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Chapter | Introduction

| ntroduction

The number of noninvasive and minimally invasiveogadures
performed outside of the operating room has grovamdtically over the last
several decadd& rauss & Green, 2006).

More medically complex patients have been undeggomore
procedures outside the operating room, due to tdobical advances in
medicine, the increased proficiency of procedutsiied a raised awareness of
healthcare cosi{®kobbertze et al., 2006).

As a consequence of this change and the increasackress of the
importance of providing analgesia and anxiolysiee heed for sedation for
procedures in physician offices, dental officedyspecialty procedure suites,
imaging facilities, emergency departments, and datbty surgery centers

also has markedly increas@®imerican Academy of Pediatrics, 2006).

Conscious sedation was first introduced by the Acaer Dental
Association (ADA) and refers to a "minimally depsed level of consciousness
that is produced by a pharmacologic method, a f@mmpacologic method, or a
combination of both, in which the patient retaihe tability to maintain an
airway independently and continuously and to redpappropriately to physical
stimulation or verbal comman@WVaring et al., 2003).

Conscious sedation is the preferred practice fortaice surgical
interventions; one advantage that it has over géreresthesia is that patient-
doctor cooperation is possible. The reductionsixiedy and amnesia also result
in higher levels of patient comfqi$chweickert & Kress, 2008).

One of the main advantages of conscious sedatidranalgesia is the
patient's rapid return to presedation levels, qatfents generally experience a

shorter recovery period, ambulate earlier and meeglily participate in the
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discharge process than do patients receiving geaeesthesia. Side effects
from the medications are minimal and complicatiamse few(Cohen et al.,
2007).

Various procedures that require procedural sedatierbetter served by
considering the goals of procedural sedation ardraning if a particular
patient requires pharmacological intervention toetmte following goals
during a procedure as patient safety, minimizingn @ad anxiety associated
with procedure minimizing patient’'s motion durirget procedure, maximizing
the chance of success of procedure and returniagp#ient to presedation

state as quickly as possil§lgelson, 2009).

There are many challenges in providing safe anassthat a remote
location as limited space, lighting or patient as;emonitors and equipment
which may be old and unfamiliar, a lack of pipeddmal gases, scavenging,
and power outlets, lack of trained anaestheticsts®te and immediate backup
in the event of emergency and limited or nonexistertovery facilities
(Dallimore & dally, 2011).

While sedation can improve the patient experienteumpleasant
procedures, if performed poorly it has the potértbacause harnfcarol &
sara, 2011).

The demand for safe efficient sedation and anagesitside the
operating room has outstripped the available suppnaesthesiologists. The
lack of sufficient anaesthesiology care providesas lhead to the demand to
create sedation services led by non-anesthesitdo@is., nurse practitioners,
pediatricians, emergency department physicianstensivists and dentists)
who often use sedative agents including anaesthietigs (Kaplan et al.,
2009).
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Sedation requires a holistic approach with comprsive pre- and
post-procedural assessments, regular monitoringaasepartment that is fully
equipped and staffed. Further, it requires resgmdiealthcare professionals
to have good knowledge of the pharmacology of theysl used, to identify
high-risk patients and to recognize and manage toatipns appropriately
(Mayson et al., 2006).

Routine monitoring during procedural sedation sHouhclude
continuous pulse oximetry and ECG monitoring as|was intermittent
recordings of respiratory rate and blood presstira &equency of at least

every 5 minutes during the proced@leseph, 2011).
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Chapter I Aim of the Work

Aim of the Work

The aim of this essay isto provide effective, standardized, guidelines for
the safe administration, monitoring, recovery and discharge of patients
who have received sedation / analgesia outside the operating room.
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Terminology and Guidelines

Sedation continuum

Progression from minimum sedation to general ahas& does not
lend itself to arbitrary division. Low doses of opis or sedative-hypnotics
induce mild analgesia or sedation respectivelyh witle danger of adverse
events. Higher doses provide progressively deepéat®n, increasing the
risk of respiratory and airway compromise. Almdsnan-dissociative drugs
for procedural sedation and analgesia in common ustuding opioids,
benzodiazepines, barbiturates, etomidate, and fobman induce a state of
general anaesthesia with loss of protective airngflexes. Additionally,
sedation depth will drift during any given proceeluNoxious stimuli can
lighten sedation, and the withdrawal of externammsti at the end of a
procedure can deepen it. Accordingly, continuousitoang is essential and
clinicians must be prepared to rescue patients fewals of sedation deeper
than intendedKrauss and Green, 2006).

Guiddinesfor Sedation:

Cravero and Blike, mention thatthe first monitoring guideline for
sedation was written at 1983 by the American AcadefiPediatrics (AAP).
This guideline was written in response to repoftthoee deaths in a single
dental office and other incidents primarily invelgi dental sedation
(Cravero and Blike, 2004).

In 1992, the Amercan Academy of Pedatric guideliweee revised to
reflect advances in technology and required publseneiry for all sedated

children(American Academy of Pediatrics, 1992).
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