PPNO Summary – Endoscopy Documentation & Conscious Sedation
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Contact for further information:




“We are a small rural hospital that provides endoscopy services on a rotating basis from a larger hospital once a week (no anesthesia on site).  Currently the RN is narratively documenting.  Does anyone have a checklist type documentation form they are willing to share?  Additionally, what is your practice during conscious sedation (oxygen, cardiac monitor, etc) and what are your criteria and documentation standards post procedure?  I will send a summary in 3 weeks.”  (sent on October 2, 2020)


Date of Summary:        	October 26, 2020

	Responder Info
	
	Attachment(s)

	Angela Burke, MSN RN CPAN
Clinical Educator
Perioperative Services, Ambulatory Care, and Surgical Inpatient
Brant Community Healthcare System
Brantford, Ontario
519-751-5544 x2655
	We have recently revised our endoscopy flowcharts, I’ve attached the PDF.  You will see our discharge scoring scale on page 3.  Patients must achieve a score of 9/10 in order to be discharged.

When a patient receives conscious sedation (administered by the endoscopist) they have a blood pressure cuff and a pulse oximeter on until they are discharged home.  It is recommended that the patient also be on an end tidal CO2 monitor if they have risk factors such as obstructive sleep apnea.
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ENDOSCOPY NURSING PROGRESS NOTES

Focus

Time | D=DATA A=ACTION R = RESPONSE

Initials

ADMISSION
Date: Time of Arrival:
Allergies: Metal Implants: OO No O Yes/Location:

Reason for Visit:

FOCUS

NURSING HISTORY AND ASSESSMENT

Patient Pre-procedure Questionnaire /
History and Assessment

Reviewed by:

Cardiovascular

O No Difficulties

O Ischemic Heart Disease
O Congestive Heart Failure
O Dysrhythmias

O Valvular Heart Disease
O Other

Endocrine

O Diabetes

Mental Status

O Alert and oriented
O Other

Discharge Plan

Escort confirmed (Name):

Nurse Signature and Status

Initials Nurse Signature and Status

Initials

Phone #
PRE-PROCEDURE CHECKLIST

Initials Focus Initials Focus

Identification band in place and correct Allergy band (if applicable)

Consent complete NPO:= Clears

Solids
. Bowel prep completed: OY ON
Procedure teaching performed If yes, results: O Clear and liquid O Other*
Y, IV started by: Time: Site: Size: Attempts:

Intake O Saline Lock O 1V Infusion  Solution: Rate:
Legend Initials = Normal/Yes N/A = Not Applicable * = Further data in Nursing Progress Notes (page 4)
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Pre-Procedure Vital Signs: BP P RR T Sp0; Pre-Procedure Vital Signs: BP P RR T Sp0;
INTRA-PROCEDURE POST-PROCEDURE
Procedure: Assessments are completed g 15 min until vital signs are 20% of pre-procedure value (a score of 2 for vital signs), then g 1 hr.

Procedure Room:

Enter Room Time:

More frequent assessments will be done if clinically indicated.

Procedure Start Time:

Procedure End Time;

Endoscopist/Surgeon:

Anesthetist:

Focus Time

BP

Vital Signs AR

2 = Within 20% of pre-op value

1 =20 - 40 % of pre-op value RR

0 = less than 40 % of pre-op SpO2

value 02
Score

Activity / Ambulation

2 = Able to ambulate without assistance

(or consistent with pre-procedure status)

1 = Able to ambulate but requires assistance
0 = Limited, Bed rest

Equipment Number Equipment Number Equipment Number
[1 Bronchoscope [1 Colonoscope [1 Flexible Cystoscope
1 Rigid -
[J Gastroscope Sigmoidoscope [1 Rigid Cystoscope
O Endoscoplc Retrograde O F!eX|bI_e | Dilatator
Cholangiopancreatography Sigmoidoscope
[J Laryngoscope . ILEJIneicttrosurgery [ Other
. Buttock: Flank: _— . .
Return Electrode Site: OL OR OL OR Thigh. OL OR O Anterior O Posterior

Settings at Beginning of Case:

Level of Consciousness

2 = Fully awake and alert

(or consistent with pre-procedure status)
1 = responds to verbal or painful stimuli

0 = Unresponsive

Monitoring an

d Medications

Cardiac Monitor: O No [OYes Rhythm:

Pain, Nausea, Vomiting
2 = None/Minimal

1 = Moderate — having required treatment

0 = Severe — requiring treatment

Oxygen Therapy: O Nasal prongs 00 Mask Litres/minute SpO; Time started Bleeding/Drainage: Site(s):
- 2 = None/Minimal
Time Intra-Procedure 1 = Moderate
Medications 0 = Severe
) — Given by Total Score:
Pulse Time Drug, Dose, Route Initials | ppcician .
Initials:
RR Time Medication Initials Time Medication Initials
BP
Sp0O2
02
Pain Score BIEELITEEE
Initials Focus Initials Focus
ETCO2 Patient has achieved discharge criteria Discharge Instruction Sheet received and reviewed
Patient tolerating fluids (unless NPO) with patient and/or family member and understood
Ramsay Score - - - - T . " "
Patient is passing flatus (if post colonoscopy) Prescription given to patient and/or family member
Initials Patient denies pain Pro_sthetlc dewces/_personal belongings returned to
Dot dure Skin Within N PP Nurmber of Soeci Sent patient and/or family member
ost-procedure Skin Within Normal Limits: OY O N* umber of Specimens Sent: - . . .
P i P Ride: Called At: Estimated Time of Arrival:
Discharge from Endoscopy Room
O From Endoscopy Room to Observation Bay Time: Initials: IV: Discontinued by: Time: Catheter Intact: O Y O N* Site Satisfactory: O Y O N*
O From Endoscopy Room to Inpatient Room — TOA given to: O Via wheelchair O Ambulatory | O Other
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Time: Escorted out of department by:
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