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Anesthesia Standards 
The CMS CoPs

October 20, 2016

The information provided in AHC Media Webinars does not, and is not intended to constitute medical or 
legal advice. Opinions, references and links provided by our speakers are provided for your convenience 

and do not represent our endorsement of such opinions, products or services.
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Education Consulting
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 Dublin, Ohio 434017
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Objectives

 Recall the CMS policies and procedures related to 
anesthesia services and surgery.

 Discuss the 48-hour requirements for post-anesthesia 
evaluations.

 Explain what must be included in the OR register.

 Explain new and revised standards, regulations, and laws 
put forth by CMS, TJC and the federal government.

 Evaluate compliance requirements and penalties
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Author of Book on the CMS  Anesthesia Standards
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You Don’t Want to Receive One of These
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Introduction
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Regulations first published in 1986

Many revisions since then

First regulations are published in the 
Federal Register then CMS publishes the 
Interpretive Guidelines  and some have 
survey procedures 2

Hospitals should check this website once a 
month for changes

1www.gpoaccess.gov/fr/index.html   2www.cms.hhs.gov/SurveyCertificationGenInfo/PMSR/list.asp

The Conditions of Participation (CoPs)

How to Keep Up with Changes
First, periodically check to see you have the most 

current  CoP manual and sign up to get the Federal 
Register1

Once a month go out and check the survey and 
certification website 2 

Once a month check the CMS transmittal 
page and see if new manual 3 

 Have one  or two person in your facility who has this 
responsibility

 1  http://www.cms.hhs.gov/manuals/downloads/som107_Appendicestoc.pdf

 2  http://www.cms.gov/SurveyCertificationGenInfo/PMSR/list.asp#TopOfPage

 3 http://www.cms.gov/Transmittals
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Subscribe to the Federal Register Free

9

http://listserv.access.gp
o.gov/cgi-

bin/wa.exe?SUBED1=
FEDREGTOC-L&A=1
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CoP Manual Also Called SOM

10

www.cms.hhs.gov/manu
als/downloads/som107_

Appendixtoc.p

Email questions 
hospitalscg@cms.hhs.gov

CMS Survey and Certification Website
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www.cms.gov/SurveyCertific
ationGenInfo/PMSR/list.asp#

TopOfPage

CMS Survey Memos

12
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Location of CMS Hospital CoP Manuals
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CMS  Hospital CoP Manuals address
www.cms.hhs.gov/manuals/downloads/som107_Appendixtoc.pdf

Email questions to CMS at hospitalscg@cms.hhs.gov

Transmittals

14

www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/20

16-Transmittals.html

CMS Infection Control 
Worksheet

Safe Injection Practices

15
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CMS Hospital Worksheets History
First, October 14, 2011 CMS issues 3 worksheets

 Infection Control Worksheet has a section on safe 
injection practices

Addresses discharge planning, infection control, 
and QAPI (performance improvement)

Had three revisions

Final ones issued November 26, 2014

May amend infection control  in 2017and will 
amend discharge planning when proposed changes 
are final

16

Final 3 Worksheets  QAPI
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www.cms.gov/SurveyCertificationG
enInfo/PMSR/list.asp#TopOfPage

Also has a section on surgery and MDRO

And of course completing the forms helps the 
hospital to comply with those three CoPs

Citation instructions are provided on each of the 
worksheets

The surveyors will follow standard procedures when 
non-compliance is identified in hospitals

Not used in CAH but good tool for CAH to use

Questions to: hospitalscg@cms.hhs.gov

18

CMS Hospital Worksheets
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CMS Hospital Worksheets
However, some of the questions asked might not be 

apparent from a reading of the CoPs

 A worksheet is a good communication device

 Has a section on safe injection practices which is very 
important and all staff should be aware

 Anesthesia can not give single dose medications to 
more than one person unless prepared in pharmacy

 Cannot take multidose vials into the OR unless P&P and 
treat as single dose and dispose of at end of case

 Hospitals should consider attaching the documentation 
and P&P to the worksheet 

19

20

Injection Practices & Sharps Safety 2 B
 Injections prepared using aseptic technique in area 

cleaned and free of blood and bodily fluids

 Is rubber septum disinfected with alcohol before 
piercing?

 Are single dose vials, IV bags, IV tubing and connectors  
used on only one patient?

 Are multidose vials dated when opened and discarded 
in 28 days unless shorter time by manufacturer?

Make sure expiration date is clear as per P&P

 If multidose vial found in patient care area must be used 
on only one patient

21
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Safe Injection Practices Patient Safety Brief

22
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Injection Practices & Sharps Safety

Are all sharps disposed of in resistant sharps 
container?

Are sharp containers replaced when fill line is 
reached?

Are sharps disposed of in accordance with 
state medical waste rules

Hospitals should have a system in place 
where someone has the responsibility to check 
these and ensure they are replaced when they 
are full

24
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Not All Vials Are Created Equal

26

27
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CMS Survey Memos on Safe 
Injection Practices

28

CMS Memo May 30, 2014
CMS publishes 4 page memo on infection control 

breaches and when they warrant referral to the 
public health authorities

This includes a finding by the state agency (SA), 
like the Department of Health, or an accreditation 
organization

 TJC, DNV Healthcare, CIHQ, or AOA HFAP

CMS has a list and any breaches should be referred 

Referral is to the state authority such as the state 
epidemiologist or State HAI Prevention Coordinator

29

Infection Control Breaches

30
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CMS Memo Infection Control Breaches
Using the same (pre-filled/manufactured/insulin or 

any other) syringe, pen or injection device for more 
than one individual 

Re-using a needle or syringe which has already 
been used to administer medication to an individual 
to subsequently enter a medication container (e.g., 
vial, bag), and then using contents from that 
medication container for another individual

Using the same lancing/fingerstick device for more 
than one individual, even if the lancet is changed

CMS also issued EBOLA and CRE memos
31

CMS Memo on Safe Injection Practices
CMS issues a 7 page memo on safe injection 

practices

Discusses the safe use of single dose medication to 
prevent healthcare associated infections (HAI)

Notes new exception which is important especially 
in medications shortages

General rule is that single dose vial  (SDV) can only 
be used on one patient unless pharmacy prepares

 Will allow SDV to be used on multiple patients if prepared 
by pharmacist under laminar hood following USP 797 
guidelines

32

Single Dose Safe Injection Practices

33
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CMS Memo on Safe Injection Practices
All entries into a SDV for purposes of repackaging 

must be completed with 6 hours of the initial 
puncture in pharmacy following USP guidelines

Only exception is when SDV can be used on 
multiple patients where pharmacy prepares

Otherwise using a single dose vial on multiple 
patients is a violation of CDC standards

CMS will cite  hospital under the hospital CoP 
infection control standards since must provide 
sanitary environment
 Also includes ASCs, hospice, LTC, home health, CAH, dialysis, etc.

34

CMS Memo on Safe Injection Practices

Bottom line is you can not use a single dose 
vial on multiple patients

CMS requires hospitals to follow nationally 
recognized standards of care like the CDC 
guidelines which has 10 practices

SDV typically lack an antimicrobial preservative

Once the vial is entered the contents can support 
the growth of microorganisms

The vials must have a beyond use date (BUD)  and 
storage conditions on the label

35

CMS Memo on Safe Injection Practices
So if make it in a single dose vial then you need to 

buy it in a single dose vial

 If they only make it in a multi-dose vial then try and use it as a 
single dose vial

 If not then try and use it only on one patient

Do not take multi-dose vial into patient room or into 
OR

 Unless in OR you treat it as a single dose vial and discard 

 Mark multi-dose vial expires in 28 days unless sooner by 
manufacturer

 Clean off lid even if new vial for 10-15 seconds and let dry or as per 
manufacturer instructions (new one is 5 seconds)

36
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ISMP IV Push Guidelines

37

ISMP IV Push Medications Guidelines
 ISMP has published a 26 page document called 

“ISMP Safe Practice Guidelines for Adult IV Push 
Medications

The document is organized into factors that 
increase the risk of IV push medications in adults, 

 Current practices with IV injectible medications

 Developing consensus guidelines for adult IV push 
medication and 

 Safe practice guidelines

 About 90% of all hospitalized patients have some form of 
infusion therapy

38

IV Push Medicine Guidelines

39

Remember; CMS says you have to follow 
standards of care and specifically mentions the 
ISMP so surveyor can cite you if you do not 

follow this.
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IV Push Medications Guidelines
Provide IV push medications in a ready to 

administer form

Use only commercially available or pharmacy 
prepared prefilled syringes of IV solutions to flush 
and lock vascular access devices

 If available in a single dose vial then need to buy in 
single dose vial

Aseptic technique should be used when preparing 
and administering IV medication

 This includes hand hygiene before and after 
administration

40

IV Push Medications Guidelines
The diaphragm on the vial should be disinfected 

even if newly opened

 The top should be cleaned using friction and a sterile 
70% isopropyl alcohol, ethyl alcohol, iodophor, or other 
approved antiseptic swab for at least ten seconds to it 
dry

Medication from glass ampules should be used with a 
filter needle unless the specific drug precludes this

Medication should only be diluted when 
recommended by the manufacturer or in 
accordance with evidence based practice or 
approved hospital policies

41

IV Push Medications Guidelines
 If IV push medication needs to be diluted or 

reconstituted these should be performed in a clean, 
uncluttered, and separate location

Medication should not be withdrawn from a 
commercially available, cartridge type syringe into 
another syringe for administration

 It is also important that medication not be drawn up 
into the commercially prepared and prefilled 0.9% 
saline flushes

 This are to flush an IV line and are not approved to use to 
dilute medication

42



15

43

IV Push Medications Guidelines
Combination of more than one medication is a 

single syringe is seldom necessary and could result 
in unwanted changes in the medication

Never use IV solution or mini bags as a common 
source to flush an IV as to dilute for more than one 
patient

 Label syringes of IVP medication unless prepared 
and immediately given with no break

Administer IV push medication at rate 
recommended by manufacturer or supported by 
evidenced based practices and often given too fast

44

TJC Speak Up Poster 
Anesthesia & Sedation

45
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TJC  Speak Up Poster Anesthesia & Sedation
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www.jointcommission.org/assets/1/6/Speak_Up_Anesthesia_infographic_final.pdf

47

CMS Anesthesia Deficiency 
Data

48



17

Access to Hospital Complaint Data
CMS issued Survey and Certification memo on 

March 22, 2013 regarding access to hospital 
complaint data

 Includes acute care and CAH hospitals 

 Does not include the plan of correction but can request

 Questions to bettercare@cms.hhs.com

This is the CMS 2567 deficiency data and lists the 
tag numbers

Updating quarterly
 Available under downloads on the hospital website at www.cms.gov

49

Access to Hospital Complaint Data

50

Updated Deficiency Data Reports

51

www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/CertificationandComplianc/Hospitals.html
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Anesthesia Deficiencies
Section Tag Number July 27, 2016

Anesthesia Services 1000 14

Organization of Anesthesia 1001 3

Delivery Anesthesia Services 1002 10

Pre-Anesthesia Evaluation 1003 12

Intra-Operative Record 1004 11

Post Anesthesia Evaluation 1005 29        Total  83

52

CMS Anesthesia Regulations 
and Interpretive Guidelines

53

CMS Manual and Anesthesia Changes 
All the manuals are now located at

 www.cms.hhs.gov/manuals/downloads/som107_Appendixtoc.p
df

 There were four anesthesia revisions over a 2 year period of time

 CAH standards are different and at the end

Three were published in survey and certification 
website and one in a transmittal

 December 11, 2009 

 February 5, 2010

 May 21, 2010 (transmittal) and 

 February 14, 2011
54
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Location of CMS Hospital CoP Manual

55

CMS   CoP Manuals are now located at 
www.cms.hhs.gov/manuals/downloads/som107_Appendixtoc.pdf

First and Second of Four Anesthesia Changes

56

www.cms.hhs.gov/SurveyCertific
ationGenInfo/PMSR/list.asp

May 21, 2010 CMS Transmittal 59  3rd Change

57

www.cms.gov/Transmittals/01_overview.asp
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4th Changes      January 14, 2011

58

www.cms.hhs.gov/SurveyCertificat
ionGenInfo/PMSR/list.asp

Transmittal and Final Wording Dec 2, 2011

59

60

 Interpretative guidelines under state 
operations manual1

Appendix A, Tag A-0001 to A-1164 and 456 
pages long

Anesthesia  section starts at tag number 
1000 and goes to 1005

Every hospital should have a copy of the CMS 
manual consider placing on the intranet and this 
is where all the manuals are located (new 
website)

1www.cms.hhs.gov/manuals/downloads/som107_Appendixtoc.pdf

CMS Hospital CoPs
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CMS Anesthesia Standards Changes
Hospitals are expected to have P&P on when 

medications that fall along the analgesia-anesthesia 
continuum are considered anesthesia

 P&P must be based on nationally recognized guidelines

Must specify the qualifications of practitioners who 
can administer analgesia

CMS further clarified pre-anesthesia and post-
anesthesia evaluations

CMS added FAQs which are very helpful
 Hospitals should review these as many changes and clarifications 

were made
61

CMS Anesthesia Standards Changes
CMS has added additional requirements for the 

definition and use of analgesia (pain) through out 
the hospital

These are less prescriptive than the prior changes

CMS requires the hospital to develop policies on 
specific clinical privileges involving anesthesia and 
analgesia (pain)

Must specify the qualifications for each category of 
practitioners who administer analgesia

Strong emphasis on rescue capacity of hospitals
62

CMS Added Six FAQs

63



22

Sample Page from CMS Manual

64

Introduction
Divides into two buckets which are  the anesthesia 

and analgesia (pain)

 Analgesia (pain) is bucket one and includes 4 things; 
Topical, local, moderate and minimal sedation

 Patient does not lose consciousness (Tag 1000)

 CRNA or anesthesiologist not required

 No requirement for preanesthesia or post anesthesia 
assessment  but would want to do an assessment

 TJC has standards in the PC chapter on pre-sedation 
and post-sedation evaluation and  this is the standard 
of care (SOC)

65

Introduction
Bucket one analgesia or pain (continued)

 CMS removes language that says administration of 
epidural or spinal during labor and delivery is not subject 
to the anesthesia standard

Need policy on who can do analgesia  such as PA, 
NP, or RN

–PA, physician or NP may give local with Lidocaine to 
suture in the ED

–RN may give Valium 2.5 mg to patient before MRI

–RN may help with moderate sedation in the ED or GI 
lab

66
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Introduction
Anesthesia is bucket  two and includes:

 General, epidural and spinal (regional), MAC, and deep 
sedation by one qualified to give anesthesia such as

– CRNA , Anesthesiologist,  or Anesthesiology Assistant (AA)

– Dentist, podiatrist, or oral surgeon allowed within scope of practice

– Does say physician other than anesthesiologist but must be 
qualified such as an ED or GI physician

 Preanesthesia and post anesthesia evaluation required by 
anesthesia provider and must document elements required

 CMS also has what must be documented during surgery by 
anesthesia provider and adds requirements so make sure 
your form to include these

67

Anesthesia 1000
Must be provided in well organized manner 

under qualified doctor

 Final revision changed the section on the criteria 
for the qualification of the anesthesia director

Service responsible for all anesthesia 
administered in the hospital

Optional service and must be integrated into 
hospital QAPI

68

ASA Position on Director of Anesthesiology

69

http://asahq.org/
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ASA Guidelines and Standards

70

http://asahq.org/For-Healthcare-Professionals/Standards-
Guidelines-and-Statements.aspx

71

Anesthesia A-1000 
Anesthesia involves administration of medication 

to produce a blunting or loss of;

Pain perception (analgesia)

Voluntary and involuntary movements

Autonomic function

Memory and or consciousness

Analgesia (pain) is use of medication to provide 
pain relief thru blocking pain receptor in peripheral 
and or CNS where patient does not lose 
consciousness but does not perceive pain.

Anesthesia  1000 
Anesthesia exists on a continuum

There is not a bright line that distinguishes when 
the drug’s properties from analgesia to 
anesthesia

CMS  has definitions of what constitutes general 
anesthesia and , regional,  monitored anesthesia 
care (MAC), and deep sedation

For the most part, definitions follow the ASA 
practice guidelines

 Anesthesiology 2002; 96:1004-17
72
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73

74

Monitored Anesthesia Care (MAC)
Monitored Anesthesia Care (MAC) that includes 

monitoring of patient by a person qualified to give 
anesthesia (like anesthesiologist or CRNA)

 Include potential to convert to a general or regional 
anesthetic

 Deep sedation/analgesia is included in a MAC

 Deep sedation where drug induced depression of 
consciousness during which patient can not easily be 
aroused but responds purposefully following repeated 
or painful stimulus
 Removed : An example of deep sedation is when Propofol is used for 

a screening colonoscopy

Definition of MAC by CMS

75



26

76

Anesthesia Services     1000
Services not subject to anesthesia administration 

and supervision requirements

Topical or local anesthesia ; application or 
injection of drug to stop a painful sensation

Minimal sedation; drug induced state in which 
patient can respond to verbal commands such as 
oral medication to decrease anxiety for MRI

Moderate or conscious sedation; in which 
patients respond purposely to verbal commands, 
either alone or by light tactile stimulation

Definitions of Analgesia (Pain) 

77

78

Anesthesia Services     1000
Rescue capacity 

Sedation is a continuum 

 It is not always possible to predict how any 
individual patient will respond

So may need to rescue  by one with expertise 
in airway management and advanced life 
support

Must have procedures in place to rescue 
patients whose sedation becomes deeper 
than initially intended
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Anesthesia Services 1000
 TJC has standards also on how to safely perform 

moderate or procedural sedation and anesthesia in the 
PC chapter and located at end of slides

 Still need to do a pre-sedation assessment and post-
sedation assessment but since not anesthesia not a pre 
or post-anesthesia assessment

 Also references the need to follow nationally standards 
of practice such as ASA (American Society of 
Anesthesiologists), ACEP (American College of 
Emergency Physicians) and ASGE (American Society 
for GI Endoscopy), AGA, ENA, ADA, etc.

 Listed at the end as additional resources
79

One Anesthesia Service  1000
Anesthesia services must be under one anesthesia 

services under direction of qualified physician no 
matter where performed through out the hospital

 Including if done in any of the following:

 Operating room for both inpatients and outpatients

 OB

 Radiology (interventional radiology),  clinics (pain clinic), 

 ED

 Psychiatry (ECT)

 Endoscopy, pain management clinics etc.
80

Anesthesia Services under Qualified Director

Anesthesia services must be under the direction of 
one individual who is a qualified doctor (1000)

Need to have medical staff rules and regulations 
establishing the criteria for the qualifications for the 
director of anesthesia services

MS establishes this criteria for director’s qualifications

 The board approves after consideration of the medical 
staff’s recommendation

Must be consistent with state law and acceptable 
standards of practice

81
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Interpretation from CMS
 The regulation states, “…under the direction of a qualified doctor of 

medicine or osteopathy.” This means the anesthesia service can be 
directed by any type of MD or DO who is qualified.

 You are correct that in most hospitals with an anesthesia service, an 
anesthesiologist would “generally” be the director. However, some 
hospitals do not have an anesthesiologist on staff. If a hospital provides 
any type of anesthesia service, the hospital would have to find an MD or 
DO that has the qualifications to be the Director of Anesthesia Services 
in the hospital. 

 The hospital would establish criteria for determining that a particular MD or DO 
was qualified to be the director (such as knowledge of anesthesia procedures, 
anesthesia/sedation/analgesia medications, State scope of practice rules, National 
Standards of practice, administrative skills, management, and other 
criteria). Hospitals already must establish criteria for determining whether a 
physician is qualified to provide care and which types of care. Therefore, a 
hospital should be able to ensure that whichever MD or DO they select as the 
Director of Anesthesia Services is qualified for that position.

82

CMS Manual Anesthesia One Service

83

Anesthesia Services Who Can Give?   1000

Hospital needs to have policies and procedures that 
are based on nationally recognized guidelines as to 
whether it is anesthesia or analgesia

 Be sure to cite standard such as ASA, ASGE, ACEP etc.

Hospitals need to determine if sedation done in the 
ED or procedures rooms is anesthesia or analgesia

Must take into consideration for P&P characteristics of 
patients served, skill set of staff and what medications 
are being used

 This standard also sets forth the supervision 
requirements for staff who administer anesthesia

84
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Supervision and Privileges     1000

P&Ps need to establish minimum qualifications and 
supervision requirements including moderate 
sedation

 MS credentialing standards and the nursing standards 
exist to make sure staff are qualified and competent

Want to make sure that staff administering drugs are 
qualified 

 Drugs must be given with accepted standards of 
practice

 MS bylaws address criteria for determining privileges 
and to apply the criteria to those who request privileges

85

Supervision and Privileges      1000
 If nursing staff give IV medication then must be 

competent in specified areas 

 Amended June 6, 2014 so follow P&P 

 This is one of the education requirements of CMS

 Also training on restraint and seclusion, infection control and 
hand hygiene, abuse and neglect, advance directives, organ 
donation, IV and blood and blood products and ED staff with 
ED common emergencies, timing of medication, medication 
error, safe opioid use, ADE and drug incompatibilities

Must have P&P to look at adverse events, medication 
errors and other safety and quality indicators

– Must periodically re-evaluate these and include in PI
86

87

Blood Transfusions and IVs 409
Standard: Blood transfusions and IV medications 
must be administered with state law and MS bylaws

Use to require special training for this and there was a 
long list of things that nurses had to be trained on

 CMS eliminated the regulations mandating training for 
non-physicians who administer IV medication and blood 
and blood products

CMS says because this training is already 
standard practice but must still be competent in 
those areas

Must follow your P&P and state scope of practice
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Blood and IV Medication Training

Must still follow state law requirements

 In some states an LPN can not hang blood

Or the LPN can not push certain IV medications 
in some states

Must show they are competent

Must still have approved Medical Staff 
Policies and Procedures in place

Staff must follow these which have most of 
the things that were previously required

88

Anesthesia Services     1000

Hospital Medical Staff determine the qualifications 
for the Director of Anesthesia

Must be in accordance with the state law and 
acceptable standards of practice

Anesthesia service is responsible for developing 
policies and procedures governing all categories of 
anesthesia service

This includes the minimum qualification for each 
category of practitioner who is permitted to provide 
anesthesia services

89

90

Anesthesia Survey Procedure 1000 

Surveyor is suppose to ask for a copy of the 
organizational chart for anesthesia

Make sure MD or DO has authority and 
responsibility for directing anesthesia services 
throughout the hospital

Anesthesia must be integrated into the QAPI 
program

 Every department has a role in PI including anesthesia 

 See Anesthesia Quality Institute (AQI) which is home to 
national anesthesia clinical outcomes registry (NACOR) 
and has list of things to measure
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What PI Do You Measure?

91

What Do You Measure?

92

What Do You Measure?

93
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AQI Has Data Capture Sheets

94

www.aqihq.org/qualitymeasuremen
ttools.aspx

95

AQI Core Measures Outcomes of Anesthesia

96
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Anesthesia Survey Procedure 1000

Surveyor to look in directors file

Will review job or position description of MD/DO 
director and look for appointment 

Will make sure privileges and qualifications are 
consistent with the criteria adopted by the board

Will confirm directors responsibilities include;

 Planning, directing, and supervision of all activities

 Removed section on establishing staffing schedules

 Evaluate the quality and appropriateness of anesthesia 
services provided to patients as part of PI process

97

Anesthesia Survey Procedure 1000

Surveyor is suppose to request and review all of 
the anesthesia policies and procedures

Will make sure the anesthesia apply to every 
where in the hospital where anesthesia services 
are provided

Will make sure the P&P indicate the necessary 
qualifications that each clinical practitioner must 
possess in order to administer anesthesia as 
well as moderate sedation or other forms of 
analgesia

98

Anesthesia Survey Procedure 1000

Surveyor is to make sure that the clinical applications 
are considered involving analgesia such as moderate 
sedation as opposed to anesthesia

Document what national guidelines are being followed

See the FAQ on this which will be discussed later

 The surveyor will make sure the hospital has an 
adverse event system related to both anesthesia and 
analgesia

 Are they tracked and acted upon (incident report, RCA, 
etc.)

99
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5 Qualified to Give Anesthesia 1001

Anesthesia (general, regional, MAC including deep 
sedation) can only be administered by;

 Qualified anesthesiologist or CRNA

 Anesthesiology assistant (AA) under the supervision of 
anesthesiologist who is immediately available if needed

 Dentist, oral surgeon, or podiatrist who is qualified to 
administer anesthesia under state law

 A MD or DO other than anesthesiologist (must be 
qualified)

– Lots of discussion on this

– Hospital needs to follow standards of anesthesia care when establishing P&P governing 
anesthesia administration by these types of practitioners as well as MDs or DOs who are not 
anesthesiologists 

Who Is Qualified to Give Anesthesia 

101

Chart Removed from 4th Revision

Note: Chart 
Removed from 4th

Revision

Who Can Administer Anesthesia

102
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Organization and Staffing  1001

CRNA can be supervised by the operating surgeon 
or the anesthesiologist

CRNA may not require supervision if state got an 
exemption  from supervision1

Governor  sends a letter to CMS requesting this 
after attesting that the State Medical Board and 
Nursing Board were consulted and in best interests 
of the state

 List of 17 state exemptions at 
www.cms.hhs.gov/CFCsAndCoPs/02_Spotlight.asp  
 Iowa, Nebraska, Kentucky, Idaho, Minnesota, New Hampshire, New Mexico, Kansas, North Dakota, 

Washington, Alaska, Oregon, South Dakota, Wisconsin, Montana, Colorado, and California
103

104

Administering 1001
Need P&P concerning who may administer  

analgesia

 Topical, local, minimal sedation and moderate sedation

 Consistent with scope of practice set by state law

General, regional, MAC and deep sedation can only 
be administered by the 5 categories mentioned

Hospital must follow generally accepted standards 
of anesthesia care if anyone other than 
anesthesiologist, CRNA, or AA does

Need policy on supervision also

Who Can Administer Anesthesia 1001

CRNA can administer anesthesia if under  the 
operating surgeon or  by an anesthesiologist 

 If supervised by an anesthesiologist must be  
immediately available 

What does immediately available mean?

Anesthesiologist must be physically located in the 
same area as the CRNA

Example: In the same operative suite , same 
procedure room, same L&D unit and nothing 
prevents from immediate hands on intervention

105
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CRNA Supervision
No supervision if in one of the 17 states that has 

opted out and so no longer requires it

Otherwise must be supervised by
 Operating practitioner who is performing the procedure or

 Anesthesiologist who is immediately available

 Immediately available means anesthesiologist must 
be located within the same area of the CRNA and 
not occupied to prevent him/her from immediately 
conducting hands on intervention if needed

 If CRNA in OR then anesthesiologist must be somewhere 
in the OR suite

106

107

Improper Supervision of Anesthesia Services

A federal qui tam whistle blower lawsuit was filed by 
former anesthesiologist and professor Dr. Dennis 
O’Connor

 Investigated by the US Dept of Justice

Hospital in California pays $1.2 million to resolve 
claims of improper supervision of anesthesia services

Said no supervisory anesthesiologist  was present or 
immediately available in violation of federal law

Anesthesia records pre-filled out to make it look like 
anesthesiologist were there

108
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Don’t Want a False Claims Act Lawsuit

109

Anesthesiology Assistant    1001

Some states have a practice act for AAs or 
anesthesiology assistants

An AA may administer anesthesia only when 
under the direct supervision of an 
anesthesiologist only

Anesthesiologist must also be immediately 
available if needed

This means physically in the same department 
and not occupied in a way to prevent immediate 
hands on intervention if needed

110

111
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112

http://anesthesiaassistant.com/

113

Anesthesia Services Policies  1001
MS bylaws or R/R must include criteria for 

determining anesthesia privileges

Board must approve the specific anesthesia 
service privilege for each practitioner who does 
anesthesia services

Must address the type of supervision required, if 
any, and must specify who can supervise CRNA 
(unless exempted)

Privileges must be granted in accordance with  
state law and hospital policy

Supervision by Operating Practitioner 1002

 If hospital allows supervision by operating 
practitioner of CRNAs

 Such as surgeons, podiatrist, or gastroenterologist

Medical staff bylaws or R/R must specify for 
each category of operating practitioners

The type and complexity of the procedures that 
the category of practitioner may supervise

See resources at the end that discuss 
standards of practice on credentialing and 
privileging

114
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Survey Procedure   1001
Surveyor is to review the qualifications of individuals 

allowed to give anesthesia to make sure they are 
qualified

Make sure licenses and certifications are current

Determine if state has opted out for CRNA 
supervision

Review the hospital P&P to make sure supervision of 
CRNA and AA meets requirements

Review qualifications of other anesthesia services to 
make sure they are consistent with the hospital 
anesthesia policies

115
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Anesthesia Services and Policies 1002
 Anesthesia must be consistent with needs of patients 

and resources

 P&P must include delineation of pre-anesthesia and 
post-anesthesia responsibilities

Must be consistent with the standards of care

 Policies include;

 Consent

 Infection Control measures

 Safety practices in all areas

 How hospital anesthesia service needs are met

117

Anesthesia Policies Required    1002

Policies required (continued);

Protocols for life support function such as cardiac 
or respiratory emergencies

Reporting requirements

Documentation requirements

Equipment requirements

Monitoring, inspecting, testing and maintenance 
of anesthesia equipment

Pre and post anesthesia responsibilities
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Pre-Anesthesia Assessment 1003

Pre-anesthesia evaluation must be performed with 
48 hours prior to the surgery 

 Including inpatient and outpatient procedures

 For  regional, general, and MAC 

Not required for moderate sedation but still need to 
do pre sedation assessment

Preanesthesia assessment must be done by some 
one qualified person to administer anesthetic (non-
delegable)

Pre-Anesthesia Evaluation 1003

Must have policies to make sure the pre-anesthesia 
guidelines are met

Pre-anesthesia evaluation must be completed, 
documented and done by one qualified to 
administer anesthesia within 48 hours

Can not delegate the pre-anesthesia assessment 
to someone who is not qualified which is 5 
categories mentioned

Must be done within 48 hours of surgery or 
procedure

119

5 Qualified to do Pre-Anesthesia Assessment

Anesthesiologist

CRNA under the supervision of operating 
surgeon or anesthesiologist unless state is 
exempt

AA under supervision of anesthesiologist

MD or DO other than an anesthesiologist

A dentist, oral surgeon, or podiatrist who is 
qualified to administer anesthesia under 
State law

120
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Pre-Anesthesia Evaluation 1003

Delivery of first dose of medication for inducing 
anesthesia marks end of 48 hour time frame

Pre-anesthesia assessment must be done for 
generals, regional, or MAC which includes deep 
sedation

 If moderate sedation current practice dictates a pre-
procedure assessment but not a pre-anesthesia 
assessment

See TJC standards at the end of presentation on 
presedation assessment for patients having 
moderate sedation

121

Pre-Anesthesia Evaluation 1003

CMS says pre-anesthesia must be done within 48 
hours of procedure or surgery

However, some of the elements in the evaluation 
can be collected prior to the 48 hours time frame 
but it can never be more than 30 days (new)

 If you saw a patient on Friday for Monday 
surgery would need to show that on Monday 
there were no changes

CMS also specifies the four of the six required 
elements that can be performed within 30 days 
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Pre-Anesthetic Assessment   1003
Must include;

Review of medical history, including anesthesia, 
drug, and allergy history (within 48 hours)

 Interview and exam the patient 
– Within 48 hours and rest are updated in 48 hours but can be 

collected within 30 days

Notation of anesthesia risk (such as ASA level)

Potential anesthesia problems identification 
(including what could be complication or 
contraindication like difficult airway, ongoing 
infection, or limited intravascular access)
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Pre-Anesthetic Assessment 1003

Pre-anesthetic Assessment to include (continued);

Additional data or information in 
accordance with SOC or SOP

–Including information such as stress test or 
additional consults

Develop plan of care including type of 
medication for induction, maintenance, and 
post-operative care 

Of the risks and benefits of the anesthesia

125
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ASA Physical Status Classification System 

ASA PS I – normal healthy patient

ASA PS II – patient with mild systemic disease 

ASA PS III – patient with severe systemic disease

ASA PS IV – patient with severe systemic disease 
that is a constant threat to life 

ASA PS V – moribund patient who is not expected 
to survive without the operation

ASA PS VI – declared brain-dead patient whose 
organs are being removed for donor purposes
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Survey Procedure Pre-anesthesia Evaluation

Surveyor to review sample of inpatient and outpatient 
records who had anesthesia

Make sure pre-anesthesia evaluation done and by 
one qualified to deliver anesthesia

Determine the pre-anesthesia evaluation had all the 
required elements

Make sure done within 48 hours before first does of 
medication given for purposes of inducing anesthesia 
for the surgery or procedure

ASA and AANA has pre-anesthesia standards that 
hospitals should be familiar with

128

ASA Guideline  Pre-Anesthesia
Preanesthesia Evaluation 1

 Patient interview to assess Medical history, 
Anesthetic history, Medication history

Appropriate physical examination

Review of objective diagnostic data (e.g., 
laboratory, ECG, X-ray)

Assignment of ASA physical status

Formulation of the anesthetic plan and discussion 
of the risks and benefits of the plan with the patient 
or the patient’s legal representative

 1 www.asahq.org/publicationsAndServices/standards/03.pdf  American Society of 
Anesthesiologist

129
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ETCO2  for Moderate and Deep Sedation ASA

130

http://asahq.org/For-Healthcare-Professionals/Standards-
Guidelines-and-Statements.aspx

ASA Practice Advisory Preanesthesia Evaluation

131

http://asahq.org/For-Members/Practice-Management/Practice-
Parameters.aspx

ASA Standard on Pre-anesthesia Care

132

http://asahq.org/For-Healthcare-Professionals/Standards-Guidelines-
and-Statements.aspx
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Standards for Nurse Anesthesia Practice
American Association of Nurse Anesthetists (AANA) 

has standards for nurse anesthesia practice

Has a section on standard for pre-anesthesia 
assessment and post-anesthesia assessment

AANA website has many excellent resources

 Includes practice documents , 

 Standards, guidelines, joint position statements, 

 Advisory opinions, forms, resources, practice 
considerations, position statements, quality of care in 
anesthesia, and more

133

AANA Standards for Nurse Anesthesia

134

www.aana.com/resources2/professionalpra
ctice/Pages/Standards-for-Nurse-

Anesthesia-Practice.aspx

135

Intra-operative Anesthesia Record 1004

Need policies related to the intra-operative 
anesthesia record

Need intra-operative anesthesia record for 
patients who have general, regional, deep 
sedation or MAC

Still need monitoring of moderate sedation  
before, during, and after but the monitoring 
required by this section does not apply to that

See the TJC standards on this



46

So What’s In Your Policy?

136

137

Moderate Sedation Toolkit

138

http://www.patientsafety.gov/pubs.html#sedate
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Intra-operative Anesthesia Record 1004

Intra-operative Record must contain the 
following:

 Include name and hospital id number

Name of practitioner who administer anesthesia

Techniques used and patient position, including 
insertion of any intravascular or airway devices

Name, dosage, route and time of drugs

Name and amount of IV fluids

139
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Intra-operative Anesthesia Record  1004 

 Intra-operative Record must contain the following 
(continued):

Blood/blood products

Oxygenation and ventilation parameters

Time based documentation of continuous vital 
signs

Complications, adverse reactions, problems 
during anesthesia with symptom, VS, treatment 
rendered  and response to treatment

141



48

142

ASA Document Anesthesia Care

143

http://asahq.org/For-Healthcare-Professionals/Standards-Guidelines-
and-Statements.aspx

Post-Anesthesia Evaluation 1005
Must have policies in place to ensure compliance 

with the post-anesthesia evaluation requirements

Post-anesthesia evaluation must be done by 
some one who is qualified to give anesthesia

 5 who are qualified to give as previously 
mentioned

Can not delegate it to a RN, PA, or NP

Must be done no later than 48 hours after the 
surgery or procedure requiring anesthesia 
services

144
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Post-Anesthesia Evaluation 1005
Must be completed as required by hospital 
policies and procedures

Must be completed as required by any state 
specific laws
 State law can be more stringent but not less stringent so if 

state wants to require it to be done in 24 instead of 48 
hours you must comply

P&Ps must be approved by the MS

P&Ps must reflect current standards of care

145
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Post Anesthesia Evaluation 1005
Document in chart within 48 hours for patients 

receiving anesthesia services (general, regional, 
deep sedation, MAC)

 For inpatients and outpatients now 

So may have to call some outpatients if not seen 
before they left the hospital

 Note different for CAH hospitals under their manual 
under tag 322 (perform before patient leaves the 
hospital)

Does not have to be done by the same person who 
administered the anesthesia

147

Post Anesthesia Evaluation    1005
Has to be done only by anesthesia person 

(CRNA, AA, anesthesiologist) or qualified 
doctor, dentist, podiatrist, or oral surgeon

48 hours starts at time patient moved into 
PACU or designated recovery area (SICU etc.)

48 hour is an outside parameter

 Individual risk factors may dictate that the 
evaluation be completed and documented 
sooner than 48 hours

 This should be addressed by hospital P&P
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Post Anesthesia Evaluation     1005

Evaluation can not generally be done at 
point of movement to the recovery area 
since patient not recovered from 
anesthesia

Patient must be sufficiently recovered 
so as to participate in the evaluation 
e.g. answer questions, perform simple 
tasks etc.

148

Post Anesthesia Evaluation
For same day surgeries may be done after 

discharge if allowed by P&P and state law

 If the patient is still intubated and in the ICU still 
need to do within the 48 hours

Would just document that the patient is unable to 
participate

 If patient requires long acting anesthesia that 
would last beyond the 48 hours would just 
document this and note that full recovery from 
regional anesthesia has not occurred

149
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Post-Anesthesia Assessment to Include 1005

Respiratory function with respiratory rate, airway 
patency and oxygen saturation

CV function including pulse rate and BP

Mental status, temperature

Pain

Nausea and vomiting

Post-operative hydration

Consider having a form to capture these 
requirements
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Post-Anesthesia Survey Procedure

Surveyor is review medical records for patients 
having anesthesia and make sure post-
anesthesia evaluation is in the chart

Surveyor to make sure done by practitioner who 
is qualified to give anesthesia

Surveyor to make sure all postanesthesia 
evaluations are done within 48 hours

Surveyor to make sure all the required elements 
are documented for the postanesthesia 
evaluation

151
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Post Anesthesia ASA Guidelines
Patient evaluation on admission and discharge from 

the postanesthesia care unit

A time-based record of vital signs and level of 
consciousness

A time-based record of drugs administered, their 
dosage and route of administration

 Type and amounts of intravenous fluids 
administered, including blood and blood products

Any unusual events including postanesthesia or 
post procedural complications

Post-anesthesia visits

153
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ASA  Standard Postanesthesia Care

154

http://asahq.org/For-Healthcare-Professionals/Standards-Guidelines-and-
Statements.aspx

ASA Practice Guideline Postanesthesia Care

155

http://asahq.org/For-Members/Practice-Management/Practice-
Parameters.aspx

AANA Post-anesthesia Care Standards

156

www.aana.com/resources2/professionalpractice/Pages/Postane
sthesia-Care-Standards.aspx
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Six FAQs
How can the same drugs be used in the OR for 

anesthesia but in the ED for a sedative?

What nationally recognized guidelines are available 
for hospitals to use to develop their P&Ps?

What is the appropriate training for a sedation 
nurse?

Why is there a particular mention in the interpretive 
guidelines on ED sedation policies?

Can hospital adopt a P&P that all anesthesia agents 
in lower doses can be used for sedation (NO!)

157

FAQ 1   Drugs Used

158

Question 2 National Standards of Care

159
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Questions 3 and 3 ED and Sedation Nurse

160

Question 5 Under One Individual

161

Anesthesia Standard CAH 

162
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CAH Hospitals
Current CAH manual 

Anesthesia standard starts at tag C-0322 and see 
323

Most of the sections are the same but no standard 
for having a medical director and post-anesthesia 
is different as must be done before patient leaves 
the hospital

Much shorter section

Does not mention CRNA going to OB unit to put in 
epidural but most likely is treated the same

163

CAH Pre-anesthesia Assessment  C-322

Must be done by qualified practitioner
 Example would include CRNA and anesthesiologist

 Includes what must be in the preanesthesia 
assessment

Notation of anesthesia risk 

Anesthesia, drug and allergy history 

Any potential anesthesia problems identified 

Patient's condition prior to induction of anesthesia 

164

Post Anesthesia Assessment CAH  322

Cardiopulmonary status

 Level of consciousness 

Any follow-up care and/or observations and 

Any complications occurring during post-
anesthesia recovery 

States that the postanesthesia follow up report 
must be written prior to discharge from anesthesia 
services

165
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166

The End!       Questions?
Sue Dill Calloway RN, Esq
AD, BA, BSN, MSN, JD
CPHRM , CCMSCP
President
5447 Fawnbrook Lane
Dublin, Ohio 43017 
614 791-1468
sdill1@columbus.rr.com

TJC standards follow

ASGE, ACEP (ED), ENA 

AQI Quality Metrics for Procedural Sedation

167

www.aqihq.org/qualitymeasurementtools.aspx

Epidural or Spinal for Pain Relief

Bucket one analgesia or pain 

 CMS removes language that says administration of 
epidural or spinal during labor and delivery is not subject 
to the anesthesia standard

 Need policy on who can do analgesia  such as PA, NP, or 
RN

– PA, physician or NP may give local with Lidocaine to 
suture in the ED

– RN may give Valium 2.5 mg to patient before MRI

– RN may help with moderate sedation in the ED or GI lab

168
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CDC Requirements

Any CRNA or anesthesiologist who puts in an 
epidural or spinal should remember the CDC 
standard

The CDC requires that a mask be worn

There were five women who had an epidural for 
pain relief and the anesthesiologist did not wear a 
mask

All became septic and one dies from strept 
salivarius

CDC issues a notice in MMWR
169

170

171

www.cdc.gov/mmwr/preview/mmwrhtm
l/mm5903a1.htm
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Injection Safety CDC

172

173

174
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Safe Injections Practices Toolkit

176

http://ascquality.org/adva
ncing_asc_quality.cfm

177
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Standards of Practice

Standards of care and 
practice follow 
including:

ASA

ACEP

ENA

AANA

ASGE

ACS
178

AGS Office Based Deep Sedation, General etc.

179

http://facs.org/fellows_info/statements/st-46.html

FDA Stance on Propofol

180

www.asahq.org/For-Members/Advocacy/Washington-Alerts/FDA-
Upholds-ASA-Stance-on-Safe-Use-of-Propofol.aspx
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FDA Letter on Diprivan

181

www.asahq.org/For-
Members/Advocacy/Washington-Alerts/FDA-

Upholds-ASA-Stance-on-Safe-Use-of-
Propofol.aspx

182

ASA Guidelines and Statements

183

www.asahq.org/publicationsAndServices/sgstoc.htm
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ASA Safe Use of Diprivan 

184

http://www.asahq.org/publicationsAndServices/sgstoc.htm

ASA Moderate Sedation Privileges

185

ASA Granting Privileges for Deep Sedation

186
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ASA Guidelines for Privileges

187

www.asahq.org/publicationsAndServices/sgstoc.htm

ASA  Anesthesiologist in Charge of Case 

188

ASA Supervision of CRNAs

189

Anesthesia Care Team 2009 at 
http://www.asahq.org/publicationsAndServices/sgstoc.htm
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ASA Supervision of CRNAs

190

ASA Granting Privileges for Deep Sedation

191

ASA  Anesthesiologist in Charge of Case 

192

www.asahq.org/publicationsAndServices/sgstoc.htm



65

ACEP Policies

193

http://www.acep.org/content.aspx?id=30060

194

www.acep.org/content.a
spx?id=30060

ACEP Policy Statements

195

www.acep.org/policystatements/
?pg=2
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ACEP 2011 Sedation in the ED

196

www.acep.org/Content.aspx?id
=75479&terms=sedation

197

ENA and ACEP Position

198



67

ACEP Rapid Sequence Intubation

199

Page 7 of 20 ACEP 

200

Level B recommendations. Propofol can be safely administered
for procedural sedation and analgesia in the ED.

201
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ACEP Letter to Members 2-10-2011

202

American Society for GI Endoscopy

203

www.asge.org/searchnew.aspx?searchtext=Guidelines%20for%20Consci
ous%20Sedation%20and%20Monitoring

ASGE Guideline on Deep Sedation

204
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205

206

207
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Pre-procedural Assessment

209

210
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ASGE Evaluation Form 

211

212

Sedationfacts.org    Coming Soon

213
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TJC Levels of Sedation and Anesthesia

Minimal sedation (anxiolysis)-A drug-induced 
state during which patients respond normally to verbal 
commands. Although cognitive function and 
coordination may be impaired, ventilatory and 
cardiovascular functions are unaffected.

Moderate sedation/analgesia (conscious sedation)-
A drug-induced  depression of consciousness during 
which patients respond purposefully to verbal 
commands,6 either alone or accompanied by light 
tactile stimulation. No interventions are required to 
maintain a patent airway, and spontaneous ventilation is 
adequate. Cardiovascular function is usually 
maintained.

214

TJC Definition of Deep Sedation

Deep sedation/analgesia-A drug-induced 
depression of consciousness during which patients 
cannot be easily aroused, but respond purposefully 
following repeated or painful stimulation. 

The ability to independently maintain ventilatory 
function may be impaired.

 Patients may require assistance in maintaining a 
patent airway and spontaneous ventilation may be 
inadequate. 

Cardiovascular function is usually impaired.

215

TJC Definition of Anesthsia

 Anesthesia-Consists of general anesthesia and spinal or 
major regional anesthesia. It does not include local 
anesthesia. 

 General anesthesia is a drug-induced consciousness during 
which patients are not arousable, even by painful 
stimulation. 

 The ability to independently maintain ventilatory function is 
often impaired. 

 Patients often require assistance in maintaining a patent 
airway, and positive pressure ventilation may be required 
because of depressed spontaneous ventilation or drug-
induced depression of neuromuscular function. 
Cardiovascular function may be impaired.

216
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Operative & High Risk Procedures PC.03.01.03

The hospital plans operative or other high-risk 
procedures

This includes moderate or deep sedation or 
anesthesia

Equipment identified in the EPs is available 
to the OR suites

Standards apply in any setting for epidural, 
spinal, MAC, general, moderate or deep 
sedation

217

Operative & High Risk Procedures

EP1 Those administering moderate or deep 
sedation and anesthesia are qualified

 Must have credentials to manage and rescue patients at 
what ever level of anesthesia or sedation 

EP2 Must have sufficient number of qualified staff to 
evaluate the patient,  provide the sedation and/or 
anesthesia,  help with the procedure, and monitor 
and recover the patient

EP5 RN supervises perioperative nursing care

 Such as a RN Director of the OR

218

Operative & High Risk Procedures

EP6 Need equipment to monitor the patient’s 
physiological status during moderate or deep 
sedation during surgery or high risk procedures

 Example could include cardiac monitor, blood pressure 
machine, pulse oximetry, end tidal CO2 etc.

EP7 Must have equipment to administer IV fluids, 
medications, blood and blood components during 
moderate and deep sedation for surgery or high risk 
procedures

 Ivs, IV tubings, IV pumps, blood tubing, etc.

219
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Operative & High Risk Procedures

EP8 Must have resuscitation equipment available 
for surgery or high risk procedures when using 
moderate or deep sedation and anesthesia

 Endotracheal tubes, ambu bags, oxygen, defib, 
cardioverter, etc.

EP10 Anesthesia is administered by qualified 
person (DS)

 CRNA, anesthesiologist, or AA

 Qualified physician other than an anesthesiologist

 CRNA in 35 states must be supervised by 
anesthesiologist or operating surgeon

220

Care Before Surgery or High Risk Procedure

PC.03.01.03 states that the hospital provides the 
patient with care before surgery or the procedure

 The following includes patient having moderate or deep 
sedation or anesthesia for surgery or a high risk 
procedure

EP1 Conduct a presedation or preanesthesia 
assessment

 RC.02.01.01 requires this be documented

 CMS includes a requirement that the preanesthesia 
assessment be done and what should be in it

 ASA and AANA has standards of practice on this
221

Care Before Surgery or High Risk Procedure

EP2 Assesses the patient’s anticipated needs in 
order to plan for the post procedure care

EP3 Do a preprocedural treatment according the 
patient’s plan for care

EP4 Provide the patient with preprocedural 
education, according to their plan of care

EP7 LIP must review the plan and concur with the 
plan for sedation or anesthesia

EP8 Reevaluate the patient immediately before 
administering deep sedation or anesthesia

222
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Care Before Surgery or High Risk Procedure

EP18  A preanesthesia evaluation is completed and 
documented by an individual qualified to administer 
anesthesia within 48 hours prior 

CMS measures the 48 hour time frame from 
when the first drug is given to introduce 
anesthesia

CMS has specific criteria that must be included in 
the pre and postanesthesia evaluation

ASA and AANA has standards of care related to 
the postanesthesia evaluation

223

Monitoring During Surgery or Procedure

PC.03.01.05 states that the hospital monitors the 
patient during surgery or other high-risk procedures

 Patient must also be monitored during the administration 
of moderate or deep sedation or anesthesia

EP1 The patient’s oxygenation, ventilation, and 
circulation are monitored continuously during any of 
the above

 RC.02.01.03 EP8 requires that this be documented in the 
medical record including medications, vital signs, level of 
consciousness, IV fluids or blood given, complications or 
any unanticipated events

224

Monitoring During Surgery or Procedure

CMS also requires monitoring during surgery or 
anesthesia administration

CMS has new elements in the hospital CoPs about 
what must be documented by anesthesia during 
surgery

Best to use a form to capture all of the required 
elements 

Be aware of the ASA and AANA standards of care 
and practice

225
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Postanesthesia or Post Procedure Care
PC.03.01.07 states that care must be provided to 

the patient after anesthesia, moderate, or deep 
sedation

EP1 Need to assess their physiological status 
immediately after the above

EP2 Must monitors the patient’s physiological 
status, mental status, and pain level

EP4 A qualified LIP discharges the patient from the 
PACU or from the hospital or uses approved 
discharge criteria 

 Many PACUs use Aldrete score
227

Postanesthesia or Post Procedure Care

EP6 Outpatients who have had sedation or 
anesthesia are discharged in the company of an 
individual who accepts responsibility for the patient

 Should take patient out in a wheelchair and make sure 
they get into the car safely

EP7 Qualified person does postanesthesia 
evaluation no later 48 hours after surgery or a 
procedure requiring anesthesia services

 CMS has a CoP on the postanesthesia evaluation

 The 48 hour time frame is measured from the time the 
patient hits the PACU or recovery area

228



77

Postanesthesia or Post Procedure Care

EP8 Postanesthesia evaluation for anesthesia 
recovery is completed as required by law and the 
hospital’s P&P

 CMS is very specific as to what must be included in the 
postanesthesia evaluation

 Consider having a form to capture all of the required 
elements

 ASA (American Society of Anesthesiologist) and American 
Association of Nurse Attorneys (AANA) have standards of 
care on postanesthesia evaluations
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This presentation is intended solely to provide general 
information and does not constitute legal advice. Attendance at 
the presentation or later review of these printed materials does 
not create an attorney-client relationship with the presenter(s). 
You should not take any action based upon any information in 
this presentation without first consulting legal counsel familiar 

with your particular circumstances.
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Thanks for attending!  
Sue Dill Calloway RN, Esq. 

CPHRM, CCMSCP

AD, BA, BSN, MSN, JD

President of Patient Safety and 
Education Consulting

Board Member            
Emergency Medicine Patient 
Safety Foundation

 614 791-1468

 sdill1@columbus.rr.com
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