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Universal Protocol Policy
Mercy Value:  Excellence

We strive for the highest standards of care for our patients' physical, mental and spiritual needs. 

DEFINITIONS: See Appendix A

POLICY


It is the policy of Mercy Hospital to provide safe and consistent care for patients receiving sedation during diagnostic and therapeutic procedures. Patients mechanically ventilated in a critical care environment and patients undergoing emergency tracheal intubation are exempted from this policy.

Policy implementation is the responsibility of the practitioner ordering the sedation and the department where the sedation is administered.

These guidelines are designed to provide specific recommendations for the safe care of patients during the delivery of medications for sedation by all physicians who hold privileges at Mercy for moderate or deep sedation during diagnostic and therapeutic procedures. 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.

PROCEDURE

Before Sedation 

1. The physician responsible for sedation obtains informed consent by explaining the risks, benefits, and alternatives to the planned sedation. 

2. The nurse may verify a physician’s privilege for moderate or deep sedation with the medical staff office during normal business hours or through the Clinical Advisor during off-hours.  Propofol, methohexital, and ketamine, while sometimes used for procedural sedation, may rapidly and unpredictably induce a state of general anesthesia. Therefore, unless the patient is in a critical care setting, privileges to use propofol and methohexital for the purpose of sedation are limited to members of the Anesthesia Department and privileges to use ketamine and propofol for the purpose of sedation are limited to members of the Anesthesia Department and the Emergency Department.

3. The nurse or other qualified health care provider documents pre-procedure vital signs and Modified Aldrete score (see Appendix D).

4. The nurse or other qualified health care provider is responsible for verifying the patient’s adherence to pre-procedure instructions and reporting noncompliance to the physician. This includes, but is not limited to, instructions to fast. The following guidelines for healthy patients who are undergoing procedures may be used for reference:  

Clear liquids







2 hours

Breast milk







4 hours

Infant formula and non-human milk 




6 hours

Light meal








6 hours

5. The physician determines that the patient is an appropriate candidate for the sedative agent to be administered. The pre-procedure evaluation should include, but not be limited to:

a. The patient’s history of medication allergies/reactions

b. Review current medications and dosages.

c. Overall physical status, abnormalities of the major organ systems, adverse experience with sedation or anesthesia, last oral intake

d. Verifying patient compliance with pre-procedure instructions

e. Determination of ASA classification

f. A qualified health care provider will conduct the evaluation outlined above, but final responsibility for authorization to administer the sedative rests with the physician, who performs a focused physical exam involving evaluation of heart and lungs and airway

g. The physician orders and follows up on, any lab testing guided by the patient’s underlying condition or as indicated by the planned procedure.

6. The physician may request anesthesia consultation for high-risk patients. Anesthesia consultation is strongly recommended for ASA class IV patients and for selected ASA Class III patients.

7. The physician documents the plan for sedation, indicating whether moderate or deep sedation is desired, and can give orders for sedatives and analgesics. 

8. The nurse will verify that the following equipment is immediately accessible:

a. Equipment for non-invasive measurement of blood pressure

b. A functional suction apparatus with the appropriate suction catheters

c. Source of supplemental oxygen and the apparatus for its administration (including positive pressure ventilation)

d. Pulse oximeter

e. Cardiac monitor and display

f. A capnometer should be considered for patients whose respiratory effort is difficult to monitor and for all patients receiving deep sedation.
g. Age-appropriate resuscitative supplies and medications

h. Defibrillator for patients with cardiovascular disease and for all patients receiving deep sedation

i. Intravenous equipment

j. Pharmacologic antagonists (naloxone and flumazenil), and basic resuscitative medications.

9. For all patients receiving deep sedation, the nurse establishes an IV and maintains it until recovery. For all patients receiving moderate sedation by an IV route, the nurse establishes IV access prior to sedation and maintains it through recovery. If moderate sedation is achieved by the po route, the nurse establishes an IV as determined by the ordering physician.  If no IV access is ordered, an individual with IV access skills is immediately available in case of emergency. 

10. It is recommended that all patients receive supplemental oxygen during sedation unless contraindicated. 

11. The nurse administering sedation must be currently ACLS-certified. A means for summoning assistance must be available in close proximity to the patient.

12. The site, procedure, and patient are accurately identified and clearly communicated, using active communication techniques, during a final verification process such as a timeout before the start of any surgical or invasive procedure.

13. Immediately prior to sedation, the physician reassesses the patient for changes in condition and documents the reassessment. 

During Sedation
1. The physician responsible for sedation should be within immediate reach and available from the start of sedation until the patient is stable after the procedure.

2.   During moderate sedation the ACLS-trained individual may monitor the patient; he or she may assist with minor interruptible tasks which do not remove the individual from the patient’s bedside once the patient is stable. For deep sedation, the ACLS-trained nurse’s sole responsibility is to monitor the patient’s status. The nurse may not participate in any other activities.

3.  The nurse or staff member assigned to monitor the patient performs and records the following parameters no less often than every 15 minutes for the patient undergoing moderate sedation and no less often than every 5 minutes for deep sedation: 

a. Blood pressure, heart rate, respiratory rate

b. Oxygen saturation

c. Capnometer readings, if used.

4.  In addition, as appropriate to the procedure, he or she records:

a. Cardiac monitor strip

b. Pain

c. Specific elements relevant to the procedure.

d. Pertinent events taking place during induction, maintenance, and emergence from sedation.

5.  Procedure for readback of verbal orders is followed and verbal orders are authenticated in accordance with Medical Staff Rules and Regulations. Refer to Mercy Hospital policy Verbal/ Telephone Orders. 

6.  Staff will inform the responsible physician of instability in the above parameters or, should gag reflex lost, or if the patient’s level of sedation becomes deeper than intended. When moderate sedation is intended, staff shall inform the physician if the patient reaches a score of 3 on the Modified Ramsay Sedation Scale.  When deep sedation is intended, staff shall inform the physician if the patient reaches a score of 4 on the Modified Ramsay Sedation Scale.  The physician is responsible for rescuing the patient if the desired level of sedation is exceeded. 

7.  Medications are documented.

Post Sedation 

1. The staff member responsible for post-procedure monitoring will assure that resuscitation and monitoring equipment is available in the recovery area. 

2. A nurse or other individual appropriately trained to monitor the patients should be in attendance until discharge criteria are fulfilled.  An individual capable of managing complications (e.g., establishing a patient airway and providing positive pressure ventilation) should be immediately available. A physician is responsible for any required medical supervision of recovery and discharge following sedation. 

3. Vital signs, oxygen saturation, level of consciousness, pain, and Modified Aldrete score are assessed and recorded every 15 minutes, unless more frequent monitoring is indicated by the physician or by the patient’s condition.

4. Criteria for discharge from monitoring:

a. Medical supervision of recovery and discharge after moderate or deep sedation is the responsibility of a physician.
b. Patient is easily arousable or returns to pre-procedure level of consciousness and is no longer at risk for cardiorespiratory depression.

c. A Modified Aldrete score of 8, or pre-procedure score, is attained.

d. Sufficient time has elapsed for elimination of last sedating agent.

5. For patients receiving reversal agents (naloxone, flumazenil), sufficient time (up to 2 hours) after the last administration of reversal agents should have elapsed to ensure that patients do not become re-sedated after reversal affects have worn off.

6. Criteria for discharge home. Patients may be discharged home on order of the physician or by meeting the following criteria in addition to the criteria for discharge from monitoring:

a. A Modified Aldrete score of 10, or pre-procedure score, must be achieved prior to discharge.

b. Patient mobility has been determined safe for discharge.

c. Patients should be alert and oriented; infants and patients whose mental status was initially abnormal should have returned to their baseline status.

d. Outpatients should be discharged in the presence of a responsible adult who will accompany them home and be able to report any post-procedure complications.

e. Outpatients and their escorts should be provided with written instructions regarding post-procedure diet, medications, activities, and a phone number to be called in case of emergency.

7. Patients not meeting discharge criteria must be evaluated by a physician who will document the evaluation and the disposition of the patient.

Quality Improvement and Competency Assessment for Staff Supporting Procedural Sedation

1. Each location administering sedation will report adverse occurrences to the Quality and Patient Safety Department with copies to the physician’s Department Chief and the Division Chief of Anesthesia. Examples of adverse events include: unanticipated need for reversal agents, changes in vital signs requiring treatment, aspiration, loss of airway, and deeper than intended level of sedation sustained for more than ten minutes. 

2. All individuals responsible for carrying out a practitioner’s orders during sedation and for monitoring the patient's status must have documented competency skills for sedation.  Current ACLS certification is required for individuals supporting sedation. 

APPENDIX A: Definitions

APPENDIX B: Guidelines for Physicians: Assessment and Dosing

APPENDIX C: Procedural Sedation Guideline

APPENDIX D: Modified Aldrete Score

APPENDIX E: Modified Ramsay Sedation Scale

APPENDIX F:  Frequently Asked Questions

APPENDIX G: Sedation Privilege Assessment Tool
This policy/procedure is only intended to serve as a guideline to assist staff in the delivery of patient care; it does not create standard(s) of practice. The final decision(s) as to patient management shall be based on the professional judgment of the healthcare provider(s) involved with the patient, taking into account the circumstances at that time.

APPENDIX A

DEFINITIONS
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. (Minimal sedation not considered under this policy.)
Moderate Sedation (Conscious Sedation): A drug-induced depression of consciousness during which patients respond purposefully to verbal commands, either alone or accompanied by light tactile stimulation. (Reflex withdrawal from painful stimulus is not considered a purposeful response.)  No interventions are required to maintain a patent airway, and spontaneous ventilation is adequate. Cardiovascular function is usually maintained.
Deep Sedation: 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:
 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.

Reference

1. Joint Commission on Accreditation of Healthcare Organizations (2001). Comprehensive Accreditation Manual for Hospitals. Oakbrook Terrace, IL: Joint Commission Resources, TX.2-TX.2.4.1.
APPENDIX B

GUIDELINES FOR PHYSICIANS

ASSESSMENT AND DOSING

To provide an outline for physicians to guide the safe practice of moderate and deep sedation, the following guidelines are available for consideration.  They reflect the recommendations of the American Society of Anesthesiologists (ASA) for sedation by non-anesthesiologists.  The physician must take into account the patient’s unique characteristics to develop a plan for appropriate use.  These guidelines serve only as a source of information for consideration in that decision-making process.  

AIRWAY ASSESSMENT

Positive pressure ventilation, with or without tracheal intubation, may be necessary if respiratory compromise develops during sedation-.  This may be more difficult in patients who have atypical airway anatomy.  In addition, some airway abnormalities may increase the likelihood of airway obstruction during spontaneous ventilation.  Some factors that may be associated with difficulty in airway management are: 
      History

1. Previous problems with anesthesia or sedation

2. Stridor, snoring or sleep apnea

3. Advanced rheumatoid arthritis

4. Chromosomal abnormality (e.g., trisomy 21)

Physical Examination

1. Habitus

a. Significant obesity (especially involving the neck and facial structures)

2. Head and Neck

a.
Short neck; limited neck extension, decreased hyoid-mental distance (<3 cm in an adult), neck mass, cervical spine disease or trauma, tracheal deviation, dysmorphic facial features (e.g., Pierre-Robin syndrome)

3. Mouth

a.
Small opening (<3 cm in an adult); edentulous; protruding incisors; loose or capped teeth; dental appliances; high, arched palate; macroglossia, tonsillar hypertrophy; nonvisible uvula

4. Jaw

a.
Micrognathia, retrognathia, trismus, significant malocclusion

b. Can extend lower jaw beyond upper jaw (helps predict good mask airway)

Other Considerations

1. A consultation with an appropriate specialist should be considered for patients with severe underlying medical problems.

2. If the patient has a risk of severe cardiovascular or respiratory compromise or has a need for complete unresponsiveness to obtain adequate operating conditions, a consultation with an anesthesiologist is strongly recommended.  

ASSIGNMENT OF ASA CLASSIFICATION 

Pre-sedation evaluation should include the assignment of ASA classification for all patients, unless contraindicated. The following scale will be used to assign category. 

	CLASS
	DESCRIPTION
	EXAMPLES

	1
	A normal, healthy patient, without organic physiologic, or psychiatric disturbance
	Healthy with good exercise tolerance

	2
	A patient with controlled medical conditions without significant systemic effects
	Controlled hypertension, controlled diabetes mellitus without system effects, cigarette smoking without evidence of COPD, anemia, mild obesity, age less than 1 or greater than 70 years, pregnancy

	3
	A patient having medical conditions with significant systemic effects intermittently associated with significant functional compromise
	Controlled CHF, stable angina, old MI, poorly controlled hypertension, morbid obesity, bronchospastic disease with intermittent symptoms, chronic renal failure

	4
	A patient with medical condition that is poorly controlled, associated with significant dysfunction and is a potential threat to life
	Unstable angina, severely symptomatic COPD, symptomatic CHF, hepatorenal failure


1. Choice of Agents for Sedation: The drugs listed below (in #3) may be used within the guidelines recommended. Patients vary in their response to their agents. While higher doses may be required to produce moderate sedation in some patients, exceeding the recommended doses may unexpectedly produce deep sedation in others.  Doses should be given incrementally with sufficient time between doses to assess the effects.  Dose reduction should be considered when both sedatives and analgesics are used. Repeat doses of oral agents are not recommended. 

2. Credentialing/Privileging: Practitioners who intend to induce states of moderate or deep sedation for procedures must apply for special privileges to do so. The practitioner ordering the sedation is responsible for meeting the credentialing/privileging requirements and the institutional guidelines for medication administration. Privileging documents may be obtained from the Medical Staff Office. 

3. Limitations for anesthesia induction agents: Propofol, methohexital, and ketamine may rapidly produce deep sedation or general anesthesia. For this reason the use of propofol and methohexital for the purpose of sedation in non-critical care settings is restricted to members of the Anesthesia Department. The use of ketamine for the purpose of sedation in non-critical care settings is restricted to members of the Anesthesia Department and the Emergency Department. Patients receiving these agents must be monitored as for deep sedation. 

APPENDIX C

PROCEDURAL SEDATION GUIDELINE

Before Procedure

· Informed consent present, includes consent for sedation
· Physician holds privileges
· Pre-procedure vital signs recorded
· Patient has followed pre-procedure instructions
· History and physical present and performed within last thirty days
· Interval history and brief physical performed and verified by physician
· Lab tests completed and reviewed, if ordered
· ASA class documented
· Appropriate equipment present in room
· Resuscitative supplies, IV equipment, and reversal agents present
· IV line established
· Orders for sedatives and analgesics written and desired level of sedation indicated
During Procedure

· Read back any verbal orders

· Measure and record parameters

· every 15 minutes (for moderate sedation ) 

· every 5 minutes (for deep sedation)

· Inform the responsible physician of instability in the above parameters or, should gag reflex be lost, or if the patient’s level of sedation becomes deeper than intended.

· When moderate sedation is intended, inform the physician if the patient reaches a score of 3 on the Modified Ramsay Sedation Scale (Appendix E).

· When deep sedation is intended, inform the physician if the patient reaches a score of 4 on the Modified Ramsay Sedation Scale.

· The physician is responsible for rescuing the patient if the desired level of sedation is exceeded.

· Document parameters and meds given on flow sheet

After Procedure

· Resuscitation and monitoring equipment available

· Measure and record parameters every 15 minutes or more often if indicated

· Discharge form monitoring when criteria re reached

· Discharge home when criteria are reached

· Report adverse occurrences, if applicable

APPENDIX D

MODIFIED ALDRETE SCORE

Activity

2
Able to move four extremities voluntarily or on command
  

1
Able to move two extremities voluntarily or on command
  

0
Unable to move extremities voluntarily or on command
 

Respiratory Activity

2
Able to breathe deeply and cough freely





1
Dyspnea or limited breathing






   

0
Apneic













Pre-procedure Circulation

2
BP + 20% of preanesthetic level







1
BP + 20%-49% of preanesthetic level




   

0
BP + 50% preanesthetic level








Pre-procedure Consciousness

2
Fully awake










   

1
Arousable on calling








   

0
Not responding









 

Color

2     Able to maintain O2 saturation >92% on room air 

1     Needs 02 inhalation to maintain 02 saturation >90%  02 Saturation

0     Saturation <90% even with 02 supplement 

Reference

Aldrete, JA. (1998). Modifications to the postanesthesia score for use in ambulatory surgery. Journal of PeriAnesthesia Nursing. 13 (3): 148-155.

APPENDIX E
SEDATION LEVEL

Modified Ramsay Scale

1 Anxious, agitated, or restless

2 Cooperative, oriented, and tranquil

3 Drowsy but responds to stimuli

4 Asleep, brisk response to stimuli

5 Asleep, sluggish response to stimuli*
6 Asleep, no response*
*levels 5 and 6 constitute onset of general anesthesia

Reference

1. Ramsay MA, Savege TM, Simpson BR, et al. (1974). Controlled sedation with alphaxalone-alphadolone. Br Med J;2(920):656-9.
APPENDIX F

FREQUENTLY ASKED QUESTIONS

1.  What dose of narcan is used to reverse narcotics?

Depending upon the level of overdose, typical narcan therapy would be in the range of .04 to .4 mg.

2.  How long does narcan last?

Typically narcan lasts only 20 to 30 minutes.  Most narcotics last longer than this and multiple doses of narcan may be required.

3.  What monitoring should be used for moderate sedation?

Blood pressure, heart rate, respiratory rate and level of consciousness are recorded every 15 minutes.  Continuous O2 saturation and ventilation are monitored and recorded every 15 minutes.  Other forms of monitoring may be added as appropriate (eg. capnometry or EKG recordings).  

4.  What changes in monitoring are needed for deep sedation?

All values in #3 are recorded every 5 minutes.  Capnometry is recommended.

5.  When should flumazenil be used?

To reverse excess sedation due to benzodiazepines. Patients chronically taking these medications for seizures should not be reversed as this can provoke a seizure.  Reverse only after careful consideration if patients are taking chronic benzodiazepines as this may produce acute withdrawal symptoms.

6.  How long does flumazenil last?  

The half-life is 60 to 90 minutes.

7.  How much flumazenil is needed?  

Depending upon the depth of sedation, .5 to 1 mg. is used.

8.  Why must someone with ACLS be available for moderate and present for heavy sedation?

Individual responses to sedatives and analgesics are unpredictable and may advance to deep sedation in which patients may suddenly lose their airways. Certain procedures, such as fracture reduction, require levels of sedation that approach deep sedation in which they may suddenly lose their airways as well. In addition, patients under sedation may suddenly develop hypoxia, arrhythmias or cardiac arrest.  

9.  Are there special precautions for emergency sedation?  

Assume the stomach is full and consider the risk of aspiration along with the urgency of the situation and the needed level of sedation.

10.  Do oximeters measure ventilation?

No.  When a patient is receiving oxygen, the SPO2 may be greater than 90% with very little ventilation.  In such situations the PCO2 can be greater than 200.

11.  Are there patients for whom low dose sedation is dangerous?  

Yes.  Some individuals are highly sensitive to these agents and may be heavily sedated or even under general anesthesia when light sedation was the goal.  Also patients with sleep apnea may have significant upper airway obstruction when lightly sleeping.

12.  Are there dangers to using combinations of drugs to produce sedation?

Yes.  Drug combinations may interact synergistically rather than additively to produce unanticipated deep levels of sedation or even anesthesia.  Close monitoring is required.

13.  Is there a standard dose of narcotics or benzodiazepines?  

No.  Individuals can vary five-fold to ten-fold in their response to these medications.  All have to be given by titration, using multiple administrations of small doses of drugs.

APPENDIX G

SEDATION PRIVILEGE ASSESSMENT TOOL

1. Which of the following statements regarding the use of naloxone is true?

a. It is used to reverse the effects of benzodiazepines.

b. Because its half-life is shorter than some opioids, a repeat dose may be needed.

c. It possesses opioid properties.

d. It is a reversal agent for midazolam.

2.
What is standard monitoring for moderate sedation:

a. Vital signs documented when convenient

b. Intermittent checks of oxygen saturation

c. Vital signs, oximetry, and level of consciousness recorded every 5 minutes by a nurse dedicated solely to this task

d. Ventilation, level of consciousness and oxygen saturation monitored continuously.  Saturation, level of consciousness, blood pressure and pulse recorded at least every 15 minutes.

3.
Which of the following is true concerning flumazenil?

a. It reverses fentanyl.

b. It reverses chloral hydrate.

c. It should not be given to children.

d. It may be contraindicated in patients using chronic benzodiazepines for seizure control.

4.
The best answer explaining why advanced life support competency is required for practitioners administering sedation is:

a. Individual responses to sedatives and analgesics are unpredictable and may advance to deep sedation in which patients may suddenly lose their airways.

b. Certain procedures, such as fracture reduction, require levels of sedation that approach deep sedation in which patients may suddenly lose their airways.

c. Patients under sedation may suddenly develop hypoxia, arrhythmias, or cardiac arrest.

d. All of the above.

5.
For emergency procedures requiring sedation, such as setting a fracture or repairing a laceration, one should:

a. Assume presence of a full stomach and balance the risks of aspiration with the urgency of the procedure and required depth of sedation.

b. Call an anesthesiologist in each instance requiring sedation.

c. Proceed with sedation and the procedure because it is an emergency.

d. Always wait at least 4 to 6 hours before proceeding with sedation. 

6.
Continuous pulse oximetry is mandatory for all sedation.

a. True

b. False

7.
A pulse oximetry value >96% ensures that the patient is ventilating well, without respiratory obstruction.

a. True

b. False

8.
All of the following describe sedation except:

a. Allows protective reflexes to be maintained.

b. A medically controlled state of depressed consciousness or unconsciousness from which the patient is not easily aroused and is unable to respond purposefully to physical stimulation or verbal command.

c. Retains the patient’s ability to maintain a patent airway independently and continuously.

d. Permits appropriate response by the patient to physical stimulation or verbal command (e.g., “open your eyes”)

e. The drugs, doses and techniques are not intended to produce a loss of consciousness.

9.
Certain equipment and processes must be immediately available for rescue situations when performing sedation. These include all of the following except:

a. Supplemental oxygen and self-inflating resuscitation bag

b. Available and working suction

c. Checked and working crash cart

d. Tracheostomy set

10.
Prior to performing a procedure with sedation, the physician must perform or provide the following:

a. A targeted medical history and physical examination.

b. An informed consent for both the sedation and procedure.

c. An ASA risk classification.

d. Verify the patient’s NPO status.

e. All of the above.

11.
The RN monitoring the patient receiving sedation:

a. May also circulate in the room and get equipment from the hallway.

b. May not be engaged in any other activity during this period.

c. May perform minor, interruptible tasks but must remain focused on the patient’s cardiopulmonary status.

d. Should do the preoperative history and physical prior to the procedure.

12.
What information is needed in the history for a patient undergoing sedation?

a. Past experiences with anesthetic drugs.

b. Current medications.

c. Time and nature of last meal.

d. All of the above.

13.
All of the following are considered clear liquids except:

a. Plain coffee or tea.

b. Orange juice with pulp.

c. Apple juice.

d. Water.

14.
Drugs given within prescribed sedation guidelines will avoid adverse reactions.

a. True.

b. False.

15.
All of the following are signs of a potential problematic airway with the exception of:

a. Large tongue.

b. History of sleep apnea.

c. Mallampatti>2

d. Large chin.

e. Buck teeth.

16.
When using a benzodiazepine and a narcotic:

a. A standard regimen can always be used

b. The drugs always act in an additive fashion

c. Many times there is a synergistic effect, producing greater than anticipated sedation

d. These drugs act at the same receptors in the CNS.  

17.
Patients may be discharged home after a sedation procedure:

a. When awake and able to ambulate.

b. When the post-procedure nurse determines the patient is ready and completes the discharge forms.

c. When patient meets Modified Aldrete discharge criteria as set by the medical staff and approved by the Medical Executive Committee.

d. When patient can void and drink liquids.

18.
Patients receiving PCA medications for pain management, who push for a bolus before ambulating are subject to the requirements of the hospital sedation policy.

a. True

b. False

19.
A planned sedation level of “cooperative, oriented and tranquil” corresponds with Ramsay Sedation Level:

a. One

b. Two

c. Three

d. Four

e. Five

continued

20.
A planned sedation level of “drowsy, but responds to commands” corresponds with a Ramsay Sedation Level of:

a. One

b. Two

c. Three

d. Four

e. Five
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