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% SELF-GUIDED PRACTICE WORKBOOK
Duration 3 hours
Before getting started Sign the attendance roster (this will ensure you get paid toattend

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 breakat
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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W 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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W PATIENT SCENARIO

Learning Objectives

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

Navigate Perioperative Tracking

Display and navigate the Patient Chart

Update the patient’s status in Perioperative Tracking

Complete the patient’s bed transfer process

Document on a PowerForm

Set a Process Alert

Initiate orders

Document in iView

Administer Medication Using the Medication Administration Wizard

Navigate the Perioperative Summary

SCENARIO

Overall Scenario:

A 54-year-old male patient with an inguinal hernia met with a General Surgeon and is scheduled for
an elective right inguinal hernia repair. The patient has a medical history including seizure disorder

and a surgical history of an appendectomy. He has attended a PAC appointment with a Nurse and
Anesthesia. He was assessed as fit for surgery and it is set for 3 weeks after the appointment. The

patient arrives for his elective day surgery procedure.

Focus of this Scenario:

It is the day of the patient’s surgical appointment, and he arrives for his elective day surgery
procedure.

As a Pre-Op Nurse, you will complete the following 14 activities:

Navigate the Tracking Board

Display and Navigate the Patient Chart

Update the Patient’s Status within Perioperative Tracking by Setting an Event
Use PM Conversation to complete the patient’s Bed Transfer

Locate and verify the Procedure Consent

Complete the Surgical Assessment PowerForm

Complete the Perioperative Preprocedure Checklist

Set a Process Alert
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Initiate Orders

Document in iView for Intravenous Insertion

Complete the Steps to Administer Medications via Medication Administration Wizard (MAW)
Setting an Event (Patient Ready for Surgery)

Patient Handover

Setting an Event (Transport to OR)
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3+ Activity 1.1 — Navigate Perioperative Tracking

When you login to PowerChart it will open to Perioperative Tracking.

Perioperative Tracking will display various views (or tabs) depending on your area/login.
Utilization of Perioperative Tracking LGH Preop view is recommended to access patient charts
within the LGH Preop unit. This view acts as a slate, a communication tool, and eliminates the
need to search for patients individually.

Testuser, P (= e
Tosk Edit View Patient Chart Links CaseActions Provider List Help

ient List Dynamic Case Tracking Ef Pref Card Picklist (] Case Selection B Time-Critical Procedures i Day of Surgery View B Historical View S LeamingLIVE || | @ CareConned t @ PHSAPACS @ VCH and PHC PACS @ MUSE @ FormFast WFI |
tion G PM Conversation + - Communicate » (] Medical Record Request = Add + & Scheduling Appointment Book 8] Documents {8 Staff Assign &% Preference Card Maintenance (& Report Builder ) Discer Reporting Portal €} Report Manager [EiAware |
5 and Guidelines @ UpToDate _

SGH Ints |  SGHPhesel |  SGHPheseD |  LGHASCPhasel |  LGHASCPreOp |  LGHMTRIntraOp LGH Case Communicat tion LGH OB View SGH OB View LGHECT |  SGHCaseC o
LGHEndoPrep |  LGHEndoPostOp |  LGHPAC |  LGHPrefCard |  LGHFamiy LGH Pre0p PALGH Emergency List LGH Intraop. LGH Phasel LGHPhasel |  SGHPref Card t | sGHPreOp

Filter: LGH Preop Today <™ @| @ o EJ| Total Casesi2

Status Sched Start  |Start  |Stop _Add Pt Type |CK so Alerts Allergy [Patient Age Procedure Surgeon PreOp Nurse
LGHOR GRV (1 case)

07-Dec-2017  08:00  09:27 Day Surgery a CSTPRODBCSN, ANESTHESIA 47 years “Right Hernia Inguinal” Hunter, J

080000

07Dec2017  14:00  15:00 Pre-Day Sury /™ CSTSNWORKBOOK, REVEW &4 years “Repair Right Hernia Inguinal” Plisvew, T
4 14:00:00 e

1. Any time you need to navigate back to Perioperative Tracking you can click

¢ Penoperative Tracking from the tOOIbar.
2. Preoperative patients will display in LGH PreOp tracking view.

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

Key Learning Points

You can use the Perioperative Tracking within the toolbar to return to LGH PreOp view from any
other area of PowerChart
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& Activity 1.2 — Display and Navigate the Patient Chart

1 Opening the patient’s chart in the Perioperative Tracking

Provider List  Help
B Time-Critica Pr
ord Request 4+ Add + B Scheduling Apps

5GH Intraop. | SGH Phasel | SGH Phase T LGH ASC Phase Il LGH ASC Predp | ;H MTR ntraQp ] LGH Case Communication | LGH OB View | SGH OB View | LGHECT | 5GH Case Communication ! LGH Ende Incompiets.
LGH Endo Prep LGHEndoPoROp. |  LGMPAC |  LGMPrefCad | LGHFamily [toHPeop ||  LoHEmewgencyli |  LoHiwnop \GHPhasel | LGHPhaseD |  SGHPrefCad | SGHEmemencylin SGHPrOp
Fiter LGH Precp Today = | (0 G | g = B | Total Casesd
Statu: Sched Stat  Stat Swop  Add PLType  CK lso Alens Allergy Patient Age Procedure ‘Surgean Prep Hurse Scheduling Comments Com(
(1 case)
07-Dec2017 0930 1087 Day Surgery a CSTPRODBCSN, ANESTHESIA 47 yaars ‘Right Hemia Inguinal Hunter.
093000
T-Dec-2017 1400 1500 Pre-Day Sun % CSTSNWORKBOCK, REVIEW 54 years “Repaur Right Hemia Inguinal” Plisvew, T
’ 14:00.00 e

Select the LGH PreOp view.

1
2. Select the appropriate patient by Clicking on the row. Blue arrow * will appear.
3. Double-click the Blue arrow * next to the patient’s chart to open their chart.

Assign a Relationship @
For Patient:  CSTSNWORKBOOK, REVIEW

Relationships:

Quality / Utilization Review
Research
Unit Coordination

’ oK [ Cancel ]

4. If this is the first-time logging in a patient’s chart, the Assign a Relationship window will
display, verify this is the correct patient.

Note: If this is the wrong patient, click the cancel button to return to Tracking View

5. Select Nurse to assign relationship.
6. Click OK
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Task Edit View Patient Chat Links Novigston Help
Perioperative Tracking (=3 Message Centre § Patient List Dynamic Case Tracking [ Pref Card Pickist (1] Case Selection g Time-Critical Procedures s Day of Surgery View ¥ Historical View B LearinglIVE | | @) CareConnect @) PHSA PACS @ VCH and PHC PACS @ MUSE @ FormFast WFI _

£ B Tear Off ) £t W AdHoc MBIMedication Administration G PM Conversation » o Ca ate + 3) & Add + 8 Sched. - Rhstett Asngn B Preference ] fat Drscern Reporting @ Report Manager (B itware _
Policies and Guidelines €} UpToDate _

Location:LGH SDCC; PACU 2: 05

CSTSNWORKBOOK, REVIEW
CSTSNWORKBOOK. REVIEW > 1-1963 ~ cess:Seizure Precautions

Allergies: No Known Medication Allergies

i A Perioperative Summary

ARABLQ 0x - 00Q
Preop Summary 54| Intraop Summary %2 | Postop Summary 52| Quick Orders 33| Handoff Tool 2|+ =
e e e i =,
= — Sected it
[vatsgs oy ® 2
i ——— o 2
s N EG A
Hap 8
No Known Medication Allergies - z D Verfication x
— Sclocted vt w L » -
e e ——C
e Selected it
roble Lo Glucose Random Future 20/11/17 15:55

pr— vy BT O

i e———————id

This Visit (0)

= S i —
aScheduied (0)

4 Cheonic (1) 4 Continuous (0) :

Focal seaures 4 PRNUnscheduled Avalable (0) —— -

T

Hestorical (9) 2 Show Previous Visits LoD ks foe ol

7. Perioperative Summary displays when you access a patient’s chart. Verify this is the
correct patient’s chart that has opened.

2 Navigate the Patient Chart

Upon accessing the patient’s chart you will see the Perioperative Summary page open. The
summary will provide views of key clinical patient information.

Task Edit View Patient Chart Links Mavigation Help

Perioperative Tracking (=1 Message Centre § Patient List Dynamic Case Tracking 5 Pref Card Pickist [ Case Selection & Time-Critical Procedures ¥ Day of Surgery View B Historical View Ef LeaminglVE |_ { ) CoreConnect @) PHSA PACS @YVCH and PHC PACS @ MUSE @) FormFast WL ||

ETear Off Aot G AdHoc MMMedication Administration g PM Conversaion + — Commanicate + 3 Medical Record Request + Add ~ 8 Scheduling Appointment Book 1] Documents 8 Staff Assign & Preference Card Maintenance (& Report Builder () Discem Reporting Portal [ Report Manager [Eiaware _

Patient Health Education Materials

CSTSNWORKBOOK, REVIEW  ~ R
CSTSNWORKBOOK, REVIEW Code Status: e Prec Location:LGH SurgWaitlst
Allergies: No Known Medication Allergies

Menu - |# Perioperative Summ:

— ARARRE mx -004Q
Preop Summary 28| Quick Orders Handaff Tool 7 R .
+
il E— d-
Selected visit
Case Number: LGHOR-2017-1702 Vital Signs. -
Primary Procedure: Repair Hemia Inguinal = Lo ® 2
Vit Ie nts x -
Surgical Free Test: Repar Right Hemniz Inguinzl onse -
Anesthesia Type(s): Defer to Anesthesia No EC6 A :
Surgeon: Pisvow, Tyler, MD - HaP & T
B || suery son: - = Site Verifiation I3 |8
Anesth Start: - 3
‘Anesth Stop: - Outstanding Orders (2) )
B o selected vist
Mlergies (1) 7 o .
h Al Visits phenytoin
§ Mo Glucose Random
ERE] || Mo known Medication Allergies -
- 4 Scheduled (1) Perioperative Tracking -
_ phenytoin 30 mg, PO, 0HS
s 4 Conti Antiopated Start DYTm 07/12/17 14:00
Oassication: All -4 PRN/Unscheduled Avaidable (0) Anbapated Duration 60
» Administered (0) Last 24 haurs Operating Raom LGHOR KC
aSuspended (0) Pubiic Sched Comment:
This st (9 » Discontinued () Last 24 hours: Private Sched Comment:
; ‘Diagnostics (0) ® | Documents (4) o
= = gy
L PRODBC_ TESTPERIONL Thursday 07-December 2017 1053 PST

1. The Toolbar is located above the patient’s chart and it contains buttons that allow you to
access various tools within the Clinical Informatics System.

2. Patient tab — displays patient’'s name and clicking on ﬂ will close the chart.
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3. The Banner Bar displays patient demographics and important information that is visible to
anyone accessing the patient’s chart. Information displayed includes:

e Name

o Allergies

o Age, date of birth, etc.

e Encounter type and number

e Code status

o Weight

e Process, disease and isolation alerts
e Location of patient

e Attending Physician

4. The Menu on the left allows access to different sections of the patient chart. This is similar
to the coloured dividers within a paper-based patient chart. Examples of sections included
are Orders, Medication Administration Record (MAR) and more.

5. The Refresh icon E updates the patient chart with the most up to date entries when
clicked. It is important refresh the chart frequently especially as other clinicians may be
accessing and documenting in the patient chart simultaneously.

6. There are different tabs (e.g. Preop Summary, Intraop Summary, Postop Summary, Quick
Orders, Handoff Tool, and Discharge) that can be used to learn more about the patient.
Click on the different tabs to see a quick overview of the patient.

7. Each tab has different components. You can navigate to different sectlons of the chart by
L2l or Add 1 is

clicking on the component link(s) e.g. clicking on the Allergies link
the same as clicking on the Allergies band in the Menu.

Key Learning Points

The blue 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 e.g. Nurse

Verify the correct patient’s chart has opened

The Perioperative Summary page provides an overview of the patient information and allows for
navigation elsewhere in the chart

The patient chart should be refreshed regularly to view the most up-to-date information

10 | 57



Activity 1.3 — Update Patient's Status in Perioperative Tracking by "‘ éﬂ

TRANSFORMATION TRANSFORMATIONAL

Settlng an Event ur pathto smartr seamisss care LEARNING

3 Activity 1.3 — Update Patient's Status in Perioperative Tracking by
Setting an Event

1 The advantage of Perioperative Tracking is that real time patient status can be immediately
communicated as they occur. The functionality is referred to as Setting an Event.

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

To Set an Event:

REVIEW

Perioperative Tracking

SGH Intraop | SGHPhasel | SGH Phase T | LGH ASC Phase I | LGH ASC PreOp | H MTR IntraQn LGH Case Communication | LGH OB View | SGH OB View LGH ECT | 5GH
LGH Endo PreOp | LGH Endo PostOp | LGH PAC | LGH Pref Card | LGH Family WA LGH Emergency List | LGH Intraop LGH Phase | LGH Phase | SGH Pref Card
Filter; LGH Preop Today - M Q| @ = B Total Cases:d
Status Sched. Stat  |Start Stop  |Add [Pt Type  CK|lso |Alerts Allergy Patient Age Procedure Surgeon PreOp Nurse
LGHOR GRYV (1 case)
07-Dec-2017 09:30 10:67 Day Surgery m CSTPRODBCSN, ANESTHESIA 47 years “Right Hernia Inguinal” Hunter, J
09:30:00
LGHOR KC (1 case)
» 3 R P R Pre-Day Sun CSTSNWORKBOOK, REVIEW 64 years "Repair Right Hernia Inguinal™ Plisvcw, T
CSTSNWORKBOOK, REVIEW...

[MElSOEIREUNPEE scheduling Appointment Book...

Periop Document Manager..

Pre-Day Sun ;”} CSTPRODBCSN, BRITTANI |47 years “Colpascopy” Hunter, J

Surgical Case Check-In...
Staff Assign.

LGHOR WHS (1 ca

Day Surgery q CSTEDHARDY, TOM 53 years “repair hemia inguinal” Plisved, M
Mass Checkout.
SurgiMet Rules..
Update Anticipated OR..
Open Patient Chart »

Set Events... 4

1. Do not close the patient chart from the previous activity. The chart can remain open even
though you will accessing Perioperative Tracking

; Perioperative Tracking

Select*

Select the LGH PreOp view
Right-click anywhere on the line with the relevant patient.
Select Set Events... from the drop-down list.

e The Case Tracking Set Events window will display.

arwN

) %2 Case Tracking Set Events E=n
Name: CSTSNWORKBOOK R Surg Start Tme:  14:00 Anesthesiologist:
OR: LGHOR KC Surgeon: Plisvew, Tyler, MD Anes. Type: Defer to Anesthesia
Procedure:  Repair Hernia Inguinal Case #: LGHOR-2017-1702
3|
i 5] Date [Time [ Locked [lcon [Name \
d = Case CX Day of 07-Dec2017 _ 11:48 Pt in Waiting Room
= Surgery Lagat L L L PEin PreOn
i 2
§ Delay
)
i =
: Z | Block Needed
i
Block Ready
0n o
1 SRS
i E Pt in Block Room
= =
3 E .E;, Ready for
E = Surgery
(& S
'@ | Transportto OR
B
e 4 . *
|

6. Click the PreOp tab on the left.
11 | 57



Activity 1.3 — Update Patient's Status in Perioperative Tracking by " I - |

TRANSFORMATION

Setting an Event

Our path to smarter, seamless care

7. Click on the Pt. in PreOp button.
8. Click OK

Perioperative Tracking

LGH Case Communication | LGHOBView
LGH Emergency List | LGH Intracp |

LGH MTRIntraOp |
LGH PreOp

LGHASCPreOp |
LGH Family

SGHPhasel | SGHPhasell | LGH ASC Phase I |
LGHEndoPostOp |  LGHPAC |  LGHPrefCard |

SGH Intraop |
LGH Ende PreOp |

Filter: LGH Preop Today

~| M@ @ o EJ| Total Cases:d

Status Sched. Start Start Stop
LGHOR GRV (1 case)

07-Dec-2017

09:30:00
Il CHORKC (1 case)

Add Pt.Type  (CKlso Alerts Allergy Patient Age Procedure

Day Surgery CSTPRODBCSN, ANESTHESIA 47 years "Right Hernia Inguinal”

Pre-Day Sur CSTSNWORKBOOK, REVIEW 54 years
JLCHOR SEY (1 case)
07-Dec-2017
07:45:00
LGHOR WHS (1 case)
07-Dec-2017
15:05:00

Pre-Day Sur CSTPRODBCSN, BRITTANI 47 years “Colposcopy”

Day Surgery CSTEDHARDY, TOM 53 years “repair hernia inguinal”

ok
-

LGH Phasel

"Repair Right Hermia Inguinal”

TRANSFORMATIONAL
LEARNING

SGHOBView | LGHEC
LGHPhasel |

Surgeon

Hunter, J

Plisvcw, T

Hunter, J

Plisved, M

9. Verify that the preop location has been updated on Perioperative Tracking

Key Learning Points

Right-click anywhere on the line with the relevant patient to set the event(s)

Perioperative Tracking will be updated to show the patient’s status
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3 Activity 1.4 — Use PM Conversation to Complete the Patient’s Bed
Transfer

1 Use PM Conversation to complete bed transfer details.
Patient Management Conversation (PM Conversation) provides access to manage alerts (such as

violence risk, falls risk or isolation precautions), patient location, encounter information and
demographics. Let’s look at how to complete a bed transfer.

Perioperative Tracking 1]1} Patient List [EjCase Selection EE Time-Critical Procedures B LearningLIVE = EQCEreConnect QPHSA PACS QVCH and PHC PACS QMUSE E
Eﬂﬂ_Exit @éﬁdHoc & PM Conversation + 4 Add ~ EDocuments s Discern Reporting Portal (& Report Builder # Scheduling Appointment Book Efl Report Manager ﬁSt

H %. Patient Health Education Materials onlici es and Guidelines QUpToDate =

Perioperative Tracking

SGH Pref Card | 5GH Emergency List | SGH PreOp SGH Intraop | SGH OB View | 5GH Case Communicat]

LGH Case Communication | LGH Pref Card | LGH Emergency List | LGH PAC LGH PreOp | LGH
Filter: LGH Preop Today - | M@ | @ = EJ| Total Cases:4

Status Sched. Start Start Stop Add |Pt. Type CK |lso |Alerts Allergy Patient

LGHOR GRS (2 cases)
b 13-Dec-2017 10:15 11:30 + Pre-Day Sun 3 CSTPRODECSN, JAMES
10:15:00 3

1. To open patient, Select Patient Tab

Task Edit View Patient Chart Links

Mavigation Help

! Perioperative Tracking (=1 Message Centre r)} Patient List Dynamnic Case Tracking ¥ Pref Card Picklist [[J] Case Selection EZ Time-Cr

EETear Off ﬁﬂ_Exit gaé.ﬁ\dHoc I Medication Administratioh B Ko al=0] Communicate = 5| Medical Record Request

aPatient Health Education Materials aPoIicies and Guidelin Bed Transfer
CSTSNWORKBOOK, REVIEW Cancel Discharge
CSTSNWORKBOOK, REVIEW

Cancel Pending Transfer

MRMN:700008243
Cancel Transfer Enc:7000000016214
Allergies: No Known Medication Allergies Discharge Encounter PHMN:9876429

Menu Sl ¢ - | Periop Facility Transfer

Perioperative Summary 84 . T EES

Perioperative Doc

Leave of Absence
Meodify Discharge
Preop Summary Pending Facility Transfer 3| Posto

Orders ’
Pending Transfer

Print Specimen Labels
Process Alert
All Visits

Register Phone Message
No Known Medication All

Update Patient Information

View Encounter

View Person

|
|

Selected visit

2. Click the arrow next to PM Conversation from the tool bar and Select Bed Transfer.

e Bed Transfer window will open.
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& Bed Transfer EI@
Bed: Accommodation: Accommodation Feason: Patient Accom Fequested: &
Mew Encounter Information
E ncounter Tppe: Medical Service:
Pre-Day Surgery General Surgery -
Mew Location Data
Building: Uit Clinic: Room:
LGH Lions Gate - - Bed &vailabilty -
Bed: Accommodation: Accommodation Reason:
- - -
Current Physician Information
Attending Provider: Admitting Provider:
Transfer Infarmation
Transfer Date: Transfer Time: Bed Transfer User Mame: |
R FERD) = El TestUser, NurseTeamLe i
Complete ’ Cancel l
= OOOCOC TCET ACCUORC CTE AL 6 Dy 0% Fiee "o 11E

ook w

Click Unit/Clinic and select LGH SDCC from the list of options in the drop-down list
The fields highlighted in yellow are mandatory

Click Bed Availability
Bed Availability Window Opens

TRANSFORMATIONAL

Wi Bed Transfer (===
Bed: Accommodation Accommodation Beason: Patient Accom Requested i
Mew Encounter Information -
Encounter Type: Medical Semvice: Bed Availability o -5 ws]
Pre-Day Surgery General Surgery - Faciity: LGH Lions Gate
New Location Data Building: LGH Lions Gate
Building: Unit/Clinic: Room Bed Murge unit | [solation | Person Bed status | In Out | Sex
L Uees (Bt ~ I [GUISCE M Wy PACU 2 12 LGH S0CC Awalable
Bed #ccommodation Accomme| | PACU 2 13 LGHSDCC MMODAL, FESRFLEX Assigned Female
- - sy SOCC wait o LGHSDCC CSTEDHARDY, TOM Assigned Male
Current Physician Information W SDCCwait 02 LGH sbCC Dty
Attending Provider Adnitting Provider, gy SOCCWait 03 LGH 5DCC CSTSNKENDBI, STOBMWAN Assigned Male
iy SO CC Wait 04 LGHSDCC Available |
Transter Information DLWt L) LGHSDLL LS THPRUDMI, LEH-S0LL SHghed Female L
Transter Date: Transter Time: Bed Tran gy SDCC wWait 08 LGH 5DCC CSTPRODBCSN, ANESTHESIA Assigned Female
xxxxxxxxxxx = E| TestUs{ @4 SOCC Wait 07 LGHSDCC CSTSCHTEST. BARRY Assigned Male
g SOCC wait 08 LGHSDCC CSTPRODBCSN, ALEX Assighed Female
iy SDCCWait 09 LGH 5DCC CSTSNELNIS, STHMILA Assigned Female I
w50 CC Wait 10 LGHSDCC CSTSCHTEST. BARRY Aissigned Male [
Ready PRODBC TES| | < | L1 | 4
‘ ‘ This Visit (0 [ o ]| Coea |

7.

Click the appropriate Preop bed/chair/waiting room which has a status column as

"Available"

Click OK

The Room and Bed fields will populate, Accomodation will autopopulate
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W4 Bed Transfer [E=5 Een =
Bed: Accommodation: Accommodation R eazon: Fatient Accom Fequested: &

Mew Encounter Infarmation

Encounter Type: Medical Service:
Pre-Day Surgery General Surgery -

Mew Location D ata

Building: Lt Cliics: Foom:

LGH Lions Gate » LGHSDCC - Eed &vailahility SDCC W ait -
Bed: Accaommodation: Accommodation B eason:

04 + |Ward -

Current Phpsician Information

Attending Provider: Adritting Pravider:
|
Transfer Information
Transfer Date: Transfer Time: Bed Transfer Uszer Name: |
e s = IZ| = TestUser, NurseTeamlLe [
Complete ] [ Cancel
Ready PRODBC TEST.PERIOMURSETEAMLEAD 08-Dec-2017  11:56

10. Complete the remaining fields:

Attending Provider= <Surgeon’s Name>
Transfer Date= < Today’s Date>
e Hint: Typing “T” will autopopulate the current Date

Transfer Time= <Current Time>
¢ Hint: Typing “N” will autopopulate the current Time

11. Click Complete
Location:LGH SDCC; SDCC Wait; 04

Enc Type:Pre-Day Surgery
Attending:Plisvce, Trevor, MD

> 0 minut
12. Click Refresh and verify the patient’s bed location will now be displayed
on Blue Banner Bar in the patient’s chart.

Key Learning Points

PM Conversation is used to transfer patients to different locations

The fields highlighted in Yellow indicate mandatory criteria that must be entered to proceed to
the next step

Remember to select beds that show the status column as ‘Available’
Click Refresh to verify updated patient location
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#- Activity 1.5 - Locating and Verifying Consent Procedure

1 Verification of the consent should be done prior to completing the Perioperative Preprocedure
Checklist.

From the Perioperative Summary page on the Preop Summary tab:

Tk
3 Periopesstive Tracking 4 PaietList Dy Time-Creica Procedures. [ LeamingLVE | | § @ CoreConnect (@) PHSA PACS @QVCH and PHC PACS @QMUSE @ FormFat W |
e 0 it o MMsics
@ Patiet Hesth Education Meter
CSTSNWORKBOOK, INTRAOP =
CSTSNWORKBOOK. INTRAOP

il Reced Request o Add - (B idware 8 Scheduling Appoinament Book [ Decuments (@ Sttt g B Repore Builder (i Discern Reporing Ponsl K Report Msnsger |

AR AR A 00 -

Preop Summary

4 Scheduled (0]
4 Continuous (0)
4 PRNaschoduied Available (0)

0812117 11:00
50

LGHOR KC

b Admintered (0) Last 24 hours
 Suspended (0)
b Discuntinusd () Last 24 howrs

05/12/17 144
05112017 14:31

1. Locate the Documents
2. Click on the Consent Procedure link.

CSTSNWORKBOOK, INTRAOP -
CSTSNWORKBOOK. INTRAOP

Allergies: No Known Medication Allergies

v AR@E-ocveAaY Y e@A-TFe

3. The consent will open.
4. To close the consent, click on the Exit icon in the top left-hand corner.
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& Activity 1.6 - Documentation of Surgical Assessment PowerForm

1 Opening a Surgical Assessment & Perioperative Preprocedure Checklist PowerForm

PowerForms are the electronic equivalent of paper forms currently used to document patient
information.

Data entered in PowerForms can flow between other parts of the chart including iView
flowsheets, Clinical Notes, Allergy Profile, and Medication Profile, and PAC documentation will
flow to PreOp documentation.

In this example we are going to document on the Surgical Assessment PowerForm and
Perioperative Preprocedure Checklist.

Note: If the patient had a PAC visit then portions of the Surgical Assessment PowerForm will be
populated and would only require verification or updating by the PreOp nurse; only the portions
that remain constant i.e. vitals signs would not pull forward.

To open and document:

t @ PHSAPACS @) VCH and PHC PACS @ MUSE @) FormFast.
aintenance B Report Builder fad Discem Reporting Portal {1

CSTSNWORKBOOK, REVIEW =
CSTSNWORKBOOK. REVIEW DOB:30-0ct-1963 MRN:700008243 Code Status: ProcessiSeizure Precautions Location:LGH |
Age:54 vears Enc7000000015934 Disease: Enc Tvoe:Pre-D

Allergies: No Known Medication Allergies Ad Hoc Charting - CSTSNWORKBOOK, REVIEW. (o -5

& Freop

3 Inkaop

€ Endo

£ Pediatic

£ Minor Procedure

| O Alens

Case Numbe|
Primary Prog

Preop Summai

Anesthesia T|
Surgeon
Surgery Sta
Surgery Stof
Anesth Start
Anesth Stop:

All Visits

No Known M;

[ Diag

Selected visr

1. Click the A AdHoc icon from the Toolbar

¢ The AdHoc folder is an electronic filing cabinet that allows you to find any PowerForm on
an as needed basis.

¢ The Ad Hoc Charting Window Opens
e The PreOp folder opens by default
2. Select Surgical Assessment and Perioperative Preprocedure Checklist.

3. Click Chart
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Activity 1.6 - Documentation of Surgical Assessment PowerForm

2 Documenting on the Surgical Assessment PowerForm & Perioperative Preprocedure
Checklist

qSulgicaIAssssmen NG, PAC
vEO $E e+ @E R

*Performed on: 12/12/2017 = E| 1053 = PsT

—— General
Information Given By Surgery/Procedure Date/Location Discharge Contact Name
Allergies Revi 1
Vitals /Measurements/MEWS/PEWS ] Patient Ol Procedure O Location || ‘
% Advance Care Planning ] Family [l Procedure Date/Time e Contact Phone(s)
L. ity Care/Case M ischarge Lon ne(s,

Past Medical History, Problems, Diag E D?gTun\y Aeil-ase Manager
Patient Screening History
STOP BANG Assessment
Medication Histary Barriers to G ication Unable to Obtain Information

; Discharge Contact Relationshi
1D Risk Screen O Yes O None ' Physical impaiment b P
Violence and Aggression Screening O o 8 Clinical condition O Unable o ohtain - ) Caregiver

o Cogitive impairment ) Patient ) Other:

A=y O Language barrier O Spouse

E-AID Assessment O Daughter

. O Farmily member
Nicotine Dependence Assessmert Answer "Yes" if the patient has ) Friend
Procedure Histary language barriers, requires interpreter O Parent

support, or has sensory deficits.
Anesthesia/Sedation O Sibling
i C) Significant other
Family History C Son
Fain Assessment
Numeric Pain Scale
FACES Pain Scale isitors/Famil
Transfusion Reaction Visitor/Family Information Visitor/ Family Restrictions
Morse Fall Risk
Digcharge Needs
Skin Assessment
PreProcedure Instructions
Progress Note - Simple
2]

Review the screenshot above for a general overview of PowerForm features:
1. Title of the current PowerForm you are documenting on
2. List of sections within the PowerForm for documentation
3. Ared asterix denotes sections that have required field(s)
4

Required field(s) within the PowerForm will be highlighted in Yellow.

Violence and Aggression Screening

[ Previous history of violent behaviour
] Curent physical aggression or violence
] Current werbal threats of physical vioence

[ Other;

5. You cannot finalize a PowerForm unless all mandatory fields within a section have been
completed.

e The checkmark ¥ PRcs=n " means that mandatory fields in that section are
completed.
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Completing the General Information Section
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b Surgical Assessment - CSTSNWORKBOOK, REVIEW

Alergies

Patisnt Scresning
STOP BANG Asst
Medication Histor
ID Risk Sereen
Violence and Agg
Social History
CAGEAID Assess
Nicotine Depende
Procedure History
Anesthesia/Sedzt

Famiy History

Transfusion Reac:
Morse Fall Risk

Discharge Needs
Skin Assessmert
PreProcadure Inst

Progress Note - §

“Performed on: 0-Dec-2017

B /sHE+ + @HE

:E 0853 =] PST

Information Given By

Surgery/ Procedure Date/Location
Reviewed

|0 Patient
e | Famiy

] Comurity Care/Case Manager

= |0 other

Barriers to Communication

] Procedure
1 Procedurs DateTime

[ Location

Ge | Informatic
General

Discharge Contact Name

Discharge Contact Phone(s)

Reason Unable to Obtain Information

O Yes
O Mo

Answer "Yes" i the patient has
language barriers, requires interpreter
support, or has sensory deficits.

isitors/Famil

Visitor/Family Information

© Prysical impaiment

Visitor [ Family Restrictions

Contact

) Unable toobtain ) Caregiver
O Patient © Other
O Spause

O Daughter

O Famiy member

O Friend

O Parent

O Sibling

O Signiicant other

C Son

[ ]

TRANSFORMATIONAL

LEARNING

1. Click the General Information section. Enter the required information within this section.

Note:

Data entry details for General Information:

¢ Information Given By = Family

e Surgery/Procedure Date/Location Reviewed = Procedure, Procedure Date/Time,

Location

Discharge Contact Name = Mary

Discharge Contact Phone(s) = 604-123-4567
Barriers to Communication = No

Discharge Contact Relationship = Parent

e For metrics that contain circle (radio) buttons to select an option, you may only select one
of the options
¢ For metrics that contain square check boxes (e.g. Preferred Language), you may select

one or more options

o If there is a blank box, it indicates a free text box where you may type any text
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4 Completing the Allergies Section
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Surgical Assessment - CSTSNWORKBOOK, PREOP

*Performed on:

Bamiers to Co
Alergies 1
Vitals/Measureme

* Advance Care Flz
Past Medical Histi
Patient Screening
STOP BANG Assi
Medication Histor

* |D Risk Screen

#* Violence and Agg
Social History
CAGE-AID Assest

13-Dec-2017

sl Allergies |

vEO|SE e+ @E R

E B 1157

Mark All as Reviewed ;

= PST

j Maodify | Mo Known Allergies

Disply -

D. Substance

+/ penicillin

& Mo Known Medication Allergies
Category Severity Reactions
Drug Mild Rash

Y Reverse Allergy Check
Interaction  Comments Source
Patient

1

Reaction Status
Active

Revit
13-D

The patient currently has an allergy to Penicillin recorded. Review allergy with patient and update
as necessary. The patient states they are also allergic to adhesive bandages.

1. Click on Allergies section

2. Select Mark All as Reviewed to verify the Penicillin allergy.

3. To document the adhesive allergy, click the Add . The Add Allergy/Adverse Event
window displays.

) CXTIMAORBOOK. TN (A TOMRILE - kil Mgy s (et

PIOPUIIRERIRRIPREI | | .

A Pt

A -

e

Enter Adhesive in the Substance field and click the search . icon.

5. The Substance Search window will appear. Select Adhesive Bandage from the result

window.
6. Click OK
o Add Allergy/Adverse Window is shown.
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Tree Ed g i rpran
Suttmn
| B . [P ——— o —
[—— S— —
o
" = =
B cawet O oo s
e =
P — ns —
% —-—
L SRSp——
ST T L.
i Prod Mg
-
T o M

7. Select Other in the Category drop-down
8. Click OK
The Allergy window will reappear.

The Adhesive Bandage is now added as an allergy.

Mark All as Reviewed

Allergies .

&k Add | j Modify | MNo Known Allergies & Mo Known Medication Allergies | ‘a Reverse Allergy Check Display  Active -
D. Substance Category Severity Reactions Interaction  Comments Source Reaction Status Revie
Adhesive Bandage Other Active 14-D
~/ penicillin Drug Moderate Active 14-D
LI} 3

<

21 | 57



Activity 1.6 - Documentation of Surgical Assessment PowerForm

5 Completing Vitals/ Measurements/MEWS/PEWS Section
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eyl Informate

oo

| tean Ssnrn

® Advance Cam Pl
Fust Meckesl Hats
Faters Seroareyg
STOP BANG Ass
b Hali:

* 1D Rak Scoresn

= hokence srd A0
Secia Matory
CAIE-AD favemt
ot Depands
Pooadurg Hislory
Arestena Sedal
Farnly Hislcry
Py At
Musmasie: Pasrs S
FACES Fan Seak
Temrfusion Fesc
Morpe Fal gk
Diacharge Heeds
T Appament
PonProcedis nd
Pragress boie - 5

v EHS S+ @B
*Pedormed orc 23 MNey- 2017 e

a2

ital Signs

Temporal Atlery

[

FAectal

Apscal Heait Flate

02 Flew Alate

Measurements

Oral

Huan Fatn Monisred

Mean Asteral Prasyare

SPOE Sie

T pmgeanec

Penpheral Pulse Rate

Systokc/ Diavokc BF

I

Finz

€ Ew © e

O Fon
O Hand

02 Thesiaps

] Ambinrt copgen
[ Awesscl mack:
[ tetiicial sy
[ Biowe b

1 Highvilown

] Hurrediicsiien

Simwee ol Dodirg Weght

] Macs corruda

[ Morusbawather mask:
[ Sigle mank.

O T#ece

O Toach mask.

[ e

Infoamakion Sowce

Folowang the completion of this
Bachon. plesie conpiede the
Mt and Pedein Cady
‘Waming Sprizes NEWEPTWE]
wechon el a0prpnale.

! TRANSFORMATIONAL

LEARNING

rking ‘Weight

1. Click Vital/ Measurements/ MEWS/ PEWS

Data entry details for Vital/ Measurements/ Signs and Measurements:

Temperature Axillary = 36.5

Peripheral Pulse Rate = 75

Systolic/Diastolic BP =120/80

Sp0O2 =100

Respiratory Rate = 20

Dosing Weight = autopopulated by PAC visit

*Weight Measured = autopopulated by PAC visit

Source of Admit Weight = autopopulated by PAC visit

*Height/Length Measured = autopopulated by PAC visit

Body Mass Index Measured (BMI) is autocalculated from entry of *Weight
Measured and *Height/Length Measured

AVPU = Alert and responsive

MEWS Total Score is autocalculated = 2

Situational Awareness Factors = click on the Column Header for No to mark
all as No

Note: As data collected here is not likley to remain constant by the time this patient arrives in
SDCC on the day of the procedure, this data will not pull forward into other sections of the chart.
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g Completing the Past Medical History, Problems, Diagnosis Section

=
General Iformaic
Bariers to Comm Past Medical History, Problems and Diagnoses
Hlergies
Maik all a5 Reviewed
Advance Care Pi
Famws Disgnasis Froblem] beaing Addressed his Vit R R T TS)
# bl [ Mody % Comen | Dicply: (RN - () MO Date Feason Commen v
Patiert Scresning Eatom]
STOF BANG Ass [Prorty [ Annoteted Display [Condiion Name [Date [Code Cinical Dx
Medication Histon
ID Risk Screen
Violence and Agg <l I »
Social History
Froblems
CAGE-AID Asses:
4 4dd [ Modiy o Comwet [ED Mo Chionic Problems \ Display: 41l - D MO
[Annctated Display | Condtion Name [OnsetDate [Code | Name of Problem ~ Lfe Cycle .. | 0| Ciassfication

1. Click the Past Medical History, Problems, Diagnosis section to review existing
information from previous visits. If a Problem or Diagnosis has been entered previously by
a Provider this section will already be populated — in this case Click Mark all as
Reviewed.

7 Completing the Medication History Section

Reral Informatic - = =
Medication History [ ]
- = 0900 ey
sls/Measureme P
= Add | |4* Document Medication by Hx | Recenciliation ~ | ;% Check Interactions Reconciliation Status i
vance Care Plz @ Meds History @ Admission @ Outd

Al
3t Medical Hist o Displayed: A1l Active Medications. All Inactive Medications 24 Hrs Back Shaw More

fent Screening

Orders for Signature

P BANG Ass: Medication List [&] [% [order Name Status [Dose .. [Details

[ElAdmit/Transfen/Discharge No orders currently meet the specified filter criteria.
[T]status
[Eca [ |Patient Care
lence and Agg [T Activity
ol Histary ] Diet/Nutrition
| Continuous Infusicns
SRR [ Medications
otine Depende ["|Blood Preducts
cedure History [CLaboratory
|| Diagnostic Tests
SRR [ |Procedures
ity History [ |Respiratory
| — [T] Allied Health
[C] Consults/Referals
[neric Pain Scz [7] Communication Orders
CES Pain Scak [C]supplies

["INen Categorized
Medication History

nsfusion Reac

jEci it Medication History Snapshot
\charge Needs Reconciliation History
N Assessment
Procedure Insl
aress Note - §
Diagnoses & Problems & Details
Related Results
Formulary Details DOrders For Cosignature Orders For Murse Revies Orders For Sig)

1. Click Medication History section

. _F Document Medication by Hx . . . .
2. Click L= Y from the tool bar (this step is equivalent to doing the

Best Possible Medication History — BPMH)
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X Uisease: ENC | ypere-UUtpatient
Allergies: Adhesive Bandage, No Know...Gender:Male NG Dosing Wt: Isolation: Attending:
Add Medication History Reconciliation Status
+ [7]No Known Home Medications || Unable To Obtain Information Use Last Compliance © Meds History @ Admission @ Outpatient

Ml Document Medication by Hx

@ [Order Name Status | Details Last Dose Date/Time | Information Source | Complian...| Compliance Comments

© Medication history has not yet been documented. Please document the medication history for this patient encounter.

Note: the Reconcilation status for Meds History shows as incomplete

== Add

3. Click

. CSTSNWORKBOOK, REVIEW - Add Order
CSTSNWORKB.. :700...Code Status: Process:Seizure Pre...

. The Add Order window will display.

Allergies: No Kno.. n _ . Dosing V

Search; | aceta| A Type &F DocumentMediationbyHx

acetaminophen
acetaminophen (1 g, PO, QID, PRN fever, order duration: 30 day, drug form: tab, dispense qty: 120 tab)
acetaminophen (1 g, PO, QID, PRN pain-mild or fever, order duration: 30 day, drug form: tab, dispense gty: 120 tab)
acetaminophen (1 g, PO, QID, PRN pain-mild, order duration: 30 day, drug form: tab, dispense ty: 120 tab)
acetaminophen (1 g, PO, TID, order duration: 30 day, drug form: tab, dispense qty: 90 tab)

acetaminophen (1 g, PO, TID, PRM fever, order duration: 30 day, drug form: tab, dispense gty: 90 tab)
acetaminophen (1 g, PO, TID, PRN pain-mild or fever, order duration: 30 day, drug form: tab, dispense qty: 90 tab)
acetaminophen (1 g, PO, TID, PRN pain-mild, order duration: 30 day, drug form: tab, dispense qty: 90 tab)
acetaminophen (10 mg/kg, PO, a4h, PRM pain-mild o fever, drug form: oral lig, dispense qty: 1 bottle)

acetaminophen (12.5 mg/kg, PO, qdh, drug form: tab-chew, dispense qty: 1 bottle)
acetaminophen (12.5 mg/kg, PO, gdh, PRN pain-mild or fever, drug form: oral liq, dispense qty: 1 bottle)
acetaminophen (12.5 mgfkg, PO, gdh, PRN pain-mild or fever, drug form: tab-chew, dispense gty: 1 bottle)
acetaminophen (12.5 mg/kg, PO, q4h, PRN pain-mild or fever, drug form: tab, dispense qty: 1 bottle)
acetaminophen (15 mg/kg, PO, gh, drug form: oral lig, dispense qty: 1 bottle)

Interactive

d acetaminophen (15 mg/kg, PO, ah, PRN pain-mild o fever, drug form: oral lig, dispense qty: 1 bottle)
“Enter” to Search

Form Brov|

LEARNING

4. Type in acetaminophen and search. Select: acetaminophen. The Order Sentences

window will display.

[P) Order Sentences

Order sentences for. acetaminephen

650 mg, PO, QID, order duration: 30 day, drug form: tab, dispense gty: 120 tab -
650 mg, PO, TID, PRN fever, order duration: 30 day, drug form: tab, dispense qty: 90 tab
650 mg, PO, TID, PRN pain-mild or fever, order durztion: 30 day, drug form: tab, dispense qty: 90 tab
650 mg, PO, TID, PRN pain-mild, order duration: 30 day, drug form: tab, dispense qty: 90 tab.
650 mg, PO, TID, order duration: 30 day, drug form: tab, dispense qty: 90 tab
650 mg, PO, q4h, PRN fever, order duration: 30 day, drug form: tab, dispense qty: 180 tab
spense qiy: 180 tab
650 mg, PO, q4h, PRN pain-mild, order duration: 30 day, drug form: tab, dispense qty: 180 tab
650 mg, PO, q4h, order duration: 30 day, drug form: tab, dispense gty: 180 tab
650 mg, rectal, QID, order duration: 30 day, drug form: supp, dispense qty: 120 suppository
650 mg, rectal, q4h, PRN pain-mild or fever, order duration: 30 day, drug form: supp, dispense qty: 180 suppository

=

m

5. Select acetaminophen 650mg, PO, g4h.
6. Click OK
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pag Mediaton Hitory feconcikaton Status
+ o Encwn Home b Use Last Complance 0 Meds Hitory ) Admission ) Dicharge
W Document Medication by Hs
B[ Order Name Status | Details Last Dose Date/Time |Information Source | Complian... Compliance Com.. |
o the medication history for this paticnt encounter.
4 Home Medications |

4" acetybsalicyic acid (... Documen... 1 tab, PO, qdady, dnug form: tab-chew, dispense qty: 30 tab,

|® Detsils fe acetaminophen

| 8 Detas | % Order Comments 5 Compance |

Status Informaticn source Last dose date/time
[ e [ =
Comment

Leave Mad Historyncanglets - Frih Later | [ DocumentHitoy | || Concel |

7. Review details for the documented medication.

8. Click the Compliance tab within the Medication details.

9. Update Status, Information Source, and Document Last Dose Date/Time.
10. Click Document History

Reconciliation Status
+" Meds History @ Admission @ Outpatient

Note: the Reconciliation Status changes to a Green checkmark.

g Completing the Advance Care Planning Section

‘Surgical Assessment - CSTSNWORKBOOK, REVIEW
VEQ|RE+ s @ER
“Performed on: 7.Dec-2017 ;D 1 ZpsT

Sl Advance Care Planning ||

O Yes . O Yes
Advance Care Plan |0 Patient Wishes to Gt Documenting "Yes"
" Receive Further automaticaly fires
O Unatle to answer a thistime e el T A
Planning
STOP BANG Assi
Vedication Hato  TyPe of Advance I Advance Care Plan Advance Care Plan
care Plan ] Section 7 Standard Reprasentative Agrsement Details
* ID Risk Screen IC] Section 3Enhancad Representative Agreement
* Violence and Agg T Advance Care FlanFom
] Mo Cardiopuimonary Resuscitation - Medical Drder
ocdini) T Rsfusal of Blood Product
Gl I Tissue, Body, or Organ Denalien
Nicotine Depende I Other
Procedure Hisory
Anethesia/Sedat | ocation of Advance [0 Conyto be ablaned fiom pisvious records Reason Copy Cannot
Family History Care Plan O Copy placed on paper chart Be Obtained
O Famipto bringin copy from heme
Fan Passsanert O Avaiable as scarned documert in EHR
MNumeric Pain Sez - Documenting "Unable to [ Unable to obtain copy
obtain copy” automaticaly () giher
FACES Pain Scalt  fires consult for folow up.
Transfusion Reac

Morse Fal Risk
Discharge Needs

1. Click Advance Care Planning section

Data entry details for Advance Care Planning:

e Advance Care Plan = No
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9 Completing the ID Risk Screen Section

“Performed on: 2017-Aug-02

" Advance Care Planning
Past Medical History, Problems, Diagn
Patient Screening History
STOP BANG Assessment
Medication History
* Violence and Aggression Screening
Social History
CAGE-AID Assessment
Nicotine Depandence Assessment

Procedure History

Progress Note - Simple

= E 144 = POT

Do you have any risk factors for AROS?

General Information = - = -
Infectious Disease Risk Screening

‘Bamiers to Communication

Alergies ARO: Antibiotic-Resistant Organisms including MRSA or VRE MRSA: Methicilin Resistant Staphylococcus Aureus
CPO: Carbapenemase-Praducing Organisms WRE: Vancomycin Resistant Enterococcus

Vital Signs and Measurements

[ Healthcare in Canada within the last year
) Healthcare outside Canada within the last year
] Dialysis within the last pear

[ Chemotherany within the last year

[ Intravencus diug use in the last year

[ Incarceration in the last year

] Homelessness or in shelter in the last year

[ Unable to abtain

I Housshold cantact wih known CPO in the last year

Healthcare includes medical/surgical procedures, ovemnight stays, chematherapy, dislysis, or other care specified by organizational practices.

1 any risk is identified for AROs, the patient may need ARO screening swabs to be ordered and performed. Please refer to site-spedific
guidelines to determine which tests need to be completed.

In what facility and/ or country did this healthcare risk factor occur? When did this take place?

Anesthesia/Sedation ho hold be lod
Have you or a household member travel .
Famity Hitory outside of Canada within the last 30 days? Location of Recent Travel
Pain Assessmert
o fasessy ) es, patient T etica [ Caneca T Middie East
Numeric/FACES Pain Scale Adul [ ‘es, household member T AfticaCential [ Carbbean [ Russia
Transfusion Reacion O ‘s, patient and hausshold member O tliicaEast [ Cerral America [ Seuth fmerica
® No O] Afiica-South [ China [ United States
pheacF g O Unable 1o obtain O Aiicawest L] Eastemn Europe ] Westem Europe
ADLs and DC Needs O 4sia O India O Otk
P O bustsliaiew Zesland ] Meico
PreProcedure Insiuctions

Risk Factors and Symptoms/ARO Surveillance

Unable to Obtain Current Visit Information

Yes No Unable to obtain ] Nore ] Physical impaiment

“Fever O] Cliical condtion [l Mo parents
“Diarrhea 0] Cognitive impaiment

uuuuuuuu . O Language barier
“lliness With ized Rash (0] Paert oge
“New or Worsening Cough
“Recent Exposure to Ci Discase|
“History of ARDs Communicable Disease Exposed To:

istory of GPO _ ] Measles [l Chickenpox or shingles

0] Mumps ] Other.

J

1. Click on ID Risk Screen

Data entry details for ID Risk Screen:

e Do you have any risk factors for AROs= None
Have you or a household member traveled outside of Canada within the
last 30 days? = No

e Risk Factors and Symptoms: Click on the column header for No to mark all
as No.

Note: You can individually select Yes or No for each of the risk factors.

10 Completing the Violence and Aggression Screening Section

vEQ R e+ @B
‘Pedormedon:  17-Aug02 - i’: 1424 = POT
General Information - 2 a
Violence and Aggression Screening [
Bamers to Communication
Herges Violence and Aggression Screening Additional Information
“‘*‘l'ﬂ ré Norisk aszassad 2t this tme JRNNNEEEEEEN S
 Advance Care Plaming gﬁcwhk!otydvdwbdww
‘[ Curcent physical apgesson o violence
Past Medical Helory, Problems. Dingn |[] Cument verbal threats of physical vidlence
Patiant Screening Hstory ] Other
STOP BANG Assessmart
’ If patient has a previous history of or current indication of violence or aggression, complete the remainder of the form as applicable.
v 1D Risk Screen
e el Current Patient Presentation Current Presentation Additional Information

1. Click on Violence and Aggresion Screening section:
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Data entry details for Violence and Aggression Screening:

e Violence and Aggression Screening = No risk assessed at this time

Note: As you complete the mandatory areas, you will see that the Yellow field turn White, to
indicate their completion.

General Information

Bamiers to Communication
Allergies

Vital Signs and Measurements

v Advance Care Planning I

Past Medical History, Problems, Diagn
Patient Screening History
STOP BANG Assessment
Medication History
v |D Risk Screen

olence and Aggressio creening

17 Finalize the Surgical Assessment PowerForm

Vo s+ » @E
{ sign Form Jn:  2017-Aug-02 | |- E| 1424

Conere! krdomnchon Medicat

Bamiers to Communication ,|"

1. Click the in the top left corner of the Surgical Assessment PowerForm.
e The PowerForm is now Finalized.
e The Perioperative Preprocedure Checklist will display.

Key Learning Points

The red asterisk next to Advance Care Planning, ID Risk Screen and Violence and Aggression
Screening indicates that there are mandatory components in these forms that are required to be
completed. These sections are highlighted in yellow

The system will not allow the record to be finalized until mandatory fields are completed

Always Sign the PowerForm using green checkmark v to finalize the Surgical Assessment
chart and make it available to other users to see it in the chart
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3 Activity 1.7 — Complete the Perioperative Preprocedure Checklist

Completing the Perioperative Preprocedure Checklist

The Perioperative Preprocedure Checklist will display once the Surgical Assessment PowerFrom
is finalized. If both forms were not selected, return to AdHoc forms and chose the Perioperative
Preprocedure Checklist from the Preop folder).

ocedure Checklist - CSTSNWORKBOOK, REVIEW
A+ e | @

:D 1212 [2] PST

*Performed on: 08-Dec-2017

Preop Preprocedt
Can Last Fluid and Last
Food Intake be Obtained?

O Yes
O Unable o obisin

Valusbles/Belong  Procedure Location
Pragress Note-S [~ o

Last Fluid Intake Amount

= raciinoll patijent Preparation

Patient External Warming Device
Appli

[©ves O Hea |

Last Oral Intake Type

Nasal Decolonization

If "Use” & "Current” for
Alcohol, Substance Abuse =B
or Tobacco on Social =

History above, document
date/time of fast use.

Recreational Drug Last Use

Is there a possibility the

patient is pregnant?

Hair Removal Bowel Prep Completed
O Clipper O es

O Nohai removal perfamed O Ne

O Other O New

Pre Transfusion Testing Completed

B O Clear liquid O s O nia
Dttt O Full i other than breast milk)
\\\\\\\\\ O Soiid food Preop Carbohydrate Drink
O Hs
Last Food Intake O aM
......... O N

Prior ko Current Hospital Admission

If answering "Yes" to efther questions below, contact Transfusion Medicine Services
patient has been transfused/pregnant. Order a STAT d's

Has the patient been pregnant
in the past 90 days?

Group and Screen.

Has the patient been transfused with

red cells or platelets in the past 90 days?

[O ves (O ves
O No. O o
O NiA O N
Preop Site Prep
A HS N7A

2% Chiothexidine Wipes
[Wash with Chlorhexidine Solution|
Wash With Soap

1. Click the Patient Preparation section.

Data entry details for Patient Population:

e Procedure Location: Operating room

e Can Last Fluid and Last Food Intake be Obtained?: Yes

e Last Fluid Intake: <Enter T for current date, then adjust by clicking arrows to yesterday’
date>. Enter N for current time, then adjust by clicking arrows to 2 hours previous to

current time>

e Last Food Intake: Enter T for current date, then adjust by clicking arrows to yesterday’
date>. Enter for time: 2200.
e Last Oral Intake Type: Clear liquid

Last Fluid Intake

xxxxxxxxxxx

Last Food Intake

H ]

HH_REE_RERR

alr

4k

Note: As denoted by the red asterisk *, Patient Preparation includes mandatory data
fields highlighted in Yellow. If you answer Yes to “Can the Last Fluid and Last Food Intake
be Obtained”, these sections will be highlighted as well for completion
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vEO SE e s @BE

Perfeemad oft  Jpo-2007 (D || 1843 2| PST

* Patient Prepamtiz == =
Preop Preprocedure Checklist

VeusblesBelong  Preprocedurs Patkent Verficathon
Progress Mot -5 |
I Band on and Verified
-Nltlm Viaual Cue Piesent
|Site Varised by Palient/F andy
|Sumpital Masking Vesified by AN
|Susgical Sites/Sidn Marked by Surgoo

Mo | NMA | Comment

Patient Consents

[ Ves T Ho 1 HA | Comment
|Swgical Conierd Complele

|Bloed/Biood Product: Conzent Conplele

|Blned/Blood Pidistts Felutal Comgleln

|Procaduin Conten Complabe

|Videa /Phatography Conzont Completn

|

Chart Review

|Cimimet ECG in Mudical Recid

Capillary Blood
| Gucose Humeric
Cureed HEF in Medical Focord Result

|Rielevant Images i Medical Recod |
|Review of Labs

-l.'w.ﬂl" Blood Ghscose Dane Capillary Blood
[Vital Segng, Hesghi L wesghl Documented &
[Cimront Gaowp & Scisen Confaned wneric Result

'Prul-mcu ol Advance Care Plan/MHR Order ; Horrrumenic High
|Cimrent Medicatinns Reviewsd Haerrmen Low
|Preop Medications Adminstered J

tics | Tmplants /

|Patient i Inglarted Device

2. Click the Preop Preprocedure Checklist section

Data entry details for Preop PreProcedure Checklist:

e Preprocedure Patient Verification: Click Yes to select all
e Patient Consents:

Surgical Consent Complete: Yes
Blood/blood products consent complete: N/A
Blood/blood products refusal complete: N/A
Procedure Consent Complete: N/A

o Video/photography consent complete: N/A

e Chart Review
o Current H&P in Medical Record: Yes

O O O O

Hint: By clicking on the column header ‘Yes’, it will auto select Yes for each of the items under the
Preprocedure Patient Verification section. Click any one field to change it.
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SEHOSH e ¢ @E L
"Performed on: 34 Mov-2017 & H 1443 2] PST
el Valuables/Belongings B
Preop Preproceds.
m Does patient have any Patient instructed to send all items home with the specal orcumstances nduding
valsables/ belongings with them? eption of p | assi devi unconscious/incapacitated patients,
Frogras N -5 15 Ve € e ltems sert home it tetatrvs ot hisnd :auetn'ts :U'T"::m £S5 ﬂ;':etw' .
I patient unwiling or unal 0 Sen
oMl ?;ﬁ.ﬁw.mmznmmmuhmum tmhm:wlhrehmewfnenﬂ,
lo; special chcumstance ensure that patient has signed a “waiver
of responsbity for valiables” form.
Does patient have any Contrabands Removed as
Belongings Sent Home With Belongings Labeled contrabands with them? per Pob
O Wes O Yes O Yes
1 Otther: ' Na O Oiher
Contrabands
Description Number of ltems Sent to
Contiaband [
Does the patient have any List any hospital equipment that has been loaned to Has the hospital equipment
home medications with them?  the patient been returned?
O Yes (sl
O Mo O Yes
1 Othes
Home Medications
Medication Name/Route Home Medications Sent to
Medication #1 chlphay
Medication #2 <hlphay
Medication #3 <Alphar
Medication i cAlhay
Medication #5 <Alphar
Medication #16 <Alhar
Medication #7 <Alghar
Medication #8 <Alphax

3. Click the Valuables/Belongings section.

Data entry details for Valuable/Belongings:
o Does patient have any valuables/belongings with them?: No

4. Finalize the Perioperative Preprocedure Checklist. Click the on the top left corner to
finalize the PowerForm

- | Perioperative Summary

ARAR AR -|O®4
Preop Summary 22| Intraop Summary 23| Postop Summary 53| Quick Orders 32| Handoff Tool 2| + @ Q
r

Selected visit

NPO
Consents

ECG

Hap

ID Verification
Site Verification

xS
FISTS IS IS

5. The Perioperative Summary page will be shown.

e Review the Perioperative Checklist component to ensure it is correct. Green
checkmarks means all documentation requirements are met. Hover over the any
of the icons to review documented information.

Note: Hover over a red X to view documented information, the information may be complete for
the patient situation (e.g. surgical consent may be present but blood consent may not be required
per site policy and so it is showing as incomplete).
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Key Learning Points

Remember to complete the mandatory Yellow fields in the Patient Preparation section.

Verify the Preoperative checklist component within the Perioperative Summary to ensure that all
items are accurately recorded as complete or incomplete.
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Patient Management Conversation (PM Conversation) provides access to manage alerts, patient
location, encounter information and demographics.

1 Within the system, Process Alerts highlight specific concerns about a patient. These alerts display
on the Banner bar and can be activated by any clinician including nurses.

Since the patient has a history of seizures, a Process Alert should be added to the patient’s chart.

Perioperative Tracking

LGH Emergency List

Filter: LGH PAC Today
PAC Time

b 07:45:00

SGH Case Communication

: A Exit S AdHoc IIMIMedication Administration [ VReRIETal

LGH Pred
| 5GH

M3 @

PAC Location  Patie

23-Nov-2017 CSTQ

! Perioperative Tracking r;(t Patient List Dynamic Case Tracking [] Case Selection ¥ Time-Critical Procedures EZ Discharge Dashboard

— Communicate - [£] Medical Record Request 4+ Add ~ [€

Bed Transfer

Cancel Discharge

Cancel Pending Transfer
Discharge Encounter
Facility Transfer

Leave of Absence
Pending Facility Transfer
Pending Transfer

Print 5pecimen Labels

LGH Phase I ] LGH Enda Pre0p
| 5GH Intraop | SGH Eme

'WORKBOOK, REV -

Allergy  Ane

REVI

Register Phone Message
Update Patient Information
View Encounter

View Person

To add the Alert:

1. Click the drop-down arrow to right of PM Conversation & cwesion - in the toolbar.
2. Select Process Alert from the drop-down menu.

The Organization window will display.

=58

ﬁ Organization

Flease select the facility where you want to view person

aliases.

Facility Mame | Facility Alias

LGH Lionz Gate

LGH Lionz Gate

Facility:
LGH Lionz Gate Hospital

I ’ Cancel

)

1. Inthe Facility Name field, type = LGH Lions Gate and press Enter on your keyboard

2. Select LGH Lions Gate Hospital
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3. Click OK.
o The Process Alert window displays.
T Process Alert EI@
Medical Record Mumber: Encounter Mumber: Last M ame: First Mame: 1
700008243 CSTSNWORKBDDK REVIEW
Middle hame: Prefemsd Mame: Previous Lazt Mame: Drate of Birth:
CSTSNWORKEDDK 30-0ct-1963
Aige: Gender: BLC PHM:
54Y Male 9876429433
— ALERTS
Process Alert:
From Ay ailable: To Selected:
Gender Senszitivity
Mo Ceiling Lift Mave >
On Regearch Study

lom, |

Falliative Flag
Sei Precautionz

Select Al

Special Care Plan

I Complete I Cancel ]

Ready PRODEC TEST.PERIOMURSETEAMLEAD 08Dec2017  16:26

To activate the Seizure Precautions Process Alert on the patient’s chart

1. Click into the empty Process Alert box. A list of Alerts that can be applied to the patient
will display. (This box will be empty until you click into it).
2. Select Seizure Precautions.

Click Move __*=>_ The Alert will now display within the To Selected box.
4. Click Complete.

w

Note: Multiple Alerts can be activated at once. Alerts can be removed using the same

process. Site policies and practices should be followed with regards to adding and removing
Alerts.

1. Click Refresh k3 to update the chart

i Recent -
Code Status: Process:Seizure Precautions Location:LGH SDCC: SDCC Wait: 04

Uisease: Enc TypePre-Day Surgery
Dosing Wt: Isolation:

AttendingPlis
Menu

2. Once complete, the Process Alert will appear within the Banner Bar of the chart where it is
visible to all those who access the patient’s chart.
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Key Learning Points

Process Alerts are important in alerting staff members to specific concerns related to the patient

Use refresh after adding an Alert to confirm it has been added to the patient’s Banner Bar
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The Orders Profile is where you will access a full list of the patient’s orders.
To navigate the Orders Profile and review the orders:

1.
2.

w

H

? e * & Orders
+ Add

Orders | Medication List | Document In Plan

w Document Medication by Hx | Reconciliation *

& Check Interactions

O, Full screen @ Print

Reconciliation Status
© Meds History @ Admission @ Discharge|

Orders
Admit/Transfer/Discharg
Status

Patient Care

20 mg, IV, as directed, order duration: 5 day, drug form: inj, start: 17-Nov
Administer pre red blood cell transfusion

]
Orders for Signature - -
Plans G mv Order Name
= 4 Medicati
Document In Plan
Medical & M 2869 furosemide Ordered
TM Red Blood Cell (RBO) 48 P =
Suggested Plans (0)

=3

Red Blood Cell Transfusion  Ordered

Routine, Administer: 1 unit, IV, once, Administer each over: 120 - 180 Mi
Informed consent must be present on patient record

4 laboratory

M D65’ @ Group and Screen Ordered

Blood, Routine, Collection: 17-Nov-2017 14:48 PST, once

Select Orders from the Menu
On the left side of the Orders Profile is the Navigator (View) which includes several

categories including:

e Plans

e Categories of Orders
e Medication History

o Reconciliation Histo

ry

On the right side is the Order Profile where you can:

Review the list of orders

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

Some examples of icons are:

6"

@

&
®

Order for nurse to review

Order part of a PowerPlan
Order waiting for Pharmacy verification

Orders are classified by status including:

Additional reference text available

5 ki Order Name ™ Status Dose... |Details
Status
=] MEWS Alert Processing
M [ @ Code Status Ordered 30-Mov-2017 09:41 PST, Attempt CPR, Full Code, Perioperative status: Attempt CPR, Full Code, Du.,
Patient Care
M B Weight Ordered 30-Mov-2017 09:41 PST, Stop: 30-Mev-2017 03:41 PST, On adrmission, standing weight is preferred
¥ Vital Signs Ordered 06-Dec-2017 12:51 PST, gdh
M (= Pulse Oximetry Ordered 30-Mov-2017 09:41 PST, gfh, with vital signs
M =] Megative Pressure Wound Therapy Ordered 30-Mov-2017 09:26 PST, 125 mmHg, Pressure interval: Continuous, Filler: Black Foam, Dressing ch...
] x Morse Fall Risk Assessment Ordered 17-Mov-2017 14:17 PST, Stop: 17-Mow-2017 14:17 PST
Order entered secondary to inpatient admission,
M Intensive Care Delirium Screening Checklist ICD5C) Ordered 05-Dec-2017 12:00 PST, BID, To be done at 0600 and 1600 and as needed.

5. Processing - order has been placed but the page needs to be refreshed to view updated

status

6. Ordered - active order that can be acted upon
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A PowerPlan in the Clinical Information System is the equivalent of preprinted orders in current
state and is often referred to as an order set.

CSTSNWORKBOOK, REVIEW
CSTSNWORKBOOK, REVIEW

Allergies: Adhesive Bandage
LR

4 Add | 5" Document Medication by Hx | Reconciliation +

§| Orders | Document inPlan

MRN:700008243

% Check Interactions

i Recent =
Location:LGH SDCC; SDCC Wait; 04

ProcessiSeizure Precautions
D
>3 minutes ago

Reconcilstion Status
O Meds History € Admission € Dischaige

1 - A
W M a} %% @ +AddtoPhase [ Check Alerts EComments  Stare Now  [.] Durations Nome [
MAR Summ Tt Wi [ TS [component Statur Dose. Derais
I i ANES Pre Operative (Day of Surgery) (Validsted) (Planned)
Document NI Last updated om: 08-Dec-2017 17:02 PST _ by: TestUser, Ancsthesiologist-Physician, MD' H
L [Alerts st checked on 08-Dee- 2017 17:01 PST by: Testlser, Anesthesiclogist-Physician, MD
v sl . 4 Admit/Transter/Discharge
ANES Pre Operatrie Day of Surgesy) Nolidated) (Planned) 2% Reshicied o Depotment of Arcsthesoloay
‘GENSURG General - Pre Operative (Day of the PAC [Pre Anesthesia Chinic) plan
+ & e o ® iperative (Day of Surgery] plan
= ANES Post Anesthesia Care Unit (PACL) (prototype) (Planned) & Paent Care
o as and P INE P ~ Insert Perioheral IV Catheter |20 qauge nesdle
RESP Continuous Positive Airway Pressure (CPAP) and Positive & _| [~ Communication Order Prepare Fluid warming cartridge in IV line: =
Suggested Plans (0) y = Brovide Forced Air Warmer Apply to patient an sdmission
< J ~ Orders r POC Glucose Whole Blood once, notify g provider if LESS than 3.6 mmol/L 10 mmelL
h [ Ademit/Transfer/Discharge 4 Diet/MHuirtion
Secumentet n [status: [ [ Except for Medications
[FPatient Care 4 Continuous Infusions
! Actiity 4 sedium chloride 0.9% sodium chloride 0.9% (NS) con. rdes rate: 75 mirh, 1V, drua form: bag
u (7] Dict/Mutrition C Pt o s confimeren efetes) ordes rate: 5 mi/h, V, druq form: bag
e r dextrose 5%-sodium chioride 0 45% (destroze 5%-s0d. order rate: 75 mL/h, IV, drug form: bisg
N 4 Medications
[ IMedications
P Blood Products I Hold Medicationis) Clinical event: On the morming of procedure, Medication(s) to be held: heparin of low melecular weight hepari,
u r acetaminophen | 975 ma. PO 50 min pre-op, drug form: tab
Reference B Laboratory Masimum scetaminophen 49/Z4 h from al sources
I |Diagnostic Tests [ naproven 500 mq, PO, 90 min pre-op, drug form: tab
Procedures. r ranitidine 150 mg, PO, 30 min pre-op, drug form: tab
{IRespiratory ¥ patient has taken, on dey of surgery, a proton pumg inhibitor or ranitidine, do nat sdminster
Allied Health -E g metoclopramide 10 mq, PO, 30 min pre-ep, drug form: tab
Felated Resuhs ‘- 0
Formulary Details
i i ize | [Gidors Fe o] [SavaasMyFamoie] > Fox S
. in v

Planned orders (orders placed ahead of time) are only to be initiated in the appropriate phase
when a nurse is about to carry them out.

In order to act on planned orders placed by a provider, the nurse will need to initiate the Pre-

Procedure order.

While on the Orders Profile:
1.
2.
3.
4,

Locate the Plans category to the left side of the screen under View.
Click the ANES Pre Operative (Day of Surgery) (Planned) PowerPlan.
Review the orders within the PowerPlan.

Click Initiate. The Ordering Physician box will display.

Reconcilation Status
+ Meds History @ Admission @ D

Duration: None |,

Dose Details

|20 qauge needle
Prepare Fluid warming cartridge in IV line.
Apply to patient on admission
once. notify treating provider i blood glucose is LESS than 35 mmoUL or GREATER than 10 mmol/L

Except for Medications

order rate: 75 ml/h, IV, druq form: bag
order rate: 75 mL/h, IV, drug form: baq
order rate: 75 mL/h, IV, drug form: bag

Clinical event: On the morning of procedure, Medication(s) to be held: heparin or low molecular weight heparin, Instruct..
| 975 mg. PO, 90 min pre-op. drug form: tab

Maximum acetaminophen 4g/24 h from all sources

500 ma, PO, 90 min pre-op, drug form: tab

150 mg, PO, 90 min pre-op, drug form: tab

1 patient has taken, on day of surgery, & proton pump inhibitor or ranitidine, do not adminster

10 mgq, PO, 90 min pre-op, drug form: tab

25 mg, nebulized, 30 min pre-op, drug form: neb

dose range: 05 to 1 mg, sublingual, 30 min pre-op, PRN anxiety, drug form: tab

May repeat dose x 1 i inital dose ineffective

Blood, STAT, Collection: T:N, once
Blood, STAT, Collection: T;N, once
Blood, STAT, Collection: T:N, once

Reason: Pre-operative evaluation

4 Add | " Document Medication by Hx | Reconciliation * | & Check Interactions
Orders | Document in Plan
M 4] % © + AddtoPhages A Check Alets SAComments _Stag: _No
[ View — e > >
Orders for Signature [(T8]% Compel [P) Ordering Physician =
Plans g BN rnyscin
Pre-Op byictin aahe
ument In Pla <
Aeamtia P 4 Patent Core )
et 7 Insert P
ANES Pre Operative (Day of Surgery) (Validated) (Planned) 4 oo™ ~Order Date/Time
GENSURG General - Pre Operative (Day of Surgery) (Validated) (Planned) | c; Providdl 0842018 =I[3] % = psy
Suggested Plans (0) r POC G
L Orders PR, T “Communication type
Admit/Transfer/Discharge 3 & wo | [Phone
[ status. 4 Cont Inf. thal
Patient Care 1= sodium) jo Cosignature Required
Activity r plasma| | Cosignature Fequire
Diet/Nutrition r derosy | PaperiFax
Continuous Infusions 2 Medications Electronic
["IMedications 14 Hold
[ Blood Products 4 acetam| Cancel |
[ ILaboratory
Diagnostic Tests r g naproxen
st 3 ranitine
Tl SR S r metoclopramide
ied Heal (=] salbutamol
1] Consults/Referrals (w LORazepam (LORazepam sublingual PRN range dose)
[ Communication Orders
1" Supplies 4 Laboratory
[7|Non Categorized 12 INR
+ Medication History 12 Differential (CBC and Differential)
Medication History Snapshot 12 Q@ Basic Metabolic Panel (Lytes, Urea, Creat, Gluc)
+ Reconciliation History 4 Disgnostic Tests
I3 [ Electrocardiogram 12 Lead STAT
| Related Results =
[ Formulary Details
[ Variance Viewes Ouders For Nusse Review | [ Save as My Favarte

(R Inmate )

Since the nurse is acting upon planned orders, it requires a method of communication to be
chosen to record the time of the initiation, which enables the orders to become active.
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5. The Physician will autopopulate. Select No Cosignature Required
6. Click OK

T=TE
Opbons Curent 4dd Help
ge Contre_§ Patient List Dymarric Cae Tracking s Prf Cand Pickist (2 Case Saction s Tem- Criica Procecures [ Doy of Surgery View 8 Htorical View 1 LeaingUVE || | @ CareConnict @ PHSA PACS @ VCH and PHC PACS @QMUSE @ FormFast WF |,
[ Tewr 01 S Exit WjAcHoc MM Medication Adminotration g PM Conversation + 3 Communicate + 1) +add - B Book 1 Documents [ 5taff Assign B Preference C B Report Buil Lt} ger [EiAwsce |
[ Patient Heskh EGucation Materss &) Poicies and Guidelnes @ UpTeDste _

at -4 | G Recent =
STSNWORKBOOK. REVIEW DO830-064-1963 MANT00008243 Code Status Process:Seizure Precautions Lacation:L.GH SDCC: SDCC Wait: 04
Deease: Enc Typere-Da,
ergies: Adhesive Bandage Gend " Isolstion Atendngise
’
o—— Recondiltion Status
A & Check Intersctons
o |8 st © Meds History @ Admision @ Discharge
heders FRRN | Ot (Docimentinbis
R M aj% © +AddtoPhaser LdComments Start: 08-Dec-2017 1709 PST Durstion:  None [0
AR sur > L R[¥] [componet St Dose.. | |Detai <
Orders for Sgnature Al
ey oo e I 1702PST by: TestUser. Mo
s R Document In Plan I 17:01 PST by: Testls ician, MO
e Mesicn [ R e Dechare
¢ Anesthesoloay
e Op i) i
= + ndd rqen) pl
- NES P are Uni (PAC) & Patiert Care
hugnoses and Protiern ANES Respiratary Deprescion (Modle) (validsted) Planned) | | Ve Pesighenal N Catheter Oder 7108-Dec-2017 1709 95T, 20 guuge needle
RESP Continuous Positive Aeway Pressure (CPAP) and Positwe A | | Communiceticn Order Prepare Fuid warming cartrdaein N e E
Suggested Pians ) r Brove Forced A Wormer App 1o patient on admssron
e Orders r 90C Giucore Whole Blood once, notify mmolL mmolL
oic Rsenrc Tt Discharge | & Dieiemion
R Top Status (s [ Except for Madications
Py | & Cantiminus i
snetion: (i sacium chioride 0% sodium chicride 0.9% ) con. order e 75 mUM, IV, drug forme bag
% S Sy (ad placmate (placmahte continuous ifusen crder ate 5 mu/h, N, drug form bag
‘ Sty ‘r; el e s erids 45 (e crder rate 75 mU/m, I, drug forme ba
i Eops ¥ Hoid Medscatonts] Onder 08-Dec-2017 1709 ST, Clinical event On the momeg of procedure, Medicaticals) o be hed: hepar oo
et (8] scetaminophen 975 ™. PO, 0 min pre-op, diug form: tab
ecence o . | s scetamincphen 43/24 hfrom sl zources
Diagnost Tests (=] e 500 ma, PO, 50 min pre-op, drug fom: tab
Procedures (& raitcine 150 mg, PO, 50 min pre-op, drug form: tab
Respintory M patient has taken, on day of surgey, & proton purmp inkibito o aneidine, 4o not adminster
Allied Hesth -C a metaclopramide 10 ma, PO, 30 min pre-cp, drug form: tab 4

s | [ GodersFo Nuvse P | (Save by Fovnte | o | [ Dides o Sionahe

'STSNWORKBOOK, REVIEW = List
:STSNWORKBOOK. REVIEW DOB:30-Oct-1063 MRN:700008243 Code Status: Process:Seizure Precautions Location:LGH SDCC; SDCC Wait; 04

ge:54 years Enc700000001 D Enc Type:Pre-Day Surgery
llergies: Adhesive Bandage Gender:Male 94 Dosing Wt: Attending:Plisvec, Trevor, A
Menu kS ~ | Orders Dl Fullscreen  @E)Print &7 minutes ago
' crioperative Summary . Reconciliation Status

Add Docurment Medication by Hix | Reconciliation - | % Check Interactions

jS———— taudl & all 14 © Meds History @ Admission @ Discharge

Order
Orders S| | Orders [Documentin Pian

=

N [@[ ] ¥ [Order Name Status | start Detsils
LAk summary View 4 LGH SDCG; SDCC Wait; 04 Enc:7000000016309
Orders for Signature 4 Patient Care
teractiv and I& Plans @ [ Insert Peripheral IV Ca... Order  08-Dec-2017 17:09... 08-Dec-2017 17:09 PST, 20 qauge needle
esults Review Document In Plan 4 Communication Orders
Medical [ Hold Medication(s)  Order  08-Dec-2017 17.09... 08-Dec-201717:09 PST, Clinical event: On the moming of procedure, to be held: heparin or  Instr...
I ANES Pre Operative (Day . -
i GENSURG Geners| - Pre Operative (Day of Surgery) (Validated) (P
e A GENSURG General - Pre Operative (Day of Surgery) (Validated) (P
(JANES Post Anesthesia Care Unit (PACU) (prototype) (Planned)
Piag and Problems £ ANES Respiratory Depression (Module) (validated) (Planned)
RESP Continuous Positive Ainvay Pressure (CPAP) and Positive A
Suggested Plans (0)
Orders
finical Research [ Admit/ Transfer/Discharge
[status
[Cpatient Care
munizations ladivity
ines/Tubes/Drains Summary I Diet/Nutrition
) [ Continuous Infusions
[ IMedications
hatient Informat [ |Blood Products:

I

bocumentatic + Add

fedication Request

Iy

boratory

] Diagnostic Tests

[Procedures

[ IRespiratory

[ Allied Health <

Related Results & Details ‘
Formulary Details

Variance Viewer 0 Missing Rrequired Detais | [ Drders For Cosignature | [ Orders For Nurse Review |

i, »

8. Click Sign

9. Click Refresh.

10. Repeat steps 2-7 for the GENSURG General Pre Operative (Day of Surgery) (Planned)
PowerPlan.

Note: Your patient has a penicllin allergy. If there is a medication allergy or drug interaction

conflict the Decision Support window will appear upon clicking Initiate.
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Bl FrECp-NUISE, Frankie - [50000078
The new order has created the following alerts:

ceFAZolin @o

= Allergy (1)

Severity  Substance Reaction Type

@ peniciling

Size Columas to Window|

i B

Apply to allinteractions
Preop-Nurse, Frankie - 760000078 | [ Continue || [Remove New Order

1. Review the Provider Override Reason.
If in agreement, choose the same Override Reason from drop down options.
3. Click Continue

e Continue with steps 7
The Plan will now change from Planned to Initiated and the orders can be acted upon.

n

Key Learning Points

The Order Profiles 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
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3 Activity 1.10 — Documentation in iView (for intravenous insertion
only)

1 Review the iView layout:

Nurses will complete most of their documentation in Interactive View and I1&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.

CSTSNWORKBOOK, REVIEW  x
CSTSNWORKBOOK. REVIEW DOB:30-Oct-1963 MRN:700008243 Code Status:

Age:54 years Enc:7000000016309
Allergies: Allergies Not Recorded Gender:Male PHNS 4 Dosing Wi:

g ~ |# Interactive View and 1&0

=HEs/OIdHEEx

5, Periop Quick View
P A
Phase Il Arival

~ [Dcrtical [High [Clew [[Abnormal  [[Unauth [[Flag

Modified Early Waming System Resutt [Comments _ [Flag__|Date [ Performed By
Pediatric Early Warring System
Airway Management 08-Dec-2017
RESPIRATORY T 12:53 PST
Sedation Scales
Discharge Criteria Temperature Oral  [co
PAIN ASSESSMENT Temperature Tym... D=0
Comfort Measures Apical Heart Rate b
Incision/Wound//Skin/Pin Site Peripheral Pulse R... bpnj
Surgical Drains/ Tubes Heart Rate Monit.. bpr
Neuro Drains SBP/DBP Cuff i
Gastrointestinal Tubes Cuff Location
Urinary Catheter [@ Mean Arterial P... ik
Urine Output Mean Arterial P... rmH
Activities of Daily Living Blood Pressure Method
Glucose Blood Point of Care Central Venous... mmH
Specimen Collect Intracranial Pre... ik
Restrairt Information [ Cerebral Perfus... mmH
Waming/Cocling 4 Oxygenation
Booac Respiratory ... br/m
Measured 02% [FI02)
Oxygen Activity
Oxygen Therapy
\{Penup Systems Assessment Oxygen Flow.. .
e Humidificatio... D
%, Periop Safety Departure & End Tidal o2 Tk
& Periop Lines-Devices 5p02 %
@ Intake And Output SpO2 Site
e 5p032 Site Change
> Adul Educati 4 PAIN ASSESSMENT
L4 LS TER T Pain Present
4y Pediatric Education Respiratory Rate br/m
% Endoscopy Quick View Onset

1. Select Interactive View and 1&0O within 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.

3. A section is an individual flowsheet that contains related assessment and intervention
documentation.

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

5. Cells are fields where data is documented.

2 Change the time in Interactive View

We will make an assumption that you were unable to complete 1V 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.
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il 15:33 PST| [Change Column Date/Time X 22 T
Periphera 04-Dec-2017 2]/~ | 1000] || PST

A Peripheral Forearm Left 20 gauge [
<Jr> Activity mael

£» Patient Identified Identificati...
£» Total Number of Attempts In Error

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

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

3 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, |V Sites, and more.

They are identified by the symbol m

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.

< - |4 Interactive View and I&0

s ey @ H HHEE X

erioperative Doc

o Periop Quick View n
% Periop Systems Assessment
o Periop Safety Departure Find Item| v [Ecritical [EHigh [Ellow [
VAR Summary % Periop Lines-Devices
Interactive View and 180
IV Drips

Resul Arterial Line

Central Line

Arteriovenous Fistula/Graft
Pain Modalities

Orders

Wi

! Result [Comments [Fag

08-Dec-2017
] 13:10 PST

& Add

Jiagnoses and Problems

1. Click on the Periop Lines — Devices band

Now that the band is expanded, click on the Dynamic Group icon L& to the right of the
Peripheral 1V heading in the flowsheet.

The Dynamic Group window appears. A dynamic group allows you to label a line, wound, or other
patient care with specific details. You can add as many dynamic groups as you need for your

patient. For example, if a patient has two peripheral 1Vs, you can add a dynamic group for each
V.
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Label:

Dynamic Group - CSTSNWORKBOOK, REVIEW - 700008243

Peripheral Antecubital Right 18 gauge

Peripheral IV Catheter Type:

Midiine
L
Find item)

Small saphenous vein
Superficial temporal vein
Upperarm

Wrist

@ Peripheral IV Site:
L] Basilic vein
adl Cephalic vein
Chest
A =Peri Digit
& Activi External jugular
lined | |Foot
Line Farearm
@site & | [Frontal vein
Site C| | | Great saphenous vein
Dress| | |Hand
Dress Median cubital vein
Patier| Posterior auricular vein

Peripheral IV Laterality:
Right
[ IMedial

m

2 [

1. Select the following to create a label:

e Peripheral IV Catheter Type = Peripheral

e Peripheral IV Site = Forearm

‘ CLINICAL+SYSTEMS
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o Peripheral IV Laterality = Left (remember to use the scroll bar to see the
remaining fields)
e Peripheral IV Catheter Size = 20 gauge

2. Click OK
T -
%, Periop Quick View ]
g Periop Systems Assessment
o Periop Safety Departure Find fter| v Oritical  CHigh [ELow [ Abnor
7 D 1 .
%, Periop Lines-Devices [Result [Comments [Fag  [Date
Peripheral IV L
:’-tDl.'lplsLi U] 08-Dec-2017
ol L g, 13:15 PST
ral Line -
’:ﬂ?";":"‘:;s FEEeD 4 <Peripheral Antecubita..  [v]
et b @ Activity Activity x
Line Status [ JInsert
Line Care [[JAssessment
Q)Site Assessment [IBlood drawn
Site Care DDiscontinued
Drressing Activity []Present on admission
Dressing Condition [Clother

Patient Response

cells. You can move through the cells by pressing the Enter key.

e Activity = Insert

Now document the activities related to this Peripheral 1V:

The label created will display at the top, under the Peripheral IV section heading.
Double-click the Blue box next to the name of the section to document in several
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05-Dec-2017
13:15 PST
Sl
Fl

Patient Identified
<> Total Mumber of Attemp
& Unsuccessful Attempt Si
{» Line Insertion

A ctivity x
M Insert

[assessment

|[]Blood drawn
[CDiscontinued

[ine Status [“1Present an admission
Line Care Other

@Site Assessment patient states does not =
Site Care like needles

Dressing Activity -
Dressing Condition
Patient Response

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.

Click in Other. A free text box appears and type = patient states does not like
needles

Fill in remaining data:

Patient Identified = Identification band

Total Number of Attempts =1

Note: text appears purple until signed; once signed the text will become black.
Line Insertion = Tourniquet

Line Status = Flushes easily

Line Care = Secured with tape

Dressing Activity = Applied

Dressing Condition = Intact

6. Click sign v when complete. Note: once documentation is signed the entries turn black.
Once signed the label will be accessible for other clinicians to complete further
documentation within the same dynamic group. The label does not need to be re-created.
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Key Learning Points

iView contains flowsheet type charting.

Documentation will appear in purple until signed. Once signed, the documentation will become
black.

The newest documentation displays in the left most column.

Double-click the Blue box next to the name of the section to document in several cells; the
section will then be activated for charting.

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

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.

Dynamic groups are created within specific sections of iView.

Dynamic groups allow for the documentation and display of grouped data elements such as
multiple 1V or wound sites.

Results can be modified within iView.
A comment can be added to any cell.
If required, you can create a new time column and document under a specific time.

Always sign your documentation once completed.
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2 Activity 1.11 - Administering Medication using Medication

1

Administration Wizard (MAW) and the Barcode Scanner

Medications will be administered and recorded electronically by scanning the patient’s wristband
and the medication barcode. Scanning of the patient’s wrist band 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.

Note: IV medication volumes will flow from the MAR directly into the intake and output section of
iView.

Barcode Scanner
Tips for using the barcode scanner:

1. 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

2. 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

3. When the barcode scanner is not in use, wipe down the device and place it back in the
charging station

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.
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DOB:30-0ct-1963 E Code Status:

Age:54 years Enc:;7000000016309
Gender:Male PHN:G 0 Daosing Wi:

# MAR
e B
PP Al Medications (System) - B m

Show All Rate Change Docu...

08-Dec-2017
18:00 PST

2,000 mg
Not previously
2,000 mg, IV, pre-op, administer over: 15 given
minute, drug form: bag, start: 08-Dec-2017
18:00 PST, bag volume [mL): 50

+ A Pending

sodium chioride 0.9% (NS) continuous infus... Mot previously

order rate: 100 mL/h, IV, order duration: 24 given

hour, drug form: bag, start: 08-Dec-2017 17:27

PST, stop: 09-Dec-2017 17:26 PST, bag volume
(mL): 1,000

{1 || Administration Information

sodium chloride 0.9%

and Problems

areConnect

linical Research

ins Summary

Ao ot

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.

T T v T

Task Edit View Patient Chart Links Options Help
! Perioperative Tracking r,} Patient List Dynamic Case Tracking [[7] Case Selection ¥5 Time-Critical Procedures ¥% LearningLIVE | _

QPatient Health Education Materials onlicies and Guidelines ; QCareConnect : ZTear Off ﬂlExit %Ad bc Il Medication Administratid

2. To administer the infusion, click on the MiIMsdicstion Administration 1 116 from the tool bar at the
top of the page.

Medication Administration [= =
CSTSNWORKBOOK, REVIEW Lo Lol Sl Loc: SDCC Wait; 04
Male FIN#: 7000000016300 Age: 54 years

Please scan the patient’s wristband.

Alternatively, select the patient profile manually by elicking the (Next) button.

Ready to Scan 1of2

3. The Medication Administration window pops up prompting you to scan the patient’s
wristband. Scan the barcode on the patient’s wristband.

Scheduled Mnemeonic Details Result
(l \?m?@Unschedu\ed cefazolin 2,000 mg, Iv, pre-op, administer over: 15...
ceFAZolin For weight between 80 to 120 kqg. Admini...
[ 0 [E] r.‘.ontinuous Eodium Chloride 0.9% order rate: 100 mL/h, IV, order durati... 1,000 mL, IV, 100 mL/h, <Site>_
di chloride 0.9% ...
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4. Alist of ordered medications that can be administered appears in the Medication
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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: 100ml/hr., IV.

5. Click on the Task Incomplete

X

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

b Medication Administration

= =

L= o

|

Charting for: CSTSNWORKBOOK, REVIEW
CSTSNWORKBO(IE]
Male sodium chloride 0.9% (NS) continuous infusion 1,000 mL

order rate: 100 mL/h, IV, order duration: 24 hour, drug form: bag, start: 08-Dec-2017 17:27 PST, stop: 09-Dec-2017 17:26 PST,
bag volume [mL}: 1,000

ast Refresh at 17:30 PST

yc: SDCC Wait; 04

** Allergies ™

Schedul

C BB Unschedy es

No sodium chloride 0.9% (MS) continuous infusion 1,000 mL

7 €3 G

Continug

*Performed date / time :

*Performed by :

Chest, Anterior - Left

08 Dec-2017 z B 1734 =l pst

TestUser, Nurse TeamLead-Perioperative

Witnessed by :
*Bag#: 1
*Site
<Show All>
Antecubital Fossa - Left

Arm, Lower - Left
Arm, Lower - Right
Arm, Upper - Left
Arm, Upper - Right

*Volume (mL) :

*Rate (mL/h) :

Begin Bag

Chest, Anterior - Right
Foot - Left
Foot - Right

, <Site>_

Groin - Left
Groin - Rinht

20f2

Back Sign

6. Fill in the mandatory information
e Sijte = Arm, Lower-Left and

7. Click OK

*For this scenario, please fill in the Performed time = 0600

&

All Medications (Systemn)

Show All Rate Change Docu...

- ) Kl

Time View

@ Scheduled

[ Unscheduled

[@ PRN

[ Centinuous Infusions

[ Future

[ Discontinued Scheduled

[ Discontinued Unscheduled

ntinued PRM

[ Discontinued Continuous Infus

08-Dec-2017

18:00 PST

] 2,000 mg
ceFAZolin Mot previously

2,000 mg, IV, pre-op, administer over: 15 given
minute, drug form: bag, start: 08-Dec-2017
18:00 PST, bag volume (mL): 50

For weight between 80 to 120 kg. Administe...

ceFAZolin

Continuous Infusions

sodium chloride 0.9% (N5) continuous infus...
order rate: 100 mL/h, IV, order duration: 24
hour, drug form: bag, start: 08-Dec-2017 17:27
PST, stop: 09-Dec-2017 17:26 PST, bag volume
{mL): 1,000

Administration Information

sodium chloride 0.9%

Medications
Unscheduled |

08-Dec-2017 08-Dec-2017

17:37 PST 17:36 PST

v

Complete

Beqin Bag 1.0

icon and another charting window will open for the

8. Click on 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
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Note: As you have administerd 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.

CSTSNWORKBOOK, REVIEW  *
CSTSNWORKBOOK, REVIEW

Allergies:

Diagnoses

CareConnect

Reference

DOB:30-Oct-1963
Age:54 years
Gender:Male

- |# Interactive View and [&0

=B/ ®«d

MRN:700008243 Code Status:

Adhesive Bandage Dosing Wit:

<3 Periop Quick View i
o
%, Periop Systems Assessment Today's Intake: 0 ml  Output: 0 ml  Balance: 0 ml Yesterday's
o Periop Safety Departure w0
. " " 1]
o es-Devices
. Periop Lin 17:00 - 16:00 - 1
o Intake And Output 17:59 PST  16:59 PST 15
1 Intake Ml Intake Total
Continuous Infusions B 4 Continuous Infusions
Medications
Chest Tubes sadium chlaride 0.9% [NS)
Enteral continuous infusion 1,000 mL
Gl Tube 2l
Gl Ostomy Intake Oral Intake
and Problems Urinary Diversion Intake 4 Output Total
Oral 4 Stool Output

Stool Count (Number of Stools)
4 Urine Output
Urine Voided

Cther Intake Sources
Negative Pressure Wound Therapy
Surgical Drain, Tube Inputs

n

Transfusions Balance
Urinary Catheter, Intake

Pre-Amival Fluid

Blood Qutput
Chest Tube Output
Continuous Renal Replacement Therapy

Emesis Output
Gl Tube
Gl Ostomy Qutput

All fluids administered through MAR and MAW will be visible in Intake and Output where you
will be able to see your patient’s fluid balance.

From the Menu, click on Interactive View and |1&0O
Click on the Intake and Output band

1
2
3. Refresh the page.
4

Click on Continuous Infusions. The Sodium Chloride infusion will be listed.

v -
\;; Adult Quick View L]
\;;xuﬁ i}fstemsDMSESSmem Today's Intake: 1000 m.  Output: 0 mL Balance: 1000 mL Yesterday's Intake: 0 mL  Output: 0 mL Balan
%, Adult Lines - Devices
5/ Adult Education i 04-Dec-2017
% 10:00 - 09:00 - 08:00 - 07:00 - 06:00 - 24 Hour  Migh
\?fEIIood Product Administration 10:59 PST | 09:58 PST = 08:59 PST = 07:59 PST = 06:59 PST Total Toj
% Intake And Output 4 Intake Total
- Continuous Infusions

] Intake o~ e - o
TR || o

Medicati ‘_‘ continuous infusion 1,000 mL

ications =
4 Oral

CE}:St ;Fubes . Oral Intake

al :Eb 4 Other Intake Sources

GIOI;te Itk 4 Megative Pressure Wound Therapy

Urinai cr[r)?;e;a: Intake 4 Surgical Drain, Tube Inputs &

Oral H A Output Total

e S S 4 GITube i) Once you double click

Negative Pressure Wound Therapy - Zjesns (R T in the blank cells, the

Output mL
« Advanced Graphing Trigant Out hourly volume of the
%y Restraint and Seclusion Residual Discarded continuous infusion
< Procedural Sedation 4 Other Output Sources will populate
% Ambulatory Infusion Center Monitoring 4 Negative Pressure Wound Therapy
% Ambulatory Nursing Procedures 4 Stool Output
— . Stool Count (Number of Stools)

5. 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.

6. Click Sign.
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3  Administer a medication using the MAW
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=+ Add

=+ Add

= Add

n

w

H

o O

Tist_Dynamic Case ITacking E Prer Card PICKIET (1] Case Selection Ea [1me- UIitical Procedures Fs Day Of SUTGery View Eg HISLOTIcal View B LeamngLIVE |

TR Careconnect Wy PHSA PACS &g VCH and PHC

PM Conversation ~ _§ Communicate - 2 Medical Record Request = Add - & Scheduling Appointment Book [#] Documents i Staff Assign 4 Preference Card Maintenance B Report Builder (o

s @ UpToDate _

La| [B) Medication Administration

Age]
"I CSTSNWORKBOOK, REVIEW MRN: 700008243 DOB: 30-Oct 1963
- #& Perioperativelll |\ FIN#: 7000000016309  Age: 54 years +« Allergies Not Recorded **
® &, &, | 100%
Preop Summary =
e
All Visits
Selected visit Please scan the patient’s wristband. —
Alternatively, select th tient profil 11} licking the (Next) button.
rnatively, sel e patient profile manually by clicking the utton.
Al Visits
Classification: All
_—
This Visit (0
4 Chronic (1)
Focal seizures Ready to Scan 1of2
Historical (0) [ Show Previous Visits |1 . e b [ neoctincpoce:
Review medication information in the MAR and identify medications that are due. Click

Medication Administration Wizard (MAW) Wil Medication Administration

in the toolbar.
The Medication Administration window will appear.

Scan the patient’s wristband, a window will pop up displaying the medications that you can
administer. (Note: this list populates with medications that are scheduled for 1 hour ahead
of the current time and any overdue meds up to 7 days in the past).

Scan the barcode for Cefazolin 2,000 mg IV. The system finds an exact match of the IV
medication.

Click Cefazolin 2,000 mg IV in the Results column and Click Sign.

Now that you have scanned the patient and scanned the medication. You would complete
your medication checks and administer the medication. Assuming this is complete, now
you can sign for the medications administered.
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[P Medication Administration ERECEE==]
CSTSNWORKBOOK, REVIEW MRN: 700008243 DOB: 30-Oct-1963
Male FIN#: 7000000016309 Age: 54 years == Allergies
Yol
ceFAZolin
2,000 mg, IV, pre-op, administer over: 15 minute, drug form: bag, start: 08-Dec-2017 18:00 PST, bag volume [mL): 50
For weight between 80 to 120 kg. Administer in pre-op area / operating raom
Performed Diluent: <none> - mL
Date/Time : 08-Dec-2017 1741 PST
Performed By : TestUser, NurseTeamLead-Perioperative Total Volume : | 50 Infused Over: 15 minute ¥
ceFAZolin : 2,000 mg 08-Dec-2017 08-Dec-2017 08-Dec-2017 08-Dec-2017 08-Dec-2017 08-Dec-2017
® 1600PST  1700PST  1800PST 1900 PST  2000PST 2100 PST
Route : ) 50
< m 3
Ready to Scan 3of3 Back
7. Click Sign for the medications administered.
8. Medications show as administered on the MAR
Medications (System) - E]
Show All Rate Change Docu... Medications 08-Dec-2017 | 08-Dec-2017 | 08-Dec-2017
17:44 PST 17:37 PST 17:36 PST
Time View
Scheduled \W@
ceFAZolin v
Unscheduled 2,000 mg, IV, pre-op, administer over: 15
minute, drug form: bag, start: 08-Dec-2017 Complete

PRN

ntinuous Infi

18:00 PST, bag volume [mL): 50
For weight between 80 to 120 kg. Administe...

ceFAZolin

‘Continuous Infusions

ntinued Scheduled fium ¢ 0.9% (NS) infus...
order rate: 100 mL/h, IV, order duration: 24
hour, drug form: bag, start: 08-Dec-2017 17:27
PST, stop: 09-Dec-2017 17:26 PST, bag volume
{mL}: 1,000

Administration Information

sodium chloride 0.9%

Future

Complete

Beain Bag 1,000

9. Medications also show as administered on Perioperative Summary - PreOp Summary

tab (in the Medications component).

selected visit

4 Scheduled (0) 1
4 Continuous (1) I
sodium chloride 0.9% (NS) continuous infusion 1,000 mL 100 mL/h, IV, Stop: 09-Dec-2017
17:26 PST

A PRN/Unscheduled Available (0)

A Administered (2) Last 24 hours 1
ceFAZolin I
sodium chloride 0.9% (NS) continuous infusion 1,000 mL
A Suspended (0)

» Discontinued (0) Last 24 hours




Activity 1.11 - Administering Medication using Medication " 2
TRANSFORMATIONAL

TRANSFORMATION
LEARNING

Administration Wizard (MAW) and the Barcode Scanner

Key Learning Points

Use barcode scanner to document medications

Always use the barcode scanner to scan the patient’s wristband regardless of whether the
medication has a barcode. For example, non-barcoded IV fluids

All continuous infusion documentation will flow from the MAR into the Intake and Output section
of iView
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2 Activity 1.12 — Setting an Event (Patient Ready for Surgery)

1 Set Event Patient Ready for Surgery

Perioperative Tracking

SGH Intraop | SGH Phase | | SGH Phase I | LGH ASC Phase I | LGH ASC PreOp. | ELMTR IntraOn, | LGH Case Communication LGH OB View SGH OB View LGH ECT sGH {
LGHEndoPreOp | LGHEndoPostOp |  LGHPAC |  LGHPrefCard | LGHFamily LGH Pre0p |  LGHEmergencylist |  LGHIntrsop LGHPhasel |  LGHPhasel |  SGHPref Card

Filter: LGH Preop Teday «| M@ | @ = E TotalCases:d

Status Sched. Start  |Stat  Stop  Add Pt.Type |CKlso Aleris Allergy Patient

Age Procedure Surgeon PreOp Nurse
LGHOR GRV (1 case)

09:30:00
LGHOR KC (1 case)
e ——— Pre-Day Sun Q CSTSNWORKBOOK, REVIEW 54 years “Repair Right Hernia Inguinal* Plisvow, T
CSTSNWORKBOOK, REVIEW.

07Dec-2017 0930 10:57 Day Surgery, n CSTPRODBCSN, ANESTHESIA 47 years "Right Hernia Inguinal” Hunter, J

»

LGHOR SEY (1 cas Scheduling Appointment Book.

PrrepErmmrmt s = Pre-Day Sun m CSTPRODBCSN, BRITTANI |47 years "Colposcopy” Hunter, J
Surgical Case Check-In...
Staff Assign...

LGHOR WHS (1 ca:
Day Surgery a! CSTEDHARDY. TOM 53 years “repair hernia inguinal” Plisved, M

Set Events...

This Event update is to notify the operating room nurse that patient is ready for surgery.

1. Selectthe LGH Preop view

2. Right click anywhere on the line with the relevant patient and Select Set Events from the
drop down list. The Case Tracking Set Events window will display.

3. Click the PreOp tab on the left.

4 Case Tracking Set Events (=1 B

MName: CSTSNWORKBOOK R Surg Start Time:  08:20

Anesthesiologist:

OR: LGHOR LON geon: Plisvow, Tyler, MD Anes, Type: Defer to Anesthesia
Procedure:  Repair Hernia Inguinal LGHOR-2017-1708

Date [Time | Locked [ lcon [Name \
11-Dec-2017 1312 Pt in Waiting Room

Case CX Day of
Surgery

Delay

PAC Location | PAC

Block Needed
Block Ready
Pt in Block Room
E, Ready for

Surgery

Transport to OR

[Phase Phase Il

_|Case Cart |Alerts _

4. Click on the Ready for Surgery button.
5. Click OK
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Activity 1.11 - Administering Medication using Medication "
Administration Wizard (MAW) and the Barcode Scanner et s s

Key Learning Points

Right click anywhere on the line with the relevant patient to set the Event(s).
Perioperative Tracking will be updated to show the patient status.

Events can be added or removed.

~

TRANSFORMATIONAL

LEARNING
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& Activity 1.13 — Patient Handover

Within the Handoff Tool in the Perioperative Summary page 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 action section to create a list
of To Do action items. 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 Communicaton component are NOT part of
the patient’s legal chart.

& & | 100% - o

Preop Summary 52| Intraop Summary 52| Postop Summary 52 | Handoff Tool 52| Quick Orders 52| Discharge 2| 4 E —.

Informal Team = . .
Communication Informal Team Communication

[}

Active Issues Add new comment

Allergies (0)

Vital Signs and Measurements
L No actions documented No comments documented

Documents (3) A Teme All Teams m

B

1. From the Menu, select Perioperative Summary
2. Select the Handoff Tool tab
3. Select the Informal Team Communication component
4. Under Add new action, type: Patient requesting preop sedative.
Preop Summary 2 | Intraop Summary i3 | Postop Summary #2 | Handoff Tool b
Informal Team = Inf IT C icati
T nrormal Ieam Communication
BEIRIEEIE Patient requesting preop sedative)|
Allergies (0)
Vital Signs and Measurements 221 characters left
Documents (3) [ Available to All | Save | | Cancel
1. Click Save
2. Under Add new comment, type: Patient likes to be called Ren.
Preop Summary 52 | Intraop Summary 52| Postop Summary 52| Handoff Tool 52| Quick Orders 52 | Discharge 52| 4
]c':::::,tl:;:n 7 Informal Team Communication <
el |pauentnksm be called Ren| |
Allergies (0)
Vital Signs and Measurements [[] Patient requesting preop sedative
Documents (3) TestSX, Nurse-Perioperative 11/12/17 11:56
Tran:’;Fer/Transpurth(mmuan , SR
l:::ss:lm; Al Teame & Available to Al
3. Click Save

Actions: Itis important to mark completed the actions or delete these actions when they
no longer apply.

¢ Clicking the small box to the left of the action will mark this action as completed.

¢ By clicking the x on the right, you are deleting the action.
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Informal Team Communication

E Patient requesting preop sedative

estSX, Murse-Perioperative 11/12/17 12:09

Key Learning Points

The Informal Team Communication component is a way to leave an informal message for another
clinician
You can leave an action item or a comment

Any Informal Team Communication message will NOT be considered part of the patient’s legal
chart
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& Activity 1.14 — Setting an Event (Transport to OR)

1 Set Event Transport to OR

DOK, REVIEW

Perioperative Tracking
5GH Intraop | SGH Phase | | SGH Phase I | LGH ASC Phase I | LGH ASC PreOp. | HLMTR InteaOn | LGH Case Communication LGH OB View SGH 0B View 1 LGH ECT sGH
LGHEndoPreOp |  LGHEndoPostOp |  LGHPAC |  LGHPrefCard | LGHFamily LGH Pre0p |  LGHEmergencylist |  LGHIntraop LGHPhasel |  LGHPhasel | SGHPref Card

Filter: LGH Preop Today «| M@ @ = B Total Cases:d

Status Sched. Stat | Start Stop  Add Pt.Type |CK Iso Alerts Allergy Patient Age
LGHOR GRV (1 case)

Procedure Surgeon PreOp Nurse

07-Dec-2017 0930 10:57 Day Surgery, a CSTPRODBCSN, ANESTHESIA |47 years "Right Hernia Inguinal” Hunter, J
09:30:00
LGHOR KC (1 case)
T P o Pre-Day Sun CSTSNWORKBOOK. REVIEW 54 years "Repair Right Hernia Inguinal" Plisvew, T
b CSTSNWORKBOOK, REVIEW.
LGHOR SEY (1 cas |

Pre-Day Sur m CSTPRODBCSN, BRITTANI |47 years "Colposcopy” Hunter, J

LGHOR WHS (1 ca:

Staff As
taff Assign Day Surgery a! CSTEDHARDY. TOM 53 years “repair hemia inguinal” Plisved, M

Mass Checkout.
Surgiblet Rules.
Update Anticipated OR...

Set Events...

Once handover report is given to the operating room nurse, the final Event should be set to track

the patient’s status before the patient is taken from the preoperative area (SDCC) to the operating
room.

1. Select the LGH Preop view

2. Right click anywhere on the line with the relevant patient and Select Set Events from the
drop down list. The Case Tracking Set Events window will display.

3. Click the PreOp tab on the left.

4 Case Tracking Set Events =3Eo ===

Name: CSTSNWORKBOOK R tart Tme:  08:20

Anesthesiologist:

OR: LGHOR LON : Plisvcw, Tyler, MD Anes. Type: Defer to Anesthesia
Procedure:  Repair Hernia Inguinal LGHOR-2017-1708

Surgery

Pt.in Block Room
Transportto OR

Date [Time [ Locked [ lcon [Name [
11-Dec-2017 1312 Pt in Waitina Room

1312 £ ptin PreOp
L 3o L | Readvior Surgen

PAC Location | PAG

[Phase IIPhasel

_| Case Cart |Alerts _

4. Click on the Transport to OR button.
5. Click OK
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Key Learning Points

Right click anywhere on the line with the relevant patient to set the Event(s).
Perioperative Tracking will be updated to show the patient status.

Events can be added or removed.
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Nursing: Pre-Operative

% End of Workbook

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