EPIC QUESTIONS / CONCERNS

e Timing events
o Procedure start / procedure end (NOT cut time/close time)
* Automatically populates with “in room time / out room time” unless there are
multiple panels / procedures. Ex — if procedure panels include ORIF Radius and TKA,

“a ! with the ORIF Radius being performed first, what does timing look like? Would the
i “procedure start” for ORIF Radius be in room time, then “procedure end” be when
3 /1 - @ the surgeons finish closing the arm, then “procedure start” for TKA be when incision

is made there and “procedure end” be when the patient is out of the room?

" For cases that include multiple incisions but are built into one case (ex —
anterior/posterior spine) — should a note be made when the anterior was closed,
posterior was cut and closed?

o Cuttime
= |sitalways when incision is made?

S e Neuro —is it when Mayfield pins are placed?
, e /
i 4 e s it when surgeon starts x-ray with a spinal needle in the patient’s back?
S, e Isit when local is injected prior to incision?

"  Sweep of operative site
e |s this when closing count begins or ends?

?) /] . 3 e s this to be charted during closure when the surgical site can’t be “swept”?
i (ex — eye case, cysto, etc)
e |f the surgeon did not verbalize a sweep, should this still be charted when
closing?

= Close time
e s this always when the drapes come off the patient?
e Neuro —is it when Mayfield pins come out?
e Prone —is it when patient is flipped back supine?
= Ready for OR Discharge
e  When is this used? Have heard these 2 different scenarios:
@ % o Used when patient is ready to be rolled out of OR — patient is
extubated, sats are solid, etc

W o Used only when patient is ready to be rolled out of OR but there is
nowhere to transfer patient to (PACU hold, ICU bed/room not

ready, etc)

e Allergies

\ P 2’, o Allergies to be reviewed prior to cut time and again before closing?
¢ ,41: o If patient states that they are NOT allergic to something listed in allergy screen, can we
w? & Z | 2
it ¥ ﬁ_—jj st remove the allergy? 5 (}ONﬂW |Z7L
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o How are radiology techs to be charted? They are often “in and out” and staff changes
constantly

o Expectations for breaks / relief person _...S
*  “Circulator/scrub relief” to be used only for temporary relief, whereas > {j

“circulator/scrub” to be used for permanent relief?
» Clock people in and out when they leave even if for temporary relief
- . ] .
/Z%/i{; s  Counts b, »:,2«"-:;,; if'i Ejz,f«; % o

¢
o “2" procedure closing / final” to be used for closmg of additional incision? (ex — anterior /

Cutili? pOSter'OfSplnewherethere:/saclosm and ﬂnalforantenorand c[os and final for T
COFWM/{;!{K E%&"Epostenor vMuLlt FrocelPule (AN USE ﬂf@ MIVLE )

/,/ fwm“‘*w\o Incorrect counts
Qf“( /g TE * How detailed should comments be for incarrect counts? Name of radiologist and

:/_/ MD that reviewed films included, but should the lost item be documented?
* Make sure to document only the right section as “incorrect” (1f instrument countgis
incorrect, don't also include sponge/sharps as incorrect (1”) f %W% /O)L
y jUM o g © Spine — ALIFs — document that fluoro image was read by Dr? {/ﬁ v as
'v’?‘fﬂ 7 o “Other” tab needs to be checke en item does noj fit into sponge/sharp/mstrument? Ex
‘?\/\\f'e( ' —vessel loops, clip bars ( j (5 /%_6

o “Nocoupts needed” che}} ed oniy when ng bIe items are on the field? ( Q‘-{{m)

*  Pre-op Skin ' ﬂ:w
l "7‘ ¢ Overall assessment must be charted (/ M/’V\v ”ff C{:}M@WQ P >
Q o What is the expectation for Grounding/Positioning/Warming/Operative/Tourniquet?
% 2 1’; x . Operat:ve pre — W/D/1 and postw incision?

4! site Prep—y L9 [g?ﬂ ﬁfw) 4%\(

_ PV /1///17 ﬂ e “F'ue RISk 3@@110@011 suat“egies fm use of alcohol I?ased preps have been i{ﬁpl‘elllellted
prior to mrtiating the surgical procedure” ~ does this need to be more specific? Have

- P{/ OW o heard that other hospitals chart the time the patient was prepped and the time thf.L j( 2, AR
patient was draped so dry time can be calculated. {») /}5 % 70

<.

‘;} Positioning | . CZ" [, ,%! 4, A ﬂﬁ\fb (21

(‘%3_“ ( \\’ o Be sureﬁo%égt&)&xtra positions. Ex~cran| positioning sometimes includes supme ‘prone, é f é}s/‘
‘:&"&9 ay etc — and people do not delete the positions not in use \/3/(/3 E);@

Be as specific as possible ~instead of “foam pad”, use “foam pad elbow”, etc
Positioned by: Some peopie will only chart that the surgeon positioned. Need to include
anesthesia {if applicable), residents, nurses, techs, and everyone that was involved?

S o Expectation for comments i {.
%“ *  “Positioning approved and directed by Dr. D\/UZ W:) E‘% !\/ V

>\(/ B I/T) o Include material of mattress / pads! [%@CT&" 6’6‘} D{P’]\JT
C! /?V ﬂn‘{@r) Timeout g 7w _ 7 5;5 { 2 4 WWE’% M‘V ﬁ
P{\/ o Briefing ! e, €7 L g

o
NG
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S
* Have heard staff say that all of this is “yes” if it was ADDRESSED — ex — even if the

patient did not receive a Foley, they still mark “Is Foley required” as “yes” because it
was addressed instead of “no — a Foley is not required”
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gp * Canthere be an N/A for “images/films displayed” and “implants available”? L?’ N /A
* Consensus on delay, first case —is this ONLY to be “yes” if it is the first case? Whatif 1§~
there was a delay on the second case and there was consensus? Mb};\%;
o

s Delay
o If a patient is brought back to the room later than their scheduled start time due to the
previous case running late, BUT room turnover was completed in the proper 30 minute
timeframe, should a delay be charted?
o Ifthe case to follow your room is an RFT and turnover time was greater than 30 minutes,

AL

should a delay be charted?
* Nursing Notes

o Patient education and preop interview to be charted here?
*  What should be included in a “template” to present to staff? How specific does it
need to get? Should we include specifics about WHAT they were educated about
(SCDs, Foley, etc). Need to include if family was present?
: \N}B « My example — “Patient interviewed in preop area. Correct patient identified
M - by name, date of hirth, and verbal confirmation. Reviewed chart, confirmed

consents signed. Patient verhalizes understanding of procedure. Patient

\/)/ educated and oriented to OR environment and denies further questions”
0‘9 o | make changes as necessary (Patient interviewed in ICU / patient

\P@ identified by spouse if patient intubated / Interviewed with
assistance from translator / only chart that consents are signed if

they really have been signed
*  OR should this be charted in OR Pre-op Checklist?
» Lines/ Drains / Airway
o Anesthesia is responsible for charting lines that THEY have added / DC'd?
¢ Reminders of what needs to be charted by OR RN if new (commonly missed in bold)
= Bladder Diversion, Bowel Diversion, Burn, Chest Tube, Drains, Gastrostomy,
External Ventricular Drain, Foley, Flap, Incision, Intrathecal Catheter, Pain Buster,
Lumbar Drain, Wound Vac {Negative pressure wound therapy), Nephrostomy,
Tracheostomy, Open Drain, Peritoneal Dialysis Catheter, Pressure Ulcer,
Incontinence Associated Dermatitis, Suprapubic Catheter, Ureteral drain / stent,
Packing (non-wound packing)
o Drain # - this should assign the drain a number for future charting.
=  Ex-putin 3 JP drains — assign each one either a 1,2, or 3 so they can be labeled
e Some nurses have stated they chart this as “number of drains” — so all three
drains get the number 3 because there are 3 drains
o Foley — Assessment of urine?
o Drain — Assessment of cutput?
*  What do we need to chart as assessment of LDAs?

s Braden Scale






o If pre-op nurse / ICU nurse has completed the Braden scale assessment, does the OR nurse
need to complete it as well?

o If pre-op / ICU nurse has NOT completed the Braden scale, does the OR nurse need to
complete it? And will it be filled out as a “pre-op” patient and not an anesthetized patient?

e Procedures
o Review of wound class
o Procedure description —
* Should notes be made to reflect the procedure performed? Ex —if procedure is
“posterior lumbar surgery”, should a note be made that indicates “L4-5
Decompression”? |
* If hardware is removed, some people document that here — should it be specified in
procedure section that “3 screws and 1 plate were removed from lumbar spine”?
o Surgical site
= s this where skin incision is made or part of body being operated on? {ex - skin
incision on neck but “spine cervical” can be the operative site)
e Supplies '
o Charge accurately for gowns / gioves / suture?
o What if case is canceled and supplies were opened? “waste” all supplies?
o If supply is wasted, “used” goes to 0 and “wasted” to 17
o [Lquip/instr
o What equipment needs to have documented serial numbers?
» ESU/ Farce Triad
= Bipolar
* Harmonic/ Gyrus etc
* Bair hugger / warming blanket

= 5CDs

»  Drill {Stryker, Anspach, etc)
» Laser

= C-arm/ C-arm

= Other?

o Need to keep accurate [ist of instrument pans that were used? If we call for an instrument 6})\’(;39

pan that was not on the card do we need to document it in instruments if it was opened?
o Need to keep accurate list of equipment (equipment list can include headlights, suture carts,

suction dolly, etc)? Yy @ ﬁ@%m?@ s Ir‘ﬁ/ﬂwﬁ
. Intrao—oppl\:[id:qecjs W Pﬂ’ﬂﬂf"— p INW M#HZ?

\\(7 » Chart administered time as when it was given to field?, Pm
\\0 = Sheuld "for prn use” or something similar be stated in a comment if med (ex —
E irrigation) was not necessarily all given at time it was administered to field?
o Specific amount of med used —ex irrigation - may open 1000mL saline and only use 100cc.
Still chart 1000mL for charge purposes? How are we to specify that only 100cc used?

L, fiwe fop spt‘vh'\/lﬂ wede (local)
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» Same for Floseal — now that there are 2 sizes, we need to specify that we opened a
@ “10mL” but what if the surgeon only uses 5mL of the 10mL? Does that need to be
9, /Qg speuﬂed in the chart?
?@Q\\é o “Given by” (égh [*f 0 ‘7 _>
*  Hav¥ seen charts specify the circulating RN as the one that administered the med
because it was opened to the field. Need to specify that the surgeon gave the med
because they are the ones giving it to the patient ?
* Unless the RN REALLY DOES administer the med {ex - Bactroban in cardiac
cases) — ADD CDW\MENTL‘/" -(’—Ql@-{ an? l/r]/
Site: Operative site A KNKT LA ﬁ){@\[ Wil %OVS
* Need to specify WHICH operative site if there are multiple!
If med is mixed {50,000 units Bacitracin and 1L LR), do not need to chart separate liter of LR~

_alread(achM Om LWV@WW} Z, fgl@

Implants Lok ’tﬂl&\@
\JOX’I\NQ Tissue trackm§ section — what is the expectation? ow much is necessary to fill out for H %
MHLE t|ssues? w OW"L“/MI occin \{OM,& P[/\ﬁ&&

SMDA — POA [ opp LABEL WS T(INAUAT] ON% FOL UeE)

People often pre-populate the specimen sheet if they know a specimen will be taken, but %
this then pre-populates the time the specimen was taken. Should nurses he re@WﬂXFﬂ\‘ #

FVLLDV{MP change th@f\the specimen to reflect accura iy?

ﬂNMB ﬁﬁw”w; SPecimiens fo SPCEIrC L? ﬂWUﬁ e
‘E‘Q(Z/D s Order Sets hom WWCWPMW”%%NT wieZEe4

¥ *  C(Clinician Comm
) o To chart critical lab values / test results and communication to attending,

Timing Events
o Only used for robotics?

W s Incisions/Wounds
G,G\ o Ifthere are several incisions on the same body part and in the same area (but it is not a
,q«v\—‘“ _ “scope site”), do different incisions need to be charted or can you specify “two mmsmns 10 J\’
right lateral ankle”? The “number” buttons only reflect “scope sites”|  [N{]./ lel/N/ U

o When should the nurse chart that the incision was first assessed? Mafy-peeptechart the L?Mh[ﬂ/u

date first assessed and leave the time blank ﬂms’ -
= Should the OR nurse chart an assessment of the incision? - /AT GAS I LA WM (/{4

.,-w’“"""

¢ Site completion
o What are the manufacturer recommendatlons for which preps sh uid be cleaned from the (MO IMP

atient’s skin vs left on skin? { m
patient’s kin vslft on sk ’DD P O@ﬂl (/MJO‘IZ& %mf%%&e/

s Post-op Skin

o Should we chart a comment that pressure pomts were observed post-procedure? Ex —if pt &%
supine — observed patient’s sacrum, shoulders, head and heels, WDI? Diane made a
comment about skin SI’s - other units write Sis that say the patient received a pressure ulcer
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while in the OR -~ when she then reviews the charts theyJlst'say “WDI” but don’t specify
that the nurse ACTUALLY looked at the patient’s sacrlim (or othex problem area),

B - LATEX (
o Uncheck the laser section? . [/AISEQ_" W

e Verify —
. Debrief/Handoff
o Is this the appropriate place to chart that the family was contacted INSTEAD of in the

nursing notes? NOT \S\EQ\( N EbAL CHEYET zg‘ 6{@
< ©  Some RNs chart the time they call the PACU to inform them of the procedure being done a:;@Qﬂ

m(ﬂ]\“()ﬁ the time of handoff report — should this actually be charted w&en W hands,of; IN ——
the | unfess ICU report is given over the phone? ' PAW
UCM\ o, Should nurses fill out the “ | Ht-handoff report section when handing off to anoth@rﬂ—wmmm

\OU(TV\%/L%WSE? AN
* Thereisalsoa ”rehef" button - should this be used during breaks / lunches? \&j g

s OR Pre—op Checklist
o If preop nurse has filled this out, is it only necessary to review it and chart ”prevrous entry

revrewed by OR nurse”? \{%, W\l%&‘ WL OIFC P%DP
Appropriate to chart OR nurse preop assessment here or in the nursing es?
ﬂ’fTN\) ’f -

Comments from SurveyMonkey (New Hires)
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helopful | think we all need clarffication on whan to chack "sweep of cperative site”, "closing time,"

argl "ready for OR discharge.” We need a2 hetter way to track when the surgery is complated R

(dressings on, drapes off) AM@A
5 M SN

T.Equi sment-too many #'s on equipment_iist on apic needs to be updated J2 implantg,

o0 had we

don’t have & bar code scanner! 3. i\/icdnrx.itafm -Are the med charges done from et char
Fyxis? 4. ﬁ\!hg rgy every 2 hour check-needs-tego-away! 5 Anesthesia should b

& wan 'nm'f“ 1 their charling! and especially i 'hw ioa,u‘naq ettt & Could we have included
BCrEen a %{)cm(:(, verfication by MDD & nurse”

itwould be really belplul if ali of the serial nurabers Jor the equipment was up-to-daie in the chat
(thare are a ol of them that aren't in there). It would alse ba nice if we could "copy™ an implant the
wiy wi can copy a pathology sheat - so we gan easily make an entry for someghing ot the same that
was implanted and explanted or something. M {/l@gl?

#1 s it policy to document serial numbers? Has there EVER been a time where those numbers were
used for anvthing? For guick cases this seems 10 he a hassle, aspedially for new people, Personally,
Pwill just choose any number if { am in a hurry. Taking care of my patient is more important than
tracking down senal numbers for my charing. | would love for someone fo look into this and to sea if
we are doing this because we always have? Does this need 1o be done? #2 | feel to have acourate
skin documentation, there showld he seperate pre-on and post-ap tabs. It should be charted
acw@uﬂciy so that there is a clear distinguish between the two. #3 When would there ever be a new
incision thats not "WIRL? It seems ke over-charting to document this on a new incision. And, the
skin around the incision should be documeanted undear skin, so if vou charted something under
ncision it would be double charting. #4 | feel if you are documommq under the OR Pre-operative
checklist, then you do not need to chart a paragraph in the nursas noles restaling everything vou
filledt out in the checklisl, Again, overcharting, which is not always a good thing.

More c,up;;)lie& aspecially in hybridfcardiac, guldewires et need to ke Inthe computer. Too time
consuming io put in one time supply for everything.

| do not do a braden scale assesment because itis done on the unit and Hireal every patient ag if
they are high risk for gkin breakdown with appropriate padding and this is charted in the ;’)Of’timwif‘}g
section. § do not charf the assesament of a new incision off her than the time and date it was made i
surgery hecause i is new thera is nothing to asses. When it is closed and bandaged the patient
icaves the room,

Caucation should have ifs own spot. | document it in my preop assassment in the Pre-op checklist.
i've heard that the notes get in the way of others s0 1 do not charl there regularty.

What iz the Cliniclan communication iab. Do we have o chait the blanket warmer?
People are oo focused on charting.
if not found in other areas of chart, documentation is done undear nurses notes

| have never used the cinician communication tab. 'm not sure whatfiwhere it is or what it should be
used for. | also i’mvo never been told to document any kind of assessment of the incision.

Clarification of guidelines would be helpful | believe that there are inconsistencies across the staff
with respect to charting.

need more standardization
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Comments from Survey Monkey {Staff RN’s)
apic is not user friendly.

~can we review what the clinical communication tab is for? this was not a part of my initial 'epic’
training - can we also review what 'WDL means for incisions means? what is ‘axcpected for an
incision to look like? -for the braden scale, | ook at what the pre op m charted, but do not chart my
pwReassessmant. is this something we are supposed 1o be doing? -whal ARE the appropriate times
fo chart 'sweep of hciston' and 'closing' 7 1 chart the sweep when we are closing, of right before if the
surgeon lells me that hefshe is sweeping with intentions of closing next. | chart 'closing’ when we are
aciually c!n ser to being out of the room of mttinq on dressings since ‘closing' is misleading i think.. it
may take 45 minutes or it might take 5, | see the ‘closing' 1ab as a sign that we are much Ci(} ser 1o
heing out nftiw room rather than the ¢ Iosmq of the wound, ~GAN WE | review what 8 'pre op mierview’
should incluyde and where that should be charted? some sort of scripting or outline maybe [ W Tw,

| did not know what "Clinician Communication” was. S HWN;\

Regarding question #6, | don't chart these resulls because | will have the surgeon come o the 3
phons/put mtﬁotqy on Spmkc r phone for frozen section results, or for lab values, | ransier the call W

1o anesthesia, The nurse should not have to be put in the middie. Critical inform yion like this should

be comimuni t;zai;@d directly to the person it is intonded for,

Wihat is Clinicien Communication?

It would be extremety helpful to have an area on the EPIC screen o @haz"i who compleied the
methodical wound examination (sweep) and if the "pause for the gauze” was completed and by

which surgeon. | know it is an act of God to get the EPIC screen changed but this would be very







