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FAMILY NAME MRN
1[“]; Health
Western Sydney
umnmmam Local Health District GIVEN NAME [Imae OremaLe
s ) / /
Facility: D.0.B M.O.
ADDRESS
DENTAL CONSCIOUS SEDATION
CLINICAL PROCEDURE SAFETY | Location/waro
CHECKLIST COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

Sign-In 1- Before starting sedation
DENTAL SEDATIONIST and RN confirm:
Proceduralist*™ and DA’s present to complete procedure ..........c.ovvecciiiiiciiivciiciiiiieiiee et O Yes 0O NO
COMTECE PALIENT ...t b e st e e et et a e e O Yes 0O NO
Correct procedure

1. Anaesthetic Assessment (WSHR-2184) completed and reviewed ............c.coeiiicriciiniieiiieisoniviiinnnns O Yes 0O NO

2. Medical History and allergies/adverse reactions reVIEWE...........c.ovvverrerviiarieresrsoseressesssessessessssrssses O Yes 0O NO

3. Premedication .........c.ccceovvvvivieiie i, O YES O No

4. Fluid Management Plan O NIL O SALINE O HARTMANNS OO0 5% GLUCOSE OO0 OTHER

5. PONV Management Plan ..............ccccooevenneane. O YES O No

6. Falls RisK ......coccovniirrre e, O YES Management Plan: O No
Correct Site

T IV ACCESS PlAN ...ttt sa e e be s saaras b e ss s saeens s e s s ersarasassnanssnrns O Yes O NO O N/A

2.EMLA. ... O Yes Time applied O No
Consent

1. Written consent is present and valid ..............cccciviieiiiiiiiciieieiciriee e csrvieessssesecssesserseneeeieneneee. L1 Yes 0O NO

2. Patient identity COMreCt ON CONSENE ...........covviiiciiie et e e e eae e er e ere s O Yes ...0O NO

3. Usual medication consumed/withheld as directed................ccccocoieiiiinn e [0 Yes O NO O N/A
Significant airway risk identified ......................... 0O YES Management Plan O No
Sedation equipment checked and fUNCHIONAL ...............c..ccooiviiiiiiii e er e O Yes 0O NO
Loose crowns/dentures/teeth PreSent .................ccooiiiiiriiaiiieen e e O YES 0O No
Fasted appropriately....... O Yes O NO Time last food: Time last drink:
Escort present................. O Yes O NO Name: Contact number;
Appropriate discharge transport organised........................... O Yes Details: O NO
SEDATIONIST NAME Signature Date / /

PROCEDURALIST** confirms:

COITECE PAtIONE . iiitiiiiiiiiinniviiesesistioriaisatussssisssesinsmessssnesssssmesmmtiemsestssss e 1es 18 sEIEIASSSRT S e oSS TR LA TA RIS ORI RSP AT AT RO S O Yes 0O NO
Correct Procedure

1. Dental/Surgical Assessment completed and reVIEWED .............cocveriinimiieiriii i eisissirsesssnenes O Yes 0O NO

2. Medical History and allergies/adverse reactions reVIEWEd ...........cc.cccovvveerieivressesiesseessssssnasssessesssssnsens O Yes 0O NO
COMTEOE SO ...ttt ettt ebe b b es e e ebesae s ebsebars e b s eses s ebersebemres s b o R e R e e bes s er e s bere e epenresaeperanrees O Yes O NO
Consent

1. Written consent present and Valid .....cc..iwiviasivisimiaissimsismsisiimisiisissieiosin b i i O Yes O NO

2. Patient identity COrreCt ON CONSENT .........cccviiiiiuiiriiirieieeesiseesisses e ee s sns s sse s srsssssesesaesessaesas O Yes 0O NO
Imaging present ....... O Yes OO NO Reason noimaging available
Dental equipment present and fUNCLIONAL .............c.ccuiiiviiiiiiiiiiie st issssie s e sirssssessseesssesseesssesesesssessessses O Yes O NO
Consumables present and STEMIE ... et e st rae b b O Yes O NO OO N/A
Risk of major bleeding ...... O YES O No Management Plan
PROCEDURALIST** NAME Signature Date / /
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# FAMILY NAME MRN
Health
Western Sydney
covemnvent | Local Health District i DMALE DFEMALE
e / /
Facility: D.0B. M.O.
ADDRESS
DENTAL CONSCIOUS SEDATION
CLINICAL PROCEDURE SAFETY [ ocrronwamo
CHECKLIST COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE
PROCEDURALIST** confirms:
ALL TEAM MEMBERS introduce themselves by name and role ............cccccouviriiiiiininnsicseirire e O Yes O NO
PROCEDURALIST-LED TEAM verbally confirms
1. Correct PatieNt IENLIY .......covviieci e s e O Yes O NO
2. Planned procedure matches CONSENL ... s ene e bae s O Yes O NO
3. Planned site MatChes CONSENE .......c.iviiiiiiiiiiii s bbb s s re s e s s araresens O Yes 0O NO
4. Patient POSItION COMMECE .....cciuiiiiiiiiieiii ittt aassss e e e s aass s e e se by st sase s s anessn s smn s nas s rrn e srnes O Yes O NO
5. Imaging pPresent & TEVIBWEM ...........ccoieiiiiiiiiiiie ettt bbbt eb s s O Yes O NO
6. Antibiotics admMINISEENEA .........cviiiiiiiiiiiee i sssas e ts e e tae s emeae e sbe s s sraresemsneeesbae e s s e r e e e e s O Yes O NO O N/A
7. VTE prophylaxiS @ppli@d ..........ociiriiiiieiiiieieciiiie et e et e st se s sie e s s tae s nraa s s ssssessmseaenrs s e e eaanseeran O Yes O NO O N/A
O PROCEDURALIST** briefs team-procedural anticipated critical events
O SEDATIONIST briefs team-anaesthetic anticipated critical events
O RN briefs team- specific nursing concerns
O DENTAL ASSISTANTS brief team- specific assisting concerns
DA’s confirm dental equipment present and functional ... O Yes O NO
PROCEDURALIST** and SEDATIONIST confirm sterility of equipment and consumables .................. O Yes O NO O N/A
PROCEDURALIST** NAME Signature Date / /
Sign-Out- Before patient and team leave procedural area
TEAM DEBRIEF
1. Patient recovery plan including falls management Plan .............ccecceevinrineemnrinrnesseseesseessisnisiresssianns O YES 0O No
2. Proceduralist™ - any SPecific CONCEIMS ......oociiiiiiiieniiiiiiiii et iib e be e ss st s b s baaaebeeii O YES 0O No
3. Sedationist - any SPECIfIC CONCEINS ......coiiiiiriiiier et e s e e e s seasb s e sabassereeaams e e s barb s s e aanibiaeaese O YES 0O No
4. RN - any SPECIfIC CONCEIMS ...cciviiiiiiiir it e iier et sibe s ibs s e is s s e esa e s s ebb e s b aa e s s eesase s st emn s e e s areeeeens O YES 0O No
5. Dental assistants - any SPECIfIC CONCEIMS ......coiicriiiiriiiiiierieiiere s riiasesessassaseesensesssssseesasessmpaasseraness O YES 0O No
DENTAL ASSISTANTS confirm
1. Instrument count/tray list COMTECE ........eccveeiiiriei e e O Yes O NO [0 N/A
2. Specimens/images labelled Correctly .........covviiroiineni e O Yes O NO O N/A
3. Faulty equipment documented, tagged and relevant staff advised ..........c.ccccoeiviivieiiiiiiiieiinns O Yes O NO O N/A
PROCEDURALIST**
1. Procedural dOCUMENTATION ...........vvieieeiiiiieiiiiiries e seivesaeae s vessssisesaesee s saatasaessersansaassirathnnees 0O Completed
2. POSIOP INSHUCHONS ....eieiiiei ettt e e e s s e s s s e e s ane b aaanns O Given to patient and carer
I oty (oY ol o] =Y Tod g o] (1o g T C-T-TH =T o HO TN O Yes O NO O N/A
4. Follow-up appointment iSSUE .......cceieiiiiiiiiieiiceiaeciees e e s e srrarseseeeessrnsnseeeransssrssnarssasssersaseesnssnes O Yes O NO O N/A
5. Blood 1085 dOCUMEBNEEA ......oveiiiiiiiiiiiieiie i ieses s sesee e es e ern s s srassssseesnseesrasssnessrssebesesssessnessnnans O Yes O NO O N/A
6. Ongoing blood loss addressed...0 Yes Management Plan O NO O N/A
SEDATIONIST .
1. Handover (ISBAR) t0 recovery staff ..o s O Yes O NO O N/A
2. Sedation dOCUMENTALION ...t ee bbb e e e e e s rebbaae e eeesenen e be s besasrnnabeeseesnnnranrnaaees O Completed
3. Post-treatment VTE PIAN ...c..ooveiiciriesis s essesnsssnnesessressssessessssesssssseenssrsssssenseneemenneeees. L1 YES 001 NO O N/A
DENTAL ASSISTANT NAME Signature Date / /
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