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The following enhancements are included in the 2009.3 release of Care360 Labs & Meds (formerly named Care360 Physician Portal):
Clinical Messaging

The following enhancements have been made to the clinical messaging functionality:

· Redesigned Messages Inbox. The clinical messages inbox has been completely redesigned to provide a faster and more user friendly view of your clinical messages while retaining all the functionality of the previous messages inbox.
· Practice Level Inbox. You can now send a receive messages at the practice level.  When composing a new clinical message, you can search for a practice and send the clinical message to another practice’s inbox.  You can also receive messages to your own practice inbox once it has been enabled for your organization. Administrative users can enable this feature.
· Enabling the Practice Inbox feature. Designated administrative users can now enable the practice inbox feature for your organization using the Organization Preferences that are available from the Admin menu. For more information about administrative permissions select the Request Administrative Access option from the Support menu.

· Redesigned Compose Message. The compose message section of clinical messaging has been completely redesigned to provide a smoother experience when composing a new clinical message. You can now quickly and easily search for recipients within your own organization, search for practices that have enabled the Practice Inbox feature, find a patient to reference in the clinical message, and attach a patient’s clinical activities such as lab results or active medications. 

· Enhanced Tasks. Tasks are now viewable by all users within your organization and no longer need to be created from within a lab result. A task can be a specific request from one user to another, or a patient related task with a lab result and patient attached for reference. You can also assign a due date to the task to ensure it is completed in a timely manner. Tasks that are approaching their due date or have already expired are highlighted in red.

Restrict User Access to “Marked as Reviewed”

Administrative users can now restrict a user’s ability to mark new results as reviewed when adding or editing user accounts.
Client Help and Training Support
Advanced help content, such as eLearning modules and QuickStarts that are available from the Help > Online Training menu, can now be accessed from individual help files. For example, if you are viewing the help topic that is available from the Write a Prescription page, you can click new links that are now available to open the Write a Prescription QuickStart or the Write a Prescription tutorial.

Standardized Basic Dates

The calendar icon that previously displayed next to the date of birth field for a patient has been removed. You can now easily type the date of birth instead of selecting it from the calendar.
Point-of-Care Testing

Results from the HemoCue point-of-care testing devices (Glucose, Hemoglobin) can now be electronically transmitted into Care360 so that the results are available in the patient chart for historical reference and to provide a more comprehensive patient medical history for better and more effective clinical decision making.
Microsoft®' Internet Explorer™ 8 Support

Internet Explorer 8 has been added to the list of supported Web browsers for Care360 Labs & Meds.
Self Registration for ePrescribing

You can now self-register for the ePrescribing premium service by clicking the Register for ePrescribing link that is available from the Admin menu.

The following features are now available for Care360 EHR:
Patient Encounter Notes (SOAP Notes)
Patient encounter notes are captured in the SOAP format (Subjective, Objective, Assessment, and Plan). Each section, or segment, of the SOAP note allows for important information to be captured about the patient’s condition as well as quick access to important clinical activities such as writing a lab order. The segments include the following information:

· Subjective
· Reason for Visit and any appropriate notes, such as patient-provided information.

· Review of Systems (ROS) information gathered during review of a patient’s systems, such as problems related to their cardiovascular or respiratory systems. Like other segments of a note in progress, this information can be edited. You can also choose to leave options unaddressed by clicking the Defer or Defer all systems check box.

· Objective
· Includes the patient vitals and any notes that you want to add from your clinical observation of the patient.

· Includes information gathered during a patient’s physical examination. You can select from a list of available “normal” options to indicate that a patient is experiencing no abnormalities for that category. Like other segments of a note in progress, this information can be edited. You can also choose to leave options unaddressed by clicking the Defer or Defer all categories check box.
· Assessment
· Includes the diagnosis and any assessment-related clinical notes. When adding or editing a diagnosis, you can search the system database for an ICD code and description by typing the first three characters of the code or description and then selecting it from the list of search results. If the code or description that you are looking for is not available, you can still enter the information using free text.
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You can copy a diagnosis that is captured in a patient’s SOAP note to the Patient Problems list by clicking the copy icon (     ) next to the appropriate diagnosis.
· Plan
· Includes notes regarding the plan for the patient and provides a quick access link for writing a lab order.
· When you access the lab order entry page from a SOAP note, you can initiate the lab with minimal information and then place the order on hold for completion later.

A patient SOAP note is editable by all users in your organization until it is finalized. Once a SOAP note is finalized, you can only add additional comments as an addendum to the original note.

Other SOAP note features include:

· Transcribed SOAP notes.  Transcribed SOAP notes can be added to a patient’s chart if your organization is set up to receive transcribed documents from a participating transcription service. Contact your support representative to set up this feature.
· Move a SOAP note from one patient chart to another. You can move a SOAP note from one patient chart to another patient’s chart using the Move Clinical Activities feature that is available from the Admin menu. After selecting the source and target patients, click the Encounter Notes tab to locate the SOAP note that you want to move.
· Date of Service. A Date of Service field is available at the top of each SOAP note. When you are adding a new SOAP note, the Date of Service defaults to the current date, but can be changed to any date prior to the current date (but not a future date) if needed. You can also edit an existing note’s Date of Service to change it to a previous date (but not a future date) if needed.
· Print a SOAP note. Information entered in a patient’s SOAP note can be printed.
Patient Problems

The Patient Problems list, which displays on the patient Summary, allows you to track patient problems such as chronic conditions, ailments, and diseases.
Features of the Patient Problems list include:
· System ICD code and description availability. Similar to the new ICD code and description search that is available in the SOAP note, you can search the system database for an ICD code and problem when adding or editing a Patient Problem by typing the first three characters of the ICD code and problem and then selecting it from the list of search results. If the code or problem that you are looking for is not available, you can enter the information as free text.
· Additional diagnosis codes. When you select the View All option for the Patient Problems list, you can view lists of diagnoses from other sources such as the Lab Order Diagnosis History list (which displays the patient’s diagnoses that have been listed on their lab orders) and the External Diagnoses list (which displays diagnoses that have been received from an external system such as a Practice Management System [PMS]). You can copy diagnoses from either of these lists to the Patient Problems list if needed.
Informatics Query

The Informatics Query criteria now include diagnosis information (ICD Code and Diagnosis Description). You can add multiple diagnoses to your search criteria using the Add a Diagnosis button. 
Practice Management System (PMS) Integration
Care360 can now connect with your PMS to obtain patient demographic, diagnosis, and scheduling information. A new appointment list is available on the right side of the Quick View page that displays a list of patients (Today’s Patients) scheduled for the current day. You can also view a list of patients for the next available day (the next day that patients are scheduled) by clicking the forward arrow icon to the right of Today’s Patients. The appointment list can be filtered by an individual provider if needed.
Clinical Messaging

Care360 EHR customers can attach additional items to a clinical message including patient problems, radiology results, and uploaded documents.

Document Uploading
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You can now upload documents, including radiology results, relating to one or more patients, from your own computer to Care360 so that they can be viewed electronically. The uploaded documents can be viewed or deleted from a list of non-indexed documents until they are associated with a patient. Attributes are assigned to the uploaded documents in order to ensure that they are appropriately stored within a patient’s chart. Once they are associated with a patient, the documents can be selected and viewed from the patient’s Summary. Uploaded documents are indicated with the upload icon (     ).

Radiology results, laboratory results, or encounter notes that are uploaded and assigned to a patient can be accessed from the patient Summary page in the Recent Radiology Results, Recent Requisitions, or Encounter Notes sections. All documents that are uploaded and associated with the patient can be viewed by clicking Documents on the Patient tab.
Additional features of document uploading include:
· Document attributes. When adding and editing an uploaded document, you can add attributes such as a document name, category (for example, Pathology, Consultations and Referrals, Radiology and others), and ordering provider. Some attributes are required.
· Automatic document uploading. Documents can be automatically uploaded to Care360 by placing them in a specific directory on your local computer. The automatically uploaded documents appear in the Uncategorized Files list. 
· Display limit for uncategorized files. The maximum number of uploaded documents that appear on the Uncategorized Files list is now 500. When that number is reached, documents can still be uploaded; however they will not appear on the list until you have categorized your previously uploaded documents.
Radiology Results
Radiology results that have been uploaded or sent electronically to Care360 can be accessed and printed from the Recent Radiology Results section of the patient’s summary.
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