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An introduction

Paperlite is the project within Newcastle Hospitals aiming to move the traditional
written healthcare documentation on to an electronic format within the familiar
eRecord programme produced by Cerner.

This has the following advantages:

e More easily accessible from remote locations and by multiple staff members
at the same time

e Reduces reliance on paper notes which can be bulky and get lost or damaged

e Much easier to read than traditional doctors’ handwriting(!)

e Integrated multidisciplinary patient notes rather than separate notes for
different teams resulting in reduced duplication

e Easier to gather information for audit, research, report writing and M+M

e Ability to track who is accessing the notes and at what time

The major disadvantages are as follows:

e Less familiar to us than writing on a sheet of paper or completing a familiar
form

e Requires training for staff

e May initially feel more time consuming

e Reliant on trust IT infrastructures

Looking at the experiences of other hospitals nationally and internationally, there is
an appreciation that clinician’s experiences of moving to an electronic health record
can be mixed but we hope with some patience and adequate training and support,
this project can be received positively. The project will not stop at ‘go live’ but be
subject to continuous quality improvement from IT and clinical staff working closely
together. Your feedback is essential to that process and all constructive comments
will be listened to and acted on when possible.

This guide is aimed at complementing the support you will have on the ward from IT

and superusers so that, with time, paperlite will come to enhance your ability to
provide the best possible patient care to critically ill patients in Newcastle.

The PICU Paperlite Team
Newcastle Hospitals
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Getting started

Log in to your computer. Most staff should use the system of tapping in and entering
your passcode rather than typing your username and password as it is faster.

All bed spaces will have dual screen bedside computers. On one screen, load up
powerchart for erecord. On the other screen, load up careaware. Careaware is the
Cerner package for displaying patient information that will replace the ICU paper
chart.

Configuration of personal viewing options

Ideally this should be sorted out prior to critical care ‘go live’ but if you haven’t had a
chance to do that, it should be the first thing you do after logging in so you can use
the system most effectively.

1. Sort out your patient list for where you work

All nurses will need to set up their short patient list if not already done — many will
already have this and be familiar with it (see below).

& Citrix Viewer View Devices © O | 2= &) 26%4> O BarryPaul Q =
TB) PowerChart Organiser for Dfmh, Uftta [o e s
Task Edit View Patient Record Links t Patient List  Help
i (Y Home _iMessage Centre ¥ Ambulatory organiser [Diary ¢ Short Patient List i Eit [ Calculator SAdHoc & PM Conversation ~ [ t Gt Resuit Rela @ Collections Inquiry _

= K

Short Patient List ‘OFull screen  @Print &> 0 minutes ago
LENYLEN | ODD 0| @

rvasc |[FHa7iccy | pasimu | Rvis | Rs Rvisnvw | Rv22

All Patients - FH37ICCU

‘.:ler[; F':qmviéd Name MRN Consultant Medical Service Age DOB vSi—- FIN Length of Stay| Admitted
BO1 01 BXEKKET, YSCKF STEKE 91113669 Burdess, Anne Vascular Surgery 57 years 11/Feb/62 Female 10255077 28.1 Days 23/Jun/19 17:33 BST
BO1 18 REKZETBCK, BMBFK 91424527 Wilson, Colin Hugh Hepatobiliary and Pancreatic Surgery 63 years 05/0ct/55 Female 10177735 474 Days 04/Jun/19 10:12 BST
BO1 08 UEBX JCTZCK ETSG 2039572X Nayar, Manu Gen Medicine(Endoscopy) 80 years 14/Apr/39 Male 10202133 32.1 Days 19/Jun/19 18:29 BST
B01 04 ZCMIRXA, QSHH NFTA 6281669E French, Jeremy Jules S Reg. Liver Tx Surgery 55 years 19/Mar/64 Female 10152847 67.9 Days 14/May/19 21:36 BST|
BO1 15 JHFZPSK, TCUETX QCRK  0225134E Burdess, Anne Vascular Surgery 80 years01/Apr/39 Male 10254752 284 Days 23/Jun/19 10:52 BST
C22 01 EHHSCX XRCNFB 91606667 Dyson, Jessica Katharine Gastroenterology 49 years 30/Apr/70 Male 10255134 28.0 Days 23/Jun/19 19:26 BST
B01 17 DFTOET, GHFSTE 40496048 Burdess, Anne Vascular Surgery 52 years 27/Aug/66 Female 10255105 29.1 Days 22/Jun/19 18:24 BST
C21 01 FHHEK, GRTSBXSKE 91578588 Hainsworth, Paul James Colorectal Surgery 59 years 06/Apr/60 Female 10104246 25.5 Days 26/Jun/19 07:45 BST
C09 01 YETJMBCK, FKXRCKA 91595102 White, Steven Alan Hepatobiliary and Pancreatic Surgery 70 years 08/May/49 Male 10252075 24.6 Days 27/Jun/19 07:01 BST
BO1 03 TCJETB, JTFENE FTXRMT  1471924R French, Jeremy Jules Renal Transplant Surg. 55 years 18/Feb/64 Male 10257227 27.3 Days 24/Jun/19 14:00 BST
C20 01 PRSXYSEHZ QFKE 91553571 Jones, Gail Lisa Clinical Haematology 51 years 29/Feb/68 Female 10247800 32.1 Days 19/Jun/19 18:30 BST
BO1 06 YHAKK, ZFVSZ 6283505U White, Steven Alan Hepatobiliary and Pancreatic Surgery 66 years 07/Sep/52 Male 10258566 263 Days 25/Jun/19 12:38 BST
BO1 16 JTSNEB, HFMTEK EBXEHHE 91597946 Sen, Gourab Hepatobiliary and Pancreatic Surgery 30 years 17/Feb/89 Female 10175223 60.2 Days 22/May/19 15:13 BST
€23 01 ZFTUABRSTE, FHFK 91120446 Hainsworth, Paul James General Surgery 69 years 03/Dec/49 Male 10232628 38.2 Days 13/Jun/19 15:39 BST

NIPRP PAULB 21 July 2019 20:22 BST

2. Set up your navigator bands

All nurses must set up appropriate navigator bands for their area to ensure they can
work. To do this....

e Go to assessments/fluid balance
e Select ‘View on toolbar
e Select ‘Layout’
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e Move across the relevant available document types and order them as
follows:

Picu quickview

Picu systems assessment
Intake/ output

Picu lines and devices

Gl tubes

CRRT

NUTH ventricular assist devices
VADs and ecmo

Paediatric Quick View

10 Paediatric System Assessment
11 Paediatric Lines, drains and tubes

OCoOoO~NOOUIWNPE

You can start arrowing up and down to prioritise as necessary.

Once complete, this will only work when you go to another patient and then back
again or alternatively log out and back on again.

3. Customise your iView

Go to customise view (indicated as an icon of an eraser rubbing out cells just above
the navigator bands). You can customise by ticking or unticking what you want to
appear on iView. This will work for the patient you are looking after but won’t change
your views for all future patients.

4. Customise your PICU Workflow

When you click on Critical Care Workflow (dark left hand menu), there are a number
of views. You should have:

PICU Admission (clerking mote creation)

PICU daily notes (to create progress notes and ward rounds

PICU Critical Care Summary (a summary page with lots of useful information)
Patient timeline (another view for looking at some results)

If you want to get rid of unnecessary menus, click the ‘X’ next to it. If you click on ‘+’
you will see some other menus. We would advise that you turn off the critical care
menus as they are not necessary.
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Care Compass

This is an important page for nursing staff and will be the basic starting page. It
provides a list with the relevant care teams, suggested care plans and other self-
explanatory information. In order to avoid staff from accessing information they don't
need and protect patient confidentiality where possible, you have to establish a
relationship with a patient before you can view information.

An overview can be seen which might be particularly useful for the nurse in charge to
see how many tasks are required for each patient and a graph can display when the
tasks are due. This should help in identifying which nurses are likely to be busiest at
certain times and allows for planning of the day and who might need support.

Critical Workflow

Go to critical care workflow on the left hand side (dark grey menu). Assuming you
have configured the menus, you will see, at least, critical care admission, daily
review, summary and patient timeline. (You may have chosen to have other menus
t00).

The PICU admission screen is for the notes to clerk the patient. The daily notes is
designed for the consultant ward round and all progress notes. All notes can be
created from any workflow tab by choosing other note. But the standard notes
templates are pinned to the bottom of the appropriate workflow page

The summary provides an overview of important patient information that will be

relevant to clinical staff. Examples include a display of what the critical care targets
are for that day from the ward round”.

PICU Critical Care Summary

[ TEST 286V, GO ONE -SH003) Opencd by Cocper. gl

The PICU Critical Care Summary Page may be a good page to keep the bedside
computer on for the patient as it gives a large volume of important information
relating to your patient.
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Some menus are more useful for others and staff can reorder menus and change
colour codes according to their individual preference. To do that, move your cursor to
the icon just below the refresh button with 3 horizontal lines and a down arrow. This
will allow you to change the layout and to drag and drop menus higher or lower
depending on how important you think they are.

The blue plus icon can be clicked to add more information eg if you want to add a
new target parameter, click the blue ‘+’ on daily targets or if you want to add a new
clinical note, click the blue ‘+’ on the clinical notes section.

Assessments/ Fluid Balance — a key area for clinical staff

The assessments/ fluid balance section on the dark section on the left is a crucial
area for critical care nursing staff — a very large portion of data entered goes here!

Check that you have all the appropriate navigator bands available:

PICU quickview
PICU systems assessment
Intake/ output
PICU lines and devices
Gl tubes
CRRT
NUTH ventricular assist devices
VADs and ECMO
Paediatric Quick View
0 Paediatric System Assessment
1 Paediatric Lines, drains and tubes

PP OO~NOOOUOITS,WNE

PICU quick view includes the nurse rounding section and nurse shift check list

If you don’t, then follow the instructions set out earlier in this guide. Once you’re up
and running, you need to do the safety checks for the start of your shift:

Go to the PICU quickview navigator band

PICU Shift Checklist

Click on blue bars with yellow light to allow documentation of the time as now
Complete all answers for your shift as you usually would.

You may need to associate your patient with the monitor and ventilator. Most of the
time, when taking over from a patient this will already be done but clearly you need
to know so it can be done when you’re admitting a new patient in to a bed space. To
associate a device, click on the little picture of a monitor above the navigator bands.
When you hover over it, it will say ‘associate’. You can search for devices by name
and then follow the on screen instructions.

In the gridded section (iView) there are lots of timed parameters. You can search for

parameters by typing what you want in the ‘find item’ section. You can filter results
by clicking on the critical, high, low, abnormal and other boxes but I'm not sure how
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often that will be used. To the right of that, you can graphically see which sections
have been filled in and where there are normal and abnormal results.

Completing iview —documentation of clinical information

Work your way through the various navigator bands and complete the information for
your patient. At first glance, it can appear that there are an enormous number of
guestions to complete. Some parameters will automatically appear through the BMDI
feed to speed things up — those still need to be confirmed and, once that’s done,
click the green tick. If a parameter doesn’t come through the feed, you’ll need to
input it manually.

Not all parameters need to be completed. A general rule of thumb should be that if
you didn’t document it on paper beforehand, we don’t expect you to do it
electronically so please try not to worry. The reason for you seeing some irrelevant
guestions is that we have moved from bespoke paper documents for your ward to a
standardised electronic form that needs to work across all critical care units. Speed
of completion will improve with getting used to the system.

You might also notice that the unit of measurement for a parameter is wrong — that’s
just a mistake. We've tried to fix these during testing but will have inevitably missed
some. Please feed back to us and we’ll fix it.

When completing iview bands, you don’t need to use the mouse. You can use
arrows up and down to go through questions, answer questions with the space bar
and move to the next question with the return key. Some people find the mouse
easier — do what works for you!

When you have completed your assessments always click the green tick button to
register the responses.

Lines, and devices

Completion of documentation of lines, drains and tubes is performed in the
assessments/ fluid balance section. PICU lines drains and tubes. These electronic
assessments replace the documentation that was previously completed on, for
example, the blue form for central lines or the green form for cannula.

Choose the device you want to document for

Double click the grey band for the line

Choose the relevant activity — for nurses it will mainly be assessment.
Complete as necessary.

If you accidentally start too many lines, press the refresh button before you enter any
data and this will remove all the new lines, you than can add the line you need.

When you remove the line, you need to inactivate the line to remove it from the iview
view, this will stop “old” lines cluttering up your view, the information will still be there
if you scroll back in time.
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Electronic fluid balance chart

Go to ‘intake and output’ navigator band within Assessments/ Fluid balance. You will
see boxes to complete that are hopefully self-explanatory. Headlines appear below
the navigator band and numbers can be completed in the white boxes.

Our infusion pumps are not ‘BMDI compatible’ yet which means the infusion device
won'’t talk to the computer — the information will be by manual input. We do plan to
introduce this in the future but it will take some time.

Please note — PICU go live on 6" Nov is for everything but fluid balance, please
keep this on paper until Mon 25" Nov for PICU FH and Wed 27" PICU RVI. On
these dates the business Analysts for paperlite will come to the ward and
assist with digitising the fluid balance.

Fluids and drug infusions are, of course, still prescribed by medical staff. The fluids
are now prescribed on e-record rather than an IVT chart though so when they are
started they will be counter checked electronically now like we do with drugs.

When an infusion is prescribed e.g. noradrenaline, right click on the infusion and
click ‘record details’. Click on the yellow fields and complete. The infusion volume
should be your initial rate. To begin the bag, you will need to have a ‘witnessed by’
countersignature. Click ‘apply when all the information is in.

To manage “piggyback” infusions

When a drug that will need to be “piggybacked” is prescribed please remind the
medic to complete two prescriptions. In the comments for each infusion they need to
enter “Infusion A” or “Infusion B”.

This will initiate two rows on the fluid balance chart and we can switch from A to B
and back again as we move from one infusion to the other.

Rate changes

We will document rate changes of drug infusions like propofol, noradrenaline etc in
the fluid balance section. Please alert doctors to this if they ask! Currently the rate
changes require a second signature if the recommended workflow is followed. The
pharmacy team are working to remove this but it will be there for Go Live, therefore
please record rate changes by adding a comment to the infused amount unless you
have a colleague who can do the second signature. If a patient has been unstable
for a period with a lot of fluctuations, add a comment when the patient is stable
stating the current rate, the previous time period and the range that has been used .

Changes in doses of drug infusions will need to be documented in the drug section
too in the future but not now.
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Intake and output iview band

The intake and output band looks as below:

TEST ABBY, PATIENT ONE - 91622384 Opened by Cooper, Abigail o [ | =
Task Edit View Patient Record Links MNotifications Options Documentation Orders Help

{a} Home 1 Message Centr mbulatory Organiser [H]Diary § Short Patient List E CareCompass octors Worklist 53 Task List |”| § 77 Tear OFf ¥ it [jiDepart [ Calculator Sg§AdHoc G PM Conversation - g Result Copy [ELRelated Records ||
TEST ABBY, PATIENT ONE = List g Recent ~ _ -a

TEST ABBY. PATIENT ONE  MRN:01622384 * Allergies ** LocRVISITU: BOL; 05
DOB:09/Jan/60 NHS: **Flags™* ‘Weight:79 Kg(M) Inpatient [11/0ct/2019 10:00:00 BST ...
Age:59 years Gender:-Female Fin#:10508729

Resus:Do Not Resuscitate EDD:
Menu G - |#% Assessments/Fluid Balance ] Full screen

Clinicia B ® =g

B Print X1 minutesago

o Adult Quick View E K
= =
<% Paediatric QuickView Today's Intake: 42605 m  Output: 100 m  Balance: 32605 1l Yesterday's Intake: 47 ml Output O ml Balance: 47
4 PICU Systems Assessment
e B T ERERT o A o B
% Epidural Assessment Clinical Ra... 24 HourT... Night Shi.. 1200 BST Day Shift T... 00:00 BST 24 Hour T... Night Shi.. 12:00 BST Day Shift ... 00:00 ST
< Antenatal 4 Intake Total 47305 405 42605 | 42605 a7 o a7
@ Antenatal Clinic 4 Confinuous/Titratable s05 | 4605 4605 | 4605 a7 o a7
< Antenatal Triage =
3 Hiorphine 50mg in SomI
< Labour sodium chloride 0.9% (.. mL|  83.05 46.05 4605 46.05 47 47 47
o/ Obstetric Emergency Ya
J Noradrenaline 4mg in
4 Postnatal S0ml Glucose 5% Infusi., ™
4 PICU Quick View
@ PICU Lines and Devices Propafol 2% Infusion
ures and Diag < Pascitic Lines - Dvices D R ot I
Assessments/Fluid Balance o Continuous Renal Replacement Therapy OralIntake
< Intake And Output 4 Enteral
O hiske B Enteral Tube Intake !
v/ Continuous/Tirstable: B 4 Transfusions 380 380 380 380
Medications L Red Blood Cells TransT.
oral Whole Blood Amaunt
Enteral FFP Transfused
Medication List + Add v Tonahuorn_ Cryoprecipitate Transf.
usions Documentation . -
Other 380 0 380 380
Drug Chart Parerteral =
e Parenteral Intake Il
fine PN Intake
Chest Tubes

- - Lipids Intake
< AdUItICU Quick View

< AdultICU Systems Assessment Other Intake L 1
@ NICU Lines and Devices E2lCulnitiiatal 100 100 100 100
4 4 Urine Output
1 MotiGuickView) Urine Output Initial
o NICU System Assessment 4 Emesis Output
o Ventricular Assist Device. Vomit i

N1PRP THORNTONA? 24 October 2019 08:28 BST
S i

Intake and output terminology

Clinical range total = 24 hour total = Day/night shift total. Day shift =
t(_)tal am_ount giV(_en_ total amount total amount since midnight to
since this prescription given since noon. Night shift total = total

started. midnight. amount from noon to midnight

tion  Orde Help

CareCompsss Doctors Worklist &3 Task List T Tear OFf A Exit| I Depart B Calculator AdHoc & PM Conversation ~ G

-

Weight:79 Kg(M)
Fin#:10508729 Resus:Do Not Resuscitate

O Full scref

N\ /

Today's Intake: 426.05 m/  Ooput: 100 1/  Balance: 326.0! Yeﬁer\jéy‘s Intake: 47 m/  OQutput: 0 ml Balance: 41
il 4/0ct/19 24/0ct/19
Clinical Range Total 24 Hour Total Might Shi..12:00 BST Day Shift T... 00:00 BST 24 HourT..
4 Intake Total 426.05 426,05 47

4 Continuous/Titratable 93.05 46.05 46.05 46.05 47
L) L) ~ ~

Marphine 50mg in 50ml

sodium chloride 0.9% (... mL 93.05 46.05 46.05 46.05 47

\ﬂ

Moradrenaline 4mg in

50ml Glucose 5% Infusi... ML

\ﬂ

Propofol 2% Infusion

(RV18 AND RV38 only) ... mL
4 Oral
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To see the totals

RIS
Today's Intake: 426.05 Cutput: 100 Balance: 226.05 Westerday's Intake: 47 Qutput: O Balance: 47
it 24/0ct19 24/0ct/19 23/0ct/19 -
Clinical Range Total 24 Hour Total Might Shi... 12:00 BST Day Shift T... 00:00 BST 24 Hour T... Might 5hi... 12:00 B5T Day Shift|

To enter infusion data — press the “green columns and light” button to insert a
column for this time. Enter data in two ways:

e Double click to directly enter numerical data. Once you have confirmed this by
using the green tick you can right click on the cell to add a comment.

e Or right click on the empty cell to open the full drop down.
Drop down options:

Add result — takes you to the full menu to enter a result

View Order Info — takes to a text view of the prescription

View Event/ Task Summary — see below

View History - see below

Create Admin Note — allows you to create a longer note than a comments
Record Details — see below

View event/ Task Summary

22384 Opened by Coeper, Abigail
cord Links MNotifications  Options  Documen tation Orders  Help
Ambulstory Organiser {Diary 4 Short Patient List ¥5 CareCompass ES Doctors Worklist &3 Task List |7 § 7% Tear Off ] Exit [ Depart [ Calculator g AdHoc & PM Conversatior

Current Order Information

Morphine 50mg in 50ml sodium chloride 0.9% (ICU Only) 50 mL
“ | ma B 50 mL intravenous infusion, Start date 15/0ct/19 11:35:00 BST, 0-10mL/Hr, TOTAL VOL fml): 50, 79, kg

[ahd ~ Previous Order Information
ofPa| No previous order modifications.

BBl Event/Task Summary urt..

egin Bag / syringe: 22/0ct/2019 09:41:00 BST intraves
Begin Bag / syringe: 24/0ct2019 01:18:00 BST intrave

= Curent Date/Tine
&P 24/0ct/2M3 08:53:00B5T

0341 [UBE)
v P .

' ' ' ' ' ' ' ' ' ' ' '
06:00 10:00 14:00 18:00 22:00 02:00 06:00 10:00 14:00 18:00 22:00 02:00 06:00
# Begin Bag/ syringe A Rate Change @ Bolus

o Adl
o Adi
4 NICU Lines and Devices
i NICU Quick View

i NICU System Assessment
o Ventricular Assist Device.

4 Output Total 100 100 100 100
4 Urine Output
Urin Qutput Initial
A Emesis Qutput

This brings up a graph rendition of the what has happened with that infusion over
time. This will only show bolus/rate changes if entered through the infusion recording
menu.
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View History/record details

These options open the infusion recording menu. This has been in use for some time
and is unchanged.

=1, Abigail
ons  Options Documentation Orders  Help
[fiDiary 4 Short Patient List &% CareCompass &5 Doctors Worklist &3 Task List ” i (¥ Tear Off Ml Exit [ Depart [F] Calculator "gAdHoc &

Recording for: TEST ABBY, PATIENT ONE

v ol@
- Morphine 50mg in 50ml sodium chloride 0.9% (ICU Only) 50 mL Range e e
u 50 mL, intravenous infusion, Start date 15/0ct/19 11:35:00 BST, 0-10mL/Hr, TOTAL VOL (mL): 50, -
v
ow
Sovien | KD ] -
Assessm) 24/0ct/201 24/0ct/201 24/0ct/201 24/0ct/201 24/0ct/201 24/0ct/201 24/0ct/201 24/0ct/201

Ssment 902:59 BST 9 03:59 BST 9 04:59 BST 9 05:59 BST 9 06:59 BST 9 08:26 BST 9 08:44 BST 9 23:59 BST 24/0at/19

3ml 3mL 5mlL 3mlL Zml 005mL 36mL

e Ves Mo Morphine 50mg in S0mi sodium chloride 0.9% (ICU Only) 50 mL. Cha

tput *Infuse volume (ml) : [ Bolus Comment it

“From: 24/10/2018 = El [ | BsT Clear 3
3 “To: 24/10/2018 =115 ‘uess = BsT Apph

} Infused Over: 0 Hours 11 Minutes

fz=Tioc *Performed by Cooper, Abigal 3
& Sources “BagNo: ¢

“Site:  Central Venous Line Infused vol
nfused volume

ems Asse: In Progress

[T vrine output

From here you can begin bag, change site, see and record the history of the infused
volume, record bolus and record waste.

To work out the hourly amount to enter

On PICU the decision has been taken that when you enter the amount infused since
last recorded, you enter the data and then re-zero the pump. This means that when
you next come to enter the amount infused you can read this directly off the pump
and then rezero.

If you are working on another ward please check their local practice.

Blood products

Blood products will continue to be prescribed on paper and you will need to manually
enter the volume in to the appropriate sections.

General fluid input or output should be documented within an hour period rather than
selecting an exact time which is not required. Please choose the right scale — to do
this go to ‘options’ at the top of the screen, then ‘select time scale’ and select ‘hourly
— 12 hour shift’.

The running balance won’t count until you have ‘green ticked’ your values.

If you have a patient on CVVH, do all your fluid balance in the CVVH navigator band
please. The hourly fluid output will pull to the intake and output band.
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CRRT (Continuous Renal Replacement Therapy)

This should be prescribed by the medical staff. If the doctor doesn’t know how, direct
them to ‘Requests/ care plans’, then ‘add’, then search for ‘CRRT’ and then complete
the powerform.

The calcium infusion for citrate will be prescribed as before paperlite.

The process of completing the information on the iview bands is hopefully self-
explanatory. Please note that there are a number of iview bands that are not
necessary — if you didn’t document it before, don’t do it now! Some units are wrong
when we have tested the system - we are trying to fix this.

Care Plans — Creating a favourites folder

The completion of careplans is a core part of nursing documentation and paperlite
brings with it a significant change to how you will work. The design of the electronic
careplans is based on the model designed by Cerner but the content has been put
together by senior nursing staff in NUTH who were also responsible for the previous
paper version.

When you first use the system, you will need to add the frequently used care plans in
to your favourites folder to make life easier for you in the future.

To do this, go to ‘Requests/Care Plans’ in the dark left hand menu. Click ‘Add’. Make
sure the search function has ‘contains’ rather than ‘starts with’ (a useful tip
throughout powerchart!). Type in “critical care’ and you should see ‘Critical Care —
Care Plan’ come up. Right click on this and select ‘Add to favourites’

Although a bit tiresome at first, you should then add all of the following to your
favourites folder (using the same method of searching, right clicking and then adding
to favourites) as it will save you lots of time in the future:

PICU Care — Care Plan

Critical Care — Pressure Ulcer Care Plan
Critical Care — Too Unstable to Turn
Hygiene

Urinary Catheter

Moving and Handling Assessment
Experiencing Diarrhoea
Experiencing Constipation

Critical Care Falls Assessment
PICu Order set

Nutrition Care plan — paeds

MRSE screen

CPE Screen

Referral to Acute Pain

You can, of course, add other care plans as you see fit but the group felt these were
likely to be the most commonly used.
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Top tip: when you left click on a care plan once, if you are on full screen, the care
plan will appear behind your screen and you might think nothing has happened and
be tempted to click again thinking it hasn’t worked! This will mean you open the
same care plan multiple times. If you find that you’ve done this, go to the grey blue
screen in the middle of your screen entitled ‘view’, highlight the unnecessary care
plan, right click and select ‘remove’.

PICU —= Care Plan

Add ‘PICU care plan’ and then click ‘done’
Select the admission phase in the blue/grey section entitled ‘view’
Tick the boxes next to the items that are appropriate for your patient

184 Opened by Cooper, Abigail
d Links Notifications Optiens Current Add  Help
E% Doctors Worklist &d Task List |~ Tear Off HBxit PDepart (] Calculator FgadHoc G PM

MRN:91622384 jes
NHS: Weight-79 Kg(M)

Gender:Female Fin#:10508729 Resus:Do Not Resuscitate
< ~ |f Requests/Care Plans

4 Add | & Doc clistion = | 5% Check Interactions

M 4} initisteNow () + AddtoPhaser Stert: Now [] Duretion: None [.]

[#[%] [Component [status [Details
Plans | |PICU Care Plan, Admission (Planned Pendina)

S Nursing

Car
] Nurse To Do Lab Orders

] IPC Sample

A Patient property returned to NOK
anned) 4 Laboratory.

RARATARF

] Check Chest X-Ray Performed
[Z Full Blood Count
[F Microbioloay Swab Culture (Swab Culture)

Critical Care - Care Plan
- Admission (Initiated)

Ongoing Care (Initiated)

Renal Replacement Therapy (Initiated)
- Transfer/Discharge (Initiated)

n
ifficile Test (C. difficile Test)

RIS

Therapy (Planned)
arge (Planned)

hin 24 hours (Initiated]
houre Onwarde (Blanned ~

] v

]
2

Click on ‘initiate now’
Click on ‘orders for signature’
Click on the missing details box, answer each question for the orders:

e Glamorgen pressure ulcer - yes in PRN box (frequency as per current
practice)

Moving and Handling — as required in the frequency box

Vital signs — every hour in the frequency box

Safety Thermometer - yes in prn box

Referral to critical care physiotherapy — once in frequency box

Lab orders — as per current practice or discussion with clinical team

Handy Hint — Start typing into the frequency box to choose the frequency you need

Click Sign
Hit Refresh
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You can complete the ‘Document in plan’ tab to record which activities have been
completed.

Return to Orders tab and select Ongoing Care Phase.

Review each group to make sure the appropriate interventions are selected (ticked):
Unstable Neurological Status has some unticked features
Wound group — remove tasks that do not apply — either Remove sutures/clips
or Remove drain for example.

Irretrievable disease — inform relevant clergy

Select initiate now
Click orders for signature

Click on missing details
Record weight, height — as required

Sign
Refresh

If the patient is on RRT, then select Renal Replacement Therapy phase of the care
plan.

Initiate now

Orders for signature
Sign

Refresh

Document in plan

Every 2-3 hours update the checklist to tick off the interventions that you have
completed.

In Requests/Care Plans select the Document in Plan tab.
Tick off the interventions that have been completed.
You can document interventions that have not been completed

Patient Task list

Open the patient task list

Complete any overdue tasks as soon as possible, reschedule the task if appropriate
or record the reason why something as not completed to remove it from the list.

Look at the tasks that are scheduled for your shift.

Now into hourly cycle of obs
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Transfer/Discharge

Go to requests/care plans

Select the Transfer/Discharge phase of the Critical Care — Care Plan.
Choose the appropriate tasks from the list

Initiate now

Referral to RACI — frequency once

On transfer to the ward, you should add a Critical Care Handover note following
face-to-face handover with the ward nurse.

To do this, go to the critical care handover section of critical care workflow.

Scroll down to ‘Critical Care Handover’ which is in blue at the bottom of the light grey
menu on the left. Briefly complete the form.

In the section entitled ‘person handing over and person receiving handover’,
complete the details.

Click ‘sign/submit’

The nursing chart — CareAware

This programme receives information from compatible devices to create an
electronic version of the nursing paper chart. The nurses still have to confirm that the
information sent is correct before it appears. It can be accessed from the menu in a
similar way to surginet or powerchart as ‘Critical Care Personalised’ which is a red
icon. You then have to login using your usual username and password.

Once logged in, you can do an individual patient search or create a list of your ward
e.g. for ward 18 type ‘rv18itu’ and then click ‘find encounters’.
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The information presented should be self-explanatory. Most critical care units will
have a separate screen for careaware and powerchart. If you want to move in to

powerchart from careaware on one screen, click on the powerchart icon.

Associating a monitor/Ventilator to pull the information into CareAware

From the Assessment/fluid balance navigator band, go to Adult ICU quick view.

Press the associate

Procedures and Diagnoses
Assessments/Fluid Balance

Document Viewing + Add

Medication List + Add
Drug Chart
Drug Summary

Document Creation

device button at the top of the grey section.

DiFullscreen  [@Print & 0 minutes ago

</ Paediatric Quick View

o Paediatric Systems Assessment

o/ Paediatric Lines - Devices

\f" Intake And Qutput

o PICU Lines and Devices

o PICU Quick View

o PICU Systems Assessment

o/ Cerebral Ventricular Tap

\( Continuous Renal Replacement Therapy

o ECHO onitering and Care

o/ Ventricular Assist Device.

o AdultICU Lines and Devices

& AdultICU Quick View

v Envionmental Safety Checklst
Pinway Management
Invasive Vertiation
Non-Invasive Vertiation
Sedation Hold
Biood Gas
Vital Signs

v [l [JHgh Flow [lAbromal [JUnauth [Flag

| b m b

25/0c/19
16:00- 1500- 14:00- 13:00- 1200- 11:00- 10:00- 09:00- 08:00- O07:00- 0&00- |
16:59 BST 15:59 BST 14:5 BST 13:50 BST 12:5 BST 11:59 BST 10:50 BST 09:50 BST 08:59 BST 07:59 BST 06:59 BST 0

Cardiovaseular

ography Images Glasgow Coma Assessmert

Pupils Assessment

Neurological

Mental Status/Cogrition

Fain Assessment

Crtical Care Falls Assessment

Crtical Care Pressure Ucer Assessment
Measuremerts

Hemodynamic Measures

S AdulticU

This screen will then open.

[ TEST ABBY, PATIENT ONE - 51622384 Opened by Cooper, Abigail T

Task Edit View Patient Record Links Nofifications Options Documentation Orders Help

alculator ¥ AdHoe (2 Endo
List i Recent ~
Loc:RVISITU: BOL; 05
Inpatient [11/0ct/2019
EDD:

[E Device Association =]

Help

EST ABBY, PATIENT

TESTABBY, PATIENT ONE  MRN: 91622384 DOB: 09/01/1960 Gender. Female

Associated Devices
[ SelectAll M Disassociate ¥

[T PENNY_UAT3 v

S Print

O, Full screen

{0:00 - 09:00-  08:00-  07:00
0:59 BST 09:59 BST 08:59 BST 07:59

Device Search
B Associate

Device:

Scan or Enter a device name.

System Time: 23/10/2019 16:56 BST User: thorntonaZtest@nl prp.nl.nuth.nhs.uk Doma

v
Hemodynamic Measures
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Please look at the monitor/ventilator and identify the name. It will be a large black
and white label on the machine. The top section shows devices that are associated
already. To associate a device type the name into the White device field under
device search (I have used Moscow as an example).

Device Search

Davce: moscow

Deviee Location Details Supplier Model
[] MOSCOW_uat2 PHLP  InteliVue MX

System Time: 23/10/201917:00 BST User: thorntona2test@nl prp.nl.nuth.nhs.uk Doma

Sh— I\\“mmucu Systems Assessment H,

The name of the device will appear in the white section, tick the white box next to the
device name.

This will activate the Associate button on the right hand side.

H ASsociate

(=

Location Details Supplier Model ‘

System Time: 23/10/2019 17:03 BST User: thorntonaZtest@n1prp.nl nuth.nhs.uk Doma

I [RAdultiCU Systems Assessment B

Press this button and the name of the machine will move to the top section. This
means the device is associated.

NE - 01622381 Opened by Cooper, Abigail
ent Record Links Nofifications Options Documentation Orders  Help

oy
o & Devic:
Help

TESTABBY, PATIENTONE  WRN: 91622384 DOB: 09/01/1960 Gender: Female

Assaciat ted Devices
[T/ SelectAll

) MOSCOW_uat2
PHLP

Intellivue MX =
Associated: 23/10/2019 17:04
] PENNY_UAT3 v

Press the white cross in the top right to close this window.

Go to vital signs in the Adult ICU quick view. Press the black multi column button to
insert a column with the current time stamp. Double click in the blue bar. This will pull
the data from the machine. | may take one minute to pull across when the device is
first associated. Check the reading are correct and press the green tick to validate
the readings. The numbers will turn black.
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Go back to care aware, click the refresh button on the top right and the data will pull
to care aware. You need to pull the data in and validate at the frequency appropriate
for your patient

Documentation that is staying on paper - scanning documents

We will continue to document some information on paper. Examples of documents
that will stay on paper are:

Triplicate forms from endoscopy that are completed after using the bronchoscope
Consent forms

Organ donation pathways including declaration of death by neurological criteria
Blood transfusion documentation

Bereavement checkilist

Full List

Bereavement Action Document

Berlin Heart Excor Pump Performance Flow sheet
Care of the Child After they have died

Carer One Tracheostomy Competency Pack
Checklist for Transferring ECMO Patients

Clots Intervention on ECMO Audit

Consent to the post mortem examination of a child
Core Care plan Paediatric Cardiothoracic Unit Booklet
Critical Care Nursing Guidelines

Emergency Drug Calculation Sheet

Extubation Criteria Checklist

MRI Checklist

NCAA Data Collection Form

Newcastle upon Tyne MR Safety Questionnaire
Nurse HDU Transfer Checklist

Paediatric Cardiothoracic Adult Drugs Resuscitation
guidelines

Patient Information Leaflet Information for Bereaved
Parents and Carers

Patient Information Leaflet Supporting Bereaved Families
Patient Information Leaflet the Death of your Child
PICU VAD Cloth Observational Chart

PICU Ventilated Patient Transfer Checklist
Plasmapheresis chart

All such forms should be completed as we currently do and will need to be scanned
in according to trust standards and uploaded to the electronic patient record. Clearly
we should NOT be scanning any documents using any of our personal electronic
devices!
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Completion of forms as part of guidelines

A number of critical care guidelines have forms where we tick boxes and insert data
as part of the guideline to act as an aide memoire and ensure we make the right
decisions at the right time. Examples include the secondary brain injury prevention
document, management of patient’s post cardiac arrest and blunt thoracic trauma
guidelines.

The paperlite team feel that clinical staff should be encouraged to continue with this
practice. Completion of such information helps improve outcomes but also
represents duplication of documentation as the parameters are documented
elsewhere. Therefore, when the paper form is complete, provided all the information
is documented elsewhere electronically, it can be disposed of in the confidential
waste. If the clinical team feel strongly that it should be kept, the form can be
scanned in.

Patient Task List

This gives a list of outstanding issues that need to be completed. If you click on
them, it will send you to where you need to be.

How to place aroutine referral to other disciplines (routine)

This might be useful to place a referral to another non-medical team e.g. acute pain
team, diabetic nurse, and palliative care nurses. Go to ‘Requests/Care Plans’ and
type in ‘referral to’. Select the appropriate option and complete the documentation.

Capacity Management

This is a new piece of software which will mainly be utilised by ward clerks and
senior nurses on duty. There is separate training for this and the feeling is that it is
fairly intuitive. Examples of where it can be used are in the ordering of deep cleans
and requesting porters who will be carrying an ipod touch each to aid with
communication.
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Useful terms

Ad-Hoc Charting — Allows for entry of static, point-in-time clinical documentation
into patients’ charts. Only those with privileges to perform ad-hoc charting can
access the appropriate menu commands to launch a particular documentation tool.

Biomedical Device Integration (BMDI) — A process that allows for information
collected on external biomedical devices, such as vital sign monitors, to be sent to
the electronic health record. A clinician will validate, within the electronic health
record, that the information is accurate.

Care Compass — An innovative, interdisciplinary summary workflow solution that
helps the collaborative care team organize, prioritize, and plan patient care by
providing the right information at the right time. The solution includes real time order
and result notification.

Care Set — A set of commonly requested orders grouped together for ease of order
entry.

Electronic Health Record (EHR) — The collective electronic medical records of a
patient or a population of patients.

Electronic Signature — An electronic means of indicating that an individual verifies
the content.

Encounter — Describes a particular instance when a patient is registered within the
healthcare system (e.g., hospital, clinic, daycare, homecare, or any other department
where they receive service). It is a single patient interaction, such as patient
registered as inpatient, patient registered as outpatient.

End-user — Any person using the electronic health record, including physicians and
hospital staff.

Flowsheet — A spreadsheet of a selected patient’s clinical results for a certain time
span. All types of results are arranged on a grid that is sorted by result categories on
one axis, and by time increments or specific times on the other axis. Any result can
be opened to view its creation history, status, and, when applicable, its comparison
to normal values for its result type. New results can be entered into the flowsheet by
electronic capture (handheld devices at the bedside, for example), by direct charting,
or by feeds from other systems. The data is refreshed automatically at user-defined
intervals, or can be refreshed manually at any time.

I-View (Interactive View) — Clinical documentation in a flow sheet, which allows for
trending and comparison.

Lighthouse Programs — Evidence-based tools embedded into clinical ordering and
documentation through Cerner applications. The Lighthouse Programs can be
designed to drive clinical improvement in key areas eg e Prevention of venous
thromboembolism (VTE). e Prevention of sepsis and its complications. e Prevention
of pressure ulcers (PU). e Prevention of hospital-acquired infections.
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Medication Summary — The summary page of the eMar that shows the patient’s
medications, including last doses given, types of medications given, and
discontinued medications.

M-Page (Millennium Page) — It pulls together information from other documents to
create a view that is meant to inform different disciplines and workflows in their work
(i.e., “Lines tubes and drains” Mpage).

PowerForms — One-time electronic documents that live in an AdHoc folder before
they are completed, and Form Browser after they are completed.

PowerChart — The Cerner Millenium solution that is the clinician’s desktop solution
for viewing, ordering and documenting the electronic health record for a patient.

Problem List — A list of all previous problems and chronic diagnoses, etc. (i.e., all
conditions that are inherent to the patient, but not the specific diagnosis for the
current visit). For example: a patient has diabetes, but is here for an appendectomy.
The diagnosis is appendicitis, and diabetes goes onto the patient’s problem list. A
problem can be an active problem, or a history of something resolved.

Quick Glance Functionality — A tool that shows an overview of activities, such as
medications due, patient assessments and patient care, for the clinician’s group of
patients. Shown in a bar graph format at the bottom of the Care Compass screen.

SurgiNet — Cerner Millenium solution that enables a surgery department to
schedule, document on, and run management reports on surgery cases.

Task List (Activities and Interventions) — A list of tasks (requests) generated
either from Providers’ orders or autogenerated by the system. This tool helps nursing
staff organize their tasks, and move straight to the documentation attached to that
task, from the list.

Workflow — The steps you take as you do your job and the order in which you do

them (e.g., get my assignment, look through my charts, begin patient assessments,
etc.).
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Powerchart icons

See below — the powerchart icons. We need to add the others that are missing from
the below list.

iView Icons Guide

E Calculated Field - Indicates field is automatically calculated. For example, the falls
assessment score will be automatically calculated from information entered in
other fields in the Falls iView band.

@ Conditional field — the answer to this field can trigger additional fields to appear
later in the assessment depending on the value entered. For example when

recording the number of falls in the last 12 months, a high value will trigger

additional fields that will allow you to enter more detailed information.

{} Additional field — indicates this field has been triggered to appear due to the
answer in a preceeding conditional field.

| ] Repeatable group — for assessments where the same information can be recorded
Lo more than once simultaneously against a patient. For example details of multiple
lines or drips in different locations.

CareCompass Icons Guide

‘; Medication: Indicates Medication Activities.
Patient Care: Indicates Patient Care Activities.

Assessments: Indicates Patient Assessment Activities.

Other: Indicates Other Activities.

Immediate Priority: Indicates STAT/NOW orders for a patient.

Critical Results: Indicates Critical results for a patient.

Ef

S Nurse Review: The order requires nurse review.
@

i

a Non-Critical New Information: Indicates new non-critical results or orders
i‘-.,‘.'-r} for a patient. Clicking this icon shows you additional information on the
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new non-critical information. New Orders and Results remain in
CareCompass until you mark them as reviewed or they occur outside of
the 12-hour time frame. They should remain even after a manual refresh. If
the 12-hour period has passed, you can access the patient chart to view
the information.

Critical New Information: Indicates new critical results or STAT/NOW
orders. Clicking this icon shows you additional information on the new
critical information. New Orders and Results remain inCareCompass until
you mark them as reviewed or they occur outside of the 12-hour time
frame. They should remain even after a manual refresh. If the 12-hour
period has passed, you can access the patient chart to view the
information.

High Risk Alert: Indicates the patient has high risk indicators. Placing your
pointer over this icon shows additional information about the high risk
indicators.

Isolation: Indicates the patient is in isolation. Placing your pointer over this
icon shows additional information about the isolation type(s).

Help: Clicking on this button opens the CareCompass Help Pages
Order Comment: Indicates an order has a comment attached. Placing

your pointer over this icon shows the comment.

Establish Relationship: Clicking this button opens Establish Relationship
Dialog box.

List Maintenance: Clicking this button opens the List Maintenance dialog
box and allows you to manage list.

Add Patient: Clicking this button opens the Add Patient widow and allows
you to add a patient to the current list.

Abnormal Result: Normalcy indicator indicates result is Abnormal.

High Result: Normalcy indicator indicates result is High.

Low Result: Normalcy indicator indicates result is Low.

PRN/Continuous: Displays PRN and Continuous activities for a patient.

Clinical/Non-Clinical Risk: if the patient has a problem added that is
classified as either a Clinical Risk or a Non-Clinical risk this flag will show
next to their name. Hover your mouse over the icon to see the type of risk
indicated
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Support during ‘Go-Live’

Don'’t worry - if you get stuck or aren’t sure what to do plenty of help will be at hand
across the ‘Go-Live’ period 24/7.

Step 1 Find a Champion
Paperlite champions are your peers who have had extra support and practice in the
system and can point you in the right direction if you’re not sure how to do

something.

You will have a poster on your unit where the contact details for the Champion on
your shift will be displayed.

They will be wearing a Champion lanyard or “Paperlite purple” polo shirts to help you
spot them.

Step 3 Find a Floorwalker

Our floorwalkers are experts in eRecord, many of whom have been training staff
here for the last 10 weeks.

They will all have green lanyards and be wearing a “Paperlite purple” polo shirt.
Step 4 Call Service Desk on 21000

If a Champion or floorwalker is unable to help, our IT Service desk continues to be
available 24/7. A dedicated Paperlite team will also be on hand, made up of experts

in all aspects of the new system.

For more information and additional support including training videos and quick
reference guides, go to the Paperlite website

https://Paperlite




