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5 Appendix E- Meta-analyses forest plot

5.1 MIDAZOLAM

PLACEBO COMPARISONS

Oral Midazolam vs. placebo/no drug treatment

Oral Midazolam Placebo Risk Ratio Risk Ratio
Study or Subgroup Events _ Total Events Total Weight M-H,Fixed, 95% CI M-H, Fixed, 95% CI
2.1.1 painful procedures
Mortazavi 2009 (dental) 20 20 9 20 1000%  21B[1.34,347] t
Subtotal (95% Cl) 20 20 1000% 2.6 [1.34,3.47]
Total events 20 ]

Heterogeneity: Mot applicable
Testfor overall effect: 2= 317 (P =0.002)

Total {95% CI) 20 20 100.0%  2.16[1.34, 3.47] -
Total events 20 9
Heterogeneity: Mot applicable

Testfor averall effect: Z= 317 (P =0.002)

0102 05 2 5 10
Placebo  Oral Midazolam

Figure 1 Mortazavi 2009: Completion of procedure [low quality evidence]

Oral Mid PlaceboMo treatment Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
1.1.1 painful procedures
Liacouras 1988 (W place) A9 G2 47 61 100.0% 1.24 [1.07,1.43]
Subtotal {(95% CI) 62 61 100.0% 1.24[1.07, 1.43]
Tatal events 549 47

Heterogeneity. Mot applicahle
Testfor overall effect: 7= 2.80 (P = 0.005)

Total (95% CI) 62 61 100.0%  1.24[1.07, 1.43] L 3
Total events 549 47
Heterogeneity, Mot applicable

Test for overall effect; Z= 2,80 (F = 0.005)

Testfor subaroup differences: Mot applicable

01 02 05 2 5 10
FPlaceboito treatment  Oral Midazolam

Figure 2 Liacouras 1998: Completion of procedure [moderate quality evidence]
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Oral Midazolam + analgesia vs. placebo + analgesia

Oral Mid + analgesia  Placebo + analgesia Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fized, 95% CI M-H, Fixzed, 95% CI
2.1.1 painful procedures
Luhrman 2001 (suturing) 51 52 a0 50 100.0% 0.98 [0.93, 1.04]
Subtotal (95% CIy 52 50 100.0%  0.98[0.93, 1.04]
Total events a1 a0

Heterogeneity: Mot applicable
Testfor overall effect: Z= 065 (P = 0.45)

Total (95% CIy 52 50 100.0%  0.98[0.93, 1.04]
Total events a1 a0

Heterogeneity: Mot applicable

Testfor overall effect: Z= 065 (P = 0.45)

; , , , , |
01 02 04 1 2 5 10
Flacebo + analgesia  Oral Mid + analgesia

Figure 3 Luhman 2001: Completion of procedure [moderate quality evidence]

Oral Mid + analgesia Placebo + analgesia Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fized, 95% CI
2.2.1 painful procedures
Fatovich 1995 aisuturing) 19 32 16 23 54.8% 0.85 [0.58, 1.27] ——
Fatovich 1995 bisuturing) 14 25 16 27 452% 0.94 [0.59, 1.51] T
Subtotal {95% CIy 57 50 100.0%  0.89[0.66, 1.21]
Total events x] 32

Heterogeneity: Chi*=011, df=1 {P=0.74);, F=0%
Test for overall effect Z=072 (F=0.47)

Total {95% CI) 57 50 100.0%  0.89[0.66, 1.21] -4
Total events x] 32
Heterogeneity; Chi*= 011, df=1 {P=0.74); F= 0%

Test for overall effect Z=072 (P=0.47)

b0z 05 BT
Oral Mid + analgesia Placebo + analgesia
Figure 4 Fatovich 1995: Anxiety (no. of patients) assessed by observers using the

Venham scale [moderate quality evidence]

Oral Mid + analgesia Placebo + analgesia Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD  Total Weight IV, Fixed, 95% Cl IV, Fixed, 95% CI1
2.3.1 painful procedures
Fatovich 1995 a+h{suture) 32 24 a7 4.8 34 50 100.0% -1.60[-2.81,-0.29] t
Subtotal (95% Cly 57 50 100.0% -1.60[-2.81, -0.39]

Heterogeneity: Mot applicable
Testfor overall effect: 2= 2.60 (P = 0.004)

Total (95% Cly 57 50 100.0% -1.60[-2.81,-0.39] -
Heterogeneity: Mot applicable

Testfor overall effect: £= 2.60 (P = 0.004)
Testfor subaroun differences: Mot applicable

-0 -5 0 5 10
Oral Mid + analgesia Placehao + analgesia

Figure 5 Fatovich 1995: Distress assessed by parents using the VAS scale
[moderate quality evidence]
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Oral Midazolam + non-pharmacological vs. placebo + non-pharmacological

Oral Mid + non-pharma  Placebo + non-pharma Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
3.1.1 painful procedures
Kapur 2004 (dental) 18 20 7 20 1000% 247 [1.29, 4.76) i
Subtotal (95% Cly 20 20 100.0%  2.57[1.39, 4.76]
Total events 18 7
Heterogeneity: Mot applicable
Test for overall effect: £=3.01 (F=0.003)
Total (95% CI) 20 20 100.0%  2.57 [1.39, 4.76] —~i—
Total events 18 7
Heterogeneity: Naot applicable t t t 1 t t
Test for overall effect: Z=3.01 (P=0.003) ot 02 05 2 5 10

Flaceho + non-pharma  Oral Mid + non-pharma

Figure 6 Kapur 2004: Completion of procedure [low quality evidence]

0Oral Mid + non-pharma Placebo+ non-pharma Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean 5D Total Weight I, Fized, 95% Cl IV, Fixed, 95% Cl

3.2.1 painful procedures

Kapur 2004 {dental) 2588 TA 200 3571 1511 20 100.0% -9.83[17.22-2.44] i
Subtotal (95% Cly 20 20 100.0% -9.83[-17.22,-2.44]
Heterogeneity: Mot applicable
Testfor overall effect: Z=2.61 (P=0.009)

—eal

Total {95% Cl) 20 20 100.0% -9.83[-17.22,-2.44]
Heterogeneity: Mot applicable _250 _150 b 150 250
Testfor averall effect 2= 2.61 {F = 0.009) Oral Mid + nor-pharma  Placebo+ nor-pharma
Test for subaroup differences: Mot applicable

Figure 7 Kapur 2004: Duration of procedure [low quality evidence]
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Intranasal midazolam vs. placebo

Intranasal Midazolam Placebo Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% Cl
4.1.1 painful procedures
Fishbein 1997 b (Menipuncture) 14 14 16 19 100.0% 0.94 [0.65,1.27]
Subtotal (95% CI) 19 10 100.0%  0.94 [0.69, 1.27]
Total events 15 16
Heterogeneity, Mot applicahle
Test for overall effect Z=0.42 (P =068
Total (95% CIj 19 10 100.0%  0.94 [0.69, 1.27]
Total events 15 16

Heterogeneity: Mot applicahle
Test for overall effect £=0.42 (P =068

Figure 8 Fishbein 1997: Distress
[low quality evidence]

1 1 1 1
0102 05 1 2
Intranasal Midazalam Placeha

assessed by an observer using the OBRS scale
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Intranasal midazolam + analgesia vs. placebo + analgesia

Intranasal Mid + analgesia  Placebo + analgesia Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
5.1.1 painful procedures
Theorux 1392 (suturing) 15 22 9 27 1000%  2.05[1.12,3.75] i
Subtotal (95% Cl) 22 27 100.0% 2.05[1.12, 3.75]
Total events 14 9
Heterogeneity: Mot applicahle
Test for overall effect Z=2.32 (P=0.02)
Total {95% CI) 22 27 100.0% 2.05[1.12, 3.75] —l—
Total events 14 9
Heterogeneity: Mot applicable p t t 1 1 t
Testfor overall effect £= 232 (P =002 b1 02 0.5 2 5 1o

Flaceba + analgesia  Intranasal Mid + analgesia

Figure 9 Theroux 1992: Parents’ satisfaction (no. of patients) [low quality
evidence]

Intranasal Mid « analgesia  Placebo + analgesta Risk Ratio Risk Ratio
Study or Subigroup Evenits Total Ewverils Total ‘Weight MH, Hxed 95% O M-H, Feked, 95% C)
5.2.1 paindul procedures

Lungman 2000 ¥ (needle) 3 14 0 10 1000% 481028, 84 20| l
Subtotal (95% C1) 15 10 100.0%  4.81(0.28 94.20)

Total avents 3 0
Hatarogenedy: Not appicable
Testfor oversll effect Z= 103 (P=028)

Total (96% C1) 15 10 1000% 4.81(0.28, 84.20) e
Total events 3 0

af % Not nilc 3t - + +

: .Eﬂ'ﬂfﬂw"‘fl ‘5 iﬂr"f-‘*"f: T, ool 01 ¥ 1 100
estfor averall effect 2= 1,08 (P=026) Fracebo + analgesia Intranasal Mid < analgesia

Figure 10 Ljungman 2000: Patients' preference (no. of patients) [very low
quality evidence]

nlranasal Md + anaigesia  Plascebo + analgesia Risk Ratio Fisk Ratio
Study of Sathgr oup Events Total Events Total Weight MM Fixed, 95% C M-, Fixed, 95% O
5.3.1 painful procedur es
Liungman 2000 xo (needle) 13 27 0 22 1000% 2218(1.39,35332) *
Sutitotal (85% Cl) 27 22 100.0% 22.18[1.39,353.32] 4
Tots! everds 13 0
Hetarogeneity. Nol appacabile
Testfor overall efect Z=219(P=003)
Total {(95% C) 21 22 100.0% 22,98[1,29,351.32) e ——
Totxl everts 13 0

Heterogenalty. Not appicsbie

00 X 1 0 100
Testtorovaraliefiact Ze 219(P 2 003} ol 0 1 0

Placebo » anmgesia Intranasal Md + analgesia

Figure 11 Ljungman 2000: Parents' preference (no. of patients) [low quality
evidence]
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HEAD to HEAD COMPARISONS

Oral midazolam vs. oral triclofos sodium

Oral midazolam

Oral triclofos

Mean Difference Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
23.2.1 painful procedures
Singh 2002 (dental) 1812 372 30 35.22 422 30 100.0% -16.10[18.11,-14.08] !
Subtotal (95% CI) 30 30 100.0% -16.10[-18.11,-14.09]
Heterageneity: Mot applicable
Test for averall effect Z=15.68 (F = 0.00001})
Total (95% Cl) 30 30 100.0% -16.10[-18.11,-14.09] [
Heterogeneity: Mot applicable } } } t
Test for averall effect Z=15.68 (P = 0.00001) Sgral miégzolamu Aral tri2clsnfos 50
Testfar subdroup differences: Mot apnlicable
Figure 12 Singh 2002: Length of induction [low quality evidence]
Oral midazolam Oral triclofos Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fized, 95% Cl IV, Fixed, 95% Cl
23.3.1 painful procedures
Singh 2002 (dental;  92.88 12.65 30 13111 13.886 30 100.0% -38.23 [44.94,-31.52] !
Subtotal (95% CIy 30 100.0% -38.23 [-44.94, -31.52]
Heterogeneity: Mot applicable
Testfor averall effect Z=11.16 (F < 0.00001})
Total {95% Cl) 30 30 100.0% -38.23[-44.94, -31.52] [}
Heterageneity: Mat applicable b — 1 }
Testfor overall effect: Z=11.16 (F = 0.00001) EC?rDaI m1cﬁugzolam00ral tr?culgfns 200
Test far subgroup differences: Mot anplicable
Figure 13 Singh 2002: Recovery tine [low quality evidence]
Sublingual midazolam vs. oral chloral hydrate
Sublingual Mid  Oral Chloral lyadrate Risk Ratio Risk Ratin
Study or Subgroup Events  Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% Cl
20.1.1 painless procedures
Layangool 2008 (ECHO) 127 132 131 132 100.0% 0.87 [0.93,1.01]
Subtotal (95% CI) 132 132 100.0%  0.97 [0.93, 1.01]
Tatal events 127 131
Heterogeneity: Mot applicable
Testfor averall effect: Z=1.64 (P =010}
Total (95% CIj 132 132 100.0% 0.97 [0.93, 1.01]
Total events 127 131
Heterogeneity: Mot applicable t t t 1 } } }
Testfor overall effect Z=1.64 (F=010) 01 02 Da 1 : 5 10

Figure 14 Layagool 2008: Completion

Sublingual wid  Oral Chioral hydrate

of procedure [very low quality]
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Sublingual Mid Oral Chloral hydrate Mean Difference Mean Difference

Study or Subgroup Mean SD Total Mean SD  Total Weight IV, Fixed, 95% C| I, Fixed, 95% Cl

20.2.1 painless procedures

Layangool 2008 (ECHO) 113 86 13 251 202 131 100.0% -13.80[-17.56,-10.04] 1

Subtotal (95% CI) 131 131 100.0% -13.80[-17.56, -10.04]

Heterogeneity, Mot applicahle

Testfor overall effect Z2=719 (P = 0.00001)

Total {95% CIy 131 131 100.0% -13.80[-17.56, -10.04] L

Heterogeneity: Mot applicahle —2’0 -1'D b 1'D 2'0

Testfor overall effect Z=7.19 (P = 0.00001)
Testfor subgroup differences: Mot applicable

Figure 15 Layagool 2008: Induction time [low quality]

Sublingual Mid
Mean

1Oral Chloral hydrate Mean Difference

Study or Subgroup

Sublingual Mid  Oral Chloral hydrate

Mean Difference

SD Total Mean SD  Total Weight IV, Fixed, 95% Cl I, Fixed, 95% CI
20.3.1 painless procedures
Layangool 2008 (ECHO) 102 48 131 10.6 g 131 100.0% -0.40[1.59 0.79]
Subtotal (95% Cl) 131 131 100.0% -0.40[-1.59, 0.79]
Heterogeneity: Nat applicable
Test for overall effect: Z= 0.66 (F = 0.51)
Total {95% Cl) 131 131 100.0% -0.40[-1.59,0.79]
Heterogeneity: Mot applicahle -2:0 -1'D ﬁ 1'D 2'0

Test for overall effect 2= 0.66 (F=051)
Test for subaroup diferences: Mot applicable

Figure 16 Layagool 2008: Duration of procedure [low quality]

Sublingual Mid  Cral Chloral hydrate

Sublingual Mid Oral Chloral hnydrate Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean 5D  Total Weight I, Fixed, 95% Cl I, Fixed, 95% CI
20.4.1 painless procedures
Layangool 2008 (ECHO) 789 283 13 40.1 14.8 131 100.0% 38.80[33.18, 44.42] !
Subtotal {95% CI) 131 131 100.0% 38.80[33.18, 44.42]
Heterogeneity: Mot applicahle
Test for overall effect: £=13.53 (P = 0.00001)
Total {95% Cl) 131 131 100.0% 38.80[33.18, 44.42] &
Heterogeneity: Mot applicable —E:D _2|5 b 2|5 5'0

Testfar averall effect 2=13.53 (P = 0.00001}
Test far subaroup differences: Mot apnlicable

Figure 17 Layagool 2008: Total time [low quality]

Sublingual Mid
Ewvents Total

0Oral Chloral ydrate
Events Total

Risk Ratio

Study or Subgroup Weight M-H, Fixed, 95% CI

Sublingual Mid  Oral Chloral hydrate

Risk Ratio
M-H, Fixed, 95% CI

20.1.1 painless procedures
Layangool 2008 (ECHO)
Subtotal (95% CIy

Total events

Heterogeneity: Kot applicahle
Testfor overall effect: £= 2.7 (F = 0.01)

1 132

132

14 132

132

100.0%
100.0%

0.07 [0.01, 0.54]
0.07 [0.01, 0.54]
14

Total (95% CI)
Total events
Heterogenaity: Mot applicable

132 132 100.0%

—

0.07 [0.01,0.54] E——

Testfor overall effect: £=2.57 (P = 0.01)

Figure 18 Layangool 2008: Vomiting [low quality evidence]

01 02 05 25 10
Sublingual Mid  Cral Chloral hydrate




12 SEDATION IN CHILDREN AND YOUNG PEOPLE

Rectal midazolam + placebo (for nitrous oxide) + topical anaesthesia + non-
pharmacological intervention (distraction) vs. nitrous oxide (70%) + placebo
(for midazolam) + topical anaesthesia + non-pharmacological intervention
(distraction)

Ot R 4 PRACAN ¢ gl M tnln ¢ STt WO O ¢ MU i ¢ Ll s ¢ e Fouk o Pk e
, [ v Wheed ¥ 0 .

Figure 19 Zier 2008: Vomiting during drug nitrous oxide administration
[moderate quality evidence]
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COMBINATION COMPARISONS

Oral midazolam + topical anaesthesia + local anaesthesia vs. oral
midazolam + nitrous oxide/oxygen + topical anaesthesia + local

anaesthesia
Oral Mid + TR+ LA Of i Mied « K20/02 « TA+ LA Mean Difference Mean Difference
Stuly or Subgroup Mean S0 Total Mean SO Total Weight IV, Fixed, 95% CI IV, Foodd, 95% C1
21.2.1 paeful procedures |
gezahranl 2002 (dental s 42 0 82 32 30 1000% -0.70}25% 119 ’
Subtota (95% Cn 30 30 1000% 0.70[-2.59 1,19)

Hataroganeity, Not applicais
Tost & overat effect Z= 072 (P =047)

Total (95% Ch 30 30 1000% R70[-259 1.19) -
. 1 .
Hetarogansity Mot applicstie i 4+ T ; =+
Testfor overal effect Z=0.73 (P = 0.47) o "w:v.h?:'- TA+ .-.C-'ul'A-‘l -'?l‘vr.'-'n -‘T!;’. .
Tast for subcroup diferences” Not aoplksbie 2 - X
Figure 20 Al-zahrani 2009: Induction time [low quality evidence]

Oral Mid « TA + LA Oral Mid » N20/02 + TA + LA Mesn Ditference Mean Differance
Sty or Subgroup Mean S0 Total Mean sD Total Wedght IV, Fixed, 95% C) W, Fixed, 95% O
21.3.2 paimful ocodut s
Akzahrani 2009 (dental) 333 85 30 32 5% 30 1000% D10F3.79.29% =
Subtotal (95% Cl 30 30 1000% 018279, 2.99]
Hatarogansdy. Not appiicable
Testfor overall effect Z= 007 (P=095)
Total (95% Cn 30 30 1000% 0101299, 2.09]
Hetaragensity. Not applicable + + T + +
Testfor overall effect 2= 007 (P = 0.85) e Oral m;yj- TA+ L ;0 Oral Mt _‘?‘:‘A 02+ ‘T:: A

Tast for subgroun deferances: Not spedicable

Figure 21 Al-zahrani 2009: Duration of procedure [low quality evidence]

Oral midazolam + nitrous oxide + analgesia vs. nitrous oxide + placebo +
analgesia

Osal Mid + N2O » anigesia  N20 » Placebo + anslgesia Risk Ratlo Fisk Rato
Shudy or Subgroup Events Total Events Totad Weight M-H Fxnd 95% M-H Fixed 955 O
6.3.1 pairtusl procedures |

Lutrman 2001 (sutunngd | 42 ] 51 1000% 020002 182 % - 43—
Sutstotal (95% C 52 51 000%  0.28(0.02, 152 ‘——
Tonal sawnie 1 5

SrOgana iy Not seplkatie
Testfor cvprab efact T« 1 51 P« 013

Totad (96% CH a2 51 000%
Totsl events ! 5

analy. NoLaepl b sbie

Testlw ol et Z=1 S1 P =013

Figure 22 Luhman 2001: Vomiting [low quality evidence]
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Oral midazolam + intravenous propofol + lidocaine vs. intravenous propofol

+ lidocaine

Oral of IV B = I Popolod « Mocsne IV Prapafol « Macaee Pren Diffesnce eon DT noce
Shugy o Subgrauy Hran o Totsl  Bean 50 Totsl Wheight IV, Freed, 95% C1 1, Faced, $% €1
809 patrtul procodpes
Pargane 2006 {sndorcom) 01 &2 0 10 *9 28 000N D10F2%50,27H
Subtoto 95% GO 6 28 W0O% &10[-250,2.70)
Heterzgenetly Not szpicatie
oroveryl afect =008 (P =058
Tobsl {85% Cn 6 28 W00% &40[250.2.70)
Heterzgenetly Not sepioatie fm 7... + +
el oot 2= 008 (P =034) orsl or 14 MM « & Fropa®l + kdocams ¥ Progodol « Ao e

or cubaroup Bfecences: Mol amcciosbio

Figure 23 Paspatis 2006:

Ol or IV RS « W Propatel + locatne

Sty o Subsgroup Moo s
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Pakgpan 2008 (enmscom) 249 “
Sustotsl (95% Cn

Helsragaraty Not agpssabig

Teal rownad) efiott T« 17.38 (F « 6 3030%)

Duration of procedure [low quality evidence]
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Figure 24 Paspatis 2006: Recovery time [moderate quality evidence]
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Intravenous midazolam + intravenous meperidine vs. placebo + intravenous

meperidine
IV M « IV Meperidne  Placeho « IV Meperidine Risk Ratio Risk Ratio
_Study or Subgrovp Events Total Bvents Total Weight 8.1, Foeed, 85% CI ML Fied, 95% CI
10.7.1 pasfil procedures |
Fishbeln 1997 3 (EGD) 18 20 19 20 1000% 095[079,113]
Subrtodal (99% C) 20 20 100.0% 0951079, 1.13)
Total events 18 19
Heteroganedy. Not applicable
Test for overall efact Z= 060 (P = 0.55)
Totsl (95% Q) 20 20 1000% 095079 117
Total events 14 19
Heteroganeity. Nol applicable t + + + 1
2 ) 0t 02 05 | 2 5 10
Testfor overall efiact Z= 060 (P = 055} IV Mid + I/ Mepending Placeho < N Mapandne

Figure 25 Fishbein 1997: Distress assessed by observer using OBRS [moderate

quality evidence]

IV Mid « IV Meperidine Placebo + IV Meperidine

Mean Dfference Mean Difference
Studly or Subyroup Maan SO Total  Msan S0 Total  Weight IV, Fixed, 95% C1 W, Fixed, 95% CI
10.2.1 painful procedures
fishhen 1997 2 (EGD) 17 2¢ 20 13 28 20 1000% 040122 202 =
Suktotal {95% CN) 20 1000% 0A011.22,202)
Haterogenay Notl applicable
Test for overall effect Z=049(P=0063)
Total (945% CI) 0

Heterogeneily Not applicable
Test for oversil effect Z=049(P=063)
Test for subaroup differances: Not aoplikable

20 M00% 0LA§-1.22,202)

4 + t
10 -5 10
NMId + IV Rspendng . Placabo « IV Mapending

[T s

Figure 26 Fishbein 1997: Duration of procedure [low quality evidence]
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Intravenous midazolam + intravenous propofol + lidocaine vs. intravenous

propofol + lidocaine

Y Mid + IV Pro + Lido I Pro + Lido Mean Difference Mean Difference
Study or Subgroup Mean SD  Total Mean SD Total Weight I, Fized, 95% Cl IV, Fixed, 95% CI
9.2.1 painful procedures
Disma 2005 {endoscopy) 7.3 25 Ta ERT 80 100.0% -0.20[-0.98, 0.58]
Subtotal (95% CI) 78 80 100.0% -0.20[-0.98, 0.58]
Heterogeneity: Mot applicable
Testfor overall effect Z= 050 (F =062}
Total {95% Cl) 78 80 100.0% -0.20 [-0.98, 0.58]
Heterogeneity: Mot applicable i1 p 55 1 é 1D=
Test for averall eﬁec_t: Z=0.40{F= 0.62) 1Y Midl + I Pro + Lida v Pro + Lida
Test for subaroup diferences: Mot applicable

Figure 27 Disma 2005: Duration of procedure [moderate quality evidence]

¥ Mid + Y Pro + Lido M Pro + Lido Mean Difference Mean Difference
Study or Subgroup Mean SD  Total Mean SD Total Weight IV, Fized, 95% Cl IV, Fizxed, 95% Cl
9.3.1 painful procedures
Disma 2005 (endoscopy) 54 8.9 T8 &8145 47 80 100.0% 2.50[-0.40,5.40] ‘t
Subtotal {95% CI) 78 80 100.0% 2.50[-0.40, 5.40] 1
Heterogeneity: Mot applicable
Testfor overall effect £=1.68 (P =0.09)

A0 5 5 10
I% Mlid + [V Pro + Lido IV Pro + Lido

Figure 28 Disma 2005: Recovery time [low quality evidence]
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Figure 29 Disma 2005: Assisted ventilation (bag-valve mask) [low quality

evidence]
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Figure 30 Disma 2005: Oxygen desaturation <90% [low quality evidence]
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Intfravenous midazolam + intravenous morphine + intravenous bolus-
infusions placebo vs. Intravenous bolus infusion propofol + intravenous
morphine + intravenous placebo + lidocaine
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Figure 31 Havel 1999: Induction time [low quality evidence]
LU R 'll" l-l I = VM L0« IV Pcess oo (Wi e e e (€I
vg-ulyn; [ [ = sl Wl IV, Fooet, 9% X W Fmnd 955 O
2 1 o} “ s s DO VY T
- 0 s s | N
WV P apchn A
Teu oo et T2k weatn
Tutet (995 8 - 0w DR 6T ———
Hets gy St w4204 . ’ —
] L 1] . 1"
» « LU » «
. . . .
Figure 32 Havel 1999: Duration of procedure [low quality evidence]
TV RME IV MO+ TV Plscate PR « IV Mo + IV Lt = I Pacifo Ok R Oxdeis Rty
_Stugy o Susgroup B [k Totnt L el Todel  Vheigitt ML Fromd 5% O MK Fomd 8%% O
7218 patefi procathaes ‘
MHinwl 15490 [reduxcbion) a ) 4 1000 08 |00, 3w T
Sustunal (95% CO) “w 131008% 081 |0t0, A
Tt amarts )
Hedsrapara by N agpitabs
Teat r ownadl 6Mact T« 053 (P = 055
Tatal $56% O) @ 19 1000% G40 (010, A2
Totadl evanis |
Heteroporety. Not oppicsbie . | 10

Testorowiadiefort 2= 0463 P =045
Test o1 sutioroun dfsiences: Not sosicatie

Figure 33 Havel 1999: Pain (no.

of patients) [very low quality evidence]
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Figure 34 Havel 1999: Recovery time [low quality evidence]
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Figure 35 Havel 1999: Total time [low quality evidence]
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Intravenous midazolam + intravenous fentanyl (analgesic) vs. intravenous

fentanyl (analgesic)

IV Mid + IV Fentamd IV Fentamy Mean Difference Mean Difference
Study or Subgroup Mean SD  Total Mean SD Total Weight I, Fixed, 95% CI I, Fixed, 95% CI
11.2.1 painful procedures
Antment 2005 (honemarrow) 5.3 1.41 20 545 148 20 1000% -0.15[-1.05,0.75]
Subtotal (95% CI) 20 20 100.0% -D.15[-1.05, 0.75]
Heterogeneity: Mot applicable
Testforoverall effect: Z=0.33 (F=0.74)
Total (95% CI) 20 20 100.0% -0.15[-1.05, 0.75]
hoh
est for overall efisct 2= 0.33 (P = 0.74) I Mid + I Fentanyl ¥ Fentanyl
Testfor subdgroup differences: Mot apnlicable
Figure 36 Antment 2005: Pain assessed by the anaesthetist using CHEOPS scale
[very low quality evidence]
I Mid + IV Alfentamd I/ Alfentamd Mean Difference Mean Difference
Study or Subgroup Mean SD  Total Mean SD Total Weight IV, Fixed, 95% Cl I, Fized, 95% CI
11.3.1 painful procedures
Antment 2005 (haonemarrow) 3.4 2.89 20 38 1.82 20 100.0% -0.30[-1.80,1.20]
Subtotal (95% CI) 20 20 100.0% -0.30([-1.80, 1.20]
Heterogeneity: Mot applicable
Testfor overall effect: £=0.39 (P = 0.65)
Total (95% CI) 20 20 100.0% -0.30([-1.80, 1.20]
Heterogeneity: Mot applicable a + 5 L T

Testfor overall effect: 2= 0.39 (P = 0.64)
Testfor subaroup differences: Not applicable

Figure 37 Antment 2005: Pain
[very low quality evidence]

assessed by the

I hlid + I Alfentaryl 1 Alfentanyl

anaesthetist using the VAS scale
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Intravenous midazolam + intravenous remifentanil (analgesic) vs.
intfravenous remifentanil (analgesic)

I Bid = B ifientanil I Remifentanil Elean Difference kean Difference
Stuhy or Subsgroup Mean sD Total Mean  SD Total Weight I, Fized, 95 C1 I, Fized, 5% C1
12.2.1 painfl proceduras:
Artmerd 2005 (honemanmirsd 47 0.92 m 475 111 20 100.0% -0.05 FOSS, 055 !
Subiotal {B5% CT) 20 20 100.0% -0.05 [[068, 0.58]

Haterogeneity: Mot ppicable
Test for owarall effect £=0.16 (7 = 0.28)

Total (05% CO 20 20 100.0% -0.05 068, 0.58] t
Heterogeneity. Mot sppicable ‘; . } I }
Testfor overall effect 2= 015 (7 = 0.58) 0 1o o 1o 0

3 ’ Wi + Y Resnifizntanil ¥ Remiferdan
Testfor subaroup differences: Mol aoplicable

Figure 38 Antment 2005: Pain assessed by the anaesthetist using the CHEOPS
scale [very low quality evidence]

I Bid = B ifientanil I Remifentanil Elean Difference kean Difference
Stuhy or Subsgroup Mean sD Total Mean  SD Total Weight I, Fized, 95 C1 I, Fized, 5% C1
12.3.1 painfl procedures:
Artmerd 2005 (honemanmirsd 1.75 1.37 0 18 123 20 100.0% -0.05 FOSE, 076 !
Subiotal {B5% CT) 20 20 100.0% -0.05 [[086, 0.76]

Haterogeneity: Mot ppicable
Testfor overall effect =012 {F = 090

Total (95% C) 20 20 100L0%:  -0.05 [-0UBG, 0.76] ‘
Heterogeneity. Mot appliicable t t t
Testfor overall effect =012 {F = 090 10 J o 3 10

3 ’ Wi + Y Resnifizntanil ¥ Remiferdan
Testfor subaroup differences: Mol aoplicable

Figure 39 Antment 2005: Pain assessed by the anaesthetist using the VAS scale
[very low quality evidence]
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Intravenous midazolam + intravenous ketamine vs. intavenous ketamine +

placebo
IV Mid « IV Ketamine WV Ketamine « Placebo Mean Difference BMean Difference
Study or Subgroup Mean SO Total  Mean SO Total Weight IV, Fixed, 95% CI WV, Ficed, 95% C1
12,21 painful procedures
DilN 2008 (LumaarPunct) 26 11 @ 3 1.7 S1 100.0% -080§1.35,-0.24) ’
Sutrotal (95% C) 48 51 100.0% 080 [-1.346,-0.29) |
Heteroganey: Not applicable
Tast for overall effoct: 2= 2.80 (P = 0.00%)
Total {95% Cl) A8 51 100.0% B80[.1.34, .0.24] L 2
Hedarogenaiy. Not applicanle :10 "5 3 é |(')

Test for oversil effect Z= 260 (F = 0.005)
Teztfor subaroud dferencas: Not applicabie

W Mg « [Vistamne [V Ketamne + Placebs

Figure 40 Dilli 2008: Induction time [very low quality evidence]

IV Mid « IV Ketamine IV Ketamme + Placeba Mean Difference Mean Difference
Study of Sathgroup Mean SO Totsl  Mean SO Total WA IV, Fisoed, 95% CI IV, Foted, 95% C1
12.4.1 painful procedures
Dilli 2008 (LumbaPunch 151 73 43 129 79 51 100.0% 22040.79,519 .
Subtotal (95% Cl) a8 51 100.0% 220].0.79,5.19] ~
Hederogeneity. Nol apphicabile
Testfroverall et Z=184(P=015)
Total (95% € a8 51 100,0% 220 -0.79, 5.19) -
Hedarageneity. Not appicabie .:m 5 5 ﬂ:\

Testforovaraliefact Ze 1 44 (Pw 015
Testfor subaroup differences: Not aoplicabée

W Mg « IV Ketamine IV Ketamine + Placebo

Figure 41 Dilli 2008: Recovery time [very low quality evidence]

it M+ WK IV K. + Placeho Fisk Ratio sk fatio
Sty or Subgt oup Everts Tonal Ewints Torat  Woight ML Fixed, 5% Cf ML Fixed, 95% C)
12.3.1 pairdul grocechaes
Wathan 2000 {muxed) 1z 137 ns 129 100.0% 0921083 1.01]
Subtotal (95% C1) 137 129 100.0% 052 (087, 1.01)
Total svents 12 15
Hatarogensity Not apphoadie
Testfor overal efect Z=1 71 (P=0.08)
Total (96% Oy 157 128 100.0% 082003, 1.01)
Total evonts 12 ns
Heterogansity. Not appicable Xl o2 u¢5 I i, 3 550

Testor ovral afict T« 1.71 (P= 000

Figure 42 Wathen 2000:

N Eelamine « Platebo  lrsenoos Nid + IV Kebymin

Parents' satisfaction [moderate quality evidence]

IV Mid + IV K N Ket + Placet Risk Ratio Fisk Ratio
Study 0f Subgroup Fvents Tatal Evants Total Wisght  M.H. Fixed, 95% CI MH, Fixed, 94% CI
7.5.1 pamiul procadures
Shenwin 2000 (cathater) 1 53 6 51 192% 016[0.02,129) &
wWathen 2000 (miced) 12 137 2% 120 §08%  0.490.25,092 t
Subtotal {95% CI) 100 180 100.0%  0.43[0.24,0.77)
Total svards 14 n
Haterogeneity Chi*= 1 04 df= 1 (P=031), = 3%
Tast for ovarall effect Zw 281 (P = 0.005)
Totad {95% € 190 180 100.0% 043 [0.24,0.77] D
Tolal everas 14 N
Heterogeneity Chi*=1 04 df=1 (P=031), F=3% 0:1 a:} 0:5 % é 1’0

Test for overall offect Z= 2 81 (P = 0005)

VM ¢ [V Eelarmine IV Ketamine ¢+ Placebo

Figure 43 Sherwin 2000; Wathen 2000: Vomiting (during visit and at home 12

hrs after discharge and well into recovery) [low quality evidence]
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IV Mid « IV Ketamine [V Ketamine + Placebo Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Totsd Weight M-H, Foced, 95% Q1 M-H, Fixed, 95% C)
7.3 painful procedis es
Shervan 2000 (catheten 0 53 0 L3 Not estimabla
Wathen 2000 (mied) 1 137 1 129 1000% 094 (006,14 %0 ¢
Sulitotal (95% 1) 150 1680 100.0% 0.94 [0.06, 14.90)
Tosal avents 1 1

Hatarogenety. Not spplicabie

Test for ovarall sffect Z= 004 (P =0 97}

+ + 'y 1 +
01 0z 05 7 4 10
IV ¥atamine + Placebo IV Ketarine + Placebo

Figure 44 Sherwin 2000; Wathen 2000: Assisted ventilation (bag mask) [low

quality evidence]

VM IV Ketamnine IV Ketamine + Placeho Fusk Ratio Fask Rato
Sty o Subgroup Events Total Fuents Total Weight M Fixed, 95% CI ML Fixed, 95% C1
7A.1 paindul procedires [
DIl 2008 {LismbaPuncd 3 a8 0 51 136% 743]0.39,140.15) +
Enarwin 2000 (catheten 1 53 1 51 286% 006005, 1425 *
Wathen 2000 {maed) 10 137 2 120 S7.8% 471105 2108 —a—
Subotat (95% CO 230 231 100.0% 4.01]1.27, 12.68] | e
Total events 14 3
Heterogenaty. ChP=1.25,d= 2 (P =053 F= 0%
Tast for overall effact Z= 236 (F= 0.02)
Total ¢95% C1) 238 231 100.0% 4.01[1.27, 12.68] |~ R
Total events 14 3

Heteroganety. Chit=

1
Testfor gverall effact Z 6(P=002

25, 01=2(P=053;F=0%
=23
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Figure 45 Sherwin 2000; Wathen 2000; Dilli 2008: Oxygen desaturation

<90% [low quality evidence]
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ROUTE OF ADMINISTRATIO

N

Oral midazolam vs. intranasal midazolam

Oral midazolam

Intranasal midazolam

Mean Difference

Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight I, Fixed, 95% Cl IV, Fixed, 95% CI1
13.2.1 painful procedures

Eweritt 2002 (suturing) 30 30 45 43 31 42 100.0% -13.00[-25.83,-017) i
Subtotal (95% Cly 15 42 100.0% -13.00[-25.83, -0.17]

Heterogeneity: Mot applicable

Testfor overall effect Z=1.98 {F =0.05)

Total (95% Cl) 45 42 100.0% -13.00[-25.83, -0.17] ’*——

Heterageneity: Mot applicable
Test for overall effect Z=1.98 (P =0.05)
Test for subaroun differences: Mot annlicable

1
-20

-10 0 10 20

Oral midazolam  Intranasal midazolam

Figure 46 Everitt 2002: Distress assessed by observer using the VAS scale [very

low quality evidence]

Oral midazolam

Intranasal midazolam

Mean Difference

Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fized, 95% CI IV, Fixed, 95% CI

13.4.1 painful procedures

Connors 1994 (suturing a7 16 26 a4 15 28 287% 3.00[5.29 11.29] i +
Eweritt 2002 {suturing) a1 13 45 48 12 42 71.3% 3.00[2.25 8.25] —
Subtotal (95% Cly 71 70 100.0% 3.00 [-1.44,7.44] —~i———
Heterogeneity, Chi®= 0,00, df=1 (P =1.00}; F=0%

Testfor overall effect Z=1.33 (P=01%9)

Total (95% Cl 71 70 100.0% 3.00 [-1.44,7.44] —~e—
Heterogeneity: Chif= 0.00, df=1 (P =1.00); F= 0% _150 55 p é 150

Testfor overall effiect Z=1.33(FP=019)
Testfaor subaroun differences: Mot applicable

Figure 47 Connors 1994; Evertitt 2002: Total time

Oral midazolam  Intranasal midazolam

[very low quality evidence]
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Oral midazolam + nitrous oxide (40/45%) + lidocaine vs. intranasal
midazolam + nitrous oxide (40/45%) + lidocaine
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Figure 48 Hartgraves 1994: Completion of procedure [low quality evidence]
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Figure 49 Lee-Kim 2004: Induction time [moderate quality evidence]
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Figure 50 Lee-Kim 2004: Total time [low quality evidence]

Oral Midazolam + nitrous oxide (40/45%) + lidocaine vs. Intranasal
Midazolam + nitrous oxide (40/45%) + lidocaine
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Figure 51 Hartgraves 1994: Oxygen desaturation < 90% [very low quality
evidence]
Intranasal midazolam + analgesia vs. intramuscular midazolam+ analgesia
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lranass Mid + 4

vr el + Mo O ence
Sy o Sutigr v Mean SOl Mwan S0 Totsl Wight 1V, Fiseens, 957% C1
16.1.1 pairius procedios
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Figure 52 Sashikran 2006: Induction time [moderate quality evidence]
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Figure 53 Sashikran 2006: Recovery time [moderate quality evidence]
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DOSE COMPARISONS

Intranasal midazolam 0.3mg/kg + nitrous oxide vs. intranasal midazolam
0.2 mg/kg + nitrous oxide
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Figure 54 Fukuta 1994: Completion of procedure [low quality evidence]
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Figure 55 Fukuta 1994: Duration of procedure [low quality evidence]
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Figure 56 Fukuta 1994: Oxygen desaturation <90% [very low quality evidence]
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Figure 57 Fukuta 1994: Vomiting [very low quality evidence]
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Rectal midazolam 2mg/kg + lidocaine vs. rectal midazolam 1mg/kg +

lidocaine

Rectal Ml 2mghg « Wocaine Rectsf 81 1mphg « liecaine
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Figure 58 Kanegaye 2003: Parents’ satisfaction [low quality evidence]
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Figure 59 Kanegaye 2003: Total time [low quality evidence]
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Figure 60 Kanegaye 2003: Recovery time [low quality evidence]
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5.2 TRICLOFOS SODIUM

HEAD to HEAD COMPARISON

Oral triclofos sodium vs. oral midazolam

Oral Triclofos Oral Midazolam Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fized, 95% CI IV, Fized, 95% CI
2.2.1 painful procedures
Singh 2002 {dental) 3522 422 30 18912 372 30 100.0% 1610([14.08,18.11] ’
Subtotal {95% CI) 30 30 100.0% 16.10[14.09,18.11]

Heterogeneity: Mot applicable
Test for overall effect: 2= 1568 (P = 0.00001)

Total (95% CI) 30 30 100.0% 16.10 [14.09, 18.11] +
Heterogeneity: Mot applicable } t } t
Test for overall effect Z= 15,68 (P < 0.00001) o0 -3 0 26 &l

. . Oral Triclofas  Oral Midazolam
Test for subagroup differences: Mot applicable

Figure 61 Singh 2002: Induction time [low quality evidence]

Oral Triclofos Oral Midazolam Mean Difference Mean Difference
Studyor Subgroup  Mean  SD Total Mean SD Total Weight IV, Fixed, 95% ClI IV, Fixed, 95% CI
2.3.1 painful procedures
Singh 2002 (dental) 13111 13.86 30 92.88 1265 30 100.0% 38.23 [31.52, 44.94] !
Subtotal (95% CI) 30 30 100.0% 38.23 [31.52, 44.94]

Heterogeneity: Mot applicahle
Testfar averall effect Z=11.16 (P = 0.00001)

Total (95% CIj 30 30 100.0% 38.23[31.52, 44.04] ‘
Heterogeneity: Mot applicakle t t } }
Testfor averall efiect Z= 11.16 (F < 0.00001) -200 oo o100 200

A ) Oral Triclofos  Oral Midazalam
Testfor subgroup differences: Mot applicable

Figure 62 Singh 2002: Recovery time [low quality evidence]
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5.3 NITROUS OXIDE

Nitrous oxide vs. behavioural management

Nitrous oxide Behavioural management Mean Difference Msan Difference
Study or Subgroup Mean SO Total Mean S0 Total Welght IV, Fixed, 85% CI IV, Fixed, 85% C!
Veerkamp 1963 156 092 27 216 08 25 526% -061[-1.08,0.14]
Veorkamp 1985 082 082 23 139 0.94 26 474% -047[-096,0.02)
Total (85% CI) 50 51 100.0% -0.54 [-0.88, -0.20]
Hotorogonoity: Chi* = 0,18, df = 1 (P = 0.86), "= 0% F ¥ : L {
Test for aversll sffect: Z = 3.14 (P = 0.002) Flﬁ.&WoFmﬁ&w'w

Figure 63 Veerkamp 1993; Veerkamp 1995: Anxiety assessed using the
Venham scale [very low quality evidence]

Nitrous oxide vs. oral midazolam

30% nitrous oxide/TO% oxygen  orsl midazolam Risk Ratio Risk Ratio
__Study or Subgroup Evonts Totsl Events  Total Wol

Wiison 2002 Anesthesia 18 41 22 41 541%  082[052 1.28)
Wiaon 2006 21 31 19 32 459%  114[0.78, 1.66]

Total (95% C1) 7 73 1000% 097072, 1.29]

Tolal events 38 a“

Elugtusty CUF ~ 198 @' a3 js DA P 5% 001 01 1 10 100
Tost for overall effact Z = 0.23 (P = 0.82) R B it Akt

Figure 64 Wilson 2002; Wilson 2006: Patients’ preference [moderate quality
evidence]
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5.4 SEVOFLURANE

COMBINATION COMPARISONS

Sevoflurane + nitrous oxide + intravenous midazolam vs. medical air +
intfravenous midazolam

sevoflurane + NO2 + midaz  air + midaz Risk Ratio Risk Ratio
Study or Subgroup Events Total Ewvents Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% C|
Averley 2004 (1D 486) 249 267 94 174 100.0% 1.73[1.50,1.99]
Total (95% CI) 267 174 100.0%  1.73[1.50, 1.99] L
Total events 249 94
ity i I t 1 |
Heterogeneity: Mot applicable 0o o1 10 100

Test for owverall effect 2= 7.60 (P = 0.00001) sevaflurane + MO2 + mid  air + midazalam

Figure 65_Averley 2004: Completion of procedure [High quality evidence]

sevoflurane + NO2 + midaz air + midaz Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% Cl IV, Fixed, 95% CI
Averley 2004 (1D 486) 7.4 42 249 8.2 56 94 100.0% -0.30[1.55, 0.95]
Total {95% Cl) 249 94 100.0% -0.30[-1.55, 0.95]

00 -a0 0 50 100
sevoflurane + MO2 + midaz  air + midazalam

Heterogeneity: Mot applicable
Testfor overall effect Z= 047 (P = 0.64)

Figure 66 Averley 2004: Recovery time [moderate quality evidence]

sevoflurane + NO2 + midaz air + midaz Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean SD Total Weight I, Fized, 95% Cl IV, Fixed, 95% CI
Averley 2004 (1D 486) 0.4 1.4 2459 04 11 94 100.0% 0.00[0.28,0.28]
Total (95% Cly 249 94 100.0% 0.00 [-0.28, 0.28]

| , ,
o0 -a0 0 50 100
sevoflurane + NOZ + midaz  air + midaz

Heterogeneity: ot applicable
Testfor overall effect: £=0.00 (F=1.00)

Figure 67 Averley 2004: Pain assessed by children using VAS [moderate quality

evidence]
sevoflurane + NO2 + midaz air + midaz Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fizxed, 95% Cl IV, Fixed, 95% CI
Awerley 2004 (1D 436) 0.3 1.3 249 03 1.3 94 100.0% 0.00[0.31,0.31]
Total {95% Cl) 249 94 100.0% 0.00 [-0.31, 0.31]

Heterogeneity: Mot applicable

Testfor averall effect: Z= 0.00 (P = 1.00) -100 - 50 b 50 1o

sevoflurane + MNO2 + midaz  air + midaz

Figure 68 Averley 2004: Anxiety assessed by children using VAS [moderate
quality evidence]
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sevoflurane + NO2 + midaz air + midaz Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight I, Fixed, 95% Cl IV, Fixed, 95% C|
Averley 2004 (1D 486) 4.8 0a 2449 47 07 94 100.0% 010[-0.05 0.25]
Total {95% CI) 249 94 100.0% 0.10 [-0.05, 0.25]
Heterogeneity: Mot applicahle 5_100 -5‘0 3 550 1E|D=
Testfor overall effect Z=1.27 (= 0.20) sevoflurane + NOZ2 + midaz air + midazolam
Figure 69 Averley 2004: Parents’ satisfaction [moderate quality evidence]
sevoflurane + HO2 + midaz ~ air + midaz Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% Cl
Averley 2004 (1D 486) [} 245 a 94 100.0% 4.94 [0.28, 86.84)]
Total (95% CI) 249 94 100.0% 4.94[0.28, 86.84] ——n———
Total events [} 1]
Heterogeneity: Not applicable I t 1 |
0.01 0.1 10 100
Testfor overall effect: 2= 1.09 (F = 0.27) sevofiurane + NO2 + midaz  air + midazolam
Figure 70 Averley 2004: Vomiting [very low quality evidence]
Sevoflurane + nitrous oxide + intravenous midazolam vs. nitrous oxide +
intravenous midazolam
sevoflurane + NO2 + midaz ~ NO2 + midaz Risk Ratio Risk Ratio
Study or Subgroup Events Total Fvents Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Ayerley 2004 (1D 486) 244 267 204 2566 100.0% 117 [1.09,1.258]
Total (95% Cl) 267 256 100.0%  1.17 [1.09, 1.25] U
Total events 249 204
Heterogeneity: Mot applicable I t 1 } |
Testfor overall effect: 2= 4.42 (P = 0.00001} SEVDﬂL?I:EDI;E . 552 . mid1 NOT + r:uud 100
Figure 71 Averley 2004: Completion of procedure [High quality evidence]
sevoflurane + NO2 + midaz NO2 + midaz Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% Cl IV, Fixed, 95% Cl
Averley 2004 (1D 486 T4 4.2 249 T4 358 204 1000% 050[F0.21,1.21]
Total (95% Cly 249 204 100.0% 0.50([-0.21,1.21]
Heterogeneity: Mot applicable t t T y |
-100 -0 0 a0 100
Test for overall effect: Z=1.38 (P=0.17) sevafiurane + MOZ + midaz  air + midaz
Figure 72_Averley 2004: Recovery time [moderate quality evidence]
sevoflurane + NO2 + midaz NO2 + midaz Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% Cl I, Fixed, 95% CI
Avarley 2004 (1D 486) 0.4 1.4 248 04 1.2 204 1000% 0.00[F0.24, 024]
Total (95% Cl 249 204 100.0% 0.00[-0.24, 0.24]
Heterageneity: Mot applicable =-1DE| _550 : 550 1005

Testfor overall effect Z2=0.00(F=1.00)

Favours experimental Favours cantral

Figure 73 Averley 2004: Pain assessed by children using VAS [moderate quality

evidence]
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sevoflurane + NO2 + midaz NO2 + midaz Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% Cl I, Fixed, 95% CI
Averley 2004 (1D 486) 0.4 1.3 249 08 1.3 204 1000% O0.00[F0.24, 024]
Total (95% Cl 249 204 100.0% 0.00[-0.24, 0.24]
Heterageneity: Mot applicable ' t T } |
o B -100 -50 0 50 100
Testfor overall effect Z=0.00 {F = 1.00) Favours experimental  Favours cantral
Figure 74 Averley 2004: Anxiety assessed by children using VAS [moderate
quality evidence]
sevoflurane + NO2 + midaz NO2 + midaz Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% Cl IV, Fixed, 95% Cl
Averley 2004 (D 486) 4.8 0.4 248 48 06 204 1000% 0.00F010,010]
Total (95% Cly 249 204 100.0% 0.00 [-0.10,0.10]
Heterogeneity: Not applicable t t T t |
T _ -100 -a0 ] a0 100
Testfor overall effect 2= 0.00 (F = 1.00) Favours experimental  Favours control
Figure 75_Averley 2004: Parents’ satisfaction [moderate quality evidence]
sevoflurane + NO2 + midaz ~ NO2 + midaz Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% Cl
Averley 2004 D 426) 4 249 1] 204 100.0% 10.66[0.60,188.11] 7
Total {95% Cly 249 204 100.0% 10.66 [0.60, 188.11] e —
Tatal events G 0
Heterogeneity: Mat applicakle ) t t |
o _ 0.01 0.1 10 100
Testfar averall effect: 2= 1.62 (P=0.11) Favours experimental Favours control
Figure 76 Averley 2004: Vomiting [very low quality evidence]
Sevoflurane + nitrous oxide vs. nitrous oxide
sevoflurane + NO2 NO2 Risk Ratio Risk Ratio
Study or Subgroup Events Total Ewents Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Lakoud 2002 1D 7349 215 24 83 170 100.0% 1.70[1.47,1.98]
Total (95% Cly 241 170 100.0% 1.70 [1.47, 1.98] ¢
Tatal events 215 a9
ity i I } } |
?ET?;UQBHEIH"-I NfoT atpgh—cgbﬁlli P = 0.00001 oo 01 10 1an
estfor overall effect 2= B.97 ( : ] Fawours sevaflurane + NO2  Favours MO2
Figure 77 Lahoud 2002: Completion of procedure [moderate quality evidence]
sevoflurane + NO2 NO2 Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Lahoud 2002 1D 739 a 215 2 89 100.0% 0.08[0.00,1.72] 4
Total {95% Cly 215 89 100.0% 0.08[0.00,1.72] —
Total events i 2
Heterageneity: MNat applicahle T o 10 100

Testfor overall effect Z=1.61 (F=0.11)

Fawours sevaflurane + MO2  Favours MO2

Figure 78 Lahoud 2002: Anxiety (no. of patients) assessed using the Venham

scale [very low quality evidence]
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sevoflurane + NO2 NO2Z Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Lahaoud 2002 1D 739 188 214 74 89 100.0% 1.08[0.95,1.17]
Total (95% Cl) 215 89 1000%  1.05[0.95, 1.17]
Total events 188 74
Heterogeneity: Mot applicahle I } T t
Testfor overall effect Z=093 (P=0.35) 0.07 01 ! 10

Favours experimental Favours contral

Figure 79 Lahoud 2002: Patients’ satisfaction (no. of patients) [low quality
evidence]
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5.5 PROPOFOL

COMBINATION COMPARISONS

Intravenous propofol + propofol maintenance + local anaesthesia vs.
intravenous midazolam + intravenous ketamine + intravenous fentanyl
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Figure 80 Vardi 2002: Duration of procedure [low quality evidence
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Figure 81 Vardi 2002: Recovery time [low quality evidence]
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Figure 82 Vardi 2002: Satisfaction at induction period assessed by four
observers using the Ramsay scale [very low quality evidence]
IV PRO « IV PRO masitestance + LA (Lxdo) IV« 07 Kty + IV Fomls. Meran DTiw s Baran Deftecence
Sty or Susgroop  Mam = Totd _ Mean 50 Told Wen 1, Foosd, B9% CI IV, Fame, 9%% C1
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Figure 83 Vardi 2002: Satisfaction

observers using the Ramsay scale [very low quality evidence]

scores at sedation period assessed by four
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W PROD + VPRO mstrenance * LA @0l OVM + IV Nety + IV Ferta Rk Ratio Rk Ratio
Study ox Swbhgroon Fveres Totsl Events Total Welght BLE, Fhooedl 95% O MH Fiaced, B5% I
201 paresl rocedstes |
Varal 2002 (moeed) 19 58 3 47 1000% 170079, B 26) | I
Subiot s $55% Ch 68 47 100.0% 279j079, 024
Tot sventa 19 3
Heogenily. Not agpicasie
Toaltoe overat a0t Zw 1 38 (P=011)
Totad (955 €N a8 7 w2050, 00 4‘—-
Yot ety 1 ) l
Hetmtagenety Net applcwale 8y 0z o i 1 1 0
Test for overal ofiest 2= SR P=011) IV PR « W FRO mailsnance + LA QLIgS WM« W tosta » v Earty

Figure 84 Vardi 2002: Assisted ventilation

evidence]

(bag mask) [very low quality
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Stusly o Sebgroon fveres Totsl Bty Total Welght BLH, Foo, 96% OF MLH e, 5%
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Varal 2002 (moeed) 0 58 1 47 1000% Q27 PO, D51 . t
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Figure 85 Vardi 2002: Endotracheal intubation [very low quality evidence]
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5.6 OPIOIDS

COMBINATION COMPARISONS

Intravenous fentanyl + intravenous propofol versus intravenous propofol +

placebo
Nienta«IWPRO+O_+ 1A Placebo + WPRO « O« TA Mean Diference Meats DETerence
_Study o Subyroup Mean S0 Totsd Mean SO Total Vet V. Foced, 95% CI V. Hxed, 95% C1
1.4.1 pamful procedares
Caahvala 2008 flumbsepun) 263 16.4 72 38.66 7 22 100.0% -1250[-2240,-2.60] t
Sulitotad (35% Cl) ; 22 1000% 12.50(22.40..2.60]

Heterogeneiy Not applicable
Tastforoversll e%0ct = 247 (F=0D)

40 5 0 5 10

NFerda « NPRO IVPRO « Placsnn

Figure 86 Cechvala 2008; Hollman 2008: Recovery time [moderate quality

evidence]

Niesta+ WPRO+O_+TA  Placeho+ VPRO + O+ TA Risk Ratio Fisk Ratio
Study or Subgroup Funnts Total Funnts Totad  Waight M H, Fixed, 25% C1 MH, Fixed, 95% O
1351 pandud procedures
Cechvala 2008 lumbarpun) 16 2 5 21 106.0% 320(144,717] 0|
Subtotal (05% 1) 3| 21 W00.0%  3.20([1.44,7.93) t
Tolal events 16 §
Hetarogenaty Not soplksbie
Test for overall efect 2= 2.84 (P = 0.004)
Total (9%5% C) 2 21 100.0%  3.20(1.44,7.43) —<ER—
Total svents 16 §
Hetarogerety. Not spplicabie t + ~ X t t
x i 2 2 1
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Figure 87 Cechvala 2008; Hollman 2008: Parents’ preference [moderate

quality evidence]
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Figure 88 Cechvala 2008; Hollman 2008: Assisted ventilation (assisted
ventilation by flow inflating anaesthesia bag) [low quality evidence]
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Figure 89 Cechvala 2008; Hollman 2008: Oxygen desaturation [low quality
evidence]
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121 parful procedures
Cechivala 2008 (umbarpun) 0 22 1 22 1060%  0331001,776]
Subtotal (05% C1) 2 22 W00.0% 0,53 fLo4, 72.746)
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Test for overall efect 2= 0,68 (P= 0.49)
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Figure 90 Cechvala 2008; Hollman 2008: Vomiting [low quality evidence]
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Intravenous fentanyl + intravenous propofol + topical anaesthesia versus

intravenous propofol + topical anaesthesia
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Figure 91 Disma 2005: Duration of procedure [low quality evidence]
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Figure 92 Disma 2005: Recovery time (Aldrete score = 8) [low quality evidence]
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Figure 93 Disma 2005: Assisted ventilation (bag
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mask) [low quality evidence]
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Figure 94 Disma 2005: Oxygen desaturation <90% [low quality evidence]
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Intravenous fentanyl + intravenous propofol + topical anaesthesia versus
intfravenous midazolam + intravenous propofol + topical anaesthesia
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Figure 96 Disma 2005:
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Figure 97 Disma 2005: Oxygen desaturation <90% [very low quality evidence]
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Intravenous fentanyl + intfravenous midazolam vs. intravenous midazolam

+ intravenous ketamine

IV Mid + IV Fentamd IV Mid + IV Ketamine Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fized, 95% Cl M-H, Fixed, 95% CI
6.1.1 painful procedures
Kennedy 1998{orthopaedic) 127 130 129 130 100.0% 0.98 [0.95,1.01]
LucasDaSilva 2007 {cathet) 28 28 28 28 Mot estimable
Subtotal (95% Cl) 158 159 100.0% 0.98 [0.95, 1.01] f
Total events 1565 158

Heterogeneity: Mot applicable
Testfor overall effect Z=1.01 (P=0.31)

Total (95% CI) 158 159 100.0%  0.98[0.95, 1.01]
Total events 155 158

Heterogeneity: Mot applicable

Testfor averall effect Z=1.01 (P=0.31)

Figure 98 LucasDaSilva 2007; Kennedy 1998: Completion of
quality evidence]
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procedure [low

I Mid + M Fenta v Mid + IV Ketamine Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% Cl
4.16.1 painful procedures
LucasDaSilva 2007 (cathetf) 0 28 2 29 100.0% 0.21[0.01,413] ti
Subtotal (95% CI) 28 29 100.0%  0.21[0.01,4.13] —
Total events 1] 2

Heterogeneity: Mot applicable
Testfor overall effect: £=1.03 (P=0.30)

Total (95% Cl) 28 29 100.0%  0.21[0.01,4.13] TEE——

Total events 0 2
Heterogeneity: Mot applicable
Testfor overall effect: Z=1.03 (P =0.30)
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Figure 99 LucasDaSilva 2007: Oxygen desaturation <90% [low quality

evidence]
IV Mid + IV Fentamd IV Mid + IV Ketamine Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean SD  Total Weight IV, Fized, 95% Cl IV, Fixed, 95% CI
6.5.1 painful procedures
Kennedy 1998(orthopaedic) 134 91 130 131 1348 130 100.0% 0.30[2.50, 310
Subtotal (95% Cl) 130 130 100.0% 0.30[-2.50, 3.10]
Heterogeneity: Mot applicable
Testfor overall effect: Z=0.21 (FP=0.83)
Total (95% Cly 130 130 100.0% 0.30[-2.50, 3.10]
Heterogeneity: Mot applicable '-1DD -5'0 ﬁ 1DD'

Testfor overall effect: Z=0.21 (FP=0.83)
Testfor suboroun differences: Mot applicable

a0
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Figure 100 Kennedy 1998: Induction time [low quality evidence]
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IV Mid + IV Fentamd IV Mid + IV Ketamine Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean SD  Total Weight IV, Fized, 95% Cl IV, Fixed, 95% CI
6.6.1 painful procedures
Kennedy 1998{orthopaedic) 27 216 130 1.08 112 130 100.0% 1.62[1.20, 2.04] !
Subtotal (95% Cly 130 130 100.0% 1.62[1.20, 2.04]
Heterogeneity: Mot applicable
Testfar overall effect: Z=7.59 (P = 0.00001)
Total {95% CI) 130 130 100.0% 1.62[1.20, 2.04] [ ]

Heterogeneity: Mot applicable
Testfar overall effect: Z=7.59 (P = 0.00001)
Testfor suboroun differences: Mot applicable
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Figure 101 Kennedy 1998: Distress assessed by observer using the OBSDR scale

[low quality evidence]

IV Mid + IV Fentamd IV Mid + IV Ketamine Mean Difference Mean Difference
Study or Subgroup Mean 5D Total Mean SD  Total Weight IV, Fized, 95% Cl IV, Fixed, 95% CI
6.7.1 painful procedures
Kennedy 1998{orthopaedic) 549 326 130 448 326 130 100.0% 1.01[0.22,1.80]
Subtotal (95% Cly 130 130 100.0% 1.01[0.22, 1.80]
Heterogeneity: Mot applicable
Testfor overall effect: Z= 250 (F = 0.01)
Total {95% CI) 130 130 100.0% 1.01[0.22, 1.80] &
Heterogeneity: Mot applicable -1'0 _|5 T é 1'0

Testfor overall effect: Z= 250 (F = 0.01)
Testfor suboroun differences: Mot applicable

I Mid + IV Fentanyl

I% Midd + [ Ietamine

Figure 102 Kennedy 1998: Anxiety assessed by parent using the VAS scale [low

quality evidence]

IV Mid + IV Fentamd IV Mid + IV Ketamine Mean Difference Mean Difference
Study or Subgroup Mean SD  Total Mean SD  Total Weight IV, Fized, 95% Cl IV, Fized, 95% CI
6.8.1 painful procedures
Kennedy 1998{orthopaedic) 555 333 130 421 33 130 100.0% 1.34[0.53,2.15] ’
Subtotal (95% Cly 130 130 100.0% 1.34 [0.53, 2.15]
Heterogeneity: Mot applicable
Testfor averall effect: 2= 3.26 (P = 0.001)
Total {95% CI) 130 130 100.0% 1.34 [0.53, 2.15] L 2

Heterogeneity: Mot applicable
Testfor averall effect: 2= 3.26 (P = 0.001)
Testfor suboroun differences: Mot applicable
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Figure 103 Kennedy 1998: Pain during procedure assessed by parent using the

VAS scale [low quality evidence]
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IV, Fexed, 95% O
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Figure 104 Kennedy 1998: Total time [low quality
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I Mid + IV Fentamd IV Mid + IV Ketamine Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fized, 95% Cl M-H, Fixed, 95% Cl
6.15.1 painful procedures
Kennedy 1998(arthopaedic) 31 130 8 130 1000% 3.8 [1.85,8.11] i
Subtotal (95% Cly 130 130 100.0%  3.88[1.85, 8.11]
Total events N g
Heterageneity: Mot applicahble
Testfor averall effect: Z= 3.60 {F = 0.0003)
Total {95% Cly 130 130 100.0% 3.88[1.85, 8.11]1 "."
Total events N g

Heterogeneity: Mot applicable
Testfor overall effect: 2= 3.60 (P = 0.0003)
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Figure 105 Kennedy 1998: Oxygen desaturation <90% [low quality evidence]

IV Mid + IV Fentamd W Mid + IV Ketamine Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
6.11.1 painful procedures
Kennedy 1998(orthop aedic) i 130 2 130 100.0%  0.20[0.01,413] 4 .
Subtotal {(95% CI) 130 130 100.0% 0.20 [0.01, 4.13]
Total events 0 2
Heterogeneity, Mot applicable
Testfor overall effect Z=1.04 (P = 0,30}
Total {95% Cly 130 130 100.0% 0.20 [0.01, 4.13] ‘——
Total events 1} 2

Heterogeneity: Mot applicable
Testfor overall effect: Z=1.04 (F = 0.30)

01 02 05
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Figure 106 Kennedy 1998: Assisted ventilation (bag mask) [low quality

2 5 10
I Mid + [ k<etamine

evidence]
I Mid + IV Fentamd Y Mid + IV Ketamine Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fized, 95% CI M-H, Fixed, 95% |
6.13.1 painful procedures
Kennedy 1998{arthopaedic) a 130 1 130 100.0% 0.33[0.01,811] *
Subtotal (95% CI) 130 130 100.0%  0.33[0.01, 8.11]
Total events 1} 1
Heterogeneity: Mot applicable
Testfor overall effect: £=0.67 (F = 0.50)
Total (95% Cly 130 130 100.0%  0.33[0.01, 8.11]
Tatal events 1} 1

Heterogeneity: Mot applicable
Testfor overall effect: Z=0.67 (P = 0.50)
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Figure 107 Kennedy 1998: Vomiting during procedure [low quality evidence]

IV Mid + IV Fentamd W Mid + IV Ketamine Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
6.14.1 painful procedures
Kennedy 19980hopasdic) a 130 11 130 100.0%  0.27 [0.08, 0.95] i
Subtotal {(95% CI) 130 130 100.0% 0.27 [0.08, 0.96]
Total events 3 i
Heterogeneity, Mot applicable
Testfor overall effect; Z=2.03 (F = 0.04)
Total {95% Cly 130 130 100.0% 0.27 [0.08, 0.96] -*—
Total events 3 11

Heterogeneity: Mot applicable
Testfor overall effect: Z=2.03 (F = 0.04)
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Figure 108 Kennedy 1998: Vomiting during recovery [low quality evidence]
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Intravenous fentanyl + intravenous propofol + topical anaesthesia versus
intravenous propofol + intravenous ketamine + topical anaesthesia
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Figure 109 Tosun 2007: Duration of procedure [moderate quality evidence]
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Figure 110 Tosun 2007: Pain (no. of patients) during induction [low quality evidence]

PG ¢ W Turta « TR Lehacabad] W P90 = IV Ketarsine + 1A fLMet stne) Tk Mt Tk Natw
Sty o Sgreg ves Toest Fveents Setal Weiput MEL Poosd, 95% C1 ¢ Ford, 95% €1
571 pad s racotm s
Toaan 207 ecorioey At “ 1l &5 1300% s34 00 B4 ‘
Sgtatal 995 <) “ W0 aIm L0199, 18]
Total ewerre Al n

PRt rRgona By Nt apoex le
Tl ot Oviral oMt 2w 2 77 (% = 0 DO

" WOA0R0N DA% 1 65) e

pnaly Nelappieside . ’ ' . ' ! v

e 21 (L6} ok 2 0
Test far owvwrall afect T= 3 77 (9 = O 005) 'p W iarrete « TA Riotetad N PO ¢ Y Ferds ¢ TA ILdacansd

Figure 111 Tosun 2007: Pain (no. of patients) during procedure [low quality evidence]
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Figure 112 Tosun 2007: Recovery time [low quality evidence]
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Figure 113 Tosun 2007: Oxygen desaturation <90% [low quality evidence
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Figure 114 Tosun 2007: Vomiting [low quality evidence]
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6.1

Appendix F - Cost-effectiveness analysis

Introduction

Appropriate sedation techniques should have the potential to prevent the need to
abandon and reschedule procedures when sedation is unsuccessful. This will minimise
distress, discomfort for and risk of harm to patients as well as reduce QALY loss due to
long term morbidity or mortality. Additionally, it will reduce the use of the National
Health Services (NHS).

We have conducted a search of existing economic evaluations that could reliably inform
the guideline recommendations. We identified five studies!?:20.26,33,39 byt all had
potentially serious limitations (see 6.9 and 6.10 below). We therefore developed a de

novo economic evaluation to determine the cost-effectiveness of different techniques. The
model was constructed to determine the most appropriate sedation technique.

Population
The clinical effectiveness and safety review suggests that different sedation techniques

are suitable for different population groups (see chapter 6 on clinical effectiveness of
sedation techniques). We developed models for the following common procedures:

e Dental procedures:
O tooth extraction in children
O tooth extraction in adolescents
e  Short painful procedures: manipulation of forearm fracture
e Painless imaging: CT scan
e Endoscopy:
o Oesophago-gastroscopy
o Colonoscopy

A description of these groups is given in section 6.12, ‘Further evidence to
recommendations: clinical interpretation of evidence by setting’.
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Interventions

The techniques are those for which the evidence suggests are clinically effective and safe
(see chapter 6 on clinical effectiveness of sedation techniques). The GDG wanted the
techniques on the list to capture the majority of techniques routinely used in the NHS.
They advised that the techniques in the six population groups below should be evaluated
in the model. In each group, the sedative techniques should be compared to general
anaesthesia as this is a common alternative to using sedation in the NHS.

The model

The health outcome measure that NICE prefers for cost-effectiveness analysis is quality-
adjusted life years (QALYs). It is not likely that the use of sedation techniques will lead to
significant differences in QALYs as changes in health related quality of life will only
occur over a short period of time. Sedation techniques may be associated with side
effects but the GDG suggested that the events observed in the evidence review are not
expected to lead to long-term effects that will result in significant QALY differences
across different techniques. We therefore carried out a cost-minimisation analysis, that is,
we assumed that the quality-adjusted life years would be the same for all treatment
strategies.

The success rate of achieving a complete procedure with each technique was not
assumed to be equivalent: in the event that a sedation technique fails it is assumed that
the procedure would be rescheduled and conducted using general anaesthesia.

We have assessed costs from the perspective of the NHS and personal social services. In
economic evaluation it is usual to put a lower weight on costs occurring in the future to
reflect both the interest rate and people’s time preference — a process known as
discounting. However, in the case of this model, all of the included costs occur over a
short time horizon and consequently there was no need to discount. The outcome of the
analysis was the cost per patient for the whole pathway eventually leading to a
successful completion of the procedure, so it includes the cost of the initial procedure plus
the cost of any additional procedures required as a result of initial treatment failure.

The cost of sedation includes the time cost of personnel required for the induction and
recovery from sedative drug or GA, as well as time cost of the personnel during the
procedure. The cost of a strategy also includes the unit cost of drugs for sedation and
GA, and the cost of consumables for administering them. We have not included the cost
of equipment as it is assumed that these are already available at the point of service
delivery and are used for other varied purposes. It would be difficult to estimate the
fraction of the cost of equipment attributable to use of sedative drugs or GA.

Some strategies are associated with certain complications and the treatment of
complications could result in additional costs.

In the model the expected cost of each strategy is conditional on the strategy’s success
rate and complication rate as well as the cost of the intervention itself. This can be
represented by a decision tree; we present a separate decision tree for each population
(see below).

The model was constructed using the best available evidence. Clinical and safety
evidence was taken from a systematic review (see chapter 6 on clinical effectiveness and
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6.2

6.2.1

safety review). When the evidence was weak or absent the GDG expert opinion was
used to determine the input parameters of the model. The assumptions made in the
model and the uncertainties in the input parameters are described explicitly. These were
considered by the GDG when interpreting the model results. The impact of uncertainties
in the model structure and input parameters were explored through deterministic
sensitivity analyses. We did not do a probabilistic sensitivity analysis as the estimates for
a number of key input parameters were ascertained by expert opinion. The limitations of
the model are discussed.

Cost-effectiveness criteria

The technique with the lowest cost per patient is considered to be the optimal strategy
from a cost-effectiveness perspective.

Dental procedures in children

Methods

Decision tree: The decision tree for the five strategies compared in this group is shown
below (Figure 115). The use of any of the four sedative drugs (nitrous oxide plus
oxygen, nitrous oxide plus sevoflurane, nitrous oxide plus iv midazolam, nitrous oxide
plus sevoflurane plus iv midazolam) in a cohort of patients would lead to a successful
completion of procedure in some patients. This is described as “success” on the decision
tree. In other patients the drug would fail and the procedure would not be completed. In
the event that the procedure was not completed, the patient would be given GA on a
different occasion to enable the procedure to be completed. The sedative drugs are
compared to GA. The GDG suggested that GA leads to completion of procedure in all
the patients. Apart from N2O plus iv midazolam, the GDG assumed that the sedative
drugs are associated with vomiting in some patients. They GDG also assumed that the
GA strategy is not associated with any complication. The basis for this assumption was
that most side effects of GA in children are minor and that many safety measures are in
place to minimise the risk of complications. The vomiting event at the branch of the tree
for patients who failed to complete the procedure (failure), and who were eventually
given GA, reflects the fact that the sedative drug leads to vomiting regardless of
whether the procedure is completed (success) or not (failure).
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Figure 115. A decision tree of four sedative drugs compared to general anaesthesia in dental

procedures in children
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Table 1. Success rate of sedative drugs and general anaesthesia in dental procedures in children

Strategy Success rate (%) Source

N20+02 52.4

N20O+Sevoflurane 89.2 Lahoud & Averley
200223

N2O+Sevoflurane+iv midazolam 93.3 Averley 20043

N2O+iv midazolam 79.7

GA 100 GDG

Clinical data on success rate, complication rate and duration: The success rate of
sedative drugs and GA are described in Table 1. There were two studies that assessed
the use of sevoflurane and nitrous oxide in children!9:23,

The Lahoud study?3 assessed the efficacy of this drug combination in dental children and
the De Sanctis Briggs study'0 assessed the safety in children undergoing MRI. The data
on success rate was taken from the Lahoud study and the study has been described fully
elsewhere (see chapter 6 the clinical effectiveness). It was an RCT of 411 anxious
children undergoing dental procedures randomised to either 0.1 — 0.3% sevoflurane in
40% of N2O or 40% of N2O. The group that received sevoflurane plus nitrous oxide
had significantly higher completion rate of 89% and this evidence was of moderate
quality. There was only one study that assessed the efficacy of nitrous oxide plus
sevoflurane plus intravenous midazolam in children3. The study has been described fully
elsewhere (see chapter 6 on clinical effectiveness). It was an RCT of 697 anxious children
undergoing dental procedures. Study participants were randomised to one of the three
arms: 0.3% sevoflurane plus 40% nitrous oxide plus intravenous midazolam, or 40%
nitrous oxide plus iv midazolam, or medical air plus intravenous midazolam. The
sevoflurane plus nitrous oxide plus midazolam group had a significantly higher
completion rate of 93.3% and this was used in the model. The combination strategy,
nitrous oxide plus intravenous midazolam was also taken from the Averley study3 and
this combination was associated with a higher completion rate of 79.7% when compared
to the medical air plus intravenous midazolam group. The evidence from the Averley
study?® was of moderate quality. There were a number of RCTs that assessed the efficacy
of nitrous oxide and oxygen!3:3441.46-50_ The Fauroux study!3 reported a completion rate
but the evidence was low quality. The GDG felt that in clinical practice the patients
receiving this sedative drug will have at least 50%. We used the success rate of 52.4%
reported in the Lahoud study?23 for patients that received 40% nitrous oxide. The GDG
also felt that the patients in the trials are not typical and the selection pattern may not
be representative of clinical practice. If patients are assessed and selected for this
strategy, success rate could be as high as 95%. We have therefore used 95% in
sensitivity analysis. General anaesthesia was assumed to have a success rate of 100%.

The evidence from the systematic review on the timings for induction, procedure and
recovery for the sedative drugs and GA was not complete, and when available, it was
inconsistent with the GDG’s clinical experience. They considered the timings reported in
the review and suggested alternative plausible timings to be used in the model and this
is shown in Table 2.
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Table 2. Timings and vomiting rate for sedative drugs and GA in dental procedures in children

Strategy Timing (minutes) Vomiting rate
Induction Procedure Recovery (%)

N20+02 5 30 15 2

N2O+Sevoflurane 5 30 30 2

N20O+Sevoflurane+iv midazolam 15 30 45 2

N2O+iv midazolam 15 30 45 2

GA 10 30 30

Vomiting rates were reported in the systematic review but these were also inconsistent
and could not be used in a comparative way. We assumed a conservative a rate of 2%

should be used for all the sedative drugs.

NHS staff required for application of strategy: The GDG suggested that the following

NHS staff would be required during the induction, procedure and recovery phases of
different strategies (Table 3. NHS staff required to apply sedative drugs and general anaesthesia in
dental procedures in children*). We used £23 as the cost per hour for a nurse and
anaesthetic assistant. This was based on the median full-time equivalent basic salary for
“Agenda for Change Band 5 of the October-December 2007 NHS Staff Earnings”
estimates for qualified nurses#C. The rate for consultant dentist and anaesthetist was
assumed to be equivalent to the average consultant (physician) earnings at the NHS and
we used a rate of £122 per hour40,

Table 3. NHS staff required to apply sedative drugs and general anaesthesia in dental procedures in

children*
Strategy Induction Procedure Recovery
N20+02 N + Den N + Den N
N2O+iv midazolam N + Den N + Den N
N2O+Sevoflurane N + Den N + Den (x2) N
N20O+Sevoflurane+iv midazolam N + Den N + Den (x2) N
GA ODA + A N + Den + A + ODA N

* N=Nurse, Den=Dentist, A=Anaesthetist, ODA=Anaesthetist Assistant, N2O=Nitrous oxide, GA=General

Anaesthetic

Cost of drugs, consumables and complications: The unit cost of drugs is listed in table 4.

We could not identify the cost of nitrous oxide and sevoflurane from the British National
Formulary (BNF). The cost of nitrous oxide was estimated at £10 per patient by one of
the GDG members using data from their primary care facility, and the additional cost of
sevoflurane was £1 per patient. This was for gasses only and excludes the cost of the
equipment to deliver the gasses, for scavenging or maintenance. The cost of intravenous
midazolam was estimated at £0.87 assuming a maximum dose of 7.5mg (BNF: 5mg/mL,

2mL amp = 58p).
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Table 4. Unit cost of drugs used in the model for dental procedures in children

Strategy Route and Dose Price Source of
price data
N20+02 Inhalation, 40% nitrous oxide and oxygen £10.00 GDG
N20O+iv midazolam Inhalation: 40% nitrous oxide Injection: £10.87 GDG and
Midazolam: max dose of 7.5mg BNF
N2O+Sevoflurane Inhalation, 0.1 = 0.3% sevoflurane in 40% £11.00 GDG
nitrous oxide
N2O+Sevoflurane+iv Inhalation: 0.3% sevoflurane in 40% £11.87 GDG and
midazolam nitrous oxide, Injection: Midazolam: max BNF

dose of 7.5mg

GA Propofol is used for induction. GDG and
Induction dose: 2.5mg/kg, BNF
Maintenance dose: 0.1 — 0.3% £11.73

sevoflurane in 40% nitrous oxide

General anaesthesia was assumed to be induced with propofol and maintained with
sevoflurane and nitrous oxide. Induction dose was 2.5mg per kilogram and a child of
25kg would require 62.5mg for induction. This would cost £0.73 (BNF prices: 1%
injection (emulsion), 10mg/mL, net price 20-mL = £2.33). Maintenance would be 0.1 —
0.3% sevoflurane in 40% nitrous oxide and this would cost £11. The total cost of GA
was therefore £11.73.

The GDG produced a list of consumables required for the administration of sedative
drugs and GA. We have included the cost of these in the model. The list is shown below
in Table 5 alongside their unit costs. The cost data were taken from the NHS purchase
and supply chain catalogue?’. Apart from the strategy, nitrous oxide plus oxygen, and
nitrous oxide plus iv midazolam, all sedative drugs and GA would require all the
consumables listed in the table. The GDG advised that the application of nitrous oxide
plus oxygen and nitrous oxide plus iv midazolam would not require intravenous
capnography and electrocardiographic electrodes but would require the other
consumables in the table. We assumed that the treatment of vomiting would require 30
minutes of nurse’s time.
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Table 5. Type and unit cost of consumables included in the model for dental procedures in

children
Consumables Unit cost (£)
iv cannula 0.21
Capnography cannula 0.75
Oxygen mask 0.53
Pulse oximetry probe 7.29
Electrocardiographic electrodes 0.19
Laryngoscopes 4.02
Endotracheal tubes 1.65
Laryngeal masks 3.78
Guedel airways 0.23
Intubating bougie 7.40
Bag-valve mask 5.53

Sensitivity Analyses

We carried out a number of sensitivity analyses to test the robustness of model results to
our model assumptions. We started by varying the success rates of the sedative drugs to
determine the point at which the drug becomes cost saving compared to GA. The GDG
felt that a success rate of 52.4% used in the base case for nitrous oxide would be low in
patients who have been pre-selected to receive it and they advised that a rate of 95%
be used in sensitivity analysis. The GDG advised that the induction time of 10 minutes
used in the base case for GA should be increased to 15 minutes in a sensitivity analysis
as induction time of this magnitude could be observed in some settings. In addition to its
use as a sedative drug, nitrous oxide is used in combination with sevoflurane to maintain
GA. In base case, we have used £10 as the cost per patient for using nitrous oxide. The
GDG adyvised that this estimate could be an over-estimate in hospital care facility. It was
therefore assumed that the cost of nitrous oxide per patient will be £5. In the other three
sedation strategies, sedationist dentist would not be required for induction and during
the procedure.

6.2.2 Results

The total cost per patient of each of the five strategies compared in the base case
analysis for this population is given in

Table 6. Base case analysis: Cost per patient of different sedation strategies compared with
general anaesthesia for dental procedures in children below. N2O + iv midazolam was the
least expensive strategy at £213 per patient.

Drug costs and consumable costs varied little between strategies. Complication costs
were negligible because the incidence was low for all strategies. The biggest component
of cost was staff time (especially dentist and anaesthetist time). The cost of second line
treatment also varied substantially between strategies, decreasing as the success rate
increases.
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N2O+O2 was more costly in the base case but this was because we had taken a very
conservative approach to estimating efficacy (using the rate from a trial of very anxious
children, 52%,). If instead we assume a success rate of greater than 59% then it
becomes cost saving in the model compared to GA — the GDG felt that a rate of 95%
was more plausible. Another sedation strategy (Sevoflurane plus nitrous oxide plus iv
midazolam) was more expensive than GA regardless of the success rate assumed. This
was because it required a sedationist dentist in addition to the operating dentist.

Table 6. Base case analysis: Cost per patient of different sedation strategies compared with
general anaesthesia for dental procedures in children

Strategy Mean cost of 1st line Mean Total

Drugs | Consum- Ances- | Dentist Nurse | Vomit- | costof | mean

ables thetist ing 2.“d cost

e line

N20 + 02 £10 £31 £ £71 £19 £0.23 £107 £238

N20 + iv midazolam £11 £31 £ £92 £35 £0.23 £45 £213

Sevoflurane + N20 £11 £32 £ £132 £25 £0.23 £24 £224

Sevoflurane + N20 + £12 £32 £ £153 £35 £0.23 £15 £246
iv midazolam

GA £12 £32 £81 £61 £38 £224

The results of one-way sensitivity analyses are presented in Table 7 Sensitivity analyses

on the cost per patient of using different sedation strategies compared with general

anaesthesia in dental procedures in childrent below. We started by varying the success
rate of the sedative drug strategies to determine the point at which they become cost-
saving compared to the GA strategy. For example, the strategy, nitrous oxide plus

oxygen, was cost saving as long as the success rate of the sedative drug is equal to or
greater than 59%. Sevoflurane plus nitrous oxide plus iv midazolam was not cost-saving
even at a success rate of 100%.

When the success rate of all sedation techniques was increased to 95% for all

strategies, N20O became the lowest cost strategy. Otherwise the results were robust to
sensitivity analysis.
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Table 7 Sensitivity analyses on the cost per patient of using different sedation strategies
compared with general anaesthesia in dental procedures in childrent

Strategy Mean Success Success Mean cost | Mean Mean
cost rate in rate at when cost cost
(base base which success when when
case) case strategy rate of inductio | cost of
(%) becomes sedation = | n time N20O =
cost-saving | 95% of GA £5 1%
compared =
to GA (%) 15mins
N20 + 02 £238 52 59% £142 £244 £233
N20 + iv £213 80 75% £179 £216 £208
midazolam
Sevoflurane + £224 90 90% £211 £225 £225
N20
Sevoflurane + £246 93 * £242 £247 £240
N20 + iv
midazolam
GA £224 100 NA ok £236 £219

NA=not applicable. *not cost-saving even at 100%, tpt=patient, IN20 is used in combination with sevoflurane to
maintain general anaesthesia. ** Same as base case

6.3 Dental procedures in adolescents

6.3.1 Dental procedures in adolescents

Decision tree: The decision tree for the two strategies compared in this group is shown
below (Figure 116. A decision tree of iv midazolam compared to general anaesthesia in
dental procedures in adolescents). The application of intravenous midazolam in a cohort
of patients would lead to successful completion of procedure in some patients. In other
patients it would fail and the procedure would be completed using GA as a second line
option. This strategy is compared with using GA as a first line option. General
anaesthesia leads to completion of procedure in all the patients and is assumed not to be
associated with any complications. Intravenous midazolam is associated with oxygen
desaturation of less than 90%. The oxygen desaturation event at the branch of the tree
for patients who failed to complete the procedure (failure), reflects the fact that
intravenous midazolam leads to oxygen desaturation regardless of whether the
procedure is completed or not.
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Figure 116. A decision tree of iv midazolam compared to general anaesthesia in dental
procedures in adolescents

Clinical data on success rate, complication rate and duration: The success rate of
intravenous midazolam and GA are given in Table 8. There was no directly applicable
evidence from the review on the success rate for intravenous midazolam. Success rates of
95.2%, 78.9% and 100% were reported in three heterogeneous studies. The first figure
was from a study of oral midazolam in children undergoing intravenous insertion?’. The
second estimate was from a study of intranasal midazolam in children undergoing
venipuncture insertion'4. The third estimate was from a study of oral and intranasal
midazolam in children undergoing suture and laceration repair8. GDG consensus was
that a success rate of 95% be used in the model for this group.
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Table 8. Success rate of sedative drugs and general anaesthesia in dental procedures in
adolescents

Strategy Success rate (%) Source
iv midazolam 95 GDG
GA 100 GDG

There was no applicable evidence on the duration of the strategies. The GDG
considered the existing evidence from the clinical effectiveness review and made timing
estimates that reflect their clinical experience. They suggested that the following
estimates should be used in the model (Table 9).

Table 9 Timing for sedative drugs and GA in dental procedures in adolescents

Strategy Timing (minutes)

Induction Procedure Recovery
iv midazolam 15 60 45
GA 10 60 30

NHS staff required for application of strategy: The GDG suggested that the following
NHS staff would be required during the induction, procedure and recovery phases of the
two strategies (Table 10). The unit cost of time spent by the nurse, dentist, anaesthetist
and anaesthetist assistant has been described above in the section on “NHS staff
required for application of strategy” under “Dental procedure in children”.

Table 10 NHS staff required to apply sedative drug and general anaesthesia in dental
procedures in adolescents*

Strategy Induction Procedure Recovery
iv midazolam N + Den N + Den N
GA ODA + A N + Den + A + ODA N

* N=Nurse, Den=Dentist, A=Anaesthetist, ODA=Anaesthetist Assistant, N2O=Nitrous oxide, GA=General

Anaesthetic

Cost of drugs, consumables and complications: The cost of intravenous midazolam and
GA used in the model was £0.87 and £11.73 respectively. We have described how
these were arrived at in the section on ‘Cost of drugs, consumables and complications’
under ‘Dental procedures in children’. The GDG advised that the application of
intravenous midazolam would not require iv capnography and electrocardiographic
electrodes but would require the other consumables in Table 5 above. The cost of
consumables for intravenous midazolam was estimated at £31, and for GA, £32. The
cost of GA includes the cost of all consumables listed above in Table 5. Oxygen
desaturation that is less that 90% is a complication associated with midazolam. Some
other interventions considered in this economic analysis are also associated with this
complication. The GDG decided that this was unlikely to be associated with a treatment
cost.
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6.3.2 Results

We have compared two strategies in this group and the total cost per patient in the
base case analysis for each of them is shown in Table 11 below. Midazolam was less
expensive at £248.

The cost of consumables was similar for both strategies but the cost of drugs was more
for the GA strategy. The biggest component of cost was staff time (especially dentist
and anaesthetist time).

Table 11. Base case analysis: Cost per patient of using iv midazolam compared with general
anaesthetia in dental procedures in adolescent

Strategy Mean cost of 1st line
= Mean
Drugs Consum- Anaes- Dentist Nurse
R cost of
ables thetist .
2nd line
iv £1 £31 | £ - £153 £46 £18
midazolam
GA £12 £32 £142 £122 £61

We have described the results of one-way sensitivity analyses in Table 12 below. The
cost per patient of the midazolam remained lower than the cost of the GA as long as the
success rate of midazolam is not below 63%. Midazolam remained associated with
lower costs for all the sensitivity analyses conducted.

Table 12 Sensitivity analyses on the cost per patient of using iv midazolam compared with
general anaesthesia in dental procedures in adolescents 7

Strategy Mean Success Success rate at Mean cost Mean Mean cost
cost rate in which strategy when cost when | with nurse-
(base base becomes cost- induction cost of led sedation
case) case saving time of GA | N20O =

(%) compared to = 15mins £51
GA (%)
iv midazolam | £248 95 63 £249 £248 £218
GA £369 100 Not applicable £381 £364 Same as
basecase

tpt=patient, £ N2O is used in combination with sevoflurane to maintain general anaesthesia
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6.4

6.4.1

Sensitivity Analyses

The robustness of the results to our model assumptions was tested using sensitivity
analyses. We varied the success rate of intravenous midazolam to determine the point at
which the drug becomes more cost saving compared to GA. We also increased the
induction time of GA to 15 minutes from 10 minutes as the GDG suggested that an
induction time of this magnitude could be observed in some settings. Nitrous oxide is used
in combination with sevoflurane to maintain GA. The GDG suggested that the cost of
nitrous oxide used in the base case analysis could be an over-estimate in a hospital care
facility and in a sensitivity analysis, we assumed that the cost of nitrous oxide per patient
would be £5. Short painful procedures

Methods

Decision tree: The decision tree for the three strategies compared in this group is shown
below (Figure 117). The application of intravenous ketamine or intravenous fentanyl plus
propofol in a cohort of patients would lead to successful completion of procedure in
some patients. In others the drug would fail and the procedure would be completed using
GA as a second line option. These strategies are compared to using GA as a first line
option. General anaesthesia leads to completion of procedure in all the patients and is
assumed not to be associated with complications. Intravenous ketamine is associated with
vomiting, and both of the sedative drug strategies compared in this group are
associated with hypotension and respiratory complications as well as with oxygen
desaturation less than 90%.
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Clinical data on success rate, complication rate and duration: The success rates of the

sedative drugs and GA are described in Table 13. There was no evidence on the
appropriate success rate to apply in the model for intravenous ketamine. The GDG was
of the view that up to 1% of procedures are not successfully completed under ketamine
sedation. They advised that a success rate of 99% should be used in the model. They
suggested that the 100% reported in Cechvala 20087 for intravenous fentanyl plus
propofol was clinically credible, and this rate was used in the model.

Table 13 Success rate of sedative drugs and general anaesthesia in short painful procedures

Strategy Success rate Source

(%)
Ketamine 99 GDG
Fentanyl+propofol 100 Cechvala 20087
GA 100 GDG

The Cechvala study” was an RCT carried out in 22 children undergoing lumbar puncture
for diagnosis of acute leukaemia or lymphoma. It compared intravenous fentanyl
(1mcg/kg) plus intravenous propofol (1-2mg/kg/min) plus oxygen supplementation plus
topical anaesthesia with placebo (normal saline) plus intravenous propofol (1-
2mg/kg/min) plus oxygen supplementation plus topical anaesthesia. All study patients
completed the procedure and this evidence was judged as moderate quality. General
anaesthesia was assumed to have a success rate of 100%. Vomiting and oxygen
desaturation rate less than 90% were reported for ketamine in several heterogenous
studies included in the systematic review of efficacy and the GDG adyvised that a rate of
6.65% for vomiting and 0.9% for oxygen desaturation rate less than 90% should be
taken from the study with the largest sample size'®. They also suggested from their
clinical experience that ketamine would be associated with up to one percent rate of
hypotension and respiratory intervention. Hypotension and respiratory intervention rate
of 18% was reported in only the Cechvala study” for intravenous fentanyl plus propofol,
and this rate was used in the model. The rate of oxygen desaturation less than 90% was
reported as 5% in one study?. These studies have been described in the sections on the
efficacy and safety of sedation techniques.

After considering the limited evidence from the review the GDG provided the following
estimates as the timings for the three strategies (Table 14).

Table 14 Timings and vomiting rate for sedative drugs and GA in short painful procedures

Strategy Timing (minutes)

Induction Procedure Recovery
Ketamine 10 30 30
Fentanl+propofol 10 30 30
GA 10 30 30
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NHS staff required for application of strategy: The GDG suggested that the following
NHS staff would be required during the application of the three strategies compared
here (Table 15). The unit cost of the time spent by the personnel has been described
above (dental procedure in children).

Table 15 NHS staff required to apply sedative drug and general anaesthesia in short painful
procedures

Strategy Induction Procedure Recovery
Ketamine N+ D N (x2)+ D N
Fentanyl+propofol N+ D N (x2) + D (x2) N
GA ODA + A N+ D+ A + ODA N

* N=Nurse, D=Physician, A=Anaesthetist, ODA=Anaesthetist Assistant, GA=General Anaesthetic

Cost of drugs, consumables and complications: We assumed a median dose of 30mg for
ketamine#2. This would cost £0.76 (BNF: 10mg/mL, 20-mL vial = £5.06). The dosage in
Cechvala 20087 for intravenous fentanyl was 1mcg/kg. For a 25 kg child requiring
25mcg, it would cost £0.14 (BNF: 50mcg/mL, net price 2-mL amp = 54p). The dosage
for propofol in Cechvala 20087 was 1-2mg/kg/min infusion. We assumed that 25kg
child would require 38mg for one minute. The child would require about 4mL which
would cost £0.46. (BNF: 1% injection (emulsion), 10mg/mL. net price 20-mL amp =
£2.33). The total cost of administering this combination therapy would therefore be
£0.60. The cost of GA used in the model was £11.73, and the cost of consumables for all
strategies was £32. A description of how these were arrived at has been given above
(dental procedure in children). The cost of consumables includes the cost of all
consumables listed above in Table 5.

Oxygen desaturation that is less than 90% is a complication associated with the sedative
drugs compared in this group but there would be no additional treatment cost for this.
We assumed that 30 minutes of nurse’s time would be required both for the treatment of
vomiting and for hypotension and respiratory interventions.

Sensitivity Analyses

A number of sensitivity analyses were done to test the robustness of the model results.
We varied the success rates of the two sedative drug strategies to determine the point
at which any of the strategies becomes more cost saving compared to GA. We did the
same sensitivity analyses described in the section for dental procedures in adolescents
regarding GA induction time, cost of nitrous oxide and the nurse as the only personnel
required for the application of sedative drugs. In the case of ketamine and fentanyl plus
propofol, sedationist physician would not be required for induction. In the case of
fentanyl plus propofol, only one physician would be required during the procedure.
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6.4.2 Results

The average cost of the strategies compared in this model population in the base case
analysis is given below in Table 16. Ketamine was the least expensive strategy at £155,
and GA was the most expensive strategy at £224.

The cost of consumables for the three strategies was the same but the cost of the GA
drugs was higher than the cost of the sedative drugs. The highest cost component was the
cost of staff time, particularly the cost of physician and anaesthetist time. Fentanyl plus iv
midazolam was actually more expensive than ketamine because it required a sedationist
dentist in addition to an operating dentist for its administration.

The complication costs associated with ketamine were low because of low incidence while
the cost of complications associated with fentanyl plus propofol was slightly higher
because of higher incidence.

Table 16 Base case analysis: Cost per patient of using sedation strategies compared with
general anaesthesia in short painful procedures

Strategy Mean cost of 1st line Mean Mean
Drugs | Consu- Anaes- | Physi- | Nurse | Vomi- Hypo / | cost ‘ff cost
mables thetist cian ting Resp 2nd line

rate interv-

ention
Ketamine £1 £32 £ £81 £38 £0.77 £0.13 £2 £155
Fentanyl + £1 £32 £ £142 £38 £ £2.09 £ - £215

Propofol

GA £12 £32 £81 £61 £38 £224

The results of one-way sensitivity analyses are presented in Table 17 below. We varied
the success rate of the sedative drug strategies to determine the point at which they
become cost-saving compared to GA strategy. Ketamine remained cost saving as long
as the success rate of using it is not below 69%. The combination drug, fentanyl plus

propofol remained cost-saving as long as the success rate of the drug combination is not
below 95%.

Ketamine remained the cost-saving compared with the other strategies when the GA
induction time is 15 minutes or the cost of nitrous oxide is £5. Unlike ketamine, the other
two strategies require physician sedationist in addition to operating physician and this
makes it less expensive. When we assumed that sedation was administered by a nurse,
fentanyl plus propofol became cost-saving when compared with ketamine and GA.
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6.5

6.5.1

Table 17 Sensitivity analyses on the cost per patient of using different sedation strategies

compared with general anaesthesia in short painful procedures

Strategy Mean Success Success rate Mean cost | Mean cost | Mean cost with
cost rate in at which it when when cost nurse-led
(base base case becomes cost- | induction of N20O = | sedation
case) (%) saving time of £51
compared to GA =
GA (%) 15mins
Ketamine £155 99 69 £155 £155 £135
Fentanyl + | £215 100 95 Same as Same as £134
Propofol basecase basecase
GA £224 100 Not £236 £219 Same as
applicable basecase

tpt=patient, £ N2O is used in combination with sevoflurane to maintain general anaesthesia

Painless imaging procedures

Methods

Decision tree: The decision tree for the two strategies compared in this group is shown
below (Figure 118). The use of high dose chloral hydrate as a sedative drug in a cohort
of patients would lead to successful completion of procedure in some patients, and in
others it would fail. In the event of failure, the procedure would be completed using GA
as a second line treatment option. This strategy is compared to using GA as a first line
option to enable completion of procedure. General anaesthesia is assumed to lead to
completion of procedure in all the patients and would not to be associated with any
complication. High dose chloral hydrate is associated with vomiting.
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Vomiting _q

No adverse event _q

Success

Chloral
Hydrate Vomiting  —]
y . GA — No adverse _q
(high dose) Failure event
No adverse event —]
GA t— Noadverse _q
event

GA
No adverse event —

Figure 118. A decision tree of chloral hydrate compared to general anaesthesia in painless
imaging procedures

Clinical data on success rate, complication rate and duration: The success rate of oral
chloral hydrate was reported in two studies!832, The Marti-Bonmati study32 was carried
out in children undergoing MRI and the Houpt study'® was in children undergoing dental
procedure. The GDG felt that the success rate reported in the former study should be
used as it is a more applicable study for this model group. The Marti-Bonmati study32
has been described before in the section on clinical effectiveness and safety. In the study,
high dose chloral hydrate (96mg/kg) was compared to intermediate dose (70mg/kg). It
was reported that high dose chloral hydrate had a completion rate of 100% and we
have used this rate in the model. The study was judged to be of moderate quality. We
have assumed the success rate of GA to be 100%.

Table 18 Success rate of sedative drugs and general anaesthesia in painless imaging

procedures
Strategy Success rate (%) Source
Chloral hydrate (high dose) 95 Marti-Bonmati 199532
GA 100 GDG

After considering the evidence on the timings reported in the review the GDG suggested
that it would be more clinically realistic to use the following timings in the model.
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Table 19 Timing for sedative drugs and GA in painless imaging procedures

Strategy Timing (minutes)

Induction Procedure Recovery
Chloral hydrate (high dose) 20 50 40
GA 10 50 30

NHS staff required for application of strategy: The GDG also suggested that the
following NHS staff would be required during the different phases of applying the two
strategies (Table 20). The unit cost of time spent by the personnel has been described
above (dental procedure in children). We used £29 as the cost per hour for a
radiographer. This was based on the median full-time equivalent basic salary for
“Agenda for Change Band 5 of the October-December 2007 NHS Staff Earnings”
estimates40.

Table 20 NHS staff required to apply sedative drug and general anaesthesia in painless
imaging procedures*

Strategy Induction Procedure Recovery
Chloral hydrate (high dose) N+ D N+D+R N
GA ODA + A N + A + ODA N

N=Nurse, D=Physician, A=Anaesthetist, ODA=Anaesthetist Assistant, R=Radiographer, GA=General

Anaesthetic

Cost of drugs, consumables and complications: The maximum dose of chloral hydrate in
the BNF is 2g (BNF, cloral betaine 707mg (=chloral hydrate 414mg): net price 30-tab
pack =£7.90). A maximum of five tablets would cost £1.32. The cost of GA used in the
model was £11.73 and we have described elsewhere how we arrived at this figure
(dental procedure in children). The cost of consumables for each of the two strategies
compared here was £32. This included the cost of all consumables listed above in Table
5. The treatment cost of vomiting was assumed to be equivalent of 30 minutes of nurse’s
time.

Sensitivity Analyses

In order to test the robustness of the model for chloral hydrate and GA, we carried out
the same set of sensitivity analyses described above in the section on short painful
procedures. We conducted a sensitivity analysis to explore the impact on the result of
assuming a success rate of 95% for high dose chloral hydrate. We assumed that a
sedationist physician would not be required for induction of high dose chloral hydrate.
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6.5.2 Results

We compared two strategies in this population and the result of the base case analysis
showed that GA was less expensive at £224 than high dose chloral hydrate (Table 21).
This was not surprising as the administration of the sedative drug requires a physician
unlike the administration of GA.

The highest cost component of these strategies remained the cost of staff time especially
physician and anaesthetist tfime. The cost of complication was low because of low
incidence. The cost of consumables for the two strategies was the same but the cost of
GA drugs was higher.

Table 21 Base case analysis: Cost per patient of high dose chloral hydrate compared with
general anaesthesia in painless imaging

Strategy Mean cost of 1st line Mean
Drugs | Consu- Anaes- | Physi- | Nurse Radio- | Vomit- o=l
mables thetist cian grapher | ing rate
Chloral hydrate £1 £32 £ - | £142 £42 £24 £0.03 £242
(high dose)
GA £12 £32 £122 £ - £35 £24 £224

The results of one-way sensitivity analyses are presented in Table 22 below. We
changed the success rate of high dose chloral hydrate and, at 95% this strategy was
even more expensive. Other results of the sensitivity analysis suggest that the GA
strategy would be associated with less cost. The sedative drug strategy became less
expensive only when the nurse was the only personnel that will apply the sedative drug.

Table 22 Sensitivity analyses on the cost per patient of using high dose chloral hydrate
compared with general anaesthesia in short painless imaging

Strategy Mean Success Success Mean cost Mean cost | Mean cost with
cost rate in rate of when when cost nurse-led
(base base chloral induction of N2O = | sedation
case) case hydrate = | time of GA £51

(%) 95% = 15mins

Chloral £242 100 £252 Same as Same as £201

hydrate basecase basecase

(high dose)

GA £224 100 Same as £236 £219 Same as

basecase basecase

tpt=patient, £ N2O is used in combination with sevoflurane to maintain general anaesthesia
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6.6 Oesophago-gastroscopy

6.6.1 Methods

Decision tree: We compared intravenous midazolam and GA and the decision tree is the
same as the one used to compare intravenous midazolam and GA in dental procedures
in adolescents (Figure 116. A decision tree of iv midazolam compared to general
anaesthesia in dental procedures in adolescents). The use of intravenous midazolam in a
cohort of patients would lead to a successful completion of the procedure in some
patients but would fail in others. In the patients where it failed, GA would be used to
complete the procedure. The use of GA as a first line option would lead to completion of
procedure in all patients. Infravenous midazolam is associated with oxygen desaturation
level less than 90% and GA is assumed not to be associated with complications.

Clinical data on success rate, complication rate and duration: There was no directly
applicable evidence from the review on the success rate for intravenous midazolam in
patients undergoing oesophago-gastroscopy. Indirect evidence from three
heterogeneous studies was considered by the GDG81427, The first study was on oral
midazolam in children undergoing intravenous insertion, and reported a success rate of
95.2%. The second was on intranasal midazolam in children undergoing venipuncture
insertion, and reported a rate of 78.9%. The last study was on oral and intranasal
midazolam in children undergoing suture and laceration repair, and reported a rate of
100%. The GDG agreed that a rate of 95% be used in the model. A success rate of
100% was used for GA. There was also no directly applicable evidence on the duration
of the strategies for this group. The GDG considered other estimates reported in the
review and made timing estimates that reflect their clinical experience. They suggested
the estimate in the table below should be used (Table 23).
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Table 23 Timings for sedative drugs and GA in oesophago-gastroscopy

Strategy Timing (minutes)

Induction Procedure Recovery
iv midazolam 10 15 45
GA 10 15 30

NHS staff required for application of strategy: The GDG suggested that the following
NHS staff would be required during the application of the strategies (Table 24). The unit
cost of the time spent by the staff is described above (dental procedure in children).

Table 24 NHS staff required to apply sedative drug and general anaesthesia in oesophago-
gastroscopy *

Strategy Induction Procedure Recovery
Ketamine N+ D N (x2) + D N
GA ODA + A N+ D+ A + ODA N

* N=Nurse, D=Physician, A=Anaesthetist, ODA=Anaesthetist Assistant, GA=General Anaesthetic

Cost of drugs, consumables and complications: The cost of intravenous midazolam and
GA used are £0.87 and £11.73 respectively and a description of how we arrived at
these estimates is given above (dental procedure in children). The cost of consumables for
the two respective strategies is £31 and £32. The GDG advised that the application of
intravenous midazolam would not require intravenous capnography and
electrocardiographic electrodes but would require the other consumables in Table 5
above. The cost of consumables for GA includes the cost of all consumables listed above
in Table 5. Oxygen desaturation less than 90% would not be associated with additional
treatment cost.

Sensitivity Analyses

In order to test the robustness of the model, we carried out the same set of sensitivity
analyses described above in the section on dental procedure in adolescents. We
assumed that a sedationist physician would not be required for the induction of iv
midazolam.
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6.6.2 Results

There were two strategies compared in this population and the total cost per patient in

the base case analysis is given in Table 25 below. Midazolam was less expensive at
£122.

The cost of consumables was similar but drug cost was higher for GA. The highest cost
component was cost of staff time particularly physician and anaesthetist time.

Table 25 Base case analysis: Cost per patient of using iv midazolam compared with general
anaesthesia in oesophago-gastroscopy

Strategy Mean cost of 1st line Mean Mean
Drugs Consum- Anaes- Physi- Nurse cost ?f cost
ables thetist cian 2nd line
iv £1 £31 | £ - £51 £33 £8 £122
midazolam
GA £12 £32 £51 £31 £27 £151

The results of one-way sensitivity analyses are described in Table 26 below. The cost per
patient of the iv midazolam strategy remained lower than the cost of the GA strategy as
long as the success rate of midazolam strategy is not below 75%. The midazolam
strategy remained associated with lower costs for all the sensitivity analyses conducted.

Table 26 Sensitivity analyses on the cost per patient of using iv midazolam compared with
general anaesthesia in oesophago-gastroscopy t

Strategy Mean Success Success rate at | Mean cost | Mean cost | Mean cost with
cost rate in which it when when cost nurse-led
(base base becomes cost- induction of N20O = | sedation
case) case saving time of £5 1%
(%) compared to GA =
GA (%) 1 5mins
iv midazolam | £122 95 75 £123 Same as £102
basecase
GA £151 100 Not applicable | £164 £146 Same as
basecase

tpt=patient,  N20O is used in combination with sevoflurane to maintain general anaesthesia
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6.7 Colonoscopy

6.7.1 Methods

Decision tree: The decision tree that was used for the model for this group is shown
below (Figure 119). The use of the combination technique, intravenous midazolam plus
intravenous fentanyl in a cohort of patients would lead to a successful completion of the
procedure in some patients but would fail in others. In the patients where it fails, GA
would be used to complete the procedure. The use of GA as a first line option would
lead to completion of procedure in all patients. The combination technique is associated
with vomiting and oxygen desaturation less than 90%.

4(57 Vomiting _d

02 desat —q
Success
- No adverse event ﬁ]
— Midazolam + O
fentanyl
Failure Vomiting
| GA t— Noadverse —<]
_(,)7 event
—L]
02 desat | GA — Noadverse —
event
No adverse event —] GA |— Noadverse —q
event
GA
No adverse event —

Figure 119 A decision tree of a combination sedation technique compared to general
anaesthesia in colonoscopy

Clinical data on success rate, complication rate and duration: There was no directly
applicable study in the systematic review that reported the success rate for this drug
combination. Indirect evidence from one study was considered??. The study compared
intravenous fentanyl plus midazolam with intravenous midazolam plus ketamine in 57
children undergoing placement of intravenous line. All patients were reported to have
completed the procedure. The consensus was that a rate of 95% is a clinically realistic
rate and should be used in the model. A success rate of 100% for GA was assumed.
There were a number of heterogeneous studies on the safety of the combination sedation
option and the GDG advised that we use rates from the study with largest sample size.
A rate of 5.22% was reported for vomiting38, and 2.56% for oxygen desaturation less
than 90%3'.

There were no directly applicable timing estimates for the strategies and the following
estimates were made based on the clinical experience of the GDG (Table 27).
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Table 27 Timings for sedative drug and GA in colonoscopy

Strategy Timing (minutes)

Induction Procedure Recovery
iv midazolam+fentanyl 10 45 45
GA 10 45 30

NHS staff required for application of strategy: The following NHS staff in Table 28
below was suggested by the GDG to be required for the application of the strategies.
The unit cost of time spent by the personnel has been described above (dental procedure
in children).

Table 28 NHS staff required to apply sedative drug and general anaesthesia in colonoscopy*

Strategy Induction Procedure Recovery
iv midazolam+fentanyl N+ D N (x2) + D N
GA ODA + A N+ D + A + ODA N

* N=Nurse, D=Physician, A=Anaesthetist, ODA=Anaesthetist Assistant, GA=General Anaesthetic

Cost of drugs, consumables and complications: The cost of midazolam plus fentanyl was
estimated based on the dosage reported in Lucas da Silva 200729 (midazolam, 0.15mg
per kg; fentanyl, 1Ug per kg). We assumed a maximum dose of 7.5mg reported in the
BNF for midazolam which would cost £0.87. For a child 25kg, 25Ug fentanyl would cost
£0.14 (BNF for fentanyl: 50mcg/mL, net price 2-mL amp = 54p; BNF for midazolam:
5mg/mL, 2mL amp = 58p, 7.5mg would cost 87p). The total cost of this drug
combination used in the model was therefore £1.01. The cost of GA was £11.73 and we
have described how we arrived at this (dental procedure in children). The cost of
consumables for each of the respective strategies was £32. This includes the cost of all
consumables listed above in Table 5. The treatment cost of vomiting was assumed to be
equivalent of 30 minutes of nurse’s time.

Sensitivity Analyses

The robustness of the model results to our assumptions was tested using the same set of
sensitivity analyses described above for gastroscopy. We assumed that a sedationist
physician would not be required for the induction of iv midazolam plus fentanyl.
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6.7.2 Results

The total cost per patient for each of the two strategies compared in this population in
the base case analysis is given in Table 29 below. The combination strategy, iv
midazolam plus fentanyl, was less expensive at £215.

The cost of GA drug was higher but the cost of consumables for both strategies was the
same. The greatest cost component was the cost of staff time especially anaesthetist and
physician time. The cost of complication was low because of low incidence.

Table 29 Base case analysis: Cost per patient of using iv midazolam plus fentanyl compared
with general anaesthesia in colonoscopy

Strategy Mean cost of 1st line Mean Mean
cost of cost
2nd line

Drugs Consum- Anaes- Physi- Nurse Vomit-
ables thetist cian ing rate

iv midazolam £1 £32 £ - | £112 £56 £0.60 £15 £215

+ Fentanyl

GA £12 £32 £112 £92 £50 £296

We have described the results of one-way sensitivity analyses in Table 30 below. We
varied the success rate of the combination strategy to determine the point at which it
becomes cost-saving compared to GA strategy. The combination strategy is cost saving
as long as the success rate of using it is equal to or greater than 68%. The combination
strategy remained cost saving compared to the GA strategy for all the sensitivity
analyses conducted here.

Table 30 Sensitivity analyses on the cost per patient of using iv midazolam plus fentanyl
compared with general anaesthesia in colonoscopy

Strategy Mean Success Success rate at which Mean cost Mean cost Mean cost
cost rate in it becomes cost- when when cost of | with nurse-
(base base case | saving compared to induction N20O = £5 i | led sedation
case) (%) GA (%) time of GA

= 15mins

iv midazolam | £215 95 68 £216 Same as £195

+ fentanyl basecase

GA £296 100 Not applicable £309 £291 Same as

basecase

tpt=patient, £ N20O is used in combination with sevoflurane to maintain general anaesthesia
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6.8 Discussion

We have attempted to evaluate the economic impact of using different sedation
strategies, and we have compared the use of these strategies to the use of general
anaesthesia (GA). We included staff costs, costs of drugs and consumables, complication
costs and cost of sedation failure. We found that sedation is clearly cost-saving
compared to GA in cases where the operating physician or dentist is able to administer
sedation without the addition of a sedationist physician or dentist (typically for minimal
and moderate sedation). In this case, quite a low success rate is required for sedation to
be cost-saving.

In cases where the addition of a sedationist physician or dentist is required (typically for
deep sedation), sedation could still be cost saving but this will depend primarily on

e The facility and equipment costs: We have not captured this in our analysis. It is
particularly important when evaluating sedation techniques being carried out in
primary care (for example dental procedures). However, facility costs may also
be cheaper in A&E, for example, compared to a surgical theatre.

o The success rate: As the success rate gets lower, the cost of a sedation strategy
increases.

e The speed at which the operation can be conducted under each technique: It
seems unclear whether procedures can be delivered more or less quickly with
sedation techniques.

Data in these areas seems to be lacking. The economic analysis we have carried out has
a number of limitations and these were considered by the GDG when interpreting the
results of the analysis. If facility costs do not vary between settings, then by omitting them
we have biased our findings in favour of sedation because we have omitted them from
the second line treatment. Second line treatment would require additional facility cost as
this would happen on a different occasion. However, in evaluating sedation in primary
dental care, the facility costs are likely to be far less and in this case, it is likely that the
model biases in favour of GA.

Careful patient selection for sedation is important as this will optimise success rates and
consequently both improve patient outcomes and minimise costs. The success rates we
used in some of our analyses were not based on direct randomised controlled trial
results. This was either where there was no trial data or where the available data was
judged by the GDG as inapplicable. At these instances the GDG considered the
available evidence and used expert opinion to inform the most appropriate rate that
was used in the model. The GDG reported that very high rates of success (above 95%)
are achievable with all techniques if patients are selected carefully. We used
deterministic sensitivity analyses to explore the impact of alternative success rate on the
model results.

The timing used in the model was based on the GDG'’s expert opinion. The GDG
considered any existing timing data reported in the clinical review. There were
discussions regarding claims that procedures can be conducted quicker under GA than
using sedation but the evidence is unclear. The timing of sedation and GA strategies is an
area that might benefit from further research.
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There may be rare but serious complications arising from anaesthesia or sedation but
these were not found in the evidence from the safety review (see chapter 6 on clinical
effectiveness and safety review). The GDG felt that we need not include the impact of
GA complications as most side effects are minor, especially in children, and that many
safety measures are in place to minimise the risk of complications. Given the rarity of
serious complications, we think it reasonable to omit the cost and health loss associated
with these events.

We have not estimated quality-adjusted life years but we think this unlikely to affect our
conclusions. There will be some disutility (reduced health related quality of life)
associated with sedation failure. However, these changes will occur over a short period
of time and therefore differences in mean quality-adjusted life years between strategies
are likely to be negligible.

The impact of uncertainty in model input parameters on model results can be explored
using probabilistic sensitivity analysis. We have not conducted this analysis on this
occasion. However, we do not feel that this is a serious omission given that the model has
been built mainly on expert opinion and therefore it is difficult to accurately ascertain
the distribution and variances for a number of model parameters. Furthermore, we have
done a number of deterministic sensitivity analyses in areas where we felt that
alternative model assumptions could impact on results.

In one of the studies included in the economic review43, it was suggested that sedation
would cost less than GA. Nitrous oxide in oxygen was suggested to be less expensive
than GA for dental procedure in children>. In another study3?, for children requiring
manipulation of a forearm fracture in the emergency department, propofol plus fentanyl
was compared with ketamine plus iv midazolam, fentanyl plus iv midazolam, and
axillary approach to brachial plexus regional block with midazolam premedication.
Propofol plus fentanyl was found to be the dominant strategy because it had the lowest
cost and the shortest emergency department duration. However, these three studies were
considered as having potentially serious limitations. Another study?20 also suggested that
sedation is cheaper than GA in children undergoing dental procedure. This study was
judged as having minor limitations and could be considered to be directly applicable to
the UK NHS dental services.

In summary, the economic model has allowed a comparison of relevant interventions in
different populations groups and has produced results that are directly applicable.
Sedation strategies are likely to be cost-saving compared with general anaesthesia. The
cost of drugs is less important than the cost of the staff involved. The most cost-effective
sedation technique is likely to be those that don’t require the addition of a sedationist
physician or dentist, essentially those with a wider margin of safety. It will also depend
on appropriate patient selection, which will both increase success rate and reduce cost,
and the cost of the facility where the procedure is carried out.
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6.9 Literature review of economic evaluations

The five studies9:20:26.33.39 jdentified in the review of existing economic evaluation are
described below. A description of potentially useful costing studies>2043 is also given
below.

Martinez 20023

Martinez 200233 was a randomised double blind study comparing diazepam with
midazolam as a premedication administered in conjunction with meperidine prior to
procedural sedation with propofol in children having upper endoscopy. It is considered
to be a partial economic evaluation as the only costs reported were the costs of the
study drugs themselves which was $25.95 for midazolam and $0.92 for diazepam. It is
therefore not useful for decision making as it does not estimate the overall resource use
and costs of the alternative sedation strategies. For example, it does not consider the
cost of treating adverse events.

lannalfi 2005%°

lannalfi 2005'? was a randomised controlled trial comparing moderate sedation with
general anaesthesia in children having lumbar puncture and/or bone marrow aspiration.
It only enrolled 31 children and therefore there were less than 20 patients in each arm.
RCTs with less than 20 patients in each arm are excluded from the clinical effectiveness
reviews as the groups are not sufficiently large for randomisation to provide groups who
are reliably comparable for known and unknown confounders. We have therefore not
considered it any further as the clinical effectiveness outcomes are potentially open to
bias.

Lee 2000%® and Jameson 2007%°

These two studies were model based cost minimisation studies which estimated the cost
per patient treated and assumed that the health benefits would be equivalent20.26, |n
both cases the studies compare sedation with anaesthesia for patients undergoing dental
treatment. After considering the clinical review evidence, the GDG agreed that it is not
likely that the use of sedation techniques will lead to significant changes in quality-
adjusted life years as changes in health-related quality of life will only occur over a
short period of time. The GDG also suggested that the adverse events observed in the
clinical review are not expected to lead to long-term effects that will result in significant
QALY differences across different techniques. However, the results of these studies could
not be used as the GDG wanted to compare four different sedation strategies with GA
in children undergoing dental procedure.

Pershad 2006*°
The final model based evaluation3? used clinical evidence from RCT and non-RCT sources
to compare four different procedural sedation and analgesia (PSA) techniques for use in
children requiring manipulation of a forearm fracture in the emergency department (ED).
The four techniques were:

e Deep sedation with ketamine / midazolam (K/M)

e Deep sedation with propofol / fentanyl (P/F)

e Deep sedation with fentanyl / midazolam (F/M)
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e Axillary approach to brachial plexus regional block with midazolam
premedication (ABRA/M)

The model incorporated evidence on adverse event rates, duration of sedation, and
likelihood of PSA failure. The clinical effectiveness and adverse effects data were
derived from published literature following a systematic literature search, but the
methods for selecting papers has not been explicitly reported. Some additional data
from an unpublished trial undertaken in the author’s institution were also incorporated in
the analysis. The methods described in the paper suggest that the estimates obtained
from the RCTs were synthesised in a way which did not maintain randomisation. The
adverse events considered in the model were emesis, recovery agitation, respiratory
depression requiring assisted ventilation and lidocaine toxicity. It was assumed that deep
sedation with P/F would be used when axillary block failed. It was assumed that deep
sedation would be 100% successful for all three techniques based on existing data
showing that success rates are between 98% and 100% with K/M and F/M.

Resource use included medication costs for sedation and analgesia techniques, staffing
costs for administering sedation and treating adverse events, and ED overhead costs
based on duration of ED stay which was assumed to vary according to the total sedation
time. Duration of ED stay was used as the clinical effectiveness outcomes so that the cost-
effectiveness was reported as the cost per hour of time in the ED avoided. Unit costs
were reported for staff time, ED overheads and medication costs. Costs were calculated
from the hospital’s perspective and were reported in US$, but the price year was not
reported. Uncertainty was examined deterministically using one-way and two way
sensitivity analysis. A probabilistic sensitivity analysis was used to consider the
importance of parameter uncertainty but the authors simply report that the model was
“robust” through 1000 iterations.

P/F was found to be the dominant strategy as it had the lowest cost and the shortest ED
stay which was the sole effectiveness outcome considered. However this conclusion was
sensitive to several key assumptions. The conclusions would be different if the rate of
respiratory depression for P/F were to increase from 1.1% to 6.9%, if the rate of
lidocaine toxicity were to be reduced from 2.5% to less than 1%, or if the rate of failure
of axillary block were to be reduced from 6.8% to less than 2%. Small increases (e.g 3
mins) in the duration of physician time required to administer deep sedation would result
in axillary block being the lowest cost option, which is quite possible given that this
duration was not well defined by the evidence base. This economic evaluation is
considered to be only partially applicable as it is a US based study and the assumptions
regarding resource use and unit costs that have been used to populate the model may
not be relevant in a UK NHS setting. It is also not clear whether the PSA regimens
compared are equivalent in terms of reducing pain and discomfort for patients or
whether the main outcome measure, length of emergency department stay, is an
important outcome for patients and their families and carers. It is considered to have
potentially serious limitations due to uncertainty around the selection and synthesis of
effectiveness data and the sensitivity of the conclusions to key assumptions regarding
physician time.
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Primary details Design Patient Interventions Outcome measures Results Comments
characteristics
Author, Year: Study design: Theoretical cohort or 1) Deep sedation with | Effectiveness: 1) 1.75 hours
Pershad 2006%° Decision tree model 10 year olds requiring | ketamine/midazolam Duration of 2) 2.19 hours Sensitivity analysis
manipulation of emergency 3) 0.55 hours shows that results

Country: US
Funding: Not stated

Type of analysis:
Cost-effectiveness

Time horizon:
Duration of
emergency
department stay
Discounting: NA
Perspective: Hospital

Cost year: Not stated

fractured forearm in
the emergency
department

2) Deep sedation with
fentanyl/midazolam

3) Deep sedation with
propofol/fentanyl

4) Axillary Block/
midazolam

department stay

Cost: Staff costs for
clinical contact time
plus overheads
based on length of
stay, medication
costs

ICER: cost per hour
of stay avoided

4) 1.06 hours

1) US$ 105.32
2) US$ 159.79
3) US$ 84.06
4) US$ 88.18

Not relevant as 3)
dominates all others

are not robust to
small changes in
physician time
required

It is unclear whether
the method of
evidence synthesis
for clinical
effectiveness
outcomes maintained
randomisation
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6.10 Costing studies

The review of costing studies was restricted to UK studies as costs are likely to vary
significantly between different healthcare settings.

Blain 1998°

This costing study compares the cost of inhaled sedation (nitrous oxide in oxygen, titrated
up to a maximum of 40%) with local anaesthesia to general anaesthesia (intravenous
induction with inhalational maintenance) for children having dental extractions from a UK
NHS perspective. Treatment was provided in a UK secondary care setting. The costing
analysis was restricted to staffing costs during treatment and recovery. If treatment took
place over more than one visit then the total duration over multiple visits was used. Staff

costs were based on the agreed minimum staffing level for each service and 1994
salary scales. These were used to calculate the ratio of staff costs per minute during
treatment and recovery for the two services and overall costs were reported using units
that represent one minute of care within the sedation service (see Table 31 below). The
duration of treatment and recovery was taken from a case-control study conducted in the
UK which was also reported within Blain 19985. Children who were not suitable for
treatment with sedation were excluded from both the sedation and anaesthesia cohorts
before 265 matched pairs (matched for age and gender) were selected. The mean age
was 7.63 (SD 2.45) and 7.54 (SD 2.46) for the sedation and anaesthesia groups
respectively. However, there were a much larger number of patients rejected from the
sedation group (42% versus 16%) suggesting that the groups may not be comparable.
The overall costs were 64.3 units for sedation and 80.8 units for anaesthesia. It is not
possible to convert these back to UKE from the data provided. This study is directly
applicable as it takes a UK NHS perspective although its usefulness is limited as it does
not report the actual costs and therefore these cannot be uplifted to reflect current
prices. The duration of tfreatment and recovery are key factors in the costing analysis
and these have potentially serious limitations as they are based on a case-control study,
in which there were considerably more patients excluded from one group.

Table 31 Staffing levels, cost ratios and duration of treatment and recovery associated with
sedation and general anaesthesia

Sedation

General anaesthesia

Staffing levels during treatment

Registrar Dentist, Dental Nurse

Consultant Anaesthetist,
Registrar Dentist, 2 x Dental

Nurse

Staffing levels during recovery

Dental Nurse

Staff Nurse, Dental Nurse

Cost ratio during treatment 1 2.8
Cost ratio during recovery 1 2.2
Duration of treatment (minutes) 45.1 7.4
Duration of recovery (minutes) 19.2 27.3
Total costs (units) 64.3 80.8
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Shaw 1996%

This was a prospective study that evaluated treatment success, assessed parents’ and
children’s satisfaction, and compared the cost of inhalation sedation with that of existing
general anaesthesia. It was carried out in children having dental extractions or minor
oral surgery in a UK NHS secondary care setting. Treatment was judged as successful by
the clinician if the procedure was completed. Data on treatment satisfaction was
collected by questionnaire. Cost was based on hospital data and included staff cost only.
It excluded the cost of other hospital overheads, such as the equipment, anaesthetic
gases and reception staff. Ninety percent of children treated with sedation completed
treatment. Thirteen children were treated with general anaesthesia. The cost per patient
of providing treatment with sedation was reported to be 30% less than that for
outpatient general anaesthesia and 57% less than day-stay general anaesthesia. More
detailed cost information was not reported. This study has a number of limitations and
should be cautiously interpreted. The number of patients studied for general anaesthesia
was small. Cost data included only staff cost and this was not reported in enough details
to allow judgement on quality. The study sample was not randomised. There were no
sensitivity analyses on the results.

Jameson 2007%

This paper compares the cost of providing advanced conscious sedation in a primary
care-based service with the cost of treatment under a dental general anaesthetic (DGA)
in a hospital based community dental service. The cost analysis for advanced conscious
sedation takes into account the rate of referrals for DGA after initial assessment and the
rate of sedation failure, which are estimated from 2,771 patient records. The rate of
failure under DGA is not considered and is therefore assumed to be 100%.

The cost of treatment under DGA is presented using both NHS reference costs'2 and a
bottom-up costing using local audit data. The bottom-up costing included salary costs for
anaesthetists, dental staff and administration staff and the cost of consumables,
equipment, portering and the availability of inpatient beds reserved for use by the
service. Separate costs were estimated for long and short procedures and an average
cost was derived using weighting list data to estimate the ratio of long to short
procedures. Using the HRG costs, the cost for short and long procedures was £568 and
£616 respectively, with a mean cost of £590.21. The average cost estimate based on
the local audit data was much lower at £359.91.

The cost of treatment under sedation was estimated using the patient list data from 205
patients and applying the relevant fees paid to the primary care based sedation service
by the NHS, giving a cost per patient of £223.78. Once the additional cost of referring
patients who had failed under sedation for a DGA are included, the cost is £245.57 per
patient treated.

Sensitivity analyses were conducted on the rate of sedation failures, the rate of referrals
for DGA following sedation failure and the rate of referrals for DGA following
assessment. The rate of failure would need to increase to 77% before DGA became the
lowest cost option, whilst the rate of referral following failure was not found to be a
significant factor. If the rate of referrals following assessment at the sedation service
were to increase to above 36.32% then DGA would be the lowest cost option, however
the current rate is only 4-5%.
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It is not clear whether the patients receiving care under the two services are similar. It is
not known whether the age profile of the two cohorts was similar or how many patients
receiving DGA had special needs meaning that they would not be able to receive
treatment in a primary care setting. The fact that 56.7% of those failing under sedation
(1.98% of all those receiving sedation) were referred back to their GP as there was
insufficient justification for a DGA suggests that the cohorts may not be comparable. This
study is considered to have minor limitations as there is uncertainty regarding the
comparability of the cohorts being treated in the different settings, but the sensitivity
analyses suggest that the conclusions are unlikely to be affected by small differences in
the case mix. The results are considered to be directly applicable to the UK NHS dental
services as a whole with the caveat that there would need to be sufficient demand within
a particular region to meet the upfront costs of establishing a primary care based
sedation service such as this as an alternative to DGA.

Table 32 Excluded studies and reasons for exclusion

Author, year

Reason for exclusion from cost-effectiveness review

Blain 1998%5

Excluded as non-RCT design for outcomes

Bluemke 2000¢

Excluded as non-RCT design for outcomes

Deloach 2005'!

Excluded as non-RCT design for outcomes

Foglia 200415

Excluded as non-RCT design for outcomes

Harned 200117

Excluded as non-RCT design for outcomes

Jameson 2007%20

Excluded as equivalence assumed but not demonstrated

Kezerashvili 200821

Excluded as non-RCT design for outcomes

Lalwani 200724

Excluded as non-RCT design for outcomes

Lawrence 199825

Excluded as non-RCT design for outcomes

Lee 200026

Excluded as equivalence assumed but not demonstrated

Movaghar 200035

Excluded as non-RCT design for outcomes

Nelson 20003¢

Excluded as non-RCT design for outcomes

Squires 199544

Excluded as non-RCT design for outcomes

Yen 200851

Excluded as age 16+ and high mean age, 49+-22 and 46+-19)

Westrup 200745

Excluded as comparison not relevant

Loewy 200628

Excluded as no cost data

De Amorim E Silva 2006°?

Excluded as no cost data

Mamede 200830

Excluded due to age range (16-72, mean 47.5)

Adams 20072

Excluded as no cost data

Khan 200722

Excluded as no cost data

Shaw 1996*43

Excluded as non-comparative study

lannalfi 200519

Excluded as RCT with N<20 in each arm

Martinez 200233

Excluded as cost data limited to drug costs only

* Relevant UK costing studies.
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7 Appendix G - Recommendations for research

7.1 Recommendation for research on pre-sedation assessment

PICO question

For children and young people under the age
of 19 undergoing diagnostic and therapeutic
procedures under sedation techniques, what
factors are needed to develop a tool, or what
tools should be used to standardise assessment
and/or monitoring, in establishing the need for
sedation and in reducing the potential risk of
adverse events?

Question: What factors determine the need
for sedation?

Population: Children requiring sedation for
procedures

Intervention: Assessment of factors that could
determine whether sedation is the best choice
for the patient. Development of an assessment
tool. Application of the assessment tool to
predict whether sedation is an effective and
safe option for patients undergoing
procedures.

Comparison: Children assessed versus not
assessed by an “Assessment tool”

Outcome: Quality of care (patient/carer/
healthcare professional feedback) and
incidence of complications of sedation.

Importance to patients or the population

Patients want to receive the best care.
Healthcare professionals may need a tool to
help them advise patients/carers on the best
choice of technique for a procedure. If
sedation is ineffective the patient will have to
be anaesthetised later — perhaps the
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following day or in another hospital.

Relevance to NICE

There is variation on practice across the NHS.

Relevance to the NHS

NHS resources could be used more effectively
if patients were managed with effective
techniques. Sedation failure is expensive.
Anaesthesia is always effective but is
expensive and limited resource.

National priorities

Making correct choices for the type of
sedation/anaesthesia proposed should reduce
costs.

Current evidence base

There are no published assessment tools for
sedation

Study design

Observational study to determine the
important factors.

Consensus study to develop a tool

Randomised comparison of children assessed
versus not assessed using the tool.

Feasibility

Large teaching hospitals have many patient
who need procedures under sedation.

Other comments

Funding is needed for a research worker to
develop the assessment tool and to coordinate
the consensus and assessment studies. This
person could work alongside workers
mentioned in the other priority research
projects.

Importance

Developing an assessment tool should improve
quality of care.
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7.2 Recommendation for research on training for personnel involved in

sedation

PICO question For personnel involved in delivering sedation to children and
young people under the age of 19 undergoing diagnostic and
therapeutic procedures what training is required to both
achieve and maintain essential skills?

Question: Does airway training using a manikin improve
airway skills required for safe sedation practice?

Population: Healthcare professionals training to deliver
sedation

Intervention: Airway training using a manikin in addition to
standard airway training on anaesthetised patients. Two
intervention groups: (1) manikin training every 3 months, and
(2) manikin training every month.

Comparison: Standard airway training on anaesthetised
patients (no manikin training)

Outcome: Time taken to achieve successful management of
airway problems in anaesthetised patients

Importance to patients | Airway problems in sedated patients should be infrequent.

or the population Consequently, when they do occur healthcare professionals’
airway skills may be slow and patients may be at risk of
hypoxia. Healthcare professional administering sedation have
standard airway training but this may not be sufficient. Special
airway training may be necessary.

Relevance to NICE Currently there is much variation in airway skills in healthcare
professional who deliver sedation. Training in airway skills
needs to be developed and proven to be effective. Once
established, airway training should be undertaken by all
sedationists so that, across the NHS, there is a high standard of
managing airway problems.

Relevance to the NHS Safe airway management should improve patient safety.
Airway training should improve flexibility of working for
healthcare professional because any member to the team,
whichever professional group, can achieve airway skills.

National priorities Patient safety. Delivery of high standard of care within current
staffing resources

Current evidence base | Training on manikins can improve performance. Airway
training for sedation in children and young people has not
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been developed.

Study design

Randomized controlled comparison of three methods of
training airway skills. Assessment of skills will be by a “single
blind” independent assessor.

Feasibility

Trainee and established healthcare professionals (doctors,
dentists and nurses) are available in large teaching hospitals.
These hospitals should benefit from having effective airway
training.

Other comments

Manikins are available in most teaching institutions however
funding maybe required for new manikins. Funding will be
required for a study coordinator.

Importance

Airway training is an essential skill in many areas of healthcare
delivery.




SEDATION IN CHILDREN AND YOUNG PEOPLE

89

7.3 Recommendation for research on drugs combination

PICO question

For children and young people under the age
of 19 undergoing diagnostic or therapeutic
procedures, what drugs can be combined with
midazolam to achieve sedation (at mild,
moderate, and deep levels) with low risk of
loss of consciousness for sedation in different
settings?

Question: What dose of fentanyl can be
combined with midazolam for effective and

safe sedation in children and young people?

Population: Children undergoing painful
procedures in Emergency Department setting

Intervention: fentanyl
Comparison: three doses of fentanyl
Outcome: observation score of distress during

procedure. Incidence and severity of
complications

Importance to patients or the
population

Many patients require moderate sedation for
painful procedures in the Emergency
Department setting. A sedation technique is
needed that can be applied across a wide
range of painful procedures

Relevance to NICE

There is wide variation of standards of
sedation practice across the NHS

Relevance to the NHS

Healthcare professionals need guidance on
the safe doses of common drugs in children

National priorities

Midazolam and fentanyl are widely used
sedation drugs yet little data are available to
inform on the effective and safe doses for
moderate sedation

Current evidence base

Dose finding studies have not been carried out
in children for this combination of drugs

Study design

Randomised double blind comparison of three
doses of fentanyl combined with midazolam
(dose compatible with moderate sedation)
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Feasibility

Sufficient numbers of children requiring
sedation may not be available in a single
Emergency Department. The study would
therefore need to be multi-centre

Other comments

Funding would be required for coordinators of
this study. These people could work alongside
workers mentioned in the other priority
research projects.

Importance

The combination of midazolam and fentanyl
could be useful across a wide range of
situations involving sedation for painful
procedures
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7.4 Recommendation for development of a national registry of sedation

PICO question

Establishment of a national registry for
paediatric sedation, to provide a database
with sufficient power to give more useful data
on safety and efficacy

Question: What are the safety and efficacy
profiles of sedation techniques in current
practice?

Population: Children and young people
undergoing sedation in selected hospitals in
the UK

Intervention: Observational audit of clinical
practice. Self completed reporting.

Comparison: N/A

Outcome: Incidence of complications and
quality of patient experience.

Importance to patients or the
population

Patients and healthcare professionals need to
know the safety and efficacy profile of
current sedation practice

Relevance to NICE

There is variation in standards of practice. A
national data base could aid implementation
of NICE guidance

Relevance to the NHS

Safety data on sedation is important to the
service

National priorities

Safety is a high priority

Current evidence base

Safety data from a large sample of patient
are not available in the UK

Study design

Large scale audit program of practice

Feasibility

Involving all hospitals will be difficult.
Selecting paediatric hospitals who have a
large sedation practice and who want to take
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part should be feasible

Other comments Funding will be necessary to employ a
coordinator of this audit project. This person
could work alongside workers mentioned in
the other priority research projects.

importance Planning services of children depends upon
accurate estimation of demand, quality and
safety. Data on sedation will help planning,
training and implementation of sedation
services
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8.1

8.2

8.3

Appendix H-Review protocol form

Objective

To determine the effectiveness of sedation for children and young people (under the age

of 19 years).

Definition of sedation

Sedation is a technique which involves the depression of consciousness by drugs. The aim
of sedation during diagnostic or therapeutic procedures includes reducing fear and
anxiety, and minimising movement. The importance of each of these aims will vary
depending on the nature of the procedure and the characteristics of the patient. For
example, in younger children sedation may be necessary to ensure that movement is
minimised during non-painful procedures such as a magnetic resonance imaging (MRI)
scanning; in older children sedation may be necessary to minimise the physical and
psychological consequences of a painful procedure such as a lumbar puncture.

Selection criteria for intervention reviews

Studies will be included if they meet the following selection criteria:

1. Types of studies

e randomised trials (RCTs)
e quasi-randomised studies (e.g. allocation by alternation, date of birth, etc)

e other study designs will be considered in discussion with GDG if RCTs are not
found

e in accordance with NICE methods, studies will be restricted to the English
language (unless recommended otherwise by the GDG)

e studies with fewer than 20 patients in each arm will not be considered
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e studies in indirect populations will be considered if there are none in direct
populations (e.g. adults)

2. Healthcare settings

o Hospital settings, including inpatients, outpatients, radiology and emergency
departments

e Primary care, including dental and medical general practice

3. Types of participants

Included

Infants, children and young people under the age of 19 who are receiving sedation by
any technique for diagnostic or therapeutic procedures including dental surgery and
minor operations carried out under local anaesthesia.

Excluded

e Patients requiring sedation for purposes other than for diagnostic or therapeutic
procedures including:

o

(@]

o

sedation for critically ill patients requiring mechanical ventilation
sedation in palliative care
sedation in the treatment of mental health conditions

sedation given as premedication for general anaesthesia or as
postoperative analgesia

night sedation

e Patients having diagnostic or therapeutic procedures under general anaesthesia

4. Types of interventions

The following pharmacological interventions, described in the children’s BNF, will be
included. Individual drugs will be considered separately and in combination. A class
effect is not assumed.

e Drug class: Benzodiazepines; drugs: Midazolam

e Drug class: Inhalational anaesthetics; drug: Nitrous oxide

e Drug class: IV anaesthetics; drugs: Ketamine (painful procedures) and Propofol

e Drug class: Choral and derivatives; drugs: Chloral hydrate and Triclofos sodium
(painless procedures)
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e Drug class: Opioids; drugs: Morphine, Pethidine (Merperidine), Fentanyl,
Alfentanil, Remifentanyl

e Drug class: Inhalation anaesthetics; drugs Sevoflurane and Isoflurane

Combinations of drugs
Any combination will be considered.

All doses will be included. We will also record how the authors determined the dose that
is needed to achieve the desired level of cooperation and/or anxiolysis.

For all sedative agents except ketamine and opioids, any route of administration will be
considered including buccal, oral, intravenous, inhalation, rectal, intramuscular,
transmucosal. Bolus and titrated doses will be included. Ketamine will be considered
when given by intramuscular and intravenous routes. For opioids, fentanyl and morphine
will be considered when administered by intravenous routes and diamorphine when
administered by intranasal route.

Techniques of administration including patient control, operator control and control by a
separate sedationist will be considered. Interventions will be included regardless of who
administered them and this will be noted, e.g. nurses, anaesthetist, trained sedationist.
The guideline will not review non-pharmacological treatments alone for diagnostic or
therapeutic procedures because these are not sedation by definition. However,
combinations of sedation with non-pharmacological treatments will be compared with

non-pharmacological treatment alone, i.e. investigating adjunctive effects of sedation.

Any non-pharmacological intervention will be included as part of the combination
treatment, provided it is a definite intervention, as distinct from usual care.

5. Types of comparisons

The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo or usual
care

e intervention A versus B

e intervention A + B versus B

e pharmacological versus non-pharmacological

o pharmacological + non-pharmacological versus non-pharmacological
e pharmacological + analgesia versus analgesia

e pharmacological versus general anaesthesia
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o dose A versus dose B
e duration 1 versus duration 2

e route of administration 1 versus 2

6. Types of outcome measures

The following outcomes will be considered.
Primary outcome:
® Successful completion of diagnostic or therapeutic procedure

0 measured as the number of patients for whom the diagnostic or
therapeutic procedure was carried out and completed.

Secondary outcomes:

e Behavioural ratings including:

O pain as assessed by the patient or parent or other observer using
validated pain scales e.g. Visual Analogue Scale (VAS), Children's

Hospital of Eastern Ontario Pain Scale (CHEOPS), FACE,.
o procedural distress and /or anxiety as assessed by the patient or parent
or other observer using validated scales e.g. Visual Analogue Scale

(VAS), Observation Scale of Behavioral Distress (OSBD).

O patient or parent satisfaction including preference

e Sedation timing including

o length of induction: time from administration of sedation drug to initiation
of procedure

o duration of procedure
o length of recovery: time from completion of procedure to recovery
criteria being met or recovery to pre-sedation state (includes prolonged

drowsiness)

o total: time from administration of intervention to when patient has been
transferred to the recovery area or has been discharged

Adverse events:
e Aspiration

e Respiratory intervention, including:

o oral-pharyngeal airway
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o endotracheal intubation

o assisted ventilation

e Cardiac arrest requiring either/or:
o external cardiac massage

o defibrillation
e Oxygen desaturation <90%

e Vomiting

APPRAISAL OF METHODOLOGICAL QUALITY
The methodological quality of each study will be assessed by one reviewer and
randomly checked by a second. Quality items will also be assessed by type of study. For
randomised trials, the following factors will be considered in assessing the potential for
bias:
1. A priori sample size calculation:
O whether or not this was carried out
2. Method of generation of the randomisation sequence:
o0 the means by which interventions are distributed amongst the participants
0 whether the method was reported or unclear (i.e. no details given)
0 whether the reported method was adequate, inadequate or partial (Table 1)
3. Allocation concealment at randomisation:
o the means of preventing the treatment assignment being known before the time
of allocation
0 whether the method was reported or unclear (no details)
0 whether the reported method was adequate, inadequate or partial (Table 1)
4. Baseline comparability of treatment groups
o Age, procedure for which sedation is required, mental state, anxiety state, disease
state, fasting state
Patients stated to be blinded
Outcome assessor stated to be blinded
No loss to follow up for each outcome:
o studies with at least 20% of data missing from any group were considered to be
potentially biased, more so if there was differential drop out from any one group
or if the missing data was known to be significantly different from the remaining

data
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o those with moderate loss to follow up (20 to 50%) were considered in sensitivity

analyses

o those with 50% or more patients missing from any one group were regarded as

flawed and not analysed further
8. Intention to treat analysis:

o Trial participants should be analysed in the groups to which they were randomised
regardless of which (or how much) treatment they actually received, and regardless
of other protocol irregularities and

o all participants should be included regardless of whether their outcomes were

actually collected

METHODS OF THE REVIEW
Data synthesis

Meta-analysis of similar trials, where appropriate, will be carried out using The
Cochrane Collaboration’s analysis software, Review Manager (Version 5). Trials will be
pooled using a fixed effects model and plotted on forest plots. Where there is
significant heterogeneity, a random effects model will be used as a sensitivity analysis.

Crossover trials will be treated separately from parallel trials unless there is sufficient
data to allow their combination. First period only results will be treated with caution.

For dichotomous studies, intention to treat analyses will be used (including all participants
according to their assigned groups) where reported by the study authors, and failing
that, available case analyses (all those reporting an outcome) as reported by the authors
will be used. Where there are incomplete data reported (more than 20% missing in any
one group), sensitivity analyses will be carried out, excluding these studies.

Where it is possible to combine studies, outcomes will be summarised for dichotomous
data using relative risks or Peto odds ratios (where there are studies with no events in
one arm). Numbers needed to treat, with their 95% confidence intervals and the control
group rate (range of rates) to which they apply, will be calculated from the risk
difference where appropriate. The number needed to treat (NNT) is the number of
patients who would have to be treated for one to have an improved outcome.

For continuous data, weighted mean differences will be used and where the studies have
different scales, standardised mean differences will be used. Studies reporting final
values or change scores will be combined if the scales used are the same across studies,
otherwise they will be reported separately. If both final values and change scores are
reported, the former will be used. Summary statistics and their 95% confidence intervals
(95% CI) will be reported where sufficient detail allows their calculation, together with
the control group range.

We will assess heterogeneity between trials by visual inspection of forest plots, noting
where there is poor overlap of horizontal lines, and by using statistical measures: the X2
test for heterogeneity and the level of inconsistency, 12 (12= [(x2— df)/ X?] x 100%,
where df is the degrees of freedom). We will consider that there is heterogeneity if the
heterogeneity p-value is less than 0.1 and/or 12 is greater than 50%. Any heterogeneity
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will be explored further and unexplained heterogeneous results will not used as the basis
for recommendations.

Stratification

Studies will be stratified by:
e weight: all babies with weight of less than 5 kg will be considered separately
e route of administration

e type of procedure: painful and non-painful; repetitive procedures will not be
treated separately

Combining studies

Studies will be combined regardless of:
e dose
e duration of intervention
e procedure (within painful and non-painful groups)
e sefting (e.g. dentistry, A&E etc)
® age

Subgroup analyses
The following subgroups will be considered if there is heterogeneity:
9. Drug dose
10. Age groups
o 1 year and below
o 1-5years
o 5-12 years
o overl2 years (physiologically similar to adults)
11. Population/patient type:
o0 special needs and non-special needs, e.g. physical and learning disabilities
12. sedation level using ASA grading:
O Minimal: formerly anxiolysis
O Moderate (conscious sedation)
o Deep
13.route of delivery of sedation (bolus/titration):
14. ASA classification (Appendix Il)
o ASA | and Il versus ASA lll to V
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15. Procedure

16. who administered sedation technique(s)
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Review Protocol — Fasting

Component

Review
question

Obijectives

Population

Intervention

Comparison

Ovutcomes

Description

For children and young people under the age of 19 undergoing diagnostic
and therapeutic procedures under sedation techniques should fasting versus no
fasting be implemented to prevent adverse outcomes?

To establish whether the patient should be fasted and for how long before the
procedure under sedation to minimize adverse events.

Included (for the search strategy 1 only):

Infants, children and young people under the age of 19 who are

receiving sedation by any technique for diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.

Excluded (for the search strategy 1 only):

Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:

e sedation in critically ill patients requiring mechanical ventilation
e sedation in palliative care

e sedation in the treatment of mental health conditions

[ ]

sedation given as premedication for general anaesthesia or as
postoperative analgesia

® night sedation.

Included (for the search strategy 2 only):

Healthy children and young people ASA I-ll who were undergoing elective
surgery under general anaesthesia

Excluded (for the search strategy 2 only):

Children and young people with gastrointestinal disease

e Fasting before general anaesthesia
e Fasting before sedation with one of the following drugs: midazolam,
ketamine, propofol, chloral hydrate, nitrous oxide, sevoflurane,
fentanyl IV, morphine IV or diamorphine IN
Fasting versus no fasting

Outcomes for adverse events as evidenced by:

* Aspiration

* Respiratory intervention, including:
— oral-pharyngeal airway
— endotracheal intfubation
— assisted ventilation

* Cardiac arrest requiring either /or:
— external cardiac massage
— defibrillation

* Oxygen desaturation <90%

*  Vomiting
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Search
strategy

The review
strategy

1) A full search of the literature relevant to fasting for paediatric sedation
was conducted. The databases searched were Medline (from 1950 to Jan 18t
2010), Embase (from 1980 to Jan 18" 2010), The Cochrane Library (all dates
available to 2009 Issue 4) and CINAHL (from 1982 to Jan 18™ 2010).

Studies were restricted to English language only.

Searches were restricted by study design to RCTs and non RCT observational
studies.

2) To update the RCN guideline on fasting' a literature search was conducted
for perioperative fasting in children. The databases searched were Medline
(from 2004 to Jan 18t 2010), Embase (from 2004 to Jan 18" 2010), The
Cochrane Library (2004 to 2009 Issue 4) and CINAHL (from 2004 to Jan 18t
2010).

Studies were restricted to English language only.

Searches were restricted by study design to RCTs and non RCT observational
studies.

The review for this question consisted of three evaluation processes:

1) The RCN guideline Perioperative fasting in adults and children, 2005 was
assessed using the Agree Instrument for appraisal of clinical guidelines.

2) An update search was conducted for perioperative fasting in children and
young people from 2004 to 2009, using key words ‘anaesthesia,’ ‘fasting,’
and ‘children.’ The purpose of this search to was identify recent publications
which might impact recommendations in the RCN guideline Perioperative
fasting in adults and children, 2005'.

3) A full search of the literature relevant to fasting for sedation in children and
young people, using key words ‘sedation,” ‘fasting,” and ‘children’ was
conducted.

One RCT met inclusion criteria. Six observational studies were also included in
this review, due to lack of further RCT data.
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Review Protocol = Psychological Preparation

Component Description

Review For children and young people under the age of 19 undergoing diagnostic

question and therapeutic procedures under sedation techniques what standard
psychological preparation, coping skills and strategies should be used?

Obijectives To provide advice on psychological techniques for an effective patient
management.

Population Included:

Infants, children and young people under the age of 19 who are

receiving sedation by any technique for diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.

Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.

Intervention  Psychological preparation pre-sedation

Comparison e No intervention, usual care
e Pre-medication with drug therapy
e Another non-pharmacological treatment
Outcomes Outcomes for efficacy of psychological preparation:
1. Completion of procedure
2. Behavioural ratings including:
a. Pain as assessed using validated pain scales such as FACE,
VAS, CHEOPS, Spielberger State-Train Anxiety Inventory
(STAI).
b. procedural distress as assessed by validated scales such as
OSBD
c. Parent/patient satisfaction
3. Sedation timing including
a. Length of induction (defined as time from administration of
sedation drug to initiation of procedure)
b. Length of recovery (defined as time from completion of
procedure to recovery criteria being met)
The search for psychological preparation for paediatric sedation included
both quantitative and qualitative literature. Only two RCTs were identified
and therefore the review for this intervention was primarily a narrative review
of observational studies and randomized controlled clinical trials conducted in
other relevant contexts i.e., induction for anaesthesia and medical procedures
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Search
strategy

The review
strategy

The databases searched were Medline (from 1950 to Jan 18t 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.

Searches were not restricted by study design and included general
anaesthesia literature.

Meta-analyses of RCTs will be conducted where possible and that if there is
heterogeneity subgroup analysis will be conducted as appropriate
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Review Protocol — Validated tools

Component

Review
question

Obijectives

Population

Intervention

Comparison

Ovutcomes

Search
strategy

Description

For children and young people under the age of 19 undergoing diagnostic
and therapeutic procedures under sedation techniques, what validated tools
should be used to support assessment?

To establish what validated tools should be used to support clinicians to assess
and decide whether the child:

e should receive sedation OR

e have general anaesthesia OR

e have some other kind of pain/anxiety management

e Note: this is not about measuring how deep a child is sedated
Included:

Infants, children and young people under the age of 19 who are

receiving sedation by any technique for diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.

Excluded:
o Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
O sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
o0 Patients having diagnostic or therapeutic procedures under general
anaesthesia.

Validated instrument /tools/equations/algorithms

Standard care or head-to-head comparison with another validated
instrument /tools/equations/algorithms

Outcomes for efficacy for sedation sparing:

1. Completion of procedure

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.

Searches were restricted using study design filters for RCTs, systematic reviews
and observational studies
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The review
strategy

The review for drug efficacy will be based on RCT evidence only. Study
details, methodology and results will be extracted into an Access database.
Further statistical analysis and meta analysis will be conducted where possible
and carried out in Rev Man as required. The methods of reviewing are

detailed in Chapter 2. An evidence profile and quality assessment will be then
entered into GRADE.
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Review Protocol — Midazolam (efficacy)

Component

Review
question

Obijectives

Population

Intervention

Comparison

Ovutcomes

Description

For children and young people under the age of 19 undergoing diagnostic or

therapeutic procedures, is midazolam (with or without: analgesia, another drug
or psychological techniques) effective for sedation (at minimal, moderate, and

deep levels) in comparison with usual care, with analgesia alone, with another

sedation drug, with psychological techniques or with general anaesthesia?

To estimate the effectiveness of midazolam.

Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
O sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Sedation for diagnostic or therapeutic procedures

The following comparisons will be included.
e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2

e route of administration 1 versus 2
Outcomes for efficacy of midazolam:
1.  Completion of procedure
2. Behavioural ratings including:
a. pain as assessed using validated pain scales such as FACE,
VAS, CHEOPS, Spielberger State-Train Anxiety Inventory
(STAI).
b. procedural distress as assessed by validated scales such as
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OSBD
c. parent/patient satisfaction
3.  Sedation timing including

a. length of induction: time from administration of sedation drug to
initiation of procedure
duration of procedure

c. length of recovery: time from completion of procedure to
recovery criteria being met or recovery to pre-sedation state
(includes prolonged drowsiness)

d. total: time from administration of intervention to when patient
has been transferred to the recovery area or has been
discharged

Search The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
strategy (from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to

The review
strategy

2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).
Studies were restricted to English language only.

Searches were restricted using study design filters for RCTs and systematic
reviews.

The review for drug efficacy will be based on RCT evidence only. Study
details, methodology and results will be extracted into an Access database.
Further statistical analysis and meta analysis will be conducted where possible
and carried out in Rev Man as required. The methods of reviewing are
detailed in Chapter 2. An evidence profile and quality assessment will be then
entered into GRADE.
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Review Protocol — Midazolam (safety)

Component

Review
question

Obijectives

Population

Intervention

Comparison

Ovutcomes

Description

For children and young people under the age of 19 undergoing diagnostic or
therapeutic procedures, is midazolam (with or without: analgesia, another drug
or psychological techniques) safe for sedation (at mild, moderate, and deep
levels) in different settings?

To estimate the safety of midazolam.

Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Sedation for diagnostic or therapeutic procedures.

The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2
Outcomes for safety of midazolam::
e Aspiration
e Respiratory intervention, including:
o oral-pharyngeal airway
o endotracheal intfubation
O assisted ventilation
e Cardiac arrest requiring either/or:
o external cardiac massage
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Search
strategy

The review
strategy

o defibrillation
e Oxygen desaturation <90%
e Vomiting
The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.

The review for drug safety will be based upon both RCT and non-RCT
observational evidence. For RCT evidence, study details, methodology and
results will be extracted into an Access database. Further statistical analysis
and meta analysis will be conducted where possible and carried out in Rev
Man as required. For non-RCT observational evidence, study details and
results will be extracted into tables and rates of adverse events will be
calculated as required. All evidence will be reviewed by the GDG. An
evidence profile and quality assessment will be then entered into GRADE. The
methods of reviewing are detailed in Chapter 2.
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Review Protocol — Ketamine (efficacy)

Component

Review
question

Obijectives

Population

Intervention

Comparison

Ovutcomes

Description

For children and young people under the age of 19 undergoing diagnostic or
therapeutic procedures, is ketamine (with or without: analgesia, another drug
or psychological techniques) effective for sedation (at minimal, moderate, and
deep levels) in comparison with usual care, with analgesia alone, with another
sedation drug, with psychological techniques or with general anaesthesia?

To estimate the effectiveness of ketamine.

Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
O sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Sedation for diagnostic or therapeutic procedures

The following comparisons will be included.
e intervention (including combinations) versus no intervention or placebo
or usual care
intervention A versus B
intervention A + B versus B
pharmacological versus non-pharmacological
pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia
pharmacological versus general anaesthesia
dose A versus dose B
duration 1 versus duration 2

route of administration 1 versus 2
Primary outcome:
Successful completion of diagnostic or therapeutic procedure measured as the
number of patients for whom the diagnostic or therapeutic procedure was
carried out and completed.
Secondary outcomes:

e complications — respiratory support

® pain as assessed by the patient or parent or other observer
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Search
strategy

The review
strategy

e distress/anxiety as assessed by the patient or parent or other observer
e patient or parent satisfaction, including preference

e |ength of stay or time to recover to pre-sedation state (includes
prolonged drowsiness)

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18 2010).

Studies were restricted to English language only.

Searches were restricted using study design filters for RCTs and systematic
reviews.

The review for drug efficacy was based on RCT evidence only. Study details,
methodology and results were extracted into an Access database. Further
statistical analysis and meta analysis was carried out in Rev Man as required.
An evidence profile and quality assessment was then entered into GRADE.



SEDATION IN CHILDREN AND YOUNG PEOPLE 113

Review Protocol — Ketamine (safety)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is ketamine (with or without: analgesia, another drug
or psychological techniques) safe for sedation (at mild, moderate, and deep
levels) in different settings?

Objectives To estimate the safety of ketamine.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures.

Comparison  The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2

route of administration 1 versus 2
Outcomes Adverse events:
e Aspiration
e Respiratory intervention, including:
o oral-pharyngeal airway
o endotracheal intfubation
O assisted ventilation
e Cardiac arrest requiring either /or:
o external cardiac massage
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Search
strategy

The review
strategy

o defibrillation
e Oxygen desaturation <90%
e Vomiting
The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.
The review for drug safety was based upon both RCT and non RCT

observational evidence. Study details and results were extracted into tables
for review by the GDG. Rates of adverse events were calculated as required.
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Review Protocol — Chloral Hydrate (efficacy)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is chloral hydrate (with or without: analgesia, another
drug or psychological techniques) effective for sedation (at minimal, moderate,
and deep levels) in comparison with usual care, with analgesia alone, with
another sedation drug, with psychological techniques or with general
anaesthesia?

Objectives To estimate the effectiveness of chloral hydrate.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures

Comparison  The following comparisons will be included.
e infervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2
Outcomes Primary outcome:
Successful completion of diagnostic or therapeutic procedure measured as the
number of patients for whom the diagnostic or therapeutic procedure was
carried out and completed.
Secondary outcomes:
e complications — respiratory support



116

SEDATION IN CHILDREN AND YOUNG PEOPLE

Search
strategy

The review
strategy

pain as assessed by the patient or parent or other observer
distress/anxiety as assessed by the patient or parent or other observer
patient or parent satisfaction, including preference

length of stay or time to recover to pre-sedation state (includes
prolonged drowsiness)

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18 2010).

Studies were restricted to English language only.

Searches were restricted using study design filters for RCTs and systematic
reviews.

The review for drug efficacy was based on RCT evidence only. Study details,
methodology and results were extracted into an Access database. Further
statistical analysis and meta analysis was carried out in Rev Man as required.
An evidence profile and quality assessment was then entered into GRADE.
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Review Protocol = Chloral Hydrate (safety)

Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is chloral hydrate (with or without: analgesia, another
drug or psychological techniques) safe for sedation (at mild, moderate, and
deep levels) in different settings?

Objectives To estimate the safety of chloral hydrate.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures.

Comparison  The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2

route of administration 1 versus 2
Outcomes Adverse events:
e Aspiration
e Respiratory intervention, including:
o oral-pharyngeal airway
o endotracheal intfubation
O assisted ventilation
e Cardiac arrest requiring either /or:
o external cardiac massage
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Search
strategy

The review
strategy

o defibrillation
e Oxygen desaturation <90%
e Vomiting
The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.
The review for drug safety was based upon both RCT and non RCT

observational evidence. Study details and results were extracted into tables
for review by the GDG. Rates of adverse events were calculated as required.
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Review Protocol — Nitrous Oxide (efficacy)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is Nitrous Oxide (with or without: analgesia, another
drug or psychological techniques) effective for sedation (at minimal, moderate,
and deep levels) in comparison with usual care, with analgesia alone, with
another sedation drug, with psychological techniques or with general
anaesthesia?

Obijectives To estimate the effectiveness of Nitrous Oxide.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures

Comparison  The following comparisons will be included.
e infervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2
Outcomes Primary outcome:
Successful completion of diagnostic or therapeutic procedure measured as the
number of patients for whom the diagnostic or therapeutic procedure was
carried out and completed.
Secondary outcomes:
e complications — respiratory support
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Search
strategy

The review
strategy

pain as assessed by the patient or parent or other observer
distress/anxiety as assessed by the patient or parent or other observer
patient or parent satisfaction, including preference

length of stay or time to recover to pre-sedation state (includes
prolonged drowsiness)

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18 2010).

Studies were restricted to English language only.

Searches were restricted using study design filters for RCTs and systematic
reviews.

The review for drug efficacy was based on RCT evidence only. Study details,
methodology and results were extracted into an Access database. Further
statistical analysis and meta analysis was carried out in Rev Man as required.
An evidence profile and quality assessment was then entered into GRADE.
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Review Protocol — Nitrous Oxide (safety)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is Nitrous Oxide (with or without: analgesia, another
drug or psychological techniques) safe for sedation (at mild, moderate, and
deep levels) in different settings?

Objectives To estimate the safety of Nitrous Oxide.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures.

Comparison  The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2

route of administration 1 versus 2
Outcomes Adverse events:
e Aspiration
e Respiratory intervention, including:
o oral-pharyngeal airway
o endotracheal intfubation
O assisted ventilation
e Cardiac arrest requiring either /or:
o external cardiac massage
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Search
strategy

The review
strategy

o defibrillation
e Oxygen desaturation <90%
e Vomiting
The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.
The review for drug safety was based upon both RCT and non RCT

observational evidence. Study details and results were extracted into tables
for review by the GDG. Rates of adverse events were calculated as required.
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Review Protocol — Opioids (efficacy)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or
question therapeutic procedures, are opioids (with or without: analgesia, another drug
or psychological techniques) effective for sedation (at minimal, moderate, and
deep levels) in comparison with usual care, with analgesia alone, with another
sedation drug, with psychological techniques or with general anaesthesia?
Obijectives To estimate the effectiveness of opioids.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
O sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures

Comparison  The following comparisons will be included.
e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2

Ovutcomes Outcomes for efficacy of opioids:
4.  Completion of procedure
5. Behavioural ratings including:

d. pain as assessed using validated pain scales such as FACE,
VAS, CHEOPS, Spielberger State-Train Anxiety Inventory
(STAI).

e. procedural distress as assessed by validated scales such as
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Search
strategy

The review
strategy

OSBD

f. parent/patient satisfaction

6.  Sedation timing including

a. length of induction: time from administration of sedation drug to
initiation of procedure
duration of procedure

c. length of recovery: time from completion of procedure to
recovery criteria being met or recovery to pre-sedation state
(includes prolonged drowsiness)

d. total: time from administration of intervention to when patient
has been transferred to the recovery area or has been
discharged

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.

The review for drug efficacy will be based on RCT evidence only. Study
details, methodology and results will be extracted into an Access database.
Further statistical analysis and meta analysis will be conducted where possible
and carried out in Rev Man as required. The methods of reviewing are
detailed in Chapter 2. An evidence profile and quality assessment will be then
entered into GRADE.
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Review Protocol — Opioids (safety)

Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, are opioids (with or without: analgesia, another drug
or psychological techniques) safe for sedation (at mild, moderate, and deep
levels) in different settings?

Objectives To estimate the safety of opioids.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures.

Comparison  The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2
Outcomes Outcomes for safety of opioids:
e Aspiration
e Respiratory intervention, including:
o oral-pharyngeal airway
o endotracheal intfubation
O assisted ventilation
e Cardiac arrest requiring either /or:
o external cardiac massage
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Search
strategy

The review
strategy

o defibrillation
e Oxygen desaturation <90%
e Vomiting

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.

The review for drug safety will be based upon both RCT and non-RCT
observational evidence. For RCT evidence, study details, methodology and
results will be extracted into an Access database. Further statistical analysis
and meta analysis will be conducted where possible and carried out in Rev
Man as required. For non-RCT observational evidence, study details and
results will be extracted into tables and rates of adverse events will be
calculated as required. All evidence will be reviewed by the GDG. An
evidence profile and quality assessment will be then entered into GRADE.The
methods of reviewing are detailed in Chapter 2.
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Review Protocol — Propofol (efficacy)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or
question therapeutic procedures, is propofol (with or without: analgesia, another drug
or psychological techniques) effective for sedation (at minimal, moderate, and
deep levels) in comparison with usual care, with analgesia alone, with another
sedation drug, with psychological techniques or with general anaesthesia?
Obijectives To estimate the effectiveness of propofol.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
O sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures

Comparison  The following comparisons will be included.
e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2

Ovutcomes Outcomes for efficacy of propofol:
7.  Completion of procedure
8. Behavioural ratings including:

g. pain as assessed using validated pain scales such as FACE,
VAS, CHEOPS, Spielberger State-Train Anxiety Inventory
(STAI).

h. procedural distress as assessed by validated scales such as
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Search
strategy

The review
strategy

OSBD

i. parent/patient satisfaction

9.  Sedation timing including

a. length of induction: time from administration of sedation drug to
initiation of procedure
duration of procedure

c. length of recovery: time from completion of procedure to
recovery criteria being met or recovery to pre-sedation state
(includes prolonged drowsiness)

d. total: time from administration of intervention to when patient
has been transferred to the recovery area or has been
discharged

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18 2010).

Studies were restricted to English language only.

Searches were restricted using study design filters for RCTs and systematic
reviews.

The review for drug efficacy will be based on RCT evidence only. Study
details, methodology and results will be extracted into an Access database.
Further statistical analysis and meta analysis will be conducted where possible
and carried out in Rev Man as required. The methods of reviewing are
detailed in Chapter 2. An evidence profile and quality assessment will be then
entered into GRADE.
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Review Protocol — Propofol (safety)

Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is propofol (with or without: analgesia, another drug
or psychological techniques) safe for sedation (at mild, moderate, and deep
levels) in different settings?

Objectives To estimate the safety of propofol.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures.

Comparison  The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2
Outcomes Outcomes for safety of propofol:
e Aspiration
e Respiratory intervention, including:
o oral-pharyngeal airway
o endotracheal intfubation
O assisted ventilation
e Cardiac arrest requiring either /or:
o external cardiac massage
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Search
strategy

The review
strategy

o defibrillation
e Oxygen desaturation <90%
e Vomiting

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.

The review for drug safety will be based upon both RCT and non-RCT
observational evidence. For RCT evidence, study details, methodology and
results will be extracted into an Access database. Further statistical analysis
and meta analysis will be conducted where possible and carried out in Rev
Man as required. For non-RCT observational evidence, study details and
results will be extracted into tables and rates of adverse events will be
calculated as required. All evidence will be reviewed by the GDG. An
evidence profile and quality assessment will be then entered into GRADE.The
methods of reviewing are detailed in Chapter 2.
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Review Protocol — Sevoflurane (efficacy)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is sevoflurane (with or without: analgesia, another
drug or psychological techniques) effective for sedation (at minimal, moderate,
and deep levels) in comparison with usual care, with analgesia alone, with
another sedation drug, with psychological techniques or with general
anaesthesia?

Obijectives To estimate the effectiveness of sevoflurane.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures

Comparison  The following comparisons will be included.
e infervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2

e route of administration 1 versus 2
Outcomes Outcomes for efficacy of sevoflurane:
10. Completion of procedure
11. Behavioural ratings including:
j- pain as assessed using validated pain scales such as FACE,
VAS, CHEOPS, Spielberger State-Train Anxiety Inventory
(STAI).
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k. procedural distress as assessed by validated scales such as
OSBD

l. parent/patient satisfaction

12. Sedation timing including

a. length of induction: time from administration of sedation drug to
initiation of procedure
duration of procedure

c. length of recovery: time from completion of procedure to
recovery criteria being met or recovery to pre-sedation state
(includes prolonged drowsiness)

d. ftotal: time from administration of intervention to when patient
has been transferred to the recovery area or has been

discharged
Search The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
strategy (from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to

2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).
Studies were restricted to English language only.

Searches were restricted using study design filters for RCTs and systematic

reviews.
The review The review for drug efficacy will be based on RCT evidence only. Study
strategy details, methodology and results will be extracted into an Access database.

Further statistical analysis and meta analysis will be conducted where possible
and carried out in Rev Man as required. The methods of reviewing are
detailed in Chapter 2. An evidence profile and quality assessment will be then
entered into GRADE.
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Review Protocol — Sevoflurane (safety)

Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is sevoflurane (with or without: analgesia, another
drug or psychological techniques) safe for sedation (at mild, moderate, and
deep levels) in different settings?

Objectives To estimate the safety of sevoflurane.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures.

Comparison  The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2
Outcomes Outcomes for safety of sevoflurane:
e Aspiration
e Respiratory intervention, including:
o oral-pharyngeal airway
o endotracheal intfubation
O assisted ventilation
e Cardiac arrest requiring either /or:
o external cardiac massage
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Search
strategy

The review
strategy

o defibrillation
e Oxygen desaturation <90%
e Vomiting

The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.

The review for drug safety will be based upon both RCT and non-RCT
observational evidence. For RCT evidence, study details, methodology and
results will be extracted into an Access database. Further statistical analysis
and meta analysis will be conducted where possible and carried out in Rev
Man as required. For non-RCT observational evidence, study details and
results will be extracted into tables and rates of adverse events will be
calculated as required. All evidence will be reviewed by the GDG. An
evidence profile and quality assessment will be then entered into GRADE.The
methods of reviewing are detailed in Chapter 2.
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Review Protocol — Triclofos Sodium (efficacy)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is triclofos sodium (with or without: analgesia, another
drug or psychological techniques) effective for sedation (at minimal, moderate,
and deep levels) in comparison with usual care, with analgesia alone, with
another sedation drug, with psychological techniques or with general
anaesthesia?

Obijectives To estimate the effectiveness of triclofos sodium.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures

Comparison  The following comparisons will be included.
e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2

Outcomes Outcomes for efficacy of triclofos sodium:
1.  Completion of procedure
2. Behavioural ratings including:

m. pain as assessed using validated pain scales such as FACE,
VAS, CHEOPS, Spielberger State-Train Anxiety Inventory
(STAI).
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n. procedural distress as assessed by validated scales such as
OSBD

o. parent/patient satisfaction

3.  Sedation timing including

a. length of induction: time from administration of sedation drug to
initiation of procedure
duration of procedure

c. length of recovery: time from completion of procedure to
recovery criteria being met or recovery to pre-sedation state
(includes prolonged drowsiness)

d. ftotal: time from administration of intervention to when patient
has been transferred to the recovery area or has been

discharged
Search The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
strategy (from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to

2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).
Studies were restricted to English language only.

Searches were restricted using study design filters for RCTs and systematic

reviews.
The review The review for drug efficacy will be based on RCT evidence only. Study
strategy details, methodology and results will be extracted into an Access database.

Further statistical analysis and meta analysis will be conducted where possible
and carried out in Rev Man as required. The methods of reviewing are
detailed in Chapter 2. An evidence profile and quality assessment will be then
entered into GRADE.
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Review Protocol — triclofos sodium (safety)
Component Description

Review For children and young people under the age of 19 undergoing diagnostic or

question therapeutic procedures, is triclofos sodium (with or without: analgesia, another
drug or psychological techniques) safe for sedation (at mild, moderate, and
deep levels) in different settings?

Objectives To estimate the safety of triclofos sodium.

Population Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
o sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
o night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Intervention  Sedation for diagnostic or therapeutic procedures.

Comparison  The following comparisons will be included.

e intervention (including combinations) versus no intervention or placebo
or usual care

intervention A versus B

intervention A + B versus B

pharmacological versus non-pharmacological

pharmacological + non-pharmacological versus non-pharmacological
pharmacological + analgesia versus analgesia

pharmacological versus general anaesthesia

dose A versus dose B

duration 1 versus duration 2
e route of administration 1 versus 2
Outcomes Outcomes for safety of triclofos sodium:
e Aspiration
e Respiratory intervention, including:
o oral-pharyngeal airway
o endotracheal intfubation
O assisted ventilation
e Cardiac arrest requiring either /or:
o external cardiac massage
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Search
strategy

The review
strategy

o defibrillation
e Oxygen desaturation <90%
e Vomiting
The databases searched were Medline (from 1950 to Jan 18% 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.
Searches were not restricted by study design.

The review for drug safety will be based upon both RCT and non-RCT
observational evidence. For RCT evidence, study details, methodology and
results will be extracted into an Access database. Further statistical analysis
and meta analysis will be conducted where possible and carried out in Rev
Man as required. For non-RCT observational evidence, study details and
results will be extracted into tables and rates of adverse events will be
calculated as required. All evidence will be reviewed by the GDG. An
evidence profile and quality assessment will be then entered into GRADE.The
methods of reviewing are detailed in Chapter 2.
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Review Protocol — Sedation sparing (efficacy and safety)

Component

Review
question

Obijectives

Population

Intervention

Comparison

Ovutcomes

Search

strategy

The review
strategy

Description

For children and young people under the age of 19 undergoing diagnostic or
therapeutic procedures, does a combination of psychological techniques and
sedation drugs lead to sedation sparing?

To establish whether non-pharmacological intervention(s) reduce the amount of
the sedative agent required and used in each arm.

Included:
Infants, children and young people (under 19 years) receiving sedation by any
technique for painful or non-painful diagnostic or therapeutic procedures
including dental surgery and minor operations carried out under local
anaesthesia.
Excluded:
e Patients requiring sedation for purposes other than for diagnostic or
therapeutic procedures including:
o sedation in critically ill patients requiring mechanical ventilation
O sedation in palliative care
o sedation in the treatment of mental health conditions
o sedation given as premedication for general anaesthesia or as
postoperative analgesia
O night sedation.
e Patients having diagnostic or therapeutic procedures under general
anaesthesia.
Sedation for diagnostic or therapeutic procedures

The following comparisons will be included.

e pharmachological + non-pharmacological versus pharmacological

Outcomes for efficacy and safety as detailed in outcomes section of this
chapter and the following additional outcome(s) for sedation sparing:
1.  volume (dose) of the sedation agent used in each arm

The databases searched were Medline (from 1950 to Jan 18t 2010), Embase
(from 1980 to Jan 18t 2010), The Cochrane Library (all dates available to
2009 Issue 4) and CINAHL (from 1982 to Jan 18t 2010).

Studies were restricted to English language only.

Searches were not restricted by study design.

The methods of reviewing are detailed in Chapter 2..

The review for efficacy will be based on RCT evidence only. Study details,
methodology and results will be extracted into an Access database. Further

statistical analysis and meta analysis will be conducted where possible and
carried out in Rev Man as required. T An evidence profile and quality



140 SEDATION IN CHILDREN AND YOUNG PEOPLE

assessment will be then entered into GRADE.

The review for safety will be based upon both RCT and non-RCT observational
evidence. For RCT evidence, study details, methodology and results will be
extracted into an Access database. Further statistical analysis and meta
analysis will be conducted where possible and carried out in Rev Man as
required. For non-RCT observational evidence, study details and results will be
extracted info tables and rates of adverse events will be calculated as
required. All evidence will be reviewed by the GDG. An evidence profile and
quality assessment will be then entered into GRADE.
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9 Appendix | - AGREE Tool

See separate file

10 Appendix J - Licensing indications

See separate file.



