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% SELF-GUIDED PRACTICE WORKBOOK

Before getting started

Session Expectations

Learning Review

Sign the attendance roster (this will ensure you get paid toattend the
session)

Put your cell phones on silent mode

This is a self-paced learning session

A 15 min break time will be provided. You can take this break at
any time during the session

The workbook provides a compilation of different scenarios that
are applicable to your work setting

Each scenario will allow you to work through different learning
activities at your own pace to ensure you are able topractice and
consolidate the skills and competencies required throughout the
session

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



Nurse: Endoscopy

i 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 1 — Pre-Procedure

Learning Objectives

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

Complete the pre-procedure process to prepare the patient for their endoscopy

SCENARIO

Scenario: Patient X was referred by his GP to have a Colonoscopy Biopsy with a Gl Provider at
Lion’s Gate Hospital. They have arrived to the Endoscopy unit for their procedure.

As an endoscopy pre-op nurse you will perform your pre-procedure assessments, prep your patient
for their procedure and document your interventions; you will be completing the following activities
(in PowerChart):

Navigate Perioperative Tracking & Access Powerchart

Set an Event to Update Patient Status in Perioperative Tracking

Review Patient’s Chart for Documentation (e.g., Consent Form)

Document the Endoscopy Assessment & Perioperative Preprocedure Checklist
Initiate PreOp Orders

Complete IView Documentation for a Peripheral 1V Insertion

Utilize Barcode Scanning to Administer Medications

Update Patient’s Status to ‘Patient Ready for Surgery in Perioperative Tracking

*The terms Intra-Op/Intra-Procedure & Procedure/Surgery will be used interchangeably in this
workbook as some of the functionality is shared with other perioperative areas.
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Activity 1.1 — Navigate Perioperative Tracking & Access
Powerchart

3 Activity 1.1 — Navigate Perioperative Tracking & Access Powerchart

All perioperative and endoscopy nursing logins for PowerChart will open to Perioperative

1
Tracking as the landing page.
Utilization of Perioperative Tracking Endo PreOp and Endo PostOp view (or tab) is
recommended to access patient charts within the Endoscopy unit. Perioperative Tracking will
display various views (or tabs) depending on your area.
PonerChart Org: TestsX, ; b | ==
o Tamarcaue Pt D oo Ereicrirens Hosssasan Eou sarsves Eiecses Eisiain]]
{ @) CareConnect (@) PHSAPACS @,VCH and PHC PACS @) MUSE @ FormFast WFI |_
i ] Exit §AdHoc MlIMedication Administration g PM Conversation ~ L Communicate - &) Medical Record Request = Add - [EjiAware B Scheduling Appointment Book (8] Documents i Staff Assign | { ) Patient Health Education Materials @, Polic
LGH Endo Incomplete |
Filter: <None> - Mma & EJ | Total Cases: 14
Status Start Stop Add Pt. Type CK |Alerts Allergy |Patient Age Procedure Provider PreOp Nurse Scheq ~
LGH EN 02 (1 case)
» 08:05 08:40 Pre-Day Surgery “"» CSTSNDEMOENDO, STONE 24 years “"Colon" Lewis, R
11:00 12:00 Pre-Qutpatient m TESTING, PAC 30 years Plisvew, T
LGHOO Anes - Block 2 (1 case)
09:15 10:00 Pre-Day Surgery J CSTPRODBCSN, MEREDITH 37 years Peeks, K
LGHOR AddCOn 01 (1 case) _
08:00 09:25 +F’r9—\npaﬂem 0 ,)! CSTSNCOOPER, STBETTY 17 years “Consent Provided"; "Consent Provided for Baggoo, A
e To navigate back to Perioperative Tracking, Select °°P=*™=T=n3 from the Toolbar
e Patients will reside in LGH EndoPreOp or PostOp Tracking View (or tab) depending on
where they are in their patient journey
e Each row within Perioperative Tracking represents a patient. They are typically arranged
chronologically and by room (e.g. Procedure Room 1, 2, 3)
2 To open a patient’s chart from Perioperative Tracking:

1. Ensure the LGH Endo PreOp view is selected (the tab title will be bold)
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 name to open their chart

Assign a Relationship @
For Patient:  CSTSMNWORKBOOK, PREOP

Relationships:

Quality / Utilization Review
Research
Unit Coordination

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. Select Nurse to assign relationship.
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Powerchart [EAmae
5. Click OK
3 Perioperative Summary is the landing page when you access a patient’s chart; this is where

you will find an overview of key clinical information on a patient’s chart.

® STONE - TS is-Pesiopersts SN

Task Edt View Patient Chamt Links Navigation Help

 Perioperative Tracking =3 Message Centre s Patient List Dynamic Case Tracking By Pref Card Pickist L) Case Selection B Day of Surgery View By Historical View E LeamingLIVE _

CSTSNDEMOENDO, STONE o ..7 vrocess:

Allergics: No Known Allergics
e

HEAR S & 0% - . B-]
Summary 57| Intraop Summary 7| Pastop Summa 22| Handoff Tool 5| Discharge 32| Quick Orders B+ ,,l
Scected v
Lo e e ——— .
Colonescopy rerrgry NPO » -
o e » :
Procedural Sedation ECS A T[4
Lewis, Richard Huw ® Al
Surgey Sta: . X 2
Sargery Stop ® :
Anesth Start:
Anesth Stop: o
selcted vl
T Chest Abdo Pelvs wio Contrast Future 16710117 16:06
Clinical Research (0] ==
| aschedied 0 i ———
| Problems Oy [E—— 122017 0805
Al Visits 2PRN/Unscheduled Available (0) Anticipated Duration E

1. Toolbar — located above the patient’s chart, allows you to access various functionalities
within Powerchart.

2. Patient Tab(s) — when more than one patient’s chart is open, each tab displays the
patients’ names, clicking B will close the chart.

Banner Bar — displays patient demographics and basic information.

Menu — allows access to different sections of the patient chart similar to the coloured
dividers within a paper-based patient chart.

e Click & to pin the Menu

e Click | to unpin the Menu for a wider view

¢ Click & on the far left to access a collapsed Menu

wa

T

5. Refresh Icon — updates the patient’s chart with the most up-to-date information. It is
important refresh the chart frequently especially as other clinicians may be accessing and
documenting in the patient chart simultaneously.

Hint: Always remember to REFRESH your screen any time you modify the patient’s chart in
order to see your changes, when in doubt or when something is not working, REFRESH your
screen!

< 0 minutes ago

¥ s3 i
NOT Refreshed it vs. Refreshed b

6. Workflow Tabs — Depending on what stage the patient is in, Click to access more details
about them under the relevant tab (e.g. Preop, Intraop, Postop, and Discharge)
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7. Summary Tabs — Navigate/View different sections of the patient chart underneath each
tab (e.g., tabs with # enables you to shortcut to documentation)

Key Learning Points

Select the appropriate view in Perioperative Tracking (e.g., LGH EndoPreOp)

Users accessing a patient’s information for the first time are prompted to Assign a Relationship
with the patient.

Perioperative Summary is the landing page when you open a patient’s chart.

The Perioperative Summary page provides an overview of the patient information and allows for
navigation elsewhere in the chart.
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# Activity 1.2 — Set an Event to Update Patient Status in Perioperative
Tracking

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’s Status (e.g., Pt. in Waiting Room), and
notifications (e.g., Seen by Nurse)

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

To Set an Event:

1. Return to Perioperative Tracking, ensure LGH EndoPreOp view is selected
’—W‘nxzss Day Surgery “ CSTSNDEMOENDO, STTWO 24 years

CSTSNDEMOENDO, STTWO.

Scheduling Appointment Book..
Periop Document Manager.

Surgical Case Check-In.

2. Right Click anywhere on the line with the relevant patient, Select Set Events from the drop
down list.

[ Case Tracking Set Events
Name: CSTSNDEMOENDO S -

OR: LGHEN 01 Sur 3 Lewis, Richard Huw
Proce ‘Colonoscopy Ca LGHEN-2017-205

Time Locked | lcon [Name

Case CX Day of 0 Pt in PreOn
Surgery
Block Needed
Block Ready
Pt. in Waiting
Room
Ready for
* Surgery

Transportto OR

PAG Location | PAC

_l Case Cart |Alerts

o
o
i
E
o
b
©
=
==
Y
o
©
£
o

3. Inthe Case Tracking Set Events window, Select the orangel PreOp tab

Note: You may need to resize your Case Tracking Set Events window if you cannot see
the icons

4. Select Pt. in PreOp Frrneeo 0on
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¢ Notice the Pt. in PreOp button disappears from the PreOp tab and appears in the
right details window.

[ Case Tracking Set Events

CSTSNDEMOENDO 5 e ime:  08:05
Lewis, Richard Huw
LGHEN-2017-205

Time Lacked | lcon | Name
Pt in BreOn

PAC Location | PAC

Block Needed

Block Ready

Pt in Block Room

Pt. in Waiting
Room

“ Surgery

BREPAENGISHGH PO Saivs Case Cart|

5. Click OK

6. Verify that the patient Status has been updated in Perioperative Tracking

LGH Enda PreOp | LGH Enda PostOp | LGH Endo Incomplete |

Filter: LGHEN Preop Taday = | (7 @} | @& = [ Total Cases:1
Status Stan Stop Add Pt Type CK_Alens Allergy Patient Age Procedure Provider PreOp Nurse Schedul
N 08:40 Pre-Day Surgery CSTSNDEMOENDO, STONE 24 years “Colon” Lewis, R

2 Events may be modified if necessary. The date and time are set when you modify the event. The
date and the time are the only fields that can be modified on an Event.

To modify an event:
1. Right Click the Event to modify

2. Select Modify Event to open the details window

3. Modify the time 10 minutes back
4. Click OK

B pt.inPreop

£ Modify Pt. in PreOp

o

5. Click OK
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3 Events may be removed as necessary. To remove an Event:

Add Event...

Modify Event

Remove Event

1. Right-Click Set Events from the LGH Endo PreOp view
o Case Tracking Set Event window opens

2. Right Click on the Event to remove

3. Select Remove Event

4. Click OK

4 Once all the pre-op activities have been completed you will set the patient’s status to “Ready for
Surgery” in Perioperative Tracking.

Ready for
Surgery

1. Return to the patient chart by clicking on the tab above Perioperative Tracking to reopen
the patient chart

Perioperative Tracking

LGH Endo PreOp | LGH Eng
LGH PAC | LGH PreOp

“. Key Learning Points

Right Click anywhere on the line with the relevant patient to set event(s) too update a patient’s
Status in Perioperative Tracking.
Events can be added, removed or modified.

Date and time are the only fields that can be modified for an Event already set



CLINICAL+SYSTEMS

Activity 1.3 — Review the Patient’s Chart for Documentation (e.qg., "‘
TRANSFORMATION TRANSFORMATIONAL
Consent Form) Our path 1o smarar, seamiass care LEARNING

& Activity 1.3 — Review the Patient’s Chart for Documentation (e.g.,
Consent Form)

1 To access the patient’s Procedure Consent:

On the Perioperative Summary page
Ensure the Preop Summary tab is selected

Locate Documents

r w0 N e

Click on the Consent Procedure link

@ AAE-oceArreRD-TNe

]

5. The patient’'s completed consent will be displayed.

¢ Only COMPLETED consents will be associated to patient charts. If the patient does
not have a signed consent, you will need to print a blank paper consent from
FormFast

4. To close the consent, click Exit 4 in the top left-hand corner

10
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Activity 1.3 — Review the Patient’s Chart for Documentation (e.qg., "
Consent Form) ot s s

Key Learning Points

Completed Procedure Consent can be found under Documents for review.

Blank consents can be printed from FormFast.

~

TRANSFORMATIONAL
LEARNING

11
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# Activity 1.4 — Document in the Endoscopy Assessment &
Perioperative Preprocedure Checklist

1 Overview of PowerForms

PowerForms are one way of documenting patient information/assessments in PowerChart. They
are similar to paper forms but with more functionality. Certain details entered in PowerForms
automatically flow elsewhere in PowerChart so there is no duplication and other clinicians can

access the same information. In Endoscopy, information/assessments are documented in 2
PowerForms.

qEndoscupy Assessment - IIIDEMOENDD, STOMNE
vEHO| S+ ¢ @

*Performed on:  14-Dec-2017 = E 0944 2 PST

General Information
General
Informatien Given By Surgery/Procedure Date/ Location Discharge Contact Name
Mlergies J
llohns
Vial Signs and Measurements ] Patient | Procedue [ Location |'JD nano M
Patient Screening History C] Farily ] Procedure DatedTime B
) . C] Community Care/Case Manager Discharge Contact Phone(s)
Medication History O] Other
% |D Risk Screen K] (604 123-4567
# Violence and Aggression Screening
] Barriers to Communication Reason Unable to Obtain Information
Disch: Contact Relationshi
Procedure History Cr Yes O Mone ) Physical impairment = P
Family History O Mo O Clinical condition O Unable to obtain O Caregiver
O Cogritive impairment ) Patient O Other
Numeric Pain Scale O Lanausgs baier @ Soous
FACES Pain Scale ) Daughter
- ' Family member
[l Answer "Yes" f the patient has ) Friend
Progress Nots - Simple language barriers, requires interpreter O Parent
support, or has sensory deficits.
O Sibling
) Sigrificant ather
) Son

isitors/Famil

Visitor [ Family Information

4

Visitor/Family Restrictions

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. The red asterisk * indicates required field(s) to be completed within that section. The
checkmark ¥ 'PRsks===n = means that mandatory fields in that section are completed.

[ Previous history of violent behaviour

O Curent physical aggression or violence
O] Current verbal threats of physical violence
[ Other:

Required field(s) within the PowerForm will be highlighted in Yellow. You will not be
able to finalize a PowerForm unless all required fields are completed. For example,

12



Activity 1.4 — Document in the Endoscopy Assessment & " U - |
TRANSFORMATION TRANSFORMATIONAL

Perioperative Preprocedure Checklist o ptht e s LEARNING

ID Risk Screen and Violence and Aggression Screening are sections that contain
mandatory fields to be completed in the Endoscopy Assessment PowerForm.

2 To open both Endoscopy Assessment PowerForm and the Perioperative Preprocedure
Checklist:

1. Click the AdHoc “BAdHec icon from the Toolbar
e The Ad Hoc Charting window opens

2. Select the & Endo folder from the left pane

3. Select the Endoscopy Assessment PowerForm M BEL
Preprocedure Checklist "lEi| Ferioperative Preprocedure Checklist

5l and Perioperative

4. Click Chart

e Endoscopy Assessment is the first form to open

3 Documentation in the Endoscopy Assessment PowerForm

The following sections are available for documentation in the Endoscopy Assessment
PowerForm:

General Information

Barriers to Communication

Allergies

Vital Signs and Measurements

Past Medical History, Problems, Diagnosis
Patient Screening History

Medication History

# |ID (Infectious Disease) Risk Screen

* Violence and Aggression Screening
Social History

Procedure History

Anesthesia Sedation

Family History

Pain Assessment (there are several Pain Scales)
Morse Fall Risk

Progress Note

4 Complete the General Information section:

13
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Endoscopy Assessment - CSTSNDEMOENDO, STONE
VEHO sHE e v @EE
“Perfformed on:  12-Dec-2017 = E 1447 2] pST
e ——— General
v Information Given By Surgery/Procedure Date/Location Discharge Contact Hame
Reviewed T
e
T rp e s 1 Patiert [ Proceduie [ Location [P S |
Patient Screening Histary O Fanily [ Procedure Date/Time .
Tl Cammunity Care/Case Manager Discharge Contact Phone(s)
Medication History 0] Other
. (504) 1234567
ID Risk Sereen
* Viglence and Aggression Screening
Social History Barriers to Communication Reason Unable to Obtain Information
Contact
Procedure History O Yes O None O Physical impaiment
Family History O No O Chirical condition C Unable to obtain () Caregiver
O Cognitive impairment ) Patient O Other:
SRS O Language barier @ Spouse
FACES Pain Scale O Daughter
T O Famiy member
Answer "Yes” ff the patient has O Fiiend
Progress Note - Simple language barriers, requires interpreter O Parert
support, or has sensory deficits.
O Sibling
O Significant cther
O Son
isitors/Famil
Visitor/ Family Information Visitor/Family Restrictions

1. Click the General Information section.

2. Enter the following information to complete the General Information section:
¢ Information Given By = Patient
¢ Discharge Contact Name = John
e Discharge Contact Phone(s) = 604-123-4567
¢ Discharge Contact Relationship = Spouse

e Barriers to Communication = No

Note:

« For fields that contain circle C (radio) buttons, only 1 selection can be made

For fields that contain square [l checkboxes (e.g. Information Given By), multiple
selections can be made

+ A blank box indicates a free text area where you may type any text

14
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Endoscopy Assessment - CSTSNDEMOENDO, STONE
vEHO|SHE+ v @

Vital Signs and Measurements Mark All as Reviewed

Patient Screening History

“Performed on: 12 Dec-2017 - E 1454 L=l psT
General Information AIIergies .

& Add | [Z] Modify No Known Allergies 2 No Known Medication Allergies | 2¥ Reverse Allergy Check Display PV ~
Medication History
* ID Risk Screen D. Substance Category Severity Reactions Interaction  Comments Source Reaction Status Revie|
* Violence and Aggression Scre |/ penicillin Drug Moderate Active 23-I
Social History
Procedure History
Family History 4 n D

Numeric Pain Scale
FACES Pain Scale
Morse Fall Risk

Progress Note - Simple

TRANSFORMATIONAL
LEARNING

The patient currently has an allergy to penicillin recorded. To confirm this, Select Mark All as

Reviewed. Allergy documentation must be completed to order and administer medications in
PowerChart.

The patient mentions they actually have an allergy to adhesive tape. To document the adhesives

allergy:
1.

2.

Click the Allergies section

Click the Add + icon

e The Add Allergy/Adverse Event window opens

Enter <adhesive> in the Substance field and Click Search
¢ The substance search window opens

Select Adhesive Bandage

Click OK

Enter the following information to complete the Allergies section:

e Severity = Mild

e Info source = Patient

e *Category = Other
Click OK

15
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Complete the Vital Signs and Measurements section

Endoscopy Assessment - CSTSNDEMOENDO, STONE

VES sE+ s BE R
S[e] s esT

*Performed on:  12_Dec-2017
General Information

Allrgies

Temporal
Vil Signs and Moasuremerts [P Ymsag

Patient Screering History

Medication History e
* 1D Risk Screen

* Viclence and Aggression Seree Axillary

Socil History

Procedurs History Apical Heart Bpm
Rate

Family History

Numeric Pain Scale Peripheral Bpm
Pulse Rate

FACES Pain Scale

Morse: Fall Risk T oo

Progress Note - Simple Monitored
Systolic/ mmHg / mmHg
Diastolic BP
-
0 Howfate
for

ol

Rectal

Respiratory L
Rate

Mean Arterial

Pressure

Spo2 Site O Ear C Hand
O Foot C Other

02 Therapy

Following the completion of this
section, please complete the
Modified and Pediatric Early
Waming Systems (MEWS/PEWS)
section as approprite.

Tl Ambient axygen
T Aerosol mask

[T Atiicial aivvay [ Simple mask
1 BlowEy [ TFiece

O] Highflow [ Trach mask
1 Hunidifcation [ Other.

[ Masal carrula
[ Mometreather mask.

[Measurements .

Source of Dosing Weight

ion Source

Dosina Weight
<

0

1. Click the Vital Signs and Measurements section

2. Enter the following information to complete the Vital Signs section:

SpO2 =99
Respiratory Rate = 14
Dosing Weight = 65 kg

*Height/Length Measured.

Temperature Axillary = 36.5
Peripheral Pulse Rate = 75
Systolic/Diastolic BP = 115/80

*Weight Measured = 65 kg
Source of Admit Weight = Measured
*Height/Length Measured = |

TRANSFORMATIONAL
LEARNING

Dosing Weight must be completed to order and administer medications in PowerChart.

Body Mass Index Measured (BMI) is auto-calculated from entry of *Weight Measured and

16
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7 Complete the ID Risk Screen and Violence and Aggression section

TRANSFORMATIONAL
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*Performed on: 17 Dec-2017

General Information

Allergies
Vital Signs and Measurements
Patient Scresring Histary
Medication History

* Viclence and Aggression Scres
Social History
Procedure History
Family History
Numeric Pain Scale
FACES Pain Scale
Marse Fall Risk

Progress Note - Smpls

Endoscopy Assessment - CSTSNDEMOENDO, STONE

YEO SFE s BE

:B 1454 2] PST
Infectious Disease Risk Screening

ARO: Antibiotic-Resistant Organisms incuding MRSA or VRE MRSA: Methicilin Resistant Staphylococcus Aureus
CPO: Carbapenemase-Producing Organisms VRE: Vancomycin Resistant Enterococcus

Do you have any risk factors for AROs?

] Chemotherapy witkin the last year ] Housshald contact with known CPO in the last pear
] Healthcare in Canada within the last year ] Intiavenous drug use in the last pear ] Unahle ta obtain
] Healthcare outsids Canada within the last pear ] Incarceration in the last year
] Dialysis within the last pear ] Homelessness of in shelter in the |ast year

Healthcare includes medical/surgical procedures, overnight stays, chemotherapy, dialysis, or other care specified by organizational practices.

If any risk is identified for AROs, the patient may need ARO screening swabs to be ordered and performed. Please refer to site-specific
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?

Have you or a household member traveled

outside of Canada within the last 30 days? focationinfiRecentlzar el
O ‘e, patient [ ahica [ Caribbean O] Russia
' Yes. housshold member [ ahica-Central [l Central Ameica ] South America
O ‘Yes, patient and housshold member 1 AhicaEast [ China [ United States
O Mo [l ahicaSouth [l Eastem Ewope ] Westem Eurcpe
' Unable to obtain [l ahica’west O India ] Other:

O ssia [ Mesico

O] sustralia/Mew Zealand ] Middle East

Risk Factors and Symptoms/ARO Surveillance Unable to Obtain Current Visit Information
Yes No Unable to obtain ‘ [ None |
“Fever O] Clirical condition

<«

1. Enter the following information to complete the ID Risk Screening section:

e Do you have any risk factors for AROs = None

¢ Have you or a household member traveled outside Canada within the last 30 days?

=No

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

Note: You may also Select Yes / No / Unable to Obtain for each Risk Factors and
Symptoms/ARO Surveillance field

17
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Endoscopy Assessment - CSTSNDEMOENDO, STONE
VEO| SR e v @E R

“Performed on:  12-Dec-2017 :E| 1454 =l psT

semmwmm il Violence and Aggres -

ing Additional Information

Vital Signs and Measurements

Patient Screening History [ Previous histary of violent behaviour
] Current physical aggression of violence

Moo Eior) ] Curent verbal threats of physical violence

+ D Risk Screen [ Other:
i Violence and Aggression Scre
If patient has a previous history of or current indication of violence or agg , /! the der of the form as applicable.
Procedure History
Family History Current Patient Presentation Current Presentation Additional Information
Numeric Pain Scale ] Attack on bisct
FACES Pain Scale O Instrument of hamm/weapan

] Physical harm [e.0. strikes, giabs)

] Physical thieat

Progress Note - Simple. ] Unwanted sexuial touch

] Verbal aggression with another behaviour of histary of violence

Morse Fall Risk

] “erbal or written threat of physical viokence:

] Other.

Perceived Staff Approach Stressors Perceived Staff Stressors Additional Information

] Enforcing or authoritative

] Denial or delay of request. action o item
O Rushed o fast pace

] Sudden or unanticipated approach

O Task focus

] Urwelcome touch

] Other.

2. Enter the following information to complete the Violence and Aggression Screening
section:

¢ Violence and Aggression Screening = No risk assessed at this time
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Perioperative Preprocedure Checklist

Complete the Family History section:
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Endoscopy Assessment - CSTSNDEMOEMDO, STONE
VEO g+ e BE R
*Performed on:  12-Dec-2017 = |Z| 1454 = PST
General Information
Family History
Allergies
Vital Signs and Measurements
Patient Screening History
Farnily
Medication History -
T 4 add 4 Modiy | Display.  Family Member Yiew [Positive Only) - Negative Urknowh Unable to Obtain 7] Patient
* Violence and Aggression Scret Last Update: 30-Now-2017 14:28 by TestSH, Nurse-Perioperative
Social History
Family Member Information ~ |Ags of Onset ‘ [iF] | Severity Course Life Cycle
Procedure History Mther
=
Father:
Numeric Fain Scale Cancer
FACES Pain Scale Colon cancer
Morse Fall Risk
Progress Note - Simple
4| [
< | m *
1. Click the Family History section
Family History
Add Family History
aet Tipdate: 30-How-2017 1428 by Testos. Nurse. [F] Focus Mode: w £dd Famiy Member
Relationship Father Mother randmother (WMrandfather (Mirandmother (PGrandfather (f +
Name
Health Status ~| ~| ~| ~| ~| -
B QuickList Q
B General Family History Q,

Alcohol abuse. -
Alzheimer's disease. -
Breast cancer. -

Cancer. -

m

‘Colon cancer -

Dementia. =
Developmental delay. -
Disbetes -
Heart attack. -
Hypertension. -
Mental disability. -
Osteoporesis. -

Drnctate cancer -

i | 0

- Add Group

TRANSFORMATIONAL
LEARNING

3. Within the Colon cancer row, Click once within the shaded column under Father

e T appears in the box
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Family History
Add Family History
st Update: S-Hov-a0717 14:28 by Testaw, Nurse-Penoperative [ ] Facus Mods ~ Add Family Member
Relationship. _ Father Mother imother (Morandfather (Mrandmother (Porandfather (F =
Name
Health Status | ~| | hd| El -
B QuickList Q,
B General Family History 4

Alcohol abuse. -

Alzheimer's disease. - L
Breast cancer. -
Cancer. =
Colon cancer -
Dementia. -
Developmental delay. -
Diabetes -
Heart attack. -
Hypertension. -
Mental disability. -
Osteoporosis. -

Drnctate rancer - a

i )

Double Click * to open the Update Family Member window
Click box next to Deceased

Enter Age of Death = 65

Click OK

© N o g bk

Click OK to close Add Family History window

9 Finalize the Endoscopy Assessment PowerForm

Information entered into the Endoscopy PowerForm is not officially complete until you Finalize

Endoscopy Assessment - CSTSNDEMOENDO, STONE
Sl<fes @
*Performed on:  13-Dec-2017 = |Z| 0853 = PST

General Information

1. Click the green check mark ¥ on the top left corner of the PowerForm
e The Endoscopy Assessment PowerForm form will close

e The Perioperative Preprocedure Checklist will open to the Patient Preparation
section

10 Documentation in the Perioperative Preprocedure Checklist
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Perioperative Preprocedure Checklist

“Peformed on: 01-Nov-2017 :3 1By 3 POT

Precp Preprocedurs Checidiel
Vakusbles/Belongnge Procadure Location
Frogress Note - Simple. [0y o)
C Erdascapy
O Cardec CathLab
© Radiobgy
C) Emergency department
C Bedide
' Dt

1F "Use” & "Cument” for
Akohol, Substance Abuss
or Tobacca on Socal

Htory above, document
ata/tme of fast use.

patient is pregnant?

Hair Remaval

1s there a passibiity the

Patient Preparation

Can Last Fuid and Last
Food Intake be Obtained?

O e
) Unable to obtan

Last Fluid Intake

Last Food Intake

Last Void

5o
Last Bowel Movement

e
Akcohol Last Use
Tobacco Last Use

oe
Recreational Drug Last Use

5z

O e © Mo

Bowel Prep Completed

[E Opper
[0 Mo hait removal percened
I Db

C e
© Wo
O N

Reviewed by OR Nurse.

Last Fluid Intake Amount

Patient External Warming Device

Last Oral Intake Type

C Clorhauid
C Ful bouid fother then busast mik)
) el tood

EET

MNasal Decolonization

O ez © N
Preop Carbohydrate Drink
O HS

© Nk

Pre Transfusion Testing Completed
Prior to Current Hospital Admission

TF answerng “Yes" to ekher quastions below, contact Transfusion Medicne Services
patient has been transfused/pregnant. Order a STAT Group and Sereen.

Has the patient been pregnant  Has the patient been transfused with

in the past 90 days?

red cells or platelets in the past 90 days?

O e C Yer
O Ne C Mo
O A O e
Preop site Prep

2% Chioshesidine Wines

Wash with Chiothexitine Solution

Wash With Soap

AM HS HIA

CLINICAL+SYSTEMS

‘ TRANSFORMATION

Our path 1o smarter, seamess cars

TRANSFORMATIONAL
LEARNING

The following sections are available for documentation in the Perioperative Preprocedure
Checklist PowerForm:

* Patient Preparation
Preop Preprocedure Checklist
Values/Belongings
Progress Note

The red asterisk * indicates a mandatory section with required fields highlighted in yellow.

If you answer Yes to “Can the Last Fluid and Last Food Intake be Obtained”

Can Last Fluid and Last
Food Intake be Obtained?

O ‘es
O Unable to obtain

Last Fluid Intake

xxxxxxxxx 4[] z
Last Food Intake

1. Enter the following information to complete the Patient Preparation section:

Procedure Location = Endoscopy
Can Last Fluid and Last Food Intake be Obtained?= Yes
Last Fluid Intake = Today’s Date, 06:00
Last Food Intake = Yesterday’s Date, 11:30
Last Oral Intake Type = Clear liquid

The following two sections will be also be highlighted for completion.
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11

o Bowel Prep Completed = Yes

2. To enter type of bowel prep used, Right Click anywhere on the Bowel Prep Completed
box and Click Comment

3. Enter type of bowel prep used in the free text box and Click OK

[P Comment
Pt took picalax as instructed|
Wash With Soaj
Bowel Prep Completed | P
® ‘res |
O No
O ha Cemment
Modifiers
Reference Text
View Result Details
Clear
—

Complete the Preop Preprocedure Checklist section

operative Prepr . SToNE
vEHO M v @E [

*Performed on:  01-Nov-2017 :D 1337 1 pOT

~ Patiert Preparation Preop Preprocedure Checklist u

Patient Veri

Progress Note - Simple

Capillary Blood
Glucose Non-

numeric Result

Prosthetics / Implants / Belongings

Patient Has Implanted Device ‘

I any Prosthetics /
Implants / Belongings
emoved, Please complete

Valuables / Belongings
SECTION

Mail Polish/Fake Nails/Makeup Remaoved

Gther Personal Belongings Removed ‘

1. Select Preop Preprocedure Checklist
2. Enter the following information to complete the Patient Preparation section:
Preprocedure Patient Verification
e |ID Band on and Verified = Yes
e Allergy Visual Cue Present = Yes
e Enter N/A for all other fields in this section
Patient Consents

e Procedure Consent Complete = Yes

22



Activity 1.4 — Document in the Endoscopy Assessment & " wmeneeerens YD
Perioperative Preprocedure Checklist
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o Enter N/A for the other fields in this section
3. Please also review the following content (not required for completion of this activity)

e Chart Review
e Prosthetics/Implants/Belongings

Hint: Clicking on the column header ‘Yes’, ‘No’, or ‘N/A’ will complete the whole section with that
input

12 Complete the Valuables/Belongings section
Perioperative Preprocedure Checklist - CSTSNDEMOENDO, STONE

VEHO|EM e 3| @

“Performed on:  01-Nav-2017 : 1337 [2]POT

* Patient Preparation

Valuables/Belongings
Preop Preprocedure Checklist

Does patient have any Patient instructed to send all items home with the
S e valuables/belongings with them?  exception of personal assistive devices?

Special crcumstances including
unconscious/incapaciated patients,
atients coming for day surgery.
@ ves (€ es; Items sent home with reksive ot fiend G O CE R

C No O Ves: Ptun

(O Mo: special

Progress Note - Smple:

able to send tems home it elative or fieng | 11 Patient unwiling or unable to send

ftems home with relative or friend,
ensure that patient has signed 2 "waiver
of responsbilty for valuables’ form.

- - Does patient have any Contrabands Removed as
Belongings Sent Home With Belongings Labeled contrabands with them? per Bolicy.

@ O es O es
C Dther C No O Otter

1. Select the Valuables/Belongings

2. Enter the following information to complete the Values/Belongings section
e Does patient have any valuables/belongings with them? = Yes
e Belongings Labeled = Yes

3. Under Personal Devices, Double Click the cell next to Glasses

Personal Devices

Description Number of Items
Assistive Devices

Cane

Contact Lenses

Dentures. Lower

Denture Partial Plate

Dentures, Upper

Glasses k
Hair Piece, Wig

Hearing Aid. Left

Hearing Aid. Right

4. Enter <description and comment> as necessary
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Add Result Comment [e3m)

Description

reading glasses with red polka dot frame

Comment

5. Click OK
6. Click the green checkmark ~ to finalize the Perioperative Preprocedure Checklist

e The Endoscopy Assessment PowerForm form will close

13 If you need to modify documentation in any PowerForm after it's finalized, to re-open the
PowerForm:

from the Menu

< - | # Form Browser

Sortby: Form -

1. Select Form Browser IElml=EEs

Al Forms
- Endoscopy Assessment

2. Right click on the PowerForm to be modified
3. Modify information within the PowerForm, as necessary

4. Click the green check mark ¥ to finalize again

Note: The save button & only saves the documentation for you. The finalize ¥ button will make
the information visible to any clinician with access to the patient’s chart.
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Perioperative Preprocedure Checklist o ot e ssrins

Key Learning Points

In PowerForms, asterisked sections means there are required fields contained within. Required
fields within sections are highlighted in yellow.

All required fields must be completed in order finalize a PowerForm.

All PowerForms are finalized only after clicking the green checkmark.

Modifications to PowerForms can be made by accessing them through Form Browser.

25



CLINICAL+SYSTEMS

g

Activity 1.5 — Initiate PreOp Orders AT
& Activity 1.5 — Initiate PreOp Orders
1 Orders Overview
< = & Orders O, Full screen  @Print Q¥ 18 minutes ag

Reconciliation Status

Add | 4" Document Medication by Hx | Reconciliation = | & Check Interactions
+ . 4 © Meds History @ Admission @ Discharge

Orders | Medication List | Document In Plan

u
Orders for Signature — - - = T
S DB v rder Name Status Dose .. | Details
Document In Plan g] |4 Medications 5
Medical @& M 2865 furosemide Ordered 20 mg, IV, as directed, order duration: 5 day, drug form: inj, start: 17-Nov
Administer pre red blood cell transfusion
T™ Red Blood Cel RBO) [ | o000
Suggested Plans (0) 60 Red Blood Cell Transfusion  Ordered Routine, Administer: 1 unit, IV, once, Administer each over: 120 - 180 M1
Orders Informed consent must be present on patient record .
Admit/Transfer/Discharg | | 4 Laboratory
Status & ¥ 866" B Group and Screen Ordered Blood, Routine, Collection: 17-Nov-2017 14:48 PST, once
Patient Care

To navigate the Order Profile and review the orders:

1. Select Orders from the Menu

2. On the left side of the Orders Page is the Navigator (View) which includes several
categories including:

Plans

Categories of Orders
Medication History
Reconciliation History

3. 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 discover additional information.
e Some examples of icons are:

¢ Order for nurse to review

[@ Additional reference text available

39 Order part of a PowerPlan

# Order waiting for Pharmacy verification

4. Orders are classified by status including:

»| B \4 Order Name  + |/Status Dose ... |Details =
g\_l vvvv @ Insert Peripheral IV..] Processing 20-Nov-2017 11:46 PST
[ | @ Insert Urinary Cath..{ Proposal 20-Nov-2017 11:31 PST, Indwelling
& 4 3_’;_ Morse Fall Risk Ordered 17-Nov-2017 14:05 PST, Stop: 17-Nov-2017 14:05 PST
Assessment Order entered secondary to inpatient admission. E
& [} @ Vital Signs Proposal 20-Nov-2017 11:25 PST, g4h while awake
» M ¥ @ vitalsigns Ordered 17-Nov-2017 16:24 PST
4 Medications
& ] @ furosemide Ordered 20 mg, IV, as directed, order duration: 5 day, drug form: inj, start: 17-Nov-
Administer pre red blood cell transfusion i
< 1 »

e Processing - order has been placed but the page needs to be refreshed to view
updated status

e Ordered - active order that can be acted upon

e Proposal - are proposed by non-providers. These are suggestions sent for provider
review and should not be acted upon until signed by a provider. Once signed, these
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will become active and status will change to Ordered as above

A PowerPlan in PowerChart is the equivalent of pre-printed orders in current state; they are
multiphase order sets placed once for all phases in a patient’s surgical/procedural journey.

2 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 endoscopy pre-op nurse will need to
initiate the Pre-Procedure order.

[P CSTSNDEMOENDO, STONE - 700005212 Opened by TestSX, Nurse eamLead-Perioperstivel Sels

Location:LGH Endoscopy: Pre Op: 03

Add | @ Reconcilistion Statuss
Add b ~
+ g © Meds History © Admission © Discharge

Orders for Signature
~Plans

Document n Plan
Medical
Gl Endoscopy (Multiphase) mumﬂ
Pre Procedure (Planned)

"=
BI B rectPepheaiy Caer o T
M® Vet

Post Procedure (Planned) v on
]
v

31-0ct-2017 12:52 POT, on
Vaal Sign: Ordered 31-0ct-2017 12:42 POT, oy

Suggested Plans )

ders
Admi/Transfes/Discharge
BIE  CT Chest Abdo Pelvis wio Contrast Future (On Hold) 16-Oct-2017, Routme, Resson: Cances Staqing, jsit, Scheduling Locations:

Medication History Snapshot
+ Reconciisbon Histery

FormularyDeta
SRS Fa . % 4 S Son

On the Orders profile:

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

-~ Orders for Signature

éPIans

£ Medical

éGI Endoscopy (Multiphase I'u’alidated]
-Pre Procedure (Planned)

.. Post Procedure (Planned)

2. Under GI Endoscopy (Multiphase), Click the Gl Endoscopy Pre Procedure (Planned)
3. Review order details within the PowerPlan

4. Click Initiate. The Ordering Physician box will display
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Activity 1.5 — Initiate PreOp Orders

Reconciliation Status

+ Add | 4 Document Medication by Hx | Reconciliation - | & Check Interactions © Meds History € Adn

Orders |DocumentIn Plan

M % © + Addtopha

S Durstion: None [L.]

View il ici
[S]7 | [Compof B8 OrknngPlnsicin pose— | omaie
Plans 2
{ Document In Plan Gl Endoscopy (Multiphase) | appy iician name
Medical [ | |Lastupdated on:2018-Jan{
e Procedural Sedation (Module) (Validated) (Planned Plerts last checked on 201
Gl Endoscopy Procedural Sedation (Module) (Validated) (Planned) 4 AdmiTrantarischat] o ser baterm
(G Endoscopy (Multiphase) (Validated) Nurse t rder Date/Time
Pre Procedure (Planned) PR 23an-2018 Z E 1409 < pst
Post Procedure (Planned) [ F vialsi o once
Suggested Plans (0) 4D i “Communication type
Orders [ ss [ NPofol |Phone | Except medications with sips; after completion of bowel preparation
" Admit/Transfer/Discharge s [F ClearFl [Ne Cosignature Reaulred ¥ | Day before procedure
{CStatus 4 Continuous Infusions SeiTntue Heaoie
Patient Care v Insert. nolVin place
I s Py g ¥noin pl
[Tl Activity C [ sedivm| |Electronic ¥ | order rate: 50 mL/h, IV, drug form: bag
extrose ¥ | order rate: 50 mL/h, IV, drug form: bag
[ Diet/Nutrition C d d 50 mL/h, IV, drug form: be
[ Continuous Infusions _| | 4 Medications o
{[IMedications 5 Bowel Preparation
r £y lyeth 140 g, PO, once, drug form: powder
gf‘:’d :mdms EQUIV 280 g/4000 mL oral lig) ¥ |140 g'= 2000 mL. Giveat ___ onthe day prior te procedure. Drink 250 mL every 10 min until 2000 mL solutic
DD? ore DWT = B polyethylene glycel 3350 with electrolytes (PEGLYTE 140 g, PO, once, drug form: powder
LIIEUES EQUIV 280 g/4000 mL oral lig) 140 g = 2000 mL. Give at on day of procedure. Drink 250 mL every 10 min until 2000 mL solution is giver
{CProcedures r [ sodium picosulfate/Mg oxide/citric acid (PICO-SALAX 1 package, PO, once, drug form: powder
[IRespiratory EQUN powder) Giveat ___ onthe day prior to procedure. Mix each packet of PICO-SALAX o 150 mL cold water. Sir for 2 t
{7 Allied Health [l [&F sodium picosulfate/Mg oxide/citric acid (PICO-SALAX 1 package, PO, once, drug form: powder
[ Consults/Referrals EQUN powrder) Giveat___ onthe day of procedure, Mix cach packet of PICO-SALAK to 150 mL cold water, Following dose,
[ |Communication Orders [l (& bisacODYL 10mg, PO, pre-procedure, drug form tab
["1Supplies Give in AM the day before procedure
[FINon Categorized [l & bisacoDvL 10 mg, PO, pre-procedure, drug form: tab
EIMedication History Give at HS the day before procedure
Antiemetics
Medication History Snapshat
[:1Reconcilistion History Iy 4 mg, IV, once, PRN nausea, drug form: inj
Related Results ‘: Details
Formulary Details
Variance Viewer Orders For Cosignature | [ Diders For Nurse Flevien

5. The Physician will autopopulate. Select No Cosignature Required
6. Click OK

Pre Procedure (Initiated Pending)

. Post Procedure (Planned)

e Pre Procedure orders are now Initiated Pending, it is not initiated until Signed

e A Chack Intaract Reconfistion Staluz
bl Chacklntanctions © Wieds History © Admissian @) Discharge
Orders | Document In Plan
W 4] % © + AddtoPhaser LdComments Start 2016-ten-23 1414957 [L.] Duration: None
[&[%] [Campa E G -
Plans z amponent s =
Gl i

Document in Flan
- Medical
Gl Endascopy Procedural Sedation (Moduie] (Validated) {Planned]
= Gl Endoscopy (Multiphase) (Validsted)
& Pre Procedure (nitiated Pending)

4 Patient Care
Past Procedure (Planned) E'3 X vital signs Order 2018-Jan-23 1314 FST, ance, Stop: 2018-Jan-23 14:14 PST
Suggested Plans (3) 2 Diet/Nutntion
rders F e g PO for Procedure Order | 2018-Jan-23 14:14 PST, Excent medications with sips; after compbetion of bowel preparation
AdmitTranster/Discharge O s F ClesrFuiDier = Day befare procedure
4 Ceontinuous Infusions
b InsertPeripheral IV Catheter Order 2018-Jan-23 1414 PST, Kl in place
r ‘sodwm chiuride 0.9% (sadium chiride 09% (NS) con. | orer rate: 50 mU/h, IV, drsg form: bag E
r detrose 3%-sodium chlarite 09% (derose 5%-50 ] order ate: 30 Lk, IV, drua form: bag
2 Medications

Last updated on: 2018-Jan-04 11:40 ST by: Plisves, Stuart, MD
|Alerts Last checked on 2016-Jan-04 1140 PST by: Plisvex, Stuart, MD
4 AdmitTransfeyDischarge

Hurse to initiste Pre Procedure phase of this plan

Bowel Preparation

[ 48 [ polysthylene giycol 3350 with slectrolytes (PEGLYTE | 1403, P9, once, drug form: powder
EQUIV 280 g/4000 L oral iq) 1409 et __ on the day prios to pracedure, Drink 250 ml. every 10 min until 2000 mL solution is given. I pa...
C [ polyethylene glycol 3350 with electrolytes (PEGLYTE 140 g, PO, once, drug form: powder
EQUIV 280 /4000 L cral i) g o oy of procedure. Drink 250 mL every 10 min urt 2000 mi. solutian is given. ¥ patient be.
= [ sodium picosutfate/Mg ovideciic acid PICO-SALAX 1 package, PO, once, drug forn: powder
EQUIV pomden) ive 3t on the day prior to procedure. Mix each packes of PICO-SALAX 1o 150 mi. cold water. St for 2 to 3 min until co.
r [ sodium picosulfste/Mg cxidefcitric acid PICO-SALAX 1 package, PO, ance, drug form: powder
EQUIV pomder) Grve at ___ onthe day of pracedure, Max each packet of PICO-SALAY ta 150 mi. cold water. Following dose, give 1500 to 20...
[ Commanication Ordess r & sisacoOVL 10 mag, PO, pre-procedure, drug form: tab
Suppies Give in AM the day belore procedure
Mon Categorized C [ bisscoDVL 10 mg, PO, pre-procedure, drug fem: tab
(b Medicuion ity Give at HS the day before procedure
Medication History Snapshat Artiernesica
fmoncibetonbiay 4 C sndnsetion 4 ma 1V, once PAN nauses, dnua fomme ini -
oo
| Formulary Details
| . — s Fo Cosionaie e ForHirse Save a My Favol e Foe Signaae

7. Click Orders for Signature
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. . Reconciiaton Status
Add ® Check Intesacions
+ é © Meds History @ Admission @) Discherge

Orders | Document In Plan.

H [ [R]@[5 % [Order tame Satus[start Detais
View 2 LGH Endoscopy: Endoscopy Wait: 45 Enc:7600000000281 Admit: 2018-Jan-18 11:25 PST
Orders for Signature 2 Patient Care
Plans 2018-Jan-24 0919 . J018-Jan-24 0%:18 PST, once, Stop: 2018-Jan-24 09:19 PST
2018-Jan-24 0919 . 2018-Jan-24 09:18 PST, W no IV in place

Document In Plan
= Medical 2 Diet/Nutsition
Gl Endascopy Procedural Sedation (Module) (Vabdsted) (Planned) [ MPOforProcedure  Omder  2018-Jan-24 0919 . J01-Jan-24 03:18 PST, Excegt
= G Endoscopy (Muttiphase) (Validsted)
& Pre Procedure (Initiated Pending)
Post Procedure (Planned)
Suggested Plans (1)
rclers
Ademit Transfer/Discharge:
Status
Batient Care
Actnity
Diet/Hutrition

Continueus Infusions
Megications
Blocd Products
Labaratory
Diagnastic Tests
Procedures
Respinatory
Allied Health
Consuts/Refernals
Communication Orders
Supplies
Hon Categarized
£ Medication History
Meication History Snapshot
i Recanciistion History

Related Results = |
Formulary Details
Varisnee Viewer Fiogs P For P Sign

8. Click Sign
9. Click Refresh

3 Although providers are entering orders in PowerChart, there are times a nurse may order on
behalf of a GI Provider. In this scenario, the Gl Provider mentions that the patient should receive
a dose of acetaminophen before their procedure.

This was not ordered before as part of the Pre Procedure orders, so we need to enter it as a
verbal order, this type of ‘one off’ type order is also called an Ad Hoc order:

1. Onthe Orders page, Click = Add
a. Add Order window that opens

2. Enter <acetaminophen> in the search box and Click

3. Select 1000mg, PO once, drug form: tab

Order Sentences ’?‘@

Order sentences for: acetaminophen Filtered Order Sentences
650 mg, rectal, gbh, PRM pain-mild or fever, drug form: supp Greater Than or Equal To12 year -
650 mg, rectal, QID, drug form: supp Greater Than or Equal To 17 year
975 mg, PO, once, drug form: tab Greater Than or Equal To 17 year
975 mg, PO, QID, drug form: tab Greater Than or Equal To 17 year
975 mg, PO, QID, PRM pain-mild or fever, drug form: tab Greater Than or Equal To 17 year
975 mg, PO, TID, drug form: tab Greater Than or Equal To 17 year
975 mg, PO, TID, PRM pain-mild or fever, drug form: tab Greater Than or Equal To 17 year
1,000 mg, PO, once, drug form: tab Greater Than or Equal To 17 year
1,000 mg, PO, QID, drug form: tab Greater Than or Equal To17 year
1,000 mg, PO, QID, PR fever, drug form: tab Greater Than or Equal To 17 year
1,000 mg, PO, QID, PRN pain-mild, drug form: tab Greater Than or Equal To 17 year
1,000 mg, PO, QID, PRN pain-mild or fever, drug form: tab Greater Than or Equal To12 year =
1,000 mg, PO, TID, drug form: tab Greater Than or Equal To 17 year L
1,000 mg, PO, TID, PRN fever, drug form: tab Greater Than or Equal To17 year T
1,000 mg, PO, TID, PRN pain-mild, drug form: tab Greater Than or Equal To 17 year B
1000 rn PO _TIN_PRA nain-mild ar feuer drin form: tah Greater Than ar Fanal Ta 17 vear S

4. Click OK

5. Enter <Gl Provider> in the Ordering Physician window and Select Verbal
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Ordering Physician ==
@ Order
%) Proposal
“Physician name
' o)
*Order Date/Time
06-Nov-2017 :B m7 1 psT

*Communication type

No Cosignature Required
Cosignature Required
PaperjFax

Electronic

6. Click OK

‘ CLINICAL+SYSTEMS ’
TRANSFORMATION TRANSFORMATIONAL
Gur path 1o smarter, seamless care LEARNING

7. Review/add any details necessary in the details pane, then Click Sign

8. Click Refresh

Key Learning Points

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

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

categories of orders

The Order Profile page displays all the orders for a patient

Remember to sign when initiating an order(s)

Verify that the order is initiated by checking the View window under the Orders Tab.

Ad Hoc orders may sometimes need to be placed by nurses
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# Activity 1.6 — Complete IView Documentation for a Peripheral IV
Insertion

1 Interactive View and 1&0O (IView) is the electronic equivalent of current state paper flow sheets.

Endoscopy nurses in pre-op and post-op will be documenting in IView under the “Endoscopy
Quick View” band:

r< - |# Interactive View and I&0
= V&4

& add { Periop Quick View

o Periop Systems Assessment
< Periop Safety Departure
Interactive View and [8:0  Periop Lines-Devices
 Intake And Output

o Advanced Graphing

o Adult Education

o5/ Pedialic Fducafion

MAR

loscopy Quic
VITAL SGNS
Peripheral IV

RESPIRATORY
Sedation Scales

PAIN ASSESSMENT
GASTROINTESTINAL
Uninary Catheter

Glucose Blood Point of Care
Restrairt Information
Provider Notication

1. From the Menu, Select Interactive View & 1&0
2. Select Endoscopy Quick View band

Overview of IView

- |#& Interactive View and I&0

]

</ Periop Quick View n
o Periop Systems Assessment

< Periop Safety Departure JFind ltem] ~ [Ocritical [High [Olow [ Abnormal [ClUnauth [[]Flag D And @ Or
< Periop Lines-Devices E=x T v I= TE
o Intake And Output q 13-Dec2017
o Advanced Graphing ! W 14:07 PST
< Adult Education Heart Rate Manit...
< Pediatric Education SBR/DEP Cuft
P —— Cuff Location
Sasihu e A S Mean Arterial P...
VITAL SIGNS Mean Arterial P...
Perpheral IV Bload Pressure Method
RESPIRATORY Central Venous

Sedation Scales Intracranial Pre..,

Discharge Criteria {0 Cerebral Perfus...
PAIN ASSESSMENT 4 Oxygenation
GASTROINTESTINAL Respiratory ...
Urinary Catheter Measured 025 (FIO2)
Glucose Blood Point of Care Oxygen Activity
Restraint Information Oxygen Therapy
Provider Notfication Oxygen Flow..

Humidificatio

& End Tidal CO2
5p02
Spoz2 Site

5p02 Site Change
4 PAIN ASSESSMENT

Pain Present
Respiratory Rate

PROI

1. A band is the a heading with a collection of flowsheets organized beneath it. In the image
above, Endoscopy Quick View band is expanded displaying the sections within it. A band
is indicated by the pencil %! icon.

2. The set of bands below Endoscopy Quick View are collapsed. Bands can be expanded
or collapsed by clicking on their name. A section is an individual flowsheet that contains
related assessment and intervention documentation.

3. Acell is the individual field where data is documented.

2 Document an IV insertion in Endoscopy Quick View

1. Select IView from the Menu
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2. Select Endoscopy Quick View

3. Select Peripheral IV

s 5 ]

< Periop Quick View '

o Periop Systems Assessment

< Periop Safety Departure v Ocitical [

@y Periop Lines-Devices
o Intake And Output ‘
@ Advanced Graphing
@ Adult Education

i Pediatric Education
:\‘ Endoscopy Quick View I
[—" Respiratory Rate
—RERFEETOR—

[Resutt [

02-Noy-2017
1 09:49 POT

A PAIN ASSESSMENT
VITAL SIGNS Pain Present

Onset
Sedation Scales

Provaking
PAIN ASSESSMENT Palliating
GASTROINTESTINAL Quality
Urinary Catheter Location
Glucose Blood Point of Care Laterality

Restraint Information

Radiation Characteristics
Provider Notification

Fain Comment

& secandary Fain site

16> Additional Pain Sites

K Pain Taol Used

4 Restraint Information [[&

4. Click the dynamic group icon Ed

e The Dynamic Group window opens

Dynamic Group - CSTSNDEMOENDO, STONE - 700005212 ==
Label:
Peripheral Hand Left =Peripheral IV Catheter Size:> -

Peripheral IV Catheter Type: T

Midline

Peripheral IV Site:

Antecubital

Basilic vein £
Cephalic vein

Chest

Digit

External jugular

Foot

Faorearm

Frontal vein

Great saphenous vein

Median cubital vein
Pasterior auricular vein
Small saphenous vein
Superficial temporal vein
Upper arm

Wrist

Peripheral IV Laterality:

I Left
[Right

[ Medial
itas

5. Enter the following information to complete 1V insertion documentation:

6. Click

Peripheral IV Catheter Type = Peripheral
Peripheral 1V Site = Hand
Peripheral 1V Laterality = Left
Peripheral IV Catheter Size = 20 gauge
OK, a label will display under Peripheral IV heading

CLINICAL+SYSTEMS
TRANSFORMATION

Our path 1o smarter, seamess cars

TRANSFORMATIONAL
LEARNING
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A =Peripheral Antecubital Left 18 gauge =
&) Activity
Line Status
Line Care
@Site Assessment
Site Care
Dressing Activity
Dressing Condition
Patient Response

TRANSFORMATIONAL
LEARNING

7. To enter further information for the 1V insertion, Double Click on the cell next to Activity:

+ Peripheral IV oo

A <Peripheral Antecubital Left 18 gauge=

| @ acivity Activity X
<» Patient Identified M Inse
<» Total Number of Attempts DAsseisment
» Unsuccessful Attempt Site [1Blood drawn
< Line Insertion ] Discontinued
Line Status [“IPresent on admission
Line Care [ Other

@Site Assessment
Site Care
Diressing Activity
Dressing Condition
Patient Response

e Activity = Insert
e Total Number of Attempts =1
e Dressing Activity = Applied
Hint: Instead of clicking to move to the next cell press the Enter

8. Click Sign button v

e The data will be automatically time-stamped for the current time and may be

adjusted as necessary

Note: Documentation entered will remain purple and is not saved until Signed, finalized data
shows in black. Once finalized, the documentation is available to all clinicians with access to the

patient’s chart.

Key Learning Points

Endoscopy nurses in pre-op will be documenting in IView under the “Endoscopy Quick View”

band.

A dynamic group in 1View allows detailed information about a nursing activity/assessment to be

documented.

Double Click the cell next to the section to activate it for charting.

Click green checkmark to finalize IView documentation. Once finalized, IView documentation

changes from purple to black.
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3 Activity 1.7 — Utilize Barcode Scanning to Administer Medications

1 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
View.

Tips for using the barcode scanner:

e 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

o To determine if the scan is successful, there will be a vibration in the handle of the
barcode scanner and/or, simultaneously, a beep sound

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

In this activity, you will be using medication administration to give a dose of pre-op
acetaminophen that was ordered previously:

1. Review medication information in the MAR. From the Toolbar, Click "M!"edication Administration

e The Medication Administration window opens prompting you to scan the patient’s
wristband

Plaseescan the potient ¢ iethand

2. Scan the barcode on the patient’s wristband
¢ A list of ordered medications appear on the Medication Administration window

3. Scan the barcode for the acetaminophen to be given
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B Mecication Adrminisration =
( Nurse Review 1n3p0T |
CSTSNDEMOENDO, STONE MRN: 700005212 DOB: 01-Jul-1993 Loc: Pre Op; 03
=" FINS: 7000000012037 Age: 24 years = F K Allerglen ™
| |
Scheduled Mnemanic Details Result
[l % 02-Nov-2017 1200 PDT acetaminophen 325 mg, PO, ance. drug form: tab, start 17 1200 POT. stop: 02
Ma ophen 4 ]
Il a29eRM fentanyl 200 m ain, drug form: inj, start: ..
fentanyl Gentam| PRN range dose)
Il a5pan mid: dose range: 1ta 10 mg, IV, as directed, PRN sedation, drug form: inj, start
Ready to Sean et Back |

4. Click Sign to complete your documentation

Note: You will still be able to document medication administration without barcode scanning, but
you must provide a reason to override and move onto the next step.

Override Reason

/y,  Patient has not been verified by 2 scan.
(=% Doyouwantto continue?

Reason:

B

Emergency

Malfunctioning Scanner

No Scanner Available

Other

Patient Could Not Be Identified

Patient Refused Scanning

Unable to Scan Barcode ]

Key Learning Points

First, verify that there was an order placed for the medication to be administered.

Medication Administration from the Toolbar utilizes barcode scanning to administer medication.
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I PATIENT SCENARIO 2 - Intra-Procedure

Learning Objectives

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

Complete intra-procedure documentation in both Powerchart (Perioperative Documentation) and
SAAnesthesia (Sedation Record)

SCENARIO

As the endoscopy intra-op nurse, you have set up the procedure room for the patient’s colonoscopy
and ready to bring the patient into the room from the endoscopy pre-op area.

You will be switching between two applications: PowerChart & SAAnesthesia. As an endoscopy
intra-op nurse you will be completing the following activities:

Review Patient’'s PreOp Documentation

Complete Patient Check-In to Access Perioperative Documentation

Initiate Procedural Sedation Medication Orders

Create a Sedation Record

Document Times in the Sedation Record

Document Medication Administration in the Sedation Record

Document Patient Comfort Score (NAPCOMS)

Enter a Pathology Surgical Request & Document a Specimen in Perioperative Documentation

Finalize Perioperative Documentation & the Sedation Record

36



‘ CLINICAL+SYSTEMS y
TRANSFORMATION TRANSFORMATIONAL

Gur path 1o smarter, seamless care LEARNING

Activity 2.1 — Review the Patient’'s PreOp Documentation

& Activity 2.1 — Review the Patient’s PreOp Documentation

1 As the intra-op endoscopy nurse, you see that the patient’s status is set to ‘Ready for Surgery’ so
you bring the patient to the procedure room for their colonoscopy:

LGH Endo PreOp | LGH Endo PostOp | LGH Endo Incomplete |
Filter LGHEN Preop Today = | [T ' | @& = I | Total Cases: 2

Status Start Stop Add |Pt. Type CK |Alerts Allergy |Patient Age Procedure Provider
LGH EN 01 (1 case)

Pre-Day Sur {} CSTSNTOOK, STPEREGRIN 59 years "Colonoscopy” Plisvex, S

LGH EN 02 (1 case)
b E Day Surgery |7 ‘ CSTSNDEMOENDO, STONE 24 years

To open the patient’s chart (review of Activity 1.1):

1. Selectthe LGH EndoPreOp tab

2. Double Click the blue arrow * next to the patient’s chart to open their chart

Perioperative Summary is the landing page when you open a patient’s chart.

You can review the patient’s pre-op documentation by accessing them via the Perioperative
Summary page:

~ |# Perioperative Summary O, Full screen ¥ 0 minutes ago
Al AR wx @8
Preop Summary 22 | Intraop Summary 23| Postop Summary 22| Handoff Tool 22 | Discharge 22 | Quick Orders 2|+ E K =
Selected visit
NPO ® =
- —— Selected visit w Consents 2 |
o results found ECG 2|7
all Visits ‘ Mo resulis four ‘ A <
HapP F a
‘ No Known Allergies - ‘ | abs =='~) | ID Verification F =
Selected visit w Site Verification F =
Diagnose
Selected visit ‘ No resuits found ‘ Outstanding Orde =- .
‘ No results found Selected visit
= Selected visit . o
Proble: ~ Pathology Surgical Request Ordered 14/12/17
Al Visits ‘ No results found ‘ 11:16
Pathology Surgical Request Ordered 14/12/17
Oassification: All 10:21
CT Chest Abdo Pelvis w/o Contrast Future 16/10/17
16:06

2 Review the Endoscopy Assessment PowerForm and Preoperative PreProcedure Checklist
completed by the PreOp nurse.

In Preop Summary Tab:

1. Under Documents, Select Endoscopy Assessment
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Summary

ABIARRE w0k -O04

[ Docu

|Preup5ummaw | 2| Intraep Summary 52| Postop Summary 1| Handoff

Last 2 weeks for all visits

] My Documents
Not= Type Author Date/ Time: v
Consent Procedure Unknown 06/11/17 09:11
Endoscopy Assessment - Text TestSX, NursewithSaAnesthesia- 03/11/17 10:43
Perioperative
Endoscopy Assessment - Texta TestsX, NursewithSafnesthesia- 03/11/17 10:25
Perioperative
Periop Preprocedure Checklist - Text TestSX, MurseTeamLead-Perioperativel 01/11/17 13:37

CSTSNDEMOENDO, STONE Female 24

‘ CLINICAL+SYSTEMS

TRANSFORMATION

Gur path 1o smartar, seamless cars

Endoscopy Assessment Entered Onc 03-Now-2017 11:10 PDT
Performed On: 03-Now-2017 10:43 PDT by TestSX, il sthesia-Peri

Allergies

Allergies (Active)

No Known Allergies Estimated Onset Date: Unspecified: CreatedBy: TestSX.
NurseTeamlead-Perioperativel; Reaction Status: Aclive ;
Category: Drug: Substance: No Known Allergies: Type:
Allergy ; Updated By: TestSX NurseTeamLead-Perioperativel;
Reviewed Date: 29-Sep-2017 1433 PDT

Past Medica History. Problems. Diagnoses

Patient Screening History
BLANK

Neurological problems : No
Stroke  No

Seizures - No

Severe Headaches - Mo
Glaucoma.: No
Cerebral Palsy - No

(As Of: 03-Nov-2017 11:10:07 PDT)

(As O 03-Nov-2017 11:10:07 PDT)

TestSX NursewithSaAnesthesia-Perioperative - 03-Nov-2017 10:43 PDT

3. To close the window, Click #

4. Under Documents, Select Periop Preprocedure Checklist

5. Review the summarized Periop Preprocedure Checklist

CSTSNDEMOENDO, STONE Female

Perioperative Preprocedure Checklist Entered On: 01-Nowv-2017 15:09 PDT
Performed On: 01-Nov-2017 13:37 PDT by TestSX. NurseTe L i

Preparation
SN - Unable to Obtain NFO - Unableto obtain

FPregp Bowel Prep Completed: Yes
(Comment Pttook picolax as instructed [TestSX. NurseTeamLeadPerioperativel - 01-Nov-2017 15:22 PDT])

Preop re Checklist
Preprocedure Patient Verification

I Band on and Verfied - Yes

Aflergy Visual Cue Present: Yes

Site Verified by PatientFamily - NJA
Surgical Marking Verfied by BN NJA
Surgical Sita/Side Marked by Surgeon. NJA

BLANK

Surgical Consent Complate - NJA

Biood'Blood Products Consent Complete . N[A
Biood/Blood Products Refusal Complete - NfA
Procedure Consent Complefe - Yes
Videa/Photography Consent Complete - N|A

DCP GENERIC CODE

Current ECG in Medical Record - NJA

Current H&P in Medical Record - NjA

Relevant images in Medical Record: Yes
Review of Labs - Yes

Capillary Blood Glucose Done - NJA

Vital Signs. Height & Weight Documented: Yes
Current Group & Screen Confirmed - N[A
Presence of Advance Care Plan/DNR Order: NJA
Current Medications Reviewad: Yes

Preop Medications Adminstered. Yes

TestSX, NurseTeamLead-Perioperativel - 01-Now-2017 15:22 PDT

TestSX. Nurse TeamLead-Perioperative - 01-Nov-2017 13:37PDT

TestSX. NurseTeamLead-Perioperative - 01-Nov-2017 13:37PDT

TestSX. Nurse TeamLead-Perioperativel - 01-Nov-2017 13:37PDT

! TRANSFORMATIONAL

LEARNING
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6. To close the window, Click
To view the patient's Procedure Consent form:

1. Under Documents in the Perioperative Summary page, Select Consent Procedure

CSTSNDEMOENDO, STONE  Femsio 24 ysars  DOBO1-Jub-1993

E_g‘i’._‘f’-:g Vancouver Coastal Health Authority % A
Consent:

1. Health Care: Medicat or Surgical
2. Administration of Blood Producls
1. Health Gare: Medical or Surgical
On behalf f e patient named abow. | (74 pationt o his &% o7 SUBSUUIE TGN FaKeN aaroe o 176 TEGTR
trontme

Ap— COLONOSCOPY .
(dedcribe reaimerypCeGuE) under the direction of _LIBJ.E.LQL (N} ZLM (coctors rame),
.0/00.5.0het J— T
“The nature, anticigalad sflecs. availabts aNernalivas and srficant sk of he eatm s, surgal OPEratan, o
procedure Boscrbod above have hoen explained o m. and | understand the explenation
I also agrae fo receine anesihesia and such as may b necessary.
halhr:hv PUrNose ot medroal educaton and rmp-w-eremoi ums !) m mu be lesdeﬁu-elud

and sgrew

oncinn
Pl RRBO G B M . o F O-@[@e
Cansent Pr
Moncey. nm“ mber. 2017 09,11 PST
Administration of Biood Products

S50500001 305 LCH Lo e, Do ¥ Surgery, 07 How- 2017

2. Review the procedure consent

3. To close the window, Click # .

Key Learning Points

Review the patient’s pre-op documentation from the Perioperative Summary.
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2 Activity 2.2 — Complete the Surgical Case Check-In to Access
Perioperative Documentation

q Perioperative Documentation (Perioperative Doc or Periop Doc) is used for documenting
procedure-related information. It is the electronic equivalent of an intraoperative/intraprocedure
record.

The first time you access Perioperative Doc, you must complete the Surgical Case Check-In.
The Surgical Case Check-In is not equivalent to the patient check-in process completed in PreOp
with the Preprocedure Checklist. The Surgical Case Check-in process is necessary to obtain
access to Perioperative Documentation, but it should not occur until the patient is in the procedure
room.

To complete the Surgical Case Check-In:

1. Select Perioperative Doc === from the Menu
¢ Document Selection window opens

Document Selection

Select the type of document you want to open.

%j LGH Phase - 02 Record - EN

[ ok || Cancel

2. Select LGH IntraOp Record - EN
3. Click OK

e Check In window will opens

B ek =

Name: CSTSNDEMOENDO, STONE

Sumenary | Detads | Grier. | Guideines | Notiication | Conversaion Surmnares | Minerares | Locks | Egibity | Booking Notes

Cancel

4. Verify the patient’s information in the Check-In window, as necessary

¢ Note: The Check-In window displays scheduling and encounter information
pertaining to the patient. It is not necessary to review the information contained in
the tabs at this point, however, you may choose to explore what is contained under
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each tab in this activity.

5. Click OK

The patient will now appear as Checked-In on Perioperative Tracking indicated by a check mark
under the ‘CK’ Column

LGH Endo PreOp  LGH Endo PostOp | LGH Endo Incomplete |

Filter: LGH EN PostOp Today = | (1) '@ | (& Total Cases: 2
Status Start Stop Add |PT Type \erls Allergy Patient Age / Sex Provider

LGH EN 01 (2 cases
‘”‘} CSTSNDEMOENDQ, £24 years / Lewis, R

08:15 08:49 Day Surgery
|7 Female

Key Learning Points

Perioperative Documentation is used for documenting procedure-related information.

The first time you access Perioperative Doc, the system requires a process the Surgical Case
Check-In.

The Surgical Case Check-In is not equivalent to the patient check-in process completed in PreOp

with the Preprocedure Checklist.
The Surgical Case Check-in process should not occur until the patient is in the procedure room
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3 Activity 2.3 — Initiate GI Procedural Sedation Medication Orders

1 In order to document the procedural sedation medication you may be administering in
endoscopy, you first need to make sure that an order for these medications were placed and
initiated. This follows the same steps as Activity 1.4, but you will be initiating the procedural
sedation medication orders.

On the Orders profile (access from Menu):
1. Locate the Plans category to the left side of the screen under View

2. Click the Gl Endoscopy Procedural Sedation (Planned)

View
- Orders for Signature
;F'Ians
E--Ducumentln Plan
. £ Medical
: GI Endescopy Procedural Sedation (Module) (prototype) (Planned)

Review order details within the PowerPlan

Click Initiate. The Ordering Physician box will display

The Physician will autopopulate. Select No Cosignature Required
Click OK

Click Orders for Signature

Click Sign

Click Refresh

© ©® N o g &~ W

Key Learning Points

In order to document the procedural sedation medication you may be administering in endoscopy,

you first need to make sure that an order for these medications were placed and initiated.

In order to complete the initiation of the GI Procedural Sedation order, you must Click Orders for
Signature and Sign.
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& Activity 2.4 — Create a Sedation Record

Application: SAAnesthesia

1 So far, you have become familiarized with PowerChart. You will now be introduced to a different
module that you will use in conjunction with PowerChart in order to make the endoscopy
procedural sedation process more streamline.

SA Anesthesia is a specific module within the Clinical Information System designed to replace
the current state paper charts Anesthesiologists use. This module is mostly used by
Anesthesiologists with the exception of specific nurses in some perioperative areas. As an
endoscopy intra-op nurse, you will be using SA Anesthesia to document patient’s vital signs,
procedural sedation medications, and other select data.

The patient’s procedural sedation document you create using SA Anesthesia is called the
‘Sedation Record’

Creating the Sedation Record involves:

Selecting the right patient to associate to the record
Associating BMDI

Pulling in Procedural Sedation medications
Assigning yourself as an Attendee

Assigning the Gl Provider as Supervisor

Executing a sedation macro

2 Overview of the Sedation Record

7 SurgiNet: Anesthesia - [LGHSE-2017-10] [E=N R =
_ 8 x

@

PR E B 0y £ = Y T & F) & ‘e & =]
1 : Select Case  Views  Finalize Case Signatures Suspend Case  Change User Macros Continuing Orders Medications Intake Output Actions Inventory Personnel Charge Preview Med/Fluid View Patient's Chart Charting Mode

?EE"—D&}C—ZOF’ 10:31 11-Dec-2017 N M )
L 8:45 9:00 9:15 9:30 9:45 10:00 10:15 10: 10:45 11:00 11:15 B
To Do List + midazolam 5 mg/s mLinj 1,5 mg 5mg
" = - fentanyl presery free 100 meg 100 meg 100 meg
E B
a I - Fl02-Anes =
= & - 02Flow-Anes Umn
3 + EKG- Anes
3
g v SPO2-Anes ss. 93, 99
2 =
o] 180
160
40
120
Al 10
N &
&
®
X X X 20
[7 A A AN -
g
7] i ] v B
+ v 2| || x
b e | 5
Ready.

'@ il [LGH Sedation Record [LGHOR Sedation Rooms |Defaut | 180 minutes | PRODEC | SXTEST.NSA | 11-Dec-2017 | 10:31

1. Toolbar — Each icon allows access to specific actions.

2. Banner Bar — Shows patient demographics like in Powerchart.
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Workflow Pane — Contains the To-Do List (list of actions to complete during the case).
Monitors — Displays the vital signs and NAPCOMS documentation.
Medication Pane — Displays medication administration

Current Time - The Sedation Record is dynamic in that it will automatically scroll as time
passes. The vertical line always represents the current time.

Vital Signs Graphing — Displays the graphical component of BMDI.

Event Pane — Displays actions completed from the To-Do List (ie. staff presence in the
room, procedure start/stop time etc.).

Views Buttons — The icons allow you to toggle between the To Do List, Documentation,
and Reminder views to display in the Workflow Pane.

3 To access SA Anesthesia from PowerChart and Create a Sedation Record:

1.

3.

Click the SA Anesthesia 7 *=t=2  jcon from the toolbar in Powerchart.
e Select Case window opens
Select the patient under the Cases window and Double Click

¢ Note: If you cannot find your patient in Select case, ensure that the Surgical Area field
is set to LGH Endoscopy. You can also search a patient by name or MRN.

T B 4

SXTESTNSA-2017-0c+12 1423

C€LO- 1802017951 NoCase AssLGHENOT

Verify the patient information is correct in the Verify Case window and Click the green
checkmark.

(@ Verify Case - LGHEN-2017-193 (5]

CSTSNDEMOENDO, STONE

MRN: 700005212 DOB: 01-Juk-1993 AGE: 24years
Allergies: No Known Allergies

Opersting Room: ~ LGHEN 01

Surgeon Lewis. Richard Huw

Anesthesiologist(s): <none>

Surgery Date/Time:  08-Nov-20178:05

Procedure Procedure  Surgeon
Calonascopy  Lewis. Richard Huw

Case Number LGHEN-2017-193

L X

e Select Device window opens
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BMDI (Bedside Medical Device Integration) automatically records data from bedside monitors
into SA Anesthesia. Once the monitors are attached to the patient and BMDI is associated, the
patient’s vital signs will be automatically charted to the Sedation Record. It is important to
associate the correct device to your patient. It is crucial so you are not documenting the wrong

patient’s vital signs.

To associate the BMDI device:
1. Select the LGH Endo tab

! Select Device

LGH Main OR} LGH Endo | LGH Outof OR Selected Devices

[=]

Device

EEEl

LGH_ENDO_PROC1 | LGH_ENDO_PROC2
_B650 _B650
MODEL 1 MODEL 1

‘;“:&

2. Click LGH ENMonitors icon

! Select Device

LGH Main OR LGH Endo ] LGH Outof OR Selected Devices

Device

LGH_ENDO_PROC1 | LGH_ENDO_PROC2 | [LGH_

_B650 _B650
MODEL 1 MODEL 1

3. Select the BMDI device for the correct procedure room

4. Click OK
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Activity 2.4 — Create a Sedation Record

5. Start User window opens next

2 Start User - SXTEST.NSA ==
Do you wish to start your time?

Activity Type: Start Time:

(Atiendee - EEEmE S -ne 2

[yes J[ Mo |

In the Start User window, the endoscopy intra-op nurse is the Attendee. Start Time refers to

[ ]

TRANSFORMATIONAL
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when the monitors will start its documentation. These are defaulted entries and you do not need

to change this.

6. Click Yes to continue

You'll recall that you initiated the GI Procedural Sedation orders, you will need to ‘pull in’ these

meds to SA Anesthesia in order to document its administration:

7. Check the boxes next to the 3 procedural sedation medications to be pulled into the

Sedation Record: Fentanyl, Midazolam, and Naloxone

‘& Continuing Orders =8 E=R(===
= Infusions
Name Details Status Ordered By LastBag Start ol Continua?
Remainina
= Medications
Name Details Status Orderke-s: gt ::s I Frequency |Stop DtTm Vu\um_e Continue?*
1 Tm Remaininn
fentanyl (fentanyl PRN dose range: 25 to 200 Ordered TestSX, as directed 15-MNov-20179.56 4 mL
range dose) meg. [V, as directed, Surgeon-Physicia
PRN pain, drug form: inj, n. MD
start 08-Nov-2017 09.57
midazolam (midazolam  doserange: 1to 10mg,  Ordered TestSX, as directad o
PRN range dose) IV. as directed. PRN Surgeon-Physicia @
sedation, drug form: inj, n, MD F
start 08-Nov-2017 0957
naloxone 0.2 mg. IV, g3min, PRN Ordered TestSX q3min 09-Nov-20179:56 05 mL m
other (see comment), Surgeon-Physicia @
order duration: 24 hour, n.MD
drug form: inj, start M
4 n ¥
= Other Scheduled Orders |
8. Click OK, the 3 medications will be populated to the To Do List in the Sedation Record
| To Do List
5 Event Details
o | ‘@ fentanyl 200 meg, IV
% ‘@ midazolam 10 mg, IV
o -
o 4 naloxone 02mg. IV
o
E
]
o]

Note: All initiated medication orders will show up on the Continuing Orders window, you should

only pull in the medications related to the intra-op phase.
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You will need to assign the Gl Provider as a Supervisor in the Sedation Record. Upon
finalization of the sedation record, any medications administered without an order entered will
route for co-signature to the Gl Provider.

1. From the Toolbar, Select the Personnel e icon

Modify Personnel window opens
2. Select Add

s Moddy Personnel = e
\ Personnel for LGHEN-2017-193
Name Start Dste Stan Tane |End Date End Ti cinity Type
TestSX ] o8-Nev-2017 1108 Attandos
| Add ||‘ Remove ok || cences
e Select Personnel window opens
3. Select the Procedural Provider tab
£3 Select Personnel (==
Anesthesiologist | Anesthesiologist - Assisting | Anesthesia Fellnw" Anesthesia Resident | Other Resudent"
Anesthesia nssmant" Medical Student | Procedural Provider || Perioperative Nurse ‘ Other Attendee|
i i ; B ATT, Physicis Baggoo, Alan —
Abedi, Nasim Aslani, Nava Aslani, Nava P )
" Kieth
Bessie Jake Brooks-Hill Brown, David Buaonassisi, Bush, Kevin
’ Alexandra Louise Ross Thomas Joseph Leslie
. Chow, Vict Clark, Sarah 3
Chang, Albert || Chang, George | | Chew, Roderick ow, Victer ark, oara
Ding Jane
Cudmore, David, Eytan Diamond, Ronald
Crofts, Paul Gray Richard Hugh Dave, Mala Abraham Chriztopher
Donnelly, elearn, El-Sheikh, Evaschesen, Fine, David
Carolyn Patricia MDSURG, MD Rhonda Chad John Edgar
Fry, Nicholas Gawley, William | | Godinha, Derek Goojha, Ciaran
John Finan Vivek Goldberg, Aron Akash
Guilfoyle, Hahn, Michael Haniak, William Harriman, , Maureen
Gosnell, Shawn Francis John Eric Angelo Margaret
. Hoag, Christopher Hoyer, Emelie Hunter, James Isbister, Carolyn
Ho, Jin kee Campbell Mary McPhalen Marie
Jando, Victor Janicki, Ryan Johner, Amanda Kaye, Stephen
Tibor Richard Marie Kang, Erh-Tung Howard
a7 I ] »

4. Select <Gl Provider>

The provider selected will be added as a Supervisor to the list view in the Modify
Personnel box with the current time

5. Double Click the Gl Provider’s Start Time

44 Modify Personnel = ==
Personnel for LGHEN-2017-222 ‘

Name Start Date tart Time [Erfd Date End Time |Activity Type

Lewis, Richard Huw 14-Dec-2017 =

TestSX, NursewithSaAnesthesia-Perioperative

= Supervisor
14-Dec-2017 1549

Attendee

a7
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6. Enter the time to match your Start Time

7. Click OK, the Sedation Record is nhow open

Note: Notice the two personnel icons appear in the Events pane; these represent you and the Gl
Provider.

E— TestiX, MursewithizAnesthesiz-Pericperstive |

-zz—._awls. Richard Huw

When a Macro is executed, the system runs a pre-defined number of events and actions in the

Sedation Record automatically so you do not have to populate them individually (i.e. adding
medications to the To Do List and routine vital signs documentation).

The macro you select will depend on whether or not medications were pulled in from the
procedural sedation orders:

0 - Select Macro [x

Sedation |
r

Endo Sedation Endo Sedation . Sedation (no Sedation (with
= No Sedation :
(no orders) (with orders) orders) orders)

Endo Sedation (no orders): Select this if the provider has NOT placed Procedural Sedation
Orders

Endo Sedation (with orders): Select this if the provider has placed Procedural Sedation
Orders

No Sedation: Select this when there is no sedation for the procedure

To execute an Endo sedation macro:

# SurgiNet: Anesthesia - [LGHEN-2017-222]

# Task View Document Window Help

] 3 < ) S 2

| Select Case  Views | Finalize Case Signatures Suspend Case | Change User

& @ @ e

Output Actions Inventory Personnel | Charge Preview | Med/Fluid View | Patient's Chart

Macros [Continuing Orders Medications Intake

1. Select the Macros Mo icon from the Toolbar

2. Select Endo Sedation (with orders)

3. Review the contents in the Macros window, as necessary
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[ Macros o -5
Sedation (with orders) ‘
Execute | ToDo | Allergy nteraction |Event Type Details Date Time Edit
/] EKG- Anes Monitors Monitor Off 14-Dec-2015:59 &
I NIBP Diastolic-, Monitors Monitor On 14-Dec-2015°59 a
e NIBP Mean- An Monitors Moniter On 14-Dec-2015:59 2
[/} NIBP Systolic- A Monitars Monitor On 14-Dec-2015:59 &
I FiQ2- Anes Monitors Monitor On 14-Dec-2015°59 a
e 02 Flow- Anes Monitors Moniter On 14-Dec-2015:59 2
/] Heart Rate- Ane Monitors Monitor On 14-Dec-2015:59 &
I SPO2- Anes Monitors Monitor On 14-Dec-2015°59 a ?
/] Pain Intensity- | Monitors Monitor Off 14-Dec-2015:59 2 @&
] Pain Frequency Monitars Monitor Off 14-Dec-2015:55 | iy 3
[] Pain Duration- | Monitors Monitor Off 14-Dec-2015:59 & 5
[ Level of Conscic Monitors Monitor Off 14-Dec-2015:59 2 -
(/] Tolerability- NAI Monitors Monitor Off 14-Dec-2C 15:59 %\
[/] NAPCOMS Tota Monitors Monitor Off 14-Dec-2015:59 a
Patient In Roon Actions 14-Dec-2015:59 a
Surgery Start  Actions 14-Dec-2015°59 | P
Briefing/Time O Actions Yes, Surgery, Nursing 14-Dec-2015:59 a
Set All Times to Current ] [ Execute l [ Cancel

4. Click Execute

Key Learning Points

~

TRANSFORMATIONAL
LEARNING

The patient’s procedural sedation documentation in SA Anesthesia is called the ‘Sedation

Record’

SA Anesthesia is a different application than Powerchart with a different layout and functionalities

Creating the Sedation Record involves:

Associating BMDI

Assigning yourself as an Attendee

Executing the sedation macro

Pulling in Procedural Sedation medications

Assigning the Gl Provider as Supervisor

Selecting the right patient to associate to the record

49



‘ CLINICAL+SYSTEMS m
TRANSFORMATIONAL

TRANSFORMATION
LEARNING

Activity 2.5 — Document Times in the Sedation Record s s

& Activity 2.5 — Document Times in the Sedation Record

Document/Modify Patient in Room time:
1. Double Click Patient in Room %] PatientihRoom from the To Do List
e The Patient in Room # icon will populate the current time and appear in the Event

pane.

" SurgiNet: Anesthesia - [LGHEN-2017-134]
# Task Wiew Document Window Help

oW a 2 2 Y 2]

! Select Case | Views Finalize Case Signatures Suspend Case ChangeUser Macros Co
LGHEN-2017-194
Colonoscopy
09-Nov-2017 8:00

Anesthesiologist:  Lewis. Richard Huw

Name: CSTSNDEMOENDO. STONE
DOB: 01 Jul-1993

+ EKG-Anes
Heart Rate - Anes  bpm
SPO2-Anes bpm
Pain Intensity - NAPCOMS Score
Pain Frequency - NAPCOMS Score
Pain Duration - NAPCOMS Score
Level of Conscicusness - NAPCOMS Score
Tolerability - NAPCOMS Score

~ NAPCOMS Total Score

51

Monitors

F—h——

.E Patient In Room 9:47

(»] Comment Hote
. X

|

2. To verify the time documented, Hover over the Patient in Room icon in the Event pane to
view details
To modify the time documented, in the Event pane
3. Double Click the Patient in Room #J icon

4. Enter Time = current time less 10 minutes
ESRECE ==

% Modify Patient In Room §

[

[ Action Details

] Value

Can 1} Note
- Comment: Note

Time: (1014 =

100 BRI u

oK Cancel

5. Click OK, the time will be adjusted
Document Briefing/Time Out:

1. Double Click E Briefing/Time O Yes. Surgery. Nursing rom the To Do List
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e The Briefing/Time Out Eicon will populate the current time and appear in the

Event pane

2. To verify time documented, Hover over the Briefing/Time Out icon in the Event pane to

view details

# SurgiMet: Anesthesia - [LGHEN-2017-194]

# Task View Document Window

Help

= a 1

: CSTSNDEMOENDO. STONE
01-Jul-1993
24 years

09-Nov-2017

i~ FiD2-Anes %
O ~ 02Flow-Anes Limin
»~ EKG-Anes
Heart Rate - Anes  bpm
SPO2-Anes bpm
Pain Intensity - NAPCOMS Score
Pain Frequency - NAPCOMS Score
Pain Duration - NAPCOMS Score

Manitors

Tolerability - NAPCOMS Score
- NAPCOMS Total Score

<

| Select Case | Views  Finalize Case Signatures  Suspend Case

Case #:
Procedure:
Surg. Date:

Lo k
) =c
Change User  Macros ©
LGHEN-2017-194

Colonoscopy
09-Nov-2017 8:00

Anesthesiologist: Lewis. Richard Huw

10:15

3 59«
a{ 99+

Level of Consciousness - NAPCOMS Score

60«
100 «

s ==
TMMWem==

i

Pt

40

To modify the Briefing/Time Out, in the Event pane:

6. Double Click the Briefing/Time Out [ Brisfing/Time 0 Yes, Surgery. Nursing jcon

e The Action Details window opens
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Action Details o ==

B Modify Briefing/Time Out

Value

Briefing/Time Out Completed [R{=3 No L
Briefing/Time Out
Time Out Paricipants Anesthesiology

No Value

945 .‘J‘Ja 1015 w30 SN E]

7. Modify Time = current time less 10 minutes

8. Click OK, the time will be adjusted

3 Documenting Surgery Start time
Once the GI Provider starts the procedure, you will document the procedure start time:

1. Double Click the Surgery Start /. SugeySat jcon from the To Do List
2. The Surgery Start 7. icon will populate the current time and appear in the Event pane

Key Learning Points

Document the following times from the To Do List in the Sedation Record
* Patientin Room Time
* Briefing/Time Out
* Surgery Start Time from the To Do List

Any time-related actions will document to the Event Pane in the Sedation Record.

CLINICAL+SYSTEMS
TRANSFORMATION TRANSFORMATIONAL
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2 Activity 2.6 — Document Medication Administration in the Sedation
Record

1 To document medications:

To Do List

fentanyl preserv free 100 m 100 mcg, IV
midazolam & mg/s mLinj & mg, IV
‘@ naloxone 0.4 mg/mLin; 0.2 mg, IV

[Gompleted ITo Do

1. Double Click midazolam from the To Do List

2. Double Click fentanyl

e Once you Double Click the medication, they will disappear from the To Do List and

appear in the Completed tab. Each medication dose will be populated to the current
time in the Medications pane

: »~ midazolam 5 mg/5s mLinj v 5mg Smgo
- fentanyl preserv free 100 meg/2 mL 100 mcg 100 mcgeo
: ~ FiO2-Anes
~ D2 Flow - Anes  L/min
~ EKG- Anes

SPO2 - Anes %

Pain Intensity - NAPCOMS Score

Pain Frequency - NAPCOMS Score

Pain Duration - NAPCOMS Score

Level of Consciousness - NAPCOMS Score

Tolerability - NAPCOMS Score
- MAPCOMS Total Score

Me.

Gas

Maonitors

You will need to note that the doses were administered by the provider instead of yourself, in the
Medication pane:

3. Click directly on the midazolam dose 5 mge

e Modify Medication Administration window opens

4. Modify the Dose amount = 2 mg

5. Enter Comment = administered by Gl Provider in the comment box
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B Add Medication Administration ==
D fentanyl preservative free
<
> 100 meg/2 mL
@ Bolus Concentration Height: 0
© Infusion | Froduet mog ! m- Weight: 0 kg
Diluent: [(None} v” ‘ mL
Final: 100 meg / 2 mL
2018-Jan-25 13350 +-Jan-25
[ e 3G 1315 13:30 1345 1 Teoli ]
Bolus
Admin time: 7 8 9
Dose amount: meg 4 5 6
Volume: mL
Weight based dose: Weight required 1 2 3
0] «
[ Show all routes [ Show all sites
Comment:

administered by Dr. Deck|

6. Click OK

7. Repeat the same steps for the fentanyl dose 100 mcg @

2  You documented 2 mg midazolam, but the GI Provider clarified they gave 4 mg of midazolam.

To modify the medication administration.

1. Locate the dose of midazolam you just documented in the Medication pane

sl midazolam 5 mg/5 mLinj v 2mg

= - fentanyl preserv free 100 mcg/2 mL 100 mcg 100 mcge®

2. Click directly on the midazolam dose 2mg @ you intend to modify

¢ In the Modify Medication Administration window opens
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< Modify Medication Administration =)

midazolam

dose range: 1 fo 10 mg, IV, as directed, PRN sedation, drug form: inj, start: 08-...
Height: 160 cm

@ Bolus Concentration

- £ E
Infusion Froduct . 4n e Weight 77 kg
Diluent: | (None) l:| mL
Final 2 mg / 2 mL

09-Nov-2017 +Nov-2017

12:00 2:15 30 12:45

Bolus

Admin time: 12:46 = 7 8
Bocs amaurt: . E
Volume: -
Weight based dase: mgfkg 2
0] «
Show all routes [T] Show all sites
Comment:
Cancel

3. Modify Dose amount = 4 mg
4. Click OK

If the GI Provider asked you to administer another 100 mcg of fentanyl during the procedure.

To document an additional (new) dose of fentanyl.
In the Medication pane:

1. Click fentanyl 100 mcg/2mL inj

-+ SurgiNet: Anesthesia - [LGHEN-2017-194]
#| Task \View Document Window Help
Select Case  Views Finalize Case Signatures Suspend Case  Change User  Macros

CSTSNDEMOENDO. STONE Case #: LGHEN-2017-194
01-Jul-1993 Procedure: Colonoscopy

24 years Surg. Date 09-Nov-2017 8:00
700005212 Anesthesiologist:  Lewis. Richard Huw

< “ midazolam 2 mg/2 mL inj IV 10mg
= | fentanyl 100 mcg/2 mL inj |1V 200 mcg <
o * FiO2-Anes %
O ~ 02Flow-Anes LUmin

e The Add Medication Administration window opens

2. Enter Dose Amount = 100 mcg
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) fentanyl
= 100 mcg/2 mL

Finel 100 meg / 2 mL

o ||| 0o

«

Route: [V - Site: |(None)
Show all routes. Show all sites.

Comment

ok ][ cancet

¢ Since you are administering an additional dose, ‘New’ displays next to the drug
name on the top banner.

fentanyl

Q7$
< 100 mcg/2 mL

3. Click OK, the new dose of fentanyl will be documented

Key Learning Points

Any medication-related actions will appear in the Medications pane
Double click medications from the To Do List to document their administration.
Medication documentation may be modified in the Modify Medication Administration window.

When documenting an additional dose of medication, ensure ‘New’ displays next to the drug
name on the top banner of the Add Medication Administration window.
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& Activity 2.7 — Document Patient Comfort Score (NAPCOMS)

4 To document the patient's NAPCOMS score:

« ~ Fi02-Anes % ‘
O ~ O2Flow-Anes Umin

~ EKG-Anes
Heart Rate- Anes  bpm 66¢ momoomooie 76« 72s Blemmmmmam 596
SPO2-Anes_bpm 97+ mmcomacmo==d00e 100+ 100s coimmman 99t

Pain Intensity - NAPCOMS Score
Pain Frequency - NAPCOMS Score

Monitors

Pain Duration - NAPCOMS Score

Level of Consciousness - NAPCOMS Score
Tolerability - NAPCOMS Score

~| NAPCOMS Total Score

In the Monitors pane:

1. Select Pain Intensity — NAPCOMS Score

1 Add Monitor Value [
| Add Pain Intensity - NAPCOMS Score |
*Value: Keypad
[ =)

0 - None or Minimal 7 8 9
1-Mild
2 - Modera
3-Severe . 4 5
12
0 «

*Value time:

09-Nov-2017

30

Comment: Minutes

Cancel

Select Value = 1- Mild

Click OK

Select Pain Frequency— NAPCOMS Score

Select Value = 1-Few (1-2 Episodes)

Click OK

Select Pain Duration— NAPCOMS Score

Select Value = 1-Short (Episode<30s)

Click OK

10. Select Level of Consciousness — NAPCOMS Score

© © N o g bk w0 D



‘ CLINICAL+SYSTEMS y
TRANSFORMATION TRANSFORMATIONAL

Gur path 1o smarter, seamless care LEARNING

Activity 2.7 — Document Patient Comfort Score (NAPCOMS)

11. Select Value = 1-Sleepy but initiates
12. Click OK
13. Select Tolerability — NAPCOMS Score
14. Select Value = 1-Reasonably well toler
15. Click OK
Once all 5 assessed NAPCOMS values are entered, Calculate the Total Score
16. Select NAPCOMS Total Score
17. Select Value = 5

18. Click OK
o ~ midazolam2mg/2mLinj IV 10mg 10mg @ |
= - fentanyl 100 mcg/2mLinj IV 200 meg 200 mcg ®
< ~ FiO2-Anes % |
O - 02Flow-Anes Lmin
~ EKG-Anes
Heart Rate - Anes  bpm 87« 98« e Blemmmmm=mm=o= - 76 75
_SPO2-Anes bom 91s 98. 84s Weobooooooo  97. 96+
2 | Pain Intensity - NAPCOMS Score 1-Mild « 1 - Mild o
‘S | Pain Frequency - NAPCOMS Score 1-Few (1-2 Episodes) «
§ Pain Duration - NAPCOMS Score 1 - Short (Episode <30 seconds)  »
Level of Conscicusness - NAPCOMS Scare 1 - Sleepy but initiates conversation  «
Tolerability - NAPCOMS Score 1 - Reasonably well tolerated  «
~| NAPCOMS Total Score Se

e SRR e

“. Key Learning Points

The NAPCOMS patient comfort score does not automatically calculate and must be calculated
and inputted manually.
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3 Activity 2.8 — Complete Perioperative Documentation

1 SA Anesthesia will remain open as you monitor the patient’s vitals, patient comfort score, and
document additional medications as necessary. At the same time, you will be completing
procedure charting in Perioperative Documentation (or Perioperative Doc).

To return to PowerChart from SA Anesthesia:

&
1. Click Patient’'s Chart Ppatientschart  jcon

Overview of Perioperative Doc

1 R EEEEEEEE

[L6H IntraOp Record - EN

Case Attendee Role Perf Timeln Time Out Procedure Vendor Rep Vendor Company

Documentation B
Bl Plisvc, Stuart, MD Surgeon - Primary Colonescoj Py

4 LGH IntraOp Segment Group - EN
Case Atendees.
'
by ¢

FiCage Attendes: EIRgle Perfomed

Patiert Care Devices

Safety Checklst - 3) Debriefing

@ Debriefing Complsted <Colonoscopy> ¥ - Procedue: Vendar Rep:
I~ Colonoseoy o

= (Timeln ) i Time Out ]

Wendor Company

Add Modty | [Remove
Commerts

Bsu|S|=E= 4 BB MosofSnsSer - 10+ #4553
O [Segment Text AH

P Pra Cars Arsivins 2
‘ i 3

—

PRODBC_SXTEST.NSA Thursday, 14-December-2017_15:02 PST)

Icon Bar — Icons for quick access of certain Perioperative Doc functions.
2. Documentation — Contains a list of segments for documentation. Segments are listed
alphabetically.
Pages — The number of pages within the current segment.
Multi-Entry Box — enables multiple entries of certain fields to be documented in
Perioperative Doc. Where relevant procedure data already documented in other
applications (e.g., SA Anesthesia), an entry in the Multi-Entry Box will be pre-populated.
o When default data is appears in the Multi-Entry Box, clicking the item in the Multi-
Entry Box will auto-populate the segment data
e To add a new entry in the Multi-Entry Box, complete the fields first then Click
Add
e To modify an existing entry in the Multi-Entry Box, select the entry in you are
modifying in the Multi-Entry Box, document the modifications then Click
e Toremove an entry from the Multi-Entry Box Click
e Note: Fill in all fields within a segment prior to clicking Add, otherwise details will
display on separate lines in the Multi-Entry box.

5. Add/ Modify / Remove / Clear Buttons — used add/change entries in the Multi-Entry Box.
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6. <<Prev and Next >> Buttons — to navigate to the next segment or the next page of a multi-

page segment.
7. Comments — This is a free text box area where additional notes can be typed while on any

segment.

Note: Depending on the orientation of your computer screen and its resolution, the layout of
each segment’s fields will vary and the number of Pages displayed will differ. Most Perioperative
Doc segments, are optimally displayed when the screen is oriented vertically.

2 Perioperative Doc Segments Explained

|LGH IntraOp Record - EN -

Documentation

23 LGH IntraOp Segment Group - EN
J Case Attendees

. Additional Lower Endoscopy Detail
Insufflation
Patient Care Devices
Safety Checldist - 3) Debriefing
@ Debriefing Completed <Colonoscopy>

Perioperative Doc segments are grouped to resemble different sections of an intra-procedure
record. The exclamation marks ¢ next to the first 4 segments are mandatory segments that
must be completed in order to finalize.

Once a segment’s mandatory fields are completed, a green checkmark ¥ will replace the
exclamation to indicate there are no documentation deficits in that segment.

[LGH IntraOp Record - EN ~|

[ Documentation |
2] LGH IntraOp Segment Group - EN
v Case Attendees
v Case Times
v General Case Data
v Endoscopic Procedure(s)
v Additional Lower Endoscopy Detail
v Insufflation
w* Patient Care Devices
v Safety Checklist - 3) Debriefing
@ Debriefing Completed <Colonoscopy

E2 E3 EA E3 EAE3 3 EA

[

Which segments appear by default is dependent on the procedure scheduled; you may add
additional segments if your documentation requirements change during a case.

There are also required fields within each segment which have light gray highlighting of the field.

A checkmark in the gray box # will appear once the required field is completed. These fields
also need to be completed in order to finalize Perioperative Doc at the end of the case.
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Colonozcopy Completion Details
 Cecum Reached: J Requi red Inzertion of Endoscope Time:
I Field . S 2

Not Required B
Cecum Reached: Field ithdrawal Time:

Note: You may navigate each Perioperative Doc segment by selecting each segment from the
Documentation pane; however, you can also choose to Click the Next button within the
segment. The sequence of the segments is predetermined based on a specific endoscopy
workflow. If the sequence does not match how you work, you may Click into each segment from
the list.

3 Documenting Case Attendees
1. Select Case Attendees
2. Select the Gl Provider from the Multi-Entry Box

¢ Notice that the Gl Provider’'s Time In is already populated in the Multi-Entry Box, as
you recall this was entered in SA Anesthesia. SA Anesthesia feeds data into
Powerchart every 5 minutes, if you do not see the Time In here, you can return later.
If there are discrepancies between SA Anesthesia and Powerchart, you will be
asked to fix them before finalizing.

3. The Case Attendee, Role Performed, and Time In will be populated from your Multi- Entry
Box selection.

Note: You do not need to add yourself as a Case Attendee.

Case Attendee Role Perf Timeln Time Out Procedure Vendor Rep Vendor Company
< Lewis, Richard Huw 10-Nov-2017 11:50

Colonoscopy

Surgeon - Primary

< i ] r

©Caze Attendes: & Rgle Performed:

Lewis, Richard Huw [Sulgeon - Primary ']
L =

s 2] oNevan? ([ == 2]

& - Piocedure Wendor Rep:

¥ Colonoscopy

Wendor Company

At this point in the scenario, the patient is still undergoing their procedure; therefore you will not
have a Time Out for the GI Provider so you will be returning to this later.

4. Click Next to move to the next segment

4 Document General Case Data
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Case Infomation
& OR: @ Case Level

FFwiound Class: & Specialy
2Clean Contaminaled  ~ [Gasticenterology [SH) -

454 Class:

PFreop Diagnosis:

Notice the fields are already completed; these fields are populated from the scheduled
procedure.

1. Click the segment in order to get the green checkmark ¥ to complete it

2. Click Next to move to the next segment
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5 Document Endoscopic Procedures
Procedure Modifiers Addtnl Detail Primary E]
%Colonoscopy Biopsy Colonoscopy Biopsy Yes
< | 1 | 3
= Frocedure:
tdodifiers:
v]

Additional Procedure Detail

= Frimary Procedure: m Endozcopist:

" Ye: T Mo
o ~
manesthesia Tope: = Surgical Service:

[ | )

1. Select Colonoscopy Biopsy from the Multi-Entry Box

e Procedure field, Primary Procedure, Endoscopist, Start Time, Anesthesia type, and
Surgical Service will auto-populate

2. Click Next to move to next segment

6 Document Patient Care Devices

This segment is where scope ID numbers are documented

e Equipment is a required field.

1. Select ~ to open the master inventory

-H]

To search for the scope in use in the Find: All Items window:

= E quiprnent;

2. Enter Equipment = colonoscope
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&y Find: All Tems |2 EEe]

General | Item Type | Advanced |

Find Maw

Item number Description Short description
Mew Search
Clinical description ] Mir catalog number [] Other;
Get Mare
Search For: ’Includes v] |colonoscopa| |
Help
[ Location:

Include sublocations

[¥] Class: ’Equipment v” Browse... ]

Include subclassifications

) Vendor: | | & | |

) Manukacturer: | | - |

[ e

3. Click

Note: If your search does not return any entries, ensure Description is checked, and
change the Search For: to Includes

Itemn number Description [] Short description

[ Clinizal description [ M catalog number [] Ot

Search For: |-:c-|onc-$u:c-pe

4. Select LGH COLONOSCOPE STANDARD from the list
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&y Find: All rems o= ==
General | Item Type | Advanced
@ @ @ Find Mow
Itern number Description Shart description
Clirical description [ Mir catalog number [ Other:
Search For: [Inc:ludes '| ‘COMHOSCUDS |
Help
[ Location:
Include sublocations
[ Class: Browse
Inzlude subclassifications
) Wendar: | ‘K|"|
() Manufacturer: | | % |
Itemn Mumber Description Short Dezcription Clinical Dezcription it
LGHO0003004 LGH COLOMOSCOPE DUAL CHAMM...  LGH COLONOSCOPE DUAL CHAMM...  Generic Equipment Item |E|
LGHO0003005 LGH COLOMOSCOPE RETROVIEW LGH COLOMOSCOPE RETROVIEW Generic Equipment lkem b
LGHO0003006 LGH COLOMOSCOPE SLIM LGH COLOMOSCOPE SLIM Generic Equipment lkem

LGH COLOMOSCOPE STANDARD LGH COLOWOSCOPE STANDARD

Generic Equipment [kem

LGHOOO03074 LGHWIDED COLONOSCOPE LGH %IDED COLOMNOSCOPE Generic Equipment Item
LGH1514245 LGH COLONOSCOPE ULTRA SLIM (..  LGH COLOMOSCOPE ULTRA SLIM [ PENTAX EC-233001

LGH1514255 LGH COLOMOSCOPE RETROVIEY ... LGH COLOMOSCOPE RETROVIEW ... PENTAX EC-3430TLI
LGH1514253 LGH COLONOSCOPE RETROYIEY ... LGH COLOMOSCOPE RETROVIEY ... PENTAX EC-3430TLI
LGH1514261 LGH COLOMOSCOPE SUIM [4110374)  LGH COLOMOSCOPE SLIM [2110374]  PEMTAX EC3470L

LGH1514263 LGH COLONOSCOPE SLIM (4110334)  LGH COLONOSCOPE SLIM [4110334]  PENTAX EC34-10L -

4| m F

Click OK
Enter the scope’s Identification Number = Type 1234567
Click Add, the scope information will appear in the Multi-Entry Box

Click Next to move to next segment

7 Document Additional Lower Endoscopy Detail

This segment is where cecal intubation times and hemorrhoid treatment details are documented:

Colonascopy Completion Details

[ Cocum Reached Insertion of Endosoope Time:

Ceoum Feached withdrawal Time:

Hemorrhoid Treatrnent Dietails

Hemarhaid B anding: Mumnber of Bands Used:

" Yes Mo

In the Cecum Reached field:

1. Select Cecum Reached = Yes from the dropdown

¢ Enter the specific times per site policy as necessary (Insertion of Endoscope Time,
Cecum Reached, Withdrawal Time)

2. Select Next to move to next segment
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8 Document Case Times

Setlp

5 5
Patient.

Ll =

1802 oneeant? (2] ] T [
Sugen/Procedus

& ¥ Bten Time: )

150 5 1onovan7 (1] = [zl

The patient’s In Room Time and Start Time auto-populates from the Sedation Record in SA
Anesthesia. You will be asked to correct discrepancies if any Case Times/ Attendees Times
do not match with Perioperative Doc. You will not be able to Finalize the Sedation Record
(SA Anesthesia) until there are no discrepancies with Time fields.

1. Click Next to move to next segment

9 Document Insufflation

Insufflation Insufflation Unit ID E]

= Carbon Dioxide [nzufflation?:
" ey 7 Mo

Inzufflation Unit | dentification Mumber:

1. Enter the following:
e Carbon Dioxide Insufflation = Yes

¢ Insufflation Unit Identification Number = Type 12345
2. Click Add

3. Click Next to move to next segment

10 Document Cautery/Argon Plasma Coagulator
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11

Cautery Type D

4 1

GP 5ite By

 Cautery Type:

l 7]

= Electrazurgical Uit [dentification Mumber:

r Grounding Pad Detail(s)
Grounding Pad Site:

l *)

Grounding Fad Site Satisfactony:

|  Ye: © No

Grounding Pad &pplied By:

[ -

 Setting(z)
Cut Setting:

Bipolar Setting:

=

Coagulation Sefting:

r~ Other Dretail(z)

Argaon |dentification Mumber:

Endocut:

| ez 7 Mo

1. Enter the following:

o Cautery Type = Monopolar

‘ CLINICAL+SYSTEMS y
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e Electrosurgical Unit Identification Number = <Type 1234567>

e Grounding Pad Site = Leg — Upper, left

e Grounding Pad Applied By = Select GI Provider

2. Click Add

3. Click Next to move to next segment

Complete Hemostasis

Location

Mo, Endeo Clips Used

Mumber of Bands Used

= Endozcopic Anatomical Location:

Mumber of Ezophageal Bandz Uszed:

MHumber of Endo Clips Used:

TRANSFORMATIONAL
LEARNING
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10. Select Endoscopic Anatomical Location = Sigmoid colon
11. Click Add

12. Click Next to move to next segment

12 Document Specimens

Specimens Crdered Specimen Type Quantity E]

4| i 3

Hote: Only document the Specimen Tope and Quantity when HOT documenting in the Pathology
Surgical Request Order:

Specimens Ordered: Specimen Type:

" es O Mo € N

Huantiy:

Dizposzition of Tizsue removed:

Dizcarded at Surgeon's Request’?:
" “es
" Mo

Comments:

1. Enter the following:
e Specimen Type = Pathology from the drop down
e Quantity = <Type 1>

2. Click Add

o Data entered will appear in the Multi-Entry Box

3. Click Next to move to next segment

Perioperative Doc will now take you back to the Lower Endoscopy Detail segment assuming you
will be completing your Cecal Intubation Times. You may click into segments that require further
completion or Click Next to move through as necessary.
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13 Complete Outstanding Segment Documentation per Workflow

Notice at this point some segments are marked with a green checkmark and others remain an
exclamation, you will not be able to Finalize this intraoperative record in Periop Doc till the
required field are completed and all the segments have green checkmarks.

Documentation

£3 LGH IntraOp Segment Group - EN
! Case Attendees

! Case Times
Al General Caze Data
" Endoscopc Procedurel) |
w' Additional Lower Endoscopy Detail

W' Insufflation

w' Patient Care Devices

w' Safety Checldist - 3) Debriefing

@ Debriefing Completed <Colonoscopy:

EEEA

E3EE3 EAEA

In the scenario, the Gl Provider is finishing the procedure; you will go back and complete
outstanding fields in some segments. You may:

¢ Click Next to move through the segment list or

¢ Select the specific segment that requires completion as indicated by !

In Case Times:
1. Click

2. Click
¢ Once the Out Room Time is entered it will populate all Attendee Out Times

3. Select <Gl Provider> from the Multi-Entry box

In Endoscopic Procedures:
2. Select Colonoscopy Biopsy from the Multi-Entry Box

¢ Since the Out Room Time was already entered, this will populate an Stop time for
the Procedure

In Case Attendees:
1. Select <Gl Provider> from the Multi-Entry Box

e Since the Out Room Time was already entered, this will populate an Time Out for
the GI provider
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14

Document Safety Checklist - Debriefing

You will recall that you entered the Briefing/Time Out information in the Sedation Record. Since

you are finishing the case in Perioperative Doc, you will enter your Debriefing information here.

= D ebrigfing Completed:
" ez T Mo

Beazon Debriefing Mot Completed:

Drebriefing Participants:
| Surgem
| Anesthesiclogy
| Murzing
| Other

Time Completed:

1. Enter the following:
Debriefing Completed= Yes

Time Completed = Enter current time

2. Once you navigate away from Safety Checklist — 3) Debriefing in the Segment List, you

will naotice the green checkmark «+ Safety Checklist — 3) Debriefing indicating that this
segment is complete

3. Click Next to move to next segment
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15 Once you click away from the last segment you complete, each segment on the list should have
green checkmarks beside them. This means all Perioperative Documentation is complete and
ready to be Finalized.

< ~ |#4 Perioperative Doc

A v [0eg @y ww

[LGH Intr0p Record - EN -

Documentation

£5 LGH IntraOp Segment Group - EN
v Case Attendees

v Case Times

v General Case Data

w' Endoscopic Procedure(s)

v Additional Lower Endoscopy Detail
w Cautery/Argon Plasma Coagulator
v Hemostasis

v Insufflation

¥ Safety Checklist - 3) Debricfing

~ Specimens

EEHEEEEEEEE

Since there are other topics to cover still, the Finalize activity for Perioperative Doc will be
covered later.

Key Learning Points

In practice, you will still have SA Anesthesia open on one computer screen as you monitor the
patient’s vitals, comfort score, and administer additional meds (if necessary). At the same time,
on another computer screen you will be completing the procedure charting in Perioperative Doc.

In Perioperative Doc, which segments appear by default is dependent on the procedure that was
scheduled.

Segments with an exclamation mark are required segments.
Segments indicated by a green checkmark means it is completed.
Within each Segment, gray highlighting indicates a required field.

In this Activity you learned how to document the all the Segments for a Colonoscopy Biopsy in
Perioperative Doc
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& Activity 2.9 — Enter a Pathology Surgical Request

1 Pathology specimens are treated like an Order in Powerchart. As an endoscopy intra-op nurse, if
a specimen was removed to be sent for pathology, you will be placing an Order so that it cues the
lab to expect a specimen to arrive for this particular patient. The pathology surgical request is
considered an Ad Hoc order.

To place a Pathology Surgical Request:

1. Select Perioperative Summary from the Menu

Menu

Perioperative Summary

Perioperative Doc

Orders =+ Add
MAR
MAR Summary

Interactive View and I&0

2. Select Quick Orders tab

- | Perioperative Summary

AR ARRR|00E - O0G —
Preop Summary 52| Intraop Summary 22| Postop Summary 23| Handoff Tool 23| Discharge 3 I Quick Orders | B[+ =
Venue:| Inpatient /|
New Order Entry © [ Imaging and Diagnostics ® i ~" o[ outstanding Order =
Inpatient v ECG 12 Lead Sl Selected visit
XR Chest Routine i saws dered
blmasion EE Pathology Surgical Request  Ordered 141217
pathology surgical » Imaging XR 11:16
= S s Patiosy supca st Ortersd 1912137
» Imaging US 10:21
Favorites L B:W:w"'k CT Chest Abdo Pelviswjo  Future 16/10/17
€ My Plan Favorites b B0 Gas Contrast 16:06
» Blood Cutture

3. Enter = Pathology Surgical in the Search box

Inpatient »

pathology surgicall

Pathology Surgical Request

Favorites

[J My Plan Favorites

4. Select Pathology Surgical Request, the order is now added to Orders for Signature

5. Click Orders for Signature icon
6. Click Sign

72



.. . " CLINICAL+SYSTEMS M
Activity 2.9 — Enter a Pathology Surgical Request TRANSFORMATION LA ORMATIONAL

Gur path 1o smarter, seamless care LEARNING

Orders for Signature (1)

Laboratory

Pathology Surgical Request

h Sign |I Save H Modify || Cancel |

¢ Ordering Physician window opens

7. Enter <Gl Provider>

8. Select Communication Type = No Cosignhature Required

Ordering Physician @
*Physician name

Lewis. Fichard Huw]
*Order Date/Time

10-Nov-2017 = E 1323 =l psT

*Communication type

Phone
Verbal

Proposed

Cosignature Required
PaperfFax

Electronic

[ 0K ] [ Cancel

9. Click OK to complete

Once entered, a paper Pathology Surgical Request form will automatically print. The specimen

should be processed and labeled per site policy. The paper form will be completed and signed
by the GI Provider to be sent with the specimen to be processed.

Key Learning Points

A Pathology Surgical Request must be placed to notify the lab to expect a specimen to arrive.

Once completed, a paper form will automatically print to be completed and signed by the Gl
Provider

The completed/signed copy of the Pathology Specimens Request will accompany the specimen
to the lab

73



CLINICAL+SYSTEMS

Activity 2.10 — Finalizing Perioperative Doc and the Sedation "
TRANSFORMATION TRANSFORMATIONAL
Record Our path 1o smarar, seamiass care LEARNING

3 Activity 2.10 — Finalizing Perioperative Doc and the Sedation Record

Application: Perioperative Doc (Powerchart) & SA Anesthesia (Sedation Record)

2 To finalize Perioperative Documentation, first ensure all that all segments display green
checkmarks in the segment list:

1. Click greenflag » icon

o Document Verified window opens

Document Verified

Documert has no deficits.
Would you like to finglize the document?

2. Click Yes to complete

Note: The Document Deficits window will show if you try to Finalize Perioperative Doc with
incomplete segments, you will be asked to fix any deficits before you can attempt to finalize
again.
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To finalize the Sedation Record, navigate back to SAAnesthesia:

1. Select the Fnalz=case jcon

e Stop Data window opens

(@ Pubiines Desacp - et - Gae Rceier ~—

T

Start Tima: Stop Time:

# Providers
 TostS), MursowihSshncsthosia Pancporsing

9 Lwis, Richard Huw

 Manitors.
2 MBP Disstokc - Ancs
@ MEF Moan - Anas
2 MBP Systol - Angs
B F02- Anes

B 02 Flaw - Anes
 Heart Rae - Anes

© 5POZ- Anes

Seler1 Al | Unselect Al

T |

.|

2. Click OK to verify you are stopping all documentation

¢ Finalize window opens

! TRANSFORMATIONAL

LEARNING

3. Click Ignore All (under To Do List) to ignore the administration of naloxone

™ Finalize

[ESRIEO8 =5

No deficiencies

No Missing Required Documentation

No Running Personnel

Event
‘@ naloxane

Details
02mg. IV

ignare Al

Name

Date

Sign

[] Print record Finalize ISeIectChaned Values l [Charge Prevbeml [ Close ]

Note: SA Anesthesia will not finalize the Sedation Record until all items on the To Do List

are completed. Nalaxone was populated the To Do List as a precaution.

4. Click Sign

e Authorizing Signature window opens
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5. Enter Username = <username> and Password = <password>

Authorizing Signature

Username

Pa ]

Darmain :

ned.

6. Click OK

e Your signature will appear under the Signatures Section

Name Date
TestSX, NursewithSaAn 16-Nov-2017 14:13

[[] Print record

I Finalize I [Selem Charted Values] [Charge Preview] [ Close ]

7. Click Finalize

e Sedation Record will close and bring you back to the main SA Anesthesia screen
o Click the Select Case to open your next case
Note: BMDI will automatically dissociate once the Sedation Record is finalized.

Documentation in and need to access SAAnesthesia is complete.

Key Learning Points

Ensure all the Periop Doc segments display a green flag in the Segment List before attempting to

Finalize.

The Document Deficits window will show if you try to Finalize Periop Doc with incomplete
segments, you will be asked to fix any deficits before you can finalize again.

You will also need to switch back to SA Anesthesia to Finalize the Sedation Record.

BMDI will automatically dissociate once the Sedation Record is finalized.
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I PATIENT SCENARIO 3 - Post-Procedure

Learning Objectives

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

Complete endoscopy post-procedure documentation utilizing IView, Perioperative Doc, BMDI,
and Nursing Discharge Checklist

SCENARIO

The procedure has been completed and the patient has been transferred to the Endoscopy Post-Op
area.

As the endoscopy post-op nurse, you will be assessing the patient and completing the
documentation prior to discharging the patient home. You will be completing the following activities
(in PowerChart):

Access Patient’s Chart from Perioperative Tracking (Review)
Review MAR for IntraOp Medications Administered (Review)
Complete PostOp Perioperative Documentation

Discontinue PreOp Orders & Initiating the PostOp Orders
BMDI Association & Vitals Documentation in 1View

IView Documentation in Endoscopy Quick View

BMDI Dissociation

Complete the Nursing Discharge Checklist

Finalize Perioperative Doc

Discharge the Patient Encounter
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3 Activity 3.1 — Access Patient’s Chart from Pe
(Review)

the Endo PostOp [L6H Ende PostOp ey,
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rioperative Tracking

The patient’s Status is already changed based on the Pt. Out of Room time in Perioperative

Tracking.

Perioperative Tracking
LGH Endo PreOp  LGH Endo PostOp | LGH Endo Incomplete |

- | @ | @ = W Total Cases:1
Start Add PT Type

Filter: LGH EN PestOp Today

Status

LGH EN 01 (1 case)

08:00

Stop CK  Alerts Allergy | Patient

08:35

Day Surgery |7

CSTSNDEMOENDO, £24 years /

Age / Sex Provider Procedure

Lewis, R "COLON STUFF"

Female

To open the patient’s chart (skip this step if your chart is already open):

1.
2.

Double Click the blue arrow * next to the patient’'s name

exceeded, the Assign a Relationship window will display

Select Nurse

If this is your first time opening this patient’s chart or a certain time limit has been

Access to the patient’s chart for the post-op endoscopy nurse is via Perioperative Tracking under

Your patient’s chart will open to the Perioperative Summary; navigate to the Postop Summary
tab.

- | # Perioperative Summary

ARIARIAE[ 0 -84 | —

Preop Summary 52 | Intraop Summary b Ipasmp Summary zgl Handoff Tool 52| Discharge 52| Quick Orders

Al Visits

‘ No Known Allergies

Selected visit

e (e | a2 wels v v it
o resuits found
A w [ My Documents
Classification: All —— = i p—
Minor Procedure - Text  TestSX, 14/12/17 10:26
. edications == NursewithSaAnesthesia-
This Visit (0) pn— Perioperative
- Endoscopy Assessment - TestsX, 13/12/17 09:21
4 Scheduled (0) Text NursewithSanesthesia-
Chronic () 4 Continuous (0) Perioperative
No results to display 4 PRN/Unscheduled Available (0) Sedation Record TestsX, 30/11/17 15:08
—— o en o e sia-
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< - | Perioperative Summary

BRI ARR R -®0d

Preop Summary =2 | Intraop Summary =2 | Postop Sumn
Last 2 weeks for all visits w
[] My Documents
+o Tun e -s...—...v
Endoscopy IntraProcedure TestSX, 16/11/17 12:30
Record NursewithSaAnesthesia-
Perioperative
Sedation Record elearn, 15/11/17 09:05
ANESTHESIOLOGIST,
MmD
Consent Procedure Unknown 06/11/17 09:11
Endoscopy Assessment - TestSX, 03/11/17 10:43
Text NursewithSaAnesthesia-
Perioperative
Endoscopy Assessment - TestSX, 03/11/17 10:25
Texta NursewithSaAnesthesia-
Perioperative

Review the patient’s pre and intra-op documents as necessary under the Documents section

(e.g. finalized Sedation Record)
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CSTSNDEMOENDO, STONE Female years DOB:01-Jul-1993

SPOZ2-Anes ppm

Lei usne

M AP COMS Total 5

Pain Intensity - NAP COMS Score
Pain Frequency - MAF COMS e
Pain Duration - NAF COMS Score

Taolerability - WAPCOMS Score

[IBP Digstolic - Anes immHe)

NERE a8 GO o 4+ H AP

LGH Lions Gate Hospital LGH Sedation Record CSTSNDEMOENDO, STONE
231 E. 15th Street Date Finalized: 17-Mov-2017 10.00 RS

Morth Yancouver, Britizh Columbia V7L Page 1af3 | GHEN-2017-204

Colonoscopy

R LGHEM M DOB: 01-Jul-1893

Surgery Date: 17-Mow-2017 8:00 AGE: 24 years

Surgeson: Lewis, Richard Huw  Gender: Fermnale

Anesthesiologist:  Lewis, Richard Huwe  Pre-Op Diagnosis Height: 160 cm
Anesthesia Type:  Procedural Sedation  Reason for Admit.  Colonoscopy ‘Weight 77 kg

ASA Class: PO Allergies: Mo Known Allergies

Name [T 515 9:30 9:45

Medications

midazalam S mg/mLinj lomg 10mge
fentanyl 100 meg/2 mLinj ¢ | 400 meg 200 mcg©

Meanitors
100g 100 100 100 100e 100¢

-NAPCOMS S

1-Milda

1- Few (1-2 Episodes) o
1- Short (Episode <30 se o
1 - Sleepy but initiates o

1 - Reasonably well taler o

Sa

Result type:
Result date:
Result status:
Performed by:
Verified by:
Encounter info:

Sedation Record

Friday, 17-Movember-2017 09:05 PST

Auth (Verified)

TestSX, NursewithSaAnesthesia-Perioperative on Friday, 17-November-2017 10:00 PST
TestSX, NursewithSaAnesthesia-Perioperative on Friday, 17-November-2017 10:00 PST
7000000013085, LGH Lions Gate, Day Surgery. 07-Nov-2017 -

TRANSFORMATIONAL

LEARNING
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Key Learning Points

As the endoscopy post-op nurse, you will find your post-op patient in Perioperative Tracking Endo
PostOp view.

Setting an Event in Perioperative Tracking is not necessary as the patient’s status is
automatically populated from Perioperative Documentation.

View your patient's summary under the Postop Summary tab.
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& Activity 3.2 — Review IntraProcedure Medications Administered

1 The Medication Administration Record (MAR) is a record of medications administered to the
patient by clinician. The MAR displays medication orders, tasks, and documented
administrations for the selected time frame.

e B

All Medications (System) - @ [« >

[¥] Show All Rate Change Docu... Medications

‘ 02-Nov-2017 | 02-Nov-2017
12:58 PDT 12:55 PDT

Time View

@ Scheduled ) :
_ yl (fentanyl PRN range dose) Not previously
[ Unscheduled dose range: 25 to 200 mcg, IV, as directed, given

I |PRN pain, drug form: inj, start: 31-Oct-2017
@ PRN 12:42 PDT

RS e e fentanyl
e (Respiratory Rate

[#] Future “nlxy PRN. 10 mg
EEEETETT ST eerer e | Midazolam (midazolam PRN range dose) Not previously
[ Discontinued Scheduled dose range: 1 to 10 mg, IV, as directed, PRN (4

m ;;:(:aztugg_,r drug form: inj, start: 31-Oct-2017

[ Continuous Infusions

midazolam

[ Discontinued PRN
_ [ Discontinued Scheduled

[#] Discontinued Continuous Infus §

acetaminophen

325 mg, PO, once, drug form: tab, start:
02-Nov-2017 12:00 PDT, stop: 02-Nov-2017

2900 DONT

Medications administered during the procedure were charted by the intra-op nurse on the
Sedation Record, these medications will automatically be charted to the patients MAR (it may
take up to 5 minutes for data from SA Anesthesia to flow to Powerchart).

To review the patient’'s MAR:

From Menu:

Menu
Perioperative Sumn
Perioperative Doc

Orders & Add

Surnmary

re View and 1&0

Allergies & Add

Diagnoses and Problems

1. Select MAR

2. Verify the medications flowed through from SA Anesthesia
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3. Review medications administered prior/during the patient’s procedure

]

lacetaminophen

325 mg, PO, once, drug form: tab, start:
D2-Hov-2017 12:00 PDT, stop: 02-Nov-2017
12:00 POT

Maximum acetaminophen 4 /24 h from all .

acetaminophen 325 m "
Temperature Axillary View Details...
Temperature Oral View Comments..
Numeric Pain Score (0-10) e
Modify..
Unchart...
Forward/Refuse...

4. To view additional details, Right Click View Details

¢ Result details window opens

Result Details - CSTSNDEMOENDO, STONE - acetaminophen [o o)==

Result History

Value  |Valid From [Valid Until

325mg  02-Nov-201712:55PDT  Current

Medication | Result | Action List | Intake and Output

acetaminophen 325 mg 1 tab

Route PO

Scheduled on Thursday, 02-November-2017 at 12:00 PDT
Givenon Thursday. 02-November-2017 at 12:55 PDT

Modify.. Unchat.. Close

5. Click Close to complete

Key Learning Points

Medications administered during the procedure were charted by the intra-op nurse on the
Sedation Record, these medications will automatically be charted in the patients MAR
(Medication Administration Record) in Powerchart.

As a post-op nurse, you will verify that the medications given intra-op flowed to the MAR
It may take up to 5 minutes for data from SA Anesthesia to flow to Powerchart

You may also review the medications given in the MAR.

TRANSFORMATION TRANSFORMATIONAL
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& Activity 3.3 — Discontinue PreOp Orders & Initiating Postop Orders

1 Recall that the Gl Endoscopy Pre Procedure orders were initiated by the pre-op nurse, now as
the post-op nurse you will need to discontinue the Pre Procedure phase orders so you can
initiate the post procedure orders.

The need to discontinue previous phase orders is only for Multiphase Orders (or PowerPlans).
The Procedural Sedation order from the intra-op phase was a Single Phase order so it did not
need to be discontinued.

CSTSNDEMOENDO, STONE =

CSTSNDEMOENDO, STONE DOEB:01-Jul-1993
Age:24 years

Allergies: No Known Allergies Gender:Female PHM:98767¢
Menu N 4 - |#4 Orders

Perioperative Summary

+ Add | & Document Medication by Hx | Reconciliation ~ | ;& Check Intera
Perioperative Doc

Orde
Orders + Add rders | Document In Plan

MAR

Interacti

= Medical
Result: :

Form Bre
Histories .. Post Procedure (Planned)
Allergies & Add = GI Endoscopy (Multiphase]
Pre Procedure (Initiated)
.. Post Procedure (Planned)

[+ GI Endoscopy (Multiphase) (Validated)

CareConnect -PED Acetylcysteine for Acetaminophen Poisoning Admission (Protot
-Suggested Plans (0)

Diagnoses and Problems

(“liniral Recaarch

To discontinue the Pre Procedure phase orders:
1. Click Order from the Menu
2. Under GI Endoscopy (Multiphase), Right Click Pre Procedure (Initiated)

3. Select Discontinue

£ GI Endoscopy (Multiphase)

B Pre Procedure (Infsizsen
. .Post Procedure (Pl Discontinue

| Replicate
uggested Plans (0)

Plan Information...

rders
| Admit/Transfer/Dis Add Comment
™| Status
Patient Care Save as My Favorite
=
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Note: In the Discontinue window that opens, you will have the opportunity to Select any orders
you would like to continue in the post-op phase, in our scenario you will discontinue all the pre
procedure orders, do not check any boxes.

Discontinue - GI Endoscopy (Multiphase) (Validated), Pre Procedure @
Keep fComponent Status Order Details
Patierft Care
.l @Vital Signs Ordered gﬁs:rNo\r-Eﬂl? 10:41 PST, once, Stop: 06-Nov-2017 10:41
Diet/Nutrition
O @NPO for Procedure Ordered 06-MNov-2017 10:41 PST, Except medications with sips;

after completion of bowel preparation
Contiguous Infusions
.l @Insert Peripheral IV Ordered 06-MNov-2017 10:41 PST, If no IV in place

Catheter
Medidations
@acetaminophen Ordered 1,000 mg, PO, once, drug form: tab, start: 20-Mov-2017
- 15:00 PST, stop: 20-Mov-2017 15:00 PST
Mazximum acetaminophen 4 g/24 h from all sources
QK ] [ Cancel
4. Click OK

e Ordering Physician window opens

5. Enter Physician Name = <Gl Provider> and Communication Type = No Cosignature
Required

e The Pre Procedure order will appear in the View Pane as ‘Discontinued Pending’

Pre Procedure (Discontinued Pending) ey you sign
6. Click Orders for Signature
7. Click Sign
8. Click Refresh
e The Pre Procedure orders will now appear in the View Pane as discontinued
QEI Enduscupr (Multiphase)

Ii"re Procedure (Discontinued)
- Post Procedure I[-F'Ianned-]

To initiate Post Procedure phase orders:
1. Right Click Post Procedure (Planned)

2. Select Initiate
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£1GI Endoscopy (Multiphase)
é--Pre Procedure (Discontinued Pending)
Suggested Plans (0) fDifiate
Orders
E-DAdmit"Transfer.-"Disc

Discontinue

D Status Void

.[E| Patient Care Replicate
E;z:;: triti Plan Information...
utrition

é-DCUI"ItiI"IUUUSII"IfUSiUI"I Check Alerts

[l Medications

Add Comment

Save as My Favorite

e The Post Procedure order will appear in the View pane as ‘Initiated Pending’
") Post Procedure (lnitiated Pending) T 1o | RV oV [e [g W1

3. Click Orders for Signature
4. Click Sign

5. Click Refresh

e The Post Procedure Orders will now appear in the View pane as Initiated.

Key Learning Points
Previous phase orders need to be discontinued only if they are a part of a Multiphase order set
(or PowerPlan).

You must discontinue the previous phase order (pre-op) in order to initiate the post-op orders in
the Gl Endoscopy Multiphase order set.

You may select certain orders to continue to the next phase (ie. IV infusion), if necessary.

Remember to Refresh to see changes made.
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2 Activity 3.4 — BMDI Association & Vital Signs Documentation in
IView

1 Just like in the procedure room, the patient’s vitals can be tracked via BMDI in endoscopy post-
op. As you recall, BMDI enabled the intra-op nurse to document the patient’s vital signs
automatically in SA Anesthesia. In post-op, you will also be using BMDI but through Powerchart
in Interactive View (IView).

= 5 v & d

%3: Periop Quick View
%{ Periop Systems Assessment
% Periop Safety Departure Find ltem| ~ [Dcritical  [CF
o Periop Lines-Devices o= I
%y Intake And Output i 2018-Jan-26
g Advanced Graphing RS BN W 10:34 PST
%y Adult Education : =
& Pediatric Education Fmpera:ure ?x'”'" Fe7
= = emperature [em...
%, Endoscopy Quick View Temperature Oral
WA-L SIGNS Temperature Rectal
Peripheral IV Temperature Caore
RESPIRATORY Heart Rate Monit... ks |
Sn_edahon SCE_-|85_ SBR/DEP Cuff 130,80
Discharge Criteria Cuff Location
PAIN ASSESSMENT JEA Mean Arterial P... 97
ﬁgSTRSEIﬂl\'IjTe{ESTINAL Mean Arterial P...
rinary er

Blood Pressure Method
Central Venous..,
Intracranial Pre...
[ Cerebral Perfus...

A Oxygenation
Respiratory ... 14
MMeasured 02% [FIO2)
Cygen Activity
Oxygen Therapy
Oxygen Flow...
Humidificatio...

& End Tidal CO2

Glucose Blood Point of Care
Restraint Information
Provider Notification

Unlike the Sedation Record (SA Anesthesia), in [View you must manually cue the system to
document a patient’s vitals at a given point in time and sign to finalize them. For example, If you
are to monitor the patient’s vitals g5mins, you need to click in IView every 5 minutes.

The first step to start BMDI is you must associate your patient to the right device.
1. Click Interactive View and 1&0 EEESSIEEEIEE from the Menu

2. Click Associate Device 9 icon

e The Device Association window opens

3. Enter = <endo> in the Device search box
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5. Select the BMDI Device corresponding your patient’s location

[E2 Device Association
| Help |

Device Search

Device: endo

CSTSNDEMOENDO, STONE MRN: 700005212 DOB:71/1993 Gender. Female

Device

[] LGH_ENDO_BEDOY_BE50
LGH_ENDO_BED10_B650
[7] LGH_ENDO_BED11_B650
[7] LGH_ENDO_BED12 B650
[] LGH_ENDO_BED13_BE50
[7] LGH_ENDO_BED14_B650
[7] LGH_ENDO_BED16_B650
[7] LGH_ENDO_BED17_B650
[7] LGH_ENDO_PROC1_B650
[7] LGH_ENDO_PROC2 B650
[7] LGH_ENDO_PROC3_B650

Location Details Vendor Model

GEEL  CareScape BG50
GEEL CareScape BOS0
GEEL CareScape B650
GEEL CareScape B650
GEEL  CareScape BG50
GEEL CareScape B650
GEEL CareScape B650
GEEL CareScape B650
GEEL CareScape BOS0
GEEL CareScape B650
GEEL CareScape B650

System Time: 11/17/2017 15:14 PST User: sxte

6. Click Associate

7. Click X to close the Device Association window.

To populate the first set of post-op vital signs, ensure you are in the Endoscopy Quick View

band:

< - | Interactive View and 180

“EHEHw Y BN E x

< Periop Quick View
o Periop Systems Assessment
o Periop Safety Departure

oy Periop Lines-Devices

< Intake And Output

% Advanced Graphing

o Adult Education

% Pediatric Education

VITAL SIGNS
Peripheral IV
RESPIRATORY

Sedation Scales

Discharge Criteria

PAIN ASSESSMENT
GASTROINTESTINAL
Urinary Catheter

Glucose Blood Poirt of Care
Restraint Information
Provider Notffication

[ Critical

[ High

[Low [ClAbnormal  [[]Unauth [T]Flag

Temperature Axill.
Temperature Tem..,
Temperature Oral
Temperature Rectal [
Temperature Core [
Heart Rate Monit.

Cuff Location

EBlood Pressure Method
Intracranial Pre...
4 Oxygenation

Measured 02% (FIO2)

Oxygen Activity
Oxygen Therapy

SBR/DEP Cuff mmHg

@@ Mean Arterial P, mmHg
Mean Arterial P... mimiHg

Central Venous... mmHg

@A Cerebral Perfus... mmHo

Respiratory ... Do

21-Nov-2017
%¥ 09:03 PST

Double Click
this Box

1. Select VITAL SIGNS

2. Double Click on the cell beside VITAL SIGNS

e The patient’s Vital Signs will now populate to IView

! TRANSFORMATIONAL

LEARNING
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% 21-Nov-2017
B, . B 4 09:10 PST| 09:07 PST
El
Temperature Axill... Mot Finalized (purple font)
Temperature Tem... -
Temperature Oral 376 - I 37.5 |

Temperature Rectal
Temperature Core

Heart Rate Monit... 73 75 -+ .

SBP/DBP Cuff 120/85 11080 Finalized
Cuff Location

[EB Mean Arterial P.., 97 97

Mean Arterial P...

Elood Pressure Method

Central Venous...

Intracranial Pre...
@ Cerebral Perfus

3. Review the set of Vitals Signs and Click the green checkmark ¥ to finalize (sign)

Note: The documentation is not officially inputted until it is finalized. If you navigate
elsewhere before signing, you may lose your set of vitals.

Key Learning Points

BMDI captures vital signs data but must be manually cued to documents them to [View.
Unlike SA Anesthesia, you must manually capture the patient’s vital signs.

IView documentation is not officially inputted in the system until it is finalized (signed).
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# Activity 3.5 — Completing Documentation in Endoscopy Quick View
(IView)

As the endoscopy post-op nurse, you will be documenting your post-op assessments and other
interventions in Endoscopy Quick View band in IView.

Review Activity 1.3 to re-familiarize yourself with the Endoscopy Quick View as necessary.

! = |# Interactive View and 1&0
~HE«/OdHEER x

Glucose Blood Poirt of Care
Restraint Information
Provider Motification

gy Adult Education
%y Pediatric Education Iempera:ure ?xillar)r | Art
= Emperature lempora ery
qEﬂdw":km Temperature Oral
Temperature Rectal
Peripheral IV Temperature Core
F{ESP_|HJ‘\T0HY Heart Rate Maonitored
S_edzmcn chles_ SBP/DEP Cuff
Discharge Criteria Cuff Location
PAIN ASSESSMENT Il Mean Arterial Pressure, Cuff
ﬁgTH&tLBTINﬁL Mean Arterial Pressure, Man...
rinary er

Blood Pressure Method
Central Venous Pressure

Intracranial Pressure
Cerebral Perfusion Pressure, ... 11mH0

2 Oxygenation
Respiratory Rate
Measured ©2% [FIO2)
Dxygen Activity
Oxygen Therapy
Oxygen Flow Rate
Humidification Temperature

<& End Tidal co2

% Periop Quick View n
%{ Periop Systems Assessment
o Periop Safety Departure Find Item| = [[Critical [CHigh [FlLow []Abnormal  [C] Unaut
%y Periop Lines-Devices [ I o =
o
% Intake And Qutput " T
gy Advanced Graphing ] 14:26 PST
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2 Document Sedation Scales

Under the Endoscopy Quick View band:
1. Select Sedation Scales

2. Double Click inside the box next to Sedation Scale Used

iﬁn ‘ﬁf

2018-Jan-26
RS ¥ 10:34 PST

- Sedation Scales

wkr Sedation Scale Used

3. Select Modified Aldrete

i 21-MNov-2017
= ¥ 10:45 PST| 09:58 PST  09:10 PST | 09:07 PST
&> Sedation Scale Used Sedation Scale Used x

A Modified Aldrete Sc... el TRl I f0 R
<» Respiratory Pasero Opioid Induced Sedation Scale

&» Circulation Richmond Agitation Sedation Scale
&> Level of Consciousn... |University of Michigan Sedation Scale
<> Movement [+

& 5p02 <

@A & Modified Aldrete Sc., |

4. Document the following:
o Respiratory = Able to deep breathe and cough freely
e Circulation = BP +/- 20% of pre-op value
e Level of Consciousness = Awake and oriented
e Movement = Moves 4 limbs on own

e SPO2 = Able to maintain O2 saturation greater than 92% room air
Hint: Instead of clicking to move to the next cell press Enter

Once each field is completed, the Modified Aldrete Score will automatically calculate

< - | # Interactive View and 180

s« H@lew v & 3 W EE %
% Periop Quick View (@
%/ Periop Systems Assessment
@y Periop Safety Departure [Find Item| - [OCritical [ High [[Low
% Periop Lines-Devices = | |
o o5
\b Intake And Output i i
9 Advanced Graphing ¥ 10:45 PST 0958 PST
\‘/AmllEd.lcalion
o Pediatric Education K& Sedation Scale Used Wodified Al...
4 Modified Aldrete Score
= _
% Endoscopy Quick View < Respiratory Able to dee...
v, VITALSGNS & Circulation BP +/- 20%..
v Peripheral IV <> Level of Consciousness Awake and ...
v/ RESPIRATORY < Movement Moves 4 lim...
& 502 apieto
Discharge Criteria Iao Madified Aldrete Score Jio
FAIN ASSESSMENT = Discharge Criteria
G"_\GTRﬂlNTESTlNAL Nausea and Vomiting
Urinary Catheter Bleeding
Glucose Blood Point of Care Pain
Restraint Information B Discharge Criteria Score

For additional reference information, Click E@next to the Modified Aldrete Score

! TRANSFORMATIONAL
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@ & Modified Aldrete Score [0 I
Modified Aldrete Score
«» Conditional Field

@A Aldrete, Modified, Respiratory = Aldrete, Modified, Circulation + Aldrete, Modified, LOC + Aldrete, Modified,
[ Movement = Aldrete, Modified, SPO2

4| @ Reference Text

i1 A 118

Document Discharge Criteria:

1. Double Click inside the box next to Discharge Criteria

2018-lan-26
f 10:34 PST
- Discharge Criteria

2. Document the following:
® Nausea and Vomiting = Controlled nausea/vomiting
® Bleeding = Dressing site dry and clean
® Pain = Controlled pain

3. Click Sign ¥ to finalize

3 Recall that the endoscopy pre-op nurse inserted and documented a peripheral 1V in [View, as
the post-op nurse will document its removal:
Under the Endoscopy Quick View band
1. Select Peripheral IV

2. Locate the IV insertion documented by the pre-op nurse
3. Double Click inside the box next to Peripheral Hand Left to open documentation for the

< - |# Interactive View and [&0
=y 5 [
\"_’ Periop Quick View
\{ Periop Systems Assessment
S e e Find lter] + [Fcitical FHigh Fllow [Abnormal [ Unsuth  [Flag
\{Penop Lines-Devices [ revwwry T T T Io
% e
\/IntakeAnd Output 0 21-Nov-2017
o Advanced Graphing i ER A 09:58 PST| 09:10 PST  09:07 PST
qy Adult Education
+ Pediatric Education 4 Peripheral Hand Lef...
it s & Adtivity [ Tmsen
SEC T | O Patient Identified
AL SIGN & Total Humber of Att..
Peripheral IV & Unsuccessful Attem...
v RESPIRATORY & Line Insertion
v Sedation Scales Line Status
Discharge Criteria Line Care
PAIN ASSESSMENT & site Assessment
GASTROINTESTINAL site Care
Urinary Catheter Dressing Activity lApplied
Glucose Blood Point of Care Dressing Condition
Restraint Information Patient Response
Provider Notification

4. Document the following:
e Activity = discontinue
e Removal = Adhesive bandage, Catheter intact, no resistance, Direct pressure
applied
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4 Peripheral Hand Lef...
Activity Discantinuednsert
<» Removal Removal »
£ Removal Reason ™ Adhesive bandage
Line 5tatus v ete 0 re
Line Care [[]Gauze
(5) Site Assessment DHemostasis within expected timeframe
Site Care W Direct pre = applied
Dressing Activity [C]other
Dressing Condition
Patient Response

5. Click Sign ¥ to finalize

As necessary, please take the time to familiarize yourself with the content of the Endoscopy Quick
View band that was not covered in this activity.

Key Learning Points

As a post-op nurse, you will be documenting your post-op assessments and other interventions
as necessary in the Endoscopy Quick View band.

Modified Aldrete Sedation Scale and Discharge Criteria documentation was covered to familiarize
you with one clinically relevant assessment you may be completing in Endoscopy Quick View.

Documenting the IV removal was covered to familiarize you with discontinuing an action
completed by a previous clinician.

Remember to sign in order to finalize your IView documentation.
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& Activity 3.6 — BMDI Dissociation

4

When utilizing BMDI with 1View, the patient will not automatically be dissociated when you
disconnect them from the monitors. Therefore, when you disconnect the patient from the
monitors, you must also dissociate the patient from BMDI.

Dissociating BMDI is important, for example, when you accidentally associate your patient to the
wrong device, you will need to dissociate and re-associate them to the correct one to ensure the
right vitals are coming through from the right patient.

CSTSNDEMOENDO, STONE  x

CSTSNDEMOENDO, STONE DOB:01-Jul-1993 MRN:700005212
Age:24 years Enc:7000000013085 Disease:
Allergies: No Known Allergies Gender:Female PHN9876781011 Dosing WE77 kg Isolation:

Code Status:

Process:

Menu * e - | #t Interactive View and [&0
=~HE O §HEEX

< Periop Quick View I
o Periop Systems Assessment
 Periop Safety Departure [Find iten] ~ [lcitial [JHigh [Tlow [FAbnormal  [[JUnauth  [FFlag ©And @ Or
< Periop Lines-Devices [Resik [Comments__[Faa_[pate [Ferormed By

< Intake And Output L

 Advanced Graphing n [E2 Device Association ==l
& Adult Education e Help
& Pediatric Education

Temperature Axill
> =
(St e Temperature Tem CSTSNDEMOENDO, STONE  MRN: 700005212 DOB:7/1/1993 Gender: Female b
VITAL SIGNS Temperature Oral

Penpheral IV Temperature Rect Associated Devices

RESPIRATORY Temperature Core e
e 7] SelectAll Disassociate ¥
Sedation Scales Heart Rate Monit... b ®
PAIN ASSESSMENT SBP/DBP Cuff mmHg| LGH_ENDO_BED10_B650 v
GASTROINTESTINAL Cuff Location
Urinary Catheter @ Mean Arterial P... mimHg|
Glucose Blood Foint of Care Mean Arterial P 1ol
Restraint Irformation Blood Pressure Method
Provider Notfication Central Venaus...

Intracranial Pre..

[ Cerebral Perfus...

4 Oxygenation
Respiratory . br/m
Measured 02% [FI02)
Oxygen Activity
Oxygen Therapy

Oxygen Flow... L'm
Humidificatio.., D=
& End Tidal COz b
sp02 ] System Time: 11/9/2017 10:43 PST User:
SpO2 Site
Sp02 Site Change ‘
uuuuu

1. Click IView and 1&0 from the Menu

2. Click Associate Device 9 icon

~ | #% Interactive View and 1&0

%ngwsuhu

Click the checkbox next to the appropriate BMDI Device
Click Disassociate

Verify that the disassociated device has been removed from list

o o > w

Click X to close the Device Association window
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Key Learning Points

When utilizing BMDI with 1View, the patient will not automatically be dissociated when you
disconnect them from the monitors.

When you disconnect the patient from the monitors, you must also dissociate the patient from
BMDI.

Dissociating BMDI is important also important if you accidentally associate your patient to the
wrong device, you will need to dissociate and re-associate them to the correct one to ensure the
right vitals are coming through from the right patient.
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Activity 3.7 — Complete the Nursing Discharge Checklist

& Activity 3.7 — Complete the Nursing Discharge Checklist

1 In the scenario the patient is now ready to go home. You will be completing the Nursing

Discharge Checklist.
1. Select Rkl

2. Select the Discharge tab

- |# Perioperative Summary

from the Menu

BN AR AR[wx  -O0d

Preop Summary 52| Intraop Summary 52| Postop Summary 52| Handoff Tool

Active Issues

x:i Discharge 4 |thk0rdevs %+

selected vist | Q|

Discharge Documentation+
Social Histories

Discharge Documentation (g) o

* Discharge Medications (2)

Orders (1) Discharge Medications (2) #

Anvists | |

Provider Discharge
Documents (0)

Medication -

4" losartan (Cozaar 50 mg oral tablet) 1 tab, PO, qdally, 0 Refil(s)
4" rosuvastatin (Crestor 10 mg oral tablet) 1 tab, PO, adaily, 0 Refill's)

Orders11)

* To satisfy this requirement, the provider must complete the Discharge Medication reconciliation 2

Status: & Meds History | @ Admission | Transfer | @ Discharge

Responsible Provider Compiiance Estimated Supply Remaining

Document History: Completed by Test, Perioperative - Nurse with SaAnesthesia on 16/11/2017 At 13:41

Seected vist | Q¥

i

3. Under the Discharge Documentation section, Click the small down arrow "=

< * | # Perioperative Summary

ARNADRR A [00% - 004G
Preop Summary 22 | Intraop Summary 22 | Postop Summary &2 | Handoff Tool % Discharge x4
Active Issues . .
o Discharge Documentation «
Social Histories o Discharge Planning Assessment
* Discharge Medications (2) Valuables/Belongings
Discharge Coordinator Assessment
Orders (11) Discharge Medications (2) Nursing Discharge Summary Newborn
Provider Discharge
4. Select Nursing Discharge Checklist
e The Nursing Discharge Checklist PowerForm opens
Nursing Discharge Checklist - CSTSNDEMOENDO, STONE ==

YEO|gE s v mE R

= B 1450

“Performed on:  (7-Noy-2017 = psT

Discharge Checldist

Discharge Checklist =

By: TestSX, NursewithSaAnesthesia-Perioperative

N/A_ | Yes

Follow Up Provided [

discharge Education Provided
atient Discharae Summary Provided

intions Given

Returned Per Inventory List

aluables Returned Per Inventory List
upplies Arranaed
ices Aranaed Post Di
i ion A Made

Accompanied By

Discharge Transportation

O Mone
[ Spouse O son

[ Fiiend O Patent
[ Significant other [ Sibling

O Daughter O Miristy worker
[ Secuiity

[ Other.

O Ambulance © Other
O Cab

O Mon-ambulance transport

O Personal vehicls

Discharge Comments

95



| o~ )
Activity 3.7 — Complete the Nursing Discharge Checklist ‘“’”,ﬁ" LRI MATIONAL

5. Enter the following to complete the Nursing Discharge Checklist:

Follow Up Information Provided = Yes
Discharge Education Provided = Yes
Accompanied By = Spouse

Discharge Transportation = Personal Vehicle

6. Click ¥ to finalize the Nursing Discharge Checklist

Key Learning Points

Access the Nursing Discharge Checklist under the Discharge tab in Perioperative Summary.

Just like with any other PowerForm, remember to finalize the document by clicking

The completed Nursing Discharge Checklist will appear in Documentation.

96



‘ CLINICAL+SYSTEMS
TRANSFORMATION TRANSFORMATIONAL

Activity 3.8 — Finalize PostOp Perioperative Documentation et ra oot o LEARNING

3 Activity 3.8 — Finalize PostOp Perioperative Documentation

1 Just like in the IntraOp Record, you will need to Finalize the Phase Il record.

1. Once the Discharge from Phase Il time is entered, Click Next and the green
checkmark v will appear next to Case Times

2. Click the Finalize ¥ icon
e The Document Verified window opens

O Fless =

(L5 Phase - 02 Record - EN -

| Discharas

ischaioe
ov-2017 :E

InPhase I

b for Phase |
132 5 7hevan? (2[5 1% 7N

3 LGH Phase - 02 Segment Group - EN
Case Times

3. Click Yes on the Document Verified window

Document Verified

Document has no deficits.
Would you like to finalize the document?

The Phase Il Record will now be available for review in the Perioperative Summary, under the
Postop Summary tab in Documents or via Documentation from the Menu.

Key Learning Points

Once you complete all the documentation in the Case Times segment with no deficits, finalize by
clicking the green flag icon.

The finalized Phase Il record can be found in Documentation or Perioperative Summary.
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Once the patient has departed the Endoscopy unit, the last thing you need to do is discharge the
patient’s encounter from the Clinical Information System.

Once you discharge a patient

To discharge the patient’s encounter:

Any outstanding initiated orders from your current encounter will automatically
discontinue.
You and other clinicians will still be able to document in the patient’s chart
The patient will stay on Perioperative Tracking as discharged for a certain time and then
drop off.

(CSTSNDEMOENDO, STONE - 700005212 Opened by TestSX, NursewithSaAnesthesia-Perioperative
Task Edit View Patient Chart Links Options Documentation Orders Help

i Perioperative Tracking (=1 Message Centre 4 Patient List Dynamic Case Tracking &5 Pref Card Picklist ] Case Selection §; Day of Surgery View 5 Historical View E5 LearninglLIVE =
{ @ CareConnet t @ PHSA PACS @ VCH and PHC PACS @ MUSE @ FormFast WFI | _
i R Tear Off A Bxit o AdHoc LQ PM C: - h( v A Medical Record Request 4+ Add ~ [CgiAware B Scheduling Appointment Book [ Documents {8 Staff Assign | | @) Patient Health Education Materials

» 1On T
1. Click the arrow next to PM Conversation Mt GELlEUI o1 the Toolbar

2. Select Discharge Encounter

Bed Transfer

Cancel Bed Transfer
Cancel Discharge

Cancel Pending Discharge

Cancel Pending Transfer

Facility Transfer

Leave of Absence

Pending Discharge
Pending Facility Transfer
Pending Transfer

Print Specimen Labels
Process Alert

Update Patient Information
View Encounter

Wiew Person

e The Discharge Encounter window opens

3. Select Discharge Disposition = Discharge without Support Services
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Al Discharge Encounter

=]

Medical Fiecord Number:
700005212

Age:
24y

Encounter Type:
Day Surgery

Unit/Clinic:
LGH Endoscopy

Registration Date:
07-Nov-2017
Dizcharge Information

Discharge Disposition,

Encounter Number:
7000000013085

Gender.

Female

Medical Service:
Gastroenterology
FRioom:

Post Op

Registration Time:
11:20

Discharge Date:

Full Name:
CSTSNDEMOENDO. STC

BC PHM.
9876781011
Faciliy:

LGH Lions Gate

Bed
10

Discharge Time:

Date of Birth:
01-Jul-1993

Building:
LGH Lions Gate

|salation Precautions:

Discharge Username:
TestSX. NursewithSatne

Cancelled After Arival
Deceased

Discharged Home with Support S ervices

e
Patient Deceased Whils On a Pass
Patient Did Mot Return From a Pass
Transferred to a Non Acute Care Facilty
— Transferred to an Acute Care Facility
Transferred to Other

Ready

PRODBC SXTEST.NSA 21-Now-2017 1318

e Discharge Date = <Enter Current Date>

e Discharge Time = <Enter Current Time>

4. Click Complete

To confirm a patient’s encounter has been discharged:

CLINICAL+SYSTEMS

‘ TRANSFORMATION

Our path 1o smarter, seamess cars

5. Select Discharge Encounter again from PM Conversation

TRANSFORMATIONAL
LEARNING

e Discharge Encounter opens, the date and time of discharge will display grayed out

'ﬂ Discharge Encounter

= B |

Bruilding:
LGH Lions Gate

Eed
44

Reaistration Date:
18-Jan-2018

Discharge Information
Discharge Disposition
Discharged Home with
Discharge Usemame:

Train, HursewithS aAnesth

Deceased Details

Urit/Clinic: Fioom:
LGH Endoscopy Endoscopy Wait

Izolation Frecautions:

Fiegistration Time:
11:25

Discharge Date: Dischage Time:
26-lan-2018 11:04

Ready

TRAINT TRAIN.NSA3 Z6-Jan-2018  11:11

99



CLINICAL+SYSTEMS ’

‘ TRANSFORMATION TRANSFORMATIONAL

Activity 3.9 — Discharge the Patient Encounter et ra oot o LEARNING

Key Learning Points

PM Conversation is used to discharge a patient’s encounter.
Clinicians will still be able document in the patient’s chart after the encounter is discharged.

Once discharged, the patient shows as crossed off on Perioperative Tracking for a time period
and will automatically drop off

The fields highlighted in Yellow indicate mandatory criteria that must be entered to proceed to the
next step
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‘ CLINICAL+SYSTEMS
TRANSFORMATION TRANSFORMATIONAL

Gur path 1o smarter, seamless care LEARNING

Nurse: Endoscopy

% End of Workbook

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