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Please post / share this communication within 24 hours in your department/unit. 

 
Remember: Many answers/clarifications on EHR processes can be accessed through the  

 

 CIWT Change Requests (Effective 12/1/15 through 1/11/16) 
For the month of December and until Jan 11

th
 please forward all change enhancement requests to a 

clinical informatics team member or Barb Pilliod.  
 

 Restricted Med - Collagenase Santyl (Effective 12/8/15) 
When ordering this restricted medication, information to document the necessity of this med is 
required and is included in the Collagenase Santyl PowerForm.  
 
The ordering of this medication will also trigger a wound ostomy nurse consult. 
  
It is discouraged to order this as a TORB or VORB – as provider needs to fill out the PowerForm. 

 
 

 Burn PowerPlans (Effective after 12/10/15) 
The following are new or revised PowerPlans, which went through the review process with edits to 
improve patient care flow, efficiency and patient safety: 

 Burn Admission 

 Burn Inhalation Injury Subphase  

 Burn Resuscitation Subphase 
 

 Frostbite Full Thickness – tPA Administration (Effective after 12/10/15) 
  Newly designed PowerPlan. 
 Inclusive, exclusive criteria PowerForm is linked to the PowerPlan. 
 

 Ventilator PowerPlans (Effective after 12/10/15) 
 Ventilator Bundle – reviewed with edits 

 Ventilator Weaning Management Subphase – revised / edits 
o Replaces the old Ventilator Weaning subphase 

 

 VTE/PE PowerPlan changes (Effective after 12/10/15) 
New: 

1. VTE/PE General Admission 
2. VTE/PE Critical care Admission 

Revised: 
1. Heparin Full dose infusion therapy (VTE/PE) subphase 
2. Enoxaparin (VTE/PE) subphase 
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 Ulcer Prophylaxis Subphase (Effective after 12/10/15) 
Reference text added.  

 

 Reminder:  Medication History Snapshot 
The Medication History Snapshot is the most accurate way to identify new medications, dose 
changes, and discontinued medications at discharge.   
 

The Medication History Snapshot provides a static view(s) of a patient’s home medication list 
(Documented Meds by Hx and Prescriptions) at known points in time. It is available from the 
navigator viewer within Orders and Medication Reconciliation screens. 
 

The snapshot header includes date/time stamp of when the snapshot was captured and the care 
giver that triggered the snapshot.  The Medication History Snapshot shows med list at certain 
dates/times.  Snapshots are taken when: 

o Medication History is gathered at admission 
o Any additional Documented Meds by Hx or Prescriptions are added to the Med List 
o When any Documented Med by Hx or Prescription has been modified, cancel/discontinue  
o Change in Hx or Rx status due to Medication Reconciliation 
o Compliance information is updated 

 

Medication History Snapshot view from Orders: 
o The default view will be This Visit with snapshots from the current encounter only (most 

recent at the top). 
o The three most recent snapshots will default expanded for each view. 
o Selecting a medication from one snapshot will highlight the same medication in other 

Snapshots.  Look closely at the order details to check for any dose changes. 
o If the medication is not highlighted in any other snapshot, look at the date Last Updated and 

whether a pill bottle  is next to the medication name.  This will provide clues as to whether 
this is a new medication.  Clicking on the blue reference text on the medication name will 
bring up the Order Details box to check what date/time the prescription was written and to 
what pharmacy the prescription was routed. 
 

     
 

   


