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OUTCOMES 

METHODS 

In 2016, an urban, academic level I trauma center 
emergency department (ED) transitioned from 100% 
paper documentation to 100% electronic health 
record (EHR) documentation for patients presenting 
with emergent needs. 
 
• The ED sees over 96,000 patients with over 1,500 

trauma admissions per year and employs over 140 
fulltime employees (FTEs). 

 
• The ED and Trauma Nursing Leadership teams as 

well as the Trauma Medical Director and ED 
Medical Director decided that the care of  
emergent patients would transition to the EHR. 

 
• Previously, the staff was documenting all trauma 

resuscitation patient care activities on paper forms.  
The organization made a decision to transition to 
EPIC EHR with a planned go-live. 
 

• A multidisciplinary team was formed to identify top 
priorities in the implementation strategies of trauma 
resuscitation EHR documentation. These priorities 
included patient workflows, documentation 
templates, and training for the users. 

 
 

   

• 100% of ED Shock Room documentation is 

completed within the ED EPIC application 

  

• Full adoption by clinical staff to document acute  

resuscitations within the ED EPIC application 

 

• Less than 10 Help Desk tickets were generated in 

the 9 months post go-live related to workflow, 

functionality, or documentation issues related to ED 

resuscitation care 

 

• Improved reporting capability (retrospective and 

prospective) and data abstraction for quality 

metrics 

 

• Continuity of documentation within the medical 

record and transition of care/handoff 
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Workflow Evaluation 
The multidisciplinary team, including bedside staff and 

ED/trauma nursing leadership, outlined all patient care and 

patient movement workflows from the time of patient 

presentation to the time the patient departs the trauma 

resuscitation room. 

 

Documentation 
The team developed documentation templates based on the 

outline of the patient workflows. The guiding principle for the 

nursing electronic documentation was the sequential flow of the 

EHR to be in the same chronological order as the previously 

utilized paper form.  

 

Training 
The principal ED EPIC trainer, a former ED/trauma nurse from 

the organization, created training videos of real scenarios to 

compliment training. The videos were played during staff 

documentation training sessions and paused for nurses to 

document in the training environment and practice real-time 

documentation. ED nursing management as well as select 

bedside nurses were trained as super users. These super users 

were scheduled around the clock to staff for the first two weeks 

during implementation. 

BACKGROUND 

CONCLUSIONS 

 
 

ED and trauma leadership commitment with bedside 
nursing engagement supported the successful 
trauma resuscitation EHR documentation 
implementation. Thoughtful workflow review, careful 
detail in translating the nursing flow sheet to match 
the nursing electronic documentation within Epic,  
and a dedicated training program all contributed to a 
successful transition from paper to the EHR.  


