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I.
PURPOSE  

To establish guidelines for medical and nursing staff regarding the use of sedation by non-anesthesia providers.  

II.         SCOPE  


Sedation is utilized in the following patient care areas:  

· Minimal – EEG 

· Moderate – Emergency Department, Endoscopy, Heart Center, Interventional Radiology, Intensive Care Unit and Nuclear Medicine

· Deep – Endoscopy and Surgery

            
Patients receiving anything other than minimal sedation or continual sedation in ICU are excluded from this policy.  

III. DEFINITIONS

· Minimal Sedation: A drug-induced state during which patients respond normally to verbal commands. Although cognitive function and coordination may be impaired, ventilatory and cardiovascular functions are unaffected.

· Moderate Sedation:  A drug-induced depression of consciousness during which patients respond purposefully to verbal commands, either alone or after a gentle touch. (NOTE: reflex withdrawal from a painful stimulus is not considered a purposeful response). No interventions are required to maintain a patent airway and spontaneous ventilation is adequate.  Cardiovascular function is usually maintained.  
· Deep Sedation/Analgesia: A drug-induced depression of consciousness during which patients cannot be easily aroused but respond purposefully after repeated or painful stimulation.  The ability to independently maintain ventilatory function may be impaired.  Patients may require assistance in maintaining a patent airway and spontaneous ventilation may be inadequate.  Cardiovascular function is usually maintained. 
· Anesthesia: Consists of general anesthesia and spinal or regional anesthesia.  It does not include local anesthesia.  General anesthesia is a drug-induced loss of consciousness during which patients are not arousable, even by painful stimulation.  The ability to independently maintain ventilatory function is often impaired. Patients often require assistance in maintaining a patent airway, and positive pressure ventilation may be required because of depressed spontaneous ventilation or drug-induced depression of neuromuscular function.  Cardiovascular function may be impaired.  
IV.      POLICY
Pre-sedation:

1. The use of moderate and deep sedation is limited to those patient care areas stated in the scope of this policy.
2. Any patient with an ASA classification of 4 or greater must have an anesthesia care provider present for the procedure.
3. Only physicians privileged to administer deep sedation may administer such agents.
4. The pre-sedation assessment must be present in the chart prior to the procedure.  
5. The Universal Protocol procedure shall be followed and documented, including a time out, prior to the administration of the sedation.

           Intra-sedation:

1. Intra-procedural monitoring of the patient is to include oxygen saturation (SaO2), pulse, respiratory rate, blood pressure, cardiac monitor and level of consciousness (LOC), and is to be documented every 5 minutes.

Post-sedation/Post-procedure monitoring: 
1. Post-sedation recovery phase:
a. Immediately following the procedure, vital signs are to be taken every 5 minutes for 15 minutes and subsequently every 15 minutes until the Aldrete score is greater than or equal to 8 or the patient’s baseline.
2. Post-procedure monitoring phase:
a. Outpatient:

· Vital signs are to be taken at least one additional time prior to discharge and more often as warranted by the patient’s condition.
· The patient is to be discharged to the care of an adult following sedation.  
· Written discharge instructions are to be provided to the patient at the time of discharge.  
b. Inpatient:  vital signs upon arrival, then routine.

c. To Observation:  vital signs upon arrival, then routine.
3. Any patient who receives a reversal agent will be monitored in the PACU until discharge criteria are met, or will be monitored in a post-sedation area for a minimum of two hours following the last dose of the reversal agent.  

V.
PHYSICIAN QUALIFICATIONS AND RESPONSIBILITIES
A.    Qualifications

Physicians must be privileged to provide patients with appropriate sedation.  Refer to privileging criteria for further information.  
B. Responsibilities

1. Obtain and document informed consent for the sedation and procedure.
2. For those patients with DNR status, discuss and document the patient’s request to revoke or uphold the DNR status.
3. Perform a history and physical (H&P) within 24 hours of the procedure or provide an update of an H&P performed within the past 30 days.  
4. Conduct a pre-sedation assessment that, at a minimum, includes heart, lungs, airway, history of sedation or anesthesia, previous surgeries, and ASA classification.
5. Order the sedating medication.
6. Conduct a reassessment immediately before starting the sedation to determine that there have not been any changes to the pre-assessment and if the sedation/anesthesia plan is still appropriate.
7. Remain in the immediate procedure room during the administration of pharmacological agents.
8. Rescue patients who slip into a deeper than desired level of sedation by managing a compromised airway or cardiovascular system.
9. Write a post-procedural note in the medical record that contains the following: procedure, findings, physician, assistant, estimated blood loss, specimens and post-procedure diagnosis.  
10. Provide written discharge instructions for the patient.



VI.       REGISTERED Nurse Qualifications and Responsibilities

A.    Qualifications 

1. Current certification in BLS and ACLS.  PALS will also be required for those nurses assisting with pediatric patients.   
2. Documented validation of moderate sedation competency. 
B.     Responsibilities:

1. Obtain baseline vital signs, level of consciousness, NPO status, oxygen saturation and pregnancy or breast-feeding status.  
2. For outpatients, obtain a patient history, current medications, and other data included on the Outpatient Assessment Record. 
3. Initiate the pre-procedural checklist.
4. As ordered, begin an IV prior to the procedure except for patients receiving oral sedation.
5. Ensure the appropriate equipment is available: suctioning, oxygen source, alternate airway, cardiopulmonary monitoring and appropriate reversal agents.  
6. Maintain a minimum of one RN with current moderate sedation competency responsible for administering ordered minimal or moderate sedation medication(s).  
7. Monitor and document the patient status before and during the procedure without having any other responsibilities that would leave the patient unattended or compromise continuous monitoring throughout the procedure.  
8. Ensure a second RN, LVN or technician is available to secure necessary equipment and supplies, and to assist the physician during the procedure. 
9. Assess patient for discharge readiness based on the Aldrete score and pre-determined discharge criteria.
10. Review written discharge instructions with the patient.
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