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	Hi Katie

Please see the attached policy and form that is used in the ED
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	Good Morning Katie,

Please find our ED Procedural Sedation policy, pre-printed orders, and education sheets from CPDMH.
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Procedural Sedation Assessment

		







		EQUIPMENT PREPARED



		 FORMCHECKBOX 
 OXYGEN


 FORMCHECKBOX 
 SUCTION


 FORMCHECKBOX 
 RESUSCITATION / CRASH CART



		MEDICATION READY



		 FORMCHECKBOX 
 flumazenil


 FORMCHECKBOX 
 naloxone


 FORMCHECKBOX 
 diphenhydrAMINE



		STAFF:  
MD: ____________________    RN: _____________________  OTHER ___________________



		PRE-PROCEDURAL VITAL SIGNS  
TIME: _______



		BP:

		PULSE:

		RESP:

		Ramsay Sedation Scale:

		SAT:

		O2 at ________%



		Ramsay Sedation Scale to be used Intra-Procedural to document depth of sedation





		1

		Patient is anxious and agitated or restless, or both.

		1



		2

		Patient is cooperative, orientated and tranquil.

		2



		3

		Patient responds to commands only.

		3



		4

		A brisk response to a light glabella tap or a loud auditory stimulus.

		4



		5

		A sluggish response to a light glabella tap or a loud auditory stimulus.

		5



		6

		No response to a light glabella tap or a loud auditory stimulus

		6



		ALLERGIES:

		PATIENT INFORMED OF RISKS/BENEFITS


 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO



		LAST MEAL:

		ASSESSMENT:
              q 2min  DURING MED TITRATION
        q 15min x 1 hr AFTER PROCEDURE


                                              x 6 min FOLLOWING A BOLUS

		



		TIME:

		

		

		

		

		

		

		

		

		



		MEDICATIONS


(drug, dose, route)




		

		

		

		

		

		

		

		

		



		Pulse

		

		

		

		

		

		

		

		

		



		RR

		

		

		

		

		

		

		

		

		



		BP

		

		

		

		

		

		

		

		

		



		02 IN USE

		

		

		

		

		

		

		

		

		



		SaO2

		

		

		

		

		

		

		

		

		



		CARDIAC RHYTHM

		

		

		

		

		

		

		

		

		



		PAIN SCALE /10 or N/A

		

		

		

		

		

		

		

		

		



		RAMSAY SCORE (ABOVE)

		

		

		

		

		

		

		

		

		



		NURSE INITIALS 

		

		

		

		

		

		

		

		

		



		DISCHARGE:

		

		IV SITE CHECKED ________



		VITAL SIGNS:   Pulse  _______     RR  _______        BP  ______

NEUROVASCULAR STATUS:   FORMCHECKBOX 
  INTACT
 FORMCHECKBOX 
  N/A

		

		PORTABLE Chest X-ray COMPLETED_________



		

		

		



		

		

		



		ENDOTRACHEAL TUBE (ET) SIZE_________

ET PLACEMENT TAPE__________

		





6111 Revised Apr. 2017

		Post-anesthesia discharge scoring system (PADSS) to be used for discharge criteria


Q 15 minutes X 1 hour after procedure. May discharge when score is > 9





		Focus

		Time

		

		

		

		

		

		



		Vital signs


2 = within 20% of pre-op value


1 = 20-40 % of pre-op value


0 = < 40 % of pre-op value




		BP

		

		

		

		

		

		



		

		HR

		

		

		

		

		

		



		

		RR

		

		

		

		

		

		



		

		SaO2

		

		

		

		

		

		



		

		O2

		

		

		

		

		

		



		

		Score

		

		

		

		

		

		



		Activity/Ambulatory


2 = Able to ambulate without assistance


1 = able to ambulate but requires assistance


0 = limited, bed rest

		

		

		

		

		

		

		



		Level of Consciousness


2 = Fully awake


1 = responds to verbal or painful stimuli


0 = Unresponsive

		

		

		

		

		

		

		



		Pain, Nausea, Vomiting


2 = None/Minimal


1 = Moderate – having required treatment


0 = Severe – requiring treatment

		

		

		

		

		

		

		



		Bleeding/Drainage


2 = None/Minimal


1 = Moderate


0 = Severe

		

		

		

		

		

		

		



		SCORE

		

		

		

		

		

		

		





		DATE/TIME

		PROGRESS NOTES
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Conscious Sedation and Analgesia Record ER Room                  Amb Care     


Date :                   Procedure :                     Physician:       
                        
Time:             Start:   End:   Nurse:         


Guidelines to be completed before sedation         During Procedure -  
    Vital Signs 
1._____ Consent Obtained       


    q - 5min   
2._____ Discharge Plan       


  Post Procedure - Vitals 
3._____ Allergies_____________________________________       


    q - 5min for 15min 
4._____ Weight  _____ kg       


    q - 15 min for 45min 
5._____ Pt last had   Liquids_____hr    Solids_____hr       


   OR until patient meets  
6._____ IV access     discharge criteria key 


      
7._____ Baseline TPR, BP       


      
8._____ Baseline O2 Sat       


      
9._____ Airway equipment at bedside.  To include oral airway, bagging unit, oxygen, suction,     


pulse oximeter       
      


10._____ Crash cart with monitor       
      


11._____ Reversal agent readily available (Naloxone, Narcan) & (Flumazenil-Anexate)       
                        
           02 Rate  Cannula _________________L      
           Time Started:___________  Mask __________________%      
           Time Finished:__________  Other:____________________      


PRE-SEDATION ASSESSMENT (circle)             


Airway - own   dentures    partial    obese      


Breathing - normal        shallow        wheezy       laboured        rapid         congested     


Circulation - warm        pale        pink       cool        diaphoretic        cyanosed        hot   mottled   


Time:           Signature:_________________________________________________ 
        
    Physician:________________________________________________ 
         
    Nurse:___________________________________________________ 


          Page 1 of 2 ER-Form #946 -05-11 
 


 







 


 


 
 
 


 Conscious Sedation and Analgesia Record 
                                                                 


Time  Medication           Dosage              Initial   Vital Signs             


                                                                 
                                                                 
                                                                 
                                                                 
                                                                 
                                                                 
                                                                 
                                                                 


  
   15     30     45     60     75    


  


TIME 
                                


DISCHARGE CRITERIA KEY 


220 
                                


  


210 
                                


1. Activity   


200 
                                


0 = Unable to lift head or move extremities 


190 
                           


    voluntarily or on command   


180 
                                


1 = Lifts head spontaneously and moves 


170 
                       


        extremities voluntarily or on command   


160 
                                


2 = Able to ambulate as prior to sedation 


150 
                                


  


140 
                                


2. Breathing   


130 
                                


0 = Apnoeic   


120 
                                


1 = Dyspnoea or shallow, irregular breathing 


110 
                                


2 = Able to breathe deeply & cough on command 


100 
                                


  


90 
                                


3. Circulation   


80 
                


 0 ‘=Systolic BP below 100mm Hg    


70 
                               


1 = Systolic BP above 100mm Hg 


60 
                                


2 = Systolic BP with normal limits for patient 


50 
                                


  


40 
                                


4. Consciousness 


30 
                                


0 = Not responding, or responding only to  


20 
                                


painful stimulus   


0 
                                


1 = Responds to verbal stimuli but falls asleep readily 


O2 sat                                2 = Awake, alert, and oriented to baseline 


RESP                    


Discharge Instructions Given To: (√) 
 


□ Patient              □ Relative              □ Other              Initial_____________  


DISCHARGE CRITERIA MUST BE 7 
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CARLETON PLACE AND DISTRICT MEMORIAL HOSPITALPRIVATE 



EMERGENCY DEPARTMENT MANUAL



POLICY


		PRIVATE 
APPROVED:

		MAC

		FILE NUMBER:

		ER-c-082



		NUMBER:

		ER-c-082

		PAGE:

		1 of 1



		DATE:

		APR 1997

		DISTRIBUTION:

		



		REVIEWED:

		APR00,MAY08,JUN11,FEB15,MAY16

		



		REVISED:

		JUL 2000, JULY 2010

		

		






CONSCIOUS SEDATION IN THE EMERGENCY DEPARTMENT

══════════════════════════════════════════════════════════════════════


When conscious sedation is administered in the Emergency Department, there must be sufficient staffing; the Emergency physician (and another physician if he/she feels it is required) and an R.N. who is responsible for monitoring and documenting patient status. The recovery phase time in this institution is a minimum of one hour.


There must be the availability of airway management equipment and personnel, provision of oxygen pulse oximetry, reliable intravenous access, and immediate availability of reversal agents.


When Baseline TPR, B.P. and O2 saturation is done, then vital signs are done q5 min x 15 min and then q15 min x 45 min. (See ER form # 946).

The post-anaesthetic score scale and the discharge criteria for recovery room will be used for these patients.  The physician will decide on the discharge of the patient from hospital after the recovery stage.


References:
NENA Outlook, Volume 20, Spring 1997.  "Paediatric Analgesic and Sedation," Catherine A. McDonald, R.N., BHSc, ENC(C).





Nursing 96 - June.  "Full Speed Ahead - With Caution Pushing Intravenous Medications".





Journal of Emergency Nursing.
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 1 


 


 


 


 


 


 


Your child has received medication for sedation 


or pain relief while in the Emergency Department. 


 


It is important that you understand what has been 


done for your child and what to expect over the 


next 24 hours. 


 


Please ask the Nurse or Physician any question 


you may have before you take your child home. 


 


*** Your child's balance may be affected over the 


next 24 hours.  Your child should be supervised 


for all activities during this time.  Example:  Your 


child should not play outside alone, or be left 


alone in a bathtub. 


 


*** Wake your child if he/she goes to sleep every 


two hours at least twice.  (If your child goes to 


sleep at 8:00 PM, you would wake him/her at 


10:00 PM and 12:00 AM)  Check to see that they 


recognize you or can tell you where they are.  If 


your child is too young to talk, make sure they are 


able to respond to you when you wake them. 


 


*** Don't give your child solid foods 


immediately,  your child may vomit.  Start on 


clear liquids first, e.g. clear juice, ginger ale, and 


then go to other liquids and solids as your child 


tolerates them.  If nausea and vomiting occur, go 


back to clear fluids. 


 


*** Normally, you should not give your child any 


medication after they leave the Emergency 


Department.  If your child is on any medication 


routinely, please ask the Emergency Physician 


when you should restart the medication. 


 


 


 


 


 


 


 


 


 


*** Be aware of any changes in your child's 


behaviour or unusual activities.  Example: Your 


child is not able to tolerate solids. 


 


MEDICATION GIVEN: 
________________________________________


________________________________________


________________________________________


________________________________________


________________________________________ 


 


 


PRECAUTIONS: 
________________________________________


________________________________________


________________________________________


________________________________________


________________________________________ 


 


TIME AND DATE: ______________________ 


 


SIGNATURE:___________________________ 
 


 


IF YOU HAVE ANY PROBLEMS OR 


QUESTIONS, PLEASE CALL THE 


EMERGENCY DEPARTMENT. 


 


IMPORTANT PHONE NUMBERS 


 


Carleton Place Hospital: 257-2200 


Ambulance: 911 


 
Copied by Patient Information Services, CPDMH August/2000 from the 


Journal of Emergency Nursing, courtesy of Surrey Memorial Hospital, 
British Columbia. Volume 23. Patient Information Services provides this 


services for the purposes of education and information. The material 


provided is the opinion of the author(s) and the Service accepts no liability 
for, nor endorses the content. The services is not diagnostic and it should 


not be assumed that by receiving information for a specific medical 


condition that a diagnosis is being made by the Service. If you have 
concerns about health, please consult your health care professional. 


 


Pt Info Sheet-Form # 406-08-00  Revised 04-2011 


 


PEDIATRIC CONSCIOUS SEDATION IN THE 


EMERGENCY DEPARTMENT 
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                  Patient Information Services 
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 1 


 


 


 


 


 


You have received medication for sedation or pain 


relief. 


 


It is important that you are aware of the effects of 


the medication. 


 


*** Your balance and coordination will be 


affected.  Do not drive or operate machinery until 


effects of the medication are gone. 


 


*** Someone should be available to check you 


every 2 hours for the next 6 hours.  If you go to 


sleep, someone should waken you in 2 hours and 


in 4 hours. 


 


*** You may feel nauseated.  Start taking clear 


fluids first, then go to solids as you are able. 


 


*** If you are taking any medication, ask the 


Emergency Physician when you should restart the 


medication. 


 


MEDICATION GIVEN: 


________________________________________


________________________________________


________________________________________


________________________________________


________________________________________ 


 


PRECAUTIONS: 


________________________________________


________________________________________


________________________________________


________________________________________


________________________________________ 


 


 


 


 


 


 


 


 


 


 


 


TIME AND DATE: _____________________ 


 


SIGNATURE: _________________________ 


 


 


IF YOU HAVE ANY PROBLEMS OR 


QUESTIONS, PLEASE CALL THE 


EMERGENCY DEPARTMENT. 


 
CPDMH promotes a healthy safe environment for anyone who 


works at, is admitted to or visits any of our sites by banning 


smoking on the property. Employees, patients, and visitors are 


not permitted to smoke within CPDMH buildings or on 


CPDMH exterior grounds. The hospital recommends that all 


patients and employees who are addicted to the use of tobacco 


products undertake a comprehensive smoking cessation 


program. Smoking cessation program/initiatives will be made 


available to employees through Occupational Health and 


Safety Services and to patients through their most responsible 


nurse. Existing regulations including Federal, Provincial and 


Municipal statutes are enforced. 


 


IMPORTANT PHONE NUMBERS 


 


Carleton Place Hospital: 257-2200 


Ambulance: 911 


 


 


 


 
 


 


 


 


 


 


 
Reviewed by Patient Information Services, CPDMH, 01/2000. Patient 


Information Services provides this services for the purposes of education 
and information. The material provided is the opinion of the author(s) and 


the Service accepts no liability for, nor endorses the content. The service is 


not diagnostic and it should not be assumed that by receiving information 
for a specific medical condition that a diagnosis is being made by the 


Service. If you have concerns about health,  please consult your health care 


professional. 
 


Pt Info Sheet-Form# 402-01-07 Revised 04-2011 


 


Adult Conscious Sedation in the Emergency Room 
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PURPOSE: 


To provide a standardized approach for the administration and monitoring of procedural sedation and analgesia for diagnostic or therapeutic patient procedures in a controlled environment in the Emergency Department (ED), Ambulatory Care Unit (AC) and Critical Care Unit (CCU). 

POLICY STATEMENT:


Staff will have the knowledge, skill and judgement to administer procedural sedation and manage the outcomes. The most responsible nurse will collaborate with the most responsible physician to determine the need for anesthesiologist, cardiac monitoring and end-tidal capnography.

DEFINITION (S):

Procedural sedation: A condition produced by the administration of pharmacological agents to provide analgesia and sedation to facilitate a procedure. The technique of administering sedatives or dissociative agents with or without analgesia to induce an altered state of consciousness that allows the patient to tolerate painful or unpleasant procedures

Examples of situations that require procedural sedation include, but are not limited to, orthopedic reduction of fractures/dislocations, endoscopy, bronchoscopy and cardioversion.

Moderate sedation:  Anxiolysis or suppressed level of consciousness is where the patient responds purposefully to verbal commands with light stimulation and can maintain spontaneous respirations and airway without assistance.

Continuum of Depth of Sedation:

The levels of procedural sedation

		

		Minimal Sedation

		Moderate Sedation/Analgesia


(Conscious sedation)

		Deep Sedation/Analgesia

		General Anaesthesia



		Responsiveness

		Normal response

		Purposeful response

		Purposeful response after painful or repeated stimulation

		Unarousable, even with painful stimuli



		Airway

		Unaffected

		No intervention required

		Intervention may be required

		Intervention often required



		Spontaneous ventilation

		Unaffected

		Adequate

		May be inadequate

		Frequently inadequate



		Cardiovascular function

		Unaffected

		Usually maintained

		Usually maintained

		May be impaired





American Society of Anesthesiologists (2002)

PROCEDURE:


Moderate and Deep Sedation:

1. Intravenous access will be established prior to the procedure and maintained until discharge.


2. Assure that pharmacologic antagonists for benzodiazepines and opioids are immediately available in the procedure suite or room. 


3. If deep sedation is used, there must be a healthcare provider present in the room who has the knowledge, skill and judgement of managing the airway.

4. Supplementary oxygen, suction, resuscitation equipment, airway management and reversal agents must be checked prior to the procedure and must be immediately available. 

5. Pre-procedure documentation will include patient history and assessment, allergies, pre-procedure vital signs, NPO status and consent (if applicable). 

6. Intra-procedural monitoring and documentation shall include: level of sedation, cardiac rate, blood pressure, respiratory rate, pulse oximetry every five (5) minutes during medication titration and q15 minutes post procedure until awake.  Continuous end-tidal capnography monitoring should be available when required and considered for high risk patient’s undergoing deep sedation (Ramsay Sedation Score (RSS) of 4-6), [Appendix A]. The use of electrocardiographic monitoring during moderate sedation should be used in patients with clinically significant cardiovascular disease or those who are undergoing procedures where dysrhythmias are anticipated.

7. The patient will be discharged only when alert, oriented and ambulatory, and should be accompanied by a responsible person when Post-Anesthesia Discharge Scoring System (PADSS) [Appendix B] score is equal or greater than 9.

8. Discharge instructions will be reviewed with the patient and/or responsible person prior to patient discharge.  Written discharge instructions will go home with the patient.

9. Ensure that a designated Registered Nurse, other than the practitioner performing the procedure is present, to monitor the patient throughout the procedure.


· The individual responsible for monitoring the patient should be trained in    the recognition of apnea and airway obstruction and be authorized to seek additional help.


· The designated individual may assist with minor, interruptible tasks once the patient’s level of sedation and vital signs have stabilized providing that adequate monitoring for the patient’s level of sedation is maintained.

DOCUMENTATION:

Document using the Procedural Sedation Record/Endoscopy Record.

The RN should assess and document depth of sedation using the Ramsay Sedation Scale [Appendix A]. The RN will assess the readiness for discharge from the ED, ACU and CCU setting using the Post-Anesthesia Discharge Scoring System [Appendix B].

All assessments, interventions and outcomes will be documented in e-documentation using the appropriate documentation tools or on the appropriate paper documentation tools where e-documentation is not available.


RELATED PRACTICES AND / OR LEGISLATIONS:


N/A 


REFERENCES:


American Society of Anesthesiologists (2018).  Practice guidelines for moderate procedural sedation and analgesia 2018.  Anesthesiology, 128(2), 437-479.


American Society of Anesthesiologists Task Force on Sedation and Analgesia by Non-Anesthesiologists (2002).  Practice guidelines for sedation and analgesia by non-anesthetists.  Anesthesiology, 96(4), 1004-17.


American Society of Gastroenterology Nurses and Associates (CSGNA) (2015). Procedural Sedation: Position Statement for Role of Registered Nurses Retrieved from: https://colibri-production-app.s3.amazonaws.com/sites/555e068a83781212ec01929d/assets/55f6bec64a2c09a49800ead0/Procedural_Sedation_position_statement_and_role_of_the_RN_April_11_2015.pdf

Association of perioperative Registered Nurses (2108).Guidelines for Perioperative Practice: Denver Colorado, AORN

Canadian Journal of Anesthesia (2018). Guidelines to the Practice of Anesthesia. 65: 76-104 DOI 10.1007/s12630-017-0995-9

Canadian Journal of Anesthesia (2018) Position Paper on Procedural Sedation: An Official Paper of the Canadian Anesthesiologists’ Society. Retrieved from https://cas.ca/English/Page/Files/97_Appendix%206.pdf

Canadian Society of Gastroenterology Nurse’s & Associates (Nov. 2002).  Guidelines for the Care of the Patient Receiving Conscious Sedation

Dobson, G. et al (2018) Guidelines to the practice of anesthesia: Canadian Journal of Anesthesia DOI 10.1007/s12630-017-0995-9

National Association of PeriAnesthesia Nurses of Canada (NAPAN) (2018) Standards for Practice, 4th edition.

APPENDICES:

Appendix A: Intra-procedural Ramsay Sedation Scale


Appendix B: Post-Anesthesia Discharge Scoring System (PADSS)


Appendix A: Intra-procedural Ramsay Sedation Scale


		1

		Patient is anxious and agitated or restless, or both.



		2

		Patient is cooperative, orientated and tranquil.



		3

		Patient responds to commands only.



		4

		A brisk response to a light glabella tap or a loud auditory stimulus.



		5

		A sluggish response to a light glabella tap or a loud auditory stimulus.



		6

		No response to a light glabella tap or a loud auditory stimulus





Appendix B: Post-Anesthesia Discharge Scoring System (PADSS)

		Focus

		Time

		

		

		

		

		

		

		



		Vital signs


2 = within 20% of pre-op value


1 = 20-40 % of pre-op value


0 = < 40 % of pre-op value




		BP

		

		

		

		

		

		

		



		

		HR

		

		

		

		

		

		

		



		

		RR

		

		

		

		

		

		

		



		

		SaO2

		

		

		

		

		

		

		



		

		O2

		

		

		

		

		

		

		



		

		Score

		

		

		

		

		

		

		



		Activity/Ambulatory


2 = Able to ambulate without assistance


1 = able to ambulate but requires assistance


0 = limited, bed rest

		

		

		

		

		

		

		

		



		Level of Consciousness


2 = Fully awake


1 = responds to verbal or painful stimuli


0 = Unresponsive

		

		

		

		

		

		

		

		



		Pain, Nausea, Vomiting


2 = None/Minimal


1 = Moderate – having required treatment


0 = Severe – requiring treatment

		

		

		

		

		

		

		

		



		Bleeding/Drainage


2 = None/Minimal


1 = Moderate


0 = Severe
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