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LEARNING OBJECTIVES

At the conclusion of this activity, 
participants should be able to:

1. Describe the continuum ranging from 
minimal sedation through general 
anesthesia.

2. Assess the risks and benefits 
associated with  sedation and 
analgesia for patients with special 
needs. 



LEARNING OBJECTIVES (cont)

3. Describe the procedures used for 
monitoring patients.

4. Explain the importance of airway 
management, and have a rescue plan 
for dealing with apnea.

5. Characterize the drugs most commonly 
used for sedation and analgesia.



Accreditation/Designation 
Statement

 Accreditation Statement
 The Sibley Memorial Hospital is accredited by MedChi, 

The Maryland State Medical Society to provide continuing 
medical education for physicians.

 Designation Statement
 The Sibley Memorial Hospital designates this on-live 

activity for a maximum of 1 AMA PRA Category 1 
Credit(s).  Physicians should claim only the credit 
commensurate with the extent of their participation in the 
activity.



INFORMATION AND TEST

This module provides clinicians with information about 
sedation and analgesia.

Viewing this information and passing a written test at the 
end are parts of the privileging process to administer 
moderate sedation and analgesia for a procedure.  

In addition to completing this didactic, the 
practitioner is required to maintain active BLS 
certification.

SMH policy, 01-31-09: Sedation and Anesthesia Care, 
may be found on Sibley’s Intranet/ Hospital Policy and 
Procedures



SEDATION AND 
ANALGESIA BENEFITS

Sedation and analgesia allow patients to:  
 Tolerate unpleasant procedures by relieving 

anxiety, discomfort, or pain.
 Reduce movement of children and 

uncooperative adults.



CONTINUUM

Sedation and analgesia comprise a continuum
ranging from minimal sedation through general 
anesthesia.

Stages of the Continuum:
 Minimal sedation (“Anxiolysis”)
 Moderate sedation (“Conscious Sedation”)
 Deep sedation
 General anesthesia



RESPONSIVENESS AT EACH STAGE

MINIMAL SEDATION
 Normal response to verbal stimulation

MODERATE SEDATION
 Purposeful response to verbal or tactile stimulation*

DEEP SEDATION
 Purposeful response to repeated or painful stimulation

GENERAL ANESTHESIA
 Unarousable, even with painful stimulus

*Reflex withdrawal from a painful stimulus is not considered a purposeful response with 
moderate sedation. 



MINIMAL SEDATION

Minimal sedation entails minimal risks and does
not require sedation privileges to administer.

Examples of minimal sedation:
 Single, oral sedative or analgesic medication treating 

insomnia, anxiety or pain often given with local or 
topical analgesics.



SIBLEY MEMORIAL HOSPITAL 
PRIVILEGES

Only clinicians specifically granted sedation 
privileges are permitted to administer moderate 
sedation. 

Only clinicians specifically granted anesthesia 
privileges are permitted to administer deep 
sedation or general anesthesia.



COMPETENCE

Because it is not always possible to predict 
how a specific patient will respond to 
sedative and analgesic medications, 
practitioners intending to produce a 
given level of sedation should be able to 
rescue patients whose level of sedation 
becomes deeper than initially intended.



HISTORY AND PHYSICAL EXAM I

Clinicians administering sedation/analgesia
should be familiar with sedation-oriented 
aspects of the patient’s medical history.

These include:
 Abnormalities of major organ systems
 Previous adverse response to sedation or anesthesia
 Drug allergies, and current medications
 Time and nature of last oral intake
 Tobacco, alcohol or substance use



HISTORY AND PHYSICAL EXAM II

All patients undergoing sedation must have:
 A history and physical exam (per Medical Staff 

Rules and Regulations for history and physicals).

 An ASA classification
 An airway assessment



ASA CLASSIFICATION

ASA status is assigned by the physician 
according to the following Physical Status 
Classification of the American Society of 
Anesthesiologists:
 Status I A normal healthy patient

 Status II A normal healthy patient            
with mild systemic disease i.e. mild diabetes, 
hypertension, or anemia



ASA CLASSIFICATION (con’t)

 Status III A patient with severe 
systemic disease i.e. significant 
cardiovascular or pulmonary disease  

 Status IV A patient with an 
incapacitating systemic disease that is a 
constant threat to life i.e. advanced 
cardiac, pulmonary, renal, hepatic, or 
endocrine disease

 Status V A moribund patient not 
expected to survive 24 hours with or 
without the operation



AIRWAY ASSESSMENT

Evaluation of the airway should be based on 
the following:
 Habitus: significant obesity (especially involving the 

neck and facial structures)
 Head and Neck:  short neck; limited neck extension; 

decreased hyoid mental distance (less than 3 Cm in an 
adult); neck mass; cervical spine disease or trauma; 
tracheal deviation.

 Mouth: small opening, less than 3 cm in an adult; 
edentulous, protruding teeth 

 Anatomical airway evaluation (Mallampati) 
Class I-IV



Mallampati Classification

Class 1             Class 2            Class 3            Class 4

Visualization of
the soft palate,
fauces, uvula,
anterior and
posterior
pillars.

Visualization 
of the soft 
palate,
fauces and
uvula.

Visualization of
the soft palate
and the base
of the uvula.

Soft palate is
not visible at
all.



PATIENT ASSESSMENT

The practitioner should consider 
consulting with an anesthesiologist 
under the following circumstances:

 Risk of Airway Obstruction: i.e. obesity 
(esp. involving airway), sleep apnea

 Risk of Oxygen Desaturation: i.e. 
severe COPD, morbid obesity

 ASA class IV or V



INFORMED CONSENT

The plan for sedation must be explained to 
each patient.

The patient must consent to this plan.

The consent must be documented in the 
medical records.



ORAL INTAKE

For most adults and children, no intake of solids 
for 6 hours or fluids for 2 hours before a 
procedure will ensure an empty stomach.

Patients with recent oral intake, or with impaired 
gastric emptying may require either a delay 
before starting the procedure or tracheal 
protection by intubation.



PRE-PROCEDURE TESTS

No specific laboratory tests are required before 
administering sedation and analgesia.

The patient’s underlying medical condition and 
the likelihood that the results will affect the 
management of the sedation and analgesia 
should guide any pre-procedure testing.



AIRWAY REFLEXES

Sedatives and analgesics impair airway reflexes
in proportion to the degree of sedation and 
analgesia achieved.

Aspiration of regurgitated stomach contents can 
occur when airway reflexes are impaired.

Patients undergoing sedation for a procedure 
should not eat for a sufficient time to allow for 
gastric emptying prior to their procedures.



MONITORING: 
LEVEL OF CONSCIOUSNESS

How patients respond to commands and stimuli determine 
their levels of consciousness.

During moderate sedation, patients respond to verbal 
commands, such as answering a question or showing a 
“thumbs -up”.

During deep sedation, patients respond to more profound 
stimuli, such as shoulder tapping.

During general anesthesia patients do not respond to 
stimuli.



MONITORING: 
PULMONARY VENTILATION

The primary causes of morbidity with 
sedation/analgesia are drug-induced respiratory
depression and airway obstruction.

Ventilation and oxygenation are separate though 
related physiologic processes, thus monitoring 
oxygenation by pulse oximetry is not a substitute 
for monitoring ventilatory function.

Monitoring respiratory rate is required for all patients 
receiving moderate sedation.



MONITORING: 
OXYGENATION

Oximetry effectively detects oxygen desaturation 
and hypoxemia. 

All patients undergoing anything other than minimal 
sedation should be monitored by pulse oximetry
with appropriate alarms.

Oxygen saturation should remain above 90 percent.  
If it falls below this value, a response is required 
to increase it.  Ideal saturations exceed 96 
percent.



MONITORING: 
HEMODYNAMICS

Blood pressure should be determined before 
initiating sedation/analgesia, and every 5 
minutes during the procedure.

EKG monitoring is required for all patients (except  
minimal sedation).

Sedative and analgesic agents may blunt the 
appropriate autonomic compensation for 
hypovolemia and procedure-related stresses.



RECORDING OF MONITORED 
PARAMETERS

When sedating patients for procedures, the 
following should be assessed and recorded:
 Level of consciousness
 Ventilation and oxygenation status
 Hemodynamic variables

They should be recorded:
 Before the procedure
 Following sedative and analgesic agents
 At regular intervals during the procedure
 During initial recovery and before discharge



INDIVIDUAL RESPONSIBLE FOR 
MONITORING

A designated individual, other than the practitioner 
performing the procedure, should be present to 
monitor the individual throughout the procedure.

During deep sedation, this individual should have 
no other responsibilities. 

During moderate sedation, this individual may 
assist with minor, interruptible tasks once the 
patient’s level of sedation and analgesia and vital 
signs have stabilized.



RESUSCITATION CAPABILITY

An individual with advanced life support skills should 
be immediately available (within 5 minutes) when 
sedation is administered.  This function is provided 
by the Rapid Response Team.

Pharmacologic antagonists as well as suction, 
advanced airway equipment, an ambu bag, and 
resuscitative medications should be immediately 
available.



OXYGEN

Supplemental oxygen should be administered 
during moderate and deep sedation unless 
specifically contraindicated.



INTRAVENOUS ACCESS

In patients receiving intravenous medications for 
sedation/analgesia, vascular access should be 
maintained throughout the procedure and until 
the patient is no longer at risk for 
cardiorespiratory depression.

In patients who have received sedation/analgesia 
by non-intravenous routes, an individual with 
the skills to establish intravenous access 
should be immediately available.



SEDATIVE/ANALGESIC AGENTS

Combinations of sedatives and opioids provide 
satisfactory moderate and deep sedation.

The propensity for combinations to cause 
ventilatory depression, airway obstruction, 
and hypoxemia means each component 
should be given in small, incremental  doses
to achieve the desired endpoints of sedation 
and analgesia.



ANALGESICS AND SEDATIVES I

Typical incremental intravenous doses FOR 
ADULTS
Opioids
 Fentanyl 25-50mcg
 Morphine 2-5mg
 Butorphanol 0.5mg

Sedatives
 Midazolam 0.5-1.0mg
 Lorazepam 0.25-0.5mg



ANALGESICS AND SEDATIVES II

Typical incremental intravenous doses FOR 
CHILDREN:
Opioids
 Fentanyl 0.5mcg/kg
 Morphine 25mcg/kg

Sedatives
 Midazolam 50mcg/kg
 Pentobarbital 1-2mg/kg



PROPOFOL, METHOHEXITAL, 
KETAMINE

Methohexital and propofol can rapidly decrease 
consciousness and cardio-respiratory function.  

Ketamine can cause airway obstruction, laryngospasm, and 
pulmonary aspiration.  Also the patient’s eyes may be open 
while in a state of  general anesthesia.

Practitioners administering these drugs should be able 
to rescue patients from any level of sedation, including 
general anesthesia. These drugs are not appropriate to 
use for moderate sedation.



REVERSAL AGENTS I

Specific antagonists should be available 
whenever opioid analgesics or 
benzodiazepines are administered for 
sedation/analgesia.

Naloxone reverses opioid effects, and flumazenil
reverses benzodiazepines.

Acute reversal of opioid-induced analgesia may 
result in pain, hypertension, tachycardia, or 
pulmonary edema.



REVERSAL AGENTS II

Typical intravenous doses:
Naloxone

Adults 0.2mg
Children 5mcg/kg

Flumazenil
Adults 0.5mg
Children 10mcg/kg



PATIENTS WHO BECOME 
HYPOXEMIC OR APNEIC

Patients who become hypoxemic or apneic during 
sedation/analgesia should:

1. Be encouraged or stimulated to breathe deeply.
2. Receive supplemental oxygen.
3. Receive positive-pressure ventilation.
4. Receive pharmacologic reversal of their sedative 

and analgesic drugs.

The clinician should call for assistance if these measures do 
not immediately restore adequate respiratory function.



RECOVERY CARE

Following sedation/analgesia, patients should 
be observed in an appropriately staffed and 
equipped area until they are near their 
baseline level of consciousness and are no 
longer at increased risk for 
cardiorespiratory depression. 

Oxygenation should be monitored 
periodically until patients are no longer at 
risk for hypoxemia.



TEST QUESTION 1

Who can administer sedation at SMH?
A. Physicians with more than 1 year        

experience
B. Clinicians with ACLS experience
C. Physicians and ICU nurses
D. Only clinicians with sedation privileges



TEST QUESTION 2

Consent to administer sedation?
A. Required only if deep sedation used
B. Can be oral
C. Nurse must obtain
D. Requires explaining to the patient and 

documenting in the medical record.



TEST QUESTION 3

The main differentiation of general 
anesthesia from sedation?

A. Both sedatives and narcotics used
B. Unresponsive to stimuli
C. Endotracheal tube required
D. Eyes are shut



TEST QUESTION 4

Which patient does not meet guidelines 
for administering sedation?

A. Vomiting due to bowel obstruction
B. Guardian gives consent
C. Only intravenous access is in foot
D. Teeth are loose



TEST QUESTION 5

Which lab test is required for all patients 
before sedation?

A. EKG
B. CBC
C. Pregnancy test if female
D. None



TEST QUESTION 6

The primary complications of sedation 
are?

A. Respiratory depression and airway  
obstruction

B. Nausea and vomiting
C. Pain with drug injection and phlebitis
D. Hepatitis and nephritis



TEST QUESTION 7

Which monitoring is continuously required 
for all patients undergoing sedation?

A. Pulse oximetry
B. Capnography
C. Listening to breath sounds
D. Finger on the pulse



TEST QUESTION 8

The lowest acceptable oxygen saturation 
before changing the sedation 
procedure is?

A. 96
B. 93
C. 90
D. 87



TEST QUESTION 9

Minimal staffing for a sedation procedure?
A. One
B. Two
C. Three
D. Four



TEST QUESTION 10

Which procedures require continuous 
vascular access?

A. Procedures in children
B. When narcotics are used
C. When IV meds are given
D. Those done outside an ICU



TEST QUESTION 11

The best technique for administering 
sedatives and analgesics for a 
procedure is?

A. Give the full expected dose up front to 
gauge   the reaction

B. Titrate small incremental doses
C. Give sedatives or analgesics, but not both
D. Give less than needed so that pain will 

keep the patient breathing



TEST QUESTION 12

A typical bolus dose of fentanyl for an adult 
is?

A. 2.5-5mcg
B. 25-50mcg
C. 2.5-5mg
D. 25-50mg



TEST QUESTION 13

Which drug will reverse the effects of 
midazolam (Versed)?

A. Naloxone
B. Physostigmine
C. Flumazenil
D. Neostigmine



TEST QUESTION 14

A typical dose of naloxone for adults is?
A. 0.2mcg
B. 2mcg
C. 0.2mg
D. 2mg



TEST QUESTION 15

Appropriate steps when apnea occurs 
include all of the following except?

A. Stimulate the patient
B. Use positive-pressure ventilation
C. Give naloxone
D. Give ketamine



Moderate Sedation Didactic for 
Non-Anesthesiologists - EVALUATION

This course met the objectives of: 
1. Describe the continuum ranging from minimal sedation through general anesthesia.

Poor   Fair   Good      Very Good    Excellent 
1       2      3             4               5

2 Assess the risks and benefits associated with  sedation and analgesia for patients with 
special needs.

Poor   Fair    Good        Very Good      Excellent 
1       2      3             4               5

3. Describe the procedures used for monitoring patients given moderate sedation.
Poor Fair     Good       Very Good       Excellent 
1       2      3             4               5

4. Explain the importance of airway management, and have a rescue plan for dealing with 
apnea.

Poor   Fair   Good      Very Good         Excellent 
1       2      3             4               5

5. Characterize the drugs most commonly used for sedation and analgesia.
Poor   Fair   Good      Very Good        Excellent 
1       2      3             4               5



EVALUATION

 Will you change your practice in 
any way as a result of participating 
in this activity? A Yes B No 

 If yes, please specify:



EVALUATION

 Do you feel the activity was 
objective, balanced, and free of 
commercial bias? A Yes B No

 If no, please specify:



EVALUATION

 Please answer the following by choosing 
the appropriate rating.
 1. Overall evaluation 

• Poor Fair Good Very Good Excellent 
• 1       2      3             4               5

 2. Course content 
• Poor Fair Good Very Good Excellent 
• 1       2      3             4               5

 3. Usefulness 
• Poor Fair Good Very Good Excellent 
• 1       2      3             4               5



EVALUATION

 Additional comments:



EVALUATION

 I attest that I have spent ______ 
minutes completing this CME 
activity.
 A 15 minutes 
 B 30 minutes 
 C 45 minutes 
 D 60 minutes 
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