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PURPOSE:
The purpose of this policy is to establish criteria for documentation during the procedure.

POLICY:
1. The intra-procedure record will contain evidence of continual monitoring during sedation.  A vital sign graph is completed. Monitoring will include: BP, P, 02 saturation, warmth, dryness, color of skin, level of consciousness and cardiac monitoring.
2. Nursing documentation of the procedure will include:
2.1. Description of procedure.
2.2. Equipment/instruments used.
2.3. Physician, nurse and anesthesia personnel, if involved.
2.4. Medications administered. 
2.5. Unusual events and interventions.
2.6. Type of specimen obtained if applicable.
2.7. Clinical findings.
2.8. Post procedure diagnosis or impression.
3. If anesthesia personnel are present, documentation on the anesthesia record will indicate:     
3.1. Monitoring equipment.
3.2. Name, dosage of all drugs including 02 with time, route of administration and by whom.
3.3. Type and amount of all fluids administered.
3.4. Vital signs.
3.5. IV Line: time started, solution, needle type and site. (This may alternately be documented by the RN who started the IV in the nursing record.)
3.6. Anesthesia complications, if applicable.
3.7. Patient status at completion of procedure.
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