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Purpose: Remimazolam, an ultra-short-acting and fast-metabolized sedative, has only been sporadically investigated in children. This 
study was performed to determine the beneficial effects of intranasal remimazolam or dexmedetomidine on preoperative anxiety in 
children undergoing general surgeries.
Patients and Methods: Ninety children were randomly and equally assigned to Group R (intranasal remimazolam 1.5mg kg−1), 
Group D (intranasal dexmedetomidine 2 mcg kg−1), and Group C (intranasal distilled water). The primary outcomes were the 
preoperative anxiety scores using the modified Yale preoperative anxiety scale (m-Ypas). The secondary outcomes included the 
cooperation behaviour of intranasal drug application, preoperative sedation levels, parental separation anxiety scores (PSAS), and 
mask acceptance scores (MAS).
Results: Group R showed a significant low anxiety at 10 min after intranasal premedication (vs group C, P=0.010; vs group D, P = 0.002) 
and at anaesthesia induction (vs group C, P = 0.004). Group D showed a significantly low anxiety score only prior to anaesthesia 
induction (vs group C, P = 0.005). Most children in group R achieved mild sedation at 10 min (vs group C, P < 0.001; vs group D, P < 
0.001), with a few progressing to deep sedation afterwards, while group D tended toward deep sedation. Compared to Group C, patients in 
Group R performed significantly better on the MAS (P = 0.014) and PSAS (P = 0.008). However, remimazolam did cause poor 
cooperation behavior to the intranasal application due to its mucosal irritation (vs group C, P = 0.001; vs group D, P = 0.010).
Conclusion: Both intranasal remimazolam and dexmedetomidine can effectively alleviate preoperative anxiety in children. While 
intranasal remimazolam has a rapid onset, it produces only mild sedation and causes substantial nasal irritation.
Trial Registration: NCT 04720963, January 22, 2021, ClinicalTrials.Gov.
Keywords: dexmedetomidine, paediatrics, preoperative anxiety, premedication, remimazolam

Introduction
Preoperative anxiety is a psychological and physiological stress syndrome in response to upcoming surgeries. It has 
a profound influence on anesthesia performance and surgical outcomes, such as longer hospitalization period, more pain, 
and long-term behavioral problems.1 Pharmacological approach is the most commonly used method for mitigating 
preoperative anxiety.
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In pediatric patients, premedication via oral/nasal route is preferred for its needle-free advantage, and on the top of 
that, the intranasal approach has higher bioavailability because of its bypass of hepatic metabolism.2 Intranasal 
dexmedetomidine at 2mcg kg−1 is widely used for preoperative anxiolysis in children due to its ability to provide 
adequate sedation, no amnesia, lower incidence of emergence delirium, and fewer perioperative respiratory adverse 
events.3 However, its slow onset of sedative action, prolonged recovery time, and other adverse effects (eg, bradycardia) 
have served as limitations, restricting its broader application.4,5

Remimazolam is an ultra-short-acting benzodiazepine. It can be rapidly metabolized to inactive compounds by tissue 
esterase enzyme.6 This drug is made by combining midazolam and remifentanil and incorporating carboxylic ester linkage.7 

Unlike other benzodiazepines, intravenous administration of remimazolam has a faster onset time with a shorter elimination 
half-life. In addition, remimazolam causes less respiratory and hemodynamic depression and its sedation effect can be quickly 
reversed with flumazenil if necessary.8 A pharmacokinetic study in healthy adult volunteers showed that the bioavailability of 
intranasal remimazolam is approximately 25–50%.9 A recent dose-exploration study has reported that the intranasal 
remimazolam can rapidly and effectively alleviate preoperative anxiety levels in children.10 However, there is currently 
a lack of randomized controlled trials (RCTs) to verify the sedative effect of intranasal remimazolam in this specific 
population. This study was performed to determine the beneficial effects of intranasal remimazolam or dexmedetomidine 
on preoperative anxiety in children undergoing general surgeries.

Materials and Methods
Study Design
This prospective, double-blind, randomized controlled trial was performed at the Second Affiliated Hospital and Yuying 
Children’s Hospital of Wenzhou Medical University between February 7, 2021, and February 28, 2022. The study was 
approved by the Institutional Review Board (IRB) of the Second Affiliated Hospital and Yuying Children’s Hospital of 
Wenzhou Medical University (No.LCKY 2020-426, December 22, 2020) and written informed consent was obtained 
from the parents or legal guardians of all subjects participating in the study. The trial was registered prior to patient 
enrolment at ClinicalTrials.Gov (NCT 04720963, January 22, 2021). This study followed the principles of the 
Declaration of Helsinki and Consolidated Standards of Reporting Trials (CONSORT) Guidelines.11 We have obtained 
approval from our Hospital Ethics Committee to conduct a remimazolam study in pediatric patients, given that the use of 
this drug in this population is considered off-label in China. Relevant national laws and regulations were strictly followed 
in this research project.

Study Population
Inclusion Criteria
Male and female children with American Society of Anesthesiologists (ASA) physical status I or II, aged 2–5 years old, 
weight for age between the 25th and 75th percentiles12 who were scheduled for general surgery under general anesthesia 
were eligible in this clinical trial.

Exclusion Criteria
Children who had gastrointestinal, cardiovascular, or endocrine dysfunction, had a contraindication to preoperative 
sedation or had a known allergy or a hypersensitive reaction to either remimazolam or dexmedetomidine or has any 
nasal pathology, organ dysfunction; Children who recently had a respiratory infection (2 weeks), mental disorder, and 
developmental delay. Additionally, children may be excluded if they were under specialized care or lived in social 
welfare institutions, or any other factors that could affect their ability to participate in the study.

Data Collection
A CRF (case report form) was designed for registration of clinical data. Data were stored in a password-protected 
computer for the concealment of patients’ confidentiality. The guidelines of GCP (good clinical practice) were closely 
followed during the study. One investigator was specifically assigned to the job for data collection, filing, and transfer 
and another one verified the data’s accuracy and safety.

https://doi.org/10.2147/DDDT.S461122                                                                                                                                                                                                                               

DovePress                                                                                                                                     

Drug Design, Development and Therapy 2024:18 1614

Cai et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Randomization and Study Blindness
Randomization sequences were generated by researcher via computer program, and group allocation was sealed in 
opaque envelopes. Ninety children were randomly and equally divided into the groups of remimazolam (R), dexmede
tomidine (D), and distilled water (C).

Personnel involved in this study included: (1) A well-trained anesthesiologist, who only administrated intranasal 
medicines and evaluated the drug acceptance in pediatric patients. (2) An independent assessor was well-trained and was 
responsible for measuring different scales, including the modified Yale preoperative anxiety scale (m-Ypas) and Ramsay 
Sedation Scale (RSS), parental separation anxiety scale (PSAS), mask acceptance score (MAS) and post-anesthesia 
emergence delirium (PAED). This assessor was instructed not being present at and 5 minutes after drug administration to 
minimize the potential of un-blinding the study caused by remimazolam-induced nasal irritation. Baseline data for 
the m-Ypas and Ramsay Sedation Scale were obtained prior to drug administration. (3) A data recorder was designated 
for entering data into the CRF in real time. (4) Another anesthesiologist who only performed the anesthesia during 
surgeries. (5) A designated investigator who prepared and labelled the medication was not involved in any other study 
steps. All above individuals and the patient and their families were totally blinded to the grouping of patients.

Study Doses and Preparation of Remimazolam and Dexmedetomidine
Intranasal remimazolam at 1.5 mg kg−1 was used in this study based on our pilot study. This selected dose was also 
validated by recent results from an intranasal remimazolam dose-finding study.10 Dexmedetomidine 2 mcg kg−1 has been 
used in our daily clinical practice as it provides adequate anxiety reduction and sedation.13

The applying volume of intranasal drug or distilled water was set to 0.03mL per kg. All the study drugs (remima
zolam, dexmedetomidine) or the distilled water were prepared by an independent pharmacist. Stock solutions of the 
drugs were prepared as follows. The powder of remimazolam besylate (Yichang Humanwell Pharmaceutical Co., Ltd) 
was dissolved in water to 50mg.mL−1 referred to the previous study.9 The stock solution of dexmedetomidine (100 
mcg mL−1) was diluted with distilled water by 1:2 ratio to 66.7 mcg mL−1. Children in Group C were treated similarly 
with 0.03 mL kg−1 distilled water as a control treatment. Allocated medication was added to numbered participant packs 
by pharmacists independent of the team. In this way, the study medication was identical in color, and shape and was 
dispensed in identical containers to conceal the identity of the study drug.

Study Protocol
Children and their families were informed in detail about this study, and a written informed consent was obtained from 
the parents or legal guardians of enrolled children in the trial. All children were confirmed to meet ASA fasting guideline.

The time course from premedicated administration to anesthesia induction was set to about 30 min based on a study 
by Pesic M,9 which showed that the peak effects of remimazolam via the intranasal administration route in healthy adult 
volunteers were achieved within 10 to 20 minutes for lower doses and over 30 minutes for higher dose (40 mg). Previous 
studies have confirmed the onset time for intranasal dexmedetomidine was approximately 25 min.14

Approximately 30 min prior to anesthesia induction, patients received intranasal 2% lidocaine in a volume of 0.2mL per 
nostril to alleviate the possible burning sensations inflicted by intranasal medication.15,16 Then, intranasal pre-meds in a volume 
of 0.03mL kg−1 (1.5 mg kg−1 for remimazolam; 2 mcg kg−1 for dexmedetomidine) or distilled water were given according to 
the group assignment. All children were allowed to watch cartoon videos accompanied by one of parents or guardians after 
being pre-medicated.17 Heart rate (HR) and pulse oximetry were monitored during the period of premedication.

Continuous electrocardiography and pulse oximetry, blood pressure, and HR were monitored and recorded every 5 min 
starting from anesthesia induction to the end of anesthesia. Anesthesia was induced with 8% sevoflurane in 100% oxygen at 
flow rate of 6 L min−1 and then, peripheral IV access was established. Intravenous fentanyl (2–3 mcg kg−1), propofol (2.0 mg 
kg−1) and rocuronium (0.6 mg kg−1) were administered to facilitate tracheal intubation or laryngeal mask airway (LMA) 
insertion. The mode of pressure controlled mechanical ventilation was started to achieve an end-tidal level of PaCO2 at 35 to 
45 mmHg. The depth of anesthesia was maintained at 1–1.5 MAC with sevoflurane in 50% oxygen/air mixture at a constant 
2 L min−1 flow rate. Additional fentanyl 1–2 mcg kg−1 was administered if needed at the discretion of the anesthesiologist.
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At the end of surgery, sevoflurane was discontinued, and oxygen flow was increased to 5 L min−1. The muscle 
blockade was reversed with neostigmine 0.02 mg.kg−1 and atropine 0.01 mg.kg−1. When patients regained regular and 
spontaneous breathing and voluntary body movement, the endotracheal tube or LMA was removed. Then, the children 
were transferred to the post-anesthesia care unit (PACU).

Patients were discharged from PACU once the discharge criteria were met (Aldrete score 9 had been reached).
Hypotension (SBP < 70mmHg + 2 times age in years) was treated with Ephedrine, and bradycardia (HR <70 beats.min−1) 

was treated with atropine.

Primary Outcome
Anxiety Assessment
Preoperative anxiety was assessed by Modified Yale Preoperative Anxiety Scale (m-Ypas)18 at the time before premedica
tion, 10 min and 20 min after intranasal premedication, and at the time prior to anesthesia induction. The m-Ypas consists of 
27 items in five categories, including activity, emotional expressivity, state of apparent arousal, vocalizations, and use of 
parents.18 All m-Ypas categories have good validity and good to excellent inter- and intra-observer reliability. Because the 
number of items are different among categories (either four or six), partial weights were calculated and then added to a total 
score, and the final adjusted score range is from 23.3 to 100, with a higher score indicating higher anxiety.18 The 
“satisfactory” m-Ypas score was defined as less than 30.19

Secondary Outcomes
Sedation Assessment
Preoperative sedation was assessed by the scores of Ramsay Sedation Scale (RSS) (Supplementary Table S1) and the 
observation times were same as the anxiety assessment. A score of RSS 2–3 is defined as light sedation and a satisfactory 
status as anesthesia premedication, while RSS≥4 indicates asleep status.20,21

The Acceptance of Intranasal Medications; Parental Separation Anxiety and Mask Acceptance Scale
The 4-point behavior score (BS) reflexed the degree of cooperation to intranasal premed administration in a child 
(Supplementary Table S1).22 The 4-point parental separation anxiety scale (PSAS) was used to assess the 
children’s response when they were taken away from parents (Supplementary Table S1).23 A four-point mask 
acceptance score (MAS) was used to grade the behavior when a face mask was placed over the patient’s nose and 
mouth at the beginning of inhalation induction (Supplementary Table S1), a score of 1 and 2 were considered 
“satisfactory”.23 A survey rating the premedication outcomes respectively by parents and attending anesthesiolo
gist were assessed by a 3-point scale: very satisfied, satisfied, dissatisfied.24,25

Emergence Agitation from Anesthesia
An incidence of emergence agitation (EA) or delirium during anesthesia recovery was diagnosed when a score on the 
scale of post-anesthesia emergence delirium (PAED) (Supplementary Table S2) was ≥10.26 EA was treated with fentanyl 
0.5 µg.kg−1 or propofol 1 mg.kg−1 whenever necessary.

The Emergence Time and Recovery Time, and Other Side Effects
The emergence time (defined as from the end of anesthesia to spontaneous eye opening in PACU) and the recovery time 
(defined as from the end of anesthesia to the point of discharge from the PACU) were recorded. Post-operative nausea 
and vomiting were also documented.

Statistical Analysis
Sample Size
Previous study showed that the average scores of m-Ypas in children without premeds before anesthesia induction was 57.4 ± 
18.1.27 We assumed a 15-point reduction in m-Yas between the intervention and control groups. With a significance level of 0.05 
(α = 0.05) and a statistical power of 80% (β = 0.20), it was necessary to include a minimum of 27 patients in each group. For 
a potential 10% drop-out, the final sample size should be 30 in each group for a total of 90 patients in this clinical trial.

https://doi.org/10.2147/DDDT.S461122                                                                                                                                                                                                                               

DovePress                                                                                                                                     

Drug Design, Development and Therapy 2024:18 1616

Cai et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=461122.doc
https://www.dovepress.com/get_supplementary_file.php?f=461122.doc
https://www.dovepress.com/get_supplementary_file.php?f=461122.doc
https://www.dovepress.com/get_supplementary_file.php?f=461122.doc
https://www.dovepress.com/get_supplementary_file.php?f=461122.doc
https://www.dovepress.com
https://www.dovepress.com


Data Analysis
The data were analyzed using SPSS version 24.0 for Windows (SPSS Inc., Chicago, IL, USA). The normality and 
homogeneity of variances of data were tested by using Shapiro–Wilk test and Levene's test respectively. Continuous 
variables with normal distribution were presented as mean ± standard deviation (SD); nonnormal variables were reported 
as median (interquartile range (IQR)). If variances were homogeneous, comparison of multiple groups was performed by 
one-way ANOVA, followed by Bonferroni post-hoc analysis; otherwise, data were analyzed with a Welch-ANOVA, 
followed by a Games-Howell post-hoc analysis. Non-normally distributed variables were analyzed using the Kruskal– 
Wallis test, followed by the Dunn’s post-hoc test. Categorical variables are presented as number and percentage and their 
inter-group comparison was performed by Chi-square test or Fisher’s exact test. The preoperative pre-dosing baseline 
data was compared with post-dosing data by repeated measures ANOVA. For continuous variables, mean difference or 
median difference were calculated. Median differences with 95% CI were calculated using Hodges-Lehmann estimates. 
For categorical outcomes, logistic regression models were computed with odds ratio (OR) and 95% CI. All statistical 
tests were two-sided, and a P value of <0.05 was considered significant. For pair-wise comparisons between the three 
groups, the Bonferroni correction was adopted, and the corrected P value was 0.0167 (corrected P = 0.05/3≈0.0167).

Results
The patients in the study were consecutively recruited from February 2021 to February 2022. Ninety children were 
randomly allocated and were included for the final analysis (Figure 1), and all children were categorized as ASA I. The 
premedication course (median [interquartile range]) for Group R, Group D, and Group C were 23.50 [21.00, 27.00], 
25.00 [22.00, 30.00], and 23.50 [21.75, 25.00] minutes, respectively. No statistically significant differences in premedi
cation times were found between the groups (P=0.076). The surgical type, including hernia repair, hydrocele, superficial 

Figure 1 Consort flow diagram.
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benign masses, concealed penis and orchidopexy etc., were not significantly different among the three groups. There 
were no significant differences among groups as concerns of demographic characteristics or baseline data. (Table 1).

Primary Outcome
Anxiety Assessed by m-Ypas
Results of m-Ypas score (median [interquartile range]) are depicted in Figure 2. At 10 minutes after drug administration, 
patients in group R showed a lowed m-Ypas scores (23.33 [23.33–31.66]) compared to Group D (36.67 [23.33–41.67]; 
median difference, −10.00; 95% CI, −13.34 to −1.66; P=0.002) and Group C (35.84 [23.33–45.42]; median difference, 
−6.66; 95% CI, −13.34 to 0.00; P=0.010), and maintained a lower anxiety level (23.33 [23.33–28.33]) up till the 
anesthesia induction (vs group C; 34.17 [23.33–43.75]; median difference, −8.34; 95% CI, −13.34 to 0.00; P=0.004). 
While, only at prior to anesthesia induction did group D (23.33 [23.33–23.33]) exhibit a statistically significant 
lower m-Ypas scores compared to Group C (34.17 [23.33–43.75]; median difference, −8.34; 95% CI, −13.34 to 0.00; 
P=0.005). No other statistically significant differences in m-Ypas scores were observed between Group R and Group D at 
any other time points during the study.

Table 1 Subject Characteristics and Clinical Data

Group R  
(n=30)

Group D  
(n=30)

Group C  
(n=30)

Sex (Male/Female)

Male n, % 25 (83.33%) 24 (80%) 23 (76.67%)

Female n, % 5 (16.67%) 6 (20%) 7 (23.33%)
Age (yr) 3.82 (2.68, 4.71) 3.48 (2.87, 4.64) 4.01 (2.88, 4.57)

Weight (kg) 16.00 (14.75, 17.25) 16.45 (13.75, 19.63) 16.50 (14.95, 19.40)

Type of surgery
Inguinal hernia repair n, % 11 (36.67%) 15 (50%) 10 (30%)

Hydrocele n, % 12 (40%) 10 (33.33%) 7 (23.33%)
Superficial benign masses n, % 3 (10%) 2 (6.67%) 3 (10%)

Orchidopexy n, % 1 (3.33%) 2 (6.67%) 5 (16.67%)

Others n, % 3 (10%) 1 (3.33%) 5 (16.67%)
Anesthesia time (min) 42.50 (29.75, 52.25) 42.00 (35.00, 53.50) 41.50 (29.00, 80.50)

Surgery time (min) 23.50 (16.75, 34.25) 28.50 (23.00, 33.25) 24.50 (14.50, 50.00)

Premedication time (min) 23.50 (21.00, 27.00) 25.00 (22.00, 30.00) 23.50 (21.75, 25.00)
Fentanyl consumption (mcg) 40.00 (39.50, 45.00) 40.00 (35.00, 50.00) 40.00 (40.00, 50.00)

Note: Data are expressed as median (IQR [range]) or number (proportion).

Figure 2 Ramsay score and m-Ypas after drug administration. Compared with Group C, *P<0.05/3, **P<0.01/3; compared with Group D, ##P<0.01/3.
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The Group R had higher proportions of satisfactory m-Ypas scores than the Group C at 10 minutes after drug adminis
tration (73.33% vs 40%; odds ratio, 4.13; 95% CI, 1.39 to 12.27; P = 0.010) until anesthesia induction (80% vs 40%; odds 
ratio, 6.00; 95% CI, 1.89 to 19.04; P=0.001). In contrast, only at prior to anesthesia induction Group D showed higher 
proportions of satisfactory m-Ypas scores than Group C (83.33% vs 40%; odds ratio, 7.50; 95% CI, 2.24 to 25.06; P<0.001). 
The Group R had significantly higher proportions of satisfactory m-Ypas scores than the Group D (73.33% vs 30%; odds ratio, 
6.42; 95% CI, 2.08 to 19.76; P=0.001) at 10 minutes after drug administration, with no significant difference between the two 
groups for the rest of the premedication period. Detailed information is included in Table 2.

Secondary Outcomes
Sedation Assessed by RSS
The results of RSS (median [interquartile range]) were presented in Figure 2. At 10 minutes after drug administration, 
patients in group R quickly showed a significant deeper sedation level (3.00 [2.00, 3.00]) compared to Group C (1.00 
[1.00, 2.00]; mean difference, 1.00; 95% CI, 1.00 to 2.00; P<0.001), and maintained a mild sedation level (3.00 [2.00, 
3.00]) up till the anesthesia induction (vs group C; 1.00 [1.00, 2.00]; mean difference, 1.00; 95% CI, 1.00 to 2.00; 
P<0.001). While, the difference in sedation levels between group D (2.00 [1.00, 4.00]) and group C (1.00 [1.00, 2.00]; 
mean difference, 1.00; 95% CI, 0.00 to 2.00; P<0.001) was observed starting at 20 minutes after drug administration. 
Group R (3.00 [2.00, 3.00]) had higher RSS scores than group D (1.00 [1.00, 2.00]; mean difference, 1.00; 95% CI, 1.00 
to 2.00; P<0.001) at 10 minutes after administration, but lower scores (3.00 [2.00, 3.00]) than group D (4.00 [3.75, 5.00]; 
mean difference, −2.00; 95% CI, −2.00 to −1.00; P<0.001) at prior to anesthesia induction.

The results for sedation depth are reported in Table 2. After intranasal drug administration, most patients in group 
R had achieved a level of mild sedation at 10 min compared to other two groups (group R vs group C, odds ratio, 11.90; 
95% CI, 3.46 to 40.92; P<0.001; group R vs group D, odds ratio, 10.23; 95% CI, 3.02 to 34.70; P<0.001), and remained 
at mild sedation level to the point of anesthesia induction (group R vs group C, odds ratio, 16.43; 95% CI, 4.47 to 60.42; 
P=0.001) except a few had slipped into deep sedation. Only one-third of patients in group D achieved mild sedation at 10 
min, and many quickly converted into deep sedation at 20 min. More than 75% of patients in group D fell into the 
category of deep sedation at the time of anesthesia induction (group D vs group C, odds ratio, 81.28; 95% CI, 15.11 to 
437.11; P<0.001; group R vs group D, odds ratio, 0.07; 95% CI, 0.02 to 0.24; P<0.001).

The Acceptance of Intranasal Medications; Parental Separation Anxiety and Mask Acceptance Scores
Patients had significantly lower scores of the behavior score during intranasal medications in group R (30%) than those in 
group D (63.33%; odds ratio, 0.25; 95% CI, 0.08 to 0.73; P=0.010) and C (73.33%; odds ratio, 0.16; 95% CI, 0.05 to 0.48; 
P=0.001). Patients in both R (86.67%) and D (80%) groups showed higher satisfaction rate on PSAS, with only group 
R reaching statistical significance compared to group C (56.67%; odds ratio, 4.97; 95% CI, 1.39 to 17.82; P=0.008).

Table 2 Ramsay Score (RSS) and m-Ypas After Drug Administration

Group R  
(n=30)

Group D  
(n=30)

Group C  
(n=30)

P Odds Ratio (95% CI)

Group R vs D Group R vs C Group D vs C

Satisfactory m-Ypas (n, %)

0min 4 (13.33%) 8 (26.67%) 6 (20%) 0.488 0.42 (0.11, 1.60) 0.62 (0.16, 2.45) 1.45 (0.44, 4.86)

10min 22 (73.33%)*## 9 (30%) 12 (40%) 0.002 6.42 (2.08, 19.76) 4.13 (1.39, 12.27) 0.64 (0.22, 1.87)

20min 24 (80%)** 20 (66.67%) 12 (40%) 0.005 2.00 (0.62, 6.47) 6.00 (1.89, 19.04) 3.00 (1.05, 8.60)

Prior to anesthesia induction 24 (80%)** 25 (83.33%)** 12 (40%) <0.001 0.80 (0.22, 2.97) 6.00 (1.89, 19.04) 7.50 (2.24, 25.06)

RSS (No/Mild/Deep)a

0min 27/3/0 26/4/0 26/4/0 1.000 0.72 (0.15, 3.55) 0.72 (0.15, 3.55) 1.00 (0.23, 4.43)

10min 5/24/1**## 20/10/0 21/9/0 <0.001 10.23 (3.02, 34.70) 11.90 (3.46, 40.92) 1.17 (0.39, 3.47)

20min 4/23/3** 10/8/12** 19/11/0 <0.001 0.74 (0.28, 1.95) 12.14 (3.38, 43.60) 5.50 (1.94, 15.59)

Prior to anesthesia induction 4/22/4**## 2/5/23** 21/9/0 <0.001 0.07 (0.02, 0.24) 16.43 (4.47, 60.42) 81.28 (15.11, 437.11)

Notes: Data are expressed as median (IQR [range]) or number (proportion). Compared with Group C, *P<0.05/3, **P<0.01/3; compared with Group D, ##P<0.01/3. aRSS 1 
is defined as NO sedation, RSS 2–3 is defined as Mild sedation, RSS≥4 is defined as Deep sedation.
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Patients in group R and D had recorded better MAS when a face mask was placed to patient’s nose and mouth than 
group C (group R vs group C, odds ratio, 3.71; 95% CI, 1.38 to 10.00; P=0.014; group D vs group C, odds ratio, 3.69; 
95% CI, 1.40 to 9.73; P= 0.005), while no significant difference between the R and D groups was founded. Detailed 
information is included in Table 3.

Emergence Agitation (EA) by PAED Scale; Emergence Time; Recovery Time
In contrast to groups R and C, children in group D exhibit a trend toward a reduced incidence of EA, but experience 
prolonged emergence time (group R vs group D, median difference, −16.00; 95% CI, −26.00 to −9.00; P<0.001; group 
D vs group C, median difference, 16.00; 95% CI, 8.00 to 25.00; P=0.001, Table 4) and significantly delayed anesthesia 
recovery (group R vs group D, median difference, −16.00; 95% CI, −25.00 to −8.00; P<0.001; group D vs group C, 
median difference, 15.00; 95% CI, 5.00 to 24.00; P=0.003, Table 4).

Preoperative HR
There was no significant change of HR in group R compared to group C after intranasal premed was given. HR in group 
D had dropped at 10 min after premedication (group R vs group D, mean difference, 12.90; 95% CI, 5.85 to 19.95; 
P<0.001) and continued lowering further at the time starting anesthesia induction (group R vs group D, mean difference, 
19.17; 95% CI, 12.73 to 25.60, P<0.001; group D vs group C, mean difference, −19.03; 95% CI, −25.29 to −12.77; 
P<0.001). Detailed information is included in Supplementary Table S3.

Table 3 Perioperative Assessments

Group R  
(n=30)

Group D  
(n=30)

Group C  
(n=30)

P Odds Ratio (95% CI)

Group R vs D Group R vs C Group D vs C

Satisfactory BS n,% 9 (30%)**# 19 (63.33%) 22 (73.33%) 0.002 0.25 (0.08, 0.73) 0.16 (0.05, 0.48) 0.63 (0.21, 1.88)

Satisfactory PSAS n,% 26 (86.67%)* 24 (80%) 17 (56.67%) 0.023 1.63 (0.41, 6.47) 4.97 (1.39, 17.82) 3.06 (0.97, 9.66)

MAS n,% 0.010 0.82 (0.32, 2.06) 3.71 (1.38, 10.00) 3.69 (1.40, 9.73)

Excellent 6 (20%)* 11 (36.67%)* 2 (6.67%)

Good 16 (53.33%)* 8 (26.67%)* 10 (33.33%)

Fair 5 (16.67%)* 9 (30%)* 11 (36.67%)

Poor 3 (10%)* 2 (6.67%)* 7 (23.33%)

Satisfactory score of anesthesiologists n, % 0.004 1.22 (0.74, 3.18) 5.41 (1.87, 15.70) 3.57 (1.32, 9.64)

Very satisfied 13 (43.33%)** 13 (43.33%)* 4 (13.33%)

Generally satisfied 14 (46.67%)** 11 (36.67%)* 14 (46.67%)

Dissatisfied 3 (10%)** 6 (20%)* 12 (40%)

Satisfactory score of parents n,% 0.095 0.74 (0.27, 2.00) 2.14 (0.80, 5.74) 2.93 (1.07, 8.05)

Very satisfied 15 (50%) 17 (56.67%) 10 (33.33%)

Generally satisfied 13 (43.33%) 12 (40%) 15 (50%)

Dissatisfied 2 (6.67%) 1 (3.33%) 5 (16.67%)

Notes: Data are expressed as number (proportion). Compared with Group C, *P<0.05/3, **P<0.01/3; compared with Group D, #P<0.05/3. 
Abbreviations: BS, behavior score; PSAS, parental separation anxiety scores; MAS, mask acceptance scale.

Table 4 Postoperative Assessments

Group R  
(n=30)

Group D  
(n=30)

Group C  
(n=30)

P

Emergence delirium n, % 9 (30%) 5 (16.67%) 10 (33.33%) 0.412

Emergence time (min) 22.00 (17.50, 37.75)## 44.50 (30.00, 55.25) 25.00 (21.75, 30.25)## <0.001

Recovery time (min) 34.50 (28.00, 44.75)## 56.00 (39.00, 64.00) 37.00 (29.75, 40.75)## 0.001

Notes: Data are expressed as median (IQR [range]) or number (proportion). Compared with Group D, ##P<0.01/3.
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Premedication Satisfaction Scores and Other Adverse Effects
Both the group R and D had higher satisfactory scores for anesthesiologists than the group C (group R vs group C, odds 
ratio, 5.41; 95% CI, 1.87 to 15.70; P=0.002; group D vs group C, odds ratio, 3.57; 95% CI, 1.32 to 9.64; P=0.009), but 
there was no difference between the groups R and D. There were no differences in satisfactory scores of parents among 
the three groups. Twenty-four children (80%) in Group R reported discomfort or burning sensation during intranasal 
premedication, significantly higher than the other two groups, where no such discomfort was reported (group R vs group 
D, P<0.001; group R vs group C, P<0.001). One child developed vomiting during premedication in Group R. Two 
patients in group R experienced postoperative nausea and vomiting (PONV), compared with one in group D and two in 
group C. Two children developed bradycardia in Group D and one of them was treated with atropine when HR was 
below 65 bpm. No psychological, psychiatric, and other side effects were observed.

Discussion
Compared to the control group, both intranasal remimazolam and dexmedetomidine can effectively alleviate preoperative 
anxiety in children. This study showed intranasal remimazolam dosed at 1.5mg kg−1 provides rapid onset of anxiolysis, 
with its main pharmacological effects being mild sedation and improved perioperative cooperation in pediatric patients. 
However, it’s worth noting that intranasal remimazolam may lead to nasal irritation, resulting in poor compliance during 
intranasal administration. In comparison, intranasal dexmedetomidine of 2 mcg kg−1 has a slightly delayed onset of 
anxiolysis and elicits deeper sedation. However, intranasal dexmedetomidine may prolong emergence from anesthesia 
and delay post-anesthesia care unit (PACU) discharge.

Preoperative anxiety, as the primary outcome in our study, was measured by m-Ypas. Compared with the “gold standard”, 
State-Trait Anxiety Inventory for Children (STAIC), the advantages of m-Ypas are its good reliability and validity data, and it can 
be applied both in the preoperative holding area and during induction of anesthesia, and the measurement can be completed in 
less than one minute.18 m-Ypas has been validated among children aged 2–12 years by several clinical studies.28,29

In this study, we chose a dosage of 1.5 mg kg−1 for the intranasal administration of remimazolam, which was based 
on our preliminary pilot study. The selected dose was supported by recent results from a dose-finding study on intranasal 
remimazolam.10 The study suggested that the ED95 of intranasal remimazolam for relieving preoperative anxiety was 
1.57 and 1.09 mg kg−1 in early childhood children and pre-school children, respectively.

Compared to intranasal dexmedetomidine, intranasal remimazolam has a faster onset time, approximately 10 minutes. 
A dose exploration study of intranasal remimazolam in children reported similar results.10 This is consistent with the 
pharmacokinetic data of intranasal remimazolam in adults, which indicates a Tmax of 10 minutes.9 The rapid onset of action 
observed with intranasal remimazolam is likely due to its pharmacologic properties. The rapid onset of anxiolytic medications 
is particularly beneficial for children suffering with high preoperative anxiety. Moreover, it can partially alleviate the anxiety 
felt by the families due to extended preoperative periods. The shorter the preparation, the better it is for children and parents, 
and anesthesiologist.

Our study revealed that patients in remimazolam group mainly presented mild sedation and rarely displayed an asleep 
state, while patients in dexmedetomidine group often slipped from mild sedation into deep sedation. Similar phenomena can 
also be found in another short-acting benzodiazepine, midazolam. A study conducted by Bromfalk et al found that midazolam 
was more effective of anxiolysis and less of sedation compared to intranasal dexmedetomidine.30 This may also be attributed 
to the distinct types of sedation induced by benzodiazepines and dexmedetomidine. Although the depth of sedation with 
remimazolam was not as deep as dexmedetomidine, both medications showed notable improvements in mask acceptance 
scores and increased satisfaction rates of PSAS. In this study, the good performance of children in the control group may be 
attributed to the fact that all groups of children watched cartoons after administration to reduce preoperative anxiety.

In terms of postoperative recovery, there was no difference in the incidence of EA between the remimazolam group 
and the control group. This may be associated with the short half-life of remimazolam, as the elimination half-life of 
intranasal remimazolam has been reported to range from 0.7 to 1.2 hours in healthy adults.9 However, there is a lack of 
pharmacokinetic data for intranasal remimazolam in children. Continuous infusion of remimazolam in the pediatric 
population indicated a half-life time of approximately 1.1 hours.31 These findings suggest that the pharmacological 
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impact of remimazolam may not persist into the recovery phase in children. In contrast, our study aligns with previous 
research, emphasizing that preoperative intranasal dexmedetomidine correlates with a reduced incidence of postoperative 
delirium.32

In our study, it was observed that the dexmedetomidine group exhibited a prolonged postoperative emergence time 
and recovery time. In contrast, intranasal remimazolam does not prolong postoperative recovery time in children, which 
is another advantage of using remimazolam for preoperative sedation. The delay in emergence from anesthesia caused by 
dexmedetomidine could be attributed to the relatively long half-life of dexmedetomidine (approximately 2 hours),33,34 as 
well as the fact that the majority of surgeries included in this study were minor procedures. The prolonged effect of 
dexmedetomidine in the recovery area may not be as significant during longer procedures, as it has more time to wear off. 
Further studies are warranted to clarify the impact of intranasal dexmedetomidine on recovery profiles in pediatric 
surgical patients undergoing procedures of varying durations.

A prior study in adult volunteers reported that intranasal administration of remimazolam caused some nasal irritation.9 To 
mitigate this side effect, this current study applied a topical intranasal smear of lidocaine before intranasal dosing. However, 
despite this measure, most pediatric patients still experienced nasal discomfort and exhibited poor compliance to intranasal 
administration. Intranasal remimazolam can cause significant nasal irritation, which might limit its use in children despite its 
efficacy in relieving anxiety within 10 minutes. This discomfort could be a consideration for healthcare providers when 
choosing anxiolytic treatments. Additionally, such irritation posed challenges for blinding in the study design. To achieve 
blinding and reduce subjective bias, this study had the anesthesiologist who only administered intranasal medications and 
evaluated drug acceptance be present during administration, while the independent assessor responsible for measuring 
different scales was instructed to not be present within 5 minutes after drug administration. In this study, no statistical 
differences in satisfactory score of parents were observed among the three groups of pediatric patients. This may be attributed 
to the rapid onset of action of remimazolam, which could offset any dissatisfaction from parents regarding the nasal irritation 
caused by remimazolam. Additionally, the uniform strategy of allowing children from all groups to watch cartoons after nasal 
administration could have increased parents’ satisfaction, thereby reducing the differences between groups.

Antonik et al35 and Schuttler et al36 have demonstrated that IV remimazolam could increase HR, which was not the 
case in our intranasal study. HR was trending down in dexmedetomidine group, and treatment was not required since 
other vital signs remained stable in most scenarios. Two children developed bradycardia in Group D, and only one of 
them received atropine. One child developed mild nausea and vomiting 5 minutes after intranasal remimazolam and the 
symptoms went away without intervention. We were unable to root out a clear cause for it since it was alone incident.

Based on the results, intranasal remimazolam showed rapid onset and anxiolytic effect but tended to induce mild sedation, 
seemingly more suitable for procedures where a quick anxiolytic and less invasive is desired. However, intranasal discomfort 
with remimazolam administration remains to be resolved before wider clinical application. Notably, the risks of accidental 
overdose, misuse, and abuse should not be overlooked as intranasal remimazolam can elicit mild sedation. In contrast, 
intranasal dexmedetomidine exhibited longer half-life and deeper sedative actions, deeming it more appropriate for lengthy 
surgery or procedures necessitating substantial sedation. Although dexmedetomidine could mitigate postoperative delirium to 
some degree, delayed arousal following its administration should be heeded when utilized for pre-sedation in minor surgery.

Limitation
The study has some limitations. First, a fixed premedication time course in our protocol may be not an ideal fit because 
two intranasal pre-meds have different times of onset and the peak action. Secondly, due to the nasal irritability of 
remimazolam, and participants’ family members having been informed of the potential risk of nasal irritation, blinding 
the participants in this study presents challenges. Nevertheless, this study still tries to achieve double-blind by not 
disclosing the grouping to the participants’ family members and by keeping the assessors absent during drug adminis
tration and for 5 minutes after administration. Thirdly, due to the lack of monitoring of muscle relaxation in this study, we 
cannot rule out the possibility of a sedative effect caused by hypercapnia. Finally, we only focused on clinical events, and 
future studies of pharmacodynamics and pharmacokinetics should be conducted to substantiate our clinical observations. 
Also, multiple doses with a range could provide better understanding of the wider spectrum of clinical effects by 
intranasal remimazolam and dexmedetomidine.
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Conclusion
Both intranasal remimazolam and dexmedetomidine can effectively alleviate preoperative anxiety and improve mask 
compliance young children undergoing inhalational induction of anesthesia. Intranasal remimazolam has a rapid onset, it 
produces only mild sedation and causes substantial nasal irritation. Intranasal dexmedetomidine provides deeper sedation 
but slower onset of effect and longer emergence and recovery times.
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Odds ratio; PACU, Post-anesthesia care unit; PAED, Post-anesthesia emergence delirium; PSAS, Parental separation 
anxiety scores; RSS, Ramsay Sedation Scale; SD, Standard deviation.

Data Sharing Statement
The data are available from the corresponding author on reasonable request.

Ethics Approval and Consent to Participate
This randomized, double-blind, placebo-controlled clinical trial was approved by the Institutional Review Board (IRB) of 
the Second Affiliated Hospital and Yuying Children’s Hospital of Wenzhou Medical University (No.LCKY 2020-426, 
December 22, 2020) and written informed consent was obtained from the parents or legal guardians of all subjects 
participating in the study.

Acknowledgments
We thank all participants in this study.

Funding
This study was funded by the Major Science Technology Projects of Wenzhou, Zhejiang, China (ZY2023030) and Social 
Development Science and Technology Project of Taizhou City of China (20ywa59) and Wenzhou Science and 
Technology Bureau (Y20220948).

Disclosure
The authors declare that they have no competing interests.

References
1. Kain ZN, Mayes LC, Caldwell-Andrews AA, Karas DE, McClain BC. Preoperative anxiety, postoperative pain, and behavioral recovery in young 

children undergoing surgery. Pediatrics. 2006;118(2):651–658. doi:10.1542/peds.2005-2920
2. Alabsi W, Al-Obeidi FA, Polt R, Mansour HM. Organic solution advanced spray-dried microparticulate/nanoparticulate dry powders of lactomorphin 

for respiratory delivery: physicochemical characterization, in vitro aerosol dispersion, and cellular studies. Pharmaceutics. 2020;13(1):26. 
doi:10.3390/pharmaceutics13010026

3. Zhang S, Zhang R, Cai M, Zhang K, Zhang M, Zheng J. Intranasal dexmedetomidine premedication in children with recent upper respiratory tract 
infection undergoing interventional cardiac catheterisation: a randomised controlled trial. Eur J Anaesthesiol. 2020;37(2):85–90. doi:10.1097/ 
eja.0000000000001097

4. Kim HJ, Shin WJ, Park S, Ahn HS, Oh JH. The sedative effects of the intranasal administration of dexmedetomidine in children undergoing 
surgeries compared to other sedation methods: a systematic review and meta-analysis. J Clin Anesth. 2017;38:33–39. doi:10.1016/j. 
jclinane.2017.01.014

5. Yao Y, Sun Y, Lin J, Chen W, Lin Y, Zheng X. Intranasal dexmedetomidine versus oral midazolam premedication to prevent emergence delirium in 
children undergoing strabismus surgery: a randomised controlled trial. Eur J Anaesthesiol. 2020;37(12):1143–1149. doi:10.1097/eja.0000000000001270

6. Mahmoud M, Mason KP. A forecast of relevant pediatric sedation trends. Curr Opin Anaesthesiol. 2016;29(Suppl 1):S56–S67. doi:10.1097/ 
aco.0000000000000321

7. Goudra B, Mason KP. Emerging Approaches in Intravenous Moderate and Deep Sedation. J Clin Med. 2021;10(8):1735. doi:10.3390/jcm10081735

Drug Design, Development and Therapy 2024:18                                                                             https://doi.org/10.2147/DDDT.S461122                                                                                                                                                                                                                       

DovePress                                                                                                                       
1623

Dovepress                                                                                                                                                               Cai et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1542/peds.2005-2920
https://doi.org/10.3390/pharmaceutics13010026
https://doi.org/10.1097/eja.0000000000001097
https://doi.org/10.1097/eja.0000000000001097
https://doi.org/10.1016/j.jclinane.2017.01.014
https://doi.org/10.1016/j.jclinane.2017.01.014
https://doi.org/10.1097/eja.0000000000001270
https://doi.org/10.1097/aco.0000000000000321
https://doi.org/10.1097/aco.0000000000000321
https://doi.org/10.3390/jcm10081735
https://www.dovepress.com
https://www.dovepress.com


8. Kilpatrick GJ. Remimazolam: non-clinical and clinical profile of a new sedative/anesthetic agent. Front Pharmacol. 2021;12:690875. doi:10.3389/ 
fphar.2021.690875

9. Pesic M, Schippers F, Saunders R, Webster L, Donsbach M, Stoehr T. Pharmacokinetics and pharmacodynamics of intranasal remimazolam-a randomized 
controlled clinical trial. Eur J Clin Pharmacol. 2020;76(11):1505–1516. doi:10.1007/s00228-020-02984-z

10. Long X, Wen LX, Yang H, et al. ED(95) of remimazolam in nasal administration for attenuating preoperative anxiety in children. Front Med. 
2023;10:1253738. doi:10.3389/fmed.2023.1253738

11. Schulz KF, Altman DG, Moher D. CONSORT 2010 statement: updated guidelines for reporting parallel group randomised trials. BMJ. 2010;340 
(mar23 1):c332. doi:10.1136/bmj.c332

12. Kuczmarski RJ, Ogden CL, Guo SS, et al. 2000 CDC Growth Charts for the United States: methods and development. Vital Health Stat. 
2002;246:1–190.

13. Yuen VM, Hui TW, Irwin MG, et al. A randomised comparison of two intranasal dexmedetomidine doses for premedication in children. 
Anaesthesia. 2012;67(11):1210–1216. doi:10.1111/j.1365-2044.2012.07309.x

14. Yuen VM, Hui TW, Irwin MG, Yao TJ, Wong GL, Yuen MK. Optimal timing for the administration of intranasal dexmedetomidine for 
premedication in children. Anaesthesia. 2010;65(9):922–929. doi:10.1111/j.1365-2044.2010.06453.x

15. Antonio C, Zurek J, Creighton P, Johnson K, Heard C. Reducing the pain of intranasal drug administration. Pediatr Dent. 2011;33(5):415–419.
16. Chiaretti A, Barone G, Rigante D, et al. Intranasal lidocaine and midazolam for procedural sedation in children. Arch Dis Child. 2011;96 

(2):160–163. doi:10.1136/adc.2010.188433
17. Manyande A, Cyna AM, Yip P, Chooi C, Middleton P. Non-pharmacological interventions for assisting the induction of anaesthesia in children. 

Cochrane Database Syst Rev. 2015;2015(7):Cd006447. doi:10.1002/14651858.CD006447.pub3
18. Kain ZN, Mayes LC, Cicchetti DV, Bagnall AL, Finley JD, Hofstadter MB. The Yale Preoperative Anxiety Scale: how does it compare with a “gold 

standard”? Anesthesia Analg. 1997;85(4):783–788. doi:10.1097/00000539-199710000-00012
19. Vieco-García A, López-Picado A, Fuentes M, et al. Comparison of different scales for the evaluation of anxiety and compliance with anesthetic 

induction in children undergoing scheduled major outpatient surgery. Perioper Med. 2021;10(1):58. doi:10.1186/s13741-021-00228-x
20. Huang DT, Angus DC, Moss M, et al. Design and rationale of the reevaluation of systemic early neuromuscular blockade trial for acute respiratory 

distress syndrome. Ann Am Thorac Soc. 2017;14(1):124–133. doi:10.1513/AnnalsATS.201608-629OT
21. Nishida T, Hayashi S, Takenaka M, et al. Multicentre prospective observational study protocol for radiation exposure from gastrointestinal 

fluoroscopic procedures (REX-GI study). BMJ Open. 2020;10(2):e033604. doi:10.1136/bmjopen-2019-033604
22. Pant D, Sethi N, Sood J. Comparison of sublingual midazolam and dexmedetomidine for premedication in children. Minerva anestesiologica. 

2014;80(2):167–175.
23. Abdel-Ghaffar HS, Kamal SM, El Sherif FA, Mohamed SA. Comparison of nebulised dexmedetomidine, ketamine, or midazolam for premedica

tion in preschool children undergoing bone marrow biopsy. Br J Anaesth. 2018;121(2):445–452. doi:10.1016/j.bja.2018.03.039
24. Tian Y, Lin J, Gao F. The effects of comfort care on the recovery quality of oral and maxillofacial surgery patients undergoing general anesthesia. 

Am J Transl Res. 2021;13(5):5003–5010.
25. Sun P, Lu M, Wang C, Pan B. A study on the therapeutic effects of biplane skin dilator implantation in auricular reconstruction. Sci Rep. 2021;11 

(1):20532. doi:10.1038/s41598-021-00179-9
26. Sikich N, Lerman J. Development and psychometric evaluation of the pediatric anesthesia emergence delirium scale. Anesthesiology. 2004;100 

(5):1138–1145. doi:10.1097/00000542-200405000-00015
27. Lee J, Lee J, Lim H, et al. Cartoon distraction alleviates anxiety in children during induction of anesthesia. Anesth Analg. 2012;115(5):1168–1173. 

doi:10.1213/ANE.0b013e31824fb469
28. Ryu JH, Park SJ, Park JW, et al. Randomized clinical trial of immersive virtual reality tour of the operating theatre in children before anaesthesia. 

Br J Surg. 2017;104(12):1628–1633. doi:10.1002/bjs.10684
29. Marechal C, Berthiller J, Tosetti S, et al. Children and parental anxiolysis in paediatric ambulatory surgery: a randomized controlled study 

comparing 0.3 mg kg-1 midazolam to tablet computer based interactive distraction. Br J Anaesth. 2017;118(2):247–253. doi:10.1093/bja/aew436
30. Bromfalk Å, Myrberg T, Walldén J, Engström Å, Hultin M, Cravero J. Preoperative anxiety in preschool children: a randomized clinical trial 

comparing midazolam, clonidine, and dexmedetomidine. Paediatr Anaesth. 2021;31(11):1225–1233. doi:10.1111/pan.14279
31. Gao YQ, Ihmsen H, Hu ZY, et al. Pharmacokinetics of remimazolam after intravenous infusion in anaesthetised children. Br J Anaesth. 2023;131 

(5):914–920. doi:10.1016/j.bja.2023.08.019
32. Shukry M, Clyde MC, Kalarickal PL, Ramadhyani U. Does dexmedetomidine prevent emergence delirium in children after sevoflurane-based 

general anesthesia? Paediatr Anaesth. 2005;15(12):1098–1104. doi:10.1111/j.1460-9592.2005.01660.x
33. Vilo S, Rautiainen P, Kaisti K, et al. Pharmacokinetics of intravenous dexmedetomidine in children under 11 yr of age. Br J Anaesth. 2008;100 

(5):697–700. doi:10.1093/bja/aen070
34. Petroz GC, Sikich N, James M, et al. A Phase I, two-center study of the pharmacokinetics and pharmacodynamics of dexmedetomidine in children. 

Anesthesiology. 2006;105(6):1098–1110. doi:10.1097/00000542-200612000-00009
35. Antonik LJ, Goldwater DR, Kilpatrick GJ, Tilbrook GS, Borkett KM. A placebo- and midazolam-controlled Phase I single ascending-dose study 

evaluating the safety, pharmacokinetics, and pharmacodynamics of remimazolam (CNS 7056): part I. Safety, efficacy, and basic pharmacokinetics. 
Anesthesia Analg. 2012;115(2):274–283. doi:10.1213/ANE.0b013e31823f0c28

36. Schüttler J, Eisenried A, Lerch M, Fechner J, Jeleazcov C, Ihmsen H. Pharmacokinetics and pharmacodynamics of remimazolam (CNS 7056) after 
continuous infusion in healthy male volunteers: part i. pharmacokinetics and clinical pharmacodynamics. Anesthesiology. 2020;132(4):636–651. 
doi:10.1097/aln.0000000000003103

https://doi.org/10.2147/DDDT.S461122                                                                                                                                                                                                                               

DovePress                                                                                                                                     

Drug Design, Development and Therapy 2024:18 1624

Cai et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.3389/fphar.2021.690875
https://doi.org/10.3389/fphar.2021.690875
https://doi.org/10.1007/s00228-020-02984-z
https://doi.org/10.3389/fmed.2023.1253738
https://doi.org/10.1136/bmj.c332
https://doi.org/10.1111/j.1365-2044.2012.07309.x
https://doi.org/10.1111/j.1365-2044.2010.06453.x
https://doi.org/10.1136/adc.2010.188433
https://doi.org/10.1002/14651858.CD006447.pub3
https://doi.org/10.1097/00000539-199710000-00012
https://doi.org/10.1186/s13741-021-00228-x
https://doi.org/10.1513/AnnalsATS.201608-629OT
https://doi.org/10.1136/bmjopen-2019-033604
https://doi.org/10.1016/j.bja.2018.03.039
https://doi.org/10.1038/s41598-021-00179-9
https://doi.org/10.1097/00000542-200405000-00015
https://doi.org/10.1213/ANE.0b013e31824fb469
https://doi.org/10.1002/bjs.10684
https://doi.org/10.1093/bja/aew436
https://doi.org/10.1111/pan.14279
https://doi.org/10.1016/j.bja.2023.08.019
https://doi.org/10.1111/j.1460-9592.2005.01660.x
https://doi.org/10.1093/bja/aen070
https://doi.org/10.1097/00000542-200612000-00009
https://doi.org/10.1213/ANE.0b013e31823f0c28
https://doi.org/10.1097/aln.0000000000003103
https://www.dovepress.com
https://www.dovepress.com


Drug Design, Development and Therapy                                                                                           Dovepress 

Publish your work in this journal 
Drug Design, Development and Therapy is an international, peer-reviewed open-access journal that spans the spectrum of drug design and development 
through to clinical applications. Clinical outcomes, patient safety, and programs for the development and effective, safe, and sustained use of medicines 
are a feature of the journal, which has also been accepted for indexing on PubMed Central. The manuscript management system is completely online 
and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read real quotes 
from published authors.  

Submit your manuscript here: https://www.dovepress.com/drug-design-development-and-therapy-journal

Drug Design, Development and Therapy 2024:18                                                                         DovePress                                                                                                                       1625

Dovepress                                                                                                                                                               Cai et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Materials and Methods
	Study Design
	Study Population
	Inclusion Criteria
	Exclusion Criteria

	Data Collection
	Randomization and Study Blindness
	Study Doses and Preparation of Remimazolam and Dexmedetomidine
	Study Protocol
	Primary Outcome
	Anxiety Assessment

	Secondary Outcomes
	Sedation Assessment
	The Acceptance of Intranasal Medications; Parental Separation Anxiety and Mask Acceptance Scale
	Emergence Agitation from Anesthesia
	The Emergence Time and Recovery Time, and Other Side Effects

	Statistical Analysis
	Sample Size
	Data Analysis


	Results
	Primary Outcome
	Anxiety Assessed by m-Ypas

	Secondary Outcomes
	Sedation Assessed by RSS
	The Acceptance of Intranasal Medications; Parental Separation Anxiety and Mask Acceptance Scores
	Emergence Agitation (EA) by PAED Scale; Emergence Time; Recovery Time
	Preoperative HR
	Premedication Satisfaction Scores and Other Adverse Effects


	Discussion
	Limitation
	Conclusion
	Abbreviations
	Data Sharing Statement
	Ethics Approval and Consent to Participate
	Acknowledgments
	Funding
	Disclosure

