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Welcome to Nursing in Saskatchewan Health Authority (SHA)!
Welcome! We hope you find your work within SHA challenging and rewarding, and that you will
continue your career here.
Throughout the two days there will be information that has been designed to assist you in getting to
know the former Saskatoon Health Region and preparing you to work on the area you were hired.
Each of you, either just finishing school or moving from another region or province, brings concerns and
issues. It is the hope that in these next few days you feel welcomed within the Saskatoon Area and
gain a better understanding of what information you will need to work as part of the team.
As you listen to each of the speakers, reflect on how this will apply to you as you work on the ward or in
your department. The speakers are important contacts for you as you start your nursing practice here
at SHA. Please let one of the facilitators know if you have any questions or need assistance.

SHA General Nursing Orientation Agendas:
Day 1 Agenda:

Day 2 Agenda:

0800-0830

Nursing in SHA

RN/GN/RPN

0830-0930

Medication Safety & Skills Lab

Topics

0930-0945

Break

Glucose Meter Certification

0945-1045

Medication Safety & Skills Lab (cont.)

IV Push Medications

1045-1130

Infection Control

SMART Pumps

1130-1200

Skin & Wound Care

1200-1245

Lunch

Chemotherapy for Non-Cancer & Oral
Chemo for Cancer & Hazardous Drugs

1245-1330

Code Blue and Alerts

1330 -1630

Skill Labs
 Administration of
Dilaudid/Morphine
 Advance Health Care
Directives & Resuscitation
Policy
 Blood Administration
 Emergency Airway
 Heparin & Insulin Orders
 IV Pumps and Kangaroo
Pumps
 IV Insertion & Care
 Oxygen Administration
 Pinel Restraints
 Tracheostomy Care &
Suctioning

Central Venous Catheters

LPN/GLPN
Topics
Glucose Meter Certification
SMART Pumps
PICCs review theory & hands-on



Both days start promptly at 0800



Please do not wear scented perfumes, aftershave or other scented products while attending
orientation



Please check with your Manager regarding payroll for these two days.



If you have any questions please ask one of the Clinical Nurse Educators in attendance.
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ONLINE RESOURCES
The Infonet is our internal website or intranet for former Saskatoon Health Region (fSHR). It is
located on the SHA homepage under former Intranet Site, Saskatoon Health Region. Staff can
access this site from any SHA computer if they have a Network Access code (not accessible
from home).
The SHA Infonet gives you access to:









Departments and Programs - Medical Library, Infection Control, Pharmacy Services, OH&S and
Nursing Practice & Education
Training Registration System—
register for courses such as CPR
renewal, Charge Nurse,
Preceptor Workshop
E-learning – for courses such as
TLR, EPP, Infection Control or
nursing specific modules
o Can be accessed from
any computer by using
your network access
code
Access to newsletters - Region
Weekly, Regional Nursing News
Contacts - Staff Directory, U of S
directory
Other - Cafeteria Menu,
Weather, Highway Hotline,
shuttle, smart pumps
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Installing the Lexicomp App on Your Mobile Device
Where to find the information and Link
Go to Library Services on the SHA homepage
http://saskhealthauthority.libguides.com/mobile/lexicomp
Create a Lexicomp Account
1. Go to http://www.lexi.com/individuals/account/create/
2. Scroll down to “Institutional Users” and click on “Create Account”

Download the Lexicomp App to Your Mobile Device


On your mobile device, open the appropriate app:

a.

“App Store” on iPhones, iPods, and iPads

b.

”Play Store” or “Marketplace” on Android phones and tablets



Search for “Lexicomp”



Download the “Lexicomp” app (by Lexi-Comp)



When prompted for your username and password, enter your SHA email address and the
password for your Lexicomp account password: ask CNE



You should now have access to the Lexicomp app!

For troubleshooting, please contact the SHA Medical Library at 306-766-4142 or
library @saskhealthauthority.ca
OR Lexicomp Technical Support at 1-866-397-3433, option 3
2

NURSING PRACTICE & EDUCATION

Overview
Education Programs are provided for nursing staff by Nursing Practice & Education (NP&E) throughout
Saskatchewan Health Authority, Saskatoon Area.
The department of NP&E is compromised of Clinical Nurse Educators (CNE), responsible to units and
core programing, and Professional Practice Leads.
The role of CNEs is to assess, plan and implement designated educational activities and programs that
are unit, site or region based. CNEs are available on most nursing units Monday – Friday.
Indicators for CNE Involvement include:
 Staff who require a resource person for clinical or education issues on nursing units
 Staff who require follow up after attending an education program
 Departments from within SHA, Saskatoon Area who require a resource person
Clinical Nurse Educators – Core provide new nursing recruits (RNs, LPNs, RPNs, and grad nurses) in the
acute care settings with General Nursing Orientation (GNO).
 Clinical Nurse Educators (CNEs) support unit specific orientation.
 Other programs include:
o nursing educations days
o ACLS, PALS, NRP, CPR recertification
o Charge Nurse Workshop
o Nursing Preceptor Workshop
o Continuing Care Assistant Education Days.
The Nursing Practice & Education page gives you access to:
 fSHR Policies & Procedures: Nursing Manual
 Lexicomp Online
 Nursing – Regional Nursing News, Clinical Practice Updates, Learning Packages, Product
Updates, Policies
 Other manuals (Infection Control, Laboratory, OH&S Policy & Procedure, Regional Policy &
Procedure -links to SHA Document Finder, Medical Imaging)
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NURSING IN SHA

Preamble
The health care needs of our population are changing, and thus nurses are evolving in their practice and
working in collaboration to optimize their scope of practice. A nurse may be required to learn specialized
competencies (skills, treatments, procedures), not included in entry-level formal education programs, in
order to provide client care that is unique to a practice setting.




Scope of Practice: Regulated professionals are educated with entry level competencies and authorized to
perform activities as per legislation and regulatory bodies.
o This is your SCOPE of PRACTICE.
Personal Competencies: Knowledge, skills, judgment, and attitudes acquired through formal and informal
education, experience and access to supports.
o You are accountable to practice within your personal limitations and COMPETENCE.
Scope of Employment: The employer may limit or optimize the role of a nurse after an assessment of the
care environment, the client population, and the provider.
o This is your scope of employment and is further defined in job descriptions and employer policies
and clinical standards.

The determination of whether a competency will be optimized is the employer’s responsibility.
Nursing practice in Saskatchewan is optimized through:
 Registered Nurse Specialty Practices (RNSP),
 Registered Psychiatric Nurse Specialty Practices (RPNSP) and
 Licensed Practical Nurse Additional Competencies (LPNAC)
as described in the following pages.
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Registered Nurse Specialty Practices (RNSPs) - Policy # 1104







Nursing procedures that are learned in entry-level RN education program are not RNSPs.
RNs do not independently diagnose a medical condition, disease or disorder; prescribe or dispense
medications, order tests and treatments, or any activity that requires physician delegation to an RN.
RNs cannot assign RNSPs to non-RNs. Other professionals have their own scope of practice.
Graduate nurses (GNs) may perform RN specialty practices in approved clinical areas / programs after
completion of the education program and under the direction supervision of an RN who is certified in the
specific RN specialty practice.
Student nurses may not perform RNSPs.
Specialty practices require the development of either a RN Procedure or RN Clinical Protocol as depicted in
the following figure.

Saskatchewan Registered Nurses Association. RN Specialty Practices: RN Guidelines (2016). Available
at https://www.srna.org/wp-content/uploads/2017/09/RNSP_RN_Guidelines_2016_10_04.pdf
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LPN Additional Competencies- Policy # 1071
These are skills and knowledge that are not part of entry level education, but can be acquired
through employer based or approved programs to provide safe care in specific authorized practice
settings.




Graduate Practical Nurses may perform additional competencies in approved clinical areas /
programs after completion of the education program and under the direction supervision of a RN,
RPN or LPN certified in the additional competency.
Practical Nursing students may not perform additional competencies.
Saskatchewan Association of Licensed Practical Nurses (2016). Competency Profile. Available at
https://salpn.com/wp-content/uploads/2017-Saskatchewan-Competency-Profile-3rd-Edition-FinalEdits-June-4-2019.pdf

Delegation of Task (DoT) - Policy # 1168
Unregulated care providers (UCPs) (e.g.: continuing care assistants, personal care assistants, Special
care aides) do not have a regulatory body or a legally defined scope of practice. UCPs do not have
mandatory curriculum education or regulatory practice standards.







DoT is a process by which a nurse allocates a task that is part of the nurses’ scope of practice and
outside the job description and educational training of the UCP, such as medication assistance or
application of compression garments.
The nurse is accountable for the assessment of the patient, the decision to assign the task and the
outcome.
Assignment is only appropriate if client outcomes are established over time. The same procedure
could be suitable in one instance but not in another.
Unit Managers decide which tasks may be appropriate to delegate.
All UCPs performing a delegated task will require employer-provided education for the specific
task.
Delegation is from one nurse to one UCP for one client.

Documentation
Saskatchewan Registered Nurses Association. Documentation: Guidelines for Registered Nurses (2011).
Available at: https://www.srna.org/wpcontent/uploads/2017/09/documentation_guidelines_for_registered_nurses_22_11_2011.pdf
Saskatchewan Association for Licensed Practice Nurses. Documentation (2013). Available at:
https://salpn.com/wp-content/uploads/PG_Documentation_0912.pdf
Saskatchewan Registered Psychiatric Nurses Association. Charting and Documentation (1996). Available at:
https://www.rpnas.com/?s=documentation
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Collaborative Practice
Collaborative practice is the foundation of effective teamwork and professional partnerships. You
may have an independent assignment, but you are part of a clinical team. It requires:
• Mutual understanding of distinct and shared competencies.
• Shared decision-making.

Increasing need for consultation & collaboration

More complex, less predictable,
higher risk for negative outcome(s)
Autonomous RN, RPN
Autonomous LPN, RN, RPN

Changing
environment

Highly complex, unpredictable,

Less complex, more
high risk for negative
predictable,
low risk for
outcome(s)
negative outcome(s)
 Less stable environment

More stable environment
Saskatchewan Registered Nurses Association, Registered
Psychiatric Nurses Association of Saskatchewan & Saskatchewan
Association of Licensed Practical Nurses (2017). Collaborative
Decision-making Framework: Quality Nursing Practice.

Collaborative practice relies on assessing the 3 factors of the context of care.
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MEDICATION SAFETY FOR NURSES IN SHA
Medication Reconciliation (Med Rec)





A complete and accurate list of each patient’s current at home prescription medications that brings
discrepancies to the attention of the prescriber and ensures changes are made to the orders
Record all of the following prescription, non-prescription & herbal medications: Cancer clinic, TB clinic,
samples, investigational or study drugs, Over-the-counter (OTCs), herbals, in-hospital meds
Physician must complete order sections & sign
Work is currently being done to complete Med Rec on all discharges (in progress)

Practitioner Ordering







Verbal or telephone orders shall be given only when the physician is unable to attend to the patient and
a delay in ordering the medication would compromise patient safety and care. These orders cannot be
taken from Clinical Clerks
Ensure order is written in compliance with the Ordering Of Medication Policy (Regional)
Repeat the entire order to the prescriber; Spell out drug names
Repeat numbers as single digits (ie the numbers 6, 16 and 60 can all sound the same on the phone!)
Ask for the condition being treated OR the purpose of the medication if it is not offered

Processing Orders









Scan and indicate on the orders they have been sent to Pharmacy (“scannedt”) and initial
Pharmacist reviews order and enters into Pharmacy Information System.
Patient Profile and Medication Administration Record (MAR) are created and automatically printed on
the nursing units sometime after 2100 and before midnight. MAR is a 24 hour record.
Medication orders remain active when a patient is transferred from one physician to another, one
general nursing unit to another and between acute care facilities. Exception: transfers to Critical Care.
Medication processed in pharmacy before MARs are printed will appear on the MAR for the next day
Hand write medication orders on the MAR if ordered after MAR is printed; Transcribe directly from
practitioner order
Use a supplementary MAR for medications ordered before the first MAR is printed. Scheduled
medications are listed first, Opiates/Acetaminophen second, then PRNs.
Physician orders, from last 24hrs, must be resent to pharmacy if client transferred from another site

Administration & Using the Medication Administration Record
Use resources to know the medications you are giving: IV Medication Manuals, Policies, Pre-printed order
forms, Lexicomp, CPS, Pharmacy
 Verify patient (see regional policy “Verification of Identification” #7311-60-017)
 MAR/medication cart to bedside (see nursing policy “ Medication Administration” #1170)
 On night shift
• Check next day MAR against current day MAR and the practitioner orders if 1st order for the last 24 hrs
• Draw a red line on the practitioner order sheet below the last order checked. Initial and date under
the red line
• Be sure all the medications have been carried over correctly and that the manual additions to the
old MAR have been processed by Pharmacy and appear on the new MAR.
• If medications are missing from the MAR, write in missing medications and notify pharmacy. Ensure all
appropriate orders have been scanned to pharmacy.
• When MAR has been checked against the physician orders, initial in the lower left hand corner
• New MAR goes into the MAR binder & “old” MARs go into the patient’s chart.
Documentation (see nursing policy “Medication Administration Record MAR” #1091)
 Changes to the MAR
 Every new medication order must be added to the MAR, do not change existing orders.
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When medication is discontinued, Yellow Out the complete order and the remaining medication times
and initial at the end of the line.
A medication to be given on a day other than today will be printed on the MAR every day. On the days
the medication is not to be given, the MAR will read NO DOSE FOR INTERVAL, (NEXT DOSE AT______).
Continuous IV meds: Chart the time interval (0730-1130) for the dose infused (1350 units per hour) and initial

SHA Strategies for Safety











Forced function – a method by which a function can only be done one way or with specific equipment
Tall man lettering – makes the brain read the whole word e.g. dimenhyDRINATE
Policies – several policies relate to safe medication ordering, administration, monitoring
Smart Pump
Pyxis
Abbreviations & Allergies
o Allergy/Intolerance Record is situated In front of the Practitioner’s Order sheets as the 1 st page
under the Physician’s Orders tab in the chart
o The most current paper or electronic record MUST be referred to before any ordering, dispensing
or administering of medications or non-medications.
o The only other form that will have allergy/intolerance information is the Medication Administration
Record and some OR records
o Allergies or intolerances are recorded on this record on admission and throughout the patient’s
stay.
High Alert Medications (see regional policy #7311-60-020)
o High alert medications are drugs that bear a heightened risk of causing significant harm when
they are used in error
o Independent Double-Check is the process in which two clinicians separately check (alone and
apart from each other, then compare results) each component of prescribing, dispensing and
verifying of the high-alert medication for errors before it is administered to the patient. The
clinician checking has to form an independent judgment without cues from the clinician who did
the initial work.
Dilaudid/Morphine and Narcotic Control (Policy “Narcotic Control: Documentation & Count” #1127)
o Prescribers cannot order dilaudid or morphine as PO/IV. Each route must have its own order.
o Use brand name Dilaudid instead of hydromorphone to avoid confusion with Morphine
o Range orders can only include one range (either dose or frequency, for example) and once a
dose is administered, another can’t be given until the next time interval
o Patient’s must be assessed for opioid tolerance
o An independent double check will be performed prior to any Dilaudid & MORPhine
administration. This includes all doses whether IV, IM, PR, Subcutaneous (SC) or PO.
o Monitoring & assessment of effect is required with every dose of Dilaudid & MORPhine & includes
RR, Sedation & Pain Scale:
 IV— baseline and post dose at 5, 15, & 30 minutes
 IM, SC, PR, PO —baseline and post dose at 45—60 minutes
 Continuous (IV or SC)-q15min x 4 then q1h x 4 then q4h if stable (restart monitoring with
every dose increase)
 To be documented on the vital sign record or appropriate unit based record.
o Hospitals must track controlled drugs received, the supplier, date of issue, account of use, record
patient name receiving, name of prescriber and must maintain this record for audit for no less
than 2 years
o Must take necessary steps to prevent loss or theft and report such losses to the government; must
ensure secure storage of the drugs
o Therefore, we must account for the above when administering narcotics on the unit.

Reporting an Error


When you discover an error call the safety line at #1600 (306-655-1600)
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SHA Pharmacy Department



Let the safety line operator know if you wish to remain anonymous

Ways to prevent missing doses:
1. Do not borrow medications
2. Give all doses on time especially those to be given closest to cart exchange time
3. Notify Pharmacy of medication scheduling changes
4. If a medication is dropped or wasted, call the Missing Dose Phone line #6518 for a
replacement
5. Send all medications with the patient when transferred within the building including IV,
refrigerated and multidose
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D.O.B.: _____________________________

6. Check the MAR for “LAST” designation. This means the medication will stop unless reordered
Patient Label

SASKATOON HEALTH REGION
Saskatoon, Saskatchewan

NAME: _____________________________

Date & Time: _______________________________

NURSING PHARMACY COMMUNICATION SLIP

HSN: _______________________________
D.O.B.: _____________________________

Please SCAN to Pharmacy.

MAR correction needed:
**SCAN the physician order needed to make the correction**
 Ordered drug is missing from the MAR
List drug(s) involved: _______________________________________________________________________
 Discontinued medication is still active on the MAR
List drug(s) involved: _______________________________________________________________________
 Medication order on the MAR does not match the physician’s order
List drug(s) involved: _______________________________________________________________________

Change drug administration times on the MAR:
 Change times for ______________________________________ (drug name) to _______________ (hrs)
 Change times for ______________________________________ (drug name) to _______________ (hrs)
 Change times for ______________________________________ (drug name) to _______________ (hrs)

Change oral dosage forms:
 Change oral tablets and capsules to liquid medications
List drug(s) to be changed: ________________________________________________________________
 Change liquid medications to oral tablets and capsules
List drug(s) to be changed: ________________________________________________________________
Pharmacy will send the type of dosage form requested, whenever this is possible.
o Not all medications are available as liquids or tablets/capsules.
o Sustained release tablets and capsules cannot be changed to liquids.
A new medication order is required to change the route of administration (e.g. oral to IV).

Pass meds needed:
Pharmacy must be notified in advance to prepare pass meds.
 The patient will be going out on pass from __________ hr on _____________________ (month/day)
to __________ hr on _________________________ (month/day)

Requests for ward stock, narcotics, missing doses, and refills of multidose items:
Phone:

RUH
SPH

(306) 655-6518
(306) 655-5925

SCH
HDH

(306) 655-8501
(306) 682-8118

Other:
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Form #101306

11/2017

Category: Requisitions

Is the drug appropriate for IV administration?

What monitoring is required?

Is the dose correct?

What are the desired effects?

What are the possible adverse effects?
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Medication Transcribing
Practice
Instructions:

Please note the dates of this exercise are June 15 – 16, 2017

1. On June 15, 2017, you are admitting a patient to your
unit and are processing their initial medication orders:
a. Review completed Preadmission Medication List
Physician Order Form and Practitioner’s Orders #1. Be
sure the Preadmission Med List form is complete – draw
a line through any empty spaces in the medication list.
b. Transcribe medication orders to Supplementary MAR
from both order forms.

2. You are working night shift and need to check
tomorrow’s MAR:
a. Review the pre-printed MAR for the next 24 hours
against today’s Preadmission Medication List Physician
Order Form and Practitioner’s Orders #1.
b. Use a red pen to draw a red line following the last order
on June 15 Practitioner’s Orders (#1).

3. You are working the day shift the next day (June 16,
2017) and are processing new orders:
a. Make changes to MAR using Practitioner’s Orders #2 –
use yellow highlighter as per MAR policy.
b. Chart any medications given in the a.m.
c. Complete the Lasix order – add it to the MAR & chart it
given at 1430. Circle the time and initial. Also indicate
“given at 1430” and initial on the Practitioner’s Orders.
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Patient Label
NAME: _____________________________
HSN: _______________________________
D.O.B.: _____________________________

SASKATOON HEALTH REGION
Saskatoon, Saskatchewan
 RUH  SCH  SPH Other _________

PREADMISSION MEDICATION LIST/
PRESCRIBER ORDER FORM
Page _____ of _____
Weight: __________ kg
 Estimate  Actual

Height: __________ cm
 Estimate  Actual

CONFIDENTIALITY NOTICE: The content of this communication is confidential and contains personal health information. It is intended
solely for the use of the patient’s health care providers. If you have received this communication in error, please notify the sender
immediately and destroy all originals and copies of the misdirected communication.

Keep this form with the Prescriber Orders – Must not be thinned from patient chart.

Allergy/Intolerance Information

 Allergy/intolerance information reviewed with patient/designate and recorded below
 If not, state reason: ___________________________________________________

 No known allergies/intolerances
 Refer to regional allergy/intolerance document, as per regional policy
Drug Allergies

Non-Drug Allergies

Drug Intolerances

Non-Drug Intolerances

List of Unacceptable/Acceptable Abbreviations for Prescribing
DO NOT USE

USE THIS

DO NOT USE

USE THIS

DO NOT USE

USE THIS

OD, QD, or qd

daily

U, IU, u

unit

> or <

greater than or
less than

D/C

discharge or
discontinue

cc

mL

trailing zero (x.0mg)

Never use zero by
itself after a decimal
Always use a zero
before a decimal
point if amount less
than one
left eye, right eye,
both eyes

QOD or qod

every other day

µg

mcg

lack of leading zero
(.xmg)

drug name
abbreviations

write generic
drug name

@

at

OS, OD, OU

List all prescriptions, over-the-counter, and herbal medications the patient is taking on the next page. Review
each medication with patient/designate to ensure completeness.

More complete PIP information is available via the PIP website (GUI) and the EHR Viewer.
Source of Medication List (check all that apply)

 Patient / Family  MAR from other facility  Medication vials or list  Pharmacy ___________  Other
____________

Disposition of Patient’s Medication on Admission:

 Locked up in Nursing Unit  Sent home with: _________________________________________  Not brought to
hospital
Medication list begins on next page
Form #102728

09/2016

Category: Orders
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Patient Label
NAME: _____________________________
HSN: _______________________________
D.O.B.: _____________________________

SASKATOON HEALTH REGION
Saskatoon, Saskatchewan
x RUH  SCH  SPH Other _________

PREADMISSION MEDICATION LIST/
PRESCRIBER ORDER FORM
Page _1____ of _____

CONFIDENTIALITY NOTICE: The content of this communication is confidential and contains personal health information. It is intended
solely for the use of the patient’s health care providers. If you have received this communication in error, please notify the sender
immediately and destroy all originals and copies of the misdirected communication.

Keep this form with the Prescriber Orders – Must not be thinned from patient chart.

Metoprolol

bid

HS
06/14/17

√

po

daily

HS
06/14/17

√

po

prn

HS
06/14/17

STOP

po

Change

25mg

Continue

Frequency

Medications

Route

 No Preadmission

Prescriber Orders

Dose

Medication Name

Time/Date of
Last/Dose

List all prescription, over-the-counter, and herbal medications the patient is taking below. Upon completion, cross out any
empty lines to prevent additions. Select the appropriate checkbox at the bottom of table when finished the page. If you
require more space, photo-copy this page as many times as necessary AND manually update page numbers on ALL
pages of form as necessary (when form fully completed).

Comments/Rationale

Comments
Rosuvastatin

10mg
Comments

Senokot S

1 tab

√

BID PRN

Comments

Comments

Comments

Comments

 End of medication list

OR

 Medication list continues on the next page.

Comments/Concerns/Follow up:

Prescriber:
__Dr. J. Smith ____________ (print)

Completed by: Jaden Nurse RN

Date: June 15, 2017 Time: 1100

___J. Smith

Reviewed by:

Title

Date: __June 15, 2017______

Signature

Date:

Time:

Form Communication: Initial beside action(s) completed.
Processed __________ Faxed __________ MAR __________
Form #102728

09/2016

Category: Orders
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MD____

(sign)

Time: _1130____________

Use this form for practice 1 & 2
SASKATOON HEALTH REGION
Saskatoon, Saskatchewan

RUH
SCH
PRACTITIONER’S ORDERS

SPH Other _________

PATIENT IDENTIFICATION

DO NOT USE

USE THIS

DO NOT USE

USE THIS

DO NOT USE

USE THIS

U, UI, u or iu

UNITS

cc

mL

> or <

greater than or less than

QD or qd

DAILY

µg

mcg

trailing zero (x.0 mg)

never use zeros AFTER decimal

drug name abbreviations

write generic drug name

@

at

lack of leading zero (.x mg)

always use zeros BEFORE decimal

DATE

TIME

ORDERS

PRINT AND SIGN NAME
June 15/17

1140

PROCESSED
TIME

M
A
R

I
C
P

R
E
Q

R
N

Admit to 6200
Normal Saline at 60 ml/hr IV
Vital Signs q4h
AAT
Heart Healthy Diet
CBC, lytes in am
Acetaminophen 650 mg po q6h prn
Calcium Gluconate 2 gm IV once daily
Dr. J. Smith MD

Notice of confidentiality: Contains information that is time sensitive or confidential. Use, disclosure, copying or communi cation of the contents is prohibited. If you
have received in error, notify the SHR Pharmacy Manager, Operations (306-655-6695).

Form #101091

06/14

Category: Orders

19

Use this form for practice #1
IMPRINT BELOW THIS LINE

SASKATOON HEALTH REGION
Saskatoon, Saskatchewan
 RUH  SCH  SPH OTHER _____________
SUPPLEMENTARY MEDICATION
ADMINISTRATION RECORD
(MAR)

ALLERGIES: ________________________________________________________________________________________________
00

01

02

03

04

05

06

07

08

09

10

11

12

13

14

15

16

17

`18

19

20

VERIFIED CORRECT: __________________Registered/Licensed Nurse DATE: ___________________ PAGE:
______________
QUARK

Form # 101335 (S) 05/03

20

21

22

23

Use this form for practice #2 & 3

Saskatoon Health Region – Medication Administration Record
24

HOURS FROM 00:00 16-Jun-17 THRU 23:59 16-Jun-17

Name:SAMPLE, PATIENT S
BirthDate:Apr-15-1952

Facility: ROYAL UNIVERSITY HOSPITAL
Location: 5000-1 5007
MRN# 536586
Age: 65 yrs

Sex: M

Allergies: CEPHALEXIN (Hives), MOXIFLOXACIN
Comments:
00

01

02

03

04

05

06

07

08

09

10

11

12

13

14

15

16

17

18

19

20

21

22

23

---- Scheduled Medications ---Order# 1

CALCIUM GLUCONATE INJ 10% (1G/10ML)
Dose: 2G (20 ML) IV Once Daily *note dose*

Dr. Smith, John

*1st *

METOPROLOL TAB 25MG
Dose: 25 MG (1 TAB) PO BID
09

Dr. Smith, John

*1st *

ROSUVASTATIN TAB 10MG (CRESTOR)
Dose: 10 MG (1 TAB) PO HS

Dr. Smith, John

09
Order# 2

Order# 3

21
*1st *

21

---- PRN Medications ---Order# 4
ACETAMINOPHEN TAB 325 MG
Dose: 650 MG (2 TAB) PO Q6H PRN *MAX 4G TOTAL
ACETAMINOPHEN PER 24 HOURS*
Order# 5

SENNA-S TABLET (FOR SENOKOT S)
Dose: 1 TAB PO BID PRN

Medication Administration List for:

Dr. Smith, John

*Last *

Dr. Smith, John

*1st *

SAMPLE, PATIENT S

Verified Correct: ____________________Registered/Licensed Nurse
Page: 1 of 1
Generated: 15-June 2017 at 21:15 PM
Actuate\report\marintvl\mar24st.rod

GE Medical Systems
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Use this form for practice #3
SASKATOON HEALTH REGION
Saskatoon, Saskatchewan

PATIENT IDENTIFICATION

 RUH  SCH  SPH Other _________

PRACTITIONER’S ORDERS
DO NOT USE

USE THIS

DO NOT USE

USE THIS

DO NOT USE

USE THIS

U, UI, u or iu

UNITS

cc

mL

> or <

greater than or less than

QD or qd

DAILY

µg

mcg

trailing zero (x.0 mg)

never use zeros AFTER decimal

drug name abbreviations

write generic drug name

@

at

lack of leading zero (.x mg)

always use zeros BEFORE decimal

DATE

TIME

ORDERS

PRINT AND SIGN NAME
June 16/17

1415

PROCESSED
TIME

M
A
R

I
C
P

R
E
Q

R
N

Discontinue Calcium Gluconate IV
Lasix 20 mg IV stat
Change Senna – S to 1 tab po at HS
Dr. J. Smith MD

Notice of confidentiality: Contains information that is time sensitive or confidential. Use, disclos ure, copying or communication of the contents is prohibited. If you
have received in error, notify the SHR Pharmacy Manager, Operations (306-655-6695).

Form #101091

06/14

Category: Orders
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WOUND AND SKIN CARE
Equipment & Product Standardization Nurse – Skin & Wound; Supply Chain Management
Infonet Resources for skin and wound care products, available bed surfaces, Wound Care Record and
many other resources see Skin & Wound Care pages on the former SHR infonet
http://infonet.sktnhr.ca/skinandwoundcare
Importance of maintaining skin integrity
 The skin is the largest organ in the body.
 It is necessary for the maintenance of thermoregulation, sensation and electrolyte balance. It is our
greatest protector!!
 Using Ph. balanced skin care products will protect the skin’s acidic environment which supports skin
function.
Tissue deformation and ischemia
 With high pressure and shear forces, cell death can occur within minutes.
Pressure Injury Stages (1-4, unstageable & deep tissue injury)
Risk Factors/Conditions
 Assess skin at least daily. Observe bony prominences and non-obvious area (e.g. collars, splints,
medical tubing) for pressure related changes. Look for areas of redness or discoloration, swelling or
firmness. Reposition the patient off the affected area. Reassess after 15-20 minutes.
 Consider age (very young, elderly).
 Neurological status, level of understanding
 Medical conditions (e.g. diabetic, immunocompromised)
 Medications (e.g. steroids, current or previous chemotherapy and/or radiotherapy treatments)
Risk Assessment
 The Braden Scale (adult) and Braden Q (pediatric) are reliable and validated assessment tools
which assist in identifying individuals that are at risk of pressure injury due to moisture, impaired
sensation, decreased mobility/activity, increased friction/shear or nutritional insufficiency.
 Complete on all patients on admission.
 Follow your unit protocol for frequency of reassessment.
 Use your clinical judgement when completing the tool. Even if the total score puts the patient at
low risk you may still need to address specific concerns.
 Braden score of 13 or less may indicate the need for a specialty surface.
Pressure Injuries– contributing factors
 Sensory Perception
 Repositioning schedules are essential for bed and chair bound patients, even if they are on
a specialty surface.
 Individualize repositioning to the patient’s needs, their risk for PI and the type of surface they
are lying/sitting on.
 If appropriate, encourage patients to relieve pressure by shifting their weight every 15
minutes.
 Moisture
 Identify all sources (wound exudate, urine, feces, etc.)
 Contain or redirect e.g. dressings, incontinence products, toileting plans.
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 Ph appropriate skin cleansers and barrier creams to peri-area
 Minimize layers of linen and pads under the patient.
 Friction
 Caused by skin rubbing across a surface.
 First indication may be superficial abrasion of the skin.
 Use good TLR techniques when transferring.
 Assess patient’s transfer and repositioning practices.
 Use slider sheets.
 Minimize layers of linen and pads under the patient.
 Heel boots or pillows to off-load heels
 Prophylactic dressings e.g. Mepilex Border Sacrum.
 Shear
 Skin or internal structures slide against a supporting surface
 Results in stretching and pulling of the skin resulting in blood flow changes. With pressure it
causes undermining into adjacent tissues.
 Can be caused by repeated sliding down in bed/chair.
 Head-of-bed no higher than 30° (unless otherwise indicated).
 Hips and knees even with “gatch” of the bed.
 Other interventions as for friction.
 Mobility and Activity
 Can be directly related to pressure on tissues and loss of skin integrity.
 In older adults decline in walking ability begins within two days of hospitalization
 Address contributing factors such as pain, anxiety.
 Make equipment available to support mobility e.g. trapeze bar, side rail, walker,
appropriate footwear.
 #endpjparalysis
 Nutrition
 Malnutrition & deficiencies are risk factors for the development of PI.
 Reduced nutritional intake and /or chronic losses from the wound can delay wound
healing.
 Monitor what your patients are eating. Do they need assistance, cueing?
 Is their diet appropriate?
 A patient of bariatric size may not be well nourished.
The Inter-Disciplinary Team
 You!
 The patient and their family.
 Physiotherapists are integral in increasing mobility.
 Occupational therapists can assist with the selection of bed surfaces, seating and heel pressure
relief devices.
 Dietitian referral is crucial to the prevention and management of acute and chronic wounds.
 Saskatoon Ostomy and Wound Resource Team. Refer for non-healing or complex wounds.
 Who else is on your team?
Points to Ponder
 When health is compromised the skin is more vulnerable to injury.
 Assess all patients for PI risk.
 Consider all risk factors.
 Intervene or modify to reduce risk for skin breakdown.
 Psychologically and economically, prevention is better than the treatment of lost skin integrity.
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REGIONAL WOUND RESOURCE TEAM
WOUND CONSULTATION DECISION TREE
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Skills Lab – General Information
Use this booklet to guide you as you move through the stations. Review the information and
complete the quiz for each of the skills lab stations. CNEs are available to answer questions and
review information as required.
This material is for your own records.
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Advance Health Care Directives (AHCD)
Policy # 7311-60-005 (click on hyperlink to view policy)
Key Points
 AHCD aims to ensure that a person has a choice about treatment at a time when he/she is
without a voice.
 An AHCD provides a person’s doctor (and the clinical team treating that person) with
directions regarding the interventions he/she would find acceptable in particular
circumstances.
 An AHCD can be made by a competent person who has attained the age of 16 years.
 Once signed and dated it is a legally binding document and will be respected at all times
as long as they are applicable to the circumstances.
 In making an ACHD people should discuss their preferences for end of life care with their
doctors and families so families & doctors won’t be surprised by the contents
o The proxy or the legal surrogate decision maker, usually a family member may still
need to make decisions about the person’s health care.
Skill Direction
 Review information on the poster board including the regional policy and algorithm
 Answer the questions below using the information you reviewed
Review Questions
True or False
1. ___ An AHCD is the written wishes of a patient who is able to make their own decisions at the
time of writing.
2. ___ The proxy must be at least 16 years of age.
3. ___ A proxy should make decisions based on their own wishes and not in the patient’s best
interest.
4. ___ If the directive is unknown or not at hand and an immediate decision is required, the
caregivers can make a decision based on the patient’s best interest.
5. ___ If there is no AHCD or proxy and the situation is not urgent, any member of the family can
be contacted first.
Resuscitation Policy
Policy 7311-60-016 (click on hyperlink to view policy)
Skill Direction:
 Review information on the poster board including the regional Resuscitation Policy (7311-60-016)
and The Resuscitation Care Plan (Physician/Practitioners Orders) form # 102527.
Key Points:
Resuscitation will be attempted on all patients when:
 It is clinically indicated (See definition clinically indicated CPR).
 It is in accordance to known wishes of the patient. Patient has the right to refuse CPR. CPR
should not be provided when refused by the patient with capacity or based on the known wishes
of the patient when he/she lacks capacity.
 In the case of unwitnessed arrests where the patient’s wishes are to be resuscitated, the default
position is to attempt resuscitation, if you cannot determine whether resuscitation is clinically
indicated. No punitive action shall be initiated against providers making such judgments in good
faith. (See Section 4.2 Unwitnessed arrests).
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In emergency situations when patient’s wishes are unknown, the default position is to attempt
resuscitation, if you cannot determine whether resuscitation is clinically indicated. (See Section 4.3
Wishes are unknown in Acute Care).

Resuscitation Care Plan (form #102527): (click on hyperlink to view form)
 The Resuscitation Care Plan (Physician/Practitioners Orders) will be completed within 24 hours of
each admission by the MRP or the designate based on goals of care.
 A designate in acute care is a health care professional (licensed to provide treatment as part of
their professional scope of practice) who is a member of the health care team and has
knowledge of resuscitative interventions and the patient’s medical condition (e.g. medical
resident or nurse practitioner). A designate must be willing to accept the role.
 If Resuscitation Care Plan is incorrectly completed see Section 3.3 Incorrect completion of
Resuscitation Care Plan.
 The Resuscitation Care Plan will always be the first document under the “Directives” tab in the
patient chart.
 No visual cues may be used to identify patient’s resuscitation wishes.
Checklist for Contested Resuscitation Decision (form #103906): (click on hyperlink to view form)
 Contested Resuscitation Decision Process (physician & patient/family disagree on code status)
specifies next steps for physicians in resolution of contested decision. See section 7.3 When the
resuscitation decision is contested
Nurse’s Role:
 Become familiar with your patient’s resuscitation status.
 Report code status when patient care is transferred.
 Anyone may initiate resuscitation discussions based on goals of care. Such discussions should be
documented in the progress notes and the MRP informed.
 Request patients to provide their most recent Advance Care Directive.
 Acute Care: Send a copy of the Resuscitation Care Plan with the patient to Long Term Care or to
any Acute Care setting (e.g. transfer to another hospital, appointments in acute departments).
 Long Term Care: Send a copy of the Serious Illness-Sudden Collapse (SI-SC) Plan with the patient
when transferred to Acute Care.
 Note: an SI-SC Plan could be an Advance Care Directive (legal document) or an advance
instruction of the proxy/substitute decision-maker (based on known wishes of the patient).
Resuscitation Policy Questions
True or False
1. ___ Resuscitation care plans should be prepared close to patient discharge.
2. ___ Any health care team member can initiate discussion on provision of CPR with the patient.
3. ___ CPR will be initiated on patients even though their Advance Health Care Directive states to
not resuscitate.
4. ___ A legal proxy can refuse CPR when the patient is unable to speak for themselves.
5. ___ The Resuscitation Care Plan does not need a physician’s signature.
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Blood & Blood Product Administration
Policy #1141 (click on hyperlink to view policy)
Key Points
1. A valid written consent will be obtained from a legally competent and mentally capable
patient, family member or guardian.
a. The consent will remain in effect for a maximum of one year during the course of
treatment in which consent is obtained.
b. In case of multiple transfusions the transfuser will verbally reconfirm with the adult
patient their agreement of the treatment.
2. Patients receiving blood or blood products will receive a copy of the SHR Blood Transfusion
Information for Patients booklet.
3. Verification and documentation of all information associating the blood product with the
patient must be conducted in the physical presence of the patient and confirmed by the
person responsible for administration and one other HCP. Check will include:
a. Transfusion tag & patient identification band using 2 patient identifiers
b. Transfusion tag and the physician order
c. Transfusion tag with the Transfusion Service Report
d. Transfusion tag with the product to be infused
e. That product won’t expire during transfusion
4. Monitor & record TPR & BP (SPO2 if applicable)
a. Within 30 minutes pre-transfusion and
b. 15 minutes after initiation of transfusion and
c. Every hour until completion
d. At completion
e. When showing signs of transfusion adverse reaction
f. More often as ordered or when condition warrants
5. Change administration set:
a. After 4 consecutive units have been transfused or
b. After 8 hours of use or
c. If more than 60 minutes has elapsed between transfusions or
d. If the filter/administration set becomes occluded or
e. Upon completion of fractionation product transfusion
Skill Direction
 Go through the steps of verification as outlined in #3 above with another orientee
 Identify the equipment used in a blood transfusion set-up
 Using the Blood, Blood Components and Fractionation Products policy #1141, determine
how you would administer platelets, albumin and IVIG
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Review Questions
(answers can be found in the Blood, Blood Components and Fractionation Products policy #1141)
1. TRUE or FALSE
a. ___ Separate administration sets should be used for different components
b. ___ Blood may be checked with another Health Care Professional at the nursing station
c. ___ Medications can be added to blood products
d. ___ Blood must be completely infused within 4 hours from the time it is issued from TMS
e. ___ D5W can be used to prime the blood administration set when transfusing RBCs
2. What will you do if your patient complains of feeling cold and starts to shiver?
a. Stop the transfusion immediately.
b. If your patient experiences a minor allergic or febrile reaction, the physician may
medicate the patient to alleviate the symptoms and continue the transfusion.
c. Give the patient a warm blanket
d. Closely monitor your patient to ensure there isn’t an increase in severity of the reaction.
e. a, b & d
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Emergency Airway Management
Policy #1064 & #1159 (click on hyper links to view policies)

Skill Direction





Review material posted.
Practice measuring for size and inserting an Oral airway on a manikin (LPN/RN/RPN)
Practice measuring for size and inserting a nasal airway on a manikin (RN/RPN)
Practice using a manual ventilation device on a manikin

Opening the Airway
1. What is the most common cause of airway obstruction?
2. What are two airway opening maneuvers?
3. When would you use the Jaw Thrust instead of the Head Tilt-Chin Lift?
4. What are two purposes for using an Oropharyngeal (oral) airway?
a. Pull tongue forward to maintain an open airway
b. Cause the patient to gag
c. Not allowing patient to talk
d. Help when suctioning pharynx
5. What landmarks do you use to estimate the appropriate size of oral airway?
a. Chin
b. Ear
c. Nose
d. Mouth
6. Circle TRUE or FALSE for each statement:
For adults insert the oral airway into the mouth upside
down
Insert an oral airway only in conscious patients

TRUE

FALSE

TRUE

FALSE

If patient spits out oral airway, replace it immediately

TRUE

FALSE

Certified LPNs may insert nasopharyngeal airways

TRUE

FALSE

Manual Ventilation Device – (Bag-Valve-Mask)
What percentage of oxygen is used in a cardiac-respiratory arrest?
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Excelsior Syringe Pump

(click on following hyperlink to view Excelsior Syringe Pump information)

Skill Direction
 Review the material on the posterboard for directions on using this pump.
Review Questions
1. The Excelsior Syringe Pump is a variable speed pump.

True

False
2. The Excelsior Syringe Pump should be plugged in when not in use.

True

False
3. What are the reasons this Pump will alarm?
 a. Low battery


b.

No action alarm



c.

Empty syringe



d.

Occlusion



e.

a, c, and d

4. The 3 columns of numbers on the ESP signifies the “minutes to completion time scale”.

True

False
5. The priming volume of the microbore tubing used in the ESP pump is 0.9 ml.

True

False
6. If consecutive medications are compatible, it is not necessary to flush the tubing between
medications.

True

False

32

Heparin Order Sets (DVT & Pulmonary Embolus/Cardiovascular)
(Medication Administration Record ( MAR) Policy #1091, High Alert Medication Policy #7311-60-020)
(click on hype links to view the policies)

Key Points





Heparin is a High Alert Medication requiring an Independent double check
Heparin will be ordered using the Heparin Order Sets for adult patients in acute care in SHR.
o Note: there are 2 different order sets. Ensure the correct order set is being used.
o Must be completed and signed by an authorized practitioner
o Patient weight must be obtained
o The Physician may choose a “no bolus” option
o Initial dosing is ordered, followed by “APTT-Adjusted Heparin Therapy” instructions
Documentation: Heparin will be charted on the MAR by indicating the dose/rate during the
time interval infused, and initials

Skill Direction


Use the Heparin Order Sets provided to complete the following scenarios:

Heparin Nomogram – Cardiovascular
Mrs. Tengo is a 56 year old woman admitted to your unit with constant mid-sternal chest pain of 2
day origin. An Angiogram was performed and results were negative for coronary artery blockages.
Further cardio work-up to be continued. Physician (cardiologist) orders Heparin using the Lowintensity Heparin Nomogram. Patient weight is 65 kg.
1. Does this patient require a bolus? ________________________
a. What dose is the bolus? ___________________________
b. What will the infusion rate be for this patient? __________________________
2. At what time would you request the next APTT? _____________________
3. APTT result is 86. According to the Nomogram what do you do?
__________________________________________________________________
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Heparin Nomogram -

Pulmonary Embolism & DVT

Mr. Sanguin is admitted through ER, with chest pain following a surgical procedure. He is diagnosed
as having Pulmonary Embolism. He is showing increased respirations at a rate of 44, increased pulse
rate and has had diagnostics that confirm he has PE. Orders received to begin Heparin per
nomogram. Patient weight is 72 kg.
1. Does this patient require a bolus? _______________________________
2. What dose is the bolus? ____________________________________
a. What will the infusion be for this patient _______________________________
3. At what time would you request the next APTT? ______________________________
4. APTT result is 71. According to the nomogram what will your nursing interventions be?
________________________________________________________________________________
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Intravenous/Peripheral Saline Lock Insertion & Maintenance
Policy # 1118 (click on hyper link to view policy)

Key Points:



The purpose of this policy is to minimize the risks of infection and other complications
associated with the insertion and maintenance of intravenous catheters.
LPNs who have successfully completed the IV/Blood Administration Course, may start IVs

Skill Direction:
 Review the policy #1118 and answer the following questions.
 Practice IV starts on the “Hand” if you feel you need the practice.
Review Questions
1. How many times do you attempt to insert an IV before consulting more experienced
personnel? ___________________________
2. On which port on the IV pump do you infuse continuous medication infusions?
____________________________
3. IV containers with medications added by a nurse do not need a label.
True

or

False

4. Matching:
a. Change IV site
b. Change PN solutions & tubing
c. Change medication filter
d. Flush saline lock (adults)
e. Flush saline lock (pediatrics)

____ q24h & prn after use
____ q24h
____ q96h
____ q6h & prn
____ q96h

5. The antiseptic should be wet on the skin when inserting an IV catheter or applying a
transparent dressing.
True

or

False
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Kangaroo Enteral Feeding Pump Quiz
Policies: Nasogasatric /organstic tube; insertion, care of, and removal - adult #1040; Nasogastric
/oroganstic tube; insertion, care of, and removal – pediatric #1177; Enteral Tube Feeding - Adult
#1020; Enteral Feeding Tube with Stylet; Assisting with insertion of; Care of, Removal of #1109
(click the hyperlinks to view the policies)

1. Choose correct way to check placement I Stomach or Jejunum prior to use?
a. Air bolus
b. ph of aspirate
c. Length on insertion
d. All of the above
2. When is an x-ray required for a feeding tube?
a. If unable to aspirate or pH is above the expected range
b. To confirm tube placement prior to use
c. When patient is repositioned
d. After changing the securement device
3. The feeding set container must be ______ cm above the top of the pump.

Demo pump program as per order set .
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Least Restraint – Physical Restraints (Pinel)
(Number 7311-60-012.

Lease Restraint – Mechanical and Environmental)

(click the hyperlink to view policy)

Key Points






Least Restraint means application of a physical restraint only after all other alternative measures have
been exhausted and is a temporary and unusual measure.
Written consent must be obtained from next-of-kin/caregiver except in an emergency situation – when
the patient is in immediate danger of hurting self or others and there is inadequate time to complete
the proper procedure.
o Verbal consent is a temporary measure.
o If restraints are refused, a release of responsibility form must be completed & signed.
A physician order is required and the need for continued restraint use is assessed and re-ordered daily.
The restrained patient will be assessed for complications every 30 minutes/24 hours and
ROM/repositioning every 2 hours while awake and ambulated every 8 hours

Skill Direction


Practice applying Pinel restraints on the patient supplied
a. Know how to connect and disconnect the posts and magnets
b. Apply the waist belt with the attached pelvic belt
c. Attach the side extensions
d. Know when to use the side rail gap cover

Review Questions
1. A postural support/position device is considered a restraint if the patient demonstrates resistance to the
device and it limits, restricts, controls and deprives of liberty and inhibits voluntary movement of the
patient.
True or False
2. Check all that are correct:
a. __ the physician must write an order for the restraint
b. __ verbal consent is all that is required
c. __ a sitter or family staying with the patient could be considered an alternative to restraint
d. __ document discussions with the family/patient
e. __ after the initial order is obtained, no further assessment for need of restraint is required
3. Select the observations for physical risks that are assessed every 30 minutes:
a. __ Respiratory Rate for Asphyxiation
b. __ Impeded circulation
c. __ Temperature for Septic Shock
d. __ Increased possibility of incontinence
e. __ Dependence on its use
4. Bed sheets, draw sheets or other linen are suitable restraints when approved restraints aren’t available.
True or False
5. Name 3 things you would document on the patient’s chart after applying restraints.
a. __________________________________________________
b. __________________________________________________
c. __________________________________________________
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Oxygen Equipment –
Policy Oxygen Administration #1115 (click the hyperlink to view policy)
Skill Direction
Review the material on the poster board.
Review the information on proper use of the portable oxygen.
Match the oxygen equipment with the description:





Circle the correct answer
1. Used when high concentration of oxygen is needed quickly:
a

b

c

d

e

f

g

2. Used for CO2 retaining COPD patients requiring a specific Fi02
a

b

c

d

e

f

g

e

f

g

f

g

3. Considered “low flow”
a

b

c

d

4. Less effective over rates of 6 lpm
a

b

c

d

e

5. Designed to provide very high total flow output at near 100% oxygen values
a

b

c

d

e

f

g

6. Oxygen should be set high enough so the aerosol can be seen exiting the large holes in the
mask
a

b

c

d

e

f

g

7. Requires a minimum flowrate of 10 lpm to prevent rebreathing
a

b

c

d

e

f

g

8. Used at flowrates of 5-8 lpm to provide concentrations of oxygen in the range of 35-50%
a

b

c

d

e

f

g
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Safe Administration of Morphine and Dilaudid Quiz
Policies: Medication Administration #1170; Medication Administration Record (MAR #1091);
High Alert Medications - Identification, Double Check and Labeling
#7311 – 60 –020; Narcotic Control – documentation and count #1127
(click the hyperlinks to view the policies)

Skill Directions
 Review the information on the poster board
Review Questions
Circle the correct answer for each of the questions below:
1. There is an order for your patient to receive 0.5 mg of Dilaudid (HYDROmorphone) IV. It is supplied as 2
mg/mL. What volume of drug will you administer to the patient?
a. 2.5 mLs
b. 0.5 mLs
c. 0.25 mLs
d. 1.0 mL
2. The difference between MORPhine and Dilaudid (HYDROmorphone) is:
a. Dilaudid (HYDROmorphone) is only used for chronic pain
b. Both are opiate medications used to treat pain but dosing is different
c. They are two completely different medications with different uses
d. HYDROmorphone is a generic name of MORPhine
3. An oral dose of 1 mg of Dilaudid (HYDROmorphone) is equivalent to what dose of oral MORPhine?
a. 5 mg
b. 4 mg
c. 2 mg
d. 1 mg
4. Maximum Respiratory depression occurs after an IV dose of MORPhine at 7 min.
a. True
b. False
5. 5mg oral MORPhine is equivalent to how much IV/Subcut MORPhine?
a. 2 mg
b. 2.5 mg
c. 5 mg
d. 1 mg
6. Which of the following symptoms might indicate that a patient received an immediate release opioid
instead of a slow release or extended release formulation of the drug?
a. Unexpected respiratory depression
b. Decreased level of consciousness
c. Increased pain four hours after the dose
d. a & b
e. c
f. All of the above
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7. Patients’ receiving opiates are at an increased risk for respiratory depression when they also receive
sedatives/CNS depressants e.g. Lorazepam, Gabapentin.
a. True
b. False
8. Your patient has received 1mg oral dose of Dilaudid (HYDROmorphone). What would the monitoring of
this patient look like?
a. Monitor Resp. rate, sedation and pain scale at 45-60 minutes post dose
b. Monitor B/P, Resp rate, pulse and Oxygen sats q 15 min X 2, then q 30 min X 2
c. Monitor Resp rate and B/P at 5, 15 and 30 on initial dose only
d. Monitor pulse, B/P and temp at 5, 15 and 30 minutes
9. Your patient has an order for Dilaudid (Hydromorphone) IV 1mg. When would you expect the peak
effect of this drug to be?
a. 15 min
b. 45 min
c. 20 min
d. 30 min
10. Which of the following pre-existing conditions increase the risk of the patient developing respiratory
depression while receiving opiates?
a. COPD
b. Sleep Apnea
c. Diabetes
d. Hypertension
e. a & b
f. c & d
g. all of the above
11. What is the appropriate starting IV dose of Dilaudid (HYDROmorphone) of an adult patient who has not
received any opiates in the last 10 days (Opiate Naive)?
a. 5mg IV q 6 hours
b. 2 mg IV q 3 hrs.
c. 1mg IV q4hrs
d. 0.5 mg IV q3hrs
12. Independent double checks need to be done on all doses of MORPhine and Dilaudid
(HYDROmorphone) prior to administration.
a. True
b. False
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Subcutaneous Insulin Orders
Policies: Medication Administration Record (MAR) #1091; High Alert Medications Identification, Double Check and Labeling #7311 – 60 – 020 ; Insulin Administration Subcutaneous-Adult #1079 (click the hyperlinks to view the policies)
Key Points






Subcutaneous insulin will be ordered using the Subcutaneous Insulin Order Sets for adult patients in
acute care in SHR.
o Must be completed and signed by an authorized practitioner
o Patient weight must be obtained
o Includes an order for Adult Hypoglycemia Protocol
o Includes scheduled & correction insulin orders
New Insulin and diabetes treatment terminology Includes:
o Basal insulin – long acting insulin that maintains normal glucose levels between meals and
overnight; given once or twice a day
o Prandial insulin – short or rapid acting insulin given before or with meals to regulate blood sugar
levels due to ingestion of carbohydrates
o Correction insulin – same insulin brand as prandial ordered to regulate glucose levels above the
target range
Documentation – Record insulin dosage & BGM on the Blood Glucose Monitoring & Insulin
Administration Record
o Exact time insulin administered and the location if administration site is recorded on the MAR
o Insulin records should be kept in the patient chart

Skill Direction


Use the Insulin Order Set and Hypoglycemia Protocol provided to complete the following scenario:

Mr. J is a 25 year old male admitted to Acute Care with Type 1 Diabetes. He is ordered a Diabetic Diet.
 Patient Weight: 70 kg
 A1c: 6.1% - tested three weeks ago
 Admission Insulin Regimen:
Humulin N 20 units in am and at bedtime.
Humalog 10 units prior to meals.
1. What is his admission Total Daily Insulin Dosing?
2. His BGM is 10.3 at Breakfast Time. What are your actions according to the Insulin Order set?
3. The BGM is 5.5 at Bedtime. What are your actions according to the Insulin Order Set?
4. The BGM at Breakfast the next morning is 2.1 mmol/L. He is conscious, able to eat and does not have IV
access. What are your actions according to the Insulin Order Set/Adult Hypoglycemia Protocol?
5. If he became unconscious, what would your actions be?

Review Questions
True or False
___ Glucagon is a naturally occurring hormone made in the kidneys that lowers blood sugar levels
___ Correction insulin can also be given as a dose finding strategy in certain patients
___ Document the insulin dose on both the BGM record and MAR
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Suctioning Artificial Airways and Tracheostomy Care
Policy: Suctioning Pediatric/Neonatal Tracheostomy Patients - Non-Ventilated #1051
Suctioning Artificial Airways - Adult - Ventilated and Non-Ventilated #1019
(click the hyperlinks to view the policies)

Key Points:
 Suctioning artificial airways is in the scope of the RN and LPN
 There are separate policies for adults and pediatrics
 There are separate learning packages for adults and pediatrics
Skill Direction:
 Review the information on the board and policies and answer the following questions.
 Practice suction technique on the trach model
1. Choose three reasons for suctioning an artificial airway (choose all correct answers)
a) Dyspnea, tachypnea, apnea
b) It is it is done every 4 hours
c) You visualize sputum on the outside of the artificial airway
d) Noisy respirations /abnormal breath sounds or decreased breath sounds
e) Deterioration in client’s vital signs
2. Answer True (T) or False (F) to the following questions:
1)
Tracheostomy suctioning is painless, causing no anxiety to the
patient.
2)
Routine suctioning should be avoided.

 True

 False

 True

 False

3)

Suctioning is effective only for exudate in the upper airways.

 True

 False

4)

The patient should be positioned in semi-fowlers or fowlers
unless contraindicated
The suction apparatus may be set at any pressure depending
on the viscosity of the secretions.

 True

 False

 True

 False

 True

 False

5)
6)

Sterile normal saline is routinely instilled prior to each
suctioning episode to help loosen secretions.
7) Humidification of inspired air and systemic hydration
assist to keep secretions thin and easier to move.

 True

 False

3. Choose three signs that suctioning has been effective:
a) The client appears less restless & agitated or LOC improves
b) The client starts using accessory muscles for breathing
c) Improvement in SpO2
d) The client has a regular breathing pattern
e) You hear gurgles/crackles or wheezes on auscultation of the client’s breath sounds
4. Answer True (T) or False (F) to the following questions:
1)
The risk of hypoxemia can be reduced by using suction
pressure over 120 mmHg.

 True

 False

2)

Suctioning longer than 15 seconds may cause cardiac
arrhythmias.

 True

 False

3)

Prior to performing suctioning, it is not necessary to perform
hand hygiene.

 True

 False

4)

Keep the duration of suctioning short as possible to decrease
the risk of developing atelectasis.
Hyperoxygenation is performed before, during, and
after suctioning depending on the client’s respiratory
status.

 True

 False

5)
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 True

 False

5. Which of the following does not describe suctioning the pediatric airway?
a) Suction pressure should be set as low as possible but able to remove
b) Instillation of 0.9% saline is not routinely done

secretions

c) Extra oxygen should be given prior to and during suction
d) The suction catheter should be advanced until resistance felt, withdrawn 1cm then suction
applied.
6. Tracheostomy Care includes (choose all correct answers)
a) Assessing patency of trach every 4-6 hours
b) Replacing the inner canula every 24 hours
c) Stoma care and dressing change
d) Replacement of trach securement device (Velcro or ties)
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