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Objectives 

1. Discuss electronic health record (EHR) decisional 

support tools (automatically generated reports)  

 

2.  Describe the steps to create an EHR report*. 

 

3. Give an example of how an EHR report can be 

      used to improve population outcomes  

 

 

 
• Whitman, N. & Purvis, S. (2015). Improving outcomes for high-risk patients. Clinical 

Nurse Specialist, 29 (5), 283-289 

Decisional support tools:  

Electronic Health Record (EHR) Reports 

• Support decisional analysis through securing quality 

information from the EHR for analysis and easy use  

 

• Purpose of these reports 
     Improve CNS time efficiency by automating the process 

        of identifying at risk patients 
 

     Increase consistent data collection and risk scoring 
 

     Usability 
 

     Information available in real time 



2/20/2017 

2 

Examples of EHR Reports in the Literature 

• Hospitalized older adults most at risk for complications  
(Malone et al J am Geriatr Soc. 2010; Purvis & Brenny-Fitzpatrick, Clin Nurse Spec 2010) 

 

• Acute care patients at risk for readmissions 
    (Baillie et al J Hosp Med 2013) 

 

• Counseling on smoking cessation 

    (Boyle et al Cohrane Database Syst Rev 2014) 

 

• Identifying cirrhosis early in admission  

    (Singal et al Clin Gastroenterol Hepatol 2013) 
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Whitman-Purvis Process Model 

• Real-time versus retrospective: Captures hospitalized 

rather than discharged patients 

• Goal is to impact outcomes not just measure them 
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Wh 

Whitman-Purvis Model 

UWHealth 
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Step #1:  Identify the Problem, Condition, or Population 

Problem is determined by: 

• A population where outcomes have been poor 

    (patients with foley catheters) 

 

• high-risk & high cost population   
    (constant observation patients) 

 

• A population that needs more definition 
    (patients with orthostatic hypotension) 

 

• Regulatory requirements  

   (patients with restraints) 
6 

Step #2: Identify Report Goal: 

Link your problem to a clear outcome/goal! 

Examples: 

• Reduce unfavorable outcome (# falls or CAUTI) 

• Meet a goal such as all patients needing constant 

observation get a CNS consult 

 

 

 

 

• Link your report to an organizational goal 

    (Reduction in HAI or reduced readmission rates) 
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Step #3: Complete Evidence Review 

• Determine specific indicators in the literature that 

define your problem 

 

 

Example:   

Alcohol withdrawal syndrome 

 Labs: blood alcohol level, electrolytes, live enzymes 

 Subjective reports: alcohol screening, including hx 

 Diagnosis: alcohol use disorder dx, symptoms, CIWA 

(Clinical Institute Withdrawal Assessment for Alcohol)  
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Step #4:  Select Clinical ‘Trigger’ Indicators 

Determine key indicators that place individual on report 
 

 Based on evidence review of indicators in Step #3 

 Could be simple like age, or a lab value OR  

    multiple items 

 

Examples 

 High fall risk patients that populate the report based on a 

minimal fall risk score 
 

 Patients with alcohol withdrawal with certain level of BAL, 

and/or CIWA score 

Step #5: Select Additional Clinical Indicators 

• Additional clinical indicators needed to care for patient 

• Provide information about the patient 

 

Example: Constant Observation (CO) report (‘sitters’ & vm) 
 

 Trigger for patient to get added to report is a ‘yes’ on 

constant observation flowsheet  
 

 Additional data that assists the CNS in evaluating use of CO 

might be: use of restraints, suicide precaution orders, 

neurocognitive status, number of redirections/alarms 

 

 

Step # 6: Create EHR Report 

• Nursing Informatics Experts & Data Analysts 

• Displayed as a simple table 

• CNS needed to answer “Is this report useful to prevent, 

predict, or reduce risk for this population?” 

 

 

Alcohol Withdrawal Syndrome Report 

Name  Unit Age BAL CIWA LOS 
(d) 

Primary DX Service HX With -
drawal 

Doe, Jane A1 55 0.28 19 3 Liver failure Med 1 Yes 
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Step # 7: Test Accuracy: Validate the Report 

• A report is accurate if it populates ALL the patients 

having the trigger 

 

• If a large number of patients are being missed, the 

CNS may need to investigate why and alter the 

‘trigger’ clinical indicator 

 

• Example: on the alcohol withdrawal report, blood 

alcohol levels from outside hospitals were not 

appearing.  

Step # 8: Test Usability 

• CNS must be able to use the information in timely way 

• Most common problem:  Too much information (either 

too many patients or ‘episodes’) 

• Ex: Fall risk patients, constant observation, irrigation of 

catheters 

 

Solutions: 

1. Alter ‘trigger’ set point: increase or decrease 

2. Include unit or dept information so report can be filtered 

Step # 9: Evaluate the Report 

System level:  

• CNS consultation earlier may reduce poor outcomes such 

as emergency calls due to alcohol withdrawal 

• Increased value & visibility of the CNS through quick 

analysis of need for constant observation 
 

Nursing impact: 

• Education of nursing staff at the bedside 

• Leverage EHR data to impact care by identifying risk 
 

Patient impact: 

• Individualize plans of care  

• Education of patients and families about risk factors 
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Using an EHR Report to Educate at the Bedside 

Name MRN Unit Hendrich 
Score 

Confusion/ 
impulsivity 

Neuro-
cognitive 

*Doe, Jane 4321 Surgical 3 0 Oriented to 
person only 

*Medications assoc with falls given since admission 

Benzodiazepines, Opioids, anti-epileptics, sedative/hypnotics, etc… 

NOTE:  

• Jane Doe has a low Hendrich Score and ‘0’ on confusion,  

     but is oriented only to person 

• Report has the ability to show which medications assoc with falls pt has  

     taken since admission 

 

Limitations 

• Requires EHR operating at high levels 

• Lack of resources 

• Lack of or inaccurate data 

• Indicators not recorded in HER 

• Terminology/knowledge of informatics 

 

 

EHR of the future: CNS should be able to create your own 

report 

EHR Reports 

• Prevent poor outcomes 

 

• Reduce risk  

 

• Drive evidence-based practice 

 

• Meet regulatory requirements 

 

• Allow for timely intervention  
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EHR Reports 

 

 

• For questions about Alcohol withdrawal reports, 

contact:  

      Nathan Whitman, DNP,RN, PMHCNS-BC, PMHNP-BC 
        nwhitman@uwhealth.org 

 

 

 

• For questions about fall risk & constant observation 

reports, contact: 

      Suzanne Purvis, DNP, RN, GCNS-BC 

          spurvis@uwhealth.org 
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