
   DHS: Seniors and People with Disabilities

State Operated Community Program 
SOCP Nurse Tools: http://www.dhs.state.or.us/spd/tools/dd/socp/nurses.html

	Post –Sedation Monitoring Sheet
	Date:
	     

	Administration time (the time you gave the medication):
	
	Round to the nearest 15 minutes,

	For example 9:35 = 9:30, 9:40 = 9:45. 

Write-in the “Real time” row by adding 15 mines each time. For example 9:45, 1000, 1015, 1030 and so forth.

	Client name:
	
	DOB:
	
	House:
	

	Staff 1:
	
	Initials:
	
	Staff 2:
	
	Initials:
	


	INDEX time
	15 min
	30 min
	45 min
	1 hr
	1 hr & 30 min
	2 hrs
	3 hrs
	4 hrs

	REAL time
	
	
	
	
	
	
	
	

	SAS
	
	
	
	
	
	
	
	

	Initials:
	
	
	
	
	
	
	
	

	Heart rate (Pulse)
Normal is 12-26
	
	
	
	
	
	
	
	

	Blood Pressure
Normal is 90/60 to 140/90*
	
	
	
	
	
	
	
	

	*Many clients have hypertension. ALERT Nurse if greater than 170/100.

	SAS is a number 1- 5 , Heart rate is in beats-per-minutes, Respiratory rate is in breaths-per-minutes. Only take the heart rate, respiratory rate and blood pressure if SAS 2 or less


	Modified Sedation-Agitation Scale (SAS)

	Score
	Level of sedation – Agitation
	Response

	5
	Agitated – Anxious or physically agitated but calms to verbal instructions (can be a client baseline)
	Attempts to sit up but calms to verbal instructions

	4
	Calm and Cooperative, easily rousable, follow commands
	Obeys Commands

	3
	Sedated – The calming of mental excitement, irritation or pain by the administration of the drug. Wakens to verbal stimuli or gentle shaking
	Difficult to rouse, obeys simple commands but drifts off again

	2
	Very Sedated – a deeper state of sedation, moves or mumbles but unable to follow commands
	Arouses to physical stimuli. Does not follow commands or communicate

	1
	Unrousable – in a state of sleep, unconscious
	Minimal or no response to noxious stimuli. Does not communicate or follow commands
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