
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Begin Shift 
1. Use the Periop Tracking Board 
2. Review Perioperative Summary MPages 

IntraOp Documentation 
3. Initiate SURG Intraop PowerPlans (if Available) 
4. Scanning Meds Using BCMA  
5. Use Perioperative Documentation 
6. Use Pick List 
7. Finalize the IntraOp Record 

PACU 
1. Initiate PowerPlans  
2. Scanning Meds Using BCMA  
3. Use Perioperative Documentation 



 

 

4. Finalize the PACU Record  

 

 

1. Click the My Experience toolbar button. You may need to use the dropdown to find it in the first 

toolbar. 

2. READ ONLY   

a. The left pane allows you to change position and views. 

b. The right side allows you to set their default home screen. 

c. We see the Surgical Nurse has Perioperative Tracking as the home screen default. 

d. Click the Nurse p1 and point out the right side changes to the views the IP nurse has. 

1. Navigate to the Case Selection in the toolbar.  

2. We are prompted to put in the location we want to view. Select: INL OR. 

a. This will now be your default location, but you can change it as needed by clicking it. 

3. This view allows you to view cases by a particular date, person, case number, etc. 

4. It’s important you remember to click Retrieve once you have put your criteria in. 

5. Our patients are scheduled on 7/24/2023 to 7/25/2023. Add that date to From and To Date fields, click 

Retrieve.  

6. Case Selection toolbar 

a. There are buttons running left to right above the search criteria. 

b. Check In: used to check the patient in when they arrive, this puts a checkmark in the checkbox. 

c. Associate Encounter - this can be to associate an encounter if needed. It is not available once 

the patient has been checked in or if a FIN was associated during scheduling. 



 

d. Change Add On Status - allows us to make it an Add on if it was missed when creating the 

case. The Add-On column will update when this is used. 

e. Print or Preview - can print or preview the patient’s surgical record or pick list. 

7.  Check the patient in. 

 

 

 

 

➢ 

 

 

a. To find our patients, we have created a special filter. In the filter dropdown select: Train 

Workbooks 7/24-7/25. 

b. Hover your mouse over the first four icons.  The first four icons will be used most often. 

Button Name and Action 

 

Scheduling Appointment Book: Opens the Scheduling Appointment Book. 

 

Surgical Case Check-In: Opens the Case Selection window, where you can search for and check in a patient. 

 

Open Patient Chart: Displays a menu for you to select a specific chart view. Once selected, the patient's chart 

opens and the selected view is displayed automatically. 

 

Set Events: Opens the Set Events window, in which you can manage the tracking events set for the case. 



 

 

c. Free columns – Some columns will allow freetexting.  Click in the column.  If you see a 

prompt, you can freetext it. 

d. Setting Manual Events from the Communication Column.   

i. Select your patient, then right-click and select Set Event. 

ii. Click on the Communication Tab.   

iii. Choose Diabetic Patient and click OK. 

iv. Please note that the Communication Column shows the Apple icon. 

e. Select your patient by clicking once on the name to highlight.  Double click the blue arrow in the far 

left column. 

▪ 

▪ 

1. Click the Periop Summary link in the menu. 

a. Each MPage Tab is set up to display the information most pertinent to the patient type, with 

filters and criteria specific to the Perioperative Summary. 

▪ 

▪ 

b. Many components allow you to update patient data, eliminating the need to go to multiple links.  

This reduces time spent searching and streamlines data management. 

▪ 

▪ 

▪ 

 

➢ 

 



 

 

 

 

 

 

 

 

 

 

➢ 

➢ 

1. Navigate to Periop Lines Devices Procedures. 

a. Peripheral IV section - click the Dynamic Group icon. 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 



 

 

▪ 

▪ 

▪ 

▪ 

b. Click the green checkmark to Sign.  

1. Navigate to Perioperative Doc. 

2. Select Intraop – INOR. 

a. Review the Toolbar above the Record dropdown.  We’re going to point out what will be mostly 

used. 

Button Name and Action 

 

Finalize: Opens the Documentation Deficits dialog box, which displays the 

list of documents that require completion. This button is only available in the 

Documentation tab. 

 

Add Segment: Opens the Add Segment dialog box, allowing you can add a 

segment that was not included in the selected case originally. 

 

Case Attendees: Opens the Case Attendance dialog box. This button is only 

available in the Documentation tab. 

 

Case Times: Opens the Case Times segment template. You must complete 

the template before you can finalize the document. This button is only 

available in the Documentation tab. 

 

Barcode Scan - Use Mode: Not in use currently.  Coming Soon. 

 
  

Barcode Scan - Waste Mode: Not in use currently.  Coming Soon. 

b. Review Record Location List.  



 

 

c. Point out the Perioperative Tabs below the Record Location List drop down:  Documentation 

and Pick List.  You can navigate back and forth. 

d. Review Comments section. 

i. Each segment has its own comment box. 
ii. Click through each section to see if there are documentation in it. 

e. Review Page Numbers on the bottom of the Documentation Tab:   

1. This indicates the number of pages that make up the segment that is currently being viewed.  
The colored-in number indicates which page is currently being displayed. 

 

a. The check boxes with grey shading are all required. 

b. Time/Date fields populate with the current time as soon as we click in it. Document the In Room 

Time and Start Time.  

 

a. The Next button will move you thru the pages and the segments in the flow of the case, not in the order 

the segments are displaying in the navigator. 

 

a. Surgical Procedures is an example of a Documentation box. 

b. Documentation boxes have a scroll bar to help us see what else needs to be documented. 

i. We need to be careful that we add to the row and not create a second row for the same 

documentation. 

c. To make changes, click in the box on the procedure row, make updates as needed to 

Procedure modifiers, start time, wound class. 

d. Click Next, continue to make the appropriate changes on the second page.  

e. Then we use the Modify button to add the changes in the Documentation box. 

f. Scroll to view the changes to the procedure row.  



 

 

g. We will need to do this to add the Stop Time later. 

 

 

b. Select the Add Segment icon from the toolbar. 

c. Click the Case Canceled from Available pane on the left. 

d. Use the arrow to move it to the Selectd pane on the right, click Ok. 

e. This will be placed in the Documentation Segment Tab alphabetically. 

 

b. The segments with the red exclamation points will prevent you from finalizing the record if 

they are not used and not discontinued. 

c. We will do this later in class. 

 

➢ 

• 

• 

• 

• 

• 

• 

• 

• 

1. Access Case Attendees and Case Times through the toolbar. 

a. Remind students that if anytime they need to document Case Attendees and Case Times while 

in another segment, instead of navigating to those segments, they can access those forms or 

segments through the toolbar.   

2. Safety Checklist 1) Sign In – Please note that there are multiple pages to this form.  You may see less 

or more, it depends on the size of your monitor. 



 

a. In the first page of this segment, there are no required field as indicated with no dark/shadowed 

boxes.   

b. Select what applies to the patient in the Chart Review. 

c. Select No for Blood Ordered 

d. Select Sedated for Mental/Emotional State 

e. Let’s skip the Removable items question.   

f. Click Next to go to the next page. 

g. There are required fields in this page. Please note Site Marked, Patient identity…, and Site 

procedure Consent Confirmed has the shaded box.  Let’s fill those out. 

▪ When you fill those out, a checkmark will display in the gray boxes.  

h. Click Next.   

i. Fill out all of the required fields:  Does the patient have any metal in their body? 

j. Click Next.  Point out the green checkmark next to the segment in the Documentation Segment 

Tab when it goes to the next segment. 

3. Case Times 

a. Recommended to update these throughout the case.  Again point out in the toolbar to access the 

Case Time.   

b. Click In Room Time.  Please note that the date and time will populate.  Can change the time but 

recommend doing at least this in real time. 

c. Click Next.  Please note that the red exclamation point is still present. 

4. Surgical Procedure 

a. Surgical Procedures is an example of a Documentation box. The procedure should flow from 

the scheduling book.   

b. Documentation boxes have a scroll bar to help us see what else needs to be documented. 

▪ We need to be careful that we add to the row and not create a second row for the same 

documentation. 

c. To make changes, click in the box on the procedure row. 

d. Note that there are required field below.  Click in the Start box to fill in a time and date. 

e. Fill out the required fields for Wound Class (Clean), Technique Details (Primary), and Scope 

(No). 

f. Click Next to show the Modify Entry box.  Click Yes to save your documentation. 

5. Click the Case Time icon in the toolbar.  Click in the Start Time field to document time and date.  

Click OK. 

6. General Case Data 



 

 

a. Notice that there is a lot of required fields.  Fill out all required fields.   

b. Please note that if you use the Postop Same as Preop, it will copy the Preop Diagnosis. 

7. Case Attendees 

a. The Case Attendees segment can be used at any time.  It also uses the documentation box 

functionality.  The surgeon should already be in the documentation field from scheduling. 

b. Click the surgeon in the documentation box to modify it. 

c. Please note that everything is filled out except for Time Out.  Let’s save that for later. 

d. Click Clear.  We’re going to add ourselves to the Case Attendee. 

e. Let’s add our test sign on names by using the search icon – magnifying glass. 

f. Click in Role Performed and choose Circulator 1 

g. Click in Time In. 

h. Click Add.  We’re not going to document the Time Out yet. 

i. Please note that there are now two Case Attendees in the documentation box.  Again, if you’re in 

another form, and you need to document another case attendee, use the Case Attendee icon in the 

toolbar. 

8. Fire Risk Assessment 

a. In this segment, there is one required field.  Please read the red text on how to document this 

form.   

b. For example, I said Yes to everything.  According to the red text, I have a score of 5.   

c. The required Field says I must document 1-3.  So I will type in 3.   

d. Because this is High Risk, I fill out the box for High Risk in Plan and Intervention.  Ensuring 

that I read thoroughly what should be the interventions. 

e. There should be an electrocautery section in this segment.  Please read through it but no need to 

fill it out.  Click Next.  A green checkmark should appear. 

9. Patient Care Devices 

a. Some segments will move an additional item to the Pick List if it’s not on the pref card or on the 

table.  

b. Click the magnifying glass to search for an item. 

c. There are 3 tabs in the Find:  All Items window. 

▪ General 

▪ Item Type 

▪ Advance 



 

d. Let’s make sure that we stay in the General Tab for now.  The top part is a filter.  It’s 

recommended to check off Item Number, Description, Short description, and Clinical 

descriptions.  Make sure that Search for says Includes. 

e. Click in the Includes freetext field.  Type Syringe and click Find Now. 

f. Pick any syringe that is available in the list for educational purposes. Click OK.  

g. Click Add and then Next. 

h. The Pick List Update Confirmation box will populate.  Please review this box.  

▪ Item information column will show the item.   

▪ Current Pick List – will let you know if this item already in the pick list.  If it’s a new 

item, the Current Pick List column will show blank. 

▪ Planned Changes – will let you review where it’s going to make it’s update.  Most of the 

time it will document that it’s Used. 

i. Click OK.  This will move this to the pick list under the right category.  We’ll see if it moves 

there when we review the pick list. 

• 

• 

• 

• 

10. PNDS Evaluation 

a. This segment is how you document your care plan.  The letter and number in the parenthesis 

following the question correlate to the Comments in the Pre Care and Post Care Activity.  These 

are your Plan and Interventions. 

b. Let’s click through all the required fields. 

11. Discontinue a Segment 

a. The segments with the red exclamation points will prevent you from finalizing the record if 

they are not used and not discontinued.  

b. Let’s discontinue the Cancel Case Segment. 

▪ Select Cancel Case  

▪ Right Click and choose Discontinue 



 

 

c. To multi-select multiple segments to deactivate for time sake… 

▪ Click Document on the very top menu. 

▪ Select Case Logging 

▪ Hold down CTRL on keyboard to multiselect all except for what we have documented in. 

▪ Choose a reason in the drop down above Cancel.  Click OK. 
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4. Pick List Documentation Columns:   

a. Inventory Items Column 

i.  A consumable item.. 

ii.   Reusable equipment that is schedulable. 

iii.   Sets or packs.   

b. Description, Item Number, and Exclamation Columns 

i. Just point out the column.  No need to clarify Description or Item Number. 

ii. Exclamation Point – will display duplicates if there are any. 

c. Open, Hold, Fill, Used, Wasted, Return.  

i. Open – Indicates how many of the current item are opened and ready to use.  

ii. Hold – Indicates how many of a current item are on hand, but not opened.  

iii. Fill – This is the sum of the open and hold quantity.  It is required that you Fill the case 

prior to using items.   

iv. Used – This the quantity that was used.  This quantity will default from the Open 

quantity. 

v. Wasted – Indicates how many items were wasted. 

vi. Return – indicates how many items are to be returned. 

5. Add an Item to the Pick List 

a. Click Pick List tab and highlight the procedure. 

b. Place your curser in the search field box above the description section.   

c. Type Tongue, then select the magnifying glass to search.  

d. The Find window will appear.  Select an item in the bottom half of the box. 

e. The item will appear in the Search field.  Click Add to populate that item in the pick list. 

f. Click OK.  The item will be seen directly below the search bar in the Description section. 

6. Review Open, Hold, and Fill 

a. To document Used, Wasted, and Return, you must document all the first 3 columns.  Think of 

this a checklist to make sure all the items/equipment is there for the case.   

b. You can sort and filter by category.  Let’s select the Needles and Syringe section.   

c. Remember we added a syringe from the Patient Care Devices segment earlier. 

d. Let’s click on the procedure name to show all. 



 

 

e. Start at the top of the Fill column and use the down arrow to go to the next line.   

i. Entering 1 for a couple of items. 

1. You might see different alerts.  Click Yes or No as desired. 

ii. Let’s leave a 0 for one of the Equipment. 

7. Document Used and Wasted 

▪ 

• 

• 

• 

• 

▪ 

• 

• 

• 

o 

8. Delete an Item from the Pick List 

a. Select the item that we added earlier. 

b. Right-click the item to be deleted and select Delete.  An alert will ask you if you want to 

continue to remove the item. 

c. Click the Yes button. 

9. We’re going back to finish up our documentation.  Click Save before doing so. (floppy disc icon) 

10. Go back to the Documentation tab. 



 

1. Continue through the documentation and always use your hospital’s protocols and policies. 

2. Check your record prior to finalizing the IntraOp Doc 

a. An incomplete segment display with a red explanation mark in the Navigation pane.   

b. Best practice is to click the Next button to review all segments prior to finalizing the Intraop 

Record.   

c. Remember to discontinue a segment if it is required, but not needed for this case. 

i. To multi-select multiple segments to deactivate for time sake… 

ii. Click Document on the very top menu. 

iii. Select Case Logging 

iv. Hold down CTRL on keyboard to multiselect all except for what we have documented in. 

v. Choose a reason in the drop down above Cancel.  Click OK. 

3. Click the Green Flag to Finalize your record even if there are red exclamation points next to the 

segment. 

a. A Documentation Deficits window will pop up if any areas are missing data. 

b. Click OK to get out of the box. 

c. Click Surgical Procedure segment. 

i. Select the procedure in the documentation box. 

ii. Fill out the missing required documentation.  Use the Prev and Next to make sure you 

look at all the pages. 

d. Case Times:  Click in the blank time boxes.   

e. Case Attendees:  Select each name in the documentation box.  Fill out the missing details and 

click Modify. 

4. Once all segments have a green check mark next to them, click the green Finalization Flag icon again.  

a. Document Verified window will populate.  Great job!  No deficits. 

b. Click Yes.  

c. The Final Report displays.  This will move over to Documentation in the chart. 

➢ 



 

 

➢ 

 

a. Click the ANES Post Anesthesia Adult PP to highlight it. 

b. Show the nurses at the bottom of the PP there is a note: 

▪ 

▪ 

c. Click on the Interaction button located above the Order tab. 

 

d. Scroll down the PowerPlan to look for the interaction icon . 

e. There should be one next to acetaminophen. 

f. Let’s check to see if the provider addressed this interaction. 

g. Hover over the interaction and click on the blue hyperlink. 

h. The Medication Clinical Decision Support (mCDS) window will populate.   

i. If the provider addressed any of the interactions, it would list under Comments.  Expand the 

comment window by clicking the arrow to see who and what was documented. 

j. Click Continue to close out the window. 

k. Uncheck the tylenol and select the Dilaudid to continue with class.  

 

a. Physician name should populate with the provider who planned it.  

b. Select Electronic for the Communication type. 

c. Click OK.  

d. Click Orders for Signature.  

e. Click Sign and Refresh. 

 

 

a. The lightbulbs don’t show until we are in the Initiated ANES pp. 



 

b. Click the lightbulbs to access all available orders. 

c. Click the link to PACU Post Op Nausea and Vomiting. 

▪ 

d. If we need to order something, we need at least a phone order from the provider and a co-

signature.  

▪ 

e. Click the Zofran order, select Telephone - Requires Read back. 

▪ 

▪ 

f. The Zofran will be on the MAR to administer as the order is active right away. 

 

a. When a patient no longer needs the PowerPlan, we need to discontinue it.  

b. Demo the right click option on the ANES Post Anesthesia Adult pp. 

c. The window lets us quickly d/c all orders including subphases. 

d. If we want to keep any orders, use the check boxes to keep them. 

e. Cancel out of the window. 

➢ 

➢ 

 

 

 



 

 

 

Overdose Warning 
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• 

• 



 

 

 

 

 

 

 

▪ 

▪ 

▪ 

 

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

2. Remind nurses to Associate the monitor for BMDI (Bedside Monitoring Device Interface). This allows 

the results to pull into the correct patient chart. 

a. When a patient transfers to another unit or dept or is being discharged, we must Disassociate the 

monitor. 

3. Periop Quick View 

a. Have nurses document the following: 

▪ 

▪ 

▪ 

• 

• 

▪ 

▪ 

• 

▪ 



 

 

• 

4. Periop Lines Devices Procedures 

a. If an IV have not been documented, have them create a dynamic group: 

i. IV Cannula, Upper Arm, Left, 20 gauge. 

ii. Activity:  Insert  

iii. Site Assessment:  No Phlebitis… 

5. Sign the documentation. 

6. Inactivate a Dynamic Group Periop Lines and Devices 

a. Double click the blue cell under the time column. 

b. In Activity select Discontinued. 

c. Tab down to document Infiltration Removal Score through Removal Reason.  

d. Sign.  

e. Right-click the label for our IV and select: Inactivate 

7. Talking Point: Reactivate a Dynamic group  

a. If a dynamic group has been inactivated, we can bring it back by right clicking the label and 

selecting Activate. 

8. Annotations 

a. Annotations do not replace a phone call to the provider. 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 

b. Navigate to the Nurse View from the Menu. 



 

c. Go to Patient Info & Story and refresh to see the annotation we created. 

d. Click the dropdown next to the house icon and select Interactive View.  

e. Use these shortcut buttons frequently to navigate thru the patient’s chart. 

➢ 

1. Navigate to Perioperative Doc in the Menu. 

2. Finish document Case Times.   

3. Acuity Level: If this needs to be updated be sure to click the entry in the documentation box that we 

already added, fill out the rest of the required documentation (Acuity Stop Time), and click Modify. 

4. Finalize the PACU Record 

a. If there are deficits, please address those now. 

b. Click the green flag to finalize the record. 

c. Yes, to finalize. Now you see the record in a form format.  You can also see this in the 

Documentation section of the Chart. 

➢ 

➢ 

➢ 
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• 

• 

➢ 

➢ 

➢ 
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• 

• 

• 
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• 

• 

• 

• 

➢ 

• 

• 

• 

• 

➢ 

• 

• 

• 

• 

• 

• 

➢ 

• 

• 



 

 

• 

• 

▪ 

• 

• 

• 

▪ The Sign button is dithered  

▪ Fentanyl displays in red font, indicating the medication is an overdose. 

• 

▪ 

• 

• 

• 

• 

▪ 

▪ 

▪ 

▪ 

• 

▪ 

▪ 

▪ 

• 

➢ 

• 

▪ 

• 

• 



 

▪ 

▪ 

• 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ 
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• 

• 

• 

• 

• 

▪ 

▪ 

▪ 

▪ 

▪ 

▪ Click OK. 
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• 

• 

▪ 

▪ 

▪ 

• 

➢ 

• 

• 

• 

• 

• 

• 

▪ Bypass Pharmacy for class today. 

• 

▪ 

▪ 

o 

o 

▪ 

▪ 

• 

➢ 

• 



 

▪ 

• Select: Non-barcoded medication 

• Click Yes  

▪ Bypass Pharmacy for class only today. 

• 

▪ 

▪ Patch-off medication scan bypasses are not reported to nursing leadership. 

➢ 

➢ 

➢ 

➢ 

➢ 

➢ 

• 

➢ 

• 

• 

• 

• 

➢ 

• 

▪ 



 

 

▪ 

• 

▪ Look at the bottom of the window to make sure the lower right corner says Rate Change. 

▪ Change the Rate to 125 mL/hr. 

▪ A warning will appear stating that the new rate is different than the ordered rate. 

▪ Click No to cancel. 

▪ Click the green checkmark to sign. 

▪ Warning Box: Do you want to save the data entered? No 

➢ 

• 

• 

• 

• 

• 

• 

➢ 

• 

▪ Right-click Heparin and choose: Unchart 

▪ 

▪ 

➢ 

• 

• 
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• 

▪ 

▪ 

▪ 

▪ 

 



 

 


