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This Quick Reference Guide (QRG) demonstrates how to complete a Physician Cardiac 
Cath report in Enterprise Imagining.  

Complete a Physician Cardiac Cath Report 
 From the Task List: 

STEP 1: Click the study. 

STEP 2: With your selected study highlighted, click Start sign-off.   

STEP 3: Click Start sign-off again.  

STEP 4: In the Ascend Reporting screen, click the Diagrams tab.  

NOTE: When editing and making notes to the diagram on the left side, the changes will 
automatically appear in the Report on the right unless the Include in report check box is 
cleared.  

Annotate the Diagram 

STEP 1: Document the Coronary Dominance by clicking Right, Left, or Co-.    

STEP 2: Click Add/remove vessels; then click the appropriate area to bring a vessel into view 
or remove it from view by graying it out.  

STEP 3: Click the X Close button. 

STEP 4: To document a lesion site, first select the lesion type; then click the area of the diagram where the 
lesion should display.  

STEP 5: Document notes on the lesion in the pop-up menu; then, click the X Close button. 

NOTE: To select a grayed out default item, click the Record Default Value icon.  

STEP 6: To document the lesion length on the Report side, click Lesion length ?.  

STEP 7: Select the appropriate number from the pop-up table or type the number in the field. 

NOTE: Any field displaying a Question Mark denotes a suggested guideline by the American College 
of Cardiology (ACC).  

To select a grayed out default item, click the Record Default Value icon.  
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STEP 8: Click the X Close button. 

STEP 9: To document that the patient had a prior stent, click Prior stent; then click the area of the 
diagram to place it.  

STEP 10: Document more details in the pop-up Prior Interventions window. Then, click the X Close button. 

NOTE: To select a grayed out default item, click the Record Default Value icon.  

STEP 11: Click the Note Page icon to add free-text notes to any line of the report.  

STEP 12: Click the text box and type note. 

STEP 13: Click Done.  

NOTE: To delete a note, right-click and then select Delete Finding in the pop-up menu. 

STEP 14: Once reviewed, the patient’s findings are edited, and documentation is complete, click 
Sign.  

STEP 15: Click Confirm.  

For questions regarding process and/or policies, please contact your unit’s Clinical Educator or Clinical 
Informaticist.  For any other questions please contact the Customer Support Center at:  

207-973-7728 or 1-888-827-7728. 


