Dr. Coté,

We read with interest your editorial in the January issue of Pediatric Anesthesia.  We recognize your outstanding contributions to the field of pediatric sedation.  Your tireless work has set the standard for professionalism and consistency in pediatric sedation and doubtlessly has markedly improved the safety of this practice over the last twenty years.  One landmark of this work was a collaborative, multidisciplinary study by Drs. Karl, Notterman, Weinberg, McCloskey and yourself which offered great insight into pediatric sedation and first suggested that it was not the provider but rather  “proper preparation, proper evaluation, appropriate skills to rescue the patient, and proper recovery that lead to safe and successful sedation of children.” [1] We believe so strongly in the thoughtful conclusions you made and the collaboration that was clearly a part of this study that we formed the Pediatric Sedation Research Consortium (PSRC) and more recently the independent, multidisciplinary Society for Pediatric Sedation (SPS). This society is dedicated to the advancement of pediatric sedation by promoting safe, high quality care, innovative research and quality professional education. It is open to all professionals and support staff who work in the field of pediatric sedation. It is from this perspective that we would like to offer a response to some comments in your editorial.

In your editorial you state “individuals [other specialists who provide sedation] need to be part of the anesthesia department, under our supervision, and responsible to us”. You further commented that “we [anesthesiologists] can watch it [pediatric sedation] and make certain that bad or sloppy practice does not creep in”. We would like to point out that there is ample evidence in the collected sedation literature that would suggest sedation by a variety of pediatric specialists is very safe and far from “sloppy”. [2, 3] In addition, there are many large children’s hospitals in the US where all sedation outside the operating room is performed and coordinated by other specialists for many years and their quality assurance data is outstanding. These studies and experiences suggest that the specialty of the sedation provider has less influence on sedation outcomes than the factors you previously identified  - “proper preparation, proper evaluation, appropriate skills to rescue the patient, and proper recovery.”  In our opinion, anesthesiologists should continue to play a major role in pediatric sedation. In any areas where they do not provide direct clinical care, their expertise in safety research, monitoring standards, advanced airway management, and simulation based education can be invaluable to the further evolution and improvement of pediatric sedation practice. This role should also include help with privileging and training other pediatric specialists as well as fostering communication with their colleagues of all specialties practicing pediatric sedation.  On the other hand, we feel no one group of providers ‘controlling’ sedation practice will lead any of us to realize our ultimate goal of improved sedation care for children.  

Your editorial also included a comment “that [other specialty] individuals billing the insurance companies for anesthesia services are misrepresenting their training”. In fact, these codes (like all other billing codes) are not reserved for a certain subset of providers.  On the contrary, coding for a fracture reduction, laceration repair, lumbar puncture or deep sedation is based on the service provided and not the training of the provider.  Other specialists billing anesthesia codes for deep sedation/monitored anesthesia care is an accurate representation of the work done and follows billing guidelines.  A practitioner providing deep sedation and billing under a different code could be perceived as misrepresenting his/her service and considered fraudulent.  Reimbursement is part of allowing access to appropriately trained, staffed and equipped sedation providers.   We believe proper reimbursement for all providers is key to enabling access to safe sedation.  Again, collaboratively working to demand proper reimbursement for all providers should be our approach.  

We applaud your recognition of the limited availability of anesthesiologists and your call for the training of “sedationists” to enhance patient safety.  As a society, we recognize that access to trained providers and improving patient safety are key forces moving the field of pediatric sedation forward.  We feel communication and cooperation, not “control”, of sedation providers including physicians (all specialties that provide sedation), nurses, and mid-level practitioners will lead to improved procedural sedation.  If we all advocate for proper training, consistent monitoring, appropriate reimbursement, education, safety monitoring, quality data collection and research we will all  meet our goal: to provide access to safe, effective, and efficient procedural sedation for children.  Dr. Cote, we again applaud your efforts in the field of pediatric sedation and hope that you will join us in furthering these collaborative efforts.

1.
Cote, C.J., et al., Adverse sedation events in pediatrics: a critical incident analysis of contributing factors. Pediatrics., 2000. 105(4 Pt 1): p. 805-14.

2.
Cravero, J., et al., The incidence and nature of adverse events during pediatric sedation/anesthesia for procedures outside the operating room - report from the Pediatric Sedation Research Consortium. Pediatrics, 2006. 118(3): p. 1087-96.

3.
Sacchetti, A., et al., Pediatric Procedural Sedation in the Community Emergency Department: results from the ProSCED registry. Pediatric Emergency Care, 2007. 23(4): p. 218-22.



