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Procedural sedation and analgesiain
pediatric emergency department

Do Kyun Kim

Department of Emergency Medicine, Seoul National University Hospital, Seoul, Korea

The frequency of procedures in the emergency department has increased with changes in the medical environment and the
demands of the times. Especially in children, sedation and analgesia are often inevitable due to the difficulty in seeking
cooperation. Procedural sedation and analgesia is essential for successful completion of procedure, but the medical personnel
who perform it must be prepared for complications caused by medications. Safe procedural sedation and analgesia requires
well-trained medical personnel and well-prepared equipment, including appropriate patient assessments and choice of
medications, faithful monitoring, and resuscitation. This review focuses on understanding of sedation processes, patient
evaluation, medications, and monitoring.
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Table 1. The ASA physical status classification system
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ASA class Definition Example
| A normal hedlthy patient Unremarkable medical history
Il A patient with mild systemic disease (no Mild asthma, controlled seizure disorder, anemia,
functional limitation) and controlled DM
11 A patient with severe systemic disease (definite Moderate to severe asthma, poorly controlled seizure,
functional limitation) pneumonia, poorly controlled DM, and
moderate obesity
\Y A patient with severe systemic disease that is Severe BPD, sepsis, and advanced degrees of
aconstant threat to life pulmonary, cardiac, hepatic, renal or
endocrine insufficiency
\% A moribund patient who is not expected to survive Severe cardiomyopathy requiring heart

without the operation

transplantation

Modified from https://www.asahg.org/standards-and-guidelines/asa-physi cal - status-cl assification-system®.
ASA: American Society of Anesthesiologists, DM: diabetes mellitus, BPD: bronchopulmonary dysplasia
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Table 2. The modified Aldrete scoring system
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Subject Content Score*
Activity Able to move al extremities voluntarily on command 2
Able to move 2 extremities voluntarily on command, some weakness 1
Unable to move extremities 0
Respiration Able to breathe deeply and cough without assistance 2
Requires airway assistance 1
Apnea 0
Circulation Blood pressure + 20% of pre-sedation level 2
Blood pressure + 20%-49% of pre-sedation level 1
Blood pressure = 50% of pre-sedation level 0
Consciousness Fully awake, able to answer questions as appropriate 2
Arousable with verbal stimulation 1
Unresponsive 0
Oxygenation Ableto maintain O, saturation > 92% on room air 2
Requires supplemental O, to maintain O, saturation > 90% 1
O, saturation < 90% even with supplement O, 0
Modified from Aldrete. J Clin Anesth 1995;7:89-91, with permission of Elsevier.
* A total score > 9isrequired for discharge.
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Appendix 1. Example of an instruction letter form used by Seoul National University Children’s Hospital for discharged children
after the sedation
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