
discharge from the Post Anesthesia Care Unit (PACU) and may
be adapted for use in the ED setting. Recommended discharge
criteria are shown in Table 8. 

Preprocedure Assessment
Documented preprocedure assessment prior to PSA is now

required by The Joint Commission.2 The history should focus
on the last PO intake, allergies, personal and family history of
previous sedation/anesthesia, history of snoring/obstructive
sleep apnea/stridor, and the presence of significant renal or
hepatic disease that may impact drug clearance, the presence of
significant cardiopulmonary disease (i.e., asthma) or current
upper respiratory infection (URI), both of which may increase
the likelihood of adverse events.56,57 (See Table 9.) The ASA
class (see Table 10) should be determined. Though ED sedation
of class 3 and 4 patients may be appropriate,58 strong considera-
tion should be given to alternatives such as performing the pro-
cedure in the operating room or accomplishing the procedure
without sedation. 

The physical examination should give special attention to the
airway for factors associated with difficult bag-valve-mask venti-
lation (edentulous, obesity, abnormal facies, facial hair) or endo-
tracheal intubation (high Mallampati score, short neck, small
chin, obesity, limited neck or jaw mobility). A high ASA class or
a potentially difficult airway should prompt consideration of
alternatives to PSA. The cardiovascular and respiratory examina-
tions are important to detect unknown and/or active disease that
may affect the success of PSA. 

The risks, benefits, and alternatives to procedural sedation
should be discussed with the family; at a minimum, verbal con-
sent should be documented. Written consent is not currently
required by The Joint Commission, but institutional guidelines
and/or protocols may require it and should be reviewed. Dis-
cussing common but minor complications such as emesis in
advance decreases parental concern and anxiety if and when
such complications occur.

The necessity of preprocedural fasting is an area of ongoing
controversy. The ASA currently recommends fasting times of 2

and 4 hours for clear liquids and breast milk respectively and 6
hours for non-human milk, formula, or a light meal. In making
these recommendations, the ASA acknowledges that the stan-
dards only apply to elective procedures (thus not applicable to
most ED procedures) and that “the literature does not provide
sufficient evidence to test the hypothesis that preprocedure fast-
ing results in a decreased incidence of adverse outcomes in
patients undergoing either moderate or deep sedation.”3

Though preprocedural fasting theoretically decreased the risk
of aspiration during sedation, there is little evidence to support
this contention. ACEP guidelines state: “recent food intake is not
a contraindication for administering procedural sedation and
analgesia, but should be considered in choosing the timing and
the target level of sedation.”8

Two large studies have recently examined the relationship
between preprocedural fasting and complication rates. In a series
of 1014 patients by Agrawal and colleagues,31 56% of patients
did not meet ASA fasting guidelines. There were no statistically
significant differences in adverse events between patients who
meet fasting guidelines and those who did not, and the overall
rate of complications was low (6.7%). A large study by Roback
and coworkers19 in 2004 had similar findings, although this study
had fasting data missing for 25% of the patients studied. A set of
evidence-based, emergency medicine specific consensus guide-
lines was recently published with specific fasting recommenda-
tions based on patient risk and procedure duration.38 These
guidelines are the most specific to date, although their complexi-
ty precludes discussion within the scope of this article. In gener-
al, the provider should weigh the risks and benefits of immediate
versus delayed PSA in patients who do not meet current fasting
guidelines. 

Conclusion 
This issue deals with the commonly encountered clinical sce-

nario of managing pediatric pain in the emergency department.
The indications for PSA may include a laceration repair, fracture
reduction, or other painful procedure. Children, because of their
unique clinical and physiologic characteristics, may be more
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CLASS DESCRIPTION EXAMPLES

1 A normal, healthy patient Unremarkable past medical history

2 A patient with mild, systemic disease (no functional Mild asthma, controlled seizure disorder, anemia, controlled 
limitation) diabetes mellitus

3 A patient with severe systemic disease (definite Moderate-severe asthma, poorly controlled seizure disorder, 
functional limitation) pneumonia, poorly controlled diabetes, moderate obesity

4 A patient with severe systemic disease that is a constant Severe bronchopulmonary dysplasia; sepsis; advanced 
threat to life pulmonary, cardiac, hepatic, renal, or endocrine disease

5 A moribund patient who is not expected to survive Septic shock, severe trauma
without the operation

* Table adapted from: Practice guidelines for sedation and analgesia by non-anesthesiologists. Anesthesiology 2002;96(4):1004-17.

Table 10. Physical Status Classification of American Society of Anesthesiologists*


