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1.1 To provide guidelines for patient management of all procedures requiring the use of sedation.

Sedation —is produced by the administration of pharmacologic agents. The patient to physical stimulation

and/or command. The following are definitions for the four levels of sedation and anesthesia.

Minimal Sedation (Anxiolytics) - a drug — induced state during which patients respond normally
to verbal commands. Although cognitive function and coordination may be impaired, ventilator
and cardiovascular functions are unaffected.

Moderate Sedation/Analgesia (Conscious Sedation) — a drug — induced depression of
consciousness during which patients respond purposefully to verbal commands, either alone or
accompanied by light tactile stimulation. No interventions are required to maintain a patent airway
and spontaneous ventilation is adequate. Cardiovascular function is usually maintained.

Deep Sedation/Analgesia — drug - induced depression of consciousness during which patient
cannot be easily aroused but respond purposefully following 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 major regional anesthesia. It does not
include local anesthesia. General anesthesia is a drug — induced loss of consciousness during
which patient are not arousable, even by painful stimulation. The ability to independently maintain
ventilator 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. NB: The parameters of this policy relate to moderate and deep sedation definitions.

Itis the policy at Maternity and Children Hospital, Hafer Al Batin that these guidelines apply to all locations

in the hospital where moderate and deep sedation is administered in MRI unit, Delivery Room, Operating
Room but not in Intensive Care Units.

Only licensed independent practitioners (Physician) that are trained in professional standards and

techniques to administer pharmacologic agents to predictably achieved desired levels of sedation and to
monitor patients carefully in order to maintain them at the desired level of sedation, will provide sedation.

A pre - sedation assessment is performed and documented in the medical record for each patient before

administering moderate to deep sedation.

The patient will be re — evaluated immediately before moderate or deep sedation is administered.
The ordering licensed independent practitioner (LIP) will review the risks, options and benefits of the

selected agents with the patient, parent or guardian and document the patient, parent or guardian’s
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informed consent in the chart. The nurse must verify the presence of this documentation before

administration of the sedative. Documentation may consist of a written note in the chart by the LIP.

3.6. A pre - sedation plan of care will be documented by the LIP in the patient's medical record prior to
administration of sedation.

3.7 The LIP administering moderate and deep sedation must have privileges for clinical administration of this
category of drugs.

38 The LIP administering moderate sedation must have the appropriate privileges and be qualified to rescue
patients from deep sedation and must be competent to manage a compromised airway and to provide
adequate oxygenation and ventilation.

3.9 The LIP administering deep sedation must have the appropriate privileges and be qualified to rescue
patients from general anesthesia and must be competent to manage an unstable cardiovascular system
as well as a compromised airway and inadequate oxygenation and ventilation including ACLS Certification.

3.10 Patients requiring moderate and deep sedation and who meet the criteria for patient selection will be
monitored by a registered nurse trained in basic EKG/ arrhythmia, current BCLS certification and has
satisfactorily completed the moderate and deep sedation medication education program, in addition to
technician or nurse assisting the LP.

3.10.1  Monitoring will include:
3.10.1.1 Physical Assessment
3.10.1.2 Blood Pressure
3.10.1.3 Heart Rate
3.10.14 Respirations
3.10.1.5 Oxygen Saturation
3.10.1.6 Cardiac Monitoring
3.10.1.7 Level of Consciousness (Sedation Scale)

3.11 Non - Anesthetist LIP is allowed to give mild to moderate sedation for Pediatric patients only by oral
medication. In case intravenous sedation is needed for procedures, the anesthetist should attend the case.

3.12  The patient will be continuously monitored and reassessment will be documented every 5 minutes until the
procedure is completed. Emergency resuscitation equipment will be readily available.

3.13 Patient Selection:

3.13.1 Candidates for moderate and deep sedation are those patients who must undergo painful or
difficult procedures where cooperation andfor comfort will be difficult or impossible without
pharmacologic support.

3.13.2 Patient must be screened for potential risk factors for any pharmacologic agents selected. This
decision on which agent to use, must be based on the goals of sedation, type of procedure and
condition and age of the patient.

3.13.3 Patients will be screened by ordering LIP for risk factors utilizing the ASA Physical Status
Classification.

3.134 Patients considered appropriate for moderate and deep sedation are ASA Class | and Class II.

3.13.5 Patients who fall into ASA Class IIl or Class |V present special problems which may necessitate
a consultation by a member of the Anesthesia Department.

3.13.6 If the nurse disagrees with classification, Anesthesia personnel will be consulted and agreement
among the RN, Anesthesia Personnel and LIP on appropriate monitoring and who should be
responsible will be determined and agreed upon by those involved.

4, PROCEDURE:

4.1 Before Administering Sedation:

411 The sedation practitioner or designee (nurse practitioner, physician assistant, referring physician)
will perform and document history and physical examination within 30 days of the procedure that
includes at a minimum:

4.1.1.1 Identification of pre — existing medical conditions.
41.1.2 Past and present medication history.

41.1.3 Recent history of substance abuse.

4114 Assessment of mental status.
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412

413

414

4.1.15 Examination specific to the procedure proposed.
4.1.1.6  Plan of sedation care (e.g., moderate sedation).
On the day of (and before) the procedure, the sedation practitioner will evaluate and document
factors that may increase patient risk related to sedation/analgesia including:
4121 Airway or facial abnormaliies which might interfere with intubations or mask
ventilation. Past difficult intubations or sedations sleep apnea or severe snoring.
41.2.2 Severe GERD or gag reflex problems, which could increase aspiration risk.
41.2.3 Drug allergies.
4124 Current medications, relevant medical/surgical history and last PO intake.
Informed consent shall be obtained for all procedures involving sedation/ analgesia. During this
discussion all anesthesia options and risks should be discussed with the patient family/guardian,
(if applicable) prior to administration of the sedation/analgesia. Consent must be obtained and
documented in all areas when sedation/ analgesia is administered. As part of the consent
process, staff members must clearly explain the proposed treatment or procedure. This
explanation should include:
41.3.1 Potential benefits and drawbacks.
41.3.2 Potential problems related to recuperation.
41.3.3 Any possible adverse effects of treatment.
4.1.3.4  Any significant/reasonable alternative.
4135 The likelihood of success.
Ascertain that equipment appropriate for the patient's age and weight is available including
supplemental oxygen, pulse oximeter, BP measurement apparatus, EKG monitor, defibrillator,
manual resuscitator (e.g., Jackson — Reese, Ambubag) and suction, airway and emergency cart.
4.14.1 Insituations when moderate sedation/analgesia is to be administered Flumazenil And
Naloxone must be immediately available.
4.1.4.2 For ambulatory patients before procedure:
4.1.4.21 Verify that there is a responsible adult to accompany the patient home. If
not, cancel procedure and re — schedule patient for another time.
4.1.4.22 Document that instructions have been given to the patient, or their
parent/legal guardian, if appropriate, to avoid drinking alcohol; driving,
operating heavy machinery (or other injury prone physical activity), or
making major decisions after the procedure for 24 hours.
41.4.3 For all patients assess and document:
41431 Baseline physiological parameters: T, HR and rhythm, RR, and BP and
Oz saturation;
41432 Modified Aldrete Score and level of consciousness;
4.1.4.33 Patency of IV access (if appropriate);
41434 Availability of a responsible adult to accompany patients who will be
discharged home.

4.2  During the Diagnostic/Surgical Procedure:

4.2.1
422

4.2.3

The sedation practitioner must he in the immediate procedural area.
The sedation practitioner, registered nurse, or other LIP will monitor HR, RR and pattern and Oz
saturation, level of consciousness, pain and adequacy of sedation continuously. BP should be
measured every 5 minutes.
The sedation practitioners, registered nurse or LIP will:
4231 Document HR, RR, BP, SPO,, LOC and Pain Score at least every 15 minutes and at
the end of procedure.

4.3 Recovery Period:

4.3.1
432

AN-MPP-001

The sedation physician, registered nurse or LIP will be in the immediate recovery area.
Document HR and rhythm, RR, respiration and pattern, BP, Oz saturation. Activity and level of
consciousness and comfort on admission to recovery area (or at completion of procedure, if it
was of performed at the patient's bedside).
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433 Assess the patient at least every 15 minutes, until they have returned to their pre — sedation

434

435

436

baseline, but in no case for less than one hour after the last sedative were administered. Monitor
vital signs and O2 saturation as appropriate for patient’s age and condition.

Monitor for signs of re — sedation (i.e., decreased respiration, level of consciousness), particularly
in patients who have received a reversal agent during or after the procedure. Monitor for at least
one hour after the last reversal agent was given.

Document HR and rhythm, RR and BP immediately before discharge from the recovery area
(when applicable).

The patient may be discharged from the sedation recovery protocol when they have met
discharge criteria as ICU level of monitoring exceeds those listed in this protocol.

44 Guidelines for Administration:

441
442

443

Give drugs slowly and in small, incremental doses.
Assess therapeutic effect before determining.

4421 Adecrease in oxygen saturation.

4.4.2.2 Ability to maintain patent airway.

4423 Appropriate response to physical stimulation and/or verbal command.

4424 Significant changes in vital signs.
Adjust dosages per physician order based upon patient's age, level of debilitation, drug
combinations, patient tolerance, pulmonary reserve, previous narcotic usage and length of
procedure.

45 Discontinuation of Protocol/Discharge of Patient:

4.5.1

452

Patient may be discharged from the sedation protocol when his/her Modified Aldrete Scoring has
reached 7, or 6, if pre — existing co — morbidity has altered the baseline status of the patient. An
explanatory note shall be documented in the sedation record of any patient discharge.

The patient may also be discharged from the sedation protocol by a physician order, or may be
transferred to ICU level of care prior to meeting recovery discharge criteria.

4.6 Transportation of Patient:

46.1

46.2

A sedation practitioner, other LIP or RN will always accompany the patient who must be
transported to another area prior to meeting discharge criteria. The state of consciousness, heart
rate and oxygen saturation will be monitored while in transit.

Before transporting the patient to an inpatient bed, the patient will meet all discharge criteria as
described in VIl above.

4.7  Guidelines for Obtaining Moderate and/ or Deep Sedation Credentials:

AN-MPP-001

4.7.1

472

473

4.74

Itis the goal of the certification process to ensure that those seeking sedation privileges are being
thoroughly assessed and are able to provide to all patients the same standard of patient care;
whether undergoing a diagnostic, surgical, or therapeutic procedure. All individuals responsible
for ordering, administering and monitoring of patients receiving sedation will be required to
demonstrate competency prior to their privileges being granted or renewed. This policy applies
only when sedation and analgesia are provided during diagnostic, surgical or interventional/
therapeutic procedure. It does not apply to clinicians managing pain intervention, alcohol
withdrawal or the control of psychiatric disorders (agitation/anxiety). It is not a policy directed for
the sedation of patients on ventilators or for patients administered only local anesthetics.

The JCAHO in the United States has noted that because sedation - anesthesia is a continuous;
it is not always possible to predict how an individual patient receiving medications with the intent
to achieve moderate to deep sedation will respond. Therefore, qualified individuals are trained in
professional standards and techniques. “In order to be compliant with the stated standards and
techniques, the credentialing process will incorporate required knowledge of these measures.
All members and affiliates of the Medical Staff with prescriptive authority may apply for moderate
sedation privileges. After fulfiling mandated requirements, and when administered under the
general, but not direct supervision of an Attending Physician.

Respiratory compromise is the main potential primary complication of moderate sedation and as
such, individuals responsible for the administration of moderate sedation are responsible for
monitoring, detecting and treating patients who may experience such compromise. Those
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individuals completing the certification process and being granted privileges for moderate
sedation and analgesia will be required to:

4741  Submit recent (within two years) Basic Life Support (BLS) or more advanced life
support certification, or demonstrate acceptable airway management skills.

4742 Be able to recognize and safety manage anticipated complications associated with
the moderate sedation and analgesia process.

4743 Be capable of establishing a patent airway in order to assure adequate oxygenation
and ventilation.

4744 Understand and support the process of identifying any and all untoward events and
document the occurrence and outcome on the appropriate Adverse Event Form.
Adverse and sentinel events are to be reported to the Quality Assurance
Subcommittee, Sedation Analgesia Council and/or directed to the Chief of Staff within
a timely Fashion.

475 Those individuals seeking moderate sedation and analgesia privileges must complete the
process implemented by the Sedation Analgesia Council. This consists of verified understanding
of basic knowledge concerning administration of moderate sedation/analgesia, as well as
demonstrated airway management skills. The process parallels the two-year re-credentialing
cycle mandated by the Medical Staff. Individuals being granted privileges for moderate sedation
and analgesia are required to have knowledge or show competency in the items described below:

4751 Assure that sufficient numbers of qualified personnel are present during procedures
using moderate sedation and analgesia in order to:

47511 Appropriately evaluate the patient prior to beginning the procedures
using moderate sedation and analgesia.

4.75.1.2 Provide safe and effective moderate sedation and analgesia.

4.75.1.3 Safely perform the intended procedure.

47514 Appropriately monitor the patient (e.g., level of consciousness and
hemodynamics).

47515 Ensure a safe recovery and discharge of the patient.

4752 Administer pharmacological agents to predictably achieve desired levels of sedation.

4753 Understand the pharmacology and appropriate utilization of specific antagonists
whenever opioid analgesics or benzodiazepines are being administered for sedation
and analgesia. Monitor patients carefully in order to maintain them at the desired level
of sedation. Methods and techniques required to rescue those patients who
unavoidably or unintentionally progress into a deeper than desired level of sedation
or analgesia. Manage a compromised airway and to provide adequate oxygenation
and ventilation. If credentialed to provide deep sedation, is competent to manage an
unstable cardiovascular system as well as a compromised airway and inadequate
oxygenation and ventilation. Ensure that emergency equipment is immediately
accessible in every location where moderate or deep sedation is to be administered
order appropriate post-procedural recovery care with nursing monitoring. Adequately
and completely document the patient's response to sedation and analgesia in the
patient's medical record. Support data collection for patients having complications of
moderate sedation, in order to identify opportunities to improve care.

4754 In order to accomplish these basic goals and to be granted moderate sedation and
analgesia certification, individuals must: be familiar with the expected and known
possible adverse effects of selected drugs (sedative hypnotics and opioids).
Acknowledge the sedation is a continuum and that the more alert patient may
unpredictably progress to deeper levels of sedation. Be aware of drug administration
techniques that have a higher likelihood of resulting in over sedation (example: rapid
injection, co — drug administration, etc.).

476 ASA (American Society of Anesthesiology) Physical Status Classification:

4761 Class |: No organic, physiologic, biochemical or psychiatric disturbance.

4.76.2 Normal: healthy patient.
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476.3

4,764
4.76.5

4766

Class II: Mid — moderate systemic disturbance; may or may not be related to reason
for surgery.

(Examples: hypertension, diabetes mellitus).

Class IIl: Severe systematic disturbance. (Examples: heart disease, poorly controlled

hypertension).
Class IV : Life threatening systemic disturbance (Examples: congestive heart failure,

persistent angina pectoris)

477 Sedation Scale:

4.7.7.1
4.7.7.2
4.7.7.3
4774
4.7.7.5

1-Alert.

2 — Occasionally drowsy; easy to arouse.
3 — Frequently drowsy; easy to arouse.

4 — Asleep; easy to arouse.

5 — Somnolent; difficult to arouse.

478 Pre - Procedure Monitoring:

4.7.8.1

4.7.8.2
4.7.8.3

Physical and baseline assessment parameters include, but are not limited to:

4.78.1.1 Level of Consciousness.

478.1.2 Anxiety Level.

4.7.8.1.3 Vital Signs, Including Temperature.

4.7.8.1.4 Skin Color.

4.78.15 Sensory Defects.

4.78.1.6 Current Medications and Drug Allergies.

4.78.1.7 Relevant medicall surgical history including history of substance abuse

47818 Patient perceptions regarding procedure and moderate and deep
sedation.

IV access is established. Fluid type and rate per LIP order.

Supplemental oxygen is administered as necessary.

479 Supplemental oxygen is administered as necessary.

4.7.9.1
4.7.9.2

4793
4794

Patient is continually reassessed throughout the procedure.

Vital signs (EKG, oxygen saturation, heart rate and blood pressure) are recorded
every 5 minutes. Level of consciousness (sedation scale) is recorded every 15
minutes.

Verbal reassurance to patient frequently throughout the procedure.

Untoward reactions or sudden/significant changes in monitoring parameters should
be immediately reported to the LIP.

4.7.10 Post - procedure Monitoring and Discharge Criteria:

4.7.10.1

4.7.10.2

AN-MPP-001

Documentation of the Aldrete Score will be completed prior to patient discharge. The
score must return to the baseline assessment before the patient may be released
from the procedure area. The range is 10 for complete recovery to 0 in comatose

patients.
Evidence that patient has met discharge criteria must be clearly documented in the

medical record. Aldrete scoring is as follows:
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4.7.10.2.1 Activity:
Muscle activity is assessed by observing the ability of the patient to
move his/her extremities spontaneously or on command.
SCORE
2 Able to move 4 extremities
1 Able to move 2 extremities
0 Not able to control any extremity
4.7.10.22 Respiration:
SCORE
2 Able to breathe deeply and cough
1 Limited respiratory effort (dyspnea or splinting)
0 No spontaneous respiratory effort
4.710.2.3 Respiratory efficiency evaluated in a form that permits accurate and
objective assessment without complicated physical tests.
SCORE
2 Able to breathe deeply and cough
1 Limited respiratory effort (dyspnea or splinting)
0 No spontaneous respiratory effort
471024 Circulation:
Use changes of arterial blood pressure from pre — anesthetic level.
Score:;
SCORE
2 Systolic arterial pressure plus or minus 20% of Pre
— anesthetic level (Riva —Rocci method).
1 Systolic arterial pressure between plus or minus
20% to 50% of Pre — anesthetic level.
0 Systolic arterial pressure between plus or minus
51% or more of pre — anesthetic level.
4.7.10.25  Consciousness:
Determination of the patient's level of consciousness. Score:
SCORE
2 Full alertness seen in patient's ability to answer
questions and acknowledge his/her location
1 aroused when called by name
0 Failure to elicit a response upon auditory
stimulation. Physical stimulation should not be
considered reliable as even a decerebrated patient
might react to it
4.7.1026 Oxygen Saturation:
SCORE
2 SPO2 greater than or equal to 92% on room air
1 SPO2 greater than 90% on room air
0 SPO2 less than 90% on room air

4.710.3 All outpatients who receive sedation for any procedure must be observed and
monitored for a minimum of 1 hour prior to being discharged home. Vital signs (Heart
Rate, Respiratory Rate and Blood Pressure) are recorded at 15— 30 minute intervals.

Discharge Home:

47.11.1 Completion of Aldrete Score.

4.7.11.2 Ability to ambulate consistent with baseline assessment.

4.7.11
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4.7.11.3  Ability to demonstrate a gag reflex.

47114 Ability to retain oral fluid, as appropriate to LIP orders.

4.7.11.5 Pain minimal.

4.7.11.6  Ability of patient and home care provider to understand all home care instructions.

4.7.11.7 Written discharge instructions given to patient/family.

4.7.11.8 Concurrence with prearrangements for safe transportation including discharge to the
care of a responsible adult. The patient may not drive self — home.

4,712 Retumn to Nursing Unit:

4.7.12.1  Allin patients who receive sedation for any procedure will have vital signs (heart rate,
respiratory rate and blood pressure) monitored every 15 — 30 minutes until criteria is
met in the recovery area. The patient may then be retuned to their specific unit, where
monitoring is continued as per that unit's nursing standard.

4.7.12.2 Outcomes from patients undergoing moderate or deep sedation will be collected for
measurement and analysis, and reported as a component of the organization wide
performance improvement program. Evaluation of patient outcomes will be utilized in
an effort to identify opportunities to improve the use of moderate and deep sedation
throughout the institutions.

MATERIAL AND EQUIPMENT:
5.1  Oxygen and Nasal Cannula
5.2  Suction
5.3 Emergency Crash Cart with Defibrillator
54  Cardiac Monitor
55 Pulse Oximeter
5.6 Blood Pressure Monitor
RESPONSIBILITIES:
6.1 Anesthesiologist
6.2 Pediatrician
6.3 Neonatologist
6.4 OBS Physicians
6.5 Nurses
APPENDICES:
7.1 Appendix A — Sedation Agents
7.2 Appendix B - Discharge Assessment Checklist
7.3  Appendix C - Pre Anesthesia / Sedation Assessment Form
7.4  Appendix D - Moderate Sedation Flow Sheet
REFERENCES:
8.1  Ministry of Health Policies and Procedures, 2013.
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APPENDIX A

UNRESTRICTED SEDATION AGENTS

PREFERRED AGENTS
AGENT ROUTE ONSET | DURATION TYPICAL PEDIATRIC TYPICAL ADULT DOSE CONSIDERATIONS
(MIN) (HR) DOSE
PREFERRED BEN AZEP|
6 Month =5 year old 0.5 - 2.5 mg/dose may Reversible with flumazenil.
patient: 0.05-0.1 repeatq 2 -3, total
1-5 1-2 mg/kg, max dose of 1 dose rarely to exceed 10 | Administer slowly over at
mg; mayrepeatq3 min | mg. least 2 minutes to avoid
to max total dose of respiratory depression or
lesser of 0.6 mg/kg or 6 apnea.
mg/kg
Use smaller doses in
612 year vld patient: debilitated, chronically ill,
0.025-0.05 elderly, or patient with
MIGAZOLAM mg/kg/dose, mmf 1mg decr‘eased pulmonary or
may repeat q3 min to cardiovascular reserve.
total dose of lesser of
0.4 mg/kg or 10 mg. Patients with chronic
benzodiazepine or alcohol use
PO 10-15 1-2 0.5-0.75 mg/kg/dose, | Notroutinelygivento | May require higher doses.
max 20 mg adults
Respliratory depression is
potentiated when combined
PR 20- 1-2 03-0.7mg/kg(use IV | Notroutinely given to with a narcotic,
30 formulation rectally) adults
Intra= 3-5 1-2 0.2-0.3 mg/kg/dose Not routinely given to
nasal {use IV formulation adults
nasally)
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not apprehensive at the -

onset may require 5

mcg/kg).

Greater than 40 kg
patient: 5 meg/kg. Dose
rarely exceeds 400 mcg.

AGENT ROUTE | ONSET | DURATION | TYPICAL PEDIATRIC DOSE TYPICALADULT DOSE CONSIDERATIONS
(MIN) [HR)
I\ 1-3 05-2 1 mcg/kg/dose, may 25 — 50 mcg/dose; may
repeat g 3 =4 minimum. repeat g1 -2 min.
patients not responding PREFERRED OPIATE
Total dose generally not to a 50 meg dose may
FENTANYL to exceed 3 meg/kg. receive 100 meg repeat Reversible with Naloxone.
doses, Total dose >
200meg rarely needed for Use smaller doses in
short procedures; debilitated, chronically ill,
patients undergoing elderly, or patients with
prolonged procedures decreased
(l.e. > 45 min) may require pulmonary/cardiovascular
up to 400 meg total dose. reserve
Trans— | 20— 1540 kg patient: 5-15 | Not routinely given to R"*‘P"“";W Hapresion ¥
mucosal | 30 meg/kg (children whoare | aduits poventisted dher omiinad

with a benzodiazepine.

AN-MPP-001
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AGENT ROUTE | ONSET | DURATION | TYPICAL PEDIATRIC DOSE TYPICALADULT DOSE CONSIDERATIONS
(MIN) (HR)
v 1-3 05-2 1 meg/kg/dose, may 25 — 50 mcg/dose; may
repeat g 3 -4 minimum, repeat q1 -2 min,
patients not responding PREFERRED OPIATE
Total dose generally not to a 50 mcg dose may
FENTANYL to exceed 3 meg/kg. receive 100 meg repeat Reversible with Naloxone.
doses, Total dose >
200mcg rarely needed for Use smaller doses in
short procedures; debilitated, chronically ill,
patients undergoing elderly, or patients with
prolonged procedures decreased
(i.e. > 45 min) may require pulmonary/cardiovascular
up to 400 mcg total dose. resenve:
Trans- 20— 15—-40 kg patient: 5=15 | Not routinely given to Resplratory depression Is
mucosal 30 meg/kg (children whoare | adults potentlated when combined
not apprehensive at the - with a benzodiazepine,
onset may require 5
meg/kg).
Greater than 40 kg
patient: 5 mcg/kg. Dose
rarely exceeds 400 mcg.
AN-MPP-001 Conscious Sedation for Diagnostic and Surgical Procedures
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ALTERNATE AGENTS

AGENT ROUTE ONSET DURATION TYPICAL PEDIATRIC TYPICAL ADULT DOSE CONSIDERATIONS
{MIN) {HR) DOSE
Chloral PO 10-20 5-10 75 mg/kg. may repeat Not routinely given to For children over 48 weeks
Hydrate 25 mg/kg after 30 adults. post conceptional age to 3
minutes. If sedation is years of age and under 30 Ibs.
inadequate TOTAL DOSE
NOT TO EXCEED 1.0 Not at—home prescribing ot
GRAM, administration before arrival
to institution for procedure. if
sedation Inadequate after 2
dose, then must schedule for
future date. Cautionl Effects
are long lasting! Consider
alternative agent for future
procedure.
Diazepam v 1=-3 2-6 0.05~-0.1 mg/kg/dose, 2 —10 mg/dose, may MIDAZOLAM IS PREFERRED
may repeat 130 repeat q30 min. total BENZODIAZEPINE
minutes. Total dose dase generally not > 30
generally not > 5 mg. mg Diazepam lasts longer than
Midazolam.
PR 0.2-0.3 mg/kg Not routinely given to
adults. Reversal with flumazenil.
Administer slowly (i.e. over at
least 2—3 min) to avoind
respiratory depresslon/apnea.
Re - sedation may occur at 6=
8 hours due to enterohepatic
re —circulation and formation
of active metabolite.
Respiratory depression is
potentiated when combined
with a narcotic.
AN-MPP-001 Conscious Sedation for Diagnostic and Surgical Procedures
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AGENT

ROUTE

ONSET | DURATION | TYPICAL PEDIATRIC DOSE TYPICAL ADULT DOSE CONSIDERATIONS
(Min) (HR)
Meperidine v S 2-4 Not Used in pediatric 25~ 150 mg/dose may Reversible with Naloxone.
patients. repeat q5min, rarely to Contraindicated in patients
exceed total dose of 300 | receiving MAOI (phenelzine,
mg. tranylcypromine, selegeline)
within 14 days. Avoid in
P & T Committee patlents with renal failure or
recommends Intra— selzure history. Administer
procedural use only slowly {L.e. 10 mg/min).
Respiratory depression Is
potentiated when combined
with a benzodiazepine.
Morphine v 5 2-4 0.05 - 0.1 mg/kg/dose 2.5 - 10 mg/dose, may Reversible with Naloxone.
may repeat q 10 min repeat q10 min. total dose Administer slowly to avoind
required generally not > respiratory depression or
15 mg. apnea. Use smaller doses in
debilitated, chronically ill,
elderly, patients with decreased
pulmonary or cardio ~vascular
reserve. Respiratory depression
is potentiated when combined
with a benzodiazepine.
AGENT ROUTE | ONSET | DURATION | TYPICAL PEDIATRIC DOSE TYPICAL ADULT DOSE CONSIDERATIONS
(MIN) (HR)
1-2 mg/kg/dose, may
repeat g5 — 10 min. Total
v 1 0.25 dose generally notto Not rautinely given to
exceed lesser of 6mg/kg adults.
or 150 mg. No reversal agent available.
Administer slowly over2=5
minutes to avoid respiratory
depression or apnea. Not
Pentobarbital considered first line agent due
PO 15- 1-4 Not routinely given to to slow onset and long
60 adults. duration of action (especially
2 -6 mg/kg. Max 100 mg IM/PO route).
may repeat q5— 10 min.
M 10—
15
AN-MPP-001 Conscious Sedation for Diagnostic and Surgical Procedures
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RESTRICTED AGENTS

(NOTE: MDs MUST CONTINUOUSLY AT BEDSIDE DURING DRUG ADMINISTRATION)

AGENT ROUTE | ONSET | DURATION | TYPICAL PEDIATRIC DOSE TYPICALADULT DOSE CONSIDERATIONS
(MIN) (HR)
Etomidate v <1 3=5min | NOTindicated in patients | 0.1~0.6 mg/kg over 15— Larger doses (0.3 mg/kg or
<10 year old although 60 seconds. Generally, ay confer
0.1-0.4 mg/kg given give 0.1 mg/kg q1 min to anesthesia —grade effect.
over 1 minute has been effect
used, In patients > 10 NO reversal agent.
year old, the usual adult
dose is suggested.
Generally, give 0.1 mg/kg
q1 min to effect.
Propofol v <1 3-10 1-2 mg/kg bolus 0.5-1mg/kg over 20 = Propofol is not indicated for
minutes followed by malntenance | 30 seconds or continuous iatric | ation. Dosin;
infusion of 75 — 100 Infusion starting at 100~ guidelines are presented as
meg/kg/min has been 150 meg/kg/min followed information but should not
used for procedural by maintenance infusion consider: ion
sedation. of 25 =75 mcg/kg/min. for use. NO reversal agent.
Contraindicated in patients
with hypersensitivity to
soybeans or eggs. Avoid bolus
dosing and use smaller infusion
doses In elderly/debilitated
patients.
May cause hypotension in3—
10% adult patients and 17% of
pediatric patients.
Ketamine v <1 1-2 0.2=1 mg/kg/dose 0.2-1 mg/kg/dose Contraindicated in patients
(PREFERRED route) with open globe, active upper
respiratory tract Infections,
psychiatric or seizure history,
IM 3-4 3-4 1-6 mg/kg/dose, may 0.5 -4 mg/kg/dose increased intracranial pressure.
repeat after 5~ 10 Ketamine does not preserve
minutes if no response, the gag reflex; may Increase
some-patients may risk of laryngospasm due to
require up to total of 10 increased salivation, consider
mg/kg. concomitant use of
glycopyrrolate or atropine. NO
reversal agent avallable.
Administer over 1=3 minutes.
Final concentration not to
exceed 2 mg/ml. Emergency
reactions including
hallucinations can occur in up
to 12 % of patients and may
occur up to 24 hours later,

AN-MPP-001
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~ DISCHARGE ASSESSMEN?
NAME:
MRN : NATIONALITY:
HEALTH HOLDING ROOM NO: BED NO: AGE:
DATE & TIME OF ADMISSION:
HAFER ALBATIN HEALTH DATE OF BIRTH:
CIUSTER GENDER: L] MALE O FEMALE
MATERNITY AND
CHILDREN HOSPITAL
DISCHARGE ASSESSMENT: 5
VITAL SIGNS RESPRATORY CARDIOVASCULAR
= REGULAR o RREGULAR
Temperature: o PINK o OTHER
1 MODERATE DEEP = SHALLOW
o WARM o COLD
Pulse Rate: 2 UNLABORED 2 LABORED
n DRY o MOIST
= CLEAR = CONGESTED
Respiratory Rate: SHISTORYOF M  WHEN?
o« ROOM AIR oO@ LPM
o CURRENT CJO CHEST PAIN?
o YES oNO
Blood Pressure:
PSYCHOLOGICAL NEUROLOGICAL MUSCULO/SKELETAL
i = ANXIOUS = AWAKE © ASLEEP
 AMBULATORY INDEPENDENTLY
2 COMMUNICATIVE o WITHDRAWN = ALERT = DROWSY
 COOPERATIVE = ORIENTED - DISORIENTED = AMBULATORY WATH ASSISTANCE OF A
MECHANXCAL DEVICE:
& UNCOOPERATIVE © LOSS OF SEDATION o Ey | m——
1 WHEELCHAIR BOUND
12 LOSS OF EXTREMITY
DISCHARGE
o Pafient able to tolerate food/fluids YES NO
1 Patient able to bear weight/ambulate safely n g
o Patient able to void . .
 Patient given follow — up appointment/instructions - -
o Patient discharges to the care of an adult: ___ S o o
© Patient discharge to physician’s office: o <]
o Patient discharged other: at (time) o o
SIGNATURE:
DOC-OR-003 Page 1of | DISCHARGE ASSESSMENT CHECKLIST
AN-MPP-001 Conscious Sedation for Diagnostic and Surgical Procedures
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AN-MPP-001

KINGDOM OF SAUDI ARABIA
phs BNEANEE L Bheee.
0 Hame: o
daaall agly Mationality- 'ﬂ_--u;'_l.“
> [T T i s
Hospital: ontdiiun g

Region: ‘alalaaianica | Dote of Birth: £ F14 H I § 20, ‘ailaadl eﬂh'

Dapt Unit; Basgljauall Gender:[Inate [ remale ;puiall

Elm-bm O iyroid disease

Dnnpnu Eamm

Meursloglcal:  [lNegathe LJCvaA
[ seizure disceder Other— oo o—oeee-.

TEMP: [
Anesthesla Asesment dons inc Diagnosis: ADMATTLO THRCUDH
Oore Oward Oor e O tmmgeny [ soui
O i Procedure: O taay Case
Dmnn-nsmm ARWEY
Aliorgies: CIne  [Jves
q No airsay problems  Teeth: O appesr nermal DDMDM@
Do Clfect Dlothers o [ Oantures: L] Upper ] tower  Clnamoved
OHypertensive (] Vidve Disease w"‘ Nack:
Clantythmia DO maamear: 01 O Om Ow
Dl'fmullm.. _______________ Py
unpumy- Du.gum [jAnﬁmn - ----- 3
Empiysema %5
Ozbop-mm Sleep Apnea
Recent URI Other— ..
[ smaking Aot JESTRESIETS
Endecrine: O Hegatave e0e Owa O atsormat

CrestXray [Jwne [ Abnormal
Hb O] ood Mesdeds Desvatives:L] Yes LI Mo Amownt______ i

Physical Activity:

Ellnll: Negative AsAclassification: (11 (02 O3 Os Os Os Cle
Ranal Fail Renal mpairment
Dot L:m o ANESTHETIC PLAN 8
Cancer : DN-@M 230 SN
Ocmemonmr  Clother:
frogaancy:  [Ne [Jves
S Eatisnt Education
Other Duseasels) Anesthwtic plan, benefits, altermatives and risks are eaplained topatient [Ives [ nio
¥ not esplained to patient, give resscec_ —
Fatient appears to understand and accept the anesthetic plan and possibie risks:
Modications’ supplements: O ves [ o Wiy
Pravious and Apssthiss ANESTHETIST BECOMENDATIONS:
O Generai ) sedation ] {Cltocat | %0 Bed Roquested [T igh Risk Consent:.
compbeations: (e Clves [ Additional Consuttatice:
Family History of Anesthetic complications:
Oves Osee
History of PONV:[INo  [Jves
CHYSICAL EXAMMATION
O wwaske [ atert D] ortented [l comatase
GCS___ N5 .
Cardiac Dl«qulu Dlng.iurw Anestheist Names
Olvurmer: [ wturmur: Stamp&signature:
vengs: [Iniormat ClRates Clwieszing 7. @ e
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KINGDOM OF SAUDI ARABIA

ES

¥

Hospital:

Ragicn:
Dept/Unit:

oo [ N I I I I [ PSR pey
tama. Al
13134 Nationality: Aaiall
ai Age: | :;; Inﬂ":mu L 1‘33';, ozl
s
alalaoiianiay | DeteofBirth L /14 WL /12 “salyall 44y
a3gilaall Gender: [Inate [ remale zpuin

MODERATE SEDATION FLOWSHEET

IMMEDIATE PRE- SEDATION ASSESSMENT

BF; | PR | R | Temp: | Spo2: | weight
PROCEDURE:

[ Ris, benefits & aiternatives ciscussec: ARWRY EVALLATION

[ patiant uncerstana & siects to proceed mouth Criormat O st vicuh

[ consents for procedure and sedation signed

snd dated

asapvacastwus:[J1 Oz Oz Oa Os Oe

[ mesruting incson (] Recodiog Lowarjow  [] Dentures
Neck [ noemat [ pecrensed nom
DWMI}.MS& O senna

Glazco Coma Soale: {

| (13)

O IV Site:

Gauge:( )

Malampeti clauiicstion

Sedation Pan:

Ocusst Dewsz Deomsy  Dossa

ALLERGIES:

MONITORING OF PATIENT INTRA -PROCEDURE

o Light Sedation

Erdy to Arousend

= Desp Sedats
= Uncaracioos

LdadEEEEEREER

et

Time of transportation o pest sedation care room:,

Doctor Name:

GDOHANP-MSF057
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Name: st fumel L 1111 L 111 nncaian e
ROST SEDATION CARE ROOM
Time s |l e]s]w|n|leo|a|w]s]@|as| o] |w]o|w|6| ] os|i]o| e
10
%
180
1%
Mositoring 140
150
e 120
130
O nw
(] Oximeter o
™
w
w
&
Pain Scoee (0-10)
Sedetion Scom [0-4)

TOTAL ALDRETTE SCORE AT DISCHARGE =
(1 9 and more petient tan dacharge from post Sedation care unit

Post Anesthesia Care Unit Nurse Name:

e 2 Fully s i s.:l:zz-!zxonmu :;{-hudﬂe—
g . Dyspnea, limited Needs oxygen to BP +/- 20-50mm hg of
- 3 ¥ bresthing=1 maintsin Sst 02>50% =1 | preop=1 -
s z = Saturation <90% with 8p +/-50 mm hg of Pre
No extremities =0 Unresponsive=0 Apnea=0 =0 -op=0
Patient Discharge time: 3 in-patient 3 wHome

No&Signature: Dute:_ [/ [  Time

Dete:__ [ /  Time
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