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Objective: This meta-analysis aims to evaluate the sedative efficacy and safety of
intranasal administration of dexmedetomidine (DEX) compared with oral chloral hydrate
for Computed tomography (CT) or Magnetic Resonance Imaging (MRI) examination in
Children.

Methods: Cochrane Library, PubMed, Embase, Web of Science, China National
Knowledge Infrastructure (CNKI), and China WanFang Databases were searched to
collect randomized controlled trials (RCTs) investigating intranasal DEX (test group) vs.
oral chloral hydrate (control group) in pediatric CT/MRI examinations up to December
30, 2021. The data were analyzed using Stata 15.0 software.

Results: Seven RCTs with 1,846 children were identified. The meta-analysis results
showed that the success rate of sedation (RR = 1.14, 95% CI: 1.03–1.26, P = 0.011),
sedation onset time [weighted mean difference (WMD) = –0.87, 95% CI: –1.42 to –0.31,
P = 0.002], sedation duration (WMD = –9.05, 95% CI:-14.69 to –3.42, P = 0.002), time
to awakening (WMD = –9.75, 95% CI:-17.57 to –1.94, P = 0.014), and incidence of
nausea and vomiting [relative risk (RR) = 0.09, 95% CI:0.04–0.23, P < 0.001) of the test
group were significantly better than those of the control group. However, no significant
differences were identified in incidence of hypotension (RR = 1.18, 95% CI: 0.51–2.74)
and bradycardia (RR = 1.17, 95% CI: 0.13–22.11) between the two groups.

Conclusion: Intranasal administration of DEX is superior to oral chloral hydrate for
sedation during pediatric CT/MRI examinations and has a better safety profile.

Keywords: dexmedetomidine (DEX), chloral hydrate, efficacy, meta-analysis, review

Abbreviations: DEX, dexmedetomidine; CT, Computed tomography; MRI, Magnetic Resonance Imaging; CNKI, China
National Knowledge Infrastructure; RCTs, randomized controlled trials; WMD, weighted mean difference; RR, relative risk;
PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses; FEM, fixed-effects model; REM, random-
effects model.

Frontiers in Pediatrics | www.frontiersin.org 1 March 2022 | Volume 10 | Article 872900

https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/journals/pediatrics#editorial-board
https://www.frontiersin.org/journals/pediatrics#editorial-board
https://doi.org/10.3389/fped.2022.872900
http://creativecommons.org/licenses/by/4.0/
mailto:dangxiujing@126.com
https://doi.org/10.3389/fped.2022.872900
http://crossmark.crossref.org/dialog/?doi=10.3389/fped.2022.872900&domain=pdf&date_stamp=2022-03-31
https://www.frontiersin.org/articles/10.3389/fped.2022.872900/full
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/
https://www.frontiersin.org/journals/pediatrics#articles


fped-10-872900 March 26, 2022 Time: 14:15 # 2

Lyu et al. Dex Sedation for Pediatric Anesthesia

INTRODUCTION

Children, a particular medical group, have poor tolerance
to unfamiliar environments or things and poor emotional
control because of their young age, incomplete physical
and mental development. Therefore, pediatric patients are
prone to uncooperative behaviors such as crying and moving
during Computed tomography (CT) or Magnetic Resonance
Imaging (MRI) and other examinations associated with various
equipment noises as well as cold, dim and claustrophobic
environments. Such adverse emotions and uncooperation will
significantly affect the implementation and effect of imaging
examinations (1). Anxiety and fear can lead to increasing
catecholamine levels in the body, causing tachycardia, increased
airway secretions, shortness of breath; furthermore, the difficulty
for children to separate from their parents and complete
imaging examinations is risen (2). Given the above reasons, it
is necessary to perform moderate to deep sedation or anesthesia
in children, especially infants and preschool children, to alleviate
the anxiety as much as possible during imaging examinations,
maintain absolute immobilization, reduce the production of
motion artifacts, and ultimately improve the quality of CT or MRI
imaging (3, 4).

Chloral hydrate, a sedative/hypnotic drug, has a significant
sedative effect and is commonly used for children (5, 6).
However, this drug still has limitations in pediatric sedation.
Chloral hydrate has a pungent, spicy odor and a slightly
bitter taste, so some children show resistance to oral chloral
hydrate; this oral drug also irritates the gastrointestinal tract
and can lead to nausea, vomiting, and other discomforts in
children (7). Additionally, chloral hydrate, like most sedative
drugs, has irritability after awakening. With the accumulated
clinical experience of its use, severe adverse reactions such as
laryngospasm and respiratory depression have been reported
after the use of chloral hydrate in children (8). Therefore,
it is particularly vital to seek a sedative drug with higher
safety and efficacy to assist children in completing auxiliary
examinations such as MRI.

Dexmedetomidine (DEX) hydrochloride can exert a sedative
effect by activating α2 adrenoceptors, and its speed of onset
is faster than that of traditional sedative drugs. Also, it has
a relatively short period of drug half-life in blood and drug
accumulation in the body. Moreover, DEX hydrochloride can
also play a certain anxiolytic effect by inhibiting sympathetic
nerve activity, with fewer side effects (9). As a result, this
sedative drug has been paid more and more attention clinically.
DEX hydrochloride induces average physiological sleep onset to
achieve sedation for children, so it is theoretically safe and has
good feasibility in pediatric examinations. However, considering
that DEX has some anti-sympathetic effect, the possibility of
causing bradycardia and hypotension theoretically cannot be
ignored when used as a sedative for sedation in pediatric MRI
or CT (10). There is still a lack of clinical experience in the use
of DEX hydrochloride for special populations such as children,
and further in-depth study is needed in terms of the safety
of the medication. Although studies have reported the sedative
effect of intranasal DEX vs. oral chloral hydrate for CT/MRI

examinations in children, the sample size is small, and the
conclusions are controversial (11, 12). Therefore, we performed a
meta-analysis to systematically evaluate the efficacy and safety of
intranasal DEX vs. oral chloral hydrate for CT/MR examinations
in children, thus providing an evidence-based reference for
clinical rational drug use.

METHODS

This meta-analysis was conducted following the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) guideline (13).

Literature Retrieval Strategy
Cochrane Library, PubMed, Embase, Web of Science, China
National Knowledge Infrastructure (CNKI), and China WanFang
were searched for relevant literature up to December 30, 2021,
with language limited to English and Chinese. We aimed
to collect randomized controlled trials (RCTs) investigating
intranasal DEX (test group) or oral chloral hydrate (control
group) for CT/MRI examinations in children. The keywords
searched included: “Dexmedetomidine,” “Infant,” “Child,”
“Children,” “CT,” “Computed tomography,” “MRI,” and
“Magnetic Resonance Imaging.” Detailed retrieval process
in PubMed was provided in Supplementary Table 1. If
some important information were not provided in the
original literature, we would seek it from the corresponding
author through email.

Inclusion and Exclusion Criteria
Inclusion Criteria
Inclusion criteria were: (1) Study design: RCTs in English
or Chinese; (2) Study subjects: Pediatric patients requiring
sedation for CT/MRI examinations, with the American Society of
Anesthesiologists (ASA) classification of I-III; (3) Interventions:
Children in the test group were given intranasal DEX, while
those in the control group received oral chloral hydrate; (4)
Outcome measures: the success rate of sedation, onset time of
sedation, duration of sedation, time to awakening, the incidence
of nausea and vomiting, the incidence of hypotension, incidence
of bradycardia. Successful sedation was defined as the ability
to complete all examinations after the onset of sedation, with
sedation success rate = number of successful sedation/total
number of cases × 100%.

Exclusion Criteria
Exclusion criteria were: (1) literature in which full text or
data cannot be obtained; (2) duplicate publications repeatedly
published literature; (3) case report, review, or animal research.

Literature Screening and Data Extraction
Two investigators independently screened the retrieved articles
for relevancy, extracted data from the studies, and cross-
checked. Discrepancies were resolved by consensus with the
two investigators or by consultation with a third investigator.
Data extracted were included the first author, publication year,
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FIGURE 1 | Flow diagram of literature retrieval.

TABLE 1 | Basic characteristics of the included studies.

References Year Country ASA Average weight (kg) Ages (month) Interventions Sample size
(DEX/CH)

Outcomes

Dex CH Dex (intranasal,
mg/Kg)

CH (oral,
mg/Kg)

Li et al. (14) 2013 China I,II 11.2 11 2–84 2 50 99/107 ÀÁÂÃÄÆ

Qi et al. (15) 2014 China I,II,III 17.67 17.84 24–60 1.5 50–80 20/20 ÀÄ

Zhang et al. (11) 2015 China I,II 3.8 3.3 1–6 1–2 25 100/50 ÀÁÂÃ

Bian et al. (16) 2016 China I,II,III 6.5 7 1–12 1 25 100/100 ÀÄÅ

Yuen et al. (12) 2017 China I,II 12 11.6 2–79 3 50 87/107 ÄÅÆ

Zeng et al. (17) 2019 China I,II 12.15 12.95 12–36 2 60 26/26 ÀÁÂÃ

Feng et al. (18) 2020 China I,II 12.25 12.87 12–36 2 60 30/30 ÀÁÂÄÅ

¬ Success rate of sedation;  Onset time of sedation; ® Duration of sedation; ¯ Time to awakening; ° Incidence of nausea and vomiting; ± Incidence of bradycardia;
² Incidence of hypotension; Dex, dexmedetomidine; CH, chloral hydrate; ASA, American Society of Anesthesiologists.
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number of patients, sex, age, body mass, interventions, and
outcome measures.

Literature Quality Evaluation
Cochrane risk of bias tool version 5.1.0 was used to evaluate the
quality of the included studies in terms of selection bias, selection
bias, performance bias, detection bias, attrition bias, reporting
bias, and other potential sources of bias. Each item was further
divided into high risk, low risk, and unclear.

Statistical Analysis
Meta-analysis was performed using Stata 15.0 software. The
heterogeneity among the results of the included studies was
tested using the χ2-test. Qualitative data were expressed as
relative risk (RR) and 95% confidence interval (CI), while
quantitative data were expressed as weighted mean difference

(WMD) and 95% CI. If there was no statistical heterogeneity
among the studies (P > 0.5, and I2 < 50%), the fixed-effects
model (FEM) was used for analysis; otherwise, the random-
effects model (REM) was selected. If seven or more studies
were included, Egger’s test was performed to assess publication
bias. Additionally, sensitivity analyses were performed to verify
the robustness of the findings. P < 0.05 was considered
statistically significant.

RESULTS

Literature Retrieval Results and Basic
Characteristics of Included Studies
A total of 7 RCTs (11, 12, 14–18) were included in this meta-
analysis, with 1,846 patients (n = 1,325 in the test group, n = 521

FIGURE 2 | Summary risk assessment of literature bias. “Yes” indicates “low risk of bias”; “Unclear” indicates “moderate risk of bias”; “No” indicates “high risk of
bias”.
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FIGURE 3 | Efficacy of dexmedetomidine vs. Chloral hydrate on CT/MRI sedation in children. (A) Success rate of sedation; (B) onset time of sedation; (C) duration
of sedation; (D) time to awakening. CT, Computed tomography; MRI, Magnetic Resonance Imaging.

TABLE 2 | Subgroup analysis.

Outcomes ASA n RR 95%CI P for RR I2 (%) P for heterogeneity Model

Success rate of sedation Overall 7 1.14 1.03∼1.26 0.010 66.9 0.006 REM

I,II 5 1.15 1.00∼1.34 0.056 77.5 0.001 REM

I,II,III 2 1.15 1.03∼1.27 0.009 0.0 0.817 FEM

Incidence of nausea and vomiting Overall 5 0.09 0.04∼0.23 0.000 37.8 0.169 FEM

I,II 3 0.04 0.01∼0.16 0.000 0.0 0.433 FEM

I,II,III 2 0.38 0.09∼1.62 0.192 0.0 0.919 FEM

ASA, American Society of Anesthesiologists; RR, relative risk; CI, confidence interval; REM, random-effects model; FEM, fixed-effects model.
Bold indicates that RR differences are statistically significant.

in the control group). The literature screening process is shown
in Figure 1. The basic characteristics of the included studies are
shown in Table 1. The results of the quality assessment are shown
in Figure 2.

Meta-Analysis Results
Success Rate of Sedation
Seven trials reported the sedation success rate. The REM was used
for meta-analysis because of statistical heterogeneity among the

studies (P = 0.005, I2 = 67.5%, Figure 3A). The result showed
that intranasal DEX had a higher success rate of sedation than
oral chloral hydrate (RR = 1.14, 95% CI: 1.03–1.26, P = 0.011).
Subgroup analysis showed that the heterogeneity did not reduce
in the pooled analysis of sedation success rate in ASA I-II children
(Table 2). Three studies (14, 17, 18) adopted Dex dosage of
2µg/Kg with a pooled sedation success rate of 85.07%, while a
pooled sedation success rate was 71.31% with chloral hydrate
dosage of 50–60 mg/kg.
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Onset Time of Sedation
Four studies reported the onset time of sedation. There was no
statistical heterogeneity among the studies (P = 0.554, I2 = 0.0%),
so the FEM was used for meta-analysis (Figure 3B). The result
showed a shorter onset time of sedation in children given
intranasal DEX compared with those receiving oral chloral
hydrate (WMD = –0.87, 95% CI: –1.42 to –0.31, P = 0.002).

Duration of Sedation
Four studies reported the duration of sedation. Statistical
heterogeneity was found among the studies (P < 0.001,
I2 = 86.9%), so the REM was employed for meta-analysis
(Figure 3C). The result showed that compared with the control
group, intranasal DEX achieved shorter duration of sedation
(WMD = –9.05, 95% CI: –14.69 to –3.42, P = 0.002).

Time to Awakening
Three studies reported the time to awakening. The REM was
adopted for meta-analysis due to statistical heterogeneity among
the studies (P < 0.001, I2 = 89.2%, Figure 3D). The result
revealed that intranasal DEX was associated with a shorter time
to awakening compared with the control group (WMD = –9.75,
95% CI: –17.57 to –1.94, P = 0.014).

Incidence of Nausea and Vomiting
Five studies reported the incidence of nausea and vomiting. There
was no statistical heterogeneity among the studies (P = 0.169,
I2 = 37.8%), so a FEM was utilized for meta-analysis (Figure 4A).
According to the results, intranasal DEX showed a lower
incidence rate of nausea and vomiting than in the control group
(RR = 0.09, 95% CI: 0.04–0.23, P < 0.001). Subgroup analysis
showed that the heterogeneity was significantly reduced in the
pooled analysis of the incidence of nausea and vomiting in ASA
I-II children (Table 2).

Incidence of Bradycardia
Three studies reported the incidence of bradycardia. The REM
was used (P = 0.027, I2 = 72.3%) and meta-analysis result found
no significant difference in the incidence rate of bradycardia
between the two groups (RR = 1.17, 95% CI: 0.13–22.11, P> 0.05,
Figure 4B).

Incidence of Hypotension
Two studies reported incidence of hypotension. The FEM was
used (P = 0.708, I2 = 0.0%) and meta-analysis result found
no significant difference in the incidence rate of hypotension
between the two groups (RR = 1.17, 95% CI: 0.13–22.11, P> 0.05,
Figure 4C).

Detection of Publication Bias
Publication bias analysis was performed using the success rate of
sedation as an index. As a result, the P-value was 0.058 for Egger’s
test, suggesting no significant publication bias in this study.

Sensitivity Analysis
Sensitivity analysis was performed using the success rate of
sedation, duration of sedation, the incidence of nausea and

FIGURE 4 | Safety of dexmedetomidine vs. Chloral hydrate on CT/MRI
sedation in children. (A) Incidence of nausea and vomiting; (B) incidence of
bradycardia; (C) incidence of hypotension.

vomiting, and the incidence of bradycardia as indicators.
The results showed that the effect sizes of these outcome
measures did not change significantly after omitting any of the
articles, indicating that the results were robust and credible
(Figures 5A–D).
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FIGURE 5 | Sensitivity analysis. (A) Success rate of sedation; (B) duration of sedation; (C) incidence of nausea and vomiting; (D) incidence of bradycardia.

DISCUSSION

Chloral hydrate has been widely used for sedation in children
and can be administered orally or rectally. It is absorbed in the
gastrointestinal tract and reaches peak plasma concentrations
in 30–60 min; however, this drug is not safe enough because
its long-acting metabolite, trichloroethanol, has a half-life of
12–24 h and is hepatotoxic (19). Chloral hydrate can cause
respiratory depression in children, accompanied by delayed
sedation, nausea and vomiting (20, 21), so its application is
limited. Additionally, animal experiments have found that chloral
hydrate, as a γ-aminobutyric acid (GABA) receptor agonist
and N-methyl-D-aspartate (NMDA) receptor antagonist, may
affect brain development and induce neurotoxicity or neuronal
cell apoptosis (22–24). There are increasing reports on chloral
hydrate-caused adverse events of neurodevelopment in children
(25). By contrast, existing animal studies have preliminarily
confirmed that DEX does not act on the above receptors and
may also have some protective effect against acute organ injury

(26, 27). Also, some meta-analyses have shown that DEX has a
protective effect on ischemic brain injury (28).

DEX acts at α2 adrenergic receptors in the locus coeruleus to
induce non-rapid eye movement sleep in the natural state; this
intranasal drug produces sedation with greater bioavailability and
fewer adverse effects (29, 30). Intranasal administration of DEX
will not make pediatric patients feel uncomfortable. In the case
of sedation failure, it can also be re-administered (dose range of
1–4 µg/kg, usually 1 µg/kg). Intranasal administration of DEX
has an average onset time of 30–40 min and an average time to
awakening of about 90 min, and its main adverse reactions are
hypotension and bradycardia, but the symptoms are mild and do
not require therapeutic support (31).

This study showed that compared with the control group,
intranasal DEX had a higher sedation success rate and lower onset
time of sedation, duration of sedation, and time to awakening
in pediatric CT/MRI examinations. It has been reported that
intranasal administration of DEX can be successfully used as
a rescue measure of failed chloral hydrate sedation during
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non-painful diagnostic procedures (32). Moreover, oral chloral
hydrate can easily cause nausea, vomiting, stomach pain,
respiratory depression, and other adverse reactions, which are
not readily accepted by children and parents. This meta-analysis
showed intranasal DEX led to a significantly lower incidence of
nausea and vomiting in children. Intranasal administration of
DEX is a non-invasive administration and therefore is readily
accepted by children and parents. Collectively, DEX can replace
chloral hydrate for sedation before pediatric examinations.

Although the subgroup analysis of ASA I-II Children showed
a pooled analysis of sedation success with a P-value of 0.056,
heterogeneity was higher than that of the overall analysis,
indicating the overall pooled analysis preferable. Therefore,
the results of subgroup analysis also support that, compared
with oral chloral hydrate, intranasal Dex can increase the
success rate of MRI/CT in children and reduce the rate of
nausea and vomiting.

In terms of safety, the incidence of bradycardia and
hypotension had no significant difference between the two
groups. Although children showed a dose-dependent reduction
in heart rate after the use of DEX, the vast majority of
the decrease is within the clinically safe range and requires
no medical treatment. In this study, Egger’s test on the
success rate of sedation found no significant publication bias.
Sensitivity analysis of the four indicators (success rate of sedation,
duration of sedation, incidence of nausea and vomiting, and
incidence of bradycardia) also showed that no studies that
significantly changed the original conclusions and indicated
robust conclusions obtained.

The dose of intranasal Dex ranged from 1 to 3 µg/kg, while
the dose of chloral varied between 25 and 80 mg/kg in Children
(33). A meta-analysis performed by Lewis et al. (33) exploring
sedation in children with intranasal Dex showed that the sedation
success rate was as high as over 85% with a Dex dosage of 2µg/kg,
administration of 2µg/kg appearing to be the optimal dose. In
our meta-analysis, the combined sedation success rate of three
studies using 2µg/kg Dex was 85.07%, which was consistent with
the findings of Lewis et al.

This study, however, still has several limitations. First, some
studies did not describe the specific allocation concealment and
blind method, and there may be implementation, measurement,
and other biases. Second, the sample size of the included studies

was small, and the power of the test may be insufficient.
Third, the dose of the drugs and the age of the children
are not the same, which may lead to reduced accuracy and
implementability of the findings. Fourth, the included articles
were all Chinese ones, causing uncertainty about the applicability
of our pooled conclusions to populations in other countries. Fifth,
the number of included literature of each indicator was limited,
thus bringing some impact on the robustness of the conclusions.
Despite the above limitations, this study is the first meta-analysis
investigating the sedative effect and safety of intranasal DEX vs.
oral chloral hydrate in pediatric CT/MRI examinations and has
critical clinical implications.

In conclusion, intranasal DEX is superior to oral chloral
hydrate for sedation and better safety during pediatric CT/MRI
examinations. This meta-analysis provides evidence-based
medical evidence for the clinical use of intranasal DEX for
sedation before pediatric CT/MRI examinations. Considering
the limitations of this study, this conclusion needs to be further
validated by large-sample, multicenter, high-quality RCTs.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

AUTHOR CONTRIBUTIONS

XL, YT, and XD: substantial contribution to the conception and
design of the work, manuscript drafting, acquisition, analysis, and
interpretation of the data, revising the manuscript critically, and
final approval of the version to be published. XL and YT: critical
revision of the manuscript. All authors have read and approved
the final manuscript.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fped.
2022.872900/full#supplementary-material

REFERENCES
1. Stunden C, Stratton K, Zakani S, Jacob J. Comparing a virtual reality-based

simulation app (VR-MRI) with a standard preparatory manual and child life
program for improving success and reducing anxiety during pediatric medical
imaging: randomized clinical trial. J Med Internet Res. (2021) 23:e22942. doi:
10.2196/22942

2. Jaimes C, Robson CD, Machado-Rivas F, Yang E, Mahan K, Bixby
SD, et al. Success of nonsedated neuroradiologic MRI in children 1-7
years old. AJR Am J Roentgenol. (2021) 216:1370–7. doi: 10.2214/ajr.20.2
3654

3. Kino A, Zucker EJ, Honkanen A, Kneebone J, Wang J, Chan F, et al. Ultrafast
pediatric chest computed tomography: comparison of free-breathing vs.
breath-hold imaging with and without anesthesia in young children. Pediatr
Radiol. (2019) 49:301–7. doi: 10.1007/s00247-018-4295-5

4. Callahan MJ, MacDougall RD, Bixby SD, Voss SD, Robertson RL, Cravero
JP. Ionizing radiation from computed tomography versus anesthesia
for magnetic resonance imaging in infants and children: patient safety
considerations. Pediatr Radiol. (2018) 48:21–30. doi: 10.1007/s00247-017-4
023-6

5. Finnemore A, Toulmin H, Merchant N, Arichi T, Tusor N, Cox D, et al. Chloral
hydrate sedation for magnetic resonance imaging in newborn infants. Paediatr
Anaesth. (2014) 24:190–5. doi: 10.1111/pan.12264

6. Kil HK, Kim WO, Han SW, Kwon Y, Lee A, Hong JY. Psychological
and behavioral effects of chloral hydrate in day-case pediatric surgery: a
randomized, observer-blinded study. J Pediatr Surg. (2012) 47:1592–9. doi:
10.1016/j.jpedsurg.2011.12.025

7. Cao Q, Lin Y, Xie Z, Shen W, Chen Y, Gan X, et al. Comparison of sedation by
intranasal dexmedetomidine and oral chloral hydrate for pediatric ophthalmic
examination. Paediatr Anaesth. (2017) 27:629–36. doi: 10.1111/pan.13148

Frontiers in Pediatrics | www.frontiersin.org 8 March 2022 | Volume 10 | Article 872900

https://www.frontiersin.org/articles/10.3389/fped.2022.872900/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fped.2022.872900/full#supplementary-material
https://doi.org/10.2196/22942
https://doi.org/10.2196/22942
https://doi.org/10.2214/ajr.20.23654
https://doi.org/10.2214/ajr.20.23654
https://doi.org/10.1007/s00247-018-4295-5
https://doi.org/10.1007/s00247-017-4023-6
https://doi.org/10.1007/s00247-017-4023-6
https://doi.org/10.1111/pan.12264
https://doi.org/10.1016/j.jpedsurg.2011.12.025
https://doi.org/10.1016/j.jpedsurg.2011.12.025
https://doi.org/10.1111/pan.13148
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/
https://www.frontiersin.org/journals/pediatrics#articles


fped-10-872900 March 26, 2022 Time: 14:15 # 9

Lyu et al. Dex Sedation for Pediatric Anesthesia

8. Litman RS, Kottra JA, Verga KA, Berkowitz RJ, Ward DS. Chloral hydrate
sedation: the additive sedative and respiratory depressant effects of nitrous
oxide. Anesth Analg. (1998) 86:724–8. doi: 10.1097/00000539-199804000-
00009

9. Gao X, Zhao T, Xu G, Ren C, Liu G, Du K. The efficacy and safety of
ultrasound-guided, bi-level, erector spinae plane block with different doses of
dexmedetomidine for patients undergoing video-assisted thoracic surgery: a
randomized controlled trial. Front Med. (2021) 8:577885. doi: 10.3389/fmed.
2021.577885

10. Martin-Flores M, Mostowy MM, Pittman E, Sakai DM, Mohammed
HO, Gleed RD, et al. Investigation of associations between preoperative
acepromazine or dexmedetomidine administration and development of
arterial hypotension or bradycardia in dogs undergoing ovariohysterectomy. J
Am Vet Med Assoc. (2019) 255:193–9. doi: 10.2460/javma.255.2.193

11. Zhang W, Wang Z, Song X, Fan Y, Tian H, Li B. Comparison of rescue
techniques for failed chloral hydrate sedation for magnetic resonance imaging
scans–additional chloral hydrate vs intranasal dexmedetomidine. Paediatr
Anaesth. (2016) 26:273–9. doi: 10.1111/pan.12824

12. Yuen V, Li BL, Cheuk D, Leung M, Irwin M. A randomised controlled trial
of oral chloral hydrate vs. intranasal dexmedetomidine before computerised
tomography in children. Anaesthesia. (2017) 72:299. doi: 10.1111/anae.13981

13. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. Int J Surg.
(2010) 8:336–41.

14. Li BL, Song RX, Li YQ, Li YM, Liu QX. T1le effectiveness and safety
of intranasal dexmedetomidine and oral chloral hydrate for pediatric CT
sedation. J Clin Anesthesiol. (2013) 29:859–62.

15. Qi S, Li LY, Liang F. Observation on the sedative effect of intranasal
dexmedetomidine used for MRI scanning in children. Matern Child Health
Care China. (2014) 29:3832–3.

16. Bian Y, Lu Y, Jin LH, Zhang MZ, Huang YH. Efficacy and safety of rescue
sedation of intranasal dexmedetomidine versus traditional rescue techniques
for radiological scans in infants less than 12 months. Shanghai Med J. (2016)
39:729–34.

17. Zeng Y, Li ZY, Gao GY, Wu JH. Clinical observation on chloral hydrate and
dexmedetomidine for pediatric MRI inspection sedation. Pract J Med Pharm.
(2019) 36:31–4.

18. Feng Y, Liu DD, Jia YT, Guan J, Guo XW, Ma YF. Sedative effects of nebulized
inhalation of dexmedetomidine before CT/MRI examination in children. J
Pediatr Pharm. (2020) 26:28–31.

19. Steinberg AD. Should chloral hydrate be banned? Pediatrics. (1993) 92:442–6.
doi: 10.1542/peds.92.3.442

20. Ganigara M, Srivastava S, Malik P, Fong S, Ko H, Parness I, et al. Comparison
of chloral hydrate and pentobarbital sedation for pediatric echocardiography.
Echocardiography. (2019) 36:766–9. doi: 10.1111/echo.14301

21. Necula V, Stamate MC, Blebea C, Cozma S. Safety and effectiveness of
chloral hydrate in outpatient paediatric sedation for objective hearing tests.
Int J Pediatr Otorhinolaryngol. (2019) 126:109605. doi: 10.1016/j.ijporl.2019.
109605

22. Scheibler P, Kronfeld A, Illes P, Allgaier C. Trichloroethanol impairs NMDA
receptor function in rat mesencephalic and cortical neurones. Eur J Pharmacol.
(1999) 366:R1–2. doi: 10.1016/s0014-2999(98)00924-8

23. Lu J, Greco M. Sleep circuitry and the hypnotic mechanism of GABAA drugs.
J Clin Sleep Med. (2006) 2:S19–26.

24. Poon R, Nakai J, Yagminas A, Benoit F, Moir D, Chu I, et al. Subchronic
toxicity of chloral hydrate on rats: a drinking water study. J Appl Toxicol.
(2002) 22:227–36. doi: 10.1002/jat.843

25. Costa LR, Costa PS, Brasileiro SV, Bendo CB, Viegas CM, Paiva SM. Post-
discharge adverse events following pediatric sedation with high doses of oral
medication. J Pediatr. (2012) 160:807–13. doi: 10.1016/j.jpeds.2011.10.025

26. Huang DY, Li Q, Shi CY, Hou CQ, Miao Y, Shen HB. Dexmedetomidine
attenuates inflammation and pancreatic injury in a rat model of experimental
severe acute pancreatitis via cholinergic anti-inflammatory pathway.ChinMed
J. (2020) 133:1073–9. doi: 10.1097/CM9.0000000000000766

27. Wang Z, Wu J, Hu Z, Luo C, Wang P, Zhang Y, et al. Dexmedetomidine
alleviates lipopolysaccharide-induced acute kidney injury by inhibiting
p75NTR-mediated oxidative stress and apoptosis. Oxid Med Cell Longev.
(2020) 2020:5454210. doi: 10.1155/2020/5454210

28. Jiang L, Hu M, Lu Y, Cao Y, Chang Y, Dai Z. The protective effects of
dexmedetomidine on ischemic brain injury: a meta-analysis. J Clin Anesth.
(2017) 40:25–32. doi: 10.1016/j.jclinane.2017.04.003

29. Li A, Yuen VM, Goulay-Dufaÿ S, Sheng Y, Standing JF, Kwok PCL, et al.
Pharmacokinetic and pharmacodynamic study of intranasal and intravenous
dexmedetomidine. Br J Anaesth. (2018) 120:960–8. doi: 10.1016/j.bja.2017.11.
100

30. Jun JH, Kim KN, Kim JY, Song SM. The effects of intranasal dexmedetomidine
premedication in children: a systematic review and meta-analysis. Can J
Anaesth. (2017) 64:947–61. doi: 10.1007/s12630-017-0917-x

31. van Hoorn CE, Flint RB, Skowno J, Davies P, Engelhardt T, Lalwani
K, et al. Off-label use of dexmedetomidine in paediatric anaesthesiology:
an international survey of 791 (paediatric) anaesthesiologists. Eur J Clin
Pharmacol. (2021) 77:625–35. doi: 10.1007/s00228-020-03028-2

32. Li B, Yuen V, Song X, Ye J, Ni J, Huang J, et al. Intranasal dexmedetomidine
following failed chloral hydrate sedation in children. Anaesthesia. (2014)
69:240–4. doi: 10.1111/anae.12533

33. Lewis J, Bailey CR. Intranasal dexmedetomidine for sedation in children; a
review. J Perioper Pract. (2019) 30:170–5. doi: 10.1177/1750458919854885

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2022 Lyu, Tao and Dang. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (CC BY). The use,
distribution or reproduction in other forums is permitted, provided the original
author(s) and the copyright owner(s) are credited and that the original publication
in this journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these terms.

Frontiers in Pediatrics | www.frontiersin.org 9 March 2022 | Volume 10 | Article 872900

https://doi.org/10.1097/00000539-199804000-00009
https://doi.org/10.1097/00000539-199804000-00009
https://doi.org/10.3389/fmed.2021.577885
https://doi.org/10.3389/fmed.2021.577885
https://doi.org/10.2460/javma.255.2.193
https://doi.org/10.1111/pan.12824
https://doi.org/10.1111/anae.13981
https://doi.org/10.1542/peds.92.3.442
https://doi.org/10.1111/echo.14301
https://doi.org/10.1016/j.ijporl.2019.109605
https://doi.org/10.1016/j.ijporl.2019.109605
https://doi.org/10.1016/s0014-2999(98)00924-8
https://doi.org/10.1002/jat.843
https://doi.org/10.1016/j.jpeds.2011.10.025
https://doi.org/10.1097/CM9.0000000000000766
https://doi.org/10.1155/2020/5454210
https://doi.org/10.1016/j.jclinane.2017.04.003
https://doi.org/10.1016/j.bja.2017.11.100
https://doi.org/10.1016/j.bja.2017.11.100
https://doi.org/10.1007/s12630-017-0917-x
https://doi.org/10.1007/s00228-020-03028-2
https://doi.org/10.1111/anae.12533
https://doi.org/10.1177/1750458919854885
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/
https://www.frontiersin.org/journals/pediatrics#articles

	Efficacy and Safety of Intranasal Dexmedetomidine vs. Oral Chloral Hydrate for Sedation in Children Undergoing Computed Tomography/Magnetic Resonance Imaging: A Meta-Analysis
	Introduction
	Methods
	Literature Retrieval Strategy
	Inclusion and Exclusion Criteria
	Inclusion Criteria
	Exclusion Criteria

	Literature Screening and Data Extraction
	Literature Quality Evaluation
	Statistical Analysis

	Results
	Literature Retrieval Results and Basic Characteristics of Included Studies
	Meta-Analysis Results
	Success Rate of Sedation
	Onset Time of Sedation
	Duration of Sedation
	Time to Awakening
	Incidence of Nausea and Vomiting
	Incidence of Bradycardia
	Incidence of Hypotension

	Detection of Publication Bias
	Sensitivity Analysis

	Discussion
	Data Availability Statement
	Author Contributions
	Supplementary Material
	References


