Suggested Management of Apnea

‘ Bag/mask ventilation ‘ — successful

* unsuccessful

‘ Reposition the airway ‘ — successful

* unsuccessful

‘ Perform a jaw thrust ‘ — successful

* unsuccessful

‘ Insert oral airway ‘ — successful

* unsuccessful

\ Call for help \

'

‘ Insert nasal trumpet

‘ — successful

* unsuccessful

‘ Insert supraglottic device

— successful
(LMA of other)

l unsuccessful

‘ Tracheal intubation ‘ — successful

l unsuccessful

‘ Surgical airway ‘

FIGURE 3
Suggested management of apnea.

modify behavior and/or movement
so as to allow the safe completion of
the procedure; and (5) to return the
patient to a state in which discharge
from medical/dental supervision is
safe, as determined by recognized
criteria (Supplemental Appendix 1).

These goals can best be achieved by
selecting the lowest dose of drug with
the highest therapeutic index for the
procedure. It is beyond the scope of
this document to specify which drugs
are appropriate for which
procedures; however, the selection of
the fewest number of drugs and
matching drug selection to the type
and goals of the procedure are
essential for safe practice. For
example, analgesic medications, such
as opioids or ketamine, are indicated
for painful procedures. For
nonpainful procedures, such as
computed tomography or magnetic
resonance imaging (MRI), sedatives/
hypnotics are preferred. When both
sedation and analgesia are desirable
(eg, fracture reduction), either single
agents with analgesic/sedative
properties or combination regimens
are commonly used. Anxiolysis and

4

amnesia are additional goals that
should be considered in the selection
of agents for particular patients.
However, the potential for an adverse
outcome may be increased when 2 or
more sedating medications are
administered.62’127‘136‘173’235
Recently, there has been renewed
interest in noninvasive routes of
medication administration, including
intranasal and inhaled routes (eg,
nitrous oxide; see below).236

Knowledge of each drug’s time of
onset, peak response, and duration of
action is important (eg, the peak
electroencephalogram (EEG) effect of
intravenous midazolam occurs at
~4.8 minutes, compared with that of
diazepam at ~1.6 minutes?7723%),
Titration of drug to effect is an
important concept; one must know
whether the previous dose has taken
full effect before administering
additional drugs.”*” Drugs that have
a long duration of action (eg,
intramuscular pentobarbital,
phenothiazines) have fallen out of
favor because of unpredictable
responses and prolonged recovery.
The use of these drugs requires

a longer period of observation even
after the child achieves currently
used recovery and discharge
criteria.®>*3%72*1 This concept is
particularly important for infants and
toddlers transported in car safety
seats; re-sedation after discharge
attributable to residual prolonged
drug effects may lead to airway
obstruction.?%%3242 I particular,
promethazine (Phenergan; Wyeth
Pharmaceuticals, Philadelphia, PA)
has a “black box warning” regarding
fatal respiratory depression in
children younger than 2 years.**3
Although the liquid formulation of
chloral hydrate is no longer
commercially available, some hospital
pharmacies now are compounding
their own formulations. Low-dose
chloral hydrate (10-25 mg/kg), in
combination with other sedating
medications, is used commonly in
pediatric dental practice.
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GENERAL GUIDELINES

Candidates

Patients who are in ASA classes [ and
IT are frequently considered
appropriate candidates for minimal,
moderate, or deep sedation
(Supplemental Appendix 2). Children
in ASA classes III and IV, children
with special needs, and those with
anatomic airway abnormalities or
moderate to severe tonsillar
hypertrophy present issues that
require additional and individual
consideration, particularly for
moderate and deep sedation.®%2**+-249
Practitioners are encouraged to
consult with appropriate
subspecialists and/or an
anesthesiologist for patients at
increased risk of experiencing
adverse sedation events because of
their underlying medical/surgical
conditions.

Responsible Person

The pediatric patient shall be
accompanied to and from the
treatment facility by a parent, legal
guardian, or other responsible
person. It is preferable to have 2
adults accompany children who are
still in car safety seats if
transportation to and from

a treatment facility is provided by 1 of
the adults.?®°

Facilities

The practitioner who uses sedation
must have immediately available
facilities, personnel, and equipment
to manage emergency and rescue
situations. The most common serious
complications of sedation involve
compromise of the airway or
depressed respirations resulting in
airway obstruction, hypoventilation,
laryngospasm, hypoxemia, and apnea.
Hypotension and cardiopulmonary
arrest may occur, usually from the
inadequate recognition and treatment
of respiratory compromise.** Other
rare complications also may include

* Refs 42, 48, 92, 97, 99, 125, 132, and 139-155
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