st2gostsixl M 20 2 M 4 S SRR
Volume 20, Number 4, August, 2009

02| FF =710l A Ketamine HIZL St 2& FAQ 21 T Hlul A7
Ot==CHE I O|CHS S olstuls, 2a=7] - =242
otAEL - et™El - O] T - HEA - HMA' - ZHLI' - O|X|F' - O|™Ho} - AT
A Comparison Study of Two Different emergency department.

Methods of Administration: Intranasal
versus Intramuscular for Pediatric
Procedural Sedation and Analgesia

Kyoung Chan An, M.D., Jung Hwan Ahn, M.D., Kug
Jong Lee, M.D., Yoon Seok Jung, M.D., Sang Cheon
Choi, M.D., Young Shin Cho, M.D., Ji Sook Lee, M.D.,
Choung Ah Lee, M.D., Gi Woon Kim, M.D.

Purpose: To compare the efficacy of ketamine between
intranasal (IN) administration and intramuscular (IM) injec-
tion for pediatric procedural sedation and analgesia (PPSA).

Methods: A prospective study was conducted during 3
months. Ketamine was given by IN or IM route before pri-
mary repair of facial laceration for procedural sedation. The
administration dose was 8 mg/kg for IN and 4 mg/kg for IM.
We evaluated resistance scale on administration, sedation
scale, satisfaction of physician and parents.

Results: One hundred children were enrolled into this
study. IN administration was given to 50 children, and IM
injection to 50 children each. In the IN group, 75%(36 of 50)
showed severe resistance, whereas only 34%(17 of 50)
showed severe resistance and 50%(25 of 50) showed mild
resistance in IM group. Successful rate of sedation after ini-
tial administration was 82%(41 of 50) in IM group and 34%
in IN group. Satisfaction of physicians and parents was high
in IM injection group.

Conclusion: Intranasal administration of Ketamine is less
effective and provides lower satisfaction than intramuscular
injection for procedural sedation of pediatric patients in the
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Table 1. Demographic profile in each groups
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IN group IM group
Mean+ SD (n=50) Mean+SD (n=50) pvalue
Age (month) 29.2+12.6 28.1t115 0.656
Weight (kg) 12.94+2.56 12.60+3.79 0.604
Gender (Mae:Female) 29:21 26:24 0.546
Length of wound (cm) 1.52*0.65 1.61*£0.76 0.517
Duration of suture (minute) 10.39+6.53 9.40+6.05 0.454
Duration from sedation to discharge (minute) 132+66.18 113+£41.77 0.087
IN: intranasal, IM: intramuscular, SD: standard deviation
Table 2. Resistance, sedation score and satisfaction of parents
IN group (n=50) IM group (n=50) p value
Resistance Sedation score
None =4 1 4 0.556
<4 0 4
Mild =4 6 22 0.009
<4 7 3
Severe =4 10 15 0.000
<4 26 2
Satisfaction of parents 4,98+3.04 7.00+£2.01 0.000
IN: intranasal, IM: intramuscul ar
Table 3. Sedation score and satisfaction of physician
IN group (n=50) IM group (n=50) pvalue
Successful rate of first administraion (cutoff value; 4 points) 34% (17/50) 82% (41/50) 0.000
Mean of sedation depth after first administration (Mean= SD) 2.621+1.40 4.20+0.86 0.000
Satisfaction of physician 6.09£2.90 7.42+2.08 0.031

IN: intranasal, IM: intramuscular, SD: standard deviation
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IN group (Mean=SD) IM group (Mean=SD) p value
Baseline
SBP 109.70£17.07 110.59+18.66 0.805
DBP 67.22+17.15 69.75+20.09 0.504
MBP 77.76+16.44 79.29+18.51 0.666
HR 122.00£23.69 115.60+£ 25.55 0.197
RR 25.42+6.07 2458+ 7.55 0.541
Sat 99.40+0.83 99.82+0.39 0.163
20 minutes
SBP 115.34£19.42 115.12+£16.29 0.951
DBP 71.56+14.06 72.08+12.61 0.846
MBP 82.30*13.66 83.74*£1291 0.598
HR 130.86+24.22 122.80+15.98 0.053
RR 25.881+6.91 25.70£7.03 0.898
Sat 99.60+0.73 99.28+1.51 0.182
40 minutes
SBP 115.22£13.20 116.67 £ 25.40 0.873
DBP 74.30t13.65 69.33+16.17 0.565
MBP 82.70+13.90 79.67+15.01 0.727
HR 124.17£22.89 116.33£17.90 0.576
RR 24.61t4.77 23.33£2.89 0.659
Sat 99.57£0.73 99.30£0.58 0.6030

IN: intranasal, IM: intramuscular, SD: standard deviation, SBP: systolic blood pressure, DBP: diastolic blood pressure, MBP:
mean blood pressure, HR: heart rate, RR: respiration rate, Sat: saturation.
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