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Management of Children in whom  

Oral Sedative Premedication has Failed - Full Clinical Guideline 
 

Reference no.: CG-ANAES/2020/016 

 

1. Introduction 

The situation in which a child needs anxiolytic premedication, but either refuses to take it, or 

it fails to work sufficiently, is unusual. This can result in a risk of injury, and a risk of a bad 

experience being remembered – making future management even more difficult. This 

guidance explains the options available, including postponement of surgery, premedication 

at home, and alternative routes such as nasal midazolam and intramuscular ketamine. The 

last two options are generally reserved for patients with severe learning difficulties, with 

whom it is not possible to reason. A ‘how to’ guide for nasal midazolam administration is 

presented, and also two parent/carer information sheets. 

2. Aim and Purpose 

This document is for the guidance and reassurance of staff, when oral sedative 

premedication has either been rejected by a child, or has failed to produce sufficient effect. It 

describes alternative options, including postponement, and the use of alternative routes for 

medication.  

3. Definitions, Keywords 

Definitions 

Amnesia – temporary lack of memory 

Anxiolysis – reduction in anxiety 

Clonidine – a drug which reduces anxiety and causes drowsiness. 

Diazepam – a long-acting drug in the benzodiazepine family. It reduces anxiety 

‘Little Journey’ App – a free-to-download smartphone app for children and their 

families/carers to use before surgery. It includes a virtual 3-D tour of relevant parts of our 

hospital ward and theatre suite, and other information such as fasting instructions. It is of 

proven benefit in preparing children for anaesthesia. 

Midazolam – a short-acting drug in the benzodiazepine family. It reduces anxiety and 

induces amnesia. It tastes bitter, so children will not always take it. 

Sedative premedication – calming medication given before anaesthesia 

 

Keywords; premedication, sedation, sedative, anxiolysis, autism, learning difficulties, 

additional needs, midazolam, ketamine, nasal 
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4. Main body of Guidelines  

The majority of children presenting for surgery do not need sedative premedication. A 

sympathetic, age-appropriate explanation of what is about to happen, and/or work with a 

Play Specialist is generally sufficient. In those children who do need sedative premedication, 

an acceptable degree of anxiolysis can generally be produced by giving midazolam orally in 

a dose of 0.5 mg/kg (maximum dose usually 20mg, but may be increased to 30mg when 

necessary), or oral clonidine 5-7 microg/kg (maximum dose usually 450 microg), or both. 

Failure of oral premedication may occur because the child will not take it, or because the 

effect is inadequate. This may result in a child who is resisting undergoing anaesthesia. 

If this happens, for a child who is able to reason, further explanation may allow the child to 

cooperate.  

The option of sending the child home and re-scheduling surgery may prove helpful, as long 

as the surgery is not very urgent, and an intervention to improve the situation can be made 

in the meantime.  

Interventions may include;  

 an opportunity to view the hospital video in the ‘pre-clerking’ area or at home,  

 a ward / theatre familiarisation visit,  

 use of the ‘Little Journey’ App,  

 work with a Play Specialist,  

 a preoperative visit to outpatients in order to address the child’s fears directly with the 

surgeon or anaesthetist, or  

 a prescription of diazepam to be taken at home preoperatively 

It is also possible that the surgery may be cancelled indefinitely, until and unless the child 

has a change of mind. 

For children with whom communication is not possible, there may be no benefit in 

postponement, and possibly actual harm (eg ongoing dental pain, dental abscess formation, 

or strangulation of a hernia). Examples of such children may include those with severe 

learning difficulties or autism. 

The aims of further management should be; 

 the child’s safety and the safety of all care-givers 

 minimise stress to the child, and avoidance (where possible) of the child remembering a 

bad experience. Bad experiences tend to be remembered for a long time, even by 

children with severe learning difficulties. This makes future management even more 

challenging. 

Options should be discussed and agreed with the parent / consent giver, including the option 

of postponement. Other options available at this point include; 

a. Removal to the anaesthetic room and restraint for approx. three minutes for a gas 

induction. This option is virtually never exercised apart from in very young children. This 

would be a terrifying experience for a child to remember, upsetting for the parent, and 

alarming for other patients and their parents to witness. In an older child, it also carries a 

substantial risk of injury to child, parent or staff. 

b. Restraint for an intramuscular (im) injection of ketamine 5-10mg/kg, given while still on 

the ward. This is painful, and there is a risk of a needle stick injury or snapped needle. It 
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is essential that enough people assist in order to prevent injury. Facilities must be 

available for prompt safe transport to the anaesthetic room, escorted by the anaesthetist. 

A tipping trolley, oxygen and a suitably-sized bag-valve-mask must be available. 

Consideration should be given to the volume required, and whether im injection is 

feasible (im is difficult to achieve in morbidly obese children). At the time of writing, this 

option is not feasible due to the non-availability of sufficiently concentrated ketamine 

(100mg/ml).  

c. Clinical holding for intranasal midazolam 0.2mg/kg. The dose should be doubled if there 

is much mucus in the nose. It produces a slight stinging sensation in the nose. In 

unusual circumstances, this could be given with the agreement of the patient. However, 

in most circumstances where nasal midazolam is necessary, agreement is unlikely to be 

sought or given due to the patient’s inability to understand. The least stressful method for 

the patient involves an element of surprise. The parents, ODP and any other members of 

staff involved are briefed carefully. The dose is prepared in a syringe, from the 

concentrated form of midazolam (10mg in 2ml) which is stored in paediatric theatre 

recovery drug cupboard. A cap (not a needle) is placed on the syringe. A single member 

of staff, usually the Operating Department Practitioner (ODP), approaches the seated 

child from one side, and asks to check whether their hands are clean / check the 

wristband. This serves two purposes;  

 It is a distraction so that the child does not notice the Anaesthetist approaching the 

child from the other side (a right handed Anaesthetist should approach from the 

child’s right, and vica versa) 

 It allows the ODP’s hands to be placed in such a position as to prevent the child from 

reaching up to his nose or grabbing the Anaesthetist’s hands during the 1-2 seconds 

required to administer the midazolam.  

The ODP should take care not to stand directly in front of the child to avoid being kicked. 

Meanwhile, the Anaesthetist quickly squirts the entire dose up one nostril while holding 

the far side of the child’s head with their other hand. The Anaesthetist and ODP 

apologise and leave the room. A different, qualified member of staff remains with the 

patient to observe them. Any midazolam which has trickled down the back of the throat is 

usually spat out by the patient, so tissues and a cardboard receiver can be helpful. 

Within 3-4 minutes the child assumes a rather ‘glazed’ expression, and amnesia can be 

assumed. Experience has shown us that amnesia seems to cover the administration of 

the nasal midazolam as well as the subsequent induction of anaesthesia. 

The decision on which option to employ is made by the Consultant Anaesthetist, in 

conjunction with the surgeon’s advice on the urgency of surgery and the possible 

consequences of delay / abandonment, and taking into account the parent /consent giver’s 

wishes on whether and how to proceed. 

If the option of nasal midazolam or im ketamine is chosen, the Anaesthetist will give the 

parent / care giver a short written information sheet to supplement the consent discussion. 
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7. Appendices 

Please see next pages for parent/consent giver information sheets about nasal midazolam 

and IM ketamine 
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Information for parents / care givers about nasal midazolam  

Use of a nasal dose of midazolam is being considered for your child. This will be discussed 

with you further by the Anaesthetist, to confirm whether you agree to this procedure.  

What is it and why is it used? 

Nasal midazolam is generally used in children who need sedative medication before an 

operation, and in whom medicine given by mouth has either been refused or has not worked 

well enough. 

The aim is to administer medication which causes temporary ‘forgetfulness’ in the safest and 

least alarming way possible. Experience has shown us that children do not appear to 

remember the midazolam being given up their nose, the trip to the anaesthetic room 

afterwards or parts of their immediate recovery period afterwards.  

It is considered less frightening for a child than the alternative; being held down for about 

three minutes while anaesthetic gas is given via a mask. It is similar to having the nasal flu 

vaccination. 

What will happen? 

You and your child will be moved to a quiet area. 

Rarely, a child may cooperate with receiving a spray of midazolam up the nose. More 

commonly in the children who require it, the child is not able to cooperate. In this case, it is 

generally least alarming if given with an element of surprise. A member of staff approaches 

the child and asks to check the name band, or check that the child’s hands are clean. This 

question has two real purposes; 

Firstly, to distract the child from noticing the Anaesthetist arriving from the other direction, 

and secondly, to make sure that the assistant’s hands are in position to stop the child 

reaching up to his nose or grabbing the Anaesthetist during the 1-2 seconds needed to 

squirt the drug up the nose. 

The two members of staff then leave the room. Another member of staff remains with you. 

The child spits out any drug which has trickled down the back of the nose, so some tissues 

can be helpful. Within usually 3-4 minutes the child starts to look rather vacant, which means 

the drug is working well enough to start the anaesthetic. 

We do not expect parents to take part in holding their child still unless they want to do so. 

We find that telling the child in advance what is planned requires more staff to hold the child 

still while the midazolam is given. This is more intimidating for the child, even though it is not 

remembered afterwards. 

What if I don’t agree? 

You have the right to refuse this procedure. For some children, it may be more appropriate 

to bring him/her back again on another day and try again with medication given by mouth. If 

you have any further questions or any objections, please do ask the Anaesthetist. Any of the 

ward staff can contact the Anaesthetist for you if they have already left the ward. 
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Information for parents / care givers about a ketamine injection  

An injection of ketamine is being considered for your child. This will be discussed with you 

further by the Anaesthetist, to confirm whether you agree to this procedure.  

What is it and why is it used? 

Ketamine injection is generally used in children who need sedative medication before an 

operation, and in whom medicine given by mouth has either been refused or has not worked 

well enough. It is usually given as a last resort in children with limited ability to understand 

and cooperate. 

It is considered less frightening for a child than the alternative; being held down for about 

three minutes while anaesthetic gas is given via a mask. It is similar to receiving a tetanus 

vaccination. 

What will happen? 

You and your child will be moved to a quiet area. 

Your child will need to be held firmly for up to 5 seconds while the injection is given. We may 

need your help to do this, although other members of staff will also help – as many as 

needed to hold your child safely and avoid injury. 

The injection is usually given in the leg or buttock. 

One or two members of staff will remain with you. The rest will leave the room as soon as it 

is safe to do so, to allow your child to settle down.  

Within a few minutes your child will start to look rather vacant and may start drooling. He/she 

will be moved to the theatre to complete the anaesthetic. 

Waking up slowly in a quiet area afterwards will help to reduce the chance of agitation / bad 

dreams on waking. 

What if I don’t agree? 

You have the right to refuse this procedure. For some children, it may be more appropriate 

to bring him/her back again on another day and try again with medication given by mouth. If 

you have any further questions or any objections, please do ask the Anaesthetist. Any of the 

ward staff can contact the Anaesthetist for you if they have already left the ward. 

 

 

 


