3 {':i Rhode Island Hospital

A Lifespan Partner
SEDATION MONITORING RECORD (Page 1 of 3)

Date: Time:

PLANNED PROCEDURE:
Pre-procedure DIAGNOSIS/INDICATION:

ALLERGIES: U No Known QO Yes (list)
MEDICATIONS: O None O Yes (list)

HISTORY & PHYSICAL EXAM

0 Check here if H&P: a) Was performed within 30 days preceding procedure, b) Is in the hospital record and is
present at the time of the procedure & c) Has been reviewed and no significant change is noted in patient’s condition.
(If any one of the above conditions is not met, complete History & Physical Exam below.)

HISTORY: Q Check here if benign medical history. (If positive, check and/or describe below.)

awmi Q Angina Q Stroke Q Seizure
Cardiac: CNS: Q Hypertension
Q Asthma O COPD 0O OSA QO Diabetes QO Hypothyroid
Pulmonary: Endocrine: Q Pregnant
a TIA Q Claudication Q Dialysis O CRF
Vascular: Renal: Q Hepatitis
Bleeding problem: Other significant history:

REVIEW OF SYSTEMS, significant findings:

PHYSICAL EXAM: (All five elements are required. Use check boxes below or describe if variation.)

Head and Neck: [ no masses or bruits | Lungs: U clear Extremities: 1 no edema, pulses intact

Heart: O sinus rhythm, no murmur | Mental Status: U alert & oriented x 3 Other:

LABS: U Nonerequired U Results acceptable U Other
EKG: U Nonerequired 0 Results acceptable U Other

Unless otherwise directed by the patient or surrogate decision maker & documented in the hospital record,
Do Not Resuscitate (DNR) ORDERS WILL BE SUSPENDED DURING SEDATION

ASA PHYSICAL STATUS CLASSIFICATION: (select one)
O ASA | - normally healthy patient T ASA Ill - severe systemic disease =~ 1 ASA V - moribund patient
O ASA Il - mild systemic disease U ASA IV - life-threatening disease U E - emergency

O No QO Yes History of COMPLICATION WITH SEDATION:
SEDATION PLAN: Q DeeQ Sedation (LOC 3-4) administered only by Anesthesia Dept. or personnel approved by Anesthesia Dept.

U Moderate Sedation Medication: U No Sedation
O Sedation risks and options explained, NPO Guidelines:
questions answered, consent for sedation obtained S et Mk drrs

0 Appropriate monitors, resuscitative & 1V equipment available Clear Liquids & Oral Contrast > 20rs
L NPO status verified Time of Last Intake: Solids/Milk Clear Liquids Mallampati Airway Class
Q Airway assessment performed Airway Class :

MD/NP Signature: Date:

Print Name: Phone/Beeper:
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Date:
Arrival Time: O Amb O wcC Q Stretcher
Hospital Department: Location:
Pre-Procedure Vital Signs / Assessments
Time: BP: Temp: P: RR: SpO,: *LOC: | **Pain: Age | Wt.: IV Access:
U Yes U No

Cardiac Monitor

Respiratory Monitor

a MONITORS APPLIED: Pulse Oximetry/Pulse (Continuous SPO2 - Required) BP Monitor

ETCO, (ED Use Only)

IMMEDIATE PRE-PROCEDURE “TIME OUT”

Please STOP here!
Complete an Invasive Procedure Verification Checklist form to document confirmation of correct
patient, procedure, and site prior to performance of this invasive procedure on this patient.

U Patient reassessed immediately prior to procedure

INTRA-PROCEDURE MONITORING - As per Standards (q 5-15 min - Continuous SpO2 required)

Time BP P RR | SpO, * 0O, *k ETCO;

. ED Use
LOC Pain Only

Rhythm

Time

Medication

Dosage | Route I\
Solu-
tion

RN/MD Signature

Events/Notes:

*LOC (Awake alert-0) (Drowsy-1) (Arouses easily-2) (Difficult to arouse-3) (Unable to arouse-4)

**Pain Scale 0-10

Procedure End Time:

IMMEDIATE POST-PROCEDURE VITAL SIGNS / ASSESSMENT:

Tolerated Procedure Well: O Yes 0O No (See Notes)

RN and/or MD Signature: Date:

Time: ‘ BP; ‘ Terp: ‘ P: ‘ RR: | 0,

‘ * OC;

‘ **Pair;
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Date:

POST-PROCEDURE MONITORING - As per Standards (Minimum Q 15 min - Continuous SpO2 required)
Minimum recovery period of ¥ hour post administration of sedation is required.

Time BP P RR | SpO, * 0, *%k ETCO, | Time Medication Dosage | Route v RN/MD Signature
. ED Use Solu-
Rhythm Loc Pain Only tion
Events/Notes:

*LOC (Awake alert-0) (Drowsy-1) (Arouses easily-2) (Difficult to arouse-3) (Unable to arouse-4)
**Pain Scale 0-10

Prior to discontinuing monitoring, patient MUST meet Criteria for Discontinuation of Sedation Monitoring

Criteria for Discontinuation of Sedation Monitoring — Assessment
U O2 Sat > 93% or at baseline pre-sedation level [ Patient can talk (if applicable) 1 N/A

U Mental status returned to baseline O Patient can sit up unaided (if applicable) O N/A
O Protective reflexes are intact O Patient can walk with minimal assist (if applicable) O N/A
O The state of hydration is adequate O At least 2 hours after reversal agents (if applicable) U N/A

U Cardiovascular function and airway patency are satisfactory/stable

Transferred/Discharged to: Time: Via: a N/A

Written Instructions Given:
U Yes O Inpatient [ ED Patient-Refer to ED instructions

Responsible Adult to Accompany Home:
O Yes O Inpatient O ED Patient-Refer to ED instructions [ No Sedation

DISCONTINUATION OF SEDATION MONITORING VITAL SIGNS: RN and/or MD Signature: Date:

Time: ‘ BP; ‘ Terp: ‘ P: ‘ RR: | 0, ‘ * OC; ‘ **Pair;
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