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conducuon anesthesia (eg.,

data and recommendations for a wider range of sedation
levels than was previously addressed.

Definitions

“Sedation and analgesia” comprise a continoum of
Sranging  from minimal sedation  (anxiolysis)
al anesthesia. Definitions of levels of seda-

{ d conscious sedation) 'lnd deep sed'l-

hese Guich desngned to be applicable to
cdures pérfon“lcd m a v’lrlety of settings (e.g., hos-
pitals/ Ereest:{n 0
fﬁc’ée) by pi ctitmncn who are not qpccmhsts in ancs-
1f:siology chuse mmuml sed'ltton ('mz\io[yms) enmils

ive or analgesic medications by any route, or (2) a
single, oral sedative or analgesic medication adininis-
tered in doses appropriate for the unsupervised treat-
ment of insomnﬂ, anxiety, or pain. The Guidelines also
not undergoing a diagnostic or
1cr1peut1c procedurc(e.g., postoperative anaigesia, se-
d'itiOll for treatment of insomnia). Finally, the Guidelines
pply to patients receiving general or major
spinal or epidural/caudal
block), whose care should be provided, medically di-
rected, or supervised by an anesthesiologist, the operat-
ing practitioner, or another licensed physician with spe-
cific training in sedation, anesthesia, and rescue
techaiques appropriate to the type of sedation or anes-
thesia being provided.

Purpose

The purpose of these Guidelines is to allow clinicians
to provide their patients with the benefits of seda-
tion/analgesia while minimizing the associated risks. Se-
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Table 1. Continuum of Depth of Sedation: Definition of General Anesthesia and Levels of Sedatlon/Analgesia

Moderate
Minimal Sedation Sedation/Analgesia
[Anxiolysis) {Conscious Sedation} Deep SedationfAnalgesia General Anesthesia

Responsiveness Normal respense to Purposeful® response to Purposeful® response after Unarousable, even

verbal stimulation verbal or tactile repeated or painful with painful stimulus

stimulation stimulation
Airway Unaffected No intervention required Intervention may be required Intervention often
required

Spontaneous ventilation Unaffected Adequate May he inadsquate Frequently inadequate
Cardiovascular function Unaffected Usually maintained Usually maintained May be impaired

Minimal Sedation {Anxiolysis) = a drug-Induced state during which patients respond normally to verbal commands. Although cognitive function and coordination

may be Impaired, ventilatory and cardiovascular functions are unaffected.
Moderale Sedation/Analgesla {Consclous Sedation} =

a drug-induced depression of consclousness during which patients respond purposefully” to verbal

commands, efther alone or accompanied by light 1actife stimulation. No interventions are required to maintain a patent airway, and spontaneous ventilation is

adequate. Cardiovascular function is usually maintalned.

Deep Sedation/Analgesia = a drug-induced depression of consclousness: diififig-which, patlents cannot be easily aroused but sespond purposefully* following

repeated or painful st(mulauon The ability to mdependentry gun!aln ventilato

Because sedation is a continuum, it is not always possib!e Jo p adic c! how an individual patien 1
w’i‘losg fevel of sddatibn’bardmes deepe
uems who enter as1ate a\

fevel of sedation should be able to rescuaf patsen}sr
Sedar.’onlAnafgespa {Consclous Sedation) shou{c_l.,

(] rescug [

t%y\pes of; beneﬁt
to tolem & LY

practices may result in cardiac or rcspir ory dcprcssmn,
which must be gapidly recognized and appropriately
managed to avoid the sisk of hypoxic brain damage, car:
diac arrest, or death, Conversely, inadequate sedation-
analgesia may result in undue patient discomfort or patient
injury because of lack of cooperation or 1dverse physno
logic or psychological response stre

Application

These Guidelines are intended to be general in their
application and broad in scope. The appropsiate choice
of agents and techniques for sedation/analgesia is depen-
dent on the experience and preference of the individual
practitioner, requirements or consteaints imposed by the
patient or procedure, and the likelthood of producing a
deeper level of sedation than anticipated. Because it is
not always possible to predict how i specific patient will
respond to sedative and analgesic medications, practitio-
ners intending to produce a given level of sedation
should be able to rescue patients whose level of sedation
becomes deeper than initially intended. For moderate
sedation, this implies the ability to manage a compro-
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netion maybe impaired. Patients may requira assisiance inmaintaining a patent

e, ayen by painful stimulation. The abifity to independentiy
| patent alfii'ay and positive pressure ventilation may be required

fopction. Cardlovascular function may be Impaired.

{he nd ﬂ ce, prachtloners |ntend|ng to produce a given

sts; appro ed by ih AS HOL

nnsed .urW'ly or-hypoventilation in a patient who re-
_:d i p sej‘ufly affer rcpe‘lted or pamtul stzmulll-

aency equipment, and recovery procedures; however,
clinicians and their institutions have ultimate responsi-
bility for selecting patients, procedures, medications,
and equlpment

Task Force Members and Consultants

€ ASAtippointed a Task Force of 10 members to (1)
review the published evidence; (2) abtain the opinion of
a panel of consultants, including non-nesthesiologist
physicians and dentists who routinely administer seda-
tion-analgesia, as well as of ancsthesiologists with a
special interest in sedation-analgesia (see Appendix T);
and (3) build consensus within the community of prac-
titioners [ikely to be affected by the Guidelines. The Task
Force included anesthesiologists in both private and ac-
ademic practices from various geographic areas of the
United States, a gastroenterologist, and methodologists
from the ASA Committee on Practice Parameters.

This Practice Guideline is an update and revision of the
ASA “Guidelines for Sedation and Analgesia by Non-
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Anesthesiologists.”! The 'Task Force revised and updated

the Guidelines by means of a five-step process. First,
originad published research studies relevant to the revi-
sion and update were reviewed and analyzed; only arti-
cles relevant to the administration of sedation by non-
anesthesiologists were evaluated. Second, the panel of
expert consultants was asked to (1) participate in a
survey related to the cffectiveness and safety of various
methods and interventions that might be used during
sedation-analgesia, and (2) review and comment on the
initial draft report of the Task Force. Third, the Task
Force held open forums at two major national meetings
to solicit input on its deaft recommendations. National
organizations representing most of the specialties whose
members typically administer sedation-analgesia were
invited to send l‘Cpl‘CSCnl'lthCS Fourth the C nsulhnts

used in the actual analyses, Ti
defined below.

The followmg terms descnbc th fstrength f s entific_
i f )L ;

from adequately designed studies to describe
tically significant relationship (P < 0.01) between a
clinical intervention and a clinical outcome, using
metaanalysis.

Suggestive: There is enough infor .mon from c1se re-
ports and descnptwe studie y

ative mformanon doea not pemut a statistical assebst -

ment of significance.

Equivocal; Qualitative data have not provided a clear
direction for clinical outcomes related to a clinical
intervention, and (1) there is insufficient quantitative
information or (2) aggregated comparative studies
have found no quantitatively sigaificant differences
among groups or conditions.

The foliowing terms describe the lack of available
scientific evidence in the jiterpture:

Inconclusive: Published studies are available, but they

cannot be used to assess the relation between a clin-
ical intervention and a clinical outcome because the
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f;..__ atc prepro dure ev'llumon (h1story', ph)r51c11 c‘mmm'l—

studies either do not meet predefined criteria for con-
tent as defined in the “Focus™ of these Guidelines, or
do not provide a clear causal interpretation of findings
because of research design or analytic concerns.

Insufficient: There are too few published studies to in-
vestigate a relattonship between a claical intervention
and clinical outcome,

Silent: No studies that address a relationship of interest
were fouad in the available published litesature,

The following terms describe survey responses from
the consultants for any specified issue. Responses were
solicited on a five-point scale, ranging from 1 (strongly
disagree) to 5 (strongly agree), with a score of 3 being
neutral.

Strongl 'Agree: median score of 5

is ing fficient pub]lshed evidence to evaluate
Cl:ltl()llsﬁglg ﬂétween sedation-analgesia outcomes
e perf,or \ce of a preproceduse paticnt evalua-

;ggcstwe evidence that some preexisting
I‘l]CdlC’il dond iffons may be related to adverse outcomes

nts receivmg cither moderate or decp sed1t1on/

EcEeases thc liketihood of :|dvcrsc outcomes for both
moderate and deep sedation.

Recommendations. Clinicians administering seda-
thD/‘lﬂ1lg€Si“l should be f’llTLl].l'll‘ w1th scd'ltmn-onented

- th p'ltlcnl‘s response to Sf:d’lthﬂ/’m'llgCSl'l
de (1) abnormalities of the major organ sys-
fevious adverse expertence with sedation/
'umlgesm as well as regional and generai anesthesia; (3)
drug allergies, current medications, and potential drug
interactions: (4) time and nature of last oral intake; and
(5) history of tobacco, alcohol, or substance use or
abuse. Patients presenting for sedation/analgesia should
undergo a focused physical examination, including vital
signs, auscultation of the heart and [ungs, and evaluation
of the airway. (Example 1). Preprocedure laboratory test-
ing should be guided by the patient’s underiying medical
condition and the likelihood that the results will affect
the management of sedation/analgesia. These evalua-
tions should be confirmed immediately before sedation
is indtinted.
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Example L Alrway Assessment Procedures for Sedation and
Analgesia

Positive pressure ventifation, with or without tracheal Intubation,
may be necessary if respiratory compromise develops during
sedation-analgesia. This may be more difficuit in patfents with
alypical airway anatomy. In addition, some airway abnormalities
may increase the likelihcod of airway obstruction during
spontaneous vertifation. Some factors that may be associated
with difficulty in airway manragement are:

History
Previous problems with anesthesia or sedation
Stridor, snoring, or sleep apnea
Advanced rheumatoid arihritis
Chromosomal abnormality (e.g., tisomy 21)

Physical Examinaticn
Habitus
Significant obesity (especially involving the neck and
struciures)
Head and Neck

arched parale macroglossi
nenvisible uvula
Jaw

The literature is insufficient régarding-the ben
providing the patient (or legal gudgdian®

child or nnp‘lired ‘xduit) with pref

of patients regarding risks, benefits, and alternatives to
sedation and analgesia increases patient satisfaction.

Sedatives and analgesics tend to impair airway reflexes
in proportion to the degree of sed'mon 1m!gesm
achieved. This dependence o 1
flected in the consultants opinion:
procedure fasting decreases risks during mode
tion, while strongly agrecing that it decrease
during deep sedation, In emergency situations, when
preprocedure fasting is not practical, the consultants
agree that the target level of sedation should be modified
({.e., less sedation should be administered) for moderate
sedation, while strongly agreeing that it should be mod-
ified for deep sedation. The literature does not provide
sufficient evidence to test the hypothesis that preproce-
dure fasting results in a decreased incidence of adverse
outcomes in patients undergoing either moderate or
deep sedation.

Recommendations. Patients (or their legal guardians
in the case of minors or legally incompetent aduits)
should be informed of and agree to the administration of

Anesthesiotogy, ¥V 96, No 4, Apr 2002

\_ :
\ gt of

'

sedation/analgesia, including its benefits, risks, and lim-
itations associated with this therapy, as well as possible
alternatives. Patients undergoing sedation/analgesia for
elective procedures should not drink fiuids or eat solid
foods for a sufficient period of time to allow for gastric
emptying before their procedure, as recommended by
the ASA “Guidelines for Preoperative Fasting™? (Example
D). In urgent, emergent, or other situations in which
gastric emptying is impaired, the potential for puimo-
nary aspiration of gastric contents must be considered in
determining (1) the target level of sedation, (2) whether
the procedure should be delayed, or (3) whether the
trachea should be protected by intubation,

Monitoring
Tével of Consciousness. The response of patients to
omm'md during procedures performcd with sed'mon/

ken responses also provide an indication that
ts;xre bre-uthmg Patients whosc onaly response

7

‘!CCd}'dhlgl)’ The litemturc is silent

T(d momtonng patients’ level of con-
suousncss im ;, ves patient outcomes or decreases
I‘lSkS' The co sultints §trongly agree that monitoring
: l of consmgﬁusn'ess rcduces risks for both moderate
; dcep se"d.mo The members of the Task Force
eiu:vc th‘l{ ‘miny of the comphcqtlons 1ssocntcd with

the development of C'll'leV’lSClll‘l[' decom—
erebml hypowm) Pments glvcn scclqnvca

complications.

Example IT. Summary of American Society of
Aﬂesthcslologists Preprocedure Fasting Guidelines®*

Minimum Fasting Periodt

2h

: ah

6h

Nonhuman milk§ 6h
Light meal} 6h

*These recommendations apply fo healthy patients who are undergoing
elective procedures. They are not intended for women In labor. Following the
Guidelines doss not guarantee a complete gastric emptying has occuired.
1 The fasting periods apply to all ages.

+ Examples of clear Hiquids include water, frit juices without pulp, carbonated
beverages, clear tea, and black coffee.

§ Sinca nonhuman mitk s similar to solids in gastric emplyiag time, the
amount ingested must be consitered when determining an appropriate fast-
ing pedod.

| A light meal typically consists of toast and clear liquids. Meals that inciude
fried or fatty foods or meat may prolong gastric emptying time. Both the
amount and type of foods ingested must be considered when determining an
appropriate fasting period.
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Pulmonary Veniilation. It is the opinion of the Task
Force that the primary causes of morbidity associated
with sedation/anaigesia are drug-induced respiratory de-
pression and airway obstruction. For both moderate and
deep sedation, the literature is insufficicnt to evaluate
the benefit of monitoring ventilatory function by obser-
vation or auscultation. However, the consultants
strongly agree that monitoring of ventilatory function by
observation or auscultation reduces the sisk of adverse
outcomes associated with sedation/analgesia. The con-
sultants were equivocal regarding the ability of capnog-
raphy to decrease risks during moderate sedation, while
agreeing that it may decrease risks during deep sedation.
In circumstances in which patients are physically sepa-
rated from the caregiver, the Task Force believes that
antomated apnea monitoring (by detection of exhil
carbon dioxide or other means) may decrease risks dur-

ing both modemte and deep se(htion whl]e c'luuomng y
i, f,‘ £

sep'lr‘lte i

{tormg os -

itorlng veatilatory function

Oxygenation. Published dat.l 5
cffectively detects oxygen deswtur(
in patients who are .ldmuusterecl
The consultants strongly agree thq\
hypoxemia through the use of. oxime
tion-analgesia decreases the llkellllodt
comes such as mrdnc '1rrest and de'lth 1'ﬁe T’ls!\

lished data to reach a conclusion, it is the opinion oft
Task Force that sedative and analgesic agents may blunt
the appropriate autonomic compensation for hypovole-
mia 'md procedure -related stresses On the other hand it

(eg, hypertenslon mchyc:'u"dm) E.trly
changes in patients’ heart rate and blood pressure' Ay
enable practitioners to detect problems and intervene in
a timely fashion, reducing the risk of thesc complica-
tions. The consultants strongly agree that regular moni-
toring of vital signs reduces the likelihood of adverse
outcomes during both moderate and deep sedation. For
poth moderate and deep sedation, a majority of the
consultants indicated that vital signs shouid be moni-
tored at 5-min intervals once a stable level of sedation is
established. The consultants strongly agree that contin-
uous electrocardiography reduces risks during deep se-
dation, while they were equivocal regarding its effect
during moderate sedation. However, the Task Force be-
lieves that electrocardiographic monitoring of selected
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,pressure q}lff conld

patients (e.g., with significant cardiovascular disease or
dyschythmias) may decrease risks during moderate
sedation.

Recommendations, Monitoring of patient response
to verbal commands should be routine during moderate
sedation, except in patients who are unable to respond
appropriately (e.g., young childeen, mentally impaired or
uncooperative patients), or during procedurcs where
movement could be detrimental. During deep sedation,
patient responsiveness to a more profound stimulus
should be sought, unless contraindicated, to ensure that
the patient has not drifted into a statc of general anes-
thesia. Duzing procedures where a verbal response is not
possible (e.g., oral surgery, upper endoscopy), the ability
to give a “thumbs up” or other indication of conscious-
€55:in Jfesponse to verbal or tactile (light tap) stimula-
tion suggests that the patient will be able to control his
UI'W’IY and t’lkf: deep breaths i necessary, correspond-

4 o :Ltte of modemte sedation. Note that a response
'Cilex wnghdqul from a painful stimulus is
s NOt; CODSl\dé\d a purposetu! response and thus repre-
sents a St'lte of gcnerqi ancsthesia,

:}ll p}tient\s n c{‘rgomg sedation/analgesia should be
snitored b)> ulse ommetry with appropriate alacms. If
.W‘ulable, thc E‘}rﬂt{le p{ftch “becp,” which gives a con-

m'ly be; élpful In addition, ventlhtory funcnon
be c?; t'muall)f monjtored by observation or aus-

] cult. ion. Monitofing St exhaled carbon dioxide should

ML)
g, conmd/erea for a patlents recewmg deep sechtnon

IBod pressure should be me.lsure(l at Smm
atervals during the procedure, nniess such monitoring
interferes with the procedure (eg., pediatcic magnetic
resonance imaging, where stimulation from the blood
arouse an appropriately sedated pa-

‘diogaphic monitoring shoutd be used

Gn a p'ments unde‘rgomg deep sedation, 1t should also

Sed uri.ug moderate sedation in patients with sig-
mﬁmnt"'éu'diov'iscular disease or those whoe are under-
going procedures where dysrhythmias are anticipated.

Recording of Monitored Parameters

The fiterature is silent regarding the benefits of con-
temporaneous recording of patients’ level of conscious-
ness, respiratory function, or hemodynamics. Consuitant
opinion agrees with the use of contemporaneous record-
ing for moderate sedation and strongly agrees with its
usc for patients undergoing deep sedation. It is the
consensus of the Task Torce that, unless technically
precluded (eg, uncooperative or combative patient),
vital signs and respiratory variables should be recorded
before initiating sedation/analgesia, after administration
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of sedative-analgesic medications, at regular intervals
during the procedure, on initiation of recovery, and
immediately before discharge. It is the opinion of the
Task Force that contemporaneous recording (either au-
tomatic or manual) of patient data may disclose trends
that could prove critical in determining the development
or cause of adverse events. In addition, manual recording
ensures that an individual caring for the patient is aware
of changes in patient siatus in a timely fashion,
Recommendations. For both moderate and deep se-
dation, patients' level of consciousness, ventilatory and
oxygenation status, and hemodynamic variables should
be assessed and recorded at a frequency that depends on
the type and amount of medication administered, the
length of the procedure, and the general condition of
the patient. At a minimum, this should be; €1) beforegthe

cally, device 111rms should be sef'to a
to critical changes in patient statu

Avaitlability of an Individ

Patient Monitoring

Although the literature is sﬂent 0
Force recognizes that it ma:,” not
individuat pcrformjng a procedurc to:

patient comfort and S"ltle‘lLtiOﬂ and 't

duced. For deep sedation, the consultants strongly 1grce"“

with these contentions. During moderate sed'mon he
consultants strongly agree that the individual monitoring
the patient may assist the practitioner with interruptible
ancillary tasks of short duration; during deep sedation,
the consultants agree that this indiyidual hould h'we no
other responsibilities. "

Recommendation, A designated individual, other
than the practitioner pecforming the proce

be present to monitor the patient throughout proce: -

dures performed with sedation/analgesia. During deep
sedation, this individual should have no other responsi-
bilities. However, during moderate sedation, this individ-
wal may assist with minor, interruptible tasks once the
patient’s level of scdation-analgesia and vital signs have
stabilized, provided that adequate monitoring for the
patient’s level of sedation is maintained.

Training of Personnel

Although the literature is silent regarding the effective-
ness of training on patieat outcomes, the consultants
strongly agree that education and training in the phar-
macology of agents commonly used during sedation-
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s the-consult

~'1nd dcép seda

“diately

analgesia improves the likelihood of satisfactory sedation
and reduces the risk of adverse outcomes from either
moderate or deep sedation. Specific concerns may in-
clude: (1) potentiation of sedative-induced respiratory
depression by concomitantly administered opioids; (2)
inadequate time intervals between doses of scdative or
analgesic agents, resulting in a cumulative overdose; and
(3) inadequate familiarity with the role of pharmacologic
antagonists for sedative and analgesic agents,

Because the primary complications of sedation/analge-
sin are related to respiratory or cardiovasculue depres-
sion, it is the consensus of the Task Force that the
individual responsible for monitoring the patient should
be trained in the recognition of complications associated
with sedation/analgesia. Because sedation/analgesia con-
stltutcs A contimium, practitioners administering moder-
ate sedation.should be able to rescue patients who enter
a state_of deé  sedation, whereas those intending to
r gfeep edation should be able to rescue pa-
fits: \j_(h‘ﬁ) pnt\gr a st'lte of general anesthesia. Therefore,

1 S‘Qtrongl)r agree that at least one qualified
mdlvidml cd in b'gsic life support skills (cardiopul-
rnonfu'y resu‘éqt'l:glon bqg -valve-mask ventilation) should
occdurc room during both moderate
In qddltion the consultants strongly
f1t11 thé il‘l]l'l‘l.ﬁdl.{f‘ie ‘w'uhblﬂty (1-5 min 1w1y) of

gree

i"m ns) foii'/nv erat "scd.mon and in the procedure
oin 1tse!f ) d’eep sed'mon
ecormn{e/ud'm_ﬁns Individuals responsibfc for pa-

ceiving scd.ltlon/.malgesi.l shouid be able to recogmze
the associated complications, At least one individual
capable of establishing a pateat airway and positive pres-
sure ventilation,, as wcli as a means for summoning
ssistan ould be present whenever seda-
tion-ana gesia is 'ldmmﬁterecl It is recommended that
an: ndwiduai, with advanced life support skills be imme-
Available (within 5 min) for moderate sedation
and within the procedure room for deep sedation.

Availability of Emergency Equipment

Although the lUterature is silent, the consultants
strongly agree that the ready availability of appropriately
sized emergency equipment reduces sisks associated
with both moderate and deep scdation. The literature is
also silent regarding the need for cardiac defibrillators
during sedation/analgesia. During moderate sedation,
the consultants agree that a defibritlator should be im-
mediately avaitable for patients with both mild (e.g.,
hypertension) and severe {(e.g., ischemia, congestive fail-
ure) cardiovascular disease. Dusing deep scdation, the
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consultants agree that a defibrillator should be immedi-
ately available for all patients.

Recommendations. Pharmacologic antagonists as
well as appropriately sized equipment for establishing a
patent airway and providing positive pressure ventila-
tion with supplemental oxygen should be present when-
ever sedation-analgesia is administered. Suction, ad-
vanced airway equipment, and resuscitation medications

Example I, Emergency Equipment for Sedation and
Analgesia

Appropriate emergency equipment should be available whenever
sedative or analgesic drugs capable of causing cardiorespiratory
depression are administered. The lists below should be used as a
guide, which should be modified depending on the individual
practice circumstances. ltems In brackets are recommended whe
infants or children are sedated.

Intravenous equipment
Gloves
Tourniquets
Alcohol wipes
Sterile gauze pads
Intravenous catheters [24-22-gauge]’ _
Intravenous tubing {pediatric "microdrip
Intravenous fluid = / P
Assaried needles for drug aspiration, Inf
[inlracssecus bene marrow needle] ;

Source of compressed oxygen (tan
supply with flowmeter)
Source of suction :
Suction catheters [pediatric suction cal
Yankauer-type suction :
Face masks {infant/child]
Self-inflating breathing bag-valve set [pedi
Oral and nasal airways [infant/child-sized]
Lubricant

Advanced airway management equipment (for practitioners with
intubation skills)
Laryngeal mask airways [pediatric]
Laryngoscope handles (tested)
Laryngoscope blades jpediatric]
Endotracheal tubes
Cuffed 6.0, 7.0, 8.0 mm 1D
{Uncuffed 2.5, 3.0, 3.5, 4.0, 4.5, 5.0, 5.5, 6.0 mim;
Stylet (appropriately sized for endotracheal tubes)”

Pharmacologic Antagonists
Naloxone
Flumazenil

Emergency medications
Epinephrine
Ephedrine
Vasopressin
Atropine
Nitroglycerin (tablets or spray)
Amiodarens
Lidecaine
Glucose, 50% {10 or 25%)]
Diphenhydramine
Hydrocortisone, methylprednisolons, or dexamethasone
Diazepam or midazolam
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aihypoxém.l
N
1111lgesia sgp;ﬁcment

should be immediately available and in good working
order (Example HI). A functional defibriflator should be
immediately available whenever deep sedation is admin-
istered and when moderate sedation is administered to
patients with mild or severe cardiovascular discase.

Use of Supplemenial Oxygen

The literature supports the use of supplemental oxy-
gen during moderate sedation and suggests that supple-
mental oxygen be used during deep sedation to reduce
the frequency of hypoxemia. The consuitants agree that
supplemental oxygen decreases patient risk during mod-
erate sedation, while strongly agreeing with this view for
deep sedation,

Recommendations. Equipment to administer supple-
ifiental oxygen should be present when sedation/analge-
sm lS admihistered. Supplcmcnnl oxygen should be con-
SCddthl‘l and should be

Cgmb‘hmﬁb’(
The literatug ggcsts that combining a sedative with
- E g

Y opiofmd provlde effective modcr’lte scd'ltlon it is

opioids may Increase the likelihood of adverse out-
comes, including ventilatory depression and hypoxemia;
the consultants were equivocal on this issue for both

_maderate and_dcep sedation. It is the consensus of the

e thae hixed combinations of sedative and an-
agents may not allow the individual components

of egh;ion/mqlgcm to be appropriately titrated to mect

the individiial requirements of the patient and procedure
while reducing the associated risks.

Recommendations. Combinations of sedative and
analgesic agents may be administered as appropriate for
the procedure being performed and the condition of the
patient. Ideally, ench component should be administered
individually to achieve the desired effect (e.g., additional
analgesic medication to relieve pain; additional sedative
medication to decrease awarencss or anxiety). The pro-
pensity for combinations of sedative and analgesic
agents to cause respiratory depression and airway oh-
struction emphasizes the need to appropriately reduce
the dose of each component as well as the need to
continually monitor respiratory function.
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Titration of Intravenous Sedative-Analgesic

Medications

The literature is insufficient to determine whether ad-
ministration of small, incremental doses of intravenous
sedative/analgesic drugs until the desired level of seda-
tion or analgesia is achieved is preferable to a single dosc
based on patient size, weight, or age. The consultants
strongly agree that incremental drug administration im-
proves patient comfort and decreases risks for both
moderate and deep sedation.

Recommendations. [ntmvenous sedative/analgesic
drugs should be given in small, incremental doses that are
titrated to the desired end points of analgesia and sedation.
Sufficient time must elapse between doscs to allow the
cﬁect of e1<:h dose to be assessed beforc subsequent dru

&,

cause absorpnon may be unpredlcffablc, 1dnn}ust tion of

Anesthetic Induction Agents
Sedation/Analgesia (P:opofol Mek
Ketamine)
The literature suggests tlnt wh
non-anesthesiologists, propofoi and,
vide satisfactory moderate sed'mon, an
methohexital can provide s1tisfactorx dée

e
The literature is insufficient to cvaluate™ ghe cfﬁmq of
s

propofol or ketamine administered By non:
gists for deep sedation. There is insufficy

SRy

propofol is associated w1th a different mmdenccgof
verse outcomes than similar levels of sedation with m
dazolam, The consultants are equivocal regarding
whether use of these medications affects the likelihood
of producing satisfactory moderate sedation, while
agreeing that using them increases the ili
satisfactory deep sedation. Howcvcr

and are equwoc.ll regarding their effect on adversc out-
comes during deep sedation.

The Task Force cautions practitioners that methohexi-
tal and propofol can produce rapid, profound decreases
in1 level of consciousness and cardiorespiratory function,
potentially culminating in a state of general anesthesia.
The Task Force notes that ketamine also produces dose-
related decreascs in leve! of consciousness, culminating
in general anesthesiin. Although it may be associated with
less cardiorespiratory depression than other sedatives,
airway obstruction, laryngospasm, and pulmonary aspi-
ration may still occur with ketamine. Furthermore, be-
cause of its dissociative properties, some of the usual
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3 sulfants stron;l} agfee t

signs of depth of sedation may not apply (e.g., the pa-
tient's eyes may be open while in a state of deep seda-
tion or general anesthesia). The Task Force also notes
that there are no specific pharmacologic antagonists for
any of these medications.

Recommendations, Even it moderate sedation is in-
tended, patients receiving propofol or methohexital by
any route should receive care consistent with that re-
quired for deep sedation. Accordingly, practitioners ad-
ministering these drugs should be qualified to rescue
patients from any level of sedation, including general
anesthesia, Patients receiving ketamine should be cared
for in a manner consistent with the level of sedation that
is achieved.

o

At sedation/ 1 A¥ {musly {S Qmp‘lrf:(l wzth those admmlstcred by non-

safet) f thcstg lim t administration for modemte
scd‘ltion and 15 fiit Cl_%l‘ll for deep scdation. The con-
1at intravenous administration of
Edative and/an medications increases the likeli-
zg/d ofds‘;l 'l;(tory_ i

p s6 ation, They,

CSTNCIION0L ,,deep sedunon W fen sedative- 'unlgesic mCdIC‘ltIOnS are
tlitﬁfl‘:itlﬁ‘é--t(),; 4

tmvcnously the consultqnts strong!y

y longer at risk for cardiovascular or respiratory

depression, because it increases the likelihood of satis-

factory sedation and decreases the likelihood of adverse

outt.omes n situfluons where sedation is initiated by

o

nintrave s-{e.g., oral, rectal, intramuscular),
€ nee Hor ‘intravenons access is not sufficiently ad-
dressed in the htemturc However initiation of intrave-

1ddmoml SCd"lthC 'lmlgcsw md resuscn'ltion drugs to
pe administered if necessacy.

Recommendations. In patients receiving intravenous
medications for sedation/analgesia, vasculu access
shouild be maintained throughout the procedure and
until the patient is no longer at risk for cardiorespitatory
depression. In paticnts who have received sedation-
analgesia by nonintravenous routes, or whose intrave-
nous line has become distodged or blocked, practitio-
ners should determine the advisability of establishing or
recstablishing intravenous access on a case-by-case basis.
In all instances, an individual with the skills to establish
intravenous access should be immediately available.
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Reversal Agenis

Specific antagonist agents are available for the opioids
(e.g., naloxone) and benzodiazepines {e.g., flumazenil).
The literature supports the ability of naloxone to reverse
opioid-induced sedation and respiratory depression.
Practitioners are cautioned that acute reversal of opioid-
induced analgesia may result in pain, hypertension,
tachycardia, or pulmonary edema. The litcrature sup-
ports the ability of flumazenil to antagonize benzodiaz-
epineinduced sedation and ventilatory depression in pa-
tients who have received benzodiazepines alone or in
combination with an opioid. The consultants strongly
agree that the immediate avaifability of reversal agents
during both moderate and deep sedation is associated
with dccreﬂscd risk of adverse outcomcs It is the cor

mens that are hkely to rcquu*e 1;out1n} it
flumazenil or naloxone improvesthe fl“"
or reduces the risk of adverse ‘{ltCOIIlE

Bénzods‘l'zepmc‘s

are aclmnmstered for sed.mon/m
ﬂunnzcml may be qdnmuster i to i

helpful in cases where ’111’“”[)’ y
sure ventilation are difficult.

quate. After pharmacologic reversal, patients should be
ohserved long enough to easure that sedation and car-
diofespiratory depression does not recur once the effect
of the aatagonist dissipates. The nse of sedation regi-
mens that include routine reversal of sed:
sic agents is discouraged.

Recovery Care

Paticnts may condinue to be at significant gisk for de-
veloping complications after their procedure is com-
pleted. Decreased procedural stimulation, delayed drug
absorption foilowing nonintravenous administiation,
and slow drug elimination may contribute to residual
sedation and cardiorespiratory depression during the
recovery period. Examples inchade intramuscular meper-
idine-promethazine- chlorpromazine mixtures and oral
or rectal chloral hydrate. When sedation-analgesia is
administered to outpatients, it is likely that there will be
no medicai supervision once the patient leaves the med-
ical facility. Although there is not sufficient literatore to
examine the effects of postprocedure monitoring on
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Recommendatlons Specnﬁc an 'lgOIllS{S shouIcL BeTRT

patient outcomes, the consultants strongly agree that
continued observation, monitoring, and predetermined
discharge criteria decrease the likelihood of adverse out-
comes for both moderate and deep sedation. It is the
consensus of the Task Force that discharge criteria
should be designed to minimize the risk for cardiorespi-
ratory depression after patients are released from obser-
vation by trained personnel.

Recommendations. Following scdation/analgesia,
patients should be observed in an appropriately staffed

Example TV, Recovery and Discharge Criteria after Sedation
and Analgesia

Each patient-care fagility in which sedation-analgesia is
administered should develop recovery and discharge crileria
=iha_l»,are suitable for its speciﬁc patients and procedures Some

| supemsmn of recovery and discharge after
X \{:leep sedalion is the responsibility of the
‘ctluonen or a licensed physician,
?_ The: reco ey rg.a should be equipped with, or have direct
g access to, é?pro fiate: -monitoring and resuscitation
‘squipment] E 2
} Patlenls re(‘;e _‘;_Ing mode}‘ale or deep sedation should be
mon hitored tllwappropnate discharge criteria are satisfied.
“The duratlol{land requency of monitoring should be
ncjhwduahz;.id de endmg on the level of sedaticn achieved,
he overalhcondé:cn of the patient, and the nature of the
hich: sedauonlanalgesia was administered.
i shou1d be monitored until patients are no
rouger at ri§)( for resplratory depression.
Level Qf consclousness, vital signs, and oxygenation (when
ed) shou d be reccrded at regular miervals

“individual capable of managing complications (e.g.,
establishing a patent airway and providing posilive pressure
ventilation} should be immediately available until discharge
criteria are fulfilled.

rt:and oriented; infants and patients

B whose Tnental stafus Was initially abnormal should have

returned 1o their baseline status. Practitioners and parents

{vare that pedialric patients are at risk for airway

* obstruction should the head fall forward while the child is

secured in a car seal.

2. Vital signs should be stable and within acceptable limits.

3. Use of scoring systems may assist in decumentation of
fitness for discharge.

4, Sufficient time (up to 2 h) should have elapsed after the last
administration of reversal agents {(naloxone, flumazenil} lo
ensure that patients do not become resedated afier reversal
effects have wern off.

5. Qutpatients should be discharged in the presence of a
responsible adult who will accompany them home and be able
fo repart any posiprocedure compilications.

6. Quipatients and thelr escorts should be provided with
written Instructions regarding postprocedurs diet,
medications, activities, and a phene number to be called in
case of emergency.
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and equipped area until they are near their baseline level
of consciousness and are no longer at increased risk for
cardiorespiratory depression. Oxygenation should be
monitored periodically until patients are no fonger at risk
for hypoxemia, Ventilation and circulation should be
moenitored at regular intervals until paticnts are suitable
for discharge. Discharge critcrin should be designed to
minimize the risk of central nervous system or cacdiore-
spiratory depression after discharge from observation by
trained personnel (Example IV).

Spectal Situations
The literature suggests and the Task Force members
concur that certain types of patients are at increased risk
for developing complications related to sedation/analge-
sia unjess special prcc'mtlons are t.lken In patients with

1gree that preprocedurc COllSlllt.ltl '1 Wlthgl _
ate medical specialist (e.g., C’ll‘dlologl ,ﬁt pulmonolgglst)
decreases the risks associated yvi Ode; ite sedfmon
and strongly agree that it dccre'tses
with deep sedation. In p'ltlcnts it
related risk factors (e.g., uncoopeml
obesity, potentially difficult airw'fz
consultants are equivocal regarding
dure consultation with an ,mesthcsuglogét\mcreasé the
ﬂkehhood of Satle’lC tory modemtc scdqtlon\\whde ;

it

ing p1e proccdure consultatxons must be welghed:\
the risk of delaying the procedure.

For moderate sedation, the consultants are equivocal
regarding whether the immediate availability of an indi-
vidual with postgraduate training in mesthesiology in-
creases the likelihood of a sati 0 £
creases the associated risks. For deep sed:
consultants agree that the immediate availability,
an individual improves the likelihood of satisfactory
dation and that it will decrease the likelihood of adverse
oufcomes.

Recommendations. Whenever possibie, appropsiate
medical specialists should be consulted before adminis-
tration of sedation to patients with significant underlying
conditions. The choice of speccialists depends on the
nature of the underlying condition and the urgency of
the sitwation. For severely compromised or medically
unstable patients {e.g., anticipated difficult airway, sc-

{Readers with special intesest in the statistical analysis used in establishing
these Guidelines can reccive further information by writing 1o the American
Socicey of Ancsthesiologists: 520 N. Nerthwest Highway, Park Ridge, Elinois
600682573,
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Appendug I

; 3 P:itient mommnng(

vere obstructive pulmonary disease, coronary artery dis-
ease, or congestive heart failure), or if it is likely that
sedation to the point of unresponsiveness wili be neces-
sary to obtain adequate conditions, practitioners who
are not trained in the administration of general anesthe-
sin should consult an anesthesiologist.
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Methods and Analyses}

"essmtnt of thebe Guidelines was based on the

l. X prepmo i}

lmuon ﬁhp(gmto

1 efhcaqr (fe., satisfactory sedation and

cduccs ﬂd\’q‘rse out ‘omes
i pz'\nuo i of the padent (eg., counscling, fasting)
cal efficacy (fe., sadsfactory sedation and

- / 1n1lgesf.i)‘
Reduc,ejs adk?me ou;comes
¥, level of wnsciousncsa,, pulmonnry ven-

gram, blood pressure, heart r.lte])
, satisfactory scdation and

of consciousness, respiratory function, iemodynamics) it regu-
lar intervats in patients receiving sedation or analgesia
a. Imprm'es clinical efficacy (e,

satisfactory sedation and

b. Reduces adverse outcomes
G, Tducation and training of sedation and analgesin providers in the
pharmacology of sedation-analgesia agents
a. Improves clinlcal efficacy (fe., satbsfactory sedation and
analgesia)
b. Reduces adverse outcomes
6b. The presence of an individual{s) capable of establishing a patent
airway, pusitive pressure ventilation, and resuscitation (ie., ad-
vanced Hfe-support skills) during a procedure
4. Improves clinical efficacy (fe, satisfactory sedation and
analgesia)
b. Reduces adverse outconies
7. Availability of appropriately sized emergency and airway equip-
ment (e.g., larvngeal mask airway, defibrillators)
a. Improves clinical efficacy (e, satisfactory sedation and
analgesia)
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b. Reduces adverse outconies
8. The use of supplementat oxygen during procedures performed
with sedation or antfgesia
a. Improves clinical efficacy (le.,
analgesia)
b. Reduces adverse culcomes
9, Use of sedative agents combined with analgesic agents (eg.,
sedative-analgesic cocktalls, fixed combinations of sedatives and
analgesics, titrated combinations of sedatives and analgesics)
a. Improves cHnical efiicacy (le., satisfactory sedatlon and
analgesia)
b. Reduces adverse outcontes
1. Titration of intravenous sedative-analgesic medications to
achieve the desired elfect
a. Improves clinical efficacy (le,
analgesia)
b. Reduces adverse outcomes
11. Intravenous sedation- .m.ilgeﬂicmedicailonsspecmcal]ydc:ngned

satsfactory sedaon and

satisfactory sedaton and

and ketamine)
a. Improves clinieal efficacy (e,
analgesia)
. Reduces adverse outcomes
12a. Administratdon of sedative-analgest

route S EEGTEL
a. Improves clinical efiicacy cdation and
analgesia) S

b. Reduces adverse outcomes
12b. Maintaining or establishing Intrayenous :u:cess durin cd'luon o
analgesia until the patient is nd’ £ for ca dmres i
tory depression
a. Improves clinical efficacy
analgesin)
b. Rcducea, adverse outcomes

13,

a. Impro\cs clinicat efficacy (fe,
analgesia)
b. Reduces adverse outcomes

mined discharge criteria reduce adverse outcomes;,

15. Special regimens (e.z., preprocedure consultatlon, spécializ
nionitoring, special sedatives~techniques) for patlents with sp
cial problems (e.g., uncoopertive patieats; extremes of age;
severc cardizc, pulmonary, hepatic, renal, or central nervous
system disease; morhid obeslity; slccp me:’l prtgnanq, drug or
wleohol abuse; emergency-unpr
alrveay difficulties)

a. Improves clinical efficacy (1 e., salisfactory sed.llion and

analgesia)

b. Reduces adverse outcomes
Scientific evidence was derived from aggregated research literature
and from surveys, open presentations, and other consensus-oriented
activities. For purposes of literature aggregation, potentially relevant
clinical studies were identified efa electronic and manual searches of
thie literature. The electronic search covered a 3Gyr period from 1966
through 2001, The manual search covered a 44-yr period from 1958
through 2001. More than 3,000 citadons were initially identificd, yield-
ing a total of 1,876 nonoverlpping articles that addressed toples
related to the 15 evidence linkages, After review of the artlcles, 1,519
studies did not provide direct evideace and were subsequently elimi-
nated. A total of 337 articles contained direct linkage-related evidence,
A directional result for each study was Initially determined by a
literature count, classifying each oulcome as cither supporting a link-
age, refuting a linkage, or newiral, The results were then summarized o
obtain a directional assessment of support for each linkage. Literature
pertaining to three evidence linkages contained enough studies with
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£ Meman'ﬂync

_.samf m’ou linl\ﬂg

_f ebme;),

L Op ol Combin:

’lc:m(.é/ hoth _ﬁ;e

welldefined experimenttl designs and statisileal information to con-
duct formal metaanalyses. These three Linkages were: linkage 8 {sup-
plemental oxygen], linkage 9 [benzodinzepines combined with oploids
vs. benzodiazepines alone], and linkage 13 [aaloxone for antagonism
of oploids, flumazenil for antagonism of benzodinzepines, and fluma-
zenil for antagonism of benzodiazepine-opioid combinations].
Combined probability tests were applied to continuous data, and an
oddsmatio procedure was applicd to dichotomous study results. Two
combined probability tests were employed as follows: (1) the Fisher
combined test, producing chi-square values based on fogarithmic trans-
formations of the reported P values from the independent studies; and
(2) the Stouffer combined test, providing weighted representation of
the studies by welghting cach of the standard normal deviates by the
size of the sample. An oddsratic procedure based on the Mantel-

“Hacnszel method for combining study results using 2 X 2 tables was

used with outcome frequency information. An acceptable significance
level was set it P < 0.01 (one-tailed), and effect size estinmates were
calculated. Tests for heterogenelty of the independent studies were
Eotiducied to assure consistency among the study results. Der Simo-

ca&ﬂy SC’\{CII l'CS
1 IS fLiys portcd il'l table 2, lhc f()]l()“’illg outcomes

wWere fom:ld 10

) piémemal oxygen); {2) sedaﬂon recovery,
antagonism of opioids and Aumazenil for
mzeplnc% opioid combinations); (3) psychonio-
oF “Fecot ery, lin 13 (flumazenil for antagonism of benzodiaz-

;nd “@ Eﬁpfra'fo:y—ucmim:o:y recovery, linkage 13 (nalox-
! bf op oids flumazenil for anmtagonism of

for anmgo I

ceonsidered acceptable findings of signif-
["welghted Stouffer combined test results
'us’t ugrcc.-\Vug tgd eff (; size values for llltSL Iml\.sgc::. mn;,u! from
0. 16to Q. SO;{CprLb
d

1 ratios were bignlﬁc*mt for the followl.n!, out-
, Hinkage 8 (supplemental oxygen) and linkage 9

pioid combinations). To be considcrcd accepmble findings of signif-
icance, Mantel-Haenszel odds rados must agree with combined test
results when both types of data are assessed.

Interobserver agreement among Task Force members and two metl-
ists wil csmhlisl ed by interrater relinbility testing. Agreement
for two-rater agreement pirs were as

'foilows.. (I) t)pe of smd) dc‘aign, xk = (L.25-0.64; (2) type of analysis,

833 evidence linkage assignment, k = 0.78-0.89; and
tire inclusion for database, k = (1.71-1.00. Three-rater chance-
corr(.(.tcd agreement values were: (1) study design, Sav = 0.45, Var
(Sav) = 0.012; (2) type of analysis, Sav = 0.31, Var (Sav) = 0.015; (3)
linkage assignment, Say = 0,81 Var (Sav) = 0.006; (4) literature data-
base inclusion, Sav = 0.84 Var (Sav) = 0.046. These values represent
moderate to high levels of agreement.

The findings of the literture analyses were supplemented by the
opinions of Tusk Force members as well as by surveys of the opinlons
of a panel of consuftants drawn from the following specialties wherc
sedation and analgesia are commonly administered: Anesthesiology, 8;
Cardiology, 2; Dental Anesthesiology, 3; Permatology, 2; Emergency
Medicine, 5; Gastroenicrology, 9; Intensive Care, 1; Oral and Maxillo-
facial Surgery, 5; Pediatrics, 1; Pediatric Dentistry, 3; Pharmacology, 1
Pulmonary Medicine, 3; Radiology, 3; Surgery, 3; and Urology, 2. The
rate of retumn for this Consultant survey was 78% (n = 51/65). Median
agreement scores from the Consultants regarding cach linkage e
reported in table 3,
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Table 2. Mefa-analysis Summacy

Fisher pMantel- Heterogeneity
No, Chi- Weighted Effect Haenszel Chi- Cdds
Linkages Studies square P Stouiffer Z¢ P Size squaie P Ratio Significance Effect Size
Supplemental oxygen
Cxygen saturation’ 5 71.40 <0001 5.44 <0.001 0.40 — o —  =080(NS) >0.50(NS)
Hypoxemia® 7 — — e — o 44.15 <0.601 0.20 — >0,50 (NS)
Sedatives/Opleids combined:
Benzodiazepines + oploids
Sedation efficacy 7 - - — —_ - 3.79 =005 (NS) 1.87§ — <001
fecall of procedure 6 —_ —_ — womm - 18.47 <0.001 2.18§ — <001
Hypoxemia 5 — - — — — 11.78 <0.001 237 — >0.05 (NS)
Natoxone for opioids
Sedation recovery at 5 min", 1.3 5 3836  <0.0M 3.13 <0001 023 — — e >030(NS)  >0.02(NS)
Respiration/ventitation®, 1.t 5 3872 <001 3.07 < 0.0 033 -— — — >0.10 (NS} <0001
Flumazenil for benzodiazepines
Sedation recovery at 5 min 8 — _— >0.10(NS)
Psychomaotor recovery
at 15 min [ 41.80 S0,70(NS)  >0.50 (NS)
at 30 min =>0.80{NS)  >0.50(NS)
Respirationfventifationt, <001t <0.00H
Flumazenii for benzodiazepine-oploid
combinations
Sedation recovery at § mia <0.001 <0.004
Respiraiion/ventitationt,t =0,30{NS}  <0.001
— =070 (NS}

Nausea/vomiting

4"5 prcprocupu!-d! paliem preparation, 91%; patient monitoring,

! i o
For modcnte scd.ltion Consu]tm wer pp five ofiall 8f the
contcmpomnéous recordmg of menitored p'lrunctcrs O19%; avail:

; (}elec!roc rdfogr.lm

and (ﬂining of sedatlon-analgesia providers in phar
pre’/enceL of an individual(s) C'lpablc of eslabiis!.ung a

istration of flumazenil), and Ijnkagc 15b (:mesl]lesio o glsf Qonsm&f!ﬁm
for patients with medical conditions to provid .luor)' m()dt,r.’;lé
sedation). In sddition, Consultants were cqujvocwf r(_gudmg wht:ihet . .91%* t1tr1tum 'sedut.ives-amlgcsics, 97%; intravenous sedation- 'l[l’ll-
postgraduate teaining in anesthesielogy improves modétate sedation or gcsh with, agents deslgned for general anesthesia, 77%; administration
reduces adverse ouicomes. itive-analgesic agents by the intravenous route, 94%; maintain-
For deep sedation, Consultants were supportive of all of the linkag; g or establishing intravenous access, 97%; availability- use of fluma-
with the following exceptions: linkage 9 (sedatives combined with zenit, 94%; availability- use of naloxone, 94%; observation and moni-
analgesics for reducing adverse outcomes), linkage 11 (avoiding gen- toring during recovery, 89%; special care for padents with underlying
eral anesthesin sedmves), lulkagc 13b (routme fuiminismlion of oal- medical problems, 919%; and special care for uncoopernitive patients,
i ot} peitent of the respondents indicated that the Guide-

the amount of time spent on a typical
case, NI.m: ru;pom[cnts (26%) Indtcated that there would be an in-
ount of time Ll]ty would -pcnd on i Eypim! case wuh

The percent of resp()ndlug Consultams cxpectmg na} chang .
ated with each linkage were as follows: preprocedure patient evalua- 'mtit.ipned by tl:u:se rc;pondents rmgcd from 1 to 60 min.
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Table 3. Consultant Survey Summary

Moderate Sedation Deep Sedation
Median® or Median® or
Intervention or Linkage Cutceme M Percent N Percent
1. Preprocedure patient evaluation Satisfactory sedation 5 5 51 5
Adverse outcomes 51 5 51 5
2. Preprocedure fasting Satisfactory sedation 51 4 51 5
Adverse cutcomes 51 4 51 5
3. Mornitoring
a. Level of consciousness Satisfactory sedation 51 5 49 5
Adverse outcomes 51 5 50 5
b. Breathing {(cbhservation/auscultation) Satisfactory sedation Y] 5 49 5
Adverse outcomes 51 & 50 5
c. Pulse oximelry Satisfactory sedaticn 51 5 50 5
Adverse outcames 51 5 50 5
d. Blood pressure/heart rate Salisfactory sedaticn 50 4 49 5
erse outcomas 50 5 49 5
e. Electrocardiogram s sfactory sedation 51 3 50 4
Adverse oulcomes 51 3 49 5
f. Capnography iy alisfactory sedalf n 3 48 4
} '3 | 3 49 4
4, Contemporaneous recording 4 50 5
4 50 5
5. Individual for patient monitoring 4 48 5
’ 4 48 5
8a. Education and training 5 49 5
i ] 5 49 5
6bh, Individual with basic life supp(;fft skilt 5 49 5
6c. Availabifity of advanced life support %
In the procedure rcom ‘ 4.2% 39 79.6%
Immediate vicinity {1-5 min) 56.2% 8 16.3%
Same building {510 min} 29.2% 2 4.1%
Qutside provider E 10.4% 0 0.0%
7. Emergency intravencus and airWay eqhipmen 5 5 49 5
8. Supplemental oxygen \ 4 49 5
9, Sedatives combined with ana!gesrcs A 4 49 4
3 49 3
10. Titration 5 50 5
5 80 5
11. Avaiding general anesthelic sedatives 3 49 2
Adverse outcomes . 4 49 3
12a. Intravenous sedalives Salisfactory sedalion 51 5 50 5
dverse cutcomes 51 4 50 4
12b. Intravenous access Satisfactory sedation 50 4 49 5
Adverse outcomes 50 5 49 5
13a. Immediate availability of naloxone or flumazenil Adverse cutcomes 51 5 51 5
13b. Routine administration of nalox; 2 37 2
2 37 2
13c. Routine administration of flum 1 37 2
2 37 2
14. QObservation, monitoring, and discharge criteri ¢ 5 49 5
15a. Medical specialist consultation, patlents with Underlyin “Satisfactory sedation 4 49 5
medical conditions Adverse outcomes 50 4 49 5
15b. Anestheslologist consultation, pattents with underlying Satisfactory sedation 51 3 50 4
medical conditions Adverse cutcomes 51 4 50 5
15¢. Anesthesiologist consultation, patlents with significant Satisfactory sedation 51 4 50 5
sedation risk factors Adverss outcomes 51 4 50 5
16. Postgradualte training in anesthesiology Salisfactory sedation 51 3 80 4
Adverse outcomes 51 3 50 4
17. In emergency situations, sedate patients less deeply 51 4 51 5

* Strongly agree: Median score of 5; Agree: Median score of 4; Equivocak Median score of 3; Disagree: Medtan score af 2; Strongly disagree: Median scors of 1.
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PRACTICE GUIDELINES 1017

Appendix IT: Summary of Guideliness Basie fife suppon skills—present
Advanced life support skilis—within 5 min
) For deepr sedation:
deep sedation. Advanced life support skills in the procedure room
7. Emergency Equipment
Suction, appropriately sized alrway equipment, means of post-
tive-pressure ventifation
Intravenous equipment, pharmacologlc antagonists, and basic
resuscitative medications
Defibrillator immediately available for patients with cardiovas-
cular disease
For deepr sedation:
Defibrillator Immediately available for all patients
8. Supplemental Oxygen
Oxygen delivery equipment available
Oxygen administered if hypoxemia occurs
For deep sedation:
Oxygen administered to all patients unless contraindicated
“Ghoice of Agents

Except as noted, recommendations apply to both moderate and

1. Preprocedure evaluation
Refevant history (major organ systems, sedation-anesthesta his
tory, medications, allergies, {ust ot intake)

Focused physical examination (fo include heart, lungs, airway)
Laboratory testing guided by underlying conditions and possible
effect on patient management

Findings confirmed immediately before sedation

2. Patient counseling
Risks, benelits, limitations, and altematives

3. Preprocedure fasting
Elective procedures—sufficient time for gastric emptying
Urgent or emergent situations—potential for pulmonary aspira-
tion considered in determining target levet of sedation, delay of
procedure, protection of trichea by intubation
See ASA Guidelines for Preoperative Fasting?

4. Monitoring

(Data to be recorded at appropriate interva
after procedure)  Pulse oximetry -,
Response to verbal ¢ &»gfdl ltions gi incrementafly with sufficient time hetwween
Pulmonary : L v ,ﬂsgess eﬁc? i
auscultation) . E

Blood pressur _‘.}.nd l;
unless wmmmdlcatcd
Elcurocardiograph f?
C'lrdiovascularfdisease

ation, pmergtj :,huud reeeive care consistent with decp
su.l ation, (.‘nl!d.l g ability to rescue from uninteaded general
'm{r;'slhesi.l' 2 i

For deepr sedation:
V. ;
Response 1o verbal commands or mory profo]‘smd stimlf i /A
edatives’ .
contraindicated j ﬁ
access/
Exhaled CO, monitoring conslder 4
Electrocas dj;gnph for 1gjj pfuienls‘ Scdaﬁvcs ad isteged by other routes— case-by-case deciston
R i : L mdlvhjual,wuh intravenous skills immediately avaifable
5. Pemonne] e
. 4 13: Reyersal/\ﬁents
§ L i ‘\N 3

procedurc
This individual may assist with minor interrupt
patient is stable
For deefr sedation:
The monitoring individual may not assist with other tasks
6. Training
Pharmacology of sedative and analgesic agents
Pharmacology of available antag

bservailon until patients ro longer at risk for cardiorespiratory
depression

Appropriate discharge criteria to minimize risk of respiratory or
cardiovascular depression afier discharge

13, Special Situations

und

al problems— consult with appropriate

Risk of severe cardiovascular of respiratory compromise orf need
omplete unresponsiveness 0 obtain adequate operating
— consult anestheslotogist

$This is & summary of the Guidelines, The body of the d
consulted for complete details.
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POLICY:

The purpose of this policy is to guide clinicians in providing their patients the benefits of sedation/analgesia
within the parameters of sedation while minimizing the risks associated with drugs used to achieve the
desired effect. This policy applies whenever medications are administered with the plan of either anxiolysis,
moderate or deep sedation in the absence of an anesthesia consult.

Exclusion Statement: This policy does not apply in the following situations:
o When sedation medications are given In a critical care setting to patients on full ventilatory
" support. ' '
o Sedatives given in the course of a rapid sequence intubation (RSI).
o Sedative medication given for the purpose of anxiolysis outside the procedural setting

The Identified benefits of sedation are as follows:

1. It allows patients to tolerate unpleasant procedures by relleving anxiety, discomfort or pain
through the administration of different medications or higher doses of medications than are
routinely used for pain relief.

2. Tt expedites doing procedures that are not particularly uncomfortable, but during which the
patient must not move. : :

The identified adverse effects of sedation are as follows:

1. Excessive sedation/analgesia may result in cardiac or respiratory depression.

2. Inadequate sedation/analgesia may result in undue patient discomfort, or actual patient injury, either
from lack of cooperation or an adverse physiological/psychological response to stress.

This pdlicy applies to any procedural sedation in which the intent is moderate or deep sedation.
Anxiolysis is defined and addressed in the policy to acknowledge the Continuum of Depth of Sedation.

Authority and oversight of sedation is the responsibility of the Chair of the Department of Anesthesia or
their designee. The Anesthesia Chair participates in the development of policy, case review and resolution of
any policy issues.

Departments in which moderate or deep sedation are used are responsible for assuring that a quality
monitoring pracess is in place which allows for positive patient outcomes through the analysis of data and
implementation of interventions. The Department of Anesthesia has responsibility for reviewing all quality
data. The use of reversal agents must always be tracked and reported. Other events that may require
reporting and review are an unplanned admission, cardiac arrest, use of assistance with ventilation (bag-
valve-mask ventilation or laryngeal or endotracheal airways, prolonged periods of oxygen desaturation (<
85% for 3 minutes), and failure to return patient to 20% of preprocedure vital signs.

o Sedation will be defined according to American Society of Anesthesiologists Standard (ASA) as follows: '
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SIRMC Version #: Version

Title: SEDATION PERFORMED BY NON-ANESTHESIA PROVIDER
CONTINUUM OF DEPTH OF SEDATION:
DEFINITION OF GENERAL ANESTHESIA AND LEVELS OF SEDATION/ANALGESIA*
Committee of Origin: Quality Management and Departmental Administration

(Approved by the ASA House of Delegates on October 27, 2004, and amended on October 21, 2009)

Minimal Sedation Moderate Sec?'anon/ Deep Sedation/ )
Anxiolysis ‘ A{:algesza o Analgesia Gerneral Anesthesia
‘Conscious Sedation
Purposeful**
Responsiveness Normal Besponse o Purposeful** response to response following Unarousable even.with
verbal stimuli verbal or tactile stimuli repeated or painful painfud stimuli
stimuli
Airway Unaffected No intervention required Interventtqn may Intervention often required
be requited
Spontaneous Ventilation | Unaffected Adequate May be inadequate | Frequently inadequate
Cardiovascular Unaffected Usually maintained Usually maintained | May be impaired
Function

CONTINUUM OF DEPTH OF SEDATION:
DEFINITION OF GENERAL ANESTHESIA AND LEVELS OF SEDATION/ANALGESIA* {continued)

Committee of Origin: Quality Management and Departmental Administration

(Approved by the ASA House of Delegates on October 27, 2004, and amended on October 21, 2009)

Minimal Sedation (Anxiolysis) is a drug-induced state during which patients respond normally to verbal commands. Although
cognitive function and physical coordination may be impaired, airway reflexes, and ventilatory and cardiovascular functions are
unaftected. ,

Moderate Sedation/Analgesia (“Conseious Sedation”) is 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 is a drug-induced depression of consciousness during which patients 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. . '

General Anesthesia is a drug-induced loss of consciousness during which patients are not arousable, even by painful stimulation. The
ability to independently maintain ventilatory function is often impaired. Patients often require assistance in maintaining a patent
airway, and positive pressure ventilation may be required because of depressed spontaneous ventilation or drug-induced depression of]

neuromuscular function. Cardiovascular function may be impaired.

Because sedation is a continuum, it is not always possible to predict how an individual patient will respond. Hence, practitioners
intending to produce a given level of sedation should be able to rescue*** patients whose level of sedation becomes deeper than
initially intended. Individuals administering Moderate Sedation/Analgesia (“Conscious Sedation™) should be able to rescue™** patients
who enter a state of Deep Sedation/Analgesia, while those administering Deep Sedation/Analgesia should be able to rescue*** patients

who enter a state of General Anesthesia.

* Monitored Anesthesia Care does not describe the continuum of depth of sedation; rather it describes “a specific anesthesia
service in which an anesthesiologist has been requested to participate in the care of a patient undergoing a diagnostic or

therapeutic procedure.”
#* Reflex withdrawal from a painful stimulus is NOT considered a purposeful response.

#** Rescue of a patient from a deeper level of sedation than intended is an intervention by a practitioner proficient in airway
management and advanced life support. The qualified practitioner corrects adverse physiologic consequences of the deeper-
than-intended level of sedation (such as hypoventilation, hypoxia and hypotension) and returns the patient to the originally
intended level of sedation. It is not appropriate to continue the procedure at an unintended level of sedation.
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SIRMC Version #: Version
Title: SEDATION PERFORMED BY NON-ANESTHESIA PROVIDER

Medications:

» Refer to addendum 1 of this policy, Sedation Medication Administration Guidelines for the pharmacokinetics,
dose and administration, precautions, contraindications, and side effects of these medications.
The physician will determine the medication and dosage to be administered.
Medications administered for sedation will be determined through patient assessment and will take into
consideration medication allergies, current medication regime, any documented medication intolerances, and
the patient’s ability tc maintain a patent airway.
« All medications administered for the purpose of sedatlon will be titrated to desired effect.
» Reversal agents will be kept readily available in every area in which sedation is administered or patients are
recovered, 7
o Reversal agents should only be given in the event of an over-sedation.
o All instances of reversal agent use should be reported through the hospital reporting system. Data
will be reviewed by the Department of Anesthesia.

+ Anxiolysis Medications include:
o Diazepam (Valium)
o Lorazepam (Ativan)
o Midazolam (Versed)
o Chloral Hydrate (Noctec)

¢« Moderate Sedation Medications include:
o Lorazepam {Ativan)

Midazolam (Versed)

Chloral Hydrate {Noctec)

Morphine

Fentanyl (Sublimaze)

Hydromorphone (Dilaudid)

« Deep Sedation Medication only to be used by practitioners credentialed for deep sedation or
anesthesia include:
o Methohexital (Brevital}
Ketamine (Ketalar)
Etomidate
Propofol (Diprovan)
Dexmedetomidine (Precedex)

QO 0 0 C

o 0 O 0

+ Reversal Agents include:
o Naloxone {Narcan)
o Flumazenil (Romazicon)

APPROVED CLINICAL SITES:
+ Moderate Sedation: Surgical Services, Emergency Department Cardiac Catheterization Lab/Interventional

Radiology, Diagnostic Radiology, MRI Center, GI/Endoscopy Lab, Pediatrics, NICU, and Critical Care.
« Deep Sedation: Emergency Department, Cardiac Catheterization, Critical Care.
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SIRMC Version #: Version
Title: SEDATION PERFORMED BY NON-ANESTHESIA PROVIDER

Credentialing, privileging, education, and competency of staff:

Physicians:

Physicians performing sedatlon will practice within the guidelines outlined in this policy including Addendum
1, Sedation Medication Administration Guidelines.

Sedation must be administered under the direct supervision of a privileged physician. Privileging is achieved
by fulfilling the requirements established by the Medical Staff. Monitoring of the privileging status of
physicians is the responsibility of the Medical Staff,

Anxiolysis (minimal sedation)—No specific credentialing requirements
»  Moderate sedation —credentialing is attached to procedure credentialing. If a physician Is
credentialed to perform a procedure, they are also credentialed in administration of the
associated moderate sedation, :
= Deep sedation ~specific specialties, by merit of their core competency, will qualify to have
deep sedation added as a line item credentialed privilege. Examples include Emergency
Physicians and Cardiologists.
» General anesthesia is a core privilege for Anesthesiclogists.
Administration means overseeing the process of sedation.
Direct Supervision for administering moderate and deep sedation is defined as having a privileged physician
physically present in the room and prepared to provide emergent airway and ventilatory support as needed.

Nursing:

Registered Nurses are deemed competent in sedation upon completion of the annual competency
requirements as defined below:

- Completion of I-Learn Module entitled: Sedation Moderate/Analgesia (Conscious Sedation).
« Completion of a written test on medications. There is a specific test for each level of competency:
o Moderate sedation
o Deep sedation
o Pediatric sedation
+ Demonstration of skills:
o In clinical setting w/preceptor or
o [In simulation lab {unit based)
Current certification in ACLS and/or PALS andfor NRP as appropriate.
In addition, a competent nurse is able to:
o . Operate and troubleshoot all necessary equipment,
o Demonstrate an understanding of the pharmacology (use, side effects, complications) of sedative
agents and their antagonists.
o Identify EKG changes. from baseline on the monitoring strips.
o FEstablish a patent airway and positive pressure ventilation.

Registered Nurses may give meds under direction of credentialed MD who is present at the bedside.

A competent RN shall be assigned to monitor the patient throughout the sedation procedure. The level of
qualification must be appropriate to the planned level of sedation

This nurse may assist others with interruptible ancillary tasks of short duration during the procedure if

appropriate.
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Version #: Version

Title: SEDATION PERFORMED BY NON-ANESTHESIA PROVIDER

History and Physical:

» A complete history and physical examination (as defined in Medical Staff policy) shall be on the medical
record prior to any patient receiving moderate sedation in either the inpatient or outpatient setting.
+ Appropriate candidates for conscious or deep sedation should be determined after a thorough history and
examination that includes an airway assessment.
o An airway assessment using the Mallampati Airway Classification system is required.
' = Anesthesia is consulted if the physician planning to administer sedation has concerns about
the ability to manage the patient airway due to anatomic or physiologic considerations.

Table 1 shows the Mallampati Classification

Example of Mallampati Class {

- palient sits upright

- head in neulral posifion

- open mouth as wide as possible

- profrudes fongue

- soft palate

- anterfor, posferior tonsillar pillars
arg visible

- uvula visible - alf of it

Exampla of Mallampati Class {l
- tonsiftar piltars and tip of uvula

hidden by base of fongue

Example of Mallampati Class i
- only the soft palate Is visible

- a difficult infubation is predicted
- consider awake infubation

Examplo of Mallampatl Class IV
- the soft palale is not visible

-a difficult intubation i§ predicled
-consider awake inlubation

o Assignment of a risk classification using ASA Physical Status Classification.

» The physician who orders the sedation is responsible for assigning the patient an ASA
classification.

«  Members of the sedation team must be in agreement with the classification prior to
proceeding with the sedation/procedure. _

«  Anesthesiology should be consuited if ASA classification cannot be determined.

= ASA Class P4 and PS5 must receive an Anesthesia consuit prior sedation/procedure unless the
situation is deemed emergent. This will require supporting documentation of the nature of
the emergency by the sedating physician,

ASA Physical Classification System

ASA Physician Status 1 - A normal healthy patient

ASA Physician Status 2 - A patient with mild systemic disease

ASA Physician Status 3 - A patient with severe systemic disease

ASA Physician Status 4 - A patient with severe systemic disease that is a cdnstant threat to life -

ASA Physlclan Status 5 - A moribund patient who is not expected to survive without the operation

ASA Physician Status 6 - A declared brain-dead patient whose organs are being removed for donor

puyposes

These definitions appear in each annuat edition of the ASA Relative Value Guide.® There is no additionat

information that will help you further define these categories.
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Title: SEDATION PERFORMED BY NON-ANESTHESIA PROVIDER '

PROCEDURE:

Informed Consent:
+ The patient/guardian must be informed about the risks, benefits and alternatives of sedation as a component

of the planned procedure,

¢ Consent for Procedures/Sedation and Other Medical Services (form #6002) must be completed and signed

prior to initiation of the sedation/procedure.

Pre-Procedure Requirements:
+ Clinicians administering sedation shall be familiar with and document relevant aspects of the patient’s medical
history to include:
o Abnormalities of the major organ systems, including a neurological, cardiac, and respiratory
assessment. (The sedating physician must complete and document)
o Previous adverse experience with sedation, as well as general and regional anesthesia
Current medications and drug allergies
o Actual weight unless medical status prohibits this measurement. An exact weight is required for
pediatric patients.

o]

Review and documentation of the following Is also required:

+ Any pertinent pre-procedure diagnostic tests. Pre-procedural testing is driven by the patient’s pre-existing
medical conditions and by the likelihood that the resuits will affect the management of sedation.

+ Nothing by mouth (NPO) status. For elective cases, see for ASA recommendations. In emergent situations,
the risks assoclated with recent oral intake must be considered and appropriate precautions taken.

ASA Guidelines for Preoperative Fasting

Ingested Material Minimum Fasting_Period 2

Clear liquids® 2h
Breast milk 4h
Infant formula 6h
Non-human milk* 6h
Light meal® 6h

1 These recommendations 3pply to healthy patients who are undergoing elactive procedures. They are not intended for wormen in labor, Following the guidefines does not guarantes complete gastric emplying.

2 The fasting periods roted below apply to 2 ages.

3 Bsmples of dear liquids indude water, fruit Julces without pulp, carbonated beverages, clear tea, and black coffes.

4 Since non-human mifk is similar to sofids in gastiic emplying time, the amount ingested must be considered when determining 2n appropeiate fasting pariod.

5 Atight meal typlcally consists of tnast and dear liquids, Meals that inciuda fiied of fatty foods or meat may proong gastric emplying Eme. Additional fasting time (e., 8 or more hours) may be needed in these
cases, Both the amount and type of foods ingested must be considered when determining an appropriate fasting periad,

e Prior to procedure a baseline assessment of the following parameters is measured and documented:
o Respiratory rate and pattern

Oralftemporal artery temperature

Oxygen saturation

Skin color and temperature

Level of consciousness/orientation (age appropriate)

Blood pressure (Optional for pediatric patients)

Heart rate and rhythm-- A baseline EKG strip is placed in the medical record. (Optional for pediatric

patients)

» IV access is established. Exception: pediatric patients for whom sedation is accomplished with oral
medications.

¢ Pre-procedure education is documented

e For elective outpatients, availability of a responsible adult to drive patient home and care for them is
documented. Failure to establish this requirement will result in the procedure being rescheduled at a time
when this resource is available,

¢ Al pre-procedural components of Universal Protocol policy, Universal Protocol for Preventing Wrong Site,
Wrong_Procedure, and Wrong Person Surgery.

o 0 0 0 00
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Title: SEDATION PERFORMED BY NON-ANESTHESIA PROVIDER

Intra-Procedure Regquirements:
+ The following equipment will be used on every patient:

O

0o O O

Pulse oximetry

Suction will be readily available at the bedside

EKG monitor {Optional for pediatric patients)

Bleod pressure monitor  (Optional for pediatric patients)

» QOptional equipment dependent upon setting, procedure performed, physician order, patient positioning:

o]
o]

Pre-oxygenation with 2 Ipm nasal cannula or as ordered by the sedating physician
Capnography

s The following equipment/supplies will be available in the immediate area during administration of sedaticn;

o}

G 0000 0C 000

Oxygen delivery devices

Ambu bags and airways

1V supplies/equipment

Crash cart with cardiac monitor/defibrillator (Pediatrics: Brasetow cart)
Pulse oximeter

Continuous EKG monitoring

Blood Pressure monitor

Suction

Reversal Agents

Means for summoning assistance

e Medication Management:

o]

o]

All medications used for sedation will be ordered electronically using physician computerized order
entry {CPOE). Depending on the area, individual doses may be chairted on a specialty flow sheet at
the time of administration and the total dose of each medication recorded on the electronic
medication administration record (eMAR) at the end of the procedure.

Reversal agent for each type of sedation administered will be immediately avaiiable.

Use of oxygen will be ordered using CPOE and documented.

IV access will be maintained until the patient is no longer at risk for cardio/respiratory depression. 1V
access will be re-established if needed due to loss of access or premature discontinuation.

s Patient Monitoring:

O

O o0 6 O O

Perform and document all components of Universal Protocol palicy, Universal Protocol for Preventing
Wrong Site, Wrong Procedure, and Wrong Person Surgery,
The sedating nurse will document baseline values of all parameters; heart rhythm, pulse,
respirations, blood pressure, oxygen saturation, ETCO2, skin color/ftemp, Ramsay score, Aldrete
score,
The patient’s ventilatory and oxygenation status and vital signs will be monitored continuously during
the sedation procedure and documented every 5 minutes.:
Ramsay score and skin color/temp will be monitored through the procedure and documented every
15 minutes.
EKG rhythm will be documented post procedure only if there is a change from baseline.
Document each dose of medication, dose, route, and effect.
Document responses to all interventions.
Document the start and stop time of procedure and sedation.
The use of reversal agents at any point during procedure should be communicated to the next level
of care and documented as follows:

+ eMAR

o Significant Events notes

» Handoff form
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Title: SEDATION PERFORMED BY NON-ANESTHESIA PROVIDER

Post-Procedure Requirements:
At the end of the procedure, the following criterla must be met to terminate the sedation procedure:

o Arousable, easily re-oriented, neurologically stable or baseline
o Airway, breathing, and circulation have returned to baseline
o Patient is comfortable and pain is managed
o Aldrete I score must be assessed and documented at the end of the procedure.
« If > 8 or pre-procedure value, patient may return to their pre-procedure setting or
Postop/Phase II for ambulatory patients.
+ If < or equal to 8, patient must remain monitored in the procedural setting until score allows
transfer or patient must be taken to PACU. If decision is made to transfer to PACU:
« PACU must be alerted to patient arrival and complete handoff given upon arrival.
« The sedating physician must write PACU orders in addition to post—procedure
/discharge orders as applicable.
Patients who have received reversal agents during or immediately following the procedure should be
placed in a setting that allows ctose observation and monitoring for a minimum of 2 hours post
procedure,
Post Procedure Requirements:
» Upon return to the inpatient or ambulatory postop/phase II unit, vital signs, oxygen saturation and
Aldrete IT are documented as outlined in Nursing Policy, Assessment.

o}

Required Monitoring post use of Reversal Agents. Applicable to all patients:
» Vital signs, oxygen saturation, and Aldrete Il are documented as follows:
o Every 15 minutes x 8. Post procedural inpatients should be sent to PACU for
this portion of monitoring. Exception: Critical Care, ED
o After this, VS per departmental post-procedural routine. (See Nursing policy,
Assessment) _
« Any signs of re-sedation should be reported to the sedating physician
« If patient is sent to Phase | recovery unit, the sedating physician must write PACU
orders as outlined above in section “Post- Procedure Requirements”.
» Outpatients may be discharged once discharge criteria are met and there are no
-signs of re-sedation for a minimum of 2 hours.

» Outpatients may be discharged when criteria are met:
o Vital signs stable for at least ¥2 hour prior to discharge (2 hours if reversal agent given)
Swatlows and coughs
Maintains respiratory function
Minimal nausea, dizziness, or vomiting
Effective pain management
Oriented to person, place, and time
Ambulates consistent with age and surgical procedure
Minimal bleeding or drainage from surgical site
Return of normal sensation (spinal/ epidural anesthesia)
Voids spontaneously (spinal/ epidural anesthesia)
Extremities pink and warm; pulses, sensation and movement present (extremity procedures).
Abdomen soft, no severe abdominal pain, no covert bleeding (sigmoid / colonoscopy procedures)
Swallows, no epigastric pain {(EGD procedures)
Patient and/or significant other adult given verbal and written discharge instructions
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Title: SEDATION PERFORMED BY NON-ANESTHESTIA PROVIDER

SITE SPECIFIC:

1.

None

Related Documents:

]

Sedation Monitoring Flow Sheet, Form # 6574 (Downtlme Form),
Medication Usage Guide (Addendum 1)

Definitions:

See definitions in body of policy
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