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 Using Train Domain 

You will be using the train domain to complete activities in this workbook. It has been designed to 

match the actual Clinical Information System (CIS) as closely as possible. 

Please note:  

 Scenarios and their activities demonstrate the CIS functionality not the actual workflow 

 An attempt has been made to ensure scenarios are as clinically accurate as possible 

 Some clinical scenario details have been simplified for training purposes 

 Some screenshots may not be identical to what is seen on your screen and should be used for 

reference purposes only 

 Follow all steps to be able to complete activities  

 If you have trouble to follow the steps, immediately raise your hand for assistance to use 

classroom time efficiently 

 Ask for assistance whenever needed 
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 SELF-GUIDED PRACTICE WORKBOOK 
 

Duration 3 hours 

Before getting started  Sign the attendance roster (this will ensure you get paid to attend 

the session) 

 Put your cell phones on silent mode. 

Session Expectations  This is a self-paced learning session 

 A 15 min break time will be provided. You can take this break at 

any time during the session 

 The workbook provides a compilation of different scenarios that 

are applicable to your work setting 

 Each scenario will allow you to work through different learning 

activities at your own pace to ensure you are able to practice and 

consolidate the skills and competencies required throughout the 

session 

Key Learning Review  At the end of the session, you will be required to complete a Key 

Learning Review 

 This will involve completion of some specific activities that you 

have had an opportunity to practice through the scenarios 

 Your instructor will review and assess these with you 
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 PATIENT SCENARIO 1 – Phase I PACU 

 Learning Objectives 

 At the end of this Scenario, you will be able to: 

 Identify and demonstrate the steps to locate a patient with Perioperative Tracking and assign 

a relationship 

 Demonstrate the steps to complete the bed transfer process 

 Identify the steps to associate/disassociate BMDI 

 Document patient care provided, medications and times 

 

 

SCENARIO 

A 54-year-old male with an inguinal hernia meets with a General Surgeon and is scheduled for an 

elective right inguinal hernia repair. The patient has a medical history of seizure disorder and a 

surgical history of appendectomy. Following his appendectomy he had a violent episode upon 

emergence, which was associated with the anesthetic drugs he received. His chart is screened by the 

PAC nurse and he is booked for a Nurse and Anesthesia PAC Appointment. He attends his PAC 

appointment and is determined fit for surgery. Surgery is scheduled three weeks from the date of the 

PAC appointment. 

Focus of this Scenario: 

The patient came to the hospital on the day of the procedure where mesh was implanted for the 

repair.  The patient recovers in PACU and is then transferred back to SDCC to be discharged later 

that day. 

Note:  The activities within Scenario 1 cover functionality that will be applicable to both Phase I 

(PACU) and Phase II (SDCC) nurses.  However, the activities in Scenario 1 are specific to PACU.  

Scenario 2 will cover activities specific to SDCC nurses. 

As a PACU (Phase 1) Nurse you will be completing the following 12 activities: 

 Navigate Perioperative Tracking  

 Establish a relationship in the system with your patient and access the chart from Perioperative 

Tracking 

 Use PM Conversation to complete the patient’s bed transfer process 

 Associating/disassociating Beside Medical Device Integration (BMDI) 

 Complete handover from OR and Anesthesia 

 Complete Perioperative documentation  
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 Documenting in Interactive View (iView) 

 Review PowerPlans and Orders 

 Administering Medication using the Medication Administration Wizard (MAW) and the barcode 

scanner 

 Complete Discharge Criteria in iView 

 Discontinuing a PowerPlan 

 Update Patient Status in Perioperative Tracking 
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 Activity 1.1 – Navigate Perioperative Tracking 

 

1 When you log into PowerChart as a PostOp Nurse, it will open to Perioperative Tracking. 
 

Perioperative Tracking will display various views (or tabs) depending on your area/login. Utilization 

of Perioperative Tracking LGH Phase I view is recommended to access patient charts within the 

LGH Phase I unit.  This view acts as a slate, a communication tool, and eliminates the need to 

search for patients individually.  

 

 

 Any time you need to navigate back to Perioperative Tracking, you can click 

 from the Toolbar. 

 Phase I patients will display on the LGH Phase I tracking view. Click the LGH Phase I 
tab to view the page. 

 Each row within this table represents a patient.  They are typically arranged by room 
(e.g. OR, PAC). 

 

  

 Key Learnings Points 
 

 The Perioperative Tracking view acts as a slate, a communication tool, and eliminates the need to 

search for patients individually. 

 You can use the Perioperative Tracking within the toolbar to return to this view from any other 

area of the application. 
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 Activity 1.2 – Access the Chart from Perioperative Tracking 

 

1 Open the patient’s chart via the Perioperative Tracking. 

  

1. Select the LGH Phase I view tab 

2. Select the appropriate patient by clicking in the left most empty cell beside the patient’s 

information. A Blue forward arrow  will appear. Double-click the Blue forward arrow to 

open the patient’s chart. 

 

  

3. If this is the first time logging in to a patient’s chart, you will be prompted to establish a 

relationship with the patient’s electronic chart. The Assign a Relationship window will 

display. Verify that this is the correct patient. Select Nurse to assign relationship. 
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Note: If this is the wrong patient, click the cancel button to return to Perioperative Tracking 

View. 

4. Click OK 

 

  

Verify that this is the correct patient’s chart. The Perioperative Summary page is where you will 
find an overview of a patient’s information. 

 
 

 Key Learning Points 

 The Blue forward arrow  indicates that you have selected a patient in the tracking view. 

 Users accessing a patient’s information for the first time are prompted to assign the relationship 

with the patient, for example, Nurse. 

 Verify the correct patient’s chart has opened. 
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 Activity 1.3 – Use PM Conversation to complete the patient Bed 
Transfer process 

 

1 Patient Management Conversation (PM Conversation) provides access to manage alerts (such as 
falls risk or isolation precautions), patient location, encounter information, demographics and to 
complete bed transfer details such as assigning a bed to a patient. 

Assign the patient to a PACU bed. 

 

1. Click the drop-down arrow within PM Conversation  in the Toolbar and 

select Bed Transfer to open the Bed Transfer window. 

 

2. Select LGH PACU 1 from the Unit/Clinic drop-down. 

Note: The fields highlighted in Yellow are mandatory. 

3. Click Bed Availability to open the Bed Availability window. 
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4. Click the appropriate PACU 1 bed/chair/waiting room which has a Bed Status as 
"Available"   

5. Click OK 

 The Room and Bed fields will populate, Accomodation will autopopulate. 

 

6. Complete the remaining mandatory fields: 

 Attending Provider:  <Surgeon’s Name> 

 Transfer Date: <Enter Today’s Date>  
i. Hint: Typing “T” will autopopulate the current Date 

 Transfer Time: <Enter Applicable Time>  
ii. Hint: Typing “N” will autopopulate the current Time 

7. Click Complete and Refresh  

 
 
The patient’s bed location will now display on the right side of the Blue Banner Bar in the patient’s 
chart. 
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 Key Learning Points 

 The fields highlighted in Yellow indicate mandatory fields that must be completed. 

 Remember to select beds that have an “Available” Bed Status. 
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 Activity 1.4 – Associating/Disassociating Bedside Medical Device 
Integration (BMDI) 

 

1 Bedside Medical Device Integration (BMDI) auto-populates patient’s vital signs and hemodynamic 

measures data directly into the patient’s electronic chart. The information flows to the Interactive 

View and I&O (iView) part of the chart. 

To associate/set-up Bedside Medical Device Integration (BMDI): 

 

1. Select Interactive View and I&O from the Menu 

2. Click Associate Device icon  

3. The device association window displays 

4. Scan the BMDI device or manually enter the device name in the Device field and press 
Enter on your keyboard. 

 In this activity, you will have to manually enter the BMDI device provided at the 
beginning of the class (PDP) 

 Select the associated BMDI device.   

5. Click Associate 

6. Click X to close the Device Association window 
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2 Prior to leaving the PACU, BMDI disassociation is required. 

To disassociate BMDI: 

 

Note: Steps 1 and 2 are only required if navigating from another aspect of the chart. 

1. Select Interactive View and I&O from the Menu 

2. Click Associate Device icon  

3. The device association window displays 

4. Click the checkbox next to the desired BMDI Device from the Associated Devices 

section 

5. Click Disassociate icon on the upper right side of the window 

 Verify disassociated device removed from list. 

6. Click X to close the Device Association window. 

 

 

 Key Learning Points 

 BMDI captures data directly from bedside monitoring devices into Interactive View and I& O 

(iView). 

 Ensure to review the data captured by BMDI. 

 Disassociate BMDI prior to leaving PACU. 
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 Activity 1.5 – Complete Handover from OR and Anesthesia 

 

1 The Perioperative Summary page contains a tab called Intraop Summary. This page can be used 

to review patient information with the oncoming nurse.  

 

1. Select Perioperative Summary from the Menu. 

2. Select the Intraop Summary tab. 

3. Review the components within the Intraop Summary tab. 

Note: Headings within Intraop Summary page can be clicked to access the corresponding part of 

the chart. 

 

 

2 Document that you have given Report or Handoff in iView by completing the following steps: 
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1. Select Interactive View and I&O from the Menu 

2. Select Shift Report/Handoff section from Periop Safety Departure 

3. Document using the following data: 

 Clinician Receiving Report = Nurse 1 

 Clinician Giving Report = Nurse 2 

 

4. Click Green checkmark icon  to sign 

Note: Not that not all fields are mandatory. 

 
 

3 Within the Handoff Tool there is an Informal Team Communication component that can be 

used for documentation of informal communication between all interdisciplinary care team 

members. Use the Add new comment section to leave a comment for the oncoming nurse or 

other team members.  

Note: Items documented within the Informal Team Communication component are NOT part of 

the patient’s legal chart.  

 

1. Select Perioperative Summary from the Menu. 

2. Navigate to the Handoff Tool tab. 

3. Select the Informal Team Communication component. 

4. Click into the Add new comment box.  
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5. Type the following text = Patient very anxious. 

6. Click Save 

 
 

 Key Learning Points 

 Use the Intraop Summary tab to review patient information with the oncoming nurse. 

 Use Informal Team Communication to leave a comment for the oncoming nurse or other team 

members. 

 Headings within Intraop Summary page can be clicked to access the corresponding part of the 

chart. 
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 Activity 1.6 – Complete Perioperative Documentation 

 

1 Begin To Access Perioperative Documentation for Phase I documentation: 

 

1. Select Perioperative Doc from Menu Perioperative documentation.   

Note: If the window below displays, you will select LGH Main OR and Click OK.  
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2. Select LGH PHASE - 01 Record – OR 

3. Click OK  

 

4. Enter the following for Phase I Date and Times: 

 In Phase I (This is the time the patient arrives in the PACU)= e.g. 1500 

 Ready for Phase II (This is the time the patient has met criteria to be transferred 

from PACU)= e.g. 1600 

 Discharge from Phase I (This is the time the patient physically leaves PACU)=  

e.g. 1630 

 To enter the current time, hit N for “now” on your keyboard 

5. Click Next (Note: this step updates the Perioperative Tracking time) 

Note:  It is recognized that you would not enter all times at the time from the various phases at 

once in a real situation.  

The current time will also be documented when the time box is clicked (do not have to enter N for 

the current time).  A modification to the currently documented time is possible by clicking the 

arrows for manually adjusting or manual entry via the keypad. 

The current date is documented as soon as the time field is clicked (do not have to enter T for the 
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current date).  A modification to the current date is possible by clicking the arrow for a calendar 

view or manual entry. 

 

 

2 You must finalize the record to complete the documentation.  Any incomplete documentation will 

be flagged at this point prompting you to complete your charting. 

 

1. Click the Finalize Flag icon .  The Document Verified window opens. 

 

2. Click Yes 

The procedure will now be part of procedure history, which will flow to documentation section of 

the Menu. 

 

 

 Key Learning Points 

 Perioperative documentation is used to capture key times. 

 Documentation is not complete until it has been finalized. 
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 Activity 1.7 – Documenting in Interactive View (iView) 

 

1 Nurses will complete most of their documentation in Interactive View and I&O (iView). iView is 

the electronic equivalent of current state paper flow sheets. For example, vital signs and pain 

assessment will be charted in iView. 

 

1. Navigate to iView by selecting Interactive View and I&O from the Menu. 

Now that the iView page is displayed, let’s view the layout. 

2. A band is a heading that has a collection of flowsheets (sections) organized beneath it. In 
the image below, the Periop Quick View band is expanded displaying the sections within 
it. 

 The set of bands below Periop Quick View are collapsed. Bands can be expanded or 
collapsed by  clicking on their name. 

3. A section is an individual flowsheet that contains related assessment and intervention 
documentation. Phase I Arrival is a section. 

4. A cell is the individual field where data is documented. 
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2 With the Periop Quick View band expanded, you will see the Vital Signs section. Document Vital 

Signs on your patient. 

 

1. Select the Phase I Arrival component under Periop Quick View 

 The Patient Out of Procedure Time will auto-populate from the Intraoperative 
documentation.  

2. Double-click the Blue box next to Phase I Arrival to document several cells – press Tab on 
your keyboard to move through the cells. 

3. Document the following data: 

 Phase I Arrival= Checked 

 Patient ID Band On and Verified= Yes 

 Patient Positioning= Supine 

 Provider Giving Report= Dr. Lo 

 Type of Provider= Anesthesiologist 

 Anesthesia Type= General 

4. To sign your documentation, click the Green checkmark icon   
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5. Click the Vital Signs section under Periop Quick View 

6. Enter the following information:  

 Temperature Tympanic = 37 

 Cuff Location: Right Arm 

 Oxygen Activity: Initiate O2 Therapy 

 Oxygen Therapy: Simple Mask 

 Oxygen Flow Rate = 10 

 SpO2 Site: Hand 

o Check BMDI data captured for Vital Signs 

Note: Although BMDI is capturing certain metrics, some Vital Signs related metrics still require 

manual entry. 

7. To sign your documentation, click the Green checkmark icon  
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Once the documentation is signed the text becomes black. In addition, notice that a new blank 

column appears after you sign in preparation for the next set of charting. The columns are 

displayed in actual time. You can now document a new result for the patient in this column. The 

newest documentation is to the left.  

 

3 As there are many bands and sections associated with the postoperative workflow, please take 

the time to familiarize yourself with the content without having to complete it.  Below are 

suggestions of some of the bands to review. These are some of the most commonly used ones: 

 

 

Note: Although iView is shared documentation amongst clinicians and certain providers, 

Anesthesia related intake and output values do not pull through and auto-populate in PowerChart 

and therefore require re-entering (as in current state) by the PACU nurse from the Intraop 

Summary page which is reviewed during handover.  
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4 Change the time in Interactive View 

We will make an assumption that you were unable to complete IV insertion documentation at the 

time it was performed.  You can create a new time column and document under a specific time. 

For example, the IV was inserted 30 minutes ago and you need to document it. 

 

1. The time column will be the current time.  Click the Insert Date/Time icon . 

2. A new column and Change Column Date/Time window appears.  

3. Choose the appropriate date and time you wish to document. In this example, use: Today’s 

date and 30 minutes previous. 

4. Click the Enter key  

 

 

 

 

5 Document a Dynamic Group 

Dynamic Groups allow the documentation and display of multiple instances of the same grouping 

of data elements. Examples of Dynamic Groups include Wound Assessments, IV Sites, and more. 

They are identified by the symbol  

 
For the purposes of this scenario, assume that your patient requires a peripheral IV (PIV) to be 

inserted. After inserting the IV successfully, you are now ready to document the details of the IV 

insertion.  
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1. Click on the Periop Lines – Devices band 

2. Now that the band is expanded, click on the Dynamic Group icon  to the right of the 

Peripheral IV heading in the flowsheet. 

 

3. The Dynamic Group window appears. A dynamic group allows you to label a line, wound, 

or drain with unique identifying details. You can add as many dynamic groups as you need 

for your patient.  For example, if a patient has two peripheral IVs, you can add a dynamic 

group for each IV. 

            Select the following data to create a label:  

 Peripheral IV Catheter Type: Peripheral 

 Peripheral IV Site: Forearm 

 Peripheral IV Laterality: Left 

 Peripheral IV Catheter Size: 20 gauge 

 

4. Click OK . The label created will display at the top, under the Peripheral IV section heading. 
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5. Double-click the blue box  next to the name of the section to document in several 

cells. You can move through the cells by pressing Enter on the keyboard. 

Now document the activities related to this PIV using the following data: 

 Activity = Insert 

 Patient Identified = Identification band 

 Total Number of Attempts = 1 

 Line Insertion = Tourniquet 

 Line Status = Flushes easily 

 Line Care = Secured with tape 

 Dressing Activity = Applied 

 Dressing Condition = Intact 

 

6. Click Green checkmark icon  to sign your documentation. Once signed the label will be 

accessible for other clinicians to complete further documentation within the same dynamic 

group.  

Note: A trigger icon  can be seen in some cells, such as Activity, indicating that there is 

additional documentation to be completed if certain responses are selected. The diamond icon   

indicates the additional documentation cells that appear as a result of these responses being 

selected.  These cells are not mandatory. 
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6 You realize upon reviewing your earlier charting that you wrote the incorrect Number of Attempts 

value. Let’s modify the Number of Attempts from 1 to 2. 

 

1. Right-click on the documented value of 1 for Number of Attempts 

2. Select Modify… 

 

3. Enter in new Number of Attempts = 2  

4. Click Green checkmark icon  to sign your documentation. 

 
5. “2” now appears in the cell and an icon  will automatically appear on bottom right corner to 

denote a modification has been made. 

Note: These steps can be followed to unchart documentation. 
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 Key Learning Points 

 Nurses will complete most of their documentation in iView. 

 iView contains flowsheet type charting. 

 The newest documentation displays in the left most column. 

 Once documentation within a dynamic group is signed the label will be accessible for other 

clinicians to complete further documentation within the same dynamic group. 

 Examples of Dynamic Groups include wound assessments, IV sites, chest tubes, etc.  

 Always sign your documentation once completed. 

 Results can be modified and uncharted within iView. 

 If required, you can create a new time column and document under a specific time. 

 Only document relevant data; not all cells are mandatory.  
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 Activity 1.8 – Orders and PowerPlans 

1 Throughout your shift, you will review your patient’s orders. The Orders Profile is where you will 

access a full list of the patient’s orders. 

To navigate to the Orders Profile and review the orders: 

1. Select Orders from the Menu 

2. On the left side of the Orders Profile is the navigator (View) which includes several 

categories including:  

 Plans 

 Categories of Orders 

 Medication History 

 Reconciliation History 

3. On the right side is the Orders Profile where you can: 

 Review the list of All Active Orders 

Moving the mouse over order icons allows you to hover to discover additional 

information. 

Some examples of icons and their meanings are: 

 Order requires nurse review 

 Additional reference text available 

 Order is part of a PowerPlan (Order Set)  

 Order requires Pharmacy verification 

 

4. Notice the display filter default setting is set to display All Active Orders. This can be 

modified to display other order statuses by clicking on the blue hyperlink. 
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2 A PowerPlan in PowerChart is the equivalent of pre-printed orders in current state and is often 

referred to as an order set. At times it may be useful to review a PowerPlan to distinguish its 

orders from stand-alone orders. Doing this allows a user to group orders by PowerPlan. 

Let’s review a PowerPlan. From the Orders Profile: 

 
 

1. Locate the Plans category to the left side of the screen under View 

2. Select the ANES Post Anesthesia Care Unit (PACU) PowerPlan.  

 Review the orders within the PowerPlan. 

3. Click Initiate.   

 Ordering Physician window populates.  

 

4.  Select No Cosignature Required    

5.  Click OK. 
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6. Click Orders For Signature box 

 

7. Click Sign button 

 

8. Processing.  Click Refresh. 
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9. Review that the orders are now initiated. 

 

 3 Similar to current practice, nurses can place verbal and telephone orders. In this activity we are 

going to practice placing a verbal order. Verbal Orders are only encouraged when there is no 

reasonable alternative for the provider to place the order in PowerChart themselves. For 

example, in emergency situations.  

Note: Verbal and phone orders that nurses enter in the PowerChart will be automatically routed 

to the ordering provider for co-signature. 

 

Place a verbal order: 

1. Click  from the Orders Profile 

 The Add Order window opens 
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2. Type = cbc in the search field. 

3. Select CBC and Differential from the list of search results. 

 

 

The Ordering Physician window opens. 

4. Fill out mandatory fields highlighted yellow with the following details:  

 Physician name = type name of Attending Physician (last name, first name)  

 Communication type = Verbal 
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5. Click OK 

6. Click Done to close the Add Order window (refer to first screenshot within this activity). 

 

 

Note: If this were a telephone order, the communication type of Phone would be selected.  

7. Review the order in the Order Details window. 

8. Click Sign and click Refresh  

The orders profile now displays the continuous infusion with a status of Ordered.

 

 

4 To see examples of different order statuses, review the image below:  

 

 Processing- order has been placed but the page needs to be refreshed to view 

updated status 

 Ordered- active order that can be acted upon 

To see examples of order details, review the image below: 
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 Focus on the Details column of the Orders Profile 

 Hover your cursor over certain order details to see complete order information 

 Note the start date and that orders are organized by clinical category  

 
Note:  As there are multiple PowerPlans which are initiated at the same time within PACU with little 

time between initiating and administration of medications, this results in the lack of duplicate 

checking from Pharmacy.  As a result, manual checking by nurses for duplication of 

medication (drug and dosage) is required by the PACU nurse. A call to the Surgeon or 

Anesthesiologist may also be required to cancel any duplicate orders. Please be careful as this is a 

medication administration safety point. 

 

 Key Learning Points 

 The Order Page consists of the orders view and the order profile. 

 The Orders View (Navigator) displays all order for the patient, including PowerPlans and clinical 

categories of orders. 

 The Order Profile page displays all the orders for a patient. 

 Nurses should always verify the status of orders. 

 Hover over order details to view additional order information. 

 Verbal orders are only encouraged to be entered when a physician cannot enter the order directly 

into PowerChart themselves, for example in an emergency or when the physician is sterile in mid 

procedure. 

 Required fields are always highlighted Yellow. 

 Verbal and phone orders that are entered in PowerChart automatically get routed to the ordering 

provider for co-signature. 

 Nurses can initiate PowerPlans as No Cosignature Required Orders. 
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 Activity 1.9 – Administering Medication using the Medication 
Administration Wizard (MAW) and the Barcode Scanner 

 

1 Medications will be administered and recorded electronically by scanning the patient’s wristband 

and the medication barcode. Scanning of the patient’s wristband helps to ensure the correct 

patient is identified. Scanning the medication helps to ensure the correct medication is being 

administered. Once a medication is scanned, applicable allergy and drug interaction alerts may 

be triggered, further enhancing your patient’s safety. This process is known as closed loop 

medication administration. 

 

 

2 Tips for using the barcode scanner: 

 Point the barcode scanner toward the barcode on the patient’s wristband and/or the 

medication (Automated Unit Dose- AUD) package and pull the trigger button located on 

the barcode scanner handle  

 To determine if the scan is successful, there will be a vibration in the handle of the 

barcode scanner and/or, simultaneously, a beep sound  

 When the barcode scanner is not in use, wipe down the device and place it back in the 

charging station 

 

 

3 It is time to administer IV Morphine to your patient. 

 

Let’s begin the medication administration following the steps below.  

1. Select MAR from the Menu and review medication information. Click Medication 

Administration Wizard (MAW)  in the Toolbar. 
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2. The Medication Administration window will open. Scan the patient’s wristband. 

 

3. The Medication Administration window will display the medications that you can 

administer. Scan the medication barcode for morphine 2 mg IV.     

 
Note: The Medication Administration window populates with medications that are scheduled for 

1 hour ahead and any overdue medications from up to 7 days in the past. 
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4. You are using the morphine 2 mg IV product barcode. Note that this medication is a range 

dose order. A Range Dose Warning screen will display to remind you of this dose range. 

Click OK to acknowledge the alert. 

 

5.  Warning window displaying reminding you that the dose scanned is not the correct dose 

and to modify dose to be administered.  Click OK. 
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6.  Click on medication under Result. 
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7.     A charting window will appear. Enter the following details: 

 Respiratory Rate = 12 

8. Modify dose as needed to 2 mg. 

9. Modify volume accordingly to 0.2 mL. 

10. Click OK 
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11. Click Sign 

12. Complete your medication checks and administer the medication. Assuming this is 

complete, now you can sign for the medications administered. Click Sign and Refresh 

. 

        

13. After refreshing the page, you will be able to see more details including the time the last 

dose was given.  
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4 Administer IV Normal Saline 
IV normal saline does not have a barcode to be scanned as it is a Stores Item. Stores items 
are documented on the MAR differently. Let’s begin the medication administration following 
the steps below. 

 

1. From the MAR, review the order details for the sodium chloride 0.9% continuous 

infusion. Note: the status is Pending meaning it has not been administered yet. 

 

2. To administer the infusion, click on Medication Administration  from 

the toolbar. 

 

3. The Medication Administration window opens prompting you to scan the patient’s 

wristband. Scan the barcode on the patient’s wristband.  
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4. A list of ordered medications that can be administered appears in the Medication 

Administration window. The next step would be to scan the barcode on the medication, 

but with items that do not have a barcode, such as Normal Saline, we cannot do this. 

Instead, scroll down to manually select the small box on the left beside the order for the 

Sodium Chloride 0.9% (NS) continuous infusion 1,000mL, order rate: 75ml/hr, IV. 

5. Click on the Task Incomplete icon  and another charting window will open for the 

sodium chloride 0.9% (NS) continuous infusion 1,000mL  

       

6. Fill in the mandatory information, in this case: Site = Arm, Lower-Left and click OK 
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For the purpose of this scenario, please fill in Performed time = 0600 

       

7. Click Sign and you will be brought back to the MAR where the sodium chloride 0.9% 

continuous infusion at 75mLh is now shown as complete and the time the bag was started.  

8. Click Refresh. 

Note: Since you have documented the first bag of this continuous infusion it will show as 

completed.  Once the page is refreshed, it will revert back to pending as the order is for 

continuous infusion; therefore this will continue to show as further bags are administered. 

 

All fluids administered through MAR and MAW should flow to the Intake and Output where 

you will be able to see your patient’s fluid balance.  

9.  From the Menu, click on Interactive View and I&O. 

10.  Click on Intake and Output band. 

11.  Refresh the page. 
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12. Click on Continuous Infusions.  The Sodium Chloride infusion will be listed.  

13. Double- click in the time cell in the current hour (left hand side) for the continuous infusion.  

The cell will update with the prorated hourly volume. 

14. Click Sign. 

 

 Key Learning Points 

 Use barcode scanner to document medications 

 Non-barcoded IV fluids cannot be scanned, but the patient’s wristband should still be scanned 

through MAW to help identify the correct patient. 

 Medication volumes will flow from the MAR into the Intake and Output section of iView 

 Continuous infusions are documented using MAR and MAW 

 All infusions documented through MAR pulls forward into Intake and Output 
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 Activity 1.10 – Complete Discharge Criteria in iView 

 

1 The patient is ready to leave PACU. Complete the Modified Aldrete Score and Discharge Criteria 

documentation within iView to determine Readiness for Discharge to the next Phase. 

 

1. Navigate to Interactive View and I&O from the Menu. 

2. Select the Sedation Scales section of the Periop Quick View band. 

3. Double-click the blue box  next to the name of the section to open documentation 

for this section. You can move through the cells by pressing Enter on the keyboard. 

4. Select the Modified Aldrete Score.  Additional cells appear for documentation.  Document 

using the following data: 

 Respiratory: Able to deep breathe and cough freely 

 Circulation: BP +/- 20% of pre-op value 

 Level of Consciousness: Awake and oriented 

 Movement: Moves 4 limbs on own 

 SpO2: Able to maintain O2 saturation greater than 92% on room air 

 Modified Aldrete Score: (Note that this score is auto-calculated to 10) 

 

 



Activity 1.10 – Complete Discharge Criteria in iView                       

 

48  |  64 

 

5. Select the Discharge Criteria section of the Periop Quick View band. 

6. Double-click the blue box  next to the name of the section to open documentation 

for this section. You can move through the cells by pressing Tab on the keyboard. 

Document using the following data: 

 Nausea and Vomiting: Controlled nausea/vomiting 

 Bleeding: Dressing site dry and clean 

 Pain: Controlled pain 

 Discharge Criteria Score: (Note that this score is auto-caculated to 6) 

7. Click Green checkmark icon  to sign 
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 Activity 1.11 – Discontinuing a PowerPlan 

 

1 Let’s assume that your patient is now transferring from Phase I to Phase II.  

Note:  If discharging from Phase I (PACU) to Phase II (SDCC), you will only discontinue the ANES 

Post Anesthesia Care Unit (PACU) PowerPlan. 

 

1. Navigate to the Orders Profile by selecting Orders from the Menu. 

2. Right-click ANES Post Anesthesia Care Unit (PACU) PowerPlan from the View menu. 

3. Select Discontinue 

 

4. You are prompted to select orders to keep. As everything within these plans should be 

discontinued there is no need to keep any of the orders in place. Click OK 
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The Ordering Physician window opens. 

5. Fill out mandatory fields highlighted yellow with the following details:  

 Physician name = type name of Attending Physician (last name, first name)  

 Communication type = No Cosignature Required 

6. Click OK 

 

 

7. Notice that all of the orders are crossed out. Review the orders and click Orders for 
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Signature. In the following screen, click Sign and Refresh  

 

The ANES Post Anesthesia Care Unit (PACU) PowerPlan is no longer bolded, indicating that it is 

not active and states that it is discontinued. 

Note: Active PowerPlans display bolded, while inactive (planned or discontinued) PowerPlans do 

not display bolded. 

In a real scenario, you would review the PreOp PowerPlans and discontinue any that were initiated 

but not completed.  However, in this workbook only PostOp PowerPlans are addressed. 
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 Activity 1.12 – Update Patient Status in Perioperative Tracking 

 

1 Now that your patient is moving to Phase II, change the patient’s status directly from Perioperative 

Tracking view. The advantage of Perioperative Tracking is that real time patient status can be 

immediately communicated as they occur.  

Let’s assume that in this scenario, the Surgical Daycare Centre (SDCC) is unable to accept the 

patient right away. Update the Perioperative Tracking to indicate that the patient is ready to be 

transferred when there is a bed available in SDCC. Set an Event to place the patient On Hold for 

Phase II. 

Note: An Event can include an alert (e.g., Violence Alert), a patient status (e.g., Pt. in Waiting 
Room), and notifications (e.g., Seen by Nurse). 

 

1. Navigate to the Perioperative Tracking by clicking   from the Toolbar. 

2. Right-click in the grey space in the row with the patient’s name. 

3. Select Set Events 
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4. Select the Phase I/Phase II tab 

5. Click the On Hold for Phase II button. 

 The On Hold for Phase II button falls off of the left side of the screen. The right side of 
the screen will populate with On Hold for Phase II. 

 

6. Review that the patient is now On Hold for Phase II 

7. Click OK 
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8. The Perioperative Tracking now shows the patient as On Hold for Phase II. 

 

2 Once you have Set an Event, the only metrics that can be modified are the date and time of an 

event. Modify the time of the event. 

 

1. Right-click in the grey space in the row with the patient’s name and select Set Events. 

    The Case Tracking Set Events window opens. 
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2. Right-click the event and select Modify Event. 

    On Hold for Phase II window opens. 

 

3. Change the time to 1300. 

4. Click OK in the On Hold for Phase II window. 

5. Click OK in the Case Tracking Set Events window. 

 

3 SDCC Nurse calls to inform you that they are ready to accept the patient. Your patient is 

transferred to Phase II (SDCC). If verbal handover occurs, you would comeplete Handoff 

documentation in iView similar to Activity 1.5. 
 

 

 Key Learning Points 

 Right click anywhere along the row with the patient’s name to Set an Event.  

 Events can be added, removed or modified. 

 Date and time are the only metrics that can be modified. 
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 PATIENT SCENARIO 2 – Phase 2 SDCC 

 Learning Objectives 

 At the end of this Scenario, you will be able to: 

 Complete discharge activities in PowerChart 

 

SCENARIO 

The patient has arrived to SDCC. Complete discharge activities and discharge patient home with 

family. 

Note: In SDCC, you will complete patient care activities including some of the following: 

documenting in iView and reviewing orders. The activities covered in Scenario 1 will also apply to 

your setting with some variation (e.g. documenting a removal of an iView instead of an insertion). 

Now let’s complete activities specific to you. 

 Complete Nursing Discharge Checklist 

 Printing a Patient Discharge Summary 

 Discharge Encounter 
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 Activity 2.1 – Complete Nursing Discharge Checklist 

 

1 Prior to sending the patient home, complete a Nursing Discharge Checklist.  

 

Begin by entering the patient’s chart. 

1. Double-click the Blue forward arrow icon  

 

2. Select Perioperative Summary from the Menu 

3. Select Discharge tab 

4. Select Discharge Documentation component  

5. Click the Blue downward arrow  

6. Select Nursing Discharge Checklist  

 The Nursing Discharge PowerForm will open 
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7. Complete the Discharge Checklist with the following information: 

 In the Discharge Checklist box select  the following: 

i. Follow Up Information Provided: Yes 

ii. Discharge Education Provided: Yes 

iii. Patient Discharge Summary Provided: Yes 

iv. Prescriptions Given: N/A 

v. Medications Returned Per Inventory List: N/A 

vi. Valuables Returned Per Inventory List: N/A 

vii. Home Equipment/Supplies Arranged: N/A 

viii. Community Services Arranged Post Discharge: N/A 

ix. Transportation Arrangements Made: N/A 

 In the Accompanied By box select the following: Spouse 

 In the Discharge Transportation box select the following: Personal vehicle 

8. Click the Green Checkmark icon    
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 Activity 2.2 – Printing a Patient Discharge Summary 

1 The Patient Discharge Summary is completed by the provider and summarizes for patients, 

information about their stay in hospital. It also includes follow-up appointment and medication 

information. It can be found in the Discharge tab of the Patient Summary section of the chart.  

 

Note: The Patient Discharge Summary is dependent on whether the Provider completes it as per 

their workflow.  

 

 
 

1. Select the Provider Discharge Documents component 

2. Select Patient Discharge Summary document. The Patient Discharge Summary appears 

in a window on the right side of the screen. 

3. Click Print 
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1. From the Template drop-down list, choose Document Template 

2. From the Purpose drop-down list, choose Continuing Care 

Note: Please only practice the next step and do not send anything to print. Click  in place of 

clicking Send.   

3. Ensure you choose the correct printer from the Device drop list click Send. 
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 Activity 2.3 – Discharge Encounter 

1 Now that your patient’s chart is finalized and your patient has left SDCC, discharge their encounter 
from PowerChart. 

Once you discharge a patient: 

 Any outstanding initiated orders from the current patient encounter will be discontinued 
automatically. 

 You and other clinicians will still be able to document on the patient chart.  

Note: In Activity 1.6, you entered a Discharge from Phase II time in Perioperative Doc. Therefore 
we will do not need to enter a Discharge from Phase II time in Perioperative Doc again. 

 

1. Select PM Conversation  from the Toolbar. 

2. Select Discharge Encounter 
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3. Complete the mandatory fields highlighted in Yellow with the following information: 

 Discharge  Disposition: Discharge Home without Support Services 

 Discharge Date: <Enter Today’s Date> 

i. Hint: Typing “T” will autopopulate the current Date 

 Discharge Time: <Enter Applicable Time> 

ii. Hint: Typing “N” will autopopulate the current Time 

4. Click Complete 

 

Your patient is now discharged from PowerChart. 

 

 Key Learning Points 

 The patient discharge summary is completed by the provider to summarize for the patient, 

information about their hospital stay, follow-up appointments and medications 

 You can preview documents by clicking on them in the respective workflow page component. 

 PM Conversation is used to discharge patients.  
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 End of Workbook  

You are ready for your Key Learning Review. Please contact your instructor for your Key Learning 
Review. 


