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Abstract

Background: In Italy, as in many European countries, Pediatric Emergency Medicine is not formally recognized as a
pediatric subspecialty, hindering nation-wide adoption of standards of care, especially in the field of procedural
sedation and analgesia (PSA) in the Emergency Department (ED). For this reason PSA in Italy is mostly neglected or
performed very heterogeneously and by different providers, with no reference standard. We aimed to describe the
procedures and results of the first multidisciplinary and multi-professional Consensus Conference in Italy on safe
and effective pediatric PSA in Italian EDs.

Methods: The preparation, organization and conduct of the Consensus Conference, held in Florence in 2017,
followed the recommended National methodological standards. Professionals from different specialties across the
country were invited to participate.

Results: Overall 86 recommendations covering 8 themes (pre-sedation evaluation, pharmacologic agents,
monitoring, equipment and discharge checklists, training, non-pharmacologic techniques, the adult ED setting,
impact on hospitalizations) were developed, taking into account the Italian training system and healthcare
organization characteristics.

Conclusion: The results of the first multidisciplinary and multi-professional Consensus Conference in Italy are meant
to provide up-to-date national guidance to improve the standard of care of children undergoing painful and
stressful procedures in the ED. The recommendations will be periodically updated as new relevant evidence is
published.
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Introduction
Children presenting to the emergency department (ED)
often need painful, uncomfortable or stressful proce-
dures or painless imaging that require immobility as part
of their diagnostic workup or treatment [1–5]. Cooper-
ation of children may be variable and is related to the
level of painful stimulus, as well as to their developmen-
tal and anxiety level [6, 7]. Relief of procedural pain and
anxiety in children is an ethical imperative given the short
and long-term physical, physiological and psychological
effects if left untreated [8]. To ensure successful comple-
tion of diagnostic and therapeutic procedures, while
avoiding distress, procedural sedation and analgesia (PSA)
is often required in the ED [9]. As such, PSA has long
been standard practice to facilitate procedures for children
in the ED in many countries [4, 10–16].
Ability to provide PSA in the ED allows for faster

completion of procedures, less distressful transitions of
the patients between different hospital teams, shorter
hospital stay, a better use of resources and overall cost
savings [17, 18].
Expertise in PSA is a core competency in Emergency

Medicine (EM) and Pediatric Emergency Medicine
(PEM) training programs in countries where these spe-
cialties are formally recognized, such as in the United
States, Canada, Australia, the United Kingdom [19–24]
and more recently in other European countries (e.g.
Switzerland) [20]. EM and PEM-trained physicians have
specific skill sets to manage the airways and ventilation
that are necessary to provide patient rescue and are fully
qualified to administer/provide all levels of analgesia/
sedation [4, 5, 9, 16, 25]. Traditionally, pediatric PSA has
been provided in many centers by anesthesiologists due to
their specialist skills. However, the operating room may
not be easily accessible in a timely fashion from the ED,
Anesthesia cover is variable from center to center, their
pediatric skill set may also be variable and their involve-
ment to provide PSA for ED patients may not always be
an appropriate use of resources considering the competing
tasks they are allocated to in the hospital [26–28].
In Italy, EM has been formally recognized as a spe-

cialty since 2009 [29], when the first residency program
started. EDs had been staffed by different professionals
(e.g. internal medicine specialists, surgeons, anesthesiol-
ogists) until EM trained physicians first graduated. PEM
is not yet a formally recognized sub-specialty in Italy.
Despite this, PEM is practiced in some tertiary care
pediatric centers in the country, with some variability in
ED organization models.
With respect to training, PSA is not formally included

in the Italian EM curriculum. In addition, despite the
fact that a substantial proportion of children are seen in
community EDs staffed by emergency physicians [30],
their training in pediatrics is very limited. As for PEM,
training in the pediatric ED is a mandatory requirement
to be certified as a specialist in Pediatrics. However,
there are only general principles guiding the training of
pediatricians interested in becoming PEM physicians
and no specific recommendations on training require-
ments exist to acquire the necessary PSA skill set [31].
This lack of national standards [32] and curriculum
leads to heterogeneous, sub-optimal non-standard
provision of PSA for children in Italian EDs [33].
To fill this gap in Italy, we set out to develop a na-

tional consensus on PSA in the ED setting, with the aim
of improving the standard of care of children undergoing
procedures in the ED and to support the development of
hospital policies based on national documents.
Material and methods
In June 2016, the idea of holding a consensus conference
(CC) on ED-PSA in children was conceived and subse-
quently planned, according to the recommended na-
tional methodological standards issued by the Italian
Ministry of Health [34].
The CC organizers (I.S. and representatives of the

Meyer Children’s Hospital) nominated the Technical
Scientific Committee (TSC). The TSC included method-
ology and literature search experts from the Meyer Chil-
dren’s Hospital’s Clinical Trial Office (Including S.DM),
as well as six pediatric emergency physicians, from dif-
ferent Italian pediatric centers, with expertise in
pediatric sedation and analgesia in the emergency de-
partment and training in the synthesis and appraisal of
scientific papers (including I.S., S.B., C.S.) for the review
of relevant articles.
The CC organizers, together with the Technical Scien-

tific Committee (TSC), drew up clinical questions that
covered eight main themes, based on both the most re-
cent NICE guidelines “Sedation in children and young
people” [4, 5] (five questions) and on specific needs re-
lated to the Italian setting (three questions) (Table 1).
According to the reference methodological standards,

the CC organizers and the TSC also selected the “Expert
Panel” (EP), including expert professionals with the role
of presenters of the evidence for each clinical question,
and discussants to favor the discussion and debate at the
CC. The EP was composed of professionals with a recog-
nized expertise in the field (hinged on their established
expertise as sedation researchers, educators and clinical
leaders) coming from all over the Country to reflect its
practice and geographic diversity. To ensure a multidis-
ciplinary and multi-professional representativeness of
the EP, professionals were invited from the fields of
Adult and Pediatric Anesthesiology, Intensive Care,
Emergency Medicine, Pediatric Emergency Medicine,
Pediatrics, Nursing, and Psychology.



Table 1 Clinical themes and questions

Q1
P for children and young people under the age of 18 undergoing
diagnostic and therapeutic procedures under procedural sedation
and analgesia (PSA) in the Emergency Department (ED) provided
by non-anesthetists
I what are the factors that determine
C /
O eligibility to receive PSA?
and what is the role of fasting with respect to eligibility for PSA
in the ED?

• Which factors should be assessed to justify the use of PSA,
rather than no sedation or general anesthesia?

• What validated tools should be used to support assessment?
• Who should make the assessment and how should the

assessment be recorded?
• How should the consent for PSA be obtained?
• Should fasting versus no fasting be implemented to prevent

adverse outcomes?

Q2
P for children and young people under the age of 18 undergoing
diagnostic and therapeutic procedures under PSA in the ED provided
by non-anesthetists
I is the administration of midazolam/opioids/nitrous oxide/ketamine/
propofol/dexmedetomidine
C compared with usual care/analgesia alone/another sedation
drug/psychological technique/general anesthesia
O safe and effective?

• Is midazolam (with or without: analgesia, another drug or
psychological techniques) effective and safe 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 anesthesia?

• Are opioids (with or without: analgesia, another drug or
psychological techniques) effective and safe 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 anesthesia?

• Is 50% nitrous oxide premixed with 50% O2 (with or
without: analgesia, another drug or psychological techniques)
effective and safe 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 anesthesia?

• Is ketamine (with or without: analgesia, another drug or
psychological techniques) effective and safe 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 anesthesia?

• Is propofol (with or without: analgesia, another drug or
psychological techniques) effective and safe 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 anesthesia?

• Is dexmedetomidine (with or without: analgesia, another
drug or psychological techniques) effective and safe 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 anesthesia?

Q3
P for children and young people under the age of 18 undergoing
diagnostic and therapeutic procedures under PSA in the ED
provided by non-anesthetists
I what are the systems and timing of the monitoring and
assessment tools for PSA
C /
O more appropriate/useful for each type of PSA?

Q4
P for children and young people under the age of 18 undergoing

Table 1 Clinical themes and questions (Continued)

diagnostic and therapeutic procedures under PSA in the ED provided
by non-anesthetists
I what are the available/validated checklists
C /
O for safe conduct of PSA and safe discharge?

Q5
P for non-anesthetists providers of PSA in the ED for children and young
people under the age of 18 undergoing diagnostic and therapeutic
procedures
I what are the necessary training requirements at an institutional and
national level
C /
O to be able to perform safe and effective PSA?

• What generic and specific skills are required for different team
members and for different levels of sedation? What training and
competences are required?

• Who should train the nurses, doctors and pediatricians of the ED?

Q6
P for children and young people under the age of 18 undergoing
diagnostic and therapeutic procedures under PSA in the ED provided by
non-anesthetists
I what are the effective strategies
C /
O for successful implementation of non-pharmacologic techniques?

• What standard psychological preparation, coping skills and
strategies should be used?

• Can a combination of psychological techniques and sedative drugs
help reduce the doses of sedatives?

• What instruments can be used to implement the use of the non-
pharmacologic techniques?

Q7
P for adult Emergency Medicine doctors providing PSA in the ED for
children and young people under the age of 18 undergoing diagnostic
and therapeutic procedures
I what (if any) differences in practice should be applied
C /
O for safe and effective PSA?

• In which way should PSA provided by adult ED physicians, from
pre-assessment to discharge, be distinguished from PSA administered
by pediatricians/pediatric emergency physicians and how should the dif-
ferences be managed?

Q8
P for children and young people under the age of 18 undergoing
diagnostic and therapeutic procedures in the ED
I is administration of PSA in the ED
C compared to no PSA administration
O effective in optimizing healthcare costs/resource use at a local and a
national level and in improving patient experience?

• What impact could the performance of diagnostic and therapeutic
procedures under PSA in the ED have on costs (for the patient, for the
Institution, for the National Health System)?

Questions on themes 1 to 5 are adapted from the NICE guidelines [4]
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In preparation of the CC, the TSC also conducted a
systematic literature search with the support of an ex-
pert librarian to retrieve relevant references published
after the end date of the literature search performed by
the NICE guidelines committee. Details of the literature
search are reported below. The TSC drew up the tables
of evidence, summarized the findings of the included ar-
ticles and supported the invited experts in the analysis of
the relevant selected literature. Tables of evidence com-
prised details on the source, eligibility, study design,
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characteristics of participants, interventions, outcomes,
and results of included studies.
The CC organizers and the TSC selected the members

of the Independent Panel (IP) following the same criteria
used for the selection of EP. The IP included the following
members: three pediatric anesthesiologists working in the
PICU setting, an adult anesthesiologist, three pediatric
emergency physicians, an adult emergency physician, a
nurse working in the pediatric ED, a nurse working in the
general ED, a clinical pharmacologist, a pharmacist, a
pediatric orthopedic surgeon, a pediatric surgeon, a mem-
ber of the Cochrane Collaboration, a bioethicist, a family
pediatrician and a parent representative. The list of all the
members of the TSC, the EP and the IP and their profes-
sional roles are available at request.
Involvement of citizens/patients/relatives or their rep-

resentatives is recommended by the methodological
standards followed for the development and conduct of
the CC [34]. During the discussion the role of the bio-
ethicist and the parents’ representative was to protect
children’s interest, looking at PSA from a different per-
spective. Their role in the discussion was to draw the at-
tention on specific topics, such as, effective
communication on the procedure and PSA in the med-
ical consent process. However, non-physicians had no
voting rights and were not allowed to discuss medical
details during the project. They had been instructed
about this before the beginning of the project.
Of the authors of this manuscript L.DD, L.B., F.DI were

part of the Independent Panel; E.B. was the Chair of the
Independent Panel; I. Sh and B. K. were part of the EP.
The IP had the following tasks: to attend all the pres-

entation and discussion sessions at the conference, to re-
examine the evidence, to draft the final consensus
document and present it to all the participants to the
CC at the last conference session.
Official representatives of scientific societies and other

professional experts in pediatric PSA were invited to
participate to the CC in the audience. They did not
cover any of the above-described roles in order to de-
velop a document “super partes”.
The CC was held on January 16–17, 2017 in Florence,

Italy. The drafting and refinement of the consensus rec-
ommendations continued in the following months. The
final document was then presented to the relevant scien-
tific societies for endorsement.

Literature search
An electronic literature search was carried out for ques-
tions 1, 2, 3, 4, 5 in MEDLINE and EMBASE between
03/06/2012 (end-date of the last literature search for the
NICE guidelines) and 04/08/2016.
The selection of relevant articles was conducted by two inde-

pendent members of the TSC, following pre-defined inclusion
criteria, described below. In case of disagreement, other two
members independently revised the articles and a final agree-
ment was reached. The reference lists of relevant studies were
also reviewed to identify additional eligible studies.
The selection of relevant evidence and summary of se-

lected articles in the evidence tables were performed be-
tween August and November 2016. The results of the
selection and summary processes were then sent to the
EP and IP, to prepare for the presentation and discus-
sion sessions at the CC in January 2017.
The adopted research syntax on PubMed was: (sedat* [ALL

FIELD] OR [(minimal OR light) AND (anesthesia OR anaes-
thesia)] [ALL FIELD] OR conscious sedation [MESH] OR deep
sedation [MESH] OR dental anxiety [MESH]) AND (child*
[ALL FIELD] OR child [MESH] OR infan*[ALL FIELD] OR
infant [MESH] OR [baby OR babies] [ALL FIELD] OR adoles-
cen* [ALL FIELD] OR adolescent [MESH] OR [pediatric* OR
paediatric*] [ALL FIELD]). The same research syntax, with
necessary changes, was used for EMBASE.
With respect to the question on dexmedetomidine, it

was necessary to use a separate search strategy, without
time limits, as this medication was not included in the
NICE guidelines. The research syntax for dexmedetomi-
dine on PubMed and EMBASE was the following: (seda-
t*[ALL FIELD] OR [(minimal OR light) AND (anesthesia
OR anaesthesia)] [ALL FIELD] OR conscious sedation
[MESH] OR deep sedation [MESH] OR dental anxiety
[MESH]) AND (child* [ALL FIELD] OR child [MESH]
OR infan*[ALL FIELD] OR infant [MESH] OR [baby OR
babies] [ALL FIELD] OR adolescen* [ALL FIELD] OR
adolescent [MESH] OR [pediatric* OR paediatric*] [ALL
FIELD]) AND dexmedetomidine [ALL FIELD].
All searches were limited to studies including Human

Subjects, written in English or Italian and including a
study population age range from birth to 18 years.
For questions 6, 7 and 8, no systematic search was car-

ried out; however, a separate review of the literature was
conducted by individual experts. We adopted this strategy
because of the specific nature of the questions for which
we did not expect evidence to be available. Only for ques-
tions 6, 7 and 8, each expert developed their own search
strategy with the purpose of being as sensitive as possible
and including all kinds of useful documents.
Studies selected for inclusion were relevant systematic

reviews, meta-analysis, randomized controlled trials and
observational studies. Studies that included both chil-
dren and adults were included if pediatric data could be
analyzed separately. We selected studies conducted in
the ED setting or in mixed settings including ED.

Results
The literature search
The literature search identified 3350 records in PubMed
and 2456 in EMBASE. After duplicates were removed,
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4841 records were screened. Overall, 266 studies were
identified as potentially eligible for inclusion after
screening of titles and abstracts. Finally, 54 studies were
included based on full text reading (Fig. 1a).
With respect to the search on dexmedetomidine 451

studies were identified in PubMed and 377 in EMBASE.
After duplicates were removed, 31 studies were
screened. Following full text reading, 5 studies were fi-
nally included. Given the limited number of retrieved
studies and the absence of a previous NICE literature
analysis on dexmedetomidine, the TSC decided to also
include the only published 2 meta-analyses at the time,
although they analyzed the use of dexmedetomidine as
premedication in the pre-operative setting (Fig. 1b).
Following the selection process a total of 61 studies

were included and discussed at the CC. The number and
design of studies included for each clinical question are
reported in Table 2.
The conduct of the consensus conference
During the first day, the expert speakers and discussants
presented and favor the debate on the evidence available
on the clinical questions for each of the eight themes. At
the end of the discussion, the IP met separately to reach
a consensus on each topic through discussion. In this
way, a method similar to a Quaker based-consensus
method was used [35]. During the conference multiple
concerns and information were shared until the sense of
the group was clear, thanks to the expert speakers and
the discussants assigned to each topic. Discussion in-
volved active listening and sharing information. At the
IP meeting the facilitator limited the number of times a
member asked to speak to ensure that each member was
fully heard. Differences of opinions were resolved by dis-
cussion and disagreements were identified to push dis-
cussion deeper. The facilitator summarized the key
points of the discussion, asking if there were other con-
cerns, and proposing a “minute” of the agreed upon rec-
ommendation. Recommendations were polished until
unanimous agreement was reached. A first draft of rec-
ommendations for each clinical question was developed.
During the second day the provisional recommendations
were illustrated to all participants: the EP, the invited
Audience, the CC organizers and the TSC. Feedback
from participants was sought and incorporated as
appropriate.
In the next weeks the IP worked on refining the list

and content of the recommendations. In case consensus
was not reached a blind electronic discussion was car-
ried out and the recommendations polished until unani-
mous agreement was later achieved.
The final content of the consensus document was fi-

nalized in June 2017.
The final consensus conference recommendation
document
The final document was published in Italian in Decem-
ber 2017. It included a total of 86 recommendations: 14
on the pre-assessment, 31 on the efficacy and safety of
sedation medications (midazolam, opioids, nitrous oxide
at 50%, ketamine, propofol, and dexmedetomidine), 8 on
monitoring, 8 on the checklists for equipment and dis-
charge, 18 on training and development of a curriculum
at the individual institution/hospital level, 6 on non-
pharmacologic techniques, and one on PSA in general
EDs. For the clinical question on the impact on hospital-
izations and resource use no specific recommendation
could be crafted due the lack of specific data in the lit-
erature or from national experience.
The full list of recommendations is reported in Additional

file 1. A detailed explanation of the justification behind each
recommendation is available in the extended Italian docu-
ment, which is open access (see below).

Knowledge dissemination
The Consensus document has been made available for free
download at http://www.meyer.it/index.php/didattica-e-for-
mazione/documenti in Italian language.
The Consensus recommendations have been presented at

the national conferences of the Italian Emergency Medicine
and Pediatric Emergency Medicine societies in 2018.

Endorsement
The document has been endorsed by the Italian Society of
Pediatric Emergency Medicine (SIMEUP), and the Italian
Society of Emergency Medicine (SIMEU), according to
their internal procedures, and advertised on their website.

Discussion
We reported the process and results of the first consen-
sus document in Italy on pediatric PSA in the ED setting
to be used as a reference and a guide for the develop-
ment and implementation of safe and effective PSA
across Italian pediatric and general EDs, in agreement
with individual institution policies and protocols.
The Consensus document has several strengths.
First, the whole process that led to the CC and the de-

velopment of the document followed a rigorous method-
ology [34] that warranted transparency and was inclusive
of our country diversities in terms of practice, geography
and healthcare settings.
Second, the document was the result of the contribu-

tions of a thorough multidisciplinary and multi-
professional group of experts, ensuring inclusiveness and
broad professional and end-user representation, to facili-
tate a satisfactory level of agreement at a national level.
This document represents a first step in the attempt to

establish and implement national standards for pediatric

http://www.meyer.it/index.php/didattica-e-formazione/documenti
http://www.meyer.it/index.php/didattica-e-formazione/documenti


Fig. 1 Flow chart of selection of relevant literature for a medications included in the NICE guidelines b for the additional
medication dexmedetomidine

Table 2 Number of studies selected for each clinical question and study design (literature retrieved from 03/06/2012 to 04/08/2016)

Clinical questions RCT a Observational studies a Systematic review a

Q1 Pre-assessment and fasting 1 2 –

Q2 Pharmacological Treatment 15 30 5

- Midazolam 3 4 2

- Fentanyl 1 5 1

- Nitrous Oxyde 1 5 3

- Ketamine 12 12 2

- Propofol – 7 2

- Dexmedetomidine 1 4 2

Q3 Monitoring 1 2 –

Q4 Check List – – –

Q5 Training 1 4 –

Q6 Psychological strategies and non-pharmacologic techniques No systematic search

Q7 Emergency Medicine Physicians No systematic search

Q8 Impact on Organization and Hospital Admissions No systematic search
a the studies included could report on pooled/summary data on more than one medication
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PSA in Italian ED, while recognizing the differences be-
tween institutions and the need to translate these recom-
mendations into local protocol and policies at individual
institutions. In the absence of a nationally recognized cur-
riculum and training each institution is mandated with
the task of certifying the skill-set and competencies of
their emergency physicians and pediatric emergency phy-
sicians providers, as well as the maintenance of the above
over time, in order to warrant safe and effective PSA to
children in the ED. While Pediatric Elective Sedation Ser-
vices run by pediatricians are well established entities in
some tertiary-care pediatric centers in Italy [31, 36, 37],
the practice of pediatric PSA in the ED is often hampered
by the fear of potential sedation adverse events, neglecting
that emergency physicians and PEM physicians have the
skill-set required to handle airway, ventilation and cardio-
vascular emergencies, as these competencies are required
to cover their professional role. However, in order to cre-
ate a safe PSA environment in the ED the training of nurs-
ing staff is also paramount. The experience of colleagues
working in the elective pediatric PSA setting will be valu-
able to share ideas and collaborate on training require-
ments and institution-based pathways. Similarly, the
collaboration with the intensivists and anesthesiologists
will be important not only for the training of providers,
but also to establish a shared back-up plan to best handle
rare severe adverse events.
Third, the document makes specific reference to gen-

eral EDs, where most of children are actually seen in our
country. The involvement of emergency physicians rep-
resentatives in the consensus and the endorsement of
the Italian Society of Emergency Medicine represent an
important step forward to ensure that standards of care
are provided to the great majority of Italian children
across ED settings and specialists, thus reducing dispar-
ities in the access to high-quality care.
The CC and the development of the final document

could count on and benefit from the contribution and
support of internationally recognized experts in the field
of pediatric PSA in the ED.
The result of our CC, however, has to be interpreted

in light of some limitations. We have followed the Italian
National Methodological standards for the development
and conduct of the CC [34]. We did not use formal tools
to correct for potential higher influence/weight of some
members of the IP in the development of the final rec-
ommendations. We have used the unblinded method-
ology to achieve consensus on the recommendations.
We understand that this could have led to a higher in-
fluence of more authoritative IP members on the con-
tent of recommendations [35]. Neverthless, we believe
that the role of the facilitator and the presentation of the
provisional recommendations to all conference partici-
pants during the second day may have mitigated this
potential bias. In addition, according to the methodo-
logical standards followed for conduct the CC, we did
not grade the recommendations according to their
strength, which relates to the quality of the available evi-
dence, based on the GRADE methodology [38]. We
summarized the results of all relevant studies in evidence
table format, which are available in Italian, on request.
We assessed randomized controlled trials for their in-
ternal validity (based on the potential for performance,
attrition and detection bias), clinical relevance and exter-
nal validity. Observational studies were assessed based
on the EQUATOR reporting guidelines [39]. These are
reporting checklists rather than quality checklists and do
not systematically assess possible biases [40].

Future directions and challenges
We recognize that the development of the consensus docu-
ment is only the first step towards the nation-wide implemen-
tation of safe and effective pediatric PSA practice in the ED.
In addition, being the first initiative in the field, there is cer-
tainly room for improvement in the process, organization and
conduct of future editions. In the meantime several other
steps need to be made to develop a mature learning national
PSA system. First of all, a national database should be estab-
lished following the North-American models [15, 41] to
monitor the quality of performed PSA and to document ad-
verse events [3, 41–45]. It will also be important to establish a
national pediatric PSA network [44, 46] to give the opportun-
ity to PEM and EM providers to share their experience,
knowledge and practice with respect not only to PSA per se,
but also to its implementation at individual institutions, in-
cluding challenges and successful strategies.
As for the consensus document, it will be periodically

updated (the next update is scheduled for 2020) and re-
fined aiming for a broader endorsement from scientific
societies of other relevant specialties. While endorsed by
the adult and pediatric emergency medicine societies, we
hope a broader endorsement and agreement from multi-
professional societies could be reached in the future. As
demonstrated by those countries where PEM has long
been formally recognized and has long had its individual
identity, the process to achieving a shared multidisciplin-
ary endorsement and support of PSA practice in the ED
by non-anesthesiologists may be long and complex. Al-
though we have important successful examples from
these countries and increasing high quality evidence base
to help expedite the process of implementing safe and
effective PSA in the ED in countries where PEM is not
formally recognized yet, historical, cultural and
discipline-related impediments may still stand in the way
of best patient care. However, in light of recent
European initiatives, such as the PROSA conference held
in Maastricht in November 2018 [47], aimed at sharing
safe and effective PSA practice in several different
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settings with expert professionals from multiple disci-
plines and countries, we believe time has come to join
forces to promote and facilitate a productive dialogue
between supporters and opposers of pediatric PSA in
the ED.

Conclusion
The results of the first multidisciplinary consensus con-
ference on ED-PSA in Italy in children provided up-to-
date national guidance. Children have the right to
receive the standard of care when undergoing painful
and/or distressful procedures in the ED. The road to
achieving the goal of effective implementation of
pediatric PSA in the ED in countries where PEM is not
formally yet recognized may still be hindered by several
obstacles despite the successful examples of other coun-
tries and growing high-quality evidence. The Consensus
Conference document represents a first step towards this
goal in our country and may serve as an improvable
frame for pediatric societies or other countries willing to
or in the process to move in the same direction.
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