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01 – Introduction to PatientSource

Welcome to PatientSource, the Electronic Patient Record used at RHN.

PatientSource is for recording all clinical documentation related to patient care.  At RHN, we are undergoing a phased 
implementation of it throughout the hospital.  This means that there are parts of PatientSource EPR that are used by some 
wards or clinical areas and not others.  For more information on this, please head to the EPR Blog on the RHN Intranet site.
There will also be other communications when changes or additions are made so keep your eyes peeled!

PatientSource is linked with the RHN Bed Management system and there is an automatic synchronisation every 15 minutes 
between the two systems.  This means, new admissions or discharges, or moving of beds and wards are recorded as usual in 
Bed Management and this is automatically fed through to the EPR.  There is no need to add or move patients in two places.  

Access to PatientSource EPR is through your usual RHN username and login.  Security permissions for EPR are based on your 
job role.  If you change roles, HR and IT will automatically update your profile so you always have the right access.



01 – Introduction to PatientSource
If you haven’t worked at RHN for a little while, your account might be locked.  If this is the case, please contact the IT team, if 
during work hours, or speak to the site manager, if after hours or on the weekend and they can help you out.  

We recommend that you also sign up for “MyPassword”.  This will mean that you can easily reset your own password at any 
time without needing to come to the IT office.  If you have any questions, contact the IT helpdesk.

There are a number of short video guides that will help you get started using PatientSource, or you can ask your manager if you 
have any other questions.

Lastly, it is important to remember that you are looking at and recording important clinical information in a patient’s medical 
record.  This means that you must always do so using your own login and that you never share your login details with other 
staff.  It is also critical that you act within your clinical code of practice when it comes to accessing sensitive patient information.

The EPR is fully audited for time and user and can be traced if necessary.  
Any misconduct will be addressed accordingly.

If you have any questions or feedback you can always get in touch with the EPR Project Team by contacting the IT helpdesk on 
Ext 5300 or Helpdesk@rhn.org.uk.

Please also subscribe to the EPR Workplace group for all the latest news!

mailto:Helpdesk@rhn.org.uk


02 – How to log in and log out

Enter PatientSource by clicking the shortcut icon that you will see on the desktop.  This will take 
you directly to the login page using Chrome internet browser, which we recommend. 

If you don’t have this on your desktop, and work in a clinical area, please contact RHN IT to assist 
you.  Alternatively, you can also get access to PatientSource via the RHN Intranet Homepage. 

You can log into PatientSource using your regular RHN username and password.  It is 
crucial that you always use your own login at all times and remember to log out after 
each use.  

This is a safety and security requirement and is everyone’s 
individual responsibility to follow this gold standard practice.

Once you have logged in, your name and job title will appear here.  This is what the 
EPR will use as your electronic signature when completing parts of the patient’s 
record.  If there is someone else’s name here, please press logout and log in again as 
yourself.



03 – How to find your patient 

There are a number of ways to find your patient’s record.

You can search using this search bar if you know their name, surname, MPI or NHS number.  
Type their name and press enter.  To enter the person’s record, click on their name.

If you work on a specific ward, you can also find your patient by clicking on the name of your ward in 
this menu.  This menu shows all the patients on your ward as per the information kept up to date in 
RHN Bed Management.  This is updated automatically from Bed Management into PatientSource 
every 15 minutes.

Once you find your patient in the ward list, you can then enter their record by clicking on their name.



03 – How to find your patient 
If you work across a number of wards, you can save your own 
patient list by ticking this box for each of the patients you look after.  

By doing this, you can filter for your patients each time you log 
into PatientSource by pressing “My patients”. 



04 – Navigating the patients record

Once you have clicked on your patient’s name, 
you will be directed to their Patient Record 
Homepage.  Here you will see an overview of 
information.  Importantly, you will notice this top 
grey banner.  This will display their name, 
identification photo, MPI and NHS numbers and if 
they have known allergies or alerts, you can see 
them by clicking here.  

This banner remains at the top of the page wherever you are in 
the record and even once you have scrolled down.  It is a useful 
safety check before you do submit or sign for anything. 



04 – Navigating the patients record
To access the different parts of the patient’s record you can select from the list of 
options on the left hand menu shown here.  For example, ePrescribing will take 
you to the drug chart and eObservations will take you to the NEWS2 chart and so 
on.

This menu will remain visible here on the left so you can easily navigate between 
sections of the patient’s record who is displayed in the top grey banner.



05 – How to add or change allergies and alerts 
Allergies and alerts can be recorded from the 
patient homepage or from within parts of the 
patient’s record, for example at the top of the drug 
chart.

Where a patient has a known allergy or alert, you 
will see it from all parts of the patient record, 
displayed with this Symbol                 in the Patient 
banner.  

Any nurse or dietitian may add an allergy or alert 
but only a doctor may remove it.  Allergies are 
checked against all prescriptions to alert a 
prescriber if there may be a known interaction.



05 – How to add or change allergies and alerts 

To add an allergy you press the edit button from the home 
page, then input the alert type, agent and nature of the alert. 

At RHN, we document a patient or 
resident’s resuscitation status as an alert so 
that this important information is viewable 
from all parts of the patient’s record. 

Alert Type: Agent / Risk: Nature:

CPR STATUS AR/Attempt 
resus 

FOR transfer to 
acute 

CPR STATUS DNACPR/not 
for resus

NOT FOR 
transfer to 
acute

Approved resus statuses: 



06 – How to use ePrescribing to give medications (nursing staff)

To view a patient’s drug chart, click on the Prescribing tab in 
the patient menu on the left-hand side.  

This shows the full drug chart of all prescribed medications, 
feeds and supplements including IV therapy.  

The drug chart is laid out in a very similar way to a paper drug 
chart so you will find sections for Once Only, or stat doses, 
Regular medications, PRN and fluids.  



06 – How to use ePrescribing to give medications (nursing staff)

The prescriptions are listed in alphabetical order and you can see details of the prescription in this box here.  

The medication or feed name, dosage, route and rate (if applicable) are displayed here.  

The doctor or pharmacist may include extra information such as formulation or whether the drug is stock or named 
patient, in the additional information box here.



06 – How to use ePrescribing to give medications (nursing staff)

Due doses are shown as white boxes in this area of the chart. 

You can see the times they are due on the sides of this section. When a dose is due and within the “administration 
window” you will see a large green pencil inside 
that box.



06 – How to use ePrescribing to give medications (nursing staff)

To sign for a medication, click on this pencil and you will see a drop-down menu of options for the 
administration.  

Select the relevant option for this administration, e.g. if you gave the medication as prescribed, 
select 1 and press ok.  There are a number of choices for circumstances including patients refusing 
the dose, the patient not being present or the withholding the dose due to clinical reasons.  

Once you press ok, you will see your initials in the box as your 
signature.  A dose that reached the patient is  displayed as 
white, with your initials, and a dose that didn’t reach the 
patient is displayed as red, with your initials inside.  

There must always be something recorded for each dose, even if the dose did not reach 
the patient.  If there is no signature or initials, this will be considered a missed dose. 



06 – How to use ePrescribing to give medications (nursing staff)

You may also use the Comments box to put in any additional details. 

For example, if there was an associated test result or observation related to this dose 
or to record the actual route of administration, if the patient has the choice of 2.  

If you press on the initials you will see the history of who and when that dose was 
given, as well as any detail recorded in the comments box.  

If you have made an error and selected the wrong option, or if the 
patient vomits their dose and you need to amend the dose 
administration, you can do so by clicking on the initials and then 
pressing the edit button to change the option. 

Please note, if any changes are made, this is visible in the audit history 
so it may be useful to use the comments box to record the reason for 
any changes or discrepancies.  



06 – How to use ePrescribing to give medications (nursing staff)

For a controlled drug, where a dose requires a counter signature, you can sign for it in 
much the same way however you will be prompted for a second staff member to 
counter sign the dose.  

Select the second staff members name and they will need to enter in their own RHN 
password and press submit.  You will then see both of your initials in the box.  At RHN, 
insulins also need to be counter signed. 

You will be able to begin signing for medications administered within a defined window of 
when the medication is due.  

This is from 2 hours before the medication is due, up until 10 hours afterwards.

It is important that you sign for administrations at the time of giving the medication so that 
the system is live and accurate.  Any late signatures will be able to be tracked and audited. 

After the 12 hour period, that dose will be closed and locked and the dose will be recorded 
as a “missed dose”.  All missed doses will be reportable clinical incidents and investigated 
as such as per the RHN medication management policy.



07 – Using the Drug Round feature (Nurses)

The Drugs Round can be found on the left-hand menu and is a very useful tool to help 
you through your drug administration rounds.  

Clicking on the Drugs Round icon will take you to a list of all wards.  Once you find your 
ward you will see a list of patients on your ward ordered by bed number.  

Next to the patient’s name, you will see two numbers.  The number on the right 
indicates how many 
doses are due for each 
patient within a 4 hour 
window of right now.  

This window will capture doses from the drug chart that are due from an hour before the current time and up to 
3 hours from the current time.  

This number (on the left) shows you how many of 
those doses have been signed for.



07 – Using the Drug Round feature (Nurses)

If you click on a patient’s name, the list of what those X drugs are 
(X being the number on the right). 

This list shows the 4 medications due for Mrs Brown.  It also will 
indicate if there are any PRN doses available for that patient. 

As you begin to administer and sign for the doses, you will see 
the number on the left increase.  

The number on the right will always move and change as that 
“window” of time moves along in real time so it gives you an up 
to date and live indication of what medications are due or coming 
up to being due, which can help you plan and prioritise, or 
handover to a colleague to assist if required.  

You can sign for any medications directly through the Drugs Round chart view (as shown in video 6) or if you want to 
view the entire chart for this patient, simply click on “Open focused chart view” which will take you out of drugs round 
and into the patient’s full record.  



08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

To start prescribing medications, feeds or supplements, you will first need to enter the patients 
record.  To see how to do this, please view the walk through video titled “Navigating the patient’s 
record”.

Once you have found your patient, enter the drug chart by selecting “ePrescribing” in this menu.

The layout of the electronic drug chart aims to mimic a conventional paper chart, and is organised in 
a very similar way. 

You will notice the Red Allergies and alerts box at the top of the chart.  This information here mirrors 
what is input on the homepage. You may also change these from the homepage by clicking Edit.  

https://youtu.be/sFW-5B-ve1k


08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

To prescribe, start typing the medication name in the box.  

PatientSource will match this text to the RHN formulary 
database based on both generic and brand names.  If you 
are a medical prescriber, you will be able to prescribe 
non-formulary items (by typing in free-text).  Doing this 
will alert you that this item is not on formulary and 
therefore carries no known drug dose or interaction 
warnings.  

If you see a warning box like this, you are able to override 
this. Keep watching/reading to see how

You can prescribe Once Only or stat doses, Regular, variable and Fluids using the buttons shown under 
each of the sections as you scroll through the chart.  Shortcuts can be found at the top of the chart.



08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

To submit a prescription, there are mandatory fields you must enter, these include 
drug name, route, start date and frequency.  

Start date is set to default to today’s date.  

The system will prompt you if you have forgotten one. 

To enter a frequency, simply select the times of the day you 
wish it the medication to be due and if less frequent than daily, 
select either a recurring frequency or a specific frequency.  

If relevant, enter a rate              (e.g. feeds) and/or an end date 
(e.g. a course of anti-biotics or where review is required to 
determine continuation of that medication).

To select a recurring 
frequency, choose an 
option here (e.g. every 

2/3/4/5 days etc)

If you wish the dose 
to be given on 
specific days, select 
the desire days here 
(e.g. deselecting the days).



08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

***Prescribing PRN doses***

You can prescribe PRN medications in a very similar way but you may also wish 
to enter the acceptable max 24 hour dose and a maximum frequency.  These 
two additions will alert the nurse administering the dose if the interval is too 
short or if the patient is about to exceed your recommended 24 hour dose.  

When you enter a prescription, the database will check against all active prescriptions within that patient’s drug 
chart for interactions, repeated medications and max daily dosages.   It also cross checks against the BNF and the 
local RHN formulary for known interactions, accepted routes and any known and recorded allergies (as per the 
information put in the Red boxes).  



08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

As a medical prescriber, you will always be able to override a warning that the system gives you to enable you to use 
clinical reasoning or allow uncommon combinations or doses of medications.  When you do this, you will be prompted 
for a reason.  This reason will be visible in the Additional Comments box after submission of the prescription. 



08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

Please take note, when you are prescribing a medication that requires a counter signature 
when being given to the patient (for example, controlled drugs or at RHN, insulin), it is 
important that you select the medication from the drop-down list as you type (as 
opposed to free-text typing.  

This will ensure that the prescription correctly prompts for a 
counter signature at the point of dose administration. This applies 
to regular, once only and PRN prescriptions.



08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

***How to Stop a Medication***
To stop a medication, press the circular button against that prescription.  

This will move the medication to the bottom of the drug chart section and will be greyed and crossed out, 
with no future dose boxes visible.  

As a safety measure, you must enter a reason for ceasing that medication, which you will be prompted for 
like this

You will be able to view all ceased medications throughout that patient’s episode. 

You can toggle this view by pressing this text.



08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

***How to Omit a Prescribed dose***
If you wish to omit certain doses on a current prescription, you 
can do this by pressing the cross in the corner of a future dose. 

If the dose you want to be omitted has already entered the 
“administration window”, that is – the time window where a 
nurse may administer this medication, you will not see the omit 
cross.  You can still omit the medication by selecting in the 
options “Not given for clinical reasons” and use the comments 
box to enter any extra detail.  



08 – How to use ePrescribing (for Doctors and other non-medical prescribers)

If you wish to review administration patterns over time, you can scroll back to previous weeks by pressing 
this arrow. 

A box coloured white means that the dose reached the patient, a box coloured red means the dose did not 
reach the patient.  Clicking on the box will drop down further detail including who gave it, at what time and 
any comments that they noted.  

Every action throughout PatientSource is audited and stamped with time and user so it is easy to see who 
and when various actions occurred, giving more transparent and detailed oversight.  

You can also access the drug charts when working on-call through your RHN remote access desktop.  As only 
a selection of wards use the drugs chart at present, it is worth checking with the site manager if that 
patient’s ward is one.  



09 – Where to find and record Resuscitation Status
In order to record someone’s resuscitation status, you need to complete 2 main steps.

Firstly, you will need to fill out the 
“Resuscitation Status” proforma.  

This can be found in two ways.  You can search for it through Case Notes section of the 
patient’s record by clicking on New Entry and typing in “resus”.

Alternatively, you can click a link that will take you straight to the blank form from 
the ward tracker, like this. 

Once you fill in and complete the form, you will see the ward tracker column change to 
display the answer to the first question (AR or DNAR) as well as the date it was entered and 
by whom.  Other users can click on this shortcut to view the form in its entirety.  

This allows easy access to printing of the form, if the patient needs to be transferred to 
acute care, as well as an “at a glance” view of the resus information from the ward tracker.



09 – Where to find and record Resuscitation Status

Secondly, enter the patient’s resus status and whether they are for transfer to acute or not as an Alert. You can do 
this either from the Patient’s homepage, or from the patient’s drug chart, within the Alert and allergies red box.

To view this information, you will always be able to see it in the patient’s banner at the top of the screen. Simply 
click on the Alerts Button to view the details entered within.



09 – Where to find and record Resuscitation Status
Only doctors are able to fill out this form and if you need to update the form, you simply fill in a new template, 
accessed through the Case Notes module.  

The ward tracker will always display the details of the most recent form that has been filled out.  

To look at the history of these forms, you can search through the case notes like this and type words to filter out for 
the resuscitation form.



10 – How to use eObservations
To review a patient’s observations, simply find your patient and click into the Observations Module 
found in the menu on the left.

The chart shows you all previous sets of observations for that patient.  If you want to see further 
back, simply scroll through using this arrow.  

The first row shows the date and time the observation set was entered and if you hover over this, 
you will see who input the observations like this.

Observations are scored against the National Early Warning Score 2, a tool used nationally to detect 
early signs of sepsis developed by the Royal College of Physicians.  The colours shown on the 
observations chart corresponds with the colour coding according to the NEWS2 escalation 
thresholds.  

https://www.rcplondon.ac.uk/projects/outputs/national-early-warning-score-news-2


10 – How to use eObservations
To view the detail of each observation set, just scroll down to view each parameter which are graphed 
or listed clearly.  The layout mimics the NEWS2 chart layout in terms of order.  

Each individual observation set also has its own threshold scores and corresponding colour codes.  If 
an individual observation falls within a certain threshold, it will also show up highlighted in that colour. 

This allows you to see what specifically is contributing to an overall NEWS score quickly and easily.



10 – How to use eObservations
For some patients, at the very top of the chart, you may see a black table titled “Alarm Overrides”.  
This box contains any individual alterations to that patient’s acceptable baseline scores.  

Sometimes this is referred to as “Retriggers” or “individually modified baselines” and allows a doctor 
to amend the acceptable range for an individual patient.  

If a patient has “alarm overrides” listed, the system will cross check with these when observations are 
entered and adjust the alarms and warnings accordingly.  

It is important to note that these will never change the overall NEWS2 score.  

If there has been an alarm override or if the patient triggered one of their individual baseline scores, 
you will see this flagged with an Asterix next to the relevant score, and the overall NEWS2.  



10 – How to use eObservations

To add a set of observations, you can click on either “New” or “add observations”.  Simply fill in 
the values shown and press submit at the end.

The score will be automatically added up and shown as the latest set of observations on the right 
hand side.

If the patient has triggered either the overall NEWS2 threshold, an individual parameter 
threshold or an individually modified baseline you will need to document your actions.  

To see how, click on the next video “How to take action on a NEWS Score”



11 – Taking action on a NEWS2 score

If the patient has triggered either the overall NEWS2 threshold, 
an individual parameter threshold or an individually modified 
baseline you will see a yellow warning appear.  This will show 
you what exact observations are triggering and will give you a 
prompt, to Take Action.

You must press this button and you will be taken to a form to 
complete to document the actions you have taken as a result of 
this set of observations and any relevant escalations made.

You will see the latest set of observations automatically 
populated on this form and you must enter in your actions 
before you press submit.  

Remember, if one of the actions is the need to increase the 
frequency of observations, you can set this reminder for this 
on the main Ward Tracker view (see video 12).



11 – Taking action on a NEWS2 score
To review any actions taken for scoring NEWS, you can see 
these within the Case Notes section of the patient’s record.  
You can search for just these by using the Nursing filter or by 
typing in NEWS in the search bar.

Additionally, on the main Ward Tracker, you can click on this column to 
view the latest action taken for that patient.  This can give ward and 
site managers as well as doctors oversight of their patient’s condition.



12 – How to update frequency of observations on 
ward tracker
You can set a regular frequency for observations to be taken and recorded within PatientSource from your ward 
tracker.  This will give you a visual reminder if a set of observations has not been recorded to this frequency.

To view the current frequency, find your ward on the main menu on the left-hand side.  In this table, you will 
see all of your patients and in this column you will find the current observation frequency.  This square will 
turn purple if a set of observations is overdue for recording.  

If you need to change this frequency, for example as the action of 
a set of observations triggering a concerning NEWS score, you 
can do so by clicking on the square and adjusting the frequency.

Remember to change it 
back if the patient returns 
to their normal frequency 
of observations.


