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ABSTRACT
This is Part 2 of an update to the 2019 

multidisciplinary clinical practice guidelines for 
unscheduled procedural sedation. Time-sensitive sedation 
differs in important ways from scheduled, elective 
procedural sedation. This document is a resource for all 
practitioners who perform unscheduled procedural 
sedation, applicable across all clinical settings and patient 
age groups. Part 1 addresses the underlying principles and 
issues relating to competencies, privileging, and quality 
monitoring, while Part 2 addresses clinical practice.

INTRODUCTION
Providing sedation and analgesia to facilitate the 

humane performance of painful and anxiety-provoking 
procedures is a widespread and integral practice across 
specialties. The safety of procedural sedation is supported 
by a large and robust body of literature, with serious

adverse events being extremely rare. 1-15 The 
multidisciplinary field of procedural sedation has fostered a 
strong safety culture following many decades of close 
attention to practitioner training, patient evaluation, 
physiologic monitoring, and other critical safeguards. 1-13 

Please see the separate Part 1 of these guidelines for the 
underlying rationale and principles behind this document, 
and for discussions of scope, competencies, privileging, 
and quality improvement. Part 1 also details the 
methodology used for both parts of these guidelines. Part 2 
addresses clinical practice. Figure 1 highlights the most 
notable changes in this section.

LEVELS OF SEDATION (STRONG CONSENSUS) 
Figure 2 lists widely described levels of procedural 

sedation. 1-3,8,16,17 We discuss all levels of sedation to 
accommodate the wide range of unscheduled procedures 
and to maximize the applicability of these guidelines.

These guidelines have been organized by the American College of Emergency Physicians and have been endorsed by the 
American Academy of Pediatric Dentistry, American College of Medical Toxicology, American Society for Gastrointestinal 

Endoscopy, International Committee for the Advancement of Procedural Sedation, Society of Critical Care Medicine, Society of 
Interventional Radiology, and Society for Pediatric Sedation, strongly supported by the American Association of Oral and 

Maxillofacial Surgeons, and endorsed by the following emergency medicine organizations: American Academy of Emergency 
Medicine, American College of Osteopathic Emergency Physicians, Association of Academic Chairs of Emergency Medicine, 

Canadian Association of Emergency Physicians, Emergency Medicine Residents’ Association, Emergency Nurses Association, and 
the Society for Academic Emergency Medicine.
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(Some guidelines omit deep 18 or dissociative 3,18 sedation.) 
We only briefly address “minimal sedation” which, by 
definition, carries a sufficiently low risk that monitoring 
devices (e.g., pulse oximetry) and other typical sedation 
precautions are not required, 1,3,18 and thus is outside the 
scope of this document.

Sedation depth
All sedatives and commonly used opioids, except 

ketamine can produce any sedation depth from minimal 
sedation to general anesthesia, depending upon dose and 
patient response. Patients can move up and down this 
sedation continuum and can transition between defined 
sedation states during any given procedure. 1,2

Clinical decisions and management should focus on 
sedation depth and ventilatory adequacy rather than the

specific drug, while recognizing that different drugs have 
different pharmacological properties and therapeutic 
windows. There is no evidentiary or pharmacological 
basis 1,2,8,19-21 for designating common procedural 
sedation agents as “intended” or “not intended” for general 
anesthesia, or for restricting them on this basis. 18 Likewise, 
there is no literature basis for hospital policies that specify 
that the administration of a parenteral agent, or the 
administration of more than one agent by any route, is by 
definition automatically incompatible with minimal 
sedation, irrespective of other factors.

Dissociative sedation is distinct from the sedation 
continuum

The underlying pharmacology of ketamine is 
fundamentally different from that of other procedural

Figure 1. Notable changes in Part 2 of this update.

Figure 2. Common sedation state definitions, together with their corresponding airway and ventilatory focus.
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sedation agents. Ketamine is a noncompetitive N-methyl-D-
aspartate (NMDA) glutamate receptor antagonist and exerts 
its effect by “disconnecting” the thalamocortical and limbic 
systems, effectively dissociating the central nervous system 
from outside stimuli (e.g., pain, sight, sound). The resulting 
trancelike cataleptic state is characterized by potent analgesia, 
sedation, and amnesia while maintaining cardiovascular 
stability and preserving spontaneous respirations and 
protective airway reflexes. 8,22-24 Such substantial analgesia 
permits performance of extremely painful procedures.

Rather than displaying the dose-response continuum 
observed with all other procedural sedation and analgesia 
agents, ketamine dissociation appears at a dosing threshold 
of approximately 1.5 to 2 mg/kg intravenously (IV) in 
children and 1 to 1.5 mg/kg IV in teenagers and adults. 
In smaller doses, ketamine exhibits first pure analgesia 
(approximately 0.2 to 0.3 mg/kg IV) and then hallucinatory 
distortion (approximately 0.6 to 0.7 mg/kg IV)—the 
latter the endpoint for illicit recreational use. Once the 
dissociative threshold is reached, administration of 
additional ketamine does not enhance or deepen sedation, 
as would be the case with opioids, sedative-hypnotics, or 
inhalational agents. 8,22-24

These unique features of ketamine do not reconcile 
with the traditional stages of the sedation continuum. 8,25 

Dissociated patients are unable to respond to external 
stimuli (including repeated or painful stimulation), and 
thus this sedated state is inconsistent with definitions of 
moderate or deep sedation (Figure 2). By default, such 
non-responsiveness has been labeled by many as general 
anesthesia; however, general anesthesia, by definition, 
specifies an unarousable state in which airway intervention 
is “often required” and spontaneous ventilation is 
“frequently inadequate” (Figure 2). These latter elements 
are incompatible with the dissociative state, where airway 
intervention is rare and spontaneous ventilation almost 
always maintained.

ACEP and others have long resolved such confusion by 
placing dissociative sedation in its own separate
category. 1,2,8,16 When others attempt to fit ketamine into one 
of the traditional sedation continuum states, they should 
recognize its technical incompatibility with any of those 
definitions. Ultimately, semantic debates over what to call 
ketamine serve little purpose. 25 It is more important to 
appreciate the many ways in which ketamine is fundamentally 
distinct pharmacologically and clinically from general 
anesthetic agents and other procedural sedation agents.

Ventilatory adequacy
Early procedural sedation guidelines in 1985 defined 

sedation levels based on patient response to verbal or

tactile stimulation, as physiologic monitoring was limited 
to cardiac rhythm and vital signs (pulse oximetry and 
capnography were not yet available in the outpatient 
setting). While responsiveness helps target sedation depth 
to patient comfort, it is not a reliable safety measure, and 
only a crude, indirect surrogate for ventilatory adequacy 
and maintenance of oxygenation. 26,27 Furthermore, 
responsiveness poorly predicts procedural stress and 
recall. 28,29 Although it can provide reassurance that 
patients will breathe on command, focusing on 
responsiveness often leads to repeatedly stimulating 
patients to verify sedation level—counteracting the 
intended state of tranquility. This focus has led to 
irreconcilable disputes in guidelines and policy regarding 
sedation boundaries (e.g., distinctions between moderate 
and deep sedation, or between deep sedation and general 
anesthesia) 19-21,26,27,30 due to inherently subjective 
definitions. Differing interpretations of such ambiguity has 
long fostered unfortunate barriers to optimal patient
care. 19,30,31

Procedural sedation practice should focus on ventilatory 
adequacy for safety and patient responsiveness to optimize 
patient comfort, 26,27 assessing both throughout the 
sedation encounter. While cardiovascular stability remains 
vital, clinically significant hemodynamic alterations rarely 
occur in patients without serious systemic disease or acute 
cardiovascular compromise. In patients who maintain a 
stable and effective ventilatory pattern, their level of 
responsiveness to voice or pain is functionally irrelevant 
from a safety perspective. Practitioners can verify 
ventilatory adequacy through capnography and close, 
continual observation of the airway and chest wall motion. 
Figure 2 compares this safety focus to the traditional 
effectiveness focus.

PRE-SEDATION EVALUATION (STRONG
CONSENSUS)

When unscheduled procedural sedation is warranted, 
practitioners should perform a pre-sedation assessment and 
patient evaluation, recognizing that urgent or emergent 
conditions may require streamlining this process. Many 
patients, particularly children, are fearful when 
anticipating sedation. Whenever possible, provide a calm, 
quiet environment, and encourage family presence and 
engagement.

Assess procedure
The initial assessment should determine the nature and 

anticipated duration of the procedure, the required level of 
motion control, and whether the procedure will be painful,

Policy Statement Green et al
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anxiety-provoking, or both. Some procedures, such as 
imaging or ocular examination, may primarily require 
anxiolysis, while painful procedures such as fracture 
reduction require both analgesia and anxiolysis.

Special circumstances such as developmental or 
psychiatric conditions may present safety concerns for 
staff, e.g., adult-sized neuroatypical patients with 
aggressive behaviors. 32 Certain procedures, such as upper 
endoscopy and bronchoscopy, carry greater risk of airway 
and respiratory adverse events (⊕⊕⊕⊕). 5,9,10,33-35

Assess comfort needs
For all procedures, practitioners should assess which 

combination of sedation/anxiolysis and analgesia the 
patient requires, and determine what level of 
responsiveness will ensure patient comfort and procedural 
success while maintaining ventilatory adequacy
(Figure 2).

Assess timeliness
Time is of the essence for unscheduled procedures. The 

ethical imperative to diminish pain, alleviate anxiety, and 
optimize patient comfort during procedures becomes even 
greater when compounded by an acute, precipitating 
condition. Accordingly, weighing sedation-associated risks 
and benefits must consider not only the underlying 
medical situation, procedure, and sedation, but also 
prioritize patient- and family-centered care.

Unlike operative anesthesia, 36 unscheduled sedation 
does not appear to present a higher risk of serious adverse 
events compared to elective sedation. In addition, serious 
adverse event profiles are similar during unscheduled and 
elective procedural sedation (⊕⊕⊕). 9,37,38 A study of 
139,142 children found no significant difference in the 
frequency of adverse events between elective and non-
elective procedures. 9 While some unscheduled procedures 
may be safely delayed from a pure physical health 
standpoint, practical considerations often make delay 
inadvisable. Although some clinical settings provide 
prompt and reliable referrals for elective scheduled 
procedural sedation, many do not—particularly in regions 
where anesthesia workforce shortages are common. 39,40 In 
these circumstances, delaying procedures may lead to a 
deterioration of the acute clinical condition, prolonged 
anxiety and pain for the patient, and significant distress 
and inconvenience for the family (e.g., lost workdays, 
childcare needs ⊕⊕). 41,42 These adverse consequences 
often disproportionately affect children and those of low 
socioeconomic status. For children, acute pain and anxiety 
have more than short-term consequences; they can also

increase future sensitivity to pain and fear of healthcare 
settings, needles, and procedures. 43

Multiple factors characterize unscheduled sedation and 
dictate its time-sensitive nature, including societal 
considerations (e.g., access to care, disparities of care for 
underserved populations), institutional constraints (e.g., 
lack of operating room, anesthesia, and elective sedation 
resources), and patient- and family-centered needs (e.g., 
reduction of physiologic and psychological stress). Often, 
carefully weighing the anticipated benefits against 
potential harms supports the decision to expedite the 
unscheduled procedure.

Assess patient history
A focused assessment of past medical history and 

current medications should be obtained. Children with 
known or suspected obstructive sleep apnea are at 
approximately five-times greater risk of airway and 
respiratory adverse events (⊕⊕). 5,9,10 Children show 
modestly increased risk of airway and respiratory adverse 
events (approximately double) with moderate to severe 
obesity (⊕⊕⊕), 34,35,44-46 pre-term birth (<37 
gestational weeks ⊕⊕), 34,47 current or recent upper 
respiratory infections (⊕⊕⊕), 8,9,33,34,48 autism spectrum 
disorder (⊕⊕), 49 and when young (defined as <1 year 
old in some studies 9,35 and <2 years old in others 34,50,51 

⊕⊕⊕). Procedural sedation is generally avoided in 
children <6 months of age due to a presumed greater risk 
of airway and respiratory adverse events (⊕⊕). 9,33,52 

Adults with obesity appear at modestly greater risk of 
airway and respiratory adverse events (⊕⊕), 53,54 with 
conflicting evidence for known or suspected obstructive 
sleep apnea (⊕). 54-57 Although elderly adults are at greater 
risk of adverse events, most remain appropriate candidates 
for sedation (⊕⊕⊕). 58-60 Patients with moderate to 
severe congestive heart failure, pulmonary edema, valvular 
disease, and/or acute myocardial infarction present a 
particularly high risk, and may tolerate only minimal 
sedation if at all. 61

Patients of all ages with severe underlying systemic 
disease are at greater risk of adverse events
(⊕⊕⊕⊕). 9,33-35,50,62 This corresponds with American 
Society of Anesthesiologists (ASA) physical status, 
discussed further under “risk” below. A related potential 
risk factor is frailty—a decline in functioning across 
multiple physiological systems with increased vulnerability 
to stressors. 63-65 Clinicians regularly observe substantial 
variation in frailty among patients with otherwise similar 
age or with comparable underlying illness.

Prior experiences with procedural sedation or anesthesia 
should be queried for unexpected reactions and previous
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adverse events. Current medications, pertinent allergies, 
and potential contraindications to specific sedatives should 
also be considered. There is inadequate evidence to guide 
the sedation care of patients with opioid use disorder; 
however, non-opioid sedation regimens would appear 
more likely to be successful (⊕). 66

For women of childbearing potential, pregnancy status 
should be considered, although procedural sedation for urgent 
or emergent conditions often needs to proceed regardless. 
There is insufficient evidence to guide sedative agent selection 
in pregnancy (⊕). 67 Recent practice guidelines on anesthesia 
and sedation in breastfeeding women recommend normal 
breast feeding following receipt of ketamine or propofol. They 
also support normal breastfeeding following single doses of 
fentanyl or midazolam, with extra caution when babies are 
aged 6 weeks or less. 68

Assess oral intake
A focused assessment of the timing and nature of recent 

oral intake should be obtained.
The ASA and other anesthesiology societies detail time-

based fasting thresholds prior to operative anesthesia, 69-71 

intended to minimize the risk of pulmonary aspiration. In 
many settings it is customary to extrapolate these to elective 
procedural sedation. 3,18 Such fasting often substantially 
exceeds recommended time thresholds, resulting in known 
adverse consequences including irritability, dehydration and 
hypoglycemia (⊕⊕⊕⊕). 5,10,72-74

Common concerns about aspiration during procedural 
sedation vastly exceed actual risk (⊕⊕⊕⊕). 5,9,10,72,73,75,76 

The combination of vomiting and loss of airway protective 
reflexes rarely occurs, with resultant aspiration being 
extraordinarily rare. 9,10 A 2017 systematic review of 
procedural sedation found no published reports of 
aspiration-associated mortality in children or healthy 
adults. 10 Among adults with severe systemic disease, only 
nine deaths were reported—eight during upper 
gastrointestinal endoscopy. 10 Morbidity was similarly 
rare—brief intubation in 1 child and 3 adults with 
recovery. 10 It is not surprising that the aspiration risk with 
procedural sedation is lower than with operative anesthesia, 
as its procedures are often brief, there is far less active airway 
manipulation, and potentially emetogenic inhalational 
anesthetic drugs are not routinely used. 5

Fasting does not guarantee an empty stomach; 77-82 

indeed, the duration of fasting does not predict gastric 
volume (⊕⊕⊕). 82,83 There is no evidence that compliance 
with elective fasting guidelines decreases the risk of aspiration,
emesis, or other adverse events during procedural sedation 
(⊕⊕⊕). 5,9,10,72,73,75,76,83-87 In the largest such study of

139,140 sedations, the frequency of aspiration was no 
different in children who were compliant versus 
noncompliant with elective fasting guidelines (0.97 and 0.79 
per 10,000, respectively). 9 For infants, new evidence suggests 
that there is no difference in gastric emptying time between 
breast- and formula-feeding (⊕⊕). 85

For unscheduled procedural sedation, practitioners 
should assess the timing and nature of recent oral intake, 
considering this information within the context of risk 
factors identified during the focused history and physical 
examination. Evidence-based fasting recommendations 
from a multidisciplinary expert panel are shown in 
Figure 3, 5 with implementation of these guidelines noted 
to improve patient tolerance while maintaining safety. 88 

Urgent and emergent procedures should not be delayed 
solely based upon fasting times. In rare cases with 
moderate aspiration risk factors (Figure 3), practitioners 
should refer for prompt anesthesia care when available. If 
unavailable, strongly consider dissociative sedation, as 
ketamine uniquely preserves protective airway reflexes. 5,8 

No aspiration has been reported with ketamine as the sole 
agent (despite its association with vomiting and 
laryngospasm) except in dated reports involving 
compromised neonates (⊕⊕⊕). 8,10

GLP-1 agonists
Patients taking glucagon-like peptide-1 (GLP-1) 

receptor agonists (e.g., semaglutide, liraglutide, tirzepatide) 
attract special attention due to known delays in gastric 
emptying. 89-96 A 2024 United States Food & Drug 
Administration product labeling update for these drugs 
notes “rare postmarketing reports of pulmonary aspiration 
in patients … requiring general anesthesia or deep 
sedation.” 95 While GLP-1 agonist-associated aspiration 
has been reported with general anesthesia in the peer 
reviewed literature, no cases have been reported for deep or 
other levels of sedation. 97 This delayed gastric emptying 
may be exacerbated by active gastrointestinal symptoms, 
long-acting drug type (e.g., semaglutide), higher dose, 
escalation phase of therapy, longer duration of therapy, 
and poor glycemic control. 91-94

Early pre-operative recommendations for GLP-1 
agonists considered rapid sequence or awake
intubation; 69,96 however, newer guidance regards the risk 
as low enough to induce in standard fashion for most 
patients (⊕). 93 In a study of 377,476 adults undergoing 
operative anesthesia, there was no difference in the 
frequency of aspiration pneumonia between those taking 
versus not taking GLP-1 agonists. 98 A systematic review and 
meta-analysis also had found no such association. 99 Given
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the lower aspiration risk of procedural sedation relative to 
operative anesthesia, this suggests that sedation care should 
also proceed in usual fashion for most adult patients (⊕). 
There are insufficient data to advise the care of children. 
Should a patient requiring an unscheduled procedure be 
considered at higher than usual risk, consider referral for 
anesthesia care. If this is not an option, the use of ketamine 
alone appears a logical choice over other sedative regimens 
as it uniquely preserves protective airway reflexes. 5,8

Assess physical exam
A focused airway, oral, and pulmonary examination should 

assess for anatomic or physiologic variants that might increase 
risk of airway or ventilatory compromise, or complicate 
assisted ventilation. Such risk factors include airway

abnormalities (eg, micrognathia, macroglossia, laryngomalacia, 
tonsillar hypertrophy), short neck, or severe obesity.

The Mallampati score— a graded visual assessment of 
the pharynx and tonsils extrapolated from operative 
anesthesia— should not be required as part of the airway 
evaluation for procedural sedation as no evidence supports 
its impact on clinical outcomes. 100-103 The score poorly 
predicts both difficult bag mask ventilation and 
endotracheal intubation, is unreliably assessed, and often 
cannot be obtained in younger children unable to comply 
with the examination (⊕⊕⊕⊕). 100-104

Assess risk
Following the history and physical exam, practitioners 

should estimate the risk for the planned sedation. Many

Figure 3. Evidence-based fasting recommendations for procedural sedation. Source: Anaesthesia 2020;75(3):374-85. 5 Used 
with permission. Full article available at: https://proceduralsedation.org/fasting/
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sedation settings apply the ASA physical status classification 
(Grades I-IV) for this purpose. While higher ASA scores 
statistically correlate with more frequent adverse events 
during procedural sedation, 9,33-35,50 the overall absolute 
increase in affected patients is minimal. 9 The ASA score 
was never intended for risk prediction, has poor predictive 
value and interrater agreement, and cannot reliably
guide individual patient decisions (⊕⊕⊕). 34,105-108 

Anesthesiologists recognize the limitations of this score and 
plan to revise it for operative anesthesia, incorporating 
assessment of frailty. 105,108,109 These limitations are not 
unique or surprising, as few scores or decision aids have 
been found to improve upon clinical judgment. 110-112

Data from a 139,140-child study illustrate the 
limitations of the ASA physical status for procedural 
sedation risk stratification. 9 When comparing children 
with higher (>II) versus lower (I or II) ASA scores, major 
complications occurred in 9.10 versus 4.61 per 10,000 
cases. Although this represents approximately twice the 
risk, the actual likelihood of a major complication 
remained extremely low in both groups. The absolute risk 
difference of 4.49 per 10,000 yields a number needed to 
treat of 2,227—meaning any intervention based on higher 
ASA scores would need to be performed 2,227 times to 
potentially prevent one major complication. These data 
provide no evidentiary justification for using ASA III 
versus I or II as a stipulated trigger for altered sedation 
planning such as requiring anesthesia consultation or care, 
or delaying sedation (⊕⊕⊕).

Rather than relying on the ASA physical status, sedation 
practitioners should apply their clinical skills and 
judgment to stratify potential risk based on history and 
physical examination findings, specific identified risk 
factors, and plausibly through an appraisal of patient 
frailty. For patients judged at unusually high risk based 
upon such clinical judgment, consider referral for 
anesthesia care when patient acuity allows, recognizing the 
delays required to arrange an operating room, anesthesia 
services, and an operating surgeon or proceduralist.

CONSENT (STRONG CONSENSUS)
Practitioners should discuss the sedation plan, its risks 

and benefits, and potential alternatives with patients and/ 
or their parents, legal guardian, or health care power of 
attorney, as appropriate, using simple language that is 
easily understandable. This discussion should use their 
preferred language with an in-person or virtual interpreter, 
if needed. 113

Appropriate consent should be obtained following local 
policies. Given the minimal risk presented by most

sedation encounters relative to other medical procedures, 
such consent may be verbal rather than written in many 
settings. However, confirmation that informed consent 
was obtained should be documented.

For some urgent and emergent procedures, this process 
may need to be abbreviated. When patients are unable to 
give consent and no proxy is available, practitioners will, in 
certain urgent and emergent situations, need to proceed 
without consent.

ROOM AND SUPPLIES (STRONG CONSENSUS) 
Procedural sedation must be performed in an area with 

oxygen, suction, physiological monitoring equipment, 
resuscitation medications, and age- and size-appropriate 
equipment for airway and ventilatory rescue (e.g., bag-
valve mask, oral airway, nasal airway) and for IV access 
(⊕⊕⊕⊕). When using opioids or benzodiazepines, 
reversal agents must be readily available. Medications to 
treat allergic reactions and recovery nausea and vomiting 
should also be readily accessible.

Many practitioners prefer IV access whenever it can be 
readily obtained, both as a precaution to treat adverse 
events and to allow for additional sedative medication 
administration as needed. This presents little difficulty in 
most adults; however, it may be distressing in young 
children, or in older children or adults with agitation or 
certain neuropsychiatric disorders. To facilitate 
cooperation for IV placement, consider a topical anesthetic 
and/or behavioral strategies (see later section) to mitigate 
such distress.

The above being said, safe procedural sedation without 
IV access has been well documented when using 
medications such as inhaled nitrous oxide 114-116 and 
intranasal medications 117-120 (in proper doses, settings and 
patients ⊕⊕⊕). Similarly, dissociative sedation with 
intramuscular (IM) ketamine has been well studied 
without IV access and with similar safety
(⊕⊕⊕⊕). 8,24,121,122 However, the expertise to initiate 
IV access should always be immediately available. For 
uncooperative patients requiring procedural sedation, one 
strategy is to administer ketamine IM and then, at onset of 
the dissociative state, establish IV access prior to the 
procedure.

A “time out” should occur just prior to the procedure in 
which the entire team verifies key details together (e.g., 
procedure to be performed, patient identity, sedation plan, 
correct anatomic site, presence of all appropriate 
equipment). 123 This should be performed quickly or, if 
necessary, skipped, in emergent situations to ensure safety 
while minimizing delays in providing needed care.

Policy Statement Green et al

352 Annals of Emergency Medicine Volume 88, no. 3 : September 2026



MONITORING (STRONG CONSENSUS) 
Interactive monitoring

The sedation team must continuously assess airway 
patency, ventilation quality, and sedation status through 
direct observation and physical examination to ensure 
patient comfort and to anticipate, prevent, and quickly 
detect oversedation should it occur. This requires, 
wherever possible, an unobstructed view of the airway, 
chest, and skin. Airway and respiratory adverse events 
occur most frequently during induction and the 
immediate post-painful procedure phases, and rarely 
during recovery. 124

Physiologic monitoring
The sedation team will observe and periodically 

document the vital signs and output of monitors. Cardiac 
rhythm monitoring, blood pressure assessment, 
capnography, and pulse oximetry with audible tone should 
be used routinely whenever feasible as discussed below 
(⊕⊕⊕⊕).

Cardiac monitoring allows immediate continuous 
assessment of heart rate and rhythm, promptly identifying 
clinically important bradycardia and other 
arrhythmias—though extremely rare during procedural 
sedation.

Blood pressure should be assessed prior to sedation and 
at appropriate intervals thereafter including—if possible 
and without unduly disturbing the patient—during and 
after procedural sedation. Blood pressure should also be 
assessed at the earliest evidence of potential cardiovascular 
compromise. Clinically important hypotension rarely 
occurs during procedural sedation in patients without 
serious systemic disease or acute cardiovascular 
compromise. It is more frequent in certain settings (e.g., 
colonoscopy with propofol 125 ), warranting greater 
attention and more frequent measurements in those at 
higher risk. Patients with known or possible volume 
depletion should be rehydrated at the earliest time that is 
safe and feasible (prior to procedural sedation whenever 
possible) and have frequent blood pressure monitoring.

Capnography provides continuous, immediate, 
objective verification of ventilation quality, and is more 
reliable than pulse oximetry or interactive monitoring 
alone. 126-131 Capnography is simple, noninvasive, easy to 
interpret, provides the earliest warning of respiratory 
depression and apnea, and can reduce the risk of 
developing hypoxia (⊕⊕⊕⊕). 126-129,131-135 Normal 
capnography readings can quickly and unambiguously 
confirm ventilatory activity. Abnormal readings signal 
clinicians to reevaluate patients, prepare to provide

ventilatory support and/or to administer a reversal agent, 
and avoid additional sedative doses until concerns 
resolve. 132 When using supplemental oxygen, 
capnography is the sole monitoring device to promptly 
identify impaired ventilation. Many capnography devices 
use a nasal cannula suitable for simultaneous carbon 
dioxide sampling and administration of supplemental 
oxygen.

Anxious or frightened children and uncooperative 
adults may not tolerate the blood pressure cuff, pulse 
oximetry sensor probe, or capnography cannula prior to 
procedural sedation. In these cases, procedural sedation 
may need to begin without these devices, which should 
then be applied at the earliest point when the patient is 
sufficiently sedated. Until monitoring devices can be 
placed, practitioners must maintain heightened focus on 
direct observation and physical examination to ensure 
patient safety.

During moderate sedation, some patients may not 
tolerate all components of routine monitoring. In these 
circumstances, practitioners should proceed with the 
monitoring modalities the patient can tolerate 
supplemented with direct observation and physical 
examination. As sedation takes effect, additional 
monitoring devices should be applied, prioritizing pulse 
oximetry and capnography.

BEHAVIORAL STRATEGIES TO PROMOTE 
PATIENT COMFORT (STRONG CONSENSUS) 

Facilitating a patient’s emotional well-being and 
preventing procedural distress throughout the sedation 
process is an essential component of procedural sedation 
and a core competency for practitioners. 136 A calm 
explanation of the sedation process and procedure as it is 
occurring is a logical way to allay fear and anxiety. Many 
age-specific and developmentally sensitive interventions 
appear to effectively manage a patient’s emotional state, 
alleviating fear/anxiety, and mitigating pain responses 
(⊕⊕). 43,137-143 When time permits, inquiries with the 
patient (and, when appropriate, family or caregivers) may 
identify which of these strategies might best address the 
individual’s needs, considering their age, developmental 
state, intellectual capacity, and baseline anxiety.

For children, practitioners should collaborate, when 
available, with child life specialists (North America, 
Europe), play therapists (United Kingdom), or individuals 
in similar local roles who are trained or have skills in these 
interventions, although sedation-specific evidence is 
limited (⊕⊕). 144-148 Distraction aids such as books, toys, 
and tablet computers are likely helpful. Immobilization
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boards and devices for physical restraint of children should 
be avoided and should not substitute for behavioral 
interventions or, when appropriate, effective 
pharmacologic sedation.

SEDATIVE REGIMENS (STRONG CONSENSUS) 
Sedative planning

No single sedative regimen is ideal for every patient or 
procedure. Sedation planning should be individualized 
based on clinical and logistical factors specific to each 
situation and patient. Agents used for unscheduled 
procedural sedation include, but are not limited to, 
ketamine, propofol, dexmedetomidine, etomidate, 
midazolam, remimazolam, fentanyl, and nitrous oxide. 
Specific recommendations for sedation indications, 
regimens, and doses are beyond the scope of these 
guidelines. We refer readers to recent systematic reviews in 
Supplemental Figure 1. Drug doses and concentrations 
should be confirmed before administration, with pediatric 
doses calculated using appropriate, weight-based methods 
(e.g., mg/kg) where applicable. For obese patients, most 
drug doses should be adjusted based on ideal body weight 
rather than actual weight.

Painful procedures
For moderate to severely painful procedures (e.g., 

orthopedic manipulation) fentanyl/propofol or ketamine 
have advantages over the combination of fentanyl and 
midazolam, which are well suited to mildly painful 
procedures. 149,150 Fentanyl and midazolam have a slower 
and less predictable onset, making titration more difficult, 
risking either undersedation with inadequate patient 
comfort or oversedation with respiratory depression. 151 

When used for deep sedation, fentanyl and midazolam also 
require extended administration and recovery times, 
placing greater demands on bedspace, staff, and 
monitoring (⊕⊕⊕). 149,151 For moderate to severely 
painful procedures, deep or dissociative sedation can 
reliably ensure patient comfort and safety. 8,19,30,31,152-154

Co-administered drugs
All sedatives can be safely and effectively used as single 

agents for a variety of indications. In specific patients and/ 
or circumstances, however, second agents may be added 
with the intent of enhancing patient comfort and/or safety.

Adjunctive midazolam in adults, for example, 
modestly decreases recovery agitation with ketamine, 
while no similar benefit in children has been 
demonstrated, where recovery agitation occurs less 
frequently (⊕⊕⊕⊕). 50,155-157

For painful procedures with IV midazolam as the 
principal sedative, fentanyl is commonly added to provide 
analgesia. While this combination enhances comfort, the 
close co-administration of opioids and sedatives appears to 
modestly increase adverse event risk (⊕⊕⊕). 6,15,158-160 

Clinicians should be particularly attentive to 
cardiopulmonary depression when sedation occurs within 
approximately 30 minutes of opioid administration. 158 

Propofol also lacks analgesic properties. Many 
practitioners address this by pre-treating patients undergoing 
painful procedures with opioids to achieve substantial 
analgesia before sedation. An equally safe and effective 
alternative is “ketofol”—the co-administration of propofol 
with subdissociative ketamine (⊕⊕⊕⊕). 154,161-164 

Proponents of ketofol maintain that adding ketamine ensures 
analgesia and adds blood pressure support, and point to 
conflicting evidence of enhanced sedation consistency. Critics 
argue that propofol alone (typically after fentanyl 
premedication) is equally safe and effective, and that adding 
ketamine unnecessarily complicates drug administration and 
can cause recovery agitation. 162 In contrast to operative 
anesthesia, the necessity of analgesia during propofol sedation 
has been questioned. Adult randomized controlled trials 
comparing propofol with or without opioids, have found no 
differences in reported pain, recall, or serum catecholamine 
levels (⊕⊕). 28,165

Historically, co-administered anticholinergics were 
commonly advised; however, they are associated with more 
frequent adverse events and are no longer recommended
(⊕⊕⊕). 50,166-168

Modern procedural sedation is off-label
Current product labeling by the Food and Drug 

Administration (FDA), which regulates drugs in the U.S., 
remains incomplete and inconsistent with the extensive 
procedural sedation literature. As a result, essentially all 
medications used in modern procedural sedation practice 
are off-label, despite their well-established safety. Unless 
FDA product labeling undergoes comprehensive updates 
to reflect recent decades of procedural sedation advances, 
such labeling should not supersede the wealth of evidence 
from the procedural sedation-specific medical literature.

SUPPLEMENTAL OXYGEN (STRONG 
CONSENSUS)

The use of supplemental oxygen during procedural sedation 
is an area of high practice variance. 169,170 Many clinicians and 
settings use it routinely, while many others either do not or 
selectively choose to use it for specific patients or sedation 
regimens. It may seem intuitive that this precaution should
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enhance safety, particularly in children whose oxygen reserves 
are more rapidly depleted than those of adults. 2

Multiple studies have found that supplemental oxygen 
can decrease the frequency of hypoxemic episodes during 
sedation (⊕⊕⊕⊕); 171-177 however, these occurrences are 
typically transient, resolve with minimal or no intervention, 
and therefore manifest minimal clinical relevance. Far more 
important is whether oxygen impacts outcomes that matter, 
i.e., the more serious or consequential adverse events that 
require rescue interventions. 169,170 None of these studies 
have found reductions in the frequency or magnitude of 
such clinically important outcomes (⊕⊕). 171-177

In the largest and most methodologically rigorous study 
of 85,599 pediatric sedation encounters, Li et al found no 
association of supplemental oxygen with a clinically 
important outcome—the frequency of rescue interventions 
for airway, respiratory, or cardiovascular adverse events. 169 

Their sample predominantly used propofol and included a 
variety of practice settings. The study’s large sample 
permitted them to confirm this negative outcome in 
multiple subgroups: high-risk children, low-risk children, 
ketamine-only, and pre-oxygenation only. 169 These pediatric 
results cannot directly inform adult care; however, given that 
oxygen reserves for healthy, non-obese adults are substantially 
greater than those in children, any potential benefit of 
supplemental oxygen for them would seem even less likely. 170

Given the absence of compelling evidence that 
supplemental oxygen improves procedural sedation safety, 
its use should be considered optional and not required 
(⊕⊕). (Naturally, oxygen must always be immediately 
available should rescue interventions be required. Note 
also that this discussion does not apply to nitrous oxide, 
where oxygen is automatically co-administered as part of 
its administration.) Advocates argue that oxygen may 
benefit some patient subgroups who have yet to be 
identified, and likely causes no harm. Critics argue that it 
represents unnecessary staff resource utilization, cost, 
potential patient anxiety (particularly in children who may 
fear oxygen masks), and that its use renders pulse oximetry 
ineffective as an early warning device—potentially delaying 
the identification of ventilatory depression. 170 As noted in 
the monitoring section of these guidelines, when using 
supplemental oxygen, capnography is the sole monitoring 
device that promptly identifies impaired ventilation.

RESCUE AND REVERSAL AGENTS (STRONG 
CONSENSUS)

The hallmark of safe procedural sedation is the care 
team’s ability to provide prompt and effective 
interventions in response to adverse events such as airway,

ventilatory, or hemodynamic compromise. These “rescue 
interventions” may be minor and preventative (e.g., tactile 
stimulation or airway repositioning) or they may be more 
invasive (e.g., suctioning, positive pressure ventilation).

When opioids are part of the sedation regimen, the 
antagonist naloxone may be used to reverse opioid-
induced respiratory depression and assist with rescue. 
Similarly, when benzodiazepines are part of the sedation 
regimen, the antagonist flumazenil can be administered to 
reverse benzodiazepine-induced oversedation, which may 
be associated with respiratory depression.

RECOVERY (STRONG CONSENSUS)
Following sedation, patients should be monitored until 

they are no longer at risk for airway obstruction or 
respiratory depression, they are alert and at age-appropriate 
baseline levels of consciousness, and they have normal or 
baseline vital signs. 1,2 Many institutions use specific 
discharge scoring scales for this purpose and practitioners 
should adhere to local policies. There is no literature 
supporting a need to establish a willingness or ability to 
take oral liquids. 1 If the patient is being discharged post-
recovery it should be to the care of a responsible adult, 
with appropriate verbal and written care instructions given 
to the patient and their family or caregivers. Children 
normally capable of sitting upright unaided should be able 
to again do so before being transferred to a car or booster 
seat. If a patient is being admitted or otherwise transferred 
to a different care team, an appropriate hand-off should 
occur between practitioners prior to that transfer.

DOCUMENTATION (STRONG CONSENSUS) 
Requirements will vary by setting; however, the 

sedation team should document the patient pre-sedation 
evaluation, drugs administered with their doses and 
timing, any adverse events and their interventions, serial 
assessments from interactive and physiologic monitoring, 
and any unusual events or outcomes. This documentation 
must be sufficient to permit quality reviews.

The sedation plan and patient evaluation should optimally 
be documented prior to sedation, in keeping with regulatory 
guidance developed for elective situations. However, this 
timing should not be maintained if documentation would 
delay emergent procedures. In such circumstances, 
documentation will appropriately occur post-procedure.

THE FUTURE (STRONG CONSENSUS)
We pose key steps for future improvement of 

procedural sedation clinical practice.
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Outcomes research
Since patient-oriented and clinically important adverse 

events during procedural sedation are rare, large samples 
are required to study them. Further sizable studies are 
warranted to monitor outcomes, as changes over time 
occur with procedural indications, sedation regimens, and 
patient comorbidities. Establishing a registry to track the 
most significant events should be considered, similar to 
existing models used by the anesthesia community for 
malignant hyperthermia and adverse incident reporting.

Focused research is also needed to better define optimal 
procedural sedation strategies for populations 
underrepresented in typical studies, e.g., infants under 12 
months, pregnant patients, obesity, the elderly, and those 
with severe underlying illness. Additionally, research on 
patient and family perspectives on sedation outcomes and 
experiences would help align clinician-defined best 
practices with patient-centered values and preferences.

Risk prediction
Given its inaccuracy and unreliability for sedation risk 

prediction, the ASA physical status classification should be 
deemphasized or discontinued. 105 Future research should 
identify whether this score might be refined or improved, 
and determine if effective risk prediction requires more 
than a simple, unstructured assessment of underlying 
health. 110

Predicting ventilatory depression
The application of computational tools for analyzing 

continuous, high-resolution monitoring data – using 
artificial intelligence – may permit ongoing, real-time 
automated risk estimation. This would allow clinicians to 
titrate drug administration and focus interactive 
monitoring based on advanced risk assessments rather than 
traditional, cruder measures such as repeated patient
stimulation. 26,27,132,178

Fasting
There have been major changes in thinking regarding 

pre-sedation fasting based on observational studies and 
systematic literature review. 5,9,10,72 Further evaluation 
through large, prospective studies would be ideal to 
confirm these findings, with more granular detail preferred 
regarding the timing and nature of oral liquid and solid 
intake.

The focus of preventing aspiration has long been strict 
fasting. Newer findings, such as the absence of greater risk 
with incomplete fasting during unscheduled
sedation, 5,9,10,72 and the lower-than-anticipated impact of

GLP-1 agonists during operative anesthesia, 93,98 suggest 
that gastric contents may be less important than other 
factors, e.g., esophageal disorders, airway instrumentation 
and frailty. These findings have important implications for 
elective procedural sedation (and perhaps for operative 
anesthesia), warranting prospective trials of reformed 
fasting strategies. 179,180

Propofol and hypotension
Although clinically important hypotension appears rare 

in the majority of propofol sedation studies, this is not 
always the case depending on the procedure and the 
patient population. 125 Future research should focus on 
blood pressure maintenance in the elderly and during 
propofol sedations that are not brief.

Target-controlled infusions
Target-controlled infusion technology has thus far 

received only preliminary study for procedural sedation. 
This computer-driven drug administration based on 
pharmacokinetic modeling smooths out the peaks and 
troughs of sedative drug concentrations. Theoretically, this 
approach might diminish hypoventilation, help ensure 
more consistent patient comfort, and permit the sedation 
practitioner to focus more closely on the patient without 
the distraction of repeat bolus sedative drug 
administration. 181-184

REFERENCES
1. Green SM, Roback MG, Krauss BS, et al. Unscheduled procedural 

sedation: a multidisciplinary consensus practice guideline. Ann 
Emerg Med. 2019;73:e51-e65.

2. Krauss B, Green SM. Procedural sedation and analgesia in children.
Lancet. 2006;367:766-780.

3. Cote CJ, Wilson S; American Academy of Pediatrics; American 
Academy of Pediatric Dentistry. Guidelines for monitoring and 
management of pediatric patients before, during, and after sedation 
for diagnostic and therapeutic procedures. Pediatrics. 2019;143: 
e20191000.

4. Roback MG, Green SM, Andolfatto G, et al. Tracking and Reporting 
Outcomes Of Procedural Sedation (TROOPS): Standardized Quality 
Improvement and Research Tools from the International Committee 
for the Advancement of Procedural Sedation. Br J Anaesth. 
2018;120:164-172.

5. Green SM, Leroy PL, Roback MG, et al. An international 
multidisciplinary consensus statement on fasting before procedural 
sedation in adults and children. Anaesthesia. 2020;75:374-385.

6. Bhatt M, Johnson DW, Chan J, et al. Risk factors for adverse events 
in emergency department procedural sedation for children. JAMA 
Pediatr. 2017;171:957-964.

7. Bhatt M, Kennedy RM, Osmond MH, et al. Consensus-based 
recommendations for standardizing terminology and reporting 
adverse events for emergency department procedural sedation and 
analgesia in children. Ann Emerg Med. 2009;53:426-435.e4.

8. Green SM, Roback MG, Kennedy RM, et al. Clinical practice 
guideline for emergency department ketamine dissociative 
sedation: 2011 update. Ann Emerg Med. 2011;57:449-461.

Policy Statement Green et al

356 Annals of Emergency Medicine Volume 88, no. 3 : September 2026

http://refhub.elsevier.com/S0196-0644(26)00463-4/sref1
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref1
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref1
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref2
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref2
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref3
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref3
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref3
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref3
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref3
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref4
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref4
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref4
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref4
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref4
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref5
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref5
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref5
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref6
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref6
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref6
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref7
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref7
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref7
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref7
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref8
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref8
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref8


9. Beach ML, Cohen DM, Gallagher SM, et al. Major Adverse Events
and Relationship to Nil per Os Status in Pediatric Sedation/ 
Anesthesia Outside the Operating Room: A Report of the Pediatric 
Sedation Research Consortium. Anesthesiology. 2016;124:80-88.

10. Green SM, Mason KP, Krauss BS. Pulmonary aspiration during 
procedural sedation: a comprehensive systematic review. Br J 
Anaesth. 2017;118:344-354.

11. Morgenstern J, Radecki R, Westafer L, et al. CJEM debate: clinical 
decision rules-thinking beyond the algorithm. CJEM. 
2025;27:165-169.

12. Khan MT, Khan AR, Rohail S, et al. Safety of procedural sedation in 
emergency department settings among the adult population: a 
systematic review and meta-analysis of randomized controlled trials. 
Intern Emerg Med. 2024;19:1385-1403.

13. Khan MT, Ishaq A, Rohail S, et al. Evaluating the safety of procedural 
sedation in emergency department settings among the pediatric 
population: a systematic review and meta-analysis of randomized 
controlled trials. CJEM. 2024;27:178-190.

14. Green SM, Tsze DS, Roback MG. Emergency department ketamine 
sedation: frequency and predictors of critical and high-risk adverse 
events. Ann Emerg Med. 2025;86:600-605.

15. Green SM, Tsze DS, Roback MG. Ketamine Procedural Sedation in 
38,910 Children: frequency and Predictors of Critical and High-Risk 
Events. Pediatr Crit Care Med. 2026;27:207-217.

16. Atkinson P, French J, Nice CA. Procedural sedation and analgesia for 
adults in the emergency department. BMJ. 2014;348:g2965.

17. American Society of Anesthesiologists. Statement on Continuum of 
Depth of Sedation: Definition of General Anesthesia and Levels of 
Sedation/Analgesia. Last Amended: October 23, 2024. Accessed 
February 12, 2025. https://www.asahq.org/standards-and-
practice-parameters/statement-on-continuum-of-depth-of-
sedation-definition-of-general-anesthesia-and-levels-of-sedation-
analgesia

18. American Society of Anesthesiologists. Practice Guidelines for 
Moderate Procedural Sedation and Analgesia 2018: A Report by the 
American Society of Anesthesiologists Task Force on Moderate 
Procedural Sedation and Analgesia, the American Association of 
Oral and Maxillofacial Surgeons, American College of Radiology, 
American Dental Association, American Society of Dentist 
Anesthesiologists, and Society of Interventional Radiology. 
Anesthesiology. 2018;128:437-479.

19. Green SM, Roback MG, Krauss BS. The newest threat to emergency 
department procedural sedation. Ann Emerg Med. 
2018;72:115-119.

20. Green SM, Krauss B. Who owns deep sedation? Ann Emerg Med. 
2011;57:470-474.

21. Krauss B, Green SM. Training and credentialing in procedural 
sedation and analgesia in children: lessons from the United States 
model. Paediatr Anaesth. 2008;18:30-35.

22. White PF, Way WL, Trevor AJ. Ketamine—its pharmacology and 
therapeutic uses. Anesthesiology. 1982;56:119-136.

23. Reich DL, Silvay G. Ketamine: An update on the first twenty-five years 
of clinical experience. Can J Anaesth. 1989;36:186-197.

24. Green SM, Johnson NE. Ketamine sedation for pediatric procedures: 
part 2, Review and implications. Ann Emerg Med. 
1990;19:1033-1046.

25. Green SM, Krauss B. The semantics of ketamine. Ann Emerg Med. 
2000;36:480-482.

26. Green SM, Mason KP. Reformulation of the sedation continuum.
JAMA. 2010;303:876-877.

27. Green SM, Mason KP. Stratification of sedation risk–a challenge to 
the sedation continuum. Paediatr Anaesth. 2011;21:924-931.

28. Miner JR, Moore JC, Plummer D, et al. Randomized clinical trial of 
the effect of supplemental opioids in procedural sedation with 
propofol on serum catecholamines. Acad Emerg Med. 
2013;20:330-337.

29. Miner JR, Bachman A, Kosman L, et al. Assessment of the onset and 
persistence of amnesia during procedural sedation with propofol. 
Acad Emerg Med. 2005;12:491-496.

30. Green SM, Krauss B. Barriers to propofol use in emergency 
medicine. Ann Emerg Med. 2008;52:392-398.

31. Reibling ET, Green SM, Phan T, et al. Emergency department 
procedural sedation practice limitations: A statewide California 
American College of Emergency Physicians survey. Acad Emerg 
Med. 2019;26:539-548.

32. Zupin L, Sahyoun C, Krauss B, et al. Effectiveness of 
pharmacological procedural sedation in children with autism 
spectrum disorder: A systematic review and meta-analysis. Acta 
Paediatrica. 2024;113:2363-2377.

33. Cosgrove P, Krauss BS, Cravero JP, Fleegler EW. Predictors of 
laryngospasm during 276,832 episodes of pediatric procedural 
sedation. Ann Emerg Med. 2022;80:485-496.

34. Najafi N, Veyckemans F, Vanhonacker D, et al. Incidence and risk 
factors for adverse events during monitored anaesthesia care for 
gastrointestinal endoscopy in children: a prospective observational 
study. Eur J Anaesthesiol. 2019;36:390-399.

35. Biber JL, Allareddy V, Allareddy V, et al. Prevalence and predictors of 
adverse events during procedural sedation anesthesia-outside the 
operating room for esophagogastroduodenoscopy and colonoscopy 
in children: age is an independent predictor of outcomes. Pediatr 
Crit Care Med. 2015;16:e251-e259.

36. Epstein RH, Dexter F, Fahy BG. Inpatient postoperative mortality: 
comparing patients hospitalized preoperatively to those having 
elective surgery. Anesthesiology. 2025;143:62-70.

37. Bellolio MF, Gilani WI, Barrionuevo P, et al. Incidence of adverse 
events in adults undergoing procedural sedation in the emergency 
department: a systematic review and meta-analysis. Acad Emerg 
Med. 2016;23:119-134.

38. Bellolio MF, Puls HA, Anderson JL, et al. Incidence of adverse 
events in paediatric procedural sedation in the emergency 
department: a systematic review and meta-analysis. BMJ Open. 
2016;6:e011384.

39. American Society of Anesthesiologists. Anesthesia Workforce 
Shortage Poses Threat to Health Care. June 17, 2024. press 
release. Accessed December 9, 2024. https://www.asahq.org/ 
about-asa/newsroom/news-releases/2024/06/anesthesia-
workforce-shortage-poses-threat-to-health-care

40. Salik I, Doherty T, Abramowicz AE. The pediatric anesthesiology 
workforce in the United States: how to curb the crisis? Pediatr 
Anesth. 2025;35:196-198.

41. Ma K, Rahimi A, Rajagopal M, et al. A national survey of children’s 
experiences and needs when attending Canadian pediatric 
emergency departments. PLoS One. 2024;19:e0305562.

42. Ali S, Rahimi A, Rajagopal M, et al. A national survey of caregiver 
needs and experiences when attending the emergency department. 
Pediatr Emerg Care. 2025;41:297-304.

43. Krauss BS, Calligaris L, Green SM, et al. Current concepts in 
management of pain in children in the emergency department. 
Lancet. 2016;387:83-92.

44. Scherrer PD, Mallory MD, Cravero JP, et al. The impact of obesity on 
pediatric procedural sedation-related outcomes: results from the 
Pediatric Sedation Research Consortium. Pediatr Anesth. 
2015;25:689-697.

45. Hirsch DG, Tyo J, Wrotniak BH. Desaturation in procedural sedation 
for children with long bone fractures: does weight status matter? Am 

J Emerg Med. 2017;35:1060-1063.
46. Holbrook JS, Kane JM, Han M, et al. Impact of body mass index on 

adverse events in children undergoing sedation for MRI. Hosp 
Pediatr. 2025;15:852-860.

47. Havidich JE, Beach M, Dierdorf SF, et al. Preterm versus term 

children: analysis of sedation/anesthesia adverse events and 
longitudinal risk. Pediatrics. 2016;137:e20150463.

Green et al Policy Statement

Volume 88, no. 3 : September 2026 Annals of Emergency Medicine 357

http://refhub.elsevier.com/S0196-0644(26)00463-4/sref9
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref9
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref9
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref9
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref10
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref10
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref10
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref11
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref11
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref11
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref12
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref12
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref12
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref12
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref13
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref13
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref13
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref13
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref14
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref14
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref14
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref15
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref15
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref15
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref16
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref16
https://www.asahq.org/standards%2Dand%2Dpractice%2Dparameters/statement%2Don%2Dcontinuum%2Dof%2Ddepth%2Dof%2Dsedation%2Ddefinition%2Dof%2Dgeneral%2Danesthesia%2Dand%2Dlevels%2Dof%2Dsedation%2Danalgesia
https://www.asahq.org/standards%2Dand%2Dpractice%2Dparameters/statement%2Don%2Dcontinuum%2Dof%2Ddepth%2Dof%2Dsedation%2Ddefinition%2Dof%2Dgeneral%2Danesthesia%2Dand%2Dlevels%2Dof%2Dsedation%2Danalgesia
https://www.asahq.org/standards%2Dand%2Dpractice%2Dparameters/statement%2Don%2Dcontinuum%2Dof%2Ddepth%2Dof%2Dsedation%2Ddefinition%2Dof%2Dgeneral%2Danesthesia%2Dand%2Dlevels%2Dof%2Dsedation%2Danalgesia
https://www.asahq.org/standards%2Dand%2Dpractice%2Dparameters/statement%2Don%2Dcontinuum%2Dof%2Ddepth%2Dof%2Dsedation%2Ddefinition%2Dof%2Dgeneral%2Danesthesia%2Dand%2Dlevels%2Dof%2Dsedation%2Danalgesia
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref18
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref18
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref18
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref18
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref18
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref18
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref18
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref18
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref19
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref19
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref19
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref20
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref20
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref21
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref21
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref21
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref22
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref22
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref23
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref23
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref24
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref24
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref24
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref25
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref25
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref26
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref26
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref27
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref27
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref28
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref28
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref28
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref28
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref29
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref29
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref29
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref30
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref30
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref31
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref31
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref31
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref31
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref32
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref32
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref32
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref32
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref33
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref33
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref33
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref34
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref34
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref34
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref34
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref35
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref35
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref35
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref35
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref35
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref36
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref36
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref36
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref37
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref37
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref37
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref37
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref38
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref38
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref38
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref38
https://www.asahq.org/about%2Dasa/newsroom/news%2Dreleases/2024/06/anesthesia%2Dworkforce%2Dshortage%2Dposes%2Dthreat%2Dto%2Dhealth%2Dcare
https://www.asahq.org/about%2Dasa/newsroom/news%2Dreleases/2024/06/anesthesia%2Dworkforce%2Dshortage%2Dposes%2Dthreat%2Dto%2Dhealth%2Dcare
https://www.asahq.org/about%2Dasa/newsroom/news%2Dreleases/2024/06/anesthesia%2Dworkforce%2Dshortage%2Dposes%2Dthreat%2Dto%2Dhealth%2Dcare
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref40
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref40
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref40
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref41
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref41
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref41
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref42
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref42
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref42
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref43
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref43
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref43
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref44
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref44
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref44
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref44
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref45
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref45
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref45
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref46
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref46
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref46
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref47
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref47
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref47


48. Mallory MD, Travers C, McCracken CE, et al. Upper respiratory 
infections and airway adverse events in pediatric procedural 
sedation. Pediatrics. 2017;140:e20170009.

49. Kannikeswaran N, Roback MG, Burger RK, et al. Comparison of 
procedural sedation outcomes in children with and without autism 

spectrum disorder. Hosp Pediatr. 2025;15:398-406.
50. Green SM, Roback MG, Krauss B, et al. Predictors of airway and 

respiratory adverse events with ketamine sedation in the emergency 
department: an individual-patient data meta-analysis of 8,282 
children. Ann Emerg Med. 2009;54:158-168.e1-4.

51. Schlegelmilch M, Roback MG, Bhatt M; Sedation Safety Study Group 
of Pediatric Emergency Research Canada. Impact of young age on 
outcomes of emergency department procedural sedation. Am J 
Emerg Med. 2021;46:116-120.

52. Mills LA, Kuntz HM. Adverse events in patients aged 90 days or 
younger receiving ketamine in the emergency department. Pediatr 
Emerg Care. 2024;40:665-667.

53. Wani S, Azar R, Hovis CE, et al. Obesity as a risk factor for sedation-
related complications during propofol-mediated sedation for 
advanced endoscopic procedures. Gastrointest Endosc. 
2011;74:1238-1247.

54. Patel VA, Romain PS, Sanchez J, et al. Obstructive sleep apnea 
increases the risk of cardiopulmonary adverse events associated 
with ambulatory colonoscopy independent of body mass index. Dig 
Dis Sci. 2017;62:2834-2839.

55. Gaddam S, Gunukula SK, Mador MJ. Post-gastrointestinal 
endoscopy complications in patients with obstructive sleep apnea or 
at high risk for sleep apnea: a systematic review and meta-analysis. 
Sleep Breath. 2016;20:155-166.

56. Andrade CM, Patel B, Gill J, Omodeo D, et al. Safety of 
gastrointestinal endoscopy with conscious sedation in patients with 
and without obstructive sleep apnea. J Clin Gastroenterol. 
2016;50:198-201.

57. Ceban F, Abayomi N, Saripella A, et al. Adverse events in patients 
with obstructive sleep apnea undergoing procedural sedation in 
ambulatory settings: An updated systematic review and meta-
analysis. Sleep Med Rev. 2025;80:102029.

58. Homfray G, Palmer A, Grimsmo-Powney H, et al. Procedural sedation 
of elderly patients by emergency physicians: a safety analysis of 740 
patients. Br J Anaesth. 2018;121:1236-1241.

59. Heuss LT, Schnieper P, Drewe J, et al. Safety of propofol for 
conscious sedation during endoscopic procedures in high-risk 
patients–a prospective, controlled study. Am J Gastroenterol. 
2003;98:1751-1757.

60. Dossa F, Megetto O, Yakubu M, et al. Sedation practices for routine 
gastrointestinal endoscopy: a systematic review of recommendations. 
BMC Gastroenterol. 2021;21:22.

61. Fisher JD, Welt FG, Villines TC, et al. Impact of New Guidelines of 
Unscheduled and Scheduled Sedation for Cardiologists: JACC 
Council Perspectives. J Am Coll Cardiol. 2019;74:1505-1511.

62. Caperell K, Pitetti R. Is higher ASA class associated with an 
increased incidence of adverse events during procedural sedation in 
a pediatric emergency department? Pediatr Emerg Care. 
2009;25:661-664.

63. van Dam CS, Trappenburg MC, Ter Wee MM, et al. The prognostic 
accuracy of clinical judgment versus a validated frailty screening 
instrument in older patients at the emergency department: 
findings of the AmsterGEM Study. Ann Emerg Med. 
2022;80:422-431.

64. Hoogendijk EO, Afilalo J, Ensrud KE, et al. Frailty: implications for 
clinical practice and public health. Lancet. 
2019;394:1365-1375.

65. Swarbrick CJ, collaborators S-, Williams K, et al. Postoperative 
outcomes in older patients living with frailty and multimorbidity in 
the UK: SNAP-3, a snapshot observational study. Br J Anaesth. 
2025;135:166-176.

66. Buonora MJ, Mackey K, Khalid L, et al. Acute pain management in 
people with opioid use disorder: a systematic review. Ann Intern 
Med. Mar 18 2025;178:558-570.

67. Neuman G, Koren G. Safety of procedural sedation in pregnancy.
J Obstet Gynaecol Can. 2013;35:168-173.

68. Mitchell J, Jones W, Winkley E, et al. Guideline on anaesthesia and 
sedation in breastfeeding women 2020: Guideline from the 
Association of Anaesthetists. Anaesthesia. 2020;75:1482-1493.

69. Joshi GP, Abdelmalak BB, Weigel WA, et al. 2023 American Society 
of Anesthesiologists Practice Guidelines for Preoperative Fasting: 
Carbohydrate-containing Clear Liquids with or without Protein, 
Chewing Gum, and Pediatric Fasting Duration-A Modular Update of 
the 2017 American Society of Anesthesiologists Practice Guidelines 
for Preoperative Fasting. Anesthesiology. 2023;138:132-151.

70. Zhang E, Hauser N, Sommerfield A, et al. A review of pediatric 
fasting guidelines and strategies to help children manage 
preoperative fasting. Paediatr Anaesth. 2023;33:1012-1019.

71. Frykholm P, Disma N, Andersson H, et al. Pre-operative fasting in 
children: a guideline from the European Society of Anaesthesiology 
and Intensive Care. Eur J Anaesthesiol. 2022;39:4-25.

72. Green SM, Krauss BS, Mason KP. Reevaluating fasting for 
procedural sedation. JAMA Pediatr. 2018;172:622-623.

73. Frykholm P, Schindler E, Sumpelmann R, et al. Preoperative fasting 
in children: review of existing guidelines and recent developments. 
Br J Anaesth. 2018;120:469-474.

74. Simpao AF, Wu L, Nelson O, et al. Preoperative fluid fasting times 
and postinduction low blood pressure in children: a retrospective 
analysis. Anesthesiology. 2020;133:523-533.

75. Bhatt M, Johnson DW, Taljaard M, et al. Association of preprocedural 
fasting with outcomes of emergency department sedation in 
children. JAMA Pediatr. 2018;172:678-685.

76. Morrison CE, Ritchie-McLean S, Jha A, Mythen M. Two hours too 
long: time to review fasting guidelines for clear fluids. Br J Anaesth. 
2020;124:363-366.

77. Schmitz A, Kellenberger CJ, Liamlahi R, et al. Gastric emptying after 
overnight fasting and clear fluid intake: a prospective investigation 
using serial magnetic resonance imaging in healthy children. Br J 
Anaesth. 2011;107:425-429.

78. Schmitz A, Kellenberger CJ, Neuhaus D, et al. Fasting times and 
gastric contents volume in children undergoing deep propofol 
sedation–an assessment using magnetic resonance imaging. 
Paediatr Anaesth. 2011;21:685-690.

79. Andersson H, Hellstrom PM, Frykholm P. Introducing the 6-4-
0 fasting regimen and the incidence of prolonged preoperative 
fasting in children. Paediatr Anaesth. 2018;28:46-52.

80. Van de Putte P, Vernieuwe L, Jerjir A, et al. When fasted is not empty: 
a retrospective cohort study of gastric content in fasted surgical 
patients. Br J Anaesth. 2017;118:363-371.

81. Bouvet L, Bellier N, Gagey-Riegel AC, Desgranges FP, Chassard D, De 
Queiroz Siqueira M. Ultrasound assessment of the prevalence of 
increased gastric contents and volume in elective pediatric patients: 
a prospective cohort study. Paediatr Anaesth. 2018;28:906-913.

82. Aschkenasy G, Leder O, Pardes R, et al. Preoperative clear fluid 
fasting and endoscopy-measured gastric fluid volume in children. 
Paediatr Anaesth. 2023;33:532-538.

83. Leviter J, Steele DW, Constantine E, et al. "Full Stomach" Despite the 
Wait: Point-of-care Gastric Ultrasound at the Time of Procedural 
Sedation in the Pediatric Emergency Department. Acad Emerg Med. 
2019;26:752-760.

84. Miller AF, Levy JA, Krauss BS, et al. Does point-of-care Gastric 
ultrasound correlate with reported fasting time. Pediatr Emerg Care. 
2021;37:e1265-e1269.

85. Das D, Trikha A, Kaur M, et al. Comparison of gastric emptying time 
between breast-fed and formula milk-fed infants less than 6 months 
old, using gastric ultrasound-An observational study. Paediatr 
Anaesth. 2024;34:430-437.

Policy Statement Green et al

358 Annals of Emergency Medicine Volume 88, no. 3 : September 2026

http://refhub.elsevier.com/S0196-0644(26)00463-4/sref48
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref48
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref48
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref49
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref49
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref49
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref50
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref50
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref50
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref50
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref51
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref51
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref51
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref51
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref52
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref52
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref52
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref53
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref53
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref53
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref53
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref54
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref54
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref54
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref54
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref55
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref55
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref55
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref55
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref56
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref56
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref56
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref56
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref57
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref57
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref57
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref57
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref58
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref58
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref58
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref59
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref59
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref59
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref59
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref60
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref60
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref60
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref61
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref61
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref61
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref62
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref62
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref62
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref62
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref63
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref63
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref63
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref63
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref63
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref64
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref64
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref64
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref65
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref65
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref65
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref65
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref66
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref66
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref66
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref67
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref67
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref68
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref68
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref68
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref69
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref69
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref69
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref69
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref69
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref69
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref70
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref70
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref70
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref71
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref71
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref71
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref72
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref72
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref73
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref73
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref73
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref74
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref74
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref74
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref75
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref75
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref75
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref76
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref76
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref76
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref77
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref77
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref77
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref77
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref78
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref78
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref78
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref78
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref79
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref79
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref79
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref80
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref80
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref80
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref81
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref81
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref81
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref81
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref82
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref82
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref82
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref83
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref83
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref83
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref83
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref84
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref84
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref84
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref85
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref85
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref85
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref85


86. Balbaa E, Ibrahim AA, Bazzazeh M, et al. Non-fasting versus fasting 
before percutaneous cardiac procedures: a systematic review and 
meta-analysis of randomized controlled trials. Perioper Med (Lond). 
2025;14:24.

87. Chumpitazi CE, Camp EA, Bhamidipati DR, et al. Shortened 
preprocedural fasting in the pediatric emergency department. Am J 
Emerg Med. 2018;36:1577-1580.

88. Hara Y, Hagiwara Y, Inoue N. Effects of the new fasting standard on 
sedation in the pediatric emergency room. Pediatr Int. 2022;64: 
e14840.

89. Nersessian RSF, da Silva LM, Carvalho MAS, et al. Relationship 
between residual gastric content and peri-operative semaglutide 
use assessed by gastric ultrasound: a prospective observational 
study. Anaesthesia. 2024;79:1317-1324.

90. Hiramoto B, McCarty TR, Lodhia NA, et al. Quantified metrics of 
gastric emptying delay by glucagon-like peptide-1 agonists: a 
systematic review and meta-analysis with insights for periprocedural 
management. Am J Gastroenterol. 2024;119:1126-1140.

91. Silveira SQ, da Silva LM, de Campos Vieira Abib A, et al. Relationship 
between perioperative semaglutide use and residual gastric 
content: A retrospective analysis of patients undergoing elective 
upper endoscopy. J Clin Anesth. 2023;87:111091.

92. Joshi GP. Anesthetic considerations in adult patients on glucagon-
like peptide-1 receptor agonists: gastrointestinal focus. Anesth 
Analg. 2024;138:216-220.

93. Kindel TL, Wang AY, Wadhwa A, et al. Multisociety clinical practice 
guidance for the safe use of glucagon-like peptide-1 receptor 
agonists in the perioperative period. Surg Obes Relat Dis. 
2024;20:1183-1186.

94. El-Boghdadly K, Dhesi J, Fabb P, et al. Elective peri-operative 
management of adults taking glucagon-like peptide-1 receptor 
agonists, glucose-dependent insulinotropic peptide agonists and 
sodium-glucose cotransporter-2 inhibitors: a multidisciplinary 
consensus statement. Anaesthesia. 2025;80:412-424.

95. Novo Nordisk. Ozempic product label revised 11/2024. Accessed 
January 7, 2025. https://wwwaccessdatafdagov/drugsatfda_docs/ 
label/2024/209637s032lblpdf

96. Chang MG, Bittner EA. Comparison of societal guidance on 
perioperative management of glucagon-like peptide-1 receptor 
agonists: implications for clinical practice and future investigations. 
Can J Anaesth. 2024;71:1302-1315.

97. Vetrugno L, Deana C, Da Porto A, et al. A narrative review of 
glucagon-like peptide-1 receptor agonists prior to deep sedation or 
general anesthesia. J Anesth Analg Crit Care. 2025;5:16.

98. Chen YH, Zink T, Chen YW, et al. Postoperative aspiration 
pneumonia among adults using GLP-1 receptor agonists. JAMA 
Netw Open. 2025;8:e250081.

99. Elkin J, Rele S, Sumithran P, et al. Association between glucagon-like 
peptide-1 receptor agonist use and peri-operative pulmonary 
aspiration: a systematic review and meta-analysis. Anaesthesia. 
2025;80:846-858.

100. Green SM, Roback MG. Is the Mallampati Score useful for 
emergency department airway management or procedural 
sedation? Ann Emerg Med. 2019;74:251-259.

101. Lee A, Fan LT, Gin T, et al. A systematic review (meta-analysis) of the 
accuracy of the Mallampati tests to predict the difficult airway. 
Anesth Analg. 2006;102:1867-1878.

102. Iyer MS, Pitetti RD, Vitale M. Higher Mallampati Scores are not 
associated with more adverse events during pediatric procedural 
sedation and analgesia. West J Emerg Med. 2018;19:430-436.

103. Roth D, Pace NL, Lee A, et al. Airway physical examination tests for 
detection of difficult airway management in apparently normal adult 
patients. Cochrane Database Syst Rev. 2018;5:CD008874.

104. Yu JL, Rosen I. Utility of the modified Mallampati grade and 
Friedman tongue position in the assessment of obstructive sleep 
apnea. J Clin Sleep Med. 2020;16:303-308.

105. Horvath B, Kloesel B, Todd MM, et al. The evolution, current 
value, and future of the American Society of Anesthesiologists 
Physical Status Classification System. Anesthesiology. 
2021;135:904-919.

106. Knuf KM, Manohar CM, Cummings AK. Addressing inter-rater 
variability in the ASA-PS Classification System. Mil Med. 
2020;185:e545-e549.

107. Owens WD. American Society of Anesthesiologists Physical Status 
Classification System is not a risk classification system. 
Anesthesiology. 2001;94:378.

108. Evans S, Mayhew D. ASA physical status classification: a relic of a 
bygone time? Anaesthesia. 2025;81:167-170.

109. Shinall MC Jr, Arya S, Youk A, et al. Association of preoperative 
patient frailty and operative stress with postoperative mortality. 
JAMA Surg. 2020;155:e194620.

110. Schriger DL, Elder JW, Cooper RJ. Structured clinical decision aids 
are seldom compared with subjective physician judgment, and are 
seldom superior. Ann Emerg Med. 2017;70:338-344.e3.

111. Green SM, Schriger DL, Yealy DM. Methodologic standards for 
interpreting clinical decision rules in emergency medicine: 2014 
update. Ann Emerg Med. 2014;64:286-291.

112. Green SM. When do clinical decision rules improve patient care? 
Ann Emerg Med. 2013;62:132-135.

113. Glaser J, Nouri S, Fernandez A, et al. Interventions to improve 
patient comprehension in informed consent for medical and surgical 
procedures: an updated systematic review. Med Decis Making. 
2020;40:119-143.

114. Tsze DS, Mallory MD, Cravero JP. Practice patterns and adverse 
events of nitrous oxide sedation and analgesia: a report from the 
pediatric sedation research consortium. J Pediatr. 
2016;169:260-265.e2.

115. Rossit M, Gil-Manich V, Ribera-Uribe JM. Success rate of nitrous 
oxide-oxygen procedural sedation in dental patients: systematic 
review and meta-analysis. J Dent Anesth Pain Med. 
2021;21:527-545.

116. Babl FE, Belousoff J, Deasy C, et al. Paediatric procedural sedation 
based on nitrous oxide and ketamine: sedation registry data from 
Australia. Emerg Med J. 2010;27:607-612.

117. de Rover I, Wylleman J, Dogger JJ, et al. Needle-free pharmacological 
sedation techniques in paediatric patients for imaging procedures: a 
systematic review and meta-analysis. Br J Anaesth. 
2022;130:51-73.

118. Tervonen M, Pokka T, Kallio M, et al. Systematic review and meta-
analysis found that intranasal dexmedetomidine was a safe and 
effective sedative drug during paediatric procedural sedation. Acta 
Paediatrica. 2020;109:2008-2016.

119. Poonai N, Spohn J, Vandermeer B, et al. Intranasal dexmedetomidine 
for procedural distress in children: a systematic review. Pediatrics. 
2020;145:e20191623.

120. Gómez-Manzano F, Laredo-Aguilera J, Cobo-Cuenca A, et al.
Evaluation of intranasal midazolam for pediatric sedation during the 
suturing of traumatic lacerations: a systematic review. Children. 
2022;9:644.

121. Green SM, Rothrock SG, Lynch EL, et al. Intramuscular ketamine for 
pediatric sedation in the emergency department: safety profile in 1, 
022 cases. Ann Emerg Med. 1998;31:688-697.

122. Roback MG, Wathen JE, MacKenzie T, et al. A randomized, 
controlled trial of i.v. versus i.m. ketamine for sedation of pediatric 
patients receiving emergency department orthopedic procedures. 
Ann Emerg Med. 2006;48:605-612.

123. Pimentel CB, Snow AL, Carnes SL, et al. Huddles and their 
effectiveness at the frontlines of clinical care: a scoping review.
J Gen Intern Med. 2021;36:2772-2783.

124. Boriosi JP, Lasarev ML, Ferrazano PA, et al. The nature, frequency, 
and timing of pediatric sedation adverse events. Hosp Pediatr. 
2022;12:930-936.

Green et al Policy Statement

Volume 88, no. 3 : September 2026 Annals of Emergency Medicine 359

http://refhub.elsevier.com/S0196-0644(26)00463-4/sref86
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref86
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref86
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref86
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref87
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref87
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref87
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref88
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref88
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref88
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref89
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref89
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref89
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref89
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref90
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref90
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref90
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref90
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref91
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref91
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref91
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref91
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref92
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref92
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref92
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref93
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref93
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref93
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref93
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref94
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref94
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref94
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref94
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref94
https://wwwaccessdatafdagov/drugsatfda_docs/label/2024/209637s032lblpdf
https://wwwaccessdatafdagov/drugsatfda_docs/label/2024/209637s032lblpdf
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref96
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref96
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref96
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref96
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref97
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref97
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref97
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref98
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref98
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref98
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref99
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref99
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref99
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref99
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref100
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref100
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref100
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref101
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref101
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref101
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref102
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref102
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref102
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref103
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref103
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref103
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref104
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref104
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref104
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref105
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref105
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref105
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref105
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref106
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref106
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref106
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref107
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref107
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref107
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref108
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref108
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref109
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref109
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref109
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref110
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref110
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref110
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref111
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref111
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref111
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref112
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref112
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref113
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref113
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref113
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref113
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref114
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref114
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref114
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref114
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref115
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref115
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref115
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref115
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref116
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref116
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref116
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref117
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref117
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref117
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref117
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref118
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref118
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref118
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref118
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref119
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref119
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref119
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref120
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref120
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref120
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref120
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref121
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref121
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref121
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref122
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref122
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref122
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref122
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref123
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref123
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref123
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref124
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref124
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref124


125. Sneyd JR, Absalom AR, Barends CRM, et al. Hypotension during 
propofol sedation for colonoscopy: a retrospective exploratory 
analysis and meta-analysis. Br J Anaesth. 2022;128:610-622.

126. Green SM, Pershad J. Should capnographic monitoring be standard 
practice during emergency department procedural sedation and 
analgesia? Pro and con. Ann Emerg Med. 2010;55:265-267.

127. Askar H, Misch J, Chen Z, et al. Capnography monitoring in 
procedural intravenous sedation: a systematic review and meta-
analysis. Clin Oral Investig. 2020;24:3761-3770.

128. Kim SH, Park M, Lee J, et al. The addition of capnography to 
standard monitoring reduces hypoxemic events during 
gastrointestinal endoscopic sedation: a systematic review and meta-
analysis. Ther Clin Risk Manag. 2018;14:1605-1614.

129. Krauss B, Hess DR. Capnography for procedural sedation and 
analgesia in the emergency department. Ann Emerg Med. 
2007;50:172-181.

130. Dewdney C, MacDougall M, Blackburn R, et al. Capnography for 
procedural sedation in the ED: a systematic review. Emerg Med J. 
2017;34:476-484.

131. Saunders R, Struys M, Pollock RF, et al. Patient safety during 
procedural sedation using capnography monitoring: a systematic 
review and meta-analysis. BMJ Open. 2017;7:e013402.

132. Krauss BS, Andolfatto G, Krauss BA, et al. Characteristics of and 
predictors for apnea and clinical interventions during procedural 
sedation. Ann Emerg Med. 2016;68:564-573.

133. Beitz A, Riphaus A, Meining A, et al. Capnographic monitoring 
reduces the incidence of arterial oxygen desaturation and 
hypoxemia during propofol sedation for colonoscopy: a randomized, 
controlled study (ColoCap Study). Am J Gastroenterol. 
2012;107:1205-1212.

134. Qadeer MA, Vargo JJ, Dumot JA, et al. Capnographic monitoring of 
respiratory activity improves safety of sedation for endoscopic 
cholangiopancreatography and ultrasonography. Gastroenterology. 
2009;136:1568-1576.

135. Kim EH, Park JB, Ji SH, et al. Using capnography in children to 
prevent oxygen desaturation during procedural sedation: A 
randomised trial. Eur J Anaesthesiol. 2025;42:1034-1041.

136. Leroy PL, Krauss BS, Costa LR, et al. Procedural sedation 
competencies: a review and multidisciplinary international consensus 
statement on knowledge, skills, training, and credentialing. Br J 
Anaesth. 2025;134:817-829.

137. Krauss BS, Krauss BA, Green SM. VIDEOS IN CLINICAL MEDICINE.
Managing Procedural Anxiety in Children. N Engl J Med. 2016;374: 
e19.

138. Krauss BA, Krauss BS. Managing the frightened child. Ann Emerg 
Med. 2019;74:30-35.

139. Leroy PL, Costa LR, Emmanouil D, et al. Beyond the drugs: 
nonpharmacologic strategies to optimize procedural care in 
children. Curr Opin Anaesthesiol. 2016;29(Suppl 1):S1-S13.

140. Krauss BA, Leroy PL, Krauss BS. Establishing trust with children. Eur 
J Pediatr. 2024;183:4185-4193.

141. Cohen LL. Behavioral approaches to anxiety and pain management 
for pediatric venous access. Pediatrics. 2008;122(Suppl 3): 
S134-S139.

142. Duff AJA. Incorporating psychological approaches into routine 
paediatric venepuncture. Arch Dis Child. 2003;88:931-937.

143. Slater P, Van-Manen A, Cyna AM. Clinical hypnosis and the 
anaesthetist: a practical approach. BJA Educ. 2024;24:121-128.

144. Hall JE, Patel DP, Thomas J, et al. Certified child life specialists 
lessen emotional distress of children Undergoing laceration repair in 
the emergency department. Pediatr Emerg Care. 2018;34:603-606.

145. Faulk A, Power J, Mejia H, et al. Integration of certified child life 
specialists to decrease in periprocedural benzodiazepine use: a pilot 
study. J Surg Res. 2024;298:209-213.

146. Scott MT, Todd KE, Oakley H, et al. Reducing anesthesia and 
health care cost through utilization of child life specialists in

pediatric radiation oncology. Int J Radiat Oncol Biol Phys. 
2016;96:401-405.

147. de Amorim e Silva CJ, Mackenzie A, Hallowell LM, et al. Practice MRI: 
reducing the need for sedation and general anaesthesia in children 
undergoing MRI. Australas Radiol. 2006;50:319-323.

148. Khan JJ, Donnelly LF, Koch BL, et al. A program to decrease the need 
for pediatric sedation for CT and MRI. Appl Radiol. 2007;April:30-33.

149. Greco GF, Al-Asadi Z, Belcher AM, et al. Ketamine/midazolam versus 
fentanyl/midazolam procedural sedation for interventional 
radiology: a prospective registry. J Vasc Interv Radiol. 
2025;36:1002-1010.e1.

150. Ryan PM, Kienstra AJ, Cosgrove P, et al. Safety and effectiveness of 
intranasal midazolam and fentanyl used in combination in the 
pediatric emergency department. Am J Emerg Med. 
2019;37:237-240.

151. Kennedy RM, Porter FL, Miller P, et al. Comparison of fentanyl/ 
midazolam with ketamine/midazolam for pediatric orthopedic 
emergencies. Pediatrics. 1998;102:956-963.

152. Green SM, Norse AB, Jackson BF, et al. Regulatory challenges to 
emergency medicine procedural sedation. Ann Emerg Med. 
2021;77:91-102.

153. Hoshijima H, Higuchi H, Sato Boku A, et al. Patient satisfaction with 
deep versus light/moderate sedation for non-surgical procedures: a 
systematic review and meta-analysis. Medicine (Baltimore). 
2021;100:e27176.

154. Miller KA, Andolfatto G, Miner JR, et al. Clinical practice guideline for 
emergency department procedural sedation with propofol: 2018 
update. Ann Emerg Med. 2019;73:470-480.

155. Sherwin TS, Green SM, Khan A, et al. Does adjunctive midazolam 

reduce recovery agitation after ketamine sedation for pediatric 
procedures? a randomized, double-blind, placebo-controlled trial. 
Ann Emerg Med. 2000;35:229-238.

156. Wathen JE, Roback MG, Mackenzie T, et al. Does midazolam alter 
the clinical effects of intravenous ketamine sedation in children? a 
double-blind, randomized, controlled, emergency department trial. 
Ann Emerg Med. 2000;36:579-588.

157. Green SM, Roback MG, Krauss B, et al. Predictors of emesis and 
recovery agitation with emergency department ketamine sedation: 
an individual-patient data meta-analysis of 8,282 children. Ann 
Emerg Med. 2009;54:171-180.e1-4.

158. Bhatt M, Cheng W, Roback MG; Sedation Safety study Group of 
Pediatric Emergency Research Canada. Impact of Timing of 
Preprocedural Opioids on Adverse Events in Procedural Sedation. 
Acad Emerg Med. 2020;27:217-227.

159. Kamat PP, McCracken CE, Simon HK, et al. Trends in outpatient 
procedural sedation: 2007-2018. Pediatrics. 2020;145: 
e20193559.

160. Meissner K, Kharasch ED. What’s old is new again: opioid and 
benzodiazepine actions on ventilation, a reminder of the importance 
of knowing one’s drugs. Br J Anesth. 2025;134:903-905.

161. Andolfatto G, Abu-Laban RB, Zed PJ, et al. Ketamine-propofol 
combination (ketofol) versus propofol alone for emergency 
department procedural sedation and analgesia: a randomized 
double-blind trial. Ann Emerg Med. 2012;59:504-512.e1-2.

162. Green SM, Andolfatto G, Krauss BS. Ketofol for procedural sedation 
revisited: pro and con. Ann Emerg Med. 2015;65:489-491.

163. Miner JR, Moore JC, Austad EJ, et al. Randomized, double-blinded, 
clinical trial of propofol, 1:1 propofol/ketamine, and 4:1 propofol/ 
ketamine for deep procedural sedation in the emergency 
department. Ann Emerg Med. 2015;65:479-488.e2.

164. David H, Shipp J. A randomized controlled trial of ketamine/propofol 
versus propofol alone for emergency department procedural 
sedation. Ann Emerg Med. 2011;57:435-441.

165. Miner JR, Gray RO, Stephens D, et al. Randomized clinical trial of 
propofol with and without alfentanil for deep procedural sedation in 
the emergency department. Acad Emerg Med. 2009;16:825-834.

Policy Statement Green et al

360 Annals of Emergency Medicine Volume 88, no. 3 : September 2026

http://refhub.elsevier.com/S0196-0644(26)00463-4/sref125
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref125
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref125
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref126
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref126
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref126
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref127
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref127
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref127
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref128
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref128
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref128
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref128
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref129
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref129
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref129
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref130
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref130
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref130
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref131
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref131
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref131
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref132
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref132
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref132
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref133
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref133
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref133
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref133
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref133
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref134
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref134
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref134
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref134
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref135
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref135
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref135
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref136
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref136
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref136
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref136
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref137
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref137
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref137
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref138
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref138
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref139
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref139
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref139
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref140
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref140
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref141
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref141
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref141
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref142
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref142
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref143
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref143
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref144
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref144
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref144
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref145
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref145
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref145
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref146
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref146
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref146
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref146
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref147
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref147
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref147
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref148
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref148
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref149
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref149
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref149
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref149
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref150
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref150
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref150
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref150
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref151
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref151
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref151
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref152
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref152
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref152
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref153
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref153
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref153
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref153
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref154
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref154
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref154
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref155
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref155
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref155
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref155
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref156
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref156
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref156
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref156
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref157
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref157
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref157
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref157
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref158
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref158
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref158
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref158
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref159
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref159
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref159
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref160
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref160
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref160
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref161
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref161
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref161
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref161
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref162
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref162
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref163
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref163
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref163
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref163
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref164
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref164
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref164
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref165
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref165
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref165


166. Boriosi JP, Lasarev MR, Peters ME, et al. Anticholinergics and 
serious adverse events in pediatric procedural sedation: A report of 
the pediatric sedation research consortiums. Paediatr Anaesth. 
2022;32:665-672.

167. Brown L, Christian-Kopp S, Sherwin TS, et al. Adjunctive atropine is 
unnecessary during ketamine sedation in children. Acad Emerg 
Med. 2008;15:314-318.

168. Grunwell JR, Travers C, McCracken CE, et al. Procedural sedation 
outside of the operating room using ketamine in 22,645 children: a 
report from the pediatric sedation research consortium. Pediatr Crit 
Care Med. 2016;17:1109-1116.

169. Li J, Krauss B, Monuteaux MC, et al. Preprocedural oxygenation and 
procedural oxygenation during pediatric procedural sedation: 
patterns of use and association with interventions. Ann Emerg Med. 
2024;84:473-485.

170. Green SM, Bhatt M, Roback MG. Supplemental oxygen for pediatric 
procedural sedation: common sense precaution or false 
reassurance? Ann Emerg Med. 2024;84:486-489.

171. Deitch K, Chudnofsky CR, Dominici P, et al. The utility of high-flow 
oxygen during emergency department procedural sedation and 
analgesia with propofol: a randomized, controlled trial. Ann Emerg 
Med. 2011;58:360-364.e3.

172. Fukano K, Homma Y, Norii T, et al. Efficact of supplemental oxygen 
during procedural sedation and analgesia in elderly patients in the 
emergency department. J Emerg Med. 2023;65:e310-e319.

173. Wang S, Ji J, Xiong C, et al. Comparing oxygen therapies for 
hypoxemia prevention during gastrointestinal endoscopy under 
procedural sedation: A systematic review and network meta-
analysis. J Clin Anesth. 2024;98:111586.

174. Thiruvenkatarajan V, Sekhar V, Wong DT, et al. Effect of high-flow 
nasal oxygen on hypoxaemia during procedural sedation: a 
systematic review and meta-analysis. Anaesthesia. 2023;78:81-92.

175. Carron M, Tamburini E, Safaee Fakhr B, et al. High-flow nasal 
oxygenation during gastrointestinal endoscopy. Systematic review 
and meta-analysis. BJA Open. 2022;4:100098.

176. Gu WJ, Wang HT, Huang J, et al. High flow nasal oxygen 
versus conventional oxygen therapy in gastrointestinal 
endoscopy with conscious sedation: Systematic review and 
meta-analysis with trial sequential analysis. Dig Endosc. 
2022;34:1136-1146.

177. Lee JH, Ko HJ, Park JB, et al. Oxygen supplementation in pediatric 
sedation: prospective, multicenter, randomized controlled trial. 
Anesthesiology. 2025;143:132-141.

178. Conway A, Collins P, Chang K, et al. Pre-apneic capnography 
waveform abnormalities during procedural sedation and analgesia. 
J Clin Monit Comput. 2020;34:1061-1068.

179. Rüggeberg A, Meybohm P, Nickel EA. Preoperative fasting and the 
risk of pulmonary aspiration—a narrative review of historical 
concepts, physiological effects, and new perspectives. BJA Open. 
2024;10:100282.

180. Schmitz A, Kuhn F, Hofmann J, et al. Incidence of adverse 
respiratory events after adjustment of clear fluid fasting 
recommendations to 1 h: a prospective, observational, multi-
institutional cohort study. Br J Anaesth. 2024;132:66-75.

181. Barends CRM, Driesens MK, van Amsterdam K, et al. Moderate-to-
deep sedation using target-controlled infusions of propofol and 
remifentanil: adverse events and risk factors: a retrospective 
cohort study of 2937 procedures. Anesth Analg. 
2020;131:1173-1183.

182. Green SM, Krauss BS. Target-controlled infusions could improve the 
safety and efficacy of emergency department propofol sedation. 
Anesth Analg. 2016;122:283-284.

183. Burton FM, Lowe DJ, Millar JE, et al. Effect of target-controlled 
propofol infusion to reduce the incidence of adverse events for 
procedural sedation in the emergency department: a systematic 
review. Eur J Emerg Med. 2020;27:253-259.

184. Burton FM, Lowe DJ, Millar J, et al. Propofol Target-Controlled 
Infusion in Emergency Department Sedation (ProTEDS): a 
multicentre, single-arm feasibility study. Emerg Med J. 
2021;38:205-210.

Green et al Policy Statement

Volume 88, no. 3 : September 2026 Annals of Emergency Medicine 361

http://refhub.elsevier.com/S0196-0644(26)00463-4/sref166
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref166
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref166
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref166
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref167
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref167
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref167
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref168
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref168
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref168
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref168
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref169
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref169
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref169
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref169
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref170
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref170
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref170
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref171
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref171
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref171
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref171
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref172
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref172
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref172
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref173
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref173
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref173
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref173
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref174
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref174
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref174
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref175
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref175
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref175
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref176
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref176
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref176
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref176
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref176
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref177
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref177
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref177
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref178
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref178
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref178
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref179
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref179
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref179
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref179
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref180
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref180
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref180
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref180
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref181
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref181
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref181
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref181
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref181
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref182
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref182
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref182
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref183
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref183
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref183
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref183
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref184
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref184
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref184
http://refhub.elsevier.com/S0196-0644(26)00463-4/sref184

	Unscheduled Procedural Sedation Multidisciplinary Delphi Consensus Guidelines, Part 2: Clinical Practice
	Abstract
	Introduction
	Levels of Sedation (strong consensus)
	Sedation depth
	Dissociative sedation is distinct from the sedation continuum
	Ventilatory adequacy

	Pre-Sedation Evaluation (strong consensus)
	Assess procedure
	Assess comfort needs
	Assess timeliness
	Assess patient history
	Assess oral intake
	GLP-1 agonists
	Assess physical exam
	Assess risk

	Consent (strong consensus)
	Room and Supplies (strong consensus)
	Monitoring (strong consensus)
	Interactive monitoring
	Physiologic monitoring

	Behavioral Strategies To Promote Patient Comfort (strong consensus)
	Sedative Regimens (strong consensus)
	Sedative planning
	Painful procedures
	Co-administered drugs
	Modern procedural sedation is off-label

	Supplemental Oxygen (strong consensus)
	Rescue and Reversal Agents (strong consensus)
	Recovery (strong consensus)
	Documentation (strong consensus)
	The Future (strong consensus)
	Outcomes research
	Risk prediction
	Predicting ventilatory depression
	Fasting
	Propofol and hypotension
	Target-controlled infusions

	References


