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Temporary Pacemakers and Epicardial Pacemakers  

For additional information refer to full Policy: Temporary Pacemakers Transvenous and Epicardial Pacemakers 

in PolicyStat 

RN RESPONSIBILITIES: 

A. Patient with temporary pacing wires connected to a pacemaker generator may not shower. If the 

generator is not attached to the pacing wires, they may shower if the wires are covered with an aqua 

guard. 

B. All temporary epicardial pacing wires must be insulated and always dressed. Dressing will be changed 

per central line standards. 

C. When epicardial wires are not in use, the wires should be secured in 4x4 gauze and loosely taped to 

the patient’s chest wall 

D. Epicardial wires must be easily retrieved and not taped occlusively  

E. Exposed epicardial wires should be secured in insulated material (e.g., finger cots, glove, plastic needle 

cap, ear plugs). 

F. Gloves must be worn when handling the pacer wires. 

G. Patients with temporary pacemakers in use should have pacing thresholds assessed and documented 

every 24 hours in Epic (preferably on dayshift) or per unit protocol (e.g., once per shift). Verify 

temporary pacemaker settings are ordered by LIP. 

H. Patients with temporary pacemakers applied and in use will have the battery changed daily by the 

nurse caring for the patient. The change will be documented in the patient record and a piece of tape 

placed on the pack of the pacemaker with the nurse’s initials, date, and time of battery change and will 

document in Epic (located under Pacer Interventions) 

I. Pacemaker settings will be documented in Epic at change of shift and with any changes. Settings shall 

include the mode, rate, mA’s, and mV’s if indicated. 

J. Pacemaker dependent patients will have a second temporary pacing generator readily available in the 

patient’s room (CICU only) 

K. A provider order is required before turning off the pulse generator 

1. Temporary pacing generators are to remain attached to the pacing wires until they have not 

been required for the past 24 hours 

2. Temporary pacing generators and extension cables are to remain the room, with the patient 

until the wires have been discontinued. At which time, the generator will be cleaned, removed 

from the room, and placed back in the designated storage area. 

L. Patients with femoral transvenous pacemakers will remain on bedrest (CICU only) 

M. Transvenous pacing wires will be always connected to a temporary pacer box even when the 

pacemaker is not in operation and power is off. 

N. Epicardial pacing wires are to be removed by the surgeon or surgical assistant 

TRANSFER CRITERIA TO CARDIOLOGY: 

A. Temporary pacemaker with an underlying rhythm that is life-sustaining 

Must be transferred to a monitored cardiology unit (Cardiology A or Cardiology B only)  
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SAFEGUARD FOCUS Cool™ Compression Device Management 

For additional information refer to full Policy: SAFEGUARD FOCUS Cool™Compression Device Management  in 

PolicyStat 
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Vascular Sheath Management and Post Procedural Care 

For additional information refer to full Policy: PSVMC: Vascular Sheath Management and Post-Procedural Care 

for a Patient with a Femoral Sheath, Arterial and Venous, and Use of Compression Devices (Adult) in PolicyStat 

Sheath removal must be performed by clinical caregivers that have demonstrated competency. 

Sheath maintenance and post-removal care will be performed by Registered Nurses (RN). Do not 

perform unless you have a documented competency on file 

1. IF catheter exit site is bleeding, THEN apply pressure for 5 minutes and notify LIP 

2. IF there is a change in assessment, THEN notify LIP, restart neurovascular checks from beginning and maintain bedrest/limb 

precautions 

a. NOTE: To prevent limb ischemia, do not leave the artery blocked for more than 3 minutes 

3. IF the patient is obese or has large hips, THEN consider the use of manual pressure 

a. NOTE: Placement of the system may not be suitable on large patients or patients with very wide hips as the belt 

may be too short 

4. IF hematoma (e.g. pain or tenderness and swelling at the access site) develops, THEN apply firm pressure to site and hold or 

the originally estimated time (start over), follow the same steps and reassess for hemostasis, notify LIP, mark area and 

continue to monitor site 

5. IF femoral compression device needed for long periods of time, THEN a brief interruption using manual compression is 

completed at least every 3 hours 

6. IF retroperitoneal hematoma is suspected (e.g. hypotension, tachycardia, pallor, lower abdominal pain, back pain, 

significantly decreased hematocrit or neurovascular changes in the leg with the puncture), THEN notify LIP 

7. IF pseudoaneurysm is suspected (e.g. painful palpable pulsatile mass and positive bruit), THEN apply manual pressure and 

notify the LIP 

8. IF vessel occlusion is suspected (e.g. sudden onset of pain, possible paresthesia, limb is cyanotic and cool to touch, 

diminished or absent pulses), THEN notify the LIP 

a. NOTE: If compression device in place, remove device and hold manual pressure while assessing limb for return of 

circulation 

9. IF the patient has a vasovagal response (e.g. pallor, bradycardia, hypotension or emesis), THEN place the patient in 

Trendelenburg and notify the LIP 

10. IF arteriovenous fistula is suspected (e.g. swelling of extremity and continuous bruit at the access site), THEN apply manual 

pressure and notify the LIP 

11. IF access site infection (e.g. high fever, femoral abscess), THEN notify the LIP 

Documentation 

1. Vascular Sheath LDA 
2. Time hemostasis achieved 
3. Groin site assessment 
4. Vital signs prior, during and post-sheath removal 
5. Neurovascular and peripheral vascular status of the affected extremity every 15 minutes x 4, every 30 minutes x 2, every 

hour x 4, then per LIP order 
6. Discontinuation of vascular sheath 

a. Method used (e.g., Manual compression vs. Femoral Compression Device) 
b. Date and time of initial application of device 
c. Patient tolerance of procedure 

d. Record VS, cardiac rhythm, puncture site assessments, distal pulses, neurovascular assessments, 
periodic deflation and any repositioning of the device 

e. Length of time the device was in place and the appearance of the site after removal 
7. Occurrence of unexpected outcomes  
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Universal Protocol for Invasive Procedures 

For additional information refer to full Policy: Universal Protocol for Invasive Procedures in PolicyStat 
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Consent and Refusal of Consent for Procedures  

For additional information (including age of consent, competence, and allowed disclosures refer to full Policy: 

Consent and Refusal of Consent for Procedures in PolicyStat 

Medical Center Staff Responsibility 

1. Informed Consent (PARQ) is the responsibility of the provider. 

2. Informed Consent (PARQ) must occur before the hospital consent form is signed. 

3. The initial Informed Consent, at times, may not be done by the actual performing proceduralist (i.e., 

OB Informed Consents may be done in the physician's office, but an on-call physician does the 

procedure). 

4. The actual performing proceduralist, if different from the initial physician that provided the PARQ, 

must re-PARQ prior to the commencement of the procedure. 

5. The Informed Consent must be documented prior to the commencement of the procedure but not 

necessarily prior to signing the consent form. 

G. Documentation on the hospital consent form will include: 

1. The name of the procedure(s) is/are entered on the consent form by the RN or provider. 

2. The only acceptable source for transcribing the procedure is the provider order. 

3. The procedure(s) shall be entered without using abbreviations. 

4. Careful attention must be given to laterality; "right" and "left". 

5. All physicians/proceduralists and LIPs performing significant procedures, as defined in the 

Professional Staff Bylaws, will have their name listed. 

6. There must be a separate consent form signed EACH time a procedure is done. 
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EVD & Lumbar Drain Management 

For additional information refer to full Policy: External Cerebrospinal Fluid (CSF) Drain (Ventriculostomy, 

Lumbar Drain) Management in PolicyStat 

 SPECIAL CONSIDERATIONS: 

1. Drainage System – the entire drainage system is a closed drainage system, avoid breaking the sterile system to prevent 

infection. Opening should only occur when zeroing the transducer or when the replacement drainage bag is changed. Any 

time the drain is opened, strict sterile technique and face mask must be worn. Opening the system increases the chances of 

infection. 

a. Notify the LIP ANYTIME the catheter tubing becomes contaminated, including when the entire drainage system is 

required to be changed from contamination. 

2. Patients with Multiple EVDs – each catheter should be transduced for ICP monitoring, unless otherwise ordered by the LIP. 

Document the highest ICP with the most accurate waveform in EPIC as ICP1, this will be used for Cerebral Perfusion 

Pressure (CPP). Document the ICP from each ventriculostomy 

a. Label bedside monitor “ICP1” for EVD #1, and “IPC2” for EVD #2 

b. EPIC only allows for 2 ICP numbers to be charted, please chart more ICPs in “other” 

c. Ensure each value is documented with the corresponding insertion site 

d. Label the EVD to correlate with the site documented in EPIC 

3. Patients with orders for the EVD to be clamped – the ICP and waveform must be transduced continuously. Assess the 

insertion site for leakage. If the waveform becomes dampened, evaluate for possible causes and notify LIP. Drain may need 

to be opened to assess for patency and tidaling of CSF. If LDD is clamped, assess insertion site for leakage. 

4. Instillation of Medications and Flushing of the Ventricles – medications that are given via intrathecal route (into the EVD or 

LDD) are to be done only by the LIP 

a. Installation of medications or flushing into the ventricles can increase ICP and complications of herniation. Follow 

the LIP orders after medication is instilled. Continuous ICP monitoring should be performed while the drain is 

clamped (for EVD). 

5. Dressing Changes – change the dressing only if directed by the LIP or if the dressing is wet, loose, or contaminated. Use 

aseptic technique. 

a. EVD catheters are usually open to air with no dressing, depending on provider preference. 

b. Lumbar drain dressings can be reinforced, but NOT changed without an order 

6. Lumbar Drainage Device 

a. Lumbar drains using the intermittent drainage technique only may be used in: 

a. PPMC, PSVMC, and PMMC critical care areas, PSVMC IMCU, PPMC 8 South (8S) 

b. Procedure: unclamp the drain every hour, slowly drain the prescribed amount with direct visual monitoring of CSF, 

then clamp off to the patient. Repeat hourly, as ordered by LIP. 

7. Continuous Drainage Technique  

a. May only be performed in Critical Care areas 

a. Excludes PSVMC IMCU & PPMC 8S 

b. Procedure: drain remains open, and the level of the drip collection chamber or CSF mount is manipulated (raised 

or lowered) throughout the hour to facilitate the ordered amount of hourly drainage. 

8. Draining at a Specific Level – The transducer stopcock (zero-reference point) is secured to the CSF mount and leveled to a 

landmark (e.g., external auditory meatus, tragus, iliac crest, phlebostatic axis). The drip collection chamber is set to the 

prescribed height (cmH2O) on the CSF mount, which will allow CSF to drain when the pressure in the ventricular space 

exceeds the pressure set by the height of the drip collection chamber. 

9. Draining at a Specific Intraspinal Pressure – A transducer must be sterilely primed and attached to the drainage system. 

Once the transducer is attached, leveled, and zeroed, the pressure can be measured. 

10. After removal of CSF drainage device by LIP – assess site for ongoing CSF leak. Inform provider if CSF leak is noted. Lumbar 

drain removal patient may need to lie flat for up to 6 hours after removal, as directed by LIP. 
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Breast Flap Reconstruction  

For additional informaino refer to full Policy: Breast Flap Reconstruction in PolicyStat 
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Massive Transfusion 

For additional information refer to full Policy: Massive Transfusion of Blood and Blood Products in Adult in 

PolicyStat 

Hemostasis goals while using this guideline:  
1. INR < 1.5, PTT < 45 seconds 
2. Fibrinogen > 100 mg/dL  
3. Platelet count > 100,000/mL 
4. HCT > 24% 

 

 

  



Page 10 of 38 
 

Pre-Op Decolonization for High-Risk Surgical Procedures Policy 

For additional information refer to full Policy: Pre-Op Decolonization for High Risk Surgical Patients in 

PolicyStat 
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Verbal and Telephone Orders  

For additional information refer to full Policy: Verbal and Telephone Orders in PolicyStat 

A. To ensure patient safety, verbal and telephone orders are not to be used as routine methods of 
communication. 

B. Verbal orders: 

1. Are not appropriate when the prescriber is present or has access to the patient's EHR  
2. May be acceptable in urgent clinical situations or when functioning in a sterile environment. 

C. Telephone orders shall be limited to urgent clinical situations in which it is impossible or impractical for the 
prescriber to access the patient's EHR or to fax the order. 

Procedure 
A. The prescriber identifies self, specifies the correct patient using 2 patient identifiers (per policy Patient 

Identification and Verification), and communicates the order. 
B. The receiver of a verbal/telephone order will immediately enter the order in the patient's EHR. 

1. If the patient's EHR is not available (e.g. during EHR downtime), the order is to be written on a blank 
provider order form that is identified with the patient's name and an additional patient identifier. 

C. The prescriber must wait until the order is entered into the patient's EHR. 
D. The patient's name, additional identifier, and the order are read back by the receiver from the EHR or paper 

order form during downtime. 
E. Following the read back, the prescriber will give verbal confirmation that the complete order is correct as 

read back. 
F. In emergency situations where the order cannot be immediately entered or written, the receiver will repeat 

the order back to the prescriber. The prescriber will acknowledge that the order is correct. The order will 
then be entered into the patient's chart as soon as possible. 

G. The required elements of a complete written verbal/telephone order are: 
1. Patient name and an additional identifier per policy Patient Identification and Verification   
2. Date and time order is received 
3. Origin of order 

A. Differentiate between telephone and verbal order; "TO" and "VO" are acceptable 
abbreviations for this purpose. 

4. Prescriber's name and professional category (e.g. MD) 
5. Receiver's signature and professional category (e.g., RN) 
6. Medication orders require drug name (brand or generic), dose, route and frequency. 
7. PRN (or "as needed") medication orders must include an indication for use. 

H. All verbal and telephone orders will be authenticated/signed electronically within 48 hours. 
I. The receiver may refuse to accept or implement a verbal/telephone order, if the order is deemed 

incomplete or unsafe. In such cases, processes outlined in policy Administrative Chain of Command-Acute 
Patient Care Issues must be followed. 
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Spontaneous Breathing Trial Protocol for Adults on Mechanical Ventilation  

For additional information refer to full Policy: Spontaneous Breathing Trial Protocol for Adults on Mechanical 

Ventilation in PolicyStat 
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Remote Telemetry Monitoring for Adult Patients at PSVMC 

For additional information refer to full Policy: Remote Telemetry Monitoring for Adult Patients at PSVMC in 

PolicyStat 

A. RN Responsibilities 
1. Verify Provider order for telemetry monitoring 
2. Obtain and assemble monitoring equipment 
3. Notify MT of patient admission to telemetry and provide information: 

a. Sends Admission paperwork to MT (e.g., telemetry box number, patient name, room 
number, medical record number (MRN), code status, cardiac history, and admission 
diagnosis) 

b. Places patient on Telemetry Box and calls MT to confirm that patient is seen on nursing 
central monitor with correct patient name and room number 

c. Confirms with MT they have the Primary RN’s phone extension and name 
4. The Primary RN is accountable to inform/call the MT at the time of: 

a. Patient admission, transfer, or discharge 
b. Telemetry is interrupted (e.g., bathing, off-unit for procedure) 

i.  
a. NOTE: Telemetry may be interrupted for baths or when leaving the floor 

for procedures, and when patient resumes telemetry. MTs will call the RN 
caring for the patient if the telemetry has not been restored at the 
following intervals: Bath/Hygiene – 30 minutes, Diagnostics (e.g., 
Radiology) – 60 minutes, and every 30 minutes thereafter 

c. Telemetry is restored 
d. Patient room location is changed 

i.  
a. NOTE: The MT must be notified for room changes to reassign room 

number in central monitor 
e. Administration of IV push cardiac medication or initiation of cardiac continuous infusion 

(e.g., Amiodarone, Dobutamine, Milrinone) 
f. Changes in notification parameters outside the pre-set adult monitoring parameters per 

Provider order 
5. Explain procedure to patient. Prepare skin and attach telemetry monitoring equipment to 

patient with proper placement of electrodes and new battery. 
a. NOTE: Ensure that electrodes are placed in the correct area on the patient’s torso. RNs 

responsible for verifying patient on monitor at Nursing Station. Notify MT with problems 
6. Assigned RNs will place rhythm strips from MT in the respective patient folder every shift. MT 

will be provided and RN assignment sheet with respective RN telephone numbers on a shift-to-
shift basis. RNs caring for patients will verify accuracy of the interpretation and measurements 

7. When telemetry is discontinued, the monitor tech will be notified. 
a. NOTE: Telemetry boxes must be returned to the MT room or removed from the patient 

room at the time of patient discharge. DO NOT PLACE A USED TELEMETRY BOX ON A 
NEW PATIENT. 
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Adult Code Blue Procedure  

For additional information refer to full Policy: Code Blue Emergency Adult & Pediatric in PolicyStat 

A. Any patient, unless specifically ordered to be a "DNR" or Physician Orders for Life Sustaining Treatment 

(POLST) stating "DNR" (GOP 298.00) is to be resuscitated per the following procedures at each site. Any 

variation in the following procedures should be written in a specific manner in the physician's orders 

(e.g. DO NOT INTUBATE). 

B. Family presence during resuscitation is encouraged to support their psychosocial, emotional, and 

spiritual concerns. 

DEFINITION 

A. CODE BLUE is the immediate application of life support measures to the victim of cardiac and/or 

respiratory arrest. 

B. FAMILY PRESENCE DURING RESUSCITATION: The attendance of one or more family member/significant 

other during the code blue. The family member(s) may have visual and/or physical contact with the 

patient assuming their presence is safe for both the patient and the family member. A family facilitator 

is to be assigned for the event. 

C. FAMILY FACILITATOR: A healthcare team member (e.g. chaplain, nursing supervisor, case manager, 

etc.) whose sole responsibility is to assist the family member by providing emotional and spiritual 

support during and after the event. 

SPECIAL CONSIDERATIONS 

A. SUITABILITY OF FAMILY PRESENCE DURING A CODE BLUE: Occasionally, it is not appropriate for a 

family member to be present during the code. The Family Facilitator, in consultation with the code 

team, will assess the appropriateness of the presence of the family member(s). Indications for the 

family to not be present include inappropriate levels of coping, combative behavior, emotional 

instability, and behaviors consistent with altered mental status or intoxication. 

B. FAMILY CHOICE FOR NOT ATTENDING: A family member may choose not to be present for the code. A 

family facilitator should still be assigned. 
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Rapid Response Team  

For additional information refer to full Policy: PHS-OR ADULT Rapid Response Team Practice Guideline in 

PolicyStat 
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Activation of Rapid Response Team for Suspected Stroke  

For additional information refer to full Policy: Nursing Activation of Rapid Response Team for Suspected Code 

Stroke - Inpatient in PolicyStat 
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CICU Post-Operative Cardiothoracic Surgery Early Extubation Protocol  

For additional information refer to full Policy: CICU Post-Operative Cardiothoracic Surgery Early Extubation 

Protocol in PolicyStat 
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Open Chest Code  

For additional information refer to full Policy: CC: Open Chest Code in PolicyStat 
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Heart Transplant Multi-Disciplinary Team Composition and Responsibilities  

For additional information refer to full Policy: Heart Transplant Multi-Disciplinary Team Composition and 

Responsibilities, Post Heart Transplant Discharge Process, Post Heart Transplant Vaccine Recommendations, 

and other i in PolicyStat 

Nursing: Inpatient Nursing staff are responsible for managing the daily care of the heart transplant 
patient in all phases 

1. Expectations: 

a. Patient education. 

b. Communication with the multidisciplinary team. 

c. Collaboration with heart transplant team on discharge planning. 

d. Participation during inpatient rounding. 

e. CVOR staff will receive specific training regarding ABO verification. 

f. Critical Care staff will receive specific training regarding the immediate 
post-operative phase following transplant. 

g. Attend program-specific QAPI meetings, ad hoc. 
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Policy: Transportation of Patients  

For additional information refer to full Policy: Transportation of Patients in PolicyStat 
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Care of Post-Thrombolytic and/or Thrombectomy Therapy Patients – Ischemic Stroke  

For additional information refer to full Policy: Care of the Post-Thrombolytic and/or Thrombectomy Therapy 

Patients – Ischemic Stroke in PolicyStat 

ASSESSMENTS: 

1. Assess and document per stroke orders: 

1. Vital signs and neuro checks/SNAP checks (Stroke Neuro Assessment by Providence) = Level of 

Consciousness (LOC), pupils reactivity, movement of each extremity, and trend of originating neuro 

symptoms of first NIHSS. (Addendum A: SNAP flyer) 

2. Complete NIHSS 

3. Any side effects noted 

2. Assess for neurological deterioration which may be a sign of Intracranial Hemorrhage (ICH). 

1. Onset of new headache, decreased LOC, uncontrolled high blood pressure, nausea or vomiting, 

worsened neurological exam:  

a. Activate Emergency Response and/or Rapid Response Team (RRT) 

b. Notify provider STAT 

3. Assess for other signs of bleeding: hypotension, tachycardia, excessive oozing, ecchymosis, petechiae, 

abdominal and/or flank pain, hematuria, hemoptysis, or hematemesis and notify provider. 

4. Assess for signs of angioedema or oral/tongue hematoma or swelling post thrombolytic administration.  

1. Treat, as ordered, with diphenhydrAMINE, famotidine, methylPREDNISolone AND if angioedema persists 

OR there is any life-threatening airway issue give subcutaneous or IM EPINEPHrine x 1 STAT (per order) 

a. Activate Emergency Response and/or RRT 

b. Notify provider STAT 

c. Prepare for emergent intubation when EPINEPHrine is needed (per order) 

5. For thrombectomy patients, assess vascular access site and peripheral pulses per ministry standard or as 

ordered. 

INTERVENTIONS: 

1. Follow defined blood pressure parameters (BP) to reduce risk of hemorrhage (refer to stroke orders) 

1. Post thrombolytic: BP goal to be strictly controlled less than 180/105mmHg, or as ordered. 

2. Post thrombectomy with or without thrombolytic: BP to be strictly controlled less than 160/100mmHg, 

or as ordered 

2. Ensure stroke measures are met: 

1. Perform bedside swallow screen prior to any oral intake  

2. VTE prophylaxis applied and documented 

3. Antithrombotic medication started by end of hospital day 2 and prescribed at discharge, unless 

contraindicated 

4. Patients with atrial fibrillation or flutter are given anticoagulation at hospital discharge, unless 

contraindicated 

5. Statin medication prescribed at discharge, unless contraindicated 

6. Stroke education provided and documented and includes: activation of EMS, need for follow-up after 

discharge, lifestyle changes to manage disease, individual risk factors for stroke, BEFAST warning signs 

and symptoms of stroke, planning for post hospital care needs 

7. Assessed for rehabilitation services  

 

https://phs-orpsvmc.policystat.com/policy/11729546/latest#autoid-yba3n
https://phs-orpsvmc.policystat.com/policy/7518748/latest/
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Post Operative Management of Carotid Endarterectomy or Carotid Artery Stent 

For additional information refer to full Policy: Practice Guidelines for Post Operative Management of Carotid 

Endarterectomy or Carotid Artery Stend in PolicyStat 

 



Page 30 of 38 
 

Ceribell EEG (Adult) 

For additional information refer to full Policy: Rapid Detection of Non-Convulsive Seizures Using Ceribell EEG 

(Adult) in PolicyStat 

To be trained in the application of the Ceribell device, an RN must: 

A. Complete the HealthStream initially 
B. Return demonstrates application of device initially 

SPECIAL CONDITIONS 
A. The Ceribell EEG monitor is not CT or MRI compatible. Remove the Ceribell recorder and accessories in the 

patient room prior to CT or MRI. Replace upon returning to patient's room. 
B. The Ceribell EEG monitor is not compatible with defibrillation. Remove the Ceribell recorder and accessories 

prior to defibrillation. 
C. During Brain stethoscope use, an activity moving patient can cause EEG artifact and false alerts. 

D. Ceribell can be used on a patient with a craniectomy without a bone flap in emergent situations with the 
neurosurgeon's approval. This would require close monitoring and careful placement by a provider. 

DIRECTIONS 

A. The Ceribell EEG system is used only with an order from a neurologist in a clinical setting where there is concern 
that the patient is having signs and symptoms consistent with seizure activity or there is a concern for 
nonconvulsive seizures when standard CEEG is not immediately available or after hours. 

B. Ceribell can be ordered between 2200 and 0600, otherwise, a standard CEEG study should be obtained 
whenever possible. 

C. Ceribell inclusive populations: 

1. Recent clinical seizure or convulsive status epilepticus without return to baseline 
2. Patient with persistent altered mental status due to CNS problems, such as 

a. Infection 
b. Trauma 
c. Stroke 
d. Tumor 
e. Anoxic injury 

3. Persistent altered mental status without an explanation 
4. Episodic or repetitive movements that are concerning for seizures 
5. Post cardiac arrest with persistent altered mental status after resuscitation 
6. Rule out non-epileptic seizures 

D. Ceribell exclusions: 

1. Elective outpatient EEG testing 
2. Diagnosing and/or managing epilepsy 
3. Open wounds with exposed brain or infected flap 
4. Neonates 

E. The recommended duration of Ceribell EEG is 2 to 12 hours. Can be used up to 24 hours. Average usage is 3-4 
hours. The ordering provider will determine the duration based on clinical need. 

 

 



Page 31 of 38 
 

Administration of Peripheral IV Vasopressor in Adult Patients   

For additional information refer to full Policy: Administration of Peripheral IV Vasopressors in Adult Patients in 

PolicyStat 
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Impella Devices 

For additional information refer to full Policy: Percutaneous Ventricular Assist Device – Abiomed Impella 

Devices in PolicyStat 

General patient considerationsCopy Link 

• Chest x-ray completed upon arrival to the CICU to verify position. 

o Ensure outlet is at or above the bifurcation of the right and left PA branch. 

o Ensure inlet is positioned in the IVC at the level of the diaphragm or apex of heart and away 

from RA and TV. 

• Do not use thermodilution cardiac output or continuous cardiac output monitoring as they are not 

accurate when the Impella RP is in use. FICK cardiac output calculation must be performed for accurate 

assessment. 

• Monitor placement signal and motor current to detect inlet/outlet obstruction and suction events. Pay 

attention to alarms. 

• Manage patent fluid status/preload to obtain acceptable target flows; maintain a positive CVP. 

• Reduce air entrainment risks via venous access sites by maintaining occlusive dressings on all 

applicable sites and caps on all IV lines. 

• Chart routine Impella device operational parameters every hour as per protocol. 

• Head of bed should remain <30 degrees; reverse Trendelenburg is acceptable.  

• Device should be maintained at P6 or higher unless actively weaning. 

RN Daily Management 

1. Assess Impella access site, distal pulses, involved extremity color, and motor/sensation (CMS) every 1 

hour. 

2. Observe insertion site for bleeding and hematoma. 

3. Assess Impella position using the motor current as displayed by the AIC. 

4. Observe and document the external measurement marking at the insertion site. 

5. Dressing change per "Clinical Reference Summary: Prevention of Central Line Associated Blood Stream 

Infection – Adult & Pediatric Bundle." 

1. For all axillary access, use 2 Foley Anchors/Driveline Securement Kits to secure at two anchor 

points onto torso. 

6. For 5.0 or LD, placement signal range: 20-60/+-6 

• Differential Placement Sensor: Diastole/Systole 

o More pressure across aortic valve in diastole than systole. 

• If outside of this range: 

o If patient stable, re-zero PS by selecting: 

▪ Menu: Start Manual Re-zero 

o If PS still not within range use Mean Motor Current Flow Estimation Chart to document Impella 

Flow. DO not use the Impella flows displayed in lower left corner. 

o If alarms indicate "placement signal failure", device will calculate Impella flows based on MAP 

and display in lower left corner. 
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Continuous Renal Replacement Therapy (CRRT) Management  

For additional information refer to full Policy: Continuous Renal Replacement Therapy (CRRT) Practice 

Guideline in PolicyStat 

Dialysis nurse or credentialed critical care nurse responsibilities: 
1. Follow steps listed in Lippincott: Continuous renal replacement therapy (CRRT) 
2. Prime and set up circuit per manufacturer instructions, including appropriate anticoagulation 

a. NOTE: Anticoagulation requirements may not be included in Lippincott Procedure Manual. 
3. Monitor filter pressure drop. If the pressure is more than 90 mmHg above the initial recorded filter 

pressure drop, filter clotting is imminent. Return blood to patient using return blood procedure as 
described by manufacturer instructions. 

4. Monitor Trans-Membrane Pressures (TMP): Once the TMP reaches 450mm Hg the CRRT blood pump will 
stop. Changes in blood flow rates, patient fluid removal rates and CRRT replacement fluid rates will affect 
TMP. If prescribed rate changes cause an increase in TMP that may stop blood pump: return to previous 
settings and notify Nephrologist. As the filter membrane becomes occluded TMP pressures will also 
increase. Before TMP reaches 400mmHg, return blood to patient using 'return blood procedure' as 
described above. 

5. Monitor de-aeration chamber every hour. Adjust blood air interface level as needed using screen soft key 
"tools" and press up or down key for desired effect. 

Anticoagulation with Citrate: 

1. Initiate Citrate infusion and Calcium replacement infusion per MD order. 

2. If CRRT blood pump stops, immediately stop calcium infusion pumps. 
3. Systemic ionized calcium will be drawn as ordered and used to titrate the calcium infusions using the 

calcium replacement sliding scales in physician order. 

4. Follow order sets to determine timing of repeat lab draws. 

Anticoagulation with Heparin: 

1. Heparin infusion per MD order. 

Anticoagulation with Argatroban: 

1. Argatroban infusion per MD order. 

2. See Addendums A and B for ECMO configurations. 

 

  

https://go.openathens.net/redirector/providence.org?url=https://procedures.lww.com/lnp/view.do?pId=356860&hits=crrt&a=false&ad=false&q=crrt
https://go.openathens.net/redirector/providence.org?url=https://procedures.lww.com/lnp/view.do?pId=356860&hits=crrt&a=false&ad=false&q=crrt
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Continuous Infusion of Neuromuscular Blocking Agents (NMBA) in Critical Care Patients  

For additional information refer to full Policy: Continuous Infusion of Neuromuscular Bocking Agents (NMBA) in 

Critical Care: Adults in PolicyStat 
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Procedural Sedation  

Moderate & Deep Procedural Sedation by Non-Anesthesia LIP - Adult 

For additional information refer to full Policy: Moderate & Deep Procedural Sedation by Non-Anesthesia LIP - 

Adult 

POLICY STATEMENT: 
A. This policy outlines procedures and guidance for adults requiring moderate or deep procedural sedation. 
B. Moderate Procedural Sedation: Only a licensed independent practitioner (LIP) privileged in moderate sedation 

OR a moderate sedation trained RN may administer moderate procedural sedation. 
C. Deep Procedural Sedation: Only a LIP privileged in deep sedation OR a deep sedation trained RN may administer 

deep procedural sedation. 
D. A sedation privileged LIP OR a sedation trained RN must be present at the patient’s bedside throughout the 

administration of sedation.  
E. The RN administering moderate or deep procedural sedation must be trained. 
F. The RN monitoring a patient receiving moderate or deep procedural sedation: 

a. The patient must be monitored continuously without interruption for the duration of the procedural 
sedation. 

b. Should have no competing responsibilities that would compromise continuous monitoring and 
assessment of the patient during a sedation episode. 

c. The RN may not leave the patient unattended or perform other tasks that would compromise patient 
monitoring. 

d. If the sedation trained RN needs assistance with the procedure, a second team member is to be 
assigned to the patient (NOTE: The second member does NOT need to be trained in procedural sedation 
but must be able to effectively recognize patient decompensation resulting from procedural sedation 
and provide rescue interventions within scope of practice). 

G. If post-procedure care and safe transportation home cannot be arranged, the procedure may be canceled 
except for urgent/emergent procedures according to the established definitions for such procedures. 

Pre-Procedure  

A. The sedation privileged Provider is responsible for: 
a. Obtaining informed consent and PARQ (Procedure, Alternatives, Risk, and Questions) for the patient 

receiving moderate or deep sedation 
b. Documenting the history and physical, noting vital signs, airway assessment, patient anesthesia 

experience, medications, allergies, and any pertinent diagnostic data. 
c. Documenting the pre-sedation assessment 
d. Documenting and assessing the patient’s risk for obstructive sleep apnea using STOP-BANG (Snoring, 

Tiredness, Observed Apnea, Pressure, Body Mass Index, Age, Neck Circumference, and Gender) 
assessment 

e. Documenting the Mallampati assessment 
f. Documenting the ASA assessment 

B. The sedation trained RN is responsible for: 
a. Verifying and documenting NPO status based on the ASA Fasting Guidelines 
b. Documentation of time-out procedure 
c. Vital signs (e.g., blood pressure (BP), respiratory rate (RR), heart rate (HR), rhythm), pain, sedation level 

using the Ramsay or Richmond Agitation Sedation Scale (RASS) scale, end-tidal CO2 (ETCO2) and pulse 
oximetry (O2 sat) are evaluated, documented, and communicated to the LIP immediately prior to 
initiation of sedation. 

d. Patent IV access 
e. Emergency Life Support Cart (Code Cart) with defibrillator and intubation supplies will be immediately 

available. 
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f. Equipment required: Airway management tools (e.g. Supplemental oxygen source, nasal cannulas, 
simple masks, bag/valve mask, suction with suction cannulas) and cardiac monitoring equipment. 

g. Reversal agents are to be at the patient's bedside prior to beginning the procedure. (NOTE: Not all 
sedation medications have reversal agents). 

h. Planned outpatient procedure only: Verification of a designated lay caregiver to escort the patient home 
i. Patient education 
j. Plan of care 
k. An adult with an ASA score of 3 or greater, a BMI > 40, and/or a Mallampati score of 3 or 4 have higher 

risk for respiratory compromise and may require closer monitoring and/or additional support.  The 
provider and registered nurse must consider whether sedation and monitoring would be more 
appropriately managed by an anesthesiologist/CRNA based upon patient's individual care needs. 

Intra-Procedure Monitoring and Documentation  

 

Post-Procedure Monitoring and Documentation 
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Discharge after Sedation: 

A. Patient may be discharged from the procedural area (e.g., transfer to inpatient unit) when: 
a. Aldrete score of at least 8 or greater (or pre-procedure score if baseline is < 8). 
b. Patient is alert and oriented (or mental status returned to baseline level or orientation). 
c. Protective reflexes have returned to pre-procedure function 
d. Vital signs and respiratory functions are stable (pre-procedure range) with adequate end-tidal CO2 and 

O2 saturation. 
B. Patient may be discharged from the facility (e.g., home) when: 

a. Drinking liquids and/or eating a light snack without nausea or vomiting 
b. Ambulating without dizziness 
c. Voiding without problems 
d. Post-procedure pain plan in place 
e. If reversal agent is used, a sufficient duration of monitoring completed to ensure re-sedation does not 

recur (e.g., approximately 2-hours or more, based upon patient condition). 
f. Patient is discharged to the care of designated lay caregiver who will accompany/drive them home and 

be able to report any post-procedure complications 

 

Moderate & Deep Sedation by Trained RN 
Pertinent Policies: For additional information, review the following policies once you are ON-SITE (these 

require a PSJH login to access): 

Moderate & Deep Procedural Sedation by Non-Anesthesia LIP  - Adult 

Emergency Department Protocol for Moderate (Conscious) Procedural Sedation- Ketamine (Hood River) (only 

for use at Hood River site) 

Moderate Sedation for Pediatric Population  

https://phs-orppmc.policystat.com/policy/8726933/latest
https://phs-orphrmh.policystat.com/policy/5086626/latest
https://phs-orppmc.policystat.com/policy/10811234/latest
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Deep Procedural Sedation for Pediatric Patients  

• All RNs administering procedural sedation will be trained to do so. 

• All RNs will comply with the Oregon State Board of Nursing Interpretive Statement on procedural sedation (can be 
accessed without a PSJH login). 

• Complete online Modules (can be access without a PSJH login): 

 Module: Procedural Sedation (Moderate and Deep) - Adult 

 Module: Procedural Sedation (Moderate and Deep) - Pediatric 

• Any RN providing continuous patient monitoring during a procedural sedation episode will complete and maintain 
BLS and ACLS certification. In areas where pediatric patients receive sedation, PALS certification is required. In 
areas where pediatric patients are exclusively treated, ACLS is not required. 

 

 

 

https://phs-orppmc.policystat.com/policy/10811241/latest
https://www.oregon.gov/osbn/documents/IS_Sedation.pdf
https://rise.articulate.com/share/bmFy1_4twy0jkB4tV25dI8z6YqrOzqgt
https://rise.articulate.com/share/hplSPgII4u4qV0t9_138W09OnAPthi-Z
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