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Introduction

In order to complete the CRIS Train the Trainer Course each ‘Cascade Trainer’ must complete this workbook either during the course of the CRIS Workshop or during their personal CRIS Training consolidation period. 

Practical Demonstration

The CRIS System Workflow practical demonstration must be undertaken as the first exercise during the CRIS Workshop as this will be assessed by the CRIS Trainer in a one-to-one review with each delegate.

Upon successful completion of this exercise the CRIS Trainer and Cascade Trainer will agree on any areas for further development and the Cascade Trainer will be presented with a Certificate of CRIS Training.

CRIS System Workflow Demonstration

Begin the workshop by creating a Patient Record of your choice and undertaking the following practical exercises. If you have any questions or queries during this process the CRIS trainer is available for assistance…

	FUNCTIONALITY UNDERTAKEN
	COMPLETED
	SOME

GUIDANCE NEEDED

	SCENARIO ONE: A ‘GP’ REQUEST HAS BEEN RECEIVED FOR A BARIUM ENEMA

	(ACCEPT ORDER OR) BOOK ON REQUEST AS RECEIVED
	
	

	VETT REQUEST AND CHANGE TO ‘ACCEPTED’
	
	

	PLACE REQUEST ON WAITING LIST
	
	

	CHANGE REQUEST FROM WAITING LIST TO AN APPOINTMENT
	
	

	SCENARIO TWO: AN ACCIDENT & EMERGENCY REQUEST FOR A PLAIN CHEST & ABDOMEN

	ENTER AN ATTENDANCE FOR TODAY
	
	

	POST PROCESS THE EXAM
	
	

	DICTATE A REPORT FOR THE EXAM(S)
	
	

	TYPE UP THE REPORT
	
	

	VERIFY THE REPORT [VIA BATCH VERIFY]
	
	

	PRINT THE REPORT [VIA BATCH PRINT]
	
	


Having completed this exercise, you should continue to complete as much of this workbook as possible during the remainder of the workshop or continue using this as part of your own consolidation subsequent to formal training.

Core System

There is no practical for this section.  Please answer the questions given below.

Q: How do you navigate round the screen?

Q:  What shortcut keys would be used most frequently? What if you wanted to use your mouse instead?  

Q:  Explain how the MODES assist a member of staff to use the system.

Q:  How do you change from Reception mode to Reporting Mode?

Q:  Where does the system show who is currently logged on?

Reception

Select > OPTIONS> MODE > RECEPTION 

1. New patient- Attendance

· Create a new patient record. 

· Complete the patient demographics in the Patient Details screen. 

· Create a [New Event] and attend the patient. Use a [Ref. Location] from A&E and choose any Referrer name for [Referrer]. 

· Use the exam code – CT Head. 

· [Attend] the patient.

2. Existing patient- Attendance

· Search for the patient record you have just created and load this patient. 

· Create a [New Event] as a GP Request. 

· Use the exam code – Chest X-ray. 

· [Attend] the patient. 

3. Changing the Event Details –Additional exam code

· Search for the patient record you have just created and load this patient. 

· Select the Chest x-ray attendance and add an exam code for an Abdomen x-ray. 

4. Changing existing exam codes

· Search for the patient record you have just created and load this patient. 

· Select the CT Head attendance and change it to a CT Head with Contrast. 

5. Add a Patient Alarm

· Search for the patient record you have just created and load this patient. 

· Create an alarm for a Contrast allergy.  Use the free-text section to record the type of contrast.  Ensure ‘Patient has alarms’ is flashing.

QUESTIONS

Q:  Where can you load all patients that have been attended on a particular day?

Q:  What Help functionality is available?

Q:  Explain the difference in colour on the Search screen – i.e. What do Blue, Green and Grey Patient records indicate?

Q:  What are the different methods to select a patient or a code from a list?

Q: In the Match Patient screen (if applicable) - If a CRIS patient record does not have a PAS linked record, when loading this patient CRIS may offer a match to another patient.  How should you use the [Match], [Update] and [Don’t Match] buttons? 

Q:  How would you book on attendances that actually took place on a previous day but had not been entered at the time?

Q:  How would you change the date and time of an event if it had already been entered onto the system with the wrong date?

Q:  Which date field will record the date the request was written/ made on the Event details screen?

Q:  Describe the different methods for searching for an exam code?

Q:  What is the purpose of completing the [Practitioner] field in the Add Request screen, Post Processing screen or the Event Details screen?
Q:  How can you print extra labels – in general and extra sets? (Two answers required)

Q: How would you delete an event?

Q:  Where would you see any demographic changes made to a patient’s record?

Q:  How would you change your Printers Setup and for what reason?

Q:  What information does the [Status History] section show?

Orders (For sites using Electronic Requesting Only)
Select OPTIONS> MODE> APPOINTMENTS (This mode will allow the cursor to go through the [Urgency] and [Practitioner] fields. Then you can select the required button on the right-hand side to change the status of the Order). 

1. Receive an order as a [Requested/ Received] from the [Orders List].

2. Accept/Vet an order and assign with a Protocol from the [Orders List]. 

3. Reject an order from the [Orders List] and complete the Practitioner field and Status Comment.

4. Select an order and place onto the Waiting List (for the first available appointment).

5. Change an order into an Appointment using [Add to Diary] (complete the Practitioner field). 

6. Attend two orders for the same patient from the [Orders List] (using 2 exam codes).

QUESTIONS

Q:  Where can you load all orders/ electronic requests?

Q:  Describe how to load [Orders] and how to sort the list by modality.

Q:  Describe how to reorder columns in the Outstanding Orders screen. 
Q:  Describe how you view the Clinical History for a patient selected from the [Orders] list.

Q:  Where do you type additional details regarding the reason for rejection on a patient’s record when rejecting an order?

Q:  Where do you find a patient record if the order has been Received / Accepted but not put onto the Waiting list or appointed?

Q:  If you have manually completed a new event but then notice there is an order for the same exam (a duplicate request), how could you cancel the order without rejecting the order?

Q:  What are the different ways that you can multi-select more than one order? 

Document Scanning 

1. Create a request as ‘Requested / Received’ and scan a request card (use Image type-REQCARD) in the Add Request screen. 
2. Create an attendance and scan a request card (use Image type- REQCARD) in the Attend Event screen. 
3. Create an appointment using [Add to Diary]. After you have allocated the appointment slot, scan a request card (Please note: scanning from the CRIS Diary Viewer automatically assigns the Image type as REQCARD). 

QUESTIONS

Q:  Describe two ways a request card can be scanned when attending a patient. 

Q. How can you view scanned images for an event from the Event Details screen?

Q. How can you view scanned images with a patient loaded in the Events screen (without loading into the Event Details screen)? 

Q. How can you view scanned images within the Report screen (without loading into the Event Details screen)? 

Q. Describe two ways to delete scanned images? 

Q. Describe two ways to scan a request card from the CRIS Diary viewer? (Two answers required). 

Q. How can a Radiographer re-scan a request card or scan a new document when post processing?

Q. If you require scanned images/ documentation to load up when a Radiologist is in the Dictation screen, what Image Type must you select?

Post Processing 

Select > OPTIONS> MODE > POST PROCESSING MODE

1. Select your patient from the Unprocessed List

2. Action the Examination as being performed by you

3. Post process a single exam.

4. Post process an event with more than one exam. 

5. Post process an event to include Contrast details.

QUESTIONS

Q:  Where can you load all unprocessed events?

Q: What will [Action/ Unaction] do on the [Unprocessed] List?

Q: How can you Unaction/ unlock a patient that you locked?

Q:  What are the ways you can load a patient’s event straight to the post processing screen?

Q: Explain how the start and end time facility works.

Q:  How do you convert height and weight from Imperial to Metric measurements?

Q:  Where can you record that the Radiographer has checked the patient’s ‘ID’ and ‘Pregnancy’?

Q:  How do you make the contrast and projection fields visible on the post processing screen?

Q:  How can the user view and select all unprocessed events? 

Q:  How would the user Auto report an event and for what reason?

Appointments

Select > OPTIONS> MODE > APPOINTMENTS MODE

1. Select your patient 

2. Create a new event - As a Requested/ Received Request

3. Create a new event - Add to the Waiting List (as a Waiting for the next available slot)

4. Create a new event - Make an appointment using [Add To Diary]

5. Change the appointment by adding the Appointment to the Diary and use range viewer to find the next available slot. Having established a new appointment use right-click ‘Cancel’ via ‘Scratchpad’ menu and choose  Patient Change and include a Status Comment. 

6. Create an appointment with 2 procedure/ exam codes that will be performed at the same time and room using [Ignore]. 

QUESTIONS

Q:  Where can you load all appointments/ cancelled appointments?

Q:  On the CRIS Diary viewer, what is the significance of the [Scratch Pad] and the [Changed Appointments] section?

Q:  Explain how the system loads a diary for a room. 

Q:  Explain the different colour slots and patients visible on the CRIS Diary viewer. 

Q:  How do you open / close a room and change any comments?

Q:  When do you use the [Save] button on the CRIS Diary viewer?

Q:  Why would you use the [Send] button on the CRIS Diary viewer?

Q: How do you print an appointment letter?

Q:  When would you use CLEAR EXAM?

Q:  How do you print a letter for a single patient or multiple appointment letters for different patients? (Two answers required)

Q:  When would the [Letter] field be used?

Q:  How would you see information regarding another booked patient on the CRIS Diary viewer?

Q:  How can you instantly see if a patient has an alarm?

Q:  Why would you use SEARCH FORWARD and how does this facility aid the user?

Q:  How would you make an appointment for a patient on the [Waiting List]?

Q:  What are the ways to attend a patient with an appointment?

Report Info List

This section requires unreported attendances to be created, book on the following attendances for today. Choose any referrer. 

1. GP request for NHS patient- left CT knee. 

2. A&E or Minor Injuries request- right ankle x-ray. 

3. GP request for private patient- MRI head. Include the Intended Clinician as the radiologist you are logged in as. 

4. In Patient Ward request for NHS patient- ultrasound abdomen. Include the Intended Clinician as the radiologist you are logged in as. 

Digital Dictation - Select OPTIONS > MODE > DICTATION

Voice Recognition - Select OPTIONS > MODE > REPORTING

1. Make sure you (or Radiologist you are logged in as) has been selected in the [Rep. By] field. 

2. Select the Unreported tab and tick [Show selected] in ‘Show Radiologist’. 

3. Click [Refresh]. 

4. Apply a Request Category filter at the top for ‘Private Patient’. Click [Refresh All]. Load up the MRI Head and save a dictation or VR report.  If you have [Include Dictated] ticked you will see the speaker icon, otherwise the event will disappear. 

5. Remove the Request Category filter. Click [Refresh All]. 

6. Load the Ultrasound Abdomen and create and save a dictation or VR report.

7. Untick ‘Show Selected’ and tick ‘Show Unallocated’. Click [Refresh All]. 

8. Create a new filter profile for CT exams, called ‘CT’. Use a modality filter. 

9. Create a new filter profile for A&E, radiology exams, called ‘A&E XRAY’. Use a modality filer and a patient type filter. 

QUESTIONS

Q:  Which field is used to allocate who will report the event?  

Q:  Apply the filter profile you have created called ‘CT’, which additional filters could you add to more easily find the CT Knee for an NHS GP patient? 

Q:  Which profile would allow you to easily load up A&E patient who had x-rays only?

Q:  How can you view the Event details screen for any event from here?

Q:  How can you delete a filter profile?

Q:  What does [Options] allow you to do?

Digital Dictation (Only applicable if in use)
Select > OPTIONS > MODE > DICTATION

1. Create an attendance for an In-patient Ward request, choose any referrer and create an attendance for a Skull x-ray. 

2. Load this attendance into the Dictation Screen. 
3. Begin by recording ‘E-number, Patient surname, forename and DOB’

4. Play back.

5. Record “Skull- No fracture seen”

6. Change mode to [Insert], after patient’s DOB insert and record “ Clinical History- Banged head”

7. Play back

8. Record “Blah, blah, additional information”

9. Play back and pause after “Skull- No fracture seen”. Change mode to [Overwrite]. Record “End of report” to overwrite “blah, blah, additional information”

QUESTIONS

Q:  Where can you load all unreported events?

Q:  If an event had any scanned Documents (with REQCARD Image type) where would they be displayed in the Dictation screen? 

Q:  Where can you load PACS images from the Dictation screen? 

Q:  How can you change your mode between [Insert] and [Overwrite]?  

Q:  How can you use [Delete Range]? 

Q:  When would you use [Delete All]? 

Q:  When would you [Edit Series]? 

Q:  When would you use [External Dict]?  

Q: How can you save as a Work In Progress?  

Q: How can you quite the Dictation without saving?
Clinical Reporting

Select > OPTIONS> MODE > REPORTING 

1. Report an event as reported by 1 radiologist

2. Report an event as reported by 2 different radiologists’

3. Create a series report (one overall report for multiple attendances). Create four Chest x-rays as four separate attendances and place the overall report on the most recent Chest x-ray attendance. 

4. Create a summary/ combined report using a two separate exam codes for a Chest x-ray and an Abdomen x-ray. 

5. Report a Barium Enema exam using a coded phrase. 

6. Batch report at least four attendances. For this you can find four E-numbers for unreported events in the Report Info List screen, Hover on the date column. 

QUESTIONS

Q:  Where can you load all dictations that need to be typed up?

Q:  What are the shortcut keys for cut, copy and paste?

Q:  How do you correct a spelling error?

Q:  How do you verify and print a report immediately after typing the report? (I.e. Hot reporting)

Q:  How do you amend the reporting clinician details on the report?

Q:  How do you restrict a patient’s report and for what reason might this be done?

Q:  When would you use Diagnosis / Museum Codes?

Q:  When would you use Batch Auto Reporting?

Q:  Describe how you would Batch Print.

Obstetric Reporting

Select OPTIONS> MODE> SONOGRAPHER MODE

Please use the same patient to complete all exercises. 

1.  Early Pregnancy Scan

· TOOLS > BACKLOG MODE. Enter a date 7 ½ months earlier than today.

· Create an attendance for a 7 week early pregnancy scan. 

· Post process the exam. 

· Complete the early pregnancy scan report with a comment. 

· Save a provisional report (Do not print or verify the report). 

· Then reload this report and verify in the Early pregnancy scan report’s Finished screen. 

2. Dating Scan

· TOOLS > BACKLOG MODE. Enter a date 6 ½ months earlier than today.

· Create an attendance for a 12 week dating scan

· Post process the exam.

· Complete the dating scan report with a comment. 

· Print and verify this report. 

3. Detailed Scan

· TOOLS > BACKLOG MODE. Enter a date 4 ½ months earlier than today.

· Create an attendance for a 20 week detailed scan.

· Post process the exam.

· Complete the detailed scan report and include a comment.

· Verify and print the report.

4. Growth scan

· TOOLS > BACKLOG MODE. Enter a date 1 ½ months earlier than today.

· Create an attendance for 32 week growth scan.

· Post process the exam.

· Complete the growth scan report and include a comment.

· Verify and print the report.

QUESTIONS

Q. How do you view graphs?

Q. On the graphs how can you see which is foetus 1 or foetus 2?

Q:  How do you add a foetus?

Q: Why would you remove a foetus and what happens if you do this? 

Q. What is Close pregnancy used for?

Q. When would you use New Pregnancy?

Q How can you select a different scan form e.g. Anomaly scan form. 

Q. How can you print an additional copy of a report following verification? 

Batch Verifying 

Select OPTIONS > MODE > REPORTING

This section requires creating at least four attendances, for each attendance select the same reporter in the [Reported By] tape details in the Report screen. Once you have set the [Reported By] details make a note of this reporter’s name and code. Now type up the report and do not verify in the Finished screen. This will save the report as unverified/ provisional. 

1. Select [Batch Verify] on the Menu screen. Click on the Secretary/ Consultant tab, press [F4] in the [Reported By] field and select the reporter you have created provisional reports for. [List] will load you into the Unverified screen. 

2. Select a patient and verify the report

3. Select a patient and suspend the report. 

4. Select a patient and skip a report. 

5. Select a patient and uncheck this report and select a different reporter to verify instead.  

QUESTIONS

Q:  How do you display scanned documents in the Report screen?

Q:  What does [Codes] display? 
Q:  Why would you suspend a report?

Q:  How do you unverify a report in the Unverified screen?

Q:  How do you view previous reports for selected patients whilst verifying?

Q:  How do you quit Batch Verify?

Nuclear Medicine 

1. Creating a Vial

· Create a vial, copy number 1

· Use your initials as the Vial Serial number

· Select an isotope (Code- TC99M)

· Select a chemical (Code- MAG3)

· Initial Volume 10ml

· Initial Activity 6000mbq

· Save the vial

2. Creating a Syringe

· Create a syringe using your vial, create 1

· Required at the current day and time

· For the activity required at time choose 80mbq (creating a volume of 0.13ml)

· Save the syringe

3. Attend and Add an Injection

· Create an attendance for your patient for a NM Whole Body Bone Scan

· Add an injection using the syringe you created 

QUESTIONS

Q. When adding an injection if a syringe has not been created how would you do this? 

Q. How can you make copies of vials or syringes that have already been created? 

Q. When will the injection icon disappear?
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