[image: ]Virtual Care Operational SOP Templates
for Residential Aged Care

These templates can be adapted to your home’s policies and quality system. Replace placeholders in brackets and align to local escalation pathways and documentation systems.

SOP 1  Virtual care session
	SOP ID
	[ ]

	Version
	[v1.0]

	Owner
	[Role]

	Clinical owner
	[Clinical Lead]

	Review cycle
	90 days post go-live, then annually (or earlier if workflows change)



Purpose
Provide a consistent, safe process for delivering a virtual care session using Visionflex at [Home].
Scope
Applies to Phase 1 use cases (UC1 to UC3) and any future virtual consultations delivered in the home.
Roles
External clinician: clinical decisions, advice, orders, and documentation in their system (as applicable).
Onsite RN/EN: resident preparation, consent confirmation, observations and peripherals (as trained), escalation initiation, documentation in resident record.
Coordinator/admin: booking, invitations, pre-read pack, follow-up tasks.
IT support: connectivity and device access, technical escalation.

Procedure
Confirm booking details (resident, clinician, time, participants, intended use case).
Prepare environment (private space, good lighting, minimal noise, safe setup).
Prepare equipment (power, network connection, correct camera and audio selected, peripherals connected if required).
Start session and confirm identity and who is present on both sides of the call.
Explain what will happen and confirm consent to proceed via virtual care. Document consent in the resident record.
Deliver the consult per the agreed workflow. Use peripherals only as trained and required for the use case.
If the consult becomes clinically unsuitable for virtual care, move to the agreed in-person or escalation pathway.
Close the session by summarising next steps and confirming follow-up actions.
Document the consult in the resident record, including attendees, consent statement, key findings, and actions.
Clean and store equipment as per SOP 5.

Exceptions and safety triggers
If deterioration or red flags occur, follow SOP 2 Clinical escalation.
If technology fails, follow SOP 3 Troubleshooting and failover.

Records
Resident clinical record entry (including consent and attendees).
Any issues log entry (if workflow or technology caused friction).

SOP 2  Clinical escalation and deterioration recognition
	SOP ID
	[ ]

	Version
	[v1.0]

	Owner
	[Role]

	Clinical owner
	[Clinical Lead]

	Review cycle
	90 days post go-live, then annually (or earlier if workflows change)



Purpose
Define how staff recognise risk and escalate clinical concerns during a virtual care encounter.
Scope
Applies during any virtual care session delivered from [Home], including urgent reviews and after-hours coverage.
Escalation triggers
Use the home’s existing escalation criteria first. If none exist for virtual care, align to common red flags such as acute deterioration, chest pain, severe shortness of breath, stroke symptoms, uncontrolled bleeding, rapid clinical decline, severe behavioural disturbance, or other immediate safety concerns.
Procedure
If imminent risk, call emergency services per local protocol. Do not rely on video continuation for safety-critical decisions.
Notify the senior clinician/nurse in charge (where applicable) and the external clinician immediately.
Follow the home’s escalation pathway (business hours and after hours) including hospital transfer or urgent medical review.
Document the trigger, time, who was contacted, actions taken, and outcome in the resident record.
Log the event for clinical governance review as per the home’s incident management process.

Records
Resident clinical record entry
Incident report (if required)
Issues log entry (if process improvement required)

SOP 3  Troubleshooting and technical failover
	SOP ID
	[ ]

	Version
	[v1.0]

	Owner
	[Role]

	Clinical owner
	[Clinical Lead]

	Review cycle
	90 days post go-live, then annually (or earlier if workflows change)



Purpose
Ensure staff can restore service quickly or safely fail over when technology issues occur.
Scope
Applies to all Visionflex virtual care sessions delivered at [Home].
Principles
A short test call in a new room or network reduces failures.
During a clinical interaction, the priority is continuity of care, not perfect video.

Rapid checks during a session
Audio issue: check mute settings and correct microphone selection. Reconnect once.
Video issue: toggle camera off/on once. Reconnect once.
Peripheral issue: confirm correct device selected. Reseat cable or reconnect Bluetooth once.
If the session cannot connect within 2 minutes, move to failover.

Failover pathway
Switch to audio-only if clinically appropriate.
Switch to phone if needed.
Reschedule to video when safe and practical.

Escalation
If a fault persists or recurs, log a ticket with time, location, connection type, error message, and device IDs.
If resident safety was affected, log a clinical incident as per SOP 2.

Records
Support ticket
Issues log entry
Incident report (if required)

SOP 4  Privacy, consent, and information handling
	SOP ID
	[ ]

	Version
	[v1.0]

	Owner
	[Role]

	Clinical owner
	[Clinical Lead]

	Review cycle
	90 days post go-live, then annually (or earlier if workflows change)



Purpose
Ensure privacy and lawful handling of resident health information during virtual care sessions.
Scope
Applies to all virtual care sessions delivered via Visionflex at [Home], including storage and sharing of notes and images.
Key requirements
Confirm consent before each consult and record it in the resident record.
Confirm who is present on both sides of the call, including family, interpreter, or trainees.
Use a private space where possible. Manage screens and audio to avoid inadvertent disclosure.
Do not record sessions unless approved under local policy and consent is obtained.
Treat images and device outputs as health information and store or share only via approved systems.

Procedure
Before the session: select a private space, check signage if needed, and ensure only approved users and devices are used.
At session start: confirm identity, participants, and consent. If a resident lacks capacity, follow local policy for substitute decision makers.
During the session: share only information necessary for care. Avoid using personal messaging apps for clinical information.
After the session: document in the resident record. Store images and files only in approved locations. Do not keep files on personal devices.
If a privacy incident occurs, report it immediately using the home’s incident management process.

Records
Resident clinical record entry
Consent record (where applicable)
Incident report (if required)

SOP 5  Equipment cleaning, storage, and battery management
	SOP ID
	[ ]

	Version
	[v1.0]

	Owner
	[Role]

	Clinical owner
	[Clinical Lead]

	Review cycle
	90 days post go-live, then annually (or earlier if workflows change)



Purpose
Maintain equipment readiness, infection control, and asset safety for the Visionflex cart or kit.
Scope
Applies to all Visionflex devices and peripherals used in the home.
Procedure
After each session, clean touch points using approved cleaning products in line with infection control procedures.
Dispose of single-use items (for example, stethoscope covers) as per local policy.
Check equipment condition, cables, and peripheral storage. Report damage immediately.
Return equipment to the nominated storage and charging location.
Confirm battery status (cart, tablet, peripherals). Recharge so the kit is ready for the next consult.
Weekly: perform a short test call and confirm software and peripherals are functioning.

Records
Equipment checklist (optional)
Issues log entry for faults or damage

SOP 6  Booking and coordinating external providers
	SOP ID
	[ ]

	Version
	[v1.0]

	Owner
	[Role]

	Clinical owner
	[Clinical Lead]

	Review cycle
	90 days post go-live, then annually (or earlier if workflows change)



Purpose
Provide a consistent approach to booking and preparing virtual consults with external providers.
Scope
Applies to scheduled and ad-hoc consults with GPs, allied health, specialists, pharmacists, and hospital teams.
Procedure
Confirm the reason for consult and clinical urgency with the Clinical Lead or RN in charge.
Book the appointment using the agreed pathway (practice booking process, referral process, or case conference process).
Send the invitation link and confirm contact details for provider and backup contact.
Prepare a short pre-read pack for the provider (relevant summary, medication list, recent observations, images if approved).
Assign onsite staff member to support the resident during the consult.
Run a quick technology check 5 to 10 minutes before start time.
After consult, confirm actions, orders, and follow-up appointments, and document in the resident record.

Records
Booking record
Resident clinical record entry
Follow-up task list

Appendix A  Room setup checklist
Lighting is even and on the resident’s face
Room is private and quiet
Setup is safe and comfortable, cords managed
Internet connection is stable (or backup available)
Audio is clear (headset or external microphone if needed)
Resident privacy is protected, screen positioned appropriately

Appendix B  Pre-consult checklist
Resident record reviewed, reason for consult clear
Medication list and key observations available
Consent approach confirmed (resident or substitute decision maker)
Participants confirmed (family, interpreter, clinician team)
Equipment charged, peripherals ready if required
Failover plan ready (phone number, alternate network)

References
· OAIC Guide to Health Privacy and related chapters. 
· ADHA secure online conferencing guidance. 
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