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With technological innovations complexity of procedures and demand for sedation services to facilitate diagnosis and perform interventions in high risk patients has increased. This is the matter of concern – children have narrow margin of safety and complications do occur.

THIS ADVISORY  IS AN EFFORT TO ENSURE SAFETY OF CHILDREN DURING AND AFTER PROCEDURES PERFORMED UNDER SEDATION AND ANALGESIA IN NON-OPERATING ROOM LOCATIONS.

V. Back up plan after Discharge

• Clear documentation should be maintained with regard to the 
patients status, vitals at the time of discharge and the parent or 
caregivers signature taken at the time of discharge.

• Appropriate instructions should be given to a reliable adult, 
regarding diet, medication and assessment of activity level in the 
next 24 hours.

• Attendants should be provided with a list of warning signs and 
actions to be taken. (Let the care taker repeat the instructions 
given to ensure they have understood (closed loop 
communication)

• Children who required repeat doses of medications or reversal 
agents (e.g., naloxone, flumazenil) should preferably be admitted 
and monitored overnight in the hospital

• Designate an ICE area for day care patients where 24 hours care is 
available

• A satisfaction score of services provided can also be taken

Key points
 

• NORA locations demands for thorough patient evaluation, 
meticulous planning, experienced team, a well equipped 
setup & multidisciplinary approach.

• Choice and route of sedative agent depend upon age, 
procedural requirement & day care facilities

• Supplement with non –pharmacological behavioural 
modification strategies and other procedure specific 
medications/antibiotic prophylaxis should be used.

• Practice guidelines/algorithms are useful tool, but in actual 
scenarios, judgement and vigilance of attending team plays 
a vital role.

Titrating sedative agents will remain an art, 
supplemented with monitors this is practiced with 

more confidence.

IV. Patient care after the procedure

• Monitor in a well-equipped recovery area, Suction 
apparatus

• An oxygen source to provide more than 90% oxygen
• Bag-valve-mask device for positive pressure ventilation
• Monitoring should be continued till the discharge criteria 

are met
• Age appropriate pain and recovery scores are used

Ramsay sedation scale

Patient anxious, agitated or restless 1

Patient co-operative, oriented and tranquil 2

Patient asleep, responds to commands only 3

Patient asleep, responds to gentle shaking, light 
glabellar tap or loud auditory stimulus

4

Patient asleep, responds to noxious stimuli such as 
firm nail bed pressure

5

Patient asleep, has no response to firm nail-bed 
pressure, other noxious stimuli

6

Acceptable sedation     2,3 or 4
Excessive sedation         5 or 6

Pediatric Sedation ….. complications

Complication Etiology

Pain Procedural pain

Delayed 
awakening

Prolonged drug action, hypoxia, hypercarbia and 
hypovolemia

Agitation Hypoxia, hypercarbia, full bladder, paradoxical 
reactions, emergence reactions

Nausea Vomiting Sedative agents, premature oral feeds

Tachycardia
Bradycardia 

Pain, hypovolemia
Vagal stimulation, opioids and hypoxia

Hypoxia Laryngospasm, airway obstruction, over 
sedation, aspiration

III Preparation, Monitoring, peri-procedural Care

• Establishing rapport, Confirm fasting status.

• Quick reassessment (Missed findings, Loose tooth, Cardiac valve etc)

• Identification of problem areas / risk (Mild, Moderate, Severe)

Non- Sedative 

• Some patients may require glycolytic agents, local anaesthetics and 

antibiotic prophylaxis.

• Aspiration prophylaxis (Ranitidine 2mg/kg & Metoclopramide 

0.2mg/kg) for patients with high risk for aspiration

• Anti-epileptics to be continued in children who are already taking,

Sedative agents

• Propofol/Midazolam/Ketamine (either alone or in combination)

• Dexmedetomidine IV/ intranasal  or Oral Clonidine .

I. Appropriate infrastructure and manpower

• Identify areas where patients will be Evaluated, Monitored, 
Sedated and Recover after the procedure. The set up should 
have facilities to tackle the worst possible scenario

• Dedicated TEAM familiar with the location and Resources 
available (Trained in basic and Advanced Pediatric 
Resuscitation, Airway management and adequate experience 
in handling adverse events in these resource limited areas.  

II. Patient Evaluation and Written Informed Consent 

• Challenge- variable Age groups Neonates to Teenagers.
• Predesigned structured Performas ensure detailed evaluation. 

Review medical/ anesthetic records to learn about previous 
adverse events

• Spend adequate time with the care- takers to allay their fears 
and apprehensions. Use play therapy/distraction methods to 
get maximum information. Discuss how child expresses pain, 
hunger, thirst etc. confirm fasting status.

• Ask about Medical facilities available in patients surrounding 
area and mode of transportation.

• Obtain appropriate Written Informed Consent.

RED FLAGS: Identify patients who may not tolerate/

deteriorate during or after procedure.

Investigate for associated problems, their sequel and chalk out a 

safe management strategy.

Clear liquids                                               2 Hours

Breast milk                                                 4 Hours

Infant formula/Other milk                       6 Hours

Solids                                                           8 Hours

ENSURE FASTING but AVOID PROLONGED FASTING DUE 

TO DELAY IN PROCEDURE Clear fluid/juice up to 2 
hours prior to expected procedure 

Craniofacial defects, 

compromised airways

Acute Respiratory Distress.

Uncorrected/ severe cardiac 

anomalies.

Serious neurological disorders.

Allergic predisposition.

Patients with special needs/ 

syndromic babies

Previous failed sedation with 

sequel

IAPA Fasting Guidelines 2023 www.iapaindia.com/guide-lines.html

• Heart rate monitoring

• Intermittent measurement of blood pressure

• Respiration using capnography

• Continuous oxygenation monitoring using SpO2 with audible alarm. 

(O2 supplementation FiO2 0.24-0.40, if SpO2 is<94%: FiO2  0.6-1)

    Area compatible Equipment/Monitors to avoid mishaps eg.  In MRI, 

interventional radiology suites

IAPA Monitoring Guidelines 2016 www.iapaindia.com/guide-lines.html.

Premedication 

Drug Route & Dose (mg/kg) Onset (min) Effects Disadvantages 

BENZODIAZEPINES

Midazolam Oral: 0.25-0.5 (Max 10-
15mg)

15 – 30 Sedation
Amnesia
Reduced 
propofol 
consumption
Less 
postoperative 
behavioral 
changes

Paradoxical agitation, 
hiccups 
Bitter after taste
Burning sensation in nose
May cause respiratory 
discomfort with narcotics

Sublingual: 0.2-0.3 10-15 

Intranasal: 0.2-0.3 (1 
puff=0.5mg)

10 

Intravenous 0.025-0.1
Max: 6mg for 6 months-5 
yrs & 10 mg for age >6 yrs

5

PHENCYCLIDINE DERIVATIVES 

Ketamine 
Better 
avoided 
under 2 
years

Oral: 6-8 20-30 Sedation and 
analgesia

Increased salivation,               
(Anti-Sialogogue required: 
Atropine/Glycopyrrolate 
0.01mg/kg)
Nystagmus, Dissociative 
state

Nasal transmucosal 4-6 20-30 

Intramuscular: 3-6
Ketamine 3-6mg/kg with 
midazolam 0.5mg/kg better 
than either alone

15-20
8-10

IV : 0.25-0.5

ALPHA 2 AGONIST (DEXMEDETOMIDINE)

Dexmedeto
midine

Clonidine 

Nasal: 2-4 mcg/kg Sedation and 
analgesia
No respiratory 
adverse event

Hypotension
Bradycardia

Intravenous 
Bolus 1mcg/kg over 10 mins
→ 0.2-0.7 mcg/kg /hr infusion.         
Oral  2-4 mcg/kg 
IV  Bolus 2mcg/kg → 0.2 mcg/kg/hr 
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