AMEDD Guidance:
Core Nurse Skills for AHLTA

17 Aug 2006, Version 2.0

Note: This material, along with the associated How To information, is designed to
facilitate transition to AHLTA and improve use by experience users. It is intended to
augment the standard over-the-shoulder training and classroom training during initial
implementation of AHLTA and help to facilitate the ongoing training of new personnel.
The user should recognize that NOT ALL medication, consults, labs, and radiographic
procedure are available in the training database. However, the practice of trying to
reproduce notes in the training system can be very beneficial in training/learning how to
efficiently and effectively perform your clinical documentation.
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Please refer to the “838 User’s Guide” and “Using AHLTA Build 838 to Improve
Outcomes” for additional information.

Introduction

Due to their broad scope of responsibility, nurses employ many AHLTA modules in their
daily workflow. AHLTA has a vast assortment of functions and there is no way to teach
(or learn) everything in one class. More class instruction is not the answer. The solution
is to teach (learn) the skills that you need as a nurse to function effectively and
efficiently. Skills can continue to grow and develop over time. This is true learning, not
just exposure to the application.

This document will guide you through the basic skills needed to work effectively and
efficiently in the outpatient setting using AHLTA. AMEDD Sustainment trainers are
available at each MTF for ongoing support of learning.

The following areas have been shown to be necessary core skills. The order is the
recommended order for teaching (learning) the skills. Within each area, clinical utility is
also discussed. Learning will be most effective if the nurse has gone through the self-
paced (guided) tutorial on AHLTA prior to training or has past experience.

1) Health History Module
a) SetUp
b) Healthcare review and reconciliation (updating information)
c) Moving information into note
d) How to configure Health History Module
2) Clinic Schedule (set up and review)
3) Signature Block and autocite preferences
4) Screening
5) Vital Signs
6) A/P
a) Entry of immunizations
b) Medications
c) Procedure and other clinic specific codes
d) Addresses wellness reminders
e) Clinic Favorites
7) S/O Module (entering notes and screening, pulling up templates)
8) Telephone Consults
9) Immunizations Module

Only after the above has been mastered, should the nurse venture into other advanced
functions within the application.

Health History Module

One of the great benefits of an EMR like AHLTA is the availability of patient information.
The information is present and can be sorted. Unlike CHCS (Legacy), you can see
multiple types of patient information at one time. The health history module gives you a



“dashboard” view of your patient status. Depending on your access roles, it also allows
you to drill into detailed patient information. It is customizable to your preferences

Set up — The first time you use the health history module you will need to set up the
areas that you wish to pull up. These should include at a minimum - allergies,
medications, problems, vitals, and recent encounters. The health history module gives
a display of information found in other folders in the patient record. These areas can
also be accesses separately.

To setup:

1. Go to Health History item on left side of the screen.

2. The first time it is opened and any time you lilitary Clinical Desktop - Health History (Privac
wish to modify, you will then need to select o | Tools Actions Help

Tools from the top of the screen and then

select Properties. Or you can use the O .

Options button located to the right on the Lok e
patient ID Bar.

3. A pop-up will appear that will allow for selection of the items you wish to
include. Each box for the items selected can be moved to anywhere on the
screen and resized as desired.

| FERDED
L. i e Phone: (123) 89888 =
Resizing is done by wns__ [ ||
. . . 7 Fadidod Demagraphics
clicking in the center of the [..  Aor= \ ”
bOX yOU WlSh to reSIZG, ;EI:L\PIDEMIA Ltk Problems Meds
. JABETES MELLITWS TY) I Allergy

then moving the black SENTAL P i

9 E1POD
handles (or marks) up, [T ik
dOWn, |eft Or right- You Fe oo Previous Encounters : Lah I
only need to get the boxes [ ::H;Ety
. . Datq Y T
in the rough size you G [ pa 1

. . J W Lab e
need. Then click on align  [wiimi: RGE peaney L
t he edges exact and 18Jul 20041212 C m?! I.:
o gett
|OOk|ng “pl’etty." :\Nntas.[[syx;:mary\/le :Zlngpy'i
wg 200 Pafient Notes

Each section on the
screen can be used to
access the full module.
Double click on the item (a specific previous encounter, for example) to
access that module with the item double-clicked highlighted on the screen.

If you find you don’t need a module, follow the same above steps to
reconfigure as needed.

There will be a trade-off between the amount of information displayed and the

time it takes to retrieve that information and display it. You will get the same
expired medication notification when you display the medication module.
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Health History Module Areas

Froblems Demographics
Problern Carmments Chironicity Home Phone: [123)8888888  wWaork Phone: [12)
Apomns HYPERLIFIDEMIA Contialled with Zocor. Chroric 233 Main 5t
- DIABETES MELLITUS TPE II diabetes remaing under contral.  Chionic
[@# Telephone Corsut ESSENTIAL HYPERTENSION Chroric frpchee. 12018
Saa.rch . wvisit far: screening exan lipoid disorders Scheduls appt. with PCM and 0 Acute Allergies
EZ:ZLLEEL ||| DISBETES MELLITUS TYPE I - UNCONTROLLED  Having difficulty with cantral of £ Acute Allergen | Req
lodine Containing Agents Fas|
Co-signs
B Mew Results <
b1 Reports
71 Toals Med: " Inpt & Outpt.
&4 Sign Orders Last Fill=d Medication Marme Sig Statuz
&, cHesd Not Recorded  SIMVASTATIM (Z0COR}-PO 20MG TAE [elu} Active
)f Imrnunizations Adr Mot Recorded  METFORMIM [GLUCOPHAGE]-PO S00MG TAE  1BID  Active
|| SUAREZ. EDUARDO. Mot Recorded  LISINOPRIL [PRINIVILAZESTRILF-PO 40MG T 100 Active
F Demographics
i Health History
Problems
teds
Allergy
i IW’eIIne:sst. Lab Fesults [0 time periods)
\:3:|usn;;:sm;:\ Date Collected Fieport Type | Report Statuz | Results
" PKLC Caunlers 07 kay 2006 0000 Standard Hemoglabin &1c Final Hemoglobin Alc => 7.5 =» (H]
= Feadingss 07 kay 2006 0000 Standard Microalbumin, urine Final Microalbumin == 17 =»
P atient Duestic 04 kdar 2008 0000 Standard Urinalysis Final A =» Negative => , A => Clear . Bilirubin => Megative . Bl
Lab 04 kdar 2008 0000 Standard Lipid Panel Complete  Final Cholesterol => 198 => , HDL => 42 | LDL => 123 . Risk Factor => 4.7 [H].
1A bd 5e 2008 OOAN Skandard Mham 17 Final  Alhimin —+ 4 A —5 Al Phoe — 88 Anion Ban - 10 AGT -+ 208 Rilinl]
Radiology
Climizal Motes
Previous Encounte Radizlogy Summary
Flowsheets Ewent Date Frocedure Ordering Provider |MTF Status Fiesult Code
i Cunent Encounter pol 5 |1ITT | Co
Sreening 30-Dec-1893 0000 Right Shoulder 4P Internal/E sternal Rotation] Series Report Test User CHCS NITT  Complete  Minor Abnormality
é Wital Sigres Ext v 30-0ec-1893 0000 Chest P4 And Lateral Series Aeport Test Uszer CHCS NITT  Complete MORMAL

1. Problems — Lists all the patient’s recorded diagnoses. The problem list folder
also contains the patients list of

previous procedures and family Pratlems

history. The diagnosis area is Pobkn Y} Comment Chiricly
. HYPERLIPIDEMIA Contralled with Zoeor. Chranic

updated automatically whenever DISBETES MELLITUS TYPE I dabetes remains widkr corbial - Chionic

a hew diagnosis is entered in the ESSEMTIAL HYPERTEMSION Chraric

. , visit for: screening ewan lipoid disorders Schedule appt. with PCM and n Acute

A/P mOdL_”e- The patient’s _ DISBETES HELLITUS TYPE Il-UNCONTROLLED  Having dficuby with corkcl of  Acvte

problem list, procedure/surgical

history, and family history can

also be manually updated from
the problem list folder. By clicking on diagnosis on the problem list you can
see previous encounters, labs, and other results associated with that
diagnosis. This is the result of linking the orders and procedures to the
diagnosis in the A/P section. In addition to adding item, the status of items
can be changed from active, to inactive (resolved) or deleted (entered in
error). The reason for any change should be documented but minor problems
that resolved should be removed to keep the list from becoming cluttered.
Local clinic rules should be established for who will be able to change the
status of a diagnosis.



2. Medication — The medication module provides a list of all medications
located in the patient’s medication profile. This includes both active and

Meds ¢ Inpt.  f¢ Outpt.

Lazt Filled Medication Mame Sig | Status
Mot Recorded  SIMYASTATIN [ZOCOR)-PO 20MG TAR o0 Active
Mot Recorded  METFORMIN [GLUCOPHAGE)-PO B00MG TAE 1BID  Active
Mot Recorded  LISINOPRIL [PRINIVILZESTRIL-PO 40MG T 10D Active

expired medications. The list can be filtered by status (outpatient, inpatient,
all). This usually should be set at Outpatient. The list can also be sorted by
active or expired to facilitate rapid review. This is accomplished by clicking on
the “Status” column header. This will allow the user to quickly review active
medication use with the patient for reconciliation and compliance.
Documentation of this will be addressed later.

In depth information regarding an individual medication can be viewed by
double clicking on the desired medication. This function is similar to the
review capability function of CHCS.

Allergies:  lodine Containing Agents Weight: 180 |bz / 81.65 kg
15 Apr 2008
BSA:1.954 zquare meters
Age: 45p0 Sex: 4 Show Lazt Creatining. ..
Detail:

Medication Mame
Wedicatian - LISINOPRIL [PRINIVIL/ZESTRIL}-PO 40MG T

Sig 10D
Status: Active Order Mumber: ~ 99990070-39990289
Quantity: 30 Order Start Date: 04 May 2006
Refills: b Order Expiration Date; Hot Recorded Comment;
Refilz Remaining. & Last Filed Date: Hot Recorded
D apz af Supply: Mot Recorded Event Date: 04 May 2006
Dizpenzing Location: CHCSII-T FACILTY
Clinic: Ordering Provider:  PROYIDER. DAVID Clase Detail

3. Laboratory — As with the Medication section, the health care team is able to
review most recent lab results (indications for abnormal included) at a glance
and enables moving a copy of that information directly into the patient’s
encounter.

Lab Results (&l time periods)

[ate Collected Repart Type | Repart Statuz | Results

11 kdap 2006 0000 Standard Hemoglobin &1 Final Hemoglobin Alc =» 7.5 =3 [H]
07 May 2006 0000 Standard Microalbumin, wrine  Final  Microalbumin = 17 =

(04 kdar 2006 0000 Standard I rinalyziz Final  Acetest => Megative => , Appearance =» Clear . Biliubin => Negative . Bl
04 bar 2008 0000 Standard Lipid Panel Complete Final ~ Cholesterol =» 198 =» , HDL =» 42 , LDL =» 123 , Risk Factor =» 4.7 [H].
1A bd 2 I00F ONAN Skandard Mham 17 Final  Alhimin =5 A 4 =+ All Phoe —» 88 Anian Ran - 10 AGT -+ 28 Rilin
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4. Radiology — This folder offers the same test result review as the above
modules. The Radiology Summary lists information by date, procedure, result
code, and with a special feature of AHLTA, by MTF.

Radialagy Summary

Event Date Procedure Ordering Provider | MTF Statuz Rezult Code

CHCS INTT | Complete | Mimor Abnormality
A0-Dec-1833 0000 Right Shoulder (AF Intemal/E stemal Rotation) Senes Report Test User CHCSIHITT  Complete Minor Abnormality

Test Uzer

A0-Dec-18390000 Chest P4 And Lateral Senies Report CHCS IHITT  Complete MORMAL

5. Allergies — This module includes the most up- Denagrgic

to-date information gathered from CHCS as well | | Hae Phone: (1299830303 ok Phone: (123445555 A
as data entered by health care staff. This feature | |y

enables quick and easy review of specific patient | |inwhe 4 1236 v
information for confirmation and updating as

e - : Blerges
needed. Double clicking anywhere in this area e —
will open up the allergy module and allow editing | [\t cens B
or addition of new information.
¢ )
”[':a'ts‘””s - 6. Vital signs — Review a historical record
L L of the patient’s vital signs. This is an
UMer gp 1o, bR 18, T:R6°F itori i
20g0ggy °F e P AL AR T excellent tool for monitoring prescribed
gﬁuhg?v?qu B 176/90 H B, blood pressure checks, monitoring
weight gain or loss, and heart rates for
1980 20E g v o 4, R 12 i icati icki
1212 LR AT patients on medications. Double clicking
16,401 2006 BP. 135/85, R, B8R 12,T: 306 F HT:50% T, 10 s, in this module will also allow graphing
1212 B 2737, 85 1.954 squae ke and printing of selected vitals.

7. Clinical Notes - Review notes regarding the patient entered outside the
patient encounter. This is also where a copy of all consult results will be
entered through CHCS.

Climizal Mates [Summmany Wisw]

Drate Tupe Statusz Image | Clinician Entered By
02 bay 20C Patient Motes Rezaolved JSER. TEST USER. TES

8. Wellness - Review prevention items that are due for the patient.

9. Readiness - Review pertinent Readiness information.
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Readingss Infarmation Wieliness [Dug Reminders)

Conective Lenses Required: Type Statug Earlest Recommended

Glasses Recaved. - Prescrpten Regular Activity Counseling | Service Overdue | | 02 May 2006 0

E?g};iﬁ:jjﬁgzgeﬁdeceﬁéismpmn Blood Pressure Screen Service Overdue 02 May 2006 01
) Anti-Tobacco Counseling Service Dverdue 02 May 2006 0
Adequate Calcium Counseling Service Dverdue 02 May 2006 0

10.Previous encounters — This module allows for the review of completed
previous encounters and telephone consults.

Practice Recommendation

A. Open Health History Module as you enter the screening/exam room after
greeting the patient. While the module is loading begin to take vital signs or
perform other necessary task. Loading the module will speed later
information retrieval on the patient.

B. Moving test result information into your note: You can easily copy pertinent
test results into the current encounter.

1. Double clicking on a test result will open the result.

2. Highlight the area that you would like to copy by clicking once and holding the
mouse button, dragging the curser over the body of the text to be copied.

3. Right-click in the highlighted area, then select either:

a) Copy — places the selection on the clipboard; it can then be Pasted into
the note

b) Copy To Note — copies the details directly into the S/O portion of the
current patient encounter summary.

Note: An encounter must be open to use Copy To Note. Once copied, the details
cannot be removed from the note, so ensure you only click Copy To Note once.

Clinic Schedule (Appointments)

The Appointments module in AHLTA allows for appointments to be checked-in and for
walk-in appointments to be made. Scheduled appointment booking is still done in
CHCSI. If AHLTA is unavailable, all orders will be placed in CHCS. You can set the
filters in the Appointments module to show only those appointments you need to see.
Click Change Selections and use the Search Selections window to filter appointments
by clinic, provider, date and status. Once selections are made, set them as your default
settings.



Change Selectionz« IR E I 1 niE L for Today plus Incnmplete.‘

Appt
u;p Appointment Search Selections
Clinics

" Al My Clinics ™ Selected Clinic(z]

Providers

" Me

CHESI Test Clinic [HCZT-CHCSH-T)

Dates
(" Taday Only

(* Today Pluz Incomplete

[04 b2y 200€ -

] |
]

" One Date

" Date Range |

Thru |

Set Column Order as Defaults ‘ Restore Column Order D efaults |

Status Selection

-

L i i i

Set Selections as Default ‘ Ok | Cancel ‘

DOCTOR, DaYID

o Allfor this Clinicfs]) ~ © Selected Providers

=

Signature Block and Autocite Set Up

Select any incomplete encounter and click on
OK to open this encounter. When you are in
the encounter screen, click on the Options
button.

When the Encounter Summary Properties
screen comes up, you can make your settings
that will remain until changed (for all patients).

Set your signature block.

If you need to have your notes co-signed,
enter in the provider’'s name that usually will
co-sign your notes. This will provide a default
person for co-signing but you will be able to
change this before sending the encounter for
co-signature

Set Autocite preference for Allergies only.

Encounters (Privacy Act of 19747F0U0) |

Help

8-1011 31yo B Encounter Summary Properties

Date: 25 Jun 200
Primary Provider. G

Fatient Status: Ou
Reas

AutaCite... | Autg

Screening
Yitals

5/0
4P

2=

P

\4

H
g

(e

Disposition
AddMote

X

Signature Block.

Line 1 QACHCSIL. DOCI B.
Line 2 |Physician Sancal
Line 3 ]D. D. Eisenhower AMC Ft Gordon GA

Co-Signer.  [[Not et Selected) §Earch1

Clear

AutaCite preferences:

[~ Active Problems [~ Active Family History

v Allergies [~ Questionnaires

[~ Active Dispensed Medications [~ Ewpired Dispensed Medications
I~ Vilals | 16 Howe € T e 3 O e
[~ Labs g (Al o e
[~ Rads & ' C Monthe € Yea

A/P Active Order Default:
[~ Show Active Medication Orders Window when Opering Order Tabs

[~ Show Active Laboratory Orders Window when Opening Order Tabs
[~ Show Active Radiology Orders Window when Opening Order Tabs

Disposition Follow Up Discussed with Default: | Patignt -

[~ AutoPrint

W Autosave S/Oevey | O Min




Do Not set your defaults to automatically include Lab and Rad values in your note.
Check all three boxes under A/P Active Order Default, as this will speed seeing items in
the A/P tab.

Encounter Documentation

The section below describes the core skills needed by nurses in their support of
encounter documentation. For those nurses who generally write the S/O note and
document diagnoses, note writing should be learned in the following sequence. An
understanding of the functions is critical to the next step of learning. The A/P is usually
the key area where medical diagnoses are listed, clinic procedures are coded, and
patient education along with plan of care are conveyed.

Screening

The Screening module allows for the documentation of the reason for visit, injury and
accident details, female specific information, and Wellness Reminders.

When screening a patient in your clinic, you may document the reason for visit in this
module. As part of team documentation, it is recommended that most of documentation
related to patient screening and intake be included on the AMEDD Screening AIM form
discussed later. List only limited detail here. Itis likely that there will be more than one
patient complaint that needs to be documented. When choosing the main reason for
visit, simply perform a search for the main symptom or complaint and choose from the
items listed. Items may also be selected from the Clinic Favorite section.

A. Please note that some items are in all capital letters and others are not. If the Item is
all caps that is a provider diagnosis. Nursing staff should choose the symptom driven
items, or those in lower case, until a medical diagnosis is made.

B. If the patient needs a previous diagnosis addressed as well at this visit, you may
choose from the Patient Problem List.
1. Please note this also documents whether the complaint is “new vs. follow up”.
These can be changed and comments related to the complaint may be added
here.



Feaszon For Wisit Liue Reminders
Appointment B eazon for Yizit diabetes/diabstes followup
Select Reazonlz] for YVizit [Chief Complaint):

Patient Problem List: Clinic Favorites List: Search: |c:0ugh Find Mo
DIABETES MELLITUS TYFE Il

+ acough ~
'E'TL"FTE'r- _UNCONTE abdorminial pain starked £ intenzified by body movernent,
HELIIDEIA S + Analgesics Acetaminophen
wizit for: screening exam lipoid disorders ASTHMS COUGH “WaRaMT

EBEEMNIGM COUGH HEADACHE
Bladder Incontinence “with Heavy Cough
+ chest pain made worse by coughing
CHROMIC BEROMCHITIS - SIMPLE 3

Add Remowve
Selected Reason[s] for Yisit:

Selected Reason(z] for Wisit Mew ve. Follow-Up | Comments
a cough Mews
ESSEMNTIAL HYPERTEMSION Follow-Up

Appointment Classification
* Outpatient e [ Ohbzervation

Encounter Conbest
v Related bo Injunysacoident? ¥

Cornrments Spec ik Status | (]S Cancel

2. Adding Female Only Data

A. The fields associated with Female Only Data display for female patients 12

years of age or older. If the patient is pregnant, the Last Menstrual Period and
the Estimated DOB are required fields.

B. In the encounter note, the estimated DOB is written as the EDC (Estimated
Date of Confinement). This information, as well as the will then auto generate
on every concurrent encounter from now on to allow for updating of
information.

Female Only Data

Birth Contral Method [optional
[~ Pregnant [ Last Menzstrual Period Rezet it Lanirol Method |apionall

Abstinence A
[~ Post Menopause - Birth Control Fil
[~ Past Hysterectomy Candorm
Diaphragr

LC Foam

G P A
| j | j | jJ | j Intraruscular Injection [e.g. Depoprovera) v

If the patient iz pregnant, the Last Menstual Period and Estimated DOB are required to be entered before encounter iz signed. Al other fields are optional.

Comments | Spec Wik Status | Ok, | Cancel ‘

3. Verifying Allergies
In every encounter, it is important to verify the patient’s current allergies. The
Screening module is the only module in the workflow where you can document
the verification of patient allergies in the encounter note. To perform this action,
click on the icon in the action bar indicating Verify Allergy. When you are taken to
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the allergy module simply, check the box confirming that allergies were verified
this encounter.

actions  Help

| f 6 K
Add Edt Delete Refresh Close
A 201454723217 45y0 M LCDR DOR-0 Sap 1080 v Rt
P p—
gl r
Allergen Reaction | Onsel Date | IO BoUIGE  EMMeren oy Camments

loding Containing Agents  Hash 09.Jul 1974 Patient NURSE, KAREM

Using the “Add” button, you will also be able to enter a new allergy for the
patient. There are two ways in AHLTA to enter allergies. First, a list of the top six
allergens and reactions has been provided. These are accessed by using the pull
downs next to those line items.

e Allergy
Allergen... [ ~| Onset... [04 Mz 2008
Eleamiem.. [ =] Entered by... [USER. TEST
Info Source: |F'atient ﬂ Comments:

Save | Cancel |

If the allergen or reaction is not listed in the quick list, it will be necessary to
complete a search for those items. Clicking on the Allergen or Reaction toggle
boxes will bring up a new search area. Be specific when searching for allergens,
(most medications are listed under their generic name). When searching for
reactions, if the reaction stated by the patient is not among the search results,
you are able to enter the patient’s statement into the comment section. This will
result in the reaction area being populated with “Other: “and the comment.

4. Related to Injury/Accident

A. If this is the FIRST visit related to
an accident or injury (sprained
ankle, automobile accident, and Datecf Accidert/riay |12 Apr 2006 |
follow up examinations after ER
visits) this area allows tracking of
such events.

¥ Injurp/éceident

Related Cause Code Location of Accident
VA4 - futo Accident TEMNESSEE
[ &P - &nother Party Responsible
[~ EM - Employmert

1. Document the date of the injury

itself.
2. Check the most appropriate box I OA- Other Accidert
H A Cause of Injury "diagnosis" must be specified (a diagnosis with
tC.) describe the event (See an "E code", ICD = EB00-E999). Search for the cause of injury on
pictu re) the AP diagnosis tab [e.q. "fall from ladder” or a specific Ecode).

Ok | Eancel‘
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Vital Signs

The Vitals Sign module is pretty intuitive. You can document, view, edit, delete, and
graph vital signs for a patient. The module contains two tabs: Review and Entry.
The Entry tab allows vital signs to be entered under three different categories:

e Adult

e Obstetric (Female Only Patients)

« Pediatric
The default view is Adult, which displays Standard Vital Signs, Height/Weight, and
Tobacco Use. Selecting either Obstetric or Pediatric brings up additional panels specific
to their respective category (Urine dip stick and head circumference). This is accessed
from the pull down in the top right corner.

Tobacco and alcohol once checked they cannot be unchecked; you must use the
refresh button to uncheck if not asked. “Dot boxes” (ellipses boxes) allow modification of
documentation for smoking cessation inquiries and potential alcohol abuse questions.

The following fields display once the appropriate checkbox is selected:
e Visual Acuity
o Oxygen Saturation
e Peak Flow

While entering vital signs you will notice several “dot boxes” (ellipses boxes). These can
be utilized to modify the particular vital signs with more detailed information (arm blood
pressure was taken in, weight with shoes or without, where pulse was taken, etc.)

When height and weight are entered you will also see that the program automatically
calculates the BMI (Body Mass Index).

If you need to entry serial or multiple vital signs, this is done by entering the first set of
vitals following by clicking the save button on the action bar and then entering the
second set following the same action. This is useful for monitoring patients. You may
also change the time that a set of vital signs were taken for more accurate
documentation.

There is also a toggle box that will enable entering Orthostatic Blood Pressure checks.

Do not use the “Comment Box” on the vital sign tab for entering information about the
patient visit. That information should be entered on the AMEDD General Screening AIM
form.

A/P Module

The A/P module allows you to document your assessment of a patient's condition and
the plan for treatment by entering diagnoses, procedures performed in clinic, patient
instructions, and ordering consults, laboratory and radiology procedures, and
medications.
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You may find that due to your assigned tasks, you do not use all of the functionality in
this module.

1. Documenting a Diagnosis / Procedure

A. If the patient has been seen using AHLTA, their previous diagnoses can be seen
by checking the Problem List button. Double-clicking on the items that appear in
the window is the quickest way to add those diagnoses to the current encounter.

B. When the provider has ordered a procedure for the patient, the nursing staff
should be prepared to enter the procedure codes for those procedures as well as
adding themselves as additional providers of care for coding purposes and work
load capture. Lists of common procedures used in the clinic may be populated as
follows:

A.

Clinic Favorites — This area should be preloaded with information that is
specific to the clinic. The list should not exceed 15-20 items or it becomes
cumbersome to use. The lists are those items that are MOST frequently used.
Personal Favorites - If you wish to pre-position somewhat less common but
frequent diagnoses that you use that are DIFFERENT from the clinic
favorites, you should add them after finding them using the search method.
The diagnosis is added by simply clicking on the button “add to favorites”.
This list also should not exceed 15-20.

Search — The search function is much more robust than was present in
CHCS. When searching for diagnoses for your patient, try to be as specific
as possible. This specific diagnosis will be available to you in the patient
problem list the next time you see the patient. The efficiency comes during
future visits.

Some common nursing procedures (with CPT or billing codes) are:
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Diagnosis | OrderSets | Procedure | DrderConsuls | Oiderlab | OrderRad | OrderMed | Dther Therapies |

¢ Standard Procedures [CPTs) Search

<] o fenc-vonzaToNs-The x| FavaieLits | ~ HEPLS 4 DucbleMedEqip | =], Frion|

[DME]

Description of Procedures

IMJECTION, KETOROLAC TROMETHAMINE, PER 13 MG J1855 A
[MJIECTION MEPERICINE AND PROMETHAZINE HCL, UP TO 50 MG J2180

Pulze Drirmetry 34760

Pulmaniany Function Tests Peak Flow 94150

[nhalation Treatment (Monpressunized) 34640

Cemmen Removal £3210

ECG 124Lead 33000

Uninalysiz By Dip Stick with Microzcopy 81000
Yenipuncture 36415

Yenipuncture On Child Under Age 3 - Desp'ein 26400
Yenous Pressure 53770

Add ta Encounter Add to Fawanite List

2. Associating Procedures with Diagnosis

A.

C.

Procedures can be chosen from the clinic favorite list, which should be reviewed
by your local coders and set up in the clinic for the most common procedures
done locally (immunization, EKG, surgical, etc).

If the diagnosis is known or the visit codes has been established by SOP, these
items can be associated with a diagnosis by the nursing or technical support staff
in the clinic when the procedure is performed. If the diagnosis is not known, the
provider or person signing the encounter makes the association before signing
the encounter.

Remember to highlight a diagnosis before selecting the procedure so that the
procedure/CPT is attached; this will also make it part of your note.

3. Use of the COMMENT/Plan box under the diagnosis.

A.

In this box you can list a follow-up plan, teaching, or whatever you usually include
in your plan. The disposition module also has an area for follow-up care and you
will need to decide how these areas work best for you.

Note: The communication in the comment box will appear in the comment box on
the Problem List. This gives you or other clinical team members a source of
quick information when looking at the Problem List.

To indicate the nursing involvement in the procedure, click once on the
procedure that you have chosen. This will open a new window that will enable
you to make yourself an “additional provider” by selecting your name and role.
Remember to check the box by your name. Once this is completed once, or with
the first entry, the window will automatically open for all subsequent procedure
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entries. This action does NOT increase workload credit and should only be done
as needed so that time is not wasted.

| Priofity | Drders & Procedures

Procedure(s) Pulmanary Functic 0

=2 4.9 ESSENTIAL HYPERTENSION
Carmment  ERG times ote please.
Procedure(s] Electrocardiogram

Friarity [1CD | Diagnosis | Chronic/teute | Type
-1 786.2 a cough Acute Hew
Comrment  Peak Flow in clinic times one please.

Procedure Details for Pulmonary Function Tests Peak I low

Muodifierz]: |

Diagnosiz | Order Sete | Procedure | Order Cons

~<¢) oo JEnc-mmunzeTIONS-THE + | Favorie

Comments;

Electrocardiogram

Ll

Uit of Service: | 4

l
| l
| =

Diescription of Procedures

= User Favarites
Pulmaonany Function Tests Peak Flow 94150
Biopsy Skin 11700
Electrocardiogram 33000
Cliniz: Favorites

Any nursing comments related o the test can go here. These will be documented in the
A/ module|

Appointed Provider Ruole
v | J |.t‘-‘«ttending Provider j
Additional Provider #1 Ruale
v \DOCTOR. DAVID  w| | |Nurse |
Additional Provider #2 Fol=
N | = =
0K ‘ Cancel |

4. Ordering Labs, Rads, Meds and Consults (Role Dependent)
A. The use of these functions is very similar to previous ordering in CHCS.
B. The normal pharmacy and X-ray defaults that are in your Legacy system will

appear.

C. You should also make sure that the diagnosis that you are placing the order for is
highlighted when you SUBMIT the order so that it will be linked in your note. This
is just like writing your plan for the order on paper. The good news is writing the
order also writes the note, unlike CHCS.

D. If you are submitting an order under the name of a provider, an alert is sent to the
provider requesting the order be co-signed. To verify the ordering provider, click
More Detail on the order entry tabs.
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Labs

| Diagnosis | ChronicAtcute | Tupe

| Priority Orders & Procedures

] Pricrity [1C0)

FlELE

Diagnosis | Order Sets | Procedure | Order Consults | Order Lab | Order Rad )

L ]

Mew Lab Order Search |

Mokes bo Provider:

Order bed | Other Therapies |

Lab Section: |[.t‘-\LL SECTIONS]

=

Specimen: Show Collection Choices |

L Shicw lters it Ranel |

Lab Test Marne:

CE A JTO DIFF

Frocezzing Priority

Laboratory Orders

Chous Drdars

" Fouting v ASAP (T STAT = Moty ¢ Preop J
Commentz: [Optional] | |
- Less Detail Clear Save To Queue Submit
Sl * One-Time " Continuous Druration: - — | | | |
Timing: Start D ate: Frequency:  [Daps] Collect.lon Pricrity: Collzction h‘!ethod:
1712 =] [02Mapz006 =] | =1 | Routine x| |=endPatientto Lan =
R equestin i o
Ordering Provider: | J L.-_,,fa“.-_,n: < | CHESII Test Cliric ﬂ

=

The lab module is very intuitive with pull downs placed in key areas for ease of use. If
the nurse is ordering for the provider, use the More/Less Detail button to ensure that the

ordering provider is the correct provider.

By setting the Collection Priority, Collection Method

, and Requesting Location, all of the

requirements of entering an order into CHCS are met. This process replaces the need

to print labs from CHCS.

_ab Collection Choices: [PROTEIN UA]

Choose a COLLECTION SAMPLE

Choices for Collection Sample and Type

Caollection Sample Specimen-Type Container

=l
2 HR. URINE USE TAELE URMN COM -
24HT USE TAELE —
4 HR. URINE USE TAELE URN COM
ANAL USE TABLE ShAB
ANAL REGION USE TAELE PADDLE
arter USE TABLE
AUTOPSY USE TABLE
BILE USE TABLE d

Resultz of specimen-type search

I =]

Collection results for the order screen:

STATUS

There are certain labs that require
additional information to be
provided to the lab. When a
specimen is ordered and the Lab
Collection pop up appears, simply
provide the information requested
and the status will move to green.
Providing the information saves
processing time for the specimen
in the lab.
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Specimen Choices Completed

Choices For Collection Sample and Type

Collection Sample Specimen-Type

Container

IUF!INE.-’24HF| [USE TAELE ]

24HR JUG LI

" Search for specimen-type

Search keyword

Rezultz of specimen-type zearch

JurINE 4| Search |

| 24 HR. URINE

Collection resulks for the order screen:

SAMPLE: URIME #24HR
COMTAINER: 24HR JUG

STATUS

lissue Exam Worksheet

Specimen Collection D ate

[02-May-2006 x| B [17:09 =]
"F’rucessing Friority |

and Time:

" Routine { ASAP (" STAT  Molify ¢ Preop

Fequesting
Lacatior I =l
" Ordering Provider

I testuser LI Search |

| Specimen Entry

Cantainer  |B Frozen? & Mo  Yes

D escription { H Add
—Specimen List
H I Container | Diescription I Frozen
1 A Male NO
Modity | Delete |  Deletesll |

Clinical History [BRIEF]
Type brief history here:

I

Frelp Diagnosis:
For Surgeons

I

Operative Findings:
For Surgeons

PoztOp Diagnosis:
Foar Surgeons

T

Subrmit Save To Quesue Cancel I

When entering orders for tissue samples for
providers, a Tissue Exam Worksheet will
appear.

1. Set the priority of the sample and ensure the
requesting location is correct. Verify the
ordering provider’'s name.

2. Enter a description for the container as
labeled and indicate if it is frozen.

3. Clicking “Add” will move the specimen to the
specimen list. This list may be modified or
items may be deleted as needed.

4. Give a brief clinical history as indicated by
the provider.

5. Submit the order.
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Radiology

Priority [ICD | Diagnosis | Chronicdécute | Type | Frionty Orders & Procedures
L4
[
L
Diagnoszizs | Order Sets | Procedure | Order Consults | OrderLab | Order Rad | Ordertded | Other Therapies |
-
Mewe Rad Order CHEST Search | Motes ta Provider: -
Fiad Section: | [ALL SECTIONS] =
FProcedure Mame: |
[CHEST. PA AND LATERAL =
Clinizal Impreszion: M| [inir=tlsfis H.eadlng
Abrnormal Lung exanm |_| |C|:|mrnenls. [Optional] |
Pricrity
" Routine (5 ASAR 7 STAT (" Nolify ¢ Freop Less Dretail ... Clear | Save To Uueue | Subrmit |
Sehedule i+ One-Time " Continuous Diuratior: Fatient Mability:
Tirmning: Start D ate: Frequency: [Daps] |.&.mbulatory j
1714 - -
ﬂ |I]2 May-2006 ﬂ | J |—| Feguesting Location: |
Ordering Provider: | | | | CHESI Test Clinic j
R adiclogy Orders
Show Orders | ﬂ

Ordering Radiology Tests is also intuitive and asks the same questions as CHCS.
Ensure the ordering provider is correct by using the More/Less Detail button and ensure
that the patient mobility status and the requesting location are correct.

Learning and Exercise
A. Practicing placing common orders and procedures in the record.
B. Use the coder for your clinic to insure that clinic favorites are accurate.
C. Experiment with Order Sets which can be configured to allow more rapid entry of
common orders to include education and other therapeutic items.
D. You now have all the basic skills to use the A/P module. The goal is to write a
completed A/P that you are happy with.

S/O Module: Templates and AIM Forms

The AMEDD has created an AIM form specifically for nurses: Nursing--General—
AMEDD (See How To) and for Emergency Department Nursing to assist you with
documentation. These and other forms have been designed by nurses for nurses.
They will be continually improved with your feedback which can be submitted by
checking the “?” on the last tab. There are many JCAHO requirements that are satisfied
by using this AIM Form. Nurses are also allowed to document nursing observations with
ease using this form.

With the fielding of AHLTA release 838.18, the AMEDD AHLTA office will be
recommending the use of the AMEDD Screening A3 AIM Form. This form will allow the
healthcare team to work more efficiently together. It will also help insure that issues
such as medication reconciliation, master problem list updating, allergy verification, and
military specific requirement are being met and can be tracked centrally. This will
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decrease the burden of local chart auditing. The A3 screening form also allow a better
means for the nursing staff to capture the patients reason for visit in the patient words
along with allowing the provider to add to or edit what you enter as part of the team
providing care to the patient. If using the form, you need not duplicate work on the

screening tab.

Screening — 838 -- AMEDD: This form has been designed to allow the Nursing staff to
be more fully integrated into the team documentation process. This process takes into
consideration clinic workflows and the outcomes desired for documentation in
determining who should write on or add to a patient’s note. As with other AIM forms the
tabs across the top of the AIM form guide the user to the appropriate areas. All Nursing
staff involved with the screening process will choose the Screening/HPI/PMH tab to
initiate the S/O note process and to aid in adding valuable JCAHO required information

into the encounter data.

Reason for Visit: At least one of the six (6) reasons for visit should be checked and the
information captured in the patient’'s words (narrative).

ﬂﬂIA\M-BBBUNLYEasicFDr' H AutoNeg‘v| Und0| Details| Erowse| ShiFtErowse|

Make V\ew|

Screening / HPL/ PHH | RO /PE | Muscu\oskeleta\' Example - Fi0S / FE | Example - Muscu\oskelelal' Help | Oulire View'
AMEDD Dra#t Medein A1 Form: 060627
Reason for Visit Basi¢ Form—General A3
NOTE: 1se one of the following tems o tell the narative. bust inchade HPY items from A0S using the ROS/HP switch button

G Vit For

| »

the following new concems;

{0 Followup Exam

patient reports;

{3 Consultvist NOTE: Change "Service Type" to "Consult" in Disposition Module

Refenred by the following provider o assess

{5 Medicalion rfil

1. Visit For: This area allows

the screener to use Free
Text to capture the patients
reason for visit.

. Follow-up Exam: Allows

the screener to document
any patient concern
regarding test results. This
area also gives clues to the
screener to copy results
into the note itself.

. Consult visit: Easy

The patient is taking medications & isted an medication fist withaut prablems. Changes o the medications are as follows

G Other

dditional problems:

Yisit far a Phpsical q | j< Click to select the appropiate tem

W rﬂ Freviaus Hospitalzations 3 a5 related to this vist

[T [T Previous ER Vists 3 avtelated to ths vish

[7 [T Pt Tests g atnantHS faclly. These inlude:

Access to information from
the patient regarding which
clinic and which provider
has sent them for
evaluation.

. Medication Refill: This

area is vital to the JCAHO
required Medication
Reconciliation Requirement
and allows staff to properly

document not only the review of medications, but any changes that need to be addressed by

the provider.

5. Other: Additional problems of concern for this visit, reported by the patient, may be

mentioned here.
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6. Visit for a Physical: The small box icon allows for free text documentation. A convenient
pull down has also been established with more frequent reasons for physicals listed. (see
below)

Wizt for a Phpgical: g ;I«i Click ta zelect the appropriate ts

. . [|wizit for: military services: commizzioning phyzical -
[ [H Previous Hospits .. .=~ " 0 . S .
vigit for: military zervices commizsioning physical
I-? I'W Previous EF Visi \.-'isit fl:-rf m!litar_l.J SET'-.-'!CE!S physin:al al:::essic-n
vigit for: military zervices physical retirement
: wizit Far: military zervices physical zeparation
[ [H Pricr Tests . L . R =R
vigit for: military zervices flight phyzical
vizit for: pre-admizzion exam
Patient Medical # Syvizit for: prenatal exam — Update.

121 - 1 -y
RIS =it for: general multisystem exam _____________[SSESSS

Previous Hospitalizations, Previous ER Visits, And Prior Tests: If there is
information provided by the patient that related to the current visit, it can be typed after
the test already entered in the box. As with other AIM forms, the MEDCIN terms also
have specialized pull downs that will take the documenter directly to the Medcin Tree
and offer a wide array of choices. You will have to decide if this is faster than typing.
Both ways are appropriate, it is up to the user to choose which way is best for them.
Remember to choose Y or N to indicate that particular history as well as the information
review with the patient.

Viit for a Physical g | j< Click to zelect the appropriate tem

W m Previous Hospitalizations ﬂ as related to thiz visit

[7 7T Previous ER Visks ﬂ as related ta this visit

[7 [T Prion Tests ﬂ at non-HS faciity. These include;

Patient Medical / Surgical History and Problem List -—-- Review and Update.
HOTE: Use Medical Madule , Allergy Module, and the Prablzm izt b update items belaw.

Patient Medical / Surgical History and Problem List: The items allow you to verify
that the information was reviewed with the patient and updated in the appropriate areas
of AHLTA. It will assist in meeting both specific JCAHO requirements and coding
needs. You will notice the AIM form does NOT have pull down list as the information
should be updated in the problem list or medication list so that it is available and easily
seen in the future. Additional free text can be entered for clarity and further
specification if desired.
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Screening £ HPI / PAH |HEIS JPEl Musculoskelstal | Example - ROS / PE EHample-Musculnskeletall Help | Dulline\iiewl

Patient Medical / Surgical History and Problem List ---- Review and Update.
MOTE: Usze Medical Module , Allergp Module, and the Problem list to update iems below.

(@ Reviewed Medication Hx ﬂ was reviewed and updated in patient medication fist
@ Non_compliance With | patient states curmently taking medications as folows
Medications

(@ Reviewed Alergy .HH [N indicates no ﬂ: Reviewed Allergy Information and updated as necessary.
known diug allergies)

(0 Reviewed Past Medical Hy ﬂ and updated in patient prablem fist

(@ Reviewed Past Surgical Hx ﬂ was reviewed and updated in patient problem list

Family Medical / Surgical History and Problem List, Patient Statistical Data:
There are many very important historical diagnoses that can affect patient care. This
information should be placed in the problem list module so that it is always available.
The AIM form will allow you to quickly indicate that the information has been reviewed
and updated. When the provider autocites the information into the encounter, they will
see the updated information.

Family Medical / Surgical History and Problem List ---- Review and Update.
HOTE: Use Medical Module , Alleray Module, and the Problem list to update items below.

Family History

[7 [T Reviewed Famiy History ﬂ: Reviewed in Problem List and updated as needed.

Source of information; ﬂfa Patient gﬂlher Sources;
{5 Reliabiity of source of patient hd [ j< Click to zelect the appropriate teim
infarmation;

Branchof Semice: (3 LISA (3 USM (D USAF (3 LSMC  Status (3 Active Duly (O Reservist (0 Refired

W W Military Service Status Yisit |2 Deployment-related | Location of Deployment

[ Visit Is Guotrelated g MOTE: Use for resource management tracking of visits.

Tobacco / Alcohol Screening: This area provides documentation regarding
patient information that was also captured in the Vital Signs and Screening Modules.
Documentation is included here to capture coding credit for that information.
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v| Undol Detailsl Bmwsel shift Browsel Moke: Yiew

_<¢| 5o ffaim 838 ONLY BasicFor =] 5 Autalieg

Screening # HPI # PMH | ROS /PE I Musculoskeletall Example - ROS / PE I Example - Musculoskeletall Help | Outline Viewl

[7 [V TobaceoUse = for ears.
[T [T Aleohol Use [drinks/day] =L

s | Female Data ONLY Pleage ingure infarmation iz placed in the PSH

[ [T Birth Control is being practiced ﬂ

Note: Remember to always Click Y or N to choose the documentation for that line item
prior to writing free text or adding items from the Medcin tree. This will focus the
program on that line item and ensure the date is properly entered and documented.

Note: Templates can be customized to allow documentation of information to similar
detail.

Telephone Consults

There is no Telephone Consult Surrogate function in AHLTA. However, you can get
around this by using the Change Selections option within the Telephone Consults
module to view telephone consults that were entered with a different person as the
provider.

1. Within the Telephone Consults module, click on the Change Selections button.

J Change Selections ... |M_l,l Telcons in This Clinic for Today only [&ny Status).

Telcon Date/Time | Status | Patient | CallBack Phone | Beasaon for Call | Urgency | Home Phone | \Work Phone | Encounter | FMPASSM | Telcon [EM | Telcon D

=. Telephone Consult Search Selections

Clinics Providers
£ Thiz Clinic Al My Clinics f* Selected Clinic[z] = Me Al for this Clinics] ' Selected Providers
FLIGHT MEDICAL CARE EAMC [BJad-FLIGHT MEDICAL [ A SCHOOMAKER.ERICE A
FPC [BGAA--FAMILY PRACTICE CARE CLIMIC EAMC] SCURRY.DARYL L
FP-FEDS [BDAA--PEDIATRIC CLIMIC EAMC) M| SEEHUSEM DEAM A
GASTROEMTEROLOGY [BAGA-GASTROEMTEROLOGY C SEWELL.JESSE 0O
GEMERAL SURGERY [BBAA-GEMERAL SURGERY CLIMNI SHAFFER.SHAWH C
Gl OMNI CELL [BAGA-GASTROEMTEROLOGY CLIMIC EA v| SHARMA RAKESH K
GYMECOLOGY EAMC [BCBA-GYMNECOLOGY CLIMIC Edbdl s SIMMOMNS ARLEMNE e
D ates Status Selection
" All Dutstanding Ay Status
" Today Only  © Today Plus Incomplete " Complete " Pending
" One Date  InProgress " Updated
@ Date Range |EE Aug 2004 ~ oogo —
Thu |26 Aug 2004 v | [2359 ==
Set Column Order as Defaults | Fiestore Column Order Defauls Set Selections az Default | ok | Cancel
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2. Within the Change Selections dialog box, select the provider(s) you are assisting.

Don't forget the time range. If the selections of All Outstanding or Today Plus
Incomplete displays T-cons that have already been addressed (although not in AHLTA)
you can change the date range to display current Pending T-cons.

1. Presently only providers can complete telephone consults in AHLTA, except for RNs
who have the Nurse Wellness role. It is recommended that any RN who does
telephone triage be considered to have this security role.

2. The act of selecting a telephone consult also opens up the patient’s entire record.
You can then use the Health History Module to review the patient’s information while
completing the telephone consult.

There are many situations in which creating a telephone consult for a provider would be
an advantage. Patient concerns that need to be addressed by the provider, requests for
refills on medications, and questions related to tests are common examples.

To create a T-Con, first you must be in the Telephone Consult Module. This module is
located just under the Appointments Module on the Folder List.

You will notice there is a Change Selections button in the same location as in the
Appointments Module as well. This allows the nurse or provider to select the telephone
consults that they wish view within the clinic. This function takes the place of assigning
a surrogate in CHCS. The Transfer button (blue arrows) on the action bar will allow the
transferring of a T-Con from nurse to provider or from provider to provider.

To create a new T-Con, simply click the “New Telcon” button on the Action bar. This will
open up a search module to select the correct patient. Once the patient has been found
and loaded, entering the data for the T-Con is easy to follow.

Home Phans (1226460088 ok Phone(174AS355 ennseraien. || 1. Ensure the Assigned Clinic and the
Date & Time Assigned Clinic erovider Provider(s) are correct using the
— |CHESH Test CliniciHE2T) =] |useR.TEST =] pu” downs.
Appointment Classification
| TELEPHONE COMSULTS [TCOM] 10 . .
" Pparen 2. Choose the correct appointment
type.

Meets Dutpt Yisit Criteria (workload)?

o Yes —‘

L e 2 I™ Rebtedo nuyccident? | 3. T-Cons are always classified as

Outpatient. Work load credit is
i dependant on the actions taken by
« Hedim the provider.

= Low

Call Back Number Reason for Telephone Consult

[

Urgency

Hotes

4. Check the call back number for
accuracy and state the reason for
the T-Con (5 words or less is best).
Designate the correct urgency.
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Any notes that the nurse wishes to add about the T-Con may be added in the Notes
section. These notes will show on the T-Con when it is opened by the provider. Clicking
the OK button will create the T-Con.

Telephone Consult lessons learned.

1. If a patient calls back with addition information or inquiries does a new T-Con have
to be generated?

No. By using the Notes button on the action bar (see below), additional notes can be
added to an existing T-Con. This process will also give the provider access to the
most current information when contacting the patient.

2. If | have created a T-Con and the patient’s phone number is incorrect, do | cancel
that T-Con and create a new one?

No. The Edit Phone # (see below) button on the action bar will allow you to do this
without even opening the T-Con already in place.

3. Can | use the T-Con module to enter information about the patient that needs to be
addressed by the provider related to patient care?

Yes. The T-Con module is an excellent way to give the provider information about

their patient because it allows them to address the information and make changes to
that patient’s care on the spot if needed.

60 O £ ¥ @ |F & |KF

Refresh Mew Telcon Open Cancel Transfer [Motes  Edit Phone # | Cloze

A Final Note

Hopefully now (and with some practice) you have the skills to more efficiently and
effectively use AHLTA to document. Also you are better equipped to make help insure
that health care outcomes are improved while speeding up clinical care through your
greater involvement in clinical documentation and prevention. As with any new change,
it will take time to become proficient and learn all the capabilities of AHLTA. The
application will continue to be improved through user feedback and enhanced. This will
require continued learning and changing of our clinical processes while focusing always
on “Enhancing the Excellence of Military Healthcare”.
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Find, Load and Use AIM Forms

Finding and Loading AIM Forms (see current list of AIM on AKO site)
1. AIM forms are located in the S/O template list and are treated like S/O templates by

AHLTA. Hence, they can only be loaded with an encounter loaded and the S/O
module open.

2. The AIM forms are loaded in the enterprise folder and can be saved as a “link” into
your favorites. Items in the enterprise folder have the owner listed as (Department

of Defense). This will allow you to receive updated versions of the AIM forms
automatically.

3. If you wish you can also set an AIM as your Default S/O template. (See “how to” on
setting a Default Encounter Template.)

4. AIM forms can be identified by the icon indicated in the screenshot below:

By Fadaogy 3 SR
B Clinical Notes E;h Gen SurgMISIT-Pilanidal Cyst  [DANIELS, DAWVID]

Previous Encil E:h Gen Surg-¥15IT-Rectal Bleeding Female  [DAMIELS. D
BE Flowsheets E;h Gen SurgMISIT-Rectal Bleeding Male  [DAMIELS, DAy

EI_1| Current Encour [ELS Db

i c : BB IR [DAMIELS, DaviD]

V?Tesr.mg i Mk Perzonal Templates [49

e My Gold MTF Templates (1) —
1

..... -

1 i i

5. AIM forms will always appear at the END of a list generated by the template search.

6. AIM forms can only be found if you use the search line located in the S/O template
window itself and not from searches started by using the Search Button in the Action
bar, as noted below:

File Edit View Go Tools Actions Help
P =
CrEREraE > @

Mew

o B B

Fiefresh |mport Eooot Cancel Cloze

WILLIAMS, CLAYTON{C 2Rt

x

S0 Templ_ate Management .

= ] Deskiop A | Mame Contains: | FindMow | Folders |
W Alert Review Templates — —_—
L, Patiert Tracking e

[= My Favorites [230]
!gé ;::"c:me Hansdl d HLTM PE-Statter Template  [USER. TE5T)
: QCDNSENT--AbdominaISurgery [USER. TEST)
- F:!l COUNSEL-fdolescent Female  [USER, TEST)
ey R H

&8 Patient List
&8 Consult Log

If users want to add the AIM template to their list of favorite S/O templates, they may do
so by RIGHT-CLICKING over the name of the AIM form and selecting the option “Add to
Favorites.” They should NOT use the option of saving them as one of their own
templates, as this then saves the template as a new distinct template in the system.

The major disadvantage of this is that when the AIM form is updated, you will not see
the new version, but instead still see the old one. Using the “Add To Favorites”
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option actually is saving only a link, so you will always have the newest version
available loaded. One quirk that has been seen in the live system is that it often
takes 2-3 attempts to get the addition of the form to your favorites list. You will
know it has “taken” when you see the template listed in your favorites, but the
owner name still says, “Department of Defense.”

Py

File Edit View Go Tools Actions Hel
CreEveDd- A 0@ i @ © (58] E
| Load HNe dit Delete Seach Refresh Impoit Ewport Move ToFolder Cancel Close

WILLIAMS, CLAYTON U 20/967-62-8867 65yo M Rﬂ;&AWB:W Nov 1939

E3

R 211 8/0 Template Management
=1i_{ Desktop A Mame Contains: |[AMEDD FindNow! Falders |
Alert Review Templates —
Patient Tracking =
{L:.:'F Telephone Consult + 4l My Favorites (225)
= + i Personal Templates [230)

ﬁ g:::': List 4l CHCSI ITT Clinic Templates (0)
Consult Log 5 “Na'ﬂs%?;gﬂgg:’!%w:iwfw%%

. e —
+-_| Repotts qPMl Edit fitory  (USER, TEST)
-0 Tools l:h PM|  Delete s[sr]

&3 Sign Orders C\'l PM|  Load TRt

Gy TEST)

=) cHesd
& Immurizations Adr
—1_] WILLIAMS, CLAYTON
* Demomaphics
=i Heslth History

[hato o]

7. AMEDD Standard AIM templates will have either an Owner of the Department of
Defense, or the local MTF. Ones with individual user names as owners are copies
that were saved incorrectly as described in #7.

Note: To locate all AMEDD AIM forms, enter AMEDD in the Name Contains field
and click Find Now.

NOVEL Uses and Behaviors of AIM forms

1. When an AIM form is loaded into a particular encounter for a patient, each user after
that will get the same AIM loaded when they open this encounter automatically,
unless another AIM form is chosen. This can help with the clinic team working
together to complete patient care documentation. The AIM chosen by the nurse
during screening can be used by the provider to complete the note.

2. If copy forward is used on data from a previous encounter, the information that was
copy forwarded will appear as a template. This is true if the encounter occurred
using either a template or an AIM form. The items that were previously selected will
appear as yellow. Once the items are accepted in the new note and the new AIM
form is opened, all the responses will appear in the fields and boxes of the AIM form.
This is true of any responses documented into the note prior to loading the AIM form
as well. Thisis why itis a GOOD idea to load the same AIM form over the previous
AIM form.

3. When copy forwarding an AlM, the user should open up the same AIM form as was
used in the original encounter. This will actually appear to the user as a second
template being loaded. The user then moves between the two S/O “templates”
using the dropdown or arrows on the tool bar.
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4. Miscellaneous Pointers
A. Always click a button to include the item in the note before entering free text to
ensure that the text will be included. If you don't, it may not “take” and appear as
you expect.

T JF~ Heuwdloai .

o Select T or F Before typing >
o here J =

: _ﬁ'=_ F Pancholegical spmptore——————.

B. If moving the cursor over a term reveals a question mark, a right click will open
up the Medcin tree associated with that term.

C. Left clicking on the button with a small empty box E[next to a term gives a free
text box to enter details about that term/finding.

D. Left Clicking a box that has a down arrow |Lf'opens the Medcin tree associated

with the term (just like the right mouse click on a question mark).

E. To go from FORM view to NOTE view (the old Medcin note view), the toggle
switch is in the upper right-hand corner. This is important to know, since if you
want to add free text to an item found in a pick-list, you need to select the term,
then move to the NOTE view, locate the term and then enter the free text
associated with the term.

Remember AIM forms are for S/O only.
. If you note a problem with the form or how the text emits, please use the e-mail

link on the “Help” page that is launched by clicking the ? button 2§

@m
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Using the Nursing--General--AMEDD Form

The Nursing--General--AMEDD form was developed to assist nurses with the common
documentation tasks that are performed daily. The form contains multiple tabs. Not all
tabs will be used for every encounter. Simply fill out the areas you need for individual
encounters. The form itself contains helpful hints as to when additional steps are
required based on a response to a question. Sometimes, documentation must also
occur in other modules (allergies, A/P), as appropriate.

Note: For a complete list of current AIM forms, please visit AHLTA on Army Knowledge
Online.

The Nursing--General--AMEDD form includes the following tabs:
Screening Questions

AutoMeg| - | Undo| | Browse| Shift Browse| Mote 'v'iew|

5 ﬂJL&IM - Mursing-G eneralrrAMj =

Screening GHuestions 1 A% /S C Medication Administration] FIuids] Immunizations ] OwpgendMebulizer/R espiratary Tx] Fatient Education] Dutline View]

[ Do yow have any religious/culturaldzpintual practices | that impact an care® S

[ [FT Englizh First ﬂ | Reading Preference: __ English __ Other:SCREE
Language
Highest Level of Education

[ [ Iz this wigit Deployment-related? E
[T Are you allergic to LATEX? g[l[ yes insure listed in Allergies]

[ [T Do you have difficulty with ang particular self cane activit to include g | | - chosBeEalieg=Retther

dressing eating or hygiene?
[ [F Decreass in strength range of motion endurance or sensation in your @
upper extremity bo include shoulder elbowe wrizt or hand?

Do youw have any barriers preventing good communication’?

[ Hearing gl_ Speech gl_ Wigion gl_ Other |:

[7" [T Do you have any physical limitations that may influence your learning? g

[7" [T Have you experienced a decline in the way in which pou walk ]
balance yourself ar athenwise mave around?

[ [F Do pou experience pain decrease strenath range of motion or Jans] [" [ DoYouHave Depression? g
E:::rsalr:g:z tol':af;!:ﬁ‘;ts s bl et s bl s [%" [F Do%ouHave & Loss OF Pleasure From Lsual Activities? g

[5" [F Do you have difficulty chewing swallowing Feeding pourself or

_ ==
preparing meals?
[ [F Do you feel your diet is inadequate and need to see a distician? g

[7 [F Have you had a recent unintentional excessive change in weight C| [as]
and / or change in eating behavior?

%" [F Do you have any concern about phyzsical or emotional abuze? g

[ [F Do you have an Advanced Directive Living Wil or Durable Health Careg
FPower of &ttomey? If yes where iz it located?

[7" [F Are you taking any dietary supplements? g
[77 [T Are pou taking any vitamin supplements? g
"7 [F #re you taking any herbal medicines?

"7 [T #are pou taking any taking over-the-counter medications?

This portion of the Nursing AIM form will allow documentation of many JCAHO required
elements of the patient encounter. These include latex allergy, self care issues,
nutritional issues, advanced directives, issues of abuse, social/ learning disability
issues, and depression.
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IM/IV/SC Medication Administration

ﬁlﬁIIAIM - Mursing-General-A 'I = AuhDNeg| v| UndoI Details Browsel Shift Browsel MNote Vlawl

Screening Questions | IMAYASL Medication Administration | Fluids | Immunlzatlonsl OxpoendMebulizer/Respinatary Txl Patient Educatlonl Outline Wigw |

mR berthat alth h you di the dicati and nurging inf ion here you still need to do this in the AP
section as well 11l
[7\Risks B fits Di: d and Und; d and signed [if required)
IHard copy of sighed document and statement of understanding filed in paper Dutpatient Recard. :I
[ Patient Information Sheet [if applicablel:  [Givento__ Patient__Parent__Guardian

Medication given:

[ “itamin B12 [cyanocobalamine] I—— micrograms Location:___ Route: [M/W/50

[ Medronyprogesterone Aoetate (Depo-Proveral I_: mg Location___ Router [MAW/S0 Mest dose due___

[ Demeral (Meperidine HCIl + Phenergan (Pramethazine HCI) I_: mg [Demerol] __ mg Phenergan Location__ Route: IM/W/S0

[ Rocephin [Ceftiaxone Sodium) + Lidocaine I—: mg [Ceftriaxone] Location:_ Route: IM/AY/50

[ Rocephin (Ceftiazone Sodium] In Dextross I—: mg [Ceftrismone] Location:___ Route: IM/AY/SE

[ Toradol [Ketorolac Tromethamine] I_: mg Location___ Route: IM/Y/S0

[7 Phenegan (Promethazine HEI) [ =ma Location__ Foute: IM/¥/50

[ Epogen [Epoetin] I—: Location:_ Route: IM/WVASE

7 Allergenic Extracts Location:___ Foute: IM/AYAS0

[ Other I__I Medication: ___ Doser __ Location: ___
Patient given |D[ received Medication(s] at: [T [T Medications Drug Reactions/Side Effects
Patient Discharged Home |/ released from cinic at I Details - Patient observed for 15 minutes and no adverse reactions nated :I

This tab of the Nursing AIM allows documentation of administration of medications into
the S/O note. Placing information here will alleviate the need to use the comment box in
the A/P Module. The A/P Module still must be completed for coding purposes and
workload capture.

Fluids

<¢| 2> J|AIM - Hursing-General-&M | = Autoleg| - | Undo| Details| Browse|  Shift Browse| Mote View|
Screening Questions I I A5 C Medication Administration Immunizations I OxpgensMebulizer/Respiratory T« I Patient Education I Outline Yiew I

[ Parenteral Fluids [ml/fhr] I_E

[7 Saline x|
[ Maormal Saline [mlfhr)

[ Half-namal S aline [ml#hr)

Cath size ___; Cath Site ___; Total fluids infused ___.

Cath zize __: Cath Site ___: Total fluids infused ___
Cath size ___; Cath Site ___: Total fluids infused __

gl

[7 Dextrose
[ 5% Destrose Infusion (midhr) Cath size _; Cath Site ___; Total fluids infused
[ In Mormal Saling (mlfhr) Cathsize _; Cath Site __; Tatal fluids infused
[ In Half-narmal 5 aling (ml2hr] Cathsize __: Cath Site ___ - Total Auids infused ___
[ In Quarter-narmal Saline [mldhr) Cath size __; Cath Site ___; Total fluids infused __
[T Insadater (mlfhir) Cathzize _ ;Cath Site __: Total fluids infused _
[ Dextrose + Potassium Chioride (ml/hr) I__ T\ Cathsize _ : Cath Site _: Total fuids infused
[T Lactated Ringer’s Solution [ml/hr) =\ Cathsize ___: Cath Site ___; Total fluids infused ___

Urine Output for Fluid Balance

[ Tatal (ml] [ o

[ Foley Catheter [ml) I J
Intravenous Catheter Placement

[7 Peripheral

[ Certral

[ [F I¥ Therapy Administration Reactions

: Details -- Patient obzerved for 15 minutes and no
adverse reactions noted

aja

Bl

L
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Immunizations

ilﬁllAlM g Nursing--GeneraI--AMj = AutoNeg| vl Undol Detailsl Browsel Shift Brcwsel MNote \l"lewl

Screening Questions I Ik A A5C M edication Administration I Fluids | Oxygen/Mebulizer/R espiratory Tx I Fatient Education I Outline Wigw I

Il Rememberthat although you document the medications and relavant nursing information here you still need to do this in the A/P
section as well 111

— Patient Education and Consent

[T Patient Information Sheet: ﬂﬁiven ta __ Patient___Parent___Guardian on % accination Information Statement(s).
[T Rizks B fits Di d and Understood and consent signed

IHard copy of zsigned document and statement of understanding filed in paper Dutpatient Record. ﬁ

— Administration Documentation

[7 Waccines Given

I: Wacciness mmunizations recorded in Immunization Fecord of CHCS 1] includes details of vaccines given location dozage and adverse events, ﬁ

— Adverze Reactions - Events

[7 Medications Drug Reactions/Side Effects

: Details - Patient tolerated waccinations without zighificant zide effects dizcharged 15 minutes after adminiztered and no adverze reactions noted. ;I

il Mizadventure During Injection / j Details recorded in Immunization Recard of CHCS 11 WAERS report completed
Yaccination

Oxygen/Nebulizer/Respiratory Treatment

((I > “.-’-'-.IM - Hursing--General--Ak4 vI — numNegl vI Undol Detailsl Browsel 5
Screening Questions I Ik AP A5 C M edication Administration I Fluids I Immunizations | Hxegendtebulizer/Hespiratary Tx I F

11l Remember that although you document the medications and relavant nursing information here you
still need to do this in the ASF section as well

— klebulizer - DI Therapy

I Bronchodilators Albuteral Sulfate IDDSe; irn cc Mormal S aline
I Bronchodilators Albuterol Sulfate + lpratropium Brormide |Dgge:
Motes an Treatment: ﬂ

FPeak Flow Results:

Fre-bronchodilator treatment: - |
Fozt-bronchodilator treatrment:

— O=pgen Administration

W Oxpgen Rate OF Supplemental O=paen [1#min] |—+|I:I
r? O=ygen Yia Mazal Cannula EI
r? O=ygen Yia Face MMask EI
[ Pulze 0= Monitared |5 aturstion:

MHotes on Treatment:

E

— Disposition

I Patient Dizcharged Home I:II
I &dritted to Hospital I:II
I Sent to Emergency Department IfDl further evaluation and treatment
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Patient Education

ﬂﬁlth -Nurzing-G eneral--ﬂMj = Autoheg

-

Undnl Detailsl Browse

Shift Browse

Maote Uiewl

Diabetes Related
[ Blood Glucose Manitor
[T Hae Instlin Admiristration
[T Diabetes Dietary Covrseling
[T Diabetic: Foct Care
[T Proper Use Of Medications
[T Proper Dispiosal OF Sharp Equipmert
[T Dleaning OF Hore Medical E quipment

Asthma Related
[T Action Plan
[T Peak Flow Manitor
[T Metered Dose Inhaler
[T Exposure Ta Triggers
Prenatal Related
[ Warring Signs In Eatly Pregriancy
[T Exercise
[T Using Seatbelts
[T Description OF Prenatal Care Plan
[T What To Expect In Mormal Pregnaricy
Diet Related
[T Hyperchalesteralemia
[T Hypoglycenia

Secreening Huestions | [b441 /5T Medication Administration | Fluids | Immunizations | DuygenMebulizer/Respiratary Tx

e D)
e D)
e D)
e D)
e D)
e D)
e D)

e D)
e D)
D)
e D)

= D)
= D)
= D)
= D)
e D)

IEInset g
|Elnset g

Pediatric Related
[ Growth dnd Development
[ Welknfant Care
[ Basic Baby Care
[ Sick Infant Care
[ Car Safely

[ Ientnunizatiors

e D)
e D)
e D)
e D)
e D)
e D)
e D)

IEInset g
IEInset g
||:Inset g

IEInset g

e D
[T Bre-Dp Teaching Abaut Surgical Wg
[T B;E-Hﬂﬂﬁﬂﬁgching Puost-Op Teaching Wg
[T s Focadue Teaching Wg
[7" Signs &nd Syrptors OF Infection Wg

e D

[7 wound Care Care OF Incision
Habit Related
[ Cessation O Tabacea Use Wg
[7" Seltheln Graup - Smoking Cessation Wg
[7 Alcohol finset 0]

[ Recogrizing Prisars

W Irsulin Pump Training Far Hame Adrin II:Inset g Self-Exams

[T Testicles

[T Breasts
[T Skin
Surgery Related
[ Pre-Op Teaching Perormed
[ Pre-Op Teaching Abaut Bowel

rarsrshon

Outline View |

I Remember that although you document the relevant nursing information here you still need to do this in the A/P section as well 11l
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Example of a completed Nursing Note (S/O Note) using the Nursing AIM form:

540

S0 Hote Wiitten by USER TEST @@ 1.3 Apr 2006 0236 EST
History of present illness
The Patiert iz 2 45 vear oid female. Source of patiert infarmation was patient.

" hlat currently deplayed for combat fdeplovment-refated vist ® No depression inthe past twa weeks ® No anhedania inthe past
twvd vweeks
Allergies
Mo alleriy to lates
Past medical/surgical history
Reported History:
Reparted medications: Mot taking OTC medications, no dietary sunplements, and no vitamin supplements.
Legal documents on file for heath care management: Heatth care prawy in chart, SCREEN -- Advanced Directive Living Wil or Durable
Heath Care Powver of Mtarney. Document Location: Copy in Medical record

Personal history
Home enwironment: Mative language English Reading Preference: _ English _ Other: "SCREEN

Ahuze I nedlect Mo ahuseineglect; SCREEN -- Cancerna for physical or emational abuse
Education: Educational level, grade ¥ High Schodl _ College  Cther: - SCREEN

Functional status: No physical disabilty, SCREEN -- Physical Limitations influencing learning

Therapy
v Rizks, benefitz, and limtations dizcuszed and understood Hard copy of signed document and statement of understanding filed in

naper Outpatiert Record
» Ariministered ceftriaxone sodium + lidocaine was 250 mg (Ceftrigxong) Location: RUOG Gluteal Route: M

* Mo herbal medicings.,
* The drug reactionsfzide effects are being montored; Details-- Patient observed for 15 minutes and no adverse reactions noted

* Dispoztion - discharged home [ released from clinic &t 1220
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Example of A/P module documentation in completed note:

AP

Disposition

Addhote

Therapy
* Rizks, benefitz, and limitations discuzsed and understood Hard copry of signed document and statement of understanding filed in

paper Outpatient Recard
v Arminiztered ceftriaxone sodium + lidacaine was 250 mg (Ceftrisxane) Location: RLIOG Gluteal Route: M

* N herbal medicines.
» The drug reactionszide effects are being montored: Details-- Patient observed for 15 minutes and no adverse reactions noted

» Dizposition - dizcharged home f released from clinic at 1220

Counseling Education

v Patient education about an asthms action plan
* Patient education about asthma - peak flow monitor
» Patient education about asthma - metered dase inhaler
» Patient education about asthma - exposure to triggers
* Patient education about alzohol
Practice Management
Intervertion and counseling on cessation of tobacco use

AP Written by USER, TEST @@ 13 Apr 2008 017 EST
1. a couggh: Peak Flow in clinic times one please.
Pracedurels). -Pulnoniary Function Tests Peak Flovy - Any nurzing comments related to the test can ga here. Theze
il be documented in the A/F mocule,
2, ESSENTIAL HYPERTENSION; EKG times ane please.
Procedurels). -Electracardiogram
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Appendix A: Immunizations**

Documentation of Immunizations and Patient Flow

1. Perform preliminary documentation as guided by the Immunization AIM form or by
personal template.

3.

For Immunizations and PPD'’s referred by Provider, complete the following:

A. Open the Immunizations module and document immunizations to be given and
other information as directed in this portion of AHLTA (updating the vaccine
history when possible).

B. Ensure that patient’s personal record is updated and that the VIS (vaccine
information sheets) are provided for needed vaccines.

C. Open A/P. (Note: This step is currently needed to get workload credit (RVUSs) for
immunizations. This is being corrected in build AHLTA Built 843 so that the dual
entry can stop.)

1)
2)

3)

4)

Under the Diagnosis tab, assign an ICD-9 code for each vaccine needed, if

not done by the referring Provider.

Under the Procedure tab, assign the CPT code for each vaccine given. This

should be associated to the corresponding ICD-9 code.

To document that you completed the procedure, click the procedure from the

top box and add your name to the encounter and place a checkbox next to

the procedure you completed.

a. A word document can be pre-populated with “canned text” enabling the
documentation of the five “nursing rights” of drug administration including
the vaccine manufacturer and the expiration date of the dose. This can
also be done using a free text template from the S/O module.

Add the administration code for the vaccine from the Procedure tab.

a. 90471 — The first immunization or a single immunization.

b. 90472 — Used for each additional immunization. If giving more than one
additional vaccine, select the procedure and change the units of service in
the pop up box for all remaining vaccines.

If placing a PPD test, be sure to document in the comment box of the disposition,
that the patient was instructed to return in 2-3 days.

Ensure the providers in the clinic do not sign the encounter before the nurse
completes the immunization documentation. If they do sign the note, you will
APPEND the encounter and the provider will have to sign the note again.

For Immunizations that are “walk-in’s” — i.e. scheduled to get vaccinations based on
CDC guidance (over the age of 2 years), school required vaccines, or presenting on
a day other than the day of the wellness visit:

A. Follow above procedure without change.

B. In the Disposition module one of two things can occur:



1) The nurse can transfer the completed encounter to the patient's PCM or a

designated provider for signing.

2) If the visit does not meet the criterion for a 99211 visit (office visit that does
not require the provider to have direct contact with the patient), the nurse can
complete the encounter using the 99499 E&M code.

6. For Therapeutic injections/Allergy therapy:
A. Follow the above procedure without change.
B. Complete the Disposition according to site guidance.

**Eor further details and information, please see the AMEDD AHLTA Immunizations
Documentation Guide.



