CONSENT FOR PROCEDURE USING ED PROCEDURAL SEDATION
You have an injury or condition that is most appropriately treated with a sedative/analgesic medicine to treat pain and anxiety. Sedation is used to facilitate the procedure, to avoid admission and General Anaesthesia, to provide pain relief, and to provide amnesia for the procedure.  By signing the consent form below, you agree to prospective data collection, audit of results, and to telephone follow up on one occasion after discharge from the emergency department.  If you do not agree to participate in the data collection audit, the same medications, or suitable alternatives, will be used to facilitate completion of the necessary procedure.

Recorded effects and side effects of medicines used for sedation and the percentage of patients in which they occur are:

KETAMINE:
· An initial fine nystagmus (flickering of the eyes) which settles after 15 minutes (an almost universal effect, essentially all patients will get this).

· Slowing or slurring of speech lasting 5-10 minutes (most patients).
· Moderate sleepiness or obtundation (universal).
· Unresponsiveness to the health-worker’s voice lasting 3-5 minutes (most patients).
· Pleasant Visual hallucinations lasting 2-5 minutes (about 25%), usually an “age appropriate” hallucination of the contents of a story book (colours or fairies) in children, or distortion of facial perception of the family member present (e.g. Family members appear to have 2 heads, or 4 eyes) in adults.  The patient may experience vivid dreams at home that night.

· Tear formation in the corners of the eyes lasting 2-3 minutes (this is a drug effect, not a pain effect, occurring in ALL patients)

· Mild increase in salivation (usually not noted by family members, occurs in about 5%)
· Jerky, self-limiting movements of the limbs lasting 30 seconds to 1 minute (about 5% if ketamine used alone, less with Propofol).

· Vomiting on waking up at the end of the procedure i.e. during the recovery phase (variably occurs depending on age of the patient, but 5-10% overall)
· Amnesia for the procedure (99%).
· Emergence Delirium (distress on awakening) (1-2%)  Reported with ketamine, but not with Propofol.

· Apnoea (slow breathing or momentarily stopping breathing). (<0.1%)  Not recorded with titrated low-dose I.V Ketamine, but with larger I.V or I.M boluses.  Can occur with Propofol alone.

· Laryngospasm (difficulty getting a breath in).  Very rarely reported, usually involving large bolus I.V or I.M doses, or involving ENT procedures in the oropharynx (mouth and upper throat).  These sorts of procedures are not done in this emergency department routinely.

· Aspiration (stomach contents entering lungs)  A potentially serious problem with any sedative agent, aspiration has not been reported with Propofol use in the Emergency Department and has been reported twice in over 10,000 cases of ED ketamine use

PROPOFOL
· Hypotension (low blood pressure) Common with Propofol alone, but very brief and well tolerated.  Not seen with ketamine.

· Pain at injection site.  Common, but usually well tolerated and lasts 15-20 seconds only.

· Occasional Cough.   Transient

· Flushing of skin/Rash.  Transient, lasts less than 30 seconds

NITROUS OXIDE GAS
· Very mild/minimal sedation or pain relief

· Vomiting
· Dizziness after the procedure.  Short lived, with recovery after 20 minutes or so.
MIDAZOLAM
· Variable response.  Some patients are very sedated, others less so
· Emergence Delirium (distress on awakening) (5%)  
· Prolonged sedation.  Again patients might have variable responses to the same medication dose.  Some patients sleep for 60 minutes or so after sedation

· Apnoea (slow breathing or momentarily stopping breathing). (Can occur in up to 5% of patients)  Less frequent if lower doses used

FENTANYL
· Fentanyl is a commonly used strong pain-killer injection, like morphine.

· Nausea after administration is common, usually anti-nausea medicines are used with fentanyl

· Apnoea (slow breathing or momentarily stopping breathing). (Can occur in up to 5% of patients)  Less frequent if lower doses used

EMERGENCY DEPARTMENT PROCEDURAL SEDATION CONSENT
I, __________________________________ consent to the necessary procedure under sedation being performed on

(Name of Patient)________________________________________, and agree to subsequent telephone follow-up.

SIGNED:
__________________________________ DATE ____________________________

Witness Signature
:


Witness Name:
____________________________                       ________________________________

STATEMENT OF PARTICIPATING DOCTOR:

I ACKNOWLEGE THAT I HAVE EXPLAINED THE PATIENT INFORMATION AND CONSENT PROCESS TO THE PATIENT (and /or their carer) AND I BELIEVE THE PATIENT (and / or carer) UNDERSTOOD THE POTENTIAL RISKS AND BENEFITS OF PARTICIPATING IN THIS SEDATION.

Signed: ___________________________________________________________________
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DOES THE PATIENT HAVE AN UPPER LIMB (FOREARM) FRACTURE?     Y           N

[image: image3.jpg]



[image: image4.png]Class 1 Class 2 Class 3 Class 4

Grade1  Grade 2 Grade 3 Grade 4
oS e — N—
W = = —



[image: image5.png]Measure abscess cavity as shown




[image: image6.jpg]Measure lengthand
width of erythema




[image: image7.jpg]





      Salter-Harris Classification  
PROCEDURAL SEDATION USE IN ______________HOSPITAL ED SURVEY

DATE ____/___/____











   ASA CLASS______________ (below)


 



Airway Assessment (Circle answer) and Mallampati Class                     
	Mouth


	RESTRICTED MOUTH OPENING     Y                N

	Neck
	RESTRICTED EXTENSION               Y                N

	Teeth
	Edentulous        Erratic            Normal

Dentures    (Circle appropriate)

	
	


DOCTORS, PLEASE FILL OUT ALL DATA FIELDS AS REQUESTED. INCLUDING FASTING TIMES, PAST MEDICAL HISTORY AND ADVERSE EVENTS OCCURRING DURING THE EPISODE OF SEDATION


FASTING STATUS FROM: (in hours).   Mark with a tick or cross in appropriate box below.
	
	<1
	1-2
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12+

	A FULL MEAL
	
	
	
	
	
	
	
	
	
	
	
	
	

	A SNACK
	
	
	
	
	
	
	
	
	
	
	
	
	

	ANY  FLUID
	
	
	
	
	
	
	
	
	
	
	
	
	

	Oral Medication
	
	
	
	
	
	
	
	
	
	
	
	
	

	ALCOHOL
	
	
	
	
	
	
	
	
	
	
	
	
	



DOCTORS TO COMPLETE ALL DATA FIELDS ON THIS PAGE
INDICATION FOR PROCEDURAL SEDATION:
                              
                 

                                                                                                   

                              

                                                                               




PRE-PROCEDURAL ANALGESIA






               ANTI-EMETIC USE PRE-PROCEDURE

DOCTORS TO COMPLETE ALL DATA FIELDS ON THIS PAGE
DOCTOR PERFORMING PROCEDURE: _____________________________
DOCTOR PERFORMING SEDATION: _________________________________     
PATIENT WEIGHT (KG) _______________SEDATION START TIME: ____________  NURSE ASSISTING: _______________________________________________

EMERGENCE HALLUCINATION / DREAM SUGGESTED TO PATIENT           Y       /       N       WHAT EMERGENCE HALLUCINATION / DREAM SUGGESTED?
FAVOURITE MOVIE    
FAVOURITE BOOK / STORY
       FAVOURITE PLACE     OTHER HALLUCINATION SUGGESTED_______________________
IS THE PATIENT ANXIOUS OR CRYING BEFORE THE START OF THE PROCEDURE?      
ANXIOUS       
 
CRYING       
 NEITHER

PAIN SCORE IMMEDIATELY PRIOR TO START OF PROCEDURE   ______/10        IS SEDATION GIVEN IMI?       Y         /        N      
DRUG DOSES AND PROCEDURAL OBERSERVATIONS (EVERY 3 MINUTES) + SEDATION SCORE (EVERY 3 MINUTES)
	Start Time:
	0 min
	1 min.
	2
	3
	6
	9
	12
	15
	18
	21
	24
	27
	30
	35

	Ketamine (mg)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Propofol   (mg)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nitrous Oxide 50/50

I.e. Entonox
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nitrous Oxide 70/30
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Medication (name)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Medication (name)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Medication (name)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pulse
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Systolic BP
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Diastolic BP
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	SaO2
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	ETCO2
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	RESP. RATE
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	O2 RATE (l/min)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	WISCONSIN

SEDATION SCORE
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TIME FROM START PROCEDURE UNTIL PATIENT TALKING (MIN)
	
	
	
	
	
	
	
	
	
	
	
	
	
	




DOCTORS TO COMPLETE ALL DATA FIELDS ON THIS PAGE
ADVERSE EVENTS:



















	


SEDATION LEVEL AND PROCEDURAL RECOLLECTION


Parent’s assessment of the procedure IF THE PATIENT IS A CHILD


PARENTS AND FAMILY MEMBERS PRESENCE

ABSCESS INCISION AND DRAINAGE



IF SEDATION WAS GIVEN TO TREAT HEADACHE OR MIGRAINE  

HALLUCINATIONS

PLEASE ENSURE THAT THE PATIENT CONTACT PHONE NUMBER IS CORRECT.
TELEPHONE FOLLOW-UP (FOR DISCHARGE ADVERSE EVENTS)

PATIENTS REPORTING ANY OF THE FOLLOWING AFTER DISCHARGE (I.E. AT HOME)?


PLEASE GIVE ONE OF THESE FORMS TO THE PATIENT OR PATIENT’S CARER/PARENT.

EMERGENCY DEPARTMENT PROCEDURAL SEDATION

POST-DISCHARGE FOLLOW-UP.

I HAVE AGREED TO BE CONTACTED VIA PHONE OR MAIL FOR THE PURPOSES OF DATA COLLECTION FOR THE BUNDABERG HOSPITAL EMERGENCY DEPARTMENT.   I UNDERSTAND THAT ALL INFORMATION GATHERED WILL REMAIN CONFIDENTIAL, AND THAT AT NO STAGE WILL INFORMATION OF A PERSONAL OR CONFIDENTIAL NATURE BE DIVULGED TO RESEARCHERS OUTSIDE OF QUEENSLAND HEALTH.

IF I NEED TO CONTACT ANY OF THE DOCTORS INVOLVED (DR ADAM MICHAEL), I MAY DO SO VIA THE BUNDABERG HOSPITAL SWITCHBOARD (07- 4150-2222), OR CONTACT:
DR ADAM MICHAEL 

C/O EMERGENCY DEPARTMENT

BUNDABERG HOSPITAL

BOURBONG ST

BUNDABERG

4670, QLD


DESCRIBE FRACTURE:______________________________________________________________________


                                                                           


ANGULATED _________ DEGREES            IMPACTED OR SHORTENED?      Y     /     N        BY__________mm (guestimate or measure)





























COMMINUTED    	Y    /     N           FRACTURE EXTENDS INTO JOINT    Y    /    N    





ISOLATED RADIUS #      	 Y        /        N          PROXIMAL      	MIDDLE 1/3           DISTAL 1/3





ISOLATED ULNA #         	 Y        /        N          PROXIMAL      	MIDDLE 1/3           DISTAL 1/3





RADIUS AND ULNA#      	 Y        /        N          PROXIMAL     	MIDDLE 1/3           DISTAL 1/3





EPIPHYSEAL FRACTURE?        	 Y    /     N               	 


                                                                                       





FRACTURE ENDS “OFF-ENDED” 


         Y           /             N   


(i.e. the broken surface of the fractured distal segment does not contact the broken surface of the proximal segment), as shown in picture on right.(ie 100% translated)(circle appropriate bone)


RADIUS           ULNA           BOTH








BAYONETTED?     Y     /     N   


Bayonetting is when the two bone fragments are aligned side-by-side rather than in end-to-end contact, as in this diagram on right.                                                                                                                                                                    


Fractures can be off-ended alone, or both off-ended and bayonetted.  If bayonetted, a fracture must be both “off-ended” and 100% translated.


RADIUS         ULNA          BOTH
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�





�





TRANSLATION


Translation is a sideways motion of the fracture segments relative to each other.  Usually described as a percentage of the fracture movement when compared to the diameter of the bone.





IF THIS IS  AN EPIPHYSEAL FRACTURE, WHAT IS THE SALTER-HARRIS CLASS? ( Kids and  teenagers  fractures, see diagram below, circle appropriate classification)








ESTIMATED DEGREE OF TRANSLATION RADIUS ( 0-100%)?_______%


                                                                                                        ESTIMATED DEGREE OF TRANSLATION ULNA     ( 0-100%)?_______%








WEIGHT________KG                                                                                                                    











(AFFIX PATIENT LABEL HERE)





CLASS 1�
HEALTHY PATIENT, NO MEDICAL PROBLEMS�
�
CLASS 2�
MILD SYSTEMIC DISEASE�
�
CLASS 3�
SEVERE SYSTEMIC DISEASE BUT NOT INCAPACITATING�
�
CLASS 4�
SEVERE SYSTEMIC DISEASE THAT IS CONSTANT THREAT TO LIFE�
�
CLASS 5�
MORIBUND, NOT EXPECTED LIVE 24HRS 


IRRESPECTIVE OF OPERATION


�
�






PATIENT’S MOBILE PHONE NUMBER:





______________________________








AN SMO EMERGENCY PHYSICIAN MUST BE PRESENT FOR THE PROCEDURE








MALLAMPATI (CIRCLE)











� HYPERLINK "http://www.google.com.au/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCIv309iEwcgCFeUspgodovsOyQ&url=http://openi.nlm.nih.gov/detailedresult.php?img%3D3004499_kjped-53-863-g001%26req%3D4&psig=AFQjCNE37tZEQjTUKcxAYPtuGlG4zUW81Q&ust=1444871956949573" ���








PAST MEDICAL HISTORY   (Circle appropriate answer)                    INTELLECTUAL IMPAIRMENT	Y	N                    





SLEEP APNOEA?        	Y          N                                            HISTORY OF ADHD/ADD       	Y           N





SNORING?                  	Y          N                                           HISTORY OF AUTISM              	Y           N





Hx OF PSYCHOSIS	Y          N                                           SCHIZOPHRENIA?                  	Y           N





                               HX OF EPILEPSY	                Y           N                                                Hx OF  SEIZURES                  Y           N





      HX OF DEPRESSION	      Y	    N			      HX OF IVDU / DRUG ABUSE	Y	N








                   FRACTURE REDUCTION:


                                                     


HUMERUS                           Supracondylar  Y   /   N





ISOLATED RADIUS





RADIUS AND ULNA? 





LOWER LIMB





Tibia              Tibia-Fibula               Femur





PAST MEDICAL HISTORY (circle)





AMI          CURRENTLY PREGNANT        	      AF		ANGINA                  DIABETES      





HYPERTENSION      THYROID DISEASE        COPD                  HEART FAILURE





 ASTHMA       	CHRONIC PAIN	     MYOPATHY/MUSCULAR DYSTROPHY        





CVA/TIA      	MIGRAINE OR HEADACHES   		IVDU (PAST OR CURRENT)      





NARCOTIC / BENZO ADDICTION (PAST OR CURRENT)           ALCOHOL ABUSE   





CURRENT MEDICATIONS (circle)





ASPIRIN         ANTIHYPERTENSIVES      ADHD MEDS	DIABETES MEDS      





COPD/ASTHMA “PUFFERS”    	ANTIARRHYTHMICS	BENZODIAZEPINES    


	


ORAL NARCOTICS   	CHRONIC PAIN MEDS	BEHAVIOUR MEDS (Kids)      





ANTIDEPRESSANTS       	ANTIPSYCHOTICS		WARFARIN        	





DIGOXIN (dose______)   	OTHER ANTICOAGULANTS   ANTIBIOTICS____________





REDUCTION OF DISLOCATION:





SHOULDER  /   ELBOW   /    HIP    /  FINGER


                                                                                            


PATELLA   /   ANKLE   /   CARPAL or METACARP





(IS THIS A PROSTHETIC HIP?   Y / N)








DRESSING, SUTURING OR WOUND CARE:





SITE_______________________________


                                   











OTHER INDICATION:


To facilitate minor procedure (NGT or IDC) in young child


Lumbar Puncture            


To  facilitate IV placement (imi Ketamine) 


To facilitate painful exam(e.g. eye exam in young child)  


Other                                         





ABSCESS I & D:





SITE_______________________________





CARDIOVERSION: (circle answer)


Emergency   or    Elective scheduled Cardioversion      Rhythm?__________


If elective cardioversion – has ECHO been done?   Y    /    N


If elective, has Left Atrial Thrombus noted on ECHO?        Y        N


If elective, has 6 weeks anticoagulation been completed?       Y    /    N	


On an antiarrhythmic?  Which_________________________


Has chemical cardioversion been attempted in ED this visit?    Yes- failed   /   No


If Yes to above, what drug(s) was/were used?_______________________________


Previous cardioversion?     Y    /   N         If yes, how many?   ___________





_____________








REMOVAL OF FOREIGN BODY:                             





FROM EYE		FROM EAR                      FROM NOSE





PERCUTANEOUS 		GIT (SITE?)_______________________                                                              








SEDATION FOR T.O.E.
































HEADACHE (MIGRAINE) Rx





Known Allergies		Y    /   N





List: _______________________








ANY HISTORY OF ALLERGY TO EGGS?           Y            /          N








ANY HISTORY OF ALLERGY TO SOY?              Y           /           N








(THESE MAY BE CONTRAINDICATIONS TO PROPOFOL USE.


MAKE SMO/CONSULTANTAWARE)








Asthma			Y   /   N





HAS KETAMINE BEEN GIVEN P.O or intranasal TO SETTLE PATIENT?       Y       /       N           























DOSE GIVEN ___________MG





FORMULATION USED:       NASAL      	LIQUID              LOZENGE                  LOLLIPOP             (PLEASE CIRCLE)








ONDANSETRON   dose_______ 


WAFER (OR LIQUID P.O)   








ONDANSETRON IV ________dose     








MAXALON 10MG IV                   








STEMETIL 12.5MG IV/IM 








OTHER____________________________                                    





HAS ANY ANALGESIC BEEN GIVEN AT HOME, BY QAS, OR IN ED BEFORE THE PROCEDURE?     





Y        /        N





ANALGESIC _______________     DOSE ________   ANALGESIC _______________     DOSE ________





ANALGESIC _________________ DOSE_________  ANALGESIC _______________     DOSE ________








WISCONSIN SEDATION SCORE


(RATES DEPTH OF SEDATION DURING PROCUDURE)�
�
SEDATION SCORE�
DESCRIPTION�
�
6�
Anxious, agitated, or in pain�
�
5�
Spontaneously awake without stimulus�
�
4�
Drowsy, eyes open or closed but easily arouses to consciousness with verbal stimulus�
�
3�
Arouses to consciousness with moderate tactile or loud verbal stimulus�
�
2�
Arouses slowly to consciousness with sustained painful stimulus�
�
1�
Arouses, but not to consciousness, with painful stimulus�
�
0�
Unresponsive to painful stimulus�
�






ANY AIRWAY INTERVENTIONS REQUIRED?

















		   Y       /       N


(Circle any intervention performed)

















CHIN LIFT





JAW THRUST





SUCTIONING OROPHARANX





GUEDEL AIRWAY





ASSISTED VENTILATION





INTUBATION





VOMITING	Y	/	N		TIME PATIENT VOMITED: ______:________HRS





Evidence of aspiration?	Y	/	N	VOMITING DURING     PROCEDURE    	    OR	    RECOVERY

















APNOEA		Y	/	N	For how many seconds? ________________	SNORING?	Y	/	N





Was apnoea noted clinically (i.e. you noticed the patient wasn’t breathing) or detected by ET CO2 monitor?	(Circle)








Clinically		ETCO2			NA





HYPOTENSION?		Y	/	N











Action taken for hypotension: ________________________________________________________________





SEIZURE or jerky movements?	Y	/	N		





RASH?		Y	/	N








How long did it last? _________________________________





HYPERTENSION?		Y	/	N











Action taken for hypertension: ________________________________________________________________








LARYNGOSPASM?	Y	/	N














Action taken? ______________________________________








EMERGENT DELIRIUM/ANXIETY	Y	/	N	If yes, how long did it last? (mins) __________________________________














Describe emergent delirium: _____________________________________________________________________________________________





CRYING ON AWAKENING FROM SEDATION	Y      /      N





AGITATION ON EMERGENCE BUT NOT DELIRIUM	Y       /       N





Describe what this was if it occurred: ______________________________________________





O2 DESATURATION?	Y	/	N








NAUSEA?		Y	/	N








HYPERSALIVATION?	Y	/	N








OTHER?			Y	/	N








Describe “other”_____________________________________





IF THE AIRWAY WAS SUCTIONED, WAS IT BECAUSE THE AIRWAY WAS ACTUALLY OBSTRUCED BY SALIVA, OR DONE PRE-EMPTIVELY?





        To treat obstruction		     Pre-emptive

















AMBIENT RECOVERY CONDITIONs?                  Normal ED activity and lighting                  Attempts made to keep quiet                      Quiet dark room                 





PAIN ON INJECTION OF PROPOFOL?		Y	/	N	/	N/A (i.e. did not have Propofol)





Please circle appropriate EPSED score (to gauge degree of emergence reaction) EVEN IF patient did not exhibit any obvious “emergence delirium” (Emergence delirium is defined as combative, disoriented, behavior requiring transient physical restraint).�
�
EMERGENCY DEPARTMENT PROCEDURAL SEDATION EMERGENCE DELIRIUM (EDPSED) SCORE: TAKEN ON AWAKENING FROM SEDATION�
�
0�
Just wakes up essentially calm & normal, or talking repetitively, calm, babbling or no behavior change.�
�
1�
Calm hallucinations (“I’m on a rollercoaster”) and double vision (“Mummy has 2 heads, Daddy has 4 eyes”) not distressed.�
�
2�
Patient/Child is aware of parents/care-givers nearby, interacts with them, and tries to sit up.�
�
3�
Above, plus patient/child is restless, cries occasionally.�
�
4�
Above, plus patient/child is inconsolable, thrashing around, crying excessively.�
�
5�
Above plus Requiring medication to settle excessive combativeness or agitation.�
�
6�
Requiring physical and chemical restraint for management of excessive agitation.�
�






PROCEDURAL SUCCESS:


Was the procedure successful?    Y     /     N














Other? ______________________________








Any SPONTANEOUS re-sedation after patient began talking again at the end of the procedure? (I.e. did the patient lapse back into a semi-conscious, sedated state without 











further medication being given?)	Y	/	N

















Any action taken on the basis of this? _________________________________________





Time from first sedation dose to patient 








talking (end of procedure) __________ mins





Pain score on awakening from the 








procedure: _____________/10





DISPOSITION PLAN:    HOME     ED SHORT STAY     WARD      OT      TRANSFER      ICU





If patient is a child, was child still asleep when discharged home? (carried)     Y    /     N





LENGTH OF STAY IN ED (from triage time to discharge out the door time): ________________HRS ________________MINS





CAN THE PATIENT REMEMBER ANYTHING ABOUT THE PROCEDURE? (NOT THE IV INSERTION, BUT THE ACTUAL PROCEDURE)           











Y           /             N   


IF YES, WHAT DO THEY REMEMBER?  _________________________________________________________________________________________________
































ANY RECOLLECTION OF PAIN FROM THE PROCEDURE?    	Y     	  /     	   N





ADULT PATIENT SATISFACTION WITH PROCEDURE AND SEDATION?   _______  /  10      (  Guide: Outstanding = 10   Good =  5   Poor =  0) 








DID THE PATIENT MOVE OR GROAN DURING THE MOST PAINFUL STIMULUS OF THE PROCEDURE? (CIRCLE APPROPRIATE ANSWER)





MOTOR:          		PURPOSEFUL MOVEMENT        	WITHDRAW TO PAIN      	WIGGLE TO PAIN               NO RESPONSE               





VERBAL:                        	AUDIBLE WORDS SPOKEN           	GROAN              		NO RESPONSE








WOULD PARENTS BE HAPPY TO HAVE SHORT PROCEDURES DONE THIS WAY IN FUTURE?	Y	/	N





IF NO, WHY NOT? _______________________________________________________________________________________________________





HAVE PARENTS HAD SHORT PROCEDURES PERFORMED ON THEIR CHILDREN WITH ALTERNATIVE OR NO SEDATION PREVIOUSLY?     Y     /     N


					


HOW DID THIS COMPARE?  EXCELLENT          GOOD                    FAIR               POOR         WHY? ______________________________





                                          		  





Did family members or parents stay for the procedure? (Circle)  	Y     /     N    	     Mum        Dad        Both      Spouse       Other__________________________





DID PARENTS/ FAMILY INTEFERE WITH THE CONDUCT OF THE PROCEDURE?	Y     /     N





IF YES, WHAT DID THEY DO? ___________________________________________________________________________________________





WHAT ACTION WAS NEEDED TO BE TAKEN? ______________________________________________________________________________





Did companion of patient or parents leave the procedure because they felt faint or nauseated?        Y 	/	N	/	N/A





FOR FRACTURE M.U.As, WAS AN IMAGE INTENSIFIER or MOBILE XRAY UNIT USED IN THE PROCEDURE ROOM WHILE THE PATIENT WAS SEDATED TO ASSIST REDUCTION?        


                                              











  YES                                         NO                                               USED ED ULTRASOUND














WERE YOU AIMING TO PERFORM A DEFINITIVE REDUCTION, OR JUST TO IMPROVE THE POSITION BEFORE PLANNED OPERATIVE INTERVENTION?  Remember that most comminuted, intra-articular wrist fractures in adults will require operative fixation. (circle answer)


         








                                                             











                  AIMING FOR DEFINITIVE REDUCTION                                            AIMING TO IMPROVE POSITION ONLY





HOW DO YOU (THE ED DOCTOR) RATE THE BONEY POSITION AFTER THE FRACTURE REDUCTION BASED ON CLINICAL FEEL BEFORE YOU DID AN XRAY?





       EXCELLENT           VERY GOOD              ADEQUATE (NO FURTHER MANIPULATION NEEDED)           NO GOOD             DIDN’T MOVE























HOW DO YOU (THE ED DOCTOR) RATE THE BONEY POSITION AFTER THE FRACTURE REDUCTION BASED ON XRAY?





       EXCELLENT              VERY GOOD          ADEQUATE (NO FURTHER MANIPULATION NEEDED)         NO GOOD           DIDN’T MOVE                      No X-ray available





          POST REDUCTION RADIUS POSITION           BAYONETTING?      Y     /     N                  TRANSLATION__________%             ANGLUATION____________degrees





        POST REDUCTION ULNA POSITION                BAYONETTING?      Y     /     N                 TRANSLATION__________%             ANGLUATION____________degrees 	                       





WHO DID THE MANIPULATION?       ED SMO          ED PHO/REG          ED JHO            NP          ED PHYSIO           ORTHO PHO/REG/CONSULTANT



































       IMMOBILIZED IN?          TRAUMA SLAB                   SUGAR TONGS                    FULL POP                    FIBREGLASS CAST          SOFT-CAST


























WAS THE CAST SPLIT?           YES   	NO                          WAS THE CAST MOULDED?                 YES                   NO      





DISPOSITION?             HOME                 ED SHORT STAY            HOSPITAL ADMIT            OT           TRANSFER





FOLLOW-UP PLAN?                 ORTHO or FRACTURE CLINIC         GP       EXTERNAL SPECIALIST             OTHER__________________________














�





Already on antibiotics?  Y / N    Which__________________________ Dose________________Frequency______________


Abscess: size of cavity on ED UltraSound____________cm in diameter. (________cm x _________cm x ______cm)


Extent of erythema around abscess (measure as in picture on right).  __________cm x _________cm





Recent Previous I+D in the same site?       Y    /    N      In the last 7 days?   Y   /   N               >7 days ago?   Y      /     N


Recent previous abscess I+D in another site?     Y   /   N    In the last 7 days?   Y   /   N         >7 days ago     Y     /     N


Associated FB?         Yes        /       No


Patient known to have previous MRSA?         Yes      /       No


WAS THE ABSCESS CAVITY PACKED?     	 YES       		NO    





IF YES, WHAT WAS IT PACKED WITH?  _______________________________________________





WAS A WICK/ CATHETER PLACED IN THE ABSCESS ONCE INCISED?     	YES   		     NO                  CATHETER





WAS A SHOT OF IV ANTIBIOTICS GIVEN IN ED?            YES           	NO     		WHICH ANTIBIOTIC?  _____________________





PATIENT DISCHARGED ON:                ORAL ANTIBIOTICS                            IV ANTIBIOTICS                        NO ANTIBOITICS





WHICH ORAL ANTIBIOTIC ON DISCHARGE?  __________________________________





�





ABSCESS DISCHARGE MANAGEMENT PLAN                                                                                                             REFERRED TO OUTPATIENT CLINIC FOR FOLLOW-UP





REVIEW IN DEM ONLY IF REQUIRED                                              			                              SCHEDULED REVIEW IN DEM





DRESSING CLINIC FOR DRESSING CHANGE                                			                               HITH / CHIPS PROGRAMME FOR FURTHER Mx





FAMILY PRACTITIONER FOLLOW-UP                                             ADMITTED  ED SHORT STAY                                         ADMITTED TO HOSPITAL























 PREVIOUS CT OR MRI IMAGING TO INVESTIGATE HEADACHE?          Y         /        N  


 


TAKING PREVENTATIVE THERAPY FOR MIGRAINE OR HEADACHE?       Y     /     N     IF YES, WHICH MEDICATION. ____________________________





PREVIOUSLY TREATED WITH CHLORPROMAZINE (LARGACTIL) IN ED FOR HEADACHE?      Y     /      N





IF NOT LARGACTIL, WHAT WERE PREVIOUS HEADACHE TREATMENTS IN ED?____________________________________________________________





HOW DID THIS EPISODE COMPARE TO PREVIOUS TREATMENTS?  ( RATE OUT OF 10, EXCELLENT =10,   FAIR = 5,   POOR = 0)         ____________/ 10





WAS A DOSE OF STEROID GIVEN PRIOR TO DISCHARGE?  Y   /    N     ( IF YES, DRUG AND DOSE).    _________________________,      ____________mg





Did the patient have hallucinations or altered perceptions during the procedure or recovery?	














Y	/	N	/	PRE-VERBAL (too young to talk)





What was the content of the hallucination / altered perception? (Circle answer)


COLOUR PERCEPTION                                                                       DOUBLE VISION?   





FACIAL DISTORTION (i.e.  Mummy’s got 2 heads/ 4 eyes)                  SPINNING OR RACING?





OTHER (DESCRIBE) (e.g. riding on a rollercoaster, vivid dream, etc.) ____________________________________





DID RECOVERY HALLUCINATION / DREAM MATCH THAT SUGGESTED TO PATIENT IMMEDIATELY PRIOR TO SEDATION?      














                			Y     	  /      	 N       	/      	NO    HALLUCINATION SUGGESTED





WERE HALLUCINATIONS SCAREY OR DISTRESSING FOR THE PATIENT?        Y      	/        		N





CIRCLE APPROPRIATE ANSWER:





FOLLOW-UP DAY POST PROCEDURE:     1    2    3    4    5    6    7	 8   9   10   11   12   14   21   28    35   _____DAYS





DOES THE PATIENT RECALL COMING TO THE ED?   	Y  	/  	N





DOES THE PATIENT RECALL THE PROCEDURE?   	Y  	/  	N





IS THE RECALL OF THE PROCEDURE UNPLEASANT FOR THE PATIENT? 		Y   	 /    	 N                                                                                                                   








VOMITING AFTER DISCHARGE? (I.E. EITHER AT HOME OR ON THE WAY HOME)   Y     /    N        FOR HOW LONG (in minutes)? ________








IF YES, HOW MANY TIMES? ___________











BEHAVIOUR CHANGE IN THE DAY OR DAYS FOLLOWING THE SEDATION?     Y       /        N











DESCRIBE BEHAVIOUR CHANGE: _________________________________________________________________________________________














VIVID DREAMS IN THE DAYS SINCE SEDATION?	Y	/	N











WHAT WAS THE CONTENT OF THESE DREAMS? ____________________________________________________________________________











NIGHTMARES?	Y	/	N


DESCRIBE _____________________________________________________________________________________________________________











SEDATION MEDICATION INJECTION SITE PAIN?(ie NOT THE WOUND SITE BUT WHERE SEDATION MEDs INJECTED)     Y   /       N











ANY ANALGESICS TAKEN FOR THIS? ______________________________________________________________________________________











ANY UNSTEADINESS OF ANY SORT IN HOURS / DAYS FOLLOWING DISCHARGE?	Y	/	N








FOR HOW LONG? ___________________________________





IF YOU DID HAVE UNSTEADINESS, WOULD YOU RATE THE UNSTAEDINESS AS (PLEASE CIRCLE)











MILD			MODERATE		SEVERE

















DID UNSTEADINESS CAUSE A FALL?		Y	/	N











DID UNSTEADINESS CAUSE PATIENT TO DROP CUPS / FOOD / OTHER OBJECTS?	Y	/	N











WERE THERE ANY INJURIES RELATED TO THE UNSTEADINESS?	Y	/	N











DESCRIBE THE UNSTEADINESS _______________________________________________________________________________________














IF FRACTURE MANIPULATION WAS DONE IN ED; WAS THERE A NEED FOR UNPLANNED RE-MANIPULATION OR UNPLANNED OPERATIVE FIXATION OF FRACTURE?      Y      	 /       	N     	/       	NA  


IF YES, WAS A MANIPULATION PERFORMED OR AN OPERATION (PINS, PLATES, WIRING, etc)?   























TAKING ANALGESICS AT HOME FOR ONGOING PAIN?           Y        	 /          	N














WHICH ANALGESIC(S)? ________________________________________________________________________________________________




















HOW FREQUENTLY AND FOR HOW MANY DAYS? ___________________________________________________________________________











USE OF NSAIDS AT HOME FOR ANALGESIA?     Y    /    N   IF YES, WHICH NSAID? _____________________________ 














DOSE AND FREQUENCY? _______________________________________________________________________________________________




















FURTHER UNSCHEDULED SURGICAL MANAGEMENT OF ABSCESS REQUIRED?		Y	/	N














If yes, describe: ________________________________________________________________________________________________________

















OTHER FURTHER UNSCHEDULED MANAGEMENT REQUIRED? (E.G. ENT REVIEW, WOUND REVIEW	Y	/	N











If yes, describe: ________________________________________________________________________________________________________








IF CARDIOVERSION, WAS REPEAT CARDIOVERSION REQUIRED AT LATER DATE?     	Y    	 /      	N


IF CARDIOVERSION, IS PATIENT STILL IN SINUS RHYTHM?     	Y   	/     	N            /         UNKNOWN


IF CARDIOVERSION, ANY CVA/TIA AFTER DISCHARGE?            	Y      	/      	N


IF HEADACHE MANAGEMENT, DID HEADACHE RECUR?   	Y  	/   	N        IF YES, HOW LONG AFTER D/C? _____________











IF HEADACHE RECURRED, HOW WAS THAT MANAGED? _____________________________________________________________________





ADDITIONAL COMMENTS BY PATIENTS:





POST-DISCHARGE ADVICE





YOU SHOULD NOT DRIVE HOME AFTER SEDATION IN THE ED,  YOU ARE ADVISED NOT TO DRIVE FOR THE NEXT__________HOURS. 





YOU MAY BE A LITTLE UNSTEADY ON YOUR FEET.  PLEASE DO NOT OPERATE MACHINERY, RIDE A BIKE OR SKATEBOARD.  YOU SHOULD NOT SIGN LEGAL DOCUMENTS UNTIL ALL POSSIBLE EFFECTS OF SEDATION HAVE PASSED, PRACTICALLY THIS MEANS UNTIL THE DAY AFTER THE PROCEDURE AND SEDATION.  





CHILDREN WHO HAVE HAD SEDATION EARLIER IN THE DAY MIGHT BE A LITTLE UNSTEADY ON THEIR FEET, CAN EAT AND DRINK AS NORMAL, AND SHOULD NOT BE LEFT IN A BATH UNATTENDED.





YOU MAY HAVE NAUSEA OR VOMITING; HOWEVER THIS IS USUALLY SHORT LIVED.


PLEASE RE-PRESENT TO THE EMERGENCY DEPARTMENT IF VOMITING IS EXCESSIVE OR ONGOING.





IF YOU HAVE ANY OTHER CONCERNS REGARDING THE PROCEDURE YOU HAD TODAY PLEASE CALL THE EMERGENCY DEPARTMENT ON __________________________,   OR RE-PRESENT TO THE ED.





OTHER SPECIFIC POST DISCHARGE ADVICE:
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