ER Documentation using MEDITECH (Magic)

Overview

Olympic Memorial Hospital is a rural health care facility located on the Olympic Peninsula, 70 miles west of  Seattle.  The emergency department is a level IV trauma center with 10 beds serving 17,000 patients per year.  Prior to 1997, all documentation of the ER visit was done on one multipage form with triage, patient history, orders and nurses comments on the first page.  This made for a quick documentation process, easy to see at a glance what was happening with the patient.

MEDITECH Nur documentation was brought up for this facility in March of 1997.  Originally, the ER staff was attempting to document interventions from the Process Intervention screen.  Staff made a concentrated effort for 6 months to try to make this work but ultimately went back to their concise paper form.  

In June of 1997, our administration developed clinical informatics nurse positions and I became involved.  The ER manager brought to me a list of issues as to why the initial MEDITECH documentation did not work for them.  The manager was committed to rebuild something that would work for the ER.  The manager and staff of the ER did recognize the importance of having their documentation on line.  They knew that having the information in the HIS would make it available to anyone at any time without having to chase down a paper record.  They recognized they could recall historical information for their frequent flyers.  They understood the value of a legible record.

ISSUES

The ER is a fast paced, critical area where decisions must be made quickly.  Documentation must support the activity and allow for rapid decisions and fast patient turn around.  The ER staff brought forth these issues: They wanted to minimize keystrokes for data entry; all data collected should be printed on one page, divided into admission history and physical, ongoing notes and discharge or transfer documentation; data should be separated into logical subjective and objective information and concise documentation must accommodate rapid patient turnover.

WORKING TEAM

After receiving the laundry list of issues we developed, a working team to rebuild the ER documentation.  The team consisted of the ER manager, 3 RN's, 1 ERT, 1 ER doctor and the clinical informatics nurse.  At various stages throughout the rebuilding process, all staff and physicians were asked to review what had been done and input was taken, evaluated by the team and incorporated as appropriate.

During the brainstorming and rebuilding process we identified concerns that needed resolution.  The staff wanted a logical flow to adapt to how they worked.  They wanted to skip fields that did not apply to a patient.  They felt they needed the ability to be logged on to more than one session at a time, as they frequently had to move quickly from one room to another.  The night shift only had 2 RN's on each night, which made this function even more important.

The nurse manager analyzed how the staff currently worked and what they wrote on the paper forms.  This evaluation showed that in at least 80% of the patients, they only wrote about 3-5 lines of nurses' notes for the ongoing care.  The initial assessment was brief.  

CLASSIFICATION OF PATIENT TYPES

In order to create forms that worked for this population we found it necessary to classify the patient types seen in the OMH ER.  These were classified into standard ER Visit, Prepak, Continuing Meds and Psych/Detox patients.  All code documentation remains on the paper code form at this time.  However, staff does enter the standard ER Visit form after the patient is stabilized.  The ER Visit type comprises the bulk of all patients seen in the ED.  This one form covers at least 80% of patients.  The Prepak is a small, one-page form used for documenting after hours medication dispensing.  This is an infrequent event when no community pharmacy is open but does not need the full documentation of the ER Visit.  The Psych/detox form only varies by the historical information taken and the type of nursing exam done for this patient.  Patients receiving continuing meds in the ER are being phased out.

We then created forms for each type of patient.  In addition, we created a generic ongoing notes page 2 in the event a patient stayed in the ER longer than could be documented on one form.  This is an infrequent event as the goal is to move the patients on to the next level of care or discharge them as quickly as possible.  

NEW FORMS

To accommodate all of the staff issues, we decide to use only one routine in the NUR module.  Use of the PI screen requires many keystroke so we chose #1. Assessments.  We built one form (cds)  that would be re-entered for all phases of the ER documentation: Initial, Ongoing, and Discharge/Transfer.  To move quickly through the form, attributes are placed on queries to skip those that do not apply.  Group responses were created so that one keystroke could bring forth the most likely answer.  
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It is through the use of attributes on the queries that the nurse moves quickly from one section to another.  The ER Visit is one large cds with many attributes.  For data entry, there are only 6 screens.  Key queries at the beginning of the initial section and ongoing notes section assist in moving through the screens.  (Figure 2)

The nursing care/documentation process is as follows: 
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ONLINE STANDARDS


To assist staff in managing patients, the manager has attached the ENA (Emergency Nurses Association) standards to the online documentation.  At a glance, staff can press SHIFT + F8 and call up what sort of assessment information should be documented for someone with a head trauma or pediatric condition.  This is particularly useful for the nurse without significant emergency care experience.  It assists in treating those types of patients that are not seen frequently.  

PRINTING/VIEWING

As mentioned earlier, the staff prints a copy for the ER physician after the initial examination.  Patient care and documentation continue and the final copy is printed after the patient is discharged.  In order to have the entire visit on one printed page; it was setup to print in NUR profiles in a landscape format with a custom header.  The ER Visit is viewable in PCI under the data source Assessments.  The last documented occurrence is the completed record for that date.  All staff and physicians understand this concept for viewing the record in PCI.

EDUCATION AND TRAINING

Once the forms were developed, each staff member had to attend a 1 and 1/2-hour class on how to document in the ER using #1. Assessments only.  It is crucial they understand the use of the attributes, how to use the group responses, page down and F6 keys for maximal convenience.  Because the staff had used the computers earlier there was less resistance and learning curve than the initial go live.  Following the training classes, each staff member was evaluated individually by the manager for performance in using the new forms.  Standards were developed by the manager as to how long it should take staff to log in.  Staff was worked with until they could all use the forms efficiently.  The manager overstaffed the unit with one person for 1-2 months until every one was up to speed with the new documentation.  Her persistency paid off.  The staff verbalizes they like the new documentation.  It has been live since February 1998 without major problems.  As new staff is hired, one key person has been identified to train on the documentation.  Checklists are utilized for consistency in training.

PITFALLS

All new processes come with their pitfalls.  It is crucial that staff documents, file and exit with each documentation encounter.  Staff must understand that leaving an assessment up on a patient creates the potential for someone else to call that assessment up and document on the same line, thus overwriting the current documentation, if that session has not been filed.  In MEDITECH 4.6, there was a file lock in place that prevented anyone from documenting on an assessment at the same time as someone else.  With 4.7, MEDITECH has changed the functionality and to get it back requires purchasing a custom enhancement.  Effective staff training and standard security measures should avoid this complication.  With 4.7 came the ability to print from #1. Assessments.  However, this printout has the appearance of a printout from PCI.  It prints in portrait format and takes up two pages instead of one.  If the print function had looked to the profiles, it would have been a boon for this process but since it prints as from PCI, our staff is trained to use #11. Patient Profiles to print the ER Visit, where we have the ability to print in landscape for this particular setting.  The last pitfall to discuss is making sure that other hospital staff understands how to document in the ER.  Nurses who work on the medsurg floors are used to using the Process Intervention screen.  Should there be a float situation to the ER, it is critical those staff know how to document using #1.Assessments and not use the ER forms from the PI screen.  

SUMMARY

Administrative support for automated documentation is key to the success of the process.  The credit for the success of implementing this type of charting lies with the nurse manager.  Evaluating how staff work helps in creating a process that meets their needs.  Involving staff and physicians promotes a useful process and satisfaction with the final product.  Training and education must be thorough, well thought out and consistent.  Each of these phases is integral to the success of the implementation.  

One advantage of MEDITECH is its flexibility and the fact that you are only limited by your creativity, programming capabilities, time and resources.  Careful attention to the patient care process creates success.  Systems built to improve patient care will be successful.  We have to think outside the box, redesign processes and focus on the patient to create successful online documentation.

Debbie Kelly, BSN, RNC

Clinical Informatics Nurse

Olympic Memorial Hospital

939 Caroline St.

Port Angeles, WA 98362

(360) 417-7233

debk@olypen.com
http://www.olypen.com/debk The Nurses' Place, a Meditech resource
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Figure 1








Figure 2 (Overlay of the 3 major sections of the ER Visit)





Figure 4
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