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Physician Education
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Procedural Sedation

Definitions along the Sedation Continuum

Specific differences:  Procedural and   Deep 

• Response?

• Airway intervention required?

• Ventilation?

• Cardiovascular function?

May be impairedUsually maintainedUsually maintainedUnaffected
Cardiovascular 
Function

Frequently impaired; 
assistance may be 

required

May be impaired; 
assistance may be 

required

AdequateUnaffected
Spontaneous 
Ventilation

Intervention often 
required

Intervention may be 
required

No intervention 
required

UnaffectedAirway

Unarousable
even with painful 

stimulus

Purposeful response 
following repeated 

or painful stimulation

Purposeful response 
to verbal or tactile 

stimulation

Normal response 
to verbal 

stimulation
Responsiveness

General AnesthesiaDeep Sedation
Procedural Sedation 
“Conscious Sedation”

Minimal Sedation 
“Anxiolysis”

No   
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Procedural Sedation

Essential elements to document in the patient’s EMR

• A hard copy of the H&P or pre-procedure assessment
must be in the record prior to the procedure

• A review must be noted in the record (if the H&P was done 

by another physician or if the H&P is older than 24 hours)

• The following must be documented:

• Auscultation of the heart and lungs 

• ASA score/Mallampati Score 

• Reassessment immediately prior to the procedure

Pre-procedure assessment or an H&P

ELECTIVE PROCEDURE
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Procedural Sedation

Essential elements to document in the patient’s EMR

Special Notations

EMERGENT PROCEDURE

• There must be a notation in the pre-procedure 
assessment that the procedure is emergent 

• In order to avoid unnecessary delays in implementing 

immediate management of emergent cases, the pre-
procedure assessment may be included in the post-

procedure note documenting all aspects of the procedure 

including indications, risks, patient notification and consent.
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Procedural Sedation

• Known hypersensitivity to medication

• Hemodynamic instability or significant abnormality

• Abnormal airway, history of adverse event with previous 
sedation/anesthesia, or history of difficulty intubating.

• History of sleep apnea

• Children with large amount of oral/nasal secretions secondary to viral 
illness.

• Patients currently taking CNS depressants

• Pre-sedation medications i.e. narcotics, oral tranquilizers

• Severe cardiac disease including arrhythmias, and congestive heart failure

• Physically or mentally challenged patients

• Morbidly obese patients

• Pregnant patients

• Patients with decreased gastric emptying, such as diabeties

• Patients with severe respiratory disease resulting in desaturation, dyspnea, 
or bronchospasm (with minimal activity or airway manipulation).

• Patients with increased intracranial pressure

• Renal impairment/insufficiency

• Hepatic impairment/insufficiency 

Prerequisite tasks for the licensed independent practitioner (LIP)

Pre-procedure assessment must include:
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Procedural Sedation

History and Physical Examination

1.Auscultation of the lungs

2.Auscultation of the heart

3.Vital signs

4.SpO2

5.Level of consciousness

6.Communication ability (cooperation)

7.Pain Score per Pain Management Policy

Baseline 

Physical 

Examination

1.Chief Complaint

2.History of present illness

3.Abnormalities of major organ systems 

4.Presence of substance, tobacco, drug abuse or use

5.Allergies 

6.Current medications

7.Previous reactions to sedation/anesthesia medications

8.Time and nature of last oral intake (see NPO Status)

9.Results of diagnostic tests (if indicated)

History
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Procedural Sedation
Airway Assessment

Introduction
Patients who have an abnormal airway exam should be considered to be at increased risk for 
airway obstruction during sedation.  Also, they potentially have a difficult airway to manage if mask 
ventilation or intubation becomes necessary.  The Mallampati Airway Classification (next slide) is 
include for reference only.  According to the Mallampati Airway Classification Scale, Class 3 or 4 
are considered abnormal.

Significant History
(Suggests increased risk for sedation)

Stridor
Significant snoring
Sleep Apnea

Advanced rheumatoid arthritis
Dysmorphic facial features
Down Syndrome
Upper respiratory infections

Airway Examination
Normal

• Opens mouth normally (Adults: greater than 2 finger widths or 3 cm)
• Able to visualize at least part of the uvula and tonsillar pillars with mouth wide open 

and tongue out (patient sitting)
• Normal chin length (Adults: length of chin is greater than 2 finger widths or 3 cm)
• Normal neck flexion and extension without pain/parethesias

Abnormal Exam

• Small or recessed chin
• Inability to open mouth normally
• Inability to visualize at least part of the uvula or tonsils with mouth open and tongue out
• High arched palate
• Tonsillar hypertrophy

• Neck has limited range of motion
• Low set ears
• Significant obesity of the face/neck
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Procedural Sedation

Mallampati Airway Classification
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Procedural Sedation

American Society of Anesthesiologists’ Patient Classification

Emergency Status

This is added to the ASA designation only if the patient is undergoing an emergency procedure.  

Example: a healthy patient undergoing sedation for reduction of a displaced fracture would be an ASA 1E.

E

A patient who is at substantial risk of death within 24 hours, and is submitted to the procedure in desperation.

Example: a patient with fixed and dilated pupils status post head injury.

ASA

5

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

Example: a patient with heart failure,  with  an O2 requirement or with renal failure requiring dialysis.

ASA

4

A patient with moderate or severe systemic disease caused either by the condition to be treated surgically or 

other pathophysiological processes, which does limit activity.

Example:  a patient with uncontrolled asthma that limits activity, or diabetes that has systemic sequelae such 

as renal disease.

ASA

3

A patient with systemic disease, caused either by the condition to be treated or other pathophysiological

process, but which does not result in limitation of activity.

Example:  a patient with asthma, diabetes, or hypertension that is well controlled with medical therapy, and 

has no systemic sequelae.

ASA

2

A normal, healthy patient.  The pathological process for which the surgery is to be performed is localized and 

does not entail a systemic disease.

Example:  An otherwise healthy patient scheduled for an inguinal hernia repair.

ASA

1
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Procedural Sedation
Evaluation of Patients with High Risk Underlying Conditions

Patients classified as high risk may benefit from a discussion between the LIP and an 
anesthesiologist.  A pre-procedure anesthesia consult will be considered prior to 
administering sedation/analgesia if the patient has had problems with prior anesthesia or 
sedation experiences or is an ASA 4 or 5 (excluding cardiac caths).  Whenever possible, 
appropriate medical specialists will be consulted prior to administration of 
sedation/analgesia to patients with significant underlying conditions.

The following conditions are frequently associated with increased risk and merit special 
consideration:

• known  hypersensitivity to medications

• hemodynamic instability or significant abnormality

• abnormal airway; history of difficult intubation

• airway trauma

• history of sleep apnea

• patients currently taking CNS depressants

• pre-sedation medications, i.e., narcotics, oral tranquilizers

• severe cardiac disease including arrhythmias, congestive heart failure

• physically or mentally challenged patients

• morbidly obese patients
• pregnant patients

• patients with decreased gastric emptying such as diabeties

• patients with sever respiratory disease resulting in desaturation, dyspnea, or 
bronchospasm (with minimal activity or airway manipulation

• patients with increase intracranial pressure

• renal impairment/insufficiency

• hepatic impairment/insufficiency
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Procedural Sedation
NPO Status Recommendations –

Elective and Urgent Procedures

Solids & 

Non-Clear Liquids               Clear Liquids

6 - 8 hours 2 - 3 hours

6 hours 3 hours

4 - 6 hours 2 hours

Age

Over 3 years

6 months to 3 years

Less than 6 months

NPO status for elective and urgent procedures is 

determined by:

• patient’s status

• procedural risk and type

• degree of sedation anticipated
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Procedural Sedation

Sedation Plan, Patient and Family Education and Informed Consent

Sedation Plan

After reviewing the patient’s history and physical assessment, the LIP is to assign and document the 

patient’s ASA risk class.  Based on this, the LIP will formulate and document the sedation plan.

Patient and Family Education

Education regarding sedation/analgesia may help alleviate the patient’s or family’s anxiety concerning 

their expectations of the level of sedation or their fear of pain.  The information should be brief, simple, 

and key points should be repeated.  Topics of discussion will include:

• Duration of sedation

• Variability of patient reactions to sedatives

• Potential for failure

• Potential for adverse events

• Alternatives

• Explanation that the patient will be closely monitored with a nurse present

• Review discharge criteria

Supplemental written educational materials are valuable.  Patients and families may be anxious prior to the procedure, and 

may not retain critical information that is verbally relayed to them.

Informed Consent

The prescriber should review the sedation plan with the patient or guardian as early as possible.  The 

discussion and documentation required includes:

• potential risks and benefits

• potential problems after the procedure

• potential for failure

• consequences of not providing sedation/analgesia

• alternatives
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Procedural Sedation

Monitoring requirements

• BP

• Cardiac rate          

and rhythm

• Respiratory rate
• Oxygen 

saturation

• Pain Scale

• Sedation Score

• PASS Score

• Temperature

(prior to discharge 

36°C or greater)

• BP

• Cardiac Rate and 

Rhythm

• Respiratory rate
• Oxygen saturation

• Pain Scale

• Sedation Score

• PASS Score

•Wound/dressing/

drain(s)

Every 15 minutes 

for at least 30 
minutes after  the 
procedure or until 

discharge criteria 

are met,

OR

for at least 1 hour 

after the last dose 
of a reversal agent
and until discharge 

criteria are met

Every 5 min

• BP

• Cardiac Rate and 

Rhythm
• Respiratory rate

• Oxygen saturation

• Pain Scale

• Sedation Score

•Temperature

• BP

• Cardiac Rate and 

Rhythm
• Respiratory rate

• Oxygen saturation

• Pain Scale

• Sedation Score

• Baseline PASS

Score

DischargeAfter the 
Procedure

During the 
Procedure

Baseline Vital 
Signs:
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Procedural Sedation

Sedation Scale (Pasero-McCaffery) 

1 - Awake and alert

2 - Slightly drowsy, easily aroused

3 - Frequently drowsy, arousable, drifts off to sleep during 

conversation

4 - Somulent, minimal or no response to physical stimulation
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Procedural Sedation

RASS Scoring Criteria (Richmond Agitation Sedation Scale)

Score Term Description

+4 Combative Overtly combative, violent
immediate danger to self

+3 Very Agitated Pulls or removes tubes or

catheter, aggressive

+2 Agitated Frequent non-purposeful

movement, fights vent
+1 Restless Anxious, but movement not

aggressive

0 Alert & Calm

-1 Drowsy Not fully alert, has sustained awakening
(opens eyes/eye contact to voice >10 sec)

-2 Light Sedation Briefly awakens with eye contact to voice

>10 seconds

-3 Moderate Sedation Movement or eye opening to voice (no eye

contact)
-4 Deep Sedation No response to voice, but movement or eye

opening to physical stimulation

-5 Unarousable No response to voice or physical stimulation
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Procedural Sedation

PASS Discharge Scoring Criteria

Max of 14 points

PASS Consciousness

2=awake, alert, turns toward voice

1=arousable but drifts back to sleep
0=unresponsive except to painful stimuli

PASS Activity

2=appropriate for age or development
1= weak for age or development

0=no voluntary movement

PASS Circulation

2=stable BP within 15% of pre-sedation
1=BP within 30% of pre-sedation level

0=BP more than 30% change pre-sedation

PASS Respiration

2=able to cough, breathe deeply or cry

1=dyspnea or limited breathing

0=apnea/obstructed breathing/needs help

PASS O2 saturation

2=O2 sat>90% (peds>95%) on room air

1=O2 sat>90% (peds>95%) on 

supplemental O2

0=O2 sat<90% (peds<95%) on 
supplemental O2

PASS Pain

2=non or mild pain

1=med/sev pain controlled with IV meds
0=persistent severe pain

PASS Emetic

2=none or mild nausea with no vomiting

1=transient vomiting retching
0=persistent mon/severe nausea or 

vomiting

Minimum PASS Score required is 11 or 
patient's baseline PASS Score
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Procedural Sedation

• Combination of sedatives and analgesics increase 

the risk of respiratory depression and apnea

• Medications should be administered:

• one at a time

• in incremental doses

• with sufficient time to evaluate (2-5 minutes)

• Titrate narcotics to obtain pain relief and sedatives 

to decrease anxiety

• Rapid Administration and/or high doses of Fentanyl

can cause chest wall and glottic rigidity , making 

manual ventilation difficult or impossible to perform 

if unconsciousness ensues 

General principles in administration of Sedatives & 
Analgesics
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Procedural Sedation

Age Specific Considerations for medication

Geriatric patients

Pediatric patients

CONSIDERATIONSAGE

• Medication dosage by weight

• Preferred routes PO or IM or IV

• Knowledge of age specific vital sign normals/abnormals is essential 

• Oxygen desaturation occurs faster

• Faster drug clearance due to increased renal/hepatic blood flow
• Increased body fat therefore increased storage

• Increased susceptibility to airway obstruction.  

(S/S of respiratory distress include cyanosis, grunting, retractions, 

and nasal flaring.)

• Available airway equipment must be appropriate size
• Sniff position for infants

• Increased sensitivity to medications, adjust dosage appropriately

• Less oxygen reserve

• Decreased drug metabolism from decreased renal and hepatic flow
• Slower circulation time of medications

• Decreased muscle tone (stiff neck)

• Increased musculoskeletal disorders
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Procedural Sedation

Disease Considerations for medication

• Diminished drug clearance

Obesity

Renal/Liver patients

CONSIDERATIONSDISEASE

• Poor venous access

• Inaccurate blood pressure

• Hypertension

• Difficult airway management

• Respiratory insufficiency, diaphragm pushed up by abdomen

• Positioning difficulties

• Storage of medication in adipose tissue

• Co-morbidity: diabetes resulting in circulatory disorders
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Procedural Sedation

25-50 mg.05-0.1 mg/kg25-50 mg

MEPERIDINE 

(DEMEROL) C-II
IV onset: 2-5 min

Duration: 3-4 hrs 

1-2 mg 0.05-0.1 mg/kg2-5 mg MORPHINE 
Onset 10 min
Duration 4-5 hours

25-50 mcg0.5-1 mcg/kg
50-100 

mcg

FENTANYL (SublimazeTM)
Onset 2 – 5 min
Duration 30-60 min

0.05 mg/kg
0.02-0.05 

mg/kg
0.05mg/kg

LORAZEPAM (AtivanTM)
Onset 5-10 min
Duration 4-6 hours

2 mg
0.04 mg/kg

over 5 min
2-5 mg

DIAZEPAM (ValiumTM)
Onset 2-5 min
Duration 6-8 hours

0.5-1 mg
0.01-0.02 

mg/kg 
0.5-2 mg

MIDAZOLAM (VersedTM)
Onset 2-5 min
Duration 60-90 min

GERIATRICPEDIATRICADULTMEDICATION

Initial doses IV over 2 minutes unless indicated

B
en

zo
di

az
ep

in
es

O
pi

oi
ds

Usual dosage for medication 
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Procedural Sedation

Benzodia
zepin

es

Opio
id

s

Considerations Precautions

• Reduce dosage if 
used with narcotics

• Reversal  agent  is   
flumazenil

• Lorazepam may 
have longer onset 
of action up to 10 

minutes

• Major side effects are 
respiratory depression and 
hypotension (averted if drug 
administered slowly)

• Lorazepam injection must be 
diluted with = amount of 
diluent before IV use

• Will potentiate 

effects of 
benodiazepines

• May need increased 
dose of naloxone to 

reverse CNS/resp. 
effects of fentanyl

• Cautious use in patients with 
asthma and/or COPD

Considerations & Precautions for medications 
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0.4 mg in 9 ml 

of IV NS

titrated to 

effect

dose= 0.1 mg

(2.5 ml) 

every 2 

minutes up to 
0.4 mg

0.01 mg/kg

0.4 mg in 9 ml 

of IV NS

titrated to 

effect

dose= 0.1 mg

(2.5 ml) 

every 2 

minutes up to 
0.4 mg

NALOXONE

(NarcanTM)
Onset 1-2 min
Duration 1-4 hours

IV over 2 min.

0.2 mg

0.01 mg/kg 

(Max initial = 

0.2 mg)

0.2 mg

FLUMAZENIL

(RomaziconTM)
Onset 30 sec
Duration 3-10 min

IV over 15 sec.

GERIATRICPEDIATRICADULTMEDICATION

B
en

zo
di

az
ep

in
e 

A
n
ta

go
ni

st

O
pi

oi
d 

A
n
ta

go
ni

st

Reversal Agents



Page  23 of  40

Procedural Sedation

Potential complications related to the procedure

• Airway obstruction

•Bradycardia

•Tachycardia

•Hypotension

•Hypertension

•Other dysrhythmias, Atrial dysrhthmias, PVC’s
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Procedural Sedation

Naloxone Administration

Guidelines for Naloxone (Narcan) administration 

for patient with the following symptoms:

�Patient unresponsive to stimulation

�Respiratory rate of 8 or less or shallow 

respirations

�Pinpoint pupils

1. Stop administration of the opioid

2. Mix 0.4 mg Naloxone ( 1 ampule) in 9 ml of 

normal saline in a syringe for IV administration 

(total volume=10 ml).

3. Administer 2.5 ml IV slowly ( over 2 minutes) and 

observe patient response (titrate to effect)

The patient should open his/her eyes and 

talk to you within 1-2 minutes. 
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Procedural Sedation

Naloxone Administration

If the patient does NOT respond within 1-2 minutes:

Continue titrating naloxone up to a total of 0.4 mg 

(10 ml of dilute naloxone).

Discontinue the naloxone administration as soon as 

the patient is responsive to physical stimulation and 

able to take deep breaths when told to do so.

Continue to monitor patient for at least 1 hour after 

the last dose of naloxone administration.
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Procedural Sedation

Reversal Agents

FL
U
M

A
Z
E
N
IL

N
A
LO

X
O

N
E

Considerations Precautions

• Observe for re-
sedation for a 
minimum of one 

to two hours

• Caution in patients addicted to 
benzodiazepines

• Caution in patients with history of seizures

• Caution in patients with history of panic 

attacks

• Caution with patients taking anti-virals for 

HIV infections 

• Observe for re-
narcotization
for a minimum 
of one to two 
hours

• Titrate to avoid 
excessive 
reduction in 
analgesia

• Caution use in patients addicted to 
narcotics

• May need higher doses with fentanyl

• May not reverse cardiovascular 
effects of narcotics

• Naloxone associated non-cardiogenic 
pulmonary edema has been reported 
throughout dose range

O
pi

oi
d 

A
n
ta

go
ni

st

B
en

zo
di

az
ep

in
e 

A
n
ta

go
ni

st



Page  27 of  40

Procedural Sedation

Criteria for discharging a patient from 

procedural area to a Patient Care Unit

• Transfer order must be written by physician/LIP

• A PASS score of 11 out of 14 or baseline PASS 

score

• Stable vital signs (baseline) and/or within 20% 

of baseline 

• Wound dressing/drains minimal to no bleeding 
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Procedural Sedation

Criteria for discharging a patient from Hospital
• PASS score of 11 or greater or baseline PASS score

• Patients should be alert and oriented; patients whose mental status was 
initially abnormal should have returned to their baseline

• Stable vital signs (baseline) or within 20% of baseline with a minimal 
temperature of 36oC.

• Ability to ambulate consistent with baseline assessment, age and
procedure

• Able to swallow and cough

• Return of motor and sensory control

• Ability to retain oral fluid, as appropriate to LIP orders

• Pain and nausea minimal

• Verbal and written discharge instructions will be provided to 
patient/family including additional resources to contact if any problems 
arise

• Responsible adult/patient demonstrate understanding of all care 
instructions

• Responsible adult to safely transport and accompany patient home; 
patient may not drive self home
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Procedural Sedation

Essential elements to document in the patient’s EMR

DURING TREATMENT & POST-PROCEDURE RECOVERY

• Amount of  medication used, including dosage, route, and times given

• Notation if supplemental oxygen was given

• Monitors employed (Cardiac, Pulse Ox,  and Non-Invasive BP 
monitoring)

• Oxygen saturation,  PASS score, sedation score, pain score and 
vital signs at required intervals

• Any complication and subsequent management

• Level of consciousness and general appearance

• Any restraints or protective devices used

• Use of reversal agents

• Response to the procedure

• Condition of any dressings, procedure sites, or drainage  

• Orders for transfer/discharge 

• Discharge instructions given if discharged from facility

EPIC electronic documentation
Moderate Sedation Nursing Flow Sheet (down time form – ES-FR-OR-1067)
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Procedural Sedation

You have completed the training content for this lesson. You should now be able to: 

1. Differentiate the types of sedation across the sedation continuum

2. Understand responsibilities of MD

3. Understand Airway Assessment and Airway Management

4. Identify monitoring requirements 

5. Recognize abnormal assessment findings

6. Describe usual dosage and age specific considerations for medication 

7. Identify appropriate interventions if patient progresses to deep sedation

8. Describe reversal agents, their actions and criteria for use

9. List potential complications

10. Describe criteria for discharging a patient

11. Describe essential elements to document in the patient’s medical record

12. Evaluate the procedure by completing the procedure review form

Conclusion
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Procedural Sedation

You are about to begin the assessment portion of this lesson.  
The following pages contain questions that will test your 

understanding of the subject matter. 

Click the EXIT button in the upper right hand corner and then the 
EXIT NOW button below it to 

close this window and open the assessment.

Training Assessment


