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 Policy:  MEG recording procedures are generally comfortable and well tolerated, however, ongoing subject assessment will be performed.  Subjects will be encouraged to provide feedback.
a. Comfort Assessment will be performed to: 
· Assure that subjects are comfortable in order to increase relaxation and decrease muscle tension which may interfere with obtaining an optimal recording and; 

· Increase subject tolerability and decrease the potential for fatigue due to the length or nature of the tasks.  
b. Pain Assessment will be performed:
· If the subject expresses any complaints of pain, in accordance with the Clinical Center’s Pain Initiative (in order to assure continuity of care).
· Based upon established guidelines using a recommended standard rating scale.  It will be the responsibility of the principal investigator or his designee to document this assessment in accordance with medical record policies and procedures.
Procedure:

1. The subject will be educated with regard to the MEG Scan.

2. The subject will be positioned comfortably for MEG scanning procedures according to the constraints of the individual protocol.  
3. All subjects will be queried regarding their level of comfort throughout the MEG setup and scanning process and every effort will be made to attend to the subject’s level of comfort.
4. If a subject complains of discomfort or pain the principal investigator or physician will be advised. The subject’s state will be rated and documented based upon:

a. the Numeric Rating Scale 
b. the Wong-Baker Faces Pain Rating Scale.
c. other acceptable rating scales.
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5. This assessment, if performed, will be placed in the patient’s medical record indicating the date, time of the complaint, nature of the pain, body part involved, rating scale and rating value.
6. Following the procedure, the appropriate Progress Note Form must be filled out for every subject indicating the status of the subject and/or procedure.   It must be signed and dated by the principal investigator or his designee then taken to Medical Record  to be placed in the chart within 24-48 hours.

