When you
manually enter data it is automatically validated. Data coming in from
machines and other interfaced objects needs to be validated, to ensure that
it is correct.

Lab results will come into eRIC as validated parameters.

Data Point

A data point is usually derived from a measurement and can be represented
numerically and/or graphically. It consists of clinical data or parameters that
are captured or recorded in the system.

13|Page
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2.5 Work List
Work List Full Screen Mode

Allow Default Layout

04 (ACTIVE) v bipne | Mursing
Freddy Merury* 0101010 o

05 (ACTIVE)

06 (ACTIVE)
Harry longfield® 5

07 (ACTIVE)

08 [ACTIVE)
Mgl NELL® MR

10 (ACTIVE)
Hamish Andh* O

11 (ACTTVI
Aritha Ko

182 &
......

Patient Set | = " s o Work List Display |z <= "=

This is the first screen the user will see on ‘Logging In’.

Select a patient from the work list to take you into the Patient Clinical Overview tab.

To return to the Work List, it can be accessed via several methods; Menu Button = select a
Patient for the Full Work List OR the Green Census tab to the right of the screen for the
Census Work List.

The Work List displays a list of patients and their data.

= [t clearly identifies which is the currently selected patient, and enables the user to view
patient details, to navigate rapidly between patients, and to open the required patient
record/documentation, or to perform other actions on the selected patient record (for
example: opening the Patient File).

= |t enables the creation and use of a personalised Patient Set, called My List, which
assists the user in managing and maintaining their own list of patients.

» [t enables system parameters, customised parameters, forms and notifications to be
displayed to the user, for multiple patients simultaneously. For example: Alerts,
Ventilation Mode, Research Studies

There are two ways to view the work list, as a full work list or as a Census work list.

The work list is generated as a combination of a Patient Set and a Work List Display, which

are independent of each other and which can be changed independently.

= A Patient Set is a set of patients which match specific criteria, as defined by a
customizable search query — e.g. ‘Pre-admit and Admitted Only’ Patient Set.

= A Work List Display is a customised layout for the Work List that defines the data that is
presented in the Work List, for the patients included in the selected Patient Set. This
display will be different for Doctor, Nurse, and Nurse-In Charge.

Depending on the customisation settings, there may be multiple Work List Displays and
multiple predefined Patient Sets available to you for selection

14| Page
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Work List in Sliding Patient Census Mode
The green work list tab, displayed on the left edge of the screen when you are on the patient
‘Flow sheet’ allows you to open and close the sliding patient census mode work list

"k (Adu) (Bed 03 [Peiens srifer 123456759 (Train

Pre-admit and Admitted Only ~ JIS e Sl EENES
Gl =
- [ S NS

<44 4 Goto

0 Minutes 3.‘

BED 01 (ACTIVE)
Master Patient*8011008*

BED 02 (ACTIVE)

Webex Demo*8011108* *
BED 03 (ACTIVE)
Training Patient® 1234567, . .
BED 05 (ACTIVE)

Stanley Ipkiss ® 542436432, |
BED 06 (ACTIVE)

Jimmy Fallon®123324234

BED 15 (ACTIVE)
ICU Patient® 999888 *

>

Work List in
Pinned Census
Mode

0| xapxap|

HR
Weight (Drug Calculations) | H
Cardiac Rhythm | | | 3§
ABPs |
agpd 5 _ B!
ABPmM | | ;
NIgPs ; . B!
NIBPd i

Green Work
List Tab

In Sliding Patient Census mode the work list is presented as a vertical bar on the left edge of
the screen, displaying only the patient column element of the work list. The work list can be
pinned in place and you can then switch between patients and search for patients easily.

NOTE: The tab view that was last selected remains when switching between patients. Once
a particular patient is selected the tab views can be changed — this is useful to use during
clinical handover of several patients.

Patient Sets

Patient Sets are specific sets of patients. There are two types of Patient Sets:
1. Predefined Patient Sets
2. My List Patient Sets

Predefined Patient Sets — these are created via the Customisation Tool only (these are
pre-defined). They can be viewed and used by all users, but cannot be modified.

By selecting a particular Patient Set, you can quickly and efficiently display a list of patients
in the Work List. The selected Patient Set is compiled by means of the system searching the
eRIC production database for patient records that correspond to the predefined search query
criteria. e.g. ‘Pre-admitted and Admitted Only Patient Set’

Pre-admit and Admitted Only ~

Patient Alerts Days i.. Work List -... | Admitting Diag... | Problem List PMHx / Proble... | Medical Plan Nursing Plan Ventilation | Acu... | Social Discharge ¢
01 (ACTIVE) N 7.00 day
Justin Philip LATHAM =3¢ ©
02 (ACTIVE) . 64.88
Min CLOSE® 400465-H272, .. dayls)
03 (ACTIVE) o 64.88
Min UPDATE®400464-H2, . day(s)
04 (ACTIVE) 7072 Postop 1cH Non smoker
Freddy Mercurye 0101010, | Mo day(s) eranioplasty for..  febrile 30 flatulance T ETOH- 10-20g/day
05 (ACTIVE) N 69.01 s .
Charlie Chicken *2323232. .. dayls)
06 (ACTIVE) 54.96 Cardiac arrestout ~ AKI Ward cleared
Harry longfield e 5127450207 - | MRSA dayts) of hospital HTN T20M Pt stable
07 (ACTIVE) 5496 Infective Cleared for WARD
Whooflung Dunge=6578z, ..~ | "o day(s) excerbation copp AR aforss NOT for return t.
08 (ACTIVE) NoneMRSA;  69.97 out of hospital decreased GCS § : For discharg
Ritchic Rich® 141237904/09/ © | VREBurkh... dayis) ~ Comickand Bl st PROLONGED Do... 1110 T Sit out of bed Invasive .. 1-1 today
09 (ACTIVE) N 5491 Suspected
Jessica Henley 12548457, _ . day(s) polypharmacy OD
10 (ACTIVE) N 2601
Colin Albert ANDERSON ». dayts)
11 (ACTIVE) . MRSA 238 day
John Robertse 345678 » » ©
12 (ACTIVE) , | MRsavRee s7.83 st UATOR
Sanjana Raghave NK-Man, , . | SBL dayts)
Ll RCTvE) > | MRsa 4208 sepsis, nn None Spicegirl chase septic screen A D
Burgess Sam® 416350%29/09 dayls)

14 (ACTIVE) , | VvREBurkho!l 77.14
James Thorogood * 86753. . . deria cepa..  day(s)

patienthad afall  ards no family
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My List Patient Set — this is a personalised set of patients that you manage by adding and
removing patients to and from the My List set.
To add a patient to ‘My List’ right click on the patient and select ‘Add to My List’

K n‘,{

Patient Alerts
01 (ACTI\ gy
Justin Philig
02 (ACTI\  Edit MRN
Min CLOSE
Chronlogical View
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MinUPDAT  Patient File
04 (ACTI\  Readmit "
Freddy Mer
Set Current
05 (ACTT\
Charlie Chic Record privacy  »
06 (ACTIVE) » MRSA
Harry longfield # 512745 # 20/
07 (ACTIVE) > [vsa
Whooflung Dunge * 657823
08 (ACTIVE) None:MRSA:
Ritchie Rich® 141237 *04/09/ VREBurkh...
08 (ACTIVE) »
Jessica Henley * 1254845741
10 (ACTIVE) »
Colin Albert ANDERSON »26¢
11 (ACTIVE) N MRSA
John Roberts ® 345678
12 (ACTIVE) MRSAVREE
Sanjana Raghav® NK-Man-01 SBL
13 (ACTIVE) » MRSA
Burgess Sam* 416350#20/09
14 (ACTIVE) VREBurkhal

Work List Display
The work list display is useful because it has role pertinent information displayed ( for
example the Medical Work List Display has information on Antibiotics and the Medical Job
List, the Nurse In-Charge Work List Display can be customised to display current patient
condition, the Nursing Work List Display can show the allocated nursing staff for each
patient, and the nurse patient ratio such as 1-1, 1-2, 1-3 via acuity)

Patient Search
My List

Change Patient Set

Allow Default Layout

James Thorogood * 86753
04 (ACTIVE)
Freddy Mercury * 0101010

05 (ACTIVE)

Charlie Chicken

06 (ACTIVE)

Harry longfield
07 (ACTIVE) 5
Whoofiung Dunge * 6578z, ,
08 (ACTIVE) o
Molly NELL® MRNTEST001,

09 (ACTIVE)
12548457,

Jessica Henley®

10 (ACTIVE)

Hamish Andy* 0000001 * 12/t

11 (ACTIVE)
Anitha Kavitha ® 15689-H2

Garry GRYLLS® 400325-Hz, . .

None

Days i... Work List -.. Admitting Diag...
7.1 day

©

6488

day(s)

6488

day(s)

7072 Post op

dayls) cranioplasty for.
69.94

days) Burms

5496 Cardiac arrest out
day(s) of haspital

5496 Infective

day(s) excerbation COPD
69.97 out of hospital
dayl) PRI B e arrest
5492 Suspected

day(s) polypharmacy 0D
2601

day(s)

238 day

©

578 Test UAT-OR
day(s)

e sepsis, nn

day(s) S

7714 Py ey

8.03 day Patrick and Bill

=) <
Medical, Default

Medical, Discharge
Neonatal

Nursing Post

Nursing. In-charge

Bumns
dayls)

1895

985 da,
® Y Shellyandlvy sepss
s)

Problem List

ICH
febrile 39

AKD
HTN

AKD

decreased GCS
PROLONGED Do...

None

PMHx / Proble...

flatulance

T2DM

Flatulence

IHD, HT

Spicegirl

Medical Plan Nursing Plan

Ward cleared
Pt stable

Cleared for WARD
NOT for return t...

Sit out of bed Invasive

chase septic screen A

Sit out of bed

Sit out of bed today

Ventilation | Acu...

Sodial Discharge ¢

Non smoker
ETOH- 10-20g/day

Nil

Lives at home
alone

For discharg,

Lives alone todsy

lives alone
(estranged from..

IHD

s alone
today

Non smoker

ETOH- 10-20g/day

Lives at home

slone

fves alone

(estranged from.

Family coming in  Not for

today dsicharge tt.

NOTE: Some things on the work list view are auto populated (e.g. past medical history,
problem list, alerts, job list) and some things are able to be manually entered.
The medical job list auto populates from the Job List on the Medical Ward Round Note.
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Specific information such as the current patient condition for ‘Nurse-in charge’ work list
display needs to be manually entered by double clicking on the cell. Another such example
is the free text box for populating the Allocated Staff in the ‘Nursing Work List Display’.
Double click on the cell under ‘Allocated Staff’ and a text box will open up — enter details into
this and it will then populate the Work List.

1812017 1538

and the text box | >w
opens up -
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2.8 Patient Search

You can search for a particular patient by using the drop down patient search menu.

This will open the basic search window.

= Basic searches can be performed according to an entered search term, e.g. If you know
the Patient First Name, Last Name and or MRN — you can perform a Basic Search.

= Advanced searches can be used if you do not know patient details. This can be
performed according to an entered search query (constructed on the fly) or according to
the predefined Patient Sets that have been customised.

Searches are performed in both the production and archive databases, regardless of the
database currently in use.

For an Advanced patient search — Click on ‘Advanced Search’ Button in the top right corner
of the ‘Patient Search’ window. This opens up the ‘Advanced Search’ box.

Example of performing an advanced search for ‘Released’ patient:

= Choose ‘Field’ = Patient Status, ‘Field Operator’ = Is, ‘Value’ =Released.

= After entering details for searching Click ‘Run’ to start the search.

Baskc swarch Agvarced search

Bunty thomas [ Find I
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Pre-admit and Admitted Only ~
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Change PatientSet > Basic Search Advanced Search
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2.9 Main Screen Overview

= Once you select a patient this opens up the Clinical Overview tab with the Patient Flow
Sheet.

= There are a number of parts of the screen that you should become familiar with.

» The Flow Sheet displays a continuous record that begins with the patient’s admission
date and ends when the patient’s record is closed.

The Flow Sheet displays information including patient information within windows. These can
be customised in a number of ways. Each window can be minimised a or maximised E

simply by clicking on these icons.They can also be resized by dragging on the resize icon.

NOTE: Some window views have hidden rows e.g. Under Vital Signs tab — the
Cardiovascular section contains Hidden Rows: they are populated when the form in the
‘Nursing Menu’ is completed e.g. Circulation Observations, OR if the parameter is being
monitored e.g. Patients with PICCO will have monitoring of CCO.

This same principle applies to all views clicking on the cog wheel will reveal if there are
hidden rows for that section.

Components of the main screen are:

1. Title bar and status bar
2. Menu Bar
3. Buttons
4. Tabs
5. Views
6. Parameters
7. Cells
8. Time Bar
Title Bar
Menu Bar
Tabs
Time bar
Graph
View Minimise /
maximise

Tabular button
View
Cells with _

Parameters |2 & e be b Cogwheel
Status l..,..’rlv. n:-'.m-:ﬁvﬂh.:-u'.mh-;m.?ﬂ :hi-ﬂ '- . - : -- - - -. -l RES'ZE
Bar — L R T e T L P e 4 Daap vt 4 Daap wins+ = W|r'|d[]w

[ Nagatten - s —

Message ) Event

Center S S = View
. [ S———— T T p— “:I‘ITI
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2.9.1 Title and Status Bar

Title Bar

= This is located at the top of the screen and displays patient information, such as Patient
Name, Department Name, Medical Record Number, Date of Birth. It is similar to the
‘patient sticker’. It also includes information about allergies and alerts (e.g. infectious
status).

Status Bar

» This is located at the bottom of the window.

= The Status Bar is also customizable and generally displays the date and time and
additional patient / department information. It is set to display active user, department
currently logged into, patient status and any participating research studies. The PAS
Alerts also show up on the Status Bar.

= [t also displays the Message Centre. This flashes in case a certain action (dose or task
related) needs to be done. It shows the number of pending messages and includes built-
in severity colours, red if there are unread messages and green if there are no unread
messages (this will be explored in more detail in the Daily Routine and Medication
module).

29.2 Menu Toolbar

There is a primary toolbar (called the Main Menu Toolbar) and secondary toolbars. Toolbars
HOLD buttons. Buttons perform actions (examples of buttons are MEDICAL, NURSING).
There are also floating toolbars that allow scheduling of tasks.

Main Menu

= This is your main menu, located at the top of the screen

* |tis composed of sub-menu buttons

* The majority of these sub-menus are customised to open additional sub menus. Some
will open further sub menus or Modules e.g. The Nursing Menu opens Sub Menu’s ‘Input
/Output Devices and Observations’ - Lines &> Central Venous Catheter > CVC Lumen
3

Sub Menus

= These are also known as a Menu within a Menu

»= They can be either a Menu or a Floating toolbar

= Every button can open additional toolbars, perform specific actions, open forms, open
separate applications and more.

Menu
Toolbar

Select a Patient

Patient Demographics
Patient File Secondary

Disable PAS Alert Toolbar
Show/Hide Cursor
Print

Emergency Patient Registration Seconda ry

Chronological Printing Tool Toolbar
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Menu items are displayed on the Main Menu Toolbar and they are used for opening
modules, performing automatic actions (such as documentation of a clinical event), opening
menus (secondary toolbars) and performing a variety of other functions.

Buttons

Toolbars contain buttons. Buttons perform actions (e.g. of buttons are MEDICAL,
NURSING). Every button can open additional toolbars, perform specific actions, open forms,
open separate applications, and more.

Active move..
—

Opens the Dose
and Task list

phsnce 2 Coughing, b.x
8

2 Partially tighs.

Opens a secondary ez
toolbar / menu

2.Coughing, b.
6

o
acror

1Tense 1Tense O-Relaxed, ne... [
< 1Protection 1 Protection 0 Absence of ... 0 Absd

Lintubsted s ,
L Tense, rigid L Tense, rigid O Relaxed 0 Reta
0

Opens forms

Documents a Timed
Intervention on the
flow sheet

CRRT ECMO ] VAD Ventiation (invasive)  Ventilation (Non-Invasive)

2.9.3 Tabs

The Tabs bar is located under the Menu Toolbar. Each tab is made up of display views. A
coloured bar on the top right hand corner indicates tabs with similar functionality or purpose.
Tabs are like the pages within the patient file, often holding similar material on the single tab.

s 2 [Adult] |Bed 01(Actve) Alerts: Other, None , Other alert, Risk of pressure area
W)

Medical Pofines & Guidelines Refrech Heln & Renortc

Mern Nursna

Dosoress Pragss
Progress Pasgerbe
Notes | Madatices ¥ Madicatons Wedcatons

Tabs

Colour coding e.g. medications in
red

The groups in the tabs are highlighted by colours. The colours are:

. Review patient information. Clinical Overview and Graph Overview

= Purple: Where observations are captured (commonly used as nursing tabs). Vital
Signs, Ventilation, Neuro/Pain, Input/Output, RRT, Care Plans/ Interventions,

ECMO/VAD

= QOrange: Progress notes

= Red: Medications - Prescribe medication, Administer Medication, Titrate
Medication, Medication Review.

= Blue: Pathology

= Green: Sepsis, Metabolic, Wounds
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Scroll buttons
= [f there are more tabs than can be displayed on the screen, you can scroll using arrows
that are located at the end of the tab row. These arrows bring more tabs into view.

Types of Tabs

= Time Related Tabs — views that display time indications (Clinical Overview, Graph
Overview, Vital Signs etc.)

= Non-Time Related Tabs — comprised only of view(s) that do not display time indication
e.g. Progress Notes Tab.

294 Views

There are a number of views that can be used within eRIC. They each have their own
representing icon and are:

=  Graph view

= Tabular view

= Event view

Each view can hold parameters. The parameter within the view may require the use of the
scroll functionality to view all the parameters.

bpm

» Enl ‘i Tabular view | o
[ _ | mentig

6 17:13 - Tramsport within the Hospital (Adult]Pasdiatric (End) - 76 Day(s) : 1 hris)
/1272016 17:06 - Tramsport within the Hospital (Adult|Paediabric)(Start] - Emor
T4/10/2016 15:43 - Trassport within the Hospital (AdsltPacdiatric) (Star) - 76 Dayls) 3 1 hls)

LA/10/2016 1246 - Bronchoscopy
ventilatar SIMV/PS/A.+ SIMV/PSAA, » ST
P2 (5aE) LA/O2016 LL:18 - Tramsport within the Hospital (Adult|Pacdiatric) (End) - 40 Day(s) : 1 hris) 0 @ a0 0
i 13/08/2016 11:14 - CT Scan 17 n 15 11
PF Ratic 258

04/08/2016 %:51 - Transport within the Hospital (Adul]Paediatric)(Start) - 80 Dayfs) : 1 hats)

Tabular view

The tabular view displays time-related patient data in a tabular format. In this view,
parameters are displayed on the left column and their values are displayed in the centre
columns, according to the time selected in the time columns. The parameter types which are
displayed in a tabular view include: numeric, numeric with tag, text, free text, check box,
formula, grouped, date-time, mapped and image. Some values are displayed in cells
automatically, such as data read from bedside devices. Data in these cells can be viewed
and edited, if necessary. Data can also be entered manually into empty cells.

NOTE: Time columns in the Flow sheet represent a selected time interval, not a specific
time. In the tabular view, the value displayed in a time column is the first value available for
the time interval, and not necessarily the value from the start time of the column. For
example, heart rate values were not entered between 9:00 and 9:15; at 9:16 a value of 95
bpm is entered. In such an instance, if the Flow sheet is set to one-hour intervals, the 9:00
column displays 95, even though the time of this value is 9:16.
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Graph view

The Graph View displays validated time-related patient data in a graphic form. A graph can
display up to ten parameters. Parameter values are viewed in the form of an X-Y graph. The
Y-axis represents the parameter values. The X-axis represents the times of the main screen
columns. It is divided into the time intervals currently displayed in the main screen tab. The
parameter names are displayed to the left or on the top part of the graph. Each parameter
name and its graphic indicator are displayed as the same colour and shape.

Clinical Event view

The Clinical Event view displays clinical events entered for the patient. These are quick
icons which represent a clinical incident which occurred to the patient. They can be point-in-
time events (e.g. planned extubation), or timed events (e.g. Transfer to OT for surgery).

List View

The List View enables you to view data in the form of a list. This view is used specifically for
progress notes. Users will be able to view progress notes in a chronological list. The default
will have the forms collapsed; however, users can expand the individual form, all forms, or
open the form session browser.

Tims Description vser Aztion ®

ENursng Progress Note

Shdedecal Viard Round Note:
i Presgeess Hote

pacal Progress Note

2245 EMaeancal Vard Round Note

3200 “Hursing Progeess Note Kange Willaens o

#hursing Progeess Note Kirye Willaers St
16:00 SPInTEY INEa] ASSSIEn Koty Kiye Wil e
ENursing Assessment Nole (Mead to Toe) Karye Willams,

Fdecica Veard Round Nobe My ViiliaeTn Sav

Active user: Sham Swaminathan FRIBICU || Status: Admitted

Nomogram View

Nomograms are used clinically to help clinicians analyse patient data. It displays data points
of a pre-selected image, often determined by clinical data factors. Growth charts and
Phototherapy commonly use this view.

View Properties

Every view has a ‘Properties’ symbol. This can be used to make changes to the view display
and its filtering. You can perform actions and change the view properties (on-the-fly) using
the cogwheel button. Each view can be collapsed and expanded using the minimise and
maximise buttons located in the upper right corner of the view. Each view size can also be
adjusted ‘on-the-fly’ using the resize icon in the middle of the view.
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All views have a properties
symbol which can be used
to make changes to the
display and filtering.

Graph view properties

..........

Add bookmark
Remove this view

Copy graph to dipboard

2.9.5

Parameters are the building blocks of the eRIC application. They are what make the views,
tabs, forms etc., and are where and how data is captured.

Parameters

Parameter Types
The parameter types available for use on the main screen and in forms include:

= Numeric — for numeric measurements (for example, heart rate, blood pressure,
temperature)

= Numeric with tag — when a particular symbol needs to be shown with the number (for
example, pupil dilation 2+)

= Text —when an attribute is described in words and selected from a customised list, (for
example, ventilation mode). Every text value can be given a numerical equivalent value
to perform calculations

= Free text — text can simply be entered in a main screen cell or in a form
= Formula — performs a mathematical function, e.g. GCS Total.

NOTE: Need to click Save for some formula parameter (normally underlined) to display
the result —e.g. on Burns Form after the TBSA Dermal % and TBSA Full thickness % are
entered - the TBSA Total % will only display after ‘Save’ is pressed

= Check box — a binary parameter indicating either true or false

= Grouped - displays values from two or more parameters in one cell (for example,
systolic / diastolic blood pressure)

= Date and time — can display a date and/or time

= Mapped — Mapped parameters are parameters that are linked to and draw data from
external sources. These are non-editable in eRIC (e.g data from PAS)

Better patie
outcomes

Patient Identifier

R Linked sign denotes

I Title MAr 6'9 mapped parameter
Given Name Sam CQ
Family Name Burges (;9

Image — allows editing and display of graphic images (for example, an image of the
human body used to mark the location of drains or wounds, Wounds and Burns Images)
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= Clinical event — allow documenting of clinical events that occurred to the patient and are
displayed as icons on the Events view. They can be point-in-time events or timed events

= Depending on the data point, the application will determine the best parameter type to
capture it.

2.9.6 Cells

/ Marked as error
HR 90
ST

Cardiac Rhythm tl Warning added
h |

ABPs 1125
f Comment
ABPd 67 i added

| ABPmM 67

| Parameter is locked b— l'-i)(:-.lucose ABG (mmol/L)

There are a number of indicators that will give you information on the contents of a cell.
These are:

Blue — Normal value

Red — Warning added

Error — a value stamped with a strikethrough mark

. f' Lockicon — Read only value

There are also a number of statuses that you can apply to a cell, e.g. if the value in a cell is
not correct, you can mark it as an error. This is done by right clicking on the cell and
selecting the status.

The cell statuses are:

= |talics: if there are any data points within the interval displayed. Devices capture data
every minute; however clinicians will most commonly view the screen at a larger interval,
likely every hour. Therefore there are 59 other data points not being displayed

» Validate — entered manually or validated as correct by a user (confirming a value entered
is correct — e.g. the ABP (M), this may be incorrect if arterial line waveform trace is poor
or if the transducer is zeroed at the wrong level)

= Mark Error — value will not be used in automatic calculations. This is done for those
values that may be incorrect, e.g., if the SpO, value is incorrect because the saturation
probe fell off the patient’s finger

= Warning — draws the attention of clinical staff to this value

= Comments — can be viewed in the cell tooltip or properties

= Log — view all actions that were performed on a specific cell

Changed By Value Walidate | Error | Wamin Comment
AP Lara Simons 125 - r I
RN Lara Simans 125 [~ I ] Comment Added

Q Parameter Log I

|-
l=
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= Cell Properties — View cell properties and perform some actions such as adding a
comment, mark as error & add warning

» [Interval data viewer — Display the data of a specific parameter according to various
filters. It can be used both for informational and navigational purposes. The Data Viewer
can be opened in two formats: Interval Data Viewer and Parameter Data Viewer. The
Interval Data Viewer opens by default displaying values only from the chosen interval,
while the Parameter Data Viewer opens by default displaying all the parameter values

= Add bookmark - Columns can be bookmarked to ensure that significant data remains on
display. For example, a column containing an event can be bookmarked to ensure that
subsequent shifts are aware of the incident. Bookmarks mode displays only columns with
bookmarks. If any columns remain once the bookmarked data has been displayed, they
will display data in fixed intervals to the right of the final bookmark

» Fixed Bookmark - Displays all bookmarked data within the range of the current fixed
columns. For example, if there is a bookmark at 17:15 and you are using one-hour
intervals, the columns will display data from 17:00, 17:15, 18:00, and so on

= Time Indicator: When within that interval was the data entered, at the beginning, middle,
end etc.

Interval data
viewer — (the
graph can be
individualised for
each parameter
and select time
interval)

Cell attributes

v Hide errers
100

“L -

S0 L

Time indicators
represent when this <
=

data point was

captured within the B
time interval being -
displayed. .

|:,-,==:-,,1:::..« Toram aciam eoas mora gmonan paame  aceen  acem rose v Dose

2.9.7 Time Bar

The Time bar represents the timeline displayed in the Flow sheet.

Admission: 02/12/2015 2:38 PM | |D.O.B: 02/12/1997 | | Male | | GA: 27+3 Day: 6582 CGA: 967+5. | 8

Ad Progrens Noses Scormy Done & Tk Lt Badology Poboes & Gudebnes nd of Lie

Input Carw P ) e Tone Vegcme
Ovpnt Iterventions ¥ Medcatons ¥ Medcamon ¥ Medcatons Tecen

Pathciogy § Fadk

L
1.2 @
1”n 1 Hour .

1w 1 P | povosmeemmm—— L) ——)
- v

)

0
1 Minute : &
2 Minutes
5 Minutes

10 Minutes

. . v — - -
Clicking on the half A4 1 : > & 13 M Set the time
moon, will return ¢ I I I

L. or : N interval
timeline to current time. S

40 Minutes
1 Hour
2 Hours

1}

3 Hours

Time interval
- - 4 Hours
Time navigation . " S field
“ [ “ [ 0] “ ® 8 Howrs
~ o " ” ” ”n " ~ 12 Hours

24 Hours

it
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Time Navigation
= The navigation icons are located at the left of the Time Bar. These icons enable you to
scroll back and forth in time-related views.
e << Move one page back
< Move one column back
From Go to - select from a drop down list > Time / Admission
>Move one column forward
>> Move one page forward
Go to current time

Time Bar can easily be changed.
You can set the start point. This is done with the go to scroll bar. To do this simply click on
the drop down and choose your start point, e.g., when the patient was originally admitted.

[erts] [vel= | [0.08: 241051976

Dose 8 Task List Clinical Events End of Life Policies & Guidelines Refresh Help & Report

Graph

Input / Progress Prescribe Administe:
Overview | i i

| Vital Signs Output Notes Medications ¥ Medications \ Medications

Ll o
100

Previous start of day

Next start of day

PMB-ICU 03/08/2016 11:59
Admitted 03/08/2016 11:59
Time

24 Hours from Midnight

NOTE: Setting time to current time - You can set the current time as the start point. To
start from ‘now’ simply click on the relevant part of the time bar as shown below.

The Time Interval can also be modified straight from the time bar. Just click on the interval
drop down list and make your selection.

1 Minute

2 Minutes
5 Minutes
10 Minutes
15 Minutes
20 Minutes
30 Minutes
40 Minutes
1 Hour

2 Hours

3 Hours

4 Hours

6 Hours

8 Hours

12 Hours
24 Hours
Modes... »
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Time Interval Menu
= Two parts to this menu — Field and Slider
= Time Interval Field — Drop down menu that determines the interval of the Time Columns.
» From 1 min all the way to 24 Hours
= Time Interval Slider — A slider bar that determines the interval of the Time Columns. The
same options as Field.

You can use the time bar to setup and customise your Flow sheet. The time bar sets your
timeline in terms of where your Flow sheet starts and over what sort of period (this is an on
the fly change).

Time Columns

= Data is displayed in time columns, which are indicated on the top part of the screen
below the tabs row

= Each column header shows the start time of the interval this column displays

=  When the date changes within the same window, it is displayed above the time in the
column header

= When a single continuous patient record is shared across multiple departments, the
name of the department in which a patient’s record is located is indicated under the
timeline.

Time Cursor

= The time cursor is the vertical line that is displayed on top of the display views when
clicking your mouse

= The time cursor displays tooltips for each display view. These tooltips display further
information regarding the time the cursor is placed upon.

There are also a number of modes you can use:

Modes
= Automatic: the time interval changes to accommodate the entire duration of the
admission on screen

* Note: this mode involves numerous calculations and therefore can take more
time to load than other modes

= Data Driven: only displays columns that contain values.

+ Note: in this mode different time column intervals can be displayed
simultaneously on the Flow sheet. (Columns can be 1 day , and 1 min on the
same screen)

= Shift Mode: displays one hour intervals, and the last column displayed is the last hour of
the current shift. (Shift can be setup in customisation)

» Fixed Bookmarks: columns can be bookmarked. This mode displays only columns with
bookmarks

= Range: permits the view of a specific time period. The user defines the start and finish
time, with the time intervals calculated automatically, based on the time period.

= There are several forms that will need to be completed in eRIC e.g. the ‘Safety Checklist’,
‘Admission Summary Form’, ‘CVAD Insertion Fornm’.

Purpose of the forms

= Allows users to enter & display patient information in an organised manner.

= [t contains any type of data required in your department. Data is mostly made up of
parameters, which can later be displayed in other places in the system.

= Forms can be used in relation to specific actions or windows:
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e Forms attached to events
e Forms attached to orders
e Forms attached to the Patient File (e.g. Admission form and Demographic form).

Form Structure

A form’s main components:

= Header — contains the Patient name, form name and session details (e.g. new Session),
form sessions, times & icons representing the status of the session version

= Session Browser — contains data that was inserted into the patient’s record at various
times and by who, it is a chronological list of the previous saved sessions of the form

» Tabs - used to divide information into major categories, similar to pages

= Frame — contains objects such as parameters, action buttons, images, and order list
objects

= Parameters — data components within the system. These can have specific properties
applied when displayed in a form. E.g. Display last value, display current value (this
minute), display a default value, display value from a specific time period, display only if
the value has been validated. Parameters can also have specific controls applied; if the
text is bold it means it is a mandatory field which must be completed in order to save a
form session. If the parameter has an underline, it means that there is a description
attached to the parameter, which can be clicked and the description read. The parameter
can be displayed in 3 ways on a form; as the name saved to the parameter, as the
abbreviation saved to the parameter or as a free text label

= Buttons — General buttons: save, mark session as error, sign or Action buttons, such as
print, or open another form etc. Some of these buttons are found at the bottom of the form
or within the form session browser.

Header

Parameters

Completing a Form

NOTE: Always ensure that you are making entries as a ‘new session’ (do not write over
another user’s session OR previous sessions that you have saved and closed).

= Check the user name, patient name, date and time

= Use the drop ‘down arrow’ or the ‘scroll’ to scroll between sessions

= Select ‘Save and Close’ to save and close your session.

Note Lock

» There is a code snippet on all ‘Notes’ (Progress Notes, Medical Ward Round Notes,
Assessment Notes, Echocardiogram Report)
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= The code snippet shows a dialog box notifying the ‘currently logged in user’ that clicking
‘Save’ on a saved note will create another session and save it under their user name

= The dialog box will show for all new sessions regardless whether the user is reviewing or
intentionally creating a new note.

x|+ | < | 10/01/2017 02:56 PM (Sawed at : 10/01/2017 02:56 PM ) By : Power administrator Andrew Ville... ¥ Brew £

Medical Ward Round Note
Ward Round Team Andrew

Estimated Date of Dvscharge | 09/01/2017

Irsent Assessvert Heas ngi
Assessment / Examination

esting

e You are abOUt 10 save 3 session of this Form. This saved session will be agarst your user name. I this is correct
ik Yes', # not. dkk No'

Yes | No

Significant Interventions and Events

Unsaved Data Prompt Window

If any form in eRIC is commenced and unsaved, when eRIC automatically logs-out the user
from inactivity (set log out time is 5 mins): eRIC will save the data entered for that user.
When the user logs back in, they will receive a prompt of ‘unsaved data’ and be directed
back to the form for completion

& uUnsaved Data

The following itemn(s) were left open when auto logout occurred:

Type Subject Time
Form builder Admission Summary (Adult) 18/10/2016 15:11

Click ‘Open’ to
allow the user
to continue with
the form

Discard Discard All Open Close

3 Technical Troubleshooting for eRIC

3.1 Connecting patient bedside monitor and medical devices to
eRIC

When a patient is admitted to ICU, medical devices such as Monitors, Ventilators, Non-

Invasive Ventilators (NIV) and CRRT machines need to be connected to eRIC.

Each bed area will have a Digi (Terminal Server) that acts as a gateway to send data from

the medical devices to the eRIC application. The patient monitor is always connected to the

Digi but the medical devices will need to be individually connected.
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Label for medical devices

.
Ports for medical

| .~
|
- '\ L . .
. devices connection
N N

B
Network Socket A
(LAN/Ethernet) port ~ Power ON/OFF

The Digi allows for labelling of individual medical devices. There are 8 ports and the labelling
is text colour coded to the ‘colour coded cable’ for each device. E.g. Ventilator ‘Blue Text’
matches ‘Blue Cable’, Monitor ‘Red text’ matches ‘Red Cable’ (Colour coding is site specific)

3.2 Troubleshooting the inability to view Monitor and Medical
Device Data in eRIC

When information from the medical device cannot be seen in the eRIC application, perform
the basic troubleshooting steps outlined below. If you are unable to resolve the issue contact
the local CIS Manager.

NOTE: remember you can always enter data from devices manually provided the eRIC
application is accessible. If there is a problem with viewing data from medical devices
in eRIC, ask the following questions:

1. Is this happening in the Entire Department?
If so, contact your local CIS Manager and enter data manually until it’s resolved.

2. Is this happening only in one bed area?
If the answer is yes:
Step 1: Check that the Digi is properly connected to the power outlet and the power is
turned on
Step 2: Check that the Digi is properly connected to the network socket
Step 3: Restart the Digi and disconnect the power outlet, wait for 2 minutes and
reconnect.
If the issue still persists, perform the next steps (as seen below per each device). If this does
not solve the problem, contact your local CIS Manager and enter data manually until it's
resolved.

3. Is this happening for one medical device only?
If the answer is yes:
Step 1: Make sure the right coloured cable from the medical device is connected to the
correct port at the Digi box (check the label of the port)
Step 2: Make sure that the connector (the part between the cable and the Medical
Devices) is properly connected
Step 3: Replace the connector and the cable on the Medical Devices with an alternate
cable connector (to rule out faulty cable).
If the issue still persists, contact your local CIS Manager and enter data manually until it's
resolved.
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4. Overview Admission Module

This module is will provide you with the knowledge on how to create an electronic admission
for a patient into ICU using eRIC. It will also introduce you to all the electronic forms that
need to be completed as part of the admission procedure.

5. Admission Procedure

Admitting / Transferring a Patient

Connecting the Patient

>

Admission Summary Form

Additional Admission Forms

Admitting / Transferring Patient

The patient is admitted in PAS as per the normal admission process. The admission
procedure in eRIC commences when the patient physically arrives in ICU. Login to eRIC and
the patient should be visible on the Work list in the ‘Pre-admitted’ status. Use the ‘Patient
File’ window to allocate the patient an ICU bed in eRIC and check the admission date and
time.

The patient may be transferred into ICU from the Emergency Department, from another
department such as a ward due to a change in the patient status requiring admission into
ICU, or from another hospital.

The procedure to admit the patient will be initiated by the ICU ward clerk or admitting nurse.

Connecting the Patient

When the patient arrives physically into ICU, the usual patient admission processes are
followed, the patient is connected to the patient monitor which then allows data on patient
observations such as vital signs to be viewed on eRIC when the user logs in.

Additional devices such as the ventilator will also be connected to the patient (and thus eRIC
via the Digi.

Admission Summary Form

Admission summary form, which has sub-forms, needs to be completed next. There are
forms that have to be completed at the time of admission and others that can be completed
at a later time. These forms provide all the information required to capture the patient’s case.
If all the information is not known on admission, it can be completed as an ongoing form as
and when the information becomes available.

Additional Admission Forms
In addition to the admission summary, there are additional forms that need to be completed
as part of the admission process (e.g. safety checklist, pressure area risk assessment).

Better patient By clinicians, One solution
outcomes for clinicians across NSW
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5.1 Patient Registration / Admitting a Patient

The patient is admitted to ICU in PAS — this automatically results in the patient being
admitted in eRIC in ‘Pre-Admitted’ status (no bed allocated)

The admission procedure in eRIC commences when the patient physically arrives in the
ICU.

The patient may be transferred into ICU from another department such as a ward, the
emergency department (ED), Operating Theatre, or from another facility.

Patient admission will be initiated by the ICU ward clerk or admitting nurse. Use the ‘Patient
File’ window to change status to ‘Admitted’ and allocate the patient an ICU bed in eRIC and
check the admission date and time.

I Use the ‘Patient File’ window to: \"

varo - | = Change status to Admitted

= Allocate the patientan ICU
bed in eRIC and check the
admission date and time.

N J

Twap Badlictive

Case Status
The Case status is set to ‘Admitted’ or ‘Pre-Admitted’

ICU bedwhich appears as the patient

-,
[Admitted —the patient is allocated an
Lbeing in an ACTIVE bedin eRIC

13 (ACTIVE)

Burgess Sam* 41

.....

14 (ACTIVE) , | VREBurdhal 9219 s had a d e

lames Thorogood *B6753, dera cepa...  dayis)

ey NELL s Tt :Sff, (F're-_Admitted - the patientis allocatz_ad a
P bedin PAS which appears as the patient

*4040408% ¢ ' dayiz) not being allocated a bedin eRIC

511 Patient File

Information about the patient that includes basic demographic information, admission
date/time and log of patient journey can be accessed from the ‘Patient File’ window.

The Patient File is used to view patient information after they are registered in the system.
It can be used for:

= PAS updates,

= to check patient bed status movement, and

= for transferring a patient between beds (bed swap)
The CIS manager will use it to update a status from ‘Released’ to ‘Closed’ after discharge
once all the data in eRIC is complete.
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Edits can be made to the patient file when PAS is down.
NOTE: Edits should be made in the PAS unless PAS is down.

The Patient File can be accessed in two ways:
1. Viathe ‘Menu’ button on the main screen toolbar and selecting the ‘Patient File’

=
@

=
=
Better pat

outcomes

button

2. Viathe work list (full or census) and clicking the action menu arrow ( » ) of relevant
patient and selecting the ‘Patient File’ button

1. Via the Menu button

Patient File Window:

2. Via the work list (full or census)

c< ol (ACTI’VI)

CC 02 (ACTIVE)

The patient file window has many information windows.
The ‘Patient File’ is used to view patient information after they are registered in the system.
It can be used for ‘PAS’ updates, to check patient bed status movement.
It is also used for making changes to admission status.

Patient Status indicates if the patient is in a ‘Pre-Admitted’,’Admitted’, ‘Released’ or ‘Closed’
status. Released is when they are discharged from ICU and the record can still be edited.
Once the status is ‘Closed’ the electronic record can no longer be edited.

The buttons at the base of the window included the ‘Log’, ‘Patient Location’ ‘PAS’ and

‘Chronological View’.

Pabent dandifepr

it I

Comments

First Nasme [

Last Mame: Burgeis

St Admitted

From Tame: 120772006 14:57

Used to view —
the Patient Log teg .

Tates Date Tene:  13007,/2016 1457

Patient Admission Status

bed Show al | DB(Actve)

Do et trandder 1o bicheve database

= Charmologic Rocky

[ k1

Track changes that
have been made to a
patient's status

FPAS
Updates

ient By clin w‘:s. One solution
for cliniciz acro QNS\,
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1. Log
This button is used to view the Patient Log, which lists all changes that were made via the
Patient File. It also has a link button to ‘Transport History’.

2. Patient Location

This will show and track the changes that have been made to the patient's status; a window
opens, displaying the patient's periods of admission, bed number, department ownership
and times that the patient was in transport.

3. PAS

The PAS button, when clicked, will update information from the Patient Administration
System.

Click on ‘PAS’ button — two options will appear — ‘Automatic’ or ‘Compare Data’. Select
‘Automatic’. Do not choose ‘Compare data’ since the patient’s information for the ICU
medical record is to be the same as in PAS.

4. Chronological View
This provides an overview of the patient bed status and movement between units — this is for
ICU units that have more than one pod

The comments field is a free text field which can be used to add any comments the clinicians
wish to capture (e.g. when cancelling an admission or discharge)

Admitting a new patient to ICU

The first screen on logging in to eRIC is the Work List. Select the patient WHO has just been
admitted into ICU and click on their name to take you to the patient flow sheet in the Clinical
Overview Tab.

anm_ Select the new ICU patient by clicking on
aww their name to take you to the patient Flow
Sheet in the Clinical Overview Tab.

Title Bar

37|Page




eRIC User Guide — Module 2: Admission

5.1.2  Admitting a patient to a Surge /Swing Bed

» The patient may be admitted to ICU as a surge patient:
* A surge patient scenario usually occurs when a new patient has to be admitted to the
ICU but there is no physical bed
* To make a bed available, the stable patient who is medically fit for discharge from ICU
but a physical bed is not available on the wards, is moved to a chair or to the corridor

» The steps to facilitate this transfer:
* In PAS - transfer stable patient to virtual bed
* In eRIC — transfer stable patient to Admin bed
+ |n PAS - transfer new patient into ICU bed, this will result in them appearing in Pre-
admitted status in eRIC
#* In eRIC — the new patient needs to be assigned an Active bed in eRIC

= When a ward bed becomes available for the ‘stable patient’:
* In eRIC — Complete standard discharge process for the patient
+ In PAS — The receiving ward will transfer the patient to the ward bed.

In PAS — | stable patient - Virtual Bed
In eRIC — | stable patient - | Admin Bed |

In PAS — | pew patient - ICU Bed - IAppears as Pre-admitted in eRIC I
In eRIC — | New patient - IActiveICU Bed I

5.1.3 Creating a Bed Swap

If patients need to swap beds in the ICU during the ICU stay, do this in eRIC with a three
step transfer as outlined in the example below (also needs to be done in PAS).

Patient bfiatiar: Comments
| e = Example: patient from Bed 1 swapping with patient in
— — Bed 2 (using ‘Admin bed’ as the empty bed)
Lirt® Bdasrig Burgedd » Transfer palient from 'Bed 1' to ‘Admin bed’
itk A tud v
s Dwe Thoe: oo e o » Transfer patient from ‘Bed 2' to '‘Bed 1°
- Showal [Bed OL0ct) = » Transfer Patent from ‘Admin bed to 'Bed 2'
Frizem Tame: 20,00, 1. Mo Do not
! Admin{Actieg) L\'r
Log Lm Bed 01 [Active ) Apply 0K ose
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514 Cancel Admission

There are a few possible scenarios which may require cancelling the patient’'s admission to
ICU, as outlined below:

1.Cancel the admission
in PAS

2.In eRIC use ‘Patient
File’ to update the
status to ‘Closed’
(‘Status Date Time’

A patient has been admitted/ pre- / needs to be a minute

A patient has been admitted/pre-
admitted via a PAS transaction to
eRIC and there is no ‘clinical data’
entered for this patient in eRIC.

admitted via a PAS transaction to 22%;2;???!;1 IcU
eRIC and there is ‘clinical data’ Time')
entered for this patient in eRIC '

5.1.5 PAS Alerts

Transactions that occur in PAS that trigger alerts in eRIC can be viewed as an alert on the
‘Status Bar’

|Status: Pre-admission | | Patient allocated to bed in ICU occupied by another Patient .

= Notification of a PAS Alert displayed on the Status bar.
= This PAS Alert message is associated with an individual patient case
= The Alert is noticed by the user
= Each alert requires specific action to resolve the problem
= Once the problem is resolved - disable the Alert
The Disable Alert Window is accessed from the ‘Menu’ < ‘Disable PAS Alert’

.....

T S ——
in\% [Pitot Release | [01(Active) | o Hannah Toot - Disable PAS Alerts : New Session

Nursing edica ] =

Select a Patient .| 16/03/201713:41 | & | ¥ G Sharon Shunker / STG-CICU ﬁ ¥

Patient Demographics

Patient File Please usa this form to disable PAS Alert(s)
Disable PAS Alert

Show/Hide Cursor .
Print | Disable Patient has multipule Active Cases for the same Hospital Stay
Patient Registration

Chronological Printing Tool
Patient admitted to ICU when already admitted to the ICU under a different Hospital Stay
HR

Cardiac Rhythm
ABPS
ABPd
ABPM
NIBPs
NIBPd

1 A ) I | A e

Do not click ‘Save’ as
this may enable other

Save and Close w

There are two PAS Alerts:

1. PAS Alert: Patient has multiple Active Cases for the same Hospital Stay

Cause:

= A patient is admitted to ICU via PAS (in the pre-admitted status)

= [f the Emergency Patient Registration Window is used to create a new case for the same
patient, this will create multiple active cases.
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Action:
» Open the unnecessary case
= Go to ‘Patient File’ and update status to ‘Released’, to release the previous
admission
= Open the necessary case
= Open Disable PAS Alert Form, disable the alert and click ‘Save and Close’

2. Patient admitted to ICU when already admitted to the ICU under a different Hospital
Stay

Cause:

= [f a patient is currently admitted in ICU and a case file from a previous encounter in ICU is
opened this alert is raised

Action:
= Open Disable PAS Alert Form, disable the alert and click ‘Save and Close’

5.1.6 Registering / Admitting a patient when PAS is down

If the PAS system is ‘down’ the user can manually register a patient.

Downtime registration
In this scenario, PAS is down, or the interface from PAS is down.
1. Open the ‘Emergency Patient Registration’ Window from the ‘Menu’

e Patient Registration X

£ (ot o) 250 Gl urgess |

< Nursing Medical __ AddProgress Notes ~ pRrgRmt T 5909095299 Comments A
Visit I0v
Patient Demographics o o
“ 4 :
Patient File 1% . First Name: John
Disable PAS Alert
Show/Hide Cursor Last Name: Cena
Priat f | Stabus: Admitted v
Emergency Patient Registration |
Chronological Printing Tool Stafus Date Time:  1606/2016 15:09 v
HR Bed: Show all  |Bed 11{Active) v -
Cardiac Rhythm |
ABPs from Time: 16/06/2016 15:09 . v Do not transfer to archive database
ABPd
ABPM [ [ [
NIBPS | PAS Apply K Cose

NIRPA

2. Click the PAS button on the Emergency Patient Registration form. The HIS (Hospital
Information System) patient list form appears.

3. Search for the patient in the CACHE using the known MRN, or First Name and Last
Name (If the MRN is available in the CACHE search, errors will decrease).

= On the HIS patient list type the
MRN or Patient Name or part
of either in the Search for text
box and click ‘Find’

= Highlight the matching row and
click Register

= The Emergency Patient
Registration form reappears
with Patient Identifier, First
Name and Last Name
containing the expected values.
Visit ID is empty.
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If patient not found in CACHE:
1. On the Emergency Patient Registration form, enter:
= MRN into Patient Identifier
» First Name
= Last Name
. Leave Visit ID blank.
. Select Status = Admitted
. Select an ‘Active Bed’
. Check that the admission time to ICU (From Time) is the same as the Status time

a b~ wnN

If the correct MRN is not known, then follow the local procedure to find the correct MRN

or get a downtime MRN. If there is no local procedure create a temporary MRN with the

pattern ICU-xxxxxx (e.g. ICU-10001) in eRIC.

= [f any of first name, last name, date of birth and sex is not known then follow the local
procedure to choose temporary values

= Click OK. The eRIC main screen appears

= Open the ‘Patient Demographics Form’ from the Main menu. The form will be empty
except for Patient Identifier, Given Name and Family Name

= On the Patient Demographics form ‘Patient Details tab’- enter the Date of Birth and Sex.
NOTE: eRIC will overwrite the linked (¢) information including identity (first name, last
name, date of birth, sex) and all other demographic once the Resynchronise with PAS
workflow completes. For this reason avoid entering any personal demographic
information

= On the Patient Demographics form click Save and Close. The eRIC main screen

reappears and the process is complete.

NOTE: Always check and confirm that PAS is down and there is no patient already admitted
in eRIC via PAS. Using the Emergency Patient Registration window to admit a patient in
eRIC who has already been admitted in PAS will create a PAS Alert ‘Patient has multiple
Active Case for the same Hospital Stay’.

Resynchronise with PAS workflow

This is the workflow to restore the link between PAS and eRIC and refresh the personal
information from PAS. This cannot begin until PAS is available; the person is registered and
they have an active Facility MRN in PAS.

The workflow depends on whether the Case MRN is the same as, or different to, the active
PAS MRN. The Case MRN will be different to the active PAS MRN if it is a temporary MRN
which will never be known to PAS e.g. ‘T-1234567’ or has become inactive in PAS because
it was merged before this workflow.

Resynchronise with PAS (Case MRN is the same as the active PAS MRN)

Use this workflow when the Case MRN is the same as the active PAS MRN. (In PAS follow
the local procedure to do a dummy update of the patient data in PAS).

= Select Patient File from the ‘Menu’ menu. The Patient File form opens

= Click the ‘PAS’ button select ‘Automatic’

= Click OK. eRIC changes the patient identity and demographics on the Case.

= The workflow is complete.
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i

1] Patient File x
| patient Identifier: 415350 Comments A
isit ID: 416350 o
| |
First Name: sam I
Last Name: Burgess I
Status: Admitted - ]
Status Date Time:  15,07/2016 14557 PR ]
Bed: Showall  OB(Active) - +
From Time: 12/07/2016 14:57 a v Do not transfer to archive database —
| —
Patient Chronologic
Log Location m Apply ok Cose  [J5
Automatic -
Compare data :

Resynchronise with PAS (Case MRN is different to the active PAS MRN)

Use this workflow when the Case MRN is diffe
= On the Work List, right click on the Case. A

rent to the active PAS MRN.
context menu appears:

Kiran2 ¥AGA *S00042-H2",

Cache N1 K ¥=405345-HZ, , |

Antonio MISKO=MRN123,

>

»

»

s

Update DBupdates =

Cac A31 Updated I

* 400abc-h272= =

Steve Test=Steve-P)

Add to My List

Edit MRMN

Chronological View

Patient File

Readmit P
Set Current
S—

S
STEPHEM (EMERGEMCY RE, , .

\ctive user: Stephen Mat

= On the context menu, select Edit MRN. The Edit MRN form appears
= NOTE: If instead eRIC presents the error ‘Changing hospital number is not allowed while
working with Person ID policy’, then contact your CIS Manager. This error means the

Case already has an AUID and so may not

have its MRN changed

= Type the active PAS MRN into the New MR Number field and leave both Account

Number fields empty:
Current MR Nurber:

MNew MR Number:

Current Account Mumber:

MNew Account Mumber:

o

09999993-D203 (EMERGENCY REC

|SJM000-D203| |

QI Cancel

Click OK

Follow ‘Resynchronise with PAS (Case MRN is the same as the active PAS MRN)'’ to
finish the workflow.
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5.1.7 Patient Demographics

Open the Patient’'s Demographics Menu from the ‘Menu’ menu.

= View patient demographic information synchronised with PAS in the linked (< ) fields

= There are several additional windows that can be opened using the buttons on the left —
they include information on the Patient Details, Contacts, PAS Contacts, GP and Carers
and Medical Officers

= The information in Patient Details, Contacts and PAS contacts is linked from PAS to eRIC

= The information on GP and Carers and Medical officers is not linked from PAS (this
information should be viewed in PAS which is considered the source of truth)

= The following PAS contacts correctly appear in the ‘Patient Demographic’ form (Contacts
tab) in eRIC:

+ PAS NOK will be populated as the eRIC Primary Contact
+ PAS Emergency Contact will be populated as the eRIC secondary contact
* PAS Primary Care Giver will be populated as the eRIC Alternate Contact 1
= MRNSs with a length of 4 or less characters are automatically entered in eRIC to appear
the same as they do in PAS.

i o Freddy Mercury - Patient Demographics (Adult) : New Session

... | 24/11/201610:07 | & | ¥ 0 Sharon Shunker / PMB-ICU QPrewous Session ﬂ‘ v
Ea'ierl‘t Identrﬁel Deta\\s .
1
“% patient Identifier 1010101 6? Country of Birth
Contacts  Title 5? Aboriginal and Torres Strait Islander
. 5 Given Name Freddy c,‘? Religion
ontacts
Family Name Mercury 69 Marital Status
GP and
(aragr:g Preferred Name 69 Preferred Language
Megicsl ¥ Date of Birth 19/01/1946 0812 | & | v 69 Interpreter Required v
Officers
Sex Male v 69 Date of Death NEW,
Time of Death v g

Contact Details

Home Contact 1 c.‘? Business Contact 1

Home Contact 2 69 Business Contact 2

Home Contact 3 69 Business Contact 3

Residential Address Mailing Address i
!

vy
Print Save Save and Close

Interpreter required is not messaged from the PAS. ICU staff should refer to PAS for this
information.

NOTE: Ordinarily PAS broadcasts an electronic message when patient information changes;
eRIC receives the electronic message and automatically updates the Case to match PAS.

Better patient By clinicians, One solution
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5.2 Admission Summary Form

Once the patient is admitted there are additional forms that need to be filled in to complete
the admission process. The first one is the Admission Summary Form. This is accessed from
the ‘Medical’ menu from the menu bar - select Admission Summary - this opens the
Admission Summary form.

e | 4 | 04/12/2016 22:49 (Saved at : 04/12/2016 22:50 ) By : Sharon Shunker / PMB-ICU v Bnew| £

Fall trom scafolding

B— s SRTELE _

There are several tabs in the Admission Summary Form that need to be completed. These
are accessed by the four tabs on the left hand side of the form. The forms are ‘Reason for
Admission’, ‘Past Medical History’, ‘Admission Findings and Plans’, ‘ANZICS’.

1. Reason for admission - this form includes a free text box

2. Past Medical History - this includes a free text box for past medical history, family and
social history. It also requires you to indicate the patient’s smoking status — if they are a
current or ex-smoker there is additional information that is required (in the form of drop
down boxes that automatically open)

3. Admission Findings and Plans - there is a free text box for findings on examination’,
‘admission plan’. Includes an Alerts drop down box for selecting patient’s infectious
status e.g. MRSA or VRE. There is also an Alerts (eMR) drop down box. The examining
Medical Officer needs to enter their name in the relevant box at the bottom of the form

4. ANZICS - The ANZICS form is an important data form that has several mandatory
sections that have to be completed:

+ Mandatory sections can be identified as they are in bold and have a tick. The
Admission Summary cannot be saved and exited until all mandatory sections are
completed
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+ Copy Hospital Admission Source, Hospital Admission Date/Time, Mode of Transfer to
Hospital, Hospital Transferred From and Care Type from PAS. All Mandatory fields
must be completed

+ This form includes the button for accessing the ‘Advanced Clinical Care Directive’
form. There is the ability to scan an existing advanced care directive into eRIC. It also
has a link button to state wide and local policies and guidelines

NOTE: Chronic Conditions (both Apache Il and Apache Ill) have strict pre-determined
criteria to be met — this criteria can be viewed by clicking on each of the underlined Chronic
Conditions titles.

Reason for
Admission

Hospital Admission Source [Adult) v Acvanced Clincal Core
Directive

Past
Medical JHospital Admission Date/Time 18/01/2017 05:44PM | 4 | v
History
Admission | Male of Transfer to Hospital v
Findings
2ndPEN o spital Transferred From
ANZICS  tedical Escort Ves No
/Unit Admission Source Emergency department .
Admission Date/Time 19/12/2016 00:00
{care Type icu v
/Elective Admission Elective surgery + Unplanned ICU/HDU admission = Non-elective v
/Emergency Respanse Admission e v
{Treatment Goals for Admission Full active management v
J Pregnancy Status Not pregnant .
fRespiEtoy/aueste lsel No respi arrest v
J Cardiac Arrest Pre-Admission No cardiac arrest .
Thromboembalism Prophylaxis =
J Chrionic Conditions Apache || J Chronic Conditions Apache 111
<! Respiratory I AIDS
Cardiovascular Hepatic failure
Liver Lymphoma
Renal Metastatic cancer
Immunosuppressive disease Leukaemia/Myeloma
Immunosuppressive therapy Immunosuppressed
N/A - None of these conditions Cirrhosis
N/A - None of these conditions
Disbstes v
Type 1 Diabetes
Type 2 Diabetes
Gestational Disbstes
Other (Secondary Diabetes, previous gestational diabetes, impaired fasting glucose/glucose intolerance)
Print | ™ PN aTr

There are four buttons at the bottom of the ‘Admission Summary Form’ that require
additional information.

Medication Reconciliation — this can be completed by the ICU Pharmacist or the ICU
medical officer. It does not have to be done immediately at the time of admission, but
should be completed within the first 24 hours when possible

Medical Retrieval Report — if the patient has been transferred in by the medical retrieval
team, the report can be scanned into this section

Patient Demographics — view and check the information here. View patient
demographic information has synchronised with PAS in the linked (¢”) fields. This
information is on the Patient Details, Contacts and PAS Contacts tabs. All other fields on
these tabs, and all fields on the GP and Carers; and the Medical Officers tabs; will be
empty. View this information in PAS

Allergies /ADR - this needs to be completed with existing allergies, new allergies and
intolerances.
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Allergies /ADR

= To add new allergies click the ‘add allergy’ icon

» |tis mandatory that the Allergy / ADR form is completed as part of the admission
procedure

= Users are expected to review the Allergies / ADR form each time any changes are made
to the ‘Admission Summary Form’. It will not allow you to close the Admission summary
form without opening and reviewing the Allergies/ ADR form.

Ko shargarnADR cr intolersmort reperted a '] - * 3
Latex allergy
[—— [ ——
Allergies/ADR
Allergies/ADR Knownat ... Reactions Commen ]
= ]
[Allergies pane ] To add a new )
allergy click the
Add Allergy icon
Intolermnces
[ — [Tr—— Reachions Commaent ]
5
[Intolerances pane ] o
e Llosn

= The New Patient Allergy window will open (The New Patient Allergies window is

context-sensitive, meaning the second dropdown menu changes according to the allergy
Type selected). The Type Window offers:

- Drug Family

- Sub Family

- Medication (the list of medications as per the customisation module)

- Ingredient (the list of ingredients as per the customisation module)

- Miscellaneous

Comments and Known at admission
This allows the user to document a free text comment and if the allergy/ADR or intolerance
was known at admission or discovered during the ICU stay (this comment is what displays
on the Allergy /ADR section of the orderable window)

Allergy Notification on the
Title Bar - the title bar

— displays the patient's allergies.

.....

2

Selectad Grug ubrfumity Reactions — a unique list of i |
reactions set by clinicians. 7"@
PRancticns Q

Allergy Memo — noting the

- patient's allergy &
Comments — free text entry of intolerances displayed in the
P allergyﬁAE_JR or intolerances Order and Dose entry
e n = and reactions known at window.
admission or discovered during
the ICU stay.
Tl '
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Allergy Notifications

= A number of components work together in eRIC to keep you informed of allergies

» These include: Title bar, Status bar and Allergy memo within the medication module.
NOTE: Allergies are displayed on the title bar but do not sync with eMR allergies. Any
allergies discovered in ICU (or any change in allergy status in ICU) will have to be entered
into eRIC and into the eMR.

Title Bar

When a patient’s allergies have been documented, the title bar displays the patient’s
allergies and/or intolerances, providing you with ongoing notification of a patient’s allergies
and intolerances.

Help & Reports

Input/ CarePlan My  Progress Wy _Prescribe Wy Administe) Titrate
iotes | Medications \ Medications \ Medications

Qutput

Cardiac Rhvthm SB SB SR SR SR SR SR SR SB SR SR SR None ﬁ

Allergy Memo
An Allergy Memo is found in the top right-hand corner of the Order and Dose Entry windows,
noting the current patient’s allergies and intolerances.

Once the Admission Summary form is complete select ‘Save and Close’. The Admission
Summary form can be accessed from the bottom of the ‘Medical ward round note’. It also
populates information into the Medical Discharge Summary.

Unsaved Data Prompt Window

If the Admission Summary form in eRIC is commenced and unsaved, when eRIC
automatically logs-out the user (auto log out set for > 5mins of inactivity): eRIC will save
the data entered for that user. When the user logs back in, they will receive a prompt of
‘unsaved data’ and be directed back to the form for completion.

The following item(s) were left open when auto logout occurred:
Type Subject Time
Form builder Admission Summary (Adult) 18/10/2016 15:11 o
Click Open to allow the user
to continue with the form
“ {Wl -
Discard Discard All Open Close
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5.3 Additional Admission Forms

There are several additional forms that will need to be completed on admission.

5.3.1 Nursing Forms on Admission

Some of the additional nursing forms that need to be completed on admission can be
accessed from the ‘Nursing’ menu. They include:

= Safety Checklist

= Alerts and Isolation Requirements

= Lines and Tubes — this has a submenu for each line /tube /drain

= Patient Belongings Form

=  Weights & Dimensions

= Burns patients will require a Burn Body Chart to be completed

F [Aduit] [cC o1(active) | |

TR

Menu Medical Add Progress Motes

Clinical Grapl A Input /
[ SN seocepotiem et
>

Safety Checklist

4 Goto -~ FASTHUG

Allergies/ADR
Alerts and Isolation Requirements

Observations

Input / Output Devices and Observations

PCA f Epidural / Merve Block

Schedule a Task

HR

Cardiac Rhythm
ABPs Clinical Procedure Safety Checklist (Timeout)

Timed Interventions

AEPd Progress Motes 3
ABPmM
MNIEPS
MNIBPd
NIBPmM Patient Belongings

Mursing Management Plan

I

Temperature Weights and Dimensions
BGL

I

I

Research Studies |

I

RR (Total} I

Patient Ready for Discharge
MNursing Discharge Summany

Safety Checklist
This contains information on routine safety checks that need to be attended on admission
and subsequently as per unit protocol.

o Casandra Roberts - Safety Checklist (Adult) : New Session

14/04/2016 13:10 | « | ¥ | |®5|  Sharon Shunker / *Critical Care |3

Safety Checklist Self Inflating Resuscitation Bag, with Mask of Appropriate Size Present

Self Inflating Resuscitation Bag, with Mask of Appropriate Size Present Yes Mo

and Ready for Immediate Use

PEEP VWalve Present and Working Yes No

Yankaeur Sucker and High Suction Present and Ready for Immediate Yes Mo

Use

Oropharyngeal Airway(s) of Appropriate Size Present o No

Portable Oxygen Cylinder Level = 3 Full Yes No

Ventilator Settings Checked and Alarms Set Appropriately -

Monitor Alarms Checked and Set Appropriately -

Transducers Levelled and Zeroed —

IV Emergency Port Available v -

Safety Checklist Complete Jo f
Save Save and Close Cancel
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Alerts and Isolation Requirements

= This allows the entry of information relating to the patient’s infectious status and isolation
requirements — it also has a link at the bottom of the page to policies and guidelines
(statewide and local). This alert will appear with the patient information on the Title bar

= [Infection such as MRSA, VRE etc. may be present on admission or may be detected
during the ICU stay. If detected during the ICU stay — need to tick ‘No’ for Present on
Admission and then need to enter the Date it was Detected (this is important as it
populates into the MRO Operational Report)

. | 20/12/2016 4:37 PM | & | ¥ =) Power administrator Andrew Villegas / *Adult € Previous Session | | %¥ T

Mone

% MRSA YMRSA Presen t an Admission “fes ~| No Date Detected  |[o] 19/12/2016 | o | =

—~ WRE SVRE Presen t on Admission Yes | No ,Date Detected -] 19/12/2016 | a
ESBL
MRAB
VISA

=l CRE JCRE Prasent an Admission Yes e Date Detactad a| w
Burkholderia cepacia

Clostridium difficile

Immunasuppressed

Other

Jprecaution Type Tiar 1 = Commean s
Room Prassurisation -

MNeutropenis

Folicies ana Guidelines

-

= The clinician needs to enter ‘Name of Infection’ & if it was ‘Present on Admission’ and
‘Date Detected’ to each MRO infection — MRSA, VRE, ESBL, MRAB, VISA, and CRE

= As the clinician clicks each MRO infection from the Alerts selection, they will see the box
to enter ‘Present on Admission’ and ‘Date Detected’. The form will show a pop-up window
requiring an answer to whether the infection was present on Admission.

@ Eric Master - Alerts and Ioolation Requiremerts - New Session

YRARSA Sresert onAdn ssion “res o Mo Date Detected | a 19/12,201

- WRE SWHE Present on Admission Yes - N ,Date Detecked | o] 19/12/2016 | o | =

MRAB
WISA

- CRE
Burkholderia copacia
Crestridiurm diffisile

Respiratony

waricella

S Precaution Type === = Comments
Roor Pressusissmion -

Msutropenic

Folies sne Gumsires

ey ]
=
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Lines and Tubes

This is accessed via Nursing = Input/ Output Devices and Observations - choose
desired ‘Lines’ ‘Drains’ ‘Tubes’ ‘Stomas’. The individual sub menus then allow the nurse to
choose which line the patient has, and also enter information about it (see e.g. below for
ETT).

A complete list of all the lines and tubes can then be viewed on the Input / Output Screen.

Sclect a Patient
Safety Checklist
FASTHUG

Allergicsf ADR
Alerts and solation Requirements.

Observations

Inpuit / Output Devices and Observations

PCA / Epidural f Norve Block v

Sthedule a Tak g Tubes Endotracheal Tube (Oral)

HR - - - N e 1 bpm
Cardiac Rhythm Tiened Interventions » Stomas Gastrointestinal Endotracheal Tubie (Nasal) | Nane a
aEpe Clinical Procedure Safety Checklist (Timeout) Stool Chart Genitourinay  + Tracheostomy (Perartansoush . ] {mmig :
ABRd Fragres Mates . Tracheastomy (Surgical i | | mmHg
Wl ABPm Nursing Management Plan Laryngeal Mask Alrway i | mimiHg
NERs - ) | mmig
e Research Studies Oropharyngeal Kirway | g
NP Patient Belongings i | mmiHg
Temperature Weights and Dimensions i <

BGL
RR (Tatal)

Patient Ready for Discharge 3 | | mmal/L
i breaths frmin
Nursing Dischasge Summary i

A Allergies/ADR ./

Orderable CIAP ent (=]
®y ¥ | Endotracheal Tube (Oral) v | Q :_-i
Dose Form Route Body Site Administration time
Select Route v Mouth hd -.. | 30/03/2017 17:16 Al

Process style (Localize) € Geer Bacon - Endotracheal Tube (Oral) x

Specify duration
.| 30/03/2017 17:16 | 4 | ¥ | |%%  Sharon Shunker / STG-ICUL L& | 3
Endotracheal Tube i
Insertion Date | 30/03/2017 17:16| & | ¥
ETT Type Cuffed without subglot... | ¥
ETT Size 8.00 A | v |mMm
Cuff Pressure 24 A | v |cmH20
ETT Position at Teeth = | o |em .
“.|

This icon indicates there is
a mandatory form that E Prepare & Initate || Initiate
needs to be completed

i
t
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Patient Belongings Form

This form needs to be completed on admission. It is sighed by the person checking the
belongings and the person verifying the belongings.

g% Casandra Roberts - Patient Belongings : New Session

14/04/2016 14:15 | » | ¥ | |45 |  Sharcn Shunker / *Critical Care [=3

x
¥

Patient Belongings

Effects

Items with Security

w4

Weights and Dimensions

This form needs to be completed with the patient’s height, weight and weight to be used for
drug calculations. If the patients weight (Drug Calculations) is changed — all medications that

are weight based prescriptions need to be re-prescribed (this is because the original weight
is retained in the Order Details Window)

€ Casandra Roberts - Patient Weights and Dimensions (Adult) : New Session

.| 14/04/2016 14:19 | » ¥ | |3 Sharon Shunker / *Critical Care € Previous Session| | Tk | ¥

Weights and Dimensions
JHeight

152 4 | v (CM
JWeight (Latest) 54 i | v ko On
J'Weight {Admission) 56 a | w |k
J Weight (Ideal) 451 kg /BSA 494 m2

Drug Calculation Weight

Drug calculation weight general principles:
. Medical staff to complete.

. If overweight, use ideal weight or adjusted weight.
. If normal or underweight, use actual weight.

.

There will be exceptions for some drugs. Discuss with your pharmacist.

/ Weight (Drug Calculations) | 53 PRI

Save Save and Close Cancel
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Burn Body Chart

Patients with burns will need additional forms completed. Under ‘Medical’ menu there is a
‘Burns Admission Management’ form. The nurse will need to complete the ‘Body Chart’, this
can also be accessed from the ‘Wounds’ tab.

Pathology’
ports

ions awaitin ignature Sign MNow! Ongoing Burn Dressings
Act ti tu Sign Now!

o Lara 6.4.0001 - Wound Manager : New Session

Overview Data (System)

Body Overview (Click Save to Refresh On Screen Data)

(]
- ’
A8 Bl T
) (] L) . ]
2 B
. m

Legend:

Under Active Management
- ]

“B" indicates there is a burn in this region requiring active
management or observation,

This form is completed to indicate areas of the patient with a burn wound. ‘B’ is placed in the
area a burn is present. A colour can also be added to indicate management of the wound.
There is a button at the bottom called ‘Burns Management’ and the colour of this button will
indicate if there are any active burns:

= Grey: no burns

= Orange: Burns with ‘observation only’ as the status

= Red: burns with ‘active management’ as the status
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5.3.2 Medical Forms on Admission

Burns Admission Management Form
In addition to the forms in the ‘Admission Summary Form’, for burns patients, the ICU clinical
staff will need to complete the ‘Burns Admission Management’ form.

Description e

This walralation. will soly inchote Duvsmal asd Full Thicknass, it DOES NOT include srythasss

N Sawe 'V_mﬂ E;““.—'i

A newly admitted patient to the ICU with burns will receive specialised care; to document this
and plan further care, the clinician (Medical officer, burns fellow, nurse) opens the Burns
Admission Management form to document the initial burn details. This is the first 24 hours of
information, giving an overview of what happened and the actions taken. This is all static
information which should not really change, other than an update of the initial TBSA% or
burn details that were not captured initially. For ICU’s that don’t have burns as a regular
occurrence, this does not have to be completed.

The Burns Admission Management form includes:

= The ‘story’ of what happened (when, where and how). The Time of Burn entered will
be used to calculate the field ‘Hours since Burn’. This is a formula and will auto
calculate upon the form being saved. It is important because it is used to calculate the
fluid resuscitation fields

= TBSA calculation (Rule of 9’s or Lund and Browder).These will open to separate forms
with the ability to document and draw on the desired areas. The user will then need to
manually document the TBSA Dermal and TBSA Full thickness into the fields. The TBSA
% total will calculate automatically ONLY ONCE THE ‘Save’ button is clicked on. (This
applies to all formula parameters that are underlined — need to click on ‘Save’ to activate
the formula)

= Burn depth documentation — There are descriptions and information provided for all burn
depth documentation. This is to aid in accurate calculations

= Upload images of the initial burns - The user can upload images of the burns when the
patient arrives in the ICU

= Pain, airway and ocular documentation - (vital areas to monitor in the first 24 hours).

= |nterventions completed (at the scene, the emergency room or ambulance)

» Fluid resuscitation for the first 24 hours (with Parkland formula calculations and urine
output targets) - these fields are auto calculated, user must enter the fluids previously
given to patients, and the weight of the patient. The other fields will calculate when the
user saves the form (NOTE: this is to be used when burn is < 8 hours old)

= The user can access buttons to document actions which may have occurred during the
burns admission, such as line insertion or local policy for further information.

\ / N \

|

\
\
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The second tab, ‘Ongoing Burn Care’, documents the current burns for ongoing
management with their site and description; there are action buttons to go from here to
document the burns and the dressings.

Diagnostics / Problem List

The ICU medical officer needs to complete the problem list at the end of the admission
process. This lists the Acute Active problems, Acute Resolved and the Chronic issues.
This can be found under the ‘Medical’ menu and the ‘Problem List’ button.

B Casandra Roberts - Problem List : New Session

14/04/2016 14:57 | « | ¥ | [%5|  Sharon Shunker / *Critical Care Tk | ¥
Problem List R
Problem List (Acute - Active) Problem List {Acute - Resolved) Problem List (Chronic)

“n o4

Save Save and Close Cancel

]

The values are also presented on the medical ward round note. The parameter will display
the latest value. Therefore wherever the user completes the parameter, it will display the
most up to date value in both the problem list form and the medical ward round note form.

54 Review Tabs

Clinical Overview Tab
Once the admission procedure is completed, the Clinical Overview tabs can be used to view
the patient’s vital signs.

ares ask vents = n uidelines, Help & Reports

HR 52 55 60 3 5 3 70 70 52 3 3 6 bpm
Cardiac Rhythm

ABPd
ABPm 75 |85 |75 |95 |108 |102 110 |85 |90 |80 |76 | Hg
NIBPs mmHg
NIBPd 1 mmHg
NIEPm | mmHg
Temperature ] 340 366 I 372 I I 368 | I I o
8GL 4.9 5.0 5.6 5.8 87 |mmo I

RR Tota) 10 12 2 1 18 16 1 12 2 20 u 1 breaths/min

spo2 98 98 99 98 95 97 97 98 96 |99 97 9 %

Alrway Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT None

GCS - Total 3 & [ El 9 ] {] L] & 5 5 5 None v
_ e - — a

ventilator Modie = | SIMV/PS/Auto = SIMV/PS/Auto. SIMV/AutoFlo. + SIMV/PS/Auto. CPAP/PS CPAP/PS - |CPAP/PS CPAP/PS CPAP/PS |CPAR/PS CPAP/PS. CPAP/PS None

FiO2 (Set) 50 40 40 40 30 30 30 30 30 |30 30 30 % u

PIP 18 19 18 16 15 15 15 H20

PF Ratio 201 None

RASS 5 5..7|-3-Moderate 5..r -2-Light sedati.» -2 Light sedati.» -4-Deep sedat..s| -4-Deep sedat..o| -4-Deep sedat..s None

CAMHICU Negative - no..» Negative - no... [

Active user: Shan Swaminathan PMB-ICU | |Status: Admitted 18/08/2016 9:40
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Ventilation Tab
This provides an overview of the patient’s ventilation status.

ot Release | (0404

€ Mem Hursing L ® 3 = cal Events End of Life Policies & Guidelines Refresh Help & Reparts
e e e —

Care Flan My Progress Wy _Prescribe minite Titrate Wy Medication _
Interventions ¥ Notes | Medications Y Medications Y\ Medications 1 Resiew e

Metabolic Wounds

130 13 148 150 168 7o —

Ventilation (rwasive)

[1ezhaam

—
= CPAP/PS CPAR/PS CPAP/PS CPAR/PS CPAR/PS CPAP/PS CPAR/PS CPAP/PS
Briger Evita XL Driger Evita XL Driger Evita XL Driger Evita XL Driger Evita XL Driger Evita XL Origer Evita XL Driger Evitad#” Driger Evita XL

Ventilatar Mode E %
Ventilator Type Driiger Evita XL Driger Evita XL Driger Evita XL

B Vantilation S|} Units
Spo2 58 8 9 % 85 9 7 98 9 Y 95 %
PF Ratio P01 330 - - Mone
Fio2 set 5 ® w £ % i{ Ventilator (Tabular View) ] ] %
E5(5el) 5 10, 0 10 n MHZO
. . - 10 0 5 5 B 5 5 5 3 cmH20
Ventilation (Tabular View) 1 brestsmi
— — 14 18 16 14 1 12 0 17 18 breaths/min
Vi (5et) 500 500 500 500 m
vt (Expired) 430 a0 430 430 480 4an 420 430 450 480 400 450 mL
R 18 19 18 16 15 15 15 mHZO
AutoFlow On On On On On None
Flow Trigger .5.0 10 10 10 10 Lo 10 Lo 10 ) 10 Lo L/minute

. Airway s[onIETT ¥ Onl ETT Oral ETT Oral ETT Oral ETT Oral ETT Tl A"-way (Tabular VIEW) ! Lu.mum
T 6 L

ol

ETT Type Cufted with s...*
ETT Insertion Date 17/08/2016 ...+ --\N-I Lt
ETT Size .50 750
ETT Cuff Pressure 20 2 % 2% 2 2%
1 i}

ETT Pos. at Teeth/Nare 21 3 3 3

& Arterial Blood Gases

Cy—— PME-ICU | |Status: Admitted

Pathology — Blood Gases
(Tabular View)

Input / Output Tab
This screen provides a view of the patient’s input and output status and also the lines, tubes
and drains that are insitu.

[Femar] o [ ear]

Dose & Task st End of Life Policies & Guidelines

Progress Wy Prescrioe
Hotes: "\ Medcabons

y "
| 5 209 o
i 0 0 0 o o 0 - 0 0 mL
o o ] 0 o o 0 0 o mi
m
o o ] 0 (] o o o o (] o mL
Other Flus U =
& Totals Input i N . .
Input Total nterval) o | s 2 15 103 Drain and Tube Observations (Tabular View) ]
Inpus Toral i) w0 | s w0
Input Total (LOS} 170 | 495 704 819 922 a5 1,550 1855 ml,
Output
Urine Output 200 | 100 60 80 50 90 70 100 40 mL
Urine Output (Estimated) None
mL
'8 Nasogastric Tube E Units - U
Tube Type . Wide bore Wide bore Wide bore ‘Wide bore Wide bore Wide bore None ﬂ
Position at Nare 50 50 om
Drainage . Free drainage Free drainage  Free drainage Free drainage Free drainage Free drainage | Nane
Drainage Volume 100 mL
Drainage Description Brown Brown Brown Brown Brown Brown None
1nc ] | | |
Drainage Description Hormal urine | | | | { | None
= — | | 3
Peripheral - Hand L) E i i i i 1d3h0Om -
Tubes
Endotracneal Tube [Oral) .'““‘"" oanEns m

|Status: Admitted
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Fluid Balance (Tabular View):

Top section lists fluid inputs, followed by totals. Next is Fluid Output, Output Totals, and
then Balances. Specific totals (Drains, 1V fluids, Blood Products, Gl totals, Urine Totals
and Dialysis) are also listed

The majority of these will be coming in from other sources (e.g. medications and nutrition)
which will all be ‘Ordered’; and these will be formula parameters which will auto calculate
per interval. The only input the user can manually enter is oral fluids (sip of water you
gave the patient), Gl tube input (medication flushed down with water) and other fluid
input. The other values are for interpretation, not documentation. The totals are all
formula parameters and therefore cannot be manually entered

Output is manually entered, as this is often measured on an hourly basis. All outputs
coming from hourly observations of drains and tubes will populate in the Gl outputs
parameter or Drain output parameter. The totals, however, will be auto calculated. Urine
will be entered into the output totals

Balance Totals are all auto calculated

The next sections are closed by default, and when opened, will show a breakdown of
where the individual outputs are coming from.

Drain and Tube Observations:

When a patient has a line, drain or tube inserted in them, this is a foreign object, and
therefore regular observations must be performed to ensure the safety of the patient. This
information is displayed as ‘hide empty rows’ which is designed to only display a
parameter if there is a value present. Therefore, if there is no data, it is set to not display
or to ‘hide’ that parameter. All parameters within the tabular view will be linked to a form
which will be completed when the process parameter is documented. Relevant values will
be automatically displayed from the forms as they are completed, there will be no need to
manually transcribe any values. There are a large number of drains and tubes the patient
may possess and the majority may not be relevant for particular patients.

By hiding rows, only the relevant parameters and values will be displayed making it easier
for the user to view and interpret the data. The workflow for documenting a line, drain and
tube will be outlined in the Daily Routine module.

NOTE: On the Input / Output Tab if a ‘0’ value is displayed — this is a null value for a
calculated field (formula field that pulls or is calculated from another area). Therefore in
‘Drain Output’ 0 does not = no drain loss, but means no drainage has been recorded.

Lines/Drains/Tubes (Gantt View):

This is where the user can see which lines, drain or tubes are currently insitu for the
patient and for how long (This is the cannula / catheter chart). The user can cease the
process parameter from here when a line, drain or tube is removed.

6. Admission Module Specialised Workflow Processes
= Allergies/ADRs need to be recorded in eMR and in eRIC separately.
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7. Overview Daily Routine Module

This module will promote your understanding of how to use eRIC as part of the ICU daily
routine process for assessment and management of the patient.

This process includes reviewing the ICU patient, assessing the ICU patient, planning the
care of the patient,documentation and handover of care to the next shift.

8. ICU Daily Routine

Care and management of an ICU patient is a 24-hour process, so the daily routine covers a
24-hour period and the various activities are generally based on each shift. The duration of
the shift may vary for each ICU. The routine for each shift will commence with obtaining
handover and then the activities can be broadly categorised under the following headings.

Review Patient
Monitoring and
Obsevations

Assessment of

Handover Patient

Plan of Care

Management
Plan

Performing
Interventions

Better patient By clinicians, One solution
outcomes for clinicians across NSW
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8.1 Review Patient - Monitoring and Observations

At the start of their ICU shift the clinician (nurse, medical officer, allied health, pharmacist)
will review the patient parameters recorded in eRIC. This will include (but may not be limited
to) a review of:

= The Clinical Overview tab and Graph view tab

= Vital Signs — cardiac, respiratory, cardiovascular

= Ventilation (for those patients that are ventilated)

* Neurological Observations and scores

= |nput /Output

» Medications

8.1.1 Clinical Overview

This will be the most viewed tab as it contains all the most common elements required for
observation of care.

_
Graph View -
i s1 52 55 L) (1] b 3 b il bp: u
58 s8 s8 SR SR SR SR SR SR . None -
120 110 1us u2 u 140 130 148 us Tabular V|eW mmbeg S
65 60 (] F1] 75 85 n bt [}] mmHg =
2 75 85 % 95 105 102 110 85 Lol Ll g mmkg
— - |
5 SIMV/PS/Autors x 4 =) .n CPAP/PS CPAP/PS CPAP/PS CPAP/PS None
50 HET) ) ") ) 30 L) L) 30 2 o
s i " 3 2 ak 2" Tabular View
-5-Unrousable. 1 -5-Unrousable..r -3-Moderate 5..7 -3-Moderate s..7 -2-Light sedati.r, -2-Light sedati.r. -4-Deep sedat..» None
Negative - no..» Negative - no...» None
5 5 _.3 o
Clinical Event View

F 17/08/2016 19:10 - Intubation - Reintubation (Unplanned)
® 17002016 1855 - Extubation (Unplanned)

17/08/2016 14:00 - Transport within the Hospital (Adult{Paediatric)(End) - 1 hets) : 3 min(s)
17/08/2016 12:57 - Transport within the Hospital (Adult{Paediatric)(Start) - 1 he(s) : 3 mints)
® 17/08/2016 12:55 - CT Scan
£ 17/08/2016 8:00 - Intubation (Planned)

Active user: Shan Swaminathan PMB-ICU | |Status: Admitted

This view contains a

e Graph View on the top for tracking common patient vitals (HR, Blood Pressure,
Oxygen saturation and Respiratory Rate).
Tabular View of the data above and other important parameters.

e Second Tabular View on this tab will only show the parameters if there is data in
them, hiding the empty rows.
The parameters on this tabular view can be viewed at any time by clicking on the
properties cogwheel, General > Show Empty Rows.
The Urinalysis will be displayed on the Clinical Overview tab.

¢ Clinical Events View. This is used to track events that have happened to the
patient. This view keeps a record of all the previous clinical events that have
occurred and can be viewed by clicking on the down arrow on the left hand side of
the view. This will bring up a list of past clinical events with a date and time. By
selecting one of these past events the user is transported back to the event. This
ability allows for fast and effective movement through the Flow Sheet to view past
clinical events and what the vital signs were at the time of the event.
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8.1.2 Graph Overview

; _ I -
: ol Il N P _ :/‘., Cardiac ] )
. : [ Note the L -
- s s i i number of time — 9
3 . columns Respiratory
.
. = i - Will include relevant
: " S A Metabolic pathology results if
T available
B
: : S e = e S o Sepsis e Will include relevant
. B I i e e A P O I | i pathology results if
available
™1 m— 1 .
: g i e e s S ot | Laboratory

171 | | Stwtues: Achemimient

Graph Overview tab

= This tabs status and layout is different to most of the other tabs in eRIC
= This tab has 24 columns whereas most other tabs have only 12
= This tab also has a different time default; it is set to 12hrs, not the standard 1 hour time

interval. This is used to give the clinicians a high level graphical overview of the patient in
several different key areas

= The four graphs are broken down into the follow areas:
- Cardiac
- Respiratory
- Metabolic
- Sepsis
= Only validated parameters will be displayed in the Graph view.
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8.1.3 Vital Signs
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[ Cardiovascular —this
contains Hidden Rows

This tab contains 3 tabular views for a more detailed breakdown of the vital signs. Most of
this data will be automatically populated from the patient’s monitor but some of it such as O,
delivery device, O, flow rate, circulation observations may need to be manually entered.

NOTE: As per local guidelines the data must be validated at regular intervals and incorrect
parameter information corrected manually or marked as error. A comment can be added to
indicate why they are marked as error. Check the parameters when validating to ensure they
are accurate. Validation is of the patient’s physiological status NOT validation of eRIC
correctly recording a device parameter (which may or may not have accurately captured the
patient’s physiological status). Any data that is not populating from the monitor or devices to
eRIC will need to be manually inputted.

NOTE: Need to note the labelling of vital sign parameters on the monitor:
» Arterial Blood Pressure needs to be labelled ‘ABP’ (NOT ‘ART’)
» Temperature should be labelled “Temp’ (do not use labels that specify the source; the
source can be specified using the ‘Temp Source’ parameter cell box on the ‘Vital
Signs tab’).

If the patient needs the frequency of observations increased e.g. a patient requiring
Thrombolysis observations, this should be validated at the relevant increased frequency. It
can also be scheduled as a task with a reminder e,g, complete thrombolysis observations
every 15 mins for first hour, followed by hourly for 4 hours, etc.

Cardiac — Heart rate and cardiac rhythm, ABP, NIBP, CVP, Temperature, BGL, Ketones,
ICP, CPP, IAP (Intra-abdominal pressure).

Respiratory — RR, SpO,, Airway, O, delivery device, O, flow rate, FiO,, humidification,
pulmonary sounds, sputum information, patient position, head of bed elevation, PF Ratio
Cardiovascular — This contains Hidden Rows \ they are populated when the form in the
‘Nursing Menu’ is completed e.g. Circulation Observations, or if the parameter is being
monitored e.g. PiICCO monitoring, CCO.
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@RS

B Haemodynamic Studies

B Pacing

0 Intra-aortic Balloon Pump
0 Circulation Qbservations (1)
@ Circulation Observations (2
0 Circulation Observations (3
[ Circulation Observations (4

//

/‘/

Clicking on the cog wheel allows you to view
settings and hide or show empty rows

Nursing Observation Forms

Commonly used Observations that nurses will perform are located under the ‘Nursing’ menu;
for example, Circulation Observations.

The form to complete for the Circulation Observations is located under:
Nursing = Observations = Circulation Observations

NOTE: Completing and saving this form will populate the Vital Signs tabular view >
Cardiovascular.

Once this data has been completed, the data will remain on the Tabular view allowing the
nurse to complete the observations straight from the tabular view instead of opening and
saving the form each time. The same applies to all other observation forms.

ores Dose & Ta a 2 -
N =" ot N TN rerar TN Proe A Prscvbe Ny et N i N paciase =2 ol ey

B Vital Signs OR Units ~
HR and Isolation Reg 65 75 5 70 70 52 65 65 63 bpm &
Cardiac Rhythm Ye—— on-Invasive Venilatio SR SR SR B SR SR SR None
Cardiac Ectopy ot/ Outout D T ons —— None
ABPs 130 148 us 130 115 122 110 mmtg
A8Pd dule a Tas ensation Observations 72 75 63 70 65 61 58 mmHg
ABPm tio Pacing 102 110 8 50 80 76 7 mmHg
ABPs (Secondary) cal Proced e st o BP Ob mmHg
ABPd (Secondary) mmHg
ABPm (Secondary) ess Tates mmHg
NIBPs sing 9 ; FrE R el mmHg
NBPd ese mmHg
Respiratory Units ~
RR (Total) ST e timulatio 16 1 12 2 20 17 19 breaths/min k-
spo2 Patient Ready for Discharg P o7 97 8 % % 97 % %

U ainway sing D - Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT None
Q2 Delivery Device None
02 Flow L/minute
Air Flow Lminute
FiOZ (Set) 50, 40 4 40 30 30 30 30 30 30 30 30 %
Humidification Active Active Active Active Active Active Active Active Active Active Active Active None
Humidifier Temperature 3619 1L 311 36.9 136.5 36.9 371 37 |37.4 1L 37.4 31.5 c
Pulmenary Sounds (1) Cléar Clear Clear Clear Clear Clear Clear Clear Clear None
Pulmonary Sounds (R) Cléar Clear Clear Clear Clear Clear Clear Clear Clear None
Sputum Amount Small Medium Scant Medium Scant Small None
Sputum Colour White White Blood stained White White White None
Sputum Consistency Thin Thin Thin Thin Thin None

b Patient Position Lol fowlers _|Low fowler's | Low fowler's | High fowler's | High fowler's | Left lateral Low fowler's | Right lateral High fowler's |none

E ! ! ! ! ! 45
4|»

Messages 4RO

tion PMB-ICU | [Status: Admitted

[Active user: Shan Swaminathan | [Current Patient Loca

18/08/2016 11:52

8.1.4

This view will allow the clinician to view all information relating to the patient’s ventilation
status. The data is automatically populated in eRIC from the ventilator — but the user MUST
CHECK and Validate that it is correct (according to patient’s actual physiological status) and
accurate at regular intervals.

Ventilation

NOTE: Check Mode and parameters. If anything is incorrect or not populating this can be
manually entered.

NOTE: The RR will auto populate only from the monitor (from the ECG). If the ventilator RR
(Total) needs to be entered this will have to be a manual entry.

//

\

\
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Ventilation
Timed
Intervention

SMV/PS At » SV, DS/ Ao« SNV, AutoFio..+ SIVV/PS/Aurdrs CPAP/PS CPAPIPS Cws (053
Origer fvita XL Orfger fvita XL Origer fvita X1 Origer fvita XL Oviger fvita X1 Driger Evita XL Ordger fvita XL Driger fvita X1

CPAPIPS PASPS PAPPS [0
Origer fvita X Origer bvita XL Driger fvita XL Origer fvita X

Ventilator

Ventilation

EleEggEE e s
peggrEsEs 8
pEggrsEss 8

Eleggeeee e

LeGg & EEE %

s
=
s

7] 18 19 10 9 1) 19

Airway
Information

5 Oral ETT Ol ETT Onat ETT OnlETT v Owd ETT Onal ETT Oral ETT Oval £TT Oead ETT Onal ETT Oret ETT Oval €77
Cutfed with 5.~ Cuffed with 5.~ Coffed with 3+
g7 T F D08 L. -

1>

¥
53
®
s
¥
%

Pathology
ABG

i
f
1>

Ventilation Dose — a Dose view (Ventilation Timed Intervention) showing what type of
ventilation the patient is on (Invasive or Non-invasive, also allows to record if on nitric oxide
treatment). It provides information about how long they have been on the treatment for and
can been used to calculate the number of ventilation days.

Ventilator - Tabular view providing the user with the ventilator information — Ventilator
mode, type, type of humidification, humidification temperature, humidifier water checked.

Ventilator Mode _ _ _ . SIMV i
Ventilator Type _ _ _ . Dréger Evi...*_§
Humidification | | | . Active §
Humidifier Temperature 36.2 ;
Humidifier Water Checked Checked

NOTE: When the Respironics V60 ventilator is set to Stand-by and connected to eRIC; the
system receives data and therefore continues to populate some parameters into the
ventilation observations.

The recommended solution: Disconnect the Respironics V60 device from the Digi when not
in use. When the Respironics V60 device needs to be reconnected to the patient, ensure it is
also correctly reconnected to the Digi using the correct colour coded cable and port.
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Ventilation - Tabular view for observations (both the ventilation observations and nitric oxide
observations). It includes the following parameters (use the scroll bar on the right to scroll

and view all parameters)

B ventilation
SpO2
PF Ratio
FiD2 (Set)
PS5 (Set)
PS5 + PEEP
PS5 - PEEP
IPAP
EPAP
C-Flex
PEEP (Set)
Pinsp
Thigh
Tlow
Phigh
Plow
RR (Set)
RR (Spontaneous)
RR (Total)
Wi (Set)
S (Inspired)

Wi (Expired) R

MV (Set)
bW (Expired)

PIP

hMean Airway Pressure
Plateau Pressure
Plateau Time
Inspiratory Time

Insp. Ratio

Exp. Ratio

I:E Ratio

AutoFlow

Flow Assist

“Wolum
HFOW 4
HFOW |
HFOW

Parameter name: Flow
Categorny: Ventilation
Unit: cmH20/ L/sec
Type: Mumeric

HFOW Bilateral Chest Wiggle
HFOW Frequency

HFOW iTime

HFOW mPaw

HFOW mPaw Lower Alarm
HFOW mPaw Upper Alarm

(B Nitric Oxide Observations
INO (set)
MO (measured)
MNO2
Methaemoglobin (P.O.C)

Cylinder Content (Mitric Oxide) q

1

Airway — Tabular view for airway information and observations for different airways the

patient could have insitu.

This is initially populated on completion of the ‘Airway Form’ and ‘Intubation Record’. The
‘Intubation Record’ will be located under Nursing = Input /Output Devices and Observations
—->Tubes > Airway - Endotracheal Tube OR Tracheostomy Tube (the extubation form will
be located under Clinical Events)

Alrway

ETT Type

ETT Insertion Date
ETT Size

ETT Cuff Pressure
ETT Pos. at Teeth/Mare
Tracheostomy Type
Tracheostomy Size
Trache Insertion Date
Trache Change Date
Trache Inner Cannula
Cuff Pressure

Trache Care

Trache Weaning

€ samuel Burgess - Intubation Record

.| 18/01/20179:47 | 4 | ¥ | |G| Non

Intubation Record
Intubation
Record

Airway Oral ETT v
Lanynx
Grade  Larynx Grade Grade 3 5
Reference
Failed Extubation <] Yes No
Failed NIV Yes ¥ No
Insertion Failure Yes v No
Malposition Yes v/ No
Paosition Confirmed [ Yes No

«

e

e Sharon Shunker / PMB-ICU

R——

By clinic
for clinic

“ |
o Samuel Burgess - Endotracheal Tube (Oral)
: [ - IR

.. | 18/01/2017 10:16 | & | ¥ & | None Sharon Shunker / PMB-ICU v
Endotracheal Tube
Insertion Date [w] 18/01/2017 10:16| & | ¥
ETT Type Cuffed without subglot... | ¥
ETT Size 8.00 A | v |mm
Cuff Pressure 28 4 | v  CMH20
ETT Position at Teeth 23 a | w|cm "

e
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Pathology — Blood Gases — Tabular view showing data from the Lab for the different blood
gases (Arterial, capillary, Venous and Mixed Venous).

EJ Arterial Blood Gases
B Capillary Blood Gases
E'u‘ennus Blood Gases

Mixed Venous Blood Gases

8.1.5 Neuro/Pain

This view allows clinicians to view information on the patient’s neurological status (GCS),
pupils, limb strength and ICP and CPP monitoring.

Neurological (static) — Information and scores that nursing will do and input on a regular
bases for most if not all patients (e.g. GCS, pain and sedation and delirium check). To input
the GCS right click on the individual parameter boxes and use the drop down menu to select
the desired score. ‘GCS — Total’ Parameter is a formula parameter. This means that it will
auto calculate the GCS Total, but only once all the required fields have data in them.

It allows the clinicians to input the numerical pain score, sedation score and delirium score
(the information for scores and individual forms for scores can be accessed from the ‘Scores’
menu). It can also be accessed by the buttons located at the bottom of this tab — clicking on
them opens up the appropriate forms.

Neurological (Dynamic) — Tabular view for recording various different neuro and pain
scores (ICP/CPP, Behavioral Pain Scale, CPOT, Alcohol Withdrawal Score and Clinical
Opiate Withdrawal Score, Sensation Observations, Nerve Block etc.)

NOTE: This tabular view will only populate data once the form has been completed. It allows
the clinicians to input the various scores (the information for scores and individual forms for
scores can be accessed from the ‘Scores’ menu). It can also be accessed by the buttons
located at the bottom of this tab — clicking on them opens up the appropriate forms.

Toolbar — buttons that open different forms that once complete the data will appear on the
dynamic tabular view.

1Ta pain 3-Ts pain 2.Ta pain

2 1 Ns respasse. s 1-Ns 1Hs = 1 Ha sespense. = 1 Mo respane = 1-a response.-, 1 Mo respons.« 1.Na response. - 1 Ha mespsnse

1.Flexian te pam3-Flexin te pais Lecalise to .+ §-Locsine ta - I Flexion ta pamd Flexion ba paind Flexien to paind.Flesion be pakd Flerien 18 pain]. Flerin 1o paiml Flesien 1 pain I:
3 5 & : 6 s 5 s

170 spench 2 7o pain 2To pain 2-T= pain 1Moy frT—- 1Hane
1

B Irem T
Brisk Bk Brisk 2 i
T

- oy s «| Neurological (Static) [=

314 1
FEEN
flEl
H

H

L ¢

-Relaned, na_» 1 Tense 2-Tenss b Rolazed, ne..- & Relazsd, ma_»
0. Absence of 5 2 2 b Amenc of > S absencs of _»
O-Intuisated - . r 1 Intubated -+ 2 Itubated - » O intubated - v O Intubated - »
o Relaned 1 Tense, rigid 3 Tensa, right © Retazed + Ralaasd
o s & 5 o

o e Neurological (Dynamic)

ogd

Buttons for scores and observations
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To input the GCS right click
. . on the individual parameter
i —r - boxes and use the drop-
=§§.§i;;;ii'.,, . ( ' down menu to select the
iy e = | - desired score. The same
(0 stronann S— ! kapplies for pupils and limb y
= (pF;jirL'Eg Strength. None
P T e
RASS S5-Unrousa..t|
CARA-TCL MNegative -...+
Asleep/awake

8.1.6 Input / Output

This view allows clinicians to view information on the patient’s Input / Output and Fluid
Balance status.

Fluid Balance
Tabular View

- ube Type Wide bore Widebore  Wide bore Wide bors Wide bore Widebore | None &)
Drains & Position at Nare lso | 50 - . am
Tub Drainage Frea diainage Froa drainaga  Free drainage Fres drainage Frea drainage Fres drainage | None
es Oranage ok o | m
Observations - Dlawr:Z: ‘I.):E:'w;lior\ Brown | | Brown Brown | Brown Brown | Brown o
1DC
Tabular View Grainage Description Normal urine None
Lines / Drains / o Caamae b
Tubes 1| comie———————————————————————————————————————————————————————————————————— | 3 N/} T -
Dose View FC —Tr

U (status: Admitted

Input / Output tab - Fluid Balance Tabular View

= Clinicians can review fluid administration and fluid loss in this view.

= Nurses record urine output in this view

= The Fluid Balance view has several headings which can be expanded or collapsed

= This tabular view has many calculations automatically taking place for an up-to-date
record of the patient’s fluid balance. The data is taken from various sources such as
infusions, medications, enteral feeds and other fluid inputs that the patient has had or is
currently receiving.

The view has the following

P [Adut] [cC 02active) | |
.~

Nursing Medical Add Progress Notes Sc headings that are all eXpanded
Ouaniow | Ouengiow | Vital Signs W Ventilation W Neuro / Pain'y [ Hei¥A meaning all the parameters
«<cow - »or (W i 2z - within this heading are viewed:
“ o s Inpu
S  Input
E3 Totals Outpu
B rorals Qutput : : : » Totals Input
E3 Drain Totals
&3 IV Fluid ;::als - OUtpUt
&l Blood Product Totals | | | u Totals Output
B GI Totals
Fume Totals | | | = Balances
Dialysis Totals
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NOTE: On the Input / Output Tab if a ‘0’ value is displayed — this is a null value for a
calculated field (formula field that pulls or is calculated from another area). Therefore
in ‘Drain Output’ 0 does not = no drain loss, but means no drainage has been
recorded.

& Input

- : : Headings

Crystalloid Input (Interval) . .

Colloid Input {interval) Input — under this heading there are several formula.parametfars,

Blood Product Input Interval) and these parameters populate data from other locations within

Parenteral Nutrition Fluid In... eRIC.

Oral Fluids = Crystalloid, Colloid, Blood Products and Parenteral Nutrition

Gl Tube Input Fluid parameters populate their data from the Medication Tabs

Enteral Fluid Input (Interval) . . .

Other Fluid Input » These fields are not editable and a user cannot update or edit
B Totals Input these fields - the data depends on the medications, fluids and

Input Total {Interval) enteral feeds that the patient is on

Input Tatal (Daily) = Oral Fluids and GI Tube Input are fields that a user can

Input Total (LOS) complete as they are monitored. Includes the amount of fluid a

Qutput

Urine Output

Urine Qutput (Estimated)
Stool Measured Volume
Gastric Aspirate (Returned)

patient drinks or the amount of fluid that is given via the Gl tube.

Totals Input - this heading has three parameters - all have formula
parameters and therefore are not able to be edited.

Gastric Aspirate (Discarded) = Interval is the amount of fluid input in that time column. In this
WVamitus case, amount taken in an hour

Vomitus (Estimated) = Daily is the amount of fluid input within this current 24 hour
Drain Qutput Total (nterval) period. Starting at 12am, the formula will calculate the total

Gl Output (Interval)
Pt Fluid Remaval
Other Fluid Output

volume each hour until 12am and reset and start the calculation
for a new day

= LOS stands for Length of stay and this is the total amount of
input since admission for a patient.

Totals Qutput
Output Total dnterval)

Output Total (Daily) Output and Totals Output — there are some fields that have
1 . .
oot Total Los) formula parameters and are not able to be edited, while others, a
Fluid Balance (nterval) user will need to complete throughout a shift.
Fluid Bal Daily) . . )
Floid Balonee (o5, = For example, urine output is a parameter that the user will
g Drain Totals monitor and record regularly
IV Fluid Total . .
B Blood Product Totals = Drain output will also need to be measured and entered.
B GI Totals
& Urine Totals Balances- this is the difference between the input and output for

EJ Dialysis Totals

the corresponding parameters.

The view also has the following headings that are all pre-collapsed, meaning all the
parameters within this heading cannot be seen without expanding the heading.

NOTE: These headings will remain closed with or without data and it is a clinician’s
responsibility to expand and look at these parameters.
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* Drain Totals EJ Drain Totals

= |V Fluid Totals B IV Fluid Totals

= Blood Products Totals CO"O!d Input (Daily)
Colloid Input (LOS)

- GI TOtaIS Crystalloid Input (Daily)

= Urine Totals Crystalloid Input (LOS)

IV Fluid Input (Interval)
IV Fluid Input (Daily)
IV Fluid Input (LOS)
Parenteral Nutrition Fluid In...
Parenteral Nutrition Fluid In...

Blood Product Totals

B GI Totals

EJ Urine Totals

B Dialysis Totals
Dialysis Input Total (Interval)
Dialysis Input Total (Daily)
Dialysis Input Total (LOS)
Dialysis Output Total (Interval
Dialysis Output Total (Daily)

= Dialysis Totals

NOTE: Fluid that is removed during Hemodialysis should be entered in ‘Other Fluid Output’
add a comment to say that this was removed during hemodialysis.

o,y o -  — — —
H J; Pilot Release | [01(Active) | | 0. !
_thn
( Menu Nursing Medical Add Progress Motes S Dose & Task List Clinical Events Radiold
Clinical Graph . . P h Input /. Care Plan Progress Prescribe Administe;
Overview | Overview e TR pegtiateg Dleusoieas Output Interventions Notes | Medications Medications

A

44 4 Goto Ll o g 200

-
Gastric Aspirate (Returned) §
Gastric Aspirate (Discarded) | | | § | | | |
Vomitus . . . i . . . .
Vomitus (Estimated) | | E
GI Qutput {(Interval) (] (] (]
s aa ) | 100 200 100 Removed during Hemodialysis -
Other Fluid Output :
Qutput Total (Interval) g0 | 200 | 100
Qutput Total (Daily) 397 200 300 4
Qutput Total (LOS) 499 29 799 =]
Balances
Fluid Balance (Interval) -08 -198 ao5
=
B Channel Drain - Pleural (L% -
Cumulative Drainage Volu.. |20 20 20
BEVWD - (L \ . -
Cumulative Drainage Volu... |22 22 22 - \
T T T 5
Pt Fluid Removal 100 200 100 N
Other Fluid Output EEDDD 1i_
| B Totals Outnut H

» Blood loss is recorded under ‘Other fluid output’ with comment as to what loss it is e.g.
PV Blood loss or loss from a wound or laceration

M)

Bette tient By clinic
outcomes for clini
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Input Total (LOS) 10,600 [19,600 [19,600 [19,600

Qutput |3

Urine Qutput §

Urine Output (Estimated) é Other Fluid Cutput: 100 mL

Stool Measured Volume _E Time: 06/10/2016 3:00

Gastric Aspirate (Returned) f# < Entered by: Kaye Williams On:

Gastric Aspirate (Discarded) ' 06/10/2016 12:52 |

Vomitus E Comment: |

Vomitus (Estimated) ik PV blood loss ¢ .

Drain Qutput Total (nterval) |0 fp T F

GI Qutput nterval) Q |0 |0 |0
Pt Fluid Removal

Other Fluid Qutput | | i

Totals Qutput

Output Total Interval) (8]

Output Total (Daily) 8]
Output Total (LOS)

Log
Cell properties

Interval data viewer

Add bookmark

Drains and Tubes Observations

This tabular view of Drain and Tubes Observations is where a user will continue to record
observations on Lines/Drains/Tubes that are currently running, e.g. for nasogastric tube, ICC
observations.

W Nasogastric Tube | | | | | | | §
Tube Type | | | | | | | |Wide bore
Position at Nare p | | | | | | | _§50
' Drainage | | | | | | | _§Free draina.
Drainage Volume ). 50
Drainage Description ELight greert’

ICC - Apical (L) #1 |
Drainage Volume | 40
Total Volume in Drain § |150
| Cumulative Drainage Volum.. § |40
Swinging/Draining,Bubbling... § |S/D/B
Sudtion (cmH20) 2
Suction (kPa) i .
Drainage Description § |Serous
Site Condition § |Clean
Drain Care § | Drain secu..

Lines/Drains/Tubes — Dose View
This view (Gantt) shows what Lines/Drains/Tubes are currently insitu and how long they
have been in for (this is like the cannula / catheter chart).

Drains

F. ¥

Chest|Upper (Left]

16C - Apical ] &1 0dfh2m

Tubes

Nasogastric Tube Hare Righ] 04h3n

Lines /Drains/ Tubes
NOTE: To record that a line/drain or tube is insitu navigate to either:

Nursing = Input / Output Devices and Observations = select the one you need
Medical = Lines / Drains / Tubes = select the one you need
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Both menus lead to the same action. A line started from the nursing path can be started from
the medical path as well.

Many of these forms will be filled in at the time of admission as the patient may come with
pre-exiting Lines/Drains/Tubes.

In the menu there are many different options for lines/ drains/ tubes (over 100 just for the
lines). Select the Lines/Drains/Tubes required and this will take you to a specific form that
needs to be completed. With this there may be another mandatory sub form that needs to be
completed. See example below for L Apical ICC.

Nursing 558

Grap Input/ Care Plan

al re
overview | ovenii —~ Output Interventions
Safety Checklist
44 4 Goto ~ P FASTHUG

Input Total (Daily) Sl
Input Total (LOS) Alerts and Isolation Requirements
B output Observations
Urine Output
t/ Output Devices and Observati
Urine Output (Esti Input / Output e ons.
OSSPV PCA / Epidural / Nerve Block i 3 1CC - Apical (Lefd) #1
Gastric Aspirate (REEEEETTIR T REY oy Gastrointestinal 1CC - Apical (Left) #2

Gastric Aspirate (Df Timed Interventions Stomas. Genitourinary ICC - Apical (Right) #1
vomitus

Clinical Procedure Safety Checkist (Timeout) Stool Chart Neuralogical 1CC - Apical (Right) #2
Nasogastric Tube Progress Notes » Other Drains 1CC - Mid (Lef) #1
Nursing Management Plan ICC - Mid (Left) #2

B Orojejunostomy Research Studies 16C - Mid (Right) #1
B Nasoduodenal Ty Patient Belongings 1CC - Mid (Right) #2
0 Oroduodenal Tub

‘Weights and Dimensions ICC - Basal (Left) #1

Patient Ready for Discharge 1CC - Basal (Lef0) #2

O Transpyloric Tubd Nursing Discharge Summary ICC - Basal (Right) #1
ICC - Basal (Right) #2

Drains Mediastinal Catheter #1

| X LRI D e B TR Qs e m
| Tubes

Channel Drain - Pleural (Left)
| T pIETGER) o
‘Channel Drain - Pleural (Right)

I Cardiotomy Reservoir #1
|

Cardiotomy Reservoir #2

Pericardial Drain #1

Messages Active user: Sharon Shunk - 22/04/2016 11:50

b [adutt ] [cC 02(Active)

M ed IC al Dose & T Clinical Events Radiology End of Life Palicies & Guidelines Refresh

Prescribe Wy Administes Medicatio Patholk Patho
i [ i Review Recutt Repe 1/2 ®

Menu Nursing

Clinical Graph
Overview | Overview

Care Plan Progress
| Vil Interventions Y Notes |

-~ Admission Summary
44 4 Goto ~ P P> Allcrgies/ADR

Input Total (Daily) Alerts and Isolation Requirements.
Input Total (LOS) Progress Notes

B output Problem List
Urine Outpu Lines / Drains / Tubes

Urine Output (Estimated)
stool Measured Volume PCA Order 1CC - Apical (Left) #1

Gastric Aspirate (Returned) IABP Insertion / Removal Gastrointestinal ICC - Apical (Left) #2

Gastric Aspirate (Discarded) Physical Restraint(s) Order Genitourinary 1cc -
Yomitus

Procedure Safety Checklist (Timeout) Neurological 1cc -
Nitric Oxide Order and Observations Other Drains ICC - Mid (Left) #1
Event Manager History 1CC - Mid (Left) #2

Nasogastric Tube
Orogastric Tube
Nasojejuncstomy Tube
Orojejunostomy Tube Bumns Admission Management 1CC - Mid (Right) #1
Nasoduodenal Tube Research Studies 1CC - Mid (Right) #2
roduodenal Tube eNIMC ICC - Basal (Lef) #1
3 PEG / Gastrostomy Tube
B PE) Tube Medical Discharge Summary 1CC - Basal (Lef() #2
Transpyloric Tube ICC - Basal (Right) #1
— - Basal (Right) #2
Drains | Catheter #1

N Ch U Left)
B cc-spical &t est) Upper [Lef) (e
| IS in - Pleural {Left)
B nasogastricTuse

Channel Drain - Pleural (Right)

0 d/6 h/A8 m

0d1n/55m

omy Reservoir 21

omy Reservoir #2

Messages 3 £ 22/04/2016 11:54
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L Allergies/ADR

Orderable cap o
| ® v/ 1cC - Apical () #1 - | [«
Dose Form Route Body Site Adrinistration time
Select Route v || Chest, Upper (Left | = ... | 22/04/2016 11:59 alw
Process style (Localize)
Specify duration hour -

This symbol indicates a
mandatory form that
needs to be completed

= H Prepare & Initiate || Initiate

The ICC drain has a mandatory form attached seen in the bottom left hand corner.

If a clinician doesn't see that the Lines/Drains/Tubes has a mandatory form attached and
selects ‘Initiate’ without completing the form, the system automatically opens that form.
The process parameter cannot be initiated without the completion of the form.

As with other forms in eRIC, there are certain fields that are mandatory on this form and
need to be completed before the form can be saved. These mandatory fields are highlighted
in bold.

In the following example, once this form is completed, it will populate data on the tabular

view allowing a clinician to continue to record site observations on the drain directly in the
tabular view.

ICC Form D Output tab vie

.| 14/01/201610:12 4 ¥ %G john Smith/ *Adult £ |3
Proceduralist | Dr Barry Aller| ] l
Size 3
Drain Sutured v Yes No c i
Drainage Volume 15 al v im c
Total Volume in Drain 20 sl v|mt
Swinging/Draining/Bubbling o/ Crbar Frad gl
B Totals Input |
Suction: Use the unit of measure that corresponds to the device being used. g Total terval) hea 63 103 13 103 1w
If there is no suction, please enter a value of 0. Input Total [Daiy) 312 %3 % 589 752 9%
Input Total (1L05) 450 £753 6516 707 7242 7,405
Suction (emH20) a | v (€MH20 Output i
Urine Cutput ") 10 0 20 50 45
Suction (kPa) a v P2 Wring Cutput (Esti
Steol Measured 100
Drainage Description Hismosarots . Gastrie
Gast
Site Condition
¥ Dressing intact ] P —— 5
v Clean Tube Type Fine bare Fine bare
= n E
Reddened Blacc - Apical (B2 22
Swollen Drainage Volume 1] 10
Total Vohume in Cran 1 ]
Induration Comulative Drasage Velum_ 110 10 160 1
Swsgeng Draneg Bubbkng S/D/B S/O/B
Tender Suction [cmHI0) 5 5
Painful Drgennge Dascrigtion Sersus Serous
Oozing
[
Exuding CVC1 Lumen -1 )
Bleeding Perphrial - fem Lo
e
Drain Care @ Assessd || EE=XE Ran Unaets Figri)
Active user: RN Lsrs Simors | Department nama: *Adult  Status: Admitted
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Another example of a commonly used form is the CVC Form.

Orderable cap Write dose comment o

‘% v | CVC 3 Lumens - (L - Q‘Ej

Select Route ¥ || Internal Jugular (L1 | ¥ ... | 22/04/2016 13:40 alw

Process style (Localize)

Specify duration Ger -

Attached Forms — clicking on
the symbol opens the form

=] = Prepare & Initiste || Initiate [ cancer |

= Nursing = Input / Output Devices and Observations - Lines = Central Venous
Catheter - CVC 3 Lumen > CVC 3 Lumen —IJ (Left)

= Medical - Lines /Drains / Tubes - Lines - Central Venous Catheter > CVC 3
Lumen - CVC 3 Lumen -1J (Left)

The CVC lines all have attached forms - CVC Insertion / Removal Record. One CVC
Insertion / Removal Record form is to be completed if the CVC is inserted in the ICU. The
other form is used if a patient is admitted to the ICU with a CVC already insitu. These forms
replicate the current state form for CVC (CVAD) surveillance. There are two tabs on the form
Insertion and Removal.

When the CVC is inserted, the inserting clinician can complete this form and it will be saved
and attached to this process parameter. When the CVC is removed, the second tab on this
form (Removal Tab) is completed to document the removal. As with other forms in eRIC,
there are certain fields that are mandatory on this form and must be completed before the
form can be saved. These mandatory fields are highlighted in bold.

Once the forms have been completed, the process parameter is ready to start. This is done
by selecting Initiate.

To view the form once the line has been initiated, right click anywhere along the running
Lines/Drains/Tubes process parameter.

TET TTUTL Ot

m
B Totals Output

Qutput Total (nterval) 200 |100 |0 0 0 |0 0 0
Output Total (Daily) 200 | 300 | 300
Output Total (LOS) 699 | 799 | 799

Balances
Fluid Balance (Interval)

B Channel Drain - Pleural (L
Cumulative Drainage volu...

Lines |
Arterial - Radial (R}
CWC 3 Lumens -1 (R}

Peripheral - Other

[
CVC Insertion / Removal Record (L), Right) i
Cential Venous Catheter Insertion at Other Site [l

Peripheral - Other q *15:09 »

Select the process parameter (which will be identified as the starting time and not general).
At the bottom of that menu are the forms attached to that process parameter, and select the
one required to be viewed.
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Recording Subcutaneous Line
Need to select Nursing = Lines > Peripheral Other

Medical Add Progress Notes Dose 8t Task List Clinical Events Radiology

Input / Care Plan Progress Prescribe Administe

Select a Patient Output Interventions Motes | Medications W Medications

Safety Checklist
FASTHUG 200
Allergics/ADR

Alerts and Isolation Requirements

Observations

Input f Output Devices and Observations Central Venous Catheter »

Schedule a Task Arterial Catheter

3
3
3
3

Timed Interventions Tubes

»
= O
. Peripheral Catheter Peripheral - Hand (Left)
»

Clinical Procedure Safety Checklist (Timeowut) Stomas. PECC Peripheral - Hand (Right)

Progress Notes L Stool Chart Dialysis Catheter Peripheral - Arm, Lower {Left)

Nursing Management Plan [ 00 | PAC / Atrial Catheter Peripheral - Arm, Lower {(Right)
Research Studies Implanted Port Peripheral - Cubital Fossa (Left)
Patient Belongings 1 Midline Catheter Peripheral - Cubital Fossa (Right)
Weights and Dimensions Intraosseous Catheter Peripheral - Foot (Left)
Patient Ready for Discharge ECMO / VAD Peripheral - Foot (Right)
Nursing Discharge Summary Peripheral - Scalp

: Peripheral - Scalp (Left)

E Peripheral - Scalp (Right)

inage Volu... Peripheral - Other

inage volu...

This then opens the Lines Orderable Form.
NOTE: In Route - specify ‘subcutaneous’ OR ‘Regional Nerve Block’ - specify body site
e.g. ‘Abdomen’, add comments if necessary —>click Initiate.

\ o Additional Information / Allergies/ADR
= Orderable CIAP 26G Butterfly Subcutaneous o
iy ®y v/ Peripheral - Other v | q || Needle for Palliative Analgesia
Dose Form Route Body Site Administration time
Subcut ¥ | Abdomen v ... | 03/03/2017 10:24 A v ni
o n
te Process style (Localize) L
) L
tid Specify duration hour v L
L
L
ut] L
t] L
— Co-sign for administration
e - L
Jil Co-sign user: Password: L
) L
| =
| =
d
, . o
E Prepare & Initiate Initiate =

This then populates on the Input/ Output tab view as Peripheral Other, use the hover to bring
up the yellow box with details.
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T B
L Input Total (LOS) 4,962.2 49622 4,962.2 49622 14,9622 4,962.2 4,962.2 49622} 49622 14,9622 49622 4,962.2 mL
Output !

B Drain #1

Drainage Volume | 10 Dose Detals - Lo &

Total Valume in Drain | 10 Peripheral - Other L

Cumulative Drainage Volu... 10 10 10 : 10 subcut Abdomen L

Vacuumed | No i Administration time: 03/03/2017 10:18 one

Drainage Description Haemoser...+ i Comments: 26G Butterfly 5/C needle for Palliative Analgesia \one

site Condition Dressing ii..+ | EDSE 5‘5‘”5-”‘5‘3’3 R ’ one

Dram Care Assessed:... i TS T| Preparstion Status: Not Prepare:

- Section details

- Peripheral - Cther
Lines Section start time: 03/03/2017 10:18 u
Peripheral - Other H 0.d/4 h/19 m |

Drains

Drain #1 bdomen (Left]

0d/4h/M42m

Fr—— (Active user: Sharon Shunker PMB-ICU | [Status: Admitted | | . 03/03/2017 14:37

8.1.7 Medications

Medications will be covered in detail in its own module. Part of the review of the patient will
involve a review of the medication tabs.
Medications have four tab views as shown below:

Prescribe Administe\ Titrate Medicatio‘
Medications Medications Medications Review

Prescribe Medication

ICU medical staff will use the ‘Prescribe Medications’ tab ‘Order Timeline’ view for
prescribing all medications — this will include IV fluid orders and drugs that run as continuous
infusions.

[Active usar: Shan Swaminathan

NOTE: The Medication List on the Prescribe Medication tab —is useful for reviewing
the whole list of Patient medications. It needs to be set to a 7 day view so that weekly
medications can be reviewed.

Administer Medication

The ‘Administer Medication’ tab is used to view medications that have been administered
and medications that are due and when they are due (this is in a Cardex view). However it is
better to use the ‘Dose &Task List’ to view medications that are due to be administered.

Cardex Dose view is a timeline display on the Flow sheet, showing the status of both
planned and administered doses. The doses in the Cardex Dose view are displayed in
different colours according to the time of their planned administration. This view will be
covered in more detail in the medication module.
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Sreriem | Cvertiw | Vi 5 on W i 2 Carn P e A AR Ml N MY oy W ey W Wiound - 1z 3
]
= =z Z = 2
4 4 s =4 C£0 =
=y g
2 2
| __E | &
L v AN £ | L3

Active user: John Seith | Department name: *Adult Status: Admitted

Titrate Medications
The ‘Titrate Medications’ tab is where you can view medications that are running and see the
rate and performed actions. This is a ‘Gantt view'.

The Gantt Dose view is a timeline dose display, displaying doses as bars and diamond

symbols. This view is useful for managing running doses. This view will be covered in more
detail in the medication module.

Chncal | Geaph P, — oo P Zput = Care Plan — Presinbe Wy ddmns oo BTSSR iecie canic — = - " e
il | QIR | VieaSgra W Vesstuson W Hewo Shen il e, gt s e, Froowncin RSN Poiooar N Raciogy W Wound Sep 12 (D

= =
e TR W B
. - L]
—
e
—
e LT

Active usor- Johm Smith| Department mame: “Adult  Status: Admitted

Medication Review

The ‘Medication Review’ tab has additional sub menus and forms for New Medication
Review, Dispensing Report and Pharmacy Progress Notes. It provides access to CIAP and
policies and guidelines. Medication Reviews that are written by the Pharmacist will appear
as an alert in ‘Red’ at the top of the Medical Ward Round Note.

'J; [Pilot Release | [Bed D1(Active) | |
BTy - '

[ | [D.0.8: 20/03/1966 | |
Nursing Medical Add Progress Notes Clinical Events Policies & Guideling
Clinical Graph - - " i Dai Input / Care Plan N rogress Prescribe Administe: Titrate Medication
Overview | Overview | Vital Signs Ventilation Meuro / Dah Qutput RRT \ Interventions Notes | Medications ¥ Medications ¥ Medications Review
10:13
1000
v

Antimicrobial Stewardship,

New Medicstion Review Dispensing Report Pharmacy Progress Note aap oelities s Duietes
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8.2 Assessment

Nursing and medical assessment of the ICU patient forms an essential part of the daily / shift
routine. The forms for documenting the assessment findings can be found under the
‘Nursing’ menu, ‘Medical’ menu or the ‘Add Progress Notes’ menu.

In addition, the scores for a patient, such as ‘Falls Risk Assessment’ and ‘Pressure Injury
Risk Assessment’, will also need to be attended and documented.

Medical Add Proaress Notes
Ventilation i g‘t?t[gu{ I Alcohol Withdrawal Scale
Behavioural Pain Scale
700 CAM-ICU

Critical-Care Pain Observation Tool

nical Graph

wiew | Overview Jidlalsins

iput Total (Daily)

iput Total (LOS) 1,238.2 1,390.2 11,7039 Clinical Opiate Withdrawal Scale
lutput | | Falls Risk Assessment Tool

rine Output

rine OutEut (Estimated) Glasgow Coma Scale

tool Measured Volume IUVESCESES e

astric Aspirate (Returned) Physiotherapy Assessment Tool

astric Aspirate (Discarded) e it (e emrmearrans
amitus

Manual Handling
lo ICU Scores
ANZICS

omitus (Estimated)

rain Output Total {(Interval)
I Qutput (nterval)

t Fluid Remaoval

(==
EREN
o

8.2.1 Nursing Assessment

This occurs at the start of each shift and it can be documented as per local practice
guidelines as a Nursing Assessment Note (Head to Toe) OR Nursing Assessment Note.

To access the forms via the ‘Nursing’ menu, go to:
Nursing - Progress Notes - Nursing Assessment Note (head to toe) OR Nursing
Assessment Note (ABCDEFG).

......

................................

FASTHG - + .| 17/08/20168:23 | & | ¥ . | 18/08/2016 1230 | & | ¥
Alergies/ALWL
PR —— User Artion =

Harye Wi Save

Ky Wisiams Py
Kiry® Willard Save
17/08/2016 22:49 Kaye Wilams Save

st [ —ra— C Nusrsing Assssament Hote (e o Tosh save
st Nursing Mansgnent Flan Musrsing Assevamment Mote CABCIH ) G) En]
2246 wh it ks e WV Save
2245 e Save
22:00 Save
18:22 Save
N 1600 Save
15:04 INUrsing Assessment Note (Head 1o Tos) Save
o513 sttenical Ward Round Note Kaye Wislams Save

Nursing Assessment Note (Head to Toe): this consists of free text boxes that need to be
completed. Each time you open the assessment form it takes you to a new session.
Previous session entries can be viewed and accessed from this form or from the ‘Add
Progress Notes’ menu.
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NOTE: When entering a new assessment always check that you are documenting in a new
session and not overwriting someone else’s session or adding to someone else’s session.
You can open and read a session that has been entered by someone else, but if you want to
make an entry you need to open a new session.

Check the session user name, date and time.

& sam Burges - Nursing Assessment Mote (Head to Toe) : New Session

22/04/2016 15:00 | « | ¥ | | %5 |  Sharon Shunker / *Critical Care £ |3

MNursing Assessment Note .

General Note

Allows you to scroll between sessions

Neurological Assessment

Respiratory Assessment

ES lohn Victor ENG

sLISH - Nursing Assessment Mote (Head to Toe) : New

.| 10/04/2017 8:24 | & | v | ML Kaye Williams / STG-CICU £ | F

Social Assessment

Nursing Management Plan

Medical Ward Round

Print Save Save and Close m

At the bottom of the Nursing Assessment form is the ‘Medical Ward Round’ button — clicking
on this opens up the ‘Medical Ward Round’ form.
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8.2.2 Wound Assessment

Wound Assessment forms part of the nursing and medical assessment. Detailed findings
and description of wounds as well as the wound management plan is documented under the
Wound tab view.

----------

o i s ” CEEEE—— Shopping Cart s
. 0| Wound Status S v K
‘ Tabular

Order Timeline

Cardex

PMB-ICU | [Status: Admittea| [ 18/08/2016 1400

The tab is broken down into four views:

= Wounds shopping cart - this view contains a shopping cart to validate all wound
treatments that are planned for the patient

= Wounds tabular view - from this view a user can see how many wounds the patient
has and the current status of each

= Wound care order timeline - view of the treatment and the status of the care for the
patient (this view will be talked about in more detail in the medications lesson)

= Wounds cardex - this view allows a user to see what treatment and medications are
due and when they are due.

The Order timeline view enables a user to view and manage a patient’s treatment plan and
doses on a continuous timeline. It also displays all of the treatments that a patient is, was, or
will be undergoing (the orders timeline view can also be utilised in the planning stage).

The shopping cart view has two buttons on it:

= Body chart (This button opens up the body chart = click on the area of the wound >
this opens a new window that allows Wound Details, Management Log and images to be
entered). The wound detail form is used for entering wound status, type, location,
description, dressing, relevant wound details and treatment plan of the wound. The
management log is used for documenting the wound care progress notes. The Images
button allows scanned pictures / images of the wound to be uploaded.
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Legend:

Body Overview (Click Save to Refresh On Screen Data)

Under Active Management

"B" indicates there is a bum in this region requiring active
management or observation.

Empty

Empty

L]

Empty

-

Empty

ie: Sandbox - Adult Status: Admitted TEXTA

Wound - Hand Left 1 : New Se:

24/04/201616:04 | 4o | ¥ G Sharon-Ann Shunker / Sandbox - Adult ﬁ ¥
]
[ Detail l [ Management Log l [ Images l
Wound Status v Date Identified
i i a~ v

Present on Admission Yes No

Wound Type Burn
Pressure injury
Skin condition
Surgical wound
Traumatic wound
Extravasation
Other

Wound Location = Infection No si

o sign

Length A | w|tm Suspected

Breadth a | oy m Suspected (swab atten... .

Depth sl o lem Confirmed 4

Save Save and Close
A
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* Ongoing Burn Dressing (This button opens up the Burns Area Form - click on the
relevant Burn area - this allows you to enter details about the Burn wound and the
management of the wound. The button at the bottom of this window ‘Schedule
Dressings’ can be used to schedule ongoing dressings).

@ samucl Burgess - Burn Areas

.| 29/12/201613:42 | & | ¥ | | %] None Sharon Shunker / PMB-ICU LF
Burn Area(s) .
0| summary [ Site: Chest
Description: partial thickness burn

_—

Summary | Site:

‘ summary [ Site
e

‘ Cmmiroe Description:
’ Burn Area 3 Description
Summary | Site:
Burn Area 4 Description:
S ;
R ummary | Site
Description

Summary | site:
De:

) semuel Burgess - Bumn Area 1: New Session

.| 29/12/201613:45 | « | ¥ | |G| None Sharen Shunker / PMB-ICU @ Previous session| |F¥| | ¥
Ogesing [
tails N
ysite = i /Status Under active managem... | ¥
BodyMap Y Site Description partial thickness burn Debridement P i

Cleansing Solution o Ointment v
Depth v Secondary Dressing o
Primary Dressing > Fixation/Retention >
Compression =

Exudate Description

Dressing Description

Grafts

Save Save and Close Cancel

Saving Images

Images — Burns / Wounds or any other images:

= Users should choose the Save button to save images and not the ‘Save As’ button

» The Save button automatically saves the image in a central depository in the database
that can be accessed by other users, whereas if the ‘Save As’ button is used, users may
have the choice, and access rights, to save the image to another location

» This will be an issue for other users who logon and try to view the image as they will not
have access to it
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8.2.3 Medical Ward Round

The Medical Ward Round Note contains free text boxes used to document:
= Assessment/ Examination (Option of Inserting Assessment Headings)
= Significant Interventions and Events (allows users to maintain an ongoing account of the
significant interventions and events during a patients stay)
o Data is cumulative, each previous record pulls into the new form
= Problem List (Active, Resolved, Chronic)
e Data is cumulative, each previous record pulls into the new form
» Medical Management Plan
= Job List
= There is a tick box at the bottom of the form — Are end of Life Care discussions likely to
occur in the next 24-hours?

The Medical Ward Round field is very important as the data is cumulative, each previous
record populates into a new form so a doctor can see and remember past events that have
happened. Data from the medical ward round also feeds into the Medical Discharge
Summary form.

If there is a medication review recommended by Pharmacist an alert for this appears on the
Medical Ward Round note

Like all progress notes, each time you open the form it takes you to a new session. Previous
session entries can be viewed and accessed from this form or from the ‘Add Progress Notes’
menu.

NOTE: Never open another person’s note and add to it — ALWAYS open a NEW SESSION.

+ [t Reboasn | [o4ctre) |

17/08/2016 8:23 | &

Alerky asul halation levpulreamenty

Action i
Prodqrens Hotes @
18/04/2016 11:50 Bl it st Ml Frimgioss Nte e Save
i L Uises  Dades | Tulaes . Famity Mreding Hurte Save
il fave
17/00/2016 2249 Save
& Sabety Choschilet {Timesnit)
Save
ra arsl Ol o,
Save
Maass b balian b gtk Mas s gtk Save
whil Fsaran Mathien Flam Nt Save

Wealinad Db har e Summary Kirye Williafs

RS Progiess Mol Kaye Wmams

h STy RICANETADY BNitial ASSESETRR Hole Haye Wilisms f.

1504 EHuring Assrsamand Noie (Head i Toe) Faryn Williams fave
1

hdadical Wisrd Found Habe

iy Wil Save

Mrvagey Active usor Shan Swaminathan I'MEB- U | | Status: Mmlllrd: 1870872016 1.2:31
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B9 Sam Burges - Medical Ward Round Note : New Session

.| 22/04/2016 1549 | » ¥ | ¥ Sharon Shunker / *Critical Care f=]

Medical Management Plan

Are End of Life Discussions Likely to Occur in the Next 24hrs

Nursing Assessment Admission Summary

l FASTHUG I

Print Save Save and Close !

The buttons at the bottom of the form allow access to the ‘Nursing Assessment’ form,
‘Admission Summary’ form and ‘FASTHUG’ form.

8.2.4 Scores

= The Scores for the patient such as ‘Falls Risk Assessment’ ‘Pressure Injury Risk
Assessment’ will need to be attended and documented.

» These can be accessed from the ‘Scores’ menu - select desired score - click on it to
open the form > complete requisite information - this will then populate the appropriate
view (e.g. sedation score will appear in the Neuro/Pain tab view).

Some of the Score forms have buttons that open new forms. The ‘Falls Risk Assessment

Tool’ (example below), has a button on the bottom of the form that opens the ‘Falls Risk
Management Plan’ and also links to ‘Policies and Guidelines’.

Menu Mursing Medical Add Progress Notes Scores Dose 8t Task List

Clinical Graph Input]

[ e i e Vital Signs Ventilation Neuro / Pain Outpi Alcohol Withdrawal Scale

Behavioural Pain Scale
2 CAM-ICU
Critical-Care Pain Observation Tool
Clinical Opiate Withdrawal Scale

ABPs o Falls Risk Assessment Tool
ABPd
ABPM ] - .

NIEPs - Injury Severity Score

NIBPd Physiotherapy Assessment Tool
NIBPm

Glasgow Coma Scale

— 5p02 Pressure Injury Risk Assessment
-@- RR (Total) -
B Temperature Manual Handling
ICU Scores

ANZICS
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B Sam Burgess - Falls Risk Assessment Tool (Adult) : New Session

.. 24/04/20161722 | 4 | v | |G Sharon-Ann Shunker / Sandbox - Adult B |y
4. Toileting
A.) Are there any alterations in urination? (i.e. frequency, urgency, incontinence, nocturia) Yes toany=2 A, S

5. Transfer Score, means from bed to chair and back

A.) Independent - use of aids to be independent is allowed sa. Y

Minor help - one person easily or needs supervision for safety
Major help - one strong skilled helper or two normal people; physical can sit
Unable - no sitting balance, mechanical lift

6. Mobility Score

A.) Independent but may use any mobility aid e.g. walking stick Add scores for question 5 and 6 together BA. =
‘Walks with help of one person (verbal or physical) If total value equals or between 0-3
‘Wheelchair independent including comering then score = 0
Immobile If total value equals or between 4-6

then score 7

Falls Risk Assessment Score

A score of >=9 means the patient is at risk of a fall and must have a documented falls management plan. Total Score Not Assessed

NB If the patient scores less than 9, use clinical judgement to determine if the patient could still be at risk of fall
e.g.dueto h ic or opiate med

Please refer to the Policies and Guidelines and initiate a Falls Risk Assessment Management Plan.

Falls Risk Management Plan

I Policies and Guidelines ]

ANZICS Data Form
This form is located under the scores

- nisson / Diacherge | heceic Healh / Scorng | Ot 4605 | Lats |

B e B U — menu. It will be used to capture data
e .. required for the ANZICS Data

'i Treatment gosls on sdmissicn l—ﬂ T.f;'!:;.i’”;?;“!,“,;ff..”,f;?“’“ ]—j SmeISSIOn ]
B e e | = |t captures the demographics and
JEE S S most of the information from the
[ = ANZICS tab within the admission
. P e (e summary.

| e o = The APACHE Il AND APACHE I
i Fre 5 foessdeme Chronic conditions are captured
T [romess 5] ek [z = Diagnosis is documented here.
e a—— — = Most physiologic findings are
ESSE N in—t going to be recorded at this tab.

1 Date of hospital discharge r ’ﬁ Hospital outcome: ’ﬁ

Majority of the items are
A R R automated However, some fields

are manual like GCS and a few
others.

8.3 Plan of Care / Interventions

The ‘Care Plan and Interventions’ tab is where nurses plan the care for a patient.

Plan of Care

= Upon completion of the nursing assessment, nurses can develop a
plan of care/interventions for the shift.

= This can be entered in the Nursing Management Plan (free text box) or can be entered as
scheduled tasks and timed interventions. If entered as scheduled tasks and timed
interventions, then as outlined above, they can be viewed in the ‘Care Plan /
Interventions’ tab.

= On completion of the Medical Ward Round, medical staff can develop a Medical
Management Plan. This is a free text box within the Medical Ward Round form.
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Plan of care will include:

= Scheduled tasks

FASTHUG check

= Review Pathology

= Review Radiology

= Document and review clinical events

= Complete progress notes — these are done contemporaneously — includes the daily / shift
management plan for the patient

= Monitoring and management of special supportive therapies such as RRT, ECMO, IABP,
pacing.

are Plan b
|"
Urme Outpi
Pressure A
& Mobility & Hygiene i
Pressure Area Care Mattress - pre..: Mattress - pre..; Mattress - pre..r Re-position | Mattress - pre..r
Patient Position Low fowler's  Low fowler's  Low fowler's  High fowler’s  High fowler's  Left lateral Low fowler's Right Lateral High fowler's
ROM Exercises i
Arm Splints
Leg Splints.
WTE Praphylass
Hygiene Perfomed Ey care:Mout. 1| Eye earecMout.1
Varetilation
I O2 Delvery Device
Subglottic Suction

B Assessment Frequency [Nan .
| ital Sign Frequency 1 -
c Blood Glucose Frequency |
nt Frequency
requen i

Timed
Interventions

Tasks Cardex y—
View |'|/
Tasks Order L\

Profile View

LaShddm

™ v ™

| v v
A 4 5

4 4

4
4

Menu butten Frequency Location Ordered by Start date & time Stop
17/08/2016 10:00 AM  No time limit

v every 2 hour Select Body Site Kaye Williams

1000 AM o time limit

v every 2 hour Select Body Site Kaye Williams

Toolbar

18/08/2016 14:11

Care Plan — assessment frequency sub heading allows a nurse to plan when and the
frequency of specific different care to be given to a patient, such as how often to perform eye
care, oral care, and pressure area care. There is also a checklist subheading to help prompt
the nurse of actions that they need to take.

Timed Interventions — a dose view showing what timed interventions that a patient is on
and how long they have been on them for. These include the patient’s ventilation status and
interventions such as CRRT (Continuous renal replacement therapy), ECMO and VAD.

Tasks — a Cardex view of tasks that have to be performed on patients. These are tasks that
a nurse has scheduled for patient care such as urine sample collection, when ECG’s are to

be performed, and when an updated patient weight is to be recorded. This view is the same
as the Cardex view for medications.

Tasks — an order profile view is a list style view for viewing and managing a patient’s
treatment plan. All tasks that the patient has assigned to them can be edited, modified and
stopped from this view.

Toolbar - this final view has a shopping cart to sign off new tasks and treatments planned

for the patient. There are several buttons that open floating toolbars with action buttons on
them to schedule and perform tasks and treatments for a patient.
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Schedule Tasks

8.3.1

Go to Nursing menu - select Schedule a Task - choose task that a nurse can assign to a
patient > once task chosen this will open a hew window to allow the nurse to set frequency

of the task and the duration of the task.

Pressure Area Card
8 Mobility & Hygie
Pressure Area Card
Patient Position
ROM Exercises
Arm Splints
Leg splints
TE Prophylaxis

Medical
Select a Patient
Safety Checklist
FASTHUG
Allergies/ADR
Alerts and Isolation Requirements.
Observations
Input / Output Devices and Observations
PCA / Epidural / Nerve Block
Schedule a Task
Timed Interventions
ocedure Safety Checklist (Timeout)
»
Nursing Management Plan
Research Studies
Patient Belongings

Weights and Dimensions

| [D.0.8: 14/12/1971 | [Admission: 21/04/2016 9:26 | (444 year | [Weight (Latest): 75 kg |

Dose & Task List

Progress
Interventions [N o

24 Hour Urine Collection (Start)

24 Hour Urine Collection (Stop)
Apply/Check Anti-embolic Device/Stockings
Aspirate Gastric Tube

Blood Sample

Change Giving Set

Change Tracheostomy Inner Cannula
Change Urinary Catheter

Contact Interpreter

Contact Next of Kin or Substitute Decision Maker
Cross Match

ECG

Eye Care

Radiology End of Life

Prescribe’ Administe: Titrate
| Medications ¥ Medications  Medications

Policies & Guidelines

@) Tasks Patient Ready for Discharge Flush Feeding Tube
Nursing Discharge Summary

Flush Feeding Tube Microbiology Specimen

Perform a Cross Match Oral Care

Perform Eye Care Pressure Area Care

Perform Oral Care Remove GTN Patch

Orderable ‘ Scheduled Task (Other)
| Flush Feeding Tube

Ordered by
Sharon-Ann Shunker

Start date & timd | Stop

Start Fasting Patient Site 24/04/2016 9:36 Ps‘v No time limit

Surveillance Swabs

Weigh the Patient
Mesges

[Active user: Sharon-Ann Shunke  Zero Transducers

Example of scheduling atask — ECG

S SPEHADR, ¢

Orderable

b Perform an ECG [+] PRN

Route Body Site
Select Route ¥ || Select Body Site I TDS {08:00 14:00 20:00) |

Start

Next Scheduled Dose
End

Mo Time Limit

Frequency of the ECG

t:50kg

Duration of the Task

When an order of a task is created, a nurse can review and make changes to suit what is
required for the task.

= The important fields are the Frequency and Time fields:
e Frequency: this determines how often the task will be performed
e Time: this is how long the task will be running for - select a start and end time.
Another option is to start the task and leave it running until it is no longer required, at
which point a nurse can stop it via the order profile view
e Clicking ok confirms the task.
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Indication that a task has
not been signed for

....... e - Mr\ Frequency Location

w Pertom an B bl - TDS (0B:00 14:00 20:00) Select Body Site

[Active user: John Smith| Department name: “Adult  Status: Admitted

The shopping cart

Actions awaiting signature m
[ Tasks to be signed for

[ Nothing to be actioned ] .l' Actions awaiting signature m

= Once atask has been scheduled, it has one further step before becoming active - it
needs to be signed off.

= The task will go into the shopping cart. This allows a nurse to schedule several tasks
and then sign them all off at once.

= To sign off all tasks in a nurse’s shopping chart, click the Sign Now button. The number in
the shopping cart indicates the number of tasks that are awaiting a signature.

= Another indication that a task has not been signed is when the order profile view has a
small red arrow in the right corner of the task.

o Signature Review x

",_, Defer action ’S, Discard action

sig re-auth quired.

Description Action Issue Response

Perform an ECG TDS (08:00 14:00 20:00) Create £ No Issue

Take a Blood Sample Once Only Create & No Issue

Wesgh the Patient  Night (18:00) Create £2 No 1ssue

« N »
3 actions awaiting signature, 3 actions ready for signature O actions deferred / discarded Sign Now! Sign Later

= Clicking the Sign Now button on the shopping cart brings up the Signature Review
window. This window includes everything in the shopping cart that needs to be signed for.

= This window also reviews the task and checks for issues. If no issues are found, a nurse
can sign for the tasks by clicking the Sign Now button.
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g Signature Rewview

® Diefer action ®J  Discard action

Signature re-authentication required.

Description Action Issue Response

Perform an ECG  TDS (08:00 14:00 20:00) Create B Mo lssue

T I g k

ake a Blood Sample  Once Only C o User Re-As tication =
Wisigh the Patient  Might (LE:00) c
John Smith
U |
OK Cancel

i "

3 actions awaiting signature, 3 actions ready for signature 0 actions deferred / discarded Sigin Mow! | Sign Later

= After clicking the Sign Now button, the User Re-Authentication window displays.
= A nurse re-enters their login password and selects OK.
= This validates the orders for the tasks and makes them active for the patient.

= ™ i
{ Completed Tasks r—;— =
—
Manu button Location Grdared by e Stop L)
i Sedect Box e fohn Smith Mo time limit o
V] wegh e petect i o Night (18:04) Selact Body Site ot et Mo time | '

Validated Tasks —

[ 1»

“ Actions awaiting signature Sagn Beow!

Mesages . Active user: John Smith | Department nama: *Adult  Status: Admitted

Frequency Location Start date & time

Hight {15:00)

Active usar: John Smith Department name: "Adult Statux Admitted

= To discontinue (stop) a task in the order profile view, uncheck the box next to the task.

= This uncheck action needs to be approved (validated, signed for) and therefore adds an
action to a nurse’s shopping cart.

= After clicking Sign Now, a similar signature window appears under the action column
instead of Create, the action is Discontinue.
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8.3.2 FASTHUG

Part of a shift routine is checking and validating that essential care has been attended for the
ICU patient. The FASTHUG acronym is used to do this (Feeding, Analgesia, Sedation,
Thromboembolic Prophylaxis, Head of Bed elevation, Ulcer Prophylaxis, Glucose Control).
The FASTHUG button is located at the bottom of the ‘Care Plan / Interventions’ tab view.

Mattress - pre..r Mattress - pre..;. Mattress - pre..r Re-position | Mattress - pre..
Low fowler's Low fowler's Low fowler's High fowler's  High fowler's  Left lateral Low fowler's Right lateral High fowler's

4
4

Startdate &time  Stop
17, 1000 AM  No time limit

1000 AM  No time limit

FASTHUG

= Clicking on this button opens up a new session for entering the FASTHUG. A clinician
can use the ‘Previous Session’ button to view previous sessions.

= Once each area is reviewed the alphabet changes from lowercase to uppercase and this
is displayed on the ‘Care Plan / Interventions’ tab view. It can also be viewed in the Work
List view.

= For example, if it displays as ‘FAStHug’, this indicates that Thromboembolic Prophylaxis,
Ulcer Prophylaxis and Glucose Control have not been reviewed.

= After 24 hours the acronym automatically changes back to lowercase

o Sam Burgess - FASTHUG : New Session

24/04/2016 21:48 | & hd G Sharcn-Ann Shunker / Sandbex - Adult QPrevious Session ¢ ¥ (
Feeding v Comments
Analgesia v Comments
Sedation v Comments
Thromboembaolic Prophylaxis v Comments
Head of Bed v Comments
Ulcer Prophylaxis - Comments i
Glucose Control v Comments
Assessment fasthug

Corc
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8.3.3

The Alerts and Isolation Requirements Form is accessed from the ‘Nursing’ menu:

Nursing - Alerts and Isolation Requirements

Alerts for Infection / MRO’s may be known on admission or maybe acquired as part of the
ICU stay. If known and present on admission — enter this at the time of admission. If they are
acquired during the ICU stay — enter the date detected. This is important for generating
accurate information on the MRO Operational Report.

Alerts and Isolation Requirements

The clinician needs to enter ‘Name of Infection’ & if it was ‘Present on Admission’ for each
MRO infection — MRSA, VRE, ESBL, MRAB, VISA, and CRE.

As a clinician selects each MRO infection from the Alerts selection, they will see the box to
enter ‘Present on Admission’ and ‘Date Detected'.

The form will be saved if you click ‘Yes’ to present on admission. While clicking ‘No’ will have
another pop-up requiring you to place the ‘Date Detected’ for when the infection was
detected.

The option ‘Other Infection (Comment)’ is available under Alerts. This parameter is intended
to capture other MROs that are not mentioned within the Alerts Selection.

£ *Adult €I Previous Session| B | F

wer administralor Andrew Villeges

Enter the Date
Detected for

FIARSA Bresert an Admission

~ Mo

Mo Date Detected | v 19/12/2016 o | w

when the
infection was

detected.

S Precaution Type Tier L

Comments

Room Pressunisation

Mewtropenic
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8.3.4 Review Pathology

All of a patient’s pathology data will automatically populate in eRIC — this can be viewed via
the ‘Pathology’ tab. Some of this data can also be viewed via other tabs, e.g. ABG will also
be viewable on ‘Ventilation’ tab and lactate on ‘Sepsis’ tab.

Tabs will only display results when there is data in the results column.

Data Driven: in this mode, only columns that contain values are displayed. For example, if
you apply Data Driven mode to a Flow sheet tab displaying lab data, the Flow sheet displays
only those columns where at least one lab result has been included.

NOTE: In data driven mode, different intervals can be displayed simultaneously on the Flow
sheet. For example, some columns can be one day apart, and others just one minute apart,
as a function of the data being presented.

NOTE: for people who are colour blind and cannot see the colour RED. When there is
an abnormal result in Pathology, only the colour red indicates that it is abnormal in the eRIC
pathology Flow Sheet. A user can use the tool tip (hover with mouse) to see the details of
the abnormal result. Hence, if a user is colour blind and unable to see the colour ‘RED’, they
need to hover over results with the mouse to see abnormal results.

11%AM 1290PM

'll Blood Gases k.00
B Blood Chemistry o
B3 Haematology Mega..:
B3 Coagulation Studies 0

3 Endocrinology
B Lipid Chemistry
B Immunoclogy

E3 Therapeutic Drug Monitorin N

B3 Toxicology ~—
B Urine Investigations \
IS other _ ( All the sub-
B Micro Test ‘ headings of the
3 RIS Test displayed results
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8.3.5 Review Radiology

= eRIC will provide an interface with the local radiology information system, which will allow
radiology reports to be viewed in eRIC by ICU clinicians at the bedside

= After the patient is in the ICU, using eRIC’ clinicians can view the Radiology Images and
Reports of the patient

= On the eRIC main screen select ‘Radiology’ from the Menu

| ‘_D.O.B: (1] | | ‘ | |(I.D years | | ‘ ‘_A\ertz‘: None, |

Scores Dose & Task |ist Clinical Fvents Radioloav Fnd of | ife

Input / Progress Prescribe Administe Titrate i Pathology’

Graph
i Output Notes I!\v‘et:m:at.lons Medications ¥ Medications Revi Result

Oueaph, ] Vital Signs

= The PACS Application will appear in the Internet Browser
= [f the patient has radiology result, the PACS Application with the respective result will be
displayed (always check to make sure you are reviewing the correct patient’s results).

[ Centricty Enterprise Web ¥3.0 - Internet Explores ML
—~

(R 22/04/2011 10:46:46 PMApproved

CR Wrist Right 1 Y 1020267
CT Brain 120 CT 26/11/2015  2:43:49AM  Approved Y 2792643
CRChest 1 (R 18/0B/2016  6:38:51AM Approved Y 3058721 ICUSG
CRChest 1 (R 18/0B/2016  5:11:18PM  Approved Y 3059607 1CUSG
CT Pulmonary Anglo 337 CT 18/0B/2016  B:02:45PM  Approved Y 3059687 1CUsGH |
CR Chest Mobile Round 1 R 19/08/2016  B:09:06AM  Approved Y 3059862 1CUSGH
CR Chest 1 R 20/08/2016  12:11:41AM Approved Y 3060964 1CUSG
CRChest 1 (R 20/08/2016  8:57:50AM  Approved Y 3061001 1CUSG
CR Chest Mabile Round 1 (R 21/08/2016  8:26:21AM  Approved Y 3061635 1CUsG
CR Chest 1 R 22/08/2016  8:33:02AM  Approved Y 3062232 1CUSG
CR Chest 1 (R 23/08/2016  7:58:26AM Approved Y 3063623 Icuse
CR Chest 1 (R 23/08/2016 6:58:53 PM  Approved Y 3064658 1CUSGH:
CR Chest 1 CR  24/08/2016 8:46:59 AM  Approved Y 3064823 1CUSGl
CR Chest Mobile Round 1 (R 25/08/2016 9:21:40AM  Approved Y 3066162 ICUSGI
CR Chest 1 (R 25/08/2016 6:37:00PM  Approved Y 3067031 ICUSGI
CR Chest Mobile Round 1 (R 26/08/2016 7:40:10 AM  Approved Y 3067292 1CUSGI
CR Chest 1 R 27/08/2016  B:20:45AM  Approved Y 3068329 1CUSG
CR Chest 1 R 28/08/2016  12:50:01PM Approved Y 3069028 1CUSG
CR Chest Mobile Round 1 CR 29/08/2006  9:52:21AM Approved Y 3069463 1CUSG
CR Chest Mobile Round 1 CR 30/08/2016  12:03:01 PM Approved Y 3071014 1CUSG
CRChest 1 CR30/08/2016  5:17:34PM  Approved Y 3071993 ICUSG
ot onatd.. 23| CR Chest Mobile Round 1 (R 31/08/2006  7:58:02AM Approved Y 30762 1CUSGH

If the patient doesn’t have any radiology result, the following screen message will be
displayed:

There are no results to display.

P i fa Eein Infg ECVRTTHUENIUICES T DLESS Stzyort
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If the patient record in eRIC is created manually, without using the PAS integration (as in
downtime registration), the following message will pop up:

& Jason Jasper - RIS x
| 21112016 806 AM |« | ¥ | [%5]  None Min Zaw Lwin / PMB-ICU E-)

Patient Identifier to retrieve the Radiology Images
and Reports is missing from MetaVision. Please
try again later.

Cancel

Patient File
PR, g et - G‘the above message pops up, the \
e oamm—— I user can:
N » Reconcile the patient data with
e g <€ PAS using the PAS button as
s sanitd : shown in the Patient File window
Stahus Date Tk 111,016 10:06 AM . w OR
:*“v el ’ " * Use eMR (Powerchart) to check
. 2 T | e nttr b dta the radiology result
o [ e s o || o || gem . ~ /
Austomatic

If the configuration within eRIC for Radiology is not configured properly, the following
message will pop up. In this case, please contact the CIS Manager:

.. | 21/11/2016 8:41 AM | & | ¥ G Power administrator James Corder / *Adult ﬁ

The URL is broken. Please contact the CIS
Manager.

92| Page

By clinici




eRIC User Guide — Module 3: Daily Routine
8.3.6 Clinical Events

The clinical events view is at the bottom of the ‘Clinical Overview’ tab. This is used to enter
new clinical events and to track previous events that have happened to the patient. This view
keeps a record of all the previous clinical events that have occurred and can be viewed by
clicking on the down arrow on the left hand side of the view. A list of past clinical events with
a date and time can also be viewed. Selecting a past event a clinician is provided with
further details of the event.

PF Ratia {ojm 330 MNong
RASS -!-"II’DIJIIM:I.J S-Unrousable..r -3-Maderate 5.1 -3-Moderate 5..1 -2-Light sedati.z. -2-Light sedati.r, -4-Deep sedat.. 4.Deep sedat..; 4 Deep sedat..2| None
CANHEY | MNegative - no..» Negative - no... | Mone

§ 17/08/72016 1%:10 - Intubation - Relntubation (Unplanned)
& 17/08/2016 1855 - Extubation (Unplanned)
17/08/2016 14:00 - Transport within the Hospital (AdultjPaediatric)(End) - 1 hes) : 3 mints)
17/0872006 12:57 - Tramport wil Jospital (Adult|Pacdiatric)(Start) - 1 hifs) i
® 1770872016 12:55 - €T Scan
& 1770872016 B:00 - Intubation (Planned)

| Active user: Shan Swaminathan | PMB-ICU | [Status: Admitted : 18/08/2016 11:26

The list of clinical events is located on the title bar under the menu Clinical Events.
Some common examples of clinical events are:

+ Cardiac Arrest

+ CT Scan

+ Patient Fall

. p
: Input / Care Plan Progress Prescri S dicatior Pathol Pathology |
=i gl RRT interventios N | Notes ¥ Medicai gic/Ad actio iew Resﬁg!\ e
0
E— es
4 ca 0 0 — L i I
A a
= (3 0
M >'<' >: A 4
D
114 110 105 105
ST | ST ST ST
100 110 929 110
52 63 52 53
68 |80 68 68
317 36.7
Patient Fa 7.9
|16 |21 30 ) 21
|98 |99 100 arcie 98
1 1 3
| 180 | 150 105 cspiratory A 50
|-301.3 |-3597 349 -135.1
-301.3 3597 349 i -135.1
:fasthug :fasthug fasthug ae fasthug
PS | VC-SIMV/PS | VC-SIMV/PS VC-SIMV/PS VC-SIMV/PS VC-SIMV/PS VC-SIMV/PS
|40 |40 40 a0 a0 28
18 15 15 17 18 18
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Selecting the Clinical Event that needs to be recorded will open up a new window. In this
window, confirm the Clinical Event under the Clinical Event heading. If a user selects the
wrong event it can be changed by using the drop down arrow to open a list to scroll through,
or by selecting the binoculars icon. This will brings up the list with a clear field to type the
event name. Selecting Cancel on the window and starting again is another option.

In the Clinical Event Properties there are two fields:
= Time: this is where the time of the event is entered
= Comments: any notes or information of the event can be entered. These notes can
be viewed anytime the event is viewed

(2] Add New Clinical Event x
Category

Clinical Events - Find

Clinical Event

Cardiac Arrest - &

Clinical event properties
Time
.. 24/04/2016 21:50 o

Comments:

Materials oK Cancel

= There are two types of clinical events - events that can occur at any given point in time, or
over a period time (Continuous events)

= The Initiated check box is selected — this is an indication that the event has started and
the end time is unknown e.g. Transport of patient

= Continuous events are displayed differently on the Clinical events view. Given point in
time events are displayed using a variety of different dots.

Given Pointin
time Events

® e o

Continuous
Events

i
lio
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8.3.7 Progress Notes

All clinicians need to document progress notes for an ICU patient into eRIC. Progress notes
are documented contemporaneously.

To select Nursing Progress Notes go to:
Add Progress Notes = Nursing Notes - this will open a new session

@ 5am Burgess - Nursing Progress Note : New Session

o | 24/04/2016 21:31 | & | ¥ G Sharon-Ann Shunker / Sandbox - Adult * ¥

print e | [ w

To select Medical Progress Notes go to:
Add Progress Notes > Medical Notes - this will open a new session

) sam Burgess - Medical Progress Note : New Session

...| 24/04/201621:51 | 4 | v | |%G|  Sharon-Ann Shunker / Sandbox - Adult |3

Medical Pragress Note

Clinical Team

vla

Clinical Team Contact Number

Medical Progress Note

Print Save Save and Close w

NOTE: Always ensure that you are making entries as a ‘new session’ (do not write

over another user’s session)

= Check the user name, patient name, date and time

= Use the drop down arrow or the scroll to scroll between sessions. You can open and read
a session that has been entered by someone else — but if you want to make an entry —
you need to open a new session

= Select ‘Save and Close’ to save and close your session.
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Note Lock

= There is a code snippet on all ‘Notes’ (Progress Notes, Medical Ward Round Notes,
Assessment Notes, Echocardiogram Report)

» The code snippet shows a dialog box notifying the ‘currently logged in user’ that clicking
‘Save’ on a saved note will create another session and save it under their user name

» The dialog box will show for all new sessions regardless whether the user is reviewing or
intentionally creating a new note.

€ 4« <« 10/01/2017 02:56 PM (Saved at : 10/01/2017 02:56 PM ) By : Power administrator Andrew Ville.., ¥ Brew £ 3
Medical Ward Round Nate E]
Ward Round Team Andrew

Estimated Date of Ovscharge 09/01/2017

Irtent AssessTert Heas gt
Assessment / Examination

testing

o You are abOUL 10 save 3 session of this Form. This saved sesson will be aganst your user name. ¥ this is correct
ek Yes', # not Ok 'No'

Yes No

Significant Interventions and Events

testing

The Progress Notes tab is entirely made up of a list view. This is where a user can review
all the progress notes for a patient.

[=] | = Since admission v - v | OZA22015 238PM | & | ¥ o | 13/01/2016 125 P | & | ¥ - E-]
Description User Action m
attecical Ward Round hote RN Lara Sirnons Save
Fhexacal Ward Round Note RN Lara Simons Save
ENursing Assessment Note (Head 10 Toth RN Lara Simans Lave
sFamBy Meeting Note M Lara Simans Save
TPTODM List RN Lara Senons Sae
Shieacal Ward Round Note PUrSE nurse: Save
stiecical Ward Round Note furse nurse: Save
ibecical Ward Round Note urse nurse. Save
P—— Shieccal Ward Round Note RN Lara Simons Save
08/12/2015 3:35 PM SSocial Work Domesaic Vickence A0 RM Lara Simans Sare
0333 P IsSocial Work Domessc Vickince A0 RN Lara Simaons Save
0245 PM Sharsing Progress Note RN Lara Simans Save
020 PM Shursing Progress Note RN Lara Simans Save
0207 PM Ty Progress. Note RM Lara Simans Save
143 P Ehieacal Ward Round Note RN Lara Simons Save
6142 PM sDetetics Progress Nobe RN Lara Simans Ko
o141 M “Famiy Meeting Mot RN Lara Simons Save
0141 PM #Speech Painclogy Progress Note RN Lara Stmons. Sanw
0140 PM Shledical Frogress Note RN Lara Simons Save
01:40 PM iSocial Work Progress Note RN Lara Simans Save

Ways to read Progress Notes

There are two different ways to view Progress Notes:

1. Clicking the ‘+’ symbol next to the Progress Note to be read - this expands the note.
Clicking the ‘~’'symbol will collapse the note and return it back to normal.
Clicking the will open and close all entries

2. Expanding the note to be read and then double clicking the text. This will open the form in
which the progress note was recorded.
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If a clinician is on a specific tab and they want to review some progress notes, they can do
so without switching between tabs and by the using the preselected progress note filters.
This action adds a list view to the tab currently selected.

Navigate to Add Progress Notes = Progress Notes Filters = select the filter required

J[33.3 year] |

End of L efresh Help & Reports

cardiac Rhythm

ABPS 110 148 118 130 118 122

Abpd 60 68 59 75 61 70 65 61

ABPM 7% 85 75 110 [ %0 80 7%

NIBPs

NIBP

NIBPM

Temperature 335 34.0 36.6 368

[T 4.9 5.6 5.8

RR (Total) 10 1 12 Dietatics Fitter 14 12 12 20 17

5p02 98 98 9 97 98 96 99 |97

Airway Oral ETT Oral ETT Oral ETT Pastoral Care Filter Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT

Ges - Total 3 6 o 6 6 6 s

Ventilator Mode % | SIMV/PS/Auto. | SIMV/PS/Auto, « SIMV/AutoFlo.1 SIMV/PS/Auta,, CPAP/PS CPAP/PS CPAP/PS CPAP/PS CPAP/PS CPAP/PS CPAP/ ~ | CPAP/PS None
FIOZ (Set) 0 40 40 30 30 %
PP 18 19 18 16 15 | 15 | 15 cmH20
PF Rat 201 |330 | None
RASS 5 -Unrousable.s -3-Moderate s..+| -3-Moderate ..+ -2-Light sedatl.r, -2-Light sedati.», -4-Deep sedat..r 4-Deep sedat.., 4-Deep sedat..r None
CAMICU Negative - no... Negative - no..» None

2] & iy

Active user: Shan Swaminathan | [ PMB-ICU | [Status: Admitted | | 24/08/2016 17

This new view automatically compresses the other views on this tab.

NOTE: this view is not permanent - it is an on-the-fly change and can be reset by refreshing
eRIC.

Frt of |

& an ' & = . . e L 4 1
v i * 1 s p———— i o an
51 52 55 ] [0 5 3 e ] 52 [3 3
58 B =8 SR SR SR R SR SR 58 SR SR o
120 no na |12 m 149 130 148 18 130 ns 12z
o 0 3 L] 75 as T2 ki a3 w a5 =
2 75 £5 75 85 L5 102 110 i5 90 a0 7
— — =
= SIMVLRS Aot | 1] | 1, I + CRAR/PS CRARIFS CRARPS CRAR/PE CRAR/PE CPARIPS CPARIFS
s 5 i " " a = = = a0 an £
15 H 19 18 16 15 15 omHFD
—
T — ] -
B [5] i 1AL b 2 g =
Time Desarigtion User Acticn m
S W S Ko Farym Wil S
EMetic Frogress Mol Hare WM sawe
=Medicy Frogress Nole Have Willams save
=Medicdl Frogress Note Kape Willams s
2245 =M erilcal iard Raund hoe: Harge: WWiliams P
ey Mnnich i Rounn Ko Karpe Waliams P

Frag-100 | [Seatuse Admived |

Progress Notes for Referrals to Specialist Teams

There is a Referral / Consultation Form for a referral to be made to a specialist team — e.g.
‘Wound Care CNC'’ or ‘Stoma Therapist Nurse’ OR a medical specialist team referral such
as ‘Mental Health Team’ or ‘Plastics Team’.

This form is located under Add Progress Notes = Nursing Notes - select
Referral/Consultation Form: OR
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Add Progress Notes - Medical Notes - Referral/Consultation Form.

The Referral is made using this form and the team when they review the patient can write
into the ‘Consultants Report’ section of the form. This then appears under the ‘Progress
Notes’ tab view.

NOTE: In addition to completing the Referral /Consultation form in eRIC - The normal
process for requesting a consult should still be adhered to i.e. referral through eMR consult
request or phone consult request.

Menu MNursing Medical Sci
o & L
OE'I:::::N Ofer?\ﬁ:w | Vital Signs Ventilation Nursing Notes
A Medical Notes Nursing Assessment Note (ABCDEFG)
44 Goto ~ B> 500 00 Physiotherapy Notes Nursing Progress Note 1400

Pharmacy Notes Family Meeting Note
Dietetics Progress Note Research Progress Note

Speech Pathology Progress Note Trauma Tertiary Survey Note
Social Work Notes Referral/Consultation Form

Pastoral Care Progress Note

Occupational Therapy Progress Note
HR

Cardiac Rhythm
| AEPs Progress Notes Filter
| aBPd

| ABPM
nirpn

Other Notes

& samuel Burgess - Referral/Consultation Form : New Session

29/12/2016 13:11 | & | ¥ - None Sharon Shunker / PMB-ICU k=3 ¥

Referral/Consultation Form .

CluncaRicay Ear, Nose and Throat v | o
Clinical Team Contact hby

Referring Clinician

Clinician Name I

Referred to Clinician

Clinician Name hyb

Reason for Consultation

trache review

Provisional Diagnosis

pressure area around site

Summary of Clinical Condition Object of Consultation

Trache site needs review

onsultation Form : Mew Session

29/12/2016 13:11 | « | ~ | |5 MNone Sharen Shunker / PMB-ICU £ ¥

Summary of Clinical Condition Object of Consultation

Trache site needs review :
< Advise on management

Share management

Take over care of patient

MsA
Consultant's Report As Requested I Shall:
Need to apply foam dressing around Trache site .
~| Advise on management
Share mana gement
Take over care of patient
NsA
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8.3.8 Sepsis Tab

n "}: [pilot Release | [01Active) | |
T

< e Medical Add Progress Notes

Clinical Graph ; Care Plan Progress Titrate

Prescribe
Overview | Overview Interventions ¥ Notes | Medications Medications

4 Goto ~ P>

~ 300
B Temperature | | | | | None v H
Temperature 36.0 37.0 385 39.0 31.0 375 38.0 Q
Temperature Source
Fluids
Urine Output (Interval) 0 0 0 [1] 0 |0 0 [1] 0 0 0 [1]
Input Total (nterval) 106.2 108 108 108 108 108 1231 103 103 103 106 106

@ antibiotics

This tab can be used to review data relating to Sepsis, such as:
= Vital Signs
»  Fluid Management
= Antibiotic Therapy
* Inotropes and vasopressor support

8.3.9 Metabolic Tab Review

"] [Paot Reease] [o1iactvey] (316350 [Samuel Burgess) emlcEEDl || (00 years)

Menu Nursing Medical Add Progress Notes Scores Dose & Task List Clinical Events End of Life Policies & Guidelines Help & Re
I Metabolic ~ [RUCHEEN © 2.2
44 4 Go > e
o to 140 1500 16 17 18 19 2000 p—
20 B e = -1
il Tm
masL 1= ey
-—
10 e
=
(%] Glycaemic Management
——]

%) Nutrition

[-1>

Gastric Aspirate (Returned)
Gastric Aspirate (Discarded)
Womitus

IV Glucose (Daily)

oral Carbohydrate (Daily)

Locsl Poiicies Distetics Progress Note Food Chart Refemal/Consuttstion Form

TE— [Active user: Sharon Shunker | [C PMB-ICU | [Status: Admitted | | 02/02/2017 14:25

This tab can be used to review Metabolic data, such as:
= BGL
= Glycemic control
= Nutrition
= Gastric output / aspirate / losses
IV Glucose therapy
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8.4  Special Therapies

8.4.1 RRT (Renal Replacement Therapy)

The RRT tab is used when prescribing and monitoring Renal Replacement Therapy, and
will be used by both nurses and doctors.

The tab is broken down in to four sections:
1. Graph view - to review different pressures relating to the Renal Replacement Therapy
2. Tabular view - contains some parameters that will be auto populated via the dialysis
machines — all auto populated data MUST be checked and validated. There will also be
observation parameters that the nurses will complete during Renal Replacement
Therapy that may need to be manually entered, e.g. Patient fluid removal per hour
3. Second tabular view - contains pathology parameters and will populate data from lab
results that relate to Renal Replacement Therapy
4. RRT toolbar — contains buttons with forms to:
* CRRT orders
= Citrate CRRT order
= SLED order

Clinical Graph , Input / - Care Plan My Progress Wy Prescribe Wy AdministeMy  Titrate Wy Medicatio 4 C
Overview | Overview | Vital Signs Y Ventilation Newo /Pary Output Inlervermob Notes | Medications ¥ Medications ¥ Medications | Review Pathciogy N fadi 1/2 Q

. fros Dracerss =
. . \ i o
& 1 | By 1
‘l L Ca————— - -~ —
e L — i
Filar 1 1
y =T Tharags Tipe OV VRO CVWMHEE EWrOF WO CWVHDE Fa OFVHDF | CVVMEE [re— =]
T Blos 3 L ] - = - - L - LT T
Sy Srrermns T R PR Byt TR 2ok J
) -] 1 k-l ;] 1 1]
0 Bae =] £l -] £ -]
00 - £] ] ) £=] [
Hi g -] ] £ -] o L]
Lol o 143 =4 i1 143 1= ]
I3 o 5] " ] 1] L] -5 -y
¢ asd 45 ad A L. I ragy
1 -] M T » 1] 5 (17} gy
¥ sare 5 ] 1 T} ¥ 14 1] i o
ne -1% -30 £ x 3 ] Fravdig
Filtwe Proiiure Drop 1 -4 ] F 5 ] ] i -
T TESTTITE (TCrOTToTr T T T b
fbPotassium (mmol/L) | L j:‘
CRAT Qrders Citrate CRRT Order SLED Order

Messages n .Activ: user: Sharon-Ann Shunker | Department name: Sandbox - Adult Status: Admitted Research Studies: . 24/04/2016 21:54

RRT Prescription

There are three available RRT Prescription Forms:

CRAT Orders Citrate CRRT Order SLED Order

Complete the Prescription Form for CRRT:
= Below is an example of CRRT order form for CVVHDF with effluent dose 25ml/kg/hr with
Hemosol BD for Dialysate, PBP and Replacement Fluid and Heparin Anticoagulation
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= The prescribing Doctor needs to click the ‘Sign’ button and choose ‘Save and Sign’ —
enter their ‘Password’ — click ‘Ok’ (this saves and closes the form)
* Any modifications to the CRRT Order form must be entered as a ‘New Session’.

o Samuel Burgess - Continuous Renal Replacement Therapy Order : New Session

.| 29/12/201617:23 | o | v | [®5| Nomne Sharon Shunker / PMB-ICU x | |3

CRRT Prescription

Indications for CRRT .

Mode
# Acid-base CVVEDE -

Fluid balance Dose 25 a | v |mAamr
Hyperkalaemia Dose Weight 70 a | w ka3
Ureamia Dose Rate 1.800 a | w | mMhour
Toxin/Drug remaval
Other | Review Welgnt |

Other

Blood Flow Rate 180 a | w  mLiminute Filter ST 100
Dialysate Fluid PBP / Pre-Filter Replacement Fluid

Dialysate Fluid Hemasel BO v | PBP/ Pre-Fiiter Fluid Hemosol BO

Other Dialysate Fluld Other PBP / Pre-Filter Fluid

Additive [ 3g | |  |mmal

Potassium chioride v | Additive |30 | . | » |Mmol | poiaccium chiaride
Final Potassium Concentration in Bag 4 i | w |mmoli Final Potassium Concentration in Bag 4 al|lw =
Dialysate Fluid Rate 900 & w mMihour  Pre-Filter Rate 700 | =

i — 100 mifhour [ = Post-Fllter Fluld e

Post-Filter Fluid Other

¢ Balance Inclusion / Exclusion
) Meutral balance

Additive | o a | w | mmal Potassium chloride
7 Mo fluid removal

Final Potassium Concentration in Bag 4

a | w

Post-Filter Rate 200 =

Hepann ﬁ«i\!ltbkg ulation

| Stat Heparin Dose | | Eontinuous Heparin Sraer | |

Stat Sther Anticosgulant Dose | | €ontinucus Stner Anticoaguia .
Mo Anticoagulation Required

Sign Save

Anticoagulation for RRT

Anticoagulation Options and link to order forms — are located at the bottom of the CRRT
Order Form and SLED Form

Anticoagulation Orders

{ Stat Heparin Dose l { Continuous Heparin Order l { Stat Other Anticoagulant Dose l [ Continuous Other Anticoagulant Order l ’
No Anticoagulation Required 0

-

The anticoagulation prescription for CRRT will depend on the patient and the ICU CRRT

Guidelines. The choice maybe No Anticoagulation required, Stat Heparin Dose, Continuous

Heparin Order, Stat Other Anticoagulation Dose or Continuous Other Anticoagulation Order.

= Heparin needs to be prescribed using the appropriate template. Use the comments
section to document the desired APTT. Pre built heparin templates for CRRT will not
have an attached mandatory form. If a bolus is required use the medication workflow for
‘Continuous Infusions with Bolus Loading Dose’

= The Heparin Prescription needs to be signed as per other medications from the ‘Prescribe
Medication’ Tab.

» The Heparin infusion will be viewable on the ‘Prescribe Medication’ and ‘Titrate
Medication’ Tab and not on the RRT Tab.
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2
Additional Information
Orderable CIAP
(& v Heparn [+ ]| | [er] e E.g. Heparin
Dose Form Route Body Site Heparin X Units Subcut Injection at Selected times [Adult] 1 1
‘ Injection | v H Haemodialysis | v H Select Body Site ‘ v | . - antlcoaglJIatlon -
Heparin X Units IV Bolus Once Only LOADING dese [Adult] .
Heparin 25,000 Units in 250 mL Sodium Chloride 0.9% IV Continucus Infusien [Adult] Prescrl bed and
‘ Set Dose and Rate ‘ v ‘ @ Heparin 10,000 Units in 50 mL Sodium Chleride 0.9% }z&emodlalysis Continuous Infusif’ Ad Sig ned from
Medication/Product Quantity/V| Heparin Catheter Lock 50 Units in 5 mL Sedium Chloride 0.9% Cnce Only [Adult] ‘ H
— : Prescribe
Heparin < (| 10.000 Unit(s) /n 50 mLS... 200 Unit(s) / mL 68.57 - 342.86 Unit(s)/kg/D... M d' t' s t b
eaication tabp.
_ Once validated will
& Dose Rate o  Rate & Total volume (0.3429 - 1.7143... ¥ Infuse over be V|ewab|e On the
‘200- 1,000 Unit(s)/hour ‘ ‘l - 5 mL/hour 50 mL ‘ ‘10- 50 hour KT' M d . . s
itrate Medication
Start Titrate to aPTT of 35 -40 (as per Heparin for CRRT PROTOCOL) tab
‘ Now ‘ v :
End
‘ No Time Limit ‘ v
Dosing weight : 70kg ~ As of 29/08/2016 12:56 PM Free Text Medication Name:
Co o]

Citrate Anticoagulation

Indications for Citrate Circuit
Indications for CRAT for Cltrate
< Acid-base Surgery within 48 hours
Fluidd balance Active bleeding
Hyperkalaemia Head injuries
Ureamis Platelet count below 80 x 10°9/L
Toxin/Crug removal HIT(TYS
Other = Other
Other Other
Citrate CRRT Prescription
Mode CVVHDF - Dose
Cltrate Dose 3 mmal/L - | Review Weight | Dose Welght 70
Calclum Compensation | 100 alw|® Dose Rate

Blood Flow Rate 150 a | w | ML/minute Filtar 5T 100

PBP / Pre-Filter Replacement Fluid

Dlalysate Fluld Oiher calcium free fluid v | PBRfPre-Filter Fluld Prismocit

Other Dlalysate Fluld Other PBP / Pre-Filter Fluid

Additive s | w |mmol v | Additive (30 [ 2] v |mmol [paracsinm chiNk
Final Potassium Concentration in Bag 4 s | w mmoii Final Potassium Concentration in Bag | 4 alw
Dialysate Fluid Rate 500 | & | w Mishour Pre-Filter Rate

[Fludremova T R Fiver Replacement Fuid

mhour [ e . Post-Fllter Fluld Sodium chloride 0.9%

® Negative balance 100 | & | -

Balance Include / Exclude Post-Filter Fluid Other
MNeutral balance

Additive 4 | v mmaol

Mo fluid removal

Final Potaszium Concentration in Bag

Post-Filter Rate 200 | & o

Caicum Chioside | | Magnesium suifate

Citrate CRRT Order Form.

Complete the Prescription
Form for Citrate CRRT

The prescribing Doctor needs
to click the ‘Sign’ button and
choose ‘Save and Sign’ >
enter their ‘Password’ - click
‘OK’ (this saves and closes the
form)

Any modifications to the CRRT
Order form must be entered as
a New Session

Calcium Chloride is Prescribed
and signed from ‘Prescribe
Medication’ tab.

Once validated will be
viewable on the Titrate
Medication’ tab.

son | [_see | [N mJ
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8.4.2 Extracorporeal Membrane Oxygenation & Ventricular Assist Devices

ECMO / VAD tab is for prescribing and monitoring Extracorporeal Membrane
Oxygenation and Ventricular Assist Devices. This tab will be used by both nurses and
doctors, and is broken down in to four sections:
1. Two graph views (VAD and ECMO - Pressures) - record the pressure required of the
devices to filter the blood
2. Tabular view - contains observation parameters, some of which will be auto populated
via the machine. There will also be other observation parameters that nurses will fill out
throughout the treatment
3. ECMO toolbar — contains buttons with forms to complete:
= ECMO orders
=  Checklist
» Risk Assessment Checklist
4. ECMO orders - area where doctors prescribe ECMO treatment for a patient. From this
toolbar, nurses will open two forms
a) The Checklist - to be performed regularly throughout the ECMO treatment
b) The Risk Assessment Checklist - to be performed before the treatment
commences to help evaluate the risks associated with the treatment.

p= —
B EOMO Observations.
Access Press
Pre Membrane Press 118 L) 180 157 m us 10 m mn 150
b ane Pr

pacoz 35 35 36 37 “

Active user: Kaye Williams STG-ICUL | [Status: Admitted
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8.4.3 IABP (Intra-Aortic Balloon Pump)

This is another special therapy that an ICU patient may require. A medical officer completes
the IABP insertion form and a nurse sets it up as a timed intervention as checks will need to
be done regularly.

. £ o Alergies/ADR /"
Orderable CIAP do: ) ont o
‘ * v| laBP v|Q ‘ (%]
Route Body Site Administration time
Select Route hd Select Body Site hd ..- | 24/04/2016 21:55 AT

Process style (Localize)

Specify duration hour -

Ordered by:| Sharon-Ann Shunker | ¥
E E Prepare & Initiate Initiate Cancel

Under Nursing = Observations - IABP — the IABP Observation Form is located and can
be completed. These observations will then populate in the ‘Cardiovascular’ view on the vital
signs view tab.

€& sam Burgess - Intra-aortic Balloon Pump Observations : New Session

25/04,/2016 12:41 . - G Sharon-Ann Shunker / Sandbox - Adult 'ﬁ F
Balloon Volume = - | L
Timing -
Ratio -
Augmentation Setting -
Trigger -
Tubing -
Radial Pulses P
IABP HR s | w |PPM
LABP BPs ™ - | MmHg
1ABP BPd a - | mmHg
IABP BPm a - | MmHg
Diastolic Augmentation A - | MmmHg
Inflate - -
Deflate - —
1:2 Timing Check Yes Mo
< |
s
4 ‘é?\\
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8.44 Pacing

Pacing is another common ICU therapy. To attend observations - complete the Pacing
Observations Form:

Under Nursing = Observations - Pacing — the Pacing Observation Form is located and
can be completed. These observations will then populate in the ‘Cardiovascular’ view on the
vital signs view tab.

Medical Add Progress Notes Dose & T Clinical Events Radiology End of Life Policies & Guidelines Refresh
Clinical Grapl . Input/ Care Plan Progress. Prescribe Administe Titrate Medicatior - @
[ Overview it Qutput Interventions Notes | Medications X Medications Y Medications Review eticleny e 12
Safety Checkdist 2157 1Hour -
FASTHUG 140 1600 1 180 190 20 210 & e—

Allergies/ADR t prs Com———
Alerts and Isolation Requirements B E 20080 S0 ﬂ
[Ir——— Non-Invasive Ventilation ! EL
Input / Output Devices and Observations Circulation Observations 10040 59 35

PCA / Epidural / Nerve Block S ZD EC 10

Schedule a Task Pacing

bpm
None
mmHg

Timed Interventions IABP Observations

Cardiac Rhythm
ABPs Clinical Procedure Safety Checklist (Timeout) Near-infrared Spectroscopy ‘ ‘

H
!
i
|
ABPd Progress Notes 4 Nitric Oxide Order and Observations § | mmHg
ABPm Nursing Management Plan Urinalysis ‘ ‘ : | mmHg
NIEPs R h Studi Bladder Irigati E o
NEPd esearch Studies er Irigation ‘ ‘ ] | mmHg
MIEPm Patient Belongings Peripheral Nerve Stimulation E mmHg
Temperature Weights and Dimensions V1P, \ \ ] |5
86L Patient Ready for Discharge Food Chart § {mmol/L
RR (Total) ‘ ‘ ! | breaths/min 5

Nursing Discharge Summary

[=1»

18 RN

24,;04/2016 21:59 rs v G Sharon-Ann Shunker / Sandbox - Adult § ¥
Pacing Type - .
Wire Position -

Pacemaker Mode —
Set Rate “~ - | PPmM
Atrial Qutput a | w | MA
Ventricular Qutput ™ - | MA
Atrial Sensitivity a | o |
Ventricular Sensitivity -~ - |
AV Interval A | w |Msec
Sensing/Pacing -
Wi E=rE Wires wrapped
Site assessed
Site cleaned
Site dressed
Battery A 4 N
Intrinsic Rate - - | Bpm ;
= |
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8.4.5 Nitric Oxide

The ‘Nitric Oxide Order and Observation’ form can be accessed from either the ‘Nursing’ or
‘Medical’ menu. For the ‘Nursing’ menu it's located under observations.

| [D.0: 140121971 | [Adn 21/04/2016 9:26 | [44.4 year | [Weight (Latest): 75 kg |

Policies & Guidelines

Pathology W Radiole

21:57

Alerts and Isolation Requirements

Progress Notes

estrait Ords
Cardiac Rhythm b T
ABPs ] ocedure Safety Checklist (Timeout)
ABpd Nitric Oxide Order and Observations
ABPm Event Manager History
MNIBPS
NIBPd
NIBPM
Temperature
BGL Medical Discharge Summary
RR (Total) breaths/min v
—
=R
I .
Messages XD [Active user: Sharon-Ann Shunker| Department name: Sandbox - Adult Status: Admitted  Research Studies: . 24/04/2016 21:58

o Sam Burgess - Nitric Oxide Order and Observations : New Session

24/04/2016 21:57 | 4 | ¥ G Sharon-Ann Shunker / Sandbox - Adult # v
,
iNO (set) a | v |PPM
iNO (measured) 4 | v |PPM
NO2 4 | w PPM
Methaemoglobin (R.O.C) al v |®
Cylinder Content alw Start Nitric Onide Theragy l "
| A

Once the form is completed and Nitric Oxide Therapy commenced, the information can be
found under the ‘Ventilation’ tab view.

Nursing Medical Add Progress Notes

Slinical ) o3reEh | Vital Signs W RIS MM Neuro / Pain g‘&:}u’é

4 4 Goto ~ PP 0

Nitric Oxide

Ventilator Mode i ~
Ventilator Type

B Nitric Oxide Observationss i Units v
INO (sef) 20 ppm
INO (measured) 20 ppm
NO2 | | | 110 ppm
Methaemoglobin (P.0.C) | | | §1.0 %

[ Cylinder Content (Nitric Oxid, | | | §200 Nane

8.5 Handover

On completion of a shift medical and nursing staff can handover patient care by using the
local handover process. The relevant ‘tab’ views (e.g. Clinical Overview, Graph Overview,
Ventilation, Medication, Progress Notes) can be used to facilitate handover.

M)
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9. Daylight Savings

Summer to winter clock changes is set to match Australian Eastern Daylight Savings Time.
An icon appears on the time bar on eRIC indicating the change in the clock.

Summer to Winter: Winter to Summer

= The clock retreats by an hour = The clock moves forward by an hour

= Onthe first Sunday in April at 3:00 am. = Onthe first Sunday in October at 2:00 a.m.
appears on the 2:00 a.m. to 3:00 a.m. appears on the 2:00 a.m. to 3:00 a.m.
column on the time bar indicating that the clock || column on the time bar indicating that the clockis
is moving backwards by an hour moving forwards by an hour

¥
¥
— o]

9.1 Daylight Savings — Summer to Winter

The clocks will move BACKWARDS 1 hour when the daylight saving summer to winter
change occurs.

Flow sheet:

= At DST, the time will move from 3:00am to 2:00am, the interfaces will input data from
2:00am and re-write the values, previously captured there until 3:00am. The old values
will be visible in the cell log.

= Recommended Specialised Process: Add comments to the affected cells indicating that
these values occurred during DST.

= As the application can only display one data item per interval, data flowing from devices
during the second instance of that same hour will not be seen with out checking the cell
history/log.

= Laboratory and pathology results: Potential for lab results not to display in correct
order, which may lead to an incorrect impression of patient condition. Double check
results for this hour in eMR.

The Repeated Column

; : 2 ] I 8 ¥ L]
.,,_ m (: 91 ] in it ] . e .::,-
" The interfaces will input data from the - i
= new 2:00am and rewrite the values o
- " | which were previously captured there o~
'f until 3:00am. The old values will be .
**~— visible inthe cell log. e
‘_\.. - [T P
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Running Infusions:

* The record of fluids entered into the patient during the DST hour will be missing. Only one
hour of fluid is recorded on the flow sheet when two hours of fluid have entered the
patient.

= Recommended Specialised Process: Add boluses to account for the missing recorded
fluid for all running infusion and ensure the Fluid Balance Chart (FBC) is accurate.

Medication Orders:

= |ndividual doses due at 3:00am will be in ‘immediate’ status form 2:00am until 4:00am, it
will display as ‘Late’ form 4:01am. (as per the NSW Grace Period customisation)

» The ‘Immediate’ period will be lengthened by 1 hour.

= The dose will remain due at 3:00am, however as 2:00am is repeated it will remain within
the ‘Grace period’ for longer.

= Medications given between the 2:00am to 3:00am period before the DST change will
appear to have occurred in the future when the clock changes at 3am

Recommended Specialised Process: At the time of validation of the medication add a

comment to say if they were validated ‘Pre’ or ‘Post’ DST.

Cnid | Graph
verview | Ovenvie

ol Medications

Cephalein v
Prapofal v

Fluid Balance:

» Add missing fluid to a manually entered ‘Other Fluid Input’ (NOTE: This is not to be done
if a bolus is already added to running infusions, as this will automatically account for the
missing fluid).

= r Fl ol
E Totals Input

Input Total (nterval)y |0 o o |poo 100
Input Total (Daily) |0 o o 100 200 300
Input Total (LOS) o [+ 0 | 100 oo 200
Output

l Urine Output
Urine Output (Estimated)
Stool Measured Volume

¥ Gastric Aspirate (Returned) |

L Gastric aspirate (Discarded)
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Drain Output:
= Add a comment detailing whether it was documented ‘Pre’ OR ‘Post’ DST for all Drainage
output recorded in the 02:00 to 03:00 time period
+ For example: The drainage output at 02:00 ‘Pre’ DST is recorded at 02:00 with
comment ‘Pre’ DST. The drainage output at 03:00 when DST changes (which will now
be the second 02:00) will be recorded at 02:01 with a comment that this was the output
‘Post’ DST. This is because this data is contained in a ‘Repeated Column’.

(- [T : 9 Ay - Lo e s\ ooy e —
Dranat Volame 4 §
Y n \ ¢
06N Voot @ Orim
Cumgatve Ovanage Vol 110 5 s
Lt of Suret ) M) b
ooy - - .
Drain St Froe
Dranage Desorgption Haerr ;'""Z' '::"_\ AL
Sh¢ Coodinn e 20U 200 > "
PV 1 Trtwnd by Nchclad Smin O 20042017 244 =
Dran Care 72
e 0T aw.-u 5
g 051 - \ \
Dracage Volme 0
1ot Yokyme o Drpe ) m
r: ™ S q
( } 0 )
1 \
Lot of Bt )
\ - .
¢ % Free (
e Y Sl 4 P
o Y | Dasage Drirgeee . Hoemessross Hoes .’“f‘,ﬂ{"‘v Sefly il
» el g e D me LAUNLT M
St Condion Dresping intact S A d ot
" & - D <1 [ndaeed b Neholas Semges On SLALON0T 214
B ) \ Dedn Cire e Ut
. " A Comment
- B 0
- » -
DTSR T
— " S—

Form Sessions:

= All forms will carry the same timestamp which is the actual local time at the point of
saving (e.g. two or more forms can be stored at 02:00).

= A form saved at 2:12am BEFORE daylight savings, and then a form saved at 2:02am
AFTER daylight savings will be displayed in descending order, therefore the 2:02am will
display as the after the 2:12am form in the progress notes list view.

= Which is incorrect as the actual events of the patient happened in the reverse order.

= Recommended Specialised Workflow Process: Record on each session if it is was
documented pre and post DST for any notes in that hour.

[Adutt ] [Bed 20(Active) | [

+ ||| D F | v < | From|..| 12/02/2016 843 AM | & | ¥ )| v | 12/02/2017 12:53PM | & | ¥
Time Description user Action
03/04/2016 2:42 AM @Nursing Progress Note RN Lara Simons save
02:12 AM @Physiotherapy Progress Note RN Lara Simons ]
02:02 AM (@Physiotherapy Progress Note RN Lara Simons Save
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Clinical Events:
= Any events that occur in the 2:00am to 3:00am period will need a comment to indicate if
this occurred ‘Pre’ OR ‘Post’ DST.

Clinical Event Post DST,

With Comment Added

Clinical Event Pre DST appears as if validated in the
future with comment added

Timed Interventions
= During the Summer to Winter additional hour that is missing in the timed intervention
record, ‘Validate’ the process again with a specific duration of 1 hour.

P B ( \ ( [
: P |Piot Release | | 08(ACtive) 00801/
v ) J

Add Progress Notes Scores

Progress Prescnbe Admna?
Notes | Medications ¥ Medcations ¥ M =

Venbiation @rwaswve)

ventiation Grvasive) By

9.2 Daylight Savings — Winter to Summer

The clocks will move FORWARDS 1 hour when the daylight savings winter to summer
change occurs

Flow Chart:

* The interfaces will input data from 3:00 a.m. leaving the 2:00 a.m. to 3:00 a.m. column
blank. The column is NOT disabled; the user could manually enter data here. It would
however be tracked that it was not coming from a device, that it was manually entered.

= Recommended Workaround: Add comments to the affected cells indicating that these
values occurred during DST.

= There should be no effect on laboratory and pathology results.

%v l';l 110|Page

Better patient By clinicians, One solution
outcomes for clinicians across NSW



eRIC User Guide — Module 3: Daily Routine

The Empty Column

i
5 ¥

- " = . 4
- The interfaces will input data from
3:00am and the column between
2:00am and 3:00am will be blank.
S —————————————————————————————

Running Infusions:

= When the clock moves forwards from 2:00 a.m. to 3:00 a.m. the record of fluids entered
into the patient would indicate an extra hour of volume than what was actually infused into
the patient.

= Recommended Workaround: Infusions are paused during the changeover and resumed
once changeover completes — pause <02:00 a.m., recommence >03:00 a.m.

sd

= This hour of fluid did not actually enter
the patient

= |nfusions should be paused during the
changeover and resumed once
changeover completes — pause <02:00
a.m_, recommence =03:00 a.m.

Medication Orders:

= |ndividual doses due at 2:00 am, will be in ‘immediate’ status from 1:00am until 3;:00am, it
will display as ‘Late’ from 3:01am.

* The ‘Immediate’ period will be shortened by 1 hour.

= The dose will remain due at 2:00am, however be in a late status from 3:01am onwards.

» Medications will appear to be in ‘Late’ status because the grace period is shortened.

= Recommended Specialised Process: At the time of validation of the medication add a
comment to say if they were validated ‘Pre’ or ‘Post’ DST.

=]

Adose In Immediate status will now
: § be ‘late’. Grace period Is shortened
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Fluid Balance:
= |f orders are paused during the changeover and resumed once changeover completes
then this would reflect accurately on the Fluid Balance Chart

1 Hour Extra fluid

e K
T - " ; ' ' :
i 2 . . . s . ; * o - - B -
et Tl 04 ] 8 ] 8 ] ] & g pa e A -
[ \ »
If orders are paused during the changeover and \ -
resumed once changeover completes then this This hour of fluid did not

would reflect accurately on the Fluid Balance Chart actually enter the patient

Form Sessions:

= The list of notes is sorted in descending order showing the latest time first and at the top
of the list. In this example the 3:02AM note will show above the 1:48AM note. Which is
correct.

= Record on each session if it is was documented pre and post DST for any notes in that
hour.

i\

Fr- A form saved at 1:59am will be saved at the h
actual time; the next time a form can be saved
will be 3:00am. The order of these forms will
therefore remain in descending order.

* Record on each session If it is was documented

\_ pre or post DST for any notes in that hour.

NOTE: A progress note should be entered at 03:30 to reflect all changes / events /
medication administration that occurred in the DST hour.

Clinical Events:

= Any events that occur from 02:00 will reflect the DST, as at 02:00 the clock changes
forward to 03:00.
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Timed Interventions
= During the Winter to Summer additional hour that is added in the timed intervention
record, a user could ‘Pause’ the process for 1 hour.

New dose (initiate)  27/01/2017 0350 Nicholas Simons  26,01/2017 15:00

Pause 27/01/2017 0250 Nicholss Smons  27/00/2017 0200  Nicholas Smons

Resume 27/01/2017 0350 Nicholss Simons  27/01/2017 03:00  Nicholas Ssmons Action Comment: 1 Hours Missed Winter to Summes DaySight Savir

10. Daily Routine Module Specialised Workflow Processes

= Under Clinical events — Cardiac Arrest — there is no functionality to record all the detailed
information, documentation and notes of a cardiac arrest. All this information will need to
be documented in the Progress Notes

= Reports such as the ECHO report cannot be scanned and uploaded - they will need to be

viewed in ‘Powerchart’.

Better patient By clinicians, One solution
outcomes for clinicians across NSW
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11. Overview of Medication Module

This module will provide the users with requisite knowledge and skills to review, prescribe,
administer and discontinue medications, blood and blood products, enteral feeds and Total
Parenteral Nutrition in eRIC.

12. Medication Terminology

There is certain terminology for medications that is specific to eRIC that you need to
familiarise yourself with.

TERMINOLOGY

DEFINITIONS

Parent Order

A Parent Order creates individual doses that belong to that order
plan, which is the prescription.

Orphan Dose

An orphan dose refers to an unplanned, once only dose of a
medication. Orphan doses are applicable only to those medications
which have an ‘orphan dose template’ attached. For example Nurse
Initiated Medications and Telephone Orders. They are prescribed via
the Administration tab (by the nurse right clicking ‘new dose’ on the
left-hand side of the view).

Orderable

The treatment (medication, infusion, task) that is being ordered
which needs to be given to the patient.

Order Entry
Window

This refers to the order entry window used to create the order for
medications and tasks for the patient.

Contains fields such as: Name of medication, quantity, rate, duration,
route of administration, frequency, etc.

Medication Group

Medications belong to different medication groups (e.g. Enteral feeds
displayed under nutrition, 0.9% sodium chloride under fluids).

Complex A medication containing 2 or more medications such as

Medication Sulfamethoxazole/Trimethoprim.

Ingredients The component parts of a complex medication.

Medication This can be any type of medication with any unit including mass and
volume units. Blood Products, fluids, enteral feeds and TPN are all
customised as medications.

o A mass or volume based medication that can be added to

Additives medications/diluents.

. A volume based medication / fluid that can be added to dilute

Diluent -
medications.

A single instance of a medication that can be administered to the

Dose X
patient. It can result from an order or as a stand-alone orphan dose.
The brand name of a specific medication. Multiple brands may be
available for a single medication. Usually a single manufacturer has

Brand a single brand for the same medication with active ingredients, e.g.

The medication with the active ingredient Paracetamol is supplied as
multiple brands: Panadol, Panamax.
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The form in which pharmaceutical products are marketed for use,
typically comprising a mixture of active drug components and non-
drug components. Depending on the method of administration they
come in several types. E.g. for the oral administration method,

Dose Form . )
common dose forms include tablet, capsule, or oral suspension.
Various dose forms may exist for a single particular medication and
brand, since different medical conditions can warrant different routes
of administration.

Product The combination of brand name, dose form and strength, for

example, Panadol 500mg Tablet, Perfalgan1000mg Injection.

This is a dose which is due in the future. It is a non-validated dose
whose grace period has not started yet.

A dose is Immediate during the grace period (one hour before and
after the scheduled time)

A dose is Late when the current time is later than the end of the
grace period

Pending Dose

Immediate Dose

Late Dose

Doses become expired if the parent order is discontinued or marked

Expired Dose
as error

12.1 Medication Tab Views

There are four Medication tab views: ‘Prescribe Medications’ ‘Administer Medications’
‘Titrate Medications’ and Medication Review’.

[Pilot Release | [01(Active) | | I 1[e. I il Alerts.:
EEe———— ] S, - > > " @

Menu Nursing Medical = LEL LYY End of Life Poli ies & Guidel

Py Input/ Prescribe ini Titrate
Ventilation 3 Neuro / Pain Output ions Notesfl 1 Medications i = N Medications

Cardiac Rhythm

ABPs
~BPd
ABPmM
MNIEPS

NIBPd
NIBP
Temperature
BGL

RR (Total)

1

Mescages Active user: None Sharon Shunker | |Current Patient Location PMB-ICU | | Status: Admitted Research Studies
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13. Legends / Symbols

Several legends / symbols relating to medication are found in eRIC.

13.1 Prescribe Medication Tab - Orders Timeline View

Continuous Frequency e.g. IV infusion Medications without an Infusion time
I N ST
not Validated
Validated _ Validated ‘
Validated - but
Started/Stopped [ with a
Modification or
Rate Change I — preblem
Given without an
Pause/Resumed -:l _ Order Plan
Bolus _ Withheld 3&
Ordered - but
marked as Not
Administered

Continuous Frequency:

Prescribed — but not Validated (Expected): For each minute where there is a dose with
status not validated (Pending, Immediate, Late), the system displays an unfilled ‘hatched’
bar. Displays from first dose start until stop or until the time horizon is reached.

Validated (Administered): For each minute where there is a dose with status running or
initiated and reported, the system displays a solid bar.

Started/Stopped: A black thick vertical line shall be at the beginning and at the end of the
infusion bar to indicate the starting and stopping time.

Rate Change: For the rate change action on a running dose, an up arrow or down arrow
(according to the direction of the change), filled with yellow colour, is displayed at the
planned action time.

Paused/Resumed: For each dose that has been paused and then resumed, The solid bar
will have a gap. An orange block indicates the action time of the pause and a blue block
indicates the action time of the resume.

Bolus: Two yellow triangles tightly together on the running dose document a bolus was
administered at that action time.

Non Continuous / Medications without an Infusion Time:

Not Yet Validated: If the dose status is Pending / Immediate / Late / Expired (no information
has been reported about the dose), an unfilled diamond is displayed.

Validated: If the dose was validated as expected, a filled diamond is displayed.

Validated with a Modification / difference to plan made: If the dose was given differently
to the original order plan- it will display as a half-filled diamond. This Includes TBD or a dose
validated at a time different to the order (such as early in the grace period).

Given Without a Plan: If the dose was validated and no planned order exists (unplanned
dose), a filled diamond with an unfilled circle in the centre is displayed. (unscheduled doses
not yet covered). They are referred to orphan doses in eRIC. This will occur with telephone
orders and nurse initiated doses.

Withheld: If the dose status is withheld, an unfilled diamond with a ‘X’ in the centre is
displayed.

Ordered but not administered: If the dose status is made Not Administered, an unfilled
diamond with a filled centre is displayed.
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13.2 Administer Medication Tab — Cardex View

Status

Pending

Ed
A

Initiated

Validated (Done)

Late

Expired
Withheld

Not Administered
PRN =)

Mesages I

Retive wser Sharonmn Shunker| Sondoe_pal)(Satus: Admiti |

The Cardex dose view that is seen on the ‘Administer Medication’ tab is a timeline display
of doses in the patient’s medical record, showing both planned and administered/validated
doses. All doses are shown in a tabular format. Each dose is displayed in an individual cell
as an icon with a distinctive background colour. The Start Time of the dose sets the time
interval in which the dose appears.

Grace Period is a defined time period within which a dose or dose action should be
executed. When a dose is within its grace period, it will display with ‘Immediate’ status (see
the above Legend about Statuses).Green is used to indicate the ‘Immediate’ status.

The grace period currently set is 60 minutes before and 60 minutes after the prescribed time.
A dose should be validated within the grace period. For example, if the dose is planned to
start at 06:00; a clinician will be able to validate the dose at any time from 05:00 and it will be
in an (Green) Immediate status until 07:00.

Status of a dose is indicated in the Cardex view and gives clinicians valuable information
about medication administration.

The following status definitions can be seen in both the Cardex Dose view and Dose & Task
Reminder.

= Pending — a non-validated dose whose grace period has not started yet. A pending dose
can be viewed in the Cardex view but cannot be validated (since you cannot validate
future doses).

* Immediate — a dose is Inmediate when the Grace Period of the dose has started.

» Done/Validated — These are doses that have been documented as administered or
commenced.

= Late — a dose has not yet been validated and the Grace Period has expired.

= Expired — late doses change to expired status after being late for an extended period of
time (7 days)

= Withheld — The Clinician has selected Withheld for that dose.

= Not Administered — a dose that wasn’t administered and is no longer expected.

= PRN - this status indicates the drug will be given on as needed basis (pro re nata —as
the situation demands’).
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13.3 Titrate Medications Tab - Gantt View Running Orders

Gantt dose view is a timeline dose display, displaying doses as bars and diamond symbols.
This view is useful for managing running doses (infusions). Therefore, it is used only for
administered doses. You cannot administer or see pending doses from this view.

Gantt doses, unlike Cardex doses, contain values rather than colour codes. This enables the

user to monitor the amount of medication administered per time period (depending on the
time interval set).

Prescribed - but

e H‘alidated | T,
Validated

[
Started/Stopped | |
Rate Change [ A |
Pacsse/Rasumed ) .

Bolus - S—

Gantt View Symbols

Change Dose Rate
Start Point (Increase)

i i 10 microg/hour
5,000 Unit(s) Unit(s)
I AN f
[ Bolus Dose ] Change Dose Rate Resume
[Decrease)

Help & Reports

W4 Goto ~ bP>

%} Medications

Fentanyl, IV % 10 microg/hour o
Magnesium suffate, IV S >
Pantoprazole, IV 50 mg/n
Fotassium chioride (mmol 1/ I ——
40 mg/hour |20 mg/hour 10 mg/hour 10 mg/hour
Prapofol, IV e AL
—]

%} PRN Medications
1%} Fluids/Blood Products

o 100 mi/hour! 100 mihour =
Sodium chloride 0.9%, IV * q
Sodium chloride 0.9%, TV _3 S a

@} Nutrition
«»

r— | [Active user: Shan Swaminathan | | PMB-ICU | [Status: Admitted | | . 18/08/2016 12:28

ﬂ!ﬁ q 120|Page

Better patient By clinicians, One solution
outcomes for clinicians across NSW




eRIC User Guide — Module 4: Medication

14. Medication Workflow

Review Medication

Prescribe Medication

The Five ‘RIGHTS" of Administer Medication

Medication Administration

Titrate Medication

Discontinue Medication

This constitutes the workflow around medication. Medication tabs and views will be used by
both Medical and Nursing staff. Pharmacists will also utilise these tabs.

Medications include:

= Medications that are regular orders with scheduled doses, TBD doses (To be decided =
Variable dose), PRN medication orders, and once only medications.

= Medication Infusions

=  Fluids

= Blood and Blood Products

= TPN (Total Parenteral Nutrition)

= Enteral Nutrition

14.1 Review Medication

Medical staff, nursing staff, and pharmacists will need to review the patient’s current
medication. This is done from the ‘Prescribe Medications’ tab view — go to ‘Medication List’.

Srasceta Frah Bisg drosuss

Prescribe I

mg
nmal
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The ‘Prescribe Medication’ order timeline view can be used to review a patient’s current
medication.

NOTE: The time interval may need to be changed to a 24 hour view (to review all the
medications ordered).

NOTE: The Medication List is opened via a button from the Prescribe Medication tab and is
similar to viewing a medication chart that includes medication name, dose, route, frequency
and time, comments and status. This defaults to the current day — the view must be changed
to a 7-day view so that weekly medications can also be reviewed.

The Medication List ‘From’ and ‘To’ date and time should be changed to review 7 days — as
this will enable the user to view medications which are non-daily (e.g. Vitamin K —x 3 times
per week).

The status of
the order can be
viewed here

BB <40 Gy e Hapuaries fre CRAT PR Wone Bharen Busk  JWLLAI016 b Seativy

Hiina et Kl IWLLEE 00 Actew

T S T ———— OIS P00 Acte

PRMN Medications
are displayed at

the bottom of the
Medication List

The user can expand The default time

the individual shortcut is current day
orderable to check — this can be changed
dose details to 7 days

The ‘Titrate Medication’ tab view can be used to review the running doses such as infusions.

14.2 Prescribe Medication

click the Prescribe bution on
the Signature toolbar

The only exceptions to
this Rule will be Blood
Products and TPN

Creating a new ‘Order Plan’ involves the following 2 steps:
1. Step 1: Entering the prescription details
2. Step 2: Finalising the order

Once the user selects ‘Prescribe’, the Order Entry window will open to create a Parent
Order/Planned Order. Most medications have pre-built templates (choose the desired
template).
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Order Entry Window: The order entry window has the following sections (they will be

explained below):

Order Entry
Components

Template

Additional Information (tips) about the
medication & Allergy / ADR information

PRN Orders &

Order style

Frequency Details

Additives & Diluents

1 Dioe and Rate B | Addtws | B Dives
o 0 25,000 Uritis) 72000 Unitis)/Day
Order Details e wi m o
Section
B | Dose e Rate Tastal vkt LD Infusse over
y [ R N
Order Start and st
- Now
End Times
Free Text
1 Ma Tirmve Lami
I Medication Name
Dosing We ight 1 TTeg 3/04/2015 1232 AM
Save & Create Hew m Action Buttons
—_————

Attached Forms

Step 1: Entering the prescription details

Start by searching for the Orderable / medication you wish to prescribe.

Searching for an Orderable:

= The Orderable field presents a list of the names of all the customised medications, brand
names and products that are available for selection. By default it will search generic

medications and brand names.

*= The Orderable list can also present a list of the names of all the customised products that
are available for selection. A product is a medication with a brand name, strength and a

dose form e.g. Panadol 500mg Tablet.

1. Order Entry Components

This section includes the name of the medication or enteral feed that you want to prescribe.

Orderable
« v

Dose Form

Noradrenaline

Route

Infusion v Central Venous

v

The icons represent
which orderable type
is being searched.

Orderable
[ ~Ti
®¥> Medications and brands
3 Products

i Recent templates

Find Orderable

Body Site
Select Body Site -

You can change the search field to
search medication and brands,
products or recently used templates.
By Default the window will open to
search Medication and Brands

One solution
across NSW

Better patient
outcomes

By clinicians,
for clinicians
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2.

Advanced Search

The advanced search button can also be used to find the Orderable.

3.

- =
- T
]
;. ¥,
= i ™
: AN
A
\ \
/'/ \\
/'// \ \
,// \
. ’ AN L
Advanced search: Filter by Quick search: Just
medication name, brand name, start typing in the
product, dose form, drug family or orderable field the
sub family medication you are
\ looking for

Order Template

Prescribing medications is facilitated by the ability to select an order template from a list
of available order templates for each orderable

The list of available templates for the selected orderable is accessed by selecting
Templates in the Order Entry window, and should automatically appear once you select
the orderable from the search window. Only templates appropriate for your department
will be available for selection

Selecting an order template automatically enters pre-customised values into various fields
in the Order Entry window, although some fields have been left empty in the template for
the intended purpose of them being filled at the time of prescribing

If required, you can edit the pre-customised values in the template.

Al (ADR
Ordersble A
¥y T Moradrenading v Q @

Moradrenaline 4mg in 100mL Sodeum chiaride 0.9% IV Continuaus [nfusion [Adult]
MNoradmenaling E"ng in 100mL Sodeum chiorige 0.9% IV Continuoys [nfusion [Ady I:
Moradrenaling L&mg an 100mL Sodium chionde 0.9% IV
Moragrenaling 32myg en 100mL 50
Moragrenaline Emg in 100ml ey W Cortinuous Infusion [Aduit]
Norag Ol Glucose 5% Iv C Infuseon [Adult]

p=

/

Once an orderable is selected a list
of templates will appear — select the
desired one.
: 55kg

Dose Form

From the dose form field, a list of dose forms will be available for selection that is
appropriate for the route selected

A dose form is the form in which pharmaceutical products are marketed for use, for
example it could be tablet, eye drops, injection, or infusion

The dose form will determine the available route and body site.

\ -y ) 124|Page




eRIC User Guide — Module 4: Medication

Route
This is the route by which infused and non-infused medications are administered, for

example Rectal, Oral, Central Venous, IV, Subcutaneous, etc.

Body Site

The physical location on the patient’s body where a medication is placed or a certain line
goes through, for example, right upper arm, right hand, etc. This section is not compulsory
and is more frequently used for such things as eye drops, topical creams etc.

Orderable CLAP
%5  ~ | MWoradrenaline k- ]
Dose Form Route Body Site
Infusion | Central Venous b Select Body Site v .

Dose Form ?’ Route | Location |

4. Additional Information about the medication and Allergies / ADR information

The Additional Information tab presents additional information related to the selected
orderable, e.g. monitoring of drug levels for vancomycin.

The additional information can be viewed here for medications and products. This
information is specific to this particular orderable. If no additional information is available for
the medication or for the product, then the tab will be disabled.

AT ADR

Aedditsonal Indoamnaton

Crderable

W T Vancomyes v a| B SEH
Dose Form Riaste Body Sie
Sedect Doge Foem T Salect Route ¥ | Select Body Site
Specty Dilsent & Infuse Oveer Mow " :I- Acdd et T Diluent
g . o
Wancemycin Before executing the order plan, itis

necessary to review the additional
information and allergies tabs

Orderable Medication Inf

® v Vancomycin | Tip
R Consider dose adjustment in renal impainment.
Hese Farm Dase per actual body weight.
Select Dase Form Wancomycin Trough
12.0 mg/L { 55 of DSV127201S 20:00 PM )

Specify Diluent & Infuse| Vancomycin Random

12.0 mgsL [ as of OSF12 2015 10:00 P ) /"
. . ~ ]
- ﬁ/ Additional Infermation 7\ ___ Allergies/ADR,
e
e
p
e
—

o This tab present additional infformation relating to =
Dose Rate this orderable. The information for the generic infuse ouer

medication is displayed on the left and the
Product information on the right

Start

Mewxt Scheduled Dose
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Allergies / ADR information:

The tab in the orderable screen will display in different colours depending on the patient’s
allergy/ADR status.

The allergies tab has three color-coded statuses; Red, Orange and Grey. Allergy status
should be entered as part of admission — but ALWAYS MUST be checked as part of the
procedure for ‘Prescribing’ and ‘Administering’ medication.

The currently selected
patient’s allergies have
been documented and
the patient has
allergies and/or
intolerances.

The allergies tab have three color-coded
statuses; Red, Orange and Grey

The currently selected
patient’s allergies
and/or intolerances
have not been
documented yet.

Allergies not

The currently selected
patient’s allergies have
been documented and
the patient does not
have any allergies or
intolerances.

No allergies or

Allergies (RED) documented intolerances
(ORANGE) reports (GREY)

Orderable
% v Vancomycin ~ a B PRH

Dose Form Route Body Site

Select Dosa Form v || Solect Route Select Bosly Site * | # & hety {0C:00 0600 12:00 18:00)

Spacify Dilsent & Infuse Over Now v | |Ei

This tab present allergies/ADR and
Intolerances information relating to the
patient.

Dose Rate Fate

a
&

The Allergy status displays on the title bar of the flow sheet.

Help & Reports

P [l e Titete
Neaes |QUSRRIRREE iocications | Mesicatsons

2 GuV,BD 800 20001 Injection i e 9

Fentaryl 20 10
500 miroq.IV, Continudus, Inject

The notification symbol next to the orderable name has been pre customised, therefore
cannot be changed via the application. A ‘!’ notification of Allergy / ADR appears when
the user attempts to order a medication with a known Allergy / ADR.

When a prescriber attempts to ‘Sign the order’ or a nurse attempts to administer/validate a
dose, they will not be able to do so without having to ‘Resolve’ the issue. Clicking on
‘Resolve’ opens up the Allergy / ADR window with the notification alert. To prescribe or
administer a medication to which the patient has a known allergy to, local policy will need to

be complied with, and the prescriber will have to re-enter their password within eRIC to
proceed.
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The reason or explanation for overriding the allergy should be entered in the comments box;
this is limited to 500 characters.

Addtional Information < Alergiss ADR

Additives. Diluent

| If the user orders an orderable which is part
of the documented allergies then the

orderable will display with *1111" next to the
name. More detail about notification will be
| coming up
Stam b
Mot Scheculed Dose
End
Mo Time L
i s5kg 12/01/2016 11:01 AM

5. Frequency details

= Frequencies enable you to set how often the medication should be given to the patient.
The frequency options that are available depend on the medication selected.

= Orders can be set to be administered at the following different frequencies:
e Continuous

e Once only
e Pre-set timings (customised in eRIC)
e Selected Times - enables presciber to select specified times of the day
e Set Intervals - enter a time interval between doses. For example, administer a dose
every 12 hours.
~ Additional Information <. Allergies/ADR -~
- ‘ * | Pantoprazole = v [ =3 | PrRM | .
Injection v v - Select Body Site - || ‘ Set interval ¥ I hour -
& hrly (06:00 14:00 22:00)
Specify Diluent & Infuse Ower Later - B BD (08:00 20:00} Additives 4¥  Diluent
s -5 S +1arrins 001
Water for Injections o 10 mL Might (20:00) a2
jht : BOkg f 24/05/2016 10:57 AM € t M fication Name
oraer oo | [ IR

NOTE: If a drug like Insulin is to be given 3 times a day (with breakfast, lunch and dinner),
but the dose is different for each time — this will need to be prescribed as three separate
orders.

Scheduling a PRN Order

= Select the PRN check box.

= PRN Indication - Enter the clinical reason for ordering the treatment (mandatory).
NOTE: Max. Dose per 24 hr. — (this should be entered in the comments field) Enter the
maximum dose that can be administered per 24 hour period.
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= PRN therapies are planned so that the patient receives a dose only as needed, based on

a practitioner’s clinical assessment.

= When it is determined that a dose is needed, the dose can be administered at any time. If
a PRN dose is given too soon, a warning will appear and the clinician will have to enter a

reason for giving a dose sooner than expected.

= |f the medication you are prescribing is a PRN then all the order details must still be

completed.

= Active PRN orders appear on the Cardex and List view regardless of time interval

viewing.

It is important prior to administering any medication - including PRN Medications - to
always go to the ‘Order Details’ window and perform the 5 Rights of Drug Administration

and check all the order details.

PRN order with Titratable Rate

= |f atitratable rate is required for the PRN medication, the lower limit is prescribed as the
dose and the titratable range and instructions entered in the ‘Comments’ box. The nurse
will administer it in increments as required within 1minute intervals.
+ e.g. PRN Morphine 2-6mg to keep pain score <5. Prescribe 2mg as the dose. In
comments box write — PRN Morphine 2-6mg to keep pain score <5.

+ Nurse needs to administer 4 mg Morphine

* The nurse will check the order in the ‘Order Details’ window’ — administer the
medication - then validate it in increments as required within Iminute intervals.

+ The nurse will validate 2mg @ 19:40 and validate the second 2mg @ 19:41 (with
comment in the warning box stating 4mg was required to relieve the pain)

o x
\___Additional Information | Allergies/ADR
Orderable c1ap
® ¥ | Morphine v ol Pain
Dose Form Route Body Site Specify interva
Injection v ¥ || Select Body Site v || Set interval hd 6 v
No Infused Over v | | B Additives ¥ | Diluent
Morphine a [o] 2mg
Total volume
Start Administer Zmg to 6mg Morphine to keep Pain Score < 5
Now v Maximum dose per 24 hours 20mg
End
No Time Limit i
Dosing weight : 70kg ~ As of 29/08/2016 12:56 PM Free Text Medication Name:
Save & Create New W M
O Mewavision Suite x
Warning:
The closest dose was administered:
30/12/2016 19:40:00 (1 minute ago)
If this dose is administered now, or was administered at the selected time, then the interval between
the doses will be less than the recommended minimum of & hour.
Please select a reason for administering this dose.
ason:| Dose required earlier than time prescribed | ¥
Comment
Patient pain score 8 required 4mg as per titrable dose in the Order Plan
Validate || Cancel
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$™"P (Pilot Release | [01(Active) | (216350 | [Samuel Burgess | [Malc] (Do a] |

Menu Mursing Medical Add Progress Notes Score Dose 8. Task List

Clinical G h 1 t C Pl
inica rag | Vital Signs Wentilation MNeuro / Pain Sli';u‘; Intaerrﬁengigns

Owverview | Owverview
W 19:20

>
“4 - Go to » ‘l.gm 171 " 192 o2 192s

Prescribe Fresh Slood Pros

- - L - '
C Actions awaiting signature Sign Now! o e

g mMedications

Ferntanyl 30 -100
500 microg, IV, Continuous,Inject...

Heparin 00
10,000 Unit(s), Haemadialysis, Co... |

;
Noradrenaline D.0381 - 0.2381
4 ma, IV, Continuous, Infusion 5

Croycodone
30 mg,PO,BD (08:00 20:00), MR ...

g PRMN Medications

Insulin Meutral Human
TBD Unitfs], Subcut, 8:00, 12:00...

Morphine § 2 2
2 mg, IV, every 4 hour,Injection H L 3 o

NOTE: Alternate and preferred option for Variable Dose PRN is to have a separate order for
the lower dose rate and separate order for higher dose rate

o

Order Style
= The ordering style is set by the dose form and route selected.
= There are two groups of order styles (infused and non-infused).
+ Infused — needs an ‘Infused over time’
* Non-Infused — Does not need an ‘Infused Over Time’
* The ordering style is selected to suit the administration method of that medication
= The ordering style determines what kind of order details will be available, for example, a
continuous frequency will have fields such as dose rate and total volume enabled, where
as a tablet prescribed once a day will not require these details to be entered
= Each order style will have a locker template associated with them. The locker templates
will determine which fields in the dose entry details are editable and which will be auto
calculated for the user. You will find many of the fields in the order entry window have a
small locker symbol next to them; these will be, open, locked or dead locked.

Ordering
Style

The selected ordering style
determines which of the fields
in the Dose Details area are
available for you to enter
values, and which of the fields
are calculated automatically in
accordance with the entered

values.

Open and available for you to

Locked and calculated
automatically in accordance

Dead Lock, their displayed
data being calculated and set
automatically

enter values.

It can be closed and therefore
be automatically calculated

with the entered values, but
can be opened and edited

Dose Rate 0.6667 microg/minute; 8 Rate Total volume 24 ml/Doy, Infuse over
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~N

Additives and Diluents

= Additives and diluents are added to the order entry by selecting the corresponding icon

= Multiple additives can be added (e.g. the additives to TPN. Additives to TPN are covered
further in TPN Order)

= A Diluent can be added to the prescription —There is a Diluent for Reconstitution and
Diluent for Administration.

= Diluent for Reconstitution is selected to Specify Diluent and Infuse over Later.

+ Often the Diluent for Reconstitution is not added at the time of prescription, but left
for the nurse to add at the time of administration.

* For example, 250ml Sodium Chloride 0.9% for administration of Vancomycin 1gm.
The Medical Officer will prescribe the 1 gm of Vancomycin and the nurse can add it
into the order entry at the time of administering the drug.

This is the
diluent for
Administration
e.g. sodium
chloride 0.9% for
administration of
vancomycin

This is the diluent for
Reconstitution e.g.
Water for Injection
20ml to reconstitute
vancomycin

8. Order /Dose Details

To set the order / dose details, enter values for the required fields:
Quantity/Volume

Concentration

Dose Rate (weight based unit)

Rate (volume based unit)

Total volume

Infuse over

\ A A A A

Quantity / Volume
This section is used to enter the dose of the medication e.g. Heparin dose 5,000 units.

p Additional Information < Allergies/ADR -

Orderable clap
®, v | Heparin v |a| B | RN

Dose Form Route Body Site Selected times
Injection v || Subcut v | Select Body Site | ¥ || @ | Selected times v v ||+
No Infused Over v || B Additives 47 | Diluent

fedication/Product

Heparin «d 5,000. | Unit(s)

Some medications, such as a Propofol Infusion, have both quantity and volume.

ation, L Allergies/ADR

Orderable ciap
®, v | Propofol v ||l | PrRN |
Route Body Site

Injection - ™ v Select Body Site v ||#| Continuous v

Set Dose and Rate v Additives ¥ | Diluent

ledication/Product D

Propofol 10 mg / mL ma/kg/Day (0 mg/Day)
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Daily Dosage
This is automatically calculated once the dose and frequency of the medication is specified.

Dose Rate / Rate
The prescribed medication can have a set ‘Dose Rate’ or a set ‘Rate’. The Locker templates
determine which values can be entered and which values are locked.
If a clinician wishes to prescribe ‘Dose Rate’ but the ‘Dose Rate’ field is locked:
1. Click on the ‘Rate’ Lock Icon (it will now be locked)
2. ‘Dose Rate’ will become unlocked
3. Enter into the field

o Adonal Informatean i ABSpesADE

Dderable CIAP
%y ¥ Momdrenaline v o |G RN
Do Farms Rownte Body Site
Inpction * || * | Select Body Site - | Fatrr S

Set Dose and Rabe - B 2 Additioes ¥ | Ditueet

2] & mg

05 - 20 mifhour 200 i 5 - 300 heur

Dose Fane I 2 | Rate Total volume (D - 0 ml/Angday Infuse creer

~-

Trrate to & MAP of _T0,

N Dose Rate ’ Rate

‘Dose Rate’ is a mass based unit (e.g. mg/hr) and ‘Rate’ is a volume based unit (e.g. ml/hr).

Titratable Rate
The rate for infusions may be a fixed rate or ‘titratable rate’. See the example below for a
Propofol infusion with a titratable rate.

it o i

Durse Rt & Rate Tomsl visharee (07 « £ ol ity bk e

MW rrnate OS5 - 20l Tatnst 100 =5l 5 - 200 hdust

|‘::* . T|tratab|e Terste o 8 WA of DD
End rate
Mo Tene Lo v

NOTE: Drugs such as Noradrenaline may need to be prescribed with instructions that relate
to how clinicians should titrate the rate of medication. ‘Rate titration’ instructions are to be
placed in the Comments box, which indicates the MAP to which the infusion rate is titrated.
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If the Medical Officer is prescribing

Continuous Infusion with a Order Style

Ordarable of ‘Set Dose & Rate’ they have the
St worsaranatos option to select the ‘Rate Titration’
Dose Form Foute Button Orders commeonly need to be prescribed with
Enfusion il | . — rate titration, thus allowing the clinician the
freedom to change the dose rate of
Set Dose and Rate G 3 infusion, while staying with in a pre-defined
' . range which suits the patients clinical
e ——— aid fsl Ty condition
Sodium chionde 0:9% o3 - R Camas 4
& Dose Rate (06667 - 1.3333 microgyimin & Rate Total volume (24 - 48 mil/Day) Infuse over
1-2 mi o ——

Additional Information <%

00103 - 0205 micreg/Kayminute

Start

Bow

Titrate to a MAP of 12

End

Mo Teme Limit

12 65ug 1 s.(

The ‘Rate’, ‘Dose Rate’ and * Infuse

Over fields can be entered as a
range

R -~ - o | o~ |

Total Volume
= This can be entered; or

* |t may be automatically calculated based on the Diluent. For example, this Fentanyl
infusion has a 50ml Diluent for Administration of Sodium Chloride 0.9%- and this

automatically calculates the total volume to be 50ml.

DM der Sy

Dose Rate: 20 - B0 microg/how Rates 2 - 6 e hour
Infucs cwer: B33 - 25 hour  Fregquencys Contmmeus
Start L2/05/2016 16:04 Stopc & doses

= TEeg JNCATOLE L2ZT AN

Comsgnuser:| mre

Owdarabie CIas - =
- F vt e
Cruase Fawm Pasute Bty Sate
Ergecieoen - e - Setect Body Sae - LI OS 206 1604 - w
(= = | Datent
FersarnAd b Fa &+
H-.,_______soam chicride O L= +| =
B Do Rate Fate
30 | mecroghou | T o

Infuse Over

This is the duration over which the infusion will run e.g. Vancomycin 1gm in Sodium Chloride

0.9% 100ml will ‘Infuse over — 2 hours’.

No Teme Limit

weigiht : Tk
290872016 12:56 PM

Addssional Infermaten < AllergiesADR.

Cwrderable Clap

|y, T Vancomycin * | a |3 PRN
Dose Form Route Body Site

Infusian * || ™ v || Select Bady Site - | Set interval A 12 | howr -

Specify Dilsent & Infuse Cver Maow | |Ed Additives 4F | Dilsent

Wancoamycin i 1g In 20 ml Water for I ng / ml 28 g Day (2

Sodium chionde 0.9% wid 100 mL 286 mL/kq/Day (200 mlr. & x

% Dose Rate Rate Total volume  (3.4786 ml kgD S [Infuse over

SO0 engTour &0 mLhour 120 miL 2. hour hd
Start

MNow -

End

T o | o

One solution
across NSW

Better patient
outcomes

By clinicians,
for clinicians
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9. Order Start and End Times

This allows the starting and ending times to be prescribed for an infused dose. The Start

Time defaults to ‘now’ and it is not compulsory to set an End Time.

10. Comments Box

Used for entering special instructions, e.g. target MAP to titrate the noradrenaline infusion,
maximum 24 hour dose for PRN medication, medication specific brand names that need to

be prescribed such as Coumadin for warfarin.

11. Dosing Weight

This is the weight used for drug calculations that has been entered in the Weights and
Dimensions window. As part of the prescribing process, ensure the patient’s weight and
height are entered in the ‘Weight and Dimensions’ form which can be accessed by selecting

the Prescribe Medication tab.

' \ Titrate Medicanr\ Pathologyy Path
edications X Medications Review Result Rep

Prescribe TON

h Blood Products and Albumin
boxin Products

.| 12/07/2016 14:35 | & | ¥ G Sharen-Ann Shunker / Sandbox - Adult

Weights and Dimensions
Height 165 a| w|cm
4 Weight (Latest) 20 AW
Weight (Admission) &5 alvw BMI
Weight (Ideal} 614

Weight (Adjusted) 68.8

Drug calculation weight general principles:

. Medical staff to complete.

. If overweight, use ideal weight or adjusted weight.
. If normal or underweight, use actual weight.
.

+ Weight (Drug Calculations 20 a| v |ko

There will be exceptions for some drugs. Discuss with your pharmacist.

Drug Calculation Weight

Save Save and Close Cancel

|

NOTE: changing the dose weight will result in a change of dose for all medications where
the prescribed dose is weight dependent (i.e. when dose is prescribed in mg/kg/hour).

If the patient’s weight is changed — all medications that are weight based prescriptions need
to be re-prescribed (because original weight is retained in the parent order and displayed in

the Order Details Window).

One solution
across NSW

By clinicians,
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12. Attached Forms
Certain medications such as Heparin Infusions may have mandatory attached forms that
need to be completed as part of the order prescription.

A Additional Information £, Allergies/ADR A

Orderable CIAP

® v | Heparin va||& | [ern |
Dose Form Route Body Site -

Injection v v v Select Body Site v |ﬁ‘ Continuous v

Set Dose and Rate v E_i |B"_"6 Additives -E Diluent
Medication/Product Quantity/Volume Concentration Daily Dosage

Heparin Qa 5 25,000 Unit(s) 500 Unit(s) / mL Unit(s)/Day

Sodium chloride 0.9% Ca 50 mL - mL/Day o

& | Dose Rate Rate Total volume Infuse over

50 mL

This indicates there is a
mandatory attached

form to complete save & Create New | [N

Free Text Medication Name:

13. Action Buttons

The three buttons at the bottom of the prescription window:

= ‘Save and Create New’ — allows you to save the current order and create a new order —
this way multiple orders can be created and signed for together

= ‘Save and Close’ — allows you to close the order once complete

= ‘Cancel — cancel current order.

Dosing weight : 80kg ~ As of 24/05/2016 10:57 AM Free Text Medication Name:

ﬁ Save & Create New | [T Ha5 w

“

Prescribing Variable Dose Orders (called TBD in eRIC)
TBD - ‘To Be Determined’ as the dose is variable.

= Select the desired medication and choose the appropriate template, which may be for
VARIBLE infused or VARIABLE non-infused

= For example, (COUMADIN) Warfarin VARIABLE dose PO at selected times

= Selecting this ordering style automatically sets the dose to TBD (To Be Determined) and
allows the dose for each individual dose to be entered at a later time prior to
administration of each dose

= For example, in the case of prescribing Warfarin, it may be necessary to vary the dose
according to the INR results

= Order prescription needs to be completed and the ‘Dose’ is modified later once the blood
result is back.
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See the example below for Warfarin.
NOTE: For some drugs such as this one, it is important to check the brand name - e.g.
Coumadin. This is only visible in the Order Details window).

TBD - this stands for ‘To Be Determined’ as the dose is variable.

= Select medication
A Additional Information M )
Ordersbie cse = choose the appropriate

& v Coumadin Tablet (Warfarin) va|B PRN

template:
Tablet v PO v Select Body Site v - Selected times v 4:00 PM v -
» VARIBLE infused or

» VARIABLE non-
infused

Variable Dose Non-Infused v| |2 Additives ¥ Dilud

Coumadin Tablet (Warfarin) @ - T80

= Ordering style automatically
bl sets the dose to TBD

T = Complete order

Next Scheduled Dose

T - = The dose for each individual
dose entered at a later time
i i (but before administration
Save & Create New | O ﬁ tlme)

i

The TBD will display on the
Prescribe Medication tab view until
modified with the actual dose.

NOTE: Medications such as Metaraminol that will need to be given as bolus increments and
Diazepam as per Alcohol Withdrawal Scale policy will also be prescribed as PRN, with dose
being TBD. Order dose details will be in the Comments Box.

Additional Information £\ JAllergies/ADR ./

Orderable CIAP
®y v Metaraminol v | Q @ PRN indication
Dose Form Route Body Site

Metaraminel X mg in X mL Sodium chloride 0.9% IV Continuous Infusion [Adult]
Injection v v v Select Body Site v Metaraminel X mg IV Bolus Once Only [Adult] v

Metaraminol TBD mg IV Bolus every X minutes PRN [Adult]

o

Variable Dose Non-Infused v AOTITIVES &7 Diluent

Free Text Medications

If the medication does not exist in the medication catalogue — The solution is to prescribe

using the ‘Free Text Medication’ function.

DO NOT use free text for prescribing unless there is no available orderable.

= Type ‘free text’ into the orderable search field. The free text medication templates will
appear, choose the appropriate template.

Orderable

| ®y ¥ | Free Text Medication (mL) \ =]

@y Free Text Medication (Application)
Q) Free Text Medication (Dressing(s))
¥ Free Text Medication (Drop(s))

t) Free Text Medication (mg)

Q) Free Text Medication (mL)

t) Free Text Medication (mmaol)

¥ Free Text Medication (Unit(s))
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= All Order Details must be entered for the medication. The medication name MUST be
written in the Free Text Medication Name box located in bottom right hand corner of
template. DO NOT WRITE THE NAME IN THE COMMENTS BOX.

A, Allergies/ADR
Orderable Clap
® v | Free Text Medication (Application) via|[B] [ee~]
Dose Form Route Body Site

Select Dose Form ¥ || Select Route + || select Body Site v |§i \ Selected times v v ||l *

No Infused Over v | B 4% | Additives 4% Diluent
ficatior

Free Text Medication (Application) o a 1 Application

Total volume

e 1.1 311535 PRESCRIBER: Do NOT enter medication name into this comment field »wwmsxeaszsaaaae
Next Scheduled Dose v

End Specify medication name in the separate “Free Text Medication Name" field underneath this box ===
No Time Limit v

veight: 80kg  As of 8/02/2017 10:27 AM I Text Medication Name:| Study Drug

NOTE:

= Free text medications will not appear on the printed eNIMC and MUST be manually
entered (check last page of eNIMC for Free Text Medications).

= Free text medications do not automatically populate in the Fluid Balance — enter
volumes manually

Step 2: Finalising the order

Complete Mandatory attached Forms
Certain drugs will have mandatory attached forms. For example, Warfarin has a form with
the INR details.

Save and Create New
Clicking on the ‘Save & Create New’ button allows the medical officer to continue to order
more medications. These can then be signed for together.

Save and Close
Clicking on the ‘Save & Close’ button will close the Order Entry window and take the Medical
Officer back to the ‘Prescribe Medication’ tab.

Sign Now
From the shopping cart, click on the ‘Sign Now’ button to sign all prescribed orders.

| [D.08: 12/051983]

Help & Reports

444 Goto - PP L

. o 102
“ Actions awaiting signd ! Sign Now! '

@ wedications

Ceftriaxone | 1
1 0,1V,8D (08:00 20:00) Injection | <&

Fentanyl 20 ; 10

500 microg, IV, Continuous Inject. microg/hour
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& signature Review

2] Defer action %3  Discard action
Signature re-authentication required.
Description Action Issue Response
Fentanyl 500 microg IV Continuous Create M No Issue
Pantoprazole 40 mg IV BD (08:00 20:00) Create £ No Issue
Paracetamol 1 g NG 6 hrly (00:00 06:00 12..  Create £ No Issue All orders will disp|ay for
Propofol 500 mg TV Continuous Create Mo Tssue . .
Sodium chioride 0.9% 90 mL IV Continuous  Craate £ No Issue review before final
Vancomycin 1 g IV BD (08:00 20:00) Create B No Issue . .
, : - signature regardless if there
Cefepime 1 g IV every 0 hour Create Mandatory fields missing

are issues or no issue

—
/
-

" Sselecttheindividual
Orders to perform any .

required actions | —

If there are any dose issues, once all dose actions are resolved, the Medical Officer will need
to sign the prescriptions. This is done by re-entering their password in the pop-up box. Only
the user logged in can enter their details here, so a user must ensure they are the user
logged in before prescribing a medication. Until the order is signed, no other users will be
able to view the order or administer the medication.

Vancomyein 1 g IV BD (08:00 20:00) Create}

14.2.1 Prescription Examples

Oral Medication
» Prescribing Paracetamol 1gm 6" hourly

Additional Information Allergies/ADR /’
Orderable CIAP
®, v | Paracetamoal v | al|| & [ Prn |
Dose Form Route Body Site Specify interva
Tablet hd PO hd Select Body Site hd | A | Set interval v 6 hour v
No Infused Over v | |G Additives 4% | Diluent
Paracetamol oD 1,000 mg = 50 ma/kg/Day (4.000 mg...
Total volume
Start o
Now v
End
No Time Limit v
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(Adult)

Dose Form — automatically populates as ‘Tablet’, Route as ‘PO’
Need to set interval - this is chosen to be 6™ hourly

Order style is ‘No Infused Over’ — as this is an oral order

Start time is ‘Now’ and ‘no end time’ is specified
The order details are complete — so you can ‘Save and Create New’'.

Intravenous Medication
Prescribing Hydrocortisone 1V Bolus 100mg every 8 hours

The dose of 1gm (1000mg) is entered under the ‘Quantity / Volume’ section

Total volume

Start
Now
End

No Time Limit

D cight: 70kg  As of 29/08/2016 12:56 PM

\__Additional Information . i DR
Orderable Clap
®, v | Hydrocortisone v | Q | PRN |
Dose Form Route Body Site pecify interval
Injection v |l v v || SelectBodySite | v ||| Set interval v 8 || hou v
No Infused Over v | | B Additives ¥ | Diluent
Hydrocortisone @ a 100.| mg 4.29 mg/kg/Day (300 mgy..

Select Template — Hydrocortisone Xmg IV Bolus every X hours (Adult)
= Dose Form — automatically populates as ‘Injection’, Route as ‘IV’.

= For frequency select ‘Set Interval’ — select interval as 8 hours
= Order style is ‘No Infused Over’

= The ‘Quantity / Volume’ is 100mg

= Start time is ‘Now’.

The order details are complete — so you can ‘Save and Create New'.

Intravenous Infusion

Select medication ‘Paracetamol’ — with template ‘Paracetamol X mg PO every X hours

= Prescribing Midazolam 50mg in 50ml Sodium Chloride 0.9% IV Continuous Infusion
[ =] x
\ Additional Information <\ Allergies/ADR
®, + Midazolam a || & |_PrN |
Dose Form Route Body Site
Injection v v ¥ || Select Body Site v ||# Continuous
Set Dose and Rate G| [ Additives | ¥ Diluent
a a 0mg L
um chloride 0.9% ol 50 mL a
Dose Rate & |Rate Total volume: (0.3 - 3 ml/kg/Day) Infuse over
Start Titrate Midazolam to RASS +1 to -1
Now
End
No Time Limit
save & create New | R
PP / N
/[ & \ [ A
| /J \ &
\ \ -y 138
/ \ 4 \, /
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= Select Template — Midazolam 50mg in 50ml Sodium Chloride 0.9% IV Continuous
Infusion

= Dose Form — automatically populates as ‘Injection’, Route as ‘IV’

» Frequency - automatically populates as ‘Continuous’

= Order style is ‘Set Dose and Rate’

= The ‘Quantity / Volume’ is automatically populated from the template

= A ‘Titratable Rate’ is chosen - ‘Rate’ needs to be set — set as 1-10ml/hour

= Use comments box to provide instructions for rate titration e.g. Titrate sedation to RASS
+1to-1

= ‘Dose Rate’ and ‘Infuse Over’ is automatically calculated

= Start time is ‘Now’ and End time is specified by ‘Number of Doses’

» The order details are complete — you should ‘Save and Create New’ or ‘Save and Close’.

‘Sliding Scale’ / Supplemental Insulin

See Below Example of how to order ‘Sliding Scale’ / Supplemental Insulin — It has a
mandatory attached form to be completed with the range of BGL and the units of Actrapid.
It is ordered as a PRN medication and will need the Frequency specified.

N Additional Information /2% Allergies/ADR g — fep

Orderable cae
12 O
@ v | Actrapid 100units/mL Injection (Insulin Neutral Human) | v | Q Supplemental Insulin .
Dose Form Route Body Site [Actrapid] Insulin Neutral Human BSL CONTROL 100 Units in 100 mL Sadium chloride 0.9% IV Continuous Infusion [Adult]
Injection. ¥ || Subcut ¥ || Select Body Site | (4 4rapid] Insulin Neutral Human X Units Subcut Injection at Selected times [Adult]

[Actrapid] Insulin Neutral Human SUPPLEMENTAL INSULIN Subcut Injection at Selected times PRN [Adult]

Variable Dose Non-Infused v B [Humulin R] Insulin Neutral Human"X Units Subcut Injection at Selected times [Adul]
Medication/Product Qut [Actrapid] Insulin Neutral Human TOXICOLOGY DOSE X Units in X mL Sadium Chloride 0.9% IV Continuous Infusion [Adult)
Actrapid 100units/mL Injection (Insulin Neutral | @8 v TBD = g
nit{s)/hour
9
nit(s) F-1
Start Please complete Supplemental Insulin Sliding Scale in the attached form. .
Now v
End
No Time Limit v
L/hour o
Dosing weight : 70kg  As of 29/08/2016 12:56 PM Free Text Medication Name:

|»

30/12/2016 20:47

o Samuel Burgess - Supplemental Insulin Orders - Actrapid

. | 30/12/2016 20:45 | & | ¥ G None Sharen Shunker / PMB-ICU # -

Supplemental Insulin Orders

Sliding scale insulin alone is NOT recommended, consider basal insulin needs.
Remember: Adjust routine insulin based on supplemental insulin requirements.
If unsure, seek advice.

Special instructions: Name of Insulin: Actrapid v
Usually the same as
the routine short
acting insulin

[for example "With meals only")

Latest BGL recorded: 15.1 mmol/L (Recorded at: 19/12/2016 06:00)

If the BGL (mmol/L) is: then administer

additional:
8.1 -12 mmol/L or value: a | w |mmol/L to value: a | w |MmolL value: |5 4 | w | Unit(s)
12.1 - 16 mmol/L or value: a | w |mmol/L to value: A | w |Mmol/L value: | 4 A | w |Unit(s)
16.1 - 20 mmol/L or value: . | o | mmol/L to value: s | = mmol/L value: | ¢ . | = | Unit(s)

Save and Close w
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GTN patch

When ordering GTN patch, the medical officer must fill out a mandatory form scheduling a
daily task for removal of the GTN patch. When the GTN patch order is discontinued, the
daily task is not automatically discontinued.

When ordering GTN patch,
the medical officer must fill
out a mandatory form

scheduling a daily task for
removal of the GTN patch.

’
Nurses will have to
discontinue the task
manually fromthe Care
Plan/ Interventionstab

\

n Actions ey sgritae m SeavenTin [ST——

Remove GTN Patch and uncheck the box at the beginning of the task. The nurse must then
confirm this action by clicking on the Sign Now button located at the bottom left hand corner
of the screen.

Alternate: Click on the down arrow (menu button) and select discontinue = continue with
confirming this action by clicking on the Sign Now button.

NOTE: All prescribed orders need to be signed to complete the prescription. They are
signed from the shopping cart that opens up the signature window and requires the
prescriber to enter their password. Any issues with the prescription will come up with a
message and need to be resolved prior to proceeding with the order, e.g. of issues — no total
volume entered, no rate entered, mandatory form not completed (see below section on
‘Finalising the order’).

14.2.2 Prescribing: Things to Remember

» When using ‘Modify’ parent order for some medications, it creates an additional
dose

NOTE: DO NOT USE the ‘Modify’ action from the parent order. If changes need to be made

Discontinue the order and prescribe a new order.

= When using Modify to change comments section (eg ‘titrate MAP to..."), the prescriber
needs to ‘Sign’ for the modify action.

» This creates a ‘Issue’ of ‘Doses are running or initiated’ = Select ‘View and
Acknowledge’.

= This brings up a pop up box with a warning that doses are currently running, if you
proceed with modify action the system will apply a stop action to the running dose.

= Select ‘Do not Stop’ action from the pop up Warning window

= The decision to modify the titratable MAP or any comments that get added / modified
MUST be communicated to the nurse / relevant clinician, so that they can action it. An
entry should also be made in the progress notes.

(If the prescriber selects ‘Stop’ a second order is created for validation on the dose take list

and from the cardex view - The nurse will then be prompted in the ‘dose task list’ to ‘stop

noradrenaline’ and then to ‘Validate a new dose’)
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€ signature Review

= View and Acknowledge "2 Defer action ¥Z  Discard action

iew and respond to the issues as needed to proceed with signing the action(s).

Action Issue Response
Warf: D mg PO 16:00 Modify B2 No Issue
Noradrenaline 6 mg IV Continuous Modify © Doses are running or initiated

Prescribing Arterial Line flush (i.e. 500mLs @ 3mLs/hr)

Arterial Line flushes should be charted by ICU doctors in the ‘Prescribe medications’ tab,
‘Sodium Chloride 0.9%, 500mLs, Intra-arterial, rate of 3mL/hr’. Should also include ‘venous
option for CVP transducers and other venous routes with a flush device.

NOTE: Currently whilst the Alcohol Withdrawal Scale (AWS) is in the eRIC database the
standing orders for sedation per score is not available on eRIC. This causes an issue with
dosing of sedation as current practice is that an indication is documented as ‘per AWS’
Standing sedation orders should be prescribed as Titratable PRN orders. If the drug is
Diazepam (for example), it can be prescribed as a ‘Titratable PRN’ medication with
indication being AWS— use the process outlined above in (page 125) and enter in
comments box to administer as per AWS policy.

Ordering electrolytes with diluents.

When ordering electrolytes in diluents, the Doctor must create a new order of the actual
electrolyte. Adding a diluent is optional (as the nurse may administer the electrolyte in the
burette of the already running maintenance solution). Doctors should not prescribe a
diluent (e.g. 0.9% NaCl) AND then list electrolytes in the Comments section of the
order.

Ordering Calf Compressors and anti- thrombosis stockings

Medical/Clinical Staff can use the Ordering window and the orderable is ‘Apply/Check Anti-
embolism Device/stocking’. Type ‘apply’ in the order entry component to bring it up as an
option to select. It will be set as a 6 hourly Nursing task to ‘Apply/Check Anti-embolism
Device/stocking’

e Create Order For: Samuel Burgess, MR number 416350
Allergies/ADR /.

Orderable CIAP

Q) ¥ | Apply/Check Anti-embolic Device/Stockings v Q :j | PRN |

Route Body Site -
Select Route ¥ || Select Body Site v 6 hrly (00:00 06:00 12:00 18:00) v

Start

Next Scheduled Dose v

End

No Time Limit v
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Use the Comment Box to enter the ‘Indication’ for the prescribed medication.

Brand Names

= BRAND names will only display in the ‘Order Details Window’. They will not display in
Prescribe medication view, Administer Medication Cardex view or in Dose & Task List.

Example — Prescribing Oxycontin MR Tablets PO 12 hourly

A, Additional Information <5 Allergies/ADR 4

Qrderable CIAP
ﬁ ¥ | OxyContin MR Tablet (Oxycodcne) v | Q @ ‘ PRN

Dose Form Route Body Site Specify
MR Tablet L PO v Select Body Site L | A Set interval v 8 hour L
No Infused Over v Ej Additives E Diluent

on, ct folume C

OxyContin MR Tablet (Oxycodone) Q,a v 10 mg (10 mg) - 0.35 mg/kg/day (30 mg/d...

Dose Rate Rate Total volume Infuse ove

Start Co el
Now v

End
No Time Limit v

ight : 85kg  As of 24/02/2017 1.57 PM Fr

ation Name:

Save & Create New | QEEVCR RelE

Administer Medication Cardex View and Dose & Task List View (does not have the BRAND
name details)

1

Y ‘P\Iul Releasel ‘Ul(m:t\ve) ‘ |

€ Menu Nursing Medical Add Progress Notes Dose & Ta Clinical Events Help & Re

Clinical Graph

Input/ Care Plan Prescribe
Overview | Overview

| Vital Signs % Ventilation % Neura / Pain Output S |

44 4 Goto ~ PP

fel =

_ .

Cancel Action ot = Properties
Drag a column header here to group by that column
Orderable Start Time & Quantity/Volume Route Frequency | Dose Rate Dose Status | Order Comment
8 Nutrison Protein Plus Multi Fibre ... 1.000 mL NG Continuous 20 mL/hour Late
5 Fentanyl 00 microg in 50 mL... IV Continuous 10 - 300 microg/heu... Late
[} sedium chlaride 0.9% 000 mL v Continuous 100 mL/hour Late 1400 - bolus 250mis 1417 - bolus 250ml L...
[} sedium chlaride 0.18% and Glucose 4% 1,000 mL v Continuous 50 mL/hour Late 1030hrs Give 250 ml challenge over 1 hour

0.5 - 20 microg/minu... Late Titrate to a MAP of _80___

J Oxycodone 03/03/2017 11.... mmediate
Pending
J Oxycodone 04/03/2017 03:... 10 mg PO every 8 hour Pending
Drag a column header here to group by that column
Orderable Start Timea | Quantity/Volume  Route Frequen... Dose Rate Dose St.. Order Comment PRN Indication
% Ondansetron PRN 4mg v every 8 h.. Pending nausea

Select All Late and Immediate -
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Use the ‘Order Details Window’ to check medication as this has the BRAND name details

Additional Information

Allergies/ADR

e
Order Details € Current Dose

] OxyContin MR Tablet (Oxycodone)

MR Tablet PO Select Body Site

No Infused Over

Medication/Product Quantity/Volume Concentration Daily Dosage
OxyContin MR Tablet (Oxycodene) <8 10mg (10 mg) - 0.35 mg/kg/day (30 mg/d...
Date And Time 03/03/2017 10:49

No Time Limit

Dosing weight : 85kg  As of 24/02/2017 1:57 PM Free Text Medication Name:
Created on 03/03/2017 10:49, Ordered by: Sharon Shu v

14.2.3Prescribing Blood and Blood Products

= The Medical Officer needs to follow a specific workflow to prescribe Blood Products which
is slightly different to how normal medications are prescribed. The volume of the red cell
unit or FFP unit is not known until the product arrives in the unit, therefore the rate cannot
be prescribed in the prescription.

= Each separate bag is prescribed as a separate dose allowing each to be checked and co-
signed individually as per policy.

Work Flow for Blood and Blood Products
Select > Prescribe Medications tab = click the Prescribe Fresh Blood Products button.

Sreqcrips Fresh Bicod Prodecs
armern

) Prescribe Fresh Blood Products and Albumin (Adult)

Fresh Blood Products and Albumin Cell Saver Blood

Platelets  Fresh Frozen Plasma | Red Cells Washed
1 Unit 1 Unit 1 Unit

If multiple units are required please wse this guide
Platelsts Fresh Frozen Plasma Cryopredipitate Cryo-depleted Plasma Red Cells Washed
Multiple Units Multiple Units Multiple Units: Multiple Units Multiple Units

Albumin 20% Albumin 4%

O/

Better patient By clinicians, One solution
outcomes for clinicians across NSW




eRIC User Guide — Module 4: Medication

= To prescribe 1 unit of red cells - select the Red Cells 1 unit button. This will result in the
Order Entry window opening with pre-defaulted information

= [f more than 1 unit of any blood product is required, check the instructions by clicking on
the yellow button ‘If multiple units are required please use this guide’

. AGGIIONAL INOIMAYON. + ulAISIRIERADR, -
DO NOT try to change the
number of units as you will not PRN
Route be able to sign this order.
Please see on

rderabl
ed Cells (Units)
1 =
bottom arrow.
Set Dose and Rate L) Additves | Diuent
o Jestts3 /Dy

Please enter the number of units required to be
transfused into the “Specify number of doses” field_

Intuse over

dlluent when validating the dose,

-] ]

= NOTE: The units are prescribed as ‘Number of Doses’ (see below). Therefore, if you want
2 units, specify this in the ‘Specify Number of Doses’ section as 2

= The dose rate for blood products is selected to determine the duration to infuse the blood
product. For example, if 2 units are required and dose rate selected = 1 unit per hour,
then 2 units will run over 2 hours

= The order is prescribed in units, with no volume defined, as the volume is unknown at
time of prescription

= The nurse will enter the volume at time of dose administration.

4 Additional Infermation_s Allergies/ADR -
Orrderable CIAP
¥y | Red Celis (Units) v a | PRN
Dose Form Route Body Site
Infusion. b v v Select Body Site | * || # Continuous A
Set Dose and Rate o Ei || Additives .1? Diluent
Red Cells (Units) o 1 Unit(s) - Unit({s)/Day
= | Dose Rate Rate Total volume £ Infuse over
Start ? MURSE: Please add a "Bload Preduct Volume® diluent when validating
Maor - the dose.
nd Specify number of doses PRESCRIBER: DO NOT try to change the number of units as you will
Mumber Of Doses - 2 ‘j not be able to sign this order.
As of 12/07/2016 3:13 PM
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Example of prescribing 4 units FFP:

= Click on Prescribe Fresh Blood Products and Albumin button - click on Fresh
Frozen Plasma Multiple Units button

= This opens the order entry window — select ‘Number of doses’ to be 4

= Select Dose Rate of 2 units/hour (meaning each unit will run over 30 minutes)

= When order is complete ‘Save and Close’

= Medical Officer to sign for order prescription.

Administering FFP 4 units:

= Go to Administer tab view

= Right click on the due dose of FFP

= Select Validate — this takes you back to the order entry window

= Perform the safety checks that are routinely done when administering blood and blood
products

= Enter the total volume for that unit as displayed on the FFP flask — this is done by the
nurse entering a ‘Blood Product Volume’ diluent for that unit

= Co-sign order and close this window.

— Additional Information Notes. Allergies/ADR
Order Details @  Current Dose -
Crderable CIAP o
= Fresh Frozen Plasma (Unit(s))
Dose Form Route Body Site
Infusion. || v v || Select Body Site X . | 12/07/2016 23:10 a| >
=] 43| Copy products Additives
Fresh Frozen Plasma (Unit(s)) «it 1 Unit(s) 0.005 Unit(s) / mL -+
Blood Product Volume P 200. | mL - & |+
B | Dose Rate Rate Total volume Infuse over
2 Unit{sh/hour 400 mL/hour 200 mL 0.5 hour

Order Summary Order Comment
MNURSE: Please add a 'Bleed Product Volume® diluent when validating the
dose.

Frequency: Continuous  Start: 12/07/2016 2310 Stop: 4 doses

PRESCRIBER: DO NOT try to change the number of units. as you will not be

: 80kg 12/07/2016 3:13 PM

Doselog | | H | | ¥, m E;-“'—i

14.2.4 Enteral Feeds

Enteral feeds are also prescribed from the medication order entry window. The desired feed
is chosen as the orderable, the route (such as NG) selected and the desired hourly rate of
the feed is also selected. Bolus feeds can also be prescribed by selecting the appropriate

Ll .. ss—————————————
\ < Allergies/ADR -

Orderable Clap

= - i i Ei\ hd Q [ _PRN |
Dose Form Route ody Site

Enteral Feed - || na - |l select Body site ~ | (=] Continuous -

) [ | | adaitives Diluent
= a 1.000 mL — 12 ml/ka/Day (960 mi/Day) &

= |Rate Total volume 12 miskg Day) Infuse over

40 mL/hour 1,000 mL 25 hour

oraer oo | (ECEEN RN
N\ 7N\
/[ & \\ / 7 \‘
) ‘ ) \ y
\ ) \ L) 145|Page
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14.2.5 TPN Orders

If the ‘Prescribe TPN Products’ button is selected from the Prescribe Medication view, the
appropriate hospital must be chosen which links to the local hospital TPN Templates (as

below).

." ’i
>
‘us

Clinical
Ovenview |

[Pt Release  [o6tactve) )

Add Progress Notes

Nursing Medical

Graph

Input /
Overview

| Vital Signs Output

| Actions awaiting signature

F Medications

Gentamicin
TBD mg,IV, 16:00,Injection

Sign Now!

Midazalam 1-

[Aterts] | [D.0.8: 0] |

Dose & Task List

Care Plan

Interventions Notes

90 100

Prescribe Fresh Blood Products
and Albumin

Progress

Clinical Events End of Life

Prescribe
| Medications

Radiology

Titrate

Administe;
i Medications

Medications

110

Prescribe TPN Products
{

& TPN Prescription - Choose your Department [Adult]

x

o Samuel Burgess - TPN - STG

[ ¢l

. 31/12/2016 :34 | 4 ¥ | Sx| None Sharen Shunker / PMB-ICU

TPN - St George Hospital

-||-P{N glt (triple phase with electrolytes) (SMOFKabiven)
nu.

{ Select local hospital
TPN Template

Clicking the Prescribe TPN
button will open the order

Lentry window

Orderable

)

¥ | PN Adult [SMOFKabiven] (triple phase with electrolytes) | ¥

TPN Adult [SMOFKabiven] (triple phase with el (a

Dose Rate = | Rate

Start

Now hd
End

No Time Limit v

Dosing weight : 70kg

As of 29/08/2016 12:56 PM

Dose Form Route Body Site
Infusion. v || 1v ¥ || Select Body Site
Set Dose and Rate v | | B |D_“
Vledication/Product Quantity

Q

- 4]

2436 mL

Continuous

centration

Total volume

2,436 mL

\___Additional Information 7\ Allergies/ADR ./
v
4% | Additives Diluent
Daily Dosage
mL/Day o
Infuse over
ee Text Medication Name:
=

?

L

S

One solution
across NSW

By clinicians,
for clinicians
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TPN Additives

AR G TANGN g AUMORRRIADE,
Owlerable |
Wy v slements von Comest) (EXP HSEVTA Dlmatbs » a | O PN
DChorsr Frewny Route Body Sae
Select Boddy Site | T || CfiLifrser
St Dioei dosedl Rl | B = & | Aadaree Cubuena
€ R
a R .
Use Additive button
to add Trace
. Elements'to TPN
Emdl k
s T Limat
THORSN0LG 12 P

= For TPN bags that are custom made at site: Enter the orderable ‘TPN Adult Custom’ with
a unit of ‘Bag’ The prescriber would need to individually add in the Additives and their
guantity

= Upon checking and validation, the nurse would see the full details on the Order Details
Window, this will facilitate their checking of the TPN bag label.

14.2.6 Prescribe Medication Tab Order Timeline View

All the prescribed medication orders can now be viewed in the prescribe medication view.

Units of measure

‘.\I Running dose

F - t' = Parent Order ottt —_— (\[ Pending dose

L

w

Administered
dose

The prescribe medication view enables clinicians to view and manage the treatment plan of

a patient. The prescribe medication tab displays the following:

= Parent Order Plan - the left column of the view displays the parent order plan information,
including the orderable name and order plan details

= Current/ Future Doses - doses associated with each order, in ‘Current’ or ‘Pending’
status

= The right column displays the prescription’s unit of measure
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= Running Doses - a background light coloured bar indicates running doses (e.g. a green
bar indicates a currently running dose, a striped bar indicates a running dose that needs
to be commenced).

If the medication order needs to be altered from this view, it can be done by right clicking on

the required medication in the ‘Parent Order’ (to change the entire order).

=

P [Pitot Release | [06(Active) ] | | |

.

Menu MNursing Medical Add Progress Motes

Clinical

Graph
Overview

Owverview

Input

Meuro / Pain Output

| Vital Signs Ventilation

.4 21:45

<44 - >
Lol 2100 - 2= 000

" Actions awaiting signature Sign Now!

a Medications

Gentamicin
TED mg, IV, 16:00 Injection

Midazolam '
50 mg, IV, Conti Renew

Paracetamol Discontinue : 1,000
1,000 mg, PO, & Mark as error i <>
PCA Fentany Withh Ord
96 hour,IV,Co e h = s s e
Reschedule =

arfarin
TED mg,PO, 16 Log

View

’ PRMN Medications

OR, right click on the ‘Dose’ to change just the dose.

IPi[m RE‘!E‘BSE‘I [-GE(Ac:twe} | | 1[ | [Alerts.: | |_D.D,B: 0 | |

Menu MNursing Dose & Task List Clinig

Care Plan
Interventions

Clinical

: Graph
Overview

Chverview

Input /

Progress
Qutput

| Wital Signs Notes

44 4 Goto ~ >0l

Prescribe Fresh Blood Progucts
and Albumin

M Medications

Gentamicin
TED mg,IV, 16:00,Injection

T6D TeD

Midazolam
50 mg, IV, Continuous, Injection

L-10 .
P AL AIEL LT IS

Paracetamol 1,0001,000 1,000 198
1,000 mg,PO,every 6 hourTablet > >

TSI ES TS TITTATI T I TITIITS

boo 1,000
<&

6 16:00 Stop: Mo time limit
PCA Fentanyl Background ... 96

96 hour, IV, Continuous L

Dose Details
Gentamicin Injection TED mg

At 7 mg/kg/day

IV Administration time: 16/07/2016 16:00
Dose Status: Pending

Preparation Status: Not Prepared

arfarin
TBD mg,PO, 16:00,Tablet

u PRN Medications

u Fluids/Blood Products

NOTE: right clicking on an individual dose only changes that particular dose, and the parent
order will NOT change.

It is recommended NOT to use ‘Modify’ to change a prescription. Only use Modify for

prescribing the Dose for TBD medication and if the prescribed ‘Titrate to MAP’ for inotropes
and vasopressors needs to be changed
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Withhold Order / Withhold Dose / Release Withheld Order
The clinician can choose to withhold an entire order which will withhold all future doses OR
the clinician can withhold a dose.

Fentanyl 40
500 microg,Iv, Continuous, Inject...

'15'33”” i Withhold Order — this is done by
right clicking on parent order in the
P ‘Prescribe Medication tab view.

Log

View

VTE Purpose

Fluids/Blood Products

Sodium (hlorlde 0. 9% 100
1,000 mLIV, Continuous,In fusion. I

500 microg, IV, Continusus, Inject

Withhold Dose —this is
done by right clicking on
e the dose in the Prescribe

M S Medication tab view.

\ Preparation Status: Not Prepared

Heparin
5,000 Unitls), Subcut, 8:00, 20:

Paracetamol
1,000 mg, NG, QID [06:00 12:00 ... <>

[Paracetamol
1,000 mg,PO,Once Only, Tablet

Sodium chlori deCE
1,000 mL,1V, Contin

on.
_

Itis displayed as a cross out for that dose:

mMedications

Fen tanyl i
S00 microg, IV, Continuous Inject.. _ -
Heparin 5,400
5,000 Unitis), Subcut, 5200, 20:... ‘{3

An order that has been ‘Withheld’ can be released by right clicking on the parent order and
selecting ‘Release’. This, like all medication related actions, will need to be signed for by the
clinician.

€ signature Review E]
"2l Defer action *7  Discard action
Si e r ication required.
Description Action Issue Response
Vancomycin 1 g IV Once Only Release Ed Mo Issue
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Modify Action

= NOTE: DO NOT USE the ‘Modify’ action from the parent order. If changes need to be
made, ‘Discontinue’ the order and prescribe a new order

= Only use ‘Modify’ to make changes to comment box instructions or to prescribe dose for

TBD medication

ToToreTTeT T

4 mg,IV, Continuous,Infusion s

Moradrenaline
& mg, IV, C =

lllud -
Renew K

Discontinue

e
i Withhold Order
’ Flui

Red Cellg
1 Unit(s],

Sodiirn chlaeidas O G085 100

= When using Modify to change comments section (eg ‘titrate MAP to..."), the prescriber
needs to ‘Sign’ for the modify action

= This creates an ‘Issue’ of ‘Doses are running or initiated’ — Select ‘View and
Acknowledge’.

€ Ssignature Revil w

®.  View and Acknowledge "]  Deferaction *J  Discard action

Please review and respond to the issues as needed to proceed with signing the action(s).
Description Action Issue Response
Warfarin TBD mg PO 16:00 Modify & No Issue

Noradrenaline 6 mg IV Continuous Modify © Doses are running or initiated

= This brings up a pop up box with a warning that doses are currently running, if you
proceed with modify action the system will apply a stop action to the running dose.

= Select ‘Do not Stop’ action from the pop up Warning window

= The decision to modify the titratable MAP or any comments that get added / modified
MUST be communicated to the nurse / relevant clinician, so that they can action it. An
entry should also be made in the progress notes. (If the prescriber selects ‘Stop’ a second
order is created for validation on the dose take list and from the cardex view - The nurse
will then be prompted in the ‘dose task list’ to ‘stop noradrenaline’ and then to ‘Validate a
new dose’)

Please review and respond to the issues as needed to proceed with signing the action(s)
Dascription Action lssue Response
Warfarin TBD mg PO 16:00

Noradrenaline 6 mg IV Continucus

top action to th
..

to proceed;

2 actions awaiting signature, 1 actions ready for signature O actions deferred / discarded Sign Now! Sign Later
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14.3 Administer Medications

Nurses can use the ‘Administer Medication’ tab view to view the medication doses that need
to be given and those already given. The Time Interval selected will determine what is
viewable on this tab view (e.g. screen shot below shows a 6 hour time interval).

Refresh Heln & Renarts

= Immediate Status

[Active user: Kaye wittiams | | STG-1cu1 | [status: Admitted | |

Medications have to be checked with the 5 Rights of Drug Administration from the ‘Order
Details’ Window, prepared and administered. Once they have been administered the
medications then have to be validated (this is the eRIC terminology for signing that a dose
has been given).

Validating a Dose - this can be done in two ways:

1. From the Dose & Task List- this is opened either by cloicking n Dose & Task button
(main menu bar) or via Messages (flashing red) > Doses, tasks and actions waiting to
be validated button

2. From the Administer Medication tab — Cardex view

14.3.3 Doses, Tasks and Actions waiting to be validated

Medication doses and tasks that are due can be viewed from the ‘Dose and Task list’, which
is opened either from the ‘Message Centre’ or ‘Dose & Task’ button (Main menu bar)
= Message Centre: Located on the bottom left hand corner of the Status Bar. If the Indicator
is flashing red it means that there are pending or overdue doses or tasks to be validated
with an immediate or late status:
# Late Medications (the grace period is over) are in ‘Red’
* Immediate Status medications (in the grace period — one hour before and one hour
after) are in ‘Green’
#* Pending Medication (due in the future) are in ‘Blue’. PRN medications will always be
pending
= Opening the Dose & Task List - Clicking on the ‘Doses, tasks and actions waiting to be
validated’ button opens up this window OR use the ‘Dose & Task List’ menu
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= Dose & Task List available actions include: Validate, Modify, Marking a Dose as Not
Administered, View Dose.

= Doses, tasks and actions waiting to be validated

|-Active user: RM Lara Sirnnns-

- : .> , # Late Y
Y e 19/05/2016 16:.. 5,000 Ut & 1 4007 # Immediate

In the future

) Ondansetson PN amg v 105 (080 Pending PRN
Medication |
Sefect ANl Late and Immediate " ote
d

14.3.4 Process for Administering Medications

NOTE: Use the ‘Dose & Task List’ to view which medications are due to be administered

= Select the medication by ticking the check box. Open each medication individually and
check the ‘Order Details’ by ticking the check box

* From the ‘TOOLBAR’ at the top of the ‘Dose & Task List’ window select ‘View'.

Medication with Immediate status Medication with Late status

= NOTE: Selecting ‘View’ will open up the ‘Orderable’ window. This defaults to the ‘Current
Dose’ view — SELECT the ‘ORDER DETAILS’ window to check dose details > Perform
the 5 Rights of Drug Administration - Prepare the dose = Administer the dose
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/ Allergies/ADR /|

Select Body Site BD (08:00 20:00)

Quantity/Volume Daily Dosage

od 30mg (30 mg)

[ 3. Right Ro

Selected dose of the day on 19/12/2016 8:.00 PM

No Time Limit

5. Right Dose
Free Text Medication Name:

Created on 19/12/2016 13:06, Ordered by: None Diane

= Once the medication has been administered — it needs to be signed for. This is called
‘Validate’ in eRIC
= Log back in — open the ‘Dose & Task List’ — Select all the medications that have been

administered > From the ‘TOOLBAR’ at the top of the ‘Dose & Task List’ window select
‘Validate’

Dosing weight : 70kg
As of 29/08/2016 12:56 PM

St A3 Lite 30 bmmnechate u

NOTE:

= Use the Current Dose Window to sign for administration
= Recheck all the drug details that you are signing for

= Check time of administration is correct

= A second nurse /doctor must co-sign, if required.
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About the Current Dose Tab

= Contains details similar to the order entry window.

=  Administration time is the scheduled time when this dose is due. If the dose is not being
given at this time it should be changed to reflect the time you are giving the dose at.

= Dose comment can be used to enter comments for this specific dose.

= |fitis a titratable medication the current rate should be entered.

— T ) Psdss ,\-.m__
W4 Cumpns Doge

0 = ot g s
= — N

4= = )

SO iy +

e e +
Ensure correct R Co-sign by second person
Administration Time (who performed the check)

is entered entering their username

and password

Diluents

= Certain IV medications may require a ‘Diluent for Reconstitution’ or a ‘Diluent for
Administration’

= The Diluent does not need to be specified at the time of prescribing the medication —
Choose ‘Select Diluent and Infuse over Later’

» The clinician administering the medication will usually prepare the medication following
the unit’s protocol

= Diluents can be entered into eRIC at the time of Validating the order

= Most often, the Diluent for Administration will be entered during validation and used to
calculate the Total Volume

= The Diluent for Reconstitution is not mandatory to enter.

Diluent for
Administration

Diluent for L--

Reconstitution
mandatory)

I e |
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NOTE: Alternatively, the medication may be added to the burette of the already running
‘maintenance fluid'. In this case, there is no need to enter a Diluent for Administration. Adjust
the rate of the maintenance fluid during medication administration on the ‘Titrate Medication’
tab.

Example: Administering KCL 10mmol/20ml in 90ml 0.9% Sodium Chloride (total volume
100ml) over 1 hour - using a burette with maintenance fluid 0.9% Sodium Chloride running at
50ml/hr. The rate of maintenance will need to 1 for that hour and run at 100mi/hr.

At time of validating the administration:

= Remove the Diluent for Administration

= |n the Diluent for Reconstitution section- add in ‘Pre-Mixed Solution’ with volume 10ml

= The Infuse Over section should be to administered over 1 hour.

= |n the Titrate Medication tab, the rate of maintenance fluid can be increased to 100ml/hr -
as KCL 10mmol was added to 90ml of 0.9% Sodium Chloride in the burette to infuse over
one hour

= Add a comment to Change Dose/Rate box to indicate why the rate was increased for that
hour.

Order Suommary

Ranr

Change DoseRate to:

Add Diluent for e Jiose
Reconstitution
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14.3.5 Administer Medication Tab Cardex View

The Administer Medication tab is displayed in a tabular format called the ‘Cardex view’. Each
dose is displayed in an individual cell, as an icon with a distinctive background colour
indicative of its given / due status.

Status ;?2'::::
Pending O
Immediate “
Initiated &)
Validated (Done) =
Late n
Expired u
Withheld Kl
Not Administered u
PRN S

Immediate doses are indicated by the colour green and late doses by the colour Red. These
can be validated.

To validate a dose from this tab, follow the steps: .
Right-click the cell containing the dose; a menu opens. [

This menu has two options:
General and the time of the specific dose.

Select the time of the dose; a sub-menu opens.
Select View Order; the Current Dose
[administration dose entry] window opens with the
dose details filled in and the details of the order
plan the dose is associated with.

NOTE: Go to the ‘Order Details Window’ —
perform the 5 Rights of drug administration -
prepare medication.

Log out - administer the medication

Log back in — Right click the dose

Select the time of the dose; a sub-menu opens.
Select Validate - the Current Dose [administration
dose entry] window opens

NOTE: Ensure all the details of administration are
correct

Gastrolyte
Insulin Neutral Hu...
Morphine

Ondansetron

{2} PRN Medications

Validate

Modify

Withhold Dose

Mark Not Administered
View Dose

Mark Prepared

Mark Prepared Validate
Dose Loa

View Order

Order Log

Co-sign the dose (this is the term for obtaining a second signature) Click Val. And Close;
the Validate window is closed and the dose is displayed as validated on the Cardex view.
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Cardex available ‘Dose’ actions include:

<4 4 Goto ~ >IN

{%} Medications

Cephazolin

Validate

Modify

Withhold Dose

Mark Not Administered
View Dose

Mark Prepared

Mark Prepared Validate
Dose Log

{2} PRN Medications View Order

Morphine Order Log

Naloxone

Right Click:

Validate: to document that you administered a medication, with the date and time, dose
details and co-sign if applicable

Modify: modifying a dose enables you to edit an individual dose (dependent on user
permissions)

Withhold: you can withhold a dose that has not been validated yet (e.g. a dose was
withheld because the patient was scheduled for surgery). A dose with a withheld status
can still be validated if there is a change of mind

Marking a Dose as ‘Not Administered’: a dose can be set as Not Administered when a
dose has not been physically administered - such as the patient was vomiting and could
not tolerate their tablet. A dose marked as Not Administered can still be validated if there
is a change of mind

View Dose: the user can open the dose and view the details in a read only format

Dose Log: the user can read a chronological log of the actions performed to that
individual dose.

14.3.6 Completing Administration of Medication

Once all the details are completed, the medication, if required will need a co-sign to
complete the validation.

Co-sign for administration

Co-signing is always enabled, and is mandatory for some medications according to NSW
Health Policy and legislation. The person who is co-signing must enter their user name
and password

Only users with the appropriate permission to co-sign will be able to co-sign. Permission
settings will be pre-customised

For the dose actions where co- signing is mandatory (e.g.Validate and Initiate), the user
will be unable to finish the action without a co-signature

NOTE: The ICU clinician (Doctor / Nurse) who has checked the preparation and
administration of the medication must enter their user name and password to co-sign
Once all the details have been completed in the dose entry window the user can click Val.
And Close to validate that the dose has been administered.
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Example of ‘Validating’ a dose of Cephazolin

Additional Information Notes Allergies/ADR.

Orderable clap )

b Cephazolin |
Dase Form Route Body Site

Injection v n b Select Body Site v . 14/07/2016 14:00 - A

o] &4 | Copy products Additives 4F | Diluent
= Enter Diluent
Cephazolin e 8 | In 10 mL Water for Inje 1g 9.0909.0
Sodium chioride 0.9% 2 - 100 mL = = for
administration
Dose Rate Rate Total volume g |Infuse over

1.000 mg/hour 110 miL/hour 110 mL hour v
Order Summary Order Comment

;reql..lenqﬂ 8 hrly (06200 14:00 22:00) Start: 10/07/2016 0600 Enter Infuse over

top: Mo time limit

time period
- Bkg
f 24/05/2016 JSZ AM
Get the clinician who is
checking the Co-sign user: | yURsE Passward: El ]
administration to co-sign ; Doselog | | | |, E |

= Open the ‘Dose & Task List’

= Select Cephazolin Dose to be Validated

= Select ‘View’' — use the ‘Order Details Window’ to perform the 5 Rights of drug
administration

= Prepare and administer the dose

= Log back in and re-open ‘Dose & Task List’. Select ‘Validate’

» Re-check all the details in the ‘Order Details Window’. Use the ‘Current Dose Window’ to
enter all relevant administration details

= Get an authorised clinician who has witnessed the preparation, checking and
administration to co-sign the administration of the medication

= Click the ‘Validate and Close’ button.

Validating Blood Product Administration

e Additional Information
Order Details €@ | Current Dosa

cap
LS Rad Calls (Units)
Bod
Red Cells (Units) a 1 Unit(s) 24 Unit(s)/Day
1 Unit(s)/hour 1 hour W
r 1d a ‘Blood Product Volume' diluent when validating
And Tin o: & AdditiznalInfomason Notes Muiaﬂ}ﬁ
RIBER: DO NOT try to change the number of ur you will not be

wumt > sign this ord

e ght : 70kg v t Medication Name:

As of 29/08/2016 12:56 PM Created on 02/01/2017 10:41, Ordered by: None Sharc

» The standard checking procedure for checking blood products and Patient details MUST
be followed

» Goto ‘Dose & Task list’. Select Ordered Blood Product = click View = check the Blood
Product Prescription details from the Order Details window

= Click on the additional information button for more information on administration of blood
products

= After product administration is commenced, reopen Dose & Task list 2> validate the
administration.
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Validating Rate Titration Orders

When the dose entry window opens for a rate titration order (such as a fentanyl infusion)
the corresponding Dose, Rate and Infuse over fields that hold a range in the order entry
will be empty

Check the order details window for prescribed ranges for titration, check the comments
box for specific instructions on titration e.g. Titrate noradrenaline to keep MAP >70mmHg
or Titrate Propofol to keep RASS -1 TO +1, titrate Fentanyl to keep CPOT < 4

The clinician needs to enter the starting rate in the ‘Rate’ field (Rate changes can be done
from the ‘Titrate Medication’ tab - see section on Titrating Medications)

Validation for Infusions is at the time of commencement of a hew syringe or flask — the
change of rate will be done from the titrate medication tab view

The system will warn the administering user when documenting a value outside of the
range set and require the user to document a reason for this discrepancy

The order detail window and dose views will display these ranges as well as the order
and dose logs.

When administering an infusion
which has a rate titration range
prescribed, at the time of validation
the clinician needs to enter the
I current rate of the infusion

P — This will automatically
DoseBate 5 - 1) microghos Rate 05 Tomibowr be calculated once the
If a rate is entered which T infusion rate is entered
is outside the prescribed Order Summary box shows information
range in the Order Plan - )
the user will be notified entered by the prescriber relatingto
titration ranges._ Use the ‘Order Details

Window' to view the complete order ey | B [0 [ i Carnd L

Validating a Withheld Dose OR a Not Administered Dose
A dose with ‘Withheld’ status OR a ‘Not Administered’ status can be updated and validated if

necessary. For example, a dose was withheld because the patient was scheduled for

surgery, however, later on the surgery is cancelled, so the withheld status needs to be
updated and the dose administered as planned.
To validate a witheld dose, follow the steps below:

= Via the administer medications view, Right-click the dose that was set in ‘Withheld’ OR

‘Not Administered’ status, and select Validate; the Override Withhold window opens
Enter a reason for overriding the action
Click [OK]; the override reason is saved.

€ Override withhold Free Text Medication (mL) 10 mL %

Reason to override withhold

None -

Comments:

IWC has been resited

oK Cancel
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Dose

Resolve Adjust Future Start Times Co-Sign All Defer

Administration Issues Window

o Dose Administration Issues

'Some of your doses and/or running dase actions could not be validated.
Please respond to the issues below.

q

Description Start Time Issue Issue status

Cephazolin1 g 14/07/2016 14:00 Missing data

Missing validation co-sign

0 doses andior running dose actions were validated. 1 awaiting validation

Cancel

If there are any issues when validating a dose the ‘Dose Administration Issues Window’ will

open and allow the user to resolve any issues that are preventing the action to be

completed.

= [ssues include: a missing mandatory co-sign, missing administration data, attempting to
validate a dose that is scheduled too far in the future or a dose that requires an allergy
alert to be resolved.

= The user can select the items individually and perform relevant actions on the issues:

1.

2.

Resolve: the dose entry window will re-open and allow the user to make the
necessary adjustments. This could also be the Allergy alerts window

View and Acknowledge: enables the user to review details of the issue, acknowledge
that they have seen the details and have decided to proceed anyway

Adjust Future Start Times: when attempting to validate planned dose(s) or task(s)
where the start time is in the future, the Future Doses window opens on top of the
Dose Administration Issues window. Users can adjust the times of the doses to ensure
they are not in the future and therefore can be validated

. Co-Sign: if the dose requires a co-signature, the user can co-sign for individual doses
. Defer: enables the user to postpone the signing action, which means that particular

dose will not be validated

Validating TBD Variable doses

Clinical

e — — Prior to administration of
pClinicaly oSreER ) vital Signs Wy Ventilation Wy Neuro / panty g‘lﬁ;‘u{ RRT are Plan /Ny Pro the Val’lab|e (TBD) dOSG
T - » the doctor has to go the

Prescribe Medication
Order Timeline view =

: L. . Prescribe Fresh Blood Produ
Actions awaiting signature g o ey et

o omtmaous njection SIS Right click the medication
2L 00 20001 - select Modify >
e egecton ¥ e Do St 20/02/2017 1600 St enter the dose = View
Vi 2 Morming 8001t o and Acknowledge the
M .| ‘Modify Action’ in the

| TBD mg,PO, 16:00,Tablet ¢ PO Administration time: 20/01/20;

Insulin Neutral Human

=: Pending

Dose Issue Window

BD
6:00
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= The nurse will view, administer and validate the medication at the due time from Dose
and Task List

= Go to ‘Dose & Task list’. Select Ordered TBD medication = click View - check the
details from the Order Details window

= After administration, reopen Dose & Task List - validate the administration.

Allergy Alert Window

Allergy/ADR Alert

! \-. Potential Allergy/ADR or Intolerance to Alprazolam AN

Warning:  The patient may be allergic to or intolerant to a component in this order.

Warning Bar to indicate the

Order: Alprazolam " Displays the order in which severity of the potential
Starttime:  19/01/2016 at 12:57 PM the patient has an allergy/ADR or intolerance
Status: Unsigned action

allergy/ADR or Intolerance

v

Allergies/ADR and Intolerances as of 19/01/2016 at 12:47 PM

Allergy/ADR or Intolerance Reactions Recorded Comments

e

Alprazolam (Medication) Agitation. Moderate — Details regarding the
potentially allergy/ADR or
Intolerance

To proceed, re-enter your password.

Comments: The action the user must take
to proceed with the
prescription

| Caeel athta |

If the user is attempting to validate a drug that the patient has an allergy to, the alert appears

in the ‘Dose Administration Issue Window’:

= Select ‘Resolve’ - upon selecting ‘Resolve’ in the Dose Administration Issues Window, the

Allergy Alert window opens

= Allergy Alert window displays allergen and intolerance items

= The Allergy Alert window for orders and/or doses displays the orders and/or doses to
which the patient has an allergy or intolerance, as well as details regarding the potential
allergy or intolerance

= A warning level bar in the top right corner of the window indicates the severity level of the

allergy
= Below the Allergies List, a message is displayed about the action you are allowed to
perform.

The user can add a comment to detail why they wish to proceed with the administration and

override the allergy/ADR or intolerance warning in the comments box; this is limited to 500
characters.

NOTE: The clinician will need to follow the department protocol if they wish to
continue to administer the dose with an allergy/ADR notification. NSW have

customised this to be a password re-entry in eRIC. The user who is logged in must re-

enter their password.
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14.4 Titrate Medication

This tab is useful to view validated and running doses, and to titrate medications. You can
only see doses that have been validated on this view - you cannot see future doses. You
cannot validate doses from this view either. The Titrate Medication tab is a timeline dose
display (called Gantt dose view). This displays doses as bars and diamond symbols.

fn 'J' [Piot Retease] [oatactve) |
g

{ Mem Nursing Medical Add Progress Notes Scores Dose & Task List Clinical Events Radiology Help & Reports

Plan Progress. Prescribe Administer Titra

Clinical Graph , Input/ Care Pla te
J e scnzpN entiztion N ane 4= RRT N pnferventions Y Notes | Medications Y Medications VL gl eliay

Overview | Overview Qutput
09:09

“ 4 - e 17/8/16
Sais = ) 102

{5 Medications

Fentanyl, IV 20 microg/hour 10 microg/hour
Magnesium sulfate, IV 2mmu\/huur — [
50 mg/hour

Pantoprazole, IV

Patassium chloride (mmoll, IV oimmoltraL

Fropafol, IV

|

{5} PRN Medications

40 mg/hour i 20 mg/hour 10 mg/hour 10 mg/hour
| E— [

[- 1>

{8} Fluids/Blood Products
Sodium chloride 0.9%, IV LD T PRI

m ) q
S

Sodium chloride 0.9%, IV

{8l Nutrition

o

Messages {EW| [Active user: Shan Swaminathan | [Current Patient Location PMB-ICU | [Status: Admitted | [Research Studies] . 18/08/2016 12:28

Performing Actions via the Gantt Dose View Right-click Menu
Actions that can be performed by right clicking on the running dose include:

." [Adut] [Bed - 06(Active) | [ J{ [Aterts: Other, Risk of pressure area, | (2= | (D
. [

Menu Nursing Medical Add Progress Notes Dose & Task List Clinical Events

Revise End Time & Volume

Prescribe Administe Titrate
1 Medications  Medications VLUSTSI0-25

Revise Volume Administered

“ 4 Goto - PP » Change Dose/Rate

{5} Medications Bolus

Stop

|

%) PRN Medications
3 .
{ c

rati
{8} Fluids/Blood Products Section

Some dose actions are applicable for running doses only. Therefore, the right-click menu of
a running dose will display some actions that are not displayed on the right-click menu of the
same dose in the ‘Administer Medication’ tab dose generated from an order plan.

|
L) |
lover: 10 Day(s) 10 hr(s), Administered infuse over: 4 Day(s) 18 hr(s) 23.08 min(s) -
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A Continuous Running Dose with Actions is displayed as below:

Change Dose Rate
(Increase)

Start Point

10 microg/hour

microg/hour

5,000 Unit(s)

[ Bolus Dose Resume
(Decrease)

L Change Dose Rate

Change Dose Rate

= Right click on the medication running infusion and select ‘Change Dose/Rate’ — this
opens up the change dose rate window

= Enter the new dose, or rate for the dose, in the Dose or Rate fields. When you change
one of the values- the other value changes accordingly

= |nthe Apply area, enter the required time for the change (you can either indicate a
specific time or select Now)

= Click [OK] to execute this action.

The top section of the
windowwill s how the
currentrunning rate,
user can enterthe new
desired dose rate

@ change Dose/Rate to: Fentary

100 mioroghour

General -
Rewise End 8 Wolume 1 00 microg 12:35 PM *
Rewise Wolume Administered W

Change Dose/Rate
Change Dose/Rate to:
Bolus

Stop Dose rate: hoo - Fmicroghour

Pause 3 Rate: 10 e mi/hour

100 micre-guhour

10 mil/hour

Mark Error

Rewis Apply-
WView Dose o
Wiew Section - - 14/00/2016 2:57 PM e

Dose L
o Comments:

Wiew Onder
Order Log

The usercanrightclickon
the running infusion they
wish to modify and select
fromthe dose action mer‘nu_/J
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Bolus Action
* The Bolus action enables you to record a one-off bolus for a medication infusion. This is
shown as an increased dose rate over a one-minute period.

To perform the Bolus action:

* Right click a running dose, and select Bolus; the Bolus window opens.

+ Enter the Bolus quantity and time

+ Click [OK] to execute this action.
The bolus is displayed in the Gantt as blue upward and downward pointing arrows i.e. a blue
arrow pointing upwards and a minute later as a blue arrow pointing downwards. The quantity
administered in the Bolus is noted next to the two arrows.

Enter the bolus amount needed, time will
default to the time selected via the curser,
this can be modified

Bolus graantity: 3 “ T mL

Time: we 15/07/2016 12:29 =

Comments: Phtient has increased pain -

The user can right click on
the running infusion they
wish to modify and select
from the dose action menu

oK Cancel

—
-~ The blue upward
P v T and downward

pointing arrows
indicate a bolus
dose has been

administered

Pause Action

The Pause action enables you to pause a dose. A dose that is paused can later be

resumed.

= To pause a dose right click the dose in the Grid or Gantt Dose view; the menu opens

= Click Pause - the Pause window opens with the name of the dose in the title bar

» Inthe Apply area, enter the time you want to pause the dose (you can either indicate a
specific time or select Now) ,then click [OK] to execute this action

= A paused dose is marked with an orange square at the end of the bar in the Gantt dose
view. When ready to resume right click and select Resume.

Enter the time the
pause will be placed,
time will default to the
time selected via the

Revise End & Volume N curser, thiscan be
) Fause Noradrenaline o
Revive Wolume Administered modified.
Change Dose/Rate Apply- /,/
Mow o
._ - 140172016 3:02 PM - -
Comments:
oK Close
The usercanrightclickon 1 mLU/hour [2 mL]
the running infusion they
wish to pause and select ——
fromthe dose action menu
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Revise Action
The Revise action enables you to edit the details of the dose via the Dose Entry window.

NOTE: Only use this if absolutely necessary. Unlike other dose actions, this action
affects the entire dose and replaces any data that was entered before the revision.
Therefore, it is important to note that this option is used for correcting mistakes in
entering the dose, and not for recording changes in the process.

All actions on the dose will be tracked in the dose log.

When performing a rate change on a medication infusion, if order ‘Revise’ function is used
by the prescriber to change the rate of the infusion of the Order — the rate of the whole order
(for that particular dose/ syringe /bag) will change to reflect the ‘revised’ rate . This will also
result in errors in the calculated infusion rate- so the order is incorrect and the fluid balance
will be affected.

The recommended solution: If using ‘Revise’ is absolutely necessary then the clinician will
need to use the ‘dose log’ to check the rate and changes that were made to that particular
order. They will then need to update the changes in a chronological sequence from the start
of that dose / syringe / bag to the current time when the ‘revise’ action was performed.

General »

Rewise Enel S Volsme T 500 microg 12235 PM * | The revise action will

Rewise Volume Administored open the details of the

dose window and allow

the user to editfmodify
them.

Change Dose/Rate
Bolus
Stop

-~ =y
The usercan right click on
the runninginfusionthey

wishto revise and select
from the dose action menu

Mark as Error Action

The Mark Error action enables you to mark a validated dose as an error, for example, if a
nurse validated a dose in eRIC however the dose was never administered to the patient, the
dose can be marked as an error.

NOTE: a dose that is ‘Marked as Error’ will disappear from the Cardex and Gantt view
altogether and can never be given again. A once only dose will have to be charted to
replace the dose marked as error or else the patient may miss a dose of medication.

To mark a dose as error:

= |nthe Gantt view, select the eligible dose you want to mark as an error. Via the right-click
menu, select ‘Mark Error’; a message window opens informing you that if you validate this
dose but did not actually give it, you should proceed with the ‘Mark Error’ action

» |f you click ‘Mark as Error’, another window will open

= From the Mark Error window, you can enter:
+ Reason for error — select from the list a reason the dose is being marked as an error
+ Comments - manually enter a comment about why the dose is being marked as an

error
# Click [OK]. The dose is removed from the view and will not be visible until the next
dose is due.
\ / \ \
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Message windowinforms you about
Revise End & Volume the consequences your actions will
Revise Volume Adminietacad have to ensure you wish to mark the

Change Dose/Rate 9 MetaVision doseasan error

0 You have selected to mark this dose 'Er
If you validated this dose, but did m
If you would like to change any of

Mark Error Revica Cancel

give it, proceed with "Mark Error’.
letails about this dose, select "Revise”.

9 Mark Error Red C

General » Reason to mark error

1 Unit(s) 8:14 AM * _ Marked as validated due to user error et

Comments:

' ) . b mistake made by nuring staff | -
The usercan right click on

the runninginfusionthey

wishto mark as error and X

select from the dose action
menu

Revise Volume Administered Action
The Revise volume administered action lets you revise the administered volume of a dose.

For example if the order is for 0.9% sodium chloride 1000m| and you only administer 300ml,
you will need to ‘Revise’ the volume administered.

Right click the dose that you want to revise; the menu opens.

Click Revise Volume Administered

The Revise Volume Administered window opens.

Select one of the buttons ‘Quantity Remaining’ or ‘Quantity Administered’ and enter

the volume in the bag at that time of this report

Click [OK] the window closes and the dose is updated in the Titrate Medication view
(Note that this changes the rate of the entire infusion).

\ A A A

A4

NOTE: Itis recommended not to use ‘Revise Volume’ but to use ‘Stop’ instead and then
‘Administer’ and ‘Validate’ the new fluid bag / infusion. Using the ‘Revise Volume’ will alter
the rate the infusion was running at.

Revite End & Volume
Revise Volume Administered
Change Dose/Rate

o Revise Volume Administered

Order Summary

Revise Volume Administered

or validated i 1000 mL
Quantity administered--previous report: 70O mlL
Quantity remaining--previous report: 300 mL

[

1.000 ml 12:46 PM *

Quantity remaining:

® Quantity administered: 300 ~ = | mL

e — . Report date _time:

( The user can right click on

the running infusion they .. 19/01/2016 2:41 PM -

wish to Revise the Volume
Administered for and

select from the dose action

', menu oK ey

Rate: 3000 mLshour

= [f there have been boluses or rate changes on an infusion - it is not possible to use the
‘Revise End Time & Volume’ to signal a bag is complete and a new dose is starting — this
is because it comes up with an error message which will not allow this action (Message:
You cannot perform this action as there are actions already performed after this time)
The recommended solution: Use ‘Stop’. Then ‘Validate’ a new dose of the infusion that has
been stopped
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» [nfusion bag/syringe finishes before the predicted end time in eRIC and a new infusion
bag/syringe is started e.g. Fentanyl infusion predicted to finish at 18:00, however it
finishes at 14:00

The recommended solution: This often happens because eRIC does not take into account

priming volume. The nurse simply Stops the running infusion in the Titrate Medication tab in

eRIC at the time the infusion bag is finished, and then Validates a hew continuous infusion

Dose (which will be created when the infusion is stopped).

14.5 Examples of Specialised Medication Workflow Processes

14.5.1 PCA / Epidurals / Nerve Blocks
PCA Orders

tion, L Allergies/ADR /.

Orderable CIap
®, ¥ PCAMorphine 1mg/mL in Sodium chloride 0.9% v | a @

PCA Morphine 1 mg/mL in Sodium chleride 0.9% 50 mL at X mL/hour PCA IV with Background |
PCA Morphine 1 mg/mL in Sodium chloride 0.9% X mL PCA IV Bolus Only [Adult]

Dosing weight : 80kg As of 19/04/2017 1:15 PM Free Text Medication Name:

= PCA can be prescribed as PCA with background infusion or PCA Bolus only

= Choose the appropriate template

= Prescribe as a volume of syringe

= Attached PCA Order form in the order entry window will need to be completed.

= For PCA bolus Only details see attached form, the Nurse needs to enter Rate of
0.001mL/hour for Zero Background rate at the time of administration (even though there
is no background infusion)

Additional Information_Z-__ Allergies/ADR
Orderable
®, v | PCA Morphine 1mg/mL in Sodium chioride 0.9%
Dose Form Route Body Site
Pain Infusion v |[ Pcav v || Select Bady site Prescribe Volume
Set Quantity Or Volume Only v | |B Of Syrlnge iluent
PCA Morphine 1mg/mL in Sodium chloride 0.9 ®8 a
Total volume
50 mL
Start For PCA Bolus Only details see attached form
Now ***Nurse to enter Rate of 0.001mL/hour for Zero Background rate***
Mandatory
R PCA order form
Bbiogoio v g s o o Free Text Medication Name:
\ s
(o8 (9
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= PCA Order form contains the PCA order details — also has a button that links to the PCA
Naloxone Prescription

- PCA Order - Infusion and Bolus (Adult) non_custom

20/04/2017 10:58 | & | v | |®5|  Sharon Shunker / STG-ICU1 ﬁ
PCA Program "
PCA Bolus Dose: Unit mg > 11
Bolus Dose 1 sl w Mg = 1 i v (ML
Lock CQut Period 5 4 | w | Minute
Background Infusion Rate Enter Infusion rate details into the "Rate”

section of the actual prescription order

MNaloxone Order

For sedation score 3 or when sedation score is 2 and respiratory rate less than or equal to 5 breaths per minute. Obtain an
urgent medical review. Commence resuscitation including administering prescribed naloxone until respirations greater than 10
breaths per minute and sedation score less than or equal to 2. Provide ventilatory assistance if required.

Prescribe PCA

Naloxone Order

il Oxygen Therapy: Give Oxygen at a minimum of 2 litres per minute via nasal prongs or 6 litres per minute via face mask at all times v

unless otherwise ordered
Save and Close Cancel

= The PCA Observation form needs to be completed. Access this from ‘Nursing’ Menu —
Observations — PCA Observations — this then populates onto the Neuro / Pain Tab.

“

|

- PCA Observations (Adult)

20/04/2017 11:02 | & | ¥ G Sharon Shunker / STG-ICU1 'n -
‘
Pain on Movement 6 -
Pain at Rest 4 v
Nausea and Vomiting No v i
Sedation 1 - Easy to rouse v 1
PCA Delivery
Total Volume Infused (cumulative) 6 a | w |ML
Volume Infused this Hour 4 a | v |mML
Background Infusion Rate o 4 | w | mLshour
Total Demands (cumulative) 10 al|l w
Sucessful Demands (cumulative) I al|l w
PCA Program Checked Yes = [

4

4 b

Save and Close J
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= Nurses will use the titrate medication tab to enter hourly cumulative bolus dose and
hourly PCA Observations (observations can also be attended from the Neuro/ Pain tab)

TS I I - —

( Menu. Nursing Medical Add Progress Notes Scores Dase & Task List linical Events. End of Life Policies & Guidelines Refresh Help & Reports

Titrate Medicatio f
Medications  [TII0] Sept Mg 12 (3
05:58 1 Hour
3 0 % a0 100
v

Clinical Graph

Input/ Care Plan Progress Prescribe Wy Administe:
verview | Overview Notes |

| Vital Signs Ventilation W Neuro / Pain’ Output

“ 4 Goto ~ P M+
—

%} Medications
a
2
PCA Morphine Img/mLin Sodi... ool mi/hour [ ml] LR LT ] &

Revise End Time & Volume

Revise Volume Administered
Change Dose/Rate

Bolus

Stop

Pause

Marik Error

Revise

{#]  PRN Medications View Dose

B
View Section a
Dose Log
PCA Observations (Adult)
Discard PCA/Epidural/Nerve block
{8} Fluids/Blood Products
View Order L)

Order Log

Epidural Orders

= Epidurals will be ordered by strength of infusion. All the order details such as bag volume
will need to be entered (They can be prescribed as continuous infusions or as ‘Epidural
Rescue Bolus’ or PCEA with Background or PCEA Bolus Only)

\ o Additional Information i\, sAllergies{ADRL
2]  Orderable
By 1i/2
®, v | Ropivacaine 0.2% Fentanyl 4microg/mL v Q \ PRN |
Dose Form Route Body Site Ropivacaine 0.2% Fentanyl 4microg/mL X mL at X mL/hour Epidural Continucus Infusion [Adult]
| Pain Infusion ¥ || Epidural ¥ || SelectBody Site | ¥ || popivacaine 0.2% Fentanyl 4microg/mL X mL Epidural Rescue Bolis every X minutes PRN [Adult]
Ropivacaine 0.2% Fentanyl 4microg/mL X mL at X mL/hour PCEA with Background [Adult] I
Set Dose and Rate v | B e Ropivacaine 0.2% Fentanyl 4microg/mL X mL PCEA Bolus Only [Adult]
ni
\u fedication/Product V| Ropivacaine 0.29% Fentanyl 4microg/mL X mL at X mL/hour Regional Nerve Black Continuous Infusion [Adult]
n Ropivacaine 0.2% Fentanyl 4microg/mL 2@ Ropivacaine 0.2% Fentanyl 4microg/mlL X mL Regional Nerve Block Rescue Bolus every X minutes PRN [Adult]
\u
Ropivacaine 0.2% Fentanyl 4microg/mL X mL at X mL/hour PCRA with Background [Adult]
n
\u Ropivacaine 0.2% Fentanyl 4microg/mlL X mlL PCRA Bolus Only [Adult]

0 L Allergies/ADR

Orderable CIAP

*® v Ropivacaine 0.2% Fentanyl 4microg/mL v\ Q @ | PRN |
Dose Form Route Body Site

Pain Infusion bt Epidural v Select Body Site bt |ﬁ | Continuous

Prescribe volume

Set Dose and Rate ~ | B |88 of bag
Volume !
Repivacaine 0.2% Fentanyl 4microg/mL o 200. ml/kg/day (0 mL/day) & 1
1
¢
o | Rate Total volume Infuse over |
200 mL
Start For Epidural infusion details see attached form
Now v (
End B
mm—— » Mandatory Epidural

order form

Dosing weight : 85kg As of 11/05/2017 Aedication Mame:
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= Complete attached Epidural Order Form (e.g below for Infusion Only)

Epidural Order {Adult|Paediatric) non_custom

| | 20/04/2017 12:09 ‘ a | v | |G| Sharon Shunker / STG-1CUL | %%
]
Infusion Only [ |Rescue Bolus Dose [ |PCEA [ ] PIEB [ ] PIEB + PCEA

Infusion Only Rescue Bolus Dose

Enter Infusion rate details into the
Infusion rate {mL per hour) "Rate" section of the actual
prescription arder

Start Rate

PCEA (Patient Controlled Epidural Analgesia) PIEB (Prog ed E E d Bo
a [ w
Al w
P

“n o4

Save and Close

<

= Complete Epidural observations Form. Access this from ‘Nursing’ Menu — Observations —
Epidural Observations (Has two windows Epidural observations and Dermatones chart)

€ 5am Burgess - Epidural Observations (Adult)

.| 20/04/201712:14 | 4 | ¥ \‘5,\ Sharon Shunker / STG-ICUL \gH!\ pm i o v G ShonShker/STGICUL
[SSMRNNN| € oiciural Observations —
. Obsenatio

o

£

Observatio

ns Catheter Position at Skin - em
|

Dermstome  site Condition . | Dermatome
s

Thorat'

¥ Dressing intact
Clean Cervical
Reddened
Swollen
Induration
Tender

Painful

EREEEIEE

Oozing
Exuding

Bleeding

epidural Program Checked ‘Ves ‘ o ‘

PCEA Total Demands ‘ | o | o ‘
PCEA Successful Demands ‘ [«]~] .
Infused Total (Cumulative) 2 Lo mL 3

Soe o o e

» Ongoing Epidural hourly observations will be attended from the Titrate Medication tab or
the Neuro / Pain
= |t will poulate into the Neuro / Pain Tab.

Ciim Graph Input / Prescribe:
Guerview | Oversiew | VitalSigne Gltput intevantions Notes | Medications

FCAMorphine img/mt in 5odi., | QOGLmUbour o

Ropivacaine 0.2% Fentanyl 4mic..

General »

Revise End i 200 ml 9:19 +
etails
15 ml/hour Infuse over: 13.33 - 100 hour Revise Volume Adr
Frequency: Continucus. Start; 20/04/2017 1219 Stop: No tim e ESNI
‘Order Comment: For Epidural infusion details see attached for

Dose Details
2% Fi

At 3 mL/heur Infuse over: 2 Dayis) 18 hr(s) 40 min(2), Adminis
Epidural Administration time: 20/04/2017 0919
Dose Status: Running
{81! PRN Medications Attached form:
1. Epicural Observations (Adult)
Preparation Status: Not Frepared
< istration by;

At 3 mLihour Infuse over: 2 nayu) 18 he(s) 40 min(s), Administ
Section start time: 20/04/2017 09:

Order Log
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Nerve blocks

= Regional Nerve Block solution is similar to Epidural solution with the exception that the
prescriber is required to prescribe 1 order per Nerve block site to satisfy legal
requirements of nursing staff signing for initiation and cessation of separate infusions.

Discarding PCA /Epidural and Nerve Block Infusions

» The ICU Medical officer needs to discontinue the order.

= The nurse will stop the infusion from the Titrate Medication Tab.

= The form to be completed for Discarding PCA / Epidural and Nerve Block Infusions is
accessed from right clicking on the infusion from the Titrate Medication Tab. It can also
be accessed from the Current Dose Window.

= Complete the details including discarded volume

* The witness who sighted the disposal must sign the form. The person logged into eRIC is
the other person responsible for the disposal of the infusion.

255 - Discard PCA/Epidural/Nerve block : New Session

. | 19/04/2017 11:13 | « | ¥ | |#5|  Sharon Shunker / STG-ICU1 © Previous Session| [X%| | ¥

Discard PCA/Epidural/Nerve block L
Medicine Description Morphine PCA

Date and time infusion discarded || 20/04/2017 12:33 al|w
Total discarded drug: == mL

Infusion disposed by: Sharon Shunker

The WITNESS who sighted the disposal of the infusion MUST sign the button below.

The person logged into eRIC is the other person responsible for the disposal of the infusion.

Commants

Save and sign
By

14.5.2 Bolus Fluid Order / Rate Change Prescription

= A bolus fluid order (or a change in rate for a few hours) can be prescribed from the
current running maintenance fluid using the ‘Comments’ section of the existing order

= Go to Prescribe tab and right click on current maintenance fluid — select ‘Modify’

* |n the ‘Comments’ box the prescriber needs to specify bolus fluid, date and time of
administration and that it should be given as a bolus using the current maintenance fluid
flask

= Prescribers can also use the same procedure to specify a rate change such as increase
to 250ml/hr for a few hours — need to include the date and time.

additjional Infermation < Allergies/ADR
Orderable Y g ]
®> ¥ | Sodium chloride 0.9% v | Q | PRN |
Dose Form Route Body Site
Infusion. - || v = || select Body site - ||| Continuous -
Set Dose and Rate v | | B [ Additives Diluent
Sodium chloride 0.9% a 1,000 mL = 34.29 ml/kg/day (2400 m.. @
= | Rate Total volume (34.2857 mL/kg/... Infuse over
100 mL/hour 1,000 miL 10 hour
Administer a bolus of 250ml stat on 19/01/17 at 12:10 using the current flask of
. ~d Tirm - sodium chloride 0.9%
End
No Time Limit hd
oraer o0 | (TN IREEIH
N A N\ / \
- \ / \ / ¥\
\ ( G \ ( Yy
) \ B4 ) \ -y 171|Page
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ICU Daoctor / Prescriber:

1. When you sign the maodify order, an issue comes up as
‘doses are running or initiated’

Choose View and Acknowledge'

Awarning box pops up as there are currently running
doses. Choose ‘Do not stop’

Communicate to the nurse to administer a bolus dose.
Once the bolus has completed, return to the orderable
window and remove the comment.

W

el g

ICU MNurse:

1. Right click on the medication and view the order with the
comment to administer the bolus from the ‘Prescribe
medication’ order timeline view

2. Goto Tirate Medications' tab and administer the bolus

3. Oncethe bolus has completed check the prescriber has
returned to the orderable window and remove the comment

4. The comment will remain in the dose log

5. The same procedure applies to ‘Rate Change'.

14.5.3 Continuous Infusions with Bolus Loading Dose

Prescription Example
This is an example of prescribing an infusion with a loading dose — the drug is bivalirudin
with a bolus loading dose of 0.25mg/kg followed by a maintenance rate of 1.75mg/kg/hr.

Order screen after selecting the LOADING and MAINTENANCE template

Fre = e L L T L —

. ]

= The prescriber will need to type in the loading dose in the comments section. They will
need to do the manual conversion of the recommended dosing of mg/kg to mg for this
patient (0.25mg/kg for 100kg weight = 25mg). The maintenance dose rate will be included
in the usual ‘Dose Rate’ or ‘Rate’ field. The loading and maintenance dose template is
used for one dose only. Subsequent maintenance dose should be prescribed with
the maintenance dose template.

» The administrating nurse needs to go to the ‘Order Details’ Window’ read the order
comment and recognise the loading dose. The nurse will give the loading dose as
prescribed and then set the maintenance rate.

» The nurse then needs to ‘Validate’ the loading dose and maintenance dose
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ICU Nurse:

1. ‘Validate’ the loading dose and maintenance dose

2. Validates the infusion at the prescribed maintenance rate. Go to the ‘Titrate Medications’
tab, right click on the dose at the start of the infusion and choose ‘Bolus’ (the ‘Bolus’ is
used to indicate the loading dose)

3. Calculate the equivalent mg to mL conversion and enter it into the bolus dose screen (in
the example previously, 25mg = 5mL). The time entered needs to reflect the time the
bolus was given so the administration time may need to be modified to reflect the start of
the infusion

«l | Gaph

Cin e =R oaN loput T Care Pan Ay Progress % P
Overview | Ovevew | YitalSigns Y Ventiation \ Neuro/PainY  gfioy RRI nterventions Y ioves N Me

General

250mg 9:13 » Revise End Time & Volume
Revise Volume Administered
Change Dose/Rate

€ Eoius: Bivalinudin

Bolus.

S Bolus quantity: 5 “ * mL

Pause

Mark Error Ti .

s ! ine: - 13M01/2017 %13 i

View Dose

View Section Camments: ?5Fﬂd -

Dose Log

1 5 View Order -
l ; : I - l

“de 0. ume: 50 mL)
At 175 mo/i/hour , 35 mUmour, Infuse over 1 hris) 2571 minish,
Administered infuse over: 36 mints) . (0] 4 Cancel
| Sechon s ime 19012017 0513 i

After clicking OK, an indicator messages that the bolus dose has been administered with the
details in the dose log and floating tool tip. The infusion continues to run at the prescribed
maintenance dose rate. If further doses are required, a separate order needs to be created
using the maintenance dose template. The maintenance doses work similarly to the decision
summary for infusions with a loading dose.

(linica

Ot

Rdminigte L Medical
LR Medabs

(Gagh \ B \ i Inpuit \ \(a-e?'.v Progress f-e-;-:r.ne\
| Oog | YOG Y Ventition Y Newra [ FunY oy B Nieentons X Notes | Medatons

7 L ——————
b, IV %"! s
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14.5.4 Continuous Infusions with Loading Dose

The following screenshots are reflective of prescribing Dexmedetomidine with a loading dose
followed by a maintenance rate.

Order screen after selecting the LOADING and MAINTENANCE template

Maintenance

Loading instructions to be

Values
defaulted
amended by prescriber as

| Loading infusion rate I required

infusion rate

PO & Ciome | oot |

= From the template the following fields have their values defaulted into the order: Dose
Form, Route, Frequency, Quantity/volume, dose titration button and number of doses
which is 1 dose (order finished once one 50mL syringe is finished). The ‘loading
instructions’ are defaulted into the comments field

= The dose titration field is selected by default. This allows the prescriber to order the
infusion with a DOSE RANGE (maintenance infusion rate - loading infusion rate)

= The loading infusion rate (e.g. 0.1-3 microg/kg/hr) is entered per local protocol

» The ‘loading instructions’ for the infusion in the comments field can be amended as
required. The comments that are not applicable will be removed.

Validating Infusions with Loading Dose

ICU Nurse:

1. Follow normal procedure for viewing, administering and validating new infusions

2. Check the comments section for the loading dose rate and duration of administration

3. Start the infusion with the LOADING dose

4. Specify the ‘Dose Rate’ starting rate as per the instructions shown on the prescription for
the loading dose

5. After 20 minutes, go to the titrate tab and will change the dose/rate to 0.4 microg/kg/hr.
This would be the rate for the remainder of the first syringe. In this case, the nurse must
remember to lower the infusion rate after 20 minutes as there will be no active alerts to
remind them
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ICU Doctor / Prescriber:

Before the first syringe has finished, the doctor needs to prescribe the MAINTENANCE dose
as a new order — this will be used for ongoing infusions.

Maintenance
infusion rate range

B Dose Rate)

01 { 1.4 microg/Ka/hour 2.5 - 37.5 mi/hour

Start
Now
End Specify duration

Duration of Therapy v hour

100kg 24/10/2016 14:47

Values
defaulted

\_Additional Information <\ Allergies/ADR

Additives | ¥ Diluent

Maintenance comment |

**MAINTENANCE infusion template. If loading required use LOADING infusion template.

ICU Doctor / Prescriber:

= Create a new MAINTENANCE order once the LOADING dose and the MAINTENANCE

dose for the first syringe is completed

= Select the Dexmedetomidine MAINTENANCE template. The same fields are defaulted,
except for the comment field which will not contain any ‘loading dose instructions’
» The maintenance rate range is entered (e.g. 0.1-1.5 microg/kg/hr) and the

MAINTENANCE order is saved.

ICU Nurse

Administer and validate the new maintenance order.

14.5.5 Nurse Initiated Medications

= This opens up the ‘Orderable’ window — the
nurse types in name of the orderable and
selects the ‘'NURSE INITIATED MEDICATION'
template.

= Al orderable details will need to be entered
and it will need a second nurse to co-sign

Go to ‘Administer Medication' Tab and Right
click in the Left Column where prescribed
medications are displayed

Select ‘New Dose' from the drop down menu

a ~
l\. ‘

.
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14.5.6 Telephone Orders

The telephone order is received and confirmed by two nurses as per local policy — this can
be written into the progress notes and the order administered. The two nurses are then
required to record it as a telephone order using the template and validate it.

= Telephone Orders can be recorded using the 'Orphan Dose Template' functionality which
allows for the prescription of a one-off unplanned dose

= The Nurse receiving the telephone order navigate to the Administer Medications tab and
right clicks in the medications Cardex view to order a new dose

= The Nurse will type the orderable in the order search window and select the Telephone
Order template attached to the specific medication. Each medication identified as likely to
be required for a telephone order will have a separate orphan dose ‘Telephone Order’
template assigned. Most fields in the template will be blank and require input from the

Nurse.
el AR
L!\ Potassium chlonde (mmo v Q m
[TELEPHONE ORDER] Potassaum chionde X mmol Infusion Once Ooly [Adult]
The telephone order window will .

have a mandatory form attached.
The Murse must enter the = DT
authorised prescriber's details and s+

: In accordance with local protocols
then ‘Save and-Close' the form. S ;
b the telephone order will be repeated

to a second nurse. A mandatory co-
sign from a second nurse is
required to confirm the order.

. T
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In accordance with New South Wales health policy the medical prescriber will be required to
confirm the order is correct within 24 hours.

ICU Doctor [/ Prescriber:

1. Accessthe Titrate Medication' Tab

2. Hover over the order to review the dose
details

3. Rught click Telephone Order'and selectthe
‘Telephone Orders' menu option

4 The mandatory form will be displayed and
you must complete the ‘Requesting Doctor to
complete within 24 hours of request’ field

5. Your name will be logged against the order
once they save and close the form.

14.5.7 Infusions with multiple ingredients

When infusions are prescribed with multiple ingredients e.g. Additives such as trace
elements added to Soluvit, this will not show on the Order Timeline view or Dose Task List. It
needs to be checked from the ‘Order Details’ Window.

Clinical Graph
Ovarview M.fw | Vital Sk
!4! Actions awaiting signa - o) 1 Wit & Vsl f £ Vislts) ey (7 Vi
Hydrocortisone [
100 mg IV, every 8 howr Injection o ~ = ey T g
Moradrenaline 0.
4 mg IV, Continuous, Injection &2
850 and
Choycodone
30 mg, PO, BOD 0800 20:00), MR ...
Pantoprazcle - _ o
I e E L D T — — — — — — —] e Bag— —— —— — I e L e R
FAONOLE 1236 P Erasta L] e 5
soluvit N
1 Vislis]., IV, Moming 08:00),inf.., ecer Log =3
—

14.5.8 Free Text Medication Complex Infusion

= For infusions with
more than one
medication (e.g.
Morphine and
Midazolam) made up
together in the same
syringe use the ‘Free
Text Medication
Complex Infusion
{Syringe) template

= Prescribe the quantity
of each drug and the

. rate to run the

e : infusion.
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14.5.9 ALS Drugs

The Cardiopulmonary Resuscitation paper form is intended to be completed by hand during
the arrest; however prescribing and validating of the ALS medications into eRIC is intended
to occur after the arrest (preferably immediately after) by the medical officer and registered
nurse.

= Option 1 Prescriber selects the ‘ALS’ button on the Prescribe Medication tab. Each
medication is grouped alphabetically i.e. A-H, I-P, Q-Z.

E— — o z
——— —— ;

— — e 1. Prescribe ALS button
I E— prem— s ————

—— az

——

I _—

i

Pacacs tamot

[ 30 ]
So
20
T -
=
mﬂ
o
gn
-
[0
Q
3

= Option 2 Prescriber selects the ‘ALS’ button on the Prescribe Medication tab. Each
medication is categorised according to their appropriate class.

T A T i T

Patassium chinride (mmol)
SUBLCHLL BT, Natale B

s B L

2. Prescribe ALS button

3
N
H

2. Select category
by class
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3T | == ; =The selected medication will
s — o have the relevant ALS
template assigned and the
appropriate fields defaulted
according to ANZCOR ALS
quidelines (Version 11.5).

=The prescriber and nurse
would sign and validate
each ALS medication
prescribed and administered
during the cardiac arrest as
per the normal eRIC
prescribing workflow.

14.6 Discontinue Medication

When a medication needs to be discontinued, it is done from the ‘Prescribe Medication’ tab

view.

= Right click on the medication and select ‘Discontinue’

= This will then flash as an ‘action’ awaiting signature

= Clicking on this opens the signature review window and the medical officer will need to
sign for the discontinue action for the order

= [t will not be discontinued if the action is not signed.

; Requires Medical
Officer Signature

.ﬁ:,, o - < Right clickon the
¢ medication to be stopped
becaion ... and select Discontinue =

3 . sy e, | s oy s # s e | St [N p—

Discontinuing Infusions:

For IV Infusions

= Go to ‘Prescribe Medication’ tab view.

= Right click on the medication and select ‘Discontinue’
= This will then flash as an Action awaiting signature

Better patient By clinicians, One solution
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= Clicking on this opens the signature review window and the medical officer will need to
sign the discontinue action for the order

= [t will not be discontinued if the action is not signed

= The nurse will then need to go to the ‘Dose and Task List’ window to validate the stop
(discontinue) action for the medication.

» The time for discontinuing the medication will need to be selected. This can be now, or a
specified time in the past

= [t will then appear on the ‘Titrate Medication’ tab view as a continuous dose with start and
end time duration

. .
The nurse will need to go to the
‘Dose and Task List’ window to
validate the stop (discontinue)

action for the medication.  Jam o ’ - «  NOTER It will appear on the )
\ —— F [ v e Titrate Medication
\ p— [ P - . tab view as a
L T L continuous dose with
| ') sisp fentin o3 ; start and end time
e 8 duration
'fThe time for

discontinuing the
medication will need to
be selected. This can
be now, ar a specified
time in the past.

Discontinuing and discarding residual volume of scheduled medication infusions —
The comments box under the ‘validate discontinue’ window should be used to enter the
volume discarded as well as the full name of the second clinician checking and witnessing
the discarding of the medication.

(%] e
Validate ar o Cancel Action odify ie Properties
Drag a column header here to group by that column
Orderable Start Time & Dose Status Order Comment
) stop Fentanyl x
v % stop Fentanyl 24/05/2016 13 Immediate
Apply: )
©) Paracetamol 24/05/2016 1 Pending
N
% Heparin 24/05/2016 2 o Pending
) Paracetamol 2405201622 @ | - 24/05/2016 13:33 -7 Pending
© Paracetamol 25/05/2016 0 Comments: Pending
% Heparin 25/05/2016 0 N Pending
oK Close

Drag a column header here to group by that column

Orderable Start Timea | Quantity/Volume  Route Frequen... | Dose Rate Dose 5t... Order Comment PRN Indication

No items to display

Select All Late and Immediate

“ - Go to =

{=} Medications

Fentanyl, TV 40 microg/hour
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14.7 Medication Review Tab View

This view can be used by both Medical Officers and Pharmacists to review the patient’s
medication related issues. It includes:

= New Medication Review Window

= Dispensing Report button (to print current prescriptions for pharmacy use only for
dispensing)

= Pharmacy Progress Notes shortcut button

= CIAP (link to CIAP) button

= Antimicrobial Stewardship/Policies and Guidelines shortcut button.

:“:J; [Adutt] (Bed - o6(Activa) | | [Alerts: one Absconder | 21| [D.0.B: 1471271971 |

Help & Reports Log Out

Clinical Graph

Input / Care Plan Progress Prescribe Titrate Medication
Overview | Overview

Output Interventions Notes | Medications ¥ Medications ¥ Medications Review

15:25

| Vital Signs

New Medication Review Dispensing Report Pharmacy Pragress Note cap Antimicrobisl Stewardship/Policies and Guidelines

Medication Review Window
The Medication Review window that can be used to enter information about a medication
issue that requires clinical review.

This Review Note is entered by the Pharmacist and Medical Staff receive an ‘Alert’ in the
Medical Ward Round Note & Medical Progress Note.

o Sam Burgess - Medication Review x
24/05/2016 15:19 ¥, | Sharon-Ann Shunker / Sandbox - Adult [«
Medication(s)
Recommendation Select =
Reason None =

* Please provide more detail in the plan section

Plan
Date Issue Identified ~ | = Date Resolved A~ =
To be completed by medical staff
Action Taken Alternative

Plan accepted Plan

Alternative plan

® To be decided
Drug Chart
Changed Yes
Pharmacy
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1 @) samuel Burgess - Medical Ward Round Note : New Session

.| 03/01/2017 12:55 | » | ¥ | %G None Sharon Shunker / PMB-ICU

Medical Ward Round Note
‘Ward Round Team
There are 2 medication reviews outstanding in the Meglcation Review tab.

Estimated Date of Discharge N

Insert Assessment Headings

Assessment / Examination

The Medical Staff receive an ‘Alert’
in the Medical Ward Round Note &
Medical Progress Note about
pending Medication Review

| e e |

E:“ ’i‘ |P\Iol Release ‘ |01(Actwe) | ‘
)

( Menu Nursing Medical Add Progress Nates Scores Dose & Task i Clinical Events Radiology End of Life

Clinical Graph

i Nar | Vital Signs Y Ventilation Y Neuro / Pain

»

Qutput

W4 Goto ~ FM F

Antimicrobial Stewardshig/

New Medicaton Review Dispensing Report Phamacy Progress Note aw e Gt

Input/ RAT Care Plan Progress Prescribe Wy - Administef Titrate Medication
nterventions | Notes | Medications | Medications \ Medications \RA(

e

Policies & Guidelines

Sepsis

M

letak

1242

SRS

Medication Review ‘ ‘ | |

I‘Odr‘ﬂ hEm

Review

_(Medical Officers need to open the review }

t form, action it by Accepting Plan,

| deciding on ‘Alternate Plan’ or ‘To be

Decided Plan’. Once reviewed select ]

1 Dose Details

-] Stop from the Medication Review tab — b
1 this closes the Medication Review alert.

Do 5 [t
Attached
1 Medi

Preparation St

|
- N\—

ction
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Dispensing report

The dispensing report can be used to print a report of all the medications a patient is
currently on which can then be sent to pharmacy for dispensing. The default is to only show
the current day’s orders. If a future dose is required to be dispensed, the date default should
be changed to include that day.

&) Report Preview =

Page 1 of 1
-
Pati Information
Patient Identifier
Combined Given Mame and Family Mam:
.O.B
Sex
Medications
Orderable Mame | Orderable Routs Dose Form Schedule Additives/Diluen | Orderable Ordered By
Quantity in Dil. t Details Dose/Rate at
Vol Dil. Rate
Heparin 5,000 Unit(s) Subcut Injection 8:00, 20:00 Sharon-Ann
shunker
Vancomycin 1gInlomL ™ Infusion Once Only Diluent: (10 mL Sharon-Ann
Water for Shunker
Injections)
Sodium chloride | 1,000 mL In 1000 | IV Infusion. Continuous 100 mL/hour Sharon-Ann
0.9% mL Shunker
Paracetamal 1,000 mg PO Tablet Once Only Sharon-Ann
shunker
Paracetamol 1,000 mg NG Tablet QID (06:00 12:00 Sharon-Ann
15:00 22:00) Shunker
Propofol 500 mg In 50 mL | IV Injection Continuaus Diluent: (50 mL | 20 - 100 Sharon-Ann
Diluent) mags/hour: 2 -10 | Shunker
mL/hour
Fentanyl 500 microg In 50 | IV Injection Continuous Diluent: (50 mL | 10 -100 Sharon-Ann
mL Sodium chloride | microg/hour: 1| Shunker
0.9%) -10 mL/hour
PRM Medications
Orderable Orderable Route Dose Form Schedule Additives/Dilu | Orderable FPRM Indication | Orden
Mame Quantity in ent Details Dose/Rate at
Dil. Val Dil. Rate
=
F
b ] »
Number of copies 1 - - Duplex Printer Settings -
P T =

Pharmacy Progress Notes

This window enables a Pharmacist to enter notes regarding medications, and provides
details if a medication review has been completed, as well as if any medication issues have
been identified. A prescriber should refer to the Medication Review tab if any issues have
been identified.

B8 Sam Burgess - Pharmacy Progress Note : New Session

24/05/2016 1549 | 4 | ¥ ':; Sharon-Ann Shunker / Sandbox - Adult 'n' -
Pharmacy Progress Note

Medication Review Completed No Medication Issues Identified

‘ Medication Issues Identified ‘

Pharmacy Progress Note
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Antimicrobial Stewardship/ Policies and Guidelines
Within the Prescribe Medication tab and the Medication Review tab is the Antimicrobial

Stewardship Policies and Guidelines button. The user will be redirected to the site’s local
Antimicrobial Stewardship Guidelines site.

The Policies & Guidelines Menu provides a link to statewide and local guidelines.

£ 'l' [Pilot Release | (Bed 01(Active) ] | |f
W\

Menu Nursing Medical Add Progress Notes Dose & Task List Clinical Events it Help & Re

Clinical Graph e L Input / Care Plan Progress. Prescribe Wy Administe) 3
Overview | Overview | Vital Signs Output Interventions¥  Notes | Medications N Medications N Medications

G Sam Burgess - Policies and Guidelines

.. | 24/05/2016 15:47 | & | ¥ G Sharon-Ann Shunker / Sandbox - Adult #

Statewide Local

L)
Wik

GOVERNMENT

NSW Health Policy
Directives and Guidelines

Health

‘W‘ - CLINICAL

Commission EXCELLENCE
T CoMMISSION
) NSW Agency
‘ ACI for Clinical
Innovation

‘.
‘..EQ Australian Government
i

&

NSW Agency for Clinical
Innovation

Organ and Tissue Authority

Organ and Tissue Authority

Mandatory Reporting Keep em sﬁe
S — A SHARED APPROACH TO CHILD WELLBEING

15. Medication Module Specialised Workflow Processes

These are important processes to be aware of when prescribing and administering
medications in eRIC.

Prescribe Medication Specialised Workflow Processes

» Revise Medication Action: Revising a dose replaces all previous data on the dose and
all previous changes.

* PRN medication — The maximum 24 hour dose must be entered in the comments
section.

= Changes to dose weight — any changes that are made to the dose weight will result in a
change of dose for all drugs for whom the dose prescription is weight based (e.g.
prescribed as 5mg /kg/hr). If dose weight is changed, the medication should be
prescribed again as a new order because the original weight is retained in the Order

Details Window.
= Brands - for medication where the brand name is of significance — this needs to be
entered in the ‘Comments’ box of the order entry window. The brand name will not be

By clinici

for clinic
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visible on the ‘Prescribe’ OR ‘Administer’ medication tab and always needs to be checked
in the Order Detail Window prior to the medication being administered.
= Modify start date and time - orders with a start date/time in the future, changing the
start date/time in the ‘Modify Order’ window and clicking OK does not change the start
date/time in the chart. Also does not create an action awaiting signature.
» Specialised Workflow Process — DO NOT use ‘Modify’ to change start date or time
= Reschedule Action — When a dose is rescheduled — the starting dose time changes to
incorrect dose time.
+ Specialised Workflow Process — DO NOT use ‘Reschedule’ action.
= Revise End Time & Volume — Unable to Revise End Time and Volume if any previous
action was performed to that dose, e.g. after giving a bolus dose. The following message
pops up “You cannot perform this action since there are actions already performed after
this time’.
+ Specialised Workflow Process — DO NOT use ‘Revise End Time and Volume’
action. Stop infusion that has finished and commence and validate the new infusion.

Administer Medication Specialised Workflow Processes

= Discontinuing and discarding residual volume of scheduled medication infusions —
The comments box under the validate discontinue window should be used to enter the
volume discarded as well as the full name of the second clinician checking and
witnessing the discarding of the medication.

= Rate Changes - If the rate was changed but not documented in eRIC, the clinician needs
to make the retrospective changes to rate in chronological order.

= Administering and Validating Medication/ Fluids/ Enteral Feeds / Blood and Blood
Products — Always use ‘View’ button and check the parent order in the ‘Order Details
Window’ to prepare the medication for administration. Once administered it can be signed
for by selecting the ‘Validate’ button and validating that it was given from ‘Current Dose’
window.

» Validating future doses will not trigger alert when frequency is ‘Set Interval’ -
Always check order details and do not rely on warnings, alerts and prompts.
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16. Overview Discharge and Transfer

This module is will provide users with a high level view and understanding of the procedures
involved in discharging, transfering and transporting a patient from ICU using eRIC.

17. Discharge and Transfer Terminology

There is terminology for discharge and transfer that is specific to eRIC that you need to
familiarise yourself with.

TERMINOLOGY DEFINITIONS

Pre-admitted The patient is allocated a bed in PAS which appears as the patient
not being allocated a bed in eRIC

Admitted The patient is allocated an ICU bed which appears as the patient
being in an ACTIVE bed in eRIC. When a patient is registered with
Admitted status and assigned to a bed in eRIC, data from medical
devices begins to flow into the patient’s clinical record.

Released When a patient is moved out of the ICU ward, they are being
discharged to another ward or facility. The medical record can still
have some data entered and saved, results from Pathology and
Laboratory can still be entered onto the flow sheet

Closed Patient will not be returning for additional treatment, no data can be
entered into the patient file. The file can only be viewed

Discharged The patient is being moved from ICU to one of the following areas:
o Discharged / Transferred to ward

Discharged to another hospital

Discharged home

Patient left against medical advice

Patient died in the ICU

O O O O

Transfer/Transport | The patient is being transferred to another area in the hospital or out
of the hospital for a short period of time, e.g. transport to radiology
for CT scan or transport to operating
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18. Transporting a Patient

This refers to the process whereby the patient is being transported to another area in the
hospital or out of the hospital for a short period of time, e.g. transfer to radiology for CT scan
or transfer to Operating Theatre or Cardiac Cath Lab.

While a patient is in ‘Transport’, the flow of data from medical devices is stopped and the

patient is not associated with a specific ICU bed.

= |f a patient needs to leave for a procedure (example to Radiology for CT scan), then they
need to be placed in transport status

» This is recorded as a Clinical Event

= Go to the Clinical Event menu - choose Transport within Hospital

» This opens the add new clinical event window

= Select Transport within Hospital and choose the start time

= When a patient returns, mark the end time to end the clinical event

= Open the Transport Guidelines Checklist from the button at the bottom of the
‘Transport Clinical Event’ Window (as seen below).

dministes
edications

HR
Cardiac Rhythm
ABPs | Start time

ABPd w. 21/06/2016 16:52 ~ = | [« Initiated
ABPM
MIEPS Comments:

MIEP | "
MIEP M
Temperature
BGL

RR (Total)

. = ~ [
5| | o
: T ﬁ oK Cancel

& ANSPOT... -'m'ials

A ABPs - Categol

= 150 { gery -

> 100 foomv e | Clinical Events - Find

'y -

] S0 ! Clinical Event

X MIEPm , | | . Transport within the Hospital (Adult|Pae.. ~ 34 | ==
|

Clinical event properties
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Transport Guidelines Checklist

This needs to be completed prior to transporting a patient out of ICU. It includes all the
transport safety checks including checks for Neurological status, vital sign monitoring, airway
safety, ventilation, circulation, monitoring, medications, etc.

o Sam Burges - Transport Guidelines Checklist (Adult]Paediatric)

21/06/2016 16:52 | & hd G Sharon Shunker / *Critical Care ﬁ‘ ¥

L [ S P —

Transport Destination

Patient Transport Checklist

Explaination and Consent - Review patient transport guideline

- Explain procedure to patient and carer if appropriate

Joameensent ifrequ‘red
GCS - Meurological status is stable or acceptable
Airway - Airway is secure

- Check pulmonary sounds
- Respiratory status is stable or acceptable

Ventilation - Calibrate and check ventilator

Ventilation - ETCO2 monitoring

Ventilation - Ensure adequate oxygen supply (2 cylinders) - check cylinders are full
Ventilation - Test self-inflating resuscitation bag

Ventilation - Intubation equipment, portable suction, suction catheters and sterile gloves
Circulation - Cardiovascular status is stable or acceptable

- Intravenous access patent, secured and simplified
- Transport monitor/defibrillator - check battery is charged, recalibrate and set alarm limits

Monitoring - Obtain baseline observations before leaving the unit and continue observations as required

Medication - Adequate supply of resuscitation, inotropes, analgesia, sedation and other patient specific medications

The transport will appear on the ‘Clinical Overview’ tab view under clinical events.

Help & Reports

444 Goto - B>

(W 08:23
E

LD |

Cardiac Rhythm B B SR SR SR SR SR SR B SR SR SR None
ABPS 10 118 12 7 140 130 148 18 130 s 122 110 mmHg

| sepd 60 68 59 75 85 72 75 63 70 65 61 58 mmHg
ABPM 5 8 75 |95 105 |102 110 85 % 80 76 7 mmHg
NIBPs mmHg
NIBPd mmHg
NIEPM mmHg
Temperature 3.5 340 366 372 368 c
BGL .9 5.0 5.6 5.8 8.7 mmol/L
&R (Total) 0 1 12 l1a 18 116 u 2 12 20 17 19 breaths/min
Spo2 8 98 99 | 95 lo7 97 o8 99 o7 9 %
Airway Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT Oral ETT None

GCS - Total 5 6 ° B 5 6 5 6 5 5 5 None

LD §

Ventilator Mode E] i = s . CPAP/PS CPAP/PS CPAP/PS CPAP/PS CPAP/PS CPAP/PS CPAP/PS CPAP/PS None
FiO2 (Set) 0 a0 40 40 30 30 30 30 30 30 30 30 %

PP 18 19 18 16 15 15 15 cmH20
PF Ratio 01 | |330 None
RASS 5-Unrousable.« -3-Moderate ..+ -3-Moderate s...| -2-Light sedati.», -2-Light sedati.., -4-Deep sedat..r -4-Deep sedat...| -4-Deep sedat..., None
CAM-ICY Negative - no..o. Negative - no..». None

[Active user: Shan Swaminathan | (C on PMB-ICU | [Status: Admitted | st 18/08/2016 15:22

If transport is going to be prolonged (e.g. in Operating Theatre), the relevant and necessary
forms should be printed, e.g. eNIMC, observation of vital signs. This can be done from the
‘Transfer Print Bundles’ located in Menu - Print - Print Bundles - Transfer.

In some areas the clinicians can login remotely to have read-only access.

Once a patient returns to ICU, reconnect all medical devices (refer to technical
troubleshooting in Module 1 — Introduction). Enter any manual data that needs to be entered
and mark the ‘end time’ to end the clinical event. Perform a head to toe assessment of the
patient.
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19. Discharge Procedure

«|

Medical Discharge Summary

-

Nursing Discharge Summary

-

DischargeReports

g

DischargefromICU

Decision to Discharge/ Transfer Patient from ICU
Note to discharge patient made in Medical Ward Round Note.
‘Unit Discharge Decision Date / Time' is completed.

Medical Discharge Summary

Update patient information, Enter Unit Discharge Date/Time, Discharge information, Medical
Management Plan, Medication Reconciliation, prepare eNIMC (do not print till discharge is
imminent)

The decision to discharge a patient is documented in the Medical Ward Round Note
(information from the last ward round note will automatically feed into the Medical Discharge
Summary).

Nursing Discharge Summary
Check admission and patient details, NOK informed, clinical data updated prior to discharge,
complete nursing discharge checklist

Discharge Reports

Generate and print discharge documents and reports — can be done using the ‘Print’
bundles, print eNIMC, eHOC, EOLC forms, Resus Plan. Additional forms such as IV Fluid
orders, Insulin chart, may need to be completed

Discharge from ICU

» Check that the ‘Unit Discharge Decision Date / Time’ is completed (in the Patient Ready
for Discharge Form and the Medical Discharge Summary)

= Go to the ‘Patient File’ window and change the status from ‘Admitted’ to ‘Released’.
Check that the discharge date and time is correct

= The receiving ward will admit the patient to the ward bed in PAS , which will result in the
patient being transferred out of ICU in PAS

= |f patient is being discharged to another hospital or home, then they need to be
‘Released’ in eRIC and discharged in PAS by the ICU Ward clerk or ICU Nurse.
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19.1 Decision to Discharge/ Transfer Patient
The most common discharge / transfer scenarios include:

= |CU to ward within the same hospital

= |CU to different hospital/facility

= |CU to home

= Patient left against medical advice

= Patient died in the ICU

The decision to discharge a patient is documented in the Medical Ward Round Note.

Information from the last ward round note will automatically feed into the medical discharge
summary.

19.2 Medical Discharge Summary

The Medical Discharge Summary is accessed from the Medical Menu.

Add Progress Notes

Select a Patient
Admission Summary

am Allergies/ADR

o
Alerts and Isolation Requirements.
N i Srescribe Frash Bload Products.
0 Actions awaiting signatul Progress Notes T
) C—
M@ edications Erobisnlliss

Lines f Drains / Tubes
PCA Order

Noradrenaline
4 mg, IV, Continuous, Infusion

Noradrenaline ¥ IABP Insertion / Removal
4 mg,IV, Continuous,Infusion oz
Physical Restraint(s) Order

Pantoprazole . .
e o O Insection Clinical Procedure Safety Checkdist (Timeout)
Nitric Oxide Order and Observations
Paracetamol
1 g,NG,6 hrly (00:00 06:00 12:0... Event Manager History
ancomydin Bums Admission Management

1 g,Iv,BD (08:00 20:00), Infusian Research Studies

eNIMC

@ rrN Medications e,

Ondansetron
S

There are two tab views on this form that need to be reviewed:
1. Medical Discharge Summary
2. Interventions and Events / Plans

o Sam Burges - Medical Discharge Summary (Adult) : New Session

.| 14/06/2016 16:03 | & | ¥ G Sharon Shunker / *Critical Care OPrev'lous Session 'ﬁ 4
Medical Medical Discharge Summary
Discharge .
Summary  [Hospital Admission Date/Time | 06/04/2016 18:00 | & | ¥ Unit Admission Date/Time 10/05/2016 06:35
Interventio . )
Evr"esnat:,d" Unit Discharge Decision Date/Time ||« 14/04/2016 09:46 | & | v Unit Discharge Date/Time AW
e
Discharge Against Medical Advice Unit LOS 35.39 day(s)
Attending Physician - Name J Height 170 | a | w M

Weight (Latest)

Reason for Admission
JReason for Admission

Mr Sam Burgess is 45 year old man who was admitted to the ED on the 6/04/2016 at 18:00. His Patient ID is 041-63-50. He is a construction worker
who fell 3 metres from a scaffold.

Injuries: He suffered a closed fracture to his left femur and a closed fracture to his left wrist, multiple contusions and a mild concussion. He has
bruising and lacerations to left side of head, swollen bruised L forearm and wrist and L leg.

Print Save Save and Close

192|Page

Better patient By clinicians, One solution
outcomes for clinicians across NSW



eRIC User Guide — Module 5: Discharge and Transfer

1. Medical Discharge Summary — Information about length of stay, who was the attending
physician at discharge and overview of their past medical history and reason for stay.

The Unit Discharge Decision Date and Time OR ‘Discharge Against Medical Advice’
must be entered. This is important for tracking delays to discharge. It will feed from here
into the Patient Ready for Discharge form OR vice-versa.

The ‘Medical Discharge Summary’ has data pulled into it to help auto complete the form.

This data includes:

= Unit Admission Date/Time — This will pull in the admission date of the patient

= Unit LOS - This is a formula parameter and will automatically calculate the length of the
patient’s stay (based on their admission and discharge date)

= Reason for Admission — This pulls from the Admission Summary Form (Completed by
Medical Officer)

= Past Medical History — This pulls from the Admission Summary Form (Completed by
Medical Officer).

At the bottom of the medical discharge summary TAB there are three buttons:

= Print eNIMC — Opens the eNIMC launcher form. From this new form the medical officer
can follow the instructions and then print the eNIMC. (this should only be printed when
discharge is imminent.
NOTE: Print all pages of the eNIMC

= Admission Summary — Opens the admission summary form for review

= Allergies — Opens the patient Allergies information for review.

2. Interventions and Events / Plans — Contains information about the patient’s stay, if any
significant events occurred during their stay and a medical plan for discharge. This tab
contains two forms which allow for data to be pulled in from other sources in eRIC.
= Significant Interventions and Events — Located on the Medical Ward Round Note form
= Medical Management Plan — Located on the Medical Ward Round Note form. This

makes the Medical Ward Round Note form a very important form to keep updated and
accurate as this feeds vital information to the discharge summary.

Once all information has been completed, tick the check box at the bottom of the
‘Interventions and Events’ window that says ‘Finalise Medical Discharge Summary’.
The summary can be printed using the ‘Print’ button and then ‘Save and Close’ the window.

Finalise Medical Discharge $L.|1:-n.D.
-
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Medication Reconciliation

ICU to Ward Discharge & ICU to different Hospital/Facility

= Review patient’s current medications in eRIC from the Prescribe Medication tab view.

= Cease / discontinue unrequired medications in eRIC

= Review outpatient medications and any other medications the patient may have been on
prior to arrival in ICU

= Prescribe all (old, new, modified) medications that will be required on discharge from ICU
into eRIC

* Review Administer Medication tab view to ensure all doses that are due have been
administered and validated

= When discharge is imminent (and the discharge time has been confirmed) the eNIMC will
need to be generated. Check medication on eNIMC and print ALL pages of eNIMC.

ICU to Home Discharge
= Follow same steps as above
= |nstead of printing eNIMC, the patient will need a medication discharge prescription.

Patient left against medical advice or Patient died in the ICU
= Review and cease all medications in eRIC.

Allergies / ADRs and Alerts

= Review allergies and ADRs. Chart allergies status and ADRs in eMR

= The medical officer should check that allergies / ADRs are also accurately recorded on
the eNIMC

= Document pregnancy status into eMR (if detected in ICU)

= Enter all Alerts into eMR.

19.3 Nursing Discharge Summary

= For a patient discharge to be complete, the Nursing Discharge Summary needs to be
completed

= The Nursing Discharge Summary is accessed from the Nursing Menu

= This form contains fields that are auto populated and cannot be edited. These fields are
marked with a locked field symbol, and the data within the locked fields are populated
from other forms completed during the patient’s stay.

There are three tabs on this form that need to be reviewed:

1. Admission Details / Demographics: an overview of the patient; why they have been
admitted and their previous medical history. Information on the patient’s weight and
dimensions and their current family contacts and status.

This tab contains areas on the Nursing Discharge Form that have locked fields. This is a list

of the fields in this tab:

= Reason for Admission — populates from the Admission Summary Form (Completed by
Medical Officer)

= Past Medical History — populates from the Admission Summary Form (Completed by
Medical Officer)

= Weights and Dimensions — This needs to be entered with the latest current weight

= BMI & BSA - a formula parameter that is calculated based on the patient’s height and
weight

= Social - includes information on Primary Contact, Social Work Review and last Family
Conference

= Allergies — review allergies and update status if necessary.
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0 Sam Burges - Nursing Discharge Summary (Adult) : New Session

.| 17/06/20165:03 | & | ¥ G Sharon Shunker / *Critical Care 'ﬂ' ¥

pdmission ¥ Reason for Admission ﬁ "

Details /
Demagra... Mr Sam Burgess is 45 year old man who was admitted to the ED on the 6/04/2016 at 18:00. His Patient ID is 041-63-50. He is a construction I

worker who fell 3 metres from a scaffold.
Clinitca\ Injuries: He suffered a closed fracture to his left femur and a closed fracture to his left wrist, multiple contusions and a mild concussion. He has
= bruising and lacerations to left side of head, swollen bruised L forearm and wrist and L leg.
Checklist

JPast Medical History rb

He has no significant medical history and takes no medications.

v
"
H
Weights and Dimensions 3
Weights and Uimensions K

Admission
DE;L:.;S@/,,, Age i) 516 year BMI ‘i;
Clinical Height A | w|Cm JE% 0
Data
Weight (Latest) A | v K3
Checklist
Primary Contact Given Name Family Conference Attendees

Primary Contact Last Name

Relationship to Patient

Primary Centact Notified Yes No
Social Work Review o
Family Conference Comments
Last Family Conference | = I

Allergies +
v
——————— hd

‘ Print ‘ Save Save and Close

2. Clinical Data: This tab view is updated with information on the patient’s most recent vital
sign observations and clinical information using a system-based approach. All of this data
needs to be manually entered (using most recent data), each section has a comments
box to enter additional information. Information includes:

= Neurological - GCS and Pain Scale

= Respiratory — Airway, O, administration, respiratory observations, Tracheostomy
information.

= Cardiovascular — Cardiac rhythm, HR, Blood pressure

= Metabolic — Blood glucose level, temperature
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= Gastrointestinal — information on feeds, bowels last opened date, patient’s diet
information can be entered in the GI comments box.

= Renal — IDC details and urine output

= Integumentary — Skin assessment, pressure area information and pressure area
care management plan

= Lines /Drains / Tubes — This section will show the status of any Lines / Drains /
Tubes running during the previous and next 24hrs.

3. Checklist: This tab is used to ensure all actions necessary for patient discharge are

completed.

= Discharge Information — outcome i.e. survived ICU, transferred to another ICU/
HDU/Hospital, died in ICU. Information on discharge destination

= Check that the medication chart (eNIMC), fluid orders chart and insulin chart are
completed. Check that the patient has an ID Band, old notes, imaging and belongings
with them. Check for any alerts

= When the ICU nurse hands over the patient in the ward, they will need to log in to
eRIC. After completing the handover of care, the names of both the ICU nurse handing
over, as well as the receiving nurse taking over care of the patient, needs to be
entered in the signature box on the checklist tab.

o Sam Burges - Nursing Discharge Summary (Adult) : New Session

.| 17/06/2016 11:19 | & | ¥ 5 Sharon Shunker / *Critical Care 'n‘ v

Admission | [REGEER W nE] .

Details /
Demogra..  Unit Outcome W
Clinical

Data Unit Discharge Destination

Checklist Checklist

Ward Medication Chart Complete v Old Notes / Imaging with Patient v
Ward Fluid Orders Chart Complete v yAlerts None v
Insulin Sliding Scale Charted Yes No Patient Belongings Updated v

ID Band(s) Present

Yes Mo Patient Belongings

Nurse Handing Over

Nurse Receiving Handover

v

Print Save Save and Close Cancel
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Patient Ready for Discharge Form

This is accessed from the Nursing Menu and can be used to check that all discharge
documentation has been completed. The Unit Discharge Decision Date/Time OR ‘Discharge
Against Medical Advice’ MUST be filled out (this is important for tracking Exit Block and
delays to discharge).

-
5, “(];‘ [Adut] [cc o2tactive) ) | I |

{ Men Medical Add Progress Notes
Clinical Grap) :

Safety Checklist
44 4 Goto ~ & FASTHUG
Temperature Sourg LRSS AL
Temperature Conts Alerts and Isolation Requirements.
Observations .
Blood fi-Ketone Input / Output Devices and Observations  +
PCA / Epidural / Nerve Block *
Schedule a Task 4
B Respiratory 5
RR (Total)
5p02 Clinical Procedure Safety Checldist (Timeout)

Timed Interventions

Airway Progress Notes 3
02 Delivery Devicel
02 Flow
Air Flow

Nursing Management Plan
Research Studies

- calf (U Patient Ready for Discharge
NIRS - Calf (R)
NIRS - Cerebral (L)'

NIRS - Cerebral (R)
nn bocal 13 gic)

Nursing Discharge Summary

o Sarn Burges - Patient Ready for Discharge : New Session

17/06/2016 11:57 | & | ¥ G Sharon Shunker / *Critical Care ﬁ -

Patient is Now Medically Cleared for ICU/HDU Discharge a

By completing the date and time field below, you are now clearing this patient for discharge
from your department.

Please ensure you complete all discharge documentation as soon as possible.
- Medical Discharge Summary

- Nursing Discharge Summary

- ANZICS APD / ANZPICR review forms

- Medication Reconciliation

- NIMC

J Unit Discharge Decision Date/Time | 14/04/2016 09:46 il w

4

Discharge Against Medical Advice Yos No

44 FF

Save Save and Close

The Unit Discharge Decision Date/Time can and should be updated based on clinical
requirements, ie if a patient deteriorates and is not fit discharge until a later date — the
revised decision date/time should be updated within eRIC.

» [f the ‘Unit Discharge Date and Time’ changes due to any reason — need to add a
comment under ‘Cell Properties’ stating that the Unit Discharge Decision has been
reversed. This will display on the ‘Patient Ready for Discharge Form’ with a comment
indication.

* When the patient is due for discharge — update the ‘Unit Discharge Decision Date and
Time’ and add another comment.

M)
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Scheduled Tasks

Go to the Care Plan / Interventions Tab and select all scheduled tasks and discontinue them.

= To discontinue (stop) a task in the order profile view, uncheck the box next to the task or
by clicking on menu arrow of that task and selecting discontinue.

= This uncheck action needs to be approved (validated, signed for) and therefore adds an
action to a nurse’s shopping cart.

= After clicking Sign Now, a similar signature window appears under the action column
instead of Create, the action is Discontinue.

Print Bundles
All relevant discharge documents can be printed from the ‘Print Bundles’ accessed from the
‘Menu’ — ‘Print’.

§ P [acu] [Bed o5cactive | I ] | [p08: o] | || (0.0 years ] | | [aterts:: None, |

Nursing Medical Add Progress Notes Scores Dose & Task List Clinical Events Radiology End of Life Palicies & Guidelines

! ) _— Input / Care Plan Progress Prescribe Wy Administe Titrate Wy MedicatioMy Pathology Wy Patho
Select a Paticnt entilation “E““”P“'h Cutput RRT \Intawent\ob Notes | Medications N Medications N Medications ¥ Review Resun\ Repe

Patient Demographics 15:55

Patient File g0 0 g0 900 100 1200 100 130 140 150 160
v

Disable PAS Alert

snow/Hide Cursor

Print )

A

Cmergency Patient Reaictr—" ..

Chronological Printing Tool

Cardiac Rhythm
ABPs

ABPd

ABPmM

NIBPS

NIEPd

NIEPm
Temperature
BGL

RR (Total)

als sz s ls szl

CAE]

Messages ﬁ Active user: Sharon Shunker| ‘ urrent Patient Location STG-CICU | |Stat|.s: Admitted_‘ |_3&E;_;-':' Studies:|[ .

Discharge  Transfer  Progress Motes

Optional reports for discharging the patient from the hospital

iz 5 2= @

Patient Demoqraphics Admiszion Summany Medical Discharge Summary Mursing Discharge Summary
m E
Primt All {Abowe)] Print [Other)
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Chronological Printing Tool

The Chronological Printing Tool can be used to print chronological reports for selected
times and sessions.

>gical Printing

ot Release| 03t 041630 Sam Burgess|

Forms Forms Groups

~Time seftings ~Session Settings

- [ Forms Groups
£ [J Available Forms

[ Dietetics Progress Note
- Occupational Therapy Progress Note £ Today " Full disclosure
O Physiotherapy Initial Assessment Note
: Social Work Progress Note

Nursing Medical ‘Add Progress Notes

& Entire case & All sessions
Selecta Patient Ventlation § Neuro -"Pah Inpat/

. Output
Patient Demographics

& Yesterday
Patient File
© Last 24 hi
Show/Hide Cursor asteshs
Print " Last48 hrs

P ruithegoion o - AR
Chronological Printing Tool
S I ! F Hide Tab Header(s)

™ Hide Frame Header(s)

HR
Cardiac Rhythm

[ABPS Print | Preview | Close

ABPd

Chronological Printing Tool - DOB and Phone number not being displayed and Patient's
address are partially displayed in the header in CPT reports. Within Patient Demographics
sessions, DOB and Address gets captured correctly and Home Contact 1 displayed as
PAGER PERSONAL.

The recommended solution: Staff should be made aware to recognize this issue. This will
need to be checked and manually entered or patient label attached.

NOTE: when printed, a barcode will appear on the bottom of the form that needs to be
crossed out.

UR#: 0416350
Adm Date:  28/07/2016
Firstname: Sam
LastName: Burgess
DOB: Affix patient label here
Sex:
Address:

Department Name: FPMB-ICU Phone:  330X-X00000C Fax: 20CX00000Y

Progress Notes Inpatient

28/07/16 15:14 Social Work Progress Note
Saved by: Sharon Shunker At 28/07/16 15:14 Signed by:

Social Work Progress Note

Social Work Progress Noie
family meeting atiended with wife

I| | II I I I|I ge. " Date printed 29/07/16 09:23
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19.4 Discharge Reports

The discharge reports that need to be completed include:
= Medical Discharge Summary (print from print bundles)
= Nursing Discharge Summary (print from print bundles)
= eNIMC - print from tab at the bottom of the Medical Discharge Summary
= eHOC - can be generated from the ‘Medical Menu’ > eHOC OR ‘Nursing Menu’ ->
eHOC. The eHOC will be generated on-screen into a PDF viewer. Within the PDF viewer
the user may save or print the report. eHOC needs to be manually published to eMR.
= EOLC Forms:
* Advanced Care Directive - there may be a scanned document for the advanced care
directive
+ Resuscitation Plan in eRIC - in addition, the hospital/state-wide resuscitation plan
document should be completed
* Declaration of brain death form - needs to be completed for organ donation brain
dead patients
+ Donation after circulatory deaths form - needs to be completed for organ donation
patients who are for donation after circulatory death.

Additional paper ward-based forms that may need to be completed include:
= |V fluid order form

= |nsulin chart

= PCA/ Epidural Form

= Chemotherapy Chart

Additional paper ICU-based forms that may need to be completed include:
= ANZICS APD/ ANZPICR review forms.

For patients who die in ICU:
= Death Certificate
= Coroners Referral and checklist

19.4.1 eNIMC (electronic National Inpatient Medication Chart)
This is an electronic version of the National Inpatient Medication Chart (NIMC)
» The design for eNIMC aims to replicate the format and content of the current NSW
standard paper NIMC as far as possible into a format that is printable from eRIC
= Medications and other substances currently not appearing on the paper NIMC - will not
be printed on the eNIMC
= The eNIMC is intended to support the transition of patients from ICU to the ward
= |t can also be printed to support medication management where the patient is temporarily
absent from the ICU for a prolonged period. For example, while in the operating theatre or
Cath lab, or attending a test or procedure out of the department.
= The eNIMC can be launched via:
* The Medical Discharge Summary (at the bottom of the form)
» Or by navigating to Medical menu - eNIMC.
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L DGR | v |y Shasee Shunker /*Crtieal Cane ) Previeus Sesaizn B3

Access eNIMC
- 4 Past Medical History
from Medical

! l menu

M s o sigeificant medical Pisioey and takes no medications.

.

Clicking on the eNIMC button will open an eNIMC pre-generation screen which provides tips
for the clinician prior to printing and after printing eNIMC. A warning message is displayed on
screen if the eNIMC PDF has been generated previously.

v | 1ML U | & | v 8 power adeneszratar Ko n Sam feadult

D Promous secmen (4| F
Before Printing: Afrer Printing:

1) Tha pattent's discharge from youwr ward 1= IR IMNENT. 1} REVIEW and COMFIRR tha eMIBAC conbent.

2) Medication Recenciliation has been performed by medical offices 2} On Page 1, sign the TOP and the AllergiesA0R bax

2} Sign EACH Prescriptian

A) Feview the list of FREE TEXT MEDICATION and ather medications

ar the last page of the eMNIPC (these medications may require
meanual prescription on the relevant charts If clinlcally appropriate)

S}ifapplicabla, Al in the Masimum PRM dose f 24 hours

= 2asa onsare the Redicodorn ~dmiristctor Keeord 14 2K I eomeet and up ko

date &} = IF the patient is no longer beimg dischargad:
- Ensure printed eMIbAC is elearly mared as CEASED
- RE-EMTER any new presciptionis] or dosels]inte afIC
- Flle the Ceased

Com—ents

Generate eNIMC Button
A presaibes must revi
the eMIMC of * Free Text
that require manual presciption for ongeing

timuation of

| urgersand he eou emeTs of ating th= ekIMC

A major benefit of the eNIMC is to reduce transcribing errors and improve legibility and
patient safety.

Before Printing

= Ensure that the discharge is imminent — approximately 30 minutes before actual predicted
time to leave ICU to avoid the need of dealing with the printed eNIMC should the
discharge decision be reversed

= Check that a medical reconciliation has been performed by the ICU Medical Officer.

After Printing

= Review and confirm the eNIMC content (compare with Prescribe Medication and
Administer Medication tab views)

= Fill in and sign the VTE Risk assessment details; if applicable, manually prescribe
mechanical VTE
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= Maximum PRN doses must be manually entered
= NOTE: Check all Free Text Medications on the last page of the eNIMC and manually
enter all Free Text Medications
= Additional prescribing on a paper NIMC may be needed if the maximum number of charts
has been printed (10 charts)
= NOTE: Verify and sign the Allergies/ADR details at the top of Page 1 and Page 2 on
every chart printed. If there are more than nine Allergies/ADR, handwrite initials on the
last row, next to ‘Additional Allergies. See Progress Notes'. If PRN medication is
prescribed, fill in the maximum 24 hour dose
= The eNIMC must be signed at the “Top’ of Page 1 on every chart
= Each medication order must be signed (Indication for the medication must be entered
where clinically appropriate)
» Inthe rare case where the medication name does not appear in its entirety due to the size
of the available space, the clinician may choose to handwrite the missing characters.
= Provided the clinician is authorised to generate the eNIMC PDF, and the
acknowledgement checkbox is ticked, the PDF for eNIMC is displayed on screen for
preview and verification by the clinician
= The clinician then has the option of printing the eNIMC or cancelling out of the preview
without printing. In the latter case, eRIC continues to be used for prescribing and
administering.
= [f the patient is no longer being discharged:
= Ensure eNIMC is clearly marked as ceased
= Re-Enter any new/updated prescriptions and/or administration into eRIC
= File the ceased paper eNIMC into the patient file.
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= Check if additonal charts are required. A separate paper-based order form may need to
be completed for:
* |V fluid order form
* Insulin chart
+ PCA / Epidural Form
+ Chemotherapy Chart

Once printed, the verified and signed eNIMC is the source of truth for medication and can be
used for prescribing/administering additional medications as required. eRIC should no
longer be used for prescribing/administering unless the discharge decision is reversed.

The eNIMC is affected, when at any stage during prescribing in eRIC, the user
validates the dose and then later modifies the dose quantity in the Titrate Medication
section. What will happen is that when the eNIMC is generated — for that medication -
the last administered section for the dose quantity prints ‘0’(ZERO) . It will happen for
the following types of medications (PRN, Variable dose, VTE, Warfarin).

The recommended solution: Medical staff need to be reminded that the previous
documented administered doses in the generated eNIMC need to be checked that they are
accurate AND not ‘0’
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19.4.2 EOLC Forms

End of Life Care forms can be accessed and printed from the ‘End of Life’ menu.

e | ot | Vialiapa W Vesaision W besa /by [P Lol [irtirila, Il Mehcations . ok T
Ll o
prere— :
Fycirsy T | & ] &

Sexdi

Active usar: Fhan Swaminathan

PRABEU | | Statas: Admitted

Advanced Care Directive

The advanced care directive window contains information on whether the patient has an
existing advanced care directive which has been reviewed. A paper-based version of the
advanced care directive should be completed and included in the discharge reports.

o Jimmy Fallon - Advance Care Directive

| | < - 08/02/2016 14:39 (Saved at : 08/02/2016 14:40 ) By : Simons... - Bnew| |XF ¥

Advance Care Directive

Advance Care Directive Exists | Yes Mo Pelicies and Guidelines

Advance Care Directive Reviewed ] Yes MNo

Scanned Documents

Import list...

Comments

Save Save and Close Cancel
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Resuscitation Plan

= This form allows clinicians to formulate a resuscitation plan for patients in ICU

= The form has a Resus (Resuscitation) Plan alert parameter on it that indicates if there is a
Resus Plan in place

= [f there is a plan, the form should be saved with ‘Resus Plan’ selected. This alert will
change the Title bar for that patient to indicate that a Resus Plan has been put in place

= On discharge from ICU, the hospital/state-wide resuscitation plan document MUST be
completed.

& Jimmy Fallon - Resuscitation Plan
| | - 08/02/2016 14:41 (Saved at : 08/02/2016 14:42 ) By : Simons Nicholas / *Adult v Bnew| (XX ¥
Resuscitation Plan .
Resus Plan Alert Resus Plan | ~

Is & Call to the Organ and Tissue Donation Coordinator Indicated -

Resuscitation Plan Note

SN ... ot cione | corcer |

Declaration of brain death (needs to be completed and printed for organ donation

brain dead patients)

This is a copy of the current state form for determination of Brain Death in a patient.

This form requires two doctors to complete it, for it to be a valid document.

= The first doctor completes the form - select Sign - Save and Sign - enter user name
and password.

= NOTE: A second doctor must click on New Session = enter all assessment findings >
select Sign - Save and Sign - Enter user name and password - select Save and
Close to ensure entered data is saved for that session. If the second doctor verifying
brain death only clicks on ‘Sign’ — the data entered will not be saved.

& Jimmy Fallon - Determination of Brain Death : New Session

.. | 0870242016 15:12 | & | v | [¥5| Simons Nicholas / *Aduit L | F

Known cause of irreversible loss of brain function

There is acute brain pathology consistent with the irreversible loss of brain function.

Decter A:  Specify condition

Doctor B:  Specify condition

Period of continuous observation of apparent loss of neurological function.

For determination of brain death by clinical examination there has been at least a 4 hour period of observation and mechanical ventilation during which the patient has
unresponsive coma (GCS 3), with pupils non-reactive to light, absent cough/tracheal reflex and no spontaneous breathing efforts.

(Note: When the cause of brain injury is hypoxia-ischemia, clinical testing for brain death should be delayed for at least 24 hours following the resuscitation or following
rewarming to 35 °C when therapeutic hypothermia has been used.)

The 4 hour period of observation began at

Determination of brain death by dlinical examination
P

Doctor A Doctor B
1. Hypot] not present - temperature is =35 C (Specify temperature) a1 T T o
2. Blood pressure is adequate (e.g MAP=60 in an adult) Qz. ves . e No
3. Sedative drug effects are excluded as. ves No Yes No
4. There is no severe electrolyte, metabolic or endocrine disturbance Qa. - - Yas No
5. Neuromuscular function is intact as. ves e Yes No
6. It is possible to examine the brain-stem reflexes (including at least one ear and one eye) as. - N Yes No
7. 1t is possible to perform apnoea testing az.

Yes No Yes No

Clinical testing
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Donation after circulatory death needs to be completed and printed for organ donation
patients who are for donation after circulatory death.

This a copy of the current state form for documentation of Death in a patient following
circulatory death. The attending Intensive Care Consultant or other designated doctor
determines that there is irreversible cessation of circulation of blood in the patient’s body and
all the criteria for organ donation after circulatory death have been met.

@ simmy Fallon - Donation After Circulatory Death : New Session

. | o8r0zr2016 15:14 - - - Simons Micholas / =Adult L= 3

Donation After Circulatory Death’
Organ D. - Docu of Death Detarmined by Absence of Vital Signs Following Circulatory Death

Under the law in NSW, a person has died when there is irreversible cessation of circulation of blood in the person's body (s 33
Human Tissue Act 1983).

For the purpose of organ donation after cardiac (circulatory) death {DCD), death will be determined to have occurred when the

anendlng Intensivist or other designated doctor determines that there is irreversible cessation of clrculanon of blood in the
person's body. The doctor must certify that A and B have occurred and all of the features in C are presen .

A.Intensive therapies were withdrawn at: + | = | Gncluding endotracheal tube, ventilatory support, inotropic support)
Comment
8.1 have determined by the absence of vital sians that death has cocurred.

€. All of the following features were present:

immobility

Yes MNo
Apnoca Yeas No
Absent skin perfusion e o

Absence of pulsatility on the arterial line of at
least 2 minutes duration EES L=

Death occurred at: = | -
Doctor
Designation

* {(Based on criteria developed by the Australian New Zealand Intensive Care Society:
The ANZICS Statement On Death And Organ Donation edition 3.2 2013)

Print Sian S R m

19.4.3 electronic Handover of Care (eHOC)

The eHOC Report provides a Clinical summary of the patient’s ICU stay

The eHOC is an electronic Hand Over of Care report that has been developed in

extensive consultation with clinicians, from within and outside the ICU

It is generated at the time of patient discharge from the ICU

The eHOC Report can be used by all clinical staff and:

e used for handover of care by ICU to clinical staff on the ward the patient has been
transferred to

o used for handover of care when the patient is discharged out of ICU to another
hospital.

eHOC: Sections and Sub-sections

Administrative Details
Event (this ICU Admission)
+ Problems /Diagnosis
* Medical History
* Clinical Synopsis
+ Clinical Interventions Performed
Nursing Discharge Summary
Medications
» Current medications at the time of discharge from ICU.
* Medications withheld in ICU
+ Outpatient medications ceased within ICU
* Anti-microbial medication administered in ICU
Medical Plan
Vital Signs (24 hours prior to transfer)
* Pulse and Respiratory Rate
* Blood Pressure

206 |Page




eRIC User Guide — Module 5: Discharge and Transfer

+ Temperature

+ Fluid Balance

* Weights and Heights (latest)
= Resuscitation Plan
= Referrals / Consultations

eHOC: How to Generate

= The eHOC can be generated from the ‘Medical Menu’ - eHOC OR ‘Nursing Menu’ -

eHOC

= The eHOC will be generated ‘on-screen’ into a PDF viewer
=  Within the PDF viewer, the user may save or print the report
= The eHOC can also be manually published to eMR

b [Pilot Release | (08(Active) | | ] (2:2] [D.08: 11/05/194a] [
3

Menu Nursing Medical

Gaph | e
Overview | Vita
' 4

4( 4 Goto ~ PP

dd Progress Notes Scores

Dose & Task List

[ Clinical
Overview

Select a Patient RRT Care Plan

Admission Summary
20 Allergies/ADR

Alerts and Isolation Requirements.
Progress Notes

Problem List

Lines / Drains / Tubes

TABP Insertion / Removal

Physical Restraint(s) Order

BO| xapxap|

Clinical Procedure Safety Checklist (Timeout)
Nitric Oxide Order and Observations

Burns Admission Management

Research Studies

eNIMC

M1 Discharge Summary

eHOC

Cardiac Rhythm
AEPs
ABPd
ABPmM
NIEPs

Interventiof

Publishing eHOC to eMR

> | Pilot Release | [ 08(Active)
ving Medical
sciect a Patient
Safety Checklist
FASTHUG
Allergies/ADR
Alerts and Isolation Requirements
Observations
Input / Output Devices and Observations  »
Schedule a Task
Timed Interventions
Clinical Procedure Safety Checklist (Timeout)
Progress Notes
Nursing Management Plan
Research Studies

Cardiac Rhythm s 5
Patient Belongings

ABPS i s
aped Weights and Dimensions
ABPM Patient Ready for Discharge
NIEPS

= =
e B ene SBnmary

NIBPm
Tomnerzhre

| [D.0.8: 11/05/1944 | |

Dose & Tazk U

Care PI
Interven

165 145
100 110
130 125
125 130
85 70

95 80

n 5 a7a

The eHOC when generated can be published to eMR

(& http:/ \irtric-mdb08 nswhealth.net 83/ Default aspx? O » @ | @ eHOC Report Viewer

Publish Report

Last published details
Creation Date/Time:
Document Status:
Transmission Status:

30/03/2017 10:40:37
Interim
Error

= Click on the ‘Publish’ button

& httpy//virtric-mdb908 nswhealth.net 83/ Default aspx? O = & | @ eHOC Report Viewer

Publish Report

Publishing a report queues this eHOC report for sending to EMR. Do you wish to proceed?

Confirm Cancel

Last published details
Creation Date/Time:
Document Status:
Transmission Status:

30/03/2017 10:40:37
Interim
Error

= Click on Confirm if you want to proceed with sending the eHOC report to eMR

One solution
across NSW

Better patient
outcomes

By clinicians,
for clinicians
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@ hitp://virtric-mdb08.nswhealth.net:83/Default.asp? O ~ &

@ eHOC Report Viewer

eHOC Report

This document has succesfully been submitted to the eMR.

Last published details
Creation Date/Time:
Document Status:
Transmission Status:

31/03/2017 16:40:51
Interim
Sending in progress

= A message is displayed confirming that the document has been successfully

submitted to eMR.

Location of eHOC in eMR

Sexchate

LocEI00 SGH; £ 09

Inpatient; Admit/Rog Date: 04/04/ 17 11:50; Discharge Date: <Mo - Discharge Date>

One solution
across NSW

By clinicians,
for clinicians

#8 DS caxBAN|++BFQS
J
Oetails
5t George Morpital
Owscharged From KU Ll
Unit Ademislon OsteTine o 0w
Pt Addeess 23 o tremt
ot Syney
Nw 010
hars
Aor Vi Zow L (Wscal [resrngl)
Document stes s
Event
Problems/Diagnasis (Ths KU Admission)
[T — =
Action List |
|G = o o |
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Example of an eHOC

ICU Handover of Care Summary
08 Dec 2016 1257

MrishnSMITH  DOB: 11 May1048(7Y  SEM:Mals  WARMN: 542164

Administrative Details

Port Macquarie Base Hospital - Fort Macguarie Base Hospital Intersive Care

Discharged From ICU
Unit Adreission Date

Unit Discharge Déision Date
Unit Discharge Date

Patient Address

Auth
Docunsent Status

Event

e
07/12/2015 12:00

08/12/2015 11:30

08/12/2015 12:00

55 Gecrge St

Chatswood

NSW 2067

Australia

Jamas Corder {Madical (prescrizing])
Fral

Frabiems/Dingnasis (This 1CU Admizsion

Frincipal Disgnosss
Septic shack
Froblems (Azute-Active)

Hyposic resgiratory falure
Acute renal faikare
Hypotension

Frobiems {Acute-Resohed)

Problems {Chronic)
Morbid obesity

Medics! History

Upper airway bleed (post intubation)

Past Medical History
Gout

Hemia repair 2008
Famly and Soclal History
Lives aione.

Danghter lives in Cambeitowe,
Wisits eceasionay.

Drinks 5 units per day

U Hondower of Care Sumamary
08 Dec 206 12:57

5B Male  MEN M54

MrichnSMITH DO 11 May 1594 (72)

Vital Signs
Pulse snd Respiratary Rte |24 hours Priar ta Transfer) S
s
. Resananany
Rate
o
MO e m
1 - -
. o g ‘m.,
L \
El e =
o
= L. 4
an -
- .
w] . e e s w ——a—g
o+ =
oF A F PSS 1@!“_39 L N R N
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19.5 Discharge from ICU

The discharge process is completed once the patient is ready to be sent out of ICU and
received into the area to which they are being discharged.

For patients being transferred to another ward in the same hospital:

* The patient’s status needs to be changed to ‘Released’ in the ‘Patient File Window’. This
is done by the ICU nurse or the ICU ward clerk

= The receiving ward will admit the patient to the ward bed in PAS

» |n all cases, once the patient’s status is ‘Released’ in eRIC, this will stop data from any
device updating the patient’s record and remove the patient’s association to the ICU bed
in eRIC; but medications will continue and hence a medication reconciliation needs to be
done.

ic Cachel TEST - Patient File

Patient Identifier: 45000 Comeents

ViR r = On the Patient File form-
Fist Namme: e check that the Status has
changed to Released.

Last Mame: resT

staus: P = On the Work List check
that the patient is no longer
R I an /a0t 1654 5% in an ACTIVE bed
Bed:
freen Time THRA2016 1654 s Dia not transter to archive datediase
Patient Checmalogic o
Log Locatian PAS ol View Ap w Dase

For patients being discharged home, those who leave against medical advice and

those who diein ICU:

= Ensure that the medical and nursing progress notes are updated and details about the
patient’s discharge or details about the patient’s death are documented

» The ICU Ward Administrative Officer or ICU Nurse needs to go to ‘Patient File Window’
and manually change the patient status to ‘Released’ in eRIC. They also need to
discharge the patient from ICU in PAS

= While the patient is in ‘Released’ status - data can still be entered in eRIC

= Once the patient status is ‘Closed’ - no data can be entered in eRIC. The file can only be
viewed

= For CIS Manager: Do not change record status to ‘Closed’ until all documentation is
complete

= For Brain Death patients, enter ‘Brain Death’ time as date and time of death (the
patient is only ‘Released’ from eRIC and discharged from PAS after the retrieval surgery
or transfer out of ICU is completed)

Change in patient status

» ‘Admitted’ to ‘Released’ — This is updated in the ‘Patient File’ window by the ICU nurse
or ICU ward administrative officer, when the patient is discharged out of ICU

» Released Status — Closed Status - This should be a manual process, performed by the
CIS manager, and done on a case by case basis, when deemed clinically appropriate,
and once the medical record is completed
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» Closed Status — Archive Database - This is an automatic process which will occur after
the patient has been in a closed status for 48 hours. This allows the production database
to remain relatively small, and therefore keeps performance of the production database
fast.

NOTE:

» Medications, Infusions that were running and Lines, Drains & Tubes that were insitu at
the time of discharge will be stopped by the CIS manager when the status is ‘Closed’

Searching for Released Patients

The ‘Patient Search’ on the Work List drop down menu can be used to search for the

‘Released Patient List’.

= This opens up a Patient Search Window

= [If you know the Patient First Name, Last Name and or MRN — you can perform a Basic
Search

= |f not — click ‘Advanced Search’, this opens the ‘Advanced Search’ box (for example for
‘Released’ patient search choose Field = Patient Status, Field Operator = Is, Value =
Released). After entering details for searching Click ‘Run’ to start the search.

Cancelling a Discharge /Transfer
= The discharge may need to be cancelled.
OR
= The wrong patient may have been incorrectly discharged.

Actions to be followed if either of the above occurs:

Using “Patient File"
Accept
Patient i form manually move edical :
Rallen md - »{ back to admitted - g:evitl‘.;a »| Check PAS is
eleased slalls bed (Do not change . correct
. signals
times)

20 Discharge and Transfer Module Specialised Workflow

Processes

= The need to print paper forms as required, when the patient is being transported from ICU
to other areas /departments within the hospital that do not use eRIC. e.g. OT, Radiology.
These departments will have view-only access

= The Nursing Handover Checklist requires the signature of the handing over ICU nurse
AND the receiving ward nurse. The ICU nurse will need to log-in to eRIC on the ward and
enter the name of the ward nurse receiving handover on the ward.
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