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AMEDD Guidance:
Core Provider Teaching for AHLTA

Note: This material, along with the associated How To information, is designed to
facilitate transition to AHLTA use and includes time saving tips and tricks for
documenting in AHLTA. It is intended to augment the standard over-the-shoulder
training and classroom training. The provider should recognize that NOT ALL
medication, consults, labs, and radiographic procedure are available in the training
database. However, the practice of trying to reproduce one of your previous
handwritten notes into AHLTA can be very beneficial in training/learning the outcome of
efficiently producing effective clinical documentation.
V8 — 05 September 2006

Table of Contents

oo 11 o3 1o o IS 4
Customizing the Provider DESKIOP .......oooiiiiiiiiiiiiii et 5
Health HiStOry MOGUIE ........eeii et e e e e e e et e e e e e e e eaeannnns 5
USEr DefiN@d SEIINGS ...evvuuiiiiii ittt e e e e e e e e atab e e e e e e aeeeennnes 6
0L (=PSRRI 6
(@1 a1 U ST ST =1 1 (] o LTRSS 7

[ 0] o] =T g £ A = PSSR 7
ENncounter DOCUMENTALION .........coouiii i e e e et e e e e e e e e et e e e e eaaeeeeenes 8
A/P Module — Complete A/P FIrSt ... ittt e e e e e e e eeannnes 8
S/O Module (Highly recommended to be familiar with all 3 methods)........................ 11

e 1Y I o o PP PP 13
Disease Specific Visit Template (List View, Not AIM FOrm) ...........cceeeiiieneiiinieennnnns 15
Default Template + DX PrompPt.......ccoooiiiiiiiiiiiee i e e e e e 21
DISPOSILION TaD ...t e e e et e e e e e e eeaaene 32
AIM Form loading, use and feedback.............coovveiiiiiiiii e 33
Default TEMPIALES ... .ot e e e e e e e e aa b e e e e e e eeeenees 33
()T (0] 1 1] 0 S PP SRR 34
(@ To [T To [ 0] {0] g1 4 F= 11 T0] o SRR 35
Y@ 7 i (o T @ To |1 Vo 35
Team DOCUMENTALION ........i e e e e e e e e e e e e e e et eeeeaeanas 36
Yo =1 T 4 o 0 P 37
Yot = g = 1[0 PSPPI 38
Recommended CliniC WOIKIIOW .........cooii i e e 40
Recommended Provider Encounter WOrkflow ... 40

(@] o)V 0] 11117 T (o 1R 42



Telephone MOUIE ... 42

(@] o K511 ] L 10 T S 42
FIOW SNEETS ... e e et s e e e e e e e e e eataa i a e e e e e eeeeeennnes 43
USE Of WO DOCUMENTS .....eiiiiiiiiiiiiiieiiieetieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeneeeeeees 44
N 1= L o SRR 44
Top Reasons EUD Performance Issues: That the MTF Can Control......................... 44
Expanded Top Reasons for EUD Performance ISSUES.............uuvuviviiieemieereiieiiiienenne 44
Top Items to Correct to Improve EUD Performance ..........ccoovvviiiiiiiiiiiicccciiieceeeeenen, 45
HOW TS ettt et e et e et e e e e e eea s 46
CuStomIzZiNg the DESKIOP ........vviiiiiii et e e e e e e 46
Health HIStOry MOAUIE ...........ei s a7
) d o (0] 1 1] 0 PSPPI 49
Find, Load and USE AIM FOIMS ... ...ttt e e e e e e e e e e e aneeeas 51
(@] o)V =01 117 T o [P PUR 54
Telephone CONSU...........ooooiiiiiii e 56
(@] o YU ]| o T 1Y, Lo o 11 ] = PSR 57
Cleaning Up the Problem LiSt............u ittt 58
Y o] o L= T [ G NSRRI A-1



Change History

Version Section Content of Change/Addition Page
Number
8.0 How To Added information to “Cleaning up | 57
the Problem List”.
4.0 All Incorporated AMEDD AHLTA
OTSG MC Consultants:
Efficiency Tips v.1 May 2006
PowerPoint into document
4.0 All Changed CHCS Il text to AHLTA
4.0 Title Page Note has been modified to state 1
Note that time saving tips and tricks
have been included into the
document
1.0 Document Created




Introduction

Often, the users who have the most difficult time adjusting to AHLTA are providers.
This occurs for several reasons. One is that providers have more areas of concern and
more complex documentation that must be done. The written portion of a clinical note
in AHLTA also seems vastly different from documentation done by hand or dictation.
Finally, AHLTA can do a vast assortment of things and there is no way to teach (or
learn) everything in eight hours of class time. More instruction is not the answer. The
solution is to teach (learn) the skills that the provider needs to function effectively and
efficiently at initial training. Skills can continue to grow and develop over time. This is
true learning, not just exposure to the application.

Although AHLTA has many functions, this paper will guide you through acquiring the
basic skills needing to practice effective and efficient outpatient medicine using AHLTA.
The AMEDD provides sustainment training for ongoing support of learning. The goal is
to become proficient with the application within 2 weeks.

The following areas will be covered and 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 provider has
gone through the self-paced (guided) tutorial on AHLTA prior to training and brings at
least 3 notes that they have recently written to use as clinical examples for practice.

1. Customizing the Provider Desktop
A. How to customize the Desktop for clinic speed
B. Customizing Physician Shortcuts
2. Health History Module
A. How to configure
B. How to use
1) Reviewing patient information
a. Testresults — labs, rads, and x-ray
b. Medication
c. Previous visits.
d. Allergies
e. Searching for information by diagnosis from the Problem List
2) Moving information into note
3. User Defined Settings
A. AutoCites
B. Other User Settings
C. Problems List Use
4. Encounter Documentation
A/P Module
Physical Exam
ROS
HPI and History review
Disposition
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5. AIM form loading and Use
6. Default Template
A. DxPrompt
7. Coding Information
A. SOAP to Coding
8. Team Documentation
A. Recommended Clinic Workflow
B. Recommended Provider Encounter Workflow
9. Copy Forward and Previous encounters
10.Telephone consults
11.Consult log
12.Flowsheets
13.Use of Word documents
14. Adding, Deleting, and removing items from the Problem List module.

Only after the above has been mastered should the provider venture into template-
building and other available functions within the application.

Customizing the Provider Desktop

AHLTA has many ways to do the same thing. Consider having only the things you need
on the desktop and using “Go” to access other items.

AHLTA speed can be increased by:
e Setting personal preferences for clinic “speed”
o Customizing the physicians personal view
e Limiting extraneous mouse movements and clicks

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. It also allows you to pull up detailed patient
information. It is customizable to your preferences.

1. Set up and configuration — See HOW-TO
2. Health History Module areas

A. Problem List — Lists all the patient’s recorded diagnoses. This area is updated
automatically when you enter any new diagnosis. By clicking on this area you
can drill into the patient’s problem list to see all 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.
Medication
Laboratory
X-rays
Allergies

moow



F. Previous encounters to include items placed into the comment field at the time of
diagnosis that are viewable from the Problem List.

G. Vital signs — Review a historical record of the patient’s vital signs.

3. Moving test result information into your note

A. Open the test result

B. Highlight the area

C. Right-click, then select either
1) Copy — places the selection on the clipboard; it can then be Pasted into the

note
2) Copy To Note — copies the details directly into the S/O portion of the current
patient encounter summary. Note you must have an encounter 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.
4. Practice Recommendation

A. Open Health History Module, at the beginning of the encounter, as you enter the
exam room after greeting the patient (or in the hallway if on a wireless
connection). The Health History module loads patient data in the background.

B. The module will take a few seconds to load but this is comparable to looking at
all the individual areas of CHCS | (Legacy). You can work on something else
while the patient data is loading.

C. Review the information after your initial talk with the patient. It will often show
other encounters and results that may have been ordered on the patient that you
were unaware of.

D. When you return to the module it will open much faster (for example, the Rads
and Labs modules will load faster on the PC in use).

User Defined Settings

AutoCites

Setting the AutoCite preferences:

1. Only select the following AutoCites:

e Active Problems

e Allergies

e Active Medications
By selecting only these three
preferences, A/P loading is sped up.
Having additional information selected . e
in the AutoCites slows the system and [ e ! T R e
makes you legally liable for any @ Sonsca s
AutoCite results.
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Close the patient record when not in use.

Set the Auto-save S/O at eight minutes. This will save data if event occurs and more
frequent saves slows the system.

4. Deselect the Auto-Print checkbox.

5. Select your Lab/Rad settings.

w N

Other User Settings

Medications module
e The filter used for medication display will impact view and AutoCite.
o0 Options: Set the medications filter to Outpatient Current/ All Inpatient/ All Current

If Using Health History Module:
e Set Labs filter to All
e Set Meds filter to All

If NOT using the Health History Module:

e Set Labs filter to N-days

e Set Rads filter to N number or days

Remember, the larger the date range, the slower the system.

Problem List Use

The entire health team has the responsibility to update and maintain the Problems list.
Eliminate inactive or repetitive terms.

Use a patient’s previous diagnoses to enter the diagnosis on new appointments or to
change it.

If Problems, Surgeries and FamHXx is updated once, this decreases work by ALL.



Encounter Documentation

Note writing should be learned in the following sequence. An understanding of the
functions is critical to the next step of learning. Providers also have more of a tendency
to read the A/P of previous notes more than any other section of the note. The A/P is
usually the key area where medical diagnosis, decision-making, and plan of care are
conveyed for later follow-up. The diagram below demonstrates generally how
navigation through the modules should take place to be most efficient when
documenting in AHLTA.

General Workflow Documenting Note in AHLTA

...keeping speed and efficiency in mind... Remember... do not “drill" down the tree

—>  See Your Patient Complete A/P First
(Add Dx First, then Add Orders) i

Did Support Staff

Yes
Complete the Subjective
For Me?

Take Over Note
‘Edit -> No -> Yes’

v y
Yes Do | have No “Plan B
A Template/AIM? ¥
, 1 Default Template (DT) Loads
2. Free text (DT) ‘Visit For:’

L e e L AT 3. (DT) ROS Tab - Flip to HPI Abnormals, Normals not flipped
& st empE) Wt e 4 (DT)PMH Tab - Add anything relevant
9 (RES VED =[RITD D (FIA) AT 5. (DT) PE Tab - Click to add Normals and Abnormals
& sgsasl:\;)toNeg (e i 6. DxPrompt (DxP) * - tab back to HPI
5, PMH Tab - add anything relevant 7. (DxP) HPI - Add anything relevant (Don't forget List size)
6. PE Tab - Click Abnormals 8. (DxP) PMH - Add anything relevant
7. PE AutoNeg (Deselect what you did not B (@R)FE =R iyl e

examine) 10.  Free Text all other Physical Findings not found in DT or
8. Free Text all other Physical Findings. DxP, and/or add the ‘Oh by the way' PE items in Free text.

| J
]

* For Multiple Problem Visits (I.e. DM, HTN, Hypothyroid) Disposition & Sign > Sip some Coffee
- If you have a template, choose the 1 Most Comprehensive, then free text the rest Or Go Home Early
- If you do a DxPrompt, only DxPrompt Once - on the Most Comprehensive dx, |.e. DM gives
terms that can be used to document HTN and Hypothyroid, etc.

»  See Next Patient >

A/P Module — Complete A/P First

It is recommended to complete the A/P first, ideally in the room with the patient.
The general workflow is this:



« Enter room greet patient, open appointment, read screening entry and click HHM
(note: if you have a wireless tablet this can be done before entering the room.)

o Take history and do exam (Most people will not write note while taking history)

o Complete A/P with patient in room (This limits the time of opening and closing the
A/P module)

o Diagnosis, orders, and Instructions reviewed with patient — Pt Leaves

After opening an encounter in the A/P module, use of the module is very intuitive.
1. Entering a diagnosis —
A. Try to add the diagnoses first before ordering (saves time) — any orders placed,

B.

procedures, consults ordered will auto-associate to that diagnosis

If the patient has been seen within AHLTA in the past, their previous diagnoses

are present under the problem list. Double-clicking on these is the quickest way

to add those diagnoses discussed during the visit to the present note.

If the patient has not been seen before or if this is a new problem, the diagnosis

can be entered by using either the Default Template List, Clinic / Personal

Favorites, or searching by medical terms.

1) Default Template (One time initial investment) — This list should be populated
with your Most Common (not everything) and Hard-To-Find Diagnoses. Try
to keep the list short for speed. Can ask your trainer to help set this up and
customize to match what you see.

2) Clinic Favorites — This area should be preloaded with source data from your
clinic’'s past ADM data and other diagnoses that the clinic agrees are
common. The list should not exceed 15-20 items or it becomes cumbersome
to use.

3) 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.

4) Search — The search function is much more robust than was present in CHCS
Legacy. 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.

2. Ordering Labs, Rads, Meds and Consults

A.
B.

C.

The use of these functions is very similar to previous ordering.

The normal pharmacy and X-ray defaults that are in your Legacy system will
appear.

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 Legacy.

Default Template (One time initial investment) - Adding Orders (especially all
your common Labs) to the Default Template makes them show up in the Order
Sets tab which eliminates the need to search repeatedly on common labs.



Remember to use ‘CTRL C’ when ordering Consults and X-Rays (saves time) —
When you enter the reason for a consult or X-Ray, prior to submitting, remember
to highlight the text, then press ‘CTRL C'. You may be able to re-use this
information in the ‘Subjective’ portion of your note (in the ‘Visit For:’ free text
area). Note: To paste that text, press ‘CTRL V', then edit the text, as
appropriate.

. Associating Procedures with Diagnosis

A.

B.

D.

If the diagnosis is picked first, then adding procedures automatically associates
the procedure to the diagnosis — saving time.

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).

. These items can be associated with a diagnosis by the nursing or technical

support staff in the clinic when the procedure is performed, and will thus be
included when you sign the note after the encounter is completed.
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.

. Use of the COMMENT box under the diagnosis.

A.

The comment box might be more appropriately simply labeled the “PLAN” box. It
is an area where free text (typing) should be used. In this box you can list a
follow-up plan, differential diagnosis, 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.

In the comment box you do not need to include your medication plan, labs
ordered, consultation plan, or medication ordered, as they are all included in the
documentation as you order them.

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

. Learning and Exercise

A.

B.

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.

Using the previous notes that you have written, start trying only to write an
equivalent A/P documentation in AHLTA. Once you can do this, a big part of
your documentation is complete.

. Practice Tip

A.

Most providers have found it more efficient (and natural) to complete the A/P
while the patient is in the exam room with them. Most do not complete the S/O
while the patient is in the room. It also tends to slow down the turnover of the
room and distract from the provider/patient interaction. This is multiplied if you
work out of one exam room.

The A/P is reviewed with the patients so they can see and hear the plan. The
orders are also submitted.

. You can now close the note, come back and complete it later.
. After two to four patients, you can complete the S/O in a group. Providers often

make quick jots on the paper SF600 used for patient queuing to remind
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themselves of key information to capture in the note. After a while you will find
that the completed A/P provides a tremendous reminder if needed.

S/O Module (Highly recommended to be familiar with all 3 methods)

Documenting the S/O portion of the note is challenging initially (even later) when you
don’t have a systematic plan. Documented here is the secret to your success in
documenting the right information with speed, efficiency and legibility, in mind. Please
read and understand this entire S/O Module Section.

There are 3 general ways to document the S/O portion of the note after the A/P
section is done.

1. AIM Forms — for use with Well Visits, Disease Specific AIM forms, and General AIM
Forms. These are pre-made, maintained centrally by AMEDD

2. Disease Specific Visit Templates — can be created by you to match exactly what you
do (advanced skill, not needed up front).

3. Default Template / DxPrompt / Free Text — aka “Plan B". Everyone should have a
Default Template initially before starting to see your first patient (One time
investment). An AIM form can be part of your default encounter template. If it is not
possible initially, make it a higher priority to get it set soon after starting to see
patients (increases efficiency when documenting when you don’t have a template).

Each also has a generally recommended very specific tab order for navigating to speed
documentation and improve legibility of the note.

Before we begin, there are several keys to remember:

1. Do not fight the system (clear the mind of frustration) — the steps outlined in this
section will give you the strategy you need to complete your note with ease.

2. You should have a Default Template set up (Initial one-time investment) — this
saves time by allowing you to have commonly used Medcin terms available to
you in a list (Your Most Commonly used Symptoms, PMH/FHXx, Soc Hx, Sx HX,
PE findings, and tests - for documenting ‘Wet Reads’). You could also use the
AIM for your specialty as part of the encounter template.

3. If you set an AIM form as your Default (s/o section), remember there will be a
slight pause when navigating to the S/O Module every time, as this template
loads.

4. If you set a List Template as your Default (s/o section), you can customize it with
all your most commonly used Medcin terms in how you practice (saves time),
and there is no pause when navigating to S/O. Some prefer this. (Your local
AHLTA Specialist can help you set this up and customize the list to match your
practice).

5. Use the DxPrompt (big return on ‘search’ investment) — brings back relevant
Medcin Terms in each of the tabs (HPI, PMH, ROS, PE, Tests) that you can use
for a particular ‘working diagnosis’. For example: CC is Chest Pain -> DxPrompt

11



on Acute MI to give you relevant Medcin terms to document either positive or
neg.

6. Generally avoid excessive use (if at all), the Find Term button (poor return on
‘search’ investment time) — This brings back only 1 term you can generally use.

7. Avoid drilling from the main Medcin Tree (wastes time) — instead use DxPrompt,
add what you can, and free text the rest. Drilling can take place once, when you
are building your default template, not

8. Avoid drilling more than one level in the Medcin Tree (wastes time) — usually
brings back ‘Laterality’ i.e. Left or Right, but is usually is faster to pick a higher
level term and free text. This is appropriate use of free text and rarely will
negative impact coding. You decide which is faster/better for you.

9. Generally avoid using Level 1 Medcin Terms or attaching free text to them (i.e.
highest level terms on the Medcin hierarchy, i.e. Head, Neck, etc). This gives no
automated coding credit in the system’s calculator. This should be absolutely
avoided when documenting a physical exam.

10.Well Visits - you should have Well Visit Templates (saves time) — if you do well
visits, i.e. Pap Smears, Annual Physical Exams, Well Child Exams, Flight
Physicals - these are best done with an equivalent Template Type and should be
in your favorites list.

11.Procedures - are faster with a Procedure Template (saves time) — if you do
procedures, i.e. skin biopsies, toenail removals — the AMEDD General AIM Form
has a procedure Tab that works very well for procedures. This template should
be in your favorites list. Additionally, you can save a free text procedure note into
a template for re-use of common lengthy worded procedural text.

12.Add only a few disease specific templates for the most common diseases you
see, especially when first starting to use the system. More can be added later, if
needed.

13.Too many templates may actually slow you down, as it adds clutter, and
increases difficultly finding the one you need quickly. It is not possible or efficient
to have a template for every diagnosis there is, unless the scope of your practice
is relatively focused. Having a Default Template with the DxPrompt (example
below) should be reserved for everything else you see.

14. Initially, it is best practice to use the Default Template / DxPrompt in your arsenal
for things you see that 1) are not Well Physicals, 2) you don’'t have a disease
specific template/AIM Form to use, and 3) handles the ‘Oh by the ways'.

15.Team Documentation - If you can get your support staff to enter the history
portion, this will save you time (see the Team Documentation section). But, if
this is not available, it is still easily done with the strategy outlined below.

These will be discussed below. It is important to understand each; as they represent 3
general scenarios one experiences when documenting visits in AHTLA. Each also has
a generally recommended very specific tab order for navigating to speed documentation
and improve legibility of the note.
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The diagram below describes the general workflow to follow to manage your
documentation while managing your patients through the day. It is generally the optimal
way to document most efficiently, although your practice may prove otherwise.

General Workflow Documenting Note in AHLTA

...keeping speed and efficiency in mind... Remember... do not “drill" down the tree

—»| See Your Patient Complete A/P First
(Add Dx First, then Add Orders) >

Yes Did Support Staff No
Complete the Subjective
Take Over Note Fore?
‘Edit -> No -> Yes'
+ vy
Yes Do | have No “Plan B
A Template/AIM? ¥
v 1. Default Template (DT) Loads
2. Free text (DT) ‘Visit For:’
o I3 e T BTt 3. (DT) ROS Tab - Flip to HPI Abnormals, Normals not flipped
4 [reeiEs(emp Ee) Vst e 4. (DT)PMH Tab - Add anything relevant
8 IRESvieth = R D (IR (ATl & (DT) PE Tab - Click to add Normals and Abnormals
& Sgsagil)toNeg (DEscecitiatvell 6. DxPrompt (DxP) * - tab back to HPI
5, PMH Tab - add anything relevant 7. (DxP) HPI - Add anything relevant (Don't forget List size)
6. PE Tab - Click Abnormals 8. (DxP) PMH - Add anything relevant
7. PE AutoNeg (Deselect what you did not B () PIE=Al) il (el
examine) 10.  Free Text all other Physical Findings not found in DT or

8. Free Text all other Physical Findings. DxP, and/or add the ‘Oh by the way’ PE items in Free text.

| !
I

* For Multiple Problem Visits (1.e. DM, HTN, Hypothyroid) Disposition & Sign > Sip some Coffee
- If you have a template, choose the 1 Most Comprehensive, then free text the rest Or Go Home Early
- If you do a DxPrompt, only DxPrompt Once - on the Most Comprehensive dx, |.e. DM gives
terms that can be used to document HTN and Hypothyroid, etc.

»  SeeNext Patient >

AIM Form

Physical Exam (PE Tab)

In an AMEDD AIM form the PE tab can be seen along the top. In a template the PE tab

is along the left side.

1. Document review of vitals signs — This is required for the computer to know that you
reviewed them.

2. Physical exam finding should be documented by checking the most specific term
that you can find and then adding specificity with free text (typing). AIM forms
preposition the most common exam findings on the form for you to use. If you use a
template this can also occur. You can request addition to the AIM form for your
specialty by using the “?” mark button on the last tab.

13



3. The physical exam should never be documented by just typing free text after the
organ system heading.

4. Practice — Using your previous written encounter notes, try to document the same
physical exam finding using an AIM form, a template, or just the physical exam tab.
Sometimes using the entire tab works well if you will see the patient multiple times.
On follow-up, the copy forward function will permit the re-use of the information and
allow you to follow serial exam findings.

Review of System (ROS Tab)

The ROS is where pertinent positive and negatives should be documented. It is also

the area that your assessment of other areas of patient health should be documented.

1. AIM forms and templates position the most common specific ROS items for each
area.

2. ROS is an area that you can simply type the ROS finding under an organ system
header if you choice. Coding rules are different for ROS than PE.

3. Practice as above.

4. Note: Many providers have a practice of writing all the patient information after the
HPI or problem. Information about the problem, ROS data, and previous history is
all listed in stream of consciousness. The computer application takes this information
into specific areas of the note. The automatic coder also looks for elements in each
of these areas.

History of Present Iliness and Past Medical and Family History Review (HPI /
PMH)

These areas are on the first part of each AIM form. They are on separate tabs in
templates. Please be aware that when using the entire template the HPl and ROS
system are exactly the same.

1. HPI

A. On an AIM form, common reasons for visits are listed. Just check one and add
specific detail. This is an area that will again require some free text. On
templates the HPI can also have free text added.

B. Free text and a narrative usually in the patient words should be entered here.
This is an area that staff support will greatly speed the day. Facts/data will be
added from the ROS information.

C. Practice again as above

2. PMH

A. AIM Forms — Each AIM form has specific information on the form to facilitate
documenting that PMH was reviewed and updated on the patient’s problem list.
By entering data to include past surgeries, family history and patient problems on
the problem list module, the items can be listed once and then used by all. Note:
Remember that you can remove items from the problem list by making them
inactive (resolved), or delete. Other military and service specific items are also
propositioned for speed for speed of us.

B. AIM forms also contain boxes so you can indicate that you reviewed other items
completed in their respective modules (current medication, and allergies).
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C. Templates can be customized to allow documentation of information to similar
detail.

D. Practice again as above.

E. Note: Depending on how your clinic support staff works, the nursing/technical
staff can load an AIM form or Template during the screening process. The
support staff can also begin documenting whatever portion of the HPI/PMH/ROS
that the team decides. When you open the S/O portion of the note you can
select to edit what has been written or start a new note. It is recommended that,
if the clinic decides on a set AIM form or forms, you should select “edit” and then
open the same AIM form. This way ALL areas that were previously documented
can be seen by the provider, who can edit what was written or expand on the
information. Please be aware that a nursing note initiated with an AIM view will
appear as a template when you select edit note, and you will have to select the

AIM form, but once done, the information will be presented in the context of the
AIM form itself.

Disease Specific Visit Template (List View, Not AIM Form)

Disease specific visit templates can be constructed by you (advanced skill), but is not
required to know before using AHLTA. Itis not even required to have before seeing
your first patient (see Default Template / DxPrompt below). If you have a Disease
specific visit template, this is how you use it.

1. After you load the template, the system returns you to the S/O module on the HPI
tab. You are ready to document the S/O portion of the simulated patient visit.

[ (a8} @ H g I T N
Save Savedis LemplieMgt D Prampt EindTemn Browse FromHere A/E Disposiion Sign Cancel Close
J Options | X
| <c| oo [[s0-emivi ool vio x| = autcnea| 24 RosjHer| [ History) - ] Fambist| -] &, pramet| | stz
Eriy detailsFor et selsction
st for
=] Durstion [rumeriz)  Onset Modfier
Vaue  Uni
Templates [Spmptanis] ] 4
#-H  Visit For:

| Browse |Tests | PE [ROS [ﬁMH[ HPI

Loaded S/O Template

Step 1: History of Present Iliness
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The HPI tab displays a blank “Visit For MEDCIN Term. You need to enter free text for
the patient’s reason for visit to include the chief complaint and any free text history
needed to document why the patient is here and how the patient is doing currently. This
is where the ‘Story’ goes, so that it reads well, and you know why the patient is here.

1. Click the (+) next to 'Visit For'

2. Place the cursor in the Free Text Box above and type "pt complains of a cough,
mainly at night, for the past 2 days..."

3. Press 'Enter' on the keyboard (Very Important: Failure to press ‘Enter, can result in
Lost Free Text. You have now been warned).

ﬂJ 50 -amivisteoldwl.0 | = AutnNagl |e# ROStHP[l B History -|Al,UJ FanHist -|& Pmmpt‘ k-] lempt‘ L\stS\zel‘

Entry details for cunient sslectiorr

[visit for: Pt complains of cough for the past 2 days. She is taking sudafed without rsliel

Pt comphains of cough far the past 2 daps. She is taking sudafed withaut relief. =] Duation [rumeric ] Onset Modifes

I =} =l |

Vas U
" H
Templatss [Symptoms) E] =l

=) BB ] st for: Reason for Visit

Wisit for: Pt complains of cough for the past 2 days. She is
taking sudafed without relief

| PE |ROS |PMH| HPI

HPI Tab with Free Text added to 'Visit For:' term

Step 2: Documenting Bulleted HPI Symptoms from Disease Specific Visit
Template

1. Click on ROS tab - click on Cough, then on the Duration Grid J

()
v - 4 5
B 7 3 3 0
Yis | Mons | Weeks | Days | Hie | M
7]
2. Click '2" and Click 'Days' i (G
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<« J S0 - ami visitcold v1.0 x| H Autuweg| =i ROS/HPIl [l Histary -|;',.\'_',J FarnHist v| &, Prumptl B IPrUmut‘ L|st5|2&1‘

Entry details for cument selectior

[cough for 2 days

=] Duration [rumeric]  Oriset Maodifier
[2d H | H | &l
Walue  Unit
I K Templates (Disgnoses, Syndiomes And Condtions] ] =l
=~ |5 HH S feeling tired or poorly Reason for Visit
# HE H tever [as symptom]

% 591 = chills L‘ :’;“pm]m] Wisit for: Pt complaing of cough for the past 2 days. She is
& w9 = headache taking sudafed without relief

@ = = sinus pain

& #-HH  nasal discharge Review of systems
| ¥ HH = nasal passage blockage [stulfiness
f F= mwzi‘:m 9 g2 ( ) Pulmonary symptoms: Cough for 2 days

—|# HHH sore thioat

= == = feeling congested in the chest

i e coLigh for 2 days

el L H = coughing up sputum

2 | = 4 = nausea

& |m HH = vomiting
DB |mH = diarhea

ROS Tab: Cough for 2 days documented
3. Then click the 'ROS/HPI' button | Rositer g flip the term up to the HPI section.

4. This puts the positive symptom (or abnormal term) in the HPI section of the note —
PEARL: Put abnormal terms in HPI, and everything in ROS should be normal
(makes for an easier reading note).

A

<« J S0 - ami visitcold v1.0 x| | Autol g|@ ROS/HPIl ﬂ Histary -|;',.\'_',J FamHist v|>& Prumpt|® IPrUmut‘ L|st5|2&1‘
Ertry details for curtent selectior J
[cough for 2 days
=] Duration [rumeric]  Dnsst Maodifier
[0 H | H | &l
Walue  Unit
& K Templates [Disgnoses, Syndiomes And Conditions] E] =l
=~ |5 B feeling tired or poorly Reason for Visit
< |5 HRH tever [as symptom] . .
E -4 = chills [as a symptom] Vl_snfor. I;lf:imp\ﬁms of‘:ofugh for the past 2 days. She is
sy [ = = headache w
@l H 5 sinus pain
& {45 = nasal discharge History of present illness
= © H = nasal passage blockage (stulfiness) The Patient is & 3 year old male
& = sneezing
—| & HHH sore throat * Cough for 2 days
= == = feeling congested in the chest
PRIl FE coLah for 2 davs
o |EHH H coughing up sputum
2 | nausea
& |-HH = vomiting
D lm = diarhea

Note showing Positive symptom, Cough, in the HPI section of the note using 'ROS/HPI' button

5. Repeat this for 'Sore Throat' [i.e. select (+) next to sore throat, then click the
ROS/HPI button to flip this abnormal symptom up to the HPI section].
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<] oo fsn - amivisteod o x| = Autumeg|¥Rosinl| % istory| - | &) Famrist +| %, Promot| 8 1prompt|  Ustsiee 1
Entry details for current selection
sore thioat
=] Duration [rumeric]  Onset Modifier
Walue Unit
T Templates [Diagnoses, Syndromes And Conditions) E] o
T |#-H8 = feeling tired or poorly Reason for Visit
[{ b . .
§ % % th‘:IT; ::: :”:;:“::';]m] Wisit for: Pt complains of cough for the past 2 days. She is
-H = headache taking sudafed without relief
o H = sinus pain
i f #-H H nasal discharge History of present illness
£ = nasal passage blockage [stuffiness) The Patient is a 38 year old male.
----- H — sneezing
B = sorethioat = Sare throat
H = feeling congested in the chest « Cough for 2 days
BB — coughfor 2 daps
~HH = coughing up sputum
&+ = nausea
-4 = vomiting
H = dianhea

Note showing Positive symptoms, (Sore Throat and Cough) in the HPI section of the note using 'ROS/HPI' button
Step 3 Documenting ROS from Disease Specific Visit Template
The patient denies the rest of the symptoms listed on the template.

1. To document the rest of the normal (or denies) ROS findings, then click the
'Autoneq’ button = futolieg|

ﬁl 2> [|50 - amivisiteold w10 ¥l (= Adtoleg 12 ROSﬂHPIl = Historyl-lx“‘am FamHist\~|Iﬁg Prompt|® IPmmptl Listsize 1
Enity details for curment selectior

yr \
Review of systems

Systemic symptoms: Mot feeling tired or poorly, no fever,
and no chills

o vamiting

Sare thioat
=] Duration frumeric]  Onsat Modifier
Walue Unit
& [ Templates (Diagnoses, Syndiomes find Conditions) E] E
T |- B ot feeling fired or poarly Reason for Visit
2} fr . .

% []___% ] :Z ;:IZ Wisit for: Pt complains of cough for the past 2 days. She is
iy F B o headache taking sudafed without relief

wll 5 B o pan

T B o nasal dischargs History of present illness
? = :2 ::::IZESS&QE blockage The Patient is a 38 year old male

L = Sore throat

& Sl i

5

o

i

o

@

ES

2

ii]

o diarrhea

Head symptoms: Mo headache and no sinus pain.
Otolaryngeal symptoms: Mo nasal discharge, no nasal
passage blockage, and no sneezing.

Pulmonary symptoms: Mot feeling congested in the chest
and not coughing up sputum

| symy Mo nauses, hinworniting, and
no diarrhea, J

Completed HPI and all Negative Symptoms are in ROS section of the note

2. Itis important to remember, if you did not ask the patient all the symptoms, de-select
the items you did not ask by clicking on the (-) [blue] box next to the term. This takes
it off the note

Step 4: Documenting PMH from Disease Specific Visit Template

To document the PMH:
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1.

Click the PMH tab and click (+) next to 'smoking’, click (-) next to history of Acute
Bronchitis, click (-) next to history of Asthma.

Remember that it is best to put all positive personal medical and surgical history
on the problem list. This is also true of the patient family history and allergies
along with medication review. This will save time for all in the future as only
changes to the history are added.

o % Templates [History) J
T = 8 = smoking

T 4= = history of ALLERGIC RHINITIS

g A B o history of acute bronchitis

—— HH B o history of asthma

st = = hiztory of Antihistamines

o | #-H4 — history of Anti-inflammatory Inhaled Steroids

E +1-HH = history of Cough & Cold Preparations

o

Documenting PMH

Step 5: Documenting the PE

Functionally, the PE findings are well suited for using Autoneg, using a disease specific
template, as in general; there are fewer abnormal findings than normal findings on
exam. Note: For maximal efficiency, this works best if you authored the template, so
that it matches exactly what you do; but this is not always possible, is an advanced
feature, and is not necessary.

It is important to document the abnormal findings first, then click Autoneg to
automatically document the remaining findings as normal. In the PE, you find wheezing
on auscultation; your other PE findings are normal.

To document the PE:

1.

Click the PE tab, and scroll down to 'Auscultation Wheezing', click (+) and in the
Free Text box, type "Bilateral lung fields, R>L", then hit 'ENTER' on the
keyboard.

Physical findings

Lungs:
= Wheezing was heard Bilateral lung fields, R=L. -

Showing only Abnormal PE finding, Wheezing with attached free text added to the note first

Then, if everything else was normal, and you did the exam listed on the template,

you can click the 'Autoneg’ button. [ ot quickly document that everything
else was normal.

19



<< 50 -amivisitcold w10 =l = Autaleq s ROStHPIl Bl Histary -|AJJ FarmHist v‘ & Pmmptl L IPmmpt‘ L\stS\zell
Entry details for current selectiorr
Wheezing was heard
Biilateral lung fields, R>L J Duration [humeric]  Onset Modifier
Walue Unit
T [ % = Tympanic Membranc Ewthematous Left Ear ] 2l|| pparns: =l
T | . = Tympanic Membrane Erythematous Bilateral ryn: _
T |#-HH B wmpanic membrane intact Oropharynx: * Pasterior pharyngeal wall was not
= |p HF B ro thinonhes erythematous. * Posterior pharyngeal wall did not have an
2| B nasal tubinate not enythematous exudate. * Posterior pharyngeal wall did not hawe white
& | o B o sinus tendemness patches. * Posterior pharyngeal wall did not have an ulcer
& |#-H H Sinus Tendemess Masillary ° Had no white patches
1 |#3H = Sinus Tendemess Ethmoidal
O |# H = Sinus Tendemess Frontal Neck:
—| = B the posterior phanngeal wal was not enthematous 0 o d ' —
# HE B8 the posterior pharyngeal wall did not have an exudste emonsirated no SEIRASE In SURPIANGSS. ol was
2 | HH B the posterior phanngeal wal did not have white paiches not diffusely enlarged. * Thyroid was not tender
o | H B the posterior pharyngeal wal did not have an Ucer
g & B the orophans had no white patches Lymph Nodes:
S [#-HH B the neck demonstrated no decrease in suppleness s [ 1 nod | f
B 1w B the thyroid was not difusely enlarged Lenvical lymph nodes were not enlarge
#--HH B8 the thyroid was not tender
- B the cervical lymph nodes were not enlaiged Lungs:
#l-H4 — Examination Of The Lungs
. =
w1 B 5 wheszing was heard Wheezing was heard Bilateral lung fields, R=L.
= = Auscultation Rhonchi
- B8 heart 1ate and thythm nomal Cardiovascular system:
- B nomumus vere head Heart Rate And Rhythm: ° Mormal.
#-HH B rotendemess on palpation of te back. A
T por T e Ddebivems e j Murrrurs: ® Mo riurmurs were heard. L |

Note view after 'Autoneg' used

Again, it is very important to remember, if you did not examine items in the physical
exam portion of the template, de-select the items you did not examine by clicking on the
(-) [blue] box next to the term. This takes it off the note.

Step 6: Free Text all other Physical Findings

You have just finished documenting PE items from the disease specific visit template.
All other physical exam findings are best done with Free Text, so extra time is not spent
trying to find the exact MEDCIN finding. To do this, from the PE Tab, press the small

notepad icon in the list window ﬂ As you use the system more you will slowly add
the specific terms that you regularly use to your default or disease specific template.

| <<| oo [[s0-smivistcod 1.0 =] = autoticg| [A Rostre| B History| < &5 Fambist] -] % prompt| @5 1 promp]

Entry details for cunent selection

ListSize 1 |

[wheezing was heard

Bilateral lung figlds, R>L J Duration [numeric] — Onset Madifier
Waluz Unit
— Tympanic Membrane Erythematous Left Ear EE i =]
— Tympanic Membrane Exythematous Bilateral Pharynx: )
Oropharyni: ® Posterior pharyngeal wall was not

B tympanic membrans intact

B o hinonhea

B nasal turhinats not enthematous

B o sinus tendemess

— Sinus Tenderness Maxillary

— Sinus Tendemess Ethmoidal

— Sinus Tendemess Frontal

B the posterion phayngeal wall was nat erthematous
B the posterior pharyngeal wall did not have an exudate

erythematous. ® Posterior pharyngeal wall did not have an
exudate. ® Posterior pharyngeal wall did not have white
patches. © Posterior pharyngeal wall did not have an ulcer.
“ Had no white patches

Neck:
° Dernonstrated no decrease in suppleness. ® Thyroid was

it A cerles comlenscemd 3 Thvieeid some et oo,

FHEFFEEEFEE

Free text ‘Objective’ Note Pad button

1. Free text any other physical findings you want to add into the note, and then click
'Save and Close'. This way, extra time is not spent trying to find the exact MEDCIN
finding. If time permits, one can either search for ‘Nevus' using the 'Find Term' icon,
or 'Dx Prompt' on '‘Compound Nevus', etc. Dx Prompt will be explained in a later
section.
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2. But in this example, we will free text the "other" physical findings that are not in your
disease specific visit template.

OBJECTIYE [Use For 5.0.A.P

dmm dark flat lesion with irregular borders noted
over left scapulal

Ok Cancel

Free text all other physical findings here

3. You can now complete the Disposition, and then sign. But, to view the entire
note, close the S/O module by clicking 'Close'.

5/0

50 Hotewwritten by INAE, AMTHOMY @@ 07 Sug 2006 1F00EDT -
Reason for Visk
Wigit for, pt complaing of a cough, mainky & nigkt, for the pest tao days. Sheis taking OTC Myoil and is not helaing

History of present ilness
The Patiernt is a 39 year old famals.
= Cough for 2 days. = Wheezing.
Past medical/'surgical history
Diagnosis History:
M acute bronchitis
Na asthma
Personal history
Behaioral history:  Smoking
Reviewof systems
Systemic synptoms: Mot feing tired or pooely, no fever, and no chills
Heaxl symyrtoms: Mo headache snd no sinus paEn
Otolaryngeal symptome: Mo nesd discharge, no nasd passage blockage, and nothroa pan
Pulmonary symptomes: Mot fesling conoested in the cheat, no dyspnes, and not coughing up sputum.
Gastrointestinal syrmptoms MNo naussa, no vomting, and no diarhes.
Plwsical firddings
General appeaance:
° Patiert appeared well developed. ® Patiert appeared vell nourished. ° Patient appeared well hydrated. ® Patient appesred beslty.
° Patiert appeared to be in no acute dstress

Eves:
Generdbilatersl
Pupils: ® Equal in size, round, reactive to light, with normal accommodation
Ears:
Generdbilsteral
Extermna Auditory Canel: © Wall shovwed no reddened epthaium
Tympanic Membrane: ® Mot bulging. ® Mot retrected
Hose:
2 Mo rhinckthes wes seen. ® Masal turbinate was not enthematous. ® Mo fendemess of the sinus
Pharynx:

Oropharymi: © Postedor pharyroes wall was not erthematous. ® Posterdor pharynoss wall did nat have an exudate. ® Postertdor pharmoss
el clicd not hewe white patches. © Posterior phannoeal wal dicd not have sn uicer. ® Had no white paches.
Heck:
* Demonstrated n decreass in suppiensss:
LynphNodes:
2 Cepvica vnph noces were not enlargedd.
Lungs:
- Ywheezing was hesrd Bilatersl lung figlds, R=L

Cardiovascular systent
Heart Rate Ard Rhythm: ® Mormal -

Completed S/O section of the note, done with Disease Specific Visit Template

Default Template + Dx Prompt

In this section, we will be documenting a visit without the use of a disease specific visit
template, i.e. when the condition you are documenting is not seen often enough to
warrant having a disease specific template; or you want to use one, but don’t have time
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to find one at this time. Remember, this is to be used if you do not have a particular
template you typically use for a particular disease process. This is “Plan B”. This will
help get you home sooner, than later.

Remember, do not fight the system! If the term you are looking for is not displayed in
the DxPrompt (and increasing the List Size to 3 doesn’t show it either), just relax and
free text it.

This method is simple: 1) Exhaust full use of the Default Template (adding in from each

of the tabs), then 2) DxPrompt (adding in from each of the tabs again), then 3) Free
Text the rest, in that order.

For setting the default, and tailoring it to your practice, please see documentation in
the Setting the Default Encounter Template section of this guide and/or ask your local
AHLTA specialist.

Using the Default Template

When you enter the S/O module, the Default Encounter Template will load. The system

is on the HPI tab. You are ready to document the S/O portion of the simulated patient
Visit.

= [bg} @ e o8 N I |
e Savefs

Template Mgt DxPrompt EindTem Erowse FromHere A/ Dispusiion Sign Cance] Close

_J Options .
ﬂJAAAluad first for all visits v | = AutnNeq‘ & RDS/HF[‘ B History v‘ﬂj Fambist v| -3 Pmmptl | Listsize 1‘
Entiy details for curiert selection
[isi for:
=] Duration (numeric ) Onsst Modifier
\ B [ = [ = |
Vdue  Uni
] I
[ET] Templates [Syrrptoms) E] El
ER =} Visit For: 4

[Emwse [Tests [ FE [ROS [F‘MHI HPI

View of S/O with Default Encounter Template loaded

Step 1. Documenting ‘Visit For’ Free Text using Default Template

The scenario is the same as the prior example where we documented the patient's visit
with a disease specific Visit Template. The patient's reason for visit and the story
behind her present symptoms is entered using the 'Visit For' term with anchored free
text. This information is documented on the HPI tab.
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The patient complains of a cough, mainly at night, for the past two days. She is taking
OTC Nyquil and is not helping.

1. Click the (+) next to ‘Visit For’

2. Place the cursor in the Free Text Box above and type "Pt complains of a cough,
mainly at night, for the past 2 days. She is taking Nyquil and it is not helping.”

3. Press 'Enter’' on the keyboard.

<< oo |[enn toad st for sl vists v 7] (= Autonieg| 52 Rosiher| B istory) - o5 Faraist] - | %, prompt| & 1erampt|  istsize 1|

Entyy details for current selection

visit for. Pt complains of & cough, mairly at night, for the past 2 days. She & taking Nyaul

Pt complains of a cough, mainly at right, for the past 2 days. Sheis taking Myquil and it =] Duration [rumeric) — Onset Modifier

iz not helping. | J ‘ J ‘ j

Vaue Ui

= = =

Templates (Symptoms) A 2l
st o 4

®= Reason for Visit

wisit for: Pt complains of a cough, mainly at night, for the
past 2 days. She is taking Nyquil and it is not helping

PE |ROS | PMH [ HP!

HPI Tab with Free Text added to 'Visit For:' term

Step 2: Documenting Bulleted HPI Symptoms from Default Template using
ROS/HPI button

1. Click on ROS tab. The system will display the symptoms listed from the Default
Template. Each user has the ability to customize this list of commonly used
symptoms.

<< oo J[emn ioad st for il vists v =] 3 Autotiea| |24 Rosirpr| B History| +| ] Fembist| < | 8 prompt| %9 rprompt|  ustsize 1

Entry details for cunent selection

Feeling tied or poorly
=] Duration (rumeric]  Dnsst Modifier
[ [ [ |
Walue I_lnllJ J
J -
& K Templstes [Diagnoses, Syndrames And Condtions) ElE =
Bl ER= sJ= fceling tired or poorly Reason for Visit
% : i = :::Z:ﬂ[‘::sh:::;zl;nm:ueight Yisit for: Pt complains of a cough, mainly at night, for the
| o = pain control techniques past 2 days. She is taking Myguil and it is not helping
o )| ¥ = headache
or f =-HH = eyesight problems
#-HH H loss of hearing
O | #-H H nasal discharge
~——|#-HH = chest pain or discomfort
£ |®-H 3 difficulty breathing [dyspnea)
i HH — awakening at night short of breath
— using ___extra pillows or sleeping upright
2| “HE (orthopnea)
£ |5 HFE coush —
@ |@-HH H wheezing [as a symptom]
HH H increased appetite (polyphagia)
#-HH H nausea
#-HH = vomiting
+-HH H abdominal pain
H5 = black or tany steols (melena)
#-HH = diarthea
+-HH i constipation
HE = pain during urination [dysuria)
= freauent. full-bladder emptvina foolyurial ﬂ
|

2. Cough is a symptom that is in this starter Default Encounter Template. Click on

Cough, then on the Duration Grid
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(%]

1T 3 4 5
E 7 8 9 o
s | Mons | Weeks | Dayps Hrs | ins
l2

3. Click '2" and Click 'Days’ |

ilz"m load fst for all vists v ¥ | = AutuNeg' e ROEIHPI' B H\stury‘vl ) FamHlst‘vl e Pmmptl ) IPrDmptl ListSize 1|

Entry details for cunent selection

cough for 2 days

=] Duration [numeric] ~ Dnset Modifier
[222 B | 2 [ |
Value  Unit

=S |

I K Templates (Disgnoses, Spndromes And Conditions] A - 2
i HH H teeling tired or poorly Reason for Visit

f t
% %% :Z:;th::’;g i‘:“:ueighl Wisit for: Pt complains of a cough, mainly at night, for the
o # 2 pain control techniques past 2 da:s. She is Iakmg Nﬂui\ and it is not helemg
g HH — headache
& | HE = eyesight problems Review of systems

H H loss of hearing

H = nasal discharge Pulmonary symptoms: Cough for 2 days

HE = chest pain or discomfort

HH H difficulty breathing [dyspnea)

HE = awakening at night short of breath J

wheezing [as a symptom]

=
|~ increased appetite [polyphagia)
=

4. Then click the 'ROS/HPI' button |54 rosite: places that symptom (or abnormal
finding) in the HPI section of the note.

<< 2o [ tosdl it or sl wists w =] = AutuNeg_lg ROSJ’HPIlk istory| = | 4] Famrist| <[ %, prompt| % 1prompt|  Listsize 1

Entry details for cunent selection

cough for 2 days
=] Duration [rumeric]  Onset Modifier
[ H [ B | |
Value Unit
& [ Templstes Disgnases, Sundromes And Conditons) EE —
T |#-H = teeling tired or paorly Reason for Visit
= fever [as symptom]
T
é 4 = recent change in weight m;md Pt Egrr?p\amskufa ﬁjuug'}‘ m:damly at mahl“ far the
A = pain control techniques past 2 days. She is taking Myquil and it is not helping
@ H — headache
L) = H = evesight problems History of present illness
" | #HH = loss of hearing .
w
& H = nasal discharge The Patient is a 38 year old male.
—|® B = sore thioat » Cough for 2 days
2 | = H = chest pain or discomfort
] HE H difficulty breathing (dyspnea)
= awakening at night short of breath
% g g using __exta pillows ot sleeping upright
&

= 5
HH a symptom]
HH — increased appetite [polyphagia)
H = nausea

HH — vomiting
= abdominal pain
HH — black or tarry stools [melena]
H =~ diarhea
HH — constipation
A — oain during urination Idvsurial =

|

Note showing Positive symptom, Cough, in the HPI section of the note using '‘ROS/HPI' button

5. Repeat this for 'sore throat' [i.e. select (+) next to sore throat, then click the
ROS/HPI button to flip this positive symptom up to the HPI section].
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<] > [t tnad tirst for ol vists v v =] Autohieg 24 ROSIHPIlE History - | il Fambist +| %, prompt| @ 1prampt|  Listsiee 1|
Entry detals for current selection J |
sore: tiraat
J Duration (numeric)  Onset HModifier
Walue Uit
& K Templates (Diagnoses. Syndromes And Condtions] ERE =]
i £ —| feeling tired or poorly Reason for Visit
+-HH H fever [as symptom
% =-FH = mcgml cha’.’-gz in :veighl wisit for: Pt complains of a cough, mainly at night, for the
# P e .
= A = pain control techniques past 2 days. She is taking Nyquil and it is not helping
&8 =-H = headache
i #-HH = eyesight problems History of present iliness
=-HH H loss of ,hga""g The Patient is a 38 year old male
[ nasal discharge
— = i = Sore throat
2 |= chest pain or discomfort = Cough for 2 days
2 | =-HH 1 difficulty breathing [dyspnea)
o HH = awakening at night short of breath
g H 5 sing__extra pillows or sleeping upright
H (orthopnea] b
O | =88 cough for 2 days
+-HH H wheezing [as a symptom]
-H H increased appetite (polyphagia)
#-HH - nausea
#-HH < vomiting
+-H8 H abdominal pain
A = black or tany stools (melena)
#-HH H diarhea
+-HH M constipation
= pain durina urination [dvsurial -]

Note showing Abnormal symptoms (Sore throat, Cough), in the HPI section of the note using 'ROS/HPI' button between
each

Step 3: Documenting ROS from Default Template
The patient is not feeling tired or poorly, no fever, no chills, and no headache, and so on
1. Click (-) next to the symptoms that are pertinent negatives. i.e. click (-) for

'Feeling tired or poorly', 'fever’, 'headache’, 'nasal discharge’, ‘chest pain or
discomfort’, etc. These items automatically go into the ROS section of your note.

e oo |[enttoad it tor al vists v | 5 Autctiea| [ RosirPt| B istary| | sl Fambist| - | %, prompt| % 1prompt|

Entty details for current sslectior

ListSize 1 |

Mt Feeling tired or poory

=] Duation (numeric)  Onset

[ | |

Walue Unit

BN i

Modifier

=]

K Templates (Diagnoses. Syndiomes £nd Conditians)
o
o
o
o
o
o
o
o
o
o
o

feziing fiad

Reason for Visit
H B fever [as symplom]

H — recent change in weight

= = pain contiol techniques

H B headache

& = eyesight problems

=& = loss of hearing

H B nasal discharge

BB — sore throat

= B chest pain or discomfort

B difficulty breathing (dysprea)

H — awakening at night short of breath

Wisit for: Pt complains of a cough, mainly at night, for the
past 2 days. She is taking Nyguil and it is not helping.

History of present iliness
The Patient is a 38 year old male
= Sore throat

= Cough for 2 days.

\

[Emwse [Tasls [ F‘EIROS IMHI HPI

gp  using__entra pillows or sleeping upright Review of systems
(orthopnea) b .

- B8 = cough Systemic symptoms: Mot feeling tired or poorly and no fever.
- B8 wheezing [as a spmptar] Head symptoms: Mo headache
- i ; :;z;::md appelite (palyphagial Otolaryngeal symptoms: Mo nasal discharge.
w-HH B vomiting Cardi I INo chest pain or discomfort
b I = ::’d‘::"i“a' pain \ } Pulmonary symptoms: Mo dyspnes and no wheezing,
=4 d|a?rtl:eam tany stools (melena) . inal symj N nawsea, novomiting, o
w45 B constipation ‘ diarthea, and no_constipation

= pain durina urination [dvsurial =

J
-

Note showing negative symptoms added to ROS using the Default Encounter Template

3. Never use Autoneg with the Default Template. The Default Template contains
symptoms that could be used for many common disease processes. The
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purpose of having a default template is to be able to add your commonly used
symptoms to your note quickly. It would be inappropriate to use Autoneg.

Step 4: Documenting PMH from Default Template

1. Next, click the PMH tab and scroll down. Click (+) next to 'tobacco use'. You will
be adding No History of Bronchitis and No History of Asthma later. For efficiency
in documenting, avoid the urge to try to document it here and now, unless those
history items are on your Default Template. We will be returning to this tab
again. This part is not the way we were trained to think, but is the most efficient
way to document in AHLTA given this scenario. Basically, add what you can
from this tab, the things you may be able to use from your default.

ﬂJMAInad first for al visits v ||g ROS#HPI‘ B History -‘ | Famhist -|IS§ Prumpt‘ k-] lempt‘ L\stS\zell

Entty details for current sslectiorr

[Tobaceo use

=]  Duration (numeric ] Onset Madifier
[ [ [ =]
Value umlJ J
=l -
a KB Templates (History) R =
T | = reported a history of cancer Reason for Visit
= reported a history of precancerous neoplasm
% I = m:nued prior sujl’gic:l‘.l procedural hi,:],,. Visit far: Pt complains of a cough, mainly at night, for the
1= | hi: f ly history [For FHx of Dx use Dx past 2 days. She is taking Nyquil and it is not helping
2 istory of cancer History of present illness
m = = social history
& |m-H = calleine use The Patient is a 38 year old male
— |- tobacco use - Sore throat
& |&-28 = aleohol use I
o (#-8 — habits sleep
— . .
~— |#-HH = exercise habits Personal history
b H — happy with job
E - = marital history Behavioral history: Tobacco use
0 |#-HH = family history of HYPERTENSION [SYSTEMIC) ||
-5 = family history of ASTHMA
- =H = family history of RENAL DISORDERS
A5 = family history of CONGENITAL GLAUCOMA
-8 = family history of HYPERLIPIDEMIA
-5 = family history of THYROID DISORDERS
-8 = family history of 0STEOPOROSIS
-5 — family history of DIABETES MELLITUS
-5 = family history of MIGRAINE HEADACHE
|+ ~ — family historv of EPILEPSIES |
[-|

Note showing Tobacco use added to the PMH section of the note using the Default Encounter Template

Step 5: Documenting the PE from your Default Template

1. Click the PE tab, add items that you have examined, such as, (+) General
Appearance - Oriented To Time, Place And Person’, 'General Appearance - In
No Acute Distress', (-) Tympanic Membranes, (-) Nasal Discharge, (-) Buccal
Mucosa, (-) Cervical Lymph Nodes Enlarged and (+) next to 'Auscultation
Wheezing', and in the Free Text box, type "Bilateral lung fields, R>L", then hit
'ENTER' on the keyboard. Click (-) Heart Rate And Rhythm, and (-) Murmurs.
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<¢| 2 |l ead st tor sl vists w =] = Autotie| (A Rosirer] [ History| < &4 Fambist| <] %, prompt| @8 rprompt|  uistsize 1]
Entry details for current selection
[ Mo mumurs were heard
J Duration [numeric]  Onset HModifier
Walug Unit
& [ FF = Neck Suppleness 4 j _mm time, place, and person . *[n no acute d
I |u-Hm= Thyroid .. distress
# H8 = Examination OF The Lymph Nodes
T
E #+HH = Lymph Nodes Enlarged Ears:
=" i ] l[\e cer'\lr\;a\ l;lmpthnddes wiere ot enlsrged Gereralibilateral
a3 = Lymph Nodes Tender e
& |m-H8 5 Respiratory Movements .. Tympanic Membrane: * Mormal
o HE = Lungs And Respiration Auscultation
o BB — wheezing was heard Nose:
| HE = Auscultation Rhonchi * o nasal discharge seen
) 4= = Adventitious Sounds Rales / Crackles
o
12 |3 HH = Heart Rate And Rhythm .
o |#HH B heat rate was nomal Oral cavity:
2 | HH = Heart Sounds 51 Buccal Mucosa: * Not dry
DE] ++HH = Heart Sounds 52
T |m HE = Heart Sounds Gallop Lymph Nodes:
- W ne murmurs were heard o, | lymoh nod t enlarged
-HF — Arterial Pulses Cervical lymph nodes were nat enlarge
+ A8 = Jugular ¥enous Distention Increased
+-HH = Edema Lungs:
+ B = Pitting Edema + Ywheezing was heard Bilateral lung fields, R>L
+-HH = Abdomen Auscultation
+ HH = Abdominal Percussion .
-4 — Abdomen Palpation ﬂ Cardiovascular system:
bl = Akdnmom Cafe Heart Rate And Rhythm: ° Heart rate was normal
[ Murmurs: * Mo murmurs were heard =

Adding normal and abnormal findings to the PE section of the note using the Default Encounter Template
2. Do not click 'Autoneg’ on this Default Template. It would be inappropriate.
Step 6: Dx Prompt

With the PE from the Default Encounter Template completed, you are ready to use the
DxPrompt to add in 'disease specific symptoms, past history, and physical findings' into
your note. This is your second pass through the tabs. Again, not how we were trained
to think as clinicians, but the best way to do it in AHTLA.

The DxPrompt feature is not a template, but will return a list of related symptoms,
history, and physical findings to diseases you search.

The DxPrompt button is on the Action Bar (4th icon from the left).

= e @ B i L
Save Savehs Templatge Dx Prompt BndTerm Erowse From Here A/F Digposition Sign Cancel Close

There are 3 levels of weighted associations (brings back longer list of associations), and
the user can toggle through them using the List Size button on the Tool bar (right most
button). You can toggle to List Size 3 and back to 1 by repeatedly pressing the button.

_<¢] 2 [[ms tnd fst or sl vists v 7] = autanieg| (A RospHeL| B History +| ] Famrist <] %, prompt| &5 1promot

Entrw details for current selection

ListSize 1 |

In contrast to using a disease specific visit template, and you are using the Default
Encounter Template, Autoneg should not be used. Autoneg should also not be used on
when using DxPrompt, as well, as you will see, the system may return terms that seem
irrelevant or obscure. Do not take this personally, just ignore that strangeness, and
move on. Back to our example.
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@

D Prompt

1. Click on the Dx Prompt button on the Action Bar

2. Type 'Acute Bronchitis' (or whatever your working diagnosis is) in the Search
String, then press 'OK’

|acute bronchitis j ok I
Finigh |

3. Select 'Acute Bronchitis', then press 'OK'

Select Diseases for consideration

DizeazeTemplate

=k ACLITE EROMCHITIS
- ALLERGIC BROMCHITIS WITH ACUTE EXACERBATION

ASTHMATIC EROMNCHITIS "I TH ACUTE EXACERBATION

CHROMIC BROMCHITIS -'wITH ACUTE EXACERBATION
OBSTRUCTIVE CHROMIC BROMNCHITIS WWITH ACUTE EXACERBATION
- ACUTE CHEMICAL BROMCHITIS

| OF. I Cancel |

4. Click the HPI Tab and add anything else you want to add into the note, i.e. (+) a
hacking cough and (+) coughing up sputum
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| <<| > [NoTempiate Selecteds =

Entry details for current selection

=) AutnNeq‘ |4 ROSIHP[l B History -‘ iyl Famist v\:g Pmmpt‘ 3 1Promit

ListSize 1 ‘

Coughing up sputum

=] Duration [numeric]  Onset Madiier

[ H |

Walue Unit

By N =

|

[l

| Browse [ Tests | PE [ROS [PMH|| HPI

DixPrompt (S ymptoms]
H B chest pain or discomfort
& B dificuly breathing (dysprea)
B8 = cough
B8 = hacking cough
- 88— couahing up sputum
= = coughing up sputum watery
3 = coughing up sputum mucoid
3 = coughing up sputum clear
HH — coughing up sputum white
5 = wheezing [as a spmptom]

Reason for Visit

“igit far: Pt complains of a cough, mainly at night, far the
past 2 days. She is taking Nyquil and it is not helping.

Hislu# of Eresenl illness

The Patient is a 38 year old male
- Sare throat
= Cough for 2 days hacking = Coughing up sputum

NFersonal hismP[

Behavioral history: Tobacco use

Review of systems

Systemic symptoms: Mot feeling tired or poorly and no fever.
Head symptoms: Mo headache

Otolaryngeal symptoms: Mo nasal discharge.

Cardi lar sym Mo chest pain or discomfort
Pulmonary symptoms: Mo dyspnea.
Gastroi inal sy Mo nausea and no womiting

Adding to HPI items from the DxPrompt, as needed

=

5. Click the List Size Button |52 1| and notice more symptoms are displayed to
choose from. It toggles to List Size 3, then repeats to List Size 1. While on List
Size 3, add in (-) feeling congested in the chest and the patient did state No

wheezing, so press (-) next to wheezing. List size 1 is generally a good place to
keep this, so the list is not overwhelming at first.

Entry details for cunent sslection

| <<| oo |[o Templete Selected> v] = Autotien| 24 Rosrer| B History| +| sl Fambist| <] 8, prompt] 8 1promet

ListSize 3‘

Na wheszing

~—
| HPI

[ Browse [Tests | PE [ROS [PMp

5]

&

3

4

DPrompt [Symptoms)
H 8 fever [as symptom]
HH B chest pain or discomfort

HH = chest pain localizing to the chest wall

HH — chest pain located centrally {substernal)

= = chest pain accompanied by difficulty breathing
- feeling congested in the chest

B dificuly breathing [dysprea)

® = cough

H = cough worse in the moming

+ = cough causes awakening fiom sleep

+ = cough occurs periodically

#8 = hacking cough

M coughing up sputum watery

= coughing up sputum mucoid

M coughing up sputum clear

= coughing up sputum white

— coughing up sputum mucoid, clear, or white
B no wheezing

=] Duration frumeric)  Oinset

| ] |

Walug Unit

[ -

Modifier

B |

]

Reason for Visit

isit for: Pt complains of a cough, mainly at night, for the
past 2 days. She is taking Nyguil and it is not helping.

History of present illness
The Patient is a 38 year old male
= Sore throat

= Cough for 2 days hacking = Coughing up sputum ® Mo
wheezing

Increasing the List Size to return more related DxPrompt symptoms/findings

Personal history

Behaviaral history: Tohacco use

Review of systems

Systemic symptoms: Mot feeling tired or poorly and no fever.
Head symptoms: Mo headache

Otolaryngeal symptoms: Mo nasal discharge

Cardiovascular symptoms: Mo chest pain or discomfort
Pulmonary symptoms: [o dyspnea

=

6. Also note, we are now placing some normal findings in the HPI section, and we

stated earlier “generally abnormal symptoms in HPl and Normal symptoms in
ROS. At this point in your documentation, for speed, go ahead and add them
here. It will not clutter the HPI much with a few normal findings. Also reserve
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putting Normal Findings in the HPI section, to show ‘Pertinent Normal’
symptoms.

7. Click the PMH Tab, and add (-) history of Acute Bronchitis, and (-) history of

Asthma
L DPrompt (History] J =l
— recumrent upper respiratory infections [URI) Reason for Visit

HE = recent upper respiratary infection (URI)
5 = exposed to chemical vapors Wisit far: Pt camplaing of a cough, mainly at night, for the
& — exposure to smoke past 2 days. She is taking Myquil and it is not helping
H — exposure to secondhand cigarette smoke

+HE  smoking History of present illness

#-HH = smoking cigarettes for pack-years

smoking cigarettes with a greater than 50 pack-year The Patient is a 38 year old male

history = Sore throat.

stary of acute bronchitis -

= Cough for 2 days hacking = Coughing up sputum © Mo

<!

+ —
+HE
= H M
@ Hi 3
@ History of Therapy
Past medical/surgical history

| Browse [Tests | PE [RO I PhH
a

Diagnosis History:
Io acute branchitis.

Mo asthra

Adding to PMH items from the DxPrompt, as needed

8. Click the PE tab, and add (-) Rales / Crackles Wet

I [@ DxPiompt [Physical Examination] ] B
= = 0ral Temperature Ears:
I|* i— Respiration Rate Generalibilateral
— Tachypnea B
o
S |uF 2 Pubse Rate Tyrnpanic Membrane: ® Mormal
0 | B = Auscultation Wheezing
=4 H — Auscultation Prolonged Expiratory Time Nose:
w | B S et rlessorackles were heard * Mo nasal discharge seen
w Mo nasal .
3 Oral cavity:
= Buccal Mucosa: * Mot dry.
@
@
E Lymph Nodes:
{is]

ralesicrackles were heard

M Raau ol )
Lungs:
= Wheezing was heard Bilateral lung fields, R=L. = ¥Wet

Cardiovascular system:

Heart Rate And Rhythm: ° Heart rate was normal.
turmurs: ® Mo murmurs were heard =

Adding to PE items from the DxPrompt, as needed
Step 7: Free Text all other Physical Findings

With the PE from the DxPrompt completed, you might find that there are still Physical
Findings that need to be documented. There are several ways to do this. For
increased efficiency, use the 'Free Text' notepad feature to add the physical findings
that were not on your Default Template or in the DxPrompt. This is also good for those
multi-problem visits, as it is not recommended to do multiple DxPrompts due to the
increased time it takes to document. This practice will slow you down.

What is recommended is to choose the DxPrompt that is most comprehensive as to the
patient's reason for visit, and then free text the rest of the exam. For example, if your

patient is a Diabetic, Hypertensive, and Hypothyroid, most can be documented from the
Default Template alone with free text, but you could DxPrompt once, on Diabetes. This
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will give you terms to document the foot exam, and other symptoms, i.e. fatigue, etc can
be used to document the HTN and Hypothyroid components... then free text the rest!

You have just finished documenting PE items from the DxPrompt. All other physical
exam findings are best done with Free Text, so extra time is not spent trying to find the
exact MEDCIN finding. To do this, from the PE Tab, press the small notepad icon in the

A

list window

<< oo [[enic Tempiate Selecteds ¥] = autonieg| A Rosirpr| B History) - 4] Famrist|+| % Prompt| %3 1Prompt|  ustsiee 3|

Enity details for current sslection

[wietralesicrackies were heard

BB — wet rales/erackles were heard

=] Duration [rumeric]  Dnset Modifier
Value Unit
1
& [© DxPrampt (Physical Examination] E] -l
T | HH = oral Temperature Ears:
z 1 = Respiration Rate General/bilateral
— Tachypnea R N

o
% | %5 = Pule Rate Tympanic Membrane: ® Nommal .
g B — Auscultation wWheszing

~H — Auscultation Prolonged Expiratory Time Nose:
w
o

® Mo nasal discharge seen .

Oral cavity:
Buccal Mucosa: © Mot dry

Free text ‘Objective’ Note Pad button

4. Free text any other physical findings you want to add into the note, and then click
'Save and Close'. If time permits, one can either search for 'Nevus' using the 'Find

Term' icon, or 'DxPrompt' on '‘Compound Nevus', etc. DxPrompt will be explained in
a later section.

5. But in this example, we will free text the "other" physical findings that are not in your
disease specific visit template.

OBJECTIYE [Use For 5.0.A.P N

4dmm dark flat lesion with irregular barders noted
over left scapulal

Ok | Cancel |

Free text all other physical findings here

6. You can now complete the Disposition, and then sign. But, to view the entire
note, close the S/O module by clicking 'Close’.
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Date: 22 Aug 2006 1422 PST Status: In Progress Treatment Facilty: 1st MEDICAL GROUP
Primary Provider: TONY, TW Type: ACUT Clinic: MTF NMCP INT MED
Patient Status: Dutpatient

5/ | SO Motewniten by TONY, TW @ 22 Sug 2006 1554 PST Bl
Reason for Visit
Wist for: Pt complains of & cough, mainly at night, forthe past 2 days. She Is taking Nyeull and it ks not helping

History of present illness
The Patient is a 38 year old male.
* Sore throat
* Cough for 2 days hacking * Coughing up sputum * No wheezing
Past medical/surgical history
Diagnosis Histary:
Mo acute branchitis
Mo asthma
Personal history
Behavioral history: Tobacen uss
Review of
Systermic symptoms: Not fesing tired or poody and no fsver
Head symptoms: Mo hsadache
Otolanngeal symptoms: No nasal discharge
Cardiovassular symptoms: No chest pain or discomfort
Pulmonary symptoms: Mo dyspnea.
Gastrointestinal symptoms: No nauses and no womting.
Physical findings
General appearance:
* Oriented o time, place, and person . * In no acute distress .
Earsc
Generalbilateral
Tymparic Membrane: * Normal
Hose:
* No nasal discharge seen
oral cavity:
Bucea Mucosa ® Not dry.
Lymph Hodes:
= Cervical lymph nodes were not enlsrged
Lungs:
* Wheezing was feand Bilsteral Ling fields, R=L
=it ralesicrackles were heard.
Cardiovascular systent
Heart Reate And Riythin: * Heart rate vas nomal
Murnrs: * No murmLrs were heard .
Objective
Amim dark flat lesion with irregular bordlers noted over left scapula o

View of the completed S/O Note using Default Template + DxPrompt + Free text

7. This method, when mastered, is very quick to document any condition that you
don’t necessarily have a template to use. It is also a great tool to use with your
default AIM form which may not cover in detail every disease/condition. This
also eliminates the need to drill down the Medcin tree. This method also makes
for an easier reading note, with all abnormal symptoms in HPI, and only Normal
findings in ROS. The analogy here is like painting a picture. You paint all the
blues first, then the reds, etc. Only make 2 passes (once with the Default
Template, and once with the DxPrompt) through the HPI->PE tabs, and then free
text the rest, then your note is done! The system will place the terms in the
appropriate sections of the note, allowing you to document in this way.

Disposition Tab

The disposition tab allows you to document discharge status and follow-up instructions
for the patient. It also allows you to insure that the correct type of encounter was
documented, which can have an impact on coding

1. Discharge Status — This is a pick list just like the old bubble sheets or ADM.

2. Follow-up instruction — You can indicate the time & clinic for the next follow-up. This
section will eventually be integrated into the new enterprise appointment module and
will be able to book follow-ups.

3. Location of Service — The type of service will default to outpatient visit. This should
be accepted unless one of the following conditions exists:

A. This is an IBWA visit
B. This is an Inpatient consultation (and hence an IBWA visit)

4. Service Type — This will default to general outpatient visit. It may need to be

changed in these common situations:
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A. PrevMed Eval — This would be used for an annual physical, well child visit, or
annual well woman exam.

B. Consult visit — This would be selected for any initial consultation visit.

C. Other Service (99499) — This should be selected for all visits by optometry,
physical therapy, occupational therapy, social work services, etc. This will
default the E/M code for the visit to a 99499. This is a military placeholder as
these areas bill by service rendered. If you are unsure if this is the correct option
for you, check with your local coding staff.

5. Coding

A. The E/M code for the visit will be initially calculated for you once you have
completed your S/O note. If the report is listed as insufficient information for
coding then you will need to either override the coding or have your coders
review the note after you have signed it. The coder will document the code in
ADM, which is the ARMY gold standard for any coding report.

B. Documentation by time — If greater than 50% of your time was spent counseling
the patient or coordinating care, you can check the appropriate button and enter
the total time for the visit. Based upon the service type, the visit will be initially
coded. This should be only rarely used by most providers as the content of
documentation is the preferred means of determining the code for the MHS.

C. Changing a recommended code — If you understand coding for your specialty
and feel AHLTA has over- or under-coded the note, you can change the code.

AIM Form loading, use and feedback
See How To.

Default Templates

The default template gives the provider the ability to add diagnoses, access favorite
acute medications and favorite tests without having to perform a search. The default
template can be used in conjunction with other “templates.” The default template can be
augmented with the clinic favorites and in the A/P module, the provider can use the
Patient List as an initial way to find a diagnosis and enter it into the note.

The default HPI should include only terms.
e Visit For
o Free text the story
0 Note: You will add Pos ROS to the HPI when writing the note.
e Consult
0 Referred Here: You type in reason and provider name
o Deployment Related
« GWOT Related
e Information Source

The note should look like the image below.
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i

wii USER, TEST: Military Clinical Deskiop - Encounters {Privacy Act of 1974/FOUQ) - Training System
file Edit View Go Jooks Actions Help

4a » # W L

Befiesh Add Mote Providers Templates Forward Task Sign Saveds Template Close

: 04 May 2006 0651 EDT Statuz: In Progress Treatment Faciity: CHCSINITT Fas
Primary Provider: USER, TEST Type: ROUT Clinic: CHCSIITT Clinic
Patient Status: Dutpatient

Witals

Physician Shortcuts

50 50 Hote Written by USER, TEST @ 05 May 2006 1207 EDT
Reason for Visit
“ist far:

here
By The following Provider: TOASSESS:

History of present iliness
The Patient is & 13 year old male. Source of patient information weas petient  Source of petient informeation vwas family member
* Wisit is deployment-related deployment date: AND Location: = Wisit iz GWOT-relsted
Past medical/surgical history
Reported Histons:
Reported prior tests: Prior tests were performed and include
Reported medications: Taking as noted in medication list accept as noted here: and over-the-counter medications if fsted
here:

Surgical [ procedural; Surgical [ procedural history was reviewed aslisted on problem list
Family histos

Addtional family history tems are a3 follows:
Family medical history Veas reviewed a3 documented on problem list

Drawing

AP

|

lEncuunler 1515 50 Note was saved. !LI‘SEH, TEST in CHCSI Test Clinic at CHCSIHITT

DxPrompt

e Only accessible in template mode (not from AIM form)

e Click ICON and type in diagnosis

« MEDCIN will give you common terms for that diagnosis in each area of the note. It
will show you what has already been clicked

« Considering using when diagnosis is not covered by your personal default template
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Coding Information

Basic Info for Coding Awareness

SOAP MEDCIN E/M Calculation

HPI Tab =P HPI Elements
Subjective

PFSH Tab =P  PFSH Elements

> ROS
ROS Tab (Number of Systems)
+

Objective E.Physical Exam (PE Tab)E> 3 IE

(Specific Elements
And Effected by
Type of Exam,
Patient Status)

Assessment
\ +
Diagnosis

Plan =P A/P Module (Medical Decision Making —
Algorithm Based)

SOAP to Coding

More clicks do not mean a higher E&M Code
Where the information is placed is important
Many items roll up under a higher term
Create ROS and HPI of Terms YOU use that are specific as you feel comfortable
Using these terms:
o Free text specificity clarity
e Save usual text (must be in an encounter and use “Save As Template” or
Previous Encounter with Save As Encounter Template
Word file use on your desktop to “copy and paste” common instructions/information
Free text in HPI to tell story and in A/P comments
Place pertinent positives in ROS into HPI (use Flip button)
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To see the details of what was counted
siick the appropriate heading

Team Documentation

Many users complain about the “speed” of documentation with AHLTA and its ability for
multiple people to enter information into the note.
e Speed: The time it takes to complete the entire healthcare encounter from
check-in to a completed note.
e Training: Usually focuses on capabilities of the system, NOT how AHLTA can
improve healthcare delivery and your workday.
e Solution: The best way to improve speed and effectiveness is to understand
how AHLTA assists in the process of care.

There are several workflows/options using AHLTA. The provider is not the only one
who can write on or add to the patient’s note.

Select option(s) based upon Outcome Desired for the documentation.
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Scenario 1

Multiple entries during a single encounter where separate time/date stamps are needed.
e Nurse/Tech writes initial note or enters serial notes.
o Provider writes ADDITIONAL note(s) that show up below the Nurse/tech’s note.
« All entries into the encounter stored in chronologic order.

Use Cases:
o Note started by Triage Nurse in Emergency Department
« Documentation of Serial exams
e Nursing documentation of intervention (IV fluids, nebulizer treatment, medication

during the visit)
o Transition of care between provider (i.e. Change of shift)

Pivcy e of 194 7000) sl
Dl [ Yew G0 Jook fctions el

DE4HGRE - o O [ a # =] .4
Eiehesh Addbiote Add Prviders Tomplwes Smn Sovefie Toplae Clon

Here is the technician’s note. R e 7
Subjective information is collected = ... '%;"..:i.:;'sm:':;;: ol it
- . Outpatmed Teacking SasoOon fetsahed by TECH, TECH £ 12.Jan 2006 1414 5T
for the provider, or it could be ol P U PUR—
someone doing triage.
Please note that what the e [ B e e s
tech/nurse enters here will be
discussed later; however, there are | e
a number of options depending on B onain, :%E.-‘iiw“f;wm
the clinical need. A default g o
; P Iyt hd | wr |
template, designated clinic L -
template, specific AIM form. The =
team needs to understand and
el
agree on the Work process Encourder ST 50 Hote was saved | [VECH, TECH i ST G of BLOGKENEL 13272005 [ ZTE P
W] 0 @ © | 20 .. | = TEGH, TECH: Mikary .| D0, Di0C: Mitary Cink... B R e UEeA™ zum
2lelx
Me &t Wew go Jook fAchons el
. HaEECE -~ 6 0O [ L 1= <]
The provider or second person -| Dot it 41 Dot Lorkis S S Trt
. . . INAE, TOMY 20/566-43-4666 36yo M DOB:Z4 MNov 1870 X
clicks the S/O Button, and this is = x.m
the window presented. If the e =

provider wants to just add an
additional entry to the note, then
the provider should click, ‘New
Note’.

mw“m-

T b nasel dscrame
uwnmu Mo chést pain or dscormtod
Pukrmmary syrephinmee Ho whoesig

"
| ar |
Dispakion
Addain
e
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Note the technician’s note is intact
above the doctor’s note. The
provider’s or second person’s entry
has a new signature and time/date
stamp.

Scenario 2

Ble [ ¥ew go Jook fetons feln
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Provider wants to start with the data/information that the Tech/Nurse has gathered.
o Tech/Nurse documents initial data and an initial note is generated
e Provider takes over the tech/nurses note

e Provider edits note

e The tech/nursing note shows up at the bottom of the page (for auditing

purposes).

Provider assumes responsible for the encounter and completes the encounter with a
single time data stamp. This makes a more legible note for the next person to read.

Use Case:

« Typical Office Visit (at least the start of one).

Here is the technician’s note.
Subjective information is collected
from the patient as agreed by the
healthcare team.

The Tech/Nurse uses screening
template or AIM form.

Specific items are
checked/documented.

Use Prompt button for additional
guestions, if desired.

Do £t Yow go Jook Actins fep
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The provider clicks the S/O Button,

and this is the window presented.
Provider click’s Edit Note.

Try hard to avoid reading this pop-
up (as it is very confusing),

Just click ‘No’.

You will get another pop-up.

Provider clicks ‘Yes’ now.
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Provider completes S/O portion of
note with his/her default encounter
template or AIM form.

The result of this is just 1 S/O note,

the provider’s note, and the
information entered by the
nurse/technician’s is moved to the
change history.
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Recommended Clinic Workflow

e Set User Preferences/Defaults
e Establish clinic favorite list

o Establish SOP or agreement on what screeners will document.

e Screener should limit or not use the free text comment box in screening tab.
Information should be placed in note for use by provider.

e Use Team documentation. (The extra time spent screening with some of the note
written will speed not slow the clinic)

e Everyone add to CPTs as appropriate.

e Check 99211 visits in against provider, nursing staff compete documentation and
provider ONLY reviews and sign. Note: Check with coders to see what visits are a
99211 in your clinic and do not require the provider to see.

Recommended Provider Encounter Workflow
o Before Clinic (one time investment)

e Set User Preferences/Defaults

o Establish clinic favorites DX and CPT (only the most common)
o Create personal default template (can be clinic or MTF specific)
e Team Documentation — Same Template or Clinic

« Enter room greet pt, open appointment, read screening entry and click HHM

o Take history and do exam (Most people will not write note while taking history)
o Complete A/P with patient in room (limit A/P jumps)

e Dx, orders, and Instructions reviewed with patient — Pt Leaves
o EDIT-No-Yes to take over screening note THEN write note with default template
o Augment default template with DxPrompt (if needed) to complete note

« Remember to put positive ROS into HPI (using flip button)
« Disposition and Sign with a cup of coffee
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General Workflow Documenting Note in AHLTA

...keeping speed and efficiency in mind... Remember... do not “drill" down the tree

See Your Patient

Complete A/P First
(Add Dx First, then Add Orders)

Yes

Take Over Note
‘Edit -> No -> Yes’

v

Did Support Staff

No
Complete the Subjective
For Me?

A

Load the Template/AIM *
Free text (Template) ‘Visit For:’
ROS Tab - Flip to HPI Abnormals

ROS AutoNeg (Deselect what you did
not ask)

PMH Tab - add anything relevant
6. PE Tab - Click Abnormals

= =

G

7. PE AutoNeg (Deselect what you did not
examine)

8. Free Text all other Physical Findings.

.

Yes Do | have No “Plan B
A Template/AIM? ¥
1 Default Template (DT) Loads
2. Free text (DT) ‘Visit For:’
3. (DT) ROS Tab - Flip to HPI Abnormals, Normals not flipped
4. (DT) PMH Tab - Add anything relevant
5. (DT) PE Tab - Click to add Normals and Abnormals
6. DxPrompt (DxP) * - tab back to HPI
7. (DxP) HPI - Add anything relevant (Don't forget List size)
8. (DxP) PMH - Add anything relevant
9. (DxP) PE - Add anything relevant
10.  Free Text all other Physical Findings not found in DT or
DxP, and/or add the ‘Oh by the way' PE items in Free text.

v

!

* For Multiple Problem Visits (l.e. DM, HTN, Hypothyroid)

- If you have a template, choose the 1 Most Comprehensive, then free text the rest
- If you do a DxPrompt, only DxPrompt Once - on the Most Comprehensive dx, |.e. DM gives

terms that can be used to document HTN and Hypothyroid, etc.

»  See Next Patient

Disposition & Sign
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Copy Forward

The copy forward function allows you to bring a previously-completed encounter into a
template. Copy forward can be done by right-clicking on a previous encounter and
clicking on “copy forward”. (See How to).

Note that the copy forward template will look like a template view even if the note was
recorded using an AIM form. The findings that were previously checked, including most
of the free text that was entered, will be in the note. The items that were selected will
appear with a yellow box. They must be selected with either AUTOENTER to select all
or individually to become part of the new note. If you are using an AIM form, you can
overlay a new identical AIM over the copy forward template once the items that you
wish to recheck have been checked.

Notes:

1. Copy forward is particularly useful for post op checks, cancer follow-up visits, ear
rechecks or other conditions where the patient is seen repetitively or serially when
similar issues are addressed.

2. You can use copy forward on a previous encounter that was written by another
provider. This may be valuable when doing a consult. Copy forward will bring
forward the previously recorded reason for visit and exam finding. This information
will ONLY be included in your current note IF you select them. You can edit items
just as above. You can also use a different specialty-specific AIM form or template
with the copy forward note. Be mindful that when using copy forward, similar to
“auto-negative”, you are stating that you did review these items; by signing the note
you acknowledge the validity of the content and are responsible for it.

Telephone Module

See How To

Notes:

1. Presently only providers can complete telephone consults in AHLTA, except for RNs
who have the Nurse Wellness role. Itis recommended that any RN who does
telephone triage be considered to have this security role. This will change in July
2005 when the entire module is redone. This change will allow TCONSs to be passed
between any nursing staff and providers, similar to what is currently available in
CHCS Legacy.

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.

3. Most telephone consults will truly meet workload count requirements as they require
a diagnosis, and you will likely document some assessment if you talked to the
patient.

Consult Log

See How To.
This is an effective means of keeping aware of the consults on your patients. It makes
those annoying CHCS | (Legacy) emails about the patient’s consult status become
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useful. Once the consult is complete, double-clicking on it will take you to the
completed note if it was done in AHLTA. If the result was scanned into the system in
Clinical Notes, then you will move to this section in the Health History to locate the
appropriate visit.

Flow Sheets

FlOW Sheets can be used to :.LBI:hnHIlnhp-fbln_n (Privacy Act af 1474/FOU0) - Training Syaten
review all current labs. L CTE
Micro labs, UA, etc., tend to fill ™" w. “wmm i (e
IR T MwL g
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ﬁ: MOV B | g L)
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Msm “-:::L: é?b'?nza |;3N::.|
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o | | - Pried Entie Powihaet |
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patient’s vitals. fo Treamon
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HURSE, FAREN

In the Lab module, using Select
All will display the lab flow sheet
in the lab module.
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Use of Word Documents

If you use the same PC, you can save common word documents.

o Education Material

e Counseling Material

o Treatment Plans/ Recommendations

e Other

Simply cut and past as appropriate into the record (AddNote or other).

Used a lot by Behavioral Health, also beneficial for PT/OT, and certain subspecialties.

A Final Note

Now that you have worked through the self-paced tutorial, experimented with
reproducing previously-written notes with the AHLTA training database, and possibly
completed training, you should have the basis to begin AHLTA use effectively. This
was true of CHCS | (Legacy) where you had to learn the three-letter language for entry
and other shortcuts that were often not immediately intuitive. As with any new change, it
will take time to become proficient and learn all the capabilities of AHLTA, an application
that is constantly being improved through user feedback and enhanced with evolving
features. The more consistent users are now, the more helpful and faster the features
will be.

Top Reasons EUD Performance Issues: That the MTF Can Control

User settings (see below)

Number of clinics where the user is mapped (see below)
Spyware/other non-work related software

Incorrect version of AHLTA

Extraneous running software (Music, email, etc)

User perception (workflow)

Network issues

NoakwNpE

Expanded Top Reasons for EUD Performance Issues

1. User settings
o AutoCites (Extensive Auto-cites will slow system)
e Appointment Search Criteria
o Allows the user to return all un-signed encounters for all Clinics they are
mapped to as well as selecting all Providers in that Clinic
= User configurable
= Users requiring extensive encounter lists will operate slower
2. Number of clinics the which the user is mapped
o Database call to “get Clinic data” is used throughout AHLTA
o0 The “get Clinic data” call retrieves:
= Appointment Data Types for each Clinic
= Clinic Information for each Clinic
=  Amount of and users in each Clinic
= Amount of templates assigned to each Clinic (only for the Template
Management Module)
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e User mapped to more clinics then required will slow system

Top Items to Correct to Improve EUD Performance

e Spyware
o0 What is in your Internet files

0 Have you deleted your cookies
« Incorrect version of AHLTA
0 AHLTA Client Software not in sync with CDR (Database) indexes
« Extraneous running software
o Streaming music/Instant Messaging
e User perception
0 Users are not aware of what takes place in the background when they use a
function in AHLTA
= For example: Going between the S/O and A/P modules
e The system saves the S/O data, updates and saves the Encounter,
updates and Saves the Appointment, then opens the A/P module, updates
the Appointment, updates the Encounter, retrieves A/P data
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How To’s

Customizing the Desktop

AHLTA has many ways to do
the same thing. By customizing
the desktop, user’s can improve
their performance. Customizing
the desktop will help “speed”
the encounter process and
minimize extraneous mouse
movements and clicks. Use the
View>Tool Bar menu to set the
Physician shortcuts. Once the
shortcuts are selected and
organized, set the Tool Bar to

None.

To set Physician Shortcuts:
Click View on the Menu Bar and

select Customize. The

Customize ToolBar window
opens. When setting the
Physician shortcuts, place them
in the sequence that you want

to use them.

1 USER, TEST: Military Clinical Desktop - Appointments (Privacy Act of 1974/FOUO) - Training System

Fle Edt|vew Go ook Acions Help
[+ ) Refresh Data

e

- shortquts »
Folders -

Ation Bar »o Text

Reminders Both
|w Hone

Default
Today

|~

[This Clinic for Today plus Incomplete.

I [Status | Feason for Vish

RIED InProgress Ankle Sprain

LETY  InProgress cough & fever HTN followup 20/202455743

0 A InProgress  diabetes/diabetes followup 207454723217
ial 20,

|Fezssi
024202455743

| Today+Incomplete - ONU  InProgress headache/phy
e SUGARMAN, REGINOLD T InProgress headache 20/575342160 28 Feb 2006 1938 ROUTINE
CHANG. JON § InProgress Cough 207732679231 04 May 2006 0B51 ACUTE APPT
Pending JACKSON, BILL C Checkedin Knee pain, 03/00000202 04 May 2006 0652 ROUTINE
Checked-In BERG, LEE T Checkedin Well child 017245638943 04 May 2006 0652 WELLNESS/HEALTH PROMOT
Waiting
InFrogress
Heeds Co-Signature
S Click View and then Tool Bar. Use Tool bar to set preferences for Physcian Shorteuts
Completed
Tncomplete
Checked In or Pending Once shortcuts are selected and organized (next slide) then leave tool bar on NONE.

Cheekin Tine | Tyge
03 May 2006 1819 ACUTE APPT

02 May 2006 1828 ACUTE APPT

22 Mar 2006 1403 ESTABLISHED/FOLLOW UP A
03 Mar 2006 1533 ROUTINE

¥

|USER, TEST in CHCSII Test Clinic at CHCSIHITT

LUSER, TEST: ilitary Clinical D

File Edit Vew Go Tocks Actons Help

o

Befresh

© Newrppt PiintAppts

rw bt af 10T4IFOLINY - Trainino Syetom

| Gustomize ToolBar

| Available ToolB ar Buttons

Appt. Date/Time | Patiert

04 May 2006 0650 CHANG.JON §

04 May 2006 0652 BERG. LEE T

You can customize items

Ttems will appear here.

i~

| [hange Selections | [My Appeiniments i This Cinj

27 Feb 2006 0900 ALEXANDER. MARIE D |
27 Feb 2006 0930 ALEXANDER. VIOLET W/
27 Feb 2006 1000 SUAREZ. EDUARDD A

27 Feb 2006 1100 WILLIAMS, CLAYTON U
27 Feb 2006 1130 SUGARMAN, REGINOLD

04 May 2006 0651 JACKSON, BILL C

B Encounter Onder Sets
B Encountens

|2 Immurizations dmin
15 List Management
I Mew Results

@ Dider Entiy Consults

B 01der Entry Rad
& Other Therapies
| Patient List

Patient Questionnaires

2) Questionnaire Setup
< n

[0 tpoiniments

[@ Telephone Consults
¥ Health History

5 Alleray

B Problems

BB Frevious Encounters

& Immunizations

@ oHos
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“You may drag and diop teolbar buttons between the “Available” and "Selected” ists, or

you may highlight one or more buttons and click "Add" or "Remove’

ou may drag and drop buttons within the "Selected” st to detemine their ords of presentation
an the taolbar, [Note that when buttons are actually shown on the toolbar. they are grouped
according be whether they require & patient to operate, function ta find a patient, o neither.]
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After the Shortcuts have been . TST: lilaylillDestp - Encounters {Privacy Act of 1974/FOUO) - Training System
set, set the View>Tool Bar to o B0 & A » / 4 B

Refresh Add Mote Providers Templates Forwad Task Sign Save s Template Close
None. Please note that the
PhySICIan ShortCUtS Change Date: 04 May 2006 0650 EDT T e Treatment Fasity CHCSI ITT Fasility = i
based upon the section of the

Primary Provider USER, TEST Type: ACUTS Cliric: CHCSI ITT Clinic
chart you are in.

Physician Shartcuts

Patient Status: Dutpatient

Reason for Appaintment: Cough

Appointment C

Notes Entered by: USER, TEST 04 May 2006 0650

H¥ of carer

[

AutoCil = by USER, TEST @ 04 May 2008 0855 EDT

Allergies
No Problems Found + Ho Koon Allergies

Active Medications
o A ctive Medi cations Found

Vitals
Na Yitals Found
The physician shortcuts change based upon section of chart you are in.

50 Hote'Written by USER, TEST (@ 04 May 2006 0BSSEDT
History of present illness
The Patiert is a 35 year old male.
* Encourter Backoround information: ficiteisk fksditkicskt irgliriehn
)

\USER, TEST in CHCSII Test Clinc a CHCSIITT
I8 a

&

Health History Module

45EN, MAJLK 1 MiliLary Clinical Deskiog - Heallh Histary (Privacy Acl al 19 747FOUD)
Vew Go Took Acdons ep

. .
The Health History module will ~ ©=a =
allow the user to display a  QQCHCSI, EAVCTESTS 20852080428 3yo M DOB24Decios8 ___________________ |U/Bjgoear)

.
customizable screen that can T | [ Themsn
have various areas of the st W [B250003% o 20ne == < :
patient’s health record. This poenin | e G GellonbuneVe
. Coicons La_nra_e._i | Madicanon Hame — O_Na_ Tooe = Staar | Image Ehom_ : E
module is better than IDCB g i (1370 Torrines o QUCHCSNTEST TEC &
because it is integrated into the A g DT M e Semaer
FULL electronic record. This e i o W A o
. . = QQCHCS, EA}?‘ETI:S
_module can provide a quick 00K | " ¥ s ﬁ,m T —
into multiple areas of the e Besbim Cose M 8
. , . m[ nk:mmnu oot sy Facily PuT -
patient’s record at one time. In Y || > ls >
.y . . \Pl';.::s_mn? (ot " = =
addition, it can provide easy g | e oy e
access into those modules. " o iy ARG Snied  Besbows Tk Ok |4 o 204 020 M Wit
BN G i ] CEE e T—
¥ Prevvious Encounts: TFeb XA T Mracbwlogy  Fungal Cull Frnd  COMFLE 04 Feb 2004 0TS0 ANGIO. FMAOLIZATION VAR SECONDARY
Flowshrosls M8Feh 2004 1611 Microbiclogy B heraelas Dult Fral  [OMPLE 04 Febs 2004 0751 AMGIO. EMDOUZATION VARDE PRIMARY
= JC.U'::E-":'*:W @ t:immnm Mrcrobsology Vil Cullure WHD| Frd U.Iﬂﬂ;tv r‘ummmm ANGIN, EMBOLITATION VARCIPRIMARY) : ~

HAMSEN, MARK D in PMT &t [ [ Eisenhown AMC Fi Gordon GA | /230004 | 1:23PM

T Heakh i
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When you enter the Health T USER,TEST: iy Gl Do - Tekphons Cormalls vy Aol T9FATO00)
History module, you will need to [zse =~~~
perform initial setup. This

screen can be customized with

whatever is needed.

o a & E L= ” B Aoy Sha

Plebesh NewTelcon Open Concel Tiancher Noter EdtProne® Coce

SUAREZ, EDUARDO 20/454-T2-3217 46yo M LCDR DOB:04 Nov 1957 R Y et []

{Charge Selections _ | [Tekons for Al Provder Al by Clract x5y orl fary SAsha]

TeconCle/Tem  Slsius Fabmri Calflah Prors | Aousonn Cal | Ubgency | O MEPES Code | Frovader Homs Frons | Wk Prone | Encourlen FMFVS|
23 5¢ep 2004 1933 WPyogress SUAREZ, COUARDO A [127] Bo9-0800 Low  CHOSH Test Clinic HC2T USER, TEST 1270080880 123 4445555 TS 20045

To setup:

Go to Health History item on left
side of screen.

lilitary Clinical Desktop - Health History (Privac

o | Tools Actions Help

< Update Check-Out Data

Startup Options. ..

The first time it is opened and any time you wish to y Lok Cirl+z
modify, you will then need to select Tools from the top of CHES Access -
the screen and then select Properties. Or you can use Questonae ehp i
the Options button located to the right on the patient ID R |

Template Management
Bar.

Training System Database Reset. ..

fallﬂ TEST: Military Clinical Desktop - Health History (Privacy Act of 1974/FOU0)

A pop-up will appear that
will allow for selection of
the items you wish to

=]

include. i | a

(¥ Appaintments L &

\ & Telephone Consul Dermagraphics
Each box for the items B - o
Selected can be moved to OSSZ:S:S““X —> £ 1P QID FOR 10DAYS icwe
anywhere on the screen | e T | T
and resized as desired. o SE—
Resizing is done by
clicking in the center of the ‘ S
box you wish to resize, : st
then moving the black o || s _ e
eadiness 04 Aug 200 Patient N

handles (or marks) up, x

down, left or right. You S
only need to get the boxes | ™" ( : -
in the rough size you need. *  * ! - -

 |USER, TEST in CHES Test Cinic 2t CHCS 1 T |9/23/2004 |954M

Then click on align to get
the edges exact and looking “pretty”.
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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.

DxPrompt

To use DxPrompt:

Click the DxPrompt button on
the Action Bar. The Search
String window opens. Type the
diagnosis you would like to
search for in the search field
and click OK.

The search results populate the
Select Disease for
Consideration window. Highlight
the appropriate diagnosis and
click OK.

e USER, TEST: uln-—;'[l._-hll_n_qm « S0 (B rivacy Act of 194SFOUN) - Tralnkng Syem

H B B B a3 @A

] e] Mo Tomctoe Sekecics =] = dukatioa| it RST| B bty -| 500 Fombbot | B, Poovot| S0 10vomct]| _ iesen 1]

N e Rl

3

| Brawse | Tests | PE [ROS [ Fit| HPY

Dusstion frumesic]  Onset

I [
Unt

Wik

Modier
HI |

-

for o female, Sayrcy of
pationt «

Ble E% ¥ew G0 ook fbors Heb

B B B

I=
m

& CHRONIC
MERNGOCOCCAL SINLSITIS

id female, Soyrce of
iont -

H Autocde Content
on

| Brawse | Tests | FE [ROS | Pt | HPE

Allevialing &
|| Evatnbating factans -

49

USER, TEST in CHCSH Teut Circ & CHCSI ITT



The tabs of the S/O module
populate with terms related to

the diagnosis.

L LISER, TEST: Military Clinical Desk 10 (P rivacy ket of 1974/FOU0)
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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:

e I T L B T L L Lt TE PR S L ARy
E‘Z':”;;zs ||| L2 Gen SuigVISIT-Colon C4 Female  [DANIELS, DAVID]
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B AP _Ij 1 | o
1 k

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
inthe toolbar, as noted below:

USER, TEST: Military Clinical Desktop - S/0 (Privacy Act of 1974/FOUQ) - Training System
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7. 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” 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.”
r

File Edit View Go Tools Actions Hel
CFeECEE > B B i « 6 A o ¥ K
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=+ Deskiop A1 | Mame Conkains: | adult . _F!qdrqnw_' __F_D!derf_l

Aler.t Review Templates Template preview: PE-Adult Basic  [USER, TEST)
5 ?:::;:ﬁ:%";ﬁiwt +- 4y My Favorites [229] ['= Physical findings
;IJ S otk [+ ,ﬂ Personal Templates [230) ¥ital Signs [REVIEWED]
e Fationt List e ,ﬂ CHESIITT Clinic Templates [0]) General Appearance - Awake
Q_ Consuit Log E .ﬂ Nam = General Appearance - Alert
- EPE - N - _::T._ G 1 A - well D _' ped
B Mew Fiesull 2 PE- o qSEH,TEST] G 1 A -Well N hed
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& Problems Tumnanir Mamhrans Retoactad | aft Far

8. 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.

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 provider or clinic can be started during vital signs entry.

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. This is why it is a GOOD idea to load the same
AIM form over the previous AIM form.

3. When copy forwarding an AIM, 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
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second template being loaded. The user then moves between the two S/O
“templates” using the dropdown or arrows on the tool bar.
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'[F' eLralogi jl

) Select T or F Before typing >
e here L

b. If movihg the cursor over a term reveals a qu'es'ti'on 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.

f. Remember AIM forms are for S/O only.

g. 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 2f

CURRENT Available AIM Forms
See AHLTA AKO website
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Copy Forward

The copy forward function will allow you to bring the S/O section of a previous note
forward into the current encounter for your patient.

This is particularly
handy for follow-up
visits or visits where the
note from last time is a
good starting place for
the note for your visits.

This can be done from
any previous encounter,
not only ones written by
you.

With an encounter
open, go straight to the
Previously Encounters
module. In this module,
single click and review
the previous
encounter(s).

On the encounter, right

/
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Each line item that was selected in the previous encounter will be displayed in this
template and indicated in yellow, the way that item was used.

You then would select the items you need. If you want all the other items in your note
unchanged from the previous note, the autoneg button changes to an auto enter button
and when clicked, all items in yellow (either the positive or negative) will be selected
and entered in your note.

When you are seeing a follow-up patient, this can give you a good indication of how the
patient was during the last visit and can determine how the patient has improved since
the last visit.

Copy Forward can also be used for part of the note. For example, you can have a
technician or nurse use Copy Forward to bring forward just the past medical history
section of your patients for your easy review. Then put an item in your template saying
PMH reviewed.
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Telephone Consult

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 the additional providers’ telephone consults.

Within the Telephone Consults module, click the Change Selections button.
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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.
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Consult Log Module

The Consult Log Module will track the consults you have ordered as well as those
consulted to you. This module is a provider-specific module, meaning it will not track
consults for a particular patient. The consult status for a particular patient can be
viewed at the bottom of the Order Consult tab.
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The Consult Log Module is located on the Folder List. When selecting this module you
can be presented with the consults you have written or the consults written to you.

Consults written to your clinic will not be displayed because a particular provider is not
listed in the consult.
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Within the Consult Log module there is a Change Selections box that can further define
what consults you can see.

& Consult Log Selections g@@
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You define: L I,
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This consult log will help discover the status of the consults written for your patients to
insure the consults are being appointed. Additionally, a consult that is listed as being
complete should have a result in AHLTA if the consult was done within the MTF. You
can review it by reviewing the patient’s previous encounters. If the consult was done
outside the MTF, you will know that results are available and hopefully the results have
been copied or scanned into the patients ADD Note or the Clinical Note section of the
patient’'s AHLTA record.

*For reviewing the status of consults that YOU have ordered, it is best to select “All” so
that you can follow the progress of your consults.

Cleaning Up the Problem List

(Adding and Removing items to improve usefulness)

The screener will hopefully have reviewed and updated the information before you see
the patient.

Reviews and updates as necessary these areas with the patient Documenting the
history on the problem list keeps the list current and easily available for all. Items can
be added, deleted or made inactive. Short term problems and administrative items
should be made inactive. You should set your filter to show only active problems but
you can change the filter if you wish to the entire historic list.

Maintaining the Patient’s Problem List in AHLTA (Clearing clutter and updating)
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Note: Coding Credit is obtained from stating in your note that items were review and
updated.

The Problem List (PL) will auto-populate with diagnoses from encounters as they are
completed. Because of this, some of the entries will not need to be maintained long-
term. (Acute illnesses, Visit for Screening, Sprained Ankle, etc). The problem list will
need to be maintained so that it shows the patient’s significant medical problems as well
as the patient’s surgical/procedure history and their family history.
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With a patient chart open in AHLTA, open the Problems Module. After expanding the
problem list, you will see the list of items on problems previously assigned. Listed in our
example is a “problem” of Visit for Military Services physical and Cancer. The “Visit For”
was a diagnosis used when our patient received a physical. The cancer diagnosis was
really a Family History of Cancer and should be removed.
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The removal of these items is simple. Single-click the unwanted diagnosis and select
either Inactivate or Delete (error).
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Next, just click the Save button to save your work. Repeat this process for all items that
need to be deleted.

You can change the setting of the Status filter to see only Active, Deleted, Inactive or
ALL problems. The items are not erased.
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Note: A problem that is listed as Acute will automatically be removed in 6 months. We
are working to get that reduced to 1 month to save time spent on maintaining the
problem list.

If this process is completed while an encounter is open, you will have to use the
AutoCite refresh button to update your encounter with the current information in the
problem list. Click on the AutoCite button to reload the current information.
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Adding/Deleting Surgical and Family History is done using a similar method.
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ppendix A

The CPR in US Industry:
Gartner Group (1999)

CHCS Il development
Full accelerated predicted timeline
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