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Orientation for Student Nurses
9 week placement  
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Lower Hutt Hospital
Hutt Valley District Health Board
Introduction

Welcome to the exciting specialty of Emergency Nursing.  As nurses we are pivotal members of the ED Team and have a vital role in the quality of emergency care provided to the community.  

Emergency specialty practice is based on the knowledge and skills required for the prevention, diagnosis and management of acute and urgent aspects of illness and injury affecting patients of all age groups with a full spectrum of episodic undifferentiated physical and behavioural disorders.  
There are close to 1 million ED attendances in New Zealand every year.
The Hutt sees an upwards of 50,000 per year 
Shorter Stays in ED Health Target 

Since 1 July 2009 there has been a Health Target focused on emergency departments (EDs) and improving acute patient flow. The target is called Shorter Stays in Emergency Departments, and is defined as ‘95 percent of patients will be admitted, discharged or transferred from an Emergency Department within six hours’.

The target considers the patient's whole length of stay in the ED and aims to eliminate waits and delays in all parts of the hospital to improve acute patient flow.   Long stays in EDs are linked to overcrowding, and overcrowding can also lead to compromised standards of patient care, privacy & dignity, for instance, through patient placement in corridors.  Medical and nursing literature has linked both long stays and overcrowding in EDs to negative clinical outcomes for patients such as increased mortality and longer inpatient lengths of stay.

General Orientation 

The ED orientation programme consists of a 9 week period during which students are introduced to the work environment and department processes and procedures.  An experienced staff member is assigned to guide and support the new orientee through the orientation process.  The orientation package should be used as a guide for assisted and self-directed learning.  

This package is designed so that after your 9 week placement you will feel comfortable working as Registered Nurse in an ED environment. 
The orientation is designed to ensure awareness of the standards, expectations and values that guide and provide the framework for nursing practice within the ED and HVDHB.  It provides the means to identify the physical and organisational structure of the department as well as the day to day routines.  The goal being to meet the learning needs of the participant as a new member of the Emergency Department, and facilitate quality patient outcomes. 
Flexibility within the programme enables newly appointed staff members with recognised and demonstrated competency in emergency nursing practice to advance through the orientation process without delay.

The ED orientation programme is based on the principles of adult learning. These include:

· Adults learn when they feel the need to learn.

· Adults build their present learning on their past experience.

· Adults are usually self-directed.

· Adults can usually define their learning needs and can plan their learning programmes.
OBJECTIVES OF THE ORIENTATION

The aim of the orientation is:

· To integrate Student nurses to their role in the emergency department through a preceptor program.

· To ensure competent and safe nursing practice

· To ensure that at the end of the orientation the nursing student shall be able to work independently in Acutes and High dependency 

Outcome

At the end of the orientation the student nurse will;
· Have a clear understanding of their role within the multidisciplinary team. 
· Have adequate knowledge of the layout of the department to find whatever is required.

· Be familiar with disaster planning, and the fire drill.
· Be able to demonstrate clinical competencies relevant to the emergency department and use the relevant resources as appropriate.

·  Can prioritise nursing care.

· Be familiar with all procedures that are carried out in the Emergency Department. E.g patient with chest pain, full assessment and accurate documentation  Need to be more specific here or give an example
· Have completed specific learning packages for the orientation period.

· Have successfully completed the requirements outlined in the orientation book. 
Dress Code

First impressions are often the most important impressions.  This is very true when seeing and treating ED patients, as patient perception of the type of care received is based less on quality of care and more on the little things in life, i.e. How clean the room is, how well the staff dressed are, the types of delays that are encountered etc.  Patients expect to see appropriately dressed staff. Visible name tags are mandatory at all times.  Simple jewellery is acceptable.  Review the code of conduct and your university’s dress code 
Education 

The nurse educator and ED staff will endeavour to assist you with you educational needs. Simulation scenarios are held most Tuesday mornings
Simulation: In ED we run two types of simulation

Teaching sim: In this type of sim we give you a brief and explain the learning points

Test sim: This type of sim test the skills you have learnt for the teaching sims

Preceptor 
You will be roistered to follow your preceptor shifts. It is our goal that  you follow your preceptor but in some circumstances this is not always possible.  You will work under direct supervision of a staff nurse with the vision of you working independently by the end of you placement. 
EMERGENCY DEPARTMENT SENIOR NURSE TEAM 
Clinical Nurse Manager 
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 Charley Gibson
ACNM
 (Charge Nurses)
Ruth Kerr, Kirsteen Haynes, Suzie Jones, Ginny Heissenbuttel, Amy Miles, Emma Norris, Stephanie Beddis
[image: image3.jpg]


[image: image4.jpg]


[image: image5.jpg]


 [image: image6.jpg]


[image: image7.jpg]


[image: image8.jpg]



 (Dark Blue scrubs)
The Charge Nurses have staff responsibility and are responsible for the administrative and clinical oversight of the Unit on a day-to-day basis.

· He/she is responsible for the daily rostering shortfall and other rostering requests.

· Is responsible for the daily rostering requirements and other rostering requests

· Provides Clinical expertise and assistance to the staff.

· Facilitates policy and procedural development
· Facilitates admissions and flow through the department
NURSE PRACTIONER Jenny Quin, Andy Cowle, Michelle Flaws, Tim Lamb
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Clinical Nurse SpecialistS (blaCk Scrubs)
 Doug King, Julie Adams, Shivi Balaine, Nicola Overton, Eamon Eves
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   BLACK SCRUBS
These accredited senior nurses are able to see and treat patients that meet Minor injury criteria.

There is a CNS rostered to work in the Subacutes area every day.

Clinical Nurse Educator (BLACK SCRUBS)
Tracy Langhorn, Kyla Johnson and Stuart Whittaker
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PRIMARY CARE NURSE-PCN (GreY SCRUBS) 

· Allocated patients by the Charge Nurse

· Takes base line recordings. BP, Temp. Heart Rate, Resps and other appropriate procedures i.e. BM, Urine etc. According to patients presenting complaint.

· Takes any other diagnostic procedures requested (once the patient has been assessed by Registrar and/or requested prior to patients arrival by Medical staff) e.g.  ECG, Bloods, Radiology.

· Administers medication as prescribed.

· Reports immediately any deterioration in patients condition to Charge Nurse  and Medical staff

· Assists colleagues with workload when appropriate.

· Ensures all patient documentation is complete before the patient leaves the department. This includes any education required and follow up advice
OTHER KEY ROLES IN THE DEPARTMENT

Clinical head of department 
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 CRIS SAYOC
SMO (senior medical officer)
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DAVID O”BRYNE 
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SANJAY PATEL  
LUKE O’CONNOR  [image: image29.jpg]


 SAPI MUKERJI
CONTACTS

	Emergency Department
	
	Phone number for ED: 
0278093934

This is the number you call if you are sick or are running late etc

	Clinical Nurse Educators
Tracy Langhorn

Kyla Johnson

Stuart Whittaker
	
	DD 5666 999 Ext 8130
Tracy.Langhorn@huttvalleydhb.org.nz
Kyla.Johnson@huttvalleydhb.org.nz
Mobile 0276318657
Stuart.Whittaker@huttvalleydhb.org.nz
Mobile 0272125949



Sick Leave

When calling in sick you need to speak to the charge nurse on the above number and also send an email to the nurse educator the date you were sick
Patient ID wrist bands

All patients must have patient identification wrist bands applied when in ED. Before applying these to a patient’s wrist it is essential that the patient’s details i.e. name & DOB are checked and verified as correct. 
MEAL BREAKS

Over the 8 hours, you should take:


2 ~ 10 minute breaks


1 ~ 30 minute break

It is your role to organise your break with your preceptor. Towards the end of your orientation it may be acceptable to cover your preceptor depending on the level of acurety of your patients. 
BATHROOM FACILITIES AND LOCKERS 
Toilets and a staff shower are located in either male or female locker rooms. Another toilet is available for staff in the Acute area of the ED.

There are female and male staff toilets/changing rooms. They are swipe card access only. There are plenty of lockers and you just need to provide a padlock. Please keep all valuables on your person or locked in your locker. 

MEALS AND REFRESHMENTS
The Emergency Department has its own kitchen facilities for making hot drinks and for heating up food. There is a vending machine in the Waiting room.

Otherwise the main cafeteria is open from 08.30 to 18.30 daily. Tea and coffee is provided free of charge for staff in the cafeteria.  You can purchase meals, snacks, hot or cold food, and limited amounts of confectionery, and cold drinks. There is also a café available for specialised coffee and food, next to the stairs that go to OT

IDENTIFICATION BADGES

Your ‘photo ID’ and name badge is worn at all times.  Because of the nature of our work, it may be appropriate to obscure your surname, and only have your first name visible.
COMMUNICATION

All student nurses must be familiar with the Privacy Act 1993. These precautions should save you from inadvertently giving information to the wrong person.

No information is given to anyone without the patients consent, unless under the age of 16, here, information can only be given to the next of kin or guardian.

If the patient is under 16 and the medical issue relates to that person’s pregnancy, then you are not able to release any information to any family member, regardless of the patient’s age.

Any phone queries or individuals arriving at the desk asking for information about a patient (regardless who they say they are) students are not to give out any information, please pass this onto your preceptor or ACNM.
If the call is from another agency, e.g. Police, Social Workers, GP, or ACC, ask them for their name and telephone number and say that you will phone them back. Check that the phone number is correct, phone the agency and ask for the person by name. If the person gives you a line which goes straight through to them, do not use it. Only use the agency’s main number. You should only be doing this under supervision of your preceptor
Under no circumstances can students give information to the media.   Redirect them to your preceptor or ACNM.
When talking to patients try to be as discrete as possible. Remember that it is very easy to hear what is being said by people in the next cubicle.

Telephone advice must be given by senior nurses only.

When talking to the patients over the counter remember that anyone standing nearby can hear the conversation. Please exercise caution and tact. Always be polite and keep calm. If a patient is rude that does not mean that you should reciprocate. As long as you remain calm, be understanding and polite you will have more chance of defusing any situation that could arise. 

The patient has the right to information concerning his/her condition. It must be given to them in language that they can understand. 

If English is their second language make sure an Interpreter is present.

Keep the patient informed about what is happening. Do not assume that the Doctor has informed them. Always check. It is rather disturbing to suddenly have the Registration Clerks come and get their consent for admission when they do not know they are going to be admitted.

When it is busy in the Department and patients are waiting for long periods of time, keep everyone, including people in the waiting room, regularly informed of how much longer it is going to be and a basic explanation of why.
  SAFETY MEASURES IN THE EMERGENCY DEPARTMENT

In the event of a cardiac arrest we have a red emergency alarm bell in every patient cubicle that can be pressed which will alert the whole department.

We also have a blue alarm bell in several areas which is a duress alarm that sounds throughout the department and alerts security in the event of a threat of violence.

We have fire cells in the Emergency department and in the event of a fire you will need to present to the Charge Nurse and be given instructions as to where we will gather and possibly move to.

Always maintain your own safety and that of the patients. If you, any other staff member or patients are ever threatened in any way, contact Security and/or the Police immediately.

Patients must not be left on trolleys without safety rails up if there is any concern for their safety
ESCORT PATIENTS REQUIRING

· have an I.V. infusion


· are unconscious
         

· being admitted to CCU, ICU-must be escorted by a nurse who is AED/ACLS qualified
· going to Theatre from E/D

· possibility of seizures

· Less than 15 minutes following IV Narcotics, less than 30 minutes following IM Narcotics

· Or you are concerned about in any way
NB. nursing students should never do this alone and should be accompanied by a reg nurse
PATIENT VALUABLES

· It is preferable that patients valuables be handed to the next of kin and this documented on the patients records (to whom it was given, the person’s name and  relationship to the patient)

· Patients’ property, when removed, should be placed in a brown paper patient property bag and remain with the patient at all times. 

· If no one is accompanying the patient and he/she has valuables that need taking care of, place in an envelope with patient’s sticky label attached to outside and place in locked drug cupboard in the Emergency Department theatre for the duration of the patients stay in the department. Document this in the patient notes and when he/she goes to the ward take valuables with you and hand over to the receiving nurse.
EMERGENCY DEPARTMENT SHIFTS
	Morning
D shift  

F shift                                      
	
	0700hrs to 1530hrs
0930hrs to 1800hrs

1200hrs to 2030hrs

	PM
Afternoon
	
	1445hrs to 2315hrs
2115-0715hrs

	Night
	
	2245hrs to 0715hrs


AREAS WITHIN THE EMERGENCY DEPARTMENT

RECEPTION

Often the first contact patients and relatives have is at reception.  Our reception staff are key to the flow of the department and deal with a whole range of inquiries as well as processing patients electronically.  The triage nurse works closely with the reception staff.
TRIAGE

All patients arriving through the front door by foot or the ambulance door will see a triage nurse, if very ill, patients may be transferred straight to a room and be triaged there. There are two triage nurses on morning and afternoon shifts and one over night
The Triage nurse is an experienced ED nurse who has completed specific triage training. They:
· Triage patients as they come into the department (ambulance and main door). This includes documenting the triage assessment and attending to any immediate care the patient may need.
· Have an overview of the situation in the waiting room.
· In event of delay, keep people in the waiting room up to date with what is happening
TRIAGE

Observations should be taken within 30 minutes of patient triage. The priority of triage nurses is to triage all patients first, then complete additional tasks such as an ECG, baseline Obs then IVC/lab tests.
The Charge Nurse is responsible for patient flow into the main department. The triage nurse will keep the CN informed of any changes in patients who are waiting. 
Patients are allocated a triage code depending on the seriousness of their presentation:

· Triage/code 1: Life threatening- requires immediate attention

· Triage/code 2: Emergency- needs to be seen within 10 minutes

· Triage/code 3: Urgent- we aim to treat these patients within 30 minutes. 

· Triage/code 4: Semi urgent - we aim to treat these patients within 60 minutes. 

· Triage/code 5: Non-urgent – patients which could be treated by a GP/primary health, care organisation. We aim to treat these patients within two hours.
Triage Area one:
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Triage Area two 
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AMBULANCE CALLS

The Ambo RT has its own distinctive ring and is linked to ambulance control, however, most often ambo calls come through over a direct line to the SMO on duty. These call areas are answered by qualified staff only as information about a trauma, MVA or medical emergency such as a cardiac or respiratory arrest must be shared to the necessary people (SMO, ACNM, resus team, and PFN). 
PATHWAYS/FASTTRACK
Some of our ED patients who meet specific protocols are also ‘highlighted’ during the triage process as Fast track patients.  

There are specific guidelines for patients who present for:

Neutropenic Sepsis

Fractured Neck of Femur (#NOF)

Acute Myocardial Infarction (AMI)

Stroke
DIRECT REFERRALS

Patients can have referrals from their GPs or other hospitals to specialities within the hospital. Specialties are contacted via txt page after triage, and medical referrals if authorised by the Medical registrar can move on to MAPU for assessment/work up.
NURSE INITIATED PROTOCOLS 
For a portion of our patients their treatment is initiated by our nurses first, the nurses highlight these patients and ‘NIP’ (Nurse initiated protocols) them.  

Eg: Child Asthma Protocol 

CLINICAL TREATMENT AREA (CTA)
The department is separated into two main areas

Acutes and Sub acutes 

Each nurse is allocated a specific area and group of rooms each shift, despite having individual rooms and patients we strongly encourage teamwork and supporting each other.
Patients normally don’t come through to wait for doctor review unless they are the next to be seen, or they need to lie down. 
Acutes A1-6/psych room
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High dependency:
H1-3 and Isolation room
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Resus 
1, 2, 3 (paediatric resus room)
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RESUS

· There are 3 specific resuscitation rooms

· The nurses allocated to work here have had additional training and orientation to work in resus.
· Our most unwell of patients are treated in these rooms. We also care for patients that need conscious sedation or procedures that require additional monitoring in here. 
Sub acutes

Cubicles B1– B9, including “the tree hutt” paediatric area with two clinical rooms

This area operates between 1000-2300
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The Tree Hutt

Children’s waiting room for well children



ED x-ray
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EMERGENCY NURSING ASSESSMENT

Needs to be systematic.  

Primary and Secondary Assessments provide the Emergency Nurse with a methodical approach to help identify and prioritize patient needs.
PRIMARY ASSESSMENT

A – 
Airway: Is the patient talking? Is there any blood, FB, or oedema causing an obstruction or potential obstruction to the airway? Does the patient have a stridor, drooling or unable to swallow their saliva?
B – 
Breathing: Is the patient breathing? What is the patients WOB? Can they speak in words only or sentences? Are they tripoding? Is there accessory muscle use, is there symmetrical chest rise and fall? Is the trachea central? What does the chest wall integrity look like (bruising/swelling/open wounds). What are the RR and O2 sats of your patient, are these outside normal ranges? Can you here a wheeze or grunting? Is there any pursed lip breathing?
C- 
Circulation What is the colour of your patient and their central capillary refill. Are the pale or diaphoretic? What is their systolic BP and HR? Are they attached to cardiac monitoring and have had an ECG?
D – 
Disability Is the patient Alert, or respond to voice or pain? Or are they unconscious? What is their bedside BSL?
 
A V P U 
E 
Expose/ Environmental Control
SECONDARY ASSESSMENT

F
Full set of vitals, BSL (if not already done earlier)
Five interventions (ECG, cardiac monitoring, IDC, NGT, Blood tests if not already taken)
Facilitate family presence and

G
Give comfort measures

EMERGENCY NURSING ASSESSMENT

ED does not just get Trauma patients!! We have presentations from all age groups with varied complaints.





DOCUMENTATION

All emergency notes and observations are electronic. You will be given a student login/password, keep them confidential. If you use the generic log-in you must enter your full name at the top of the clinical notes. When documenting, follow this format:
· Age/sex patient

· What is the presenting complaint (PC)

· What is the history presenting complaint (HPC) e.g. how did they injure there leg etc.
· Medical History especially relevant history related to this presentation (PMhx)

· Medications relevant to their presentation (Dhx)

· Allergies

· Social history (shx) where they live and with who etc., smoking hx, ETOH hx, family violence

· On examination (OE)

· A, B, C, D, E.

· Are they In pain? What location is the pain? How severe is the pain? Any associated symptoms, What have they done to help their situation if at all – i.e. analgesia

· Plan
It is expected you continue to write notes for all of your patents as needed and update patient plans as often as needed
Example:

40yo M  
PC: R)sided Abdo pain

HPC: onset last night at 2300 of R sided abdo pain, radiating to R flank and back.  Nauseated overnight and 2x vomits this morning. Pain colicky in nature. 1x episode diarrhoea this morning. Denies urinary sx. States not had this pain before. Taken paracetamol at home at 0600 with minimal effect.  

PMhx: Hayfever

DHx: Cetirizine

NKDA 

Shx: lives with wife and 12 yo old son, drinks socially – states approx. half dozen cans of beer over weekend, smoker 10x cigarettes/day- advice given to quit. Works as self-employed builder.

OE:

A: MOA

B: spont, nil resp distress, RR 20, spo2 99% RA, speaking full sentences

C: skin warm&dry, well perfused, HR 90 reg, BP 150/90

D: Alert, pain 7/10 – requesting further analgesia 

E: afebrile, in gown, on cardiac monitor 

Plan:

Analgesia

Abdo bloods and Urinalysis

Awaiting dr review. 

IntervenTioNs canNulation and PHLEBOTOMY
In your 9 week placement the student nurse may undertake certification of IV cannulation and phlebotomy.  This will be from week 4.  The relevant e-learning should be completed before It undertaking further training and testing with the educator. 
InvestIgations

Student nurses within the Hutt Emergency Department are authorised to cannulate and take bloods if certified prior to medical review. This must be done under direct supervision of your preceptor. 
Nurse requesting of Blood and other laboratory tests

These guidelines are intended to ensure the appropriate use of the laboratory facilities for emergency investigations on patients in the ED. It is accepted as good practice that if an IV cannula is being inserted blood should be withdrawn for laboratory analysis, however, sometimes cannulation is not required and phlebotomy is sufficient. 
Student Nurses taking blood from patients may request the following tests without consulting Medical staff (under the direct supervison of the RN)
· FBC

· Glucose (Random) If Bedside test outside rage 3.5 to 6.0

· Na / K / Urea / Creatinine / if Aged > 30

· Nurses may also request the following tests under the relevant Circumstances:

· Paracetamol - All Overdoses within 24 hrs. of ingestion NB If confirmed Paracetamol overdose and time of ingestion known then first sample should not be taken until 4 hours post ingestion.
· LFTs – Paracetamol Overdoses over 12 hours from ingestion

· Jaundiced patients

· Amylase – Adult Patients with Abdominal Pain

· Troponin T – Adult Patients with Cardiac Type Chest Pain

· Beta-HCG – Women of child bearing age presenting with

· Abdominal Pain or PV Bleeding

· Confirmed pregnancies with PV Bleeding

· INR - Patients on treatment with Warfarin

· Coag screen - Major Trauma Triaged Cat 1 or 2

· Known to have a bleeding disorder

· Paracetamol Overdoses over 24 hours from ingestion

· Blood Cultures - Adult patients with Temp > 38C AND P > 100 / min AND there is not an obvious other source to culture

· (e.g. Urine, sputum, wound swab)

· Urine Culture - If Urine Dipstix is positive for Nitrites, or Urine is

· frankly cloudy or if otherwise indicated by

· laboratory protocol on wall in dirty utility. Please ensure request form marked “Copy to GP”

· Sputum Culture - If sputum discoloured

· Wound Swab - Inflamed or purulent wounds

ALL other tests must be requested by a doctor who must have seen the patient in

order to assess the need for the test.

Specialties expecting patients from the GP may also request certain blood tests to be taken before they see the patient. A list of these requests will be on the white board.
Blood Sampling –Get it right EVERYTIME
AT THE BEDSIDE – whenever you take a blood sample for any laboratory test or for cross match

1. ASK - the patient to state their name and date of birth

2. CHECK -  that this is correct using the patient ID wristband

3. LABEL sample – at the bedside.  For cross match this must be hand printed with patient name, DOB, NHI, date, time and your signature 
4. Students should always check all blood labels with you preceptor
NB – ALL blood samples must be fully labelled at the patient’s bedside. Make sure you have sufficient patient labels!
Vital Signs Monitoring in the Emergency Department

“Observations” consist of Temperature, Pulse, Respiratory Rate, Blood Pressure,

AVPU, Oxygen Saturation and Blood Glucose.

Any limb injury must have a neurovascular status noted.

A minimum of one full set of observation is required for all patients triaged to

Categories 1, 2 or 3, regardless of reason for presentation. 

Patients in triage Categories

4 or 5 may not require a full set of observations, which may be tailored to the reason

for presentation.

Blood Sugar estimation is indicated for:

· All patients in triage Categories 1, 2 or 3

· All known Diabetic Patients, regardless of their reason for presentation

· All patients presenting with Cutaneous infections regardless of cause

· All patients presenting with hyperventilation or syncope

Frequency of Observations

The frequency and nature of on-going observation should be tailored to the patient’s clinical need and presentation. However minimum acceptable levels are:

Triage 1 on going (Use automatic function on monitors)

Triage 2 20 minutes

Triage 3 30 minutes

Triage 4 60 minutes

Triage 5 60 minutes 
The frequency of observation maybe adjusted as the patient’s condition changes. On-going observations will usually include recording of Pulse Rate, Respiratory Rate, and Blood Pressure and Oxygen Saturation. Repetition of Conscious Level, Temperature and Blood Sugar will be required in some patients.

Observation of lower acuity patients may be selectively limited, but it is still essential that a full set of vital signs is obtained in these patients.
HDC Case study

Following recommendations by the HDC 2021, ED have responded by implementing an observation policy (can be found on the ED guidelines) and looked at our processes to avoid future misses in patient care. These include:

· Consider red flags for patients who present with atraumatic pain

-Severe pain that does not correspond with mechanism

-Repeat presentations

-Non-weight bearing

· Every patient must have a full set of vital signs recorded during their presentation to ED

· Document parental concerns (symptoms)

· Patients who require more than a standing order of pain relief should be escalated to the ACNM/SMO on duty

· Any patient who represents within 24hrs must be reviewed by the SMO

· Every patient discharged from ED must be given written return advice

Abnormal Vital Signs in Adults 

Patients with abnormal vital signs, as defined below, must have their vital signs repeated and recorded hourly.  

	Criteria 


	· Heart rate < 60 or >100

· Systolic blood pressure <100 or > 160

· Respiration rate <12 or > 20 per min
	· Temperature < 35o  or > 38o C 

· Oxygen saturation < 92% 

· GCS < 15 or not Alert on AVPU scale


Grossly Deranged or Deteriorating Patients

Patients with grossly deranged vital signs should have vital signs recorded at a minimum of 10 minute, sometimes more frequently depending on the acuity of the patient.  An improvement in vital signs (i.e. return to normal) may be an indication to reduce the frequency of recordings.  
There must be documented evidence that appropriate action has been taken, and that abnormal vital signs have been communicated to your preceptor, the ACNM and medical staff 
The following criteria may be used to define abnormal vital signs (VS) in adults: 

· Respiratory rate   < 12 or > 20 per min

· Oxygen Saturations   < 92%

· Heart rate   < 60 or > 100 per min

· Systolic blood pressure   < 100 or > 160 mmHg

· Temperature   < 35o  or > 38o C

· GCS < 15 
The minimum requirement for VS recording in patients who do not have grossly deranged VS is one hourly.  Patients whose length of stay exceeds six hours, and who are stable, may have VS recorded four hourly. 

Paediatric Patients in ED

Tympanic temperatures are  inaccurate in children < 6 months, an axilla should be taken instead. A weight must be taken in all paediatric patients, and all children under 6 months and all triage 3 paediatric patients should have a full nursing assessment along with a full set of vital signs within 30minutes of being triaged.
Physiologic parameters of concern in young children

	Respiratory rate 

Tachypnoea or Bradypnoea 

	Age 
	Too fast
	Too slow

	0 – 3mths
	> 80
	< 25

	4 – 12mths
	> 60 
	< 20

	1 – 4 yrs 
	> 40
	< 15

	≥ 5 yrs 
	> 30
	< 10


	Heart rate (in resting child)

Tachycardia or Bradycardia

Age 

Too fast

Too slow

< 12 mths 

> 180

< 100

1 – 4 yrs.

> 160 

< 90

5 – 12 yrs.

> 140

< 80

≥ 12 yrs. 

> 130

< 60


	Blood pressure 

Hypotension 

Age 

BP Systolic

0 – 3mths 

Less than 50

4 – 12 MThs

< 60 

1 – 4 yrs.

< 70

5 -  12 yrs. 

< 80

> 12 yrs. 

< 90 




The Admitted patient

Vital Signs must be recorded on the Early Warning Score or PEWS (paediatric version) or MEWS (maternity version) 30 mins before leaving the department and warding.. If the patient has been unstable in ED they will need to have modification made to their acceptable scores, this MUST be done by a Dr prior to warding.
The Discharged patient

It is strongly recommended that VS are recorded within 60 minutes prior to a patient’s discharge. 

Documentation 

Please document all vital signs electronically in a timely manner.  
Shift Handover 

Shift handover times are 0700, 1445 and 2245. Prior to the bedside handover a brief overview of the department status is given by the ACNM in the education room. 
Formal handover between nurses occurs in the clinical area and includes a handover process at the bedside.  It is essential at this time that medication charts, IV infusions & fluid balance charts and any other treatment modality etc. is checked/reviewed between the two nurses.

Area specific checklists are carried out once a day- if you have missed a room/area this must be handed over to the next nurse on duty in your area. 
Handover provides a further opportunity to ensure all patients are wearing an ID wrist band for positive identification. 

Early Warning Score 

The EWS and PEWS is auto calculated in EDs electronic obs

Infection Control

The ED is a high risk environment and students need to be vigilant with respect to all aspects of infection control. Standard precautions should be practised at all times. There are resources available outside the isolation room to manage specific requirements. (Airborne, Contact, Droplet).
Be aware of your own immunisation status 

For body or body fluid exposure you will need to see the ACNM if you are exposed. 

APU/ED ACUTE Flow NURSE
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Rhianon Kelland

The Acute flow nurse is a new role designed to help facilitate the flow out of ED into MAPU, the role is underpinned by the Health Target - Shorter Stays in ED.   It is designed to ensure patient safety and flow, for example, the patient is cared for in the appropriate area, and with reduced time delays.
 How to record a 12 Lead ECG
A 12-lead electrocardiogram (ECG) provides vital diagnostic information for immediate clinical decision-making and interpretation of changes with serial ECGs.  Correct lead placement is critical to obtaining a valid ECG recording 

The precordial lead electrodes (V1 through V6) need to be positioned on the chest correctly. Locating the appropriate landmarks for V1 [fourth intercostal space, right sternal border] is critical because this position will then guide placement of the other chest electrodes. 
Placement of the electrode for VI: 

Palpate the jugular notch (a depression), move inferiorly and palpate the manubrium, continue to move inferiorly and locate the angle of Louis (sternal angle), which is at the top of the sternal body. The second rib joins at this point – below this is the second intercostal space.  Move down 2 intercostal spaces to the fourth intercostal space, this is V1 location.  Avoid bony prominences when placing limb electrodes. 

	V1 4th intercostal space, right of sternum 

V2 4th intercostal space, left of sternum 

V3 midway between V2 and V4 

V4 5th intercostal space, in the midclavicular line 

V5 same horizontal plane as V4, on the anterior axillary line (between V4 and V6) 

V6 same horizontal plane as V4, on the mid- axillary line 
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When doing a 12-lead ECG on the Mindray monitor, limb leads are placed as follows:
Right and left arm leads to be placed below clavicles

Right and left leg leads to be placed lower abdomen in line with hips.

If using any of the portable ECG machines, limb leads are placed on the lower extremeties. 
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V4R ECG 

Right ventricular infarction is associated with 40% of inferior infarctions.  On the standard 12 lead ECG right ventricular infarction is indicated by signs of inferior infarction, associated with ST segment elevation in lead V1.  Right sided chest leads are much more sensitive to the presence of right ventricular infarction.  The most useful lead is V4R (an electrode is placed over the right fifth intercostal space in the mid-clavicular line).  Lead V4R should be recorded as soon as possible in all patient with inferior infarction.  Ensure you mark very clearly on the ECG that V4 is now V4R.
	Leave all leads in usual place.

Shift V4 to right side in midclavicular line 5th intercostal space. 

Mark lead changes on ECG e.g.: V4 is now V4R (R=Right)
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ED has a policy on Intravenous Opioid preparation and administration.  As a student you will not be able to administer morphine. But you  should understand the protocol 
General Rules:
· IV medication is only administered by the person who has prepared the drug.

· After administration of IV pain relief any unused medication in the syringe must be discarded or put back in to the DD cupboard.  It is not to be kept in patient files, in patient rooms or nurses pockets!!
· When titrating doses stay with patient to administer required doses  
· In life threatening emergencies there may be an exception to this where on occasion a drug may be drawn up by one person & handed to another to administer.   In this situation it is essential to verbally identify the medication with the person giving the drug before administration. 
	Assessment following administration of IV opioids includes assessment of the patients clinical status including:

· Alertness and orientation

· Respiratory rate

· Blood pressure

· Need for further analgesia


	Sedation scale

S - Normally asleep

1 - Awake
2 - Mild sedation  - occasionally drowsy, easy to rouse

3 - Moderate sedation  - frequent drowsiness, drifts off to sleep mid-conversation

4 - Severe sedation  - requires painful stimulation to rouse
A sedation scale score of 2 and above requires increased observation, monitoring & consideration to withhold further opioids.


STANDING ORDERS

Standing orders in the emergency department: 
Ibuprofen

Paracetamol

Ondansetron

ADT

Amethocaine

As a student nurse you are not permitted to use these standing orders even under the guidance of a RN. You can only give the above drugs if a Doctor has prescribed it you given under supervision of your preceptor you are competent to given them

You should buy the end of week two understand all Emergency standing orders
HEALTH AND SAFETY CHECKLIST 

	CHECKLIST
	TICK

	What are your emergency telephone numbers for

a) fire/security

b) cardiac arrest- adult

                      -paediatric

                      -obstetric/neonatal

     c) police
	


HEALTH AND SAFETY REP      
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Maddy, and Julie
INFECTION CONTROL REP



NZNO REP
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9 week Orientation Plan 

Week one
Day 1: Orientation to ED with educators
Day 2-5 working with key preceptor in acutes/HDU. 

Week two

Working in acutes/High Dependency 
Should be taking 1-2 patients with supervision from preceptor 
Week three

 Working in Acutes/High Dependency

Should be taking 2-3 patients

Should complete IV/phlebotomy and Morphine package
Week four/FIVE
Orientation to nights NB. This may not fall in your 4th week but when your preceptor is due to do night.
In this week you should (if you have not already) be orientated to the stock-checks of each area 

Night can be different from days as there is not as many support staff around to help so the department is run differently i.e. there is only one triage nurse so they may bring people straight through to the department for assessment  

The charge nurse is happy to do the admissions if you put the yellow sheet by their computer.  They may need further information from you about the plan and any special needs: isolation, close-observation, minder.
MAPU would prefer the use of text page, as ringing creates noise potentially waking patients. 

· Male catheterization competency should be completed
· Complete IVC training with the CNE's 
Week six

Taking a 3-4 patients working toward taking full patient load under direct supervision from the preceptor. 

Work with CNS in subacutes (one shift) 

Week Seven

Can cover for preceptors break, should be taking full patient load.  Working with preceptor on time management. Aim for certification in cannulation and phlebotomy.
Week Eight

Should be taking full patient load. 
Week Nine
Completion of orientation book

Taking full patient load (should be working at the level of a NetP nurse in Emergency)  
FIRST DAY ORIENTATION TIMETABLE

· Meet the team: nursing staff, dr’s 

· Orientation around department- Senior offices, WR, triage, acute area, sub-acute area, store room, special procedure/plaster/isolation rooms, sluice, locker rooms, education room, drug room, toilets. 

· Discuss function and role of acute/sub-acute/special procedures/plaster room

· Discuss structure/ layout of drug room-DD keys/bell, drug filing system. Controlled drug check at the end of each shift

· Airway management and oxygen therapy
· Orientate to computer systems

-Web Pas- notes/observations

-Concerto 



(
-White board



(
-ED guidelines



(
-Hutt Valley DHB intranet


· Treasure hunt –find your way around our department
· Meet rest of team CNM, CNS, radiographers. Orientate to equipment

· Phillips monitors-

· admit/discharge




(
· automatic options




(
·  printing of observations



(
· transferring information into resuscitation rooms
(
· IV pumps






(
· Syringe drivers






(
· Defibrillators






(
· -Urinalysis






(
· -Blood sugar machines





(
· -ECG machine/taking ECGs




(
· -Hoist







(
· -RT/Tannoy






(
· Orientate to nurse related issues and orientate to hospital grounds
(
· allocation book






(
· rosters








(
· nurse initiated medications/pathways




(
· hand over sheets for patients admitted to the ward


(
· orientate to store/stock room





(
· orientate to ED guidelines
Orientate to other pathways 







· Neutropenic







(
· Chest pain







(
· Stroke








(
· NOF








(
Pediatric assessment including PEWS





(
· IV therapy 




(
· Opioids





(
· Learning packages



(
	Week 1 
	Nurse   Signature
	Nurses Assessor signature

	History taking      
Documentation 
Admission process 
Discharge process 
Explain roles of each nurse in Dept 
ACNM, CNS, NP, Triage, Waiting room nurse

	
	

	Demonstrates the following

-use the Ambulance RT 
- page staff 
-use the intercom 
-Use of MAP view and white board 
	
	

	Monitoring:

Can admit patient to monitor 
Set up automatic observations 
Transfer patients observation records

to Resus  

Print ECG  
	
	

	Demonstrates correct tequnique for obtaining a ECG and subsequent actions 

	
	


	Demonstrate a clear understanding of the oxygen delivery methods available in ED and their indications for use. 
	
	

	Demonstrates a clear understanding of obtaining a blood sugar and normal parameters of same. As well as when to do ketones 
	
	

	Can explain the triage process i.e. Scores and wait times 
	
	

	Demonstrates correct use of slippery sams Hoist  
	
	

	Urinalysis PCX 
	
	

	Blood sugar PCX 
	
	

	Can demonstrate where to find check list and how to complete these 
	
	

	AED 

Pews 
EWS 
	
	

	
	
	

	Week 2

                  Acutes
	Nurse Signature
	Nurses Assessor signature

	Demonstrates prioritizing work load  
	
	

	Demonstrates managing 2 patients 
	
	

	Can explain the triage score system eg time frames triage two =10min and what types of presentations could be a triage 2
	
	

	Handover to  oncoming nurse ( bed side) 
-The  student Shall be able demonstrate handover process 
	
	

	 Knows how to source medication not in ED stocks 
	
	

	Documentation as per ED requirements 
-The  student is able to demonstrate accurate documentation as per documentation template this also includes observations, blood sampling and documentation if IVC  
	
	

	Demonstrates appropriate assessment using the ABCD approach and can demonstrate when to reassess  patients ie when to do a full set of vitals on a triage 2 patient  
	
	

	Discusses the procedures when a patient arrests during a transfer How to transfer Pt into wellington Hospital 
	
	

	Week 3 

Acutes/HD/Peads
	Nurse Signature
	Nurses Assessor signature

	Demonstrates working with up to  3-4 patients 
	
	

	Paediatrics 
•Discusses the key differences between children and adults 
-Physiological 
-Anatomical 
-Developmental 
-Psychological 
-Identifies common reasons for paeds visits 
-Discusses priorities of care of the sick child 
-Discusses common presentations scenarios associated with NAI 
- explains paediatric triangle assessment


	
	

	Discusses common considerations for management in the elderly 
Psychological 
Social 
Discusses common conditions amongst elderly 
	
	

	Discusses the process to refer patients to speciality services 

Physiotherapy 
Fracture clinic 
MAU 
Dental department 
Outpatients clinics 
District nursing services 
Other hospitals 
	
	

	Discharge instructions


-Can demonstrate  what information should be given to a patient on discharge 
-Demonstrates awareness of written resources available to give patients on discharge 
-Discusses what happens with patient notes on discharge 
	
	

	Week 4

Nights
	Nurse Signature
	Nurses Assessor signature

	Can demonstrate and complete all  checks on the Checklist 
	
	

	Can explain the differences involved with admissions on night shift 
	
	

	Week 5 

Putting it together
	Nurse Signature
	Nurses Assessor signature

	States the procedure followed in the event of a Sudden death in the department Care of the deceased body 
Notification of sudden deaths to:

Police 
Coroner 
Documentation 
Informing relatives 
Disposal of patients property 
Transfer of the body to the Mortuary 
Blessing the room 
	
	

	Informed consent 
Demonstrates how to admit patient to OT 
States the situations where informed consent is required 
States the principle involved in a patients right to decline treatment 
States those people who are able to give consent to another person 
States the principles involved in treating someone when they are unable to give consent 
Discusses the patients rights to access information from patient notes 
	
	

	Takes appropriate hand over including bedside hand over 
	
	

	Working with up to 4 patients  
	
	

	WeEk 6
Putting it together
	Nurse Signature
	Nurses Assessor signature

	Consolidate all learning while caring for a patient load of 4  under the direct supervision of the preceptor
	
	

	Week 7
Subacutes
	Nurse Signature
	Nurses Assessor signature

	By Week 7 you should have had a few shifts down here with you preceptor        
	
	

	Work with CNS for a shift 
	
	

	Shown the following

Basic dressings 
Thumb spiker 
 Splints,  
 Bandaging 
Ring removal 
Cervical collar 
Broad arm sling 
High arm sling 
Collar and cuff 
Scott splint 
	
	

	Week 8/9
Putting it together
	Nurse Signature
	Nurses Assessor signature

	Student should continue to work under the supervision of the preceptor while taking a maximum of 4-6 patients (not per shift).  Should be able to do a full assessment based on the patients presenting complaint and be able to give a detailed plan of nursing interventions to their preceptor.
	
	

	Can cover for breaks in HD and the acute beds.

	
	

	Student should be working at the level of a NetP nurse
Ensure orientation manual is signed off ( 

	
	


TREASURE HUNT

This list is designed to help you become familiar with the environment, but is by no means exhaustive of all the things you will be required to locate. 


	(
	IV fluid store
	(
	IV trolleys

	(
	Clinical policies & procedures

	(
	What are the login PW for students
	(
	“Notes on Injectable Drugs”

	(
	Linen supplies
	(
	Roster

	(
	Clinical Nurse Manager Office
	(
	Manual BP machine 

	(
	CNE/ACNM Office
	(
	Suction Equipment 

	(
	Where to store your bags
	(
	Bio-hazard bags

	(
	 Store room
	(
	Tympanic thermometer covers

	(
	Staff tea room
	(
	Stationery supplies

	(
	District Nurse Referral 
	(
	Photocopier

	(
	X-ray facilities
	(
	Patient charts

	(
	Sluice room
	(
	Laboratory forms

	(
	Dressing & procedure trolleys
	(
	Fire safety equipment

	(
	Oxygen “shut off” valve
	(
	Lamson Tube system

	(
	Ketone Meter

	(
	Familiarise self with Fire Drill

	(
	Locate Alarms for
         Nurse/ Dr. Requiring assistance

	(
	How many fire extinguishers are in the department  and where are they


	(
	Keys to D.D cupboard must be kept on a Registered nurse at all times. If leaving the     


	(
	Department ensure keys are handed to another Registered E.D. nurses.

	(
	Familiarise self with I.V. Policy and Medications Policies 

(Fire exits, manual call   points, fire extinguishers

(Read/familiarize self with Major incident policy (ED guidelines)

(Locate staff medication/first aid box
( Where to find PPEPPE

	(
	Location and use of PPE
( Location of fire mimic panels and fire warden packs
( Locate/read and familiarize self with Emergency management plan (Hard copy in education room/ or found on intranet)
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