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Goal and Objectives.

Goal

This course will enable the learner t
and staff who are in the presence of

Objectives

influence on objects near tt -
2. Describe the importance of safety wher
the MRI scanner.

4. Identify precautions that sh
have implantable devices or m



The MRI Magnet

Magnetic resonance imaging (MR
noninvasive, painless medical test
physicians diagnose and treat medical
conditions by providing views of the

the human body.

The MRI uses a powerful m: ‘
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magnet in the MRI scanner cte
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Magnetic Field Hazards

All MRI magnets have a magnetic field |
extends into the exam room.

The various distances from the ..",_::',

field is so strong, it can cause. \ Distance closer, strength higher

- Snolic el . I
These elements are found in 1



The Missile Effect

This refers to the capability of the
ferromagnetic object into the sca

It can cause:

* Delayed patient care =

* Possible injury to patient or staffy,
* Possible damage to the MRI scanner,
= Approximate cost due to each “miss

2N

It takes 96 hours 1o
« Tum the magnet off
¢ Remove the object
e Power back up




Test Your Knowledge
Which of the following items should
entering the strong magnetic field
- Safety pin
- House key

* All of the above

during the scan.




Magnetic Field Hazards o)

Displacement (movement) of these implants may cause a life-threatening
situation!

Stents and Aneurysm Clips:

Electromagnetic Interference Ele
Mechmicd!y-ordectﬂealy—am

Patients with pacemakers have.d '«

during or shortly after MRI exams'due to
disruption of pacemaker function by the.
MRI system. N

Hospital staff with pacemakers or ¢
implanted electronic devices coul -
be affected, if they come within the g
magnetic field of the MRI. G



All patients with body piercing jewelry must be screened for jewelry removal
before they have an MRI scan!

Risks for these patients include:

the interaction between the
the electromagnetic fields. N

All patients with transdermal patches must be screened for patch removal
before they have an MRI scan.

Transdermal Patches:
Some patients are now

which can cause excessive heating, lead
MRI scan. AR



Magnetic Field Hazards )

Tattoos:

Many patients scheduled for an MRI sca
o




Magnetic Field Hazards (o

Prognancy All pregnant patients must be screened before they have an MRI scan.

referring physician and radic : r
potential to change or alter the cagg of tf
outweighs the risk.

The Policies, Guidelines, and Recomme
Patient Management issued by the Sa
imaging states: \

“Mleaybeuaedlor '
other non-ionizing di:

inadequate, oclﬁholﬁl
information that would o Bquire
exposure to ionizing radiation (CT,
fluoroscopy, etc.).”




MRI Patient Safety Labels

Click each label to leamn more‘

MRI Safe Equipment Label
No Restrictions

MRI Conditional Equipment Label
Equipment needs to be tested prior to use

MRI Unsafe Equipment Label
Equipment is strongly ferromagnetic and

must not be used in the scan room

touch each other. ,‘

NO i NO

Improper Pesiioning of MRI Patient




* |f extended mmu X[
down to prevent quenching. B
available at all times. '

* MRI systems can produce a very

= All patients should be offered hearir
systems which have sound pressur



Patients with Claustrophoﬁia - Anxie

ey s & ,
Some may not be able to ;

* |t can be helpful to use audio &




Screening

All patients and any family members entering the MRI
Scanner must be screened by the MRI technologist.

All ancillary staff entering the MRI Scanner must verbally
be screened by the MRI technologist.

& ~
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MAGNETIC RESONANCE IMAGING (MR1) PATIENT INFORMATION / ASSESSMENT ll II.'!L'". l .

Patient Legal Name:
(Lae) (F) (Maddle butial]

Date of Birth: / / Age: Helght: Welght: {ios)
Have you had surpery 00 the ared being scanned today: [ Yes [ No I yes, when?
Previous radiology exam on the area being scanned today: || Yer [ No

fyes, whattypeofexam: _ X-RAY _ CatScan _ UltraSound MR Y

Beiefly describe whry your doctor wants this MRI:




Screening Patients o)

before they have an MRI scan

* These forms are not currently used at
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RN RADIOLOGY MRI CHECKLIST

RN TO COMPLETE WITH PATIENT PRIOR TO MRI

O s the MRI questionnaire filled out and signed by the patient?
[0 Does the patient have any implants?

0 If yes, is the make and mode! identified?

0 Do you need assistance identifying?

O o the patient is in the ER: v

Screening Patients o)



Screening Patients (o)

Patients with Implants

* Information that must be sug
a family member, orbyhoupl‘d;
with an implant includes:
v Make and model of implant
¥ Manufacturer of implant
v Date of implant insertion

* Medical Alert Cards: Most people W
implant receive a medical alert r¢
whetmrornotlheunplamh o
These cards should be checked by
technologist.




Safety Considerations?};_i

Zones of Exclusion
Joint Commission standards require Radiology to have of exclusion
when performing MRI exams.

Click the buttons to discover the 3

Reception
Desk

N Zone 3: Zone 4:

Zone 1

Screened SCreened MRI patients

MRI patients under coenstant direct

and MRI personne wupervision or tramed
MR personnel

General Public
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Preparing A Patient For Surgery
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Dotument was las! Lave Juit now
Goal an

Goal:

This course provides information on the Preprocedure checklist and provides
rationale on inpatient preparation for surgery or a procedure.

Objectives:

1. Accurately complete the Preprocedure checklist for a patient going to the
Operating Room (OR), Medical Procedure Room (MPR), or interventional
Radiology (IR)

. Correctly perform the pre-surgical hygiene elements when preparing a
patient for surgery or a procedure.

. Explain the importance of the Beta Blocker regimen during the peri-operative
period.




Preprocedure Checklist

Begin the Preprocedure chacklist as soon as you know the patient is going to
surgery - ideally the day before surgery

Must be completed for every patient going to the OR, MPR, or IR for surgery
or procedure

With the patient’s chart open, click AdHoc.
Selaect preprocedure checklist.

The acute care nurse will complete the first 4 pages of the powerform,
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¢ Order your careset for Nursing - Inpt Preprocedure/Pre-Op Prep Checklist.
Enter the careset as a 'Nurse per Protocol’ (exception for patients scheduled
in Matemity OR).

¢ Adjust the dates of CHG baths and nasal decclonization to correlate with day
of surgery.

o Everything you do to help prepare the patient prior to their arrival in pre-op
benefits the patient and prevents delays in surgery start times.




Treatment Decision Form

e Check code status in PowerChart

« [f the patient is anything except a full code, print a Treatment Decision Form
(form #4511) and page the surgeon to complete it.

« Patients going to the operating room do not automatically become full codes.
A Treatment Decision Form must be completed prior to surgery and will
include a date/time to resume patient's preprocedure code status.
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CODE STATUS DURING AND/OR AFTER A PROCEDURE

History and Physical (H&P)

¢ For all surgical or invasive procedures involving anesthesia or sedation, a
valid H&P must be on the patient chart prior to start of the procedure, A valid
H&P must have been completed within 30 days (not 31 or more days prior to
admission or procedure).

The surgeon must document in the patient's electronic record (H&P, consult,
or progress note) the planned course of action and applicable side of the
procedure, if warranted.

o Writing an order is NOT acceptabée as the surgical plan

In emergency cases, where completion of an H&P is not feasible, the
surgeon should make a notation of relevant history and physical findings in
the patients progress notes, if time allows.




Informed Consent

Informed consent is a process of communication between a provider and
patient to reach an agreement or permission to perform a procedure. The
patient (or designee) signature on the form confirms that a provider has:

s Rewewed the procodure

¢ Discussed the nsks, banefits, or alternatives

¢ Answered all the pabent or designee quastions

The informed consent process could occur on the inpatient floor or at the site
of the procedure.

The patient and the provider performing the procedure will both sign the form
(#0303) "Confirmation of Informed Consent for Procedure” (often referred to
as CIC) ideally at the time of the informed consent discussion. The form must
be signed prior to performing an invasive procedure.

The signature of the provider performing the procedure IS required on the
form confirming the informed consent process has been completed.

Consents are valid for 90 days.

Confirmation of Informed
Consent for Procedure
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Fome CONRATALT Mege 122

‘Q‘Mumson HEALTHCARE

CONFIRMATION OF INFORMED CONSENT FOR PROCEDURE II "I !,l!! I || l
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Informed Consent Process -
Nurse's Responsibility

The nurse serves an important role in the process to optimize patient care

and workflow,

* Review the provider's order and electronic record for the planned operative
procedure,

+ Thae RN may enter the procedure on the consent form using no abbreviations,
or if available, use the procedure-specific consent form

o |f noeded, clarily any abbreviations, illegible or unusus! order, and any dscrepances
with the provider performing the procedure

o Confirm the performing provider and patient have both signed, dated, and
timed the CIC.

e |1 the informed consent discusssion occurred with the provider, but the provader dd not
have the pabent sign the form at the time of the discussion, nursing personnel may
facilitate signature of the patient or the designee ONLY in situations where the
patient or designee has no questions.

Confirm the form is placed m the pabent's chart and travels with the patient to the
procedural area. If there 15 noO provider or pabent signature, snform the pre-procedure
siall duning hand-off commumecation

e The form may be sent to preop holding with anly the patient’s signature

Checklist Components

Lab Tests
¢ Check all current Iab values and report any abnormal findings to the surgeon.

o Obtain a urine pregnancy test (per Pre and Post Surgical/Procedural Adult
Protocois) on all females between menarche and menopause. Women who
have had tubal ligation still need a pregnancy test. Women who have had
hysterectomies do nol

¢ Naotify the pre-op RN of abnormal lab findings during handoff report.




Checklist Components

ECG Prior to Surgery?
When:

o There needs to be a normal ECG on the chart from the last year, Or
the last 6 months if the last ECG was abnormal and patient is stable.

o |f using a paper ECG from another facility, it needs to be verified and signed.

Who:

o Any patient with a history of a previous Ml, angina, arrhythmia, renal failure,
medication-dependent diabetes, or CVA.

o Any patient 45 years or clder with a history of hypertension or history of >
one pack per day smoker.

o All patients 45 years or older having major vascular, intra-abdominal,
thoracic, neurological, or orthopedic surgery.

Checklist Components

IV Access

* Ensure a patent large bore IV. Refer to Pre and Post Surgical/Procedural Adult
Protocols for catheter size required based on the type of surgery.

« [f the patient has Heparin infusing, follow the physician orders regarding
continuation/discontinuation,

o Discuss with the pre-op RN during handoff report if the patient’s IV infusions
should be discontinued prior to sending the patient to the peri-operative area,




Checklist Components

NPO
NPO except clear liquids and medications after midnight.
Stop clear liquids 4 hours before scheduled surgery time.

If the surgeon’s NPO orders conflict with the Pre-Procedure Nothing By
Mouth Policy, page the anesthesiologist for ciarification.

Sips of water with meds are ok,

Pre-Surgical Hygiene

Prior to the pre-surgical bathing:

Remove all body jewelry (including
wedding bands).

Remove hair clips, pins, rubber bands,
elc.

Remove body piercings
Remove makeup and nail polish,

Patient who did not remove ring
prior to going into OR




Pre-Surgical Hygiene o)

The patient should have a total of three (3) chlorhexidine gluconate (CHG)
baths if required:

o Two nights before surgery
* The night before surgery
o The moming of surgery

Example: If the patient’s surgery is on Tuesday, bathe with CHG on Sunday
night, Monday night, and Tuesday moming.

What if the patient is admitted the night before surgery?
You must ensure two (2) CHG baths are completed:

* The night the patient was admitted

* The moming of surgery

How to Give a CHG Bath

Wash the entire body (from neck down) with CHG.,
e Cleanse grom area (avox CHG on mucous memibxanas)

Avoid scrubbing the skin too hard with CHG,
Do not use regular scap after the CHG.
Do not rinse the CHG off of the skin,

Place the patient in a clean gown after the CHG bath (all clothing, including
underwear, should be removed).

Place clean linens on the bed after the CHG bath.




Pre-Surgical Hygiene o)
Two nights before surgery.

Give a soap and water bath prior to the first CHG prep bath.
Shampoo hair with regular shampoo.
Wash face with regular scap/cleanser.

After the scap and water bath, give the first CHG bath, using either the wipes
or the liguid,

The night before surgery:

Wash face with regular soap or cleanser.
Give the second CHG bath in the same manner as the previous night.
Brush teeth and use mouth rinse.

Day of Surgery Preparation

Use the Preprocedure checklist.
Compiete the 3 CHG (last) bath, Place a clean hospital gown on the patient.
o Clean under finger nails.
» Confirm oral care is completed.
* Encourage the patient to void prior to sending to pre-op.
« Bathroom availability is limited in pre-op.
* Remove the patient’s underwear.
¢ Inform the pre-op RN when medication patches are left on the patient.
Complete nasal decolonization, if required,
Documaent vital signs prior to transfer
¢ Report abnormal findings to the pre-op RN.
Send the patient with dentures, glasses, and hearing aids.
Call hand-off report to the pre-op RN,




Obstructive Sleep Apnea

o Communicate with the pre-op RN if your patient uses a CPAP or BIiPAP and
discuss if the device should be sent with the patient to the perioperative area,

* Ensure settings are documented, so that the machine can be used accurately
postoperatively.

Antibiotics

o The surgeon or a covering physician shall write specific orders for all patients
requinng prophylactic pre-operative antibiotics.
Confirm an order for preoperative antibiotics is placed in PowerChart by the
surgeon or covering provider.
¢ Pre-op antiblotics should be administered by the pre-op nurse or anesthesia
provider 1o ensure they are admanistered within one hour prior 1o 1he incsion
window

If the patient is on oral antibiotics, give prior to the patient going 1o pre-op.
Ensure scheduled antibiotics are given as ordered,

If a scheduled antibiotic is due during the perioperative period, please send it
to OR with the patient.




Beta Blockers

Patients on a beta blocker at home should receive their beta blocker during the
perioperative period (24 hours prior to surgery through discharge from PACU),

o Stress associated with surgery increases heart rate, myocardial contractility,
and myocardial oxygen demand, putting the patient at risk for an acute
myocardial infarction (AMI).

Beta blockers offer cardioprotection for patients with a history of Ml and
hypertension. They diminish the effacts of epinephrine and other stress
hormones.

An MI during surgery results in a nine-fold increase in unstable angina, MI,
and cardiac death in the post-op penod.

If the patient's heart rate is greater than 50 and the systolic blocd pressure is
greater than 100, administer and document beta blocker in PowerChart.

If held or stopped for a specific reason, it must be documented. This also
applies to the perioperative period. Communicate this to the pre-op RN
during handoff.

NPO does not mean the patient should not receive their beta blocker. If in
doubt, clarify with the surgeon and document who ordered the hold and why

it is being held.

Miscellaneous Medications

Aspirin (ASA)

If the patient has a cardiac stent and takes a daily 81mg dose of ASA at home,
they must have their ASA dose within 24 hours of surgery start time. There are
rare instances where the bleeding risk outweighs the benefits and a surgeon
may order the ASA be held.

o |f the patent is having a neurosurgery procedure, confirm with surgeon prior 10
BRAMINSIENNG aspinn

Anticoagulants/Anti-platelet medications
* Most anticoagulants will need 10 be held for invasive procedures/surgery

= Venly the surgeon’s order f anticoagulants are 10 be held or continued I no order IS
present addressing the patient's anbicoaguiation status. page the performing provides

Ot licati
Medications such as anti-seizure, Parkinsons, anti-rejection, and chronic pain,
should be continued, if ordered.

Please call pre-op holding and ask to speak with the charge nurse
if you are unsure about giving 3 medication.
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- Goal and Objective

Goal

This course will ensure standardized practice for delivenng sedation/analgesia
during diagnostic and therapeutic procedures performed outside of the
operating rocom. according to MHC policy. The ultimate outcome is to provide
for the safety of our patients during sedation.

Objective

After completing this course, the participant will be able to identify the four
levels of sedation.

HagaZ at 21
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- Exclusion gist: Non-Procedural Sedati.on

The sedation policy and this education module do not apply when analgesics
or sedative agents are given for the following:

* Pain management (analgesics given by any route).

* Minimal sedation (anxiolysis).

+ Sedation during emergent medical care in an unstable patient.
¢ Sedation during ongeing ventilation therapy.

¢ Sedation for end of life/palliative care.

e« Treatment of medical conditions such as delirium, alcohol withdrawal,
traumatic brain injury, etc.

PageloiZd
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Four Leve[s of Sedation

-

In order to provide safe and effective care for patients receiving sedation, it is
imperative that health care providers understand the four levels of sedation:

’:

Minimal Moderate ,-".' - Dee General
sedation sedation = seda anesthesia
(anxiolysis) 9 |

Page 4 of 21
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“Minimal Sedation

This is a continuum. To understand, we will begin with minimal sedation,
also known as anxiolysis.

Description Minimal

Sedation |
Responsiveness | Normal [
response to
verbal
stimulation
Alrway Unaffected :
Spontaneous Unaffected
Ventilation
Cardiovascular | Unaffected
Function

Page 5 of 21
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“Minimal Sedation (Anxiolysis)

Key Points — Minimal Sedation

¢ Anxiolysis is medication therapy given to reduce anxiety and to help
patients relax, e.g., diazepam (Valium) PO or midazolam (Versed) IVP
prior to a procedure.

¢ The patient continues to respond normally to verbal commands.

¢ This level of sedation has no effect on airway, breathing, or the
cardiovascular system.

o Cognitive function and physical coordination may be impaired.

Page 6 of 21
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Moderate Sedation/Analgesia

Description Moderate

Sedation/Analgesia
Responsiveness Purposeful response

to verbal or tactile

stimulation
Airway No intervention

required
Spontaneous Adequate
Ventilation
Cardiovascular Usually maintained
Function

Page T of 21
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Moderate Sedation |

During moderate sedation, the patient experiences a depressed level of
consciousness during which they retain their ability to maintain a continuously
patent airway. The patient will respend appropriately to physical stimulation
and verbal commands, yet maintain partial amnesia.

The patient receives relief from anxiety and pain, allowing them to tolerate
unpleasant procedures.

Moderate sedation/analgesia also expedites the course of procedures that are
uncomfortable and require the patient to not move:

Central line placements

Scope procedures (endoscopy, bronchoscopy)
Chest tube placement

Painful wound debridements

Pays ot 21



Moderate $edation (cont)

Key Points — Moderate Sedation
¢ The patient is able to respond to verbal commands.

¢ No interventions are needed to protect the airway or maintain heart rate
and blood pressure, but close monitoring is essential.

¢ Cardiac monitoring is required for a patient with cardiovascular disease or
dysrhythmia.
o Consents need to be signed before sedation is administered.

Page 9 of 21
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Clinical Chgracteristics of Moderate Sgdation

Clinical characteristics of moderate sedation include:

¢ Maintenance of protective reflexes, i.e., gag reflex, ability to swallow, and
ability to breathe without assistancs.

¢ Independent and continuous maintenance of a patent airway.

¢ Purposeful response to physical stimulation and/or verbal commands.
¢ Easily aroused, with the provider talking in a normal tone of voice.

« Minimally depressed level of conscicusness.

» Slightly slurred speech.

Example:

In a nermal tone of voice, the nurse asks the patient to take a deep breath and
open their eyes. The patient should be able to follow this type of command at
this level of sedation.

Fage 10 of 21
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Clinical Chgracteristics of Moderate Sgdation feont.)

Key Points — Moderate Sedation

¢ Important: A reflex withdrawal from a painful stimulus is not considered a
purposeful response and is a sign the patient is progressing to general
anesthesia.

o All practitioners involved with moderate sedation must be prepared to
“rescue” the patient from a deeper level of sedation than was intended.

Page 11 of 21
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Knowledge Check

During a procedure requiring moderate sedation, who is raquired to know how
to rescue a patient from a deeper level of sedation than intended?
{Chouse all Wl apeiy.)

The registered cardiovascular invasive specialists (RCIS) assisting with the
procedure

The registered nurse (RN) assisting with the procedure

The provider performing the procedure

Puye 12 of 21
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' Deep Sedation/Analgesia’
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Page 130f 21
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‘Deep Sedation

Deep
Sedation/Analgesia

Purposeful response
following repeated or
painful stimulation

Intervention may be
required

Maybe inadequate

Usually maintained

W7 L 4
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Deep sedation is used for procedures such as cardioversions, closed
reductions of joint dislocations, or fractures. Patients who are deeply sedated
cannot be easily aroused, but they do respond purposefully to repeated or

painful stimulation, such as a vigorous sternal rub.

Page 140 21
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Deep Sedqtion (oot )

4

Key Point: A reflex withdrawal from a painful stimulus is not considered a
purposeful response and is a sign the patient is progressing to general
anesthesia.

The patient's respiratery status may be affected and spcntaneous respirations
may be inadequate.

e Assistance may be needed to maintain a patent airway.
¢ Ventilation assistance may be required.

Page 15 of 21

Progression from Moderate to Deep Sedation

Clinical indications: Progression from moderate to deep sedation/anesthesia:
« Not easily aroused

Partial or complete loss of protective reflexes

Difficulty maintaining a patent airway independently

Unable to respond to physical stimulation or verbal commands

Severely slurred speech

Key Point:
ALL practitioners involved with deep sedation MUST be prepared to
“rescue” the patient from deep sedation or general anesthesia.

Page 1641
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Clinical indications: Identifying a patient is in deep sedation:

« Similar to general anesthesia, the patient may be unable to maintain a

patent airway.

+ Loss of protective reflexes (unable to swallow, no cough, no gag reflex).
¢ The patient purposefully responds to repeated painful stimulation, such

as a vigorous sternal rub.

Faga 17 2121

Moduse ®
Sedation
DANGER >
' Deep
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: Sedation DANGER
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Mintinai Voderate Doy CGreneral
Sedarion Sedasion Sedanon’ Anesthesia
Anxiolysis Analgesia Analgesia
{ 'Conscions Sedation ")
Responsiveness Nonnal Purposeful** Purposeful** Unarousable
IESPOLISe Tesponse o T¢spolse even with
to verhal verbal or following painful
stiumulation tactile stimulation repeated or stunulus
pamful
stimulation
Airwvay UnafTected No infervennion Intervention Interventon
requured may be often required
required
Spomaneois Unaflected Adequate May be Frequently
Fentilation madeguate madequate
Cardiovascular Unafiected Usually Usually May be
Faniction maintaimned maintamed tmpaired
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Knowledge Check

Characteristics of anxiolysis include: (Chaose all that appey )

- Reflex withdrawal from a painful physical stimulus
Ability to respond normally to verbal commands

- Diminished respiratory rate or blood pressure
Ability to maintain a patent airway

Administering midazolam (Versed) to a stressed patient prior to a procedure

Page 19 of 21

Knowledge Check (o)

Drag the type of sedation to the light blue box beside its description.

The patient is unresponsive to verbal
Deep commands, but does purposefully resond to a
Sedati sternal rub. Assistance may be needed to
o maintain a patent arway and adequate
ventilaticn.
“Minimal | |The patient continues fo respond normally to
Sedation verbal commands. This level of sedation has
{Anxiolysis) nc effect on airway, breathing, or the
cardiovascular system,
Moderate The patent is able to open their eyes and
Sedation raise their hand when asked.

Page 20 2421
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~Goal and Objectives

Goal

This course will ensure standardized practice for delivering sedation/analgesia
during diagnostic and therapeutic procedures performed outside of the
operating room, according to MHC policy. The ultimate cutcome is to provide
for the safety of our patients during sedation.

Objectives

1. ldentify who is qualified to order, administer, and monitor patients
receiving moderate and deep sedation.

2. Describe the expected nursing care during procedural sedation.

Paga? ot 42
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“Responsibilities

-

At MHC, Registered Nurses (RNs) and Registered Cardiovascular Invasive
Specialists (RCIS) who will be monitoring sedated patients during procedures
and administering moderate sedation are responsible for the following:

¢ Knowing the Sedation policy.
» Maintaining competence in sedation medication administration.

* |dentifying when a patient has progressed to a deeper level of sedation than
intended and intervening as needed.

NOTE: RNs and RCIS do not administer deep sedation for procedures.

Page 3 of 32
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: Educationvi‘Retjuirements '

o

The education requirements for RNs and RCISs include:
Upeon hire:

Current BLS certification.

Completion of the online HealthStream assignment.
Completion of the airway station during RN crientation.

Completion of the cardiac rhythm competency, the Basic ECG interpretation
exam, or current ACLS certification.

Periodically thereafter:
Completion of periodic sedation education and damonstration of competence.

Pagad ot
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Provider Credential Check A !
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At MHC, all physicians,

physician assistants (PAs),

nurse practitioners (NPs),

and oral surgeons must be =
credentialed to provide Give the gift of a blood donation. =
sedation/analgesia. oo

Credential information is -
available via MHC Intranet.

Click Tools & Resources.
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Provnder C;edentlal Check
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*W HEALTHCARE

At MHC, all physicians,
physician assistants (PAs),
nurse practitioners (NPs),
and oral surgeons must be
credentialed to provide
sedation/analgesia.

Credential information is
available via MHC Intranet.

Click Tools & Resources.
Click Physician Privileges.

- Provider Credential Check
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Knowledge Check

Who can administer moderate and deep sedation for procedural sedation
(assuming they have the proper credentials and have completed the
education)? {Chovse al that apply.)

Oral Surgeon

“1 1CU RN who is ACLS-certified
Physician

Physician Assistant

Nurse Practitioner

Fagatot 37
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| Pfe-procedure Responsibilities: &
Provider Assessment .

»

The proceduralist/provider is required to complete a comprehensive
assessment of the patient prior to performing the procedure. This includes:

« A determination of the patient's American Society of Anesthesioclcgists
Classification (ASA Class).

e This is used as a guideline for NPO status.
e An airway assessment.

Key Points:

¢ Anesthesiology can be consulted on any case, but consultation is
advisable for patients with an ASA Class of IV or V.
(See next page for description.)

¢ The pre-procedure assessment must be documented by the anesthesia
provider.



' Pre-proéedure Responsibilities: A (52
ASA Classification |

\ W,

7

P

American Society of Anesthesiologists Classification "ASA Class”) &

ASAL A normal healthy patient

ASA A patient with mild systemic disease

ASA T A patient with severe systemic disease that limits activity but is not incapacitating
ASA Y A patient with severe systemic disease that Is a constant threat to life

ASAV A moribund patient who is not expected 10 survive without the operation of procedure
ASAVI A declared brain-dead patient whose organs are being removed for donor purposes

= Anesthesia consullation advised.

| Pre-procedure Responsibilities: |
RN/RCIS Role |

Page 8 of 32
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The RN or RCIS assisting with a procedure requiring sedation must ensure

the following documentation is complete:

e Patient/family education

« Patient monitoring during procedure

e Time-based documentation during procedure

Prior to the procedure, the RN/RCIS must ensure all necessary supplies and

equipment are available.
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Pre-proCeElure Responsibilities: . &8

Patient Preparation

-

surgery.

¢ Ensure all orders and diagnostic tests are complete, e.qg., |ab tests, x-rays,
skin preps, etc.

» Verify the patient’s NPO status, Follow orders based on ASA class.

e Educate the patient and family regarding the procedure scheduled and
expectations of sedation; CONSENT SIGNED prior to any administration
of sedation.

Faoe 108 35
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Pre-proceaure Responsibilities: &

Patient Preparation i)

Validate all required components are complete:

1.

© 2NN

Valid H&P is less than 30-days old with reassessment of the patient
documented within 24-hours of admission prior to the procedure.

Validation of the correct surgicalfinvasive procedure
Evaluation immediately prior to the procedure
Medications

Allergies and previous drug reactions

Patient’s age

Patient’s weight

Pre-procedure laboratory and other diagnostic testing
Consent

Page ol 2



Pre-procedure Responsibilities: '
Patient Preparation jeen;

¢ Ensure a comprehensive assessment of the patient is completed.
+ Parform a bassline pain assessment,
¢ Verify patent I\ access.

* Pre-oxygenate the patient via nasal cannula at a flow rate of 2 L/im (unless
madically contraindicated).

¢ Verify emergency equipment is available and in working condition.

« |dentify the patient, using two identifiers. Validate the correct patient,
procedure, and site.

¢ Perform a time-out prior to beginning the procedure.

£ .

=

Faga 17 af 2

Pre-procedure Responsibilities: The
Modified Aldrete Score (or validated tool)

Medified Aldrete Scoring is & measurement tool rating post-procedure

recovery of consciousness, activity, respirations, and blood pressure,

¢ A pre-procedural Aldrete score is necessary io establish an accurate
baseline of the patient's status.

e Pra-existing conditions should be considered when evaluating the
patient's score.

* A post-procedural score should equal the pre-procedural bassline score
prior to discharge from the recovery area.

PRINT the Modified Aldrete
Scoring document for use
with answers on the quiz.

Paga 13 0057



- 4+ B3| 1 of2

L
-

™ | B

i g i

a8

Qi@ =

Attachment A: Modified Aldrete Scoring by Age Group & copy Link

‘Knowledge Check

Component

Activity

Resprations

Circulation

Coraciousness

Adult Scoring Gusdeline
Ages Geeater than 12 Years

Scorng Guidedne

Volurtary & putposelul moverment of extremitieg « 2

Nonaoluntary o nonpurposeful movernsent of extremities « |

Unabile 1o move extremities» 0

Hespiratons even and nonvlabored « 2
Dysprma of bmfted Breathing » 1
Apnea » D

B/P wathin 20°% of progrocedure level « 2
8/P within 50 of prepeocedure level = 1
/P < 50% of pre-procedure level = 0

Fully alert = 2
Arouses with name = |
Unresponsaive 50 pain = 0

& 92% on rcom air =« 2
Meacta (12 tn koan ant » 9970 2 1

Pt

-4

v

L asd

e . 3

o £

The Mcdified Aldrete Scoring Guideline used to compare the patient's pre- and
post-sedation status includes: (Choose all that apply.)

4]

Activity

Respirations

Pulse

Cardiac rhythm

Blood pressure

Faga 15 at 2z



| Pre-procedure Responsibilities: ‘
Baseline Assessment |

i 4
L

Immediately prior to medication administration, assess the following bassline
parameters:

¢ Blood pressure
» Heart rate
¢ Respiratory rate
» Oxygen saturation
# Maintain adult Sp0Q, 2 92% and pediatric Sp0, = 95%.
¢ End-tidal CO, level
# Maintain CQO, at 35 — 45 mmHag.
# The CO, level will increase if the patient’s venlilatory slatus is compromised.
* Lavel of consciousness

¢ Cardiac rhythm

» Continuous ECG monitoring is required for all patients with a cardiac history or
axpectad dysrhylhmias, and for all deep sedalion cases.

¢ Modified Aldrete score

Sage 16 of 32

“Knowledge Check '

Pre-oxygenation at 2 L/m via nasal cannula is required for all procedural
sedation cases, unless medically contraindicated.

® True

False

Page 17 of 32



| Pre-procedure Responsibilities: &
Time-Out .

-

Key Point: A “time-out” is mandatory prior to the start of the procedurs.

=

During the time-out, the entire procedural team must pause, including the
patient when possible, and verify the:

« Corract patient, using two patient identifiers

« Corract procadure

= Corract site (if applicable), including 'atarality

There must be 100% agreement of the team prior to starting the procedure.
The time-out must be documented in the patient's medical record.

Page 180 32
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| Intra‘-procé‘dure Responsibilities: .
Monitoring | y

-

At a minimum, the following parameters should be monitored and documented
after every medication administration and every 5-10 minutes during the
procedure, following each additional dose of medication and more frequently
as the patient's clinical needs dictate.

» Blood pressure

Level of consciousness

¢ Heart rate + Medication: dose, route, time
+ Respiratory rate + Modified Aldrete score
« Oxygen saturation « Pain level

» Maintain adult Sp0, = 82% e EtCO; level

» Maintain pediatnc SpQ0; = 85%.

¢ |dentification and management
of adverse events

Fags 19 of 12




Intra- & Post-procedure ‘ &8
Assessment Considerations \

-

Monitor the following to determine the patient’s tolerance to the procedure:

= Significant variances in blood prassure, heart rate, respiratory rate and
effort, Sp0., and end-tidal CO,.

¢ The patient's response or lack of response to verbal and physical stimuli.
+ Facial grimacing and physical posturing, tensing, or flaccidity.

When observing the above, ask yourself:

¢ “Is the patient sedated enough?”

* ‘Is the patient experiencing pain?”

« “Is the patient over-sedated or at risk of being over-sedated?”

Fana 1 of 1

- Post-procedure Monitoring

-

Post-procedure, the following page lists parameters which should be monitored
continuously and documented avery 15 minutes. depending on the patient’s
condition and the procedure performed.

Documentation will continue through the post-procedure period until the patient
reaches 8 or greater on the Modified Aldrete scors.

Page 2106 32




, Post-procedure Responsibilities: (32
Monitoring |

.

At a minimum, the following paramaters should be monitored and documented
after every medication administration and every 5-10 minutes during the
procedure, following each additional dese of medication and more frequently
as the patient's clinical needs dictats.
e Blood pressure

¢ Heart rate

Level of consciousness
Medication: dose, route, time
Respiratory rate Modified Aldrete score
Oxygen saturation Pain level

» Maintain adult Sp0O, = 92% o EtCO; level

» Maintain pediatric SpO, = 95%.

Identification and management

of adverse events

Paga 77 o0 57

' Post‘-procé‘dure Responsibilities: 53]
Monitoring s |

¢ Blood pressure e Level of consciousness
e Heart rate ¢ Medication: dose, route, time
» Respiratory rate « Modified Aldrete scora
» Oxygen saturation e Pain level
# Maintain adult SpO, = 92% ¢ Nausea

#» Maintain pediatric SpQ, 2 85%.

« |dentification and management
of adverss events,

» End-tidal CO, lavel
# Maintain CQ, at 35 — 45 mmHg.
» The CO, laval will increase if the patient’s
ventilatory status is compromisad.

e Cardiac rhythm

# Continuous ECG monitaring is required for all patients with a cardiac history or
axpectaed dysrhythmias and for all deap sedation cases.

Page 23 cf 32
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Post-procedure Assessment Considerations

« Patients may continue to be at significant risk for persistent/residual
sedation effacts or for developing complications after the procedure is
completed.

¢ The reassessment and documentation of vital signs will revert to unit-
specific standards of practice once the post-procedure monitoring criteria
have been met.

e The patient’s pain level may become more acute as the level of sedation
decreases and will need to be treated accordingly.

Fags 24 of 32
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- Post-procedure and Over-Sedation

o

Over-sedated patients will
require an extended recovery

period. ‘
Key Points: o> e Give 1h~ gift of o blood do

e

¢ Monitor Patient - If the patient
received a reversal agent due
to over-sedation, they must be
monitored for a minimum of
two hours after the last dose
of the reversal agent.

e Submita VOICE File:
» When a reversal agent is
used to rescue a patient.
» |If there are any complications
or adverse outcomes.,

Page 25 of 32
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‘Discharge from Procedural Units

Patiants are sither discharged to their inpatient unit or discharged to home
from the procedural unit.

Patients may be discharged when at least 30 minutes have elapsed since the
last dose of sedation/analgesia was given.

Key Points:

If a reversal agent was administered, the patient must be monitored for at
least 2 hours after the last dose of reversal agent was given.

Monitoning can continue on an inpatient unit.

Paoe 26 of 32

Discharge Criteria

Prior to discharge, the following criteria must be met:

» Vital signs must be stable.

Modified Aldrete score must be = 8.

None. or mild nausea with no active emesis.

Patient is arousable with protactive reflexes intact.
Pain-free, mild discomfort, or controlled with analgesics.
Mobility must be back to pre-procedure bassline.

Pagw 27 al 32
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“Interpreting the Modified Aldrete Score

A patient requires either a score = 8 or a proceduralist/provider's order to
be transferred or discharged from the procedural unit. Other department/
procedural-specific discharge criteria may also need to be applied.

Key Point:

A score < 8 indicates the patient should be closely monitored with
interventions applied as indicated.

Paga 24 of 52
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Discharging Inpatients vs. Outpatients

»

Inpatients:
¢ A full hand-off report must be given to the next provider cf care.

Outpatients:

« Written discharge instructions must be reviewed with the patient and
respensible party.

» Discharge instructions include the hespital- and department-specific
instructions and the 24-hour minimum restrictions mandatad for patients
who have received pain or sedative agents, including an emergency phone
number.

Key Point:

A responsible individual must be available to transport the patient home.

Page 29 of 32
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Knowledge Check

You are caring for a patient immediately post-bronchoscopy. She is very
groggy, but arouses when you call her name, She can move her extremities
when asked, but she keeps falling back to sleap. Har respirations are non-
labored. but her respiratory rate is 9-10. Her blood pressure is 108/68
(baseline was 124/78). She needs O, at 2 L/m via nasal cannula to keep her
oxygen saturation at 93%.

What is her Modified Aldrete Score?
l'_' 4

- .7
~ (=}

Paye 30 uf 32

Knowledge Check )

Continuing with the same patient in the previcus question. what does her
score need to be for her to be discharged from the procedural area?

~ Greater than or equal to 4
= Greater than or equal tc 6
* Greater than or equal to 8

= Greater than or equal to 10

Paoe M cf 22
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‘Reference

i

Munson Healthcare Policies and Procedures. (2022, December 16). Sedation.
PolicyStat.
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-

Symptom Management for
- Procedural Sedation

.

Amy Krug, BSN, RN, CGRN
Lisa Lord, MSN, RN, CNOR
Jeannette Reynolds. MSN, BBA, RN, CPAN

October 2023

- Goal and Objectives

Goal

This course will increase the participant’'s knowledge of managing potential
symptoms associated with patients receiving procedural sedation.

Obijectives

1. Identify when a patient has progressed to a deeper level of sedation.
2. Identify nursing interventions appropriate to the patient’s rescue needs.

Pogs 2 cf 17




- Common Side Effects of Sedation‘; ‘3

.

The most common side effects of sedation administration are:
¢ Respiratory depression

* Hypotension

» Nausea and vomiting

* Paradoxical response

The most common adverse effect of opioids, especially when combined with
sedatives, is raspiratory depression.

If left untreated, respiratory depression can progress to apnea, followed by
cardiac arrest.

EtCO, and pulse oximetry may show early signs of respiratory distress.

~ Treatment of Respiratory Depression

« Stop all administration of opioids and sedatives!

> The duraticn of these medications depends on the drug. dose, route of
administration, and the patient’s conditian.

¢ Maintain an open airway:
1. Reposition the head/neck using the chin-lift or jaw-thrust.
2. Provide oxygen therapy. Be preparad to use an ambu bag if necassary.
3. Insert a nasal or orepharyngeal airway as nacassary.

¢ [f airway management is not effective, administer the appropriate reversal
agent:

# Flumazenil (Romazicen) for benzediazapines.
# Naloxone (Narcan) for opioids.
e Call MRT as appropriate.

If the patient does not respond to airway management maneuvers

and the reversal agent, call a (5-5555)!

Tagn £ ol 17
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- Knowledge Check £ <h WL B

The most common side effect of sedation administration is:
*® Respiratory Depression
' Paradoxical Response

' Nausea and Vomiting

Hypotension
PageSot 17
TERS L VR PR
- Knowledge Check camj . = SO

If respiratory depression occurs while | am assisting with a procedure that
requires sedation, | should do all of the following: (Chuose all that apply.)

- Reposition the head/meck by tucking the chin to the chest.
Provide oxygen therapy, assisting with ventilation, if necessary.
Insert an oropharyngeal airway, if nesded.

Administer the appropriate reversal agent.

PageGoi iy



Hypotension .

Hypotension is most likely caused by vascodilation, blood loss during the
procedure, or a pre-existing condition, but could also be caused by sedation.
The cause of the hypotansion daeterminas tha traatmeant.

Possible treatments:
1V fluid replacement
Vasopressors

Blood transfusion

If you suspect the cause is over-sedation,
administar reversal agants per protocol:

# Flumazenil (Romazicon) for benzediazepines.

# Naloxone (Narcan) for opioids.

age 7 of 17

- Nausea and Vomiting

Aspiration is a major concern with the patient receiving sedation.
Treatment for nausea and vomiting:

¢ Position the patient to prevent aspiration. The preferred position is Semi-
Fowlers with the head of the bed at 30 degrees and the patient on his/her

side.
e Suction as necessary to maintain a patent airway.
o Administer an antiematic.
¢ Patient to remain NPO untl awake and alert.

<

30

v
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Paradoxical Responses

The desired effect of moderate sedation or analgesia is a relaxed and
cooperative patient. The patient is sedated but can be aroused and is able to
follow simple coammands.

If a patient has a sensitivity to a specific drug, a paradoxical response can
occur. Consider a paradoxical response if the patient becomes any of these:

Agitated
Uncooperative
Combative
Disoriented

Paga Gal 17

- Paradoxical Responses rn;

= .

A thorough patient assassmant is imperativa to determine the actual cause of
the patient’'s symptoms.

Paradoxical responses are seen more cften in patients with a history of
alcohol or IV drug abuse (most frequent).

Other causes to consider include:
+ Hypoventilation due to hypoxia.
+ |nadequate dosing of pain medication during a painful procedure.

Pags 1N al 17




Over-sedation -

Symptoms:

¢ Decreased respiratory function (hypoventilation, decreased respiratory rate,
or apnea)

¢ Decreased cardiovascular function (hypotension or dysrhythmias)
e Confusion

s« Decreased laeval of conscicusnass that can prograss to coma

+ Depressed/absent cough and gag reflex

¢ Decreased response to physical/verbal stimuli

Page 110of 17

Treatment of Over Sedation =

Treatment:
« Ensure an open airway.
¢ Encourage or stimulate the patient {o breathe.

« Administer supplemental oxygen to increase or maintain oxygen saturation
greater than or equal to 92%.

« \entilate with ambu bag if spontanecus ventilation is inadequate.
o Administer raversal agents per protocol:
= Mamazenil (Romazicon) for benzodiazepines.,
# naloxone (Nﬂl‘f'ﬂl‘l) tar OpIcCs ar narcotlics
« |f hypotensive, infuse |V fluids or consider vasopressors.
¢ Reposition patient to semi-fowlers.
« Consider MRT or RT evaluation, if approriate.

« |f patient uses home CPAP/BIPAP, also use it post-procedure.

If the patient does not respond to airway management maneuvers

and the reversal agent, call a (5-5555)!
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- Knowledge Check & o S b

Symptoms of over-sedation include: (Choose all that apply )
Decreased response to stimuli

Decreased respiratory rate
1 Agitation

Hypotension

Page 13 of 17
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Knowledge Checkiont) s 1F " AR G

If a patient is in respiratory arrest and does not respond to airway
management and reversal agents, | should:

® (Call a Code Blue.
-~ Call and MRT.
' Call the provider.

Page 140f 17




Reporting Requirements

Whenever it is necessary to administer a reversal agent, a VOICE file
must be completed. Access the form from the MHC Intranet.

Other complications related to sedation to be reported include:

¢ |ncidents in which the patient slips into a level of sedation that is greater
than intended, 8.9., moderate to deep sedation.

* Profound hypotension (50% decrease from pre-procedure mean blood
pressure)

« Cardiac arrest
+ Defibrillation
¢ Respiratory arrest VOICE

e Seizures

« Aspiration )
+ Medication errors

¢ Yomiting

Page 15 0f 17
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Knowledge Check

I must fill out a VOICE file for the following situations: (Chozsa al that agply.)
If a patient slips into a deeper level of sadation than intended.

Profound hypotension
NMedication errors

If a reversal agent is required to control an adverse reaction,
such as respiratory depression.

Pam 1Rl 17
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; ‘I?rog:édural Sedation
"~ Medication Guidelines

.

Lauren Woll, PharmD, BCPS, BCCCP

December 2025

pet-* X '

- Goal and ijectives

Goal

This course will increase the participant’s knowledge of administering
medications for procedural sedation.

Objectives
1. Identify staff who can administer sedation.
2. Select the appropriate medication and dose for reversing over sedation.

Page 206 30
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' Introductiop :
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>

Daosage quidelines for procedural saedation and reversal agents are approved
by the Pharmacy and Therapeutics (P & T) Committee at Munson Medical
Center.

These guidelines are intended for initial doses and may be exceeded or
decreased according to the patient’s history, pravious response to sedatives or
other clinical circumstances.

Prior to administration, the P & T Committee must review and approve the use
of all medications not listed in the approved guidelines.

Paya 22030
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' Guidelines.;Location

-

Nurses and Ragisterad Cardiovascular Invasive Specialists (RCIS) should be
familiar with medication guidelines before administering sedation. The
madication quidelines are attached to the Sedation policy.

Moderate & Deep Sedation/Analgesia Drug Usage Guidelines are listed below.
Print the document to use as a reference for upcoming questions.

=g e - = B8 |1 o2 9| Db S| E

Attachment C: Moderate Sedation/Analgesia Drug Usage Guidelines

A IVP by RN or FD Trained Pharmacist in the presance of the pravider credentialed far maderate sedation

B Not mtended far Neonates - Unless atherwise nocated

Drug Pharmacokinetics 2'::&::;9;0: Precautions / Contraindications
Diazepam Onses Aduss V- 5 -
(Valum) IV: 3-3 min 10mg - no faster » Titrsle i elfecl Donot diute



Facility-specific n 3
IV Push ang Infusion Guidelines

.

Munson Healthcare has an |V Push/infusion Chart to assist staff with
decisions regarding the administration of medications. This chart can be found
on the Intranet an the Pharmacy Departmeant site.

The chart contains various topics, including:
* Medications administered by IV push or by infusion.
« Approved medications per dapartment.
+ Medications a nurse can give during a Code Blue.
¢ Medications requiring a physician be present during administration.

NOTE: See the IV Push Chart on the next slide.

Tagw S ol 30

| 3 N |

“MMC IV Pgsh Chart

c—

oo - "4 1| er2 | | ID QIE - p
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“Who Can ﬁ}dminister Sedation?

-

Medications for moderate sadation may be given by a
registered nurse (RN) or registered cardiovascular invasive
spacialist (RCIS) in the prasenca of the physician, physician
assistant (PA), nurse practitioner (NP), or oral surgecn
credentialed in moderate sadation and in advanced airway

management.

Pag= 7 cf 30
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“Who Can Administer Sedation? o

-

Medications for deep sedation, can ONLY be administered

by a pravider cradentialed in deep sedation.

» Exception: Propofol - a critical care RN may give
propofol (Diprivan) IVP for an emergent intubation while a
physician is present and performing the intubation.
= Crtical care is defined by the IV Pushllnfusion Chart to

include thess units:

v ICU v A2 (critical)
v ED v A3 (critical)
v PACU v IR

v OR
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Knowledge Check |

-4
-

A patient is scheduled for a wound debridement at the bedside. The physician
orders hydromemphone (Dilaudid) 0.1-0.5mg IV titrated over 1 minute for
moderate sedation.

This is an approved dose according to the MMC Moderate Sedation
Guidelines.

@ True

~ False

Paeya S0l 30
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‘Knowledge Check )

A patient is scheduled for a synchronized cardioversion. The physician orders
propofol {Diprivan) at 1mg/kg per minute over 60 seconds.
How leng do the effects of propofol (Diprivan) last?

r 1-2 minutes
® 3-10 minutes
r 12-20 minutes

~ 25-30 minutes

Paoc 10 of 30
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‘Knowledge Check i)

-

A registered nurse from the ICU can give propofol (Diprivan) IV push with a
physician order, if the physician is present in the room, but is not intubating the
patient.

~ True

@ False

Prgs 11 0l 30

bt ! ! o |

-Reversal Agents

¢ Reversal agents may be indicated when:
» The level of sedation is deeper than desired.
» The patient's responsiveness or cardio-respiratory status is compromised.
» An idiosyncratic reaction occurs.
o If areversal agent is administered for the undesired effects, a JfSIIEIE file is
required.
* A patient should be monitered foer 2 minimum of two hours after giving a
reversal agent.

FPage 126 20
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- Commonly Used Opioids

L ae

-

If a patient becomes difficult to arouse with verbal or physical stimuli related to
sedation from an opioid, follow the Standing Order/Protocol for Adult Naloxone
{Narcan) Protocol. The naloxone (Narcan) protocol can be located:

» Policy website on tha Intranat

¢ Pharmacy website on the Intranet

¢ Side of the crash cart

Examplas of commonly used opioids include:

Codeine

Morphine

‘Demerol (meperidine)

Norco (hydrocodone + acetaminophen)

Dilaudid (hydromorphone)

' Oxycontin (oxycodone)

Dolophine (methadone)
Duragesic (fentanyl patch)

Percocet (oxycodone +acetaminophen)
' Sublimaze (fentanyl injection)

Pagqe 134 M
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“naloxone (Narcan) Protocol

S -

-

The naloxone protocol allows the registered nurse or RCIS to:
« Titrate oxygen to maintain an oxygen saturation of at least 92%.
« Perform further intarventions, including the administration of naloxona
depending on the patient's mental status and O; saturation.

« For patients with oxygen saturations 2 to 80%, dilute the naloxcne 0.4 mg
in 9 ml of normal saline and administer in small, 1mL doses following the
protocol. This allows for better titration of the dosing [so the patient doesn't
over respond to the naloxone and end up in severe pain).

¢ Give naloxone 0.4 mg undiluted for an O, saturation below 80% or

respiratory arrest,

NOTE: Click the button.

Review the naloxone

(Narcan) Protocal

Page 1426 20




m Shaw Changes

Taz  Policy

Standing Order/Protocol for Adult Naloxone (Narcan)

Purposer>
Ta provide a palicy for Adult Nalaxene (Narzan) starding erders/aratoanla
Policy=
A. The Pretecsl for Adult Nakoxone (Narcan) ehown below is approved &= a standing order end may be

inilizled bry 3 Registered Nursse (RN) or Licensed Practics Nurss (LPN) witheal 8 provider order for any
patientif.

1. Fatlent iz difficult 2o arouse with verbaliphyaical stimull ~AND~

. |Hs protocol 13 not applicable for end of lIfe/aallative or comfort care/hospice patients. Call provider

Z Patientie on, or receptly was on opioids or suspacted that the patient hag consumed opioids
e to clartfy ¢ any questions,

£ 1 eriturin wbrnm urs st e th initmtinn BRIPOR AR 1A wniee o Dhuvieian Aeeur Faotes APOF vine v

“haloxone (_Narcan) Points to Remembpr

¢ The onset of action for naloxone is within 2 minutes.
e The half-life of naloxone is 30-90 minutes.

¢ Many opicids have a longer half-life than naloxons, so it is important to
monitor your patients closely. A repeat dose of naloxone may be required.

Page 16 of 32
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‘Knowledge Check

-

A 52-year-old female was admitted post-intervention to her right coronary
artary. She received an initial dosa of morphine sulfate 2 mg IV push prior to
her sheath pull. She continued to complain of discomfort @ 8/10. An additional
marphine sulfate 4 mg IV push was administered for discomfort. Respirations

are now 5/minute; oxygen saturation is 82%. The patient is not arousable to
verbal stimuli, but is arousable to a sternal rub.

Which dose of reversal agent should be initiated?

®  naloxone 0.4 mg diluled in 9 mL of normal saline, and give 1 mL IV push

©  naloxons 0.4 mg diluled in 9 mL of nomal saline, and give IV push
©  naloxone 0.4 mg IV push (undiluted)

~  naloxons 0.4 mg diluted in 9 mL of nermal saline, and give 2 mL IV push

Page 17 o 30
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‘Treating Over Sedation from a Benzodiazepine

If a patient becomes difficult to arouse with verbal or physical stimuli related to
sedation from a benzodiazepine, follow the flumazenil (Romazicon) protocol.

The flumazenil protocol can be located:
¢ Policy website on Intranet
« Pharmacy website on Intranet
« Side of the crash cart

Paoc 10 of 30
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- Commonly Used Benzodiazepines

The most commonly used benzodiazepines are:

alprazolam (Xanax ) * flurazepam (Dalmane)
chlordiazepoxide (Librium) lorazepam (Ativan) *
'clonazepam {Klenopin) midazolam (Versed) * |
clorazepate (Tranxene) oxazepam (Serax)

'diazopam (Valium ) * temazepam (Restoril) * |
'-esta-z_c_uam (Prosom) T tn'azola‘r.ﬁ (Haiéion) =

* = MMC formulary benzodiazepines

Paoe 19 of 30
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flumazenil (Romazicon) Protocol

.

The flumazenil Protocol allows the registered nurse or RCIS to:
» Titrate oxygen to maintain an oxygen saturation of at least 92%.

¢ Perform interventions. including administering flumazenil if the patient is
unarousable AND:

> Oxygen saturation is less than 89% OR
# Respiratory rate is less than 6.
e |nitial dose: flumazenil 0.2 mg IV push over 30 seconds

NOTE: Click the button to review the flumazenil protocol;
check for repeat dosing and the complete intervention sequence.

Review the flumazenil

(Romazicon) Protocol

Paoe 20 of 30
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P show Changes

POMH)
Tag Policy

Flumazenil Protocol

Purpose:

Flumazenil (Romazican) protocol for suspected Benzodiazepine overdose in adults
Policy =

Flumazenil Reversal Protocol (Prywaan Onder Re

Purpose Flumazend (Romazicen) pratocol for suspected Benzodiazegene Overdose in Adults

4 hY

Sost Conwron Beansedietpines (( Oest 1o wovse win rtemnvecel snet \

*  Aprasshm (Xasax) \  seded benndedgine cveriiee J
CNOD 2000 w0 (LBwm N\
v Closampen osopn) ;
o Coregee (Yarnese)
o Damepan (Valum * Page mapeyory hangy STAT
£ ol Fratom * STAT Sp02 v

' 'ﬂumazenili.gRomazicon) P‘oint_s to Rerr)ember

¢ The onset of action is 1-2 minutes,
¢ Duration:
» Re-sedation occurs after approximately 1 hour (range: 19-50 minutes).

« Many benzodiazepines have a longer half-life than flumazenil, so it is
important to monitor your patients closely. A repeat dose may be required.

o Avoid use of flumazenil in patients with chronic banzodiazepine use.
Its use may precipitate seizures.
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'Knowledge Check | | >

-

You are assigned to an 88-year-old man who arose from a sitting position and
had a syncopal episcde. He was placed on the stroke unit for telemetry
monitoring. At the start of your evening shift, he becomes very agitated, An
order is obtained to give him lorazepam (Ativan). He finally falls asleep after
0300. At the and of the shift (0700). you find him difficult to arouse to both
verbal and physical stimuli. His respirations are 5/minute and his oxygen
saturation is 86%.

Which reversal dosing agent is appropriate for this patient?
~  Undiluted nzloxone (Narcan) 0.4 mg IV push STAT

~  Diluted naloxone (Narcan) 0.4 mg in 9 mL normal saline

@ flumazenil (Romazicon) 0.2 mg IV push over 30 seconds

r  flumazenil (Romazicon) 0.4 mg IV push over 30 seconds

Page 730l 30
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T aen

- Selecting nalpxone (Narcan) vs. flumazenil (Romazicon)

When a patient has raceived/taken both a benzodiazepine and an apieid,
and a reversal agent is needed. give the naloxone first.

Reasons:
« Opiocids are more likely to cause respiratory depression and other
adverse effects, such as hypotension.

+ flumazenil can cause seizures in patients with a history of long-term use
of benzodiazepines.
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‘Knowledge Check

-

A 21-year-old female patient has returned following endoscopy in the Medical
Procedure Room. She received Demerol 75 mg and Versed 7.5 mg during the
procedure.

She has a history of taking Xanax 0.25 mg three times per day for anxiety and
Vicodin PRN for pain, She was discharged to B2 following an uneventful
recovery with an Aldrete score of 8. Respirations are now S5/minute with an
oxygen saturation of 85%. The patient is not arousable to verbal stimuli. but
does arouse to a sternal rub.

Which reversal agent protocol should be used first?

@ nalexone (Narcan) Protecal

flumazenil (Romazicon) Protocol

Page 2L AN
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‘Knowledge Check e g

-

A 21-year-old female patient has returned following endoscopy in the Medical
Procedure Rocm. She received Demerel 75 mg and Versed 7.5 mg during the
procedure.

She has a history of taking Xanax 0.25 mg three times per day for anxiety and
Vicodin PRN for pain. She was discharged to B2 following an unaventful
recovery with an Aldrete score of 8. Respirations are now 5 minute with an
oxygen saturation of 85%. The patient is not arousable to verbal stimuli, but
deces arouse to a sternal rub.

Which dose of Narcan (nalexone) should be administered?
~ naloxene 0.4 mg IV push (unciluted)

~ naloxene 0.4 mg diluted in 9 mL of nomal saline, and give |V push
~ naloxene 0.4 mg diluted in 9 mL of normal saline, and give 2 mL I\ push

@ naloxene 0.4 mg diluted in 9 mL of normal saline, and give 1 mL IV push

Page 2Gof 20
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~Treating Pat[,ents Who Revert to a Deeper I:.evel of Sedation

¢ Remember, the effects of opioids and benzodiazepines last longer than the
effacts of the reversal agents.

+ Continue to monitor the patient for signs of progression to a deeper level of
sedation for a minimum of 2 hours.

+ Repeated dosing of the reversal agents may be needed,
¢ Create and submit a file.

Page 27 of 20
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' Dissociativg Sedation

-

Dissociative sedation is a trance state where the patient remains awake. but is
unaware of pain and will have no memory of tha avent.

* In comparisen to deep sadation, which causas the patiant to:
# Be unarousable, except with repeated or painful stimuli
» Experience respiratory depression

Faga 28 o132

















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Advisory alarms

System
controller
screen
message

Alarm meaning

Intervention

Connect power

One of the two power

cables is disconnected.

» Promptly connect the disconnected power cable to
the power source (functioning power module or two
fully charged HeartMate 14-volt lithium-ion batteries).

Replace power

Low battery, power
input is low with less

o Promptly connect the system controller to a working
or different power source (power module or two fully

Low battery than 15 minutes charged HeartMate 14-volt lithium-ion batteries).
remaining

Call hospital System controller » Switch to the backup system controller.

contact hardware fault » Obtain a new system controller for the patient.

Controller fault

Call hospital Communication fault » Contact the manufacturer to determine the steps to
contact (HM 3) take next.
o Use the system monitor to silence the alarm while
Comm fault awaiting resolution, if needed. (Note: The alarm must
be active to access the alarm silence for this
situation.)
Call hospital System controller o Replace the 11-volt lithium-ion backup battery. (Note:
contact backup battery fault If replacing the battery doesn't resolve the alarm, the

Backup battery

system controller may need replacement or require
additional steps. Call the manufacturer with

fault questions.)
Call hospital Low-speed advisory » Use the system monitor to check that the fixed-speed
contact warning and low-speed limits have been set appropriately.
» Replace the system controller.
Low speed o Assess the patient's clinical status.
None Driveline fault o Contact the manufacturer to determine the steps to

take next.

» Use the system monitor to silence the alarm while
awaiting resolution, if needed. (Note: The alarm must
be active to access the alarm silence for this
situation.)

Image of the
controller and

System controller
backup battery not

 Install the 11-volt lithium-ion backup battery in the
system controller.




a battery installed » Obtain a new backup battery replacement kit. (Note:
appears If replacing the battery doesn't resolve the alarm, the

system controller may need replacement or require
additional steps. Call the manufacturer with
questions.)

« If an alarm signals controller failure, change the controller. (See Changing the HeartMate II

controller.)

EQUIPMENT
~==

CHANGING THE HEARTMATE II CONTROLLER

If a controller failure or serious malfunction generates an alarm indicating that the HeartMate II
controller needs replacement, follow these steps:

Perform hand hygiene.

Place the backup system controller within reach.

Instruct the patient to sit or lie down if the patient isn't already doing so to avoid dizziness if
the pump briefly stops.

Unlock the driveline safety tab on the running system controller.

Replace the system controller.

o If only an in-use power source is available, move the white connector's power source
from the running controller to the backup system controller. Promptly move the driveline
from the running controller to the backup system controller, aligning the mark on the
driveline with the arrow on the system controller. Move the black connector's power
source from the running controller to the backup system controller.

o If multiple power sources are available, keep the running system controller connected to
power. Connect the white and black connectors on the backup system controller to
power. Promptly move the driveline from the running controller to the backup system
controller, aligning the mark on the driveline with the arrow on the system controller.
Disconnect the old, replaced system controller from power.

Keep in mind that, when the driveline is connected to the backup system controller, the
controller will alarm and then clear, which is normal. The pump will start, the running symbol
will illuminate in green, and you can access system information by pressing the display button.
If the pump running symbol is black, take these steps:

o Inspect the driveline to make sure it's fully inserted into the controller. Tug on the metal
end of the driveline to ensure that it's connected.

o Check that the system controller's black-and-white power cables are connected to the
working power source.

Lock the driveline safety tab on the backup system controller; the safety tab can't move into
the locked position without full, proper insertion of the driveline. If the driveline safety tab
won't lock, align the driveline and firmly press it into the system controller until it snaps into
place.

Put the old, replaced system controller into sleep mode by pressing and holding the battery
button for 5 seconds.

Don't use the old, replaced system controller. Contact the manufacturer to request a new
backup system controller and instructions on returning the old one.

« Perform percutaneous lead exit site care daily, using strict sterile technique.




o Perform hand hygiene.

o Put on a cap, a mask, and sterile gloves. Also put on a sterile gown and use
maximal barrier precautions if required in your facility.

o Remove and discard the dressing in an appropriate receptacle.

o Remove and discard your oves.
o Perform hand hygiene.

o Put on sterile gloves.

o Gently clean the site with a mild antiseptic soap (preferably, chlorhexidine solution) and

then dry the clean site with a sterile gauze pad.
o Inspect the percutaneous lead to make sure it's free from bending and kinking.

o Cover the site with a dry sterile dressing. 8|

o Immobilize the percutaneous lead with a stabilization belt or abdominal binder to reduce
trauma to the exit site. Keep the stabilization belt or abdominal binder in place at all times,
except when the patient showers (iermitted) or for replacement of the belt or binder

with a newly cleaned belt or binder.
Arrange for echocardiography, if ordered, to perform a ramped speed study to determine the
patient’s appropriate fixed-speed setting. A ramped speed studi/ is intended for hemodynamically

stable, euvolemic patients in the postoperative period or Iater.

Completing the procedure

Monitor the patient's intake and output closely for prompt detection of changes in the patient’s

condition.

Closely monitor the patient for signs of right-sided heart failure. When this condition occurs, it
typically develops within 24 hours after left VAD implantation. Warning signs include increasing
right atrial pressure (RAP) with concurrent decreases in pulmonary artery occlusion pressure
(PAOP) and left VAD flow. Systemic hypotension, tachycardia, and a decrease in urine output
soon follow. Administer 1V fluids, as prescribed, to increase RAP to 15 to 18 mm Hg. After
optimizing intravascular fluid volume, administer inotropic therapy and a pulmonary vasodilator,

such as nitric oxide, as prescribed. 8|

Monitor the patient for signs of cardiac tamponade, such as unexplained low VAD flow or cardiac
output despite adequate intravascular fluid volume (RAP or PAOP of 10 to 15 mm Hg), narrowed
pulse pressure beyond what's expected from a device recipient, elevated RAP or PAOP despite
inadequate pump or cardiac output, reduced mixed venous oxygen saturation, tachycardia,
reduced urine output, sudden cessation of chest tube drainage, decreased electrical voltage on

the ECG, and enlargement of the cardiac silhouette or widened mediastinum on chest X-ray.

Notify the practitioner immediately if such signs occur.

If the patient suffers cardiac arrest and needs cardiopulmonary resuscitation, compressions may
pose a risk because of the pump location and position of the outflow graft on the aorta.
Collaborate with the patient's practitioner in advance, and be familiar with your facility's
guidelines for which ACLS measure to follow in the event of cardiac arrest. If the patient
undergoes chest compressions, be sure to confirm function and positioning of the VAD after the
patient's condition stabilizes. Cardiac massage under direct vision performed by a skilled surgeon
may be effective for a patient who has had recent device implantation (before mediastinal
heaIing).

Obtain a 12-lead ECG, as ordered, if the patient complains of "feeling different" to determine an

underlying cause. (See the "12-lead electrocardiogram [ECG]" procedure.)
Provide oral nutrition, as ordered, as soon as the patient's condition warrants to correct
nutritional deficiencies and reduce the risk of infection. Alternatively, if the patient remains

intubated, begin enteral tube feeding, as ordered.



» Remove invasive monitoring lines and catheters, as ordered, as soon as the patient's condition

allows to reduce the risk of infection. 8]
» Monitor laboratory test results (electrolyte and lactate levels, complete blood count, prothrombin

time, INR, and PTT), as ordered. Notify the practitioner of critical test results within your

facility's established time frame, so the patient can be treated promptly.

» Monitor the patient's blood glucose levels and administer antidiabetic agents, as prescribed,
following safe medication administration practices to maintain strict blood glucose control, which
helps reduce the risk of infection. (See the "Blood glucose monitoring"
procedure.)

 Avoid situations and use of devices that can cause strong electrostatic discharges because
electrostatic discharges can damage the electrical parts of the VAD system and cause the VAD to
stop or perform improper/y.

 Provide oral care to reduce oral bacterial colonization, which helps reduce the risk of health
care—associated pneumonia.

o Gently brush the patient's teeth, gums, and tongue at least twice daily using a soft-bristle
toothbrush, toothpaste, and sterile water.

o Moisturize the oral mucosa and lips every 2 to 4 hours to reduce oral inflammation and
improve oral hea/th.

o Use a chlorhexidine mouth rinse twice daily during the perioperative period, as prescribed,

to prevent ventilator-associated pneumonia. (See the "Oral care" or "Oral care for an
intubated patient" procedure.)

» Use antiembolism prevention strategies, such as applying antiembolism stockings or a sequential
compression device, as ordered, to promote venous return and prevent venous
thromboembolism. (See the "Antiembolism stocking_application, knee-length" or "Antiembolism
stocking_application,_thigh-length" or "Antiembolism stocking with a waist belt application”

« If the patient was receiving a beta-adrenergic blocker before surgery, collaborate with the
patient's practitioner to make sure that the patient receives it during the perioperative period, as
appropriate.

« If the patient had an indwelling urinary catheter inserted for surgery, remove the catheter on
postoperative day 1 or 2 (with the day of surgery considered day 0) or as soon as the patient no

longer needs it to reduce the risk of catheter-associated urinary tract infection. (See the
"Indwelling_urinary catheter [Foley]_removal" procedure.)

+ Hospital-acquired condition alert: Keep in mind that the Centers for Medicare and Medicaid
Services considers catheter-associated urinary tract infection (CAUTI) a hospital-acquired condition
because it can be reasonably prevented using a variety of best practices. Make sure to follow
evidence-based CAUTI prevention practices—such as performing hand hygiene before and after any
catheter manipulation; maintaining a sterile, continuously closed drainage system; maintaining
unobstructed urine flow; emptying the collection bag regularly; replacing the catheter and drainage
system using sterile technique when breaks in sterile technique, disconnection, or leakage occurs; and
discontinuing the catheter as soon as it's no longer clinically indicated—when caring for a patient with

an indwelling urinary catheter to reduce the risk of CAUTI. .

» Return the bed to the lowest position to prevent falls and maintain the patient's safety.
e Maintain the device according to the manufacturer's instructions for use.

» Remove and discard your oves and other personal protective equipment.
10

 Perform hand hygiene.

e Clean and disinfect your stethose with a disinfectant pad.
« Perform hand hygiene.2/[10/11](12][13][14]
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