Perianesthesia Orientation Redesign Phase I: Standardizing Minimal Documentation Across the PACUs
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Introduction Minimal Documentation Bed Side Guides
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practice. Nursing documentation remains the single largest area Preop PACU Phase | PACU Phase Il ASPAN standards.
where differences exist and errors occur. Along with errors, issues * Areas being missed differed from unit to unit. In some cases items missed
with learning documentation accounts for increases in orientation were required but were not part of the unit’s routine.
COSt d Ue tO eXtenS|OnS. It a |SO aCCOU ntS fOr a decrease |n Orlentathn UPON PATIENT ARRIVAL IN PREOP, THESE ITEMS MUST BE COMPLETED PRIOR TO THE PATIENT GOING INTO PRIOR TO ARRIVAL IF ABLE: REVIEW PT. HX , REVIEW ANESTHESIA & SURGICAL ORDERS/AVS & ATTACH DEVICE ° Data demonStrated d neEd for re‘Educat|On In those dareas to ha rmOnIZE
] . ) ] ] . PROCEDURE/ SURGERY AT PT. ARRIVAL: ATTACH MONITOR, CHECK PT. ID, CHECK SURG. SITE, ALDRETE, RASS UPON PATIENT ARRIVAL IN OR CHANGE OF STATUS TO PHASE I, THESE ITEMS MUST BE COMPLETED PRIOR TO THE I I P A C U
satisfaction resulting in orientee and preceptor frustration. When . e PATNT BENG DISCHARGED TO HOME over a 3
. . . o o il e MR, BP, R, ; i‘l’upic Guidelines i . . 1 1 1 1
surveyed, orientees reported their documentation differed daily Coxineosmoniang | 5 [Riythm e PRIQR pteacl, PR IC.MC5, & EXSTING CONT_MONTORNG TP 0> G325 G o P s ot e s * Areas for improvement were outpatient documentation, specialty
. . . L TeSTIG £ [ EXG, URINE G, Lags & UNT SPECRCTESTIG R = AT — O e o TR T assessments, and hospital required documentation (ex: belongin
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Assessments o + Systems: CV, Respiratory q,: Phase Il Discharge Navigator | COMPLETE PER UNIT SPECIFIC GUIDELINES i n PAC U P h a S e I
orientees either being extended for several weeks or failing e e | Seiienteen ° T T T . ' . . . .
. . . . . . Consents T e e site : S : MOLST Electronically attach MOLST to AVS if altered, or created within this hospital visit. ¢ O rie nte es State d t h e review an d be d Sl d eremin d er pa geS were h e I pr I IN
orientation. Standardizing the documentation practices of both IV and wound st Placed and assessed priorto ptient going nto procedure/surgery Reglone 1 oc s/ Eonral PCA Sensory rd Bock eueh per uit uidelnes orpe g rocedura protoco orce ReviewRelease Orders | Review discarge orders _Releaseany remaning dischrge orders as needed : : ,
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outcomes Cducation R R R (e e W e T PACU Discharge Handoff. . Providehandofeprt o an utid fcity or ambulancesices s ncted
) PACU Nursing Relief Handoff Flmzsheet?-lan;ioﬂ (RNJto RN meal break/shift ;elieﬂ, T—Iaic‘i{oﬁ to OR staff. PA@S D/ErLch.iﬂfefT‘?:nifervtsoi?pst/::lt;ée?c::;iaz o o Report — : - CO m p ete n Cy-
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o T . * Removing duplication and standardizing the intervals, resulting in more
Specialty Requirements [example below) pecialty Req ( P ) Specialty Requirements (example below)
time for patient care was the greatest benefit RNs reported.

Objectives

Standardizing perianesthesia documentation’s aim was to :
* Develop a consistent standardized method of charting essential

Compliance Data Analysis Lessons Learned

PACU data elements that reflected American Society of . , , * Collaboration within large groups proved at times to be challenging.
Minimal Documentation Chart Audit Data , . ]
Perianesthesia Nursing (ASPAN) and the Joint Commission * Population specific Prep/PACUs demonstrated that the standards did
required documentation. ] ot 21Ways apply fo al areas
* Increase nurses’ satisfaction and efficiency of care. * Finding consensus and adding avenues to recognize each unit’s special
 Design training for new and existing RNs to the same standards so Surgery/Procedural Mix ¢ needs allowed the group to come together.
e * Piloting the program with nursing orientees proved beneficial in the

all staff charts within comparable guidelines.
 Reduce issues with orientees’ learning clinical documentation
requirements due to preceptor preferences.

cureieal only Ne 24 audite data and real time feedback it provided.
e —— * COVID caused a delay of 6 months in creating and implementing the
standards due to low staffing and higher patient census/acuity.
* Adjustments in data collection needed to be made for appointment
based areas due to differences in Epic access.
 Some RNs preferred to continue documenting more than needed. Will
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Implementation

* Eight of the 11 PACUs at the East Baltimore Campus of The Johns X " w0 . . 100 120 continue to audit to see if this affects compliance over the long run.

Hopkins Hospital worked together via committee to design mSeptember ™ August EJuly mBaseline
documentation guidelines based on goals aimed at improving

. Ch?l?\?r:?:\?szsgr?\gsgteigiZ%ac:dn;fjlov?/ére designed and approved to N u rSi n g Sat i Sfa Ct i O n S u rvey Res u ItS

Implication for Practice

be applicable to many different Prep and PACUs. In minimizing documentation, we systematically reduced issues with
e Units identified one champion to manage unit superusers. auestion Snswers “s“’e'B Snswers O SnSwEr orientation and lowered stress on nurses keeping up with their
* InlJune, the superusers trained end-user groups. Nurses received Minimum h ) “"T?edn‘iéavtei',y' ) M notice tt. Confusini than workload and throughput. In maintaining a standardized
. . . . Documentati?n as up ications- an ever — . . . .
classes on the standards then practiced in Epic play environment. raduced required lengthen time ° N=42 documentation practice, we reduced confusion regarding what should
* New standards were piloted on nurses in orientation. 35 Es ] EEENCEZ N same ] responses be documented and when. This program sparked interest from other
. . . . . H2 Improved m Reduced the Has added to the . . . .
* Preceptors held their orientees to documentation guidelines. Use of minimal J‘;‘?ﬂ%if‘niﬁlliyi“n _amountof documentation JHH Health System Prep/PACUs. The standardized design of this pilot
* Audits were designed to track compliance of minimal suidelines has: standards usually do ° . . can be readily used by other perianesthesia units to meet both ASPAN
i | 14 (34%) | | 19 (as5%) | | 9(21%n) | esponse time . .. . . .
documentatlon Standards' #3_ Made it easier to Is confusing and Not been used, I’'d p and JOInt COmmISSIOn reqUIrementS fOr EpIC documentathn.
* Units were grouped based on their patient population. Each group Loing the Smart document toan hard to find rather put my own was 2 weeks
. . . and end of shift assessment o
contained two units. (ambulatory, procedural only, surgical only & relievers has: 335 YN [ 1i@ew) ]
SU rgical/procedural miX) z4 et 1elfihrer:inddm2 V\t/)astr:ade ea?ier Isn’t of any help at all R Efe re n C e S
ompileting whna e standarads Y e use oT a
* Baseline audits were performed from dates prior to onset of monthly audits: are phone application 0 RNs surveyed at
education. - (!iveigtLGegfL Selt Hlas :’e(lig)thenlq I—Ilas fn;l::"t)heml month 4 of the De Groot, K., De Veer, A. J., Paans, W., & Francke, A. L. (2020). Use of electronic health records
e Unit champions and superusers performed the audits first on their For orientees, the foﬁ‘;s\j‘t;gi;?ng Jmprove their more confused pilot, and standardized terminologies: A nationwide survey of nursing staff experiences.
, , . documentation differences based skills 7 (16%) | International journal of nursing studies, 104, 103523.
assigned end-user groups to gauge effectiveness of training. standards have: on preceptor N e . |
v 2021 th dit d a . I g d di ] g P Kusumaningsih, D., Hariyati, R. T. S., Hutahaean, S., Anggraini, N. V., & Nopriyanto, D. (2020,
. (o) o, (o) . . . . . .
By July 2021, the audit data began to be collected and disseminate [ 18 (a3%) ] 12 (39%) | [ 5G2%) ] November). Efforts to Optimize the Orientation of New Nurses: Pilot Study. In International
bimonthly to superusers to give real time feedback to their end- Conference of Health Development. Covid-19 and the Role of Healthcare Workers in the

user group members. Industrial Era (ICHD 2020) (pp. 282-288). Atlantis Press.

. By August, end-users started auditing their team members twice AC k n OW I e d e m e ntS o Swietlik, M., & Sengstack, P. P. (2020). An Evaluation of Nursing Admission Assessment
monthly to reinforce minimal documentation training. g o zzcr:;r:gegicg;ci%rjltcla Identify Opportunities for Burden Reduction. Journal of Informatics

* Assurvey numbers and compliance improved, end user audits were Nurses of Johns Hopkins Electrophysiology, Outpatient, Radiation Oncology, Smith Bendann, Weinberg, Weinberg Phase Il, Zayed 3, and Tajabadi, A., Ahmadi, F., Sadooghi Asl, A., & Vaismoradi, M. (2020). Unsafe nursing
decreased to once per month. Zayed 5 Prep PACUs for participating in the design and pilot of the Minimum Documentation Standards Ql project. documentation: A qualitative content analysis. Nursing ethics, 27(5), 1213-1224.




