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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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Fire Safety in Surgical Services  

For additional information refer to full Policy: Fire Safety in Surgical Services in PolicyStat 
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Malignant Hyperthermia  
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For additional information refer to full Policy: Malignant Hyperthermia 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% 
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Specimen Handling in Surgical Services 

For additional information refer to full Policy: Specimen Handling in Surgical Services in PolicyStat 

Specimen Handling is a complex process with many steps involved to ensure the test is 

completed correctly for the correct patient.  

Policy: Specimen Handling in Surgical Services comprehensively outlines all steps needed to ensure 

safety. Refer to full policy when on site if handling specimens. 

 

OR/Procedural RN Specimen Handling Responsibilities: 

1. Correctly and appropriately handle, label, document and provide safe delivery of specimens. 

i. Specimens requiring special handling will be directly taken to pathology, where pathology 
personnel are notified and verbally told what exam is required and whether a call back is 
needed. 

2. Specimens are: 

i. Obtained from the sterile field as soon as possible/within a timely fashion with surgeon's 
permission. 

ii. Placed in closed containers, with secure lids, and kept moist. 
iii. Verified with the surgeon in order to correctly document: 

a. Specimens in EPIC 
b. The information and details on the consultation form (if/when needed) 
c. See detailed process further below in policy 

iv. Correctly logged in the specimen log book when transporting/dropping off specimens for 
pathology. 

a. See detailed process in Procedure B, section 4 in policy,  

 

1. Each specimen must be accurately and legibly labeled with the following: 

a. Patient identification – patient sticker (to include at a minimum two patient identifiers - patient 

name, DOB) 

b. Letter of Specimen 

c. Name and/or Description of specimen, including site and laterality 

d. Date specimen collect 

e. Time specimen collected from the field 

f. OR RN initials 

g. Surgeon 
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Dress Code- Surgical and Procedural Attire  
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For additional information refer to full Policy: Dress Code (Surgical and Procedural Attire) 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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Labeling of Medications and Solutions  

For additional information refer to full Policy: Labeling of Medications and Solutions in PolicyStat 
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Positioning the Patient in the Perioperative Setting  

For additional information refer to full Policy: Postitioning the Patient in the Perioperative Setting in PolicyStat 

Patient positioning is a complex process with many steps involved to ensure patient safety  

Policy: Postitioning the Patient in the Perioperative comprehensively outlines all steps needed to 

ensure safety. Refer to full policy when on site if positioning patients. 

 

Documentation of patient care 

1. Patient care and the use of positioning equipment should be documented on the 
intraoperative record by the circulating nurse. 

2. Documentation should include but not be limited to: 

a. Preoperative assessment with descriptions of the patient's overall skin condition 
on arrival and discharge from the perioperative suite. 

b. Preoperative assessment of ROM of joints involved in positioning. 

c. Type and location of positioning equipment/padding used. 

d. Initials/names, titles of persons involved in positioning the patient. 

e. Patient position for procedure and any change in position if repositioning is 
necessary. 

f. Postoperative assessment for injury related to position. 
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Pregnancy Testing in the Female Perioperative Patient  

For additional information refer to full Policy: Pregnancy Testing in the Female Perioperative Patient in 

PolicyStat 
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POCT Whole Blood Oximetry Avoximeter Procedure 

For additional information refer to full Policy: POCT Whole Blood Oximetry Avoximeter Procedure in PolicyStat 
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Latex Sensitivity  

For additional information refer to full Policy: Latex Policy in PolicyStat 
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Transfusion Specimen Collection and Labeling Procedure  

For additional information refer to full Policy: Transfusion Specimen Collection and Labeling Procedure in 

PolicyStat 
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Policy: Transportation of Patients  

For additional information refer to full Policy: Transportation of Patients in PolicyStat 
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Use of Electrosurgery in Surgical Services  

For additional information refer to full Policy: Use of Electrosurgery in Surgical Services in PolicyStat 

 

 

1. The Registered Nurse circulator will: 

a. Use clinical judgement and best-practice guidelines to determine placement of the electrosurgical dispersive pad, 

maintain safety precautions during use, and evaluate for adverse events. 

b. Perform a preoperative evaluation to identify any implantable devices and implement appropriate precautions for 

electrosurgery, including turning off the device if it is safe to do so. 

2. Documentation 

a. The circulator will document the following elements related to ESU use in the intraoperative record: 

1. Electrode site of application 

2. Name of the individual who applied the pad. 

3. In the event of an injury a skin assessment after the pad has been removed. 
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Radiation Safety  

For additional information refer to full Policy: Radiation Safety in PolicyStat 
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Protocol for Provider with Fluoro Certification (Non-Radiologists)  

For additional information refer to full Policy: Protocol for Providers with Fluoro Certification (Non-

Radiologists) in PolicyStat 
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Resuscitation and Emergency Interventions During Hospitalization  

For additional information refer to full Policy: Resuscitation and Emergency Interventions During 

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

available. 
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  
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Post-Procedure Monitoring and Documentation 

 

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 

https://phs-orppmc.policystat.com/policy/8726933/latest
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Emergency Department Protocol for Moderate (Conscious) Procedural Sedation- Ketamine (Hood River) (only for use at 
Hood River site) 

Moderate Sedation for Pediatric Population  

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): 

o Module: Procedural Sedation (Moderate and Deep) - Adult 
o 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-orphrmh.policystat.com/policy/5086626/latest
https://phs-orppmc.policystat.com/policy/10811234/latest
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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