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3Accessing the SmartForm
• The Asthma SmartForm is available under SmartForms from 

the Action Menu.
– From the Action Menu choose Classic SmartForms
– A dialog box appears with the list of available Encounter 

SmartForms
– Select Asthma



4Accessing the SmartForm 
• Before the SmartForm opens a dialog box appears asking   

“Is this a new patient?”
– Click “Yes”,  if this is an initial asthma visit
– Click “No” if the patient was seen previously for Asthma



5Navigating the SmartForm 
• The Asthma SmartForm contains 7 sections:

– HPI: this section documents the history of present 
illness

– Past Hx’s: this section shows the birth history, past 
medical, surgical, and family history

– Exam: documentation of the exam elements (i.e. 
HEENT, chest, abdomen, extremities, neurological) 

– Medication: lists all current medications
– Assessment: determination of guideline based 

asthma severity and control
– Action Plan: creates and prints an Asthma Action 

Plan
– Education: documentation of education delivered at 

the visit



6Navigating the SmartForm 
• Responses are color-coded to indicate the source of 

information

• Helpful Hints:
– Do not click the “Accept” button until data entry is complete. 

Clicking “Accept” will close the SmartForm. To navigate through 
the sections of the SmartForm, click on the Tabs at the top.

– When “N/F” appears in a pulled field, no value was found.

Pulled from the patient’s 
electronic medical record

Field used in calculation of 
severity and/or control based 
on NHBLI guidelines



7Data Elements
• Data elements can be stored as patient level or encounter 

level. 
• Patient level elements are entered once and updated only as 

necessary.
– For example, if patient has never been intubated previously, 

choose “no” from the drop-down list. 

– Unless changed after consultation with patient and caregiver, the 
data field will remain “no” on each subsequent visit.

• Encounter level elements are entered at each visit.
– Examples of encounter level elements are the physical exam 

findings.



8HPI



9HPI
• Symptom history and frequency (patient level)

– Hospitalizations are patient level and represents a cumulative 
total. For example, if a patient is hospitalized twice since the last 
visit, add 2 to the number of hospitalizations from last visit and 
enter the date of the last hospitalization. 

• Environmental triggers (patient level)
– Check known asthma triggers, if any.

• Impact (encounter level)
– Impact of asthma on activities of daily living

• Medication use (encounter level)
– Use of SABA, degree of adherence and barriers

• Environmental history (encounter level)
– Exposure to smoke and pets

• ACT score, if completed at the visit (encounter level) 



10ACT                                                 
• The Childhood Asthma Control Test (C-ACT or ACT) 

developed by Andrew H. Lui et al1 is a validated instrument 
used as a measure of asthma control. Two versions of the 
questionnaire are  available:
– Childhood Asthma Control Test (age 4 -11)
– Childhood Asthma Control Test (age 12 and older)

• Total score is calculated and entered under the ACT Score in 
the HPI section.

1 Liu AH, Zeiger R, Sorkness C et al. Development and cross-sectional validation of the 
Childhood Asthma Control Test. J Allergy Clin Immunol 2007 April;119(4):817-25. 



11Past History                                 
• This section contains information from the patient’s medical 

record.
– Birth History
– Past Medical History
– Past Surgical History
– Past Family History

• The information contained on this tab is read only.
• Updates or corrections are made in the appropriate sections 

in EpicCare.



12Past History



13Exam 
• The Exam Tab is divided into two subsections: HEENT and 

chest/abd/extrem/neuro.    
• Check                               to indicate all HEENT elements are 

normal.  Check                                                  to 
indicate all chest, lungs, heart, abdomen, extremities, skin 
and neurological exam elements are normal. 

• Uncheck the Normal box to clear all “normal” exam elements. 
Individual items checked will remain checked.

• Each physical exam item can be changed individually.
• An exam note is built as items are checked:



14Exam: HEENT         



15Exam: chest/abd/extrem/neuro



16Medication 
• This section lists the patient’s current medications and 

allergies.  
• The information contained on this tab is pulled from EpicCare 

and is read only.
• If there are inaccuracies, updates or corrections should be 

made in the appropriate sections of EpicCare.



17Medication



18Assessment                              



19Assessment
• The Provider documents chest x-ray and PFT results. A note 

summarizing these results is built in the Diagnostic/Imaging 
box on the right side of the Assessment tab.

• The assessment is populated based on the control and/or 
severity classifications determined at the visit. The Provider 
enters the Plan.



20Severity and Control                 
• Based on the information entered, the patient’s severity and 

control are calculated.
– Entry of at least 1 element is required for calculation
– The most severe entry selected dictates the final calculation
– The calculated severity and control appears under “Guideline 

assessment today”

Note populated 
based on entries.



21Severity and Control
• Severity (patient level)

– The severity classification from the initial visit appears.
– Periodic re-assessment may be needed. If severity is 

reassessed, change severity classification (if appropriate) and 
check the box “severity reassessed today”.

• Control (encounter level)
– Click on “Accept calculated control?” to accept NHLBI guideline 

calculation of control OR choose the appropriate control 
classification under Clinician assessment. 



22NHLBI Guidelines              

Click here to review the 
recommended treatment

After determining the patient’s severity 
and/or control, this box appears with the 
NHLBI guideline recommendation for 
treatment.



23NHLBI Stepwise Approach    



24NHLBI Stepwise Approach

Click on the blue 
hyperlinked text to review 
medication dosing.

Excerpts from the NHLBI Guidelines appear:

Use menu 
to view 
other 
excerpts



25Action Plan                                
• Complete the action plan by entering the appropriate 

medication, dosing and timing for the Green Zone (Doing 
Well), Yellow Zone (Getting Worse) and Red Zone (Medical 
Alert).

• Click on the                   button. The customized action plan is 
printed and the “Action plan given” box is checked.

• For all subsequent visits, the fields are pre-populated from the 
last visit. If there are no changes since last visit, check the 
box “Action plan reviewed this visit with no changes”.



26Action Plan 



27Action Plan Printout 



28Education
• This section is used to document education provided at the 

visit. 
• If the education is delivered, check the box next to item. The 

current date appears in the box to the right. The date field is 
patient level and appears in the box until the next time that 
item is discussed and checked in the SmartForm.

• Based on the patient’s asthma triggers entered in the HPI tab, 
appropriate environmental control measures are highlighted. 



29Education



30Progress Note
• Summary Notes are built as the provider completes the 

SmartForm and appear throughout the SmartForm
• These Summary Notes provide a preview of the text that 

appears in the Progress Note. 

Examples:



31Progress Note
• Open Progress Notes and click on the Insert SmartText icon.  

Type in the name of the SmartText (Asthma SmartForm), 
select and click accept. 

• The SmartText builds the Progress Note based on entries in 
the SmartForm. The provider reviews the note and make any 
changes or additions if needed. 



32Contact    

Need Assistance?

Contact Email Phone
David Milov, MD
Chief of Clinical Informatics

dmilov@nemours.org (407) 650-7070

Lynn Woods, ARNP
NCC-O Pulmonology

lwoods@nemours.org (407) 650-7350

Chara Chen, MBA, CAPM
NCMP Project Manager

cchen@nemours.org (407) 650-7453

Chris Pierson, RN
NCMP Project Coordinator

cpierson@nemours.org (407) 650-7364

mailto:dmilov@nemours.org
mailto:lwoods@nemours.org
mailto:cchen@nemours.org
mailto:cpierson@nemours.org
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