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Introduction: Pediatric sedation is delivered by a variety of pediatric specialists including pediatric anesthesiologists, 
pediatric intensivists, emergency physicians, pediatricians and various pediatric subspecialists and nurses. The study of 
pediatric sedation outcomes has long been limited by the lack of large, prospective, multi-centered studies with the statistical 
power to detect rare events. Safety data on pediatric sedation has long relied on data from retrospective analysis. The 
Pediatric Sedation Research Consortium (PSRC) is a collaborative group of 26 institutions dedicated to improving sedation 
practice through sharing of prospective observational data on cases and outcomes. We present the organization of the 
consortium and initial data on complications. 
 
Methods: Each institution in the PSRC has obtained IRB approval for collecting de-identified data on pediatric sedation 
practice. Participants include free standing children s hospitals, children s hospitals within hospitals, general 
hospitals/medical centers, and community hospitals. Prospective, observational data is recorded on a web-based data 
collection tool and transmitted to servers at the Dartmouth Bioinfomatics Group. The web-based data collection tool consists 
of 24 question sets including individual patient demographics, procedure performed, primary and coexisting illnesses, 
sedation provider specialty and level of training, drugs used, monitors used, complications, conditions present during the 
procedure, timing of the sedation and recovery, and level of sedation/anesthesia desired and achieved.  Data for this abstract 
were collected between 7/14/2004 through 11/15/2005. 
 
Results:  A total of 30, 037 sedation encounters were compiled during this time period of this ongoing investigation. 
Complication rates are displayed in Table 1.  
 
Table 1. Complications during pediatric sedation activity  (N=30037) 
 
Variable proportion n  95% CI 
None 0.947 28436 (0.944-0.949) 
Airway (oral required – not anticipated) 0.003 83 (0.002-0.003) 
Allergic reaction (rash) 0.001 17 (0.000-0.001) 
Apnea- unintended 0.002 73 (0.002-0.003) 
Aspiration -  X-ray documented 0.000 1 (0.000-0.000) 
Cardiac arrest 0.000 1 (0.000-0.000) 
Cough – interfering with procedure. 0.003 91 (0.002-0.004) 
Death 0.000 0 (0.000-0.000) 
Desaturation (O2 sats < 90%) 0.016 470 (0.014-0.017) 
Emergency anesthesia consultation. 0.000 6 (0.000-0.000) 
Inadequate sedation 0.009 267 (0.008-0.010) 
Hypothermia 0.000 4 (0.000-0.000) 
Intravenous access complications 0.001 33 (0.001-0.002) 
Laryngospasm 0.000 13 (0.000-0.001) 
Prolonged recovery 0.002 67 (0.002-0.003) 
Prolonged sedation 0.001 41 (0.001-0.002) 
Secretions requiring suction 0.004 125 (0.003-0.005) 
Seizure 0.000 8 (0.000-0.001) 
Stridor during sedation 0.000 11 (0.000-0.001) 
Unexpected (need for) bag-mask ventilation 0.006 192 (0.006-0.007) 
Unexpected admission to hospital 0.001 21 (0.000-0.001) 
Unanticipated need for intubation 0.001 29 (0.001-0.001) 
Reversal agent required 0.000 5 (0.000-0.000) 
Vomiting – non-GI procedure 0.005 142 (0.004-0.006) 
Wheezing during the procedure 0.000 14 (0.000-0.001) 
 
 Discussion: Our data indicate that serious morbidity and mortality in patients undergoing sedation in the hospital setting are 
rare.  Conversely, issues with inadequate sedation, oxygen desaturation, unexpected need for bag-mask ventilation and 
emesis are not as unusual and plans to manage such complications should be in place for all sedation providers.  Future 
analysis will focus on factors relating to these complications and defining the characteristics of optimal sedation systems. 
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