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See #6, sometimes I am reluctant 
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The following ASA guidelines when providing anesthesiology services in NORA sites 
need to be considered during the design process1:  
1.A source of oxygen for the duration of the procedure, preferably piped from a 
central source 
2.A source of suction, preferably one that meets operating room standards 
3.A scavenging system if inhalational gases are used 
4.A self-inflating hand resuscitator bag, anesthesia drugs and equipment, 
monitoring equipment, and an anesthesia machine maintained to operating room 
standards 
5.An adequate number of electrical outlets for anesthesia equipment with isolated 
electric power or electric circuits with ground fault circuit interrupters if needed 
(i.e., in “wet areas” such as birthing rooms or cystoscopy rooms) 
6.Adequate lighting of the patient and anesthesia equipment 
7.Sufficient space for necessary imaging and anesthesia equipment and all 
personnel that allows easy access to the patient 
8.An emergency cart with a defibrillator, emergency drugs, and rescue equipment 
9.Adequate staff to support the anesthesiologist and reliable two-way 
communication to request assistance 
10.Observation of all applicable building and safety codes and facility standards 
11.Appropriate post anesthesia care, including personnel and equipment 

https://expertconsult.inkling.com/read/non-operating-room-anesthesia-weiss-1/chapter-2/chapter02-reader-15#6158981d6a3a4ab4bad27612fdad8d76


Measuring what goes wrong:   
 
One approach that has been extensively used in anesthesia is the ASA Closed 
Claims analysis. This method allows examination of adverse events and may help 
determine risk factors for these events.  
 
In 2009, non–operating room closed claims were compared to those in the 
operating room.10Adverse respiratory events, including inadequate oxygenation 
and ventilation, were the most common cause for NORA claims.  
 
Monitored anesthesia care (MAC) was the most common anesthetic, and over 
sedation and lack of end-tidal carbon dioxide monitoring was the most common 
scenario encountered. 
 
These events happened in older, sicker patients, most often in the gastroenterology 
suite, and more often resulted in death than events in the operating room.  
 
However, closed claims analysis provides only a retrospective look at adverse 
events, without the benefit of a control group or large number of patients. 

https://expertconsult.inkling.com/read/non-operating-room-anesthesia-weiss-1/chapter-4/chapter04-reader-7#1d19c1b80e414dd4bffe60e1f0acb3bb


Definition of MAC by ASA: Monitored Anesthesia Care 
 
MAC applies only to a patient who receives care from an 
anesthesiologist for non-painful or minimally painful 
procedures in which local or regional anesthesia is 
provided.  
 
MAC allows for administration of sedative and analgesic 
medicines in doses that exceed those used for moderate 
sedation and includes the possibility of having the 
patient go through all of the levels of sedation to general 
anesthesia, as needed.  
 
Even if no medications are used, the presence of the 
anesthesiologist is required to safely monitor patients 
who may become unstable. 



For many diagnostic and minimally invasive non–operating room 
procedures, particularly in pediatric patients, the level of sedation 
required to obtain optimal conditions often is deep sedation.  
 
Because the nature of sedation is fluid, it is easy for the patient to 
go from one level of sedation to the next.  
 
All personnel administering sedation to patients outside the 
operating room must be properly credentialed and trained in 
rescuing patients from a sedation level deeper than was intended.  
 
A practitioner who is planning deep sedation must be able to 
manage a patient who becomes truly anesthetized.  
 
This skill is part of credentialing for anesthesia practice, but many 
nonanesthesiologist practitioners will need to acquire additional 
skills and training to gain this ability. 



Which patients should we think twice about?  (or thrice?) 


