Cardiac Surgery
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ECMQO Activation for ICU Team

Attending or Fellow should cantact CT AP RF 6060.
CT AP will call CT Surgeon on-call (see Web Exchange for
Cardiac Surgical Services) or ECMO Coordinator (Mel Ricks 202-290-0960)

Name

Age

Weight/ Height

Allergies

Pertinent Past Medical History
Indication for ECMO

Last Known Neuro Exam

Once decision is made to proceed, patient is to be moved to ICU 2 unless cardiac surgery
attending deems unstable for transfer.
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Please print cores report for patient and give to AP

Type and Cross for 4 units PRBCs and have in cooler at patient's bedside
*(If unavailable, immediately Emergency Relfease 4 units of PRBCs)*

Preoxygenate on 100% FiO2 and maximize vasopressors and inotropes to maintein
vitals

Place order for 10,000 units Heparin for IV push to bedside for cannulation
(ECMO team will administer as patient goes on purmp)

Please have doppler, sonosite and gel in the room with sterile cover
Inform ECMO team about existing location of venous and arterial access

Please obtain additional central venous access at left LT unless contraindicated { right LT will
be switched to Venous cannulation site.)

When the ECMO Team arrives their primary focus will be placing the patient on ECMO as

rapidly as possible. Fellow or ICU attending must manage patient care and needs to remain at
bedside. All orders for bedside nurses will come from you.
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ECMO Activation Nurse's Worksheet

O Primary nurse remains at bedside/ asks for additional help

D Please have 4 units PRBCs to bedside in cooler and checked with primed tubing attached to

0 Have Thermacore™ at bedside

D Call pharmacy to request 10,000 units Heparin to be tubed STAT to remain at bedside { DO
NOT GIVE)

D Pull ECMO Med Kit from pyxis in ICU2

MIX THE FOLLOWING, PLACE ON PUMP AND ATTACH TO OPEN IV LINE:

8MG EPI/ 250ML NS

20 UNITS VASO/ 100ML Ns
8MG LEVO/ 250ML NS

20MG NEO/ 250ML NS

o Q0 © 0

(i Neo Stick/ Calcium Chloride/ Sodium Bicarb available
O Mark pulses/ Keep Doppler in room
0 ISTAT with ABG with Lactate cartridges at bedside

O Suction availabie

O Place extensions on tubing to keep out of sterile field ( team will be working from right side,
access to right radial aline will not be available)

0 Have one main IV line of NS to adminhister drugs

0 Have Dolphin bed and PUP available in reom
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“VATNESS 10 DATE  TIME ORTEMME
AFFIRMATION

10 This procedure Involyes placement of a metal ¢lip to mark the location of the blopsy: Patlent's Inilials

1, {or
’ ' : as  CParenl  [)Representative
17 O Guardian {Chack One)
acling on his/her behalf,} request the procedurefoperationfireatment set out balow,
| have raquested Dr(s). . ) perform

and supervise my procedurefoperationftreatment which has been explained to me to be:

My doctor's explanation Informed me about my medicel condition as well as the common foreseeable benefits and risks of lhe procedure/
operationftreatment as well as of ils reasonable alternatives, if any.

| know; too, that during my proceciurefoparatlonfireatment it may bacorae appareni lo my doctor Lhat in hisfher professional judgsment turther .- v

proceduras, operations, or trealmenls may be necessary, | therefore autherze modilication or extenslon of this consent to Include those
additional procedures which In‘'my doctor's professtonal judgemenl are medically necessary under lhese special clrcumstances and for my
banefit with the exceplion of (check onre): [ type of procedure 0 no excaptions

| understand that if a member of the Departmenl of Anesthestology Is 10 parlicipate in my care, for general, raglonal, or monitorad anesthesia
care, a separate conpsent vill be oblalned for these services.

If my doctor has indleated to me that | will requirs & local anesthetic as part of my procedurefoperationfireaiment, | authorize s administralion.
| acknovitedge that rmy doclor has explalined the benefits and fisks of my receiving a local anesthelle as well as a reasonable alternalive, i any,
Potentlat risks may includs bul are not fimited 1o pain at the infaction site, or very caraly allargls reastion to the anesthetic. Furlher, | undsrstand
that durlng my procedurefoperalonfirealrment, unforeseen clreumsiances may requlre alternative methods of anesthesia, such as general, and
I thersfore authorize modificallon of anesthesla admintsirallon which my dector's professional judgement Indicales to be nacessary under the
clreumstances,

It it Is anticlpated that i may require transfusion of blood or blood produets during my procedure, ] will be required to sign a soparate
INFORMED CONSENT TO BLOOD TRANSFUSION AND/GR BLOOD COMPONENT ADMINISTRATION form, ITin the event of an unanlicipated
emergency during my operalive care and based on the medical judgement of my physleian, 1 require the transfusion of blood or blood
produgts, 1understand they will be adminislered and agree to such aclion belng taken,

Knowlng that the George Washington University Hospital Is a teaching Institutlon, | understand that along with my dogtor and hisfher assistants
and deslgness, other Hospilal personnal such as residents, tralnees, nurses, and techniclans vl be Invelved in my procedurejopsration/
ealmant and care. | understand and agrea to the presence of appropriale observers for the advancement of medical sducation and care.

| consent to the appropriate disposal of any tissuo or part removed frony my body and to the laking of photographs during the proceduref
oparation/flreatment for tesearch, teaching, or sclantilic purposes as long as my Identlly is not disclosed.

1 agree {0 the apprapriate disposal of any lissue or part removad from my body, to the taking of pholographs during the precadurefeperation/
treatment for research, teaching, or sclenlific ptyposes as long as my Identity fs not disclosed, and {o participate In the
research protocolfprograrn.

By slgning this request form, | am indleating thal I understand the contanls of this document and agree tolls provis{ons. 1knovs
that it 1 have concerns or would like more detalled Information, | can ask more questlons and get mare information from my
eftending physiclan. | am alsa acknowiadging that | know that the practice of anesthasiolagy, medicine and surgeryis not an
exacl sclence and that no one has given me any promlsas or guarantess aboul the deslgnated procedurefoperaiionfireatment
or its results. | fully understand whal | am now signing of my own iree wllr

SIGNATUHEJ
| I Paren!, Quardian
or Reprosentative)

L

Slgnature of physiclan obtalning consent it
othier than physlelan performing procedure. Date Time

PHYSICIAN:

PHYSICIAN'S
NAME - PRINTED SIGNATURE

| attest Ihal this patlent or the representative named above has been Informed about the commen foreseeabls risks and
benefits of undergolng the procedure as well as its reasonable alternative(s), If any. Further queslions with regard te this
procadiure have been ansviered to hisfher apparent satisfaction.

PHYSICIAN DATE/MME J

W Nl"llli”ll“ﬂﬂl I" PROCEDURE, OPERATION
0 AND TREATMENT
C04028
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PATIENT’S REQUEST FOR
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[]Parent
{]Guardian

[] Represeniative

I, or {Check One}

understand that ) inay need a transfuslon of blood or blood ¢components during my hospitalization or course of teealment,

My doctor has explatned the potentlal risks of recelving the blood transfusion andfor hlood component, the anlicipated benelits
of the blood transtusion and/or blood component, and the risks that may occur it | do not recelve the blood transfusion and/or
blood component, | have also bean told about other possibls freatments and (heir risks and benafits,

I understand thal blood transfusion andfor blood component administrations are given o replace important elemenls normally
found In the blood, Red blood cells and whole blood are given so that vital organs {such as the heart, brain, kidneys, liver, elc.)
can receive enough oxygen. If these organs do not receive enough oxygen, they may ba so severely damaged as o cause
dealh. Platelsts, frash frozen plasma, cryoprecipitate, and speclal componenls {such as faclor Vil and factor IX concenlrates)
are given to prevent uncontrollable blgeding. Such uncontrolled blseding can cause direct damage 1o vital organs (such as

... 0leeding inta the brain) or resull in shock, where not enough oxygen is delivered to many organs, which can be severe snough

to cause death, Other special blood conponents, such as ccagulation factors, have thelr own rdsks and benelils that have been
sxplainad to me by my physician if they are needed,

| undersland that harmiul reaclions to blaod transfusion are very rare, although the most serious complicalions can result in
death. Complications include bul are not limited to alterglo reactions, rashes, liching, bruises or blseding or pain at the IV sits,
muscle pain or cramps, chest pafn, naussa, headaches, fainting or dizziness, shorlness of breath, fover, and chills. Allhough
blood is carefully tested, there is a very small risk of getling AIDS, and a small chanca of gelting hepatitis, GMV and other
viruses, as well as various bacterla, which may cause sepsis or blood poisening. Other complications Include but are not
fimited to destruciion of biood cells, blood clots, uncontrollable bleading, shack, Kidney failure, fluid overload, and lung or
heart failure,

Hunderstand that it might be possible to donale my own blood for elective procedures, bul this doss nol prevent all risks, such
as bacterlal contamination. in addilion, previously donated aulologous units may not be avallable or adequate for Icansfusion
neads,

| undlerstand that it might be possible to arrange for friends or relatives lo donale blood for me. 1 understand that such donors
may not be safer than regular voluntesr blood donors and thal the blood may not be avallable In adeqguate ameunts for my
transfusion requirements.

| have been given an opportunity to ask questions aboul my condilion, allernatives lo blood iransfusion andior blood
component administration, the risks of not being transfused, and the hazards and risks of belng transfused, | belleve | have
sufficlent informalion o make an informad decision lo consent to these lransfusions as ordered by my physlician,

This consent Is good for all transfusions desmed necessary during this hospitalization or course of trealment, unless noled
below,

| am also acknowledging that | am salisfied with the explanation [ have besn given about my need for bload
transfusions andfor blood preducts. | fully understand whal | am now signing of my own free will.

WITHESS YO SIGHATURE DATEATINE fé‘l'ﬁ'.‘ii‘?"élt’fﬁm SIGRATURE DATERTVE
QEFIRMATION or Representalive) )

Signaturo of physlcian obtalning consent if

Date Tima,

other than physlclan perforiming procedure

| altest that (his palient or the represenlative named abo

va has been informed abeul the ¢common foreseeable risks and

heneflls of undergoing Ihe procedure as well as ils reasanable alternalive(s), If any. Further questions with regard to this
procedure have been answered o hisher apparent satisfaction.

PHYSICIAN'S
NAME - PRINTED

PHYSICIAN
SIGNATURE

BATEfTIE J
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