Activities
Unit 4: The Effective HIT System

Activity 1

Students will observe 4 short videos (saved as PDFs) that will orient them to the the query function in VistA.  This will prepare students to participate in a learning activity that will enable them to apply the concepts provided in the lecture material in hands on lab experiences. Students will learn how to extract data from VistA using three different approaches and how to produce a specific discharge report for a given patient.  

Orientation Videos 

· Part 1_The Reports Tab

· Part 2_Reporting:  Clincial VS AdHoc

· Part 3_Fun With Graphs

· Part 4_Resolving Reminders

· Part 5_Facilitating Quality & Efficiency with Reminders

Activity 2

In this assignment, students will interact with the CPRS system as a user would, extracting patient specific data for a particular purpose.  The focus of this unit is not upon knowledge of clinical nuances, since not all students will have clinical experience.  The focus of this exercise is upon understanding how the reporting function works, and the strengths, weaknesses, and appropriateness of each. 
Also embedded within this experience will be a hands-on experience with how HIT functions serve to both remind providers of needed tests and interventions while facilitating workflow.  In this exercise, students will observe how the automated clinical reminder system supports best practices in assessment and documentation and enhances continuity of care (automated planning of next steps, ordering consults, etc.). Students are strongly encouraged to watch the orientation videos associated with unit 4 prior to completing the assignment.

The questions below are structured to encourage exploration of the reporting interface of VistA and create a deeper understanding of the differences between reporting functions within an individual patient record.  In addition, an experience with displaying data in graphical format is provided as well as exposure to integrated workflow support in the example of automated clinical reminders.
This is NOT a data entry assignment. This assignment relates directly to the assessment paper where students are asked to compare and contrast the different reporting capabilities, and to better understand which type of report is best suited for specific needs.  The following hands-on exercises bring those considerations and experiences to the fore. 

Keeping in mind the deliverables, - as students walk through this exercise, they should:

· Capture their work for submission to their instructor.  Options for doing this may include using the print screen function (with a cut and paste to a document file), CNTRL-C & CNTRL-V, or certain software applications such as Screen Print & Capture 32, SnagIT, CaptureWiz, etc.  Many actions have a “PREVIEW” button which an optimal place to do a cut and paste of your work.  Students should check with their instructor for submission requirements.  Deliverables are highlighted.
· Students are to refrain from entering unprofessional data, remembering that all entries are linked to your login.  Data approximating reality is close enough – as it is understood that not all students have a clinical background.
Student Instructions: 
From within the VistA system, select Seven, Inpatient and open his record.  Click on the “REPORTS TAB”.  

Using the CLINICAL REPORT Function answer the following three questions, making sure to capture and save your work/answers for submission.
Question #1- On August 23, 2010 Mr. Seven had laboratory tests done (Chem & Hematology). What was the result of his Serum Potassium?  Was it high or low or normal?
Question #2-  On the discharge summary from April 1, 2010, what was the discharge diagnosis?
Question #3 -  Mr. Eight experienced a marked weight loss in March, 2010.  Retrieve his vital signs from the period of January 1, 2010 until March 31, 2010.  What was Mr. Eight’s weight drop from January 22, 2010 to March 23, 2010? What other of Mr. Eight’s vital signs also showed a noticeable change?  
Using HEALTH SUMMARY REPORTS – ADHOC Function construct a report to complete question #4. 
Question #4 – Create a report containing only the following items: a.) Active Problems; b.) Lab Tests Selected: Urine Glucose and Blood Sugar ONLY; c.) Allergies; d.) Vital Signs – selected to reflect only his weight ; e.) Progress Note selected to show only the patient’s Ophthalmology Consult Note. Capture & save your work (Copy and Paste) for submission to instructor.
Using REPORT Tab generate a vital signs graph and answer question #5:
Question #5 – In Reports Tab using “Graphing (Local Only)” create a graphical display of Mr. Seven’s Blood Pressure, Pulse, Respirations, Weight & Temperature for the date range of March 1, 2010 through August 31, 2010.  Capture & save your work for submission to instructor.
You note that Mr. Seven has a few outstanding reminders.  To resolve some of these reminders - create a new note for Mr. Seven and follow the instructions below.
Question #6 –
a. Open Mr. Seven Inpatient’s chart and change the “Provider and Location for Current Activities” (click second box on top tool bar where current provider is listed) to the visit date of June 10, 2010 for General Medicine – note that date will change in the chart header to June 10.  
b. Create a new note for Mr Seven Inpatient from notes tab. Choose “Admission Assessment” as the type of note you will create, making sure to change the “date and time of note” to June 10. 
c. Click “Reminders” and click on the “Depression Screening”.  Complete the Depression Screening documentation, PHQ2 and PHQ 9 (IGNORE any warning boxes about a missing DLL file – click through).  Click “Next”.
d. You will note that the system supports clinical workflow by immediately popping up the next reminder that should be addressed today while the patient is in the clinic (the Retinal Exam). Choose “Refer Patient to Optometry…..” and click “finish”.  Choose yourself as the primary provider for this visit in the box that appears.

e. Describe what happens next, and explain how this is evidence of HIT support for workflow.

f. Click into the “orders tab”, to see the new consult that has been ordered automatically.  Take a screen shot of this for submission to instructor.

· Sign the note when prompted, or choose “ACTION” from the tool bar to sign the note.  The electronic signature is your Access Code (such as DOCTOR1); exit the system.
· Ask instructor for directions on how to submit the assignment.
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