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PURPOSE 
To direct caregivers on the safe assessment, drug administration, monitoring, documentation, and recovery of 
patients who are 6 months or older and receiving moderate or deep sedation.  
 
POLICY STATEMENT 
Sedation for procedures will be given by competent staff in approved settings and monitored consistently 
throughout the organization. This policy is in accordance with the guidelines set by the American Academy of 
Pediatrics, the American Society of Anesthesiologists, the American College of Emergency Physicians, and 
The Joint Commission.  
 
These guidelines are for the management of patients when the intent is to provide moderate or deep 
sedation for diagnostic or therapeutic procedures. A true state of moderate sedation is difficult to achieve in 
pediatric patients less than 6 years of age. A high level of vigilance is required when sedating this younger 
age group.  
 
This policy does not apply to the following: 

 General anesthesia or major conduction anesthesia 

 Post-operative analgesia 

 Patients receiving peripheral nerve blocks, local or topical anesthesia 

 Sedation of patients undergoing intubation, or who are already intubated and on mechanical 
ventilation in a critical care unit, the operating room, and/or trauma setting 

 End of life care 

 Class 4 and 5 patients, see “Classification of Physical Status by the American Society of 
Anesthesiologists (ASA) to Identify Potential Risks for Sedation” under Pre-sedation Assessment 
and Preparation 

 
DEFINITIONS 

Classification: Administrative  Policy Number: ADM074 

Subject: 
Moderate and Deep 
Sedation 

Effective Date: 10/98 

Contact 
Position: 

CMO Date Reviewed:  

Page: 1 of 9 Date Revised: 
3/01, 6/01, 7/01, 8/01, 4/02, 8/04, 8/06, 5/07, 
12/08, 2/09, 7/09, 2/10, 5/10, 7/10, 11/10, 
8/12, 2/13, 6/13, 3/14, 5/15, 2/16, 7/19 

     Applies to Children’s Enterprise with no exception 
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Definitions of the levels of sedation and anesthesia are described below.  For management of minimal 
sedation, please reference Policy ADM238. Dissociative sedation is considered a category of moderate 
sedation and is subject to the same requirements. 
 
Minimal sedation (anxiolysis) 
A drug-induced state during which patients respond purposefully to verbal commands.  Although cognitive 
function and coordination may be impaired, ventilatory and cardiovascular functions are unaffected.  
 
Moderate sedation 
A drug-induced depression of consciousness during which patients respond purposefully to verbal 
commands (reflex withdrawal from painful stimulus is not considered a purposeful response) either alone or 
accompanied by light tactile stimulation.  No interventions are required to maintain a patent airway, and 
spontaneous ventilation is adequate.  Cardiovascular function is usually maintained. 

 Dissociative sedation:  A trance-like cataleptic state characterized by profound analgesia and 
amnesia, with retention of protective airway reflexes, spontaneous respirations, and 
cardiopulmonary stability.   

 
Deep sedation 
A drug-induced depression of consciousness during which patients cannot be easily aroused but respond 
purposefully after repeated or painful stimulation. The ability to independently maintain ventilatory function 
may be impaired.  Patients may require assistance in maintaining a patent airway and spontaneous 
ventilation may be inadequate. Cardiovascular function is usually maintained. 
 
Anesthesia 
Consists of general anesthesia or major regional anesthesia.  It does not include local anesthesia.  General 
anesthesia is a drug-induced loss of consciousness during which patients are not arousable, even by painful 
stimulation.  Patients often require assistance in maintaining a patent airway, and positive pressure 
ventilation may be required because of depressed spontaneous ventilation or drug induced depression of 
neuromuscular function.  Cardiovascular function may be impaired. 
 
COMPETENCY 
Practitioners must be credentialed to provide moderate or dissociative sedation or anesthesia or practice 
within a scope of service (SOS) that includes sedation granted by Children’s Hospital and Medical Center. 
Prior to privileging, or granting an appropriate SOS, practitioner competency must be established. Privileges are 
granted through the Medical Staff Office (reference Privilege Request Form).  Staff will check that the ordering 
provider has privileges during the pre-sedation assessment via the physician privileges link on the intranet.   
 
Residents may be privileged to administer and manage patients undergoing moderate or dissociative sedation.  
The resident’s attending physician must also have the sedation privilege and must include their attending’s 
name in the sedation order so that the attending physicians’ sedation privilege can be verified. If the attending 
physician does not have the privilege, the resident cannot order moderate or dissociative sedation 
 
Licensed Care Providers (LCP): RNs and Paramedics responsible for monitoring sedated patients must 
successfully complete orientation, a self study course and pass a test regarding the care of the sedated patient, 
as well as be certified in PALS/NRP. Biennial review of sedation practices will be completed in odd years.  

 

PROCEDURE  

GENERAL REQUIREMENTS: 
Any area of the hospital in which sedative agents are administered will have resuscitation capability: 

1. Crash cart 
2. Oxygen and oxygen delivery devices (bag-mask for infants, toddlers, children and adults) 
3. Wall suction or a suction apparatus with appropriate size suction catheter 
4. Monitoring equipment including pulse oximetry (measures heart rate and oxygen saturations), 

cardiorespiratory monitor , stethoscope, and mechanism to assess blood pressure and end tidal 
CO2 (to monitor ventilation) 

5. Reversal agents (see medication table) 
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The Procedure for moderate or deep sedation is divided into the following steps and will be described in 
detail below: 

1. Pre-sedation assessment and preparation 
2. Procedure verification 
3. Sedation 
4. Post-sedation monitoring 

 
I.  PRE-SEDATION ASSESSMENT AND PREPARATION 
The practitioner prescribing the medication must perform the pre-sedation physical exam. The physical 
exam will include level of consciousness and an evaluation of the airway to assess for potential difficulties 
with assisted ventilation if needed. 
 
Practitioner Responsibilities: 

1. Obtain informed consent from patient/parent/guardian for moderate or dissociative or deep sedation, 
unless obtained as part of invasive procedure consent. Sedation involves more than minimal risk to 
the patient, and specific informed consent is required.   

2. Complete a pre-sedation assessment within 30 minutes of initiation of sedation.   
3. A pre-sedation note, including positive findings and a management plan, must include: 

a. Allergies and adverse drug reactions 
b. Medications, including prescriptions, over-the-counter, illicit drugs or natural products 
c. Relevant disease, physical abnormalities, hospitalizations, and pregnancy 
d. History of prior sedation, general anesthesia, and any related complications 
e. Classification of physical status by the American Society of Anesthesiologists (ASA) to 

identify potential risks for sedation (See table below).  
 

Classification of Physical Status by the American Society of Anesthesiologists (ASA) to Identify Potential Risks for Sedation 

 Class Description Example Suitability for 
sedation 

Practitioner may 
manage 

1 A normal healthy patient Unremarkable medical history Excellent 

Practitioner may 
manage 

2 A patient with mild systemic 
disease (no functional limitation) 

Controlled seizure disorder, anemia, 
moderate obesity, VSD without CHF, Type I 
diabetes mellitus in good control, localized 
or systemic infection under treatment 

Generally good 

Practitioner with limited 
sedation experience 
should consider 
anesthesia consult 

3 A patient with severe disease that 
is not controlled (definite 
functional limitations) 

VSD with CHF, cystic fibrosis, cyanotic 
congenital heart disease, uncontrolled 
hypertension, infection with fever or sepsis, 
poorly controlled diabetes mellitus.  
*Children with poorly controlled asthma 
should not be sedated. 

Intermediate to 
poor 

Anesthesia must 
manage 

4 A patient with severe systemic 
disease that is constant threat to 
life 

Severe bronchopulmonary dysplasia, 
sepsis, advanced degree of pulmonary, 
cardiac, hepatic, renal or endocrine 
deficiency including acute or end-stage 
organ failure, hypotension or shock, 
diabetic ketoacidosis, or coma of any cause 

Poor, benefits 
rarely outweigh 
risks 

Anesthesia must 
manage 

5 A moribund patient who is not 
expected to survive without 
operation 

Septic shock, severe trauma Extremely poor in 
non-ICU setting 

 

f. The following clinical features should also be documented.  Patients with these features 
should receive sedatives only if the benefits of sedation outweigh the risks.   Physicians with 
limited sedation experience who are managing these high risk patients should consider an 
Anesthesiology consult prior to administering sedation.  

i. Snoring, stridor or sleep apnea 
ii. Craniofacial malformation such as Goldenhar’s, Treacher-Collins, Pierre-Robin, 

Crouzon, achondroplasia, or any other mid-face developmental anomalies 
iii. Trisomy 21 or other genetic anomalies that may impact the airway 
iv. History of airway difficulty 
v. Vomiting, bowel obstruction 
vi. Gastroesophageal reflux 
vii. Pneumonia or oxygen requirement 
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viii. Asthma or bronchospasm 
ix. Significant obesity 
x. Short neck 
xi. Small mouth opening 
xii. Hypovolemia, cardiac disease 
xiii. Sepsis 
xiv. Altered mental status 
xv. History of sedation failure 
xvi. Inadequate NPO time 

 
4. Anesthesia consultation:  if practitioner determines the child is not a candidate for sedation and that 

the procedure is still indicated, they should consult Anesthesiology. 
5. An immediate pre-sedation assessment must be done and documented within 30 minutes of 

giving sedative medication to verify sedation remains appropriate. If the practitioner ordering 
the sedation will not be in attendance during the sedation, arrangements will be made to have 
another practitioner designated to complete the immediate pre-sedation assessment. 

a. Review of the pre-sedation evaluation, verifying vital signs, cardiorespiratory status and level 
of consciousness have not significantly changed from previous evaluation and the planned 
sedation remains appropriate. 

6. Confirm NPO status 
7. For IV sedation, order IV to be started if not already present. 

 
Staff Responsibilities: 
1. Staff will perform baseline cardio-respiratory, neurological, and neurovascular assessments. Vital signs, 

including weight, heart rate, blood pressure, respiratory rate, temperature, and oxygen saturation will be 
obtained, along with pain score.  Place patient on end-tidal CO2 to measure ventilatory function. 

2. Staff will calculate the patient’s baseline Modified Aldrete score (Appendix B).  
3. Staff will verify that the practitioner has completed the pre-sedation assessment and plan before 

pursuing the next steps of sedation administration. 
4. Staff will verify that the practitioner(s) providing sedation medication is(are) privileged to do so. 
5. Notify practitioner of scheduled time for sedation after receiving time for procedure. 
6. Do NOT administer sedation medications until practitioner immediate (within 30 minutes of sedation) 

pre-sedation assessment is completed. 
 
NPO and Aspiration Risk 
All patients must be NPO prior to sedation and should not have more than minimal risk factors for aspiration. 
The recommended minimum NPO times according to the ASA Practice Guidelines1 are as follows: 
 Solids and infant formula—6 hours 
 Breast milk—4 hours 
 Clear liquids—2 hours 
 
Patients may be at risk of aspiration under these circumstances: 
1. Full stomach   
2. Abnormal airway or reflexes due to pre-existing disease such as cerebral palsy 
3. History of gastroesophageal reflux 
4. Abnormal esophageal motility, e.g., children following TE fistula repair 
5. Hiatal hernia 
6. Acute intraabdominal pathology, e.g., pyloric stenosis, bowel obstruction, appendicitis, etc. 
7.   Decreased intestinal motility in conditions such as sepsis 
 
Practitioner should order NPO time frame based on child’s feedings and procedure to be performed.   
 
For emergent or urgent procedures that should be performed before the recommended NPO time has 
elapsed, justification for the procedure and discussion of risks/benefits with patient/family should be 
documented (unless not possible).2. This includes documenting in the medical record that this is a true 
condition that requires urgent intervention. 
 
Staff will initiate NPO status after receiving scheduled time for procedure with sedation.  They will verify 
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period of NPO prior to start of sedation.   
 
II. PROCEDURE VERIFICATION 
Correct patient, correct procedure and correct site will be verified according to the procedures outlined in the 
Patient Care Policy: Surgical/Procedural Verification:  Correct Patient, Correct Site, Correct Procedure.  The 
practitioner and staff are responsible for completing this process and documenting according to the above 
policy. 
 
III. SEDATION MANAGEMENT 
 
Moderate & Dissociative Sedation 
Practitioner Responsibilities: 

1. Practitioner should remain present until airway stability is ensured. 
 
Staff Responsibilities: 

1. Ensure that a practitioner or staff is designated to monitor the patient during the procedure and 
through recovery (including transport) in addition to the LCP who is assisting the practitioner with the 
procedure.  

2. Patient monitoring will be equivalent to, and not less than, the level of monitoring prior to sedation (if 
EKG is monitored on the floor it must be monitored during transport and procedure). 

3. Initiate continuous cardiac monitoring for patients with known cardiovascular disease or 
dysrhythmias.  

4. Before initiating sedation, obtain and document baseline vital signs (HR/RR/BP/oxygen 
saturation/pain level). 

5. After administration of sedation and during the procedure monitor oxygen saturation, HR, and end-
tidal CO2 continuously for all patients with alarms set appropriately and continuously audible. 

6. Maintain airway patency by positioning child’s head. 
7. Administer supplemental oxygen to maintain O2 saturation of greater than 92% (see Management of 

Hypoxia below). 
8. Document vital signs (HR/RR/BP/ oxygen saturation/ pain level) and sedation level using the Aldrete 

score or the N-PASS sedation score every five minutes or more frequently as indicated until patient 
meets criteria for discontinuing sedation monitoring. 

 
FOR MRI ONLY:  

1. Blood pressure monitoring may be postponed if it interferes with the patient falling asleep as long as 
the patient is hemodynamically stable. 

2. Blood pressure monitoring may be postponed during a procedure if it would disturb the completion of 
the procedure. 

3. If blood pressure monitoring is being postponed, vigilance toward heart rate, oxygen saturation and 
cardiac rhythm is required.  

4. Sedation score (Aldrete score or N-PASS) may be postponed if unable to visualize the patient. 
 
INTRAVENOUS ACCESS: 
For patients receiving moderate sedation, IV access must be in place at the start of the procedure.  It should 
be maintained until the patient is no longer at significant risk for cardiorespiratory depression. 
 
Management of Hypoxia/Apnea during Sedation 

1. Staff should notify the practitioner if not already present. 
2. Administer reversal agent (see Appendix A) as indicated and continue to assess the patient for 

cardiorespiratory depression.  This may be especially helpful in cases where airway control and 
positive pressure ventilation is difficult.  

3. Providers should encourage or stimulate the patient to breathe deeply.  Provide positive pressure 
ventilation with a bag-mask resuscitation bag if spontaneous ventilation is not adequate. 

4. Provide supplemental oxygen to maintain goal saturation of 92% or greater. 
 

Unintentional Deep Sedation: 
Patient’s unintentionally entering deep sedation will have their level of care escalated. 
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Practitioner Responsibilities: 
1. Initiate life support measures as needed for patients who unintentionally enter deep sedation.  
2. Ensure adequacy of ventilation with end-tidal CO2 monitoring. 
3. Provide thorough report to persons accepting patient post procedure. 

 
Staff Responsibilities: 

1. Initiate life support measures as needed for patients who unintentionally enter deep sedation.  
2. Record assessment and monitor the patient. Additional staff must assist with the procedure. 
3. Obtain vital signs every 5 minutes or more frequently as indicated 
4. Maintain continuous pulse oximetry. 
5. Maintain airway patency by positioning child’s head. 
6. Administer supplemental oxygen to maintain O2 saturation of greater than 92%. 
7. Ensure adequacy of ventilation (end-tidal CO2 monitoring). 
8. Provide thorough report to persons accepting patient post procedure. 

 
Intentional Deep Sedation: 
Deep sedation will only be administered in critical care areas (OR, PACU, PICU, NICU, Cath Lab, 
Emergency Department, Radiology) by attending physicians experienced in airway management and rescue 
from general anesthesia. CRNAs, anesthesiology residents or fellows may provide deep sedation with 
anesthesiologist supervision. 
 
Practitioner Responsibilities: 

1. Administer deep sedation medications 
2. Remain with patient and assist with monitoring until significant risk of inadvertent loss of airway is no 

longer present 
3. Initiate life support measures as needed 
4. Ensure adequacy of ventilation (end-tidal CO2). 
5. Provide thorough report to persons accepting patient post procedure 

 
Staff Responsibilities: 

1. Initiate life support measures as needed. 
2. Record assessment and monitor the patient.  
3. Obtain vital signs every 5 minutes or more frequently as indicated 
4. Maintain continuous pulse oximetry. 
5. Maintain airway patency by positioning child’s head. 
6. Administer supplemental oxygen to maintain O2 saturation of greater than 92%.  
7. Ensure adequacy of ventilation (end-tidal CO2 monitoring). 
8. Provide thorough report to persons accepting patient post procedure. 

 
IV.  POST-SEDATION MONITORING 
The sedated patient will receive post procedure monitoring until the patient’s status returns to baseline.  
Discharge determination should be based on the Aldrete criteria or the sedation portion of the N-PASS. (See 
Appendix B).  The patient will be discharged once baseline criteria (based on Aldrete or N-PASS scoring) 
have been reached and maintained for at least 30 minutes. Refer to scoring grids at end of this policy. 
Discharge may include discharge to home, transfer to another area, or discontinuation of frequent sedation 
monitoring once post recovery monitoring is complete. 
 
Practitioner Responsibilities: 

1. Complete standardized sedation note including procedure completed, medications administered and 
patient tolerance of procedure and sedation/analgesia.   

2. Be available in the event of hypoxia or increased sedation after the procedure 
 
Staff Responsibilities: 

1. After completion of the procedure, document the time the procedure ended. 
2. Document all medications administered. 
3. Immediately assess the patient’s status including physiological status, mental status, and pain level 

to begin sedation recovery monitoring.   
4. The patient is monitored every 5 minutes until the patient’s status returns to baseline.  
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5. Patient will be monitored every 15 minutes for 30 minutes after return to baseline status using the 
Modified Aldrete score to assure that patient is ready for discharge and will not become re-sedated. 

6. For inpatients: Verbal report must be given to the responsible LCP  if different than the LCP 
providing sedation care. The LCP providing sedation care will remain with the patient until care is 
transferred.  

7. For outpatients: Parents/guardian should be advised on post sedation care included on the written 
post-sedation teaching sheet. Activity should be supervised for 12 hours. The patient should not 
drive, ride a bicycle, swim or use machinery for 24 hours following sedation. 

8. Document patient/family teaching as appropriate 
9. Document patient disposition (transfer or dismissal) 

 
 
 
References: 
1. Adapted from Sedation Guided Risk Assessment Tool; Risk Reduction in Pediatric Procedural Sedation 

by Application of an American Academy of Pediatrics/American Society of Anesthesiologists Process 
Model; Pediatrics 2002: 109;236-243 

2. ASA Practice Guidelines. Anesthesiology: V96, No 4. March 2018, p. 1007 
3. Bailey et al.  Review of intranasally administered medications for the use in the Emergency Department.  

The Journal of Emergency Medicine, Vol 53, No 1, pp38-48. 
 

4. Clinical Policy: Procedural Sedation and Analgesia in the Emergency Department. Ann Emerg Med. 
2014;63:247-258. 

5. Fantacci et al.  Intranasal Drug administration for the procedural sedation in children admitted to the 
pediatric Emergency Room.  European Review for the Medical and Pharmacological Sciences.  2018; 
22: 217-222. 

6. Godwin et al. Clinical Policy: Procedural Sedation and Analgesia in the Emergency Department.  Ann 
Emerg Med. 2014;63:247-258. 

7. Klein et al. A randomized clinical trial comparing oral aerosolized intranasal and aerosolized buccal 
midazolam. Seattle Children’s hospital annals of emergency medicine. October 2011 Vol. 58 No 4.  

8. Lexicomp Online, Pediatric and Neonatal Lexi-Drugs Online, Hudson, Ohio: Wolters Kluwer Clinical 
Drug Information, Inc; 2019; accessed March 5, 2019 

9. Prescribers’ Digital Reference 2019 
10. The Joint Commission Hospital Accreditation Standards Manual 2013 

../../lmaskin/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/AppData/Local/Microsoft/Windows/acep%202014%20recommendations.pdf
../../lmaskin/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/AppData/Local/Microsoft/Windows/acep%202014%20recommendations.pdf


 

 

Page 8 of 9                                                                                                                                              ADM074 – Moderate and Deep Sedation 

APPENDIX A: RECOMMENDED MEDICATIONS FOR MODERATE, DISSOCIATIVE, AND DEEP SEDATION 
The following medications are recommended to obtain intended levels of sedation.  Patient monitoring, intervention, and recovery should be 
based on the intended and actual level(s) of sedation achieved, rather than on the particular medication used or dosage administered.  
Medication selection and dosages should be adjusted as appropriate to address the individual patient’s condition and response. 
 
MODERATE SEDATION 
Consider reducing doses if giving multiple classes of drugs, such as combining an opioid with a benzodiazepine. 

Medication Route Dose  Repeat dose Onset Duration Side effects Antidote  

Dexmedetomidine Nasal 
 
 
 
 

2-4mcg/kg 
Max dose:  200mcg 
 

N/A  
5-10 
min 

 
60-120 
min 

Hypotension 
bradycardia, 
hypertension,  
hypoxia, 
hypoventilation 

None 

 
 
 
 
Diazepam 

 
IV 

Infants/children: 0.05-
0.1mg/kg 
 
Max dose 0.25mg/kg 

½ of initial dose  
 
 
 
1-3 
min 

 
 
 
 
60-120 
min 

Amnesia, 
confusion, 
respiratory 
depression 

Flumazenil: 
0.01mg/kg (max 
0.2mg/dose) given IV 
over 15 sec; may 
repeat every 1 min to 
max dose of 0.05 
mg/kg or 1mg, 
whichever is lower. 

Adolescents: 0.1mg/kg 
 
Max dose: 5mg 

2.5mg 

 
 
 
 
 
 
 
Fentanyl 

Nasal >10kg: 
1-2mcg/kg 
 
Max dose 100mcg 

0.75mcg/kg after 
10 min 

5-
10min 

 
 
 
 
 
 
30-60min 

Apnea, 
hypotension 
 
May cause chest 
wall rigidity if IV 
given rapidly 

Narcan (naloxone) 
0.01mg/kg IV; repeat 
dose every 2-3 min as 
needed; Watch for at 
least 2 hours to detect 
re-sedation 

 
IV/IM 

Infants and children: 
0.5-1 mcg/kg 
 
Max dose: 1mcg/kg 

½ dose in 3-5 min  

Adolescents: 0.5-1mcg/kg 
 
Max dose: 100mcg 

Full dose in 5 min 
OR use 25mcg 
doses at 5 min 
intervals to 
100mcg max 

 
 
 
 
Ketamine 

IM 2-5mg/kg 
 
Max dose: 5mg/kg 

May repeat 0.5-
1mg/kg every 5-
15 min prn 

 
 
3-10 
min 

Sedation 
15-30 
min 
 
Recovery  
60-120 
min 

Hallucinations, 
Hyper-salivation, 
tachycardia, 
increase in 
intracranial 
pressure 

None 

IV 1-2mg/kg 
 
Max dose: 5mg/kg 

May repeat 0.5-1 
mg/kg every  5-15 
min prn 

 
 
 
 
Lorazepam 
 

IM 0.02mg-0.1mg/kg 
 
Max dose: 4mg 

N/A 30-60 
min 

 
 
 
6-8 hours 

Bradycardia, 
hypertension 
or hypotension, 
nausea, vomiting, 
respiratory 
depression, 
apnea 

Flumazenil: 
0.01mg/kg (max 
0.2mg/dose) given IV 
over 15 sec; may 
repeat every 1 min to 
max dose of 0.05 
mg/kg or 1mg, 
whichever is lower. 
 

 
IV 

 
0.01-0.03mg/kg 
 
Max dose: 4mg 

0.01 – 0.03 
mg/kg 
every 20 
min prn 
max total dose 
4mg 

15-30 
min 

 
 
 
 
 
 
 
 
 
Midazolam 

 
 
 
IM 

0.1-0.15mg/kg 
 
Max total dose: 10mg 

0.1-0.15mg/kg 
max 10mg total  

 
~5 min 
 
 
 
3-5 
min 

Up to 6 
hours 
 
 
 
30-60 
min 

Amnesia, 
Confusion, 
respiratory 
depression, 
hypotension, 
agitation 

Flumazenil: 
0.01mg/kg (max 
0.2mg/dose) given IV 
over 15 sec; may 
repeat every 1 min to 
max dose of 0.05 
mg/kg or 1mg, 
whichever is lower. 
  

IV 
6 months -5 years: 0.05-
0.1mg/kg 
 
Max total dose 6mg 

0.05-0.1mg/kg 
max 6mg total 

 
~5 min 

 
Up to 6 
hours 

> 6 years: 0.025-
0.05mg/kg 
 
Max total dose 10mg 

0.025-0.05mg/kg 
Max 10mg total 

 
 
 
 
Morphine 

 
 
 
 
IV/IM 

0.05-0.1mg/kg 
 
Max dose: 4mg 

Every 5 min prn 
Max total dose 
4mg 

IV: 5-
10 min 
 
IM: up 
to 20 
min 

3-5 hours Nausea, vomiting, 
hypotension, 
respiratory 
depression,  
itching. Hives 
along vein; 
usually resolve in 

Narcan (naloxone) 
0.01mg/kg IV; repeat 
dose every 2-3 min as 
needed; Watch for at 
least 2 hours to detect 
re-sedation 
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5-10 min. 

DEEP SEDATION 
Use of Deep sedation is prohibited in the Medical/Surgical units and the Outpatient Clinics. 
Deep sedation may only be used with an attending physician present who is experienced in clinical airway management and rescue from 
general anesthesia. (Anesthesia, Critical Care or Emergency Medicine, Radiology). Deep sedation medications may not be administered by 
an LCP. 
Propofol does not have analgesic properties, for analgesia consider giving fentanyl or morphine prior to sedation 
 

Medication Route Dose  Onset Duration Repeat 
Dose 

Side Effects  Antidote 

Propofol IV 1mg/kg 1 min 10 min 0.5mg/kg 
every 3-5 
min prn 

Hypotension, 
Brief 
desaturation/ 
apnea 

None  
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APPENDIX B:  
 
MODIFIED Aldrete Post-anesthesia Recovery Score 
 

  Score 

Activity 
Able to move voluntarily or on command 

4 extremities= 
2 extremities= 
0 extremities= 

2 
1 
0 

Airway 
 

Able to deep breath and cough freely= 
Dyspnea, shallow or limited breathing= 
Apneic= 

2 
1 
0 

Consciousness Fully awake= 
Arousable on calling= 
Not responding= 

2 
1 
0 

Color Normal= 
Pale, dusky, blotchy, jaundiced, other= 
Cyanotic= 

2 
1 
0 

Total Score  

 
 

NEONATAL PAIN, AGITATION, & SEDATION SCALE (N-PASS) REVISED 
Use for infants < 100 days of age; + 1 if < 30 weeks gestation for infants  

Assessment 
Criteria 

Sedation Sedation/Pain Pain/Agitation 

 - 2 -1 0/0 +1 + 2 

Crying & Irritability No cry with painful 
stimuli 

Moans or cries 
minimally with 
painful stimuli 

No sedation/ No pain 
signs 

Irritable or crying at 
intervals; consolable 

High-pitched or 
silent-continuous 
cry; inconsolable 

Behavior State No arousal to any 
stimuli; No 
spontaneous 
movement 

Arouses minimally to 
stimuli; Little 
spontaneous 
movement 

No sedation/ No pain 
signs 

Restless, squirming, 
awakens frequently 

Arching, kicking, 
constantly awake or 
arouses minimally/ 
no movement, not 
sedated 

Facial Expression Mouth is lax; no 
expression 

Minimal expression 
with stimuli 

No sedation/ No pain 
signs 

Any pain expression 
– intermittent 

Any pain expression; 
continual 

Extremities & Tone No grasp reflex; 
flaccid tone 

Weak grasp reflex; 
decreased muscle 
tone 

No sedation/ No pain 
signs 

Intermittent clenched 
toes, fists or finger 
splay; body is not 
tense 

Continual clenched 
toes, fists or finger 
splay; body is tense 

Vital Signs: HR; RR; 
BP; SAO2 

No variability with 
stimuli; 
hypoventilation or 
apnea 

< 10% variability 
from baseline with 
stimuli 

No sedation/ No pain 
signs 

Increased 10-20% 
from baseline; SaO2 
76-85% with 
stimulation – quickly 
increases 

Increased > 20% 
from baseline; SaO2 
< 75% with 
stimulation – slow to 
increase; out of 
sync; fighting vent 

 
 

 


