
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

Preop Phase 

1. Use Perioperative Documentation 
2. Document Using Preprocedure Workflow Mpage 
3. Use AdHoc Forms – No Change in Forms 
4. Use Interactive View to Document Assessments 
5. Manage Orders 

6. Scanning Meds Using BCMA 

Phase II Recovery Phase 
1. Review Tracking Board 
2. Manage Orders 
3. Scanning Meds using BCMA 
4. Discharge Process 
5. Admit, Transfer Process 



 

 

 

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. 
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Case Selection Toolbar Overview 

 

 

 

 

 

 

 

 

 

Open Patient’s Chart  

 

 

 

a. Select Preop Record. 

b. 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. 

 

 

 

 

Review Comments section. 

 

 

Review Page Numbers on the bottom of the Documentation Tab:   

 

Document Case Times - Preop 
 

 

 

 

Add a Segment  
 

 



 

 

 

 

 

Discontinue a Segment 
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Documenting Allergies  
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• 

 

• 

• 

Document Medication History and Preferred Pharmacy  
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Document Problem and Procedure Histories  
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Documenting Immunizations 
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Right Click Menu Options  

 

• Review Modify a Result. 

• Review Insert a new time column. 

• Review Moving documentation to a different time. 

• Review Uncharting results. 

 

Document an IV 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Periop Quick View - Customizing your view 
 

 

▪ 

▪ 

▪ 

▪ 

Environmental Safety Management section 
 

 

 

Isolation Discussion  
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Underdose Warning 
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1. Navigate to Perioperative Doc 

a. Because we are in a finalized document, we need to navigate to the next document type 

following these steps: 

▪ 

▪ 

2. Case Times: Enter the In PACU II time. 

a. Click Next 

3. Case Attendees  

a. In the Case Attendee field, use the search button to add your nurse sign on.   

b. Select in the drop down, the Role Performed.   

c. Click Next. 

d. You will be prompted to add the entry, select Yes.  

4. Document PNDS Evaluation 

a. Again, 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. 

c. We will come back later to finalize the record.  

➢ 

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



 

 

2. 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. Pain documentation is documented postop in Periop Systems Assessments. 

a. Document postop pain. 

4. Select Periop Quick View. 

a. Select Sedation Assessment.  

b. Document in this section.  

5. PADS score section - have nurses document this which calculates the score and has a reference text 

link. 

6. Sign the documentation. 

7. Select Periop Lines Devices Procedures 

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 

8. 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. 

9. 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. 

 

➢ 

➢ 

 

▪ The PCP is always listed in the first spot of Quick Picks.  

• Use the Search field if a different provider is needed. 

▪ Select the PCP and it will be listed in the section below. 

▪ Click Modify if more details are needed and save. 

 

▪ The “This Visit” diagnosis and chronic problems would display on the left pane and 

suggested education will display on the right based on these entries.  

▪ We must use one Suggested Education topic to meet Quality Measures. 

• To add an education pamphlet from the general catalog select More Options. 

• Type appendectomy in the search field.  

• Select After an Appendectomy. A brief green checkmark displays indicating 

it has been added to the patient’s education.  



 

 

• Select the X to close the window.  

 

▪ Use the dropdown in the upper right corner of the component, select the Nursing 

Discharge Summary Form. 

• Once the patient has been discharged, add the information to the DC 

section. 

▪ Sign the form. 

 

▪ This is a great time to check the Patient’s Pharmacy using the toolbar button if you 

haven’t done it yet.  

▪ It doesn’t work in Train, and we should you earlier how to check it when updating 

the home medications too. There are a couple places to update it. 

 

▪ If your patient had an IV, at Discharge a red asterisk will display as a reminder to 

document the IV Stop Times using the Infusion billing. 

i. Pay attention to the End time to make sure it is accurate before signing 

Infusion billing. 

▪ This should be done during the patient’s stay from the MAR as medications or fluids 

get discontinued as documentation should be in real time.  

 

 Once all the required documentation is satisfied, we need to print the Patient Discharge 

Instructions. 

 At the bottom below Create Note click the SurgiNet Discharge Instructions. 

▪ If any red asterisks were not satisfied you will get an Override Discharge 

Requirements alert. 

▪ Use the dropdown to select the reason and click Submit. 

 Enter any specific instructions in the What to do next section. 

 Enter special instructions for medication doses and when the next dose is due in the 

Medications section. 



 

 Click Sign/Submit 

1. Navigate to Perioperative Doc in the Menu. 

2. Finish documenting all required fields in the segment until the green checkmark appears. 

3. Finalize the PACU Record 

a. Click the green flag to finalize the record. 

▪ Resolve the discrepancies by filling in remaining fields if there are any. 

b. Yes, to finalize. Now you see the record in a form format. 
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▪ 

• 

• 

• 

▪ The Sign button is dithered  

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

• 

▪ 

• 

• 

• 

• 

▪ 

▪ 

▪ 

▪ 
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▪ 

▪ 

▪ 
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▪ Click OK. 
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▪ Bypass Pharmacy for class today. 

• 

▪ 

▪ 

o 

o 

▪ 

▪ 

• 
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▪ 

• Select: Non-barcoded medication 

• Click Yes  

▪ Bypass Pharmacy for class only today. 

• 

▪ 

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

• 

▪ 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 
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• 

▪ Right-click Heparin and choose: Unchart 

▪ 

▪ 
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