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Dexmedetomidine is effective and safe
during NIV in infants and young children
with acute respiratory failure
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Abstract

Background: Noninvasive ventilation (NIV) is increasingly utilized in infants and young children, though associated
with high failure rates due to agitation and poor compliance, mostly if patient-ventilator synchronization is required.

Methods: A retrospective cohort study was carried out in an academic pediatric intensive care unit (PICU).
Dexmedetomidine (DEX) was infused as unique sedative in 40 consecutive pediatric patients (median age
16 months) previously showing intolerance and agitation during NIV application.

Results: During NIV clinical application both COMFORT-B Score and Richmond Agitation-Sedation Scale (RASS)
were serially evaluated. Four patients experiencing NIV failure, all due to pulmonary condition worsening, required
intubation and invasive ventilation. 36 patients were successfully weaned from NIV under DEX sedation and
discharged from PICU. All patients survived until home discharge.

Conclusion: Our data suggest that DEX may represent an effective sedative agent in infants and children showing
agitation during NIV. Early use of DEX in infants/children receiving NIV for acute respiratory failure (ARF) should be
considered safe and capable of improving NIV, thus permitting both lung recruitment and patient-ventilator
synchronization.
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Background
Noninvasive ventilation (NIV) has been reported as
effective for treatment of respiratory failure associated
with different respiratory diseases in childhood [1, 2]. Its
usefulness has also been suggested in postoperative and
immunocompromised pediatric patients [3, 4]. However,
interface intolerance and agitation may represent a
major clinical problem and a frequent cause of NIV
failure. Some authors have reported the use of sedatives
to obtain adequate compliance with NIV. Although NIV
requires less sedation than invasive ventilation, agitated
patients should be given the minimum sedation neces-
sary to tolerate NIV interfaces.
Despite in adults data suggesting that the use of

sedatives or opioids may improve patient comfort and

tolerance during NIV, [5–7]. Pediatric intensive care unit
(PICU) clinicians are often reluctant to administer these
drugs in non-invasively ventilated infants, mainly
because of concerns that they may induce respiratory
and cardiovascular side effects [8–10].
Dexmedetomidine (DEX) is an α2-adrenergic agonist

with a unique mechanism of action, providing sedation
and anxiolysis via receptors within the locus coeruleus,
analgesia via receptors in the spinal cord, and attenuation
of stress response with no significant respiratory depres-
sion; several studies have demonstrated short length of
weaning [8–11]; Moreover, DEX has been recently pro-
posed to manage NIV failure due to interface intolerance
in adult patient with acute respiratory failure (ARF).
To date, few data have been reported on the use of

DEX as a single agent for sedation in pediatric patients
showing agitation during NIV. In this retrospective
study, we describe our experience with DEX as a single
sedative agent during NIV in pediatric patients.
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Methods
Setting
This retrospective uncontrolled clinical study was con-
ducted at Catholic University PICU. The Institutional
Review Board approved the study and waived the need
for a written informed consent as DEX was part of the
standard sedative regimen in our PICU. According to
our national legislation, intravenous DEX is allowed in
pediatric patients undergoing ventilatory support within
a ICU setting.

Patients
From january 2013 to july 2014, 40 consecutive infants
and children admitted to our PICU with ARF and
managed with NIV for > 8 h were evaluated. Indication for
NIV was: early onset dyspnea, typical findings on chest
radiograph (e.g., marked hyperinflation, bilateral infiltrates,
perihilar bat wing appearance), and signs of acute respira-
tory distress defined by mild-to-moderate hypoxemia
(Pao2/Fio2 > 100 < 300 mmHg). Patients were deemed as
needing sedation during NIV if they were uncooperative
due to young age, with 1 or more on the RASS score and
22 or more on the Comfort-B scale [12, 13].
Exclusion criteria were: age > 12 years, systolic blood

pressure (BP) < 80 mmHg, heart rate < 60 beats/min, the
presence of acute decompensated heart failure accompan-
ied by a left ventricular ejection fraction < 25%, heart block
of every grade, hepatic or renal failure, digestive tract
hemorrhage or a do-not-resuscitate or do-not-intubate
order.
NIV was performed using a Maquet-Servo I ventilator

with NIV software, whereas CPAP was administered by a
Drager Continuous flow CPAP generator. NIV failure
was defined, according to our PICU protocol, as the
need for intubation and invasive ventilation.
The primary endpoint of the study was the efficacy of

sedation with DEX during NIV, as demonstrated by the
sedation scores.
Secondary endpoints were a) the improvement of gas

exchanges while on NIV, b) the rate of NIV failure due
to NIV intolerance, b) the rate of DEX-related cardiovas-
cular side effects.

Infusion protocol
All patients started DEX at a 0.5–0.7 mcg/kg/h intra-
venous continuous infusion and titrated upwards until
1.0–1.4 mcg/kg/hr. depending on the sedation level
achieved. All patients during NIV were maintained
within an adequate sedation target assessed by the
Comfort-B score between 11 and 22. DEX maximal
dose was 1,4 mcg/kg/h. In all cases, no bolus of DEX
was administered.

Sedation state assessment and data collection
The level of sedation was evaluated as the main outcome
variable using the Comfort-B score and RASS. These
scores were evaluated at baseline and after 2, 8,
16,24,48,72 h from starting sedation, according to our
PICU NIV protocol. Comfort-B scale [12, 13] is designed
for infants and children, containing 6 assessment
categories: level of consciousness; agitation; respiratory
response (if patient is under mechanical ventilation) or
crying; physical movements; muscular tone and facial
tension. Each category can take a score from 1 to 5 for a
global score from 6 to 30. According to our institutional
protocol a score under 10 describes an over-sedated is
over-sedated, above 23 describes an under-sedated pa-
tient. Between 11 and 16 the sedation is optimal, while
between 17 and 23 the sedation is uncertain, the patient
could feel pain. Comfort-B and RASS scores [14, 15]
were evaluated by the attending nurse on a regular basis
and inserted in the nurse section of the PICU electronic
chart.
All the cardio-respiratory variables were retrospect-

ively collected from our electronic medical records soft-
ware. (Digistat®, Florence, Italy).
Data were collected using a Microsoft Excel 97–2003

spreadsheet (Microsoft Corporation, Redmond, USA)
and analyzed in SPSS version 20.0 (IBM, Armonk, USA).
Mean, median, SD and Inter Quartile Range (IQR) are
given for normally distributed metric variables, frequen-
cies and percentages are given for non-metric variables.
T-Test or Mann-Whitney U tests were performed, as ap-
propriate; Fisher’s exact test or Pearson’s chi square were
applied to observe associations for qualitative variables.
A p-value of < 0.05 was considered statistically as
significant.

Results
Median age was 16 months (IQR 6,5; 33.50), while
median body weight was 12 kg (IQR 6,2; 17) and M/F
ratio 3.0; main diagnoses were bronchiolitis [12]; Acute
respiratory distress syndrome (ARDS) [7] chest trauma
[2], burn-associated respiratory failure [4], status asth-
maticus [3], neurological illness [3], pneumonia [4],
Bronchopulmonary Dysplasia [3] and post-operative
patients [2]. Median Pediatric Risk of Mortality
(PRISM)-III24 for the study group was 15.5 (IQR 12;22)
(Table 1).
All patients were hypoxemic at NIV beginning, with a

median P/F ratio of 175 (IQR 150;203). NIV was associ-
ated with a significant P/F ratio increase (Fig. 1). Median
NIV application was 48 h (IQR 36; 96), with a median
PICU stay of 7 days (IQR 5.0; 18.7); as a whole, 16 (40%)
patients received Continuous Positive Airway Pressure
(CPAP) only, while the remaining patients were given
Non Invasive Positive Pressure Ventilation (NPPV) (12
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patients, 30%) and NPPV+CPAP (12 patients, 30%). NIV
was administerd in 12 patients using a helmet (30%), a
TotalFaceMask in 11 pts. (27,5%) and a Nasal Mask in
17 pts. (42,5%). PICU lenght of stay (LOS) was statisti-
cally related to the duration of NIV and to the severity
score (PRISM-III24) and inversely related to patients’s
age (Fig. 2).
With regard to the primary study endpoint, Comfort-B

score and RASS significantly decreased from the basal
value, assessed just before starting sedation (Fig. 3). A
significant difference between Comfort-B scale at the
basal value and 2 h after DEX infusion (p: 0,001) was
recorded; then the sedation’s degree remained stable.
No patient required NIV discontinuation due to NIV

intolerance: 4 infants (10%) required NIV suspension
and conversion to endotracheal intubation and conven-
tional ventilation, due to a progressive deterioration of
their respiratory condition; all these patients were shifted
back to NIV and could be weaned and discharged from
the PICU.
DEX infusion was associated with cardiocirculatory

modifications, as evidenced in Fig. 4. A significant
decrease in heart rate (HR) and mean arterial pressure
(MAP) after 2 h from DEX introduction was recorded.
Conversely no significant differences in heart rate (HR)
and MAP were observed in subsequent time-points
during the infusion of DEX. Regarding the effect on
heart rate, pre-NIV application median levels for HR
were 128 bpm (IQR 123.5; 143). No patient developed
severe bradycardia or hypotension requiring DEX
infusion interruption or rescue drugs.

Table 1 Demographic data (n = 40 patients)

Variables Median (IQR)

Age (months) 16 (6,50-33,50)

Weight (kg) 12 (6,2–17)

Gender (M/F) 30/10

PRSIM III 24 15,50 (12–22)

Niv Duration (hours) 48 (36;96)

PICU LOS (days) 7 (5–18,7)

PO2/FiO2 Ratio at NIV onset 175 (150–203)

Main diagnosis

Bronchiolitis 12 (30%)

ARDS 7 (17,5%)

Chest trauma 2 (5%)

Burn-associated Respiratory Failure 4 (10%)

Status Asthmaticus 3 (7,5%)

Neurological illness 3 (7,5%)

Pneumonia 4 (10%)

Bronchopulmonary Dysplasia 3 (7,5%)

Post-operative patients 2 (5%)

NIV Interfaces

Helmet 12 (30%)

Total Face Mask 11 (27,5%)

Nasal Mask 17 (42,5%)

NIV Non Invasive Ventilation, PICU LOS Pediatric intensive Critical Unit length
of stay, ARDS acute respiratory distress syndrome
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Fig. 1 Arterial gas analysis and respiratory parameters during NIV in DEX. P/F: PaO2 /FiO2 ratio; B: Basal; I: after 8 h; II; after 24 h; E (End): after 48 h
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Discussion
The results of this retrospective analysis suggest that the
use of DEX is effective, safe and associated with NIV
tolerance, with a low level of NIV failure in infants and
young children.
There is increasing interest in NIV use in critically ill

infants and children, as NIV can reduce the intubation
rate [1] improving gas exchange [16] and decreasing
work of breathing (WOB) [17].
On the other hand, NIV failure has been associated

with a high risk of prolonged mechanical ventilation
[18]. Published rates of NIV failure (i.e., patients intu-
bated after starting NIV) range between 8.8 and 43%,
depending on the population under assessment [19, 20].
Patient cooperation is crucial for NIV success at all

ages, particularly if patient-ventilator synchronization is
required, as during NPPV. As a consequence, young
children often show a suboptimal interaction, having
both higher breathing rates [21] and less effective in-
spiratory efforts than adults, with increased asyn-
chronies. Recent data have shown the association of an
high rate of asynchrony with increased NIV failure rate
and ventilatory support prolongation [22, 23].
Mask intolerance generated by pain and discomfort

may lead the refusal of NIV, prompting its discontinu-
ation and leading to endotracheal intubation [24];
Conversely, gas exchange can improve under NIV when

an adequate level of anxiolysis and analgesia are obtained,
resulting in better synchronization and patient-ventilator
interaction; Patient-Ventilator synchronization per se
further improves patient tolerance [25].
Due to poor cooperation and anticipatory anxiety, NIV

before 2 years of age is often achievable only as CPAP or
unsynchronized NPPV [21]. This condition is likely to
limit the field of application of NIV to the less severely
ill patients.
In the adult experience, few studies suggest that con-

tinuous infusion of a single sedative agent – as a benzodi-
azepine or an opioid - may decrease patient discomfort,
with no significant effects on respiratory drive, respiratory
pattern, or hemodynamics [26, 5, 7, 27].
Few data exist regarding current sedation practices

during NIV in childhood, and no specific investigation
has been reported. All recent publications about
sedation in pediatric NIV refer to common practices
rather than controlled studies [28–30].
Among the sedatives, DEX may offer an optimal

sedation profile, for its low risk of depression of the
respiratory centres, associated with unmodified airway
patency [31].
In PICU, prolonged DEX infusions have been associ-

ated with a reduction in concomitant analgesics and
sedatives. A recent study demonstrated that DEX used
as primary sedation agent or in peri-extubation time
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improves the quality of sedation compared to other
sedatives [32]. DEX has been reported diffusely as well
tolerated; also cardiovascular variables remained within
clinical acceptable ranges, provided bolus doses were
avoided [33]. DEX commonly reported side effects are
hypotension and bradycardia, but have been inconsist-
ently reported among critically ill children. Tobias and
Berkenbosch [34], in their randomized controlled trial,
did not report clinically significant hypotension but one
patient did develop bradycardia requiring DEX discon-
tinuation. Walker et al. [35] did not report any adverse
effects. Both Chrysostomou et al. [36] and Diaz et al. [37]
found that hypotension occurred more frequently than
bradycardia, requiring either a decrease or complete
cessation of DEX infusion.

Limitations of the study
Some limitations of this study must be acknowledged:
the most important is its retrospective design, suggesting
the need for confirmatory data from prospective

controlled studies. Secondly, this study was performed
in a PICU with large experience both on NIV and DEX
use, thus possibly reducing the generalization of the ob-
tained results.

Conclusions
The results of our study suggest that DEX infusion may
provide an effective light level of sedation (i.e Comfort-B
between 10 and 22 and RASS above 1) in infants and
young children receiving NIV, avoiding the association
with opioids or benzodiazepines.
In infants receiving NIV, the possibility of maintaining

a regular respiratory activity without depression episodes
and/or upper airway obstruction is of great relevance. In
our experience, the use of DEX sedation was safe and
well tolerated, permitting the successful application of
NIV in this young pediatric population.

Abbreviations
ARF: Acute respiratory failure; BP: Blood pressure; CPAP: Continuous Positive
Airway Pressure; DEX: Dexmedetomidine; HR: Heart rate; IQR: Inter Quartile
Range; LOS: PICU long of stay; MAP: Mean arterial pressure; NIV: Noninvasive
ventilation; NPPV: Non Invasive Positive Pressure Ventilation; PICU: Pediatric
intensive care unit; PRISM: Median Pediatric Risk of Mortality; RASS: Richmond
Agitation-Sedation Scale

Acknowledgments
We want to thank the entire PICU team that has allowed the realization of
the study.

Funding
The study was funded by Pediatric Intensive Care Unit, Fondazione
Policlinico A. Gemelli IRCCS and Catholic University of Rome, Italy.

HR-b
as

HR+2
HR+8

HR+2
4

HR+4
8

MAP-b
as

MAP+2

MAP+8

MAP+2
4

MAP+4
8

0

50

100

150

200

H
R

 (
b

p
m

);
 M

A
P

 (
to

rr
)

Trend of HR (bpm) and MAP (torr)
in infants undergoing NIV

< 0.0001

0.00130.0218

< 0.0001

Fig. 4 COMFORT B score and RASS score during NIV application

CMF-bas CMF+2 CMF+8 comf+24 comf+48 comf+72
0

10

20

30

COMFORT B score
during NIV application

C
O

M
F

O
R

T
 B

 s
co

re

0.0044

0.0004

RASS-bas RASS+2 RASS+8 RASS+24 RASS+48 RASS+72
-4

-2

0

2

4

RASS score
 during NIV application

0.0033

0.0298

Fig. 3 Trend in HR (bpm) and MAP (torr) in infants undergoing NIV

Piastra et al. BMC Pediatrics  (2018) 18:282 Page 5 of 7



Availability of data and materials
Data will not be shared because our data are extracted from a clinical
database and the ethics committee allows us only an anonymous utilization.

Authors’ contributions
MP ideated the study, analyzed data and wrote the first draft of the paper.
AP and DLD analyzed data, gave important contribution to study design and
wrote the article draft. SG, EL, OG and EP collected data, helped in their
analysis and interpretation. They also contributed for important intellectual
contribution to the paper. GC helped to design the study, supervised the
whole research and gave important intellectual contribution both to the
data acquisition and interpretation and to the paper preparation. All
coauthors approved the paper in the final version.

Ethics approval and consent to participate
The Ethical Committee “Comitato Etico dell’Università Cattolica Del Sacro
Cuore” approved the study and waived the need for informed consent.
Reference number 26257/14.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Pediatric Intensive Care Unit, Fondazione Policlinico A. Gemelli IRCCS and
Catholic University of Rome, L.go A.Gemelli, 8, Rome, Italy. 2Division of
Pediatrics and Neonatal Critical Care, Medical Center “A.Béclère”, South Paris
University Hospitals, Paris, France.

Received: 12 January 2018 Accepted: 16 August 2018

References
1. Yañez LJ, Yunge M, Emilfork M, Lapadula M, Alcántara A, Fernández C,

Lozano J, Contreras M, Conto L, Arevalo C, Gayan A, Hernández F, Pedraza
M, Feddersen M, Bejares M, Morales M, Mallea F, Glasinovic M, Cavada G. A
prospective, randomized, controlled trial of noninvasive ventilation in
pediatric acute respiratory failure. Pediatr Crit Care Med. 2008;9(5):484–9.

2. Essouri S, Carroll C. and Group., Pediatric Acute Lung Injury Consensus
Conference. Noninvasive support and ventilation for pediatric acute
respiratory distress syndrome: proceedings from the Pediatric
Acute Lung Injury Consensus Conference. Pediatr Crit Care Med.
2015;6(5 Suppl 1):S102–10.

3. Pancera CF, Hayashi M, Fregnani JH, Negri EM, Deheinzelin D, de Camargo
B. Noninvasive ventilation in immunocompromised pediatric patients: eight
years of experience in a pediatric oncology intensive care unit. J Pediatr
Hematol Oncol. 2008;30(7):533–8.

4. Piastra M, De Luca D, Zorzi G, Ruggiero A, Antonelli M, Conti G, Pietrini D.
Noninvasive ventilation in large postoperative flail chest. Pediatr Blood
Cancer. 2008;51(6):831–3.

5. Constantin JM, Schneider E, Cayot-Constantin S, Guerin R, Bannier F, Futier
E, Bazin JE. Remifentanil-based sedation to treat noninvasive ventilation
failure: a preliminary study. Intensive Care Med. 2007;33(1):82–7.

6. Rocker GM, Mackenzie MG, Williams B, Logan PM. Noninvasive positive
pressure ventilation: successful outcome in patients with acute lung injury/
ARDS. Chest. 1999;115(1):173–7.

7. Rocco M, Conti G, Alessandri E, Morelli A, Spadetta G, Laderchi A, Di Santo
C, Francavilla S, Pietropaoli P. Rescue treatment for noninvasive ventilation
failure due to interface intolerance with remifentanil analgosedation: a pilot
study. Intensive Care Med. 2010;36(12):2060–5.

8. Clouzeau B, Bui HN, Vargas F, Grenouillet-Delacre M, Guilhon E, Gruson D,
Hilbert G. Target-controlled infusion of propofol for sedation in patients
with non-invasive ventilation failure due to low tolerance: a preliminary
study. Intensive Care Med. 2010;36(10):1675–80.

9. Huang Z, Chen YS, Yang ZL, Liu JY. Dexmedetomidine versus midazolam for
the sedation of patients with non-invasive ventilation failure. Intern Med.
2012;51(17):2299–305.

10. Senoglu N, Oksuz H, Dogan Z, Yildiz H, Demirkiran H, Ekerbicer H. Sedation
during noninvasive mechanical ventilation with dexmedetomidine or
midazolam: A randomized, double-blind. prospective study. Curr Ther Res
Clin Exp. 2010;71(3):141–53.

11. Takasaki Y, Kido T, Semba K. Dexmedetomidine facilitates induction of
noninvasive positive pressure ventilation for acute respiratory failure in
patients with severe asthma. J Anesth. 2009;23(1):147–50.

12. Carnevale FA, Razack S. An item analysis of the COMFORT scale in a
pediatric intensive care unit. Pediatr Crit Care Med. 2002;3(2):177–80.

13. Ista E, van Dijk M, Tibboel D, de Hoog M. Assessment of sedation levels in
pediatric intensive care patients can be improved by using the COMFORT
“behavior” scale. Pediatr Crit Care Med. 2005;6(1):58–63.

14. Thuong M. Sedation and analgesia assessment tools in ICU patients. Ann Fr
Anesth Reanim. 2008;27(7–8):581–95.

15. Vet NJ, Ista E, de Wildt SN, et al. Optimal sedation in pediatric
intensive care patients: a systematic review. Intensive Care Med.
2013;39(9):1524-34.

16. Calderini E, Chidini G, Pelosi P. What are the current indications for
noninvasive ventilation in children? Curr Opin Anaesthesiol.
2010;23(3):368–74.

17. Essouri S, Durand P, Chevret L, Haas V, Perot C, Clement A, Devictor D,
Fauroux B. Physiological effects of noninvasive positive ventilation during
acute moderate hypercapnic respiratory insufficiency in children. Intensive
Care Med. 2008;34(12):2248–55.

18. Payen V, Jouvet P, Lacroix J, Ducruet T, Gauvin F. Risk factors associated
with increased length of mechanical ventilation in children. Pediatr Crit Care
Med. 2012;13(2):152–7.

19. Essouri S, Chevret L, Durand P, Haas V, Fauroux B, Devictor D. Noninvasive
positive pressure ventilation: five years of experience in a pediatric intensive
care unit. Pediatr Crit Care Med. 2006;7(4):329–34.

20. Piastra M, De Luca D, Marzano L, Stival E, Genovese O, Pietrini D, Conti G.
The number of failing organs predicts non-invasive ventilation failure in
children with ALI/ARDS. Intensive Care Med. 2011;37(9):1510–6.

21. Essouri S, Nicot F, Clément A, Garabedian EN, Roger G, Lofaso F, Fauroux B.
Noninvasive positive pressure ventilation in infants with upper airway
obstruction: comparison of continuous and bilevel positive pressure.
Intensive Care Med. 2005;31:574–80.

22. Chidini G, De Luca D, Conti G, Pelosi P, Nava S, Calderini E. Early
Noninvasive Neurally Adjusted Ventilatory Assist Versus Noninvasive Flow-
Triggered Pressure Support Ventilation in Pediatric Acute Respiratory Failure:
A Physiologic Randomized Controlled Trial. Pediatr Crit Care Med.
2016:e487–95.

23. Ducharme-Crevier L, Beck J, Essouri S, Jouvet P, Emeriaud G. Neurally
adjusted ventilatory assist (NAVA) allows patient-ventilator synchrony during
pediatric noninvasive ventilation: a crossover physiological study.
Crit Care. 2015;17(19):44.

24. Committee. British Thoracic Society Standards of CareNon-invasive
ventilation in acute respiratory failure. Thorax. 2002;57(3):192–211.

25. Hilbert G, Clouzeau B, Nam Bui H, Vargas F. Sedation during non-invasive
ventilation. Minerva Anestesiol. 2012;78(7):842–6.

26. Conti G, Arcangeli A, Antonelli M, Cavaliere F, Costa R, Simeoni F,
Proietti R. Sedation with sufentanil in patients receiving pressure
support ventilation has no effects on respiration: a pilot study.
Can J Anaesth. 2004;51(5):494–9.

27. Devlin JW, Nava S, Fong JJ, Bahhady I, Hill NS. Survey of sedation practices
during noninvasive positive-pressure ventilation to treat acute respiratory
failure. Crit Care Med. 2007;35(10):2298–302.

28. Squadrone V, Massaia M, Bruno B, Marmont F, Falda M, Bagna C, Bertone S,
Filippini C, Slutsky AS, Vitolo U, Boccadoro M, Ranieri VM. Early CPAP
prevents evolution of acute lung injury in patients with hematologic
malignancy. Intensive Care Med. 2010;36(10):1666–74.

29. D. De Luca, M. Piastra, G. Conti. Ventilazione non invasiva in età pediatrica e
neonatale. [book auth.] G. Conti, M. Ranieri M. Antonelli. Ventilazione
meccanica invasiva e non invasiva: dalla fisiologia alla clinica. Milano:
Elsevier, 2012, p. Capitolo 19.

30. A. Concha, A. Medina, M. Pons and F. Martinón-Torres. Non-invasive
ventilation interfaces. [book auth.] M Pons, F Martinon-Torres A Medina.
Non-invasive ventilation in pediatrics. Barcelona: Ergon, 2009, p. Capitolo 5.

Piastra et al. BMC Pediatrics  (2018) 18:282 Page 6 of 7



31. Mahmoud M, Radhakrishman R, Gunter J, Sadhasivam S, Schapiro A,
McAuliffe J, Kurth D, Wang Y, Nick TG, Donnelly LF. Effect of increasing
depth of dexmedetomidine anesthesia on upper airway morphology in
children. Paediatr Anaesth. 2010;20(6):506–15.

32. Grant MJ, Schneider JB, Asaro LA, et al. Dexmedetomidine Use in Critically Ill
Children With Acute Respiratory Failure. Pediatr Crit Care Med. 2016;17(12):
1131-41.

33. Czaja AS, Zimmerman JJ. The use of dexmedetomidine in critically ill
children. Pediatr Crit Care Med. 2009;10(3):381–6.

34. Tobias JD, Berkenbosch JW. Sedation during mechanical ventilation in
infants and children: dexmedetomidine versus midazolam. South Med J.
2004;97(5):451–5.

35. Walker J, Maccallum M, Fischer C, Kopcha R, Saylors R, McCall J. Sedation
using dexmedetomidine in pediatric burn patients. J Burn Care Res.
2006;27(2):206–10.

36. Chrysostomou C, Di Filippo S, Manrique AM, Schmitt CG, Orr RA, Casta A,
Suchoza E, Janosky J, Davis PJ, Munoz R. Use of dexmedetomidine in
children after cardiac and thoracic surgery. Pediatr Crit Care Med.
2006 7(2):126–131.

37. Díaz SM, Rodarte A, Foley J, Capparelli EV. Pharmacokinetics of
dexmedetomidine in postsurgical pediatric intensive care unit patients:
preliminary study. Pediatr Crit Care Med. 2007;8(5):419–24.

Piastra et al. BMC Pediatrics  (2018) 18:282 Page 7 of 7


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Setting
	Patients
	Infusion protocol
	Sedation state assessment and data collection

	Results
	Discussion
	Limitations of the study

	Conclusions
	Abbreviations
	Acknowledgments
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

