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References


	Paediatric procedural sedation 
in the emergency department:

Risk assessment and record form
	AFFIX PATIENT LABEL


	Date:
Time:

	Procedure:


	Sedation agent used

	(
N2O
N2O inhaled:
O2 %:
N2O %:
Duration (minutes):

	(
Ketamine

Route of administration:
Total dose:

	(
Other agent:

Route of administration:
Total dose:


	Sedation team
	Name
	Pre-procedure check (‘time-out’) completed. Two to sign.

	Proceduralist
	
	

	Sedation nurse
	
	

	Sedation doctor (if required)
	
	


* No. column below – refer to corresponding number on back of this form.

	Pre-procedure (This section should be completed prior to the procedure)
	No.*

	(
Sedation drug – recorded on medication chart
	

	(
Allergies – recorded on medication chart
	

	(
Weight in kg – recorded on medication chart and observation chart
	

	(
Risk assessment checked
List if any:
	1

	(
Exclusion criteria checked
List if any:
	2

	(
Minimum fasting time completed
Actual fasting time: solids_____ hr
liquids_____ hr
	3

	(
Location and equipment checked and functioning
	4

	(
Adequate staff available
	5

	(
Risks discussed, consent obtained and sedation handout given to parents
	

	(
‘Time out’ or ‘positive patient identification’ Tick and sign above
	6

	(
Non-pharmacological techniques planned (for example, distraction box, DVD set up to watch)
	

	(
Baseline vital signs recorded on observation chart prior to commencing sedation
	

	During procedure
	

	(
Continuous oximetry, plus ECG monitoring and BP every five minutes for parenteral agents. 
Vital signs documented every five minutes.
	

	(
All IV sedation drugs administration by a credentialed physician
	

	(
Depth of sedation score:
	7

	Post procedure
	

	(
Staff present continuously, vital signs recorded every 15 minutes once roused, quiet area for ketamine
	

	(
Nil orally until fully alert
	

	(
Fulfils discharge criteria
	8

	(
Post-sedation handout provided and discussed
	

	(
Side effect or adverse event of sedation:
( No
( Yes
List if any:
	

	Any other comments:
	


Reference: Paediatric procedural sedation: Emergency department manual 2013.

	1
Risk assessment
	· Risk of laryngospasm or upper airway obstruction, e.g. upper respiratory tract infection, craniofacial abnormalities, snoring, sleep apnoea, stridor

· Risk of vomiting or aspiration, for example, vomiting, bowel obstruction, 
gastro-oesophageal reflux

· Significant respiratory disease, for example, asthma exacerbation, pneumonia

· Cardiovascular impairment, for example, cardiac disease, pulmonary hypertension, hypovolaemia, sepsis

· Abnormal conscious state/risk of raised ICP, for example, head injury, meningitis, space occupying lesion, significant neurological disease, for example, neuromuscular disorder

· History of sedation failure, sedation adverse events or allergy
· Age <one year

· Moderate or severe systemic disease which limits activity
	Any positive findings on risk assessment or exclusion criteria indicate that sedation in the emergency department is likely to be 
contraindicated.

Approval of the designated authorising officer is required.

	2
Exclusion 
criteria
	Nitrous oxide

· <three years (relative)

· Head injury or loss of consciousness

· Chest injury, pneumothorax, lung cyst

· Bowel obstruction
· Middle ear disease eg otitis media

· B12 or folate deficiency

· Abnormal homocysteine metabolism
	Ketamine

· <one or >12 years (relative)

· Glaucoma

· Head injury, CNS lesion, epilepsy

· ADHD, psychosis
	· 

	3
Fasting times
	Nitrous oxide: two hours for solids and liquids
	Ketamine: four hours solids, 
two hours liquids
	

	4
Location and equipment
	· Location prescribed in policies and procedures available and checked

· Functioning suction device

· Bag-mask-valve set up for appropriate size and able to deliver O2
· O2 available by mask

· Pulse oximetry operative, plus ECG monitoring operative for ketamine and IV midazolam

· Blood pressure monitoring operative for ketamine and IV midazolam

· Resuscitation trolley with paediatric airway equipment in ED

	5
Adequate staff available
	For nitrous oxide inhalation: two staff available (one credentialed)

For parenteral sedation: three staff available plus senior doctor available; 
two credentialed for parenteral agents 

	6
Pre-procedure activities complete 
(time-out)
	Both staff involved in the procedure will confirm the following:

· The patient’s identity checked by ID band or positive identification

· Confirm or mark site (if applicable)

· Procedure to be performed

	7
Details of sedation score (UMSS)
	0 =
Awake

1 =
Minimally sedated (may appear tired/sleepy, responds to verbal conversation and/or sound)

2 =
Moderately sedated (somnolent/sleeping, easily roused with light tactile stimulation or simple verbal command)

3 =
Deep sedation (deep sleep, rousable only with deep or significant physical stimulation)

4 =
Unrousable

	8
Discharge criteria
	· Resumption of pre-sedation level

· Resumption of purposeful neuromuscular activity

· Ability to ambulate (if appropriate) or able to sit without support

· Ability to verbalise appropriate to age

· Final set of vital signs are within normal limits for the child’s age

· Ability to tolerate oral fluids 


This form or equivalent should be filed in the patient’s medical record.
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