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	Emergency Department Pediatric orientation packages
	Standards of practice for pediatric patients in the emergency department
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	Selina Fleming MN, BScN, RN 

HPHA Educator

Huron Perth Healthcare Alliance

Phone: 519.272.8210 x2325
Clinton Public Hospital - St. Marys Memorial Hospital - Seaforth Community Hospital - Stratford General Hospital


	We use an ED orientation checklist to support orientation in the ED including key pediatric topics/skills. I’ve attached it above. In addition, we are affiliated with a group called the South Western Ontario Maternal, Newborn, Child and Youth Network (MNCYN). Through our membership they help us deliver best practice pediatric education in our region. They recently developed an online course with 6 modules that our ED and Maternal Child nurses complete.

	We recently developed an ED Standards of practice and documentation policy which is in the midst of being reviewed by stakeholders. 
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		1. Clinical Policies and Procedures

		Original Issue Date:

		Month Day Year



		 Title: HPHA Emergency Department Practice and Documentation Standards

		Review/Effective Date:

		Month Day Year (same as above if new)



		Approved By: VP People & Chief Quality Executive

		Next Review Date:               

		Month Day Current Year + 2









		[image: https://intranet.hpha.ca/myalliance/imgs/spacer.gif]



		This is a CONTROLLED document for internal use only.
Any documents appearing in paper form are not controlled and should be checked against the document (titled as above) on the file server prior to use.





		Scope:



This policy applies to emergency nurses who have received appropriate theoretical preparation to care for patients across all life spans in a Huron Perth Healthcare Alliance Emergency Department. 



		

Policy Statement:



The ED is committed to providing care based on standards identified in this policy. 



		

Purpose Statement:



The purpose of this policy is to provide guidelines for nurses and their managers at the HPHA related to Emergency Department practice and documentation standards. It is expected that all nurses will adhere to the principles outlined in this policy. 





		Definitions:



Unstable patients: refers to patients that may present or develop one or more of the following symptoms: altered mental status, loss of consciousness, shock, hypotension, respiratory distress or worsening chest pain.  



		Abnormal vital signs: Refers to vital signs that are outside of what is considered typical or expected for a given patient’s age, weight, gender and overall health. 



		



		



		Competency Requirements 

· All emergency nurses are accountable and responsible to identify their opportunities for learning and seek out learning opportunities.

· All emergency nurses are professionally accountable to ensure they maintain competency set out by the College of Nurses of Ontario. 

· Nurses will recognize that emergency nursing is a specialty and will maintain competency in: 

· Basic Cardiac Life Support (BCLS)

· Advanced Cardiac Life Support (ACLS)

· Cardiac Arrhythmia & 12 Lead ECG Interpretation

· Canadian Triage and Acuity Scale Education

· Non-Violent Crisis Intervention 



· The following courses for emergency nurses are recommended but are not limited to: 

· Paediatric Advanced Life Support (PALS) 

· Trauma Nursing Core Course (TNCC) certification 

· Neonatal Resuscitation Program (NRP)

· Emergency Nursing Pediatric Course (ENPC)







Nursing Assessment



· During triage, the nurse will complete a full set of vital signs including a pain scale on every patient including those arriving with EMS. 

· Triage and reprioritization of patients in waiting areas will be completed as per the Canadian Triage and Acuity Scale guidelines.  

· All emergency patients will have a focused assessment completed based on the presenting complaint and documented within an appropriate time after the transfer of care from triage to the primary nurse. 

· The focus based assessment may be deferred or postponed if it should delay the Physician’s Initial Assessment. Nursing documentation will reflect this deferral. 

· In the event the ED physician assesses and discharges the patient prior to a nursing assessment, the nursing documentation will reflect these events. 

· The ED standard is to document vital signs (including pain if applicable) as follows: 

· Stable patients at a minimum of every 2-4 hours or more frequently (as indicated by condition and/or physician order).

· CTAS 4s and 5s will have vital signs repeated (according to their underlying condition) and at the discretion of the nurse throughout their ED stay. 

· Unstable patients will be a minimum of Q15min and as ordered or more frequently (as indicated by condition) for all patients with an emergent or life threatening problem.

· Any abnormal vital sign will be rechecked prior to the patient being discharged from ED care. 

· When in the department, the patient will be reassessed and/or observed based on physician orders, clinical judgment, medical directives, and patient acuity. 

· Pre and post vital signs will be taken and recorded with any intervention including but not limited to administration of medication with the ability to alter respiratory or hemodynamic status. 

· All significant changes in terms of vital signs must be reported and documented. 

· Triage/emergency nurses will identify patients requiring isolation and take appropriate action including the usage of appropriate signage and adherence to PPE guidelines. 



Documentation 



The following will be documented at a minimum on all ED patients on the electronic health record, ED paper chart or both:



· Infection Control Risk Screen

· Violence Assessment Tool (including violence prevention strategies as appropriate)

· Triage Assessment

· Allergies

· Best Possible Medication History (refer to HPHA Medication-Medication Reconciliation policy)

· Secondary/Reassessment including:

· Focused assessment according to chief complaint

· Social Support

· Safety Checks (including a visual check for patient at risk for falls)

· Isolation requirements

· Transfer of accountability

· Nursing Workload

· Discharge assessment 



Documentation will also describe/reflect the following (as appropriate): 



· Documentation will be chronological and completed during, or as soon as possible after, the care or event.

· Will be clear, concise, relevant and legible and will follow College of Nurses of Ontario (CNO) documentation practice standards. 

· Duplication of information is avoided unless absolutely necessary.

· When an entry is late, indicate the date and time of the actual occurrence in your documentation. 

· Providing full signature, initials and designation on the ED paper chart.

· Documenting both objective and subjective data including all interventions performed and related responses.

· Physician and interdisciplinary communication.

· Will be written by the person who saw or performed the action with the exception of code/trauma situations where there is a designated recorder. Recorder must specify the staff member performing the intervention.

· Family and caregiver communication.

· All medications administered including time, dose, route, nurse initials and patient response as appropriate. 

· Documented independent double checks will be completed according to the HPHA Medication-High Alert policy.

· Refer to specific HPHA medication policies for practice standards and documentation of cytotoxic hazardous medications and controlled substances.  

· Use of dangerous abbreviations, symbols and acronyms will be avoided according to the HPHA Dangerous Abbreviations, Symbols and Acronyms policy.

· Initiation and completion of pre-written direct orders (i.e; for consults).  

· When cardiac monitoring has been initiated according to medical directive and/or physician orders. Nurses may refer to the HPHA Cardiac Monitoring Guidelines policy.

· Documentation should reflect a nurse’s observations and should not include unfounded conclusions, value judgments or labelling. 



Special Considerations:

Pediatric:

· Patient weight in kilograms will be measured and documented in the patient’s health record.

· Newborns will have a documented birth history. 

· Blood pressure and capillary refill will be completed as appropriate for patient age and condition. 

Obstetrical:



· Last menstrual period will be included in Triage assessment and/or secondary assessment for all women with an obstetrical/gynecological presentation. 

· GTPAL (Gravida, Term, Preterm, Abortion/Miscarriage, Living children) will be recorded in Triage assessment and/or secondary assessment for all women with an obstetrical/gynecological presentation.

· A Fetal heart rate will be attempted on all patients over 14 week’s gestation. 

· For obstetrical patients 20-24 weeks, refer to standard work Obstetrical Patients Presenting to an HPHA Emergency Department. 



Admitted Patients:

· A Medication Reconciliation-Admission (including last taken) will be completed once it is known the patient will be admitted to hospital. See policy (Medication-Medication Reconciliation). 

· Nurse will complete the Transfer of Accountability assessment in Meditech in addition to providing a verbal report. 

· Stat or emergent orders will be completed on all admitted patients.

· When antibiotic therapy is ordered, the first dose will be initiated promptly when ordered and should not be delayed more than 60 minutes from the time of order. See policy (Medication-Orders and Prescribing).

· Complete all admission orders when notification is received that the patient will not receive a bed in a reasonable amount of time.  

Overflow Patients Admitted as EROF:

· We will strive as an HPHA emergency department to ensure continuity of care and provide the same standard of care of an admitted patient while the patient is awaiting placement in the hospital. 



Situations That May Preclude Electronic Documentation:

· A patient note shall be completed in the electronic health record referring to the scanned clinical record in the following situations: 

· Unstable patients where documentation would delay aggressive emergent care. 

· Trauma

· Code Blue/Pink (see policies: Code Blue-Cardiac Arrest/Medical Emergency-Adult & Code Pink-Cardiac Arrest/Medical Emergency Child/Infant for documentation requirements)

· Code White (see HPHA Code White-Violent Person policy) 

· Inter-hospital Transfers

· Meditech Downtime (see Downtime-Clinical Meditech Documentation policy) 

Medical Directives

· Nurses must first refer to the “Authorized To” section of the medical directive to determine their eligibility to implement ED medical directives. 

· Nurses will ensure they’ve met the competency requirements outlined in each medical directive prior to being eligible to implement. 

· Medical directives will be initiated on any patient that meets criteria. 

· The following will be documented in the order section of the chart when implementing a Medical Directive:  

· name and number of the directive, 

· name, signature and designation of the implementer 

· name of the attending physician 

· Drug dose, time, route and response as applicable.

Discharge

· Workload will be completed on all patients upon discharge. 

· The ER Discharge Assessment will be completed on all ED patients.

· For patients that leave “AMA-against medical advice” the nurse will select the most appropriate AMA type from the disposition look up options. 

Practice Standards

All ED nurses will:

· ensure that all supplies and equipment necessary are available for the care and safety of the emergency patient. 

· immediately remove faulty equipment from the patient care area and enter a Service anywhere ticket and affix a maintenance tag. 

· treat each other with compassion and respect. 

· work collaboratively with patients and visitors in a professional manner that demonstrates respect, dignity, caring and compassion for each individual.

· work collaboratively with other health care professionals. 

· share their knowledge and provide feedback, mentorship and guidance for the professional development of nursing students, novice nurses, other nurses and other health-care providers.

· maintain confidentiality. 

· arrive on time and be ready to contribute in a pleasant and courteous manner.

· offer assistance to anyone within the building or on the hospital grounds who appears distressed or in need of help. 



Related Documents  

· Downtime-Clinical Meditech Documentation

· Medication-Medication Reconciliation

· Code Blue-Cardiac Arrest/Medical Emergency-Adult 

· Code Pink-Cardiac Arrest/Medical Emergency Child/Infant

· HPHA Falls Prevention Program

· College of Nurses of Ontario Documentation practice standard. 

· HPHA Medication-High Alert policy.

· HPHA Dangerous Abbreviations, Symbols and Acronyms policy

· HPHA Cardiac Monitoring Guidelines

· Obstetrical Patients Presenting to an HPHA Emergency Department. 

· HPHA Policy Documentation-Interdisciplinary Documentation Standards

· HPHA Medication-Orders and Prescribing



References:

· College of Nurses of Ontario. (2008). Documentation practice standard. Retrieved from https://www.cno.org/globalassets/docs/prac/41001_documentation.pdf



· Thunder Bay Regional Health. (2011). Standard of Care-Emergency Department. 



· Canadian Association of Emergency Physicians & CTAS National Working Group. (2012). Canadian Triage and Acuity Scale Combined Adult/Pediatric Educational Program Participant’s Manual. 



		For internal use ONLY - not to be included in the new/revised policy when uploaded to MyAlliance



Please remember that all organizational clinical and administrative policies and all departmental policies are to be vetted by Mary Cardinal and Debbie Turner to ensure congruence with organizational policies prior to being published on MyAlliance.



Administrative & Clinical Policies: The Administrative Assistant supporting VP People & Chief Quality Executive is responsible for uploading the policy and communicating both the new/revised policy and any associated highlights in an All Users email after receiving these details from the policy owner.  



Departmental Policies: The Administrative Assistant supporting the specific department is responsible for communicating and uploading the policy and highlights to department staff after receiving direction from the Manager. 





		Policy Highlights to be communicated to staff

· 

· 









ED Practice and Documentation Standards, June 2020
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Huron Perth Healthcare Alliance

Stratford General Hospital Emergency Department

Unit Orientation Checklist for Nurses

by Judy Gardiner & Shirley Veenendaal





This checklist should be used throughout the new hire’s orientation to support and track learning on the unit, identify ongoing educational needs and to monitor progression during their transition to an autonomous nurse. 



Name:_________________________        Date:_________________________________





		Completion by Team Leader and/or Preceptor 

		Resources



		□ Department Tour 

		



		Departmental Process:

□ Schedule (posted vs. non posted time)/ Reporting personal illness procedure

□ Procedure for replacing staff (absenteeism, sick calls)

□ Sign in process

□ Vacation/Mutual Agreement requests 

□ Staff Meetings & Communications

□ Nursing assignment board & break routine

□ Nursing report & Transfer of Accountability

□ Locating infrequently used phone extensions 

□ Occurrence reporting process (RL6)

□ Service Anywhere Requests

□ Glucometer re-certification (yearly competency sign-off)

□ “N” drive on computer

□ Negative Pressure Room checks

□ Monthly Safety Rounds

□ ED Quick Reference Guide

□ CCI (Critical Care Indicators)

		























□ eTRAIN: RL6 modules 1-13

□ HPHA Policy: POCT Glucometer Annual Re-certification Form





□ eTRAIN: HPHA Workplace Violence Prevention Flagging Program



		Procedures for intra & inter-facility patient transfers:

□ PTAC

□ Process for inter-facility transfer of patients 

□ DI       □ Monitoring       □ Nurse escort

□ Process for booking:

□Voyageur- nurse/no nurse

□EMS-nurse/no nurse 

□ eTRAIN module defib/cardioversion/pacing

□ Defibrillation Competency Assessment Completed:  yes____no_____n/a____

□ Documentation requirements for transfers 

□ Transfer prep bag and supplies 





		□ HPHA Policy: Transfer of Emergency Patients and In-Patients to the Stratford Imaging Department from Other Hospitals.

□ HPHA Policy:  Non-Emergency Transportation (NET)

□ ACLS: Completion Date:_______________

□ eTRAIN: Defibrillation, Cardioversion and Transcutaneous Pacing Learning Package

□ eTRAIN: Code Blue, Code Pink

□ HPHA Policy:  Code Blue-Cardiac Arrest/Medical Emergency-Adult

□ HPHA Policy:  Code Pink-Cardiac Arrest/Medical Emergency-Child/infant





		Review of unit specific:

□ Procedure for answering call bells/telephone

□ Portable phone

□ Standard work (room stocking beginning of shift, glucometer checks, etc)

□ Process for scanning, verifying and discontinuing physician orders
□ Locating & printing of online order sets/medical directives

□ High risk medications (i.e; independent verification needed)

		



□ HPHA Policy: Nurse Call System

□ HPHA Policy: Telephone and Verbal Orders

□ HPHA Policy: Dangerous Abbreviations



HPHA Start Hub



		Review of unit specific Isolation Policies & Infection Control guidelines

□ PPE use, signage, hand washing, cleaning of equipment

		□ Elsevier Module: Isolation Precautions: Personal Protective Equipment



		Stat Item Review

□ Crash Carts (Ped/Adult)  & Cart check 

□Trauma Carts         

□ Oxygen use/supplies     

□ Wall/oral suction  equipment            

□ BVM  

□ Bear Hugger                  

□ Fluid/blood warmer

□ Review of documentation of Code Blue/Pink & Debrief Form

□ Calling a Code Blue 

□ Emergency buzzer/panic alarm/spider alert system

□ Emergency exits

□ Ambulance phone (use and responding)

□ I/O  location 

□ Intra-nasal medication delivery system

□ Meditech Downtime Box & Procedures 

□ Eye washing Stations

		□ HPHA Policy: Crash Cart – Routine Checks & Equipment Checks

□ HPHA Emergency Preparedness Policy: Code Blue, Code Pink

□ eTRAIN: Code Blue – Cardiac Arrest/Medical Emergency - Adult





		STAT Process and Documentation Review

□ Code Blue/Pink  & Debrief form 

□ Code Stroke Process

□ ED Nurse Role/Responsibilities

□ Algorithm (laminated resources)

□ St Mary’s STEMI Protocol

		□ eTRAIN: Code Stroke

□ HPHA Policy: Code Stroke Process

□ Order Sets Online: GE0054 Code Stroke Record





		Review of Fall Prevention Protocol

□ Morse Fall Scale and High Risk Interventions

□ Bed alarms, bracelets, signs, reporting (RL6)

□ Review use of bedrails, lifting and transfer devices

□ CAM Delirium assessment

		□ HPHA Policy: Falls Prevention Program

□ eTRAIN: Falls Prevention Program

□ Order Sets Online:

HPHA Delirium Order Set

□ Forms online: HPHA Post Falls Checklist (GE0060)



		Review of Pressure Ulcer Prevention Protocol 

□ Skin assessment documentation 

□ Braden Scale and High Risk Interventions

□ Ordering Special Surfaces (mattresses)



		□ HPHA Policy: Pressure Ulcer Prevention and Management Protocol

□ eTRAIN: Pressure Ulcer Protocol

□ Order Sets Online: 0DRME041 HPHA Pressure Injury Prevention and Management Order Set



		Discusses principles of Bed Management 

□ ALC

□ Use of bedside white-boards 

· Patient and Caregiver box

□ Huddles

		







		Review of Least Restraint Policy & Code White Policy

□ Process for checking restraint kit q shift/post use.

□ Departmental process for patients brought to ED by police under MHA

□ Role of crisis and collaborative processes around discharge planning or seeking admission at a schedule 1 facility for those patients requiring it

□ Location of safe linen, indication for use and processes around laundering

□ Requirements for constant care and processes around initiating same

□ Understands legal implications of patients on Form 1/42

□ Organizational processes for transferring formed patients throughout the site or between organizations

□ Documentation: RL6, MOX forms online 

□ Locating restraints and obtaining additional set if needed

       □ laundering process 



		□ HPHA Emergency Preparedness Policy: Code White

MOX Forms Online MH0022(Coping Form)







		Review location and processes around utilization of the following kits: 

□ Montessori

□ Autism

□ Child and Adolescent Coping kit

□ Sleep Kit

		



		Review of SGH site pneumatic tube system (contraindications for use)

		□ HPHA Policy: Pneumatic Tube Policy



		Patient & Family Communications:

□ Collaborates with the patient/family to develop and update care plan as needed

□ Indications for notifying next of kin (i.e; code blue, transfers, change in condition)

□ Patient education handouts/discharge instructions

		

□ START HUB: Caregiver Resources Standard Reference Guide



		Reviews care of deceased patient:

□ Preparation of body (removing lines/tubes, tagging)

□ TGLN             

□ Morgue and morgue cart            

□ Release of body

□ Death Documentation/Checklist 

□ Institutional Patient Death Record                        

□ Coroners case

□ Storage of body 

□ Location and processes around utilization of “Loss Kits

		□ HPHA Policy: Care and Management Following the Death of a Patient

□ HPHA Policy: Hospital Deaths Requiring a Coroner





		Review of departmental processes

□ Journey of an ER chart (triage, TBS, transfer/discharge)       

□ How to receive/assist in receiving and ambulance

□ Pulling a patient from the waiting room according to CTAS and priority

□ Standard work process for incomplete/missing charts

□ Direct Consult Notification Process

		



		Review of standard set-up for:

□ Laceration/wound     

□ Joint/extremity       

□ Fracture        

□ Pelvic  

□ Abdominal pain    

□ Eye (slit lamp, box, algar brush)       

□ Epistaxis/ENT box

□ Lumbar puncture      

□ CVL insertion      

□ Intubation      

□ Cardioversion

□ Review Specialty Carts

		



		Review frequently used forms, packages and resources

□ OR pack & pre-anesthetic questionnaire

□ Accurate completion of specific DI requisitions (i.e; US, CT, MRI, etc)

□ Start Hub, Elsevier, Medical Directives, Order sets online.

□ LHIN Care Coordinator: review common services referred from ED

		



		Locating departmental resources

□ Emergency Department competencies   

□ Unit manuals  

□ Policies and Procedures (my alliance)    

□ CPS      

□ Parenteral Drug Therapy Manual (Ottawa Hospital)

□ Medical Directive Icon-Start Hub

□ Locating blood transfusion/glucometer resources on Docushare

		



		Demonstrates knowledge and use of:

□ OmniCell 

           □ Omnicell initial log-in        

           □ Retrieving, returning, searching, wasting             medications

           □ Cycle Count

          □ Narcotic Discrepancy Process

□ Process for removing meds for “Jane/John Doe” & patient not yet registered

            □ Review process for “medication not available”/finding medications

            □  Removal of ENT/EYE boxes      

□ Key retrieval

□ Accessing RSI Kit, Anaphylaxis Kit, Code STEMI kit

□ Documenting assessments, interventions, notes & workload (EDM)

□ Documentation of Physician communication 

□ Order Entry (EDM)

□ V2 Allergy & eMed Reconciliation (BPMH)

□ Utilizing eMAR + bedside medication verification (BMV) for EROFs

□ Patient admission/discharge/transfer process (i.e; MRSA swabs, first dose antibiotic/anticoagulant in ER, etc)

□ Contacting pharmacy during the day and after hours



		□ HPHA Policy: Medication – Automatic Dispensing Units

□ HPHA Policy: Medication – Narcotics – Control and Recording

□ HPHA Policy: Medication – Automatic Dispensing Units/Anywhere RN User Maintenance

□ HPHA Policy: Allergy Information Management

□ HPHA Policy: Medication Reconciliation

□ eTRAIN: Omnicell-Patient care in a Non-profiled Environment





□ EDM Training:

Completion Date:___________________



		Demonstrates ability to assess all body systems (as appropriate):

□ Respiratory    □Cardiac    □ GI  □ GU  □ENT     □ MSK    □Integumentary

□ Neuro     □Neurovascular        □Social      □ OBS/GYN      □ Mental Health

		□ Elsevier Module(s): Search “Assessment”



		Demonstrates proficiency in obtaining patient vital signs

□ Manages expected and unexpected change in patient acuity

□ Communicates and documents abnormal patient findings in a timely manner

		



		Demonstrates knowledge and skill in cardiac monitoring:

□ Central Monitors

□ admitting/discharging patients

□ Recognizing cardiac rhythm disturbances

□ Tachycardia arrhythmias      

□ Bradycardia arrhythmias

□ Lethal arrhythmias

□ Procedure and indications for initiating cardiac monitoring

□ Selects monitoring features & sets alarm parameters

□ Accurate lead placement for 5 lead monitoring, 12 Lead and 15 Lead ECG

		□ HPHA Policy: Cardiac Monitoring Guidelines

□ eTRAIN: Self Directed Learning Package: Cardiac Rhythm Review and Practice

□ Elsevier Modules: Cardiac Monitor Setup and Lead Placement

□ Elsevier Modules: Electrocardiogram: 12 Lead



		Demonstrates knowledge of

□ Frequently used medications and their side effects	

□ “High Alert” medications (independent verification)

□ HPHA standard concentrations of IV infusions and their titration

□ HPHA Medical Venous Thromboembolism (VTE) Prophylaxis Order Set

		□ Resource Binder: AMGH/HPHA Continuous Intravenous Infusions-Standards for Concentrations, Preparation Instructions, Prescribing Units, Dose Ranges and IV Infusion Charts 

□ HPHA Policy: Medication-Adult IV Infusion Charts

□ HPHA Policy: Medication-High Alert



		Demonstrates knowledge and ability in:

□ I.V therapy initiation, care and discontinuation

□ IV medication administration 

□ Care and maintenance of Central Venous Access Devices 

□ Flushing     

□ Blood draw     

□ Dressing changes    

□ Discontinuation (RN only)

□ Consultation process for troubleshooting blockage of CVAD (i.e; cathflo-specialized RN skill)

□ Use and management of IV pumps including Colleague Guardian Drug Library  

□ Use of the Fluid Warmer

□ Rapid Infusion Techniques

□ Recording of accurate intakes and outputs as ordered



		□ HPHA Policies:

· Medication - Direct Intravenous (IV) Medication Administration for Nurses (RNs and RPNs) 

· IV – Intravenous, Peripheral: Initiation, Maintenance and Discontinuation Procedure  

□ eTRAIN: 

· Intravenous Therapy

· IV Direct

· PICC Lines for Nursing Staff 

· Implanted Central Venous Access Devices

□ eTRAIN: 

· Intravenous Therapy

· IV Direct

· PICC Lines for Nursing Staff 

· Implanted Central Venous Access Devices

□ Elsevier Modules: Search: “Central Venous Catheter” 

□ HPHA Policy: Cathflo (Alteplase) Administration of

□ eTRAIN: Baxter Colleague Infusion Pump

□ HPHA Policy: Medication-Infusion Pumps





		Demonstrates knowledge and critical thinking ability relating to CTAS guidelines and Triage process in the Emergency Department

		□ CTAS Course:

Completion Date:___________________





		Demonstrates knowledge of HPHA ED Medical Directives and their indications for specific patient circumstances

		□ eTRAIN: ED Medical Directives.



		Demonstrates ability to evaluate patients for appropriateness of Crisis Intervention 

□ Referral process

		



		Demonstrates ability to assume care of Emergency Department patient:

□ Recognition of patients in waiting room, use of EDM tracker board and assumes care of patient appropriately

□ Demonstrates ability to assign patients to rooms appropriately

□ Demonstrates ability to ensure chart is in appropriate area for its stage of patient visit

□ Ability to receive/assist with ambulance arrival to ED

□ Knowledge of Fast Track/RAZ processes 

		



		Demonstrates ability to prioritize assessments and interventions relating to :

Chest pain/STEMI/NSTEMI

□ Medical directive  □12-&-15lead ECG  □ cardiac monitoring

Focal Weakness

□NIHSS  □cardiac monitor  □ bloodwork    □ IV access

Anaphylaxis

□ Epi IM   □ IV access   □ cardiac monitoring   □ oxygen and reassessments

Trauma

□ Spinal board   □ C-collar management  □ Seeking MD/TL assistance    

Overdose

□ Bloodwork    □IV/Monitor     □ Poison control (online documentation) 

Epistaxis

□ Nasal packing   □ Appropriate room set-up    □ ENT Epistaxis Guideline

Eye injury 

□ Visual Acuity    □ Eye box   □ Morgan lens

Unstable patients

□ Transfer board   □ Seeking colleague assistance

Renal Colic

□ Medical Directive       

		□ HPHA IT Start Hub: Icon, HPHA Emergency Department Medical Directives



		Demonstrates knowledge and skill in specimen collection, order entry and delivery to laboratory.

		□ HPHA Policy: Specimens-Handling, Collection of

□ Elsevier Modules: Search “Specimen”



		 Demonstrates knowledge and proficiency in :

□ Product-specific requirements (paperwork, specific tubing, etc)

□ Obtaining, administration and monitoring of blood products

□ Release of blood/blood products after lab business hours

□ Monitoring and interventions in the event of a transfusion reaction

		□ eTRAIN: Bloody Easy

□ Hardcopy Reference: Bloody Easy-Blood Administration Version 2. A Handbook for Healthcare Professionals

□ Docushare



		Demonstrated knowledge and skill of:

□ Oximeter probes (rotating pediatric probe sites q2-4hrs)

□ All forms of oxygen therapy

□ Oral/nasopharyngeal suctioning

□ Oral/nasopharyngeal airway insertion

□ Care and Management of tracheostomy

□ End tidal C02 (Capnography)

□ Airway Adjuncts

□ Correct technique for administration of various forms of aerosolized medications

		□ HPHA Policy: Oxygen Therapy/Pulse oximetry

□ Elsevier Modules: on various Oxygen delivery devices: Search “Oxygen Therapy”



		Demonstrates ability to assess and care for chest tubes

□ Assisting with insertion

□ Obtaining patient consent

□ Atrium set up, water seal, suction, monitoring and discontinuation

		□ HPHA Policy: Chest Tube – Insertion, Care and Removal

□ Elsevier Modules: Search “Chest Tubes”



		Demonstrates proficiency in managing patient with: 

□ Foley catheter, Coude catheter, 3 way catheter

□ Suprapubic catheter

□ Ileal Conduit

□ Nephrostomy Tube 

□ Continuous Bladder Irrigation 

□ Use of bladder scanner

□ Infant/child urinary catheterization

		□ Elsevier Modules:

· Urinary Catheter: Indwelling Foley catheter care

· Urinary Catheter: Closed Continuous Foley Irrigation

· Nephrostomy Tube Care, Flushing and Removal

· Bladder Scan



		Demonstrated knowledge and skill in:

□ Dressing, drain and wound assessment

□ Dressing changes (simple, complex, packing)

□ Suture and staple removal



		□ Elsevier Modules: Search: “Wound Care”

□ Elsevier Modules: Staple and Suture Removal

□ HPHA Policy: Pressure Ulcer Prevention and Management Protocol



		Demonstrates proficiency in managing patient with GI & dietary concerns:

□ Nasogastric tube & feeding tube: 

     □ insertion/maintenance/ removal        

     □ unclogging protocol

□ G-tube care and maintenance

□ Initiation and monitoring of enteral feeds 

□ Suction settings as appropriate

□ Stoma Care

□ Bowel protocol   

□ Bowel Management System

		□ Elsevier Modules:

· Nasogastric Tube: Insertion, Irrigation and Removal 

· Feeding Tube: Small Bore insertion, care and removal.

· Feeding Tubes: PEG, Gastrostomy, and Jejunostomy Care

· Ostomy Pouching: Colostomy or ileostomy

□ HPHA Policy: Nasogastric Tube (Large Bore)-Insertion, Use, Care and Maintenance

□ HPHA Policy:  Enteral Feeding-Insertion of Gastric and Small Bowel Feeding Tubes



		Demonstrates knowledge and skill in caring for Diabetic patients:

□ Oral and injectable medications (types, duration of onset, etc)

□ Hypo/Hyperglycemia Order Sets

□ Monitoring for diabetic ulcers

□ Diabetic foot care

□ Insulin Pen Protocol

		□HPHA Order Sets Online

□ HPHA Policy:  Medication-Insulin Comparison Chart

□ HPHA Policy:  Policy-Medication Administration: Insulin Pen Protocol

□ eTRAIN: Safe Use of an Insulin Pen



		Demonstrates knowledge and ability in supporting patients with effective pain management

□ Utilizes pain scale (Adult & Pediatric)

□ Documentation and re-assessment expectations

□ Recognizes verbal and non-verbal expressions

□ Knowledge of non-pharmacological and pharmacological pain relief methods

		□ Elsevier Modules: Search: “Pain”





		Identifies need to triage pregnant patients based on presenting complaint and gestational age :

□ 20-24 weeks- Call Obstetrician on call (follow process map at triage)

□ 24 weeks+-call Team Lead on Mat/Child for direction

		



		Demonstrates knowledge and appropriate nursing care for:

□ Excessive vaginal bleeding

□ Obtaining Fetal Heart Rate

□ Locating OB emergency delivery bundle 

□ Demonstrates appropriate set up for pelvic examination 

		□ Elsevier Modules: 

· Pelvic Examination

· Specimen Collection: Vaginal or Urethral Discharge



		Demonstrates ability in the application/utilization of: 

□ Limb immobilization devices          

□ Cervical collars 

□ Finger splints

□ Air cast boot            

□ Crutch measurement, use & order entry on EDM

□ Set up for cast application 

□ Order entry on EDM for all supplies

		□ Elsevier Modules: 

· Ambulation Aids: Measuring and Fitting

· Immobilization Devices

Splinting: Plaster and Fiberglass



		Demonstrates ability to recognize an overwhelming workload and seeks team member assistance when appropriate.

		□ CNO Standard: Accountability



		Demonstrates ability to assume an appropriate workload based on own level of nursing skill and experience.

		□ CNO Standard: Knowledge Application



		Demonstrates ability to work autonomously and makes appropriate decisions within scope of practice.

		□ eTRAIN: What is Scope of Practice?
A Guide to Assist with Role Clarity in the Nursing profession 

□ CNO Guideline: Authorizing Mechanisms



		Demonstrates accountability by assuming responsibility for errors when they occur and taking appropriate action to maintain patient safety.

□ Completion of RL6

		



		Demonstrates behaviours supporting HPHA’s mission to provide exceptional care and strives to facilitate a positive patient experience.

		



		Actively seeks out and creates opportunities to increase knowledge and experience

□ Identifies departmental resources as needed

□ Identifies and communicates personal learning needs to preceptor/TL/Unit Manager

□ Utilizes unit-specific competencies to assess and evaluate outcomes of learning

		□ CNO Standard: Continuing Competence

□ CNO Standard: Knowledge
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